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Set  the  example-use  seat  belts! 


“I  like  Bronkometer. . . 

I breathe  better. . . 
don’t  get  the  jitters.” 


Patients  feel  relaxed  with  Bronkometer.  Its 
bronchodilator-decongestant  action  has  min- 
imal central  nervous  system  stimulation.1 
Isoetharine,*  Breon’s  exclusive  bronchodila- 
tor,  shows  only  1/16  to  1/80  the  cardiotonic 
effect  of  isoproterenol.2 

‘Dilabron®,  brand  of  isoetharine 


BRONKOMETER 


® 

ASTHMA,  CHRONIC  BRONCHITIS,  EMPHYSEMA 


isoetharine  0.6%;  phenylephrine  0.125%;  thenyldiamine  0.05%— Superior  because  it  contains  isoetharine 

COMPOSITION:  Bronkometer  delivers  at  the  mouthpiece  200  metered  doses  of:  350  meg  isoetharine  methanesulfonate  (0.6%);  70 
meg  phenylephrine  HCI  (0.125%);  and  30  meg  thenyldiamine  HCI  (0.05%)  with  saccharin,  menthol  and  fluorochlorohydrocarbons  as  inert 
propellants.  Preserved  with  ascorbic  acid  0.1%  and  alcohol  30%. 

RECOMMENDED  DOSAGE:  One  or  two  inhalations  with  at  least  one  minute  between  inhalations.  Occasionally  more  may  be  required, 
however  in  most  cases,  inhalations  need  not  be  repeated  more  than  every  four  hours.  Dosage  should  be  adjusted  to  the  severity  of  the 
condition  and  to  patient's  response. 

PRECAUTIONS:  Bronkometer  is  unusually  free  from  cardiovascular  and  other  side  effects,  but  the  usual  precautions  associated  with 
sympathomimetic  amines  should  be  observed.  Bronkometer  should  not  be  administered  simultaneously  with  epinephrine  or  similar  com- 
pounds because  of  the  possibility  ot  tachycardia,  although  it  may  be  alternated  with  these  agents.  Dosage  must  be  carefully  adiusted 
in  patients  with  hyperthyroidism,  hypertension,  acute  coronary  disease,  cardiac  asthma,  limited  cardiac  reserve  and  in  individuals  sen- 
sitive to  sympathomimetic  amines. 

SUPPLIED:  10  ml  pressurized  aerosol  vials  complete  with  measured  dose  valve  and  oral  nebulizer. 

References:  1.  Spielman,  A.  D.:  Curr.  Therap.  Res.  3:235  (June)  1961.  2.  Herschfus,  J.  A.;  Bresnick,  E.;  Levinson,  L.;  and  Segal,  M.  S.: 
Ann.  Allergy  9:769  (Nov.-Dee.)  1951 . 
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's  New  Seedling 


Group  Health  Hospital  Insurance  at  this  point  still  is  being 
carefully  nurtured.  Doctors,  hospital  administrators,  actuaries, 
bio-statisticians  — they  have  all  contributed  their  skills  to  the 
formation  of  what  we  at  GHI  believe  will  be  a major  breakthrough 
in  the  field  of  insuring  hospital  care. 

Preliminary  barriers  are  behind  us.  In  the  months  ahead,  the 
seedling  is  due  to  develop  into  a full-grown  organism. 

The  formation  of  GHHI  is  another  example  of  GHI’s  constant 
search  for  the  best  distribution  of  the  medical  dollar.  All  of  the 
thought  and  effort  that  have  been  heaped  upon  this  new  under- 
taking have  had  but  one  purpose  — the  welfare  of  people  who  are 
sick.  And  that,  after  all,  is  the  end  to  which  doctors  themselves 
dedicate  their  lives. 


Group  Health  Insurance,  Inc. 

221  PARK  AVENUE  SOUTH/NEW  YORK.  N Y 10003 

Phone:  SP  7 6000 
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Sleep-interfering 
anxiety  and  tension 
can  usually  be  relieved 
with 

EQUANIH 

(meprobamate)  Wyeth 


Cautions:  Carefully  supervise  dose  and  amounts 
prescribed,  especially  for  patients  prone  to  overdose 
themselves.  Excessive  prolonged  use  may  result  in 
dependence  or  habituation  in  susceptible  persons— 
as  ex-addicts,  alcoholics,  severe  psychoneurotics. 
After  prolonged  high  dosage,  drug  should  be  with- 
drawn gradually  to  avoid  possibly  severe  with- 
drawal reactions  including  epileptiform  seizures. 
Side  effects  include  drowsiness  and,  rarely, 
allergic  or  idiosyncratic  reactions.  These  reac- 
tions, sometimes  severe,  can  develop  in  patients 
receiving  only  1 to  4 doses  who  have  had  no 
previous  contact  with  meprobamate.  Mild  reactions 
are  characterized  by  urticarial  or  erythematous 
maculopapular  rash.  Acute  non-thrombocytopenic 
purpura  with  petechiae,  ecchymoses,  peripheral  edema 
and  fever  have  been  reported.  Meprobamate  should  be 
stopped  and  not  reinstituted.  Severe  reactions,  observed  very 
rarely,  include  angioneurotic  edema,  bronchial  spasms,  fever, 
fainting  spells,  hypotensive  crises  (1  fatal  case),  anaphylaxis,  stomati- 
tis and  proctitis  (1  case)  and  hyperthermia.  Warn  patients  of  possible 
reduced  alcohol  tolerance.  Should  drowsiness,  ataxia,  or  visual  distur- 
bances occur,  dose  should  be  reduced.  If  symptoms  persist,  patients 
should  not  operate  vehicles  or  dangerous  machinery.  A few  cases  of 
leukopenia,  usually  transient,  have  been  reported  following  prolonged 
dosage.  Other  blood  dyscrasias— aplastic  anemia  (1  fatal  case), 
thrombocytopenic  purpura,  agranulocytosis  and  hemolytic  anemia- 
have  occurred  rarely,  almost  always  in  the  presence  of  known  toxic 
agents.  One  fatal  case  of  bullous  dermatitis  following  intermittent 
use  of  meprobamate  with  prednisolone  has  been  reported. 
Prescribe  very  cautiously  for  patients  with  suicidal  tendencies. 
Suicidal  attempts  should  be  treated  with  immediate  gastric 
lavage  and  appropriate  supportive  therapy. 

Contraindications:  History  of  sensitivity  to  meprobamate. 

Composition:  Tablets,  200  mg.  and  400  mg.  mepro- 
bamate. Coated  Tablets,  Wyseals®  Equanil 
(meprobamate)  400  mg.  Continuous-Release 
Capsules,  Equanil  L-A  (meprobamate)  400  mg. 


Wyeth  Laboratories 
Philadelphia,  Pa. 
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For  adolescents,  acne  is  "...an  af- 
liction  which  immediately  separates 
these  people  from  their  confreres."* 
i/Vashing  with  pHisoHex,  from  the 
first  sign  of  acne,  can  help  your  pa- 
tients—even  with  severe  forms  — 
through  the  "acne  decade"  (12-22). 
Three  or  four  thorough  daily 
washes  with  powerful,  antibacterial 
pHisoHex  enhance  acne  regimens. 
|Results  help  restore  self-confidence. 
pHisoHex  builds  a cumulative  bac- 
teriostatic film  of  hexachlorophene 
to  protect  acne  skin  between  wash- 
ings, helps  check  the  “infection  fac- 
tor." pHisoHex  is  especially  effec- 


tive against  Staph  — a frequent  in- 
vader of  acne  lesions. 

A much  more  surface-active  deter- 
gent than  soap,  pHisoHex  removes 
dirt,  emulsifies  oil  and  cleanses 
acne  skin  rapidly  and  thoroughly, 
including  orifices  of  the  sebaceous 
glands,  sweat  glands  and  hair  fol- 
licles. pHisoHex  is  nonalkaline,  hy- 
poallergenic and  “kind”  to  skin. 
pHisoAc®,  a keratolytic  skin-toned 
cream,  is  recommended  with 
pHisoHex  for  local  treatment  in 
acne.  pHisoAc  dries,  peels  and 
masks  lesions,  helps  prevent  come- 
dones, pustules  and  scarring.  It  con- 


tains colloidal  sulfur  6 per  cent, 
resorcinol  1.5  per  cent  and  hexa- 
chlorophene 0.3  per  cent.  Odorless, 
nongreasy  and  pleasant  to  use. 
pHisoHex  is  supplied  in  squeeze 
bottles  of  5 oz.  and  1 pint  and  in 
unbreakable  bottles  of  1 gal. 
pHisoAc  is  supplied  in  tubes  of  IVj 
oz.,  also  available  in  a combination 
package  with  a 5-oz.  squeeze  bot- 
tle of  pHisoHex. 

•Kligman,  A.  M.,  in  Ludwig,  G.  D..  and 
Elsom,  Katherine  O.  (Eds):  Am.  Pract. 
13:200,  March,  1962. 

pHisoHex  and  pHisoAc,  trademarks  reg.  U.S.  Pat.  Off. 

Winthrop  Laboratories,  New  York,  N.Y.  10016 
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JOIN  PROJECT 

WEIGHT 

WATCH. 


You  won’t  get  any  buttons.  Or  badges.  Or  decorations. 


But  you  will  get  the  satisfaction  of  making  a weighty 
problem  smaller. 

Most  people  are  eating  too  much  for  their  own  good.  And  when 
they  diet,  they’re  confused  by  fads,  special  foods,  and 
starvation  plans. 

Of  course,  what  they  need  are  new  eating  habits. 

That’s  what  prompted  preparation  of  research-tested  _ 
scientific  diets  which  are  offered  to  you  free. 

They're  a realistic  balance  of  the  4 food  groups 
— meat,  bread  and  cereals,  fruits  and 
vegetables  and  dairy  foods.  They’re  the 
kind  of  diets  you’d  write 
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What  is  the  evidence  for 
direct  peripheral  analgesic  action 
of  aspirin? 


Considerable  controversy  surrounds  attempts  to 
explain  the  mechanism  by  which  salicylates  pro- 
duce their  analgesic  effects.  For  years,  central 
action  was  assumed.  Now,  the  new  edition1  of 
Drill’s  Pharmacology  in  Medicine  points  out 
that,  although  some  investigators  still  feel  that 
salicylates  act  both  centrally  and  peripherally, 
much  of  the  newer  work  stresses  peripheral 
action.2'3  4 5 The  work  of  Lim  and  his  associates5 
sheds  new  light  on  the  mechanism  of  pain  and 
its  relief,  as  well  as  offering  strong  evidence  for 
peripheral  analgesic  action. 

Lim5  used  bradykinin*  injections  to  elicit  re- 
sponse to  visceral  pain  in  dogs  under  study.  When 
the  vaso-isolated  but  neurally  intact  spleen  of  a 
Recipient  dog  was  perfused  by  a Donor  dog,  in- 
jection of  bradykinin  into  the  splenic  artery 
of  the  Recipient  evoked  vocalization  plus  other 
reflex  and  behavioral  manifestations  of  visceral 
pain.  Sodium  aspirin  injected  intravenously  into 
the  Donor  dog  blocked  the  bradykinin-evoked 
pain,  but  not  when  given  intravenously  to  the 
Recipient  dog  where  aspirin  had  free  access  to 
the  brain.  Thus,  aspirin  relieved  pain  by  block- 
ing impulse  generation  at  the  local  site  of  pain, 
at  the  receptors. 

Additional  evidence5  of  peripheral  action  is  that 
the  electrical  activity  stimulated  in  the  splenic- 
splanchnic  nerve  by  bradykinin  is  blocked  by 
aspirin  but  not  by  intravenous  morphine. 

Identifying  the  peripheral  analgesia  of  non- 
narcotic aspirin  as  different  from  the  central 
analgesia  of  morphine  establishes  this  new  con- 
cept of  the  mechanism  of  pain:  pain  impulses 
may  be  initiated  by  both  the  paravascular  chemo- 
receptors  which  signal  pain  and  their  nerve 
axons,  and  relief  of  pain  may  depend  upon  the 
site  of  action  of  the  analgesic  rather  than  its 
so-called  strength. 

In  man,  application  of  this  concept  of  the  mech- 
anism of  pain  and  its  relief  is  under  investigation 
by  Lim  and  his  associates5.  Preliminary  evidence 
corroborates  this  concept:  sodium  acetylsali- 
cylate  acts  peripherally  to  produce  analgesia  by 
blocking  the  pain-evoking  chemoreceptors,  thus 
relieving  pain  promptly.  *Pain.provokmg  PoiyPeP.ide’ 


References  1.  Davison,  C.  and  Mandel,  G.:  Non 
antipyretics:  salicylates.  Part  3,  Chapter  20.  In 
Medicine,  3rd  ed.  McGraw-Hill,  New  York,  1965. 
C.;  and  Lim,  R.K.S.  Arch.  Int.  Pharmacodyn.  136 
3,  Guzman,  F.;  Braun,  C.;  Lim,  R.  K.  S.;  Potter,  G 
Arch.  Int.  Pharmacodyn.  149:571-581  June  1, 
The  physiology  and  pharmacology  of  pain  and  its 
56.  In  Analgetics:  Chemistry  and  Pharmacology. 
York,  1965.  5.  Lim,  R.  K.S.;  Guzman,  F.;  Rodgers, 
C.;  Dickerson,  G.D.;  and  Engle,  R.J.  Arch.  Int 
November  1,  1964. 
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Pain  response 
to  bradykinin 
before  aspirin 


at  5 minutes 

after 

aspirin 


at  20  minutes 
after  aspirin 
NO  PAIN 


Pain  response  to  intermittent  bradykinin  injections 


VOCALIZATION  EVOKED  BY  BRADYKININ 

was  abolished  by  aspirin,  acting  peripherally,  when 
4.6  mg/kg  was  injected  intra  arterially  into  the  isolated 
splenic  circulation  of  the  dog  (record  above).  When  as 
much  as  15  times  this  dose  of  Na  acetylsalicylic  acid 
was  injected  into  the  systemic  circulation,  with  access 
to  the  brain  but  not  to  the  spleen,  no  analgesia  resulted. 


When  dissolved  in  water  ready  for  ingestion,  Alka- 
Seltzer®  provides  freshly  constituted  sodium  acetylsali- 
cylate  in  an  antacid  solution.  The  formulation  and 
pharmacodynamics  of  Alka-Seltzer  are  unique.  There  is 
no  generic  equivalent.  Before  dissolution,  the  dry  tablet 
contains:  acetylsalicylic  acid,  5 gr  (0.32  gm);  sodium  bi- 
carbonate, 30  gr  (1-92  gm);  citric  acid,  16  gr  (1.024  gm); 
and  mono-calcium  phosphate,  3 gr  (0.192  gm).  Anal- 
gesic/antacid Alka-Seltzer  tablets  dissolved  in  water  be- 
come an  effervescent  solution  containing  sodium  acetyl- 
salicylate,  sodium  citrate,  calcium-sodium  phosphates 
and  sodium  bicarbonate.  One  tablet  neutralizes  30  ml 
of  0.1  N hydrochloric  acid.  Buffered  pH  is  6.8. 


Write  for  your  brochure 

Prepared  especially  for 

Alka-Seltzer 

physicians,  this  Professional 

- 

Product  Brochure  contains 

product 

latest  documentation  and 

information 

rationale  for  Alka-Seltzer 

\ 

analgesic/antacid. 

Address  requests  to 

Professional  Service  Department 

MILES  LABORATORIES,  INC.,  Elkhart,  Ind. 

REFER  TO 

PDR 
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Medical  Meetings 


Albany  Medical  College  offers  program 

The  Department  of  Postgraduate  Medicine 
of  Albany  Medical  College  of  Union  University 
is  presenting  a postgraduate  course  in  Basic 
Science  Correlations  in  Disease  States  to  be 
held  at  the  medical  college  on  successive  Thurs- 
days, January  5 through  26  from  10:15  a.m. 
to  1:00  p.m.  Subjects  for  each  session  are: 
January  5 — “Physiologic  Aspects  of  Male  In- 
fertility”; January  12 — “Vitamin  Bi2  and 
Folate  Acid  Metabolism”;  January  19 — 
“Physiology  of  Cardiac  Rhythm  Disturbances”; 
and  January  26 — “Physiologic  Consequences  of 
Gastric  Surgery.” 

Tuition  is  $10  per  session  or  $30  for  the  en- 
tire series.  For  further  information  contact: 
Department  of  Postgraduate  Medicine,  Al- 
bany Medical  College,  47  New  Scotland  Ave- 
nue, Albany,  New  York  12208. 

Internists  schedule  regional  meeting 

The  American  College  of  Physicians  will 
hold  its  scientific  regional  meeting  for  internal 
medicine  specialists  in  Downstate  New  York 
Districts  I and  II  on  January  18  and  19  at 
the  Biltmore  Hotel  in  New  York  City.  The 
meeting  will  be  for  internists  in  Manhattan, 
The  Bronx,  and  Westchester,  Rockland,  Orange, 
and  Putnam  Counties  (District  I)  and  Brook- 
lyn, Staten  Island,  Queens,  and  Long  Island 
(District  II).  Irving  S.  Wright,  M.D.,  New 
York  City,  president  of  the  College  and  clinical 
professor  of  medicine  at  Cornell  University 
Medical  College,  will  be  a special  guest. 

For  further  information  contact:  William 

J.  Grace,  M.D.,  Director  of  Medicine,  St. 
Vincent’s  Hospital,  153  West  11th  Street, 
New  York,  New  York,  or  Julius  E.  Stolfi, 
M.D.,  116-79th  Street,  Brooklyn,  New  York. 

Teaching  day  to  study  asthma 

Bronchial  asthma  is  the  subject  of  a teaching 
conference  for  practicing  physicians  which 
will  be  held  January  24  at  the  Downstate 
Medical  Center,  450  Clarkson  Avenue,  Brook- 
lyn, New  York.  Sponsoring  the  program  is 
the  Brooklyn  Tuberculosis  and  Health  As- 
sociation, Inc.  Conference  chairman  will  be 
Harold  A.  Lyons,  M.D.,  professor  of  medicine, 
Downstate  Medical  Center.  Among  the  speak- 
ers will  be  David  M.  Spain,  M.D.,  clinical 
professor  of  pathology,  Downstate  Medical 
Center;  William  B.  Sherman,  M.D.,  director, 
Institute  of  Allergy,  Roosevelt  Hospital,  New 

Material  for  inclusion  in  the  medical  meetings  section  must 
be  received  six  weeks  prior  to  publication  date. 


York  City;  and  John  C.  Mithoefer,  M.D., 
director,  cardiopulmonary  laboratory,  Mary 
Imogene  Bassett  Hospital,  Cooperstown,  New 
York. 

No  registration  fee  is  required.  For  further 
information  contact:  Brooklyn  Tuberculosis 

and  Health  Association,  Inc.,  293  Schermer- 
horn  Street,  Brooklyn,  New  York  11217.  The 
telephone  number  is  624-8531. 

Radioactive  isotopes  subject  of  course 

The  Nuclear  Medicine  Division  of  The  Long 
Island  Jewish  Hospital  is  offering  a course  in 
Medical  Uses  of  Radioactive  Isotopes  February 
7 through  June  6.  The  course  will  consist  of 
weekly  five-hour  sessions  from  1:00  to  6:00 
p.m.  and  will  include  lectures,  laboratory  exer- 
cises, and  clinical  management  of  patients. 
Topics  to  be  covered  include  diagnosis  and 
therapy  of  thyroid  disease,  isotope  dilution 
technics,  absorption  studies,  organ  scanning, 
kidney  and  liver  function,  blood  dyscrasias, 
circulation  studies,  localization  of  tumors,  thera- 
peutic uses  of  isotopes,  radiologic  physics,  and 
radiation  biology. 

Enrollment  is  limited  to  15,  and  tuition  is 
$275.  For  further  information  contact:  Di- 

vision of  Nuclear  Medicine,  Radioisotope  Course, 
The  Long  Island  Jewish  Hospital,  Queens 
Hospital  Center  Affiliation,  82-68  164th  Street, 
Jamaica,  New  York  11432. 

Miami  Beach  to  host  symposium 
on  medicolegal  problems 

The  1967  National  Medicolegal  Symposium, 
jointly  sponsored  by  the  American  Medical 
Association  and  the  American  Bar  Association, 
will  be  held  at  the  Fontainebleau  Hotel  in 
Miami  Beach  March  9 through  11.  The 
national  forum  promotes  mutual  knowledge, 
appreciation,  and  understanding  between  the 
two  professions.  It  affords  an  opportunity 
for  lawyers  and  doctors  to  discuss  matters  of 
common  interest  and  to  seek  solutions  for  inter- 
professional differences.  Subject  areas  are: 
roadblocks  in  interprofessional  communications; 
the  physician  as  a client;  legal  rights  of  the 
mentally  ill;  and  legal  therapy  for  health-care 
problems.  Among  the  topics  are  compulsory 
court  attendance,  compensation  for  the  medical 
witness,  medical  evidence  in  jury  trial,  bat- 
tered child  laws,  and  combating  health-care 
frauds. 

Registration  fee  is  $30.  Advance  registra- 

continued  on  page  13 
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The  U.  S.  Government  does  not  pay  for  this  advertisement.  It  is  presented  as  a public 
service  in  cooperation  with  the  Treasury  Department  and  The  Advertising  Council . 


“ The  Savings  Bonds  program  is  both 
prudent  and  patriotic . It  is  patriotic 
because  it  strengthens  the  economy  of 
our  country ; it  supports  our  fighting 
men  in  Vietnam , and  the  cause  of 
freedom  everywhere ; it  helps  to  preserve 
the  buying  power  of  our  dollars 


"For  all  of  these 
reasons,  I believe 
U.S.  Savings  Bonds  are  the 
most  important  investment 
any  American  can  make." 
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when  congestion  is  complicated  by  sulfa-susceptible 

bacterial  invaders  in  the 
upper  respiratory  tract... 


prescribe  economical 


TrosmfemDiniD® 


Each  tablet  contains: 

Triaminic®  25  mg. 

(phenylpropanolamine  hydrochloride  12.5  mg., 
pheniramine  maleate  6.25  mg.,  pyrilamine 
maleate  6.25  mg.) 

Trisulfapyrimidines,  U.S.P.  0.5  Gm. 

(sulfadiazine  0.167  Gm.,  sulfamerazine 
0.167  Gm.,  sulfamethazine  0.167  Gm.) 


DORSEY  LABORATORIES  • a division  of  The  Wander  Company  • LINCOLN,  NEBRASKA 

PHARMACOLOGY:  Triaminic  decongests  and  promotes  drainage  of  nasal  and  paranasal  passages,  and  prevents  any  further 
histamine-induced  damage;  the  triple  sulfonamides  inhibit  susceptible  bacterial  invaders.  INDICATIONS:  For  congestion  and 
infection  of  the  upper  respiratory  tract  caused  by  sulfa-susceptible  organisms.  DOSAGE:  Adults:  2 to  4 tablets  initially,  fol- 
lowed by  2 tablets  (concluded  on  facing  page)  every  6 hours.  Medication  should  be  continued  until  patient  has  been  afebrile 
for  3 days,  (concluded  on  facing  page) 
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Trisulfaminic  continued 
ADVANTAGES:  The  advantages  of  Trisulfa- 
minic in  upper  respiratory  infections 
are:  palatability  of  suspension;  freedom 
from  narcotics  or  alcohol;  therapeutic  re- 
liability; safety;  economy,-  ease  of  adminis- 
tration; freedom  from  potential  sensitiza- 
tion to  broad-spectrum  antibiotics  which 
may  be  reserved  for  lower  respiratory  or 
other  infections  caused  by  susceptible  or- 
ganisms. CONTRAINDICATIONS:  Contraindi- 
cated in  sulfonamide  and  antihistamine  sen- 
sitivity, impaired  renal  function,  pregnancy 
approaching  term,  and  in  premature  infants 
and  newborn  infants  during  the  first  month 
of  life.  Do  not  use  in  patients  with  glaucoma, 
prostatic  hyperthophy,  stenosing  peptic  ul- 
cer, pyloroduodenal  or  bladder  neck  obstruc- 
tion. WARNING:  Use  only  after  careful  evalu- 
ation in  patients  with  liver  or  renal  damage, 
urinary  obstruction,  or  blood  dyscrasias. 
Deaths  have  been  reported  from  hypersensi- 
tivity reactions  with  administration  of  sul- 
fonamides. In  intermittent  or  prolonged 
therapy,  blood  counts  and  liver  and  kidney 
function  tests  should  be  performed  periodi- 
cally. Sulfonamide  therapy  may  potentiate 
the  hypoglycemic  action  of  sulfonylureas. 
PRECAUTIONS:  Use  with  caution  in  patients 
with  histories  of  significant  allergy  or  asth- 
ma. Assure  an  adequate  fluid  intake.  Be- 
cause the  antihistamines  may  cause  drowsi- 
ness of  varying  degree,  warn  patients  about 
activities  requiring  alertness  such  as  driving 
a car  or  operating  dangerous  machinery.  Use 
with  caution  in  the  presence  of  hyperten- 
sion, hyperthyroidism,  cardiovascular  disease 
and  diabetes.  ADVERSE  REACTIONS:  As  in 
all  sulfonamide  therapy,  the  following  re- 
actions may  occur:  headache,  nausea,  vom- 
iting, diarrhea,  icterus,  hepatitis,  pancreati- 
tis, urticaria,  rash,  fever,  cyanosis,  hema- 
turia, crystalluria,  proteinuria,  blood  dyscra- 
sias, petechiae,  purpura,  neuropathy  and 
injection  of  the  conjunctiva  and  sclera.  If 
one  or  more  of  these  reactions  occur,  the 
drug  should  be  discontinued.  With  antihis- 
taminic  therapy  there  have  been  reports  of 
sedation  varying  from  mild  drowsiness  to 
deep  sleep,  dizziness,  lassitude,  inability  to 
concentrate,  fatigue,  incoordination,  tin- 
nitus, blurred  vision,  diplopia,  euphoria,  ner- 
vousness, insomnia,  tremors,  palpitation, 
hypotension,  headache,  chest  tightness,  uri- 
nary frequency,  dysuria,  tingling  of  the 
hands,  dryness  of  the  mouth,  throat,  and 
nose,  gastrointestinal  disturbances  such  as 
epigastric  distress,  anorexia,  nausea,  vom- 
iting, constipation  and  diarrhea  and  very 
rarely,  leukopenia  and  agranulocytosis.  Ad- 
verse reactions  reported  with  the  use  of 
sympathomimetic  amines  include  anxiety, 
tension,  restlessness,  nervousness,  tremor, 
weakness,  insomnia,  headache,  palpitation, 
tachycardia,  angina,  elevation  of  blood  pres- 
sure, sweating,  mydriasis,  anorexia,  nausea, 
vomiting,  dizziness,  constipation,  and  dys- 
uria due  to  vesicle  sphincter  spasm.  PACK- 
AGE INFORMATION:  Trisulfaminic  Tablets: 
Supplied  in  bottles  of  100  tablets.  CAUTION: 
Federal  law  prohibits  dispensing  without 
prescription. 

DORSEY  LABORATORIES 
a division  of  The  Wander  Company 
LINCOLN,  NEBRASKA 


continued  from  page  10 

tion  and  additional  information  may  be  ob- 
tained by  writing:  Law  Division,  American 

Medical  Association,  535  North  Dearborn 
Street,  Chicago,  Illinois  60610. 

New  York  University  sponsors 
symposium  on  cutaneous  disease 

A symposium  on  Immunologic  Approaches 
to  Mechanisms  of  Cutaneous  Disease  will  be 
held  at  the  New  York  University  Medical 
Center  on  March  29  through  31  by  the  De- 
partments of  Dermatology  and  Medicine  of 
New  York  University.  Rudolf  L.  Baer,  M.D., 
professor  and  chairman  of  the  Department  of 
Dermatology,  and  H.  Sherwood  Lawrence, 
M.D.,  professor  of  medicine,  will  serve  as  chair- 
men of  the  symposium. 

Presentations  will  cover  important  aspects 
of  the  formation,  structure,  and  function  of 
antibody;  the  present  status  of  delayed  hyper- 
sensitivity; autosensitization;  the  role  of 
various  immunocompetent  cell  populations; 
and  pharmacologic  mediators  of  tissue  damage. 
Immunologic  aspects  of  cutaneous  infectious 
diseases,  contact  dermatitis,  photoallergy  der- 
matitis, allergy  drug  eruptions,  urticaria,  and 
atopic  dermatitis  will  be  discussed.  During 
the  symposium,  the  Howard  Fox  Memorial 
Lecture  will  be  delivered  by  Professor  James 
Gowans  of  the  Sir  William  Dunn  School  of 
Pathology,  University  of  Oxford,  Great  Britain. 

Information  concerning  registration  may  be 
obtained  by  writing:  Office  of  the  Recorder, 
New  York  University  Post-Graduate  Medical 
School,  New  York,  New  York  10016. 


Eye  and  Ear  Infirmary  announces 
topics  for  otolaryngology  program 

The  otolaryngology  program  of  the  annual 
New  York  Eye  and  Ear  Infirmary  Clinical 
Conference  will  consist  of  papers  on  laryngeal 
trauma,  laryngeal  stenosis,  dysphonia,  the 
present  status  of  stapedectomy,  polytomogra- 
phy, and  reconstructive  surgery  in  chronic  ear 
disease.  The  conference  is  scheduled  for 
April  10  and  11  at  the  Biltmore  Hotel  in  New 
York  City.  For  further  information  contact: 
Jane  Stark,  Registrar,  The  New  York  Eye 
and  Ear  Infirmary,  218  Second  Avenue,  New 
York,  New  York  10003. 


Conference  to  survey  occupational  health 

The  1967  American  Industrial  Health  Con- 
ference will  be  held  April  10  through  13  in 
New  York  City  at  the  Americana  Hotel.  The 
conference  is  being  sponsored  by  the  Industrial 
Medical  Association  and  the  American  Associ- 
ation of  Industrial  Nurses  and  will  bring  to- 
gether approximately  2,500  persons  including 
industrial  physicians  and  nurses,  industrial 

continued  on  page  14 
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hygienists,  safety  engineers,  public  health 
officials,  military  service  medical  personnel, 
university  faculty  members,  management  rep- 
resentatives, and  others  who  have  an  interest 
in  the  health  of  the  working  population.  The 
scientific  program  will  be  augmented  by  scien- 
tific and  technical  exhibits.  Intensive  courses 
in  selected  areas  of  medical  practice  will  be 
presented. 

Further  information  may  be  obtained  by 
writing:  American  Industrial  Health  Confer- 

ence, 55  East  Washington  Street,  Chicago, 
Illinois  60602. 

Columbia  to  hold  surgery  course 

Columbia  University  announces  a course  in 
head  and  neck  surgery  to  be  given  April  24 
through  29.  Instructor  for  the  course  will  be 
John  Conley,  M.D.,  clinical  professor  of  oto- 
laryngology. Registration  is  limited  to  15. 
For  further  information  contact:  Melvin  D. 

Yahr,  M.D.,  Assistant  Dean,  Columbia  Uni- 
versity College  of  Physicians  and  Surgeons, 
630  West  168th  Street,  New  York,  New  York 
10032. 

Course  to  instruct  in 
ophthalmic  plastic  surgery 

A three-day,  intensive  course  of  instruction  in 
ophthalmic  plastic  surgery  will  be  presented  at 
the  Brooklyn  Eye  and  Ear  Hospital  April  26 
through  28.  The  course  will  be  conducted  by 
Martin  Bodian,  M.D.,  director,  ophthalmic 
plastic  service;  members  of  the  staff;  and  in- 
vited guest  speakers.  Instruction  will  con- 
sist of  lectures,  motion  pictures,  lantern  slides, 
presentation  of  patients,  and  actual  surgery 
on  illustrative  cases.  Subjects  will  include 
basic  precepts  in  plastic  surgery,  lid  repair  for 
tumors  and  trauma,  malfunctions  of  the  lids, 
congenital  anomalies,  ptosis  repair,  repair  of 
obliterated  sockets,  and  exenteration. 

Registration  is  limited  to  8 students,  and 
the  fee  is  $75.  For  registration  and  further 
details  contact:  Frederick  C.  Upton,  Ad- 


ministrator, Brooklyn  Eye  and  Ear  Hospital, 
29  Greene  Avenue,  Brooklyn,  New  York  11238. 

Course  concentrates  on  therapeutic 
contact  lenses  and  advances  in  fitting 

The  New  York  Eye  and  Ear  Infirmary  an- 
nounces the  sixth  annual  course  in  contact  lens 
fitting,  sponsored  by  The  Institute  of  Ophthal- 
mology of  the  Americas,  May  7 in  the  Gramercy 
Park  Hotel  in  New  York  City.  The  course, 
Modern  Therapeutic  Contact  Lenses  in  Ophthal- 
mology, will  encompass  the  use  of  corneal  and 
scleral  lenses  in  ocular  anomalies  as  well  as 
recent  advances  in  fitting  technic.  An  op- 
tional pi'actical  workship  will  be  offered  for  a 
limited  number  of  students  on  May  8. 

Fee  for  the  course  is  $50.  For  registration 
and  further  information  contact:  Jane  Stark, 

Registrar,  The  Institute  of  Ophthalmology 
of  the  Americas,  The  New  York  Eye  and  Ear 
Infirmary,  218  Second  Avenue,  New  York, 
New  York  10003. 

Miami  hospital  plans  seminar 

The  Mount  Sinai  Hospital  of  Greater  Miami 
has  scheduled  its  17th  annual  postgraduate 
seminar  for  May  18  through  20.  The  seminar 
will  concentrate  on  current  concepts  of  medical 
and  surgical  shock. 

There  is  no  registration  fee.  For  further 
information  contact:  Seminar  Secretary,  Mount 
Sinai  Hospital  of  Greater  Miami,  4300  Alton 
Road,  Miami  Beach,  Florida. 

Course  to  study  electroencephalography 

A continuation  course  in  Clinical  Electro- 
encephalography will  be  conducted  June  5 
through  7 in  Philadelphia.  This  is  the  second 
course  sponsored  by  the  American  Electro- 
encephalography Society  and  is  designed  for 
physicians  who  have  had  little  or  no  formal 
training  in  electroencephalography. 

For  further  information  contact:  Donald  W. 

Klass,  M.D.,  EEG  Course  Director,  Mayo 
Clinic,  Rochester,  Minnesota  55901. 
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161st 


Annual  Convention 

MEDICAL  SOCIETY 

of  the 

STATE  OF  NEW  YORK 

February  12-16,  1967 

at  the 

Americana  of  New  York 

New  York  City 


Highlights  • • • General  Sessions:  Chemotherapy  of  Cancer  from  the  Practitioner’s  View- 
point; Recent  Advances  in  the  Diagnosis  and  Treatment  of  Liver  Disorders  and  Kidney  Disorders; 
Medical  Care  of  Viet  Nam  and  other  Afro-Asian  Area  Veterans. 


• 23  Scientific  Sections  • Symposia  • Panel  Discussions  • Annual  Meeting  of  House  of  Delegates 

• President's  Reception  and  Dinner  Dance  • Scientific  and  Technical  Exhibits  • Scientific  Motion  Pictures. 


Complete  & mail  this  form  to:  Reservations  Manager,  Americana  of  New  York. 


dmericana 


OF  NEW  YORK  SEVENTH  AVENUE  at  52nd  ST.,  N.  Y„  N.  Y.  10019 


TELETYPE  212-640-4894 

Please  make  reservations  for 

persons 

NAME(S) 


Address 

City State Zip 

A.M. 

Arrive:  Date AT P.M. 

(Reservations  held  only  until  6:00  PM 
unless  later  arrival  is  indicated) 

Probable  Departure  Date 


TELEPHONE  (212)  LT1-1000 
PLEASE  CHECK  (V)  ACCOMODATIONS  DESIRED 

(All  rooms  subject  to  5%  New  York  City  Room  tex) 


SINGLE  BEDROOM 


□ $15.00 

□ $19.00 

□ $16.00 
□ $20.00 

□ $17.00 

□ $22.00 

□ $14.00 

□ $18.00 
□ $23.00 

DOUBLE-BEDDED  ROOM  FOR  TWO 

□ $16.00 

□ $18.00 

□ $19.00 

□ $22.00 

TWIN-BEDDED  ROOM  FOR  TWO 

□ $18.00 
□ $23.00 

□ $20.00 
□ $24.00 

□ $21.00 
□ $26.00 

□ $22.00 
□ $28.00 

STUDIO  ROOM  FOR  ONE 

□ $20.00  □ $22.00  □ $24.00 

STUDIO  ROOM  FOR  TWO 

□ $25.00  □ $26.00  □ $27.00  □ $28.00 

PARLOR  AND  ONE  BEDROOM 

□ $40.00  □ $44.00  □ $46.00  & UP 

PARLOR  AND  TWO  BEDROOMS 

□ $68.00  □ $74.00  □ $76.00  & UP 


THIS  FORM  SHOULD  BE  RECEIVED  BY  NOTE:  If  a room  at  the  rate  requested  is  not  available, 

HOTEL  TWO  WEEKS  PRIOR  TO  CONVENTION  reservation  will  be  made  at  the  nearest  rate  possible. 
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Medical  News 


Clinical  Center  studies  patients 
with  endocrine  gland  disorders 

The  cooperation  of  physicians  is  requested  in 
the  referral  of  patients  for  a study  being  con- 
ducted by  the  Endocrinology  Branch  of  the 
National  Cancer  Institute  at  the  Clinical  Cen- 
ter, National  Institutes  of  Health,  Bethesda, 
Maryland.  Methods  have  been  developed  for 
measuring  plasma  androgens  and  gonadotropins 
and  estrogens.  These  hormones  are  being 
studied  in  patients  with  breast  cancer,  hypo- 
gonadism, pituitary  tumors,  and  virilization. 
Patients  with  early  metastatic  breast  cancer  are 
needed  for  study  and  treatment.  Patients 
with  diseases  of  the  gonads  or  pituitary  gland 
will  be  accepted  for  diagnosis  and  initiation  of 
therapy. 

Physicians  interested  in  having  their  patients 
considered  for  admission  to  this  study  may  write 
or  telephone:  Mortimer  B.  Lipsett,  M.D.,  or 
Griff  T.  Ross,  M.D.,  Clinical  Center,  Room 
12-N-204,  National  Institutes  of  Health,  Be- 
thesda, Maryland  20014.  The  telephone  number 
is  656-4000,  extension  62021,  area  code  301. 

Arthritis  Foundation  announces 
deadline  for  Cecil  Award  entries 

Entries  for  the  eleventh  annual  Russell  L. 
Cecil  Writing  Awards  presented  each  year  by 
The  Arthritis  Foundation  for  the  outstanding 
writing  on  arthritis  in  newspapers,  magazines, 
and  the  broadcast  media  must  be  submitted  by 
January  31,  1967.  The  awards  were  inaugura- 
ted in  1956  to  honor  the  late  Russell  L.  Cecil, 
M.D.,  pioneer  rheumatologist  and  former  na- 
tional consulting  medical  director  for  the  Foun- 
dation. They  are  designed  to  encourage  the 
writing  of  accurate  and  up-to-date  articles, 
stories,  and  scripts  on  the  subject  of  arthritis. 

Three  national  awards  of  $500,  one  each  for 
newspapers,  magazines,  and  broadcasting  media, 
are  given  annually  for  the  outstanding  article, 
story,  or  script  published  or  broadcast  in  the 
United  States  during  the  year  ending  December 
31.  There  are  also  five  regional  awards  of  $100 
each.  Entries  may  be  submitted  by  the  author, 
editor,  publisher,  station  representative,  or  by  a 
chapter  of  the  Foundation. 

Material  for  inclusion  in  the  medical  news  section  must  be 
received  six  weeks  prior  to  publication  date. 


Entry  blanks  and  rules  governing  the  competi- 
tion may  be  obtained  from  The  Arthritis  Foun- 
dation, 1212  Avenue  of  the  Americas,  New 
York,  New  York  10036,  or  from  any  of  the  79 
foundation  chapters  located  in  major  cities 
throughout  the  country. 


Personalities 

Elected.  As  officers  of  the  American  College 
of  Gastroenterology  at  their  annual  meeting 
October  24  in  Philadelphia:  David  A.  Dreiling, 
M.D.,  and  Henry  Colcher,  M.D.,  both  of  New 
York  City,  two  of  the  four  vice-presidents; 
Harry  Barowsky,  M.D.,  New  York  City,  re- 
elected secretary;  William  C.  Jacobson,  M.D., 
New  York  City,  re-elected  treasurer;  and  Jerome 
A.  Marks,  M.D.,  New  York  City,  re-elected  a 
trustee.  . . As  officers  of  the  American  Cancer 
Society’s  New  York  City  Division:  Henry  T. 
Randall,  M.D.,  attending  surgeon  at  Memorial 
Hospital  for  Cancer  and  Allied  Diseases,  presi- 
dent; Saul  B.  Gusberg,  M.D.,  director  of  the  De- 
partment of  Obstetrics  and  Gynecology,  The  Mt. 
Sinai  Hospital,  president-designate;  William  C. 
F rederick,  M . D . , director  of  surgery , St.  Vincent’s 
Hospital,  Staten  Island,  George  James,  M.D., 
dean,  Mt.  Sinai  School  of  Medicine,  and  Walter 

L.  Mersheimer,  M.D.,  chairman,  Department 
of  Surgery,  New  York  Medical  College,  Flower 
and  Fifth  Avenue  Hospitals,  to  the  Board  of 
Directors;  and  John  C.  A.  Gerster,  M.D.,  one 
of  the  founders  of  the  Division,  re-elected  chair- 
man emeritus. 

Appointed.  As  members  of  a newly  formed 
State  Advisory  Committee  on  Medical  Care 
designed  to  advise  State  Health  Commissioner 
Hollis  S.  Ingraham,  M.D.,  and  the  State  of  New 
York  Department  of  Health  on  standards, 
procedures,  and  fee  schedules  under  the  State’s 
Medicaid  program:  George  Himler,  M.D., 

and  William  L.  Wheeler,  M.D.,  both  of  New 
York  City;  G.  Rehmi  Denton,  M.D.,  Albany; 
John  H.  Carter,  M.D.,  Loudonville;  David  S. 
Gerbarg,  M.D.,  Kingston,  George  G.  McCauley, 

M. D.,  Ithaca;  and  John  T.  Donovan,  Jr., 
M.D.,  Lockport.  Ex-officio  members  are  James 
M.  Blake,  M.D.,  Schenectady,  president,  and 
Henry  I.  Fineberg,  M.D.,  Jamaica,  executive 
vice-president,  of  the  Medical  Society  of  the 
State  of  New  York. 
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DOCTOR, 

Here  is  the  expanded  Abbott 
anorectic  program  designed  to 
meet  the  individual  needs  of 
your  overweight  patients. 


THE  PRODUCT 


ABBOTT 

ANORECTIC 

PROGRAM 


DESOXYN*  Gradumet®  5mg  3 

METHAMPHETAMINE  HYDROCHLORIDE  IN  LONG-RELEASE  DOSE  FORM 

10  mg.  31  15  mg  3 

DESBUTAL*  10  Gradumet 

10  mg.  METHAMPHETAMINE  HYDROCHLORIDE,  60  mg.  SODIUM  PENTOBARBITAL 

FRONT  FF  SIDE  j 

DESBUTAL  15  Gradumet 

15  mg.  METHAMPHETAMINE  HYDROCHLORIDE,  90  mg.  SODIUM  PENTOBARBITAL 

FRONT  r~ ] SIDE  j 

*Sjjp'  f 

MOOD  ELEVATION 


OESOXYN  Gradumet 

Smooth  appetite  control  plus  mood  elevation 

Typically,  the  obese  patient  is  a repeat  dieter. 
And  with  each  failure,  the  task  looks  more 
hopeless.  Therefore,  it  is  often  just  as  im- 
portant to  lift  the  mood  as  to  curb  the  appe- 
tite. Desoxyn  Gradumet  does  just  that.  It 
gently  elevates  and  sustains  the  mood.  And 
no  other  product— amphetamine  or  non-am- 
phetamine—is  more  effective  in  suppressing 
appetite. 


DESBUTAL  Gradumet 

For  patients  who  can't  take  plain  amphetamine 

Desbutal  Gradumet  contains  2 drugs,  each 
in  its  own  tablet  section,  combined  back  to 
back  to  form  a single  tablet.  One  section 
contains  Desoxyn  to  suppress  the  appetite 
and  lift  the  mood ; the  other  contains  Nem- 
butal® (pentobarbital)  to  soothe  the  patient 
and  counteract  any  excessive  stimulation. 
The  drugs  are  released  in  an  effective  dosage 
ratio  throughout  the  day. 


CONTROLLED-RELEASE 


HOW  IT  DIFFERS  FROM 
LONG-RELEASE 

The  Gradumet  is  made  up  of  thousands  of 
interconnecting  channels,  much  like  a 
sponge.  These  channels— filled  with  a drug 
—end  at  the  outer  surface  of  the  tablet.  When 
fluid  comes  in  contact  with  the  Gradumet, 
the  drug  in  the  outer  ends  of  the  channels 
dissolves.  As  the  fluid  makes  its  way  up  the 
channels,  there  is  a continuous  release  of 
medication. 


Since  the  rate  of  release  is  rigidly  determined 
by  the  size  and  number  of  channels,  the 
Gradumet  is  able  to  provide  control/ed-re- 
lease  as  well  as  long-release.  Patients  get  a 
THIS  IS  A RELEASE  measured  amount  of  medication,  moment  by 

moment,  throughout  the  day— from  a single 

YOU  CAN  COUNT  ON  ora!  dose. 


THE  PROGRAM 


ABBOTT 

ANORECTIC 

PROGRAM 


WEIGHT  CONTROL 
BOOKLET 

To  help  your  obese  patients  understand  why 
they  are  overweight— and  what  they  can  do 
about  it— Abbott  has  a booklet  called  "The 
Secret  of  Controlling  Your  Weight."  It  is 
available  to  your  patients  only  through  you. 
Here  is  a partial  list  of  the  topics  covered : 
Why  you  are  overweight 
Rewards  of  weight  reducing 
Balanced  meals 
Helpful  hints 
Hunger  between  meals 
Snacks 

Weekly  weighings 
Exercise 

Holidays,  vacations,  special  events 
Leanness  and  longevity 
Each  topic  is  covered  on  one  page  in  simple 
and  easy-to-understand  language.  At  the 
back  of  the  booklet,  there  is  a list  of  160 
foods  showing  their  caloric  content. 


the 

secret 

of 


controlling 
your  weight 


FOOD  DIARY 


The  Food  Diary  is  designed  to  help  the  over- 
weight patient  follow  your  eating  instruc- 
tions. Space  is  provided  for  breakfast,  lunch, 
supper,  and  even  snacks.  By  writing  every- 
thing down  that's  eaten  each  day,  the  patient 
is  constantly  reminded  that  she's  trying  to 
change  her  eating  habits.  And  you  are  fur- 
nished with  a written  record  of  how  well 
she's  doing. 

This  booklet  also  lists  the  caloric  content  of 
160  foods. 


See  Brief  Summary  on  next  page. 


THE  PRICE 


ABBOTT 

ANORECTIC 

PROGRAM 


ECONOMY 
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Desoxyn  Gradumet  and  Des- 
butal  Gradumet  are  so  reason- 
ably priced  that  patients  in 
many  cases  save  enough 
(compared  to  other  leading 
long-release  anoretics)  to  get 
five  weeks  of  medication  for 
the  price  of  four. 


FREE  SUPPLIES 
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There  are  four  weight  control  booklets,  each 
with  the  same  text,  but  with  a different  sam- 
ple in  the  back  of  the  booklet  to  meet  your 
individual  patient's  needs.  You  have  your 
choice  of  Desoxyn  Gradumet  in  10  mg.  or 
15  mg.  strengths  as  well  as  Desbutal  10 
Gradumet  and  Desbutal  15  Gradumet.  The 
Food  Diary  is  the  same  for  all  of  the  weight 
control  booklets. 

Your  Abbott  man  will  be  happy  to  supply 
you  with  booklets.  Just  ask  him. 

CONTRAINDICATIONS:  Methampheta- 
mine  (in  Desoxyn  and  Desbutal)  is  contraindi- 
cated in  patients  taking  a monoamine  oxidase 
inhibitor.  Do  not  use  pentobarbital  (in  Desbu- 
tal) in  persons  hypersensitive  to  barbiturates. 


PRECAUTIONS,  SIDE  EFFECTS:  Observe 
caution  in  patients  with  hypertension,  cardio- 
vascular disease,  hyperthyroidism,  old  age,  or 
those  sensitive  to  sympathomimetic  drugs. 
Prolonged  usage  may  lead  to  tolerance  or  psy- 
chic dependence.  Careful  supervision  is  neces- 
sary to  avoid  chronic  intoxication  and 
addiction. 

Amphetamine  side  effects  such  as  a headache, 
excitement,  agitation,  palpitation  or  cardiac 
arrhythmia  usually  may  be  controlled  by  re- 
ducing the  dose.  Paradoxically-induced  de- 
pression is  an  indication  to  withdraw  the  drug. 
Pentobarbital  (in  Desbutal)  may  cause  skin 
rash.  Nervousness  or  excessive  se- 
dation with  Desbutal  is  usually 
transient.  701069 


Gradumet — Long-release  dose  form.  Abbott:  U.S.  Pat.  No.  2,987,445 


■ Despite  introduction  of  synthetic  substitutes,  efficacy  of  ‘Empirin' 
Compound  with  Codeine  remains  unchallenged. 


‘Empirin’®  Compound  with  Codeine  Phosphate  gr.  V2  No.  3 

Each  tablet  contains:  Codeine  Phosphate  gr.  V2  (Warning  — May  be  habit 
forming),  Phenacetin  gr.  2V2,  Aspirin  gr.  31/2,  Caffeine  gr.  V2 . 


Keeps  the  Promise  of  Pain  Relief 

21  BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.  Y. 


at  the  site  of  infeetioi 
(where  it  counts)... 


Ilosone®  provides  more  antibacterial  activity 
than  any  other  oral  erythromycin 


Acid  stable,  better  absorbed  ...Ilosone 
produces  faster,  higher,  more  prolonged 
blood  levels,  even  in  the  presence  of  food1 3 

Because  it  is  the  most  active  form  of  oral 
erythromycin,  Ilosone  can  help  assure 
consistently  greater  antibacterial  activity 
at  the  site  of  infection.  Ilosone  produces 
peak  antibacterial  blood  levels  two  to  four 
times  those  of  other  erythromycin 
preparations.1-2  Not  only  are  these  levels 
attained  earlier,  but  they  are  maintained 
for  much  longer  periods.  Even  the 
presence  of  food  does  not  seem  to  affect 
the  activity  of  Ilosone.13 

In  the  treatment  of  patients  with  bacterial 
infections  susceptible  to  erythromycin, 
Ilosone  has  compiled  an  excellent 
therapeutic  record.  Since  it  exerts  its 
greatest  activity  against  gram-positive 
organisms,  it  is  particularly  useful  in 
common  respiratory  and  soft-tissue 
bacterial  infections.  Ilosone  kills— not 
merely  inhibits— streptococci, 
pneumococci,  and  more  strains  of 


staphylococci  than  any  other  macrolide 
antibiotic.  This  bactericidal  action, 
coupled  with  the  high  antibacterial  levels 
attained,  makes  Ilosone  especially  valuable 
in  patients  with  low  host  resistance,  such 
as  infants,  debilitated  individuals,  and 
diabetics. 


Ilosone  has  shown  no  cross-resistance  with 
penicillin  and  may  be  effective  against 
organisms  that  have  become  resistant  to 
that  agent.  Despite  its  high  antibacterial 
activity,  Ilosone  has  demonstrated  a low 
incidence  of  side  reactions.  Blood 
dyscrasias,  ototoxicity,  and  tooth  staining 
have  not  been  observed.  Infrequent 
cases  of  drug  idiosyncrasy,  manifested  by 
a cholestatic  jaundice,  have  occurred, 
but  there  have  been  no  known  definite 
residual  effects. 


Ilosone1 

Erythromycin 


700121 

3key 

Estolate 


( See  next  page  for  prescribing  information.) 


llosone®/ the  most  active  oral  form  of  erythromycin 


Description:  llosone  is  the  most  active  form  of  oral  erythromycin 
that  has  been  developed.  Because  it  is  stable  in  acid,  well  absorbed, 
and  excreted  in  lesser  amounts  in  the  bile,  it  provides  faster,  higher, 
and  longer-lasting  levels  of  antibacterial  activity  (ABA)  in  the  serum, 
even  when  taken  with  food,  than  do  comparable  doses  of  erythro- 
mycin. 

Indications:  llosone  is  indicated  in  infections  caused  by  micro- 
organisms sensitive  to  its  action  (especially  staphylococci,  hemo- 
lytic streptococci,  and  pneumococci).  The  drug  is  therefore  useful 
in  a high  proportion  of  bacterial  diseases  encountered  in  clinical 
practice  and  particularly  in  the  treatment  of  bacterial  infections 
of  the  upper  and  lower  respiratory  tract  and  soft  tissues. 

In  the  treatment  of  acute  bacterial  pharyngitis  and  tonsillitis,  this 
antibiotic  has  promptly  eradicated  the  bacteria  (streptococci)  and 
has  produced  a parallel  prompt  clinical  improvement.  There  have 
been  no  group  A beta-hemolytic  streptococci  resistant  to  this 
preparation.  In  beta-hemolytic  streptococcus  infections,  treatment 
should  be  maintained  for  ten  days  to  prevent  the  development  of 
rheumatic  fever  or  glomerulonephritis. 

Erythromycin  estolate  has  proved  to  be  very  effective  in  pneumo- 
coccus pneumonia  and  in  acute  bronchitis  with  pneumococci  on 
culture.  Bronchopneumonia  and  otitis  media  in  children  have  re- 
sponded well  to  its  use. 

The  antibiotic  has  been  used  very  successfully  in  staphylococcus 
infections.  Good  therapeutic  results  have  been  obtained  in  soft- 
tissue  infections,  abscesses,  cellulitis,  carbuncles,  wound  infec- 
tions, and  furunculosis. 

In  serious  staphylococcus  infections,  erythromycin  preparations 
should  be  used  only  in  combination  therapy  with  other  antimicrobial 
agents.  As  is  the  case  with  any  treatment  regimen  used  in  these 
severe  conditions,  surgical  procedures  should  be  performed  when 
indicated,  and  large  dosages  of  the  antimicrobial  agents  should  be 
employed.  In  this  fashion,  llosone  has  been  effective  in  staphy- 
lococcus pneumonia,  osteomyelitis,  septicemia,  empyema,  and 
! meningitis. 

Multiple  500-mg.  doses  of  the  drug  have  been  useful  in  gonor- 
rhea and  syphilis.  Since  penicillin  is  the  drug  of  choice  for  the 
treatment  of  syphilis  and  gonorrhea,  erythromycin  estolate  should 
be  employed  for  these  infections  only  in  patients  with  a history  of 
penicillin  allergy.  Also,  other  infections  due  to  susceptible  bacteria 
in  patients  known  to  be  hypersensitive  to  penicillin  or  other  anti- 
biotics may  be  considered  for  treatment  with  llosone. 
Contraindications:  llosone  is  contraindicated  in  patients  with  a 
known  history  of  sensitivity  to  this  drug  and  in  those  with  pre- 
existing liver  disease  or  dysfunction. 

Side-Effects:  Data  obtained  from  seven  years’  use  of  propionyl 
erythromycin  ester  and  erythromycin  estolate  (llosone)  indicate 
that  hepatic  dysfunction  with  or  without  clinical  jaundice  may  occur 
during  or  following  courses  of  therapy  with  the  drug. 

Changes  in  liver  function  tests  in  such  cases  have  been  indicative 
of  intrahepatic  cholestasis.  The  symptoms  appear  to  be  the  result 
of  a form  of  sensitization.  The  initial  symptoms  have  appeared  in 
some  cases  after  a few  days  of  treatment  but  generally  have  fol- 
lowed one  or  two  weeks  of  continuous  therapy  or  several  courses 
of  the  drug.  Symptoms  reappear  promptly  if  the  drug  is  readmin- 
istered to  sensitive  patients,  usually  within  forty-eight  hours.  Eosino- 
philia  was  noted  in  peripheral  blood  counts.  The  findings  readily 
subsided  without  apparent  residual  effects  when  treatment  was  dis- 
continued. Recovery  was  delayed  in  one  reported  instance.  The 
physician  indicated  in  this  case  that  either  drug-induced  jaundice 
or  viral  hepatitis  may  have  been  responsible  for  the  findings. 

In  one  clinical  study  involving  ninety-three  patients  treated  with 
the  antibiotic,  three  cases  of  jaundice  were  observed  and  an  addi- 
tional eleven  cases  developed  some  changes  in  liver  function  tests. 
Three  of  the  patients  had  abnormal  liver  function  tests  a second 
time  on  readministration  of  the  drug. 

Even  though  it  is  assumed  that  not  all  cases  of  jaundice  have 
been  reported,  it  seems  clear  that  the  number  is  small  compared 
with  the  amount  of  drug  that  has  been  used.  Reported  cases  have 
included  persons  in  whom  there  had  been  administered  other  drugs 
known  to  be  associated  at  times  with  hepatic  side-effects  and 
cases  in  which  the  presence  of  viral  hepatitis  or  other  disease  may 
have  been  responsible  for  the  findings.  In  some  of  the  cases,  asso- 
ciated gastro-intestinal  symptoms  simulated  the  colic  of  biliary 
tract  disease.  In  other  instances,  clinical  symptoms  and  results 
of  liver  function  tests  resembled  findings  in  extrahepatic  obstruc- 
tive jaundice.  It  appears  that  the  occurrence  of  jaundice  after  ad- 
ministration of  llosone  is  infrequent,  but  further  investigations  are 
being  made  to  estimate  its  incidence  more  accurately. 

In  those  cases  mentioned  above  in  which  jaundice  appeared  to  be 


definitely  related  to  use  of  the  drug,  laboratory  findings  were  char- 
acterized by  increased  direct-reacting  bilirubin,  elevated  alka- 
line phosphatase  levels,  negative  or  weakly  positive  cephalin 
flocculation  and  thymol  turbidity  tests,  elevated  serum  glutamic 
oxalacetic  transaminase  levels,  peripheral  eosinophilia.  and  normal 
cholecystograms. 

Individual  idiosyncrasy  seems  evident  since  jaundice  has  not 
been  reported  in  other  patients  taking  prolonged  courses  of  the 
medication.  Patients  with  chronic  infection  have  been  given  1 to  2 
Gm.  of  the  drug  daily  for  periods  of  two  to  six  months,  and  patients 
with  rheumatic  fever  have  taken  prophylactic  doses  of  0.5  Gm. 
daily  for  two  years  without  difficulty.  In  one  group  of  144  patients 
who  received  the  drug  daily  for  two  years,  no  jaundice  was  noted. 
It  was  of  interest  that  members  of  six  of  these  patients’  families, 
who  were  not  taking  the  drug,  had  episodes  of  jaundice  during  the 
study  period. 

Transaminase  and  serum  alkaline  phosphatase  levels  were  deter- 
mined in  a group  of  fifty-four  adults  and  children  who  took  250  mg. 
of  llosone  daily  for  an  average  of  sixteen  months  as  rheumatic 
fever  prophylaxis.  The  results  were  compared  with  those  of  a simi- 
lar group  of  forty-four  patients  who  received  penicillin.  There  were 
no  cases  of  jaundice  in  either  group.  Elevation  of  SGPT  and  serum 
alkaline  phosphatase  levels  during  the  course  of  treatment  was 
observed  in  one  patient  treated  with  llosone  and  in  two  patients 
treated  with  penicillin.  Seven  other  patients  in  the  group  receiving 
llosone  and  four  others  in  the  penicillin  group  showed  elevations 
in  one  of  the  tests  at  some  time  during  administration  of  the  drugs. 

Very  satisfactory  therapeutic  results,  without  toxicity,  were  re- 
ported in  102  pediatric  patients  who  received  short-term  (ten-day) 
courses  of  llosone  in  the  treatment  of  streptococcus  infections. 
Results  of  liver  function  tests  in  these  patients  were  comparable 
to  those  in  a similar  control  group  who  had  received  penicillin. 

Gastro-intestinal  disturbances  not  associated  with  hepatic  effects 
are  observed  in  a small  proportion  of  individuals  as  a result  of  a 
local  stimulating  effect  of  the  medication  on  the  alimentary  tract; 
however,  the  normal  intestinal  gram-negative  bacterial  flora  is  not 
appreciably  altered  by  erythromycin  drugs. 

Although  allergic  manifestations  are  uncommon  with  the  use  of 
erythromycin,  there  have  been  occasional  reports  of  urticaria,  skin 
eruptions,  and,  on  rare  occasions,  anaphylaxis. 

Administration  and  Dosage:  llosone  is  administered  orally. 

llosone  Pulvules's>;  llosone  Chewable  Tablets;  llosone  Drops; 
llosone,  125,  for  Oral  Suspension. 

For  infants  and  for  children  under  twenty-five  pounds  of  body 
weight,  the  usual  dosage  is  5 mg.  per  pound  every  six  hours;  for 
children  twenty-five  to  fifty  pounds,  125  mg.  every  six  hours.  (Tab- 
lets llosone  Chewable  should  be  chewed  or  crushed  and  swallowed 
with  water.) 

For  adults  and  for  children  over  fifty  pounds,  the  usual  dosage 
of  llosone  is  250  mg.  every  six  hours. 

For  severe  infections,  these  dosages  may  be  doubled. 

When  larger  doses  are  indicated,  parenteral  erythromycin  ther- 
apy should  be  considered. 

In  the  treatment  of  syphilis,  the  recommended  total  dosage  is 
20  to  30  Gm.  given  in  divided  doses  for  a period  of  ten  to  fifteen 
days.  Close  follow-up  of  the  patient  is  necessary  since  erythromycin 
drugs  have  not  had  adequate  evaluation  in  all  stages  of  syphilis. 
Examinations  of  spinal  fluid  are  recommended  as  part  of  the 
follow-up  therapy. 

For  gonorrhea,  500  mg.  four  times  a day  for  four  days  are 
recommended.  In  the  treatment  of  gonorrhea,  patients  with  a sus- 
pected lesion  of  syphilis  should  have  a dark-field  examination  be- 
fore receiving  antibiotics,  and  monthly  serologic  tests  should  be 
made  for  a period  of  three  months. 

How  Supplied:  Pulvules  llosone,  Capsules,  N.F.,  125  and  250  mg. 
(equivalent  to  base),  in  bottles  of  24  and  100. 

Tablets  llosone  Chewable,  N.F.,  125  mg.  (equivalent  to  base),  in 
bottles  of  50. 

llosone  Drops,  5 mg.  (equivalent  to  base)  per  drop,  in  lO-cc.-size 
packages,  with  dropper  calibrated  at  25  and  50  mg. 

llosone,  125,  for  Oral  Suspension,  N.F.,  125  mg.  (equivalent  to 
base)  per  5-cc.  teaspoonful,  in  60  and  150-cc.-size  packages. 
References:  1.  Griffith,  R.  S.,  and  Black,  H.  R.:  Am.  J.  M.  Sc.,  247: 69, 
1964.  2.  Griffith,  R.  S.,  and  Black,  H.  R.:  Antibiotics  & Chemother., 
12.398,  1962.  3.  Hirsch,  H.  A.,  Pryles,  C.  V.,  and  Finland,  M.:  Am.  J.  M. 
Sc.,  23S.198,  1960. 


Additional  information  available  to 
physicians  upon  request. 

Eli  Lilly  and  Company,  Indianapolis,  Indiana  46206. 
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Books  Reviewed 


Surgery  of  the  Biliary  Passages  and  the 
Pancreas.  By  Walter  Hess,  M.D.  Trans- 
lated from  the  German  by  Heinrich  Lamm, 
M.D.  Quarto  of  638  pages,  illustrated. 
Princeton,  N.J.,  D.  Van  Nostrand  Company, 
Inc.,  1965.  Cloth,  $25. 

Some  years  ago  the  reviewer  had  the  pleasure 
to  abstract  the  book  Surgery  of  the  Pancreas  by 
Walter  Hess.  At  that  time  the  hope  was  ex- 
pressed that  further  publications  of  the  author 
would  appear.  This  book  fulfills  those  expec- 
tations. 

It  is  a comprehensive  review  of  the  entire 
surgery  of  this  important  field.  Great  personal 
experience  radiates  from  this  writing.  Newest 
approaches  in  surgical  diagnosic  procedures, 
especially  radiomanometry,  pancreatography, 
and  manometry  of  the  portal  veins  are  carefully 
discussed. 

The  beginner  will  increase  his  knowledge  in 
anatomic,  pathologic,  and  physiologic  under- 
standing of  the  center  of  human  chemistry. 
The  experienced  surgeon  who  is  not  specialized 
in  this  field  will  be  amazed  at  how  many  new 
methods  of  examinations,  determinations,  and 
procedures  have  developed  in  recent  years.  A 
careful  scrutinizing  evaluation  of  the  book  will 
recognize  no  faults  in  overlooking  essential 
points. 

The  work  can  be  highly  recommended. — - 
Helmuth  Nathan,  M.D. 

The  Parathyroid  Glands;  Ultrastructure, 
Secretion,  and  Function.  Edited  by  Pieter 
J.  Gaillard.  Octavo  of  353  pages,  illustrated. 
Chicago,  The  University  of  Chicago  Press, 
1965.  Cloth,  $15. 

McLean,  who  writes  the  introduction,  finds 
the  results  of  this  second  world  meeting  in 
parathyroid  research  explosive  insofar  as  it 
leaves  the  remaining  confusion  in  the  knowledge 
of  the  parathyroid  gland  in  an  organized  state. 
The  sensational  newer  technics  herald  a major 
breakthrough:  The  histochemistry  of  electron- 
microscopy;  studies  of  energy  utilization  of  the 
mitochondria;  the  role  of  the  osteocyte;  the 
chemistry  of  the  parathyroid  hormone  and  its 
synthesis;  calcium  hemostasis  in  vitro  and  in 
vivo  at  cellular  and  subcellular  levels,  its  com- 
petition with  sodium;  blood-bone  equilibrium, 
and  the  activities  of  various  enzymes. 

The  answers  to  these  problems  stimulated 
others  that  currently  are  receiving  attention; 
vitamin  D lack  as  the  cause  of  hyperpara  thyroid 
activity;  calcitonin,  even  though  its  origin  has 
not  yet  been  established,  offers  hope  for  the 


treatment  of  parathyroid  hyperplasia.  This 
technically  involved  book  has  much  to  add  to 
in  the  quest  for  parathyroid  knowledge  for  all 
fields  of  medicine.  The  summarized  discussions 
at  the  end  of  each  chapter  and  an  excellent 
bibliography  add  much  to  its  flavor. — Bernard 
Seligman,  M.D. 

Ciba  Foundation  Symposium  on  Caries- 
Resistant  Teeth.  Edited  by  G.  E.  W. 
Wolstenholme,  O.B.E.,  and  Maeve  O’Connor, 
B.A.  With  43  illustrations.  Octavo  of  338 
pages.  Boston,  Little,  Brown  and  Company, 
1965.  Cloth,  $12.50. 

This  book  has  clear,  easy  to  read  type  with  16 
excellent  photographs  of  the  ultrastructure  of 
carious  enamel  and  is  unique  in  its  coverage  of 
research  in  the  field  of  dental  caries. 

It  is  actually  a report  of  a symposium  on 
caries-resistant  teeth  under  the  sponsorship  of 
the  CIBA  Foundation.  The  participants  are 
25  distinguished  research  scientists  in  the  field 
of  dental  caries,  coming  from  many  countries  of 
Europe,  North  America,  and  Australia.  The 
discussions  ranged  from  the  epidemiologic 
studies  which  are  now  going  on  to  heredity, 
anatomy  of  the  tooth  (both  gross  and  ultra- 
structural)  , work  done  on  experimental  animals, 
the  chemistry  of  the  tooth  structure,  elements  of 
the  saliva,  nutrition  of  the  teeth,  and  bacteri- 
ology of  dental  caries. 

This  book  is  of  particular  value  because  it 
brings  together  under  one  cover  the  results  of, 
possibly,  all  the  major  efforts  which  have  been 
made  in  dental  caries  research  as  well  as  those 
now  going  on.  It  would  be  of  particular  value 
to  dental  students,  others  already  engaged  in 
dental  research,  and  of  general  interest  to 
practicing  dentists  and  physicians.  A distil- 
lation of  the  thinking  of  those  engaged  in  the 
symposium  reveals  that  although  it  hasn’t  been 
clearly  established  that  such  a thing  as  the 
caries-resistant  tooth  actually  exists,  caries 
resistance  in  teeth  is  on  the  increase.  Several 
factors  intimately  related  to  the  concept  of  the 
caries-resistant  tooth  are  presented  as  having 
the  ability  to  reduce  the  rate  of  enamel  dis- 
solution. 

The  editor  concludes  with  the  statement,  “I 
am  confident  that  this  conference  will  stimulate 
further  imaginative  ideas  and  the  application  of 
new  sophisticated  tools  to  the  study  of  dental 
caries  as  well  as  to  other  destructive  mechanisms 
affecting  dental  as  well  as  other  types  of 
mineralized  tissues.” — Thomas  E.  Rochford, 
D.D.S. 
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Cyclophosphamide.  Edited  by  G.  Hamilton 
Fairley,  D.M.,  and  J.  M.  Simister,  M.B. 
Octavo  of  200  pages,  illustrated.  Baltimore, 
The  Williams  and  Wilkins  Company,  1965. 
Cloth,  $9.75. 

This  book  is  based  on  a one-day  symposium 
at  the  Royal  College  of  Surgeons  of  England  on 
October  4,  1963.  It  is  of  interest  to  those  in  the 
field  of  cancer  therapy.  By  this  time  Cytoxan 
had  been  in  clinical  use  in  Britain  for  four  years. 
Physicians  from  England,  Scotland,  and  Ire- 
land discussed  their  problems  of  dosage,  ad- 
ministration and  side  effects  in  relation  to  thera- 
peutic success  or  failure.  Its  immunosuppres- 
sive response  as  well  as  its  actions  against  other 
diseases  was  studied. — Bernard  Seligman, 
M.D. 


An  Atlas  of  Fine  Structure.  The  Cell;  Its 
Organelles  and  Inclusions.  By  Don  W.  Faw- 
cett, M.D.  Quarto  of  448  pages,  illustrated. 
Philadelphia,  W.  B.  Saunders  Company,  1966. 
Cloth,  $11. 

This  book,  as  stated  in  the  preface,  is  to  be  a 
laboratory  manual  for  students  in  cell  biology, 
histology,  and  cytology,  and,  perhaps,  a primer 
for  biological  electron  microscopists.  It  will 
satisfy  those  mentioned  and  also  should  be  of 
interest  to  anatomists,  biochemists,  and  cell 
physiologists  whose  work  relates  to  cell  organelles 
from  other  directions  and  who  require  a concise 
view  of  all  organelles  and  inclusions. 

The  book  provides  a different  approach  to  the 
study  of  organelles  and  inclusions.  Other  re- 
cent introductory  atlases  of  electron  microscopy 
are  arranged  as  most  standard  histology  texts, 
treating  cells  of  given  tissues  and  organs  as  a 
unit.  This  atlas  presents  a typical  form  of  a cell 
organelle  or  inclusion,  then  follows  the  typical 
with  several  views  of  unusual  or  different  forms 
of  the  same  structure,  crossing  lines  of  tissue  or 
species  to  present  significant  variations.  This 
approach  is  desirable  because  it  provides  maxi- 
mum depth  of  information  about  a structure  in 
the  shortest  possible  time. 

The  micrographs  in  the  volume  are  of  excel- 
lent quality  and  arranged  so  that  important 
structures  receive  adequate  treatment.  Only  a 
very  few  micrographs  are  inadequate.  Better 
micrographs  of  nuclear  pore  diaphragms  exist, 
and  certainly  could  have  been  obtained.  One 
of  the  more  important  findings  in  recent  years, 
the  “zonula  occludens”  of  intestinal  epithelia 
(Figs.  193  and  194)  is  illustrated  with  figures 
that  do  not  indicate  the  reason  for  the  name,  and 
one  must  go  back  to  the  original  article  for  the 
figures  which  demonstrate  the  membrane  fusion. 
In  this  regard,  the  book  also  has  value  in  pre- 
senting a carefully  selected  bibliography  for  each 
organelle  studied. — George  B.  Talbert,  M.D. 

Clinical  Endocrine  Cytology.  By  Jacoba 
C.  de  Neef,  M.D.  Octavo  of  321  pages,  illus- 
trated. New  York,  Hoeber  Medical  Division, 
Harper  & Row,  1965.  Cloth,  $12.50. 


This  is  the  first  book  in  English  devoted  to 
this  subject.  The  author  is  a practicing  ob- 
stetrician-gynecologist who  has  made  an  ex- 
tensive study  of  vaginal  cytology  under  all 
endocrine  conditions  acquiring,  thus,  an  ex- 
tensive clinical  and  teaching  experience  in  that 
field.  The  author  utilized  185  full-color  il- 
lustrations so  that  the  reader  would  better  com- 
prehend the  vaginal  cytology  and  its  changes. 
Throughout,  stress  is  laid  upon  the  method  of 
taking  the  smears,  the  various  staining  methods, 
and  the  interpretation  of  those  smears. 

The  book  is  divided  into  four  parts.  The 
first  is  devoted  to  general  principles;  the  his- 
toric background  of  the  use  of  vaginal  smears, 
the  making  of  them,  their  interpretation,  and 
the  limitations  of  the  method.  The  second  and 
clinical  part  covers  the  cytology  of  the  meno- 
pause, normal  and  abnormal  menstrual  cycles, 
fertility  problems,  hormone-producing  tumors, 
and  hormone  therapy.  The  third  deals  ex- 
clusively with  pregnancy  and  discusses  cytologic 
diagnosis  of  pregnancy,  the  cytologic  findings 
when  there  is  a dead  fetus,  the  imminence  of 
premature  labor,  and  the  recognition  of  criminal 
abortion.  It  concerns  itself,  also,  with  ectopic 
and  hydatidiform  mole  pregnancies.  The  fourth 
part  is  devoted  to  sex  chromatin. 

The  book  is  instructively  well  written  and  well 
illustrated  with  charts,  graphs,  and  pathology 
photomicrographs  in  black  and  white  and  full 
color  and  ends  with  a list  of  425  references. 

The  work  is  recommended  as  a valuable  addi- 
tion and  asset  to  the  library  of  obstetricians- 
gynecologists,  residents  in  obstetrics  and  gyne- 
cology, and  pathologists. — Jacob  Halperin, 
M.D. 

A History  of  Medicine.  By  Brian  Inglis. 
Octavo  of  196  pages,  illustrated.  Cleveland, 
The  World  Publishing  Company,  1965.  Cloth, 
$10. 

The  stepstones  of  medical  history  are  well 
told  by  Inglis,  a well-informed  Irish  lay  critic 
of  medicine.  In  a concise  fashion  in  this  very 
favorable  book,  one  of  the  better  stories,  a 
stimulating  chronicle  dates  back  to  the  primi- 
tive past.  His  tale  starts  with  a little  too  much 
emphasis  on  mystic  forces  and  ends  in  a similar 
vein.  He  does  give  credit  to  the  diagnostic 
and  therapeutic  skill  of  medicine  as  well  as 
psychiatry.  As  he  must,  he  mentions  our 
iatrogenic  errors  and  criticises  our  lack  of  ex- 
planation of  what  is  not  seen  or  not  completely 
understood,  viz.  placebo,  effect,  hypnotism, 
extrasensory  perception,  magnetism,  acupunc- 
ture, manipulation  or  divination.  We  must 
listen  to  the  powerful  statement  such  as  Dubos 
(page  165)  pointed  out  that  a decrease  in  mor- 
tality “began  almost  a century  ago  and  has  con- 
tinued ever  since  at  a fairly  constant  rate  ir- 
respective of  the  use  of  any  specific  therapy. 
The  effect  of  antibacterial  drugs  is  but  a ripple 
on  the  wave  which  has  been  wearing  down  the 
mortality  caused  by  infection  in  our  communi- 
ties.” He  points  out  (page  9)  the  inevitable 
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His  physician  is  going  to  prescribe  an  oral 
j penicillin  — Pen  • Vee®  K (potassium  phen- 
I oxymethyl  penicillin).  It's  usually  so  rapidly 
( and  completely  absorbed  that  therapeutic 
I serum  levels  are  produced  in  15  to  30  minutes. 
I Higher  serum  levels  generally  last  longer 
than  with  oral  penicillin  G. 

I Indications:  Infections  due  to  pathogens  susceptible  to  oral 
■ penicillin  G.  Prophylaxis  of  rheumatic  fever  in  patients  with 
H previous  history  of  the  disease. 

||  Precautions:  Skin  rash,  symptoms  resembling  those  of  serum 
I sickness,  or  other  manifestations  of  penicillin-allergy  may  occur. 
I Measures  for  treating  anaphylaxis  should  be  readily  available: 


epinephrine,  oxygen  and  pressor  drugs  for  relief  of  immediate 
allergic  reactions;  antihistamines  and  corticosteroids  for  delayed 
effects.  Penicillin  may  delay  or  prevent  the  appearance  of 
primary  syphilitic  lesions.  Patients  with  gonorrhea  who  are 
suspected  of  concurrent  syphilitic  infections  should  be  tested 
serologically  for  at  least  3 months.  Where  lesions  of  primary 
syphilis  are  suspected,  dark-field  examination  should  precede 
use  of  penicillin.  As  with  other  antibiotics  overgrowth  of  non- 
susceptible  organisms  may  occur;  if  so,  discontinue  and  take 
appropriate  measures.  Treat  fj-hemolytic  streptococcal  infec- 
tions with  full  therapeutic  dosage  for  at  least  10  days  to  prevent 
development  of  rheumatic  fever  or  glomerulonephritis. 
Contraindications:  Infections  caused  by  nonsusceptible  or- 
ganisms; history  of  penicillin  sensitivity. 

Composition:  Tablets— 125  mg.  (200,000  units)  and  250  mg., 
(400,000  units);  Liquid— 125  mg.  (200,000  units)  and  250  mg. 
(400,000  units)  per  5 cc.  Wyeth  Laboratories  Philadelphia,  Pa. 


0RAL  Pen  - Vee  l( 

(potassium  phenoxymethyl  penicillin) 
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tendency  of  any  group  of  men  practicing  medi- 
cine as  a closed  corporation  to  develop  a closed 
corporative  mind.  His  book  reminds  us  of  the 
powerful  pressures  of  prestige  and  pocket  that 
prevent  progress.  We  still  have  knowledge  of 
a good  deal  of  the  old  even  though  we  have 
lost  the  art  of  an  Egyptian  embalming.  Nu- 
merous photographs  are  wonderful  stories  in 
picture  form.  It  is  a book  to  enjoy  at  leisure. — 
Bernard  Seligman,  M.D. 

Strabismus:  A Programmed  Text.  By 

Robert  D.  Reinecke,  M.D.,  and  David  Miller, 
M.D.  Octavo  of  315  pages,  illustrated.  New 
York,  Appleton-Century-Crofts,  1966.  Paper, 
$14.50. 

This  quiz  book  on  strabismus  is  intended  more 
for  the  postgraduate  student  to  “take  stock  of 
one’s  own  knowledge”  and  is  based  on  the 
teaching  course  at  Harvard.  The  reader  is 
presented  with  questions  on  one  page  and  then 
is  referred  to  the  following  page  for  answers. 
Because  it  is  dogmatic,  one  cannot  dispute 
teachings  which  may  be  controversial  and  which 
otherwise  might  confuse  the  student.  Except 
for  a few  line  drawings  this  manual  is  devoid  of 
illustrations.  As  a supplement  to  a teaching 
course  it  should  prove  an  excellent  guide. — 
Emanuel  Krimsky,  M.D. 

Management  of  the  Patient  with  Cancer. 

Edited  by  Thomas  F.  Nealon,  Jr.,  M.D. 
Quarto  of  1,067  pages,  illustrated.  Philadel- 
phia, W.  B.  Saunders  Company,  1965.  Cloth, 
$27.50. 

This  massive  volume  is  edited  by  a professor 
of  surgery  who  culled  the  efforts  of  prominent 
expressive  oncologists.  More  than  70  indi- 
viduals in  the  field  of  cancer  have  contributed 
to  this  comprehensive  book  with  its  40  chapters 
written  for  surgical,  radiologic,  and  pharma- 
cologic information  in  the  treatment  of  neo- 
plasm. Since  nonspecialists  are  offered  this 
volume  as  authoritative,  more  foolproof  meas- 
ures have  to  be  offered.  In  reference  to  radical 
surgery  all  too  frequently  death  occurs  rather 
abruptly  when  a surgeon  goes  beyond  his  capa- 
bilities of  a simple  mastectomy  in  an  individual 
with  a “five  year  cure.”  The  “skilled  oncolo- 
gist” must  pay  more  attention  to  antigen- 
antibody  relationship  especially  when  metas- 
tases  are  already  present. 

In  the  most  common  cancer  of  the  breast 
with  its  lack  of  definitive  cure  as  evidenced  by 
the  plateau  of  a constant  mortality  rate  for 
over  thirty  years,  the  therapist  needs  humility 
in  evaluating  results.  As  Ian  McDonald  says 
(page  437),  “nothing  has  been  done  on  the  at- 
tack of  mammary  cancer  since  1930  in  etiologic 
diagnosis  and  treatment,”  yet  (page  437), 
“for  nearly  twenty  years  a crash  program  of  near- 
frenetic proportions  has  been  directed  toward 
‘early’  diagnosis  of  breast  cancer  although  there 
is  sound  evidence  that  the  spectrum  of  neo- 


plasia which  is  mammary  cancer  is  little 
affected  by  any  measures  of  ‘earliness’  that  are 
available.”  The  survival  rate  curves  of  cancer 
of  the  lung  (on  page  483)  would  have  more  value 
if  the  sources  of  the  data  were  given. 

Yet  for  all  this,  this  is  as  good  as  any 
reference  available  in  the  conformist  literature 
on  cancer.  Most  people  would  want  this  book 
in  their  library  for  reference. — Bernard  Selig- 
man, M.D. 

An  Introduction  to  Geriatrics.  By  Bernard 
Isaacs,  M.D.  Octavo  of  212  pages,  illustrated. 
Baltimore,  The  Williams  & Wilkins  Company, 
1965.  Cloth,  $8.50. 

The  author  is  a consulting  geriatrician,  The 
Royal  Infirmary,  Glasgow.  He  has  given  the 
introductory  lecture  in  geriatrics  under  the 
auspices  of  the  postgraduate  medical  board  at 
Foresthall  Hospital,  Glasgow,  for  years  and 
therefore  is  eminently  qualified  to  speak  on  this 
subject.  He  states  that  this  volume  incor- 
porates in  essence  the  lecture  material  as  he  has 
given  it  and  thus  is  easily  read  and  easily  com- 
prehended. 

The  book  reads  as  if  the  author  were  giving 
the  lecture  now  and  contains  many  practical 
pointers  in  the  care  of  geriatric  patients.  It 
discusses  definitions,  the  process  of  aging,  his- 
tory and  physical  findings,  principles  in  diagnosis 
and  treatment,  some  of  the  rehabilitation  tech- 
nics, and  the  clinical  aspects  of  hemiplegia, 
mental  and  psychiatric  disorders,  incontinence, 
pressure  sores,  and  last  points  out  some  of  the 
community  services  and  resources  available. 

The  need  for  expanded  knowledge  in  the  care 
of  the  geriatric  patient  is  essential.  The  ma- 
terial covered  in  the  book  is  germane  to  the 
title,  “An  Introduction  to  Geriatrics,”  but  it 
does  not  add  to  the  general  knowledge  on  geri- 
atrics, nor  does  it  offer  a new  or  different  ap- 
proach. The  basic  concepts  of  treating  what 
is  treatable,  alleviating  symptoms,  and  restor- 
ing function  are  stressed  and  are  commend- 
able. The  chapters  on  hemiplegia,  rehabilita- 
tion, incontinence,  and  the  emotional  aspects 
of  aging  merit  mention.  The  book  neglects 
to  cover  adequately  many  conditions  encoun- 
tered in  a geriatric  patient  living  in  the  com- 
munity, nor  does  the  author  discuss  adequately 
the  many  medicinal  aspects  of  geriatric  care. 

It  is  assumed  that  this  book  was  addressed 
primarily  to  those  not  too  familiar  with  the 
care  of  geriatric  patients  and  as  such  adequately 
gives  the  reader  a bird’s  eye  view  on  the  sub- 
ject. Those  physicians  caring  for  the  geriatric 
patient  may  enjoy  the  book  but  may  not  quench 
then'  thirst  from  this  fountain  of  knowledge. — 
Eugene  J.  Rogers,  M.D. 

A Catalogue  of  Eye  Signs  in  Systemic 
Disorders.  By  Maurice  D.  Pearlman,  M.D. 
Octavo  of  195  pages.  Springfield,  111.,  Charles 
C Thomas,  1965.  Cloth,  $7.75. 

Though  this  book  is  titled  “A  Catalogue  of 
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AQUATAG  (Benzthiazide)  is  a potent,  orally 
active,  nonmercurial,  diuretic  agent.  It  is  effective 
orally  in  producing  diuresis  in  edema  states, 
where  it  is  therapeutically  comparable  to  mercu- 
rials given  parenterally.  AQUATAG  (Benzthia- 
zide) is  mildly  antihypertensive  in  its  own  right 
and  enhances  the  action  of  other  antihyperten- 
sive drugs  when  used  in  combination. 

DIURETIC  ACTION:  Clinically,  the  oral  administration  of  AQUATAG  (benzthiazide)  re 
suits  in  diuretic  activity  within  two  hours  with  maximal  natriuretic,  chloruretic  and  diuretic 
effects  occurring  during  the  fourth,  fifth  and  sixth  hours  Maintenance  of  response  con- 
tinues for  approximately  12  to  18  hours.  Acidosis  is  an  unlikely  complication  since  thera- 
peutic doses  of  AQUATAG  (benzthiazide)  do  not  appreciably  increase  bicarbonate 
excretion.  Edematous  patients  receiving  50  mg  of  AQUATAG  (benzthiazide)  daily  for 
five  days  developed  a maximal  increase  in  the  rate  of  sodium  excretion  on  the  first  day, 
and  maintained  this  high  rate  until  depletion  of  excessive  body  stores  of  sodium 
In  congestive  heart-failure  patients,  AQUATAG  (benzthiazide)  produced  the  same 
weight  loss,  during  a 48  hour  treatment  period  as  did  a maximally  effective  dose  of 
hydrochlorothiazide 

DOSAGE:  Diuresis,  initially  50  to  200  mg  , maintenance  25  to  150  mg  , daily  Hyper 
tension  50  to  100  mg  initially,  adjusted  to  50  mg  1 1 d or  downward  to  minimal  effective 
dosage  level. 

WARNINGS:  Use  with  caution  in  the  presence  of  renal  disease  as  azotemia  may  be 
precipitated  or  increased  In  patients  with  advanced  hepatic  disease,  electrolyte  imbal- 
ance may  result  in  hepatic  coma  Dosage  of  coadministered  antihypertensive  agents 
should  be  reduced  by  at  least  50%  In  cases  of  suspected  electrolyte  imbalance,  serum 
electrolyte  determinations  should  be  performed  and  imbalance,  if  any,  corrected  Stenosis 
or  ulcer  of  small  intestine  have  been  reported  with  coated  potassium  formulas,  and 
surgery  has  been  required  and  deaths  have  occurred  Based  on  surveys  of  both  United 
States  and  foreign  physicians,  incidence  of  these  lesions  is  low  and  a causal  relationship 
in  man  has  not  been  definitely  established  Until  further  experience  has  been  obtained, 
the  use  of  the  drug  iq  pregnant  patients  should  be  weighed  against  possible  hazards 
to  the  fetus 


CONTRAINDICATIONS  AQUATAG  (benzthiazide)  is  contraindicated  in  progressive 
renal  disease  or  dysfunction  including  increasing  oliguria  and  azotemia  Continued 
administration  of  this  drug  is  contraindicated  in  patients  who  show  no  response  to  its 
diuretic  or  antihypertensive  propei ties.  Severe  hepatic  disease  is  a relative  contra- 
indication. (See  "Warnings"  above  ) 

PRECAUTIONS  AND  SIDE  EFFECTS:  Electrolyte  imbalance  with  hypokalemia  (digitalis 
toxicity  may  be  precipitated),  hypochloremic  alkalosis  and  hyponatremia  may  occur. 
Patients  with  cirrhosis  should  be  observed  for  impending  hepatic  coma  and  hypokalemia 
Other  reactions  may  include  blood  dyscrasias.  hyperuricemia  and  gout,  nausea,  jaundice, 
anorexia,  vomiting,  diarrhea,  dizziness,  paresthesia,  photosensitivity  and  headache 
Hepatic  fetor,  tremor  confusion  and  drowsiness  are 
signs  of  impending  pre  coma  and  coma  in  patients 
with  cirrhosis  Insulin  requirements  may  be  altered 
in  diabetes  AQUATAG  i benzthiazide)  should  be 
used  with  caution  post-operatively  as  hypokalemia 
is  not  uncommon  Potassium  supplementation  may  be 
advisable  pre  and  post  operatively  There  have  been 
occasional  reports  of  thrombocytopenia,  leukopenia, 
agranulocytosis,  aplastic  anemia  and  precipitation  of 
acute  pancreatitis  or  jaundice 
Before  prescribing  or  administering,  read  the  pack- 
age insert  or  file  card  available  on  request 
Available  as  25  or  50  mg.  scored  tablets 
Request  clinical  samples  and  literature  on  your 
letterhead. 
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Eye  Signs  in  Systemic  Disorders”  one  fails  to 
find  such  a classification.  Instead,  one  is  con- 
fronted with  brief  mention  of  more  than  500 
systemic  disorders  most  of  which  are  foreign 
to  the  practitioner.  In  the  words  of  the  author 
they  are  “deliberately  non-narrative  in  style  . . . 
and  providing  synoptic  descriptions  . . . and 
the  source  material  . . . abstracted  from  current 
literature.”  One  is  faced  with  such  terms  as 
cysticercosis  or  epizootic  hepatitis  and  yet  such 
a well-known  entity  as  Wilson’s  disease  does  not 
appear  to  be  mentioned.  An  index  is  missing. 

It  would  seem  that  the  author  compiled  his 
data  on  index  cards  and  thought  they  should  be 
compiled  into  a book.  This  book  could  have 
proved  valuable,  if  it  were  a catalogue  of  eye 
signs  and  arranged  possibly  in  a thesaurus 
manner. — Emanuel  Krimsky,  M.D. 

Cell  K.  By  Roderick  P.  Kernan,  D.Sc. 
Duodecimo  of  152  pages,  illustrated.  Washing- 
ton, Butterworths,  1965.  Cloth,  $5.75. 

This  primer  is  part  of  a molecular  biology 
and  medicine  series.  It  summarizes  today’s 
important  basic  facts  in  the  understanding  of 
the  action  of  this  important  cation  in  relation  to 
other  mineral  and  organic  cations  as  well  as 
enzymes.  It  outlines  the  K+  actions  in  the 
role  of  cellular  and  subcellular  environment. 
The  book  is  broad  in  its  scientific  scope  starting 
from  assimilation  of  K+  all  the  way  through  its 
role  in  everyday  medical  practice. 

Roderick  P.  Kernan  is  a Fellow  of  the  Medical 
Research  Council  of  Ireland.  In  the  course  of 
the  synopses  the  role  of  K+  in  the  synthesis  of 
protein,  RNA,  and  acetylcholine  are  shown. 
The  active  transport  of  sodium  so  closely  as- 
sociated with  K+  movement  in  the  cell  is  dealt 
with  in  some  detail. 

While  the  treatment  of  certain  practical 
topics  may  seem  elementary,  possibly  even 
naive,  perhaps  he  will  be  excused  on  the  grounds 
that  in  a limited  space  he  has  tried  to  satisfy  a 
very  general  readership.  He  discusses  in  more 
detail  the  brilliant  exposition  of  the  ionic 
processes  in  excitation  and  inhibition  by  Pro- 
fessors Hodgkin,  Huxley,  and  Eccles  that  won 
the  Nobel  Prize  in  Medicine.  The  selected 
illustrations  from  the  papers  of  other  scientists 
are  well  chosen. — Bernard  Seligman,  M.D. 

Surgical  Approaches  to  the  Neck,  Cervical 
Spine  and  Upper  Extremity.  By  Emanuel 
B.  Kaplan,  M.D.  Quarto  of  246  pages,  il- 
lustrated. Philadelphia,  W.  B.  Saunders  Com- 
pany, 1966.  Cloth,  $11.50. 

There  have  been  several  excellent  texts  on  the 
anatomy  of  surgical  approaches.  These  are 
well  illustrated  and  have  been  well  received. 
This  author  has  gone  several  steps  further.  He 
brings  anatomy  into  its  deserved  position  but  in 
addition  he  shows  the  changes  in  relationship 
with  changes  in  position  of  the  moving  parts. 
Wherever  possible  the  direct  approach  to  the 


part  is  described.  The  surgeon  is  oriented  to  the 
area  and  adequate  leeway  is  permitted  for  ex- 
tension of  incisions.  Constant  consideration  is 
given  to  the  postoperative  function. 

The  author  gives  us  a practical  book  for  every- 
day use  on  various  branches  of  anatomy  and 
clinical  observations.  He  does  not  intrude 
into  the  field  of  clinical  technic. 

The  book  is  well  printed.  The  illustrations, 
drawn  from  original  anatomical  and  surgical 
dissections  made  by  the  author,  are  excellent 
and  depict  the  written  text. 

This  book  is  of  the  same  high  caliber  as  the 
author’s  previous  volume  on  the  “Functional 
and  Surgical  Anatomy  of  the  Hand.” 

I recommend  this  book  very  highly. — Alan  A. 
Kane,  M.D. 

Diagnostic  Pathology  in  Gynecology  and 
Obstetrics.  By  Peter  M.  Marcuse,  M.D. 
Quarto  of  528  pages,  illustrated.  New  York, 
Hoeber  Medical  Division,  Harper  & Row, 
Publishers,  1966.  Cloth,  $28.50. 

This  is  an  excellently  written  and  beautifully 
organized  book  by  a thoroughly  qualified  pa- 
thologist. It  is  a worthwhile  addition  to  the 
library  of  the  clinician  rather  than  to  the 
pathologist.  The  work  suffers,  as  any  volume 
must  suffer  in  today’s  world  of  technicolor, 
with  all  the  478  illustrations  in  black  and  white. 
To  the  trained  eye  of  one  who  has  frequently 
looked  through  the  microscope  this  is  no  draw- 
back. To  the  clinician  who  only  infrequently 
examines  actual  slides,  the  nuances  of  meaning 
provided  by  different  staining  technics  are  lost. 

The  approach  to  gynecology  and  obstetrics 
through  diagnostic  pathologic  methods  also 
takes  a little  exercise  in  orientation,  for  example, 
when  the  author  states,  “There  are  no  special 
diagnostic  aids  in.  . .”  and  mentions  some 
clinical  entity.  With  this  the  discussion  ends. 

The  last  part  of  the  book,  Application  of 
Laboratory  Methods,  is  again  good  and  bad. 
Considerable  time  is  spent  on  hematology  and 
immunohematology.  These  do  not  specifically 
relate  to  obstetrics  and  gynecology.  The 
same  applies  to  procedures  relating  to  en- 
docrine function  and  procedures  relating  to 
renal  and  metabolic  function. 

There  is  a voluminous  bibliography  for  those 
whose  interests  lie  more  directly  in  any  given 
phase  of  the  work. 

Perhaps  the  reviewer  has  difficulty  in  looking 
at  obstetrics  and  gynecology  through  the 
laboratory  instead  of  through  the  clinical  ward 
and,  therefore,  finds  this  work  not  entirely  to 
his  liking.  However,  the  plusses  far  outweigh 
the  minuses  and  the  book  is  well  recommended. 
—Sanford  Kaminester,  M.D. 

Hypnosis  Throughout  the  World.  Edited 
by  F.  L.  Marcuse,  Ph.D.  Octavo  of  312  pages, 
Springfield,  111.,  Charles  C Thomas,  1964. 
Cloth,  $11. 

Dr.  Marcuse,  author  of  a well-known  text 
on  hypnosis  and  professor  of  psychology  at 
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Air  Transport  Industry 

Our  Annual  Review  of  the  Air  Transport  Industry  discusses  the  post- 
war progress  of  the  trunk  airlines  and  their  current  position.  Em- 
phasis is  placed  on  our  analysis  of  the  industry’s  growth  potential  in 
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Washington  State  University,  has  assembled 
contributions  by  outstanding  practitioners  rep- 
resenting the  work  of  17  countries  in  this 
field. 

The  form  of  each  contribution  is  system- 
atized to  cover  historical  aspects,  recent  develop- 
ment, legal  considerations,  scientific  societies 
and  attitudes,  clerical  and  public  acceptance, 
medical  applications,  and  research.  Many  of 
the  authors  have  wisely  included  brief  case 
reports  to  illustrate  the  scope  of  their  own  ac- 
tivities. 

An  interesting  difference  in  emphasis  is  seen 
in  the  two  “Iron  Curtain”  contributions. 
Dr.  F.  L.  Voelgyesi,  of  Hungary,  and  Dr.  M. 
S.  Lebedinskii,  of  the  U.S.S.R.,  lean  heavily  on 
Pavlovian  concepts  and  theory  in  their  in- 
terpretation of  hypnotic  phenomena  and  the 
proper  management  of  psychiatric  problems. 
Dr.  Voelgyesi’s  enthusiasm  for  Pavlov  and 
hypnotherapy  is  coupled  with  a strong  denuncia- 
tion of  “erroneous”  Freudian  teachings  while 
Dr.  Lebedinskii,  an  equally  strong  supporter 
of  the  Pavlovian  School,  goes  one  step  further, 
in  a sense,  by  completely  ignoring  the  existence 
of  Freud  in  his  31-page  monograph. 

Except  for  rather  minor  procedures  such  as 
office  dental  surgery  in  Canada  and  parts  of 


the  United  States,  the  use  of  hypnosis  as  a sole 
anesthetic  technic  has  waned.  Even  in  the 
U.S.S.R.  where  the  inadequacy  of  anesthetic 
equipment  and  personnel  once  was  associated 
with  some  popularity  for  hypnotic  pain  relief 
during  labor  and  delivery,  psychoprophylactic 
preparation  and  chemical  anesthesia  have 
replaced  conventional  hypnosis  for  obstetrics. 

This  volume  is  recommended  reading  for 
practitioners  interested  in  hypnosis  and  psy- 
chiatry. The  stimulating,  informative,  and 
highly  readable  text  is  a tribute  to  Dr.  Mar- 
cuse’s choice  of  collaborators. — Bernard  S. 
Goffen,  M.D. 


Atlas  of  Orthopaedic  Exposures.  By  Tou- 
fick  Nicola,  M.D.  Quarto  of  135  pages, 
illustrated.  Baltimore,  The  Williams  & Wil- 
kins Company,  1966.  Cloth,  $10. 

This  is  a textbook  of  exposures  to  joints. 
Dr.  Nicola  is  well  qualified  to  give  his  experi- 
ences with  all  methods  of  exposures. 

He  has  made  many  drawings  and  a life  study 
of  technic.  This  is  a highly  recommended  book 
for  review  by  any  surgeon. — Otho  C.  Hudson, 
M.D. 
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Editorials 


The  new  year 

The  year  1967  and  the  161st  annual  con- 
vention of  the  Medical  Society  of  the  State 
of  New  York  set  a precedent.  The  House 
of  Delegates  this  year  will  start  its  meeting 
on  Sunday,  February  12,  giving  an  extra 
full  day  for  deliberations  of  the  reference 
committees  and  the  House. 

The  formal  reportage  of  the  year’s  ac- 
tivities is  printed  in  this  issue  beginning  on 
page  100. 

The  part  that  our  profession  will  play 
in  the  implementation  of  Federal  and  State 
legislation  in  the  health  field  will  have 
particular  interest.  Representatives  of 
your  Society  have  stood  for  you  in  every 
phase  of  the  planning.  We  urge  you  to 

Medical  manpower  III — Medical 

This  statistical  summary  from  the  As- 
sociation of  American  Medical  Colleges 
carries  forward  the  information  previously 
published  in  this  Journal  on  Medical 
Manpower.  Manpower  is  the  key  factor 
in  meeting  the  present  and  future  demands 
on  medical  skill. 

While  this  report  gives  little  cheer  we 
would  remind  you  of  the  Dodger’s  old 
slogan  “Wait  till  next  year.”  There  are 
forces  already  operative  which  will  make 
for  improvement. 

For  the  first  time  in  a four-year  period, 
the  number  of  applicants  to  U.S.  medical 
schools  failed  to  show  an  increase  over 
the  previous  year’s  total.  The  18,703 
individuals  making  application  to  the 
1965  to  1966  first-year  medical  school 
class  submitted  a total  of  87,111  ap- 
plications for  a record  average  of  4.7 
per  individual.  Slightly  more  than  48 
per  cent  of  all  1956  to  1966  applicants 
were  offered  admission.  The  ratio  of 
2.08  applicants  to  one  acceptance  was 
exceeded  in  the  last  thirteen  years  only 
by  the  previous  year’s  ratio  of  2.12  to 
one. 


read  what  these  men  and  these  committees 
have  to  say  in  their  reports.  If  you  have 
objections  your  delegates  are  at  the  House 
of  Delegates  to  voice  them. 

The  scientific  program  and  the  scientific 
exhibits  grow  more  fascinating  each  year. 
One  of  the  high  lights  this  year  will  be 
a symposium  on  “Problems  in  Global 
Medicine,”  from  the  Naval  Hospital  at  St. 
Albans. 

The  technical  exhibitors  expect  to  see  you 
and  have  much  that  is  new  to  show  you. 

Do  make  note  of  the  dates — February  12 
through  16;  the  place — The  Americana, 
New  York  City;  do  make  your  hotel  reser- 
vation early. 

school  applicants 

Table  I presents  a summary  of  the 
application  activity  occurring  for  each  of 
the  classes  from  1953  to  1954  through 
1965  to  1966.  It  is  likely  that  the  de- 
crease in  applicants  to  the  1956  to  1966 
class  represents  a single  year’s  phe- 
nomenon. The  number  of  individuals 
taking  the  Medical  College  Admission 
Test  (MCAT)  is  a reasonably  accurate 
predictor  of  the  number  of  applicants 
for  subsequent  years.  The  number  tak- 
ing the  test  in  1965  was  not  appreciably 
different  from  the  number  of  individuals 
taking  the  MCAT  the  preceding  year. 
Therefore,  no  significant  change  is  an- 
ticipated in  the  number  of  applicants  for 
the  1966  to  1967  entering  class. 

Noteworthy  at  this  time  of  great 
national  interest  in  increasing  the  supply 
of  physicians  is  a decrease  of  76  in  the 
total  first-year  enrollment  for  1965  to 
1966.  Analysis  of  the  data  from  in- 
dividual schools,  however,  indicates  that 
only  33  fewer  first-year  students  entered 
school  for  the  first  time  in  1965  to  1966. 
The  number  of  previously  enrolled  first- 
year  students  fell  from  249  in  1964  to 
1965  to  206  in  1965  to  1966,  accounting 
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TABLE  I.  Summary  of  application  activity  1953-54  to  1965-66 


First  Year 
Class 

Total 

Applicants 

Applica- 
tions Per 
Applicant 

Total 

Applications 

Accepted 

Applicants 

First  Year 
Enrollment* 

Per  Cent 
of  Total 
Applicants 
Accepted 

1953-54 

14,678 

3.3 

48 , 586 

7,756 

7,449 

52.8 

1954-55 

14,538 

3.3 

47,568 

7,878 

7,576 

54.2 

1955-56 

14,937 

3.6 

54,161 

7,969 

7,686 

53.4 

1956-57 

15,917 

3.8 

59,798 

8,263 

8,014 

51.9 

1957-58 

15,791 

3.9 

60,951 

8,302 

8,030 

52.6 

1958-59 

15,170 

3.9 

59,102 

8,366 

8,128 

55.1 

1959-60 

14,952 

3.9 

57,888 

8,512 

8,173 

56.9 

1960-61 

14,397 

3.8 

54,662 

8,560 

8,298 

59.5 

1961-62 

14,381 

3.7 

53,834 

8,682 

8,391 

60.4 

1962-63 

15,847 

3.7 

59,054 

8,959 

8,642 

56.5 

1963-64 

17 , 668 

4.0 

70,063 

9,063 

8,842 

51.3 

1964-65 

19,168 

4.4 

84,571 

9,043 

8,836 

47.2 

1965-66 

18,703 

4.7 

87,111 

9,012 

8,760 

48.2 

* Includes  previous  enrolled  students. 

Enrollment  for  1953-61  based  on  AAMC-AMA  Liaison  Questionnaire  data.  Enrollment  for  1962-66  based  on  AAMC  Ap- 
plicant Study  data.  Submitted  by  the  Division  of  Education  of  the  AAMC. 


for  the  other  43  students.  Three  schools, 
which  reduced  enrollments  in  an  attempt 
to  strengthen  their  programs,  account  for 
all  of  this  decrease  in  net  enrollment. 
Eighty-five  schools  made  either  no  change 
or  only  minor  changes  in  the  size  of  their 
entering  class.  In  considering  these 
findings,  it  should  be  remembered  that 
the  Health  Professions  Educational  As- 
sistance Amendments  were  not  enacted 
until  October  22,  1965.  The  direct  ef- 
fect on  class  size  of  the  large  improve- 
ment grants  of  that  legislation  will  not 
be  evident  until  the  enrollment  of  the 
1967  to  1968  first-year  class. 

It  cannot  be  assumed  that  all  ac- 
cepted applicants  are  more  qualified 
for  admission  to  medical  school  than  all 
rejected  applicants.  A number  of  fac- 
tors serve  to  limit  the  selectivity  of  both 
medical  schools  and  applicants.  State 
schools  are  often  constrained  to  give 
preference  to  residents  of  their  state. 
In  addition,  applicants  often  limit  their 


application  activity  to  certain  schools  or 
regions  due  to  financial  or  other  con- 
siderations. As  a result,  applicants  with 
adequate  credentials  may  not  be  ac- 
cepted because  of  unusually  strong  com- 
petition in  a given  school  or  region. 
Applicants  are  aware  of  the  competitive 
nature  of  the  admission  procedure  as 
evidenced  by  the  increased  number  of 
applications  filed  per  student  in  recent 
years.  It  is  not  possible  to  determine 
what  proportion  of  rejected  applicants 
could  in  fact  perform  acceptably  as 
medical  students  and  practicing  phy- 
sicians. It  seems  reasonable  to  assume 
that  a considerable  number  of  these  re- 
jected applicants  would  do  satisfactory 
work  in  medical  school  if  sufficient  addi- 
tional places  were  available. 

The  additional  places  are  rapidly  be- 
coming available  as  we  have  seen  in  num- 
ber II  of  this  series  of  editorials. 
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1967  ANNUAL  CONVENTION 


Convention  Schedule 
161st  Annual 
Convention 

MEDICAL  SOCIETY  OF  THE 
STATE  OF  NEW  YORK 

February  12  through  16,  1967 

The  Americana 
New  York  City 


Scientific  Program 41 

Scientific  Exhibits 61 

Scientific  Motion  Pictures 69 

Woman’s  Auxiliary  Program 68 

Technical  Exhibits 73 

House  of  Delegates 81 


House  of  Delegates 

The  annual  meeting  of  the  House  of 
Delegates  of  the  medical  Society  of  the 
State  of  New  York  will  be  called  to  order 
at  2: 00  p.m.  on  Sunday,  February  12,  1967, 
in  the  Georgian  Ballroom  of  the  Americana 
in  New  York  City. 

In  accordance  with  Chapter  II,  Section  3, 
of  the  Bylaws,  the  House  will  assemble 
according  to  the  following  schedule: 

Sunday,  February  12,  2:00  p.m. 

Monday,  February  13,  9 : 00  a.m. 

Tuesday,  February  14,  2 : 30  p.m. 

Wednesday,  February  15,  9:00  a.m.  and 
2:00  p.m. 

Thursday,  February  16,  9 : 00  a.m. 

At  the  last  adjourned  session  (Thursday, 
February  16,  9:00  a.m.)  the  election  of 
officers,  councillors,  trustees,  and  delegates 


to  the  American  Medical  Association  will 
take  place  in  accordance  with  Chapter  III, 
Section  1,  of  the  Bylaws. 

E.  Dean  Babbage,  M.D., 
Speaker 

Walter  T.  Heldmann,  M.D.,  Secretary 

161st  Annual  Meeting 

The  161st  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York  will  be 
held  on  Wednesday,  February  15,  1967,  at 
8:00  p.m.  in  the  Imperial  Ballroom  of  the 
Americana,  New  York  City. 

James  M.  Blake,  M.D.,  President 
Walter  T.  Heldmann,  M.D.,  Secretary 

Registration 

Registration  for  delegates  will  be  held  in 
the  foyer  of  the  Georgian  Room,  third  floor 
of  the  Americana,  on  Saturday,  February 
11,  from  2:00  p.m.  to  7:00  p.m.  and  on 
Sunday,  February  12,  after  9 : 00  a.m. 

General  registration  for  State  Society 
members  and  guests  will  take  place  in 
Albert  Hall,  the  Americana,  Sunday,  Febru- 
ary 12,  from  10:00  a.m.  to  5:00  p.m.,  and 
Monday,  February  13,  through  Thursday, 
February  16,  from  8:30  a.m.  to  5:00  p.m. 

Exhibits 

Scientific  Exhibits  will  be  located  in  the 
Royal  Ballroom  and  the  Princess  Ballroom 
on  the  second  floor. 

Scientific  Motion  Pictures  will  be  shown 
in  the  Motion  Picture  Theatre  in  Albert 
Hall. 

Technical  Exhibits  will  be  located  in 
Albert  Hall. 

Exhibits  will  be  on  view  Monday, 
February  13,  through  Thursday,  February 
16,  from  9 : 00  a.m.  to  5 : 00  p.m. 

Scientific  Program 

General  Sessions  will  be  held  Monday, 
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February  13,  through  Thursday,  February 
16,  at  2:00  p.m. 

Section  and  Session  Meetings  will  be 
held  Monday,  February  13,  through  Thurs- 
day, February  16.  See  Section  and  Session 
programs  for  dates,  and  times,  page  41  and 
following. 

Dinner  Dance 

The  Dinner  Dance  will  be  held  in  the 
Imperial  Ballroom,  second  floor  of  the 


Americana,  on  Wednesday,  February  15, 
at  8:00  p.m.,  preceded  by  the  President’s 
Reception  at  7 : 00  p.m. 

Tickets  should  be  ordered  in  advance 
from  the  Medical  Society  of  the  State  of 
New  York,  750  Third  Avenue,  New  York, 
New  York  10017.  Subscription  is  $20  per 
person. 

Woman’s  Auxiliary 

See  page  68  for  program. 
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1967  ANNUAL  CONVENTION 


Scientific  Program 


Chairman 

BERNARD  J.  PISANI,  M.D.,  New  York 
Associate  Chairmen 
WILLIAM  J.  GRACE,  M.D.,  New  York 
VAUGHAN  C.  MASON,  M.D.,  New  York 
P.  FREDERIC  METILDI,  M.D.,  Monroe 
WILLIAM  B.  RAWLS,  M.D.,  New  York 
JOSEPH  R.  WILDER,  M.D.,  New  York 

CHAIRMEN  OF  SECTIONS  AND  SESSIONS 


GENERAL  SESSIONS 


The  following  General  Sessions  are  cosponsored 
by  the  New  York  County  Chapter  of  the  Amer- 
ican Academy  of  General  Practice  and  are 
approved  for  two  hours,  Category  II  credit  by 
the  American  Academy  of  General  Practice. 


Monday,  February  13,  1967,  2:00  P.M. 

Versailles  Terrace,  Second  Floor 

P.  Frederic  Metildi,  M.D.,  Presiding 

Symposium 

PROBLEMS  IN  GLOBAL  MEDICINE 

Capt.  D.  C.  Kent,  (MC)  U.S.  Navy,  Moder- 
ator 

Chief  of  Medicine 

With  the  present  deployment  of  U.S.  Armed 
Forces  throughout  the  world,  exposure  of  the 
American  servicemen  to  the  exotic  diseases  of 
these  areas  should  result  in  a substantial  in- 
crease in  the  prevalence  of  the  more  rarely  seen 
diseases  among  the  civilian  population  when 
these  servicemen  return  and  become  veterans. 
It  will  then  become  the  burden  of  the  civilian 
medical  population  to  be  familiar  with  these 
problems  for  early  diagnosis  and  proper  man- 
agement. The  various  aspects  of  the  problem 
of  global  medicine  now  represented  particularly 
in  Viet  Nam  will  be  discussed  with  especial 
emphasis  placed  on  falciparum  malaria,  enteric 
parasitic  infestations,  and  the  various  pulmo- 
nary diseases  endemic  in  the  region.  Aids  to  the 
practicing  physician  in  recognition  of  these 
more  rarely  seen  entities  will  be  stressed. 


1.  Impact  of  Disease 

Lt.  Comdr.  E.  Freeman  (MC)  U.S.  Navy 
Department  of  Internal  Medicine 

2.  Malaria 

Lt.  L.  G.  Hunsicker  (MC)  U.S.  Navy 
Resident  in  Medicine 

3.  Enteric  Disease 

Lt.  Comdr.  E.  P.  Walter  (MC)  U.S. 
Navy 

Department  of  Internal  Medicine 

4.  Pulmonary  Diseases 

Comdr.  V.  N.  Hour  (MC)  U.S.  Navy 
Head  of  Tuberculosis  Service 

5.  Kanto  Plain  Asthma 

Comdr.  J.  H.  Baker  (MC)  U.S.  Navy 
Tuberculosis  Service 

The  above  speakers  are  from  the  U.S.  Naval 
Hospital,  St.  Albans  (by  invitation ) 


Tuesday,  February  14,  1967,  2:00  P.M. 

Versailles  Terrace,  Second  Floor 

This  panel  is  supported  by  a grant-in-aid  from 
Mead  Johnson  Laboratories 

Panel  Discussion: 

CHEMOTHERAPY  OF  CANCER  FROM 
THE  PRACTITIONER’S  VIEWPOINT 

Charles  D.  Sherman,  Jr.,  M.D.,  Rochester, 
Moderator 

Chairman,  Subcommittee  on  Cancer,  Medi- 
cal Society  of  the  State  of  New  York;  Di- 
rector of  Chemotherapy  Service,  University 
of  Rochester  Medical  Center 

Panelists 

James  F.  Holland,  M.D.,  Buffalo 

Chief  of  Medicine  A,  Roswell  Park 
Memorial  Institute 

Anthony  R.  Curreri,  M.D.,  Madison, 
Wisconsin  (by  invitation) 

Professor  of  Surgery,  University  of 
Wisconsin  Medical  School 
David  A.  Karnofsky,  M.D.,  New  York 
City 

Attending  Physician  and  Chief  of  Medi- 
cal Oncology  Service,  Memorial  and 
James  Ewing  Hospitals 


Wednesday,  February  15,  1967,  2:00  P.M. 

Versailles  Terrace,  Second  Floor 

William  B.  Rawls,  M.D.,  Presiding 

This  symposium  is  under  the  auspices  of  the 
American  Therapeutic  Society’s  Continuing 
Educational  Program  in  Practical  Therapeu- 
tics and  is  supported,  in  part,  by  a grant-in-aid 
from  E.  R.  Squibb  & Sons.  It  is  cosponsored 
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by  the  New  York  County  Chapter  of  the  Thursday,  February  16,  1967,  2:00  P.M. 

American  Academy  of  General  Practice,  and 

is  approved  for  two  hours,  Category  II  Credit,  Versailles  Terrace,  Second  Floor 
by  the  American  Academy  of  General  Prac- 
tice. 


Symposium  and  Panel  Discussion: 
THE  FAILING  LIVER 

1.  Pathology  of  the  Acute  and  Chronic 
Liver 

2.  The  Acute  Failing  Liver 

A.  Hepatitis 

B.  Pharmacology  of  Liver  Disease 

C.  Hepatitis  as  Evidence  of  Drug  Toxicity 

D.  Therapy:  Diet,  Steroids,  Medication, 

Prophylaxis 

3.  Chronic  Failing  Liver 

A.  Cirrhosis 

B.  Steroids 

C.  Fluid  and  Electrolyte  Balance 

D.  Indications  For  and  Against  Surgery 

4.  Encephalopathy  in  Acute  and  Chronic 
Liver  Disease 

A.  Therapy 

B.  Prevention 

5.  Panel  Discussion 

Franklin  McCue  Hanger,  M.D.,  Staun- 
ton, Virginia,  Moderator  (by  invitation ) 

The  above  speakers 

Questions  and  Answers 


William  J.  Grace,  M.D.,  Presiding 


Symposium  and  Panel  Discussion: 

PRESENT  DAY  STATUS  OF  THE  TREAT- 
MENT OF  CHRONIC  RENAL  DISEASE 

Nancy  Gary,  M.D.,  Washington,  D.C., 
Moderator  (by  invitation) 

National  Institutes  of  Health  Fellow,  Renal 
and  Electrolyte  Division,  Department  of 
Medicine,  Georgetown  University  School  of 
Medicine 

The  Role  of  Peritoneal  Dialysis 

Norman  Lasker,  M.D.,  Jersey  City,  New 
Jersey  (by  invitation) 

Associate  Professor  of  Medicine,  New 
Jersey  Medical  College 

Conservative  Management  of  Chronic 

Renal  Disease 

E.  Lovell  Becker,  M.D.,  New  York  City 
Associate  Professor  of  Medicine,  Cornell 
University  Medical  College 

Hemodialysis  and  Renal  Transplantation 

Albert  L.  Rubin,  M.D.,  New  York  City 
Associate  Professor  of  Medicine,  Cornell 
University  Medical  College 
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SECTIONS  AND  SESSIONS 

All  papers  read  before  the  Society  by  mem- 
bers become  the  property  of  the  Society.  The 
original  copy  of  each  paper  shall  be  left  with 
the  Secretary  of  the  Section  or  Session. 

Discussers  should  have  their  remarks  typed 
and  should  hand  them  to  the  Secretary. 

Section  and  Session  meetings  shall  begin 
promptly  at  the  hour  specified. 

Executive  Session — The  first  order  of 
business,  election  of  officers.  “To  participate 
in  the  election  of  any  section , a member  must 
register  with  such  section — Bylaws,  Chap- 
ter XII,  Section  3 

SECTION  ON 

Allergy 


Chairman 

Frederick  R.  Brown,  M.D.,  New  York 

Vice-Chairman 

David  Merksamer,  M.D.,  Kings 

Secretary.  Alexander  Chester,  M.D.,  Kings 
Delegate Victor  L.  Cohen,  M.D.,  Erie 

Wednesday,  February  15/9:00  A. M. /Room  A,  Albert 
Hall 


1.  The  Role  of  Infection  in  Bronchial 
Asthma 

Murray  Dworetzky,  M.D.,  New  York  City 
Clinical  Professor  of  Medicine,  Cornell 
University  Medical  College;  Physician-in- 
Charge,  Allergy  Clinic,  New  York  Hospital 

Probably  the  most  common  factor  responsible 
for  the  intractability  of  asthma  is  the  presence  of 
infection  in  the  paranasal  sinuses  and  respiratory 
tract.  Production  of  mucus  is  intimately 
associated  with  infection,  and  plugging  of  the 
bronchi  with  thick  mucus  is  usually  a major 
problem  in  the  management  of  these  patients. 

The  poorly  understood  mechanism  by  which 
infection  in  the  bronchial  tree  aggravates  asthma 
will  be  discussed,  and  evidence  in  favor  of  an 
allergic  mechanism  will  be  presented. 

The  diagnosis  and  treatment  of  bacterial  and 
viral  infections  in  the  respiratory  tract  will  be 
discussed,  with  emphasis  on  the  selection  of 
antimicrobials  in  intractable  asthma. 

2.  Pulmonary  Function  Tests  and  Their 
Significance  in  Bronchial  Asthma 

Robert  B.  Mellins,  M.D.,  New  York  City 
Assistant  Professor  of  Pediatrics,  College  of 
Physicians  and  Surgeons  of  Columbia 
University 


3.  The  Prediction  and  Diagnosis  of  Penicil- 
lin Reactions  with  Immunologic  Tests 

Bernard  B.  Levine,  M.D.,  New  York  City 
Assistant  Professor  of  Medicine,  New  York 
University  School  of  Medicine 

Patients  can  be  tested  for  antipenicillin  anti- 
bodies by  direct  immediate  skin  tests  and  de- 
layed skin  tests  of  the  tuberculin  type,  and  their 
sera  can  be  assayed  by  hemagglutination  for 
circulating  IgG  and  IgM  antibodies. 

Immediate  and  accelerated  allergic  reactions 
to  penicillin  can  be  predicted  by  direct  im- 
mediate skin  tests;  here  histories  are  of  no 
importance.  Both  penicilloyl-polylysine  and 
the  minor  determinant  mixture  must  be  used  for 
testing.  Patients  giving  negative  skin  test 
results  to  both  reagents  appear  to  be  capable  of 
tolerating  penicillin  therapy  without  immediate 
and  accelerated  allergic  reactions,  despite  a 
past  history  of  penicillin  allergy. 

As  to  diagnosis  of  penicillin  allergy  in  patients 
who  develop  reactions  of  allergic  type  associated 
with  penicillin  therapy,  the  immunologic  tests 
mentioned  are  of  great  help,  but  the  clinical 
history  is  also  of  importance  in  arriving  at  the 
diagnosis. 

4.  The  Concept  of  Allergy  in  Relation  to 
Atopic  Dermatitis 

Max  Grolnick,  M.D.,  Brooklyn 

Clinical  Associate  Professor  of  Medicine, 
State  University  of  New  York  Downstate 
Medical  Center;  Chief  of  Service,  Division 
of  Allergy,  Jewish  Hospital 

It  is  generally  conceded  that  diagnosis  and 
management  of  atopic  dermatitis  are  more  fully 
realized  when  all  factors  are  taken  into  proper 
perspective;  allergic,  dermatologic  and  somato- 
psychic or  psychosomatic.  The  basis  for  the 
allergic  component  of  this  complex  disease  will 
be  presented,  giving  experimental  and  clinical 
evidence  as:  (1)  nature  and  location  of  reaction; 
(2)  hereditary  (atopic)  background;  (3)  avenues 
of  exposure  to  antigen,  by  (a)  ingestion,  ( b ) 
inhalation,  (c)  transepidermal  absorption;  (4) 
nature  of  reagin;  (5)  direct  and  passive-transfer 
method  of  testing,  with  limitation  and  interpre- 
tations; (6)  association  with  mucosal  sensitivity; 
and  (7)  management  based  on  allergic  concept. 

Various  dermatologic  and  constitutional  stig- 
mata and  their  interplay  will  be  mentioned. 

5.  The  Dermatologic  Approach  to  Atopic 
Dermatitis 

Norman  B.  Kanof,  M.D.,  New  York  City 
Associate  Professor  of  Clinical  Dermatol- 
ogy, New  York  University  School  of  Medi- 
cine; Director  of  Dermatology,  New  York 
Polyclinic  Hospital 

The  dermatologist  strives  to  relieve  or  elimi- 
nate the  intense  itching  and  scratching  of  atopic 
dermatitis  so  that  the  affected  skin  can  heal  and 
the  patient  can  function  normally.  The  ap- 
proach to  management  is  pragmatic  and  mosaic 
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and  emphasizes  the  continuing  symptomatic 
control  of  the  patient’s  dermatitis. 


SECTION  ON 

Anesthesiology 

Chairman Erwin  Lear,  M.D.,  Queens 

Vice-Chairman.  . . .Edith  Kepes,  M.D.,  Bronx 
Secretary . Solomon  G.  Hershey,  M.D.,  Bronx 
Delegate Victor  J.  Tofany,  M.D.,  Monroe 

Tuesday,  February  14/2:00  P.M./Room  A,  Albert 
Hall 

1.  Ventilation  During  Anesthesia 

Deryck  Duncalf,  M.D.,  The  Bronx 

Associate  in  Anesthesiology,  Montefiore 
Hospital 

Herbert  L.  Frank,  M.D.,  The  Bronx  {by 

invitation ) 

Fellow  in  Anesthesiology,  Montefiore 
Hospital 

Pulmonary  gas  exchange  and  ventilation 
during  anesthesia  are  important  from  the  point 
of  view  of  oxygen  uptake,  carbon  dioxide  elimi- 
nation, circulatory  homeostasis,  uptake  and 
elimination  of  volatile  anesthetic  agents,  and 
as  they  affect  continuing  ventilation  post- 
operatively. 

Several  factors  may  modify  ventilation  in- 
cluding pulmonary  and  circulatory  disease,  acid- 
base  and  metabolic  derangements,  abdominal 
distention,  “splinting”  due  to  pain,  and  posi- 
tion. Hypnotics,  narcotics,  and  general  anes- 
thetic agents  depress  the  respiratory  center  and 
its  response  to  carbon  dioxide.  The  central 
depressant  action  is  always  modified  to  a greater 
or  lesser  extent  by  other  responses  which  are 
principally  reflex  in  nature,  that  is  sensitization 
of  pulmonary  stretch  receptors,  lower  respiratory 
tract  stimulation,  and  stimulation  of  extra- 
pulmonary  sensory  receptors.  Mobilization  of 
epinephrine  and  metabolic  acidosis  accompany- 
ing the  administration  of  anesthetic  agents  also 
increase  ventilation.  For  any  particular  agent 
the  over-all  change  in  ventilation  depends  on 
the  net  effect  of  these  various  factors. 

2.  Principles  of  Respiratory  Studies  in  Drug 
Evaluation 

Stephen  N.  Steen,  M.D.,  Brooklyn 

Associate  Anesthesiologist,  Kings  County 
Hospital 

The  effect  of  drugs  on  respiration  is  of  im- 
portance to  the  physician  for  any  interference 
with  ventilation  may  result  in  disturbance  of 
gaseous  exchange  at  the  cellular  level.  Meas- 
urements of  arterial  oxygen  pressure,  carbon 
dioxide  pressure,  and  minute  volume  have  been 
used  as  indices  of  the  adequacy  of  respiration. 
Technics  for  assessing  the  effects  of  drugs  in- 
clude the  determinations  of  respiratory  response 
curves  to  carbon  dioxide.  Factors  influencing 


these  response  curves  and  other  respiratory 
parameters  will  be  discussed,  in  particular  as 
they  pertain  to  the  clinical  use  of  drugs. 

Discussion:  Gerald  Edelist,  M.D.,  The 

Bronx 

Assistant  Professor  of  Anesthesiology, 
Albert  Einstein  College  of  Medicine  of 
Yeshiva  University 

3.  Influence  of  Doxapram  on  Recovery  from 
Pentothal  Anesthesia 

William  Evers,  M.D.,  Syracuse 

Associate  Anesthesiologist,  Memorial  Hos- 
pital 

Allen  B.  Dobkin,  M.D.,  Syracuse 

Chief  of  Anesthesiology,  University  Hospi- 
tal 

Aims.  This  study  was  undertaken  as  a 
continuation  of  those  previously  reported,  with 
particular  emphasis  on  recovery  after  short, 
minor  surgical  procedures  with  the  following  in 
mind:  (1)  Is  faster  awakening  possible  by  using 
a brief  infusion  of  doxapram?  (2)  If  “yes,”  is 
the  arousal  sustained?  (3)  If  “yes,”  can  the 
patient  be  discharged  from  the  recovery  room 
earlier?  (4)  Is  pharmacologic  hyperventilation 
and  even  “sighing,”  in  recovery  from  anesthesia, 
beneficial  in  maintaining  oxygenation  and  acid- 
base  balance?  (5)  Is  doxapram  perfectly  safe? 

Material.  Thirty  gynecologic  patients,  ages 
twenty  to  sixty,  about  to  undergo  dilation  and 
curettage  or  cervical  biopsies,  were  studied. 
Anyone  having  an  organic  disease,  which  would 
place  her  below  American  Society  of  Anes- 
thesiologists classification  I risk,  was  excluded. 
The  only  exceptions  allowed  were  some  obese 
patients  who  were  healthy. 

Conclusions.  (1)  Decrease  in  sleeping  time 
— approximately  five  minutes,  (2)  improved 
ventilation,  (3)  sustained  arousal,  and  (4) 
safety  in  the  use  of  doxapram. 

Discussion:  Lester  C.  Mark,  M.D.,  New 

York  City 

Attending  Anesthesiologist,  Presbyterian 
Hospital 

4.  Interesting  Facets  of  Hyperbaric  Oxygen 

Leslie  Rendall-Baker,  M.D.,  New  York 

City 

Anesthesiologist-in-Chief,  The  Mount  Sinai 
Hospital 

“Life  without  blood.”  This  striking  title 
on  a report  by  Boerema  dramatized  the  possible 
uses  of  hyperbaric  oxygenation  for  conditions 
where  the  oxygen-carrying  power  of  the  blood 
was  severely  limited.  Such  pioneer  studies 
have  been  followed  by  much  critical  re-evalua- 
tion. Some  original  enthusiastic  claims  have 
been  greatly  tempered  while  other  unexpected 
uses  have  been  discovered.  In  several  condi- 
tions such  as  gas  gangrene  and  carbon  monoxide 
poisoning  hyperbaric  oxygenation  is  a specific 
lifesaving  remedy,  while  in  many  other  condi- 
tions, some  of  them  respiratory,  it  serves  as  a 
valuable  adjunct  therapy  which  may  tip  the 
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scales  in  favor  of  the  patient’s  survival.  Ex- 
amples of  its  use  in  respiratory  conditions  will 
be  described. 

Discussion:  V.  D.  B.  Mazzia,  M.D.,  New 

York  City 

Director  of  Anesthesiology,  University 
Hospital 


5.  Correlation  between  Hypoxemia,  and 
Physical  and  Radiologic  Examinations  in 
Atelectasis  Associated  with  Abdominal 
Surgery,  Coma,  and  Open  Heart  Surgery 

Kinichi  Shibutani,  M.D.,  Valhalla 

Associate  Director  of  Anesthesiology,  Grass- 
lands Hospital 

Bok  Soon  Hyun,  M.D.,  Valhalla  {by  invita- 
tion) 

Resident  in  Anesthesiology,  Grasslands 
Hospital 

Riaz  Mahboubi,  M.D.,  Valhalla  {by  invita- 
tion) 

Resident  in  Anesthesiology,  Grasslands 
Hospital 

Charles  F.  Bishop,  M.D.,  Valhalla 

Director  of  Anesthesiology,  Grasslands 
Hospital 

Herman  W.  Lubetsky,  M.D.,  Valhalla 

Director  of  Radiology,  Grasslands  Hospital 

It  has  been  known  that  hypoxemia  due  to 
shunting  occurs  in  the  postoperative  period. 
However,  it  is  not  known  whether  the  occurrence 
of  shunting  is  associated  with  the  classical  signs 
and  symptoms  of  postoperative  atelectasis  and 
pneumonitis.  There  are  only  four  articles 
published  on  this  subject. 

We  have  reinvestigated  the  correlation  be- 
tween hypoxemia  and  clinical  and  radiologic 
examinations  in  three  groups  of  patients: 
Group  I,  28  patients  following  abdominal 
surgery;  Group  II,  14  patients  in  coma  with 
drug  overdose;  and  Group  III,  14  patients 
following  open-heart  surgery.  Clinical  exami- 
nation was  done  daily  by  the  same  two  anes- 
thesiologists before  arterial  samples  were  with- 
drawn. Portable  chest  x-ray  films  were  taken 
daily  in  each  patient.  Arterial  blood  gas  ten- 
sion was  analyzed  by  I.L.  113-S  blood  gas 
analyzer. 

Result.  1.  Onset  of  hypoxemia  due  to 
shunting  was  associated  with  the  appearance  of 
crepitant  rales  in  lung  bases.  An  increase  of 
respiratory  rate  and  increased  activity  of  ac- 
cessory respiratory  muscles  occurred  in  all  13 
patients  who  had  developed  postoperative 
atelectasis.  Portable  chest  x-ray  examinations 
were  suggestive  of  atelectasis  in  only  7 patients. 

2.  In  the  patients  with  atelectasis  associated 
with  coma  and  drug  overdose,  arterial  oxygen 
tensions  were  lower  than  60  mm.  Hg  in  10 
patients.  Six  patients  had  positive  findings  on 
physical  examination. 

3.  The  correlation  between  hypoxemia  and 
physical  examination  was  poor  in  patients  fol- 
lowing open-heart  surgery. 


Discussion:  Raphael  W.  Robertazzi, 

M.D.,  Brooklyn 

Director  of  Anesthesiology,  Coney  Island 
Hospital 

6.  Anesthetic  Management  of  Hypophysec- 
tomy 

Mark  B.  Ravin,  M.D.,  New  York  City 

Associate  Clinical  Professor  of  Anesthesi- 
ology, College  of  Physicians  and  Surgeons 
of  Columbia  University 

Total  hypophysectomy  in  man  has  resulted  in 
improvement  in  patients  suffering  from  breast 
cancer,  diabetic  retinopathy,  Cushing’s  disease, 
hypertension,  prostatic  carcinoma,  chorio- 
epithelioma,  and  malignant  exophthalmos. 

The  first  part  of  this  report  is  a review  of  the 
anesthetic  management  of  all  patients  who 
underwent  hypophysectomy  at  the  Columbia- 
Presbyterian  Medical  Center  between  1960 
and  1965. 

Thirty -two  operations  were  performed:  15 

for  advanced  carcinoma  of  the  breast  with 
metastasis,  11  for  chromophobe  adenoma  of  the 
pituitary,  and  6 for  craniopharyngioma.  The 
basic  principles  of  neurosurgical  anesthesia  as 
applied  to  hypophysectomy  are  discussed. 
These  consist  of  (1)  perfect  airway  with  minimal 
resistance,  (2)  light  general  anesthesia  without 
coughing  or  straining,  (3)  adequate  ventilation, 
(4)  nonflammable  and  nonexplosive  anesthetic 
agents,  (5)  a speedy  return  to  consciousness  at 
the  end  of  the  surgical  procedure,  and  (6)  ade- 
quate hormonal  therapy  before,  during,  and 
after  surgery. 

The  second  part  of  this  report  is  a brief  dis- 
cussion of  endocrine  factors  of  interest  to  clinical 
anesthesiologists  who  may  be  called  to  manage 
such  cases.  It  is  concluded  that  with  adequate 
hormonal  replacement,  patients  can  be  safely 
managed  during  hypophysectomy  and  the 
postoperative  period. 

Discussion:  Thomas  K.  Lammert,  M.D., 
Scarsdale 

Attending  Anesthesiologist,  St.  Vincent’s 
Hospital,  New  York  City 

SECTION  ON 

Chest  Diseases 

Chairman Irving  G.  Kroop,  M.D.,  Kings 

Vice-Chairman 

Joseph  A.  De  Blase,  M.D.,  Schenectady 

Secretary Harry  Golembe,  M.D.,  Sullivan 

Delegate 

Arthur  Q.  Penta,  M.D.,  Schenectady 

Tuesday,  February  14/9:00  A. M. /Versailles  Ter- 
race, Second  Floor 

1.  Modern  Treatment  of  Tuberculosis 

James  Monroe,  M.D.,  Oneonta 

Director,  Homer  Folks  Tuberculosis  Hos- 
pital 
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2.  Iatrogenic  Diseases  of  the  Lung 

David  M.  Spain,  M.D.,  Brooklyn 

Director  of  Pathology,  Brookdale  Hospital 
Center 

Iatrogenic  pulmonary  diseases  have  become 
increasingly  frequent  in  the  past  decade.  The 
mechanisms  for  their  development  are  many 
and  may  be  caused  by  diagnostic  or  therapeutic 
procedures.  These  may  result  from  direct  in- 
jury to  the  lung  or  may  be  more  circumspect  in 
their  pathogenesis.  Foremost  among  them  are 
the  opportunistic  pulmonary  infections.  These 
will  be  classified  and  discussed.  A second 
important  group  are  the  changes  resulting  from 
the  various  manifestations  of  hypersensitivity 
and  immune  phenomena.  A third  group  are 
the  pulmonary  fibroses  caused  by  a variety  of 
mechanisms,  foremost  among  which  is  radiation. 
Included  in  the  iatrogenic  pulmonary  diseases 
will  be  the  complications  of  bronchographic 
media,  iatrogenic  pulmonary  emboli,  and  atypi- 
cal alveolar  epithelial  alterations. 


3.  Pathophysiology  and  Treatment  of 
Bronchial  Asthma 

George  Emanuel,  M.D.,  Brooklyn 

Assistant  Professor  of  Medicine,  State  Uni- 
versity of  New  York  Downstate  Medical 
Center 

4.  Artificial  Cardiac  Pacing:  Indications 

for  Asynchronous,  Synchronous,  and 
Standby  Systems 

Doris  Escher,  M.D.,  The  Bronx 

Physician-in-Charge,  Cardiac  Catheteriza- 
tion Laboratory,  Montefiore  Hospital  Medi- 
cal Center 

Asynchronous,  fixed  or  adjustable  rate,  pacing 
is  indicated  in  patients  with  stable  heart  block 
and  bradycardia,  regardless  of  the  underlying 
atrial  rhythms,  whether  symptomatic  from 
ventricular  asystole  or  fibrillation  or  a low 
cardiac  output. 

Synchronous  pacing  is  optimal  in  3-degree  or 
2-degree  shifting  or  intermittent  heart  block  with 
a stable  normal  sinus  rhythm  where  normal 
physiologic  rate  responses  are  desired  and 
tolerated. 

Standby  pacing,  responsive  to  preset  R-R 
intervals,  is  most  useful  in  spontaneous  or  drug- 
induced  shifting  rhythms  where  an  unstable 
atrial  rate  or  conflict  with  fixed  rate  pacing 
disrupt  effective  control  of  the  ventricular  rate 
by  other  modes. 


5.  Prosthetic  Valves  in  Aortic  Valve  Disease 

Alvin  A.  Bakst,  M.D.,  Brooklyn 

Director  of  Cardiac  and  Thoracic  Surgery, 
Jewish  Hospital  of  Bi'ooklyn 

Discussion  of  4 and  5:  Bernard  Levowitz, 

M.D.,  Brooklyn 

Director  of  Surgery,  Jewish  Hospital  of 
Brooklyn 


SECTION  ON 

Dermatology  and  Syphilology 

Chairman.  Alfred  W.  Kopf,  M.D.,  New  York 

Vice-Chairman 

William  W.  Wells,  M.D.,  Schenectady 

Secretary  Douglas  P.  Torre,  M.D.,  New  York 

Delegate 

Royal  M.  Montgomery,  M.D.,  New  York 

Monday,  February  13/9:00  A. M. /Room  B,  Albert 
Hall 

Symposium  and  Panel  Discussion — Manage- 
ment of  Skin  Cancer:  Basal  Cell  Epitheli- 

oma 

1.  Radiation  Therapy 

Herbert  Traenkle,  M.D.,  Buffalo 

Assistant  Clinical  Professor  of  Medicine 
(Dermatology),  State  University  of  New 
York  at  Buffalo,  School  of  Medicine 

2.  Curettage  and  Electrodesiccation 

George  L.  Popkin,  M.D.,  New  York  City 
Associate  Clinical  Professor  of  Derma- 
tology, New  York  University  School  of 
Medicine 

3.  Excisional  Surgery 

Stephen  L.  Gumport,  M.D.,  New  York 
City 

Assistant  Professor  of  Clinical  Surgery, 
New  York  University  School  of  Medicine 

4.  Chemosurgery 

Frederic  E.  Mohs,  M.D.,  Madison,  Wis- 
consin (by  invitation) 

Associate  Clinical  Professor  of  Chemo- 
surgery, University  of  Wisconsin  Medical 
School  and  University  Hospitals 

5.  Topical  Chemotherapy 

Edmund  Klein,  M.D.,  Buffalo 

Chief,  Department  of  Dermatology,  Ros- 
well Park  Memorial  Institute 

6.  Panel  Discussion:  Above  speakers 
Colored  transparencies  will  be  shown  and 
the  panel  will  discuss  approaches  to  treat- 
ment of  individual  problems.  Audience 
participation  in  the  form  of  questions  and 
discussion  is  welcome. 

SECTION  ON 

Gastroenterology  and  Proctology 

Chairman 

Maurice  L.  Kelley,  Jr.,  M.D.,  Monroe 

Vice-Chairman 

A.  W.  Martin  Marino,  Jr.,  M.D.,  Kings 

Secretary J.  Edwin  Alford,  M.D.,  Erie 

Delegate.  Ralph  E.  L.  Hertz,  M.D.,  New  York 

Tuesday,  February  14/9:00  A. M. /Room  A,  Albert 
Hall 
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1.  Chairman's  Address — The  Ileocolonic 

Junctional  Zone:  Physiologic  Evaluation 

and  Clinical  Significance 

Maurice  L.  Kelley,  Jr.,  M.D.,  Rochester 
Associate  Professor  of  Medicine,  University 
of  Rochester  School  of  Medicine  and  Den- 
tistry; Senior  Associate  Physician,  Strong 
Memorial  Hospital 

Because  of  its  remote  location  and  inaccessi- 
bility, much  remains  to  be  learned  about  the 
function  of  the  ileocolonic  junctional  area  of  the 
bowel.  Intraluminal  manometry  has  estab- 
lished the  pressure  profile  of  the  zone  and  its 
response  to  distending  stimuli  from  the  ileum 
and  colon  as  well  as  motility  patterns  of  the 
adjacent  gut.  Cineradiography  and  silicone 
foam  rubber  molding  technics  have  further 
characterized  the  motor  behavior  and  structure 
of  the  segment.  These  and  other  findings  will 
be  presented  and  correlated  in  an  attempt  to 
develop  a comprehensive  perspective  of  ileo- 
colonic junctional  physiology  in  health  and 
disease. 

2.  THE  ALBERT  F.  R.  ANDRESEN 
MEMORIAL  LECTURE 

Venous  Thrombosis  and  Hypercoagulabil- 
ity in  Chronic  Ulcerative  Colitis 

William  G.  Sauer,  M.D.,  Rochester,  Minne- 
sota (by  invitation) 

Consultant  in  Medicine,  Division  of  Gas- 
troenterology, Mayo  Clinic,  Associate  Pro- 
fessor of  Medicine,  Mayo  Graduate  School, 
University  of  Minnesota 

The  incidence  of  venous  thrombosis  in  100 
necropsy  cases  of  ulcerative  colitis  was  de- 
termined. This  incidence  was  then  compared 
with  the  incidence  of  venous  thrombosis  in  five 
different  control  groups.  Venous  thrombosis 
occurred  significantly  more  frequently  in  ulcera- 
tive colitis  than  in  the  control  groups  except  for 
surgical  patients  with  ulcerative  colitis  and 
surgical  patients  with  carcinoma  of  the  colon. 
Venous  thrombosis  with  pulmonary  embolism 
was  third  in  frequency  (9  per  cent)  among  the 
causes  of  death  after  peritonitis  (38  per  cent)  and 
neoplasia  (12  per  cent)  in  patients  with  ulcera- 
tive colitis. 

Sixteen  consecutive  patients  with  chronic 
ulcerative  colitis  were  studied  for  evidence  of 
hypercoagulability.  Of  these,  9 patients  had 
active  ulcerative  colitis  with  involvement  of  the 
entire  colon,  3 had  only  involvement  of  the 
rectum  or  rectosigmoidal  area,  and  4 patients 
had  quiescent  ulcerative  colitis.  Seven  of  9 
patients  with  active  disease  had  elevated  factor 
VIII  levels  as  well  as  slight  to  moderate  accelera- 
tion of  thromboplastin  generation.  In  4 of 
these  patients,  levels  of  fibrinogen  exceeded  600 
mg.  per  100  ml.  Those  patients  with  limited 
involvement  or  quiescent  disease  did  not  exhibit 
these  changes.  The  results  of  studies  in  4 
patients  followed  serially  during  the  active 
phase  of  their  disease  to  quiescence,  and  studies 
in  1 patient  who  developed  a pulmonary 
embolus,  will  be  presented. 


It  is  concluded  that  venous  thrombosis  and 
pulmonary  embolus  occur  with  significant  fre- 
quency in  patients  with  chronic  ulcerative  colitis 
and  that  these  patients  in  the  active  phase  of 
their  disease  demonstrate  coagulation  changes 
similar  to  those  encountered  in  pregnancy, 
cancer,  and  the  postoperative  state. 

3.  Newer  Concepts  in  the  Diagnosis  and 
Treatment  of  Acute  Pancreatitis 

Robert  B.  Pfeffer,  M.D.,  New  York  City 
Assistant  Professor  of  Clinical  Surgery, 
New  York  University  School  of  Medicine; 
Assistant  Attending  Physician,  University 
and  Bellevue  Hospitals 

Following  an  analysis  of  135  patients  with 
acute  pancreatitis  some  common  denominators 
in  diagnosis  and  treatment  have  become  appar- 
ent. The  important  diagnostic  points  will  be 
discussed  from  the  viewpoint  of  history,  signs, 
symptoms,  and  laboratory  findings.  Treat- 
ment will  be  reviewed  to  outline  a basic  program 
essential  to  the  care  of  the  patient  in  the 
hospital. 

4.  The  Clinical  and  Histochemical  Spec- 
trum of  Celiac  Disease 

I.  Michael  Samloff,  M.D.,  Rochester  (by 

invitation) 

Assistant  Professor  of  Medicine,  University 
of  Rochester  School  of  Medicine  and 
Dentistry;  Associate  Physician,  Strong 
Memorial  Hospital 

Investigations  of  a group  of  patients  with 
celiac  disease  have  revealed  considerable  vari- 
ability in  clinical  symptoms  and  in  the  degree  of 
abnormality  of  different  tests  of  intestinal  ab- 
sorption. The  relationship  of  the  clinical  ex- 
pression of  the  disease  to  several  abnormalities 
in  the  histochemical  pattern  of  the  jejunal 
mucosa  will  be  presented. 

5.  Tropical  Sprue 

Frederick  A.  Klipstein,  M.D.,  New  York 

City 

Assistant  Professor  of  Medicine,  College  of 
Physicians  and  Surgeons  of  Columbia 
University 

The  presence  of  endemic  tropical  sprue  in  the 
Caribbean,  India,  and  Southeast  Asia  represents 
a major  problem  in  world  health.  Although  the 
etiology  of  this  disease  has  not  been  established, 
its  occasional  epidemic  occurrence,  its  associa- 
tion with  inferior  sanitary  conditions,  and  other 
circumstantial  evidence  favor  the  concept  that 
it  is  related  to  alterations  in  the  bacterial  flora 
of  the  small  intestine.  Observations  conducted 
in  endemic  areas  such  as  Haiti  indicate  that  the 
majority  of  the  asymptomatic  indigenous  popu- 
lation have  abnormalities  of  morphology  and 
impaired  function  of  the  small  intestine,  whereas 
a small  percentage  has  overt  tropical  sprue. 
In  its  overt  form,  the  disease  is  characterized  by 
diarrhea,  anorexia,  weight  loss,  and  the  eventual 
development  of  signs  of  vitamin  deficiencies. 
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Such  patients  have  partial  villous  atrophy  and 
specific  histochemical  abnormalities  of  the 
jejunal  mucosa,  impaired  absorption  of  nu- 
trients, and  a megaloblastic  anemia  secondary  to 
deficiency  of  vitamin  Bl2  and,  at  times,  con- 
comitant folate  deficiency.  Treatment  with 
folic  acid  and  vitamin  Br.  results  in  a hematolgic 
remission  and  some  improvement  in  intestinal 
morphology  and  function  in  the  majority  of 
patients.  The  intestinal  improvement  can  be 
further  abetted  by  the  oral  administration  of 
tetracycline. 

6.  Skin  Flap  Anoplasty  for  the  Prevention 
of  Recurrence  and  Other  Complications 
Following  Hemorrhoidectomy  and  Fissur- 
ectomy 

Arthur  A.  Rand,  M.D.,  Forest  Hills 

Clinical  Instructor  in  Surgery  (Proctology), 
Albert  Einstein  College  of  Medicine  of 
Yeshiva  University 

Redundant  anal  skin  and  tags  should  be 
utilized  routinely  for  flaps  instead  of  being 
wasted.  The  flaps  permit  extensive  excision  of 
all  hemorrhoids,  especially  Whitehead’s  ampu- 
tative  hemorrhoidectomy.  The  skin  covering 
the  bed  of  a fissure  will  resist  recurrent  trauma 
better  than  a scar.  Complete  relining  of  the 
anal  canal  with  anoderm  and/or  skin  prevents 
hemorrhage,  stricture,  recurrence,  Assuring,  and 
painful  scars.  Postoperatively,  the  painless 
passage  of  large-caliber  stools  is  explained  by 
transient  denervation  of  the  flaps.  Restoration 
of  normal  anatomic  appearance  of  the  anus  is 
accompanied  by  good  functional  results. 


SECTION  ON 

General  Practice 

Chairman Marvin  Brown,  M.D.,  Oswego 

Vice-Chairman Louis  Bush,  M.D.,  Nassau 

Secretary Max  Cheplove,  M.D.,  Erie 

Delegate 

Rudolf  H.  Steinharter,  M.D.,  Nassau 

Monday,  February  13/9:00  A. M. /Room  A,  Albert 
Hall 

This  program  is  acceptable  for  three  hours, 
Category  II  credit  by  American  Academy  of 
General  Practice 

Symposium  and  Panel  Discussion—  Shall  There 
Be  A General  and/or  Family  Practice  De- 
partment Established  in  Our  Medical 
Schools? 

1.  An  Established  and  Going  Program  of 
Family  Practice 

Nicholas  J.  Pisacano,  M.D.,  Lexington, 
Kentucky  (by  invitation) 

Director  of  Family  Practice  Training 
Program,  University  of  Kentucky  Medi- 
cal Center 


2.  A Proposed  Program  in  Family  Prac- 
tice for  a New  Medical  College 

George  T.  Harrell,  M.D.,  Hershey, 
Pennsylvania  (by  invitation ) 

Dean,  The  Milton  S.  Hershey  Medical 
School 

3.  The  Role  of  the  Family  Practitioner  in 
Medical  Education 

Max  Cheplove,  M.D.,  Buffalo 

President,  New  York  State  Chapter, 
American  Academy  of  General  Practice 
Panelists 

George  James,  M.D.,  New  York  City 
Dean,  The  Mount  Sinai  School  of  Medi- 
cine 

Robert  E.  L.  Nesbitt,  Jr.,  M.D.,  Syracuse 
Chairman,  Department  of  Obstetrics  and 
Gynecology,  State  University  of  New 
York  Upstate  Medical  Center 
Frank  M.  Woolsey,  Jr.,  M.D.,  Albany 
Director  of  Graduate  Education,  Albany 
Medical  College  of  Union  University 
John  E.  Deitrick,  M.D.,  New  York  City 
Dean,  Cornell  University  Medical  College 

SECTION  ON 

Industrial  Medicine  and  Surgery 

Chairman 

Robert  E.  Sandroni,  M.D.,  Schenectady 

Vice-Chairman 

Thomas  J.  Doyle,  M.D.,  New  York 

Secretary . George  L.  Calvy,  M.D.,  New  York 
Delegate John  J.  Walsh,  M.D.,  New  York 

Monday,  February  13/9:00  A. M. /Versailles  Terrace, 
Second  Floor 

Symposium  and  Panel  Discussion — Industrial 

Pulmonary  Disease 

Morris  Kleinfeld,  M.D.,  New  York  City, 
Moderator 

Director  of  Industrial  Hygiene,  New  York 
State  Department  of  Labor;  Clinical  As- 
sociate Professor  of  Medicine,  State  Univer- 
sity of  New  York  Downstate  Medical 
Center 

1.  Industrial  Pulmonary  Diseases  in  New 
York  State 

Morris  Kleinfeld,  M.D.,  New  York  City 

2.  Pathology  of  the  Pneumoconioses 
Harold  Lepow,  M.D.,  The  Bronx 

Director  of  Pathology,  Lincoln  Hospital; 
Assistant  Professor  of  Pathology,  Albert 
Einstein  College  of  Medicine  of  Yeshiva 
University 

3.  Radiologic  Diagnosis  of  the  Pneumo- 
conioses 

Coleman  B.  Rabin,  M.D.,  New  York 
City 

Consultant  in  Thoracic  Diseases,  The 
Mount  Sinai  Hospital;  Clinical  Professor 
of  Enviromental  Medicine  and  Lecturer  in 
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Radiology,  Mount  Sinai  School  of  Medi- 
cine 

4.  Diagnosis  of  the  Pneumoconioses  and 
Complications 

Henry  J.  Brock,  M.D.,  Buffalo 

Member  of  the  Board  of  Chest  Consult- 
ants, New  York  State  Workmen’s  Com- 
pensation Board;  Clinical  Associate  in 
Medicine,  State  University  of  New  York 
at  Buffalo,  School  of  Medicine 

5.  Disturbances  of  Pulmonary  Function 
in  Industrial  Pulmonary  Diseases 

M.  Henry  Williams,  Jr.,  M.D.,  The  Bronx 
Professor  of  Medicine,  Albert  Einstein 
College  of  Medicine  of  Yeshiva  Univer- 
sity 

Questions  and  Answers 


SECTION  ON 

Internal  Medicine 

Chairman Marvin  L.  Bloom,  M.D.,  Erie 

Vice-Chairman 

Maxwell  Spring,  M.D.,  Bronx 

Secretary Virgil  H.  Boeck,  M.D.,  Erie 

Delegate Edward  Meilman,  M.D.,  Nassau 

Wednesday,  February  15/9:00  A. M. /Versailles  Ter- 
race, Second  Floor 

Synposium — Clinical  Hematology 

I.  Survey  of  Drug-Induced  Hematologic 
Changes 

A.  Metabolic  Alterations 

Victor  Herbert,  M.D.,  New  York  City 
{by  invitation) 

Professor  of  Medicine,  Mount  Sinai 
School  of  Medicine 

B.  Clinical  Consequences 
Marvin  L.  Bloom,  M.D.,  Buffalo 

II.  Hemorrhagic  Diseases 

A.  Diagnosis  in  Clotting  and  Fibrino- 
lytic Disorders 

Theodore  Spaet,  M.D.,  The  Bronx 
Director  of  Hematology,  Montefiore 
Hospital 

B.  Remedial  Approaches  to  Hemo- 
philia and  Other  Bleeding  Problems 

Martin  C.  Rosenthal,  M.D.,  New 
York  City 

Associate  Hematologist,  The  Mount 
Sinai  Hospital 

III.  Immunohematologic  Disorders 
A.  Immune  Mechanisms 

Ernest  Witebsky,  M.D.,  Buffalo 

Professor  and  Chairman,  Department 
of  Bacteriology  and  Immunology, 
State  University  of  New  York  at  Buf- 
falo, School  of  Medicine 


B.  Impact  of  Immunohematology  on 
Clinical  Thinking 

William  Dameshek,  M.D.,  New  York 
City  (by  invitation) 

Professor  of  Medicine,  Mount  Sinai 
School  of  Medicine 


SECTION  ON 

Medical-Legal  and  Workmen’s 
Compensation  Matters 

Chairman Robert  Katz,  M.D.,  New  York 

Vice-Chairman 

Adelaide  Romaine,  M.D.,  New  York 

Secretary . . .John  F.  Devlin,  M.D.,  New  York 
Delegate Herbert  Lansky,  M.D.,  Erie 

Wednesday,  February  15/9:00  A. M. /Room  B,  Albert 

Hall 

Panel  Discussion — Problems  in  Workmen’s 
Compensation  Involving  Third  Party  Ac- 
tions 

Mr.  Neil  Carter,  New  York  City,  Moderator 
(by  invitation) 

Assistant  to  the  General  Manager;  Man- 
ager, Workmen’s  Compensation  Depart- 
ment, Greater  New  York  Mutual  Insurance 
Company 

Third-party  action  may  be  instituted  if  an 
employe  entitled  to  compensation  under  the 
Workmen’s  Compensation  Law  is  injured  or 
killed  by  the  negligence  or  wrong  of  another  not 
in  the  same  employ.  This  program  will  review 
the  problems  as  seen  by  the  administrator,  the 
attorney,  and  the  physician.  The  claimant’s 
interest  can  be  served  better  when  all  partici- 
pants become  aware  of  the  problems  confronting 
the  other  parties  in  interest. 

Panelists 

Mr.  Jacob  Schutzbank,  New  York  City  (by 
invitation) 

Director  of  Claims,  Workmen’s  Compensa- 
tion Board 

Milton  Steger,  Esq.,  New  York  City  (by 
invitation) 

Attorney,  Greater  New  York  Mutual  In- 
surance Company 

Wilfred  T.  Ouimette,  Esq.,  Poughkeepsie 
(by  invitation) 

Former  Assistant  General  Attorney  for  the 
Special  Funds  Conservation  Committee 
Abraham  Markhoff,  Esq.,  New  York  City 
(by  invitation) 

Past  President,  New  York  Compensation 
Bar  Association 

Jacob  D.  Mathis,  M.D.,  New  York  City 
Attending  Physician,  Cardiac  Clinic,  Roose- 
velt Hospital;  Senior  Clinical  Assistant, 
Cardiac  Clinic,  The  Mount  Sinai  Hospital 
David  M.  Bosworth,  M.D.,  New  York  City 
Former  Director,  Orthopedic  Service,  St. 
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Luke’s  Hospital;  Professor  Emeritus,  Or- 
thopedic Surgery,  New  York  Polyclinic 
Medical  School  and  Hospital 
John  LoVerme,  M.D.,  New  York  City 

Neurosurgeon,  Midtown  Hospital;  Asso- 
ciate Physician  for  Neuromuscular  Diag- 
nosis, Hospital  for  Special  Surgery 


SECTION  ON 

Neurology  and  Psychiatry 


Chairman.  . Arthur  M.  Meisel,  M.D.,  Kings 

Vice-Chairman 

Robert  B.  King,  M.D.,  Onondaga 

Secretary Charles  F.  Nicol,  M.D.,  Erie 

Delegate.  L.  P.  Hinterbuchner,  M.D.,  Kings 

Wednesday,  February  15/2:00  P.M./Room  A,  Albert 
Hall 

Symposium — Recent  Advances  in  Diagnostic 
Methods 

1.  Recent  Advances  in  Diagnostic 
Methods  of  Neuroradiology 

Mannie  M.  Schechter,  M.D.,  The  Bronx 
Professor  of  Radiology,  Albert  Einstein 
College  of  Medicine  of  Yeshiva  Univer- 
sity 

Lawrence  H.  Zingesser,  M.D.,  The 
Bronx 

Assistant  Professor  of  Radiology,  Albert 
Einstein  College  of  Medicine  of  Yeshiva 
University 

2.  Radioisotope  Encephalography 

Bernard  H.  Smith,  M.D.,  Buffalo 

Chief  Neurologist,  Edward  J.  Meyer 
Memorial  Hospital 

Eugene  V.  Leslie,  M.D.,  Tonawanda 
Radiologist,  Edward  J.  Meyer  Memorial 
Hospital 

George  J.  Alker,  Jr.,  M.D.,  Buffalo 
Radiologist,  Edward  J.  Meyer  Memorial 
Hospital 

3.  Echoencephalography,  An  Aid  in  Neu- 
rologic Diagnosis 

Reinhold  E.  Schlagenhauff,  M.D.,  Buf- 
falo 

Assistant  Professor  of  Neurology,  State 
University  of  New  York  at  Buffalo, 
School  of  Medicine 

4.  Laboratory  Aids  in  the  Diagnosis  of 
Neurologic  Disorders 

Stanley  M.  Aronson,  M.D.,  Brooklyn 
Professor  of  Pathology,  State  University 
of  New  York  Downstate  Medical  Center; 
Director  of  Laboratories,  Kings  County 
Hospital  Center 

5.  Electrodiagnosis 

Joseph  B.  Rogoff,  M.D.,  Brooklyn 

Director  of  Physical  Medicine  and  Re- 


habilitation, Jewish  Chronic  Disease 
Hospital 

Discussion:  Morton  H.  Hand,  M.D., 

Brooklyn 

Clinical  Assistant  Professor  of  Neurology, 
State  University  of  New  York  Downstate 
Medical  Center;  Attending  Psychiatrist 
and  Neurologist,  Maimonides  Hospital 


SECTION  ON 

Obstetrics  and  Gynecology 

Chairman 

Robert  C.  Hays,  M.D.,  Onondaga 

Vice-Chairman 

....  Harold  M.  M.  Tovell,  M.D.,  New  York 

Secretary 

Arthur  D.  Hengerer,  M.D.,  Albany 

Delegate Donald  W.  Hall,  M.D.,  Erie 

Thursday,  February  16/9:00  A. M. /Versailles  Ter- 
race, Second  Floor 

1.  The  Treatment  of  the  Perimenopause 

RobertA.  Wilson,  M.D.,  Brooklyn 

Consulting  Obstetrician  and  Gynecologist, 
Methodist  Hospital 
Edmund  R.  Marino,  M.D.,  Brooklyn 

Director  of  Pathology,  Carson  C.  Peck 
Memorial  Hospital 

In  the  last  few  decades  the  medical  profession 
has  presented  womankind  with  about  thirty- 
five  extra  years  of  life.  Unfortunately,  a tiny 
fraction  of  her  body,  the  ovaries,  are  unable  to 
respond  to  this  gift  and  continue  to  fade  and  die. 
The  additional  years  are  ones  of  relative  or  total 
castration.  This  can  be  avoided  and  effectively 
treated. 

The  percentages  of  superficial,  intermediate, 
and  parabasal  cells  in  the  vaginal  cytogram  are 
quantitatively  valuable  for  estimating  systemic 
estrogen  levels. 

Treatment  of  estrogen  progestogen  defi- 
ciencies— ages  thirty  to  thirty-nine — is  followed 
by  the  treatment  of  the  menopausal  woman  with 
classical  symptoms.  This  is,  in  turn,  followed 
by  the  postmenopausal  castrate  with  four  new 
interesting  refinements. 

Finally,  the  limited  but  important  place  of 
oral  contraceptives  for  the  prevention  and 
treatment  of  the  perimenopause  is  stated. 

2.  Panel  Discussion — Problems  of  the  Preg- 
nant Schoolgirl 

Howard  J.  Osofsky,  M.D.,  Syracuse,  Mod- 
erator 

Assistant  Professor  of  Obstetrics  and 
Gynecology,  State  University  of  New  York 
Upstate  Medical  Center  at  Syracuse 

The  panel  will  deal  with  some  of  the  com- 
plexities involved  in  any  broadly-based  attempt 
to  cope  with  the  special  problems  of  the  pregnant 
schoolgirl.  Emphasis  will  be  placed  on  the 
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medical,  psychological,  environmental,  and 
educational  difficulties  which  can  be  anticipated. 
Possible  solutions  will  be  offered.  Experiences 
gained  in  the  establishment  and  operation  of  an 
interdisciplinary  program  devoted  to  the  care  of 
pregnant  schoolgirls  will  be  shared. 

Panelists 

John  H.  Hagen,  M.D.,  Syracuse  (by 
invitation) 

Associate  Medical  Director,  Young 
Mothers’  Educational  Development  Pro- 
gram (YMED);  Chief  Resident  in 
Obstetrics  and  Gynecology,  State  Uni- 
versity  of  New  York  Upstate  Medical 
Center  at  Syracuse 

Peggy  W.  Wood,  ACSW,  Syracuse  (by 
invitation) 

Director,  Office  of  Public  Health  Social 
Work,  County  of  Onondaga  Department 
of  Health;  Consulting  Social  Worker, 
YMED  Program 

Bernard  Braen,  Ph.D.,  Syracuse  (by 
invitation) 

Associate  Professor  of  Psychiatry,  State 
University  of  New  York  Upstate  Medical 
Center  at  Syracuse;  Consulting  Psy- 
chologist, YMED  Program 
Robert  DiFlorio,  M.A.  Syracuse,  (by 
invitation ) 

Coordinator,  YMED  Program 


3.  Indications  and  Advantages  of  Hystero- 
salpingography 

Alvin  M.  Siegler,  M.D.,  Brooklyn 

Associate  Clinical  Professor  of  Obstetrics 
and  Gynecology,  State  University  of  New 
York  Downstate  Medical  Center 

The  essential  principles  of  good  treatment  are 
based  on  correct  diagnosis.  Hysterosalpin- 
gography  is  a proficient  method  to  ascertain 
structural  and  functional  characteristics  of  the 
uterus  and  tubes. 

In  general  terms,  infertility  and  abnormal 
uterine  bleeding  are  the  main  indications  for 
hysterosalpingography.  It  is  potentially  as 
valuable  a diagnostic  procedure  as  the  x-ray 
study  of  the  bronchial  tree,  the  urinary  system, 
and  the  gastrointestinal  tract. 

Salpingography  not  only  enables  visual 
corroboration  of  anatomically  normal  or  oc- 
cluded tubes  in  infertility  studies  but  also 
delineates  asymptomatic  pathologic  states  which 
preclude  conception.  Such  conditions  are  hy- 
drosalpinx, salpingitis  isthmica  nodosa,  isth- 
mospasm,  and  peritubal  adhesions. 

Hysterography  has  many  potentialities.  It 
reveals  pathologic  conditions  such  as  congenital 
uterine  anomalies  and  intrauterine  adhesions 
which  clinically  may  not  be  obvious.  In- 
trauterine disease  undetected  by  several  curet- 
tages, was  revealed  on  hysterography. 

With  good  technic  and  awareness  of  con- 
traindications, hysterography  and  salpingog- 
raphy offer  maximal  information  in  the  non- 
operative examination  of  the  cavities  of  the 


uterus  and  tubes  with  minimal  discomfort  to  the 
patient. 

4.  Nonpuerperal  Galactorrhea  Following 
Hysterectomy 

Capt.  Harrison  H.  Sheld  (MC)  U.S.  Air 
Force,  Sheppard  Air  Force  Base,  Texas  (by 
invitation) 

Department  of  Surgery,  Obstetric-Gynecol- 
ogy Branch 

Capt.  Larry  S.  Charme  (MC)  U.S.  Air  Force, 
Sheppard  Air  Force  Base,  Texas  (by  invita- 
tion) 

Three  cases  of  nonpuerperal  galactorrhea 
following  hysterectomy  are  presented.  Two  of 
the  patients  had  been  on  oral  progestins  up  until 
the  time  of  surgery;  one  was  not.  One  hundred 
and  four  (104)  consecutive  hysterectomies  per- 
formed at  the  USAF  Hospital  Sheppard, 
Sheppard  AFB,  Texas,  during  the  eighteen 
months  preceding  the  cases  are  analyzed  ac- 
cording to  indication,  anesthesia,  and  the  use  of 
progestins.  The  possible  mechanisms  of  non- 
puerperal galactorrhea  following  hysterectomy 
are  presented,  and  their  applicability  to  the  3 
cases  considered. 

Discussion:  Thomas  F.  Shelley,  M.D., 

Syracuse 

Assistant  Professor  and  Director  of  Section 
on  Endocrinology  and  Metabolism,  De- 
partment of  Obstetrics  and  Gynecology, 
State  University  of  New  York  Upstate 
Medical  Center  at  Syracuse 


SECTION  ON 

Ophthalmology 

Chairman 

Hunter  H.  Romaine,  M.D.,  New  York 

Vice-Chairman 

Dale  B.  Pritchard,  M.D.,  Tompkins 

Secretary Frank  M.  Green,  M.D.,  Queens 

Delegate James  I.  Farrell,  M.D.,  Oneida 

Wednesday,  February  15/9:00  A. M. /Province 
Room,  Fourth  Floor 

1.  Panel  Discussion — Practical  Problems  in 
Plastics 

John  P.  Luhr,  M.D.,  Buffalo,  Moderator 
Chief  Attending  Ophthalmologist,  Mercy 
Hospital,  Kenmore;  Assistant  Professor  of 
Ophthalmology,  State  University  of  New 
York  at  Buffalo,  College  of  Medicine 
Panelists 

Orkan  H.  Stasior,  M.D.,  Albany 

Attending  Surgeon  (Ophthalmology) , 
Veterans  Administration  Hospital;  Clini- 
cal Instructor  in  Ophthalmology,  Albany 
Medical  College  of  Union  University 
J.  Gordon  Cole,  M.D.,  New  York  City 
Attending  Surgeon  and  Director  of 
Plastic  Surgery  (Eye),  New  York  Eye 
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and  Ear  Infirmary;  Associate  Clinical 
Professor  of  Ophthalmology,  New  York 
University  Post-Graduate  Medical  School 

2.  Panel  Discussion  Corneal  Disease  and 
Corneal  Surgery 

Bernard  Kronenberg,  M.D.,  New  York 
City,  Moderator 

Attending  Surgeon  and  Director  of  Oph- 
thalmology, Sydenham  Hospital;  Associate 
Clinical  Professor  of  Ophthalmology,  New 
York  Medical  College,  Flower  and  Fifth 
Avenue  Hospitals 
Panelists 

Jorge  N.  Buxton,  M.D.,  New  York  City 
Attending  Surgeon  and  Director  of 
Ophthalmology  Service  and  Corneal 
Clinic,  New  York  Eye  and  Ear  In- 
firmary;  Chief  of  Corneal  Clinic,  New 
York  Polyclinic  Medical  School  and 
Hospital 

William  M.  McCarty,  M.D.,  Troy 

Attending  Ophthalmologist,  Leonard 
Hospital  and  Samaritan  Hospital 


SECTION  ON 

Orthopedic  Surgery 

Chairman.  . Eugene  R.  Mindell,  M.D.,  Erie 
Secretary . Robert  S.  Siffert,  M.D.,  New  York 

Delegate 

. . .Frederick  Lee  Liebolt,  M.D.,  New  York 

Wednesday,  February  15/2:00  P.M./Room  B,  Albert 
Hall 

1.  Correction  of  Pes  Cavus 

William  W.  Howe,  Jr.,  M.D.,  Rochester 
Associate  Orthopedic  Surgeon,  Strong  Me- 
morial Hospital;  Clinical  Professor  of 
Orthopedic  Surgery,  University  of  Roches- 
ter School  of  Medicine  and  Dentistry 

Discussion:  John  C.  McCauley,  Jr.,  M.D., 
New  York  City 

Orthopedic  Surgeon,  University  and 
Bellevue  Hospitals;  Professor  of  Ortho- 
pedic Surgery,  New  York  University  School 
of  Medicine 

2.  Capsular  Arthroplasty  (Colonna)  — 
Long-Term  Study 

Philip  D.  Wilson,  Jr.,  M.D.,  New  York  City 
Orthopedic  Surgeon,  Hospital  for  Special 
Surgery;  Associate  Professor  of  Clinical 
Surgery  (Orthopedics)  Cornell  University 
Medical  College 

Merrill  A Ritter,  M.D.,  New  York  City 
(by  invitation ) 

Resident  in  Orthopedic  Surgery,  Hospital 
for  Special  Surgery 

This  is  a clinical  study  of  48  patients  followed 
from  two  to  thirty  years  post-Colonna  capsular 


arthroplasty  for  dislocated  hip  disease,  either 
congenital,  septic,  or  paralytic. 

The  indications,  contraindications,  and  opera- 
tive technic  are  reviewed  with  attention  to 
those  points  which  have  been  found  detrimental 
to  a good  result. 

Discussion:  Charles  T.  Ryder,  M.D.,  New 
York  City 

Orthopedic  Surgeon,  Presbyterian  Hospital; 
Associate  Professor  of  Clinical  Orthopedic 
Surgery,  College  of  Physicians  and  Surgeons 
of  Columbia  University 

3.  Film  Cineradiography  of  the  Abnormal 
Cervical  Spine 

J.  William  Fielding,  M.D.,  New  York  City 
Director  of  Orthopedic  Surgery,  Poly- 
clinic Hospital 

The  author  has  had  the  opportunity  to  study 
a series  of  lesions  at  the  atlanto-axial  interval. 
These  lesions  have  been  studied  clinically, 
radiographically,  and  by  cineradiographic  meth- 
ods. 

The  findings  on  plain  films  have  been  cor- 
related with  the  findings  on  the  cineradiographic 
film.  The  amount  of  motion  between  the  first 
and  second  cervical  intervals  in  some  individuals 
was  noted  to  be  excessive,  so  much  so  that  it 
seemed  almost  incompatible  with  life.  The 
value  of  cineradiographic  studies  will  be  stressed, 
and  then-  use  in  selecting  patients  for  operation 
will  be  outlined. 

Discussion:  Alexander  Garcia,  M.D.,  New 
York  City 

Assistant  Attending  Orthopedic  Surgeon, 
Presbyterian  Hospital;  Assistant  Professor 
of  Clinical  Orthopedic  Surgery,  College  of 
Physicians  and  Surgeons  of  Columbia 
University 

4.  Anticoagulants  in  Hip  Surgery 

William  Harris,  M.D.,  Boston,  Massa- 
chusetts (by  invitation) 

Clinical  Associate  in  Orthopedic  Surgery, 
Harvard  Medical  School 

Discussion:  Selvan  Davison,  M.D.,  New 
Y ork  City 

Assistant  Attending  Physician  (Special 
Services)  The  Mount  Sinai  Hospital 
Frederick  R.  Thompson,  M.D.,  New  York 
City 

Director  of  Orthopedic  Surgery,  St.  Luke’s 
Hospital 

5.  Aneurysmal  Bone  Cyst 

Crawford  J.  Campbell,  M.D.,  Albany 

Head  of  Orthopedic  Surgery,  Albany  Medi- 
cal Center  Hospital;  Professor  of  Ortho- 
pedic Surgery,  Albany  Medical  College  of 
Union  University 

Francis  Slowick,  Jr.,  M.D.,  Albany  (by 
invitation) 

Aneurysmal  bone  cyst  is  an  uncommon 
tumor-like  lesion  occurring  principally  in  the 
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long  bones  and  spine  although  it  has  been  found 
in  most  bones  of  the  body.  The  term  aneurys- 
mal bone  cyst  was  first  used  by  Lichtenstein  in 
1950.  The  previously  accepted  term  was 
“aneurysmal  cyst”  proposed  by  Jaffe  and 
Lichtenstein  in  1942  in  a discussion  of  solitary 
unicameral  bone  cyst.  Prior  to  that  time,  much 
confusion  existed  in  the  literature  with  many 
authors  describing  bone  lesions  which  probably 
were  aneurysmal  bone  cysts.  In  these  reports, 
the  lesions  were  called  such  things  as  ossifying 
hematoma,  cancerous  angioma,  and  subperios- 
teal giant  cell  tumor.  Aneurysmal  bonec  yst  is 
benign  but  has  been  confused  with  giant  cell 
tumors  and  even  bone  sarcomas. 

We  have  studied  12  cases  of  aneurysmal  bone 
cysts  seen  at  the  Albany  Medical  Center  Hospi- 
tal from  1945  to  1965.  Our  cases  demonstrate 
many  features  which  are  generally  ascribed  to 
the  lesion  and  yet  show  some  others  which  are 
more  unusual.  The  patients  ranged  in  age 
from  five  to  seventy-five  years  of  age;  6 were 
male,  6 were  female.  Cysts  were  found  to 
occur  in  long  bones,  flat  bones,  the  spine,  and  in 
the  distal  extremity  bones.  In  the  report,  at- 
tention is  focused  on  theories  of  etiology,  and 
one  of  our  cases  is  used  to  illustrate  the  idea 
expressed  by  Jaffe  that  aneurysmal  bone  cyst 
arises  in  or  becomes  engrafted  on  a pre-existing 
bone  lesion. 

In  addition  to  a discussion  of  etiology,  other 
features  such  as  x-ray  appearance,  gross  and 
microscopic  pathology,  treatment,  and  prog- 
nosis will  be  considered,  with  particular  reference 
to  the  cases  in  our  series. 

Discussion:  Raphael  R.  Goldenberg,  M.D., 

Paterson,  New  Jersey  (by  invitation) 

Director  of  Orthopedic  Surgery,  St.  Joseph 
Hospital;  Associate  Professor  of  Clinical 
Orthopedic  Surgery,  New  York  University 
School  of  Medicine 


SECTION  ON 

Otolaryngology 

Chairman Ira  S.  Polisar,  M.D.,  Kings 

Vice-Chairman 

John  P.  Frazer,  M.D.,  Monroe 

Secretary 

Francis  X.  Ipolyi,  M.D.,  Franklin 

Delegate John  F.  Daly,  M.D.,  New  York 

Wednesday,  February  15/9:00  A. M. /Versailles 
Room,  Second  Floor 

1.  Forehead  Flap  Reconstruction  Following 
Resection  of  Extensive  Floor  of  Mouth  and 
Tongue  Cancer 

James  M.  Toomey,  M.D.,  Rochester 

Assistant  Professor  of  Otolaryngology, 
University  of  Rochester  School  of  Medicine 
and  Dentistry;  Assistant  Surgeon,  Strong 
Memorial  Hospital 

A useful  method  to  overcome  the  often  diffi- 


cult problem  of  effective  skin  and  mucous  mem- 
brane closure  following  resection  of  extensive 
floor  of  mouth  and  tongue  cancer  will  be  pre- 
sented. 

2.  Hump  Removal  in  Rhinoplasty 

Norman  E.  Johnson,  M.D.,  Syracuse 

Associate  Professor  of  Otolaryngology, 
State  University  of  New  York  Upstate 
Medical  Center 

A review  of  some  of  the  basic  methods  and 
concepts  of  hump  removal  and  the  presentation 
of  a new  technic  the  author  believes  is  of  some 
interest. 

3.  Ultrasonic  Aerosol  Therapy  of  the  Total 
Respiratory  Tract 

E.  Stewart  Owre,  M.D.,  Brooklyn 

Director,  Department  of  Anesthesiology; 
Consultant,  Respiratory  Care  Unit,  Long 
Island  College  Hospital 

Benjamin  Burbank,  M.D.,  Brooklyn 

Clinical  Professor  of  Medicine,  State 
University  of  New  York  Downstate  Medi- 
cal Center;  Director,  Respiratory  Care 
Unit,  Long  Island  College  Hospital 

During  the  past  year,  the  use  of  ultrasonic 
energy  to  produce  a high-volume,  high-density 
therapeutic  mist,  capable  of  penetrating  from  the 
external  nares  through  the  entire  respiratory 
tract  and  even  through  the  alveoli  into  the 
blood  stream,  has  become  a clinical  reality. 

The  ultrasonic  nebulizer  will  be  compared 
with  standard  forms  of  nebulizers  and  humidi- 
fiers. The  importance  of  proper  humidification 
in  maintaining  the  optimum  physiologic  status 
of  the  entire  respiratory  tract  will  be  empha- 
sized. 

4.  Pulmonary  Complications  Following 
Retained  Foreign  Bodies  and  Trauma  to 
the  Airway 

John  M.  Lore,  M.D.,  Buffalo 

Professor  and  Head,  Division  of  Otolaryn- 
gology, State  University  of  New  York  at 
Buffalo,  School  of  Medicine;  Chief,  Com- 
bined Head  and  Neck  Service,  Buffalo 
General  Hospital 

Unusual  airway  problems  resulting  from  re- 
tained foreign  bodies  and/or  trauma  to  the  air- 
way and  methods  of  handling  these  problems 
will  be  presented. 

5.  Treatment  of  Tumors  of  the  Head  and 
Neck  in  Children 

John  Conley,  M.D.,  New  York  City 

Clinical  Professor  of  Otolaryngology,  Col- 
lege of  Physicians  and  Surgeons  of  Colum- 
bia University;  Chief,  Head  and  Neck 
Service,  St.  Vincent’s  Hospital 

The  classification,  diagnosis,  and  treatment  of 
malignant  tumors  of  the  head  and  neck  in 
children  will  be  presented  and  the  end  results  re- 
viewed. 
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6.  Audiology:  Yesterday,  Today,  and  To- 

morrow 

Scott  N.  Reger,  Ph.D.,  Iowa  City,  Iowa 

(by  invitation) 

Research  Professor  of  Audiology,  Depart- 
ment of  Otolaryngology  and  Maxillofacial 
Surgery,  University  of  Iowa  College  of 
Medicine 

The  tremendous  strides  from  Hieronymus 
Capavacci  to  the  automatic  audiometry  of 
Georg  von  Bekesy  will  be  briefly  outlined.  The 
importance  of  current  concepts  regarding  the 
basic  and  more  sophisticated  audiologic  test 
procedures  now  available  will  be  covered. 
Currently  available  procedures  enabling  the 
differential  diagnosis  of  site  and  type  of  lesion 
will  be  outlined,  and  the  author  will  give  his 
views  on  the  future  development  of  audiologic 
test  procedures  through  research. 

7.  Panel  Discussion — Modern  Practical  Audi- 
ology 

Juergen  Tonndorf,  M.D.,  New  York  City, 

Moderator  (by  invitation ) 

Professor  of  Otolaryngology,  College  of 
Physicians  and  Surgeons  of  Columbia 
University 

The  panel  will  deal  with  the  practical  applica- 
tion of  the  basic  audiologic  test  procedures  in- 
cluding pure-tone  air  and  bone,  the  importance 
of  proper  masking,  and  speech  audiometry  via 
ear  phone  and  free  field.  In  addition,  it  will 
cover  the  various  tests  for  recruitment,  the 
site-of-lesion  battery,  tone  decay,  abnormal 
adaptation  and  fatigue,  and  Bekesy  audiometry. 
The  application  of  all  these  to  diagnosis  and 
consequent  proper  rehabilitation  of  the  hearing- 
handicapped  person  whether  by  means  of  sur- 
gery, medicine,  or  amplification  will  be  stressed. 

Panelists 

Scott  N.  Reger,  Ph.D.,  Iowa  City,  Iowa 
(by  invitation) 

Research  Professor  of  Audiology,  De- 
partment of  Otolaryngology  and  Maxillo- 
facial Surgery,  University  of  Iowa  College 
of  Medicine 

Maurice  H.  Miller,  Ph.D.,  New  York 
City  (by  invitation) 

Assistant  Professor  of  Otolaryngology, 
New  York  University  School  of  Medicine; 
Coordinator,  Hearing  and  Speech  Center, 
Bellevue  and  University  Hospitals 
Alan  S.  Feldman,  Ph.D.,  Syracuse  (by 
invitation) 

Associate  Professor  of  Otolaryngology, 
State  University  of  New  York  Upstate 
Medical  Center;  Director,  Communica- 
tion Disorder  Unit,  University  Hospital 
Roy  F.  Sullivan,  M.A.,  Brooklyn  (by 
invitation) 

Director,  Division  of  Audiology  and 
Audiology  Research  Laboratory,  De- 
partment of  Otolaryngology,  Long  Island 
College  Hospital 


SECTION  ON 

Pathology,  Clinical  Pathology, 
and  Blood  Banking 

Chairman 

Victoria  A.  Bradess,  M.D.,  Westchester 

Vice-Chairman 

Herbert  Derman,  M.D.,  Ulster 

Secretary 

George  K.  Higgins,  M.D.,  New  York 

Delegate John  J.  Clemmer,  M.D.,  Albany 

Thursday,  February  16/2:00  P.M./Room  A,  Albert 
Hall 

1.  Recent  Advances  in  Cancer — Lymphog- 
raphy 

Irving  M.  Ariel,  M.D.,  New  York  City 
Associate  Professor  of  Clinical  Surgery, 
New  York  Medical  College  Flower  and 
Fifth  Avenue  Hospitals;  Attending  Sur- 
geon, Pack  Medical  Group 

2.  Anti-Rh  Agent — Progress  Report 

John  Grant  Gorman,  M.D.,  New  York  City 

(by  invitation) 

Director  of  Blood  Bank,  Presbyterian  Hos- 
pital; Associate  in  Pathology,  College  of 
Physicians  and  Surgeons  of  Columbia  Uni- 
versity 

3.  Emphysema:  Human  and  Experimental 

Oscar  Auerbach,  M.D.,  East  Orange,  New 

Jersey  (by  invitation) 

Clinical  Professor  of  Pathology,  New  York 
Medical  College  Flower  and  Fifth  Avenue 
Hospitals;  Senior  Medical  Investigator, 
Veterans  Administration  Hospital,  East 
Orange,  New  Jersey 


SECTION  ON 

Pediatrics 


Chairman.  . . Thomas  S.  Bumbalo,  M.D.,  Erie 

Vice-Chairman 

Abraham  Gilner,  M.D.,  Kings 

Delegate Frank  A.  Disney,  M.D.,  Monroe 


Tuesday,  February  14/9:00  A. M. /Room  B,  Albert 
Hall 

1.  Basic  Bacteriology  of  Streptococcal  Dis- 
ease 

Henry  D.  Isenberg,  Ph.D.,  New  Hyde  Park 
(by  invitation) 

Microbiologist,  Long  Island  Jewish  Hos- 
pital; Clinical  Associate  Professor  of  Sur- 
gery, State  University  of  New  York  Down- 
state  Medical  Center 
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2.  The  Office  Diagnosis  of  Streptococcal 
Disease 

Frank  A.  Disney,  M.D.,  Rochester 

Clinical  Associate  Professor  of  Pediatrics, 
University  of  Rochester  School  of  Medicine 
and  Dentistry;  Associate  Pediatrician, 
Strong  Memorial  Hospital 

Today  the  diagnosis  of  beta  hemolytic  strepto- 
coccal infections  is  almost  exclusively  an  office 
procedure.  As  adequate  treatment  is  essential 
to  prevent  the  late  complications  of  rheumatic 
fever  and  nephritis,  the  accuracy  of  diagnosis  be- 
comes very  important.  No  one  particular  nor 
any  combination  of  symptoms  and  signs  is 
diagnostic,  but  certain  criteria  will  aid  us.  The 
seasonal  and  family  epidemiology,  the  complaint 
of  sore  throat  with  fever  and  headache,  the 
presence  of  pharyngeal  inflammation  with 
petechiae,  exudate,  enlarged  cervical  glands,  and 
an  elevated  white  blood  count  are  all  highly 
suggestive,  but  still  will  lead  to  the  correct 
diagnosis  in  only  75  per  cent  of  the  patients.  A 
throat  culture  is  necessary  although  it  has  a 
10  per  cent  error. 


3.  Rheumatic  Fever:  Population  at  Risk 

Charlotte  Ferencz,  M.D.,  Buffalo 

Associate  Professor  of  Pediatrics,  State 
University  of  New  York  at  Buffalo  School 
of  Medicine;  Pediatric  Cardiologist,  Ed- 
ward J.  Meyer  Memorial  Hospital 

The  persistent  association  of  rheumatic  fever 
with  poverty  focuses  attention  on  the  under- 
privileged population,  among  whom  measures 
to  raise  the  standard  of  living  may  lead  to  an 
effective  primary  prevention  of  the  disease. 

The  patient  population  of  our  cardiac  clinic  is 
found  to  derive  from  the  very  geographic  area 
of  the  city  identified  by  the  Health  Department 
as  representing  a population  at  high  risk  as  far 
as  health  is  concerned.  A preliminary  survey  of 
socioeconomic,  emotional,  educational,  nutri- 
tional, and  general  health  status  of  the  families 
of  rheumatic  children  reveals  striking  problems 
in  each  of  these  areas.  Possible  epidemiologic 
studies  relative  to  host  factors,  associated  with 
poverty,  and  relevant  to  the  pathogenesis  of 
rheumatic  fever,  are  delineated. 


4.  Poststreptococcal  Nephritis  in  Child- 
hood 

Wallace  W.  McCrory,  M.D.,  New  York 
City  (by  invitation) 

Professor  and  Chairman,  Department  of 
Pediatrics,  Cornell  University  Medical  Col- 
lege 


SECTION  ON 

Physical  Medicine  and  Rehabilitation 

Chairman Henry  Rosner,  M.D.,  Kings 

Vice-Chairman 

Boris  J.  Paul,  M.D.,  Albany 

Secretary . . . .Jane  R.  Winer,  M.D.,  New  York 
Delegate Henry  Fleck,  M.D.,  Bronx 

Thursday,  February  16/9:00  A. M. /Room  A,  Albert 
Hall 

Symposium  and  Panel  Discussion — Manage- 
ment of  the  Patient  with  Transverse  Mye- 
lopathy 

Henry  Rosner,  M.D.,  Brooklyn,  Moderator 
Attending  in  Physical  Medicine  and  Re- 
habilitation, Jewish  Chronic  Disease  Hos- 
pital; Visiting  Physician  in  Physical  Medi- 
cine and  Rehabilitation,  Kings  County 
Hospital 

1.  Acute  Management:  Early  Care  of  the 
Acute  Paraplegic 

Andor  Weiss,  M.D.,  Jamaica 

Director  of  Rehabilitation  Medicine, 
Queens  General  Hospital 

2.  The  Neurogenic  Bladder:  Diagnosis 

and  Treatment 

Pablo  Morales,  M.D.,  New  York  City 
Associate  Clinical  Professor  of  Urology, 
New  York  University  School  of  Medicine 

3.  Restorative  Management  of  the  Para- 
plegic 

A.  Philosophy  and  Concepts  of  Bracing 

Alfred  Abel,  M.D.,  The  Bronx 

Director  of  Rehabilitation  Medicine, 
Veterans  Administration  Hospital 

B.  Plastic  Surgery 

Ross  M.  Campbell,  M.D.,  New  York 
City 

Associate  Professor  of  Plastic  Surgery, 
New  York  University  School  of  Medi- 
cine 

C.  Orthopedic  Reconstruction 

Ralph  Lusskin,  M.D.,  New  York  City 
Associate  Clinical  Professor  of  Ortho- 
pedic Surgery,  New  York  University 
School  of  Medicine 

D.  Neurosurgical  Management  and  Ex- 
perimental Concept 

James  B.  Campbell,  M.D.,  New  York 
City 

Research  Professor  of  Neurosurgery, 
New  York  University  School  of  Medi- 
cine 

4.  Psychosocial  and  Vocational  Goals 

Aaron  Weiss,  Ph.D.,  New  York  City  (by 
invitation) 

Associate  Professor  of  Rehabilitation 
Medicine,  New  York  University  School 
of  Medicine 
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SECTION  ON 

Plastic  and  Reconstructive  Surgery 

Chairman E.  Hoyt  DeKleine,  M.D.,  Erie 

Vice-Chairman 

Joseph  A.  Tamerin,  M.D.,  New  York 

Secretary.  . . .Leonard  E.  King,  M.D.,  Albany 
Delegate Howard  B.  Rasi,  M.D.,  Kings 

Tuesday,  February  14/2:00  P.M./Room  B,  Albert 
Hall 

Symposium — Recent  Advances  in  the  Man- 
agement of  Congenital  Deformities 

E.  Hoyt  DeKleine,  M.D.,  Buffalo,  Mod- 
erator 

Associate  in  Surgery,  State  University  of 
New  York  at  Buffalo,  School  of  Medicine; 
Attending  Surgeon,  Children’s  Hospital 

1.  Clefts  of  Face  and  Mouth 

Robert  M.  McCormack,  M.D.,  Rochester 
Professor  and  Chairman,  Division  of 
Plastic  Surgery,  University  of  Rochester 
School  of  Medicine  and  Dentistry 
The  incidence  of  cleft  lip  and/or  cleft  palate 
in  New  York  State  is  one  in  680  live  births. 
This  makes  it  the  second  most  common  con- 
genital defect  in  live  births.  This  high  inci- 
dence and  the  functional  importance  of  speech, 
dental  occlusion,  and  socially  acceptable  ap- 
pearance demand  careful  planning  over  a long 
period  of  years.  The  total  care  involves  the 
family  physician,  pediatrician,  dentist,  and 
para-medical  personnel  as  well  as  the  plastic 
surgeon.  This  long-term  management  repre- 
sents medical  rehabilitation  of  the  congenitally 
deformed  child  in  the  broadest  sense  of  the 
word.  Modern  methods  of  management  and 
recent  advances  in  the  treatment  of  cleft  lip 
and  cleft  palate  will  be  discussed. 

Discussion:  Richard  H.  Walden,  M.D., 

Hempstead 

Plastic  and  Maxillo-Facial  Surgeon, 
Meadowbrook  Hospital 

2.  External  Ear  Deformities 

John  Marquis  Converse,  M.D.,  New 
Y ork  City 

Lawrence  D.  Bell,  Professor  of  Plastic 
Surgery,  New  York  University  School  of 
Medicine 

Various  congenital  deformities  of  the  auricle 
will  be  reviewed  emphasizing  the  protruding  ear 
and  microtia.  There  will  be  a brief  discussion  of 
technics  for  the  correction  of  the  protruding  ear, 
with  particular  emphasis  on  the  author’s 
tubing  technic.  A report  will  be  made  on 
progress  in  the  reconstruction  of  the  congenitally 
absent  ear  describing  the  various  stages  em- 
ployed, the  time  interval  between  stages,  and 
the  actual  technics  employed. 

Discussion:  Michael  L.  Lewin,  M.D.,  New 
York  City 

Plastic  Surgeon-in-Charge,  Montefiore  Hos- 
pital, The  Bronx 


3.  Recent  Advances  in  the  Surgical 
Treatment  of  Deformities  of  the  Upper 
Extremity 

Arthur  J.  Barsky,  M.D. 

Professor  of  Plastic  Surgery,  Albert  Ein- 
stein College  of  Medicine  of  Yeshiva 
University;  Attending  Plastic  Surgeon, 
The  Mount  Sinai  Hospital 
This  report  will  review  the  recent  advances  in 
the  surgical  treatment  of  anomalies  of  the  hand 
and  forearm.  It  will  be  clinically  oriented  and 
a variety  of  conditions  will  be  discussed. 

Discussion:  William  P.  Whalen,  M.D., 

New  York  City 

Chief  of  Plastic  Surgery,  St.  Vincent’s 
Hospital  and  Medical  Center 

SECTION  ON 

Preventive  Medicine  and 
Public  Health 

Chairman 

Robert  E.  Rothermel,  M.D.,  New  York 

Vice-Chairman 

Jack  J.  Goldman,  M.D.,  Westchester 

Secretary . . James  J.  Quinlivan,  M.D.,  Albany 
Delegate Milton  Tully,  M.D.,  Steuben 

Tuesday,  February  14/2:00  P.M. /Versailles  Room, 
Second  Floor 

Symposium  and  Panel  Discussion — Local  Prob- 
lems Met  in  New  Medical  Care  Programs 

Robert  E.  Rothermel,  M.D.,  New  York 
City 

Director  of  Professional  Education,  New 
York  City  Department  of  Health 

1.  The  Practicing  Physician 

Robert  E.  Westlake,  M.D.,  Syracuse 
Attending  Physician,  University  and 
Memorial  Hospitals 

The  implementation  of  Title  19  of  Public 
Health  Law  89-97,  especially  in  New  York 
State,  has  produced  a useful  contrast  to  that  of 
Title  18-Part  B of  the  same  law.  The  latter 
offers  a flexible  indemnity  program  with  a 
minimum  of  outpatient  and  a moderate  amount 
of  inpatient  quality  control.  The  former,  the 
Title  19  implementation,  has  offered  consider- 
able opportunity  for  quality  control  with  a 
minimum  of  physician-determined  regulations 
and  a less  than  usual  fee  schedule.  The  medical 
economic  result  will  be  commented  upon. 

2.  The  Hospital  Administrator 

Jerome  F.  Peck,  Jr.,  Mount  Kisco  (by 
invitation) 

Administrator,  North  Westchester  Hos- 
pital 

3.  The  County  Health  Officer 
William  E.  Mosher,  M.D.,  Buffalo 

Commissioner  of  Health,  Erie  County 
Health  Department 
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4.  The  City  Health  Department 

Howard  J.  Brown,  M.D.,  New  York  City 
Commissioner  of  Health,  City  of  New 
York 

5.  The  Welfare  Officer 

Mitchell  I.  Ginsberg,  New  York  City 
( by  invitation) 

Commissioner  of  Welfare,  City  of  New 
York 

Panelists 

Waring  Willis,  M.D.,  Bronxville 

Past  President,  Medical  Society  of  the 
State  of  New  York 
Robert  P.  Whalen,  M.D.,  Albany 

Deputy  Commissioner,  Community 
Health  and  Hospital  Affairs,  New  York 
State  Department  of  Health 


SECTION  ON 

Radiology 

Chairman.  . . .Charles  Bernstein,  M.D.,  Erie 

Vice-Chairman 

E.  Robert  Heitzman,  M.D.,  Onondaga 

Secretary Kent  Ellis,  M.D.,  New  York 

Delegate John  F.  Roach,  M.D.,  Albany 

Monday,  February  13/2:00  P.M./Room  A,  Albert 
Hall 

1.  Roentgen  Diagnosis  of  Facial  Bone 
Trauma 

Herbert  R.  Zatzkin,  M.D.,  East  Meadow 
Director,  Department  of  Radiology, 
Meadowbrook  Hospital 

2.  The  Value  of  Radioisotope  Scanning  in 
the  Diagnosis  of  Abdominal  Disease 

John  G.  McAfee,  M.D.,  Syracuse 

Professor  and  Chairman,  Department  of 
Radiology,  State  University  of  New  York 
Upstate  Medical  Center  at  Syracuse 

3.  The  Radiographic  Manifestations  of 
Cervical  Spondylosis 

Eugene  V.  Leslie,  M.D.,  Buffalo 

Associate  Clinical  Professor  of  Radiology, 
State  University  of  New  York  at  Buffalo, 
School  of  Medicine 

Cervical  spondylosis  is  a chronic,  commonly 
progressive  degeneration  of  the  intervertebral 
disks,  with  which  is  frequently  associated  an 
osteophytosis  of  the  adjacent  vertebrae.  After 
middle  life  this  entity  is  ubiquitous  and,  in  a 
high  percentage  of  cases,  is  associated  with 
clinical  findings,  either  orthopedic  or  neurologic. 
The  plain  radiographic,  myelographic,  and 
angiographic  findings  germane  to  cervical 
spondylosis  will  be  presented.  With  proper 
clinicoradiologic  correlation  many  patients  can 
be  appropriately  selected  for  definitive  therapy. 


4.  Evaluation  of  Diagnostic  Roentgeno- 
graphic  Signs  of  Breast  Disease 

James  T.  De  Luca,  M.D.,  Glen  Cove 

Mammography  Consultant,  U.S.  Public 
Health  Service;  Attending  Radiologist, 
The  Community  Hospital 

Experience  from  a large  number  of  patients 
discloses  that  the  roentgenographic  signs  are 
reliable  diagnostically  if  the  basic  understanding 
of  the  limitations  of  the  roentgen  signs  be  un- 
derstood relative  to  the  disease  states  of  the 
breast  which  they  represent. 

The  purpose  of  this  report  is  to  define  these 
roentgen  signs  clearly  as  they  are  seen  in  be- 
nign and  neoplastic  diseases  of  the  breast. 

Discussion:  Philip  Strax,  M.D.,  Elmhurst 
Consultant  in  Radiology,  City  Hospital 
Center 


SECTION  ON 

Space  Medicine 

Chairman 

C.  D.  J.  Generales,  M.D.,  New  York 

Vice-Chairman 

Nathaniel  E.  Reich,  M.D.,  Brooklyn 

Secretary . . . Levon  Bedrosian,  M.D.,  Albany 

Delegate 

Antonio  A.  Versaci,  M.D.,  Schenectady 

Monday,  February  13/2:00  P.M./Room  B,  Albert 
Hall 

Eighth  Annual  Symposium  on  Space  Medicine — • 

Anno  X of  Space  Exploration 

Opening  Remarks:  Gen.  Jack  Bollerud 

(MC)  U.S.  Air  Force,  Washington,  D.C.  ( by 
invitation ) 

Acting  Director  of  Space  Medicine,  Na- 
tional Aeronautics  and  Space  Administra- 
tion 

1.  Space  Technology  in  Medicine 

Arra  S.  Avakian,  Ph.D.,  Washington, 
D.C.  (by  invitation) 

Director,  Aerospace  Corporation,  Eas- 
tern Division 

Medicine  is  potentially  a substantial  bene- 
ficiary of  space  technology.  However,  the 
bounty  is  slow  to  come  about.  Examples  will 
be  given  of  disciplinary  categories  in  space 
technology  that  show  the  greatest  promise  of 
shedding  light  on  medicine,  such  as:  systems 
analysis,  system  synthesis,  decision  making,  and 
technical  management.  Ways  in  which  medi- 
cine’s share  of  the  prosperity  in  space  tech- 
nology can  be  enhanced  will  be  discussed. 

2.  Applied  Physiologic  Biotelecommuni- 
cations in  Ovarian  Function  (Primate) 

Howard  Balin,  M.D.,  Philadelphia,  Penn- 
sylvania (by  invitation) 
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Assistant  Professor  of  Obstetrics  and 
Gynecology,  University  of  Pennsylvania 
School  of  Medicine;  Chief,  Gynecic 
Research  Department,  Division  of  Ob- 
stetrics and  Gynecology.  Pennsylvania 
Hospital 

Robert  M.  Goodman,  Philadelphia,  Penn- 
sylvania (by  invitation) 

Manager,  Bioinstrumentation  Labora- 
tory, Franklin  Institute  Laboratories; 
Senior  Biomedical  Engineer,  Gynecic 
Research  Department,  Division  of  Ob- 
stetrics and  Gynecology,  Pennsylvania 
Hospital 

By  utilization  of  in  situ  telemetric  devices, 
variations  have  been  explored  toward  a technic 
of  continuous  monitoring  of  graffian  follicle 
growth  and  ovulation.  Our  analyses  to  date 
tend  to  show  that  there  are  subtle  differences  in 
the  “circadian”  or  twenty-four-hour  tempera- 
ture patterns  of  different  days  of  the  ovulatory 
cycle. 

3A.  Building  A City  on  the  Moon 

Dan  Q.  Posin,  Ph.D.,  Chicago,  Illinois 
(by  invitation) 

Professor  of  Physics,  DePaul  University 

Situations  are  developed  which  make  it  possi- 
ble for  earth  people  to  work  and  live  on  the 
moon.  The  following  problems  are  considered: 
environment,  power  from  nuclear  reactors  and 
through  “electron  farming,”  protection  from 
meteors,  transportation,  moon  industry,  scien- 
tific investigations,  recreation,  and  city  services — 
fire  department,  parks,  schools,  communication, 
and  visits  to  earth  and  other  planets. 

3B.  Medico-Biologic  Aspects  Relative  to 

Selenologic  Ecology 

Constantine  D.  J.  Generales,  M.D., 
New  York  City 

Research  Associate,  The  Mount  Sinai 
Hospital;  Consultant  in  Space  Medicine 
Affairs,  David  Sarnoff  Research  Center, 
Radio  Corporation  of  America,  Princeton, 
New  Jersey 

Wherever  man  goes,  medicine  will  surely 
accompany  him.  The  new  physician,  trained 
in  many  disciplines,  will  have  a great  deal  to 
contribute,  not  only  in  helping  to  create  locally 
on  the  moon  and  other  planets  an  artificial 
livable  environment,  but  also  to  cope  with 
diseases  and  ailments  of  different  symptoms 
uncommon  to  earth  dwellers.  Of  all  the 
hazards,  hypogravity  will  remain  the  biggest 
problem.  The  very  nature  of  man  will  be 
involved  in  a change. 

4.  Man’s  Twenty-Four-Hour  Clock 

Curt  Richter,  Ph.D.,  Baltimore,  Mary- 
land (by  invitation) 

Professor  Emeritus  of  Psychobiology, 
Johns  Hopkins  University  School  of 
Medicine 

The  role  played  by  the  twenty-four-hour 
clock  in  determining  geographic  adjustments  of 


primates  and  man,  including  some  new  in- 
sights, will  be  discussed. 

5.  Characteristics  of  Unattached  Sensor 
Technics — “Medichair” 

Mylen  E.  Fitzwater,  Ph.D.,  Palo  Alto, 
California  (by  invitation) 

Staff  Scientist  and  Manager,  Bioastro- 
nautics, Advanced  Space  Technology 
Department,  Phil  co-Ford  Corporation 
Technics  have  been  developed  to  acquire 
physiologic  information  from  astronauts  in  a 
shirtsleeve  environment,  thus  enabling  sensors 
and  electronics  to  be  built  into  the  spacecraft 
rather  than  requiring  body  harness,  biotelem- 
etry, or  attachment  of  wires.  “Medichair”  is 
a chair  instrumented  to  demonstrate  the  ease 
of  data  acquisition  including  patient  moni- 
toring, screening,  interpersonal  communication, 
and  integration  into  automated  systems.  This 
device  will  interest  both  the  generalist  and 
specialist. 

6.  Internal  Energy  Sources  for  Im- 
planted Devices 

J.  J.  Konikoff,  B.S.,  Philadelphia,  Penn- 
sylvania (by  invitation) 

Systems  Engineer,  General  Electric  Com- 
pany 

Although  miniature  batteries  are  doing  an 
effective  job  in  various  prosthetic  devices  such 
as  cardiac  pacemakers,  diaphragm  simulators, 
and  artificial  limbs,  their  limited  life  requires 
periodic  replacement.  New  technics  involv- 
ing the  body’s  bioelectric  and  myoelectric  po- 
tentials, diaphragm  excursions,  and  implanted 
fuel  cells,  having  outputs  up  to  1,000  microvolts 
and  '/ 2 volt,  will  be  discussed. 


SECTION  ON 

Surgery 


Chairman.  . John  H.  Morton,  M.D.,  Monroe 

Vice-Chairman 

. . Alfred  M.  Markowitz,  M.D.,  New  York 

Secretary Sidney  M.  Schaer,  M.D.,  Erie 

Delegate 

James  H.  Cosgriff,  Jr.,  M.D.,  Erie 


Monday,  February  13/2:00  P.M. /Versailles  Room, 
Second  Floor 


1.  Congenital  Abnormalities  of  the  Aortic 
Arch 

Earle  B.  Mahoney,  M.D.,  Rochester 

Professor  of  Surgery,  University  of  Roches- 
ter School  of  Medicine  and  Dentistry 


58  New  York  State  Journal  of  Medicine  / January  1,  1967 


2.  Management  of  Acute  Deep  Venous 
Thrombosis 

James  A.  DeWeese,  M.D.,  Rochester 

Associate  Professor  of  Surgery,  University 
of  Rochester  School  of  Medicine  and  Den- 
tistry 


3.  Correction  of  Abnormalities  of  the  Ce- 
liac and  Superior  Mesenteric  Arteries 

Clay  E.  Phillips,  Jr.,  M.D.,  Rochester 
Clinical  Instructor  in  Surgery,  University 
of  Rochester  School  of  Medicine  and  Den- 
tistry 


4.  Evaluation  of  Renovascular  Hyperten- 
sion 

Harry  C.  Miller,  M.D.,  Rochester 

Assistant  Professor  of  Surgery  (Urology), 
University  of  Rochester  School  of  Medicine 
and  Dentistry 


5.  The  Management  of  Arterial  Trauma 

Wheelock  A.  Southgate,  M.D.,  Rochester 
Chief  of  Surgery,  The  Genesee  Hospital 


6.  Post  Traumatic  Vasospastic  Disorders  of 
the  Hand 

Lester  M.  Cramer,  M.D.,  Philadelphia, 
Pennsylvania  ( by  invitation) 

Professor  of  Plastic  Surgery,  Temple  Uni- 
versity Medical  School 


7.  Management  of  Acutely  Bleeding 
Esophageal  Varices 

Seymour  I.  Schwartz,  M.D.,  Rochester 
Associate  Professor  of  Surgery,  University 
of  Rochester  School  of  Medicine  and  Den- 
tistry 


8.  Surgical  Treatment  of  Stroke 

Richard  Satran,  M.D.,  Rochester 

Assistant  Professor  of  Neurology,  Univer- 
sity of  Rochester  School  of  Medicine  and 
Dentistry 


SECTION  ON 

Urology 

Chairman  Hobart  L.  Boyd,  M.D.,  Monroe 

Vice-Chairman 

John  H.  McGovern,  M.D.,  New  York 

Secretary Imre  V.  Magoss,  M.D.,  Erie 

Delegate.  . . E.  Craig  Coats,  M.D.,  New  York 

Thursday,  February  16/9:00  A.M./Room  B,  Albert 
Hall 

1.  The  Case  for  Nephrectomy  in  the  Treat- 
ment of  Renal  Tuberculosis 

A.  David  Beck,  M.D.,  Albany  ( by  invitation) 

2.  Symposium  and  Panel  Discussion — The 

Neurologic  Bladder 

Donald  F.  McDonald,  M.D.,  Rochester, 
Moderator 

Professor  and  Chairman,  Department  of 
Urology,  University  of  Rochester  School  of 
Medicine  and  Dentistry 

A.  Experimental  Aspects  of  the  Electrical 
Stimulation  of  the  Mammalian  Bladder 

William  J.  Staubitz,  M.D.,  Buffalo 

Professor  of  Urology,  State  University  of 
New  York  at  Buffalo,  School  of  Medicine 

B.  The  Neurogenic  Bladder:  Diagnosis 

and  Management  in  a General  Hospital 

Sandor  H.  Wax,  M.D.,  Rochester 

Assistant  Professor  of  Urology,  Uni- 
versity of  Rochester,  School  of  Medicine 
and  Dentistry 

The  author’s  experience  in  managing  patients 
with  neurogenic  disturbances  of  the  bladder  will 
be  reviewed.  Points  stressed  will  be  the  initial 
catheter  care,  the  use  of  parenteral  and  topical 
antibiotics,  and  the  control  of  calcium  excretion. 
Diagnostic  studies  to  evaluate  both  morphologic 
and  functional  changes  in  the  genitourinary 
tract  will  be  discussed.  Finally  the  role  of 
bladder  training,  surgical  procedures,  and  drag 
therapy  in  arriving  at  a catheter-free  state  will 
be  considered. 

C.  Surgery  of  the  Neurogenic  Bladder 

Imre  V.  Magoss,  M.D.,  Buffalo 

Associate  Professor  of  Urology,  State 
University  of  New  York  at  Buffalo, 
School  of  Medicine 

D.  Pathophysiologic  Responses  to  Filling 
and  Correction  of  the  Neurogenic  Bladder 

Arthur  S.  Abramson,  M.D.,  The  Bronx 
Professor  and  Chairman,  Department  of 
Rehabilitation  Medicine,  Albert  Einstein 
College  of  Medicine  of  Yeshiva  Univer- 
sity 
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OF  THE  STATE 
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Annual  Dinner  Dance 

in  honor  of 


WEDNESDAY 

FEBRUARY  15,  1967 


JAMES  M.  BLAKE,  M.D. 

President 


IMPERIAL  BALLROOM 
AMERICANA 
OF  NEW  YORK 

Seventh  Avenue 
and  52nd  Street 
New  York  City 


Reception  at  7:00  p.m. 
Superlative  Dinner 
Music  by  Ben  Cutler 
Dress  Optional 
Subscription  $20  Per  Person 


RESERVATION  BLANK 

make  checks  payable  to: 

Medical  Society  of  the  State  of  New  York 

750  Third  Avenue 

New  York,  New  York  10017 

Please  send tickets  for  the  Annual  Dinner  Dance  on  February  15,  1967. 
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1967  ANNUAL  CONVENTION 


Scientific  Exhibits 


Royal  Ballroom  and  Princess  Ballroom, 

Second  Floor 


ALBERT  H.  DOUGLAS,  M.D.,  Jamaica,  Chairman 
FRANCIS  P.  BILELLO,  M.D.,  Glen  Cove 
FRED  W.  BUSH,  M.D.,  Rochester 
FREDERICK  LEE  LIEBOLT,  M.D.,  New  York  City 
ARTHUR  Q.  PENTA,  M.D.,  Schenectady 
BEVERLY  C.  SMITH,  M.D.,  New  York  City 
FRANK  RAYMOND  SMITH,  M.D.,  New  York  City 


Scientific  Exhibits 

Awards  will  be  made  in  two  groups: 

Group  I:  Awards  are  made  for  exhibits  of  in- 
dividual investigation  which  are  judged  on  the 
basis  of  originality  and  excellence  of  presenta- 
tion. 

Group  II:  Awards  are  made  for  exhibits  which 
do  not  exemplify  purely  experimental  studies 
and  which  are  judged  on  the  basis  of  presenta- 
tion and  correlation  of  data. 

Routine  Immunohistology  as  an  Aid  in 
Diagnosis  and  Therapy  of  Renal  Diseases 
Kurt  Lange,  M.D. 

New  York  Medical  College,  Flower  and 
Fifth  Avenue  Hospitals,  New  York  City 
One  hundred  eighty-five  kidney  biopsies  on 
patients  with  renal  diseases  were  examined  by 
the  immunofluorescent  technic  for  the  presence 
of  7-S  7-globulin,  complement  and  its  compo- 
nents, and  varying  streptococcal  endo-  and  exo- 
toxins. All  of  them  were  also  studied  by  routine 
histology  and  most  of  them  by  electronmicros- 
copy  and  compared  to  the  clinical  and  labora- 
tory results. 

Immunohistology  appears  to  be  a valuable 
differential  diagnostic  and  prognostic  tool  in 
renal  diseases  (Booth  201). 

Bacteriologically  Positive  Tuberculin  Con- 
vertors with  Negative  Roentgenograms 
Donald  C.  Kent,  M.D. 

Vernon  Hour,  M.D. 

Joseph  W.  Sokolowski,  M.D. 

U.S.  Naval  Hospital,  St.  Albans 
The  Navy  program  of  follow-up  of  tuberculin 
skin  test  convertors  includes  appropriate  bac- 
teriologic  examinations  of  sputum  and  gastric 
cultures  for  Mycobacterium  tuberculosis.  The 
exhibit  deals  with  a report  of  17  patients  with 


positive  cultures  and  negative  x-rays.  The  im- 
portance of  this  group  as  a public  health  hazard 
is  considered  (Booth  202). 

Intensive  Study  and  Treatment  of  Shock  in 
Man 

Robert  M.  Hardaway,  III,  M.D. 

Paul  M.  James,  Jr.,  M.D. 

Robert  W.  Anderson,  M.D. 

Carl  E.  Bredenberg,  M.D. 

Walter  Reed  Army  Institute  of  Research, 
Washington,  D.C. 

The  “shock  unit”  intensively  studies  and 
treats  refractory  shock  in  man  due  to  wounds, 
hemorrhage,  infection,  and  so  forth.  Technics 
and  results  of  treatment  are  shown.  Unique 
studies  are  the  routine  use  of  pulmonary  artery 
pressure  to  govern  volume  administration,  the 
use  of  vasodilators,  and  special  study  of  coagu- 
lation defects  resulting  from  disseminated  intra- 
vascular coagulation  (Booth  203). 

Human  Growth  Hormone 

Robert  Blizzard,  M.D. 

National  Institute  of  Arthritis  and  Meta- 
bolic Diseases,  Bethesda,  Maryland 

The  diagnosis  and  differential  diagnosis  of 
dwarfism  are  reviewed.  The  considerable  ac- 
complishments of  recent  research  on  the  physi- 
ology and  biochemistry  of  human  growth  (HGH) 
are  presented  as  they  bear  on  the  experimental 
treatment  of  hypopituitarism  and  other  causes 
of  dwarfism  (Booth  204). 

Diagnosis  and  Treatment  of  Juvenile  Rheu- 
matoid Arthritis 

Joseph  H.  Patterson,  M.D. 

W.  Ronald  Tipton,  M.D. 

E.  Stephen  Edwards,  M.D. 

Henrietta  Egleston  Hospital  for  Children, 
Emory  University  School  of  Medicine,  At- 
lanta, Georgia 

The  usual  course  of  juvenile  arthritis  is  varia- 
ble. Diagnosis  is  often  difficult.  The  response 
to  medication  is,  in  part,  subjective,  and  it  is 
influenced  by  concurrent  physical  therapy,  as 
well  as  psychogenic  and  environmental  factors. 
The  exhibit  presents  a study  of  the  diagnosis, 
treatment,  and  clinical  progress  of  45  children 
of  different  ages,  with  various  stages  of  juvenile 
rheumatoid  arthritis  of  all  grades  and  severity. 
The  diagnoses  were  primarily  clinical  ones  and 
were  based  on  careful  evaluation  of  each 
patient’s  history,  physical  examination,  and  an 
observation  period  of  at  least  three  weeks. 
Appropriate  laboratory  studies  including  blood 
counts,  protein  electrophoresis,  latex  floccula- 
tion, sedimentation  rate,  antistreptolysin  titer, 
lupus  erythematosus  preparations,  blood  urea 
nitrogen,  serum  glutamic  oxalopyruvic  trans- 
aminase, and  bone  marrow  examinations  were 
obtained  on  many  patients.  Treatment  of  juve- 
nile rheumatoid  arthritis  was  individualized  to 
obtain  the  best  response.  Salicylates,  corticos- 
teroids, and  nonsteroidal  anti-inflammatory 
agents  were  prescribed  as  well  as  appropriate 
supportive  measures.  The  limitations  and  ad- 
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vantages  of  these  measures  were  noted.  Re- 
sponse to  therapy  was  judged  by  relief  of  pain, 
improved  function,  and  absence  of  exacerba- 
tions. Concurrent  physical  therapy  and  other 
measures  were  an  important  part  of  the  treat- 
ment (Booth  205). 

Fractures  of  the  Ankle 

Robert  L.  Clarke,  M.D. 

Regional  Committee  on  Trauma,  American 
College  of  Surgeons,  New  York  City 

Ligamentous  and  bony  injuries  of  the  ankle, 
with  particular  reference  to  the  nature  of  the 
injury,  diagnosis,  and  treatment,  are  presented 
(Booth  206). 

Nonfracture  Cervical  Injuries 

Mauhmod  Mourad,  M.D. 

Edward  J.  Meyer  Memorial  Hospital,  Buf- 
falo 

Henry  V.  Morelewicz,  M.D. 

Mount  View  Hospital,  Lockport 

The  exhibit  describes  the  anatomy  of  cervical 
area  with  the  components  of  soft  tissues;  the 
mechanism  by  which  trauma  occurs  to  the  cer- 
vical area  on  impact  of  one  car  against  the  other; 
and  a study  of  200  cases  treated  by  the  authors 
as  to  the  type  of  treatment  and  results  of  pain 
with  an  analysis  of  the  findings  on  these  cases 
(Booth  207). 

Gout 

L.  Maxwell  Lockie,  M.D. 

Buffalo 

Gout  always  brings  to  mind  recurring  severe 
episodes  of  painful  arthritis.  It  is  encouraging 
to  know  that  during  the  past  fifteen  years,  with 
appropriate  therapy,  the  number  and  severity 
of  these  attacks  are  markedly  diminished. 
Gouty  episodes  are  aborted  or  brought  under 
control  promptly.  It  is  rare  that  a gouty 
patient  is  unable  to  carry  out  his  usual  daily 
activities  or  that  he  loses  any  time  from  work. 
The  serum  uric  acid  is  maintained  within  a 
normal  range,  and  urate  salts  are  not  deposited 
in  body  tissues.  The  important  diagnostic  and 
therapeutic  procedures  are  illustrated  (Booth 
208). 

A New  Antimycobacterial  Drug:  Efficacy, 
Toxicity,  and  Bacterial  Resistance 

Marjorie  M.  Pyle,  M.D. 

J.  de  la  Huerga,  M.D. 

Ralph  Hubble,  Ph.D. 

Chicago  State  Tuberculosis  Sanitarium, 
Chicago,  Illinois 

A new  drug,  ethambutol,  exhibited  impressive 
activity  against  mycobacteria,  including  strep- 
tomycin- and  isoniazid-resistant  tubercle  bacilli 
and  M.  kansasii.  In  a five-year  clinical  study 
involving  209  patients,  ethambutol  was  used 
alone  or  in  combination  with  cycloserine  in  95 
retreatment  cases.  Ethambutol  resistance  oc- 
curred in  38  per  cent  of  the  patients  treated 
with  ethambutol  alone.  Results  were  much  im- 
proved by  giving  the  drug  in  combination  with 


cycloserine  in  high  doses.  In  114  cases  of  initial 
treatment,  ethambutol  was  given  in  combina- 
tion with  isoniazid  or  with  both  streptomycin 
and  isoniazid.  Sputum  conversion  (by  culture) 
occurred  within  six  months  in  100  per  cent  of 
the  cases.  Bacterial  resistance  did  not  occur 
in  any  case. 

Ethambutol  has  been  administered  orally 
once  a day.  The  drug  has  been  well  tolerated, 
the  only  adverse  reaction  consisting  of  several 
cases  of  visual  toxicity  which  proved  to  be 
dose-related  and  reversible.  With  a dose  of  20 
to  30  mg.  per  kilogram  of  body  weight,  visual 
toxicity  occurred  in  5 (3.6  per  cent)  of  137  cases. 
With  a dose  of  15  to  20  mg.  per  kilogram,  there 
has  been  no  toxicity  in  42  cases. 

It  is  concluded  that  ethambutol,  in  combina- 
tion with  other  effective  antimycobacterial 
drugs,  should  be  useful  in  both  retreatment  and 
initial  treatment  cases  (Booth  209). 

The  Effect  of  Anticholinergic  Drugs  on  Gas- 
tric Motility  and  Pyloric  Function 

Harry  Barowsky,  M.D. 

Lawrence  S.  Greene,  M.D. 

G.  Buganza,  M.D. 

New  York  Medical  College,  Metropolitan 
Hospital  Center,  New  York  City 

Cinefibergastroscopic  and  intragastric  photog- 
raphy observations  of  the  effect  of  the  intra- 
venous administration  of  propantheline  bro- 
mide, atropine  sulfate,  and  merperidine  hydro- 
chloride on  antral  motor  activity  and  pyloric 
function  were  carried  out  in  50  patients.  Of  the 
drugs  studied,  propantheline  bromide  and  atro- 
pine sulfate  were  able  to  produce  complete  ces- 
sation of  gastric  motor  activity.  In  addition, 
both  drugs  caused  the  pylorus  to  stay  open. 
These  findings  have  several  clinical  implications 
(Booth  210). 

Diagnosis  and  Treatment  of  Osteoarthritis 

Bernard  M.  Norcross,  M.D. 

Salvatore  R.  LaRona,  M.D. 

State  University  of  New  York  at  Buffalo, 
School  of  Medicine,  Buffalo 

Osteoarthritis  (degenerative  joint  disease),  a 
most  frequent  cause  of  joint  complaints,  con- 
sists primarily  of  degeneration  of  articular  car- 
tilage. Genetic  or  metabolic  factors,  as  yet  un- 
known, rather  than  the  concept  of  “wear  and 
tear”  may  be  the  probable  cause.  The  etiology, 
diagnosis,  pathology,  and  therapy  of  this  often 
mismanaged  rheumatic  disease  are  presented. 

The  pathologic  conditions  of  the  hip  joint  are 
graphically  presented  employing  a third-dimen- 
sional model  illustrating  eburnation  of  exposed 
bone,  erosion  of  articular  cartilage,  bony  exos- 
tosis, and  inflamed  hypertrophied  membrane. 
The  diseases  of  the  lumbar  spine  and  proximal 
interphalangeal  and  first  metacarpal  joints  are 
illustrated  by  representative  x-ray  films. 

Although  the  pathologic  changes  are  irreversi- 
ble, the  therapeutic  measures  used  to  effect  a 
prolonged  improvement  of  this  painful  and  dis- 
abling disease  are  presented  in  detail  (Booth 
211). 
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The  Cardiopulmonary  Laboratory 

Charles  A.  Bertrand,  M.D. 

Sheldon  V.  Smith,  M.D. 

Marie  Lopez 

Roosevelt  Hospital,  New  York  City 

The  exhibit  will  show  how  a modern  cardio- 
pulmonary laboratory  functions.  Several  major 
areas  of  study  will  be  demonstrated:  cardiac 

catheterization,  catheter  pacemaking,  angio- 
cardiography, cardioversion,  and  pulmonary 
function  (Booth  212). 

Hemodialysis  at  Home 

Norman  Deane,  M.D. 

Ginette  B.  Jacob,  M.D. 

Peter  A.  Missier,  M.D. 

Lenox  Hill  Hospital,  New  York  City 

Intermittent  hemodialysis  can  maintain  ac- 
tive life  in  patients  with  renal  failure.  The 
high  cost  of  institutional  treatment  and  limited 
facilities  make  home  dialysis  a solution  for  se- 
lected patients.  Three  methods  for  hemodialysis 
at  home  are  compared  in  regard  to  physical  re- 
quirements for  performance,  relative  effective- 
ness, and  cost  (Booth  213). 

Morbid  Sequelae  of  Sickle  Cell  Trait 

Shirley  Rubler,  M.D. 

Renee  A.  Fleischer,  M.D. 

Long  Island  Jewish  Hospital,  Queens  Hos- 
pital Center  Affiliation,  Jamaica 

Four  cases  of  sudden  deaths  in  patients  with 
sickle  cell  trait  are  presented,  featuring  pulmo- 
nary thromboembolism  and  an  obscure  cardio- 
myopathy, as  well  as  clinicopathologic  correla- 
tions with  a scheme  for  possible  etiologic  de- 
velopment of  this  previously  undescribed  entity 
(Booth  214). 

Adverse  Reactions  to  Drugs 

American  Medical  Association 
Chicago,  Illinois 

This  exhibit  familiarizes  physicians  with  the 
operation  of  the  Registry  on  Adverse  Reactions 
and  encourages  doctors  to  submit  reports  of 
drug-associated  reactions.  A collection  of 
colored  slides  dramatizes  the  possible  causal 
relationship  between  the  use  of  drugs  or  chemi- 
cals and  development  of  reactions.  Special 
brochures  discussing  possible  adverse  reactions 
to  drugs  used  by  specialty  groups — nephrol- 
ogists, dermatologists,  anesthesiologists,  and  so 
forth,  as  well  as  general  practitioners — are 
available  (Booth  215). 

Prevention  of  Superficial  Cutaneous  Infec- 
tions 

Robert  R.  Leonard, M.D. 

U.S.  Army  Hospital,  West  Point 

This  exhibit  presents  data  showing  efficacy 
of  exclusive  antibacterial  soap  bar  usage  versus 
that  of  its  control  in  prophylaxis  of  cutaneous 
infections.  Data  were  obtained  from  a study  of 
1,083  cadets  at  the  United  States  Military 
Academy,  West  Point  (Booth  216). 


Computer-Oriented  Hospital  Information 
System 

Elemer  R.  Gabrieli,  M.D. 

Harry  W.  Hale,  M.D. 

John  W.  Kostecki,  M.D. 

Edward  J.  Meyer  Memorial  Hospital,  Buf- 
falo 

Within  the  hospital  system,  points  of  informa- 
tion and  decision  are  identified  in  statu  nascendi 
and  recorded  for  computer  handling.  These 
data  are  then  rapidly  transmitted  to  the  per- 
tinent subsystems,  resulting  in  predictions 
which  improve  coordination  and  speed  service. 
The  admission  and  blood  bank  subsystems  are 
shown  as  examples  (Booth  217). 

With  Each  Breath 

Hollis  S.  Ingraham,  M.D.,  Commissioner 
New  York  State  Department  of  Health, 
Albany 

The  exhibit  describes  New  York  State’s  air 
pollution  abatement  program  (Booth  218). 

Preventive  Medicine  for  Traffic  Accident 
Injuries:  Safety  Standards  for  Automobiles 

John  D.  States,  M.D. 

American  Association  for  Automotive  Medi- 
cine, Rochester 

Seymour  Charles,  M.D. 

Physicians  for  Automotive  Safety,  Newark, 
New  Jersey 

A history  of  past  legislation  concerning  auto- 
motive design  is  presented  with  the  26  present 
safety  standards.  A slide  projector  demon- 
strates the  need  and  value  for  several  of  the 
more  important  standards  (Booth  219). 

Assessing  the  Risks  of  Drug  Therapy 

Harold  Aaron,  M.D. 

The  Mount  Sinai  Hospital,  New  York  City 

The  exhibit  outlines  the  importance  to  the 
physician  of  knowing,  when  a new  drag  becomes 
available,  how  it  compares  in  both  benefits  and 
hazards  with  older  agents  offered  for  the  same 
disorders.  In  its  appraisal  of  drugs  The  Medical 
Letter  attempts  to  give  a balanced  view  of  both 
benefits  and  adverse  effects  (Booth  220). 

Medicolegal  Examinations,  Reports,  and 
Testimony 

Everett  J.  Gordon,  M.D. 

Georgetown  University,  Washington,  D.C. 

The  exhibit  outlines  the  composition  of 
medicolegal  reports.  A display  of  diagnostic 
instruments  for  objective  measurement  of  range 
of  motion  in  peripheral  joints  and  cervical  spine, 
length  and  circumference  of  extremities,  and  so 
forth,  is  attached  for  viewer  participation.  The 
necessity  and  value  of  medicolegal  reports,  in- 
cluding a detailed  medical  history,  is  empha- 
sized. Suggestions  are  given  for  objective  meth- 
ods of  physical  examination  supplemented  by 
x-ray  films  in  most  instances.  Aids  for  diag- 
nosis are  discussed  and  the  importance  of  a 
specific  and  complete  prognosis  indicated. 
Hints  for  medical  testimony,  for  both  direct  and 
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cross  examination,  are  given.  A typical  medico- 
legal report  demonstrates  the  important  princi- 
ples of  history  taking,  physical  examination, 
diagnosis,  and  prognosis  (Booth  221). 

The  Physician,  Public  Welfare,  and  Volun- 
tary Sterilization 

Helen  Edey,  M.D. 

William  L.  Ferber,  M.D. 

Carl  Goldmark,  Jr.,  M.D. 

Association  for  Voluntary  Sterilization, 
New  York  City 

The  basic  facts  about  voluntary  sterilization 
and  the  A VS  program  of  education,  research, 
and  service  in  this  field  are  presented.  Authori- 
tative professional  literature  on  voluntary  con- 
traceptive sterilization  in  its  medical,  socio- 
economic, and  legal  aspects  is  available  (Booth 
222). 

Food  and  Gastrointestinal  Disorders 

The  American  Medical  Association 
Chicago,  Illinois 

This  exhibit  asks  the  question,  “How  rational 
are  dietary  practices?”  and  calls  for  objective 
research  that  includes  controls,  eliminates  prej- 
udice and  psychic  influence,  and  makes  due 
allowance  for  chance  variation  in  diet  therapy 
(Booth  223). 

Any  Time,  Anywhere,  Anyone  May  Be 
Faced  with  a Medical  Emergency 

George  M.  Wheatley,  M.D. 

Metropolitan  Life  Insurance  Company, 
New  York  City 

The  vital  importance  of  preparing  to  meet 
emergencies  with  a plan,  not  panic,  is  high- 
lighted (Booth  224). 

Medical  Theory  and  Medical  Practice:  The 
Difference  (1849-1852) 

E.  R.  Squibb  & Sons 
New  York  City 

Today  the  medical  literature  is  abundant,  de- 
tailed, and  accurate.  But  in  1849,  when  Ed- 
ward Robinson  Squibb,  M.D.,  took  up  his  pen 
to  write  the  Medical  Journal  of  the  U.S.S.  Cum- 
berland, medical  literature  was  none  of  these 
things.  What  Dr.  Squibb  helped  to  encourage 
in  his  journal  and  subsequent  observations  at 
Jefferson  Medical  College  was  the  publication 
of  medical  data  to  fill  the  gap  between  sound 
medical  theory  and  actual  medical  practice.  He 
concentrated  his  remarks  on  postgraduate  train- 
ing, quarantine,  cleanliness,  and  drug  quality. 
If,  in  the  past  century,  this  gap  between  medical 
theory  and  medical  practice  has  narrowed,  it  is 
in  part  due  to  Dr.  Squibb’s  efforts.  His  com- 
ments and  suggestions  are  the  subject  of  this 
exhibit  (Booth  225). 

Management  of  Gynecologic  Cancer  by 
Chemotherapy 

Jeanne  C.  Bateman,  M.D. 

Washington,  D.C. 

The  exhibit  describes  the  use  of  chemotherapy 
for  patients  with  far-advanced,  recurrent  cancer. 


as  well  as  for  those  with  inoperable  cancer  of 
the  female  genital  tract.  The  results  demon- 
strate that  prolonged  palliation  may  be  achieved 
in  cases  of  ovarian  tumor.  Although  the  series 
of  patients  with  uterine  carcinoma  was  limited, 
results  appear  to  indicate  that  here,  too,  pro- 
longed palliation  may  be  possible  (Booth  226). 

Labor:  A Three-Dimensional  Look 

William  C.  Rigsby,  M.D. 

Keith  DeVoe,  Jr.,  M.D. 

Chicago,  Illinois 

This  exhibit  presents  the  physiology  of  labor 
in  graphic  form.  It  attempts  to  define  and  re- 
late the  state  in  three  dynamic  perspectives: 
the  patient’s,  the  physician’s,  and  the  more  ob- 
jective electronic  recording  of  intrauterine  pres- 
sure changes.  Amniotic  pressure  can  be  meas- 
ured by  a device  incorporating  a catheter  placed 
in  the  amniotic  sac,  a transducer,  and  a record- 
ing instrument.  Human  uterine  activity  then 
becomes  a complex  of  fluid  pressure  and  fre- 
quency of  contractions.  Uterine  activity  was 
measured  in  10  pregnant  patients  near  term. 
The  effect  of  a new  obstetric  analgesic,  metho- 
trimeprazine,  was  evaluated  in  this  series 
(Booth  227). 

Megaloblastic  Anemia  of  Pregnancy 

Daniel  P.  Collins,  M.D. 

Harold  J.  Conlon,  M.D. 

West  Allis  Memorial  Hospital,  Milwaukee, 
Wisconsin 

Laboratory  methods  capable  of  detecting 
early  folic  acid  deficiency  have  long  been  needed 
because  megaloblastic  anemia  of  pregnancy  is  a 
late  manifestation  of  this  deficiency.  Usually 
by  the  time  the  diagnosis  is  established,  serious 
hazards  are  presented  to  both  mother  and  in- 
fant. This  is  because  of  the  essential  role  of 
folic  acid  in  the  synthesis  of  DNA  (deoxyribo- 
nucleic acid). 

The  incidence  of  the  disease,  its  metabolic 
lesion,  and  the  attendant  hazards  to  infant  and 
mother  are  described.  The  original  experimen- 
tation aspect  of  the  exhibit  is  the  use  of  thin 
gel  electrophoresis  and  fluorometric  determina- 
tions of  the  LDH  (lactic  acid  dehydrogenase) 
isoenzymes  as  the  most  sensitive  chemical 
means  of  demonstration  of  folic  acid  deficiency. 
This  is  compared  with  other  enzymatic  methods, 
such  as  formiminoglutamic  acid  test  (FIGLU) 
and  microbiologic  assay,  particularly  the  intra- 
venous clearance  test  of  Chanarin  (Booth  228). 

Vaginal  Cytology  in  Menopause 

Robert  A.  Wilson,  M.D. 

Edmund  R.  Marino,  M.D. 

Methodist  Hospital,  Brooklyn 

Enlarged  photomicrographs  present  smears 
from  patients  in  four  groups:  hypogonadal  (age 
seventeen  to  thirty-eight),  menopausal,  post- 
menopausal (untreated),  and  postmenopausal 
(treated).  Symptom  lists,  physical  findings, 
and  maturation  counts  demonstrate  the  effec- 
tiveness of  treating  the  patient  “by  treating  the 
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smear.”  Technics  for  obtaining  and  evaluating 
smears  are  included,  as  are  estrogen-level  charts 

(Booth  229). 

Diagnosis  and  Operative  Treatment  for 
Aortoiliac  Occlusive  Disease 

Howard  C.  Baron,  M.D. 

Jewish  Memorial  Hospital,  New  York  City 

The  exhibit  illustrates  steps  in  diagnosis  and 
operative  treatment  of  atherosclerotic  vascular 
disease  of  the  terminal  aorta  and  iliac  arteries. 
The  operative  technic  of  endarterectomy  of  the 
aortoiliac  segment  with  aortograms  illustrating 
the  arterial  pathologic  conditions  are  shown.  A 
brief  review  of  the  indications  for  operation  with 
summary  of  results  is  included  (Booth  230). 

Permanent  Intracardiac  Transvenous  Pace- 
makers 

Seymour  Tindel,  M.D. 

Philip  Crastnopol,  M.D. 

Walter  Phillips,  M.D. 

Long  Island  Jewish  Hospital,  Queens  Hos- 
pital Center  Affiliate,  Jamaica 

The  efficacy  of  cardiac  pacemaking  in  the 
treatment  of  complete  heart  block  is  now  firmly 
established.  The  technic  of  placement,  utilizing 
permanent  transvenous  intracardiac  pace- 
makers, is  described.  In  this  procedure,  the 
cephalic  or  external  jugular  veins  are  exposed 
under  local  anesthesia  and  a catheter  placed 
under  fluoroscopic  vision  into  the  right  ventricle. 
The  battery  pack  is  then  placed  under  the  pec- 
toral muscle  and  the  incision  closed.  Indica- 
tions, results,  complications,  and  follow-ups  are 
presented  in  tabular  form  to  support  this  ap- 
proach (Booth  231). 

Left  Bypass  Without  Thoracotomy 

Richard  R.  Cappelletti,  M.D. 

Benedict  M.  Reynolds,  M.D. 

Misericordia-Fordham  Affiliation,  The 
Bronx 

Left  heart  bypass  using  the  Dennis  cardiac 
cannula  can  be  instituted  safely  using  only 
local  anesthesia  for  dissections  of  the  right 
internal  jugular  vein  and  one  superficial  femoral 
artery.  Many  hemodynamic  and  metabolic 
advantages  are  afforded  the  patient  with  an 
acutely  or  chronically  weakened  left  ventricle 
(Booth  232). 

External  Alimentary  Fistulae 

David  Befeler,  M.D. 

Louis  M.  Rousselot,  M.D. 

Alexander  J.  Conte,  M.D. 

St.  Vincent’s  Hospital  and  Medical  Center, 
New  York  City 

Fistulization  of  the  gastrointestinal  tract 
represents  a major  anatomic  and  functional 
alteration  often  associated  with  metabolic  and 
psychiatric  disturbances,  depending  on  the  level 
of  the  affected  viscus  and  the  constitution  of  the 
patient. 

The  exhibit  presents  a prompt,  positive,  and 
planned  approach  which  has  resulted  in  im- 
proved therapeutic  results  (Booth  233). 


Annular  Pancreas  in  the  Adult 

A.  James  McElhinney,  M.D. 

Padiath  Aslam,  M.B. 

Philip  Cooper,  M.D. 

Veterans  Administration  Hospital,  The 
Bronx 

An  annular  pancreas  in  adults  may  be  the  un- 
recognized cause  of  chronic  duodenal  obstruc- 
tion which  can  lead  to  peptic  ulceration,  pan- 
creatitis, or  biliary  tract  obstruction.  Nine 
cases  are  reviewed,  emphasizing  important 
points  in  diagnosis  and  treatment.  Gastro- 
duodenojejunostomy,  together  with  vagotomy, 
was  an  effective  operation  in  this  series  (Booth 
234). 

Utilization  of  Heterogenous  Skin 

In  Chul  Song,  M.D. 

Bertram  E.  Bromberg,  M.D. 

State  University  of  New  York  Downstate 
Medical  Center,  Brooklyn 

Melvin  P.  Mohn,  Ph.D. 

Kansas  Medical  School,  Kansas  City, 
Kansas 

Investigation  of  pigskin  as  temporary  bio- 
logic dressing  material  in  fresh  and  frozen-dry 
forms  in  over  500  different  animals  was  con- 
ducted and  evaluated  macroscopically  and  histo- 
logically. Fresh  pigskin  has  been  employed  in 
extensively  burned  patients  in  desperate  situa- 
tions after  exhausting  attempts  to  obtain  homo- 
grafts, and  successful  temporary  coverage  was 
obtained  (Booth  235). 

Diagnosis  and  Management  of  Facial  Frac- 
tures 

Bertram  E.  Bromberg,  M.D. 

In  Chul  Song,  M.D. 

Richard  H.  Walden,  M.D. 

State  University  of  New  York  Downstate 
Medical  Center,  Brooklyn 

Despite  vigorous  safety  campaigns  and  in- 
creased efforts  on  the  part  of  the  automobile 
manufacturers,  high-speed  vehicular  accidents 
account  for  rapidly  increasing  numbers  of 
severe  maxillofacial  injuries  which,  in  many 
areas,  are  still  cared  for  by  the  family  physician. 
It  is  the  purpose  of  this  exhibit  to  make  the  key 
diagnostic  aids  familiar  to  the  average  physician 
so  that  quick  and  proper  management  of  the 
injuries  can  be  instituted  (Booth  236). 

New  Apparatus  for  Mass  Screening  in 
Mammography 

Philip  Strax,  M.D. 

City  Hospital  at  Elmhurst,  Elmhurst 

Abraham  Oppenheim,  M.D. 

New  York  City  Department  of  Health, 
New  York  City 

A device  is  presented  as  a preselector  for 
mammography  in  mass  screening.  It  is  porta- 
ble and  transportable  and  uses  70-mm.  film  with 
a radiation  dose  under  1.5  r per  exposure.  Up 
to  25  women  can  be  examined  in  one  hour.  A 
comparison  is  made  with  mammograms  taken 
on  industrial- type  film  (Booth  237). 
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Automated  Cytoscreening  for  Oral  Cancer 

Daniel  Roth,  M.D. 

St.  Barnabas  Hospital,  The  Bronx 

An  automated  fluorometric  technic  of  pre- 
screening for  oral  cancer  is  demonstrated.  Con- 
ventional Papanicolaou  preparations  of  the 
same  cells  so  analyzed  are  examined  coinciden- 
tally for  verification.  Clinical  correlations  will 
be  shown. 

Visitors  are  invited  to  harvest  then-  oral 
epithelium  by  simple  rinse  at  booth  for  com- 
bined automated  and  conventional  cytoanalysis 

(Booth  238). 

Megasigmoid  and  the  Megasigmoid  Syn- 
drome 

Nathaniel  Finby,  M.D. 

St.  Luke’s  Hospital,  New  York  City 

Ernest  Kraft,  M.D. 

Northport  Veterans  Hospital,  Northport 

Megasigmoid  merely  denotes  an  abnormally 
dilated  sigmoid  colon  which  may  be  congenital 
or  acquired.  There  are  a wide  variety  of  causes 
of  acquired  megasigmoid.  The  megasigmoid 
syndrome  is  one  such  cause  which  specifically 
manifests  itself  as  a chronic  progressive  bowel 
enlargement  confined  to  the  rectosigmoid.  The 
sigmoid  colon  becomes  massive  over  a period  of 
years.  It  is  seen  predominantly  in  neuropsychi- 
atric patients.  Significant  features,  serious  com- 
plications, and  radiographic  features  are  stressed 
(Booth  239). 

Re-evaluation  of  Methotrexate  as  an  Anti- 
cancer Drug 

Robert  D.  Sullivan,  M.D. 

Richard  A.  Oberfield,  M.D. 

Yoichi  Ojima,  M.D. 

Lahey  Clinic  Foundation,  Boston,  Massa- 
chusetts 

Different  dose  schedules  of  methotrexate 
(MTX),  oral  and  parenteral,  to  determine  those 
schedules  with  optimal  biologic  effects  in  terms 
of  dose  toxicity  and  therapeutic  response  and 
concentration  in  body  fluids,  were  explored. 
With  dose  schedules  selected,  antimetabolic  ac- 
tivity of  MTX  was  increased  threefold  to  five- 
fold, and  the  therapeutic  margin  in  “solid 
tumors”  was  significantly  increased  (Booth 
240). 

Cryoextraction  of  Problem  Cataracts 

Charles  D.  Kelman,  M.D. 

Manhattan  Eye,  Ear  and  Throat  Hospital, 
New  York  City 

The  underlying  principle  of  cryosurgical  lens 
extraction  is  depicted.  Indications  for  cryo- 
surgery will  be  demonstrated  and  operative  and 
postoperative  complications  listed.  The  essen- 
tial features  of  a cryosurgical  instrument  will  be 
illustrated  (Booth  241). 


Endocrine  Exophthalmos,  Humoral  and 
Orbital  Factors 

Heskel  M.  Haddad,  M.D. 

The  Mount  Sinai  Hospital  and  School  of 
Medicine,  New  York  City 
Endocrine  exophthalmos  is  defined  in  terms 
of  the  ophthalmologic  and  endocrine  (thyroid) 
manifestations.  Orbital  and  humoral  factors 
related  to  the  disease  are  studied  in  relation  to  a 
humoral  sulfating  factor  and  orbital  mucopoly- 
saccharides, mucoids,  and  sulfatase.  In  the 
clinical  evaluation  of  the  disease,  tonography, 
perimetry,  and  deviometry  add  further  param- 
eters for  the  management  of  exophthalmos 
(Booth  242). 

Analyses  of  Breathing  Patterns  in  Pediat- 
rics 

Vincent  dePaul  Larkin,  M.D. 

Robert  L.  Kozam,  M.D. 

Justiniano  Leyva,  M.D. 

Methodist  Hospital,  Brooklyn 
The  exhibit  depicts  a new  objective  method- 
ology of  clinical  research  by  simultaneous  meas- 
urement of  nasal  physiologic  functions:  air 

flow  (inspiration  and  expiration),  tidal  volume, 
temperature,  and  humidity  in  infants  and  chil- 
dren with  and  without  upper  respiratory  infec- 
tion. All  nasal  breathing  parameters  are  oscillo- 
scopically  photographed  and  displayed.  Pre- 
liminary clinical  research  data  with  statistical 
analyses  are  presented  for  documenting  the 
validity  of  the  involved  methodology.  Demon- 
strations of  the  described  technic  will  be  given 
at  intervals  for  medical  personnel  (Booth  243). 

The  Eye  65  and  Over 
Dan  M.  Gordon,  M.D. 

New  York  Hospital,  New  York  City 
An  attempt  has  been  made  to  outline  some  of 
the  more  important  ocular  physiologic  and 
pathologic  changes  found  in  the  sixty-five-and- 
over  population.  The  author  found  that  ap- 
proximately 1 out  of  every  6 of  his  patients 
(15.5  per  cent)  fell  into  this  group.  Surprisingly, 
85  per  cent  of  this  group  had  vision  of  20/50  or 
better.  The  chief  causes  of  visual  incapacity 
were  cataracts,  macular  disease,  glaucoma,  and 
vascular  changes  and  accidents.  Many  other 
diseases  which  are  found  in  younger  individuals 
are  also  seen  in  the  older-age  group,  often  in 
more  advanced  stages. 

With  a continued  marked  increase  in  the 
number  of  senior  citizens,  many  of  whom  are 
otherwise  well  except  for  poor  sight,  the  prob- 
lem of  preservation  and  restoration  of  then- 
vision  has  become  a major  ophthalmologic  prob- 
lem. A brief  analysis  of  the  matter  and  some 
suggested  approaches  to  therapy  are  offered  in 
this  exhibit  with  the  hope  of  stimulating  more 
attention  to  this  area  of  ophthalmology  (Booth 
244). 
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Glaucoma  Screening  Program 

Ward  L.  Oliver,  M.D. 

New  York  State  Department  of  Health, 

Albany 

Glaucoma,  the  thief  of  the  night,  is  the  second 
most  common  cause  of  blindness.  With  early 
detection  and  proper  treatment  of  glaucoma, 
blindness  can  be  prevented.  This  disease  may 
exist  for  many  years  without  signs  or  symptoms. 
A simple  tonometric  examination  that  requires 
less  than  one  minute  to  perform  can  uncover 
many  unsuspected  cases.  Members  of  the  State 
Society  are  encouraged  to  take  the  test. 

It  is  generally  believed  that  2 per  cent  of  the 
population  over  age  forty  have  glaucoma,  and 
probably  half  of  this  group  are  not  aware  that 
they  have  the  disease  (Booth  246). 

Malpractice  Insurance  Program 

Medical  Society  of  the  State  of  New 

York 

New  York  City 

(Booth  111,  Albert  Hall) 

Voluntary  Prepaid  Blue  Shield  Medical 
Care  Plans:  Medicare — New  York  State 

Division 

Bureau  of  Medical  Care  Insurance, 

Medical  Society  of  the  State  of  New 

York 

New  York  City 

Material  describing  the  benefits  provided  by 
the  seven  Blue  Shield  Plans  approved  by  the 
State  Medical  Society  is  available.  Also  availa- 
ble is  information  regarding  medical  benefits 
provided  by  physicians  to  eligible  dependents  of 
active  duty  military  personnel  under  the  De- 


pendents Medical  Care  Act  Public  Law  569 
which  became  effective  December  7,  1956 

(Albert  Hall). 

“What  Goes  On” 

Division  of  Scientific  Activities,  Medical 
Society  of  the  State  of  New  York 
New  York  City 

What  Goes  On  will  welcome  you  to  its  booth 
and  give  you  a free  brochure  of  meetings  going 
on  in  New  York  City,  New  York  State,  and 
the  State  of  New  Jersey  (Albert  Hall). 

Medical  Directory  of  New  York  State 

Medical  Society  of  the  State  of  New 
York 

New  York  City 

The  Medical  Directory  of  New  York  State,  the 
complete  authoritative  compilation  of  profes- 
sional data  on  the  over  33,000  practicing  physi- 
cians in  this  State,  is  available  for  purchase  at 
this  booth.  Stop  by  and  familiarize  yourself 
with  this  essential  reference.  Staff  personnel 
will  provide  forms  to  physicians  for  making 
changes  in  their  Directory  biographies  and  to 
answer  any  inquiries  (Albert  Hall). 

New  York  State  Journal  of  Medicine 

Medical  Society  of  the  State  of  New 
York 

New  York  City 

The  New  York  State  Journal  of  Medicine 
welcomes  visiting  doctors  to  its  booth  where 
members  of  the  staff  will  discuss  Journal  edi- 
torial matter  and  solicit  physicians  on  their 
preferences  in  contents  for  the  publication 
(Albert  Hall). 


i 
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Woman’s  Auxiliary 


31st  Annual  Convention 
The  Americana,  New  York  City 

Sunday,  February  12,  through 
Wednesday,  February  15,  1967 


Our  president,  Mrs.  Walter  T.  Heldmann,  the 
officers,  and  the  Convention  Committee  cordially 
invite  you  to  attend  all  sessions  and  social  activities. 

All  doctors’  wives,  not  only  Auxiliary  members, 
are  invited  and  urged  to  register  and  attend  our 
meetings  and  social  functions. 


Sunday,  February  12 

1 :30  P.M.-5  :00  P.M. 

2:00  p.m. 

6:00  P.M.-8  :00  P.M. 
8:30  P.M. 


Registration,  Imperial 
Ballroom  B,  Foyer 
Board  of  Directors  meet- 
ing, Provence  Room 
Reception,  honoring  past 
presidents  of  the  State 
Auxiliary.  Doctors 

and  their  wives  are 
cordially  invited, 

Royal  Box 

Gavel  Club  Dinner  (for 
past  State  Auxiliary 
presidents),  Bucking- 
ham Room  A 


Monday,  February  13 


8:30  A.M.— 4 : 00  P.M. 
9:00  A.M.-12  NOON 
1:00  P.M.-4  :00  P.M. 


Registration,  Imperial 
Ballroom  B,  Foyer 
House  of  Delegates, 

Imperial  Ballroom  B 
House  of  Delegates, 

Imperial  Ballroom  B 


Tuesday,  February  14 

8 : 30  a. M. -12  noon  1 

9 : 00  a. M. -12  noon  1 

12:30  p.m.  I 


Registration,  Imperial 
Ballroom  B,  Foyer 
House  of  Delegates, 
Imperial  Ballroom  B 
Luncheon  honoring  Mrs. 
Walter  T.  Heldmann, 
President,  Woman’s 
Auxiliary  to  the  Med- 
ical Society  of  the 
State  of  New  York, 
Imperial  Ballroom  A 
Speaker:  Beverley  T. 


Mead,  M.D.,  Omaha, 
Nebraska,  Professor 
and  Chairman,  De- 
partment of  Neurol- 
ogy and  Psychiatry, 
Creighton  University 

Wednesday,  February  15 


8:30  A.M.-10  : 30  a.m. 
9:00  a.m. -12  noon 

12  NOON 

2:00  p.m. 

7 : 00  p.m. 

Officers 

President 
President-Elect 
First  Vice-President 
Second  Vice-President 

Recording  Secretary 

Corresponding 

Secretary 

Treasurer 

Assistant  Treasurer 


Registration,  Imperial 
Ballroom  B,  Foyer 
House  of  Delegates, 
Imperial  Ballroom  B — 
Installation  of  officers 
Postconvention  Meeting 
of  County  Presidents, 
Presidents-Elect, 

State  Chairmen,  and 
Officers,  Provence 
Room 

Board  of  Directors 
Meeting,  Provence 
Room 

Reception  and  Dinner 
Dance  honoring  James 
M.  Blake,  M.D.,  Pres- 
ident, Medical  So- 
ciety of  the  State  of 
New  York,  Imperial 
Ballroom 


Mrs.  Walter  T.  Held- 
mann, Staten  Island 
Mrs.  James  A.  Moore, 
Albany 

Mrs.  Albert  M.  Big- 
lan,  Brightwaters 
Mrs.  George  H. 
Steacy,  Lake 
Mahopac 
Mrs.  Leonard  L. 
Heimoff,  Teaneck, 
New  Jersey 

Mrs.  Conrad  T.  H. 
Schroeder,  Staten 
Island 

Mrs.  Ralph  E.  Isa- 
bella, Schenectady 
Mrs.  Ferdinand 
Geiger,  Syracuse 


Convention  Committee 


Chairman 


Co-Chairman 


Upstate  Coordinator 


Mrs.  Vincent  A. 

Lacovara,  Brooklyn 
Mrs.  John  J.  Scalzo, 
Brooklyn 

Mrs.  Francis  E.  Ehret, 
Kenmore 
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Scientific  Motion  Pictures 


Monday,  February  13  through 
Thursday,  February  16 
Motion  Picture  Theatre,  Albert  Hall 


Chairman 

KENNETH  B.  OLSON,  M.D.,  Albany 
Cochairmen 

JAMES  J.  QU INLIVAN,  M.D.,  Albany 
LESTER  COLEMAN,  M.D.,  New  York  City 


Monday,  February  13 
Morning 

9:30  Blueprint  for  Progress 

Roswell  Park  Memorial  Institute, 
Buffalo 

9:53  Cancer  of  the  Colon  and  Rectum 

American  Cancer  Society,  Syracuse 

10:16  Lymphography  in  Female  Genital 
Cancer 

Eaton  Laboratories,  Norwich 

10:37  Early  Clinical  Signs  of  Intra-Oral 
Malignancies 

Veterans  Administration  Hospital, 
Chicago,  Illinois 

11:12  Oral  Exfoliative  Cytology 

Veterans  Administration  Hospital, 
Brooklyn 

11:32  Cinegastroscopy  with  Fiberscope 

Sturgis  Grant  Productions,  New  York 
City 

11:55  What  Is  Medicare? 

Department  of  Health,  Education, 
and  Welfare,  Regional  Office  11,  New 
York  City 

Afternoon 

12:33  Why  Blood  Volume? 

Ames  Company,  Elkhart,  Indiana 
1:03  The  Critical  Decades 

Center  for  Mass  Communication, 
Columbia  University  Press,  New 
York  City 

1:39  Psychiatric  Services  in  General  Hos- 
pitals 

Association  Films,  Inc.,  New  York 
City 


2:09  Resuscitation  of  the  Newborn 

Sturgis  Grant  Productions,  New  York 
City 

2:44  First  Aid  Now 

Johnson  and  Johnson,  New  Bruns- 
wick, New  Jersey 

3:15  Spinal  Cord  Injury:  The  Func- 

tional Expectations  as  Related  to 
Level  of  Injury 

Attending  Staff  Association,  Rancho 
Los  Amigos  Hospital,  Downey,  Cali- 
fornia 

3:45  PKU:  Early  Detection  in  the  Hos- 

pital Nursery 

Paul  Zuckerman,  President,  De- 
signs for  Medicine,  Inc.,  Buffalo 

4:06  Epidemiology  of  Salmonellosis  in 
Man  and  Animals 

Communicable  Disease  Center,  At- 
lanta, Georgia 

Tuesday,  February  14 
Morning 

9:30  Physiology  of  the  Larynx  Under 
Daily  Stress 

Hans  von  Leden,  M.D.,  Institute  of 
Laryngology  and  Voice  Disorders, 
University  of  California  Medical 
Center,  Los  Angeles,  California 

9:58  The  Function  of  the  Pathologic 

Larynx 

Hans  von  Leden,  M.D.,  Institute  of 
Laryngology  and  Voice  Disorders, 

University  of  California  Medical 
Center,  Los  Angeles,  California 

10:27  The  Function  of  the  Normal  Larynx 

Hans  von  Leden,  M.D.,  Institute  of 
Laryngology  and  Voice  Disorders, 

University  of  California  Medical 
Center,  Los  Angeles,  California 

10:53  Contact  Ulcer  of  the  Larynx 

Hans  von  Leden,  M.D.,  Institute  of 
Laryngology  and  Voice  Disorders, 

University  of  California  Medical 
Center,  Los  Angeles,  California 

11:09  Physical  Diagnosis  of  the  Ear,  Nose 
and  Throat 

Motion  Picture  Division,  Ohio  State 
University,  Columbus,  Ohio 

11:42  Pulse  of  Life 

The  Equitable  Life  Assurance  Soci- 
ety, New  York  City 

Afternoon 

12:14  Medical  Certification  of  Causes  of 
Death 

Communicable  Disease  Center,  At- 
lanta, Georgia 
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12:36  A Depression 

Robert  Anderson  Associates,  Ltd., 
Canada 

1:11  PKU:  Mental  Deficiency  Can  Be 

Prevented 

Harry  A.  Waisman,  M.D.,  Depart- 
ment of  Pediatrics,  University  of 
Wisconsin  Medical  School,  Madison, 
Wisconsin 

1:31  Introducing  the  Mentally  Retarded 

Division  of  Health  of  Missouri,  De- 
partment of  Public  Health  and  Wel- 
fare, Jefferson  City,  Missouri 

2:00  Arthropod  Borne  Encephalitis — Its 
Epidemiology  and  Control 

Communicable  Disease  Center,  At- 
lanta, Georgia 

2:23  Emergency  Childbirth 

Division  of  Health  Mobilization, 
United  States  Public  Health  Service, 
Washington,  D.C. 

2:49  Population  Ecology 

Encyclopaedia  Britannica  Films  Inc., 
Wilmette,  Illinois 

3:13  Medical  Care  for  Adolescents 

Campus  Film  Distributors  Corp., 
New  York  City 

3:47  Pharmacologic  Effects  Upon  Gastric 
Motility 

Visual  Projects  Ltd.,  Roslyn  Heights 
4:08  The  Measurement  of  Depression 

Sturgis  Grant  Productions,  Inc.,  New 
York  City 

Wednesday,  February  15 
Morning 

9:30  Radiation:  Physician  and  Patient 

Communicable  Disease  Center,  At- 
lanta, Georgia 

10:20  Radiation  in  Perspective 

U.S.  Atomic  Energy  Commission, 
Washington,  D.C. 

11:08  Radiation  Protection  in  Nuclear 
Medicine 

U.S.  Atomic  Energy  Commission, 
Washington,  D.C. 

11:34  Smoking  and  Lung  Cancer 

Sterling  Educational  Films,  New 
York  City 

Afternoon 

12:08  The  Early  Development  of  Ambula- 
tion: The  Unilateral  Below-Knee 

Amputee 

General  Film  Laboratories,  Holly- 
wood, California 


12:28  Infant  to  School  Age  Child:  The 

Unilateral  Below-Elbow  Amputee 

General  Film  Laboratories,  Holly- 
wood, California 

12:45  Basic  Mechanisms  of  Neurophysiol- 
ogy 

Netherlands  Information  Service, 
New  York  City 

1:25  Physiological  Aspects  of  Speech: 
Speakers  with  Cleft  Palates 

State  University  of  Iowa,  Iowa  City, 
Iowa 

2:00  Treatment  of  Dysphonia  Due  to 
Unilateral  Recurrent  Nerve  Paraly- 
sis by  the  Intracordal  Injection  of 
Synthetics 

Henry  J.  Rubin,  M.D.,  Beverly 
Hills,  California 

2:20  Children  in  the  Hospital 

Edward  A.  Mason,  M.D.,  with  co- 
operation of  Boston  University 
School  of  Social  Work,  Children’s 
Mission  to  Children,  Harvard  School 
of  Public  Health,  National  Institute 
of  Mental  Health 

3:09  Nursing  the  Cancer  Patient:  Diag- 
nosis, Cancer  of  the  Rectum 

American  Cancer  Society,  Inc.,  Syra- 
cuse 

3:34  The  Otoneurological  Examination 
for  Vestibulo- Cerebellar  Function 

Abbott  Laboratories,  North  Chicago, 
Illinois 

4:05  Handle  with  Care 

Public  Health  Service  Audiovisual 
Facility,  Communicable  Disease  Cen- 
ter, Atlanta,  Georgia 


Thursday,  February  16 
Morning 

9:30  The  Obsessive-Compulsive  Neurosis 
Robert  Anderson  Associates,  Ltd., 
Canada 

10:03  A Paranoid -Schizophrenic 

Robert  Anderson  Associates,  Ltd., 
Canada 

10:36  Psychosomatic  Conditions — Obesity 

Robert  Anderson  Associates,  Ltd., 
Canada 

11:09  The  Compulsive  Car  Thief 

Robert  Anderson  Associates,  Ltd., 
Canada 

11:42  Hands 

Communications  Division,  Nebraska 
Psychiatric  Institute,  Omaha,  Ne- 
braska 


70  New  York  State  Journal  of  Medicine  / January  1,  1967 


Afternoon 

12:16  Chronic  Bronchitis  and  Pulmonary 
Emphysema — Part  I 

12:50  Chronic  Bronchitis  and  Pulmonary 
Emphysema — Part  II 

DuArt  Film  Laboratories,  New  York 
City 

1 : 20  Treatment  and  Diagnosis  of  Tongue 
Thrust  as  a Result  of  Deviant  Swal- 
lowing 

American  Dental  Association,  Chi- 
cago, Illinois 

1:39  Survey  of  Children’s  Speech  Dis- 
orders 

State  University  of  Iowa,  Iowa  City, 
Iowa 


2:16  The  Way  Back 

Rehabilitation  Institute  of  Chicago, 
Chicago,  Illinois 

2:50  Thyroid  Deficiency — Current  Con- 
cepts of  Diagnosis  and  Treatment 

Flint  Laboratories,  Morton  Grove, 
Illinois 

3:25  Some  Functional  Problems  of  the 
Hemiplegic  Patient 

American  Rehabilitation  Foundation, 
Minneapolis,  Minnesota 

3:41  The  Losers 

Carousel  Films,  Inc.,  New  York  City 


January  1,  1967  / New  York  State  Journal  of  Medicine  71 


161st  ANNUAL  CONVENTION 


Medical  Society  of  the  State  of  New  York 

FEBRUARY  12,  through  16,  1967 

The  Americana,  New  York  City 


SCIENTIFIC  PROGRAM 


SCIENTIFIC  EXHIBITS 


TECHNICAL  EXHIBITS 


HOUSE  OF  DELEGATES 


PRESIDENT’S  DINNER 
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Technical  Exhibits 


T HE  SELECTIVE  LIST  of  technical  exhibitors 
shown  below  were  invited  by  our  Society  to 
come  to  the  1967  Annual  Meeting  and  intro- 
duce the  latest  products  and  developments  in 
the  fields  they  represent.  Many  of  these  have 
attempted  to  coordinate  their  exhibits  with  the 
program  patterns  of  the  convention. 
Specialists  and  general  practitioners  alike 
will  find  in  these  displays  interesting  new 
items  to  assist  them  in  the  pursuit  of  their 
daily  professional  activities.  Exhibitors  look 
forward  to  the  pleasure  of  meeting  and  serving 
members  and  guests  of  the  Medical  Society 
of  the  State  of  New  York. 


Berkeley  Medical  Instruments  Booth  67 

Berkeley,  California 

Blood  Analyzer  for  testing  of  Hemoglobin, 
Glucose,  Uric  Acid,  Cholesterol,  and  B.U.N. 

Borcherdt  Company  Booth  71 

Chicago,  Illinois 

Maltsupex  Liquid  Powder  Tablets,  Sylla- 
malt,  Ferromalt  Tablets 

Breon  Laboratories,  Inc.  Booth  45 

New  York  City 

Bronkephrine,  Bronkometer,  Bronkospray, 
Bronkotabs,  Bronkotab  Elixir 

Bristol  Laboratories  Booth  61 

Syracuse,  New  York 

Broilitizer  Sales  Company  Booth  104 

Los  Angeles,  California 

Smokeless  Electric  Broiler 


Abbott  Laboratories  Booth  60 

North  Chicago,  Illinois 

Erythrocin,  Enduronyl,  Urogate  line 

The  Alkalol  Company  Booth  B 

Taunton,  Massachusetts 
Alkalol,  Irrigol 


Brookes  Research  Associates  Booth  94 

Hanover,  New  Jersey 

Physician  Interviewing 

Burroughs  Wellcome  & Co. 

(U.S.A.)  Inc.  Booth  15 

Tuckahoe,  New  York 

Zyloprim,  Neosporin  G.U.  Irrigant 


Americana  Corporation  Booth  5 

New  York  City 

Encyclopedia  America,  Min/Max  Teaching 
Machine,  and  related  items 

Ames  Company  Booth  123 

Elkhart,  Indiana 

Labstix,  Dextrostix,  Glucola,  Ultradop 

Astra  Pharmaceutical 

Products,  Inc.  Booth  48 

Worcester,  Massachusetts 

Citanest  Hydrochloride,  Xylocaine  Hydro- 
chloride, Xylocaine  Ointment,  Xylocaine 
Jelly,  Xylocaine  Viscous,  Xylocaine  Sup- 
positories, Astrafer  I.  V.,  Jectofer 

Ayerst  Laboratories  Booth  16 

New  York  City 

Mediatric  and  Murel 


Cambridge  Instrument  Co.,  Inc.  Booth  49 

Ossining,  New  York 

Versa-Scribe  III  Electrocardiographs,  New 
Multi-Channel  Recorders,  Audio-Visual 
Heart  Sound  Recorders,  Dacord  Tape 
Recording  Systems 

S.  H.  Camp  & Company  Booth  46 

Jackson,  Michigan 

Orthopedic  Supports  and  Braces 

Ciba  Pharmaceutical  Company  Booth  66 

Summit,  New  Jersey 
Ritalin,  Dialog 

The  Coca-Cola  Company  Booth  95 

Atlanta,  Georgia 
Coca-Cola 


Ayerst  Laboratories,  Distributors 
for  Beecham  Laboratories  Booth  120 

New  York  City 
Penbritin 


Cole  Pharmacal  Company,  Inc.  Booth  41 

St.  Louis,  Missouri 

Banalg,  Iodo-Niacin,  Asminyl  family  of 
products 
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Contour^Chair  Lounge  Corp.  Booth  121 

New  York  City 

Contour  Chairs 

Dannon  Milk  Products,  Inc.  Booth  70 

Long  Island  City,  New  York 
Dannon  Yogurt 

Designs  for  Medicine  Booth  40 

New  York  City 

Prepares  medical  art,  medical  films,  and 
scientific  and  technical  exhibits 

Dome  Laboratories  Booth  119 

New  York  City 

Acne  Dome  Cleanser,  Acne  Dome  Lotion, 
Neo  Cort  Dome,  Nystaform-HC  Ointment, 
Cor-Tar-Quin,  Cort  Dome,  Domol  Bath 
Oil 

E.  I.  du  Pont  de  Nemours  & 

Company,  Inc.  Booths  116,  117,  118 

Wilmington,  Delaware 
Symmetrel 

Eastern  School  for  Physicians’ 

Aides  Booth  92 

New  York  City 

Licensed  by  the  University  of  the  State  of 
New  York,  Education  Department.  Train- 
ing School  for  Medical  Assistants,  Medical 
Secretaries,  and  Medical  Laboratory  Tech- 
nicians. 

Thomas  A.  Edison  Industries 
Voicewriter  Division  Booth  53 

West  Orange,  New  Jersey 

Televoice  Phone  Network  Systems;  Edison 
Message  Recorder;  Executive  and  Secre- 
tarial Voicewriters;  Escort  Portable 
Battery  Operated  Voicewriter;  Envoy  and 
Envoy  Compact 

The  Emko  Company  Booth  64 

St.  Louis,  Missouri 

Emko  Vaginal  Foam,  Pamprin 

Encyclopaedia  Britannica,  Inc.  Booth  21 

Chicago,  Illinois 

Encyclopaedia  Britannica,  Great  Books  of 
the  Western  World,  and  related  articles 

Endo  Laboratories,  Inc.  Booth  88 

Garden  City,  New  York 

Coumadin,  Numorphan  HC1,  Percodan, 
Percodan-Demi,  Hycomine,  Hycomine- 
Compound,  Hycodan,  Valpin,  Valpin-PB 


Esta  Medical  Laboratories,  Inc.  Booth  114 

New  Brunswick,  New  Jersey 

Estaneedle  Device 

Exercycle  Corporation  Booth  126 

New  York  City 

Personal  Exercise  Planner,  Series  G;  Pulse 
Rate  Programmer;  Exercycle  Model  #140 
and  Model  #129 

Fairchild  Hiller  Corporation 

Republic  Aviation  Division  Booth  63 

Farmingdale,  New  York 

New  York  State  Safety  Car  Program, 
Waste  Management  System  for  Space, 
Hydrocephalic  Pump 

C.  B.  Fleet  Company,  Inc.  Booth  110 

Lynchburg,  Virginia 

Phospho-Soda,  Fleet  Enema,  Fleet  Oil 
Retention  Enema,  Fleet  Theophylline  Rec- 
tal Unit,  and  Provimalt 

Flint  Laboratories  Booth  52 

Morton  Grove,  Illinois 

Synthroid  and  Hu-Tet 

Geigy  Pharmaceuticals  Booth  72 

Ardsley,  New  York 

Anturane,  Butazolidin,  Dulcolax,  Hygro- 
ton,  Persantine,  Pertofrane,  Preludin,  Re- 
groton,  Sterazolidin,  Tandearil,  Tofranil 

Geriatric  Pharmaceutical 

Corporation  Booth  87 

Floral  Park,  New  York 
Ger-O-Foam  and  Gaysal 

Glenwood  Laboratories,  Inc.  Booth  54 

Tenafly,  New  Jersey 

Myocholine  Chloride,  Potaba 

Group  Health  Insurance,  Inc.  Booth  65 

New  York  City 

Health  Insurance 

Harcliffe  Laboratories,  Inc.  Booth  129 

Brooklyn,  New  York 

StomAseptine  Douche  Powder,  Gravatose 

Hayden,  Stone  Incorporated  Booth  105 

New  York  City 

Established  1892;  Member  of  the  New 
York  Stock  Exchange 


1 
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Hiss  Pharmacal  Company,  Inc.  Booth  89 

Utica,  New  York 

Vaso-80  Unicelles,  Vasoglyn  Unicelles, 
Melfiat  Unicelles,  Toin  Unicelles 

Hoechst  Pharmaceuticals,  Inc.  Booth  38 
Cincinnati,  Ohio 
Lasix 


Holland-Rantos  Company,  Inc.  Booth  101 

New  York  City 

Koromex  Jelly  and  Cream,  Koromex-A, 
Koromex,  Koro-Flex  and  Matrisalus  Dia- 
phragms, H-R  Lubricating  Jelly,  Hollandex 
Ointment,  Hyva  Gentian  Violet  Tablets, 
Nylmerate  Antiseptic  Solution  Concen- 
trate, Nylmerate  Jelly,  Koromex  Douche 
Powder,  H-R  Electrode  Contact  Jelly, 
Rantex  Masks,  H-R  Prep  Pads,  Hands  and 
Face  Moist  Towelettes,  Bidettes,  Rantex 
Wipes,  Koro  Sanitary  Napkin  Deodorant 
Spray 


Medical  Film  Guild,  Ltd.  Booth  75 

New  York  City 

Execugraf,  Repronar,  Stenotape 


Merck  Sharp  & Dohme  Booth  98 

West  Point,  Pennsylvania 
Indocin 

Merrill  Lynch,  Pierce, 

Fenner  & Smith,  Inc.  Booth  39 

New  York  City 
Stock  Brokers 

Miles  Laboratories,  Inc.  Booth  31 

Elkhart,  Indiana 
Alka-Seltzer 


Milex  Products,  Inc.  Booth  26 

Chicago,  Illinois 

Plastic  Disposable  Spatula;  Book  Program 
Series;  Early  Cancer  Detection  Instru- 
ments 


International  Medical 

Associates,  Inc.  Booth  11 

New  York  City 

Physician  Interviewing 

Ives  Laboratories,  Inc.  Booth  102 

New  York  City 

Cyclospasmol,  Isordil 

Knoll  Pharmaceutical  Company  Booth  32 

Orange,  New  Jersey 

Akineton,  Metrazol,  Vita-Metrazol,  Nico- 
Metrazol,  Quadrinal,  Verequad,  Theokin, 
Dilaud  id 

Lederle  Laboratories  Booth  42 

Pearl  River,  New  York 

Declomycin,  Achromycin  V,  Varidase, 
Aristocort,  Levoprome 

Eli  Lilly  & Company  Booths  81  and  82 

Indianapolis,  Indiana 

Loma  Linda  Foods  Booth  7 

Riverside,  California 
Soyalac 

Mead  Johnson  Laboratories 

Booths  18  and  19 

Evansville,  Indiana 

Medco  Products  Company,  Inc.  Booth  D 

Tulsa,  Oklahoma 


Narcotic  Addiction 

Control  Commission  Booth  128 

Albany,  New  York 

Recruiting  literature  and  educational  litera- 
ture on  control  of  Narcotics  Addiction 

National  Dairy  Council  Booth  55 

New  York  City 

National  Dairy  Council  Health  Education 
Material 

The  National  Drug  Company 

Booths  43  and  44 

Philadelphia,  Pennsylvania 

Tepanil,  Tepanil  Ten-Tab,  Orenzyme, 
AVC  Improved,  AVC  Suppositories,  AVC 
with  Dienestrol,  AVC  Suppositories  with 
Dienestrol,  AVCEN 

New  York  Seven-Up  Bottling 

Company,  Inc.  Booth  10 

New  York  City 
Seven-Up  and  Like 

New  York  Telephone  Company 

Booths  77,  78,  79 

New  York  City 

Portable  ECG  Equipment,  Trimline  Tele- 
phone, Hospital  Interphone 

No-Cal  Corporation  Booth  22 

Brooklyn,  New  York 

No-Cal  Cabronated  Beverages  and  No-Cal 
Flavor  Syrups 
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Organon,  Inc.  Booth  84 

West  Orange,  New  Jersey 

Liquaemin,  Redi-Jects,  Sodium  Heparin 
Injection  U.S.P.,  Accelerase,  Accelerase- 
PB 

Ortho  Pharmaceutical 

Corporation  Booths  6 and  51 

Raritan,  New  Jersey 

Parke,  Davis  & Company  Booth  13 

Detroit,  Michigan 

Chloromycetin  and  Norlestrin 

Pfizer  Laboratories  Booth  100 

New  York  City 

Rondomycin,  Vistaril,  Renese,  and  Dia- 
binese 

Pharmacia  Laboratories,  Inc.  Booth  93 

Piscataway,  New  Jersey 

Azulfidine  and  Azulfidine  EN-tabs 

Wm.  P.  Poythress  & Co.  Inc.  Booth  90 

Richmond,  Virginia 

Proctor  & Gamble  Company 

Booths  130  and  131 

Cincinnati,  Ohio 
Safeguard  Soap 

The  Purdue  Frederick  Company  Booth  80 

Yonkers,  New  York 

Betadine  Products,  Senokot  Products, 
Suifabid  Tablets  and  Suspension,  X-Prep 
Liquid,  Otalgine  Drops,  Cerumenex  Drops 

Puritan  Compressed  Gas 

Corporation  Booth  113 

Kansas  City,  Missouri 

Puritan  Inhalation  Therapy  Units,  Bennett 
Therapy  and  Respiration  Units,  Bennett 
Monitoring  Spirometer,  Puritan  General 
and  Thoracic  Suction  Units 

Quaker  City  Pharmacal 

Company  Booth  91 

Philadelphia,  Pennsylvania 

Lipo-K  W/Heparin,  Normotensin,  Osso- 
nate-Plus,  Pla-C-Don,  Quakerdex,  Viro- 
Zyme 

Riker  Laboratories  Booth  69 

Northridge,  California 

Estomul,  Medihalers,  Norflex 


A.  H.  Robins  Company  Booth  86 

Richmond,  Virginia 

Roche  Laboratories  Booths  57  and  58 

Nutley,  New  Jersey 
Pharmaceuticals 

J.  B.  Roerig  & Company  Booth  28 

New  York  City 

Tao,  Atarax,  Signemycin 

William  H.  Rorer,  Inc.  Booth  50 

Fort  Washington,  Pennsylvania 

Ananase,  Ascriptin,  Maalox  Suspension, 
Maalox  No.  1 Tablets,  Maalox  No.  2 
Tablets,  Emetrol,  Quaalude 

Sandoz  Pharmaceuticals  Booth  103 

Hanover,  New  Jersey 

Mellaril,  Sansert,  Cafergot  P-B,  Fiorinal, 
and  Fiorinal  with  codeine 

Sardeau,  Inc.  Booth  97 

New  York  City 

Sardo  Bath,  Sardoettes,  Sardo  Soap 

W.  B.  Saunders  Company  Booth  62 

Philadelphia,  Pennsylvania 
Medical  Books 

Schering  Corporation  Booths  20  and  35 

Union,  New  Jersey 

Julius  Schmid,  Inc.  Booth  12 

New  York  City 

Saf-T-Coil  Intra-Uterine  Contraceptive  De- 
vice; Immolin  Vaginal  Cream-Jel;  Ramses 
Flexible  Cushioned  and  Bendex  Dia- 
phragms;  Ramses  Vaginal  Jelly;  Vagisec 
Liquid,  Jelly,  and  Suppositories;  Candep- 
tin  Vaginal  Ointment  and  Tablets;  Fourex 
Skin  Condoms;  Ramses  and  Sheik  Rubber 
Condoms;  Vaginostic  Kit 

G.  D.  Searle  & Company  Booth  76 

Chicago,  Illinois 

Ovulen,  Enovid-E,  Pro-Banthine,  Dramamine 
Metamucil,  Flagyl 

Sherman  Laboratories  Booth  96 

Detroit,  Michigan 
Persistin 

The  Silver  Hill  Foundation  Booth  2 

New  Canaan,  Connecticut 

Services  and  Facilities  at  Residential 
Psychiatric  Hospital 
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Skye-Ray  Medical  Supply 

Corporation  Booth  34 

Glendale,  New  York 

Schwartz-Reyner  Comet 

Smith  Kline  & French 

Laboratories  Booth  59 

Philadelphia,  Pennsylvania 
Dyazide 

E.  R.  Squibb  & Sons  Booth  73 

New  York  City 
Renografin 


Stiefel  Laboratories,  Inc.  Booth  107 

Oak  Hill,  New  York 

Benoxyl  Lotion,  Acne-Aid  Detergent  Soap, 
Ichtho-Cort  Cream,  Ichtho-Cort  Ointment, 
Oilatum  Soap 


The  Stuart  Company 
Division  Atlas  Chemical 

Industries,  Inc.  Booth  17 

Pasadena,  California 

Mylanta,  Mylicon,  Dialose,  Dialose  Plus, 
Mulvidren-F,  Mulvidren  Junior,  Stuart 
Prenatal,  Stuart  Prenatal-F,  Ferancee 


Systemedics,  Inc.  Booth  24 

Princeton,  New  Jersey 

Medical  Data  Processing  System,  Medical 
Office  Systems 


U.  S.  Hospital  Supply  Corp.  Booth  115 

New  York  City 


U.  S.  Vitamin  & 

Pharmaceutical  Corporation  Booth  108 

New  York  City 

DBI  and  DBI-TD  and  other  pharmaceuti- 
cal and  nutritional  products 


Walker  Laboratories  Booth  25 

Mount  Vernon,  New  York 
Nicalex,  Quinamm 

H.  F.  Wanvig,  Inc.  Booth  111 

New  York  City 

Malpractice  Insurance  Program 


Warren-Teed  Pharmaceuticals 

Inc.  Booth  56 

Columbus,  Ohio 
Modane,  Kaon 

Westwood  Pharmaceuticals  Booth  27 

Buffalo,  New  York 

Fostex  Cream,  Fostex  Cake,  Pernox, 
Sebutone,  Sebulex,  Fostril,  Alpha-Keri, 
Keri  Lotion 


White  Laboratories,  Inc.  Booth  85 

Kenilworth,  New  Jersey 

Disophrol  Chronotab  Tablets 


Syntex  Laboratories,  Inc. 

Booths  29  and  122 

Palo  Alto,  California 

Synalar  Cream,  Norinyl  Tablets 

United  Medical  Service,  Inc.  Booth  127 
New  York  City 

Professional  Relations  representatives  to 
answer  questions  on  Medicare  and  Senior 
Care 

The  Upjohn  Company  Booths  124  and  125 

Kalamazoo,  Michigan 

Ethical  Pharmaceuticals 


Winthrop  Laboratories  Booth  36 

New  York  City 

Isuprel  Mistometer  & Elixir,  WinGel, 
NegGram 

Wyeth  Laboratories  Booth  1 

Philadelphia,  Pennsylvania 

F.  E.  Young  & Company  Booth  83 

Chicago,  Illinois 

Young’s  Rectal  and  Vaginal  Dilators, 
PSP  Test  Set,  Young’s  Albumin  Test,  and 
Jen-i-sol  Ointment 
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MEDICAL  SOCIETY  OF  THE 
STATE  OF  NEW  YORK 

House  of 
Delegates 

February  12  through  16,  1967 
The  Americana,  New  York  City 


Schedule  of  Sessions 81 

Order  of  Business 82 

Members  of  House 83 

Reference  Committees 86 

Resume  of  Instructions  from  1966 
House  and  Actions  Thereon 88 

Annual  Reports  to  House 100 

Additional  Annual  Reports 


see  January  15  issue 


Sunday,  February  12 

Opening  Session 2 : 00  p.m. 

Monday,  February  13 

Second  Session  (for  introduction 

of  resolutions  only) 9:00  a.m. 


Reference  Committee  Hearings.  .9:30  a.m. 
Reference  Committee  Hearings.  .2:00  p.m. 

Tuesday,  February  14 

Reference  Committee  Hearings.  .9:00  a.m. 


Third  Session 2:30  p.m. 

Wednesday,  February  15 

Fourth  Session 9:00  a.m. 

Fifth  Session 2:00  p.m. 

Thursday,  February  16 

Closing  Session 9:00  a.m. 


Schedule 

of 

Sessions 
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According  to  the  Bylaws,  Chapter  II,  Section 
7,  the  following  shall  be  the  order  of  business  at 
the  Sessions  of  the  House  of  Delegates 


Order  of 
Business 


1.  Calling  the  meeting  to  order. 

2.  Invocation. 

3.  National  Anthem. 

4.  Report  of  Reference  Committee  on 
Credentials. 

5.  Report  by  the  secretary  as  to  the 
presence  or  absence  of  a quorum. 

6.  Remarks  by  the  speaker. 

7.  Reading  the  minutes  of  the  previous 
meeting  by  title. 

8.  Report  of  the  president. 

9.  Address  of  the  president-elect. 

10.  Report  of  the  Judicial  Council. 

11.  Report  of  the  Council. 

12.  Report  of  the  secretary. 

13.  Report  of  the  treasurer. 

14.  Report  of  the  Board  of  Trustees. 

15.  Reports  of  district  branches  by  district 
delegates. 

16.  Reports  of  special  committees. 

17.  Reports  of  reference  committees. 

18.  Unfinished  business. 

19.  New  business. 

20.  Adjournment. 
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{Elected  Delegates  of  District  Branches) 

First — Leonard  Heimoff,  Bronx 
Second — Otho  C.  Hudson,  Nassau 
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Erie 

Ophthalmology — James  I.  Farrell,  Oneida 
Orthopedic  Surgery — Frederick  Lee  Liebolt,  New 
York 

Otolaryngology — John  F.  Daly,  New  York 
Pathology,  Clinical  Pathology,  and  Blood  Bank- 
ing— John  J.  Clemmer,  Albany 
Pediatrics — Frank  Disney,  Monroe 
Physical  Medicine  and  Rehabilitation — Henry 
Fleck,  Bronx 

Plastic  and  Reconstructive  Surgery — Howard  B. 
Rasi,  Kings 

Preventive  Medicine  and  Public  Health — Milton 
Tully,  Steuben 

Radiology — John  F.  Roach,  Albany 
Space  Medicine — Antonio  A.  Versaci,  Schenec- 
tady 


January  1,  1967  / New  York  State  Journal  of  Medicine  83 


Surgery — James  H.  Cogsriff,  Niagara 
Urology — E.  Craig  Coats,  New  York 

Delegates  from  Component  County 
cal  Societies 

Albany  (4) 

Gerald  B.  Austin,  Delmar 

G.  Rehmi  Denton,  Albany 
James  A.  Moore,  Albany 
Francis  A.  Stephens,  Albany 

Allegany  (1) 

Irwin  Felsen,  Wellsville 

Bronx  (14) 

Carl  R.  Ackerman,  Bronx 
Marcelle  Bernard,  Bronx 
James  P.  Casey,  Bronx 
Alan  L.  Goldberg,  Bronx 
Charles  M.  Kapp,  Bronx 
Frank  LaGattuta,  Bronx 
Samuel  Leo,  Bronx 
Samuel  Lieberman,  Bronx 
Francis  J.  Loperfido,  Bronx 
Joseph  C.  Pohfrone,  Bronx 
Isidore  Sternlieb,  Bronx 
Samuel  Wagreich,  Bronx 
Alvin  D.  Yasuna,  Bronx 
Saul  Zucker,  Bronx 

Broome  (3) 

Paul  M.  De  Luca,  Endicott 
John  A.  Kalb,  Endicott 
Jason  K.  Moyer,  Binghamton 

Cattaraugus  (1) 

James  F.  Durkin,  Olean 

Cayuga  (1) 

Bernard  J.  Hartnett,  Auburn 

Chautauqua  (2) 

Herbert  A.  Laughlin,  Westfield 
Garra  L.  Lester,  Chautauqua 

Chemung  (2) 

R.  Scott  Howland,  Elmira 
Swen  L.  Larson,  Elmira 

Chenango  (1) 

Thomas  M.  Flanagan,  Norwich 
Clinton  (1) 

Leonard  Schiff,  Plattsburgh 
Columbia  (1) 

Edward  P.  Ginouves,  Hudson 
Cortland  (1) 

William  McAuliffe,  Cortland 

Delaware  (1) 

Philip  Hust,  Sidney 

Dutchess  (3) 

H.  Sherman  Hirst,  Hyde  Park 
Martin  Koloski,  Poughkeepsie 
George  T.  C.  Way,  Poughkeepsie 

Erie  (8) 

John  C.  Brady,  Buffalo 
Thomas  S.  Bumbalo,  Buffalo 
Max  Cheplove,  Buffalo 
Kenneth  H.  Eckhert,  Buffalo 
Eugene  J.  Hanavan,  Buffalo 


Herbert  E.  Joyce,  Buffalo 
John  D.  Naples,  Buffalo 
Clarence  A.  Straubinger,  Buffalo 

Medi- 

Essex  (1) 

E.  Addis  Munyan,  Lake  Placid 

Franklin  (1) 

A.  A.  Hartmann,  Malone 

Fulton  (1) 

Armond  J.  D’Errico,  Gloversville 
Genesee  (1) 

Alfred  L.  George,  Batavia 
Greene  (1) 

Edwin  Mulbury,  Windham 
Herkimer  (1) 

Harold  T.  Golden,  Herkimer 
Jefferson  (1) 

Thomas  P.  Hamilton,  Watertown 
Kings  (22) 

Lawrence  Ames,  Brooklyn 
Louis  Berger,  Brooklyn 
Ernest  Buffone,  Brooklyn 
Philip  Cohen,  Brooklyn 
Leo  S.  Drexler,  Brooklyn 
John  J.  Flynn,  Brooklyn 
David  Kershner,  Brooklyn 
Adrian  Lamos,  Brooklyn 
George  Liberman,  Brooklyn 
Harry  S.  Lichtman,  Brooklyn 
Martin  Markowitz,  Brooklyn 
Bentley  D.  Merrim,  Brooklyn 
Robert  A.  Moore,  Brooklyn 
James  L.  O’Leary,  Brooklyn 
Irving  M.  Pallin,  Brooklyn 
Louis  Pellman,  Brooklyn 
Benjamin  L.  Rosenthal,  Brooklyn 
Ralph  M.  Schwartz,  Brooklyn 
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M.  Theodore  Tanenhaus,  Brooklyn 
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Lewis  (1) 

Livingston  (1) 

James  M.  Judd,  Mt.  Morris 

Madison  (1) 

Felix  Ottaviano,  Oneida 

Monroe  (6) 

Hobart  L.  Boyd,  Rochester 
Eli  A.  Leven,  Rochester 
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John  H.  Morton,  Rochester 
Charles  D.  Sherman,  Rochester 
John  D.  States,  Rochester 

Montgomery  (1) 
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Nassau  (13) 

John  A.  Billows,  Hempstead 
Clement  J.  Boccalini,  Floral  Park 
Louis  Bush,  Baldwin 
Jeff  J.  Coletti,  Old  Westbury 
Ralph  S.  Emerson,  Roslyn  Heights 
Leo  T.  Flood,  Hempstead 
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A.  W.  Freireich,  Malverne 
Frank  M.  Green,  Rockville  Centre 
E.  Kenneth  Horton,  Rockville  Centre 
Raymond  F.  Smith,  Garden  City 
Reginald  R.  Steen,  Valley  Stream 
Paul  H.  Sullivan,  Great  Neck 
H.  Lawrence  Sutton,  Hempstead 

New  York  (25) 

Edgar  P.  Berry,  New  York 
Edward  A.  Burkhardt,  New  York 
May  E.  Chinn,  New  York 
C.  Joseph  Delaney,  New  York 
Lawrence  Essenson,  New  York 
James  H.  Ewing,  New  York 
John  A.  Finkbeiner,  New  York 
Stanley  H.  Greenwald,  New  York 
Keith  0.  Guthrie,  Jr.,  New  York 
John  E.  Hammett,  New  York 
Milton  Helpern,  New  York 
W.  Graham  Knox,  New  York 
Thomas  K.  Lammert,  New  York 
John  A.  Lawler,  New  York 
Julia  V.  Lichtenstein,  New  York 
Donald  B.  Louria,  New  York 
Vaughan  C.  Mason,  New  York 
George  W.  Melcher,  New  York 
Joseph  A.  Pincus,  New  York 
Bernard  J.  Pisani,  New  York 
William  B.  Rawls,  New  York 
Guy  F.  Robbins,  New  York 
George  M.  Saypol,  Jamaica 
Albert  M.  Schwartz,  New  York 
Roger  W.  Steinhardt,  New  York 

Niagara  (3) 

John  T.  Donovan,  Lockport 
Glenn  E.  Jones,  Niagara  Falls 
William  R.  Lewis,  Niagara  Falls 

Oneida  (3) 

Clarke  T.  Case,  Utica 
Irving  Cramer,  Utica 
Anthony  G.  Jaroszewicz,  Utica 

Onondaga  (5) 

Robert  J.  Collins,  Syracuse 
Richard  D.  Eberle,  Syracuse 
Louis  G.  Fournier,  Syracuse 
Charles  A.  Gwynn,  Syracuse 
William  J.  Ryan,  Syracuse 

Ontario  (2) 

Philip  M.  Standish,  Canandaigua 
Robert  M.  Price,  Clifton  Springs 

Orange  (3) 

Allen  H.  Keniston,  Port  Jervis 
William  S.  Montgomery,  Newburgh 
John  D.  Van  Zandt,  Tuxedo 

Orleans  (1) 

Angelo  F.  Leone,  Medina 
Oswego  (1) 

Kent  Wood  Jarvis,  Oswego 
Otsego  (1) 

John  W.  Latcher,  Oneonta 

Putnam  (1) 

Garrett  Vink,  Carmel 


Queens  (17) 

Thomas  M.  d’Angelo,  Flushing 

Alfred  A.  Angrist,  Beechhurst 

Sol  Axelrad,  Woodhaven 

Angelo  R.  Bologna,  Flushing 

Albert  H.  Douglas,  Jamaica 

Frank  W.  Farrell,  Flushing 

John  L.  Finnegan,  Flushing 

Irving  G.  Frohman,  Rockaway  Beach 

Peter  V.  Gugliuzza,  Hollis 

George  J.  Lawrence,  Jr.,  Flushing 

Jerome  L.  Leon,  Forest  Hills 

Louis  J.  Morse,  Kew  Gardens 

Kurt  Rosenberg,  Long  Island  City 

Ralph  E.  Schlossman,  South  Ozone  Park 

Lester  R.  Tuchman,  Elmhurst 

Ezra  A.  Wolff,  Forest  Hills 

Rensselaer  (2) 

Allen  Gifford,  Troy 
John  Noonan,  Troy 

Richmond  (3) 

Albert  B.  Accettola,  Staten  Island 
Orlando  L.  Manfredi,  Staten  Island 
Joseph  F.  Shanaphy,  Staten  Island 

Rockland  (3) 

S.  B.  Adler,  Spring  Valley 
H.  L.  Sperling,  Spring  Valley 
L.  J.  Wagner,  New  City 

St.  Lawrence  (1) 

William  R.  Carson,  Potsdam 

Saratoga  (1) 

Russell  Peacock,  Ballston  Spa 

Schenectady  (3) 

John  L.  Clowe,  Schenectady 
Ralph  E.  Isabella,  Schenectady 
Herbert  Wright,  Jr.,  Schenectady 

Schoharie  (1) 

John  H.  Wadsworth,  Cobleskill 
Schuyler  (1) 

Fritz  Landsberg,  Watkins  Glen 
Seneca  (1) 

David  L.  Koch,  Seneca  Falls 
Steuben  (2) 

Thomas  S.  Cotton,  Hornell 
Wayne  C.  Templer,  Corning 

Suffolk  (6) 

Daniel  Friedman,  Bay  Shore 
Milton  Gordon,  Huntington 
Bruce  A.  Harris,  Jr.,  Huntington 
Andrew  W.  Lawrence,  Huntington 
George  E.  Leone,  Riverhead 
John  L.  Sengstack,  Huntington 

Sullivan  (1) 

Sirkka  Elisabeth  Vuornos,  Liberty 
Tioga  (1) 

George  F.  Pritchard,  Owego 

Tompkins  (1) 

George  McCauley,  Ithaca 

Ulster  (2) 

Eugene  F.  Galvin,  Rosendale 
Edward  F.  Shea,  Kingston 
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John  N.  Dill,  Yonkers 
James  Q.  Haralambie,  Larchmont 
Robert  E.  Healy,  Mt.  Kisco 
Reid  R.  Heffner,  New  Rochelle 
Wallace  M.  Sheridan,  White  Plains 
Maurice  L.  Woodhull,  Scarsdale 

Wyoming  (1) 

Willard  Chapin,  Perry 

Yates  (1) 

Arthur  J.  Horton,  Penn  Yan 
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1967  HOUSE  OF  DELEGATES 


Instructions  from  1966  House 

Resume  of  instructions  of  the  1966  House  of  Delegates  and  actions 
thereon*  by  the  Council,  Board  of  Trustees,  and  Officers. 


Headquarters  Building  (Section  197).  The 

House  voted  to  adopt  a resolution  substituted 
by  the  reference  committee  for  resolutions 
66-2,  66-26,  and  66-59.  The  substitute  resolu- 
tion, as  amended  by  the  House,  recommended 
that  this  Society  “purchase  a building  or 
select  a site  and  construct  a suitable  building 
for  its  headquarters,  to  be  located  in  Metro- 
politan New  York”  and  “that  this  resolution 
be  implemented  at  the  earliest  possible  time.” 

At  its  meeting  on  March  24,  1966,  the  Coun- 
cil voted  to  proceed  with  the  implementation  of 
this  resolution. 

Refund  of  Dues  Because  of  Military  Service 
(Section  195).  The  House  adopted  resolution 
66-58,  “Refund  of  Dues  to  Members  Entering 
Temporary  Service  in  the  Armed  Forces,” 
establishing  the  policy  that  “a  member  enter- 
ing temporary  service  in  the  armed  forces 
will  not  be  liable  for  payment  of  current  year’s 
dues,  but,  should  the  dues  have  been  paid, 
the  member  can  request  refund  and  remission 
of  his  dues  for  that  year  through  his  component 
county  medical  society.  Dues  for  a member 
leaving  service  can  be  remitted  throughout  the 
balance  of  the  calendar  year  in  which  he  is 
discharged,  upon  recommendation  by  his  com- 
ponent county  medical  society.  The  date  to 
be  considered  as  entry  into  service  shall  be  the 
date  the  member  actually  reports  for  service 
and  not  the  date  on  which  he  receives  his  orders.” 
The  resolution  also  provided  “that  it  be  rec- 
ommended to  the  component  county  medical 
societies  that  they  adopt  a similar  policy  re- 
garding refund  and  remission  of  county  society 
dues  and  assessments  for  members  entering 
temporary  service  in  the  armed  forces.” 

The  Council  voted  in  March  to  refer  this  to 
the  Membership  Department  staff  “and  that 
copies  be  sent  to  the  county  medical  societies 
for  their  information  and  action.”  The  county 
medical  societies  were  informed  on  April  4, 
1966.  Because  of  serious  objections  on  the 
part  of  many  county  medical  societies,  the 
Council  voted  on  June  24  to  interpret  resolu- 
tion 66-58  as  meaning: 

“A  member  entering  temporary  service  in 
the  armed  forces  on  or  before  May  1 will  not 
be  liable  for  payment  of  current  year’s  dues,  but, 
should  the  dues  have  been  paid,  the  member 
can  request  refund  and  remission  of  his  dues 

Sections  referred  to  are  from  the  Minutes  of  the  House  of 
Delegates  of  the  1966  Annual  Meeting,  as  published  in  the 
New  York  State  Journal  of  Medicine;  June  1,  1966, 
pages  1373  through  1586. 

* As  of  November  9,  1966. 


for  that  year  through  his  component  county 
medical  society.  Members  entering  temporary 
service  in  the  armed  forces  May  2 or  later  will 
be  liable  for  annual  dues  in  full.  Dues  for  a 
member  leaving  service  can  be  remitted  through- 
out the  balance  of  the  calendar  year  in  which  he 
is  discharged  upon  recommendation  by  his 
component  county  medical  society.  The  date 
to  be  considered  as  entry  into  service  shall  be 
the  date  the  member  actually  reports  for  service 
and  not  the  date  on  which  he  receives  his  orders.” 

This  information  was  transmitted  to  the 
county  medical  societies  on  July  25,  1966. 

Planning  and  Research  Bureau  (Section 
196).  The  House  adopted  resolution  66-60, 
“Bureau  of  Planning  and  Research  at  Medical 
Society  of  the  State  of  New  York  Headquar- 
ters,” which  (a)  recommends  the  establishment 
of  the  bureau,  ( b ) requests  the  Board  of  Trus- 
tees to  allot  the  necessary  funds  to  staff  this 
department  and  to  provide  for  its  activities, 
and  (c)  directs  all  concerned  to  implement  this 
resolution  at  the  earliest  possible  moment. 

At  its  March  meeting  the  Council  requested 
Dr.  Fineberg  to  proceed  with  the  proper  re- 
ferral of  this  with  the  information  he  had  avail- 
able. No  action  has  been  taken  by  the  Board 
of  Trustees. 

War  Memorial  (Section  192).  The  House 
adopted  the  portion  of  the  reference  committee 
report  expressing  concurrence  in  the  thought 
that  War  Memorial  benefits  should  be  extended 
to  any  possible  victim  of  the  Viet  Nam  crisis. 

At  its  meeting  on  March  24,  the  Board  of 
Trustees  decided  that  this  would  have  to  be 
projected  in  the  future. 

Fees:  Basis  for  Determination  (Section 

266).  The  House  amended  and  referred  to  the 
Council  for  proper  interpretation  and  wording  a 
resolution  presented  by  the  Reference  Committee 
on  Medical  Services  A as  a substitute  for  resolu- 
tions 66—5,  66—8,  66—20,  66-22,  66—25,  and 
66-52,  dealing  with  fees.  As  amended  the 
resolution  provides  (a)  that  negotiating  com- 
mittees of  this  Society  be  urged  to  use  as  a 
guide  the  Relative  Value  Scale  in  dealing  with 
all  local,  State,  and  Federal  agencies  and  that 
these  fees  apply  universally  to  all  services  by 
all  physicians  in  all  hospitals  and  ( b ) “that  the 
experience  gained  be  reviewed  after  one  year.” 

The  House  adopted  two  recommendations 
to  the  Council  regarding  this  resolution,  as 
follows:  (a)  that  the  minimum  unit  value  be 

not  less  than  $5.00  and  ( b ) that  the  words 
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“and  all  third  parties”  be  added  to  the  first 
resolve,  after  “all  local.  State,  and  Federal 
agencies.” 

At  the  March  Council  meeting,  this  was 
referred  to  the  Commission  on  Standards  of 
Medical  Care  and  to  the  Committee  on  Eco- 
nomics. The  conference  committee  with  the 
Interdepartmental  Task  Force  was  authorized 
to  continue  negotiations  for  a State-wide  fee 
schedule  based  on  the  Relative  Value  Scale 
with  conversion  factors  of  $4.00  and  $5.00 
as  a temporary  measure  pending  establishment 
of  $5.00  as  the  conversion  factor  for  surgical 
as  well  as  medical  procedures. 

At  its  special  meeting  in  May  the  House  of 
Delegates  adopted  a resolution  providing  that 
“The  principle  for  reimbursement  of  physicians 
be  on  a usual,  customary,  and  prevailing  basis. 
If  the  Relative  Value  Scale  has  to  be  used,  it  is 
strongly  recommended  that  decision  as  to  the 
unit  value  be  decided  at  the  local  level.  The 
use  of  such  a mechanism  can  in  effect  achieve 
usual  and  customary  fees.” 

At  the  May  Council  meeting  the  Committee 
on  Economics  recommended  that  local  groups 
negotiate  with  county  societies  to  arrive  at  a 
conversion  factor  for  the  Relative  Value  Scale 
to  obtain  usual  and  customary  fees.  Dr. 
Blake  stated  that  this  would  be  received  as 
information  and  would  be  particularly  called 
to  the  attention  of  the  committee  to  confer 
with  the  Interdepartmental  Task  Force. 

In  August,  1966,  the  New  York  State  Direc- 
tor of  the  Budget  and  the  New  York  State 
Department  of  Social  Welfare  issued  an  interim 
fee  schedule  to  avoid  the  application  of  Book  V 
fees  to  nonwelfare  cases. 

The  New  York  State  Department  of  Health 
has  established  a permanent  Interdepartmental 
Committee  on  Health  Economics,  and  our 
Advisory  Committee  is  discussing  several  as- 
pects of  the  Medicaid  program,  including  fees, 
with  the  Interdepartmental  Committee. 

Fees:  Separation  of  Professional  from 

Nonprofessional  Services  (Sections  267  and 
275).  The  House  voted  that  an  ad  hoc  commit- 
tee should  be  appointed  by  the  Council  to  study 
the  problems  involved  in  separation  of  hos- 
pital services  from  the  professional  services  of 
physicians,  particularly  hospital-based  special- 
ists, as  called  for  by  resolutions  66-13,  66-19, 
66-28,  66-29,  66-30,  66-31,  66-57,  66-61, 
and  66-63.  The  reasons  given  by  the  ref- 
erence committee  for  its  recommendations 
are  (a)  contract  benefits  and  insurance  laws 
would  have  to  be  changed  and  ( b ) contractual 
arrangements  between  physicians  and  hospitals 
would  have  to  be  revised  as  would  the  mechanism 
for  arriving  at  hospital  costs. 

Resolution  66—46,  “Guidelines  for  Payment 
for  Autopsy  Service,”  disapproved  by  the  ref- 
erence committee,  was  withdrawn  so  that  it 
might  be  referred  to  the  ad  hoc  committee. 

The  Council  referred  this  to  the  Commission 
on  Standards  of  Medical  Care.  At  the  May 
Council  meeting,  the  chairman  of  the  Com- 


mission stated,  “In  the  next  week  or  so  we  will 
have  open  hearings  and  consideration  of  the 
1966  resolutions  that  have  been  referred  to  us — 
resolutions  9,  13,  14,  18,  19,  28,  29,  30,  31,  32, 
42,  46,  47,  57,  61,  63,  and  70.” 

Relative  Value  Scale:  Anesthesiologists 

(Section  268).  The  House  referred  resolution 
66-18,  “Change  in  Relative  Value  Scale  for 
Anesthesiologists,”  to  the  Council  for  proper 
action  in  view  of  the  fact  that  revision  of  the 
Relative  Value  Scale  is  expected  to  occur  within 
a year  and  will  provide  an  opportunity  for  all 
groups  to  propose  changes. 

The  Council  referred  this  to  the  Committee 
on  Economics  and  to  the  Commission  on  Stand- 
ards of  Medical  Care.  In  May  the  Council 
changed  this  action  and  referred  the  resolution 
to  the  Committee  on  Economics  only.  At  the 
same  meeting  the  Council  authorized  the 
Economics  Committee  to  send  a letter  to 
specialty  groups  and  other  interested  persons 
and  groups  to  determine  whether  or  not  re- 
vision of  the  Relative  Value  Scale  should  in- 
volve changes  other  than  those  requested  by  the 
anesthesiologists.  In  July  the  chairman  of  the 
economics  committee  of  the  New  York  State 
Society  of  Anesthesiology  requested  an  invita- 
tion “to  make  a personal  presentation  of  our 
proposed  changes  in  the  Relative  Value  Scale.” 
At  the  September  meeting  of  the  Executive 
Committee  an  announcement  from  the  New 
York  State  Society  of  Anesthesiologists  that, 
on  August  12,  1966,  that  Society  “established  as 
a principle  that  it  would  handle  all  further 
negotiations  for  anesthesia  fee  schedules  and 
furthermore  refuses  to  recognize  fee  schedules 
negotiated  by  other  medical  agencies”  was 
referred  to  the  Advisory  Committee  to  the 
Interdepartmental  Committee  on  Health  Eco- 
nomics. 

New  York  State  Social  Welfare  Depart- 
ment: Fees;  Prior  Authorization  (Section 
280).  The  House  amended  and  adopted  resolu- 
tion 66-3,  “Changes  in  State  Welfare  Regula- 
tions,” providing  (a)  that  all  county  societies 
shall  encourage  local  welfare  agencies  to  use  the 
prior  authorization  card,  as  practiced  in  six 
counties  of  the  State  and  (6)  that,  at  the  earliest 
possible  time,  the  State  Department  of  Social 
Welfare  be  requested  to  “raise  the  existing 
allowances  in  each  area  to  parallel  more  closely 
physicians’  usual  and  customary  fees”  and  to 
“take  steps  to  eliminate  economic  punitive 
action  against  a physician  or  hospital  simply 
because  a welfare  patient  has  failed  to  identify 
himself  as  such.” 

The  Council  referred  this  to  the  Committee 
on  Public  Medical  Care.  The  committee  re- 
ported in  May  that  it  favored  the  use  of  an 
identification  card  and  the  elimination  of  the 
prior  authorization  card,  pointing  out  that  the 
system  in  use  in  six  counties  and  approved  by  the 
State  Department  of  Social  Welfare  eliminated 
the  need  for  prior  authorization.  The  com- 
mittee also  pointed  out  that  the  Council,  in 
March,  had  accepted  the  suggestions  of  the 
Advisory  Committee  to  the  Interdepartmental 
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Task  Force  on  Medical  Fees.  The  Council 
voted  “that  this  report  (that  is,  the  May  re- 
port of  the  Public  Medical  Care  Committee) 
be  received  but  deleting  action  or  deferring  ac- 
tion on  item  a,  b,  and  the  paragraph  referring 
to  it.”  The  President  advised  the  chairman  of 
the  Committee  on  Public  Medical  Care  to 
contact  the  chairman  of  the  Advisory  Com- 
mittee to  the  Interdepartmental  Task  Force 
“so  that  both  of  them  are  not  carrying  out  the 
same  action  at  the  same  time.” 

Blue  Shield  Plans:  Approval  (Section  272). 

The  House  approved  the  seven  New  York  State 
Blue  Shield  Plans  as  listed  in  the  report  of  the 
Medical  Care  Insurance  Committee. 

As  directed  by  the  Council  in  March,  the 
Plans  have  been  notified  of  this  action. 

Health  Insurance:  Coverage  for  Service  in 

Physician’s  Office,  Clinic,  or  Hospital  (Sec- 
tion 274).  The  House  adopted  resolution  66- 
37,  “Provision  of  Parallel  Benefits  in  Prepaid 
Health  Insurance,”  thereby  going  on  record  “as 
being  in  favor  of  parallel  and  substantially 
equal  insurance  coverage  of  care  which  can  be 
provided  equally  well  in  a hospital,  clinic,  and 
physician’s  office  setting,  and  as  being  opposed 
to  coverage  which  will  tend  to  direct  that  care 
away  from  the  physician’s  office”  and  directing 
“that  the  purpose  of  this  resolution  be  trans- 
mitted to  our  legislative  representatives  for 
suitable  action.” 

The  Council  referred  this  to  the  Committee 
on  State  Legislation  and  also  directed  that  the 
Blue  Shield  Plans  be  informed  of  the  House  of 
Delegates’  action. 

Standards  of  Practice  of  Medicine:  Control 
by  Medical  Profession  (Section  276).  The 

House  approved  in  principle  and  referred  to  the 
Council  for  implementation  resolution  66-70, 
“The  Medical  Profession  and  Control  of  the 
Practice  of  Medicine,”  providing  that  the 
Society,  “through  its  district  branches  and 
component  county  societies,  take  immediate 
steps  to  organize  and  staff  programs  designed 
to  retain  control  of  policy  in  the  sensitive  areas 
of  quality,  utilization,  and  reasonable  charge  of 
medical  services,  to  be  implemented  on  a dis- 
trict branch  level  realigned  to  coincide  with  the 
Hospital  Council  areas  of  New  York  State.” 

The  Council  referred  this  to  the  Commission 
on  Standards  of  Medical  Care.  At  the  May 
Council  meeting,  the  chairman  of  the  Com- 
mission stated,  “In  the  next  week  or  so  we  will 
have  open  hearings  and  consideration  of  the 
1966  resolutions  that  have  been  referred  to  us — 
resolutions  9,  13,  14,  18,  19,  28,  29,  30,  31,  32, 
42,  46,  47,  57,  61,  63,  and  70.” 

Blue  Shield:  Designation  as  Fiscal  Inter- 

mediary in  Queens  County  Under  Part  B, 
Title  18  of  the  Social  Security  Act  (Section 
278).  The  House  adopted  resolution  66-81, 
“Designation  of  Blue  Shield  as  Fiscal  Agent  in 
Queens  County,”  recommending  that  “Queens 
be  included  with  other  counties  covered  by  the 


local  Blue  Shield  Plan  as  the  fiscal  agent  under 
Medicare  to  pay  physicians’  bills.” 

The  Council  took  no  action  on  this. 

Hospitals:  Cost  Reduction  (Section  281). 

The  House  adopted  a report  of  the  Reference 
Committee  on  Medical  Services  B which  com- 
mented as  follows  on  the  report  of  the  Commit- 
tee on  Hospital  and  Professional  Relations: 
“Further  recommendations  by  the  committee 
to  reduce  hospital  costs  include: 

“(a)  a seven-day  hospital  week  to  include  all 
ancillary  services — attempts  should  be  made 
to  implement  this  recommendation  wherever 
feasible  and  possible.  However,  your  ref- 
erence committee  realizes  that  in  many  in- 
stances because  of  reasons  over  which  medicine 
has  no  control  this  would  not  only  be  impractical 
but  impossible. 

“(6)  a re-evaluation  of  patient  ‘tests’  to 
reduce  this  to  the  minimum  compatible  with 
good  medical  care. 

“(c)  Your  reference  committee  recommends 
that  there  be  a complete  re-evaluation  of  all 
existing  paramedical  personnel  in  order  to 
insure  maximum  patient  care.  A continuing 
training  program  should  be  encouraged  in  all 
hospitals  which  will  increase  the  competence 
of  paramedical  personnel.  This  in  turn  would 
reflect  a decrease  in  hospital  costs  and  improved 
patient  care.  Where  medicolegal  obstacles 
exist,  efforts  should  be  made  to  persuade 
legislators  that  amendments  to  these  laws  are 
in  the  best  interest  of  patient  care.” 

The  Council  referred  this  to  the  Hospital  and 
Professional  Relations  Committee. 

Physician  Representation  on  Government- 
Sponsored  Medical  Committees  and  Hos- 
pital Councils  (Section  281).  The  report  of 
the  Reference  Committee  on  Medical  Services  B, 
adopted  by  the  House,  also  included  the  fol- 
lowing comment  on  the  report  of  the  Hospital 
and  Professional  Relations  Committee. 

“We  concur  with  the  committee’s  concern 
re  the  lack  of  representation  of  practicing 
physicians  on  most  government-sponsored  medi- 
cal committees  and  hospital  councils.” 

The  Council  referred  this  to  the  Committee  on 
Hospital  and  Professional  Relations. 

Ethics:  Industrial  Medical  Care  (Section 

283).  The  House  adopted  as  this  Society’s 
“Accepted  Standards  of  Medical  Ethics  for  In- 
dustrial Medical  Care”  the  somewhat  revised 
version  of  the  “Policy  Statement  of  the  Medical 
Society  of  the  County  of  New  York  on  In- 
dustrial Medical  Care”  which  had  previously 
been  approved  by  the  Council  and  which  was 
quoted  in  the  annual  report  of  the  Committee  on 
Ethics. 

The  Council  referred  this  to  the  Committee 
on  Industrial  Health. 

Credit  Cards  (Section  283).  The  House 
adopted  a statement  disapproving  the  use  of 
credit  cards  in  payment  of  medical  fees. 

The  Council  referred  this  to  the  Committee 
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on  Ethics  “for  its  use  when  necessary.”  It 
was  quoted  by  the  Committee  on  Ethics  in 
its  response  to  an  inquiry  from  the  Medical 
Society  of  the  County  of  Erie  regarding  the 
credit  card  and  loan  plan  proposed  by  the 
Marine  Midland  Corporation  of  Buffalo. 

Scientific  Practice  of  Medicine:  Definition 
(Section  284).  The  House  took  no  action  on 
resolution  66-14,  “Definition  of  Scientific  Medi- 
cine,” but  referred  the  subject  matter  of  the 
resolution  to  the  Council  for  study.  The  resolu- 
tion, if  adopted,  would  have  called  on  the  So- 
ciety to  “establish  criteria  for  the  recognition 
of  doctors  who  practice  scientific  medicine  both 
in  hospitals  and  office”  and  to  “establish  stand- 
ards to  determine  whether  or  not  a doctor  is 
practicing  scientific  medicine  in  the  hospital 
and  office.” 

This  was  referred  to  the  Commission  on 
Standards  of  Medical  Care.  The  Commission 
reported  to  the  Council  in  May  that  hearings 
would  be  held  to  consider  this  and  other  resolu- 
tions. 

Osteopaths:  Workmen’s  Compensation 

Fees  (Section  285).  The  House  voted  to 
“recommend  to  the  Chairman  of  the  Workmen’s 
Compensation  Board  to  remove  this  item  (osteo- 
pathic manipulation)  completely  from  the  fee 
schedule”  and  that  “until  such  time  as  the 
osteopathic  manipulation  statement  is  removed 
from  the  fee  schedule,  insurance  carriers  should 
be  alerted  to  request  written  indication  for  this 
procedure.” 

The  Council  referred  this  to  the  Committee 
on  Workmen’s  Compensation. 

Internships:  Two-Year  (Section  284).  The 

House  adopted  resolution  66-44,  “Two-Year 
Internships  for  American  Medical  Students,” 
and  recommended  that  our  delegation  to  the 
AMA  continue  to  press  for  its  adoption  at  the 
AMA  House  of  Delegates.  The  resolution 
requests  that  the  American  Medical  Associa- 
tion “encourage  medical  schools  to  advise  their 
graduates  to  take  two-year  internships”  and 
“use  its  influence  on  the  surgical  boards  to  join 
the  medical  boards  in  granting  one  year  of 
residency  credit  to  interns  who  serve  a straight 
second  year  of  internship  following  a first-year 
rotating  internship.” 

The  Council  referred  this  to  the  AMA  dele- 
gation. The  delegation  introduced  a resolu- 
tion to  this  effect  (#47)  in  the  AMA  House  of 
Delegates;  it  was  defeated. 

Municipal  and  Affiliated  Hospitals:  Medi- 
cal Staff  Appointments  (Section  287).  The 

House  adopted  a substitute  for  resolutions  66-62 
and  66-83  on  appointments  to  the  medical  staffs 
of  municipal  hospitals,  calling  on  this  Society 
to  attempt  to  secure  elimination  of  the  require- 
ment that  members  of  the  medical  staffs  of 
municipal  hospitals  be  board-certified,  to  se- 
cure restoration  of  medical  staff  members  af- 
fected by  this  ruling,  and  to  inform  the  mayor 
and  the  commissioner  of  hospitals  of  the  de- 
sirability of  doing  away  with  this  requirement. 


In  the  course  of  discussion  at  the  March 
Council  meeting,  the  following  letter  from  Com- 
missioner Yerby  to  the  secretary  of  the  Medical 
Society  of  the  County  of  Kings  was  read  for  the 
record: 

“Receipt  is  acknowledged  of  your  letter  of 
February  25,  1966,  to  which  was  attached  a 
copy  of  the  resolution  pertaining  to  affiliation 
agreements  between  the  City  of  New  York 
and  voluntary  hospitals. 

“The  City,  in  order  to  upgrade  and  main- 
tain high  quality  medical  services,  decided  it 
was  essential  to  seek  the  assistance  of  medical 
schools  and  voluntary  hospitals.  Conse- 
quently, affiliation  agreements  were  entered 
into  for  professional  and  ancillary  services. 
In  these  agreements  professional  standards 
were  established. 

“Provisions  are  made  for  the  Commissioner 
to  consider  requests  by  the  hospital  for  excep- 
tions to  be  made  in  respect  to  individual 
physicians  who  do  not  meet  the  required 
standards. 

“I  do  not  believe  that  the  professional  re- 
quirements embodied  in  our  affiliation  agree- 
ments should  be  changed  at  this  time. 

“Thank  you  for  bringing  this  resolution  to 
my  attention.” 

The  Council  referred  this  to  the  Committee 
on  Hospital  and  Professional  Relations  for  its 
recommendation  as  to  whether  or  not  copies  of 
our  resolution  should  be  sent  to  the  Commis- 
sioner of  Hospitals  and  to  the  Mayor. 

Psychiatric  Units  in  Community  Hospitals 
(Section  288).  The  House  amended  and 
adopted  resolution  66-85,  “Psychiatric  Units  in 
the  Community  Hospital,”  endorsing  the  prin- 
ciple that  general  hospitals  be  encouraged  to 
accept  mental  patients  for  short-term  hospital- 
izations especially  if  these  psychiatric  illnesses 
are  associated  with  medical  and  surgical  con- 
ditions and  where  the  circumstances  render 
this  procedure  feasible  and  where  the  community 
needs  warrant  it. 

The  Council  referred  this  to  the  Committee  on 
Mental  Hygiene. 

Blue  Cross:  Associated  Hospital  Service 

Bylaws  (Section  289).  The  House  amended 
and  adopted  resolution  66-89,  “Criticism  of 
Changes  in  Associated  Hospital  Service  By- 
laws,” stating  that  the  reduction  of  the  number 
of  practicing  physician  voting  members  from 
six,  recommended  by  county  medical  societies, 
to  one  and  the  deletion  of  the  requirement  that 
six  directors  be  physicians  are  not  in  the  public 
interest. 

The  Council  referred  this  to  the  Medical 
Care  Insurance  Committee.  At  the  May  Coun- 
cil meeting  the  committee  reported  its  opinion 
that  “Associated  Hospital  Service  of  New  York 
has  complied  with  the  law  as  well  as  can  be 
expected  in  the  division  of  doctors  as  represent- 
ative of  the  various  branches  of  medicine  and 
therefore  no  action  should  be  taken.” 
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Corporate  Practice  of  Medicine:  Ethics 

and  Legality  (Section  290).  The  House  re- 
ferred to  the  Council  the  subject  matter  of  reso- 
lution 66-47,  “Legal  and  Ethical  Considerations 
Involved  in  Medical  Services  Provided  by 
Physicians  Hired  by  Nonprofessional  Third 
Parties.”  If  adopted  the  resolution  would  have 
required  (a)  that  this  Society  “petition  and 
request  appropriate  action  of  the  Attorney- 
General  . . . and  any  other  interested  body,  as 
provided  by  law,  in  order  to  resolve  the  ques- 
tion of  legality  of  contracts  between  physicians 
and  nonprofessional  groups  and  of  professional 
medical  practices  now  operational  in  the  State 
of  New  York”  and  (6)  that  all  members  of  this 
Society  “be  informed  of  the  unresolved  nature 
of  these  legal  and  ethical  considerations  and 
warned  of  the  possible  illegality  and  unethical 
character  of  such  contractual  arrangements.” 

In  connection  with  the  above  action  the 
House  adopted  two  recommendations  to  the 
Council — (a)  that  the  resolution  be  approved 
in  principle  and  ( b ) that  the  Council  report 
on  this  matter  to  the  membership  within  ninety 
days. 

The  Council  referred  this  to  the  Commission 
on  Standards  of  Medical  Care,  with  a request 
that  the  Commission  present  recommendations 
to  be  acted  on  at  the  May  meeting  of  the  Coun- 
cil. At  the  May  Council  meeting  the  chairman 
of  this  newly  organized  Commission  stated: 
“In  the  next  week  or  so  we  will  have  open 
hearings  and  consideration  of  the  resolutions 
(17  in  number)  that  have  been  referred  to  us.’' 

Utilization  Committees  (Sections  291,  292). 

The  House  amended  and  adopted  resolution  66- 
42,  “Principles  for  Establishment  of  Utilization 
Committees,”  providing,  as  amended,  that  this 
Society  “recommend  to  the  county  medical 
societies  that  each,  acting  either  alone  or 
when  necessary  in  local  combinations  with  other 
county  societies,  establish  utilization  review 
committees;  such  county  society -based  com- 
mittees to  make  their  services  available  on 
request  to  the  proper  parties  who  need  such 
services.”  It  was  voted  to  reconsider  this  ac- 
tion; after  further  discussion  a motion  was 
carried  adopting  both  resolution  66-42  and 
resolution  66-9,  “Utilization  Committees,” 
which  (a)  placed  the  House  on  record  as  rec- 
ommending “that  all  utilization  committees 
be  composed  of  and  under  the  direction  of  prac- 
ticing physicians,”  ( b ) called  for  creation  by  the 
House  of  “the  proper  committee  to  study  the 
function  and  organization  of  utilization  com- 
mittees in  the  State  of  New  York,”  and  (c) 
provided  that  this  Society  “implement  the 
creation  of  and  set  the  standards  for  utilization 
committees.” 

The  Council  referred  this  to  the  Commission 
on  Standards  of  Medical  Care.  The  Commission 
reported  to  the  Council  in  May  that  hearings 
were  to  be  held  to  consider  these  and  other 
resolutions. 

Dr.  Greenough  (Section  217).  The  House 
adopted  a report  of  the  Reference  Committee  on 
Scientific  Activities  and  Publications  A wishing 


Dr.  Greenough  a speedy  recovery  to  good  health 
and  stating,  “He  can  be  sure  that  his  presence 
was  sorely  missed.”  At  the  Council  meeting  on 
March  24,  Dr.  Blake  stated:  “May  I report 
to  you  that  Dr.  Greenough  remains  confined, 
and  his  condition  is  about  as  it  was  a short  time 
ago.  I am  sure  he  would  be  glad  to  hear  from 
various  members  of  the  Council,  and  I think 
it  would  be  in  order  also  as  a group  that  we 
ask  that  an  appropriate  message  be  sent  to  him 
with  our  greetings.” 

Unhappily,  Dr.  Greenough’s  death  occurred 
so  soon  thereafter  that  this  message  did  not 
reach  him. 

Medical  Technologists;  Surgical  Techni- 
cians: Training  (Section  217).  A reference 

committee  report  adopted  by  the  House  de- 
plored the  lack  of  progress  in  implementing 
resolution  65-7,  “Establishment  of  Standards 
for  Surgical  Technicians,”  and  resolution  65- 
47,  “Need  for  College  Training  of  Medical 
Technologists  or  Doctor’s  Aides.” 

The  Council  referred  this  to  the  Commission 
on  Public  Health  and  Education.  In  June 
the  chairman  of  the  Committee  on  Continuing 
Education  reported  to  the  Executive  Committee 
and  to  the  Council  that  curricula  had  been  de- 
veloped for  training  technicians  in  the  health 
field,  including  one  for  surgical  technicians, 
and  that  these  would  be  incorporated  in  the 
two-year  community  college  programs. 

State  Health  Department  Rehabilitation 
Programs:  Free  Choice  of  Physician  (Sec- 
tion 217).  Feeling  that  more  vigorous  action  is 
indicated  in  the  case  of  resolution  65-14, 
“Change  in  Policy  Governing  New  York  State 
Health  Department’s  Medical  Rehabilitation 
Program,”  and  resolution  65-32,  “Change  in 
Policy  Governing  New  York  State  Health 
Department’s  Program  for  Physically  Handi- 
capped Children,”  and  noting  that  some  changes 
may  be  necessary  in  order  to  permit  such  im- 
plementation, the  House  recommended  prompt 
study  of  these  programs  in  conjunction  with  the 
New  York  State  Department  of  Health  and 
urged  “that  some  mechanism  be  evolved 
whereby  more  active  participation  by  the  prac- 
ticing physician  in  the  continued  care  of  his 
private  patient  would  be  effected.” 

The  Council  referred  this  to  the  Physical 
Medicine  and  Rehabilitation  Committee  of  the 
Public  Health  and  Education  Commission. 
The  annual  report  of  the  committee  states  that 
a meeting  has  been  sought  with  representatives 
of  the  New  York  State  Health  Department  “to 
investigate  this  entire  complex  matter.” 

Aged:  Local  Joint  Councils  to  Improve 

Health  Care  (Section  218).  The  House  noted 
and  applauded  the  activity  of  the  Aging  and 
Nursing  Homes  Committee  “in  forming  local 
joint  councils  which  could  be  of  administrative 
assistance  under  the  Federal  Medicare  Program, 
especially  from  a utilization  standpoint.” 

The  Council  referred  this  to  the  Commission 
on  Standards  of  Medical  Care. 
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Nursing  Home  Medical  Care:  Local  Medi- 
cal Society  Supervision  (Section  218).  The 

House  approved  the  recommendation  of  the 
Committee  on  Aging  and  Nursing  Homes  that 
“each  county  medical  society,  or,  where  county 
societies  are  small,  the  district  branch  or- 
ganization, set  up  a committee  to  supervise 
medical  care  in  nursing  homes  to  assure  that 
Federal  and  State  legislated  standards  are 
met.” 

The  Council  referred  this  to  the  Commission 
on  Standards  of  Medical  Care. 

Alcoholism  and  Drug  Abuse  Committee: 
Scope  (Section  219).  Broadening  of  the  field 
of  the  Committee  on  Alcoholism  and  Drug  Abuse 
to  study  other  forms  of  addiction  was  con- 
sidered by  the  House  to  be  “entirely  proper  and 
worthy  of  encouragement.” 

The  Council  referred  this  to  the  Committee 
on  Alcoholism  and  Drug  Abuse. 

Radiation  Therapy:  Degree  of  Training 

(Section  220).  The  House  adopted  a reference 
committee  statement  commenting  as  follows  on 
a recommendation  of  the  Cancer  Committee: 
“We  agree  in  principle  with  the  concept  that 
highly  trained  and  skilled  specialists  in  radia- 
tion therapy  are  desirable.  However,  in  view 
of  the  shortage  of  such  personnel  at  the  present 
time  and  until  such  time  as  they  become  avail- 
able, we  cannot  accede  to  the  recommendation 
that  radiation  therapy  be  administered  only 
by  such  specialists.” 

The  Council  referred  this  to  the  Committee  on 
Cancer.  The  annual  report  of  the  committee 
states,  “We  are  trying  to  stimulate  develop- 
ment of  a State-wide  program  to  increase  the 
supply  of  such  trained  therapists.” 

Cytologic  Examinations:  Subsidy  (Section 
220).  The  House  voted  “that  wider  use  of  cyto- 
logic studies  (for  cancer  detection)  is  indicated 
but  that  such  studies  should  be  government 
subsidized  only  for  indigent  patients.” 

The  Council  referred  this  to  the  Committee 
on  Cancer. 

Chronic  Pulmonary  Diseases:  Treatment 

Facilities  (Section  222).  The  House  recom- 
mended that  the  Committee  on  Chronic  Pul- 
monary Diseases  confer  with  the  New  York 
State  Department  of  Health  “in  an  effort  to 
secure  more  adequate  treatment  facilities  for 
chronic  pulmonary  diseases  in  upper  New  York 
State,  especially  for  the  medically  indigent.” 

The  Council  refereed  this  to  the  Committee 
on  Chronic  Pulmonary  Diseases. 

Pulmonary  Disease:  Fellowships  (Section 

222).  The  House  directed  that  fellowships  for 
training  in  pulmonary  disease  be  publicized 
through  the  New  York  State  Journal  of 
Medicine  and  The  News  of  New  York. 

The  Council  referred  this  to  the  Publication 
Committee,  the  Public  Relations  Committee, 
and  the  Committee  on  Chronic  Pulmonary 
Diseases. 


Medical  Examiner  System:  Drafting  of  a 

Bill  (Section  225).  The  House  endorsed  the 
proposal  of  the  Committee  on  Forensic  Medicine 
that  the  committee  in  conjunction  with  the 
State  Health  Department  draft  a bill  to  es- 
tablish medical  examiner  systems  throughout 
the  State  in  regions  corresponding  with  the 
judicial  districts  and  to  present  it  to  the  State 
Society’s  Committee  on  State  Legislation. 

The  Council  referred  this  to  the  Committee  on 
Forensic  Medicine.  The  Public  Health  and 
Education  Commission  reported  to  the  Council 
in  May  that  among  topics  to  be  discussed  at  a 
meeting  of  the  Forensic  Medicine  Committee 
on  May  10  was  “the  possibility  of  establishing 
medical  examiner  systems  throughout  the 
State.” 

Death  Certificate:  Format;  Statistical  Use 
(Section  225).  The  House  accepted  the  action 
of  the  Committee  on  Forensic  Medicine  regard- 
ing resolution  65-22,  “Use  of  Death  Certificate 
Information  for  Statistical  Purposes,”  and 
resolution  65-23,  “Revision  of  Format  of 
Death  Certificate,”  and  its  recommendation 
that  separate  certificates  be  utilized  for  deaths 
coming  under  the  jurisdiction  of  the  medical 
examiner  or  coroner.  (The  committee  had 
reported  agreement  with  resolution  65-23 
and  disagreement  with  resolution  65-22.) 

The  Council  referred  this  to  the  Committee 
on  Forensic  Medicine  and  to  the  Committee  on 
State  Legislation. 

Hearing  Aids:  Provision  Through  Medicare 
and  School  Districts:  Restoration  of  State 
Aid  (Section  226).  The  House  voted  that,  if 
the  Committee  on  the  Hard  of  Hearing  and  the 
Deaf  feels  that  such  action  is  warranted,  it 
should  “submit  properly  worded  and  docu- 
mented resolutions  to  the  House  for  considera- 
tion and  action”  embodying  the  ideas  expressed 
in  the  two  resolutions  adopted  by  the  committee 
and  included  in  its  report.  The  committee’s 
resolutions  were:  (a)  That  in  the  forthcoming 
Medicare  bill  the  provision  should  be  made  for 
supplying  hearing  aids  to  needy  individuals 
over  the  age  of  sixty-five;  ( b ) That  State  aid  to 
local  school  districts  be  restored  to  alleviate 
some  of  the  current  difficulties  in  the  provision 
of  certain  needed  services. 

The  Council  referred  this  to  the  Committee 
on  the  Hard  of  Hearing  and  the  Deaf. 

Perinatal  Mortality:  Hospital  Committees 
(Section  227).  The  House  concurred  with  the 
Maternal  and  Child  Welfare  Committee  in  its 
suggested  recommendation  that  perinatal  mor- 
tality committees  be  developed  in  all  hospitals. 

The  Council  referred  this  to  the  Committee 
on  Maternal  and  Child  Welfare. 

Mental  Health  Subcommittees  in  County 
Medical  Societies  (Section  228).  The  House 
voted  to  call  the  Society’s  attention  to  the  sug- 
gestions of  the  Committee  on  Mental  Hygiene 
“that  each  county  medical  society  appoint  a 
subcommittee  on  mental  health  to  its  public 
health  committee.” 
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The  Council  referred  this  to  the  Commission 
on  Public  Health  and  Education  for  further 
referral  to  the  county  medical  societies  and  to 
the  Committee  on  Mental  Hygiene. 

Physician  Shortage  in  Rural  Areas:  Survey 
(Section  230).  The  House  voted  to  call  on  the 
members  of  the  Society  to  support  the  State- 
wide survey  of  the  needs  for  physicians  being 
conducted  by  the  Committee  on  Rural  Medical 
Service. 

The  Council  took  no  action  on  this. 

Reference  Committee  Meetings:  Attend- 

ance of  Committee  Chairmen  (Section 
230).  The  House  adopted  a reference  com- 
mittee recommendation  that,  in  the  future,  chair- 
men of  committees  attend  or  send  representatives 
to  the  reference  committee  hearings. 

A memorandum  from  the  Executive  Vice- 
President  to  the  chairmen  of  committees  has 
been  prepared  and  will  be  mailed  in  January, 
1967. 

Motor  Vehicle  Safety  (Section  231).  The 

House  adopted  a revised  version  of  resolution 
66-39,  “Support  of  Auto  Safety  Legislation  in 
U.S.  Senate,”  that  this  Society  “vigorously 
support  the  enactment  of  legislation  which  will 
apply  safety  standards  to  all  new  cars  and  which 
will  design  and  test  a prototype  safety  car 
and  thus  develop  new  safety  standards.” 
The  resolution  also  provided  that  our  dele- 
gates “submit  a similar  resolution  to  the  Ameri- 
can Medical  Association  House  of  Delegates 
at  its  next  regularly  scheduled  meeting  and  that 
copies  of  this  resolution  be  forwarded  to  the 
Governor  of  New  York  State  and  to  the  Presi- 
dent of  the  United  States.” 

Copies  of  the  resolution  were  sent  to  the 
President  and  to  the  Governor.  The  Council 
referred  it  to  the  AMA  delegation  and  to  the 
Committee  on  Accident  Prevention.  The  dele- 
gation introduced  a resolution  (#46)  in  the 
AMA  House  of  Delegates,  which  adopted  a 
substitute. 

Psychiatric  Education  for  All  Doctors  of 
Medicine  (Section  232).  The  House  adopted 
resolution  66-27,  “Psychiatric  Education  and 
Training,”  urging  the  AMA’s  Council  on  Medi- 
cal Education  “to  study  the  feasibility  of 
incorporating  appropriate  psychiatric  education 
in  all  internships  and  residency  training  pro- 
grams to  better  equip  the  physician  for  his 
professional  work,  whether  in  general  or  special 
medical  practice.” 

The  Council  directed  that  the  AMA’s 
Council  on  Medical  Education  be  informed  of 
this  action  of  the  House  of  Delegates.  This 
was  done  on  April  13,  1966. 

Physician  Shortage:  Medical  School 

Training  (Section  233).  The  House  took  no 
action  on  resolution  66-43,  “Education  and 
Training  of  More  Practicing  Physicians,” 
but  called  the  attention  of  the  Commission  on 
Public  Health  and  Education  to  resolution 


65-30,  also  entitled  “Education  and  Training 
of  More  Practicing  Physicians.”  Resolution 

65- 30  was  referred  to  the  Council  last  year 
“for  consideration  of  the  basic  causes  which  at 
the  medical  school  level  induce  the  young  grad- 
uate to  choose  research  instead  of  the  practice 
of  medicine.”  Both  resolutions  called  for 
“all-out  effort.  . . to  encourage  more  graduates 
to  enter  the  clinical  practice  of  medicine.” 

This  was  referred  to  the  Committee  on  Con- 
tinuing Education. 

Public  Health  and  Education  Commission: 
Size  and  Composition  (Section  234).  The 
House  referred  resolution  66-48,  “Enlargement 
of  Commission  on  Public  Health  and  Educa- 
tion,” to  the  Council.  The  resolution  would 
place  the  House  on  record  as  favoring  enlarge- 
ment of  the  Commission  on  Public  Health  and 
Education  to  11  members,  “nine  of  whom  shall 
be  members  whose  major  professional  activity 
is  the  private  practice  of  medicine,  to  be  chosen 
one  from  each  district  branch.” 

The  Council  disapproved  of  this  resolution. 
On  April  18,  1966,  the  Executive  Vice-President 
informed  the  Medical  Society  of  the  County 
of  Erie  of  this  action  and  pointed  out  that  all 
the  district  branches  are  represented  on  the 
commission  at  present  and  that  at  least  15 
of  the  members  are  in  the  private  practice  of 
medicine. 

Fields  of  Medical  Practice:  Representation 
in  State  Society  Organization  (Section  235). 
The  House  referred  to  the  Council  resolution 

66- 49,  “Organization  in  the  Medical  Society  of 
the  State  of  New  York  of  Groups  Representing 
Various  Fields  of  Medical  Practice,”  instructing 
the  Council  “to  take  the  necessary  steps  to  set 
up  and  maintain,  within  the  structure  of  the 
Society,  organized  groups  representative  of  the 
various  fields  of  medical  practice.” 

The  Council  disapproved  of  this  resolution. 
On  April  18,  1966,  the  Executive  Vice-President 
informed  the  Medical  Society  of  the  County  of 
Erie  that  the  Society  has  23  scientific  sections, 
all  of  which  are  represented  in  the  House  of 
Delegates. 

Ethics:  Nursing  Home  Medical  Care  (Sec- 
tion 236).  The  House  referred  to  the  Commit- 
tee on  Aging  and  Nursing  Homes,  for  study  and 
consideration,  resolution  66-51,  “Code  of  Ethics 
for  Physician  Care  in  Nursing  Homes.”  This 
lengthy  resolution  has  been  transmitted  directly 
to  the  chairman  of  the  Committee  on  Aging  and 
Nursing  Homes. 

At  the  September  Council  meeting  that  com- 
mittee reported:  “It  was  felt  that  copies  of  this 
resolution  should  be  sent  to  each  of  the  county 
medical  societies  with  a tactfully  worded  sug- 
gestion that  it  be  brought  to  the  attention  of 
their  membership.  It  was  emphasized  in  the 
discussions  of  our  committee  that  the  key  fea- 
tures of  this  resolution  will  actually  become  part 
of  the  Legal  Code  Governing  Nursing  Home 
Operation,  which  is  currently  up  for  approval.” 
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Air  and  Water  Pollution:  State  Program 

(Section  237).  The  House  approved  resolution 
66-53,  “Air  and  Water  Pollution,”  urging  ex- 
panded efforts  on  the  part  of  State  authorities  to 
control  and  correct  these  problems,  offering 
maximum  support  of  the  State  Society,  and 
urging  participation  by  county  societies  in  anti- 
pollution matters. 

The  Council  referred  this  to  the  Committee 
on  Environmental  Health.  The  committee 
reported  in  May  that  a survey  of  county  medical 
societies  showed  that  18  have  either  a public 
health  committee  or  an  environmental  health 
committee,  that  six  have  special  air  and  pol- 
lution subcommittees,  and  that  two  send  rep- 
resentatives to  lay  committees  on  air  and  water 
pollution.  The  committee  expressed  the  opinion 
that  the  cut  in  the  budget  for  the  Governor’s 
program  on  pollution  from  3.7  million  to 
1.5  million  would  prevent  New  York  State 
from  carrying  on  an  effective  air  pollution  pro- 
gram. 

Practice  of  Psychiatry:  Referral  of  Patients 
(Section  238).  The  House  agreed  with  the  in- 
tent of  resolution  66-54,  “Referral  of  Patients 
with  Mental  Disorders,”  and  suggested  that  it  be 
referred  by  the  Council  to  the  Committee  on 
Mental  Hygiene  for  study  and  implementation. 
The  resolution  recommends  that  “in  all  cases 
involving  an  indentifiable  and  diagnosable 
mental  illness  or  emotional  disorder,  the  pa- 
tient should  be  referred  to  a physician  trained 
in  diagnosing  nervous  and  mental  illness  rather 
than  to  a nonmedical  person.” 

The  Council  referred  this  to  the  Committee  on 
Mental  Hygiene. 

Perinatal  Mortality:  County  Medical  Soci- 
ety Committees  (Section  239).  The  House 
adopted  resolution  66-55,  “Study  of  Infant  Mor- 
tality,” which  recommends  “the  establishment 
of  actively  functioning  perinatal  mortality 
committees  in  all  county  medical  societies  to 
examine  infant  deaths  as  minutely  as  possible.” 

The  Council  referred  this  to  the  Committee  on 
Maternal  and  Child  Welfare. 

Ethics:  Code  for  Healing  Arts  Practitioners 
(Section  240).  The  House  referred  to  the 
Council  for  further  study  resolution  66-56, 
“Establishment  of  Code  of  Ethics  for  Profes- 
sions Licensed  to  Treat  Humans,”  calling  on 
this  Society  to  recommend  that  “the  State 
Department  of  Education  establish,  publicize, 
and  enforce  a uniform  code  of  ethics  and  prac- 
tice for  all  the  professions  it  licenses  to  treat 
humans.” 

The  Council  referred  this  to  the  Ad  Hoc  Com- 
mittee to  Study  Revision  of  the  Education  Law. 

School  Health:  Periodic  Examinations  and 
Yearly  Screening  Tests  (Section  241).  The 
House  amended  and  adopted  resolution  66-69, 
“School  Health  Examination  Policies,”  which 
recommends  (a)  “that  the  State  Education  Law 
be  amended  to  require  that  school  children  be 
examined  on  entering  school  and  not  less  than 


three  times  in  the  following  twelve  years — 
once  in  the  intermediate  grades,  once  at  the 
beginning  of  adolescence,  and  once  before  leav- 
ing school,”  and  ( b ) “that  additional  screening 
tests  be  held  each  year  to  evaluate  weight, 
height,  vision,  hearing,  posture,  skin  condition, 
and  dental  health.” 

The  Council  referred  this  to  the  Committee 
on  General  Practice  and  School  Health. 

At  the  June  Council  meeting  the  committee, 
noting  that  similar  recommendations  have 
been  made  to  the  State  Education  Department 
for  the  past  five  years,  recommended  that  a 
meeting  to  present  and  discuss  this  resolution 
be  sought  between  the  Commissioner  of  Edu- 
cation, possibly  the  Board  of  Regents,  Dr. 
Blake,  and  Dr.  Fineberg.  The  Council  voted 
that  we  undertake  to  arrange  such  a meeting 
if  it  is  possible. 

Antifluoridation  Referenda:  Court  Action 

(Section  242).  The  House  adopted  resolution 
66-82,  “Antifluoridation  Referenda,”  providing 
that  this  Society  support  the  plaintiff  in  the 
suit  of  Hacker  v.  the  City  of  Ithaca  in  his  efforts 
to  obtain  judicial  nullification  of  an  anti- 
fluoridation referendum  and  also  act  as  amicus 
curiae  in  this  suit. 

Mr.  Martin  was  informed  of  this  action. 

Physical  Therapy  Licensing  Examination 
(Section  243).  The  House  adopted  resolution 
66-88,  “Maintenance  of  Standards  in  Physical 
Therapy,”  after  changing  the  word  “support”  in 
the  “resolved”  to  “initiate.”  The  resolution 
provides  that  this  Society  “initiate  legislation 
making  the  admission  to  the  licensure  examina- 
tion in  physical  therapy  contingent  on  gradua- 
tion from  a school  fully  approved  by  the  regional 
accrediting  body  for  schools  of  physical  ther- 
apy.” 

The  Council  referred  this  to  the  Committee  on 
Physical  Medicine  and  Rehabilitation  and  to  the 
Committee  on  State  Legislation.  The  annual 
report  of  the  Committee  on  Physical  Medicine 
and  Rehabilitation  states  that  this  matter  should 
be  further  discussed  with  the  representatives  of 
the  State  Department  of  Health  for  its  possible 
legal  and  educational  aspects. 

Physician  Shortage:  Recruitment  Program 
(Section  244).  The  House  amended  and 
adopted  resolution  66-90,  “Medical  Manpower 
Shortage,”  providing  that  this  Society  set  up  a 
special  committee  to  (a)  study  the  manpower 
shortage,  (6)  cooperate  with  all  other  existing 
agencies  already  concerned  with  this  problem, 
including  the  Office  of  Economic  Opportunity, 
and  (c)  devise  original  methods  of  appeal  and 
evaluate  existing  methods  now  used  to  attract 
young  people  to  enter  medicine  and/or  the 
ancillary  services  or  professions. 

At  the  March  Council  meeting  the  President 
stated  he  would  take  under  consideration  the 
appointment  of  a special  committee  or  else 
would  refer  this  to  an  existing  committee.  In 
September  the  Council  adopted  Dr.  Ershler’s 
suggestion  that  a Committee  on  Health  Man- 
power be  added  to  the  Commission  on  Public 
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Health  and  Education.  No  suggestions  were 
made  as  to  the  personnel  of  the  committee, 
and  no  appointments  were  made.  The  No- 
vember report  of  the  Commission  on  Public 
Health  and  Education  stated,  “It  is  hoped  that 
these  appointments  may  be  made  by  the  time  the 
House  of  Delegates  meets  in  February.” 

Physiatrist  in  Extended  Care  Facilities 
(Section  245).  The  House  amended  and 
adopted  resolution  66-92,  “Physiatrist  in  Ex- 
tended Care  Facilities,”  providing  that  this 
Society  “go  on  record  as  recommending  that  a 
specialist  in  physical  medicine  and  rehabilita- 
tion (a  physiatrist),  if  available,  be  on  the  staff 
of  each  extended  care  facility.” 

The  Council  referred  this  to  the  Committee 
on  Physical  Medicine  and  Rehabilitation. 
The  annual  report  of  the  committee  expresses 
approval  of  this  resolution  and  states,  “Often 
these  extended  care  beds  are  located  near  the 
department  of  physical  medicine  and  rehabilita- 
tion in  new  construction  under  Hill-Burton. 
The  physiatrist  can  be  of  help  in  the  general 
orientation,  organization,  and  operation  of  such 
a unit.” 

District  Branches:  Study;  Orientation 

Workshop  for  Officers  (Section  246).  The 
House  adopted  the  following  recommendations 
regarding  district  branches:  (a)  that  the  Ad 

Hoc  Committee  to  Explore  All  Aspects  of  the 
District  Branches  be  continued  beyond  Feb- 
ruary, 1966,  ( b ) that  a staff  person  be  engaged 
to  work  with  this  committee,  (c)  that  the  func- 
tion of  the  committee  include  implementation 
as  well  as  study,  ( d ) that  the  Bylaws  be  changed 
to  permit  means  of  financing  activities  of  the 
district  branches,  (e)  that  a subcommittee  of  the 
Ad  Hoc  Committee  make  a thorough  study, 
including  a survey  of  the  desires  of  the  mem- 
bership, before  geographic  changes  in  the  dis- 
tricts are  recommended,  (f)  that  the  Society’s 
office  obtain  information  on  how  other  or- 
ganizations are  aligned  geographically,  both 
in  this  State  and  elsewhere,  and  ( g ) that  the 
State  Society  conduct  an  annual  workshop 
for  the  elected  officers  of  each  district  branch 
to  orient  the  new  officers  of  the  branches  to  their 
responsibilities  and  to  offer  them  the  oppor- 
tunity to  exchange  ideas  on  a district  level. 

The  Council  referred  this  to  the  Ad  Hoc  Com- 
mittee to  Explore  All  Aspects  of  the  District 
Branches.  The  Ad  Hoc  Committee  held  a 
meeting  on  November  4;  its  report  is  not  avail- 
able at  the  time  of  writing  this  resume. 

Group  Health  Insurance:  Technical  Ex- 

hibit (Section  250).  The  House  adopted  the 
following  statement  by  the  Reference  Commit- 
tee on  Scientific  Activities  and  Publications  B: 
“A  complaint  concerning  the  acceptance  of  a 
technical  exhibitor  at  our  annual  meeting, 
thereby  implying  tacit  approval  of  the  exhibitor 
by  the  Medical  Society  of  the  State  of  New 
York,  was  brought  before  your  reference  com- 
mittee. In  the  past,  it  has  been  customary  for 
the  chairman  of  the  Technical  Exhibits  Sub- 
committee to  either  accept  or  reject  any 


applicant.  As  far  as  we  are  concerned,  in  the 
future,  we  feel  that  this  policy  should  be  con- 
tinued, and,  if  problems  should  arise,  consulta- 
tion with  the  Council  is  in  order.” 

The  Council  referred  this  to  the  Convention 
Committee.  At  its  September  meeting  the 
Council  adopted  a recommendation  of  the 
Technical  Exhibits  Subcommittee  of  its  Con- 
vention Committee  that  Group  Health  In- 
surance have  an  exhibit  at  our  annual  meeting. 

Joint  Meetings  with  Members  of  the  Clergy 
(Section  253).  The  House  voted  to  recom- 
mend that  county  medical  societies  consider 
joint  meetings  with  members  of  the  clergy  at 
regular  intervals  as  is  now  done  with  other 
professional  groups. 

The  Council  referred  this  to  the  Committee 
on  Medicine  and  Religion. 

Nurses:  Compensation  (Section  255).  The 

House  voted  that  this  Society  actively  support 
the  nursing  profession  in  its  efforts  to  obtain 
adequate  compensation  and  that  this  recom- 
mendation be  transmitted  to  all  responsible 
authorities  for  consideration  and  implementa- 
tion as  provided  by  resolution  66-87,  “Adequate 
Compensation  for  Nurses.” 

The  Council  referred  this  to  the  Committee 
on  Nursing. 

Nursing  Schools:  Government  Financial 

Assistance  (Section  256).  By  adopting  reso- 
lution 66-93,  “Financial  Assistance  to  Schools 
of  Nursing  Maintained  by  Community  Hos- 
pitals,” the  House  placed  this  Society  on  record 
as  favoring  financial  assistance  from  all  levels 
of  government  to  the  schools  of  nursing  main- 
tained by  the  community  hospitals. 

The  Council  referred  this  to  the  Committee  on 
Nursing. 

Social  Security  for  Physicians:  Qualifying 
Dates  (Sections  200  and  208).  The  House 
adopted  the  following  reference  committee 
statement  regarding  the  portion  of  PL  89-97 
which  extends  social  security  coverage  to  self- 
employed  physicians: 

“Your  committee  recommends  that  steps 
be  taken  to  amend  this  law  to  provide  liberal- 
ization by  counting  the  quarters  of  coverage 
and  average  monthly  earnings  for  three  years 
prior  to  the  effective  date  of  the  law.  This 
parallels  amendments  of  the  Social  Security 
Law  in  1954  and  1956  regarding  other  self- 
employed  professional  people  such  as  lawyers, 
dentists,  accountants,  and  engineers,  for  whom 
similar  provisions  have  heretofore  been  granted. 

“Since  these  proposals  involve  physicians 
from  our  State  as  well  as  from  every  part  of  the 
nation,  your  reference  committee  suggests 
(a)  that  we  petition  our  State  representatives 
in  Congress  to  make  the  changes  requested 
in  the  Social  Security  law  and  ( b ) that  our 
delegates  to  the  AMA  be  instructed  to  draw 
up  and  submit  a resolution  or  resolutions  on 
these  subjects  at  the  next  meeting  of  the  Ameri- 
can Medical  Association  embodying  the  sug- 
gestions heretofore  made  ” 
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The  Council  referred  this  to  the  Committee  on 
Federal  Legislation  and  to  the  AM  A delega- 
tion. 

The  House  also  amended  and  adopted  resolu- 
tion 66-21,  “Amendment  to  Social  Security 
Act  to  Change  Qualifying  Dates,”  providing 
that  this  Society  “explore  every  available  legiti- 
mate channel  and  take  every  legitimate  action 
necessary  to  have  the  Social  Security  Act 
amended  at  the  earliest  date  possible  with  a 
more  recent  qualifying  year”  and  that  a sim- 
ilar resolution  be  introduced  in  the  AMA  House 
of  Delegates  at  its  next  session. 

The  Council  referred  this  to  the  AMA  dele- 
gation. 

The  Federal  Legislation  Committee  reported 
in  June  that  the  reference  committee  statement 
required  no  action  by  the  committee  and  had 
been  received  for  information  only. 

A resolution  (#45)  was  introduced  in  the 
AMA  House  of  Delegates  by  our  delegation 
and  was  referred  by  the  House  to  the  AMA 
Board  of  Trustees  for  study  and  appropriate 
action. 

Animal  Laboratories  and  Medical  Research 
(Section  200).  The  House  voted  to  adopt  in 
principle  the  position  stated  by  the  AMA  in  its 
written  statement,  dated  September  30,  1965, 
by  Laurence  H.  Kyle,  M.D.,  as  a substitute  for 
personal  testimony  prevented  by  cancellation 
of  the  hearing  on  proposed  legislation  to  es- 
tablish Federal  control  or  regulation  of  animal 
experimentation.  The  House  also  voted  that 
“Federal  legislation  is  needed  to  support  fur- 
ther and  continuing  research  which  hopefully 
will  eradicate  cancer  and  other  ailments  af- 
fecting mankind.” 

The  Council  referred  this  to  the  Committee 
on  Federal  Legislation.  The  committee  re- 
ported in  June  that  it  had  received  this  state- 
ment for  information  only. 

Unemployment  Insurance:  Federal  (Sec- 

tion 200).  The  House  went  on  record  as  ob- 
jecting to  HR  82-82,  “Federal  Unemployment 
Standards  Bill,”  and  as  opposing  in  principle  all 
laws  of  this  kind  which  tend  towards  federaliza- 
tion. 

The  Council  referred  this  to  the  Committee 
on  Federal  Legislation.  The  committee  re- 
ported in  June:  “This  bill . . has  been  killed 

by  the  House  Ways  and  Means  Committee. 

A substitute  bill,  HR  15119  (Mills)  developed 
by  the  House  Ways  and  Means  Committee  on 
the  same  subject,  appears  to  be  acceptable  to 
such  interested  groups  as  the  New  York  Cham- 
ber of  Commerce.” 

Federal  Legislation:  Contacts  with  Legis- 

lators; Staff;  Conference  of  County  Chair- 
men (Section  200).  The  House  adopted  the 
following  suggestions  of  the  reference  commit- 
tee: (a)  that  trips  to  Washington  be  made  more 
often  by  smaller  groups,  ( b ) that  members  of  the 
Society  make  every  effort  to  contact  legislators 
in  their  own  communities,  (c)  that  the  State 
Society  encourage  participation  by  county 
medical  societies  at  county  expense  in  the 


trips  to  Washington,  ( d ) that  the  Executive 
Vice-President  continue  to  make  available  such 
staff  assistance  as  the  Federal  Legislation  Com- 
mittee may  need,  including  staff  personnel  to 
cover  meetings  of  interest  to  “medicine” 
for  the  purpose  of  adequately  reporting  back 
to  the  appropriate  committee  and  the  chairman, 
and  (e)  that  the  conference  on  Federal  legisla- 
tion, to  be  attended  by  county  medical  society 
chairmen,  be  held  at  least  once  per  year  in  a 
central  position  and  that  its  scope  be  broadened 
to  include  adequate  discussion  of  State  and  local 
legislative  matters. 

This  was  referred  to  the  Committee  on  Federal 
Legislation  by  the  Council.  A conference  of 
county  society  legislation  chairmen  was  held  on 
November  10. 

State  Legislation  Committee:  Instructions 
of  House  of  Delegates  to  Be  Followed  (Sec- 
tion 203).  The  House  voted  to  urge  the  Com- 
mittee on  State  Legislation  “to  continue  to 
oppose  any  other  legislation  (as  well  as  addi- 
tional legislation  regulating  the  relationship 
between  physicians  and  clinical  laboratories) 
as  previously  instructed  by  the  House.” 

The  Council  referred  this  to  the  Committee  on 
State  Legislation. 

Therapeutic  Abortion  (Section  203).  The 

House  recommended  that  the  present  abortion 
law  of  1881  be  reviewed,  revised,  and  modified 
and  voted  to  approve  in  principle  a law  which 
would  provide  that 

(1)  A licensed  physician  can  terminate  a 
pregnancy  if  he  can  reasonably  establish  that: 

a.  There  is  a substantial  risk  that  continuance 
of  the  pregnancy  would  gravely  impair  the 
physical  or  mental  health  of  the  mother,  or 

b.  There  is  substantial  risk  that  the  child  will 
be  born  with  grave  physical  or  mental  defect,  or 

c.  The  pregnancy  resulted  from  legally  es- 
tablished statutory  or  forcible  rape  or  incest. 

(2)  Therapeutic  abortions  shall  be  performed 
only  in  accredited  hospitals. 

(3)  Therapeutic  abortions  shall  not  be  per- 
formed unless  previously  approved  by  an  ap- 
propriate special  committee  designated  as  a 
special  committee  on  therapeutic  abortion  and 
sterilization  consisting  of  three  to  five  accredited 
physicians  in  accordance  with  carefully  promul- 
gated local  hospital  regulations. 

The  Council  referred  this  to  the  Committee 
on  State  Legislation.  At  the  Council  meeting 
in  September  the  committee  reported  this  as 
one  of  five  “program  bills”  which  did  not  pass. 

Lien  Law  (Section  204).  The  House  approved 
the  proposals  of  the  Ad  Hoc  Committee  to  Pre- 
pare a Lien  Law  (approved  by  the  Council  in 
January,  1966)  that  (a)  a proposed  law  provid- 
ing for  a physician’s  lien  should  be  prepared  by 
legislative  counsel,  (6)  legislative  counsel  should 
determine  whether  this  proposed  law  can  be  best 
incorporated  in  Section  189,  Lien  Law,  pres- 
ently having  to  do  with  hospital  liens,  or  in  a 
new  section  having  to  do  only  with  physicians, 
and  (c)  legislative  counsel  should  prepare  a 
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memorandum  to  demonstrate  the  justice  of  a 
physician’s  lien  law  and  to  answer  the  objections 
of  other  groups. 

The  Council  referred  this  to  the  Committee 
on  State  Legislation  and  to  the  Committee  to 
Prepare  a Lien  Law. 

Amphetamine-Barbiturate  Drug  Law 
Amendment  (Section  206).  The  House 
adopted  resolution  66-34,  “Support  for  Amend- 
ment to  State  Drug  Abuse  Law,”  to  “give 
whole-hearted  support  to  the  New  York  State 
Commissioner  of  Health  in  his  efforts  to  have 
amended  the  present  New  York  State  Amphet- 
amine-Barbiturate Drug  Law.” 

At  the  March  Council  meeting  the  President 
stated  that  this  had  been  implemented.  The 
State  Legislation  Committee  reported  in  Sep- 
tember that  a bill  giving  “the  Health  Com- 
missioner authority  to  exempt  any  drug  from  the 
depressant  and  stimulant  drug  restrictions  if  he 
finds  that  its  regulation  is  not  necessary  for  the 
protection  of  the  public  health”  had  been  signed 
by  the  Governor. 

Autopsy  Laws:  Revision  and  Clarification 

(Section  207).  The  House  voted  to  reaffirm 
the  stand  taken  by  the  1965  House  of  Delegates 
with  regard  to  revision  of  laws  concerning  au- 
topsy and  the  dead  human  body.  See  resolu- 
tion 65-40,  pages  1535,  1536,  and  1579  of  the 
June  1,  1965,  issue  of  the  Journal. 

The  Council  referred  this  to  the  Committee  on 
State  Legislation. 

Pathologists:  Committee  for  Preservation 

of  the  Practice  of  Medicine  (Section  210). 

The  House  amended  and  adopted  resolution  66- 
32,  “Support  of  Committee  for  Preservation  of 
Practice  of  Medicine,”  thereby  recording  its 
support  “of  the  efforts  and  activities  of  the 
Committee  for  the  Preservation  of  the  Practice 
of  Medicine  in  the  maintenance  of  the  authority 
to  practice  pathology  inherent  in  the  medical 
license.” 

The  Council  referred  this  to  the  Commission 
on  Standards  of  Medical  Care.  The  commission 
reported  in  May  that  open  hearings  would  be 
held  on  this  and  16  other  resolutions  referred  to 
it. 

Opinion  Polling  on  Pending  Legislation 
(Section  211.)  The  House  amended  and 
adopted  resolution  66-38,  “Polling  of  District 
Branches  and  County  Medical  Societies  on 
Pending  Legislation,”  providing  that  the  Society 
“utilize  the  services  of  the  field  representatives 
of  the  Communications  Division  in  obtaining 
the  local  opinion  of  the  medical  profession  in 
matters  of  pending  legislation,  where  indicated, 
for  transmission  to  the  appropriate  legislation 
chairmen  at  State  level.” 

The  Council  voted  in  March  to  take  no  action 
on  this. 

Seneca  County  Medical  Society:  Action  on 
Membership  Application  (Section  180). 

The  House  referred  the  supplementary  report 
of  the  Judicial  Council  to  the  Council  of  the 


State  Society  for  appropriate  action.  The 
report  concerns  reversal  of  the  action  of  a 
county  medical  society  denying  an  application 
for  membership.  At  its  meeting  in  January, 
1966,  the  Council  discussed  this  report  and  re- 
ceived it  as  information. 

At  its  March  meeting  the  Council  was  in- 
formed that  the  county  medical  society  had  acted 
in  conformity  with  the  decision  of  the  Judicial 
Council. 

Hospitals:  Termination  of  Appointments 

(Section  183).  The  House  adopted  a reference 
committee  report  stating,  “We  trust  the  final 
disposition  of  the  resolution  (65-6,  ‘Termina- 
tion of  Hospital  Staff  Appointments’)  will  be 
reported  at  the  earliest  possible  date.” 

The  Council  referred  this  to  the  Committee  on 
Hospital  and  Professional  Relations. 

AMA  Constitution:  Revocation  of  Mem- 

bership of  a Component  Practicing  Racial 
or  Religious  Discrimination  (Section  184). 

The  House  adopted  identical  resolutions  66-33, 
66-40,  and  66-45,  “Introduction  of  Amendment 
to  AMA  Constitution  to  Eliminate  Discrimina- 
tion Because  of  Race,  Creed,  or  Color,”  in- 
structing the  delegates  from  this  Society  “to 
introduce  at  the  next  ensuing  meeting  of  the 
House  of  Delegates  of  the  American  Medical 
Association  an  appropriate  resolution  to  amend 
the  constitution  of  the  American  Medical  As- 
sociation to  provide  in  substance  that  member- 
ship in  the  American  Medical  Association  or  any 
constituent  association  or  component  county 
society  shall  be  revoked  if  such  constituent  as- 
sociation or  component  county  society  deny 
full  membership  to  any  individual  on  the  basis  of 
race,  creed,  or  color.” 

The  Council  referred  this  to  the  AMA  dele- 
gation. The  delegation  introduced  a resolution 
to  this  effect  (#48)  in  the  AMA  House  of  Dele- 
gates. It  was  considered  together  with  resolu- 
tion #49  from  New  York,  resolution  #4  from 
Connecticut,  resolution  #23  from  California, 
resolution  #64  from  New  Hampshire,  and  resolu- 
tion #75  from  New  Jersey.  A substitute  resolu- 
tion was  adopted  by  the  AMA  House. 

AMA  Bylaws:  Appeal  in  Cases  of  Racial  or 
Religious  Discrimination  (Section  184). 

The  House  also  adopted  resolution  66-71, 
“Amendment  to  AMA  Constitution  to  Provide 
Appeal  in  Cases  of  Discrimination,”  instructing 
the  State  Society’s  delegates  to  the  House  of 
Delegates  of  the  AMA  to  introduce,  at  the  next 
meeting  of  the  latter  body,  the  following  pro- 
posed amendment  to  Section  1,  Chapter  I 
of  the  Bylaws  of  the  American  Medical  As- 
sociation, and  to  work  actively  for  its  passage: 
“No  applicant  for  membership  shall  be 
barred  because  of  his  race,  color,  or  creed. 
A physician  whose  application  for  member- 
ship in  a component  medical  society  has  not 
been  acted  upon  within  six  months,  or  whose 
application  has  been  rejected,  shall  have  the 
right  of  appeal  to  the  constitutent  association 
of  which  the  component  society  is  a part. 
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If  admission  to  membership  is  denied  by  the 
constituent  association,  he  shall  have  the  right 
of  appeal  to  the  Judicial  Council  of  the  Ameri- 
can Medical  Association.” 

The  Council  referred  this  to  the  AMA  dele- 
gation. The  delegation  introduced  a resolution 
to  this  effect  (#49)  in  the  AMA  House  of  Dele- 
gates. It  was  considered  together  with  resolu- 
tion #48  from  New  York,  as  well  as  resolutions 
from  California,  Connecticut,  New  Hampshire, 
and  New  Jersey.  A substitute  resolution  adop- 
ted by  the  AMA  House  directed  that  the 
Council  on  Constitution  and  Bylaws  “prepare 
such  changes  in  the  Constitution  and  Bylaws 
as  may  be  necessary  to  permit  the  Judicial 
Council  to  receive  and  act  upon  appeals  filed 
by  applicants  who  allege  that  they  have  been 
unfairly  denied  membership  in  a local  and/or 
state  society”  and  “report  its  recommendations 
on  this  problem  at  the  1966  Clinical  Conven- 
tion.” 

American  Medical  Association  Dues  and 
Budget  (Section  185).  The  House  adopted  a 
substitute  for  resolution  66-35,  “Opposition  to 
Increase  in  American  Medical  Association  Dues,” 
providing  (a)  that  our  delegates  to  the  AMA 
House  of  Delegates  oppose  the  dues  raise  at  this 
time  and  ( b ) that  the  Council  obtain  further 
information  from  the  American  Medical  As- 
sociation concerning  its  budget  and,  upon  re- 
ceipt and  study  of  same,  instruct  the  delegates 
to  the  AMA,  prior  to  June,  1966,  to  support  or 
oppose  an  increase  in  AMA  dues. 

On  May  2,  the  Executive  Vice-President,  the 
Assistant  Executive  Vice-President,  and  the 


Comptroller  visited  AMA  headquarters  to  study 
the  budget.  Material  relating  to  the  AMA  bud- 
get was  presented  to  the  Council  on  May  19, 
and  the  Council  instructed  our  delegation  to 
oppose  an  increase  in  AMA  dues  this  year. 
The  delegation  opposed  the  dues  increase  at  the 
reference  committee  discussion  and  voted  as  a 
unit  against  the  reference  committee  report  to 
approve  the  increase.  The  dues  increase  was 
approved,  however,  by  the  AMA  House  of  Dele- 
gates. 

Woman’s  Auxiliary  (Section  214).  The 

House  voted  to  urge  the  Medical  Society  of  the 
State  of  New  York  and  the  county  medical 
societies  to  greater  cooperation  with  the 
Woman’s  Auxiliary. 

The  Council  referred  this  to  the  Executive 
Vice-President. 

Seal  of  the  Medical  Society  of  the  State  of 
New  York  (Section  216).  The  House  adopted 
a reference  committee  recommendation  that 
resolution  66-6,  “Adoption  of  a New  Seal  for 
the  Medical  Society  of  the  State  of  New  York,” 
be  studied  further  by  the  proper  committee  of 
the  Society.  The  reference  committee  suggested 
that  the  Society’s  seal  might  remain  as  it  is 
and  that  the  proposed  new  seal  might  be  adopted 
by  the  Section  on  Space  Medicine  and  used 
(together  with  the  seal  of  the  Society)  on  the 
literature  and  stationery  of  the  section.  The 
reference  committee  stated,  however,  that 
final  decision  would  have  to  be  left  to  the  com- 
mittee which  passes  on  the  need  for  a new  seal. 

At  its  March  meeting,  the  Council  voted  not 
to  change  the  seal. 
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1967  HOUSE  OF  DELEGATES 

Reports  to  House 


House  Committee  on  Constitution  and  Bylaws 


To  the  House  of  Delegates,  Gentlemen: 

The  House  Committee  on  Constitution  and 
Bylaws  has  the  following  membership: 

Irving  L.  Ershler,  M.D.,  Chairman.  Onondaga 

Carl  Goldmark,  Jr.,  M.D New  York 

Swen  L.  Larson,  M.D Chemung 

Jason  K.  Moyer,  M.D Broome 

Joseph  G.  Zimring,  M.D Nassau 

E.  Dean  Babbage,  M.D.,  ex  officio Erie 

George  Hinder,  M.D.,  ex  officio.  . .New  York 
William  F.  Martin,  Esq.,  ex  officio . . New  York 

In  February,  1966,  a record  number  of  19 
resolutions  proposing  changes  in  the  Society’s 
Constitution  and  Bylaws  were  introduced  in 
the  House  of  Delegates.  Two  of  the  19  resolu- 
tions were  withdrawn.  The  committee  dealt 
with  and  made  recommendations  concerning 
the  remaining  17.  Some  of  these  proposals 
are  identical  and  others  deal  with  items  in  re- 
lated areas.  The  committee  considered  them 
singly  or  in  groups  of  related  proposals. 

During  the  February,  1966,  session  of  the 
House  of  Delegates,  the  committee  met  and 
arrived  at  conclusions  on  several  of  the  resolu- 
tions. Attending  this  meeting  in  addition  to 
the  committee  members  were:  Samuel  Z. 

Freedman,  M.D.,  treasurer;  Thomas  F.  Mc- 
Carthy, M.D.,  assistant  treasurer;  Walter  T. 
Heldmann,  M.D.,  secretary;  E.  Dean  Bab- 
bage, M.D.,  speaker;  Eugene  J.  Hanavan,  Jr., 
M.D.,  delegate  from  Erie  County;  J.  Richard 
Burns,  Esq.,  assistant  executive  vice-president; 
Miss  Mary  Singer,  supervisor,  membership 
department;  and  Miss  Hazel  Spadafora,  execu- 
tive secretary,  Medical  Society  of  the  County 
of  Kings. 

On  August  26,  1966,  the  committee  met  again 
in  the  offices  of  the  State  Medical  Society  and 
arrived  at  conclusions  on  the  remaining  resolu- 
tions. Present  at  this  meeting  in  addition  to 
the  committee  were:  Walter  T.  Heldmann, 

M.D.,  secretary;  Henry  I.  Fineberg,  M.D., 
executive  vice-president;  Robert  Katz,  M.D., 
director,  Division  of  Industrial  Health  and 
Workmen’s  Compensation;  Miss  Mary  Singer, 
supervisor,  membership  department;  and  Miss 
Gretchen  Wunsch. 

All  in  attendance  gave  the  committee  mem- 
bers the  benefit  of  their  opinions  on  the  pro- 
posals. 


The  committee  considered  the  following  two 
resolutions,  which  have  identical  “resolved” 
portions: 

Resolution  66-36 — Rescinding  of  Manda- 
tory A.M.A.  Membership;  introduced  by 
Medical  Society  of  the  County  of  Monroe 

Whereas,  The  Medical  Society  of  the 
County  of  Monroe,  Inc.,  is  on  record  in  sup- 
port of  voluntary  membership  in  the  Ameri- 
can Medical  Association;  and 

Whereas,  Mandatory  membership  in  the 
American  Medical  Association  is  a require- 
ment of  Medical  Society  of  the  State  of  New 
York  membership;  and 

Whereas,  The  strength  of  American  medi- 
cine is  in  the  unity  and  programs  of  the 
physicians  in  the  county  societies;  and 

Whereas,  Diversified  physician  member- 
ship in  medical  organizations  is  leading  to 
concern  over  the  multiplicity  of  associations, 
each  trying  to  speak  for  physicians,  and  each 
draining  the  strength  and  effectiveness  of  a 
unified  profession;  now  therefore  be  it  hereby 
Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  rescind  its  requirement 
that  membership  in  the  American  Medical 
Association  be  mandatory  for  membership 
in  the  Medical  Society  of  the  State  of  New 
York  by  amending  the  Bylaws  of  the  Medical 
Society  of  the  State  of  New  York  as  follows: 

1.  Chapter  I,  Section  1,  first  sentence, 
delete  the  words  “and  the  American  Medi- 
cal Association,”  so  that  the  sentence  will 
then  read:  “The  active  and  junior  mem- 
bers shall  be  all  active  and  junior  members 
in  good  standing  of  the  component  county 
medical  societies”; 

2.  Section  2 (c),  delete  the  second  para- 
graph; 

3.  Section  3,  first  sentence,  delete  the 

words  “or  the  American  Medical  Associa- 
tion” and  change  the  word  “their”  to  “its” 
so  that  the  sentence  will  then  read:  “A 

member  expelled  from  his  component 
county  society  or  suspended  from  its  rights 
and  privileges  shall  likewise  be  expelled  or 
suspended  for  the  same  period  from  this 
Society.” 

and 
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Resolution  66-91 — Amendment  to  By- 
laws to  Rescind  Mandatory  Membership  in 
American  Medical  Association;  introduced 
by  Dutchess  County  Medical  Society. 

Whereas,  The  resolution  submitted  by  the 
Medical  Society  of  the  County  of  New  York, 
petitioning  the  Medical  Society  of  the  State  of 
New  York  Council  to  delay  the  implementa- 
tion of  the  1961  House  of  Delegates  action 
making  American  Medical  Association  mem- 
bership mandatory  was  approved  by  the 
Dutchess  County  Medical  Society  at  its 
December  8,  1961,  regular  meeting,  and  the 
delegates  were  instructed  to  oppose  compul- 
sory membership  in  the  American  Medical 
Association;  and 

Whereas,  At  the  regular  meeting  of  this 
society  held  May  9,  1962,  our  delegates  were 
again  instructed,  through  proper  methods 
available  to  them,  to  oppose  compulsory 
membership  in  the  American  Medical  Asso- 
ciation; and 

Whereas,  The  Dutchess  County  Medical 
Society  at  its  May  8,  1963,  regular  meeting 
approved  the  resolution  submitted  by  the 
Medical  Society  of  the  County  of  New  York 
for  rescission  of  amendment  on  mandatory 
American  Medical  Association  membership, 
and  our  delegates  were  again  instructed 
along  the  same  lines;  now  therefore  be  it 
hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  remove  from  its  Bylaws 
that  part  requiring  mandatory  membership 
in  the  American  Medical  Association  by 
amending  the  Bylaws  as  follows: 

1.  Chapter  I,  Section  1,  first  sentence, 
delete  the  words  “and  the  American  Medi- 
cal Association,”  so  that  the  sentence  will 
then  read:  “The  active  and  junior  mem- 
bers shall  be  all  active  and  junior  members 
in  good  standing  of  the  component  county 
medical  societies”; 

2.  Section  2 (c),  delete  the  second  para- 
graph; 

3.  Section  3,  first  sentence,  delete  the 
words  “or  the  American  Medical  Associa- 
tion” and  change  the  word  “their”  to 
“its”  so  that  the  sentence  will  then  read: 
“A  member  expelled  from  his  component 
county  society  or  suspended  from  its 
rights  and  privileges  shall  likewise  be  ex- 
pelled or  suspended  for  the  same  period 
from  this  Society.” 

The  committee  is  acutely  aware  of  the  desir- 
ability of  the  Society’s  having  a high  number  of 
members  in  the  American  Medical  Association. 
However,  the  compulsory  feature  presently  con- 
tained in  our  Bylaws  is  recognized  as  undesirable 
and  unpopular.  Although  we  urge  all  members 
of  this  Society  to  maintain  their  membership  in 
the  AMA  on  a voluntary  basis,  we  recommend 
approval  of  the  identical  “ resolved ” portions  of 
these  two  resolutions  which  eliminate  the  com- 
pulsory feature. 


Resolution  66-76 — Amendments  to  By- 
laws Concerning  Payment  of  American 
Medical  Association  Membership  Dues  by 
Members  Changing  from  Junior  Member- 
ship to  Active  Membership;  introduced  by 
Walter  T.  Heldmann,  M.D.,  Richmond,  Sec- 
retary. 

Whereas,  The  Medical  Society  of  the 
State  of  New  York,  at  its  1961  annual  meet- 
ing, amended  its  Bylaws  making  membership 
in  the  American  Medical  Association  man- 
datory for  all  its  members;  and 

Whereas,  At  that  time  the  change  as  it 
affected  the  status  of  junior  members  becom- 
ing active  members  was  inadvertently 
omitted;  now  therefore  be  it  hereby 

Resolved,  That  the  Bylaws  be  amended  as 
follows: 

1.  Amend  Chapter  I,  Section  7,  second 
paragraph  of  the  Bylaws  by  adding  the 
following  words,  “and  the  American  Medi- 
cal Association,”  so  that  the  second  para- 
graph will  then  read  as  follows:  “They  may 
become  active  members  at  any  time  during 
this  period  of  allocated  time  deferment  by 
paying  dues  and  assessments  to  their  respec- 
tive county  and  State  societies  and  the 
American  Medical  Association.” 

2.  Amend  Chapter  I,  Section  7,  third 
paragraph  of  the  Bylaws,  by  adding  the 
words  “and  the  American  Medical  Associa- 
tion” after  the  word  “societies”  and  by  de- 
leting the  words  “State  Society”  before 
the  word  “assessments”  and  adding  the 
words  “of  the  county  and  State  societies 
and  of  the  American  Medical  Association,” 
so  that  the  third  paragraph  will  then  read: 
“A  junior  member  shall  automatically 
become  an  active  member  of  his  county  and 
State  societies  and  the  American  Medical 
Association  upon  the  expiration  of  this 
allocated  time  and  the  payment  of  the 
current  active  membership  dues  and  as- 
sessments of  the  county  and  State  societies 
and  of  the  American  Medical  Associa- 
tion.” 

The  intent  of  this  resolution  is  to  correct 
some  omissions  in  our  Bylaws  having  to  do 
with  compulsory  AMA  membership. 

The  committee  recommends  approval  of  this 
resolution  if  compulsory  AMA  membership 
is  not  rescinded  in  February,  1967,  by  the  House 
of  Delegates. 

Resolution  66-1 — Amendment  to  Bylaws 
to  Change  Age  of  Eligibility  for  Life  Mem- 
bership; introduced  by  Medical  Society  of  the 
County  of  Jefferson. 

Resolved,  That  the  Bylaws  of  the  Medical 
Society  of  the  State  of  New  York  be  amended 
as  follows: 

Amend  Section  6 of  Chapter  I by  substitut- 
ing the  word  “sixty-five”  for  the  word 
“seventy”  in  the  first  sentence,  so  that  the 
first  sentence  of  Section  6 of  Chapter  I will 
then  read  as  follows: 
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“An  active  member  in  good  standing,  on 
reaching  the  age  of  sixty-five  years,  or  who 
is  permanently  disabled,  may  apply  for  life 
membership.” 

and 

Resolution  66-64 — Amendment  to  Bylaws 
Regarding  Life  Membership;  introduced  by 
Medical  Society  of  the  County  of  Kings. 

Whereas,  The  number  of  nondues-paying 
life  members  of  the  Medical  Society  of  the 
County  of  Kings  is  increasing  because  the 
average  age  of  the  Society  member  is  rising; 
and 

Whereas,  This  has  resulted  in  a marked 
decrease  in  income  which  will  tend  to  worsen 
in  future  years;  and 

Whereas,  The  same  situation  regarding 
the  increasing  number  of  life  members  prob- 
ably exists  in  many  county  medical  societies 
throughout  the  State,  with  a lessening  of  in- 
come to  the  county  societies  and  to  the 
Medical  Society  of  the  State  of  New  York; 
and 

Whereas,  A greater  percentage  of  physi- 
cians over  the  age  of  seventy  are  remaining  in 
active  practice;  and 

Whereas,  A poll  taken  by  the  comitia 
minora  and  the  membership  committee  of  the 
Medical  Society  of  the  County  of  Kings  has 
revealed  substantial  support  for  increasing 
the  requirements  for  life  membership;  now 
therefore  be  it  hereby 

Resolved,  That  in  addition  to  the  existing 
qualification  of  seventy  years  of  age  for  eligi- 
bility for  life  membership,  such  membership 
also  be  limited  to  members  (a)  who  are  no 
longer  in  full  active  practice,  and  that  this  be 
so  indicated  in  their  written  application;  and 
(b)  who  have  paid  dues  to  a county  medical 
society  for  at  least  twenty-five  years,  except 
for  refugee  physicians  who  arrived  in  the 
United  States  after  1945  and  have  paid  dues 
for  at  least  fifteen  years;  and  be  it  further 
Resolved,  That  the  Bylaws  of  the  Medical 
Society  of  the  State  of  New  York  be  amended 
to  include  these  recommendations,  as  follows: 
Amend  Section  6 of  Chapter  I,  by  adding  in 
the  first  sentence,  following  the  word  “dis- 
abled,” the  following  words:  “and  who  is  no 
longer  in  full  active  practice  (to  be  so  indi- 
cated on  the  written  application)  and  who 
has  paid  dues  to  a county  medical  society  for 
at  least  twenty-five  years,  or,  in  the  case  of  a 
refugee  physician  who  arrived  in  the  United 
States  after  1945,  who  has  paid  dues  to  a 
county  medical  society  for  at  least  fifteen 
years,”  so  that  the  first  sentence  of  Chapter  I, 
Section  6,  will  then  read  as  follows: 

“An  active  member  in  good  standing,  on 
reaching  the  age  of  seventy  years,  or  who  is 
permanently  disabled,  and  who  is  no  longer 
in  full  active  practice  (to  be  so  indicated  on 
the  written  application)  and  who  has  paid 
dues  to  a county  medical  society  for  at  least 
twenty-five  years,  or,  in  the  case  of  a refugee 
physician  who  arrived  in  the  United  States 
after  1945,  who  has  paid  dues  to  a county 


medical  society  for  at  least  fifteen  years, 
may  apply  for  life  membership.” 

It  is  our  opinion  that  these  two  resolutions  are 
diametrically  opposite  in  their  intent.  One 
would  make  life  membership  more  easily  at- 
tained; the  other,  more  difficult.  We  feel  that 
neither  of  these  proposals  has  much  merit. 
Within  the  past  three  years  life  members  were 
elevated  to  the  status  of  first  class  citizens  with 
all  the  rights  and  privileges  of  active  members. 
It  is  our  further  opinion  that  the  present  method 
of  achieving  life  membership  is  reasonable  and 
equitable. 

We  recommend  disapproval  of  both  of  these 
resolutions. 

Resolution  66-77 — Amendment  to  By- 
laws Concerning  Applications  for  Life 
Membership  in  the  Medical  Society  of  the 
State  of  New  York;  introduced  by  Walter  T. 
Heldmann,  M.D.,  Richmond,  Secretary. 

Whereas,  In  accordance  with  Chapter  I, 
Section  6,  of  the  Bylaws  of  the  Medical 
Society  of  the  State  of  New  York,  “an  active 
member  in  good  standing,  on  reaching  the 
age  of  seventy  years,  or  who  is  permanently 
disabled,  may  apply  for  life  membership”; 
and 

Whereas,  Life  membership  applications 
are  accumulated  during  the  year  and  then 
presented  to  the  House  of  Delegates  at  its 
annual  meeting  for  action;  and 

Whereas,  This  procedure  has  resulted  in  a 
number  of  complaints  and  protests  from  our 
membership  and  from  component  county 
medical  societies  in  the  case  of  members  who 
reach  the  age  of  seventy  years  following  ad- 
journment of  the  House  of  Delegates  and  must 
wait  until  the  succeeding  year  to  have  their 
applications  for  life  membership  acted  on  by 
the  House  of  Delegates;  and 

Whereas,  In  view  of  the  fact  that  approval 
by  the  House  of  Delegates  of  applications  for 
life  membership  is  a routine  procedure,  since 
the  verification  of  eligibility  and  the  process- 
ing has  been  completed  by  the  component 
county  medical  societies  and  the  office  of  the 
State  Society  before  presentation  to  the 
House  of  Delegates,  it  would  be  possible  for 
the  Council  of  the  Medical  Society  of  the 
State  of  New  York  to  act  on  applications  for 
life  membership  instead  of  waiting  for  the 
annual  meeting  of  the  House  of  Delegates; 
and 

Whereas,  The  Council  of  the  State  Society 
acts  on  requests  for  remission  of  dues  due  to 
illness,  financial  hardship,  and  temporary 
service  in  the  armed  forces  without  any  ac- 
tion by  the  House  of  Delegates,  although  a 
physician’s  eligibility  for  remission  of  dues  is 
much  more  difficult  to  ascertain  than  his 
eligibility  for  life  membership;  and 

Whereas,  Presentation  to  the  Council  for 
action  of  applications  for  life  membership 
would  eliminate  many  of  our  present  prob- 
lems by  providing  for  more  frequent  action 
on  such  applications;  and 
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Whereas,  This  procedure  would  distribute 
the  processing  of  applications  for  life  member- 
ship throughout  the  year  and  would  provide 
immediate  clarification  of  a member’s  Ameri- 
can Medical  Association  membership  status; 
now  therefore  be  it  hereby 

Resolved,  That  the  Bylaws  be  amended  to 
provide  for  action  by  the  Council  on  applica- 
tions for  life  membership  as  follows: 

Chapter  I,  Section  6,  second  sentence,  re- 
place the  words  “House  of  Delegates”  by 
the  word  “Council”  so  that  the  second 
sentence  will  then  read:  “Such  applica- 

tions shall  be  signed  by  the  president  and 
the  secretary  of  the  county  society  of 
which  the  applicant  is  a member  and  sent 
to  the  secretary  of  this  Society  for  presenta- 
tion to  the  Council.” 

The  purpose  of  this  resolution  is  to  expedite 
applications  for  life  membership  and  to  elimi- 
nate one  of  the  perfunctory  and  time-consuming 
activities  of  the  House  of  Delegates.  The 
Council  is  a responsible  body  which  may  act 
on  such  applications  only  after  recommendation 
by  individual  county  societies. 

The  committee  feels  that  this  is  desirable  and 
recommends  approval  of  this  resolution. 

Resolution  66-10 — Amendment  to  By- 
laws to  Permit  District  Branches  to  Sug- 
gest Appointments  to  Nominating  Com- 
mittee; introduced  by  Medical  Society  of  the 
County  of  Erie. 

Whereas,  Chapter  XI,  Section  4,  of  the 
Bylaws  provides  that  one  member  of  the 
Nominating  Committee  shall  be  chosen  from 
each  district  branch;  now  therefore  be  it 
hereby 

Resolved,  That  Chapter  XI,  Section  4,  of 
the  Bylaws  be  amended  by  inserting  after  the 
first  sentence  of  this  section  the  following 
sentence:  “A  district  branch,  pursuant  to 

action  taken  at  its  annual  meeting,  may  make 
an  advisory  recommendation  to  the  president 
of  the  Society  on  the  member  to  be  chosen 
from  the  district  branch  membership,”  so 
that  Chapter  XI,  Section  4,  will  then  read: 
“Section  4.  The  Nominating  Com- 
mittee shall  be  appointed  by  the  president 
in  conformity  with  Chapter  VII,  Section 
1.  A district  branch,  pursuant  to  action 
taken  at  its  annual  meeting,  may  make  an 
advisory  recommendation  to  the  president 
of  the  Society  on  the  member  to  be  chosen 
from  the  district  branch  membership.  It 
shall  consist  of  eleven  members,  one  from 
each  district  branch  and  two  members  at 
large.  It  will  be  the  duty  of  this  com- 
mittee to  propose  and  nominate  members 
of  the  Society  for  all  vacancies  to  be  filled 
at  the  ensuing  annual  meeting  of  the 
House  of  Delegates.  These  recommenda- 
tions shall  be  made  to  the  House  of  Dele- 
gates in  the  same  manner  as  prescribed  in 
Chapter  X,  Section  2,  of  the  Bylaws.” 

The  committee  notes  that  each  component 
county  medical  society  and  district  branch  is 


urged  at  present  to  recommend  to  the  president 
names  of  potential  members  of  the  Nominating 
Committee.  Indeed,  the  component  societies 
are  specifically  requested  to  make  such  recom- 
mendations. The  committee  feels  that  this 
activity  is  already  permissible  and  the  proposed 
amendment  unnecessary. 

We  recommend  disapproval  of  this  resolution j 

Resolution  66-11 — Amendment  to  By- 
laws to  Permit  One-Year  Terms  for  District 
Branch  Presidents;  introduced  by  Eighth 
District  Branch. 

Whereas,  The  Eighth  District  Branch  of 
the  Medical  Society  of  the  State  of  New  York 
would  like  to  elect  a president  for  one  year  in- 
stead of  for  two  years  as  provided  in  Chapter 
XIII,  Section  1,  of  the  Bylaws  of  the  Society; 
now  therefore  be  it  hereby 

Resolved,  That  Chapter  XIII,  Section  1, 
of  the  Bylaws  of  the  Medical  Society  of  the 
State  of  New  York  be  amended  by  the  addi- 
tion of  the  following:  “but  with  the  approval 
of  the  Council  a district  branch  may  elect  a 
president  for  one  year,”  so  that  Chapter 
XIII,  Section  1,  will  then  read  as  follows: 
“Section  1.  Each  district  branch  shall 
elect  a president  for  two  years  and  a dis- 
trict delegate  to  the  House  of  Delegates  for 
two  years,  but  with  the  approval  of  the 
Council  a district  branch  may  elect  a 
president  for  one  year.” 

The  committee  recognizes  that  on  occasion 
it  might  be  advisable  for  a district  branch  to 
elect  officers  for  a period  other  than  two  years. 
Inasmuch  as  this  proposed  amendment  in- 
cludes Council  permission,  we  feel  that  such  a 
change  might  be  desirable. 

We  recommend  approval  of  this  resolution. 

Resolution  66-41 — Amendments  to  By- 
laws to  Provide  for  Election  of  District 
Branch  Nominees  as  AMA  Delegates; 

introduced  by  Medical  Society  of  the  County  of 
Monroe. 

Whereas,  All  delegates  to  the  American 
Medical  Association  are  elected  on  an  “at- 
large”  basis  from  the  Medical  Society  of  the 
State  of  New  York;  and 

Whereas,  The  district  branches  of  the 
State  Medical  Society  should  have  represen- 
tation in  order  to  assure  that  area  interests 
are  given  full  consideration  in  the  councils 
of  our  national  organization;  and 

Whereas,  Both  State  and  Federal  legis- 
lative bodies  insure  local  representation  as 
part  of  the  democratic  process;  now  therefore 
be  it  hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  revise  its  procedure  and 
method  of  electing  delegates  to  the  American 
Medical  Association,  to  provide  for  the  elec- 
tion of  at  least  one  delegate  as  the  selection 
and  choice  of  each  district  branch  in  the 
Medical  Society  of  the  State  of  New  York, 
by  amending  the  Bylaws  as  follows: 
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1.  Amend  Chapter  III,  Section  6,  of  the 

Bylaws,  by  inserting  in  the  second  sentence, 
following  the  word  “Nominations,”  the 
words  “including  at  least  one  from  each 
district  branch  to  be  nominated  by  the 
district  branch,”  so  that  the  second  sen- 
tence will  then  read:  “Nominations,  in- 

cluding at  least  one  from  each  district 
branch  to  be  nominated  by  the  district 
branch,  shall  be  made  for  not  less  than 
double  the  full  number  of  delegates  to  be 
elected,”; 

and  in  the  next  portion  of  the  sentence, 
by  adding  the  words,  “such  number  to  in- 
clude one  from  each  district  branch  as 
nominated  by  the  branch,”  so  that  that 
portion  of  the  sentence  will  then  read,  “and 
the  delegates  shall  be  declared  elected  in 
the  order  of  the  highest  number  of  votes 
cast  until  the  allotted  number  shall  have 
been  chosen,  such  number  to  include  one 
from  each  district  branch  as  nominated 
by  the  branch.” 

2.  Amend  Chapter  XIII,  Section  1,  of 

the  Bylaws  by  adding  the  words,  “and  a 
nominee  for  election  as  delegate  to  the 
American  Medical  Association,”  so  that 
Section  1 will  then  read:  “Each  district 

branch  shall  elect  a president  for  two  years 
and  a district  delegate  to  the  House  of 
Delegates  for  two  years,  and  a nominee  for 
election  as  delegate  to  the  American  Medi- 
cal Association.” 

This  committee  feels  that  our  delegates  to 
the  AMA  represent  the  entire  Society  and  not 
any  geographic  area  of  this  State.  It  is  further 
pointed  out  that  elections  at  district  branch 
meetings  are  usually  not  as  representative  as 
elections  conducted  by  the  entire  House  of 
Delegates.  A recommendation  almost  identi- 
cal to  the  present  one  was  disapproved  by  the 
House  of  Delegates  in  1962.  The  committee 
is  of  the  opinion  that  nothing  has  happened  in 
the  intervening  time  to  change  the  opinion 
rendered  then. 

We  recommend  disapproval  of  this  resolution. 

Resolution  66-67 — Amendment  to  By- 
laws Concerning  Method  of  Election  of 
Delegates  to  House  of  Delegates;  introduced 
by  Edward  Siegel,  M.D.,  Clinton,  Councillor. 

Resolved,  That  the  Bylaws  of  the  Medical 
Society  of  the  State  of  New  York,  Chapter 
II,  Section  1,  be  amended  by  striking  out  the 
last  sentence  in  the  said  section  and  in  place 
thereof  substituting  the  words:  “Each  com- 
ponent county  society  shall  be  entitled  to 
select  delegates  by  the  following  method”; 
and  be  it  further 

Resolved,  That  Chapter  II,  Section  1, 
Subdivisions  (a)  and  ( b ) be  amended  by 
striking  out  Subdivision  (a)  and  ( b ) in  their 
entirety  and  in  place  thereof  substituting  the 
words  presently  found  in  Subdivision  ( b ) 
without  any  subdivision  appellation  so  that 
the  last  paragraph  of  said  Section  1,  as 
amended  will  read: 


“Any  component  county  medical  society, 
which  according  to  the  rolls  of  the  State 
Society  on  April  1 of  the  previous  calendar 
year  shall  have  had  up  to  99  members, 
shall  be  entitled  to  1 delegate.  Any  com- 
ponent county  medical  society  having  100 
to  199  members  shall  be  entitled  to  2 dele- 
gates. Any  component  county  medical 
society  having  200  to  349  members  shall  be 
entitled  to  3 delegates.  Any  component 
county  medical  society  having  350  to  499 
members  shall  be  entitled  to  4 delegates. 
Any  component  county  medical  society 
having  500  to  749  members  shall  be  en- 
titled to  5 delegates.  Any  component 
county  medical  society  having  750  to  999 
members  shall  be  entitled  to  6 delegates. 
Any  component  county  medical  society 
having  1,000  or  more  members  shall  be 
entitled  to  at  least  7 delegates  and  1 ad- 
ditional delegate  for  each  additional  300 
members;  but  no  component  county 
medical  society  shall  be  entitled  to  desig- 
nate more  than  25  delegates.” 

We  are  of  the  opinion  that  the  number  of 
delegates  each  county  society  is  allowed  should 
be  determined  by  the  number  of  State  Society 
members  in  that  county  society.  We  see  no 
reason  for  the  political  divisions  of  New  York 
State  having  any  influence  in  this  matter. 

We  recommend  approval  of  this  resolution. 

Resolution  66-74 — Amendment  to  By- 
laws Regarding  Remission  of  Dues  Due  to 
Illness  and  Financial  Hardship;  introduced 
by  Walter  T.  Heldmann,  M.D.,  Richmond, 
Secretary. 

Whereas,  The  Bylaws  of  the  Medical 
Society  of  the  State  of  New  York  provide 
that  when  a component  county  medical 
society  remits  the  dues  of  a member  due  to 
illness  or  financial  hardship,  the  State  Society 
will  remit  the  member’s  dues;  and 

Whereas,  In  some  cases  remissions  of  dues 
due  to  illness  or  financial  hardship  are  re- 
quested automatically  by  several  county 
medical  societies  for  a period  of  ten  to  twenty 
consecutive  years  for  an  individual  member; 
and 

Whereas,  Any  member  who  is  ill  for  such  a 
long  period  of  time  could  be  elected  to  life 
membership  on  the  basis  of  permanent  dis- 
ability and  thereby  eliminate  much  paper 
work,  and  any  member  requesting  remission 
of  dues  due  to  financial  hardship  for  long 
periods  of  time  could  be  resigned  as  a member 
in  good  standing  and  rejoin  the  medical 
society  when  his  finances  improve;  and 

Whereas,  Excessive  remission  of  dues  due 
to  illness  or  financial  hardship  means  a great 
loss  in  revenue;  now  therefore  be  it  hereby 
Resolved,  That  the  Bylaws  be  amended  as 
follows: 

Amend  Chapter  XIV,  Section  2,  para- 
graph 5 of  the  Bylaws  to  add  the  following 
final  sentence:  “Remission  of  dues  due  to 
illness  or  financial  hardship  shall  be  limited 
to  a maximum  of  five  years.” 
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During  the  discussion,  it  was  pointed  out  that 
this  proposal  would  be  of  considerable  help  in 
administering  our  membership  roster.  It  is  the 
opinion  of  this  committee  that  if  illness  (due  to 
permanent  disability)  continues  beyond  five 
years,  the  member  would  be  eligible  to  apply  for 
life  membership. 

The  committee  recommends  approval  of  this 
resolution. 

The  following  two  resolutions  propose  amend- 
ments to  the  Bylaws  changing  the  dates  for 
payment  of  dues  and  dues  arrearage. 

Resolution  66-78 — Amendment  to  By- 
laws to  Change  Date  of  Dropped  Delin- 
quency in  State  Society;  introduced  by 
Walter  T.  Heldmann,  M.D.,  Richmond,  Secre- 
tary. 

Whereas,  The  Bylaws  of  the  Medical 
Society  of  the  State  of  New  York,  Chapter  I, 
Section  2 (c),  provide  that  “a  member  whose 
dues  and  assessments  are  unpaid  after  Decem- 
ber 31  of  any  current  year  shall  automatically 
be  dropped  from  the  rolls  of  membership  of 
both  his  county  society  and  the  State  Soci- 
ety”; and 

Whereas,  The  Bylaws  of  the  American 
Medical  Association  provide  that  the  date  a 
member  is  dropped  for  nonpayment  of  dues  is 
July  1 of  any  current  year;  and 

Whereas,  In  the  interests  of  consistency 
and  conformity  and  to  eliminate  the  con- 
tradictory portion  of  the  Bylaws  of  the  Medi- 
cal Society  of  the  State  of  New  York;  now 
therefore  be  it  hereby 

Resolved,  That  the  Bylaws  of  the  Medical 
Society  of  the  State  of  New  York  be  amended 
as  follows: 

Amend  Chapter  I,  Section  2(c)  of  the 

Bylaws  to  change  the  date  “December 

31,”  to  “July  1.” 

and 

Resolution  66-75 — Amendments  to  the 
Bylaws  to  Change  the  Date  for  Payment  of 
State  Society  Dues;  introduced  by  Walter  T. 
Heldmann,  M.D.,  Richmond,  Secretary. 

Whereas,  When  the  Bylaws  of  the  Medical 
Society  of  the  State  of  New  York  were 
amended  to  change  the  date  a member  is 
considered  in  arrears  and  no  longer  “a  member 
in  good  standing”  from  May  31  to  March  1 a 
monumental  task  fell  upon  the  component 
county  medical  societies  and  the  State  Society 
to  complete  six  months  work  in  two  months; 
and 

Whereas,  Since  mandatory  membership 
in  the  American  Medical  Association  was 
adopted  in  1962  the  work  has  doubled;  and 

Whereas,  Because  the  date  when  a mem- 
ber is  considered  in  arrears  and  no  longer 
“a  member  in  good  standing”  in  the  American 
Medical  Association  is  June  1 and  the  date 
of  delinquency  for  payment  of  State  Society 
dues  is  March  1,  a great  deal  of  confusion 
exists  regarding  a member’s  standing  in  his 


various  medical  organizations,  and  conform- 
ity in  dates  is  urgently  needed;  now  therefore 
be  it  hereby 

Resolved,  That  the  Bylaws  of  the  Medical 
Society  of  the  State  of  New  York  be  amended 
as  follows: 

1.  Amend  Section  2(b)  of  Chapter  I of 
the  Bylaws  to  change  the  date  “March  1,” 
to  “June  1.” 

2.  Amend  Section  1(b)  of  Chapter  II  of 
the  Bylaws  to  change  the  date  “April  1,” 
to  “June  1.” 

3.  Amend  Section  2,  paragraph  3,  of 
Chapter  XIV  of  the  Bylaws  to  change  the 
dates  “March  1 and  December  31,”  to 
“June  1 and  December  31,”  and  “January 
1 and  March  1,”  to  “January  1 and  June 

1.” 

4.  Amend  Section  5 of  Chapter  XIV 
of  the  Bylaws  to  change  the  words  “the 
first  day  of  April,”  to  “the  first  day  of 
June.” 

5.  Amend  Section  9,  second  paragraph, 
of  Chapter  VII  of  the  Bylaws  to  change  the 
words  “the  first  day  of  April,”  to  “the  first 
day  of  June.” 

After  consultation  with  the  supervisor  of  the 
membership  department  and  Dr.  Heldmann, 
the  committee  approved  the  following  amend- 
ments to  the  resolutions: 

Resolution  66-78 

In  the  “resolved”  portion  of  the  resolution 
change  the  date  “July  1”  to  “June  1.” 

“Resolved”  portion  would  then  read: 

Resolved,  That  the  Bylaws  of  the  Medical 
Society  of  the  State  of  New  York  be  amended 
as  follows: 

Amend  Chapter  1,  Section  2(c)  of  the 
Bylaws  to  change  the  date  “December  31” 
to  “June  1.” 

Resolution  66-75 

In  the  “whereas”  portion  of  the  resolution 
delete  paragraph  (2) . 

Change  all  references  to  the  month  of  “June” 
to  “May.” 

“Resolved”  portion  would  then  read: 

Resolved,  That  the  Bylaws  of  the  Medical 
Society  of  the  State  of  New  York  be  amended 
as  follows: 

1.  Amend  Section  2(b)  of  Chapter  1 of 
the  Bylaws  to  change  the  date  “March 
1,”  to  “May  1.” 

2.  Amend  Section  1(b)  of  Chapter  II 
of  the  Bylaws  to  change  the  date  “April 
1”  to  “May  1.” 

3.  Amend  Section  2,  paragraph  3,  of 
Chapter  XIV  of  the  Bylaws  to  change  the 
dates  “March  1 and  December  31”  to 
“May  1 and  December  31,”  and  “January 
1 and  March  1”  to  “January  1 and  May  1.” 

4.  Amend  Section  5 of  Chapter  XIV  of 
the  Bylaws  to  change  the  words  “the  first 
day  of  April,”  to  “the  first  day  of  May.” 

5.  Amend  Section  9,  second  paragraph, 
of  Chapter  VII  of  the  Bylaws  to  change  the 


January  1,  1967  / New  York  State  Journal  of  Medicine  105 


words  “the  first  day  of  April”  to“  the  first 
day  of  May.” 

It  is  the  opinion  of  the  committee  that  these 
changes  are  technically  feasible  from  an  ad- 
ministrative point  of  view.  Further,  these  cor- 
rect the  time  inequities  which  now  exist  at  a 
county,  State,  and  national  level. 

We  recommend  approval  of  these  two  resolutions 
as  amended. 

Resolution  66-73 — Amendment  to  By- 
laws to  Extend  Period  of  Eligibility  for 
Junior  Membership;  introduced  by  Medical 
Society  of  the  County  of  New  York. 

Whereas,  The  Bylaws  of  the  Medical 
Society  of  the  State  of  New  York,  Chapter  I, 
Section  7,  do  not  permit  junior  membership 
to  any  physician  except  as  follows:  “Junior 
members  shall  be  those  members  who  have 
been  graduated  from  medical  college  not  more 
than  five  calendar  years,  not  counting  tem- 
porary United  States  Military  or  United 
States  Public  Health  Service,  and  licensed  by 
the  State  of  New  York”;  and 

Whereas,  Residency  training  programs 
often  extend  several  years  beyond  the  period 
of  eligibility  for  junior  membership;  and 

Whereas,  Resident  physicians  rarely  can 
afford  active  membership  dues,  forcing  them 
to  forego  membership  until  they  enter  the 
private  practice  of  medicine;  and 

Whereas,  The  Medical  Society  of  the 
County  of  New  York,  at  its  annual  meeting  in 
May,  1965,  adopted  an  amendment  to  Article 
7 of  Chapter  II  of  its  constitution  providing 
that  resident  physicians  be  permitted  to  retain 
junior  membership  until  the  completion  of  a 
continuous  residency  program;  now  therefore 
be  it  hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  amend  Section  7 of 
Chapter  I of  its  Bylaws  to  permit  resident 
physicians  to  maintain  a junior  membership 
until  the  completion  of  a continuous  resi- 
dency training  program,  excluding  required 
military  service,  as  follows: 

Amend  the  first  sentence  of  Chapter  I, 
Section  7 of  the  Bylaws  by  adding,  after  the 
word  “Service”  the  words  “or  who  have  not 
completed  their  continuous  residency  train- 
ing,” so  that  the  first  sentence  of  Section  7 
will  then  read:  “Junior  members  shall  be 
those  members  who  have  been  graduated 
from  medical  college  not  more  than  five 
calendar  years,  not  counting  temporary 
United  States  Military  or  United  States 
Public  Health  Service,  or  who  have  not 
completed  their  continuous  residency  train- 
ing, and  licensed  by  the  State  of  New 
York.” 

The  committee  feels  that  the  Society  should 
do  all  in  its  power  to  assist  young  physicians. 
It  further  agreed  that  this  program  should  be 
helpful  in  urging  young  physicians  to  join  the 
Society.  However,  in  order  to  prevent  abuse 
of  this  program,  the  committee  recommends 


that  the  following  sentence  be  added  to  the 
resolution: 

“In  no  case  may  junior  membership  con- 
tinue more  than  seven  years  after  the  date  of 
graduation  from  medical  school.” 

The  “resolved”  portion  of  the  resolution 
would  then  read: 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  amend  Section  7 of 
Chapter  I of  its  Bylaws  to  permit  resident 
physicians  to  maintain  a junior  membership 
until  the  completion  of  a continuous  res- 
idency training  program,  excluding  required 
military  service,  as  follows: 

Amend  the  first  sentence  of  Chapter  I, 
Section  7 of  the  Bylaws  by  adding,  after  the 
word  “Service”  the  words  “or  who  have  not 
completed  their  continuous  residency  train- 
ing,” so  that  the  first  sentence  of  Section  7 
will  then  read:  “Junior  members  shall  be 
those  members  who  have  been  graduated 
from  medical  college  not  more  than  five 
calendar  years,  not  counting  temporary 
United  States  Military  or  United  States 
Public  Health  Service,  or  who  have  not 
completed  their  continuous  residency  train- 
ing, and  licensed  by  the  State  of  New  York. 
In  no  case  may  junior  membership  con- 
tinue more  than  seven  years  after  the  date 
of  graduation  from  medical  school.” 

We  recommend  approval  of  this  resolution  as 
amended. 

Resolution  66-65 — Amendment  to  By- 
laws Concerning  Expenses;  introduced  by 
George  Himler,  M.D.,  New  York,  Councillor. 

Resolved,  That  the  Bylaws  of  the  Medical 
Society  of  the  State  of  New  York,  Chapter 
IX,  Section  1,  be  amended  by  striking  out  the 
words:  “Delegates  of  the  district  branches 

and  section  delegates”  in  the  seventh  sentence 
of  said  section  and  in  place  thereof  substitut- 
ing the  words:  “Members  for  life  of  the  House 
of  Delegates,  delegates  of  the  district  branches, 
and  section  delegates”  so  that  the  seventh 
sentence  of  Section  1 as  amended  will  then 
read: 

“Members  for  life  of  the  House  of  Dele- 
gates, delegates  of  the  district  branches,  and 
section  delegates  sitting  in  the  House  of 
Delegates  shall  be  allowed  necessary  ex- 
penses by  the  Medical  Society  of  the  State 
of  New  York.” 

The  intent  of  this  resolution  is  for  the  Society 
to  pay  the  expenses  of  past  presidents  who  at- 
tend sessions  of  the  House  of  Delegates.  In 
the  discussion  it  was  pointed  out  that  the  Society 
already  pays  expenses  for  district  delegates  and 
section  delegates.  The  committee  feels  that  the 
Society  should  also  pay  the  expenses  of  its  past 
presidents. 

We  recommend  approval  of  this  resolution. 
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Resolution  66-66 — Amendment  to  By- 
laws Concerning  Election  of  Delegates  to 
American  Medical  Association;  introduced 
by  Joseph  J.  Kaufman,  M.D.,  Wayne,  Council- 
lor. 

Resolved,  That  the  Bylaws  of  the  Medical 
Society  of  the  State  of  New  Y ork,  Chapter  III, 
Section  6,  be  amended  by  striking  out  the 
words  in  the  second  sentence  of  said  section 
and  in  place  thereof  substituting  the  words: 
“Nominations  shall  be  made  for  not  less  than 
the  full  number  of  delegates  to  be  elected,  and 
the  delegates  shall  be  declared  elected  in  the 
order  of  the  highest  number  of  votes  cast  until 
the  allotted  numbers  shall  have  been  chosen. 
Alternate  delegates  shall  be  nominated  and 
elected  in  the  same  manner  as  the  delegates.” 

In  considering  this  matter,  it  was  pointed  out 
that  our  present  system  of  electing  alternate 
delegates  to  the  American  Medical  Association 
frequently  leaves  us  with  several  unfilled  posi- 
tions. This  is  principally  so  because  many 
persons  are  nominated  in  consecutive  years  and 
are  in  both  existing  classes  of  alternates.  The 
intent  of  the  present  resolution  is  to  eliminate 
this  problem.  Further  it  adds  dignity  and 
stature  to  the  position  of  alternate  delegate. 

We  recommend  approval  of  this  resolution. 

Resolution  66-68 — Amendments  to  Con- 
stitution and  Bylaws  Relating  to  Officers, 
Trustees,  and  Councillors;  introduced  by 
John  F.  Kelley,  M.D.,  Oneida,  Councillor. 

Resolved,  That  Article  VI  of  the  Constitu- 
tion of  the  Medical  Society  of  the  State  of 
New  York  be  amended  by  striking  out  the 
words  “and  treasurer”  in  the  last  sentence  of 
said  article  and  in  place  thereof  substituting 
the  words  “treasurer,  executive  vice-president, 
and  assistant  executive  vice-president”  so 
that  the  last  sentence  of  Article  VI  as  amended 
will  read:  “The  president,  secretary,  treas- 
urer, executive  vice-president,  and  assistant 
executive  vice-president  shall  sit  with  the 
Board  of  Trustees  with  voice  but  without 
vote.”;  and  be  it  further 

Resolved,  That  the  Bylaws  of  the  Medical 
Society  of  the  State  of  New  York  Chapter  IV, 
Section  1 (a)  be  amended  by  striking  out  the 
present  last  sentence  of  said  section,  and  in 
place  thereof  substituting  the  words:  “It  shall 
with  the  approval  of  the  Board  of  Trustees 
appoint  an  executive  vice-president,  who  shall 
be  the  chief  executive  officer  of  the  Society  to 
manage  and  direct  the  activities  of  the  Society 
including  disbursement  of  its  funds  when  duly 
authorized.  He  shall  be  an  ex  officio  member 
of  all  boards,  commissions,  and  committees 
with  voice  but  without  vote.  The  executive 
vice-president  shall  appoint  an  assistant 
executive  vice-president  who  shall  perform 
the  duties  of  the  executive  vice-president  in 
the  latter’s  absence  and  shall  perform  such 
other  duties  as  may  be  requested  by  the 
executive  vice-president.”;  and  be  it  further 
Resolved,  That  Chapter  VII,  Section  7 be 
amended  by  striking  out  the  words:  “The 


secretary  or  assistant  secretary  shall  counter- 
sign all  checks  issued  by  the  treasurer  on  funds 
of  the  Society”  from  the  first  sentence  of  said 
section;  and  be  it  further 

Resolved,  That  Chapter  VII,  Section  8 be 
amended  by  striking  out  the  words:  “The  as- 
sistant secretary  may  countersign  checks 
drawn  by  the  treasurer  on  funds  of  the 
Society.”  from  the  first  sentence  of  said  sec- 
tion; and  be  it  further 

Resolved,  That  Chapter  VII,  Section  9 be 
amended  by  striking  out  the  present  first  sen- 
tence of  said  section  and  in  place  thereof  sub- 
stituting the  words:  “The  treasurer  shall  keep 
accurate  books  of  accounts  of  all  moneys  of  the 
Society  which  he  may  receive  and  shall  dis- 
burse or  cause  to  be  disbursed  the  same  when 
duly  authorized.  He  shall  be  the  official 
custodian  of  all  securities  and  the  income 
thereof  owned  by  the  Society,  subject  to  the 
direction  and  disposition  of  the  Board  of 
Trustees.  The  Board  of  Trustees  may  select 
a bank  or  trust  company  to  act  as  custodian 
in  the  place  of  the  treasurer  of  all  or  any  part 
of  such  securities  and  to  act  as  agent  of  the 
Society  in  collecting  the  income  therefrom.” 

The  committee,  after  discussion,  approved  this 
resolution  with  the  following  changes: 

In  the  second  “resolved”:  Delete  in  the  last 
sentence  the  words  “who  shall  perform  the 
duties  of  the  executive  vice-president  in  the 
latter’s  absence  and  shall  perform  such  other 
duties  as  may  be  requested  by  the  executive 
vice-president.” 

The  fourth  “resolved”  was  changed  to  read 
as  follows: 

Resolved,  That  Chapter  VII,  Section  8 be 
amended  by  striking  out  the  words:  “The 
assistant  secretary  may  countersign  checks 
drawn  by  the  treasurer  on  funds  of  the 
Society”  and  starting  the  second  sentence 
“The  assistant  secretary”  instead  of  “He.” 
The  resolution  will  then  read  as  follows: 

Resolved,  That  Article  VI  of  the  Constitu- 
tion of  the  Medical  Society  of  the  State  of 
New  York  be  amended  by  striking  out  the 
words  “and  treasurer”  in  the  last  sentence  of 
said  article  and  in  place  thereof  substituting 
the  words  “treasurer,  executive  vice-president, 
and  assistant  executive  vice-president”  so 
that  the  last  sentence  of  Article  VI  as  amended 
will  read:  “The  president,  secretary,  treas- 
urer, executive  vice-president,  and  assistant 
executive  vice-president  shall  sit  with  the 
Board  of  Trustees  with  voice  but  without 
vote.”;  and  be  it  further 

Resolved,  That  the  Bylaws  of  the  Medical 
Society  of  the  State  of  New  York  Chapter  IV, 
Section  1 (a)  be  amended  by  striking  out  the 
present  last  sentence  of  said  section,  and  in 
place  thereof  substituting  the  words:  “It  shall 
with  the  approval  of  the  Board  of  Trustees 
appoint  an  executive  vice-president,  who  shall 
be  the  chief  executive  officer  of  the  Society  to 
manage  and  direct  the  activities  of  the  Society 
including  disbursement  of  its  funds  when  duly 
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authorized.  He  shall  be  an  ex  officio  member 
of  all  boards,  commissions,  and  committees 
with  voice  but  without  vote.  The  executive 
vice-president  shall  appoint  an  assistant 
executive  vice-president,”  and  be  it  further 

Resolved,  That  Chapter  VII,  Section  7 be 
amended  by  striking  out  the  words:  “The 

secretary  or  assistant  secretary  shall  counter- 
sign all  checks  issued  by  the  treasurer  on  funds 
of  the  Society”  from  the  first  sentence  of  said 
section;  and  be  it  further 

Resolved,  That  Chapter  VII,  Section  8 be 
amended  by  striking  out  the  words:  “The 
assistant  secretary  may  countersign  checks 
drawn  by  the  treasurer  on  funds  of  the 
Society”  and  starting  the  second  sentence 
“The  assistant  secretary”  instead  of  “He”; 
and  be  it  further 

Resolved,  That  Chapter  VII,  Section  9 be 
amended  by  striking  out  the  present  first  sen- 
tence of  said  section  and  in  place  thereof  sub- 
stituting the  words:  “The  treasurer  shall  keep 


accurate  books  of  accounts  of  all  moneys  of  the 
Society  which  he  may  receive  and  shall  dis- 
burse or  cause  to  be  disbursed  the  same  when 
duly  authorized.  He  shall  be  the  official 
custodian  of  all  securities  and  the  income 
thereof  owned  by  the  Society,  subject  to  the 
direction  and  disposition  of  the  Board  of 
Trustees.  The  Board  of  Trustees  may  select 
a bank  or  trust  company  to  act  as  custodian 
in  the  place  of  the  treasurer  of  all  or  any  part 
of  such  securities  and  to  act  as  agent  of  the 
Society  in  collecting  the  income  therefrom.” 

The  intent  of  this  resolution  is  to  define  more 
accurately  the  duties  of  the  executive  vice-presi- 
dent and  his  assistant.  Further,  it  brings  the 
Bylaws  into  harmony  with  actual  practice. 

The  committee  recommends  approval  of  this 
resolution  as  amended. 

Respectfully  submitted, 

Irving  L.  Ershler,  M.D.,  Chairman 
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1967  HOUSE  OF  DELEGATES 

Reports  of  Officers 


President 


To  the  House  of  Delegates,  Gentlemen: 

In  February,  1966,  when  I assumed  the  office 
of  president  of  the  Medical  Society  of  the  State 
of  New  York,  in  my  remarks  to  you  I referred  to 
the  anticipated  significance  of  this  year  and  of 
the  next  few  years  as  events  in  this  era  would  re- 
late to  the  methods  of  medical  practice  in  the 
State  of  New  York  as  well  as  throughout  the  en- 
tire nation. 

Certainly  this  year  seems  to  have  fullfilled 
that  reference,  and  I again  call  to  your  atten- 
tion that  the  next  few  years  probably  will  be  far 
more  significant  than  has  this  year  been  in  ref- 
erence to  medical  practice. 

I sincerely  hope  that  the  foundations  which 
have  been  established  this  year  will  prove  help- 
ful in  the  years  ahead. 

Medicare  and  Medicaid.  The  1966  House 
of  Delegates  of  the  Medical  Society  of  the  State 
of  New  York,  in  concerning  itself  with  the  im- 
plementation of  Public  Law  89-97,  approved 
the  principle  “that  while  we  had  opposed  the 
Medicare  legislation,  now  that  it  was  the  law  we 
would  aid  in  its  implementation.”  Such  a deci- 
sion to  provide  assistance  and  guidance  in  the 
development  of  the  many  details  of  this  law  cer- 
tainly seemed  expedient  and  prudent.  The 
medical  profession  must  continue  to  give  guid- 
ance, sound  guidance,  to  the  many  problems 
which  I am  sure  will  continue  to  arise  pertaining 
to  the  administration  of  this  law,  some  of  which 
problems  the  physician  alone  is  truly  qualified 
to  solve. 

These  programs  of  medical  assistance  are 
bound  to  bring  extensive  experimentation  in 
their  methods  of  providing  medical  services. 
As  one  of  the  providers  of  medical  care,  we  as  a 
profession  should  be  in  the  forefront,  identifying 
problems,  aiding  in  their  solutions,  and  estab- 
lishing proper  goals  for  the  future. 

There  was  a great  deal  of  planning  and  study 
in  the  early  days  of  the  Medicare  program  and 
before  the  establishment  of  the  basic  program 
of  Title  18 — a considerable  amount  of  time  was 
available,  as  was  the  opportunity  for  participa- 
tion in  the  determination  of  the  principles  and 
the  regulations  pertaining  to  it. 

This  was  not  true  in  the  case  of  Title  19. 
Title  19,  the  so-called  “sleeper”  of  the  Medicare 
progx-am,  suddenly  became  the  giant  of  the 
program,  rapidly  developing,  with  many  facets 
and  moving  in  many  directions.  Unfortunately, 
as  it  moved  along,  picking  up  “political  thorns” 
as  it  went,  it  made  for  confusion  and  concern  to 
many* 


Article  28,  enacted  last  year,  became  effective 
February  1,  1966,  implementing  the  “Folsom 
Report,”  this  calling  for  the  transfer  of  the  re- 
sponsibility for  hospital  services  from  the  De- 
partment of  Social  Welfare  to  the  Department 
of  Health. 

This  legislation  was  supported  by  the  Medical 
Society  of  the  State  of  New  York,  our  State 
Legislation  Committee  having  worked  very 
hard  in  establishing  this  principle.  Attention 
was  called  to  the  fact  that  such  legislation 
created  an  opportunity  for  the  medical  profes- 
sion to  work  with  a medically-oriented  agency 
for  the  administration  of  medical  programs 
within  our  State. 

Shortly  after  this  legislation  became  effective, 
we  were  advised  by  our  legislative  counsel  that 
the  Governor’s  office  was  preparing  legislation 
which  was  designed  to  implement  Title  19  of 
Public  Law  89-97,  and  that  in  order  to  partici- 
pate in  current  Federal  reimbursement  the  State 
would  have  to  act  rapidly  in  this  direction.  It 
was  further  advised  that  this  administration 
bill  was  being  supported  by  both  political  parties 
in  the  Senate  and  in  the  Assembly,  and  that  ob- 
viously with  bipartisan  support  it  undoubtedly 
would  be  enacted  into  law  whether  we  supported 
it  or  opposed  it. 

The  Governor,  in  presenting  the  original 
legislation,  stated  that  “the  legislation  I have 
submitted  specifically  states  that  the  Depart- 
ment of  Health  is  given  the  responsibility  for 
establishing  and  maintaining  the  standards  for 
all  medical  care  and  services  furnished  under 
this  program  and  for  reviewing  and  auditing  the 
implementation  of  the  px'ogram  to  insure  that 
the  care  axxd  services  furnished  are  of  high 
quality  and  to  the  best  interests  of  the  re- 
cipient.” 

It  was  further  our  understanding  that  the  im- 
plementation of  this  legislation  would  be  on  a 
basis  similar  to  the  previous  administration  of 
the  Medical  Assistance  Act  in  New  York,  un- 
der the  Kerr-Mills  program,  which  px-ogram  had 
been  supported  by  the  Medical  Society  of  the 
State  of  New  York. 

Serious  consideration  was  given  to  a request 
for  the  support  axxd  assistance  of  the  Medical 
Society  in  the  implementation  of  this  law,  if 
enacted,  as  to  how  best  to  approach  the  pro- 
gram so  as  to  provide  good  medical  care  for  the 
people  involved,  also  how  best  to  serve  the  in- 
terests of  those  physicians  of  the  State  who 
woxxld  choose  to  participate  in  the  program. 

The  choice  at  that  time  seemed  to  be  either 
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(1)  to  totally  oppose  the  principle  of  the  pro- 
gram, much  as  we  had  been  doing  for  the  past 
twenty  years,  and  have  no  part  in  its  formula- 
tion; or  (2)  to  recommend  nonparticipation  to 
all  the  physicians  of  the  State,  hoping  that  a 
sufficient  number  would  not  participate  and,  as 
a result,  defeat  the  implementation  of  the  pro- 
gram; or  (3)  to  approve  the  program  in  princi- 
ple, with  the  opportunity  to  participate  in  the 
formation  and  the  development  of  the  rules 
and  regulations  for  its  implementation. 

Considering  the  action  of  the  House  of  Dele- 
gates in  February,  1966,  with  this  information 
available  to  us,  and  the  fact  that  Medicare  was 
the  law  of  the  land  and  that  the  implementation 
of  this  part  of  it  in  New  York  State  was  going 
to  be  legalized  and  developed,  this  seemed  like 
an  opportunity  for  the  Medical  Society  to  take 
a positive  approach  to  the  Title  19  program. 
Therefore,  it  was  decided  to  approve  the  pro- 
gram in  principle,  provided  that  certain  amend- 
ments which  we  recommended  were  included, 
the  most  important  of  these  recommendations 
being  that  there  be  a free  choice  of  physician, 
hospital,  and  medical  facility  by  the  recipient 
of  care,  and  that  there  be  adequate  representa- 
tion of  physicians  on  the  State  and  local  advisory 
committees  to  the  Department  of  Social  Welfare. 

This  was  acceptable  to  those  concerned. 
Unfortunately,  it  quickly  became  evident  and 
known  to  us  that  powerful  political  domination 
was  active  behind  the  scenes,  particularly  active 
in  relation  to  eligibility  standards  for  participa- 
tion. 

Serious  consideration  was  given  to  this  ques- 
tion of  eligibility  standards  as  well  as  the  medi- 
cal and  professional  aspects  of  the  program. 

While  many  of  us  considered  the  levels  estab- 
lished as  high,  after  due  consideration  it  was  de- 
cided that,  while  eligibility  standards  were  of 
concern  to  all  of  us  as  individuals  and  as  citi- 
zens of  the  State,  and  while  we  could  and 
should  act  according  to  our  own  desires  as  in- 
dividuals, as  the  Medical  Society  of  the  State 
of  New  York  we  should  officially  direct  our  at- 
tention to  the  medical  and  professional  aspects 
of  the  program  and  take  no  action  at  that  time 
on  the  social  aspects,  leaving  this  to  the  indi- 
vidual citizen  decision. 

The  Medical  Society  of  the  State  of  New 
York,  having  stated  its  qualified  support  of  the 
basic  principle  of  the  original  administrative 
bill,  made  no  further  comment  on  the  alterna- 
tive suggestions  which  were  presented  in  the 
Legislature. 

Advisory  Committee  to  the  Department 
of  Health.  The  special  ad  hoc  committee 
which,  prior  to  this  time,  had  been  meeting 
with  the  Division  of  Budget  dealing  with  the 
then  welfare  medical  programs,  was  immediately 
augmented  and  continued.  This  committee 
has  since  been  named  as  the  advisory  commit- 
tee to  the  Department  of  Health,  dealing  at 
present  with  all  matters  pertaining  to  the  im- 
plementation of  Title  19. 

This  committee  was  given  the  responsibility 
of  implementing  the  resolution  pertaining  to  this 


program,  as  was  adopted  at  the  special  meeting 
of  the  House  of  Delegates  on  May  26,  1966. 

Although  I have  reported  to  you  in  communi- 
cations the  implementation  of  this  resolution,  I 
would  like  to  review  for  the  record  its  imple- 
mentation to  date  (November  21,  1966). 

1.  The  right  of  the  patient  to  select  his  own 

physician  and  medical  facility  to  be  guaranteed. 

The  Medical  Society  of  the  State  of  New 

York,  in  accordance  with  its  original  basic 
stand,  submitted  through  our  State  Legislation 
Committee  and  legislative  counsel,  legislation 
providing  for  this  point.  This  legislation  was 
approved  by  the  Governor  and  was  subsequently 
passed  by  the  Senate.  Unfortunately,  because 
of  the  political  implication  which  developed, 
this  failed  to  pass  the  Assembly. 

It  was  then  necessary  that  the  accomplish- 
ment of  this  point  of  the  resolution  be  done  in 
another  manner,  at  least  for  the  present.  Our 
discussions  continued  and  subsequently  Hollis 
S.  Ingraham,  M.D.,  Commissioner  of  Health, 
and  Governor  Rockefeller,  based  on  our  requests 
and  recommendations,  requested  the  Board  of 
Social  Welfare  to  adopt  a rule  guaranteeing 
free  choice  of  physician.  This  was  done  unan- 
imously on  July  19,  1966,  and  this  rule  was  filed 
with  the  Secretary  of  State,  which  makes  it  ef- 
fective as  a matter  of  law. 

2.  There  be  adequate  representation  of  practicing 
physicians  on  the  Medical  Advisory  Com- 
mittee to  the  State  and  local  welfare  depart- 
ments, and  the  State  and  county  medical 
societies  be  consulted  in  regard  to  such  ap- 
pointments. 

As  mentioned  previously,  the  ad  hoc  commit- 
tee which  was  originally  negotiating  with  the 
Department  of  Budget  has  been  appointed  as 
the  advisory  committee  to  the  Department  of 
Health.  Furthermore,  the  Department  of 
Health  has  notified  the  local  welfare  depart- 
ments that  they  should  also  select  a local  ad- 
visory committee  as  recommended  by  the  local 
county  medical  society.  Furthermore,  it  will 
be  necessary  for  each  county  welfare  depart- 
ment to  submit  to  the  State  for  approval  their 
local  plan  of  operation  which,  of  course,  will 
include  proper  physician  representation  on  the 
advisory  committee. 

3.  The  patient  not  be  required  to  have  prior 
authorization  in  order  to  obtain  medical  serv- 
ices. 

A regulation  was  established  by  the  Depart- 
ments of  Health  and  Social  Welfare  eliminating 
all  prior  authorization  except  for  certain  special 
services  such  as  nursing  home  care,  elective  hos- 
pital admissions,  and  special  rehabilitation  serv- 
ices. This  has  been  a rather  difficult  problem 
inasmuch  as  the  question  of  authorization  has 
varied  somewhat  from  county  to  county,  de- 
pending on  the  attitude  of  the  local  welfare  de- 
partment. The  Commissioner  of  Health  has 
expressed  himself  that  there  should  be  no  bar- 
rier that  would  in  any  way  interfere  with  or  de- 
lay the  patient  receiving  immediate  indicated 
care. 
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4.  The  principle  for  reimbursement  for  physi- 
cians be  on  a usual  and  prevailing  basis.  A 
mechanism  must  be  included  to  permit  direct 
billing  of  the  patient  by  the  physician. 

The  Governor  announced  on  July  2,  1966, 
that  the  principle  of  reimbursement  of  physi- 
cians for  services  provided  shall  be  on  a fee 
schedule  as  close  as  possible  to  the  usual, 
customary,  and  prevailing  fees.  The  Division 
of  Budget,  in  the  early  discussions  with  the  rep- 
resentative committee,  was  desirable  of  having  a 
fixed  fee  schedule  throughout  the  State.  This 
was  definitely  rejected  by  the  Medical  Society, 
and  in  the  interim  during  the  discussions  a 
schedule  based  upon  the  Relative  Value  Scale 
has  been  used.  Continued  negotiation  is  taking 
place  with  reference  to  usual  and  customary  fees 
based  on  local  custom,  and  this  shall  and  must 
be  pursued  further.  The  recent  discussions 
concerning  this  problem  seem  to  indicate  that  we 
can  anticipate  this  principle  will  be  carried  out. 

The  question  concerning  direct  billing  has 
also  been  a difficult  one  and  has  been  pursued 
from  many  levels.  Communications  received 
from  the  Department  of  Health,  Education, 
and  Welfare,  as  well  as  interpretations  of  the 
intent  of  the  law,  all  indicate  that  the  intention 
of  service  under  Title  19  was  that  it  be  a vendor 
payment  program,  and  therefore  direct  billing 
could  not  be  done. 

Not  only  have  we  in  the  State  Society  pursued 
this  question,  but  it  also  is  being  pursued  on  a 
national  level.  The  legal  department  of  the 
American  Medical  Association  also  advised  us 
that  this  legislation  infers  that  it  was  intended  to 
be  a vendor  payment  program.  The  desir- 
ability of  having  direct  payment  is  obvious  and 
will  continue  to  be  pursued.  The  question 
arises  as  to  whether  or  not  this  should  be  per- 
missive in  nature,  inasmuch  as  there  has  been 
some  expression  in  some  areas  in  favor  of  vendor 
payment. 

It  appears  that  it  will  be  necessary  that  this 
be  clarified  on  a national  level  and  it  will  be  a 
problem  for  our  Federal  Legislation  Committee 
to  pursue  this  year,  together  with  representa- 
tives of  other  states,  in  order  to  make  direct 
payment  under  Title  19  permissive  for  the 
physician. 

5.  Blue  Cross,  Blue  Shield,  and  other  health  in- 
surance carriers  be  utilized  in  the  implemen- 
tation of  these  programs. 

The  Medical  Society  of  the  State  of  New 
York  sponsored  legislation  which  was  approved 
by  the  Governor  and  subsequently  enacted  into 
law,  which  authorizes  the  utilization  of  insur- 
ance carriers  as  fiscal  intermediaries  under  Title 
19.  This  is  permissive  legislation  and  it  would 
appear  that  it  would  be  much  more  satisfactory 
to  all  concerned  if  this  phase  of  the  program 
coincided  more  closely  with  that  of  Title  18. 
This  has  been  recommended  to  the  Department 
of  Health  and  consideration  is  being  given  at  the 
present  time  to  this  possibility.  In  the  mean- 
time, local  departments  have  been  encouraged  to 
utilize  this  mechanism  on  a permissive  basis. 

6.  Continued  consideration  be  given  to  the  feasi- 


bility of  deductible  and  coinsurance  features  to 
promote  more  efficient  implementation  of  the 
law. 

Legislation  was  also  enacted  during  the  latter 
part  of  the  legislative  session  to  provide  for  de- 
ductibles for  eligibilities  for  medical  assistance 
for  needy  persons,  other  than  in-patient  hospi- 
tal care.  The  question  of  deductibles  basically 
is  sound,  but  there  are  many  facets  pertaining  to 
it.  Therefore,  I think  it  is  desirable  that  this 
subject  be  studied  quite  thoroughly  by  the  in- 
dicated committee  of  the  Medical  Society,  with 
subsequent  recommendations  based  on  their 
findings. 

In  reviewing  the  developments  which  have 
occurred  to  date  concerning  the  implementation 
of  both  programs  of  medical  assistance,  it  seems 
that  we  have  accomplished  a great  deal  and 
have  been  very  active  in  participation  in  the  de- 
velopment of  the  rules  and  regulations  pertain- 
ing to  such. 

While  we  have  gained  a great  deal,  much 
more  remains  to  be  done,  especially  at  the  local 
level,  and  it  is  most  important  that  the  local 
county  medical  societies  participate  closely  with 
their  respective  departments  of  health  and 
welfare,  because  it  is  here  at  this  level  that  most 
of  the  difficulties  have  been  encountered  up  to 
the  present  time. 

This  is  where  we  stand  at  the  present  time. 
Additional  changes  probably  will  be  submitted 
at  the  meeting  of  our  House  of  Delegates,  and 
it  will  be  necessary  then  that  due  consideration 
be  given  to  subsequent  activity  concerning  the 
implementation  of  these  medical  assistance 
programs. 

Standards  of  Medical  Care.  I referred  to 
the  standards  and  the  quality  of  medical  care  in 
my  address  to  you  in  February,  1966,  indicating 
that  the  medical  profession  and  the  Medical 
Society  of  the  State  of  New  York  must  take  a 
definitive  stand  in  the  determination  of  all 
phases  of  the  quality  of  medical  care. 

In  keeping  with  this  suggestion,  and  in  an 
attempt  to  follow  out  the  recommendation,  I 
subsequently  requested  the  Council  to  establish 
a Commission  on  the  Standards  of  Medical 
Care  and,  following  its  establishment,  appointed 
your  past  president,  Waring  Willis,  M.D.,  as  its 
first  chairman.  I am  indeed  pleased  that  this 
commission  is  cognizant  of  its  responsibilities 
and  has  moved  rapidly  ahead  in  carrying  out 
these  responsibilities. 

The  following  committees  have  been  estab- 
lished as  part  of  this  commission  and  advised 
of  the  duties  and  responsibilities  in  their  re- 
spective disciplines. 

1.  Medical  Review  Committee.  This  com- 
mittee is  responsible  for  the  establishment  and 
continued  improvement  of  the  standards  and 
methods  of  review  of  medical  care,  and  to  con- 
cern itself  with  the  measurement  of  the  stand- 
ards of  care  as  provided  by  the  individual  prac- 
ticing physician;  also  to  form  a close  liaison 
with  the  Department  of  Health  concerning  the 
discharge  of  the  responsibilities  of  the  Com- 
missioner of  Health  under  Article  28. 
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2.  Utilization  Review  Committee.  The  re- 
sponsibilities of  this  committee  are  for  the 
economic  management  of  health  care  in  general, 
to  maintain  close  relationship  between  the  med- 
ical profession  and  the  fiscal  intermediaries, 
and  to  assist  in  developing  standards  and 
methodology  for  utilization  review  in  all  areas 
of  health  care,  but  primarily  physicians’  offices, 
hospitals,  extended  care  facilities,  and  in  home 
health  service;  furthermore,  to  assist  the  district 
branches  and  the  county  medical  societies  in 
becoming  knowledgeable  in  the  demands  of 
Public  Laws  89-97,  89-239,  and  Article  28  of 
the  Public  Health  Laws  of  the  State  of  New 
York. 

3.  Mediation  and  Insurance  Claims  Review 
Committee.  This  committee  shall  be  responsible 
for  the  activities  under  Part  B of  Title  18, 
Public  Law  89-97,  and  for  the  interpretation 
of  the  concept  of  usual,  customary,  reasonable, 
and  prevailing  fees;  for  the  organizational  pro- 
cedures of  review  of  records  of  providers  of 
services  where  indicated;  and  for  establishing 
close  liaison  with  functions  of  county  society 
grievance  committees  and  boards  of  censors. 

4.  Hospital-Based  Physicians  Committee. 
This  committee  shall  be  responsible  for  review- 
ing and  making  recommendations  concerning  the 
established  arrangements  and  relationships  be- 
tween hospitals  and  employed  or  hospital-based 
physicians,  and  for  the  study  of  the  Medical 
Practice  Act  and  other  legal  statutes  in  the 
State  of  New  York  pertaining  to  such. 

In  addition  to  these  committees  established 
in  the  original  framework  of  the  commission, 
the  following  committees  have  also  been  trans- 
ferred to  the  Commission  on  Medical  Standards. 

5.  Hospital  and  Professional  Relations  Com- 
mittee. This  committee  has  previously  been 
functioning  under  the  Commission  on  Medical 
Services,  but  it  is  felt  it  would  be  better  in  the 
framework  of  the  Committee  on  Medical  Stand- 
ards. Its  responsibility  shall  continue  to  be 
related  to  hospital  medical  staff  organization, 
hospital  medical  facilities  and  services,  also 
administrative,  professional  and  hospital  re- 
lationship, and  for  the  maintenance  of  liaison 
between  the  medical  profession  and  the  Hos- 
pital Association  of  New  York  State. 

6.  Committee  on  Nursing.  This  is  a most 
important  committee  pertaining  to  the  stand- 
ards of  medical  and  professional  care  and  during 
the  past  year  has  done  an  excellent  job  in  fur- 
thering this.  Therefore,  it  is  felt  that  such  com- 
mittee be  a part  of  the  Commission  on  Stand- 
ards, continuing  its  responsibilities  of  close 
liaison  with  the  New  York  State  Nursing  As- 
sociation and  the  Hospital  Association  of  the 
State  of  New  York,  pertaining  to  the  quality 
and  quantity  of  nursing  care,  also  direct  re- 
lationship with  the  Department  of  Education 
concerning  the  training  and  development  pro- 
grams for  student  nurses,  and,  further,  the  con- 
tinuing educational  training  for  graduate  nurses. 
In  addition  to  this,  the  committee  will  of  neces- 
sity need  to  maintain  a close  observation  per- 
taining to  the  economics  of  nursing  service  as  it 


pertains  to  the  total  problem  of  medical  care. 

7.  Committee  on  Ethics.  This  committee 
also  has  been  operating  under  the  Commission 
on  Medical  Services  and  has  recently  been  trans- 
ferred to  the  Commission  on  Standards  of  Med- 
ical Care.  This  committee,  of  course,  has  the 
responsibility  for  reviewing  and  investigating 
any  question  of  ethics  pertaining  to  individual 
physicians  in  their  relationships  with  each  other 
and  with  the  public  in  the  providing  of  medical 
services. 

Following  the  establishment  of  this  commis- 
sion, it  became  quite  obvious  that  the  extent 
of  responsibility  and  duties  and  the  volume  of 
work  involved  would  be  very  great  and  would 
require  adequate  personnel.  Therefore,  it  was 
recommended  to  Dr.  Fineberg,  executive  vice- 
president,  that  a full-time  director  of  the  Division 
of  Standards  of  Medical  Care  be  established  to 
carry  out  the  duties  of  this  commission.  After 
due  consultation  and  approval,  Samuel  Z. 
Freedman,  M.D.,  was  appointed  as  director  of 
this  administrative  division.  Dr.  Freedman 
has  been  long  active  in  the  affairs  of  the  Medical 
Society  of  the  State  of  New  York  and  is  quite 
familiar  with  all  phases  of  the  practice  of  med- 
icine. Based  on  his  knowledge,  experience,  and 
good  judgment,  he  should  carry  out  a very 
satisfactory  administrative  program  for  us. 

I look  forward  to  this  commission  pei*forming 
one  of  the  most  important  functions  in  our 
Society  activities.  For  it  to  adequately  carry 
out  these  functions,  however,  will  mean  the 
need  for  adequate  personnel,  also  the  need  for 
adequate  financing. 

Commission  on  Public  Health  and  Edu- 
cation. The  Commission  on  Public  Health 
and  Education  continues  as  another  of  our  im- 
portant activities.  The  death  of  James  Green- 
ough,  M.D.,  director  of  the  Division  of  Scientific 
Activities,  was  a great  loss  to  us  in  carrying  out 
the  activities  of  this  commission.  We  are  in- 
deed fortunate  to  have  Norman  S.  Moore, 
M.D.,  accept  the  position  of  director  of  the 
Division  of  Scientific  Activities  on  a part-time 
basis.  Dr.  Moore  formerly  carried  out  these 
responsibilities  when  the  commission  was  a 
single  committee  action  and  is  familiar  with 
all  of  the  facets  of  its  activities,  so  we  can  look 
forward  to  this  commission  and  its  respective 
committees  continuing  to  play  a very  active  role 
in  the  public  health  affairs  of  the  State. 

Other  Committee  Activities.  In  spite  of 
the  tremendous  amount  of  time  which  has  been 
spent  by  various  committee  members  on  Medi- 
care activities  during  the  past  year,  many  of 
these  committees  and  their  members  have  found 
adequate  time  to  devote  to  other  important  as- 
pects of  our  Society  activities. 

The  ad  hoc  committee  negotiating  with  the 
interdepartmental  task  force,  presently  the 
medical  advisory  committee  to  the  Department 
of  Health,  has,  as  I mentioned  earlier,  developed 
a very  sound  and  satisfactory  liaison  with  repre- 
sentatives of  the  Department  of  Health,  and 
has  devoted  many  hours  of  service  doing  an 
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excellent  job  for  us  in  the  development  of  regu- 
lations pertaining  to  the  implementation  of  the 
medical  assistance  programs  in  New  York 
State. 

The  Ad  Hoc  Committee  for  Our  Own  Building 
has  continued  active  during  the  year.  While 
a final  decision  has  not  been  reached,  they  are 
continuing  their  study  and  investigation  of 
possible  sites  for  a headquarters  building.  I am 
sure  this  committee  would  appreciate  any 
further  suggestions  that  might  be  given  to  it 
concerning  this  problem.  We  should  make  a 
final  decision  about  this  matter  in  the  near 
future,  but  we  must  be  sure  that  the  decision 
we  make  is  correct  and  a lasting  one,  looking 
forward  to  many  years  ahead. 

The  House  Constitution  and  Bylaws  Com- 
mittee has  presented  to  you  a number  of  recom- 
mended changes  in  the  Constitution  and  By- 
laws. While  these  changes  as  implemented 
will  be  helpful  in  updating  our  Constitution, 
actually,  as  pointed  out  last  year,  it  is  my  opin- 
ion that  we  need  a detailed  study  of  the  entire 
Constitution,  with  updating  and  revision  for  our 
present  activities. 

On  Economics.  The  Committee  on  Eco- 
nomics has  furthered  its  study  of  all  phases  of 
the  economics  of  medicine  during  the  past  year 
and  has  spent  considerable  time  considering  the 
assets  and  the  deficiencies  of  the  Relative  Value 
Scale.  This  year  has  very  clearly  demonstrated 
the  value  and  deficiencies  of  this  scale.  While 
we  have  learned  a great  deal  about  the  applica- 
tion of  the  scale  as  a tool,  certainly  there  is  much 
more  to  be  done,  not  only  in  its  proper  applica- 
tion, but  also  in  arranging  for  its  continuous 
revision.  Last  year  I stated  that  this  very  vital 
issue  must  be  constantly  reviewed  and  must  be 
kept  up  to  date,  and  that  it  must  never  be 
allowed  to  become  the  tool  for  the  gain  of  a few. 

On  Nursing.  I referred  previously  to  the 
activities  of  the  Committee  on  Nursing  during 
the  past  year  and  I would  call  to  your  attention 
the  report  of  this  committee.  It  has  been  a 
very  active  one  during  the  year  and  I feel  it 
has  had  a great  deal  of  influence  on  the  nursing 
activities  throughout  the  State.  This  is  a most 
important  group  and  has  made  an  excellent 
start  in  assisting  in  the  solution  of  the  nursing 
shortage  and  the  nursing  care  problem.  In  my 
opinion,  it  should  become  a most  important 
part  of  our  Society  activities  and  we  should  en- 
courage the  committee  in  carrying  out  its 
responsibility  toward  improvement  of  nursing 
service. 

On  Medical  Legislation.  We  have  on  the 
Federal  level  during  recent  years  spent  most  of 
our  time  and  effort  opposing  the  enactment  of 
Medicare  legislation.  It  is  only  natural,  now 
that  this  is  the  law,  that  one  might  consider  the 
need  for  participation  in  Federal  legislation  no 
longer  important.  I would  call  to  your  atten- 
tion that  each  year  there  are  an  increasing  num- 
ber of  items  of  legislation  pertaining  to  medical 
activities  being  studied  and  acted  on  in  Con- 
gress. Therefore,  it  is  most  important  that 


our  Federal  Legislation  Committee  continue 
active  and  alert  to  these  happenings  on  the 
Washington  scene. 

By  the  same  token,  our  State  Legislation 
Committee  undoubtedly  will  find  itself  more 
active  in  the  years  to  come  in  items  of  medical 
legislation  in  Albany.  In  addition  to  its  de- 
tailed activity  with  reference  to  Medicare 
legislation  during  this  past  year,  our  State 
Legislation  Committee  found  time  to  participate 
in  and  influence  decision  concerning  many 
items  of  medical  legislation  on  the  State  level. 
I would  call  your  attention  to  the  report  of  the 
State  Legislation  Committee,  which  outlines 
in  detail  those  many  facets  of  medical  legislation 
in  which  this  committee  participated  during 
this  year. 

On  Public  Relations.  One  of  the  most  im- 
portant activities  of  our  medical  societies,  and 
yet  one  of  the  weakest,  continues  to  be  in  the 
field  of  communications  and  public  relations. 
In  spite  of  all  we  have  done,  all  that  we  continue 
to  do,  and  all  the  effort  that  is  put  forth  in  this 
direction,  we  are  constantly  finding  ourselves 
limited  in  one  area  or  another. 

Our  Public  Relations  Committee  and  our 
Division  of  Communications  have  constantly 
considered  this  subject,  trying  various  methods 
of  communicating  information  to  our  member- 
ship and  to  the  public,  and  still  recognize  the 
need  for  something  better. 

The  establishment  and  continuation  of  the 
regional  conferences  by  our  Public  Relations 
Committee  has,  in  my  opinion,  proved  to  be 
most  successful.  These  conferences  are  well 
participated  in  and  this  year  particularly  have 
served  a very  important  part  in  disseminating 
correct  information  to  those  who  attended.  I 
sincerely  hope  they  will  be  continued  in  the 
coming  years  and  that  they  will  be  strengthened 
from  year  to  year.  I encouraged  our  committee 
this  year  to  expand  its  activities  and  am  most 
grateful  to  the  members  for  the  successful  work 
carried  out  in  this  respect. 

Our  Capitol  News,  The  News  of  New  York , 
and  the  New  York  State  Journal  of  Medi- 
cine all  have  played  an  important  part  in  com- 
munications, yet  we  physicians  all  are  guilty  of 
not  reading  as  much  as  we  should.  These 
written  communications  were  supplemented 
this  year  with  the  “President’s  Memorandum,” 
which  I am  pleased  to  report  received  very 
favorable  comments  from  various  areas  of  the 
State.  This  simple,  brief  communique  was, 
in  my  opinion,  a simple  method  for  disseminat- 
ing a single  message. 

This  year,  for  the  first  time,  a meeting  of  the 
Council  was  held  in  the  upstate  area  for  the 
primary  purpose  of  having  the  membership 
in  the  area  see  your  Council  in  action  and  to 
participate  in  the  discussion.  This  meeting, 
held  in  Syracuse  on  September  23,  was  a very 
successful  venture,  with  very  favorable  com- 
ments received  from  many  who  attended.  I 
hope  the  Council  and  the  president  will  con- 
sider this  project  again  next  year. 

While  all  these  methods  have  been  helpful 
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in  disseminating  information,  we  still  “need  to 
strengthen  communications  within  our  own 
house.” 

I am  sure  the  chairman  of  the  Public  Relations 
Committee  and  the  director  of  the  Division  of 
Communications  would  appreciate  receiving 
any  suggestions  that  you  might  think  applicable 
for  this  purpose  in  your  respective  area. 

District  Branches.  This  year  has  been  a 
much  more  active  one  for  the  district  branches 
of  our  Society  than  perhaps  in  previous 
years.  The  special  committee  studying  district 
branches  will  present  to  you  a very  detailed  report 
concerning  the  activities  of  the  district  branches 
and  then'  recommendations  pertaining  to  this 
continued  activity. 

The  district  branches  and  areas  of  the  State 
will  of  necessity  probably  have  to  assume  more 
responsibility  in  carrying  out  some  phases  of 
the  Medicare  program  and  the  program  of  the 
Commission  on  Medical  Standards.  It  is 
therefore  extremely  important  that  very  serious 
consideration  be  given  at  our  annual  meeting 
to  this  phase  of  Society  activity. 

Woman’s  Auxiliary.  I had  the  privilege 
this  year  of  meeting  with  the  Woman’s  Auxil- 
iary at  their  conference  in  Buffalo.  This  group 
of  “lovely  ladies”  is  as  enthusiastic  and  loyal  a 
group  of  women  as  one  could  possibly  imagine. 
Under  the  dynamic  leadership  this  year  of  Mrs. 
Walter  T.  Heldmann,  they  are  not  only  willing 
and  interested,  but  also  are  capable  of  carrying 
out  any  mission  requested.  We  could  profit  by 
considering  their  observations  in  the  community, 
particularly  as  to  public  relations.  It  is  here 
that  they  might  be  very  helpful  to  “medicine.” 

This  has  been  a most  active  year  for  your 
president.  I have  visited  most  areas  of  the 
State  and  have  had  the  opportunity  and 
privilege  of  visiting  with  many  individual  mem- 
bers representing  multiple  disciplines  and  geo- 
graphic areas  and  interests  of  our  Society. 
Last  year,  in  my  report  to  you,  I stated  that 
the  Medical  Society  of  the  State  of  New  York 
was  a very  virile  society.  This  year,  I feel 
even  more  confident  in  reporting  to  you  that 

Secretary 

To  the  House  of  Delegates,  Gentlemen: 

Actions  of  the  Secretary  during  the  year 
1966-1967  were  as  follows. 

House  of  Delegates.  Actions  of  the  House 
of  Delegates  at  its  annual  meeting  in  February, 
1966,  were  presented  to  the  Council  with  a 
request  for  instructions  as  to  their  disposition. 
The  disposition  made  by  the  Council  regarding 
each  action  is  reported  in  the  “Resume  of 
Instructions  of  the  1966  House  of  Delegates 
and  Actions  Thereon  by  the  Council,  Board  of 
Trustees,  and  Officers.”  (See  pages  88  to 
99  of  this  issue.)  The  resume  also  contains  as 
much  information  as  is  available  at  this  writing 


we  have  an  even  more  virile  organization  than 
observed  a year  ago.  While  a Society  with 
as  large  a membership  as  ours  must  of  necessity 
include  all  types  of  personalities,  it  is  indeed 
encouraging  to  find  people  busy  in  their  pro- 
fession, with  sound  judgment  and  the  ability 
to  carefully  weigh  and  evaluate  problems,  so 
vitally  interested  in  the  activities  of  our  Society. 
With  people  like  this  continuing  to  show  interest 
and  activity,  it  is  easy  to  predict  that  the  value 
and  the  influence  of  the  Medical  Society  of  the 
State  of  New  York  shall  continue  to  grow  in  the 
years  to  come. 

Conclusion.  It  would  be  utterly  impossible 
for  me  to  say  thanks  to  all  of  you  who  have  been 
so  helpful  to  me  during  this  year  in  carrying  out 
the  duties  and  responsibilities  of  our  Society.  I 
am  particularly  grateful,  of  course,  to  those 
many  individuals  on  whom  I have  relied  in 
carrying  out  those  details  physically  impossible 
for  one  man  to  do.  I am  grateful  tor  their 
sterling  character,  their  stalwart  action,  their 
respect  and  honor  among  men,  and  their  loyalty 
to  the  Medical  Society  of  the  State  of  New  York. 

To  the  officers,  trustees,  councillors,  com- 
mittee chairmen,  and  members  at  large,  my 
sincere  thanks  for  a job  well  done  in  their 
respective  activities  and  for  their  personal 
understanding. 

Finally,  let  me  assure  you  that  you  have  a 
capable  and  loyal  headquarters  staff.  I need 
not  remind  you  of  the  loyalty  and  devotion  of 
our  executive  vice-president,  Henry  I.  Fineberg, 
M.D.,  because  the  Medical  Society  of  the  State 
of  New  York  is  his  life.  My  association  with 
him  and  his  staff  has  been  most  pleasant  and 
rewarding.  To  all  of  them  I simply  say 
— thanks. 

I bid  you  look  forward  to  next  year  and  I 
sincerely  ask  that  you  give  your  cooperation  to 
your  incoming  president,  Frederick  A.  Wurz- 
bach,  Jr.,  M.D.  I hope  for  him  a most  successful 
year  and  pledge  to  him  my  fullest  cooperation 
and  support. 

Respectfully  submitted, 

James  M.  Blake,  M.D.,  President 


regarding  actions  taken  by  officers  and  com- 
mittees on  the  House  of  Delegates  instructions 
referred  to  them  by  the  Council. 

An  edited  copy  of  the  minutes  of  the  Feb- 
ruary meeting  of  the  House  of  Delegates  was 
transmitted  to  the  Editorial  Department  for 
publication  in  the  New  York  State  Journal 
of  Medicine.  Minutes  of  the  special  session 
in  May  were  also  kept  and  were  transmitted 
to  the  Editorial  Department  for  editing  and 
publication  in  the  Journal. 

Council,  Executive  Committee,  Judicial 
Council,  and  Board  of  Trustees.  Minutes 
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of  the  meetings  of  the  Council,  Executive  Com- 
mittee, Judicial  Council,  and  Board  of  Trustees 
have  been  kept,  and  approval  of  the  minutes 
has  been  secured  at  subsequent  meetings  of 
these  bodies.  Actions  taken  by  the  Executive 
Committee  and  by  the  Judicial  Council  have 
been  reported  to  the  Council. 

Membership.  Requests  by  the  county 
medical  societies  for  remission  of  members’ 
dues  have  been  presented  to  the  Council 
and  the  Executive  Committee.  Proposals  for 
changing  our  Bylaws  with  respect  to  member- 
ship and  dues  were  initiated  by  the  Secretary  at 
the  1966  annual  meeting  of  the  House  of  Dele- 
gates. Information  regarding  the  practical 
effect  of  such  proposals  has  been  made  available 
to  the  House  Committee  on  Constitution  and 
Bylaws. 

A supplementary  report  of  the  Secretary  will 
present  complete  membership  figures  for  the 
year  1966,  which,  of  course,  will  not  be  available 
until  the  end  of  the  year. 

Physicians’  Placement  Bureau.  Through- 
out the  year  the  Physicians’  Placement  Bureau 
has  been  busy  with  doctors  seeking  jobs  and 
communities,  and  groups  and  others  seeking 
physicians.  As  is  usual,  the  demand  for  general 
practitioners  far  outweighs  the  supply,  and  this 
becomes  more  apparent  with  each  passing  year. 

There  is  the  usual  constant  flow  of  mail,  in- 
coming and  outgoing,  telephone  calls,  and  per- 
sonal office  calls  at  our  headquarters  in  con- 
nection with  the  work  of  our  Bureau.  When 
receiving  a request  from  a physician  seeking  the 
services  of  another,  a letter  is  dispatched  with 
all  speed  to  the  doctors  who  might  fill  the  need, 
enabling  the  parties  to  get  together.  Whenever 
possible  lists  of  names  and  addresses  of  general 
practitioners  are  sent  to  enquiring  communities, 
and,  of  course,  our  lists  of  opportunities  are 
sent  out  constantly  to  physicians. 

The  American  Medical  Association  is,  as 
ever,  our  greatest  source  of  information,  and 
the  Sears-Roebuck  F oundation  is  as  informative 
and  cooperative  as  usual. 

Following  are  listed  the  physicians  heard 
from  throughout  the  past  year  and  up  until  the 


time  of  writing  this  report: 

Anesthesiology 19 

Dermatology 3 

E.N.T 9 

General  practice 34 

Industrial  medicine 8 

Internal  medicine 84 

Neurology 3 

Neurosurgery 6 

Obstetrics  and  gynecology 44 

Ophthalmology 10 

Orthopedics 15 

Pathology 23 

Pediatrics 19 

Psychiatry 9 

Radiology 11 

Surgery 79 


Urology 22 

Miscellaneous 40 

Total  438 

While  two  localities  were  added  to  our  lists 
of  opportunities  it  should  be  noted  that  no 
inquiry,  either  from  within  the  New  York 
State  area  or  without,  is  ignored  by  the  Place- 
ment Bureau.  There  are  now  58  areas  on  our 
list.  As  far  as  we  can  ascertain,  8 areas  have 
found  physicians. 

Edward  C.  Hughes,  M.D.,  chairman  of  the 
Rural  Medical  Service  Committee,  has  been 
active  during  this  past  year  in  commencing  to 
initiate  the  “Comprehensive  Program  for  Study 
and  Solution  of  Physician  Shortage  in  Rural 
New  York  State.”  Mr.  A.  Geno  Andreatta  is 
acting  as  codirector  in  this  endeavor. 

Meetings.  In  accordance  with  the  re- 
quirements of  the  Bylaws  and  the  instructions 
of  the  House  of  Delegates,  the  Secretary  has 
attended  meetings  of  the  Council,  the  Board  of 
Trustees,  the  Executive  Committee,  the  Judicial 
Council,  the  Malpractice  Insurance  and  De- 
fense Board,  the  Nominating  Committee,  the 
New  York  delegation,  and  the  AM  A House  of 
Delegates.  He  has  also  attended  meetings  of 
the  House  Committee  on  Constitution  and 
Bylaws  as  well  as  a number  of  other  committee 
meetings. 

Routine  Matters.  The  Secretary  has 
signed  and  has  had  the  seal  of  the  Society 
affixed  to  applications  of  New  York  State 
physicians  for  licensure  in  other  states  or  for 
membership  in  other  state  medical  societies. 
He  has  also  had  the  seal  impressed  on  other 
documents.  He  has  kept  records  other  than 
those  pertaining  to  the  offices  of  the  legal 
counsel  and  of  the  treasurer. 


Acknowledgments.  Your  Secretary  wishes 
to  express  his  gratitude  to  the  officers,  council- 
lors, and  trustees  for  their  help  and  cooperation 
during  the  past  year,  and  also  to  the  chairmen 
of  the  many  committees  whose  meetings  he 
has  attended,  for  their  courtesy  to  an  ex  officio 
member. 

He  is  deeply  appreciative  of  the  untiring 
efforts  of  our  executive  vice-president,  Henry 
I.  Fineberg,  M.D.,  and  the  assistant  executive 
vice-president,  J.  Richard  Burns,  Esq.,  who 
assumed  so  many  of  the  routine  duties  of  the 
secretary. 

Your  Secretary  takes  this  opportunity  to 
thank  the  many  members  of  the  headquarters 
staff  whose  help  and  cooperation  have  con- 
tributed so  much  to  carrying  out  the  duties  of 
the  office,  and  in  conclusion  to  acknowledge  once 
more  his  great  indebtedness  and  that  of  the 
Society  to  Miss  Doris  K.  Dougherty  for  her 
loyalty  and  untiring  efforts  on  our  behalf. 

Respectfully  submitted, 

Walter  T.  Helpmann,  M.D.,  Secretary 
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Executive  Vice-President 


To  the  House  of  Delegates,  Gentlemen: 

This  annual  report,  which  covers  the  period 
of  nine  months  since  the  last  February  meet- 
ing of  the  House  of  Delegates,  should  be 
considered  a communication  of  progress.  Most 
of  you  know  that  a supplementary  account  of 
our  activities  will  be  submitted  to  the  House 
when  it  convenes  in  1967. 

The  last  year  has  been  an  extraordinarily 
busy  one.  The  summer  months  were  more 
hectic  than  at  any  other  time  in  our  “medical 
lifetime.” 

As  expected,  a great  deal  of  our  time  was 
devoted  to  discussions  of  the  implementation 
of  Title  18  and  Title  19  in  the  State  of  New  York, 
especially  as  regards  the  latter. 

In  our  opinion,  most  of  the  “struggles”  which 
confronted  your  president  and  your  executive 
vice-president  were  brought  on  by  misappre- 
hensions on  the  part  of  a number  of  our  people 
in  various  parts  of  the  State — mainly  in  the 
“far  west”  and  “extreme  east.” 

However,  we  have  found  that,  in  general,  as 
the  doctors  learn  the  facts,  they  tend  to  become 
more  mellow  and  more  understanding.  We 
make  this  statement  despite  the  fact  that  a 
number  of  “splinter  groups”  have  been  organized 
— which  we  believe  are  totally  unnecessary  and 
of  very  little  value.  There  is  no  reason  why 
our  time-honored  State  Society — alone — through 
the  usual  democratic  procedure  of  the  majority 
“calling  the  tune,”  should  not  represent  the 
true  ideology  and  the  thinking  of  the  medical 
profession  in  our  area.  It  should  be  remem- 
bered that  the  House  of  Delegates  and/or  the 
Council  are  the  policy-making  bodies  of  the 
MSSNY. 

In  the  last  six  months,  the  membership  has 
been  bombarded  with  memoranda  explaining 
the  true  situation  concerning  “Medicaid”  and 
what  our  aims  and  policies  are  and  what  they 
will  be  in  the  future.  These  informative  notes 
have  been  received  most  favorably. 

HEADQUARTERS  ACTIVITIES  (Admin- 
istration, Personnel,  Management,  Staff 
Functions,  and  so  on).  To  some  degree,  the 
staff  has  been  reorganized.  A new  Table  of 
Organization  (T.O.)  is  in  the  process  of  prepara- 
tion and  will  be  submitted  to  the  House  in 
February. 

Budget  and  Finance.  The  financial  situation 
of  the  MSSNY  is  covered  in  the  report  of  the 
Council  Budget  and  Finance  Committee.  How- 
ever, we  would  like  to  make  a few  comments. 

Since  your  executive  vice-president  took 
office  over  five  years  ago,  he  has  been  dedicated 
to  the  principle  that  deficit  budgeting  is  most 
undesirable.  We  have  gone  from  the  “red” 
to  the  “black” — every  effort  has  been  made  to 
maintain  this  situation.  At  the  end  of  1966 
we  will  still  show  a “plus”  figure.  However, 
this  should  not  lull  you  into  a sense  of  false 
security.  If  we  had  been  able  to  fulfill  all  the 


demands  of  the  House  of  Delegates  and  the 
Council,  there  would  have  been  a shortage  of 
about  $14,000,  an  estimate  which  we  projected 
in  April  of  this  year.  We  will  “come  out  on 
top”  because  certain  needed  positions  could 
not  be  filled  due  to  labor  market  difficulties; 
we  did  not  utilize  the  money  allotted  to  the 
Commission  on  Standards  of  Medical  Care — it 
was  being  organized;  a number  of  necessary 
public  relations  projects  were  not  consummated 
due  to  circumstances  beyond  our  control; 
there  were  economies  in  the  expenses  of  various 
committees,  especially  the  one  concerned  with 
public  health  and  education,  brought  on  by  the 
death  of  its  director.  Also,  there  was  an  un- 
foreseen increase  in  dues  revenue  and  in  interest 
obtained  from  sound  investments. 

However,  much  to  our  distress,  the  estimate 
for  1967  is  not  a rosy  one.  The  savings,  which 
we  have  mentioned  above,  will  not  recur.  We 
will  require  additional  funds  to  set  up  new  de- 
partments visualized  sometime  ago.  Our  em- 
ployes’ benefit  program  will  demand  $45,000 
a year;  salary  increases  will  amount  to  about 
$40,000;  more  money  must  be  appropriated  for 
the  very  important  Commission  on  Standards 
of  Medical  Care;  we  hope  to  establish  a De- 
partment of  Medical  Information,  a new  central 
filing  system,  a larger  and  better  Special  Services 
Department  (in  the  latter  will  be  included  a 
stenotypist  branch) . There  will  be  increases  in 
the  costs  of  printing,  travel.  Medical  Directory 
publication,  the  annual  convention,  regional 
conferences,  legislative  newsletter,  the  Council, 
legal  affairs,  and  others. 

If  we  are  to  maintain  proper  technics,  we 
must  increase  our  income.  We  must  stress  the 
fact  that,  although  we  are  considered  first 
and  foremost  to  be  a voluntary  health  agency, 
we  must  compete  with  organizations  in  the 
field  of  commerce.  Therefore,  a raise  in  dues,  at 
least  for  1968,  is  essential.  The  AM  A,  state 
societies  everywhere,  and  our  own  county  med- 
ical societies  have  seen  this  “light”  and  have 
acted  accordingly. 

If  we  expect  to  keep  up  with  the  rapid  pace 
of  modern  living,  if  we  are  to  bring  to  the  fore- 
ground better  communications,  if  we  are  to  work 
towards  a more  wholesome  effect  on  equitable 
legislation,  if  we  are  to  guarantee  to  every  in- 
dividual the  highest  type  of  medical  care  at 
our  command,  if  we  are  to  maintain  our  lofty 
ideas  and  our  high  position  in  the  “scheme  of 
things,”  if  we  are  to  do  the  type  of  “job”  that 
we  can  and  should  do,  we  must  have  the  where- 
withal to  make  these  dreams  come  true. 

Directory.  At  last,  the  1966  Directory  has 
been  mailed  out  to  all  who  are  entitled  to  re- 
ceive it. 

Mr.  Jack  O’Brien,  supervisor  of  the  Directory 
Department,  has  submitted  this  report  to  us: 
“I  thought  you  might  like  to  know  that  your 
efforts  to  reduce  the  volume  of  the  Directory 
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—notably  by  the  elimination  of  most  of  the 
strictly  local  societies  and  by  reducing  second 
listings  to  name,  address,  telephone,  and  office 
hours — have  proved  successful.  We  have  276 
more  physicians  listed  in  the  new  Directory 
than  in  the  last.  In  addition,  we  have  inserted 
“Medical  Colleges  in  New  York  State,”  (an 
additional  20  pages),  “Union  Health  Centers 
in  New  York  State,”  (an  additional  4 pages), 
and  “Listings  Received  Too  Late  for  Classifica- 
tion,” (an  additional  13  pages,  1 page  more  than 
last  time),  and  we  have  come  out  with  exactly 
the  same  number  of  pages — 910.” 

Many  of  you  know  that  we  sell  the  Directory 
to  outside  agencies  and  organizations,  and  we 
have  issued  a hard-cover  edition  for  these  cate- 
gories. Thus  far,  the  total  sales  of  this  item 
amount  to  over  $51,000. 

As  we  have  stated  on  many  occasions,  we  are 
not  completely  satisfied  with  the  Directory. 
During  the  coming  year  we  will  attempt  to  con- 
sult the  experts  in  the  field,  so  that  future  “Blue 
Books”  will  be  more  accurate,  more  up-to-date, 
and  can  be  utilized  more  easily.  At  the  present 
time  we  are  already  planning  the  1967-1968 
volume. 

We  should  report  that  it  is  amazing  to  learn 
that,  in  a monumental  task  of  this  type,  the 
percentage  of  errors  reported  to  us  is  very  small. 

Also,  we  must  note  that  the  cost  of  printing 
the  Directory  has  been  increased,  not  only  for 
the  current  issue,  but  for  future  editions. 

Employes'  Benefit  Program.  Our  plans  for 
the  staff  benefits  program  have  been  completed. 
There  have  been  employe  salary  deductions 
since  the  first  of  the  year. 

As  announced  previously,  the  firm  of  Martin 
E.  Segal  has  been  acting  as  a consultant.  It  is 
one  of  the  nation’s  largest  firms  of  consultants 
and  actuaries  to  employe  benefit  plans.  With 
the  help  of  this  organization,  we  have  compiled 
an  information  booklet,  which  will  be  distributed 
to  all  concerned. 

In  our  opinion,  this  is  one  of  the  great  steps  in 
the  right  direction.  No  reputable  firm  today, 
whether  it  be  a voluntary  agency  or  one  of 
private  enterprise,  can  survive  without  fringe 
benefits  for  its  people,  a concept  which  is  preva- 
lent throughout  the  country.  If  we  are  to 
compete  in  the  labor  market,  we  must  protect 
everyone  who  works  for  us.  We  are  sure  that 
this  program  will  meet  with  your  approval. 

Dependents'  Medical  Care  Program.  For 
several  months,  the  chairman  of  our  Committee 
on  Economics  and  the  director  of  our  Division 
of  Medical  Care  Insurance  have  been  meeting 
with  officials  of  the  Office  for  Dependents’ 
Medical  Care. 

Sometime  ago,  the  President  announced  that 
this  would  be  an  expanded  program.  Legisla- 
tion in  Congress  was  introduced  to  include  (a) 
outpatient  care  for  dependents  of  active  service 
members,  (6)  inpatient  and  outpatient  care  for 
retired  personnel  and  their  dependents,  and 
(c)  care  of  mentally  retarded  and  physically 
handicapped  children  of  active  duty  service 
members.  The  bill  was  passed  and  signed  by 
President  Johnson. 


At  a regularly  scheduled  meeting,  the  Council 
voted  to  approve  our  acting  as  an  intermediary 
in  the  new  setup. 

In  October,  we  received  a communication 
from  Norman  E.  Peatfield,  Brigadier  General 
and  executive  director  of  the  Office  for  Depend- 
ents’ Medical  Care.  Among  other  things,  he 
had  this  to  say: 

As  was  pointed  out,  it  is  our  wish  to  pay  physicians 
usual,  customary,  and  reasonable  charges  for  services 
provided  military  dependents,  and,  insofar  as  pos- 
sible, to  conform  to  the  local  practice  of  medicine. 
In  this  regard,  and  as  agreed,  we  are  revising  our 
Medicare  Manual  and  Schedule  of  Maximum  Allow- 
ances. The  changes  to  the  Schedule  are  as  stated  in 
Mr.  Farrell’s  minutes  forwarded  for  my  review,  and 
certainly,  the  minutes  cover  the  salient  points  dis- 
cussed. I believe  that  with  the  necessary  controls 
outlined  at  our  meeting,  this  maximum  unpublished 
schedule  should  provide  the  latitude  necessary  to 
allow  the  physicians  in  New  York  to  charge  and  be 
paid  the  usual,  customary,  and  reasonable  fees  for 
services  provided  military  dependents 

Colonel  Hayes,  my  contracting  officer,  is  forward- 
ing, under  separate  cover,  a modification  to  extend 
the  current  contract  through  31  January  1967. 

It  is  estimated  that  the  work  in  our  office  will 
be  doubled.  The  necessary  changes  for  in- 
creased reimbursement  of  the  extended  program 
will  be  arranged. 

Regional  Conferences.  The  regional  confer- 
ences held  in  various  areas  of  our  State  have 
been  conducted  very  satisfactorily.  Our  staff 
is  cooperating  fully  with  the  chairman  of  the 
Committee  on  Public  Relations.  A more  de- 
tailed account  of  what  has  been  taking  place  is 
included  in  his  report. 

Board  of  Medical  Examiners.  During  the 
past  few  years,  we  have  developed  a very  pleas- 
ant and  wholesome  liaison  with  the  secretary 
of  the  Board  of  Medical  Examiners  of  the  State 
of  New  York. 

Donald  C.  Walker,  M.D.,  always  keeps  us  in- 
formed of  new  developments.  Recently,  we 
received  the  following  letter: 

For  your  information,  I am  confirming  our  tele- 
phone conversation  of  last  Friday,  September  2, 
regarding  items  of  possible  interest  to  the  State 
Medical  Society. 

The  Law  Division  of  this  Department  has  rendered 
an  opinion  that  new  applicants  for  licensure  in  chiro- 
practic must  take  the  same  examinations  as  do  the 
M.D.’s  and  D.O.’s  in  the  following  subjects:  anat- 
omy, physiology,  biochemistry,  microbiology,  and 
pathology.  These  examinations  are  now  entirely 
objective  in  nature  and  consist  of  150  items  in  each 
subject  selected  by  the  Board  of  Medical  Examiners 
from  a pool  supplied  by  the  National  Board  of 
Medical  Examiners.  All  candidates  remain  anony- 
mous, are  seated  together,  and  all  papers  are  machine- 
graded  in  the  same  manner. 

I trust  that  the  medical  profession  will  be  agree- 
able and  accept  this  situation.  It  appears  likely  that 
the  failure  rate  in  the  chiropractors  may  be  quite 
high.  They  will  probably  introduce  legislation  to 
change  the  type  of  examination  in  these  subjects. 

Enclosed  you  will  find  a survey  form  which  the 
Health  Department  has  requested  this  Division  to 
send  out  with  registration  certificates.  The  Health 
Department  plans  to  do  the  statistical  work.  Some 
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of  the  results  will  be  of  value  to  the  profession  as  a 
whole  and  to  this  Department.  The  Medical  Board 
has  given  its  approval  to  this  survey. 

The  Medical  Board  plans  to  discuss  on  September 
10  a proposal  to  increase  the  list  of  states  whose  un- 
limited medical  licenses  held  by  D.O.’s  may  be 
endorsed  by  New  York  State.  If  adopted,  this  pro- 
posal would  apply  only  if  the  D.O.’s  take  the  same 
examination  as  the  M.D.’s,  the  examining  board 
concerned  has  all  M.D.’s  or  a majority  of  M.D.’s,  the 
license  issued  is  an  unlimited  one,  the  applicant  is 
eligible  for  admission  to  the  New  York  State  medical 
licensing  examination,  and  he  has  completed  two 
years  of  satisfactory  professional  experience. 

In  an  attempt  at  economy,  it  is  proposed  that  the 
current  form  and  distribution  of  the  Bulletin  of 
Registered  Physicians  be  revised.  It  is  contemplated 
that  a much  cheaper  tabulation  could  be  adopted  and 
then  be  made  available  to  all  interested  recipients 
such  as  hospitals,  institutions,  county  medical  socie- 
ties, etc.  In  actual  practice,  most  inquiries  regard- 
ing registration  take  the  form  of  telephone  calls  to 
this  Department.  By  the  time  a roster  is  printed 
and  distributed,  it  is  already  outdated.  If  you  feel 
that  any  further  action  on  my  part  is  indicated  in 
any  of  these  matters,  please  let  me  know. 

In  September,  the  Council  received  this 
report.  The  survey  form  mentioned  above 
already  has  been  transmitted  to  physicians 
throughout  the  State. 

What  Goes  On.  This  publication  has  proved 
to  be  of  great  value  to  the  physicians  of  New 
York  and  New  Jersey.  The  Lederle  Labora- 
tories has  participated  in  this  venture.  At  the 
request  of  this  firm,  What  Goes  On  will  be 
published  ten  times  during  1967  instead  of  the 
monthly  arrangements  of  previous  years.  The 
same  areas  will  be  covered. 

Employes  Health  Service.  The  Employes 
Health  Service,  under  the  direction  of  Robert 
Katz,  M.D.,  has  continued  its  program  of 
health  education  and  guidance,  and  has  handled 
a considerable  number  of  acute  conditions  to 
permit  the  employe  to  continue  on  the  job  and 
to  consult  his  family  physician  after  working 
hours. 

The  program  of  voluntary  immunization 
against  influenza  was  continued  this  year  and 
expanded  to  include  oral  polio  where  indicated. 
The  program  of  periodic  physical  examination 
and  chest  x-ray  has  been  continued  as  heretofore. 

Aopointments  to  the  Staff  of  the  MSSNY.  We 
are  very  happy  to  announce  the  following  ap- 
pointments to  the  staff: 

1.  Norman  S.  Moore,  M.D.,  to  the  director- 
ship of  the  Division  of  Scientific  Activities, 
effective  October  1,  1966,  on  a half-time  basis. 
Dr.  Moore’s  record  in  the  field  of  public  health 
and  medical  education  and  his  superior  qualifi- 
cations are  well  known  to  all  of  us  and  require 
no  additional  comment. 

2.  Samuel  Z.  Freedman,  M.D.,  to  the  direc- 
torship of  the  Division  of  Standards  of  Medical 
Care,  effective  November  16.  Dr.  Freedman 
has  been  a member  of  our  House  of  Delegates 
and  a State  Society  officer  for  many  years  and 
has  added  much  of  great  value  to  our  delibera- 
tions. He  is  qualified  eminently  for  the  position 
which  he  now  holds. 


3.  Mr.  John  O’Brien  is  the  new  supervisor 
of  the  Directory  Department.  He  replaces 
Miss  Janet  Loy,  who  was  with  the  Medical 
Society  approximately  thirty-five  years.  We 
look  forward  to  bigger  and  better  days  for  the 
“Blue  Book.” 

4.  Effective  May  16,  Mr.  Walter  Zackrison 
resigned  his  position  as  regional  representative  in 
the  Third,  Fourth,  and  Fifth  District  Branches. 
Mr.  Gerald  E.  Sullivan  of  Loudonville  assumed 
the  responsibilities  of  this  position  on  June  1. 
He  has  been  trained  in  the  field  of  media  of 
communications — newspapers,  and  so  on. 

Other  Appointments.  Your  executive  vice- 
president  and  your  assistant  executive  vice- 
president  have  been  appointed  to  the  voluntary 
advisory  staff  of  the  Senate  and  Assembly 
Committees  on  Health  and  Mental  Hygiene. 

In  a letter,  Robert  M.  Carr,  staff  director, 
had  this  to  say: 

In  this  capacity,  you  will  be  asked  from  time  to 
time  to  review  proposed  legislation  related  to  health, 
mental  health,  and  retardation  within  your  area  of 
expertise;  and,  at  any  time,  you  may  submit  your 
own  proposals  for  consideration  by  the  appropriate 
legislative  committee. 

We  look  forward  to  working  with  you  and  value 
your  assistance  in  our  effort  to  provide  the  citizens  of 
New  York  State  the  highest  quality  of  health  care 
available. 

Also,  Hollis  S.  Ingraham,  M.D.,  has  appointed 
your  executive  vice-president  to  the  State 
Advisory  Committee  on  Medical  Care. 

ANNUAL  CONVENTION.  In  accordance 
with  the  custom  established  sometime  ago,  on 
March  2 a “postmortem”  meeting  of  the  staff 
assigned  to  the  annual  convention  was  held  at 
our  headquarters.  We  reviewed  the  convention 
held  at  the  Americana  and  devoted  much  time 
to  a discussion  of  inadequacies  and  shortcomings. 
The  deliberations  of  this  conference  included 
these  valuable  comments  and  suggestions: 

General  Registration.  Possible  reasons  for 
the  decline  in  registration  of  physicians  (down 
235  from  1965)  and  in  total  registration  (down 
983)  will  be  studied. 

Scientific  Activities.  Steps  will  be  taken  to 
prevent  last-minute  changes  by  the  hotel  in 
rooms  assigned  for  meetings,  luncheons,  and 
so  forth.  The  rooms  in  Albert  Hall  should 
be  set  up  so  that  disturbances  and  noise  are 
kept  to  a minimum. 

The  quality  of  the  exhibits  was  excellent. 
The  daily  attendance  was  high:  Monday,  803; 
Tuesday,  950;  Wednesday,  800;  Thursday,  836. 
Interest  and  attendance  at  section  meetings 
were  also  good. 

Technical  Exhibits.  The  Americana  is  to  be 
complimented  on  the  excellent  cooperation  of 
its  staff.  The  housemen,  ushers,  electricians 
were  most  attentive  to  our  many  requests. 
The  only  problem  that  existed  in  Albert  Hall 
was  the  room  temperature — it  was  either  too 
hot  or  too  cold. 

We  used  the  service  of  a new  security  firm 
this  year.  Pen  Protective  Service.  The  guards 
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were  efficient  and  courteous,  and  our  exhibitors 
had  no  problem  with  loss  of  merchandise. 
We  would  not  hesitate  to  use  this  firm  again. 
No  thefts  in  either  Albert  Hall  or  the  Royal 
Ballroom  were  reported. 

Invitations  to  the  annual  meeting  and  copies 
of  the  program  issue  of  What  Goes  On  should  be 
sent  to  medical  school  deans  and  hospitals  in 
the  metropolitan  area,  for  posting  on  bulletin 
boards. 

The  success  of  the  University  of  Virginia 
Alumni  cocktail  party  was  discussed,  and  it  was 
agreed  that  such  alumni  meetings  should  be 
encouraged. 

Press  Room.  All  plans  for  the  convention 
should  be  completed  by  October  1.  This 
would  facilitate  the  work  of  the  Communica- 
tions Department  as  well  as  that  of  the  Journal 
in  printing  the  program. 

In  the  future,  the  Division  of  Communications 
should  be  included  in  all  planning  meetings  con- 
cerning scientific  programs,  so  that  it  may  be 
aware  of  developments  and  can  offer  suggestions 
for  the  timing  of  the  most  newsworthy  papers 
and  sessions. 

A centralized  MSSNY  “lost  and  found  de- 
partment” should  be  established. 

House  of  Delegates.  Registration  progressed 
efficiently  and  smoothly  this  year  except  for 
problems  beyond  our  control — such  as  seating 
delegates  by  assembly  districts,  delegates  with- 
out credentials,  and  alternate  delegates,  who 
were  not  on  our  lists,  appearing  to  serve  for 
regular  delegates. 

The  Credentials  Committee  has  suggested 
that  credentials  be  completed  by  the  county 
medical  society  in  duplicate — a copy  for  the 
delegate  and  a copy  for  the  registration  desk  for 
verification. 

All  reference  committee  reports  were  checked 
by  Mr.  Donald  Fager,  legal  counsel. 

The  reorganization  of  the  reference  com- 
mittees, to  make  a more  even  assignment  of 
subjects,  seemed  to  work  without  any  problems. 

This  year  one  reference  committee  met  on 
Sunday  afternoon  to  preview  material  presented 
to  it  and  reported  that  this  “advance  meeting” 
was  very  helpful.  Perhaps  the  speaker  and 
vice-speaker  could  consider  the  advisability  of 
suggesting  that  all  reference  committees  hold 
these  meetings. 

You  will  remember  that,  on  March  23,  we 
mailed  the  usual  Convention  questionnaire  to 
about  380  participants  at  the  convention.  We 
changed  the  format  slightly  to  conform  to  cur- 
rent conditions;  and  added  two  questions: 

Opening  of  House  of  Delegates — For  sometime,  we 
have  considered  the  idea  of  convening  the  House  of 
Delegates  on  Sunday  afternoon  at  about  2 p.m. 

At  this  session,  the  usual  routine  business  could  be 
conducted,  including  the  remarks  of  the  speaker,  the 
supplementary  report  of  the  president,  the  address  of 
the  president-elect,  and  presentation  of  resolutions. 
If  this  were  done,  the  reference  committees  could 
begin  their  meetings  early  Monday  morning — and 
thereby  devote  more  time  to  the  solution  of  the  many 
important  problems  which  confront  us.  (We  have 
had  a considerable  number  of  complaints  that,  too 


often,  deliberations  are  curtailed  because  of  the  fear 
that  we  will  not  complete  our  business  according  to 
schedule.) 

The  AMA  has  adopted  this  procedure — with  con- 
siderable success. 

Do  you  favor  this  change? 

Counting  of  Ballots.  Members  of  the  House  of 
Delegates  have  expressed  concern  about  the  delays 
occasioned  during  the  final  session  of  the  House  of 
Delegates,  because  of  the  suspension  of  the  business 
of  the  House  while  the  tellers  are  counting  the  ballots, 
in  connection  with  the  House  of  Delegates’  elections. 

It  has  been  suggested  that  the  business  of  the 
House  be  carried  on  during  this  period;  i.e.,  reference 
committee  chairmen  continue  to  present  their  re- 
ports. Of  course,  if  this  is  done,  it  will  mean  that 
approximately  30  members  of  the  House,  who  are 
tellers,  will  be  absent. 

We  would  appreciate  an  expression  of  opinion  on 
your  part  of  the  adoption  of  a policy  providing  for 
continuation  of  the  business  of  the  House  while  the 
ballots  are  being  counted.  Please  check  the  appro- 
priate box  indicating  your  feelings  on  this  matter. 

Two  hundred  and  sixteen  questionnaires  were 
returned — approximately  55  per  cent.  Al- 
though in  comparison  with  the  experience  of 
other  organizations  this  figure  is  a fairly  good 
one,  it  falls  below  the  standard  of  previous 
years. 

We  tried  to  streamline  the  questionnaire  to 
facilitate  its  completion  and  mailing.  Probably, 
we  have  reached  the  stage  where  our  people 
are  not  so  enthusiastic  about  this  undertaking 
as  they  used  to  be. 

In  general,  we  can  say  that  a great  majority 
of  those  contacted  were  satisfied  with  the  Amer- 
icana and  the  procedures  which  have  been 
instituted. 

Most  of  our  people  felt  that  the  registration 
was  handled  properly  and  promptly,  that  the 
rooms  were  satisfactory,  that  the  food  was  good, 
that  the  room  service  was  in  order,  and  that 
the  telephone  service  was  up  to  standard. 

As  we  expected,  there  were  a number  of  com- 
plaints about  the  microphones  in  the  House 
of  Delegates.  This  is  a shortcoming  which  we 
will  try  again  to  remedy. 

There  was  discontent  with  the  reference  com- 
mittee rooms,  especially  in  the  “areas”  of 
temperature  and  noise.  These  will  be  subjects 
for  negotiations  with  the  hotel  management. 

The  technical  exhibits  were  well  received,  and 
the  scientific  activities  ran  along  rather 
smoothly. 

As  regards  a change  in  the  opening  of  the 
House  of  Delegates  to  Sunday  afternoon,  148 
voted  in  favor  of  this  innovation,  35  voted  no, 
and  32  persons  had  no  comment  to  make.  This 
result  was  transmitted  to  the  speaker  and  vice- 
speaker of  our  House  of  Delegates. 

The  other  question — whether  or  not  the 
business  of  the  House  should  be  continued  while 
the  ballots  are  being  counted  (as  stated  before, 
this  would  mean  that  approximately  30  mem- 
bers of  the  House  who  are  tellers  would  be 
absent  during  this  period)  brought  forth  this 
response:  127  voted  in  favor  of  this  new  routine, 
46  voted  against,  and  41  expressed  no  opinion. 
A suggestion  was  presented  that  there  be  fewer 
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tellers.  Again  this  matter  was  presented  to  the 
speakers  of  the  House. 

The  speaker  has  approved  the  opening  of  the 
House  of  Delegates  on  Sunday  afternoon.  We 
have  suggested  that  the  House  convene  at  about 
2:00  or  2:30  p.m.,  and  that  the  agenda  include 
the  invocation,  the  president’s  address,  re- 
marks by  the  president  of  the  Woman’s  Auxil- 
iary, the  report  of  the  president  of  Physicians’ 
Home,  a short  talk  by  the  president  of  the  Med- 
ical Assistants  Association,  the  president-elect’s 
address,  and  the  report  of  the  House  Committee 
on  Constitution  and  Bylaws. 

We  have  been  informed  that  Charles  L. 
Hudson,  M.D.,  president  of  the  American  Med- 
ical Association,  will  speak  to  the  House  of 
Delegates  on  Wednesday,  February  15,  and 
also  he  will  extend  greetings  at  our  annual 
dinner  dance  later  that  evening. 

We  have  been  meeting  with  the  officials  of 
the  Americana.  We  have  aired  our  grievances, 
and  we  have  demanded  that  necessary  changes 
be  effected  in  order  to  satisfy  our  needs. 

We  can  report  that  we  have  had  the  complete 
cooperation  of  the  gentlemen  at  the  hotel. 

INTERNAL  REVENUE  SERVICE  (IRS). 

The  problem  of  taxation  of  “unrelated  business” 
is  still  with  us — as  it  is  elsewhere.  We  feel  that 
you  will  be  interested  in  the  following  reports. 

1.  From  the  February,  1966  Association 
Letter  (Chamber  of  Commerce  of  the  United 
States) : 

ASSOCIATIONS  AND  THE  LAW 
by  George  D.  Webster 

Since  about  1958,  the  Internal  Revenue  Service 
has  been  making  a concerted  effort  to  tax  the  trade 
shows  and  exhibits  sponsored  by  trade  and  profes- 
sional associations. 

The  effort  of  the  IRS  has  been  directed  to  revoking 
the  exempt  status  of  the  association  in  some  instances 
and  taxing  the  exhibit  income  as  unrelated  in  other 
cases. 

So  far,  the  IRS  has  generally  been  unsuccessful  in 
the  decided  cases  which  they  have  initiated.  For 
instance,  in  1963,  a Federal  appellate  court  granted 
exemption  to  an  association  where  approximately  75 
per  cent  of  the  gross  receipts  of  the  association  came 
from  exhibit  income.  In  1965,  a California  Federal 
district  court  concluded  that  a trade  show  was  re- 
lated to  the  exempt  functions  of  an  association.  On 
January  20,  1965,  a North  Carolina  Federal  district 
court  concluded  that  an  organization  which  did  noth- 
ing but  operate  a trade  show  was  exempt  as  an 
association. 

But  how  long  can  the  IRS  continue  to  ignore  these 
Federal  court  decisions?  Moreover,  this  last  case  in 
North  Carolina  involves  what  some  associations  have 
done — place  their  show  in  a wholly-owned  subsidiary 
or  wholly-controlled  subsidiary — and  paid  tax.  This 
case  says  that  no  tax  is  due  but  that  the  subsidiary 
itself  is  exempt  as  an  organization  under  Section 
501(c)(6). 

Pending  trade  show  cases  which  should  be  watched 
by  associations  are: 

1.  Indiana  Retail  Hardware  Association,  Inc.  v. 
U.S.  No.  91-60,  U.S.  Court  of  Claims. 

2.  Association  of  Western  Hospitals  v.  U.S.,  No. 
96-65,  U.S.  Court  of  Claims. 

A typical  ruling  issued  to  an  association  when  its 
trade  show  or  exhibit  is  questioned  by  IRS  is  as  fol- 
lows: 


“On  the  basis  of  the  information  submitted  in  your 
brief,  which  was  filed  in  protest  to  our  ruling  of.  . . 
we  have  concluded  that  the  conduct  of  your  annual 
trade  show  which  is  financed  by  your  members  who  are 
the  only  exhibitors  of  products  and  supplies  relating  to 
the  industry  is  not  unrelated  to  the  exercise  or  per- 
formance by  you  or  your  function  constituting  the 
basis  for  your  exemption  under  Section  501(c)(6)  of 
the  Code.  Therefore,  you  meet  the  requirements  for 
continued  exemption  from  Federal  income  tax  as  an 
organization  described  in  Section  501(c)(6)  of  the 
Code.  The  ruling  of  May  23,  1963,  holding  your 
trade  exhibition  an  unrelated  trade  or  business  within 
the  meaning  of  Section  513  of  the  Code  is  hereby 
revoked.” 

Some  basic  association  considerations  for  conduct- 
ing a so-called  “clean”  show  are: 

Selling — One  of  the  factors  that  is  ordinarily  fol- 
lowed by  the  IRS  when  an  exemption  is  to  be  re- 
voked, or  when  the  unrelated  business  tax  is  to  be 
asserted,  is  that  the  show  is  operated  primarily  for 
the  purpose  of  permitting  vendors  to  sell  their  wares. 
This  is  a difficult  point  to  meet  but  in  many  situa- 
tions the  IRS  has  acquiesced  in  the  association’s  posi- 
tion even  though  there  has  been  some  selling. 

Nonmembers — The  most  consistent  ruling  by  the 
IRS  has  been  that  a show  will  be  considered  related 
as  long  as  the  exhibitors  are  at  least  associate  mem- 
bers of  the  association.  However,  the  IRS  has  not 
always  been  consistent  in  this  regard.  There  also  is 
the  question  as  to  whether  or  not  members  are  bona 
fide  members. 

Competition — It  would  not  seem  to  make  any  dif- 
ference that  the  particular  exhibit  is  in  competition 
with  another  exhibit  in  the  same  industry,  the  other 
exhibit  being  controlled  by  an  organization  for  profit. 

General  public — One  of  the  points  made  by  the  IRS 
in  some  cases  is  that  the  admission  of  the  general 
public  works  against  t,he  association.  Yet,  in  some 
of  these  instances  where  the  general  public  is  admit- 
ted, the  income  has  still  been  held  by  the  IRS  to  be 
related  to  the  exempt  functions  of  the  organization. 

IMPORTANCE  OF  WHAT  ASSOCIATIONS  ARE  ALL  ABOUT 

In  all  of  the  discussions  involving  associations  and 
exhibits,  the  general  purposes  of  associations  should 
always  be  emphasized.  Exhibits  in  many  instances 
serve  a basic  purpose  of  the  association,  i.e.,  to  bring 
the  industry  together  and  keep  the  members  of  the 
industry  informed  as  to  the  most  recent  develop- 
ments in  that  industry.  Since  this  is  so,  it  becomes 
apparent  that  the  exhibits  are  generally  related  to 
the  exempt  functions  of  the  organization. 

One  association  has  in  its  charter  that  one  of  its 
purposes  is  to  sponsor  a trade  exhibit.  The  Ameri- 
can Woodworking  Machinery  and  Equipment  show 
has  the  operation  of  the  show  as  its  sole  function. 
Another  factor  to  be  considered  is  that  trade  shows 
have  been  sponsored  by  associations  for  a number  of 
years,  in  some  instances  the  shows  having  been 
originated  prior  to  the  beginning  of  the  Federal  in- 
come tax.  It  is  apparent  that  the  only  real  question 
is  this  area  is  how  many  more  decisions  the  IRS  has 
to  lose  before  it  gives  up,  or  at  least  issues  some 
guidelines  somewhat  connected  with  the  decided 
cases. 

FUTURE  STATUS 

It  seems  clear  that  this  entire  area  of  trade  shows 
and  the  application  of  the  unrelated  business  tax  or 
loss  of  exemption  is  unsettled.  Apparently  the  IRS 
has  some  intramural  divergence  of  opinion  in  this 
area  also.  In  any  event,  it  seems  apparent  that  to 
the  extent  possible,  associations  experiencing  this 
problem  should  keep  the  situation  “alive”  until  the 
ultimate  disposition  of  the  area  is  determined  by  IRS, 
presumably  after  some  additional  decisions. 
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2.  From  the  Non-Profit  Organization  Tax 
Letter — April  22,  1966: 

Taxation  of  Advertising  Income  of  Non-Profit 
Organizations  Publications 

Since  November,  1963,  tax  exempt  organizations 
have  been  told  through  the  medium  of  public  speeches 
by  IltS  officials  and  newspaper  articles  that  the 
Treasury  is  considering  issuing  regulations  taxing  the 
advertising  income  received  by  exempt  organizations. 
The  most  recent  “news”  story  appeared  in  the 
Washington  Post  on  April  12,  1966.  According  to 
various  reports,  the  publications  number  about  700 
and  gross  an  estimated  $100  million  a year.  The 
usual  whipping  boys  are  the  National  Geographic, 
Nation’s  Business,  and  JAMA  ( Journal  of  the 
American  Medical  Association).  The  proposal  as 
understood  would  be  to  amend  the  regulations  under 
sections  511-515  so  as  to  provide  that  the  sale  and 
publication  of  commercial  advertising  is  not  an 
activity  “substantially  related”  to  an  exempt  or- 
ganization’s function  and  that  the  income  therefrom 
attributable  to  such  sales  is  unrelated. 

The  following  comments  are  designed  to  sum- 
marize the  scope  of  the  problem  faced  by  the  Treasury 
if  it  issues  such  regulations. 

1.  A major  question  arises  as  to  whether  the 
character  of  the  income  from  such  advertising  must 
be  determined  by  reference  to  the  principal  purpose 
of  the  publishing  function  as  a whole.  If  so,  the  IRS 
would  lose  most  cases. 

2.  The  main  thrust  of  any  regulations  to  be 
issued  would  have  to  be  that  the  term  trade  or 
business  may  be  construed  as  having  reference  to  a 
minimum  aggregate  of  income-producing  activities 
which  form  a part  of  the  larger  commercial  enter- 
prise. Various  income-producing  activities  would 
have  to  be  classified  for  purposes  of  determining  the 
unrelated  business  tax.  In  other  words,  the  advertis- 
ing would  be  segregated  from  the  editorial  function. 

3.  To  accomplish  any  such  result,  the  regulations 
under  section  346,  355,  and  probably  even  under  sec- 
tions 511-515  would  have  to  be  changed.  Thus, 
Section  1.355-1  (c)  of  the  regulations  states,  in  part, 
that  “a  trade  or  business  consists  of  a specific  existing 
group  of  activities  being  carried  on  for  the  purpose  of 
earning  income  or  profit  from  only  such  group  of 
activities,  and  the  activities  included  in  such  group 
must  include  every  operation  which  forms  a part  of, 
or  a step  in,  the  process  of  earning  income  or  profit 
from  such  group.” 

Since  the  IRS  has  prescribed  (for  purposes  of  cor- 
porate distribution)  these  guides  for  determining 
whether  certain  activities  constitute  a single  business, 
or  more  than  one  business  enterprise,  these  guides 
may  be  used  in  determining  whether  the  advertising 
in  a trade  or  professional  journal  constitutes  a 
separate  business  from  the  journal  itself. 

According  to  the  regulations,  an  activity  which 
does  not  independently  produce  income  cannot  be 
constituted  as  a separate  business.  The  sale  of 
advertising  in  a professional  or  trade  journal  cannot 
stand  by  itself  as  a separate  business,  but  necessarily 
depends  upon  the  existence  of  the  journal. 

4.  Any  such  proposal  would  constitute  a major 
shift  in  IRS  policy.  This  is  the  reason  recent  cases 
involving  this  issue  have  been  closed  without  the 
assertion  of  tax  on  the  advertising.  This  in  turn 
raises  the  question  raised  by  the  Hon.  Thomas  Curtis 
(member,  Committee  on  Ways  and  Means)  in  a 
speech  in  November  as  follows: 

“Fifteen  years  have  elapsed  since  Congress  passed 
the  law  taxing  unrelated  business,  and  in  this  context 
the  proposed  IRS  regulation  is  indeed  an  interesting 
development.  Is  it  conceivable  that  for  fifteen  years 
Congress  did  not  notice  that  the  Treasury  Depart- 


ment was  not  collecting  tax  that  had  been  intended 
by  legislative  enactment?  Has  the  Treasury  Depart- 
ment cringed  in  uncertainty  for  fifteen  years  about 
whether  Congress  might  have  meant  to  impose  this 
tax  and  now  takes  the  regulation  route  to  find  out? 
If  the  Revenue  Act  of  1950  was  intended  to  tax  the 
advertising  income  of  trade,  professional  and  scientific 
organizations,  is  it  possible  that  this  legislation 
would  have  been  enacted  without  the  energetic  op- 
position of  such  organizations?” 

3.  From  the  August  29  issue  of  the  AM  A 
News: 

IRS  PLANS  TAX  REFUND  TO  STATE  MEDI- 
CAL SOCIETY 

The  Internal  Revenue  Service  has  advised  the 
congressional  joint  committee  on  internal  revenue 
taxation  that  it  intends  to  refund  to  the  Massachusetts 
Medical  Society  $449,056  in  taxes  paid  under  protest 
on  earnings  of  the  New  England  Journal  of  Medicine. 

The  committee  reviews  all  IRS  refunds  in  excess  of 
$100,000  and  the  refund  must  be  held  up  for  30  days 
for  the  committee  study. 

No  Explanation:  The  IRS  reasons  for  dropping 
the  tax  case  and  making  the  refund  were  not  dis- 
closed. The  IRS  never  filed  with  the  tax  court  in 
Washington,  D.C.  an  answer  to  the  medical  society’s 
petition  in  the  spring  of  1965  against  the  tax.  When 
it  took  the  case  to  the  tax  court,  the  medical  society 
paid  the  tax,  covering  six  years  1958-1963,  to  avoid 
any  penalties  and  interest. 

The  IRS  regional  office  in  Boston  levied  the  tax  on 
the  ground  that  the  journal’s  earnings  from  the  sale 
of  advertising  and  subscriptions  were  not  related  to 
the  society’s  basic  function  as  a nonprofit  medical 
organization. 

The  medical  society  argued  that  journal  revenues, 
instead  of  constituting  an  “unrelated  business  ac- 
tivity,” were  necessary  to  finance  the  publication’s 
basic  function  of  the  dissemination  of  knowledge 
about  medicine. 

Advancement  of  Knowledge:  In  its  petition  filed 

with  the  tax  court,  the  medical  society  reported  the 
journal  has  always  been  used  “to  advance  and  dis- 
seminate medical  knowledge”  and  “has  never  been 
published  for  the  purpose  of  raising  revenue.” 

“The  advertisements  serve  an  important  educa- 
tional function  by  bringing  new  products  to  the 
attention  of  physicians  in  a publication  in  which 
they  can  properly  repose  confidence,”  the  petition 
said. 

The  firm  of  Wilkie  Fan-  Gallagher  Walton 
& FitzGibbon  has  continued  to  confer  with  the 
Internal  Revenue  Department  regarding  the 
taxation  of  our  income  from  technical  exhibits 
at  the  convention. 

We  are  in  receipt  of  the  following  communica- 
tion from  Mr.  Robert  B.  Hodes,  of  the  above 
firm,  which  reads  as  follows: 

As  you  know,  we  met  with  a Technical  Conferee  in 
Washington  yesterday  in  connection  with  your  tax 
matter.  The  Technical  Conferee  indicated  that  the 
basis  for  proposed  adverse  treatment  is  that  the 
amounts  realized  from  the  leasing  of  booth  spaces  at 
your  convention  consistently  show  a profit  and  that 
such  leasing  activities  must  be  separated  from  the 
activities  and  expenses  of  the  convention  aS  a whole. 
We  disagreed,  and  indicated  that  the  activities,  re- 
ceipts, and  expenses  of  the  convention,  viewed  as 
one  event,  should  be  the  determining  factor.  It  is 
the  responsibility  of  the  Technical  Conferee  to  make 
an  independent  judgment.  We  found  that  he  was 
a rather  reasonable  person  who  seemed  to  be  sympa- 
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thetic  with  our  case.  He  has  the  power  to  overturn 
the  opinion  of  the  New  York  District  Director  and 
the  tax  law  specialist  in  Washington.  He  did  not 
indicate  to  us  whether  he  would  so  reverse  although 
it  was  our  impression  that  he  seemed  rather  im- 
pressed by  the  merits  of  our  case. 

After  he  makes  his  decision,  the  Washington  office 
will  write  a technical  advice  memorandum  to  the 
New  York  District  Director,  who  will,  in  turn,  in- 
form us  as  to  the  status  of  the  matter.  We  might  not 
hear  from  the  New  York  District  Director  for  three 
or  four  months.  If  the  decision  is  still  adverse,  we 
still  have  further  administrative  remedies.  I will,  of 
course,  keep  you  informed  of  any  further  develop- 
ments. 

MISCELLANEOUS. 

Changes  in  the  Constitution  and  Bylaws.  The 
chairman  of  the  House  Committee  on  Constitu- 
tion and  Bylaws  has  submitted  a report  which 
will  be  presented  to  the  House  of  Delegates. 
You  will  remember  that,  in  February,  a record 
number  of  19  resolutions  proposing  changes  in 
the  Society’s  Bylaws  were  introduced.  Two 
of  them  were  withdrawn. 

We  will  not  review  in  detail  the  recommenda- 
tions of  the  committee.  However,  in  our  capac- 
ities of  past  president  of  the  Society  and  execu- 
tive vice-president,  we  urge  strongly  that  the 
following  be  approved:  the  suggestion  con- 

cerning applications  for  life  membership  in  the 
MSSNY;  the  determination  of  the  number  of 
delegates  to  the  MSSNY  be  based  solely  on  the 
number  of  members  in  each  county  society  and 
the  elimination  of  the  provision  that  political 
divisions  of  New  York  State  be  the  basis  for 
the  number  of  county  society  delegates  to  the 
MSSNY;  the  expenses  of  past  presidents  who 
attend  sessions  of  the  House  of  Delegates  be 
paid  by  the  MSSNY;  the  election  of  delegates 
and  alternate  delegates  to  the  AMA  separately; 
the  amendments  related  to  officers,  trustees, 
and  councillors. 

Malpractice  Insurance  and  Defense  Board. 
We  have  received  a communication  from  the 
Malpractice  Insurance  and  Defense  Board 
which  speaks  for  itself,  also  Regulations  Gov- 
erning Malpractice  Defense  and  Insurance  in 
the  State  Society’s  Program: 

The  results  of  the  annual  year-end  survey  of  the 
Society’s  malpractice  insurance  program  show  a fur- 
ther deterioration  of  our  loss  experience.  While  the 
incidence  of  suits  and  claims  has  remained  fairly 
stable,  the  cost  of  disposing  of  suits  has  increased 
alarmingly.  The  average  cost  of  cases  closed  during 
1965  was  16  per  cent  higher  than  for  1964  and  37  per 
cent  higher  than  the  average  of  the  preceding  four 
years. 

During  the  past  several  months,  jury  verdicts  as 
high  as  $250,000  were  returned  against  our  insureds 
and  many  large  settlements  (fifty  with  an  average 
cost  of  $30,000)  were  made  during  1964.  This  can 
be  accounted  for  primarily  by  inflationary  trends, 
which  are  not  confined  to  malpractice  verdicts  nor  to 
New  York  State.  While  our  over-all  rates  have  in- 
creased by  16  per  cent  since  1959,  New  Jersey  rates, 
for  example,  have  increased  much  more  and  are  now 
considerably  higher  than  ours. 

Last  year,  the  strict  application  of  the  formula  for 
determining  future  losses  chargeable  to  the  past  three 
policy  years  would  have  resulted  in  an  over-all  in- 


crease of  11  per  cent.  The  increase  actually  applied 
was  about  7 per  cent,  which  did  not  entirely  offset  the 
8 per  cent  decrease  of  the  preceding  year.  This 
year,  the  indicated  increase,  on  the  basis  of  the  same 
formula,  is  27.4  per  cent.  In  order  to  lessen  the 
shock  of  such  a marked  increase,  the  Company  has 
agreed  to  accept  an  over-all  increase  of  about  12.5 
per  cent  for  next  year.  Our  actuarial  consultant  has 
agreed  that  this  is  a minimum  that  should  be  applied 
if  our  program  is  to  be  kept  financially  sound  and  the 
Board  recommends  that  it  be  approved  by  the 
Council. 

In  suggesting  how  this  increase  should  be  distrib- 
uted, the  Board  has  taken  into  account  (a)  the  dif- 
ference in  loss  experience  among  the  present  pre- 
mium classes  and  ( b ) territorial  divisions  of  the  State. 

(a)  While  the  inflationary  trend  toward  increased 
disposal  cost  is  applicable  to  all,  the  surgical  special- 
ties in  premium  classes  1A  and  1 continue  to  have  the 
heaviest  losses.  The  Board  therefore  recommends, 
with  the  exception  noted  in  (6)  below,  an  increase  for 
these  classes  of  15  per  cent  with  an  increase  of  10  per 
cent  for  the  other  five  classes. 

(5)  Of  the  counties  now  in  the  Suburban  territory, 
Sullivan,  Ulster,  Suffolk,  and  Rockland  for  the  past 
several  years  have  developed  a loss  ratio  far  higher 
than  that  of  the  other  counties  in  the  same  territory. 
Rather  than  transfer  these  three  counties  to  the 
Metropolitan  territory,  which  would  be  fully  justified 
on  a strictly  cost  basis,  the  Board  recommends  that 
they  be  placed  in  a new  group  (Suburban  #2)  with  a 
rate  increase  of  25  per  cent  for  classes  1 and  1A,  and 
of  20  per  cent  for  the  others.  Should  their  loss 
experience  improve,  they  can  later  be  returned  to 
their  present  grouping. 

Several  years  ago,  an  excessive  number  of  mal- 
practice suits  arose  out  of  cosmetic  plastic  surgery. 
In  the  belief  that  this  was  largely  the  result  of  the 
entry  into  the  field  of  overeager  or  under- 
trained surgeons,  an  exclusion  was  added  to  the 
master  policy  and,  for  an  additional  premium,  insur- 
ance to  cover  either  the  full  or  a limited  field  of  cos- 
metic plastic  surgery  was  restricted  to  those  who 
qualified  on  the  basis  of  a special  application.  In 
recent  years,  the  loss  experience  of  these  groups  has 
improved  considerably,  and  the  Board  recommends 
that  the  present  exclusion  be  removed  from  the 
master  policy  effective  September  1,  1966.  The 
reasons  for  this  recommendation  are: 

(a)  The  need  for  an  exclusion  has  gradually  dimin- 
ished. 

( b ) Ours  is  the  only  policy  which  has  such  an  ex- 
clusion. 

(c)  The  fact  that  an  exact  definition  of  cosmetic 
plastic  surgery  has  never  been  formulated  raises 
coverage  questions  in  border-line  cases. 

The  Board  will  continue  to  require  special  applica- 
tions from  physicians  who  perform  cosmetic  plastic 
surgery  in  order  to  ascertain  their  qualifications  for 
insurance. 

Table  I shows  present  and  proposed  premiums  for 
$5,000/$15,000  and  $200,000/$600,000  limits,  based 
on  the  increases  outlined  above. 

Regulations  Governing  Malpractice  Defense 
and  Insurance  in  the  State  Society  Program 

I.  Uninsured  Members 

The  Medical  Society  of  the  State  of  New  YTork  will 
furnish  to  its  members  the  services  of  the  Counsel  of 
the  Society  in  actions  brought  for  alleged  malprac- 
tice, error,  or  mistake  done  or  claimed  to  have  been 
done  in  the  legitimate  performance  of  the  duties  of 
their  profession  as  physicians  under  the  following 
regulations: 

The  Counsel  of  the  Society  will  serve  as  attorney 
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TABLE  I.  Proposed/Premiums  for  $5,000/$15,000  and  $200,000/$600,000  limits 


Suburban  

Premium  - — - — Metropolitan • #1 #2 Upstate 


Class 

Present 

Proposed 

Present 

Proposed 

Present 

Proposed 

Present 

Proposed 

1A 

$361 

$415 

$5,000/$15,000  Limits 

$288  $331  $288 

$360 

$190 

$219 

1 

321 

369 

257 

296 

257 

321 

170 

196 

2 

205 

226 

166 

183 

166 

199 

111 

122 

3 

163 

179 

130 

143 

130 

156 

86 

95 

4 

98 

108 

84 

92 

84 

101 

53 

58 

5 

78 

86 

62 

68 

62 

74 

44 

48 

6 

58 

64 

48 

53 

48 

58 

35 

39 

1A 

$736 

$847 

$200,000/$600,000 

$588  $675 

Limits 

$588 

$734 

$388 

$447 

1 

655 

753 

524 

604 

524 

655 

347 

400 

2 

418 

461 

339 

373 

339 

406 

226 

249 

3 

333 

365 

265 

292 

265 

318 

175 

194 

4 

200 

220 

171 

188 

171 

206 

108 

118 

5 

159 

175 

126 

139 

126 

151 

90 

98 

6 

118 

131 

98 

108 

98 

118 

71 

80 

in  all  actions  for  alleged  malpractice,  brought  against 
members  in  good  standing,  who  must  be  so  certified 
by  its  Secretary,  excepting  as  follows: 

Members  shall  not  be  entitled  to  malpractice  de- 
fense if  the  acts  in  the  suit  for  which  they  make 
application  for  defense  were  committed  prior  to  their 
admission  to  membership  in  the  State  Society. 

Members  shall  not  be  entitled  to  malpractice  de- 
fense if  the  acts  in  the  suit  for  which  they  make 
application  for  defense  were  committed  during  a 
period  when  they  were  not  in  good  standing,  accord- 
ing to  the  Bylaws. 

Members  shall  not  be  entitled  to  malpractice  de- 
fense while  residing  and/or  practicing  medicine  or 
surgery  outside  of  the  territorial  limits  of  the  State  of 
New  York. 

The  Society  will  not  undertake  the  defense  of  any 
member  who,  after  consideration  by  the  Council,  is 
believed  guilty  of  criminal  abortion,  feticide,  homi- 
cide, or  any  criminal  act  or  who  has  not  complied 
with  the  recognized  ethical  laws  in  regard  to  these 
cases. 

Members  shall  agree  not  to  compromise  any  claim 
against  them,  the  defense  of  which  has  been  under- 
taken by  the  Society,  nor  to  make  settlement  in  any 
manner  without  the  advice  or  consent  of  the  Society 
given  through  its  attorney. 

In  the  event  that  a member  sued  or  threatened 
with  suit  shall,  without  the  advice  or  consent  of  the 
attorney  of  the  Society,  determine  to  settle  or  com- 
promise any  claims  against  him,  he  shall  reimburse 
the  Society  for  the  expense  incurred  in  undertaking 
his  defense,  and  in  default  thereof,  he  shall  be  de- 
prived of  further  privilege  of  malpractice  defense. 

The  Society  shall  not  assume  any  responsibility  for 
the  payment  of  any  sum  agreed  on  by  arbitration  in 
the  settlement  of  claims,  or  awarded  by  court  ver- 
dicts, or  for  making  payment  for  any  purpose  whatso- 
ever. Members  of  the  Society  desiring  to  avail  them- 
selves of  the  privileges  of  this  act  shall  make  applica- 
tion therefor  in  writing  to  the  Secretary  of  the  So- 
ciety, and  it  shall  be  shown  to  his  satisfaction  that 
they  are  members  in  good  standing.  They  shall  also 
furnish  the  Legal  Counsel  a complete  and  accurate 
statement  of  their  connection  with,  and  treatment  of, 
persons  upon  which  complaints  against  them  are 
based,  giving  dates  of  attendance,  names  and  resi- 
dences of  nurses  and  of  other  persons  cognizant  of 
facts  and  circumstances  necessary  to  a clear  and 
definite  understanding  of  all  matters  in  question,  and 


shall  furnish  such  other  relevant  information  and 
execute  such  papers  as  may  be  required  of  them  by 
the  attorney  of  the  State  Society. 

Members  of  the  Society  desiring  to  avail  themselves 
of  the  privilege  of  this  section  shall  be  personally 
liable  for  all  out-of-pocket  expenses  incurred  by  the 
Legal  Counsel  and/or  Society  in  connection  with 
their  defense  and  shall  agree  to  reimburse  the  Legal 
Counsel  and/or  Society  for  such  expenses  on  request. 

The  names  of  any  members  of  the  Society  who  have 
availed  themselves  of  the  provisions  of  this  section  on 
more  than  three  occasions  shall  be  referred  to  the  Mal- 
practice Insurance  and  Defense  Board  for  appro- 
priate action. 

In  the  event  of  any  difference  of  opinion  between  a 
member  of  the  Society  and  the  Counsel  concerning 
the  eligibility  of  a claim  for  defense,  or  any  other 
matter  having  to  do  with  malpractice  defense,  all 
details  shall  be  presented  to  the  Malpractice  Insur- 
ance and  Defense  Board  to  be  referred  with  recom- 
mendation to  the  Council  for  its  decision. 

The  foregoing  regulations  are  subject  to  such 
change  as  may  from  time  to  time  be  authorized  by 
the  Council  or  the  House  of  Delegates. 

II.  Members  Insured  Under  the  State  Society  Pro- 
gram 

By  agreement  between  the  Society  and  its  insur- 
ance carrier,  suits  against  members  covered  under 
the  State  Society  master  policy  are  defended  by  the 
office  of  the  Legal  Counsel  of  the  State  Society. 

Active,  life,  or  junior  members  of  the  State  Society 
are  eligible  to  apply  for  insurance  under  the  Society’s 
program.  Applicants  for  active  or  junior  member- 
ship or  applicants  for  reinstatement  are  eligible  to 
apply  for  insurance  as  soon  as  satisfactory  applica- 
tions for  membership  or  reinstatement  are  filed  with 
one  of  the  county  societies.  Applications  for  insur- 
ance shall  be  made  through  the  office  of  the  Indem- 
nity Representative  of  the  State  Society,  who  shall 
be  the  broker  of  record. 

Insurance  shall  not  become  effective  prior  to  the 
day  following  the  date  a written  application  on  the 
prescribed  form  is  presented  to  the  office  of  the 
Indemnity  Representative  or  is  placed  in  the  mail,  as 
indicated  by  the  postmark  on  the  envelope.  The 
Indemnity  Representative  may,  however,  bind  insur- 
ance as  of  the  day  following  verbal  request  therefor, 
subject  to  prompt  submission  of  a written  applica- 
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tion  and  compliance  with  all  other  requirements  and 
conditions  for  securing  this  insurance. 

Whenever  the  Malpractice  Insurance  and  Defense 
Board  shall  have  determined  to  its  satisfaction  that 
the  medical  practice,  conduct,  attitude  or  loss  experi- 
ence of  an  insured  member  is  such  as  to  constitute  an 
undue  hazard  to  the  State  Society  Program,  the 
Board  shall  have  the  right  to  direct  that  insurance  be 
discontinued  upon  written  notice  from  the  Company 
or  terminated  at  expiration  of  a current  certificate. 
The  Board  may  likewise  disapprove  the  granting  of 
new  insurance  and  the  Indemnity  Representative 
shall  defer  action  on  any  application  that  he  believes 
should  first  be  examined  by  the  Board.  The  Board 
shall  also  have  the  right  to  restrict  coverage  that  may 
be  granted  to  individual  members. 

Upon  receipt  of  notice  from  the  State  Society  of 
termination  of  membership,  the  Indemnity  Represen- 
tative shall  advise  the  former  member  that  his  insur- 
ance in  the  State  Society  Program  can  be  continued 
only  if  his  membership  is  reinstated  promptly.  If 
reinstatement  has  not  been  effected  within  a reason- 
able time,  the  Indemnity  Representative  shall  ar- 
range for  cancellation  of  insurance  by  the  Company 
in  accordance  with  the  terms  of  the  master 
policy  and  the  agreement  between  the  Society 
and  the  Company.  Upon  receipt  from  a county 
society  of  notice  of  rejection  or  withdrawal  of  an 
application  for  active  or  junior  membership  in  the 
State  Society,  the  Indemnity  Representative  shall 
arrange  for  cancellation  of  insurance  by  the  Company 
in  accordance  with  the  terms  of  the  master  policy 
and  the  agreement  between  the  Society  and  the  Com- 
pany. 

III.  Members  Insured  by  Companies  Other  Than 
the  Carrier  of  the  State  Society  Program 

A member  who  elects  to  secure  malpractice  protec- 
tion from  a company  other  than  the  carrier  of  the 
State  Society  Program  shall  not  be  entitled  to  de- 
fense by  the  Counsel  of  the  Medical  Society  of  the 
State  of  New  York. 

Increase  in  AM  A Dues.  There  has  been  con- 
siderable debate  about  the  subject  of  the  in- 
crease in  dues  of  the  American  Medical  Associa- 
tion. For  the  benefit  of  the  new  members  of 
our  House  of  Delegates,  I present  the  following 
report  which  was  submitted  to  all  concerned 
during  the  month  of  June: 

In  February,  the  MSSNY  House  of  Delegates 
adopted  a substitute  for  resolution  66-35,  “Opposi- 
tion to  Increase  in  American  Medical  Association 
Dues,”  providing  (a)  that  our  delegates  to  the  AMA 
House  of  Delegates  oppose  the  dues  raise  at  this  time 
and  (6)  that  the  Council  obtain  further  information 
from  the  American  Medical  Association  concerning 
its  budget  and,  on  receipt  and  study  of  same,  instruct 
the  delegates  to  the  AMA,  prior  to  June,  1966,  to 
support  or  oppose  an  increase  in  AMA  dues. 

With  this  in  mind,  our  president  asked  your  execu- 
tive vice-president  to  request  permission  from  “Bing” 
Blasingame  to  review  the  true  “state”  of  the  AMA 
budget  for  1965  and  budget  estimate  for  1966. 

We  visited  535  North  Dearborn  Street  in  Chicago, 
on  May  2.  Our  assistant  executive  vice-president 
and  comptroller  accompanied  us.  A representative 
from  the  Medical  Society  of  New  Jersey  was  also 
present. 

We  met  with  Percy  E.  Hopkins,  M.D.,  chairman  of 
the  Board  of  Trustees  of  the  AMA;  “Bing”  Blasin- 


game; Ernest  B.  Howard,  M.D.,  assistant  executive 
vice-president,  and  Russell  H.  Clark,  director  of  the 
AMA  Management  Services  Division.  We  were 
briefed  concerning  the  AMA  budgets — past  and 
present. 

Following  this  session,  much  time  was  devoted  to  a 
question-and-answer  period.  We  can  report  that, 
this  time,  no  barriers  were  placed  in  our  way.  All 
inquiries — some  of  which  might  be  considered  embar- 
rassing and  not  for  publication — were  answered. 

At  the  last  meeting  of  the  Council — held  on  May 
19 — the  facts,  as  ascertained  in  Chicago,  were  re- 
ported. 

After  discussion  and  due  consideration  of  the  entire 
situation,  the  Council  passed  a motion  to  instruct  our 
delegation  to  the  AMA  to  oppose  an  increase  in  AMA 
dues — at  the  next  annual  convention  of  the  House 
of  Delegates  of  the  AMA,  in  Chicago  during  the 
latter  part  of  June  of  this  year. 

Our  delegation  met  at  750  Third  Avenue  on  the 
afternoon  of  May  19.  The  Council’s  decision  was 
transmitted  to  it. 


Representation  in  the  State  Medical  Society 
House  of  Delegates.  A misapprehension  per- 
sists in  certain  areas  of  our  State  that  “New 
York  City  is  running  the  State  Society” — de- 
spite the  fact  that  we  have  pointed  out,  on 
several  occasions,  that  this  is  contrary  to  the 
fact. 

In  order  to  dispel  the  fears  of  some  of  you,  we 
would  like  to  bring  to  your  attention  the  fol- 
lowing article  which  appeared  in  The  News  of 
New  York  in  August  of  last  year. 


Who  runs  the  Medical  Society  of  the  State  of  New 
York?  Upstate  or  downstate?  The  truth  is  that 
neither  section  of  the  State  “runs”  your  State 
Society. 

This  fact  was  brought  home  to  members  of  the 
Council  at  the  June  meeting  by  Henry  I.  Fineberg, 
M.D.,  executive  vice-president. 

“It  shouldn’t  be  necessary  to  spell  out  this  balance 
of  power  to  our  members  since  we  are  all,  in  the  final 
analysis,  working  for  the  same  goals,”  he  said,  “but 
recently  there  have  been  charges  that  the  State 
Society  is  being  'run  by  New  York  City’  and  nothing 
could  be  further  from  the  truth.” 

Dr.  Fineberg  cited  facts  and  figures  to  show  that  the 
“balance  of  power”  is  almost  equally  divided  between 
upstate  and  downstate.  And  this,  despite  the  fact 
that  70  per  cent  of  the  25,900  members  of  your  State 
Society  live  in  the  downstate  area. 

There  are  14,300  members  from  New  York  City, 

3.800  from  Westchester,  Nassau,  and  Suffolk  and 

7.800  from  upstate. 

He  pointed  out  further  that  it  has  long  been  the 
policy  of  your  State  Society  that  the  office  of  presi- 
dent is  filled,  on  alternate  years,  by  representatives 
of  the  upstate  and  downstate  areas.  This,  he  added, 
is  further  proof  of  the  “equal  representation”  of  the 
entire  membership. 

“If  voting  strength  was  figured  on  a basis  of  pro- 
portional representation,”  Dr.  Fineberg  said,  “there 
is  little  doubt  that  the  balance  of  power  would  re- 
main in  the  hands  of  the  New  York  City  metropoli- 
tan area.” 

The  following  shows  the  make-up  of  the  House  of 
Delegates,  citing  the  number  of  members  from  the 
New  York  State  counties  outside  New  York  City 
and  the  members  from  New  York  City’s  five  bor- 
oughs. 
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1965-1966  Home  of  Delegates 


New  York 

New  Yi 

State 

City 

Officers 

3 

6 

Councillors 

9 

3 

12 

9 

Trustees 

3 

4 

Past  Presidents 

10 

5 

District  Branches 

8 

1 

Sections 

10 

12 

31 

22 

County  Society  Delegates 

112 

76 

155 

107 

The  above  figures  include  the  counties  of  Nassau, 
Suffolk,  and  Westchester  in  the  total  of  New  York 
State  counties  (upstate)  outside  New  York  City. 

However,  even  if  the  25  representatives  from  these 
three  counties — considered  part  of  the  New  York 
metropolitan  area — were  included  in  the  New  York 
City  representation,  there  would  still  be  an  almost 
equal  balance  of  power.  The  final  figures  would 
then  be  130  members  of  the  House  of  Delegates  from 
upstate,  132  from  New  York  City. 

AMA-ERF.  During  the  latter  part  of 
March,  “Bing”  Blasingame  of  the  AMA  sent 
to  us  the  checks  representing  the  AMA-ERF 
allocations,  for  this  year,  to  the  medical  schools 
in  our  State,  together  with  copies  of  AMA  letters 
to  the  deans. 

Bing  pointed  out  that  “contributions  making 
these  allocations  possible  came,  in  1965,  from 
physicians  throughout  the  United  States  and  its 
possessions.  The  amount  being  distributed  to 
all  medical  schools  was  $1,133,583.29.” 

The  allotments  for  New  York  were: 

Albany  Medical  College — $7,458.44 
Albert  Einstein  College  of  Medicine — 
$3,475.44 

State  University  of  New  York  at  Buffalo 
School  of  Medicine — $7,261.04 
Columbia  University  College  of  Physicians 
and  Surgeons — $7,059.42 
Cornell  University  Medical  College — 

$8,182.84 

State  University  of  New  York  Downstate 
Medical  Center — $4,461.84 
Mount  Sinai  School  of  Medicine — $10.00 
New  York  Medical  College — $5,477.84 
New  York  University  School  of  Medicine — 
$5,468.44 

University  of  Rochester  School  of  Medicine 
and  Dentistry — $5,980.74 
State  University  of  New  York  at  Syracuse — 
$3,768.44 

The  checks  were  transmitted  to  the  deans  of 
the  medical  schools.  A number  of  them  at- 
tended the  Council  meeting  in  May. 

Representing  AMA.  On  May  2,  at  the 
request  of  “Bing”  Blasingame,  we  held  a brief 
presentation  ceremony  in  our  office  for  the  New 
York  winners  of  the  1965  AMA  Medical  Jour- 
nalism Awards. 

Present  were  Ralph  W.  Goshen,  vice-president 
and  general  manager  of  CBS  Radio,  Joseph 
Dembo,  director  of  CBS  Radio  News,  and  Louis 
Freizer,  news  editor  of  CBS  Radio,  who  re- 


ceived $1,000  for  the  CBS  program  “Under 
Whose  Wing”;  and  Ralph  Lee  Smith,  who  re- 
ceived $1,000  for  his  article,  “The  Vitamin 
Healers,”  in  The  Reporter. 

Mr.  William  R.  McAndrew,  president  of 
NBC  News,  was  unable  to  attend.  Therefore, 
a check  for  $500  was  mailed  to  him — the  award 
for  the  NBC  program,  “Who  Shall  Live.” 

Chiropractic.  The  August,  1966,  issue  of  the 
Federation  Bulletin,  published  monthly  by  the 
Federation  of  State  Medical  Boards  of  the 
United  States,  contains  the  following  editorial: 

JUDGMENT  UPHELD 

Of  vital  interest  to  the  many  members  of  the 
medical  profession  who  have  long  been  fighting 
charlatanism  in  all  of  its  forms,  is  the  recent  decision 
of  the  Supreme  Court  of  the  United  States.  The 
Court  reaffirmed  a ruling  of  the  United  States  Dis- 
trict Court  in  New  Orleans  that  Louisiana  can 
properly  refuse  to  license  chiropractors  unless  they 
meet  the  same  educational  requirements  demanded 
of  physicians. 

One  particularly  interesting  point  brought  out  in 
the  Court  decision  is  the  fact  that  the  laws  of  the 
State  of  Louisiana  do  not  prohibit  the  practice  of 
chiropractic.  The  Court  stated,  “The  question  here 
is:  May  Louisiana  require  a chiropractor  to  obtain 
what  is  in  effect  a medical  education  from  an  ap- 
proved medical  school  before  he  may  practice  his 
profession  in  the  state?”  Obviously  the  Court 
answered  in  the  affirmative  when  it  further  stated, 
“.  . .since  chiropractic  claims  to  be  a complete  and 
independent  healing  art  capable  of  curing  almost  all 
kinds  of  disease,  the  Legislature  may  have  felt  that 
the  requirement  of  a foundation  in  materia  medica, 
and  surgery  even  for  chiropractors,  would  be  a pro- 
tection to  the  public.” 

The  litigation  which  led  up  to  the  final  decision  of 
the  Supreme  Court  dragged  on  for  some  seven  years. 
It  demanded  countless  hours  of  work  of  the  members 
of  the  Louisiana  State  Board  of  Medical  Examiners 
and  the  State  Medical  Society.  Furthermore,  the 
legal  expenses  were  formidable.  But  most  important 
was  the  fact  that  the  hardy  and  determined  members 
of  the  medical  profession  in  Louisiana,  by  their  re- 
fusal to  be  browbeaten  by  the  chiropractors,  not  only 
steadfastly  fought  for  their  principles  but  also  for  the 
welfare  of  the  citizens  of  their  state.  It  is  only 
regrettable  that  similar  victories  were  impossible  in 
other  states. 

This  news  shows  what  can  be  done  in  some 
areas  of  our  country. 

Utilization  Committees.  Recently,  there  has 
been  much  talk  about  utilization  committees. 
We  think  you  will  be  interested  in  the  following 
article  which  appeared  in  the  AMA  publica- 
tion— “Medical  Staff-In-Action” — April,  1966, 
Volume  I,  No.  1: 

Several  inquiries  have  been  received  by  the  AMA 
Law  Department  regarding  possible  liability  to  a 
physician  arising  from  his  participation  on  a utiliza- 
tion review  committee. 

Although  the  Department  has  not  developed  a for- 
mal opinion— because  of  the  many  detailed  proce- 
dures that  remain  to  be  worked  out  under  the  Medi- 
care Law — the  view  is  as  follows: 

The  utilization  review  committee  is  authorized  to 
review,  on  a sample  or  other  basis,  admissions,  dura- 
tion of  stay,  and  professional  services  furnished ; and 
to  notify  the  institution,  the  individual,  and  his 
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attending  physician  of  any  finding  that  further  stay 
in  the  institution  is  not  medically  necessary.  The 
law  provides  that  the  Hospital  Insurance  program 
wall  not  pay  for  services  furnished  beyond  the  third 
day  after  such  notice  is  received.  This  means  that 
the  action  of  the  utilization  review  committee  may 
terminate  the  payment  of  benefits  for  a patient,  but 
it  does  not  necessarily  terminate  his  hospitalization 

Only  the  attending  physician  has  authority  to 
determine  on  a medical  basis  whether  a patient 
should  be  discharged  from  the  hospital.  He  is  re- 
sponsible for  his  own  judgment  in  this  regard.  He 
cannot  avoid  responsibility  by  relying  on  the  judg- 
ment of  any  other  person  or  committee.  If  the 
patient  chooses  to  leave  the  hospital  contrary  to  the 
advice  of  his  attending  physician  because  payment  of 
benefits  is  terminated,  this  would  be  the  patient’s 
own  responsibility.  If  the  hospital  administrator 
were  to  remove  a patient  from  the  hospital  because  of 
the  termination  of  benefits,  even  though  the  patient 
was  not  discharged  by  his  attending  physician,  the 
hospital  might  be  responsible  for  any  injury  thereby 
suffered  by  the  patient.  The  Law  Department  does 
not  believe  that  the  action  of  any  committee  could 
relieve  the  hospital  from  this  responsibility. 

It  does  not  appear  that  there  would  be  any  liability 
on  the  part  of  the  members  of  the  utilization  review 
committee  for  injuries  which  might  be  suffered  be- 
cause of  the  action  of  the  patient,  the  attending 
physician,  or  the  hospital  administrator  which 
results  in  the  patient  leaving  the  hospital.  At  most, 
the  committee  would  terminate  benefit  payments; 
it  would  not  remove  the  patient  from  the  hospital. 


Special  Meeting.  Our  comptroller  has  re- 
ported that  the  final  cost  figure  for  the  special 
session  of  the  House  of  Delegates,  which  was 
held  on  May  26,  1966,  was  $14,163.92. 

Originally,  $10,000  was  budgeted  for  this 
activity.  When  our  experience  was  reported 
to  the  Budget  and  Finance  Committee,  this 
figure  was  raised  to  $15,000,  and  approved  by 
the  Council  and  Board  of  Trustees. 

The  breakdown: 

Original  $ 10,000 

Mailing  and  printing  of  white 
papers 

All  other  expenses  (travel,  etc.) 

Actual  Expenditures 
Mailing  and  printing 
Telegrams  (notice  of  meeting) 

All  other  expenses 


$ 3,000.00 
7,000.00 

$ 5,601.31 
3,251.21 
5,311.40 


$14,163.92 

Annual  Meetings  of  the  House  of  Delegates. 
Article  VIII  of  the  Constitution  declares  that 
“There  shall  be  an  annual  meeting  of  the  Soci- 
ety and  of  the  House  of  Delegates  to  be  held 
at  a time  and  place  designated  by  the  House  of 
Delegates.” 

In  1962,  the  House  approved  the  following: 

1964 —  February  9 to  14 

1965 —  February  7 to  12 

1966 —  February  13  to  18 

1967 —  February  12  to  17 

At  the  meeting  in  February,  1967,  the  House 
should  approve  the  time  and  place  for  the 
annual  meetings  for  the  years  1968  to  1972. 

We  suggest  the  following  dates: 

1968 —  February  11  to  16 

1969 —  February  9 to  14 


1970 —  February  8 to  13 

1971 —  February  14  to  19 

1972 —  February  13  to  18 

Woman's  Auxiliary.  Following  is  a report 
of  the  president  of  the  Woman’s  Auxiliary, 
Mrs.  Walter  T.  Heldmann: 

I have  expressed  the  desire  for  “Unity.”  1 am 
happy  to  report  that  every  effort  for  success  has  been 
manifested  by  your  State  officers  and  chairmen. 

To  date  we  have: 

1.  Held  four  regional  meetings  throughout  the 
State  during  the  month  of  May,  for  county  chairmen, 
county  presidents,  and  presidents-elect. 

Purpose:  To  produce  an  all-day  workshop  early 
in  the  year  to  bring  information  into  the  counties 
which  aid  in  planning  their  year. 

Result:  Enthusiastically  received  by  all  those 

who  attended.  Attendance  could  have  been  better. 

2.  The  chairman  of  revisions  and  her  committee 
have  spent  many  hours  to  complete  the  revisions  in 
order  that  the  constitution  may  be  submitted  for  vote 
by  the  House  of  Delegates  at  convention. 

3.  The  chairman  and  cochairmen  of  the  New 
York  State  Exposition  and  the  committee  members 
from  neighboring  county  auxiliaries  around  Syracuse 
manned  the  exhibit,  “Life  Begins,”  in  behalf  of  the 
Medical  Society  of  the  State  of  New  York.  It  was 
my  pleasure  to  visit  and  see  them  in  action.  Since 
this  Exposition  is  always  held  the  week  ending  with 
the  Labor  Day  holiday,  it  means  sacrifice  on  the 
part  of  our  members  who  offer  to  give  their  time. 
This  always  includes  the  chairman  and  cochairmen 
and  we  are  indeed  indebted  to  all  of  them  who  par- 
ticipated. It  was  most  successful. 

4.  At  this  time  the  fall  conference  is  the  next 
major  undertaking.  The  chairman,  cochairman,  and 
all  the  committee  members  from  Erie  County  have 
worked  many  hours  to  complete  the  details  which 
accompany  a meeting  of  this  kind.  When  you  read 
this  it  will  be  history,  and  I sincerely  hope  the  county 
presidents  and  presidents-elect  and  other  interested 
chairmen  and  members  attended,  to  reap  the  benefits 
of  the  workshops  that  were  prepared  for  them. 

I speak  to  you,  Mrs.  Individual  Member,  of  very 
town  and  city  throughout  our  State.  Every  member 
of  every  county  auxiliary  has  a job  to  do.  We  must 
be  knowledgeable  about  the  changes  that  are  taking 
place  in  medicine  today,  and  we  must  be  able  to  dis- 
cuss them  with  the  lay  public.  Please  make  a firm 
resolution  to  attend  your  county  auxiliary  meetings 
and  give  your  support  to  your  president.  An  active 
member  is  an  interested  member  and  an  interested 
member  will  be  a well-informed  member.  Avail 
yourself  of  details  every  doctor’s  wife  should  know. 

We  are  all  aware  of  the  differences  that  have  been 
present  within  our  own  medical  societies.  Let  us, 
through  greater  knowledge,  help  to  greater  under- 
standing. 

During  the  year,  the  Woman’s  Auxiliary  re- 
ceived its  certificate  of  incorporation. 

Obituaries.  It  is  with  great  sadness  that  we 
announce  the  deaths  of  three  of  the  most 
eminent  members  of  the  Society. 

Two  of  these  were  past  presidents  of  the 
MSSNY  and  former  members  of  the  Board  of 
Trustees — two  great  gentlemen  who  served 
the  medical  profession  and  our  people  with  great 
distinction  and  honor.  Of  course,  they  were 
very  dear  friends  of  your  executive  vice-pres- 
ident; and,  on  many  occasions,  he  took  ad- 
vantage of  their  wisdom,  their  dedication,  and 
their  willingness  to  help  in  every  way  possible. 
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James  Greenough  died  on  April  5.  At  that 
time,  he  was  a member  of  our  staff — the  director 
of  the  Division  of  Scientific  Activities. 

Leo  E.  Gibson  passed  away  on  October  10. 
At  the  time  of  his  death,  he  was  a prominent 
member  of  the  Board  of  Trustees. 

The  third  was  David  J.  Kaliski,  who  died  on 
August  20.  Dr.  Kaliski  served  as  director  of 
the  MSSNY  Bureau  of  Industrial  Health  and 
Workmen’s  Compensation  until  his  retirement 
in  1956.  He  was  a man  of  great  eminence  in 
medical  circles  not  only  in  the  State  of  New 
York,  but  throughout  the  world. 

MEETINGS:  Since  our  last  report  to  the 
House  of  Delegates,  we  have  attended  the  fol- 
lowing “unusual”  meetings,  conferences,  and 
events: 

1.  Silver  Anniversary  Dawn  Patrol  Break- 
fast of  the  Boy  Scouts  of  America,  in  New 
York  City,  on  February  10.  Speakers  were 
William  Randolph  Hearst,  Jr.,  and  Benson  Ford. 

2.  Community  Leaders  Luncheon  in  New 
York  City,  on  February  24.  This  luncheon 
meeting  was  organized  by  WNBC-AF/FM, 
WNBC-TV,  Theodore  H.  Walworth,  Jr.,  vice- 
president  and  general  manager,  to  exchange 
ideas  and  information  of  benefit  to  the  com- 
munity. Represented  at  the  conference  were 
NBC,  Civil  Liberties  Union,  New  York  Uni- 
versity, New  York  City  Council,  National 
Urban  League,  New  York  City  Transit  Author- 
ity, New  York  Civil  Defense,  and  others. 

3.  A luncheon  tendered  to  the  State  Uni- 
versity of  New  York  Downstate  Medical  Center 
by  E.  R.  Squibb  and  Son,  in  Brooklyn,  on 
February  25.  An  original  painting  of  the  col- 
lege was  unveiled  and  presented  to  Dean  Robert 
A.  Moore. 

4.  A symposium  on  “Hospital  Utilization 
Committees — Their  Role  and  Function”  spon- 
sored by  the  Medical  Society  of  the  County 
of  New  York,  in  New  York  City,  on  February 
28. 

5.  First  National  Congress  on  Medical 
Ethics,  sponsored  by  the  Judicial  Council  of 
the  AMA,  in  Chicago,  on  March  5 and  6. 
Besides  discussions  concerned  with  medicine 
and  ethics,  there  were  workshops  on:  Grievance 
Committees,  Boards  of  Censors  or  Disciplinary 
Committees  of  Component  Societies,  Appeals  to 
State  Ethics  Boards  and  to  the  AMA  Judicial 
Council,  Medicine  and  the  Law,  Discipline  by 
State  Boards  of  Medical  Examiners  and  by 
Hospital  Boards,  Interpretation  of  Unethical 
Conduct  by  Local  Standards,  Screening  New 
Members  and  Rehabilitating  Unethical  Mem- 
bers, Medicine  and  Pharmacy. 

6.  A meeting  on  legislation  in  Albany  on 
March  9. 

7.  Meeting  of  the  board  of  directors  of  the 
New  York  State  Association  of  Professions 
(NYSAP),  followed  by  the  annual  legislative 
reception  and  buffet,  in  Albany  on  March  14. 
We  met  and  talked  to  Lester  Yugenfriend,  the 
new  counsel  to  the  Joint  Legislative  Committee 
to  Revise  and  Simplify  the  Education  Law. 
Apparently,  this  young  man  understood  our 
problems. 


8.  The  66th  annual  banquet  of  the  Legisla- 
tive Correspondents’  Association,  in  Albany 
on  March  19.  Again,  the  important  officials 
- — national.  State,  and  local — were  lampooned. 
The  guest  speakers  were  John  Lindsay,  Mayor 
of  the  City  of  New  York;  Frank  O’Connor, 
president  of  the  New  York  City  Council; 
Governor  Rockefeller. 

9.  A dinner  meeting  of  the  United  Medical 
Service  medical  societies’  reference  committee, 
in  New  York  City  on  March  23.  The  agenda 
included  a discussion  of  fee  schedules  and  Medi- 
care. Our  president  stressed  the  “quality  of 
medical  care.” 

10.  A two-day  conference  on  “The  Implica- 
tions, Applications,  and  Provisions  of  Medicare 
— Public  Law  89-97,”  sponsored  by  the  Nassau 
County  Medical  Society,  the  Nassau  Physicians 
Guild,  the  postgraduate  medical  education  com- 
mittee of  the  Nassau  Academy  of  Medicine, 
and  the  Long  Island  Radiological  Society,  in 
Garden  City  on  March  30  and  31.  Representa- 
tives from  hospitals,  the  Health  Insurance 
Council,  State  and  local  health  and  welfare 
agencies,  HEW,  hospital-based  specialists,  prac- 
titioners, and  others  participated.  The  pro- 
grams were  well  planned  and  well  attended. 

11.  Again,  we  appeared  on  the  Ed  Joyce 
radio  program  on  CBS  in  New  York  City  on 
April  5.  We  discussed  quackery  in  general 
for  about  fifteen  minutes,  and  for  the  next  half 
hour  we  answered  questions  coming  over  the 
telephone. 

12.  A luncheon  meeting  of  the  AMA  Com- 
mittee on  Alcoholism  and  Addiction,  in  New 
York  City  on  April  6.  We  talked  about  the 
Conference  on  Narcotic  Addiction  tentatively 
scheduled  for  December,  1966,  in  New  York 
(later  changed  to  January,  1967). 

13.  A meeting  with  Rev.  Dr.  Paul  B.  Mc- 
Cleave,  director  of  the  AMA  Department  of 
Medicine  and  Religion,  in  New  York  City  on 
April  7 . We  discussed  the  program  in  N ew  Y ork . 

14.  A dinner  to  honor  Dr.  Isidor  I.  Rabi, 
recipient  of  the  Nobel  Prize  in  Physics,  in  New 
York  City  on  April  27.  Dr.  Rabi  delivered  the 
annual  Walter  W.  Brickner  Memorial  Lecture 
on  “The  Expanding  Role  of  Science”  at  the 
Hospital  for  Joint  Diseases. 

15.  Funeral  services  for  our  dear  friend 
James  Greenough,  at  Christ  Church  in  Coopers- 
town,  on  the  afternoon  of  April  9.  Dr. 
Greenough  passed  away  on  April  5. 

16.  A conference  of  the  medical  staff  of  the 
French  Hospital,  in  New  York  City  on  April 
20.  The  main  speaker  was  our  president,  who 
talked  about  “Socioeconomic  Factors  in  Med- 
icine Today.”  Later  both  of  us  answered 
questions  from  the  audience.  This  was  a fine 
meeting. 

17.  A reception  honoring  Gerald  Dorman, 
in  New  York  City  on  April  21.  The  American 
Cancer  Society,  New  York  City  Division,  pre- 
sented a medal  to  Dr.  Dorman  for  his  great 
accomplishments. 

18.  The  annual  dinner  of  the  New  York 
State  Medical  Assistants  Association,  in  Plain- 
view,  Long  Island,  on  April  23.  The  master  of 
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ceremonies  was  Robert  Earle,  of  NBC-TV. 
In  place  of  our  president,  who  was  unable  to 
attend,  we  presented  greetings  from  the 
MSSNY. 

19.  The  174th  annual  meeting  of  the  Con- 
necticut State  Medical  Society,  in  Hartford 
on  April  26  and  27.  We  addressed  the  House 
of  Delegates  and  attended  the  annual  dinner  of 
the  Society.  Ten  physicians  received  Fifty- 
Year  Membership  Awards.  The  Honorable 
Durwood  G.  Hall  (M.D.),  member  of  Congress 
from  Missouri,  was  the  guest  speaker. 

20.  We  appeared  on  a “taped”  TV  program 
on  WPIX  in  New  York  City  on  April  29.  It 
was  concerned  with  venereal  diseases.  It  was 
shown  on  May  7 and  was  listed  as  a film  feature. 

TV  Guide  advertised  it  as  follows:  “Her 

Name  was  Ellie,  His  Name  was  Lyle,”  a film 
drama  about  venereal  disease  among  teen- 
agers. Produced  by  the  New  York  State 
Medical  Society.  A panel  discussion  follows 
the  film.  Panelists:  Dr.  Arthur  Bushel,  acting 
health  commissioner  of  New  York  City;  Dr. 
William  J.  Dougherty,  director  of  the  Division 
of  Preventable  Disease,  New  Jersey  State  De- 
partment of  Health;  Dr.  Arthur  Barrett, 
assistant  director,  Connecticut  Health  Depart- 
ment; and  Dr.  Henry  I.  Fineberg,  executive 
vice-president,  Medical  Society,  State  of  New 
York  (60  min.)”  The  moderator  was  John 
Tillman. 

21.  A meeting  with  officers  of  the  New  York 
State  Osteopathic  Society,  in  New  York  City 
on  May  4.  Again,  this  was  a harmonious 
conference. 

22.  The  Fifth  Annual  Governor’s  Conference 
on  Aging,  in  New  York  City  on  May  7.  During 
the  morning,  Max  Lemer,  author,  teacher, 
journalist,  delivered  a very  fine  talk  on  “The 
Five  Revolutions  in  American  Life.”  In  the 
afternoon,  Waring  Willis  moderated  “Preparing 
for  Medicare.”  The  panelists  were  Hollis 
Ingraham  and  George  K.  Wyman  (Commis- 
sioner, New  York  State  Department  of  Social 
Welfare). 

23.  A luncheon  with  representatives  of  our 
bank — Bankers  Trust  Company — in  New  York 
City  on  May  10. 

24.  We  talked  to  Herman  Hilleboe’s  MPH 
students  at  the  Columbia  School  of  Public 
Health  and  Administrative  Medicine,  on  May 

11.  Subject — “Medical  Societies  and  Public 
Health.” 

25.  A testimonial  dinner  in  honor  of  James 
Blake,  in  Rexford  (near  Schenectady)  on  May 

12.  Dr.  Blake  received  a beautiful  electric 
clock.  Your  executive  vice-president  made  a 
few  remarks. 

26.  Annual  dinner  and  dance  of  the  New 
York  State  Academy  of  General  Practice,  in 
New  York  City,  May  18. 

27.  A meeting  of  the  MSSNY  delegation  to 
the  AMA,  on  May  19.  The  minutes  of  this 
meeting  were  mailed  to  all  concerned. 

28.  A meeting  of  the  board  of  directors  of 
the  New  York  State  Society  of  Anesthesiology, 
in  Queens,  on  the  evening  of  May  20.  Natu- 
rally, Title  19  was  the  main  subject  on  the 


agenda.  We  were  called  on  to  give  our  version 
of  the  present  situation.  The  anesthesiologists 
were  hospitable  and  kind  to  us. 

29.  The  cornerstone-laying  ceremony  of  the 
Central  New  York  Academy  of  Medicine,  in 
Utica,  on  the  morning  of  May  21.  This  event 
was  inspiring.  The  master  of  ceremonies  was 
Felix  Ottaviano.  Remarks  were  delivered  by 
the  local  congressman,  the  clergyman,  and  our 
president. 

30.  The  Medallion  Ball  of  the  Nassau 
County  Medical  Society,  at  the  Lido  Golf  and 
Country  Club,  Long  Island,  during  the  evening 
of  May  21.  We  flew  down  from  Utica  to  appear 
at  this  affair.  The  guest  of  honor  was  the 
president  of  Nassau  County;  he  was  awarded 
the  president’s  medal.  Your  executive  vice- 
president  acted  as  master  of  ceremonies,  and 
one  of  the  main  speakers  was  our  president. 

31.  The  general  session  of  the  Annual  Health 
Conference,  in  New  York  City  on  the  morning 
of  May  24. 

32.  A luncheon  of  the  Public  Health  Council 
of  the  State  of  New  York,  at  noon  on  May  24. 

33.  A dinner  tendered  by  the  Commissioner 
of  Health  of  the  State  of  New  York,  at  the 
Statler  Hotel  on  the  evening  of  May  24. 

34.  The  16th  annual  luncheon  meeting  of 
the  New  York  State  Public  Health  Association, 
at  the  Statler  Hotel,  in  New  York  City,  on 
May  25.  Norman  S.  Moore  was  presented 
with  the  Hermann  M.  Biggs  Memorial  Award 
for  Distinguished  Service  in  the  field  of  public 
health  in  New  York  State. 

35.  The  special  session  of  the  House  of 
Delegates  of  the  MSSNY,  in  New  York  City  on 
May  26. 

36.  The  eighth  commencement  exercises  of 
the  Albert  Einstein  College  of  Medicine  of 
Yeshiva  University,  in  the  Bronx  on  May  31. 
The  commencement  address  was  delivered  by 
Leo  M.  DavidofF,  M.D.,  professor  and  chair- 
man of  the  Department  of  Neurological  Sur- 
gery. The  subject  of  his  talk  was  “To  Give 
is  Not  Enough.” 

37.  The  regional  conference  of  the  Seventh 
and  Eighth  District  Branches,  in  Buffalo  on 
June  2.  The  subject  was  “The  Nuts  and  Bolts 
of  Medicare.” 

38.  A meeting  of  the  board  of  directors  of 
the  Empire  State  Medical,  Scientific  and  Edu- 
cational Foundation,  in  New  York  City  on  the 
afternoon  of  June  8.  Reports  of  various  scien- 
tific projects  were  presented.  This  was  one  of 
the  finest  meetings  of  this  group  that  we  have 
attended. 

It  was  announced  that  the  financial  condition 
of  the  Foundation  is  such  that  it  can  afford  to 
return  to  the  MSSNY  the  sum  of  $2,500  as  part 
amortization  of  the  original  loan  of  $10,000. 
This  leaves  a balance  of  only  $2,500. 

39.  A meeting  of  the  Commission  on  Public 
Health  and  Education,  in  Albany  on  June  15. 
This  conference  was  in  keeping  with  the  prec- 
edent established  by  the  late  James  Greenough. 
Again,  it  was  a very  fine,  informative  session, 
attended  by  most  of  the  chairmen  of  the  various 
committees  which  constitute  the  commission. 
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40.  A meeting  with  the  Commissioner  of 
Health  of  the  State  of  New  York,  to  discuss 
Title  19,  in  Albany,  during  the  late  afternoon 
of  June  15. 

41.  A meeting  of  the  Special  Committee 
and  the  Governor’s  Interdepartmental  Task 
Force,  to  discuss  physicians’  fees,  in  Albany, 
during  the  morning  of  June  16. 

42.  A special  meeting  of  the  Westchester 
County  Medical  Society,  in  White  Plains  on 
the  evening  of  June  21.  Waring  Willis,  Mr. 
Martin,  your  executive  vice-president,  and 
others  talked  about  Titles  18  and  19.  We  re- 
ceived a “royal  welcome.”  Westchester’s  hos- 
pitality was  superb. 

43.  A seminar  on  Medicare  Regulations, 
conducted  by  the  American  Medical  Associa- 
tion, in  Chicago  on  June  25. 

44.  The  115  annual  convention  of  the  Amer- 
ican Medical  Association,  in  Chicago,  June 
25  to  30.  A report  of  the  activities  of  the  New 
York  delegation  were  submitted  to  all  concerned. 

We  should  repeat  that  the  AMA  Board  of 
Trustees  recommended  an  increase  of  $25  in 
annual  dues,  from  $45  to  $70.  The  New  York 
delegation  spoke  against  this  at  the  reference 
committee  hearing,  and  voted,  as  a unit,  against 
the  reference  committee  report  to  approve  the  in- 
crease. The  final  vote  was  168  for  and  46  against. 

45.  A meeting  with  the  State  Commissioners 
of  Health  and  Social  Welfare  and  members  from 
the  Seventh  and  Eighth  District  Branches,  in 
Albany  on  July  8.  Again,  the  only  topic  dis- 
cussed was  Medicaid. 

46.  A conference  with  Walter  Wolman, 
Ph.D.,  secretary  of  the  AMA  Council  on  Mental 
Health,  in  New  York  City  on  July  12.  We 
talked  about  the  forthcoming  Conference  on 
Misuse  and  Abuse  of  Narcotics,  which  is  to  be 
held  in  New  York  City  during  the  early  part 
of  1967.  We  have  offered  to  cooperate  with 
the  AMA  in  this  endeavor. 

47.  The  annual  outing  of  the  Medical  So- 
cieties of  the  Countries  of  Oneida,  Herkimer, 
Madison,  and  Chenango,  in  Utica  on  July  14. 
Your  president  and  executive  vice-president 
talked  about  the  “State  of  the  MSSNY”  and 
later  conducted  a question-and-answer  period. 

48.  A meeting  called  by  Matthew  Brody, 
M.D.,  chairman  of  our  Committee  on  Mental 
Hygiene,  to  consult  with  officials  of  the 
United  States  government  concerning  an  ex- 
tension of  the  Kings  County  psychiatric  pro- 
gram for  general  practitioners  to  other  parts  of 
the  State,  in  Booklyn  on  July  27. 

49.  Your  executive  vice-president  attended 
the  swearing-in  ceremony  of  the  deputy  admin- 
istrator of  Health  Services  Administration  of 
the  City  of  New  York,  at  City  Hall  on  August  1. 

50.  The  annual  outing  of  the  medical  staff 
of  the  Arnot-Ogden  Memorial  Hospital,  at 
Keuka  Lake — near  Elmira — on  August  3.  Our 
president  was  also  present  at  this  yearly  event. 

51.  A meeting  with  our  legislative  consultant 
and  the  State  Commissioner  of  Health,  in 
Albany  on  August  25. 

52.  A meeting  of  the  AMA  Committee  on 
Quackery,  in  Chicago  on  September  7. 


53.  The  annual  meeting  of  the  Fifth  and 
Sixth  District  Branches  at  the  Thousand  Island 
Club,  Alexandria  Bay,  on  September  9 and  10. 

54.  A meeting  of  the  board  of  directors  of 
the  New  York  State  Association  of  Professions, 
in  New  York  City  on  September  12. 

55.  A meeting  of  the  Negotiating  Committee 
(now  the  Medical  Advisory  Committee)  at 
the  State  Department  of  Health  headquarters, 
in  Albany  on  September  16.  The  Commissioner 
of  Health  presided.  The  purpose  of  this  con- 
ference was  to  discuss  programs  to  be  presented 
to  the  new  State  Interdepartmental  Committee 
on  Health  Economics.  This  latter  committee 
has  been  assigned  to  the  job  started  by  the 
State  Interdepartmental  Task  Force,  which 
recommended  the  recently  announced  interim 
fee  schedule  for  physicians. 

56.  The  annual  fall  conference  of  the 
Woman’s  Auxiliary  to  the  MSSNY,  in  Buffalo 
on  September  18  and  19.  Your  executive  vice- 
president  talked  to  the  women  on  several  oc- 
casions, and  also  participated  in  a workshop 
discussion  of  Medicare-Medicaid. 

57.  Your  executive  vice-president  travelled 
to  Olean  to  address  the  members  of  the  Cat- 
taraugus County  Medical  Society  and  others, 
on  September  20.  Naturally,  he  discussed 
Medicaid. 

58.  Meetings  of  the  Executive  Committee 
and  Council,  in  Syracuse,  September  22  and  23. 
(During  the  period  that  we  have  been  associated 
closely  with  the  MSSNY,  these  meetings  have 
always  been  held  in  New  York  City.)  The 
presidents  and  executive  secretaries  of  county 
medical  societies  in  the  area  were  invited  to  be 
present  at  the  Council  meeting  to  see  it  “in 
action.” 

59.  The  1966  fall  conference  of  the  Woman’s 
Auxiliary  to  the  American  Medical  Association, 
in  Chicago  on  October  3.  Your  executive  vice- 
president  talked  about  “Title  19  in  the  State 
of  New  York.”  Other  speakers  were  Ellen 
Winston,  Ph.D.,  Commissioner,  Welfare  Ad- 
ministration, HEW;  Charles  Hudson,  M.D., 
president  of  the  American  Medical  Association; 
and  Howard  Hassard,  executive  director  of  the 
California  Medical  Association. 

60.  A meeting  of  the  AMA  Committee  on 
Quackery,  in  Chicago  on  October  5. 

61.  A seminar  on  Chiropractic  Legislation, 
sponsored  by  the  AMA  Committee  on  Quackery 
and  the  AMA  Department  of  Investigation,  in 
Chicago  on  October  6. 

62.  The  Third  National  Congress  on  Medical 
Quackery,  sponsored  by  the  AMA  and  the 
National  Health  Council,  in  Chicago  on  October 
7 and  8.  Your  executive  vice-president  was 
asked  to  summarize  the  day-and-a-half  meeting 
just  before  adjournment — “Quackery  in  Re- 
view.” 

63.  We  met  with  officers  of  the  Americana, 
in  New  York  City  on  October  11,  to  review  the 
1966  Convention  and  to  plan  for  the  one  in  1967. 

64.  We  travelled  to  Syracuse  to  attend  the 
funeral  services  for  Leo  E.  Gibson,  on  October 
12  and  13. 

65.  A dinner  preceding  the  inaugural  meet- 
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ing  of  the  Medical  Society  of  the  County  of 
Kings,  in  Brooklyn,  on  October  18.  Lawrence 
Ames,  M.D.,  the  president,  delivered  an  address. 

66.  A meeting  with  Walter  Wolman,  Ph.D., 
secretary  of  the  AMA  Council  on  Mental  Health 
in  New  York  City  on  October  24,  to  review  again 
the  plans  for  the  New  York  meeting  on  Narcotic 
Abuse. 

67.  The  President’s  Dinner  of  the  Medical 
Society  of  the  County  of  New  York,  in  Man- 
hattan on  October  27. 

68.  The  dinner-dance  in  honor  of  the  re- 
tiring president  of  the  Medical  Society  of  the 
County  of  Kings,  in  Brooklyn  on  October  29. 

69.  The  President’s  Dinner-Dance  of  the 
Bronx  County  Medical  Society,  in  The  Bronx 
on  November  5. 

70.  Your  executive  vice-president  was  in 
Montgomery,  Alabama,  on  November  8,  to 
talk  at  a special  session  of  the  “College  of 
Counsellors  and  House  of  Delegates.”  The 
subject  was  “The  New  York  Story  About 
Medicaid.”  About  350  physicians  attended. 
In  keeping  with  the  tradition  of  the  South,  we 


were  received  royally.  The  hospitality  was 
grand. 

Incidentally,  during  the  meeting,  the  Alabama 
dues  were  increased  from  $45  to  $70  per  year. 

ACKNOWLEDGMENTS.  As  we  have  done 
so  often,  we  express  our  gratitude  to  those  who 
have  contributed  much  to  the  Medical  Society 
and  who  have  made  possible  any  accomplish- 
ments that  have  occurred. 

Of  course,  we  refer  to  the  officers,  the  council- 
lors, the  trustees,  the  chairmen  and  members 
of  committees,  our  physicians  throughout  the 
State,  and  the  members  of  our  staff  whose  assist- 
ance and  dedication  have  been  of  such  great 
inestimable  value  to  us. 

We  are  grateful  for  the  fine  hospitality  that 
has  been  afforded  us  in  all  the  areas  of  the  State 
which  we  have  visited. 

Respectfully  submitted, 

Henry  I.  Fineberg,  M.D. 

Executive  Vice-President 
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1967  HOUSE  OF  DELEGATES 


Medical  Services 


Commission  on  Medical  Services 


To  the  House  of  Delegates,  Gentlemen: 

The  Commission  on  Medical  Services  consists 
of  the  chairman,  the  vice-chairman,  and  the 
following  committees  and  committee  chairmen: 

Economics:  Carl  R.  Ackerman,  M.D.,  and 
the  Subcommittee  on  Liaison  with  the  U.S. 
Veterans'  Administration:  Herbert  H.  Bauckus, 

M.D. 

Industrial  Health:  Harry  E.  Tebrock,  M.D. 
Medical  Care  Insurance:  Robert  W.  Hurd, 

M.D. 

Public  Medical  Care:  Charles  C.  Mangi,  M.D. 
Workmen’s  Compensation:  Carl  F.  Freese, 

M.D. 

The  various  committees  of  the  Commission 
have  had  a busy  year  as  then-  following  reports 

Economics 

To  The  House  of  Delegates,  Gentlemen: 

The  Economics  Committee  is  composed  of  the 
following: 

Carl  R.  Ackerman,  M.D.,  Chairman.  Bronx 


Adelaide  Romaine,  M.D New  York 

Gerald  L.  Glaser,  M.D Monroe 

Robert  E.  Westlake,  M.D Onondaga 

Wallace  M.  Sheridan,  M.D Westchester 

Ralph  E.  Isabella,  M.D Schenectady 

Jeff  J.  Coletti,  M.D Nassau 

Robert  G.  Hicks,  M.D New  York 


The  committee  has  held  three  meetings,  April 
27,  1966,  September  28,  1966,  and  November 
3,  1966. 

At  the  April  27,  1966,  meeting  the  following 
matters  were  considered: 

Resolutions  on  Relative  Value  Scale. 

The  committee  reviewed  the  following  resolu- 
tions: 66-5,  66-7,  66-8,  66-20,  66-22,  66-25, 

and  66-52. 

These  resolutions  dealt  with  implementation 
of  the  Relative  Value  Scale,  and  the  committee 
specifically  discussed  the  report  of  the  reference 
committee  regarding  these  resolutions:  “Re- 

solved, That  negotiating  committees  of  the 
Medical  Society  of  the  State  of  New  York  be 
urged  to  use  as  a guide  the  Relative  Value 
Scale  to  obtain  usual  and  customary  fees  in 
dealing  with  all  local,  State,  and  Federal  agen- 
cies.” It  was  pointed  out  that  at  the  last  House 
of  Delegates  meeting  there  were  two  groups  of 
resolutions  about  fees — one  for  a Relative  Value 


will  attest,  and  no  attempt  to  describe  then- 
activities  will  be  made  here. 

Many  of  the  committees  reported  their  ac- 
tivities directly  to  the  Council  during  the  year 
through  their  own  chairman.  In  other  in- 
stances the  chairman  of  the  Commission  relayed 
such  reports  to  the  Council,  pointing  out  then- 
high  lights  and  asking  for  appropriate  action  on 
the  reports. 

Sincere  thanks  are  due  to  all  committee 
chairmen  and  members  of  their  committees 
for  their  time  and  effort  spent  on  behalf  of  the 
Society. 

Respectfully  submitted, 

Walter  Scott  Walls,  M.D.,  Chairman 
George  Rehmi  Denton,  M.D.,  Vice-Chairman 


Scale  fixed  fee  schedule,  as  expressed  in  the 
reference  committee’s  substitute  resolution,  and 
the  other  group  expressing  the  desire  for  pay- 
ment of  fees  on  a “usual  and  customary”  basis. 
Since  the  House  of  Delegates  had  passed  favor- 
ably on  both  these  methods  of  payment,  there 
was  a general  discussion  as  to  whether  or  not 
they  were  compatible.  It  was  felt  that  the 
application  of  a State-wide  single  conversion 
factor  to  the  Relative  Value  Scale  would  not 
satisfy  the  “usual  and  customary”  approach  to 
payment  and  could  cause  inequities  and  sub- 
standard payments  to  some  physicians  in  some 
parts  of  the  State.  However,  if  the  conversion 
factor  were  established  at  local  levels  and  if  the 
dollar  value  so  established  was  at  a level  that 
would  reflect  the  “usual  and  customary”  fees 
of  the  community,  fair  fee  schedules  could 
be  achieved. 

Therefore  it  was  moved  that  the  committee 
recommend  that  local  groups  negotiate  with 
county  societies  to  arrive  at  a conversion  factor 
for  the  Relative  Value  Scale  to  obtain  “usual 
and  customary”  fees. 

Resolution  66-18.  “Change  in  Relative 
Value  Scale  for  Anesthesiologists ” — It  was  felt 
that  the  reference  committee  report  mandated 
revision  during  the  year  and  that  such  revision 
would  apply  to  all  phases  not  just  anesthesiol- 
ogy. It  was  decided  to  ask  for  further  instruc- 
tion from  the  Council  and  pose  the  following 
questions: 
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1.  Is  consideration  for  revision  of  the  Rela- 
tive Value  Scale  limited  to  anesthesia,  or  is  it 
open  to  all  aspects  of  the  schedule? 

2.  If  revision  is  to  be  considered  for  all  as- 
pects of  the  schedule,  shall  all  interested  groups, 
that  is,  county  medical  societies,  specialty 
groups,  and  so  on,  be  informed? 

3.  How  shall  negotiations  with  respondents 
be  carried  out — (a)  by  written  correspondence 
alone,  (6)  by  committee  meetings  and  hearings 
with  interested  parties,  (c)  or  both? 

4.  Will  adequate  technical  assistance,  both 
staff  and  phvsicians,  be  made  available  to  cope 
with  any  attempt  at  large  scale  revision? 

5.  Is  the  Medical  Economics  Committee 
without  additional  assistance  competent  to 
handle  this  problem? 

6.  Shall  the  committee,  at  this  time,  at- 
tempt to  determine  the  scope  of  the  problem  by 
a letter  of  inquiry  to  interested  parties? 

The  chairman  appeared  before  the  Council 
and  requested  a letter  of  inquiry  be  sent  out  to 
all  county  medical  societies  and  specialty 
groups  to  determine  the  scope  of  the  problem 
in  order  to  evaluate  what  amount  of  staffing 
would  be  required,  depending  on  the  response. 

The  Council  approved  the  request  and  letters 
were  sent  by  the  chairman  on  July  14,  1966, 
to  61  county  society  presidents,  21  county 
society  executive  directors,  and  18  specialty 
groups,  including  90  chapters. 

The  committee  was  impressed  with  the  large 
number  of  organizations  wishing  to  be  heard, 
and  came  to  the  conclusion  that  the  scope  of 
study  statistically  to  revise  the  Relative  Value 
Scale  would  be  great.  Any  committee  holding 
such  hearings  should  be  objective  and  broadly 
representative  of  the  multiple  aspects  of  medical 
practice. 

The  committee  realizes  its  responsibility  is 
great  since  its  recommendations,  if  adopted, 
would  determine  the  distribution  of  the  medical 
service  dollar  among  many  types  of  practi- 
tioners. Such  a committee  would  require 
technical  skills  of  a statistical  nature  to  deter- 
mine the  effects  of  the  cost  of  medical  care  re- 
sulting from  a revision. 

The  committee  realizes  that  a revision  of  the 
Scale  would  entail  considerable  expense  and  it 
understood  that  the  California  Medical  As- 
sociation had  spent  approximately  $100,000 
for  the  original  study,  and  spends  $5,000  to 
$10,000  annually  in  its  revision. 

This  information  was  presented  to  the  Council 
by  your  chairman  at  the  November  17,  1966, 
meeting. 

Resolutions  on  Payments  to  Physicians. 

The  committee  discussed  resolutions  66-13, 
66-19, 66-28,  66-29,  66-30,  66-31,  66-57,  66-61, 
and  66-63,  concerning  physicians  and  their 
payment  by  Blue  Cross  and  Blue  Shield. 

It  is  the  committee’s  feeling  that  because  of 
the  complexity  of  the  problem  and  also  be- 
cause it  was  referred  to  an  ad  hoc  committee 
by  the  House  of  Delegates  and  to  the  Com- 
mission on  Standards  of  Medical  Care  by  the 
Council,  we  should  await  clarification  from  the 
Council  as  to  the  committee’s  role. 


Your  chairman  was  advised  that  the  president 
of  the  State  Society  asked  the  Economics  Com- 
mittee to  pursue  this  and  bring  back  informa- 
tion to  the  Council  at  a later  date. 

On  July  14,  1966,  the  chairman  sent  letters 
to  insurance  companies,  executive  directors  and 
presidents  of  Blue  Shield  and  Blue  Cross  Plans, 
the  Hospital  Association  of  New  York  State, 
the  Superintendent  of  Insurance,  the  Attorney 
General  and  legal  counsel,  calling  attention  to 
the  essence  of  the  resolutions: 

Resolved,  That  the  appropriate  officers 
and  committees  of  the  Medical  Society  of  the 
State  of  New  York  immediately  undertake 
negotiations  with  New  York  State  Blue  Cross 
Plans,  Blue  Shield  Plans,  the  New  York  State 
Hospital  Association,  the  Commissioner  of 
Insurance  of  the  State  of  New  York,  and  such 
others  as  are  deemed  desirable,  to  attempt 
to  effect  a transfer  of  hospital -based  physi- 
cians’ fees  for  professional  services  from  Blue 
Cross  Plans  and  other  hospitalization  plans 
to  Blue  Shield  and  other  medical  service 
plans. 

Replies  have  been  received  from  the  Hon. 
Henry  Root  Stern,  Jr.,  Superintendent  of 
Insurance;  Charles  M.  Royle,  executive  vice- 
president,  Hospital  Association  of  New  York 
State,  Inc.;  Mr.  Harold  Howell,  chairman  of 
the  New  York  State  Conference  of  Blue  Cross 
and  Blue  Shield  Plans,  and  Mr.  Emery  G. 
Bullis,  assistant  director  of  the  Health  In- 
surance Council. 

From  the  responses  received,  it  is  fair  to  say 
that  several  shades  of  attitude  are  apparent: 
(1)  Out-right  resistance;  (2)  a willingness  to 
consider  the  proposal  and  explore  the  defects; 
(3)  a statement  of  principle  that  the  pattern 
of  payment  should  reflect  and  respond  to  the 
pattern  of  hospital  and  physicians’  charges,  as 
they  exist. 

Dependents’  Medical  Care.  As  author- 
ized by  the  Committee  on  Medical  Economics 
and  the  Council,  Dr.  Ackerman  and  Mr.  George 
P.  Farrell  met  with  Brigadier  General  Norman 
E.  Peatfield,  MC,  executive  director,  and  Lt. 
Colonel  William  R.  Bunge,  MC,  assistant 
director,  Professional  Division,  Office  for  De- 
pendents’ Medical  Care,  on  October  14,  1966, 
and  discussed: 

1.  Fees  for  “outpatient”  care  under  the 
expanded  program  for  Dependents’  Medical 
Care,  effective  October  1, 1966; 

2.  Increase  in  present  “Schedule  of  Al- 
lowances.” 

In  discussing  the  approach  of  arriving  at 
payment  for  physicians’  services,  it  was  mu- 
tually agreed  that  the  concept  of  “usual,  cus- 
tomary, and  reasonable”  charges  be  used  in 
submitting  claims  for  these  services. 

It  was  mutually  understood  and  agreed  that 
no  “Schedule  of  Allowances”  would  be  pub- 
lished. Cases  which  require  arbitration  would 
be  referred  to  the  Economics  Committee  for 
consideration  and  determination.  This  new 
program  would  increase  payment  on  an  average, 
for  medical  services,  by  approximately  25  per 
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cent.  The  present  contract  was  extended  from 
August  1,  1966,  to  January  31,  1967,  due  to  the 
changes  recommended  by  the  Economics  Com- 
mittee. 

Y our  chairman  and  members  of  the  committee 
reviewed  approximately  100  Medicare  claims 
which  required  special  consideration  and  recom- 
mendations to  the  Office  for  Dependents’  Medi- 
cal Care  for  authorization.  The  recommenda- 
tions of  your  committee  were  approved  by  the 
Office  for  Dependents’  Medical  Care  without 
exception.  Your  committee  and  Mr.  Farrell, 
administrative  officer,  have  experienced  fine 
cooperation  from  Colonel  William  H.  Hayes, 
contracting  officer,  and  his  staff. 

Daniel  Tausig,  M.D.,  representing  the  New 
York  State  Society  of  Anesthesiologists  Inc., 
appeared  at  the  November  3,  1966,  meeting 


Public  Medical  Care 

To  the  House  of  Delegates,  Gentlemen: 

The  Public  Medical  Care  Committee  is 
composed  of  the  following: 

Charles  C.  Mangi,  M.D.,  Chairman . . . Queens 
Albert  F.  R.  Andresen,  Jr.,  M.D. . Westchester 

I.  Jay  Brightman,  M.D Albany 

Arthur  H.  Mulligan,  M.D Herkimer 

Philip  R.  Roen,  M.D New  York 

Robert  Schwinger,  M.D Queens 

Milton  B.  Spiegel,  M.D Brooklyn 

The  committee  has  held  three  meetings — 
April  28,  1966,  June  4,  1966,  and  September  28, 
1966. 

Resolution  66-3.  At  the  April  28,  1966, 
meeting  the  committee  considered  resolution 
66-3,  amended  and  adopted  by  the  House  of 
Delegates,  as  follows: 

(a)  That  all  county  societies  shall  encourage 
local  welfare  agencies  to  use  the  prior  authoriza- 
tion card,  as  practiced  in  six  counties  of  the 
State;  and 

(b)  That,  at  the  earliest  possible  time,  the 
State  Department  of  Social  Welfare  be  requested 
to  “raise  the  existing  allowances  in  each  area  to 
parallel  more  closely  physicians’  usual  and 
customary  fees”  and  to  “take  steps  to  eliminate 
economic  punitive  action  against  a physician 
or  hospital  simply  because  a welfare  patient  has 
failed  to  identify  himself  as  such.” 

Regarding  part  (a)  of  the  amended  resolution, 
the  committee  voted  unanimously  that  “All 
county  societies  should  encourage  local  welfare 
agencies  to  dispense  with  prior  authorization 
card  and  initiate  the  program  now  in  practice 
in  six  counties  under  the  pilot  program.” 

Regarding  part  ( b ) of  the  amended  resolution, 
“raising  the  existing  allowances  in  each  area  to 
parallel  more  closely  physicians’  usual  and 
customary  fees,”  the  committee  reviewed  the 
work  which  had  been  done  in  the  past  regarding 
the  revision  of  fees  in  Book  V of  the  Department 
of  Social  Welfare.  It  had  been  agreed  that 


and  informed  the  committee  that  the  combina- 
tion of  “Procedure  plus  Time”  basis  would  be 
acceptable. 

Acknowledgments.  Your  chairman  wishes 
to  express  appreciation  to  the  members  of  the 
committee  for  attendance  at  meetings  and  the 
splendid  cooperation  achieved  in  dealing  with 
rather  complicated  and  detailed  matters  re- 
ferred to  the  committee.  The  chairman  also 
wishes  to  thank  Mr.  George  P.  Farrell  and  his 
staff  for  their  fine  cooperation  in  gathering  and 
tabulating  the  information  supplied  the  com- 
mittee. His  advice  and  guidance  was  of  great 
help  to  the  committee. 

Respectfully  submitted, 

Carl  R.  Ackerman,  M.D.,  Chairman 


standard  coding  and  nomenclature  be  adopted. 
It  was  brought  to  the  attention  of  the  committee 
that  this  matter  was  under  discussion  by  the 
Interdepartmental  Task  Force  on  Medical 
Fees  Committee,  William  L.  Wheeler,  Jr., 
M.D.,  chairman  of  the  State  Medical  Society 
advisory  committee,  and  the  Task  Force  of  the 
Division  of  the  Budget,  Mr.  Donald  Axelrod, 
chairman. 

The  committee  considered  a complaint  re- 
garding payment  for  psychiatric  examination 
for  disability  determination  requested  by  the 
Department  of  Social  Welfare. 

After  reviewing  the  file,  the  committee  recom- 
mended a letter  be  sent  to  the  chief  medical 
consultant  of  the  Department  of  Social  Welfare 
stating  that  perhaps  special  consideration  should 
be  given  to  individual  cases  under  extenuating 
circumstances. 

Carriers  Under  Title  18.  At  the  special 
meeting,  June  4,  1966,  carriers  under  Title  18, 
Part  B of  Public  Law  89-97,  were  present  and 
reports  regarding  the  method  of  payment  of  fees 
and  utilization  control  under  the  program  were 
presented,  as  follows: 

united  medical  service — Mr.  Carmine  Ami- 
ratti,  vice-president  and  secretary: 

1.  Fees — Will  use  the  criteria  established  by 
the  Social  Security  Administration  which  takes 
into  consideration  prevailing  charges  for  an 
area  (geographic  and  population-wise).  The 
generalist  and  the  specialist  will  be  considered 
and  the  Relative  Value  Scale  of  the  State  and 
local  medical  societies  will  be  consulted. 

2.  Utilization — Regulations  already  set  forth 
are  being  studied.  New  York  area  will  use 
existing  review  committees  and  representatives 
of  specialty  societies  and  American  Academy  of 
General  Practice.  A liaison  will  be  established 
between  these  groups  and  the  medical  societies. 
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METROPOLITAN  LIFE  INSURANCE  COMPANY 

Mr.  James  F.  Tenny,  administrative  assistant, 
Medical  Department: 

1.  Fees — Using  guide  lines  set  up  by  the 

F ederal  government — unscheduled  program 

similar  to  commercial  but  generally  not  fixed. 
We  generally  have  a review  of  fees.  We  keep  a 
continuing  file  on  every  doctor  who  has  a claim 
with  us.  We  intend  to  follow  our  usual  custom 
of  investigating  charges  by  comparing  them  with 
charges  by  the  same  doctors  in  the  past.  We 
will  adjudicate  fees  with  the  State  Medical 
Society,  if  necessary.  We  intend  to  use  the 
Relative  Value  Scale  of  both  New  York  and 
California.  We  will  outline  our  entire  program 
to  presidents  of  county  medical  societies  next 
Wednesday  in  Utica. 

2.  Utilization — We  will  try  to  resolve  any 
differences  with  the  physicians  before  going  to  a 
county  society  review  committee. 

BLUE  SHIELD  OF  WESTERN  NEW  YORK Mr. 

Joseph  Kerrigan,  executive  vice-president: 

1.  Fees — Will  use  the  Relative  Value  Scale — 
will  expand  procedures.  The  conversion  figures 
are  as  follows:  $5.00  for  surgical  procedures, 
$6.00  for  anesthesia,  $7.00  for  medicine,  $6.00 
for  radiation  therapy,  and  so  forth,  and  next 
week  we  will  be  able  to  decide  on  the  laboratory 
fee  conversion. 

2.  Utilization — We  will  use  a medical  ad- 
judication committee  within  the  control  of  the 
doctors  and  a professional  practice  committee 
for  overutilization.  Specialist  groups  are  in- 
cluded. We  will  use  county  medical  societies. 
Relative  Value  Scale  will  be  used  for  home  and 
office  visits. 

GENESEE  VALLEY  MEDICAL  CARE Mr.  Donald 

R.  Robertson,  executive  director: 

1.  Fees — We  have  a fixed  fee  schedule  which 
includes  surgery,  anesthesia,  radiation  therapy, 
in-hospital  medical  care,  and  so  forth.  Income 
limit  of  $8,600  on  contract.  Physicians  accept 
assignments  and  bill  carriers,  direct.  We  pay 
98  per  cent  of  physicians’  charges. 

2.  Utilization — We  have  two  committees — 
Schedule  Review  Committee  (24  physicians) 
and  Medical  Advisory  Committee  (24  physi- 
cians) . 

group  health  insurance — George  Melchior, 
M.D.,  president: 

1.  Fees — We  will  use  a profile  taken  from  a 
fifteen-months’  study  of  individual  physicians’ 
charges.  The  prevailing  fee  will  be  the  average, 
which  includes  82  to  84  per  cent  of  physicians’ 
charges,  monthly  or  quarterly.  Specialists 
will  be  recognized.  We  have  a liaison  with 
Queens  County  Medical  Society  and  any  ques- 
tions will  be  resolved  with  them.  We  have  no 
fixed  schedule. 

2.  Utilization — A formal  utilization  com- 
mittee is  established  with  GHI  and  Queens 
County  Medical  Society  with  a subcommittee 
for  overutilization. 

The  committee  recommended  that  a compila- 
tion of  Part  B carriers’  activities  be  published 


in  the  New  York  State  Journal  of  Medi- 
cine. 

Medical  Assistance  Under  Title  19.  The 

primary  purpose  of  the  September  28,  1966, 
meeting  was  to  discuss  the  Medical  Assistance 
program  under  Title  19. 

The  chairman  outlined  the  qualifications  re- 
quired under  Title  19  for  general  practitioners 
to  participate  as  established  by  the  Welfare 
Department  in  New  York  City,  as  follows: 

1.  Hold  appointments  at  hospitals  approved 
for  internship  training; 

2.  Members  of  the  American  Academy  of 
General  Practice; 

3.  Or  have  completed  100  hours  of  post- 
graduate medical  education  in  the  last  five  years; 

4.  Or  declare  their  intention  to  complete  40 
hours  of  postgraduate  education  by  April  1, 
1967. 

It  was  pointed  out  that  there  are  between 
four  and  five  thousand  doctors  who  do  not  have 
hospital  appointment — mainly  because  it  is  not 
available  to  them;  therefore,  the  above  qualifi- 
cations would  not  permit  them  to  treat  patients 
under  “Medicaid”  Title  (19). 

George  Himler,  M.D.,  chairman,  Advisory 
Committee  to  the  New  York  State  Interde- 
partmental Committee  on  Health  Economics, 
presented  a detailed  outline  of  negotiations  with 
the  New  York  State  Board  of  Welfare,  New 
York  City  Department  of  Welfare,  and  action 
by  the  Coordinating  Council,  regarding  the 
understanding  agreed  on  of  the  acceptance  of 
these  qualifications  by  the  representatives  of 
the  Medical  Society  of  the  State  of  New  York 
and  the  Coordinating  Council.  He  also  pointed 
out  whatever  qualifications  are  required  of 
physicians  to  participate  in  Title  19  programs 
are  established  by  law  at  the  State  level  by  the 
State  Health  Department  and  not  by  the  local 
welfare  agencies. 

The  members  of  the  committee  felt  they  would 
have  no  objections  to  the  qualifications  of 
specialists  such  as  these  proposed  in  the  medical 
plan  of  the  City  of  New  York,  provided  the 
additional  qualification  of  the  recognition  of 
the  “S”  rating  under  Workmen’s  Compensation 
would  be  added.  The  Workmen’s  Compensa- 
tion Board  regulations  also  have  qualifications 
for  doctors,  but  no  doctor  who  is  licensed  to 
practice  in  the  State  of  New  York  is  denied  the 
privilege  of  taking  care  of  patients.  Any  doctor 
who  is  licensed  to  practice  in  the  State  of  New 
York  may  obtain  a rating  from  the  Workmen’s 
Compensation  Board. 

Acknowledgments.  Your  chairman  wishes 
to  express  his  appreciation  to  the  members  of 
his  committee  for  their  attendance  at  meetings 
and  the  efficient  assistance  provided  by  Mr. 
George  P.  Farrell,  his  secretary,  Clementine  S. 
Thompson,  and  the  members  of  his  staff. 
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Charles  C.  Mangi,  M.D.,  Chairman 
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Medical  Care  Insurance 


To  The  House  of  Delegates,  Gentlemen: 

The  Medical  Care  Insurance  Committee  is 
composed  of  the  following: 

Robert  W.  Hurd,  M.D.,  Chairman.  . .Oneida 


Lucius  H.  Bugbee,  M.D Chautauqua 

Robert  D.  Fairchild,  M.D Onondaga 

Francis  J.  Loperfido,  M.D Bronx 

John  D.  Naples,  M.D Erie 

Harry  John  Mellen,  M.D Albany 

Philip  M.  Standish,  M.D Ontario 


The  committee  considered  resolution  66-89 
at  its  May  5,  1966,  meeting,  “Criticism  of 
Changes  in  Associated  Hospital  Service  By- 
laws,” as  amended  by  the  House  of  Delegates, 
as  follows: 

Whereas,  In  compliance  with  this  law, 
Associated  Hospital  Service  has  arbitrarily 
reduced  positions  for  practicing  physicians 
from  six  to  one  among  the  35  voting  mem- 
bers; 

and  the  committee  further  recommends  that 
the  first  resolved  be  amended  to  read: 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  consider  that  the  changes 
in  the  bylaws  of  Associated  Hospital  Service, 
which  include  reduction  of  the  number  of 
practicing  physician  voting  members,  recom- 
mended by  county  medical  societies,  from 
six  to  one,  and  the  deletion  of  the  requirement 
that  six  directors  be  physicians  are  not  in 
the  public  interest. 

The  Medical  Care  Insurance  Committee  re- 
viewed the  structure  of  representation  of  the 
Associated  Hospital  Service  of  New  York  and 
the  new  provisions  of  the  State  law  regarding 
the  composition  of  boards  of  directors  under 
Blue  Cross  Plans,  and  noted  that  not  more 
than  one  third  of  the  board  of  directors  “shall 
be  persons  who  are  licensed  to  practice  medicine 
in  this  State”  other  than  physicians  employed 
on  a full-time  basis.  The  present  board  of 
directors  consists  of  seven  doctors  of  medicine. 
It  was  unanimously  approved  by  the  com- 
mittee that: 

“After  study  of  this  resolution,  this  com- 
mittee feels  that  the  Associated  Hospital 
Service  of  New  York  has  complied  with  the 
law  as  well  as  can  be  expected  in  the  division 
of  doctors  as  representative  of  the  various 
branches  of  medicine  and  therefore  no  action 
should  be  taken.” 

The  committee  considered  a resolution  sub- 
mitted by  the  Medical  Society  of  the  County 
of  Chautauqua,  as  follows: 

When  a physician  is  employed  directly  on 
the  behalf  of  a third  party  for  the  practice 
of  medicine,  as  they  are  in  the  instance  of 
Blue  Shield,  the  conditions  and  commitments 
required  of  the  participating  physician  are 
the  concern  of  that  physician  or  his  represen- 
tative, in  this  case  the  county  medical  society. 


Whereas,  Blue  Shield  here  in  Chautauqua 
County  was  conceived  for  medical  indigents; 
and 

Whereas,  its  benefits  were  extended  and 
revised  without  consulting  the  sponsoring 
medical  society;  and 

Whereas,  Blue  Shield  has  denied  the 
advice  and  guidance  of  the  Chautauqua 
County  Medical  Society  on  medical  policy 
and  on  the  composition  of  boards  and  com- 
mittees for  at  least  the  past  six  years;  now 
therefore  be  it  hereby 

Resolved,  that  the  Chautauqua  County 
Medical  Society  withdraw  as  the  sponsoring 
and  approving  medical  society  for  the  Chau- 
tauqua Regional  Medical  Service,  Inc. 

The  chairman  of  the  committee  extended  an 
invitation  to  Peter  C.  Meister,  M.D.,  president 
of  the  Chautauqua  County  Medical  Society, 
and  C.  Otto  Lindbeck,  M.D.,  president  of  the 
Chautauqua  Regional  Medical  Service,  Inc., 
to  appear  before  the  committee  to  discuss  the 
resolution.  Dr.  Lindbeck  and  Mr.  Edward 
Johnson  of  Chautauqua  Regional  Medical 
Service,  Inc.,  brought  valuable  information 
to  the  committee,  and  also  Lucius  H.  Bugbee. 
Jr.,  M.D.,  a member  of  the  committee,  supplied 
the  committee  with  considerable  information, 
No  representative  appeared  for  the  Chautauqua 
County  Medical  Society. 

The  committee  discussed  at  considerable 
length  the  problems  involved  between  the  plan 
and  the  county  medical  society  and  reviewed  tha 
principles  recommended  by  the  committee  at 
its  September  11,  1964,  meeting,  and  adopted 
by  the  House  of  Delegates  to  be  used  as  a guide 
when  differences  occur  between  a Blue  Shield 
Plan  and  a county  medical  society,  as  follows: 

1.  Blue  Shield  Plans  should  strive  for  ever- 
improving  professional  relations  with  participat- 
ing physicians. 

2.  Blue  Shield  Plans  in  considering  a change 
in  policy,  contracts,  or  fee  schedules,  should 
consult  with  their  participating  physicians 
through  local  county  medical  societies. 

3.  Basing  the  fee  schedule  on  a relative 
value  index,  known  as  P.S.I.,  is  approved  prac- 
tice. 

4.  Blue  Shield  Plans  should  aid  in  the  matter 
of  determining  sadary  level  of  the  subscriber 
when  requested  by  the  physician. 

5.  In  disputes  between  Blue  Shield  Plans 
and  participating  physicians,  every  effort 
should  be  made  by  both  sides  to  avoid  publicity. 

6.  When  differences  of  opinion  occur  be- 
tween the  Blue  Shield  Plan  and  its  participating 
physicians,  we  recommend  that  the  Medical 
Care  Insurance  Committee  be  consulted  to 
help  resolve  these  differences. 

A motion  was  unanimously  approved  that: 
“Whereas,  considering  all  the  facts  presented 
by  both  sides  of  the  question  including  the 
resolution  presented  to  the  committee,  after 
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due  consideration  and  study  it  is  felt  there  is 
merit  in  the  presentation  but  that  local  factors 
have  not  been  thoroughly  investigated  or  ex- 
hausted. It  is  the  feeling  of  the  committee 
that  the  matter  should  be  returned  to  the  local 
level  for  a definite  reappraisal  of  the  problem 
and  solution  to  referendum.” 

On  May  6,  1966,  a letter  was  sent  to  Dr. 
Meister  informing  him  of  the  above  motion 
and  asking  to  have  the  county  medical  society 
reappraise  the  problem. 

On  October  25,  1966,  an  inquiry  was  sent  to 
him  asking  what  action  had  been  taken  by  the 
county  society,  and  no  reply  had  been  received 
as  of  November  17, 1966. 

Approval  of  Plans.  The  committee  recom- 


Workmen’s Compensation 

To  the  House  of  Delegates,  Gentlemen: 

The  following  is  the  report  of  the  Council 
Committee  on  Workmen’s  Compensation  and  of 
the  Division  on  Workmen’s  Compensation. 

The  committee  consists  of  the  following  mem- 


bers: 

Carl  F.  Freese,  M.D.,  Chairman Nassau 

Albert  M.  Schwartz,  M.D New  York 

Frederic  W.  Holcomb,  Jr.,  M.D Ulster 

Wyllys  A.  Dunham,  M.D Schenectady 

Robert  B.  Bryant,  M.D Onondaga 

Thomas  M.  Flanagan,  M.D Chenango 

Robert  E.  Wolf,  M.D Monroe 

Avrom  E.  Greenberg,  M.D Erie 

Warren  W.  Leeds,  M.D Westchester 

Robert  Katz,  M.D.,  Director Kings 


Fee  schedule.  Having  concluded  its  de- 
liberations on  the  revision  of  the  workmen’s 
compensation  fee  schedule  late  in  1965,  the 
committee  met  only  twice  during  the  period 
covered  by  this  report  to  consider  matters 
presented  to  it  by  members  and  other  groups 
interested  in  workmen’s  compensation. 

The  committee  reaffirmed  its  position  with 
regard  to  its  recommendations  on  certain  items 
in  the  revision  which  were  brought  to  its  atten- 
tion regarding  the  sections  on  ophthalmology, 
neurosurgery,  and  orthopedics,  and  found  no  in- 
dication to  change  the  conclusions  previously 
reached. 

The  new  workmen’s  compensation  fee  sched- 
ule went  into  effect  on  July  1,  1966.  The  sched- 
ule promulgated  by  the  Chairman  of  the  Work- 
men’s Compensation  Board,  in  accordance  with 
the  provisions  of  Section  13-a  of  the  Workmen’s 
Compensation  Law  and  filed  with  the  Secretary 
of  State  of  the  State  of  New  York,  represents  a 
list  of  minimum  fees  for  medical  and  surgical 
services  and  is  applicable  to  all  new  and  reopened 
cases  on  its  date  of  promulgation  and  to  all  cases 
regardless  of  date  of  accident  one  year  there- 


mends approval  of  the  following  Blue  Shield 
Plans:  United  Medical  Service,  Inc.,  New  York 
City;  Blue  Shield  of  Western  New  York,  Inc., 
Buffalo;  Genesee  Valley  Medical  Care,  Inc., 
Rochester;  Blue  Shield  of  Northeastern  New 
York,  Inc.,  Albany;  Central  New  York  Medical 
Plan,  Inc.,  Syracuse;  Medical  and  Surgical 
Care,  Inc.,  Utica;  Chautauqua  Regional  Medical 
Service,  Inc.,  Jamestown. 

Acknowledgments.  Your  chairman  wishes 
to  express  appreciation  to  members  of  the  com- 
mittee for  their  cooperation  and  to  Mr.  George 
P.  Farrell  for  his  assistance  and  guidance. 

Respectfully  submitted, 

Robert  W.  Hurd,  M.D.,  Chairman 


after.  The  latter  provision  fulfills  a resolution 
of  the  1961  House  of  Delegates,  resolution  61-51. 

The  new  schedule  calls  for  fees  30  per  cent  or 
more  higher  for  initial  and  subsequent  visits  and 
for  a 15  per  cent  increase  in  almost  all  other 
scheduled  items  in  the  fee  schedule  with  very  few 
exceptions. 

It  should  be  clearly  understood  that  the  fees 
contained  in  this  schedule  are  minimum  fees  and 
by  no  means  reflect  the  usual,  customary,  or  pre- 
vailing rates  in  this  State.  The  committee  will 
continue  to  study  its  fee  structure  in  order  to 
bring  it  in  fine  with  other  methods  of  payment 
for  medical  services  in  our  State. 

Legislation.  Two  amendments  to  the  Work- 
men’s Compensation  Law  originated  with  this 
committee  and  were  supported  through  the 
Legislature  by  our  representatives  in  Albany. 
Chapter  186  of  the  Laws  of  1966  amends  Sec- 
tion 13-a  (5)  and  exempts  specialist  consulta- 
tions, surgical  operations,  physiotherapeutic 
procedures,  and  x-ray  examinations  below 
$35,  and  special  diagnostic  laboratory  tests 
below  $15,  from  the  requirement  for  prior 
authorization. 

An  amendment  to  Section  13-g(4)  Chapter 
207,  Laws  of  1966,  sets  the  stipend  for  physi- 
cians acting  on  arbitration  panels  at  $50.  The 
committee  recommended  to  defer  action  aimed 
at  amending  the  Workmen’s  Compensation  Law 
providing  for  partial  disability  for  silicosis  and 
other  dust  diseases  of  occupational  origin  pend- 
ing detailed  study  and  investigation  similar  to 
that  previously  authorized  by  Legislature  Reso- 
lution 216  of  1965. 

An  amendment  to  the  Disability  Benefits  por- 
tion of  the  law  was  enacted  over  the  opposition 
of  the  Medical  Society,  submitted  on  recom- 
mendation of  this  committee,  enabling  certifica- 
tion of  patients  for  disability  benefits  by  certain 
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faith  healers.  The  committee  will  study  the  im- 
plication of  this  legislation  in  light  of  possible  rec- 
ommendations for  further  legislative  action. 

Education.  The  News  of  New  York  was 
supplied  with  items  of  current  interest  to 
physicians  on  the  subject  of  workmen’s  com- 
pensation, dealing  with  such  matters  as  the 
fee  schedule,  the  physician’s  obligations  to 
his  patient,  the  Workmen’s  Compensation 
Board  and  the  carrier,  and  the  procedure  re- 
lating to  partial  payment  of  bills  and  the  re- 
maining unpaid  balance. 

The  director  was  invited  to  be  a guest  lecturer 
at  two  symposia  of  the  American  Management 
Association  entitled  “Operating  the  Modern 
Medical  Department,”  and  the  “Functions  and 
Responsibilities  of  the  Industrial  Nurse.”  In 
both  instances  a large  audience  was  present, 
representing  industry  throughout  the  United 
States  and  Canada.  He  also  spoke  before  the 
Chenango  County  Medical  Society  and  the 
medical  staff  of  a major  insurance  carrier  on  sub- 
jects pertaining  to  the  handling  of  workmen’s 
compensation  cases,  with  stress  on  administra- 
tive problems  and  the  importance  of  maintaining 
a high  quality  of  medical  care. 

Meetings  and  Liaison.  The  chairman  and 
the  director  attended  numerous  meetings  of  the 
Workmen’s  Compensation  Board’s  Advisory 
Committee  for  the  Medical  Fee  Schedule  and 
Allied  Problems.  These  meetings  were  held 
more  frequently  during  the  past  year  than  here- 
tofore because  of  the  urgency  of  the  revision  of 
the  fee  schedule  and  to  submit  the  recommenda- 
tions of  the  Advisory  Committee  to  the  Chair- 
man of  the  Workmen’s  Compensation  Board. 
Many  groups  requested  permission  to  appear 
before  the  Advisory  Committee  to  present  then- 
views.  Among  them  were  representatives  from 
the  New  York  State  Society  of  Osteopathy,  the 
podiatrists,  the  New  York  State  Society  of  In- 
ternal Medicine,  representatives  of  the  New 
York  State  Society  of  Physical  Therapists,  and 
representatives  of  the  New  York  State  Interde- 
partmental Task  Force  on  the  medical  fee  sched- 
ule, organized  to  advise  the  New  York  State 
Director  of  the  Budget. 

In  addition  to  problems  connected  with  the  re- 
vision of  the  fee  schedule,  the  Advisory  Com- 
mittee concerned  itself  with  such  matters  as  the 
feasibility  of  the  promulgation  of  a dental  fee 
schedule,  the  designation  by  a referee  of  a carrier 
to  act  as  an  intermediary  in  the  settlement  of 
medical  bills  where  the  question  of  apportion- 
ment between  various  carriei-s  remains  un- 
settled, the  status  of  the  full-time  director  of  the 
department  of  physical  medicine  and  rehabilita- 
tion at  a hospital  center  in  relation  to  the  treat- 
ment of  compensation  cases,  the  status  of  other 
full-time  specialists  on  hospital  staffs  with  re- 


gard to  compensation  cases  (radiologists,  direc- 
tors of  surgery,  and  so  forth),  uniform  coding 
and  nomenclature,  the  billing  by  medical  groups 
and  partnerships  of  doctors,  the  necessity  for 
serving  a subpoena  to  appear  before  a referee  of 
the  Workmen’s  Compensation  Board,  the  impli- 
cation of  Medical  Rule  9 on  the  practice  of  li- 
censed physical  therapists,  and  the  rights  of  an 
authorized  physician  to  refuse  to  treat  compen- 
sation cases  and  to  refer  them  to  other  physi- 
cians of  like  competence. 

The  director  attended  the  meetings  of  the 
American  Academy  of  Compensation  Medicine, 
the  annual  meeting  of  the  American  Medical 
Association,  and  numerous  meetings  with 
officials  of  the  Workmen’s  Compensation  Board, 
representatives  of  the  insurance  industry,  labor, 
management,  and  other  governmental  agencies. 
He  also  attended  the  regional  conference  in 
Westchester  County  and  several  meetings  of  the 
State  Budget  Director’s  Task  Force  on  medical 
fees. 

Arbitrations.  Disputed  bills  for  medical 
services  rendered  by  physicians  were  settled 
by  arbitration  and  by  direct  negotiation.  A 
total  of  113  arbitration  sessions  were  held 
throughout  the  State;  82  were  in  the  New  York 
City  area.  The  director,  who  attended  most 
of  them,  assisted  the  numerous  physicians 
appearing  on  their  own  behalf  and  the  physi- 
cians appointed  to  act  as  arbitrators  by  the 
president  of  their  county  medical  society.  A 
total  of  2,515  cases  were  submitted  for  arbitra- 
tion including  bills  adding  up  to  $326,827.62. 
Postponements  delayed  the  settlement  of  332 
cases;  1,586  cases  were  settled  by  arbitration; 
597  were  settled  without  hearing,  and  50  cases 
were  settled  by  direct  negotiation  with  the 
assistance  of  the  Bureau  of  Workmen’s  Com- 
pensation. 

It  should  be  noted  that  there  has  been  an  in- 
crease in  the  number  of  cases  as  well  as  in  the 
number  of  sessions  of  anywhere  from  12  to  15  per 
cent.  Further  increases  in  this  number  may  be 
anticipated  because  of  the  change  in  attitude  by 
carriers  and  physicians  which  frequently  follows 
the  promulgation  of  a new  fee  schedule  designed 
to  narrow  the  gap  between  the  scheduled  fees 
and  those  charged  to  private  patients  in  like 
economic  circumstances  in  private  practice  for 
noncompensable  disorders. 

The  committee  expresses  its  appreciation  to 
the  director  of  the  Division  of  Workmen’s  Com- 
pensation, Robert  Katz,  M.D.,  and  his  adminis- 
trative assistant,  Miss  Alice  E.  Wheeler.  Then- 
continued  zeal  and  devotion  to  the  task  at  hand 
has  been  a major  factor  in  the  successful  conduct 
of  the  committee’s  operations. 

Respectfully  submitted, 

Carl  F.  Freese,  M.D.,  Chairman 
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Industrial  Health 


To  the  House  of  Delegates,  Gentlemen: 

The  following  is  the  report  of  the  Council 
Committee  on  Industrial  Health  and  of  the 
Division  of  Industrial  Health.  The  committee 
consists  of  the  following  members: 

Harry  E.  Tebrock,  M.D.,  Chairman.  .Queens 


Dallas  E.  Billman,  M.D Steuben 

James  J.  Brandi,  M.D Erie 

Sam  R.  Burnett,  M.D Schenectady 

Seymour  Fiske,  M.D New  York 

Nicholas  I.  Klimow,  M.D Chemung 


During  the  period  covered  by  this  report 
the  committee  held  two  meetings  to  consider 
developments  in  occupational  medicine  having 
pronounced  effects  on  the  entire  profession, 
such  as  vaccination  programs,  emergency 
medical  care  in  industry,  and  the  effect  of  recent 
legislation  dealing  with  medical  care  on  employe 
benefit  plans. 

The  committee  initiated  a survey  of  source 
materials  to  study  economic  advantages  of 
industrial  medical  programs.  The  data  re- 
ceived from  various  sources  will  be  reviewed 
for  appropriate  recommendations  and  actions 
where  demonstrable  need  is  revealed. 

The  director  of  the  division  was  invited  to 
address  a seminar  of  the  medical  staff  of  a 
major  insurance  carrier  and  participated  in  two 
orientation  symposia  conducted  by  the  Amer- 
ican Management  Association  entitled  “Op- 
erating the  Modem  Medical  Department”  and 
“Functions  and  Responsibilities  of  the  In- 
dustrial Nurse.”  The  director  served  as  a 
guest  lecturer  and  reported  a growing  interest 
on  the  part  of  industry  as  displayed  by  the  large 
number  in  attendance  and  the  high  quality 
of  discussion  during  the  question-and-answer 
period. 

The  members  were  kept  informed  of  pro- 
ceedings of  scientific  meetings  attended  by  the 
director  of  the  Division  of  Industrial  Health. 
Included  were  the  meetings  of  the  Section  on 


Occupational  Medicine  of  the  New  York 
Academy  of  Medicine,  the  New  York  State 
Society  of  Industrial  Medicine,  Inc.,  the  annual 
meeting  of  the  American  Medical  Association,  a 
symposium  of  the  New  York  Industrial  Health 
Societies  on  the  topic  of  “Laser,”  the  National 
Conference  on  Mental  Health  in  the  Business 
Community,  a conference  on  “Absenteeism” 
sponsored  by  an  ethical  pharmaceutical  corpora- 
tion, and  a conference  on  “Alcoholism  and  the 
Medical  Practitioner”  conducted  by  the  New 
York  State  School  of  Industrial  and  Labor 
Relations  of  Cornell  University  as  part  of 
their  program  on  Alcoholism  and  Occupational 
Health. 

A report  of  the  committee’s  activities  was 
submitted  to  the  secretary  of  the  American 
Medical  Association’s  Council  on  Occupational 
Health  for  presentation  to  the  Congress  on 
Occupational  Health  which  was  held  in  Port- 
land, Oregon.  No  representative  of  this  com- 
mittee was  in  attendance  but  a report  of  the 
proceedings  will  be  reviewed  as  soon  as  availa- 
ble. The  chairman  of  the  committee  at- 
tended the  International  Congress  on  Oc- 
cupational Health  and  reported  thereon  to  the 
committee. 

The  committee  continued  its  review  of 
pertinent  legislation  affecting  the  practice  of 
occupational  medicine  and  the  dissemination 
of  relevant  information  to  the  industrial  health 
committees  of  the  county  medical  societies. 

The  committee  expresses  its  appreciation  to 
the  director  of  the  Division  of  Industrial 
Health,  Robert  Katz,  M.D.,  and  his  adminis- 
trative assistant,  Miss  Alice  Wheeler,  for  their 
exemplary  performance  in  the  execution  of  the 
committee’s  program. 

Respectfully  submitted, 

Harry  E.  Tebrock,  M.D.,  Chairman 
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1967  HOUSE  OF  DELEGATES 

Standards  of  Medical  Care 


Ethics 


To  the  House  of  Delegates,  Gentlemen: 

The  Committee  on  Ethics  consists  ot  the 
following: 

Joseph  G.  Zimring,  M.D.,  Chairman.  Nassau 


Walter  J.  Clarkson,  Jr.,  M.D Suffolk 

Oscar  Greene,  M.D Essex 

Warren  A.  Lapp,  M.D Kings 


The  Committee  on  Ethics  was  kept  busy  this 
year.  Many  questions  were  settled  quite 
easily.  There  were,  however,  a few  compli- 
cated ones;  some  were  solved,  and  others  are 
still  in  the  process  of  being  answered. 

The  committee  received  one  question  from 
the  Medical  Society  of  the  County  of  Erie 
regarding  loans  from  a local  bank  to  patients 
in  order  to  pay  bills,  with  the  physician  acting 
as  intermediary  agent.  The  committee,  with  the 
approval  of  the  Council,  answered  as  follows: 
“The  Council  of  the  Medical  Society  of  the 
State  of  New  York,  at  its  meeting  on  No- 
vember 18,  1965,  passed  a resolution  stating 
that  doctors  of  medicine  participating  in  any 
credit  card  program  are  unethical.  This 
was  approved  by  the  House  of  Delegates  of 
the  Medical  Society  of  the  State  of  New 
York  at  its  meeting  in  February,  1966. 

“In  regard  to  the  ‘loan’  feature  of  the 
Midland  Charge  Plan,  the  committee  finds 
that  the  physician’s  participation  in  the 
plan  is  not  only  unethical  but  degrading  to 
his  profession.  This  ‘loan’  plan  places  the 
physician  in  the  role  of  an  agent  for  a com- 
mercial enterprise  and  tends  to  commercialize 
and  advertise  medical  practice,  contrary  to 
the  spirit  of  the  Principles  of  Medical  Ethics.'” 
There  were  several  inquiries  on  two  old 
problems:  (1)  dispensing  drugs  and  optical 

glasses  by  physicians  and  (2)  ownership  of 
pharmacies  and  optical  dispensing  shops  by 
doctors  of  medicine.  The  answer  to  both  of 
these  questions  is  that  it  is  not  considered 
unethical  to  dispense  drugs  or  glasses  or  to 
own  a pharmacy  or  an  optical  dispensing  shop 
unless  the  patient  is  being  exploited.  Because 
of  the  undesirable  publicity  given  to  the 
medical  profession  by  the  recent  investigations 
by  governmental  agencies  on  this  problem  and 


because  of  easier  accessibility  by  the  patient  to 
commercial  pharmacies  and  commercial  optical 
dispensing  shops,  the  committee  mandated  the 
chairman  to  submit  a resolution  to  the  House  of 
Delegates  on  this  problem. 

A physician  in  Bronx  County  complained 
that  there  were  several  physicians  listed  as 
officers  and  principal  stockholders  of  a propri- 
etary drug  packaging  company  located  in 
New  York  State.  This  problem  was  sent  to 
the  Judicial  Council  of  the  American  Medical 
Association  for  further  investigation;  the 
Judicial  Council  referred  it  back  to  the  Com- 
mittee on  Ethics. 

With  the  onset  of  Titles  18  and  19  in  the 
State  of  New  York,  the  Committee  on  Ethics 
received  many  inquiries  on  the  status  of  the 
full-  or  part-time  physician  employed  by  hos- 
pitals in  regard  to  signing  over  insurance  assign- 
ments to  the  hospital  corporation  for  work  done 
by  him. 

The  Committee  on  Ethics  would  like  to  re- 
emphasize the  fact  that  the  principle  of  assign- 
ing one’s  fees  to  a lay  organization  is  unethical 
(Chapter  III,  Article  VI,  Sections  3 and  6 of  the 
Principles  of  Professional  Conduct  of  the  Medical 
Society  of  the  State  of  New  York) . 

In  order  to  ease  the  burden  of  those  physicians 
employed  by  hospitals  either  full-  or  part-time, 
the  committee  has  suggested  the  following: 

1.  That  full-  or  part-time  physician  em- 
ployes do  not  sign  over  their  insurance 
assignments  to  their  employers. 

2.  That  these  physicians  develop  agree- 
ments with  their  employers  under  which  it  is 
stipulated  that  their  salaries  be  reduced  by 
the  amounts  collected  by  them  from  any 
medical  assistance  programs,  programs  of 
insurance,  or  programs  of  direct  billing. 

3.  That  any  fees  received  above  the  limits 
of  his  salary  are  to  be  kept  by  the  physician. 
These  suggestions  were  endorsed  by  the 

Council,  and  it  was  decided  to  give  this  the 
necessary  publicity  in  our  publications. 

Respectfully  submitted, 

Joseph  G.  Zimring,  M.D.,  Chairman 
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1967  HOUSE  OF  DELEGATES 

Medicare  and  Medicaid 


Advisory  Committee  to  New  York  State  Interdepartmental 
Committee  on  Health  Economics 


To  the  House  of  Delegates,  Gentlemen: 

The  Advisory  Committee  to  the  New  York 
State  Interdepartmental  Committee  on  Health 
Economics  is  composed  of  the  following: 

George  Himler,  M.D.,  Chairman.  .New  York 
William  L.  Wheeler,  Jr.,  M.D.,  Cochairman 


New  Y ork 

John  H.  Carter,  M.D Albany 

George  Rehmi  Denton,  M.D.  Albany 

John  T.  Donovan,  Jr.,  M.D Niagara 

Carl  F.  Freese,  M.D Nassau 

David  S.  Gerhard,  M.D..  Ulster 

George  McCauley,  M.D Tompkins 

Stewart  C.  Wagoner,  M.D.  Schenectady 


The  activities  of  the  committee  during  the 
early  part  of  1966  were  detailed  in  the  “white 
paper”  which  was  mailed  to  the  entire  member- 
ship in  May,  1966.  This  report  therefore  covers 
the  period  between  May  26, 1966,  the  date  of  the 
special  meeting  of  the  House  of  Delegates,  and 
November  12,  1966,  the  date  of  this  report. 

Following  the  special  meeting  of  the  House  of 
Delegates,  the  committee  addressed  a letter  to 
Mr.  Donald  Axelrod,  assistant  director  of  the 
Budget  and  chairman  of  the  Interdepartmental 
Task  Force.  The  letter  informed  him  of  the 
actions  of  the  House  of  Delegates,  particularly 
the  rejection  of  the  proposed  fee  schedule  devel- 
oped from  the  Relative  Value  Scale. 

Meeting  of  June  24,  On  June  24, 1966,  the 
committee  met  with  the  Task  F orce  again  to  ex- 
plore areas  of  possible  agreement  and  the  direc- 
tion of  future  action.  It  was  explained  that  the 
mandate  of  the  House  prohibited  the  Advisory 
Committee  from  agreeing  to  any  fee  schedule 
that  was  not  based  on  the  usual,  customary,  and 
prevailing  levels  in  the  communities.  It  was 
also  emphasized  that  whatever  agreements 
might  be  reached  in  the  future  were  to  be  strictly 
contingent  on  the  enforcement  of  free  choice  of 
physician  and  institution  for  Medicaid  patients 
throughout  the  State. 

Mr.  Axelrod  stated  that  the  Task  Force  con- 
sidered a fixed  fee  schedule  necessary  at  that 
time.  He  informed  the  committee  that  the 
Task  Force  report  would  recommend  that  the 
Director  of  the  Budget  and  the  departments  in- 
volved issue  a unilateral  fee  schedule,  based  on 
the  Medical  Society’s  Relative  Value  Scale  with 
reduct  ons  in  unit  values  for  a number  of  office 


and  home  cadi  line  items.  It  was  the  same 
schedule  that  was  proposed  by  Dr.  Hurd  and  re- 
jected by  the  House.  Mr.  Axelrod  further  in- 
formed the  committee  that,  in  view  of  the  State 
Society’s  refusal  to  agree  to  a fixed  fee  schedule, 
even  on  an  interim  basis,  full  payment  of  the 
scheduled  fees  would  not  be  enforced  at  the  local 
level. 

Your  committee  responded  that  although  the 
Director  of  the  Budget  might  have  the  authority 
to  proceed  in  this  manner,  the  fee  schedule  was 
unsatisfactory  and  would  cause  widespread  re- 
sentment among  doctors.  It  was  therefore  rec- 
ommended that  the  group  make  a serious  effort 
to  bring  about  the  adoption  of  the  usual, 
customary,  and  prevailing  concept  of  reimburse- 
ment. At  this  time,  the  members  of  the  Task 
Force  were  also  informed  of  the  express  wish  of 
the  House  of  Delegates  that  intermediaries  be 
used  in  the  administration  of  the  Title  19  pro- 
gram wherever  possible.  After  prolonged  dis- 
cussion, the  feeling  crystallized  that  these  two 
proposals  might,  indeed,  be  workable  from  the 
point  of  view  of  the  State.  The  Task  Force 
stated,  however,  that  it  did  not  have  the  author- 
ity to  agree  on  these  principles  and  that,  in  any 
case,  prolonged  discussion  and  study  would  be 
necessary. 

On  the  advice  of  legislative  counsel,  it  was 
agreed  that  the  Municipal  Law  be  reviewed  and 
that,  if  there  were  any  deterrent  in  the  Law  to 
the  use  of  intermediaries,  a corrective  amend- 
ment be  prepared  and  supported  in  order  to  clear 
the  way  should  we  agree  to  the  use  of  carriers  in 
the  future.  This  amendment  was  submitted 
and  ultimately  passed.  It  will  probably  be  of 
great  value  now  in  the  light  of  more  recent  hap- 
penings. 

Meeting  of  June  27.  On  June  27,  1966,  at 
the  request  of  your  chairman,  a meeting  took 
place  in  Albany  between  the  Task  Force  and 
representatives  of  the  Blue  Cross  and  Blue 
Shield  Plans  throughout  the  State.  Since  it  was 
intended  primarily  to  permit  an  exchange  of  in- 
formation between  the  Task  Force  and  the 
Plans,  your  committee  was  not  officially  repre- 
sented although  it  did  send  an  observer.  The 
information  submitted  by  the  Blues  showed  that 
the  levels  of  medical  fees  in  the  various  areas  of 
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the  State  ranged  from  parity  with  the  proposed 
maximum  fee  schedule  to  about  90  per  cent  in 
excess  of  it. 

Announcement  of  July  5.  On  July  5, 
1966,  Governor  Rockefeller  announced  the  new 
maximum  fee  schedule  which  is  currently  in 
effect.  He  also  indicated  support  for  the  pre- 
viously mentioned  amendment  to  the  Municipal 
Law.  He  stated  his  intention  that  payment  for 
medical  services  approximate  the  usual,  custom- 
ary, and  prevailing  fee  as  closely  as  possible. 
He  gave  the  Commissioner  of  Health  of  the  State 
the  responsibility  of  recommending  changes  in 
fees  for  physicians  and  other  health  service  pro- 
fessions. Finally,  he  instructed  the  Commis- 
sioner of  Health  to  appoint  an  Interdepart- 
mental Health  Economics  Committee  to  advise 
him  on  necessary  fee  changes  which  he,  in  turn, 
could  recommend  to  the  Director  of  the  Budget. 

Meeting  of  July  19.  On  July  19,  1966,  the 
chairman  of  this  committee  was  invited  to  at- 
tend a meeting  of  the  State  Board  of  Social 
Welfare.  At  the  meeting,  the  Board  adopted  an 
amendment  to  its  regulations  (Chapter  I,  Title 
18)  to  guarantee  recipients  of  medical  as- 
sistance free  choice  of  physician  and  institution. 

Your  chairman  was  much  impressed  by  the 
unanimity  and  enthusiasm  with  which  the  mem- 
bers of  the  Board  supported  this  most  important 
principle.  Nevertheless,  the  amendment  in- 
cluded a phrase  which  was  not  then  considered 
acceptable  to  the  representatives  of  your  Society. 
It  read  as  follows:  “ . . . shall  include  the  right  of 
each  individual  entitled  thereto  to  obtain  such 
medical  care  and  health  services  from  any  insti- 
tution, agency  or  person  qualified  to  participate 
under  medical  assistance,  if  such  institution, 
agency  or  person  undertakes  to  provide  him  such 
medical  and  health  services.” 

The  italicized  portion  of  the  preceding  phrase 
was  objected  to  and  it  was  suggested  that  the 
following  be  inserted  in  its  place:  “ . . . qualified 
and  licensed  to  render  medical  care  and  health 
services. . . . ” 

The  Board  stated  that  since  the  law  placed  the 
responsibility  for  the  quality  of  medical  care  on 
the  Commissioner  of  Health,  it  was  their  opinion 
that  he  had  the  legal  authority  to  require  qualifi- 
cations and  postgraduate  study  of  the  physicians 
who  were  to  participate  in  the  program.  This 
was  backed  by  a legal  interpretation  and  the 
Board  declined  to  make  the  recommended 
change.  There  was  a good  deal  of  debate  on  this 
point  but  the  Board  was  adamant  in  its  stand, 
and  your  representatives,  in  the  interest  of  secur- 
ing the  free-choice  amendment,  conceded  that 
the  Medical  Society  of  the  State  of  New  York 
would  recognize  this  right.  It  was  stipulated, 
however,  that  requirements  must  be  reasonable, 
uniform,  centrally  promulgated  by  the  Commis- 
sioner of  Health,  and  applied  in  such  a manner 
that  all  physicians  would  have  ample  opportu- 
nity to  qualify. 

Shortly  thereafter,  it  became  clear  that  the 
Health  Services  Administration  of  the  City  of 
New  York  intended  to  set  its  own  qualifications 
or,  at  least,  to  mail  applications  and  covering 


letters  to  physicians  which  implied  that  criteria 
were  being  locally  determined.  The  entire 
matter  of  qualifications  was  thereupon  reviewed 
with  the  State  Health  Commissioner,  and  it  was 
established  specifically  that  he  alone  was  em- 
powered to  certify  to  the  State  Welfare  Depart- 
ment what  physician  qualifications  were  to  be 
and  that  no  local  health  or  welfare  agency  could 
modify  them  in  any  way. 

There  has  since  been  protest  by  physicians  in 
some  counties  that  these  requirements  constitute 
a secondary  licensure  for  the  privilege  of  prac- 
ticing among  a certain  segment  of  the  population 
and  that  these  should  not  be  accepted.  Your 
chairman  had  originally  presented  this  point  of 
view,  but  in  view  of  the  legal  opinions  advanced 
and  the  urgent  need  for  a free-choice  guarantee 
which  we  had  not  achieved  through  legislation, 
he  had  withdrawn  it.  The  officers  and  Council 
of  the  Society  had  also  agreed  that  the  Society 
should  not  oppose  the  application  of  reasonable 
criteria  and  postgraduate  study  requirements. 
Your  chairman  has  agreed  with  this  policy  from 
the  beginning  and  still  does.  He  merely  wishes 
to  make  it  clear  that  he  did  not  adopt  it  on  his 
own  authority. 

Qualifications  and  requirements  have  not  yet 
been  determined,  but  from  preliminary  discus- 
sions it  is  clear  that  these  are  intended  to  be  in- 
clusive rather  than  exclusive  and  to  improve  the 
quality  of  care  rather  than  to  make  it  difficult  for 
doctors  to  participate.  There  will  probably  be 
more  on  this  subject  in  the  supplementary  report 
to  the  House  in  February,  1967. 

Interdepartmental  Health  Economics 
Committee.  On  August  16,  1966,  the  ap- 
pointment of  the  Interdepartmental  Health 
Economics  Committee  was  announced.  It 
supplanted  the  Interdepartmental  Task  Force 
and  was  chaired  by  I.  Jay  Brightman,  M.D., 
Assistant  Commissioner  of  Health  of  the  State  of 
New  York.  It  became  necessary  for  your  com- 
mittee to  review  much  of  the  material  it  had 
covered  with  the  old  Task  Force  for  the  benefit 
of  the  new  group. 

The  first  meeting  was  held  on  September  16, 
1966.  It  was  agreed  immediately  that  the  joint 
committee  would  consider  all  matters  relating  to 
the  implementation  of  Title  19  to  be  within  its 
purview.  It  was  brought  to  the  attention  of  the 
Task  Force  that  many  local  welfare  offices  were 
still  insisting  on  prior  authorization  although  the 
elimination  of  that  requirement  had  been  agreed 
on.  It  was  also  pointed  out  that  some  district 
offices  were  not  paying  the  new  maximum  fee 
schedule  but  Book  V.  Payments,  if  they  were 
being  made  at  all,  were  delayed  for  months. 

On  the  basis  of  a survey  that  had  been  made 
by  the  State  Society  staff  at  the  request  of  the 
chairman,  it  was  brought  out  that  the  utilization 
of  intermediaries  was  being  hampered  by  the  fact 
that  regional  and  district  welfare  offices  had  re- 
ceived no  instructions  from  above  and  were 
therefore  loathe  to  act.  The  commissioner  was 
urged  to  see  that  either  a bulletin  or  a directive 
go  out  to  all  the  welfare  districts  informing  them 
that  it  was  both  legal  and  desirable  that  they  use 
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intermediaries  for  the  administration  of  the  Title 
19  program. 

In  a very  general  way,  the  chairman  intro- 
duced the  committee’s  concept  of  the  use  of  local 
or  regional  advisory  and  fee  determining  sub- 
committees. The  possible  ways  in  which  the 
State  could  be  subdivided  for  this  purpose  were 
discussed.  The  chairman  urged  that  such  sub- 
committees be  appointed,  together  with  their 
health  and  welfare  counterparts,  and  that  they 
be  given  the  necessary  instructions  and  defini- 
tions so  that  they  could  proceed  immediately 
with  the  important  task  of  determining  usual 
and  customary  fees  for  their  area  and  suggest 
prevailing  fee  levels. 

It  was  recommended  that  the  county  medical 
societies,  groups  of  these,  or  district  branches 
nominate  the  medical  members  of  their  respec- 
tive subcommittees  and  that  they  be  appointed 
by  the  President  of  the  State  Society.  It  was 
proposed  also  that  these  subcommittees,  in  de- 
veloping theh-  recommendations,  hear  all  local 
and  regional  specialty  and  general  practice 
groups,  since  it  would  be  impractical  to  give 
them  all  representation  on  the  subcommittees. 

Finally,  your  chairman  proposed  that  once 
these  subcommittees  had  made  their  fee  recom- 
mendations, they  be  continued  on  a permanent 
basis  as  advisory  committees  to  scrutinize  fees, 
establish  procedures,  and  settle  grievances 
within  the  scope  of  their  authority.  The  Health 
Department  was  not  ready  to  commit  itself  to 
these  proposals  and  the  matter  was  put  off  for 
the  next  meeting. 

Questionnaire  to  County  Medical  Socie- 
ties. Your  chairman  then  realized  that  more 
information  from  the  component  county  medi- 
cal societies  and  from  the  specialty  societies 
would  be  necessary  before  the  subcommittees 
could  be  appointed  and  the  fee  studies  could 
begin.  On  September  30,  1966,  he  sent  a 
questionnaire  to  each  county  society  requesting 
the  following  information: 

(1)  The  form  of  subcommittee  they  thought 
would  represent  them  best: 

(а)  Individual  county  society 

(б)  Groups  of  county  societies 

(c)  District  branch 

(d)  Blue  Shield  area  of  operations. 

(2)  The  schedule  on  which  payments  were 
being  made. 

(3)  The  promptness  of  payment. 

(4)  Payment  in  full  or  in  part. 

(5)  Relations  with  local  health  and  welfare 
departments. 

(6)  Their  suggestions  for  improving  the  pro- 
gram. 

The  returns  were  excellent  and  by  the  time  the 
next  meeting  was  held  with  the  Health  Eco- 
nomics Committee,  over  40  of  the  61  counties 
had  responded.  Their  answers  showed  that  in 
most  districts,  payment  was  being  made  on  the 
basis  of  the  new  maximum  fee  schedule,  usually 
in  full.  A few  counties  were  still  paying  on 
Book  V and  some  counties  were  paying  the  new 
maximum  fee  schedule  for  medicine,  surgery, 
and  anesthesia  and  Book  V for  laboratory  and 


x-ray  services.  In  almost  all  instances,  there 
was  considerable  delay  in  payment  and  in  some 
cases  there  had  been  none  made  since  the  incep- 
tion of  the  program. 

Relations  with  the  local  health  and  welfare 
departments  ranged  from  poor  to  excellent. 
Where  these  were  poor,  there  was  invariably 
confusion  about  regulations,  delay  in  payment, 
and  a demand  for  excessive  paper  work  on  the 
part  of  the  physicians. 

Recommendations  for  improvement  of  the 
program,  in  order  of  frequency  were: 

1.  Payment  of  usual,  customary,  and  pre- 
vailing fees. 

2.  The  interim  improvement  of  the  maxi- 
mum fee  schedule  under  which  some  specialties 
were  particularly  poorly  paid. 

3.  The  elimination  of  any  prior  authorization 
requirement.  (Most  counties  that  required 
prior  authorization  did  so  only  for  elective  cases. 
Many,  however,  were  much  more  stringent  in 
then-  requirements.) 

4.  The  downward  revision  of  eligibility 
standards. 

5.  Direct  billing  to  patients. 

6.  The  addition  of  laboratory  and  x-ray  pro- 
cedures to  the  current  fee  schedule,  especially 
when  these  are  done  in  the  office. 

7.  Enforcement  of  the  payment  of  full 
scheduled  fees. 

8.  Prompt  payment. 

9.  Simplification  of  forms  and  paper  work. 

10.  The  elimination  of  the  requirement  that 
a general  practitioner  certify  that  he  has  re- 
quested a consultation  before  payment  is  made 
to  the  specialist. 

Questionnaires  were  also  sent  to  the  State 
specialty  societies  but  only  one  responded.  The 
chairman  did,  however,  hold  meetings  with  rep- 
resentatives of  anaesthesia,  obstetrics  and  gyne- 
cology, and  internal  medicine.  These  groups 
and  other  specialty  groups  had  had  meetings 
with  the  Health  Department  in  an  effort  to  ob- 
tain relief  from  some  of  the  worst  inequities  of 
the  maximum  fee  schedule.  Six  revisions  had 
been  developed  for  the  fields  of  internal  medi- 
cine, obstetrics  and  gynecology,  clinical  pathol- 
ogy and  laboratory,  radiology,  and  pediatrics. 
The  sixth  was  for  podiatry.  These  schedules 
were  merely  interim  improvements  and  each 
specialty  society  stated  that  it  had  made  no  at- 
tempt to  negotiate  final  fees  nor  had  the  Health 
Department  offered  such  negotiation.  In  view 
of  later  developments,  none  of  these  schedules 
had  been  put  into  effect. 

Regional  Division  of  State.  Armed  with 
the  information  derived  from  the  question- 
naires, your  committee  devoted  almost  an  en- 
tire meeting  to  dividing  the  State  into  areas  for 
the  appointment  of  subcommittees.  In  doing 
so,  it  considered  general  economic  levels  in  the 
areas,  levels  of  medical  fees,  and  the  structure 
of  the  State  Society  as  far  as  district  branches 
and  groups  of  component  county  medical  soci- 
eties were  concerned.  Twelve  regions  were  de- 
cided on.  These  are  not  necessarily  final  since, 
if  such  subcommittees  are  appointed,  changes  in 
distribution  may  be  dictated  by  the  regional  wel- 
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fare  divisions  of  the  State  as  well  as  the  desires 
of  the  counties,  when  the  lists  are  submitted  for 
their  approval.  Nevertheless  it  was  decided  to 
submit  these  to  the  Health  Economics  Commit- 
tee for  consideration.  They  are  as  follows: 

1.  The  First  District  Blanch:  Kings, 

Queens,  Bronx,  Richmond,  and  New  York 

2.  The  Second  District  Branch:  Nassau 

and  Suffolk 

3.  Albany,  Columbia,  Greene,  Rensselaer, 
Schoharie,  Saratoga,  and  Schenectady 

4.  Clinton,  Essex,  Franklin,  Fulton,  Mont- 
gomery, Warren,  Washington,  and  Ham- 
ilton 

5.  Cayuga,  Jefferson,  Lewis,  Onondaga, 
Oswego,  St.  Lawrence,  and  Cortland 

6.  Herkimer,  Oneida,  Madison,  and  Che- 
nango 

7.  Broome,  Chemung,  Delaware,  Otsego, 
Schuyler,  Tioga,  Tompkins 

8.  Monroe 

9.  Livingston,  Ontario,  Seneca,  Steuben, 
Wayne,  Yates 

10.  Allegany,  Cattaraugus,  Chautauqua, 
Erie,  Genesee,  Niagara,  Orleans,  Wyo- 
ming 

11.  Westchester 

12.  Dutchess,  Orange,  Putnam,  Rockland, 
Sullivan,  Ulster. 

Meeting  of  November  10.  On  November 
10,  1966,  another  meeting  was  held  with  the 
Health  Economics  Committee.  Since  the 
Health  Department  had  assumed  its  functions 
on  November  1 and  had  then  personnel  in 
many  of  the  local  welfare  departments,  there 
was  much  more  willingness  to  take  positive 
action. 

Dr.  Ingraham  stated  that  they  had  given  the 
question  of  usual,  customary,  and  prevailing  fees 
much  thought  and  were  of  the  opinion  that  it 
had  to  be  put  into  effect  immediately  if  at  all. 
He  proposed  that  the  Health  Department  pre- 
sent a plan  to  the  Budget  Director  under  which 
medical  payments  could  begin  on  the  basis  of 
usual,  customary,  and  prevailing  by  January, 
1967.  He  proposed  that  the  Health  Depart- 
ment purchase  from  the  intermediaries  that  are 
now  administering  Title  18  in  the  various  areas 
of  the  State,  the  service  of  certifying  the  fees  of 
physicians  to  the  local  welfare  departments.  If 
the  fees  met  the  tests  that  were  applied  to  them 
and  were  certified,  they  would  be  payable  by  the 
welfare  office.  The  intermediaries,  if  they 
agreed  to  provide  the  service  and  could  do  so  at 
an  acceptable  cost,  would  use  the  profiles  and  the 
fee  information  they  already  have  and  could 
therefore  begin  almost  immediately.  Dr.  In- 
graham proposed  that  this  be  tried  for  a period 
of  one  year  at  which  time  the  experience  with  it 
would  be  reviewed.  If  it  was  found  to  be  satis- 
factory it  could  be  continued;  if  not,  he  would 
recommend  the  re-establishment  of  the  maxi- 
mum fee  schedule  with  the  changes  in  fees  for  the 
specialties  that  were  previously  mentioned. 

Your  chairman  made  the  counter  proposal 
that  in  addition  to  having  the  intermediaries 
certify  physicians’  fees  for  payment,  local  and 
regional  advisory  and  fee  determination  com- 


mittees be  appointed  without  delay.  They 
were  to  begin  their  fee  studies  immediately, 
based  on  the  information  made  available  to  them 
by  the  intermediaries,  the  specialty  societies, 
and  the  medical  societies.  As  they  made  their 
recommendations  on  fees,  they  were  to  be  passed 
on  to  the  Commissioner  of  Health  for  his  con- 
sideration and  action. 

The  advantage  of  beginning  fee  studies  from 
the  outset,  rather  than  relying  on  intermediaries 
for  a year,  are  rather  obvious.  To  begin  with, 
the  chairman  questions  whether  the  physicians 
of  this  State  will  agree  to  schedules  that  they 
have  had  no  voice  in  formulating.  In  addition, 
there  is  not  yet  a large  body  of  experience  with 
Title  18  fees.  They  are  less  likely  to  give  rise  to 
complaint  because  the  physician  has  the  option 
of  refusing  assignment  and  billing  the  patient 
directly.  He  is  therefore  less  likely  to  complain 
since  he  is  not  bound  by  the  fee  allowance.  In 
the  Medicaid  program  there  is  no  such  relief 
since  there  is  no  provision  that  would  permit 
direct  billing  of  the  patient.  Furthermore,  the 
Social  Security  Administration  has  allowed  the 
carriers  some  leeway  in  the  determination  of  fees 
and  they  do  not  all  use  the  same  or  comparable 
methods.  Finally,  in  some  instances,  the  fees 
paid  to  participating  physicians  by  the  plans 
also  limit  Medicare  payments.  Since  many 
Blue  Shield  schedules  are  obsolete  and  have  not 
been  renegotiated  for  some  time,  their  impact  on 
the  Medicaid  fee  schedule  under  such  an  arrange- 
ment is  difficult  to  predict.  Our  proposal  was 
accepted. 

The  Health  Economics  Committee  was  urged 
also  to  consider  the  use  of  intermediaries  for  the 
entire  administration  of  the  assistance  program. 
In  response  to  the  question  on  how  payments 
could  be  made  through  intermediaries,  it  was 
pointed  out  that  the  Social  Security  Administra- 
tion has  solved  the  problem  by  having  a certain 
amount  of  money  on  deposit  with  each  plan  from 
which  payments  are  made  directly.  As  the  fund 
is  used  up,  it  is  replenished.  In  order  for  the 
intermediary  to  make  direct  payments,  there- 
fore, it  is  only  necessary  to  prime  the  pump  with 
an  initial  fund. 

This  approach  will  be  presented  to  Dr. 
Norman  Hurd,  the  Budget  Director,  on  Novem- 
ber 16, 1966,  beyond  the  deadline  for  this  report. 
The  final  outcome  will  be  presented  in  a supple- 
mentary report  to  the  House  in  February,  1967. 

Conclusion.  The  chairman  would  like  to 
extend  his  appreciation  to  Hollis  S.  Ingraham, 
M.D.,  Commissioner  of  Health  of  the  State  of 
New  York,  I.  Jay  Brightman,  M.D.,  Assistant 
Health  Commissioner  and  chairman  of  the 
Interdepartmental  Health  Economics  Commit- 
tee, and  the  other  commissioners  involved  in  the 
development  of  the  Medicaid  program.  They 
have  been  patient,  sympathetic,  and  generally 
sensitive  to  the  viewpoints  advanced  by  your 
committee.  A good  foundation  has  been  estab- 
lished for  the  cooperative  effort  between  govern- 
ment and  the  medical  profession  that  will  be 
needed  to  implement  the  program. 

At  this  writing,  there  is  still  much  to  be  done. 
Present  indications  are  that  the  objectives  are 
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attainable  and  your  committee  will  continue  its 
efforts  to  fulfill  the  mandates  of  the  House  of 
Delegates.  It  is  sometimes  difficult  to  keep  the 
members  informed  of  progress  but  we  have  tried 
to  do  so  and  to  consult  the  medical  societies 
when  possible. 

In  closing,  the  chairman  would  like  to  state 
his  indebtedness  to  William  L.  Wheeler  Jr., 
M.D.,  cochairman,  and  to  the  committee  mem- 
bers for  their  unstinting  contributions  of 


thought,  time,  and  energy.  They  have  been  in- 
formed, judicious,  and  restrained  in  dealing  with 
matters  of  great  practical  importance  as  well  as 
high  emotional  content.  Their  advice  has  been 
a source  of  strength  and  encouragement  in  these 
difficult  times. 

Respectfully  submitted, 

George  Himler,  M.D.,  Chairman 
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1967  HOUSE  OF  DELEGATES 


Public  Health  and  Education 

Commission  on  Public  Health  and  Education 


To  the  House  of  Delegates,  Gentlemen: 

The  Commission  on  Public  Health  and  Educa- 


tion has  the  following  membership: 

Irving  L.  Ershler,  M.D.,  Chairman . Onondaga 

Franklyn  B.  Amos,  M.D Albany 

Norman  J.  Ashenburg,  M.D Monroe 

Frederick  Beck,  M.D Tompkins 

Marvin  A.  Block,  M.D. Erie 

Matthew  Brody,  M.D Kings 

Arthur  J.  Cracovaner,  M.D New  York 

Irving  Cramer,  M.D Oneida 

James  I.  Farrell,  M.D Oneida 

Marjorie  H.  Greene,  M.D Nassau 

Frederick  A.  Groff,  Jr.,  M.D Schenectady 

Milton  B.  Handelsman,  M.D Kings 

Milton  Helpem,  M.D New  York 

Edward  C.  Hughes,  M.D Onondaga 

Harry  S.  Lichtman,  M.D Kings 

Edward  J.  Lorenze,  M.D Westchester 

Jason  K.  Moyer,  M.D Broome 

Kenneth  B.  Olson,  M.D Albany 

Samuel  R.  Powers,  Jr.,  M.D Albany 

Charles  D.  Sherman,  Jr.,  M.D Monroe 

Norman  Simon,  M.D New  York 


The  Commission  on  Public  Health  and  Edu- 
cation notes  with  sorrow  the  death  on  April  5, 
1966,  of  its  chairman  for  the  past  eight  years, 
James  Greenough,  M.D.  We  have  in  the  past 
months  attempted  to  follow  through  with  the 
many  projects  so  ably  carried  on  by  Dr.  Green- 
ough. 

Cooperation  with  New  York  State  De- 
partment of  Health.  The  Commission  met 
with  .representatives  of  the  New  York  State 
Department  of  Health  on  June  15,  1966,  at  the 
State  Health  Department  in  Albany.  Nine- 
teen of  the  Commission’s  committees  were  repre- 
sented at  the  six-hour  meeting,  which  was  at- 
tended by  Hollis  S.  Ingraham,  M.D.,  commis- 
sioner; Granville  W.  Larimore,  M.D.,  first 
deputy  commissioner;  Andrew  C.  Fleck,  Jr., 
M.D.,  deputy  commissioner;  Robert  P.  Whalen, 
M.D.,  deputy  commissioner;  Robert  F.  Korns, 
M.D.,  assistant  commissioner;  and  the  direc- 
tors of  bureaus  of  the  State  Health  Department. 
Also  present  were  Henry  I.  Fineberg,  M.D., 
executive  vice-president;  and  J.  Richard  Burns, 
Esq.,  assistant  executive  vice-president. 

This  was  an  unusually  successful  meeting, 
which  pointed  up  the  fact  that  the  many  changes 
in  legislation  with  regard  to  pure  water;  air 
pollution;  Medicare;  Medicaid;  Heart,  Can- 
cer, and  Stroke;  and  nursing  homes,  have  re- 
sulted in  a state  of  transition,  negotiation,  and 
struggle,  which  makes  it  even  more  important 


to  continue  the  past  great  solidarity  and  co- 
operation between  the  State  Health  Department 
and  the  Medical  Society  of  the  State  of  New 
York. 

Some  of  the  many  areas  of  cooperation  be- 
tween the  Department  and  the  State  Society 
during  the  past  year  were:  the  very  successful 
Conference  on  Coronary  Care  Units  in  Syracuse; 
the  Cardiac  Arrest  Programs  held  throughout 
the  State;  the  setting  up  of  a proctosigmoidos- 
copy teaching  program  in  Syracuse;  the  two- 
day  courses  on  prevention  and  control  of  infec- 
tion in  hospitals,  scheduled  for  Albany,  West- 
chester, Rochester,  and  Buffalo  during  the 
next  eight  months;  the  Joint  Continuation 
Education  Program;  and  the  expanded  measles 
immunization  program  to  eliminate  measles 
as  an  acute  illness  and  as  a cause  of  serious  dis- 
ability such  as  mental  retardation. 

The  format  of  the  Joint  Continuation  Educa- 
tion Program  has  been  altered  slightly  to  per- 
mit the  use  of  teaching  days.  Experience  has 
demonstrated  that  these  are  not  only  popular, 
but  fruitful  in  many  areas  of  the  State. 

Committees.  The  name  of  the  Committee 
on  Diabetes  has  been  changed  to  the  Committee 
on  Metabolic  Diseases,  and  its  scope  has  been 
increased  to  include  all  matters  dealing  with 
metabolic  problems. 

The  name  of  the  Committee  on  Public  Health 
has  been  changed  to  the  Committee  on  Infec- 
tious Diseases.  The  following  subcommittees 
have  been  authorized:  Venereal  Disease,  Hos- 
pital Epidemiology,  Preventive  Medicine,  Trop- 
ical Diseases,  Public  Health  Education  and 
Liaison. 

A Committee  on  Health  Manpower  has  been 
established  to  deal  with  the  increasing  number 
of  problems  concerning  parmedical  personnel. 

Meetings  Attended.  In  my  official  ca- 
pacity as  chairman,  I attended  the  annual 
sessions  of  the  American  Heart  Association  in 
New  York  City  and  the  Quackery  Conference 
at  State  University  of  New  York  at  Cortland. 
The  program  for  this  conference  was  developed 
by  the  Committee  on  Quackery  in  conjunction 
with  the  Division  of  Communications  and  the 
Public  Relations  Committee.  Arrangements 
for  the  meeting  were  made  by  the  Department 
of  Health  Education  at  the  State  University  at 
Cortland. 

Your  chairman  also  attended  a conference 
on  the  implementation  of  Title  19  in  New  York 
State.  This  was  a forum  with  panel-type 
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discussion  produced  by  the  Communications 
Division  and  the  Public  Relations  Committee. 
Participating  in  the  program  were  James  M. 
Blake,  M.D.,  president;  Hollis  S.  Ingraham, 
M.D.,  commissioner  of  health;  George  K. 
Wyman,  commissioner  of  social  welfare;  and 
Aubrey  D.  Gates,  director  of  the  Field  Service 
Division  of  the  American  Medical  Association. 

Forensic  Medicine  Symposium.  The 

fourth  annual  symposium  on  Forensic  Medicine, 
Saturday  and  Sunday,  October  8 and  9,  1966, 
at  the  Office  of  the  Chief  Medical  Examiner  of 
New  York  City,  was  enthusiastically  received. 
Sixty-one  physician  coroners,  medical  examiners, 
forensic  pathologists,  investigators,  and  other  in- 
terested persons  attended  the  sessions.  Our  con- 
gratulations and  thanks  go  to  Milton  Helpern, 
M.D.,  for  again  presenting  a very  worthwhile 
teaching  program. 

Miscellaneous.  We  have  been  interested 
to  learn  that  the  Committee  on  Cancer  has 
announced  the  formation  of  district  cancer 
committees  in  the  Fifth  and  Sixth  District 
Branches  to  coordinate  and  implement  cancer 
activities  in  those  districts.  It  is  hoped  that 
other  such  committees  will  be  formed. 

Accident  Prevention 

To  the  House  of  Delegates,  Gentlemen: 

The  following  are  members  of  the  Committee 
on  Accident  Prevention: 

Irving  Cramer,  M.D.,  Chairman. . . Oneida 

C.  Douglas  Darling,  M.D Tompkins 

James  E.  Holmblad,  M.D Schenectady 

Robert  H.  Kennedy,  M.D.  New  York 

John  D.  States,  M.D Monroe 

The  committee  held  a telephone  conference 
meeting  on  October  24,  1966,  to  discuss  Federal 
highway  safety  legislation,  namely,  Public 
Law  89-563  and  Public  Law  89-564,  copies  of 
which  had  been  sent  to  the  members. 

The  entire  committee  reviewed  the  Highway 
Safety  Program  of  the  Federal  government  and 
strongly  endorsed  the  implementation  of  the 
program  in  New  York  State.  It  is  noted  that 
this  program  includes  the  appointment  of  a 
National  Advisory  Council  for  Highway  Safety. 
Because  of  the  leadership  and  interest  of  the 
State  of  New  York  in  this  type  of  activity,  the 
committee  recommends  that  a representative 
from  this  State,  and,  particularly,  a physician 
representative  who  is  interested  in  this  program, 
be  considered  for  appointment  as  a member  of 
this  Council.  The  committee  also  recommends 
endorsement  of  the  program  of  the  Department 
of  Motor  Vehicles  of  the  State  of  New  York 
for  having  accident  investigating  teams  at 
various  centers. 

There  was  considerable  discussion  with  re- 
gard to  the  recent  ambulance  legislation  in  the 
State  of  New  York,  and  it  was  pointed  out 
that  there  are  difficulties  in  the  smaller  com- 


The  Quackery  Conference,  November  9, 
1966,  at  the  State  University  of  New  York  at 
Cortland,  was  attended  by  approximately  400 
individuals  interested  in  health  education. 

Your  attention  is  called  to  the  reports  of  the 
committees  which  show  their  many  activities 
during  the  past  year. 

Acknowledgments.  I extend  my  thanks 
to  the  members  of  the  committees  as  well  as  to 
the  members  of  the  Commission  for  their  as- 
sistance in  carrying  on  the  work  of  this  Com- 
mission. 

The  Commission  is  extremely  grateful  to 
Hollis  S.  Ingraham,  M.D.,  and  his  staff  at  the 
New  York  State  Department  of  Health.  It  is 
only  by  reason  of  their  cooperation  and  assist- 
ance that  the  work  of  this  Commisson  can  be 
implemented  so  effectively. 

The  chairman  of  the  Commission  wishes  at 
this  time  to  express  sincere  gratitude  and  ap- 
preciation to  Miss  Gretchen  Wunsch.  Without 
her  none  of  this  would  have  been  possible. 

Respectfully  submitted, 

Irving  L.  Ershler,  M.D.,  Chairman 


munities  in  providing  such  services  under  the 
new  law  and  that  there  is  a need  for  regu- 
lation of  the  speed  of  ambulances.  The 
committee  was  unanimous  in  feeling  that  the 
implementation  of  the  ambulance  law  in  its 
present  state  should  be  delayed  pending  con- 
sideration of  its  effect  on  the  small  community 
which  has  volunteer  ambulance  service,  and 
often  has  a funeral  director  who  provides  the 
ambulance  service.  It  is  feared  that  immediate 
implementation  of  this  law  in  the  small  com- 
munities will  result  in  no  ambulance  being 
available.  Copies  of  this  ambulance  law  are 
being  procured  for  members  of  the  committee 
who  will  study  it  further  and  make  other  rec- 
ommendations at  a later  date. 

Your  chairman  attended  the  meeting  of  the 
Commission  on  Public  Health  and  Education  in 
Albany  in  June  and  has  been  active  in  support- 
ing the  safety  and  highway  legislation  of  the 
State  of  New  York,  including  the  State  Re- 
search Project  for  a model  safe  automobile. 
The  motorcycle  regulations  passed  by  the 
State  of  New  York  to  be  effective  January,  1967, 
were  discussed  and  approved  by  the  com- 
mittee, with  members  of  the  committee  feel- 
ing that  this  law  should  be  strengthened  with 
further  regulations,  particularly  in  the  form  of 
“crash  bars”  for  additional  safety  for  motor- 
cycles. 

The  committee  plans  to  meet  again  before 
the  annual  convention. 

Respectfully  submitted, 

Irving  Cramer,  M.D.,  Chairman 
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Alcoholism  and  Drug  Abuse 

To  the  House  of  Delegates,  Gentlemen: 

The  membership  of  the  Committee  on 
Alcoholism  and  Drug  Abuse  is  as  follows: 

Marvin  A.  Block,  M.D.,  Chairman ....  Erie 


William  Antopol,  M.D New  York 

Stanley  E.  Gitlow,  M.D New  York 

Donald  B.  Louria,  M.D New  York 

Alvin  R.  Yapalater,  M.D Westchester 


The  field  of  the  Committee  on  Alcoholism  and 
Drug  Abuse  has  expanded  beyond  that  of 
opium  and  its  derivatives.  It  now  covers  a 
spectrum  from  alcohol,  marijuana,  barbiturates, 
amphetamines,  and  methadone  to  glue.  Added 
to  this  is  a class  of  drugs  which  are  not  neces- 
sarily habit-forming  but  still  dangerous  in  the 
hands  of  the  irresponsible  and  uninformed. 
These  have  currently  aroused  popular  and 
scientific  interest  and  are  known  as  hallucino- 
gens, also  termed  psychotomimetic  or  psy- 
chedelic, the  latter  indicating  “mind-revealing.” 
These  include  lysergic  acid  diethylamide  (LSD) , 
mescaline,  psilocybin,  and  bufotenin. 

The  control  of  the  supply  of  these  substances 
is  extremely  complex  since  traffic  in  them  can  be 
initiated  through  a dealer  in  basic  or  inter- 
mediate chemicals,  the  small  but  sophisticated 
laboratories,  and  the  ordinary  crime  syn- 
dicates and  pusher's.  To  complicate  the  prob- 
lem even  further,  common  plant  substances, 
such  as  morning  glory  seeds,  which  are  easily 
available,  contain  lysergic  acid  amide  and  other 
psychedelic  substances.  Ingestion  of  these 
can  produce  “wild  reactions”  which,  although 
milder  than  those  of  LSD,  may  have  profound 
effects  in  large  doses. 

In  addition  to  the  barbiturates  and  am- 
phetamines, it  may  be  anticipated  that  meth- 
aqualone,  an  antimalarial  drug  used  in  Africa, 
which  is  also  a sedative  and  hypnotic  drug,  will 
ultimately  reach  our  shores,  as  will  phen- 
metrazine  which  is  being  used  in  England  under 
the  name  “Sweeties.”  The  committee  is  con- 
sidering a suggestion  that  a program  with  re- 
gard to  the  nonhabit-forming  but  still  dangerous 
drugs,  as  well  as  the  habit-forming  ones,  be 
arranged  for  a future  annual  convention. 

The  General  Session  on  “Medical  Aspects  of 
the  Treatment  of  Narcotic  Addiction”  held  at 
the  1966  annual  convention  was  arranged  so 
that  those  concerned  with  the  operation  of 
ongoing  narcotic  programs  were  afforded  an 
opportunity  to  be  heard.  The  program  was 
broad  based,  and  included  most  modalities  of 
treatment,  thus  serving  as  an  excellent  review 
of  the  various  forms  of  current  narcotic  therapy. 
The  ideas  presented  at  times  generated  con- 
siderable and  heated  discussion. 

The  question  of  baselines  for  evaluating  the 
various  programs  was  discussed,  as  were  the 
anticipated  difficulties  in  setting  up  specific 
criteria.  All  programs  are  not  comparable  as 
regards  common  denominators  and  each  in- 
volves one  or  more  different  elements  of  the 
over-all  problem  of  addiction;  that  is,  (1) 


basic  psychiatric  status  of  the  individual; 
(2)  overlay  of  the  underlying  psychiatric  status 
by  addiction;  (3)  psychiatric  and  medical 
status  during  withdrawal  or  detoxification; 
(4)  the  postwithdrawal  and  prerelease  in- 
doctrination; and  (5)  the  postrelease  control, 
including  halfway  houses,  self-help,  and  other 
programs,  as  well  as  ambulatory  narcotic 
administration. 

In  deciding  on  aims  and  goals  of  the  over-all 
narcotics  treatment  problem,  two  categories  are 
to  be  delineated — those  to  be  evaluated  in  the 
fight  of  present  knowledge  and  those  to  be 
evaluated  on  the  basis  of  the  ultimate  goal, 
that  of  completely  solving  the  problem.  The 
latter  requires  specified  creative  and  visionary 
project-oriented  investigations,  such  as  de- 
velopment of  methods  for  retaining  the  seda- 
tive and  analgesic  effects  of  narcotics  while 
eliminating  the  addiction  and  dependency  on 
narcotic  drugs.  It  must  be  stressed  that  the 
addictive  nature  of  a drug  is  the  crucial  factor 
which  must  be  controlled  in  order  to  provide 
an  ultimate  cure. 

During  a meeting  of  the  committee  the 
question  was  raised  as  to  whether  or  not  school 
physicians  were  paying  adequate  attention  to 
the  physical  examination  of  students  as  regards 
narcotics  addiction.  The  subject  was  surveyed 
by  the  committee  and  it  was  found  that  in  the 
City  of  New  York  under  the  aegis  of  Sidney 
Leibowitz,  M.D.,  the  medical  director  of  the 
Board  of  Education,  and  Dr.  Richard  Lubell, 
the  associate  superintendent,  school  physicians 
and  nurses,  as  well  as  teachers,  are  specifically 
indoctrinated  to  look  for  puncture  marks  or 
scars,  pinpoint  pupils,  as  well  as  “nodding” 
and  drowsiness  of  the  students.  An  excellent 
20-page  bulletin,  “Teen-Age  Narcotic  Addic- 
tion and  Abuse  of  Chemical  Products,”  has 
been  distributed  widely  by  the  Board  of  Educa- 
tion of  the  City  of  New  York. 

Under  discussion  was  whether  or  not  urine 
examination  for  narcotics  and  other  drugs  would 
be  helpful  in  seeking  out  addicts.  Such  surveys 
could  be  employed  for  all  high-risk  populations. 
However,  besides  intrusion  of  privacy,  it  was 
pointed  out  that  obtaining  urine  specimens  in 
the  course  of  routine  physical  examinations 
would  be  fraught  with  great  legal  obstacles  in 
the  event  such  analyses  revealed  addiction,  since 
the  result  of  the  contemplated  procedures  would 
be  subject  to  “turnover  to  the  authorities.” 
The  results  in  all  likelihood  would  be  inadmis- 
sible as  a violation  of  the  Fourth  Amendment 
which  protects  against  unreasonable  search  and 
seizure,  since  the  courts  zealously  protect  in- 
dividual rights  and  frown  on  “roundabout 
methods”  on  the  part  of  officials.  In  the  case  of 
school  children,  this  attitude  would  be  even 
more  likely  because  the  law  is  especially 
solicitous  of  minors,  even  when  parental  per- 
mission is  obtained.  A similar  climate  exists 
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when  dealing  with  individuals  without  sus- 
picion of  guilt. 

It  has  been  suggested  also  that  it  would  be 
worth  while  to  survey  not  only  high-risk  popula- 
tions, but  all  apprehended  individuals  who  are 
committed  to  jail,  and  even  those  who  volun- 
tarily submit  to  in-hospital  detoxification, 
particularly  in  the  winter  season — a long  period 
of  rest  and  comfort  being  a great  temptation. 
All  of  the  above  surveys  could  provide  fruitful 
and  meaningful  statistics  relating  to  the  in- 
cidence of  the  use  of  narcotics  in  various  popula- 
tions, as  well  as  significant  secondary  and  even 
more  remote  relationships  to  the  non-narcotic 
population. 

Mention  was  made  of  the  new  narcotic  law 
in  relation  to  narcotic  addiction  and  its  effect 

Cancer 

To  the  House  of  Delegates,  Gentlemen: 

Membership  of  the  Committee  on  Cancer  is  as 
follows: 

Charles  D.  Sherman,  Jr.,  M.D.,  Chairman . . . . 


Monroe 

Richard  D.  Brasfield,  M.D New  York 

Walter  T.  Murphy,  M.D Erie 

Kenneth  B.  Olson,  M.D Albany 

George  H.  Shields,  M.D Oneida 

Herbert  Volk,  M.D Westchester 


The  Committee  on  Cancer  has  had  a busy 
year.  Our  main  activities  can  be  fisted  as 
follows: 

1.  At  our  instigation,  the  Medical  Society 
of  the  State  of  New  York  and  the  New  York 
State  Department  of  Health  joined  together 
in  developing  an  advisory  council  at  the  State 
level  for  the  various  regional  medical  programs 
for  Heart  Disease,  Cancer,  and  Stroke.  New 
York  State  already  has  a very  strong  cancer 
control  program  at  the  State  level,  and  it  was 
felt  that  coordination  of  this  program  with  the 
new  programs  being  set  up  on  a regional  basis 
would  be  valuable.  It  was  further  felt  that 
some  aspects  of  the  activities  of  regional  medical 
programs  need  significant  coordination  at  the 
State  level.  These  would  include  such  things 
as  a State-wide  educational  television  program; 
State-wide  tumor  registries,  heart  registries, 
and  so  forth;  a State-wide  cytology  program; 
and  the  like.  The  regional  medical  programs 
and  the  State-wide  coordination  are  just  now 
beginning  to  get  under  way. 

2.  A general  session  on  chemotherapy  for 
the  annual  convention  has  been  developed  and 
is  to  be  presented  from  the  practitioner’s 
point  of  view.  The  panelists  will  be  Anthony 
Curreri,  M.D.,  professor  of  surgery,  University 
of  Wisconsin;  James  Holland,  M.D.,  chief  of 
medicine  A,  Roswell  Park  Memorial  Institute, 
Buffalo;  and  David  Karnofsky,  M.D.,  Sloan- 
Kettering  Institute,  New  York  City. 

3.  Your  committee  has  stimulated  the 
formation  and  continued  activity  of  a group 
of  tumor  clinic  directors,  both  in  New  York 
City  and  around  the  State.  We  feel  that  this 


on  the  attitude  of  the  addict.  The  question  of 
voluntary  appearance  for  treatment  was  dis- 
cussed in  the  fight  of  the  “very  long  range  re- 
sponsibility” of  the  individual. 

Your  chairman  expresses  his  appreciation  to 
William  Antopol,  M.D.,  for  representing  this 
committee  at  the  meeting  of  the  Commission  in 
Albany,  where  he  presented  the  above  summary 
The  committee  suggests  that,  because  of  the 
heightened  interest  in  the  dangers  of  alcohol, 
1968  would  be  an  excellent  time  for  a com- 
prehensive program  on  alcoholism  for  presenta- 
tion at  the  annual  convention.  This  committee 
will  be  happy  to  arrange  such  a program. 

Respectfully  submitted, 

Marvin  A.  Block,  M.D.,  Chairman 


is  particularly  important  as  the  newer  cancer 
programs  come  into  being. 

4.  We  have  had  an  active  program  of 
stimulating  the  supply  of  cytotechnicians. 
We  expect  a dramatic  increase  in  requirements 
for  this  very  valuable  tool  with  Medicaid  and 
Medicare  coming  into  being  and  are  asking 
State  and  local  groups  to  develop  better  pro- 
grams for  insuring  that  adequate  numbers  of 
cytotechnicians  are  trained. 

5.  We  are  cooperating  with  the  New  York 
State  Division  of  the  American  Cancer  Society 
in  a State-wide  program  aimed  at  better  con- 
trol of  carcinoma  of  the  colon,  which  is 
the  number  one  serious  cancer  in  the  country. 
Along  this  fine,  through  the  Empire  State 
Medical,  Scientific  and  Educational  Founda- 
tion, we  have  asked  for  and  received  a Federal 
grant  to  develop  the  use  of  sigmoidoscopy  in 
the  Syracuse  area. 

6.  We  have  stimulated  the  development  of 
two  district  cancer  committees  which  are  being 
set  up  to  review,  coordinate,  and  implement 
cancer  activities  in  their  local  districts.  We 
feel  that  this  is  a better  mechanism  than  trying 
to  do  the  same  thing  by  counties. 

7.  Our  antismoking  program,  both  on  the 
State-wide  and  national  level,  has  stalled  some- 
what, and  we  are  again  trying  to  strengthen 
existing  programs  and  policies  against  this 
serious  public  health  hazard. 

8.  We  continue  to  be  concerned  about  the 
lack  of  adequately  trained  radiation  therapists, 
who  are  specialists  in  then  field,  the  care  of 
needs  of  cancer  patients  in  New  York  State. 
We  are  trying  to  stimulate  development  of  a 
State-wide  program  to  increase  the  supply  of 
such  trained  therapists.  A resolution  to  this 
effect  will  be  submitted  to  the  House  of  Dele- 
gates. 

9.  Close  cooperation  with  the  Bureau  of 
Cancer  Control  of  the  State  Health  Depart- 
ment continues  to  coordinate  our  activities 
and  our  information,  and  we  have  a significant 
number  of  duplicate  membership  in  these  two 
groups. 
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10.  Liaison  with  the  American  College  of 
Surgeons  and  the  American  Cancer  Society 
is  achieved  by  having  representatives  from 
these  groups  attend  our  committee  meetings. 

11.  In  conclusion,  I believe  we  have  had  a 
very  active  year  and  I wish  to  thank  the  mem- 
bers of  my  committee  and  Miss  Gretchen 

Cardiovascular  Disease 

To  the  House  of  Delegates,  Gentlemen: 

Members  of  the  Committee  on  Cardiovascular 
Disease  are: 

Marjorie  H.  Greene,  M.D.,  Chairman 


Nassau 

Charles  A.  Bertrand,  M.D Westchester 

Joseph  T.  Doyle,  M.D Albany 

Abraham  Jezer,  M.D Bronx 

Irwin  K.  Stone,  M.D Jefferson 


The  committee  met  on  October  19,  1966,  to 
discuss  its  program  for  the  coming  year. 
Stewart  Cooper,  M.D.,  director  of  the  Bureau  on 
Heart  Disease  of  the  New  York  State  Depart- 
ment of  Health,  successor  to  J.  G.  Fred  Hiss, 
M.D.,  who  has  retired  after  many  years  of 
service,  reported  on  the  excellent  progxam, 
conducted  jointly  by  the  Medical  Society  of  the 
State  of  New  York,  the  New  York  State  Heart 
Assembly,  and  the  New  York  State  Department 
of  Health,  on  Coronary  Care  Units  in  Syracuse 
the  weekend  of  September  10  and  11,  1966. 
This  conference  was  attended,  not  only  by 
people  from  all  over  New  York  State,  but  also 
by  representatives  from  the  entire  country. 

With  regard  to  the  Heart  Disease,  Cancer, 
and  Stroke  Program  in  New  York  State,  the 
committee  feels  that  while  the  larger  regional 
programs  are  being  delineated  and  implemented 
and  the  New  York  State  Committee  on  Heart 
Disease,  Cancer,  and  Stroke  is  working  out 
methods  for  utilizing  this  program  in  New  York 
State,  there  are  many,  many  areas  in  the  State 
which  will  be  at  the  periphery  and  that  it  is 
important  to  get  programs  on  cardiovascular 
disease  to  all  areas  of  New  York  State.  There- 
fore, the  committee  approved  a recommendation 
that  the  Joint  Cardiovascular  Disease  Commit- 
tee, consisting  of  representatives  of  the  New 
York  Heart  Assembly,  the  New  York  State 
Department  of  Health,  and  the  Cardiovascular 
Disease  Committee  of  the  State  Medical  So- 
ciety, be  reactivated.  This  joint  committee  was 
set  up  in  1964  and  presented  the  very  successful 


Chronic  Pulmonary  Disease 

To  the  House  of  Delegates,  Gentlemen: 

The  Committee  on  Chronic  Pulmonary 
Disease  is  composed  of  the  following  members: 
Frederick  Beck,  M.D.,  Chairman.  .Tompkins 


Harry  Golembe,  M.D Sullivan 

Frank  Clay  Maxon,  Jr.,  M.D Albany 


Wunsch,  assistant  director  of  the  Division  of 
Scientific  Activities,  for  the  splendid  cooperation 
throughout  the  year. 

Respectfully  submitted, 

Charles  D.  Sherman,  Jr.,  M.D.,  Chairman 


two-day  program  on  stroke  at  the  annual 
convention  of  the  Society  in  1965,  with  the 
cooperation  of  the  Section  on  Physical  Medicine 
and  Rehabilitation,  the  Section  on  Internal 
Medicine,  and  the  Section  on  Neurology  and 
Psychiatry.  This  program  was  followed  by  a 
program  in  Nassau  County.  The  joint  com- 
mittee became  inactive  when  the  New  York 
State  Committee  on  Heart  Disease,  Cancer,  and 
Stroke  was  appointed  by  the  Governor  to  co- 
ordinate programs  at  the  State  level. 

In  reactivating  the  joint  committee,  the 
Committee  on  Cardiovascular  Disease  has 
appointed  one  of  its  members,  Charles  Bertrand, 
M.D.,  to  meet  with  Mr.  John  Connolly  of  the 
New  York  Heart  Assembly,  and  with  Dennis 
Young,  M.D.,  chairman  of  the  Post-Graduate 
Medical  Education  Committee  of  the  New  York 
Heart  Assembly,  to  discuss  ways  and  means  of 
implementing  this  program. 

Milton  Helpem,  M.D.,  chairman  of  the 
Committee  on  Forensic  Medicine  of  the  Com- 
mission on  Public  Health  and  Education,  has 
requested  that  the  philosophy  of  the  teaching 
of  closed  chest  cardiopulmonary  resuscitation  be 
reviewed  and  an  attempt  made  to  see  whether  or 
not  some  of  the  disastrous  complications  can  be 
eradicated. 

Dr.  Cooper  has  suggested  that  this  may  be  a 
good  year  to  reactivate  the  joint  teaching 
program  of  the  New  York  State  Department  of 
Health  and  the  State  Medical  Society  for  train- 
ing physicians  and  dentists  in  this  procedure. 
The  committee  expressed  itself  as  feeling  that 
this  program  should  be  given  in  the  smaller 
hospitals  throughout  the  State  rather  than  just 
in  the  large  medical  centers.  Your  chairman 
plans  to  contact  Dr.  Helpern  to  set  up  a joint 
committee  to  review  this  subject. 

Respectfully  submitted, 

Marjorie  H.  Greene,  M.D.,  Chairman 


Carl  Muschenheim,  M.D New  York 

Marshall  Henry  Williams,  Jr.,  M.D..  .Bronx 
During  the  past  year  the  committee  has 
continued  to  represent  the  State  Society  at 
meetings  with  various  groups  working  in  the 
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field  of  chronic  respiratory  diseases.  These 
include  the  New  York  State  Tuberculosis  and 
Respiratory  Disease  Association,  the  New  York 
State  Department  of  Health,  the  American 
Thoracic  Society,  and  the  New  York  Trudeau 
Society.  We  are  also  represented  on  the  board 
of  consultants  of  the  New  York  State  Tuber- 
culosis Hospitals. 

In  accordance  with  the  recommendation  of 
the  House  of  Delegates,  we  have  been  working 
with  the  New  York  State  Department  of 
Health  to  increase  the  treatment  facilities  for 
chronic  pulmonary  diseases.  The  proposals 
of  Medicare  and  Medicaid  proved  a source  of 
confusion  in  our  early  efforts  concerning  the 
provision  of  such  facilities  in  the  public  tuber- 
culosis hospitals,  and  we  were  unable  to  have 
the  needed  legislation  introduced  at  the  last 
session  of  the  Legislature.  However,  the  State 
Department  of  Health  is  in  accord  with  our 
suggestions,  and  on  October  13,  Governor 
Rockefeller  announced  a new  State  program 
providing  a number  of  beds  at  the  three  State 
tuberculosis  hospitals.  As  of  this  date  we  have 
no  information  on  the  eligibility  or  financial 
requirements,  nor  do  we  know  what  action  is 
required  of  the  next  Legislature  to  implement 
this  program. 

We  have  continued  to  support  the  activities 

Diseases  of  the  Eye 

To  the  House  of  Delegates,  Gentleman: 

The  Committee  on  Diseases  of  the  Eye  has 


the  following  members: 

James  I.  Farrell,  M.D.,  Chairman.  . . Oneida 

John  A.  Kennedy,  M.D Jefferson 

Philip  H.  Landers,  M.D Broome 

Walter  C.  Mott,  M.D Albany 

Byron  Smith,  M.D New  York 

There  has  been  no  meeting  of  this  committee 


during  the  past  year.  However,  the  chairman 
attended  the  meeting  of  the  Commission  on 
Public  Health  and  Education  in  Albany  in 

Environmental  Health 

To  the  House  of  Delegates,  Gentlemen: 

Members  of  the  Committee  on  Environmental 
Health  are: 

Norman  J.  Ashenburg,  M.D.,  Chairman 


Monroe 

Eric  J.  Cassell,  M.D New  York 

Carl  U.  Dernehl,  M.D New  York 

David  W.  Fassett,  M.D Monroe 

Thomas  M.  Gocke,  M.D Onondaga 

Morton  L.  Levin,  M.D Erie 


The  Committee  on  Environmental  Health 
is  just  a little  over  a year  old,  having  been  es- 
tablished as  the  Air  and  Water  Pollution  Com- 
mittee. The  scope  of  the  committee  was  ex- 
panded to  encompass  other  areas,  such  as  prob- 


of  the  American  Thoracic  Society  in  attempting 
to  improve  the  teaching  of  pulmonary  disease 
in  our  medical  schools  and  in  supporting  the 
development  of  research  programs  in  this  field. 
We  might  draw  attention  to  such  programs 
already  under  way  in  Erie  and  Queens  Counties. 
It  is  too  early  to  evaluate  properly  the  pul- 
monary disease  screening  program  done  by  the 
State  Department  of  Health  in  Columbia 
County  this  past  year  in  view  of  the  difficulty 
in  arranging  for  adequate  confirmatory  studies. 

We  were  pleased  that,  after  several  years  of 
effort,  a conference  was  arranged  on  tuberculin 
testing  of  school  children,  and  all  interested 
agencies  were  represented.  The  resulting 
manual  issued  by  the  New  York  State  Tuber- 
culosis and  Respiratory  Disease  Association 
should  be  of  great  assistance  in  clarifying  policy 
and  defining  definite  responsibilities  for  health 
department  and  school  medical  personnel. 

It  is  our  thought  that  the  Medicare  and 
Medicaid  programs  will  cause  an  increase  in 
the  demand  for  improved  diagnostic  and 
treatment  facilities  for  chronic  pulmonary 
disease  and  for  that  reason  we  believe  our 
efforts  to  expand  and  improve  such  facilities 
are  warranted. 

Respectfully  submitted, 

Frederick  Beck,  M.D.,  Chairman 


June.  He  has  also  attended  two  meetings  of 
the  board  of  directors  of  the  New  York  State 
Ophthalmological  Society,  on  which  are  most 
members  of  his  committee.  Just  recently  he  has 
consulted  with  the  executive  vice-president  of 
the  Medical  Society  of  the  State  of  New  York, 
by  mail,  concerning  a matter  relating  to  op- 
tometry. 

Respectfully  submitted, 

James  I.  Farrell,  M.D.,  Chairman 


lems  of  solid  waste  disposal,  insecticide  con- 
tamination, and  smoking,  at  the  time  the  name 
was  changed  by  action  of  the  Council.  This 
committee,  however,  is  not  concerned  with 
radiation  control. 

The  committee  has  met  twice  during  the 
past  year  and  plans  to  continue  its  program  to 
stimulate  county  medical  societies,  and  phy- 
sicians individually,  to  assume  a more  active 
role  in  environmental  health  problems.  The 
committee  has  conducted  preliminary  explora- 
tion to  determine  what  is  already  being  done 
at  the  county  level.  Replies  from  a question- 
naire show  that  one  third  of  the  county  societies 
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have  public  health  or  environmental  health 
committees  which  seem  to  be  fairly  active  in  the 
field.  The  committee  is  very  much  interested 
in  the  forming  of  environmental  health  com- 
mittees on  a district  branch  level. 

The  committee  has  been  represented  at 
several  legislative  hearings  on  water  and  air 
pollution  and  the  chairman  participated  in  a 
panel  discussion  of  the  problem  at  the  Annual 
Health  Conference  and  in  a program  on  respira- 
tory diseases  at  the  Academy  of  Science. 

The  committee  has  decided  to  carry  on  an 
education  campaign  and  plans  to  prepare  short 
articles  on  what  is  new  in  environmental  health 


Film  Review 

To  the  House  of  Delegates,  Gentlemen: 

Members  of  the  Committee  on  Film  Review 
are  as  follows: 

Kenneth  B.  Olson,  M.D.,  Chairman.  Albany 


Wilbur  M.  Dixon,  M.D Broome 

James  J.  Quinlivan,  M.D Albany 


The  following  totals  for  the  past  four  years 
indicate  the  increasing  use  of  the  film  library. 
This  increased  use  indicates  both  more  use  of 
old  films  and  new  use  of  new  films. 

During  the  year  156  new  films  were  reviewed. 
Of  this  total,  69  were  approved  and  added  to  the 
library.  There  are  now  992  titles  and  3,162 
prints  in  the  film  library.  Growth  of  the 
library  is  indicated  in  the  following  totals  for 
the  past  four  years: 


and  proposed  legislation  in  the  field  for  presenta- 
tion to  the  New  York  State  Journal  of 
Medicine  and  The  News  of  New  York.  These 
articles  will  deal  with  the  many  reasons  for 
pollution  control,  economic,  nuisance,  health, 
and  so  forth,  and  will  comment  on  pertinent 
legislation. 

The  committee  feels  that  the  increase  of  cig- 
aret  advertising  on  television  should  be  called 
to  the  attention  of  the  National  Association  of 
Broadcasters. 

Respectfully  submitted, 

Norman  J.  Ashenburg,  M.D.,  Chairman 


Number  of 

Films 

Times  Films 

Year 

Shipped 

Shown 

Attendance 

1963 

24,207 

48,252 

2,366,334 

1964 

25,983 

48,603 

2,836,001 

1965 

23,506 

47,159 

2,793,872 

1966 

26,229 

47,665 

2,946,239 

The  largest  number  of  film  shipments  for  any 
one  month  was  in  March,  1966,  when  2,811 
films  were  shipped. 

Table  I shows  a two-year  comparison  of  the 
film  activities  of  the  medical  and  nursing  films 
listed  in  the  Professional  Film  Catalog  and 
Supplement. 

Respectfully  submitted, 

Kenneth  B.  Olson,  M.D.,  Chairman 


TABLE  I.  Comparison  of  film  activities  of  medical  and  nursing  films 


Category 

1 QCK 

Individual 

Shipments  Films  Used 

Individual 

Shipments 

Films  Used 

Private  Physicians 

78 

130 

64 

92 

Medical  Staffs  of  Hospitals 

351 

490 

365 

555 

Medical  Schools 

50 

70 

47 

73 

Pharmacy  Schools 

1 

2 

5 

8 

Nursing  Schools 

2,499 

4,433 

2,467 

3,980 

Public  Health  Staffs 

383 

584 

420 

620 

Voluntary  Health  Agencies 

46 

75 

114 

163 

Colleges — Bio-Sciences 

821 

1,224 

726 

1,101 

Totals 

4,229 

7,007 

4,208 

6,592 

* The  above  table  is  from  the  period  October,  1965,  through  September,  1966. 


Forensic  Medicine 


To  the  House  of  Delegates,  Gentlemen: 

The  Committee  on  Forensic  Medicine  con- 
sists of  the  following: 

Milton  Helpem,  M.D.,  Chairman . . New  York 


Richard  Ament,  M.D Erie 

Alfred  Angrist,  M.D Bronx 


John  F.  Devlin,  M.D New  York 

Valentino  D.  B.  Mazzia,  M.D New  York 

The  committee  met  with  members  of  the 
Joint  Committee  with  the  Bar  Association  on 
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May  10,  1966,  to  discuss  a medical  examiner 
system  in  New  York  State,  and  the  chairman 
attended  the  meeting  of  the  Commission  on 
Public  Health  and  Education  in  Albany,  June 
15, 1966. 

Medical  Examiner  System.  The  con- 
sensus of  the  committee  was  that  a medical 
examiner  system  throughout  New  York  State  is 
desirable  and  that  it  should  be  organized 
on  a regional  basis  with  grouping  of  counties 
into  districts  rather  than  as  a State  agency. 
The  districts  could  correspond  to  judicial 
districts  or  the  State  Medical  Society  districting 
of  counties.  Either  districting  plan  would 
be  feasible  if  the  counties  cooperate  and  under- 
write the  expense  of  operation.  There  is  a 
precedent  for  the  grouping  of  counties  with  a 
sharing  of  expenses  since  this  is  done  in  Health 
Department  programs  where  a district  officer 
often  covers  multiple  counties  and  is  paid  by 
each.  It  was  learned  that  State  aid  would  be 
granted  to  help  support  medical  examiner 
systems  if  county  health  departments  are 
involved,  as  in  Monroe  County. 

No  new  legislation  will  be  needed  to  establish 
such  a system,  but  the  committee  plans  an 
intensive  campaign  to  educate,  reassure,  and 
convince  county  officers  and  the  public  of  the 
value  and  advantages  of  an  effective  medical 
examiner  system  organized  on  a nonpolitical 
basis  with  district  medical  examiners  appointed 
and  not  elected.  Organization  of  a medical 
examiner  system  on  a regional  basis  would 
provide  a sufficient  case  load  for  the  medical 
examiner  to  keep  him  active  and  interested  in 
his  work.  It  would  also  eliminate  duplication 
of  appointments  and  equipment.  Personnel  for 
this  work  is  difficult  to  recruit  because  the 
supply  is  short.  The  expertise  of  the  State 
Health  Department  would  be  of  great  help  in 
setting  up  regional  laboratories  for  toxicology 
and  other  related  services. 

It  is  the  feeling  of  the  committee  that  the 
medical  examiner  should  be  a full-time  ap- 
pointee and  his  position  dignified  with  an 
adequate  salary.  He  must  not  only  be  an 
M.D.,  but  a trained  pathologist  and  micros- 
copist.  Coroners,  on  the  other  hand,  are  often 


laymen,  and  even  when  one  is  a physician  he  is 
not  usually  a pathologist.  As  a rule  a pa- 
thologist is  not  called  in  except  in  certain  situa- 
tions, and  then  is  not  always  interested  or 
trained  in  medicolegal  work. 

The  chairman  plans  to  consult  the  pathologists 
since  such  a medical  examiner  system  must 
have  then-  backing.  It  is  also  believed  that  it 
might  be  possible  to  integrate  medical  coroners 
into  such  a program,  possibly  as  investigators. 

The  committee  is  considering  a suggestion 
that  it  might  be  well  to  have  a pilot  program  in 
an  upstate  area,  possibly  Broome  County. 

The  chairman  has  stated  that  the  Office  of 
the  Chief  Medical  Examiner  of  the  City  of  New 
York  could  be  called  on  to  train  promising 
qualified  pathologists  and  physicians  for  the 
over-all  work  of  medical  examiner. 

Symposium.  Your  chairman  is  pleased  to 
report  that  the  fourth  annual  Forensic  Medicine 
Symposium  on  October  8 and  9,  1966,  was 
enthusiastically  received.  Sixty-one  medical 
examiners,  forensic  pathologists,  physician  cor- 
oners, and  investigators  attended  the  sessions 
which  were  held  under  the  auspices  of  the 
Medical  Society  of  the  State  of  New  York,  the 
Office  of  Chief  Medical  Examiner  of  the  City 
of  New  York,  the  New  York  State  Department 
of  Health,  and  the  Department  of  Forensic 
Medicine  of  the  New  York  University  Schools 
of  Medicine.  In  addition  to  the  autopsy 
demonstrations  each  morning  the  topics  this 
year  included:  unsuspected  fatal  violence  in 

various  categories,  traumatic  asphyxial  deaths, 
problems  in  identification  (airplane  crashes, 
bodies  recovered  from  water,  bodies  recovered 
from  fires,  dismembered  bodies),  fatalities 
associated  with  narcotic  addiction,  unusual 
gunshot  and  stab  wounds,  and  other  subjects. 

Miscellaneous.  The  committee  has  been 
informed  that  the  State  Health  Department  is 
working  on  a revision  of  the  format  of  death 
certificates  as  recommended  in  resolution  65- 
23  at  the  meeting  of  the  House  of  Delegates  in 
1965. 

Respectfully  submitted, 

Milton  Helpern,  M.D.,  Chairman 


General  Practice  and  School  Health 


To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Committee  on  General 
Practice  and  School  Health  are  as  follows: 
Frederick  A.  Groff,  Jr.,  M.D.,  Chairman 


Schenectady 

Herbert  A.  Laughlin,  M.D. ...  Chautauqua 

George  Lim,  M.D Oneida 

Joseph  F.  Palmieri,  M.D Suffolk 

Joseph  B.  Robinson,  M.D Albany 


The  committee  met  on  June  9,  1966,  to 
discuss  the  implementation  of  resolution  66  69, 
“School  Health  Examination  Policies,”  ap- 


proved as  amended  by  the  House  of  Delegates 
at  its  meeting  in  February.  The  resolved  por- 
tion of  this  resolution  as  amended  reads: 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  recommend  that  the 
State  Education  Law  be  amended  to  require 
that  school  children  be  examined  on  entering 
school  and  not  less  than  three  times  in  the 
following  twelve  years — once  in  the  inter- 
mediate grades,  once  at  the  beginning  of 
adolescence,  and  once  before  leaving  school 
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and  that  additional  screening  tests  be  held 
each  year  to  evaluate  weight,  height,  vision, 
hearing,  posture,  skin  condition,  and  dental 
health. 

It  was  the  consensus  of  the  members  of  the 
committee  that  since  similar  recommendations 
have  been  made  to  the  State  Education  De- 
partment with  no  result,  a high  level  meeting 
with  the  Commissioner  of  Education,  and 
possibly  the  Board  of  Regents,  should  be  set 
up.  It  was  suggested  that  such  a meeting 

Infectious  Diseases 

To  the  House  of  Delegates,  Gentlemen: 

Members  of  the  Committee  on  Infectious 
Diseases  are: 

Harry  S.  Lichtman,  M.D.,  Chairman.  .Kings 


Marcelle  Bernard,  M.D Bronx 

Thomas  S.  Bumbalo,  M.D Erie 

Joseph  H.  Kinnaman,  M.D.  Nassau 

Robert  P.  Whalen,  M.D Albany 

Subcommittees: 

Hospital  Epidemiology 
Liaison 

Preventive  Medicine 


Public  Health  Education 
Tropical  Diseases 

Howard  B.  Shookhoff,  M.D.,  Chairman 
New  York 

Venereal  Disease 

Bruce  P.  Webster,  M.D.,  Chairman 
New  York 

The  Committee  on  Public  Health  became  the 
Committee  on  Infectious  Diseases  by  action  of 
the  Council  at  its  meeting  in  June,  1966.  At 
that  time  the  following  subcommittees  were 
authorized: 

Hospital  Epidemiology.  This  field  of 
activity  has  become  a very  important  public 
health  program  to  the  United  States  Public 
Health  Service. 

Liaison.  To  act  as  liaison  with  chairmen  of 
the  public  health  committees  of  county  medical 
societies,  district  branches,  or  coordination 
groups  and  local  health  officers  throughout  the 
State. 

Preventive  Medicine,  (a)  Childhood  and 
adult  immunizations,  that  is,  measles,  tetanus; 
( b ) Chemoprophylaxis,  the  prevention  of  strep- 
tococcal infections,  and  so  forth;  (c)  Biologicals, 
gamma  globulin,  antitoxin,  standardization 
guides. 

Public  Health  Education.  This  sub- 
committee to  feed  back  the  public  health 
activities  of  the  State  Medical  Society  to  the 
practicing  physician. 

Tropical  Diseases.  Malaria,  schistosomiasis, 
and  others. 

Venereal  Disease. 

The  Committee  on  Infectious  Diseases  met 
with  Hollis  S.  Ingraham,  M.D.,  Commissioner, 


should  include  Dr.  James  Allen,  Commissioner 
of  Education,  James  M.  Blake,  M.D.,  president, 
and  Henry  I.  Fineberg,  M.D.,  executive  vice- 
president. 

This  recommendation  was  presented  to  the 
Council  by  Irving  L.  Ershler,  M.D.,  chairman 
of  the  Commission  on  Public  Health  and 
Education,  and  was  approved. 

Respectfully  submitted, 
Frederick  A.  Groff,  Jr.,  M.D. 


New  York  State  Department  of  Health,  in 
May  to  discuss  a request  from  Senator  Robert 
F.  Kennedy  to  James  M.  Blake,  M.D.,  that 
New  York  State  put  on  an  intensive  campaign  to 
immunize  children  from  one  to  twelve  with 
measles  vaccine.  The  committee  approved 
such  a campaign  and  recommended  that  it  be 
implemented  on  a local  level. 

A conference  was  held  on  May  25  with  Julia 
L.  Freitag,  M.D.,  New  York  State  Department 
of  Health,  and  Harold  T.  Fuerst,  M.D.,  New 
York  City  Department  of  Health,  to  discuss  the 
implementation  and  logistics  of  this  program 
and  to  make  plans  for  a letter  to  be  sent  to 
county  medical  societies  over  the  signatures  of 
Dr.  Ingraham  and  Dr.  Blake.  Accordingly 
the  following  letter  was  sent  to  county  medical 
society  presidents,  executive  secretaries,  public 
relations  chairmen,  public  health  chairmen, 
presidents  of  district  branches,  and  district 
health  officers: 

“Since  1963  when  measles  vaccine  became 
available,  large  numbers  of  New  York  State 
children  have  received  the  protection  af- 
forded by  measles  immunization.  The 
physicians  of  the  State  and  the  local  health 
agencies  have  done  a superb  job  in  immuniz- 
ing about  50  per  cent  of  the  400,000  suscep- 
tible children  under  the  age  of  seven.  Public 
awareness  that  measles  need  not  be  considered 
a harmless  and  inevitable  disease  of  child- 
hood has  contributed  greatly  towards  this 
goal.  The  reduction  of  the  incidence  of 
measles  this  year  has  justified  these  efforts 
many  fold. 

“This  partial  achievement  must  be  ex- 
panded to  an  immediate  and  total  goal  of 
eliminating  measles  as  an  acute  illness  and  as 
a cause  of  serious  disability  such  as  mental 
retardation.  To  gain  this  objective  a con- 
certed drive  must  now  be  made  by  the 
combined  efforts  of  the  local  county  medical 
societies,  the  local  health  departments,  and 
the  local  community  volunteer  groups.  The 
vaccine  will  be  provided  by  the  Health 
Department  without  charge  for  the  im- 
munization of  all  susceptible  children. 

“At  a recent  meeting  of  representatives  of 
the  New  York  State  Medical  Society  and  the 
New  York  State  Department  of  Health, 
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methods  were  outlined  to  implement  these 
objectives.  It  was  recognized  that  methods 
of  conducting  a measles  eradication  program 
will  vary  depending  upon  local  considerations. 
The  common  denominators  in  this  drive 
will  be  an  all-out  campaign  requiring  max- 
imum community  cooperation  utilizing  a wide 
spectrum  of  community  leaders,  engaging 
every  available  method  of  publicity,  affecting 
maximal  efforts  in  the  fall  and  winter  of 
1966-1967  and  setting  the  spring  of  1967  as 
the  end-point  of  the  campaign.  The  State 
Medical  Society  and  the  State  Health  De- 
partment will  be  available  as  advisers.” 

At  a meeting  of  the  committee  on  November 
11  with  representatives  of  the  State  and  City 
Health  Departments,  Dr.  Freitag  reported  that 
the  following  communities  and  counties  have 
scheduled  such  campaigns:  Syracuse,  Broome, 
Cayuga,  Nassau,  and  Suffolk.  The  committee 


considered  methods  to  further  encourage  action 
on  a local  level  and  plans  to  prepare  a second 
letter  to  be  sent  to  county  medical  societies  and 
district  health  officers. 

With  regard  to  possible  compulsory  measles 
immunization  for  admission  to  school,  the  com- 
mittee expressed  itself  as  feeling  that  im- 
munization should  be  given  at  a much  earlier 
age  than  school  age,  that  is,  at  age  one  or  two. 

Your  chairman  represented  the  Medical 
Society  of  the  State  of  New  York  at  the  regional 
meeting  on  Appalachia,  in  Pittsburgh,  May  5 
and  6,  1966.  The  purpose  of  this  meeting  was 
“to  acquaint  the  health  leadership  from  New 
York,  Pennsylvania,  and  Ohio  with  the  pos- 
sibilities for  effective  utilization  of  health 
funds  available  to  communities  in  Appalachia.” 

Respectfully  submitted, 

Harry  S.  Lichtman,  M.D.,  Chairman 


Physical  Medicine  and  Rehabilitation 


To  the  House  of  Delegates,  Gentlemen: 

The  Committee  on  Physical  Medicine  and 
Rehabilitation  is  composed  of  the  following 
members: 

Edward  J.  Lorenze,  M.D.,  Chairman 

Westchester 


Alexander  F.  Carson,  M.D Otsego 

George  G.  Deaver,  M.D New  York 

William  H.  Georgi,  M.D Erie 


The  chairman  of  the  committee  attended  the 
meeting  of  the  Commission  on  Public  Health 
and  Education  held  at  the  State  Health  De- 
partment in  Albany  on  June  15,  1966.  The 
following  matters  were  discussed  at  that  meet- 
ing and  constitute  the  report  of  the  activities 
of  the  committee  during  the  past  year. 

1.  Its  representatives  have  worked  during 
the  year  with  the  New  York  State  Heart 
Assembly,  particularly  in  relationship  with 
the  subcommittee  on  rehabilitation  and  strokes 
of  that  group.  As  a result  of  this  work,  a 
resolution  was  passed  by  the  Heart  Assembly 
and  sent  to  the  Commissioner  of  Insurance 
of  the  State  of  New  York,  requesting  that  con- 
sideration be  given  to  the  inclusion  of  the  acute 
phase  of  rehabilitation  of  stroke  patients  in 
any  health  care  insurance  programs  which 
are  newly  approved.  This  was  done  with  the 
idea  of  considering  rehabilitation  of  the  stroke 
patient,  in  major  part,  as  part  of  the  manage- 
ment of  the  acute  illness  rather  than  as  part  of 
the  management  of  chronic  disease.  In  ad- 
dition, this  group  is  instrumental  in  the  planning 
and  publication  of  Stroke  which  presents  modern 
concepts  of  heart  disease  and  is  distributed  to 
physicians  in  the  State  on  a quarterly  basis. 
The  first  issue  of  this  publication  has  appeared 
and  is  quite  successful. 

2.  Members  of  the  committee  have  worked 
with  representatives  of  the  Division  of  Voca- 
tional Rehabilitation  of  the  State  Education 


Department  in  formulating  new  hearing  evalu- 
ation forms.  This  was  discussed  with  a rep- 
resentative of  the  Public  Health  and  Educa- 
tion Commission  who  was  working  on  this 
problem  separately.  This  new  hearing  evalu- 
ation form  has  been  published  by  the  State 
Division  of  Vocational  Rehabilitation. 

3.  Discussions  have  been  held  with  Blue 
Cross  of  New  York  City  with  regard  to  the 
inclusion  of  rehabilitation  services  in  their 
basic  policy.  The  possibility  for  this  is  en- 
hanced by  the  removal  of  the  load  of  the  aged 
group  from  their  roles.  A research  project 
has  been  designed  by  the  Socio-Medical  Re- 
search Program  of  the  Burke  Rehabilitation 
Center  for  consideration  by  Blue  Cross  as  a 
pilot  study  in  relationship  to  this  problem. 

4.  Resolutions,  referred  to  this  committee 
were: 

a.  66-92,  introduced  by  Henry  Fleck, 
M.D.,  Section  on  Physical  Medicine  and  Re- 
habilitation— Resolved,  That  the  Medical  Society 
of  the  State  of  New  York  go  on  record  as  recom- 
mending that  a specialist  in  physical  medicine 
and  rehabilitation  (a  physiatrist) , if  available, 
be  on  the  staff  of  each  extended  care  facility. 

The  committee  endorses  this  recommenda- 
tion and  feels  that  extended  care  facilities  are 
very  likely  to  have  large  numbers  of  patients 
requiring  considerable  physical  medicine  and 
rehabilitation  services.  The  committee  points 
out  that  these  extended  care  beds  are  located 
near  the  department  of  physical  medicine  and 
rehabilitation  in  new  construction  under  Hill- 
Burton.  The  physiatrist  can  be  of  help  in 
the  general  orientation,  organization,  and  oper- 
ation of  such  a unit. 

b.  66-88,  introduced  by  Henry  Fleck,  M.D., 
Section  on  Physical  Medicine  and  Rehabilita- 
tion— Resolved,  That  the  Medical  Society  of  the 
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State  of  New  York  initiate  legislation  making 
admission  to  the  licensure  examination  in  physi- 
cal therapy  contingent  on  graduation  from  a school 
fully  approved  by  the  regional  accrediting  body 
for  schools  of  physical  therapy. 

The  committee  in  general  approves  this 
matter,  although  this  should  have  further  dis- 
cussion with  representatives  of  the  State  De- 
partment of  Health  for  its  possible  legal  and 
educational  aspects.  The  enabling  legislation 
for  Medicare  has  a provision  that  such  therapists 
must  be  from  a school  approved  by  the  re- 
gional accrediting  body,  and  this  may  or 
may  not  create  some  problems  for  some  of  the 
schools  of  physical  therapy  in  this  State. 

c.  65-32  and  65-14 — in  essence  these  are 
resolutions  which  request  the  study  of  the 
inclusion  of  general  practitioners  in  the  follow-up 
provisions  of  the  New  York  State  Medical  Re- 
habilitation Program  and  in  the  programs  for 
physically  handicapped  children.  These  reso- 
lutions were  introduced  primarily  because  the 
list  of  conditions  covered  has  been  extended 
to  situations  which  will  require  chronic  care 
from  the  point  of  medical  treatment  and  certain 
general  practitioners  may  have  been  providing 
this  service  in  the  past. 

In  addition,  the  requirement  that  cases  be 
evaluated  at  only  certain  approved  centers 
has  been  questioned,  since  it  requires  the  trans- 
fer of  the  patient  from  his  private  physician 
to  the  hospital  center  and  removes  the  patient 
from  his  own  physician’s  care.  Since  only 
pediatricians  or  internists  approved  and  listed 
by  the  New  York  State  Department  of  Health 
can  do  treatment  outside  the  center,  the  patient 
may  have  to  return  to  a physician  other  than 
his  private  physician  for  follow-up.  It  is 
pointed  out  that  this  destroys  the  freedom  of 
a patient  to  return  to  the  physician  of  his 
choice. 

In  addition,  the  matter  is  further  complicated 
by  Title  19  of  the  Medicare  law  and  by  our 
own  State  implementation  of  this.  In  point  of 
fact,  it  raises  a question  as  to  whether  the 


Quackery 

To  the  House  of  Delegates,  Gentlemen: 

Members  of  the  Committee  on  Quackery 
are  as  follows: 

Jason  K.  Moyer,  M.D.,  Chairman 


Broome 

William  P.  Clark,  M.D Westchester 

Glenn  E.  Jones,  M.D Niagara 


The  untimely  passing  of  James  G reenough, 
M.D.,  delayed  the  continuation  of  the  message 
on  quackery  that  was  started  so  effectively  at 
the  April,  1965,  Congress  on  Quackery  held 
in  New  York  City.  Dr.  Greenough  had  made 
the  original  contacts  with  the  State  University 
of  New  York  College  at  Cortland,  which  has 
a well-developed  Department  of  Health  Edu- 
cation. He  was  then  thinking  of  a continuing 


State  Medical  Rehabilitation  Program  and 
the  Physically  Handicapped  Children’s  Pro- 
gram are  any  longer  useful  or  practicable  since 
patients  normally  coming  under  these  programs 
can  now  come  under  the  Title  19  program. 
Since  there  is  a financial  differential  in  which, 
under  Title  19,  the  local  community  would 
have  to  put  up  only  25  per  cent  of  the  cost 
instead  of  50  per  cent,  it  is  most  likely  that 
local  communities  will  make  use  of  Title  19 
programs  and  that  the  Medical  Rehabilitation 
Programs  and  the  Physically  Handicapped 
Children  Programs  will  be  less  attractive. 

It  is  desirable  to  have  freedom  of  choice  of 
physician  and  to  interfere  as  little  as  possible 
with  the  normal  patterns  of  medical  practice. 
In  the  extended  programs  under  Title  19,  all 
physicians  will  be  involved  rather  than  the 
small  group  at  a center.  Here  again,  however, 
the  State  Department  of  Health  has  responsi- 
bility for  setting  up  standards  for  care,  and 
it  is  not  desired  that  effective  standards  be 
lowered.  Undoubtedly,  a way  can  be  worked 
out  which  will  permit  qualified  physicians  of 
all  types  to  perform  those  functions  for  which 
they  are  qualified.  This  will  have  to  be  spelled 
out.  On  the  other  hand,  the  concept  of 
centers,  where  groups  of  qualified  physicians 
must  work  together  as  a team  with  other 
qualified  paramedical  groups  under  an  organized 
program,  also  has  much  to  recommend  it. 
It  seems  that  we  must  work  out  which  type 
of  case  belongs  in  which  type  of  facility  and 
program. 

The  committee  will  meet  as  soon  as  possible 
with  representatives  of  the  State  Health  De- 
partment, and  perhaps  other  consultants  to 
the  committee,  to  investigate  this  entire  com- 
plex matter.  We  are  awaiting  a decision  by 
the  Health  Department  in  x-egard  to  which  of 
their  representatives  will  meet  with  us. 

Respectfully  submitted, 

Edward  J.  Lorenze,  M.D.,  Chairman 


program,  directed  at  the  younger  genex’ation, 
through  l-ecognized  educational  channels. 

On  Apxil  20,  1966,  your  chairman  met  with 
Henry  I.  Fineberg,  M.D.,  C.  Stewart  Wallace, 
M.D.,  J.  Richard  Bums,  Esq.,  and  Guy  D. 
Beaumont  at  the  Society  headquarters  in  New 
York  City,  for  the  purpose  of  planning  the 
Congress  on  Quackery  program  of  the  com- 
mittee for  the  ensuing  year.  On  May  3 a 
meeting  was  held  with  Dr.  John  S.  Sinacore, 
chairman  of  the  Health  Education  Department, 
State  University  of  New  York  College  at 
Cortland,  to  outline  an  ambitious  program 
for  the  Fall  of  1966. 

Numerous  meetings  have  been  held  and 
with  the  able  assistance  of  the  director  of  the 
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Division  of  Communications,  Mr.  Beaumont, 
a four-hour  program,  using  material  from  the 
1965  Quackery  Congress,  was  developed  and 
presented  on  November  9 at  the  Cortland  State 
Teachers  College.  Invitations  were  sent  to 
approximately  800  individuals  who  are  inter- 
ested in  health  education.  Hollis  S.  Ingraham, 
M.D.,  Commissioner  of  Health  for  the  State 
of  New  York,  and  Dr.  James  E.  Allen,  Jr., 
Commissioner  of  Education,  agreed  to  appear 
on  the  program.  The  outcome  of  this  pro- 
gram will  be  presented  in  a supplementary  re- 
port by  the  Quackery  Committee. 

One  of  the  main  reasons  for  presenting  this 
program  to  health  educators  is  not  only  to 
provide  to  them  up-to-date  information  on  the 
status  of  quackery,  which  includes  material 


obtained  from  the  American  Medical  Associ- 
ation Congress  on  Quackery  held  in  October 
of  1966  in  Chicago,  but  also  to  gain  ideas  on 
how  to  present  this  material  to  the  pub  he. 
The  committee  has  in  mind  a continuing  pro- 
gram that  might  be  similar  to  the  antismoking 
programs  that  have  been  presented  in  the 
State  school  systems. 

At  the  time  of  this  writing,  it  appears  that 
there  is  considerable  interest  upstate  in  both 
the  subject  and  the  Cortland  program,  and  if  the 
reception  is  favorable,  the  committee  hopes  to 
expand  its  activities  considerably  in  the  year 
1967. 

Respectfully  submitted, 

Jason  K.  Moyer,  M.D.,  Chairman 


Medical  Advisory  Committee  to  the  New  York  State 
Public  High  School  Athletic  Association 


To  the  House  of  Delegates,  Gentlemen: 

The  Medical  Advisory  Committee  to  the 
New  York  State  Public  High  School  Athletic 
Association  consists  of  the  following  members: 
Ralph  S.  Emerson,  M.D.,  Chairman.  Nassau 


Frederick  H.  Grabo,  M.D Oneida 

Eugene  J.  Hanavan,  Jr.,  M.D Erie 

Arthur  Howard,  M.D Fulton 

Joseph  J.  Kaufman,  M.D Wayne 

William  B.  Kintzing,  M.D.  Nassau 

Alexius  Rachun,  M.D Tompkins 

Murle  Laurens  Rowe,  M.D Monroe 


This  committee  was  appointed  late  in  the 
spring  of  1966  to  advise  and  assist  the  State 
Athletic  Association  in  their  athletic  safety 
program  with  particular  reference  to  football 
injuries. 

The  committee  has  functioned  by  personal 
interviews  and  telephone  conferences  with  the 
State  Athletic  Association  in  the  experimental 
football  study  on  preseason  physical  condition- 
ing. This  study  embodies  the  recommenda- 
tions of  the  National  Federation  of  State  High 
School  Athletic  Associations  and  the  A.M.A.’s 
Committee  on  Medical  Aspects  of  Sports. 


It  is  called  the  5-10-5  preseason  program. 
There  are  over  50,000  high  school  football  ath- 
letes participating  in  the  program.  The  pur- 
pose is  to  minimize  the  preseason  and  early 
season  serious  football  injuries. 

Our  first  joint  sponsored  Athletic  Injury 
Symposium  is  scheduled  on  January  21,  1967, 
at  the  Concord  Hotel  in  Kiamesha.  Dr.  Rowe 
is  chairman  of  the  afternoon  session  on  football 
injuries. 

In  1968  we  hope  to  institute  an  annual  Ath- 
letic Injury  Symposium  in  conjunction  with 
and  preceding  the  State  Medical  Society  meet- 
ing in  February. 

I would  like  to  thank  personally  the  members 
of  this  committee.  Then-  fine  cooperation 
during  the  past  year  has  been  invaluable. 
I would  like  also  to  extend  our  appreciation  to 
the  many  physicians  throughout  the  State  who 
are  rendering  a significant  public  service  to  our 
youth  by  cooperating  with  their  local  school 
athletic  programs. 

Respectfully  submitted, 

Ralph  S.  Emerson,  M.D.,  Chairman 


156  New  York  State  Journal  of  Medicine  / January  1,  1967 


1967  HOUSE  OF  DELEGATES 


Scientific  Activities  and  Publications 

District  Branches 


First  District  Branch 

To  the  House  of  Delegates,  Gentlemen: 

The  annual  meeting  of  the  First  District 
Branch  was  held  at  the  Americana  of  New  York, 
New  York  City,  on  February  13,  1966,  at  4:00 
p.m. 

The  minutes  of  the  meeting  held  on  February 
14,  1965,  were  approved  as  circulated. 

The  following  officers  were  elected  for  a term 
of  two  years: 

President — David  Kershner,  M.D.,  Kings 

Vice-President — Frank  W.  Farrell,  M.D., 
Queens 

Secretary — William  L.  Wheeler,  Jr.,  M.D., 
New  York 

Treasure i — Leo  Drexler,  M.D.,  Kings 

Delegate — Leonard  Heimoff,  M.D.,  Bronx 

Dr.  Drexler,  treasurer,  presented  his  report 
covering  the  period  of  May,  1965,  to  February, 
1966.  The  report  was  accepted. 

Respectfully  submitted, 

David  Kershner,  M.D.,  President 

Following  is  the  report  of  the  Coordinating 
Council,  executive  committee  of  the  First 
District  Branch,  submitted  by  the  chairman  of 
the  Council,  George  Himler,  M.D.,  New  York. 

Coordinating  Council.  The  Coordinating 
Council  of  the  First  District  Branch  has  had  a 
year  of  unparalleled  activity,  much  of  which 
had  to  do  with  the  implementation  of  Title  19 
of  Public  Law  89-97  which,  in  New  York  State, 
has  come  to  be  known  as  Medicaid. 

A special  meeting,  held  on  May  25,  1966,  was 
devoted  to  this  subject.  At  that  time,  the 
chairman  reported  on  a public  hearing  held  by 
the  Welfare  Department  of  New  York  City 
on  May  11,  1966,  to  discuss  the  issue  of  free 
choice  of  physician  and  institution  for  recipients 
of  medical  assistance.  The  majority  of  those 
who  testified  at  the  hearing  were  associated 
with  hospitals  and  medical  centers,  the  New 
York  City  Board  of  Hospitals,  or  with  local 
and  State  health  and  welfare  agencies.  The 
chairman  of  the  Coordinating  Council  submitted 
a statement  in  support  of  free  choice  which  was 
received  with  something  less  than  ecstasy  by 
those  present. 

The  chairman  also  reported  to  the  Council  on 
a personal  interview  with  Mayor  Lindsay  at 
which  he  made  recommendations  to  the  Mayor 
regarding  the  implementation  of  the  medical 
assistance  program  by  the  City  and  also  some 
specific  comments  on  the  plight  of  the  City 


hospital  system.  It  can  now  be  divulged  that 
the  suggestions  made  have  been  disregarded 
without  exception. 

The  members  of  the  Council  were  informed 
also  of  the  sending  of  day  letters  to  34  State 
senators  and  77  assemblymen  in  support  of  a 
free-choice  amendment  to  the  Medicaid  law. 

Finally,  at  the  special  meeting  of  May  25, 
a resolution  was  prepared  to  be  presented  by  the 
First  District  Branch  at  the  special  session  of 
the  House  of  Delegates  of  the  Medical  Society 
of  the  State  of  New  York  on  the  following  day. 
This  resolution  was  intended  to  implement  the 
report  and  recommendations  of  what  was  then 
known  as  the  “Negotiating  Committee.”  Ele- 
ments of  that  resolution  were  incorporated  into 
the  single  substitute  resolution  that  was  pro- 
posed by  the  reference  committee  and  passed  by 
the  House. 

It  should  be  noted  in  this  report  that  four 
members  of  the  Coordinating  Council  served 
on  the  so-called  “Costello  Task  Force  on  City 
Hospitals.”  This  body  met  about  seven  times 
in  plenary  session  with  a number  of  subcom- 
mittee meetings  interspersed.  It  finally  pro- 
duced a set  of  recommendations  which  were 
forwarded  to  the  Mayor  and  to  Alonzo  S. 
Yerby,  M.D.,  then  Commissioner  of  Hospitals. 
It  did  not  include  some  very  important  sug- 
gestions that  had  been  made  by  the  representa- 
tives of  the  Coordinating  Council.  The  first 
of  these  was  that  a complete  review  of  the  ad- 
ministrative policies  and  procedures  of  the 
Department  of  Hospitals  be  made  by  an  ap- 
propriate, impartial  agency.  The  second  was 
that  the  quality  of  the  medical  care  rendered 
under  the  affiliation  program  be  subjected  to 
careful  scrutiny  by  a competent  and  disin- 
terested organization  such  as  the  New  York 
Academy  of  Medicine.  The  third  was  that  the 
make-up  of  the  Board  of  Hospitals  be  changed 
by  the  appointment  of  one  or  two  of  the  med- 
ical members  of  the  Board  on  the  nomination  of 
the  Coordinating  Council.  Finally,  it  was  urged 
that  the  Mayor  limit  the  tenure  of  members 
of  the  Board  of  Hospitals  to  ten  years  or  two 
terms  to  insure  the  receptivity  of  the  Board 
to  new  ideas  and  to  avoid  adherence  by  it  to 
erroneous  or  obsolete  policies. 

None  of  these  recommendations  found  their 
way  into  the  final  report  of  the  Task  Force. 
The  only  one  that  did  recommended  that  the 
Commissioner  of  Hospitals  find  a way  to  in- 
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tegrate  local  physicians  into  the  staffs  of  City 
hospitals  and  review  the  staffing  policies  of  the 
affiliated  voluntaries.  There  is  no  evidence 
that  this  is  about  to  be  implemented.  The 
subsequent  history  of  the  City  hospital  system 
and  the  apparent  willingness  of  the  Health 
Services  Administration  to  abandon  municipal 
hospitals  to  the  medical  centers  bears  testimony 
to  the  validity  of  the  recommendations  made 
to  the  Task  Force  by  members  of  the  Coordinat- 
ing Council. 

On  June  6,  1966,  the  Physicians  Guilds  of 
Kings  and  Richmond  Counties,  with  the  sup- 
port of  a number  of  the  county  medical  societies, 
ran  an  advertisement  in  the  New  York  Times 
and  the  Daily  News  urging  the  public  to  sup- 
port the  free-choice  amendment  that  was  then 
before  the  State  Assembly. 

Another  special  meeting  of  the  Coordinating 
Council  was  held  on  July  20,  1966,  at  the  re- 
quest of  the  Bronx  County  Medical  Society. 
The  officers  of  the  county  medical  societies  were 
informed  of  the  action  of  the  New  York  State 
Board  of  Social  Welfare  in  amending  its  regula- 
tions to  guarantee  the  privilege  of  choice  of 
physician  and  institution  to  medical  assistance 
recipients.  This  was  most  welcome  in  view  of 
the  failure  of  the  State  Legislature  to  vote  the 
amendment  to  the  law. 

At  the  same  meeting  a resolution  was  passed 
to  commend  officers  of  the  State  Society,  par- 
ticularly James  M.  Blake,  M.D.,  president; 
Henry  I.  Fineberg,  M.D.,  executive  vice- 
president,  and  William  L.  Wheeler,  Jr.,  M.D., 
past  president,  for  their  role  in  achieving  this 
free-choice  amendment.  It  was  also  voted  to 
request  a meeting  with  Howard  J.  Brown,  M.D., 
to  discuss  the  New  York  City  medical  assistance 
program  further. 

The  chairman  was  requested  to  appoint  an 
ad  hoc  committee  to  study  the  structure  and 
functions  of  the  Coordinating  Council.  The 
committee  was  subsequently  appointed  under 
the  chairmanship  of  Peter  V.  Gugliuzza,  M.D., 
of  Queens. 

At  this  time,  an  Ad  Hoc  Committee  on  Com- 
munications in  Public  Media  was  also  appointed 
in  the  anticipation  that  it  might  become  neces- 
sary for  the  Coordinating  Council  to  take  special 
measures  in  advising  the  public  on  important 
developments  in  the  Medicaid  program.  The 
committee  was  appointed  under  the  chairman- 
ship of  Norton  Luger,  M.D.,  of  Queens. 

On  August  2,  the  presidents  of  the  five  county 
medical  societies  and  the  chairman  of  the  Co- 
ordinating Council  met  with  Howard  J.  Brown, 
M.D.,  health  services  administrator,  in  an  effort 
to  clarify  some  aspects  of  the  medical  assistance 
program  in  New  York  City.  Many  subjects 
were  covered.  These  included  notification  of 
patients  of  their  rights  of  free  choice  of  physician 
and  institution  at  the  time  of  preregistration  or 
registration  for  medical  assistance.  It  was 
agreed  that  booklets  would  be  prepared  and 
made  available  to  physicians  and  registrants 
alike  which  were  to  contain  this  and  other  per- 
tinent information. 

The  general  subject  of  the  qualification  of 


physicians  to  participate  in  the  program  was 
discussed.  From  the  beginning,  the  members 
of  the  Coordinating  Council  assumed  the  posi- 
tion that  such  qualifications,  if  they  were  to 
be  accepted  at  all,  would  have  to  be  promulgated 
by  the  State  Department  of  Health  and  be  uni- 
form throughout  the  State.  In  addition,  these 
were  to  be  reasonable  and  applied  in  a time 
sequence  that  would  prevent  the  exclusion  of 
any  physician  from  the  program  until  he  had 
had  time  to  qualify  and  had  not  done  so. 

In  the  discussion  it  was  brought  out  that  it 
was  intended  that  there  be  four  general  areas 
of  medical  service  to  be  made  available  to  pa- 
tients. These  were  to  be  the  private  practice 
sphere,  approved  voluntary  hospital  programs, 
the  City  hospitals  and  clinics,  and  the  closed 
panel  plan  H.I.P.  The  voluntary  hospitals  and 
H.I.P.  were  to  be  paid  on  a capitation  basis  for 
the  care  of  patients. 

On  September  13,  1966,  representatives  of 
the  Coordinating  Council  met  with  James  G. 
Haughton,  M.D.,  deputy  health  services  ad- 
ministrator, at  the  latter’s  request.  There  was 
further  discussion  of  qualifications  for  physicians 
and  it  was  again  pointed  out  that  the  doctors 
of  New  York  City  did  not  recognize  the  right 
of  any  local  health  or  welfare  agency  to  set 
standards  for  physician  participation  since  that 
would  constitute  every  such  agency  a secondary 
licensing  authority. 

Objection  was  also  made  to  the  portion  of  the 
proposed  medical  plan  that  would  have  de- 
prived patients  in  nursing  homes  of  the  privi- 
lege of  choosing  their  physicians  and  would  have 
further  denied  them  that  right  upon  transfer  to 
another  institution. 

The  “locking  in”  period  of  medical  assistance 
recipients  into  the  system  of  medical  care  chosen 
was  also  discussed.  The  Coordinating  Council 
representatives  did  not  entirely  commit  them- 
selves to  the  necessity  for  this  but  made  the 
strong  recommendation  that  it  not  exceed  ninety 
days  if  it  were  found  to  be  essential  to  the 
administration  of  the  program. 

Billing  procedures  and  the  payment  of 
physicians  for  medical  services  were  also  re- 
viewed. No  specific  conclusions  were  reached 
because  the  program  had  not  been  very  well 
developed  at  this  time.  The  Deputy  Health 
Services  Administrator  did  state  that  claims 
for  payment  would  be  received  after  October  3, 
1966,  but  that  payments  would  probably  not 
begin  until  after  January,  1967.  This  concluded 
the  meeting. 

Late  in  September,  it  became  known  that  the 
Health  Services  Administration,  in  conjunction 
with  the  Welfare  Department,  was  about  to 
mail  applications  to  physicians  for  participation 
in  the  Medicaid  program.  It  was  also  learned 
that  the  covering  letter  to  be  sent  with  these 
applications  was  to  contain  the  statement, 
“With  the  interim  approval  of  the  New  York 
State  Department  of  Health,  the  Health  Serv- 
ices Administration  is  setting  the  following 
qualifications.  . . .” 

This  brought  about  a heated  exchange  of 
newspaper  interviews  and  statements.  A 
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meeting  was  called  for  October  7,  1966,  which 
included  Hollis  S.  Ingraham,  M.D.,  I.  Jay 
Brightman,  M.D.,  several  other  members  of 
the  State  Health  Department,  Howard  J. 
Brown,  M.D.,  James  G.  Haughton,  M.D.,  and 
the  undersigned  chairman  of  the  Coordinating 
Council. 

At  this  meeting  it  was  definitely  established 
that: 

1.  Any  qualifications  that  were  to  be 
applied  to  physicians  participating  in  the 
medical  assistance  program  were  to  be  cer- 
tified by  the  State  Commissioner  of  Health 
and  were  to  be  uniform  throughout  the  State. 
It  was  agreed  that  no  local  health  or  welfare 
agency  could  modify  these  in  any  way. 

2.  It  was  agreed  that,  with  certain  very 
minor  exceptions,  the  “S”  rating  of  the  Work- 
men’s Compensation  Board  was  to  be  a 
qualification  for  a specialist. 

3.  It  was  agreed  that  nursing  home  resi- 
dents were  to  have  free  choice  of  physician 
and  that  they  were  to  have  both  free  choice 
of  physician  and  institution  on  transfer  to  an- 
other facility. 

The  proposed  mailings  of  the  Health  Serv- 
ices Administration  were  modified  to  reflect 
these  agreements. 

The  foregoing  report  represents,  in  bare  out- 
line, the  activities  of  the  Coordinating  Council 
from  the  time  of  the  last  annual  meeting  to 
November  1,  1966.  Space  limitations  forbid 
a more  detailed  presentation.  In  addition  to 
the  above,  regular  meetings  were  held  and  busi- 
ness of  a more  routine  nature  was  transacted. 

At  this  juncture,  the  chairman  would  like 
to  make  a few  comments  on  the  Coordinating 
Council.  Many  of  you  will  remember  that  two 
years  ago,  at  the  beginning  of  his  tenure  in 
office,  he  stated  his  opinion  that  there  was  a 
limited  but  very  definite  area  in  which  the  five 
county  medical  societies  could  and  should 
work  together.  He  stated  his  belief  that  this 
could  be  done  without  the  renunciation  by  any 


county  of  its  autonomy  or  its  prerogatives.  The 
events  of  the  past  two  years  have  confirmed 
and  strengthened  that  opinion. 

It  is  clearly  inevitable  that  with  the  increas- 
ing participation  of  all  levels  of  government  in 
payment  for  medical  care,  the  medical  societies 
will  from  now  on  be  continuously  involved  in 
negotiations  and  discussions  with  State  and 
local  officials.  Since  New  York  City  represents 
a single  political  unit,  the  physicians  of  the 
City  will  best  be  represented  by  the  one  or- 
ganization that  corresponds  to  that  unit, 
namely  the  Coordinating  Council.  It  is  the 
chairman’s  hope  and  belief  that  the  Ad  Hoc 
Committee  to  Study  the  Structure  and  Func- 
tion of  the  Council  will  make  recommendations 
that  will  tend  to  diminish  our  differences  and 
enhance  our  ability  to  work  in  cooperation  in  our 
mutual  interest. 

The  chairman  has  also  made  some  recom- 
mendations to  the  district  branch  with  regard 
to  the  function  of  the  branch  as  a subdivision  of 
the  State  Society  and  its  possible  cooperation 
with  other  district  branches. 

In  closing  this  report,  the  thanks  of  the  chair- 
man are  due  to  the  presidents  of  the  five  county 
medical  societies  during  the  past  two  years  who 
have  accorded  him  the  most  far-reaching  help 
and  cooperation. 

Henry  I.  Fineberg,  M.D.,  executive  vice- 
president  of  the  State  Society,  and  Guy  Beau- 
mont, Mrs.  Alice  Davis,  and  Martin  Tracey,  of 
the  Communications  Division,  have  all  been 
unstinting  of  their  time  and  advice. 

Finally,  our  secretary,  Mrs.  Alice  Salter, 
has  labored  long  and  hard  in  putting  out  the 
voluminous  correspondence  that  appears  to  be 
a failing  of  the  chairman.  Since  all  this  was 
done  on  her  own  time,  her  accuracy  and  prompt- 
ness are  all  the  more  remarkable. 

With  sincere  thanks  for  the  privilege  of  hav- 
ing served  the  Coordinating  Council  in  these 
critical  but  stimulating  times,  the  above  report 
is 

Respectfully  submitted, 

George  Himler,  M.D.,  Chairman 
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Second  District  Branch 

To  the  House  of  Delegates,  Gentlemen: 

The  sixtieth  annual  meeting  of  the  Second 
District  Branch  was  held  October  20  to  23, 
1966,  at  the  Carleton  Beach  Hotel,  Bermuda. 
One  hundred  fifty  members,  wives,  and  guests, 
including  James  M.  Blake,  M.D.,  president  of 
the  Medical  Society  of  the  State  of  New  York, 
and  Mrs.  Blake  thoroughly  enjoyed  themselves. 

The  scientific  sessions  were  beautifully  pre- 
sented, one  being  on  “Tuberculosis”  which 
was  given  by  Sherburne  C.  Brown,  M.D., 
and  John  P.  Ruppe,  M.D.,  and  another  one 
on  “Trauma”  given  by  Fred  Bromberg,  M.D., 
Irving  G.  Manning,  M.D.,  and  Raymond  P. 
Smith,  M.D.  Dr.  Blake  discussed  the  sym- 
posium on  tuberculosis  and  Otho  C.  Hudson, 
M.D.,  the  symposium  on  trauma.  We  were 
most  pleased  to  have  as  our  guests  Dr.  McLean 
and  Dr.  Stubbs  from  the  local  Bermuda  Hos- 
pital. 

Needless  to  say,  in  the  afternoons,  the  mem- 
bers and  guests  were  burning  up  the  fairways 
with  their  golf  clubs  and  the  byways  on  their 
motor  bikes.  The  activities  were  so  varied 
that  it  is  difficult  to  list  them  all,  but  they  are 
known  to  have  included  Sunfish  sailing,  sight- 
seeing, dancing,  deep  sea  fishing  with  success, 
tennis,  swimming,  and  bargain  hunting  at 
father’s  expense. 

Officers  elected  for  the  year  1967  are  as  fol- 
lows: 

President — Reginald  R.  Steen,  M.D.,  Nassau 

First  Vice-President — Raymond  F.  Smith, 
M.D.,  Nassau 

Second  Vice-President — William  C.  Porter,  Jr., 
M.D.,  Suffolk 

Secretary — Irving  G.  Manning,  M.D.,  Suf- 
folk 

Treasurer — Otho  C.  Hudson,  M.D.,  Nassau 

Delegate — Otho  C.  Hudson,  M.D.,  Nassau 

Respectfully  submitted, 

John  P.  Ruppe,  Jr.,  M.D.,  President 

Third  District  Branch 

To  the  House  of  Delegates,  Gentlemen: 

The  Third  District  Branch  had  its  annual 
meeting  on  October  8,  1966,  at  Johnstown.  It 
was  decided  at  this  meeting  to  reactivate  the 
executive  committee  of  the  Third  District 
Branch,  only  this  time  it  is  to  be  called  a board 
of  governors.  This  board  is  to  include  the 
presidents  of  all  the  component  county  medical 
societies  in  the  district  branch;  this  combined 
group  will  meet  about  every  two  months  in  a 
central  area  and  to  this  meeting  will  be  invited 
the  field  representative  for  the  Third  District 
Branch.  This  newly  formed  group  will  give 
solidarity  to  the  district  branch,  and  the  gulf 
separating  the  district  branch  from  the  com- 
ponent societies  will  be  narrowed. 

A meeting  of  the  board  of  governors  has  been 
called  for  October  29,  1966,  to  review  all  items 


of  interest  that  are  to  be  brought  to  the  attention 
of  the  Ad  Hoc  Committee  to  Explore  All  Aspects 
of  the  District  Branches  at  its  meeting  in  New 
York  City  on  November  4,  1966. 

An  invitation  from  the  Eighth  District  Branch 
to  send  a delegation  to  the  meeting  in  Syracuse 
on  October  13,  1966,  was  presented.  After 
a lengthy  discussion,  a decision  was  made  not 
to  send  a representative  of  the  Third  District 
Branch  to  the  meeting.  It  was  decided  and 
recorded  in  the  minutes  that  the  Third  District 
Branch  looked  with  favor  on  the  actions  of  the 
State  Society  representatives  and  found  no 
need  to  seek  representation  elsewhere. 

Preliminary  discussions  were  held  concerning 
the  annual  meeting  to  be  held  next  year  jointly 
with  the  Fourth  District  Branch.  A suggestion 
to  hold  the  annual  meeting  in  conjunction  with 
the  State  Society  workshop  found  many  sup- 
porters. 

I sincerely  feel  that  there  is  tremendous  po- 
tential in  the  district  branches.  The  county 
societies  are  more  than  anxious  to  share  their 
burdens  with  cooperative  administrative 
branches.  All  that  is  required  to  make  this 
work  are  interested  district  branch  officers. 

Respectfully  submitted, 
Samuel  Baer,  M.D.,  President 

Fourth  District  Branch 

To  the  House  of  Delegates,  Gentlemen: 

One  can  feel  an  awakening  of  interest  and  a 
new  philosophy  evolving  on  the  role  of  district 
branches  in  organized  medicine.  The  Fourth 
District  Branch  strives  to  furnish  leadership  to 
its  component  county  medical  societies  and  to 
represent  their  common  aspirations  in  the 
deliberations  of  the  State  Medical  Society. 

The  Fourth  District  Branch  held  three  meet- 
ings this  year.  At  the  executive  committee 
meeting  on  April  23,  there  were  ten  physicians 
present.  Two  of  our  members  made  reports  on 
projects  of  vital  interest  to  physicians  in  our 
area.  Irving  Juster,  M.D.,  discussed  his  anti- 
coronary program,  which  now  has  over  200 
people  involved.  William  Raymond,  M.D., 
discussed  the  regional  medical  program  of 
Albany  Medical  College,  which  he  serves  in  an 
advisory  capacity. 

A special  meeting  of  the  Fourth  District 
Branch  was  held  on  June  25  to  deal  with  prob- 
lems arising  out  of  the  New  York  State  Medi- 
caid law.  The  52  physicians  in  attendance 
represented  every  component  county  medical 
society.  Resolutions  were  hammered  out  voic- 
ing opposition  to  socialized  medicine  and  offer- 
ing amendments  to  the  law  to  make  it  possible 
for  physicians  to  continue  to  render  the  very  best 
quality  medical  care  to  their  patients. 

The  annual  joint  meeting  of  the  Third  and 
Fourth  District  Branches  was  held  in  Johns- 
town from  October  7 to  9.  This  was  a grand 
and  gala  weekend  affair.  It  brought  together 
in  a pleasant  atmosphere  members  of  the  med- 
ical profession  with  hospital  officials  and  repre- 
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sentatives  of  the  business  world.  There  were 
80  physicians  in  attendance.  The  scientific 
session  was  presented  by  Paul  Yu,  M.D.,  pro- 
fessor of  medicine.  University  of  Rochester 
School  of  Medicine,  and  Antonio  Boba,  M.D., 
associate  professor  of  anesthesiology,  Albany 
Medical  College.  The  ladies  luncheon  and 
fashion  show  drew  58  women.  The  banquet 
had  an  overflow  attendance  of  131.  James  M. 
Blake,  M.D.,  president  of  the  Medical  Society 
of  the  State  of  New  York,  and  Mrs.  Walter 
Heldmann,  president  of  the  Woman’s  Auxiliary 
to  the  Medical  Society  of  the  State  of  New 
York,  addressed  the  assemblage.  Total  at- 
tendance for  the  weekend  meeting  was  148. 
There  were  many  favorable  comments  in  the 
newspapers  and  many  “thank  you”  notes  re- 
ceived. The  meeting  was  successful  in  fulfilling 
its  purpose:  to  educate  and  entertain  the  mem- 
bers and  their  wives,  and  to  maintain  and 
enhance  the  reputation  of  the  district  branches 
and  the  Medical  Society  of  the  State  of  New 
York. 

The  business  meetings  of  the  district  branches 
were  held  during  the  annual  joint  meeting. 
Members  of  the  Fourth  District  Branch  de- 
feated a motion  to  join  the  newly  created 
“Organization  of  Districts  and  County  Medical 
Societies”  because  it  was  felt  our  district  branch 
could  perform  any  of  these  functions  and  it  was 
brought  out  again  that  district  branches  have 
great  potential  which  is  not  being  used  to  its 
full  extent. 

The  following  officers  were  elected  for  a two- 
year  term: 

President — George  D.  Anderson,  M.D.,  Sara- 
toga 

First  Vice-President — Walter  F.  Harrison, 
Jr.,  M.D.,  Warren 

Second  Vice-President — Ralph  E.  Isabella, 
M.D.,  Schenectady 

Secretary — Francis  X.  Dever,  M.D.,  Warren 

Treasurer — Fred  Pipito,  M.D.,  Montgomery 

In  conclusion,  I would  like  to  take  this  oppor- 
tunity to  express  my  appreciation  to  the  staff 
of  the  State  Medical  Society,  Miss  Mollie 
Pesikoff  and  Mr.  Gerald  Sullivan,  to  the  officers 
and  members  of  the  Fourth  District  Branch, 
to  the  Fulton  County  Medical  Society  and  its 
Woman’s  Auxiliary,  and  to  Johnstown  Hospital 
and  its  Ladies  Auxiliary  for  the  fine  cooperation 
and  support  they  so  freely  gave  me  during  my 
term  in  office. 

Respectfully  submitted, 

Arthur  Howard,  M.D.,  President 

Sixth  District  Branch 

To  the  House  of  Delegates,  Gentlemen: 

Newly  elected  officers  of  the  Sixth  District 
Branch  assumed  their  responsibilities  in  mid- 
February,  1966.  A meeting  of  the  executive 
committee  was  called  shortly  thereafter  to 
discuss  arrangements,  program,  and  so  forth, 
for  the  annual  Fifth  and  Sixth  District  Branches 
meeting.  The  executive  committee  also  ap- 


proved the  formation  of  a Sixth  District  Branch 
cancer  committee  in  accordance  with  the  wishes 
of  the  State  Society.  The  executive  committee 
also  announced  that  a district-wide  mediation 
committee  had  been  established  and  its  services 
were  available  to  any  component  county  medical 
society,  on  request  of  that  county  society. 

A second  meeting  of  the  executive  committee 
was  held  early  in  June  to  make  final  plans  for 
the  annual  Fifth  and  Sixth  District  Branches 
meeting.  It  was  announced  that  the  meeting 
would  be  held  at  the  Thousand  Islands  Club, 
September  9,  10,  and  11,  1966. 

The  annual  meeting  was  attended  by  ap- 
proximately 130  physicians,  wives,  and  guests. 
Special  guests  of  honor  included  the  president, 
the  president-elect,  and  the  executive  vice- 
president  of  the  State  Society.  Hollis  S. 
Ingraham,  M.D.,  State  health  commissioner, 
and  Mrs.  Ingraham  were  also  guests  of  the 
Fifth  and  Sixth  District  Branches.  The  scien- 
tific program  included  a paper  on  “Virology” 
presented  by  Peter  Isacson,  M.D.,  State 
University  of  New  York  at  Buffalo.  Milton 
Helpem,  M.D.,  chief  medical  examiner  of  the 
City  of  New  York,  presented  a paper  on  “Nar- 
cotic Deaths.” 

Because  the  Sixth  District  Branch  was  host 
for  the  1966  annual  joint  meeting,  the  under- 
signed presided  at  the  official  banquet  on  Satur- 
day evening.  A copy  of  his  remarks  follows: 

“It  is  indeed  a pleasure  of  find  a group  of 
physicians  who  are  enjoying  themselves  at  a 
medical  meeting.  Almost  all  meetings  I have 
attended  recently  have  been  angry  discussions 
of  Government  programs.  The  physician  has 
entered  into  a new  area — that  of  barter- 
ing for  fees.  This  is  a field  that  has  been 
somewhat  foreign  to  us  and  possibly  re- 
pugnant. As  we  have  been  making  progress 
in  this  field,  it  has  been  distressing  to  me  to 
find  so-called  splinter  groups  forming  in  the 
State  Society,  threats  of  secession  and  whis- 
pers of  impeachment  of  State  Society  officers. 

“In  unity  there  is  strength.  I personally 
feel  that  instead  of  attacking,  we  should  be 
thanking  the  many  conscientious  men  who 
make  up  our  local.  State,  and  national  or- 
ganizations. I am  sure  that  I did  not  realize 
until  recently  the  many  uncompensated  hours 
that  these  men  serve  in  order  to  best  represent 
their  fellow  physicians.  From  the  county 
societies  we  have  the  officers  and  the  dele- 
gates, and  the  same  designations  from  the 
district  branches.  There  are  innumerable 
dedicated  men  who  form  the  guiding  hand 
of  the  State  Society — the  officers  (some  of 
whom  we  are  pleased  to  have  with  us  this 
evening),  the  members  of  the  Council,  Board 
of  Trustees,  and  our  genial  executive  vice- 
president. 

“And  I would  like  to  pay  special  tribute  to 
the  men  who  either  chair  or  serve  on  special 
committees  of  the  State  Society.  These 
are  the  men  who  have  spearheaded  negotia- 
tions with  the  State  Task  Force.  We  may 
not  all  be  happy  with  the  present  situation, 
but  none  of  us  can  deny  the  dedication  of  these 
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men.  Negotiations  are  still  open  and  we  are 
slowly  gaining  our  goal.  Constructive  criti- 
cism and  help  are  always  welcome.  I feel 
we  should  all  be  actively  working  to  aid  our 
State  Society.” 

As  regards  other  Sixth  District  Branch  ac- 
tivities, we  have  accomplished  a major  re- 
vision of  our  bylaws  and  are  considering  a 
symposium  for  educators  and  school  physicians 
to  discuss  health  problems  and  health  careers 
recruitment.  The  district  branch  has  pledged 
its  continued  financial  assistance  to  the  Syracuse 
Medical  School  Chapter  of  the  Student  AMA. 

The  undersigned  has  attended  the  special 
House  of  Delegates  meeting,  a Council  meeting 
of  the  State  Society,  and  two  meetings  of  the 
Fifth  and  Sixth  District  Branches  caucus,  as  an 
observer.  It  is  my  intention  to  visit  as  many 
component  counties  as  possible  during  my  term 
of  office. 

Our  district  branch  has  sadly  recorded  the 
death  of  one  of  our  most  dedicated  members, 
James  Greenough,  M.D.,  this  past  year.  We 
shall  miss  the  benefit  of  his  advice  and  assist- 
ance. 

Respectfully  submitted, 

Hugh  D.  Black,  M.D.,  President 


Eighth  District  Branch 

To  the  House  of  Delegates,  Gentlemen: 

The  1966  annual  meeting  of  the  Eighth 
District  Branch  was  held  at  the  Bermudiana 
Hotel,  Hamilton,  Bermuda,  together  with  the 
Seventh  District  Branch. 

The  four-day  session  got  under  way  Septem- 
ber 29, 1966,  with  registration  and  a social  period 
at  the  Bermudiana.  On  September  30  a sym- 
posium on  the  “Heart  Disease,  Cancer,  and 
Stroke  Program  in  Upstate  New  York”  was 
presented.  The  moderator  was  John  T.  Dono- 
van, M.D.  The  panelists  were:  Ralph  C. 

Parker,  M.D.,  clinical  associate  professor  of 
medicine,  University  of  Rochester  School  of 
Medicine,  and  Herbert  E.  Joyce,  M.D.,  secre- 
tary, Health  Organization  of  W estern  New 
York.  The  discussion  was  led  by  Eli  A.  Leven, 
M.D.,  Rochester,  and  Thomas  S.  Bumbalo, 
M.D.,  Buffalo. 

On  Saturday,  October  1,  a symposium  on 
“Medicare”  was  moderated  by  Vincent  L. 
Bonafede,  M.D.,  president  of  the  Seventh  Dis- 
trict Branch.  The  panelists  were:  Mr.  Arthur 
E.  Hess,  director,  Bureau  of  Health  Insurance, 
U.S.  Department  of  Health,  Education,  and 
Welfare,  and  Ernest  B.  Howard,  M.D.,  assistant 
executive  vice-president,  American  Medical 
Association.  The  discussants  were:  Mr.  Donald 
R.  Robertson,  Genesee  Valley  Medical  Plan, 
and  Eugene  J.  Hanavan,  M.D.,  Buffalo. 

The  business  meeting  of  the  Eighth  District 
Branch  was  held  on  the  afternoon  of  October  1. 
The  report  of  the  treasurer,  Thomas  S.  Bumbalo, 
M.D.,  was  approved. 

The  day  was  climaxed  with  the  annual  dinner 


at  which  James  M.  Blake,  M.D.,  president  of 
the  Medical  Society  of  the  State  of  New  York, 
was  the  honored  guest  and  principal  speaker. 
Frederick  A.  Wurzbach,  M.D.,  president-elect 
of  the  Medical  Society  of  the  State  of  New  York, 
was  also  one  of  the  honored  guests. 

The  registration  totalled  237. 

I should  like  at  this  time  to  acknowledge 
with  thanks  the  work  of  the  program  committee 
in  arranging  this  excellent  program.  This  com- 
mittee, headed  by  M.  Edgerton  Deuel,  M.D., 
consisted  of  the  following:  J.  Raymond  Hin- 
shaw,  M.D.,  Milton  Tully,  M.D.,  Ralph  C. 
Parker,  M.D.,  Thomas  S.  Bumbalo,  M.D., 
Eugene  J.  Hanavan,  M.D.,  Herbert  A.  Laugh- 
lin,  M.D.,  and  Alfred  L.  George,  M.D. 

The  Advisory  Council  of  Presidents  and 
Secretaries  of  the  Eighth  District  Branch,  which 
functions  in  a manner  similar  to  the  Coordinat- 
ing Council  of  the  First  District  Branch,  met 
on  January  6,  April  21,  June  2,  and  July  14. 

The  January  6,  1966,  meeting  of  the  Ad- 
visory Council  was  attended  also  by  the 
legislation  and  public  relations  committee 
chairmen.  The  afternoon  was  devoted  to  the 
presentation  of  a program  on  public  relations 
sponsored  by  the  Medical  Society  of  the  State 
of  New  York  through  its  Public  Relations  Com- 
mittee of  which  C.  Stewart  Wallace,  M.D., 
Ithaca,  is  chairman. 

A dinner  followed  the  public  relations  pro- 
gram and  then  a legislative  meeting  of  branch 
leaders  was  held,  at  which  the  speaker  was 
John  H.  Carter,  M.D.,  Albany,  chairman  of  the 
Committee  on  State  Legislation  of  the  Medical 
Society  of  the  State  of  New  York.  His  topic 
was  “The  Legislative  Outlook  for  1966.” 

John  D.  Naples,  M.D.,  retiring  president  of 
the  branch,  chaired  both  the  afternoon  and 
evening  sessions. 

One  item  of  business  foreign  to  legislation  was 
transacted.  The  Advisory  Council  approved  a 
request  by  the  Hospital  Review  and  Planning 
Council  of  Western  New  York  that  it  cosponsor, 
along  with  the  Seventh  District  Branch,  a 
seminar  and  workshop  on  “Hospital  Utiliza- 
tion and  Medical  Audit  Review.”  The  seminar 
and  workshop  was  subsequently  held  in  Roches- 
ter on  March  10. 

At  its  April  21,  1966,  meeting  the  Advisory 
Council  voted  unanimously  against  any  realign- 
ment of  county  medical  societies  between  dis- 
trict branches  and  to  advise  the  Medical  Society 
of  the  State  of  New  York  of  this  action. 

The  June  2 meeting  of  the  Advisory  Council 
was  held  jointly  with  the  Advisory  Council  of 
the  Seventh  District  Branch.  Both  Advisory 
Councils  voted: 

(1)  to  recommend  to  the  Medical  Society  of 
the  State  of  New  York  that  the  site  of  the  State 
Society’s  annual  meeting  be  alternated  with 
upstate  areas  so  that  at  least  one  in  three  of 
these  meetings  is  held  in  the  city  of  Buffalo; 

(2)  that  a committee  be  set  up  to  study  pro- 
gramming and  financing  of  Seventh  and 
Eighth  District  Branch  activities; 

(3)  that  each  of  the  branches  ask  for  repre- 
sentation on  the  negotiating  committee  with  the 
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Interdepartmental  Task  Force  established  by 
the  Director  of  the  Budget  of  the  State  of  New 
York. 

The  July  14  meeting  of  the  Advisory  Council 
of  the  Eighth  District  Branch  was  devoted  to 
the  recently  enacted  medical  assistance  program 
for  the  needy. 

In  conclusion,  I should  like  to  acknowledge 
with  gratitude  the  assistance  extended  by  Harry 
Dexter,  field  representative  of  the  Medical 
Society  of  the  State  of  New  York  for  this  area. 

Respectfully  submitted, 

John  T.  Donovan,  M.D.,  President 

Ninth  District  Branch 

To  the  House  of  Delegates,  Gentlemen: 

The  annual  meeting  of  the  Ninth  District 
Branch  was  held  in  the  Americana  Suite  of  the 
Americana  of  New  York  at  5:15  p.m.  on  Feb- 
ruary 14,  1966. 

Eugene  J.  Lusardi,  M.D.,  of  Cold  Spring, 
president,  called  the  meeting  to  order.  Most  of 
the  delegates  from  the  county  medical  societies 
in  the  Ninth  District  Branch  attending  the  con- 
vention were  present. 


Disaster  Medical  Care 

To  the  House  of  Delegates,  Gentlemen: 

The  Special  Committee  on  Disaster  Medical 
Care  consists  of  the  following: 

Edward  A.  Burkhardt,  M.D.,  Chairman 

New  York 


Irving  G.  Frohman,  M.D Queens 

Harold  T.  Golden,  M.D Herkimer 


During  the  past  year  your  chairman  at- 
tended two  meetings  of  the  AMA  Committee 
on  Disaster  Medical  Care.  These  meetings 
foster  training  at  the  local  hospital  level  to 
handle  mass  casualties  from  natural  or  man- 
made disasters.  This  perhaps  is  a compromise, 
and  a practical  program  with  marked  retreat 
from  the  original  atomic  holocaust  envisioned 
by  the  founders  of  the  Committee  on  Disaster 
Medical  Care. 

The  State  Department  of  Health  continues 
demonstration  programs  in  the  operation  of  the 


The  minutes  of  the  previous  meeting  were 
presented  and  accepted  as  read.  Dr.  Lusardi 
opened  the  discussion  about  the  most  valuable 
way  of  gaining  the  full  potential  of  the  district 
branch  levels.  The  possibility  of  combining 
various  district  branches  was  discussed  also. 
Following  this,  as  is  the  custom  in  this  district 
branch,  the  officers  were  named  to  continue  as 
follows: 

President — Eugene  J.  Lusardi,  M.D.,  Putnam 

First  Vice-President — Arthur  H.  Diedrick, 
M.D.,  Westchester 

Second  Vice-President — Sidney  Miller,  M.D., 
Dutchess 

Secretary — Irving  Weiner,  M.D.,  Orange 

Treasurer — Michael  P.  Lefkowitz,  M.D., 
Rockland 

On  June  17,  1966,  Dr.  Lusardi  found  it  neces- 
sary to  tender  his  resignation  as  president. 
Therefore  the  first  vice-president  is  acting  as 
president,  and  at  the  next  meeting  Putnam 
County  will  be  asked  to  name  the  incoming 
treasurer. 

Respectfully  submitted, 

Arthur  H.  Diedrick,  M.D., 

First  Vice-President 


emergency  hospitals.  Hospital  accreditation 
demands  assistance  in  developing  disaster 
planning  at  the  local  level. 

There  are  very  few  county  medical  societies 
engaged  in  fostering  training  in  disaster  medical 
care.  In  natural  disasters,  the  police  or  fire 
department  should  be  responsible  for  activating 
medical  personnel.  Spontaneous  response  may 
result  in  rejection  by  these  authorized  emergency 
organizations,  who  resent  outside  help. 

This  committee  has  not  had  a meeting  during 
the  current  year  since  there  were  no  important 
decisions  to  be  made. 

Your  chairman  has  worked  with  this  com- 
mittee for  the  past  twelve  years.  Less  “myopic 
eyes”  might  find  new  fields  to  conquer. 

Respectfully  submitted, 

E.  A.  Burkhardt,  M.D.,  Chairman 
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1967  HOUSE  OF  DELEGATES 


Public  and  Professional  Affairs 


Commission  on  Public  and  Professional  Affairs 


To  the  House  of  Delegates,  Gentlemen: 

The  Commission  on  Public  and  Professional 
Affairs  is  composed  of  the  following  members: 
Solomon  Schussheim,  M.D.,  Chairman . Kings 


John  H.  Carter,  M.D Albany 

Joseph  I.  Kaufman,  M.D Wayne 

C.  Stewart  Wallace,  M.D Tompkins 


As  the  third  year  of  this  Commission  ends, 
your  chairman  feels  somewhat  bewildered  by 
the  complexity  of  the  problems  and  tasks  as- 
signed to  this  Commission. 

The  State  Legislation  and  Federal  Legisla- 
tion Committees  are  submitting  comprehensive 
reports  of  their  activities  and  recommendations. 
At  the  present,  it  is  felt  that  coordination  of  the 
efforts  of  both  these  committees  is  of  paramount 
importance.  During  this  past  year  the  impact 
of  Federal  legislation  on  State  legislation  was 
tremendous.  Medicare  and  Medicaid  belonged 
to  both.  The  implementation  of  Federal  legis- 
lation by  the  State  Legislature  caused  a furor 
in  many  county  societies  and  the  membership 
of  our  State  Medical  Society.  As  a result  of 
persuasive  discussions  and  convincing  factual 
presentations,  the  membership  is  beginning  to 
understand  how  our  elected  officers  and  the 
executive  vice-president  are  attempting  to 
create  order  out  of  chaos. 


Federal  Legislation 

To  the  House  of  Delegates,  Gentlemen: 

The  committee  consists  of  the  following  mem- 
bers: 

Joseph  J.  Kaufman,  M.D.,  Chairman  .Wayne 

Burton  Allyn,  M.D Rockland 

Herbert  Van  W.  Bergamini,  M.D Essex 

Robert  H.  Cross,  M.D Oneida 

John  T.  Donovan,  Jr.,  M.D Niagara 

James  A.  Moore,  M.D Albany 

George  M.  Saypol,  M.D Westchester 

Lester  R.  Tuchman,  M.D New  York 

Although  the  enactment  of  PL  89-97  (Medi- 
care) left  a void  in  the  normal  activities  peren- 
nially pursued  by  your  Federal  Legislation 
Committee  over  the  past  several  years,  your 
present  committee,  made  up  of  almost  com- 
pletely new  personnel,  including  the  chairman, 
attempted  to  carry  out  the  purposes  for  which  it 


The  Public  Relations  Committee  has  worked 
yeomanly,  especially  the  chairman,  C.  Stewart 
Wallace,  M.D.,  to  bring  to  the  attention  of  all 
physicians,  the  pros  and  cons  of  these  vexing 
problems.  The  regional  conferences,  five  in 
number,  although  not  true  forums  for  discus- 
sion at  all  times,  were  presented  in  a dignified 
manner.  The  chairman  of  this  committee  will 
present  in  his  report  not  only  the  success  of 
these  conferences,  but  also  the  many  other  ac- 
tivities in  which  his  committee  engaged. 

The  arm  of  all  the  above-mentioned  com- 
mittees was  the  Division  of  Communications. 
With  resolute  determination  this  department 
has  worked  valiantly  under  the  director,  Guy 
D.  Beaumont,  and  his  staff,  to  further  the  dis- 
semination of  news  and  activities  of  your  presi- 
dent, the  executive  vice-president,  and  the 
membership.  Special  appreciation  must  be 
noted  for  the  legislation  work  of  Martin  J. 
Tracey. 

Exhaustive  and  tiring  work  it  was — however, 
it  included  a feeling  of  accomplishment. 

Respectfully  submitted, 

Solomon  Schussheim,  M.D.,  Chairman 


was  created  and  met  on  two  occasions.  These 
meetings  were  called  to  analyze  the  functions  of 
the  committee,  re-evaluate  the  role  it  should 
play  now  that  Medicare  is  law,  and  to  plan  for 
future  activities. 

Insofar  as  this  report  is  being  presented  in 
early  November,  1966,  your  committee  will  sub- 
mit a supplementary  review  of  activities  to  the 
House  in  February,  1967. 

The  first  meeting  of  your  new  Committee  on 
Federal  Legislation  was  held  May  17,  1966,  at 
State  Medical  Society  headquarters,  New  York 
City.  Your  chairman  presided  at  this  meeting. 
The  following  committee  members  were  present: 
Drs.  Allyn,  Moore,  Saypol,  and  Tuchman. 
Those  members  not  attending  were  Drs.  Cross 
and  Donovan. 
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A discussion  of  committee  policy  and  plan  of 
action  for  the  current  year  was  the  main  item  on 
the  agenda.  There  was  an  extended  discussion 
of  activities  of  previous  committees  as  well  as  an 
evaluation  of  the  growing  influence  of  Federal 
legislation  on  State  legislation.  After  the  dis- 
cussion, the  committee  decided  that  there  was  a 
definite  vital  role  for  the  committee  to  play  in 
the  over-all  legislative  activities  of  the  State 
Medical  Society.  Among  the  recommendations 
made  and  approved  by  the  committee  were:  (1) 
the  committee  should  extend  its  area  of  opera- 
tions and  become  a more  active  force;  (2)  com- 
mittee activities  should  be  tied  in  more  closely 
with  the  projects  of  the  AMA;  (3)  efforts  to 
communicate  news  of  Federal  legislation  activi- 
ties should  be  continued  and  increased;  and  (4) 
the  committee  should  work  in  closer  liaison  with 
the  Committee  on  State  Legislation.  In  the 
area  of  communications,  it  was  the  feeling  of  the 
committee  that  Capitol  News  should  be  utilized 
to  the  fullest  extent  in  conveying  news  of  F ederal 
legislation  to  as  many  members  as  is  feasible 
within  reasonable  cost  limitation. 

In  order  to  make  the  members  of  the  commit- 
tee a more  vital  force  in  the  over-all  operation  of 
its  work,  a plan  of  operation  was  agreed  on. 
The  members  of  the  committee  were  to  be  kept 
advised  of  bills  pending  in  Congress  through  the 
AMA  publication,  Legislative  Roundup,  pub- 
lished weekly.  Members  of  the  committee 
would  have  an  opportunity  to  express  their 
views  for  or  against  pending  bills  published  in 
this  bulletin  through  “evaluation  sheets”  fur- 
nished by  the  Legislation  Information  Center. 
These  evaluation  sheets  would  be  filled  out  by 
each  member  and  returned  to  the  Coordinator, 
Legislation  Activities,  who  in  turn  would  make  a 
consensus  of  opinion  of  the  sheets  received  and 
forward  this  summary  to  the  chairman  for  his 
action.  In  this  simplified  procedure,  it  was 
hoped  that  better  knowledge  and  activity  on  the 
part  of  the  individual  committee  members  would 
be  stimulated  so  that  a position  on  bills  can 
readily  be  taken. 

Considerable  time  was  spent  on  directives  sub- 
mitted by  the  Council  and  the  House  of  Dele- 
gates for  consideration  by  the  committee. 
Several  of  these  were  for  information  only; 
namely,  an  amendment  to  the  Social  Security 
Act  to  change  qualifying  dates  concerning  physi- 
cian participation,  Federal  regulation  of  animal 
experimentation,  and  auto  safety  legislation 
pending  in  Congress.  No  action  was  taken  on 
these  directives  since  none  was  necessary.  The 
members  reiterated  thh  opposition  previously  ex- 
pressed by  both  the  former  Federal  Legislation 
Committee  and  the  House  of  Delegates  opposing 
HR  82-82,  “Federal  Unemployment  Standards 
Bill.”  Since  this  bill,  however,  had  been  killed 
by  the  House  Ways  and  Means  Committee,  no 
action  was  necessary. 

Two  other  items  were  considered  under  the 
directives  received  from  the  House  of  Delegates. 
Since  the  Committee  on  State  Legislation  con- 
ducts an  annual  conference  for  county  medical 
society  legislation  chairmen  on  State  legislation 
in  the  early  part  of  each  year,  the  committee  de- 


ferred action  concerning  the  holding  of  a confer- 
ence on  Federal  legislation  until  a later  date. 
The  feeling  of  the  members  was  that  it  would 
seem  feasible  and  advisable  to  combine  the  con- 
ference on  Federal  legislation  with  the  meeting 
on  State  legislation. 

The  second  item  concerned  the  trips  to  Wash- 
ington. The  committee  recommended  that 
whenever  any  member  of  the  committee,  the 
chairman,  or  the  committee  as  a whole,  believes 
that  a trip  to  Washington  is  necessary  to  bring 
matters  to  the  personal  attention  of  New  York’s 
congressmen  or  senators,  such  a trip  should  be 
authorized  in  the  best  interests  of  the  State 
Medical  Society  and  expenses  should  be  borne 
by  the  State  Society.  Approval  for  such  a trip 
should  be  sought  through  proper  channels  and 
obtained  from  the  proper  authorities. 

This  meeting  was  reported  to  the  Council  sub- 
stantially as  reviewed  above  and  was  approved 
by  the  Council  at  its  June  24,  1966,  meeting. 

The  second  meeting  of  your  committee  was 
held  on  November  10,  1966,  at  the  Holiday  Inn, 
Colonie,  where  the  members  met  for  an  impor- 
tant three-hour  session.  Your  chairman  pre- 
sided at  the  meeting  which  was  attended  by  the 
following  committee  members:  Drs.  Allyn, 

Moore,  Saypol,  and  Tuchman.  Drs.  Cross  and 
Bergamini  did  not  attend.  Others  present  at 
the  meeting  were:  C.  Stewart  Wallace,  M.D., 

chairman.  Committee  on  Public  Relations; 
John  W.  Pompelli,  legislative  representative, 
AMA  Washington  Office;  Maurice  Kramer, 
field  representative,  AMA;  James  Flanigan, 
M.D.;  Guy  D.  Beaumont,  Communications 
Division  director;  Martin  J.  Tracey,  coordi- 
nator, Legislation  Activities;  and  regional 
representatives  Alice  Davis,  Harry  Dexter,  and 
Gerald  Sullivan. 

Others  who  appeared  at  the  meeting,  but 
could  not  remain  because  of  conflicting  commit- 
ments were:  Henry  I.  Fineberg,  M.D.,  execu- 

tive vice-president;  Samuel  A.  Freedman,  M.D. 
director,  Division  on  Standards  of  Medical  Care, 
and  J.  Richard  Bums,  Esq.,  assistant  executive 
vice-president. 

Following  opening  remarks  and  introduction 
by  your  chairman,  and  a review  of  the  commit- 
tee meeting  held  May  17,  1966,  reports  were  re- 
ceived from  the  individual  committee  members. 
Mr.  Pompelli  presented  an  analysis  of  develop- 
ments and  trends  in  Washington  followed  by 
comments  by  Mr.  Kramer  concerning  sugges- 
tions from  the  AMA  Chicago  headquarters  on 
Federal  legislation.  Both  AMA  representatives 
underscored  the  great  importance  of  a recently 
enacted  Federal  statute  known  as  the  “Com- 
prehensive Public  Health  Planning  and  Services 
Amendment  of  1966”  (S.  3008).  Both  AMA 
representatives  warned  that  this  new  statute 
might  well  be  another  “sleeper”  along  the  lines 
of  Title  19.  As  indicated  later  in  this  report,  the 
committee  took  definite  action  concerning 
further  steps  on  this  new  law. 

Proposals  for  implementation  of  the  commit- 
tee’s activities  were  presented  by  Mr.  Tracey. 
Dr.  Wallace  spoke  briefly  on  public  relations 
aspects  of  legislation  and  introduced  Mr.  Beau- 
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mont,  who  discussed  public  relations  suggestions 
concerning  Federal  legislation. 

Your  chairman  presented  an  evaluation  of  the 
past  performances  of  the  committee  and  a dis- 
cussion of  the  future  plans  before  bringing  up, 
for  consideration  of  the  committee,  specific  rec- 
ommendations. Solomon  Schussheim,  M.D., 
chairman.  Commission  on  Public  and  Profes- 
sional Affairs,  was  scheduled  to  close  the  meet- 
ing, but  was  unable  to  attend  because  of  other 
commitments. 

Before  getting  down  to  specific  recommenda- 
tions, the  committee  was  in  agreement  that  a 
recommendation  should  be  made  to  Dr.  Schuss- 
heim, as  chairman  of  the  Commission  on  Public 
and  Professional  Affairs,  to  use  his  good  offices  to 
coordinate  and  integrate  the  activities  of  the 
three  committees  under  his  jurisdiction,  namely. 
Federal  Legislation,  State  Legislation,  and 
Public  Relations,  so  that  there  might  be  cross 
representation  at  meetings  of  these  three  com- 
mittees. 

The  committee  agreed  on  four  items,  listed 
below,  which  were  submitted  to  the  Council  at 
its  November  17,  1966,  meeting.  The  Council 
voted  to  approve  the  supporting  of  legislation  if 
introduced  in  the  90th  Congress,  along  the  lines 
outlined  under  A,  and  accepted  for  information 
the  matters  mentioned  under  B,  C,  and  D. 

A.  Title  19,  Federal  Public  Law  89-97, 
should  be  amended: 

1.  To  permit  “direct  billing” — the  reim- 
bursement of  the  patient  by  the  state 
agency; 

2.  To  require  free  choice  of  physician  and 
facility: 

3.  To  provide  for  payment  of  physician  on 
basis  of  usual  and  customary  charges; 

4.  To  encourage  use  of  insurance  companies 
in  the  implementation  of  state  plans; 

5.  To  provide  that  Federal  contributions 
should  not  be  affected  by  the  identity  of 
the  state  agency  making  payments  under 
the  state  plan; 

6.  To  permit  standards  of  eligibility  to  vary 
within  a state;  and 

7.  To  provide  for  an  advisory  council  of 
physicians  representing  professional  asso- 
ciations in  the  field  of  medicine. 

B.  The  contact  committeemen  program 
should  be  activated  to  the  fullest  extent  and 
county  medical  societies  urged  to  appoint  mem- 
bers to  serve  as  liaison  between  the  medical  pro- 
fession and  the  State  and  Federal  legislators. 
These  men  can  serve  in  the  dual  capacity  of  con- 
tacting both  the  State  legislators  and  congress- 
men. These  committeemen  can  be  used  not 
only  in  emergency  situations,  but  throughout  the 
year  in  educating  our  legislators  concerning 
Medical  Society  policies  regarding  proposed 
legislation.  They  will,  in  summary,  be  in  direct 
contact  with  the  Federal  and  State  Legislation 
Committees,  through  their  county  medical  soci- 
ety legislation  chairmen,  and  will  serve  to  im- 
prove relations  between  the  State  and  county 
societies  as  well  as  promote  our  legislative  and 
public  relations  goals. 

C.  Wider  utilization  of  Capitol  News  so  that 


both  Federal  and  State  legislation  might  be  re- 
ported therein,  as  well  as  greater  use  of  The  News 
of  New  York  and  other  means  of  communications 
for  the  same  purpose. 

D.  A study  of  the  recently  enacted  statute 
entitled  “Comprehensive  Public  Health  Plan- 
ning and  Services  Amendment  of  1966”  (S.  3008) 
by  members  of  the  committee  with  a view  to  ar- 
riving at  recommendations  concerning  its  imple- 
mentation in  New  York  State. 

The  members  agreed  to  meet  again  on  Satur- 
day, January  14,  1967,  at  State  Society  head- 
quarters, New  York  City.  A report  of  this 
meeting  will  be  submitted  to  the  House  in  your 
committee’s  supplementary  report. 

Legislation  Information  Center.  In  addi- 
tion to  its  function  of  supplying  data  on  State 
legislation,  the  State  Medical  Society’s  Legisla- 
tion Information  Center  has  been  supplying 
materials  and  answering  inquiries  concerning 
Federal  legislation.  A detailed  report  on  this 
valuable  service  of  your  State  Society  is  being 
submitted  by  the  State  Legislation  Committee. 

Your  Federal  Legislation  Committee,  how- 
ever, wishes  to  point  out  and  underscore  the  fact 
that  the  center  was  deluged  with  daily  inquiries 
from  the  public,  particularly  after  the  enactment 
of  Public  Law  89-97  (Medicare).  Your  com- 
mittee believes  that  the  center  is  providing  a 
most  important  service  to  both  the  medical  pro- 
fession and  the  lay  public  and  deserves  the  whole- 
hearted and  continuing  support  of  our  members. 

Your  committee  recommends  that  the  mem- 
bers of  our  State  Society  be  urged  strongly  to 
utilize  to  the  fullest  extent  the  facilities  and 
resources  of  the  center  not  only  in  order  to  be- 
come more  knowledgeable  concerning  proposed 
legislation,  but,  more  important,  that  they  may 
be  equipped  to  take  an  active  effective  part  in 
promoting  our  legislative  goals. 

As  we  all  know,  in  addition  to  furnishing  gen- 
eral information,  the  center  publishes  the  State 
Medical  Society’s  legislation  newsletter,  Capitol 
News.  Recognizing  the  value  of  this  publica- 
tion as  an  excellent  medium  of  communication, 
your  committee  feels,  as  pointed  out  elsewhere  in 
this  report,  that  wider  utilization  should  be  made 
of  this  newsletter  for  disseminating  news  con- 
cerning Federal  legislation. 

Your  committee  wishes  to  express  a word  of 
appreciation  and  commendation  to  all  those 
responsible  for  the  maintenance  of  the  Legisla- 
tion Information  Center  and  the  publication  of 
the  Capitol  News.  These  include:  the  Com- 
munications Division,  headed  by  Guy  D.  Beau- 
mont, director;  Martin  J.  Tracey,  Esq.,  coordi- 
nator, Legislation  Activities,  who  supervises  the 
center  and  the  production  of  Capitol  News,  and 
Ralph  D.  Semerad,  Esq.,  who  prepares  the  copy 
of  the  publication. 

Acknowledgments.  The  chairman  of  your 
committee  wishes  to  acknowledge  his  indebted- 
ness to  all  the  members  of  the  committee  who 
cooperated  so  generously  with  him  in  his  efforts 
to  vitalize  the  group.  He  also  wishes  to  express 
appreciation  to  all  those  who  have  assisted  him 
and  the  members  of  the  committee  in  their  work. 
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Among  this  group  are:  Solomon  Schussheim, 

M.D.,  chairman.  Commission  on  Public  and  Pro- 
fessional Affairs;  John  H.  Carter,  M.D.,  chair- 
man, Committee  on  State  Legislation;  C. 
Stewart  Wallace,  M.D.,  chairman,  Committee 
on  Public  Relations;  Henry  I.  Fineberg,  M.D., 
executive  vice-president,  and  J.  Richard  Burns, 
Esq.,  assistant  executive  vice-president. 


State  Legislation 

To  the  House  of  Delegates,  Gentlemen: 

The  Committee  on  State  Legislation  consists 


of  the  following  members: 

John  H.  Carter,  M.D.,  Chairman Albany 

John  C.  Brady,  M.D Erie 

Matthew  Brody,  M.D Kings 

E.  Yale  Clarke,  M.D Warren 

Samuel  Lieberman,  M.D Bronx 

George  G.  McCauley,  M.D Tompkins 

Lawrence  B.  Tilis,  M.D Monroe 


For  the  second  year  in  succession,  the  New 
York  State  Legislature  remained  in  session 
for  a history-making  period  of  six  months. 
During  this  long,  arduous  period,  when  five 
State  Society-sponsored  bills  were  enacted  and 
“Medicaid”  became  law,  your  committee  was 
unusually  vigilant  and  active.  Detailed  reports 
of  the  committee’s  activities  have  been  presented 
to  the  Council  from  time  to  time. 

Since  this  report  is  being  submitted  in  early 
November,  1966,  a supplementary  report  cover- 
ing activities  between  this  date  and  February, 
1967,  will  be  presented  to  the  House  at  that  time. 

Only  the  high  points  of  the  committee’s  ac- 
tivities are  reviewed  herein  and  will  be  considered 
under  five  categories:  (1)  legislation  conferences; 

(2)  final  action  by  the  State  Legislature  on  the 
State  Medical  Society’s  1966  legislation  program; 

(3)  review  of  six  principles  mandated  by  the 
special  session  of  the  House  of  Delegates;  (4)  pro- 
posed legislation  for  1967;  and  (5)  review  of 
Legislation  Information  Center. 

Legislation  Conferences.  Two  conferences 
of  county  medical  society  legislation  chairmen 
were  held.  The  first  conference  took  place  on 
March  10,  1966,  at  the  Thruway  Motor  Inn, 
Albany.  Some  50  individuals  attended  this 
meeting  called  to  discuss  bills  then  pending 
before  the  State  Legislature  and  to  take  a posi- 
tion on  them.  Actions  taken  by  the  participants 
were  reported  in  Capitol  News,  March  14,  1966. 

The  second  conference  was  held  at  the  Holi- 
day Inn,  Albany,  on  November  10,  1966.  The 
purpose  of  this  meeting  was  to  give  the  county 
medical  societies  an  opportunity  to  join  with  the 
State  Society  in  developing  plans  for  the  1967 
session  of  the  New  York  State  Legislature. 
Each  county  medical  society  was  invited,  and 
strongly  urged,  to  present  its  views  in  regard  to 
bills  which  should  be  sponsored,  supported,  or 


The  State  Medical  Society’s  staff  is  also 
worthy  of  an  expression  of  our  thanks.  We 
deeply  appreciate  the  assistance  rendered  by  the 
regional  representatives  and  the  secretaries  of 
the  Division  of  Communications. 

Respectfully  submitted, 

Joseph  J.  Kaufman,  M.D.,  Chairman 


opposed,  by  the  State  Medical  Society  during  the 
1967  session.  The  results  of  this  meeting  are 
set  forth  later  in  this  report. 

Final  Legislative  Action,  1966  Session. 

Your  committee  worked  diligently  in  behalf  of 
the  ten-bill  1966  State  legislation  program,  spon- 
sored by  our  State  Medical  Society.  We  are 
pleased  to  report  that  five  of  the  ten  bills  be- 
came law  and  are  of  great  interest  and  impor- 
tance to  the  members  of  our  profession  in  this 
State. 

The  five  new  statutes  are: 

1.  Workmen’s  Compensation — Consultation 
Fees  Increase  ( Chapter  186,  Laws  of  1966). 
Amends  Section  13-a,  Workmen’s  Compensa- 
tion Law,  to  increase  from  $25  to  $35,  maximum 
claim  which  maybe  enforceable  against  employer, 
for  specialist  consultation,  surgical  operations, 
physiotherapeutic  procedures,  and  x-ray  exami- 
nations; and  from  $10  to  $15,  for  special  diagnos- 
tic laboratory  fests.  (A.  Int.  3378 — Rossetti). 

2.  Workmen’s  Compensation — Arbitration 
Fees  Increase  ( Chapter  207,  Laws  of  1966). 
Amends  Section  13-g,  Workmen’s  Compensa- 
tion Law,  to  increase  from  $25  to  $50  daily  fee 
for  each  member  of  arbitration  committee  for 
medical  bills  or  for  hospital  bills.  (A.  Int. 
3380 — Rossetti) . 

3.  Employment  of  Resident  Physicians  ( Chap- 
ter 223,  Laws  of  1966).  Amends  Section  6512, 
Education  Law,  to  permit  resident  physician 
to  practice  medicine  without  license  if  full-time 
employe  of  state  or  political  subdivision,  in 
hospital  or  institution  and  under  supervision  of 
licensed  physician,  or  if  he  is  in  country  under 
nonimmigration  visa  for  continuation  of  medical 
study  under  supervision  of  licensed  physician 
in  hospital,  to  fix  qualifications  in  case  of  foreign 
medical  graduate,  and  to  change  provisions  re- 
lating to  notice  to  education  department  of  ap- 
pointments of  physicians  by  hospitals.  (A. 
Int.  2833 — Baker) . 

4.  Drawing  Blood  for  Alcohol  Tests  ( Chapter 
615,  Laws  of  1966).  Amends  Section  1194, 
Vehicle  and  Traffic  Law,  to  allow  registered 
professional  nurse,  acting  at  request  of  police 
officer,  to  withdraw  blood  for  determining  al- 
coholic content,  as  now  allowed  physician,  with 
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testimony  thereof  to  be  received  in  evidence  with 
same  effect  as  if  withdrawal  were  made  by  a 
physician.  (S.  Int.  2263 — Armbruster). 

5.  Exemptions  from  Depressant  and  Stimulant 
Drug  Regulations  ( Chapter  868,  Laws  of  1966). 
Amends  Sections  3371,  3380,  3383,  3387,  3388, 
repeals  Section  3382,  adds  Section  3374,  Pub- 
lic Health  Law,  to  authorize  State  Health  Com- 
missioner by  regulation,  to  exempt  any  depres- 
sant or  stimulant  drug  from  application  of  all 
or  part  of  restriction  relating  to  sale,  when  he 
finds  that  regulation  of  manufacture,  com- 
pounding, processing,  possession  or  disposition 
thereof  is  not  necessary  for  protection  of  public 
health.  Makes  general  changes  in  provisions 
as  to  prescription,  possession,  and  records. 
Provides  for  an  oral  order  to  a pharmacist  fol- 
lowed by  a written  order  within  seventy-two 
hours  for  a particular  patient  in  any  part  of  the 
State.  (S.  Int.  3645 — Thaler). 

The  five  program  bills  which  did  not  pass  were 
the  following: 

A.  Hypnosis  Regulation.  Added  Article 
153-A,  Education  Law,  to  restrict  inducing  of 
hypnosis  to  physicians,  doctors  of  osteopathy, 
and  dentists  licensed  to  practice  in  State.  Teach- 
ing of  methods  would  be  restricted  to  educa- 
tional institutions  chartered  by  New  York,  all 
hospitals  approved  by  social  welfare  department 
or  maintained  or  operated  by  government  agency 
or  under  jurisdiction  of  New  York  City  depart- 
ment of  hospitals,  with  courses  to  be  sponsored 
by  medical  or  dental  society  which  is  direct 
component  of  nationally  recognized  society  of 
AMA,  or  ADA,  or  equivalent,  or  other  society 
or  group  whose  membership  is  restricted  to  such 
licensed  practitioners.  ( Cullen — A.  Int.  4718). 
This  bill  died  in  the  Assembly  Education  Com- 
mittee. 

B.  Body  Donations.  Added  Article  43, 
Public  Health  Law,  to  allow  surviving  spouse,  if 
any,  and  if  none,  all  children  of  legal  age,  to  make 
gift  in  writing  for  scientific,  educational  or  thera- 
peutic use,  of  any  tissue,  organ  or  structure  or 
blood,  from  body  of  deceased  person,  unless  there 
is  reason  to  believe  that  decedent  left  instruc- 
tions otherwise  or  expressed  objection  thereto. 
(S.  Int.  3481 — Lent).  Passed  Senate,  but  died 
in  Assembly  Rules  Committee. 

C.  Use  of  Title  “Doctor.”  Added  Article 

155,  Education  Law,  to  prohibit  person,  in 
connection  with  practice  of  profession  or  busi- 
ness having  for  its  purpose,  diagnosis,  treat- 
ment, correction  or  cure  of  any  human  ailment, 
condition,  disease,  injury,  or  infirmity,  from 
holding  himself  out  as  doctor  or  use  title  thereof 
unless  he  actually  was  graduated  and  holds 
degree  from  school,  college,  university,  or  in- 
stitution authorized  to  confer  such  degree.  (A. 
Int.  3449 — Sutton;  S.  Int.  2290 — Gioffre). 

Both  bills  were  amended  and  recommitted  in 
their  respective  houses. 

D.  Therapeutic  Abortions.  Amended  Sec- 
tion 201,  added  Sections  2590-2593,  Public 
Health  Law,  to  permit  physician  and  surgeon 


licensed  to  practice  in  State  to  lawfully  perform 
therapeutic  abortion,  and  other  licensed  prac- 
titioners of  healing  art  to  assist  them,  in  hospital 
approved  by  State  health  department,  subject 
to  approval  by  therapeutic  abortion  committee 
composed  of  hospital  medical  staff  members, 
and  to  fix  qualifications  for  members  of  such 
committee.  (A.  Int.  3844 — Sutton ; S.  Int. 
2003 — Ohrenstein,  Coleman).  Extensive  public 
hearings  were  unable  to  produce  a version  o 
this  bill  acceptable  to  all  interested  parties; 
it  failed  to  get  out  of  committee. 

E.  Income  Tax  Deduction  for  Medical  School 
Expenses.  Amended  Section  615,  Tax  Law,  to 
allow  personal  income  taxpayer  to  increase  de- 
ductions from  Federal  adjusted  gross  income  by 
not  more  than  $1,500  for  each  taxpayer  or  de- 
pendent, for  cost  of  tuition,  textbooks,  and  lab- 
oratory fees  paid  or  incurred  during  taxable 
year  in  connection  with  full-time  attendance  at 
accredited  medical  college.  (A.  Int.  1193 — 
Kirvin;  A.  Int.  3470 — Wolfe).  This  bill, 
meritorious  though  it  was,  could  not  be  expected 
to  make  any  progress  because  of  fiscal  considera- 
tions. It  was  killed  in  committee. 

In  addition  to  the  five  aforementioned  pro- 
gram bills  enacted  into  law,  two  significant 
measures  supported  by  our  State  Society  also 
became  law: 

A.  Ambulance  Service  Licensing  ( L . 1966, 
c.  949 — A.  5959) — Ambulance  services  operated 
for  profit  are  required  to  obtain  licenses.  The 
health  commissioner  is  to  adopt  rules  establish- 
ing minimum  standards  for  staffing,  equipping, 
and  operating  ambulance  services;  he  is  also 
given  inspection,  investigation,  and  enforcement 
powers. 

B.  Air  Pollution  Control  ( L . 1966,  c.  902 — 
S.  4760) — The  functions  of  the  health  com- 
missioner are  expanded  and  those  of  the  Air 
Pollution  Control  Board  are  revised  in  an  at- 
tempt to  increase  State,  local,  and  private  ef- 
forts to  control  air  pollution.  State  aid  is  pro- 
vided for  local  waste  disposal  efforts,  and  realty 
tax  exemptions  are  offered  for  private  air  pol- 
lution control  facilities. 

While  your  committee  supported  the  proposals 
previously  described,  there  were  many  bills 
before  the  State  Legislature  which  the  committee 
opposed.  Notable  among  these  were  the  peren- 
nial bills  relating  to  chiropractic.  We  report 
with  pleasure  that  in  this  area  the  following  pro- 
posals were  defeated:  16  measures  which  would 
have  altered  or  relaxed  the  present  laws  licens- 
ing chiropractors;  four  bills  which  would  have 
expanded  the  use  of  x-ray  by  chiropractors; 
four  bills  which  would  have  brought  chiroprac- 
tic services  within  the  coverage  of  accident  and 
health  or  medical  expense  indemnity  policies; 
and  three  bills  which  would  have  brought  chiro- 
practic services  within  the  workmen’s  compensa- 
tion and  volunteer  firemen’s  laws. 

Among  the  many  other  bills  opposed  by  your 
State  Society  which  were  defeated  in  the  State 
Legislature  were  bills  which  would  provide  as 
follows:  An  increase  in  the  time  for  bringing  mal- 
practice action;  vesting  of  the  ownership  of 
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x-ray  plates  in  the  patient;  requiring  first  aid 
stations  in  court  houses  and  in  certain  business 
places;  requiring  hospitals  to  have  a staff 
physician  on  duty  at  all  times;  authority  for 
filling  prescriptions  with  generic  equivalents;  a 
requirement  that  prescriptions  be  made  out  in 
triplicate;  creation  of  an  advisory  council  in 
optometry  for  social  welfare  purposes;  licens- 
ing of  telephone  answering  services;  creation  of 
a board  of  physiotherapists  for  workmen’s  com- 
pensation purposes;  a requirement  that  lab- 
oratories must  bill  recipients  of  services;  the 
imposing  of  onerous  or  unworkable  restrictions 
on  prescriptions  or  narcotics  sales;  and  revision 
of  the  child  abuse  reporting  law. 

Medical  Assistance  for  Needy  Persons. 
In  addition  to  the  work  outlined  above,  your 
committee  spent  a considerable  amount  of  time 
and  effort  in  relation  to  the  “Medical  Assistance 
for  Needy  Persons  Law”  which  was  enacted 
and  amended  during  the  1966  session  of  the 
State  Legislature.  Your  chairman  already  has 
reported  on  activities  prior  to  May  26,  1966, 
when  he  reported  to  the  special  session  of  this 
House.  Your  chairman,  therefore,  at  this  time 
wishes  to  supplement  that  report,  particularly 
in  regard  to  the  legislation  aspects  of  the  six 
principles  mandated  by  the  special  session  of 
the  House. 

In  spite  of  all  the  commotion  and  confusion 
involving  numerous  bills  introduced  to  amend  the 
so-called  “Medicaid”  Law,  only  five  became 
law.  Two  of  these  new  statutes  implemented 
mandates  of  the  special  session  of  the  House  of 
Delegates. 

These  mandates  were: 

1.  Blue  Cross,  Blue  Shield  and  other  health 
insurance  carriers  be  utilized  in  the  implementation 
of  these  programs. 

Chapter  924,  Laws  of  1966  (S.  Int.  4983; 
Pr.  6080 ) amended  the  General  Municipal  Law 
to  authorize  public  welfare  districts  to  contract 
with  Blue  Cross,  Blue  Shield,  and  private  in- 
surance companies  to  act  as  fiscal  intermediaries 
for  the  administration  of  the  medical  assistance 
law. 

2.  Continued  consideration  be  given  to  the 
feasibility  of  deductible  and  coinsurance  features  to 
promote  more  efficient  implementation  of  the  law. 

Chapter  802,  Laws  of  1966  {A.  Int.  6156, 
Pr.  7359)  amended  the  Public  Welfare  Law. 
It  provides  deductibles  for  eligibility  for  medical 
assistance  for  needy  persons  for  other  than  in- 
patient hospital  services.  In  any  calendar  year, 
the  recipient  shall  pay,  either  towards  the  cost  of 
services  or  as  health  insurance  premiums:  (1) 
1 per  cent  of  the  annual  gross  income  of,  or 
attributable  to,  the  applicant  or  recipient;  or 
(2)  5 per  cent  of  that  portion  of  the  annual  net 
income  in  excess  of  80  per  cent  of  applicable 
minimum  income  exemption,  whichever  is  less. 
These  deductibles  apply  to  gross  incomes  of 
$4,500  or  more. 

The  other  three  bills  were  as  follows: 

(a)  Antifraud  amendment  authorizing  sus- 
pension of  assistance  upon  failure  to  provide  full 
disclosure  of  assets.  ( L . 1966,  c.  799 — S.  4918). 


( b ) Amends  Social  Welfare  Law  to  protect 
welfare  lien  in  cases  of  third  party  actions  in 
personal  injury  cases.  ( L . 1966,  c.  800 — S. 
4919). 

(c)  Antifraud  amendment  requiring  notice 
of  change  in  financial  condition.  ( L . 1966, 
c.  801— S.  4920). 

While  legislation  was  not  directly  involved  in 
the  implementation  of  the  four  other  principles 
mandated  by  the  special  session  of  the  House 
of  Delegates,  your  chairman  should  like  to  re- 
port as  follows  in  regard  to  those  principles  which 
had  a relation  to  the  activities  of  your  com- 
mittee. 

A.  The  right  of  the  patient  to  select  his  own 
physician  be  guaranteed. 

Although  your  committee  continued  its  all- 
out  efforts,  with  the  wholehearted  cooperation 
of  many  of  the  county  medical  societies,  to 
secure  passage  of  the  State  Society’s  free-choice 
amendment  bill  (S.  Int.  4867)  until  there  was 
no  hope  of  its  enactment,  we  were  encouraged 
by  the  fact  that  the  proposal  overwhelmingly 
passed  the  Senate  by  the  vote  of  59-3,  but  were 
disheartened  when  it  died  in  the  Assembly. 
On  July  19,  however,  the  New  York  State  Board 
of  Social  Welfare  unanimously  approved  an 
unequivocal  resolution  establishing  the  free 
choice  of  physician  and  of  medical  care  and 
health  services  in  the  program  of  medical 
assistance  for  needy  persons.  The  mandate  of 
the  board  was  emphatic  in  pointing  out  that  it 
deemed  free  choice  “necessary  for  the  proper 
implementation  of  the  medical  assistance  pro- 
gram and  to  provide  a high  quality  of  services 
and  care.”  This  rule  has  been  duly  filed  with 
the  Secretary  of  State  and,  therefore,  is  effec- 
tive as  a matter  of  law. 

B.  The  patient  not  be  required  to  have  prior 
authorization  in  order  to  obtain  medical  services. 

Effective  July  1,  1966,  a new  regulation, 
promulgated  by  the  New  York  State  Social  Wel- 
fare Department,  eliminated  all  prior  authoriza- 
tion except  for  a few  special  services,  such  as 
nursing  home  care,  elective  hospital  admission, 
and  special  rehabilitation  services.  Physicians 
may  now  treat  most  Medicaid  patients  without 
prior  approval  from  State  or  local  welfare  officials, 
and  local  county  welfare  officials  have  been  ad- 
vised to  this  effect. 

C.  The  principle  for  reimbursement  of  phy- 
sicians be  on  a usual,  customary,  and  prevailing 
basis.  A mechanism  must  be  included  to  permit 
direct  billing  of  the  patient  by  the  physician. 

Although  the  portion  of  this  principle  respect- 
ing fees  will  be  reported  on  by  another  committee, 
we  should  like  to  comment  on  the  direct  billing 
aspect  of  this  principle. 

Concerning  direct  payment,  it  apparently  was 
the  legislative  intent  of  Congress  not  to  permit 
direct  billing  under  Medicaid.  The  New  York 
State  Social  Welfare  Commissioner  has  ruled 
that,  on  the  basis  of  legal  interpretation  he  has 
received,  “The  Federal  intention  of  Title  19  was 
that  there  shall  be  only  vendor  payments  for 
medical  services — moreover,  there  is  no  pro- 
vision made  for  any  other  type  of  payment.” 
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In  order  to  accomplish  the  direct  billing  aspects 
of  this  mandate,  therefore,  the  Federal  law  must 
be  amended. 

D.  There  be  adequate  representation  of  prac- 
ticing physicians  on  the  medical  advisory  com- 
mittee to  the  State  and  local  social  welfare  depart- 
ments and  the  State  and  county  medical  societies 
be  consulted  in  regard  to  such  appointments. 

Although  this  recommendation  was  included 
in  the  above-mentioned  free  choice  amendment 
bill  (S.  Int.  4867)  which  died  in  the  State  Legis- 
lature, the  New  York  State  Department  of 
Health  has  arranged  to  satisfy  this  mandate  by 
administrr  tive  action.  The  State  health  com- 
missioner has  established  a State  advisory  com- 
mittee on  medical  care  within  the  health  depart- 
ment. This  committee  includes  physicians 
nominated  by  the  State  Medical  Society  and  will 
represent  several  different  interests,  including 
general  practice,  specialty  practice,  and  health 
economics.  At  the  local  level,  the  State  health 
commissioner  plans  to  require  the  appointments 
of  medical  advisory  committees  from  lists  of 
nominees  submitted  by  the  local  county  medical 
societies. 

Legislation  Information  Center.  Once 
again,  ;he  Legislation  Information  Center, 
established  two  years  ago  at  State  Society  head- 
quarters, demonstrated  its  value  as  a useful, 
productive  vehicle  for  publicizing  legislative 
news  and  for  answering  questions  about  Federal 
and  State  legislation.  To  achieve  its  goal  of 
furnishing  the  latest  information  about  legisla- 
tion at  both  the  State  and  Federal  levels,  the 
Center  maintains  an  efficient  filing  system  fea- 
turing fact  sheets,  copies  of  important  bills,  and  a 
ready  reference  bulletin  board. 

Following  the  enactment  of  Medicare  at  the 
Federal  level,  and  particularly  after  the  passage 
of  Medicaid  at  the  State  level,  the  Center  was 
inundated  with  requests  for  assistance  and  in- 
formation, not  only  from  the  medical  profes- 
sion, but  particularly  from  the  lay  public. 
The  Center  not  only  furnished  “instant  infor- 
mation” by  answering  inquiries  immediately 
over  the  telephone,  but  also  sent  out  numerous 
quantities  of  literature  in  the  form  of  pamphlets 
and  copies  of  statutes.  Since  these  programs 
are  basically  only  in  their  formative  stage  at  this 
time,  it  is  expected  that  this  type  of  request  for 
assistance  will  continue  in  the  future  on  a year- 
round  basis. 

The  Center,  however,  reached  its  maximum 
point  of  ut.. ization  when  the  State  and  Federal 
legislatures  were  in  session.  During  those 
periods  hundreds  of  requests  for  data  concern- 
ing pending  bills,  especially  in  the  State  Legisla- 
ture, were  received  and  filled.  On  a day-to-day 
basis,  numerous  inquiries  concerning  the  status 
of  bills  received  by  telephone  were  handled  as 
expeditiously  as  possible.  A specific  service 
rendered  by  the  Center  was  the  furnishing  of 
copies  of  proposed  laws,  not  only  to  physicians 
but  to  other  interested  parties.  The  majority 
of  requests  for  assistance  came  from  county 
medical  society  legislation  chairmen,  executive 
secretaries,  hospitals,  health  organizations,  in- 


dividual physicians,  State  Society  division 
directors,  and  other  state  medical  societies. 
In  regard  to  the  latter,  the  Center  was  instru- 
mental in  supplying  data  requested  by  several 
state  medical  societies  which  were  interested  in 
detailed  data  about  important  laws  in  New  York 
State. 

Several  requests  were  received  also  from  the 
staff  of  members  of  the  New  York  State  Legisla- 
ture which  were  filled,  but  when  necessary,  were 
referred  to  legislative  counsel.  Last  but  not 
least,  the  Center  handled  numerous  requests  for 
assistance  from  the  lay  public  on  general  topics 
pertaining  to  State  and  F ederal  legislation. 

One  of  the  principal  and  growing  functions  of 
the  Center  was  the  publication  of  the  State 
Society’s  legislative  bulletin,  Capitol  News. 
Ably  edited  by  Ralph  D.  Semerad,  Esq.,  and 
supervised  by  Martin  J.  Tracey,  Esq.,  coordina- 
tor, Legislation  Activities,  the  bulletin  was 
published  weekly  for  25  issues.  Because  of  the 
effectiveness  of  the  bulletin  in  disseminating 
news,  the  mailing  list  was  increased  considerably 
during  the  past  year.  In  the  hope  that  they 
would  place  the  easily  readable  up-to-the-minute 
comments  about  the  status  of  bills  contained  in 
Capitol  News,  which  reaches  its  readers  every 
Wednesday,  on  their  bulletin  boards,  the  bulletin 
was  mailed  to  all  hospital  administrators  in  New 
York  State.  In  addition,  the  names  of  the 
States  legislators  were  placed  on  the  mailing 
list. 

In  our  continuing  efforts  to  make  Capitol 
News  as  effectual  as  possible,  the  publication 
will  feature  a new  service  in  1967.  Each  issue 
will  contain  a sheet  entitled  “Legislation  Opinion 
Report”  on  which  readers  can  express  their 
views  concerning  which  bills  the  State  Medical 
Society  should  support,  oppose,  or  take  no  ac- 
tion on.  Both  the  individual  opinion  of  the 
reader  on  the  bills  reported  in  the  publication 
can  be  expressed  and  the  official  opinions  of  the 
county  medical  societies. 

Working  closely  with  the  office  of  the  legisla- 
tive counsel,  the  Center  was  instrumental  in 
gaining  the  cooperation  and  support  of  the 
county  medical  societies  concerning  bills  pend- 
ing before  the  State  Legislature.  The  services 
of  the  regional  representatives  were  utilized 
in  special  legislation  projects,  supervised  by  the 
coordinator,  Legislation  Activities.  This  ac- 
tivity was  specially  noticeable  in  the  State 
Medical  Society’s  sponsorship  of  the  free-choice 
amendment  bill.  The  regional  representatives 
contacted  key  physicians  throughout  the  State 
for  the  purpose  of  having  them  present  the 
State  Society’s  endorsement  of  the  proposal  to 
members  of  the  Senate  and  the  Assembly. 

Another  project  continued  by  the  Center  was 
the  function  of  acting  as  a clearing  house  for  the 
distribution  of  reports  on  pending  State  legisla- 
tion, notices  of  public  hearings  by  committees 
of  the  Legislature,  and  reports  on  hearings  which 
the  coordinator  attended  and  monitored. 

As  in  the  previous  year,  a close  liaison  was 
maintained  between  the  coordinator  and  the 
office  of  the  legislative  counsel  in  Albany. 
Between  the  Center  at  State  Society  head- 
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quarters  and  the  Albany  office  a workable 
system  of  communications  was  maintained. 

Through  our  Legislation  Information  Center 
and  our  publication,  Capitol  News,  we  are  mak- 
ing every  effort  on  behalf  of  your  committee  to 
bring  the  latest  information  legislation  to  medi- 
cal society  officials  and  the  members  of  the  com- 
ponent county  medical  societies.  We  believe 
that  these  instruments  are  most  important  in 
the  furtherance  of  the  work  of  your  committee 
and  strongly  urge  that  all  medical  society  officials 
and  the  members  of  the  county  medical  societies 
utilize  the  facilities  of  our  Center  to  the  utmost. 
These  worthwhile  activities  deserve  the  con- 
tinuing support  of  our  State  Medical  Society. 

Conference  of  County  Legislation  Chair- 
men. The  second  1966  conference  of  county 
medical  society  legislation  chairmen  was  held 
at  the  Holiday  Inn,  Colonie,  on  November  10. 
More  than  100  individuals  attended  the  meet- 
ing, including  county  society  legislation  chair- 
men, executive  secretaries,  and  other  physicians 
representing  their  local  groups.  The  purpose 
of  the  conference  was  to  give  the  county  medical 
societies  an  opportunity  to  present  their  opinions 
on  bills  which  our  State  Medical  Society  should 
sponsor,  support,  or  oppose  during  the  1967 
session  of  the  New  York  State  Legislature. 
At  the  same  time,  the  participants  were  also 
given  the  opportunity  to  submit  their  ideas 
concerning  Federal  legislation  that  might  be 
considered  during  the  coming  90th  session  of 
Congress. 

In  regard  to  State  legislation,  there  were  nu- 
merous suggestions  from  the  floor,  including 
proposals  by  representatives  of  county  medical 
societies  for  inclusion  in  our  1967  State  legisla- 
tion program.  Several  of  the  societies  pre- 
sented written  statements  while  a great  many 
submitted  their  views  orally.  The  consensus 
of  the  participants  seemed  to  be  expressed  in  a 
position  statement  submitted  by  the  Medical 
Society  of  the  County  of  Monroe. 

In  general,  the  participants  accepted  our  in- 
vitation to  speak  out  frankly  and  the  end  result 
was  a lively  give-and-take  session  with  com- 
ments on  past  actions  and  suggestions  for  future 
actions  of  our  State  Society  officials,  particularly 
in  regard  to  Medicaid  legislation.  Your  chair- 
man pointed  out  that  the  committee  was  grate- 
ful for  the  suggestions  made  and  would  take 
them  under  advisement. 

1967  State  Legislation  Program.  Im- 
mediately following  the  conference,  your  com- 
mittee met  to  discuss  the  conference  and  other 
matters.  The  members  of  the  committee  were 
in  agreement  that  the  conference  had  served  a 
good  purpose;  namely,  to  allow  the  representa- 
tives of  the  county  medical  societies  to  voice 
their  opinions  on  past  and  future  legislation. 
The  committee  also  was  in  agreement  that  no 
action  would  be  taken  immediately  on  the  sug- 
gestions made,  but  that  the  materials  should  be 
compiled  and  digested  by  Mr.  Tracey,  coordina- 
tor, Legislation  Activities,  and  submitted  to  the 


committee  for  evaluation  and  suggestions  for 
future  action. 

The  committee  discussed  and  agreed  on  a 
preliminary  tentative  program  of  bills  for  the 
1967  session  of  the  State  Legislature.  The 
committee,  therefore,  requested  approval  of 
the  Council  at  its  November  17, 1966,  meeting  of 
the  following  type  bills  as  part  of  the  State  Medi- 
cal Society’s  1967  State  legislation  program,  and 
the  Council  voted  approval.  All  of  these  bills 
had  been  part  of  our  1966  program,  but  were  not 
enacted  into  law,  as  previously  mentioned  in  this 
report. 

(1)  Hypnosis  Regulation  (A.  Int.  4718 — 
Cullen) 

(2)  Body  Donations  (S.  Int.  3481 — Lent) 

(3)  Use  of  Title  “Doctor”  (A.  Int.  3449 — 
Sutton) 

(4)  Therapeutic  Abortions  (A.  Int.  3844 — 
Sutton;  S.  Int.  2290 — Gioffre) 

(5)  Income  Tax  Deductions  for  Medical 
School  Expenses  (A.  Int.  1193 — Kirvin;  A.  Int. 
3470— Wolfe) 

In  addition,  the  committee  agreed  that  the 
Society  should  sponsor  the  introduction  of 
legislation  which  would  make  provision  for  group 
professional  liability  insurance  and  for  control 
by  the  professional  group  concerned  as  the  re- 
sult of  rulings  which  have  been  made  by  the 
New  York  State  Insurance  Department  con- 
cerning our  State  Society  Malpractice  Insur- 
ance Program.  Your  committee  requested 
Council  approval  of  this  addition  to  the  five 
above-mentioned  bills  and  approval  was  granted. 

Acknowledgments.  On  behalf  of  your 
committee,  your  chairman  wishes  to  extend  a 
vote  of  thanks  to  all  who  have  been  of  as- 
sistance to  us  during  the  past  year.  A special 
vote  of  thanks  goes  to:  Solomon  Schussheim, 
M.D.,  chairman.  Commission  on  Public  and 
Professional  Affairs;  Joseph  J.  Kaufman,  M.D., 
chairman,  Federal  Legislation  Committee; 
C.  Stewart  Wallace,  M.D.,  chairman,  Public 
Relations  Committee;  Henry  I.  Fineberg,  M.D., 
executive  vice-president,  and  J.  Richard  Bums, 
Esq.,  assistant  executive  vice-president. 

We  are  also  indebted  to  the  staff  of  the  Divi- 
sion of  Communications  for  the  spirit  of  co- 
operation and  the  great  amount  of  work  done 
on  our  behalf.  For  these  contributions,  we 
thank  Guy  D.  Beaumont,  director;  Martin  J. 
Tracey,  Esq.,  coordinator,  Legislation  Activities, 
who  supervises  the  Legislation  Information 
Center  and  the  production  of  Capitol  News, 
and  Ralph  D.  Semerad,  Esq.,  who  edits  copy 
for  Capitol  News. 

For  their  patient,  capable,  and  untiring  ef- 
forts on  our  behalf  in  Albany  during  the  past 
hectic  year,  we  extend  a very  special  vote  of 
thanks,  once  again,  as  in  the  past,  to  our  legisla- 
tive counsel,  George  W.  Foy,  Esq.,  and  Harry  W. 
Albright,  Jr.,  Esq. 

Respectfully  submitted, 

John  H.  Carter,  M.D.,  Chairman 
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Public  Relations 


To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Committee  on  Public 
Relations  are  as  follows: 

C.  Stewart  Wallace,  M.D.,  Chairman 


Tompkins 

John  Lee  Clowe,  M.D Schenectady 

Paul  M.  De  Luca,  M.D Broome 

James  M.  Jones,  M.D Westchester 

Herbert  E.  Joyce,  M.D Erie 

Irving  M.  Pallin,  M.D Kings 

Saul  Zucker,  M.D Bronx 


General.  During  1966,  your  committee, 
with  the  cooperation  of  the  Division  of  Com- 
munications, conducted  a variety  of  projects. 
Among  the  high  lights  were  the  television  special 
on  venereal  disease,  the  five  very  successful 
regional  conferences  on  the  subject  of  Title 
18  and  Title  19  as  implemented  in  New  York 
State,  and  the  completion  of  the  “Doctors  at 
Work”  television  series. 

The  committee  has  strived  to  keep  the  mem- 
bership fully  informed  about  matters  of  in- 
terest and  importance  to  the  medical  profession. 
Communications  are  maintained  through  the 
regional  representatives,  The  News  of  New  York, 
letters,  memoranda,  bulletins,  and  the  regional 
conferences.  Through  the  Speakers  Bureau  we 
have  supplied  many  speakers  to  radio  and  tele- 
vision and  to  lay  organizations  to  help  keep  the 
public  informed  on  health  matters  and  the  ac- 
tivities of  the  medical  profession.  We  have  also 
kept  the  public  further  informed  through  news 
releases. 

The  following  is  a brief  report  on  some  of  the 
activities  sponsored  by  your  committee. 

Meetings.  During  1966,  your  Public 
Relations  Committee  held  four  regular  meetings. 
At  these  meetings  the  committee  discussed  and 
took  action  on  our  various  projects.  Your 
chairman  maintained  constant  contact  with 
the  director  of  the  Division  of  Communications 
and  met  with  the  staff  five  times  during  the  year. 

Your  chairman  is  pleased  to  report  that 
Solomon  Schussheim,  M.D.,  chairman,  Com- 
mission on  Public  and  Professional  Affairs,  in- 
dicative of  the  great  interest  he  has  in  develop- 
ing the  potential  of  the  Commission,  attended 
each  of  the  Public  Relations  Committee  meet- 
ings, offering  his  advice  and  counsel. 

Field  Service.  The  personal  contact  and 
service  to  the  county  medical  societies  and  in- 
dividual physicians  by  our  regional  representa- 
tives continues  to  be  one  of  our  most  effective 
means  of  communications. 

During  1966,  in  addition  to  making  personal 
visits  and  rendering  service  to  county  societies 
and  individual  members,  the  regional  representa- 
tives took  on  additional  assignments.  They 
alerted  societies  and  officers  to  each  new  regula- 
tion or  amendment  to  the  Medicaid  law.  In 
some  areas  they  helped  devise  ways  and  means 


of  keeping  the  entire  county  society  member- 
ship informed  of  actions  taken  by  the  State 
Society  in  order  to  keep  communications  flow- 
ing from  the  State  Society,  to  the  county,  to  the 
individual  member. 

The  regional  representatives  continued  to 
promote  the  “Doctors  at  Work”  program  and 
worked  diligently  in  bringing  the  special  tele- 
vision program  on  venereal  disease  to  the  people 
of  the  State  of  New  York  and  in  the  several 
surrounding  states. 

As  an  assigned  duty,  the  regional  representa- 
tives helped  county  societies  plan  Community 
Health  Week  programs  as  well  as  assisting  with 
other  county  projects.  They  also  rendered  ad- 
vice and  assistance  in  planning  county  and 
state  medical  assistants  programs. 

Your  committee  is  pleased  to  report  that 
there  have  been  many  expressions  of  thanks 
and  commendations  on  the  work  of  the  field 
service  representatives.  The  constantly  in- 
creasing number  of  requests  for  their  services 
are  indicative  of  the  success  of  this  service. 

Regional  Conferences.  The  five  regional 
conferences  in  1966  were  devoted  to  the  popular 
subject  of  health  care  legislation.  The  con- 
ferences were  held  in  Buffalo,  Lake  Placid, 
Albany,  Purchase,  and  Syracuse.  At  three  of 
the  conferences  the  New  York  State  Com- 
missioners of  Health  and  Social  Welfare  were 
speakers  and  answered  many  questions  raised 
by  physicians.  The  enthusiasm  expressed  by 
those  attending  the  conferences  supports  your 
committee’s  opinion  that  the  regional  confer- 
ences are  not  only  an  important  means  of  com- 
munications, but  are  also  extremely  successful. 

News  of  New  York.  Under  the  direction  of 
Edward  H.  Weiland,  editor,  The  News  of  New 
York  continues  to  improve  in  content  and  in 
format.  The  News  has  attracted  more  letters 
from  the  membership  than  ever  before  and 
comments  have  been  highly  complimentary. 
In  the  coming  year,  we  are  considering  in- 
creasing the  size  of  certain  issues  of  the  News, 
as  warranted  by  special  occurrences.  Your 
committee  is  pleased  to  report  that  the  agree- 
ment with  the  sole  advertiser  in  The  News 
of  New  York,  a pharmaceutical  manufacturer, 
has  been  extended  through  1967. 

“Doctors  at  Work.”  The  highly  successful 
television  project,  “Doctors  at  Work,”  was 
continued  in  the  upstate  area  during  1966. 
The  program,  a combination  of  film  and  live 
presentation,  brought  health  information  to  the 
public  over  eight  TV  stations  and  gave  many 
of  our  physicians  and  county  medical  societies 
an  opportunity  to  advise  the  public  on  common 
health  problems.  Nineteen  hundred  sixty-six 
was  the  final  year  for  this  project.  Your  com- 
mittee is  now  seeking  a new  type  of  television 
program  because  of  the  interest  of  the  viewing 
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public  and  the  eagerness  of  the  TV  stations  to 
continue  a medical  program. 

Television  Special  on  V.D.  With  the  co- 
operation of  the  New  York  State  Department 
of  Health  your  committee  sponsored  a television 
special  on  venereal  disease.  Eleven  TV  stations 
throughout  the  State  broadcast  this  program, 
beamed  primarily  at  teen-agers.  The  stations 
showing  the  program  were  inundated  with  re- 
quests for  literature  and  thousands  of  com- 
plimentary letters,  lauding  the  program,  were 
received.  Flyers  and  letters  announcing  the 
program  were  sent  to  schools,  hospitals,  and 
newspapers  throughout  the  State.  In  addition, 
medical  societies  in  adjoining  states  were  noti- 
fied of  the  program  so  that  they  could  alert 
the  public  in  the  states  of  New  Jersey,  Con- 
necticut, Pennsylvania,  Vermont,  Massachu- 
setts, and  parts  of  Canada. 

No  complaints  regarding  our  airing  this 
subject  have  been  received.  The  success  of 
this  special  television  program  has  encouraged 
your  committee  to  continue  a campaign  against 
venereal  disease  through  1967.  Through  speak- 
ers and  other  means  we  will  try  to  reach  every 
young  person  in  the  State  of  New  York. 

Community  Health  Week.  Again,  this 
year,  the  Governor  at  our  request  issued  a proc- 
lamation on  Community  Health  Week.  Two 
stories  on  Community  Health  Week  were  car- 
ried in  The  News  of  New  York  and  a story  was 
also  released  and  carried  by  newspapers  in 
various  parts  of  the  State.  The  regional  rep- 
resentatives assisted  and  worked  with  then- 
counties  in  planning  local  programs  in  support 
of  this  national  health  program. 

Membership  Film  Presentation.  The 

audiovisual  slide  presentation  depicting  the 
services  of  the  State  Medical  Society  to  its 
members  is  completed.  The  regional  representa- 
tives will  commence  presentation  of  this  pro- 
gram to  all  county  medical  societies  and  hos- 
pital staffs  in  1967. 

Speakers  Bureau.  The  State  Medical  Soci- 
ety’s Speakers  Bureau,  operated  through  the 
Division  of  Communications,  was  very  active 
during  1966.  Requests  for  physicians  to  speak 
on  radio  and  television  and  to  fill  speaking 
engagements  for  community  organizations  far 
exceeded  the  demands  of  1965. 

Many  more  newspaper,  magazine,  television, 
and  radio  writers  turned  to  the  Speakers 
Bureau  for  assistance  in  preparing  articles 
and  scripts.  In  order  to  supply  adequate  and 
accurate  information,  arrangements  were  made 
for  these  writers  to  consult  with  Speakers 
Bureau  physicians. 

Annual  Convention.  Through  the  Divi- 
sion of  Communications,  your  committee  pro- 
vided a press  room  for  the  use  of  the  various 
news  media.  The  press  room  was  constantly 
utilized  and  news  coverage  was  given  to  the 
meeting  by  both  local  and  upstate  press  as  well 


as  local  radio  and  TV  stations.  Publicity  was 
also  given  to  the  meeting  by  the  wire  services 
and  national  magazines  through  the  facilities 
of  the  press  room.  Numerous  press,  radio, 
and  television  interviews  with  convention 
participants  were  conducted.  Photographic 
coverage  of  all  events  was  arranged. 

We  received  more  coverage  in  the  daily, 
weekly,  and  trade  press  at  the  1966  convention 
than  ever  before.  Approximately  200  clippings 
have  been  received  to  date.  In  addition, 
news  of  the  convention  was  spread  across  the 
State  and  nation  via  radio  and  television  sta- 
tions. 

Largely  responsible  for  this  outstanding 
coverage  were  the  preconvention  activities  of 
the  Division  of  Communications  and  the  many 
news  releases  sent  out  prior  to  and  during  the 
convention.  A similar,  but  expanded  ap- 
proach, is  planned  for  the  1967  convention. 

In  addition,  presentation  of  fifty-year 
awards,  presidential  citations,  and  scrolls 
was  supervised  by  your  committee  and  the 
Division  of  Communications. 

Special  Meeting — House  of  Delegates. 
Because  of  the  great  interest  in  the  special 
meeting,  reporters  from  all  parts  of  the  State 
as  well  as  TV  camera  crews  and  radio  reporters 
converged  on  the  meeting  headquarters.  Spe- 
cial news  conferences  were  set  up  by  your  com- 
mittee, through  the  Division  of  Communications, 
and  arrangements  were  made  to  make  reporters 
as  comfortable  as  possible  without  the  facilities 
of  a press  room. 

Medical  Assistants  Association.  Assist- 
ance was  given  to  the  MAA  by  the  regional 
representatives  in  planning  county  and  State 
programs.  The  Division  of  Communications 
also  assisted  in  the  revamping  of  the  NYSMAA 
publication,  Reflex.  Irving  M.  Pallin,  M.D., 
a member  of  your  committee,  was  elected  a 
national  adviser  to  the  AMAA  in  appreciation 
of  the  extensive  assistance  he  has  given  this 
movement.  Also,  in  recognition  of  assistance 
given  to  the  NYSMAA,  Guy  D.  Beaumont, 
director  of  the  Division  of  Communications, 
and  Harry  Dexter,  regional  representative,  were 
made  honorary  members  of  the  NYSMAA. 

1967 — Proposed  Programs.  As  previously 
mentioned,  the  committee  plans  to  continue 
the  fight  against  venereal  disease  during  1967. 
Through  speaking  engagements,  the  press, 
radio,  and  television,  the  young  people  of  our 
State  will  be  alerted  to  the  dangers  of  venereal 
disease. 

The  Public  Relations  Committee  is  also 
considering  the  following  suggestions  proposed 
for  1967  programs  by  the  Division  of  Communi- 
cations: 

1.  Support  of  the  AM  A national  program 
to  develop  better  physician-patient  relations. 
Using  the  kit  developed  by  the  AMA,  the 
regional  representatives  will  speak  in  support 
of  this  program  at  every  county  medical  society, 
medical  assistants  chapters,  and,  where  ad- 
visable, to  the  woman’s  auxiliaries. 
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2.  Further  emphasis  to  be  placed  on  the 
Speakers  Bureau,  with  the  regional  representa- 
tives developing  contacts  with  service  clubs, 
civic  organizations,  and  others,  promoting  the 
use  by  these  clubs  of  physician-speakers. 

Your  chairman  is  pleased  to  advise  that  Guy 
D.  Beaumont,  director  of  the  Division  of  Com- 
munications, was  elected  chairman  of  the  na- 
tional advisory  committee  to  the  director 
of  the  Division  of  Communications  of  the 
AM  A.  Your  committee  wishes  to  commend 
Mr.  Beaumont  for  organizing  and  directing 
the  activities  of  the  Division  of  Communica- 
tions and  for  inspiring  his  team  of  associates 
comprising  the  Division  to  exceptional  service. 

In  addition,  we  commend  Mr.  Martin  Tra- 
cey, coordinator  of  legislation  activities,  for 
his  efforts  in  expanding  the  services  of  the 
Legislative  Information  Bureau  and  keeping 
the  counties  well  informed  regarding  legislation 


activities.  We  commend  our  regional  repre- 
sentatives, Mrs.  Alice  Davis,  Harry  Dexter, 
and  Gerald  Sullivan,  for  their  efforts  supporting 
the  lines  of  communications  between  the  State 
Society  and  the  county  societies,  and  Edward 
Weiland  for  constantly  developing  The  News 
of  New  York  into  a more  effective  organ  of 
communications.  Commendations  are  also  in 
order  for  Miss  Dorothy  Smith,  Mrs.  Elizabeth 
Hirsch,  and  Miss  Virginia  Beck  for  their  loyal 
and  efficient  secretarial  and  clerical  service. 

And  finally,  I express  my  sincere  thanks  and 
appreciation  to  the  members  of  the  Public 
Relations  Committee  for  their  wilting  coopera- 
tion and  wise  counsel  and  for  their  many  hours 
served  on  behalf  of  our  Society. 

Respectfully  submitted, 

C.  Stewart  Wallace,  M.D.,  Chairman 
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1967  HOUSE  OF  DELEGATES 


Organization,  Policies,  and  Legal  Matters 

Malpractice  Insurance  and  Defense 


To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Malpractice  Insurance 
and  Defense  Board  are  as  follows: 

David  Kershner,  M.D.,  Chairman Kings 

Thomas  M.  d’Angelo,  M.D.,  Vice-Chairman. 

Queens 

Raymond  S.  McKeeby,  M.D Broome 

A.  L.  Loomis  Bell,  M.D Kings 

Arthur  L.  Mannix,  Jr.,  M.D Westchester 

John  J.  Della  Porta,  M.D Monroe 

Frank  H.  Peters,  M.D New  York 

Walter  T.  Heldmann,  M.D.,  ex  officio 

Richmond 

Thomas  F.  McCarthy,  M.D.,  ex  officio 

Bronx 

William  F.  Martin,  counsel,  ex  officio 

New  York 

James  M.  Arnold,  indemnity  representative, 

ex  officio New  York 

In  its  report  of  April  20,  1966,  to  the  Council, 
the  Board  called  attention  to  the  alarming  in- 
crease in  the  cost  of  disposing  of  suits  and 
claims.  As  in  all  other  fields,  the  effects  of  in- 
flation are  evidenced  by  higher  jury  verdicts  and 
by  the  settlement  demands  of  plaintiffs’  attor- 
neys. The  total  cost  of  all  closed  cases,  divided 
by  the  number  of  suits  closed  and  claims  settled, 
gives  the  following  average  costs  for  the  years 


shown: 

1962 

$4,510 

1963 

4,740 

1964 

5,760 

1965 

6,790 

1966  (first  nine  months) 

9,100 

Rising  disposal  costs  mean  that  reserves  for 
known  cases  and  for  those  not  yet  reported 
must  also  be  increased.  It  is  now  evident  that 
the  over-all  premium  increase  of  12.5  per  cent, 
which  went  into  effect  on  September  1,  1966, 
has  fallen  far  short  of  that  required  to  bring 
premiums  paid  into  balance  with  losses  in- 
curred. Another  substantial  increase  in  1967 
must  be  anticipated. 

A comparison  of  our  present  rates  of  $200,000/ 
$600,000  limits  with  those  published  by  the 
National  Bureau  of  Casualty  Underwriters, 
effective  November  16,  1966,  for  a few  repre- 
sentative categories  may  be  of  interest. 


Under  the  New  Jersey  State  Society  program, 
rates  in  the  five  metropolitan  counties  for 
$200,000/$600,000  limits  are:  General  surgery, 
$804;  general  practice  and  minor  surgery,  $280; 
and  internal  medicine,  $223.  For  the  remainder 
of  New  Jersey  they  are  the  same  as  the  Upstate 
Bureau  rates  shown  below. 

While  the  State  Society’s  professional  liability 
insurance  program  has  long  been  one  of  the 
important  advantages  of  membership,  partici- 
pation has  never  been  mandatory  and  the  Board 
does  not  believe  that  it  should  be.  At  the  same 
time,  participation  is  not  an  unqualified  right, 
to  be  exercised  whenever  a member  chooses  to 
do  so.  The  continued  existence  of  the  program 
itself  and  the  maintenance  of  a reliable  source 
of  continuous  insurance  must  take  precedence 
over  individual  interests.  The  Society  has 
charged  the  Board  with  the  responsibility  of 
determining  if  the  attitude,  conduct,  method  of 
practice,  or  loss  experience  of  a member  makes 
him  a greater  than  normal  hazard  to  the  pro- 
gram. The  Board  may  conclude  that  a mem- 
ber is  unacceptable  for  insurance  in  the  program 
or  that  he  is  acceptable  only  if  he  is  willing  to 
pay  a higher  than  normal  premium.  In  arriving 
at  its  conclusions,  the  Board  must  be  guided  by 
the  best  judgment  of  its  members,  arrived  at 
after  weighing  all  the  factors  that  affect  insur- 
ability. 

Every  physician  accepted  as  a new  member 
of  the  Society  is  eligible  to  apply  for  insurance. 
If  a member  has  been  dropped  from  member- 
ship and  is  later  reinstated,  he  may  be  un- 
acceptable for  insurance  because  of  reasons  that 
led  to  his  suspension.  If  a member  has  volun- 
tarily withdrawn  from  the  program  and  re- 
applies, his  loss  experience  while  insured  else- 
where must  be  taken  into  account  in  determin- 
ing his  acceptability. 

With  over  18,000  insured  members  and  a con- 
stantly increasing  number  of  applicants,  it  has 
become  impossible  for  the  Board  to  interview 
personally  all  physicians  whose  practices  ap- 
parently represent  greater  than  normal  hazards 
and  to  review  in  detail  all  their  claims.  To 
assist  the  Board  members  in  their  underwriting 
function,  the  Company  has  agreed  to  make 


METROPOLITAN  UPSTATE 


General  surgery 

State 

Society 

$753 

Bureau 

$867 

State 

Society 

$400 

Bureau 

$591 

General  practice  and  minor 
surgery 

220 

302 

118 

206 

Internal  medicine 

175 

241 

98 

164 
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available  the  services  of  a qualified  underwriter, 
who  will  give  continuous  scrutiny  to  situations 
as  they  develop  and  make  specific  recommen- 
dations to  the  Board.  Although  most  decisions 
will  be  made  on  the  basis  of  recorded  loss  ex- 
perience and  other  available  data,  any  member 
will  be  granted  an  interview  on  request. 

In  order  to  keep  down  the  rates  for  the  many 
insured  members  who  have  had  no  malpractice 
cases,  the  Board  feels  that  a far  greater  number 
of  insureds  should  be  recommended  to  the  Com- 
pany for  computation  of  a special  rate  com- 
mensurate with  the  indicated  greater  risk. 

While  the  disposal  cost  of  malpractice  cases 


has  increased  greatly,  the  number  of  suits  and 
claims  per  insured  member  has  remained  fairly 
stable.  We  believe  this  can  be  attributed  to 
careful  investigation  of  and  firm  resistance  to 
unwarranted  claims  carried  out  by  representa- 
tives of  the  Company  and  of  the  legal  counsel, 
assisted  by  the  county  malpractice  advisory 
committees.  To  the  members  of  these  com- 
mittees and  of  the  specialist  advisory  com- 
mittees, the  Board  again  expresses  its  sincere 
thanks. 

Respectfully  submitted, 

David  Kershner,  M.D.,  Chairman 


Bar  Association,  Joint  Committee  with 


To  the  House  of  Delegates,  Gentlemen: 

The  Joint  Committee  of  the  Medical  Society 
of  the  State  of  New  York  and  the  New  York 
State  Bar  Association  consists  of  the  following: 
Medical  Society  of  the  State  of  New  York 
Milton  Helpern,  M.D.,  Chairman. . New  York 

Raymond  J.  Byron,  M.D Schenectady 

Nils  Nordstrom,  Jr.,  M.D Broome 

New  York  State  Bar  Association 

William  F.  Martin,  Esq.,  Chairman 

New  York 

Members  of  the  joint  committee  were  invited 
to  sit  in  on  the  meeting  of  the  Committee  on 


Judicial  Council 

To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Judicial  Council  are  as 
follows: 

Edward  T.  Wentworth,  M.D.,  Chairman 

Monroe 

Gerald  D.  Dorman,  M.D New  York 

A.  W.  Martin  Marino,  Sr.,  M.D Kings 

William  P.  Reed,  M.D Westchester 

William  L.  Wheeler,  Jr.,  M.D.. . New  York 

In  accordance  with  the  requirements  of  Sec- 
tion 1,  Chapter  VI  of  the  Bylaws,  the  Judicial 
Council  held  an  organizational  meeting  on 
February  17,  1966,  immediately  at  the  close  of 
the  annual  meeting  of  the  Society  in  New  York 
City.  Edward  T.  Wentworth,  M.D.,  was 
elected  chairman. 

Walter  T.  Heldmann,  M.D.,  secretary; 
William  F.  Martin,  Esq.,  legal  counsel,  and  J. 
Richard  Burns,  Esq.,  assistant  executive  vice- 
president,  also  attended  the  meeting. 

On  July  19,  1966,  the  Judicial  Council,  a 
quorum  being  present,  heard  two  appeals,  pur- 


Forensic Medicine  on  May  10,  1966.  The 
transactions  of  this  meeting  are  recorded  in  the 
annual  report  of  the  latter  committee  which 
dealt  with  (1)  the  proposed  State-wide  medical 
examiner  system  on  a regional  basis  for  New 
York  State  rather  than  a State  medical  exam- 
iner, and  (2)  the  recommendation  that  no  death 
certificate  be  used  for  statistical  purposes  un- 
less the  listed  cause  of  death  is  corroborated  by 
an  autopsy. 

Respectfully  submitted, 

Milton  Helpern,  M.D.,  Chairman 


suant  to  Section  3 of  Chapter  VI  of  the  Bylaws, 
by  two  physicians  from  decisions  of  the  Medical 
Society  of  the  County  of  Seneca  denying  their 
respective  applications  for  membership  in  that 
society.  Frederick  A.  Wurzbach,  Jr.,  M.D., 
president-elect;  Walter  T.  Heldmann,  M.D., 
secretary;  Henry  I.  Fineberg,  M.D.,  executive 
vice-president;  William  F.  Martin,  Esq., 
legal  counsel,  and  J.  Richard  Burns,  Esq., 
assistant  executive  vice-president,  also  at- 
tended the  meeting. 

The  Judicial  Council,  after  hearing  extensive 
oral  argument  by  the  physician-appellants  and  a 
representative  of  the  county  society,  voted  to 
reverse  the  actions  of  the  county  society  and  to 
remand  the  matters  to  the  county  society  for 
appropriate  action  by  it  to  admit  the  physicians 
to  membership  in  the  Medical  Society  of  the 
County  of  Seneca. 

Respectfully  submitted, 

Edward  T.  Wentworth,  M.D.,  Chairman 
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Constitution  and  Bylaws 


To  the  House  of  Delegates,  Gentlemen  : 

The  Council  Committee  on  Constitution  and 


Bylaws  consists  of  the  following: 

John  E.  Lowry,  M.D.,  Chairman Queens 

E.  Dean  Babbage,  M.D Erie 

Marvin  Brown,  M.D Oswego 


William  F.  Martin,  Esq.,  ex  officio 

New  York 

During  the  year  the  committee  has  studied 
and  reported  to  the  Council  on  amendments  to 
the  bylaws  of  the  Medical  Society  of  the  County 
of  Erie,  a revision  of  the  constitution  and  bylaws 
of  the  Medical  Society  of  the  County  of  New 
York,  and  several  amendments,  including  the 


addition  of  a new  chapter,  to  the  bylaws  of  the 
Sixth  District  Branch. 

At  the  time  of  writing  this  report  the  commit- 
tee has  under  consideration  a proposed  revision 
of  the  constitution  and  bylaws  of  the  Medical 
Society  of  the  County  of  Jefferson.  A supple- 
mentary report  will  be  submitted  to  the  House, 
covering  this  proposed  revision  and  any  other 
proposed  amendments  submitted  in  time  to  be 
studied  by  the  committee  and  acted  on  by  the 
Council  at  its  January  meeting. 

Respectfully  submitted, 

John  E.  Lowry,  M.D.,  Chairman 


New  York  State  Delegation  to  the  AMA 


To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  delegation  met  in  New 
York  City  on  the  afternoon  of  Thursday,  May 
19, 1966. 

Also,  they  participated  in  the  115th  annual 
convention  of  the  American  Medical  Association 
in  Chicago,  June  26-30,  where  they  attended 
the  meetings  of  the  House  of  Delegates. 

Meeting  of  the  Delegation 

This  conference  was  held  at  the  office  of  the 
State  Society  on  May  19,  for  the  purpose  of 
discussing  our  policies  for  the  AMA  meeting 
in  Chicago. 

Twenty-one  members  of  the  delegation  were 
present;  also,  by  invitation,  the  secretary,  the 
vice-president,  and  members  of  the  staff 
attended. 

The  reports  of  the  meeting  of  the  delegation 
held  on  November  18,  1965,  in  New  York  City, 
and  the  AMA  clinical  convention  in  Phil- 
adelphia, November  28  to  December  1,  1965, 
were  approved  as  published. 

The  delegates’  credentials  were  distributed, 
and  arrangements  were  completed  for  the  trans- 
portation of  the  delegation  to  the  Windy  City. 
Rules  and  regulations  concerning  the  hospitality 
suite  were  announced. 

The  chairman  reported  that  eight  New  York 
delegates  had  been  appointed  to  the  following 
reference  committees:  Amendments  to  Con- 

stitution and  Bylaws,  Executive  Session,  Legis- 
lation and  Public  Relations,  Miscellaneous 
Business,  Public  Health  and  Occupational 
Health,  Sections  and  Section  Work,  Sergeant 
at  Arms,  and  Tellers. 

A number  of  delegates  were  assigned  to  attend 
the  reference  committee  meetings. 


Six  resolutions  mandated  by  the  MSSNY 
House  of  Delegates  were  reviewed,  and  a seventh 
resolution  presented  by  New  York  County, 
through  Dr.  Goldmark,  was  presented  for 
introduction.  The  latter  was  concerned  with 
the  abuse  of  LSD. 

The  political  picture  was  discussed,  but  no 
definite  decisions  were  made. 

It  was  determined  that  the  New  York  delega- 
tion would  follow  the  Council’s  recommendation 
that  we  oppose  an  increase  in  AMA  dues. 
Also,  it  was  decided  unanimously  to  reaffirm 
that  we  would  adhere  to  the  unit  rule  in  voting 
at  the  AMA  House  of  Delegates. 

The  chairman  called  attention  to  the  Con- 
ference of  Presidents  and  Other  Officers  of 
State  Medical  Associations,  which  was  scheduled 
for  June  26;  Dr.  Givan,  the  president-elect, 
would  deliver  an  address  on  “Today’s  Influence 
on  Tomorrow.” 

AMA  Annual  Meeting 

Representing  the  Medical  Society  of  the  State 
of  New  York,  the  New  York  delegation  to  the 
115th  annual  convention  of  the  American  Med- 
ical Association  House  of  Delegates,  held  in 
Chicago,  June  26  through  June  30,  1966,  in- 
cluded: 

Delegates:  Drs.  Renato  J.  Azzari,  E.  Dean 
Babbage,  James  M.  Blake,  Ralph  S.  Emerson, 
Henry  I.  Fineberg,  John  M.  Galbraith,  Thur- 
man B.  Givan,  Carl  Goldmark,  Jr.,  Walter  T. 
Heldmann,  Milton  Helpern,  George  Himler, 
John  F.  Kelley,  Warren  A.  Lapp,  George  J. 
Lawrence,  Jr.,  John  C.  McClintock,  Charles 
R.  Mathews,  Norman  S.  Moore,  John  D. 
Naples,  Irving  M.  Pallin,  Bernard  J.  Pisani, 
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William  B.  Rawls,  Solomon  Schussheim,  Carlton 
E.  Wertz,  William  L.  Wheeler,  Jr.,  Waring 
Willis,  and  Frederick  A.  Wurzbach,  Jr. 

Alternate  Delegates:  Drs.  Irwin  Felsen  and 
Philip  M.  Standish. 

Others  present  included  Gerald  D.  Dorman, 
M.D.,  AMA  trustee,  and  J.  Richard  Bums, 
Guy  D.  Beaumont,  William  Hammond,  M.D., 
and  Alvina  Rich  Lewis,  staff.  Dr.  Fineberg 
served  as  chairman  of  the  delegation;  Dr. 
Felsen  served  as  delegate  in  place  of  Dr.  Gal- 
braith who  had  to  leave  early,  and  Dr.  Standish 
served  in  place  of  Dr.  Blake  toward  the  end  of 
the  closing  session. 

Also  present  on  occasion  were  the  following 
county  medical  society  executives:  Michael 

McManus,  Broome;  Richard  Trecasse,  Erie; 
Hazel  Spadafora  and  Mary  Politano,  Kings; 
Donald  Irish,  Monroe;  Robert  Potter  and 
Elvira  Tirola,  New  York. 

Meetings.  The  delegation  held  five  meet- 
ings— on  Sunday  night,  June  26,  from  5:30  to 
7:00  p.m.,  and  breakfast  meetings  on  Monday, 
Tuesday,  Wednesday,  and  Thursday,  from 
7:30  to  9:00  a.m.  Matters  coming  before  the 
House  were  discussed  and  actions  decided  on 
specific  issues.  Candidates  for  various  offices 
appeared  briefly  to  meet  the  delegation.  In 
addition,  on  Tuesday,  Wednesday,  and  Thurs- 
day, luncheons  were  provided  informally  for 
the  members  of  the  delegation. 

Resolutions.  Eight  resolutions  were  in- 
troduced by  the  New  York  delegation  and  action 
taken  as  follows: 

1.  Resolution  44  ( New  York  resolution  65-6) 
— “Termination  of  Hospital  Staff  Appoint- 
ments,” introduced  by  Dr.  Goldmark,  referred 
to  Reference  Committee  on  Insurance  and 
Medical  Service  B. 

Action:  The  reference  committee  recom- 

mended that  the  resolution  be  amended  to  read: 
Resolved,  That  the  Board  of  Trustees 
direct  the  AMA  Commissioners  to  the  JCAH 
to  urge  adoption,  by  that  body,  of  the  policy 
on  staff  appointments  to  provide  that,  before 
terminating  or  failing  to  renew  an  appoint- 
ment, the  physician  concerned  shall  have  the 
right  to  request  and  have  a hearing  preferably 
before  a committee  of  the  hospital  other  than 
the  committee  which  recommended  termina- 
tion or  nonrenewal  of  such  appointment. 

This  resolution  was  adopted. 

2.  Resolution  45  ( New  York  resolution  66-21) 
— “Amendment  to  Social  Security  Act  to  Change 
Qualifying  Dates,”  introduced  by  Dr.  Pallin, 
referred  to  Reference  Committee  on  Legislation 
and  Public  Relations. 

Action:  The  reference  committee  recom- 

mended that  resolution  45  be  referred  to  the 
Board  of  Trustees  for  study  and  appropriate 
action.  This  recommendation  was  adopted. 

3.  Resolution  46  ( New  York  resolution  66-39) 
— “Auto  Safety  Legislation  in  U.S.  Senate,” 
introduced  by  Dr.  Heldmann,  referred  to  Refer- 
ence Committee  on  Legislation  and  Public 
Relations. 

Action:  Resolution  46  was  considered  to- 


gether with  resolution  36,  introduced  by  the 
Wisconsin  delegation,  and  the  reference  com- 
mittee recommended  the  following  substitute 
resolves: 

Resolved,  That  the  American  Medical  Asso- 
ciation support  proper  legislation  to  establish 
safety  standards  for  automobiles;  and  be  it 
further 

Resolved,  That  the  Association  continue 
to  offer  to  government,  industry,  and  other 
interested  parties,  its  advice  and  consultation 
on  the  medical  aspects  of  automotive  safety. 
This  substitute  resolution  was  adopted. 

4.  Resolution  47  ( New  York  resolution  66-44 ) 
— “Two-Year  Internships  for  American  Med- 
ical Students,”  introduced  by  Dr.  Schussheim, 
referred  to  Reference  Committee  on  Medical 
Education  and  Hospitals. 

Action:  The  reference  committee  reported 
that  this  resolution  is  identical  to  many  in- 
troduced in  past  years,  that  two-year  intern- 
ships are  currently  in  existence  and  listed  in  the 
AMA  Annual  Directory  of  Approved  Internships 
and  Residencies,  that  past  experience  shows  that 
such  programs  do  not  attract  candidates,  and 
that  this  resolution  serves  no  useful  purpose. 
The  reference  committee’s  recommendation  that 
resolution  47  be  not  adopted  was  carried. 

5 and  6.  Resolution  48  ( New  York  resolutions 
66-33,  66-40,  and  66-45) — “Amendment  to 
AMA  Constitution  and  Bylaws  to  Eliminate 
Discrimination  Because  of  Race,  Creed,  or 
Color,”  introduced  by  Dr.  Wheeler,  and  resolu- 
tion 49  (New  York  resolution  66-71)— “Amend- 
ment to  AMA  Constitution  and  Bylaws  to 
Provide  Appeal  in  Cases  of  Discrimination,” 
introduced  by  Dr.  Wurzbach,  were  referred  to 
the  Reference  Committee  on  Amendments  to 
the  Constitution  and  Bylaws. 

Action:  The  New  York  resolutions  48  and  49 
were  considered  together  with  resolution  4 from 
Connecticut,  resolution  23  from  California, 
resolution  64  from  New  Hampshire,  and  reso- 
lution 75  from  New  Jersey.  The  reference  com- 
mittee recommended  that  in  lieu  of  these  resolu- 
tions the  following  substitute  resolutions  be 
adopted: 

Resolved,  That  the  Council  on  Constitution 
and  Bylaws  be  directed  to  prepare  such 
changes  in  the  Constitution  and  Bylaws  as 
may  be  necessary  to  permit  the  Judicial 
Council  to  receive  and  act  upon  appeals 
filed  by  applicants  who  allege  that  they  have 
been  unfairly  denied  membership  in  a local 
and/or  state  society;  and  be  it  further. 

Resolved,  That  the  Council  on  Constitu- 
tion and  Bylaws  reports  its  recommendations 
on  this  problem  at  the  1966  Clinical  Con- 
vention. 

The  recommendation  of  the  reference  com- 
mittee was  adopted. 

7.  Resolution  50 — “Policy  Statement  on 
Abuse  of  LSD,”  introduced  by  Dr.  Himler, 
referred  to  the  Reference  Committee  on  Miscel- 
laneous Business. 

Action:  The  reference  committee  recom- 

mended that  resolution  50  be  adopted  by  the 
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House  of  Delegates  as  an  AMA  policy  state- 
ment; the  recommendation  was  carried. 

8.  Memorial  Resolution — introduced  by  Dr. 
Blake,  was  a memorial  resolution  to  the  late 
James  Greenough,  M.D.,  a member  of  the  AMA 
House  of  Delegates  for  ten  years.  This  was 
adopted  by  a moment  of  silence  with  the  House 
standing. 

Reference  Committees.  Eight  members 
of  the  New  York  delegation  had  been  appointed 
to  serve  on  reference  committees,  as  follows: 
Amendments  to  Constitution  and  Bylaws,  Dr. 
Galbraith;  Executive  Session,  Dr.  Givan; 
Legislation  and  Public  Relations,  Dr.  Rawls, 
chairman;  Miscellaneous  Business,  Dr.  Mathews; 
Public  Health  and  Occupational  Health,  Dr. 
Helpem;  Sections  and  Section  Work,  Dr. 
Babbage;  Sergeant  at  Arms,  Dr.  Lapp;  Tellers, 
Dr.  Schussheim. 

In  addition,  members  of  the  delegation  were 
assigned  as  observers  to  all  reference  com- 
mittees, and  various  members  of  the  delegation 
were  assigned  to  speak  at  reference  committee 
hearings. 

AMA  Dues  Increase.  The  AMA  Board  of 
Trustees  recommended  an  increase  of  $25  in 
annual  dues,  from  $45  to  $70;  the  New  York 
delegation  spoke  against  this  at  the  reference 
committee  hearings  and  voted  as  a unit  against 
the  reference  committee  report  to  approve  the 
increase.  The  final  vote  was  168  for  and  46 
against. 

Elections.  Dr.  Azzari  was  nominated  by 
Charles  L.  Hudson,  M.D.,  incoming  president, 
for  the  Judicial  Council,  and  was  elected  with- 
out opposition.  Other  elections  are  reported  in 
the  attached  report  from  Dr.  Blasingame. 

Hospitality.  Under  the  chairmanship  of 
Dr.  McClintock,  the  New  York  hospitality 
suite  in  the  Palmer  House  was  open  according 
to  the  following  schedule:  Monday,  Tuesday, 

and  Wednesday,  from  12:00  noon  to  2:00 
p.m.,  and  Tuesday  and  Wednesday,  from  5:00 
to  7:00  p.m.  Four  members  of  the  New  York 
delegation  were  assigned  as  hosts  for  each 
session. 

AMA  Report.  The  following  is  a summary 
of  the  proceedings  of  the  AMA  House  of  Dele- 
gates in  Chicago,  as  prepared  by  F.  J.  L.  Blasin- 
game, M.D.,  executive  vice-president. 

Chicago,  June  30 — Federal  health  legislation1 
physicians’  billing  procedures,  medical  ethics,  racial 
discrimination,  health  manpower,  and  an  increase  in 
AMA  annual  dues  were  among  the  major  subjects 
acted  on  by  the  House  of  Delegates  at  the  American 
Medical  Association’s  115th  Annual  Convention  held 
June  26  to  30  in  Chicago. 

Dr.  Milford  O.  Rouse  of  Dallas,  Texas,  speaker  of  the 
House  of  Delegates  for  the  past  three  years,  was 
named  AMA  president-elect  by  acclamation.  He  will 
succeed  Dr.  Charles  L.  Hudson  of  Cleveland,  Ohio,  who 
took  office  at  the  Tuesday  afternoon  inaugural  ceremony 
during  the  Chicago  convention. 

The  1966  AMA  Distinguished  Service  Award  was 
voted  to  Dr.  Warren  H.  Cole  of  Chicago,  head  of  the 
Department  of  Surgery  at  the  University  of  Illinois 


College  of  Medicine,  for  his  work  in  cancer  research  and 
his  many  contributions  to  medical  literature. 

The  Layman’s  Citation  for  Distinguished  Service  was 
awarded  to  Danny  Thomas,  well-known  entertainer  in 
radio,  television,  motion  pictures,  and  the  stage,  for  his 
leadership  in  founding  the  St.  Jude  Children’s  Research 
Hospital  at  Memphis,  Tennessee. 

Final  registration  reached  a total  of  35,506,  made  up 
of  12,445  physicians  and  23,061  guests. 

Federal  Health  Legislation . The  House  of  Delegates 
received  and  considered  a large  number  of  reports  and 
resolutions  dealing  with  Medicare,  the  expanded  Kerr- 
Mills  program  under  Title  19  of  Public  Law  89-97  and 
other  Federal  laws  or  programs. 

In  accepting  and  commending  a Board  of  T rustees  re- 
port on  Medicare,  the  House  recommended  that  “the 
Association  give  wide  dissemination  to  the  information 
contained  therein,  particularly  its  informed  discussion 
of  direct  billing,  the  basic  purposes  of  utilization  re- 
view, the  rejection  of  compensation  for  service  on  such 
committees  except  in  exceptional  circumstances,  and 
the  proper  placement  of  any  onus  of  responsibility  for 
any  failure  in  the  Medicare  program.” 

The  Board  report  ended  with  the  following  conclu- 
sion: “During  the  past  year  many  individuals  have 

represented  the  American  Medical  Association  and  the 
physicians  of  the  United  States  by  meeting  frequently 
with  officials  of  the  Department  of  Health,  Education, 
and  Welfare.  This  degree  of  cooperation  on  our  part 
should  be  viewed  as  a recognition  by  responsible 
citizens  of  an  obligation  to  obey  the  law  of  the  land, 
including  this  law  with  which  we  disagree.  Our  specif- 
ic purposes  have  been  to  provide  expert  assistance  to 
the  government  so  that  this  law  could  be  implemented  in 
a manner  most  helpful  to  the  beneficiaries  while 
disturbing  the  practice  of  medicine  to  the  minimum 
degree.  Despite  our  best  efforts  it  is  apparent  that 
serious  problems  are  inevitable  in  connection  with  the 
implementation  of  this  law  and  we  trust  that  the 
physicians  and  the  public  will  place  the  blame  for  such 
deficiencies  squarely  where  they  belong — on  the  Feder- 
al government. 

“We  are  proud  of  the  role  we  have  assumed  and  in 
many  instances  our  efforts  have  been  productive.  Pro- 
posed forms  were  simplified;  some  unnecessary  forms 
eliminated,  and  a number  of  our  suggestions  was  in- 
corporated in  regulations  and  procedures.  An  in- 
formative 'Reference  Guide’  for  physicians,  recently 
distributed,  was  prepared  with  consultation  of  AMA 
staff.  Numerous  other  items  will  continue  to  receive 
our  most  serious  study  and  consideration,  and  the 
Board  urges  and  requests  that  every  member  exhibit 
his  personal  diligence  by  supplying  his  local  medical 
society  documented  evidence  of  transgressions  of  the 
spirit  or  the  letter  of  the  law  as  it  is  implemented. 

“The  Board  of  Trustees  intends  to  continue  to  supply 
advice,  guidance,  and  dissent  when  necessary  to  the 
Government  or  to  other  third  parties  on  matters  that 
pertain  to  the  health  of  the  public  and  the  interests  of 
the  medical  profession.” 

The  House  strongly  supported  the  general  concept  of 
individual  responsibility  and  endorsed  a report  from  the 
Council  on  Medical  Service  which  included  the  follow- 
ing statement:  “Since  the  Council  believes  that  the 

current  interest  in  the  doctrine  of  individual  responsi- 
bility stems  in  large  part  from  concern  over  the  matter 
of  assignments  under  PL  89-97,  it  hastens  to  add  that, 
as  a matter  of  American  Medical  Association  policy,  the 
Council  on  Medical  Service  recommends  reaffirmation 
of  the  responsibility  of  individual  physicians  for  deter- 
mining how  they  will  govern  their  professional  practices 
under  this  law  and  that  physicians  should  be  made 
acutely  aware  of  the  manifest  superiorities  of  direct 
billing  as  previously  communicated  to  this  House  in  the 
Council’s  Report  E (A-66)  on  ‘Recommendations  on 
the  Physician’s  Role  in  Medicare.’  ” 
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The  latter  report  (Report  E)  was  highly  commended, 
and  the  House  recommended  its  widest  possible  dis- 
semination, including  publication  in  its  entirety  in  a 
prominent  place  in  the  earliest  possible  issue  of  AM  A 
News. 

Physicians’  Billing  Procedures.  In  connection  with 
the  Medicare  part  of  Public  Law  89-97,  the  House  also 
adopted  three  resolutions  which  recommended  that 
physicians  use  the  direct  billing  method  rather  than  the 
assignment  procedure.  At  the  same  time,  the  House 
pointed  out  that  adoption  of  these  resolutions  should 
not  be  interpreted  as  contravening  the  statement  ap- 
proved at  the  Special  Session  in  October,  1965,  which 
said:  “The  American  Medical  Association  opposes  any 
program  of  dictation,  interference,  or  coercion,  whether 
direct  or  indirect,  affecting  the  freedom  of  choice  of  the 
physician  to  determine  for  himself  the  extent  and 
manner  of  participation  or  financial  arrangement  under 
which  he  shall  provide  medical  care  to  patients  under 
Public  Law  89-97.” 

In  considering  a resolution  on  the  right  to  bill  patients 
under  Title  19  of  the  law,  the  House  passed  an  amend- 
ment pointing  out  that  direct  billing  has  been  recom- 
mended as  the  billing  method  of  choice  under  Title  18 
by  the  Board  of  Trustees  and  the  Council  on  Medical 
Service.  It  then  said  that  since  there  is  a wide  latitude 
available  to  the  states  in  establishing  administrative 
procedures  under  Title  19,  each  state  medical  associa- 
tion should  work  early  and  diligently  in  its  own  state  so 
that  any  plan  or  law  adopted  in  its  state  for  approval 
under  Title  19  would  include  authorization  for  direct 
billing. 

The  House  also  instructed  the  AMA  Advisory  Com- 
mittee to  the  Department  of  Health,  Education,  and 
Welfare  to  do  all  in  its  power  to  implement  the  intent 
of  the  resolution  at  the  national  level.  In  addition, 
the  House  urged  positive  steps  to  obtain  statutory 
authority  for  a continuing  medical  advisory  committee 
under  Title  19,  and  it  called  on  the  AMA  and  the  state 
societies  to  maintain  added  vigilance  to  eliminate  any 
patterns  which  might  subvert  the  intent  of  Title  19. 

Hospital-Based  Physicians.  The  House  passed  two 
resolutions  involving  billing  and  reimbursement  princi- 
ples affecting  hospital-based  specialists  but  also  of  sig- 
nificance to  all  physicians.  The  first  said: 

“The  Principles  of  Medical  Ethics  declare  that  a 
physician  shall  not  dispose  of  his  services  to  a third 
party  or  ‘lay’  organization,  and 

“Title  18  of  Public  Law  89-97  recognizes  the  princi- 
ple of  the  separation  of  professional  and  hospital  costs 
for  services  rendered  by  hospital-based  physicians;  and 
“This  principle  has  been  advocated  by  the  AMA,  the 
American  College  of  Radiology,  the  American  College 
of  Pathologists,  and  many  regional  organizations,  and 
“A  great  number  of  hospital-based  physicians 
throughout  the  nation  have  declared  their  intention  to 
bill  separately  for  their  professional  services  in  keeping 
with  this  principle;  therefore  be  it 

“Resolved,  That,  since  separate  billing  by  the  physi- 
cian for  his  professional  service  is  a preferred  ethical 
practice,  it  shall  be  deemed  unethical  for  a physician  to 
displace  a hospital-based  physician  who  is  attempting 
to  practice  separate  billing  when  said  displacement  is 
primarily  designed  to  circumvent  separate  billing.” 

The  second  resolution  regretted  that  publication  of 
Medicare  Regulations  § 5 was  delayed  until  June  28, 
three  days  before  the  effective  date  of  Medicare,  and 
said  that  these  regulations  do  not  conform  to  the  intent 
of  Congress  as  expressed  in  Section  1801  of  the  Medi- 
care Law.  It  then  declared  that: 

“The  House  of  Delegates  instruct  the  Board  of  Trus- 
tees and  the  Executive  Vice-President  to  request  from 
the  Social  Security  Administration  an  extension  of  date 
of  final  adoption  of  the  proposed  regulations  of  not  less 
than  90  days,  in  order  that  the  American  Medical  As- 
sociation and  all  other  interested  medical  organizations 


be  allowed  reasonable  time  to  study,  and  to  submit,  to 
the  Social  Security  Administration,  data,  views,  or 
arguments  and  pertinent  constructive  comments  and 
suggestions. 

“To  preserve  the  professional  independence  of  medi- 
cal practice  that  the  Board  of  Trustees  and  officers  of 
the  AMA  be  instructed  to  immediately  inform  the 
membership  that  Medicare  Reg.  #5  will  not  apply  to 
physicians  (whether  hospital-based  or  not)  who 

“1.  have  no  financial  relationship  with  a hospital 
covering  medical  services  to  patients; 

“2.  do  not  accept  assignments  but  bill  directly. 

“The  AMA  News  and  other  appropriate  media  be 
used  to  advise  all  physicians  who  are  developing  con- 
tractual relationships  with  hospitals  for  professional 
service  that  they  should  delay  the  finalization  of  any 
agreements  pending  further  analysis  of  the  implement- 
ing regulations.” 

Medical  Ethics.  In  acting  on  a Board  of  Trustees 
recommendation  that  a physician  may  participate  in 
the  ownership  of  a pharmacy  or  regularly  dispense 
drugs,  remedies,  or  appliances  or  provide  eyeglasses  to 
his  patients  only  when  approved  hy  his  component  and 
constituent  medical  associations  and  when  it  is  deter- 
mined by  them  to  be  necessary  in  the  best  interests  of  the 
patient,  the  House  approved  the  following  reference 
committee  statement : 

“The  Principles  of  Medical  Ethics  provide:  ‘Drugs, 
remedies,  or  appliances  may  be  dispensed  or  supplied 
by  the  physician  provided  it  is  in  the  best  interests  of 
the  patient.’  Your  reference  committee  reaffirms  the 
1963  House  of  Delegates  interpretation  of  the  words 
‘in  the  best  interest  of  the  patient,’  which  reads  as 
follows: 

“ ‘It  is  the  opinion  of  the  Judicial  Council  that  this 
language  was  adopted  to  permit  both  the  practicing 
physician  and  the  local  medical  societies  to  evaluate  the 
many  factual  situations  incident  to  prescribing  and 
dispensing  which  are  bound  to  arise  in  the  practice  of 
medicine.  Under  this  language  the  doctor  is  per- 
mitted to  exercise  his  own  best  judgment  when  caring 
for  his  patient.  It  is  known  that  there  will  be  situations 
when  it  is  necessary  or  desirable  for  a physician  to  dis- 
pense or  supply  what  he  has  prescribed.  The  Princi- 
ples permit  this  to  be  done.  On  the  other  hand,  this 
broad  language  provides  a means  by  which  a component 
medical  society  can  inquire  into  the  facts  of  a particular 
practice.  The  profession  thus  can  act  to  prevent  abuse 
of  discretion  and  protect  patients  from  exploitation. 
In  essence  this  language  means  that  a physician  in  the 
exercise  of  sound  discretion  may  dispense  ‘in  the  best 
interest  of  his  patient’;  it  does  not  authorize  him  to  dis- 
pense solely  for  his  convenience  or  for  the  purpose  of 
supplementing  his  income.’ 

“The  reference  committee  approves  the  goals  sought 
by  the  Board’s  report,  but  disapproves  it  specific  recom- 
mendations. It  notes  that  mechanisms  presently  exist 
for  processing  charges  of  deviation  from  the  foregoing 
ethic  and  urges  that  these  mechanisms  be  made  vitally 
active  at  local  level.  When  charges  of  deviation  de- 
velop, complaints  should  be  made  to  the  local  society 
and  vigorously  processed  by  the  appropriate  committee 
of  that  society.  If  they  are  not  resolved  thereby,  the 
complaints  should  then  be  carried  to  the  state  constitu- 
ent association.  The  prudent  physician  will  always 
seek  the  guidance  of  his  local  medical  society  in  situa^ 
tions  relating  to  ethical  conduct.” 

The  House  directed  the  Board  of  Trustees  to  take 
action  as  expeditiously  as  possible  to  give  wide  dissemi- 
nation to  the  reference  committee  report. 

Discrimination.  The  House  received  six  resolutions 
dealing  with  the  subject  of  discrimination  against  some 
applicants  for  membership  in  component  medical 
societies.  It  called  attention  to  the  strong  position 
taken  by  the  House  in  1964  but  pointed  out  that  it  is 
difficult  to  follow  the  1964  directive  because  there  is 
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now  no  mechanism  at  the  national  level  whereby  a re- 
jected applicant  for  membership  at  county  or  state 
level  may  obtain  a hearing  in  order  to  right  an  alleged 
wrongful  discrimination. 

In  lieu  of  the  six  resolutions,  the  House  adopted  a 
substitute  resolution  which  directed  the  Council  on 
Constitution  and  Bylaws  to  prepare  such  changes  in 
the  Constitution  and  Bylaws  “as  may  be  necessary  to 
permit  the  Judicial  Council  to  receive  and  act  upon 
appeals  filed  by  applicants  who  allege  that  they  have 
been  unfairly  denied  membership  in  a local  and/or 
state  society.”  The  House  asked  the  Council  to  re- 
port its  recommendations  at  the  1966  Clinical  Conven- 
tion. 

Health  Manpower.  On  the  subject  of  health  man- 
power the  House  received  reports  from  the  Board  of 
Trustees,  Council  on  Medical  Education,  and  Council  on 
Medical  Service,  and  also  one  resolution.  In  general, 
all  of  them  urged  the  AMA  to  assume  leadership  and 
mobilize  its  efforts  to  meet  present  and  future  shortages 
in  health  manpower.  The  House  approved  the  Board 
report,  announcing  appointment  of  a Committee  on 
Health  Manpower,  and  adopted  the  resolution.  The 
two  Council  reports  were  referred  to  the  new  Board 
committee. 

In  taking  these  actions,  the  House  approved  a refer- 
ence committee  statement  which  included  the  follow- 
ing: “Your  reference  committee  is  well  aware  of  the 

drastic  shortage  of  health  manpower  that  is  confronting 
the  American  public.  It  is  keenly  appreciative  of  the 
opportunity  presented  to  the  American  Medical  Associ- 
ation to  furnish  leadership  in  the  solution  of  this  prob- 
lem. The  necessary  additional  manpower  in  the  medi- 
cal profession  and  in  allied  health  professions  must  be 
developed.  The  most  effective  and  efficient  utilization 
of  existing  health  manpower  must  be  made  at  all  times. 
This  is  no  time  to  surrender  leadership  to  persons  or 
organizations  outside  of  the  medical  profession.” 

AMA  Dues  Increase.  By  a vote  of  168  to  46,  the 
House  approved  an  increase  in  AMA  annual  dues  from 
$45  to  $70,  effective  January  1,  1967,  thus  confirming  a 
Board  of  Trustees  recommendation  which  was  given 
initial  approval  at  the  1965  Clinical  Convention. 

The  House,  in  approving  the  dues  increase,  accepted 
a reference  committee  statement  which  said:  “It  is 

quite  apparent  that  the  programs  necessary  to  serve 
the  needs  of  the  members  of  the  Association  cannot  be 
conducted  effectively  without  adequate  financing  and  it 
is  equally  apparent  that  such  adequate  financing  is  im- 
possible without  the  dues  increase  requested  by  the 
Board  of  Trustees.  Your  reference  committee  re- 
affirms its  confidence  in  the  judgment  of  the  Board  of 
Trustees  which  has  in  the  past  and  must  in  the  future 
exercise  the  most  careful  and  prudent  stewardship  over 
the  assets  of  the  Association.  The  Board  of  Trustees 
is  the  committee  elected  by  the  House  of  Delegates  to 
investigate  and  control  the  finances  of  the  Association. 
The  appointment  of  any  other  committee  to  perform 
this  function  would  be  most  inappropriate.” 

Other  Actions.  In  considering  106  resolutions,  38 
Board  reports  and  at  least  20  additional  reports  from 
councils  and  other  groups,  the  House  of  Delegates  also: 
Endorsed  the  Declaration  of  Helsinki , already  adopted 
by  the  World  Medical  Association,  as  a guide  to  those 
who  are  engaged  in  clinical  medical  investigation; 

Reaffirmed  its  opposition  to  the  compulsory  assess- 
ment of  hospital  staff  members  in  order  to  raise  funds 
for  hospital  construction; 

Reconsidered  its  action  in  defining  usual,  customary, 
and  reasonable  fees  and  referred  the  matter  back  to  the 
Council  on  Medical  Service  for  further  study; 

Urged  all  state  and  county  medical  societies  to  send 
representatives  to  the  Third  National  Congress  on 
Medical  Quackery  to  be  held  October  7 and  8,  1966,  in 
Chicago; 

Commended  the  American  Medical  Association  Edu- 


cation and  Research  Foundation  for  its  accomplish- 
ments during  the  past  four  years  and  gave  a standing 
vote  of  gratitude  to  Dr.  Raymond  M.  McKeown, 
AMA-ERF  president  since  1962; 

Strongly  endorsed  the  AMA  Volunteer  Physicians 
for  Vietnam  program  and  urged  the  entire  profession 
to  support  it  by  word  and  deed;  approved  a recom- 
mendation by  the  AMA  survey  team  and  the  Board  of 
Trustees  that  the  Association  organize  and  administer 
a program  of  American  assistance  in  medical  education 
in  South  Vietnam  supported  by  the  U.S.  Agency  for 
International  Development;  was  impressed  by  a report 
from  Dean  Pham  Bieu  Tam  of  the  Faculty  of  Medi- 
cine, University  of  Saigon,  and  urged  that  the  AMA  do 
everything  possible  to  assure  that  volunteer  physicians 
caring  for  the  South  Vietnam  civilian  population  are 
properly  supplied  with  medicines  and  other  medical 
supplies; 

Adopted  a resolution  urging  constituent  medical  as- 
sociations to  oppose,  as  detrimental  to  the  public  in- 
terest, any  proposed  legislation  that  would  authorize 
optometrists  to  engage  in  the  diagnosis  or  treatment  of 
disease  or  injury  of  the  eye; 

Approved,  with  minor  editorial  revisions,  a final  re- 
port from  the  Committee  on  Maternal  and  Child  Care 
of  the  Council  on  Medical  Service  dealing  with  the  medi- 
cal care  aspects  of  “Combating  the  Problems  of  Unwed 
Parents”; 

Agreed  with  a strong  policy  statement  condemning 
the  abuse  of  LSD  and  other  non-narcotic  drugs,  point- 
ing out  that  the  illicit  use  of  LSD  is  subverting  and 
vitiating  important  and  necessary  valid  experimental 
studies,  and  recommending  that  the  manufacture  and 
distribution  of  LSD  be  continued  as  needed  under  strict 
control,  with  the  drug  being  made  available  only  to 
competent  research  workers  (physicians  trained  in  its 
use)  on  approval  of  the  Department  of  Health,  Educa- 
tion, and  Welfare; 

Reaffirmed  its  opposition  to  the  compulsory  regula- 
tion of  any  single  method,  such  as  the  use  of  generic 
terms,  of  the  prescribing  of  drugs; 

Offered  AMA  cooperation,  in  order  to  prevent  public 
fear  and  misunderstanding,  to  those  foundations  and 
other  groups  which  request  it  in  clarifying  statistical 
data,  visual  media,  and  other  forms  of  medical  in- 
formation to  be  presented  to  the  public  so  as  to  provide 
an  accurate  view  of  the  problems  or  problem  with 
which  they  are  concerned ; 

Adopted  a humorous  resolution  and  an  equally 
humorous  reference  committee  report  which  requested 
that  “in  the  future  full  airconditioning  be  considered  as 
a prerequisite  in  the  selection  of  the  headquarters  hotel 
for  the  annual  AMA  Convention  in  those  cities  where 
the  psychophysiological  effects  of  heat  may  interfere 
with  effective  delegatemanship”; 

Received  as  information  a comprehensive  report  on 
the  Relation  of  Medicine  and  Osteopathy,  which  con- 
tains much  material  pertinent  to  future  policy  consid- 
erations, and  also  approved  in  principle  a recommenda- 
tion that  doctors  of  osteopathy  be  commissioned  in  the 
Armed  Forces  Medical  Services; 

Agreed  with  a report  recommending  that  the  core 
curriculum  plan  for  continuing  medical  education  be 
not  approved  in  its  present  form,  that  no  further  core 
curricula  be  developed  at  this  time,  and  that  various 
methods  of  continuing  medical  education  be  studied 
tinder  the  auspices  of  the  Council  on  Postgraduate 
Programs; 

Expressed  its  opposition  to  the  Hart  bill,  S.  2568, 
and  all  similar  legislation ; 

Adopted  reports  from  the  Council  on  Medical  Serv- 
ice on  a Model  Emergency  Department  Agreement 
and  on  Multiple  Coverage  in  Voluntary  Health  In- 
surance; 

Approved  Board  reports  on  Exercise  and  Physical 
Fitness,  encouraging  state  and  local  medical  societies  to 
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support  the  promotion  of  fitness  programs,  and  on 
Venereal  Disease  Control,  emphasizing  the  continued 
need  for  all  physicians  to  report  all  cases  that  come  to 
their  attention,  and 

Authorized  the  Speaker  of  the  House  to  appoint  a 
Resolutions  Consultation  Committee,  purely  for  edi- 
torial advisory  purposes,  at  subsequent  AMA  conven- 
tions. 

Presidential  Addresses.  Calling  on  the  medical  pro- 
fession for  strength  and  unity  in  resisting  the  present 
socialist  trend  in  this  country,  Dr.  James  Z.  Appel  of 
Lancaster,  Pennsylvania,  retiring  AMA  president,  told 
the  Sunday  opening  session  that  physicians  “must  par- 
ticipate in  the  ranks  of  both  political  parties  and  have  a 
voice  in  the  determination  of  party  policy  and  the  writ- 
ing of  party  platforms.” 

Dr.  Hudson,  in  his  inaugural  address  Tuesday,  de- 
clared that  “we  shall  need  all  of  our  intellectual  and 
scientific  resources  to  cope  with  the  new  economics  of 
medicine”  and  to  prevent  the  extension  of  the  Medi- 
care program,  without  demonstrated  need,  toward  a na- 
tional health  service. 

Speaking  at  the  final  session  of  the  House  on  Thurs- 
day, Dr.  Hudson  said  that  “a  demonstration  of  our 
ability  to  perform  must  clearly  indicate  not  only  our 
competency  in  the  field  of  medicine,  but  also  our  ability 
to  react  to  a new  kind  of  government  thrust  into  health 
care.”  He  warned  that  the  real  threat  to  our  system  of 
medicine  is  not  in  the  details  of  Medicare  implementa- 
tion but  in  the  expansion  of  the  principle  of  social  in- 
surance. 

Election  of  Officers.  In  addition  to  Dr.  Rouse,  the 
new  president-elect,  the  following  officers  were  named: 

Dr.  Eli  S.  Jones,  of  Hammond,  Indiana,  AMA  vice- 
president;  Dr.  Walter  C.  Bornemeier  of  Chicago, 
speaker  of  the  House  of  Delegates,  and  Dr.  Russell  B. 
Roth  of  Erie,  Pennsylvania,  vice-speaker. 

On  the  Board  of  Trustees,  all  for  three-year  terms, 
Dr.  Homer  L.  Pearson  of  Miami,  Florida,  and  Dr. 
Dwight  L.  Wilbur  of  San  Francisco  were  re-elected; 
Dr.  Burtis  E.  Montgomery  of  Harrisburg,  Illinois,  was 
named  to  succeed  Dr.  Percy  E.  Hopkins  of  Chicago, 
who  did  not  run  for  re-election,  and  Dr.  Max  H.  Par- 
rott of  Portland,  Oregon,  succeeded  Dr.  Raymond  M. 
McKeown,  who  was  not  eligible  for  re-election. 

For  the  Council  on  Medical  Education,  Dr.  Kenneth 
C.  Sawyer  of  Denver,  Colorado,  was  re-elected,  and  Dr. 
James  W.  Haviland  of  Seattle,  Washington,  succeeded 
Dr.  Melvin  W.  Breese  of  Portland,  Oregon,  who  did 
not  wish  renomination. 


For  the  Council  on  Medical  Service,  the  House  re- 
elected Dr.  Charles  J.  Ashworth  of  Providence,  Rhode 
Island;  named  Dr.  Guy  A.  Owsley  of  Hartford  City, 
Indiana,  to  succeed  Dr.  Montgomery,  and  elected  Dr. 
John  R.  Kernodle  of  Burlington,  North  Carolina,  to  re- 
place Dr.  Roth. 

Dr.  James  M.  Kolb,  Sr.,  of  Clarksville,  Arkansas,  was 
re-elected  to  the  Council  on  Constitution  and  Bylaws. 
Named  to  the  Judicial  Council  were  Dr.  Renato  J. 
Azzari  of  New  York  City,  to  succeed  Dr.  Robertson 
Ward  of  San  Rafael,  California,  and  Dr.  George  W. 
Petznick  of  Cleveland,  Ohio,  to  succeed  the  late  Dr. 
James  H.  Berge  of  Seattle,  Washington. 

Recently,  we  received  a notice  from  the 
American  Medical  Association  which  informs 
us  that  its  Board  of  Trustees  has  advised  con- 
stituent and  component  medical  societies  not  to 
act  in  support  of  radiologists  or  other  hospital- 
based  specialists  in  disputes  over  hospitals  in 
billing  practices. 

In  effect,  the  AMA  Board  has  suspended  a 
resolution  adopted  by  its  House  of  Delegates 
at  this  year’s  convention  that  held  that  a phy- 
sician specialist  who  replaced  one  dismissed 
from  a hospital  staff  in  a dispute  over  fee  billing 
would  be  guilty  of  unethical  practice. 

In  advising  local  societies  to  abstain  from 
labeling  such  staff  replacements  unethical, 
the  trustees  said  they  were  acting  on  advice 
of  lawyers. 

The  Association’s  lawyers  said  their  advice 
was  based  on  possible  exposure  of  the  AMA  to 
antitrust  prosecution. 
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Thomas  Gaetano  Adinolfi,  M.D.,  of 

Schenectady,  died  on  October  20,  1966,  at  his 
home  at  the  age  of  fifty-nine.  Dr.  Adinolfi 
received  his  medical  degree  from  the  University 
of  Rome  in  1935.  He  was  an  assistant  at- 
tending obstetrician  and  gynecologist  at  St. 
Clare’s  and  Bellevue  Maternity  Hospitals  and 
a former  coroner’s  physician.  Dr.  Adinolfi 
was  a member  of  the  Schenectady  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Samuel  Dennis  Bell,  M.D.,  of  Wallack  Point, 
Stamford,  Connecticut,  formerly  of  New  York 
City,  died  on  November  22,  1966,  at  the  age  of 
seventy-four.  Dr.  Bell  graduated  in  1917  from 
Columbia  University  College  of  Physicians  and 
Surgeons.  He  was  a consulting  physician  in 
child  medicine  at  Bellevue  Hospital  where  he 
had  started  the  Children’s  Allergy  Clinic. 
Retired  in  1962,  Dr.  Bell  was  a Fellow  of  the 
American  Academy  of  Allergy  and  a member  of 
the  New  York  Academy  of  Medicine,  the  New 
York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Louis  L.  Dref,  M.D.,  of  Buffalo,  died  on 
October  1,  1966,  at  his  home  at  the  age  of  fifty- 
six.  Dr.  Dref  graduated  in  1933  from  the 
University  of  Buffalo  School  of  Medicine.  He 
was  a former  medical  examiner  for  the  New 
York  State  Compensation  Board.  Dr.  Dref 
was  a member  of  the  Erie  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Cary  Eggleston,  M.D.,  of  New  York  City,  died 
on  November  15,  1966,  at  Stamford,  Con- 
necticut, at  the  age  of  eighty-two.  Dr.  Eggle- 
ston graduated  in  1907  from  Cornell  University 
Medical  College.  He  was  a consulting  cardi- 
ologist at  the  Hospital  for  Special  Surgery  and  an 
emeritus  consulting  physician  at  Bellevue  and 
New  York  Hospitals.  He  was  a founder  of  the 
American  Academy  of  Compensation  Medicine. 
Dr.  Eggleston  was  a Diplomate  of  the  American 
Board  of  Internal  Medicine  and  a member  of 
the  American  Academy  of  Compensation 
Medicine,  Inc.,  the  New  York  Academy  of 
Medicine,  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

John  Thomas  Fowkes,  Jr.,  M.D.,  of  Clayton, 
died  on  November  3,  1966,  at  his  home  at  the 
age  of  seventy-two.  Dr.  Fowkes  graduated  in 


1918  from  Queen’s  University  Faculty  of 
Medicine,  Kingston,  Ontario,  Canada.  He  was 
an  attending  staff  physician  at  Good  Samaritan 
and  Mercy  Hospitals.  From  1927  to  January, 
1966,  he  was  health  officer  for  Clayton  and  for 
many  years  also  had  served  as  examining 
medical  doctor  for  the  Thousand  Islands  Inter- 
national Bridge  authority.  Dr.  Fowkes  was  a 
member  of  the  Jefferson  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

John  Frear  Glosser,  M.D.,  of  Wellsville,  died 
on  September  16,  1966,  at  the  age  of  sixty-two. 
Dr.  Glosser  graduated  in  1935  from  the  Uni- 
versity of  Buffalo  School  of  Medicine.  He  was 
an  attending  ophthalmologist  at  Jones  Memorial 
Hospital.  Dr.  Glosser  was  a member  of  the 
Allegany  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Ferdinand  Hirsh  Herrman,  M.D.,  of  Cedar- 
hurst,  died  on  November  18,  1966,  at  the  age  of 
seventy-six.  Dr.  Herrman  graduated  in  1913 
from  Tulane  University  School  of  Medicine. 
He  was  a consulting  surgeon  at  St.  Joseph’s 
Hospital  (Far  Rockaway).  During  War  World 
I he  served  in  France  as  captain  in  the  Corps  of 
Engineers  and  was  awarded  the  Silver  Star  and 
the  Croix  de  Guerre.  Dr.  Herrman  was  a 
member  of  the  American  Academy  of  General 
Practice,  the  Medical  Society  of  the  County  of 
Queens,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Garnet  Leonard  Higgins,  M.D.,  of  Sauquoit, 
was  killed  in  an  automobile  accident  on  October 
19,  1966,  at  the  age  of  sixty-seven.  Dr.  Hig- 
gins graduated  in  1927  from  Queen’s  University 
Faculty  of  Medicine,  Kingston,  Ontario, 
Canada.  He  was  an  attending  physician  in 
general  practice  at  Faxton  Hospital  (Utica). 
Dr.  Higgins  was  a member  of  the  Utica  Academy 
of  Medicine,  the  Oneida  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Berton  Lattin,  M.D.,  of  Scarsdale,  died  on 
November  3,  1966,  at  the  age  of  eighty-one. 
Dr.  Lattin  graduated  in  1910  from  Cornell 
University  Medical  College.  He  was  an 
honorary  attending  physician  at  Grasslands 
Hospital  (Valhalla  ) and  a consulting  physician 
at  St.  Agnes  Hospital  and  White  Plains  Hospital 
Association.  Dr.  Lattin  was  a member  of  the 
New  York  Academy  of  Medicine,  the  West- 
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Chester  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Clifford  Franklin  Leet,  M.D.,  of  Horseheads, 
died  on  October  14,  1966,  at  the  age  of  seventy- 
four.  Dr.  Leet  graduated  in  1915  from  the  Uni- 
versity of  Buffalo  School  of  Medicine.  He  was 
a consulting  surgeon  at  Arnot-Ogden  Memorial 
Hospital  (Elmira)  and  an  associate  attending 
surgeon  at  St.  Joseph’s  Hospital  (Elmira). 
Dr.  Leet  was  a Fellow  of  the  American  College 
of  Surgeons,  and  a member  of  the  Chemung 
County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American 
Medical  Association. 

John  Henry  Maurer,  M.D.,  of  Rockville 
Centre,  died  on  October  27,  1966,  at  the  age  of 
fifty-eight.  Dr.  Maurer  graduated  in  1937 
from  Queen’s  University  Faculty  of  Medicine, 
Kingston,  Ontario,  Canada.  He  was  chief  of  ear, 
nose,  and  throat  service  at  South  Nassau  Com- 
munities Hospital  (Oceanside),  an  associate  at- 
tending otolaryngologist  at  Meadowbrook  Hos- 
pital (Hempstead),  and  an  assistant  attending 
physician  in  ear,  nose,  and  throat  at  Mercy  Hos- 
pital (Rockville  Centre).  Dr.  Maurer  was  a 
member  of  the  Nassau  Academy  of  Medicine,  the 
Nassau  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Henry  Arnold  Mehldau,  M.D.,  of  Brooklyn, 
died  on  November  13,  1966,  at  Lutheran 
Medical  Center  at  the  age  of  sixty-four.  Dr. 


Motorcycle  accidents 


More  people  are  being  killed  on  motorcycles, 
motorbikes,  and  motorscooters  than  ever  before, 
according  to  the  Metropolitan  Life  Insurance 
Company.  Deaths  have  risen  from  700  to 
1,100  in  the  years  from  1961  to  1964 — a 60 
per  cent  increase. 

The  majority  of  the  fatalities  occur  in  dry, 
clear,  good  driving  weather,  and  are  mostly 
due  to  traffic  violations  of  which  reckless 
driving  is  the  main  cause. 

Nearly  half  of  those  killed  in  motor-driven 
cycle  accidents  are  victims  of  collision  with 
passenger  cars.  An  additional  tenth  of  the 


Mehldau  graduated  in  1926  from  Columbia 
University  College  of  Physicians  and  Surgeons. 
He  was  an  attending  obstetrician  and  gyne- 
cologist at  Lutheran  Medical  Center  and  a con- 
sulting obstetrician  and  gynecologist  at  Victory 
Memorial  Hospital.  Dr.  Mehldau  was  a Dip- 
loma te  of  the  American  Board  of  Obstetrics  and 
Gynecology,  a F ellow  of  the  American  College  of 
Surgeons,  a Fellow  of  the  American  College  of 
Obstetricians  and  Gynecologists,  and  a member 
of  the  Medical  Society  of  the  County  of  Kings, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

L.  Howard  Moss,  M.D.,  of  Jamaica,  died  on 
November  19,  1966,  at  his  home  at  the  age  of 
ninety-three.  Dr.  Moss  graduated  in  1900  from 
Columbia  University  College  of  Physicians  and 
Surgeons.  He  was  a consulting  surgeon  at 
Queens  Hospital  Center  and  an  honorary  staff 
surgeon  at  Jamaica  Hospital.  Dr.  Moss  was 
a Fellow  of  the  American  College  of  Surgeons 
and  a member  of  the  New  York  Academy  of 
Medicine,  the  Medical  Society  of  the  County  of 
Queens,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Morris  Weinstein,  M.D.,  of  Staten  Island, 
died  on  September  19,  1966,  at  the  age  of 
seventy.  Dr.  Weinstein  received  his  medical 
degree  from  the  University  of  Kiev  in  1921. 
He  was  an  associate  attending  surgeon  at  Rich- 
mond Memorial  Hospital.  Dr.  Weinstein  was 
a member  of  the  Richmond  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 


fatalities  result  from  collision  with  transport 
motor  vehicles,  such  as  trucks,  tractors,  and 
trailers.  Altogether,  collisions  with  other  motor 
vehicles  account  for  three  fifths  of  the  accidental 
deaths. 

Overturning,  running  off  the  road,  and  other 
noncollision  accidents,  as  a group,  are  second 
in  importance  and  are  responsible  for  nearly 
one  third  of  these  fatalities. 

These  suggestions  are  offered  to  those  cyclists 
anxious  not  to  become  statistics:  (1)  use  safety 
helmets  for  yourself  and  your  passengers, 
(2)  attend  special  training  programs  which  the 
statisticians  suggest  should  be  set  up  for 
operators,  and  (3)  support  proposals  that 
licenses  be  issued  on  the  basis  of  appropriate 
qualifying  tests. 
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Your  State  Society  Malpractice  Insurance  Program 

gives  you 

a strong  insurance  company  and  a program  that 
has  provided  continuous  protection  for  the  past 
forty-six  years. 

by  the  Malpractice  Insurance  and  Defense  Board 
of  the  Society. 

by  the  Society’s  Legal  Counsel  for  the  defense 
of  suits;  by  experienced  Company  personnel  for 
the  investigation  of  claims;  and  by  this  office 
for  all  matters  relating  to  your  professional 
liability  insurance. 

James  M.  Arnold  Frank  W.  Appleton 

Indemnity  Representative  Asst.  Indemnity  Representative 

c/o  H.  F.  Wanvig,  Inc.,  2 Park  Ave.,  N.  Y.,  N.  Y.  10016 
MUrray  Hill  4-3211 
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Let  Us  Be  The  First  To  Know  Of  Your  New  Address! 

Six  weeks  notice  is  required  to  effect  a change  of  address.  Com- 
plete and  mail  the  form  below  to:  Circulation  Department,  New  York 
State  Journal  of  Medicine,  75 0 Third  Avenue,  New  York,  N.Y.  10017. 
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Non-Barbiturate  Sedative 


Analgesics 
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Valerianets-Dispert 
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Topical  antibiotic-antiinflammatory 
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VALERIANETS 
-DISPERT 

A tasteless,  odorless  and  harmless  mild  hypnotic 
free  from  the  habit  forming  properties  of  barbitu- 
rates. Will  induce  restful  sleep  and  sedation  in 
cases  of  nervous  excitement,  depressive  states, 
menopausal  molimena,  insomnia. 

Each  chocolate  coated  tablet  contains:  Ext.  of 
Valerian  (highly  concentrated)  0.05  gm.  dis- 
pergentized,  Dose:  1 or  2 tablets  daily. 
Supply:  Bottles  of  50,  at  all  pharmacies. 
Please  send  for  samples. 


STANDARD  PHARMACEUTICAL  CO.,  INC. 
10  Fairchild  Court,  Plainview,  N.  Y.  11803 


GIVE  TO 

CONQUER  CANCER 


HOLBROOK  MANOR  NSG 

Five  Acres  of  Pine  wooded  Grounds 

SENILE— AGED 

Non-sectarian,  dietary  laws  observed 
Medical  Director,  O.  L.  Friedman,  M.D.,  Q.P.,  M.A.P.A. 
HOLBROOK,  L.  I.  N.  Y.  Office;  TRafalgar  7-2666 


A control  treatment 


for  post  nasal  drip 
used  with  an 

ALKALOL  NASAL  DOUCHE 
CUP 


Send  for  clinical  sample  of  Alkalo j 


THE  ALKALOL  COMPANY 

TAUNTON  30,  MASS. 


PHYSICIANS  WANTED 


PHYSICIANS  WANTED— CONT’D 


RADIOLOGIST,  BOARD  CERTIFIED  OR  ELIGIBLE. 
Position  open  as  associate  in  busy  department  in  275 
bed  general  hospital,  upstate  New  York.  Renumeration 
on  percentage  basis;  approximately  20,000  diagnostic 
cases  per  year.  Box  477,  % NYSJM. 


OPPORTUNITY  FOR  CAREER  IN  OCCUPATIONAL 
medicine  with  large  corporation.  Multiple  locations. 
Salary  plus  fringes.  Immediate  openings  for  physicians 
with  industrial  experience,  two  general  practitioners,  and 
two  with  training  in  industrial  medicine.  Give  short 
resume.  Box  480,  % NYSJM. 


ALLERGIST  WANTED  TO  WORK  PART-TIME  IN 
teaching  hospital  clinic.  Top  salary.  Write  Box  504, 
% NYSJM. 


PHYSICIAN  (LICENSED  N.Y.  STATE)  FULL  TIME, 
(4  to  5 days  per  week).  Light  work,  Social  Security,  retire- 
ment and  health  benefits,  an  equal  opportunity  employer 
American  Red  Cross,  Buffalo  Regional  Blood  Center, 
786  Delaware  Ave.,  Buffalo,  N.Y.  14209.  Phone:  (716) 
886-7500. 


UNIQUE  OPPORTUNITY.  CONTRACT  GUARAN- 
teed,  Rockland  County,  20  min.  N.Y.C.  Refined  med. 
bldg,  adjoining  shopping  centers.  $40,000  gross  for 
pediatrician,  psychiatrist;  other  specialties  considered. 
8 hr.  day,  5 day  week,  11  month  year.  Box  487,  % 
NYSJM. 


PRACTICES  FOR  SALE  OR  RENT 


LONG  ISLAND,  SOUTH  SHORE,  CENTER  OF  TOWN 
near  ocean.  8 room  equipped,  modern  office,  planned  for 
2 doctors.  Attached  to  two  story,  furnished,  beautiful 
home,  garages.  Immediately  available  for  general  prac- 
tice or  specialty.  Retiring.  $15,000  cash,  rest  easy  terms. 
Tell  your  friends  about  this  terrific  opportunity.  Box 
458,  % NYSJM. 


GENERAL  PRACTITIONER  WANTED.  ARE  YOU 
working  alone  too  many  tough  years  with  not  enough  real 
time  off  and  never  set  at  ease  by  lack  of  full  coverage? 
Relocate  now  and  take  the  opportunity  to  work  with  very 
busy,  active  general  practitioner  in  his  large,  modem,  well 
equipped,  for  15  years  ever  growing  practice.  This 
arrangement  will  give  both  several  months  yearly  paid 
vacations  without  headaches;  income  above  average  for 
both.  No  obstetrics.  XCM  5.  Rochester,  N.  Y. 
Would  also  consider  relocation  if  someone  should  propose 
similar  opportunity.  Box  494,  % NYSJM. 


EXCELLENT  PRACTICE  OPPORTUNITY  AVAIL- 
able  for  G.P.  or  internist.  New,  modem,  fully  equipped 
air  conditioned  office  in  resort  and  agricultural  com- 
munity in  western  New  York  State.  New  accredited  hos- 
pital in  town.  New  centralized  school  system.  Owner  has 
left  to  join  group.  For  rental  or  sale.  Box  497,  % 
NYSJM. 


UROLOGIST  WANTED  IMMEDIATELY.  HIGHLY 
successful  upstate  urologist  seeks  associate  with  objec- 
tive of  purchasing  practice  soon.  Excellent  terms,  pleasant 
community,  65  miles  from  New  York  City.  Outstanding 
hospital  facilities.  Call  (914)  DI  3-6049. 


AVAILABLE  FEBRUARY  15,  1967,  A PRACTICE  OF 
internal  medicine  grossing  fifty  thousand  plus.  Located 
on  Lake  Ontario  thirty-six  miles  from  Syracuse.  City  of 
twenty-five  thousand  with  growing  major  industries,  plus 
a booming  college  of  four  thousand.  Churches,  schools, 
recreation,  fine  expanding  hospital.  Box  503,  % NYSJM. 


UPSTATE  NEW  YORK  COMMUNITY  NEEDS  PHYS- 
ician.  Near  Lake  Ontario.  Heart  of  dairy  and  fruit  farm- 
ing area.  Office  space  available.  Excellent  schools;  un- 
limited practice.  Also  in  need  of  dentist.  Reply  to:  Mrs. 
Maurice  Shafer,  Red  Creek,  New  York. 


WANTED:  GENERAL  PRACTITIONER  FOR  SCENIC 
Sauquoit  Valley,  central  New  York,  six  miles  south  of 
three  accredited  hospitals  in  Utica.  Consolidated  Board 
of  Health  officer,  school  physician,  deceased  doctor’s 
office  and  nurse  available.  No  doctor  left  in  Town  of 
Paris.  Reginald  Davies,  Supervisor,  Cassville,  New  York. 


WANTED:  PHYSICIAN,  NEW  YORK  LICENSED  FOR 
emergency  room  duty.  Brooklyn.  Board  eligible  or 
certified  preferable.  20-40  hours  per  week.  Monday  thru 
Friday,  8 a.m.-4  p.m.  Excellent  remuneration.  Box 
500,  % NYSJM. 


PHYSICIANS— FOR  MEDICAL  RADIO  BROADCAST- 
ing  to  physicians  of  medical  news,  convention,  etc. — on  new 
nationwide  science  network.  Good  speaking  voice  essen- 
tial; some  writing  ability  helpful.  Must  be  available 
either  several  days  a week  or  several  weeks  a year;  full- 
time employment  also  a possibility.  Some  travel.  Write 
Box  501,  % NYSJM,  include  phone  number. 


“Leave  my  mother  out  of  thisV’ 
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POSITIONS  WANTED 


ANESTHESIOLOGIST,  AMERICAN  BOARD  ELIGI- 
ble,  deeires  fee  for  service  or  group  in  metropolitan  or 
suburban  area.  Details  in  first  letter.  Box  348,  % 
NYSJM. 


RADIOLOGIST,  BOARD  CERTIFIED— DIAGNOSIS  & 
therapy,  is  looking  for  part-time  position  or  association 
with  hospital,  clinic  or  medical  group.  Broad  experience, 
including  vascular  radiology.  Box  491,  % NYSJM. 


ANESTHESIOLOGIST,  ACA  CERTIFIED,  BOARD 
eligible,  four  years  training  in  one  of  the  best  programs 
in  the  country,  desires  position  in  Westchester  or  Long 
Island,  N.  Y.  Tel:  (914)  MO  7-3463  evenings. 


PRESTIGE  LOCATION 

For  Medical — Dental  Group 
and  Individual  Practitioners. 

"EXECUTIVE  TOWERS” 

1020  GRAND  CONCOURSE,  BRONX 

23-Story  Air  Conditioned  Apt.  Bldg,  (corner  165th  St.) 


Exclusively  Reserved  for  Professional  use. 
PRIVATE  ENTRANCES 
2 FLOORS  • PRIVATE  ELEVATORS 
CENTRAL  AIR-CONDITIONING 

IMMEDIATE  OCCUPANCY 

Apply  Renting  Office  on  property  • CY  3-5545 
Carol  Management  Corp. 

Owner — Builder 


REAL  ESTATE  FOR  SALE  OR  RENT 


PEDIATRICIAN  (BOARD  ELIGIBLE),  FEMALE,  DE- 
sires  participation  in  an  established  practice  in  New 
York  City.  Manhattan  preferred,  but  not  a requirement. 
Box  502,  % NYSJM. 


INTERNIST-CARDIOLOGIST.  BOARD  QUALIFIED. 
Cardiac  catheterization  experience.  Seeks  opportunity 
in  hospital  or  academically  oriented  association.  Box 
507,%  NYSJM. 


GENERAL  PRACTITIONER,  WITH  ONE  YEAR 
training  in  internal  medicine,  one  year  solo  practice 
wishes  opportunity  as  associate  within  one  hour’s  driv- 
ing distance  of  New  York  City.  Will  consider  salaried 
position  leading  to  partnership.  Box  505,  % NYSJM. 


give . . . 

so  more  will  live 
HEART  FUND 


86  STREET,  210  EAST:  NEW  BUILDING.  PROFES- 
sional  units  available  on  Medical  floor.  Prime  area. 
Major  hospitals  minutes  away.  Rentals  include  parti- 
tions to  suit,  central  air-conditioning  & full  installation. 
For  particulars  & free  office  layouts  contact:  Edward 

Weiss,  Julian  J.  Studley,  Inc.,  342  Madison  Avenue,  NYC 
Phone  OX  7-7788 


NEW  YORK,  DUTCHESS  COUNTY:  NEW  MEDICAL 
building  in  Wappingers  Falls,  Poughkeepsie  area,  occupied 
by  D.D.S.,  orthodontist,  and  Ob-Gyn.  Office  available 
for  all  specialties.  Critical  physician  shortage  because  of 

§opulation  explosion.  Address:  Martin  Rabin  D.D.S.,  65 
outh  Clinton  St.,  Poughkeepsie.  N.  Y.  (914)-454-0322 


FOR  RENT  OR  SALE,  REST  HOME  IN  THE  NICEST 
place  in  Israel.  20  nicely  furnished  rooms,  14  private 
baths  with  conveniences.  Beautiful  garden.  Partnership 
possible.  Write  or  call  evenings  Cl  7-3600,  ext.  140, 
Bristol  Hotel,  129  W.  48th  St.,  New  York  City  10036. 


EXCELLENT  OPPORTUNITY  FOR  KIND,  AM- 
bitious  physician,  urgently  needed  in  Northern  New  York 
community  of  St.  Lawrence  River,  to  replace  2 physicians 
who  died  just  recently.  11  room  house,  centrally  located, 
on  big  comer  lot,  with  separate  entrance;  3 large,  equipped 
office  rooms  available.  Was  physician’s  office  and  residence 
for  30  years.  Glassed-in  porch  with  attached  garage. 
Several  industries,  dairy  and  farm  country.  3 surround- 
ing villages  also  without  physicians.  Nearest  hospital  11 
miles.  Thriving  summer  resort  with  many  motels  and 
summer  homes  on  islands.  Widow  thoroughly  familiar  all 
details.  Box  506,  % NYSJM. 


MISCELLANEOUS 


THE  SIXTEENTH  ANNUAL  BROOKLYN  EYE  AND 
Ear  Hospital  Alumni  Day  Scientific  Meeting  will  take 
place  on  Saturday,  May  6,  1967.  A symposium  in  the 
morning  on  Surgery  for  Lid  Ptosis  will  be  moderated  by 
Martin  Bodian,  M.D.,  and  will  feature  the  following 
guest  speakers:  Drs.  Alston  Callahan,  R.  M.  Fasanella 
and  Lester  T.  Jones.  The  afternoon  symposium  will  be 
on  Surgery  of  the  Vitreous  in  the  Anterior  Segment  of  the 
Eye,  moderated  by  Abner  S.  Rosenberg,  M.D.  The 
speakers  will  be  Paul  A.  Chandler,  M.D.  and  A.  B.  Rizzuti, 
M.D.  The  profession  at  large  is  cordially  invited  to 
attend.  For  further  information,  please  contact  Mrs. 
Ruth  Pattenden,  Corresponding  Secretary,  Brooklyn  Eye 
and  Ear  Hospital  Alumni  Association,  29  Greene  Ave.. 
Brooklyn,  N.Y.  11238. 


EASTERN  QUEENS  HOME/OFFICE  FOR  SALE. 
Ranch,  3 bedrooms,  central  air  conditioning,  5 room  oak 
panneled  office,  independent  entrance.  Deep  lot.  Very 
economical,  existing  mortgage.  Price  $37,500.  Phone: 
(212)  FI  7-7501. 


85  ST.,  185  EAST  BETWEEN  LEX.  & THIRD  AVES. 

“PARK  LANE  TOWER” 

NEW  36-STY.  APT.  TOWER.  IMMEDIATE  OCCUPANCY 
3 EXCELLENT  SUITES:  671—725—850  SQ.  FT. 

CALL  MR.  GREEN 
CHARLES  H.  GREENTHAL  CO.,  INC. 

1 8 East  48  St.,  N.Y.C.  PL  2-4700 
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This  “case  history”  runs  to  some  10,000  pages 


This  is  a typical  “case  history"  of  one  new  drug  - or, 
rather,  a proposed  new  drug  - assembled  for  submis- 
sion to  the  U.S.  Federal  Food  and  Drug  Administration. 
These  volumes  are  the  result  of  several  years'  work  by 
thousands  of  professional  and  skilled  personnel  in 
just  one  pharmaceutical  company's  research  labora- 
tories, and  by  hundreds  of  physicians  in  medical 
schools,  hospitals,  and  private  practice.  They  cover 
every  aspect  of  experience  with  this  proposed  new 
agent  from  chemical  laboratory  to  clinic,  from  mouse 
to  man.  Each  volume  could  conceivably  represent 


hundreds  of  thousands  of  dollars  of  financial  invest- 
ment, countless  hours  of  human  effort.  This  veritable 
mountain  of  data  stands  behind  every  new  agent 
offered  to  you  by  pharmaceutical  manufacturers  — a 
reassuring  testimonial  to  the  efficacy,  safety  and 
purity  of  the  drugs  you  will  prescribe  today  to  lower 
the  cost  of  disease  to  your  patients. 

Pharmaceutical  Manufacturers  Association 
Pharmaceutical  Advertising  Council  A 

1155  Fifteenth  St..  N.  W..  Washington,  D C.  20005  H 


This  message  is  brought  to  you  as  a 
courtesy  of  this  publication  on  behalf  of  the 


heartburn  and 
epigastric  pressure: 

The  somatic  Mask 
of  Psychic  Tension? 

Heartburn,  epigastric  pressure  or  fullness,  nausea  and  vomiting  are 
common  symptoms  of  chronic  gastritis.  \et  in  many  cases  they  may 
represent  “somatic  masks”  — psychophysiologic  equivalents  of  psychic 
tension. 

When  gastrointestinal  symptoms  stem  from  underlying  emotional  fac- 
tors, consider  Valium  (diazepam)  in  the  over-all  treatment  program. 
Valium  (diazepam)  usually  acts  rapidly  to  reduce  psychic  tension,  and 
to  relieve  stress-induced  “somatic”  symptoms  as  well.  Calmed  and  less 
tense,  the  patient  also  tends  to  sleep  better  and  cooperate  more  will- 
ingly with  the  physician. 

Neurotic  fatigue— the  chronic  tiredness  resulting  from  emotional 
strain  which  often  accompanies  psychogenic  gastrointestinal  symp- 
toms—may  also  be  alleviated  by  this  highly  useful  agent.  Valium 
(diazepam)  frequently  achieves  results  where  other  psychotherapeutic 
agents  have  failed. 

Valium  (diazepam)  is  generally  well  tolerated,  and  usually  does  not 
impair  mental  acuity  or  ability  to  function.  If  side  effects  such  as 
ataxia  or  drowsiness  occur,  they  usually  disappear  with  dosage  ad- 
justment. 

In  prescribing:  Dosage  — Adults:  Mild  to  moderate  psychoneurotic  reactions,  2 to 
5 mg  b.i.d.  or  t.i.d.;  severe  psychoneurotic  reactions,  5 to  10  mg  t.i.d.  or  q.i.d.;  alcohol- 
ism, 10  mg  t.i.d.  or  q.i.d.  in  first  24  hrs,  then  5 mg  t.i.d.  or  q.i.d.  as  needed;  muscle 
spasm  with  cerebral  palsy  or  athetosis,  2 to  10  mg  t.i.d.  or  q.i.d.  Geriatric  patients:  1 or 
2 mg/day  initially,  increase  gradually  as  needed. 

Contraindications:  Infants,  patients  with  history  of  convulsive  disorders  or  glaucoma. 
Warning:  Not  of  value  in  the  treatment  of  psychotic  patients,  and  should  not  be  em- 
ployed in  lieu  of  appropriate  treatment. 

Precautions:  Limit  dosage  to  smallest  effective  amount  in  elderly  patients  (not  more 
than  1 mg,  one  or  two  times  daily)  to  preclude  ataxia  or  oversedation.  Advise  patients 
against  possibly  hazardous  procedures  until  correct  maintenance  dosage  is  established; 
driving  during  therapy  not  recommended.  In  general,  concurrent  use  with  other  psy- 
chotropic agents  is  not  recommended.  Warn  patients  of  possible  combined  effects  with 
alcohol.  Safe  use  in  pregnancy  not  established.  Observe  usual  precautions  in  impaired 
renal  or  hepatic  function  and  in  patients  who  may  be  suicidal;  periodic  blood  counts 
and  liver  function  tests  advisable  in  long-term  use.  Cease  therapy  gradually. 

Side  Effects:  Side  effects  (usually  dose-related)  are  fatigue,  drowsiness  and  ataxia.  Also 
reported:  mild  nausea,  dizziness,  blurred  vision,  diplopia,  headache,  incontinence, 
slurred  speech,  tremor  and  skin  rash;  paradoxical  reactions  (excitement,  depression, 
stimulation,  sleep  disturbances,  hallucinations);  changes  in  EEG  patterns.  Abrupt 
cessation  after  prolonged  overdosage  may  produce  withdrawal  symptoms  similar  to 
those  seen  with  barbiturates,  meprobamate  and  chlordiazepoxide  HC1. 

Supplied:  Tablets,  2 mg,  5 mg  and  10  mg;  bottles  of  SO  for  convenience  and  economy 
in  prescribing. 

Valium'  (diazepam) 

2-mg,  5 -mg,  10-mg  tablets 

Roche  Laboratories 

Division  of  Hoffmann  - La  Roche  Inc.,  Nutley,  N.  J.  07110 


The  Mediatric  Age: 

There  is  a growing  senescent  body  of  people  on  their 
way  to  malignant  inactivity,  who  sorely  need  your 
interest  and  direction  to  help  them  back  to  a more  active 
and  useful  life.  There  are  medicines  too,  designed  to  help. 
One  such  has  proved  useful  in  clinical  practice. 


t 


“ Nutritional  and  hormone 
bolstering  of  function  in  the 
aged  may  have  a useful  place 
in  geriatrics.” 

Morgan,  A.  F.:  Gerontologist  2:77 
(June)  1962. 

‘‘Mediatric  (steroid- 
nutritional  compound) 
capsules,  one  a day,  seem  to 
give  definite  help  to  debilitated 
patients” 

Arnold,  E.  T.,  Jr.:  Geriatrics  12: 612 
(Oct.)  1957. 


“A  steroid-nutritional 
compound  ( Mediatric ) was  used 
in  1 00  patients  to  relieve  some 
of  the  symptoms  caused  by 
degenerative  changes  of  aging 
. . . This  therapy  resulted  in 
improvement  of  75  per  cent 
of  the  patients . . .” 

McNeill,  A.  J.:  Clin.  Med.  5:518 
(Mar.)  1961. 


“Intensive  nutritional  therapy 
is  necessary,  especially  in 
elderly  people,  to  correct 
dietary  deficiencies  created  by 
large  losses  of  protein,  vitamins 
and  other  nutrients.” 


Riccitelli,  M.  L.:  J.  Am.  Geriatrics  Soc. 
72:489  (May)  1964. 


Mediatric* 

Designed  for  the  “metabolically  spent” 

Nutritional  reinforcement  for  those  who  can’t 
- or  won’t-  eat  properly. . . balanced  amounts  of 
estrogen  and  androgen  to  counteract  declining 
gonadal  hormone  secretion  and  its  sequelae  of 
premature  degenerative  changes... mild 
antidepressant  for  a gentle  “mood”  uplift... 


The  estrogen  component  in  MEDIATRIC  is 
PREMARIN®  (conjugated  estrogens— equine), 
the  natural  estrogen  most  widely  prescribed  for 
its  superior  physiologic  and  metabolic  benefits. 


MEDIATRIC  helps  keep  the  older  patient  alert  and 
active,  helps  relieve  general  malaise,  easy  fatigability, 
vague  pains  in  the  bones  and  joints,  loss  of  appetite,  and 
lack  of  interest  usually  associated  with  declining  gonadal 
hormone  secretion. 


MEDIATRIC  also  provides  nutritional  rein- 
forcement—blood-building  factors  and  vitamin 
supplementation.  It  contributes  a gentle  “mood” 
uplift  through  methamphetamine  HC1. 

Three  different  dosage  forms— Liquid,  Tablets, 
and  Capsules— offer  convenience  and  variety. 


contraindication:  Carcinoma  of  the  prostate,  due  to 
methyltestosterone  component. 

warning:  Some  patients  with  pernicious  anemia  may  not 
respond  to  treatment  with  the  Tablets  or  Capsules,  nor  is 
cessation  of  response  predictable.  Periodic  examinations 
and  laboratory  studies  of  pernicious  anemia  patients  are 
essential  and  recommended. 


MEDIATRIC  Liquid 

Each  15  cc.  (3  teaspoonfuls)  contains: 

♦Conjugated  estrogens — equine  (Premarin®)  0.25  mg. 

Methyltestosterone  2.5  mg. 

Thiamine  HC1  5.0  mg. 

Cyanocobalamin  1.5  meg. 

Methamphetamine  1.0  mg. 

Contains  15%  alcohol 


side  effects:  In  addition  to  withdrawal  bleeding,  breast 
tenderness  or  hirsutism  may  occur. 
suggested  dosages:  Male  and  female:  3 teaspoonfuls  of 
Liquid,  1 Tablet,  or  1 Capsule,  daily  or  as  required. 

In  the  female:  To  avoid  continuous  stimulation  of  breast 
and  uterus,  cyclic  therapy  is  recommended  (3  week  regi- 
men, with  1 week  rest  period — Withdrawal  bleeding  may 
occur  during  this  1 week  rest  period). 


MEDIATRIC  Tablets  and  Capsules 

Each  MEDIATRIC  Tablet  or  Capsule  contains: 
♦Conjugated  estrogens — equine  (Premarin®)  0.25  mg. 

Methyltestosterone  2.5  mg. 

Ascorbic  acid 100.0  mg. 

Cyanocobalamin  2.5  meg. 

Intrinsic  factor  concentrate  8.0  mg. 

Thiamine  mononitrate  10.0  mg. 

Riboflavin 5.0  mg. 

Niacinamide  50.0  mg. 

Pyridoxine  HC1  3.0  mg. 

Calc,  pantothenate  20.0  mg. 

Ferrous  sulfate  exsic 30.0  mg. 

Methamphetamine  HC1  1.0  mg. 

♦Orally  active,  water-soluble  conjugated  estrogens  derived 
from  pregnant  mares’  urine  and  standardized  in  terms 
of  the  weight  of  active,  water-soluble  estrogen  content. 


In  the  male:  A careful  check  should  be  made  on  the 
status  of  the  prostate  gland  when  therapy  is  given  for 
protracted  intervals. 

supplied:  No.  910 — MEDIATRIC  Liquid,  in  bottles  of 
16  fluidounces  and  1 gallon.  No.  752 — MEDIATRIC 
Tablets,  in  bottles  of  100  and  1,000.  No.  252 — MEDIA- 
TRIC Capsules,  in  bottles  of  30,  100,  and  1,000. 


Mediatric 

steroid-nutritional  compound 
AYERST  LABORATORIES,  NEW  YORK,  N.Y.  10017  • Montreal,  Canada 
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When  the  stagnant  sinus 
must  be  drained... 


In  the  common  cold,  Neo-Synephrine  is  unsurpassed 
for  reducing  nasal  turgescence.  It  stops  the  stuffy  feel- 
ing at  once.  It  opens  sinus  ostia  to  re-establish  drainage 
and  lessen  the  chance  of  sinusitis.  With  Neo-Synephrine, 
in  the  concentrations  most  commonly  used,  deconges- 
tion lasts  long  enough  for  extended  breathing  comfort, 
without  endangering  delicate  respiratory  tissue.  Sys- 
temic side  effects  are  virtually  unknown.  There  is  little 
rebound  tendency. 


Winthrop  Laboratories,  New  York,  N.Y.  10016 


~j/j//nf/rrDp 


Brand  of  phenylephrine  hydrochloride 

is  available  In  a variety  of  forms, 
for  all  ages: 


Ve%  solution  for  infants 

V«%  solution  for  children  and  adults 

V4%  pediatric  nasal  spray  for  children 

Vj%  solution  for  adults 

V2%  nasal  spray  for  adults 

V2%  jelly  for  children  and  adults 

1%  solution  for  adults  (resistant  cases) 

Also  NTZ®  Solution  or  Spray 
Antihistamine-decongestant 
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The  full  Va  grain  of  phenobarb  in  the  formula 

takes  the  nervous  edge  off  the  pain 
...helps  bring  out  the  best  in  codeine 


Phenaphen 
with  Codeine 


the  only  leading 
compound  analgesic 
that  calms 

instead  of  caffeinates 


Each  capsule  contains: 

Phenobarbital  (%  gr.) 16.2  mg. 

(Warning:  may  be  habit  forming) 

Aspirin  (2'/2  gr.) 162.0  mg. 

Phenacetin  (3  gr.) 194.0  mg. 

Hyoscyamine  sulfate 0.031  mg. 

Codeine  phosphate 14  gr.  (No.  2), 

V2  gr.  (No.  3),  1 gr.  (No.  4) 
(Warning:  may  be  habit  forming) 


Contraindications:  Hypersensitivity  to  any  ingredient. 
Precautions:  As  with  all  phenacetin-containing  prod- 
ucts, avoid  excessive  or  prolonged  use. 

Side  Effects:  Side  effects  are  uncommon  - nausea, 
constipation,  and  drowsiness  have  been  reported. 


A H ROBINS  CO..  INC  . Richmond,  Va  23220 
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For  people  who  eat 
mote  than  one  meal  a day 


j A Plegine  (Phendimetrazine  bitartrate)  tablet 
i taken  an  hour  before  each  meal  affords  peak 
activity  at  mealtime,  when  it  is  needed  most. 
Reminds  patients  to  eat  according  to  your 
| prescribed  diet  plan. 

t.i.d7  Plegine 

Phendimetrazine Martrate 

provides  peak  appetite  suppression  when  it's  needed  most 


Indications:  Recommended  in  the  management  of 
excessive  appetite  leading  to  obesity. 

Cautions  and  Contraindications:  No  adverse  effects  on 
blood  pressure,  heart  rate,  and  respiration  have  been 
reported.  However,  as  is  true  for  all  medications  of  this 
type,  Plegine  (Phendimetrazine  bitartrate)  is  not  rec- 
ommended for  patients  with  coronary  disease,  severe 
hypertension,  or  thyrotoxicosis,  and  should  be  used 
with  caution  in  highly  nervous  or  agitated  individuals. 
Side  Effects:  There  have  been  occasional  reports  of  in- 
somnia and  nervousness.  Rare  instances  of  mouth 
dryness,  nausea,  blurring  of  vision,  dizziness,  consti- 
pation, and  stomach  pain  have  been  noted. 
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Month  in  Washington 


The  National  Institutes  of  Health  is  concen- 
trating its  efforts  in  the  artificial  heart  field  to 
the  support  of  programs  for  the  development  of 
auxiliary  heart-pumping  devices  rather  than 
complete  artificial  hearts.  The  auxiliary  device 
approach  includes  the  programs  led  by  Michael 
E.  DeBakey,  M.D.,  Baylor  University  College 
of  Medicine,  Houston,  Texas,  and  Adrian  Kantro- 
witz,  M.D.,  chief  of  surgical  services,  Maimon- 
ides  Hospital  of  Brooklyn.  Other  teams  work- 
ing on  developing  complete  artificial  hearts 
will  continue  their  research,  but  the  government 
will  not  emphasize  then'  approach.  The  deci- 
sion to  forego  for  the  present  a major  program  to 
build  a complete  artificial  heart  was  made  by 
James  A.  Shannon,  M.D.,  director  of  the  Na- 
tional Institutes  of  Health,  after  he  determined 
that  there  was  not  enough  fundamental  in- 
formation on  how  the  heart  operates  to  make 
such  a project  feasible. 

Dr.  Kantrowitz  described  the  problems  in- 
volved in  designing  artificial  heart  devices  in  a 
speech  at  a meeting  of  the  American  Society  of 
Mechanical  Engineers  in  New  York:  “The  heai't 
is  not  a simple  pumping  device.  It  receives 
thousands  of  signals  from  other  parts  of  the 
body. . . . It’s  better  to  leave  the  heart  in  place 

to  respond  to  all  these  signals  and  make  a me- 
chanical pump  as  an  auxiliary  device  to  do  most 
of  the  work.”  Dr.  DeBakey  is  working  toward 
development  of  a device  that  would  allow  the 
heart  to  rest  long  enough  for  it  to  recover  its 
strength  and  resume  its  role  in  the  body  without 
assistance.  Dr.  Kantrowitz  is  working  toward 
development  of  an  implantable  auxiliary  device 
that  would  permanently  aid  those  whose  hearts 
cannot  function  adequately  alone.  Both  these 
approaches  and  others  similar  to  them  are  of 
the  type  the  N.I.H.  wants  to  support.  “We 
want  to  develop  both  a family  of  highly  efficient 
short-term  devices  to  tide  people  over  acute 
heart  attacks  and  also  completely  implantable 
heart-assist  devices,”  a N.I.H.  spokesman  said. 
“Then,  after  this  type  of  development  is  worked 
out,  and  devices  have  been  proved  in  clinical 
trials  with  a high  degree  of  reliability,  and  it 
looks  like  total  heart  replacement  is  feasible,  we 
will  push  toward  that  goal.” 

Dr.  Kantrowitz  praised  the  partnership 
between  physicians  and  engineers  necessary  in 
the  artificial  heart  field,  but  he  said  efforts 
must  be  made  to  ensure  that  leadership  in  the 
research  remains  with  the  medical  profession 
and  is  not  given  to  engineers  who  do  not  fully  un- 
derstand the  medical  problems  involved. 

* * * 

Prepared  by  the  Washington,  D.C.,  Office  of  the  American 
Medical  Association. 


Obesity  has  become  a major  health  problem 
in  the  United  States  and  a special  health  hazard 
for  three  obesity-prone  groups,  according  to  the 
U.S.  Public  Health  Service.  Quoting  a new 
P.H.S.  source  book  for  health  professionals, 
Obesity  and  Health,  the  P.H.S.  said  that  the 
prevalence  of  obesity  in  this  country  is  a source 
of  growing  medical  concern  because  “fat  people 
are  more  likely  to  develop  certain  diseases  and 
to  die  at  an  earlier  age  than  people  of  normal 
weight.” 

Listed  as  prime  candidates  for  the  develop- 
ment of  obesity  and  its  attendant  association 
with  certain  serious  disorders  and  possible  early 
death  are  the  following. 

1.  Children  whose  relatives  are  obese: 
In  one  study,  73  per  cent  of  1,000  obese 
patients  had  at  least  one  obese  parent. 

2.  Heavily  built  persons  who  have  corpulent 

tendencies:  Obese  individuals  usually 

have  a heavier  physique  than  their 
nonobese  counterparts.  Large-boned 
and  thickly  muscled  persons,  particularly 
adolescents,  who  fit  this  description 
should  be  watched  closely. 

3.  Persons  who  are  becoming  less  active  and 

more  sedentary:  Food  intake  does  not 

decrease  proportionately  with  decrease  in 
energy  expenditure.  As  activity  de- 
creases, for  whatever  reason,  the  risk  of 
developing  obesity  increases. 

The  P.H.S.  said  that  while  a substantial 
amount  of  obesity  exists  at  every  age  in  both 
sexes,  obesity  in  children  and  adolescents  is  a 
particularly  discouraging  omen  for  the  future. 
“Obese  children  and  adolescents  are  a major 
reservoir  for  obesity  in  adult  life,”  the  source 
book  said.  “They  are  more  likely  to  remain 
obese  as  adults  and  to  have  more  difficulty  in 
losing  fat  and  maintaining  fat  loss  than  people 
who  become  obese  as  adults.” 

* * * 

No  bottle  of  children’s  aspirin  sold  after  July 
1,  1967,  will  contain  more  than  36  tablets.  This 
restriction  is  a joint  government-industry  effort 
to  reduce  accidental  overdose.  It  was  one  of 
several  steps  announced  jointly  by  the  U.S. 
Food  and  Drug  Administration  and  32  drug 
firms  after  a conference  aimed  at  curbing  child- 
hood deaths  and  illnesses.  By  July  1,  bottles 
of  children’s  aspirin  will  contain  this  cautionary 
label:  “Precaution:  No  cap  is  100  per  cent 

childproof.  In  case  of  accidental  overdose, 
notify  physician  immediately.” 

Also  agreed  on  was  a limitation  in  the  potency 
of  children’s  aspirin.  Some  now  range  as  high 

continued,  on  page  20b 
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New  from  Du  Pont 

Symmetrel 


(Amantadine  HC1) 

The  first  oral  chemical  virostat  for  the  prevention  of  influenza  A; 


1 fl 


Influenza  virus 

Protein  shell  enclosing 
the  core  of  nucleic 
acid  (RNA) — artist's 
representation 


r y ' | 


The  incidence  of  influenza  A2.  In  this  country,  where  influenza  is  one  of  the 
leading  causes  of  morbidity,  influenza  A2  (Asian)  continues  to  be  a serious 
medical  problem.  In  1957  influenza  A2  was  responsible  for  approximately  40,000 
excess  deaths  in  a three-month  period.  Since  that  year  the  most  prevalent  in- 
fluenza virus  has  been  A2  (Asian). 


What  is  Symmetrel®?  "Symmetrel’’  (amantadine  HC1)  is  a new  synthetic 
chemical  which  acts  as  a molecular  barrier  to  virus  penetration.  It  provides  for 
the  first  time  specific  oral  medication  for  the  prevention  of  respiratory  infec- 
tions caused  by  influenza  A2  (Asian)  viruses — an  entirely  new  approach  in  pre- 
ventive medicine. 


For  prescribing  information,  see  last  page  of  this  presentation 


What  Symmetrel®  (amantadine  HC1)  means  to  you 

.the  first  and  only  oral  chemical  agent  to  prevent  influenza  A2  (Asian). 

.not  a vaccine  or  antibiotic,  but  a new  synthetic  chemical  unrelated  to  any  other 
chemotherapeutic  agent. 

.unique  mode  of  action:  prevents  virus  penetration  of  the  host  cell  without  affecting 
vital  cell  functions. 

.specifically  active  against  all  influenza  A2  viruses  tested  to  date. 

.not  indicated  for  the  prevention  of  influenzal  or  respiratory  illness  other  than 
influenza  A2  or  for  the  treatment  of  established  disease. 

.does  not  interfere  with  normal  antibody  response;  acts  in  concert  with  pre-existing 
antibody. 

What  Symmetrel®  means  to  your  patient 

.possible  immediate  influenza  A2  protection  when  taken  following  suspected  contact, 
.may  be  particularly  useful  during  outbreaks  or  epidemics  and  for  high-risk  patients 
in  whom  the  occurrence  of  influenza  A2  is  especially  hazardous. 

.a  high  degree  of  safety  in  clinical  use. 

.simple  once  daily  or  b.i.d.  dosage. 


The  mode  of  action  of  Symmetrel® 


Our  current  knowledge  leads  us  to  believe  "Symmetrel"  acts  as  a molecular  barrier  to  influenza  virus  penetration. 
Shown  here  in  a greatly  enlarged  section,  "Symmetrel" — located  at  the  cellular  membrane — effectively  prevents 
(blocks)  virus  penetration.  Thus,  “Symmetrel”  does  not  directly  destroy  the  virus  particle  but  acting  as  a virostat 
prevents  the  cycle  of  virus  penetration,  virus  replication,  and  cell  destruction  that  is  characteristic  of  virus 
invasion  of  animal  cells  (tissue).  Artist's  conception  based  on  current  scientific  knowledge. 

1.  “Mode  of  Action  of  the  Antiviral  Activity  of  Amantadine  in  Tissue  Culture",  Hoffmann.  C.  E.;  Ncumayer,  E.  M.;  Haff,  R.  F.;  and  Gotdsby, 
R.  A.,  Journal  of  Bacteriology  90. 623  (1965). 


How  the  influenza  virus  invades  and  destroys  the  untreated  cell 


1 Viruses  outside  the  cell  attach  them- 
selves to  specific  cell  receptor  areas 


2 The  virus  is  incorporated  into  a vac- 
uole within  the  cell.  From  this  vacuole 
the  virus  nucleic  acid  passes  into  the 
cell  cytoplasm 


3 The  virus  nucleic  acid  then  directs 
the  cell  to  produce  both  new  virus  nu- 
cleic acid  and  virus  protein  coat  ma- 
terial which  aggregate  to  form  new 
virus  particles.  This  process  leads  to 
the  release  of  new  virus  particles  and 
eventual  destruction  of  the  cell 


How  Symmetrel®  (Amantadine  HC1)  prevents  virus  invasion1 


Safety  of  Symmetrel®  Confirmed.  When  used  as  indicated,  is  generally  well  tolerated. 
No  kidney,  liver,  bone  marrow,  or  hematological  disturbances  have  been  observed. 


Prescribing  Information 

Indications:  “Symmetrel”  is  indicated  for  the  preven- 
tion (prophylaxis)  of  influenza  A2  in  persons  of  all  age 
groups.  Early  use  is  recommended,  preferably  before 
or  as  soon  as  possible  after  actual  or  suspected  con- 
tact with  individuals  suffering  from  influenza  A2. 
"Symmetrel”  should  especially  be  considered  for 
high  influenza-risk  patient  groups  such  as  those  suf- 
fering from  chronic  debilitating  diseases  and  elderly 
persons. 

Contraindications:  Not  indicated  for  the  prevention 
of  influenzal  or  respiratory  illness  other  than  influ- 
enza A2  or  for  the  treatment  of  established  disease. 

Warnings:  Administration  to  patients  with  central 
nervous  system  disease,  particularly  geriatric  patients 
with  cerebral  arteriosclerosis,  and  patients  with  a 
history  of  epilepsy  or  other  "seizures,”  requires  strict 
observation  for  possible  untoward  effects  (see  Ad- 
verse Reactions).  Patients  taking  psychopharmaco- 
logic  drugs,  central  nervous  system  stimulants,  or 
alcoholic  beverages  should  be  observed  for  possible 
evidence  of  intolerance.  Those  patients  who  experi- 
ence central  nervous  system  effects  or  blurring  of 
vision  should  be  cautioned  against  driving  or  working 
in  situations  where  alertness  is  important. 

No  teratogenic  effects  have  been  seen  in  reproduc- 
tive studies  in  rats  and  rabbits.  Studies  in  pregnant 
women  have,  however,  not  been  done  and  use  of  this 
drug  in  women  of  childbearing  age  should  be  under- 
taken only  after  weighing  the  possible  risks  to  the 
fetus  against  benefit  to  the  pregnant  patient.  It  should 
not  be  administered  to  nursing  mothers  since  it  is  not 
known  whether  the  drug  is  secreted  in  the  milk. 

Precautions:  Ineffective  against  bacterial  infections. 
Patients  should  be  observed  for  idiosyncratic  reac- 
tions as  with  all  new  drugs.  Geriatric  patients  with 
pre-existing  serious  medical  illnesses  with  mental  or 
physical  deterioration  should  be  followed  carefully 
medically  while  taking  "Symmetrel.”  (See  Adverse 
Reactions.) 

Adverse  Reactions:  With  higher  than  indicated  doses 
manifestations  of  central  nervous  system  effects  such 


as  nervousness,  insomnia,  dizziness,  lightheadedness, 
drunken  feeling,  slurred  speech,  ataxia,  inability  to 
concentrate  and  some  psychic  reactions  including  de- 
pression and  feelings  of  detachment  were  seen.  Occa- 
sional blurred  vision  was  reported  at  higher  doses. 
Some  of  the  milder  and  less  pronounced  symptoms 
above  have  been  reported  in  a small  number  of  pa- 
tients taking  the  recommended  dosage  of  200  mg  per 
day.  Those  were  mostly  transient  and  disappeared 
with  continued  administration  of  the  drug.  Some  geri- 
atric patients  developed  paranoid  or  hallucinatory 
behavior  and  became  unmanageable  while  taking  200 
mg  daily.  Medically  unselected  seriously  deteriorated 
geriatric  patients  showed  poor  clinical  tolerance  after 
several  weeks  of  daily  dosing  with  200  mg  per  day. 
One  elderly  patient  with  a history  of  prior  cerebro- 
vascular accident  developed  visual  hallucinations  and 
grand-mal  convulsions  while  on  drug  at  800  mg  per 
day.  Some  cases  of  dry  mouth,  gastrointestinal  upset 
and  skin  rash  and  rarely,  tremors,  anorexia,  pollaki- 
uria,  and  nocturia  have  been  also  reported. 

Safety:  When  used  as  indicated,  is  generally  well  tol- 
erated. No  kidney,  liver,  bone  marrow,  or  hematolo- 
gical disturbances  have  been  observed. 

Dosage:  Adults:  Two  100  mg  capsules  (or  4 teaspoon- 
fuls of  syrup)  as  a single  daily  dose  or  the  daily  dose 
may  be  divided  into  one  capsule  of  100  mg  (or  2 tea- 
spoonfuls of  syrup)  twice  a day. 

Children:  1 yr. — 9yrs.of  age:  Calculate  total  daily  dose 
on  the  basis  of  2 mg  to  4 mg  per  pound  of  body  weight 
per  day  (but  not  to  exceed  150  mg  per  day ) . Daily  dose, 
given  as  the  syrup,  should  be  given  in  2 or  3 equal 
portions. 

9 yrs. — 12  yrs.  of  age:  Total  daily  dose  200  mg  given  as 
one  capsule  of  100  mg  (or  2 teaspoonfuls  of  syrup) 
twice  a day. 

How  Supplied:  Capsules:  Bottles  of  100.  Each  red, 
gelatin  capsule  contains  100  mg  amantadine  HC1. 
Syrup:  Bottles  of  1 pint.  Each  5 ml  (1  teaspoonful) 
contains  50  mg  amantadine  HC1. 


Symmetrel® 

(Amantadine  HC1) 

A molecular  barrier  to  virus  penetration 


for  tranquility  in  the  geriatric  syndrome 


No  age  is  exempt  from  anxiety,  but  emotional  resiliency 
tends  to  run  especially  low  in  the  later  years.  For  elderly 
patients,  such  events  as  death  of  a spouse,  decline  in 
physical  health,  change  of  environment,  or  loss  of 
financial  security  may  come  as  overwhelming  burdens. 

When  your  geriatric  patient  responds  to  such  problems 
with  anxiety,  you  can  counteract  the  emotional  distress 
oromptly  with  Atarax,  the  unique  and  effective  tran- 
quilizer. Atarax  is  particularly  suitable  for  the  elderly 
Decause,  with  its  outstanding  safety  record,  there  is 
jsually  no  need  to  lower  the  dosage  as  is  the  case  with 


many  other  tranquilizers;  the  suggested  optimal  dos-  % 
age  for  geriatric  patients  is  50  mg.,  q.i.d.  Atarax  can  be 
used  concomitantly  with  many  other  drugs,  including 
digitalis;  and  it  is  helpful  in  relieving  nervousness  asso- 
ciated with  many  organic  diseases  common  to  old  age.  j 
The  variety  of  dosage  forms  permits  flexibility  of  ad-  ; 
ministration  to  suit  convenience,  patient  preference,  or 
special  requirements.  i 

RoeriBeC®  (B  complex  plus  500  mg.  C) 
in  medical  surgical  after-care  you  can't  overstress  it 

Resistance  — Recovery  — RoeriBeC 


optimal  dosage/optimal  results 


TTMRTIX# 

(hydroxyzine  HCI) 


J.  B.  Roerig  and  Company 
Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World's  Well-Being® 
New  York,  New  York  10017 


tablets,  syrup,  parenteral 


ecautions  and  adverse  reactions:  The  transitory  drowsiness  which 
y occur  with  hydroxyzine  HCI  usually  disappears  spontaneously 
a few  days  with  continued  therapy,  or  is  correctable  by  dosage 
uction.  Dryness  of  the  mouth  may  be  seen  with  higher  doses, 
oluntary  motor  activity,  including  rare  instances  of  tremor  and 
nvulsions,  has  been  reported,  usually  on  higher  than  recom- 
nded  dosage  Hydroxyzine  HCI  may  potentiate  barbiturates, 
rcotics  such  as  meperidine,  and  other  CNS  depressants.  In  con- 
ctive  use,  dosage  for  these  drugs  should  be  decreased  as  much 
50%.  Because  drowsiness  may  occur,  patients  should  be  cau- 
ned  against  driving  a car  or  operating  dangerous  machinery, 
renteral  Solution  Precautions  and  contraindications:  This  dos- 
e form  is  intended  only  for  I.M.  or  I.V.  administration  and 
suld  not,  under  any  circumstances,  be  iniected  subcutaneously 
intra-arterially.  When  the  usual  precautions  for  I.M.  injection 
ve  been  followed,  reports  of  soft  tissue  reactions  have  been 
e.  When  used  intravenously,  if  given  undiluted,  minimal  amounts 
hemolysis  (2-3  grams  of  liberated  hemoglobin)  will  occur.  If 
uted  with  50  cc.  of  normal  saline  and  given  during  a period  of 
r minutes  or  more,  this  phenomenon  does  not  occur.  Due  to  the 
ove,  and  infrequent  phlebitis,  the  rate  of  injection  must  not 
seed  25  mg.  per  minute.  A single  I.V.  administration  in  excess  of 
mg.  is  not  recommended.  Particular  care  should  be  used  to 
ure  injection  only  into  intact  veins;  a few  instances  of  digital 
ngrene  occurring  distal  to  the  injection  site  have  been  attributed 
inadvertent  intra-arterial  injection  or  periarterial  extravasa- 
n,  both  of  which  should  be  avoided.  Use  in  Pregnancy:  When 
ministered  to  rats  at  high  dosage,  hydroxyzine  induced  fetal 
normalities.  Until  human  clinical  data  are  available  adequate 
establish  safety  in  early  pregnancy,  hydroxyzine  is  contraindi- 
ed  in  early  pregnancy. 


continued  from  page  200 

as  5 grains  a tablet.  The  new  limit  will  be 
l'/i  grains. 

* * * 

William  H.  Stewart,  M.D.,  Surgeon  General 
of  the  U.S.  Public  Health  Service,  says  the 
nation’s  hospitals  need  20  per  cent  more  pro- 
fessional and  technical  workers,  primarily 
nurses,  to  provide  the  best  patient  care. 
Stewart’s  statement  accompanied  a joint  U.S. 
Public  Health  Service-  American  Hospital  Asso- 
ciation survey  which  showed  that  more  than 
80,000  additional  nurses  and  40,00  practical 
nurses  are  needed,  plus  50,000  aides  in  general 
hospitals  and  30,000  aides  in  psychiatric  insti- 
tutions. Also  needed  are  9,000  medical  tech- 
nologists; 7,000  social  workers;  and  4,000  phys- 
ical therapists,  x-ray  technologists,  and  surgical 
technicians. 

* * * 

John  W.  Gardner,  Secretary  of  the  U.S. 
Department  of  Health,  Education,  and  Welfare, 
has  appointed  a six-member  Task  Force  on 
Environmental  Health  and  Related  Problems 
and  instructed  it  to  “think  at  least  fifty  years 
ahead.”  Chairman  of  the  task  force  is  Ron 
M.  Linton  who  was  formerly  staff  director  of 
the  Senate  Committee  on  Public  Works  and 
is  now  associated  with  Urban  America,  Inc. 

Linton  said  the  task  force  will  be  concerned 
not  only  with  such  obvious  threats  to  health  as 
air  and  water  pollution  but  also  with  “crowding, 
noise,  lack  of  open  space,  lack  of  mobility,  and 
dirt.”  The  task  force  will  hold  hearings  in  a 
number  of  cities  and  is  scheduled  to  report  to 
Gardner  by  June  1,  1967. 


Discipline  vital 
to  child's  safety 

Disciplining  by  parents  is  a major  factor  in 
whether  or  not  preschool  children  are  accident- 
prone,  Vincent  J.  Fontana,  M.D.,  director  of 
pediatrics  at  St.  Vincent’s  Hospital  and  Medical 
Center,  said  at  a recent  seminar  in  New  York. 

Since  the  home  environment  presents  the 
greatest  hazards  for  preschool  children,  parental 
discipline  in  the  field  of  safety  was  urged. 
This  should  be  tempered  by  love,  however, 
since  the  excessively  disciplined  child  and  the 
overly  protected  child  are  equally  prone  to 
accident  injury. 

Last  year  5,500  children  less  than  five  years 
old  had  died  of  accidents  in  their  homes  in  the 
United  States.  Among  the  fatalities  were 
falls,  suffocation,  burns,  poisoning,  firearms, 
drowning,  and  electric  shocks.  Twelve  hundred 
children  less  than  twelve  years  old  died  annu- 
ally from  accidents,  50,000  were  crippled,  and 
almost  2 million  were  incapacitated. 

Tranquilizers  have  increased  in  importance  as 
well  as  in  danger  to  children,  as  seen  in  com- 
parison of  9 tranquilizer-death  cases  in  1955 
and  1,300  cases  in  1965. 
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A.M.W.A.  prepares  directory 
of  free-lance  specialists 

A directory  of  free-lance  writers,  editors,  and 
researchers  is  being  published  by  the  American 
Medical  Writers’  Association.  This  is  the 
first  directory  to  list  specialists  in  the  many 
areas  of  medical  communication  who  are  avail- 
able for  free-lance  work.  The  listings  give 
name  and  address;  type  of  service,  whether 
writer,  editor,  or  research;  and  field  of  special- 
ization, such  as  legal,  dental,  nutrition,  phar- 
maceutic companies,  or  advertising  agencies. 
In  addition,  the  guide  explains  the  several 
reasons  for  using  free-lance  talent;  how  to 
select  a person  well  suited  for  the  assignment; 
and  the  importance  of  describing  carefully 
the  assignment  with  regard  to  what  is  wanted, 
deadlines,  and  fees.  There  is  a special  section 
on  the  several  factors  to  consider  in  determin- 
ing a fair  and  equitable  fee. 

The  directory  was  compiled  by  the  A.M.W.A. 
Special  Committee  on  Free-Lance  Work  under 
the  chairmanship  of  Ed  F.  Lindner.  To  obtain 
a copy  write:  American  Medical  Writers’ 

Association,  P.O.  Box  267,  Arlington,  Virginia 

22210. 

Project  launches  campaign 
against  emphysema 

An  emphysema  prevention  project  is  being 
conducted  by  the  Triboro  Hospital  of  The 
Long  Island  Jewish  Hospital — Queens  Hospital 
Center  Affiliation  and  the  Queensboro  Tuber- 
culosis and  Health  Association,  Inc.,  with 
financial  support  from  the  U.S.  Public  Health 
Service.  It  is  a cooperative  program  for  the 
detection,  treatment,  and  follow-up  of  Queens 
residents  with  evidence  of  minimal  impairment 
of  pulmonary  function  and  will  utilize  screening 
and  clinic  facilities  established  for  this  purpose. 
The  objective  of  the  program  is  to  determine  if 
the  progressive  effects  of  this  condition  can  be 
prevented  or  arrested. 

Patients  selected  must  be  Queens  working 
men  between  the  ages  of  forty  and  sixty-five 
who  have  a validated  diagnosis  of  early  or  mild 
obstructive  lung  disease  which  has  not  reached 
a degree  of  disability  incompatible  with  the 
individual’s  gainful  activities.  They  also  must 
have  no  history  or  other  evidence  of  episodic 
or  allergic  asthma  or  any  other  conditions  or 
circumstances  which  would  hamper  full  par- 
ticipation in  the  project.  There  is  no  charge  to 
the  patient  for  services  provided. 

Patients  may  be  referred  to  the  Emphysema 

Material  for  inclusion  in  the  medical  news  section  must  be 
received  six  weeks  prior  to  publication  date. 


Prevention  Clinic  at  Triboro  Hospital  for 
validation  of  diagnoses  and  determination  of 
eligibility  for  treatment  following  their  screen- 
ing by  mobile  units  of  the  Queensboro  Tuber- 
culosis and  Health  Association,  Inc.,  or  through 
physicians  in  contact  with  such  persons.  All 
referrals  will  be  made  on  the  basis  of  appoint- 
ment only.  Further  information  may  be  secured 
by  telephoning  JAmaica  6-0666. 

Commission  to  fight  air  pollution 

A national  commission  that  will  serve  as  a 
focal  point  for  citizen  action  in  the  campaign 
for  clean  air  has  been  appointed  by  the  National 
Tuberculosis  Association,  according  to  a recent 
announcement  by  Sydney  Jacobs,  M.D.,  pres- 
ident of  the  Association.  Called  the  National 
Ah'  Conservation  Commission,  the  group  is 
headed  by  James  H.  Sterner,  M.D.,  of  Rochester, 
New  York,  medical  director  of  the  Eastman 
Kodak  Company.  Long  active  in  the  environ- 
mental health  field.  Dr.  Sterner  is  chairman  of 
the  Council  on  Environmental  and  Public 
Health  of  the  American  Medical  Association 
and  is  a member  of  the  Tuberculosis  Associa- 
tion’s Board  of  Directors. 

Dr.  Jacobs  said  it  is  expected  that  the  com- 
mission will  become  the  rallying  point  for 
citizen  activity  in  initiating  and  promoting 
clean-air  programs  at  the  community  level 
and  that  it  will  work  with  other  agencies  in 
support  of  regulations  needed  to  prevent  man- 
made pollution  of  the  air. 

Personalities 

Elected.  As  officers  of  the  American  Academy 
of  Dermatology  at  their  25th  annual  session  in 
Philadelphia:  Anthony  N.  Domonkos,  M.D., 

New  York  City,  associate  clinical  professor  of 
dermatology  at  Columbia  College  of  Physicians 
and  Surgeons,  vice-president;  and  Alfred  W. 
Kopf,  M.D.,  New  York  City,  to  the  Board  of 
Directors  for  a three-year  term ...  As  officers 
of  the  professional  staff  at  The  Brooklyn- 
Cumberland  Medical  Center:  Monte  Malach, 

M.D.,  attending  in  the  Department  of  Inter- 
nal Medicine,  president;  Anthony  L.  Tomao, 
M.D.,  vice-president;  Joseph  Falcone,  secre- 
tary; and  Christopher  Spina,  M.D.,  treasurer 
. . . Milton  J.  Matzner,  M.D.,  Brooklyn,  re- 
elected editor-in-chief  of  the  American  Journal 
of  Gastroenterology  at  a recent  meeting  of  the 
American  College  of  Gastroenterology. 

Installed.  Richard  Ament,  M.D.,  attending 
anesthesiologist,  Buffalo  General  Hospital,  as 
president  of  the  New  York  State  Society  of 
Anesthesiologists. 
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the  nose  as  a shock  organ 

by  Charles  J.  Shagoury,  M.D.,  Chelmsford,  Massachusetts 


"Is  it  a cold,  hay  fever,  or  has  he  been  reprimanded 
by  his  boss  ?”  Occasionally,  you  will  ask  yourself  this 
question  when  confronted  by  a patient  with  abrupt 
onset  of  rhinorrhea,  nasal  obstruction,  and  sneezing. 
Usually  the  history  will  elucidate  the  problem,  but 
examination  of  the  nose  will  often  provide  valuable 
clues  to  the  correct  diagnosis. 

The  nose  is  a shock  organ  in  a double  sense.  First,  it 
is  in  the  nose  that  the  confrontation  takes  place  with 
the  surrounding  atmosphere.  For  twenty-four  hours 
a day,  the  nose  must  meet  the  varying  challenges  of 
the  inspired  air,  containing  perhaps  noxious  chemi- 
cals, dust,  dirt,  bacteria,  viruses,  fungi,  and  indus- 
trial pollutants  of  all  kinds,  and  render  it  clean, 
virtually  sterile,  and  fit  for  the  sensitive  alveoli  of 
the  lungs.  Whatever  the  temperature  or  humidity 
of  the  atmosphere,  the  nose  must  transmit  it  to  the 
lungs  at  approximately  98 °F,  and  with  a humidity 
of  approximately  40%. 1 

Second,  in  particularly  susceptible  patients,  the  nose 
acts  as  a shock  organ  in  a manner  totally  unrelated 
to  its  normal  function.  Persons  with  hay  fever  re- 
spond to  ordinarily  harmless  materials  by  extreme 
nasal  congestion,  with  marked  rhinorrhea  and  vio- 
lent spasms  of  sneezing.  In  some  patients,  exposure 
to  threatening  or  disagreeable  agents,  or  situations 
involving  mental  conflict  may  result  in  a reaction 
which  is  exclusively  nasal,  with  swelling  of  the 
turbinates,  and  marked  hypersecretion.2 

Hasal  symptoms  usually  result  when  the  nose  seeks 
to  perform  its  function  of  getting  rid  of  noxious  and 
dangerous  elements  in  the  atmosphere,  and  prevent 
their  admission  to  the  trachea  and  lungs.  Small  par- 
ticles are  removed  by  the  mucous  coating  which 
blankets  the  nasal  passages.  This  mucous  blanket 
contains  a bacteriostatic  agent,  lysozyme,  which 
destroys  most  air-borne  bacteria.3  The  mucinous 
content  renders  the  surface  sticky,  causing  dusts  and 
small  particles  to  adhere.  It  has  been  postulated  that 
this  process  is  rendered  more  effective  through  ad- 
sorption because  of  a surface  electrical  charge  on 
the  nasal  mucosa.4  The  cilia  then  sweep  the  particu- 
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late  matter  to  the  pharynx.  The  nose  can  prevent 
entrance  into  the  lungs  of  particles  as  small  as  three 
microns  in  diameter,  but  smaller  particles  elude  the 
nasal  barrier.  Most  bacteria  causing  respiratory  in- 
fections are  one  to  three  microns  in  diameter,  but 
since  they  usually  are  inhaled  in  clumps,  they  are 
efficiently  removed  as  a rule.  V iruses,  which  are  of  the 
order  of  1/1000  of  this  size,  are  less  efficiently  dealt 
with,  unless  they  occur  in  very  large  aggregates.5 

The  nose  will  react  in  a more  or  less  similar  manner, 
whatever  the  nature  of  the  offending  agent,  whether 
it  be  an  irritant  chemical,  virus,  pollen,  or  distasteful 
emotional  situation.  In  acute  coryza,  the  most  char- 
acteristic sign  is  a profuse  watery  discharge.  The 
volume  of  secretion  may  rise  from  practically  noth- 
ing to  nearly  60cc  in  twenty-four  hours.6  The  mucous 
membrane  is  reddened  and  engorged,  while  the 
turbinates  are  markedly  swollen.  After  the  first  day 
or  two,  the  secretion  becomes  thicker,  yellowish,  and 
more  difficult  to  expel.  The  surface  cells  are  largely 
destroyed,  contributing  to  the  copious  discharge, 
which  now  also  contains  numerous  inflammatory 
cells  which  have  migrated  to  the  area.  Gradually, 
over  a period  of  a few  days,  or  a week,  the  flood 
abates,  the  swelling  and  redness  subside,  and  the 
nasal  epithelium  resumes  a healthy  appearance. 

Repeated  attacks  of  rhinitis,  particularly  if  there  is 
an  underlying  element  of  obstruction,  may  result  in 
chronic  rhinitis.  The  mucous  membrane  is  constantly 
swollen  and  reddened.  Sticky,  mucopurulent  secre- 
tions are  a continuous  feature,  and  the  glandular 
elements  are  hypertrophied.  Commonly,  the  mu- 
cosal surface  takes  on  an  irregular,  rounded  "mul- 
berry” appearance,  and  nasal  passages  are  occluded 
by  the  swollen  turbinates  and  redundant  mucosa. 


W hile  all  of  us  are  susceptible  to  colds,  the  victim  of 
hay  fever,  or  allergic  rhinitis,  displays  a marked 
nasal  reaction  to  materials  in  the  air  which  leave  his 
associates  unaffected.  In  such  a patient,  the  nasal 
mucosa  has  become  an  allergic  "shock”  organ.  Con- 
tact with  the  nasal  allergen  causes  local  release  of 
histamine,  with  vasodilatation,  increased  vascular 
permeability,  and  severe  nasal  congestion,  similar  to 
the  "wheal”  and  "flare”  reactions  in  the  skin,  when 
the  epidermis  is  the  allergic  shock  organ.  While  we 
eagerly  await  the  coming  of  spring,  the  hay  fever 
sufferer  dreads  the  blooming  season,  whose  invisible 
pollens  are  poisons  to  his  sensitive  nose.  His  neigh- 
bor’s cat  or  dog  may  provoke  paroxysms  of  uncon- 
trollable sneezing.  In  some  cases  a specific  allergen 
is  not  identified,  but  the  triad  of  rhinorrhea,  nasal 
obstruction,  and  sneezing  is  present.7  The  nose  in 
these  cases  shows  a pale,  boggy,  edematous  mucosa, 
with  a thin  mucoid  secretion.  The  mucous  mem- 
brane shows  extreme  retractility  to  1%  cocaine  or 
ephedrine.  If  the  patient  has  medicated  himself 
prior  to  examination,  the  nasal  passages  may  appear 
abnormally  patent,  or  show  exaggerated  congestion 
due  to  rebound  reaction.  The  secretion  may  show  a 
large  number  of  eosinophils  particularly  after  an 
attack  of  sneezing  or  rhinorrhea.  Touching  the  mu- 
cosal surface,  especially  of  the  inferior  turbinate, 
leaves  an  indentation,  showing  that  the  swelling  is 
due  to  stasis  and  edema,  rather  than  actual  hyper- 
plasia of  the  mucous  membrane  as  in  chronic  hyper- 
trophic rhinitis.  Though  the  pale  swollen  mucosa  is 
the  hallmark  of  allergic  rhinitis,  as  usually  seen  by 
the  physician,  exposure  of  allergic  subjects  to  their 
known  allergens  results  in  a brief  hyperemic  phase, 
followed  by  pallor  and  edema.8 

In  the  later  stages  of  allergic  rhinitis,  the  chronic 
edema  of  the  mucous  membrane  results  in  the  for- 
mation of  polyps,  clusters  of  grape-like  masses 
hanging  from  the  roof  of  the  nose,  with  a pale 
glistening  surface,  contributing  significantly  to  the 
sense  of  nasal  obstruction  and  oppression. 

A large  group  of  patients  show  symptoms  of  nasal 
congestion  when  confronted  by  adverse  life  situa- 
tions.9 In  these  unfortunate  persons,  anxiety,  frus- 
tration, and  resentment  are  often  accompanied  by  a 
runny  nose  and  nasal  obstruction.  Lacrimadon  adds 
to  the  nasal  stuffiness.  This  autonomic  response, 
mediated  by  the  parasympathetic  nervous  system, 
may  be  part  of  a general  parasympathetic  reaction, 
or  may  possibly  represent  in  part,  a symbolic  effort 
to  wash  out  and  crowd  out  the  offending  situation. 


Nasal  congestion  may  also  occur  in  some  patients  at 
times  of  sexual  stimulation,  and  in  women  during 
menstruation  and  pregnancy,  even  to  the  point  of 
epistaxis.10  The  relationship  is  obscure;  castration 
results  in  atrophy  of  the  nasal  glands,  and  their 
action  is  inhibited  by  the  hormones  of  the  hypo- 
physis and  the  thyroid.11  The  nose  may  be  the  shock 
organ  in  drug  therapy.  The  nose  may  also  bear 
the  brunt  of  industrial  stress,  in  those  who  work  in 
a hot  dry  atmosphere,  or  those  exposed  to  acid 
fumes,  or  irritating  dusts.  As  the  air  in  our  cities  is 
increasingly  polluted  by  exhaust  fumes,  and  indus- 
trial irritants,  whole  urban  populations  may  suffer 
from  chronic  nasal  and  respiratory  symptoms. 

Of  course,  nasal  reactions  are  not  just  infectious,  or 
allergic,  or  emotional.  Particularly  in  the  chronic 
sufferers,  there  is  an  interdependence  of  all  three. 
Death  of  a relative,  or  other  psychic  shock  can  pre- 
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For  postnasal  drip,  clogged  ears 


and  stuffed  and  runny  noses 

Triaminic  timed-release  tablets 


Each  timed-release  tablet  contains: 

Phenylpropanolamine  hydrochloride  50  mg. 

Pheniramine  maleate  25  mg. 

Pyrilamine  maleate  25  mg. 


keep  patients  comfortable  'round  the  clock.  24-hour  de- 
congestion on  just  a single  tablet  dosed  morning,  mid- 
afternoon and  at  bedtime.  Patients  regain  senses  and  can 
breathe,  smell  and  taste  again. 

Triaminic.  Isn’t  that  a comforting  thing  to  know? 

Side  effects:  Occasional  drowsiness,  blurred  vision,  car- 
diac palpitations,  flushing,  dizziness,  nervousness  or 
gastrointestinal  upsets.  Precautions:  The  patient  should 
be  advised  not  to  drive  a car  or  operate  dangerous  machin- 
ery if  drowsiness  occurs.  Use  with  caution  in  patients  with 
hypertension,  heart  disease,  diabetes  or  thyrotoxicosis. 
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cipitate  an  attack  of  rhinorrhea  in  hay  fever  suf- 
ferers.12 Others  develop  attacks  of  vasomotor 
rhinitis  following  change  in  temperature,  chilling, 
or  exposure  to  the  sun,  or  simply  warm  bedclothes. 


the  complex  interplay  of  allergy  and  infection  is 
largely  unclear.  Allergy  to  the  viruses  and  bacteria 
which  cause  infection  has  been  postulated,  but  is 
difficult  to  demonstrate.  The  swollen  obstructed  al- 
lergic nose  is  more  susceptible  to  infection.  At  the 
same  time,  infection  often  precedes  or  precipitates 
an  allergic  attack.  Exposure  of  a susceptible  patient 
to  an  allergen  can  activate  latent  virus  organisms 
leading  to  infection.13  This  "jolt’’  reaction  repre- 
sents a summation  of  an  allergen  and  a virus  leading 
to  symptoms  in  the  nose  as  a shock  organ,  which 
neither  could  have  produced  alone.  In  childhood, 
repeated  attacks  of  bronchitis  and  colds  may  be  in- 
flammatory reactions  to  an  allergen,  or  precipitated 
by  exposure  to  an  allergen.  These  children  may  later 
develop  typical  allergic  rhinitis.  On  the  other  hand, 
children  with  typical  allergic  histories,  eczema, 
asthma,  and  allergic  familial  backgrounds,  may  later 
develop  typical  infectious  rhinopathies.  Skin  tests  in 
such  patients  are  usually  positive. 

Nasal  reactions  are  part  of  the  systemic  response  of 
the  patient  to  an  unwelcome  stimulus.  In  cases  of 
respiratory  infection  and  exposure  to  atmospheric 
irritants,  the  reactions  are  useful,  and  to  some  extent 
desirable.  They  are  usually  self-limited,  disappear- 
ing within  a few  days,  or  upon  removal  of  the  pro- 
voking agent.  Here  the  distressing  symptoms  can  be 
ameliorated  with  appropriate  decongestant  agents, 
or,  in  the  case  of  severe  or  complicated  respiratory 
infections.antibiotics  may  be  given,  with  reasonable 
confidence  of  a cure.  On  the  other  hand,  when  nasal 
reactions  are  the  peculiar  response  of  an  individual 
to  an  allergen,  or  to  an  undesirable  situation,  they 
serve  no  useful  purpose.  The  nose  here  is  a shock 
organ  in  a stressful  situation,  but  can  furnish  no 
response  of  value.  It  merely  causes  the  patient  symp- 
toms which  add  to  his  problems.  In  these  cases, 


symptomatic  treatment  is  of  great  benefit,  but  often 
the  underlying  faulty  pattern  of  response  cannot  be 
altered.  Such  a patient  may  literally  be  considered 
to  be  paying  his  way  in  life  "through  the  nose.’’ 
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RAIN  TURNING  TO  SNOW,  INCREASING  WINDS  AND 
DROPPING  TEMPERATURES  FOLLOWED  BY  COUGH, 
CONGESTION  AND  PAIN 


Tussagesic* 


provides  up  to  24-hour 
coverage  of  the  tough  cold  with  a single  timed- 
release  tablet  dosed  morning,  midafternoon  and 
at  bedtime.  Coughs  are  broken  up,  runny  and 
stuffed  noses  are  cleared  and  pain  is  relieved. 

Each  Tussagesic®  timed-release  tablet  contains: 
Triaminic®  50  mg. 

(phenylpropanolamine  hydrochloride  25 

mg.;  pheniramine  maleate  12.5  mg.;  pyrila- 
mine  maleate  12.5  mg.) 

Dextromethorphan  hydrobromide  30  mg. 

Terpin  hydrate  180  mg. 

Acetaminophen  325  mg. 

Side  effects:  Occasional  drowsiness,  blurred  vi- 
sion, cardiac  palpitations,  flushing,  dizziness, 
nervousness  or  gastrointestinal  upsets.  Precau- 
tions: Patient  should  not  drive  a car  or  operate 
dangerous  machinery  if  drowsiness  occurs.  Ex- 
cept under  professional  care,  do  not  give  to  pa- 
tients under  12yrs.  orthose  who  have  persistent 
cough,  high  fever,  heart  or  thyroid  disease,  hy- 
pertension or  diabetes  or  use  for  more  than 
10  days. 


(Advertisement) 


Blood-glucose 
screening  for  aH 
/our  patients? 


.because  “Abnormalities  of  glucose 
letabolism  are  among  the  [most 
pmmonl  encountered  in  clinical 
ractice....”*  Simple,  quick,  econom- 
al  blood-glucose  screening 
ith  Dextrostix®  Reagent  Strips  is 
racticable  in  every  regular  physical 
<amination,  emergency  situation, 
id  whenever  hypo-  or  hyper- 
lycemia  may  be  of  clinical 
gnificance-for  “The  precision 
id  accuracy  of  Dextrostix 
.meet  the  need  for  an  always 
/ailable  simple  screening 
ethod....”*  All  that  is  required 
r screening  with 
extrostix  is  60  seconds 
id  a globular  drop  of 
apillary  or  venous  blood. 

Konormal  readings  will  be 
valuable  aid  to  diagnosis; 
jirmals  will  help  you 
itablish  an  important 
saseline  for  future  reference. 

arks,  V.,  and  Dawson,  A.: 
it.  M.  J.  J: 293, 1965. 


tEXTROSTlX- 

ovides  a clinically  useful 
atermination  when  performed 
icording  to  directionst 


:XTROSTIX  is  not  intended  to  replace 
te  more  precise  analytical  laboratory  methods. 


Kes— aH  your  patients 


AMES  COMPANY,  INC. 
Elkhart,  Indiana 


Against  these  three  major  pathogens . . . 


V-Cillin  K provides  unexcelled  oral  antibacterial  activity 


because  it  combines  a high  degree  of  in-vitro  activity... 

Staph. Aureus(Penicillin-Sensitive)  Streptococcus,  Group  A Diplococcus  Pneumoniae 


MIC  (meg. /ml.) 

MIC  (meg. /ml.) 

MIC 

(meg. /ml.) 

Antibiotic 

Median 

Range 

Median 

Range 

Median 

Range 

Penicillin  V 

0.02 

0.02-0.04 

0.02 

0.003-0.4 

0.01 

0.005-0.2 

Penicillin  G 

0.02 

0.005-1.6 

0.005 

0.002-0.2 

0.02 

0.01-0.1 

Methicillin 

1.6 

0.4-6. 3 

0.2 

0.1 -0.4 

0.2 

0.1-1. 6 

Oxacillin 

0.4 

0.1  -3.1 

0.04 

0.02-0.4 

0.1 

0.04-0.8 

Cloxacillin 

0.2 

0.2-0.8 

0.1 

0.1 -0.8 

- 

- 

Nafcillin 

0.4 

0.2-0.8 

0.04 

0.02-0.1 

0.02 

0.02-0.2 

Ampicillin 

0.2 

0.1 -0.8 

0.02 

0.01-0.04 

0.02 

0.01-0.04 

Adapted  from  Klein,  J.  O.,  and  Finland,  M.  New  England  J.  Med  ,269  1019,  1963. 


with  high  blood  levels,  even  in  the  presence  of  food 


Adapted  from  Griffith,  R.  S.,  and  Black,  H.  R.:  Current  Ther.  Res.,  6 253,  1964. 


V-Cillin  K *H_ 

Potassium  Phenoxymethyl  Penicillin 


(See  next  page  for  prescribing  information.) 


New  500  mg.  tablets ...  a more  convenient  way  to  give  high  doses 


Description:  V-Ciilin  K is  the  potassium  salt  of  V-Cillin®  (phenoxy- 
methyl  penicillin,  Lilly).  This  chemically  improved  form  combines  acid 
stability  with  immediate  solubility  and  rapid  absorption.  Higher  serum 
levels  are  obtained  more  rapidly  with  this  penicillin  than  with  equal 
oral  doses  of  penicillin  G.  The  higher  serum  levels  and  acid  stability  of 
V-Cillin  K make  it  a more  dependable  penicillin  for  oral  use. 

V-Cillin  K,  Pediatric,  is  an  oral  solution  of  clinically  proved  V-Cillin  K 
in  teaspoon  dosage  form.  When  mixed  as  directed,  each  5 cc.  (ap- 
proximately one  teaspoonful)  will  contain  125  mg,  (200,000  units) 
phenoxymethyl  penicillin  as  the  potassium  salt. 

Indications:  V-Cillin  K has  been  shown  to  be  effective  in  the  treatment 
of  streptococcus,  pneumococcus,  and  gonococcus  infections  as  well  as 
infections  caused  by  sensitive  strains  of  staphylococci.  It  may  be  used 
for  the  prophylaxis  of  streptococcus  infections  in  patients  with  a history 
of  rheumatic  fever  and  for  the  prevention  of  bacterial  endocarditis 
after  tonsillectomy  and  tooth  extraction  in  those  patients  with  a history 
of  rheumatic  fever  or  congenital  heart  disease. 

Contraindication:  V-Cillin  K should  not  be  administered  to  a patient 
with  a history  of  penicillin  hypersensitivity. 

Precautions:  V-Cillin  K should  be  used  cautiously,  if  at  oil,  in  a pa- 
tient with  a strongly  positive  history  of  allergy.  Reactions  occur  more 
frequently  in  individuals  with  bronchial  asthma  or  other  allergies  or  in 


those  who  have  previously  demonstrated  sensitivity  to  penicillin.  If 
hypersensitivity  reactions  occur,  the  drug  should  be  discontinued. 
Adverse  Reactions:  Although  serious  allergic  reactions  are  much 
less  common  with  administration  of  oral  penicillin  than  with  intramuscu 
lar  forms,  skin  rash,  symptoms  resembling  those  of  serum  sickness,  or 
other  manifestations  of  penicillin  allergy  may  occur.  When  penicillin  is 
administered,  measures  for  treating  anaphylaxis  should  be  readily 
available.  Those  include  epinephrine,  oxygen,  and  pressor  drugs  for 
relief  of  immediate  allergic  manifestations  as  well  as  antihistamines 
and  corticosteroids  for  delayed  effects. 

The  use  of  antimicrobial  agents  may  be  associated  with  the  over- 
growth of  antibiotic-resistant  organisms,-  in  such  a case,  antibiotic  ad- 
ministration should  be  stopped  and  appropriate  measures  taken. 
Administration  and  Dosage:  For  Tablets  V-Cillin  K and  for  V-Cillin 
K,  Pediatric,  the  usual  dosage  ranges  from  125  mg.  (200,000  units] 
three  times  a day  to  500  mg.  (800,000  units)  every  four  hours.  For  in- 
fants, the  daily  dosage  may  be  50  mg.  per  Kg.  of  body  weight  divided 
into  three  doses. 

Beta-hemolytic  streptococcus  infections  without  associated  bacte- 
remia may  be  treated  with  200,000  to  400,000  units  three  times  a day. 
Therapy  should  be  continued  for  a minimum  of  ten  days  to  prevent  de- 
velopment of  rheumatic  fever  and/or  other  serious  complications.  Dos- 
age for  routine  streptococcus  prophylaxis  in  patients  with  a history  of 
rheumatic  fever  or  congenital  heart  disease  may  be  200,000  units  once 
or  twice  daily.  When  such  patients  undergo  tonsillectomy,  tooth  extrac- j 
lion,  or  other  minor  surgery,  the  prophylactic  dose  should  be  500,000: 


units  every  six  hours  given  two  days  prior  to  surgery  and  for  two  days 


postoperatively.  If  oral  medication  is  not  feasible  on  the  day  of  sur-l 


gery,  parenteral  therapy  should  be  considered.  Mild  to  moderately 
severe  pneumococcus  pneumonia  has  been  treated  effectively  with 
250  mg.  every  six  hours. 

In  staphylococcus  infections,  400,000  units  or  more  should  be  given 
every  six  to  eight  hours  in  conjunction  with  indicated  surgical  proce- 
dures. 

For  gonorrhea  in  males,  500  mg,  (800,000  units)  every  six  hours  for 
three  doses  may  be  employed;  in  females,  500  mg.  every  four  hours  for 
six  doses  are  recommended.  Patients  with  a suspected  lesion  of  syphilis 
should  have  a dark-field  examination  before  receiving  penicillin  and 
monthly  serologic  tests  for  a minimum  of  three  months. 

How  Supplied:  Tablets  V-Cillin  K,  U.S.P.,  125  mg.  (200,000  units),  in 
bottles  of  50  and  100,  250  mg.  (400,000  units],  and  500  mg.  (800,000 
units)  in  bottles  of  24  and  1 00. 

V-Cillin  K,  Pediatric,  for  Oral  Solution,  125  mg.  (200,000  units)  per 
5 cc.  of  solution,  in  40,  80,  and  150-cc.-size  packages. 


Additional  information  available  to  physicians  upon 
request.  Eli  Lilly  and  Company,  Indianapolis,  Indiana 
46206. 


Medical  Meetings 


Diabetes  Association  holds  meeting 

The  Clinical  Society  of  the  New  York  Diabetes 
Association  will  hold  an  open  meeting  January 
26  at  8:00  p.m.  in  the  New  York  Academy  of 
Medicine,  Room  20,  2 East  103rd  Street,  New 
York,  New  York.  The  subject  for  the  meeting 
is  “Current  Aspects  of  Neurologic  Phenomena, 
Both  Basic  and  Clinical,  in  Diabetes  Mellitus.” 

Columbia  University  awards  lectureship 

The  eleventh  annual  Sandor  Rado  Lectures 
of  the  Columbia  University  Psychoanalytic 
Clinic  for  Training  and  Research  will  be  pre- 
sented by  George  L.  Engel,  M.D.,  on  February 
10  at  the  New  York  Academy  of  Medicine  Build- 
ing. Dr.  Engel,  who  is  professor  of  psychiatry 
and  professor  of  medicine  at  the  University  of 
Rochester,  will  talk  on  “Ego  Development 
Following  Severe  Trauma  in  Infancy.”  His 
first  lecture,  “The  Developmental  Data,”  will 
be  delivered  at  5 : 00  p.m.  and  the  second,  “Meta- 
psychological  Considerations,”  at  8:30  p.m. 

Downstate  Medical  Center  presents 
visiting  scientist  seminars 

The  Department  of  Medicine,  metabolism- 
endocrine  section,  of  Downstate  Medical  Center 
is  sponsoring  a series  of  visiting  scientist  sem- 
inars on  Tuesdays  from  1:00  to  2:00  p.m. 
On  February  14,  Patrick  J.  Mulrow,  M.D., 
assistant  professor  of  medicine,  Yale  University 
School  of  Medicine,  will  speak  on  “Renin  and 
Aldosterone  in  Hypertension.”  On  March  14, 
J.  E.  Rail,  M.D.,  Ph.D.,  director  of  intramural 
research,  National  Institute  of  Arthritis  and 
Metabolic  Diseases,  National  Institutes  of 
Health,  will  talk  on  “Some  Aspects  of  the  Syn- 
thesis of  Thyroid  Hormone,”  and  on  April  4, 
Arthur  Karmen,  M.D.,  associate  professor, 
Department  of  Radiological  Science,  The  Johns 
Hopkins  Medical  Institutions,  will  discuss 
“Fatty  Acid  Uptake  and  Incorporation  into 
Human  Erythrocytes:  A Model  for  the  Study  of 
Fatty  Acid  Metabolism.” 

All  the  seminars  will  be  held  in  the  Depart- 
ment of  Medicine  Conference  Room  6-385, 
State  University  Hospital,  470  Clarkson  Avenue, 
Brooklyn,  New  York. 

Lectures  to  review  cardiovascular  disease 

The  Department  of  Postgraduate  Medicine  of 
Albany  Medical  College  is  offering  a cardio- 

Material  for  inclusion  in  the  medical  meetings  section  must 
be  received  six  weeks  prior  to  publication  date. 


vascular  teaching  day  on  February  23  at  Huyck 
Auditorium.  Speakers  will  be  Arthur  J.  Moss, 
M.D.,  on  “Major  Types  of  Cardiac  Arrhyth- 
mias”; Gerald  Murphy,  M.D.,  on  “Shock”; 
and  Paul  N.  Yu,  M.D.,  on  “Cardiac  Failure  and 
Ventricular  Aneurysm.” 

Conference  to  inspect  relationship 
of  nutrition  to  learning 

The  Department  of  Nutrition  and  Food  Sci- 
ence of  the  Massachusetts  Institute  of  Tech- 
nology and  The  Nutrition  Foundation,  Inc., 
are  sponsoring  an  International  Conference  on 
Malnutrition,  Learning,  and  Behavior,  March  1 
through  3,  at  Massachusetts  Institute  of  Tech- 
nology, Cambridge.  Among  the  speakers  will 
be  Ernest  Gruenberg,  M.D.,  and  Herbert  G. 
Birch,  M.D.,  both  of  New  York  City. 

Tuition  for  the  conference  is  $10.  For  further 
information  contact:  Dr.  Nevin  S.  Scrimshaw, 
Department  of  Nutrition  and  Food  Science, 
Massachusetts  Institute  of  Technology,  Cam- 
bridge, Massachusetts  02139. 

Buffalo  announces  spring  courses 
in  continuing  education  program 

The  State  University  of  New  York  at  Buffalo 
School  of  Medicine  is  offering  twelve  programs 
this  spring  as  part  of  its  continuing  education 
series.  Topics  and  dates  are  the  following: 
March  3 and  4 — Surgical  and  Medical  Aspects 
of  Urology;  March  15  and  16 — Obstetrics  and 
Gynecology;  March  17  and  18 — Thirtieth 
Annual  Spring  Clinical  Days;  April  12  and  13 — 
Anesthesia  and  Resuscitation;  April  20  and  21 — 
Pediatrics;  April  28 — The  School  Athlete  and  the 
School  Physician;  May  3 and  4 — Recent  Ad- 
vances in  Chest  Disease;  May  4 — Eye  Teach- 
ing Day;  May  11  and  12 — Digitalis:  Its  Use 
and  Abuse;  May  17  and  18 — Fractures  and 
Related  Trauma;  May  20 — Anesthesiology  for 
Anesthetists;  and  May  26  and  27 — Cryobiology 
and  Cryosurgery. 

For  further  information  write:  Associate  Dean 
for  Continuing  Medical  Education,  2211  Main 
Street,  Buffalo,  New  York  14214. 

Tympanoplasty  subject  of  course 

A five-day  course  on  tympanoplasty  will  be 
given  under  the  direction  of  Adolph  Wolferman, 
M.D.,  at  the  Brooklyn  Eye  and  Ear  Hospital 
on  April  17  through  21.  Participants  will  ob- 
serve various  tympanoplastic  procedures  in  the 
operating  room  and  on  closed  circuit  television. 
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The  course  includes  dissection  of  temporal 
bones,  lectures  by  members  of  the  Brooklyn 
Eye  and  Ear  Hospital  staff,  and  slides  and  films. 
Tuition  is  $250,  and  the  course  is  limited  to 


eight  physicians.  For  application  write:  Fred- 
erick C.  Upton,  Administrator,  Brooklyn  Eye 
and  Ear  Hospital,  29  Greene  Avenue,  Brooklyn, 
New  York  11238. 


Abstracts 


Beranbaum,  S.  L.:  Granulomatous  colitis 

(Crohn’s  disease  of  colon);  differentiation  from 
idiopathic  ulcerative  colitis,  New  York  State 
J.  Med.  67:  244  (Jan.  15)  1967. 

Roentgen  study  early  in  the  disease  can  dif- 
ferentiate between  granulomatous  colitis  and 
nonspecific  ulcerative  colitis.  Later  the  distinc- 
tion is  difficult.  The  final  distinction  rests  on 
the  over-all  appearance  in  conjunction  with 
clinical  findings,  and  these  determine  the  clinical 
management  and  preoperative  diagnosis. 
These  differences  are  described.  The  anatomic 
location  and  distribution  may  help  in  the  differ- 
entiation. It  is  important  to  differentiate  the 
ulcerations  from  diverticulitis.  Haustral  abnor- 
malities must  be  studied. 


Javid,  R.,  and  Owens,  G.:  Hypothermic 

ventricular  perfusion;  evaluation  of  use  in  cere- 
brovascular occlusion.  New  York  State  J. 
Med.  67:  248  (Jan.  15)  1967. 

Because  general  hypothermia  resulted  in  car- 
diac complications  in  connection  with  cerebral 
vascular  occlusion,  the  effects  of  selective  cool- 
ing of  the  brain  were  studied  in  animals. 
Craniectomies  were  performed  on  7 control  dogs 
under  sodium  thiopental,  and  the  middle  cerebral 
artery  on  the  left  was  clipped  and  divided.  In 
the  experimental  series  the  dogs  were  anesthe- 


tized with  intravenous  sodium  thiopental, 
through  burr  holes  their  lateral  ventricles  were 
cannulated,  and  the  cannulas  served  as  en- 
trances and  exits  for  the  cooling  solution.  The 
experimental  animals  demonstrated  less  pro- 
found neurologic  damage  and  for  shorter  periods 
of  time  than  the  controls;  the  brains  indicated  a 
reduction  in  the  area  of  infarction.  Best  re- 
sults were  in  the  animals  in  which  cooling  was 
begun  at  least  an  hour  before  the  “stroke.” 

Elmendorf,  D.  F.,  and  Skiff,  J.  V.:  Anti- 
microbials: role  in  treatment  of  ear,  nose,  and 

throat  infections;  group  A streptococcal  disease, 
New  York  State  J.  Med.  67:  252  (Jan.  15) 

1967. 

Findings  in  general  practice  related  to 
Streptococcus  pyogenes  group  A,  associated  dis- 
ease states,  and  the  effectiveness  of  treatment 
in  terms  of  preventing  recurrences  are  reported. 
All  specimens  were  processed  on  the  physician’s 
premises;  the  physician  bought  the  necessary 
equipment,  learned  the  required  technics  and 
use  of  controls,  and  the  service  was  financed 
through  additional  charge  to  the  patient.  With 
fluorescent  antibody  microscopy  as  much  as  9 
per  cent  of  a physician’s  monthly  practice  is  de- 
tected as  group  A streptococcus-infected  in 
winter  months.  Treatment  with  penicillin 
should  exceed  fourteen  days.  Of  692  patients, 
99  were  sampled. 
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PROTAMIDE 


colloidal  solution 
of  denatured 
proteolytic  enzyme 


provides  the  selective  fast-acting  relief . . . 


Repeatedly  in  published  clinical  studies,1'10 
investigators  stress  the  following  thera- 
peutic characteristics: 

• relief  of  inflammatory  pain  (non-trau- 
matic)  is  prompt— particularly  when  ad- 
ministered early.1'4 

• disability  time  is  shortened  from  weeks 
to  days.7 

• so  specifically  effective  is  Protamide  that 
a positive  response  is  diagnostic  of  in- 
flammatory neuritis.3’4 

• prompt  relief  is  observed  even  in  oph- 
thalmic herpes  zoster.5  6 

• incidence  of  sequelae  such  as  posther- 
petic neuralgia  is  reduced.1'4 

• consistently  described  as  the  therapy  of 
choice. 1-3'6 


Administration: 

In  neuritis  and  herpes  zoster,  one  ampul 
I.M.  daily  for  2 to  5 days  usually  relieves 
pain  completely  in  patients  treated  early. 
Well  tolerated.110  However,  inadvertent  in- 
travenous administration  may  cause 
anaphylactoid  reaction. 

—Boxes  of  10  ampuls,  1.3  cc.  each.— 

References:  (1)  Baker,  A.  G.:  Penn.  Med.  J.  63:697- 
698  (May)  1960.  (2)  Smith,  R.  T.:  New  York  Med. 
8:16-19  (Aug.  20)  1952.  (3)  Smith,  R.  T.:  Med.  Clin.  N. 
America  (March)  1957.  (4)  Lehrer,  H.  W.;  Lehrer,  H.  G., 
and  Lehrer,  D.  R.:  Northw.  Med.  54: 1249-1252  (Nov.) 
1955.  (5)  Sforzolini,  G.  S.:  Arch  Ophthal.  62-381-385 
(Sept.)  1959.  (6)  Shupala,  E.:  W.  Virginia  Med.  J. 
56:191-193  (June)  1960.  (7)  Xander,  G.  W.:  Western 
Med.  1:14-17  (Sept.)  1960.  (8)  Combs,  F.  C.,  and 
Canizares,  O.:  New  York  J.  Med.  (Mar.  15)  1952,  pp. 
706-708.  (9)  Marsh,  W.  C.:  U.S.  Armed  Forces  Med.  J. 
1:1045  (Sept.)  1950.  (10)  Love,  T.  R.:  Rocky  Mountain 
Med.  J.  50:873  (Nov.)  1953. 
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DIARRHEA 
MUCOUS  COLITIS 
DIVERTICULITIS 
SPASTIC  URETERITIS 
BLADDER  SPASM 

are  relieved  with 


sk 

r 1 1 ^ ■ ® 

Irocmate 

BRAND  THIPHENAMIL  HC1 


Minimum  dosage  400  mg.,  q. 
4 h.  until  relief  is  constant, 
adjust  maintenance  dosage. 

A therapeutic  blood  level  can- 
not be  obtained  with  small 
dosage.  Trocinate  is  metabol- 
ized and  eliminated  in  the 
urine  as  harmless  degradation 
products — a safety  factor.  Six- 
teen years  of  clinical  usage  with 
the  absence  of  untoward  effects 
establishes  the  safety  of  Tro- 
cinate. The  autonomic  nervous 
system  is  not  involved  in  its 
prompt  action. 

NOW  AVAILABLE  IN  2 STRENGTHS, 

100  mg.  and  400  mg. 

PINK  SUGAR-COATED  TABLETS 

Literature  and  samples  available. 
WM.  P.  POYTHRESS  & CO.,  INC. 

RICHMOND,  VIRGINIA  23217 
Manufacturers  of  ethical  pharmaceuticals  since  1856 
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161st 


Annual  Convention 

MEDICAL  SOCIETY 

of  the 

STATE  OF  NEW  YORK 

February  12-16,  1967 

at  the 

Americana  of  New  York 

New  York  City 


Highlights  . . . General  Sessions:  Chemotherapy  of  Cancer  from  the  Practitioner’s  View- 
point; Recent  Advances  in  the  Diagnosis  and  Treatment  of  Liver  Disorders  and  Kidney  Disorders; 
Medical  Care  of  Viet  Nam  and  other  Afro-Asian  Area  Veterans. 


• 23  Scientific  Sections  • Symposia  • Panel  Discussions  • Annual  Meeting  of  House  of  Delegates 

• President's  Reception  and  Dinner  Dance  • Scientific  and  Technical  Exhibits  • Scientific  Motion  Pictures. 

Complete  & mail  this  form  to:  Reservations  Manager,  Americana  of  New  York. 


Smericana 


OF  NEW  YORK  SEVENTH  AVENUE  at  52nd  ST..  N.  Y„  N.  Y.  10019 


TELETYPE  212-640-4894 

Please  make  reservations  for 


. persons 


TELEPHONE  (212)  LTl-1000 
PLEASE  CHECK  (V)  ACCOMODATIONS  DESIRED 

(All  roomi  subject  to  5%  New  York  City  Room  tax) 

SINGLE  BEDROOM 


NAME(S). 


Address 

City 

Arrive:  Date. 


.State. 


.Zip. 


.AT.. 


A.M. 

.P.M. 


(Reservations  held  only  until  6:00  PM 
unless  later  arrival  is  indicated) 


Probable  Departure  Date 


□ $15.00  □ $16.00  □ $17.00 

□ $19.00  □ $20.00  □ $22.00 

DOUBLE-BEDDED  ROOM  FOR  TWO 

□ $16.00  □ $18.00  □ $19.00 

TWIN-BEDDED  ROOM  FOR  TWO 

□ $18.00  □ $20.00  □ $21.00 

□ $23.00  □ $24.00  □ $26.00 

STUDIO  ROOM  FOR  ONE 

□ $20.00  □ $22.00  □ $24.00 

STUDIO  ROOM  FOR  TWO 

□ $25.00  □ $26.00  □ $27.00 

PARLOR  AND  ONE  BEDROOM 

□ $40.00  □ $44.00  □ $46.00  & UP 

PARLOR  AND  TWO  BEDROOMS 

□ $68.00  □ $74.00  □ $76.00  & UP 


□ $14.00 

□ $18.00 
□ $23.00 


□ $22.00 


□ $22.00 
□ $28.00 


□ $28.00 


THIS  FORM  SHOULD  BE  RECEIVED  BY 
HOTEL  TWO  WEEKS  PRIOR  TO  CONVENTION 


NOTE:  If  a room  at  the  rate  requested  Is  not  available, 
reservation  will  be  made  at  the  nearest  rate  possible. 
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Febsrunrv  7 9-7 As  1QA7 


Norinyl 

(norethindrone  2 mg.  c mestranol  %/  0.1  mg.) 

for  multiple  contraceptive  action  that  has 
produced  a record  of  unexcelled  effectiveness 


inhibition  of  ovulation  by  means  of 
2 time-proved  hormonal  agents 

production  of  a cervical  mucus  hostile  to 
sperm  motility  and  vitality 

creation  of  an  endometrium  unreceptive 
to  egg  implantation 


no  unplanned  pregnancies 

Norinyl  provides  multiple  action  for 
maximum  assurance  of  success.  It  does 
not  depend  on  ovulation  inhibition 
alone  for  contraceptive  effectiveness. 
The  mechanism  of  action  of  combined 
hormonal  therapy  results  in  ovulation 
inhibition  reinforced  by  other  protec- 
tive mechanisms,  including  a hostile 
cervical  mucus1-13  and  an  acceleration 
of  endometrial  changes.  1-3>7*16  With 
Norinyl,  no  unplanned  pregnancies 
have  been  reported  to  date  when  used 
as  directed. 
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plus  important  supportive 
benefits  that  help  her  through 
those  critical  early  months 
of  oral  contraception 


low  incidence  of  side  effects 

Low  incidence  of  BTB  and  spot- 
ting, nausea  and  amenorrhea 
tends  to  minimize  side  effect 
problems  and  increases  patient 
cooperation. 

no  confusion  about  dosage 

An  unbreakable  “confusionproof’ 
package  makes  it  easy  to  adhere 
to  prescribed  dosage  schedule:  in- 
dividually sealed  tablets  numbered 
from  1 through  20  plus  monthly 
calendar  record  enables  patient 
to  double-check  dosage  intake  by 
day  and  corresponding  tablet  num- 


Contraindications:  Thrombophlebitis  or  pul- 
monary embolism  (current  or  past).  Exist- 
ing evidence  does  not  support  a causal 
relationship  between  use  of  Norinyl  and 
development  of  thromboembolism.  While 
a study  which  was  conducted  does  not 
resolve  definitively  the  possible  etiologic 
relationship  between  progestational  agents 
and  intravascular  clotting,  it  tends  to  con- 


firm the  findings  of  the  Ad  Hoc  Advisory 
Committee  appointed  by  the  Food  and 
Drug  Administration  to  review  this  possi- 
bility. Cardiac,  renal  or  hepatic  dysfunc- 
tion. Carcinoma  of  the  breast  or  genital 
tract.  Patients  with  a history  of  psychic 
depression  should  be  carefully  studied  and 
the  drug  discontinued  if  depression  recurs 
to  marked  degree.  Patients  with  a history 
of  cerebral  vascular  accident. 

Warning:  Discontinue  medication  pending 
examination  if  there  is  sudden  partial  or 
complete  loss  of  vision,  or  if  there  is  a 
sudden  onset  of  proptosis,  diplopia  or  mi- 
graine. If  examination  reveals  papilledema 
or  retinal  vascular  lesions,  medication 
should  be  withdrawn. 

Precautions:  By  May  1963,  experience  with 
norethindrone  2 mg.— mestranol  0.1  mg. 
had  extended  over  24  months.  Through 
miscalculation,  omission  or  error  in  taking 
the  recommended  dosage  of  Norinyl,  preg- 
nancy may  result.  If  regular  menses  fail 
to  apperr  and  treatment  schedule  has 
not  been  adhered  to,  or  if  patient  misses 
two  menstrual  periods,  possibility  of  preg- 
nancy should  be  resolved  before  resuming 
Norinyl.  If  pregnancy  is  established, 
Norinyl  should  be  discontinued  during 
period  of  gestation  since  virilization  of  the 
female  fetus  has  been  reported  with  oral 
use  of  progestational  agents  or  estrogen. 
When  lactation  is  desired,  withhold 
Norinyl  until  nursing  needs  are  established. 
Existing  uterine  fibroids  may  increase  in 
size.  In  metabolic  or  endocrine  disorders, 
careful  clinical  preevaluation  is  indicated. 
A few  patients  without  evidence  of  hyper- 
thyroidism had  elevated  serum  protein- 
bound  iodine  levels,  which  in  the  light  of 
present  knowledge,  does  not  necessarily 
imply  hyperthyroidism.  Protein-bound 
iodine  increased  following  estrogen  admin- 
istration. Bromsulphalein  retention  has  oc- 
curred in  up  to  25%  of  patients  without 
evidence  of  hepatic  dysfunction.  Studies 
from  24-hour  urine  collections  have 
shown  an  increase  in  aldosterone  and  17- 


ketosteroids  and  decrease  in  17-hydroxy- 
corticoid  levels.  Thus,  Norinyl  should  be 
discontinued  prior  to  and  during  thyroid, 
liver  or  adrenal  function  tests.  Because 
progestational  agents  may  cause  fluid  re- 
tention, conditions  such  as  epilepsy, 
migraine  and  asthma  require  careful  obser- 
vation. Thus  far  no  deleterious  effect  on 
pituitary,  ovarian  or  adrenal  function  has 
been  noted;  however,  long-range  possible 
effect  on  these  and  other  organs  must 
await  more  prolonged  observation. 
Norinyl  should  be  used  with  caution  in 
patients  with  bone,  renal  or  any  disease  in- 
volving calcium  or  phosphorus  metabolism. 
Side  Effects:  Intermenstrual  bleeding; 
amenorrhea;  symptoms  resembling  early 
pregnancy,  such  as  nausea,  breast  engorge- 
ment or  enlargement,  chloasma  and  minor 
degree  of  fluid  retention  (if  these  should 
occur  and  patient  has  not  strictly  adhered 
to  medication  plan,  she  should  be  tested 
for  pregnancy);  weight  gain;  subjective 
complaints  such  as  headache,  dizziness, 
nervousness,  irritability;  in  a few  patients 
libido  was  increased.  In  a total  of  3,090 
pa’ients,  2.2%  discontinued  medication  be- 
cause of  nausea. 

NOTE:  See  sections  on  contraindications 
and  precautions  for  possible  side  effects 
on  other  organ  systems. 

Dosage  and  Administration:  One  Norinyl 

tablet  orally  for  20  days,  commencing  on 
day  5 through  and  including  day  24  of  the 
menstrual  cycle.  (Day  1 is  the  first  day  of 
menstrual  bleeding.) 

Availability:  Dispensers  of  20  and  60  tab- 
lets; bottles  of  100. 

References:  1.  Council  on  Drugs.  JAMA  187:664  (Feb. 
29)  1964.  2.  Brvans,  F.  E.:  Canad  Med  Ass  J 92:287 
(Feb.  6)  1965.  3.  Goldzieher,  J.  W.:  Med  Clin  N Amer 
48:529  (Mar.)  1964.  4.  Cohen.  M.  R.-.  Paper  presented 
at  Symposium  on  Low-Dosage  Oral  Contraception,  Palo 
Alto,  Calif.,  July  15,  1965.  Reported  in  Med  Sci  16:26 
(Nov.)  1965.  5.  Hammond,  D.  0.:  Ibid.  6.  Rice-Wray.  E., 
Goldzieher,  J.  W.,  and  Aranda  - Rosell,  A.:  Fertil  Steril 
14:402  (Jut. -Aug.)  1963.  7.  Goldzieher.  J.  W,.  Moses. 
L-  E..  and  Ellis,  L.  T.:  JAMA  180:359  (May  5)  1962. 
8.  Kempers,  R.  D.:  GP  29:88  (Jan.)  1964.  9.  Tyler.  E.  T.: 
JAMA  187:562  (Feb.  22)  1964.  10.  Rudel.  H.  W.,  Mar- 
tinez-Manautou.  J-,  and  Maqueo-Topete,  M.:  Fertil  Steril 
16:158  (Mar. -Apr.)  1965.  ft.  Flowers,  C.  E.,  Jr.:  N 
Carol. na  Med  J 25:139  (Apr.)  1964.  12.  Goldzieher,  J. 
W.:  Appl  Ther  6:503  (June)  1964,  13.  The  Control  of 
Fertility.  Report  adopted  by  the  Committee  on  Human 
Reproduction  of  the  American  Medical  Association.  JAMA 
194:462  (Oct.  25)  1965.  14-  Flowers.  C.  E..  Jr.:  JAMA 
188:1115  (June  29)  1964.  15.  Merritt,  R.  I.:  Appl  Ther 
6:427  (May)  1964.  16.  Newland,  D.  0.:  Paper  presented 
at  Symposium  on  Low-Dosage  Oral  Contraception,  Palo 
Alto,  Calif.,  July  15,  1965.  Reported  in  Med  Sci  16:26 
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Now,  now,  Mrs.  Forsythe,  we’ve  never  lost  a cold  patient  yet. 


When  she’s  experiencing  acute  discomfort  from  cold  symptoms,  it’s  small  wonder  the 
patient  becomes  distressed  about  her  condition. 

She  will  breathe  easier  when  you  prescribe  Novahistine  LP. 

Novahistine  LP  is  a long-acting  decongestant  that  helps  restore  normal  mucus  secretion 
and  ciliary  activity— physiologic  mechanisms  which  prevent  infection  of  the  respiratory 
tract.  A dose  of  two  tablets  taken  in  the  morning  and  repeated  in  the  evening  will  usually 
keep  air  passages  clear  for  24  hours. 

Use  cautiously  in  individuals  with  severe  hypertension,  diabetes  mellitus,  hyperthyroidism 
or  urinary  retention.  Caution  patients  who  operate  machinery  or  motor  vehicles  that  drows- 
iness may  result. 

Each  Novahistine  LP  tablet  con- 
tains phenylephrine  hydrochloride, 

25  mg.,  and  chlorpheniramine  ma- 
leate,  4 mg. 

For  relief  of  nasal  congestion. 

PITMAN-MOORE  Division  of  The  Dow  Chemical  Company,  Indianapolis 


Abstracts  in  Interlingua 


Beranbaum,  S.  L.:  Colitis  granulomatose 

(morbo  colonic  de  Crohn);  differentiation  ab 
idiopathic  colitis  ulcerative  ( anglese ),  New 
York  State  J.  Med.  67:  244  (15  de  januario) 

1967. 

Precoce  studios  roentgenographic  pote  servir 
a differentiar  colitis  granulomatose  ab  nonspe- 
cific colitis  ulcerative.  Plus  tarde  le  distinction 
es  difficile.  Le  distinction  depende  ultimemente 
del  apparentia  general  in  conjunction  con  le 
constatationes  clinic,  e istos  determina  le  therapia 
e le  diagnose  preoperatori.  Le  differentias  es 
describite.  Le  location  e le  distribution  ana- 
tomic pote  esser  de  adjuta  in  le  differentiation. 
Es  importante  differentiar  inter  ulcerationes  de 
diverticulitis.  Anormalitates  haustral  debe  es- 
ser studiate. 

Javid,  R.,  e Owens,  G.:  Hypothermic  per- 

fusion ventricular;  evalutation  de  su  uso  in  oc- 
clusion cerebrovascular  {anglese).  New  York 
State  J.  Med.  67:  248  (15  de  januario)  1967. 

Viste  que  hypothermia  general  resultava  in 
complicationes  cardiac  in  connexion  con  occlu- 
sion cerebro-vascular,  le  efifectos  de  frigidation 
selective  del  cerebro  esseva  studiate  in  animales. 
Craniectomias  esseva  effectuate  in  7 canes  de 
controlo  sub  thiopental  de  natrium,  e le  arteria 
mesencephalic  del  latere  sinistre  esseva  secate  e 
dividite.  In  le  serie  experimental  le  canes  es- 
seva anesthetisate  con  intravenose  thiopental 
de  natrium,  lor  ventriculos  lateral  esseva  cannu- 
late  via  aperturas  forate,  e le  cannulas  esseva 


Metabolic  fate  of  tolbutamide 


It  was  discovered  by  R.  C.  Thomas  and  G.  J. 
Ikeda,  writing  in  a recent  issue  of  the  Journal 
of  Medicinal  and  Pharmaceutical  Chemistry, 
that  tritium-labeled  tolbutamide  was  found  to  be 
metabolized  by  man  to  l-butyl-3-(p-hydroxy- 
methyl)phenylsulfonylurea  as  well  as  to  the 
generally  recognized  metabolite,  l-butyl-3- 
(p-carboxy)phenylsulfonylurea.  These  two 
metabolites  were  the  only  drug-related  materials 
detected  in  urine  and  together  comprised  85  per 
cent  of  an  orally  administered  dose  of  tolbut- 
amide. 

Both  metabolites  were  isolated  from  urine 
in  crystalline  form  and  characterized.  The 


usate  como  vias  de  ingresso  e de  egresso  pro  le 
solution  frigidatori.  Le  animales  experimental 
monstrava  minus  marcate  damnos  neurologic  e 
isto  durante  minus  extense  periodos  de  tempore 
que  le  animales  de  controlo.  Le  cerebros  del 
animales  experimental  indicava  un  reduction  in 
le  area  de  infarcimento.  Le  melior  resultatos 
esseva  obtenite  in  le  animales  in  que  le  frigida- 
tion esseva  comenciate  al  minus  un  hora  ante  le 
“accidente”  cerebrovascular. 

Elmendorf,  D.  F.,  e Skiff,  J.  V.:  Agentes 

Antimicrobial;  lor  rolo  in  le  tractamento  de  in- 
fectiones  del  aures,  del  naso,  e del  gurgite; 
morbo  a streptococcos  del  gruppo  A {anglese). 
New  York  State  J.  Med.  67:  252  (15  de 

januario)  1967. 

Es  reportate  constatationes  in  le  practica  gen- 
eral relationate  con  conditiones  morbide  asso- 
ciate con  Streptococcus  pyogenes  de  gruppo  A si 
ben  como  le  efficacia  del  tractamento  visante  al 
prevention  de  recurrentias.  Omne  le  specimens 
esseva  studiate  al  establimento  del  medico 
mesme.  Le  medico  individual  acquireva  le 
apparatura  requirite,  apprendeva  le  technicas 
necessari  e le  uso  del  controlos,  e le  servicio  es- 
seva financiate  per  augmentar  le  contribution 
financiari  del  patiente.  Con  microscopia  a anti- 
corpore  fluorescente  usque  a 9 pro  cento  del  cli- 
entes  mensual  del  medico  es  recognoscite  como 
afficite  de  streptococcos  del  gruppo  A durante  le 
menses  del  hibemo.  Le  tractamento  con  peni- 
cillina  deberea  exceder  duo  septimanas.  De  692 
patientes,  99  serviva  como  specimens. 


carboxy  metabolite  accounted  for  67  per  cent 
and  the  hydroxymethyl  metabolite  33  per  cent 
of  urinary  radioactivity  as  determined  by 
quantitative  paper  and  thin-layer  chromatog- 
raphy. In  the  rat,  80  per  cent  of  an  orally 
administered  dose  of  tritium-labeled  tol- 
butamide was  excreted  in  urine,  predominantly 
as  l-butyl-3-(p-hydroxymethyl)  phenylsulfo- 
nylurea,  which  was  isolated  in  crystalline  form 
and  characterized.  Small  amounts  of  l-butyl-3- 
(p-carboxy)-phenylsulfonylurea  and  p-tolyl- 
sulfonylurea  (together  approximately  5 per  cent 
of  drug-related  material  excreted  in  urine)  were 
also  detected  by  paper  chromatography. 
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following 

infection 


B and  C vitamins  are  therapy:  STRESSCAPS  B and  C vitamins  in  thera- 
peutic amounts . . . help  the  body  mobilize  defenses  during  convalescence . . . aid 
response  to  primary  therapy.  The  patient  with  a severe  infection,  and  many 
others  undergoing  physiologic  stress,  may  benefit  from  STRESSCAPS  capsules. 


Stress  Formula  Vitamins  Lederle 


Each  capsule  contains: 

Vitamin  Bt  (as  Thiamine  Mononitrate)  10  mg 


Vitamin  B2  (Riboflavin)  10  mg 

Vitamin  B*  (Pyridoxine  HCI)  2 mg 

Vitamin  B,j  Crystalline  4 mcgm 

Vitamin  C (Ascorbic  Acid)  300  mg 

Niacinamide  100  mg 

Calcium  Pantothenate  20  mg 


Recommended  intake:  Adults,  1 capsule 
daily,  for  the  treatment  of  vitamin  deficien- 
cies. Supplied  in  decorative  “reminder” 
jars  of  30  and  100;  bottles  of  500. 


LEOERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 

SJ-66-3612 


1*1# 


Maxilla 


Os 

lacrimale 


Cellulae 

ethmoidales 


special  formula 
fora 


Sinus  headache  is  not  a single  entity, 
but  a chain  reaction  of  pain. 
It  is  facial  pain  — deep,  dull,  aching  and 
nonpulsating.  It  is  referred  pain- 
originating  in  the  nose  and  sinuses  but 
felt  at  another  site.  It  may  become 
generalized  pain  and  tension  in  head  and 
neck.  It  is  one  or  all  of  these. 
The  Sinutab  formula  is  designed 
for  symptomatic  relief  of  sinus  headache. 
It  provides  two  analgesics  to  relieve 
pain  and  discomfort... an  effective  oral 
decongestant  to  reduce  mucosal  congestion . . . 

and  an  antihistamine  to  help 
control  allergic  manifestations. 
Side  Effects:  Epigastric  distress,  drowsi- 
ness, dizziness,  insomnia  and  nervousness. 
Precaiitions:  Instruct  patients  not  to  drive 
or  operate  machinery  if  drowsiness  occurs. 
Use  with  caution  in  patients  with  thyroid 
disease,  heai't  disease,  hypertension,  diabetes 
or  kidney  disease.  Excessive  dosage  or 
prolonged  use  may  cause  kidney  damage. 
Dosage:  Adults— 2 tablets  every  4 hours. 


special  problem 

specifically  formulated 
for  symptomatic 
relief  of  sinus  headache 


WARN  E R - CHILCOTT 

Morris  Plains,  N.J. 


SINUTAB* 

for  sinus  headache 


Each  tablet  contains 
150  mg.  acetaminophen, 
150  mg.  phenacetin, 
25  mg.  phenylpropanolamine  HC1, 
and  22  mg.  plienyltoloxamine 
citrate. 


*0  * m " 4 


Os 

occipitale 


i 

I 

J 


Additional  information  available  to  physicians  upon  request. 
Eli  Lilly  and  Company,  Indianapolis,  Indiana  46206. 
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Editorials 


Glaucoma  testing  at  the  annual  convention 


Tonometric  examinations  for  glaucoma 
are  performed  almost  routinely  by  ophthal- 
mologists and  occasionally  are  carried  out 
by  internists  and  general  practitioners. 
In  some  instances  glaucoma  screening  pro- 
grams are  conducted  in  industries  and 
selected  population  groups.  State  and 
local  health  departments  sponsor  glaucoma 
screening  programs  as  regularly  scheduled 
operations  or  as  “G”  day  crash  programs. 

Every  doctor’s  office  and  every  hospital 
inpatient  or  outpatient  department  should 
become  a glaucoma  detection  center.  Any 
physician  can  use  a tonometer  for  measur- 
ing intraocular  tension.  Physicians  who 
have  not  used  the  tonometer  or  feel  the 
need  for  more  experience  in  its  use  should 
arrange  to  spend  some  time  at  one  of  the 


Hospital  costs 

The  “News  of  the  Massachusetts  General 
Hospital”  in  a recent  issue  gave  a break- 
down of  cost  of  running  the  institution  for 
the  year  1965  as  compared  with  the  year 
1964.  As  expected  costs  were  up  in  every 
area  of  operation  (see  Table  I — per  diem 
inpatient  costs  at  MGH — on  following  page 
232). 

This  analysis  makes  clear  the  complexity 
of  hospital  operation,  which  cannot  be 
compared  with  any  other  type  of  business. 
It  is  in  a class  by  itself  but,  nevertheless, 
subject  to  the  laws  of  supply  and  demand. 
The  supply  may  at  times  border  on  the 
esoteric,  such  as  hyperbaric  chambers, 


glaucoma  clinics  either  at  a hospital  where 
tonometry  is  performed  or  at  one  of  the 
glaucoma  detection  programs  sponsored  by 
the  State  or  local  health  departments. 
Doctors  are  urged  to  make  glaucoma  test- 
ing part  of  regular  physical  examinations. 

The  Bureau  of  Chronic  Disease  and 
Geriatrics  of  the  State  Health  Department 
has  scheduled  glaucoma  detection  demon- 
strations at  the  annual  convention  of  the 
State  Medical  Society,  February  13  through 
16.  Tests  will  be  performed  from  10:00 
a.m.  to  5:00  p.m.  in  the  scientific  exhibits 
area  of  the  Princess  Ballroom  on  the 
second  floor  of  The  Americana  each  day  of 
the  meeting.  Members  and  guests  at- 
tending the  conference  are  invited  to  be 
tested. 


allergen-free  rooms,  and  electronic  monitor- 
ing. The  demand  is  unpredictable,  selec- 
tive, and  frequently  emergent.  All  this  is 
costly  but  we  cannot  look  backward  nor 
mark  time.  The  cost  of  technological 
advance  is  never  prohibitive.  We  have 
not  as  a nation  shrunk  back  from  the 
enormous  cost  of  the  space  program.  We 
will  not  shrink  back  from  the  expanding 
costs  of  hospital  care  either.  We  will  study 
them,  streamline  them,  and  trim  them,  but 
we  will  continue  to  find  newer  and  better 
ways  to  save  life. 

We  are  in  the  position  of  the  traveller  in 
high  mountains — Excelsior! 
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TABLE  I.  Per  diem  inpatient  costs  at  MGH* 


ROUTINE  COSTS: 

1964 

1965 

Maintenance,  building  and  laundry  services;  administrative  and 
business  offices,  etc. — comparable  to  hotel  costs 

5.80 

6.36 

Meals  and  special  diets 

4.85 

5.13 

General  nursing  services 

11.10 

11.89 

Student  nursing  services 

2.26 

2.43 

House  officer  services 

2.48 

2.52 

Depreciation  of  plant 

.45 

.45 

Other  routine  costs 

4.05 

4.59 

$30.99 

$33.37 

ANCILLARY  COSTS: 

Operating  room 

5.54 

6.24 

Anesthesia 

2.47 

2.67 

Radiological  diagnosis  and  treatment 

2.90 

3.57 

Laboratory  and  pathology  services 

5.26 

6.03 

Electrocardiograms 

.31 

.34 

Physical  therapy 

.41 

.50 

Medical  supplies 

.65 

.66 

Drugs 

1.57 

1.75 

$19.11 

$21.76 

ROUTINE  AND  ANCILLARY  COSTS 

$50 . 10 

$55.13 

* Originally  published  in  “The  Teaching  Hospital”  published  by  the  Harvard  University  Press, 
1966. 


Diseases  of 
Thyroid  Gland 
Symposium 
Available 


The  symposium  on  “Diseases  of  the  Thyroid  Gland:  Current  Concepts,”  which 
appeared  in  the  January  1 and  January  15,  1963,  issues  of  the  New  York 
State  Journal  of  Medicine,  has  been  reprinted  in  a special  brochure. 

Copies  are  available  from  the  office  of  the  Journal,  750  Third  Avenue,  New 
York,  New  York  10017,  at  one  dollar  each. 

The  84-page  pamphlet  includes  all  the  papers  presented  at  the  Third  Annual 
Internists  Day  of  the  New  York  State  Society  of  Internal  Medicine,  held 
March  3,  1962,  in  New  York  City. 
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NEW  EVIDENCE 


Pro-Banthlne®  (propantheline  bromide) 

gives  positive,  selective  benefits  in 
gastrointestinal  disorders. 


A 

XjLn  important  problem  in 
managing  gastrointestinal  disor- 
ders has  been  the  choice  of  an 
anticholinergic  agent  which  will 
act  positively  and  selectively  on 
the  gastrointestinal  tract  without 
extensive  secondary  effects. 

Recent  direct  observations  with 
the  cinefibergastroscope  and  intra- 
gastric  photography1  visually 
confirm  previous  evidence  that 
Pro-Banthlne  does,  indeed,  possess 
such  selective  activity. 

Barowsky  and  his  associates 
demonstrated  that  a minimal  dose 
of  6 to  8 mg.  of  Pro-Banthlne  in- 
travenously produced  complete 
relaxation  of  gastric  activity.  Sec- 
ondary effects  were  not  significant. 

By  contrast,  it  required  0.8  mg. 
or  double  the  usual  dose  of  atro- 
pine intravenously  to  achieve  sim- 
ilar gastric  relaxation.  Side  effects 
of  this  dosage  of  the  belladonna 
alkaloid  were  pronounced.  Ven- 
tricular rates  were  as  high  as  150 
per  minute. 

For  positive,  selective  anticho- 
linergic benefits  Pro-Banthlne  is 
indicated  in  patients  with  peptic 
ulcer,  gastritis,  irritable  colon  and 
other  forms  of  gastrointestinal 
hypermotility. 


Intragastric  photograph  of  pyloric  region 
showing  complete  relaxation  of  pyloric  sphinc- 
ter with  6 mg  of  Pro-Banthine  intravenously 


Dosage:  The  maximal  tolerated  dosage 
is  usually  the  most  effective.  For  most 
adult  patients  this  will  be  four  to  six 
15-mg.  tablets  daily  in  divided  doses.  In 
severe  conditions  as  many  as  two  tab- 
lets four  to  six  times  daily  may  be 
required.  Pro-BanthTne  (brand  of  pro- 
pantheline bromide)  is  supplied  as  tab- 
lets of  15  mg.,  as  prolonged-acting 
tablets  of  30  mg.  and,  for  parenteral 
use,  as  serum-type  ampuls  of  30  mg. 
The  parenteral  dose  should  be  adjusted 
to  the  patient’s  requirement  and  may  be 
up  to  30  mg.  or  more  every  six  hours, 
intramuscularly  or  intravenously. 

Contraindications:  In  glaucoma  or  se- 
vere cardiac  disease. 

Precautions:  Since  varying  degrees  of 
urinary  hesitancy  may  occur  in  the  el- 
derly male  with  prostatic  hypertrophy, 
this  should  be  watched  for  in  such  pa- 
tients until  they  have  gained  some  expe- 
rience with  the  drug. 

Although  never  reported,  theoreti- 
cally a curare-like  action  may  occur 
with  possible  loss  of  voluntary  muscle 
control.  Such  patients  should  receive 
prompt  and  continuing  artificial  respi- 
ration until  the  drug  effect  has  been 
exhausted. 

Side  Effects  The  more  common  side 
effects,  in  order  of  incidence,  are  xero- 
stomia, mydriasis,  hesitancy  of  urina- 
tion and  gastric  fullness. 

1.  Barowsky,  H.;  Greene,  L.;  Bennett,  R.,  and 
Buganza,  G.:  The  Effect  of  Anticholinergic 
Drugs  on  Gastric  Motility  and  Pyloric  Func- 
tion, Scientific  Exhibit,  Annual  Convention 
of  the  American  Medical  Association,  Chi- 
cago, Illinois,  June  26-30,  1966. 
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For  the  past 
two  years 
there’s  been 
one  new  case 
of  active  tuberculosis 
reported  for  every 
four  thousand 
of  U.S.  population. 


it’s  time 
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Epidemic  of  Acute 

Histoplasmosis  in 
Western  New  York  State 

MORRIS  A.  GORDON,  PH.D. 

Albany,  New  York 
IRWIN  ZIMENT,  M.B.,  M.R.C.P. 

The  Bronx,  New  York 

Associate  Research  Scientist,  Division  of  Laboratories 
and  Research,  State  of  New  York  Department  of  Health; 
Associate  Professor,  Institute  of  Preventive  Medicine, 
Albany  Medical  College,  Albany  (Dr.  Gordon),  Resident 
in  Medicine,  Chest  Service,  Department  of  Medicine, 
Bronx  Municipal  Hospital  Center,  The  Bronx  (Dr.  Ziment) 

|t  is  estimated  that  some  500,000  persons 
become  infected  each  year  in  the  United 
States  by  the  soil-dwelling  mold  Histo- 
plasma  capsulatum.1  There  is  a notori- 
ously high  endemicity  in  the  major  river 
valleys  of  the  central  part  of  the  country, 
but  it  is  not  generally  appreciated  that 
infection  is  extremely  widespread,  indeed 
endemic,  in  many  other  parts  of  the  country, 
including  the  valleys  of  upper  New  York 
State.  Skin-test  sensitivity  distribution 
maps  that  mark  the  State  as  an  area  of  very 
low  prevalence  are  misleading,  since  they 
do  not  take  into  account  extreme  internal 
differences  in  reactivity  and  in  population.2 
Half  the  people  reside,  for  example,  in  New 
York  City  where  very  few  are  sensitive  to 
histoplasmin.  The  experience  of  our  sero- 
logic reference  laboratory3  indicates,  by 
both  clinical  and  serologic  evidence,  a high 
prevalence  in  certain  other  areas,  and  the 
distribution  of  skin-test  sensitivity  by 
counties  shows  a differential  that  is 


roughly  in  accord  with  the  few  local  surveys 
that  have  been  made.4  In  1951  Cronk6 
reported  results  of  histoplasmin  skin  tests 
in  more  than  8,600  college  students  from 
the  State.  He  concluded  that  the  data 
were  insufficient  to  establish  a significant 
pattern  of  geographic  distribution  of  reac- 
tors in  New  York  State  but  were  adequate 
to  verify  the  theory  of  significant  differences 
in  incidence  of  the  disease  in  various 
geographic  areas,  and  suggested  that  prox- 
imity to  the  Great  Lakes  drainage  area 
may  be  related  to  increased  incidence  of 
the  disease  in  New  York  State.  Cronk’s5 
distribution  map  indicates  a high  level  of 
sensitivity  also,  however,  in  the  contiguous 
counties  of  Broome,  Tioga,  and  Chenango 
in  the  south  central  part  of  the  State,  an 
area  of  relatively  high  sensitivity  according 
to  Manos,  Ferebee,  and  Kerschbaum.4 
In  glancing  at  a detailed  map,  one  is  struck 
by  the  fact  that  this  area  is  drained  by  the 
Susquehanna  River  and  its  tributaries, 
particularly  the  Chenango.  Greendyke  and 
Emerson6  studied  26  specimens  of  surgically 
resected  pulmonary  fibrocaseous  granu- 
lomas taken  in  two  Rochester  hospitals 
from  1951  to  1957.  Twenty  of  these  con- 
tained organisms  morphologically  identifi- 
able as  H.  capsulatum,  although  a diagnosis 
of  histoplasmosis  had  not  been  made  in 
any  of  the  cases.  Most  of  the  patients 
were  lifelong  residents  of  New  York  State, 
and  5 of  them  had  never  been  away  from 
the  western  part  of  the  State.  Two 
hundred  forty-seven  patients  from  the 
Niagara  County  area,  hospitalized  on 
account  of  symptoms  referable  to  the 
respiratory  system  or  with  abnormal  chest 
x-ray  results  but  lacking  a diagnosis  of  histo- 
plasmosis, were  skin-tested  by  Cordasco, 
Evander,  and  Gallo.7  Of  this  number,  26 
reacted  to  histoplasmin. 

Although  fatal  and  chronic  histoplasmosis 
occur  frequently,  both  in  this  country  and 
in  other  parts  of  the  world,  the  vast  ma- 
jority of  infections  are  asymptomatic,  and 
epidemics  of  acute  histoplasmosis  are 
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relatively  uncommon.  About  one  half  of 
the  reported  outbreaks,  now  numbering 
about  50,  have  occurred  outside  the  central 
endemic  area.8-13  No  outbreak  of  acute 
histoplasmosis  has  heretofore  been  reported 
from  western  New  York  State,  although 
3 episodes  so  labeled  have  occurred  in  the 
eastern  half.  In  fact,  the  first  known 
epidemic  of  probable  histoplasmosis  oc- 
curred in  Plattsburgh,  on  Lake  Champlain, 
in  1938.  It  was  first  reported  as  an  episode 
of  acute  pneumonitis  affecting  23  Works 
Progress  Administration  workers  who  be- 
came ill  after  shoveling  pigeon  manure  out 
of  the  attic  of  an  old  schoolhouse;  the 
belfry  floor  was  said  to  have  been  4 feet 
deep  in  pigeon  dung  and  cadavers  which 
were  tossed  to  the  basement  of  the  build- 
ing.14 The  event  was  seen  in  retrospect 
to  be  an  outbreak  of  histoplasmosis  in  a 
follow-up  study  by  White  and  Hill15  who, 
as  a result  of  a study  of  114  persons  with 
pulmonary  calcification,  incriminated  the 
St.  Lawrence  and  Lake  Champlain  valleys 
as  endemic  areas  for  the  disease.  Seventy- 
nine  of  84  persons  examined  gave  a positive 
histoplasmin  skin  test  result.  In  1953 
Grayston  and  Furcolow16  examined  the 
environment  of  the  now  demolished  Platts- 
burgh school  building,  the  site  of  which  had 
been  covered  by  a new  library  and  ce- 
mented grounds,  and  recovered  H.  cap- 
sulatum  from  the  dirt  basement  of  a church 
two  doors  away. 

The  second  outbreak  in  New  York  State, 
in  the  Mohawk  valley,  affected  two  brothers, 
lumberjacks,  who  presumably  were  in- 
fected by  dust  from  a decayed  tree  that 
they  had  felled  and  from  which  the  fungus 
was  later  isolated.17  One  of  the  brothers 
displayed  acute  pulmonary  symptoms; 
the  other  was  asymptomatic  but  had 
positive  skin  test  and  serology  results. 
A third  occurrence,  at  Alexandria  Bay  in 
the  Thousand  Islands  region,  was  one  of 
the  few  to  be  associated  with  a silo.18 
H.  capsulatum  was  cultured  from  the 
sputum  of  one  of  three  brothers  involved. 
Of  several  samples  of  silage  manure  and 
barn  dust  examined,  three  specimens  yielded 
both  H.  capsulatum  and  virulent  Cryp- 
tococcus neoformans  by  the  mouse-passage 
technic. 

The  present  report  concerns  an  epidemic 
of  histoplasmosis  that  produced  an  acute 
illness  in  5 adults  and  simultaneously  in- 


FIGURE  1.  Site  of  Conesus  Lake  epidemic  of 
histoplasmosis.  H.  capsulatum  recovered  from 
dust  in  bat-infested  chimney. 


volved  8 children  either  mildly  or  sub- 
clinically.  The  outbreak  occurred  after 
the  victims  had  been  cleaning  out  the 
chimney  of  an  old  house,  deserted  for 
several  years,  which  had  been  occupied  by 
bats  in  the  interim  (Fig.  1).  The  house 
stands  in  a shallow  valley  about  2 miles 
from  the  southern  end  of  Conesus  Lake, 
in  the  watershed  of  the  Genesee  River, 
30  miles  south  of  Rochester,  New  York. 
One  patient,  Case  1,  was  seen  at  the  Gene- 
see Hospital,  Rochester,  and  a detailed 
report  of  his  illness  is  given.  Brief  details 
from  the  medical  histories  of  the  other 
persons  involved  are  added  from  informa- 
tion provided  by  F.  L.  Armstrong,  M.D., 
Director  of  Mount  Morris  Tuberculosis 
Hospital,  Mount  Morris,  New  York,  sup- 
plemented by  information  obtained  per- 
sonally. 

Materials  and  methods 

Complement  fixation  tests  for  evidence 
of  histoplasmosis  are  performed  with  heat- 
killed  whole  histoplasma  yeast  cell  antigen 
as  follows:  Each  serum  specimen  is  tested 
in  3 dilutions  (1:3,  1:6,  and  1:12)  against 
a 1 : 160  (per  cent  volume  in  volume)  suspen- 
sion of  yeast  cells.  Serum  showing  any 
degree  of  reactivity  is  then  titrated  in 
serial  twofold  dilutions  against  3 dilutions 
(1:80,  1:160,  and  1:320)  of  the  antigen. 
Five  50  per  cent  units  of  complement  are 
employed,  and  fixation  is  allowed  to  proceed 
for  from  sixteen  to  eighteen  hours  at  3 to 
6 C.  After  addition  of  optimally  sensi- 
tized red  blood  cells,  the  mixture  is  in- 
cubated for  thirty  minutes  at  37  C.  before 
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reading.  Total  volume  of  the  reagents 
is  0.75  ml.,  and  the  standard  diluent  is 
triethanolamine- buffered  saline  solution 
containing  optimum  concentration  of  diva- 
lent cation.19  Color  standards  represent- 
ing graduated  degrees  of  hemolysis  at 
intervals  of  5 per  cent  from  0 to  100  are 
used.  Test  sera  yielding  0 to  65  per  cent 
hemolysis  are  reported  reactive,  70  to  90 
weakly  reactive,  and  95  to  100  per  cent 
nonreactive.  Antibody  titer  of  the  serum 
is  expressed  as  the  reciprocal  of  the  highest 
reactive  dilution  of  serum  in  the  presence 
of  any  dilution  of  specific  antigen. 

The  gel-precipitin  test  is  a modification 
of  that  developed  by  Heiner.20  The  histo- 
plasmin  antigen  is  produced  by  culturing 
H.  capsulatum  for  from  four  to  six  months 
at  room  temperature  in  the  dark  in  500-ml. 
flasks  containing  150  ml.  of  asparagin- 
glucose  liquid  medium.21  The  culture 
liquid  is  clarified  by  filtration  through 
paper  and  sterilized  by  pressure  filtration 
in  a Horm  apparatus.  It  is  then  con- 
centrated twofold  by  treatment  with 
twice  its  volume  of  cold  acetone,  cen- 
trifugation, and  solution  of  the  sedimented 
precipitate  in  physiologic  saline  to  half 
the  volume  of  the  original  filtrate.  In 
the  test  5.7  ml.  of  molten  1 per  cent  bacto- 
agar  in  normal  saline,  containing  1 : 10,000 
thimerosal  (Merthiolate),  is  poured  into 
a 100-mm.  cool  glass  or  plastic  Petri  dish 
and  allowed  to  harden.  Small  stainless 
steel  cylinders  are  placed  carefully  on  the 
layer  of  solidified  agar  perpendicular  to  its 
surface,  and  the  second  layer  of  agar,  cooled 
to  about  45  C.,  is  poured  around  them. 
When  the  agar  has  thoroughly  hardened, 
the  cylinders  are  ejected  by  tapping  on  the 
inverted  dish.  The  pattern  consists  of  a 
circle  of  6 surrounding  a central  well  with 
their  peripheries  at  a distance  of  0.5  cm. 
from  its  center.  All  sera  are  used  un- 
diluted. A control  serum  displaying  h, 
m,  and  c lines  against  appropriate  antigens 
is  placed  in  the  center  well  and  the  acetone- 
precipitated  histoplasmin  in  the  2 wells 
at  either  pole.  The  4 remaining  wells  are 
filled  with  the  test  sera.  Approximately 
0.05  ml.  of  antigen  or  serum  is  used  to  fill 
each  well.  Plates  are  incubated  at  room 
temperature  and  read  after  twenty-four, 
forty-eight,  and  seventy-two  hours.  When- 
ever a c line  appears,  its  identity  is  con- 
firmed by  plating  the  respective  serum 


against  a tenfold  concentrated,  acetone- 
precipitated  blastomycin. 

Dust  and  soil  samples  to  be  examined  for 
fungi  were  collected  either  in  clean  mailing 
envelopes  or  in  sterile  screw-cap  jars.  In 
the  laboratory,  1 heaping  tablespoonful  of 
soil  was  stirred  thoroughly  in  30  ml.  of 
normal  saline  containing  antibiotics  and 
allowed  to  settle  for  one  hour.  One  milli- 
liter of  the  supernatant  was  injected  in- 
traperitoneally  into  each  of  5 mice.  Ani- 
mals were  sacrificed  at  two,  four,  and  eight 
weeks,  and  the  liver,  spleen,  and  lungs 
were  cultured  at  room  temperature  on 
Sabouraud’s  dextrose  agar  containing  pen- 
icillin and  streptomycin,  and  at  both  room 
temperature  and  37  C.  on  glucose-cystine 
blood  agar  with  the  same  antibiotics.  In 
a few  instances  in  which  greatly  enlarged 
spleens  were  noted  on  autopsy  of  the 
animals,  impression  smears  were  made  from 
this  organ  and  stained  with  either  Giemsa 
or  periodic  acid-Schifif  stain. 

Case  reports 

Case  1.  A thirty-seven-year-old  white  male 
was  admitted  to  The  Genesee  Hospital  on  Octo- 
ber 19,  1964,  under  the  care  of  A.  L.  Ureles, 
M.D.  The  patient  was  a design  engineer  and 
had  always  been  in  good  health.  During  the 
slimmer  of  1964  he  and  a friend,  Case  2,  had 
bought  a house  in  a valley  near  Conesus  Lake, 
Livingston  County,  New  York.  The  property 
had  been  deserted  for  several  years  and  was  ex- 
tremely dilapidated.  During  August  and  Sep- 
tember the  owners  spent  much  of  their  free  time 
in  carrying  out  structural  repairs,  and  toward 
the  end  of  this  time  they  rented  the  house  to  an 
acquaintance,  Case  3,  and  his  family  who  subse- 
quently provided  help  in  some  of  the  work  on 
the  house  before  they  took  up  occupation  early 
in  October.  This  family  had  always  resided  in 
the  Conesus  Lake  area. 

On  October  11,  eight  days  after  carrying  out 
some  final  repairs  on  the  house,  both  the  patient 
and  his  friend  felt  ill  and  subsequently  developed 
an  acute  pulmonary  illness,  which  in  the  case  of 
the  patient  started  with  a feeling  of  tiredness 
accompanied  by  some  difficulty  in  breathing. 
The  following  day  he  became  feverish  and  felt 
exhausted,  and  his  local  physician  found  he  had 
a temperature  of  39.2  C.  with  signs  of  broncho- 
pneumonia. He  was  treated  with  tetracycline 
and  then,  becoming  more  ill  during  the  next 
twenty-four  hours,  with  chloramphenicol 
(Chloromycetin) . He  remained  ill  with  a fever, 
more  pronounced  in  the  evening,  accompanied 
by  breathlessness,  a tight  feeling  in  the  chest, 
and  a nonproductive  cough.  On  the  eighth 
day  of  the  illness  he  was  admitted  to  a hospital. 
On  examination  he  was  acutely  ill  with  a tem- 
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perature  of  39  C.,  in  mild  respiratory  distress, 
and  with  a frequent  dry  hacking  cough.  Breath 
sounds  were  diminished  at  the  lung  bases,  and 
there  were  occasional  fine  rales.  There  was 
marked  tenderness  at  the  apices  of  both  pos- 
terior triangles  and  in  the  right  anterior  tri- 
angle of  the  neck,  but  there  was  no  cervical 
lymphadenopathy.  Initially  the  liver  was  palp- 
able 4 cm.  below  the  right  costal  margin,  but  the 
spleen  was  not  palpable,  and  there  was  only  one 
lymph  node  felt  in  the  left  axilla.  All  other 
systems  were  normal.  Hematologic  and  bio- 
chemical investigations  were  all  within  normal 
limits.  Chest  x-ray  showed  enlarged  hilar  roots 
and  numerous  nodular  densities  throughout  the 
lungs,  varying  in  size  from  a few  millimeters  to 
1 cm.  Skin  tests  for  tuberculosis  and  the 
mycoses  revealed  negative  results  except  that 
for  histoplasmosis;  after  twenty-four  hours  an 
indurated  flare  more  than  1 cm.  in  diameter  had 
appeared. 

Several  specimens  of  sputum,  blood,  feces, 
urine,  and  a bone  marrow  aspirate  were  obtained 
and  cultured  for  H.  capsulatum,  but  the  or- 
ganism was  not  isolated.  Blood  was  sent  to 
the  Division  of  Laboratories  and  Research  of 
the  State  of  New  York  Department  of  Health, 
in  Albany,  for  examination.  The  initial  speci- 
men showed  a titer  of  1 in  the  complement 
fixation  test  for  H.  capsulatum  and  no  fines  in 
the  gel-precipitin  test.  Two  weeks  later  a 
specimen  showed  a rise  in  titer  to  32  and  an  m 
fine,  confirming  the  diagnosis  of  acute  histo- 
plasmosis. After  four  days  in  the  hospital  on 
symptomatic  treatment,  the  patient  began  to 
improve,  and  by  the  fourteenth  day  he  was  well 
enough  to  be  discharged.  At  that  time  a repeat 
chest  x-ray  showed  no  improvement.  Over  the 
next  three  months  he  complained  of  persistent 
tightness  in  his  chest  and  excessive  tiredness 
with  some  dyspnea  on  effort.  After  two  months 
he  still  had  a complement  fixation  titer  to  histo- 
plasma  antigens  of  32,  although  his  chest  x-ray 
film  was  showing  improvement.  After  five 
months  he  was  feeling  normal  and  had  returned 
to  full-time  work.  A month  later  his  comple- 
ment fixation  titer  had  dropped  to  2. 

Case  2.  A twenty-nine-year-old  white  male 
car  salesman  was  the  joint  owner  with  the  pa- 
tient in  Case  1 of  the  house  in  Conesus.  He 
became  ill  on  the  same  day  as  Case  1 with  a 
similar  high  fever,  chills,  slightly  productive 
cough,  and  severe  headache.  He  was  seen  at 
the  Mount  Morris  Tuberculosis  Hospital  on 
October  20,  1964,  where  a chest  film  showed 
hilar  node  enlargement  and  diffuse  nodularity 
throughout  the  lungs.  The  histoplasmin  test 
gave  positive  results,  the  tuberculin  test  gave 
negative  results,  and  the  complement  fixation 
test  for  H.  capsulatum  showed  a titer  of  64.  A 
c line  appeared  on  the  gel-precipitin  plate. 
Three  months  later  he  was  feeling  better,  his  chest 
x-ray  film  showed  marked  improvement,  and 
the  serum  titer  had  fallen  to  16.  After  five 
months  he  was  fully  recovered. 

Case  3.  A forty-one-year-old  white  male 
farm  implement  engineer  became  ill  about  one 


week  after  Case  1.  He  developed  a more 
severe  febrile  illness  accompanied  by  marked 
breathlessness,  a dry  cough,  chest  discomfort, 
and  a severe  headache.  Over  the  following  two 
weeks  he  lost  a considerable  amount  of  weight 
but  was  beginning  to  improve  after  three  weeks. 
He  was  seen  at  Mount  Morris  Tuberculosis 
Hospital  on  November  12,  1964,  when  he  was 
already  feeling  better.  The  chest  x-ray  film 
showed  large  hilar  nodes  and  diffuse  pulmonary 
nodularity,  and  the  complement  fixation  test  for 
H.  capsulatum  on  serum  taken  on  November  23 
showed  a titer  of  128.  Both  m and  c fines  were 
observed  on  the  gel-precipitin  plate.  His  con- 
dition improved  only  slowly,  and  after  five 
months  he  still  had  dyspnea  on  effort  and  had 
not  returned  to  work,  but  his  chest  film  showed 
considerable  resolution.  Six  months  after  he 
was  first  seen,  his  serum  complement  fixation 
titer  had  dropped  to  16  and  the  c antibody  had 
disappeared. 

Case  4.  A seventy-year-old  white  female, 
mother  of  Case  5,  developed  a respiratory  illness 
with  pleuritic  symptoms  in  November,  1964. 
She  was  seen  at  Mount  Morris  Tuberculosis  Hos- 
pital on  December  9,  1964,  when  a chest  film 
showed  a large  heart  and  signs  of  pulmonary 
edema,  but  there  were  also  nodules  in  the  lower 
lung  fields  which  were  larger  in  size  on  repeat 
examination  two  months  later.  On  this  latter 
occasion,  her  serum  showed  a histoplasma  com- 
plement fixation  titer  of  8 and  no  gel  fines;  her 
histoplasmin  skin  test  showed  positive  results. 
The  chronic  mild  cardiac  failure  in  the  case  of 
this  patient  made  assessment  of  her  condition 
more  difficult,  but  the  evidence  suggests  she 
did  have  acute  histoplasmosis. 

Case  5.  A thirty-seven-year-old  white  fe- 
male, wife  of  Case  3,  had  a mild  flu-like  illness  at 
the  time  her  husband  was  most  ill,  but  she  re- 
covered after  two  days  in  bed.  She  was  seen  at 
Mount  Morris  Tuberculosis  Hospital  on  Decem- 
ber 8 when  her  chest  fiim  showed  diffuse  pul- 
monary nodularity,  and  she  had  a positive  histo- 
plasmin test  result.  Her  histoplasmosis  comple- 
ment fixation  test  showed  a titer  of  16;  this  had 
fallen  to  8 three  months  later,  although  repeat 
chest  x-ray  showed  an  increase  in  the  nodularity. 
Both  serum  specimens  showed  m fines.  She 
claimed  that  she  had  never  returned  to  her 
former  state  of  health  following  her  illness  in 
October  and  was  still  complaining  of  fatigue  and 
malaise  five  months  later. 

Details  of  these  cases  are  summarized  in 
Table  I, 


Epidemiologic  investigations 

Cases  1 and  2,  owners  of  the  Conesus 
house,  were  aided  in  some  final  work  on 
the  house  by  the  family  of  Case  3 including 
Case  4,  the  mother  of  Case  5,  eight  days 
before  the  onset  of  symptoms  in  Cases  1 
and  2,  and  this  was  apparently  the  only 
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TABLE  I.  Clinical  and  serologic  data  in  the  Conesus  Lake  epidemic 


His  to- 

plasmin 

Skin 

/ — Histoplasma  Capsulatum — 

Case 

Age 

History  of  Illness  and 

Test 

Complement  Fixation 

Precipitin 

- — Chest  X-Ray — 

N umber 

(Years) 

Sex 

Subsequent  Progress 

Result 

Date 

Titer 

Lines 

Date  and  Result 

i 

37 

M 

On  October  11,  1964,  ill- 

+ 

October  21,  1964 

1 

none 

October  19,  1964:  Hilar 

ness  began.  Developed 

November  4,  1964 

32 

m 

lymphadenopathy,  scat- 

severe  fever,  exhaustion, 

November  4,  1964 

32 

m 

tered  nodular  opacities 

chest  discomfort,  cough, 

November  27,  1964 

32 

m 

throughout  lungs 

and  pain  in  neck.  Acute 

December  7,  1964 

32 

m 

December  7,  1964:  Con- 

symptoms  subsided  in 
three  weeks.  Gradual 
recovery  over  next  four 
months 

April  21,  1965 

2 

m 

siderable  improvement 

2 

29 

M 

On  October  11,  1964,  ill- 

+ 

October  20,  1964 

64 

c 

October  20,  1964:  Exten- 

ness  began.  Developed 

November  16,  1964 

64 

m,  c 

sive  nodularity  through- 

severe  fever,  malaise. 

November  30,  1964 

64 

m,  c 

out  lungs 

chest  discomfort,  and 

December  14,  1964 

64 

m,  c 

January  25,  1965:  Con- 

slight  cough.  Acute 

December  21,  1964 

32 

m,  c 

siderable  improvement 

symptoms  slowly  re- 
solved, gradual  recovery 
occurred  over  next  four 
months 

January  25,  1965 

16 

c 

3 

41 

M 

Illness  began  mid-October 

+ 

November  23,  1964 

128 

m,  c 

November  12,  1964:  Hilar 

with  increasing  breath- 

December  7,  1964 

64 

m,  c 

ly  mphadenopa  thy. 

lessness,  chest  discom- 

December  28,  1964 

64 

m 

widely  scattered  nodular 

fort,  cough,  headache. 

May  24,  1965 

16 

m 

opacities  throughout 

and  fever,  associated 

lungs 

with  considerable 

December  28,  1964:  Con- 

weight  loss.  Slow  im- 
provement, but  re- 
mained dyspneic  and 
tired  readily  six  months 
later 

siderable  improvement 

4 

70 

F 

Respiratory  illness  with 

+ 

February  11,  1965 

8 

None 

December  28,  1964:  Large 

pleurisy  in  November. 

heart,  pulmonary  edema 

slow  improvement. 

and  nodules  in  lower 

Previous  health  had 

lobes 

been  indifferent,  with 

February  19,  1965:  In- 

symptoms  of  mild  heart 

creased  nodularity  in 

failure.  Subsequent 
health  not  significantly 
changed 

lower  lobes 

5 

37 

F 

Mild  flu-like  illness  in 

+ 

December  7,  1964 

16 

m 

December  8,  1964:  Dif- 

October,  but  persistent 

March  22,  1965 

8 

m 

fuse  nodularity  through- 

weakness  and  tiredness 

out  lungs 

on  effort,  which  were 

March  16,  1965:  In- 

still  complaints  after  six 
months 

creased  nodularity 

6 

19 

M 

Mild  flu-like  illness  for 

+ 

December  8,  1964:  Few 

two  days  in  October,  no 

nodules  in  right  upper 

residual  symptoms 

and  lower  zones 

7 

17 

F 

Flu-like  illness  in  October 

+ 

December  7,  1964 

16 

m 

December  8,  1964:  No 

followed  by  tiredness 
and  wheeziness  for  sev- 
eral months,  but  com- 
plete recovery  within 
six  months 

March  22,  1965 

8 

m 

definite  abnormalities 

8 

16 

F 

No  illness  reported.  Man- 

+ 

December  7,  1964 

16 

m 

December  8,  1964:  Sev- 

toux  test  gave  negative 

March  22,  1965 

16 

m 

eral  suspicious  nodules 

results 

May  24,  1965 

AC 

m 

in  both  lung  fields 

9 

13 

F 

No  illness  reported.  Man- 

+ 

December  8,  1964:  Slight 

toux  test  gave  negative 

enlargement  of  left  hilar 

results 

shadow 

10 

12 

F 

No  illness  reported.  Man- 

+ 

December  8,  1964:  En- 

toux  test  gave  negative 

larged  hilar  shadows,  a 

results 

few  nodules  in  left  hilum 

11 

11 

F 

Mild  flu-like  illness  for  two 

+ 

December  8,  1964:  Prom- 

days  in  October 

minent  right  hilar 
shadow 

12 

9 

F 

No  illness  reported.  Man- 

+ 

December  8,  1964:  One  or 

toux  test  gave  negative 

two  suspicious  nodules 

results 

in  lung  fields 

13 

7 

M 

No  illness  reported 

— 

December  8,  1964:  No 

abnormalities  seen 

14 

5 

M 

No  illness  reported 

— 

December  8,  1964:  No 

definite  abnormalities 

15 

4 

M 

No  illness  reported 

— 

December  8,  1964:  No 

abnormalities  seen 

16 

2 

M 

No  illness  reported 

+ 

December  8,  1964:  Large 

right  hilar  shadow,  small 
nodule  left  upper  lobe 

17 

1 

M 

No  illness  reported 

— 

December  8,  1964:  No 

abnormalities  seen 
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time  all  the  victims  ran  the  risk  of  exposure 
simultaneously.  The  exposure  occurred 
during  the  cleaning  of  a chimney  that  ran 
from  a space  heater  in  a second  story  room 
to  the  roof;  Cases  1,  2,  and  3 were  on  the 
roof  while  members  of  the  family  of  Case  3 
pushed  flue  brushes  up  the  chimney,  and 
large  quantities  of  dust  were  disturbed  in 
the  process.  The  men  working  on  the 
roof  were  exposed  to  the  greatest  amount, 
but  Cases  4 and  5 and  some  of  the  older 
children  subsequently  helped  in  removing 
that  which  had  fallen  down  the  chimney 
into  the  room.  It  was  also  established  that 
the  house,  when  deserted,  had  been  oc- 
cupied by  bats,  and  Case  1 had  seen  bats 
flying  into  the  house  through  the  chimney 
when  he  first  started  to  work  on  the  build- 
ing. Large  quantities  of  dried  bat  dung 
were  removed  from  the  chimney  and  its 
surroundings  as  well  as  from  other  areas 
in  the  house,  and  it  is  probable  that  Case  5 
and  her  mother,  Case  4,  who  did  most  of 
the  later  cleaning  of  the  house,  both  had 
multiple  exposures  to  this  material.  No 
bird  droppings  were  noted  in  the  chimney 
or  in  the  house. 

Although  none  of  the  12  children  had 
complained  of  any  illness,  all  were  seen 
at  Mount  Morris  Tuberculosis  Hospital 
where  chest  x-ray  examinations  and  his- 
toplasmin  skin  tests  were  carried  out  and 
blood  specimens  were  obtained  from  the 
2 oldest  girls.  Careful  questioning  of  the 
family  of  Case  3 did  establish  that  several 
of  the  older  children  had  experienced 
minor  feverish  illnesses  at  about  the  time 
of  their  father’s  illness.  Table  I sum- 
marizes the  clinical  features,  x-ray  findings, 
histoplasmin  skin  testing,  and  serologic 
tests  of  the  adult  victims  and  the  children. 
Serology  was  not  done  in  the  cases  of  the 
younger  children.  It  is  of  interest  that 
most  of  the  older  children  showed  evidence 
of  having  had  mild  attacks  of  histoplas- 
mosis, while  the  younger  were  mostly  un- 
affected; apparently  the  older  ones  were 
more  exposed  to  dust  from  the  chimney  as 
they  were  helping  in  the  work,  whereas  the 
younger  children  did  not  participate  in  this 
activity. 

Several  visits  were  paid  to  the  house  in 
the  hope  of  finding  the  source  of  the  epi- 
demic. Samples  of  soil  and  dust  were  re- 
moved from  various  rooms,  perforated 
ceilings  and  newly  repaired  roof  areas,  a 


dump  where  rubbish  from  the  house  had 
been  deposited  on  the  grounds,  and  two 
specimens  from  the  chimney  stack.  In 
addition,  a dead  bat  was  collected  in  the 
grounds.  These  specimens  were  all  cul- 
tured for  H.  capsulatum;  the  organism 
was  isolated  from  both  samples  of  dust  ob- 
tained from  the  chimney  but  not  from  any 
of  the  other  specimens  including  the  bat. 
The  presence  of  H.  capsulatum  was  first 
detected,  preceding  its  appearance  in  cul- 
ture, by  examination  of  periodic  acid- 
Schiff-stained  impression  films  of  greatly 
enlarged  spleens  of  mice  sacrificed  two 
weeks  after  their  inoculation  with  soil 
samples.  It  is  of  peripheral  interest  that 
virulent  strains  of  C.  neoformans  were 
recovered  from  several  of  the  samples, 
including  the  chimney  dust,  ceiling  dust, 
dusty  debris  carted  out  of  the  house,  soil 
found  between  exposed  studs  of  a partly 
refinished  back  room,  and  fine  organic 
debris  from  a shelf  in  another  unfinished 
room  filled  with  junk.  Both  of  the  last 
two  rooms  were  exposed  to  the  outside 
via  holes  in  the  ceiling  and  roof. 

Western  New  York  is  served  by  the 
Mount  Morris  Tuberculosis  Hospital  which 
is  thus  the  district  center  for  about  4 
million  people.  It  is  rare  for  cases  of 
acute  histoplasmosis  to  be  seen  at  the 
hospital,  and  no  previous  epidemic  of  the 
disease  has  been  recorded  there.22  In- 
quiries of  several  general  practitioners  and 
local  health  officials  in  the  Conesus  area 
established  that  histoplasmosis  has  not 
been  diagnosed  in  the  district  apart  from 
the  possibility  of  a rare  sporadic  case, 
and  it  is  very  unlikely  that  an  epidemic 
has  occurred  previously  in  the  area. 

Comment 

The  salient  features  of  this  epidemic  of 
acute  histoplasmosis  illustrate  many  of  the 
classical  characteristics  of  the  disease,  as 
reported  by  several  authors  and  well  re- 
viewed by  Furcolow.23  The  three  men, 
Cases  1,  2,  and  3,  suffered  the  acute 
epidemic  type  of  the  disease  which  is  char- 
acterized by  marked  fever,  prostration, 
chest  discomfort,  extensive  change  in  the 
chest  x-ray  film,  a positive  histoplasmin 
skin  test  result,  and  a rising  titer  in  the 
complement  fixation  test;  the  acute  illness 
usually  lasts  only  a few  weeks,  but  full 
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recovery  is  frequently  delayed  several 
months.8-  16-  17-  23  When,  as  in  our  cases, 
the  etiologic  agent  is  not  recovered  from 
the  sputum,  specific  diagnosis  rests  pri- 
marily on  the  result  of  serologic  tests.  It 
is  noteworthy  that  Case  3 suffered  the 
most  severe  symptoms  with  slowest  reso- 
lution and  also  the  highest  complement 
fixation  titer,  128,  recorded  in  the  epi- 
demic. This  corresponds  with  the  ex- 
perience of  other  authors  that  the  level 
and  persistence  of  the  complement  fixation 
antibody  titer  depend  on  the  severity  and 
chronicity  of  the  disease  as  judged  by 
symptoms.  24-  25  The  results  of  our  gel 
precipitin  tests  also  are  pertinent.  Heiner20 
stated  that  the  appearance  of  either  m or 
h antibody  in  the  absence  of  a recent  skin 
test  is  presumptive  evidence  of  histo- 
plasmosis; the  presence  of  both  is  sufficient 
for  a presumptive  diagnosis  regardless  of 
the  skin  test.  This  has  also  been  our 
experience.  We  have  found  further,26  as 
have  others, 27  that  h is  by  no  means  demon- 
strable in  all  cases  of  progressive  infection, 
but  when  it  does  occur  it  signifies  active 
histoplasmosis  either  progressive  or  healing. 
On  the  other  hand,  c appears  to  be  char- 
acteristic of  early  acute  histoplasmosis, 
although  it  is  found  sometimes  also  in  more 
advanced  cases.  The  acute,  benign,  ep- 
idemic type  of  histoplasmosis,  illustrated 
in  the  Alexandria  Bay  and  Conesus  ep- 
isodes, is  accompanied  by  m and/or  c 
lines,  the  latter  apparently  being  associated 
with  the  more  severe  infections  (Tables 
I and  II).  The  c or  cross-reactive  antigen 
is  more  strongly  manifested  in  Blastomyces 
dermatitidis  than  in  H.  capsulatum,  which 
is  the  reason  for  our  use  of  blastomycin 
antigen  in  confirmation  of  all  c reactions 
with  histoplasmin. 20  The  presence  of  c 
antibody  in  various  stages  of  Histoplasma 
infection  may  account  in  part  for  the  ex- 
tensive cross  reaction  known  to  occur  with 
antigen  of  B.  dermatitidis. 28 

The  majority  of  victims  of  acute  epi- 
demic histoplasmosis  recover  spontane- 
ously and  completely,  although  pulmonary 
infiltrates  may  persist  for  years  and  even- 
tually become  calcified.26  Since  therapy 
of  progressive  cases  necessitates  the  use  of 
amphotericin  B,  with  the  attendant  dis- 
advantages of  daily  intravenous  infusions 
over  the  course  of  many  weeks  and  a high 
incidence  of  unpleasant  side-effects,  insti- 


TABLE  II.  Alexandria  Bay  epidemic — serologic 
reactions  to  antigens  of  H.  capsulatum18 


Case 

Number 

Date  Specimen 
Collected 

Comple- 
ment Precipi- 
Fixation  tin  Lines 

18 

July  20 

Atypical 

None 

18 

July  27 

Atypical 

m,  c 

18 

July  28 

Atypical 

m,  c 

18 

August  14 

Atypical 

m,  c 

18 

September  5 

300 

m 

18 

December  4 

150 

m 

19 

July  20 

65 

c 

19 

July  28 

115 

m,  c 

19 

August  14 

110 

m,  c 

19 

September  18 

75 

m 

20 

July  20 

0 

None 

20 

July  28 

0 

None 

20 

August  14 

10 

None 

20 

September  18 

Atypical 

m 

tution  of  treatment  in  an  individual  case 
should  always  be  delayed  for  as  long  as  pos- 
sible in  the  hope  that  natural  recovery  will 
occur.29  None  of  the  victims  in  the 
Conesus  Lake  epidemic  required  specific 
therapy. 

Human  beings  do  not  contract  histo- 
plasmosis from  an  infected  host,  animal 
or  human,  by  direct  transmission  but 
generally  become  infected  through  inhaling 
organic  dust  containing  the  fungus.  The 
association  of  H.  capsulatum  with  soil 
contaminated  by  excreta  of  various  birds 
is  well  known  and  is  reviewed  by  Klite  and 
Young.12  Englert  and  Phillips,  in  1953, 30 
were  first  to  associate  bat  guano  with 
pulmonary  histoplasmosis,  and  Emmons31 
was  first  to  point  out  that  bats  may  be 
important  in  the  cause  of  this  disease. 
There  have  been  recent  reports  of  the 
isolation  of  the  microorganism  from  internal 
organs  and  feces  of  bats  in  Colombia,32 
Panama,33  and  El  Salvador,34  and  it  has 
been  suggested  by  Klite  and  Diercks33 
that  the  presence  of  H.  capsulatum  in  the 
soil  is  a result  of  direct  seeding  of  the  soil 
with  contaminated  feces  of  infected  bats.12 
H.  capsulatum  has  not  been  recovered  from 
naturally  infected  birds.  Focal  outbreaks 
of  histoplasmosis  in  human  beings,  where 
exposure  to  infected  soil  or  guano  in  and 
around  bat  harborages  has  been  implicated 
as  the  source  of  infection,  have  been  re- 
ported from  several  areas  in  the  Americas 
and  in  southern  Africa,12  and  in  Mexico 
94  per  cent  of  cases  of  epidemic  histo- 
plasmosis have  been  associated  with  bat 
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droppings.11  A recent  report  of  interest 
concerns  the  development  of  acute  histo- 
plasmosis in  2 members  of  a party  of  visitors 
to  a cave  in  Cyprus;  1 man  caught  a bat 
and  showed  it  to  a friend,  and  a few  weeks 
later  these  2 people  developed  the  disease.35 
This  report  suggests  that  bats  can  act  as 
vectors,  presumably  by  passively  carrying 
Histoplasma-bearing  dust  derived  from 
guano.  Probably  H.  capsulatum  will  grow 
only  in  guano  which  has  undergone  some 
change;  the  material  in  the  Conesus  chim- 
ney was  exposed  to  rain  and  subsequent 
structural  breakdown,  whereas  other  speci- 
mens of  droppings  investigated  were  not 
weathered  and  still  preserved  their  pellet 
structure  intact. 

The  importance  of  the  Conesus  Lake 
epidemic  lies  in  its  public  health  con- 
sequences. Histoplasmosis  is  not  a com- 
municable disease  and  not  a reportable 
disease,  and  although  vigorous  measures 
may  be  needed  to  eradicate  a source  and 
thereby  limit  an  epidemic,  there  is  no 
official  public  health  policy  to  provide 
guidance.  Medical  practitioners  and  public 
health  nurses  working  in  rural  areas  should, 
nevertheless,  be  aware  of  the  dangers  of 
exposure  to  atmospheres  contaminated 
with  dust  derived  from  the  excreta  of 
chickens,  birds,  and  bats  in  areas  where 
histoplasmosis  might  be  expected;  river 
valleys  in  New  York  State  fall  into  this 
category.  Conesus  Lake,  while  not  in  a 
labeled  endemic  area,  is  on  a tributary  of 
the  Genesee  River  which  is  part  of  the 
Great  Lakes  drainage  system.  The  three 
earlier  New  York  State  epidemics  occurred 
in  areas  shown  by  surveys  to  have  ap- 
preciable levels  of  Histoplasma  infec- 
tion.4' 6'  15  Histoplasmosis  is  a dangerous 
disease  with  a considerable  morbidity  and 
an  appreciable  mortality,  and  preventive 
measures  are  as  important  in  this  condition 
as  they  are  in  tuberculosis,  although  it  is 
not  feasible  to  ensure  examination  of  all 
buildings  at  risk  for  the  presence  of  H. 
capsulatum.8  Medical  practitioners  in 
river  valley  districts  should  be  suspicious 
of  small  epidemics  of  acute  febrile  ill- 
nesses associated  with  marked  prostration 
and  minor  pulmonary  symptoms,  since 
the  identification  of  an  outbreak  of  histo- 
plasmosis can  then  lead  to  measures  di- 
rected toward  preventing  further  cases. 
The  implication  of  the  house  bat  in  this 


epidemic  suggests  that  the  animal  should 
be  regarded  as  a pest,  and  efforts  should 
be  made  to  eliminate  its  presence  around 
human  habitations.  Further  work  is  re- 
quired to  establish  the  true  incidence  of 
histoplasmosis  in  western  New  York,  and 
field  surveys  are  desirable  as  a means  of 
establishing  the  importance  of  the  house 
bat  in  the  spread  of  the  disease. 

The  ultimate  fate  of  the  family  of  Case 
3 remains  to  be  seen.  The  family  con- 
tinues to  live  in  the  house,  and  it  is  hoped 
that  all  the  contaminated  dust  has  been 
removed;  the  family  has  been  warned 
to  avoid  dusty  construction  work,  and  if 
any  becomes  necessary  those  who  would 
be  exposed  have  been  cautioned  to  wear 
face  masks  and  thereby  avoid  excessive 
inhalation  of  the  dust,  although  this  device 
does  not  necessarily  ensure  protection.36 

Summary 

A clinical  and  epidemiologic  descrip- 
tion of  an  outbreak  of  acute  histoplasmosis 
in  the  Conesus  Lake  region  of  western 
New  York  State  is  given.  It  is  apparently 
the  first  such  epidemic  to  be  discovered 
in  the  western  half  of  the  State.  Five 
adults  developed  the  acute  pulmonary 
disease,  and  8 of  12  children  at  risk  ex- 
hibited positive  skin  test  results  in  the 
absence  of  serious  illness.  The  7 patients 
who  were  followed  serologically  showed 
complement  fixation  and  gel-precipitin 
patterns  typical  of  acute  benign  pulmonary 
histoplasmosis. 

Exposure  occurred  during  the  cleaning 
of  a chimney  in  a house  that  had  been 
unoccupied  for  several  years  except  by  bats 
which  used  the  chimney  as  an  entry  route. 
The  3 adults  who  were  exposed  to  the 
greatest  concentration  of  chimney  dust 
developed  severe  symptoms  and  were  ill 
for  several  months.  Histoplasma  cap- 
sulatum was  isolated  from  the  dust  which 
was  believed  to  be  derived  from  bat  guano. 
The  role  of  bats  in  the  cause  of  the  disease 
is  discussed,  and  the  danger  of  exposure  to 
dust  derived  from  guano  is  stressed. 

It  is  concluded  that  river  valleys  in  New 
York  State  should  be  suspected  as  areas 
of  endemic  histoplasmosis,  and  the  necessity 
for  further  investigations  and  public  health 
control  measures  is  stressed. 
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for  physicians? 
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on  with  the  job.”  This  is  a wonderfully  unsel- 
fish attitude  and  will  contribute  to  the  presti- 
gious position. 

To  continue  in  this  high  position  with  the 
public,  physicians  must  continue  to  cultivate  it. 
Some  must  learn,  and  quickly,  that  the  whole 
purpose  of  medicine  is  to  serve  people  and  not  to 
serve  doctors. 

Dr.  Pearson  further  stated  that:  “I  hope 

that,  after  forty  years  in  the  practice  of  this 
great  profession,  I shall  be  permitted  to  say  to 
the  young  men  and  women  who  are  entering  the 
medical  profession  always  to  bear  in  mind  that 
we  are  a group  which  is  privileged  to  give  whole- 
heartedly to  the  medical  care  of  the  sick  and  the 
lame  of  this  world.  Our  charge,  if  any,  must  be 
commensurate  with  service  rendered  and  the 
patient’s  ability  to  pay  ...  I do  not  know  of  a 
single  doctor  who  is  a millionaire.  If  there  is  one, 
he  did  not  earn  his  money  practicing  medicine. 
If  you  desire  to  be  a millionaire,  get  into  some 
other  kind  of  business.” 
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Granulomatous  disease  may  occur  any- 
where in  the  intestinal  tract.1-4  It  may  af- 
fect the  colon  either  alone  or  in  association 
with  the  ileum.  Wells,  in  1952, 6 and  later 
Brooke6  first  coined  the  term  Crohn’s 
disease  of  the  colon.  Since  then  granulo- 
matous colitis  has  been  separated  as  an 
entity  distinct  from  the  more  common 
nonspecific  ulcerative  colitis.7-10  When  oc- 
curring only  in  the  colon,  the  differentiation 
of  the  two  entities  may  at  times  be  diffi- 
cult and  in  the  late  stages  practically  im- 
possible. Early  in  the  disease,  the  dif- 
ferentiation is  feasible. 

Pathologically,  the  final  distinction  be- 
tween these  two  diseases  does  not  rest  on 
any  one  feature,  macroscopic  or  micro- 
scopic, but  on  the  over-all  appearance 
taken  in  conjunction  with  the  clinical 
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findings.  Likewise,  roentgenographically, 
the  final  diagnosis  must  also  depend  on  a 
composite  picture  taken  in  conjunction 
with  the  clinical  aspects.  Since  the  roent- 
gen features  mimic  the  gross  pathologic 
findings,  the  x-ray  study  plays  a most  de- 
cisive role  in  the  clinical  management  and 
preoperative  diagnosis. 

Pathologically,  granulomatous  colitis  rep- 
resents a disease  of  the  lymphoid  tissue 
originating  in  the  submucosa,  extending 
to  marked  thickening  of  all  layers  of  the 
bowel  wall  with  granulomatous  and/or 
fibrous  reaction.  By  contrast,  ulcerative 
colitis  is  a superficial  inflammatory  disease. 
The  only  thickening  of  the  wall  is  due  to 
muscular  hypertrophy  and  spasm  rather 
than  fibrosis.  The  inflammation  is  con- 
fined to  the  mucosa  in  the  first  place  with 
some  later  extension  into  the  submucosa. 
This  results  in  a major  difference  in  the 
gross  roentgen  appearance.  Because  of 
the  increase  in  the  soft  tissue  of  the  bowel 
in  granulomatous  colitis,  there  is  encroach- 
ment on  the  lumen,  later  proceeding  to 
stricture  formation.  This  is  very  well  docu- 
mented in  the  roentgen  picture.  By  con- 
trast the  distinguishing  feature  of  acute 
ulcerative  colitis  is  dilatation.11  Acuity 
manifests  itself  by  a dilated  colon.  Chro- 
nicity  produces  luminal  narrowing  and  a 
pipe-stem  outline.  Acute  symptoms  with 
a contracted  colon  cannot  be  ulcerative 
colitis.  In  studying  the  reversibility  of 
ulcerative  colitis,  a small  shrunken  colon 
in  the  chronic  stage  dilates  when  the  dis- 
ease becomes  acute.  It  is  for  this  reason 
that  toxic  megacolon  does  not  occur  in 
granulomatous  colitis. 

Similarly  the  terminal  ileum  presents 
similar  characteristics.  In  granulomatous 
disease  it  is  irritable  and  difficult  to  fill, 
with  evidence  of  encroachment  on  the 
lumen.  At  times  this  results  in  the  well- 
known  string  sign.  Backwash  ileitis  by 
contrast  presents  a relatively  dilated  and 
rather  quiescent  terminal  ileum. 

Location  and  distribution 

The  anatomic  location  and  distribution 
may  be  of  help  in  differentiation.  Gran- 
ulomatous colitis  is  to  a considerable  degree 
right-sided  colitis  with  or  without  ileal 
involvement  with  sparing  of  the  rectum 
in  a large  percentage  of  patients.  An  ab- 
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roentgen  study  early  in  the  disease  can 
differentiate  between  granulomatous  colitis 
and  nonspecific  ulcerative  colitis.  Later 
the  distinction  is  difficult.  The  final  dis- 
tinction rests  on  the  over-all  appearance  in 
conjunction  with  clinical  findings,  and  these 
determine  the  clinical  management  and  pre- 
operative diagnosis.  These  differences  are 
described.  The  anatomic  location  and  dis- 
tribution may  help  in  the  differentiation. 
It  is  important  to  differentiate  the  ulcerations 
from  diverticulitis.  H austral  abnormalities 
must  be  studied. 


FIGURE  1.  Granulomatous  colitis  involving  distal, 
transverse,  and  descending  colon;  sigmoid;  and 
rectum.  Proximal  colon  normal  with  abrupt  tran- 
sition to  area  of  involvement,  just  proximal  to 
splenic  flexure.  Spikelike  transmural  ulcerations 
clearly  defined  in  transverse  and  descending 
colon. 

normal  colon  with  a normal  rectum  or  seg- 
ments of  diseased  colon  separated  by  nor- 
mal bowel  are  suggestive  of  Crohn’s  dis- 
ease. Ulcerative  colitis  on  the  other  hand 
is  predominantly  a disease  of  the  left  side 
with  the  right  side  showing  only  relatively 
early  changes.  This  represents  a broad 
generalization  with  many  exceptions.  Both 
may  be  diffuse.  Both  may  be  segmental. 
There  are  variants  of  ulcerative  colitis, 
less  than  5 per  cent  of  cases,  that  do  not 
involve  the  rectum  and  involve  the  right 
side.  There  are  conditions  other  than 
Crohn’s  disease  that  lead  to  segmental 
disease  of  the  colon.  On  distribution  alone 
the  diagnosis  can  only  be  tentative. 

Skip  areas  with  patchy  involvement  are 
characteristic  of  granulomatous  disease. 
The  mucosal  changes  are  discontinuous 
with  areas  of  normal  mucosa  intervening. 
The  lesions  may  be  seen  in  any  segment  of  the 
colon.  When  segmental,  they  are  sharply 
demarcated.  The  transverse  colon,  cecum, 
and  ascending  colon  are  most  often  in- 
volved, often  with  small-intestinal  disease 


(Fig.  1).  The  skip  areas  may  be  elusive 
and  difficult  to  detect.  Eccentric  involve- 
ment of  one  wall  may  occur  with  a small 
flat  area  or  a small  nodular  filling  defect. 
By  contrast,  ulcerative  colitis  nearly  always 
extends  in  continuity.  The  disease  is  dif- 
fuse, although  there  may  be  a relatively 
normal  area  on  the  right  side  with  an  area 
of  disease  in  the  cecum. 

Ulcers 

The  ulcerations  are  different  and  are  im- 
portant in  differentiation.  Transmural 
fissure  ulcers,  at  times,  leading  to  fistula 
or  sinus  formation,  are  characteristic  of 
granulomatous  disease.  These  ulcers  are 
noted  early  in  the  submucosa  but  later 
extend  through  all  layers  of  the  bowel. 
They  can  be  visualized  as  small  spikes 
radiating  from  the  lumen.  The  ulcers  in 
ulcerative  colitis  are  superficial  and  most 
often  quite  small.  They  may  be  large  and 
extend  under  the  serosa  to  form  a collar- 
button  appearance  or  pseudodiverticula. 
They  are  not  spikelike  in  appearance. 
The  ulcers  in  granulomatous  disease  may 
be  associated  pathologically  with  large 
submucosal  or  intramural  abscesses.  Only 
small  crypt  abscesses  are  present  in  ul- 
cerative colitis. 

Longitudinal  ulcerations  are  a character- 
istic feature  in  granulomatous  colitis. 
They  are  frequently  multiple  and  are 
perhaps  related  to  the  taenia  and  the 
mesenteric  attachments.  Communicating 
lateral  branches  appear  as  thin,  deep  fis- 
sures. When  the  longitudinal  ulcers  are 
associated  with  the  transverse  fissures,  the 
intervening  mucosa  is  edematous  and  swol- 
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FIGURE  2.  Granulomatous  colitis  demonstrating 
linear  ulcerations  with  transverse  fissures  in  trans- 
verse colon  resulting  in  cobblestone  appearance. 


len  so  that  a cobblestone  pattern  is  pro- 
duced which  is  quite  characteristic  (Fig.  2). 
It  is  inconstantly  observed  radiographically. 
It  is  best  demonstrated  in  the  early  stages 
as  a shaggy  and  irregular  outline  of  the 
bowel. 

Surface  patterns 

In  ulcerative  colitis  unusual  surface 
patterns  may  be  observed  in  the  post- 
evacuation exposures.  Longitudinal  pat- 
terns are  noted  fairly  frequently  simulating 
the  longitudinal  ulcers  of  granulomatous 
colitis.  They  represent  folds  rather 
than  ulcerations,  are  smoother  and  more 
symmetrical,  and  have  no  associated  trans- 
verse ridges.  They  are  obliterated  with 
distention  of  the  colon  in  the  barium-filled 
study  and  are  never  observed  in  compres- 
sion. Large  coarse  surface  patterns  with  a 
transverse  or  reticular  distribution  are 
noted.  At  times  the  surface  pattern  may 
be  finely  reticular  in  outline. 

Although  longitudinal  ulcers  in  Crohn’s 
disease  are  most  often  multiple,  it  may  be 


seen  as  a single  ulceration  on  one  wall. 
Under  such  circumstances  it  will  have  to  be 
differentiated  from  an  intramural  sinus 
tract  as  seen  in  diverticulitis.  Divertic- 
ulitis is  an  extramural  disease  with  in- 
flammatory changes  arising  on  the  outer 
wall  impressing  itself  on  the  bowel.  It  is 
therefore  eccentric  with  relatively  normal 
mucosa  in  the  adjacent  vicinity.  This  may 
result  in  a localized  abscess  or  granuloma 
with  or  without  fistula  formation.  If  no 
diverticula  are  present,  its  differentiation 
from  granulomatous  colitis  must  be  con- 
sidered. The  transmural  abnormal  con- 
dition of  Crohn’s  disease  is  in  sharp  con- 
trast to  the  extramural  abnormal  condition 
of  diverticulitis  under  such  circumstances, 
so  that  the  differentiation  may  be  made 
readily. 

Haustral  abnormalities 

Haustral  abnormalities  occur  in  both 
diseases.  The  pipe-stem  appearance  in 
chronic  ulcerative  colitis  offers  no  problem 
in  differentiation.  In  acute  stages  the 
haustral  differentiation  may  be  more  diffi- 
cult. Asymmetry  of  haustra  occurs  in 
both  entities  with  irregular  thickening  and 
flattening.  There  are,  however,  certain 
haustral  abnormalities  in  acute  ulcerative 
colitis  which  are  not  observed  in  granulo- 
matous disease.  These  consist  of  the  cor- 
rugation sign  and  the  indenture  sign.  The 
corrugation  sign  consists  of  a smoothly 
undulating  contour  resembling  the  edge 
of  a sheet  of  corrugated  iron.  This  is  as- 
sociated with  a dilated  colon.  The  inden- 
ture sign  is  not  specific  and  is  present 
in  acute  inflammatory  disease.12  It  is  an 
irritable  phenomenon,  perhaps  related  to 
thumb  printing.  The  latter  is  also  a mani- 
festation of  submucosal  hemorrhage.  We 
consider  this  the  earliest  roentgen  mani- 
festation of  ulcerative  colitis.  Welin  and 
Brahme 13  consider  a finely  granular  mucosal 
surface  seen  on  double  contrast  study  as  an 
even  earlier  sign  and  representing  the 
stage  of  hyperemia.  The  white  line  with  a 
ground-glass  appearance  on  double-con- 
trast studies  is  quite  characteristic  of 
ulcerative  colitis. 

Stricture  formation  is  a striking  feature 
of  granulomatous  colitis.  The  bowel  wall 
itself  becomes  thickened  and  stiff,  often 
in  an  eccentric  fashion.  With  fibrous 
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changes,  narrowing  occurs  in  an  asym- 
metrical fashion  with  pseudodiverticulum 
formation.  This  proceeds  to  stricture  for- 
mation and  may  be  associated  with  pseudo- 
polyps. Considerable  dilatation  of  the  in- 
tervening bowel  is  present.  Inflammatory 
polyps  occur  in  both  diseases  but  are 
smaller  in  ulcerative  colitis  than  in  gran- 
ulomatous colitis.  Undermining  of  the 
mucosa  occurs  in  ulcerative  colitis  produc- 
ing coarse  irregular  mucosal  tags  and 
bridges.  Inflammatory  polyps  with  elonga- 
ted pedicles  are  rare  in  granulomatous 
colitis.  No  case  of  a malignant  condition 
in  granulomatous  colitis  has  as  yet  been  re- 
ported in  the  literature.  The  stricture  is 
always  benign.  In  ulcerative  colitis  stric- 
ture formation  is  uncommon.  When  it  oc- 
curs and  is  irregular  in  contour,  the  possi- 
bility of  a malignant  condition  must  be  con- 
sidered even  when  no  defect  is  present. 

Although  less  common  than  in  regional 
enteritis,  fistula  formation  is  striking  in 
granulomatous  colitis.  Rectovaginal  fistu- 
las may  occur  in  both  diseases  but  more 
commonly  in  granulomatous  disease.  Peri- 
rectal fistulas  are  a distinct  clue  to  clinical 
diagnosis  but  are  rarely  demonstrated 
radiographically.  Intra-abdominal  fistulas 
may  occur  with  the  stomach,  duodenum, 
urinary  bladder,  or  ureter.  Such  a finding 
never  occurs  in  ulcerative  colitis. 

I 

Methods 

In  cases  of  inflammatory  disease  of  the 
colon  of  uncertain  cause,  the  barium  enema 
must  be  supplemented  with  a meal  by 
mouth,  since  coincident  disease  of  the  small 
bowel  may  be  present.  It  is  also  valuable 
in  elucidating  defects  in  the  cecum  in  a 
differentiation  of  Crohn’s  disease  from 
unusual  appendiceal  abscess,  right-sided 
diverticulitis,  or  carcinoma.  Fistula  for- 
mation is  often  better  demonstrated  with 
the  barium  meal.  Mucosal  patterns  in  the 


colon  are  well  demonstrated  with  the 
barium  meal. 

The  air  study  is  an  important  procedure. 
It  not  only  delineates  pseudopolyps  but 
helps  clarify  mucosal  irregularities.  It  is 
most  important  in  the  evaluation  of  stiffness 
and  distensibility,  especially  when  this  is 
quite  small,  eccentric,  and  on  one  wall  only. 
In  this  respect  it  is  superior  to  the  barium 
study. 

Conclusion 

Granulomatous  colitis  has  in  recent  years 
been  separated  as  a distinct  entity.  At 
times,  its  differentiation  from  the  more 
common  ulcerative  colitis  is  impossible. 
There  are,  however,  distinct  roentgen  fea- 
tures which  enable  a definite  roentgen  diag- 
nosis, especially  when  these  are  taken  in 
conjunction  with  the  clinical  aspect  of  the 
case. 

121  East  60th  Street 
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As  general  hypothermia  increased  in 
popularity,  more  and  more  of  its  side-effects 
were  encountered.  It  was  known  from 
early  experiments  on  laboratory  animals 
that  body  temperatures  below  30  C.  had 
adverse  effects  on  the  myocardium  and 
predisposed  the  heart  to  arrhythmias  and 
in  particular  ventricular  fibrillation.  Three 
reports  of  open  heart  surgery  during  the 
earlier  phase  of  the  hypothermic  era  (by 
Bailey  et  al.1  and  Lewis2  and  Swan  et  al.,3  34 
cases)  showed  that  ventricular  fibrillation 
was  encountered  in  13  instances  with  6 
fatalities.  The  body  temperatures  in  these 
series  ranged  between  27  to  30  C.  It  is 
true  that  the  incidence  of  ventricular 
fibrillation  is  much  higher  during  the  actual 
manipulation  of  the  heart,  so  that  in  these 
reports  only  3 episodes  occurred  prior  to 
exposure  of  the  heart.  Nonetheless,  even 
3 of  34  cases  represents  a significant  in- 
cidence. In  other  reports  dealing  with 
neurosurgical  procedures  in  the  presence  of 
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normal  cardiovascular  systems  using  hypo- 
thermia, cardiac  complications  were  also 
observed.  Other  investigators  have  also 
reported  additional  adverse  developments 
in  the  course  of  systemic  hypothermia. 
For  example,  Barbour  et  al.  have  shown 
that  in  monkeys  hypothermia,  28  to  30  C., 
causes  an  intracellular  shift  of  water.4 
Eckstein  et  al.  demonstrated  an  increase  in 
viscosity  of  blood,  while  Oppenheimer  and 
his  coworkers  showed  prolongation  of 
circulation  time  and  decreased  cardiac 
output.4  Pushkov  showed  acceleration  in 
clotting  time  during  hypothermia.4  These 
facts  may  contribute  singly  or  as  a group 
to  cardiac  complications. 

It  must  also  be  borne  in  mind  that  the 
temperature  of  the  brain  during  general 
hypothermia  is  about  2 C.  higher  than  the 
rectal  temperature.  Therefore,  if  lower 
brain  temperatures  are  required,  as  in  the 
case  of  intracranial  vascular  surgery  when 
a longer  period  of  safe  vascular  occlusion 
may  be  necessary,  then  lower  body  temper- 
atures should  be  achieved,  thereby  in- 
creasing the  odds  for  cardiac  complications. 

In  the  face  of  these  difficulties,  it  became 
desirable  to  avoid  the  effects  of  systemic 
body  refrigeration  by  selectively  cooling 
the  brain.  The  more  refined  technic  of 
extracorporeal  cerebral  cooling  is  a complex 
procedure  and  requires  an  expert  team 
and  complex  facilities,  and  some  of  the 
features  of  this  hypothermic  technic  such 
as  the  necessity  for  carotid  and  femoral 
cannulation  and  heparinization  of  the 
patient  in  the  range  of  2 mg.  per  kilogram 
contribute  to  postoperative  complications. 

It  was  in  the  quest  of  a simple  and 
practical  technic  for  selective  brain  cooling 
that  at  the  beginning  of  the  present  decade 
attention  was  focused  on  direct  cooling 
of  the  brain.  Following  the  preliminary 
reports  of  Tokuoka  et  al.,5  Negrin,6  Om- 
maya  and  Baldwin,7  and  others,  a simple 
technic  of  hypothermic  ventricular  per- 
fusion was  developed  at  this  Institute. 
The  details  of  this  technic  have  been 
reported  by  Costal,  Owens,  and  Woldring.8 
Over  the  period  of  a year  repeated  experi- 
ments proved  it  to  be  safe  and  well  tol- 
erated in  laboratory  animals.  Recently  in 
continuation  of  these  experiments  we  set 
out  to  test  the  actual  value  of  this  method 
of  cooling  when  dealing  with  cerebral 
vascular  occlusion. 
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TABLE  I.  Findings  in  representative  animals  of 
the  experimental  and  control  groups 


Dog 

Number  Procedure 

Brain  Lesions 

234 

Control 

Old  infarct  with  lesions  of 
basal  ganglia,  internal 
capsule,  centrum  semio- 
vale,  and  temporal  lobe. 

634 

Control 

Infarct  with  severe  damage 
to  caudate  nucleus,  basal 
ganglia,  internal  capsule, 
and  thalamus. 

501 

Middle  cerebral 

Massive  infarction  of  thal- 

artery  occlusion 

amus,  basal  ganglia,  and 

prior  to  cooling 

centrum  semiovale. 

487 

Postcooling  ligation 

Moderate  dilatation  of  left 

of  middle  cerebral 

temporal  horn  with  mi- 

artery.  Exit  tern- 

croscopic  gliosis  of  basal 

perature  of  per- 

ganglia  and  internal  cap- 

fusate  8 C.  for 
three  hours 

sule. 

472 

Postcooling  infarction 

Small  infarct  of  caudate 
nucleus  and  centrum  semi- 
ovale. 

486 

Postcooling  infarction 

Dilated  ipsilateral  temporal 
horn  of  the  lateral  ven- 
tricle with  loss  of  sub- 
stance of  the  left  sylvian 
gyrus. 

510 

Postcooling  infarction 

Small  infarct  of  basal  ganglia 
and  caudate  nucleus. 

552 

Postcooling  infarction 

Dilated  ipsilateral  temporal 
horn  of  lateral  ventricle. 
Small  infarct  of  the  thal- 
amus and  inferior  surface 
of  pyriform  lobe. 

Materials  and  methods 

For  our  purpose  occlusion  of  the  middle 
cerebral  artery,  as  described  by  Rosomoff9 
and  others,  was  selected.  Seven  dogs 
served  as  control  animals,  and  under 
intravenous  sodium  thiopental  (Pentothal 
sodium)  anesthesia  a craniectomy  was 
performed  and  the  middle  cerebral  artery 
on  the  left  was  clipped  and  divided.  An 
additional  20  mongrel  dogs,  unselected  as 
to  age  and  sex  and  weighing  between  8 and 
15  Kg.  were  included  in  the  experimental 
series.  These  animals  were  anesthetized 
with  intravenous  sodium  thiopental  after 
overnight  fasting.  They  were  then  in- 
tubated and  placed  in  a head  holder.  Burr 
holes  were  made  in  the  frontal  and  occipital 
areas;  usually  two  frontal  and  one  occip- 
ital. Through  these  openings  the  lateral 
ventricles  were  cannulated  with  small 
polyethylene  catheters  which  were  threaded 
through  metal  fixtures  screwed  into  the 
skull.  One  of  these  cannulas  served  as  an 
entrance  and  the  other  two  as  exits  for  the 
cooling  solution.  The  same  device  as 
described  in  previous  publications  was 
used  for  circulation  and  cooling.7 


BECAUSE  GENERAL  HYPOTHERMIA  resulted,  in 
cardiac  complications  in  connection  with 
cerebral  vascular  occlusion,  the  effects  of 
selective  cooling  of  the  brain  were  studied  in 
animals.  Craniectomies  were  performed  on 
7 control  dogs  under  sodium  thiopental,  and 
the  middle  cerebral  artery  on  the  left  was 
clipped  and  divided.  In  the  experimental 
series  the  dogs  were  anesthetized  with  in- 
travenous sodium  thiopental,  through  burr 
holes  their  lateral  ventricles  were  cannulated, 
and  the  cannulas  served  as  entrances  and 
exits  for  the  cooling  solution.  The  experi- 
mental animals  demonstrated  less  profound 
neurologic  damage  and  for  shorter  periods 
of  time  than  the  controls;  the  brains  indicated 
a reduction  in  the  area  of  infarction.  Best 
results  were  in  the  animals  in  which  cooling 
was  begun  at  least  an  hour  before  the  “stroke.” 


The  initial  temperature  of  the  perfusate, 
Ringers  solution,  ranged  around  26  C.  and 
then  was  cooled  rapidly  during  the  per- 
fusion to  ranges  of  about  5 C.  Rates  of 
flow  between  7 and  10  cc.  per  minute  were 
found  to  be  optimum.  These  levels  of 
flow  were  reached  by  monitoring  intra- 
ventricular pressures.  Optimum  pressures 
ranged  between  1 and  5 cm.  of  water. 
These  pressures  could  be  varied  by  ele- 
vating the  outflow  reservoir  to  levels  equal 
to  or  higher  than  the  ventricular  cavity,  by 
blocks  in  the  intraventricular  circulation, 
by  alteration  in  the  systemic  arterial 
pressure,  by  cranial  and  thoracic  venous 
pressures,  and  by  surgical  trauma.  Pre- 
vious work  had  indicated  that  cortical 
brain  temperatures  of  about  25  C.  could 
be  obtained  during  a three-hour  period  of 
cooling.  Temperatures  of  areas  1 cm. 
distant  from  the  ventricles  were  found  to 
range  around  20  C.  In  the  studies  re- 
ported here,  only  the  inflow  and  outflow 
temperatures  of  the  perfusate  were  mon- 
itored continuously.  These  were  on  the 
order  of  5 C.  inflow  and  10  C.  outflow. 
The  perfusion  was  continued  for  about 
one  hour,  after  which  time  a left  sub- 
temporal craniectomy  was  performed.  The 
dura  mater  was  opened,  the  pyriform  lobe 
was  gently  elevated,  and  the  left  middle 
cerebral  artery  was  identified  and  clipped 
doubly  and  divided.  The  hypothermic 
perfusion  was  then  continued  for  an  average 
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FIGURE  1.  Brain  234:  Infarction  process  in  control  animal.  Note  loss  of  pyriform  lobe  and  damage  to 
internal  capsule.  Brain  501:  Areas  of  hemorrhage  and  infarction.  Middle  cerebral  artery  occluded  prior 
to  ventricular  perfusion.  Cooling  unsatisfactory.  Brain  486:  Brain  cooled  via  ventricular  perfusion  prior 
to  middle  cerebral  artery  ligation.  Note  bilateral  hydrocephalus.  Arrow  indicates  loss  of  substance  in 
pyriform  lobe  on  side  of  infarct.  Animal  at  sacrifice,  four  months  after  experiment,  neurologically  normal. 
Brain  552:  Brain  cooled  prior  to  vascular  occlusion.  Arrow  indicates  small  region  of  infarction.  This 
noticeably  less  than  control  specimen  (234). 


period  of  three  hours.  Body  temperatures 
remained  at  36  C.  or  above.  Surviving 
animals  were  sacrificed  from  one  day  to  four 
months  after  conclusion  of  the  study,  and 
the  brains  were  removed,  fixed  in  10  per 
cent  formalin,  sectioned,  stained,  and 
studied  for  microscopic  alterations. 

Results 

The  seven  control  animals  demonstrated 
neurologic  deficits  reported  elsewhere  by 
others.7  These  were  (1)  ipsilateral  circling 
movements,  (2)  contralateral  hemiparesis, 
and  (3)  contralateral  homonymous  hemi- 
anopsia. Neurologic  recovery  was  ob- 
served gradually  beginning  within  three 
weeks  of  arterial  occlusion.  The  three 
long-range  survivors  were  free  of  neurologic 
deficits  at  the  time  of  sacrifice  two  months 
later.  In  general  the  gross  and  microscopic 


areas  of  damage  included  the  pyriform  lobe, 
portions  of  the  ectosylvian  and  sylvian  gyri, 
thalamus,  basal  ganglia,  and  internal  cap- 
sule. 

Of  the  five  animals  in  which  cooling 
followed  occlusion  of  the  middle  cerebral 
artery,  only  one  survived  longer  than  forty- 
eight  hours.  It  was  sacrificed  at  the  end  of 
one  month.  Severe  technical  difficulties 
were  encountered  in  all  these  animals. 
Cerebral  edema  produced  by  retraction  of 
the  brain  in  reaching  the  middle  cerebral 
vessel  at  its  junction  with  the  internal 
carotid  was  aggravated  by  the  infarction 
process  itself.  Cannulation  of  the  ipsilat- 
eral ventricle  was  quite  difficult  as  a result. 
As  a result  of  the  edema  and  ventricular  dis- 
placement, the  free  flow  of  the  cooling  solu- 
tion was  not  possible.  Elevated  perfusion 
pressures,  therefore,  caused  additional  dam- 
age. The  fortuitous  survival  of  one  animal 
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contributed  nothing  to  this  study  except  to 
indicate  that  essentially  no  protection  had 
been  offered  as  a result  of  the  cooling. 

Of  the  15  animals  cooled  prior  to  middle 
cerebral  artery  occlusion,  11  long-term  sur- 
vivors were  obtained.  These  animals  dem- 
onstrated less  profound  neurologic  damage 
which  persisted  for  a shorter  period  of  time 
when  compared  with  the  control.  Gross 
examination  of  these  brains  following  sacri- 
fice indicated  a reduction  in  the  area  of  in- 
farction, but  in  no  instance  was  a brain  free 
of  damage.  Table  I and  Figure  1 sum- 
marize findings  in  representative  animals  of 
the  experimental  and  control  groups. 

Conclusions 

Localized  brain  hypothermia  induced  by 
hypothermic  perfusion  of  the  cerebral  ven- 
tricles reduced  the  area  of  infarction  after 
middle  cerebral  artery  occlusion  only  if  the 
cooling  was  begun  at  least  an  hour  before 
the  “stroke.”  This  prophylactic  employ- 
ment of  hypothermia  has  previously  been 
well  documented  by  Rosomoff9  who,  how- 
ever, employed  total  body  cooling.  Our 
results  tend  to  support  observations  made 
by  Brodkey,  Austin,  and  Mark10  who  used 
hypothermic  cerebral  ventricular  perfusion 
for  protection  during  periods  of  temporary 
complete  occlusion  of  brain  circulation. 

Unfortunately  we  were  unable  to  develop 
a suitable  infarction  model  which  was  free 
of  operative  trauma  so  that  localized  hy- 
pothermic brain  perfusion  could  be  eval- 
uated after  vascular  occlusion.  Since  this 
is  the  situation  encountered  clinically,  it  is 


Production  of  gastric  ulcers 
and  hydrothorax  in  rat 

In  a study  reported  in  a recent  issue  of 
Gastroenterology  by  Robert,  A.,  M.D.,  Phillips, 
J.  P.,  and  Nezamis,  J.  E.,  it  was  found  that 
physical  restraint  in  rats  was  followed  by  forma- 
tion of  gastric  ulcers  and  accumulation  of 
pleural  fluid  (hydrothorax).  Both  changes 
appeared  within  four  to  six  hours  of  restraint 
and  were  maximal  after  twenty-four  hours. 
Overnight  fasting  prevented  hydro  thorax  and, 
contrary  to  previous  reports,  reduced  ulcera- 
tions. 


difficult  to  assume  that  ventricular  perfu- 
sion would  significantly  alter  the  progress  of 
cerebral  infarction  even  if  cooling  were  in- 
stituted within  minutes  of  the  vascular 
accident.  It  appears,  however,  that  this 
technic  would  be  technically  feasible  in  man 
since  the  ventricular  system  is  considerably 
larger  than  that  of  the  dog,  and  a closed- 
perfusion  circuit  could  be  maintained. 

In  previous  work  in  animals  without  the 
added  insult  of  vascular  occlusion,  the  ven- 
tricular hypothermic  perfusion  is  unasso- 
ciated with  unwanted  neurologic  sequelae  or 
gross  or  microscopic  brain  damage.  It  will 
be  necessary  to  look  for  a model  system, 
however,  before  recommending  this  technic 
for  human  trial. 
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Such  protection  of  ulcer  formation  by  fasting 
is  unique,  since  ulcers  produced  by  other 
technics  are  usually  aggravated  by  food  de- 
privation. Restraint  ulcers  and  hydrothorax 
were  also  inhibited  by  crowding  of  the  animals, 
a rise  in  ambient  temperature,  or  administra- 
tion of  prednisolone.  On  the  other  hand,  an 
anticholinergic  drug  inhibited  the  ulcers  but  not 
the  hydrothorax,  whereas  adrenalectomy  in- 
hibited hydrothorax  but  not  the  ulcers;  these 
results  indicate  that  both  reactions  are  not  inter- 
dependent. Female  rats  were  more  sensitive 
to  restraint  ulcers  and  hydrothorax  than  males. 
The  mechanism  by  which  pleural  fluid  accumu- 
lates is  not  understood. 


January  15, 1967  / New  York  State  Journal  of  Medicine  251 


Antimicrobials:  Role  in 
Treatment  of  Ear,  Nose, 
and  Throat  Infections 

Group  A Streptococcal  Disease 

DU  MONT  F.  ELMENDORF,  JR.,  M.D. 

Albany,  New  York 
JOHN  V.  SKIFF,  JR.,  M.D. 
Castleton-on-Hudson,  New  York 

Director,  New  York  Micro  Biologic 
Laboratories,  Inc.,  Albany  (Dr.  Elmendorf) 


\A/hile  much  has  been  written  on  the 
subject  of  ear,  nose,  and  throat  infections 
and  the  use  of  various  antimicrobial  agents 
used  in  therapy,  there  is  little  information 
in  the  literature  dealing  with  these  prob- 
lems as  they  are  seen  by  the  personal 
physician  who  manages  them  at  the  general 
community  level  before  referral  to  special- 
ists, clinics,  or  hospitals.  Once  one  deals 
with  surveys  of  referred  patients,  distor- 
tion of  perspective  is  inevitable,  and  ac- 
curate diagnosis  is  often  compromised  by 
pretreatment  of  various  sorts  and  dura- 
tions. 

The  present  report  presents  findings  in 
general  practice  related  to  Streptococcus 
pyogenes  group  A,  associated  disease  states, 
and  the  effectiveness  of  treatment  in  terms 
of  preventing  recurrences.  The  problem 
of  delay  in  transmission  of  specimens  and 

Presented  at  the  160th  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  Section  on 
Otolaryngology,  February  16,  1966. 


reports  usually  forces  the  physician  to 
empiric  treatment.  Since  transmission 
time  of  specimen  and  report  now  exceeds 
processing  time  by  fluorescent  antibody 
technics  in  many  localities,  it  was  decided 
to  process  all  specimens  on  the  physician’s 
premises.  Furthermore,  to  ascertain  the 
general  practicality  of  the  idea  for  general 
application,  it  was  agreed  that  the  phy- 
sician would  buy  the  necessary  equipment 
and  learn  the  required  technics  and  the  use 
of  controls.  Financing  the  service  through 
the  additional  charge  to  the  patient  was 
the  only  route  quickly  available  and  served 
to  try  the  notion  that  patients  will  pay 
privately  for  additional  refinement  of 
medical  service  without  dependent  resort 
to  third-person  agencies  or  grants. 

Plan  of  study 

Patients  appearing  ill  on  presentation  to 
their  physician,  in  whom  diagnosis  was  in 
doubt,  or  who  presented  sufficient  localizing 
evidence  of  ear,  nose,  and  throat  infections 
would  be  tested  by  throat  swabs  for  the 
presence  of  S.  pyogenes  group  A.1  Such 
swabs  were  smeared  directly  on  0.8-  to 
1-mm.  microscope  slides,  and  a duplicate 
swab  was  immersed  in  1 ml.  of  thawed 
(stored  in  a home  refrigerator  freezer)  Todd 
Hewitt  broth  and  incubated  for  four  to 
eighteen  hours  and  then  smeared  on  micro- 
scope slides.  These  slides  were  fixed  for 
one  minute  in  95.5  per  cent  acetaldehyde, 
dried  and  adjusted  to  proper  pH  with  7.2 
phosphate  buffer,  drained  and  reacted  with 
Difco  fluorescence  conjugated  anti-group 
A streptococcus  rabbit  antiserum  according 
to  the  manufacturer’s  directions,  and  rinsed 
and  examined  by  Zeiss  fluorescence  equip- 
ment using  Cardiod  dark-field  illumination 
and  the  crossed  filter  (U  G 2 exciter  and 
Wratten  2 A barrier)  technic.  Control 
slides  of  group  A streptococci  and  negative 
group  C streptococci,  provided  by  the 
Clinical  Research  Department  of  the  Di- 
vision of  Laboratories  and  Research  of  the 
State  of  New  York  Department  of  Health, 
were  used  periodically  throughout  the 
study. 

The  total  process  and  optical  alignment 
was  satisfactorily  gauged  by  the  use  of 
such  positive  control  slides  which  were 
preserved  under  conditions  of  the  home- 
style  refrigerator  freezer.  Questionable 
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TABLE  1. 
fluorescent 

Group  A streptococcus 
antibody  identification 
general  practice 

incidence  by 
applied  to  a 

Month 

Total 

Sample 

Positive 
(Per  Cent) 

February 

257 

41 

23  (56  to  59) 

March 

228 

34 

15  (44  to  47) 

April 

247 

24 

13  (54  to  55) 

Totals 

692 

99 

51  (52  to  57) 

TABLE  II. 

Objective 

findings  and  incidence  in 

fluorescence-positive  group  A streptococcal  patients 


Rate 

(Per 


Type 

Number 

Cent) 

>15,000  white  blood  count 

9 of  10 

90 

Typical  throat  findings 

21  of  40 

53 

Regional  lymph  node 

16  of  35 

46 

Suspicious  ear 

4 of  11 

36 

? lymph  nodes 

12  of  35 

34 

? throat 

11  of  40 

27 

Negative  throat  findings 

8 of  40 

20 

slides  were  checked  by  another  laboratory 
within  twenty-four  hours  from  sampling  by 
fluorescent  antibody  technics  and,  if  neces- 
sary, culture. 

Results 

Table  I lists  the  practice  volume,  those 
sampled,  and  the  number  and  percentage 
positive  for  group  A streptococci.  The 
over-all  figure  during  the  expectedly  high 
winter  months  of  February,  March,  and 
April  was  51  out  of  99  sampled  or  52  per 
cent  of  those  sampled  or  7 per  cent  of  the 
total  practice  volume  of  692  office  visits. 

The  incidences  of  associated  objective 
findings  are  listed  in  Table  II.  It  is  of  in- 
terest that  a completely  benign  or  question- 
able throat  finding  was  found  in  19  of  40 
or  48  per  cent  of  those  recorded;  the  re- 
mainder of  findings  are  self-explanatory. 
Two  out  of  49  had  rheumatic  heart  disease. 

In  terms  of  symptoms,  48  of  49  or  98  per 
cent  of  those  were  febrile  (Table  III), 
demonstrating  that  only  the  obviously  ill 
were  sampled,  a point  of  contrast  in  some 
studies  of  organism  prevalence  rather  than 
illness.  The  remainder  negative  for  group 
A streptococci  presumably  had  other  dis- 
eases of  an  undocumented  variety  (Table 
IV). 


findings  in  general  practice  related  to  Strep- 
tococcus pyogenes  group  A,  associated  dis- 
ease states,  and  the  effectiveness  of  treatment 
in  terms  of  preventing  recurrences  are  re- 
ported. All  specimens  were  processed  on  the 
physician’s  premises ; the  physician  bought 
the  necessary  equipment,  learned  the  re- 
quired technics  and  use  of  controls,  and  the 
service  was  financed  through  additional 
charge  to  the  patient.  With  fluorescent  anti- 
body microscopy  as  much  as  9 per  cent  of  a 
physician’s  monthly  practice  is  detected  as 
group  A streptococcus- infected  in  winter 
months.  Treatment  with  penicillin  should 
exceed  fourteen  days.  Of  692  patients,  99 
were  sampled. 


TABLE  III.  Symptoms  and  incidence  in  fluores- 
cence-positive group  A streptococcal  patients 

Type 

Number 

Rate 

(Per  Cent) 

Fever 

48  of  49 

98 

Sore  throat 

41  of  48 

85 

Headache 

29  of  36 

81 

Ear  findings 

11  of  37 

30 

Although  not  presented  in  tabular  form, 
not  one  of  the  18  patients  whose  ears  were 
examined  in  the  group  A streptococcus- 
negative group  revealed  abnormalities  con- 
trasted with  the  4 out  of  11  (36  per  cent) 
in  the  group  A streptococcus-positive  group. 
Ten  of  the  48  nonstreptococcal  patients 
exhibited  a “typical” -appearing  throat,  23 
additional  appeared  doubtful,  and  only  15 
normal. 

All  group  A streptococcal  cases  were 
treated  with  penicillin  V potassium  125  mg. 
three  times  a day.  It  soon  became  ap- 
parent that  an  eight-  to  ten-day  course  was 
unsatisfactory,  being  accompanied  by  a 41 
per  cent  relapse-reinfection  rate.  Also, 
fourteen  days  was  uniformly  successful  in 
the  29  patients  with  acute  disease.  In 
several  families,  more  than  1 case  was  found 
and  treated. 

The  average  interval  of  recurrence  was 
twenty-two  days  or  ten  to  fourteen  days 
after  the  end  of  treatment.  Of  the  48  pa- 
tients negative  for  group  A streptococci  and 
resampled,  only  1 was  later  found  to  have 
a positive  result.  Treatment  given  to  the 
10  treated  in  this  group  was  short-course 
tetracycline. 
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TABLE  IV.  Occurrence  of  group  A streptococcal-associated  symptomatic  disease  among  patients 

previously  sampled 


Previous  Positive Previous  Negative- 


Course  (Days) 

Total 

Number  With 
Other  Disease 

Per  Cent 

Total 

Number  With 
Other  Disease 

Per  Cent 

0 

0 

0 

* 

38 

0 

Of 

8 to  10 

22 

9 

41 

10 

1 

10 

14** 

29 

0 

0 

0 

0 

0 

Total 

51 

9 

18 

48 

1 

2 

* Average  interval  twenty-two  days, 
t Two  weeks  later. 

**  Acute  disease. 


Comment 

The  association  of  affections  of  the  throat 
with  acute  rheumatism  was  first  noted  by 
Fowler  in  1880 2 describing  80  per  cent  of 
acute  rheumatism  (rheumatic  fever)  being 
initiated  by  pharyngitis.  Since  then,  Co- 
burn,3 Rammelkamp,  and  numerous  others 
have  clarified  the  relation  to  rheumatic 
fever  and  nephritis  and  the  treatment  and 
prevention  of  group  A streptococcal  infec- 
tions. Much  has  been  written  concerning 
the  lack  of  reliability  in  gauging  the  pres- 
ence of  this  organism  by  the  appearance  of 
the  throat4;  community  surveys  of  preva- 
lence have  yielded  geographically  and 
seasonably  variable  results  as  well  as  varia- 
tion in  attendant  ear  or  respiratory  tract 
disease  and  rheumatic  fever.  In  the  pres- 
ent study  7 per  cent  of  a rural  practice 
exhibited  acute  group  A streptococcal  asso- 
ciated respiratory  disease  with  no  short- 
term recurrence  when  treated  with  oral 
penicillin  for  fourteen  days  or  more,  con- 
trasted with  a 41  per  cent  acute  recurrence 
rate  when  suboptimally  treated  according 
to  usual  local  practice.  In  view  of  the  36 
per  cent  incidence  of  ear  findings  in  the 
group  A streptococcus-positive  group  con- 
trasting with  the  0 per  cent  incidence  of  ear 
findings  in  the  negative  group,  it  would 
appear  that  a specialist  presented  with  ear 
findings  in  a patient  given  a few  doses  of 
penicillin,  enough  to  render  throat  cultures 
negative,  might  not  be  able  to  appreciate 
the  underlying  role  of  the  Streptococcus  in 
the  genesis  of  otitis. 

Although  outside  of  the  scope  of  the 
present  investigation,  other  organisms  are 
known  to  invade  the  upper  respiratory  tract 


and  ear  secondarily  following  primary  infec- 
tions of  virus  or  bacterial  etiology.  While 
these  may  be  important,  the  point  of  this 
report  is  to  draw  attention  back  to  S. 
pyogenes  group  A as  a common  and  elusive 
prime  pathogen  which  is  difficult  to  treat 
but  easy  to  obscure. 

Summary 

Fluorescent  antibody  microscopy  is  read- 
ily adaptable  to  the  physician’s  office  in  self 
financing  and  detects  as  much  as  9 per  cent 
of  his  monthly  practice  volume  as  being 
group  A streptococcus-infected  in  winter 
months. 

Four  out  of  11  or  36  per  cent  in  the 
positive  group  as  contrasted  with  none  out 
of  18  or  0 per  cent  in  the  negative  group  had 
objective  ear  findings  compatible  with  in- 
fection. 

The  current  local  practice  of  ten  days  or 
less  penicillin  treatment  is  followed  by  a 41 
per  cent  recurrence  rate  and  should  be 
lengthened  to  exceed  fourteen  days. 

The  physical  appearance  of  the  throat  is 
grossly  unreliable  in  both  directions  in 
guessing  the  presence  or  absence  of  group  A 
streptococcal  infections. 
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T he  causes  of  headache  are  multiple. 
Headache,  in  itself,  is  a symptom  of  an 
underlying  disorder  which  may  be  struc- 
tural, chemical,  physiologic,  or  psychologic 
in  origin.  Typically,  a combination  of  these 
factors  occurs,  although  one  factor  is  usually 
dominant  in  the  etiology  of  a headache  with 
a recognizable  pain  pattern. 

Description  of  mechanisms 

A detailed  classification  of  headache 
based  on  pain  mechanisms  is  useful  in  the 
differential  diagnosis  of  headache  and  is  an 
aid  in  the  selection  of  proper  treatment. 
Such  a classification  is  that  proposed  in 
1962  by  the  Ad  Hoc  Committee  of  The 
National  Institute  of  Neurological  Diseases 
and  Blindness.1 

Vascular  headaches  of  migraine 
type.  The  vascular  type  of  headache 
appears  with  recurrent  attacks  widely 
varied  in  intensity,  frequency,  and  duration. 
The  attacks  are  commonly  unilateral  in 
onset;  are  usually  associated  with  an- 
orexia and  sometimes  with  nausea  and 


vomiting;  in  some  persons  are  preceded  by, 
or  associated  with,  conspicuous  sensory, 
motor,  and  mood  disturbances;  and  are 
often  familial.  Evidence  supports  the 
view  that  cranial  arterial  distention  and 
dilatation  are  important  factors  in  the 
painful  phase  but  cause  no  permanent 
changes  in  the  involved  vessels.  Particular 
varieties  of  migraine  headache,  each  shar- 
ing some  but  not  necessarily  all  of  the 
previously  mentioned  features,  are  the  fol- 
lowing. 

Classic  migraine.  The  classic  migraine 
is  characterized  by  sharply  defined,  tran- 
sient visual  or  other  sensory  or  motor  pro- 
dromes, or  both. 

Common  migraine.  The  common  type 
of  migraine  is  without  striking  prodromes 
and  less  often  unilateral  than  classic  mi- 
graine and  cluster  headache.  Synonyms 
are  atypical  migraine  or  sick  headache. 
Terms  for  this  type  of  headache,  such  as 
summer,  Monday,  week-end,  relaxation, 
premenstrual,  and  menstrual  headache, 
call  attention  to  its  relation  to  environ- 
mental, occupational,  menstrual,  and  other 
variables. 

Cluster  headache.  A cluster  headache  is 
predominantly  unilateral  and  always  on 
the  same  side  and  is  usually  associated  with 
flushing,  sweating,  rhinorrhea,  and  in- 
creased lacrimation.  It  is  brief  in  duration 
and  usually  occurs  in  closely  spaced  groups 
separated  by  long  remissions.  Identical 
or  closely  allied  are  erythroprosopalgia 
(Bing),  ciliary  or  migrainous  neuralgia 
(Harris),  erythromelalgia  of  the  head  or 
histaminic  cephalgia  (Horton),  and  petrosal 
neuralgia  (Gardner  et  al.). 

Hemiplegic  migraine  and  ophthalmoplegic 
migraine.  The  hemiplegic  and  ophthal- 
moplegic headaches  are  featured  by  sensory 
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and  motor  phenomena  which  persist  during 
and  after  the  headache. 

Lower-half  headache.  The  lower-half 
headache  is  possibly  of  vascular  origin  with 
the  pain  centered  primarily  in  the  lower 
face.  The  group  may  include  some  in- 
stances of  atypical  facial  neuralgia,  spheno- 
palatine ganglion  neuralgia  (Sluder),  and 
vidian  neuralgia  (Vail). 

Muscle-contraction  headache.  A 
muscle-contraction  headache  produces 
aching  or  sensations  of  tightness,  pressure, 
or  constriction,  varying  widely  in  intensity, 
frequency,  and  duration,  sometimes  pro- 
longed and  commonly  suboccipital.  It 
is  associated  with  sustained  contraction  of 
skeletal  muscles  in  the  absence  of  perma- 
nent structural  change,  usually  as  part  of  a 
reaction  during  life  stress.  The  ambiguous 
and  unsatisfactory  terms  “tension,” 
“psychogenic,”  and  “nervous”  headache 
refer  largely  to  this  group. 

Combined  headache:  vascular  and 

muscle-contraction.  A combined  head- 
ache refers  to  a vascular  headache  of  the 
migraine  type  and  a muscle-contraction 
headache  prominently  coexisting  in  an 
attack. 

Headache  of  nasal  vasomotor  reac- 
tion. Nasal  vasomotor  reactions  produce 
headaches  and  nasal  discomfort  (nasal 
obstruction,  rhinorrhea,  tightness,  or  burn- 
ing) which  are  recurrent  and  result  from 
congestion  and  edema  of  nasal  and  paranasal 
mucous  membranes  and  which  are  not 
proved  to  be  due  to  allergens,  infectious 
agents,  or  local  gross  anatomic  defects. 
The  headache  is  predominantly  anterior  in 
location  and  mild  or  moderate  in  intensity. 
The  illness  is  usually  part  of  a reaction 
during  stress.  This  is  often  called  vaso- 
motor rhinitis. 

Headache  of  delusional,  conversion, 
or  hypochondriacal  states.  Some  head- 
aches are  caused  by  illnesses  in  which  the 
prevailing  clinical  disorder  is  a delusional 
or  conversion  reaction  and  in  which  a 
peripheral  pain  mechanism  is  absent. 
Closely  allied  are  the  hypochondriacal  reac- 
tions in  which  the  peripheral  disturbances 
relevant  to  headache  are  minimal.  These 
also  have  been  called  psychogenic  head- 
aches. 

The  five  types  of  headache  previously 
described  represent  the  major  clinical 
disorders  dominated  by  headache,  those 


which  are  particularly  common  and  in 
which  headache  is  frequently  recurrent  and 
disabling. 

Nonmigrainous  vascular  headaches. 
Vascular  headaches  are  associated  with 
generally  nonrecurrent  dilatation  of  cranial 
arteries  and  include  (1)  systemic  infections, 
usually  with  fever;  and  (2)  various  dis- 
orders including  hypoxic  states;  carbon 
monoxide  poisoning;  effects  of  nitrites,  ni- 
trates, and  other  chemical  agents  with  vaso- 
dilating properties;  caffeine-withdrawal 
reactions;  cerebral  circulatory  insufficiency 
in  certain  circumstances;  postconcussion 
reactions;  postconvulsive  states;  hangover 
reactions;  foreign  protein  reactions;  hypo- 
glycemia; hypercapnia;  acute  pressor  reac- 
tions (abrupt  elevation  of  blood  pressure  as 
with  paraplegia  or  pheochromocytoma) ; and 
certain  instances  of  essential  arterial  hyper- 
tension, for  example,  early  morning  head- 
ache. 

Traction  Headache.  Traction  head- 
aches result  from  traction  on  intracranial 
structures,  mainly  vascular,  by  masses 
such  as  (1)  primary  or  metastatic  tumors  of 
meninges,  vessels,  or  brain;  (2)  hemato- 
mas (epidural,  subdural,  or  parenchy- 
mal); (3)  abscesses  (epidural,  subdural, 
or  parenchymal);  (4)  postlumbar-punctures 
(“leakage”  headache);  and  (5)  pseudo- 
tumor cerebri  and  various  causes  of  cerebral 
edema. 

Headache  due  to  overt  cranial  in- 
flammation. In  headaches  from  cranial 
inflammation  there  is  readily  recognized 
inflammation  of  cranial  structures,  usually 
resulting  from  nonrecurrent,  sterile,  or 
infectious  inflammation.  Intracranial  dis- 
orders include  infectious,  chemical,  or 
allergic  meningitis;  subarachnoid  hemor- 
rhage; postpneumoencephalographic  re- 
action; arteritis;  and  phlebitis.  Extra- 
cranial disorders  include  arteritis  and  cel- 
lulitis. 

Headache  due  to  disease  of  ocular, 

AURAL,  NASAL  AND  SINUSAL,  DENTAL,  OR 
OTHER  CRANIAL  OR  NECK  STRUCTURES 
Other  causes  of  headache  are  (1)  stimula- 
tion of  ocular  structures  caused  by  in- 
creased intraocular  pressure,  excessive  con- 
traction of  ocular  muscles,  trauma,  neo- 
plasm, or  inflammation;  (2)  stimulation 
of  aural  structure  caused  by  trauma,  neo- 
plasm, or  inflammation;  (3)  stimulation 
of  nasal  and  sinusal  structures  caused  by 
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trauma,  neoplasm,  inflammation,  or  al- 
lergens; (4)  stimulation  of  dental  structures 
caused  by  trauma,  neoplasm,  or  inflamma- 
tion; and  (5)  stimulation  of  other  cranial 
and  nuchal  structures  such  as  periosteum, 
joint,  ligaments,  muscles,  or  cervical  nerve 
roots. 

So-called  chronic  post-traumatic  head- 
ache may  arise  from  any  one  of  severed 
mechanisms.  The  headache  may  represent 
sustained  muscle  contraction,  recurrent 
vascular  dilatation,  or,  rarely,  local  scalp  or 
nuchal  injury.  In  some  patients,  the 
post-traumatic  pain  is  part  of  a clinical 
disorder  characterized  by  delusional,  con- 
version, or  hypochondriacal  reactions. 

Cranial  neuritides.  Cranial  neuri- 
tides  are  caused  by  trauma,  neoplasm,  or 
inflammation. 

Cranial  neuralgias.  Cranial  neural- 
gias include  trigeminal  (tic  douloureux)  and 
glossopharyngeal.  The  pains  are  lan- 
cinating (jabbing),  usually  in  rapid  suc- 
cession for  several  minutes  or  longer;  are 
limited  to  a portion  or  all  of  the  domain  of 
the  affected  nerve;  and  are  often  triggered 
by  end-organ  stimulation.  Trigeminal 
neuralgia  must  be  distinguished  from  cluster 
headache  with  which  it  is  often  confused. 

Other  less-detailed  classifications  have 
been  proposed.  In  1962,  Rooke,  Rush- 
ton,  and  Peters2  discussed  two  general  types 
of  headache,  vascular  and  vasodilating,  as 
a basis  for  classification.  MacNeal  in 
19643  devised  an  elaborate  questionnaire 
for  an  exhaustive  medical  history  as  an 
aid  in  headache  classification.  Throughout 
the  literature  there  are  a number  of  head- 
ache profiles  and  other  accounts  of  head- 
ache which  describe  but  do  not  classify 
various  types  of  headache.  Especially 
notable  among  these  are  those  by  Aring4 
and  Graham.5 

Studies  of  mechanisms 

Vascular  headache  of  migraine  type. 
A number  of  investigators  have  studied  the 
systemic  reactions  of  the  migraine  patient 
and  reported  on  them  in  the  period  covered 
by  this  review.  Earlier  work  had  clarified 
the  role  played  by  the  arterial  system  in 
producing  the  pain  of  a migraine  attack: 
an  initial  vasoconstriction  of  the  cranial 
arteries,  followed  by  their  dilatation  and 


subsequent  inflammation.  With  this  basic 
mechanism  in  mind,  researchers  have 
studied  the  essential  physiology  of  the 
migraine  patient  in  detail  in  an  attempt  to 
correlate  biochemical  changes  and  systemic- 
reactions.  Wennerholm6  studied  32  mi- 
graine patients.  He  found  that  the  reduc- 
tion in  systolic  pulse  amplitude  in  his  pa- 
tients, measured  in  an  upright  position, 
exceeded  that  in  normal  subjects;  further- 
more, the  changes  in  their  electrocardio- 
grams indicated  a vegetative  instability. 
Other  features  suggesting  some  type  of 
vasomotor  instability  in  migraine  patients 
were  reported  by  Appenzeller,  Davison, 
and  Marshall7  who  found  abnormal  vaso- 
dilatation, possibly  caused  by  abnormal 
metabolism  of  sodium  or  5-HT  (5-hy- 
droxytryptamine,  serotonin)  or  by  dif- 
ference in  central  nervous  system  control. 
Aring8  also  suggested  that  headache  is 
associated  with  vasomotor  instability;  thus, 
between  attacks,  the  extracranial  vessels 
of  the  scalp  and  neck  may  vary  in  tone  and 
diameter  in  contrast  to  a steady  state  seen 
in  nonmigraine  patients. 

Recent  use  of  hyperbaric  chambers  has 
produced  a migraine-like  syndrome  in 
susceptible  persons,  and,  again,  a vaso- 
motor instability  is  postulated  as  the  neces- 
sary condition.  In  a study  by  Anderson 
et  al .,9  members  of  the  medical  team  experi- 
enced scintillating  scotomas,  homony- 
mous hemianopsia,  and  unilateral  head- 
ache; 2 had  a history  of  migraine.  They 
suggested  that  patients  with  vasomotor 
instability  on  decompression  react  to  var- 
ious stimuli  with  signs  and  symptoms  of 
migraine;  the  stimuli  might  be  silent 
intravascular  bubbles  or  changes  in  oxygen 
content. 

Elkind,  Friedman,  and  Grossman,1011 
using  sodium-24  as  a tracer,  measured  the 
blood  flow  in  superficial  capillaries  in 
migraine  patients.  Their  data  indicated 
that  during  the  migraine  attack  the  blood 
flow  only  increased  in  painful  areas  of  the 
head;  blood  flow  in  the  forearm  remained 
normal.  Administration  of  vasoactive 
drugs,  such  as  ergotamine  tartrate  and 
norepinephrine,  reduced  the  blood  flow  and 
caused  the  pain  to  subside,  suggesting  that 
increased  blood  flow  was  etiologically 
related  to  the  pain  and  was  apparently  the 
trigger  initiating  the  migraine  attack.  In 
patients  whose  tissue  blood  flow  was  un- 
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changed,  there  was  no  appreciable  change 
in  headache  intensity. 

Sicuteri,  Testi,  and  Anselmi12  found  evi- 
dence that  the  metabolism  of  5-HT  changes 
in  migraine;  in  15  migraine  patients  uri- 
nary excretionof  the  major  5-HTmetabolite, 
5-HIAA  (5-hydroxyindoleacetic  acid),  was 
increased  during  attacks  but  not  before  or 
after.  Sicuteri13  reported  that  in  man  intra- 
carotid injection  of  substance  48/80,  which 
releases  5-HT  as  well  as  histamine  from 
mast  cells,  is  followed  by  intracranial  vaso- 
dilatation, discomfort,  uneasiness,  drow- 
siness, and  ipsilateral  headache.  However, 
in  migraine  patients  repeated  injections 
at  the  usual  site  of  attacks  rendered  the 
patient  immune  to  such  headaches.  Fur- 
thermore, the  5-HT  antagonist,  methyserg- 
ide  maleate  (Sansert),  which  does  not  antag- 
onize histamine,  blocked  the  intracranial 
vasodilatation  produced  by  intracarotid  in- 
jection of  substance  48/80.  However, 
urinary  5-HIAA  was  not  increased  after 
injection  of  this  substance. 

Dalessio14  advanced  the  hypothesis  that 
circulating  5-HT  acts  as  an  important 
central  parasympathetic  neurohormone  in 
the  sequence  of  events  leading  to  a migraine 
attack.  Since  methysergide  maleate  is  a 
potent  antagonist  to  many  of  the  pharm- 
acologic actions  of  5-HT,  he  suggested  that 
this  agent  was  effective  in  preventing 
migraine  because  of  its  ability  to  compete 
for  5-HT  receptor  sites  in  the  central 
nervous  system,  thereby  altering  the  height- 
ened central  vasomotor  functions  which 
give  rise  to  the  cranial  vascular  changes 
characteristic  of  this  type  of  headache. 

In  a study  of  several  patients  with  a 
clear-cut  vascular  headache  of  the  mi- 
graine type,  our  results  did  not  bear  out  the 
observation  of  Sicuteri,  Testi,  and 
Anselmi12  that  excretion  of  5-HIAA  is  in- 
creased.15 We  measured  the  twenty-four- 
hour  excretion  rates  of  ketosteroids,  cate- 
cholamines, and  5-HIAA  during  the  head- 
ache period,  as  well  as  the  blood  levels  of 
cortisol  and  5-HT,  and  we  compared  them 
to  those  observed  in  the  same  patients 
during  a headache-free  period.  No  signif- 
icant differences  were  observed.  The  ab- 
sence of  a significant  rise  in  blood  5-HT 
during  an  attack  casts  doubt  on  the  role 
of  5-HT  in  precipitating  a migraine  attack. 
Curran,  Hinterberger,  and  Lance16  con- 
firmed the  findings  of  Sicuteri  and  his  co- 


workers that  5-HIAA  excretion  was  usually 
increased  at  the  time  of  a migraine  head- 
ache, although  between  attacks  the  amount 
varied  in  the  same  patient.  They  also 
noted  that  the  total  plasma  5-HT  level 
commonly  falls  during  a migraine  attack. 

Other  substances  have  been  observed  to 
affect  blood  flow  and  have,  therefore,  been 
investigated  to  determine  their  role  in  the 
development  of  a migraine  attack.  Poly- 
peptides such  as  bradykinin  and  related 
substances  affect  blood  flow  and  have  been 
studied  intensively  since  Wolff  and  his 
coworkers  first  found  in  the  1950’s  that 
biologically  active  substances  were  present 
at  the  site  of  pain  during  a migraine  at- 
tack.11 Some  of  the  physiologic  changes 
occurring  during  a migraine  attack  bring  to 
mind  effects  generally  attributed  to  the 
“kinins,”  a view  supported  by  effects  at- 
tained with  bradykinin.11  Sicuteri13  re- 
ports that  intracarotid  injection  of  brady- 
kinin produces  intracranial  vasodilatation. 
Decrease  in  both  bradykinin  and  brady- 
kininogen  occurs  in  attacks  of  migraine  or 
cluster  headache.  The  decrease  in  brady- 
kinin during  the  headache  may  possibly 
result  from  release  of  catecholamines,  or  it 
may  be  secondary  to  a decrease  in  brady- 
kininogen.  Intracarotid  injection  of  sub- 
stance 48/80  is  also  followed  by  a decrease 
in  plasma  bradykininogen. 

The  role  of  histamine  and  its  relation  to 
various  headaches  has  been  of  continuing 
interest.  Schrager17  has  tried  to  explain 
the  efficacy  of  histamine  in  the  treatment  of 
some  types  of  headache.  Williams18  sug- 
gests that  a disturbance  in  the  microcircula- 
tion of  the  head  and  neck  causes  an  in- 
creased release  of  histidine  decarboxylase 
and  thus  an  increased  synthesis  of  hist- 
amine. In  his  opinion,  this  may  be  one  of 
the  mechanisms  responsible  for  migraine, 
as  well  as  histaminic  cephalgia,  myalgia 
of  the  head  and  neck,  and  Meniere’s 
disease.  He  also  reports  that  pain  and 
vertigo  in  head  and  neck  syndromes  depend 
on  which  branch  of  the  eighth  cranial  nerve 
is  involved,  and  he  relates  these  phenomena 
to  histidine  decarboxylase  release.19 

The  state  of  the  literature  seems  to 
indicate  that  the  exact  biochemistry  of 
migraine  requires  further  study,  and,  until 
these  processes  become  clearer,  different 
results  may  be  obtained  depending  on  the 
type  of  study  in  progress. 
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A fortuitous  study  of  the  cerebral  vessels 
during  a classic  migraine  attack  was  re- 
ported by  Dukes  and  Vieth.20  The  pa- 
tient, a forty-four-year-old  man,  suffered 
his  usual  migraine  prodromes  during  caro- 
tid angiography;  a diminution  in  the  caliber 
of  the  internal  carotid  system  and  reflux 
into  the  vertebral  vessel  were  observed  at 
this  time.  With  the  onset  of  headache, 
blood  flow  returned  to  normal.  While 
they  concede  that  an  artifact  might  have 
been  produced  by  faulty  needle  placement, 
they  think  it  unlikely  since  the  arteri- 
ography was  performed  so  easily.  This 
would  seem  to  be  an  instance  of  an  intra- 
cranial vasoconstriction  occurring  during 
the  prodromal  phase  of  a migraine  attack. 

During  the  past  five  years,  several  re- 
ports have  described  an  allergic  factor  in 
isolated  cases  of  migraine.  However,  the 
role  of  allergy  in  migraine  headache  is  not 
clearly  established,  although  allergy  is 
often  cited  as  a cause  of  migraine  in  child- 
hood. According  to  Berman,21  there  is  no 
demonstrable  immunologic  proof,  except 
that  in  children  with  a familial  history  of 
allergy,  corticosteroid  therapy  may  help 
establish  the  fact  of  allergic  migraine. 
Horton22  described  headache  due  to  cold 
sensitivity  which  responded  to  diphenhy- 
dramine (Benadryl)  hydrochloride.  Gen- 
eral discussions  of  allergic  headache  Eire 
those  of  Friedman,23-24  Ryan,26  and  Mes- 
ser.26 

Mechanisms  producing  ophthalmoplegic 
migraine  may  be  compression  of  the  oculo- 
motor nerve  by  an  engorged  and  edema- 
tous blood  vessel  of  the  posterior  cerebral 
system,  possibly  localized  to  the  basilar 
artery. 27 

Muscle-contraction  headache.  Onel, 
Friedman,  and  Grossman,28  compared 
the  blood  flow  in  the  affected  muscle  in 
patients  with  headache  and  in  headache- 
free  patients.  Blood  flow  during  a head- 
ache was  increased,  whereas  in  normal 
subjects  and  in  headache-free  patients  the 
blood  flow  was  the  same. 

Headache  of  nasal  vasomotor  reac- 
tion. According  to  Schmidt,29  the  nose, 
because  of  its  relation  to  psychologic  de- 
velopment, may  express  the  emotions  of 
humiliation,  frustration,  and  resentment 
and  may  be  the  cause  of  headache  through 
swelling,  mucus  secretion,  and  obstruc- 
tion. These  conditions  are  often  related  to 


various  psychologic  situations.  Holmes30 
suggests  that  the  nasal  mucosa  reacts  to 
stress  by  hyperemia,  hypersecretion,  edema, 
decreased  pain  threshold,  and  head  pain 
along  the  distribution  of  the  ophthalmic 
and  mandibular  nerves.  Thus,  stress  low- 
ers the  resistance  to  edema  formation,  to 
the  effect  of  allergens,  and  to  inflammation. 
Headache  of  nasal  origin  occurs  during 
rather  than  after  a stressful  period  and  can 
be  differentiated  from  the  vascular  type  of 
headache. 

Headache  of  delusional,  conversion, 

OR  HYPOCHONDRIACAL  STATES.  Psycho- 
logic  factors  play  an  important  role  in 
headache.  The  observations  of  Schmidt29 
and  Holmes30  on  the  psychologic  role  of  the 
nose  in  the  causation  of  head  pain  are  sum- 
marized previously.  Forrer31  believes  that 
headache  can  be  hallucinated  and  has 
found  that  some  patients  actually  prefer 
the  headache  symptom  to  the  affective 
emptiness  it  displaces.  Some  form  of  oral 
activity  often  relieves  these  headaches. 
Sloane32  considers  headache  to  be  a non- 
specific syndrome  and  pain  to  be  an  emo- 
tion, the  meaning  being  more  important 
than  the  site  of  the  pain  and  related  to  the 
patient’s  life  situation.  He  postulates 
that  all  pain  is  a mixture  of  emotion  and 
ptiysical  feeling  and  thus  rarely  responds  to 
physical  measures  alone.  Gittelson’s33 
theory  is  that  psychogenic  somatic  symp- 
toms are  localized  in  that  part  of  the  body 
which  the  patient  feels  to  be  most  vital.  In 
his  opinion,  the  head  is  more  likely  to  be 
considered  the  most  vital  body  part  by  a 
patient  who  has  psychogenic  headaches 
than  by  those  who  do  not  suffer  from 
headache.  He  compared  the  results  of  a 
statistical  study  on  a psychiatric  ward  with 
those  obtained  on  a general  surgical  ward, 
and  he  found  that  the  responses  to  specific 
questions  about  the  patients’  psyche  and 
vital  organs  confirmed  this  theory. 

The  so-called  Monday  headache  in 
nitrate  workers  is  explained  by  McGuiness 
and  Harris34  on  the  basis  of  dilatation  of 
cerebral  blood  vessels  and  decreased  ex- 
posure to  nitrates  over  the  weekend. 

Drug-induced  headaches.  Several 
drugs  have  been  incriminated  in  the  pro- 
duction of  various  types  of  headache. 
Among  these  are  MAO  (monoamine  oxi- 
dase) inhibitors,  menthol,  and  oral  contra- 
ceptives. 
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MAO  inhibitors.  At  present  the  MAO 
inhibitors  are  widely  used  for  the  treat- 
ment of  depression.  These  include  iso- 
carboxazid (Marplan),  nialamide  (Ni- 
amid),  phenelzine  sulfate  (Nardil),  and 
tranylcypromine  (Parnate).  The  first 
three  are  hydrazine  derivatives;  the  fourth 
is  a nonhydrazine  drug,  but  the  phar- 
macologic effects  of  all  four  are  similar.  A 
fifth  drug,  pargyline  hydrochloride  (Euton- 
yl),  is  used  primarily  for  the  treatment  of 
hypertension.  All  MAO  inhibitors  have 
caused  serious  toxic  reactions.  35  -37  Gold- 
berg36 has  reviewed  the  so-called  “MAO 
syndrome”  and  its  mechanism.  The  prom- 
inent features  of  the  syndrome  are  severe, 
paroxysmal  headache  and  hypertensive 
crises.  Other  manifestations  have  been 
reported,  including  nuchal  stiffness37;  pal- 
lor, chills,  and  collapse38;  facial  flushing, 
palpitations,  sweating,  fainting,  nausea, 
and  occasionally  fatal  intracranial  hemor- 
rhage39; acute  syncope  and  1 case  of  total 
hemiplegia40;  and  palpitations  and  stroke.41 
Cardiac  features  include  atrial  and  ven- 
tricular arrhythmias  as  well  as  pulmonary 
edema.  Of  the  estimated  3.5  million 
patients  treated  with  tranylcypromine,  50 
have  suffered  cerebrovascular  accidents, 
and  15  have  died.42 

The  MAO  inhibitors  block  the  oxidative 
deamination  of  amines  naturally  occurring 
in  foods  and  beverages,  such  as  cheese, 
certain  beers,  wines,  and  yogurt,  all  of 
which  contain  tyramine  in  various  amounts. 
As  established  by  clinical  experience,  in- 
gestion of  these  foods  and  beverages  may, 
under  certain  conditions,  provoke  varying 
manifestations  of  the  MAO  syndrome  in 
some  patients  on  MAO  inhibitor  ther- 
apy.37,39,4043  Gar  many, 40  primarily  as  a 
result  of  similar  reactions  in  patients  re- 
ceiving MAO  inhibitors  and  ingesting 
soups  made  with  Marmite,  a soup  base 
widely  used  in  English  hospitals,  also 
believes  that  these  supply  amines  at 
levels  potentially  hazardous  in  patients 
treated  with  drugs  blocking  oxidative 
deamination.  Likewise,  the  MAO  syn- 
drome has  been  caused  by  broad  beans 
(Vicia  faba)  which  contain  3,4-dihydroxy- 
phenylalanine. 41  44  Noteworthy  is  the  re- 
port of  1 case  in  which  ingestion  of  cheese 
provoked  headache  in  the  absence  of  MAO 
inhibitor  therapy.39 

Such  reactions,  including  hypertensive 


crises  and  severe  headaches,  also  can  occur 
when  the  MAO  inhibitors  are  used  con- 
currently with  preparations  containing 
pressor  amines,  for  example,  in  self-medica- 
tion with  cold  tablets,  sinus  decongestants, 
and  reducing  pills.  Many  sympathomi- 
metic amines,  including  tyramine-like  and 
ephedrine-like  amines,  are  used  clinically. 
All  these  and  other  pressor  amines,  as  in 
foods  and  beverages,  not  only  may  augment 
the  levels  of  circulating  sympathomimetic 
amines  but  also  may  stimulate  release  of 
norepinephrine,  5-HT,  and  other  pressor 
substances  from  storage  sites.  Such  ac- 
cumulations are  increased  by  MAO  in- 
hibitors which  tend  to  block  the  normal 
metabolic  destruction  of  pressor  amines  or 
in  other  ways  inhibit  their  removal  from 
the  blood.  Norepinephrine  is  stored  in 
the  heart,  brain,  other  organs,  and  various 
tissues  throughout  the  body.  Discharge 
of  an  excess  of  norepinephrine  and  prob- 
ably other  pressor  molecules  from  su- 
pranormal  accumulations  may  presumably 
be  triggered  by  ingestion  of  an  unusually 
large  amount  of  any  sympathomimetic 
amine,  so  that  the  manifestations  of  the 
MAO  syndrome  may  be  produced.35 

The  incidence  of  reactions  is  given  as  5 
to  10  per  cent  of  patients  by  one  group,37,45 
and  4 per  cent  of  several  hundred  patients 
in  another  report.46  In  the  latter  report, 
most  of  the  patients  had  a past  history  of 
headache.  On  the  other  hand,  Mann  and 
Laing38  found  that  their  9 patients  did  not 
have  a past  history  of  headache. 

Menthol  hypersensitivity.  Papa  and 
Shelley47  report  the  case  of  a patient  with 
chronic  urticaria,  flushing,  and  headaches; 
the  cause  of  these  was  finally  traced  to 
hypersensitivity  to  menthol.  In  their  opin- 
ion, an  antigen-antibody  reaction  with  a 
concomitant  release  of  histamine  caused  the 
reactions. 

Menthol  is  a terpene  alcohol  obtained 
from  oil  of  peppermint,  other  mint  oils,  or 
produced  synthetically.  It  is  used  as  a 
mint  flavoring  and  as  an  antipruritic  agent. 
Provocative  tests  cause  flushing,  urticaria, 
and  a histamine  headache  in  persons  sen- 
sitive to  menthol. 

Oral  contraceptives.  Mears  and  Grant48 
have  reported  headache  of  the  vascular  type 
and  sometimes  frank  migraine  to  be  a 
common  side-effect  of  oral  contraceptives. 
In  a study  of  500  patients  receiving  these 
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agents,  headache  of  varying  intensity  de- 
veloped for  the  first  time  in  11  per  cent. 
Of  the  entire  group  studied,  including 
those  receiving  contraceptives,  28  per  cent 
were  recognized  as  being  “headache  sus- 
ceptible” and  revealed  distinctive  clinical 
characteristics  which  included  a tendency 
to  flush  easily  and  irregular  menses.  In 
a later  study.  Grant49  performed  endo- 
metrial biopsy  in  100  patients  before  any 
oral  contraceptive  was  given.  The  results 
showed  that  in  patients  with  a tendency  to 
vascular  headache,  including  migraine, 
the  arteriolar  development  of  the  endo- 
metrium was  abnormally  pronounced. 
Women  with  this  vascular  pattern,  when 
placed  on  oral  contraceptives,  experienced 
the  most  intense  headache  reaction. 

Hypertensive  headache.  The  etiology 
of  hypertensive  headache  is  still  unclear, 
but  there  is  general  agreement  that  the 
head  pain  is  not  related  directly  to  the 
degree  of  hypertension.  Arieff,  Tigay,  and 
Pyzik50  reported  that  acute  hypertension 
was  induced  in  14  quadriplegic  patients  by 
urinary  bladder  distention.  Headache  de- 
veloped in  7 of  the  14  patients  at  the  height 
of  the  hypertension.  The  median  systolic 
and  pulse  pressures  were  elevated  by  30 
mm.  Hg  in  those  patients  who  experi- 
enced headache.  The  cerebrospinal  fluid 
median  pressure  was  30  mm.  of  water 
greater  in  patients  who  experienced  head- 
ache, but  this  was  not  considered  to  be 
clinically  significant.  The  median  dia- 
stolic pressure  in  all  of  the  patients  was 
similar. 

Headaches  due  to  intracranial  dis- 
orders. Posterior  fossa  tumors  may  cause 
frontal  headaches.  Kerr51  discussed  the 
mechanisms  of  such  headaches.  At  opera- 
tion, the  stimulation  of  the  dorsal  roots 
of  the  cervical  nerve  produced  typical 
pain  in  4 patients.  Animal  experiments 
demonstrated  a convergence  of  cervical  and 
trigeminal  afferents.  In  cerebellar  tumors, 
rootlets  of  the  first  cervical  nerve  may  be- 
come stretched  and  produce  pain. 

Headaches  due  to  extracranial  dis- 
orders. Mastoid  hyperpneumatosis  may 
cause  temporo-occipital  headache.52  The 
only  true  pathologic  finding  was  marked 
congestion  of  the  meningeal  capillaries 
associated  with  venous  sinus  enlargement. 

Headache  due  to  disease  of  cranial 
or  neck  structures.  Malocclusion  as  a 


cause  of  pain  in  the  temporomandibular 
region  has  been  studied  by  Ogle.5*  Partial 
alleviation  of  headache  occurred  in  a case 
studied  by  electromyography  and  treated  by 
surgical  rebalancing  of  the  teeth. 

Traction  headache.  No  conclusive  re- 
ports have  appeared  on  postlumbar- 
puncture  and  postpartum  headaches.  Mil- 
ler and  Crocker54  compared  flexed  and  non- 
flexed  position  during  spinal  anesthesia  in 
an  attempt  to  correlate  headache  and 
body  flexion;  they  did  not  find  any  sig- 
nificant difference.  In  postpartum  pa- 
tients, a study  by  Winkler,  Sherk,  and  Hale55 
confirmed  the  finding  that  use  of  a smaller 
gauge  needle  for  spinal  anesthesia  reduces 
the  frequency  of  headache.  A study  by 
White  et  al.* 6 on  headache  in  postpartum 
patients  given  spinal  anesthesia  and  in 
those  receiving  general  anesthesia  failed  to 
reveal  a significant  correlation  to  the  type  of 
anesthesia  used. 
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Part  II  will  appear  in  the  February  1 issue  of  the  Journal. 


Contact  lenses  and 
eye  complications 

Fourteen  eyes  had  to  be  removed  or  were 
blinded,  and  157  eyes  were  permanently  dam- 
aged within  one  year  among  approximately 
50,000  contact-lens  wearers.  This  survey, 
reported  in  a recent  issue  of  J.A.M.A.  by 
Joseph  M.  Dixon,  M.D.,  et  al.,  stated  that 
there  were  also  7,607  reversible  ocular  changes 
from  which  patients  recovered  without  per- 
manent defects.  The  report  listed  precautions 
for  contact-lens  wearers  such  as  guarding 
against  prolonged  wearing  and  sleeping  with  the 
lens  not  removed.  Eye  problems  also  were 
said  to  increase  in  severity  by  wearing  the 
lenses  after  the  complications  appear. 


Wearing  contact  lenses  with  the  proper 
technic  on  the  normal  eye,  however,  does  not 
alter  the  eye’s  normal  bacterial  flora. 

Observations  made  as  part  of  the  report  are 
that  “the  wearing  of  contact  lenses  is  an  abnor- 
mal condition  which  can  result  in  serious  medical 
complications,”  and  that  these  require  prompt 
medical  diagnosis  and  treatment.  “This  sur- 
vey and  previously  published  clinical  and 
laboratory  studies  suggest  that  the  majority 
of  patients  wearing  contact  lenses  have  some 
degree  of  alteration  of  the  ocular  tissues,  changes 
in  the  corneal  metabolism,  or  other  problems 
associated  with  their  use.” 

Among  his  other  responsibilities,  the  oph- 
thalmologist should  make  certain  that  the  patient 
is  supplied  with  properly  constructed  lenses 
that  fit  correctly  and  cause  a minimum  of 
corneal  changes. 
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Discussed  by  STUART  KARGER,  M.D. 


Diarrhea  and  Fever  Associated 
with  Gram-Negative 
Septicemic  Shock 


Case  history 

Satu  Mitrakul,  M.D.:  A seventy- 

three-year-old  white  male  diamond  mer- 
chant was  admitted  to  the  Beekman- 
Downtown  Hospital  with  fever,  weakness, 
and  diarrhea  of  nine  days  duration.  His 
past  medical  history  included  a prostatec- 
tomy in  1957  and  diabetes  mellitus  since 
1959  which  had  been  well  controlled  by  tol- 
butamide 0.5  Gm.  per  day.  Otherwise, 
he  had  been  well.  Nine  days  before  ad- 
mission he  developed  fever,  malaise,  weak- 
ness, and  diarrhea  with  twenty  loose  stools 
daily.  After  treatment  with  antibiotics  by 
his  private  physician,  his  fever  diminished, 
and  the  diarrhea  decreased  to  three  or 
four  loose  stools  per  day.  One  day  prior  to 
admission  his  temperature  rose  to  103  F. 
He  denied  nausea,  vomiting,  weight  loss, 
jaundice,  or  melena. 

Physical  examination  on  admission  re- 
vealed an  obese,  obtunded,  dehydrated 
white  male  who  appeared  acutely  and 
chronically  ill.  Blood  pressure  was  90 
systolic  and  50  diastolic;  pulse  rate  was 
110  and  respiratory  rate  22  per  minute. 
The  rectal  temperature  was  104.8  F.  The 
patient  showed  slight  rigidity  of  the  neck. 
Scattered  crepitant  and  subcrepitant  rales 
were  heard  at  the  left  lung  base  posteriorly. 
A high-pitched  Grade  III  to  IV  systolic 
murmur  was  audible  at  the  apex  and  over 
the  aortic  area.  The  abdomen  was  obese 
and  soft  with  a questionable  fluid  wave  and 


mild  generalized  tenderness  without  rigidity 
on  deep  palpation.  The  liver,  kidneys, 
and  spleen  were  not  palpable.  Rectal 
examination  revealed  only  loose  brownish 
stool.  Neurologic  evaluation  revealed 
mental  confusion,  restlessness,  and  dis- 
orientation but  no  evidence  of  a localizing 
lesion. 

Laboratory  examinations  revealed  a 
hemoglobin  of  12.2  Gm.  per  100  ml.  and  a 
hematocrit  of  36.  The  white  blood  count 
was  31,400,  and  the  differential  count 
showed  53  per  cent  segmented  forms,  34  per 
cent  nonsegmented  neutrophils,  12  per  cent 
lymphocytes,  and  1 per  cent  eosinophils. 
The  urinalysis  revealed  a specific  gravity  of 
1.013,  albumin  3 plus,  and  sugar  2 plus. 
On  microscopic  examination  there  were  6 to 
8 white  blood  cells  and  10  to  12  red  blood 
cells  per  high- power  field;  no  bacteria  were 
noted.  The  stool  gave  negative  findings 
on  guaiac  test.  The  fasting  blood  sugar 
was  208  mg.  per  100  ml.;  the  carbon 
dioxide  combining  power  was  16.9  mEq., 
serum  potassium  3.3  mEq.,  serum  sodium 
141  mEq.,  and  chlorides  101  mEq.  per 
liter.  The  total  bilirubin  was  2.6  mg.  per 
100  ml.  The  serum  glutamic  oxaloacetic 
transaminase  was  216  units  (normal  10  to 
40  units);  the  serum  lactic  dehydrogenase 
was  1,480  (normal  below  600).  The  initial 
blood  urea  nitrogen  was  26  mg.  and  the 
serum  creatinine  4.7  mg.  per  100  ml. 

Serum  agglutination  tests  revealed 
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positive  results  for  typhoid  O with  a titer 
of  1:20  and  for  typhoid  H with  a titer  of 
1 : 40.  The  tests  gave  negative  results  for 
paratyphoid  A and  B.  One  blood  culture 
was  positive  for  hemolytic  Escherichia 
coli.  The  electrocardiogram  showed  sinus 
tachycardia,  premature  supraventricular 
contractions,  and  right  bundle  branch 
block. 

X-ray  examinations  demonstrated  in- 
creased markings  throughout  both  lung 
fields,  an  enlarged  heart,  and  displacement 
of  the  trachea  to  the  right,  presumably  due 
to  a retrosternal  thyroid.  Repeat  chest 
films  showed  no  change.  The  cervical 
spine  showed  extensive  osteoarthritis. 
The  skull  x-ray  gave  negative  findings. 

Initially,  after  treatment  with  cephalo- 
thin,  chloramphenicol  (Chloromycetin), 
and  parenteral  steroids,  the  patient  showed 
improvement  with  a fall  in  temperature 
from  104.6  to  98.4  F.  The  glycosuria  was 
controlled  easily  by  regular  insulin.  How- 
ever, he  continued  to  be  confused  and  rest- 
less, and  the  blood  pressure  remained 
hypotensive.  Diarrhea  persisted  three  to 
four  times  a day  associated  with  loose,  foul- 
smelling stools  mixed  with  mucus. 

After  treatment  with  vasopressors  and 
hydrocortisone  (Solu-Cortef),  the  blood 
pressure  rose  to  120  systolic  and  80  dia- 
stolic; the  pulse  remained  rapid  at  100  to 
110  per  minute.  The  patient  became  more 
alert,  and  his  abdomen  remained  slightly 
distended  but  soft.  His  urine  output  in- 
creased from  200  ml.  on  the  first  day  to 
500  ml.  on  the  second  day  and  remained 
free  of  sugar  and  acetone. 

However,  his  improvement  was  short 
lived.  Late  on  the  second  hospital  day  the 
temperature  again  rose;  the  blood  pressure 
fell  and  was  difficult  to  sustain  at  the  level 
of  110/80  with  metaraminol  bitartrate 
(Aramine)  and  later  levarterenol  (Levo- 
phed)  bitartrate.  The  white  blood  count 
rose  from  31,400  per  cubic  millimeter  to 
57,600  and  later  to  64,000.  The  differential 
count  showed  41  per  cent  segmented  forms, 
53  per  cent  nonsegmented  forms,  2 per  cent 
lymphocytes,  1 per  cent  monocytes,  and 
3 per  cent  metamyelocytes;  terminally  the 
differential  count  showed  84  per  cent  seg- 
mented and  14  per  cent  nonsegmented 
forms.  The  blood  urea  nitrogen  rose  from 
26  mg.  to  68  mg.  per  100  ml.  The  carbon 


dioxide  combining  power  dropped  slightly 
from  16.9  mEq.  to  13.1  mEq.  per  liter; 
the  serum  potassium  remained  3.5  mEq.,  al- 
though serum  sodium  decreased  to  125 
mEq.  and  chlorides  to  82  mEq.  per  liter. 

On  the  third  hospital  day,  the  urine 
output  decreased  to  200  cc.,  and  the 
patient  became  stuporous  and  unresponsive 
and  finally  died. 

Discussion 

Stuart  Karger,  M.D.:  We  are  pre- 

sented here  with  a case  of  a seventy-three- 
year-old  white  male  who  was  well  except 
for  apparently  mild  diabetes  until  about 
nine  days  before  admission.  At  that  time 
he  suddenly  was  incapacitated  with  diar- 
rhea and  fever,  became  progressively  de- 
hydrated, and  developed  mild  metabolic 
acidosis.  He  had  given  no  previous  history 
of  any  gastrointestinal  distress,  jaundice, 
or  melena. 

We  will  not  need  to  consider  causes  of 
chronic  diarrhea  such  as  ulcerative  colitis, 
tuberculosis,  or  malabsorption  syndromes. 
We  are  concerned  with  acute  diarrhea  of 
fairly  brief  duration  which  would  most  com- 
monly be  due  to  infections  with  salmonella, 
Shigella,  or  other  enteric  pathogens.  Un- 
fortunately, we  have  no  report  of  a stool 
culture.  There  is  little  collateral  evidence 
to  suggest  typhoid  fever,  no  rose  spots, 
splenomegaly,  or  leukopenia.  The  patient 
had  a spiking  temperature  as  in  typhoid, 
but  this  occurs  with  other  causes  of  in- 
fectious diarrhea  as  well.  The  typhoid  and 
paratyphoid  agglutination  titers  were  with- 
in normal  limits,  whereas  ordinarily  one 
would  expect  these  titers  to  have  increased 
by  the  tenth  or  eleventh  day  of  illness  if 
the  underlying  infection  were  due  to  the 
typhoid-paratyphoid  group. 

The  patient  was  mildly  anemic  and  had  a 
very  high  white  count  which  terminally 
reached  64,000  with  90  per  cent  or  more 
polymorphonuclear  leukocytes,  many 
young  forms,  and  even  metamyelocytes. 
It  is  tempting  to  think  of  an  acute  leukemia 
in  this  situation,  but  there  is  nothing  to 
support  such  a diagnosis.  First,  the  age  is 
somewhat  against  it;  second,  there  is  no 
marked  anemia  or  characteristic  circulating 
blast  cells;  and  finally,  there  is  no  palpable 
splenomegaly.  The  high  white  blood  count 
with  the  reported  differential  findings  is 


264  New  York  State  Journal  of  Medicine  / January  15,  1967 


consistent  with  a leukemoid  response  to 
bacterial  infection,  allergy,  blood  loss,  or 
malignant  disease.  The  blood  culture, 
positive  for  hemolytic  E.  coli,  points  to  an 
acute  bacterial  infection  with  septicemia  as 
the  cause  of  the  leukemoid  reaction.  This 
leukemoid  reaction  with  bacteremia  further 
suggests  the  possibility  of  multiple 
abscesses  or  a malignant  lesion  with  necrotic 
breakdown  and  bacterial  invasion  of  the 
blood  stream. 

In  an  older  person,  we  should  consider 
the  possibility  of  vascular  ischemia  in  the 
gastrointestinal  tract,  which  can  give  rise 
to  a bacteremia  and  multiple  abscess 
formation  in  the  liver.  While  there  was  no 
evidence  of  peritonitis  in  this  case,  the 
clinician  has  to  be  careful  in  ruling  out 
peritonitis  on  the  basis  of  physical  signs  in 
an  older  person.  Moreover,  the  minimal 
tenderness  in  this  patient’s  abdomen  cer- 
tainly is  compatible  with  the  irritation  of 
the  intestinal  tract  due  to  a prolonged 
diarrhea.  Dr.  Batillas,  could  we  review  the 
x-ray  films  now? 

John  Batillas,  M.D.:  X-ray  examina- 
tion of  the  chest  with  the  patient  in  the 
supine  position  demonstrates  diffuse  pro- 
minence of  the  vascular  markings  com- 
patible with  pulmonary  congestion.  The 
cardiac  silhouette  appears  enlarged,  and 
the  aorta  is  unfolded.  The  trachea  is  dis- 
placed to  the  right  by  a soft  tissue  density 
at  the  level  of  the  thoracic  inlet  which 
appears  related  to  the  thyroid  gland. 

An  examination  of  the  abdomen  was  not 
obtained,  and  the  question  of  liver  size 
cannot  be  resolved.  The  right  leaf  of  the 
diaphragm  does  not  appear  to  be  elevated, 
and  there  is  no  evidence  of  pleural  reaction 
at  the  right  lung  base. 

Dr.  Karger:  It  is  tempting  to  think  of 

a catastrophic  event  such  as  a perforated 
abdominal  viscus  with  local  abscess  forma- 
tion or  with  subphrenic  abscess.  Un- 
fortunately, these  chest  films,  with  the 
patient  supine,  cannot  be  expected  to 
demonstrate  free  air  under  the  diaphragm 
or  clear-cut  diaphragmatic  elevation. 

The  duration  of  symptoms,  although 
only  nine  or  ten  days,  suggests  an  acute 
bacteremia,  superimposed  on  a chronic 
condition  such  as  a cancer  with  degenera- 
tion. If  cancer  is  present,  I would  suspect 
a primary  site  in  the  lower  intestinal  tract, 
in  particular,  the  cecum,  ascending  colon, 


and  lower  small  intestine.  I mention 
malignant  carcinoid  in  passing  but  have 
to  admit  that  there  were  no  vasomotor 
symptoms  to  substantiate  this  possibility. 
Furthermore,  carcinoids  produce  these 
symptoms  only  after  liver  metastases. 
Of  course,  a urinary  5-hydroxy  indolacetic 
acid  determination  would  be  helpful  in 
evaluating  this  possibility. 

The  elevated  enzyme  tests  reflect  recent 
parenchymal  damage  to  vital  organs,  such 
as  multiple  abscess  formation  or  metastatic 
tumor.  The  liver  and  possibly  the  lungs 
could  be  involved  in  such  conditions.  The 
neck  rigidity  could  have  been  from  cervical 
osteoarthritis,  although  meningismus  or 
meningitis  from  the  bacteremia  must  be 
considered.  The  cardiac  enlargement  and 
murmurs  are  certainly  compatible  with 
congestive  failure,  but  on  these  bases  alone 
I would  not  immediately  suspect  bacterial 
endocarditis.  The  acute  variety  of  endo- 
carditis can  be  found  in  terminal  illnesses 
in  the  aged.  The  electrocardiogram  shows 
a number  of  changes  but  none  specific 
to  the  main  problem  which  the  patient 
presented.  The  negative  urinary  findings 
are  of  interest  largely  because  they  tend  to 
rule  out  the  urinary  tract  as  the  source  of 
the  bacteremia. 

In  conclusion,  I feel  that  there  are  four 
major  possibilities  here:  (1)  acute  enteric 
infection  probably  from  E.  coli  with 
bacteremia  and  abscess  formation  in  the 
liver;  (2)  chronic  malignant  disease,  most 
likely  adenocarcinoma  of  the  cecum  or 
ascending  colon  with  hepatic  metastases 
and  a leukemoid  reaction;  (3)  embolism 
to  the  intestinal  tract  with  ischemia  of  the 
intestinal  wall,  secondary  peritonitis,  and 
local  abscess  formation;  and  (4)  acute 
abdominal  catastrophe,  possibly  perfora- 
tion of  a hollow  viscus  with  local  abscess 
formation.  I strongly  favor  the  first  two 
of  these  choices  and  consider  the  last  two 
much  less  likely. 

John  T.  Flynn,  M.D.:  Mrs.  Boman, 

we  ordered  several  stool  specimens  to  be 
sent  to  your  bacteriology  laboratory,  but 
for  mysterious  reasons  which  plague  every 
hospital,  you  never  received  them.  How 
much  help  could  we  have  had  from  stool 
cultures?  Isn’t  E.  coli  a normal  inhabitant 
of  the  colon? 

Isabel  Boman,  B.S.:  A stool  culture 

would  have  been  helpful  if  we  had  isolated 
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the  same  organism  which  was  found  in  the 
blood.  When  we  find  E.  coli  to  be  the 
predominant  stool  organism  in  a case  of 
gastrointestinal  disease,  we  immediately 
test  for  its  ability  to  ferment  sorbitol. 
Those  E.  coli  groups  which  do  not  ferment 
sorbitol  are  potentially  pathogenic.  There 
are  at  least  ten  accepted  serotypes  of 
pathogenic  E.  coli  which  we  further 
identify  by  serologic  tests.  The  hemolytic 
strains  of  E.  coli  are  often  predominant  in  a 
stool  where  serious  gastrointestinal  disease 
is  present,  and  the  first  stool  culture  by  the 
sorbitol  technic  can  determine  whether  or 
not  such  a strain  is  potentially  pathogenic. 
In  this  case,  the  blood  culture  was  very 
promptly  reported  as  positive  for  hemo- 
lytic E.  coli,  but  this  is  not  always  the  case. 
Therefore,  an  early  stool  report  can  be  of 
great  assistance  in  other  cases  if  not  in  this 
one. 

Dr.  Flynn:  Dr.  Karger,  were  you  im- 

pressed with  the  possibility  of  shock  due  to 
a gram-negative  septicemia  in  this  case? 

Dr.  Karger:  I would  not  be  satisfied 

with  a blood  pressure  level  as  the  deter- 
mining factor  in  bacteremic  shock.  Cer- 
tainly his  blood  pressure  was  90/50  which 
may  or  may  not  have  been  indicative  of 
shock.  Many  of  the  blood  pressure  read- 
ings were  at  the  level  of  120  to  140/80, 
although,  admittedly,  this  was  during  the 
course  of  vasopressor  therapy.  The 
strongest  evidences  of  gram-negative 
bacteremic  shock  were  the  decrease  in  urine 
output  toward  the  end  of  life  and  the  eventu- 
al fatal  outcome  which  would  not  be  expected 
in  the  course  of  an  ordinary  enteric  infection. 

Dr.  Flynn:  Dr.  Goldstein,  as  you 

watched  this  patient  each  day,  were  you 
impressed  with  signs  of  shock? 

Robert  Goldstein,  M.D.:  We  im- 

mediately suspected  a gram-negative 
septicemia  because  of  the  fever,  low  blood 
pressure,  cold,  clammy  skin,  initially  low 
urine  output,  and  mental  confusion. 

Herriot  Alexis,  M.D.:  The  history  of 
diabetes  reinforced  our  suspicions  of  a 
septicemic  shock.  Also,  I was  disturbed  to 
find  that  the  white  count  was  quite  high. 
Early  in  septicemic  shock,  the  white  blood 
count  may  be  quite  low  with  granulo- 
cytopenia; if  the  white  count  at  the  time 
of  admission  is  usually  high  and  continues 
to  rise,  then  the  disease  is  progressing 
unfavorably. 


Richard  Nolan,  M.D.:  There  are  no 

completely  reliable  diagnostic  criteria  in 
some  cases  of  septicemic  shock.  Recently  a 
patient  on  our  surgical  service  had  no 
evidence  of  peripheral  collapse,  and  the 
blood  pressure  was  not  unusually  low,  but 
a diminished  urinary  output  and  a low 
central  venous  pressure  were  present  with 
positive  blood  cultures.  The  outcome  in 
that  case  was  also  a fatal  one. 

Harry  Fong,  M.D.:  Much  of  the  con- 
cern about  hospital  infections  in  the  past 
has  been  centered  about  staphylococci. 
Yet,  of  the  276  blood  cultures  in  the  past 
five  months  at  the  Beekman-Downtown 
Hospital,  we  have  found  only  8 instances 
of  positive  culture  for  staphylococci,  while 
there  were  4 instances  of  E.  coli,  1 aerobic 
paracolon  bacillus,  8 Aerobacter  Kleb- 
siella, and  2 Proteus  vulgaris.  In  a hospital 
population,  gram-negative  septicemia  ap- 
pears to  be  more  frequent  than  that  of  the 
gram-positive  group.  Perhaps  the  greater 
use  of  certain  antibiotics,  antimetabolites, 
steroids,  and  radiation  may  encourage 
gram-negative  bacteremia  more  frequently 
now  than  in  the  past. 

Clinical  diagnoses 

1.  E.  coli  septicemia  of  unknown  origin 

2.  Diabetes  mellitus 

3.  Retrosternal  thyroid  goiter  (nontoxic) 

Dr.  Karger’s  diagnoses 

1.  Acute  enteritis,  probably  E.  coli, 
with  bacteremia  and  liver  abscesses 

2.  Diabetes  mellitus 

Pathologic  report 

Charles  M.  Karpas,  M.D.:  The 

hepatic  and  biliary  system  was  of  the 
greatest  interest.  The  liver  weighed  2,350 
Gm.,  approximately  one  and  a half  times  the 
normal  average  weight,  and  was  soft  and 
somewhat  flabby.  A large  number  of  small 
yellow  nodules  averaging  6 mm.  in  diam- 
eter were  scattered  throughout.  Micro- 
scopically, these  were  classic  abscesses 
characterized  by  clusters  of  neutrophils  and 
cellular  debris  (Fig.  1).  The  intervening 
hepatic  architecture  was  remarkably  well 
preserved,  although  a moderate  amount  of 
parenchymal  degeneration  and  congestion 
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~ „ ...  x.  FIGURE  3.  Acute  tubular  necrosis  characterized 

FIGURE  1.  Liver  abscess.  Large  necrotic  area  by  interstitial  edema  and  tubular  epithelial  changes, 
with  numerous  polymorphonuclear  leukocytes, 


lower  left. 


FIGURE  2.  Acute  ascending  cholangitis.  Portal 
area  showing  marked  inflammatory  cell  infiltrate 
associated  with  bile  duct  proliferation. 


could  be  demonstrated.  The  portal  areas 
contained  sufficient  numbers  of  neutrophils 
and  bile  duct  proliferation  to  be  interpreted 
as  an  acute  ascending  cholangitis  (Fig.  2). 
The  thickened  gallbladder  contained  large 
calculi  and  exhibited  both  marked  chronic 
and  acute  inflammatory  changes  which 
extended  directly  into  the  common  bile 
duct.  It  is  apparent  that  the  acute  as- 
cending cholangitis,  abscesses,  and 
septicemia  could  be  related  to  the  acute 
cholecystitis  and  choledochitis.  This  im- 
pression was  strongly  supported  by  the 
sparsity  of  pathologic  changes  in  the  gastro- 
intestinal tract.  As  a matter  of  fact,  we 
were  able  to  demonstrate  only  noninflam- 
matory diverticulosis  of  the  colon  and  an 
adenomatous  polyp  in  the  stomach. 
Therefore,  the  diarrhea  could  be  inter- 
preted as  a manifestation  of  a generalized 
toxicity. 


The  kidneys  were  quite  large  and 
edematous  and  approximately  two  to  three 
times  the  usual  weight.  Microscopically, 
the  tubules  were  separated  by  a marked 
amount  of  edema,  and  the  tubular  epithelia 
exhibited  diffuse  changes  ranging  from 
vacuolization  to  actual  necrosis  (Fig.  3). 
In  other  words,  the  patient  had  an  acute 
tubular  necrosis  most  likely  related  to  the 
prolonged  shock  state  which  accounted  for 
the  renal  failure. 

The  adrenal  cortical  cells  also  showed 
vacuolization  and  depletion  of  the  lipid 
material.  Similar  to  the  renal  cortex,  there 
was  acute  focal  necrosis  within  the  adrenal 
cortex  (Fig.  4A).  The  viable  radiating 
cords  of  cells  in  the  zona  fasciculata  were 
also  separated  by  edema.  Numerous  foci 
of  hemorrhage  as  well  as  vascular  necrosis 
were  noted  in  the  edematous  interstitial 
tissue  (Fig.  4B).  These  changes  differ  only 
in  magnitude  from  those  seen  in  full-blown 
Waterhouse-Friderichsen  syndrome.  I be- 
lieve these  acute  adrenal  changes  are  a re- 
sult of  a combination  of  shock  and  gram- 
negative septicemia.  It  is  of  interest  to 
note  that  the  thyroid  gland  weighed  120 
Gm.  and  microscopically  revealed  a pattern 
typical  of  an  adenomatous-type  goiter. 

Dr.  Flynn:  The  patient’s  biliary  tract 
disease  was  obviously  severe  and  totally 
unsuspected  during  his  life.  We  treated  the 
patient  with  a broad  spectrum  antibiotic, 
cephalothin,  as  well  as  with  steroids  and 
vasopressors,  but  they  had  no  apparent 
effect. 

Dr.  Karger:  For  some  reason  that  isn’t 
clear  to  me,  diabetic  persons  have  a greater 
tendency  toward  silent  cholelithiasis,  as  in 
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FIGURE  4.  Adrenal  cortex  revealing  (A)  prominent  areas  of  hemorrhage  and  edema,  and  (B)  focus  of 
necrosis  and  hemorrhage. 


this  case.  Diabetic  persons  also  are  likely 
to  have  diarrhea  on  the  basis  of  a local 
neuropathy,  but  I was  not  inclined  to  sus- 
pect that. 

Dr.  Nolan:  We  recently  had  an  oc- 

casion to  treat  a patient  on  the  surgical 
service  who  had  a common  duct  stone  with 
a purulent  cholangitis  and  multiple  liver 
abscesses.  The  patient  developed  bactere- 
mic  shock  and  a white  count  of  95,000. 
Unfortunately,  the  outcome  was  just  as  in 
this  case,  even  though  we  were  aware  of  the 
biliary  tract  disease. 

I have  not  been  impressed  with  the  use 
of  vasopressors  in  septicemic  shock  and 
feel  that  we  must  have  better  measurements 
of  clinical  shock  than  simply  the  routine 
blood  pressure  as  we  now  know  it.  Un- 
questionably, the  use  of  central  venous 
pressure  would  be  helpful  in  determining 
the  presence  and  progression  of  shock. 
I would  vote  strongly  against  the  use 
of  vasopressors  in  these  situations.  The 
work  of  Lillehei  et  al.1  clearly  shows  that 
vasopressors  only  aggravated  the  visceral 
ischemia  which  is  brought  on  by  bacterial 
endotoxins.  I certainly  favor  the  more 
vigorous  use  of  steroids,  overwhelming 
doses  of  antibiotics,  and  possibly  the  use  of 
adrenergic  blocking  agents.  However, 
the  last  word  is  not  in  on  the  treatment  of 
this  type  of  shock. 

Dr.  Fong:  It  is  true  that  the  use  of 

vasopressors  has  been  associated  with  a 


high  mortality,  but  they  are  most  likely 
to  be  used  vigorously  in  the  most  seriously 
ill  cases  which  have  the  poorest  prognosis 
anyway.  Also,  among  diabetic  persons 
such  as  this  patient,  there  is  an  increased 
susceptibility  to  gram-negative  septicemia. 2 
The  commonest  source  of  gram-negative 
septicemia  is  the  genitourinary  tract, 
especially  the  kidney;  the  next  most 
common  source  is  the  gastrointestinal  tract. 

One  of  the  side-effects  of  gram-negative 
bacteremia  shock  is  granulocytopenia 
followed  by  marked  leukocytosis,  as  Dr. 
Alexis  pointed  out.  Also,  the  persistence  of 
a low  platelet  count  with  a high  white  blood 
count  strengthens  the  suspicion  of  a gram- 
negative septicemia  in  doubtful  cases. 3 
Hypofibrinogenemia  has  been  noted  with 
an  associated  hemorrhagic  tendency,  which 
is  easily  corrected  by  intravenously  admin- 
istered fibrinogen.4  However,  in  many 
fatal  cases  the  pathologic  findings  include 
an  infected  thrombophlebitis  of  the  renal 
and  pulmonary  veins.5  The  disease  is 
unpredictable  as  well  as  clinically  over- 
whelming. 

Gram-negative  septicemia  responds  best 
to  chloramphenicol,  streptomycin,  kanamy- 
cin  sulfate,  and  tetracycline.  This  patient 
was  treated  with  cephalothin  because  it  is 
easily  administered  by  the  intravenous 
route,  has  minimal  side-effects,  and  was 
a good  broad-spectrum  antibiotic  to  use 
until  we  could  determine  which  specific 
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bacterium  was  responsible  for  the  illness. 
Even  so,  cephalothin  fails  in  about  20  to 
25  per  cent  of  gram-negative  bacteremias. 
On  the  other  hand,  many  patients  have 
recovered  with  the  aid  of  antibiotics,  even 
though  the  in  vitro  sensitivity  studies  did 
not  indicate  a very  high  degree  of 
sensitivity  of  the  bacteria  to  the  specific 
antibiotic  used. 

Dr.  Flynn:  Prior  to  the  antibiotic  era, 
most  liver  abscesses  were  secondary  to 
appendicitis,  diverticulitis  of  the  colon, 
pancreatitis,  and  other  causes  of  pyle- 
phlebitis. However,  during  the  past  thirty 
years  of  more  effective  antibacterial 
therapy,  the  chief  source  of  liver  abscess 
has  become  infection  of  the  biliary  tract, 
especially  in  the  presence  of  cholelithiasis 
and  choledocholithiasis.6 

Another  change  with  the  advent  of  anti- 
biotics has  been  the  declining  frequency  of 
gram-positive  organisms  in  hepatic 
abscesses  and  the  marked  increase  in  gram- 
negative bacteria,  especially  Proteus  vul- 
garis and  Aerobacter  aerogenes.6  Resis- 
tance of  organisms  to  antibiotics  continues 
to  concern  us  all,  especially  with  the  recent 
observations  that  such  resistance  can  be 
related  to  the  development  of  certain 
genes  or  resistance-transfer  factors.7  These 
genetic  factors  can  be  passed  on  not  only  to 
other  bacteria  of  the  same  species  but  also 
to  entirely  different  strains,  as  from  E.  coli 
to  Shigella,  salmonella,  and  other  gram- 
negative bacilli.  Thus  “infected,”  the 
previously  susceptible  bacteria  now  be- 
come resistant  to  one  or  several  different 


Editorial  on  automobile  accidents 

An  editorial  in  a recent  issue  of  J.A.M.A. 
discusses  automobile  accidents: 

Directing  attention  to  the  “nut  behind  the 
wheel”  is  worth  while  as  long  as  we  do  not 
permit  two  fallacies  to  direct  us.  The  first  is 
the  belief  that  identifying  all  “nuts”  is  possible. 
The  second  is  that  even  if  this  were  possible, 
this  identification  could  be  used  to  prevent  all 
accidents. 

Collisions  are  frequently  caused  by  momen- 
tary inattention,  sudden  unpredictable  changes 
in  climate  or  road  conditions,  faulty  tires  pro- 
ducing blowouts,  and  poor  automobile  design 
or  construction.  These  factors  can  involve  the 
most  careful  and  skilled  driver  in  an  accident. 


antibiotics.  An  acquired  mutation,  there- 
fore, can  be  passed  on  to  other  organisms 
merely  by  an  “infecting”  contact  between 
living  organisms,  a fascinating  and  frighten- 
ing notion  both  to  the  geneticist  in  his 
laboratory  and  to  the  practicing  physician 
at  the  bedside. 

Final  diagnoses 

1.  Acute  and  chronic  cholecystitis  and 
choledochitis  with  cholelithiasis  and 
choledocholithiasis 

2.  Acute  ascending  cholangitis  with  multi- 
ple liver  abscesses 

3.  Toxic  nephritis 

4.  Bilateral  focal  adrenal  hemorrhage  and 
necrosis 

5.  Adenomatous  thyroid  goiter  ( 120  Gm.) 

6.  Diabetes  mellitus  ( clinical ) 

7.  Diverticulosis  of  sigmoid  colon 
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In  a way,  our  attitude  toward  automobile 
safety  seems  punitive.  By  ignoring  research 
into  more  crashworthy  vehicles,  we  seem  to  be 
implying  that  if  one  is  stupid  enough  or 
criminal  enough  to  be  involved  in  an  accident, 
one  deserves  the  consequences. 

More  research  is  needed  on  the  second 
collision  in  an  automobile  crash,  which  occurs 
when  the  occupants  strike  the  car’s  interior 
after  the  car  has  collided  with  another  object. 
The  interior  of  the  car  must  be  stripped  of 
sharp  handles  and  protruding  knobs.  Ade- 
quate padding  must  be  provided  throughout 
the  automobile,  and  the  chest-crushing  poten- 
tiality of  the  steering  column  must  be  eliminated. 

One  of  the  many  things  physicians  can  do  to 
help  reduce  highway  deaths  is  to  advise  their 
patients  as  to  the  risks  they  take  when  driving. 
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Toxic  Colitis:  Complication 
of  Ulcerative  Colitis 


Case  history 

Theresa  L.  Siebert,  M.D.:  An 

eighteen-year-old  Puerto  Rican  young  lady 
was  admitted  to  St.  Luke’s  Hospital  for 
the  second  time  on  June  24,  1965.  Three 
weeks  prior  to  admission  she  suffered 
abdominal  cramps,  nausea,  fever,  and 
diarrhea.  These  had  increased  in  severity 
until,  at  the  time  of  admission,  the  diarrhea 
was  bloody  in  character  and  the  patient 
was  having  10  to  14  bloody  stools  per  day. 

The  patient’s  first  admission  was  four 
months  earlier  at  which  time  similar  but 
less  severe  complaints  were  present. 
Work-up  at  that  time  resulted  in  a diagnosis 
of  ulcerative  colitis  because  of  typical 
findings  on  sigmoidoscopy.  Radiologic 
study  of  the  colon,  however,  was  considered 
to  be  within  normal  limits.  During  this 
first  hospital  admission  the  patient  quickly 
improved  on  a medical  regimen  of  ACTH, 
sulfadiazine,  and  prednisone.  She  was 
discharged  asymptomatic  after  one  month 
and  remained  well  until  the  complaints 
precipitating  her  current  admission. 

Pertinent  physical  findings  on  this  admis- 
sion were  a temperature  of  103  F.  and  an 
abdomen  that  was  softly  distended  with 
hyperactive  bowel  sounds.  There  was 
minimal  tenderness  to  palpation.  After 
twenty-four  hours,  the  abdominal  tender- 
ness increased  markedly,  and  moderately 
severe  left  abdominal  pain  developed.  The 
abdominal  distention  increased,  and  the 


bowel  sounds  became  high  pitched  in 
character. 

During  the  following  ten  days,  in  spite 
of  therapy  which  included  intravenous 
fluids,  transfusions,  ACTH,  cortisone,  and 
antibiotics,  her  clinical  condition  continued 
to  deteriorate,  and  fifteen  days  after  admis- 
sion surgical  therapy  was  considered. 

Charles  F.  Begg,  M.D.:  Prior  to  sur- 
gery, the  patient’s  laboratory  findings  in- 
dicated a moderate  hypochromic  anemia, 
leukocytosis,  low  serum  proteins,  and 
slightly  diminished  potassium.  These  ab- 
normalities were  successfully  managed  by 
the  administration  of  blood  and  fluid  elec- 
trolyte combinations. 

Fifteen  days  after  admission,  surgery 
was  performed.  The  entire  colon  and  15 
cm.  of  the  terminal  ileum  were  removed  and 
an  ileostomy  created.  The  surgeon  stated 
that  the  entire  colon  was  distended,  ery- 
thematous, and  friable  and  that  the  mesen- 
tery was  edematous.  There  was  no 
perforation. 

Radiographic  discussion 

Dr.  Seibert:  Initial  radiographs  of  the 

abdomen  showed  a slight  distention  of 
multiple  small-bowel  loops  and  moderate 
distention  of  the  transverse  colon. 

Subsequent  radiographs  revealed  in- 
creasing distention,  predominantly  of  the 
large  bowel,  with  the  most  prominent 
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FIGURE  1.  Radiograph  of  abdomen  taken  thir- 
teen days  after  admission  shows  very  marked  dis- 
tention of  transverse  colon,  especially  in  its  distal 
aspect.  Moderate  distention  of  ascending  and 
proximal  transverse  colon  is  evident.  Note  ex- 
tremely thin  linear  density  (arrow)  visualized  within 
superior  wall  of  the  distal  transverse  colon  parallel- 
ing air  within  the  lumen,  but  distinctly  separated 
from  it.  Soft-tissue  polypoid  nodules  projecting 
into  bowel  lumen  are  seen  along  inferior  aspect  of 
midtransverse  colon. 

changes  in  the  transverse  colon.  On  the 
abdominal  radiograph  taken  before  sur- 
gical intervention,  marked  distention  of  the 
transverse  colon  was  present  (Fig.  1). 
There  was  a thin  linear  streak  of  lucency 
above  the  lumen  of  the  distal  transverse 
colon  representing  either  submucosal  or 
subserosal  gas.  In  addition,  clearly  defined 
small  polypoid  masses  protruding  from  the 
inner  aspect  of  the  thickened  colon  wall 
were  clearly  delineated,  especially  in  the 
proximal  descending  colon.  This  is  well 
shown  with  the  patient  in  the  right  decubi- 
tus position  (Fig.  2). 

Pathologic  discussion 

Dr.  Begg:  The  resected  portions  of 

ileum  and  the  appendix  were  normal. 
The  mucosal  surface  of  the  colon  was 
studded  with  ulcers,  most  extensive  in  the 
area  from  the  hepatic  flexure  to  the  mid- 


FIGURE  2.  Decubitus  radiograph  of  abdomen 
(right  side  down)  shows  so-called  "pseudopolyps” 
in  both  distal  transverse  colon  and  proximal  de- 
scending colon  (arrow).  These  pseudopolyps  are 
outlined  by  air  present  within  lumen  of  colon. 

sigmoid  (Fig.  3).  The  mucosa  between  the 
ulcers  was  edematous  and  polypoid  with,  in 
some  areas,  a sensation  of  crepitance. 

The  surviving,  edematous  mucosal 
islands  correspond  to  the  polypoid  pro- 
trusions seen  by  the  radiologist.  They 
appear  prominent  radiographically  because 
of  the  extensive  ulcers  between  them  (Fig. 

4). 

Microscopically,  there  was  extensive 
undermining  of  the  surviving  mucosa, 
severe  edema,  and  a heavy,  acute  in- 
flammatory exudate  extending  through 
all  layers  of  the  colon  wall  (Fig.  5).  It  is 
probable  that  the  linear  streaks  of  air  noted 
by  the  radiologist  are  the  result  of  pocketing 
in  the  undermined  mucosa. 

Comment 

Dr.  Siebert:  In  this  course  of  acute 

fulminating  ulcerative  colitis,  the  develop- 
ment of  marked  distention  of  the  colon, 
the  so-called  “toxic  dilatation,”  has  been 
recognized  as  an  ominous  prognostic  sign 
presenting  many  difficulties  in  adequate 
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FIGURE  3.  Mucosal  ulcerations  are  separated  by 
boggy,  erythematous  polypoid  mucosa. 


medical  and  surgical  management.  The 
bowel  distention  is  usually  associated  with 
a deteriorating  clinical  picture:  fever, 

hemorrhage,  and  frequent  colon  perforation 
causing  generalized  peritonitis  and  death.1 
Simon  et  al. 2 drew  attention  to  the  translu- 
cent zone  or  stripe  due  to  submucosa 
accumulation  of  gas  secondary  to  increased 
permeability  of  the  diseased  mucosa.  This 
finding  is  indicative  of  the  preperforative 
state.  The  “cobblestone,”  pseudopolypoid 
appearance  of  the  inner  aspect  of  the  colon 
wall  can  be  visualized  on  scout  radiographs 
of  the  abdomen.3  Air  within  the  distended 
colon  outlines  the  irregular  mucosal  surface 
of  the  bowel  wall  caused  by  the  combination 
of  deep  mucosal  ulcers  interspersed  with 
edematous,  inflamed  residual  mucosa, 
heaped  up  in  pseudopolypoid  fashion. 

Episodes  of  fulminating  colitis  are  for- 
tunately uncommon  but  carry  serious 
prognoses.  This  is  particularly  true  when, 
during  the  course  of  such  an  episode,  gross 


dilatation  of  the  colon  develops.  This 
is  now  recognized  as  an  unique  phase  of  the 
life  history  of  ulcerative  colitis.4  A review 
of  1,230  patients  with  ulcerative  colitis 
over  a five-year  period  showed  that  only 
30  of  these  patients  had  the  clinical  and 
x-ray  characteristics  of  fulminating  ulcera- 
tive colitis  with  toxic  dilatation.5  Half 
of  these  occurred  during  a first  attack  and 
the  other  half  were  seen  during  an  exacer- 
bation of  known  ulcerative  colitis. 

From  a roentgen  diagnostic  point  of 
view  the  appearance  of  the  bowel  wall  is  of 
greater  significance  than  the  increased 
caliber  of  the  lumen  of  the  colon.  Despite 
the  distention,  the  bowel  does  not  appear  to 
be  under  great  pressure,  and  ballooning 
or  bulging  of  the  contour  is  not  a prominent 
feature.  The  margin  of  the  distended 
bowel  is  silhouetted  on  the  inner  contour 
of  the  involved  segment.  Thus,  in  a typical 
case  of  “toxic  colitis,”  there  are  innumer- 
able soft-tissue  nodules,  the  pseudopoly- 
poid projections,  which  extend  into  the 
gas-filled  lumen  of  the  bowel.6 1 The  thick- 
ness of  the  wall  of  the  colon  is  greater  than 
normal  as  evidenced  by  the  increased  width 
of  homogenous  bowel-wall  density  inter- 
vening between  adjacent  segments  of 
dilated  bowel.  Haustrations  are  either 
absent  in  involved  segments  or  increased 
in  width.  In  the  classic  case,  in  addition  to 
the  marked  colonic  distention,  there  are 
usually  a number  of  less  distended  air- 
containing  loops  of  small  bowel. 

Early  reports  on  collected  cases  of  “toxic 
colitis”  favored  medical  management  with 
the  use  of  ACTH  and  adrenal  steroids. 
More  recently,  subtotal  colectomy  and 


FIGURE  4.  (A)  Section  through  mucosa  between  ulcers.  Undermining  seen  at  right  of  photograph,  and 
near  left  is  space  lined  by  granulation  tissue  which  represents  deep  undermining.  Mucosa  covered  with 
mucus  and  exudate.  (B)  Surviving  mucosa  is  polypoid.  Between  is  extensive  ulcer. 
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FIGURE  5.  Acute  inflammatory  process  involves 
full  thickness  of  wall  of  colon. 


ileostomy  are  performed  whenever  con- 
tinued fever  and  elevated  white  count  do 
not  indicate  a prompt  response  to  medical 
therapy. 1 

Most  authors1'6  agree  that  a barium 
enema  examination  is  contraindicated 
during  this  acute  phase  of  the  disease,  and 
many  believe  that  the  colonic  distention 
may  indeed  be  precipitated  by  the  use  of 
anticholinergic  drugs,  opiates,  or  the  barium 
enema  examination. 

The  exact  cause  of  the  marked  colonic 
dilatation  occurring  during  an  acute  episode 
of  ulcerative  colitis  is  not  known.  Ob- 
struction distally,  hypokalemia,  and  steroid 
and  antibiotic  therapy  do  not  seem  to  be 
significant  precipitating  factors.  Barium 
enema  roentgen  examination,  opiates,  and 
anticholinergics  have  been  incriminated  as 
possible  causative  factors.  Damage  to  the 
myenteric  plexes  contributing  to  a dis- 
turbance of  motility  has  also  been  suggested 
as  another  possible  underlying  factor. 
Most  probably,  peritoneal  and  subserosad 
inflammation  with  severe  mucosal  destruc- 
tion are  the  significant  initiating  factors. 

Peter  Salomon,  M.D.:  Unlike  classical 
ulcerative  colitis,  where  the  main  pathologic 
findings  are  in  the  mucosa,  “toxic  colitis” 
demonstrates  involvement  of  all  layers  of 
the  bowel  wall,  which  undoubtedly  accounts 
for  its  grave  prognostic  implications. 

Pathologically,  classical  ulcerative  colitis 
is  initially  manifested  by  crypt  abscesses. 


This  is  followed  by  further  mucosal  destruc- 
tion and  inflammation  with  hyperemia, 
edema,  hemorrhage,  and  infiltrates  of 
neutrophils,  lymphocytes,  plasma  ^ cells, 
eosinophils,  and  basophils.  Inflamed,  ede- 
matous surviving  mucosa  between  the 
ulcers  forms  the  characteristic  pseudo- 
polyps.7 Usually,  the  muscular  layers  and 
serosa  are  uninvolved. 

Rarely,  but  as  in  the  present  case,  the 
entire  bowel  wall  is  affected  and  the  picture 
of  “toxic  colitis”  ensues.  Acute  inflam- 
mation with  proliferating  granulation  tis- 
sue8 and  areas  of  degeneration  and  necrosis 
occur  in  the  muscular  layers.5  The  serosa, 
as  well,  becomes  acutely  inflamed.  This 
picture  certainly  explains  the  high  inci- 
dence, 30  to  40  per  cent,  of  perforation 
in  these  cases. 

The  etiology  of  this  entity  is  still  theoret- 
ical and  unresolved.  Of  interest,  however, 
is  Mclnerney  et  al.' s5  finding  of  edema, 
distortion,  and  inflammation  of  myenteric 
plexes,  which  was  seen  less  frequently  in 
their  control  series.  These  changes  were 
not  found  in  our  case. 

Dr.  Begg:  The  patient  has  done  well 

since  her  surgical  procedure  and  has  ad- 
justed well  to  her  ileostomy.  Her  nutrition 
is  good,  and  she  is  able  to  live  a normal  life. 
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Bilateral  Spontaneous 
Pneumothorax  in  the  Newborn 


Unilateral  pneumothorax  in  the  new- 
born  infant  is  readily  recognized  by  the 
classic  signs  of  diminished  or  absent  breath 
sounds  and  hyperresonance  to  percussion 
on  the  involved  side  together  with  medi- 
astinal shift,  dyspnea,  and  cyanosis  appear- 
ing several  hours  to  days  after  birth. 
Recognition  is  much  more  difficult  when  the 
condition  is  bilateral,  as  illustrated  in  the 
following  case  report. 

Case  report 

A male  infant  of  thirty-nine  weeks  estimated 
gestation,  weighing  4,510  Gm.,  was  delivered 
spontaneously  to  a healthy  primipara  following 
a prolonged  and  difficult  labor;  the  first  stage 
lasted  sixteen  hours  and  the  second  stage  two 
and  one-half  hours.  On  emergence  of  the  head, 
the  shoulders  became  impacted,  and  approxi- 
mately three  minutes  passed  before  the  body 
was  delivered.  The  one-minute  Apgar  score  was 
7.  Ten  minutes  after  delivery  the  baby  was  seen 
to  be  dyspneic.  When  administration  of  oxy- 
gen with  a positive  pressure  mask  produced  no 
improvement,  a number  14  Cole  endotracheal 
tube  was  inserted.  Following  intubation,  breath 
sounds  on  both  sides  were  equal  but  distant. 
Crepitation  of  the  skin  was  then  noted  in  the 
anterior  neck  region.  Needle  aspiration  of  the 

Presented  and  discussed  at  a conference  held  at  Columbia- 
Presbyterian  Medical  Center,  New  York  City,  June  6,  1966. 
Clinical  Anesthesia  Conferences  are  now  held  on  the  fourth 
Monday  of  each  month. 


chest  was  contemplated,  but,  before  this  could 
be  done,  the  heart  beat  disappeared  and  the  in- 
fant died  despite  further  attempts  at  resuscita- 
tion. A total  of  sixteen  minutes  had  elapsed  be- 
tween delivery  and  death. 

A postmortem  x-ray  examination  of  the  chest 
revealed  bilateral  subcutaneous  and  mediastinal 
emphysema  and  bilateral  pneumothorax 
amounting  to  80  per  cent.  Significant  autopsy 
findings  were  limited  to  the  skin  and  the  thorax. 
The  clavicles  were  not  fractured.  The  lips, 
face,  and  neck  were  cyanotic,  with  swelling  and 
subcutaneous  crepitation  of  the  anterior  neck 
region  from  the  chin  to  the  chest.  Ah'  escaped 
from  both  pleural  cavities  when  they  were 
opened  under  water.  The  thymus  and  pericard- 
ial sac  were  shifted  to  the  right.  Some  segments 
of  both  lungs  sank  when  placed  in  water,  while 
others  appeared  hyperaerated.  Ah  bubbles  were 
seen  under  the  visceral  pleura  of  the  right  lung, 
extending  from  the  hilus  to  the  surface  of  the 
lower  lobe.  The  hilus  of  the  left  lung  was 
smooth  and  devoid  of  ah  bubbles.  A group  of 
transparent  ah -filled  bullae  was  present  on  the 
superior  surface  of  the  pericardial  sac;  no  ab- 
normalities of  the  heart  were  seen. 


Comment 

Asymptomatic  pneumothorax  in  the 
newborn  occurs  approximately  once  in 
every  100  deliveries,1  while  symptomatic 
pneumothorax  occurs  in  0.07  per  cent  of 
live  births. 2 Bilateral  pneumothorax  is  not 
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uncommon,  occurring  in  2 of  8 cases  in  one 
series2  and  in  all  9 cases  of  another.3 

Pneumothorax  is  usually  associated  with 
some  other  complication,  such  as  prema- 
turity, hyaline  membrane  disease,  vigorous 
resuscitation,  or  a difficult  delivery.4 
Respiratory  distress  is  prominent,  fre- 
quently relieved  by  oxygen  administration 
and  aggravated  by  feeding  or  removal  of 
oxygen  therapy.  Classic  signs  are  di- 
minished to  absent  breath  sounds,  hyper- 
resonant percussion  note,  and  mediastinal 
shift.  X-ray  examination  of  the  chest  is 
diagnostic.  In  the  present  case,  the  di- 
agnosis of  bilateral  pneumothorax  was  de- 
layed because  of  the  Apgar  score  of  7 at 
one  minute  and  the  presence  of  breath 
sounds  heard  equally  although  distantly 
on  both  sides  of  the  chest. 

The  process  has  been  demonstrated  to 
begin  with  a tear  in  an  over-distended 
alveolus,  with  air  migrating  along  the  peri- 
vascular sheaths  of  the  pulmonary  blood 
vessels  to  the  mediastinum.5  On  rupture 
of  the  mediastinal  wall,  air  escapes  into  the 
pleural  cavity,  resulting  in  pneumothorax; 
it  may  also  follow  the  fascicular  sheaths  into 
the  subcutaneous  tissues  of  the  neck  and 
chest,  producing  subcutaneous  emphysema. 
In  the  present  case,  the  rupture  may  have 


occurred  during  vigorous  respiratory  efforts 
following  delivery  of  the  head  while  the 
thorax  was  still  trapped  in  the  pelvis. 

Treatment  varies  with  the  extent  of 
pneumothorax.2  For  unilateral  pneumo- 
thorax, less  than  25  per  cent  in  extent, 
needle  aspiration  and  careful  observation 
may  suffice.  For  pneumothorax  of  more 
than  25  per  cent  and/or  bilateral  involve- 
ment, thoracotomy  tube  drainage  is  usually 
necessary.  If  air  leakage  persists,  open 
thoracotomy  with  suture  may  be  required. 

In  any  case  of  respiratory  difficulty  in 
the  newborn,  the  diagnosis  of  spontaneous 
pneumothorax  should  be  considered  quickly. 
Prompt  recognition  and  vigorous  treatment 
can  be  life  saving. 
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An  unimmunized  seventy-two-year-old 
male  received  a sliver  wound  of  the  right 
thumb  while  working  with  a wooden  animal 
cage.  Fourteen  days  after  injury  and  re- 
moval of  the  sliver  and  two  days  prior  to  ad- 
mission to  the  hospital,  he  noted  onset  and 
progression  of  difficulty  in  swallowing  and 
in  removing  his  dentures.  Symptoms  ad- 
vanced rapidly,  and  on  consulting  a physi- 
cian the  patient  was  hospitalized.  Physical 
signs  included  trismus  and  marked  rigidity 
of  the  neck,  back,  and  facial  muscles.  The 
tongue  had  numerous  lacerations.  The 
risus  sardonicus  appearance  was  classic. 
Dysphagia  was  severe,  and  the  patient 
became  dyspneic.  Skin  tests  indicated 
sensitivity  to  horse  serum  globulin. 

Incision  and  drainage  of  the  wound  site 
yielded  a 3-mm.  residual  sliver  of  wood. 
The  patient  was  given  5,000  units  of  human 
tetanus  antitoxin  intramuscularly  (2,000 
units  prepared  by  the  Division  of  Labora- 
tories and  Research  and  3,000  units  by 
Cutter  Laboratories).  Supportive  treat- 
ment included  oxygen  therapy,  oxytetra- 
cycline  (Terramycin),  phenobarbital  (Lum- 
inal) sodium,  a skeletal  muscle  relaxant 
orphenadrine  citrate  (Norflex),  and  intra- 


venous fluids.  Equipment  for  tracheos- 
tomy, artificial  respiration,  and  continuous 
anesthesia  was  at  hand  in  the  intensive  care 
unit  but  was  not  applied  in  this  case. 

In  the  twenty-four-  to  forty-eight-hour 
period  following  hospitalization,  nuchal 
rigidity  and  trismus  moderated.  By  the 
third  day  the  frequency  of  spasms  was  re- 
duced, and  the  patient  took  fluids  by  mouth. 
Subsequent  improvement  was  marred  by 
one  episode  of  generalized  tetanic  spasm  on 
the  ninth  hospital  day.  The  patient  sat  up 
on  the  eighteenth  hospital  day  and  was  dis- 
charged twenty-seven  days  after  admission. 
Active  immunization  was  instituted. 

Drainage  fluid  from  the  wound  and  the 
sliver  produced  poor  growth  and  no  toxin  on 
thiogly collate  medium.  However,  subse- 
quent cultures  of  the  sliver  fragment  on 
chopped  meat  broth  produced  gram-posi- 
tive pleomorphic  rods  and  a toxin  lethal  to 
mice  that  was  neutralized  by  tetanus  anti- 
toxin. 

The  patient’s  immunoglobulin  level  be- 
for  antitoxin  therapy  was  within  normal 
limits.  Blood  levels  of  the  specific  anti- 
toxin following  administration  are  recorded 
in  Table  I. 

Comment 

Certainly  recovery  in  the  present  case  can 
be  ascribed  no  more  to  the  human  anti- 
toxin than  to  prompt  removal  of  the  small 
but  effective  source  of  toxin.  Neverthe- 
less, the  case  presented  opportunity  for 
study  of  human  antitoxin  therapy  in  a 
confirmed  tetanus  patient  sensitive  to  horse 
serum.  The  amount  of  antitoxin  given, 
5,000  units  (63  units  per  kilogram  of  body 
weight),  was  slightly  more  than  ten  times 
the  prophylactic  dose  suggested  by  Rubbo 
and  Suri1  (5  to  6 units  per  kilogram  of  body 
weight).  The  dosage  in  the  present  case 
was  in  the  range  employed  by  Nation 
et  al. 2 in  the  treatment  of  20  tetanus  cases, 
one-half  the  10,000-unit  quantity  recom- 
mended in  Germany  by  Voss  et  al.,3  and 
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TABLE  I.  Serum  titers  following  therapeutic 
human  tetanus  antitoxin 


Day  After 
Immunization 

Antitoxin 
(Units  per 
Milliliter) 

0 

<0.01 

1 

0.07 

2 

0. 16  to  0.25 

10 

0 . 25  to  0 . 30 

18 

0.25  to  0.30 

42 

0.10 

twice  that  administered  to  a case  reported 
by  Thomas. 4 As  in  these  reports  and  in  the 
case  described  by  Pagan  de  Rodriguez  and 
Munoz,5  there  were  no  side-effects  from  the 
intramuscular  human  antitoxin  in  contrast 
to  the  well-known  complications  following 
horse  antitoxin.  In  those  reports  of 
therapy  with  human  antitoxin,  the  results 
have  been  favorable.2'5 

The  determination  of  blood  antitoxin 
levels  following  therapeutic  human  anti- 
toxin was  a unique  feature  in  the  present 
case  and  may  contribute  to  future  assess- 
ment of  the  most  desirable  dosage.  The 
maximum  antitoxin  titer,  0.25  to  0.30 
units  per  milliliter,  persisted  for  at  least  two 
and  a half  weeks.  These  titers  can  be  com- 
pared to  the  0.02  units  per  milliliter  re- 
garded by  Bruce6  as  protective  against 
tetanus.  Rubbo  and  Suri1  found  prophy- 
lactic doses  of  human  antitoxin  (5  units  per 
kilogram  of  body  weight)  produced  titers 
of  about  0.07  units  per  milliliter,  while  10 
units  per  kilogram  gave  0.14  units  per 


milliliter.1  Smolens  et  al.'  reported  titers 
of  0.16  units  per  milliliter  from  injections 
of  1,000  to  2,000  units. 

Although  the  number  of  samples  drawn 
was  insufficient  for  half-life  determination 
of  human  antitoxin  injected  in  therapeutic 
dosage,  the  data  were  consistent  with  the 
four-week  half-life  reported  by  Smolens 
et  al.1 

Summary 

Human  tetanus  antitoxin,  63  units  per 
kilogram  of  body  weight,  was  administered 
to  a tetanus  patient  sensitive  to  horse 
serum.  The  resultant  blood  antitoxin 
levels  of  0.25  to  0.30  units  per  milliliter  per- 
sisted for  at  least  two  and  a half  weeks.  A 
halt  in  the  rapid  progression  of  symptoms 
was  associated  with  administration  of  the 
antitoxin. 
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P rior  to  the  discovery  of  x-rays,  air 
insufflation  of  the  colon  was  used  to  assist 
the  physician  in  examination  of  the  colon. 
In  1896  Becher1  in  Germany  and  then  in 
1902  Cannon2  in  the  United  States  were 
quick  to  utilize  Rontgen’s  discovery  of  the 
x-ray  to  visualize  the  gastrointestinal  tract. 
In  subsequent  years  roentgen  examination 
of  the  colon  proved  to  be  of  great  value  in 
the  diagnosis  of  intestinal  disease.  Many 
physicians,  however,  are  not  aware  of  the 
hazards  attendant  on  this  type  of  examina- 
tion. When  we  encountered  one  of  these 
hazards,  colon  perforation,  we  were  en- 
couraged to  review  the  literature  relating 
to  colon  perforation  and  to  examine  the 
charts  of  the  5,000  patients  who  had  barium 
enemas  at  New  York  University  Hospital 
during  the  past  five  years  Only  one  colon 
perforation  was  recorded  during  this  period. 
The  following  case  report  illustrates  some 
of  the  predisposing  factors  leading  to 
perforation  of  the  colon. 

Case  report 

A sixty-four-year-old  white  man  was 
admitted  to  University  Hospital  on  De- 
cember 5,  1963,  with  intestinal  obstruction. 
Four  years  previously  the  patient  had  an 
abdominal  perineal  resection  and  left 
colostomy  for  carcinoma  of  the  rectum. 
Postoperatively  he  developed  a severe 
wound  infection  and  an  incisional  hernia. 
The  remaining  history  was  noncontribu- 
tory. 


Physical  examination  at  the  time  of  his 
December,  1963,  admission  revealed  a 
well-developed,  well-nourished  male  with  a 
clean  colostomy  stoma  which  was  patent, 
free  of  feces,  and  admitted  one  finger.  A 
large  ventral  hernia  was  present.  The 
bowel  sounds  were  high-pitched  and  tink- 
ling. No  masses  were  felt.  The  blood 
pressure  was  150/100;  pulse  and  tempera- 
ture were  normal.  The  remainder  of  the 
physical  examination  was  within  normal 
limits.  A barium  enema  revealed  com- 
plete intestinal  obstruction  of  the  trans- 
verse colon.  A cecostomy  was  performed, 
and  a fecal  impaction  that  was  found  in 
the  transverse  colon  was  relieved.  The 
patient  did  well,  and  the  colon  was  re- 
evaluated two  weeks  later.  A Foley  cath- 
eter was  placed  into  the  colostomy  site  and 
inflated  to  15  cc.  There  was  free  flow  of 
barium  from  the  colostomy  to  the  mid- 
transverse  colon  where  an  obstruction  was 
encountered.  The  flow  of  barium  was 
stopped.  The  patient  was  rotated  for 
filming  and  immediately  cried  out  in  dis- 
comfort and  began  to  strain  down.  At- 
tempts to  siphon  back  the  barium  were 
unsuccessful.  At  this  time  the  ventral 
hernia  had  become  incarcerated.  Flat 
films  of  the  abdomen  showed  a perforation 
of  the  colon  and  the  presence  of  barium 
in  the  peritoneal  cavity  (Fig.  1).  Within 
two  hours  after  the  perforation,  surgical 
exploration  was  instituted  and  a transverse 
colectomy  was  done.  The  area  of  per- 
foration was  found  in  the  transverse  colon 
1 cm.  distal  to  a carcinoma.  The  hernia 
was  repaired.  Postoperatively  the  patient 
did  well.  On  January  1,  1964,  he  was 
taken  to  the  operating  room  where  his 
cecostomy  was  closed.  The  patient  had 
an  uneventful  postoperative  course  except 
for  a superficial  wound  infection.  Films 
taken  at  the  time  of  discharge  showed 
residual  barium  in  the  peritoneal  cavity 
(Fig.  2).  The  patient  has  returned  to  work 
and  is  currently  asymptomatic. 

Comment.  The  perforation  of  the  colon 
in  this  patient  can  be  attributed  to  the 
embarrassment  of  normal  colon  circulation 
by  previous  surgical  intervention  and  more 
particularly  by  an  annular,  constricting, 
obstructing  carcinoma  of  the  transverse 
colon.  The  recovery  of  the  patient  is 
attributed  to  several  factors:  adequate 

cleansing  of  the  bowel  prior  to  the  pro- 
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FIGURE  1.  (A)  Oblique  film  obtained  just  after  perforation  occurred  showing  (1)  annular,  constricting 
carcinoma  and  (2)  barium  suspension  leaking  through  perforation.  (B)  Anteroposterior  film  of  abdomen 
subsequent  to  perforation  showing  free  barium  suspension  (1)  in  peritoneal  cavity  and  barium  coating  (2) 
liver  and  serosal  surfaces  of  bowel. 


cedure,  immediate  recognition  of  the  per- 
j foration,  prompt  surgical  intervention, 

I and  lack  of  technical  surgical  problems. 

! Comment 

It  is  highly  probable  that  many  more 
; cases  of  colon  perforation  at  the  time  of 
| contrast  enema  occur  than  are  reported  in 
the  literature,  but  the  literature  does  doc- 
; ument  38  cases.  These  cases  are  sum- 
I marized  in  Table  I.  Several  important 
; generalizations  can  be  drawn  from  this 
|!  summarized  material.  Of  the  38  cases 
| documented,  18  have  survived  the  catas- 
j trophe,  resulting  in  a 49  per  cent  survival 
rate.  Zheutlin,  Lasser,  and  Rigler,7  who 
li  sent  questionnaires  to  over  100  institutions, 
|l  found  53  cases  of  perforation  of  the  colon 
with  a 51  per  cent  survival  rate.  These 
j cases  were  not  reported  in  the  literature 
and  are  not  among  those  summarized  in 
Table  I.  Most  of  the  reported  cases  of 
li  perforation  of  the  colon  at  the  time  of 
I contrast  enema  have  had  a previous  colonic 
| abnormality.  Of  these  patients,  previous 
I surgical  procedures  had  been  done  on  10, 
10  had  carcinoma  of  the  colon,  5 had  di- 
verticular disease,  and  3 had  ulcerative 
! colitis.  Eight  of  the  perforations  occurred 


FIGURE  2.  Film  of  patient's  abdomen  taken  just 
prior  to  discharge  from  hospital.  Film  shows  resi- 
dual barium  coating  peritoneal  surfaces  (1)  of 
liver  and  (2)  small  intestine. 

in  patients  who  had  no  recorded  history 
of  colonic  disease. 
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TABLE  I.  Cases  of  colon  perforation  in  literature 


Author 

Date 

Age 

(Years)  and  Sex 

Cause  of  Perforation 

Site  of  Perforation 

Scheidt3 

1950 

61  F 

Barium  enema 

Sigmoid 

Kleinsasser  and  Warshaw4 

1952 

50  M 

Barium  enema 

Descending  colon 

Berk6 

1952 

50  M 

Barium  enema 

Sigmoid 

Isaacs6 

1952 

70  F 

Barium  enema 

Sigmoid 

Zheutlin,  Lasser,  and  Rigler7 

1952 

75  F 

Barium  enema 

Sigmoid 

Zheutlin,  Lasser,  and  Rigler7 

1952 

66  M 

Barium  enema 

Descending  colon 

Zheutlin,  Lasser,  and  Rigler7 

1952 

63  M 

Barium  enema 

Sigmoid 

Hamit8 

1955 

28  F 

Barium  enema 

Ascending  colon 

Shapiro  and  Rif  kin 9 

1955 

57  M 

Barium  enema 
and  air 

Below  peritoneal 
reflexion 

Hartman  and  Hills10 

1957 

4 days,  M 

Barium  enema 

Sigmoid  colon 

Hartman  and  Hills10 

1957 

8 months,  M 

Barium  enema 

Sigmoid  colon 

Leichtling  and  Demetriades11 

1957 

3 months,  F 

Barium  enema 

Transverse  colon 

Grillo  and  Nardi12 

1958 

73  M 

Barium  enema 

Not  clear 

Grillo  and  Nardi12 

1958 

81  F 

Barium  enema 

Distal  colon 

Grillo  and  Nardi12 

1958 

67  M 

Barium  enema 

Colon  and  ileum 

Grodsky13 

1958 

70  M 

Barium  enema 

Sigmoid  colon 

Grodsky 13 

1958 

78  M 

Barium  enema 

Colon 

Grodsky13 

1958 

75  F 

Barium  enema 

Colon 

Lorinc  and  Brahme14 

1958 

63  M 

Barium  enema  and 
double  contrast, 
probably  2 degrees 
to  rectal  tube 

Not  clear 

Lorinc  and  Brahme11 

1958 

68  M 

Barium  enema  and 
double  contrast, 
2 degrees  to 
rectal  tube 

Rectal  mucosa 
above  sphincter 

Santulli15 

1959 

5 days 

Barium  enema 

Midsigmoid 

posterior  lateral 

Santulli15 

1959 

7 weeks 

Barium  enema 

Rectosigmoid, 

anterior 

Santulli15 

1959 

2 days 

Sodium  and 
meglumine 
diatrizoate  enema 

Rectosigmoid 

Santulli15 

1959 

6 days 

Sodium  and 
meglumine 
diatrizoate  enema 

Rectosigmoid 

Furste16 

1960 

60  F 

Barium  enema 

Distal  sigmoid 

Furste16 

1960 

77  F 

Barium  enema 

Rectum 

Furste16 

1960 

61  M 

Barium  enema 

Descending  colon 
near  to  colostomy 

Porter17 

1960 

69  M 

Barium  enema 

Rectum 

Hemley  and  Kanick18 

1963 

62  F 

Proctoscopy,  rectal 
biopsy,  barium 
enema 

Rectum 

Hemley  and  Kanick18 

1963 

72  F 

Proctoscopy,  rectal 
biopsy,  barium 
enema 

Rectum 

Seaman  and  Wells19 

J 

1965 

75 

Overinflation  of 
balloon  catheter 

Sigmoid 

Seaman  and  Wells19 

1965 

66 

Overinflation  of 
balloon  catheter 

Rectosigmoid 

Seaman  and  Wells19 

1965 

55 

Barium  enema 

Cecum 

Seaman  and  Wells19 

1965 

49 

Barium  enema 

Distal  transverse 
colon  near 
colostomy  site 

Seaman  and  Wells19 

1965 

76 

Barium  enema, 
biopsy 

Rectosigmoid 

Noveroske20 

1966 

63  M 

Barium  enema  five 
days  after  biopsy, 
1 balloon  catheter 
in  rectosigmoid 

Rectosigmoid 

Noveroske20 

1966 

72  M 

Barium  enema,  1 
balloon  catheter  in 
rectosigmoid 

Rectosigmoid 

Noveroske20 

1966 

73  M 

Barium  enema, 
balloon  catheter 
in  rectosigmoid 

Rectosigmoid 

Previous  History 

Treatment 

Result 

Cancer  of  sigmoid 

Sigmoid  resection, 

Died 

Rectal  cancer. 

colostomy 

Revision 

Lived 

abdominal  perineal 
resection 

Diverticulum, 

Transverse  colostomy 

Lived 

anal  fistula 

Cancer  of  sigmoid 

Resection 

Died 

•Cancer  of  sigmoid 

Proximal  colostomy 

Died 

Colostomy 

Transverse  colostomy, 

Died 

'Colostomy 

enterostomy 

Cecostomy 

Lived 

Amebiasis 

Right  hemicolectomy, 

Lived 

Hemorrhoids 

ileotransversostomy 
No  surgery 

Lived 

Normal 

Transverse  colostomy 

Died 

Normal 

Sigmoid  colostomy 

Lived 

Ileocolic 

Right  hemicolectomy. 

Lived 

intussusception 

ileotransversostomy 

Cancer  of  rectum. 

Transverse  colostomy 

Died 

abdominal  perineal 
resection  ' 

Diverticulitis, 

Transverse  colostomy 

Died 

colostomy 

Colostomy, 

Transverse  colostomy 

Died 

abdominal  perineal 
resection 

Postradiation 

Proximal  colostomy 

Died 

sigmoiditis 

Diverticulitis 

Died 

Diverticulitis 

Transverse  colostomy 

Died 

Diarrhea  and 

None.  Follow-up, 

Lived 

indigestion, 

later  date  showed  no 

polypoid  tumor 

evidence  of 

Urinary  retention 

perforation 

Supportive 

Lived 

None 

Closure  of  perforation 

Lived 

Congenital 

Proximal  colostomy 

Died 

megacolon 

None 

Proximal  colostomy 

Died 

Meconium  in  ileus 

Proximal  colostomy 

Died 

Proctitis 

Closure  of  perforation 

Died 

Ulcerative  colitis, 

Supportive 

Lived 

polyps 

Abdominal  perineal 

Colon  resection 

Lived 

resection  for 
cancer  of  rectum 

Metastatic  cancer 

Surgery 

Died 

in  rectum 

Cancer  of  rectum 

Supportive 

Died 

Ulcerative  colitis 

Supportive 

Died 

Lymphogranuloma 

Surgery 

Lived 

venereum 

Chronic  ulcerative 

Supportive 

Lived 

colitis 

Acute  segmental 

Surgery 

Lived 

right-sided  colitis 

Diverticulitis 

Surgery 

Lived 

Polyp 

Surgery 

Lived 

Cancer  of  stomach 

Medical 

Died 

Cancer  of  prostate 

Surgery 

Lived 

Tuberculosis  and 

Surgery 

Died 

cachexia 


The  age  distribution  among  patients 
whose  cases  are  documented  in  the  litera- 
ture is  as  follows:  29  of  the  patients  were 
over  fifty,  7 were  children  under  one  year 
of  age,  and  2 patients  were  between  twenty 
and  fifty  (Table  I).  The  age  distribu- 
tion among  the  cases  suggests  that  the 
very  young  and  the  elderly  have  less  re- 
sistance to  perforation  of  the  colon  walls. 

Information  concerning  the  pressure  the 
gut  can  tolerate  is  limited.  Burt’s21  study 
on  autopsy  material  revealed  that  the 
average  pressure  required  experimentally 
to  perforate  various  parts  of  the  intestinal 
canal  is  approximately  4.07  pounds  per 
square  inch.  He  found  that  the  rectum 
supports  the  greatest  pressure  and  that 
the  sigmoid,  ileum,  esophagus,  jejunum, 
transverse  colon,  cecum,  and  stomach  sup- 
port decreasing  amounts  of  pressure  in  the 
order  in  which  they  are  mentioned.21 
Noveroske22  states  that  barium  enemas  can 
be  safely  given  with  the  enema  container 
5 feet  above  the  patient  when  a high- 
viscosity  barium  suspension  is  used.  This 
is  possible  because  of  the  marked  loss  of 
the  pressure  head  with  high-viscosity 
liquids.  When  low-viscosity  barium  is 
used,  however,  he  recommends  that  the 
enema  container  be  3 feet  above  the 
patient  since  higher  hydrostatic  pressure 
with  this  type  of  contrast  agent  increases 
spasm  pressures  and  the  danger  of  per- 
foration.22 

When  a normal  colon  is  perforated,  the 
site  of  rupture  is  most  often  the  rectosig- 
moid or  near  the  site  of  a colostomy.  The 
use  of  large  retaining  catheters  such  as 
the  balloon  rectal  catheter  seems  more 
hazardous  than  ordinary  rectal  tips.20 
Inflation  of  the  large  balloon  in  the  rec- 
tosigmoid may  result  in  a dehiscence  of  the 
colon  wall.  Pushing  an  ordinary  catheter 
too  far  up  into  the  colon  may  also  cause 
a rent  in  the  colon. 

Another  variable  of  importance  is  the 
reaction  of  the  peritoneal  cavity  to  the 
type  of  contrast  material  employed.  A 
study  by  Kay  and  Choy23  comparing 
barium  sulfate,  methylglucamine  (Gas- 
trografin),  and  sodium  diatrizoate  (Hy- 
paque)  shows  quite  clearly  that  barium 
sulfate  is  uniformly  deleterious.  This 
causes  a foreign-body  reaction  and  for- 
mation of  adhesions.23  These  effects  are 
not  seen  with  the  two  water-§olvble  media, 


sodium  diatrizoate  and  methylglucamine. 
Almond,  Cochran,  and  Shucart24  compared 
commercial  barium  to  USP  barium  and 
found  the  former  to  have  a more  del- 
eterious effect.  They  concluded  that  other 
substances  such  as  suspending  agents  are 
present  in  commercial  barium,  and  these 
substances  are  peritoneal  irritants. 
Cochran,  Almond,  and  Shucart25  also  dem- 
onstrated that  when  fecal  contents  are 
mixed  with  a barium  suspension,  a much 
more  severe  reaction  develops  and  often 
results  in  overwhelming  peritonitis. 

Not  only  the  patient’s  reaction  to  con- 
trast material  but  also  other  types  of 
patient  reaction  should  be  taken  into  con- 
sideration when  giving  barium  enemas. 
These  reactions  include  the  possibility 
of  water  intoxication  in  patients  with 
megacolon,  embolization  of  barium  into 
the  veins,  and  barium  impactions  which 
may  follow  the  examination  of  the  colon 
with  a barium  suspension.  In  infants 
electrolyte  inbalance  may  result  from  the 
use  of  the  water-soluble  contrast  agents 
because  of  their  hypertonia. 

Summary 

Review  of  the  literature  and  our  ex- 
perience with  the  case  cited  show  that 
perforations  of  the  colon  are  a potential 
risk  when  contrast  enemas  are  done.  The 
occurrence  is  less  than  1 in  5,000  contrast 
enemas,  but  this  low  frequency  could  be  re- 
duced still  further  if  care  were  taken  to 
study  patient  histories  for  the  presence 
of  factors  which  might  make  the  patient 
more  susceptible  to  colon  perforation.  The 
main  underlying  causes  of  colon  perfora- 
tion are  previous  surgical  intervention, 
carcinoma,  diverticula,  and  other  colonic 
diseases.  Contributing  factors  to  the  haz- 
ards of  colonic  rupture  are  overdistention 
of  the  balloon  catheter,  inserting  the 
catheter  or  enema  tip  too  far  into  the  colon, 
or  performance  of  an  enema  immediately 
following  proctoscopic  examination  and/or 
biopsy.  The  survival  rate  from  perforation 
at  the  time  of  barium  enema  is  approx- 
imately 49  per  cent. 
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T he  occurrence  of  widely  distributed 
abnormal  Q waves  in  a child’s  electro- 
cardiogram is  not  common.  The  finding 
of  such  Q waves  in  the  presence  of  intact 
coronary  arteries  in  a child  is  extremely 
rare.  This  report  concerns  a child  with 
normal  coronary  arteries  in  whom  abnormal 
Q waves  were  due  to  myocarditis. 

Case  report 

A seven-year-old  Negro  female  was  ad- 
mitted to  another  hospital  on  January  23, 
1964,  with  a history  of  increasing  dyspnea, 
anorexia,  and  a loss  of  10  pounds  in  the 
preceding  three  weeks.  Delivery  had  been 
normal  at  full  term.  She  was  seen  for  the 
first  time  in  the  dispensary  of  that  hospital 
at  the  age  of  ten  months  for  a cough  and 
thereafter  at  intervals  of  one  to  three 
months  for  recurrences  of  rhinorrhea, 
swollen  glands,  rhinopharyngitis,  and  acute 
follicular  tonsillitis.  Penicillin  injections 
were  given  at  frequent  intervals  for  upper 
respiratory  infections.  Hashes  involving 
the  face  and  upper  extremities  recurred 
frequently.  She  was  found  to  be  allergic 
to  eggs,  chocolate,  and  orange  juice. 

Examination  showed  a well-developed, 
well-nourished  child  with  moderate 


FIGURE  1.  Chest  roentgenogram  taken  soon  after 
onset  of  symptoms.  Marked  cardiomegaly  involv- 
ing all  chambers. 


dyspnea,  pulse  rate  of  120  per  minute, 
respirations  at  40  per  minute,  distended 
neck  veins  with  the  head  at  45  degrees,  and 
clear  lung  fields.  The  left  border  of  cardiac 
dullness  was  in  the  midclavicular  line  in 
the  sixth  intercostal  space,  the  heart  sounds 
were  distant,  and  a protodiastolic  gallop 
was  present.  A grade  II  to  VI  systolic 
murmur  was  heard  at  the  apex.  The  liver 
edge  was  palpable  3 fingerbreadths  below 
the  right  costal  margin  and  was  tender. 
There  was  no  pretibial  edema. 

Roentgenogram  of  the  chest  showed  gen- 
eralized cardiac  enlargement  without  pul- 
monary congestion  (Fig.  1).  Angiocardio- 
gram showed  normal  origin  and  distribution 
of  the  coronary  arteries.  Electrocardio- 
grams showed  sinus  tachycardia;  deep, 
wide,  and  broad  QS  waves  in  leads  I,  II, 
a VI,  V6,  and  V6;  and  a QR  in  V7  and  V8. 
Tall,  broad  P waves  were  present  in  leads  I, 
II,  III,  V3R,  and  V6  to  V8  (Fig.  2). 

The  hematocrit  was  42.  The  leukocyte 
count  was  12,400  per  cubic  millimeter  with 
60  per  cent  neutrophils  and  40  per  cent 
lymphocytes;  it  later  fell  to  5,900  per  cubic 
millimeter  with  34  per  cent  neutrophils  and 
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FIGURE  2.  Electrocardiogram  showing  sinus  rhythm  with  deep,  abnormal  Q waves  in  leads  I,  II,  aVr, 
aVI,  V6,  V6,  V7,  and  V8;  P waves  large  and  broad  in  leads  II,  aVf,  V3R,  Vi,  V6,  and  V7. 


66  per  cent  lymphocytes.  Urinalysis, 
erythrocyte  sedimentation  rate,  and  C- 
reactive  protein  determinations  were  nor- 
mal. An  antistreptolysin-0  titer  was  166 
Todd  units  per  milliliter.  No  pathogens 
were  cultured  from  the  blood. 

The  diagnosis  was  congestive  heart  failure 
secondary  to  idiopathic  myocarditis. 
Treatment  consisted  of  bed  rest,  salt  re- 
striction, diuretics,  and  full  digitalization. 
Because  of  increasing  respiratory  distress 
and  the  rapid  increase  in  heart  size,  peri- 
cardicentesis  was  performed  one  week  after 
admission  to  rule  out  pericardial  effusion. 
No  fluid  was  obtained.  By  the  tenth  hos- 
pital day  her  condition  had  greatly  im- 
proved, the  dyspnea  had  disappeared,  and 
the  respiratory  rate  was  22  per  minute. 
The  heart  murmur  and  gallop  rhythm  were 
no  longer  present  and  the  liver  and  spleen 


not  palpable.  Roentgenogram  of  the  chest 
disclosed  that  the  size  of  the  heart  had  de- 
creased as  compared  with  findings  on  Jan- 
uary 23,  1964  (Fig.  3).  She  remained 
afebrile  for  the  most  part,  was  maintained 
on  digitalis  and  penicillin,  and  was  dis- 
charged on  April  8,  1964. 

Admission  to  the  Montefiore  Hospital 
and  Medical  Center  for  the  first  time  was  on 
May  20,  1964.  Symptoms  were  chest  pain 
and  dyspnea.  Examination  was  essentially 
unchanged  except  for  the  recurrence  of  the 
protodiastolic  gallop  and  a greatly  enlarged 
liver  extending  6 fingerbreadths  below  the 
costal  margin.  Blood  pressure  was  110/70 
mm.  Hg.  Roentgenograms,  electrocardio- 
grams, and  other  laboratory  findings  were 
similar  to  those  previously  found. 

Treatment  was  again  bed  rest,  low- 
sodium  diet,  penicillin,  and  digitalis.  An 
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FIGURE  3.  Chest  roentgenogram  following  ther- 
apy shows  considerable  decrease  in  cardiomegaly. 


attempt  to  control  the  tachycardia  by  in- 
creasing the  dose  of  digoxin  from  0.175  mg. 
once  per  day  to  three  times  per  day  was 
unsuccessful.  A fourteen-day  trial  of  60 
mg.  of  prednisone  daily,  administered 
orally,  produced  no  improvement,  and  the 
drug  was  tapered  off.  The  patient  was 
discharged,  improved,  after  seven  weeks, 
but  the  tachycardia  persisted. 

After  two  weeks  at  home  she  was  re- 
admitted to  Montefiore  Hospital  and  Med- 
ical Center  complaining  of  sore  throat, 
cough,  vomiting,  and  dyspnea.  Examina- 
tion showed  an  injected  pharynx,  tempera- 
ture 101  F.,  pulse  rate  120  per  minute,  and 
respiratory  rate  60  per  minute.  The  blood 
pressure  was  90/?  mm.  Hg.  The  neck  veins 
were  not  distended.  Diffuse  wheezing  was 
present  over  both  lung  fields.  The  point  of 
maximum  intensity  of  the  heart  beat  was 
in  the  sixth  intercostal  space  at  the  anterior 
axillary  line.  A diastolic  gallop  was  again 
present.  The  liver  edge  was  palpable  4 
fingerbreadths  below  the  right  costal  margin 
and  was  tender,  and  there  was  1 plus  pitting 
edema  of  the  lower  extremities.  Chest 
roentgenogram  showed  an  increase  in  con- 
gestive changes  with  marked  cardiomegaly. 
The  electrocardiogram  result  was  identical 


to  the  previous  ones.  The  hematocrit  was 
44.  The  white  blood  cell  count  was  19,300 
per  cubic  millimeter  with  67  per  cent 
neutrophils  and  33  per  cent  lymphocytes. 
Serum  electrolyte  concentrations  were  nor- 
mal. Urinalysis  showed  2 plus  proteinuria. 

Despite  the  use  of  oxygen,  digitalis,  and 
diuretics,  the  patient’s  condition  deterio- 
rated, and  she  expired  suddenly  two  days 
after  admission. 

Necropsy  findings.  On  necropsy  the 
heart  weighed  325  Gm.  The  normal  heart 
weight  of  a seven-year-old  child  is  approxi- 
mately 125  Gm.  All  chambers  were  dilated 
and  hypertrophied.  The  left  ventricular 
wall  measured  10  mm.  in  thickness.  The 
valves  were  normal.  The  chordae  tendi- 
neae  were  thin  and  delicate.  The  origin 
and  distribution  of  the  coronary  arteries 
were  normal. 

On  cut  section  the  most  prominent  find- 
ing was  the  presence  of  diffuse  scarring  of 
the  myocardium.  Microscopically,  exten- 
sive areas  of  scarring  interspersed  with 
pockets  of  degenerating  muscle  fibers  were 
seen  (Fig.  4).  Focal  areas  of  lymphocytic 
infiltration  were  scattered  throughout  the 
myocardium.  Occasional  areas  of  degen- 
erating cardiac  fibers  were  surrounded  by 
polymorphonuclear  leukocytes  indicating 
acute  inflammation.  Occasional  Anit- 
schkow’s myocytes  were  seen.  No  Aschoff’s 
bodies  were  found.  The  remaining  organs 
presented  the  usual  findings  of  longstanding 
congestive  heart  failure.  The  final  diagno- 
sis was  chronic  active  myocarditis. 

Comment 

The  greatly  enlarged  heart  and  the  con- 
gestive failure  with  a protodiastolic  gallop 
were  indicative  of  organic  heart  disease. 
In  an  enlarged  heart  in  which  the  ausculta- 
tion findings  do  not  point  to  the  cause,  di- 
agnostic difficulties  may  arise.  Pericardi- 
tis had  to  be  differentiated  from  myocardial 
disease.  Contrast  medium  angiocardiog- 
raphy and  pericardial  paracentesis  ruled  out 
pericardial  effusion.  The  presence  of  ab- 
normal Q waves  raised  a number  of  diag- 
nostic possibilities  as  causes  of  this  child’s 
heart  disease. 

Among  these  were  (1)  anomalous  origin 
of  the  left  coronary  artery;  (2)  secondary 
myocardial  disease,  viral,  especially  Cox- 
sackie  B and  Chagas’  myocarditis;  (3) 
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FIGURE  4.  Microscopic  examination  of  heart 
showing  extensive  areas  of  scarring  and  diffuse 
cellular  infiltration. 


myocardial  disease  associated  with  neu- 
romuscular disturbances  such  as  progressive 
muscular  dystrophy  and  Friedreich’s 
ataxia;  (4)  amyloid  infiltration  of  the 
heart;  (5)  obstructive  cardiopathy;  and 
(6)  primary  myocardial  disease  such  as 
endocardial  fibroelastosis,  endomyocardial 
fibrosis,  and  nonspecific  myocarditis. 

Anomalous  origin  of  the  left  coronary  ar- 
tery must  be  considered  in  a child  with 
cardiac  enlargement,  congestive  failure,  and 
abnormal  Q waves. 1 The  occurrence  of 
anomalous  origin  of  the  left  coronary  artery 
is  of  paramount  clinical  importance  since 
ligation  of  such  a vessel  may  occasionally  be 
a life-saving  procedure.  The  diagnosis  may 
be  established  by  arteriography  and  oxygen 
and  hydrogen  saturation  studies.  The 
demonstration  by  angiocardiography  of 
normal  coronary  circulation  ruled  out  this 
condition  in  this  patient. 

Endocardial  fibroelastosis  and  endomyo- 
cardial fibrosis  are  not  rare  in  children. 
Abnormal  Q waves  have  occasionally  been 
reported  in  these  conditions.2  The  former 
occurs  alone  and  frequently  in  association 
with  congenital  heart  disease.  The  clinical 
picture  is  similar  to  that  of  nonspecific  myo- 
carditis with  cardiac  enlargement,  failure, 
and  infection  including  subacute  bacterial 
endocarditis.  The  final  diagnosis  of  these 
conditions  can  be  made  only  at  necropsy. 

Amyloidosis  was  not  a problem  since  it 
has  not  been  shown  to  occur  in  children 
with  the  production  of  Q waves,  although 
abnormal  Q waves  have  been  reported  in 
adults.3  4 Glycogen  storage  disease  also 
offered  no  problem.  It  is  possible  to  dif- 


ferentiate this  disease  from  primary  myo- 
cardiopathy  by  the  fact  that  glycogen  stor- 
age disease  occurs  generally  in  infants  be- 
tween two  and  six  months  of  age,  never 
after  eighteen  months.5  Our  patient  was 
older.  Abnormal  Q waves  have  not  been 
reported  in  this  disease.  Often  a sibling  is 
similarly  affected.  Although  the  heart  is 
enlarged  and  congestive  failure  is  absent, 
biopsy  of  skeletal  muscle  shows  a high 
glycogen  content  and  in  a doubtful  case  may 
be  conclusive. 

Obstructive  myocardiopathy  may  cause 
abnormal  Q waves  over  the  right  and  left 
sides  of  the  heart  from  septal  hypertrophy 
especially  early  in  the  clinical  course.6 
Later  in  the  course  the  electrocardiographic 
signs  of  left  ventricular  hypertrophy  pre- 
dominate, and  the  Q waves  due  to  septal 
hypertrophy  become  smaller  or  disappear. 
This  problem  did  not  arise  since  there  was 
no  evidence  of  obstructive  myocardiopathy 
either  clinically  or  by  angiocardiography. 
Chagas’  myocarditis  in  which  abnormal  Q 
waves  occur  was  not  considered  since  the 
child  had  lived  all  her  life  in  New  York  City, 
and  this  disease  does  not  occur  endemically 
in  this  country.7  Progressive  muscular  dys- 
trophy8 and  Friedreich’s  ataxia2  which  pro- 
duce abnormal  Q waves  were  ruled  out  by 
physical  examination. 

The  only  remaining  possible  diagnoses 
were  primary  or  secondary  myocarditis  in- 
cluding endocardial  fibroelastosis  and  endo- 
myocardial fibrosis.  Myocarditis  of  vari- 
ous types  including  viral  and  Fiedler’s  type 
and  that  due  to  fibroelastosis  usually  cannot 
be  differentiated  during  life.  The  persis- 
tence of  cardiac  enlargement  and  insuffi- 
ciency, a protodiastolic  gallop,  fever,  tachy- 
cardia, and  a temperature-pulse  dispropor- 
tion favored  a diagnosis  of  myocarditis. 
Improvement  in  failure,  decrease  in  pulse 
rate  and  heart  size,  and  disappearance  of  a 
mild  systolic  apical  murmur  are  commonly 
encountered  in  nonspecific  myocarditis.  A 
faint  systolic  murmur  in  a greatly  enlarged 
heart  favored  a diagnosis  of  primary  myo- 
carditis rather  than  rheumatic  myocarditis. 
In  primary  myocardiopathy  murmurs  dis- 
appear with  improvement,  while  in  rheu- 
matic heart  disease  they  usually  become 
more  intense.  Abnormal  Q waves  have 
been  reported  in  primary  myocarditis  and 
not  in  rheumatic  myocarditis. 

The  term  “primary  myocardial  disease” 
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is  a loose  one  which  represents  a hetero- 
geneous group  of  cardiac  disorders  including 
those  in  which  cardiac  involvement  is  either 
primary  or  secondary  to  systemic  disease.2 
Marriott9  feels  that  it  is  impossible  to  de- 
scribe a uniform  clinical  picture  or  even 
applicable  criteria  for  accurate  diagnosis  of 
primary  myocardial  disease.  The  spectrum 
of  myocardial  disease  includes  the  mild  and 
the  severe,  the  former  associated  with  re- 
covery, the  latter  likely  to  end  fatally. 

The  diagnosis  of  primary  myocardiopathy 
is  at  times  made  by  exclusion  of  other 
causes  of  myocardial  insufficiency  or  abnor- 
mal electrocardiograms.  Typical  of  the 
course  and  suggestive  of  primary  myo- 
cardiopathy is  the  biventricular  failure 
which  may  occur  simultaneously  or  develop 
rapidly,  while  isolated  chamber  enlarge- 
ment is  common  in  organic  valvular  disease. 
The  marked  increase  in  heart  size  with  the 
development  of  congestive  failure  and  the 
decrease  or  disappearance  of  heart  murmurs 
as  heart  size  and  failure  improve  is  typical 
of  primary  myocardiopathy.  Sinus  tachy- 
cardia out  of  all  proportion  to  fever  is 
typical  of  primary  myocardiopathy.10 

The  occurrence  of  abnormal  Q waves  in 
a child’s  heart  with  myocarditis  interested 
us  in  making  this  report.  There  are  many 
scattered  reports  of  abnormal  Q waves  in 
primary  myocardiopathy.  Marriott9  sum- 
marized much  of  the  world  literature  on  the 
abnormal  electrocardiographic  findings  in 
primary  myocardial  disease.  From  his 
summary  the  incidence  of  the  abnormal  Q 
wave  is  as  follows:  7 (3.5  per  cent)  of 

abnormal  Q waves  in  196  cases  of  idiopathic 
cardiomegaly,  18  (22  per  cent)  of  abnormal 
Q waves  in  82  cases  of  familial  cardio- 
megaly, and  36  (36  per  cent)  of  abnormal  Q 
waves  in  100  cases  of  idiopathic  myocar- 
diopathy. 

As  we  have  indicated,  after  eliminating  a 
number  of  the  possible  causes  of  abnormal 
Q waves  in  this  child,  the  remaining  possi- 
bility was  anomalous  origin  of  the  left  cor- 


onary artery.  When  this  condition  was 
then  excluded  by  angiocardiography,  the 
remaining  diagnosis  was  chronic  myocardi- 
tis which  was  confirmed  at  necropsy.  The 
Q waves  occurred  because  of  extensive  re- 
placement of  the  myocardial  tissue  by 
fibrous  scars.  So  much  of  the  myocardium 
was  replaced  by  scar  tissue  that  the  vec- 
torial forces  developing  during  depolariza- 
tion were  absent  over  portions  of  the  left 
ventricle.  This  loss  of  electrical  potential 
led  to  the  broad  areas  of  abnormal  Q waves. 

Summary 

The  case  of  a child  of  seven  with  cardiac 
enlargement  and  failure  and  abnormal  Q 
waves  is  reported.  Exclusion  of  anomalous 
origin  of  the  left  coronary  artery  by  angio- 
cardiography led  to  the  diagnosis  of  non- 
specific myocarditis  which  was  confirmed  at 
necropsy.  Of  great  interest  were  the  ab- 
normal Q waves  in  both  the  limb  and 
horizontal  leads  in  a child  resulting  from 
replacement  fibrosis  of  the  myocardium  due 
to  myocarditis. 
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Although  Hodgkin’s  disease  of  the 
heart  is  rare,  the  literature  contains  de- 
scriptions of  lesions  in  the  myocardium,  the 
endocardium,  and  the  pericardium.  We 
shall  present  a review  of  the  literature, 
a brief  history  of  observations  at  our 
hospital,  and  a case  report. 

In  1902  Reed1  reported  a case  in  which 
several  nodular  lesions  were  found  in  the 
pleuropericardial  membrane.  In  1911 
Meyer2  reported  a growth  that  resembled 
lymphosarcoma  grossly  and  invaded  the 
pericardium.  Yates  and  Bunting3  found  in 
the  pericardium  a malignant  condition  with 
many  nodules  that  resembled  Hodgkin’s 
granuloma  macroscopically  and  which 
proved  to  be  so  on  microscopic  examination. 
Terplan  and  Mittlebach  in  1929 4 described 
a lymphogranulomatous  infiltration  over 
both  the  right  and  left  ventricles  and  noted 
in  the  epicardium  a 6 by  4 by  2-cm.  mass 
that  encircled  the  origin  of  the  great  vessels. 
In  1934  Rimbaud5  described  a case  in 
which  there  was  extensive  invasion  of  the 
subepicardial  tissue.  Dalous,  Fabre,  and 
Pons6  reported  in  1936  a gelatinous  in- 
filtration over  the  ventricles  about  the  exit 
of  the  great  vessels  with  involvement  of 
the  parietal  pericardium. 

In  addition  to  the  cases  mentioned,  the 


literature  contains  six  reports  of  malignant 
granuloma  in  the  form  of  a mass  extending 
into  the  right  atrium,  Barone7  having 
been  the  first  to  mention  such  a case  in 
1930.  In  1936  Krueger  and  Meyer8  in  the 
course  of  an  intensive  review  of  cardiac 
lesions  found  1 other  such  case  which  infil- 
trated the  right  atrial  wall.  In  1940  Ritvo9 
described  a right  atrial  mass  that  com- 
pressed the  superior  vena  cava.  In  1941 
Catsaras  and  Patsouri10  noted  multiple  poly- 
poid masses  in  both  ventricles  of  the  heart 
of  a thirty-three-year-old  female  patient. 
The  same  year  Garvin11  reported  a medias- 
tinal mass  that  involved  the  right  atrium 
and  in  1951  Rottino  and  Hoffmann12  one  in 
which  the  right  auricle  was  filled  with  a 
mass  of  hard  white  tissue  10  cm.  in  diam- 
eter which  extended  through  the  tricuspid 
orifice  in  one  direction  and  to  the  mouth  of 
the  inferior  vena  cava  in  the  other. 

Diffuse  pericarditis,  with  the  characteris- 
tic changes  of  Hodgkin’s  disease,  has  been 
reported  only  once,  by  Harrell  in  1939, 13 
who  found  it  at  autopsy. 

At  St.  Vincent’s  Hospital  a large  series  of 
patients  with  Hodgkin’s  disease  have  been 
studied  during  the  past  twenty-three  years. 
One  hundred  sixty-two  autopsies  have 
been  performed.  Pericarditis  has  been 
found  but  was  nonspecific  except  in  the 
case  now  to  be  described. 

Case  report 

A thirty-four-year-old  white  female  was 
admitted  to  St.  Vincent’s  Hospital  in 
January,  1964,  with  left  pleural  effusion. 
Biopsy  of  the  left  supraclavicular  node  con- 
firmed a diagnosis  of  Hodgkin’s  disease. 
Therapy  included  two  10-mg.  intravenous 
injections  of  nitrogen  mustard  forty-eight 
hours  apart.  This  was  followed  by  44 
exposures  to  cobalt  radiation  from  January 
17  to  March  23,  1964.  The  anterior 
mediastinum  and  hilar  areas  received  a 
tumor  dose  of  5,150  gamma  r through  a 
9 by  16-cm.  port.  Subsequently  an 
additional  dose  of  1,250  gamma  r was 
given  to  the  left  lower  lung  and  diaphrag- 
matic area  through  a 12  by  12-cm.  port. 
Serial  x-ray  pictures  over  this  period  dem- 
onstrated progressive  mediastinal  narrow- 
ing. The  hilar  nodes  on  the  right  side 
became  almost  normal  in  size. 

On  completion  of  the  cobalt  therapy, 
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FIGURE  1.  (A)  Gross  appearance  of  both  lungs  and  mediastinal  content.  Note  diffuseness  of  mediast- 
inal mass.  (B)  Transverse  section  through  specimen  shown  in  (A).  Note  dense,  fibrous  mass  in  which 
vessels  embedded.  Observe  thickened,  fibrous,  adherent  pericardium.  Note  extension  into  myocar- 
dium. 

tent.  Thoracentesis  yielded  no  fluid. 
Ribonuclease  therapy  was  instituted,  but 
deterioration  was  rapid  and  death  occurred 
on  the  seventh  hospital  day. 

Autopsy  findings.  The  principal  find- 
ing at  autopsy  was  a large,  continuous  mass 
that  occupied  the  mediastinum  and 
enveloped  the  pericardium  (Fig.  1).  In 
the  superior  mediastinum  the  mass  was 
composed  of  dense,  grey,  tough,  fibrotic 
tissue  in  which  the  great  vessels  were  em- 
bedded and  fixed.  Inferiorly  the  mass  con- 
sisted of  thick,  tough  pericardium  that 
measured  from  1 to  5 mm.  Portions  of  the 
underlying  myocardium  were  replaced  by 
grey  tissue.  Areas  so  involved  measured 
1 to  1.5  cm.  Externally  the  pericardium 
was  fixed  to  pleura  and  diaphragm.  Endo- 
cardium, myocardium,  and  valves  were 
normal. 

The  right  lung  was  congested  and 
edematous.  The  left  lung  was  shrunken, 
firm  to  the  touch,  and  was  fixed  to  the  chest 
wall  and  diaphragm  by  thickened,  fused 
pleurae.  On  section  the  organ  felt  devoid 
of  air. 

A few  slightly  enlarged  nodes  were  found 
about  the  pancreas.  No  others  were  de- 
tected except  those  in  the  mediastinum. 
The  liver  had  a nutmeg  appearance.  The 
spleen  was  small,  190  Gm.  in  weight. 
Pancreas,  adrenals,  kidneys,  and  gastro- 
intestinal tract  were  normal.  The  repro- 
ductive organs  were  essentially  normal. 
Microscopic  findings.  The  chief  find- 
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2,500  r of  radiation  were  applied  to  bilateral 
cervical  lymph  nodes  and  2,550  r to  the 
left  axilla.  Throughout  this  period  the 
patient  was  remarkably  free  of  symptoms. 

On  July  3,  1964,  shortness  of  breath  and 
3-plus  ankle  edema  developed.  X-ray 
examination  showed  no  change,  but  a 
slight  increase  in  fibrosis  of  the  left  lung 
and  some  enlargement  of  the  heart  caused 
increased  encroachment  on  the  posterior 
mediastinum.  There  was  no  pleural  fluid. 
It  was  the  radiologist’s  opinion  that  the 
shortness  of  breath  was  not  caused 
primarily  by  the  lung  condition. 

The  patient  was  readmitted  to  the 
hospital  on  August  15,  1964,  because  of 
shortness  of  breath  and  progressive  swelling 
of  both  legs.  Examination  showed  that 
the  liver  was  hard  and  nontender  and  that 
it  extended  4 fingerbreadths  below  the 
right  costal  margin  at  the  midclavicular 
line.  No  cervical  adenopathy  was  found. 
Tachycardia  of  120  was  present,  but  the 
heart  was  not  displaced  or  enlarged. 
With  meralluride  injection  (Mercuhydrin) 
the  clinical  status  improved.  The  electro- 
cardiogram was  interpreted  as  indicating 
tachycardia  bordering  on  nodal  rhythm, 
but  the  P-R  interval  was  just  within 
normal  limits.  Two  doses  of  nitrogen 
mustard  were  given,  and  the  patient  was 
discharged  improved. 

The  final  admission  was  on  September 
15,  1964,  when  shortness  of  breath  again 
recurred.  Tachycardia  persisted,  and  the 
patient  was  more  comfortable  in  an  oxygen 


ings  were  in  sections  through  the  medias- 
tinum and  heart.  The  histologic  picture 
was  everywhere  the  same.  The  pericardial 
thickening  was  due  chiefly  to  a dense 
lymphocytic  infiltrate  which  filled  the 
pericardial  sac,  extended  beyond  it,  and 
continued  through  the  epicardium  deep  into 
subjacent  myocardium.  Scattered  Stern- 
berg-Reed  cells  were  observed,  but  there 
were  no  eosinophils.  Sections  through 
pancreatic  nodes  showed  no  evidence  of 
Hodgkin’s  disease.  There  was  an  abun- 
dance of  lymphocytes  in  the  spleen.  Central 
necrosis  of  liver  lobules  was  noted.  A 
section  through  the  left  lung  revealed 
collapsed  alveoli  containing  a moderate 
number  of  irregular  cells  among  which  was 
one  that  resembled  a Sternberg-Reed  cell. 
The  thickened  pleura  presented  the  same 
microscopic  picture  as  the  pericardium. 

Diagnosis.  The  diagnosis  was  medias- 
tinal Hodgkin’s  disease,  constrictive  peri- 
carditis, Hodgkin’s  myocarditis  and  pleuri- 
tis,  atelectasis  of  the  left  lung,  and  chronic 
passive  congestion  of  the  liver. 

Comment 

The  interest  of  this  case  lies  in  the  finding 
at  autopsy  of  constrictive  pericarditis  due 
to  Hodgkin’s  disease.  This  occurs  rarely, 
having  been  found  only  this  one  time  in 
162  autopsies  of  persons  who  died  of  Hodg- 
kin’s disease  at  our  hospital.  Pericarditis 
due  to  other  causes  was  seen  more  often,  in 
18  of  the  162  autopsies.  This  experience 
corroborates  that  of  other  workers  in  the 
field.  In  a thorough  review  of  the  litera- 
ture we  found  mention  of  pericarditis,  but 
in  only  one  instance  was  it  due  to  Hodgkin’s 
disease. 


In  our  case,  although  the  dominant 
clinical  picture  was  that  of  cardiac  failure, 
no  thought  was  given  to  the  possibility 
that  it  was  due  to  constrictive  pericarditis 
caused  by  the  Hodgkin’s  disease.  The 
finding  is  significant  because  it  was  re- 
sponsible for  premature  death.  This  state- 
ment is  based  on  the  fact  that  our  usual 
finding  in  terminal  cases  has  been  nodes  re- 
placed by  dense  fibrous  tissue  and  concomi- 
tant decrease  in  lymphoid  tissue.  In  the 
case  under  discussion  the  Hodgkin’s  disease 
lesions  were  predominantly  lymphocytic 
and  the  splenic  follicles  rich  in  lymphocytes. 
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T he  radioisotope  hepatic  scan  has  gained 
acceptance  as  a safe,  simple,  and  accurate 
tool  in  the  clinical  evaluation  of  liver 
disease.  Collodial  radionuclides,  such  as 
Au198  (radioactive  gold)  are  most  often 
used  because  they  are  phagocytized  by  the 
reticuloendothelial  Kupffer  cells  and  pro- 
vide a static  anatomic  study  of  the  organ. 

Various  compounds  of  the  isotope  Tc99m 
(technetium  99m)  have  been  used  success- 
fully for  brain,1  thyroid,2  heart  pool,3 
and  placental4  scanning.  The  short  physi- 
cal half  life  (six  hours),  optimum  gamma 
emission  (98  per  cent  at  0.140  million 
electron  volts;  2 per  cent  at  0.142  million 
electron  volts)  and  lack  of  initial  beta 
radiation  makes  Tc99m  an  almost  ideal 
scanning  agent. 2 Larger  administered  doses 
may  be  employed  which  give  high  counting 
rates.  The  improved  counting  statistics 
allow  faster  scanning  speeds.  Decreased 
dosage  to  the  patient  is  also  accomplished. 

The  colloidal  sulfide  of  Tc99m  may  be 
prepared  using  Harper,  Lathrop,  and 
Richards’  method5  by  bubbling  hydrogen 
sulfide  gas  through  an  acidified  solution  of 
the  pertechnetate  compound  obtained  from 


a molybdenum  99  generator.  The  pH  is 
then  adjusted  to  5 to  6 using  normal 
sodium  hydroxide.  Particle  size  is  held  to 
less  than  0.22  microns  with  an  appropriate 
millipore  filter.  The  finished  product  is 
also  commercially  available.  * It  has  proved 
to  be  a very  satisfactory  agent  for  scanning 
the  liver  and  spleen.  The  blood  disappear- 
ance half  time  is  2 to  3 minutes  after  intra- 
venous injection.5'6  One  millicurie  is  used 
for  liver  scanning,  whereas  a greater  dose  (3 
to  5 millicuries)  is  generally  needed  for 
spleen  and/or  bone  marrow  scanning. 

The  scans  have  been  performed  on  a 
Picker  MagnaScanner  equipped  with  a 
3-  by  2-inch  sodium  iodide  (thallium- 
activated)  crystal  and  a 19-hole  focusing 
collimator.  A scan  speed  of  120  cm.  per 
minute  and  a line  spacing  of  0.5  cm.  is  used. 
The  scan  is  started  fifteen  minutes  after 
the  intravenous  administration  of  the 
radionuclide. 


Results 

One  millicurie  of  Tc"m  colloidal  sulfide 
generally  supplies  35,000  to  40,000  counts 
per  minute  in  a normal  liver,  whereas 
somewhat  lower  count  rates  are  en- 
countered from  the  same  dose  in  cirrhosis. 
In  the  latter  condition,  the  spleen  and  often 
the  bone  marrow  can  frequently  be 
visualized  with  as  little  as  one  millicurie  of 
Tc"m  colloidal  sulfide  (Fig.  1).  The 
anterior  hepatic  scan  requires  from  ten  to 
fifteen  minutes,  whereas  the  spleen  scan  or 
lateral  liver  scan  may  be  completed  in  less 
than  ten  minutes. 

The  dose  from  one  millicurie  of  Tc"m 
colloidal  sulfide  is  0.24  to  0.33  rads  to  the 
liver,  0.16  to  0.43  rads  to  the  spleen,  and 
0.017  rads  of  total  body  radiation.7  This 
compares  very  favorably  with  colloidal 
Au198  where  the  usual  dose  of  150  micro- 
curies delivers  3.9  to  6.4,  3.7  to  11,  and 

* Nuclear  Consultants  Corporation,  St.  Louis,  Missouri. 
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FIGURE1.  (A)  Anterior  scan  in  cirrhotic  patient  performed  with  1 millicurie  of  Tc99ra  colloidal  sulfide  giving 

25.000  cpm.  Diffusely  irregular  hepatic  activity  as  well  as  dense  splenic  (large  arrow)  and  vertebral  marrow 
(small  arrow)  uptake  is  noted.  (B)  (Same  patient  as  A).  Right  lateral  scan  shows  cirrhotic  liver  in  profile. 
Vertebral  marrow  activity  may  be  seen  more  easily  in  this  projection  (arrows).  (C)  Anterior  scan  in  patient 
with  gastrointestinal  tract  malignant  condition  performed  with  1 millicurie  of  Tc99m  colloidal  sulfide  giving 

35.000  cpm.  Several  areas  of  metastatic  disease  may  be  seen  in  this  enlarged  liver  (arrows).  Some  min- 
imal splenic  activity  is  also  present.  (D)  Left  lateral  scan  of  spleen  in  cirrhotic  patient  performed  with 
1 millicurie  of  Tc99m  colloidal  sulfide  giving  30,000  cpm.  The  scan  was  performed  prior  to  splenoportography. 
The  superimposed  rib  landmarks  aided  proper  splenic  localization  and  puncture  in  the  ninth  interspace. 


0.35  rads,  respectively,  to  the  same  organ 
systems.6 

The  data  blending  process,  as  described 
by  MacIntyre  and  Christie,8  is  easily  adapt- 
able to  the  conventional  scanning  appara- 
tus and  appears  to  add  to  the  diagnostic 
accuracy  of  scan  interpretation.9 
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On  occasion  it  is  not  unworthy  of  a 
chronicler  to  indulge  in  a bit  of  special 
pleading.  Truth  does  not  suffer  if  both 
the  writer  and  the  reader  recognize  it  as 
such.  No  amount  of  pleading  will  convert 
Sir  William  Knighton  into  a man  of  great 
medical  talent,  yet  he  does  not  deserve 
the  aspersions  which  have  been  cast  on 
his  public  life  as  a courtier.  Only  rarely 
can  men  who  are  ambitious  to  serve  king 
and  country  choose  which  king  and  which 
country;  for  the  most  part  one  must  serve 
the  monarch  of  one’s  time  on  earth  and 
in  the  land  of  one’s  birth.  Knighton’s 
chief  misfortune  was  that  he  served  a 
second-rate  king,  George  IV  of  tainted 
memory.  The  advocate’s  task  is  rendered 
the  more  difficult  by  the  fact  that  Knigh- 
ton’s Memoirs, 1 edited  by  his  widow  in 
1838,  appeared  too  soon  after  his  death 
to  permit  publication  of  information  of 
importance.  The  later  destruction  of 
Knighton’s  correspondence  by  his  widow 
and  of  George  IV’s  private  papers  will 
forever  shroud  the  details  of  their  relation- 
ship in  mystery. 


Early  life 

William  Knighton  was  born  in  Devon- 
shire; his  father  died  young,  leaving  his 
widow  and  children  in  poverty  since  he 
had  been  disinherited  for  an  imprudent 
marriage.  By  his  grandfather’s  will  a 
sum  of  £500  had  been  left  for  the  young 
boy’s  education,  but  his  mother  married 
again,  and  some  idea  of  the  family  situation 
may  be  gained  when  we  learn  that  on 
reaching  his  majority  Knighton  had  to 
sue  his  father’s  brother  for  a small  legacy 
in  his  grandfather’s  estate  which  had  not 
been  distrained  from  his  late  father.  At 
the  age  of  sixteen  he  was  apprenticed  to  a 
maternal  uncle,  Mr.  Bredall,  a surgeon- 
apothecary  at  Tavistock.  His  industry 
and  native  ability  attracted  the  attention 
of  Dr.  Geach,  then  chief  surgeon  at  the 
Royal  Naval  Hospital  in  Plymouth,  who 
advised  him  to  go  to  London  for  better 
training.  Knighton  spent  two  years  at 
Guy’s  and  St.  Thomas’s  but  did  not  take 
a degree,  returning  in  1797  to  Devonshire 
where  he  worked  as  an  assistant  surgeon 
at  the  Naval  Hospital  under  Geach  for 
nine  months.  The  Memoirs  edited  by 
Lady  Knighton  state  that  at  this  time  he 
wrote  a paper  on  putrid  fevers  which  he 
sent  to  Aberdeen  and  for  which  he  received 
a diploma,  but  the  rolls  of  the  University 
of  Aberdeen  and  its  colleges  contain  no 
record  of  any  degree  granted  to  Knighton 
at  this  time.  Late  in  1797,  then  twenty- 
one  years  old,  Knighton  opened  his  own 
practice  in  Devonport;  when  Geach  died  a 
few  months  later,  he  was  able  to  attract 
many  of  his  mentor’s  patients.  In  1800 
he  married  Dorothea  Hawker,  the  daughter 
of  a naval  captain.  Up  to  this  point 
Knighton’s  history  is  very  conventional, 
and,  had  he  so  chosen,  he  could  have  lived 
out  his  days  as  a partially  qualified  prac- 
titioner in  a small  coastal  town. 

In  1802  their  first-born  child,  a son, 
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died  after  a brief  illness.  Saddened  by 
this  domestic  tragedy  and  wishing  to 
improve  his  lot,  Knighton  decided  to  pull 
up  stakes  and  move  to  London.  He  did 
so,  but  the  Royal  College  of  Physicians 
would  not  let  him  stand  for  the  licensing 
examination  because  he  had  practiced 
medicine  without  a degree.  They  ignored 
Knighton’s  plea  that  they  had  granted 
licenses  to  others  who  had  done  likewise 
and  were  now  prominent  practitioners  in 
London.  Possibly  at  this  time  he  lacked 
influential  friends  and  powerful  patrons, 
a solecism  he  never  repeated  in  later  years. 
In  any  event,  Knighton  and  his  wife  moved 
to  Edinburgh  where  he  studied  medicine 
in  earnest,  receiving  his  M.D.  degree  from 
Aberdeen  in  April,  1806.  The  Memoirs 
are  misleading  on  this  point;  although 
they  do  not  state  that  the  M.D.  degree 
was  conferred  by  Edinburgh,  they  do 
describe  his  studies  there  and  fail  to  men- 
tion Aberdeen  at  all  in  this  context.  One 
wonders  whether  more  prestige  was  at- 
tached to  a degree  from  Edinburgh  than 
Aberdeen  in  those  days.  Knighton  re- 
turned to  London,  was  licensed  by  the 
College,  and  opened  a practice  in  Hanover 
Square.  He  soon  acquired  a busy  clinical 
practice  and  the  reputation  of  being  a 
sympathetic  and  gentle  physician.  In 
those  days,  before  the  development  of 
obstetric  anesthesia,  he  was  a deft  ac- 
coucheur, and  a large  portion  of  his  practice 
was  devoted  to  it. 

In  some  fashion  Knighton  became  ac- 
quainted with  the  Duke  of  Wellington, 
then  Lord  Arthur  Wellesley.  Some  sources 
ascribe  his  introduction  to  a woman  named 
Poll  Raffles  who  subsequently  became  one 
of  the  Iron  Duke’s  many  mistresses. 
When  Wellesley  was  sent  to  Spain  in  July, 
1809,  she  decided  to  go  with  him  and  in- 
sisted that  Knighton  accompany  them  as 
a personal  physician.  Knighton  was  re- 
luctant to  abandon  his  growing  practice 
without  some  compensation,  and  Wellesley 
agreed  to  pay  him  £5,000  for  a projected 
two-years  absence  from  London.  Al- 
though pressure  from  the  government 
stopped  Wellesley  from  taking  Miss  Raffles 
with  him,  the  arrangement  with  Knighton, 
having  been  made,  still  stood.  Knighton’s 
letters  from  Spain  recount  an  interesting 
and  successful  expedition;  he  describes 


the  opera  and  theater  in  Cadiz,  the  cathe- 
dral at  Seville  with  its  fine  Murillos,  his 
concern  for  Lord  Wellesley’s  health,  and 
the  kindness  of  his  patient.  After  about 
three  months,  in  October,  1809,  Wellesley 
was  recalled  from  Spain  to  succeed  Canning 
at  the  Foreign  Office,  and  Knighton  re- 
turned with  him  to  London.  Wellesley 
was  in  no  position  to  pay  Knighton  the 
full  sum  of  their  agreement,  but  the  fi- 
nancial matters  were  resolved  in  a manner 
satisfactory  to  both  parties,  although  the 
precise  sum  is  nowhere  mentioned.  Need- 
less to  say,  the  Memoirs  contain  no  mention 
of  Poll  Raffles  or  of  the  finances.  How- 
ever, it  is  evident  that  Wellesley  thought 
highly  of  Knighton  both  as  a physician 
and  as  a man  of  honor,  for  in  1811  he  in- 
troduced him  to  the  Prince  Regent.  It 
was  probably  at  Wellesley’s  instance  that 
the  Prince  Regent  appointed  him  one  of 
his  physicians-in-ordinary  in  January,  1812, 
and  made  him  a baronet  the  following 
year. 

Career  at  court 

Knighton’s  career  in  the  service  of  the 
Prince  Regent  began  with  Wellesley’s 
recommendation.  During  the  next  five 
years  he  was  not  called  to  Carlton  House 
to  attend  the  prince  medically,  as  Sir 
Henry  Halford  and  Dr.  Tierney  were  the 
Prince’s  regular  physicians.  However,  the 
appointment  gave  him  entree  into  court 
circles  as  well  as  prestige  among  the  fash- 
ionable physicians  of  London.  No  doubt 
many  of  his  well-born  patients  concurred 
with  the  Prince  Regent’s  remark  that 
Knighton  was  the  best-mannered  physician 
he  had  met.  During  this  period  he  became 
friendly  with  Sir  John  McMahon,  the 
Regent’s  chief  man  of  business  and  private 
secretary.  Some  writers  have  hinted  that 
Knighton  may  have  cultivated  McMahon 
to  promote  his  own  interests,  but  it  is 
equally  possible  that  they  found  each 
other  congenial  because  of  a shared  out- 
look on  life  and  society.  It  is  also  pos- 
sible that  the  Regent  suggested  that 
Knighton  look  after  McMahon  since  the 
latter  was  in  failing  health.  In  any  event 
Knighton  was  gradually  made  privy  to 
many  of  the  details  of  George’s  private 
life.  McMahon  died  in  September,  1817, 
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and  three  months  later  Knighton  was 
appointed  auditor  of  the  duchy  of  Cornwall 
and  secretary  and  keeper  of  the  Regent’s 
privy  seal  and  council  seal. 

Several  explanations  have  been  offered 
for  this  appointment.  Knighton’s  version 
is  that  it  was  a reward  for  his  tact  in 
persuading  McMahon  to  resign  as  private 
secretary  before  his  health  completely 
broke  down.  A somewhat  less  attractive 
story  is  that  Knighton,  as  McMahon’s 
executor,  secured  possession  of  some  com- 
promising documents  and  letters  which  he 
refused  to  hand  over  to  the  Prince  Regent 
unless  he  were  paid.  There  is  some  spec- 
ulation whether  these  documents  related  to 
Mrs.  Fitzherbert,  Lady  Jersey,  the  Prin- 
cess of  Wales,  or  all  three.  A more  reason- 
able explanation  is  that  Knighton  secured 
the  documents  in  question  and  immediately 
turned  them  over  to  the  Prince  who  was 
so  delighted  to  receive  them  that  he  re- 
warded Knighton  suitably  for  his  decent 
and  honorable  behaviour.  Royalty  is  not 
readily  blackmailed;  had  Knighton  at- 
tempted anything  so  foolish,  it  is  certain 
that  George  would  not  have  let  him  become 
his  close  confidante  and  personal  physician. 
Knighton  was  a man  of  conventional 
loyalties;  nothing  in  his  previous  conduct 
suggests  that  he  would  consider  using 
such  documents  as  a threat  or  an  item 
of  bargaining.  Knighton  was  certainly 
aware  of  the  Prince’s  promiscuity  and 
probably  regarded  it,  as  would  most  wise 
physicians,  as  a weakness  but  not  as  any- 
thing disgraceful. 

Following  McMahon’s  resignation  and 
death,  Sir  Benjamin  Bloomfield  became 
the  Regent’s  private  secretary.  He  prob- 
ably owed  his  appointment  to  the  influence 
of  Lady  Hertford,  the  next  to  the  last  of 
George’s  recognized  mistresses.  Unfor- 
tunately for  men  who  owe  their  position  to 
“petticoat  government,”  George  discarded 
Lady  Hertford  for  Lady  Coyningham 
about  1819  to  1820,  and  Bloomfield’s 
influence  slowly  declined.  In  the  mean- 
time Knighton  maintained  himself  on 
good  terms  with  both  ladies;  it  was  one  of 
his  assignments  to  escort  the  former  from 
Manchester  Square  or  the  latter  from 
Marlborough  Row  down  to  Carlton  House 
when  their  presence  suited  the  vice-regal 
pleasure.  Knighton  was  accused  of  con- 
niving with  Lady  Coyningham  to  unseat 


Bloomfield  so  that  he  could  succeed  to  the 
private  secretaryship.  Bloomfield  was  dis- 
missed in  1822;  his  supervision  of  the 
expenditures  from  the  privy  purse  had 
been  rather  lax,  and  his  “unhappy,  un- 
certain, and  oppressive  temper,”  to  use 
George’s  own  words,  had  not  always  been 
able  to  tolerate  with  grace  the  stresses 
placed  on  it  by  so  capricious  a ruler. 
Knighton  may  have  deliberately  strength- 
ened his  position  when  he  accompanied 
George  IV,  who  had  succeeded  to  the 
throne  in  1820,  on  the  trip  to  Hanover  in 
1821.  However,  if  the  king  invited 
Knighton  to  join  the  party,  Knighton  was 
obliged  to  accept,  and  one  cannot  judge 
either  Knighton  or  Lady  Coyningham 
severely  for  wishing  to  replace  Bloomfield, 
who  was  not  really  a very  satisfactory 
secretary,  with  a better  one.  In  any  event, 
Bloomfield’s  dismissal  can  scarcely  be 
considered  a disgrace,  as  his  quarter  of 
a century  of  service  was  rewarded  with  a 
peerage  and  a pension. 

The  technic  for  easing  Bloomfield  out  of 
office  was  somewhat  involved.  According 
to  Aspinall,2  “The  king  alleged  that  his 
purpose  was  primarily  to  get  rid  of  the 
office  of  private  secretary,  which  his  min- 
isters had  always  disliked  and  the  Whig 
opposition  . . . had  criticized  as  unconsti- 
tutional. The  pretence  was  too  palpable, 
for  Bloomfield  was  also  in  effect  dismissed 
from  his  other  office  as  keeper  of  the  privy 
purse ...”  The  responsibility  for  this 
course  of  action  cannot  be  assigned  to 
Knighton,  for  had  he  coveted  the  office  of 
private  secretary,  and  he  did  later  make  a 
bid  for  it,  it  would  not  have  served  his 
interest  to  have  the  office  itself  abolished. 
Rumors  of  Bloomfield’s  impending  dis- 
missal had  begun  to  circulate  in  court 
circles  as  far  back  as  1820,  so  it  could  have 
been  no  surprise  when  he  was  retired  in 
the  summer  of  1822.  However,  the  office 
of  private  secretary  was  a necessity,  al- 
though it  was  not  officially  restored  to  the 
royal  household  until  the  reign  of  William 
IV.  In  the  summer  of  1822  when  George 
IV  traveled  to  Scotland  by  yacht,  Knighton 
slept  in  the  adjacent  cabin.  In  September 
Knighton  was  officially  appointed  keeper 
of  the  privy  purse.  He  closed  his  practice 
in  Hanover  Square  and  became  a full-time 
courtier.  For  the  next  eight  years 
Knighton  served  the  king  as  physician, 
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household  manager,  and  confidential  agent. 
It  marked  the  high  point  of  his  worldly 
success — not  a very  lofty  peak  to  be  sure, 
but  he  served  wisely  and  well  under  rather 
trying  circumstances. 

The  personal  life  of  George  IV,  of  which 
Knighton  now  was  an  integral  part,  was 
not  above  reproach.  George  was  to  some 
extent  the  victim  of  an  unhappy  childhood. 
True  to  the  Hanoverian  tradition,  his 
father  disliked  him,  and  his  mother  was  not 
overly  fond  of  him.  His  desire  to  cut  a 
dashing  figure  as  “first  gentleman  of 
Europe”  was  in  part  an  adolescent  rebellion 
against  the  sober-sided  dullness  of  George 
Ill’s  court  and  home  life.  This  adolescent 
posture  persisted  into  adulthood,  and  the 
unhappy  prince  managed  to  fuse  it,  or 
confuse  it,  with  a series  of  oedipally  de- 
termined liaisons  with  a series  of  mistresses 
of  almost  unrelieved  tedium.  His  mis- 
tresses were  all  older  than  himself;  with 
the  exception  of  “Perdita”  Robinson,  the 
actress  he  squired  when  he  was  in  his 
young  twenties,  none  was  distinguished  for 
her  good  looks  and  none  at  all  for  her 
brains.  Mrs.  Fitzherbert,  whose  stormy, 
morganatic  rule  ended  about  1804,  was 
probably  the  pick  of  the  lot,  but  she  was 
succeeded  by  Lady  Jersey,  then  a grand- 
mother, then  by  Lady  Hertford,  also  a 
grandmother  when  she  caught  the  Regent’s 
fancy,  and  finally  Lady  Coyningham,  a 
plump  matron  with  five  grown  children. 
Their  portraits  all  vaguely  resemble  those 
of  Queen  Charlotte,  George’s  mother,  and 
it  is  a sad  commentary  that  when  George 
IV  finally  became  king  at  the  age  of  fifty- 
eight  his  court  was  as  dull  as  his  father’s, 
unless  the  fact  that  it  centered  about  an 
irregular  liaison  can  be  considered  to  give 
it  spice.  Apart  from  a few  state  visits 
to  Hanover,  Scotland,  and  Ireland  early 
in  his  reign,  George  oscillated  between 
Windsor  and  Brighton  without  much 
raison  d’etre,  all  passion  spent  and,  to 
employ  a phrase  now  current  in  the  world 
of  pornography,  without  redeeming  social 
importance.  As  he  grew  older  and  more 
sclerotic,  George  added  indolence  and 
narcissism  to  his  other  virtues.  His  super- 
ficial charm  and  charming  superficiality 
succeeded  only  in  attracting  a circle  of 
second-raters.  However,  he  wore  clothes 
well,  had  a good  sense  of  interior  decora- 
tion, had  a fairly  good  eye  for  paintings, 


and  in  his  younger  days  gave  marvelous 
parties.  This  was  the  small  world  around 
which  Knighton’s  world  revolved,  and 
the  small  man  at  its  center  was  lonely  and 
emotionally  dependent. 

Within  the  framework  of  this  personal 
relationship  Knighton  proved  to  be  just 
what  George  IV  needed,  a competent 
manager  and  a trusted  friend,  hence  the 
letters  addressed  “Dearest  Friend,”  ex- 
pressing sentiments  such  as:  “It  is  utterly 
impossible  for  me  to  tell  you  how  uncom- 
fortable and  how  miserable  I always  feel 
when  I have  you  not  immediately  at  my 
elbow  . . .”  and  signed  “G.R.”  As  a 
functionary  in  the  king’s  household  he 
reduced  expenses,  checked  accounts,  made 
order  out  of  chaos,  and  saw  that  the  king 
was  not  cheated.  Within  three  years  he 
had  paid  off  the  king’s  personal  debt  of 
£45,000  to  Coutts  & Co.  In  short  order 
the  king  entrusted  him  with  the  respon- 
sibility of  handling  correspondence. 
Knighton  was  allowed  to  remain  with  the 
king  during  private  audiences  with  min- 
isters. When  the  king  made  his  will  in 
1823,  Knighton  was  named  as  one  of  the 
executors.  Needless  to  say,  Knighton’s 
closeness  to  the  king  created  a certain 
amount  of  jealousy.  It  was  hinted  that 
Knighton  enriched  himself  by  speculating 
in  securities  on  the  basis  of  confidential 
information  from  official  sources;  many 
officials  of  the  period  did  so,  but  there 
is  no  evidence  that  Knighton’s  adequate 
fortune  earned  from  his  medical  practice 
was  increased  in  this  manner.  Unlike 
many  of  the  hangers-on  at  royal  courts, 
Knighton  was  greedy  of  neither  money  nor 
honors.  He  did  accept  an  honorary  M.D. 
degree  from  the  University  of  Gottingen 
in  1821  on  the  occasion  of  the  royal  journey, 
but  this  is  scarcely  discreditable.  He 
never  asked  for  a pension  or  a peerage  as 
his  predecessors  had;  although  he  did 
seek  offices  of  trust  under  the  crown,  they 
were  not  sinecures;  he  was  willing  to  do 
the  work  entailed  and  able  to  do  it  capably. 

One  might  ask  what  was  his  motive. 
Despite  a variety  of  unproved  allegations 
about  Knighton,  the  one  goal  he  seems  to 
have  set  for  himself  was  to  achieve  a 
position  of  prestige  and  influence.  One 
could  hardly  call  him  an  eminence  grise, 
since  he  had  only  minimal  connection 
with  the  policy  of  the  government.  He 
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was  in  effect  a “man  behind  the  scenes,” 
and  he  enjoyed  his  position  and  the  daily 
contact  with  the  great  and  near  great. 
Considering  his  ordinary  education  and 
average  medical  talents,  one  must  grant 
that  he  did  “go  down  in  history”  while 
more  distinguished  practitioners  have  been 
forgotten. 

When  Knighton  took  office  as  Keeper  of 
the  Privy  Purse,  Wellington  advised  him 
not  to  meddle  in  politics,  advice  easier  to 
give  than  follow.  Although  nominally  a 
household  executive,  Knighton  soon  be- 
came the  king’s  private  secretary  in  prac- 
tice, although  not  in  title.  George  could 
no  more  do  without  a court  favorite  than 
without  a mistress,  and  Knighton  soon 
was  the  king’s  principal  advisor.  Had 
this  been  confined  to  items  of  grace  and 
favor,  the  minor  facets  of  court  patronage, 
Knighton  might  not  have  engendered 
ministerial  jealousy.  However,  it  was 
soon  apparent  to  Lord  Liverpool,  who  had 
been  Prime  Minister  since  1812,  that 
Knighton  had  the  king’s  ear  and  was 
acting  as  the  channel  of  communication 
between  the  king  and  his  other  ministers. 
Undoubtedly,  Liverpool  was  jealous  of 
Knighton’s  influence;  not  unreasonably 
he  may  have  felt  that  Knighton  had  neither 
experience  nor  understanding  of  affairs 
of  state.  Therefore,  in  1823  when 
Knighton  sought  to  be  appointed  to  the 
privy  council,  a dignity  not  out  of  keeping 
with  his  duties  and  the  confidences  reposed 
in  him,  Liverpool,  after  consultation  with 
Bathurst,  Peel,  and  Canning,  saw  to  it 
that  the  request  was  denied.  Knighton 
never  forgave  Liverpool;  whereas  prior 
to  this  episode,  he  had  smoothed  away 
many  of  the  problems  Liverpool  had  in 
dealing  with  the  king,  Knighton  now 
became  hostile  to  Liverpool  and  managed 
to  obstruct  him  in  a number  of  petty  ways. 
Peel,  who  had  been  most  strongly  opposed 
to  making  Knighton  a privy  councilor, 
soon  found  his  position  at  court  dete- 
riorating badly  even  though  he  was  one  of 
the  most  effective  home  secretaries  in 
history.  However,  Canning  prudently 
made  his  peace  with  Knighton;  in  1825  he 
is  said  to  have  asked  Knighton  “whether 
he  still  wished  to  be  called  to  the  privy 
council,  and  suggested  that  as  keeper  of 
the  privy  purse  there  could  be  no  sort  of 
objection  to  his  having  that  honour,  though 


as  private  secretary  the  thing  would  have 
been  objectionable.”2  Although  nothing 
came  of  this  directly,  Knighton  did  dis- 
close to  Canning,  then  foreign  secretary, 
that  he  would  like  to  become  Chancellor 
of  the  Duchy  of  Lancaster,  an  appointment 
which  usually  carried  a seat  in  the  cabinet 
and  a salary  of  £4,000  a year.  Whether 
Canning  really  pushed  Liverpool  hard  for 
this  appointment  or  whether  he  merely 
suggested  it  is  not  certain;  however  Lord 
Bexley  remained  in  the  post  until  Liver- 
pool’s ministry  fell  in  February,  1827, 
when  Liverpool  himself  was  disabled  by  a 
stroke. 

The  Liverpool  ministry  had  lasted  for 
almost  fifteen  years.  Although  Liverpool 
is  not  generally  credited  with  being  a 
prime  minister  of  great  stature,  his  ministry 
was  most  successful.  Under  it,  Britain 
finally  emerged  as  the  victor  in  the  struggle 
with  Napoleon.  After  the  Congress  of 
Vienna,  Britain  was  certainly  the  leading 
nation  in  Europe.  Following  1815  there 
was  an  era  of  peace  and  prosperity  under 
Liverpool  which  initiated  an  entire  century 
of  British  prosperity  and  commercial  he- 
gemony. Liverpool  may  have  lacked 
color,  initiative,  and  imagination,  but  he 
did  manage  to  keep  a faction-ridden  Tory 
party  together  and  to  have  his  cabinet 
function  as  a team  for  fifteen  years.  When 
this  elder  statesman  collapsed,  there  was 
considerable  infighting  for  position  among 
the  Tory  leaders.  Knighton  is  often 
credited  with  having  played  a major  role 
in  persuading  the  king  to  appoint  Canning 
prime  minister  in  April,  1827.  Yet  even 
though  Knighton  had  daily  access  to  the 
king  and  probably  pointed  out  the  wisdom 
of  choosing  Canning,  it  is  not  likely  that 
Knighton’s  voice  was  decisive,  for  Canning 
was  clearly  the  logical  choice  on  the  basis  of 
ability  and  political  power,  despite  the 
fact  that  both  Peel  and  Wellington  de- 
clined to  serve  under  him.  The  question 
of  the  Catholic  Emancipation  Bill  was  then 
dominant,  and  Canning’s  attitude  was 
more  liberal  than  that  of  Wellington,  Peel, 
and  the  rank  and  file  of  the  Tory  party; 
the  king  and  Knighton  were  also  opposed 
to  the  bill,  but  Canning’s  obvious  talents 
outweighed  this  consideration.  Unfor- 
tunately, Canning  died  in  August,  1827; 
Lord  Goderich  who  succeeded  him  as  prime 
minister  was  able  to  hold  his  coalition 
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together  for  only  five  months  before  he 
resigned  in  tears  in  December.  When 
Wellington  finally  consented  to  become 
prime  minister  in  1829,  he  had  to  give  his 
reluctant  consent  to  the  Catholic  Eman- 
cipation Bill,  as  the  tide  of  public  opinion 
compelled  him  to  hold  his  personal  pre- 
judices in  abeyance.  It  was  the  last  major 
legislative  act  in  the  reign  of  George  IV, 
and  the  king  consented  to  it  with  much 
annoyance;  Knighton’s  views  on  Well- 
ington’s volte  face  are  not  recorded. 

Knighton  has  been  charged  with  con- 
spiring behind  the  scenes  to  undermine 
Goderich’s  ministry.  While  it  is  true  that 
he  disliked  the  Whigs  and  that  he  espe- 
cially disliked  Huskisson,  then  leader  of 
the  House  of  Commons,  who  was  trying 
to  get  him  discharged,  it  seems  more  likely 
that  the  government  fell  because  of  its 
own  incompetence  and  internal  dissension 
than  any  intrigue  at  Windsor.  The  basis 
for  much  of  these  charges  stems  from  the 
discredited  ministers  themselves  who  found 
it  easier  to  blame  their  failure  on  someone 
else.  Greville’s  memoirs  in  particular  are 
not  reliable  on  this  point  nor  on  reputed 
statements  by  the  king  himself  antag- 
onistic to  Knighton;  Greville  was  a Whig 
himself  and  in  these  matters  his  informant 
was  Lord  Mountcharles,  one  of  Lady 
Coyningham’s  sons,  who  disliked  Knighton 
for  reasons  of  his  own.  Excessive  credit 
has  been  given  such  memoirs,  partly 
because  Knighton’s  own  papers  were  not 
preserved  and  which  might  well  have  con- 
tained evidence  to  refute  such  charges. 
Certainly,  when  Wellington  took  office, 
there  were  no  further  charges  that 
Knighton  was  playing  politics.  Of  course, 
the  situation  was  different;  Knighton  and 
Wellington  were  on  cordial  terms  and  had 
been  for  two  decades;  also,  Wellington’s 
sense  of  discipline  was  strong  and  it  would 
have  been  clear  to  even  the  shrewdest 
manipulator  that  he  would  tolerate  no 
shenanigans.  During  the  last  two  years 
of  George’s  reign  it  was  Knighton  who 
saw  to  it  that  the  ailing,  indolent  king 
actually  opened  official  boxes,  signed  the 
necessary  papers,  and  performed  those 
vital  governmental  functions  for  which 
royal  assent  was  necessary.  On  many 
occasions  he  saved  the  government  and 
the  crown  from  embarrassment. 


However,  Knighton’s  real  service  to 
George  IV  was  not  in  the  role  of  a political 
agent,  a role  which  has  been  much  exag- 
gerated. Knighton  was  the  king’s  con- 
fidential messenger  on  what  can  only  be 
called  “matters  of  some  delicacy.”  From 
the  Memoirs  we  learn  that  between  1822 
and  1830  he  made  no  less  than  twelve 
extended  trips  to  the  Continent  on  the 
king’s  personal  business.  A typical  itin- 
erary (October,  1825)  was  Brussels,  Liege, 
Coblentz,  Mainz,  Frankfurt,  Munich, 
Stuttgart,  and  Vienna.  There  were  also 
many  trips  to  Paris  on  the  king’s  account. 
It  is  reasonable  to  believe  that  some  of 
Knighton’s  travels  were  to  the  courts  of 
the  divers  princes  and  dukes  of  the  house 
of  Hanover  and  their  prolific  relations  in 
the  many  small  German  states;  indeed 
some  of  these  are  mentioned  by  name  in 
the  Memoirs.  However,  it  has  been  gen- 
erally alleged,  albeit  without  close  doc- 
umentation, that  part  of  Knighton’s  duties 
were  to  square  accounts  with  a number  of 
the  king’s  former  lady  friends  who  were 
now  living  abroad  (not  his  semiofficial 
mistresses  but  his  one-night  stands  and 
lost- weekend  types).  It  has  been  rumored 
that  one  such  old  flame  was  Harriet  Wilson 
who  was  threatening  to  publish  her  mem- 
oirs. Precisely  what  had  transpired  in  the 
past  between  her  and  the  Prince  Regent 
is  not  clear,  nor  is  it  even  certain  that 
Knighton  was  ever  instructed  to  deal  with 
her.  It  has  been  alleged  that  Miss  Wilson, 
then  living  in  Frankfurt  as  Mrs.  Rochfort, 
asked  the  king  for  £300  down  and  £100  a 
year  for  life  in  return  for  certain  mementos. 
Proof  of  neither  the  request  nor  its  pay- 
ment is  available;  if  blackmail  was  at- 
tempted, it  is  more  likely  that  Knighton 
sent  the  intermeaiary  off  with  a flea  in 
his  ear  than  advised  his  ruler  to  pay  it. 
Harriet  Wilson’s  affair  with  Wellington 
was  well  known  at  the  time,  as  was  his 
“publish  and  be  damned”  attitude  when 
she  tried  to  blackmail  him.  In  any  event 
Knighton  must  have  been  a very  effective 
personal  representative.  The  house  of 
Hanover  was  notorious  for  its  lack  of 
intelligence  and  irascibility;  the  list  of 
their  personal  malices  within  the  family 
would  make  an  unconscionably  long  annal. 
It  is  much  to  Knighton’s  credit  that  he 
was  able  to  smooth  over  many  of  their 
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quarrels  and  avert  explosive  situations 
involving  the  king’s  relations.  If,  as  is 
likely,  he  also  managed  to  keep  the  king’s 
ex-harridans  quiet  and  avoid  scandal,  he 
succeeded  in  keeping  the  royal  name  from 
being  tarnished  beyond  reclamation,  at 
least  during  his  time. 

If  one  weighs  these  personal  services  to 
the  king  (and  we  must  remember  that  he 
was  keeper  of  the  king’s  privy  purse) 
against  the  venom  he  aroused  by  his  po- 
litical dabblings,  we  must  account  him  a 
good  and  faithful  servant  of  H.M.  George 
IV.  It  is  difficult  to  blame  him  strongly 
for  Bloomfield’s  ouster  or  the  fall  of 
Goderich’s  ministry;  not  only  did  other 
people  at  court  participate,  but  neither 
Bloomfield  as  private  secretary  nor 
Goderich  as  prime  minister  was  competent. 
To  what  extent  can  one  attach  blame  to  a 
man  who  advises  his  king  to  dispense  with 
the  services  of  incompetent  secretaries 
and  ministers?  Knighton  was  George’s 
confidante,  and  he  gave  the  king  the  best 
advice  he  knew.  A later  era  may  look 
critically  at  his  minor  tactics  as  a courtier; 
provoking  dissent  among  ministers,  leaking 
confidential  information,  initiating  gossip 
are  not  attractive  methods.  However, 
such  behavior  was  common  in  court  life 
at  the  time  and  had  been  for  centuries; 
indeed,  it  is  not  uncommon  in  govern- 
mental circles  today.  It  is  not  mere 
cynicism  that  enables  one  to  plead  for 
Knighton  that  he  was  loyal  to  his  king 
and  master.  This  was  what  he  was  hired 
for  and  what  he  aspired  to.  Although 
not  gifted  with  a profoundly  penetrating 
mind,  Knighton  was  probably  shrewd 
enough  to  recognize  that  his  reputation 
would  suffer  from  the  slings  and  arrows  of 
those  whom  he  opposed  and  that  his  sole 
protector  would  predecease  him. 

During  the  last  few  years  of  George  IV’s 
reign,  the  king’s  physical  and  mental 
powers  declined  markedly.  Bilateral  cat- 
aracts rendered  him  almost  blind;  he 
suffered  from  urinary  calculi  and  spent 
much  of  his  time  in  bed  sedated  by  lau- 
danum. He  was  very  corpulent  and  often 
unable  to  walk  very  far  without  assistance. 
Precise  details  of  his  illness  are  not  suf- 
ficient to  establish  a diagnosis,  but  he  may 
have  suffered  from  progressive  renal  failure 
accompanied  by  generalized  arterioscle- 


rosis. In  any  event,  he  was  not  physically 
able  to  attend  to  many  of  his  usual  duties, 
and  in  point  of  fact  Knighton  was  the 
ruling  figure  at  the  court  and  did  control 
the  royal  prerogative.  As  the  king’s  end 
approached,  Lady  Coyningham  revealed 
more  and  more  her  grasping  mercenary 
nature.  She  was  not  content  with  the 
numerous  gifts  of  jewelry  which  George 
had  given  her,  almost  always  in  duplicate, 
the  other  being  for  her  daughter,  as  Lady 
Coyningham  maintained  the  fiction  that 
she  could  not  properly  receive  such  gifts 
alone.  Apparently,  some  time  in  1830 
the  king  ordered  Knighton  to  sell  £30,000 
worth  of  securities;  rumor  has  it  that 
Knighton  gave  the  cash  to  Lady  Coyning- 
ham at  the  king’s  request,  but  there  is  no 
actual  record  of  this  part  of  the  transaction. 
It  is  a self-evident  testimony  to  Knighton’s 
character  that  no  one  ever  hinted  that  he 
kept  any  of  it  for  himself.  When  George 
finally  died,  Knighton  faithfully  stood  by 
at  Windsor  and  saw  to  it  that  Lady 
Coyningham  and  her  hangers-on  did  not 
pillage  the  castle  or  ransack  it  for  items  of 
value.  Although  there  was  not  enough  cash 
on  hand  at  Windsor  to  pay  the  messengers 
who  announced  the  king’s  death,  the  pro- 
ceeds at  auction  of  the  royal  personalty 
and  the  contents  of  his  jewel  box,  to  which 
Knighton  alone  had  the  key,  were  sufficient 
to  make  it  possible  for  George  IV  to  die 
out  of  debt. 

Comment 

Knighton’s  private  character  was  simple 
and  beyond  reproach.  Despite  his  close 
involvement  in  the  daily  events  of  a court 
known  publicly  for  its  moral  laxity,  he 
remained  a faithful  husband  and  devoted 
father.  In  most  ways  his  outlook  on 
people  and  their  behavior  was  conventional, 
possibly  the  result  of  a conventionally 
religious  belief.  When  the  king’s  eyes 
had  failed  badly  in  1828,  Knighton  bought 
for  him  a large  print  edition  of  the  Bible 
and  placed  it  on  the  royal  dressing  table. 
Whether  or  not  George  read  it  and,  if  so, 
whether  it  proved  of  any  value  to  him  in 
this  world  or  the  next,  is  not  recorded. 
However,  the  incident  reveals  Knighton’s 
personal  concern  for  his  charge’s  spiritual 
well-being.  Could  he  have  unconsciously 
entertained  the  idea  that  he  was  helping 
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to  reform  a libertine,  or  at  least  prevent 
him  from  sliding  headlong  into  sin?  Was 
the  weak  king  in  some  devious  fashion 
identified  in  Knighton’s  mind  with  the 
symbol  of  his  lost  father,  also  a man  of  no 
great  moral  fiber? 

Knighton  survived  George  IV  by  six 
years.  His  letters  during  that  period  reveal 
increasing  preoccupation  with  religion,  reli- 
gious observance,  and  funerals.  He  was 
also  able  to  devote  most  of  his  time  to  the 
fine  arts  and  made  many  trips  both  alone 
and  with  his  wife  to  the  Continent  to  visit 
public  museums,  private  galleries,  churches, 
and  places  of  historical  and  artistic  as- 
sociation. He  did  not  visit  Windsor  again 
until  June,  1835,  five  years  after  his 
master’s  death.  Deeply  moved,  he  is 
reported  to  have  said,  “I  am  satisfied  that 
the  sanctifying  influence  of  the  grace  of 
God  cannot  be  sustained  under  such  em- 
ployment.” A remarkable  epitaph  from 
the  lips  of  one  who  had  spent  a decade  in 
the  service  of  an  idol  with  feet  of  clay! 
Knighton  died  in  1836  at  the  age  of  sixty 
of  arteriosclerotic  heart  disease  accom- 
panied by  progressive  cardial  dilatation 
and  hypertrophy,  arrhythmias,  and  bi- 
lateral pleural  effusions;  his  letters  testify 
to  the  acumen  with  which  he  observed 
his  own  case. 

One  aspect  of  Knighton’s  life  which  is 
rarely  touched  on  concerns  his  deep  and 
genuine  interest  in  literature  and  the  fine 
arts.  His  published  letters  include  many 
from  Sir  Walter  Scott,  Robert  Southey, 
John  Nash,  David  Wilkie,  and  Sir  Thomas 
Lawrence.  On  his  many  trips  to  the 
Continent,  Knighton  made  it  a point  to 
examine  the  contents  of  art  galleries  and 
to  report  back  on  them  to  Lady  Knighton. 
He  admired  particularly  the  paintings  of 
Rembrandt  and  Rubens.  One  surmises 
that  each  time  he  went  through  Antwerp 
on  royal  business  he  found  time  to  revisit 
Rubens’  “Descent  from  the  Cross,”  since 
he  refers  glowingly  to  it  several  times  in 
letters  from  the  mid-1820’s.  He  also 
admired  greatly  Raphael’s  portrait  of 
Leo  X.  In  a letter  from  Leipzig  in  1829 
he  informs  his  wife  that  he  had  bought 
some  etchings  by  Diirer.  Not  all  his 
letters  discuss  art;  on  a visit  to  Malmaison 
to  see  relics  of  Napoleon  he  recounts  a 
conversation  with  one  of  the  guards  who 


FIGURE  1.  Portrait  of  Prince  Regent,  later  George 
IV,  wearing  robes  of  Order  of  the  Garter,  by  Sir 
Thomas  Lawrence,  1818. 


used  to  serve  the  Emperor  personally; 
we  are  given  the  comforting  assurance 
that  Napoleon  always  drank  Chambertin, 
even  on  campaigns. 

Most  notable  of  all  is  Knighton’s  cor- 
respondence with  Sir  Thomas  Lawrence, 
then  the  most  fashionable  portrait  painter 
in  England.  It  appears  that  Knighton 
helped  procure  for  Lawrence  the  com- 
mission to  paint  the  official  portrait  of  the 
Prince  Regent  in  1818.  This  is  one  of 
the  best-known  portraits  of  George  and 
displays  him  wearing  the  Garter  robes 
(Fig.  1).  It  captures  the  panache  of 
“the  first  gentleman  of  Europe”  at  the 
age  of  fifty-six  with  a gay  flamboyance 
that  disguises  the  corruption  of  the  flesh 
underneath.  The  painting  proved  so 
popular  that  many  replicas  were  ordered 
for  public  display.  One  such  replica  hangs 
in  the  Vatican  Museum;  it  was  ordered  by 
Pius  VII  in  1823  when  Lawrence  visited 
Rome  on  royal  commission  to  execute 
portraits  of  both  His  Holiness  and  the 
Cardinal  Consalvi,  now  in  the  Royal 
Collection  at  Windsor.  It  was  a gracious 
reciprocation  of  courtesy  by  the  Pontiff 
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FIGURE  2.  Portrait  of  Sir  William  Knighton  by  Sir 
Thomas  Lawrence,  1823. 


despite  the  obvious  fact  that  George  IV 
is  the  least  likely  candidate  among  the 
kings  of  England  since  Henry  VIII  to  be 
found  on  the  walls  of  a religious  establish- 
ment. 

With  respect  to  his  appreciation  of  art 
Knighton  proved  to  be  an  apt  pupil  of 
his  master.  The  Regent  himself  was  a 
notable  patron;  in  1824  he  persuaded  the 
government  to  purchase  the  Angerstein 
collection  which  served  as  the  nucleus  for 
the  National  Gallery.  Quite  appropri- 
ately, when  Carlton  House  was  dismantled, 
its  pillars  were  used  for  the  portico  of  the 
National  Gallery  and  still  dominate 
Trafalgar  Square.  The  Regent’s  taste 
in  art  was  largely  moulded  by  Lord  Hert- 


ford, whose  wife  was  his  penultimate 
mistress,  and  who  frequently  acted  as 
the  Regent’s  purchasing  agent;  the 
Wallace  Collection  in  Manchester  Square 
owes  much  of  its  original  impetus  and 
character  to  this  Marquess’s  taste  and 
discernment.  Knighton  had  a quick  eye; 
his  taste  though  scarcely  venturesome, 
was  sound;  one  cannot  fault  a man  for 
admiring  Raphael,  Rembrandt,  and 
Rubens.  Considering  that  Knighton  was 
not  exposed  to  the  fine  arts  until  his  fourth 
decade,  his  lively  interest  in  them  and 
better  than  average  discernment  is  much 
to  his  credit.  He  had  Sir  Thomas  Law- 
rence paint  his  own  portrait  in  1823  and 
Lady  Knighton’s  in  1827,  but  the  latter 
remained  unfinished  at  the  painter’s  sudden 
death  in  1830. 

The  portrait  by  Lawrence  shows 
Knighton  as  one  might  choose  to  remember 
him:  an  open,  candid  countenance,  a clear, 
unsullied  gaze,  the  portrait  of  a man  un- 
troubled by  unresolved  intellectual  or 
emotional  conflicts  whose  external  appear- 
ance conforms  to  his  rank  and  dignity 
(Fig.  2).  To  be  sure  one  sees  in  him 
nothing  of  the  idealist,  the  introvert,  the 
man  of  passion.  It  is  a straightforward 
portrait  of  a straightforward  man  who 
served  well  in  whatever  station  of  life  he 
found  himself  and  who  gave  a good  account 
of  his  stewardship. 
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Special  Article 


Multiple  Screening  Tests 
for  Chronic  Diseases 

WARD  L.  OLIVER,  M.D.,  M.P.H. 

Albany,  New  York 

Chief  Disease  Detection  Section, 
Bureau  of  Chronic  Disease  and  Geriatrics, 
State  of  New  York  Department  of  Health 

T he  health  protection  concept  has  been 
generally  accepted  by  the  medical  and 
allied  professions.  Fulfillment  of  the  vari- 
ous phases  of  health  protection  would 
necessitate  the  combined  efforts  of  physi- 
cians, hospital  administrators,  sociologists, 
economists,  housing  experts,  and  personnel 
of  many  other  disciplines.  This  report 
concerns  one  aspect  of  health  protection, 
the  early  detection  of  chronic  diseases  by 
the  application  of  a battery  of  screening 
tests  to  an  apparently  well  population. 

Problem  of  chronic  disease 

In  a single  generation,  the  changing  pat- 
tern of  health  has  resulted  in  a spectacular 
decrease  in  the  incidence  of  infectious 
diseases  with  a resultant  older  population 
and  a concurrent  increase  in  the  prevalence 
of  chronic  diseases. 

Today  people  are  living  longer  but  only 
to  be  affected  by  chronic  disease,  disa- 
bility, and  physical  impairment  of  old 
age.  To  prevent  these  conditions,  little 
is  available  in  the  way  of  primary  protec- 
tion. There  are  no  vaccines  or  miracle 
drugs  that  will  prevent  chronic  disease  and 
resulting  disabilities. 

In  the  absence  of  primary  measures,  we 
must  depend  on  secondary  prevention 
which  is  an  attempt  to  detect  chronic 


disease  in  the  earliest  possible  stage  and  to 
prevent  progression  and  disability.  This 
is  especially  important  for  chronic  diseases 
that  meet  the  threefold  public  health 
criteria  of  being  quite  widespread,  resulting 
in  significant  morbidity  and  mortality 
rates,  and  approachable  on  a community 
basis  with  reasonable  expectation  of  favor- 
able results. 

All  too  often  people  are  affected  with 
chronic  diseases  and  disabilities  that  may 
have  been  in  the  stage  of  development  for 
many  years  previous  to  the  occurrence  of 
the  first  clinical  symptoms. 

Periodic  health 
maintenance  examinations 

The  comprehensive  periodic  health  exam- 
ination has  been  generally  accepted  as 
the  most  effective  measure  of  detecting 
disability  in  the  asymptomatic  stage. 
The  examination  consists  of  detailed  medi- 
cal history,  physical  examination,  and  the 
application  of  a battery  of  laboratory 
tests.  Time,  cost,  and  personnel  shortage 
preclude  the  possibility  of  regular  compre- 
hensive physical  examinations  for  the 
entire  population  at  risk.  All  too  few 
people  take  the  important  safeguard  of 
having  a periodic  physical  examination. 
Often  this  is  the  fault  of  the  person  him- 
self. He  may  take  the  attitude  that  “it 
can’t  happen  to  me,”  or  he  may  be  reluctant 
about  spending  time  and  money  for  an 
examination.  In  other  cases,  the  physi- 
cian may  be  so  occupied  with  curative 
medicine  that  he  does  not  have  the  time 
or  inclination  to  practice  preventive  medi- 
cine. 

Screening  tests  for  chronic  diseases 

There  has  been  little  systematic  evalua- 
tion of  screening  programs,  either  as  a 
casefinding  or  an  educational  mechanism, 
since  their  inception  twenty-five  years 
ago.  During  this  one  quarter-century 
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period,  early  detection  programs  utilizing 
one  to  twelve  or  more  tests  have  been 
conducted  by  private,  official,  and  volun- 
tary groups  as  both  episodic  demonstra- 
tions and  continually  operating  programs. 

In  the  beginning  of  the  screening  era, 
single-disease  categorical  testing  programs 
were  confined  to  serologic  tests  for  syphilis 
and  chest  x-ray  films  for  tuberculosis. 
Later  diabetes  and  glaucoma  screening 
programs  were  included  and  conducted  as 
either  a crash  operation  or  a sustained 
program. 

Following  this  categorical  approach  to 
screening  programs,  it  was  considered  that 
from  the  standpoint  of  screenee  participa- 
tion, technical  manpower,  and  economy  of 
operation,  it  was  more  practical  to  perform 
more  than  one  test  at  a single  session.  This 
resulted  in  the  common  denominator  ap- 
proach or  the  beginning  of  multiple  screen- 
ing. 

During  the  past  ten  years,  the  American 
Medical  Association  has  sponsored  exten- 
sive multiple  screening  programs  for  physi- 
cians attending  annual  meetings.  More 
recently,  screening  programs  have  been 
conducted  at  the  annual  meeting  of  the 
American  Dental  Association  and  several 
state  academies  of  general  practice.  In 
addition,  the  United  Health  Foundation 
has  planned  and  conducted  highly  publi- 
cized short-term  programs,  officially  called 
“Health-O-Ramas.” 

Presently  multiple  screening  programs 
are  being  conducted  on  a regularly  sche- 
duled basis  in  several  states  including 
California,  Oklahoma,  New  York,  and 
Washington,  D.C. 

Self-screening  health  questionnaires  are 
often  used  in  conjunction  with  multiple 
screening  programs.  Multiple  screening 
programs  are  often  planned  as  follows: 
(1)  hospital  preventive  services  (health 
protection  clinics);  (2)  screening  service 
combined  with  physical  examinations;  (3) 
mass  screening  or  selected  survey  of  specific 
age,  occupational,  or  high-risk  groups; 
and  (4)  screening  services  developed  in 
health  departments  available  to  physicians 
by  referral. 

Multiple  screening  is  a limited  substitute 
for  a health  maintenance  examination. 
It  utilizes  two  or  more  laboratory  tests, 
examinations,  or  procedures  to  determine 
presumptive  evidence  of  unrecognized  di- 


sease. A screening  test  is  not  diagnostic. 
It  sorts  out  of  the  asymptomatic  popula- 
tion persons  most  likely  to  have  a parti- 
cular disease. 

The  selection  of  tests  and  screening 
procedures  requires  continuing  evaluation. 
Important  factors  considered  in  the  selec- 
tion of  tests  include  (1)  sensitivity  and 
specificity  of  the  test,  (2)  yield  in  terms  of 
positive  findings,  (3)  ease  with  which  the 
test  can  be  carried  out,  (4)  amount  of  time 
required  to  perform  the  test,  (5)  the  cost 
involved,  (6)  acceptance  of  the  testing 
procedure  by  both  the  public  and  the  medi- 
cal profession,  (7)  amelioration  of  the 
condition  for  which  the  test  is  performed, 
and  (8)  co-operation  of  the  medical  pro- 
fession in  follow-up  and  evaluation. 

The  tests  are  performed  on  adults  with 
increased  emphasis  on  high-risk  and  over 
forty-year  age  groups.  Multiple  screening 
programs  are  often  organized  on  a mass 
basis.  Persons  are  not  tested  for  known 
conditions.  Results  of  all  positive  reports 
are  referred  to  the  personal  physician 
whose  name  and  address  is  furnished  by  the 
screenee  at  the  time  of  registration  for  the 
tests.  At  the  same  time,  the  positive 
screenee  is  advised  by  letter  to  consult  his 
personal  physician.  The  attending  physi- 
cian is  requested  to  assist  in  evaluation  by 
reporting  the  results  of  his  examination  to 
the  referring  agency. 

Presently  automated  multitest  labora- 
tories with  automated  electronic  and  com- 
puter equipment  are  being  planned  and 
evaluated  in  several  parts  of  the  country 
with  support  of  Public  Health  Service  pro- 
ject grant  funds.  In  these  programs,  the 
screenee  receives  a battery  of  tests  and 
procedures  conducted  by  paramedical  per- 
sonnel in  an  automated  laboratory.  This 
automated  laboratory  profile-type  screen- 
ing may  involve  15  to  20  determinations. 
Following  the  testing,  a physician  reviews 
the  multitest  reports,  performs  a physical 
examination,  and  proceeds  in  the  usual 
manner  to  diagnose,  treat,  and  arrange  for 
follow-up  procedures. 

Screening  programs  in  New  York  State 

The  beginning  of  State  of  New  York 
Department  of  Health-sponsored  screening 
programs  dates  back  to  1956,  following  the 
passage  of  a public  health  law  mandating 
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TABLE  I.  State  of  New  York  Department  of 
Health  multiple  screening  program,  1966,  based  on 
multiple  screening  programs  in  ten  localities 


Screening  Tests 

Num- 
ber of 
Tests 
Per- 
formed 

Num- 
ber of 
Positive 
Test 
Results 

Per  Cent 
of 

Positive 

Test 

Results 

Height  and  weight 

6,008 

Blood  sugar 
determination 

6,016 

349 

5.8 

Hematocrit 

4,832 

188 

3.9 

Vision 

4,585 

1,076 

23.5 

Tonometry 

4,733 

282 

6.0 

Oral  cytology 

2,957 

60* 

2.0* 

Blood  pressure 
determination 

3,768 

566 

15.0 

Hearing 

1,804 

710 

39.4 

Pulmonary  func- 
tion 

2,253 

75 

3.3 

Electrocardiog- 

raphy 

543 

121 

22.3 

Chest  x-ray 

5,814 

87 

1.5 

Totals 

43,313 

3,514 

* Number  and  per  cent  of  smears  taken. 


the  establishment  of  a unit  of  chronic 
disease  and  geriatrics  in  the  State  health 
department.  Following  a modest  begin- 
ning with  single  disease  diabetes  detection 
in  1957  and  glaucoma  detection  in  1958, 
the  first  multiple  screening  program  was 
initiated  in  1959.  Since  1959,  several 
health  departments  have  organized  sus- 
tained single  or  multiple-disease  detection 
programs  (Tables  I and  II).  It  is  note- 
worthy that,  except  in  selected  instances, 


the  tests  were  confined  to  persons  twenty- 
one  years  of  age  and  over. 

In  addition,  a number  of  crash-type 
multiple  screening  programs  have  been 
conducted  in  the  State.  The  State  health 
department  has  sponsored  multiple  screen- 
ing programs  at  the  New  York  State 
Exposition  at  Syracuse  and  at  several 
State-wide  annual  meetings  and  confer- 
ences. 

Since  adoption  of  the  program,  approxi- 
mately 200,000  persons  have  been  tested 
for  diabetes  via  capillary  blood,  70,000 
persons  have  had  tonometric  examinations 
for  glaucoma,  and  over  40,000  persons 
have  participated  in  multiple  screening 
programs. 

The  objectives  of  the  State  of  New  York 
Department  of  Health’s  screening  program 
are  as  follow: 

1.  Public  health  education  to  encourage 
laymen  and  physician  participation  and  to 
impress  the  public  with  the  importance  of 
secondary  and  tertiary  preventive  methods 
of  various  chronic  diseases  and  to  remind 
them  that  chronic  diseases  may  exist  in 
the  latent  or  asymptomatic  phase  and, 
thus,  be  unrecognized  for  a long  time. 

2.  Rapid  economical  casefinding  by 
screening  methods  and  bringing  referrals 
to  the  attention  of  physicians  for  definitive 
diagnoses. 

3.  Gaining  experience  in  screening  pro- 
grams to  improve  methods  of  future  pro- 
jects including  follow-up  procedures. 

4.  Obtaining  statistical  information  in- 


TABLE  II.  Multiple  screening  tests  and  referral  levels,  State  of  New  York  Department  of  Health,  1966 


Screening  Tests 


Screening  Level  for  Referral 


Height  and  weight 
Pulmonary  function 


Hearing 


Oral  cytology 
Blood  pressure 
Visual  acuity 
Tonometry 
Blood  sugar 

Hematocrit 
E lectrocardiography 
Chest  x-ray 


Not  referred;  screenee  given  results 

Lower  than  70  per  cent  of  predicted  vital  capacity  or  if  ratio  between  forced 
expiratory  volume  in  one  second  and  observed  vital  capacity  is  less  than 
70  per  cent 


Years 

500 

1,000 

2,000 

4,000 

16  to  50 

20 

20 

20 

20 

50  to  60 

20 

20 

25 

25 

60  to  70 

20 

20 

25 

35 

70  + 

20 

20 

30 

45 

Smear  of  all  suspicious  lesions 

Systolic,  160  mm.  Hg;  diastolic,  100  mm.  Hg 

20/40  or  more  in  one  or  both  eyes  (not  referred,  screenee  given  results) 
22  mm.  Hg  in  one  or  both  eyes 

160  mg.  per  100  ml.  if  food  or  drink  less  than  two  hours 
140  mg.  per  100  ml.  if  food  or  drink  more  than  two  horn's 
— 36  or  +50 

Abnormal  interpretation 
Abnormal  interpretation 
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MULTIPLE  SCREENING  REGISTRATION  A REPORT 


FIGURE  1.  Multiple  screening  registration  and 
report  form. 

eluding  prevalence  of  chronic  disease  in 
selected  age  groups  and  the  relationship  of 
history  to  screening  results. 

5.  Determining  the  benefit  of  early 
detection  and  diagnoses  and  adequacy  of 
present  methods. 

6.  Developing  new  technics  for  disease 
detection. 

Operation  of  program 

Medical  society  approval,  local  physician 
participation,  and  extensive  public 
education  are  prerequisites  to  a successful 
screening  program. 

In  operation  of  the  program,  registration 
of  participants,  recording  of  height  and 
weight,  and  administration  of  prediabetes 
testing  glucose  solution  are  carried  out  by 
volunteers  from  one  or  more  local  voluntary 
or  service  organizations.  Chest  x-ray  films 
and  tests  for  pulmonary  function,  vision, 
diabetes,  and  anemia  are  performed  by 
technicians  or  program  representatives 
regularly  employed  by  the  health  depart- 
ment. Hearing  tests  are  performed  by 
audiologists.  Blood  pressure  determina- 
tion studies  and  the  taking  of  electrocar- 
diograms are  carried  out  by  medical 


students  employed  on  a per  diem  basis. 
Dental  students,  under  the  direction  of  a 
dental  college  instructor,  are  responsible 
for  oral  cytology.  Residents  in  ophthal- 
mology perform  the  tonometric  examina- 
tions assisted  by  a registered  nurse.  A 
member  of  the  clerical  staff  of  the  health 
department  assumes  responsibility  for 
checking  and  tabulating  the  records.  A 
public  health  nurse  serves  as  counselor 
after  the  tests  are  completed.  Over- all 
supervision  of  the  program  is  under  the 
direction  of  the  assistant  director  and  the 
consultant  public  health  nurse  of  the 
Bureau  of  Chronic  Disease  and  Geriatrics. 

Individual  tests 

Registration.  The  Multiple  Screening 
Registration  and  Report  forms  AH&G  3 
are  filled  out  in  triplicate  on  prenumbered 
NCR  paper  (Fig.  1).  The  form  provides 
for  identification  data,  pertinent  history, 
and  test  results.  Separate  registration 
forms  are  provided  for  chest  x-ray  reports. 

Previous  to  the  start  of  the  program, 
registrars  are  given  complete  instructions 
on  obtaining  identifying  data  and  history 
taking.  They  are  instructed  to  follow  the 
printed  directions  in  every  detail.  The 
registrars  are  instructed  to  encourage  scre- 
enees  to  complete  all  the  tests  for  which 
they  qualify.  However,  screenees  are  ac- 
cepted for  one  test  or  any  combination  of 
tests  desired. 

After  the  registration  form  is  completed, 
it  is  given  to  the  screenee  with  instructions 
to  present  it  at  each  testing  station.  Test- 
ing stations  are  numbered  and  labeled  in 
the  same  order  as  listed  on  the  form  shown 
in  Figure  1. 

The  screenee  is  given  the  pamphlet 
Health  Tests  for  Chronic  Diseases  with  the 
suggestion  that  he  read  the  information 
contained  therein  and  check  the  appropriate 
box  after  each  test  is  completed. 

Performance  of  tests.  The  person 
who  performs  the  test  notes  whether  or  not 
there  is  history  of  a known  condition  before 
proceeding  with  the  test.  If  there  is 
history  of  a disease  for  which  the  screenee 
is  under  medical  care,  he  is  not  tested  for 
that  specific  condition.  In  all  instances, 
the  examiners  complete  the  record  in  the 
appropriate  column  as  to  whether  or  not 
the  test  is  performed.  He  records  quant i- 
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tative  readings  when  appropriate  and,  in 
addition,  notes  whether  the  screening  test 
result  is  negative  or  positive  in  the  proper 
column. 

Height  and  weight.  Platform  scales 
are  used  at  this  station.  Scales  are  bal- 
anced at  frequent  intervals.  Height  and 
weight  are  taken  without  removal  of 
clothing  or  shoes  and  are  recorded  on  the 
registration  and  report  form  as  well  as  on 
the  pamphlet  Don’t  Take  Your  Weight  for 
Granted  which  is  given  to  the  screenee. 
Following  this,  the  screenee  is  instructed 
to  report  to  the  next  testing  station. 

Pulmonary  function.  The  pulmonary 
function  test  is  performed  with  a McKesson 
Vitalor  spirometer.  Positive  test-result 
charts  are  attached  to  the  registration  and 
report  forms  by  the  technician  who  per- 
forms the  test. 

Audiometry.  Restrictions  for  audio- 
metric examination  include  history  of 
known  hearing  loss  determined  by  audio- 
metric examination,  history  of  ear  opera- 
tion, and  persons  who  are  under  the  care  of 
an  otologist.  This  test  often  uncovers 
mild  subclinical  degrees  of  hearing  defects 
for  which  treatment  can  prevent  the  sub- 
sequent development  of  handicapping  hear- 
ing loss. 

Oral  cytology.  Test  restrictions  are 
determined  by  the  supervising  dentist. 
A special  form  is  filled  out,  and  smears  for 
cytologic  examination  are  taken  of  all 
suspicious  lesions. 

Blood  pressure  determination.  To 
prevent  undue  apprehension  on  the  part 
of  the  screenee  reading  the  results  of  his 
own  blood  pressure  determination  from 
the  chart,  the  same  is  recorded  on  the 
registration  and  report  form  coded  with  a 
“7”  placed  before  the  first  digit  of  the 
systolic  and  diastolic  readings.  The  scre- 
enee is  given  a printed  leaflet  explaining  the 
fluctuations  of  normal  blood  pressure  and 
the  necessity  for  confirmatory  testing. 

Visual  acuity.  Vision  tests  are  per- 
formed by  the  orthorater,  Snellen,  or 
Jaeger  charts.  Each  eye  is  tested  sep- 
arately without  glasses  and  with  glasses, 
if  used,  for  both  distant  and  near  vision. 
Near  vision  is  recorded  after  determining 
the  number  of  the  test  type  that  the 
screenee  is  able  to  read.  Results  of  the 
tests  are  recorded  on  the  registration  and 
report  form  as  well  as  on  the  flyer  Protect 


FIGURE  2.  Ophthalmologist  performing  tono- 
metric  examination. 


Your  Eyes,  They  Protect  You  which  is  given 
to  the  screenee.  From  this  station,  the 
screenee  is  directed  to  the  glaucoma  testing 
area. 

Tonometry.  The  glaucoma  test  is  usu- 
ally restricted  to  persons  thirty-five  years 
of  age  and  older  (Fig.  2).  In  addition, 
restrictions  include  persons  who:  (1)  are 
known  cases  of  glaucoma,  (2)  recently  had 
a test  for  glaucoma,  and  (3)  are  under 
active  treatment  by  an  ophthalmologist. 
After  tonometry,  the  screenee  is  instructed 
to  not  rub  his  eyes  for  fifteen  minutes. 

Hematocrit.  Blood  for  hematocrit  and 
blood  sugar  determination  is  taken  from  a 
single  capillary  puncture.  A microhemato- 
crit reader  is  utilized  for  determination  of 
the  hematocrit  or  red  cell  volume. 

Blood  sugar  determination.  At  the 
blood  sugar  determination  station,  the 
technician  records  the  time  elapsed  since 
last  food  intake  or  glucose  challenge  in  the 
appropriate  space  on  the  report  form. 
The  test  is  performed  from  blood  collected 
in  Unopettes.  Quantitative  readings  are 
made  by  utilizing  an  autoanalyzer.  Sam- 
ples of  both  blood  sugar  and  hematocrit 
are  identified  with  the  screenee’ s registra- 
tion number.  Records  are  maintained  in  a 
logbook  from  which  the  quantitative  read- 
ing and  screening  results  are  copied  on  the 
registration  and  report  form. 


306  New  York  State  Journal  of  Medicine  / January  15,  1967 


FIGURE  3.  Dr.  Oliver,  Health  Department  phys- 
ician in  charge  of  program,  explaining  testing  proce- 
dure to  prospective  screenee.  Public  health 
nurse  in  uniform  counseling  person  who  had  been 
tested. 


Electrocardiography.  Twelve-lead 
electrocardiograms  are  taken  on  a selective 
basis  that  is  determined  by  the  physician 
in  charge  of  the  program.  Electrocardio- 
grams are  cut,  mounted,  and  attached  to 
the  registration  and  report  forms.  The 
operator  maintains  a log  of  persons  tested 
by  name  and  number. 

Chest  x-ray.  Chest  x-ray  films  are 
taken  with  a 20-mm.  photofluorographic 
unit  and  are  interpreted  by  the  medical 
staff  of  the  Bureau  of  Chronic  Disease  and 
Geriatrics. 

Counseling.  The  public  health  nurse 
interprets  the  screening  experience,  explains 
the  reporting  procedure,  and  emphasizes 
the  importance  of  follow-up  by  personal 
physician  (Fig.  3). 

Tabulation.  At  this  station  records 
are  reviewed  and  results  recorded  on  the 
summary  sheet  with  daily  tabulation  show- 
ing the  number  of  persons  screened,  num- 
ber of  individual  tests  performed,  and 
number  of  positive  test  results,  if  available. 

Traffic  direction.  Traffic  directors 
encourage  participation,  answer  questions, 
direct  screenees  to  proper  stations,  and 
perform  other  miscellaneous  tasks. 

Follow-up  and  evaluation.  Height, 
weight,  and  results  of  vision  tests  are  given 
to  the  screenee  at  the  time  of  examination. 
Persons  who  screen  negatively  in  the  other 


tests  are  notified  directly  by  the  Bureau  of 
Chronic  Disease  and  Geriatrics. 

The  original  and  one  copy  of  all  positive 
reports  are  forwarded  to  the  local  full-time 
health  officer  or,  if  out  of  the  State,  to  the 
appropriate  State  health  department  offi- 
cial. The  health  official  receiving  the 
reports  is  requested  to  notify  the  screenee 
with  a positive  test  result  to  consult  his 
family  physician  and,  at  the  same  time, 
send  one  copy  of  the  report  to  the  family 
physician  with  a request  that  he  provide 
follow-up  information  to  the  health  depart- 
ment which,  in  turn,  will  forward  it  to  the 
Bureau  of  Chronic  Disease  and  Geriatrics. 
Suggested  forms  for  use  in  this  procedure 
are  furnished  by  the  Bureau  of  Chronic 
Disease  and  Geriatrics  to  the  local  health 
officer. 

In  addition  to  multiple  screening  pro- 
grams operated  in  1966,  single-disease 
detection  programs  for  glaucoma  or  dia- 
betes were  conducted  in  many  of  the  health 
jurisdictions  of  the  State  (Tables  I and  II). 

Conclusion 

The  adoption  of  Titles  XVIII  and  XIX  of 
the  Social  Security  Act  and  acceptance  of 
the  heart  disease,  cancer,  and  stroke  pro- 
gram will  result  in  an  increased  work  load 
for  the  medical  and  allied  professions. 
These  added  duties  emphasize  the  need  for 
teamwork,  research  into  new  methods,  and 
evaluation  of  present  methods  of  total 
patient  care. 

The  family  physician  will  always  be 
captain  of  the  diagnostic  team.  He  will 
require  extra  manpower.  It  is  fair  to 
assume  that  many  of  the  technical  diag- 
nostic tasks  can  be  performed  by  para- 
medical personnel. 

An  important  aspect  of  this  care  involves 
secondary  prevention  of  chronic  diseases 
which  constitute  approximately  70  per 
cent  of  all  the  health  problems  of  the 
nation. 

The  success  of  the  multiple  screening 
effort  may  well  be  a factor  in  helping  to 
meet  this  increasing  problem. 

Presently  the  Bureau  of  Chronic  Disease 
and  Geriatrics  is  encouraging  community- 
oriented  screening  programs.  The  Bureau 
has  available  a Technicon  autoanalyzer  for 
quantitative  blood  sugar  determination. 
This  unit  provides  ready  and  accurate 
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readings  of  postprandial  and  postloading 
blood  specimens  and  is  available  for  testing 
specimens  submitted  from  local  programs. 

Summary 

Periodic  health  examination  by  the 
physician  in  his  office  or  on  an  individual 
basis  is  the  ideal  method  of  health  protec- 
tion for  an  individual. 

Mass  screening  programs  involve  large 
population  groups  that  are  in  apparently 
good  health  and  are  not  receiving  medical 
care.  They  are  conducted  by  paramedical 
personnel  performing  most  of  the  tests 
under  medical  supervision.  Screening  pro- 
grams should  be  planned  on  a regularly 
scheduled  continuing  basis  in  hospital 


Mephenesin  carbamate 
in  trigeminal  neuralgia 


Of  64  patients  treated  for  tic  douloureux 
(trigeminal  neuralgia)  with  mephenesin  car- 
bamate (Tolseram)  and  diphenylhydantoin 
(Dilantin),  56  could  be  adequately  followed  up. 
B.  L.  Crue,  M.D.,  and  E.  M.  Todd,  M.D., 
writing  in  a recent  issue  of  Bulletin  of  the  Los 
Angeles  Neurological  Society,  state  that  after 
one  to  three  years,  69  per  cent  of  the  56  patients 
have  not  required  surgical  treatment.  They 
feel  that  the  use  of  the  suspension  of  mephenesin 
carbamate  in  addition  to  diphenylhydantoin 
gives  results  comparable  or  superior  to  car- 
banazipine  (Tegetrol)  when  evaluated  after  a 
longer  follow-up  period. 

The  total  number  of  patients  given  a trial  of 
mephenesin  carbamate  with  diphenylhydantoin 
over  a period  of  two  years  was  109.  Of  these, 
68  were  primary  trigeminal  neuralgia  patients, 
The  other  41  included  atypical  facial  neuralgia, 
postherpetic  neuralgia,  intercostal  neuralgia, 
causalgia,  Sudeck’s  atrophy,  greater  occipital 


outpatient  departments  and  other  health 
facilities. 

The  medical  profession  should  be  in- 
volved in  the  program  from  the  beginning 
of  the  early  planning  through  the  operation 
and  to  the  follow-up  and  evaluative  stages. 

Local  voluntary  services  and  civic  organi- 
zations should  provide  assistance  in  the 
educational  and  operational  phases  of  the 
program. 
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neuralgia,  longstanding  post-traumatic  cervical 
radicular  pain,  tabetic  lightning  pain,  and 
hemifacial  spasm.  In  the  68  true  trigeminal 
neuralgia  patients,  there  were  4 whose  tic 
douloureux  was  a part  of  a multiple  sclerosis 
syndrome  which  could  not  be  helped  by  this 
type  of  medication. 

Mephenesin  carbamate  was  used  only  after 
diphenylhydantoin  and  vitamin  B12  had  not 
proved  sufficiently  effective.  Mephenesin  car- 
bamate was  supplied  in  liquid  suspension  form, 
and  the  starting  dose  was  one  teaspoon  every 
three  or  four  hours. 

The  39  (69  per  cent)  of  the  patients  in  whom 
this  treatment  was  effective  continued  on  this 
regimen  and,  after  one  to  three  years,  are  under 
medical  control  or  in  remission.  Eight  of  the 
remaining  17  patients  did  not  seem  to  be 
significantly  benefited,  and  further  steps  were 
taken.  Of  the  other  9,  there  were  3 patients  in 
whom  the  pain  was  significantly  reduced  to 
avoid  other  steps  but  whose  treatment  could 
not  be  considered  entirely  successful.  In  the 
remaining  6,  the  combination  therapy  appeared 
to  have  a beneficial  effect  on  the  tic  douloureux 
but  had  to  be  discontinued  because  of  side-effects 
consisting  chiefly  of  dizziness  but  no  true  vertigo. 
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Lawrence  C.  Arnett,  M.D.,  of  Brooklyn, 
died  on  June  3,  1966,  at  the  age  of  fifty.  Dr. 
Arnett  graduated  in  1950  from  State  University 
of  New  York  Downstate  Medical  Center  Col- 
lege of  Medicine  and  in  1952  received  his  Mas- 
ter of  Industrial  Health  from  Harvard  Medi- 
cal School.  He  was  a member  of  the  Medical 
Society  of  the  County  of  Kings,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Perle  Brown  Brockway,  M.D.,  of  Brooklyn, 
died  on  September  22,  1966,  at  the  age  of 
eighty-two.  Dr.  Brockway  graduated  in  1908 
from  Syracuse  University  College  of  Medicine. 
He  was  an  honorary  member  of  the  medical 
staff  of  Prospect  Heights  Hospital.  Dr.  Brock- 
way was  a member  of  the  Medical  Society  of 
the  County  of  Kings,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Harry  William  Burgess,  M.D.,  of  Brooklyn, 
died  on  June  9,  1966,  at  the  age  of  sixty-five. 
Dr.  Burgess  graduated  in  1926  from  George- 
town University  School  of  Medicine.  He  was 
an  adjunct  ophthalmologist  at  Brooklyn  Eye 
and  Ear  Hospital  and  an  associate  attending 
ophthalmologist  at  St.  Catherine’s  Hospital. 

Adolphe  Dessauer,  M.D.,  of  Flushing,  died  on 
November  24,  1966,  at  the  age  of  eighty-one. 
Dr.  Dessauer  received  his  medical  degree  from 
the  University  of  Munich  in  1909.  He  was  a 
member  of  the  Medical  Society  of  the  County 
of  Queens,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  As- 
sociation. 

Benedict  James  Duffy,  M.D.,  of  Rochester, 
died  on  July  7,  1966,  at  the  age  of  eighty-one. 
Dr.  Duffy  graduated  in  1910  from  the  Uni- 
versity of  Buffalo  School  of  Medicine.  He 
was  a consulting  physician  at  St.  Mary’s 
Hospital.  Dr.  Duffy  was  a member  of  the 
Rochester  Academy  of  Medicine,  the  Monroe 
County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Emil  Ekstein,  M.D.,  of  Endicott,  died  on 
November  7,  1966,  at  the  age  of  sixty-nine. 
Dr.  Ekstein  received  his  medical  degree  from 
the  University  of  Prague  in  1923.  He  was  a 
senior  attending  physician  on  the  medical  staff 
at  Ideal  Hospital  of  Endicott  and  a senior 
attending  physician  at  the  Charles  S.  Wilson 
Memorial  Hospital  (Johnson  City).  Dr.  Ek- 


stein was  a member  of  the  American  Academy 
of  General  Practice,  the  Binghamton  Academy 
of  Medicine,  the  Broome  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Frederick  Abraham  Fetherolf,  M.D.,  of 

Setauket,  died  on  June  9,  1966,  at  the  age  of 
sixty-two.  Dr.  Fetherolf  graduated  in  1939 
from  Columbia  University  College  of  Physicians 
and  Surgeons. 

Stuart  Maurer  Frame,  Jr.,  M.D.,  of  Roch- 
ester, died  on  July  28,  1966,  at  the  age  of  fifty- 
nine.  Dr.  Frame  graduated  in  1949  from  the 
University  of  Rochester  School  of  Medicine 
and  Dentistry.  He  was  an  attending  otolaryn- 
gologist at  Rochester  General  Hospital,  an 
assistant  attending  otolaryngologist  at  Genesee 
Hospital,  and  an  assistant  attending  surgeon 
in  otolaryngology  at  Strong  Memorial  Hos- 
pital. Dr.  Frame  was  a Diploma te  of  the 
American  Board  of  Otolaryngology  and  a mem- 
ber of  the  American  Academy  of  Ophthalmology 
and  Otolaryngology,  the  Monroe  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Frederick  Freud,  M.D.,  of  New  York  City, 
died  on  April  2,  1966,  at  the  age  of  seventy-two. 
Dr.  Freud  received  his  medical  degree  from  the 
University  of  Budapest  in  1919.  He  was  a 
senior  assistant  attending  surgeon  at  Beth 
Israel  Hospital  Outpatient  Department.  Dr. 
Freud  was  a member  of  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Arthur  Robert  Gibson,  M.D.,  of  Miami, 
Florida,  formerly  of  Buffalo,  died  on  August 
2,  1966,  at  the  age  of  eighty-four.  Dr.  Gibson 
graduated  in  1906  from  the  University  of 
Buffalo  School  of  Medicine.  He  had  been  a 
consulting  physician  at  Deaconess  Hospital. 
Dr.  Gibson  was  a member  of  the  Buffalo 
Academy  of  Medicine,  the  Erie  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

I.  Peter  Glauber,  M.D.,  of  White  Plains  and 
New  York  City,  died  on  December  10,  1966, 
at  White  Plains  Hospital  at  the  age  of  sixty- 
seven.  Dr.  Glauber  graduated  in  1925  from 
University  and  Bellevue  Hospital  Medical 
College.  He  was  an  attending  psychiatrist  at 
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Hillside  Hospital  and  a consulting  psychiatrist 
for  the  Children’s  Village,  Dobbs  Ferry,  and 
the  Westchester  Jewish  Community  Service. 
Dr.  Glauber  was  a Diplomate  of  the  Amer- 
ican Board  of  Psychiatry  and  Neurology 
(Psychiatry)  and  a member  of  the  American 
Psychiatric  Association,  the  American  Psy- 
choanalytic Association,  the  New  York  Acad- 
emy of  Medicine,  the  Westchester  Academy  of 
Medicine,  the  Westchester  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  As- 
sociation. 

Martin  Goldberg,  M.D.,  of  Jackson  Heights, 
died  on  October  14,  1966,  at  the  age  of  fifty- 
nine.  Dr.  Goldberg  received  his  medical  de- 
gree from  the  University  of  Nancy  in  1934. 
He  was  an  assistant  attending  physician  at 
Physicians  Hospital,  Queens.  Dr.  Goldberg 
was  a member  of  the  American  Academy  of 
General  Practice,  the  Medical  Society  of  the 
County  of  Queens,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Morris  Beryl  Green,  M.D.,  of  New  York  City 
and  Remsenburg,  died  on  October  27,  1966, 
at  the  age  of  seventy-one.  Dr.  Green  grad- 
uated in  1921  from  Jefferson  Medical  College  of 
Philadelphia.  He  was  an  emeritus  physician 
at  South  Nassau  Communities  Hospital  (Ocean- 
side).  Dr.  Green  was  a member  of  the  Nassau 
County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Sherman  Greenberg,  M.D.,  of  Buffalo,  died 
on  October  19,  1966,  at  the  age  of  sixty-six. 
Dr.  Greenberg  graduated  in  1925  from  the 
University  of  Buffalo  School  of  Medicine.  He 
was  an  assistant  attending  physician  in  general 
practice  at  Sisters  of  Charity  Hospital  of 
Buffalo  and  Deaconess  Hospital  and  a member 
of  the  medical  staffs  of  the  Buffalo  Board  of 
Education  and  the  Erie  County  Health  De- 
partment. Dr.  Greenberg  was  a member  of  the 
Buffalo  Academy  of  Medicine,  the  Erie  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Raymond  Philip  Hoesten,  M.D.,  of  Queens 
Village  and  Brookville,  died  on  June  24,  1966, 
at  the  age  of  fifty- three.  Dr.  Hoesten  graduated 
in  1938  from  Long  Island  College  of  Medicine. 
He  was  an  assistant  attending  obstetrician  at 
Mary  Immaculate  Hospital  (Queens).  Dr. 
Hoesten  was  a member  of  the  Medical  Society 
of  the  County  of  Queens,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 

William  J.  Lazarus,  M.D.,  of  Brooklyn, 
died  on  October  17,  1966,  at  the  age  of  fifty- 
nine.  Dr.  Lazarus  graduated  in  1933  from 
Long  Island  College  of  Medicine.  He  was  an 


associate  attending  physician  at  Jewish  Hos- 
pital of  Brooklyn  and  Jewish  Chronic  Disease 
Hospital.  Dr.  Lazarus  was  a member  of  the 
Aerospace  Medical  Association,  the  Medical 
Society  of  the  County  of  Kings,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Edward  Crane  Lyon,  M.D.,  of  Remsenburg, 
died  on  April  21,  1966,  at  the  age  of  eighty-five. 
Dr.  Lyon  graduated  in  1906  from  Columbia 
University  College  of  Physicians  and  Surgeons. 
He  was  a Diplomate  of  the  American  Board  of 
Obstetrics  and  Gynecology  and  a member  of  the 
New  York  Obstetrical  Society. 

Francis  Anthony  Mastrianni,  M.D.,  of 

Mechanicville,  died  on  October  6,  1966,  at  the 
age  of  sixty-three.  Dr.  Mastrianni  graduated 
in  1926  from  Albany  Medical  College.  He  was 
an  honorary  surgeon  at  Leonard  Hospital 
(Troy)  and  a former  Saratoga  County  coroner. 
Dr.  Mastrianni  was  a Fellow  of  the  Interna- 
tional College  of  Surgeons. 

William  M.  Pilpel,  M.D.,  of  Clayton,  died 
on  November  23,  1966,  at  the  age  of  seventy- 
one.  Dr.  Pilpel  received  his  medical  degree 
from  the  University  of  Vienna  in  1923.  He  was 
an  honorary  member  of  the  medical  staff  of 
Mercy  Hospital  (Watertown).  Dr.  Pilpel  was  a 
member  of  the  Jefferson  County  Medical  So- 
ciety, the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Harry  Thomas  Remmer,  M.D.,  of  Utica, 
died  on  October  31,  1966,  at  St.  Elizabeth 
Hospital  at  the  age  of  seventy-eight.  Dr. 
Remmer  graduated  in  1911  from  Syracuse  Uni- 
versity College  of  Medicine.  He  was  a con- 
sulting ophthalmologist  at  St.  Elizabeth  Hos- 
pital. Dr.  Remmer  was  a member  of  the  Utica 
Academy  of  Medicine,  the  Oneida  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Walter  Ancel  Reynolds,  M.D.,  of  Albany, 
died  on  November  21,  1966,  at  the  age  of  eighty- 
six.  Dr.  Reynolds  graduated  in  1906  from 
Albany  Medical  College.  He  was  a member  of 
the  Albany  County  Medical  Society,  the  Medi- 
cal Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Conrad  A.  Rissberger,  M.D.,  of  Albany,  died 
on  October  31,  1966,  at  the  age  of  eighty. 
Dr.  Rissberger  graduated  in  1913  from  Albany 
Medical  College.  He  was  a consulting  phy- 
sician at  St.  Peter’s  Hospital.  Dr.  Rissberger 
was  a member  of  the  Albany  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  As- 
sociation. 

Erwin  Max  Schoeps,  M.D.,  of  Waverly,  died 
on  May  23,  1966,  at  the  age  of  seventy.  Dr. 
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Schoeps  received  his  medical  degree  from  the 
University  of  Berlin  in  1920.  He  was  a member 
of  the  medical  staff  of  Tioga  County  General 
Hospital.  Dr.  Schoeps  was  a member  of  the 
Tioga  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Clayton  E.  Shaw,  M.D.,  of  Hoosick  Falls, 
died  on  October  2,  1966,  at  the  age  of  ninety. 
Dr.  Shaw  graduated  in  1899  from  Albany 
Medical  College.  He  was  a former  Rensselaer 
County  coroner  and  medical  examiner  for  the 
draft  board  in  World  Wars  I and  II.  Dr. 
Shaw  was  a member  of  the  Rensselaer  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Seymour  Shenfeld,  M.D.,  of  Laurelton,  died 
on  August  9,  1966,  at  the  age  of  forty-nine.  Dr. 
Shenfeld  graduated  in  1943  from  the  University 
of  Middlesex  School  of  Medicine,  Waltham, 
Massachusetts.  He  was  an  assistant  attending 
physician  at  Queens  Hospital  Center  and  an 
attending  general  practitioner  on  the  medical 
staff  of  Hillcrest  General  Hospital.  Dr.  Shen- 
feld was  a member  of  the  Medical  Society  of  the 
County  of  Queens,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Windsor  R.  Smith,  M.D.,  of  Miami,  Florida, 
formerly  of  Binghamton,  died  on  October  25, 
1966,  at  Coral  Gables,  Florida,  at  the  age  of 
seventy-eight.  Dr.  Smith  graduated  in  1915 
from  the  University  of  Buffalo  School  of  Medi- 
cine. He  was  a senior  attending  otolaryn- 
gologist at  Binghamton  General  Hospital  and 
a consulting  otolaryngologist  at  Ideal  Hospital 
of  Endicott  and  the  Charles  S.  Wilson  Memorial 
Hospital  (Johnson  City).  Dr.  Smith  was  a 
Diplomate  of  the  American  Board  of  Otolaryn- 
gology, a Fellow  of  the  American  College  of 
Surgeons,  and  a member  of  the  American  Acad- 


emy of  Ophthalmology  and  Otolaryngology,  the 
Binghamton  Academy  of  Medicine,  the  Broome 
County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 

James  Joseph  Travers,  M.D.,  of  Rockville 
Centre,  died  on  November  22,  1966,  at  the  age 
of  fifty-eight.  Dr.  Travers  graduated  in  1933 
from  University  and  Bellevue  Hospital  Medical 
College.  He  was  an  attending  general  practi- 
tioner on  the  medical  staff  of  South  Nassau 
Communities  Hospital  (Oceanside)  and  an  as- 
sociate attending  general  practitioner  at  Mercy 
Hospital.  Dr.  Travers  was  a member  of  the 
American  Academy  of  General  Practice,  the 
Nassau  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

George  Oliver  Tremble,  M.D.,  of  Port 
Chester,  died  on  November  19,  1966,  at  the 
age  of  seventy-one.  Dr.  Tremble  graduated  in 
1922  from  Albany  Medical  College.  He  was 
emeritus  director  of  surgery  at  United  Hospital. 
Dr.  Tremble  was  a Fellow  of  the  American 
College  of  Surgeons  and  a member  of  the  West- 
chester County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Herbert  Morton  Williams,  M.D.,  of  Kew 

Gardens,  died  on  November  8,  1966,  at  the  age 
of  sixty.  Dr.  Williams  graduated  in  1931 
from  Cornell  University  Medical  College.  He 
was  an  attending  pediatrician  at  Queens  Hos- 
pital Center  and  Kew  Gardens  General  Hos- 
pital and  an  associate  attending  pediatrician  at 
Jamaica  Hospital.  Dr.  Williams  was  a Diplo- 
mate of  the  American  Board  of  Pediatrics  and  a 
member  of  the  American  Academy  of  Pediatrics, 
the  Medical  Society  of  the  County  of  Queens, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 
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These  corrections 
may  be  cut  out 
and  pasted  over  the 
original  entries  in 
the  1966  Medical  Directory. 


x/1966  Medical 
Directory  Errata 

Corrections  of  erroneous  biographic 
material  in  the  1966  Medical 
Directory  of  New  York  State  are 
listed  below.  Changes  have  been 
made  in  material  received  prior  to 
the  closing  date  of  January  1,  1965. 


★ABRAMSON,  Harold,  1192  Park  Av.  Manhattan,  by 
appt.  Tel  LE  4-0040.  P&S  NY  1924.  D-P.  Am  Ac 
Ped;  Am  Ped;  Am  Pub  Hlth;  Ac  Med.  Ped  F&F  Av 
& Met;  Cons  Ped  Misericor. 

★ARDITI,  Lucien  I.  520  E 72  St.  Manhattan,  by  appt. 
Tel  988-2881.  Wash  Univ  St  Louis  1954.  D-IM.  SJM-4. 
Ac  Med.  Asst  Phy  New  York. 

★BERNATH,  Andrew  Kenneth,  35  E 67  St.  Manhattan, 
by  appt.  Tel  TR  9-8595.  Pecs  1932.  D-PN(P).  QP. 
SI-2.  Am  Psych;  Ac  Psychoan.  Asst  Attd  Psych  Univ; 
Asst  Dir  Psych  Bell. 

ABLOOM,  Samuel  Michael,  123  E 83  St.  Manhattan, 
by  appt.  Tel  LE  5-1510.  NYU  1935.  D-OL.  SFM-13. 
FACS.  Am  Ac  Fac  Plast  Sur  & Recon;  Am  Ac  O&O; 
Am  Lar  Rhin  & Otol;  Ac  Med.  Asso  Otolar  Mt  Sinai. 
★BRODEY,  Marvin,  876  Park  Av.  Manhattan,  by  appt. 
Tel  RE  4-4365.  P&S  NY  1949.  D-D.  SH.  Am  Ac 
Derm;  Invest  Derm;  Ac  Med.  Asso-in  Derm  Lenox  Hill; 
Derm  Vander  Clin;  Chief  Derm  St.  Fran  Bx. 

★CARONE,  Pasquale  Anthony,  86  Voorhis  Av.  Rock- 
ville Center,  by  appt.  Tel  RO  6-7677.  Creighton  1940. 
D-PN  (P).  QP.  SI.  Am  Ger;  Am  Psych.  Psych  Holy 
Family,  St.  Chas  Bkln,  St  Marys  & Mercy;  Cons  Psych 
Good  Sam  W Islip  & Meadowbrook. 

★CHILDS,  Edward  Patterson,  131  E 66  St.  Manhattan, 
mornings  by  appt.  Tel  RH  4-1707.  P&S  NY  1931. 
D-IM.  SJ.  FACP.  Ac  Med.  Phy  & Cardiol  St  Lukes. 
★DOBRIN,  Leo,  69-45  108  St.  Forest  Hills,  by  appt. 
Tel  BO  3-4440.  Ind  1941.  D-PMR.  SM-1.  Am  Ac 
PMR;  Am  Ger;  NY  Ac  Med;  NY  PMR.  Dir  PMR  Queens 
Hosp  Cent  & Kingsbr;  Asst-in-PMR  Univ;  Asst-in-Chg 
PMR  Flushing;  Asso  Phy-in-Chg  PMR  St.  Johns  Qu. 
★EHRLICH,  Hilbert  W.  1020  Grand  Concourse.  Bronx, 
by  appt.  Tel  LU  8-8078.  Also  Rye.  Munich  1936. 
D-PN(P).  QP.  SI-2.  Am  Psych.  Asst  Psych  St  Vin 
Harrison. 

★EHRLICH,  Samuel  J.  1106  Boynton  Av.  Bronx.  12-2 
6-8.  Tel  TI  2-2346.  St  Louis  1927.  X.  Am  Ac  GP. 
Adj  Ped  Bx-Leb. 

★FEIN,  Harry  David,  3 E 71  St.  Manhattan,  by  appt. 
Tels  RE  7-7484,  5.  NYU  1936.  D-IM(Ge).  SJM-3. 
FACP.  Ac  Med;  NY  Gastroent.  Phy  Gastroent  Lenox 
Hill;  Chief  & Attd-in  Gastroent  Lenox  Hill  OPD;  Asst 
Phy  Bell;  Asst  Attd  Phy  Univ;  Phy  Int  Med  Man  State. 
★FROHMAN,  Irving  G.  91-01  Boulevard.  Rockaway 
Beach.  1-2,  7-8.  Tel  GR  4-3884.  132-05  Boulevard. 

Belle  Harbor.  LIC  Hosp  1930.  ST.  FACC.  FACA. 
Am  Ac  GP;  Am  Ger;  NY  State  Path.  Phy  & Asso  Path 
Pensla  Genl;  Asso  Phy  St.  Jos  Far  Rock. 

★GALVIN,  Thomas  J.  1 E 63  St.  Manhattan,  by  appt. 
Tel  TE  8-0010.  Univ  & Bell  1925.  D-S.  FACS.  Ac 
Med.  Sur  Emerit  French;  Sur  Bell  & Univ;  Thor  Sur 
Goldwater  Meml. 

★GLUCK,  Roland,  225  Park  PI.  Brooklyn,  by  appt.  Tel 
MA  2-1700.  Wash  Univ  St  Louis  1935.  SJM-2.  FCCP. 
Am  Thor.  Asso  Phy  & Asso-in-Chg  Pulmon  Dis  Jew;  Adj 
Phy  Jew  Chron  Dis;  Phy  Sea  View;  Asso  Phy  Kings  Co. 
★GODFREY,  Joseph  D.  77  Bryant  St.  Buffalo,  by  appt. 
Tel  TT  4-3177.  Buffalo  1931.  D-OS.  SBC.  FACS. 
Am  Orth;  Am  Ac  Orth  Sur;  Ac  Med.  Chief  Orth  Mercy 
& Child;  Orth  Genl;  Cons  Orth  Mt  View  Lockport; 
Cons  Orth  Sur  Roswell  Park  & Lady  Viet  Lackawanna. 
★GREENBERG,  I.  Melbourne,  88  S Bergen  PI.  Freeport, 
by  appt.  Tel  FR  8-5750.  Wash  Univ  St  Louis  1944. 
D-NS.  SM-9.  FACS.  Ac  Psychosom  Med;  Cushing; 
Res  Nerv  & Ment  Dis;  NY  Neurosur.  Neurosur  Mercy 
Rockville  Centre,  So  Nassau  Com,  St  Fran  Roslyn  & Meml 
Long  Beach;  Chief  Neurosur  Hempstead;  Staff  Neurosur 
LI  Jew;  Cons  Neurosur  Southside,  USNH  St.  Albans  & St 
Jos  Far  Rock. 


★GOODSTEIN,  Seymour,  209-11  Union  Turnpike.  Bay- 
side.  by  appt.  Tel  HO  4-5015.  Tulane  1945.  D-O. 
SE.  FACS.  Am  Ac  O&O;  PAMA;  NY  Clin  Oph.  Asso 
Sur  Oph  & Asso  Glaucoma  Ser  NY  E&E  Inf;  Staff  Oph 
Sur  LI  Jew. 

★HOROWITZ,  William,  2676  Grand  Concourse.  Bronx. 
12:30-1:30;  5-7:30  Mon  Thurs.  Tel  FO  7-9058.  See 

Scarsdale. 

★JOHNSTON,  Henry  C.  110  William  St.  Manhattan, 
by  appt.  Tel  BA  7-2880.  Med  Col  Va  1916.  Sr  Asst 
Sur  St  Vin. 

★KAPLAN,  Louis,  146  Linden  Blvd.  Brooklyn,  by  appt. 
Tel  IN  2-3054.  Bern  1936.  SH.  Asst  Derm  Kings  Co 
& St  Johns. 

★KEEFE,  Gerald  John,  228  Jackson  Av.  Syosset.  by 
appt.  Tel  WA  1-0468.  LIC  Med  1945.  X.  Am  Ac  GP. 
Staff  GP  Oyster  Bay  & Central  Plainview. 

★KING,  Dudley  Lott,  East  Aurora.  1-5,  7-10  except 
Wed;  10-2  Sat.  Tel  NL  2-2390.  Buffalo  1954.  D-P. 
Am  Thor.  Asst  Ped  Child  Buf;  Clin  Asst  Ped  Genl. 
★KRAUSE,  Samuel  Orin,  79-10  34  Av.  Jackson  Heights, 
by  appt.  Tel  DE  5-7478.  LRCP&S  Edin,  LRP&S  Glas 
1946.  D-OG.  SL.  FICS.  Asst  O&G  Wyckoff  Hts. 
★KREININ,  Sidney,  46  Fourth  Av.  Brooklyn.  1-2,  6-8. 
Tel  MA  5-4477.  LIC  Med  1932.  X.  Aerospace  Med. 
Asso  Phy  Adelphi;  Phy  Swedish. 

★KURITZKY,  Isadore,  1480  Nostrand  Av.  Brooklyn. 
10-12  by  appt.  Tel  BU  4-5757.  LIC  Hosp  1926.  D-OL. 
SFM-7-13.  FACS.  Am  Ac  Fac  Plast  Sur  & Recon:  Am 
Ger;  PAMA;  Am  Ac  O&O;  NY  Ac  Med.  Sur  Otolar 
Bkln-Cumber  & Bkln  E&E;  Bronchos  & Sur-in-Chg  Plast 
Sur  Bkln  E&E  OPD;  Dir  Otorhinolar  Coney  Isl. 
★LENEMAN,  Eli-Herz,  2710  30  Av.  Long  Island  City, 
by  appt.  Tel  AS  8-8770.  St  Jos  Beyrouth  1957.  SB. 
Asst  Orth  Sur  City  Elmhurst  & Trafal;  Staff  Orth  Astoria. 
★LIPPSETT,  Herbert  Leon,  1250  Ocean  Av.  Brooklyn, 
by  appt.  Tel  DE  8-8700.  NYU  1944.  D-OG.  FACOG. 
FICS.  Am  Study  Steril.  Asso  O&G  Brookdale  & Brook- 
dale  OPD;  Asst  Attd  O&G  Maimonides;  Asst  Attd  Steril 
Clin  Maimonides  OPD. 

★MADDEN,  Robert  Edward,  1249  Fifth  Av.  Manhattan, 
by  appt.  Tel  TR  6-5500,  ext  307.  IU  1952.  D-S.  D-TS. 
SAM-17.  FACS.  Am  Ca  Res;  Ac  Med;  NY  Thor  Sur. 
Asst  Sur  F&F  Av;  Asso  Sur  Met. 

★MARKELL,  Ellis  Morton,  275  Harrison  Av.  Harrison. 
10-12;  6:30-8  except  Wed  Sat.  Tels  TE  5-2828,  2830, 

OW  8-1142.  LIC  Med  1935.  XM-5.  Ac  Med.  Phy 

GP  United  Port  Chester. 

★MICHAELS,  Abraham  J.  7123  Fourth  Av.  Brooklyn, 
by  appt.  Tel  SH  5-3937.  NY  Horn  1925.  QP.  XC.  Ac 
Psychosom  Med;  Am  Ger;  Am  Psych.  Asst  Psych  Bkln- 
Cumber  . 

★MOSER,  Harvey  Steven,  104-20  Queens  Blvd.  Foresl 
Hills,  by  appt.  Tel  1L  9-2121.  NYU  1955.  D-D.  SH. 
Am  Ac  Derm;  Invest  Derm.  Asst  Derm  Bell;  Asst  Attd 
Derm  Univ;  Staff  Derm  Booth  Meml;  Ped  Derm  Pkway. 
★NATHANSON,  Morton,  1035  Park  Av.  Manhattan,  by 
appt.  Tel  RE  4-8615.  Also  Manhasset.  La  1943. 
D-PN(N).  QP.  SI-1.  Am  Neur;  Am  Ac  Neur;  Am 
Psych;  Res  Nerv  & Ment  Dis;  NY  Neur.  Neur  Mt  Sinai 
& LI  Jew;  Asso  Neur  Univ  & Bell;  Cons  Neur  No  Shore 
Manhasset  & Meml  Long  Beach. 

★NATHANSON,  Morton,  444  Community  Dr.  Manhasset. 
Tel  MA  7-8784.  See  Manhattan. 

★PELNER,  Louis,  161  Rugby  Rd.  Brooklyn,  by  appt. 
Tel  BU  4-2900.  Univ  & Bell  1933.  D-IM.  SJ.  FACA1. 
FACC.  FACG.  Am  Ger;  Clin  Soc  NY  Diabet.  Phy  & 
Dir  Med  Swedish. 
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★POLLAK,  Richard,  110-20  71  Av.  Forest  Hills.  11-1 
Mon;  6-8  Tues  Fri  & by  appt.  Tel  LI  4-8555.  18-15 

Francis  Lewis  Blvd.  Whitestone.  4-5  Wed;  11-1  Sat  & 
by  appt.  Tel  FL  7-4545.  Graz  1922.  Otolar  Goldwater 
Meml. 

★PROSTKOFF,  Abraham,  5823  18  Av.  Brooklyn,  by 
appt.  Tel  BE  6-4609.  Also  Harriman.  Tenn  1932.  Univ 
Chgo  MSc  (O&G)  1937.  D-OG.  SL.  FACOG.  FACS. 
Asso  O&G  Bkln-Cumber;  Asst  Attd  O&G  Maimonides. 
★RAKOV,  Robert  Willis,  Goshen,  by  appt.  Tel  294- 
5261.  Also  Middletown.  Syracuse  1949.  D-S.  SA. 
FACS.  Sur  Goshen;  Adj  Sur  Horton;  Thor  Sur  State 
Middletown;  Cons  sur  St  Anthony  Warwick. 

★REINIGER,  Arthur  C.  47  E 67  St.  Manhattan,  by 
appt.  Tel  YU  8-4800.  Vienna  1925.  D-OL.  SF.  Asso 
Oph  Harlem;  Asst  Oph  Lin. 

★ROSENBERG,  Benjamin  A.  909  President  St.  Brook- 
lyn. by  appt.  Tel  NE  8-2370.  State  Univ  Bkln  1950. 
D-IM.  SJM-4.  FACA.  FACC.  FACP.  FCCP.  Ac 
Psychosom  Med;  Am  Rheum;  NY  Ac  Med;  NY  Int  Med. 
Asso  Phy  & Asso  Pulmon  Dis  Kings  Co;  Chief  Cardiac  Clin 
Kings  Co  OPD;  Asso  Phy  LIC;  Chief  Obesity  Clin  LIC 
OPD;  Phy  VAH. 

★ROSH,  Rieva,  51  E 90  St.  Manhattan,  by  appt.  Tel 
AT  9-0590.  Kharkov  1922.  D-R(TR).  FACR.  Radiol 
NA;  Am  Rad;  Ac  Med;  NY  Roent.  Cons  Radiat  Ther 
St  Lukes  & USNH  St  Albans. 

★ ROTH,  Emanuel,  681  Ocean  Av.  Brooklyn,  by  appt. 
Tel  BU  2-8331.  Also  Belle  Harbor.  NYU  1941.  D-S. 
SAC.  FACS.  Asso  Sur  Brookdale  & Jew  Chron  Dis;  Sur 
Pensla  Genl;  Asst  Sur  St  Jos  Far  Rock. 

★RUBANEK,  Henry,  98-40  57  Av.  Rego  Park,  by  appt. 
Tel  271-1700.  104-40  Queens  Blvd.  Forest  Hills,  by 

appt.  Tel  TW  6-6664.  Lublau  Poland  1946.  SL. 
FACOG. 

★SAUER,  John,  30  E 40  St.  Manhattan,  bv  appt.  Tel 
MU  5-1232.  LIC  Med  1937.  D-O.  SE.  FACS.  FICS. 
Am  Ac  O&O;  PAAO;  Ac  Med;  NY  Path;  NY  Oph. 
Dir  Oph  Lenox  Hill  & Lenox  Hill  OPD;  Oph  Misericor, 
French,  French  OPD;  Cons  Oph  Nyack,  USPHSH  SI,  St 
Fran  Port  Jervis  & Peekskill. 


★SCHIFF,  Gilbert  Mitchell,  115-12  Queens  Blvd.  Forest 
Hills,  by  appt.  Tel  LI  4-3881.  82-02  Grenfell  St.  Kew 

Gardens,  by  appt.  Geneva  1957.  D-D.  SH.  Am  Ac 
Derm.  Asst-in-Derm  & Syph  Univ;  Asso  Derm  Queens 
Hosp  Cent. 

★SIGLER,  Louis  H.  255  Eastern  Pkway.  Brooklyn,  by 
appt.  Tel  NE  8-4686.  LIC  Hosp  1919.  D-IM.  SJM-4. 
FACP.  FCCP.  FACC.  NY  Int  Med.  Cardiol  Adelphi; 
Cons  Cardiol  Pensla  Genl  & Coney  Isl. 

★SIMON,  Max  Michael,  96  Hooker  Av.  Poughkeepsie,  by 
appt.  Tel  GL  2-0241.  Cornell  1925.  SAC.  FACS. 
FICS.  Sur  St  Fran;  Cons  Sur  Highland,  Mattewan  & 
Harlem  Val  Wingdale. 

SPAGNUOLO,  Mario,  New  York  University  School  of  Med- 
icine, 550  First  Av.  Manhattan.  Tel  OR  9-3200.  Naples 
1956.  Asst-in-Med  Univ. 

★SULLIVAN,  Daniel  James,  38  Claydon  Rd.  Garden 
City,  by  appt.  Tel  PI  7-4560.  Also  Manhattan.  LIC 
Med  1943.  SJ.  Assn  Life  Ins  Med  Dir;  PAMA;  NY  Int 
Med.  Asst  Phy  St  Fran  Roslyu;  Cons  Int  Med  Mercy 
Rockville  Centre;  Cons  Phy  Midwood. 

★WALLY,  Edward  Stephen,  55  W 11  St.  Manhattan, 
by  appt.  Tel  OR  5-0623.  Vienna  1935.  D-IM.  SJ. 
FACC.  FACP.  FCCP.  Am  Ac  Comp  Med.  Asst  Attd 
Phy  Univ;  Asst  Phy  Bell  & St  Clares. 

★WERTHEIMER,  Selma,  78-14  Austin  St.  Forest  Hills, 
by  appt.  Tel  BO  8-3487.  Freiburg  1917.  XM-5.  Am 
Ac  GP.  Asst  Phy  Affil  Queens  Hosp  Cent. 

WOODWARD,  Roy  B.  Bath.  Tel  PR  6-4882.  Ga  1916. 

★WORTIS,  Sam  Bernard,  410  E 57  St.  Manhattan,  bv 
appt.  Tel  PL  5-2122.  Cornell  1927.  D-PN.  D-IM. 
QP.  SI.  FACP.  Am  Ac  Neur;  Am  Neur;  Am  Psych; 
Res  Nerv  & Ment  Dis;  Ac  Med;  NY  Neur.  Dir  Psych  & 
Neur  Univ;  Cons  Psych  & Neur  Bell,  Goldwater  Meml, 
Poly,  NY  Inf,  Eastern  LI  Greenport  & Cent  Suf  Riverhead; 
Cons  Psych  USNH  St  Albans,  St  Vin  & NY  E&E  Inf; 
Cons  Neur  Monte. 
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MEDICAL  SOCIETY 


OF  THE  STATE 
OF  NEW  YORK 


Annual  Dinner  Dance 

in  honor  of 


WEDNESDAY 

FEBRUARY  15,  1967 


JAMES  M.  BLAKE,  M.D. 

President 


IMPERIAL  BALLROOM 
AMERICANA 
OF  NEW  YORK 

Seventh  Avenue 
and  52nd  Street 
New  York  City 


Reception  at  7:00  p.m. 
Superlative  Dinner 
Music  by  Ben  Cutler 
Dress  Optional 
Subscription  $20  Per  Person 


RESERVATION  BLANK 

make  checks  payable  to: 

Medical  Society  of  the  State  of  New  York 

750  Third  Avenue 

New  York,  New  York  10017 

Please  send tickets  for  the  Annual  Dinner  Dance  on  February  15,  1967. 

Enclose  please  find  my  check  for . 


NAME 


ADDRESS 


Please  attach  guest  list 
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1967  HOUSE  OF  DELEGATES 


Additional  Annual  Reports 

Nominating  Committee 


To  the  House  of  Delegates,  Gentlemen: 

In  accordance  with  Chapter  XI,  Section  4, 
of  the  Bylaws  of  the  Medical  Society  of  the 
State  of  New  York,  the  Nominating  Com- 
mittee met  at  the  Cornell  Club,  155  East  50th 
Street,  New  York  City,  on  Tuesday,  December 
6,  1966,  at  5:30  p.m. 

Present  were  the  following: 

First  District — David  Kershner,  M.D.,  Kings 
Second  District — John  M.  Galbraith,  M.D., 
Nassau 

Third  District — John  H.  Carter,  M.D.,  Albany 
Fourth  District — John  L.  Clowe,  M.D., 
Schenectady 

Fifth  District — Theodore  J.  Prowda,  M.D., 
Oneida 

Sixth  District — Norman  S.  Moore,  M.D., 
Tompkins 

Seventh  District — Joseph  J.  Kaufman,  M.D., 
Wayne 


Eighth  District — John  T.  Donovan,  M.D.,  Erie 
Ninth  District — Waring  Willis,  M.D.,  West- 
chester, Chairman 

Member-at-large — Peter  V.  Gugliuzza,  M.D., 
Queens 

Member-at-large — Frederick  A.  Wurzbach,  Jr., 
M.D.,  Bronx  (in  place  of  Milton  Helpem, 
M.D.,  New  York,  who  was  ill) 

Also  present  were:  James  M.  Blake,  M.D., 
president;  Walter  T.  Heldmann,  M.D.,  secre- 
tary; Henry  I.  Fineberg,  M.D.,  executive  vice- 
president,  and  J.  Richard  Burns,  Esq.,  assistant 
executive  vice-president. 

After  careful  consideration  of  the  recom- 
mendations submitted  by  the  district  branches 
and  county  societies  in  response  to  a memoran- 
dum of  October  5,  1966,  your  committee 
respectfully  nominates  the  following  candidates 
for  election  on  February  16,  1967: 


President— Frederick  A.  Wurzbach,  Jr.,  M.D.,  Bronx 
President-Elect — Edward  C.  Hughes,  M.D.,  Onondaga 
Vice-President — A.  W.  Martin  Marino,  Sr.,  M.D.,  Kings 
Secretary — Walter  T.  Heldmann,  M.D.,  Richmond 
Assistant  Secretary — Carl  Goldmark,  Jr.,  M.D.,  New  York 
Treasurer — Thomas  F.  McCarthy,  M.D.,  Bronx 
Assistant  Treasure i — Joseph  G.  Zimring,  M.D.,  Nassau 
Speaker—* E.  Dean  Babbage,  M.D.,  Erie 
Vice-Speaker — George  Himler,  M.D.,  New  York 
Councillors  {four  for  three  years) — John  J.  Carter,  M.D.,  Albany 

Walter  S.  Walls,  M.D.,  Erie 
Ralph  S.  Emerson,  M.D.,  Nassau 
Swen  L.  Larson,  M.D.,  Chemung 
Trustee  {one  for  five  years) — James  M.  Blake,  M.D.,  Schenectady 
Delegates  to  the  American  Medical  Association  {thirteen  delegates)  and  thirteen  alternates  for 
two  years  commencing  January  1,  1968: 


Renato  J.  Azzari,  M.D.,  Bronx 
*E.  Dean  Babbage,  M.D.,  Erie 
James  M.  Blake,  M.D.,  Schenectady 
George  A.  Burgin,  M.D.,  Herkimer 
L.  Barrett  Davis,  M.D.,  Suffolk 
Albert  H.  Douglas,  M.D.,  Queens 
Ralph  S.  Emerson,  M.D.,  Nassau 
Walter  T.  Heldmann,  M.D.,  Richmond 
Milton  Helpern,  M.D.,  New  York 
George  Himler,  M.D.,  New  York 
R.  Scott  Howland,  M.D.,  Chemung 
Edward  C.  Hughes,  M.D.,  Onondaga 
Warren  A.  Lapp,  M.D.,  Kings 

* Deceased. 


Andrew  W.  Lawrence,  M.D.,  Suffolk 
George  W.  Lawrence,  Jr.,  M.D.,  Queens 
Herbert  A.  Laughlin,  M.D.,  Chautauqua 
Harry  John  Mellen,  M.D.,  Albany 
Norman  S.  Moore,  M.D.,  Tompkins 
John  J.  Noonan,  M.D.,  Rensselaer 
Irving  M.  Pallin,  M.D.,  Kings 
Bernard  J.  Pisani,  M.D.,  New  York 
William  B.  Rawls,  M.D.,  New  York 
John  P.  Ruppe,  Jr.,  M.D.,  Suffolk 
Charles  D.  Sherman,  Jr.,  M.D.,  Monroe 
Arthur  M.  Sullivan,  M.D.,  Dutchess 
C.  Stewart  Wallace,  M.D.,  Tompkins 
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The  thirteen  nominees  receiving  the  largest 
number  of  votes  will  be  delegates;  the  second 
thirteen  will  be  alternates. 


Budget  and  Finance 

To  the  House  of  Delegates,  Gentlemen: 

The  Budget  and  Finance  Committee  consists 
of  the  following  members: 

John  F.  Kelley,  M.D.,  Chairman Oneida 

John  N.  Dill,  M.D Westchester 

Samuel  Z.  Freedman,  M.D.* New  York 

Thurman  B.  Givan,  M.D Kings 

Thomas  F.  McCarthy,  M.D Bronx 

*Resigned,  November,  1966. 

The  committee  met  quarterly  to  review  the 
fiscal  activities  of  the  Society  for  the  preceding 
three-month  period,  on  the  following  dates, 
April  21,  July  21,  and  October  26,  1966.  At 
these  meetings,  a thorough  analysis  was  made  of 
actual  income  and  expenditures  and  changes 
were  made  in  certain  fine  items  because  of  new 
and  unanticipated  activities  and  increased 
costs. 

The  revised  estimated  budget  for  the  year 
1966,  after  the  close  of  operations  at  September 
30,  1966,  reflects  an  excess  of  income  over 
expenditures  of  $35,275.  The  Treasurer  has 
reported  that  the  actual  income  over  expendi- 
tures for  this  period  was  $139,574.  As  has  been 
explained  in  prior  years,  sufficient  appropria- 
tions are  made  at  the  beginning  of  each  year  so 
that  a particular  division  or  program  can  func- 
tion without  undue  financial  strain.  During 
the  course  of  the  year,  unanticipated  occur- 
rences tend  to  create  savings  in  various  line 
items,  and  therefore,  although  monies  may  be 
appropriated  in  certain  areas,  they  may  not 
necessarily  be  expended.  The  Treasurer’s  an- 
nual report  points  out  the  reasons  for  the  unex- 
pended budgeted  items  for  1966. 

The  Budget  and  Finance  Committee  also 
met  on  October  26  to  consider  the  proposed 
budget  estimate  for  the  calendar  year  1967. 
The  committee  gave  serious  thought  to  the 
make-up  of  this  budget  estimate  and  finally 
arrived  at  an  estimated  deficit  for  1967  opera- 
tions of  $163,804.  The  committee  did  not 
wish  to  go  into  deficit  budgeting  but  because  of 
the  status  of  fixed  income  for  the  year  1967, 
a “red”  figure  had  to  be  projected.  To  carry 
out  the  required  programs  of  the  House  of 
Delegates  and  the  Council  and  to  advance  our 
purposes  and  services  in  a realistic,  effective, 
and  competent  manner,  it  was  essential  to 
make  certain  vitally  needed  appropriations. 

The  recommendations  of  the  Budget  and 
Finance  Committee  were  presented  to  the 
Council  at  the  meeting  on  November  17,  1966. 
The  Council  accepted  the  recommendations 
and  referred  the  proposed  budget  estimate  for 
the  year  1967  to  the  Board  of  Trustees.  On 
the  same  day,  the  Trustees  approved  the 


Respectfully  submitted, 

Waring  Willis,  M.D.,  Chairman 


TABLE  I.  Estimated  Budget  for  1967 


Income 

Dues 

$1,071,000 

Journal  advertising 

235,000 

Journal  circulation 

6,000 

Journal  reprints 

20,000 

What  Goes  On  advertising 

80,000 

News  of  New  York  advertising 

40,000 

Medical  Directory  advertising 

8,000 

Medical  Directory  sales 

4,500 

Annual  Convention  exhibit  rentals 

55,000 

Interest  on  investments 

10,000 

Dependents’  Medical  Care 

50,000 

Dues  collection  from  AMA 

11,000 

TOTAL  INCOME 

$1,590,500 

Expenditures 

Administratio  n 

$ 139,645 

Standards  of  Medical  Care 

34,274 

Business  Division 

395,246 

Communications  Division 

199,970 

Industrial  Health  Division 

34,614 

Medical  Care  Division 

81,259 

Scientific  Activities  Division 

139,609 

Scientific  Publications  Division 

326,449 

Annual  Convention 

43,900 

Legal  Counsel 

52,000 

Legislative  Counsel 

15,000 

Officers,  Board,  AMA  delegation 
House  of  Delegates  (special  com- 

60 , 100 

mittees) 

5,100 

Council  committees 

23,200 

Nondivisional 

204,000 

TOTAL  EXPENDITURES  $1 , 754 , 366 

Excess  of  Income  Over 

Expenditures  $ — 163,866 


estimated  budget.  (See  Table  I for  the  esti- 
mated budget  for  the  year  1967.) 

Your  chairman  wishes  to  express  his  gratitude 
to  the  members  of  the  committee  for  their 
excellent  cooperation  and  contributions.  He  is 
indebted  to  Henry  I.  Fineberg,  M.D.,  executive 
vice-president;  J.  Richard  Bums,  Esq.,  assistant 
executive  vice-president,  and  Eugene  S.  Dom- 
browski,  comptroller,  for  the  tireless  and 
vigilant  efforts  they  have  exerted  in  conducting 
the  affairs  of  the  Society  in  an  efficient  and 
businesslike  manner. 

Respectfully  submitted, 

John  F.  Kelley,  M.D.,  Chairman 
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Treasurer 


To  the  House  of  Delegates,  Gentlemen: 


This  is  my  first  report  to  you  as  Treasurer,  tions  during  the  full  fiscal  year  1966  will  be 

having  succeeded  to  this  office  in  November,  presented  and  distributed  to  you  at  the  annual 

1966,  on  the  resignation  of  Samuel  Z.  Freedman,  convention. 

M.D.  I believe  it  only  fitting  that  this  report  The  figures  as  shown  in  Table  I summarize 

open  with  an  expression  of  my  high  regard  for  the  income  and  expenditures  for  the  nine 

my  long-time  friend  and  associate,  Sam  Freed-  months  ended  September  30,  1966,  and  compare 

man.  We  have  worked  together  for  over  the  actual  activities  with  those  projected  in  the 

thirty  years  on  various  committees  and  activi-  revised  budget  estimate  for  the  same  period, 

ties  of  the  Medical  Society.  We  have  often  Table  I demonstrates  that  all  areas  contained 

disagreed,  but  I have  always  known  that  his  in  the  budget  estimate  operated  within  then- 

motives  were  honest,  his  questions  aimed  at  anticipated  allocations.  The  budget  estimate, 

getting  the  facts,  and  his  primary  interest  the  after  the  close  of  operations  on  September  30, 

betterment  of  his  fellow  physicians.  I wish  1966,  was  revised  to  show  an  anticipated  excess 

him  all  success  and  happiness  in  his  new  en-  of  income  over  expenditures  of  $35,275.  For 

deavor.  the  same  period,  the  actual  operational  excess 

As  has  been  the  usual  practice  in  recent  years,  of  income  over  expenditures  was  $139,574. 

because  of  the  timing  of  the  annual  convention,  There  are  several  reasons  why  in  fact  we 

this  report  will  only  cover  the  financial  opera-  did  better  than  was  anticipated.  Among  these 

tions  for  the  nine-mcnth  period  ending  Sep-  were  the  inability  to  fill  certain  staff  positions 

tember  30,  1966.  A financial  report  for  opera-  because  of  the  unavailability  of  suitably  quali- 

TABLE  1.  Summary  of  income  and  expenditures  for  the  nine  months  ended  September  30,  1966 

Revised  Estimated 
Budget  as  of 

Income  September  30,  1966 

Received  to 
September  30,  1966 

Relative  Value  Study 

$ 960 

$ 960 

Dues  income 

1,077,890 

811,640 

Journal  advertising 

250,000 

201,092 

Journal  circulation 

6,000 

3,483 

Journal  reprints 

20,000 

15,877 

What  Goes  On  advertising 

86 , 400 

64,935 

News  of  New  York  advertising 

40,000 

30 , 000 

Medical  Directory  advertising 

90 

90 

Medical  Directory  sales 

51,000 

100 

Annual  convention  exhibit  rentals 

58,184 

58,184 

Interest  income 

20,837 

20,837 

Medicare  income 

35,000 

23,755 

Dues  collection  from  AM  A 

11,000 

8,250 

Miscellaneous  income 

806 

806 

Total  Income 

$1,658,167 

$1,240,009 

Revised  Estimated 
Budget  as  of 

Expenditures  September  30,  1966 

Expended  to 
September  30,  1966 

Administration 

$ 147,972 

$ 86,852 

Business  Division 

360,970 

225,598 

Communications  Division 

190,447 

128,741 

Legal  and  Malpractice  Insurance 

50,000 

37 , 255 

Industrial  Health  Division 

33,255 

24,755 

Medical  Care  Division 

66,691 

47,593 

Scientific  Activities  Division 

136,887 

83,582 

Scientific  Publications  Division 

320,194 

240,479 

Legislative  Counsel 

15,000 

11,250 

Annual  Convention 

40,614 

40,614 

Officers,  Board,  AMA  Delegation 

62,592 

34 , 758 

Special  Meeting,  House  of  Delegates 

14,307 

14,307 

Council  committees 

25,138 

11,423 

Nondivisional 

158,825 

113,228 

Total  Expenditures 

$1,622,892 

$1,100,435 

Excess  of  Income  Over  Expenditures 

$ 35,275 

$ 139,574 
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fied  personnel  in  the  present  tight  labor  market; 
unanticipated  savings  in  the  newly  established 
Division  of  Standards  of  Medical  Care  which 
was  not  activated  until  late  in  the  year  because 
of  the  detailed  preliminary  planning  necessary 
to  delineate  the  scope  of  its  activities;  savings 
realized  in  the  budget  estimate  of  the  Division 
of  Scientific  Activities  due  to  the  death  of  its 
former  director,  James  Greenough,  M.D.,  in 
the  spring  of  1966  and  the  delay  in  filling 
this  position  until  a suitable  successor  could  be 
found;  certain  large  expenditures  not  made  in 
the  field  of  public  relations  for  reasons  ex- 
plained elsewhere  in  the  annual  reports;  savings 
in  then-  budget  estimates  of  many  of  the  Council 
committees,  especially  those  relating  to  public 
health  and  education. 

In  addition,  we  received  an  increase  in  dues 
income  of  approximately  $10,000  more  than 
was  projected  in  our  budget  estimate.  We 
also  obtained  an  unanticipated  increase  in 
interest  income  of  over  $20,000  due  to  the 
vigorous  efforts  of  the  Investment  Committee 
of  the  Board  of  Trustees  in  following  a sound 
and  prudent  investment  policy.  Further 
economies  were  realized  as  the  result  of  im- 
proved purchasing  technics  and  modified 
office  procedures  under  the  direction  of  the 
executive  vice-president  and  his  associates. 

I feel  it  essential,  however,  to  sound  a word 
of  caution  at  this  juncture  so  that  none  will  be 
misled  by  the  bright  picture  previously  outlined. 
Although  it  is  now  anticipated  that  the  year 
1966  will  find  us  in  the  “black,”  it  is  safe  to  say 


that  had  all  our  projects  and  programs  been 
fully  implemented  and  all  our  divisions  com- 
pletely operative,  it  is  very  probable  that 
operations  for  the  year  1966  would  have  resulted 
in  a deficit. 

The  year  1967  appears  to  be  a critical  year  so 
far  as  the  fiscal  affairs  of  the  Society  are  con- 
cerned (see  report  of  the  Budget  and  Finance 
Committee).  The  House  of  Delegates  must 
continue  to  be  aware  of  and  concerned  with  the 
financial  structure  of  our  organization.  We  all 
agree  that  the  Society  must  rest  on  a sound 
financial  foundation  in  order  to  carry  out  its 
mission  of  service  to  the  medical  profession 
and  to  the  public.  It  must  be  prepared  for 
ever-increasing  responsibilities  not  only  in 
these  days  of  ferment  and  change  from  tradi- 
tional practices  but  in  the  future,  and  it  must 
do  so  on  a sound  financial  base.  To  do  less 
would  be  tantamount  to  abandoning  our 
traditional  leadership  in  the  complex  environ- 
ment of  medicine  and  health. 

Your  Treasurer  would  like  to  extend  his 
sincere  thanks  to  Henry  I.  Fineberg,  M.D., 
executive  vice-president;  J.  Richard  Bums, 
Esq.,  assistant  executive  vice-president,  and 
Eugene  S.  Dombrowski,  comptroller,  for  their 
diligence  and  continued  cooperation.  Their 
constant  vigilance  on  financial  matters  has 
been  most  effective  in  serving  the  best  interests 
of  the  Society. 


I 


Respectfully  submitted, 

Thomas  F.  McCarthy,  M.D.,  Treasurer 


War  Memorial 


To  the  House  of  Delegates,  Gentlemen: 

The  War  Memorial  Committee  consists  of 
the  following  members  of  the  Board  of  Trustees: 
John  M.  Galbraith,  M.D.,  Chairman.  Nassau 

George  A.  Burgin,  M.D Herkimer 

William  L.  Wheeler,  Jr.,  M.D New  York 

The  War  Memorial  Fund  is  one  of  the  least 
publicized,  yet  one  of  the  most  gratifying,  of  our 
State  Society’s  projects.  It  was  organized  in 
1948,  after  deliberation  by  the  House  of  Dele- 
gates, as  a living  memorial  to  the  members  of 
our  Society  who  died  in  the  service  of  our  coun- 
try in  World  War  II  and  in  the  Korean  War. 

To  date  we  have  helped  66  young  people 
with  college  education.  They  have  become 
members  of  many  professions,  ranging  through 
teaching,  social  work,  nursing,  medicine,  den- 
tistry, law,  architecture,  among  others,  and 
some  in  the  business  world. 

This  year  we  have,  to  date  of  this  report, 
given  help  to  four  students.  The  number  of 
students  will  not  increase  as  the  years  go  on,  but 
the  funds,  we  have  estimated,  will  be  sufficient 
to  carry  on  the  work  of  the  Fund  until  all  of 
the  names  on  our  roster  will  have  been  taken 
care  of. 

Numerous  letters  are  on  file  telling  us  of  the 


gratitude  of  the  mothers  and  children  for  our 
assistance. 

The  families  and  the  beneficiaries  keep  in 
touch  with  the  War  Memorial  Committee  and 
let  us  know  of  the  progress  they  are  making, 
both  in  college  and  in  the  work  they  have 
chosen  after  graduation. 

The  following  is  an  approximate  financial  re- 


port as  of  December  31,  1966: 

Amount 

Total  assessments  received*  $248,630 

Total  interest  earned*  87,227 

Total  benefits  paid  out  247 , 300 

Surplus  of  Fund, 

December  31,  1966  82,090 

Interest  earned,  1966  3,900 

Payments  to  beneficiaries  in  1966  5 , 600 


* Since  inception  of  fund. 

I express  my  thanks  to  the  members  of  the 
committee  and  to  Miss  Mollie  Pesikoff  of  the 
State  Society  staff  who  has  assisted  the  com- 
mittee in  administering  the  Fund. 

Respectfully  submitted, 

John  M.  Galbraith,  M.D.,  Chairman 
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Liaison  with  Veterans  Administration 


To  the  House  of  Delegates,  Gentlemen: 

The  Subcommittee  on  Liaison  with  the 
Veterans  Administration,  of  the  Economics 
Committee,  consists  of  the  following: 

Herbert  H.  Bauckus,  M.D.,  Chairman . . Erie 

James  L.  Palmer,  M.D Broome 

On  May  16,  1966,  Dr.  S.  A.  Frankenthaler, 
clinic  director  of  the  Veterans  Administration 
Regional  Office,  252  Seventh  Avenue,  New  York, 
New  York,  addressed  a communication  to  the 
Medical  Society  of  the  State  of  New  York  to 
renegotiate  our  Letter  of  Agreement  with  the 
Veterans  Administration  for  the  period  be- 
ginning July,  1,  1966,  and  ending  June,  30,  1967. 

It  was  recommended  that  the  conversion 
factor  for  items  9014,  9051,  9052,  in  “MEDI- 
CINE” section  of  the  Veterans  Administration 
Fee  Schedule,  be  increased  to  $5.00  which 
applies  to  all  services  in  the  “MEDICINE” 


Labor  Health  Facilities 

To  the  House  of  Delegates,  Gentlemen: 

The  following  is  the  report  of  the  Special 
Committee  on  Labor  Health  Facilities. 

The  committee  members  are  as  follows: 
William  H.  Foege,  M.D.,  Chairman 


New  York 

Theodore  Rosenthal,  M.D New  York 

Louis  Venet,  M.D New  York 


During  the  past  year  the  Special  Committee 
on  Labor  Health  Facilities  was  gratified  to  see 
the  fruition  of  its  efforts  toward  the  inclusion 
of  the  labor  health  centers  in  the  Medical 
Directory  of  the  Medical  Society  of  the  State  of 
New  York.  Various  individuals  connected 
with  labor  health  centers  have  expressed  their 
satisfaction  that  these  institutions  are  accorded 
this  degree  of  recognition  and  agree  that  this 
represents  a first  step  in  achieving  greater 
harmony  between  organized  medicine  and 
organized  labor. 

As  suggested  in  the  last  report,  a beginning 
has  been  made  in  offering  educational  opportu- 
nities to  the  physicians  who  are  on  the  staffs  of 
the  labor  health  centers.  With  the  assistance 
of  the  United  States  Public  Health  Service  and 
under  the  auspices  of  the  Medical  Society  of 
the  State  of  New  York,  a course  in  mammog- 
raphy was  arranged  for  the  staff  members  of 
the  labor  health  centers.  This  was  given  at  a 
convenient  time  in  a central  location,  the  Coun- 
cil Chambers  of  the  Medical  Society  of  the 
State  of  New  York,  and  was  attended  by  a 
representative  number  of  staff  physicians 
who  felt  that  they  might  benefit  by  this  op- 
portunity. 


section. 

Your  chairman  instructed  that  a letter  be 
sent  to  Dr.  Frankenthaler  that  the  continua- 
tion of  our  Letter  of  Agreement  be  extended. 
This  was  confirmed  in  a letter  of  July  8,  1966, 
by  Mr.  George  P.  Farrell. 

There  have  been  no  complaints  brought  to  the 
attention  of  your  committee  during  the  past 
year. 

We  are  indebted  to  the  chairman  of  the 
Commission  on  Medical  Services,  Walter  Scott 
Walls,  M.D.,  and  Carl  R.  Ackerman,  M.D., 
chairman  of  the  Economics  Committee,  for 
their  support. 

The  subcommittee  expresses  appreciation 
to  Mr.  George  P.  Farrell  for  his  assistance. 

Respectfully  submitted, 

Herbert  H.  Bauckus,  M.D.  Chairman 


A new  statistical  questionnaire  has  been 
circulated  to  bring  up  to  date  our  previous 
statistics  on  the  activities  of  the  labor  health 
centers,  which  showed  that  an  impressive  pro- 
portion of  medical  care  was  rendered  by  these 
agencies. 

The  committee  has  been  approached  by 
several  of  the  centers  to  act  as  an  intermediary 
in  obtaining  information  regarding  operational 
policy  from  all  of  the  centers  with  the  view  of 
establishing  uniformity  in  all  of  the  clinics. 
The  committee  expressed  its  entire  willingness 
to  cooperate  in  this  venture  and  has  begun  work 
on  the  project. 

One  labor  leader  recently  announced  his 
intention  to  sponsor  a new  inquiry  into  the 
cost  and  quality  of  medical  care  obtained 
through  labor  organizations.  The  committee 
offered  its  help  in  the  projected  investigation. 
The  offer  was  cordially  received  and  we  now 
await  future  developments. 

With  these  small  beginnings  the  committee  is 
finding,  at  least  in  our  area,  an  increasing  spirit 
of  cooperation  with  organized  labor  and  a 
gradual  increase  in  the  recognition  that  organized 
medicine  and  organized  labor  have  many  prob- 
lems in  common  which  can  be  solved  only 
through  mutual  understanding  and  cooperation. 
The  committee  will  continue  to  bend  its  efforts 
to  the  furtherance  of  this  feeling  and  the 
eventual  solution  of  the  common  problems  of 
medicine  and  labor. 

Respectfully  submitted, 

William  H.  Foege,  M.D.,  Chairman 
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Nursing 


To  the  House  of  Delegates,  Gentlemen: 

The  membership  of  the  Committee  on  Nurs- 
ing is  as  follows: 

Vincent  J.  Tesoriero,  M.D.,  Chairman 


Kings 

Frank  Albert  Baumann,  M.D. . . Broome 

Douglas  S.  Damrosch,  M.D. . . New  York 

Milton  Gordon,  M.D Suffolk 

David  L.  Koch,  M.D Seneca 

John  F.  Prudden,  M.D New  York 


During  the  past  year  the  Committee  on 
Nursing  has  held  three  meetings  and  also  has 
met  three  times  with  representatives  of  the 
New  York  State  Nurses  Association  and  the 
Hospital  Association  of  New  York  State. 

Nursing  Education.  The  committee  has 
expressed  its  support  of  the  concept  of  improv- 
ing the  professional  status  of  the  nurse  and  its 
opinion  that  medicine  and  nursing  have  a com- 
mon goal,  good  patient  care,  and  that  anything 
that  diverts  either  profession  from  this  goal  will 
widen  the  gap  between  them  to  the  detriment 
of  the  patient.  The  committee  is  very  much 
concerned  about  the  implications  of  the  trends 
in  nursing  education  and  on  June  30,  1966, 
with  the  approval  of  the  Council,  sent  the 
following  letter  to  the  deans  of  medical  schools 
in  New  York  State: 

The  Committee  on  Nursing  of  the  Medical  Society 
of  the  State  of  New  York  would  like  to  express  to 
you  and  to  the  deans  of  all  of  the  medical  schools  in 
this  State  its  deep  concern  for  the  implications  of  new 
directional  trends  in  nursing  education.  We  do  this 
because  the  present  trends  in  nursing  education  are 
being  set  (in  large  measure)  by  the  university-based 
nursing  schools.  Many  of  these  schools  are  under 
the  administrative  supervision  of  the  dean  of  the 
medical  school  or  they  are  part  of  his  area  of  responsi- 
bility by  virtue  of  his  position  as  a vice-president  of 
the  university  in  charge  of  medical  affairs.  And  even 
if  a dean  has  no  direct  responsibility  for  the  school  of 
nursing,  his  influence  in  his  university  is  necessarily 
the  most  powerful  in  all  matters  relating  to  medical 
affairs.  This  being  the  case,  we  would  respectfully 
urge  the  deans  of  all  medical  schools  in  New  York 
State  to  exercise  their  influence  strongly  towards  a 
most  careful  appraisal  of  the  present  and  future  re- 
sults of  the  trends  which  the  university  nursing 
schools  have  set  in  motion,  with  particular  reference 
to  the  adequacy  of  the  future  care  of  the  acutely  ill 
patient. 

We  realize  that  many  factors  have  contributed  to 
the  present  desire  of  nursing  educators  to  develop 
nursing  into  a truly  learned  profession  cooperating 
with  the  medical  and  other  health  professions,  but  as 
an  equal  rather  than  a subservient  profession.  We 
are  completely  in  sympathy  with  the  insistence  of 
nursing  educators  that  hospitals  make  better  use  of 
their  professional  skill  by  seeking  new  ways  to  relieve 
them  of  burdensome  nonprofessional  duties.  We 
are  in  favor  of  their  hopes  of  developing  nursing 
education  in  areas  which  have  formerly  received  far 
less  emphasis  than  the  bedside  care  of  the  hospitalized 
patient.  And  we  realize  that  these  drives  have  been 
motivated  at  least  in  part  by  the  past  sins  of  the 
medical  profession  and  of  hospital  administrators  in 
the  exploitation  of  nurses  and  nursing  students  in 


many  of  the  tasks  traditionally  expected  and  re- 
quired of  them.  Nonetheless,  we  are  dismayed  to 
see  indications  that  nursing  education  trends  are 
opening  larger  gaps  in  the  care  of  the  acutely  ill.  In 
a laudable  concern  for  the  emotional  and  sociological 
needs  of  the  sick,  such  a high  priority  has  been  given 
to  these  needs  that  nursing  education  is  out  of  bal- 
ance. This  imbalance  creates  in  nursing  students  a 
major  preoccupation  with  the  patients’  emotional 
problems,  and  at  the  same  time  fosters  an  attitude 
almost  of  impatience  toward  the  more  basic  need  for 
attention  to  the  physical  requirements  of  acutely  ill 
patients.  This  situation  would  be  tolerable,  or  per- 
haps even  desirable,  if  at  the  same  time  nursing 
education  were  developing  a new  group  of  individuals 
committed  to  and  skilled  in  the  art  and  the  science  of 
nursing  the  severely  ill.  On  the  contrary,  the  un- 
fortunate tendency  is  now  to  regard  all  this  as  purely 
technical,  and  to  regard  those  who  provide  this  kind 
of  care  as  technicians  at  a level  below  that  of  the 
true  professional.  This  imbalance  in  emphasis  will 
not  create  a desire  on  the  part  of  young  people  to 
embark  on  this  kind  of  a career.  This  kind  of  sub- 
servience is  quite  as  abhorrent  to  those  dedicated  to 
the  bedside  care  of  the  sick  as  subservience  to  the 
physician  is  to  nursing  educators. 

We  think  the  proposal  that  “education  for  those 
who  work  in  nursing  should  take  place  in  institutions 
of  learning  within  the  general  system  of  education”* 
is  a poorly  defined  goal.  We  believe  that  before 
nursing  education  can  logically  be  delegated  to  col- 
leges and  junior  colleges,  it  is  necessary  to  develop 
much  greater  expertise  in  nursing  education  in  these 
institutions  than  they  currently  possess,  especially 
knowledge  and  expertise  in  the  integration  of  theory 
and  practice.  But  at  a more  fundamental  level,  we 
consider  it  highly  questionable  at  best  to  establish 
the  nursing  curriculum  in  settings  remote  from  the 
only  area  in  which  nursing  competence  in  the  care  of 
the  acutely  ill  patient  can  be  achieved.  This  is  and 
must  remain  the  hospital.  We  cannot  help  feeling 
that  nursing  is  moving  in  a direction  quite  opposite 
to  that  in  which  medicine  has  moved  ever  since  the 
celebrated  Flexner  Report — towards  greater  and 
greater  oportunity  for  the  student  of  medicine  to  do 
that  which  he  is  learning  under  competent  direction. 
And  why  has  this  concept  of  student  contact  with  the 
patient  gained  strength  through  the  years?  Because 
it  has  been  recognized  that  it  is  medicine’s  responsi- 
bility to  insure  the  physician’s  technical  competence. 
This  concept  has  therefore  become  not  only  the  basic 
guideline  for  instruction  in  the  clinical  years  of  all 
good  medical  schools,  but  it  has  also  produced  the 
entire  elaborate  proliferation  of  the  internship  and 
residency  system.  What  would  we  think  of  anyone 
who  proposed  taking  medical  students,  interns,  and 
residents  away  from  their  patients  in  order  to  give 
them  “education  ...  in  institutions  of  learning  within 
the  general  system  of  education”?  We  believe  that 
nursing  has  a responsibility  to  the  public  for  the 
technical  competence  of  their  graduates  just  as  medi- 
cine does. 

Therefore,  while  we  readily  admit  that  there  were 
and  are  inferior  diploma  schools  in  some  of  our  hos- 
pitals, it  seems  clear  that  the  premium  placed  upon 
degrees,  and  in  particular  the  emphasis  placed  upon 
the  community  college  has  often  resulted  in  the  for- 
feiture of  a sound  education  in  a good  hospital  school 

* From  the  American  Nursing  Association  “Position 
Paper.” 
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of  nursing  in  favor  of  a smattering  of  nursing  educa- 
tion, a smattering  of  post-high  school  academic 
education  (frequently  of  questionable  merit),  an 
A.A.  degree,  and  virtually  no  technical  competence 
at  all.  These  hospitals,  having  been  divested  of 
their  nursing  schools,  and  with  their  nursing  faculties 
off  to  other  pursuits,  are  now  facing  the  problem  of 
how  to  train  their  young  A.A.  graduate  to  the  point 
where  they  can  assume  the  kind  of  responsibility 
required  of  a hospital  nurse. 

The  American  Nursing  Association  deplores  the 
fact  that  “more  than  three  fourths  of  the  curriculum 
in  the  majority  of  schools  continue  to  focus  on  the 
nursing  of  patients  who  are  acutely  ill  and  hos- 
pitalized, yet  more  than  90  per  cent  of  persons  under 
health  care  are  neither,”  and  goes  on  to  say  that 
“nursing’s  past,  changing  patterns  of  education,  ad- 
vances in  science  and  technology,  and  changes  in  the 
health  problems  of  man  all  affect  the  practice  of 
nursing,  professional  and  technical.”  All  of  this  is, 
of  course,  true.  We  do  need  more  health  professionals 
who  are  prepared  to  address  themselves  to  the  needs 
of  patients  who  are  not  in  hospitals  and  not  acutely 
ill. 

But  we  do  not  need  fewer  nurses  who  are  prepared 
to  care  for  those  who  are  acutely  ill  and  in  hospitals! 
Indeed,  we  need  many  more  than  we  have  now. 
These  patients  are  the  human  beings  who  need  the 
nurse  most,  just  as  they  need  the  physician  most. 
If  nursing  is  to  gain  the  stature  to  which  it  aspires,  it 
must  realize  that  it  can  never  do  so  by  neglect  of  the 
very  center  of  its  responsibility. 

We  are  not  opposed  to  nursing  education  being 
conducted  in  part  in  “institutions  of  learning,”  but 
we  believe  that  the  educational  activities  of  many  of 
the  hospitals  of  the  country  are  superior  (in  terms  of 
the  proper  objectives  of  the  education  of  a NURSE) 
to  those  of  a significant  percentage  of  institutions 
which  enjoy  the  favor  of  nursing  educators.  The 
aim  might  better  be  twofold — to  build  upon  the 
competence  already  existing  in  our  hospital  schools, 
and  at  the  same  time  to  initiate  a gradual  participa- 
tion of  colleges  and  junior  colleges.  They  could 
then  develop  the  kind  of  integrated  theory  and  prac- 
tice which  the  best  of  the  hospital  schools  have 
achieved.  It  is  interesting  with  regard  to  this 
point  to  note  the  fact  that  even  in  our  university 
nursing  programs,  it  is  the  university  hospital  rather 
than  the  university  itself  that  serves  as  the  principal 
and  proper  locus  of  nursing  education. 

Finally,  although  we  of  course  concede  the  right  of 
the  nursing  profession  to  present  its  point  of  view 
strongly  before  the  public,  we  believe  that  it  is  time 
that  medicine  did  likewise.  We  do  so  now,  not  be- 
cause we  wish  to  block  the  legitimate  aspirations  of 
our  nursing  colleagues,  but  out  of  our  sense  of  re- 
sponsibility. We  do  ask  our  nursing  colleagues  to 
remember  that  while  nursing  can  and  should  be 
independent  in  the  presentation  of  its  distinctive 
point  of  view,  and  in  the  demonstration  of  a proper 
concern  for  the  dignity  of  its  members,  it  cannot  be 
independent  in  the  practice  of  nursing.  This  is 
necessarily  so  when  so  much  of  what  the  nurse  does 
is  the  result  of  medical  evidence,  medical  decisions, 
medical  research,  and  medical  value  judgments.  It 
is  the  physician  who  bears  the  ultimate  responsibility 
for  the  safety  of  human  beings  under  our  laws,  and 
properly  so.  The  fundamental  role  of  the  nurse 
must  necessarily  be  to  help  the  patient  receive  the 
care  which  has  been  decided  upon  by  the  physician. 
This  she  can  do  with  great  skill,  knowledge,  and 
compassion.  But  she  cannot  responsibly  assume 
other  roles  at  the  expense  of  her  own  unique  area  of 
public  service. 

We  hope  that  you,  as  one  of  the  men  responsible  for 
the  over-all  direction  of  health  education  in  this 


country,  will  review  this  problem  in  depth  in  your 
university  in  the  immediate  future.  We  believe  that 
strong  guidance  is  necessary  to  correct  a spreading 
misconception  which  threatens  the  care  of  the  acutely 
ill  patient  across  the  entire  nation. 

Sincerely  yours, 

Vincent  J.  Tesoriero,  M.D.,  Chairman 

Copies  of  this  letter  were  sent  to  the  New 
York  State  Nurses  Association,  the  Hospital 
Association  of  New  York  State,  and  the  Amer- 
ican Medical  Association’s  Committee  on  Nurs- 
ing. A letter  dated  November  2,  1966,  from 
W.  Benson  Harer,  M.D.,  chairman  of  the  AMA’s 
Committee  on  Nursing,  states  “The  entire  mat- 
ter of  the  American  Nursing  Association’s 
position  paper  on  nursing  education  has  been 
studied  by  the  committee.  As  a result  of  its 
discussion,  the  [AMA]  Committee  on  Nursing 
has  taken  the  following  position:  “Supports  in 
principle  all  nationally  approved  patterns  of 
nurse  education  today.” 

The  Hospital  Association  of  New  York  State 
approved  the  following  statement  on  September 
15,  1966: 

POSITION  STATEMENT  ON  NURSING 
EDUCATION 

The  following  statement  was  drafted  by  the  Com- 
mittee on  Nursing  with  the  advice  of  nursing  per- 
sonnel from  around  the  State,  and  formally  ap- 
proved by  the  Association’s  Board  of  Trustees  at  its 
September  15,  1966,  meeting  in  Albany. 

The  Hospital  Association,  recognizing  that  nurs- 
ing is  broadening  the  scope  of  its  technical  and 
professional  activities,  has  formulated  this  state- 
ment for  the  benefit  of  school  guidance  counsellors. 
The  Association  is  acting  in  its  role  as  spokesman  for 
the  hospitals  of  New  York  State,  which  constitute 
the  major  group  of  employers  of  professional  nurses. 

The  nursing  profession,  in  statements  issued  by  its 
professional  society  and  by  prominent  individuals, 
has  made  pronouncements  regarding  trends  in  nurs- 
ing education  which  hospitals  feel  are  not  in  the  best 
interests  of  the  patients  they  serve.  These  state- 
ments— to  the  effect  that  education  for  those  who 
work  in  nursing  should  take  place  in  institutions  of 
learning  within  the  general  system  of  education— 
would  result  in  the  closing  of  hospital-based  schools 
of  professional  nursing. 

Hospitals  feel  the  statements  are  ill-timed  and  ill- 
based.  They  do  not  believe  in  shifting  all  profes- 
sional nurse  education  to  the  college  campus.  They 
believe  that  hospital  schools  have  a highly  important 
and  permanent  role  to  play  in  the  education  of 
nurses. 

Hospital  schools  have  historically  graduated  most 
of  the  professional  nurses  and  today  still  provide 
about  70  per  cent  of  all  graduates.  They  will  con- 
tinue to  do  so  for  the  indefinite  future,  partly  be- 
cause of  tradition,  but  more  importantly  because 
hospitals  and  physicians  feel  that  the  hospital-school 
graduate  receives  an  education  and  training  superior 
to  that  received  in  collegiate  programs  in  terms  of 
hospital  nursing.  This  superiority  derives  from  a 
continual  integration  of  theory  and  practice,  as 
opposed  to  the  emphasis  on  theory  at  the  expense  of 
practice  which  is  typical  of  most  collegiate  programs. 

The  New  York  State  Nurses  Association 
recently  forwarded  the  following  memorandum: 
“The  New  York  State  Nurses  Association,  in 
accepting  the  concepts  enunciated  in  the  position 
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paper  of  the  American  Nurses  Association, 
recognizes  its  responsibility  to  provide  the 
direction  and  guidance  for  the  implementation 
of  the  position  in  New  York  State. 

“The  Association’s  Committee  on  Education 
constructed  a blueprint  for  the  orderly  transi- 
tion of  nursing  education  in  New  York  State. 
This  was  approved  by  the  Association’s  Board 
of  Directors  and  is  now  presented  for  action. 
We  are  pleased  to  enclose  ten  copies  of  ‘A 
Blueprint  for  the  Education  of  Nurses  in  New 
York  State’  for  the  use  of  the  State  Medical 
Society’s  Committee  on  Nursing.  [These  have 
been  sent  to  members  of  the  committee.  ] The 
cooperation  of  the  Committee  in  its  future 
implementation  will  be  essential  to  its  success. 

“Because  of  the  tremendous  importance  of 
the  ‘Blueprint,’  it  will  appear  in  the  January 
issue  of  the  New  York  State  Nurse  in  its  entirety. 
Reprints  can  then  be  made  available  upon 
request.” 

It  is  expected  that  nursing  education  will 
continue  to  be  discussed  at  meetings  of  the 
committee  and  joint  meetings  with  representa- 
tives of  the  Hospital  Association  and  the  Nurses 
Association  during  the  coming  year.  We  feel 
that  discussion  and  collaboration  rather  than 
independent  action  should  be  fostered  and 
that  nursing  education  is  the  concern  of  physi- 
cians. 

Survey  of  Use  of  Joint  Position  State- 
ments. A survey  of  hospitals  in  New  York 
State  regarding  the  implementation  of  the  Joint 
Position  Statements  issued  by  the  Committee 
on  Nursing  of  the  Medical  Society  of  the  State 
of  New  York,  the  New  York  State  Nurses 
Association,  and  the  Hospital  Association  of 
New  York  State  was  made  during  the  summer 
months.  The  answers  to  the  questionnaire 
were  tabulated  by  the  Hospital  Association  as 
follows: 


SUMMARY  OF  FINDINGS 
Questionnaires 

Number  sent  out  373 

Number  returned  181 

Per  cent  returned  48 . 5 

Question  1:  Does  your  hospital  have  a specific 

committee  which  meets  to  deal  with  problems 
related  to  medical  and  nursing  practices  for  which 


there  are  overlapping  responsibilities'? 

Yes  82 

No  96 

No  answer  3 

Total  number  of  hospitals  reporting  181 

Question  1A:  What  is  its  composition ? (Re- 


plies show  committee  compositions  by  cate- 


gorial  representation.) 

Medicine,  nursing,  administration  48 

Medicine,  nursing,  administration,  de- 
partment heads  9 

Medicine,  nursing  9 

Medicine,  nursing,  surgery  4 

Medicine  4 

Medicine,  nursing,  adminstration,  surgery  3 


Medicine,  nursing,  governing  board  2 

Medicine,  nursing,  adminstration,  gov- 
erning board  1 

Medicine,  administration,  governing 
board  1 

Medicine,  administration  1 


Total  number  of  hospitals  reporting  82 
Question  IB:  How  often  does  it  meet? 


Once  every  week  2 

Once  every  two  weeks  1 

Once  every  month  36 

Once  every  two  months  8 

Once  every  three  months  11 

Once  every  six  months  2 

Infrequently  16 

No  answer  6 


Total  number  of  hopsitals  reporting  82 

Question  1C:  Have  you  utilized  the  Joint  Posi- 

tion Statements? 

Yes  58* 

No  15 

No  answer  9 


Total  number  of  hospitals  re- 
porting 82 

*It  is  interesting  to  note  that  in  addition  to 
the  58  affirmative  replies  recorded  here,  there 
were  13  additional  affirmative  replies  to  Question 
1C  from  hospitals  that  do  not  have  a Medical- 
Nursing  Practices  Committee. 


Question  ID:  What  controversial  procedures 

have  come  before  this  committee ? 

The  answers  received  for  this  question  were 
so  varied  that  any  attempt  to  categorize  them 
would  result  in  decreasing  their  validity.  In 
all,  66  different  procedures,  issues,  and  problems 
were  identified. 

Those  mentioned  most  frequently  are: 

1.  Closed  chest  cardiac  resuscitation 

2.  Insertion  of  intravenous  catheters 

3.  Administration  of  medications 

4.  Administration  of  anesthesia  during  labor 

5.  Administration  of  investigational  drugs 

Sixteen  hospitals  reported  that  no  contro- 
versial procedures  had  come  before  their  com- 
mittees. 


Question  2:  If  your  hospital  does  not  have  a 

specific  committee  to  deal  with  such  problems, 
how  do  you  resolve  medical-nursing  practices 
problems? 


Executive  committee  of  the  medical 
staff 

Meetings  of  standing  committees 
Informal  meetings  of  administration, 
nursing,  medicine 

Informal  meetings  of  individuals  con- 
cerned 

Meeting  of  chief  of  staff  and  director  of 
nursing 

Meeting  of  the  medical  staff 
Director  of  nursing 
Chief  of  the  medical  staff 
Administrator 


14 

14 

14 

12 

11 

10 
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Question  3:  Comments. 

The  following  are  some  typical  comments 
about  the  Medical-Nursing  Practices  Commit- 
tees: 

1.  “Worthwhile  committee — shows  great 
promise.” 

2.  “Small  hospitals  do  not  have  a need  of 
formal  mechanisms  such  as  a Medical-Nursing 
Practices  Committee.” 

3.  “Helps  to  solve  problems  before  they 
become  critical.” 

4.  “Improves  mutual  understanding.” 

The  following  are  some  typical  comments 
about  the  Joint  Position  Statements: 

1.  “These  Statements  give  direction  to  our 
Medical-Nursing  Practices  Committee.” 

2.  “The  Statements  caused  the  formation  of 
our  Medical-Nursing  Practices  Committee.” 

3.  “Would  it  be  possible  to  arrange  for  a 
triplicate  mailing  of  the  Statements,  one  each 
to  the  administrator,  president  of  the  staff,  and 
the  director  of  nursing?” 

Position  Statements — 1966.  The  follow- 
ing position  statements  were  approved  during 
the  year  at  joint  meetings  of  the  committee  with 
representatives  of  the  Nurses  Association  and 
the  Hospital  Association: 

Insertion  of  Intravenous  Catheters.  It  is  agreed 
that,  when  ordered  by  a physician,  the  insertion 


of  intravenous  catheters  is  a procedure  that  can 
be  performed  by  a professional  nurse  qualified 
by  special  training  and  experience  in  the  tech- 
nics involved. 

It  is  to  be  noted  that  this  does  not  include  a 
vein  cutdown. 

It  is  further  agreed  that  a nurse  not  so  trained 
is  legally  obligated  to  refuse  to  do  such  a pro- 
cedure. 

Vaginal  and  Rectal  Examinations  on  Patients 
in  Labor.  A properly  trained  nurse  may  be 
permitted  to  do  rectal  examinations  on  patients 
in  labor  in  the  absence  of  the  obstetrician  in 
order  to  determine  the  progress  of  labor.  This 
committee,  however,  disapproves  a nurse’s 
doing  a vaginal  examination. 

Electric  and  Drug  Shock  Therapy.  Since 
electric  and  drug  shock  therapy  is  attended  by 
the  possibility  of  severe  complications  and 
reactions,  a nurse  should  not  administer  this 
treatment  unless  the  attending  physician  is  at 
the  bedside. 

At  the  September,  1966,  meeting  of  the  Coun- 
cil the  Committee  on  Nursing  was  made  a part 
of  the  Commission  on  Standards  of  Medical 
Care,  Waring  Willis,  M.D.,  chairman. 

Respectfully  submitted, 

Vincent  J.  Tesoriero,  M.D.,  Chairman 


Continuing  Education 

To  the  House  of  Delegates,  Gentlemen: 

The  Committee  on  Continuing  Education 
consists  of  the  following  members: 

Franklyn  B.  Amos,  M.D.,  Chairman  Albany 

Marvin  L.  Bloom,  M.D Erie 

Richard  D.  Eberle,  M.D Onondaga 

Robert  Lee  Patterson,  Jr.,  M.D.  New  York 
Theodore  J.  Prowda,  M.D.. Oneida 

Actions  on  Resolutions  from  the  House 
of  Delegates. 

Resolution  64-44.  This  pertains  to  the  up- 
dating of  medical  education  for  all  physicians 
which  was  passed  by  the  House  of  Delgates  in 
1964  and  referred  to  the  Committee  on  Con- 
tinuing Education  for  further  study  and  im- 
plementation. Currently  a study  is  being 
conducted  in  association  with  the  Board  of 
Medical  Examiners,  the  State  Education 
Department,  and  the  Office  of  Professional 
Education,  New  York  State  Health  Department, 
of  the  amount  of  continuing  education  which 
physicians  take.  This  is  being  obtained  on  a 
questionnaire  included  with  registration  for 
1967-1968. 

The  information  will  be  coded,  punched  on 
cards,  and  transferred  to  electronic  tape  from 
which  information  will  be  taken  to  determine 
the  amount  of  continuing  education  now  taken 
by  physicians. 


Resolutions  65-7  and  65-47.  Resolutions 
65-7,  “Establishment  of  Standards  for  Surgical 
Technicians,”  and  65-47,  “Need  for  College 
Training  of  Medical  Technologists  or  Doctor’s 
Aides”: 

The  Community  College  Health  Careers 
Project  developed  by  a committee  chaired  by 
the  Associate  Commissioner  for  Higher  and 
Professional  Education,  State  Education  De- 
partment, and  which  included  the  Deputy  Com- 
missioner of  Health  of  the  State  Health  Depart- 
ment has  recently  reported  the  results  of  a 
State-wide  curriculum  study  of  a need  for  and 
development  of  programs  for  training  techni- 
cians for  the  health  field.  It  is  anticipated  that 
these  curricula  will  be  incorporated  in  the  two- 
year  community  college  programs.  They  in- 
clude 11  identified  health  tehnicians  but  recog- 
nize that  there  are  many  more.  One  of  the 
1 1 identified  programs  is  for  surgery  technicians. 

The  report  of  this  committee  has  been  ac- 
cepted by  the  State  University  of  New  York, 
and  steps  are  now  being  taken  to  develop 
the  proposed  courses.  The  report  identifies 
the  need  for  qualified  teachers  and  the  critical 
shortage  of  such  teachers.  It  is  anticipated 
that  these  curricula  will  be  developed  as  rapidly 
as  faculty  permits. 

The  above  was  reported  to  the  Executive 
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Vice-President  and  was  accepted  by  the  Council 
on  June  24,  1966. 

Resolution  65-30  and  66-43.  Report  on  this 
resolution  was  submitted  to  the  Executive  Vice- 
President  in  June  as  follows: 

In  the  preamble  of  this  resolution  there  are 
three  “whereases.” 

1.  States  a prediction  of  an  increasing  short- 
age of  physicians.  This  “whereas”  is  supported 
by  voluminous  material  which  has  appeared  in 
various  publications. 

2.  This  “whereas”  states  that  there  is  no 
prospect  of  marked  increase  of  medical  school 
graduates  in  the  immediate  future.  There  is 
an  increasing  number  of  graduates  of  medical 
schools  but  published  material  confirms  that  this 
increase  is  not  consistent  with  the  increase  in 
population. 

3.  This  “whereas”  is  somewhat  indefinite 
but  when  it  is  related  to  the  following  resolutions 
it  seems  to  indicate  that  a larger  percentage  of 
graduates  should  enter  private  practice. 

The  resolution  itself  is  rather  vague  and  the 
accompanying  report  of  the  reference  committee 
chairman  merely  indicates  that  a study  be 
conducted.  Both  the  resolution  and  the  chair- 
man’s recommendation  would  seem  to  be  on  the 
premise  that  physicians  should  not  enter  re- 
search. This  premise  is  not  supported  by  the 
“whereases”  nor  by  material  to  which  I have 
access.  In  fact,  there  is  great  emphasis  at  the 
present  time  on  research  into  many  of  our  dis- 
eases. 

I believe  this  resolution  should  be  referred 
back  to  the  Bronx  County  Medical  Society 
for  (1)  factual  support  of  the  “whereases”  and 
the  suggestion  incorporated  in  the  resolution 
and  (2)  clarification  of  what  is  meant  by  the 
resolution. 

Recommendation  for  Establishment  of 
Committee  on  Health  Manpower.  Three  of 
the  four  above  resolutions  dealt  with  the  subject 
of  health  manpower  rather  than  with  continuing 
medical  education.  Other  resolutions  and  the 
reports  of  other  committees  under  the  Com- 
mission on  Public  Health  and  Education 
identified  health  manpower  as  a major  concern 
of  the  Society.  There  has  been  consensus 
that  the  health  manpower  problem  is  not  only 
serious  but  in  some  instances  critical.  There 
has  been  much  supporting  evidence  that  any 
major  forward  steps  in  several  of  the  health 


programs  of  concern  to  the  Society  rest  with 
not  only  adequate  numbers  but  the  adequate 
use  of  physicians,  paramedical  personnel,  and 
health  technicians. 

Therefore,  it  was  suggested  through  the  chair- 
man of  the  Commission  on  Public  Health  and 
Education  that  a Committee  on  Health  Man- 
power be  appointed.  This  recommendation 
has  been  transmitted  to  the  Council  for  its  action. 

Meeting  of  Committee.  Only  one  meeting 
of  the  committee  was  held  during  the  year. 
The  major  recommendation  resulting  from  this 
meeting  was  that  a staff  was  needed  to  supple- 
ment the  committee’s  action  and  activities  in 
developing  and  forwarding  a complete  plan 
for  continuing  education  for  the  physicians 
throughout  the  State.  Recommendation  was 
made  that  grant  support  be  sought  from  the 
State  Health  Department,  the  Public  Health 
Service,  drug  companies,  or  other  sources, 
including  contributions  from  the  Society  to 
provide  a staff  through  the  Empire  State 
Medical,  Scientific  and  Educational  Founda- 
tion, Inc.  This  recommendation  was  trans- 
mitted to  the  Director  of  Scientific  Activities. 

Sigmoidoscope  Demonstration  Teaching 
Project.  A project  has  been  developed  over  the 
past  two  years  to  provide  instruction  to  physi- 
cians in  the  diagnosis  of  cancer  of  the  lower 
bowel,  including  the  technic  of  sigmoidoscopy. 
Request  for  funding  of  this  project  in  the  amount 
of  approximately  $60,000  each  year  for  a three- 
year  period  was  submitted  to  the  Cancer 
Control  Division  of  the  Public  Health  Service. 
The  project  was  developed  by  a joint  committee 
representing  the  Committee  on  Continuing 
Education,  the  Committee  on  Cancer,  the  Com- 
mission on  Public  Health  and  Education,  the 
American  Cancer  Society,  the  New  York  State 
Academy  of  General  Practice,  and  the  New 
York  State  Health  Department.  There  were 
many  meetings  with  representatives  of  the 
Public  Health  Service  during  the  development 
of  the  project  request. 

The  request  was  approved  and  funded  ef- 
fective July  1,  1966.  A project  director  has 
been  selected  and  the  teaching  project  will 
begin  in  the  Syracuse  area  shortly  after  Jan- 
uary 1,  1967. 

Respectfully  submitted, 

Franklyn  B.  Amos,  M.D.,  Chairman 
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Maternal  and  Child  Welfare 

To  the  House  of  Delegates,  Gentlemen: 

The  Committee  on  Maternal  and  Child 
Welfare  is  comprised  of  the  following  members: 
Edward  C.  Hughes,  M.D.,  Chairman 


Onondaga 

Alfred  E.  Fischer,  M.D New  York 

Robert  M.  George,  M.D Oneida 

George  J.  Lawrence,  Jr.,  M.D Queens 

Curtis  J.  Lund,  M.D Monroe 

E.  Jurgens  Plotz,  M.D Albany 

Clyde  L.  Randall,  M.D Erie 

Olaf  J.  Severud,  M.D Otsego 


The  Committee  on  Maternal  and  Child 
Welfare  has  continued  to  survey  and  analyze 
the  maternal  deaths  and  other  deaths  associated 
with  pregnancy  during  the  past  year  and  wishes 
to  submit  the  following  annual  report. 

The  report  not  only  contains  the  results  of  the 
analysis  of  the  maternal  deaths,  but  also 
includes  the  yearly  report  of  the  Central  New 
York  Maternal  and  Perinatal  Mortality  Study 
which  is  another  function  of  the  Maternal  and 
Child  Welfare  Committee. 

A total  of  765  maternal  deaths  are  now  re- 
corded on  the  punch  card  system  used  by  the 
committee.  Maternal  deaths  are  listed  ac- 
cording to  county  and  hospital.  Analysis  of 
the  official  maternal  mortalities  and  other 
deaths  associated  with  pregnancy  in  1965 
was  made  from  case  reports  submitted  to  the 
committee  by  the  regional  obstetric  consultants 
and  from  death  certificates.  The  New  York 
State  Bureau  of  Maternal  and  Child  Health 
has  provided  the  committee  with  the  following 


data  for  1964  and  1965: 

1964*  1965 t 

Live  births  351,390  336,605 

Fetal  deaths  7,092  6,693 

Maternal  deaths  124  144 

Maternal  mortality 

rate  3.5  4.2 


Our  analysis  is  based  on  132  official  maternal 
mortalities  and  on  55  deaths  associated  with 
pregnancy  or  the  puerperal  period,  as  shown  in 
Tables  I,  II,  and  III.  Since  this  report  was 
prepared,  additional  case  reports  have  been 
received  from  the  regional  obstetric  consultants, 
and  we  anticipate  that  all  of  the  case  reports 
will  be  submitted  before  the  end  of  1966. 
It  will  be  observed  that  the  maternal  death 
rate  has  increased  during  the  past  year  from 
3.5  to  4.2  per  10,000  live  births  and  fetal  deaths. 

This  year  several  new  obstetric  and  pediatric 
consultants  have  been  appointed  to  the  com- 
mittee. They  are  as  follows:  Region  5 — 

Manuel  J.  Pearl,  M.D.,  Obstetrics;  Region  6 — 
Peter  Pulrang,  M.D.,  Pediatrics;  Region  7 
James  Crossley,  M.D.,  Obstetrics;  Region  10 — 
Allan  Law,  M.D.,  Obstetrics;  and  Region  10 — 
Frank  Disney,  M.D.,  Pediatrics. 

The  committee  has  considered  enlarging  the 
function  of  the  committee  to  attempt  an  analysis 

* Per  10,000  live  births  and  fetal  deaths 
t provisional  data 


TABLE  I.  Official  maternal  mortalities  1965  death 
certificate  diagnosis 


Death 

Certif-  Case 
icate  Study  Total 


Abortions 

Criminal  abortion  13 

Spontaneous  abortion  1 

Septic  abortion  6 

Incomplete  abortion  2 

Infected  abortion  2 

Induced  abortion, 

method  unspecified  3 

Induced  incomplete 

abortion  1 

Induced  abortion  with 

hemorrhage  2 

Induced  septic 
abortion,  method 
unspecified  9 

Self-induced  abortion  1 

Postabortal  tetanus  1 

Ectopic  pregnancies 

Ruptured  ectopic  6 

Ectopic  pregnancy  with 
infection  1 

Toxemias  of  pregnancy 

and  similar  conditions 
Toxemia  of  pregnancy  1 

Preeclampsia  1 

Eclampsia  5 

Puerperal  eclampsia  2 

Acute  fatty  necrosis  of 

the  liver  1 

Hepatorenal  failure  1 

Renal  failure  1 

Chronic  glomerulo- 
nephritis 0 

Other  causes 

Abruptio  placentae  2 

Placenta  previa  0 

Retained  placental 

tissue  1 

Anesthetic  reaction  1 

Acute  cardiac  failure  1 

Pulmonary  embolism  4 

Puerperal  pulmonary 

embolism  6 

Amniotic  fluid 

embolism  3 

Obstetric  shock  after 

cesarean  section  1 

Delivery  complicated 
by  disproportion  or 
fetal  malpresenta- 
tion  2 

Bacteremic  shock  1 

Thrombophlebitis  1 

Puerperal  phlebitis  4 

Rupture  of  the  uterus  6 

Cervical  laceration 

with  hemorrhage  1 


0 

0 

0 

1 

1 

0 

0 

0 


0 

0 

0 

0 

0 


0 

2 

2 

0 

0 

0 

0 

1 

1 

2 

0 

0 

0 

0 

0 

1 

0 


0 

0 

0 

0 

0 

0 


13 

1 

6 

3 

3 

3 

1 

2 


9 

1 

1 

6 

1 


1 

3 

7 

2 

1 

1 

1 

1 

3 
2 

1 

1 

1 

4 

6 

4 

1 


2 

1 

1 

4 

6 

1 
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Inversion  of  the  uterus  0 

Intraperitoneal  hemor- 
rhage due  to 

afibrinogenemia  1 

Postpartum  hemor- 
rhage due  to  atonia  3 
Postpartum  hemor- 
rhage due  to 

afibrinogenemia  1 

Postpartum  hemor- 
rhage, cause  un- 
specified 2 

Postpartum  uterine 

inertia  1 

Puerperal  cerebral 

hemorrhage  3 

Puerperal  sepsis  4 

Delivery  without 
mention  of 

complications  1 

Cause  of  death,  un- 
known 5 

Totals  115 


1 

0 

2 

0 

0 

0 

1 

2 

0 

0 

17 


1 

1 

5 

1 


2 


1 

4 
6 

1 

5 

132 


of  the  perinatal  mortalities  in  Upstate  New 
York  similar  to  the  maternal  mortality  study. 
This  problem,  of  course,  is  far  more  extensive, 
and  plans  are  being  prepared  whereby  such  a 
program  can  be  instituted.  Early  in  the  year 
the  committee  called  a meeting  of  the  obstetric 
and  pediatric  consultants  to  discuss  the  pos- 
sibilities of  extending  the  present  study.  A 
similar  meeting  is  being  planned  for  the  near 
future  to  complete  the  program  which  has 
already  been  tested  by  the  Central  New  York 
Maternal  and  Perinatal  Mortality  Committee. 
This  committee  has  studied  the  perinatal 
deaths  which  have  been  reported  from  27 
hospitals  from  the  regions  surrounding  Syra- 
cuse. These  hospital  records  have  been  copied 
by  photostatic  methods  in  most  hospitals  and 
sent  to  the  central  committee  for  their  critical 
analysis.  The  analyses  have  been  carried  out  by 
Ferdinand  J.  Schoeneck,  M.D.,  and  Merton  C. 
Hatch,  M.D.  These  cases  are  recorded  in  a 
ledger  and  the  data  are  placed  on  punch  cards. 
A total  of  1,263  case  reports  have  been  studied 
by  the  committee.  A report,  based  on  the 
Potter  classification,  has  been  appended  to  this 
report  (Table  IV). 

The  most  frequent  causes  of  death  seemed  to  be 
associated  with  anoxia  related  to  maternal 
complications  such  as  abruptio  placentae, 
anesthesia  difficulties,  toxemia  of  pregnancy, 
and  prolonged  labor.  Prematurity  continued 
to  be  the  leading  cause  of  perinatal  mortality. 
In  this  respect,  the  incidence  of  these  cases  has 
increased  slightly  in  the  past  few  years. 

Meetings  with  obstetricians,  pediatricians, 
anesthesiologists,  general  practitioners,  and 
pathologists  have  been  held  in  cities  in  these 
regions.  They  were  well  attended  and  good 
discussions  took  place.  These  meetings,  under 
the  direction  of  Dr.  Hatch,  will  be  continued 
and  extended.  The  committee  is  hoping  that  a 
similar  program  can  be  initiated  in  all  regions  in 


TABLE  II.  Deaths  associated  with  pregnancy  and 


occurring  in  the  puerperium  (not  official  maternal 
mortalities) 

Causes 

Death 

Cer- 

tif- 

icate 

Case 

Study 

Total 

Acute  leukemia 

0 

1 

1 

Acute  yellow  atrophy  of 

the  liver 

0 

1 

1 

Anesthetic  reaction, 

spinal 

0 

1 

1 

Acute  pancreatitis 

1 

0 

1 

Automobile  accidents 

2 

1 

3 

Brain  tumors 

Astrocytoma 

1 

0 

1 

Glioblastoma 

3 

0 

3 

Type  undetermined 

3 

0 

3 

Cardiac  diseases 

Cardiac  disease  with 
maligant  hyper- 

tension 

1 

0 

1 

Cardiac  disease, 

hypertensive 

1 

0 

1 

Congenital  malforma- 

tion  of  the  heart 

1 

0 

1 

Chronic  rheumatic 

fever 

1 

0 

1 

Cardiac  disease, 

functional 

1 

0 

1 

Type  undetermined 

3 

0 

3 

Carcinoma  of  the  breast 

with  metastases 

2 

0 

2 

Carcinoma  of  the  ovary 

with  metastases 

1 

0 

1 

Cerebral  hemorrhage 
Complications  due  to  non- 

5 

0 

5 

therapeutic  surgical 

procedure 

1 

0 

1 

C horiocar  cinoma 

0 

1 

1 

Chronic  nephritis 

1 

0 

1 

Diabetes  mellitus 

2 

0 

2 

Epilepsy 

1 

0 

1 

Gonococcal  infection  with 

peritonitis 

1 

0 

1 

Malignant  neoplasm, 

type  undetermined 

1 

0 

1 

Lupus  erythematosus 

1 

0 

1 

Pulmonary  edema,  cause 

undetermined 

1 

0 

1 

Sarcoma 

Mandible  with 

metastases 

1 

0 

1 

Leg  with  metastases 

1 

0 

1 

Skull  with  metastases 

1 

0 

1 

Sickle  cell  anemia 

2 

0 

2 

Cause  of  death  unknown 

9 

1 

10 

Totals 

49 

6 

55 

Upstate  New  York.  The  plan  will  need  the 
aid  of  the  obstetric  and  pediatric  consultants, 
and  members  of  the  following  organizations: 
district  health  officers,  representatives  of  the 
American  College  of  Obstetricians  and  Gyne- 
cologists, American  Academy  of  Pediatrics, 
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TABLE  III.  Age  distribution 


Age  Groups 
(Years) 

Totals 

<20 

22 

20  to  25 

41 

26  to  30 

39 

31  to  35 

42 

36  to  40 

31 

40  > 

12 

American  Academy  of  General  Practice,  and 
members  of  the  county  medical  societies. 

Research.  Basic  research  of  the  biochem- 
istry of  the  placenta,  endometrium,  and  the 
fetus  has  continued.  The  biochemistry  of  the 
placenta  still  remains  a mystery  to  the  clinician 
and  biochemist.  There  is  evidence  that  carbo- 
hydrate metabolism  is  deranged  in  the  placenta 
of  the  toxemic,  diabetic,  premature,  and  Rh- 
sensitized  placentae.  Although  the  enzymes 
related  to  the  carbohydrate  metabolism  are 


only  slightly  changed  in  their  activity,  the  total 
storage  of  glycogen  is  increased.  This  altera- 
tion is  reflected  in  the  fetus  of  these  patients 
where  the  glycogen  content  of  the  fetal  liver  is 
decreased  almost  to  zero.  This  decreased 
storage  affects  the  survival  rate  of  the  fetus 
after  birth.  This  is  particularly  true  in  the 
diabetic  patient.  A summary  of  these  com- 
parisons is  being  prepared  for  publication. 

The  chromosome  constitution  of  the  cells  of 
the  placenta  is  also  being  studied  in  vitro  in 
normal  and  abnormal  patients.  Some  ir- 
regularities of  the  chromosome  content  are 
being  observed  in  some  placentae. 

This  research  is  being  conducted  by  Dr. 
Tiiu  Csermely  and  Dr.  Albert  Rubulis  with 
laboratories  in  the  Upstate  Medical  Center 
under  the  personal  supervision  of  the  chairman 
of  the  Maternal  and  Child  Welfare  Committee. 
We  are  fortunate  to  have  these  facilities  to 
carry  out  these  experiments. 

Respectfully  submitted, 

Edward  C.  Hughes,  M.D.,  Chairman 


TABLE  IV.  Analysis  of  1,263  perinatal  deaths  by  Potter  classification* 


Causes 


Totals 


Causes 


Totals 


Malformations  153 

10  Brain  and  spinal  cord  68 

11  Heart  and  blood  vessels  30 

12  Lungs  and  trachea  5 

13  Stomach,  intestine,  including 

tracheo-esophageal  fistulas  4 

14  Kidneys,  bladder,  and  organs  of 

reproduction  6 

15  Skeleton  1 

16  Skin  and  muscle  1 

17  Tumors  0 

18  Inborn  errors  of  metabolism  2 

19  More  than  1 potentially  lethal 

malformation  35 

1 X Other  (mongoloid)  1 

Trauma  38 

20  No  autopsy:  symptoms  inter- 

preted as  trauma  7 

21  Cranial  cavity:  hemorrhage 

from  laceration  of  tentorium 

cerebelli  or  vein  of  Galen  5 

22  Cranial  cavity:  subdural 

hematoma  4 

23  Cranial  cavity:  other  20 

Intraventricular  3 

Hematoma,  right  lateral 
ventrical  1 

Fresh  peripontile  hemorrhage  1 
Cerebral  edema  1 

Subarachnoid  hemorrhage  7 

Cerebral  hemorrhage  4 

Unknown  3 

24  Spinal  cord:  hemorrhage  or 

laceration  0 

25  Adrenal:  gross  hemorrhage  0 

26  Liver:  gross  hemorrhage  1 

27  Other:  rupture  of  uterus  1 

Anoxia  731 

30  Abruptio  placentae  200 

31  Placenta  previa  39 

32  Cord  prolapse  43 

33  Cord  knots  and  entanglement  81 

34  Maternal  hypotension  2 


* Potter,  E.  L.:  Pathology  of  the  Fetus  and  Infant,  2nd 

ed.,  Chicago,  Year  Book  Medical  Publishers,  Inc.,  1961. 


35  Anesthesia  0 

36  Shoulder  dystocia  3 

37  Delayed  delivery  of  after- 

coming head  2 

38  Prolonged  labor  2 

39  Other  causes  137 

Criminally  induced  abortion  1 
Maternal  heart  disease  2 

Incompetent  cervix  2 

Preeclampsia  3 

Eclampsia  4 

Toxemia  of  pregnancy  5 

Chronic  hypertensive  disease  1 
Maternal  adrenal  in- 
sufficiency 1 

Excessive  sedation  late  in 

labor  1 

Accidental  fall  1 

Diabetes  mellitus  18 

Carcinoma  of  cervix  1 

Rupture  of  uterus  1 

Double  uterus  1 

Abdominal  pregnancy  1 

Uterine  malformation  1 

Placental  insufficiency  21 

Placental  infarction  24 

Circumvallate  placenta  1 

Rupture  of  marginal  sinus  4 

Placental  accreta  4 

Placental  necrosis  3 

Placental  degeneration,  un- 
known 1 

Placental  pathology  1 

Hematoma  of  placenta  1 

Infarction  and  fibrosis  of 

placenta  1 

Undetermined  placental 

pathology  1 

Torsion  of  cord  2 

Infarcted  umbilical  cord  2 

Atresia  of  umbilical  cord  1 

Occult  prolapse  of  cord  1 

Occlusion  of  cord  vessels  3 

Velamentous  insertion  of 

cord  1 
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Causes 


Totals 


Causes 


Totals 


Anomaly  of  cord  1 

Twisted  umbilical  cord  3 

Prolapse  of  arm  1 

Aspiration  1 

Fetal  narcosis  1 

Anoxia  due  to  intrauterine  1 

Aspiration  of  amniotic  fluid  4 

Polyhydramnios  of  unexplained 
etiology  1 

Blood  incompatability  1 

Transverse  presentation  2 

Pneumomediastinum  1 

Anoxia  1 

Unknown  3 


71  Hydrops  without 

erythroblastosis 

72  Liver  necrosis,  cirrhosis,  etc., 

without  known  cause 

73  Diffuse  pulmonary  hemorrhage 

without  known  cause 

74  Other 
Iatrogenic  causes 

80  Craniotomy  or  other  destruc- 

tive operation  on  living  fetus 

81  Delivery  for  maternal  cause 

prior  to  viability 

No  pathologic  state  at  autopsy  with  or 
without  possible  maternal  factors  and 


Fetal  infection  of  intrau- 
terine origin 

Undetermined  type  of  fetal 
infection 
Unknown 
Blood  dyscrasias 

50  ABO  erythroblastosis 

Rh  erythroblastosis  with  fetal 
hydrops 

Rh  erythroblastosis  with 
kemicterus 

Rh  erythroblastosis  without 
hydrops  or  kemicterus 
Hemorrhagic  disease 
Leukemia 

Anemia  from  other  than  above 
causes 

Abnormal  pulmonary  function 

60  Genera] ized  atelectasis  with 
hyaline  membrane 
Generalized  atelectasis  without 
hyaline  membrane 
Mild  hyaline  membrane  with- 
out other  recognizable  cause 
of  death 


51 

52 

53 

54 

55 

56 


61 


62 


Conceptuses  not  included  as  fetal  or 
neonatal  deaths 


3X 

Unknown  cause 

222 

not  elsewhere  classifiable 

Infection 

44 

90 

No  known  maternal  factor 

15 

40 

Lungs,  probably  intrauterine 

16 

91 

Toxemia  of  pregnancy 

2 

41 

Lungs,  probably  extrauterine 

5 

92 

Glomerulonephritis 

0 

42 

Intestine,  stomach,  or 

93 

Pyelocystitis 

0 

esophagus 

1 

94 

Diabetes  mellitus 

3 

43 

Heart  or  blood  vessels 

1 

95 

Heart  disease,  symptomatic 

0 

44 

Kidneys  or  bladder 

0 

96 

Preceding  accident 

0 

45 

Brain  or  meninges 

5 

97 

Preceding  operation 

0 

46 

Bone,  muscle,  or  skin 

0 

98 

Over  301  days  gestation  with- 

47 

Umbilicus 

2 

out  other  complications 

0 

48 

Generalized,  bacterial 

7 

99 

Other 

4 

49 

Generalized,  viral 

2 

No  pathologic  state  at 

4 X 

Syphilis 

1 

autopsy 

i 

4y 

Other 

4 

Multiple  pregnancy 

3 

Other 

70 


Kemicterus  not  due  to 
erythroblastosis 


XO 

Fetus,  with  or  without 

chorionic  vesicle,  normal 
nonmacerated 

25 

91 

XI 

Fetus,  with  or  without  cho- 

1 

rionic  vesicle,  normal  mac- 
erated 

14 

19 

X2 

Fetus,  with  or  without  cho- 

rionic  vesicle,  malformed 

12 

(regardless  of  state  of 
preservation) 

2 

56 

X3 

Chorionic  vesicle,  intact,  with 

1 

absent  or  rudimentary 

i 

X4 

embryo 

Chorionic  vesicle,  ruptured, 

0 

i 

without  embryo  or  fetus 

0 

137 

X5 

Villii,  with  or  without  decidua 

0 

X6 

Decidua  only 

0 

49 

X 7 

Hydatidiform  mole 

0 

X 8 

Ectopic  pregnancy 

0 

87 

Total  cases 
Autopsy  diagnosis 

376 

1,263 

1 

Confirmed  clinical  diagnosis 
Unconfirmed  clinical 

405 

3 

diagnosis 

460 

Not  classified 

22 

24 


41 


Rural  Medical  Service 

To  the  House  of  Delegates,  Gentlemen: 

The  Committee  on  Rural  Medical  Service  is 
comprised  of  the  following  members: 

Edward  C.  Hughes,  M.D.,  Chairman 


Onondaga 

LaVeme  Campbell,  M.D Cayuga 

Irwin  Felsen,  M.D Allegany 

Thurston  L.  Keese,  M.D Onondaga 

Hugh  M.  McChesney,  M.D Oswego 

James  J.  Quinlivan,  M.D Albany 


The  Committee  on  Rural  Medical  Service 
has  continued  to  make  plans  for  a compre- 
hensive program  for  study  and  solution  of 
health  manpower  and  medical  service  in  rural 
New  York  State.  The  chairman  and  some  of 


the  members  of  the  committee  have  visited 
various  areas  of  the  State  where  physician 
shortage  exists  and  discussed  the  problem  with 
citizens  of  these  areas.  The  committee  has 
found  that  the  citizens  of  these  areas  are 
anxious,  apprehensive,  and  even  adamant 
because  they  do  not  have  adequate  physician 
coverage.  The  public  is  seeking  good  medical 
care  as  a citizen’s  right  and  not  as  a luxury 
or  privilege.  Many  rural  areas  already  have 
citizens’  committees,  well  organized,  attempting 
to  obtain  physicians  for  their  respective  areas. 
We  were  impressed  by  the  local  enthusiasm,  by 
the  forcefulness  of  their  demands  and  hopes, 
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but  concerned  with  the  widespread  nature  of 
this  (lack  of  medical  care)  problem. 

Study  Grant.  This  year  the  committee  was 
fortunate  to  obtain  a grant  of  $50,000  with  the 
possibility  of  renewal  for  another  year  from  the 
Avalon  Foundation.  The  committee  is  grateful 
for  the  support  of  Mr.  Hamilton,  president  of 
the  Foundation,  and  the  board  of  trustees  for 
granting  this  sum  of  money  to  the  committee. 
The  grant  was  given  to  the  Empire  State 
Medical,  Scientific  and  Educational  Foundation. 

The  specific  aims  of  the  study  are  to  deter- 
mine the  following: 

1.  The  present  distribution  of  physicians 
and,  specifically,  the  areas  in  acute  need  of  a 
physician. 

2.  The  present  demand  for  physicians  in 
communities  of  the  State  with  a population 
under  25,000. 

3.  The  future  needs  of  medical  manpower 
in  these  areas. 

4.  The  available  medical  facilities  in  the 
rural  areas. 

5.  The  attitudes  of  rural  citizens  concerning 
their  needs  and  expectations  with  regard  to 
medical  care. 

6.  The  reactions  and  attitudes  of  physicians 
in  these  areas  regarding  present  and  future 
medical  needs. 

Proposed  Plan.  The  committee  proposes 
to  conduct  a pilot  study  in  three  different  and 
distinct  areas  of  the  State.  Each  area  reflects  a 
slightly  different  medical  need,  primarily  be- 
cause of  its  geographic  relationship  to  large 
urban  centers.  In  two  of  the  areas  medical 
facilities  are  not  locally  available,  and  in  the 
third  medical  services  are  inadequate.  The 
pilot  study  will  allow  the  committee  to  test 
certain  instruments  for  evaluation  of  the  kinds  of 
medical  service  and  manpower  available  in  the 
areas  and  set  up  methods  and  procedures  which 
may  increase  possibilities  of  improving  medical 
coverage.  The  pilot  approach  will  also  enable 
the  researchers  to  make  any  modifications  in 
technics  before  embarking  on  a large  scale 
survey. 

After  the  instruments  have  proved  to  be 
valid,  the  second  step  in  the  study  is  to  make  a 
comprehensive  survey  of  larger  areas,  the 
sampling  consisting  of  one  to  four  counties 
identifying  available  medical  service,  patient 
concentration,  distance  to  obtain  medical  care, 
economic  and  cultural  resources,  hospital  and 
laboratory  facilities,  and  related  health  services 
(such  as  nursing  homes,  and  so  forth) . 

The  third  step  of  the  study  is  to  collate  and 
analyze  the  data  obtained  in  each  area.  This 
information  will  enable  us  to  make  specific 
recommendations  regarding  types  of  medical 
services  needed  in  the  area,  necessary  changes 
in  education  beginning  at  the  medical  school 
level,  and  alteration  of  the  present  concept  of 
medical  practice  in  rural  and  semirural  areas  of 
the  State. 

Three  instruments  and  questionnaires  have 
been  designed  by  the  committee  to  survey  the 


areas : 

1.  The  “physicians’  questionnaire”  will 

determine  the  medical  needs,  present  and 
future,  from  the  professional  perspective.  It  is 
hoped  that  all  physicians  will  give  then-  hearty 
cooperation  and  support. 

2.  The  “people’s  questionnaire”  should 

reflect  their  attitudes,  desires,  and  needs  re- 
garding medical  care  and  service.  We  are  con- 
cerned with  the  public’s  idea  of  what  “good” 
medical  care  is  and  should  be;  not  with  the 
intention  of  satisfying  an  ideal,  but  in  fact 
approximating  necessary  but  presently  lacking 
adequate  medical  services. 

3.  The  third  instrument  is  designated  as  the 

“citizens’  committee  questionnaire.”  The  rea- 
sons for  independently  administering  this 

instrument  to  a citizens’  committee  are:  (a) 

This  group  is  usually  well  organized.  (6) 

They  are  closely  attuned  to  the  problems  of  the 
community,  the  needs,  and  so  forth,  (c)  They 
very  often  reflect  community  leadership  and  as 
such  act  as  important  catalysts  in  solving  com- 
munity problems. 

Progress.  The  project  is  well  on  its  way. 
The  staff  members  are  A.  Geno  Andreatta,  a 
cultural  anthropologist  with  several  years  ex- 
perience working  in  a medical  school  setting, 
Mrs.  Karen  Engle  with  experience  in  interview- 
ing, and  Miss  Donna  Spencer,  a secretary. 
Other  personnel  with  experience  in  interviewing 
and  survey  analysis  will  be  added  as  project 
demands  increase. 

The  following  progress  has  been  accomplished: 

1.  The  committee  reviewed  the  literature 
concerning  surveys  made  elsewhere  in  the 
country.  We  would  appreciate  receiving  com- 
ments, suggestions,  and  reports  of  undocumented 
studies  currently  underway  by  other  researchers. 

2.  A brief  survey  of  communities  under 
5,000  in  population  in  four  counties  has  been 
made,  and  it  has  revealed  the  severity  of  the 
problem,  and  the  willingness  and  enthusiasm  of 
the  people  in  these  counties  to  participate  in  the 
project. 

3.  The  three  instruments  described  above 
have  been  prepared  for  initial  testing  and  a 
preliminary  evaluation  has  been  completed  on 
the  people’s  questionnaire. 

4.  The  committee  has  held  several  meetings 
in  different  areas  of  the  State  with  members  of 
the  organized  citizens’  committees  and  physi- 
cians in  these  areas. 

The  committee  is  hopeful  that  by  such  a 
thorough  study,  conducted  on  three  levels  of 
community  organization  and  in  three  distinct 
areas,  a plan  of  action  may  be  proposed  to  the 
Medical  Society  of  the  State  of  New  York  and 
other  educational  institutions  interested  in 
alleviating  and  solving  the  problems  of  health 
manpower  and  medical  service  shortage. 

We  cordially  and  urgently  invite  the  coopera- 
tion of  physicians  throughout  the  State. 

Respectfully  submitted, 

Edward  C.  Hughes,  M.D.,  Chairman 
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What  Goes  On 


To  the  House  of  Delegates,  Gentlemen: 

The  What  Goes  On  publication,  which  con- 
tained more  than  1,500  notices  of  meetings, 
lectures,  teaching  days,  and  postgraduate 
lectures  during  1966,  now  has  a circulation  of 
49,700.  This  includes  37,857  physicians  in  New 
York  State  and  8,854  physicians  in  New  Jersey; 
921  osteopaths  in  the  two  states;  and  1,656 
persons  in  allied  fields,  such  as  hospitals,  li- 
braries, medical  schools,  newspapers,  medical 
writers,  and  others.  In  addition  to  this,  we 
mail  multiple  copies  of  the  booklet  each  month 
to  other  state  medical  societies,  other  What  Goes 
On  offices  throughout  the  country,  academies  of 
medicine  and  science,  television  and  radio 
science  writers,  and  so  on. 

During  the  summer  months  Lederle  ap- 
proached us  with  the  suggestion  that  we  cut 
down  our  summer  issues  by  combining  May  and 
June  and  July  and  August,  making  a total  of 
ten  issues  in  1967  instead  of  the  usual  twelve. 
Beginning  with  the  January  issue  we  changed 
our  publication  date  from  the  15th  to  the  first 
of  the  month.  We  retained  our  15th-of-the- 
month  deadline  but  will  allow  a six-weeks  period 
in  the  hope  that  the  booklet  will  be  in  the  hands 
of  the  physicians  well  before  the  first  listing  in 
the  issue,  thereby  allowing  time  to  plan  at- 
tendance at  the  meetings. 

The  director  of  scientific  activities  from  the 
California  Medical  Association  spent  about  three 
hours  in  our  office  gathering  information  about 
starting  a What  Goes  On  publication  in  Cali- 
fornia. They  published  their  first  booklet  in 
October,  1966. 

During  the  past  year  we  have  received  many 
letters  and  telephone  calls  from  persons  who 
wish  to  express  their  appreciation  to  the  Medical 
Society  of  the  State  of  New  York  for  the  service 
offered  to  them  by  this  publication.  The  fol- 
lowing comments  are  excerpts  taken  from  some 
of  the  letters: 

“Your  cooperation  has  been  sincerely  ap- 
preciated by  Harry  J.  Alvis,  M.D.,  associate 
dean  for  continuing  medical  education,  and  other 
deans  and  teachers  in  our  Medical  School 
(State  University  of  New  York  at  Buffalo). 
You  may  like  to  know  that  for  Heart  Teaching 
Day  and  Trends  in  Internal  Medicine,  October 

Prize  Essays 

To  the  House  of  Delegates,  Gentlemen: 

The  Special  Committee  on  Prize  Essays  con- 
sists of  the  following: 

Alfred  A.  Angrist,  M.D.,  Chairman . . Queens 


Benjamin  G.  Dinin,  M.D Westchester 

David  Kimball  Miller,  M.D Erie 


It  was  the  consensus  of  the  members  of  the 
Prize  Essays  Committee  that  no  prize  be  offered 
this  year  pending  the  determination  of  some 


3 to  7,  almost  every  seat  in  the  auditorium  in 
South  Building  was  filled.  Sometimes  all 
seats  were  taken  and  the  late-coming  residents 
had  to  stand  along  the  back  wall.  A fine  sight 
to  see,  largely  thanks  to  you.”  A professor  at 
Columbia  University  College  of  Physicians  and 
Surgeons  wrote,  “What  Goes  On  is  one  of  your 
most  useful  publications.  I have  lent  my  copy 
to  a temporary  visitor  and  colleague  [who]  will 
take  advantage  of  the  feast  you  offer.”  The 
director  of  alumni  relations  and  development  of 
Cornell  University  Medical  College  wrote, 
“The  hundreds  of  our  alumni  in  New  York 
State  will  be  grateful  for  seeing  [an  announce- 
ment] in  What  Goes  On.” 

Rutgers,  the  State  University  of  New  Jersey, 
professor  and  chairman  of  the  Department  of 
Medicine,  had  this  to  say  in  his  letter,  “I 
appreciate  your  extending  to  me  this  service,  and 
on  the  basis  of  my  initial  examination  of  the 
bulletin,  I assure  you  that  several  members  of 
my  department  will  make  excellent  use  of  this 
material  in  the  future.”  The  administrative 
assistant  of  the  Albany  Medical  College  of 
Union  University,  wrote:  “Thank  you  so  much 
for  extending  your  deadline  for  us.  We  do  feel 
that  your  publication  is  important  for  our 
promotions  and  we  would  not  like  to  miss  your 
issue.” 

Among  our  readers  are  several  from  foreign 
countries;  we  mail  copies  regularly  to  Canada, 
Brazil,  Argentina,  and  Saudi  Arabia.  Also 
on  our  mailing  lists  is  a physician  in  St.  Thomas. 

We  are  pleased  to  report  that  Lederle  Labora- 
tories has  again  renewed  its  purchase  order, 
through  J.  Richard  Burns,  Esq.,  our  assistant 
executive  vice-president  and  director,  Business 
Division,  for  advertising  space  for  the  year  1967. 

A booth  was  maintained  by  What  Goes  On 
at  our  convention  in  February,  1966.  Many 
physicians  stopped  long  enough  to  fill  out  a short 
questionnaire.  We  plan  to  do  this  again  at  our 
1967  convention  and  hope  that  many  more  of 
you  will  take  a few  minutes  to  give  us  your  sug- 
gestions and  comments. 

Respectfully  submitted, 

Norman  S.  Moore,  M.D.,  Director 
Division  of  Scientific  Activities 


matters  of  policy  in  this  regard. 

This  recommendation  of  the  committee  was 
approved  by  the  Council  at  its  meeting  on 
November  17,  1966.  Consequently,  no  prize 
essay  contest  has  been  held. 

Respectfully  submitted, 

Alfred  A.  Angrist,  M.D.,  Chairman 
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Publication 


To  the  House  of  Delegates,  Gentlemen: 

The  Publication  Committee  consists  of  the 
following  members: 

George  Himler,  M.D.,  Chairman.  New  York 


Philip  J.  Cantor,  M.D Kings 

Clarke  T.  Case,  M.D Oneida 

Reid  R.  Heffner,  M.D Westchester 

Granville  W.  Larimore,  M.D Albany 


William  Hammond,  M.D.,  Editor 

Westchester 

Henry  I.  Fineberg,  M.D.,  Adviser.  . . Queens 

During  1966,  your  Publication  Committee 
met  twice,  on  March  23  and  October  27,  and 
also  conducted  business  by  means  of  a mail 
ballot.  At  each  meeting  reports  were  pre- 
sented by  the  editor,  the  business  manager,  the 
comptroller,  and  the  managing  editor,  and  your 
committee  continued  its  responsibility  for  super- 
vising the  State  Medical  Society’s  official 
publication,  the  New  York  State  Journal  of 
Medicine,  published  semimonthly. 

The  operations  of  the  New  York  State 
Journal  of  Medicine  have  progressed 
smoothly  and  without  major  upheaval  during 
the  past  year.  The  keen  judgment  exhibited 
by  the  editor,  William  Hammond,  M.D.,  con- 
tinues to  be  a major  factor  in  the  high  quality 
and  readability  of  the  Journal.  It  should  be 
noted,  parenthetically,  that  his  erudition  and 
prowess  in  the  field  of  medical  literature  have 
been  recognized  by  another  organization,  the 
American  Medical  Writers’  Association,  which 
he  served  as  president  during  1966. 

The  managing  editor,  Miss  Alvina  Rich  Lewis, 
currently  treasurer  of  the  aforementioned 
AMWA,  supervises  the  production  of  successive 
issues  with  apparently  unruffled  serenity  in  spite 
of  continuing  harassment  by  the  stork  of  new- 
comers on  the  editorial  staff.  In  the  future  a 
low  nubility  index  may  become  a prerequisite 
for  employment  in  this  department.  Undis- 
mayed by  these  distractions,  the  faithful  and 
competent  Journal  staff,  led  by  the  doughty 
Miss  Lewis,  unfailingly  produces  issues  of  a 
degree  of  technical  excellence. 

The  editorial  content  of  the  Journal  has 
not  been  increased  significantly  over  that  of  last 
year  in  spite  of  the  fact  that  advertising  income 
has  been  somewhat  higher.  The  report  of  the 
business  manager  will  set  forth  the  details  of  in- 
come and  expenditures,  but  it  may  be  well  to 
give  some  general  figures  here.  In  November, 
1966,  the  time  of  this  writing,  anticipated  gross 
biffing  for  advertising  is  $290,000,  as  compared 
to  $239,000  last  year,  for  an  increase  of  about 
$50,000. 

On  the  other  hand,  increased  production  costs 
have  somewhat  more  than  offset  this  gain  so 
that  the  Journal  will  just  about  break  even  this 
year.  It  is  planned  to  increase  rates  on  display 
advertising  in  1968  to  meet  the  upward  trend  of 
costs  which,  of  course,  has  been  general. 

While  the  increase  in  advertising  income  has 


not  been  startling  in  magnitude,  it  is  neverthe- 
less encouraging  and  reflects  the  enthusiasm  and 
industry  of  Mr.  Joseph  Mullaney,  our  sales 
representative.  There  is  still  manifest  re- 
luctance on  the  part  of  many  companies  to 
resume  advertising  in  state  journals,  but  at 
least  the  decline  seems  to  have  bottomed  out. 

By  maintaining  the  previously  adopted 
minimum  ratio  of  30  per  cent  advertising  matter 
to  70  per  cent  editorial  material,  it  has  been 
possible  to  continue  to  operate  in  the  black  and 
still  produce  issues  that  are  not  too  thin.  This 
latter  factor  is  essential  to  maintain  the  prestige 
of  the  Journal,  on  which  advertising  income 
ultimately  depends. 

The  Business  Division  has  continued  to  seek 
the  services  of  an  associate  sales  representative 
to  share  the  burden  with  Mr.  Mullaney  but  has 
not  yet  been  successful  in  finding  the  right  per- 
son for  the  job.  Although  the  importance  of 
another  staff  member  in  this  department  is 
recognized,  experience  indicates  that  it  is  equally 
important  to  be  certain  of  the  qualifications  and 
motivations  of  the  person  who  is  retained. 
Efforts  will  continue  in  this  direction. 

Editor’s  Report  (William  Hammond, 
M.D.).  During  1966  the  New  York  State 
Journal  of  Medicine  was  published  twice  a 
month,  on  the  1st  and  the  15th,  for  a total  of  24 
issues.  Special  issues  included  the  January  1 
Convention  Issue;  June  1,  Minutes  of  the  1966 
MSSNY  House  of  Delegates;  September  1, 
Minutes  of  the  Special  Session,  MSSNY  House 
of  Delegates;  June  15  and  December  15, 
Semiannual  Indexes. 

For  1966  the  total  number  of  pages,  including 
covers,  was  3,302,  of  which  874.5  were  ad- 
vertising pages,  including  covers,  and  2,427.5 
were  text  pages,  including  covers.  Of  these 
text  pages,  415  were  devoted  to  MSSNY  mat- 
ters. Excluding  these,  the  ratio  of  editorial 
pages  to  advertising  pages  was  69  per  cent  edi- 
torial to  31  per  cent  advertising. 

As  of  the  date  of  this  report,  541  manuscripts 
have  been  submitted,  of  which  309  were  ac- 
cepted, 160  rejected,  215  referred,  33  returned 
for  revision,  and  the  remainder  are  still  under 
consideration. 

A total  of  316  manuscripts  were  published, 
representing  the  work  of  444  authors.  These 
included  submitted  manuscripts,  annual  meet- 
ing papers,  and  solicited  departmental  material, 
as  follows:  scientific  articles  133,  case  reports 
68,  clinicopathologic  conferences  16,  special 
articles  12,  Recent  Advances  in  Medicine  and 
Surgery  12,  Correlation  Conferences  in  Radi- 
ology and  Pathology  11,  Nutrition  Excerpts  5, 
Clinical  Anesthesia  Conferences  12,  Billsbord  11, 
History  of  Medicine  9,  Medical  Arts  and  Letters 
7,  Proceedings  of  New  York  Allergy  Society  4, 
Brief  Preliminary  Reports  6,  and  Abstracts  of 
Proceedings  of  New  York  Society  for  Thoracic 
Surgery  2. 
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Again  and  again  through  the  year  we  receive 
letters  and  telephone  calls  from  authors  ex- 
pressing their  satisfaction  with  the  manner  in 
which  then-  manuscripts  have  been  published 
and  amazement  at  the  world-wide  readership  of 
the  Journal  as  indicated  by  the  letters  and  re- 
print requests  they  have  received.  To  quote 
from  one  of  these:  . I feel  quite  strongly 

that  your  relatively  small  staff  did  just  as  well 
and  in  certain  aspects  performed  superior  to 
some  of  the  national  journals  in  which  I have 
had  the  privilege  to  publish  articles.  You  might 
be  interested  in  knowing  that  the  response  to 
these  articles  has  been  marvelous.  I have  re- 
ceived, thus  far,  over  300  requests  for  reprints 
including  50  or  60  from  continents  other  than 
North  America.  This  certainly  taught  me  that 
the  distribution  of  the  Journal  is  more  far 
reaching  than  I might  have  anticipated. 
Thank  you  once  again  for  this  very  pleasurable 
experience.” 

Twenty  advance  copies  of  the  Journal  are 
provided  to  the  Division  of  Communications 
for  distribution  to  science  writers,  many  of 
whom  use  articles  from  the  Journal  in  their 
news  stories  and  columns.  The  number  of  re- 
quests to  quote,  reprint,  summarize,  abstract, 
and  use  tables  or  illustrations  increases  each 
year. 

We  have  introduced  into  the  Journal  ab- 
stracts of  the  proceedings  of  the  New  York 
Society  for  Thoracic  Surgery.  This  is  an  elite 
group  who  have  been  in  the  forefront  of  this 
field  for  fifty  years.  These  abstracts  will  be  as 
important  in  their  way  as  the  material  we  pub- 
lish from  the  diabetes,  allergy,  and  anesthesi- 
ology societies.  It  speaks  well  for  the  Journal 
that  this  group  has  chosen  to  use  the  Journal 
to  communicate  their  investigations  to  medical 
readers. 

In  May  your  editor  visited  medical  schools 
and  members  of  the  Editorial  Council  upstate, 
in  Buffalo,  Rochester,  Syracuse,  Ithaca,  and 
Albany,  with  excellent  interest  and  cooperation 
from  all. 

Redway  Medal.  The  fifth  annual  Laurance 
D.  Redway  Award  for  Medical  Writing,  es- 
tablished in  memory  of  the  late  editor  of  the 
Journal,  was  presented  at  the  1966  House  of 
Delegates  to  Norman  A.  Harvey,  M.D.,  of 
Glens  Falls,  for  his  series  of  three  articles  on 
“Cybernetic  Applications  in  Medicine,”  which 
appeared  in  the  issues  of  March  15,  April  1,  and 
April  15,  1965.  The  sixth  annual  award  will 
be  presented  at  the  1967  House  of  Delegates. 

Distinguished  Service  Awards.  Carrying  out 
a procedure  inaugurated  at  the  1965  House  of 
Delegates,  awards  for  “distinguished  service  to 
the  New  York  State  Journal  of  Medicine” 
were  presented  at  the  1966  House  of  Delegates. 
President  Waring  Willis  presented  scrolls  to 
Daphne  A.  Roe,  M.D.,  Ithaca,  “for  the  ex- 
cellence of  the  section,  Nutrition  Reports”; 
to  Michael  S.  Bruno,  M.D.,  and  William  B. 
Ober,  M.D.,  New  York  City,  “for  their  dedi- 
cated work  in  presenting  on  a regular  schedule 
the  clinicopathologic  conferences”;  and  to 
Norman  S.  Moore,  M.D.,  Ithaca,  “for  his  long 


and  continuous  service.  ...  No  member  of  the 
Medical  Society  of  the  State  of  New  York  has  a 
longer  or  more  dedicated  history  of  service  to 
the  Journal  . . .” 

Necrology.  We  regret  to  report  two  sad 
events,  the  deaths  of  two  members  of  our 
Associate  Editorial  Board,  Harold  Jacobziner, 
M.D.,  New  York  City,  who  provided  the  poison 
control  reports  for  many  years,  and  George  M. 
Lewis,  M.D.,  New  York  City,  consultant  in 
dermatology. 

American  Medical  Writers'  Association. 
Again  members  of  the  Journal  staff  have 
participated  in  the  activities  of  the  American 
Medical  Writers’  Association,  both  on  a chapter 
and  on  a national  level.  Your  editor  served  as 
national  president  in  1966  and  was  privileged 
to  preside  in  late  September  at  the  annual 
AMWA  convention  in  New  York  City  at  the 
Waldorf-Astoria,  the  largest  convention  of  the 
organization  ever  held.  The  MSSNY  sub- 
scribed to  a table  for  the  President’s  Dinner  on 
September  30  in  the  Starlight  Roof.  Miss 
Lewis,  the  managing  editor,  completed  her 
fourth  term  as  secretary-treasurer  of  the  na- 
tional AMWA  and  was  elected  treasurer  when 
the  bylaws  were  amended  to  create  two  posi- 
tions. Mr.  Robert  W.  Miller,  Journal  ad- 
vertising production  manager,  has  been  re- 
elected as  treasurer  of  the  Metropolitan  New 
York  Chapter  of  AMWA. 

In  cooperation  with  the  local  chapter,  the 
Journal  sponsored  the  sixth  annual  Medical 
Communications  Day,  on  Friday,  February  18, 
1966,  following  the  adjournment  of  the  MSSNY 
convention,  at  the  Americana,  New  York  City. 
We  find  these  cooperative  endeavors  highly 
satisfactory  and  challenging  to  the  Journal. 

Editors  Dinner.  The  annual  dinner  for  the 
associate  editorial  board,  department  editors, 
members  of  the  Publication  Committee,  and  the 
officers  of  the  State  Society  was  held  on  De- 
cember 21,  1966,  at  the  Canadian  Club  of  the 
Waldorf-Astoria,  New  York  City.  Thirty- 
seven  attended.  Guest  speaker  was  Joseph  E. 
Synder,  M.D.,  Columbia  University  College  of 
Physicians  and  Surgeons.  This  annual  dinner 
is  our  “thank  you”  to  all  who  assist  so  en- 
thusiastically in  maintaining  the  Journal’s  high 
standards. 

MSSNY  Convention.  In  addition  to  having 
a Journal  booth  at  the  annual  State  Society 
convention,  which  is  staffed  by  members  of  the 
editorial  department,  the  staff  is  involved  in 
other  aspects  of  the  convention.  The  delegates 
handbook,  the  convention  program  book,  and 
advance  copies  of  resolutions  and  supplementary 
reports  are  all  handled  by  the  editorial  depart- 
ment, with  worthwhile  results.  Again  a sav- 
ings of  more  than  $4,000  was  made  possible  by 
using  standing  type  from  the  January  1 issue 
and  by  having  the  editorial  staff  do  the  work  on 
the  convention  program  book.  At  the  House 
of  Delegates,  Miss  Lewis  served  as  coordinator 
and  Mrs.  Mielke  as  workroom  secretary.  A 
record-breaking  total  of  93  resolutions,  21 
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annual  and/or  supplementary  reports,  and  8 
reference  committee  reports  passed  through 
their  hands,  in  addition  to  the  annual  reports 
published  in  the  January  1 and  January  15 
issues.  The  Journal  booth  was  staffed  by 
Miss  Smith,  Mrs.  Bryan,  and  Miss  Moor,  while 
Miss  Casey  coordinated  the  office  work  in  order 
to  maintain  the  usual  production  schedule 
during  this  period. 

Staff.  One  change  occurred  in  the  editorial 
staff  during  1966;  on  December  19  Mrs. 
Sharon  Bryan  resigned  her  position  for  ma- 
ternity reasons.  During  her  service  with  the 
Journal  Mrs.  Bryan  has  been  a copy  editor  and 
managing  editor  of  the  MSSNY  Staff oscope, 
the  staff  publication.  We  wish  her  well,  and 
to  replace  her  are  pleased  to  report  the  em- 
ployment, commencing  January  1,  1967,  of 
Miss  Mary  Politano,  formerly  publications 
manager  for  the  Kings  County  Medical  Society. 

To  all  members  of  the  editorial  staff,  the 
editor  expresses  his  deep  appreciation  for  a 
“job  well  done.”  These  staff  members  are 
Miss  Alvina  Rich  Lewis,  managing  editor; 
Miss  Elizabeth  C.  Smith,  manuscript  editor; 
Mrs.  Sharon  Bryan  and  Miss  Jana  Moor,  copy 
editors;  Miss  Frances  E.  Casey,  proofreader; 
Mrs.  Olga  Mielke,  editorial  secretary. 

Advertising  Sales  (J.  Richard  Burns, 
Esq.,  Business  Manager).  In  the  fiscal  year 
1966,  the  total  gross  advertising  billings  were 
$295,957.42,  as  compared  with  1965  gross  ad- 
vertising billings  of  $239,409.56,  or  an  increase 
in  1966  of  $56,409.56.  This  represented  an 
increase  of  more  than  $60,000  in  advertising 
income  over  that  projected  in  the  1966  income 
budget  estimate.  We  anticipate  that  advertis- 
ing revenue  in  1967  will  remain  at  about  the 
same  level  barring  an  unforeseen  tightening  of 
drug  advertising  regulations  by  the  Food  and 
Drug  Administration. 

A state  medical  society  publication,  like  the 
New  York  State  Journal  of  Medicine,  does 
not  make  a profit,  and  without  a membership 
dues  allocation  would  be  hopelessly  in  the  “red.” 
However,  it  is  the  task  and  obligation  of  the 
advertising  sales  department  to  do  everything 
possible  to  narrow  the  gap  between  a “minus” 
figure  and  a “plus”  figure.  Advertising  sales 
in  professional  publications,  such  as  the  Jour- 
nal, have  become  increasingly  difficult,  with 
great  competition  for  advertising  coming  from 
the  national  and  regional  medical  journals,  as 
well  as  from  the  specialty  magazines  and  the 
so-called  “throw-away”  medical  publications. 
A continued  and  determined  effort  to  obtain  a 
volume  of  advertising  commensurate  with  the 
editorial  excellence  and  circulation  of  the 
Journal  continues  to  be  made  by  the  adver- 
tising sales  department  as  is  evidenced  by  the 
heartening  rise  in  gross  advertising  billing  in 
1966. 

We  have  interviewed  a number  of  applicants 
for  the  second  full-time  advertising  sales  repre- 
sentative position  mentioned  in  last  year’s 
report  but  have  not  as  yet  found  a person  meet- 
ing our  personnel  and  budgetary  requirements. 


We  are  again  faced  with  increased  production 
costs  due  to  the  higher  charges  for  printing  and 
paper,  as  well  as  a probable  increase  in  mailing 
fees.  Because  of  increased  costs  now  in  effect 
and  anticipated  further  increases,  we  are  already 
at  work  completely  revising  our  advertising 
rate  schedule  to  become  effective  January  1, 
1968. 

Member  and  paid  circulation  of  the  Journal 
has  continued  to  remain  relatively  constant  and 
for  the  period  ending  December  31,  1966, 
amounted  to  28,458. 

In  large  part  our  continued  success  is  at- 
tributable to  the  energy  and  dedication  of  Mr. 
Joseph  A.  Mullaney,  our  advertising  sales  repre- 
sentative; Mr.  Robert  W.  Miller,  our  adver- 
tising production  manager,  and  Mrs.  Camille 
M.  Cunningham,  our  advertising  administrative 
secretary  and  “Girl  Friday”  who  also  doubles 
as  manager  of  technical  exhibits. 

Conclusion.  The  chairman  would  like  to 
avail  himself  of  this  annual  opportunity  to 
thank  the  members  of  the  editorial  advisory 
board  who  have  been  so  generous  in  their  con- 
tribution of  time  and  effort  both  in  helping  to 
maintain  a continuous  flow  of  outstanding 
scientific  material  and  in  advising  the  editor  on 
the  merit  of  articles  submitted.  They  are  too 
many  to  name  individually,  but  it  should  be 
noted  that  they  have  earned  the  appreciation 
and  the  gratitude  of  every  member  of  the  Society 
for  then-  service  to  the  Journal. 

The  chairman  is  pleased  to  note  that  the  Ad 
Hoc  Committee  to  Study  the  Journal  has  had 
no  occasion  to  function,  but  he  is  sure  that  the 
ghostly  presence  looking  over  our  collective 
shoulder  will  stimulate  the  Publication  Com- 
mittee to  avoid  any  occasion  for  it  to  come  out 
of  retirement. 

As  usual,  personal  thanks  are  due  to  Henry 
I.  Fineberg,  M.D.,  executive  vice-president,  and 
to  J.  Richard  Burns,  Esq.,  assistant  executive 
vice-president,  for  their  efficient  management 
of  the  financial  aspects  of  the  Journal’s 
operations  and  their  assistance  to  the  chair- 
man. 

Sincere  thanks  are  also  due  to  the  members  of 
the  Publication  Committee  for  then-  faithfulness 
in  attendance  and  for  the  wisdom  and  judgment 
they  bring  to  the  deliberations  of  the  committee. 

Finally,  the  Mack  Printing  Company  has  been 
extremely  efficient  and  cooperative  with  the 
Journal  staff.  Their  attitude  makes  the  task 
of  publication  much  easier. 

Since  the  chairman  makes  only  a minimal 
personal  contribution,  he  hopes  that  it  will  not 
be  considered  boastful  or  presumptuous  on  his 
part  to  note  that  the  New  York  State  Journal 
of  Medicine  ranks  very  high  among  state 
journals  and  possibly  at  the  top.  Everyone 
who  has  been  instrumental  in  bringing  about  this 
exalted  state  should  have  been  mentioned  in 
this  report,  but  if  the  undersigned  has  com- 
mitted a serious  oversight,  he  offers  his  humble 
apologies. 

Respectfully  submitted, 

George  Himler,  M.D.,  Chairman 
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Fifth  District  Branch 

To  the  House  of  Delegates,  Gentlemen: 

The  Fifth  District  Branch  held  its  annual 
meeting  during  the  outing  meeting  at  the  Thou- 
sand Islands  Club,  Alexandria  Bay,  on  Saturday, 
September  10,  IS  66,  in  conjunction  with  the 
Sixth  District  Branch.  As  in  the  past,  the  three- 
day  session  was  extremely  successful  from  the 
scientific,  political,  and  social  points  of  view. 

The  scientific  speakers  at  the  meeting  were 
Hollis  S.  Ingraham,  M.D.,  commissioner  of  the 
New  York  State  Health  Department;  Milton 
Helpern,  M.D.,  chief  medical  examiner  of  the 
City  of  New  York;  and  Peter  Isacson,  M.D., 
associate  professor  of  preventive  medicine, 
State  University  of  New  York  at  Buffalo  School 
of  Medicine. 

The  main  speaker  at  the  Saturday  evening 
banquet  was  Mr.  George  W.  McLellan,  who 
spoke  on  “The  Expandable  World  of  Glass,” 
which  was  extremely  enlightening  and  entertain- 
ing. 

Among  the  many  guests  in  attendance  were 
James  M.  Blake,  M.D.,  president  of  the 
Medical  Society  of  the  State  of  New  York; 
Henry  I.  Fineberg,  M.D.,  executive  vice- 
president  of  the  Medical  Society  of  the  State 
of  New  York;  Frederick  A.  Wurzbach,  Jr., 
M.D.,  president-elect  of  the  Medical  Society  of 
the  State  of  New  York,  and  J.  Richard  Burns, 
Esq.,  assistant  executive  vice-president. 

The  Sixth  District  Branch  acted  as  host  and 
deserves  “congratulations”  for  a job  well 
done. 

The  Fifth  District  Branch  unanimously 
elected  the  following  slate  of  officers  to  serve 
for  the  next  two  years: 

President — Felix  Ottaviano,  M.D.,  Oneida 

First  Vice-President — Theodore  J.  Prowda, 
M.D.,  Sherrill 

Second  Vice-President — Bernard  J.  Hartnett, 
M.D.,  Auburn 

Secretary — William  R.  Carson,  M.D.,  Pots- 
dam 

Treasure i — Robert  B.  Bryant,  M.D.,  Syracuse 

Delegate — Marvin  Brown,  M.D.,  Cleveland 

I am  happy  to  report  that  all  but  one  com- 
ponent county  society  in  the  Fifth  District 
Branch  paid  their  1966  assessment  of  50  cents 
per  active  member  to  help  defray  the  district 
branch  expenses  and  the  Student  American 
Medical  Association  obligation. 

During  1966,  the  Fifth  District  Branch 
Cancer  Subcommittee  held  two  meetings  and  is 
in  the  process  of  organizing  various  programs 
on  a district  branch  level. 

The  Fifth  District  Branch  has  been  active  in 
many  fields  during  the  past  year,  and  I feel 
sure  these  activities  will  expand  during  the 
years  ahead  as  many  medical  problems  are 
being  expedited  at  the  district  branch  level. 

The  executive  committee  will  meet  during 
the  early  part  of  April,  1967,  to  formulate  plans 
for  the  sixth  annual  joint  meeting  of  the  Fifth 
and  Sixth  District  Branches  which  will  be 
held  the  week-end  following  Labor  Day, 


September  8 to  10,  1967,  at  Fred  Waring’s 
Shawnee  Inn,  Shawnee-on-Delaware,  Penn- 
sylvania. 

I wish  to  express  my  appreciation  and  thanks 
to  the  staff  at  1024  Park  Avenue,  Utica,  for 
their  assistance  and  cooperation. 

Respectfully  submitted, 

Felix  Ottaviano,  M.D.,  President 

Seventh  District  Branch 

To  the  House  of  Delegates,  Gentlemen: 

This  year  heralded  the  implementation  of 
the  Medicare  program  and  the  Medicaid  pro- 
gram. 

The  area  in  which  the  Seventh  District 
Branch  is  involved  probably  had  as  its  most 
notable  accomplishment  its  contribution  to  the 
establishment  of  the  Regional  Utilization  and 
Insurance  Claims  Review  Project.  This  proj- 
ect, founded  by  the  U.S.  Public  Health  Service, 
was  a combination  of  efforts  on  the  part  of  area 
physicians  to  establish  an  effective  relationship 
with  the  agencies  concerned  in  implementing 
the  Medicare  program.  The  program  was 
fully  supported  and  developed  with  the  coopera- 
tion of  the  physicians  of  the  11-county  area. 
During  the  course  of  the  year,  it  not  only 
established  an  approved  utilization  program 
for  all  the  hospitals  in  this  area,  but  it  also 
developed  an  approved  utilization  program  for 
extended  care  facilities  and,  in  so  doing,  con- 
ducted the  first  demonstration  of  utilization  in 
extended  care  facilities. 

Although  the  insurance  claims  review  mech- 
anism has  been  organized,  little  use  has  been 
made  of  it  to  date.  It  has  served  as  a clearing 
house,  however,  for  problems  in  the  initial 
phases  of  implementing  the  Medicare  program 
under  Part  B. 

This  joint  effort  requires  the  cooperation  of 
the  local  and  State  health  agencies,  the  Health 
Council,  Blue  Cross,  Blue  Shield,  and  the 
Metropolitan  and  Travelers  Insurance  Com- 
panies, as  well  as  physicians  of  the  area.  If 
it  has  demonstrated  anything  during  its  short 
period  of  existence,  it  has  emphasized  the  need 
for  all  health  agencies  to  work  together  for  the 
good  of  everyone,  but  primarily  the  patient. 
This  new  area,  although  fraught  with  tensions 
and  transitions  during  its  evolutionary  phases, 
indicates  the  need  for  a dialogue  that  has  not 
taken  place  heretofore  on  the  same  level  as  now 
exists. 

Problems  of  physician  supply  and  physician 
service  are  probably  of  highest  concern,  not 
only  in  this  area,  but  in  other  areas  throughout 
the  country.  Much  correspondence,  advice, 
and  meetings  have  been  carried  out  in  order  to 
try  and  resolve  this  problem  which  becomes 
increasingly  important  to  the  population  served 
in  the  area. 

The  passage  of  the  controversial  Title  19,  or 
Medicaid  program,  in  the  State  of  New  York 
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was  probably  of  as  great  importance  as  the 
establishment  of  the  Regional  Utilization  and 
Medical  Review  Project.  The  physicians  of 
the  Seventh  District  Branch,  shocked  by  the 
extent  of  the  Medicaid  program  and  its  pro- 
vision of  medical  care  to  what  amounted,  in 
some  areas,  as  free  care  for  more  than  50  per 
cent  of  the  population,  engaged  in  a series  of 
meetings  beginning  with  a joint  meeting  held 
with  the  Eighth  District  Branch  in  Buffalo  on 
June  2, 1966. 

The  physicians  were  disillusioned  and  cha- 
grined by  what  was  sensed  as  a lack  of  leadership 
by  the  Medical  Society  of  the  State  of  New 
York.  As  a result,  the  presidents,  secretaries, 
and  delegates  of  the  two  district  branches 
unanimously  passed  a resolution  that  a com- 
mittee with  representation  from  each  county 
society  be  appointed  to  investigate  and  make 
recommendations  to  implement  the  formation 
of  a separate  medical  society,  which  culminated 
in  the  formation  of  the  Organization  of  County 
and  District  Medical  Societies.  The  objective 
of  this  organization  is  to  present  to  the  State 
Medical  Society  and  the  public  the  position  of 
the  physicians  of  this  area  as  regards  Title  19. 

The  principal  objective  of  the  upstate  physi- 
cians in  bringing  about  changes  in  the  Medicaid 
law  concerned  the  reduction  of  eligibility  stand- 
ards. In  a resolution  adopted  by  the  Seventh 
District  Branch  on  July  21,  1966,  the  branch 
urged  the  Medical  Society  of  the  State  of  New 
York  to  restate  its  policy  towards  eligibility 
standards  as  being  that  policy  which  limits 
medical  assistance  by  New  York  State  to  the 
truly  indigent  and  needy  and  to  those  with 
catastrophic  illness. 

Among  the  other  actions  which  the  Seventh 
District  Branch  supports  is  the  rescinding  of 
mandatory  membership  in  the  American  Medi- 
cal Association  and  the  provision  of  separate 
slates  for  AMA  delegates  and  AMA  alternate 
delegates. 

The  annual  meeting  of  the  Seventh  and 
Eighth  District  Branches  was  held  at  the 
Bermudiana  Hotel,  Hamilton,  Bermuda,  from 
September  29  through  October  2, 1966. 

The  program  for  Friday,  September  30, 
included  a symposium  on  “Heart,  Stroke,  and 
Cancer  in  Upstate  New  York,”  with  John  T. 


Donovan,  M.D.,  Buffalo,  as  moderator;  Ralph 
C.  Parker,  Jr.,  M.D.,  Rochester,  clinical  asso- 
ciate professor  of  medicine,  University  of 
Rochester  School  of  Medicine,  and  Herbert  E. 
Joyce,  M.D.,  Buffalo,  secretary,  Health  Organi- 
zation of  Western  New  York,  as  participants, 
and  Eli  A.  Leven,  M.D.,  Rochester,  and  Thomas 
S.  Bumbalo,  M.D.,  Buffalo,  as  panel  partici- 
pants. 

On  Saturday,  October  1,  there  was  a sym- 
posium on  “First  Few  Months  of  Medicare  and 
Needed  Changes,”  with  Vincent  I.  Bonafede, 
M.D.,  Sonyea,  as  moderator;  Mr.  Arthur  E. 
Hess,  Washington,  D.C.,  director,  Bureau  of 
Health  Insurance,  U.S.  Department  of  Health, 
Education,  and  Welfare,  and  Ernest  B.  Howard, 
M.D.,  Chicago,  assistant  executive  vice-presi- 
dent, American  Medical  Association,  as  partici- 
pants, and  Mr.  Donald  R.  Robertson  and 
Eugene  J.  Hanavan,  M.D.,  Buffalo,  as  panel 
participants.  The  annual  business  meeting 
was  held  at  noon. 

Saturday  night  the  annual  dinner  was  held, 
with  James  M.  Blake,  M.D.,  Schenectady, 
president  of  the  Medical  Society  of  the  State  of 
New  York,  as  the  principal  speaker.  Dr.  Blake 
explained  the  problems  which  the  State  Medical 
Society  had  encountered  in  working  out  diffi- 
culties in  Title  19,  indicating  that  the  direction 
and  position  of  the  State  Society  was  based 
principally  on  the  stand  taken  at  the  special 
meeting  of  the  State  Society  House  of  Dele- 
gates held  May  26,  1966.  Dr.  Blake  empha- 
sized the  increasingly  important  role  of  the 
State  Medical  Society  in  the  affairs  of  the 
physicians  of  New  York  State  in  relation  to  both 
State  and  F ederal  care  plans. 

It  was  the  consensus  of  the  group  that  the 
annual  meeting  had  been  most  outstanding. 

Although  this  has  been  an  extremely  busy 
and  eventful  year,  with  many  demands  for 
time  and  meetings,  if  it  has  done  nothing  else, 
it  has  brought  the  physicians  of  the  area 
together  on  a number  of  concerns  and  demon- 
strated that  a knowledgeable  profession  can  be 
an  effective  profession  when  sufficiently  moti- 
vated. 

Respectfully  submitted, 

Vincent  I.  Bonafede,  M.D.,  President 


* 
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To  Explore  All  Aspects  of  the  District  Branches 


To  the  House  of  Delegates,  Gentlemen: 

The  committee  consists  of  the  following 
members: 

George  T.  C.  Way,  M.D.,  Chairman 

Dutchess 

Carl  Goldmark,  Jr.,  M.D.,  First.  . .New  York 

Reginald  Steen,  M.D.,  Second Nassau 

Samuel  Baer,  M.D.,  Third Rensselaer 

Arthur  Howard,  M.D.,  Fourth Fulton 

Felix  Ottaviano,  M.D.,  Fifth Madison 

George  G.  McCauley,  M.D.,  Sixth . . Tompkins 
Joseph  J.  Kaufman,  M.D.,  Seventh.  . .Wayne 

John  D.  Naples,  M.D.,  Eighth Erie 

Eugene  J.  Lusardi,  M.D.,  Ninth Putnam 

The  Ad  Hoc  Committee  to  Explore  All  Aspects 
of  the  District  Branches  has  been  extremely 
active  during  the  past  year. 

It  was  obvious  that  as  we  approached  the 
perpetual  problem  of  the  district  branches  we 
would  have  to  devote  more  effort  and  depth  to 
this  assignment  than  had  previously  been  done. 

Initially  we  reviewed  the  actions  of  the 
House  of  Delegates  in  respect  to  the  district 
branches  over  the  immediately  past  fifteen- 
year  period.  From  this  study  we  reached  two 
inescapable  conclusions:  (1)  that  the  function 
and  role  of  the  district  branches  are  chronically 
ailing,  and  (2)  that  the  therapy  of  this  condition 
has  been  kicked  around  far  too  long. 

We  next  conducted  an  intensive  survey  of 
the  current  activities  of  each  district  branch  as 
mediated  through  its  respective  committee 
member.  It  was  immediately  obvious  that 
there  is  a wide  range  of  activity  level  within 
the  district  branches. 

Although  it  may  be  somewhat  unfair  to  do 
so,  I must,  for  simplification,  categorize  the 
district  branches  roughly  as  follows:  (1)  a high 
level  and  variety  of  activity  is  being  executed 
in  the  Fourth,  Fifth,  Sixth,  and  Seventh; 
(2)  moderate  activity  in  the  Eighth,  and  (3) 
little  or  no  activity  in  the  Second,  Third,  and 
Ninth.  The  First  District  Branch  is  an  entity 
unto  itself;  the  best  description  therof  being  a 
Coordinating  Council  that  doesn’t  coordinate. 
The  present  group,  however,  is  an  exception  in 
that  they  are  showing  great  initiative  in  co- 
operation with  the  City  Health  Department. 
This  demonstrates  what  can  be  done  with  proper 
leadership. 

If  we  exclude  the  First  District  Branch, 
which  covers  a population  of  7,767,300  people 
with  22,826  physicians,  we  find  that  the  range 
extends  from  the  Fourth  District  Branch  with 
529,331  people  and  765  physicians  to  the  Second 
District  Branch  with  2,041,984  people  and  3,- 
573  physicians.  The  other  six  district  branches 
lie  scattered  between  these  latter  two  extremes. 

We  have  tried  to  evaluate  the  factors  in- 
volved when  a district  branch  becomes  a 
highly  active  and  effective  organization  in 
contrast  to  one  which  remains  dormant.  It  is 
obvious  that  one  of  the  primary  factors  is  the 
existence  of  a need,  a need  for  a function,  or  a 


responsibility,  or  a program  which  cannot  be 
executed  by  a component  county  society.  The 
second  factor  is  the  quality  of  leadership  available 
in  the  district  branch.  This  leadership  must 
exist;  it  must  recognize  the  regional  need  and 
be  willing  to  answer  that  need  on  a district 
branch  level;  and  lastly,  it  must  be  sensitive 
to  the  ever-changing  role  of  a district  branch 
and  its  component  county  societies. 

No  longer  must  district  branches  and  county 
societies  consider  postgraduate  medical  educa- 
tion as  one  of  their  foremost  roles.  The 
specialty  societies,  the  postgraduate  medical 
education  program  of  the  regional  hospitals, 
and  the  regional  educational  programs  of  the 
various  medical  centers  have  completely  obvi- 
ated this  and  indeed  are  doing  a far  superior 
job.  Any  district  branch  or  county  society 
that  places  emphasis  on  a scientific  program  is 
doomed  to  failure. 

Rather  the  changing  role  of  the  district 
branch  must  concern  itself  with  (1)  internal 
problems  of  organized  medicine,  (2)  our  re- 
lationship with,  the  public,  and  (3)  an  ever- 
increasingly  important  role — our  relations  with 
government  agencies.  And  it  is  the  increasing 
accent  on  this  latter  role  that  makes  the  need 
for  activating  and  strengthening  the  district 
branches  all  the  more  significant  and  urgent. 

Many  hours  of  discussion  have  been  expended 
by  the  committee.  Perhaps  the  most  in- 
teresting and  certainly  the  most  radical  prop- 
osition which  was  considered  and  which  is 
not  being  recommended  at  this  time  was  that  of 
reorganizing  the  district  branches  to  coincide 
with  the  Regional  Hospital  Review  and  Plan- 
ning Councils  throughout  the  State.  And 
since  this  last  proposition,  even  though  it  was 
currently  unacceptable,  had  so  much  in  its 
favor,  additional  remarks  are  considered  to  be 
in  order. 

The  Regional  Hospital  Review  and  Planning 
Councils,  from  the  geographic  point  of  view, 
are  not  the  result  of  whimsy  or  chance.  Rather 
they  are  the  findings  of  careful  studies  of 
population  areas  and  the  natural  movement 
thereof  as  they  seek  health  services.  The  real 
significance  of  these  areas  is  further  accentuated 
in  that  the  health  districts  and  welfare  districts 
have  adopted  this  geographic  set-up.  We  would 
like  to  point  out  that  it  is  with  these  health 
and  welfare  districts  that  organized  medicine 
is  going  to  have  to  deal  more  and  more.  And  a 
strong  and  well-organized  district  branch  is 
the  unit  that  must  deal  with  health  and  welfare 
in  the  future. 

Be  that  as  it  may,  the  Ad  Hoc  Committee 
wishes  to  make  the  following  recommendations 
to  the  House  of  Delegates  and  requests  favor- 
able action  thereon: 

1.  There  should  be  a standard  constitution 

and  bylaws  for  each  district  branch  with 
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uniform  periods  of  tenure  for  the  elected 
officers. 

2.  The  current  regional  meetings  and 
workshops  sponsored  by  the  State  Society 
should  be  mediated  under  the  aegis  of  the 
district  branches. 

3.  At  the  time  of  the  annual  convention 
of  the  State  Society,  there  should  be  a work- 
shop for  the  officers  of  the  district  branches 
to  outline  the  functions,  duties,  and  re- 
sponsibilities of  their  offices. 

4.  Whereas  in  the  past  the  officers  and 
staff  of  the  State  Medical  Society  have  always 
been  willing  to  assist  the  district  branches 
when  requested,  it  is  felt  that  there  should  be 
an  altered  policy  as  it  might  pertain  to  those 
district  branches  which  show  little  sign  of 
life.  The  State  Society  might  well  take  the 
initiative,  without  being  requested,  to  see 
whether  or  not  the  district  branch  might  be 
resuscitated. 

In  keeping  with  this  proposed  philosophy, 
we  recommend  the  approval  of  a pilot  proj- 
ect and  study  as  it  might  apply  to  the 
Third  and  Fourth  District  Branches  to  be 


under  the  direction  of  a subcommittee  of  this 
Ad  Hoc  Committee  and  to  be  chaired  by 
Arthur  Howard,  M.D.  We  have  the  as- 
surance of  the  executive  vice-president  that 
the  efforts  of  the  regional  field  representative 
could  be  concentrated  in  this  one  area  for  the 
duration  of  the  pilot  study. 

The  purpose  of  this  study  is  to  see  whether 
or  not,  with  pressure  and  motivation  from 
above,  a district  branch  can  be  revitalized. 

5.  The  Ad  Hoc  Committee  wishes  to  recom- 
mend that  its  activity  be  continued  until  the 
district  branch  problem  be  resolved. 

The  chairman  wishes  to  thank  the  respective 
members  of  his  committee  for  their  time  and 
devotion,  the  staff  of  the  State  Medical  Society 
in  general  for  the  required  research  and  Alice 
Davis  in  particular  for  attending  to  the  thou- 
sand and  one  details,  and  Dr.  Jack  Haldeman, 
president  of  the  Hospital  Review  and  Planning 
Council  of  Southern  New  York,  for  data  and 
assistance  from  his  most  capable  staff. 

Respectfully  submitted, 

George  T.  C.  Way,  M.D.,  Chairman 
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Convention 


To  the  House  of  Delegates,  Gentlemen: 

1966  Convention.  The  Convention  Com- 
mittee consisted  of  the  following: 

Bernard  J.  Pisani,  M.D.,  Chairman 

N ew  Y ork 


Frank  LaGattuta,  M.D Bronx 

Frederick  A.  Wurzbach,  Jr.,  M.D.,  ex  officio . . 

Bronx 

E.  Dean  Babbage,  M.D.,  ex  officio  Erie 

*James  Greenough,  M.D.,  ex  officio 


New  York 

William  Hammond,  M.D.,  ex  officio 

Westchester 

* Deceased 

The  160th  Annual  Convention  of  the  Medical 
Society  of  the  State  of  New  York  was  held  at 
the  Americana  in  New  York  City,  from  Monday, 
February  14,  through  Thursday,  February  17, 
1966. 

Registration  figures  follow: 


Physicians 

2,973 

Allied  professions 

842 

(medical  students,  nurses, 

dentists,  technicians,  and 

others) 

Guests 

286 

Technical  exhibitors 

1,107 

Total 

5,208 

The  total  figure  shows  a decrease  in  attend- 
ance of  about  15  per  cent,  while  the  physician 
attendance  shows  a falling  off  of  about  8 per 
cent,  as  compared  with  the  1965  figures. 

House  of  Delegates,  Frederick  A.  Wurzbach, 
Jr.,  M.D.,  Speaker.  The  House  of  Delegates 
met  Monday  through  Thursday,  and  acted  on 
93  resolutions.  Modifications  were  made  to 
improve  working  arrangements  for  the  secre- 
taries who  aided  and  staffed  the  House,  and  the 
work  ran  efficiently. 

Scientific  Program,  Bernard  J.  Pisani,  M.D., 
Chairman.  The  Section  on  Anesthesiology  and 
the  Section  on  Chest  Diseases  combined  for  a 
joint  meeting.  We  continue  to  find  that  joint 
section  meetings  are  valuable  and  want  to  en- 
courage the  sections  to  organize  these. 

Two  General  Session  programs  were  spon- 
sored by  the  American  Therapeutic  Society’s 
Continuing  Education  Program  in  Practical 
Therapeutics,  and  supported  in  part  by  a grant- 
in-aid  from  E.  R.  Squibb  and  Sons.  The 
Academy  of  General  Practice  gave  credit  for 
attendance  at  all  the  general  sessions  to  their 
members  who  registered. 

The  Section  on  Internal  Medicine  meeting  was 
held  jointly  with  the  New  York  State  Society  of 
Internal  Medicine  and  supported  by  a post- 
graduate education  grant  from  one  of  the  large 
radiologic  equipment  manufacturing  corpora- 
tions. 

The  following  attendance  was  recorded  at 
the  scientific  meetings: 


General  Sessions — Monday  200,  Tuesday  330, 
Wednesday  200,  Thursday  150. 

Sections — Allergy  120,  Anesthesiology  with 
Chest  Diseases  200,  Dermatology  and  Syphi- 
lology  81,  Gastroenterology  and  Proctology  62, 
General  Practice  110,  Industrial  Medicine  and 
Surgery  50,  Internal  Medicine  350,  Medical- 
Legal  and  Workmen’s  Compensation  Matters 
250,  Neurology  and  Psychiatry  160,  Obstetrics 
and  Gynecology  85,  Ophthalmology  85,  Ortho- 
pedic Surgery  150,  Otolaryngology  105,  Pa- 
thology, Clinical  Pathology,  and  Blood  Banking 
25,  Pediatrics  50,  Physical  Medicine  and 
Rehabilitation  78,  Plastic  Surgery  92,  Preven- 
tive Medicine  and  Public  Health  77,  Radiology 
40,  Space  Medicine  70,  Surgery  75,  Urology  65. 

Session — History  of  Medicine  40. 

Scientific  Exhibits,  Albert  H.  Douglas,  M.D., 
Chairman.  Dr.  Douglas  chaired  the  Scientific 
Exhibits  Subcommittee  for  the  first  time  and 
presented  52  exhibits  of  exceptionally  high 
caliber.  Attendance  was  taken  at  the  door 
of  the  exhibit  hall  and  it  was  gratifying  to  re- 
cord the  large  number  of  doctors  who  came  to 
view  the  exhibits,  as  follows:  Monday  803, 

Tuesday  950,  Wednesday  800,  Thursday  836, 
for  a total  of  3,389.  The  figure,  higher  than 
the  total  physician  registration,  means  that 
some  physicians  were  interested  enough  in  the 
exhibits  to  return  and  review  them. 

Scientific  Exhibits  Awards,  Thurman  B. 
Givan,  M.D.,  Chairman.  This  subcommittee 
chose  three  exhibits  in  each  of  two  categories, 
Clinical  Research  and  Scientific  Research,  for 
special  recognition.  Certificates  of  Award  were 
sent  to  the  authors  of  these  exhibits  after  the 
convention. 

For  the  first  time,  too,  a new  award  was 
offered.  This  is  the  Aesculapius  Award  for  the 
most  outstanding  exhibit,  presented  by  Mead- 
Johnson  Company.  The  exhibitor  was  re- 
warded with  a scroll  and  a $200  honorarium. 
It  was  won  by  a member  of  our  State  Society. 

Scientific  Motion  Pictures,  Kenneth  B.  Olson, 
M.D.,  and  James  J.  Quinlivan,  M.D.,  Cochair- 
men. This  subcommittee  prepared  an  excellent 
motion  picture  program.  Fifty-seven  films 
were  shown  during  the  four-day  period  and  the 
attendance  was  1,263,  an  increase  of  346  viewers 
over  the  previous  year.  It  is  interesting  to 
note  that  films  pertaining  to  smoking  and 
lung  cancer,  childbirth,  and  mental  hygiene 
drew  the  largest  audience.  Mr.  John  Tiley 
from  the  staff  of  the  New  York  State  Depart- 
ment of  Health  supervised  the  running  of  the 
films  and  recorded  attendance.  May  I express 
my  thanks  to  the  State  Health  Department  and 
to  Mr.  Tiley  for  their  deep  interest  and  co- 
operation in  this  phase  of  our  convention  activ- 
ities. 

Technical  Exhibits,  William  B.  Rawls,  M.D., 
Chairman.  In  spite  of  the  attractive  and 
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interesting  booths,  the  exhibitors  reported  that 
the  physician  attendance  at  the  booths  was 
disappointing.  It  is  suggested  that  section 
chairmen  mention  at  the  start  and  end  of  all 
section  meetings  that  all  physicians  should  visit 
the  technical  exhibit  area.  They  are  most 
welcome.  The  convention  is,  in  good  part, 
dependent  on  revenues  from  the  ethical  means 
of  displaying  equipment,  medication,  and  so 
forth,  that  is  valuable  to  all  practitioners. 

Mrs.  Camille  M.  Cunningham,  manager  of 
technical  exhibits,  reports  that  all  available 
booth  space  was  sold. 

Dinner  Dance.  Arthur  H.  Diedrick,  M.D., 
Chairman.  The  reception  and  dinner  dance 
in  honor  of  Waring  Willis,  M.D.,  retiring 
president  of  the  Medical  Society  of  the  State 
of  New  York,  was  held  in  the  beautifully 
decorated  Imperial  Ballroom  of  the  Americana. 
About  375  attended.  A signal  honor  was  paid 
to  Dr.  Willis  by  a group  of  his  medical  school 
colleagues  from  Queens  College,  Ontario,  Can- 
ada. They  paid  a surprise  visit  to  the  Ameri- 
cana, were  introduced  at  the  banquet,  and 
reminisced  with  the  president  about  “the  early 
days”  in  a type  of  “This  Is  Your  Life”  program. 

The  dinner  was  excellent  and  the  music  for 
dancing  most  enjoyable,  although  available 
time  for  the  latter  was  abbreviated  by  the  many 
festivities. 

Miscellaneous.  The  Woman’s  Auxiliary  held 
a well-attended  and  successful  convention 
simultaneously  with  the  annual  convention  of 
the  State  Society. 

Cards  of  appreciation  were  sent  to  all  partici- 
pants in  the  scientific  activities  shortly  there- 
after, and  to  all  the  members  of  the  Convention 
Committee  and  its  subcommittees,  as  well  as  to 
the  members  of  the  Medical  Assistants  Associa- 


tion who  helped  at  the  convention. 

1967  Convention.  Norman  S.  Moore,  M.D., 
of  Ithaca,  was  appointed  as  director,  Division  of 
Scientific  Activities.  We  welcome  him  and 
wish  him  well. 

All  the  subcommittees  of  the  Convention 
Committee  have  met  and  made  plans  for  the 
1967  Convention,  to  be  held  at  the  Americana 
from  Sunday,  February  12,  through  Thursday, 
February  16, 1967. 

Several  meetings  have  been  held  with  the  staff 
of  the  Americana  in  an  attempt  to  improve  the 
facilities  for  scientific  meetings.  We  ha ve  reason 
to  believe  that  the  hotel  will  make  an  all-out 
effort  to  improve  the  meeting  rooms  assigned  to 
us,  and  make  them  suitable  for  the  scientific 
meetings  and  more  attractive  and  comfortable 
for  the  audiences. 

Postconvention  surveys  were  held  also  with 
our  staff  members  who  worked  at  the  conven- 
tion in  order  to  evaluate  the  previous  convention 
and  make  suggestions  for  improvement  in  the 
future. 

Acknowledgments.  Y our  chairman  expres- 
ses his  appreciation  to  the  members  of  the  Con- 
vention Committee  and  all  its  subcommittees, and 
especially  to  the  entire  staff  of  the  State  Society, 
who  worked  so  cooperatively  and  diligently, 
both  before  and  during  the  convention,  to  make 
it  successful.  To  Mrs.  Camille  M.  Cunning- 
ham, Miss  Alvina  Rich  Lewis  and  the  House  of 
Delegates  staff,  Misses  Mary  Singer,  Gretchen 
Wunsch,  and  Mollie  Pesikoff,  and  to  Mr. 
Charles  S.  Struzinski  and  Mr.  Robert  W.  Miller, 
the  chairman  extends  his  personal  gratitude  for 
a job  well  done  in  specific  areas. 

Respectfully  submitted, 

Bernard  J.  Pisani,  M.D.,  Chairman 
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Legal  Counsel 


To  the  House  of  Delegates,  Gentlemen: 

This  is  my  twenty-fourth  annual  report  to  the 
Medical  Society  of  the  State  of  New  York. 
Upon  graduation  from  Columbia  Law  School 
in  June  of  1928,  I entered  the  employ  of  Lloyd 
Paul  Stryker,  who  was  then  counsel  to  the 
Medical  Society,  and  when  he  resigned,  I 
continued  with  Lorenz  J.  Brosnan,  who  was 
his  successor.  When  Lorenz  died,  I was 
appointed  counsel. 

Robert  J.  Bell  and  Harold  Shapero,  my  two 
senior  associates,  have  both  had  a long  and 
distinguished  career  in  this  office. 

Robert  J.  Bell,  the  attorney  for  the  Society, 
was  admitted  to  practice  in  1933  and,  except 
for  a period  spent  as  a lieutenant  in  the  Navy 
during  World  War  II,  has  been  with  this 
office  continuously. 

Harold  Shapero  was  a clerk  in  the  office  of 
Lloyd  Paul  Stryker  while  attending  Brooklyn 
Law  School,  and  from  the  time  of  his  admission 
to  practice  stayed  with  Mr.  Stryker  until 
several  years  before  the  latter’s  death.  Mr. 
Stryker  and  I were  very  dear  friends,  and 
with  his  enthusiastic  blessing  Harold  came  to 
work  for  this  office.  I am  proud  of  the  fact 
that  both  Bob  and  Harold  are  members  of  the 
American  College  of  Trial  Lawyers.  They 
are  almost  continuously  in  court  and  are 
held  in  the  highest  regard  not  only  by  the 
judiciary  and  our  clients  but,  just  as  important, 
by  our  opponents.  Shortly  before  I wrote  this 
report,  each  of  them  finished  a long  and  very 
involved  trial,  and  the  reward  was  a jury 
verdict  for  each  of  our  clients. 

John  J.  DeLuca  has  been  with  us  for  twenty- 
six  years.  He  conducts  a great  many  exam- 
inations before  trial  and  helps  with  the  prep- 
aration of  cases  and  the  management  of  appeals. 
He  is  a very  shrewd  and  kindly  consultant  and 
he  is  a source  of  great  comfort  to  our  clients. 

We  have  had  for  several  years  a branch  office 
at  847  James  Street,  Syracuse,  so  that  doctors 
upstate  may  have  our  service  readily  available. 
Donald  J.  Fager,  who  has  been  with  us  for 
twelve  years,  runs  that  office.  After  graduat- 
ing from  Notre  Dame  University,  he  entered 
New  York  University  School  of  Law  and  was  on 
the  Law  Review.  Shortly  after  coming  with 
us  he  started  to  try  cases,  and  I feel  that  he  is 
now  one  of  the  finest  young  advocates  in  this 
State.  In  addition  to  many  trials  in  the 
metropolitan  area,  he  has  for  the  last  several 
years  been  engaged  in  the  management  and  trial 
of  our  upstate  litigation.  He  is  held  in  the 
highest  regard  by  the  upstate  bar  and  bench. 

Anthony  Louis  Schiavetti  has  now  been 
with  us  for  six  years.  He  has  taken  on  an 
increasing  number  of  trials  as  well  as  assisting 
with  the  general  detail  work  in  the  office. 

Within  the  last  year  and  a half  Miles  F. 
McDonald,  Jr.,  and  Benjamin  Ira  Gertz,  who 
were  associated  with  this  office,  have  left  us. 
Both  of  them  are  now  associated  with  other 


firms  in  the  city.  We  think  very  highly  of  them 
and  wish  them  well. 

Daniel  Boone,  Jr.,  is  now  in  his  third  year 
of  service.  He  has  tried  several  Supreme  Court 
cases  and  has  done  a good  deal  of  Appellate 
work  and  conducted  many  examinations  before 
trial. 

George  van  Setter,  who  was  a Root  Tilden 
Scholar  at  New  York  University  School  of 
Law,  has  been  admitted  to  practice  since  my 
last  report.  He  has  argued  a number  of  mo- 
tions for  us,  written  appeals,  and  conducted 
examinations  before  trial. 

I am  pleased  to  say  that  we  have  four  addi- 
tions to  our  staff  of  recent  date.  Francis  P. 
Bensel,  a graduate  of  Holy  Cross  College  and 
Fordham  University  School  of  Law,  was  as- 
sociated with  the  Dunnington  law  firm  for 
six  years,  and  desirous  of  becoming  more  active 
as  a trial  lawyer,  came  with  us.  In  the  months 
that  he  has  been  here  he  has  already  tried 
several  cases  and  has  been  a great  help  to  us  in 
many  ways. 

Robert  G.  Harley,  a graduate  of  Georgetown 
University  and  Columbia  Law  School,  after  a 
short  apprenticeship  with  another  law  firm, 
joined  us  and  shortly  thereafter  was  admitted 
to  practice  law.  He  has  conducted  a number 
of  examinations  before  trial. 

Frances  C.  Cassebaum  was  graduated  from 
Bryn  Mawr  College  and  Michigan  Law  School. 
During  the  summer  after  her  second  year  in 
law  school  she  worked  for  us,  and  upon  grad- 
uation returned.  She  recently  passed  her  bar 
examination. 

Walter  G.  Alton,  Jr.,  a graduate  of  Yale 
University  and  Columbia  Law  School,  was 
scheduled  to  come  with  us  upon  his  graduation, 
but  first  put  in  a stint  with  the  Coast  Guard 
and  has  just  come  to  work.  He  is  studying  for 
his  bar  examination. 

Everything  I said  last  year  about  attending 
the  meetings  of  the  Council,  the  Board  of 
Trustees,  and  the  House  of  Delegates  continues 
in  pretty  much  the  same  pattern,  except  that 
there  seem  to  be  more  meetings  all  the  time 
because  of  the  complex  problems  that  face 
organized  medicine. 

There  are  many  county  malpractice  com- 
mittee meetings  to  attend.  Don  Fager  at- 
tends most  of  those  upstate.  The  metropolitan 
and  suburban  ones  are  attended  by  various 
members  of  the  staff.  We  try  to  divide  this 
work  because  the  sessions  are  almost  invari- 
ably held  in  the  evening,  and  it  is  much  better 
if  no  one  member  of  the  staff  is  asked  to  do  too 
much  additional  evening  work  in  any  given 
week.  However,  we  seek  to  obtain  so  far  as 
possible  a continuity  of  attendance  by  assign- 
ing one  man  to  repeated  meetings  of  the  same 
committee.  This  is  advisable  because  dis- 
cussions of  a particular  situation  have  a tend- 
ency to  carry  over  from  one  meeting  to  the 
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I*  next. 

I mentioned  last  year  that  I was  engaged  in  a 
protracted  trial  on  three  different  occasions 
involving  a dispute  between  a member  of  the 
staff  of  a hospital  and  the  hospital.  The 
matter  was  finally  disposed  of  in  favor  of  the 
hospital,  but  because  there  is  the  possibility  of 
an  appeal,  I do  not  deem  it  appropriate  to 
discuss  the  matter  in  detail  at  this  time,  but 
it  was  very  time  consuming.  Also,  I spent  many 
days  on  several  intramural  medical  society 
disputes  wherein  the  participants  sought  our 
advice.  I attended  several  meetings  of  the 
Judicial  Council  of  the  Society. 

We  attend  all  meetings  of  the  Malpractice 
Insurance  and  Defense  Board,  and  there  is  a 
- continuing  heavy  load  of  work  as  the  volume 
of  claims  and  cases  is  on  the  rise. 

In  addition  to  the  county  malpractice  com- 
mittee meetings  we  attend,  we  were  asked  to 
participate  in  many  symposiums  given  by 
various  organizations.  Some  of  these  include 
the  Medical  Assistants  Society  of  Bronx 
County,  the  clinical  conference  at  the  Methodist 
Hospital  of  Brooklyn,  the  New  York  City 
. Casualty  Insurance  Claim  Managers  Council, 
the  Society  of  Plastic  Surgeons  of  Upstate 
New  York,  the  Suffolk  County  Dental  Society, 
the  Westchester  County  Medical  Society,  the 
New  York  State  Society  of  Pathologists,  the 
New  York  University  School  of  Law,  and  the 
Brooklyn-Cumberland  Medical  Center. 

Malpractice.  Not  only  the  medical  pro- 
fession but  all  the  professions  are  seriously 
concerned  about  their  exposure  to  malpractice 
litigation.  The  Wall  Street  Journal  (May  31, 
1966)  is  quoted  as  saying:  “Higher  rates  for 
professional  liability  insurance  will  go  into 
effect  tomorrow  in  several  states  as  a result  of 
sharply  rising  claim  costs,  the  National  Bureau 
of  Casualty  Underwriters  announced.  The 
bureau  said  ‘substantial’  losses  had  been  in- 
curred underwriting  physicians’  and  surgeons’ 
liability  policies  and  that  ‘the  claim  situation  for 
lawyers’  liability  has  become  (so)  critical  that 
very  few  bureau  companies  now  underwrite 
this  business.’  Higher  claim  costs  also  were 
1 reported  for  coverage  of  dentists,  chiropodists, 
i and  hospitals.” 

This  situation  is  attributed  to:  “higher 

costs  to  a rising  number  of  malpractice  suits,  a 
t proportionate  increase  in  suits  decided  against 
professionals  and  generally  larger  damage 
awards.  . . . Losses  and  expenses  on  phy- 
sicians policies  were  $136  for  each  $100  in 
premiums,  and  that  for  surgeons  they  were 
$125.20  per  $100.  . . . The  break-even  point 

for  these  types  of  policies  is  $54  per  $100.  A 
, raise  of  28.6  per  cent  for  lawyers’  policies  will  go 
into  effect  in  such  states  as  Connecticut, 
Illinois,  Michigan,  Virginia,  and  the  State  of 
Washington.  Hospital  rates  for  coverage  were 
going  up  from  10  to  25  per  cent  while  chirop- 
odists in  39  states  will  pay  a flat  42.9  per  cent 
more  for  malpractice  protection.” 

There  have  been  an  increasing  number  of 
cases  involving  architects,  engineers,  and  ac- 


countants. The  accounting  profession  has 
been  in  the  limelight  much  of  late  because  of 
several  rather  spectacular  business  failures 
wherein  a number  of  victims  have  charged  that 
the  accounting  practices  employed  gave  rise  to 
a much  less  than  candid  delineation  of  the 
assets  and  liabilities  of  the  companies  involved. 
This  has  led  to  a discussion  in  the  accounting 
profession  of  improvement  and  standardization 
of  practices  used. 

There  was  recently  an  interesting  collection 
of  druggists’  liability  cases,  and  I will  cite  a 
couple  of  them.  In  Thomson  v.  Rexall  Drug 
{1965),  a California  case,  the  plaintiff  had 
suffered  for  many  years  from  arthritis  and 
had  been  on  cortisone.  She  had  her  pre- 
scriptions regularly  filled  by  the  defendant’s 
druggist.  She  brought  a prescription  to  them 
for  cortisone  and  hydroDiuril  pills,  which  were 
pink.  On  a refill  she  was  given  white  or  yellow 
pills.  She  used  these  for  one  month,  got 
worse,  and  when  she  returned  the  bottle  she 
was  told  by  one  of  the  defendant’s  druggists 
that  she  had  the  wrong  type  and  was  given  the 
proper  type  of  pills.  The  bottle  with  the 
“wrong  pills”  was  never  seen  again,  nor  was  the 
offending  druggist  ever  identified.  Shortly 
thereafter  the  plaintiff  became  a helpless 
invalid  and  a diagnosis  was  finally  made  of 
“vasculitis”  (in  addition  to  the  pre-existing 
diseases).  The  jury  found  in  favor  of  the 
plaintiff  to  the  tune  of  $75,000,  and  this  was 
affirmed  on  appeal.  The  recovery  was  based 
on  allegations  of  both  negligence  and  breach  of 
warranty.  Plaintiff  produced  one  expert  who 
theorized  that  the  cause  of  the  vasculitis  was 
probably  an  allergic  reaction  to  whatever 
type  of  wrong  medicine  she  got,  even  though  not 
identified.  In  spite  of  the  fact  that  numerous 
experts  for  the  defense,  including  her  treating 
physician,  gave  testimony  to  the  contrary,  the 
Appellate  Court  held  there  was  sufficient 
conflict  so  that  the  matter  remained  a jury 
question.  This  case  is  of  interest  to  show  on 
what  nebulous  basis  it  is  possible  to  reach  a 
jury  in  a malpractice  case. 

The  case  of  Boudot  v.  Schwallie  involved  the 
eternal  bugaboo  of  lack  of  proper  communica- 
tion over  the  telephone  where  both  the  physi- 
cian and  the  druggist  were  held  for  negligently 
filling  a prescription  causing  brain  damage  which 
resulted  in  a verdict  of  $165,000. 

Another  case,  Niswander  v.  Walgreen  Co., 
involved  a nineteen-year-old  girl  who  was 
awarded  $70,000  where  a prescription  mix-up 
resulted  in  her  taking  anticoagulants  which 
made  her  hemorrhage  when  the  intention 
was  to  prescribe  weight-reducing  pills.  Any- 
one interested  in  this  whole  subject  matter  can 
read  “Liability  for  Negligence  of  Pharmacists,” 
12  Vanderbilt  Law  Review  6 95  (June,  1959). 

At  least  one  case  that  we  had  during  the  last 
year  seems  to  fit  in  at  this  point  although  it  did 
not  involve  a druggist.  A general  practitioner 
had  a large  bottle  of  formaldehyde  on  a shelf  in 
his  office.  He  had  used  all  but  a small  quantity 
of  it  and,  in  order  to  economize  on  space,  he 
poured  the  remaining  solution  into  a small 
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bottle  which  was  unfortunately  labeled  “saline 
solution.”  Sometime  thereafter  an  office  as- 
sistant who  was  not  a nurse  put  the  bottle  on 
his  treatment  table.  When  a young  plasterer 
came  in  with  an  inflammation  of  the  eye,  the 
doctor  applied  what  he  thought  was  saline 
solution,  but  which  was  instead  the  form- 
aldehyde. The  sight  in  the  eye  was  practically 
ruined  and  it  was  cosmetically  disfigured. 
A settlement  in  the  sum  of  $65,000  resulted. 
Insofar  as  possible  bottles  should  not  be  re- 
used, and  wherever  possible  an  application 
should  be  from  an  original  container,  and  the 
doctors  should  examine  it  carefully  before 
applying  the  contents.  A doctor  can  certainly 
control  this  situation  in  his  own  office.  When 
in  a hospital,  if  he  is  given  anything  but  a new 
container  of  a substance,  he  should  apply  all 
his  senses  to  identify  it,  and  I mean  among 
others  sight,  smell,  and  taste. 

Last  year  I quoted  from  Medical  World 
News  a fist  of  what  was  then  characterized  as  the 
ten  highest  nationwide  verdicts  and  settle- 
ments in  malpractice  suits.  Since  then  a 
number  of  substantial  verdicts  had  been 
rendered.  There  recently  were  three  infant 
settlements  which  ranged  from  $120,000  to 
$160,000  involving: 

1.  An  attempted  repair  of  an  absent  vagina 
which  led  to  a hysterectomy  in  a fourteen- 
year-old  girl  and  the  further  complication  of  a 
foot  drop  caused  by  an  injection  into  the 
sciatic  nerve; 

2.  Permanent  loss  of  rectal-sphincter  control 
which  followed  an  attempted  repair  of  an 
imperforate  anus;  and 

3.  Total  blindness  in  a nine-year-old  boy 
following  an  attempted  correction  of  congenital 
cataracts. 

The  case  of  Jones  v.  Schumer,  et  al.  was 
decided  in  Kings  County  on  April  1,  1966. 
The  action  was  brought  against  a chiropractor 
and  a physician  and  resulted  in  a verdict 
exonerating  the  physician  and  assessing  $500,- 
000  against  the  chiropractor.  A plaintiffs’ 
bar  bulletin  summarized  it  as  follows:  “The 

chiropractor  manipulated  the  patient’s  back 
causing  a herniation  of  the  intervertebral  disk 
at  T10-11  and  spinal  cord  damage  with  resulting 
paraplegia.  It  was  the  contention  of  the 
chiropractor  that  the  plaintiff  had  a calcified 
disk  at  the  area  of  herniation,  not  caused  by 
manipulation,  since  no  man  could  generate 
enough  force  to  herniate  a thoracic  disk.  The 
judge  charged  the  jury  that  when  the  chiro- 
practor undertook  to  treat  plaintiff  for  a low 
back  pain,  he  was  practicing  medicine  and  was 
held  to  the  same  standard  as  a medical  doctor.” 
The  physician  was  charged  with  poor  manage- 
ment of  the  case  causing  aggravation  of  the 
injuries  sustained  as  a result  of  the  manipula- 
tion, but,  as  I said,  the  jury  exonerated  him. 
Bob  Bell  of  this  office  represented  the  doctor. 

Recently  in  Westchester  County  there  was  a 
verdict  of  $200,000  rendered  against  a private 
mental  institution  and  the  treating  physician. 
It  was  claimed  that  some  five  months  after  the 
patient’s  discharge  from  the  institution  he  went 


to  the  office  of  the  plaintiff  who  was  an  attorney 
representing  the  former  patient’s  wife.  In 
an  argument  in  the  lawyer’s  office  regarding  the 
wish  of  the  wife  to  get  a divorce,  the  husband 
bit  off  the  nose  of  the  lawyer.  It  was  shown 
that  nearly  $20,000  was  spent  on  plastic  surgery 
and  that  the  treatment  necessary  to  restore 
his  nose  took  over  250  days.  Many  operative 
procedures  were  performed  to  restore  proper 
breathing  and  appearance.  This  matter  is  on 
appeal.  This  case  was  reported  in  the  New 
Rochelle  Standard  Star  newspaper  as  follows: 
“Atty.  Wins  $200,000  by  a Nose.” 

There  was  reference  in  my  last  annual  report 
(see  New  York  State  Journal  of  Medicine, 
January  1,  1966,  page  165)  to  the  case  of 
McDermott  v.  Manhattan  Eye,  Ear  and  Throat 
Hospital,  wherein  the  Court  of  Appeals  sent  the 
case  back  for  a new  trial  after  having  decided 
that  the  plaintiffs  had  a right  to  put  the  de- 
fendant in  a malpractice  case  on  the  stand  and 
ask  him  for  expert  testimony.  Following  that 
decision  by  the  Court  of  Appeals  the  case  was 
retried  and  the  plaintiff  obtained  a verdict  of 
$75,000.  On  June  9,  1966,  the  Appellate 
Division  decided  the  case  as  follows: 

Judgment  reversed  on  the  facts  and  the  law  and 
complaint  dismissed  with  $50  costs  and  disburse- 
ments to  appellants.  Plaintiff  sues  for  malpractice 
in  an  operation  to  transplant  the  cornea  of  plain- 
tiff’s left  eye.  Plaintiff’s  claim  is  based  on  three 
contentions:  choice  of  the  operating  surgeon, 

negligence  in  the  performance  of  the  operation,  and 
that  the  operation  was  contraindicated.  As  to  the 
second  claim,  the  evidence  is  that  the  operation  is 
one  of  extreme  delicacy  requiring  minute  sutures 
on  a curved  surface,  and  during  which  period  the 
transplant  must  be  kept  in  exact  position.  Sta- 
tistics in  evidence  show  that  the  incidence  of  failure 
is  as  high  as  35  per  cent.  There  was  no  evidence  at 
all  oo  show  that  the  failure  to  obtain  a favorable 
result  is  indicative  of  either  lack  of  skill  or  careless 
performance.  As  neither  of  these  may  be  deduced 
from  the  fact,  the  verdict  is  without  foundation. 
The  jury  disagreed  on  the  question  of  whether  the 
operation  was  contraindicated.  On  this  branch  of 
the  case,  after  a prior  trial  it  was  decided  that  it  was 
competent  for  plaintiff  to  establish  her  claim  through 
questioning  of  the  defendant  doctors.  This,  plain- 
tiff attempted  to  do,  but  obviously  failed  to  satisfy 
the  jury,  and  we  believe  the  attempt  did  not  even 
raise  an  issue  for  submission  to  them.  It  appears 
without  contradiction  that  prior  to  the  operation 
plaintiff  had  minimal  sight  in  her  left  eye  and  that 
unless  the  operation  was  undertaken  in  a very  short 
period  even  the  remaining  minimum  would  be 
lost  and  she  would  be  totally  blind  in  that  eye. 
The  situation  was  one  of  desperation.  If  nothing 
was  done  blindness  would  soon  ensue.  An  un- 
successful operation  could  produce  no  worse  result. 
Obviously,  an  expectation  of  success  even  less  than 
that  which  might  be  anticipated  under  favorable 
circumstances  would  warrant  going  ahead.  It 
further  appears  that  the  particular  disease  from 
which  plaintiff  was  suffering  has  been  the  subject 
of  intensive  research  in  the  past  decade,  and  certain 
beliefs  professionally  held  and  expressed  in  texts 
have  been  subjected  to  radical  correction.  No  one 
testified  that  in  the  light  of  current  information  the 
operation  would  be  doomed  to  failure;  in  fact,  the 
contrary  was  stoutly  maintained  Support  for 
plaintiff’s  contention  rests  solely  on  the  argument 
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made  by  her  counsel  from  his  interpretation  of  the 
medical  texts.  In  view  of  the  situation  in  the  field, 
that  is  not  sufficient  basis  on  which  to  raise  an  issue. 

Subsequent  to  the  above  decision,  an  appeal 
was  taken  by  the  plaintiffs  to  the  Court  of 
Appeals.  The  case  has  been  argued,  and  a 
decision  will  be  forthcoming  soon. 

There  has  recently  been  settled  in  New  York 
for  a total  of  $160,000  a case  involving  a 
number  of  physicians  and  a hospital.  Surgery 
of  the  highest  order  of  skill  had  been  performed 
on  an  elderly  man  for  removal  of  a malignant 
lower  lobe  of  a lung,  but  the  operation  cul- 
minated in  tragedy  because  all  of  the  cyclo- 
propane had  not  been  flushed  out  of  the  patient’s 
lungs  when  a cautery  knife  was  used,  causing  an 
explosion  which  was  fatal  to  the  patient. 

In  New  York  a case  was  just  settled  for 
$150,000.  It  involved  a toxic  neuropathy 
allegedly  produced  by  the  drug  carbarsone. 
While  the  drug  is  usually  quite  safe  in  the 
standard  administration  of  20  pills  over  a 
ten-day  period,  it  was  asserted  that  the  doctor 
neglected  complaints  of  intestinal  upsets,  and 
so  forth,  which  contraindicated  continued  use 
of  this  drug  and  that  he  told  her  to  continue 
until  the  last  of  the  tablets  were  used  up.  The 
plaintiff  who  was  very  sick  to  begin  with  then 
i incurred  staggering  hospital  bills  both  at  a 
teaching  institution  and  at  a hospital  for  re- 
habilitation and  is  still  invalided. 

Recently  there  was  tried  a products  liability 
case  where  the  drug  manufacturer  and  a pre- 
scribing doctor  were  sued.  We  represented  the 
latter.  The  charge  was  that  the  drug  manu- 
facturer practiced  deceit  in  reporting  scientific 
tests  done  under  its  auspices,  and  in  addition 
should  have  known  from  early  warnings  of  the 
far-reaching  side-effects  of  the  drug.  The  case 
was  eventually  dismissed  as  to  the  doctor  but  a 
verdict  was  returned  against  the  drug  company 
for  a total  of  $1,200,000,  of  which  $800,000 
was  for  punitive  damages.  The  judge  before 
whom  the  case  was  tried  has  not  as  yet  decided 
the  motions  addressed  to  the  verdict  so  I do  not 
think  it  is  appropriate  to  go  into  any  great 
detail  about  the  case  at  this  time,  but  it  is 
certainly  a warning  of  the  way  the  public 
can  react  to  the  type  of  situations  in  which 
doctors  are  increasingly  involved. 

I recently  retried  a case  and  was  particularly 
pleased  at  the  defendant’s  verdict.  We  repre- 
sented an  anesthesiologist.  Several  years  ago 
when  the  case  was  tried  for  the  first  time  by  the 
late  Bill  Richardson  of  this  office,  he  obtained  a 
defendant’s  verdict  from  a jury  after  the  case 
had  been  dismissed  as  to  the  surgeon  and  the 
hospital.  No  appeal  was  taken  as  to  the  surgeon 
but  an  appeal  was  taken  as  to  the  hospital 
because  of  the  dismissal  and  the  jury’s  verdict 
in  favor  of  the  anesthesiologist.  The  Appellate 
Division,  Second  Department,  reversed  in  a 
3 to  2 decision,  which  reads: 

In  a medical  malpractice  action,  plaintiffs  appeal, 
as  limited  by  their  brief,  from  so  much  of  a judg- 
ment of  the  Supreme  Court,  Nassau  County,  entered 
October  15,  1964,  as  is  in  favor  of  defendant  hospital 
(upon  the  court’s  dismissal  of  the  complaint  as 


against  the  hospital  at  the  close  of  the  entire  case) 
and  in  favor  of  defendant  Goldsmith  (upon  the 
jury’s  verdict).  Judgment  insofar  as  appealed  from, 
reversed  on  the  law  and  the  facts,  and  a new  trial 
granted  as  against  said  two  defendants,  with  costs  to 
plaintiffs  to  abide  the  event,  the  action  is  severed  as 
to  said  two  defendants. 

No  questions  of  fact  have  been  considered  as  to  the 
defendant  hospital.  In  our  opinion,  plaintiffs 
sufficiently  proved  that  the  injury  occurred  while 
plaintiff  Frances  Matlick  was  under  anesthesia  in 
the  defendant  hospital.  Defendant  Dr.  Gold- 
smith was  the  anesthesiologist.  Unlike  the  situation 
in  Quinones  v.  St.  Vincent’s  Hospital  plaintiffs’ 
medical  expert  had  personal  knowledge  of  the  events, 
having  treated  Mrs.  Matlick  some  ten  days  after 
the  occurrence  and  for  several  years  thereafter,  and 
having  participated  in  an  eventual  operation  that 
disclosed  a nerve  condition  specifically  attributed 
to  trauma  by  external  force  occasioned  while  under 
anesthesia  at  the  defendant  hospital  for  an  operation 
unrelated  to  the  area  of  injury.  There  was  sufficient 
history  and  testimony  by  Mrs.  Matlock  to  support 
the  expert’s  opinion. 

It  was  error  to  dismiss  the  complaint  as  against 
the  defendant  hospital  in  view  of  the  above  evidence 
from  which  we  must  draw  all  favorable  inferences  in 
favor  of  plaintiffs.  The  hospital  is  liable  for  any 
negligent  acts  of  its  own  employes  and  the  evidence 
indicates  that  the  hospital  had  concurrent  control 
with  Dr.  Goldsmith.  Plaintiffs  are  entitled  to 
have  the  case  go  to  the  jury  on  the  theory  of  res 
ipsa  loquitur  against  both  the  hospital  and  Dr.  Gold- 
smith. For  this  reason  alone  we  are  compelled  to 
hold  that  the  interests  of  justice  require  that  plain- 
tiffs be  granted  a new  trial  against  Dr.  Goldsmith  on 
the  theory  of  res  ipsa  loquitur.  We  would  otherwise 
affirm  the  judgment  as  to  him.  On  this  record,  no 
case  of  ordinary  negligence  can  be  made  out  and  the 
new  trial  should  proceed  solely  on  the  theory  of 
res  ipsa  loquitur. 

Hill,  Hopkins  and  Benjamin,  JJ.,  concur.  Ughetta, 
acting  P.J.  and  Brennan  J.  dissent  and  vote  to 
affirm  the  judgment,  in  so  far  as  appealed  from, 
with  the  following  memorandum:  In  our  opinion, 
the  factual  distinctions  between  Quinones  v.  St. 
Vincent’s  Hospital  and  the  instant  case  are  not 
sufficient  to  cause  a different  result  here.  There  was 
no  proof  of  a negligent  act  on  the  part  of  any  of  the 
defendants.  In  resting  upon  the  doctrine  of  res 
ipsa  loquitur,  plaintiff  (Mrs.  Matlick)  was  bound  to 
establish  that  she  sustained  a traumatic  injury 
while  undergoing  the  operation  or  while  recovering 
from  the  effects  of  the  anesthetic  which  had  been 
administered.  There  was  testimony  by  the  anes- 
thesiologist that  plaintiff  had  fully  reacted  at  about 
12:30  p.m.,  when  he  discharged  her  to  the  floor;  by 
the  recovery  room  nurse  that  plaintiff  had  fully 
reacted  before  she  left  the  recovery  room;  by  the 
floor  nurse  that  plaintiff  sat  up  and  put  her  feet  over 
the  bed  at  about  4:00  p.m.;  by  a resident  that 
plaintiff  had  made  no  complaint  of  neck  pain  the 
following  day  when  she  was  discharged;  and  by  the 
gynecologist  that  he  had  no  recollection  of  plaintiff 
having  a complaint  upon  discharge.  As  in  Quinones, 
the  failure  of  a presumably  conscious  plaintiff  to 
testify  as  to  pain  from  the  alleged  traumatic  injury 
on  the  day  of  the  operation  deprived  the  medical 
expert’s  testimony  of  the  necessary  factual  back- 
ground to  fix  the  period  of  unconsciousness  as  the 
time  of  the  injury  and  reduced  his  opinion  on  that 
issue  to  nothing  more  than  speculation.  Accordingly, 
the  judgment  should  be  affirmed,  in  so  far  as  appealed 
from. 

It  is  to  be  noted  that  the  Court  placed  great 
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reliance  on  the  opinion  rendered  by  the  doctor 
who  had  taken  care  of  the  patient  shortly 
after  she  left  the  hospital.  This  doctor  ap- 
peared as  a witness  at  the  second  trial.  Space 
does  not  admit  of  my  discussing  the  testimony 
in  full,  but  at  one  place  he  said  that  she  should 
not  have  been  sent  from  the  recovery  room  to 
the  ward  until  her  blood  pressure  had  stabilized. 
The  operation  was  for  the  removal  of  a vaginal 
polyp  and  was  short  in  duration,  and  the  patient 
tolerated  the  procedure  very  well.  We  con- 
tended that  her  blood  pressure  had  stabilized 
and  confronted  him  with  the  record  of  a sub- 
sequent operation  where  he  had  called  in  a 
neurosurgeon  to  do  a spinal  procedure  which  was 
much  longer  than  the  previous  operation,  yet 
the  patient  spent  less  time  in  the  recovery 
room  than  at  our  operation  and  the  blood 
pressure  was  within  a few  milligrams  of  being 
the  same  as  at  the  previous  operation. 

This  put  the  testifying  doctor  in  the  position 
of  being  an  advocate  more  than  an  expert  and 
of  seemingly  going  far  out  of  his  way  to  help 
the  plaintiff’s  cause.  Furthermore,  we  were 
able  to  show  that  unlike  what  the  doctor  said 
the  patient  told  him,  to  wit:  that  when  she 

awoke  from  the  anesthesia  she  was  paralyzed; 
that  she  actually  had  given  a history  prior  to 
the  spinal  operation  to  the  effect  that  the 
paralysis  and  its  attendant  pain  were  not 
present  when  she  came  out  of  the  anesthesia  but 
started  shortly  after  she  left  the  defendant 
hospital. 

Both  the  hospital  represented  by  other 
counsel  and  the  doctor  whom  we  represented 
won  the  case  by  an  11  to  1 jury  verdict  after 
long  deliberation.  We  were  embarrassed  by 
quotations  from  certain  surgical  textbooks  which 
seem  to  indicate  that  it  is  the  duty  of  the  surgeon 
and  the  anesthesiologist  to  stay  with  the  patient 
until  the  patient  responds  from  the  anesthesia 
fully.  I might  say  that  the  judge  before  whom 
we  tried  the  case  had  a strong  feeling  along 
those  lines  himself.  One  thing  we  learned 
during  this  trial  is  that  insofar  as  possible 
elective  surgery  should  not  be  done  on  a Satur- 
day if  it  is  a fact  that  the  recovery  room  is 
lightly  staffed.  In  this  case  it  came  out  that 
while  the  recovery  room  is  staffed  with  several 
people  on  weekdays,  there  is  only  one  present 
on  Saturday. 

Another  interesting  controversy  was  created 
when  the  administrator  of  the  hospital,  whose 
duties  were  really  confined  mostly  to  the  office, 
testified  that  an  unconscious  patient  can  be 
moved  by  as  few  as  two  people  and  usually  is 
moved  from  the  operating  table  to  a bed  or 
stretcher.  Our  anesthesiologist  said  that  this 
is  not  so,  that  a patient  is  invariably  moved  by 
four  people  with  the  anesthesiologist  carefully 
managing  the  head,  neck,  and  shoulders  and 
is  moved  from  the  operating  table  to  a recovery 
room  bed.  Incidentally,  there  are  several 
textbooks  which  discuss  the  technic  to  be 
employed,  and  these  emphasize  that  four  people 
are  needed  to  move  an  unconscious  person  from 
the  operating  table  to  a bed  or  stretcher: 
one  at  the  head,  one  at  the  feet,  and  one  on  each 


side  of  the  draw  sheet. 

There  was  a recent  upstate  settlement  during 
trial  in  the  sum  of  $90,000  in  a suit  against  a 
hospital,  a surgeon,  and  an  anesthesiologist. 
The  patient  was  a four-year-old  girl  who  wound 
up  with  a peroneal  nerve  paralysis  causing  a 
permanent  foot  drop  which  was  unexplained, 
and  the  case  would  probably  have  gone  to  the 
jury  on  the  theory  of  res  ipsa  loquitur.  The 
plaintiff  contended  that  either  the  child  was 
strapped  too  tightly  or  that  an  injection  into 
the  nerve  caused  the  paralysis. 

A great  many  articles  in  the  field  of  medical 
malpractice  have  been  written  in  legal  pub- 
lications this  last  year.  Illinois  Continuing 
Legal  Education , July,  1966  issue,  has  an  article 
entitled:  “Liability  of  Physician  for  Defective 
Equipment  and  Contaminated  Drugs.” 

In  the  1966  spring  issue  of  the  University  of 
Florida  Law  Review,  there  appears  an  article 
“Medical  Malpractice  Litigation;  Some  Sug- 
gested Improvements  and  a Possible  Alterna- 
tive,” and  I quote  in  part  therefrom: 

The  Conflict 

From  these  features  of  medical  malpractice  liti- 
gation a heated  controversy  has  arisen  between  the 
medical  profession  and  plaintiffs’  lawyers.  The 
medical  profession  contends  that  the  recent  trends  in 
malpractice  litigation  result  in  increasing  numbers  of 
baseless  claims  against  doctors.  In  general,  phy- 
sicians resent  the  judging  of  their  medical  conduct  by 
a panel  of  laymen  who  are  inherently  sympathetic 
toward  plaintiffs  of  their  own  social  and  economic 
standing  and  unappreciative  of  the  uncertainty  and 
risk  involved  in  medical  practice.  They  distrust  the 
adversary  system  as  a means  of  arriving  at  objective 
fact.  Doctors  generally  hold  in  disdain  the  prac- 
tices of  attorneys  in  manipulating  facts;  attempting 
to  thwart  the  admission  of  evidence  and  invoking 
the  sympathy,  prejudice,  and  emotions  of  juries. 
Viewed  with  particular  contempt  is  the  emerging 
doctrine  of  res  ipsa  loquitur,  which  is  vigorously 
criticized  as  an  artificial  means  of  proof  subject  to 
misapplication  and  abuse.  In  addition  to  the 
financial  effects  of  adverse  judgments  and  increased 
insurance  rates,  the  medical  profession  points  to  the 
damage  to  doctors’  reputations  and  the  influence  on 
medical  practices  as  unjustified  and  dangerous 
consequences  of  the  current  trends. 

Plaintiff’s  attorneys  reject  the  contention  that 
the  number  of  spurious  claims  and  unwarranted 
recoveries  are  out  of  proportion,  maintaining  in- 
stead that  too  often  malpractice  victims  go  un- 
compensated. They  feel  that  because  of  a special 
status  accorded  the  medical  practitioner  the  law  of 
malpractice  traditionally  favors  physicians  and  con- 
sequently makes  the  plaintiff’s  case  too  difficult  to 
prove.  It  is  further  contended  that  physicians’ 
reluctance  to  testify  is  tantamount  to  a “conspiracy 
of  silence,”  making  the  plaintiff’s  burden  of  proving 
negligence  through  expert  testimony  unduly  heavy. 
As  a partial  remedy  to  this  situation,  it  is  urged  that 
the  application  of  res  ipsa  loquitur  be  expanded, 
forcing  the  defendant  to  come  forward  with  the 
expert  testimony  to  relieve  himself  of  liability. 

Because  of  the  impossibility  of  assessing  the  accu- 
racy of  any  malpractice  determination,  the  contro- 
versy remains  moot.  Adoption  of  proposals  solely 
for  the  purpose  of  protecting  either  physici  ns  or 
their  patients  would  be  unjustifiable.  Yet,  the 
general  dissatisfaction  displayed  by  both  sides  to 
the  controversy  calls  for  objective  re-examination  of 
the  system. 
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As  the  article  develops,  it  is  apparent  that 
there  is  no  simple  solution  to  the  problem  as  all 
alternative  methods  have  certain  disadvantages. 

The  Insurance  Counsel  Journal,  July,  1966, 
contains  an  article,  “Patients,  Litigation  and 
Patience”  by  Harley  J.  McNeal  of  Cleveland, 
Ohio,  and  two  passages  from  this  article  express 
some  of  the  reasons  why  this  type  of  litigation 
has  increased: 

...As  our  population  increases,  we  find  the 
number  of  malpractice  claims  and  lawsuits  have 
increased  proportionately.  The  public  is  “insurance 
conscious.”  The  majority  of  the  “average  citizens” 
believe  anyone  who  has  been  injured  regardless  of 
fault  is  entitled  to  initiate  legal  action  and  to  recover 
damages  if  at  all  possible.  As  a result,  many 
defendants,  including  physicians  sued  in  malpractice 
actions,  are  needlessly  and  expensively  dragged 
through  the  courts.  At  present,  our  courts  seem 
inclined  to  favor  the  injured  and  submit  the  issues  of 
negligence  and  damages  to  juries  for  determination 
when  there  is  only  the  slightest  proof  of  negligence 
before  the  court.  Inasmuch  as  our  courts  handle 
malpractice  actions  in  the  same  manner,  it  is  ap- 
propriate at  this  point  to  consider  the  rights,  duties, 
and  obligations  of  the  physician  to  his  patients. 

. . . Counsel  now  make  a much  more  careful 
preparation  of  their  cases.  Contested  liability 
questions  are  highlighted  and  carefully  demonstrated 
and  explained  to  the  jury  through  the  use  of  expert 
witnesses,  diagrams,  and  other  items  of  objective 
evidence.  Counsel  are  "putting  on”  their  cases 
more  intelligently  in  that  they  make  every  effort  to 
meet  every  item  of  evidence  introduced  by  opposing 
counsel  with  equally  compelling  evidence.  All  the 
medical  and  scientific  information  available  is  used  to 
overcome  or  equalize,  if  possible,  the  medical  evi- 
dence introduced  by  opposing  counsel.. . 

A publication  of  the  plaintiff’s  bar,  the 
American  Trial  Lawyers  Association  News 
Letter,  constantly  brings  to  the  attention  of  its 
members  interesting  new  cases  in  this  field. 
A Georgia  case  was  cited  wherein  a judgment 
for  the  plaintiff  was  affirmed  against  a hospital. 
The  patient,  who  was  paralyzed,  was  a pipe 
smoker  and  his  bed  caught  on  fire.  The  hospital 
was  chargeable  with  knowledge  of  danger  to 
the  plaintiff  from  being  left  alone  smoking  in 
bed.  They  further  held  that  no  negligence 
could  be  attributed  to  the  plaintiff  because  he 
had  limited  use  of  one  hand,  absent  showing  of 
identity  of  one  who  lit  pipe  and  absent  showing 
that  plaintiff  accepted  the  pipe  knowing  that 
he  would  be  unattended;  contrary  inference 
demanded  that  a paralyzed  paying  patient 
could  expect  and  rely  on  presence  of  attendants 
if  offered  his  pipe. 

In  Montana  in  the  case  of  Johnson  v.  St. 
Patrick’s  Hospital,  the  Supreme  Court  over- 
ruled a prior  ninety-four-year-old  decision 
which  held  that  a three  year  malpractice 
statute  of  limitations  starts  to  run  only  from  the 
date  the  patient  discovered  or  should  have 
discovered  that  a surgical  sponge  had  been 
left  in  his  body  by  hospital  employes,  and  not 
from  the  date  of  the  negligent  act. 

Schulz  v.  Feigal,  decided  in  Minnesota  in 
1966,  involved  a patient  who  had  a heart 
disorder  for  several  years.  He  was  being 
treated  by  the  defendant  doctor  for  an  eye 


irritation  by  vitamin  injections.  An  employe 
of  the  defendant  mistakenly  gave  her  an 
injection  of  a mixture  of  vitamins  and  epi- 
nephrine. She  immediately  realized  her  mistake 
and  took  the  patient  to  the  ECG  room  and 
had  her  he  down.  The  doctor  was  called  and 
after  examining  the  plaintiff  with  a stethoscope, 
he  gave  her  an  injection  of  promazine  hydro- 
chloride to  counteract  the  epinephrine  re- 
action from  which  she  was  suffering.  Her 
condition  improved  and  he  told  her  to  remain 
on  the  cot.  While  alone  in  the  ECG  room,  the 
patient  became  nauseated  and  fell  while  trying 
to  get  to  the  bathroom.  The  trial  court  in- 
structed the  jury  that  the  patient  could  recover 
for  her  injuries  only  if  there  was  negligence  in 
caring  for  her  after  she  was  given  the  drug  to 
counteract  the  effect  of  the  epinephrine.  On 
appeal  the  Court  held  if  the  succession  of 
events  were  unbroken  by  any  event  for  which 
the  patient  could  be  blamed  and  flowed  from 
the  original  negligent  act,  then  evidence  would 
justify  the  jury’s  finding  that  the  plaintiff’s 
fall  was  the  proximate  result  of  the  original 
negligent  misinjection. 

In  the  case  of  Sylvia  v.  Gobeille  a child  sued 
a doctor  because  he  negligently  failed  to  pre- 
scribe gamma  globulin  for  her  mother  despite 
his  knowledge  of  her  exposure  to  German 
measles  with  the  result  that  the  plaintiff  was 
bora  with  certain  physical  defects.  The  Rhode 
Island  Court  of  Appeals  overruled  a sixty-five- 
year-old  inconsistent  case  which  held  that  the 
injuries  must  occur  at  a time  when  the  fetus  is 
capable  of  living  apart  from  the  mother  and 
said  that  damages  could  be  recovered  for  negli- 
gence in  the  treatment  of  the  mother  which 
produced  prenatal  harm  to  the  unborn  infant. 

Recently  an  item  appeared  in  the  daily  press 
about  a New  Jersey  mother  who  claimed  that 
her  doctor  should  have  aborted  her  when  he 
found  that  she  had  German  measles  so  that  she 
would  not  have  given  birth  to  a defective  child. 
A defective  child  bom  of  such  a mother  is  the 
exception  rather  than  the  rule,  and  the  doctors 
did  not  feel  an  abortion  was  warranted.  There 
has  been  no  decision  as  yet,  but  it  is  certainly 
carrying  things  pretty  far  to  try  and  attach 
liability  in  such  a case. 

Several  cases  in  other  states  have  recently 
decided  that  if  a doctor  gives  assurances  after 
treating  a patient  for  some  time,  that  the  pa- 
tient’s injuries  are  stabilized  in  extent,  and  the 
patient  settles  an  automobile  injury  suit  as  in 
one  case  for  $21,140,  and  then  a great  deal 
more  surgery  is  called  for  and  further  disability 
sustained,  an  action  may  still  be  brought  against 
a doctor  even  though  the  original  action  was 
settled.  The  settlement  of  $21,140  was  made 
after  assurances  by  the  defendant  that  the 
patient  would  gain  a “socially  acceptable 
face.”  Unfortunately,  it  became  clear  that  the 
doctor’s  assurances  were  false  and  two  more 
years  of  surgery  followed  with  “macabre” 
results  graphically  portrayed  by  before  and 
after  pictures,  and  three  plastic  surgeons 
testified  on  behalf  of  the  plaintiff  against  the 
physician  defendant. 
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A significant  Illinois  case  involving  the  re- 
sponsibility of  a hospital,  a doctor,  and  nurses  is 
Darling  v.  Charleston  Community  Hospital, 
and  I quote  from  an  article  by  Raymond  D. 
Ogden,  Jr.,  which  appears  in  the  Defense  Re- 
search Institute’s  bulletin,  For  the  Defense. 

Plaintiff  was  admitted  to  the  defendant-hospital 
with  a severely  fractured  leg,  which  eventually  had 
to  be  amputated  as  the  result  of  improper  treatment 
and  care.  The  physician  involved  was  on  the 
hospital’s  emergency  service  but  not  employed  by  the 
hospital.  A cast  was  improperly  applied  and  over 
the  next  fourteen  days,  in  spite  of  warning  signs,  the 
doctor  failed  to  take  timely  remedial  action.  The 
defendant’s  nurses  failed  to  make  constant  checks 
of  the  circulation  in  the  plaintiff’s  legs  as  required. 
There  was  some  reporting  of  the  symptoms  by 
defendant’s  nurses.  However,  all  symptoms  had 
been  noted  on  the  nurses  records  and  the  attending 
physician,  who  was  a general  practitioner,  had  been 
informed  of  plaintiff's  condition  but  failed  to  act  or 
call  for  consultation  with  a specialist. 

The  court  set  forth  four  bases,  any  one  of  which 
would  support  a finding  of  negligence  on  the  part  of 
the  hospital.  These  were  failure  (1)  to  have  a 
sufficient  number  of  trained  nurses,  (2)  of  the  nurses 
to  bring  the  condition  of  plaintiff’s  leg  to  the  at- 
tention of  the  medical  staff  and  the  hospital  ad- 
ministration, (3)  to  require  consultation  by  the 
hospital  surgical  staff,  and  (4)  to  review  the  treat- 
ment accorded  the  plaintiff  and  require  consultants 
be  called  as  needed. 

CRITERIA  UTILIZED  TO  ASCERTAIN  THE 
STANDARD  OF  CARE  AND  RESULTANT 
DUTIES  THE  HOSPITAL  OWED  THE  PLAIN- 
TIFF : The  court  allowed  the  jury  to  make  use  of 
not  only  custom  in  the  surrounding  area  but  also  the 
standards  (1)  imposed  by  law,  under  Illinois  Health 
Department  Rules  and  Regulations,  and  (2)  self- 
imposed  by  the  hospital  both  in  its  own  bylaws 
and  those  promulgated  by  other  associations  and 
subscribed  to  be  defendant. 

II.  WHO  CURES  THE  PATIENT,  THE 
HOSPITAL  OR  THE  DOCTOR? 

The  Illinois  Court  extracted  a quotation  from  a 
New  York  case,  Bing  v.  Thunig,  to  the  effect  that: 
“Certainly  the  person  who  avails  himself  of  hospital 
facilities  expects  that  the  hospital  will  attempt  to 
cure  him,  not  that  its  nurses  or  other  employes  will 
act  on  their  own  responsibility.” 

The  alleged  negligence  in  Bing  was  that  the  hos- 
pital’s nurses  had  failed  to  remove  linen  which  had 
become  soaked  with  a highly  volatile  substance. 
The  plaintiff-patient  was  injured  when  the  substance 
ignited. 

This  opinion  was  directed  at  the  abolition  of 
the  veil  of  charitable  immunity  when  injury  results 
from  the  negligence  of  the  hospital’s  agents  who  are 
regularly  employed  and  salaried  by  the  hospital. 

The  gist  of  Bing  is  that  salaried  personnel,  that  is. 
doctors,  nurses,  interns,  and  so  on,  are  a part  of  the 
hospital  facilities  and  when  a patient  submits  him- 
self to  the  hospital  and  these  employes  care  for  him, 
they  should  be  treated  as  employes  and  not,  in 
essence,  as  independent  contractors. 

This  presents  two  alternatives  in  analyzing 
Darling. 

First,  the  court  has  made  a sweeping  charge  and 
disregarded  all  decisional  law,  which  is  that  a private 
physician  is  not  an  employe  of  a hospital.  The 
court  in  Darling  has  equated  the  doctor  to  an  em- 
ploye because  the  hospital  had  provided  him,  assigned 
him  to  the  patient,  and  held  him  out  to  the  world  as  a 
competent  physician. 


The  second  alternative  is  that  the  court  in  Darling 
has  extracted  a quote  out  of  context  and  as  an 
end  result,  favored  language  over  reason  and  anal- 
ysis. It  has  applied  the  language  of  another  court 
without  clarification  to  a situation  not  intended  by 
the  authoring  court. 

This  still  leaves  the  question  unanswered  as  to 
whether,  when  a patient  is  admitted  into  a hospital 
by  his  private  physician  and  there  is  an  absence  of 
negligence  on  the  part  of  employes  of  the  hospital, 
nurses,  interns,  and  so  on,  but  the  doctor  is  the  sole 
source  of  negligence,  the  hospital  is  still  liable  for 
having  allowed  the  doctor  to  use  its  facilities? 

III.  THE  DARLING  OPINION  v.  REALITY 

Darling  would  impose  at  least  two  duties  on 
nurses.  Aside  from  being  competent  and  being  able 
to  recognize  a deterioration  in  the  plaintiff’s  condi- 
tion, the  nurses  would  have  the  duty  to  (1)  inform 
the  physician,  with  which  there  is  no  quarrel,  and 
(2)  if  the  doctors  fail  to  act,  to  advise  the  hospital 
authorities  so  that  appropriate  action  might  be 
taken,  that  is,  consultation  or  other  remedial  action. 

This  second  duty  has  been  recognized  in  emergency 
situations.  However,  the  problems  arising  out  of 
such  an  imposed  duty  are  that  (1)  it  requires  a 
nurse  to  second-guess  the  doctor  and  in  effect 
practice  medicine  when  she  decides  that  the  doctor 
is  not  discharging  his  duty  to  the  patient,  and  (2) 
this  places  the  nurse  in  a position  of  literally  jeop- 
ardizing her  very  mode  of  existence.  She  must 
“buck”  many  years  of  established  medical  protocol 
by  going  over  the  attending  physician’s  head  when 
she  believes  such  physician  is  not  discharging  his 
duty. 

The  problem  is  as  to  where  the  line  is  to  be  drawn. 
At  what  point  is  the  nurse  to  go  over  the  doctor’s 
head?  What  criteria  are  there? 

It  would  appear  that  Darling  has  imposed  an 
unconscionable  burden  upon  the  nurses  by,  in 
effect,  requiring  them  to  not  just  report  to  their 
supervisor,  but  to  go  all  the  way  to  the  medical 
staff  or  administrator.  Their  failure  to  do  so  may 
well  result  in  liability  on  the  part  of  the  hospital. 

One  of  the  most  interesting  discussions  of  the 
human  factors  that  enter  into  the  treatment  of 
patients  and  sometimes  cause  lawsuits  is  con- 
tained in  the  dissenting  opinion  of  Judge 
Achor  in  the  Indiana  case  of  Ball  Memorial 
Hospital  v.  Freeman  from  which  I quote  in 
part: 

The  care  and  treatment  of  the  patients  involves 
first,  and  foremost,  the  doctor,  over  whom  the 
hospital  has  very  little  control.  There  are  interns, 
over  whom  the  hospital  may  have  more,  but  very 
little  control.  There  are  nurses,  upon  whom  the 
hospital  must  rely  primarily  for  the  care  and  treat- 
ment of  the  patients.  Yet,  the  nurses  are  also 
under  the  control  of  the  doctors  whose  patients  are 
the  patients  of  the  hospital.  Then,  there  are 
student  nurses,  nurses’  aids,  practical  nurses,  volun- 
teers, orderlies,  a veritable  galaxy  of  human  person- 
alities of  varying  skills,  upon  whom  the  hospital 
must  rely. 

Consider  the  human  errors  which  might  reasonably 
result  in  the  limited  area  of  the  communication  be- 
tween doctor  and  nurse,  over  which  the  hospital 
would  have  almost  no  control.  The  handwriting 
of  doctors  is  notoriously  illegible.  Because  of  this 
illegibility,  and  the  practice  of  doctors  to  use  ab- 
breviations in  their  written  prescriptions,  a nurse 
may  confuse  digitoxin  with  digoxin  (or  digitalis). 
She  confuses  the  abbreviation  for  gram  (gm.)  or  the 
abbreviation  for  teaspoonful  (tsp.)  for  tablespoon 
(tbs.).  Or,  she  mistakes  the  direction  for  an  in- 
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tra venous  injection  (IV)  with  that  for  an  intra- 
muscular injection  (IM). 

Similar  errors,  rooted  in  human  frailty,  might 
occur  when  a nurse  calls  a doctor  by  ‘phone  regarding 
the  condition  of  a patient  and  medication  is  on  an 
oral  or  telephone  order.  For  example,  a doctor 
may  say  castor  oil,  but  a nurse  hears  camphor  oil. 
He  says  15  milligrams  of  a drug,  but  she  under- 
stands it  is  as  50  milligrams.  He  says  argyrol; 
she  interprets  it  as  agoral.  He  says  pavatrine; 
she  hears  it  as  papaverine.  He  says  signemycin,  she 
hears  it  as  sigmagen. 

To  complicate  all  this,  there  is  the  unremitting 
pressure  of  a shortage  of  nurses  and  the  multiplicity 
of  new  drugs,  and  of  patients.  The  nurse  has 
increasingly  little  time  to  handle  her  duties,  yet, 
she  must  know  much  more  about  many  more  drugs 
than  ever  before.  In  the  ten-year  period  from 
1951  through  1960,  it  is  said  that  an  average  of  357 
new  drugs  and  106  new  dosage  forms  (ampules,  for 
example  instead  of  tablets)  were  produced  every 
year.  It  has  been  estimated  that  three  out  of  every 
four  prescriptions  written  today  are  for  drugs  and 
drug  forms  that  did  not  exist  twenty-five  years  ago. 
It  is  difficult  enough  for  trained  pharmacists  to 
keep  pace  with  all  the  new  drugs  and  their  uses. 
It  is  still  more  difficult  for  nurses,  who  have  many 
other  duties  besides  their  pharmacy  work  which 
they  are  required  to  do  as  professionals,  in  the 
employ  of  hospitals. 

Or  consider  the  circumstance  where  the  patient 
himself  is  largely  responsible  for  his  own  injury  or 
fatality.  There  is  the  patient  who  wilfully  refuses  to 
follow  the  instructions  of  the  nurses.  He  may 
secretly  take  food,  alcohol,  narcotics,  or  other  drugs 
which  are  prohibited  to  him.  Or  he  may  profess 
to  take  medication  which  he  does  not  take.  He  may 
get  out  of  bed  and  overexert  himself,  or  open  a 
window  and  overexpose  himself,  from  which  com- 
plications, such  as  pneumonia  and  death,  may  occur. 
In  each  of  these  events  the  cause  of  injury  or  death 
would  probably  remain  unknown  to  the  manage- 
ment of  the  hospital  and  might  remain  unknown  to 
its  agents  and  servants. 

Too,  there  is  the  known  fact  that  the  human 
body  is  such  that  it  responds  differently  to  the 
same  medication  and  treatment.  Thus,  untoward 
results  frequently  occur,  which  are  beyond  explana- 
tion.. . 

The  so-called  doctrine  of  “informed  consent” 
has  perplexed  the  profession  of  late.  I know 
this  because  when  I am  asked  to  speak  on  the 
problems  of  malpractice,  questions  are  asked 
about  it.  The  plaintiffs’  attorneys  are  in- 
creasingly pleading  the  lack  of  knowledgeable 
consent  and  I have  written  about  it  before, 
but  there  have  been  some  cases  of  recent  date 
that  are  worth  calling  attention  to. 

In  the  Florida  case  of  Ditlow  v.  Kaplan,  the 
District  Court  decided  that  a physician  must 
adequately  inform  a patient  that  an  operation 
carries  some  danger.  Whether  he  must  spe- 
cifically name  the  risks  depends  on  the  standard 
of  practice  in  the  individual  community. 
Involved  was  a puncture  of  the  esophagus 
during  the  course  of  a gastroscopic  procedure, 
and  the  trial  judge  was  held  correct  in  directing 
a verdict  in  favor  of  Dr.  Kaplan,  because 
of  the  plaintiff’s  failure  to  show  “that  it  was 
accepted  practice  among  gastroenterologists 
and  physicians  of  the  defendant’s  standing  in 
the  community  to  advise  the  patient  of  the 
specific  risk  of  esophageal  perforation.” 


In  an  Arizona  case  Dr.  Shetter  of  Tucson,  an 
ophthalmologist,  was  sued  because  he  had  not 
warned  the  patient  that  glaucoma  might 
result  from  a cataract  operation.  A verdict  of 
$10,000  was  returned.  It  was  brought  out 
that  the  doctor  had  explained  the  operation  in 
detail  and  the  patient  had  undergone  a second 
operation  for  cataracts  on  her  other  eye  by 
another  surgeon.  The  appeals  court  concluded 
that  informed  consent  occurs  “if  the  consentor 
understands  substantially  the  nature  of  the 
surgical  procedure  and  the  possible  results  of 
the  operation.”  Therefore,  it  voided  the 
judgment  against  Dr.  Shetter. 

In  the  case  of  Grosjean  v.  Spencer  the  Iowa 
Supreme  Court  decided  that  a surgeon  need  not 
tell  his  patient  of  all  the  potential  risks  in  an 
impending  operation,  and  this  was  the  first 
review  by  the  Iowa  Supi’eme  Court  of  what 
constitutes  “informed  consent.”  A complete 
disclosure  of  all  possible  eventualities,  the  court 
said,  “could  so  alarm  the  patient  that  it  would, 
in  fact,  constitute  bad  medical  practice.” 
This  suit  was  brought  by  the  widow  of  a fifty- 
nine-year-old  patient  who,  after  x-rays  revealed 
a small  tumor  on  the  left  colon,  was  advised  to 
have  immediate  surgery.  The  patient  was 
wary  but  the  doctor  carefully  explained  the 
tumor  could  grow  causing  a bowel  obstruction. 
The  patient  consented.  The  tumor  proved  to 
be  malignant. 

Grosjean  progressed  for  two  weeks  after 
surgery  when  he  relapsed.  A bleeding  gastric 
ulcer  and  extensive  peritonitis  were  disclosed  in 
a second  operation  that  was  performed  by 
another  surgeon,  and  Grosjean  died.  The 
widow  contended  that  Dr.  Spencer  had  misled 
her  husband  as  to  the  possible  consequences  of 
the  operation,  and  had  not  disclosed  the 
possibility  of  cancer.  The  trial  court’s  directed 
verdict  of  acquittal  was  sustained. 

At  times  a very  simple  precaution  would 
avoid  a claimed  lack  of  informed  consent  on 
behalf  of  the  patient.  For  instance,  in  one  of 
the  infant  plaintiff  settlements  mentioned 
above,  the  father  claimed  that  he  and/or  the 
mother  had  not  been  told  the  child’s  right 
eye  was  to  be  operated  and  that  only  the  left 
eye  was  cataractous.  The  consent  form  signed 
at  the  hospital  was  so  general  in  trend  that  it 
purported  to  authorize  the  surgeon  to  do 
whatever  surgery  was  necessary.  It  might 
have  had  written  in  “on  right.”  Such  a simple 
precaution  would  have  removed  that  contro- 
versial issue  from  the  case.  It  was  also  brought 
out  that  although  the  doctor  had  given  the 
father  a letter  to  take  to  the  hospital  in  which 
it  was  stated  that  he  was  going  to  opei'ate  on 
the  right  eye,  the  father  said  he  never  opened 
the  letter  and  just  delivered  it  to  the  admission 
office.  The  resident  who  examined  the  child 
characterized  the  pathology  as  a “posterior 
polar  cataract”  which  condition  according  to 
authorities  needs  no  surgery.  The  defendant 
said  the  child  had  a different  type  of  cataract 
which  affected  both  eyes.  After  he  operated  a 
number  of  times,  and  on  both  eyes,  he  still  did 
not  tell  the  parents  that  useful  sight  had  been 
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lost,  and  when  other  doctors  made  that  clear, 
the  parents  sued  him.  The  use  of  Latin 
abbreviations  such  as  “o.d.”  for  the  right  eye 
and  “o.s”  for  the  left  eye  are  at  times  confusing. 
They  assume  knowledge  on  the  part  of  all 
hospital  personnel  which  is  not  always  present. 

Many  experiences  could  be  cited  to  prove 
that  the  best  way  to  avoid  a claim  of  lack  of 
informed  consent  is  to  specify  in  the  consent 
form  the  type  of  treatment  to  be  rendered  and 
make  sure  the  patient  understands  what  is  to 
be  done.  This  especially  applies  in  cases 
involving  correction  of  hearing  defects  where 
there  is,  by  the  very  nature  of  the  ailment, 
limited  communication  between  the  doctor 
and  the  patient.  No  one  could  ever  urge  that 
a consent  to  operate,  no  matter  what  language 
pertaining  to  release  or  indemnification  it  may 
contain,  is  anything  more  than  evidence  that 
the  patient  agreed  to  surgery,  but  the  document 
is  immensely  improved  by  some  specific  refer- 
ence to  the  procedure  contemplated.  Where 
abdominal  surgery  may  involve  the  removal  of 
all  or  part  of  the  sexual  organs,  an  agreement  in 
writing  that  the  surgeon  is  authorized  to  do 
so,  if  advisable,  is  most  comforting  should  the 
patient  later  claim  lack  of  consent. 

To  show  the  exaggerated  extent  to  which  this 
doctrine  is  being  pleaded,  a complaint  was 
served  on  several  doctors  alleging  a lack  of 
informed  consent  because  the  plaintiff  got 
serum  hepatitis  from  a series  of  blood  trans- 
fusions which  were  life  saving,  and  he  had  not 
been  told  such  a complication  might  ensue. 
This  is  done  in  an  attempt  to  overcome  apeb 
late  decisions  which  refuse  to  apply  warranty 
principles  to  a blood  transfusion. 

Recently  a fellow  attorney  showed  me  a 
proposed  form  of  consent  for  surgery  which 
was  so  gruesome  in  particularizing  all  of  the 
complications  that  might  ensue  that  I am  sure 
no  impressionable  person  would  sign  it.  Com- 
mon sense  and  the  usual  standard  of  practice 
in  the  community  must  play  a large  part  in  the 
decision  as  to  just  what  a patient  should  be 
told,  and  this  may  very  well  vary  from  patient 
to  patient. 

An  author  recently  pointed  out  what  it  is  the 
patients  want  most.  They  are  not  complaining 
so  much  about  the  quality  of  the  therapy  ren- 
dered but  about  the  manner  in  which  they  are 
handled  from  a standpoint  of  understanding  and 


simple  courtesy.  I have  said  over  and  over 
again  that  even  where  there  is  an  untoward 
happening,  it  can  be  managed  much  better  if 
sympathy  and  candor  are  practiced  by  the  pro- 
fessional personnel.  The  patient  reacts  much 
better  to  adversity  if  he  feels  that  the  best 
efforts  of  the  staff  are  being  made  in  his  be- 
half. What  I have  said  about  the  reaction  of 
the  patient  to  the  doctor  is  also  true  of  the  jury 
to  a doctor  who  is  on  trial  in  a malpractice  case. 
Recently  we  called  a defendant  to  the  stand. 
The  jury  knew  that  he  had  been  up  a good  part  of 
the  night  taking  care  of  an  emergency.  When 
the  lawyer  started  to  shout  and  yell  at  him,  the 
doctor,  who  had  been  answering  without  any 
attempt  at  evasion,  said:  “Please  don’t  shout 
at  me.”  The  jury  told  me  afterwards  that 
they  were  most  sympathetic  to  him  and  re- 
sented the  attempt  to  abuse  him. 

It  is  a standard  charge  in  a malpractice  case 
that  the  doctor  is  not  held  to  the  highest 
degree  of  care  and  skill  but  only  to  a reason- 
able standard.  We  know  that  this  is  all  most 
judges  and  juries  expect  of  physicians,  but  a 
doctor  is  immeasurably  better  off  if  the  people 
who  are  appraising  his  case  decide  that  on  the 
basis  of  personality  and  character  he  is  worthy 
of  his  calling. 
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RADIOLOGIST,  BOARD  CERTIFIED  OR  ELIGIBLE. 
Position  open  as  associate  in  busy  department  in  275 
bed  general  hospital,  upstate  New  York.  Renumeration 
on  percentage  basis;  approximately  20,000  diagnostic 
cases  per  year.  Box  477,  % NYSJM. 


UNIQUE  OPPORTUNITY.  CONTRACT  GUARAN- 
teed,  Rockland  County,  20  min.  N.Y.C.  Refined  med. 
bldg,  adjoining  shopping  centers.  $40,000  gross  for 
pediatrician,  psychiatrist;  other  specialties  considered. 
8 hr.  day,  5 day  week,  11  month  year.  Box  487,  % 
NYSJM. 


GENERAL  PRACTITIONER  WANTED.  ARE  YOU 
working  alone  too  many  tough  years  with  not  enough  real 
time  off  and  never  set  at  ease  by  lack  of  full  coverage? 
Relocate  now  and  take  the  opportunity  to  work  with  very 
busy,  active  general  practitioner  in  his  large,  modem,  well 
equipped,  for  15  years  ever  growing  practice.  This 
arrangement  will  give  both  several  months  yearly  paid 
vacations  without  headaches;  income  above  average  for 
both.  No  obstetrics.  XCM  5.  Rochester,  N.  Y. 
Would  also  consider  relocation  if  someone  should  propose 
similar  opportunity.  Box  494,  % NYSJM. 


UPSTATE  NEW  YORK  COMMUNITY  NEEDS  PHYS- 
ician.  Near  Lake  Ontario.  Heart  of  dairy  and  fruit  farm- 
ing area.  Office  space  available.  Excellent  schools;  un- 
limited practice.  Also  in  need  of  dentist.  Reply  to;  Mrs. 
Maurice  Shafer,  Red  Creek,  New  York. 


ALLERGIST  WANTED  TO  WORK  PART-TIME  IN 
teaching  hospital  clinic.  Top  salarv.  Write  Box  504, 
% NYSJM. 


OPHTHALMOLOGIST  FOR  PRIVATE  PRACTICE: 
Glens  Falls,  New  York,  a city  center  serving  a population 
of  over  125,000  in  the  immediate  surrounding  area,  with 
excellent  schools  and  cultural  facilities,  invites  queries 
from  qualified  ophthalmologists.  Applicants  will  be 
screened  by  the  Credentials  Committee  of  the  medical 
staff  of  the  Glens  Falls  Hospital,  a fully  approved,  ex- 
cellently equipped  and  staffed  general  hospital  with  375 
beds.  Address  queries  to  William  G.  Illinger,  Superin- 
tendent, Glens  Falls  Hospital,  100  Park  St.,  Glens  Falls, 
N.Y.  12801. 


PHYSICIANS  WANTED— CONT’D 


ATTENTION:  IMMEDIATE  OPENING  FOR  PHYS1- 
cian  interested  in  Group  general  practice  in  Arizona. 
New  clinic  and  hospital  facilities.  No  investment  or 
equipment  necessary.  Industrial  connection  allows 
immediate  salary — $24,000  guaranteed.  Will  accept 
draft  eligible  physician.  Write;  Drawer  M,  Miami, 
Arizona. 


OPHTHALMOLOGIST  NEEDED  FOR  HOME  FOR 
the  Aged  in  Bronx.  500  beds.  Four  or  eight  hours  weekly. 
Box  513,  % NYSJM. 


PART  TIME  UROLOGIST  (BOARD  ELIGIBLE) 
wanted  in  Harlem  Hospital.  Please  contact  Harold 
Games,  M.D.,  Chief  of  Urology,  Harlem  Hospital,  136th 
St.  & Lenox  Ave.,  New  York,  N.Y.  10037. 


HOUSE  PHYSICIAN;  DIVERSIFIED  DUTIES  IN 
135-bed  accredited,  voluntary  hospital.  Connecticut 
license  required.  Monday  thru  Friday  and  every  other 
Saturday  morning.  Salary  $15,000  a year  plus  3-room 
furnished  apartment.  Contact:  Administrator,  Park  Citv 
Hospital,  Bridgeport,  Conn.  06604.  Call  (203)  368-0201. 


YOUNG  INTERNIST  TO  JOIN  RAPIDLY  EXPAN D- 
ing,  long  established  group.  New  York  license  necessary. 
Write  to:  Director,  Pack  Medical  Group,  129  East  36th 
St.,  New  York,  N.Y.  10016. 


WANTED:  INTERNIST,  BOARD  CERTIFIED  OR 

eligible  for  multispeciality  group  in  beautiful  Mid-Hudson 
Valley  70  miles  north  of  New  York  City.  First  class 
diagnostic  facilities.  Salary  $16,000— $17,000  first  two 
years,  then  full  partnership.  Box  510,  % NYSJM. 


PRACTICE  WANTED 


PSYCHIATRIST,  EXPERIENCED,  U.S.  TRAINED  FOR 
treatment  of  children,  adolescents  and  adults,  seeks  op- 
portunity for  private  practice  with  or  without  appoint- 
ment as  department  head  for  local  college  and/or  hospital. 
Military  service  completed.  Family  wants  permanent 
change  from  city  to  country  living.  Box  514,  % NYSJM. 


PRACTICES  FOR  SALE  OR  RENT 


EXCELLENT  PRACTICE  OPPORTUNITY  AVAIL- 
able  for  G.P.  or  internist.  New,  modem,  fully  equipped 
air  conditioned  office  in  resort  and  agricultural  com- 
munity in  western  New  York  State.  New  accredited  hos- 
pital in  town.  New  centralized  school  system.  Owner  has 
left  to  join  group.  For  rental  or  sale.  Box  497,  % 
NYSJM. 


AVAILABLE  FEBRUARY  15,  1967,  A PRACTICE  OF 
internal  medicine  grossing  fifty  thousand  plus.  Located 
on  Lake  Ontario  thirty-six  miles  from  Syracuse.  City  of 
twenty-five  thousand  with  growing  major  industries,  plus 
a booming  college  of  four  thousand.  Churches,  schools, 
recreation,  fine  expanding  hospital.  Box  503,  % NYSJM. 
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POSITIONS  WANTED 


RADIOLOGIST,  BOARD  CERTIFIED— DIAGNOSIS  & 
therapy,  is  looking  for  part-time  position  or  association 
with  hospital,  clinic  or  medical  group.  Broad  experience, 
including  vascular  radiology.  Box  491,  % NYSJM. 


85  ST.,  185  EAST  BETWEEN  LEX.  & THIRD  AVES. 

“PARK  LANE  TOWER” 

NEW  36-STY.  APT.  TOWER.  IMMEDIATE  OCCUPANCY 
3 EXCELLENT  SUITES:  671—725—850  SQ.  FT. 

CALL  MR.  GREEN 
CHARLES  H.  GREENTHAL  CO.,  INC. 

18  East  48  St..  N.y.C  PL  2-4700 


UROLOGIST,  36,  MARRIED,  WITH  NO  MILITARY 
obligations,  will  finish  an  approved  residency  in  a major 
New  York  City  hospital.  Interested  in  practice  oppor- 
tunity in  association  with  a group  or  individual.  Box  496, 
% NYSJM. 


REAL  ESTATE  FOR  SALE  OR  RENT 


ANESTHESIOLOGIST,  ELIGIBLE  N.Y.  STATE 
license,  desires  position,  also  part  time.  Box  512,  % 
NYSJM. 


NEW  YORK,  DUTCHESS  COUNTY:  NEW  MEDICAL 
building  in  Wappingers  Falls,  Poughkeepsie  area,  occupied 
by  D.D.S.,  orthodontist,  and  Ob-Gvn.  Office  available 
for  all  specialties.  Critical  physician  shortage  because  of 
pulation  explosion.  Address:  Martin  Rabin  D.D.S.,  65 
uth  Clinton  St.,  Poughkeepsie.  N.  Y.  (9141-454-0322 


PHYSICIAN,  N.Y.  STATE  LICENSE,  SPANISH  SPEAK- 
ing  with  experience  in  general  medicine,  desires  association 
with  Spanish  group  or  other.  Box  511,  % NYSJM. 


EASTERN  QUEENS  HOME/OFFICE  FOR  SALE 
Ranch,  3 bedrooms,  central  air  conditioning,  5 room  oak 
panneled  office,  independent  entrance.  Deep  lot.  Very 
economical,  existing  mortgage.  Price  mid  30’s;  open  to 
offer.  Phone:  (212)  FI  7-4713. 


MISCELLANEOUS 


ELECTROLYSIS:  PUT  YOURSELF  IN  OUR  HANDS 
with  confidence.  Superfluous  hair  removed  permanently 
without  scare.  No  case  too  small,  no  case  too  far  advanced. 
Special  attention  and  care  given  to  young  girls.  Free 
consultation,  by  appointment.  Lucille  Bouchard,  R.  I.  li- 
cense, 174  East  82nd  Street,  New  York,  N.  Y.  RE  7-1066. 


BILLS  COLLECTED— ABUSE  IS  RULED  OUT— 
tactful  yet  successful — 40  years  of  top  service  to  doctors 
and  hospitals — Mail  billhead  for  details.  Crane  Dis- 
count Corp.,  220  W.  42nd  St.,  New  York,  N.Y.  10036. 
LO  5-2943. 


Your  help  goes  where 
hunger  is  — — Give  to 
CARE,  New  York  10016 


PART  TIME  OFFICE  FOR  RENT  IN  ACTIVE 
medical  area  in  Bayside,  Queens.  Parking  no  problem. 
Modern  waiting  room,  consultation  rooms,  and  two  ex- 
amining rooms.  Reasonable  rates.  BA  5-8282. 


FOR  SALE:  ROCKVILLE  CENTRE,  NEW  YORK. 

Due  to  death  of  physician:  Colonial  brick  5-bedroom 

home,  thirty  minutes  from  New  York  City,  South  Shore 
of  Long  Island.  Attached  5-room  air  conditioned  office 
suite.  Long  established  otolaryngology  practice  avail- 
able; also  suitable  general  practice.  Mrs.  John  H.  Maurer, 
(516)  766-2711  or  Box  509,  % NYSJM. 


NASSAU  COUNTY— RENT  4 ROOM  SUITE,  PROFES- 
sional  building,  air-conditioned;  Main  Street.  Suitable 
G.P.  or  specialist.  No  physician  in  vicinity.  One  mile 
to  hospital.  Call  Mrs.  Desch,  (516)  PL  1-5632  days; 
or  Dr.  Lipton  eves  (516)  IV  5-5444  or  (212)  649-5263. 


“But  perhaps  she  really  has  what  she  says  she 
has." 
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Look  how  many  ways 

Thorazine' 

brand  of 

chlorpromazine 

can  help 


Tranquilizer 

Potentiator 

Antiemetic 

Agitation 

• 

Alcoholism 

• 

• 

Anxiety 

• 

Cancer  patients 

• 

• 

• 

Severe 

neurodermatitis 

• 

Drug  addiction 
withdrawal  symptoms 

• 

• 

Emotional  disturbances 
(moderate  to  severe) 

• 

Nausea  & vomiting 

• 

• 

Neurological  disorders 

• 

Obstetrics 

• 

• 

• 

Pain 

• 

• 

• 

Pediatrics 

• 

• 

• 

Porphyria 

• 

• 

Psychiatric  disorders 

• 

H i ecu  ps— ref  ractory 

• 

Senile  agitation 

• 

Surgery 

• 

• 

• 

Tetanus 

• 

• 

'Thorazine'  is  useful  as  a specific  adjuvant  in  the  above 
named  conditions. 

The  following  is  a brief  precautionary  statement.  Before  prescrib- 
ing, the  physician  should  be  familiar  with  the  complete  prescrib- 
ing information  In  SK&F  literature  or  PDR.  Contraindications: 
Comatose  states  or  the  presence  of  large  amounts  of  C.N.S. 
depressants.  Precautions:  Potentiation  of  C.N.S.  depressants 
may  occur  (reduce  dosage  of  C.N.S.  depressants  when  used 
concomitantly).  Antiemetic  effect  may  mask  other  conditions. 
Possibility  of  drowsiness  should  be  borne  in  mind  for  patients 
who  drive  cars,  etc.  In  pregnancy,  use  only  when  necessary  to 
the  welfare  of  the  patient.  Side  Effects:  Occasionally  transitory 
drowsiness;  dry  mouth;  nasal  congestion;  constipation;  amenor- 
rhea; mild  fever;  hypotensive  effects,  sometimes  severe  with 


I.M.  administration;  epinephrine  effects  may  be  reversed;  derma- 
tological reactions;  parkinsonism-like  symptoms  on  high  dosage 
(in  rare  instances,  may  persist);  weight  gain;  miosis;  lactation 
and  moderate  breast  engorgement  (in  females  on  high  dosages); 
and  less  frequently  cholestatic  jaundice.  Side  effects  occurring 
rarely  include:  mydriasis;  agranulocytosis;  skin  pigmentation, 
lenticular  and  corneal  deposits  (after  prolonged  substantial 
dosages). 

For  a comprehensive  presentation  of  ‘Thorazine’  prescribing 
information  and  side  effects  reported  with  phenothiazine  deriv- 
atives, please  refer  to  SK&F  literature  or  PDR. 

Smith  Kline  & French  Laboratories 
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For  people  who  eat 
tiore  than  one  meal  a day 


» Plegine  (Phendimetrazine  bitartrate)  tablet 
aken  an  hour  before  each  meal  affords  peak 
ctivity  at  mealtime,  when  it  is  needed  most. 
Reminds  patients  to  eat  according  to  your 
described  diet  plan. 

t.i.dPlegine 

Phendimetrazine  Ditartrate 

irovides  peak  appetite  suppression  when  it's  needed  most 


Indications:  Recommended  in  the  management  of 
excessive  appetite  leading  to  obesity. 

Cautions  and  Contraindications:  No  adverse  effects  on 
blood  pressure,  heart  rate,  and  respiration  have  been 
reported.  However,  as  is  true  for  all  medications  of  this 
type,  Plegine  (Phendimetrazine  bitartrate)  is  not  rec- 
ommended for  patients  with  coronary  disease,  severe 
hypertension,  or  thyrotoxicosis,  and  should  be  used 
with  caution  in  highly  nervous  or  agitated  individuals. 


Side  Effects:  There  have  been  occasional  reports  of  in- 
somnia and  nervousness.  Rare  instances  of  mouth 
dryness,  nausea,  blurring  of  vision,  dizziness,  consti- 
pation, and  stomach  pain  have  been  noted. 


AYERST  LABORATORIES  New  York.  N.Y.  10017  • Montreal,  Canada 


Photo  professionally  posed 


Mike  expects  a penicillin  injection. 
He’s  about  to  be  pleasantly  surprised. 


His  physician  is  going  to  prescribe  an  oral 
penicillin  — Pen  • Vee®  K (potassium  phen- 
oxymethyl  penicillin).  It’s  usually  so  rapidly 
and  completely  absorbed  that  therapeutic 
serum  levels  are  produced  in  15  to  30  minutes. 
Higher  serum  levels  generally  last  longer 
than  with  oral  penicillin  G. 

Indications:  Infections  due  to  pathogens  susceptible  to  oral 
penicillin  G.  Prophylaxis  of  rheumatic  fever  in  patients  with 
previous  history  of  the  disease. 

Precautions:  Skin  rash,  symptoms  resembling  those  of  serum 
sickness,  or  other  manifestations  of  penicillin-allergy  may  occur. 
Measures  for  treating  anaphylaxis  should  be  readily  available: 


epinephrine,  oxygen  and  pressor  drugs  for  relief  of  immediate 
allergic  reactions;  antihistamines  and  corticosteroids  for  delayed 
effects.  Penicillin  may  delay  or  prevent  the  appearance  of 
primary  syphilitic  lesions.  Patients  with  gonorrhea  who  are 
suspected  of  concurrent  syphilitic  infections  should  be  tested 
serologically  for  at  least  3 months.  Where  lesions  of  primary 
syphilis  are  suspected,  dark-field  examination  should  precede 
use  of  penicillin.  As  with  other  antibiotics  overgrowth  of  non- 
susceptible  organisms  may  occur;  if  so,  discontinue  and  take 
appropriate  measures.  Treat  ^-hemolytic  streptococcal  infec- 
tions with  full  therapeutic  dosage  for  at  least  10  days  to  prevent 
development  of  rheumatic  fever  or  glomerulonephritis. 
Contraindications:  Infections  caused  by  nonsusceptible  or- 
ganisms; history  of  penicillin  sensitivity. 

Composition:  Tablets— 125  mg.  (200,000  units)  and  250  mg., 
(400,000  units);  Liquid— 125  mg..  (200,000  units)  and  250  mg. 
(400,000  units)  per  5 cc.  Wyeth  Laboratories  Philadelphia,  Pa. 


0RAL  Pen  Vee®  K 

(potassium  phenoxymethyl  penicillin) 


Coca-Cola  has  the  taste  you  never 
get  tired  of.  Always  refreshing. 
That’s  why  things  go  better  with 
Coke  after  Coke  after  Coke. 

TRADE-MARK®  TRADEMARK®  TRADE-MARK® 


"COCA-COLA"  AND  "COKE"  ARE  REGISTERED  TRADE-MARKS  WHICH  IDENTIFY  ONLY  THE  PRODUCT  OF  THE  COCA-COLA  COMPANY. 
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I or  adolescents,  acne  is  "...an  af- 
iction  which  immediately  separates 
lese  people  from  their  confreres.'  * 
i'ashing  with  pHisoHex,  from  the 
-st  sign  of  acne,  can  help  your  pa- 
ints—even  with  severe  forms  — 
rough  the  "acne  decade”  (12-22). 
jhree  or  four  thorough  daily 
ashes  with  powerful,  antibacterial 
HisoHex  enhance  acne  regimens, 
jsults  help  restore  self-confidence 
lisoHex  builds  a cumulative  bac- 
riostatic  film  of  hexachlorophene 
protect  acne  skin  between  wash- 
gs,  helps  check  the  "infection  fac- 
r.”  pHisoHex  is  especially  effec- 


tive against  Staph  — a frequent  in- 
vader of  acne  lesions. 

A much  more  surface-active  deter- 
gent than  soap,  pHisoHex  removes 
dirt,  emulsifies  oil  and  cleanses 
acne  skin  rapidly  and  thoroughly, 
including  orifices  of  the  sebaceous 
glands,  sweat  glands  and  hair  fol- 
licles. pHisoHex  is  nonalkaline,  hy- 
poallergenic and  “kind”  to  skin. 
pHisoAc®,  a keratolytic  skin-toned 
cream,  is  recommended  with 
pHisoHex  for  local  treatment  in 
acne.  pHisoAc  dries,  peels  and 
masks  lesions,  helps  prevent  come- 
dones, pustules  and  scarring.  It  con- 


tains colloidal  sulfur  6 per  cent, 
resorcinol  1.5  per  cent  and  hexa- 
chlorophene 0.3  per  cent.  Odorless, 
nongreasy  and  pleasant  to  use. 
pHisoHex  is  supplied  in  squeeze 
bottles  of  5 oz.  and  1 pint  and  in 
unbreakable  bottles  of  1 gal. 
pHisoAc  is  supplied  in  tubes  of  I’/j 
oz.,  also  available  in  a combination 
package  with  a 5-oz.  squeeze  bot- 
tle of  pHisoHex. 

'Kligman,  A.  M.,  in  Ludwig,  G.  D.,  and 
Elsom,  Katherine  O.  (Eds.):  Am.  Pract. 
13:200,  March,  1962. 

pHisoHex  and  pHisoAc,  trademarks  reg.  U.S.  Pat.  Off. 

Wmthrop  Laboratories,  New  York,  N.Y.  10016 
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When  do  you  read  the  journals,  doctor? 

Don't  you  wish  you  could  keep  pace  with  the  fast-breaking  develop- 
ments in  your  field  of  interest?  Perhaps  you  could  if  you  did  not  have  to 
spend  so  much  of  your  time  and  energy  on  collections. 

GHI  Participating  Doctors  may  not  read  the  journals  any  more  care- 
fully than  their  colleagues,  but  they  have  less  of  an  excuse.  After  all,  for 
them,  there  are  no  collection  problems  with  their  GHI  patients.  GHI  payments 
reach  such  doctors  directly  — and  quickly,  usually  within  five  working  days. 

Even  if  you’re  all  caught  up  on  the  journals,  you  may  have  other  uses 
for  the  time  you’d  save  as  a GHI  Participating  Doctor.  Wouldn’t  it  be  nice  to 
have  a choice? 

Get  the  whole  GHI  participation  story,  today.  Call  or  write  our  Pro- 
fessional Relations  Department. 
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MERCUHYDRIN 

(meralluride  injection) 


LAKESIDE 


Twenty  years  ago  the  publication  of  "A 
System  for  the  Routine  Treatment  of  the  Failing 
Heart”1 2  established  a schedule  of  diuretic 
therapy  as  a primary  factor  in  the  treatment 
of  acute  congestive  failure.  With  emphasis 
upon  daily  injections  of  Mercuhydrin 
(meralluride  injection)  until  dry  weight  was 
obtained,  Gold,  et  al.  achieved  a 40%  increase 
in  improvement,  in  VS  the  time,  over  other 
methods  then  current.  Today,  most  medical 
texts  continue  to  recommend  parenteral 
mercurials  in  acute  congestive  failure  when 
prompt  diuresis  is  indicated. 

Recently  Models  has  stated:  “The  mercurial 
diuretics  are  the  injectable  diuretics  of  choice 
since  they  are  the  most  potent  as  well  as  the 
most  dependable.  Their  toxicity  is  not  an 
important  consideration  either  by  comparison 
with  other  potent  diuretics  or  in  relation  to  the 
seriousness  of  the  conditions  in  which  they 
provide  such  excellent  relief.” 


IN  BRIEF 

Mercuhydrin  is  indicated  in  edema  of  cardiac  or 
hepatic  origin  and  in  the  nephrotic  syndrome;  it  is 
contraindicated  in  acute  nephritis  and  in  anuric  or 
oliguric  states.  The  usual  adult  dose  is  one  to  two 
cc.  daily  or  every  other  day  until  “dry  weight"  is 
obtained.  Sensitivity  is  rare  but  small  initial  doses 
are  advised  to  minimize  potential  reactions;  ver- 
tigo, fever,  and  rash  have  occurred.  Overdosage 
may  produce  electrolyte  depletion,  muscle  cramps, 
and  G.  I.  reactions.  Supplied:  1 cc.  and  2 cc.  am- 
puls in  boxes  of  12,  25  and  100;  10  cc.  rubber 
capped,  multiple-dose  vials  (intramuscular  or  sub- 
cutaneous use  only)  in  boxes  of  6 and  100. 


1. Gold,  Harry, et  al.:  A System  for  the  Routine  Treat- 
ment of  the  Failing  Heart,  The  American  Journal  of 
Medicine,  Vol.  Ill,  No.  6:665-692  (Dec.)  1956. 

2.  Modell,  Walter:  Drugs  of  Choice  1966-1967,  p.  97, 
1966. 

LAKESIDE  LABORATORIES,  INC. .Milwaukee, Wisconsin  53201 
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Abstracts 


Cherry,  S.  H.,  and  Rosenfield,  R.  E.:  Erythro- 
blastosis fetalis  with  amniotic  fluid  studies  and 
intra-uterine  fetal  transfusions;  clinical  evalua- 
tion and  management,  New  York  State  J. 
Med.  67:  403  (Feb.  1)  1967. 

The  study  of  amniotic  fluid  has  become  an 
accepted  method  for  evaluating  the  severity  of 
fetal  hemolytic  disease.  Intra-uterine  fetal 
transfusions  reduce  the  fetal  death  rate  caused 
by  Rh  incompatibility.  In  the  management  of 
maternal  iso-immunization,  amniocentesis  and 
intra-uterine  fetal  transfusion  are  used.  Ante- 
partum tests  include  blood  typing  and  amnio- 
centesis. Premature  termination  of  pregnancy 
may  be  indicated  or  intra-uterine  fetal  peri- 
toneal transfusions.  In  95  cases  of  Rh  iso- 
immunization, with  151  amniocenteses  per- 
formed, there  were  4 stillbirths  but  no  neonatal 
deaths,  constituting  a 4.2  per  cent  perinatal 
loss  from  erythroblastosis. 

Cohen,  N.  L.:  Clinical  applications  of  electro- 
nystagmography, New  York  State  J.  Med. 
67:  407  (Feb.  1)  1967. 

Electronystagmography,  an  electronic  method 
of  measuring  the  velocity  of  eye  movements 
directly,  records  and  measures  the  velocity 
of  nystagmus.  Faint  nystagmus  can  be  re- 
corded with  an  amplitude  of  only  1 degree. 
This  is  important  since  spontaneous,  positional, 
and  the  first  and  last  beats  of  postcaloric  nys- 
tagmus are  difficult  to  assess  by  subjective  ex- 
amination. Quantitative  determinations  of  ves- 
tibular function  can  be  made  as  well  as  general 
evaluation. 

Irwin,  G.  A.  L.,  Michaud,  N.  J.,  and  Zatz- 
kin,  H.  R.:  Supervoltage  roentgenography 


with  linear  accelerator,  New  York  State  J. 
Med.  67:  414  (Feb.  1)  1967. 

Supervoltage  radiation  therapy  with  a linear 
accelerator  results  in  precise  portal  localization 
which  is  enhanced  by  using  the  accelerator  for 
roentgenographic  purposes.  Bone  and  soft 
tissues  are  blurred  producing  a sharp,  soft  tissue- 
air  laminographic  image.  The  increased  dosages 
of  radiation  with  these  technics  seem  to  be 
justified  in  patients  with  known  malignant  con- 
ditions or  suspicious  lesions. 

Baratta,  V.  J.:  Evaluation  of  new  oral  penicil- 

lin G,  New  York  State  J.  Med.  67:  418 
(Feb.  1)  1967. 

Oral  doses  of  800,000  units  of  penicillin  G 
twice  daily  for  up  to  ten  days  were  given  to  44 
patients  with  various  bacterial  infections. 
The  therapeutic  results  were  excellent  in  42  pa- 
tients and  good  in  2.  There  was  no  evidence  of 
toxicity  or  side-effects  in  any  patient. 

Simon,  N.:  Iridium-192  for  tumor  implants 

with  direct  dose  measurements,  New  York 
State  J.  Med.  67:  424  (Feb.  1)  1967. 

In  the  implantation  treatment  of  tumors, 
iridium-192  is  a suitable  substitute  for  radium. 
It  can  be  made  in  small  size,  the  cross  section 
for  neutrons  is  high,  and  high  specific  activity 
material  can  be  made  relatively  economically. 
Shielding  is  correspondingly  simpler,  and  it  is 
possible  to  supply  iridium-192  in  sufficiently 
small  size  to  allow  easy  afterloading.  Absorbed 
doses  in  implants  can  be  measured  with  thermo- 
luminescent dosimeters  to  determine  the  strength 
of  the  implanted  seeds.  Lithium  fluoride  is  a 
useful  radiation  dosimeter. 
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"All  Otolaryngologists  are  Alike" 


Just  look  at  them  and  you  can  see  how  much  they 
have  in  common.  Besides,  they  all  go  through 
pretty  much  the  same  training,  and  pass  the  same 
kinds  of  tests,  and  measure  up  to  the  same  sort 
of  standards.  Therefore,  all  otolaryngologists  are 
alike.  Right? 

Wrong!  But  that's  no  more  preposterous  than 
what  some  people  say  about  aspirin.  Namely:  since 
all  aspirin  is  at  least  supposed  to  come  up  to  certain 
required  standards,  then  all  aspirin  tablets  must 
be  alike. 

Bayer's  standards  are  far  more  exacting.  In  fact, 
there  are  at  least  nine  specific  differences  involving 
moisture  content,  purity,  potency  and  speed  of 


tablet  disintegration,  which  make  the  manufacture 
of  Bayer®  Aspirin  so  different. 

These  Bayer  standards  result  in  significant  prod- 
uct benefits,  including  gentleness  to  the  stomach 
and  product  stability,  that  enable  Bayer  Aspirin 
tablets  to  stay  strong  and  gentle  until  they  are  taken. 

So  next  time  you  hear  someone  say  that  all 
aspirin  tablets  are  alike,  you  can  say,  with  confi- 
dence, that  "it  just  isn't  so." 

You  might  also  say  that  all  otolaryngologists 
aren't  alike,  either. 
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Abstracts  in  Interlingua 


Cherry,  S.  H.,  and  Rosenfield,  R.  E.:  Ery- 

throblastosis fetal,  con  studios  de  liquido  am- 
niotic,  e intra-uterin  transfusiones  fetal:  eval- 

uation clinic  e aspectos  therapeutic  ( anglese ), 
New  York  State  J.  Med.  67:  403  (1  de  feb- 
ruario)  1967. 

Studios  del  liquido  amniotic  ha  devenite  un 
acceptate  methodologia  pro  le  evalutation  del 
severitate  de  morbo  hemolytic  fetal.  Intra- 
uterin  transfusiones  fetal  reduce  le  mortalitate 
fetal  causate  per  incompatibilitate  Rh.  In  le 
tractamento  de  iso-immunisation  materne,  am- 
niocentese  e intra-uterin  transfusion  fetal  es 
usate.  Tests  ante  parto  include  le  deter- 
mination del  typo  sanguinee  e amniocentese. 
Termination  prematur  del  pregnantia  es  a vices 
indicate,  e le  mesmo  vale  pro  intra-uterin  trans- 
fusion peritonee  fetal.  In  95  casos  de  iso-im- 
munisation  Rh,  comprendente  le  effectuation 
de  150  amniocenteses,  le  numero  del  mortenatos 
esseva  4 sed  le  numero  del  mortes  neonatal 
esseva  0.  Isto  constitue  un  perdita  de  vita 
perinatal  ab  erythroblastosis  de  4,2  pro  cento. 

Cohen,  N.  L.:  Applicationes  clinic  de  elec- 

tronystagmographia  {anglese),  New  York  State 
J.  Med.  67:  407  (1  de  februario)  1967. 

Electronystagmographia — un  methodo  elec- 
tronic pro  mesurar  le  velocitate  del  movimentos 
ocular  directemente — registra  e mesura  le 
velocitate  de  nystagmo.  Le  formas  de  nystagmo 
pote  esser  registrate  con  un  amplitude  de  sol- 
mente  1 grado.  Isto  es  importante  viste  que 
pulsos  spontanee  e positional  e le  prime  e ultime 
pulso  de  nystagmo  postcaloric  es  difficile  a 
evalutar  per  examine  subjective.  Determina- 
tiones  quantitative  del  function  vestibular  pote 
esser  effectuate  si  ben  como  un  evaluation  ge- 
neral. 

Irwin  G.  A.  L.,  Michaud,  N.  J.,  e Zatzkin, 

H.  R.:  Roentgenographia  a supervoltage  con 

accelerator  lineari  {anglese),  New  York  State 
J.  Med.  67:  414  (1  de  februario)  1967. 


Radiotherapia  a supervoltage  con  un  acceler- 
ator lineari  resulta  in  un  precise  localisation 
portal  le  qual  es  meliorate  gratias  al  uso  del 
acceleratori  pro  objectivos  roentgenographic. 
Osso  e tissus  molle  es  obfuscate  con  le  resultante 
production  de  un  nette  imagine  laminographic 
inter  tissu  molle  e aere.  Le  augmentate  dosage 
de  irradiation  requirite  per  iste  typo  de  technica 
pare  esser  justificate  in  patientes  cognoscite- 
mente  affligite  de  conditiones  maligne  o de 
lesiones  suspecte. 

Baratta,  V.  J.:  Evaluation  de  un  nove  oral 

penicillina  G {anglese),  New  York  State  J. 
Med.  67:  418  (1  de  februario)  1967. 

Doses  oral  de  800.000  unitates  de  penicillina 
G esseva  administrate  duo  vices  per  die  durante 
usque  ad  dece  dies  a 44  patientes  con  varie 
infectiones  bacterial.  Le  resulta tos  therapeutic 
esseva  excellente  in  42  patientes  e bon  in  2. 
Esseva  trovate  nulle  evidentia  de  toxicitate  e 
nulle  adverse  effectos  secundari  in  ulle  del 
patientes. 

Simon,  N.:  Iridium-192  pro  implantas  intra- 

cumoric  con  directe  mesurationes  de  dosage 
{anglese).  New  York  State  J.  Med.  67:  424 
(1  de  februario)  1967. 

In  le  tractamento  de  turn  ores  con  implanta- 
tiones,  iridium-192  es  un  appropriate  reimpla- 
ciamento  de  radium.  Illo  pote  esser  fabricate 
con  micre  dimensiones,  le  section  transverse 
pro  neutrones  es  favorabile,  e material  a alte 
activitate  specific  pote  esser  confectionate  a 
precio  relativemente  basse.  Le  problema  del 
protection  es  correspondentemente  simplificate, 
e il  es  possibile  suppler  iridium-192  in  massas 
sufficientemente  micre  pro  permitter  un  facile 
recarga.  Le  absorbite  doses  in  le  implantas 
pote  esser  mesurate  con  dosimetros  thermo- 
luminescente  pro  determinar  le  fortia  del  im- 
plantate  granos.  Fluoruro  de  lithium  es  un 
utile  dosimetro  de  radiation. 


372  New  York  State  Journal  of  Medicine  / February  1,  1967 


Togetherness.... 


...can  be  rough  when  epidemics  of  nausea  and 
vomiting  strike  a family.  Emetrol  offers  prompt,  safe  relief.  It  is 
free  from  toxicity1  or  side  effects2  3 and  will  not  mask  symptoms  of 
serious  organic  disorders. 


1.  Bradley,  J.  E.,  et  al.:  J.  Pediat.  38:41  (Jan.)  1951. 

2.  Bradley,  J.  E.:  Mod.  Med.  20:71  (Oct.  15)  1952. 

3.  Crunden,  A.  B.,  Jr.,  and  Davis,  W.  A.:  Am.  J.  Obst, 
& Gynec.  65:311  (Feb.)  1953. 


WILLIAM  H.  RORER,  INC. 
Fort  Washington,  Pa. 


Emetrol® 

phosphorated  carbohydrate 
solution 

emesis  control 


RORER 


The  Gentle  Relief  For 
Constipation  Distress 


EUCARBON 

A gentle  laxative  adsorbent  for  gastro-intes- 
tinal  dysfunction  and  anti-flatulent  effects  in 
fermentation.  An  excellent  detoxifying  sub- 
stance with  a wide  range  of  uses  in 
dermatology. 

Each  tablet  contains:  Ext.  of  Rhubarb,  Senna, 
Precipitated  Sulfur,  Peppermint  Oil,  Fennel  Oil 
in  highly  activated  charcoal  base.  Dose:  1 or 
2 tablets  daily.  Supply:  Tins  of  100,  at  all 
pharmacies.  Please  send  for  samples. 


STANDARD  PHARMACEUTICAL  CO.,  INC. 
10  Fairchild  Court,  Plainview,  N.  Y.  11803 
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NOW -the  nutritional  supplement  tha 


Chewable 


recognizes  the  child's  special  need 1,2,3 
to  maintain  an  adequate  iron  intake 


CHOCKS 
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Iron  balance  is  precarious  throughout  childhood  due  to  the  metabolic  demands  of  rapid 
growth  and  body  development.12-3  The  three  to  six  year  old  is  predisposed  to  iron-poor 
nutritional  status  if  the  iron  intake  during  infancy  was  possibly  less  than  adequate.4  Even 
when  adequate  in  infancy,  growth  spurts  and  expanding  blood  volume  during  this  early  age 
make  the  body’s  demand  for  iron  equal  to  that  of  the  adult  male,5  and  frequently  greater 
than  is  provided  by  dietary  intake.  To  maintain  iron  equilibrium  and  avoid  drain  on 
iron  stores,  supplementary  iron  with  essential  vitamins6-7  deserves  consideration. 


I 


Each  cherry-flavored 


Multiples  of  Minimum  Daily 
Requirements  ( MDR ) by  Ages: 


chewable  tablet  contains: 

2-6 

6-12 

Adults 

Vitamin  A 

5,000  U.S.P.  Units 

1.7 

1.7 

1.2 

Vitamin  D 

400  U.S.P.  Units 

1.0 

1.0 

1.0 

Vitamin  C (as  sodium  ascorbate)  . 50  mg. 

2.5 

2.5 

1.7 

Niacinamide 

20  mg. 

4.0 

2.7 

2.0 

Vitamin  B,  (Thiamine) 

...  2 mg. 

4.0 

2.7 

2.0 

Vitamin  B„  (Riboflavin) 

2.5  mg. 

2.7 

2.7 

2.0 

CHOCmI 

Pyridoxine  HC1  (B„) 

1 mg. 

* 

* 

* 

Cyanocobalamin  (Bls) 

1 meg. 

* 

* 

* 

Iron  (Ferrous  Fumarate) 

10  mg. 

1.3 

1.0 

1.0 

*MDR  for  these  vitamins  has  not  been  determined. 


“The  iron  required  for  growth3’8  during  infancy 
and  childhood  obviously  varies  with  the  rapidity 
of  growth  at  different  periods.  If  a normal  male 
has  0.5  gm  of  iron  in  his  body  at  birth  and  5 gm 
when  he  stops  growing  at  about  the  age  of  20,  he 
must  accumulate  during  these  20  years  roughly 
4.5  gm  of  iron,  or  225  mg  per  year,  or  an  aver- 
age of  approximately  0.6  mg  per  day.  Similarly, 
if  a normal  female  has  0.5  gm  of  iron  at  birth 
and  4 gm  when  she  stops  growing  at  about  the 
age  of  15,  she  must  have  accumulated  3.5  gm 


of  iron,  or  approximately  230  mg  per  year,  or  an 
average  of  approximately  0.6  mg  per  day.  For 
the  growing  child,  therefore,  approximately  0.6 
mg  of  iron  per  day  must  be  absorbed  over  and 
above  that  lost  or  excreted  in  order  for  a posi- 
tive balance  to  be  maintained.” 

For  additional  information  use 
coupon  on  opposite  page. 

MILES  LABORATORIES,  INC. 

Elkhart,  Indiana  46514 


Information  above  is  presented  for  physicians  only 
©1966  Miles  Laboratories,  Inc 


ytoice  for  nutritional 
implementation 


'lE-A-DAY®  Multiple  Vitamins  PLUS  IRON 

BRAND 

h tablet  provides: 

amin  A 5,000  U.S.P.  Units 

amin  D 400  U.S.P.  Units 

amin  Bi  (Thiamine)  2 mg. 

amin  Bi  (Riboflavin)  2.5  mg. 

amin  C (Ascorbic  Acid)  50  mg. 

amin  Bo  (Pyridoxine)  1 mg. 

amin  B12 1 microgram 

icinamide  20  mg. 

.cium  Pantothenate**  1 mg. 

n (Ferrous  Fumarate)  15  mg. 

h One-A-Day  (Brand)  Multiple  Vitamins  Plus 
n tablet  supplies:  the  adult  Minimum  Daily 
tuirement  of  vitamin  D;  \ V*  MDR  of  vitamin 
1V5  MDR  of  vitamin  C;  2 MDR  of  vitamins 
and  B„  and  Niacinamide,  and  1 Vz  the  MDR 
Iron. 

The  need  in  human  nutrition  is  not  established. 

'lE-A-DAY®  Multiple  Vitamins 

BRAND 

daily  supplementation,  each  red  tablet  sup- 
s the  same  vitamin  content  as  above  but  with- 

iron. 

Physicians’  Desk  Reference  for  formulas 


lewable  CHOCKS®  Multiple  Vitamins 

BRAND 


daily  supplementation,  each  soft,  fruit-fla- 
cd  tablet  supplies  eight  essential  vitamins, 
y be  chewed,  allowed  to  dissolve  in  mouth,  or 
shed  and  placed  in  food  or  liquids. 

Physicians’  Desk  Reference  for  formulas 


erences:  1.  Beutler.  E.;  Fairbanks,  V.F..  and  Fahey,  J.L.: 
cal  Disorders  of  Iron  Metabolism.  New  York,  Grune  & Strat- 
1963  2.  Moore.  C V.  Iron  and  the  Essential  Trace  Ele- 

ts.  Chapter  10.  page  290.  In  Wohl.  M.G..  and  Goodhart, 
(eds.):  Modern  Nutrition  m Health  and  Disease  3rd  edi- 
. Philadelphia,  Lea  & Febiger.  1964.  3-  Moore.  C.V.:  Iron 

lutrition.  Chapter  9,  page  329.  In  Jolliffe.  N.  (ed.):  Clinical 
r'tion.  2nd  edition.  New  York.  Hoeber-Harper,  1962.  4.  Edi- 
il:  Iron  deficiency  in  infants.  J.A.M.A.  195:175  March  7, 
6.  5.  Recommended  Dietary  Allowances.  Sixth  Revised  Edi- 
. 1964  A report  of  the  Food  and  Nutrition  Board,  National 
lemy  of  Sciences,  National  Research  Council,  Publication 
6,  Washington.  D.C..  1964  6 Sebrell,  W.H..  Jr.:  Vitamins 
lOdern  medicine,  page  80.  In  Symposium:  Nutrition  — current 
mces  with  clinical  applications.  Modern  Medicine  28:80  Aug 
1.  1960.  7.  Krehl,  W.A  . and  Hodges,  R.E.:  The  interprets 
of  nutrition  survey  data.  Symposium  on  nutritional  status  of 
ients  of  the  U.S.A.  Am.  J.  Clin.  Nutrition  17:191-199  Octo- 
1965.  8.  Moore.C.V.  : Etiology  of  Iron-Deficiency  Anemia.  Iron 
iinicai  Medicine.  U.  Calif.  Press.  Berkeley  and  L.A.  1958,  p.  139. 
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Recent  Research  has  increasingly  defined  the  role  of  the 
individual  nutrients  in  human  nutrition  and  provided 
biochemical  measures  of  tissue  desaturation  far  in  advance  of 
frank  clinical  disease  or  even  of  preclinical  metabolic 
derangement.  Many  of  these  tests  are  becoming  standardized 
and  have  been  used  in  nutritional  surveys  over  the  world. 
Guides,  some  more  satisfactory  than  others,  have  been 
developed  for  their  interpretation.  This  brochure  brings  some 
of  these  together  in  one  place,  along  with  other  information 
on  the  evaluation  of  nutriture  and  of  dietary  intake  in  the 
individual  patient,  for  use  by  physicians. 

We  are  pleased  that  some  teaching  centers  and  medical 
groups  have  already  requested  multiple  copies.  Please  indicate 
on  the  card  below  how  many  brochures  we  should  send. 

To  request  copies  — Fill  in  and  mail  this  coupon 


MILES  LABORATORIES,  INC.,  Elkhart,  Indiana  46S14 

Brochures  (indicate  how  many) 

ONE 10 25 

Patient  Starter  Samples 

CHOCKS®  PLUS  IRON  (10  mg.) 

ONE-A-DAY®  PLUS  IRON  (15  mg.) 

M.D. 

NAME 


PLEASE 

SEND 


ADDRESS 


CITY 


STATE  Please  use  ZIP  CODE 


Books  Received 


The  following  books  were  received  during  the  month  of  November,  1966  * 


Clinical  Management  of  Behavior  Dis- 
orders in  Children.  By  Harry  Bakwin, 
M.D.,  and  Ruth  Morris  Bakwin,  M.D.  Third 
edition.  Octavo  of  652  pages,  illustrated. 
Phila.,  W.  B.  Saunders  Company,  1966.  Cloth, 
$14.50. 

Differential  Diagnosis  of  Cardiovascular 
Disease  by  X-Ray.  By  Phillip  H.  Meyers, 
M.D.,  Manuel  Roy,  Jr.,  M.D.,  and  Charles  M. 
Nice,  Jr.,  M.D.  Octavo  of  187  pages,  illus- 
trated. New  York,  Hoeber  Medical  Division, 
Harper  & Row,  Publishers,  1966.  Cloth, 
$10.50. 

Frieboes/Sch  nfeld  Color  Atlas  of  Der- 
matology. By  Joseph  Kimmig,  M.D.,  and 
Michael  Janner,  M.D.  American  Edition  Trans- 
lated and  Revised  by  Herbert  Goldschmidt, 
M.D.  Quarto  of  304  pages,  illustrated.  Phila., 
W.  B.  Saundei's  Company,  1966.  Cloth,  $45. 

A Manual  of  Tropical  Medicine.  By  George 
W.  Hunter,  III,  Ph.D.,  William  W.  Frye,  M.D., 
and  J.  Clyde  Swartzwelder,  Ph.D.  Fourth 
edition.  Octavo  of  931  pages,  illustrated. 
Phila.,  W.  B.  Saunders  Company,  1966.  Cloth, 
$18.50. 

Human  Development.  Edited  by  Frank 
Falkner,  M.D.  Quarto  of  644  pages,  illus- 
trated. Phila.,  W.  B.  Saunders  Company, 
1966.  Cloth,  $20. 

Ballistocardiography  and  Cardiovascular 
Dynamics.  Proceedings  of  the  First  World 
Congress  on  Ballistocardiography  and  Car- 
diovascular Dynamics,  Amsterdam,  April 
12-14,  1965.  Edited  by  A.  A.  Knoop,  Amster- 
dam. Octavo  of  347  pages,  illustrated.  Balti- 
more, The  Williams  & Wilkins  Company,  1966. 
Cloth,  $19.25. 

Surgical  Bleeding.  Handbook  for  medi- 
cine, surgery,  and  specialties.  Edited  by 
Alex  W.  Ulin,  M.D.,  and  Seymour  S.  Gollub, 
M.D.  Octavo  of  532  pages,  illustrated.  New 
York,  The  Blakiston  Division,  McGraw-Hill 
Book  Company,  1966.  Cloth,  $23.50. 

The  Common  Bile  Duct:  Operative  Cho- 

langiography, Biliary  Endoscopy  and  Cho- 
ledocholithotomy.  By  Clarence  J.  Schein, 
M.D.,  Wilhelm  Z.  Stern,  M.D.,  and  Harold  G. 
Jacobson,  M.D.  Quarto  of  290  pages,  il- 
lustrated. Springfield,  111.,  Charles  C Thomas, 
Publisher,  1966.  Cloth,  $22.50.  (American 
Lecture  Series  No.  649) 

* Books  received  for  review  are  acknowledged  promptly  in 
this  column.  No  other  obligation  is  assumed  for  the  courtesy 
of  those  sending  them  for  this  purpose.  Selection  for  review 
is  made  on  the  basis  of  merit  and  reader  interest. 


Speech  Pathology  and  Feedback  Theory. 

By  Edward  D.  Mysak,  Ph.D.  Octavo  of  113 
pages,  illustrated.  Springfield,  111.,  Charles  C 
Thomas,  1966.  Cloth,  $6.50. 

Clinical  Stomatology.  Edited  by  Edward  V. 
Zegarelli,  D.D.S.,  and  Austin  H.  Kutscher, 
D.D.S.  Octavo  of  303  pages,  illustrated.  New 
York,  The  Blakiston  Division,  McGraw-Hill 
Book  Company,  1966.  Cloth,  $15.95. 

The  Creative  Way  to  Paint.  By  David 
Friend.  Quarto  of  214  pages,  illustrated.  New 
York,  Watson-Guptill  Publications,  1966. 
Cloth,  $12.50. 

Vietnam  Doctor.  The  Story  of  Project 
Concern.  By  James  W.  Turpin,  M.D.,  and 
A1  Hirshberg.  Octavo  of  210  pages,  illustrated. 
New  York,  McGraw-Hill  Book  Company, 
1966.  Cloth,  $5.95. 

Condition  Critical:  Our  Hospital  Crisis. 

By  Edwin  P.  Hoyt.  Octavo  of  264  pages. 
New  York,  Holt,  Rinehart  and  Winston,  1966. 
Cloth,  $5.95. 

Enzyme  Kinetics:  A learning  program  for 

students  of  the  biological  and  medical  sci- 
ences. by  Halvor  N.  Christensen,  Ph.D., 
and  Graham  A.  Palmer,  Ph.D.  Quarto  of  124 
pages,  illustrated.  Phila.,  W.  B.  Saunders 
Company,  1967.  Paper,  $3.50. 

Clinical  Obstetrics  and  Gynecology.  Vol- 
ume 9 Number  3.  September  1966.  Ado- 
lescent Gynecology . Edited  by  Russell  Ramon 
de  Alvarez,  M.D.  Teratology.  Edited  by 
Elsie  R.  Carrington,  M.D.  Octavo.  Illus- 
trated. New  York,  Hoeber  Medical  Division, 
Harper  & Row,  Publishers,  1966.  Published 
quarterly  (four  numbers  a year).  Cloth, 
$18  per  year. 

The  Medical  Clinics  of  North  America. 
Nationwide  Number.  Volume  50,  Number 
6,  November,  1966.  Hematologic  Disorders 

William  H.  Crosby,  M.D.,  Guest  Editor. 
Octavo.  Phila.,  W.  B.  Saunders  Company, 
1966.  Published  Bi-Monthly  (six  numbers  a 
year).  Cloth,  $18  per  year. 

Rehabilitation  Services  in  Hospitals  and 
Related  Facilities.  Octavo  of  66  pages,  il- 
lustrated. Chicago,  American  Hospital  As- 
sociation, 1966.  Paper,  $1.50. 

An  Introduction  to  Physician’s  Liability  for 
Battery,  Negligence,  and  Acts  of  Others. 
A Programmed  Review  for  Physicians. 

Quarto  of  47  pages.  New  York,  Developed  by 
Educational  Design,  Inc.,  in  collaboration  with 
Pfizer  Laboratories’  SPECTRUM,  1966.  Paper. 
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DOCTOR, 

Here  is  the  expanded  Abbott 
anorectic  program  designed  to 
meet  the  individual  needs  of 
your  overweight  patients. 


THE  PRODUCT 


ABBOTT 

ANORECTIC 

PROGRAM 


DESOXYN*  Gradumet8  5mg  s 

METHAMPHETAMINE  HYDROCHLORIDE  IN  LONG-RELEASE  DOSE  FORM 

10  mg.  £D  1 5 mg  3 

DESBUTAL*  10  Gradumet 

10  mg.  METHAMPHETAMINE  HYDROCHLORIDE,  60  mg.  SODIUM  PENTOBARBITAL 

FRONT  3 SIDE 

w 1 

DESBUTAL  15  Gradumet 

15  mg.  METHAMPHETAMINE  HYDROCHLORIDE,  90  mg.  SODIUM  PENTOBARBITAL 

FRONT  jff)  SIDE 

MOOD  ELEVATION 


DESOXYN  Gradumet 

Smooth  appetite  control  plus  mood  elevation 

Typically,  the  obese  patient  is  a repeat  dieter. 
And  with  each  failure,  the  task  looks  more 
hopeless.  Therefore,  it  is  often  just  as  im- 
portant to  lift  the  mood  as  to  curb  the  appe- 
tite. Desoxyn  Gradumet  does  just  that.  It 
gently  elevates  and  sustains  the  mood.  And 
no  other  product— amphetamine  or  non-am- 
phetamine—is  more  effective  in  suppressing 
appetite. 


DESBUTAL  Gradumet 

For  patients  who  can't  take  plain  amphetamine 

Desbutal  Gradumet  contains  2 drugs,  each 
in  its  own  tablet  section,  combined  back  to 
back  to  form  a single  tablet.  One  section 
contains  Desoxyn  to  suppress  the  appetite 
and  lift  the  mood ; the  other  contains  Nem- 
butal® (pentobarbital)  to  soothe  the  patient 
and  counteract  any  excessive  stimulation. 
The  drugs  are  released  in  an  effective  dosage 
ratio  throughout  the  day. 


CONTROLLED-RELEASE 

HOW  IT  DIFFERS  FROM 
LONG-RELEASE 

The  Gradumet  is  made  up  of  thousands  of 
interconnecting  channels,  much  like  a 
sponge.  These  channels— filled  with  a drug 
—end  at  the  outer  surface  of  the  tablet.  When 
fluid  comes  in  contact  with  the  Gradumet, 
the  drug  in  the  outer  ends  of  the  channels 
dissolves.  As  the  fluid  makes  its  way  up  the 
channels,  there  is  a continuous  release  of 
medication. 


THIS  IS  A RELEASE 
YOU  CAN  COUNT  ON 


Since  the  rate  of  release  is  rigidly  determined 
by  the  size  and  number  of  channels,  the 
Gradumet  is  able  to  provide  controlled-re- 
lease  as  well  as  long-release.  Patients  get  a 
measured  amount  of  medication,  moment  by 
moment,  throughout  the  day— from  a single 
ora / dose. 


ABBOTT 

ANORECTIC 

PROGRAM 


THE  PROGRAM 


WEIGHT  CONTROL 
BOOKLET 

To  help  your  obese  patients  understand  why 
they  are  overweight— and  what  they  can  do 
about  it— Abbott  has  a booklet  called  "The 
Secret  of  Controlling  Your  Weight."  It  is 
available  to  your  patients  only  through  you. 
Here  is  a partial  list  of  the  topics  covered  : 
Why  you  are  overweight 
Rewards  of  weight  reducing 
Balanced  meals 
Helpful  hints 
Hunger  between  meals 
Snacks 

Weekly  weighings 
Exercise 

Holidays,  vacations,  special  events 
Leanness  and  longevity 
Each  topic  is  covered  on  one  page  in  simple 
and  easy-to-understand  language.  At  the 
back  of  the  booklet,  there  is  a list  of  160 
foods  showing  their  caloric  content. 


the 

secret 

of 

controlling 
gonr  weight 


FOOD  DIARY 

The  Food  Diary  is  designed  to  help  the  over- 
weight patient  follow  your  eating  instruc- 
tions. Space  is  provided  for  breakfast,  lunch, 
supper,  and  even  snacks.  By  writing  every- 
thing down  that's  eaten  each  day,  the  patient 
is  constantly  reminded  that  she's  trying  to 
change  her  eating  habits.  And  you  are  fur- 
nished with  a written  record  of  how  well 
she's  doing. 

This  booklet  also  lists  the  caloric  content  of 
160  foods. 


See  Brief  Summary  on  next  page. 


THE  PRICE 


ABBOTT 

ANORECTIC 

PROGRAM 


ECONOMY 
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Desoxyn  Gradumet  and  Des- 
butal  Gradumet  are  so  reason- 
ably priced  that  patients  in 
many  cases  save  enough 
(compared  to  other  leading 
long-release  anoretics)  to  get 
five  weeks  of  medication  for 
the  price  of  four. 


FREE  SUPPLIES 
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FOOd T DIARY 


There  are  four  weight  control  booklets,  each 
with  the  same  text,  but  with  a different  sam- 
ple in  the  back  of  the  booklet  to  meet  your 
individual  patient's  needs.  You  have  your 
choice  of  Desoxyn  Gradumet  in  10  mg.  or 
15  mg.  strengths  as  well  as  Desbutal  10 
Gradumet  and  Desbutal  15  Gradumet.  The 
Food  Diary  is  the  same  for  all  of  the  weight 
control  booklets. 

Your  Abbott  man  will  be  happy  to  supply 
you  with  booklets.  Just  ask  him. 

CONTRAINDICATIONS:  Methampheta- 
mine  (in  Desoxyn  and  Desbutal)  is  contraindi- 
cated in  patients  taking  a monoamine  oxidase 
inhibitor.  Do  not  use  pentobarbital  (in  Desbu- 
tal) in  persons  hypersensitive  to  barbiturates. 


PRECAUTIONS,  SIDE  EFFECTS:  Observe 
caution  in  patients  with  hypertension,  cardio- 
vascular disease,  hyperthyroidism,  old  age,  or 
those  sensitive  to  sympathomimetic  drugs. 
Prolonged  usage  may  lead  to  tolerance  or  psy- 
chic dependence.  Careful  supervision  is  neces- 
sary to  avoid  chronic  intoxication  and 
addiction. 

Amphetamine  side  effects  such  as  a headache, 
excitement,  agitation,  palpitation  or  cardiac 
arrhythmia  usually  may  be  controlled  by  re- 
ducing the  dose.  Paradoxically-induced  de- 
pression is  an  indication  to  withdraw  the  drug. 
Pentobarbital  (in  Desbutal)  may  cause  skin 
rash.  Nervousness  or  excessive  se- 
dation with  Desbutal  is  usually 
transient.  70io69 


Gradumet— Long-release  dose  form,  Abbott  U S Pat.  No  2,987,445 


I Despite  introduction  of  synthetic  substitutes,  efficacy  of  ‘Empirin' 
Compound  with  Codeine  remains  unchallenged. 

‘Empirin’®  Compound  with  Codeine  Phosphate  gr.  V2  No.  3 

Each  tablet  contains:  Codeine  Phosphate  gr.  V2  (Warning  — May  be  habit 
forming),  Phenacetin  gr.  2 Vi , Aspirin  gr.  3 Vi , Caffeine  gr.  Vi. 

Keeps  the  Promise  of  Pain  Relief 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.  Y. 


Dreludin 

Dhenmetrazine 
lydrochloride 


nelps  keep 
:alories  at 
arm's  length 


n one  double-blind  program 
evolving  diet,  close  doctor/patient 
:ooperation,  exercise,  posture 
nstruction,  and  follow-up  visits,  93 
)bese  patients  received  Preludin  or 
j placebo. The  drug  and  placebo  were 
Alternated  every  four  weeks.  This 
procedure  lasted  from  8 to  35  weeks. 

pixty-one  percent  of  the  patients 
ost  more  weight  on  Preludin 
han  on  placebo.  In  fact,  they  lost 
Ian  average  1.9  pounds  per  week— 

jPreludirf  tablets  of  25  mg. 

iindurets"1  prolonged-action  tablets  of  75  mg. 

BDosage:  One  25  mg.  tablet  two  or  three  times  daily, 
fcrone75  mg.  End u rets  tablet  once  daily. 

I Contraindications:  Severe  coronary  artery  disease, 
[hyperthyroidism,  severe  hypertension,  nervous 
[Instability,  and  agitated  prepsychotic  states.  Do 
[not  use  with  other  CNS  stimulants,  including 
VIAO  inhibitors. 

Warning:  Do  not  use  during  the  first  trimester  of 
oregnancy  unless  potential  benefits  outweigh 
oossible  risks. 

°recautions:  Use  with  caution  in  moderate  hyper- 
:ension  and  cardiac  decompensation.  Excessive 


almost  four  times  as  much  as  when 
they  were  on  placebo! 

For  a decade  Preludin  has  demon- 
strated similar  results.  Its  effective- 
ness has  been  described  in  more  than 
300  published  clinical  reports  in- 
volving more  than  10,000  patients. 

Preludin  curbs  appetite  without 
excessive  stimulation.  It  will  work 
in  your  weight-control  programs  too. 

*Barnes,  R,  H. : J.A.M.A.  166:898, 1958. 

use  may  result  in  a psychotic  illness  manifested  by 
restlessness,  mood  or  behaviorchanges,  hallu- 
cinations, or  delusions. 

Side  Effects:  Dryness  or  unpleasant  taste  in  the 
mouth,  urticaria,  and  (rarely) overstimulation, 
insomnia,  dizziness,  nausea,  or  headache. 

For  details,  see  full  Prescribing  Information.  6544-111  (B) 

Under  license  from  Boeh ringer  I ngelheim  G.m.b.H. 

Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation,  Ardsley,  N.  Y. 


at  the  site  of  infectii 
(where  it  counts)... 


j Ilosone®  provides  more  antibacterial  activity 
I than  any  other  oral  erythromycin 


i Acid  stable,  better  absorbed . . . Ilosone 
l produces  faster,  higher,  more  prolonged 
; blood  levels,  even  in  the  presence  of  food1 3 

If  Because  it  is  the  most  active  form  of  oral 
J,  erythromycin,  Ilosone  can  help  assure 
fj  consistently  greater  antibacterial  activity 
i at  the  site  of  infection.  Ilosone  produces 
i peak  antibacterial  blood  levels  two  to  four 
times  those  of  other  erythromycin 
| preparations.1-2  Not  only  are  these  levels 
attained  earlier,  but  they  are  maintained 
I for  much  longer  periods.  Even  the 
presence  of  food  does  not  seem  to  affect 
the  activity  of  Ilosone.1-3 

In  the  treatment  of  patients  with  bacterial 
( infections  susceptible  to  erythromycin, 
i Ilosone  has  compiled  an  excellent 
| therapeutic  record.  Since  it  exerts  its 
'!*  greatest  activity  against  gram-positive 
| organisms,  it  is  particularly  useful  in 
: common  respiratory  and  soft-tissue 
J bacterial  infections.  Ilosone  kills— not 
, merely  inhibits— streptococci, 

| pneumococci,  and  more  strains  of 


staphylococci  than  any  other  macrolide 
antibiotic.  This  bactericidal  action, 
coupled  with  the  high  antibacterial  levels 
attained,  makes  Ilosone  especially  valuable 
in  patients  with  low  host  resistance,  such 
as  infants,  debilitated  individuals,  and 
diabetics. 


Ilosone  has  shown  no  cross-resistance  with 
penicillin  and  may  be  effective  against 
organisms  that  have  become  resistant  to 
that  agent.  Despite  its  high  antibacterial 
activity,  Ilosone  has  demonstrated  a low 
incidence  of  side  reactions.  Blood 
dyscrasias,  ototoxicity,  and  tooth  staining 
have  not  been  observed.  Infrequent 
cases  of  drug  idiosyncrasy,  manifested  by 
a cholestatic  jaundice,  have  occurred, 
but  there  have  been  no  known  definite 
residual  effects. 


Ilosone* 

Erythromycin 


700121 

Estolate 


( See  next  page  for  prescribing  information.) 


llosone®/ the  most  active  oral  form  of  erythromycin 


Description:  llosone  is  the  most  active  form  of  oral  erythromycin 
that  has  been  developed.  Because  it  is  stable  in  acid,  well  absorbed, 
and  excreted  in  lesser  amounts  in  the  bile,  it  provides  faster,  higher, 
and  longer-lasting  levels  of  antibacterial  activity  (ABA)  in  the  serum, 
even  when  taken  with  food,  than  do  comparable  doses  of  erythro- 
mycin. 

Indications:  llosone  is  indicated  in  infections  caused  by  micro- 
organisms sensitive  to  its  action  (especially  staphylococci,  hemo- 
lytic streptococci,  and  pneumococci).  The  drug  is  therefore  useful 
in  a high  proportion  of  bacterial  diseases  encountered  in  clinical 
practice  and  particularly  in  the  treatment  of  bacterial  infections 
of  the  upper  and  lower  respiratory  tract  and  soft  tissues. 

In  the  treatment  of  acute  bacterial  pharyngitis  and  tonsillitis,  this 
antibiotic  has  promptly  eradicated  the  bacteria  (streptococci)  and 
has  produced  a parallel  prompt  clinical  improvement.  There  have 
been  no  group  A beta-hemolytic  streptococci  resistant  to  this 
preparation.  In  beta-hemolytic  streptococcus  infections,  treatment 
should  be  maintained  for  ten  days  to  prevent  the  development  of 
rheumatic  fever  or  glomerulonephritis. 

Erythromycin  estolate  has  proved  to  be  very  effective  in  pneumo- 
coccus pneumonia  and  in  acute  bronchitis  with  pneumococci  on 
culture.  Bronchopneumonia  and  otitis  media  in  children  have  re- 
sponded well  to  its  use. 

The  antibiotic  has  been  used  very  successfully  in  staphylococcus 
infections.  Good  therapeutic  results  have  been  obtained  in  soft- 
tissue  infections,  abscesses,  cellulitis,  carbuncles,  wound  infec- 
tions, and  furunculosis. 

In  serious  staphylococcus  infections,  erythromycin  preparations 
should  be  used  only  in  combination  therapy  with  other  antimicrobial 
agents.  As  is  the  case  with  any  treatment  regimen  used  in  these 
severe  conditions,  surgical  procedures  should  be  performed  when 
indicated,  and  large  dosages  of  the  antimicrobial  agents  should  be 
employed.  In  this  fashion,  llosone  has  been  effective  in  staphy- 
lococcus pneumonia,  osteomyelitis,  septicemia,  empyema,  and 
meningitis. 

Multiple  500-mg.  doses  of  the  drug  have  been  useful  in  gonor- 
rhea and  syphilis.  Since  penicillin  is  the  drug  of  choice  for  the 
treatment  of  syphilis  and  gonorrhea,  erythromycin  estolate  should 
be  employed  for  these  infections  only  in  patients  with  a history  of 
penicillin  allergy.  Also,  other  infections  due  to  susceptible  bacteria 
in  patients  known  to  be  hypersensitive  to  penicillin  or  other  anti- 
biotics may  be  considered  for  treatment  with  llosone. 
Contraindications:  llosone  is  contraindicated  in  patients  with  a 
known  history  of  sensitivity  to  this  drug  and  in  those  with  pre- 
existing liver  disease  or  dysfunction. 

Side-Effects:  Data  obtained  from  seven  years’  use  of  propionyl 
erythromycin  ester  and  erythromycin  estolate  (llosone)  indicate 
that  hepatic  dysfunction  with  or  without  clinical  jaundice  may  occur 
during  or  following  courses  of  therapy  with  the  drug. 

Changes  in  liver  function  tests  in  such  cases  have  been  indicative 
of  intrahepatic  cholestasis.  The  symptoms  appear  to  be  the  result 
of  a form  of  sensitization.  The  initial  symptoms  have  appeared  in 
some  cases  after  a few  days  of  treatment  but  generally  have  fol- 
lowed one  or  two  weeks  of  continuous  therapy  or  several  courses 
of  the  drug.  Symptoms  reappear  promptly  if  the  drug  is  readmin- 
istered to  sensitive  patients,  usually  within  forty-eight  hours.  Eosino- 
philia  was  noted  in  peripheral  blood  counts.  The  findings  readily 
subsided  without  apparent  residual  effects  when  treatment  was  dis- 
continued. Recovery  was  delayed  in  one  reported  instance.  The 
physician  indicated  in  this  case  that  either  drug-induced  jaundice 
or  viral  hepatitis  may  have  been  responsible  for  the  findings. 

In  one  clinical  study  involving  ninety-three  patients  treated  with 
the  antibiotic,  three  cases  of  jaundice  were  observed  and  an  addi- 
tional eleven  cases  developed  some  changes  in  liver  function  tests. 
Three  of  the  patients  had  abnormal  liver  function  tests  a second 
time  on  readministration  of  the  drug. 

Even  though  it  is  assumed  that  not  all  cases  of  jaundice  have 
been  reported,  it  seems  clear  that  the  number  is  small  compared 
with  the  amount  of  drug  that  has  been  used.  Reported  cases  have 
included  persons  in  whom  there  had  been  administered  other  drugs 
known  to  be  associated  at  times  with  hepatic  side-effects  and 
cases  in  which  the  presence  of  viral  hepatitis  or  other  disease  may 
have  been  responsible  for  the  findings.  In  some  of  the  cases,  asso- 
ciated gastro-intestinal  symptoms  simulated  the  colic  of  biliary 
tract  disease.  In  other  instances,  clinical  symptoms  and  results 
of  liver  function  tests  resembled  findings  in  extrahepatic  obstruc- 
tive jaundice.  It  appears  that  the  occurrence  of  jaundice  after  ad- 
ministration of  llosone  is  infrequent,  but  further  investigations  are 
being  made  to  estimate  its  incidence  more  accurately. 

In  those  cases  mentioned  above  in  which  jaundice  appeared  to  be 


definitely  related  to  use  of  the  drug,  laboratory  findings  were  char- 
acterized by  increased  direct-reacting  bilirubin,  elevated  alka 
line  phosphatase  levels,  negative  or  weakly  positive  cephalin 
flocculation  and  thymol  turbidity  tests,  elevated  serum  glutamic 
oxalacetic  transaminase  levels,  peripheral  eosinophilia,  and  norma 
cholecystograms. 

Individual  idiosyncrasy  seems  evident  since  jaundice  has  nol 
been  reported  in  other  patients  taking  prolonged  courses  of  the 
medication.  Patients  with  chronic  infection  have  been  given  1 to  2 
Gm.  of  the  drug  daily  for  periods  of  two  to  six  months,  and  patients 
with  rheumatic  fever  have  taken  prophylactic  doses  of  0.5  Gm 
daily  for  two  years  without  difficulty.  In  one  group  of  144  patients 
who  received  the  drug  daily  for  two  years,  no  jaundice  was  noted 
It  was  of  interest  that  members  of  six  of  these  patients’  families 
who  were  not  taking  the  drug,  had  episodes  of  jaundice  during  the 
study  period. 

Transaminase  and  serum  alkaline  phosphatase  levels  were  deter 
mined  in  a group  of  fifty-four  adults  and  children  who  took  250  mg 
of  llosone  daily  for  an  average  of  sixteen  months  as  rheumatic 
fever  prophylaxis.  The  results  were  compared  with  those  of  a simi 
lar  group  of  forty-four  patients  who  received  penicillin.  There  were 
no  cases  of  jaundice  in  either  group.  Elevation  of  SGPT  and  serum 
alkaline  phosphatase  levels  during  the  course  of  treatment  was 
observed  in  one  patient  treated  with  llosone  and  in  two  patients 
treated  with  penicillin.  Seven  other  patients  in  the  group  receiving 
llosone  and  four  others  in  the  penicillin  group  showed  elevations 
in  one  of  the  tests  at  some  time  during  administration  of  the  drugs. 

Very  satisfactory  therapeutic  results,  without  toxicity,  were  re- 
ported in  102  pediatric  patients  who  received  short-term  (ten-day) 
courses  of  llosone  in  the  treatment  of  streptococcus  infections. 
Results  of  liver  function  tests  in  these  patients  were  comparable 
to  those  in  a similar  control  group  who  had  received  penicillin. 

Gastro-intestinal  disturbances  not  associated  with  hepatic  effects 
are  observed  in  a small  proportion  of  individuals  as  a result  of  a 
local  stimulating  effect  of  the  medication  on  the  alimentary  tract; 
however,  the  normal  intestinal  gram-negative  bacterial  flora  is  not 
appreciably  altered  by  erythromycin  drugs. 

Although  allergic  manifestations  are  uncommon  with  the  use  of 
erythromycin,  there  have  been  occasional  reports  of  urticaria,  skin 
eruptions,  and,  on  rare  occasions,  anaphylaxis. 

Administration  and  Dosage:  llosone  is  administered  orally. 

llosone  Pulvules llosone  Chewable  Tablets;  llosone  Drops; 
llosone,  125,  for  Oral  Suspension. 

For  infants  and  for  children  under  twenty-five  pounds  of  body 
weight,  the  usual  dosage  is  5 mg.  per  pound  every  six  hours;  for 
children  twenty-five  to  fifty  pounds,  125  mg.  every  six  hours.  (Tab- 
lets llosone  Chewable  should  be  chewed  or  crushed  and  swallowed 
with  water.) 

For  adults  and  for  children  over  fifty  pounds,  the  usual  dosage 
of  llosone  is  250  mg.  every  six  hours. 

For  severe  infections,  these  dosages  may  be  doubled. 

When  larger  doses  are  indicated,  parenteral  erythromycin  ther- 
apy should  be  considered. 

In  the  treatment  of  syphilis,  the  recommended  total  dosage  is 
20  to  30  Gm.  given  in  divided  doses  for  a period  of  ten  to  fifteen 
days.  Close  follow-up  of  the  patient  is  necessary  since  erythromycin 
drugs  have  not  had  adequate  evaluation  in  all  stages  of  syphilis. 
Examinations  of  spinal  fluid  are  recommended  as  part  of  the 
follow-up  therapy. 

For  gonorrhea,  500  mg.  four  times  a day  for  four  days  are 
recommended.  In  the  treatment  of  gonorrhea,  patients  with  a sus- 
pected lesion  of  syphilis  should  have  a dark-field  examination  be- 
fore receiving  antibiotics,  and  monthly  serologic  tests  should  be 
made  for  a period  of  three  months. 

How  Supplied:  Pulvules  llosone,  Capsules,  N.F.,  125  and  250  mg. 
(equivalent  to  base),  in  bottles  of  24  and  100. 

Tablets  llosone  Chewable,  N.F.,  125  mg.  (equivalent  to  base),  in 
bottles  of  50. 

llosone  Drops,  5 mg.  (equivalent  to  base)  per  drop,  in  lO-cc.-size 
packages,  with  dropper  calibrated  at  25  and  50  mg. 

llosone,  125,  for  Oral  Suspension,  N.F.,  125  mg.  (equivalent  to 
base)  per  5-cc.  teaspoonful,  in  60  and  150-cc.-size  packages. 
References:  1.  Griffith,  R.  S.,  and  Black,  H.  R.:  Am.  J.  M.  Sc.,  247: 69, 
1964.  2.  Griffith,  R.  S.,  and  Black,  H.  R.:  Antibiotics  & Chemother., 
12: 398,  1962.  3.  Hirsch,  H.  A.,  Pryles,  C.  V.,  and  Finland,  M.:  Am.  J.  M. 
Sc.,  239: 198,  1960. 


Additional  information  available  to 
physicians  upon  request. 

Eli  Lilly  and  Company,  Indianapolis,  Indiana  46206. 
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Medical  Meetings 


Downstate  to  hold  lecture 

Charles  DeFeo,  M.D.,  assistant  clinical 
professor,  New  York  University,  will  speak  on 
“Recent  Advancements  in  the  Treatment  of 
Bullous  Disease”  February  3,  from  10:00  to 
11:00  a.m.  at  the  “F”  Building  classroom, 
Kings  County  Hospital  Center,  Brooklyn. 
The  lecture  is  being  held  under  the  auspices  of 
the  division  of  dermatology  of  the  Department 
of  Medicine  at  Downstate  Medical  Center. 

Postgraduate  course  on  arthritis  and  related 
disorders 

The  American  College  of  Physicians  is  sponsor- 
ing a postgraduate  course  in  arthritis  and  re- 
lated disorders  on  February  27  through  March 
3 at  the  New  York  University  Medical  Center, 
550  First  Avenue,  New  York  City,  under  the 
direction  of  Edward  F.  Hartung,  M.D.,  Currier 
McEwen,  M.D.,  and  Martin  Meltzer,  M.D. 
This  course  is  designed  for  physicians  already 
familiar  with  the  basic  clinical  features  of  this 
group  of  diseases.  It  attempts  to  cover  the 
most  important  categories,  but  emphasis  is 
placed  on  information  which  is  relatively  new  or 
on  old  viewpoints  which  need  restatement, 
especially  newer  concepts  of  etiology,  patho- 
genesis, and  management. 

Faculty  will  be  from  the  host  medical  school, 
with  guest  lecturers  from  the  Lahey  Clinic, 
Columbia  University  College  of  Physicians 
and  Surgeons,  Yale  Medical  School,  Hahnemann 
Medical  College,  and  Johns  Hopkins  Medical 
School. 

Enrollment  is  limited,  and  priority  is  given  to 
members  of  the  College.  Tuition  fees  are  $60 
for  members  and  $100  for  nonmembers.  For 
registration  forms  and  information  write  to: 
Edward  C.  Rosenow,  Jr.,  M.D.,  F.A.C.P., 
Executive  Director,  American  College  of  Physi- 
cians, 4200  Pine  Street,  Philadelphia,  Pennsyl- 
vania 19104. 

Institute  for  physicians  in  industry 

The  Columbia  University  School  of  Public 
Health  and  Administrative  Medicine  announces 
the  Tenth  Annual  Institute  for  Physicians  in 
Industry,  to  be  held  at  the  Columbia-Presby- 
terian  Medical  Center  in  New  York  City  the 
week  of  March  6 through  10.  Enrollment  is 
limited  to  physicians  who  are  engaged  full 
time  or  part  time  in  the  field  of  occupational 
medicine.  Tuition  fee  is  $100. 

Material  for  inclusion  in  the  medical  meetings  section  must 
be  received  six  weeks  prior  to  publication  date. 


Course  content  of  the  institute  will  include  the 
following  major  topics:  Radiation,  air  pollu- 

tion, noise  and  light,  sanitation,  applied  physi- 
ology, epidemiology,  vital  statistics,  toxicology, 
communicable  disease  control,  industrial  hy- 
giene laboratories,  health  insurance  and  medical 
economics,  and  legislation  and  workmen’s 
compensation. 

Inquiries  for  further  information  and  com- 
pleted applications  should  be  addressed  to: 
Eric  R.  Osterberg,  M.D.,  director,  Program  of 
Continuation  Education,  Columbia  University 
School  of  Public  Health  and  Administrative 
Medicine,  21  Audubon  Avenue,  Suite  305, 
New  York  10032.  The  telephone  number  is 
(212)  568-4334. 

Courses  in  prevention  and  control  of 
infections  in  hospitals 

The  New  York  State  Department  of  Health 
in  cooperation  with  the  Medical  Society  of  the 
State  of  New  York,  the  Communicable  Disease 
Center,  Division  of  Hospital  and  Medical 
Facilities  of  the  U.S.  Public  Health  Service,  and 
the  New  York  State  Hospital  Association  are 
sponsoring  a series  of  three  courses  in  the  preven- 
tion and  control  of  infections  in  hospitals.  The 
first  was  held  January  18  and  19  at  West  Point, 
the  second  will  be  held  in  Rochester  on  March 
15  and  16,  and  the  third  in  Buffalo,  April  19  and 
20. 

At  the  Rochester  and  Buffalo  meetings,  the 
following  subjects  and  speakers  will  be  pre- 
sented: 

“Magnitude  and  Variety  of  Infections  in  Hos- 
pitals,” J.  Philip  Sanford,  M.D.,  Southwestern 
Medical  School  of  the  University  of  Texas;  “Legal 
Responsibilities  as  Administrator,  Physician, 
Nurse,  Etc.,”  Mr.  David  Solomon,  assistant 
counsel  for  the  New  York  State  Department  of 
Health;  “Administration  Policy  and  Function 
in  Infection  Control,”  George  W.  Graham, 
M.D.,  administrator  of  Ellis  Hospital,  Sche- 
nectady; “Prevention  and  Control  of  Infections 
in  Hospitals  from  the  Health  Officer’s  View- 
point,” Ian  Loudon,  M.D.,  Glens  Falls;  “What 
Is  Your  Infection  Rate,  and  How  Do  You 
Know?,”  Julia  L.  Freitag,  M.D.,  director  of  the 
Bureau  of  Epidemiology,  New  York  State 
Department  of  Health;  “The  Role  of  the  Lab- 
oratory,” Raymond  C.  Bartlett,  M.D.,  pathol- 
ogist, Hartford  Hospital,  Hartford,  Con- 
necticut; “Isolation  Practices  in  Infection 
Control,”  Miss  Stella  Hepting,  hospital  con- 
sultant nurse  for  the  New  York  State  Depart- 
ment of  Health,  Bureau  of  Maternal  and  Child 
Health. 
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Reservations  for  the  courses  may  be  made  by 
writing  to:  Joseph  B.  Robinson,  M.D.,  coor- 

dinator for  Offices  of  Professional  Education 
and  Epidemiology  for  the  Course  on  Hospital 
Infections,  New  York  State  Department  of 
Health,  855  Central  Avenue,  Albany,  New  York 
12206. 

Course  on  heart  disease  in  general  practice 

The  Kings  County  chapter  of  the  American 
Academy  of  General  Practice  is  offering  a 
course  entitled  “Diseases  of  the  Heart  in  Gen- 
eral Practice”  as  a part  of  its  series  of  How  and 
Why  I Do  It,  So  You  Can  Do  It  postgraduate 
courses  for  general  practitioners.  The  course 
will  consist  of  seven  lectures  to  be  given  on 
Thursday  evenings  from  8:45  to  10:15  p.m. 
March  16  through  May  4.  Meeting  place  will 
be  the  Basic  Science  Building  of  the  Downstate 
Medical  Center. 

The  course  is  accepted  for  ten  and  one-half 
accredited  hours  by  the  American  Academy  of 
General  Practice,  and  advance  registration  is 
necessary.  Tuition  fee  for  nonmembers  is 
$30  with  no  fee  for  students,  interns,  and  res- 
idents. For  further  information  contact:  Ben- 
jamin J.  Rosenthal,  M.D.,  chairman,  Educa- 
tion Committee,  152  Lincoln  Road,  Brooklyn, 
New  York  11225. 

Conference  on  prevention  of  blindness 

“Setting  Sights  for  Sight  Saving”  is  the  theme 
of  the  1967  annual  Conference  of  the  National 
Society  for  the  Prevention  of  Blindness,  Inc., 
which  will  be  held  April  12  through  14,  at  the 
Christopher  Inn,  Columbus,  Ohio.  The  pro- 
gram will  highlight  the  latest  developments  in 


Winter  driving 

A recent  issue  of  Today’s  Health  contains  tips 
on  winter  driving: 

Good  defrosters  are  essential.  A scraper  with 
a blade  on  one  end  and  a snow  brush  on  the 
other  is  a good  additional  safeguard  against 
snow  and  sleet  collecting  on  the  windshield. 

Good  tires  with  deep  treads  or  regular  snow 
tires  are  a necessity.  Keep  the  tires  at  full 
recommended  air  pressure.  Tire  chains  are 
usually  needed  only  in  emergency  driving  situa- 
tions. Brakes  have  to  be  equalized  as  a pre- 


blindness prevention.  Papers  will  be  presented 
on  industrial  and  school  eye  safety;  community 
action  for  eye  health;  progress  in  detecting  and 
combating  potentially-blinding  eye  diseases. 
Included  in  the  three-day  meeting  will  be  a scien- 
tific and  commercial  exhibit  program. 

Details  on  topics  and  speakers  will  be  an- 
nounced later. 

Symposium  on  oral  cancer 

The  fifth  annual  symposium  devoted  to  oral 
cancer  will  be  held  at  the  St.  Francis  Hospital, 
Poughkeepsie,  on  April  19  by  the  Oral  Cancer 
Prevention  and  Detection  Center  of  the  hospital, 
cosponsored  by  the  following  agencies:  Dutchess 
County  Dental  Society,  Dutchess  County 
Medical  Society,  Dutchess  County  Depart- 
ment of  Health,  Dutchess  County  Unit  of  the 
New  York  State  Division  of  the  American 
Cancer  Society,  and  the  Bureau  of  Cancer  Con- 
trol, New  York  State  Department  of  Health. 

Speakers  will  include  Lt.  Col.  Surindar  N. 
Bhaskar,  D.D.S.,  Ph.D.,  Chief  of  the  Depart- 
ment of  Dental  and  Oral  Pathology,  United 
States  Army  Institute  of  Dental  Research, 
Walter  Reed  Army  Medical  Center,  Washing- 
ton, D.C.;  Ronald  G.  Vincent,  M.D.,  F.A.C.S., 
associate  chief,  Thoracic  Surgery,  Roswell 
Park  Memorial  Institute,  Buffalo;  Alvin  F. 
Gardner,  D.D.S.,  Ph.D.,  oral  pathologist, 
Bureau  of  Medicine,  Food  and  Drug  Admin- 
istration, Washington,  D.C.;  Lois  Murphy, 
M.D.,  chief  of  pediatrics,  Memorial  Hospital 
for  Cancer  and  Allied  Diseases,  New  York  City. 

Information  concerning  registration  may  be 
obtained  by  writing  or  calling:  Sister  M.  Ann 
Elizabeth,  administrator,  St.  Francis  Hospital, 
Poughkeepsie,  New  York.  The  telephone  num- 
ber is  GR  1-2000,  extension  228. 


vention  against  skids,  and  muffler  and  tail 
pipes  have  to  be  checked  for  leaks  which  can  be 
deadly.  A small  shovel,  a box  of  sand,  traction 
mats,  and  a tow  rope  belong  in  every  car. 

In  a snow  drift  or  on  ice,  start  in  second  gear 
and  power  up  just  enough  to  avoid  spinning 
the  wheels.  If  you  hit  an  ice  patch,  don’t 
brake;  accelerate  or  steer.  Maintain  speed  and 
let  the  car  “roll”  through  the  slippery  area. 
Steer  in  the  direction  of  the  skid. 

More  stopping  room  than  usual  is  needed  on 
an  icy  or  wet  road.  Pump  brakes  rather  than 
holding  them  down  tight.  And  no  matter  what 
the  weather  is,  keep  seat  belts  on. 
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Medical  News 


Clinical  Center  studies  patients  with  anemia 

The  cooperation  of  physicians  is  requested  in 
the  referral  of  patients  for  studies  being  con- 
ducted by  the  Metabolism  Branch  of  the  Na- 
tional Cancer  Institute  at  the  Clinical  Center, 
National  Institutes  of  Health,  Bethesda,  Mary- 
land. 

Two  categories  of  patients  are  needed:  (1) 

Patients  with  either  hereditary  or  acquired 
sideroachrestic  anemia  (primary  refractory  ane- 
mia), for  iron  turnover  studies  and,  in  the 
acquired  cases,  for  therapeutic  trials;  (2) 
patients  with  anemia  due  to  chronic  lead  poison- 
ing, for  iron  turnover  studies  and  chelation 
therapy. 

Of  particular  interest  are  adolescents  and 
adults  who  are  ambulatory.  Suitable  patients 
will  be  admitted  to  the  Clinical  Center  for  a 
minimum  of  four  weeks. 

Physicians  interested  in  having  their  patients 

Material  for  inclusion  in  the  medical  news  section  must  be 
received  six  weeks  prior  to  publication  date. 


considered  for  admission  to  these  studies  may 
write  or  telephone:  Paul  D.  Berk,  M.D., 

Clinical  Center,  Room  4-N-117,  National  In- 
stitutes of  Health,  Bethesda,  Maryland  20014. 
The  telephone  number  is  656-4000,  extension 
65955,  area  code  301. 

Deadline  for  medical  papers  for  American 
Public  Health  meeting 

Authors  of  papers  for  possible  inclusion  in  the 
Medical  Care  Section  program  of  the  95th 
annual  meeting  of  the  American  Public  Health 
Association  should  write  to  Donald  C.  Riedel, 
Ph.D.,  associate  professor  of  public  health,  Yale 
University  School  of  Medicine,  60  College 
Street,  New  Haven,  Connecticut  06504,  to 
obtain  standard  abstract  forms.  Two  types  of 
papers  will  be  considered:  research  reports 

and  descriptions  of  programs  or  demonstrations. 
The  deadline  for  submitting  abstracts  is  April 
14.  Authors  of  papers  selected  for  the  program 
will  be  notified  in  early  June. 


Share 

Your 

Medical 

Journals 

With 

Colleagues 

Overseas 


The  doctors  of  the  U.S.A.  are  being  asked  to  send  their  medical  journals — 
after  they  have  read  them — to  colleagues  overseas  (Asia,  Latin  America, 
and  Africa)  who  wish  to  have  access  to  current  medical  literature  but, 
either  because  of  currency  regulations  or  actual  cost  involved,  cannot 
themselves  subscribe  to  medical  periodicals.  We  can  supply  you  with 
the  name,  address,  and  medical  specialty  of  doctors  in  these  areas  who 
would  be  happy  to  receive  these  much  wanted  journals,  ( particularly 
specialty  journals),  which  you  will  mail  direct  to  your  overseas  colleague. 

This  is  a direct  “Doctor-to-Doctor”  program  which  is  being  promoted  by 
The  World  Medical  Association  to  help  alleviate  the  lack  of  current 
medical  publications  and  to  further  international  good  will.  Your  co- 
operation in  this  program  will  be  greatly  appreciated  and  your  contact 
with  these  colleagues  in  other  countries,  we  can  assure  you,  will  prove 
very  gratifying.  If  you  wish  to  participate  in  this  program,  send  your 
name,  address,  and  titles  of  journals  you  will  contribute  to  DOCTOR- 
TO-DOCTOR  PROGRAM,  The  World  Medical  Association,  10  Co- 
lumbus Circle,  New  York,  New  York  10019. 
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CANTIL 

(mepenzolate  bromide) 


LAKESIDE 


Diarrhea,  one  of  the  most  vexing  symptoms 
of  common  G.  I.  disorders  can  often  be 
curbed  with  Cantil  (mepenzolate  bromide), 
bringing  welcome  relief  to  the  harassed 
patient.  Relatively  specific  for  the  hyper- 
active colon,  it  helps  reduce  diarrhea,  pain 
and  spasm  with  minimal  effect  on  other 
viscera.  Cantil  (mepenzolate  bromide)  is 
indicated  whenever  these  symptoms  are 
associated  with  irritable  colon,  gastroenter- 
itis, diverticulitis,  and  mild  to  moderate 
ulcerative  colitis. 

It  is  an  anticholinergic  drug  without  narcotic 
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Editorials 


Medical  manpower,  IV 


This  is  the  fourth  in  a series  of  reports 
prepared  by  the  Association  of  American 
Colleges  on  the  subject  of  manning  to 
meet  our  medical  requirements.  The  ad- 
dition to  our  numbers  by  foreign  trained 
graduates  is  of  considerable  importance  as 
seen  by  the  following. 

Physician  manpower  in  the  U.S.  has 
been  materially  augmented  in  recent 
years  by  the  licensure  of  graduates  of 


medical  schools  located  in  countries 
other  than  the  U.S.  and  Canada.  In 
the  early  1930’s,  less  than  200  foreign 
medical  graduates  were  examined  an- 
nually by  state  medical  licensing  boards. 
The  number  examined  increased  steadily 
in  the  late  1930’s,  reaching  a prewar  peak 
of  2,088  in  1940  that  was  followed  by 
decreases  during  the  war  years  to  a 
low  of  475  in  1945.  Annual  increases 
in  the  postwar  years  reached  a peak  in 


FIGURE  I.  Foreign  medical  graduates  taking  licensing  examinations  1930  to  1965  and  those  becoming 
licensed  1950  to  1965. 
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TABLE  I.  Number  and  percentage  of  total  new  additions  to  the  U.S.  medical  profession  represented  by 

foreign  medical  graduates  1950-65 


Per  Cent  of  New 
Medical  Licentiates 

New  U.S.  and  New  Attributed  to 

Canadian-trained  Foreign-trained  Total  New  Medical  Foreign-trained 


Year 

Licentiates 

Medical  Licentiates 

Licentiates 

M.D.’i 

1950 

5,694 

308 

6,002 

5.1 

1951 

5,823 

450 

6,273 

7.2 

1952 

6,316 

569 

6,885 

8.3 

1953 

6,591 

685 

7,276 

9.4 

1954 

7,145 

772 

7,917 

9.8 

1955 

6,830 

907 

7,737 

11.7 

1956 

6,611 

852 

7,463 

11.4 

1957 

6,441 

1,014 

7,455 

13.6 

1958 

6,643 

1,166 

7,809 

14.9 

1959 

6,643 

1,626 

8,269 

19.7 

1960 

6,611 

1,419 

8,030 

17.7 

1961 

6,443 

1,580 

8,023 

19.7 

1962 

6,648 

1,357 

8,005 

17.0 

1963 

6,832 

1,451 

8,283 

17.5 

1964 

6,605 

1,306 

7,911 

16.5 

1965 

7,455 

1,488 

8,943 

16.6 

Total 

105,331 

16,950 

122,281 

13.9 

Source:  AMA  Council  on  Medical  Education. 


1964  of  3,246  examinations  taken  by 
foreign  medical  graduates.  These  figures 
relate  to  the  total  number  of  examina- 
tions and  include  those  taking  examina- 
tions in  more  than  one  state. 

Figure  1 depicts  the  number  of  licens- 
ing examinations  taken  by  foreign  med- 
ical graduates  for  the  years  1930  to  1965 
and  the  number  of  foreign  medical  gradu- 
ates licensed  (first  time  additions  to  the 
U.S.  medical  profession  excluding  resi- 
dents holding  temporary  licenses)  in  the 
years  1950  to  1965  as  reported  in  the 
State  Boards  Numbers  of  the  Journal  of 
the  American  Medical  Association. 

In  1950,  308  foreign  medical  graduates 
who  had  not  been  previously  licensed  in 
the  United  States  received  licenses  to 
practice  medicine;  these  constituted  5.1 
per  cent  of  all  new  licenses  granted.  In 
the  peak  year  of  1959,  the  licensing  of 
1,626  foreign  medical  graduates  ac- 
counted for  19.7  per  cent  of  all  new  licen- 
tiates. In  each  subsequent  year,  more 
than  1,300  foreign  licentiates  have  ac- 
counted for  an  average  of  17  per  cent  of 
all  new  licentiates. 

The  1,488  foreign  medical  graduates 
licensed  in  1965  represent  a nearly  five- 
fold increase  over  the  number  of  foreign 
licentiates  in  1950.  In  the  same  time 
span,  the  number  of  licentiates  trained  in 
the  United  States  and  Canada  had  in- 
creased by  less  than  one-third  (Table  I). 


In  1965  foreign  medical  graduates  re- 
ceived first-time  licenses  to  practice 
medicine  in  40  states.  Seven  states  is- 
sued licenses  to  only  one  foreign  medical 
graduate,  whereas  one  state  licensed  312. 
In  19  states  licensing  25  or  more  foreign 
medical  graduates  in  1965,  the  percentage 
of  the  total  number  of  state  licenses  that 
were  issued  to  foreign  graduates  ranged 
from  3 to  70  per  cent.  It  is  not  clear 
what  proportion  of  the  foreign  medical 
graduates  are  U.S.  citizens,  but  it  has 
been  estimated  that  some  300  U.S.  citi- 
zens annually  seek  to  enter  internship  pro- 
grams in  the  U.S.  on  the  basis  of  creden- 
tials obtained  at  foreign  institutions. 
The  1,488  foreign  medical  graduates 
licensed  in  1965  (17  per  cent  of  total)  rep- 
resent an  output  equivalent  to  more  than 
15  additional  U.S.  schools  of  medicine. 
Thus,  if  the  U.S.  were  to  attempt  to  pro- 
vide the  entire  number  of  new  physicians 
now  being  licensed  annually,  it  would  re- 
quire nearly  a 20  per  cent  expansion  in 
medical  education  facilities. 

Foreign  medical  graduates  serving  as 
house  officers  in  U.S.  hospitals  provide  a 
further  source  of  physician  manpower 
that  will  be  examined  next. 

It  is  clear  from  the  foregoing  that  over 
the  past  fifteen  years  about  14  per  cent 
of  our  number  has  been  made  up  of  grad- 
uates of  foreign  medical  schools. 
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disease  (including  hypertension),  asthma,  epilepsy  or  migraine. 
Any  possible  influence  of  long-term  Ovulen  therapy  on  pituitary, 
adrenal  cortical,  ovarian,  hepatic  or  uterine  functions  requires 
further  study.  Oral  contraceptives  also  should  be  administered 
cautiously  to  diabetic  patients  since  a decrease  in  glucose  toler- 
ance has  been  observed  in  some  patients  taking  these  drugs. 
Patients  on  Ovulen  may  occasionally  show  abnormal  glucose 
tolerance  tests,  but  this  does  not  necessarily  indicate  the  presence 
of  diabetes.  Significant  increases  in  platelet  count,  prothrombin 
and  proconvertin  tests,  plasma  thrombotic  activity  and  plasma 
proteolytic  activity  have  been  reported. 

Since  estrogens  may  affect  results  of  serum  protein  bound 
iodine  and  other  thyroid  function  tests,  these  tests  should  not  be 
considered  definitive  until  Ovulen  therapy  has  been  discontinued 
for  at  least  sixty  days.  Adrenal  steroid  serum  levels  and  excretion 
may  be  affected  by  estrogens;  the  Metopirone®  (SU-4885)  test  of 
pituitary-adrenal  function  may  also  be  depressed.  Abnormalities 
in  hepatic  function  tests  have  also  been  reported,  including  some 
interference  with  dye  excretion  by  the  liver.  This  interference 
may  give  rise  to  Bromsulphalein®  retention  and  jaundice  in  sus- 
ceptible individuals.  Serious  liver  dysfunction  should  be  ruled 
out  before  continuing  Ovulen  administration  when  abnormalities 
in  liver  function  tests  occur. 

Patients  with  a history  of  psychic  depression  should  be 
observed  carefully  during  treatment  with  oral  contraceptives, 
and  such  treatment  should  be  discontinued  if  depression  recurs  to 
a serious  degree.  Pre-existing  fibroids  may  increase  in  size  during 
Ovulen  therapy.  Such  fibroids  may  regress  to  pretreatment  size 
after  Ovulen  is  stopped.  In  the  event  of  breakthrough  bleeding 
the  possibility  of  nonfunctional  causes  should  be  borne  in  mind. 
Additional  means  of  contraception  should  be  used  during  the 
first  seven  days  of  Ovulen  administration  in  the  first  treated  cycle, 
because  early  ovulation  may  possibly  occur. 

Side  Actions— The  following  adverse  reactions  have  been 
reported  with  Ovulen;  however,  a causal  relationship  to  Ovulen 
administration  has  not  been  established  in  all  of  the  listed 
complaints:  headache,  dizziness,  depression,  breast  complaints, 
amenorrhea,  chloasma,  vomiting,  allergy,  edema,  migraine, 
pulmonary  embolism,  thrombophlebitis,  visual  difficulties, 
nervousness,  rash,  itching,  decrease  in  libido,  tiredness,  malaise, 
hair  loss  and  hair  growth.  A small  incidence  of  nausea,  spotting 
and  breakthrough  bleeding  has  been  reported;  these  complaints 
tend  to  diminish  markedly  or  disappear  after  the  first  cycle  of 
treatment.  Some  of  these  side  actions  have  required  discontinu- 
ance of  the  drug. 

Dosage— One  tablet  daily  for  20  consecutive  days  beginning 
5 days  after  the  onset  of  menstruation. 

Before  prescribing  see  Detailed  Product  Information,  Ovulen. 

An  extensive  list  of  references  on  Ovulen  is  included  in  the 
literature  mailed  to  physicians. 
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5 basic  uro-analytical 
facts  in  30  seconds 


Labstix 

BRAND  REAGENT  STRIPS 

...broadest  urine  screening  possible  from 
a single  reagent  strip 

Urine  test  results  with  Labstix  Reagent  Strips  can  represent 
significant  guides  to  differential  diagnosis  or  therapy  in  many 
conditions.  An  unexpected  "positive”  may  enable  you  to  detect 
hidden  pathology  — long  before  more  recognizable  symptoms 
become  evident.  Negative  results,  which  permit  you  to  rule  out 
abnormalities  in  a broad  clinical  range,  can  serve  as  baseline 
values  for  reference  in  future  examinations.  The  5 colorimetric 
test  areas  encompassed  on  Labstix  Reagent  Strips  are: 

pH  — values  are  read  numerically  in  the  essential  range 
of  pH  5 to  pH  9. 

Protein  — results  are  read  either  in  the  "plus”  system  or  in 
mg.  % in  amounts  approximating  “trace,”  30, 100,  300,  and  over 
1000  mg.  %. 

Glucose  - provides  a “Yes-or-No”  answer  for  urine  "sugar  spill.” 

Ketones- detects  ketone  bodies  in  urine -both  acetoacetic 
acid  and  acetone.  Reacts  with  as  little  as  5 to  10  mg.  % 
of  acetoacetic  acid. 

Occult  Blood-specific  test  for  intact  red  cells,  hemoglobin  or 
myoglobin.  Results  are  read  as  negative,  small,  moderate  or  large 
amounts. 

Now  a Clear  Reagent  Strip  of  Firm  Construction 
...facilitates  handling  during  testing  procedure.  Excellent  color 
contrast  made  possible  by  the  clear  plastic  strip,  together  with  the 
clearly  defined  color  charts  provided,  permits  precise,  reproducible 
colorimetric  readings  in  all  5 test  areas.  A more  definitive  inter- 
pretation of  uro-analytical  facts  is  made  possible. 

Available:  Labstix  Reagent  Strips,  bottles  of  100 
are  supplied  with  each  bottle). 
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TUBEX  sterile  cartridge-needle  units  are  prefilled 
with  measured  doses.  Each  unit  is  used  once,  and 
discarded.  This  eliminates  danger  of  cross  contami- 
nation, as  well  as  problems  of  sterilization,  storage, 
and  measurement.  Ultra-sharp,  siliconized  needles 
keep  patient  discomfort  to  a minimum.  No  other 
injectable  system  is  easier  to  use,  easier  to  store, 
easier  to  carry. 
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During  the  past  five  years,  the  manage- 
ment of  maternal  iso-immunization  in  the 
antepartum  period  has  undergone  signifi- 
cant change.  Influenced  by  the  work  of 
Bevis,1  Liley,2  and  others,3-4  the  study  of 
the  constituents  in  amniotic  fluid  has  be- 
come an  accepted  method  for  evaluating  the 
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the  study  of  amniotic  fluid  has  become  an 
accepted  method  for  evaluating  the  severity  of 
fetal  hemolytic  disease.  Intra-uterine  fetal 
transfusions  reduce  the  fetal  death  rate  caused 
by  Rh  incompatibility.  In  the  management 
of  maternal  iso-immunization,  amniocentesis 
and  intra-uterine  fetal  transfusion  are  used. 
Antepartum  tests  include  blood  typing 
and  amniocentesis.  Premature  termination 
of  pregnancy  may  be  indicated  to  intra- 
uterine fetal  peritoneal  transfusions.  In 
95  cases  of  Rh  iso- immunization,  with  151 
amniocenteses  performed,  there  were  4 still- 
births but  no  neonatal  deaths,  constituting  a 
4.2  per  cent  perinatal  loss  from  erythroblas- 
tosis. 


severity  of  fetal  hemolytic  disease.  Con- 
current with  this  new  capacity  to  recognize 
infants  at  high  risk  in  utero,  the  technic  of 
intra-uterine  fetal  transfusions  was  de- 
veloped and  is  reducing  the  fetal  death  rate 
caused  by  Rh  incompatibility.5  This  re- 
port summarizes  the  management  of  mater- 
nal iso- immunization  in  the  Rh  clinics  of 
The  Mount  Sinai  Hospital  and  Elmhurst 
Division  where  the  technics  of  amniocente- 
sis and  intra-uterine  fetal  transfusion  are 
used. 

Antepartum  care 

Diagnostic  tests.  Blood  typing.  Rou- 
tinely an  obstetrician  should  obtain  data  in 
regard  to  maternal  ABO  and  Rh  blood  type 
and  the  presence  of  unexpected  antibodies, 
once  early  in  pregnancy  and  again  at 
delivery.  Titration  studies,  if  unusual 
antibodies  such  as  anti-Rh  are  found,  may 
be  helpful  to  determine  the  need  for  early 
termination  of  pregnancy,  but  increasing 
titers  can  be  demonstrated  in  only  one  third 
of  incompatible  pregnancies,  and  more 
accurate  diagnostic  methods  are  required. 

A new  test  which  appears  to  be  particu- 
larly promising  is  quantitative  hemagglu- 
tinin assay  using  bromelin  and  polyvinyl- 
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pyrrolidone  (PVP  K-90)  in  an  autoana- 
lyzer.6 Comparative  assays  of  serums  and 
preparations  of  isolated  Rh  antibodies  of 
known  gamma  G globulin  content  permit 
evaluation  in  terms  of  micrograms  of  nitro- 
gen of  gamma  G globulin  Rh  antibody  per 
milliliter  of  serum.  Prenatal  specimens  ob- 
tained between  twenty-eight  and  thirty- 
four  weeks  of  gestation  have  been  tested  by 
this  method,  and  the  data  correlate  well 
with  the  outcome  of  the  pregnancy.  With 
maternal  antibody  values  below  0.1  micro- 
grams of  nitrogen,  Rh-positive  babies  have 
required  no  treatment.  In  contrast,  when 
maternal  antibodies  are  above  0.5  micro- 
grams of  nitrogen,  stillbirths  and  the  sever- 
est manifestations  of  disease  have  been 
found.7 

Amniocentesis.  Rh  antibody  assay 
values  in  excess  of  0.3  micrograms  of  nitro- 
gen per  milliliter,  corresponding  only 
roughly  to  titration  values  over  1:8  by 
ordinary  manual  tests,  indicate  the  need  for 
amniocentesis  regardless  of  past  history  of 
disease.  The  removal  of  amniotic  fluid  by 
puncture  of  the  amniotic  cavity  is  first  per- 
formed between  the  twenty-fourth  and 
thirty-second  weeks  of  gestation  depending 
on  three  factors:  (1)  a concentration  of  Rh 

antibodies  in  maternal  serum  exceeding  0.3 
micrograms  of  nitrogen  per  milliliter,  (2) 
previous  history  of  disease,  and  (3)  clinical 
evidence  of  fetal  disease. 

In  first  involved  pregnancies,  amniocente- 
sis is  performed  between  twenty-eight  and 
thirty-two  weeks  of  gestation  depending 
on  the  Rh  antibody  concentration  of  ma- 
ternal serum.  With  a history  of  previous 
stillbirths,  hydrops,  or  multiple  exchange 
transfusions,  amniocenteses  are  performed 
at  twenty-four  to  twenty-eight  weeks.  If 
there  is  clinical  evidence  of  hydramnios, 
decreased  fetal  movement,  or  maternal 
toxemia,  amniocentesis  is  performed  im- 
mediately. 

The  technic  of  amniocentesis  has  been 
previously  summarized.8  A 22-gauge 
spinal  needle  is  preferred  to  minimize 
trauma.  The  puncture  site  preferred  early 
in  pregnancy  is  below  the  fetal  vertex  3 to  4 
cm.  above  the  pubis.  Later  in  pregnancy, 
the  uterine  side  of  the  fetal  small  parts  is 
preferred. 

Amniotic  fluid  analysis  is  performed  after 
centrifugation  and  filtration.3  Amniotic 
fluids  vary  in  solute  concentration  and  also 


FIGURE  1.  Correlation  between  bilirubin-protein 
ratio  of  amniotic  fluid  and  cord  hemoglobin  at 
birth.3  Tr  denotes  cases  treated  with  intra-uterine 
transfusions. 

become  more  diluted  during  the  third  tri- 
mester of  pregnancy.  These  problems  may 
be  eliminated  by  determining  the  ratio  of 
two  amniotic  fluid  constituents,  bilirubin 
and  total  protein.  Bilirubin  pigments  are 
estimated  spectrophotometrically  by  the 
difference  between  optical  density  (OD) 
values  at  450  millimicrons  and  600  milli- 
microns. This  450-millimicron  to  600- 
millimicron  value  correlated  well  with  the 
more  complicated  delta  450-millimicron 
value  of  Liley.2 

Total  protein  concentration  is  determined 
by  the  biuret  method.  A bilirubin-protein 
ratio  value: 

AOD  450  — 600  mju 

total  protein  Gm.  per  100  ml. 

of  less  than  0.35  is  associated  with  mild  or 
no  involvement  at  the  time  of  amniocen- 
tesis, 0.35  to  0.55  is  associated  with  mod- 
erate involvement,  and  a value  of  over 
0.55  is  associated  with  severe  fetal  disease. 
The  presence  of  meconium  or  blood  in  the 
fluid  may  be  misleading,  and  these  speci- 
mens are  not  assayed.  The  correlation 
between  the  bilirubin-protein  ratio  and  cord 
hemoglobin  at  birth  is  summarized  in  Fig. 
ure  1. 

Serial  amniotic  fluid  specimens  aid  in 
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determining  the  progress  of  fetal  disease. 
Pregnancies  with  moderate  involvement  of 
the  fetus  should  have  repeated  weekly  taps. 
With  mild  involvement,  two-  to  three-week 
intervals  are  sufficient. 

The  results  of  amniocentesis  are  used  in 
the  clinical  management  of  the  pregnancies 
as  follows:  (1)  mild  or  uninvolved  (less 

than  0.35  ratio):  allow  to  progress  to  term, 
(2)  moderate  involvement  (0.35  to  0.55 
ratio):  induce  at  thirty -five  to  thirty-eight 
weeks,  and  (3)  severe  involvement  (greater 
than  0.55  ratio):  induce  when  gestation  is 
beyond  thirty-four  weeks;  otherwise  per- 
form intra-uterine  fetal  transfusion. 

The  exact  time  of  induction  when  the 
fetus  is  moderately  involved  will  depend  on 
the  size  of  the  fetus  and  both  the  progres- 
sion and  the  degree  of  disease  to  be  antici- 
pated. 

Therapy 

Premature  termination  of  preg- 
nancy. When  premature  termination  of 
the  pregnancy  is  indicated  by  the  results  of 
amniotic  fluid  studies,  induction  of  labor 
with  diluted  intravenous  oxytocin  (Pitocin) 
solution  is  attempted  if  there  are  no  obstet- 
ric contraindications.  A six-  to  eight-hour 
trial  the  first  day,  followed  by  another  trial 
with  ruptured  membranes  the  second  day, 
will  usually  result  in  vaginal  delivery.  If 
the  second  trial  fails,  delivery  by  cesarean 
section  is  performed.  Because  of  the  in- 
creased risk  of  hyaline  membrane  disease  in 
premature  infants  delivered  by  cesarean 
section,  vaginal  delivery  is  preferred. 

Consultation  with  a hematologist  and/or 
pediatrician  is  obtained  prior  to  delivery  so 
that  immediate  intensive  care  will  be  avail- 
able for  the  infant  at  delivery. 

Intra-uterine  fetal  peritoneal 
transfusions.  Severe  fetal  disease  rec- 
ognized by  the  findings  of  amniotic  fluid 
studies  prior  to  thirty-four  weeks  of  gesta- 
tion is  treated  by  instillation  of  washed  red 
blood  cells  into  the  peritoneal  cavity  of  the 
fetus  by  the  following  technic: 

Twenty  to  30  ml.  of  75  per  cent  sodium 
and  meglumine  diatrizoates  (Hypaque-M) 
is  instilled  into  the  amniotic  cavity.  The 
fetus  rapidly  swallows  amniotic  fluid  so  that 
within  six  hours  the  dye  becomes  concen- 
trated in  the  fetal  bowel  where,  on  fluoros- 
copy, it  indicates  the  area  of  the  fetal  abdo- 


men. After  premedication  with  75  mg. 
meperidine  hydrochloride  and  50  mg. 
promethazine  hydrochloride  (Phenergan) 
intramuscularly  forty-five  minutes  previ- 
ously, the  abdominal  wall  of  the  mother  is 
prepared  in  the  usual  surgical  fashion. 
The  relationship  of  the  fetal  bowel  to  the 
mother’s  skin,  as  indicated  by  metallic 
markers,  is  then  ascertained  under  televi- 
sion image  intensification  fluoroscopy. 
Under  local  anesthesia,  a 17-gauge  thin- 
walled  Touhy  needle*  is  inserted  through 
the  mother’s  abdominal  wall  into  the  peri- 
toneal cavity  of  the  fetus.  Following  re- 
moval of  the  trocar,  a free  flow  of  saline 
through  the  needle  confirms  entrance  into  a 
hollow  cavity,  and  2 to  3 ml.  of  injected 
sodium  and  meglumine  diatrizoates  pro- 
duces a subdiaphragmatic  collection  of  dye 
which  is  diagnostic  of  successful  placement 
of  the  needle  into  the  fetal  peritoneal  cav- 
ity. A polyethylene  catheter  is  inserted 
through  the  needle  and  into  the  fetal  perito- 
neum for  a distance  of  10  cm.  The  needle 
is  then  removed  leaving  the  catheter  in  situ. 

Donor  blood  for  fetal  transfusion  consists 
of  a 75  per  cent  concentration  of  O-negative 
washed  red  cells,  with  buffy  coat  removed, 
that  are  suspended  in  a 5 per  cent  solution 
of  glucose  in  0.9  per  cent  saline.  The 
amount  of  each  transfusion  varies  from  60 
to  80  ml.  at  twenty-four  to  twenty-eight 
weeks  of  gestation,  up  to  100  to  140  ml.  at 
thirty  to  thirty-four  weeks.  At  the  end  of 
the  transfusion,  the  catheter  is  removed  and 
the  mother  is  observed  in  the  hospital  for 
three  days.  Antibiotic  prophylaxis  is  not 
used. 

For  every  20  ml.  of  red  cell  suspension  ad- 
ministered, the  contained  5 Gm.  of  hemo- 
globin can  be  expected  to  elevate  the  ulti- 
mate cord  hemoglobin  value,  three  weeks 
following  the  transfusion,  by  about  1 Gm. 
per  100  ml.5  Transfusions  are  repeated  at 
two-  to  three-week  intervals  until  delivery 
is  accomplished  at  thirty-five  weeks  of 
gestation. 

At  delivery  care  of  the  infant  is  similar  to 
that  required  by  others  with  erythroblasto- 
sis. However,  infants  who  have  had  at 
least  two  intra-uterine  transfusions  may 
have  erythroid  hypoplasia  at  birth  and  only 
type  O Rh  negative  donor  cells  in  their  cir- 
culation.9 These  infants  do  not  develop 

* T 466  LNRH,  Becton,  Dickinson  & Co.,  Rutherford,  N.J. 
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hyperbilirubinemia  and  therefore  do  not  re- 
quire exchange  transfusions.  Simple  small 
transfusions  of  packed  red  cells  may  be 
required  during  the  neonatal  period  until 
maternal  antibodies  are  depleted  and  new 
red  cells  are  produced  which  survive  satis- 
factorily. 

The  successful  outcome  of  intra-uterine 
transfusions  depends  on  the  absence  of  fetal 
hydrops.  The  judicious  use  of  amniocente- 
sis, as  indicated,  should  permit  the  recogni- 
tion of  severe  fetal  disease  prior  to  the  onset 
of  hydrops.  The  onset  of  hydrops  is  in- 
dicated by  markedly  elevated  amniotic  fluid 
protein  level,9  soft-tissue  edema  and  en- 
larged abdomen  seen  on  x-ray,  and  the  pres- 
ence of  ascites  at  the  time  of  intra-uterine 
transfusion. 

Summary 

During  the  two-year  period,  July  1,  1964, 
to  July  1, 1966,  95  cases  of  Rh  iso-immuniza- 
tion were  managed  from  early  pregnancy. 
One  hundred  and  fifty-one  amniocenteses 
were  performed  on  these  cases.  Four  still- 
born infants,  but  no  neonatal  deaths,  con- 
stituted a 4.2  per  cent  perinatal  loss  from 
erythroblastosis. 

A total  of  11  intra-uterine  fetal  transfu- 
sions were  performed  on  8 patients  from  this 
group,  and  4 infants  survived.  Three  out 
of  the  4 deaths  were  associated  with  the  on- 
set of  fetal  hydrops  well  in  advance  of 
initiation  of  intra-uterine  therapy. 

In  conclusion,  amniocentesis  and  intra- 
uterine fetal  transfusions  represent  a major 
advance  in  the  management  of  the  Rh-sen- 


New drugs  in  U.S. 

National  introductions  of  new  medicines  by 
American  drug  companies  declined  sharply 
during  the  first  six  months  of  1966  to  the  lowest 
point  in  twenty-five  years,  according  to  Paul  de 
Haen,  Inc.,  Drug  Information  Service. 

Thirty-nine  new  products  were  introduced, 
compared  with  55  for  the  first  half  of  1965  and 
154  for  the  same  period  five  years  ago. 

New  drug  products  consist  of  single  chemical 
entities,  duplicates  of  existing  products,  and 
new  combinations  of  existing  products. 

The  sharpest  decline  was  in  the  number  of 
single  new  chemicals.  Only  four  were  approved 


sitized  pregnancy,  and  perinatal  mortality 
seems  to  have  been  significantly  reduced. 

Addendum 

Since  the  time  of  writing,  an  additional 
17  transfusions  have  been  performed  in  11 
patients.  The  over-all  results  were  8 sur- 
viving infants  in  the  total  19  patients  with 
a 42  per  cent  survival  rate.  Of  the  11  non- 
surviving infants,  all  but  one  were  hydropic 
at  the  time  of  the  initial  intra-uterine  trans- 
fusion. Earlier  amniocentesis  will  result  in 
diagnosis  prior  to  the  onset  of  hydrops  with 
improvement  in  survival  rate. 
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for  marketing  by  the  U.S.  Food  and  Drug 
Administration  during  the  first  half  of  this  year, 
compared  with  14  in  the  same  period  a year  ago 
and  24  in  the  same  period  five  years  ago.  The 
approved  single  new  chemicals  are:  a local 

anesthetic,  an  antileukemic,  a topical  antibiotic, 
and  an  ingredient  in  an  anovulatory  product. 


Summary  of  new  products,  first  six  months  of  each  year 


Type  of  Product 

1966 

1965 

1964 

1963 

1962  1961 

Single  chemical  enti- 

ties 

4 

14 

8 

8 

14 

24 

Duplicate  products 

5 

8 

19 

16 

29 

22 

Combination 

products 

30 

33 

71 

65 

82 

108 

— 

— 

— 

— 

— 

— 

Totals 

39 

55 

98 

89 

125 

154 
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Nystagmus,  when  vigorous  and  sus- 
tained, is  easily  recognized  and  may  even 
be  observed  at  some  distance  from  the 
patient.  Spontaneous,  positional,  and  the 
first  and  last  beats  of  postcaloric  nystagmus, 
on  the  other  hand,  are  frequently  difficult 
to  assess  accurately 

Four  factors  influence  vestibular 
nystagmus.  The  first  is  the  state  of  the 
labyrinth  and  its  central  connections.  A 
lesion  at  any  level  may  give  rise  to  spon- 
taneous nystagmus  or  an  altered  response  to 
stimulation.  The  second  factor  is  the  level 
of  consciousness  of  the  patient.  The  uncon- 
scious patient  does  not  respond  to  caloric 
stimulation  with  nystagmus.  We  see  only 
a conjugate  deviation  of  the  eyes. 
Similarly,  nystagmus  is  suppressed  when  a 
patient  dozes,  even  following  adequate 
stimulation  of  a normal  labyrinth.  Alerting 
the  subject  can  overcome  this.  The  re- 
maining two  factors  are  fixation  of  gaze  and 
the  presence  of  light,  both  of  which  suppress 
vestibular  nystagmus.  These  factors  are 
normally  present  in  our  clinical  testing 
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electronystagmography,  an  electronic 
method  of  measuring  the  velocity  of  eye  move- 
ments directly,  records  and  measures  the 
velocity  of  nystagmus.  Faint  nystagmus  can 
be  recorded  with  an  amplitude  of  only  1 degree. 
This  is  important  since  spontaneous,  posi- 
tional, and  the  first  and  last  beats  of  post- 
caloric nystagmus  are  difficult  to  assess  by 
subjective  examination.  Quantitative  deter- 
minations of  vestibular  function  can  be  made 
as  well  as  general  evaluation. 


situation.  Efforts  to  eliminate  these  factors 
have  led  to  the  development  of  electrony- 
stagmography. 

To  eliminate  the  effects  of  ocular  fixation, 
Bartels’  and  Frenzel’s  lenses  were  developed 
in  the  1920’s.  Both  reduce  but  do  not 
eliminate  fixation.  Both  must  be  used  in 
light  and,  of  course,  with  open  eyes  for 
the  nystagmus  to  be  observed.  These 
spectacles  also  enlarge  the  image  of  the  eye, 
making  identification  of  nystagmus  some- 
what easier. 

Although  Bartels’  and  Frenzel’s  lenses 
facilitate  nystagmus  and  make  it  more 
easily  visible,  they  do  not  maximally  en- 
hance it.  Visual  observation  of  nystagmus 
remains  a very  subjective  examination. 
There  is  quite  a variation  in  interpretation 
from  examiner  to  examiner,  even  though 
one  individual  may  develop  good  con- 
sistency with  experience.  Furthermore,  it 
seems  desirable  to  have  a permanent  record 
of  the  nystagmus  for  ease  of  interpretation 
and  for  purposes  of  comparison. 

The  first  attempts  at  recording 
nystagmus  were  by  mechanical  means. 
Hogyes  in  1881  recorded  animal  eye  move- 
ments on  a smoked  drum  by  means  of  an 
aluminum  cross  embedded  in  the  cornea.1 
Berlin  in  1891  was  the  first  to  record  human 
eye  movements.2  He  placed  an  ivory  shell 
directly  on  the  anesthetized  cornea  and, 
by  means  of  a system  of  levers,  obtained  a 
tracing  of  the  eye  movements  on  a watch 
glass.  In  1924  Buys3  used  a small  balloon 
placed  against  the  closed  eyelid.  Motion 
of  the  protruding  cornea  gave  rise  to  pres- 
sure changes  within  the  balloon  which  were 
then  transmitted  to  a kymograph  and 
recorded. 

Photographic  and  optical  systems  have 
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also  been  used.  Dohlman  in  1925 4 re- 
corded eye  movements  by  photographing 
the  image  from  a mirror  attached  to  the 
cornea  by  a suction  cup. 

Motion  picture  photography  of  the  eye 
is  a highly  accurate  means  of  recording 
eye  movements,  but  it  calls  for  rigid  fixation 
of  the  head,  open  eyes,  and  special  photo- 
graphic equipment. 

In  1951  Torok,  Guillemin,  and  Barnothy5 
described  a photoelectric  system  of  re- 
cording eye  movements  based  on  the 
reflection  of  light  from  the  corneoscleral 
junction. 

Du  Bois-Reymond  in  1849'1  was  the  first 
to  discover  the  presence  of  an  electric 
potential  about  the  eye.  Changes  in  this 
potential  brought  about  by  movements  of 
the  eyes  were  first  recorded  by  Schott  in 
1922. 7 

In  1936  Mowrer,  Ruch,  and  Miller8 
identified  the  electric  changes  produced  by 
eye  motion  as  being  changes  in  the  corneo- 
retinal  potential.  Fenn  and  Hursh  in 
19379  and  Leksell  in  193910  demonstrated 
that  the  magnitude  of  the  electric  changes 
was  proportional  to  the  deflection  of  the 
eyes. 

Thus,  the  necessary  information  had 
been  gained  for  the  development  of  electro- 
oculography or,  as  we  who  are  primarily 
interested  in  nystagmus  call  it,  electro- 
nystagmography. 

The  ENG  (electronystagmogram)  is 
based  on  the  existence  of  this  potential 
difference  between  the  positively  charged 
cornea  and  the  negative  retina.  If 
electrodes  are  placed  on  either  side  of  the 
globe  and  the  eyes  turn  toward  one  side, 
that  electrode  will  be  relatively  positively 
charged,  the  other  negatively,  and  a cur- 
rent will  flow.  These  electric  changes  can 
be  augmented  by  recording  the  conjugate 
motion  of  both  eyes.  This  is  done  by  plac- 
ing electrodes  at  both  outer  canthi  with  a 
ground  electrode  at  the  forehead.  Many 
different  types  of  electrodes  have  been 
used.  In  our  hands,  stainless  steel  has 
been  most  satisfactory. 

The  small  changes  in  electric  potential 
are  amplified  and  recorded  using  suitable 
apparatus.  Electrocardiography  and 
electroencephalography  equipment  have 
both  been  used.  We  use  an  electrocardio- 
gram with  preamplifier,  having  a long  time 
constant. 


In  1950,  Powsner  and  Lion11  developed 
an  electronic  method  of  measuring  the 
velocity  of  eye  movements  directly  by 
recording  the  first  derivative  of  the  move- 
ments themselves.  This  was  adapted  to 
electronystagmography  by  Henriksson  in 
1955. 12  The  derivation  unit  allows  us  to* 
record  and  measure  the  velocity  of  the 
nystagmus,  which  is  particularly  important 
in  judging  the  results  of  the  caloric  test. 
Henriksson13  and  others  have  demonstrated 
the  greater  reliability  of  the  nystagmus 
slow-phase  velocity  as  an  indicator  of 
intensity  compared  to  the  duration  of  the 
nystagmus.  Other  parameters  of  vestibular 
response,  such  as  frequency  of  beats, 
number  of  beats,  and  amplitude,  can  all  be 
read  from  the  ENG  directly. 

Advantages  of  ENG 

The  ENG  is  very  sensitive  and  can  record 
faint  nystagmus  with  an  amplitude  of  only 
1 degree.  It  allows  us  to  make  a quantita- 
tive measurement  of  vestibular  function. 
It  is  objective  and  does  away  with  the  sub- 
jectivity so  often  a part  of  the  face-to-face 
estimation  of  nystagmus.  The  recording 
is  permanent,  may  be  kept  with  the 
patient’s  chart,  and  can  be  studied 
thoroughly  and  compared  with  other 
patients’  or  subsequent  tracings  on  the 
same  subject. 

Clinically,  in  the  diagnosis  of  disorders  of 
the  vestibular  system,  electronystagmog- 
graphy  has  found  wide  application. 
Several  aspects  of  this  will  be  presented. 

Calibration 

Prior  to  testing,  electrodes  are  placed  at 
the  external  canthi  and  midforehead, 
using  electrode  cream  and  cellulose  tape. 
The  ENG  is  calibrated  and  standardized 
by  having  the  patient  follow  a swinging 
pendulum  with  his  eyes  (Fig.  1A).  The 
pendulum  has  been  so  constructed  that  it 
covers  an  arc  of  20  degrees  and  achieves  a 
maximum  velocity  of  20  degrees  per  second. 
The  machine  is  adjusted  so  that  on  the 
conventional  tracing  1 mm.  is  equal  to  1 
degree  of  ocular  deviation,  while  for  the 
velocity  tracing  1 mm.  equals  1 degree  per 
second  of  ocular  velocity.  We  can  also 
record  vertical  nystagmus  by  attaching 
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HORIZONTAL 

CALIBRATION  OF  HORIZONTAL  AND  VERTICAL  MOTION 


FIGURE  1.  (A)  Calibration  of  conventional  and 
velocity  tracings.  Lower,  conventional.  One  mm. 
equals  1 degree  eye  movement.  Upper,  velocity. 
One  mm.  equals  1 degree  per  second  eye  speed. 
(B)  Calibration  of  horizontal  and  vertical  eye  move- 
ments. 

electrodes  above  and  below  one  or  both 
eyes  (Fig.  IB).  By  convention,  eye  move- 
ments to  the  right  or  up  are  represented 
by  an  upward  deflection  of  the  pen  and  to 
the  left  or  downward  by  a downward  de- 
flection. 

Identification  of 
spontaneous  nystagmus 

Spontaneous  nystagmus  may  be  so 
prominent  that  it  is  grossly  visible  with 


C.  Ey«»  closed 

FIGURE  2.  Effect  of  fixation  and  light  on  nystag- 
mus. (A)  Eyes  open,  gaze  fixed.  (B)  Eyes  open, 
Bartels’ lenses.  (C)  Eyes  closed. 

open  eyes  in  a well-lit  room.  This  will,  of 
course,  also  appear  on  the  ENG  (Fig.  2). 
A fainter  nystagmus,  however,  may  be 
suppressed  by  both  light  and  fixation  and 
may  not  even  be  visible  with  Bartels’ 
lenses.  Closing  the  eyes  reveals  a definite 
nystagmus,  as  in  this  patient  with  a 
cholesteatoma  and  fistula  into  the  laby- 
rinth (Fig.  3A).  The  fistula  test  produced 
nystagmus  in  both  directions.  At  surgery, 
a fistula  at  the  ampullar  region  of  the 
horizontal  canal  was  found.  Ocular 


ABC 


Left-beating  nystagmus  persists- 


FIGURE  3.  (A)  Fistula  test  with  electronystagmography.  (B)  Ocular  nystagmus.  Nystagmus  present 
only  with  eyes  open.  Note  lack  of  slow  and  fast  phases. 
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and  fast  phase  with  the  eyes  open  (Fig.  3B). 
We  can  also  identify  atactic  eye  move- 
ments by  the  ENG. 


FIGURE  4.  Positional  nystagmus.  (A)  Direction 
fixed.  From  above  supine,  left  lateral,  right  lateral, 
and  sitting.  (B)  Direction  changing.  From  above 
supine,  left  lateral,  right  lateral,  head  hyperex- 
tended,  and  sitting.  Positive  or  negative  peaks  in 
velocity  tracing  help  identify  nystagmus. 


nystagmus  may  be  differentiated  from 
vestibular,  since  in  the  former  the  nystag- 
mus disappears  when  the  eyes  are  closed, 
and  it  usually  does  not  have  a clearly  slow 


Positional  nystagmus 

Positional  nystagmus,  too,  may  be 
grossly  visible  or,  more  frequently,  so 
slight  or  transient  as  to  escape  notice. 
Both  direction-fixed  and  direction-changing 
nystagmus  may  be  demonstrated  (Fig.  4A). 
The  former,  in  which  the  nystagmus  beats 
in  one  direction,  is  said  by  Nylen14  to  be 
indicative  of  a peripheral  lesion,  while 
direction-changing  nystagmus,  in  which  the 
nystagmus  changes  direction  in  different 
head  positions  or  in  the  same  position, 
is  said  to  indicate  a central  lesion  (Fig.  4B). 
This  distinction  does  not  seem  to  be  valid, 
since  we  see  both  types  of  nystagmus  in 
cases  where  the  lesion  is  clearly  at  the 
end  organ. 


Caloric  test 

The  bithermal  caloric  test  of  Fitzgerald 
and  Hallpike15  is  probably  the  technic  most 
frequently  used  with  electronystagmog- 
raphy. In  this  test,  large  volumes  of  both 
cool  and  warm  water  are  used  to  stimulate 
both  ears.  Despite  the  large  volume,  the 
stimuli  are  mild  since  the  water  is  only  7 
C.  above  and  below  body  temperature 
(86  and  110  F.).  We  irrigate  each  ear  with 
250  cc.  of  water  in  thirty  seconds  and 
record  nystagmus  with  the  eyes  closed. 

We  begin  recording  prior  to  irrigation  to 
check  on  the  presence  of  spontaneous 
nystagmus  and  continue  until  no  further 
nystagmus  is  noted  or  a clear  secondary 
nystagmus  is  seen  (Fig.  5). 

In  the  normal  response,  the  first  beat  of 
nystagmus  is  usually  seen  within  fifteen 
seconds  of  the  start  of  the  irrigation.  The 
nystagmus  gradually  increases  in  ampli- 
tude, frequency,  and  velocity,  reaching  a 
maximum  at  about  one  minute.  This 
maximum  is  sustained  for  about  thirty 
seconds  and  then  gradually  subsides.  The 
decline  is  more  gradual  than  was  the 
original  increase  in  intensity.  By  using 
the  velocity  tracing,  we  can  identify  the 
last  beat  and  the  appearance  of  a secondary 
nystagmus  in  the  opposite  direction. 

The  maximum  slow-phase  velocity  is  a 


410  New  York  State  Journal  of  Medicine  / February  1,  1967 


FIGURE  5.  Caloric  test  with  electronystagmography.  Warm  water  in  left  ear  from  arrow  to  arrow.  Upper 
tracing,  velocity  of  nystagmus  slow  phase.  Middle,  conventional  tracing.  Lower,  time  marker.  (Read 
from  left  to  right).  Mark  ‘‘44  AS”  indicates  60  seconds  from  onset  of  stimulation.  Last  arrow  at  reversal 
of  nystagmus. 


simple  duration  of  nystagmus.  We  fre- 
quently see  very  intense  reactions,  as 
measured  by  velocity,  amplitude,  fre- 
quency, and  subjective  and  vegetative 
reactions,  with  nystagmus  of  short  dura- 
tion. 

After  a wait  of  twenty  minutes,  the 
opposite  ear  is  irrigated. 

Using  electronystagmography,  Ham- 
ersma16  showed  a statistically  significant 
response  decline  with  subsequent  irrigations 
even  after  waiting  twenty  minutes  between 
irrigations,  but  this  is  not  clinically  sig- 
nificant. 

Using  the  conventional  diagram,  we 
graph  both  duration  and  maximum  slow- 
phase  velocity  for  all  four  irrigations.  We 
can  then  make  a judgment  as  to  the 
existence  of  canal  paresis  or  directional 
preponderance  (Fig.  6). 


DURATION  MAX.  VELOCITY 

FIGURE  6.  Normal  caloric  test.  Above,  position 
of  patient.  Below,  graph  of  normal  results. 


more  accurate  parameter  for  measuring 
intensity  of  the  caloric  response  than  is 


February  1,  1967  / New  York  State  Journal  of  Medicine  411 


FIGURE  7.  Reversal  of  spontaneous  nystagmus  by  cold  water. 


Special  advantages  of 
electronystagmography 

In  addition  to  allowing  us  to  record, 
measure,  and  analyze  the  complete  caloric 
test,  electronystagmography  is  par- 
ticularly useful  in  several  special  situations. 

The  presence  of  spontaneous  nystagmus 
seriously  complicates  the  interpretation  of 
the  caloric  test  when  nystagmus  is  visually 
observed.  Using  the  ENG  with  bithermal 
stimulation,  this  obstacle  can  be  overcome 
(Fig.  7).  The  spontaneous  nystagmus 
to  the  left  is  seen  to  change  direction  under 
influence  of  the  cold  water  in  the  left  ear. 
After  the  reaction  subsides,  the  spon- 
taneous nystagmus  reappears.  These 
changes  are  too  small  to  be  detected  with 
the  patient’s  eyes  open.  A comparison  of 
the  maximum  points  of  all  four  irrigations 
clearly  shows  responses  to  both  cool  and 


warm  water  in  the  left  ear  but  no  change  in 
the  spontaneous  nystagmus  when  the 
right  ear  is  stimulated  (Fig.  8A). 

Marked  hypoactivity  or  complete  lack 
of  vestibular  response  also  can  be  dem- 
onstrated, as  in  this  case  of  streptomycin 
ototoxicity  (Fig.  8B).  The  patient  had 
received  45  Gm.  of  streptomycin  in  thirty 
days  for  tuberculous  meningitis. 

Summary 

In  summary,  electronystagmography  has 
developed  to  the  point  where  it  is  no  longer 
experimental  but  is  a clinically  applicable 
technic.  It  is  sensitive,  objective,  per- 
manent, and  allows  us  to  make  quantitative 
determinations  of  vestibular  function.  It 
is  useful  in  the  general  evaluation  of  ves- 
tibular function  and  invaluable  in  cases  with 
seriously  deranged  function.  Electrony- 
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FIGURE  8.  (A)  Spontaneous  nystagmus  to  left  with  canal  paresis  of  right  ear.  (B)  Streptomycin  ototo- 
xicity. Questionable  faint  response  to  cool  water,  left  ear.  No  reaction  to  remaining  caloric  stimuli  or 
rotation  clockwise  (c)  or  counterclockwise  (cc).  NS:  no  sensation  of  afterrotation  following  rapid  decelera- 
tion. 


stagmography  adds  to  our  understanding  of 
both  normal  and  abnormal  vestibular 
physiology. 

550  First  Avenue 
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Supervoltage 
Roentgenography  with 
Linear  Accelerator 


GERALD  A.  L.  IRWIN,  M.D.,  C.M., 
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East  Meadow,  New  York 
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Attending  Radiologist  (Dr.  Irwin),  Radiological 
Physicist  (Dr.  Michaud),  Chief  and  Head,  Department 
of  Radiology  (Dr.  Zatzkin),  Meadowbrook  Hospital 


FIGURE  1.  Case  1.  Bronchogenic  carcinoma  of 
left  lung.  Tumor  and  left  hilar  nodes  well  outlined. 
Note  sharp  outline  of  air-filled  trachea. 


This  comes  about  because  of  the  almost 
equal  absorption  characteristics  of  bone, 
fat,  and  muscle  at  high  energies.  The 
contrast  of  air-containing  structures  is  well 
shown  in  views  of  the  bronchus,  paranasal 
sinuses,  and  larynx. 


A 6 million  electron  volt  Vickers  Re- 
search linear  accelerator  has  been  in  clinical 
operation  for  one  year  at  Meadowbrook 
Hospital,  East  Meadow,  New  York.  In 
addition  to  its  established  value  in  thera- 
peutic radiology,  we  have  been  impressed 
with  its  versatility  in  permitting  us  to  ob- 
tain supervoltage  roentgenograms  of  un- 
commonly good  quality.  We  have  ex- 
tended this  dividend  to  assist  our  diagnostic 
department  by  obtaining  special  roentgen 
studies  with  the  accelerator  which  produces 
an  image  not  unlike  that  obtained  by 
conventional  tomography.  Another  and 
more  practical  use  has  been  treatment 
planning.  The  virtual  absence  of  penum- 
bra, small  target,  and  sharp  margins  of  the 
beam  enables  us  to  localize  our  portals  with 
the  same  geometric  pattern  and  distances 
employed  during  treatment. 

The  use  of  an  accelerator  for  diagnostic 
roentgenographic  purposes  is  possible  be- 
cause of  the  Compton  effect  when  radiation 
interacts  with  tissue.  The  result  is  to 
blur  bone  and  soft  tissues  producing  a 
sharp  soft-tissue-air  laminographic  image. 


Technic 

For  portal  localization,  a 14-  by  17-inch 
casset  is  used.  It  is  loaded  with  Du  Pont 
industrial  510  or  506  film  inserted  between 
two  lead  screens.  The  casset  is  placed 
under  the  patient  at  the  exit  point  of  the 
treatment  beam.  After  the  treatment  area 
is  centered  by  the  light  beam,  two  exposures 
are  made.  For  the  first  exposure,  4 rads  are 
delivered  at  the  point  of  maximum  ioniza- 
tion, 100  cm.  from  target,  1.5  cm.  below  the 
surface  of  the  skin.  Then  with  collimator 
shutters  opened  wide,  a second  exposure  of 
4 rads  is  again  made.  The  film  is  developed 
for  eight  minutes  at  65  F.  and  carefully  fixed 
for  sixteen  minutes.  This  provides  a 
diagnostic  film  with  the  treatment  field 
shown  as  a darker  area  superimposed  on  the 
larger  anatomic  region. 

For  diagnostic  roentgenography,  a Du 
Pont  film,  510  or  506,  is  also  used.  In  this 
instance  the  film  is  placed  between  two  salt 
screens  (thalium  fluoride)  and  inserted 
between  two  lead  screens  in  a Bakelite 
casset.  The  film  is  then  exposed  to  10 
rads  with  the  exposure  dose  measured  at 
100  cm.,  the  usual  point  of  maximum 
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FIGURE  2.  Case  2.  Oat-cell  carcinoma  of  right 
lung.  Note  how  supervoltage  film  clearly  shows 
air-fluid  levels  within  right  pleural  effusion.  Mass 
indenting  left  main  bronchus  clearly  shown  and 
not  seen  on  conventional  films. 

ionization  although  the  target-patient  dis- 
tance is  increased  to  300  cm. 

The  absorption  characteristic  of  bone, 
fat,  and  muscle  being  almost  equal  at  high 
energies  results  in  a film  similar  in  radio- 
graphic  quality  to  that  obtained  by  con- 
ventional tomographic  technic.  The  air- 
containing  tissues  are  sharply  contrasted 
against  the  fused  margin  of  the  soft  tissues 
and  bone  into  similar  densities.  This  is 
well  shown  when  paranasal  sinuses  and 
views  of  the  larynx  are  obtained. 

Case  reports 

Case  1.  This  patient  was  a sixty-two-year- 
old  male  with  bronchogenic  carcinoma  of  the 
left  lung.  He  received  4,900  rads  midline 
tumor  dose  in  five  weeks  with  the  6 million 
electron  volt  linear  accelerator  to  a lesion  in  the 
left  hilum  and  the  left  supraclavicular  region. 
The  dosage  was  low  since  the  patient  was  to 
have  surgery  following  irradiation.  Note  how 
the  supervoltage  film  clearly  outlines  the  lesion 
and  mediastinal  nodes  on  the  left.  The  extent 
of  the  tumor  is  well  shown  (Fig.  1). 

Case  2.  A seventy-one-year-old  male  was 
treated  five  years  earlier  for  oat-cell  carcinoma 
of  the  right  lung.  He  developed  lytic  areas 
involving  the  right  thoracic  cage  and  a pleural 
effusion.  A supervoltage  film  shows  a massive 
pleural  effusion  with  several  air-fluid  levels. 
The  film  also  shows  the  obstruction  of  the  right 
main  stem  bronchus  and  the  lesion  encroaching 
on  the  left  main  stem  bronchus.  These  were 
not  seen  on  the  conventional  chest  film  (Fig.  2). 


supervoltage  radiation  therapy  with  a 
linear  accelerator  results  in  precise  portal 
localization  which  is  enhanced  by  using  the 
accelerator  for  roentgenographic  purposes. 
Bone  and  soft  tissues  are  blurred  producing  a 
sharp,  soft  tissue-air  laminographic  image. 
The  increased  dosages  of  radiation  with  these 
technics  seem  to  be  justified  in  patients  with 
known  malignant  conditions  or  suspicious 
lesions. 


FIGURE  3.  Case  3.  Malignant  lesion  in  left  lung. 
Note  how  bony  structures  are  blurred.  Lesion  at 
left  hilum  clearly  seen. 


Case  3.  This  patient  was  a seventy-seven- 
year-old  male  with  malignant  lesion  of  the  left 
lung  and  involvement  of  the  left  recurrent 
laryngeal  nerve.  Repeated  biopsies  failed  to 
establish  a precise  diagnosis.  He  received  6,000 
rads  midline  tumor  dose  in  eight  weeks  using 
the  linear  accelerator.  Considerable  improve- 
ment was  noted.  The  supervoltage  film  clearly 
shows  the  mass  in  the  left  hilum  with  narrowing 
of  the  left  main  stem  bronchus  as  well  as  pleural 
thickening  over  the  apex.  Note  blurring  of  the 
bony  structures  to  give  a tomographic  effect 
(Fig.  3). 

Case  4.  This  patient  was  an  eighty-two- 
year-old  male  with  squamous  cell  carcinoma  of 
the  left  lung.  He  received  palliative  therapy  to 
relieve  his  pain,  hemoptysis,  and  atelectasis. 
He  received  only  three  treatments  and  suddenly 
expired.  An  autopsy  was  refused.  The  film 
shows  portal  localization  encompassing  the  lesion 
of  the  left  hilum  and  upper  lobe.  Note  how  the 
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FIGURE  4.  Case  4.  Carcinoma  of  left  lung. 
Eccentric  portal  clearly  localized.  Note  sharp 
margins  of  portal  and  exact  demonstration  of  area 
treated. 


FIGURE  5.  Case  5.  Carcinoma  of  pyriform  sinus. 
Note  sharp  margins  of  portal.  Air-containing 
sinuses,  pharynx,  and  larynx  clearly  shown.  Bony 
structures  blurred,  giving  tomographic  effect. 


eccentric  portal  is  clearly  shown  with  the  beam- 
shaping device.  A narrowed  left  main  bronchus 
is  seen  through  the  portal  (Fig.  4). 

Case  5.  A fifty-two-year-old  female  had  ad- 
vanced squamous  cell  carcinoma  of  the  pyriform 
sinus  and  large  metastatic  nodes  in  the  right 
neck.  The  portal  localization  film  shows  the 
area  being  treated.  It  extends  quite  far  pos- 
teriorly to  encompass  the  neck  mass.  Note  the 
clear  delineation  of  air-containing  sinuses, 
larynx,  and  pharynx  (Fig.  5). 

Comment 

Precise  portal  localization  is  one  of  the 
greatest  benefits  to  be  gained  from  super- 
voltage radiation  therapy  with  the  linear 
accelerator.  The  technic  of  localization  is 
enhanced  by  using  the  accelerator  for 
roentgenographic  purposes,  thereby  insuring 
the  inclusion  of  the  area  of  concern  within 
the  treatment  fields.  The  long  focal-film 
distance  minimizes  distortion  and,  by  using 
the  same  geometric  arrangement  as  in 
patient  treatment,  including  field-shaping 
devices,  the  exact  patient-field  relationship 
is  truly  portrayed  on  the  film. 

The  radiation  exposure  dosage  with  the 
technics  mentioned  may  seem  high  in 
comparison  to  the  usual  doses  used  during 
routine  diagnostic  procedures.  Our  technic 
of  portal  localization  and  roentgenographic 
study  is  limited  to  patients  with  known 
malignant  conditions  or  with  strongly 


suspicious  lesions.  The  advantages  of 
accurately  localized  treatment  portals  and 
the  information  gained  from  the  diagnostic 
studies  would  certainly  seem  to  justify  the 
increased  radiation  dosage  to  these  ill 
patients. 

Evaluation  of  chest  lesions  may  be  en- 
hanced by  supervoltage  roentgen- 
ography. h 2 The  films  simulate  tomograms, 
and  parenchymal  lesions  are  readily 
identified  when  contrasted  with  air-con- 
taining lung  and  trachea. 

Multiple  views  obtained  during  routine 
tomography  of  the  lungs  are  comparable 
to  single  supervoltage  roentgenograms. 
However,  small  areas  of  increased  density, 
such  as  calcium,  will  not  be  seen  because  of 
the  loss  of  differential  energy  absorption 
at  high  energies.3 

The  phenomenon  described  is  a function 
of  the  ability  of  the  absorbing  material  to 
retain  within  its  substance  some  of  the 
incident  radiation  with  transmission  of  the 
remaining  portion  of  the  beam.  With 
voltages  under  100  kilovolts,  bone  stops 
the  greater  proportion  of  radiation,  and 
only  a small  amount  reaches  the  film.  With 
increased  voltages,  greater  amounts  of 
radiation  are  transmitted  through  the  bone 
because  of  decreased  absorption,  and  there- 
fore greater  amounts  reach  the  film.  The 
ratio  of  differences  can  be  described  in 
terms  of  the  absorption  coefficient  and  is 
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subject  to  precise  physical  calculations. 

The  use  of  a supervoltage  therapy  unit 
to  take  diagnostic  films  and  for  precise 
portal-localization  films  is  not  new. 4-7 
Our  unit  seems  to  produce  clearer  and 
sharper  films  than  those  taken  with  cobalt 
units  because  of  a lack  of  penumbra  and  a 
smaller  target  (1.5  mm.  as  opposed  to  2 
mm.  in  most  cobalt  units).8  Our  experience 
to  date  in  the  use  of  supervoltage  roentgen- 
ography for  treatment  planning  has  been 
rewarding.  Supervoltage  films  for  pneu- 
moencephalography and  evaluation  of 
larynx,  pharynx,  and  sinuses  will  be 
emphasized  in  the  future.  It  is  precisely 
in  these  structures  that  a sharp  differential 
between  the  soft  tissues  and  air  would  make 
these  films  of  great  value. 

Conclusion 

The  6 million  electric  volt  Vickers  Re- 
search linear  accelerator  may  be  readily 
used  for  supervoltage  roentgenography. 


Routine  proctoscopic  examination 

The  justification  of  the  routine  proctoscopic 
examination  in  patients  over  forty  depends  on 
the  validity  of  the  concept  that  adenomatous 
polyps  are  premalignant  in  nature.  Recently 
this  latter  characterization  has  been  questioned. 
In  a study  by  Charles  G.  Moertel,  M.D., 
John  R.  Hill,  M.D.,  and  Malcolm  B.  Dockerty, 
M.D.,  written  in  a recent  issue  of  the  Mayo 
Clinic  Proceedings,  examinations  were  carried 
out  in  patients  over  forty  years  old  with  no 
history  of  physical  findings  suggesting  intestinal 
disease.  A maximum  of  7.5  per  cent  were 
found  to  have  benign  polypoid  neoplasms.  In 
no  patient  was  frank  carcinoma  detected.  The 
truly  routine  proctoscopic  examination  does 
not  seem  to  be  a practical  screening  test  for 
invasive  carcinoma;  its  primary  value  is  in 
detection  of  the  adenomatous  polyp.  Evalua- 
tion of  the  procedure,  therefore,  must  await 
clarification  of  the  malignant  potential  of  the 
adenomatous  polyp  or  demonstrations  that 
patients  undergoing  such  periodic  examinations 
have  a significantly  lower  mortality  rate  from 
sigmoid  and  rectal  carcinoma  than  a matched 
control  population. 

The  1,020  patients  were  seen  over  a period 
of  three  months.  All  were  over  forty  years  of 


The  technic  is  applicable  to  localization 
and  to  obtain  special  (laminogram-like) 
projections  for  diagnostic  purposes. 

The  technic  utilized  and  examples  of  its 
practical  application  have  been  furnished. 
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age.  Specifically  excluded  were  those  with  any 
intestinal,  rectal,  or  anal  symptoms;  any  pre- 
vious history  of  benign  or  malignant  neoplasms 
of  colon  or  rectum;  diagnosis  or  unsuspected 
diagnosis  of  a rectal  abnormality  revealed  by 
digital  examination;  proctoscopic  examination 
done  within  the  preceding  twelve  months;  and 
physical  or  emotional  problems  contraindicating 
proctoscopy.  All  patients  had  a complete 
history  taken  along  with  a physical  examination 
including  digital  rectal  examination.  The  proc- 
toscopic examination  was  performed  for  a dis- 
tance of  24  cm.  unless  prevented  by  angulation 
of  the  bowel  or  lack  of  patient  co-operation. 

In  913  of  the  1,020  subjects,  the  results  were 
entirely  negative.  In  another  31,  there  were 
minimal  findings  not  regarded  as  significant, 
making  a total  of  944  (92.5  per  cent  with  either 
negative  or  nonsignificant  findings).  If  it  is 
held  that  if,  in  the  remaining  7.5  per  cent,  all 
these  lesions  will  eventually  undergo  a malignant 
change,  then  prevention  in  this  group  would  be 
of  inestimable  value.  On  the  other  hand,  if 
one  holds  that  only  the  polyp  primarily  of  the 
villous  adenoma  type  is  dangerous,  then  the 
maximal  yield  of  this  study  would  be  only  0.3 
per  cent  and  would  hardly  justify  the  time,  ex- 
pense, and  patient  discomfort  involved.  This 
judgment  cannot  be  made  with  certainty  at  this 
time. 
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Evaluation  of 
New  Oral  Penicillin  G 

VINCENT  J.  BARATTA,  M.D. 

Lindenhurst,  New  York 

The  value  of  penicillin  G for  the  oral 
treatment  of  a wide  variety  of  infections 
has  long  been  established.1-6  Not  only 
is  it  effective  against  gram-positive  or- 
ganisms which  are  responsible  for  most  of 
the  common  bacterial  infections,  but  also 
it  is  one  of  the  least  toxic  of  therapeutic 
agents  used  in  human  beings.7  8 In  addi- 
tion, penicillin  G is  relatively  more  econom- 
ical to  use  than  other  antibiotics.7 

Virtually  all  of  the  early  clinical  ex- 
perience with  penicillin  was  obtained  with 
dosage  schedules  that  were  designed  to 
maintain  concentrations  of  penicillin  in  the 
patients’  blood  above  the  minimum  re- 
quired to  inhibit  the  growth  of  penicillin- 
sensitive  organisms.9  Such  treatment  was 
based  on  the  assumption  that  constant 
antibacterial  levels  of  the  drug  were  es- 
sential to  the  successful  treatment  of  most 
infections. 9- 10  While  “continuous  therapy” 
with  penicillin  is  highly  effective,9  it  has 
certain  disadvantages;  among  these  is  the 
need  for  frequent  dosage  at  relatively  short 
intervals  to  maintain  therapeutic  blood 
levels  of  the  drug. 

In  1944  Tillett,  Cambier,  and  Mc- 
Cormack11 reported  the  successful  treat- 
ment of  pneumococcal  pneumonia  with 
penicillin  administered  on  a schedule  that 
omitted  doses  for  twelve  to  sixteen  hours  at 
night.  Since  that  time  a number  of  re- 
ports have  appeared  in  the  medical  litera- 
ture of  the  successful  use  of  large  doses  of 
penicillin  at  intervals  of  twelve  to  twenty- 
four  hours  in  the  treatment  of  patients 


with  a wide  variety  of  bacterial  infec- 
tions.1012-17 A reduction  in  the  number 
of  times  that  medication  must  be  taken 
each  day  not  only  simplifies  treatment  but 
also  increases  the  likelihood  that  the  patient 
will  follow  the  prescribed  dosage  schedule. 

The  present  report  summarizes  our  ex- 
perience in  the  treatment  of  patients  with 
various  bacterial  infections  with  an  oral 
dose  of  800,000  units  of  penicillin  G twice 
daily  for  up  to  ten  days.  This  dosage 
schedule  proved  to  be  highly  effective  as  is 
evident  from  the  uniformly  satisfactory 
therapeutic  results  obtained. 

Materials  and  methods 

Patients.  Forty-four  patients  with  a 
variety  of  bacterial  infections  were  in- 
cluded in  this  study.  Of  these,  19  were 
males  and  25  were  females.  Their  ages 
ranged  from  sixteen  to  sixty -two  years,  with 
an  average  age  for  the  group  of  40.5  years. 
All  patients  had  been  in  good  health  prior 
to  their  present  illnesses.  The  conditions 
presented  for  treatment  were  as  follows: 
pharyngitis  in  8 patients,  bronchitis  in  4, 
pneumonia  in  2,  otitis  media  in  4,  im- 
petigo contagiosa  in  8,  urethritis  with  and 
without  vaginitis  or  cervicitis  in  7,  vaginitis 
in  2,  conjunctivitis  in  4,  and  purulent 
rhinitis  in  2,  as  well  as  folliculitis  of  the 
face,  cellulitis  of  the  leg,  and  sty,  in  1 
patient  each.  Prior  to  treatment,  cultures 
were  obtained  from  each  patient,  and 
following  treatment  cultures  were  again 
obtained  from  every  patient.  Streptococci 
were  recovered  from  initial  cultures  in  18 
patients,  and  staphylococci  were  identified 
in  17  additional  patients.  Of  the  remain- 
ing 9 patients,  7 were  found  to  have  gono- 
coccal infections  and  2 to  have  penumo- 
coccal  infections  (Table  I). 

Medication.  Penicillin  G (Pentids  800) 
was  administered  to  every  patient  of  the 
series  as  tablets,  each  providing  500  mg. 
(800,000  units)  of  crystalline  potassium 
penicillin  G,  always  in  a dosage  of  1 tablet 
twice  daily.  Patients  were  instructed  to 
take  each  tablet  on  an  empty  stomach,  at 
least  one  hour  after  any  food  had  been 
taken,  and  to  take  the  tablets  twelve 
hours  apart,  not  on  a morning  and  evening 
schedule.  Duration  of  treatment  was  five 
days  in  34  patients,  six  days  in  2 patients, 
seven  days  in  2 patients,  eight  days  in  4 
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oral  doses  of  800,000  units  of  penicillin  G 
twice  daily  for  up  to  ten  days  were  given  to  44 
patients  with  various  bacterial  infections. 
The  therapeutic  results  were  excellent  in  42 
patients  and  good  in  2.  There  was  no  evi- 
dence of  toxicity  or  side-effects  in  any  patient. 


patients,  and  ten  days  in  the  remaining  2 
patients.  In  addition  to  penicillin,  4 
patients  with  impetigo  received  local  treat- 
ment with  bacitracin  ointment,  while  2 
patients  with  pneumonia  and  3 with 
bronchitis  were  given  expectorants. 
Douches  were  prescribed  for  4 patients 
with  vaginitis,  soaks  were  prescribed  for 
6 patients  with  impetigo  contagiosa  and  the 
1 patient  with  cellulitis,  eye  lavages  were 
used  in  1 patient,  and  incision  and  drainage 
of  sty  was  performed  in  1 patient. 

Results 

The  results  of  treatment  are  summarized 
in  Table  I according  to  the  conditions 
presented,  the  organisms  recovered,  and 
the  duration  of  treatment.  The  ther- 
apeutic results  were  considered  to  be 
excellent  in  42  patients  and  good  in  2. 
Clinical  manifestations  of  the  presenting 
conditions  subsided  rapidly  in  all  patients, 
and  the  post-therapy  cultures  for  all 
patients  were  negative  for  the  offending 
organism  within  five  to  ten  days. 

No  evidence  of  toxicity  and  no  side- 
effects  were  observed  in  any  patient. 
Of  the  2 patients  who  did  not  respond  in 
excellent  fashion,  1 was  a woman  forty- 
eight  years  of  age  who  had  streptococcal 
otitis  media.  She  showed  marked  im- 
provement with  negative  culture  after 


five  days  of  treatment  with  penicillin  G 
in  the  dosage  given,  but  she  required  3 
additional  days  of  therapy  before  drain- 
age from  her  ear  ceased.  Her  response 
was  rated  as  good.  The  other  patient,  a 
woman  thirty-nine  years  of  age,  had 
streptococcal  vaginitis.  After  five  days  of 
treatment  with  penicillin  G and  the  con- 
comitant use  of  douches,  the  patient 
showed  considerable  improvement  and  a 
negative  culture  was  obtained.  The  use 
of  douches  probably  contributed  to  the 
observed  improvement  in  the  patient,  and 
her  response  was  rated  as  good. 

Comment 

Our  findings  in  this  study  are  in  agree- 
ment with  those  of  other  investigators 
that  large  oral  doses  of  penicillin  given  at 
twelve-hour  intervals  will  effectively  com- 
bat a wide  variety  of  infections.12'15’17 
From  a series  of  308  children  and  infants, 


TABLE  I.  Results  in  44  patients  treated  orally  with  penicillin  G in  a dosage  of  800,000  units  twice  daily 


Diagnoses 

Number 

of 

Patients 

Organisms  Recovered* 

Duration  of 
Treatment 
(Days) 

Clinical  Response 
Excellent  Good 

Pharyngitis 

8 

Streptococcus 

5 to  10 

8 

Rhinitis,  purulent 

2 

Streptococcus 

5 

2 

Vaginitis 

2 

Streptococcus 

5 

1 1 

Cellulitis  of  leg  with  adenitis 

1 

Streptococcus 

8 

1 

Bronchitis 

4 

Streptococcus  (3) 
Staphylococcus  (1) 

6 to  8 
5 

4 

Otitis  media 

4 

Streptococcus  (2) 
Staphylococcus  (2) 

5 to  8 

3 1 

Impetigo  contagiosa 

8 

Staphylococcus 

5 to  6 

8 

Conjunctivitis 

4 

Staphylococcus 

5 to  8 

4 

Folliculitis  of  face 

1 

Staphylococcus 

5 

1 

Sty  of  eye 

1 

Staphylococcus 

7 

1 

Pneumonia 

2 

Pneumococcus 

10 

2 

Urethritis 

4 

Gonococcus 

5 

4 

Urethritis  and  vaginitis 

2 

Gonococcus 

5 

2 

Urethritis  and  cervicitis 
Totals 

1 

44 

Gonococcus 

8 

1 

42  2 

* Numbers  in  parentheses  refer  to  number  of  patients  found  to  harbor  the  organism  listed. 
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Huang  and  High17  found  that  patients 
who  received  300,000  units  of  penicillin  by 
mouth  at  intervals  of  twelve  hours  re- 
sponded as  satisfactorily  as  did  those  who 
received  200,000  units  initially  followed  by 

100.000  units  at  intervals  of  four  hours. 
Bunn  et  al.u  found  that  100  of  104  patients 
with  infections  who  were  treated  with 

500.000  units  of  oral  penicillin  twice  daily 
recovered  with  complete  cures.  Flippin 
et  al.12  reported  that  satisfactory  clinical 
results  were  obtained  in  17  patients  who 
received  initial  oral  doses  of  500,000  units 
of  penicillin  followed  by  250,000  units 
every  twelve  hours  for  a total  dose  of  3 
million  units. 

Of  our  44  patients  receiving  800,000 
units  of  penicillin  by  mouth  twice  daily, 
all  recovered  satisfactorily  within  a period 
of  time  ordinarily  expected  in  such  in- 
fections without  any  need  for  a change  in 
therapy.  We  believe  that  the  clinical  and 
bacteriologic  results  were  directly  attrib- 
utable to  the  therapeutic  regimen  in  every 
instance. 

The  oral  treatment  of  most  patients  with 
infections  caused  by  penicillin-sensitive 
organisms  is  safe,  easy,  and  comparatively 
inexpensive.  A regimen  requiring  only  1 
tablet  of  penicillin  G twice  a day  would 
offer  the  additional  advantage  of  eliminat- 
ing the  need  for  scheduling  of  doses  to 
avoid  meals,  as  has  been  commonplace 
with  conventional  dosage  schedules  in- 
volving more  frequent  doses  at  shorter 
intervals. 

Summary 

A total  of  44  patients  with  a variety  of 
bacterial  infections  were  treated  with  an 
oral  preparation  of  penicillin  G which 
contained  in  each  tablet  800,000  units  of 
crystalline  potassium  penicillin  G.  The 
dosage  for  each  patient  was  1 tablet  twice 
daily  at  intervals  of  twelve  hours,  and 
treatment  was  continued  for  periods  of 
from  five  to  ten  days.  Eighteen  of  the  44 
patients  had  streptococcal  infections,  17 


patients  had  staphylococcal  infections,  7 
had  gonococcal  infections,  and  2 had  in- 
fections caused  by  pneumococci.  Re- 
sponses to  therapy  with  this  dosage  sched- 
ule were  excellent  in  42  patients  and  good 
in  2.  All  patients  recovered  with  com- 
plete cures  in  five  to  ten  days.  No  ad- 
verse side-effects  or  evidence  of  toxicity 
were  observed  in  any  patient. 

Penicillin  G administered  orally  in  a 
dosage  of  800,000  units  twice  daily  at 
twelve-hour  intervals  will  effectively  com- 
bat a variety  of  common  infections  due  to 
penicillin-sensitive  bacteria. 

672  North  Wellwood  Avenue 
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Charles1  has  pointed  out  the  problems 
of  diurnal  analysis  of  deliveries:  influence 
of  induced  labor,  parity,  and  season.  For 
her  Birmingham  data,  excluding  all  cases 
with  antenatal  complications,  medical  or 
surgical  induction  or  delivery,  all  pres- 
entations other  than  vertex,  all  congenital 
malformations,  and  all  stillbirths,  she  con- 
cluded that  first  deliveries  are  evenly  dis- 
tributed throughout  the  twenty-four  hours, 
but  deliveries  of  multiparas  showed  con- 
centrations between  2:00  and  8:00  a.m. 
Yet  Yerushalmy2  has  shown,  following 
DePorte,3  that  stillbirths  do  not  have  the 
same  pattern  of  deliveries  by  hour  of  the 
day  as  live  births.  Other  analyses  have 
also  neglected  stillbirths  or  parity  or  made 
no  allowance  for  medical  or  surgical  inter- 
vention.4-5 

Despite  an  observation  that  a difference 
existed  between  primiparas  and  multip- 
aras, Spiller6  concluded  that  the  variation 
was  well  within  the  limits  of  probable 
error  and  suggested  a comparatively  even 
distribution  over  night  and  day.  He 
believed  that  the  diversity  of  findings  in 
various  studies  lent  support  to  this  con- 
tention. King,7  however,  indicated  that 
a simple  dichotomy,  night  versus  day,  was 


inadequate  to  identify  adequately  diurnal 
variation  in  births.  He  also  emphasized 
that  the  same  results  in  subgroups  of  that 
studied  lent  significance  to  the  findings. 
The  different  hourly  aggregations  used  pose 
some  difficulty  in  comparing  studies. 

The  present  analysis  was  undertaken  to 
elucidate  further  the  influences  on  diurnal 
variation  in  deliveries. 

Material 

The  time  of  day  when  delivery  occurred 
is  reported  on  birth  and  fetal  death  cer- 
tificates in  N ew  Y ork  City.  For  a 5 per  cent 
systematic  sample  of  live  births  and  a 10 
per  cent  sample  of  late  (twenty-eight  weeks 
or  more  gestation)  fetal  deaths,  the  time  of 
delivery  was  transcribed  onto  duplicates  of 
the  punched  cards  routinely  prepared. 
Required  data  were  easily  tallied  from  these 
duplicate  cards  already  containing  informa- 
tion about  place  of  delivery,  parity,  and  the 
like.  The  sample,  selected  for  another 
purpose,  covered  only  the  July  to  December, 
1963,  deliveries,  and  numbered  4,870,  of 
which  4,251  represented  live-born  infants. 
No  attempt  was  made  to  weight  combined 
distributions  in  later  analysis  for  the  dif- 
ferent sampling  ratios  of  live  births  and 
fetal  deaths  because  the  latter  form  a rela- 
tively small  proportion  of  the  total. 

Comparison  of  the  sample  with  known 
distributions  for  all  deliveries  in  1963 
indicated  similarity  as  to  the  proportions 
by  type  of  hospital  and  service  (ward  or 
private),  by  cesarean  section,  and  by 
induction;  among  live  births,  first  births 
were  somewhat  underrepresented  as  were 
males. 

Influence  of  intervention 

Medical  questions  on  the  certificates  ask 
about  induction  of  labor  and  operative 
procedures  for  delivery.  Among  the  cases 
studied,  356  were  reported  as  induced; 
for  58  an  oxytocic  was  administered  to 
stimulate  labor,  and  for  104  it  was  not 
clear  whether  induction  or  stimulation  was 
intended.  An  additional  296  deliveries 
were  accomplished  by  cesarean  section. 
As  expected,  deliveries  involving  use  of 
oxytocin  or  cesarean  section  were  not 
evenly  distributed  throughout  the  day. 
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TABLE  I.  Distribution  of  deliveries,  exclusive  of  cesarean  sections  and  inductions,  by  parity  and  by  hos- 
pital auspices  and  type  of  service,  New  York  City  sample,  July  to  December,  1963. 


P 

Multipan 
ritary — 
>itals 
Ward 
Service 

Hours  of 
Birth 

Total  De- 
liveries* 

Total* 

✓ — Voluntary — Pro- 

Hospitals  prietary 

Private  Ward  Hos- 

Service  Service  pitals 

Munic- 

ipal 

Hos- 

pitals 

Total* 

✓ — Volui 
Hosi 
Private 
Service 

Pro- 

prietary 

Hos- 

pitals 

Munic- 

ipal 

Hos- 

pitals 

Ail  deliveries 

4,056 

1,374 

565 

317 

204 

270 

2,682 

926 

607 

393 

728 

12  midnight  to 
2:59  a.m. 

477 

143 

59 

39 

15 

30 

334 

100 

79 

69 

93 

3:00  a.m.  to 
6:00  a.m. 

522 

159 

70 

39 

18 

27 

363 

117 

83 

56 

102 

6:00  a.m.  to 
9:00  a.m. 

552 

158 

70 

38 

20 

28 

394 

134 

94 

46 

116 

9:00  a.m.  to 
12  NOON 

630 

207 

86 

38 

36 

43 

423 

160 

82 

72 

108 

12  NOON  to 
3:00  p.m. 

531 

204 

75 

56 

31 

40 

327 

133 

71 

44 

76 

3:00  p.m.  to 
6:00  p.m. 

449 

186 

81 

42 

31 

31 

263 

88 

71 

34 

64 

6:00  p.m.  to 
9:00  p.m. 

436 

152 

65 

28 

29 

29 

284 

96 

73 

37 

72 

9:00  p.m.  to 
midnight 

426 

153 

55 

34 

24 

37 

273 

93 

52 

32 

86 

Not  reported 

33 

12 

4 

3 

5 

21 

5 

2 

3 

11 

* Totals  include  18  primiparas  and  28  multiparas  born  in  other  places. 


Induced  labor 

More  than  twice  (2.3  times)  as  many  of 
the  total  deliveries  involving  induction  of 
labor  occurred  between  8:00  a.m.  and  8:00 
p.m.  in  the  day  as  from  8:00  p.m.  to  8:00 
a.m.  at  night.  Of  the  total  353  cases  for 
which  hour  of  delivery  was  known,  115  or 
nearly  one-third  occurred  in  the  four-hour 
interval  between  noon  and  4:00  p.m.  It  is 
of  more  than  passing  interest  that,  con- 
sidering only  inductions  involving  fetal 
death,  the  excess  of  deliveries  in  the  day 
hours  was  only  31  per  cent,  34  versus  26, 
suggesting  that  medical  indications  for 
induction  were  more  frequent  among  fetal 
deaths  than  among  live  births.  The  more 
emergent  nature  of  inductions  with  delivery 
at  night  is  also  indicated  by  the  fact  that  24 
per  cent  of  these  produce  a stillborn  infant 
as  compared  to  14  per  cent  among  those 
delivered  during  the  day. 

Where  stimulation  of  labor  was  the  ob- 
jective, the  disparity  between  day  and  night 
was  not  as  marked  as  with  inductions,  the 
excess  during  the  day  being  only  23  per 
cent. 


Cesarean  section 

With  cesarean  sections,  2.4  times  as 
many  deliveries  occurred  during  the  day 
as  during  the  night.  Here,  however,  the 
maximum  four-hour  interval  was  8 : 00 
a.m.  to  noon,  when  nearly  45  per  cent  of 


the  sections  were  performed.  Again,  the 
fairly  even  distribution  of  cesarean  sections 
involving  fetal  deaths,  21  versus  20,  sug- 
gests more  serious  indications  and 
emergency  delivery  for  such  cases.  Among 
sections  performed  during  the  day,  the 
fetal  death  rate  was  10  per  cent;  for  the 
night  group,  the  rate  was  23  per  cent. 

Because  of  the  influence  of  use  of 
oxytocics  or  surgery  on  timing  of  deliveries, 
these  814  cases  were  excluded  from  the 
total,  leaving  4,056  presumably  spon- 
taneous labors  for  further  analysis  of  hour 
of  delivery. 

Spontaneous  labors 

For  33  deliveries,  the  hour  was  not  re- 
ported: 18  of  the  458  fetal  deaths  and  15  of 
the  3,598  live  births.  Distributions  by 
hour  of  birth  were  therefore  based  on  a final 
count  of  4,023  deliveries.  Among  live 
births,  there  was  a constant  excess  over  the 
mean  at  each  hourly  interval  from  3 : 00  a.m. 
to  2:00  p.m.  From  2:00  p.m.  to  3:00  a.m., 
there  was  a deficiency.  From  this  simple 
observation  it  was  evident  that  over-all  live 
births  are  not  distributed  evenly  through 
the  day  and  night.  Test  by  chi-square  of 
observed  against  an  expected  equal  dis- 
tribution over  the  twenty-four  hours  of  the 
day  provided  a probability  of  less  than 
0.005.  The  greatest  contributions  to  chi- 
square  were  made  by  excess  births  between 
8:00  a.m.  and  1:00  p.m.  and  by  deficiencies 
between  5 : 00  and  11:00  p.m. 
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TABLE  II.  Values  of  chi-square  tests  against  rec- 
tangular distributions  for  various  classes  of  de- 
liveries, New  York  City  sample,  July  to  December, 
1963.* 


Delivery  Group 

Chi-  Degrees 

Square  of 

Value  Freedom 

Probability 

Induced  deliveries  only 

108 

7 

0 001 

Cesarean  sections  only 

102 

7 

0 001 

Live  births 

70 

23 

0.001 

Fetal  deaths 

32 

23 

0.10 

Primiparas 

38 

23 

0.05  to  0.02 

By  auspices 

Municipal  hospitals 

8 

7 

0 . 50  to  0 . 30 

Voluntary  hospitals 

Private  service 

11 

7 

0.20  to  0.10 

Ward  service 

14 

7 

0 10  to  0 . 05 

Proprietary  hospitals 

15 

7 

0.05  to  0.02 

By  borough  of  delivery 

Manhattan 

15 

7 

0.05  to  0.02 

Bronx 

11 

7 

0.20  to  0.10 

Brooklyn 

6 

7 

0.50 

Queens 

8 

7 

0 . 50  to  0 30 

Multiparas 

84 

23 

0 . 001 

By  auspices 

Municipal  hospitals 

26 

7 

0.001 

Voluntary  hospitals 

Private  service 

39 

7 

0 001 

Ward  service 

14 

7 

0 . 10  to  0 05 

Proprietary  hospitals 

23 

7 

0.01 

By  borough  of  delivery 

Manhattan 

16 

7 

0 . 025 

Bronx 

5 

7 

0.30 

Brooklyn 

28 

7 

0 001 

Queens 

44 

7 

0.001 

* Except  for  those  so  labeled,  all  distributions  excluded 
induced  deliveries  and  cesarean  sections. 


Late  fetal  deaths  do  not  show  a 
significant  departure  from  a rectangular 
distribution,  and  there  is  no  such  clear 
pattern  as  with  live  births.  These  de- 
liveries, however,  do  exhibit  a higher-than- 
average  frequency  between  9:00  and  11:00 
a.m.  and  a deficiency  of  deliveries  between 
8:00  and  11:00  p.m. 

Effect  of  parity 

Among  primiparas,  the  departure  from  a 
rectangular  distribution  was  not  as  marked 
as  among  multiparas.  Moreover,  despite 
consistently  higher-than-average  hourly 
deliveries  from  9:00  a.m.  to  5:00  p.m., 
the  greatest  contribution  to  chi-square  for 
primiparas  was  made  by  a marked  de- 
ficiency from  2:00  to  3:00  a.m.  Except 
for  this  unusual  deficiency,  the  chi-square 
value  for  the  total  deliveries  of  primiparas 
would  hot  have  indicated  a significant 
departure  from  an  equal  distribution 
throughout  the  day.  We  therefore  discount 
this  observation  as  a probable  peculiarity 
of  this  sample. 

For  multiparas,  however,  deliveries  are 


undoubtedly  unevenly  distributed.  Sub- 
stantial increments  above  the  hourly  mean 
occur  between  9:00  a.m.  and  noon.  Sub- 
stantial decrements  are  observed  from 
5 : 00  p.m.  to  midnight. 

Hospital  auspices  and  borough 

The  remaining  analyses  were  done  on 
the  basis  of  three-hour  aggregates.  The 
data  are  given  in  Table  I,  while  the  chi- 
square  test  results  are  listed  for  all  com- 
parisons in  Table  II. 

The  general  consistency  of  results  for 
primiparas  for  each  hospital  group  and  for 
each  borough  strongly  suggests  that,  with- 
out interference,  a first  pregnancy  is  just 
as  likely  to  occur  at  any  hour  of  the  day. 
The  high  probability  value  for  municipal 
hospitals  lends  further  credence  to  the 
suggestion.  It  is  known  that  use  of  oxy- 
tocics  and  operative  intervention  is  less 
frequent  in  these  hospitals  than  in  others. 
It  is  also  possible  that  unreported  induction 
or  surgery  distorts  the  picture  to  some 
degree  in  other  hospital  groups. 

Reasonably  consistent  results  are 
exhibited  for  multiparas  also.  Except  for 
patients  on  the  ward  services  in  voluntary 
hospitals,  there  is  little  likelihood  that 
deliveries  are  equally  distributed  over  the 
hours  of  day  and  night.  Examination  of 
the  data  separately  for  each  borough  again 
shows  the  same  kind  of  results;  the  de- 
parture of  The  Bronx  from  the  general 
pattern  cannot  be  explained.  The  extent 
to  which  vaginal  examinations  stimulating 
delivery  or  medical  or  surgical  interference 
that  is  unreported  on  the  vital  records  may 
contribute  to  these  findings  is  unknown. 
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Iridium-192  for  Tumor 
Implants  With  Direct 
Dose  Measurements 

NORMAN  SIMON,  M.D. 

New  York  City 

Associate  Radiotherapist,  The  Mount  Sinai  Hospital 

|ridium-192  is  a suitable  substitute  for 
radium  in  the  implantation  treatment  of 
tumors.  Radium  has  a number  of  dis- 
advantages including  the  relatively  large 
size  of  the  encapsulated  cells  required  to 
hold  the  salts  of  radium  safely,  the 
possibility  of  unequal  packing  of  these  salts 
in  radium  needles,  build-up  of  pressure  in 
sealed  sources  of  radium  by  the  decomposi- 
tion of  water,  and  the  gaseous  daughter 
(radon)  which  can  escape  from  the  sealed 
source.  Iridium-192,  on  the  other  hand, 
can  be  made  in  small  size.  The  cross  section 
for  neutrons  of  iridium  is  high,  and  high 
specific  activity  material  can  be  made 
relatively  economically.  The  average 
energy  of  the  gamma  radiation  of  iridium- 
192  is  360  kilovolts,  while  the  average 
energy  of  radium  is  1 millivolt.  Shielding 
of  iridium-192  is  correspondingly  simpler, 
since  the  half-value  layer  in  lead  for  its 
gamma  radiation  is  3 mm.,  while  the  half- 
value layer  for  radium  in  lead  is  12  mm. 
A combination  of  its  characteristics  makes 
it  possible  to  supply  iridium- 192  in  suffi- 
ciently small  size  to  allow  easy  after-loading. 

Source  and  type 

In  the  United  States,  iridium-192 
(Iridotope)  * is  commercially  supplied  in  the 
form  of  0.3-  by  3-mm.  seeds  distributed  at 
1-cm.  intervals  in  Nylon  ribbon  which 
measures  less  than  1 mm.  in  over-all  diam- 
eter. The  Nylon  tubing  or  ribbon  is 
contained  in  a relatively  small  lead  con- 
tainer which  is  easy  to  handle.  There  is 
considerable  versatility  in  the  use  of  this 
commercially  supplied  type  of  Nylon  ribbon 
containing  the  seeds  of  iridium-192.  The 

* Supplied  by  E.  R.  Squibb  and  Sons,  New  York,  N.Y. 


ribbons  can  be  inserted  directly  into 
tumors  after  arming  the  inert  end  of  the 
Nylon  tubing  on  an  eyeless  needle.  * 
Afterloading  can  be  effected  simply  in 
many  anatomic  parts  of  the  body  by 
previously  inserting  larger  bore  Nylon 
tubing  into  a tumor  with  subsequent  rapid 
insertion  of  the  iridium-192  in  the  pre- 
viously placed  tubing.  Descriptions  of  the 
technics  for  the  implantation  of  iridium-192 
appear  in  the  American  literature. 12 

The  dosimetry  of  iridium-192  implants 
appears  clear-cut  and  straightforward,  but 
it  has  presented  us  with  some  clinical 
problems.  Iridium-192  seeds  are  received 
for  use  from  the  supplier  in  “milligrams  of 
radium  equivalents.”  The  strength  of  the 
seeds  is  determined  by  comparing  their 
output  of  radiation  with  that  of  a known 
radium  source.  Clinical  observations  sug- 
gest there  may  be  an  increase  in  the  biologic 
effect  when  such  calibration  of  seeds  is 
accepted.  For  instance,  skin  reactions  over 
an  implanted  tumor  have  been  more  intense 
than  might  have  been  expected,  and  late 
telangiectases  in  the  oral  cavity  seem  to  be 
more  intense  than  would  be  predicted. 
Such  clinical  observations  can  be  fallacious. 
For  this  reason,  direct  measurements  of 
absorbed  doses  in  implants  were  made  with 
thermoluminescent  dosimeters. 

Materials  and  methods 

Direct  measurement  of  absorbed  dose  in 
an  implant  could  increase  precision  and 
reproducibility.  Such  direct  measure- 
ments are  feasible  with  small  thermo- 
luminescent dosimeters  of  lithium 
fluoride  in  Teflon.**  Lithium  fluoride  in 
the  form  of  loose  powder  has  become  a use- 
ful radiation  dosimeter.3  In  this  older 
method  of  thermoluminescent  dosimetry, 
loose  lithium  fluoride  powder  is  placed  in  a 
glass  container,  exposed  to  radiation, 
poured  onto  a planchet,  heated  in  a con- 
trolled device,  and  the  thermoluminescence 
read  out.  Newly  developed  lithium  fluoride 
powder  is  embedded  permanently  in  Teflon 
in  the  shape  of  a rod,  1 mm.  in  diameter, 
making  a more  practical  device  for  ther- 
moluminescent dosimetry  in  implants.4 
The  rods  of  lithium  fluoride-Teflon  are 

t Supplied  by  Ethicon,  Inc.,  Somerville,  New  Jersey. 

**  Supplied  as  LiF-Teflon  by  Controls  for  Radiation,  Inc., 
Cambridge,  Massachusetts. 
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almost  exactly  the  diameter  of  the  Nylon 
tubing  containing  iridium-192  seeds  as 
commercially  available  in  the  United 
States.  For  this  reason,  lithium  fluoride- 
Teflon  dosimeters  are  afterloaded  in 
exactly  the  same  manner  the  iridium-192 
is  placed  into  tumors.  The  dosimeters  are 
removed  from  the  implant  at  suitable  time 
intervals,  and  their  thermoluminescence  is 
read  out  to  provide  an  absorbed  dose  rate 
at  the  dosimeter  site  in  the  implant. 

Samples  of  lithium  fluoride  rods  were 
calibrated  by  exposure  to  cobalt-60  gamma 
rays.  The  lithium  fluoride-Teflon  rod 
was  shielded  by  a 3-mm.  thickness  of  plastic 
to  simulate  the  method  used  in  calibration 
of  the  same  cobalt-60  source  with  ionization 
chambers.  Preliminary  tests  of  precision 
of  the  lithium  fluoride-Teflon  rods,  1 mm. 
in  diameter  and  6 mm.  in  length,  show  re- 
sults within  plus  or  minus  10  per  cent  at 
exposures  of  10  to  1,000  R to  cobalt-60 
gamma  radiation.  Other  preliminary  tests 
to  known  doses  with  lower  energy  radiation, 
45  kilovolt  x-rays  and  200  kilovolt  x-rays, 
checked  to  within  20  per  cent  of  calibrations 
obtained  with  ionization  chambers.  Unex- 
plained spurious  readings  are  still  obtained 
with  some  lithium  fluoride  dosimeters. 

The  clinical  “dose”  in  an  implant  is 
expressed  as  the  minimal  dose  in  the  im- 
planted volume.  In  a given  implant  the 
minimal  dose  is  determined  by  measure- 
ment of  the  volume  and  using  the  ap- 
propriate exposure  for  the  properly  distrib- 
uted radium  in  the  implanted  volume 
from  data  of  Paterson  and  Parker.  At 
times  the  maldistribution  of  radium,  be- 
cause of  the  rigidity  of  the  radium  needles, 
irregularity  of  tissue,  or  inaccuracy  of 
placement,  forces  compromises  with  the 
ideal.  Since  the  placement  of  radium  and 
even  iridium- 192  in  tumors  in  patients 
may  not  be  as  accurate  as  would  be  desired 
for  a dose  study,  more  accurately  placed 
implants  in  mock-up  were  designed  for 
direct  measurement  with  lithium  fluoride. 
Single-plane  rectangular  implants  were 
made  with  iridium-192  and  radium  in  wax 
(Kerr  dental  compound).  Dosimeters  of 
lithium  fluoride-Teflon  were  placed  0.5 
and  1 cm.  from  the  implant  in  a linear 
distribution  diagonally  across  the  im- 
plant. The  dosimeters  were  in  afterloading 
tubes  which  were  embedded  in  the  wax. 
Doses  estimated  by  the  use  of  the  data  of 


in  the  implantation  treatment  of  tumors, 
iridium-192  is  a suitable  substitute  for  ra- 
dium. It  can  be  made  in  small  size,  the  cross 
section  for  neutrons  is  high,  and  high  specific 
activity  material  can  be  made  relatively  eco- 
nomically. Shielding  is  correspondingly 
simpler,  and  it  is  possible  to  supply  iridium- 
192  in  sufficiently  small  size  to  allow  easy 
afterloading.  Absorbed  doses  in  implants 
can  be  measured  with  thermoluminescent 
dosimeters  to  determine  the  strength  of  the 
implanted  seeds.  Lithium  fluoride  is  a useful 
radiation  dosimeter. 


Paterson  and  Parker  for  these  model  im- 
plants with  radium  and  iridium-192  were 
within  10  per  cent  of  the  doses  measured 
by  the  lithium  fluoride-Teflon  dosimeters. 
This  close  check  reinforces  the  impression 
that  direct  measurement  of  implants  is 
feasible  and  accurate.  Smaller  dosimeters 
than  the  rods  of  1 mm.  in  diameter  and  6 
mm.  in  length  will  be  more  useful,  and  their 
accuracy  and  precision  should  still  remain 
within  limits  required  for  clinical  use.  After- 
loading tubes  used  for  placement  of  iridium- 
192  can  similarly  be  used  for  the  positioning 
of  lithium  fluoride-Teflon  dosimeters. 

Summary 

In  summary,  iridium-192  appears  to  be 
a successor  to  radium  in  removable  im- 
plants. Doses  in  implants  with  iridium-192 
or  radium  can  be  measured  directly  with 
lithium  fluoride-Teflon  thermoluminescent 
dosimeters.  This  method  checks  well  in 
“ideal  and  mock-up”  implants  with  Pater- 
son and  Parker  data.  Lithium  fluoride- 
Teflon  dosimeters  show  great  promise  in 
direct  measurement  of  absorbed  radiation 
in  vivo. 

945  Fifth  Avenue 
New  York  City  10021 
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P art  I of  this  article  appeared  in  the 
January  15,  1967,  issue  of  the  New  York 
State  Journal  of  Medicine.  It  dealt  with 
classifying  headache  according  to  etiology 
and  pain  mechanisms  and  described  studies 
made  into  the  pain  mechanisms  active  in 
different  types  of  headache. 

Symptoms  and  diagnosis 

In  view  of  the  great  variety  of  headaches, 
accurate  diagnosis  and  differential  diag- 
nosis are  important  and  in  some  cases 
essential.  For  the  purpose  of  this  review, 
the  discussion  of  diagnosis  and  differential 
diagnosis  of  headache  will  be  divided  into 
the  following  main  categories:  vascular 

headaches  of  migraine  type;  nonmigrainous 
vascular  headaches;  headache  of  delusional, 
conversion,  or  hypochondriac  states;  head- 
ache associated  with  overt  cranial  inflam- 
mation; headache  associated  with  systemic 
disease;  headaches  associated  with  in- 
tracranial disorders;  headaches  due  to 
disease  of  ocular,  aural,  nasal,  and  sinusal 


structures;  and  headaches  associated  with 
extracranial  disorders. 

Vascular  headaches  of  migraine  type. 
Migraine  headaches  include  classic  mi- 
graine, common  migraine,  cluster  head- 
ache, ophthalmoplegic  migraine,  hemi- 
plegic migraine,  and  lower-half  headache. 
According  to  Ashkenazy,67  a diagnosis  of 
migraine  is  justified  only  after  the  symp- 
toms have  been  carefully  evaluated.  Lack 
of  such  an  evaluation  may  lead  to  an  in- 
correct diagnosis  of  migraine  in  patients 
whose  headaches  are  caused  by  cervical 
spine  changes  or  nerve  root  irritation. 

Speed58  suggests  that  most  of  the  ocular 
and  neurologic  deficits  noted  during  mi- 
graine attacks  may  be  associated  with 
focal  cerebral  edema  secondary  to  pro- 
longed vasodilatation  and  the  resultant 
inflammatory  changes. 

The  following  features  have  been  found 
to  be  diagnostic  of  ophthalmoplegic  mi- 
graine: (1)  The  ophthalmoplegia  occurs 

two  to  four  days  after  a severe,  prolonged 
migraine  attack;  the  oculomotor  signs  are 
usually  most  prominent  as  the  headache 
begins  to  subside;  (2)  the  ophthalmoplegia 
and  the  headache  are  invariably  unilateral 
and  ipsilateral,  and  the  paralysis  usually 
is  localized  in  the  orbital  or  retro-orbital 
area;  (3)  the  oculomotor  nerve  and  the 
pupillary  motor  fibers  are  involved;  (4) 
the  extraocular  paralysis  gradually  de- 
creases within  seven  to  fourteen  days,  with 
a range  of  one  day  to  twelve  weeks;  and 
(5)  the  rate  of  recovery  is  apparently  re- 
lated to  the  severity  of  the  paralysis.27 
In  3 of  the  8 patients  studied,  there  was  a 
partial,  permanent  deficit  of  oculomotor 
nerve  function  after  repeated  migraine 
attacks,  and  in  1 patient  there  was  an 
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abducens  nerve  paralysis.  The  conditions 
which  must  be  considered  in  the  differential 
diagnosis  of  this  form  of  migraine  are  in- 
tracranial aneurysm,  myasthenia  gravis, 
and  diabetic  ophthalmoplegia. 

In  a recently  reported  case  of  ophthal- 
moplegic migraine  of  several  years  duration, 
premigrainous  scotomas  were  followed  by 
acute,  almost  complete  loss  of  vision  of  the 
ipsilateral  eye  caused  by  occlusion  of  the 
central  retinal  artery.59  Eventually,  optic 
atrophy  gradually  developed  in  the  affected 
eye,  and  the  patient  has  been  free  of  head- 
ache since  then.  Van  Pelt  and  Ander- 
mann60  call  attention  to  the  fact  that  onset 
of  ophthalmoplegic  migraine  may  occur 
early  in  life;  in  the  case  reported,  the 
patient  was  eight  months  old. 

Hemiplegic  migraine  has  been  described 
by  Montgomery  and  King.61  The  patient 
had  suffered  from  recurrent  headache  for 
most  of  his  life,  unilateral  migraine  for 
several  years,  ophthalmoplegic  migraine 
for  three  years,  and  finally  hemiplegia. 
The  patient  also  had  had  recurrent  paroxys- 
mal bouts  of  the  shoulder-hand  syndrome. 

Both  cluster  and  lower-half  headache  are 
known  by  a variety  of  other  names  (see 
under  descriptions  of  mechanisms  in  Part 
I),  so  that  the  various  terms  for  essentially 
the  same  condition  have  led  to  some  con- 
fusion in  diagnosis. 

Balia  and  Walton62  list  the  distinguishing 
characteristics  of  cluster  headache  as  male 
predominance  and  a satisfactory  response 
to  ergotamine  tartrate  or  similar  com- 
pounds or  to  methysergide  maleate  if 
ergotamine  by  mouth  is  ineffective.  Nie- 
man63  found  signs  of  oculosympathetic 
paralysis  (ptosis,  miosis,  or  both)  in  22  per 
cent  of  24  patients  with  this  form  of  mi- 
graine. 

Lesse,64-65  in  his  reports  on  autonomic 
faciocephalalgia,  uses  synonymous  terms, 
some  of  which  have  been  classified  as 
synonyms  for  cluster  headache  and  others 
for  lower-half  headache.  This  illustrates 
the  potentials  for  confusion  in  diagnosing 
this  type  of  migraine.  Alcohol  was  not 
found  to  play  a role  in  inducing  headaches 
in  women  and  in  only  5 of  66  men  did  it 
prove  to  be  a factor. 

Bickerstaff66  -68  described  a form  of 
migraine  under  the  term  of  “basilar  artery 
migraine”  or  “migraine-epilepsy  syn- 
drome.” The  characteristic  manifestations 


are  transient  attacks  of  ataxia,  tinnitus, 
dimmed  vision,  vertigo,  and  dysarthria, 
followed  by  the  development  of  a severe, 
migraine-like  headache.  He  thought  that 
this  combination  of  symptoms  was  due  to 
a vasomotor  disturbance  in  the  basilar 
artery  system.  Of  the  34  patients  re- 
ported, all  but  2 were  under  the  age  of 
twenty-three;  26  were  adolescent  girls. 
Menstruation  appeared  to  be  a precipitating 
factor.  He  suggests  that  in  a group  of 
adolescent  girls  in  whom  consciousness  was 
impaired  during  the  migraine  attacks,  a 
transient  ischemia  of  the  reticular  formation 
due  to  the  vasomotor  disturbance  in  the 
area  of  the  basilar  artery  was  the  cause. 

The  differential  diagnosis  between  epi- 
lepsy and  migraine  in  these  patients  was 
based  on  (lj  the  family  history  of  migraine; 

(2)  the  patient’s  past  history  of  migraine; 

(3)  the  much  longer  duration  of  the  pro- 
drome than  the  usual  aura  of  an  epileptic 
seizure  and  its  character;  (4)  the  length 
of  onset  of  unconsciousness  in  migraine 
and  the  fact  that  it  was  impaired  rather 
than  profound;  (5)  the  fact  that  the  electro- 
encephalogram in  migraine  was  normal; 
(6)  the  absence  of  convulsions  in  migraine; 
and  (7)  the  severe  occipital  headache.68 

Electroencephalography.  Several  studies 
of  the  electroencephalographic  features  of 
migraine  have  been  reported  in  the  past 
few  years.69-71  Smyth  and  Winter69  found 
that  87,  or  43  per  cent,  of  202  migraine 
patients  showed  electroencephalographic 
abnormalities;  delta  rhythm  was  present 
in  27,  theta  rhythm  in  59,  and  1 patient 
showed  spike  and  wave  patterns.  The 
correlation  between  delta  rhythm  and  the 
severity  of  headache,  duration  of  migraine, 
family  history  of  migraine,  and  female  sex 
was  significant,  whereas  such  a correlation 
was  not  found  in  the  patients  with  theta 
rhythm. 

Akimoto70  found  that  86  per  cent  of  180 
migraine  patients  had  normal  electro- 
encephalograms during  headache-free 
periods  and  that  the  electroencephalograms 
did  not  differ  from  those  of  symptom-free 
patients  with  other  types  of  headache. 
But  the  electroencephalograms  during  mi- 
graine attacks  showed  more  abnormal  wave 
patterns  than  those  with  other  types  of 
headache. 

Weil71  reported  that  the  electroencepha- 
logram was  dysrhythmic  in  59  (38  of  them 
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female)  of  236  migraine  patients.  The 
characteristic  features  in  these  patients  in 
headache-free  periods  were:  (1)  paroxysmal 
delta  and  theta  bursts  with  an  amplitude 
ranging  from  50  to  200  microvolts;  (2) 
high-voltage  (6  to  8 per  second)  spindles 
of  100  to  150  microvolts,  occasionally  with 
random  slow  spikes;  (3)  marked  activation 
on  hyperventilation,  the  most  reliable 
criterion  of  dysrhythmic  migraine  in  his 
opinion;  and  (4)  mild  to  moderate  ac- 
centuation of  paroxysmal  irregularities 
in  22  of  the  59  patients  with  dysrhythmic 
migraine,  or  37  per  cent,  although  no 
electroencephalogram  was  strictly  focal. 
The  electroencephalogram  during  an  attack 
showed  activation  of  the  headache-free 
pattern,  frequently  resembling  the  hyper- 
ventilation pattern.  Only  2 of  the  59 
patients  had  a family  history  of  epilepsy; 
flaccid  syncope  was  a manifestation  during 
attacks  in  21;  in  11  there  were  aphasic  or 
paraphasic  manifestations  at  the  height 
of  an  attack. 

Moderate  to  severe  psychoneurotic  traits 
were  present  in  most  of  the  patients.  In 
many  of  them  there  seemed  to  be  a direct 
relation  between  acute  stress  patterns  and 
a migraine  attack.  Attacks  in  dysrhythmic 
migraine  lasted  much  longer  than  in  classic 
migraine.  Weil  concludes  that  this  mi- 
graine form  is  probably  not  very  fre- 
quent. 

Glenn,  Knuth,  and  Virgil72  describe  an 
electroencephalographic  feature  which  they 
call  the  “14  and  6 syndrome,”  that  is,  14 
and  6 per  second  positive  spike  activity  in 
the  temporal  and  occipital  leads  during 
light  sleep  or  drowsiness  and  occasionally 
in  the  awake  state.  This  abnormality  was 
found  in  784  patients,  or  13.9  per  cent,  of  a 
series  of  5,664  who  had  routine  sleeping 
electroencephalograms.  Headache  was  the 
principal  symptom  in  381  of  the  patients 
with  14  and  6 activity.  Prominently  as- 
sociated with  the  abnormality  were  syncope 
in  226  patients,  convulsions  in  123,  vertigo 
in  85,  nausea  and  vomiting  in  66,  and  visual 
disturbances  in  49.  In  25  of  the  patients 
there  were  no  signs  or  symptoms  aside 
from  the  abnormal  spike  activity.  Emo- 
tional problems  were  an  outstanding  feature 
in  110  patients.  According  to  Glenn, 
Knuth,  and  Virgil,72  the  abnormality  may 
indicate  the  presence  of  an  unusually 
sensitive  autonomic  nervous  system  and /or 


a lowered  threshold  for  dealing  with  menta 
stress. 

Migraine  in  childhood.  A number  of 
reports  have  stressed  the  importance  of 
migraine  in  children.  In  Bille’s73  study, 
a series  of  347  children  with  migraine  and 
a like  number  of  children  with  other  types 
of  headache  were  followed  for  six  years. 
The  most  common  symptom  in  the  mi- 
graine group  was  nausea,  present  in  80 
per  cent,  with  photophobia  in  second  place. 
In  the  younger-age  groups,  the  pain  was 
bilateral;  with  increasing  age,  the  pain 
became  unilateral.  Of  the  prodromal 
symptoms,  visual  aura  was  the  most  fre- 
quent. There  was  no  discernible  difference 
between  the  migraine  and  nonmigraine 
group  in  scholastic  achievement,  general 
intelligence,  or  electroencephalographic  fea- 
tures. By  the  end  of  the  follow-up  period, 
35  to  50  per  cent  of  the  children  in  the 
migraine  group  no  longer  suffered  from 
headache. 

Bille  cites  a report  by  Vahlquist74  who 
noted:  (1)  Migraine  may  occur  even  during 
the  first  years  of  life;  (2)  the  attacks  are 
usually  of  shorter  duration  than  in  adults; 
(3)  there  is  no  sex  predominance;  and  (4) 
psychogenic  factors  play  a particularly 
important  role. 

According  to  Chao  et  al.,15  the  average 
age  at  onset  is  six  to  eight  years  and  is  rare 
in  younger  children  (14  proved  cases  in 
ten  years).  Recurrent  bouts  of  vomiting 
or  abdominal  pain  or  both  are  the  pre- 
dominant manifestations.  Autonomic  dis- 
turbances occur  often;  visual  disturbances 
are  uncommon.  In  their  experience,  the 
headache  component  may  be  absent.  The 
headache  is  generally  bilateral  but  less 
severe  than  in  adults;  however,  the  fre- 
quency of  attacks  is  greater,  as  many  as 
two  or  three  per  day  or  week.  Emotional 
or  psychogenic  factors  were  present  in  all 
the  children  studied.  Males  predominated 
2 to  1 in  the  children  under  the  age  of 
sixteen.  The  severity  of  the  headache 
decreased  as  the  child  grew  older.  A posi- 
tive family  history,  chronicity  and  recur- 
rence, and  characteristic  symptoms  of 
migraine  are  the  most  important  diagnostic 
features,  but  in  children  with  so-called 
migraine  variants,  differentiation  between 
migraine  and  epilepsy  may  be  difficult. 

Van  Pelt  and  Andermann60  report  a case 
of  ophthalmoplegic  migraine  in  an  eight- 
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month-old  infant.  Wright,76  in  a study 
of  the  relation  of  glaucoma  to  headache, 
found  that  in  6 patients  onset  of  migraine 
occurred  before  the  age  of  ten.  Berman'21 
suggests  that  the  response  to  corticosteroids 
may  be  a useful  diagnostic-therapeutic 
measure  in  migrainous  children,  partic- 
ularly in  the  presence  of  a familial  history 
of  allergy.  He  believes  that  migraine  in 
young  children  up  to  the  age  of  five  is  less 
rare  than  is  generally  thought  and  that 
the  often  cited  incidence  of  1 per  cent  for 
this  age  group  may  simply  be  explained 
by  the  fact  that  young  children  are  unable 
to  describe  their  symptoms  adequately. 

Complications.  Various  complications 
accompanying  migraine  attacks  or  resulting 
from  attacks  have  been  reported,  including 
loss  of  consciousness67  77;  permanent  retinal 
and  cerebral  lesions78;  occlusion  of  the 
central  retinal  artery  with  optic  nerve 
atrophy59;  and  fatal  cerebral  infarction.79 

Lees  and  Watkins,77  in  an  investigation 
of  354  patients  with  migraine,  24  of  whom 
had  lost  consciousness  at  some  time,  and 
391  patients  with  epilepsy,  could  not  show 
a relation  between  the  two  conditions. 
Only  3 of  the  354  patients  with  migraine 
had  a complete  grand  mal  seizure;  another 
4 had  only  isolated  features  of  epilepsy, 
2 had  rigidity  and  2 had  incontinence 
during  the  loss  of  consciousness.  More- 
over, the  frequency  of  migraine  in  patients 
with  definite  epilepsy  was  small.  It  was 
found  to  be  present  in  4 of  391  patients. 
They  feel  strongly  that  patients  who  lose 
consciousness  during  migraine  attacks 
should  not  be  termed  epileptic  persons. 
Some  of  them  have  basilar  migraine  which 
seems  to  produce  a functional  disturbance 
in  the  reticular  formation  of  the  brain  stem, 
a theory  also  held  by  Bickerstaff.6667 
Others  may  have  simple  syncopal  attacks. 

Migraine  equivalents.  A number  of  re- 
ports have  appeared  on  conditions  con- 
sidered to  be  migraine  equivalents.  Craw- 
ford80 described  a dermatologic  syndrome 
in  a patient  with  a history  of  migraine 
headaches.  These  intermittent,  paroxys- 
mal skin  eruptions  appeared  simultaneously 
with  or  following  a migraine  attack.  They 
also  occurred  independent  of  an  acute 
attack.  Preceding  the  onset  of  the  lesions, 
the  patient  experienced  severe  pain  in  the 
right  leg.  This  was  followed  within  a few 
minutes  by  a warm,  bright  discoloration 


over  the  painful  area.  Several  days  later 
this  area  became  black  and  blue  and  re- 
mained tender. 

Connor78  reviewed  the  neurologic  and 
visual  defects  of  a permanent  nature  caused 
by  migraine,  and  he  studied  18  patients 
with  permanent  lesions  of  the  retina,  cere- 
bral hemispheres,  and  brain  stem,  all  of 
whom  had  a history  of  migraine.  Retinal 
lesions  were  present  in  5 of  the  18,  hem- 
ispheral  lesions  in  10,  and  lesions  of  the 
brain  stem  in  3.  The  oldest  patient  was 
fifty;  12  of  the  18  were  less  than  forty  years 
old.  Other  causes,  such  as  syphilis,  heart 
disease,  diabetes,  and  hypertension,  were 
ruled  out.  Vascular  malformations  were 
not  found  in  any  of  the  12  patients  in  whom 
angiography  of  the  cerebral  vessels  was 
performed.  Connor78  suggests  that  vascular 
malformations  are  a rare  cause  of  migraine. 

An  interesting  migraine  equivalent,  in- 
terstitial cystitis,  is  described  by  Cohen81 
as  a syndrome  of  intermittent  severe  burn- 
ing, urgency,  and  dysuria  in  the  absence 
of  physical  or  laboratory  features.  It 
occurs  most  frequently  in  young  or  middle- 
aged  women.  No  clear-cut  cause  of  the 
cystitis  is  known,  and  treatment  is  only 
partly  successful.  Four  of  the  women 
studied  were  undergoing  psychotherapy 
and  reported  these  symptoms  after  be- 
ginning therapy.  According  to  Cohen,81 
several  aspects  of  the  syndrome  were  sug- 
gestive of  migraine:  (1)  The  patients  could 
foretell  the  onset  of  attack;  (2)  the  in- 
cidence of  unpleasant  experiences  with 
feared  or  hated  persons  before  attacks  was 
significantly  high;  (3)  there  was  a tendency 
to  “write  off”  symptoms  as  hopeless;  and 
(4)  the  patient’s  manner  in  dealing  with 
hostility  constituted  another  characteristic 
often  observed  in  the  migrainous  per- 
sonality. On  the  basis  of  these  patients’ 
symptoms  and  the  evidence  indicating  an 
association  between  the  cystitis  and  mi- 
graine, ergotamine  was  prescribed  for  oral 
use  at  the  onset  of  the  aura.  At  the  time 
of  the  report,  the  patients  had  been  on 
ergotamine  for  a period  of  eighty-one 
months  with  only  two  bouts  of  cystitis, 
each  less  severe  than  formerly  and  each 
associated  with  a delay  in  taking  the  med- 
ication. In  a similar  period  of  time  before 
ergotamine  therapy  was  begun,  up  to  20 
bouts  of  cystitis  would  have  been  expected. 
The  author  views  the  symptoms  and  the 
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improvement  with  ergotamine  therapy  as 
supporting  his  thesis  that  the  syndrome 
may  represent  a migraine  equivalent. 

Nonmigrainous  vascular  headaches. 
While  migrainous  manifestations  may  occur 
in  headaches  due  to  cerebrovascular  mal- 
formations, the  presence  of  other  neurologic 
signs  and  symptoms  usually  helps  to  estab- 
lish the  differential  diagnosis.  Ozer,  Sen- 
cer,  and  Block82  found  vascular  malfor- 
mations by  arteriography,  on  operation, 
or  at  autopsy  in  65  patients.  In  all  there 
were  neurologic  manifestations  which  sug- 
gested the  possible  presence  of  an  intra- 
cranial lesion.  In  4 additional  patients 
with  vascular  headache,  arteriography 
failed  to  reveal  any  malformation,  and 
there  were  no  neurologic  signs.  They 
concluded  that  patients  with  migrainous 
symptoms  but  without  neurologic  signs  or 
symptoms  need  not  be  studied  for  cere- 
brovascular malformations. 

In  a review  of  a series  of  70  patients  with 
vascular  headaches  who  had  angiomas 
established  by  roentgenography  or  sur- 
gery, Lees83  found  that  migrainous  symp- 
toms usually  were  accompanied  by  the 
neurologic  manifestations  of  the  lesion. 
Reinecke84  has  reported  the  case  of  a patient 
in  whom  the  headache  simulated  that  of 
migraine  but  who  in  fact  had  an  aneurysm 
of  the  right  posterior  communicating  artery 
and  the  anterior  communicating  artery 
and  an  arteriovenous  malformation  in  the 
left  occipital  region.  The  patient  for 
many  years  had  headaches  limited  to  the 
second  division  of  the  left  trigeminal  nerve, 
and  these  were  preceded  by  a scintillating 
scotoma  in  the  right  upper  visual  field. 
According  to  Reinecke,84  a visual  aura  of  a 
constant  pattern  should  suggest  the  need 
for  a thorough  neurologic  study. 

Headache  of  delusional,  conversion, 
or  hypochondriac  states.  Headaches 
caused  by  delusional,  conversion,  or  hy- 
pochondriac states  are  often  termed  psycho- 
genic headaches.  A study  by  Gittelson85 
of  a group  of  patients  with  mental  dis- 
orders who  complained  of  headache,  as 
compared  with  a similar  group  without 
headache,  revealed  the  following  features: 
(1)  The  headache  was  bilateral  with  con- 
stant frontal  pressure  and  in  some  cases 
was  described  in  bizarre  terms;  (2)  the 
family  history  was  not  significant;  (3) 
previous  trauma  apparently  did  not  play 


a role  in  this  type  of  headache;  and  (4) 
a significant  number  of  the  patients  suffered 
from  an  insecure  personality  disorder. 

Forteza86  described  137  consecutive  pa- 
tients seen  in  private  practice.  Patients 
with  organic  disease  were  excluded  from 
the  study.  Patients  had  an  irritable  colon 
or  suffered  from  headaches  of  the  vascular 
or  the  muscle-contraction  type.  The  pa- 
tients were  grouped  according  to  diagnosis: 
irritable  colon,  headache,  psychiatric  dis- 
order, or  any  of  these  combined.  Alex- 
ander87 discussed  the  differential  diagnosis 
of  physical  and  psychogenic  pain.  He  used 
the  psychogalvanometer  reflex  test  and 
obtained  different  responses  from  patients 
with  psychogenic  pain  with  or  without 
peripheral  effects  as  compared  with  patients 
with  physical  pain  and  demonstrable  dis- 
ease. He  postulates  three  reasons  for 
these  differences:  (1)  Muscle  contractions 

can  elicit  a psychologic  reflex,  since  the 
contractions  are  initiated  in  the  nervous 
system;  (2)  physical  pain  tending  to  be 
intermittent  evokes  frequent  and  distinct 
psychologic  reflex  responses  with  each 
crescendo;  and  (3)  psychogenic  pain, 
tending  to  be  constant  and  unvaried,  lacks 
the  capacity  to  evoke  comparable  psycho- 
logic responses.  According  to  Lovshin,88 
these  headaches  increase  in  relative  in- 
cidence with  age,  although  they  are  less 
common  than  migraine  or  tension  head- 
aches. 

Headache  associated  with  overt 
cranial  inflammation.  Most  clinicians 
are  now  aware  of  the  dread  complication  of 
temporal  arteritis  which  is  blindness  of  one 
or  both  eyes.  Prompt  recognition  of  the 
entity  and  subsequent  corticosteroid 
therapy  may  prevent  the  irreversible  blind- 
ness. Temporal  arteritis  is  usually  a self- 
limited disease,  with  total  or  partial  blind- 
ness as  the  only  serious  complication.89 
Renal  involvement,  with  renal  failure  re- 
sponding to  corticosteroid  therapy,  has 
been  reported  in  a few  cases.90  Most  in- 
vestigators believe  this  arteritis  is  a form 
of  giant  cell  arteritis  affecting  the  arterial 
media  and  intima  of  the  temporal  arteries, 
the  greatest  changes  occurring  in  the 
intima,  as  well  as  the  coronary  or  cerebral 
blood  vessels.91 

Temporal  arteritis  usually  affects  the 
elderly. 92  One  documented  case  in  a young 
adult  thirty-five  years  old  has  been  re- 
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ported.93  The  illness  may  appear  as  (1) 
an  occult  form  with  blindness94’96;  (2) 
fever  of  unknown  origin99;  (3)  gangrene 
of  the  tongue;  (4)  problems  of  the  ear, 
nose,  or  throat  which  may  suggest  other 
conditions  affecting  the  internal  and  ex- 
ternal maxillary  arteries;  and  (5)  headache 
and  ophthalmic  problems,  the  more  usual 
features.97-99 

The  characteristics  of  severe  headache 
vary,  and  the  diagnosis  of  temporal  arteritis 
may  be  difficult  at  first.  Unexplained 
severe  headache  in  an  elderly  person  should 
immediately  arouse  suspicion  of  possible 
temporal  arteritis.  Helpful  laboratory  fea- 
tures are  an  elevated  sedimentation  rate 
and  an  increased  serum  globulin.  Systemic 
signs  and  symptoms  such  as  nausea, 
vomiting,  anorexia,  and  weight  loss  are 
common.  The  eyes  are  involved  in  50 
per  cent  of  patients;  half  of  them  lose  the 
sight  of  one  eye,  and  25  per  cent  become 
totally  blind.  According  to  Fisher,100  care- 
ful palpation  of  the  temporal  arteries  and 
their  branches  in  suspected  cases  helps  to 
establish  the  diagnosis.  Burian101  con- 
siders electroretinography  an  essential  aid 
in  the  diagnosis  of  temporal  arteritis. 
The  retinographic  features  are  pathogno- 
monic of  the  disease.  With  successful 
corticosteroid  therapy  the  blood  flow  is 
improved,  the  headache  disappears,  and  the 
electroretinogram  returns  to  normal.  How- 
ever, a return  of  the  electroretinogram  to 
normal  is  not  always  accompanied  by  im- 
proved function  of  the  eye. 

Headache  associated  with  systemic 
disease.  Lovshin88  discusses  the  reduced 
incidence  and  decreasing  frequency  of 
headache  with  advancing  age.  He  de- 
scribes several  types  of  headache  and  notes 
the  changes  during  the  aging  process. 
Headaches  of  the  migraine  type  are  common 
even  in  the  aged.  The  classic  pattern 
with  clear-cut  prodromes  is  rare,  and 
those  who  do  suffer  from  classic  migraine 
usually  lose  their  prodromes.  Usually, 
headaches  in  the  aged  are  not  unilateral. 
One  of  the  most  common  variants  is 
vascular  headache  with  occipital  throbbing 

I which  often  awakens  the  patient  in  early 
morning  and  occurs  in  the  presence  of 
normal  blood  pressure.  Cluster  headache 
disappears  with  advancing  age,  and  per- 
manent remissions  are  common.  The  in- 
cidence of  muscle-contraction  headache 


is  lower  in  the  aged.  Headaches  induced 
by  delusional,  conversion,  or  hypochondriac 
states  increase  in  relative  incidence  with 
age,  although  they  are  still  less  common 
than  migraine  or  tension  headaches.  Pri- 
mary cerebral  neoplasm  as  a cause  of  or- 
ganic headache  is  much  less  frequent  than 
metastatic  brain  disease,  and  even  in  cases 
of  cerebral  neoplasm,  headache  is  not 
usually  an  initial  symptom.  Ocular  dis- 
ease is  almost  never  the  sole  cause  of 
headache.  Lovshin88  notes  that  diffuse 
cerebral  arteriosclerosis  without  thrombosis 
does  not  cause  pain,  whereas  intracranial 
hemorrhage  causes  severe  pain. 

Okinaka102  discusses  the  occurrence  of 
headache  in  systemic  disorders  seen  in 
internal  medicine  and  in  association  with 
disorders  of  the  nervous  system.  His 
study  included  a large  number  of  hospital- 
ized patients,  a smaller  number  of  ambula- 
tory patients  treated  in  a neurology  clinic, 
patients  attending  a hypertensive  clinic, 
and  results  of  postmortem  examination  of 
a small  number  of  cases  at  a home  for  the 
aged.  He  correlated  the  frequency  of 
headache  with  various  disorders.  Patients 
with  neurologic,  endocrine,  collagen,  renal, 
and  hypertensive  disease  often  had  head- 
aches. Neurologic  diseases,  such  as  men- 
ingitis, subarachnoid  hemorrhage,  brain 
tumor,  encephalitis,  and  epilepsy,  are 
associated  with  headache  in  a high  per- 
centage of  patients.  Over  half  the  head- 
ache patients  had  normal  cerebrospinal 
fluid  pressure.  Postspinal  tap  headache 
was  related  to  low  initial  cerebral  spinal 
fluid  pressure.  Headache  is  seen  more 
frequently  in  patients  with  essential  hy- 
pertension under  the  age  of  fifty  than  in 
older  patients.  In  this  group,  a higher 
incidence  of  headache  was  found  in  the 
females  than  in  the  males.  Leukemia  with 
meningeal  infiltration  found  at  autopsy 
is  frequently  associated  with  a clinical 
history  of  headache.  Okinaka102  found 
correlation  between  the  frequency  of  head- 
ache and  the  degree  of  arteriosclerosis  and 
between  thickening  of  the  leptomeninges 
and  the  occurrence  of  headache.  Hemor- 
rhage is  a more  frequent  cause  of  headache 
than  softening,  and  massive  cerebellar 
hemorrhage  most  often  causes  headache. 

Allergic  headaches.  The  diagnosis  of 
allergic  headache  has  been  discussed  in  a 
number  of  reports.  McGovern103  reviews 
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their  etiologic  mechanisms  and  their  classi- 
fication. Sanders104  outlines  the  diagnostic 
procedures  and  identification  of  the  offend- 
ing allergen.  Roberts105  is  impressed  by 
two  observations  as  a result  of  extensive 
investigation  of  migraine  and  so-called 
histamine  headache:  (1)  the  rarity  with 

which  allergic  phenomena  can  be  predicted 
or  substantiated,  and  (2)  the  frequency 
with  which  recurrent  hypoglycemia  can 
provoke  such  headache.  For  example, 
classic  early  morning  onset  of  histamine 
headache  coincided  with  expected  maximal 
decrease  of  blood  glucose  concentrations 
or  with  recurrent  hypoglycemia  associated 
with  diabetes  mellitus.  Roberts’ 105  ob- 
servations were  reinforced  by  many  serial 
assays  of  the  blood  and  by  electroencephalo- 
graphic  studies  carried  out  for  as  long  as 
five  hours  on  25  patients  with  histamine 
headache. 

Headaches  associated  with  intra- 
cranial disorders.  Of  particular  interest 
in  the  study  of  headaches  associated  with 
intracranial  disorders  is  the  report  of  Allen 
and  Mustian106  who  described  3 patients 
with  orbital  and  cervical  murmurs.  Ab- 
normal auscultatory  features  were  related 
at  times  to  migraine  attacks  but  were  heard 
also  in  disorders  not  characterized  by  such 
periodicity.  In  2 patients  the  carotid 
angiograms  were  normal,  evidence  that 
systolic  murmur  in  migraine  may  occur  in 
the  absence  of  vascular  malformations. 

Mass  Lesions.  Okihiro,  Daly,  and 
Yoss107  report  3 cases  of  intracranial  mass 
lesions.  Each  of  the  3 patients  suffered 
recurrent  episodes  of  aphasia  lasting  for  a 
few  minutes  to  a few  days.  The  initial 
diagnosis  was  intermittent  cerebrovascular 
insufficiency.  Two  of  the  patients  com- 
plained of  pain  behind  the  eye,  homolateral 
to  the  tumor  found  at  operation.  The 
lesions  were  found  at  a site  which  could 
have  explained  the  aphasia.  Neither  ar- 
teriosclerosis nor  infarction  of  cerebral 
vessels  was  noted,  and  symptoms  abated 
after  removal  of  the  tumor.  While  uni- 
lateral headache  occasionally  may  signal 
an  impending  cerebral  infarction,  in  these 
patients  the  intensity  of  the  pain  seemed 
too  great  to  come  from  a cerebral  infarction. 

Wells108  discusses  the  premonitory  symp- 
toms of  cerebral  embolism  as  recorded  in 
120  cases  of  unquestionable  cerebral  emboli 
at  The  New  York  Hospital  between  1940 


and  1959.  In  this  series,  19,  or  15.8  per 
cent,  had  premonitory  symptoms.  Head- 
ache was  the  most  common,  occurring  in 
10  patients;  in  5 of  them  the  pain  was 
unilateral,  and  in  the  others  it  was  bilateral. 
The  headaches  ranged  in  duration  from 
minutes  to  twenty-four  hours.  All  10 
patients  had  neurologic  deficits  involving 
the  right  side  of  the  brain  and  the  left  side 
of  the  body.  Wells108  suggests  that  the 
unilateral  headache  may  have  been  caused 
by  an  embolus  temporarily  lodged  in  one 
of  the  pain-sensitive  arteries  of  the  base  of 
the  brain,  which  would  cause  local  stretch- 
ing of  the  arterial  wall. 

Cooper  and  Cavicke109  describe  post- 
traumatic  headache  and  epilepsy  and  in- 
clude 2 cases  in  which  a causal  relation  be- 
tween epilepsy  and  headache  following 
trauma  was  established.  They  believe  that 
in  the  absence  of  evidence  indicating  some 
specific  cause  for  a post-traumatic  head- 
ache, the  patient’s  history  must  be  thor- 
oughly analyzed  and/or  the  precise  patho- 
genesis of  the  associated  epilepsy  must  be 
determined,  preferably  with  the  aid  of 
appropriate  laboratory  studies.  Tentative 
identification  of  a causal  relation  between 
epilepsy  and  headache  following  trauma 
must  be  substantiated  by  adequate  response 
of  the  headache  to  anticonvulsants.  Such 
a positive  response  of  the  headache  is 
particularly  significant  when  it  follows  a 
poor  response  to  conventional  therapy. 

Headaches  due  to  disease  of  ocular, 

AURAL,  NASAL,  AND  SINUSAL  STRUCTURES. 
Ocular  disease.  Chamlin110  lists  glaucoma, 
inflammations,  refractive  errors,  muscle 
imbalance,  trauma,  and  neoplasms  as  causes 
of  headache,  with  glaucoma  in  first  place. 
In  his  opinion,  headache  of  true  ocular 
origin  is  rarer  than  is  believed  by  the  general 
public  or  the  general  practitioner.  Since 
the  early  diagnosis  of  glaucoma  is  essential 
to  prevent  the  development  of  acute 
glaucoma,  the  differential  diagnosis  is 
important.  Lowe111  gives  the  following 
diagnostic  features  of  glaucoma:  (1)  It  is 
rarely  familial;  (2)  women  predominate 
in  a ratio  of  4 to  1;  (3)  glaucoma  patients 
are  often  nervous,  tired,  tense,  and  emo- 
tional but  lack  the  perfectionistic,  am- 
bitious, and  fastidious  character  of  many 
migraine  sufferers;  (4)  attacks  usually  occur 
at  night;  (5)  onset  under  the  age  of  twenty- 
five  is  rare  and  is  most  frequent  in  the 
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fifty-  to  sixty-five-year-old  age  group; 

(6)  pain  is  unilateral,  in  and  about  the 
eye,  and  extending  to  the  occiput;  and 

(7)  attacks  subside  rapidly,  usually  within 
thirty  minutes.  Wright76  reported  that  of 
90  patients  with  headache,  17  had  ocular 
abnormalities;  10  of  them  had  chronic 
glaucoma,  and  treatment  of  the  glaucoma 
resulted  in  relief  of  the  headache  in  9 of  the 
patients. 

Aural,  nasal , and  sinusal  diseases.  Among 
the  conditions  causing  headache  and  pre- 
senting differential  diagnostic  problems  are 
petrositis,112  sphenoiditis,113  mucocele  of  the 
sphenoid  sinus,114  Trotter’s  syndrome,116 
otalgia,116  and  facial  pain.117 

Ryan’s118  review  of  the  differential  diag- 
nosis of  otolaryngologic  headaches  is  useful. 
Nicol’s112  patient  with  petrositis  suffered 
from  a temporoparietal  headache. 
Zalin’s113  patients  with  sphenoiditis  had 
headaches  but  no  neuropathy.  Ophthal- 
moplegic migraine  with  aneurysm  had  been 
considered  by  Pincus  and  Daroff114  in  the 
differential  diagnosis  in  their  patient. 
Olivier116  stated  that  the  clinical  diagnosis 
of  Trotter’s  syndrome  is  difficult.  The 
syndrome  is  caused  by  a nasopharyngeal 
tumor,  usually  a carcinoma.  The  early 
manifestations  are  headache  and  middle 
ear  deafness  on  the  affected  side;  there  is 
neuralgic  pain  in  the  mandible  and  tongue 
and  asymmetry  and  decreased  mobility 
of  the  soft  palate.  Trismus  develops  with 
growth  of  the  tumor. 

Tingwald116  discusses  otalgia  and  cites 
many  causes  of  this  complaint.  He  found 
the  most  common  cause  to  be  cervical 
tension  myalgia  which  was  limited  to,  or 
most  notable  in,  the  sternocleidomastoid 
muscles.  The  ache  is  dull,  non-neuralgic 
in  character,  and  partly  relieved  by  aspirin 
and  heat.  Tranquilizers,  physiotherapy, 
and  explanation  of  pain  mechanisms  to  the 
patient  yield  good  results.  Otalgia  is 
sometimes  a primary  complaint  in 
carotidynia.  A diagnostic  point  is  dilata- 
tion and  tenderness  of  the  carotid  bulb. 

Catlin117  reviews  facial  pain  and  its 
differential  diagnosis.  He  discusses  many 
conditions  which  appear  with  facial  pain 
and  includes  some  of  the  less  common  such 
as  glaucoma,  corneal  ulceration,  coronary 
thrombosis,  angina  pectoris,  petrositis, 
blood  dyscrasia,  disturbance  of  the  cervical 
spine,  and  pains  of  psychogenic  origin. 


The  fifth  cranial  nerve  is  involved  most 
often.  The  variability  and  overlap  of 
sensory  innervation  complicates  clinical 
evaluation  of  the  patient. 

Headaches  associated  with  extra- 
cranial disorders.  The  diagnosis  and 
treatment  of  occipital  area  headaches, 
particularly  post-traumatic  occipital  head- 
ache, remain  quite  difficult  problems. 
Dugan,  Locke,  and  Gallagher119  present 
10  case  histories  in  discussing  occipital 
neuralgia  in  adolescents  and  young  adults. 
They  suggest  that:  “The  headache — or, 

more  accurately,  the  neck  pain — undoubt- 
edly relates  to  reflex  muscle  spasm.  It  is 
uncertain  where  in  its  course  the  second 
cervical  nerve  is  affected,  but  the  suggestion 
that  the  nerve  perforates  the  posterior 
atlantoepistrophic  ligament  offers  a prob- 
able explanation  for  the  occurrence  of 
occipital  neuralgia  in  the  cases  in  which 
the  joint  is  affected.”  Two  types  of 
subluxation  have  been  suggested:  (1)  a 

simple  atlantoaxial  dislocation  with  slipping 
in  the  parallel  planes  and  with  flexion  of 
the  neck  predominantly  at  the  middle  and 
lower  cervical  vertebrae;  and  (2)  atlanto- 
axial dislocation  in  the  presence  of  a sep- 
arate odontoid  process  with  slipping  in  a 
forward  and  downward  direction.120  In- 
stability of  the  joint  between  the  first  and 
second  cervical  vertebrae  probably  plays 
a role  in  this  type  of  traction  headache  and 
may  produce  signs  of  high  cervical  or  even 
brain  stem  lesions.  A Thomas  collar 
relieves  the  pain  of  suboccipital  tension  and 
occipital  neuralgia. 

Trevor-Jones121  reports  on  200  patients 
with  occipital  headache.  The  cause  of  the 
headache  was  osteoarthritis  of  the  para- 
vertebral joints  of  the  second  and  third 
cervical  vertebrae.  In  the  3 patients  who 
underwent  surgery,  stretching  of  the  third 
cervical  nerve  by  an  osteophyte  was  found; 
freeing  of  the  nerve  relieved  the  symptoms. 
Martin  and  Fagan122  exposed  and  stimu- 
lated the  first,  second,  and  third  occipital 
nerves  and  thereby  reproduced  the  head- 
ache pain  of  occipital  neuralgia.  Pain 
in  the  upper  neck  muscles  and  tender  spots 
over  the  occipital  prominences  were  pres- 
ent. Roentgenograms  of  the  cervical  verte- 
brae revealed  spurs  around  the  neural 
foramens,  particularly  the  second  cervical 
vertebrae. 

Knight123  describes  recurring  occipital 
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headaches  which  spread  to  the  vertex  and 
forward  to  the  region  of  the  eye  or  temporal 
area  and  which  are  common  sequelae  of 
head  injury  and  whiplash  injuries  of  the 
cervical  spine.  Pain,  which  is  referred 
from  strains  inflicted  in  the  upper  cervical 
joints  and  ligaments,  responds  to  local 
treatment,  but,  because  the  headache 
commonly  follows  minor  or  major  con- 
cussion, it  usually  is  regarded  as  part  of  a 
postconcussional  state,  and  no  specific 
treatment  is  adopted.  In  certain  patients, 
secondary  depressive  features  may  develop 
as  a result  of  worry  and  continued  pain. 
Difficulties  in  diagnosis  are:  (1)  The  pain 
is  often  in  and  around  the  eye;  (2)  it  is 
often  a long-lasting  headache  complicating 
a small  injury;  and  (3)  the  headache  at 
first  appears  to  be  increased  by  mental 
concentration.  Intense  pain  over  the  oc- 
cipital nerve  bilaterally  can  usually  be 
noted. 

Treatment  consists  of  manipulation  and 
stretching  of  the  cervical  spine  in  early 
stages;  recognition  of  the  condition  is 
therefore  important.  Occasionally,  ex- 
cision of  the  greater  occipital  nerve  may  be 
necessary  for  relief. 

Barford124  discusses  post-traumatic  oc- 
cipital and  eye  headache.  He  feels  that 
it  is  quite  common  even  in  the  absence  of 
injury.  Localized  tenderness  to  pressure 
in  the  occipital  region  on  the  affected  side 
may  be  the  only  physical  sign.  One  in- 
jection of  2 ml.  of  2 per  cent  procaine 
hydrochloride  often  gives  good  relief. 

Braaf  and  Rosner125  discuss  headache 
following  injury  to  the  neck  in  500  patients, 
with  detailed  attention  to  symptoms,  treat- 
ment, and  results.  They  note  that  head 
pain  may  affect  any  part  of  the  head  or  face 
with  headache  being  the  most  common 
single  symptom  but  rarely  present  alone. 
A great  variety  of  symptoms  may  coexist, 
including  fatigue  and  irritability.  Vascular 
headache  was  believed  to  occur  in  20  per 
cent  of  the  cases.  Kayfetz  et  al .126  discuss 
whiplash  injury  and  other  headaches  of 
the  ligamentous  type  and  their  manage- 
ment. 

Jones127  discusses  diagnostic  and  thera- 
peutic block  of  the  occipital  nerves  for 
occipital  headache.  Such  block  may  be 
diagnostic  for  headaches  believed  to  be  of 
cervical  root  origin. 


References 

57.  Ashkenazy,  M.:  Migraine — a diagnostic  dilemma? 
or  Wastebasket  syndrome?  South.  M.J.  56:  247  (1963). 

58.  Speed,  W.  G.,  Ill:  A few  interesting  neurological 

manifestations  of  migraine,  Headache  3:  128  (1963). 

59.  Krapin,  D.:  Occlusion  of  the  central  retinal  artery 
in  migraine.  New  England  J.  Med.  270:  359  (Feb.  13)  1964. 

60.  Van  Pelt,  W.:  On  the  early  onset  of  ophthalmo- 

plegic migraine,  Am.  J.  Dis.  Child.  107:  628  (June)  1964. 

61.  Montgomery,  B.  M.,  and  King,  W.  W.:  Hemi- 

plegic migraine;  a case  with  paroxysmal  shoulder-hand  syn- 
drome, Ann.  Int.  Med.  57:  450  (1962). 

62.  Balia,  J.  I.,  and  Walton,  J.  N.:  Periodic  migrainous 
neuralgia,  Brit.  M.J.  1:  219  (Jan.  25)  1964. 

63.  Nieman,  E.  N.:  Ocular  sympathetic  palsy  in  peri- 
odic migrainous  neuralgia,  J.  Neurol.  Neurosurg.  & Psychiat. 
24:  269  (1961). 

64.  Lesse,  S. : Autonomic  faciocephalgia;  a psychoso- 

matic syndrome,  Tr.  Am.  Neurol.  A.  86:  224  (1961). 

65.  Idem:  Variations  in  the  autonomic  faciocephalgia 

syndrome  in  men  and  women,  Headache  3:  102  (1963). 

66.  Bickerstaff,  E.  R.:  Basilar  artery  migraine.  Lancet 
1:  15  (1961). 

67.  Idem:  Impairment  of  consciousness  in  migraine, 

ibid.  2:  1057  (1961). 

68.  Idem:  The  basilar  artery  and  the  migraine  epilepsy 
syndrome,  Proc.  Roy.  Soc.  Med.  55:  167  (1962). 

69.  Smyth,  V.  O.,  and  Winter,  A.  L.:  The  EEG  in 

migraine,  Electroencephalog.  & Clin.  Neurophysiol.  16:  194 
(Jan.-Feb.)  1964. 

70.  Akimoto,  H.:  Electroencephalographic  studies  in 

migraine,  Internat.  J.  Neurol.  3:  379  (1962). 

71.  Weil,  N.  A.:  Observations  of  “dysrhythmic”  mi- 
graine, J.  Nerv.  & Ment.  Dis.  134:  277  (1962). 

72.  Glenn,  C.  G.,  Knuth,  R.,  and  Virgil,  Sister  M.: 
Treatment  problems  of  the  “14  and  6”  syndrome,  Dis.  Nerv. 
System  25:  45  (Jan.)  1964. 

73.  Bille,  B.  S.:  Migraine  in  school  children.  A study 
of  the  incidence  and  short-term  prognosis,  and  a clinical, 
psychological  and  electroencephalographic  comparison  be- 
tween children  with  migraine  and  matched  controls,  Acta 
paediat.  (supp.  136)  51:  1 (1962). 

74.  Vahlquist,  B.:  Migraine  in  children,  Triangle  5:  89 
(1961). 

75.  Chao,  D.,  McGovern,  J.  P.,  Haywood,  T.  J.,  and 
Knight,  J.  A.:  Migraine  in  children;  the  migraine  syndrome, 
Headache  3:  13  (1963). 

76.  Wright,  J.  C.:  A glaucoma  survey  on  the  basis  of 
headache,  ibid.  2:  11  (1962). 

77.  Lees,  F.,  and  Watkins,  S.  M.:  Loss  of  conscious- 
ness in  migraine,  Lancet  2:  647  (1963). 

78.  Connor,  R.  C.:  Complicated  migraine.  A study  of 
permanent  neurological  and  visual  defects  caused  by  migraine, 
ibid.  2:  1072  (1962). 

79.  Guest,  I.  A.,  and  Woolf,  A.,  L-:  Fatal  infarction  of 
the  brain  in  migraine,  Brit.  M.J.  1:  225  (Jan.  25)  1964. 

80.  Crawford,  P.  F.:  Migraine  equivalent  in  the  skin, 
Brit.  J.  Dermat.  73:  419  (1961). 

81.  Cohen,  R.  L.:  The  treatment  of  “interstitial  cysti- 
tis” as  a migraine  equivalent;  report  of  4 cases,  Compr. 
Psychiat.  4:  58  (1963). 

82.  Ozer,  M.  N.,  Sencer,  W.,  and  Block,  J.:  A clinical 
study  of  cerebral  vascular  malformations.  (The  significance 
of  migraine),  J.  Mt.  Sinai  Hosp.  31:  403  (Sept.-Oct.)  1964. 

83.  Lees,  F.:  The  migraine  symptoms  of  cerebral  angio- 
mata, J.  Neurol.  Neurosurg.  & Psychiat.  25:  45  (1962). 

84.  Reinecke,  R.  D.:  Migrainoid  symptoms  associated 
with  intracranial  vascular  anomalies;  a case  report,  Arch. 
Ophth.  65:  808  (1961). 

85.  Gittelson,  N.  L.:  Psychiatric  headache;  a clinical 
study,  J.  Ment.  Sc.  107:  403  (1961). 

86.  Forteza,  M.  E.:  Irritable  colon,  headache  and 

personality;  study  of  130  patients,  Headache  2:  81  (1962). 

87.  Alexander,  L.:  Differential  diagnosis  between  psy- 
chogenic and  physical  pain,  J.A.M.A.  181:  855  (1962). 

88.  Lovshin,  L.  L.:  Headache  in  the  aged,  Geriatrics 

18:  774  (1963). 

89.  Case  records  of  the  Massachusetts  General  Hospital: 
Case  40,  New  England  J.  Med.  266:  1323  (1962). 

90.  Babenforth,  G.  V.:  Temporal  arteritis  and  renal 

failure.  Arch.  Int.  Med.  113:  230  (1964). 

91.  Spencer,  W.  H.,  and  Hoyt,  W.  F.:  A fatal  case  of 
giant  cell  arteritis  (temporal  or  cranial  arteritis)  with  ocular 
involvement,  Arch.  Ophth.  64:  862  (1960). 

92.  Paulley,  J.  W.,  and  Hughes,  J.  P.:  Giant  cell 

arteritis  of  the  aged,  Brit.  M.  J.  2:  1562  (1960). 


434  New  York  State  Journal  of  Medicine  / February  1,  1967 


93.  Bethienfalvay,  N.  C.,  and  Nusynowitz,  M.  L.: 
Temporal  arteritis;  a rarity  in  the  young  adult.  Arch.  Int. 
Med.  114:  487  (Oct.)  1964. 

94.  Cullen,  J.  F.:  Occult  temporal  arteritis,  Tr.  Ophth. 
Soc.  U.  Kingdom  83:  725  (1963). 

95.  Simmons,  R.  J.,  and  Cogan,  D.  G.:  Occult  tem- 

poral arteritis.  Arch.  Ophth.  68:  8 (1962). 

96.  Norris,  T.  S.:  Giant  cell  arteritis  presenting  with 

pyrexia  of  uncertain  origin,  Proc.  Roy.  Soc.  Med.  55:  327 
(1962). 

97.  Pan,  A.,  Little,  S.,  and  Rogers,  A.  G.:  Recurrent 
episodic  blindness  in  cranial  arteritis,  Canad.  M.A.J.  84:  108 
(1961). 

98.  Svane-Knudsen,  P.:  Bilateral  ophthalmic  arteritis 

as  part  of  temporal  arteritis,  Acta  Ophth.  38:  708  (1960). 

99.  Greaves,  D.  P.:  Ophthalmic  manifestations  of  giant 
cell  arteritis,  Tr.  Ophth.  Soc.  U.  Kingdom  81:  427  (1961). 

100.  Fisher,  C.  M.:  Palpation  of  arteries  in  temporal 

arteritis,  J.A.M.A.  175:  325  (1961). 

101.  Burian,  H.  M.:  Electroretinography  in  temporal 

arteritis,  Am.  J.  Ophth.  56:  796  (1963). 

102.  Okinaka,  S.:  Headache  due  to  systemic  disorders; 
headache  in  internal  medicine  especially  in  diseases  of  the 
nervous  system,  Internat.  J.  Neurol.  3:  315  (1962). 

103.  McGovern,  J.  P.:  On  etiologic  mechanisms  and  a 
new  classification  of  allergic  headaches.  Headache 
4:  205  (July)  1964. 

104.  Sanders,  S.  H.:  Headache  of  allergic  origin,  Eye 

Ear  Nose  & Throat  Month.  41:  936  (1962). 

105.  Roberts,  H.  J.:  Allergy,  New  England  J.  Med.  268: 
562  (1963). 

106.  Allen,  N.,  and  Mustian,  V.:  Origin  and  significance 
of  vascular  murmurs  of  the  head  and  neck,  Medicine  41:  227 
(1962). 

107.  Okihiro,  M.  M.,  Daly,  D.,  and  Yoss,  R.  E.:  Inter- 
mittent aphasia  due  to  mass  intracranial  lesions,  Proc.  Staff 
Meet.  Mayo  Clin.  36:  525  (1961). 

108.  Wells,  G.  E.:  Premonitory  symptoms  of  a cerebral 

embolism,  Arch.  Neurol.  5:  490  (1961). 

109.  Cooper,  D.  W.,  and  Cavicke,  D.  C.:  Post-traumatic 
headache  and  epilepsy;  report  of  2 cases  suggesting  possible 
relationship,  Connecticut  M.  J.  27:  131  (1963). 

110.  Chamlin,  M.:  Headache  of  ocular  origin,  Internat. 


J.  Neurol.  3:  360  (1962). 

111.  Lowe,  R.:  Migraine  or  subacute  glaucoma?,  M.  J. 
Australia  50:  338  (1963). 

112.  Nicol,  W.  F.:  Petrositis.  Report  of  an  unusual 

case,  Ann.  Otol.  Rhin.  & Laryng.  73:  255  (Mar.)  1964. 

113.  Zalin,  H.:  On  the  complications  of  sphenoiditis,  J. 
Laryng.  & Otol.  78:  727  (Aug.)  1964. 

114.  Pincus,  J.  H.,  and  Daroff,  R.  B.:  Sphenoid  sinus 
mucocele:  a curable  cause  of  the  ophthalmoplegic  migraine 
syndrome,  J.A.M.A.  187:  459  (Feb.  8)  1964. 

115.  Olivier,  R.  M.:  Trotter’s  syndrome;  report  of  a 

case,  Oral  Surg.  15:  527  (1962). 

116.  Tingwald,  F.  R.:  Otalgia,  Headache  4:  164  (Apr.) 
1964. 

117.  Catlin,  F.  I.:  Diagnosis  of  facial  pains,  J.A.M.A. 

186:  291  (1963). 

118.  Ryan,  R.  E.:  Headache — an  otolaryngologist’s 

viewpoint  of  the  differential  diagnosis  and  treatment  of  cer- 
tain types,  Internat.  J.  Neurol.  3:  352  (1962). 

119.  Dugan,  M.  C.,  Locke,  S.,  and  Gallagher,  J.  R.: 
Occipital  neuralgia  in  adolescents  and  young  adults,  New 
England  J.  Med.  267:  1166  (1962). 

120.  Coutts,  M.  B.:  In  ibid. 

121.  Trevor- Jones,  R.:  Osteo-arthritis  of  the  paraverte- 
bral joints  of  the  second  and  third  cervical  vertebrae  as  a 
cause  of  occipital  headaches.  South  African  M.J.  38:  392 
(May)  1964. 

122.  Martin,  B.  C.,  and  Fagan,  P.  J.:  The  surgical 

therapy  of  certain  occipital  headaches,  Plast.  & Reconstruct. 
Surg.  33:  266  (Mar.)  1964. 

123.  Knight,  G.:  Post-traumatic  occipital  headache. 

Lancet  1:  6 (1963). 

124.  Barford,  L.  J.:  Post-traumatic  occipital  headache, 

ibid.  1:  109  (1963). 

125.  Braaf,  M.  M.,  and  Rosner,  S.:  Chronic  headache; 
a study  of  over  2,000  cases.  New  York  State  J.  Med.  60: 
3987  (1960). 

126.  Kayfetz,  D.  O.,  et  al .:  Whiplash  injury  and  other 

ligamentous  headaches — its  management  with  prolotherapy, 
Headache  3:  21  (1963). 

127.  Jones,  R.  R.:  Diagnostic  and  therapeutic  blocks  of 
occipital  nerves  for  occipital  headache,  J.  Lancet  83:  284 
(1963) 


Part  III  will  appear  in  the  February  15  issue  of  the  Journal. 


Virus  diseases’ 
effects  on  pregnancy 


The  relationship  of  premature  birth  to  a 
mother’s  virus  diseases  during  pregnancy  such 
as  mumps,  chickenpox,  hepatitis,  measles,  and 
German  measles  are  reported  by  M.  Siegel, 
M.D.,  and  H.  F.  Fuerst,  M.D.,  in  a recent  issue 
of  J.A.M.A. 

By  far  the  most  damaging  of  these  is  German 
measles,  causing  more  premature  births,  fetal 
deaths,  and  birth  defects  than  any  other  virus 
disease.  Increases  in  prematurity  and  infant 
deaths  were  limited  to  the  early  weeks  of  preg- 
nancy in  the  case  of  German  measles  and  late 
in  pregnancy  for  the  mother  who  had  hepatitis. 
In  measles  cases  ill  effects  were  limited  to  the 


prematurely-born  infants;  there  was  no  sig- 
nificant increase  in  fetal  deaths.  On  the  other 
hand,  when  mothers  had  mumps,  there  was  an 
increase  in  early-pregnancy  fetal  deaths  but 
few  other  complications.  These  deaths  may 
have  been  related  to  the  effects  the  mumps  virus 
has  on  the  hormonal  and  placental  changes  that 
occur  at  this  time. 

In  chickenpox  there  was  no  significant  increase 
in  early  fetal  deaths,  stillbirths,  or  prematurity 
except  in  unusual  cases. 

The  study  of  the  relationship  of  birth  defects 
and  virus  infections  is  still  incomplete,  pending 
hearing  and  mental-development  tests  when  the 
children  reach  an  age  of  five  years.  Preliminary 
findings,  however,  indicate  that  only  German 
measles  causes  a significant  number  of  birth 
defects,  and  these  are  caused  only  if  the  mother 
is  infected  during  the  first  twelve  weeks  of  preg- 
nancy. 
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Discussed  by  PERRY  BERG,  M.D.,  and 
JOHN  KWITTKEN,  M.D. 


Weight  Gain  and  Somnolence 


Case  history 

Luigi  Negri,  M.D.:  A forty-nine-year- 

old  Negro  female  was  admitted  to  Knicker- 
bocker Hospital  on  January  5,  1966,  be- 
cause of  generalized  weakness,  sleepiness, 
excessive  appetite,  and  weight  gain  of  about 
two  months  duration.  Her  family  history 
was  unremarkable,  and  she  had  enjoyed 
good  health  all  her  life.  In  1959  she  had 
undergone  hysterectomy  for  uterine  fi- 
broids. Approximately  two  months  before 
admission  she  noticed  the  slow  onset  of 
progressive  physical  and  mental  sluggish- 
ness accompanied  by  increased  appetite 
and  weight  gain.  She  stated  that  her  life 
seemed  to  revolve  almost  exclusively  about 
the  processes  of  eating  and  sleeping.  The 
symptoms  progressed  to  a point  where  she 
could  not  work  despite  a real  desire  to  do  so. 
She  had  consulted  a private  physician  six 
weeks  prior  to  entry  who  had  made  a clin- 
ical diagnosis  of  hypothyroidism  and  pre- 
scribed desiccated  thyroid  3 grains  daily. 
Despite  initial,  transient  improvement,  her 
symptoms  persisted  and  became  more 
severe.  During  the  six  weeks  of  thyroid 
medication  she  had  gained  40  pounds.  She 
denied  a history  of  swelling  of  the  neck, 
intolerance  to  heat  or  cold,  change  in  voice, 
peripheral  edema,  headache,  fever,  change 
in  bowel  habits,  or  urinary  symptoms. 
She  denied  smoking  and  drinking.  She 
had  had  two  uncomplicated  pregnancies, 
and  both  children  were  living  and  healthy. 

On  physical  examination  she  appeared 
well  developed  and  moderately  obese.  Al- 
though she  was  cooperative  and  well 


oriented,  she  had  a tendency  to  fall  asleep 
while  being  examined.  The  temperature 
was  100.4  F.,  pulse  76,  respirations  26,  and 
blood  pressure  120/80.  The  skin  was 
warm  and  diffusely  indurated.  Examina- 
tion of  the  head  and  neck  was  unrevealing; 
the  thyroid  was  not  enlarged,  and  no  lymph 
nodes  were  palpable.  The  lungs  were 
clear.  The  heart  was  not  enlarged,  but 
there  was  a Grade  I soft  systolic  murmur 
over  the  left  sternal  border  which  did  not 
radiate;  the  rhythm  was  regular.  A few 
moderately  enlarged,  freely  movable,  non- 
tender lymph  nodes  were  felt  in  the  axillas. 
The  liver  and  spleen  were  not  palpable,  and 
no  abnormal  abdominal  masses  were  en- 
countered. Rectal  examination,  neurologic 
examination,  and  examination  of  the  ex- 
tremities failed  to  disclose  any  unusual 
findings. 

Urinalysis  was  unrevealing.  The  hemo- 
globin was  12.1  Gm.  per  100  ml.,  and  the 
white  blood  count  was  7,400  with  48  per 
cent  neutrophils  and  52  per  cent  lympho- 
cytes. The  peripheral  blood  smear  dis- 
closed slight  hypochromia,  moderate  aniso- 
cytosis,  and  a few  lymphocytes  which 
were  somewhat  immature.  The  heterophil 
antibody  test  gave  negative  results.  The 
hematocrit  was  38  and  the  sedimentation 
rate  53  mm.  per  hour.  The  fasting  blood 
sugar  was  139  mg.,  urea  nitrogen  14  mg., 
serum  calcium  10.1  mg.,  serum  phosphorus 
4.3  mg.,  and  cholesterol  181  mg.  per  100 
ml.  The  total  protein  was  6.4  Gm.  per  100 
ml.  with  3.7  Gm.  albumin  and  2.7  Gm. 
globulin.  Serum  protein  electrophoresis 
showed  albumin  51.4  per  cent,  alpha-1 
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globulin  4.6  per  cent,  alpha-2  globulin  11.2 
per  cent,  beta  globulin  10.5  per  cent,  and 
gamma  globulin  22.3  per  cent.  Serum 
sodium  was  140  mEq.,  potassium  4.8  mEq., 
chlorides  108  mEq.,  and  carbon  dioxide  26 
mM.  per  liter.  The  radioactive  iodine  up- 
take was  1.5  per  cent.  A chest  roentgeno- 
gram was  unrevealing. 

The  patient  became  progressively  more 
lethargic,  although  she  was  oriented  when 
aroused.  Her  temperature  rose  steadily  with 
minor  remissions,  but  there  was  an  absence 
of  clinical  findings  of  infection.  A second 
urinalysis  and  another  chest  roentgenogram 
were  unrevealing.  On  January  10  the 
temperature  was  104  F.,  and  she  appeared 
moderately  confused  for  the  first  time. 
Physical  examination  revealed  no  changes 
other  than  positive  findings  for  bilateral 
Babinski  signs.  There  was  no  nuchal 
rigidity.  The  white  blood  count  was  11,- 
600  with  14  per  cent  neutrophils,  85  per 
cent  lymphocytes,  and  1 per  cent  mono- 
cytes. A spinal  tap  yielded  clear,  color- 
less fluid  under  an  opening  pressure  of  140 
mm.;  it  contained  43  mg.  of  protein  and  118 
mg.  of  glucose  per  100  ml.,  chlorides  133 
mEq.  per  liter,  and  14  leukocytes  and  1 
erythrocyte  per  cubic  millimeter.  No  or- 
ganisms were  demonstrable  on  Gram  stain 
or  acid-fast  stain.  Three  blood  cultures 
gave  negative  findings. 

Procaine  penicillin,  1,200,000  units  every 
six  hours  intramuscularly,  and  tetracycline, 
500  mg.  orally  every  six  hours,  were  pre- 
scribed. The  next  day  the  patient  ap- 
peared more  confused,  febrile,  toxic,  and 
stuporous.  There  was  still  a bilateral 
Babinski  sign,  and  a bilateral  Oppenheim 
sign  was  elicited.  Radiologic  examination 
of  the  paranasal  sinuses  was  unrevealing. 
The  spinal  tap  was  repeated;  it  yielded 
clear,  colorless  fluid  under  an  opening  pres- 
sure of  190  mm.  with  protein  40  mg.  and 
glucose  108  mg.  per  100  ml.  and  9 lympho- 
cytes per  cubic  millimeter.  The  Gram 
stain  showed  negative  findings.  The  fast- 
ing blood  sugar  was  212  mg.  per  100  ml. 
The  hemogram  was  essentially  unchanged 
from  previous  examinations.  Febrile  ag- 
glutination tests  all  gave  negative  results. 
While  the  patient’s  temperature  remained 
elevated,  her  general  condition  deteriorated 
further.  Examination  of  the  skin,  heart, 
lungs,  and  abdomen  showed  no  changes. 

On  January  12  liothyronine  (Cytomel)  50 


micrograms  daily  was  prescribed;  two  days 
later  the  dose  was  increased  to  100  micro- 
grams. On  January  15  the  abdomen  was 
distended  and  tympanitic,  but  bowel  sounds 
were  present  although  slightly  diminished 
in  intensity.  Radiologic  examination  of 
the  abdomen  revealed  distention  of  the 
stomach,  small  bowel,  and  large  bowel  with- 
out any  fluid  levels.  The  patient  was  now 
semicomatose,  and  her  temperature  was  107 
F.  The  next  day  she  had  a generalized 
convulsive  seizure.  Her  temperature  rose 
to  109  F.,  and  she  died  shortly  thereafter. 


Discussion 

Perry  Berg,  M.D.*:  Today’s  patient 

was  a middle-aged  woman  whose  course 
from  apparent  good  health  to  death  was 
approximately  two  and  one-half  months. 
The  disease  began  slowly  with  sluggishness, 
sleepiness,  increased  appetite,  and  weight 
gain.  The  symptoms  were  progressive  and 
eventually  incapacitating.  Six  weeks  be- 
fore admission  a tentative  diagnosis  of 
hypothyroidism  was  made,  and  a thera- 
peutic trial  of  3 grains  of  desiccated  thyroid 
a day  was  begun.  After  six  weeks  it  was 
concluded,  quite  properly,  that  the  trial  was 
a failure,  and  she  was  admitted  to  the  hos- 
pital. 

In  the  hospital,  questioning  produced  no 
further  information.  Physical  examination 
revealed  a well-oriented  woman  with  a 
tendency  to  fall  asleep  while  being  exam- 
ined. Somnolence  or  hypersomnia,  an 
exaggeration  of  normal  sleep,  is  described 
as  an  irresistible  tendency  to  fall  asleep 
under  circumstances  where  the  individual  is 
not  strongly  or  directly  stimulated.  It  is 
marked  by  reusability.  As  we  shall  see 
later,  it  is  a sign  of  great  localizing  value. 

There  was  slight  fever  and  a slightly 
rapid  respiratory  rate.  I do  not  believe 
that  the  faint  cardiac  murmur  or  the 
axillary  adenopathy  play  any  part  in  her 
subsequent  course.  The  skin  was  de- 
scribed as  “diffusely  indurated,”  but  I am 
not  sure  what  that  means.  Were  all  parts 
of  the  skin  including  the  eyelids  indurated? 

Michael  S.  Bruno,  M.D.:  Yes,  all 

parts  of  the  skin  including  the  eyelids  were 
thickened  and  indurated. 

* Associate  Attending  Physician,  Knickerbocker  Hospital; 
Instructor  in  Clinical  Medicine,  New  York  University  School 
of  Medicine. 
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Dr.  Berg.:  Since  the  specter  of  myx- 

edema has  been  effectively  dismissed  by 
the  lack  of  response  to  an  adequate  dose 
of  thyroid  for  an  adequate  period  of  time, 
I can  think  of  nothing  that  would  explain 
this  observation. 

The  hematocrit  was  38,  the  hemoglobin 
12.1  Gm.  per  100  ml.,  and  the  serum 
bicarbonate  normal.  These  findings,  plus 
the  rapid,  and  we  assume  sufficiently  deep, 
respiration,  enable  us  to  eliminate  alveolar 
hypoventilation  with  its  associated  hypoxia, 
respiratory  acidosis,  and  polycythemia  as 
likely  causes  of  this  patient’s  somnolence. 
The  fasting  blood  sugar  was  elevated  and 
sub’f  quently  rose  higher  still,  but,  in  the 
absence  of  glycosuria  and  acidosis,  diabetes 
mellitus  did  not  seem  to  play  a direct  role 
in  the  clinical  picture.  The  low  cholesterol 
and  low  twenty-four-hour  uptake  of  radio- 
active iodine  attest  to  the  patient’s  faith- 
fulness in  taking  the  prescribed  thyroid  and 
the  efficacy  of  the  preparation  employed. 

The  white  blood  count  was  7,400  with  52 
per  cent  lymphocytes  of  which  a few  were 
“somewhat  immature.”  Subsequently,  the 
count  was  12,000  with  85  per  cent  lympho- 
cytes, presumably  all  mature  since  there  is 
no  statement  to  the  contrary.  We  do  not 
know  whether  or  not  the  bone  marrow  was 
infiltrated  by  lymphocytes.  Did  the 
patient  have  leukemia?  She  could  hardly 
have  had  chronic  lymphatic  leukemia  be- 
cause of  the  lack  of  adenopathy,  hepato- 
splenomegaly,  or  more  impressive  lympho- 
cytosis. Acute  leukemia,  lacking  anemia, 
bleeding  manifestations,  or  more  definite 
morphologic  abnormalities  of  the  leuko- 
cytes, is  equally  unlikely.  A lymphocyte 
response  as  high  as  85  per  cent  would  be 
most  unusual  in  viral  infections.  I really 
do  not  know  how  to  interpret  the  hemato- 
logic information. 

The  patient’s  eleven-day  stay  in  the 
hospital  was  marked  by  increasing  mental 
deterioration  and  a relentlessly  rising  body 
temperature.  No  source  of  infection  could 
be  found  anywhere  in  the  head,  chest,  heart, 
lungs,  blood  stream,  abdomen,  urinary 
tract,  or  extremities.  By  the  fifth  hospital 
day  the  temperature  had  risen  to  104  F. 
The  patient  was  confused,  and  bilateral 
Babinski  signs  were  elicited.  There  were 
never  any  lateralizing  signs.  Two  lumbar 
punctures  produced  clear  fluid  with  a nor- 
mal protein  content.  If  the  blood  sugar  of 


212  ml.  was  obtained  simultaneously  with 
the  spinal  sugar  value  of  108  ml.,  the  latter 
is  unaccountably  low.  On  the  second 
spinal  tap  the  opening  pressure  was  high. 
Both  spinal  fluid  specimens  contained 
leukocytes,  initially  14  of  unspecified  type 
and  later  9 lymphocytes.  These  values  are 
abnormal  and  must  be  explained  by  the  final 
diagnosis. 

Neither  antibiotics  of  various  spectrums 
nor  a resumption  of  thyroid  medication  had 
any  effect  on  the  course.  The  patient  went 
from  confusion  and  stupor  on  the  sixth  day 
to  semicoma  on  the  tenth  day.  Fever  rose 
to  astronomic  levels.  Ileus  and  a convulsion 
were  eventually  followed  by  the  patient’s 
death.  I reviewed  the  available  x-ray  films 
but  could  find  no  disagreement  with  the 
reports  as  stated  in  the  protocol  nor  any 
clue  to  a diagnosis,  not  even  a question  to 
raise.  I wonder  if  Dr.  Moynahan  can  add 
anything  at  this  time  to  the  official  reports. 

Joseph  M.  Moynahan,  M.D.:  No,  I 

have  nothing  to  add.  The  films  are  as 
unrevealing  as  the  protocol  says. 

Dr.  Berg:  The  clinical  picture  of 

somnolence,  bulimia  or  abnormal  hunger, 
weight  gain,  and  abnormalities  in  tempera- 
ture regulation  draw  us  irresistibly  to  a 
small  but  vital  area  of  the  diencephalon,  the 
hypothalamus.  Concepts  of  hypothalamic 
function  fall  into  two  broad  groups.  His- 
torically, the  use  of  autopsy  material 
initially  led  to  associations  between  en- 
cephalitic lesions  in  the  hypothalamus  and 
gastrointestinal  disturbances,  sometimes 
with  hemorrhage,  perforation,  and  som- 
nolence. The  experimental  use  of  electric 
current  to  localize  areas  in  the  walls  of  the 
third  ventricle  established  the  hypothala- 
mus as  the  center  controlling  the  sym- 
pathetic nervous  system.  Initial  observa- 
tions of  abnormalities  in  temperature  reg- 
ulation in  spinal  animals  led  to  a search  for 
a brain  center  involved  in  temperature  con- 
trol and  finally  to  a body  of  evidence  in- 
dicating that  experimentally  produced 
lesions  in  the  anterolateral  hypothalamus 
were  associated  with  hyperthermia  and 
those  in  the  posterior  hypothalamus  with 
hypothermia. 1 Clinicopathologic  studies 
on  patients  with  brain  tumors  tended  to 
confirm  the  localization  of  temperature 
regulation.2'3 

Postoperative  hyperthermia  frequently 
complicates  surgery  in  contiguous  areas,  and 
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central  hyperthermia  is  classically  resistant 
to  antipyretics. 

The  association  between  the  infundib- 
ulum of  the  hypothalamus  and  the 
pituitary  gland  dates  from  Frohlich’s  de- 
scription of  arrested  sexual  development 
and  obesity  with  pituitary  tumors  and  the 
subsequent  proof  that  a similar  picture 
might  be  produced  by  hypothalamic  lesions. 
It  is  believed  now  that  many  homeostatic 
regulatory  mechanisms  reside  within  the 
hypothalamus  and  act  on  the  adenohypoph- 
ysis through  the  medium  of  neurosecre- 
tory cells,  neurons  which  discharge  chemical 
agents  into  the  pituitary  portal  system; 
the  portal  system  conducts  chemical  media- 
tors or  releasing  factors  to  the  adenohy- 
pophysis. 4 Involvement  of  other  portions  of 
the  hypothalamus  as  well  as  other  brain 
areas  with  the  neuroendocrine  system  can 
be  seen  in  the  complex  responses,  for 
example,  integrating  the  diurnal  corticoid 
cycle  and  ACTH  (adrenocorticotrophic 
hormone)  response  with  sleep.  The  great- 
est ACTH  response  and  highest  levels  of 
corticoid  secretion  occur  during  sleeping 
hours  with  considerable  suppression  during 
waking. 

All  of  this  is  necessary  background  to  the 
localization  of  lesions  in  the  hypothalamus. 
Lesions  involving  the  infundibulum  and 
stalk  produce  a clinical  picture  simulating 
primary  hypopituitarism  except  for  re- 
sponsiveness to  hypothalamic  releasing 
factors.  Gonadal  function  appears  most 
dependent  on  hypothalamic  control;  cessa- 
tion of  function  and  end  organ  atrophy 
follow  loss  of  trophic  hormone  secretion. 
With  the  fall  in  ACTH  secretion,  adrenal 
atrophy  occurs;  although  adrenal  function 
is  measurable,  replacement  therapy  is  ulti- 
mately required.  Thyroid  function  falls 
most  slowly  of  all,  and  the  ultimate  hypo- 
thyroidism may  not  require  replacement. 
Somatotropin  falls,  and  insulin  sensitivity 
rises.  Prolactin  appears  independent  of 
hypothalamic  control,  and  its  levels  may 
even  increase.  The  level  of  infundibular- 
stalk  lesions  can  be  distinguished  by  de- 
struction of  the  neural  link  to  vasopressin 
and  oxytocin  secretion  as  well  as  by  the 
adenohypophyseal  defects  in  high  lesions 
and  the  mildness  of  these  defects  in  low 
lesions. 

Intrahypothalamic  lesions  of  a more 
dorsal  location  have  variable  effects  on  the 


infundibulum  and  may  spare  it  completely. 
Gonadotropin  secretion  and  gonadal  func- 
tion are  most  vulnerable,  thyroid  function 
less  so,  and  adrenal  function  least  of  all. 
Therefore,  hypogonadism  and  sometimes 
diabetes  insipidus  are  more  likely  to  be  seen 
than  hypothyroidism  or  adrenal  failure. 
Lesions  of  the  ventricular  hypothalamus 
combine  somnolence  and  obesity  with  neuro- 
endocrine dysfunction,  and  more  dorsally 
situated  lesions  are  associated  with  tem- 
perature disturbance,  convulsions,  auto- 
nomic disturbances,  emotional  lability,  and 
alterations  in  consciousness. 

In  our  patient,  hysterectomy  destroyed 
our  ability  to  evaluate  the  effects  of  a 
hypothalamic  lesion  on  ovarian  and  uterine 
function.  I have  indicated  already  my 
reservations  about  hypothyroidism.  Only 
the  hyperglycemia  stands  as  laboratory 
evidence  of  adequate  adrenal  and  growth 
hormone  levels.  Certainly  the  picture  of  a 
lesion  located  in  the  ventromedial  area  of 
the  hypothalamus  extending  somewhat 
posteriorly  fits  best  the  symptoms  of  initial 
somnolence  and  obesity,  subsequent  hyper- 
thermia and  coma,  and  terminal  ileus  and 
convulsions  in  this  patient.  The  apparent 
worsening  on  the  fifth  hospital  day  with 
cerebral  symptoms  and  bilateral  pyramidal 
tract  signs  is  most  likely  to  be  the  result  of 
the  superimposition  of  hydrocephalus  due 
to  obstruction  of  the  third  ventricle  as  it 
narrows  toward  the  aqueduct  of  Sylvius. 

Although  epidemic  encephalitis  with 
hypothalamic  involvement  first  stimulated 
interest  in  the  hypothalamus,  and  although 
basal  meningitis  has  been  implicated  as  a 
cause  of  hypothalamic  syndromes,  the  slow 
onset  of  disease  in  our  patient  without  other 
systemic  manifestations  of  infection  makes 
these  infectious  entities  unlikely.  The  rich 
blood  supply  to  the  hypothalamus  usually 
means  that  infarction  or  hemorrhage  in  this 
area  is  part  of  a larger  and  usually  massive 
picture  of  vascular  damage.  An  exception 
may  be  made  for  aneurysms  of  the  circle  of 
Willis  expanding  into  this  area,  but  obstruc- 
tion of  the  third  ventricle  would  be  un- 
likely, and  we  have  no  evidence  of  rupture. 
A variety  of  benign  tumors  may  arise  in  this 
area,  such  as  hamartomas,  colloid  cysts,  and 
neurofibromas;  they  usually  grow  much 
more  slowly  than  our  patient’s  course 
would  suggest. 

Craniopharyngiomas  sometimes  invade 
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the  hypothalamus  without  producing  pitu- 
itary dysfunction. 

Gliomas  of  the  wall  of  the  third  ventricle, 
especially  astrocytomas  or  ependymomas, 
would  be  statistically  the  most  frequent 
tumors  in  this  region.  Although  as  a 
group  they  are  slow  growing,  in  rare  in- 
stances the  tumors  may  be  highly  cellular 
and  invade  rapidly.  Since  I must  choose  a 
rare  tumor,  I may  as  well  go  to  an  even 
rarer  tumor,  the  invasive  pinealoma.  Two- 
thirds  of  pineal  tumors  appear  within  the 
cavity  of  the  third  ventricle  rather  than 
posterior  to  the  pineal.  The  more  common 
invasive  types  may  seed  the  walls  of  the 
ventricular  system  in  metastatic  fashion. 
Metastatic  tumor  from  an  extracranial  site, 
especially  the  lung,  has  to  be  mentioned  in 
closing. 

William  B.  Ober,  M.D.:  I would 

think  that  a pinealoma  would  be  very  likely 
to  produce  signs  of  oculomotor  disturbance, 
for  example,  paralysis  of  upward  gaze 
secondary  to  invasion  of  the  nucleus  of 
Perlia.  I don’t  think  I have  ever  seen  a 
pinealoma  without  some  eye  signs.  In- 
deed, one  might  consider  placing  at  least 
part  of  the  lesion  more  posteriorly,  because 
the  hyperglycemia  could  have  been  due  to 
involvement  of  the  fourth  ventricle.  Was 
it  not  Claude  Bernard  who  laid  the  founda- 
tion for  neuroendocrinology  by  pricking 
the  fourth  ventricle  of  dogs  with  a needle 
and  producing  hyperglycemia?  Also,  the 
lesion  might  have  extended  laterally  to  in- 
volve the  mammillothalamic  tracts  of 
Vicq  d’  Azyr,  since  somnolence  was  such  a 
striking  feature. 

Dr.  Berg:  That  is  a possibility. 

David  Fine,  M.D.:  Although  pinealoma 
is  a possibility,  the  tumor  is  extremely  rare. 
Gliomas  in  this  region  are  not  infrequent 
and  could  produce  the  same  picture. 

Dr.  Bruno:  I agree  with  the  idea  of 

localizing  the  lesion  to  the  hypothalamic 
region  and  the  wall  of  the  third  ventricle, 
but  I do  not  see  why  it  necessarily  has  to  be 
a neoplasm.  There  are  a number  of  points 
in  favor  of  an  inflammatory  process,  not  the 
least  of  which  are  the  spinal  fluid  findings. 

Dr.  Berg:  The  evolution  of  the  process 

was  so  slow  that  I cannot  fit  it  in  with  any 
type  of  intracranial  infection  of  which  I 
can  think. 

Marcel  Tuchman,  M.D.:  I agree  with 

Dr.  Berg’s  remarks  about  thyroid  function. 


The  low  radioactive  iodine  uptake  indicates 
that  the  patient  took  her  medication  and 
that  it  was  efficacious.  However,  if  one 
wanted  to  exclude  myxedema  even  more 
rigorously  than  by  the  trial-of-therapy 
method,  one  might,  in  the  face  of  depressed 
uptake,  administer  a test  dose  of  thyroid- 
stimulating  hormone  for  two  days,  then 
repeat  the  uptake  test.  This  maneuver  is 
particularly  useful  in  testing  thyroid  func- 
tion in  patients  in  whom  one  anticipates  an 
artificially  low  value  because  of  recent 
ingestion  of  thyroid  or  iodinated  vitamins 
or  similar  substances.  However,  the  ques- 
tion is  academic  in  this  patient,  because  I 
really  do  not  believe  she  had  myxedema. 

Dr.  Berg:  How  would  you  account  for 

the  diffuse  induration  of  the  skin? 

Dr.  Tuchman:  I don’t  have  a good 

explanation  for  it  either. 

Clinical  diagnoses 

1.  Encephalitis,  infectious,  probably  viral 

2.  Left  axillary  lymphadenopathy , ? 

etiology 

3.  Paralytic  ileus 

Dr.  Berg’s  diagnosis 

1.  Pinealoma  invading  hypothalamus 
with  possible  obstruction  of  third  ventricle  and 
internal  hydrocephalus 

Pathologic  report 

John  Kwittken,  M.D.:  At  autopsy  it 

was  noted  that  the  patient  had  two  sep- 
arate, but  possibly  causally  related,  primary 
disease  processes,  one  inflammatory  and 
the  other  neoplastic,  each  of  which  con- 
tributed to  her  death.  The  lymph  nodes 
throughout  the  body  were  enlarged,  rub- 
bery, and  matted  together;  their  cut  surfaces 
were  gray-tan  and  fleshy.  The  largest 
nodes  were  located  in  the  axillas  and 
measured  up  to  5 cm.  in  diameter  (Fig.  1). 
Histologically,  the  nodal  architecture  was 
destroyed  by  a diffuse  infiltration  of  small 
lymphoid  cells,  reticulum  cells,  and  occa- 
sional large  cells  with  either  single  or  multi- 
ple hyperchromatic  nuclei  and  prominent 
nucleoli  (Fig.  2).  Occasional  foci  of 
necrosis  were  seen,  and  rare  eosinophils  were 
scattered  in  the  nodes.  The  nodes  also 
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FIGURE  1.  Enlarged  and  matted  axillary  lymph 
nodes. 

showed  varying  degrees  of  fibrosis.  Sec- 
tions of  bone  marrow  from  the  sternum, 
ribs,  vertebrae,  and  iliac  crest  showed 
broad  zones  of  replacement  of  myeloid  ele- 
ments by  a similar  picture  (Fig.  3).  The 
spleen  weighed  only  150  Gm.  but  showed 
foci  of  similar  tissue  (Fig.  4).  The  changes 
described  are  characteristic  of  Hodgkin’s 
disease. 

The  brain  was  of  normal  weight,  1,280 
Gm.,  and  the  arteries  at  its  base  were  nor- 


mal. Except  for  some  mild  meningeal 
congestion  and  moderate  pallor  of  the  sub- 
stantia nigra,  the  brain  was  grossly  un- 
remarkable. However,  on  microscopic 
examination  the  brain  was  diffusely  in- 
volved by  an  inflammatory  process  which 
was  most  intense  in  the  basal  ganglia,  sub- 
stantia nigra,  and  hypothalamus  but  was 
by  no  means  confined  to  these  regions. 
There  was  patchy  destruction  of  white 
matter  and  prominent  perivascular  cuffing 
by  lymphocytes  in  affected  areas  (Fig.  5A). 
Active  destruction  of  neurons  (neurono- 
phagia)  and  reactive  reparative  phenomena 
were  seen  (Fig.  5B)  with  almost  complete 
loss"*of  neurons  (Fig.  5C)  and  replacement 
by  reactive  astrocytes  and  gitter  cells  (Fig. 
5D).  There  was  no  evidence  of  hemor- 
rhage, and  the  leptomeninges  were  normal. 
Although  no  organism  was  isolated,  the 
morphologic  changes  are  consistent  with 
those  of  a subacute  viral  encephalitis.5 

All  endocrine  organs,  including  the 
thyroid  gland,  were  grossly  and  micro- 
scopically normal.  The  patient  was  obese, 
and  the  liver  showed  mild  fatty  changes. 
The  small  and  large  bowel  were  remarkably 
distended  by  gas,  although  no  evidence  of 
mechanical  obstruction  was  found.  The 
lungs  had  a combined  weight  of  1,340  Gm. 
because  of  massive  pulmonary  edema,  but 
there  was  no  pneumonia.  Sections  of  skin 
showed  no  evidence  of  myxedema.  Many 
of  the  features  of  the  clinical  course, 
especially  the  excessive  appetite  and  somno- 


FIGURE  2.  (A)  Section  of  axillary  lymph  node  showing  loss  of  follicular  architecture  and  replacement  by 
lymphocytes,  fibrous  tissue,  and  occasional  large  cells  with  pleomorphic  hyperchromatic  nuclei.  (B) 
Detail  of  (A)  showing  Reed-Sternberg  cell  in  lower  center  and  small  zone  of  necrosis  on  right  (X  365). 
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FIGURE  3.  Section  of  sternum  showing  replace- 
ment of  marrow  by  Hodgkin’s  tissue. 


FIGURE  4.  Section  of  spleen  showing  replacement 
of  both  red  pulp  and  white  pulp  by  Hodgkin’s 
tissue  with  Reed-Sternberg  cells. 


FIGURE  5.  (A)  Section  of  hypothalamus  showing  lining  of  third  ventricle  on  right,  prominent  perivascular 
lymphocytic  cuffs,  and  almost  complete  loss  of  neurons.  Higher  magnification  of  hypothalamus  showing 
(B)  detail  of  perivascular  lymphocytic  cuff;  (C)  destruction  of  neurons;  and  (D)  reactive  astrocytes  and 
gitter  cells  (B,  C,  and  D X 335). 


lence,  can  be  attributed  to  the  severe  de- 
struction of  the  hypothalamus  by  inflam- 


mation.6 The  immediate  cause  of  death 
was  the  hyperpyrexia,  also  a result  of 
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hypothalamic  damage,  which  probably 
produced  generalized  alteration  of  cellular 
physiology. 

The  coexistence  of  both  Hodgkin’s  disease 
and  encephalitis  may  be  more  than  just  a 
chance  relationship.  Alteration  of  im- 
mune mechanisms  is  common  in  all  varieties 
of  malignant  lymphoma,  and  infection  is 
quite  readily  superimposed  on  them.  Ter- 
minal bacterial  and  mycotic  infections  are 
so  common  in  patients  with  leukemia  and 
lymphoma  as  to  be  banal.  Such  viral 
diseases  as  herpes  simplex,  cytomegalic 
inclusion  disease,  and  even  varicella  have 
been  reported  as  terminal  events  in  these 
patients.  It  is  even  worth  considering 
that  this  patient  may  have  harbored  a 
latent  neurotropic  virus  of  one  of  the  forms 
of  encephalitis  which  only  became  patho- 
genic when  her  immunity  was  compro- 
mised. 


Corticosteroids  and  pregnancy 

Lengthy  courses  of  cortisone  or  its  analogues 
induce  adrenocortical  deficiency.  Acute  adre- 
nocortical deficiency,  manifested  as  circulatory 
collapse,  may  follow  even  minor  surgical  proce- 
dures if  the  cortisone-dependency  state  is  not 
recognized  and  treated.  Although  the  condition 
may  be  relatively  rare,  the  obstetrician  should  be 
informed  and  prepared  for  emergency  care  of  the 
cortisone-dependent  pregnant  patient.  Some 
hospitals  provide  for  the  recording  of  such  infor- 
mation on  admission  forms,  and  some  patients 
are  “dog-tagged.”  Bruce  B.  Rolf,  M.D.,  writ- 
ing in  a recent  issue  of  the  American  Journal  of 
Obstetrics  and  Gynecology,  studied  6 cases  of 
pregnancy  associated  with  corticosteroid  ther- 
apy for  various  conditions.  None  of  these  pa- 
tients developed  acute  deficiency,  and  no  catas- 
trophes caused  by  cortisone  dependency  have 
been  noted  in  any  local  hospitals.  Reported 
cases  of  acute  adrenocortical  insufficiency  may 
be  rare  because  (1)  comparatively  few  obstetric 
patients  have  needed  such  treatment,  (2)  physi- 
cians have  been  sufficiently  alerted  to  the  need  of 
reinforcement  therapy  in  stress,  and  (3)  the  ad- 
verse reactions  have  not  been  recognized  or 
publicized. 


Final  anatomic  diagnoses 

1.  Subacute  viral  encephalitis,  diffuse, 
with  maximal  involvement  of  hypothalamus, 
substantia  nigra,  and  basal  ganglia 

2.  Hodgkin’s  disease  involving  lymph 
nodes,  bone  marrow,  and  spleen 

3.  Pulmonary  edema,  massive 

4.  ( Adynamic  ileus) 

5.  Obesity 

6.  Fatty  metamorphosis,  liver,  mild 
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The  6 patients  in  this  series  had  been  getting 
corticosteroids  for  a variety  of  conditions:  sys- 
temic lupus  erythematosus,  infertility  and  ano- 
vulation because  of  benign  androgenital  syn- 
drome, extensive  papular  urticaria,  severe 
asthma,  and  conjunctivitis  due  to  acute  herpes 
simplex.  Six  years  before  delivery,  one  of  these 
patients  had  undergone  bilateral  adrenalectomy 
for  Cushing’s  disease  and  had  been  given  re- 
placement therapy  all  that  time. 

In  the  normal  procedure,  cortisone  acetate, 
200  mg.  intramuscularly,  is  given  on  admission. 
This  dose  is  repeated  every  four  to  six  hours  for  a 
total  of  600  mg.  If  necessary,  at  the  delivery 
the  patient  is  given  hydrocortisone  sodium  suc- 
cinate intramuscularly.  Eight  hours  post  par- 
tum,  75  to  100  mg.  of  cortisone  acetate  is  given 
intramuscularly.  An  orally-administered  corti- 
costeroid is  resumed  according  to  the  patient’s 
condition.  In  selected  patients,  priming  with 
ACTH  40  to  48  units  may  be  done  alone  or  in 
combination  with  the  mentioned  regimen. 

There  were  no  delivery  catastrophes  in  this 
group.  There  were  no  congenital  anomalies  in 
any  of  the  offspring  even  when  the  mother  had 
been  treated  during  the  first  trimester.  One  pa- 
tient had  aborted  twice,  however.  None  of  the 
newborn  infants  showed  any  evidence  of  hypo- 
adrenalism.  The  only  adverse  effect  was  the 
corneal  scarring  in  a patient  with  herpes  simplex. 
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T he  diseases  associated  with  abnormal 
iron  storage  include  a primary  (idiopathic) 
form  of  hemochromatosis  and  secondary 
forms  where  the  abnormality  in  iron 
metabolism  occurs  as  a consequence  of 
another  identifiable  process.  In  the  former, 
the  abnormalities  resulting  in  increased 
tissue  iron  deposits  have  not  been  elu- 
cidated; in  addition,  the  relationship 
between  this  excess  iron  and  tissue  damage 
to  the  liver,  pancreas,  heart,  and  other 
organs  is  not  clear.  Hemosiderosis,  on 
the  other  hand,  describes  similar  iron- 
laden states  where  tissue  destruction  has 
not  occurred;  the  iron  may  be  parenchymal 
as  in  hemochromatosis,  or  reticulo- 
endothelial.1 The  features  attributed  in 
the  past  to  primary  hemochromatosis  have 
been:  enormous  increase  in  iron  stores 
associated  with  cirrhosis  of  the  liver,  a 
genetically  determined  defect  giving  rise 
to  a minimal  increase  in  iron  absorption 
throughout  the  years,  a family  sharing  to 
some  extent  the  classical  clinical  triad 
(cirrhosis,  diabetes,  and  skin  pigmentation) 
or  an  elevated  serum  iron,  a parenchymal 

* Presently  in  Medicine  and  Hematology,  Francis  Delafield 
Hospital,  New  York  City. 


rather  than  reticuloendothelial  distribution 
of  iron,  the  presence  of  hemofuscin  pig- 
ment, a rough  correlation  of  tissue  damage 
to  the  amount  of  iron  present,  and  increased 
tissue  avidity  for  iron.2-4  MacDonald5 
has  commented  on  the  lack  of  specificity 
of  these  findings  and  has  raised  the  fol- 
lowing objections  to  the  acceptance  of 
this  entity  as  a specific  metabolic  abnor- 
mality: (1)  the  absence  of  a demonstrable 
pathogenetic  basis,  such  as  has  been 
shown  in  Wilson’s  disease;  (2)  the  path- 
ologic association  with  a liver  indistinguish- 
able from  cases  of  portal  or  nutritional 
cirrhosis,  a picture  that  cannot  be  repro- 
duced experimentally  by  excessive  admin- 
istration of  iron  alone;  (3)  the  frequent 
association  of  many  of  these  cases  with 
poor  nutrition  and  alcoholism;  (4)  the 
occurrence  of  many  cases  in  concentrated 
areas  without  documentation  as  to  the 
amount  of  iron  included  in  the  diet,  in 
addition  to  later  evidence  which  he  ob- 
tained indicating  increased  liver  iron  in  the 
population  of  certain  areas6;  and  (5)  the 
frequency  with  which  portal  cirrhosis  by 
itself  is  associated  with  hemosiderosis  and 
pancreatic  fibrosis  in  autopsy  series. 

This  skepticism  and  the  work  of  many 
investigators  by  means  of  iron  kinetic 
studies  have  not  uncovered  the  defect 
presumably  involved  in  the  genetically 
determined  primary  hemochromatosis; 
however,  they  have  significantly  con- 
tributed to  the  identification  of  factors 
affecting  iron  metabolism  in  other  condi- 
tions. This  has  resulted  in  the  awareness 
of  the  association  of  chronic  anemias  and 
high  iron  intake  with  hemochromatosis; 
recent  classifications  thus  recognize  an 
idiopathic,  an  erythropoietic,  a dietary, 
and  a transfusional  form  of  the  disease.7 
The  present  case  report  deals  with  the 
finding  of  parenchymal  hemosiderosis  in  a 
patient  with  a severe  megaloblastic  anemia 
and  chronic  alcoholism.  The  discussion 
to  follow  will  analyze  how  this  iron  over- 
loading may  have  originated  according  to 
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recent  concepts,  and  will  review  previous 
reports  of  hemochromatosis  associated  with 
megaloblastic  anemias. 

Case  report 

A forty-two-year-old  male  of  Polish 
extraction  was  first  seen  at  the  Newington 
Veterans  Administration  Hospital  on  July 
7,  1962,  because  of  weakness  and  nervous- 
ness of  a few  weeks  duration.  He  was 
markedly  anemic  with  a hematocrit  of 
9 in  the  absence  of  gross  or  occult  bleeding. 
An  extensive  query  into  the  patient’s 
nutritional  and  social  habits  revealed  that 
he  was  a rather  immature  person  residing 
permanently  with  his  mother  in  a north- 
eastern Connecticut  town  and  practically 
unemployed  since  having  been  discharged 
healthy  from  the  service  in  1945.  He 
habitually  consumed  about  one  and  a half 
quarts  of  wine  per  day,  and  his  diet  con- 
sisted only  of  occasional  soups  and  mac- 
aroni which  he  would  earn  in  return  for 
part-time  work  as  a cook.  He  admitted 
not  eating  green  vegetables,  eggs,  milk,  or 
meat  except  on  very  rare  occasions.  In 
the  months  preceding  admission,  his  ap- 
petite had  decreased,  and  he  had  therefore 
restricted  himself  even  more  to  wine. 
Past  medical  history  was  entirely  negative 
except  for  a shoulder  wound  sustained 
during  the  war  in  the  Philippines,  which 
had  left  him  with  practically  no  disability. 
He  had  not  received  any  treatment  from 
physicians;  he  smoked  about  two  packs  of 
cigarets  per  day  and  occasionally  ingested 
aspirins  as  the  only  form  of  medication. 
He  had  never  experienced  any  melena, 
hematemesis,  jaundice,  or  abdominal  dis- 
tention. Family  history  revealed  that  the 
father  died  in  1962  with  far-advanced 
tuberculosis  and  chronic  alcoholism.  The 
mother  and  six  married  siblings  were  in 
good  health. 

Physical  examination  revealed  a white 
male  with  somewhat  bronzed  skin,  his 
extreme  pallor  being  more  apparent  in  the 
conjunctivas  and  mucous  membranes.  The 
temperature  was  100.6  F.  rectally,  pulse 
120  and  regular,  and  blood  pressure  130/60. 
He  was  somewhat  tremulous  but  fully 
alert  and  oriented  with  somewhat  reduced 
and  naive  mentation.  The  hair  was  of 
fine  texture  and  somewhat  sparse  over 
the  trunk,  the  teeth  were  in  extremely 


poor  repair,  the  tongue  was  normal,  and 
there  was  no  cheilosis.  The  neck  veins 
were  flat,  and  the  lungs  were  clear  in  spite 
of  a protodiastolic  gallop,  mild  cardiac 
enlargement,  and  a systolic  murmur.  The 
liver  edge  was  palpable  10  cm.  below  the 
right  costal  margin,  the  spleen  tip  was 
felt,  and  there  was  no  ascites.  The  stools 
were  light  brown  and  guaiac-negative; 
there  was  no  edema,  and  the  neurologic 
examination  disclosed  no  evidence  of  pe- 
ripheral neuropathy  or  lateral  column 
involvement. 

The  hematocrit  was  9,  the  hemoglobin 
2.85  Gm.  per  100  ml.,  and  the  red  blood 
cell  count  710,000  (indexes:  mean  cor- 

puscular volume  107  cu.  mm.,  mean  cor- 
puscular hemoglobin  4,077,  and  mean  cor- 
puscular hemoglobin  concentration  31.7 
per  cent).  The  blood  smear  demonstrated 
an  extremely  abnormal  red  cell  morphology 
with  anisocytosis,  poikilocytosis,  and  abun- 
dant macrocytes;  reticulocytes  were  ab- 
sent. There  was  a leukopenia  (4,000 
white  cells  per  cubic  millimeter),  a normal 
differential,  and  moderate  reduction  of 
platelets  on  smear.  A bone  marrow  exam- 
ination done  on  admission  showed  a marked 
megaloblastic  hyperplasia. 

Other  laboratory  data  included  a normal 
urinalysis,  blood  urea  nitrogen,  and  serum 
electrolytes.  Liver  function  studies  in- 
cluded a serum  glutamic  oxalopyruvic 
transaminase  of  156,  serum  glutamic 
pyruvic  transaminase  230  units,  alkaline 
phosphatase  2.9  Bodansky  units,  bilirubin 
1.2  total  with  a direct  fraction  of  0.35  mg. 
per  100  ml.,  thymol  turbidity  1.1,  prothrom- 
bin time  12  seconds,  cholesterol  70  mg. 
per  100  ml.,  albumin  3.7  Gm.  per  100  ml., 
globulin  2.7  Gm.  per  100  ml.,  and  sul- 
fobromophthalein  sodium  retention  3.5 
per  cent  in  forty-five  minutes.  The  os- 
motic fragility  of  the  erythrocytes  was 
comparable  to  the  control.  A gastric 
analysis  demonstrated  32  units  of  free 
hydrochloric  acid.  A Schilling  test  showed 
15  per  cent  excretion  of  labeled  vitamin 
Bi2  in  twenty-four  hours.  Glucose  toler- 
ance test  gave  the  following  values  for 
fasting,  one  half,  one,  two,  and  three  hours: 
104,  172,  142,  116,  and  58  mg.  per  100  ml. 
after  100  Gm.  of  glucose  orally.  A chest 
x-ray  showed  cardiomegaly  with  normal 
pulmonary  markings,  and  an  electrocardio- 
gram demonstrated  sinus  tachycardia  (rate 
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FIGURE  1.  Hematologic  data  demonstrating  re- 
sponse to  folic  acid,  July  to  August,  1962. 


of  130)  and  minimal  evidence  of  ischemia. 

The  history  and  clinical  and  laboratory 
findings  were  fully  compatible  with  a folic 
acid  deficiency  anemia  of  nutritional  origin 
that  one  encounters  in  chronic  alcoholism. 
Four  units  of  packed  red  cells  were  admin- 
istered, and  daily  parenteral  folic  acid  ther- 
apy (400  micrograms)  was  started  and  con- 
tinued for  three  weeks  with  a very  favorable 
hematologic  response  (Fig.  1).  At  the 
same  time  the  electrocardiogram  and  the 
cardiac  contour  reverted  to  normal,  the 
liver  edge  receded  to  the  costal  margin, 
and  the  bone  marrow  was  still  hypercellular 
but  normoblastic.  The  bronzing  of  the 
skin  had  faded  somewhat,  and  the  patient 
was  asymptomatic  and  possessed  a vora- 
cious appetite.  A liver  biopsy  performed 
prior  to  discharge  showed  moderate  fatty 
metamorphosis  with  slight  portal  fibrosis 
and  a considerable  amount  of  hemosiderin 
(Fig.  2).  Peroral  jejeunal  biopsy  showed 
an  unaltered  mucosal  pattern  and  no 
stainable  iron;  iron  was  also  absent  in  a 
skin  biopsy.  The  patient  was  discharged 
on  September  4,  1962,  and  was  readmitted 
in  an  intoxicated  condition  on  September 
28,  1962.  At  that  time  the  hematocrit  was 
42,  and  the  liver  was  again  6 cm.  below  the 
costal  margin.  He  was  discharged  three 
days  later.  The  last  hospitalization  took 
place  eight  months  later,  on  May  29,  1963. 
The  patient  was  jaundiced  and  confused; 
he  complained  of  increasing  nervousness 
and  marked  weakness.  The  liver  was 
again  enlarged,  and  there  was  ankle  edema. 
The  hematocrit  was  9,  and  the  macrocy- 
themia  and  anisocytosis  were  again  present 
in  the  peripheral  smears.  An  electro- 
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FIGURE  2.  Liver  biopsy  obtained  in  August,  1962. 
Pronounced  parenchymal  hemosiderosis  (potas- 
sium ferrocyanide  stain  X135). 


cardiogram  showed  marked  S-T  displace- 
ment over  precordial  leads.  The  serum 
iron  was  268  micrograms  per  100  ml. 
The  patient  expired  suddenly  on  May  30, 
1963. 

At  autopsy  ascites,  spider  nevi,  and 
esophageal  varices  were  absent.  The  en- 
larged liver  (3,270  Gm.)  was  rather  soft 
with  a smooth  yellowish-brown  outer 
surface.  Sections  revealed  extremely 
severe  fatty  metamorphosis  and  slight 
proliferation  of  fibrous  tissue  (Fig.  3). 
No  bile  retention  or  Mallory’s  bodies  were 
observed,  but  focal  collections  of  leukocytes 
were  present  together  with  areas  of  focal 
central  necrosis.  Abundant  iron  was  seen 
especially  about  portal  spaces  and  in 
macrophages.  The  pancreas  was  reddish- 
gray;  some  hemosiderin  was  present  in 
the  interlobular  connective  tissue.  Min- 
imal amount  of  hemosiderin  was  present 
in  the  spleen  (weight  205  Gm.).  No  iron 
was  demonstrable  in  the  gastrointestinal 
tract,  kidneys,  thyroid,  adrenal  glands,  or 
skin.  The  flabby  dilated  heart  weighed 
510  Gm.,  and  significant  hemosiderin 
deposits  were  present  in  the  myocardium 
(right  ventricle).  Basophilic  megaloblasts 
were  the  almost  sole  representative  eryth- 
roid  elements  in  an  extremely  hypercellular 
marrow.  Here  only  trace  amounts  of 
stainable  iron  were  found  (Fig.4). 


Comment 

Hemosiderosis  in  megaloblastic 
states.  Megaloblastic  anemias  occurring 
with  hemochromatosis  and  hemosiderosis 
have  been  noted  in  the  past,  but  reasonable 
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FIGURE  3.  Autopsy  section,  May,  1963.  Section  of 
hepatic  lobule  demonstrating  marked  fatty  meta- 
morphosis and  hemosiderosis  (potassium  ferro- 
cyanide  stain  X120). 


explanations  for  these  abnormal  states 
were  not  forthcoming.  In  1910  increased 
tissue  iron  had  been  noted  in  untreated 
cases  of  pernicious  anemia8;  a fact  that 
had  been  interpreted  as  secondary  to  a 
redistribution  of  red-cell  iron.  In  1952 
Koszewski9  reported  9 cases  of  alcoholic 
patients  with  cirrhosis  who  had  megalo- 
blastic anemia  and  hemochromatosis.  He 
considered  these  to  be  cases  of  pernicious 
anemia  somehow  developing  in  patients 
with  hemochromatosis;  however,  it  is 
probable  in  view  of  their  dietary  histories 
that  many  were  cases  of  folic  acid  defi- 
ciency anemia  who  responded  to  injections 
of  liver  extract.  Jandl10  in  his  study  of 
20  cirrhotic  patients  with  anemia,  en- 
countered 4 patients  with  typical  megalo- 
blastic marrows  that  responded  hemato- 
logically  to  folic  acid;  he  recognized  that 
all  4 of  these  had  significantly  increased 
tissue  hemosiderin.  Hemosiderin  deposits 
in  the  livers  of  alcoholic  patients  with 
megaloblastic  anemias  that  are  reversible 
with  the  administration  of  the  appropriate 
factor  are  also  not  unusual.11  Gillman12 
likewise  found  hepatic  siderosis  with  meg- 
aloblastic anemia  in  Africans  on  a nutri- 
tionally poor  diet.  Elevations  in  serum 
iron  often  accompany  megaloblastic  ane- 
mias not  associated  with  malabsorption 
where  there  may  be  a coexisting  defect  in 
iron  absorption.  Their  response  to  folic 
acid  or  vitamin  B(2  can  indeed  be  fol- 
lowed by  changes  in  serum  iron.13  In 
addition,  changes  in  skin  pigmentation 
have  been  associated  with  megaloblastic 
states14-16;  these  regress  with  therapy  and 


FIGURE  4.  Markedly  hypercellular  marrow  with 
megaloblastic  changes  (hematoxylin  and  eosin 
stain  X120). 


may  be  related  to  the  disturbed  iron  metab- 
olism. 

Isolated  reports  of  megaloblastic  anemias 
and  hemochromatosis  have  also  appeared. 
Granville  and  Dameshek17  reported  a case 
of  megaloblastic  anemia  occurring  in  a 
presumed  nonalcoholic  patient  with  long- 
standing hemochromatosis;  the  anemia 
responded  to  intramuscular  folic  acid. 
Two  reports  of  a megaloblastic  anemia 
responding  to  pyridoxine  administration 
and  associated  with  hemochromatosis  have 
appeared  in  the  foreign  literature;  these 
probably  represented  unusual  hematopoi- 
etic states  not  associated  with  vitamin  B12 
or  folic  acid  deficiency.1819  Three  cases  of 
folic  acid-responsive  anemia  and  hemo- 
chromatosis have  also  been  described19-21; 
one  group  of  authors  had  no  explanation  for 
this  phenomenon,  while  the  others  sug- 
gested that  heavy  hemosiderin  deposits  in 
the  gastrointestinal  tract  led  to  malabsorp- 
tion of  folic  acid.21 

The  recognition  of  folic  acid  as  a specific 
factor  other  than  vitamin  Bij  in  certain 
megaloblastic  anemias  and  the  identifica- 
tion of  conditions  associated  with  a relative 
or  absolute  deficiency  of  this  factor  have 
increased  our  understanding  of  these  and 
other  hematopoietic  disorders.  In  history 
and  findings,  the  present  case  is  not  too 
unlike  the  patients  reported  by  Koszewski9 
and  other  isolated  cases,  in  that  an  iron 
storage  disease  was  associated  with  megalo- 
blastic anemia,  alcoholism,  and  notoriously 
inadequate  diets.  An  apparent  difference 
stems  from  the  fact  that  Koszewski9  con- 
sidered the  anemia  to  be  pernicious  anemia. 
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However,  it  is  likely  that  the  megaloblastic 
state  in  ours  as  well  as  in  some  of  the 
patients  mentioned  was  due  to  folic  acid 
deficiency;  this  was  indeed  the  case  in  the 
3 latter  cases  reported  in  the  foreign 
literature  that  are  strikingly  similar  to 
ours.19-21  Although  folate  levels  were  not 
obtained  in  the  present  case,  the  response 
to  folic  acid,  the  absence  of  neurologic 
symptoms,  the  presence  of  free  acid  and 
normal  vitam  B12  absorption,  and  the 
reversion  to  a severe  megaloblastic  state 
eight  months  after  complete  hematologic 
remission  support  folic  acid  deficiency  as 
the  true  cause  of  the  anemia.  Malabsorp- 
tion probably  can  be  excluded  in  view  of 
the  normal  jejunal  biopsy,  oral  glucose 
tolerance  curve,  and  Schilling  test  result. 
Furthermore,  folic  acid  deficiency  is  fre- 
quent among  alcoholic  patients,  correlating 
best  with  recent  alcoholic  intake  rather 
than  with  the  degree  of  liver  disease.22 
Even  in  the  absence  of  a megaloblastic 
marrow,  a great  percentage  of  alcoholic 
patients  have  low  serum  folate  levels  which 
are  probably  a reflection  of  low  folate 
intake,  except  in  beer  drinkers,  and  rela- 
tively short-lived  folic  acid  stores  (thirty 
days).  One  cannot  exclude  that  excessive 
iron  storage  may  occasionally  result  in  a 
folic  acid-responsive  anemia  as  described 
by  Granville  and  Dameshek, 17  but  previous 
statements,  based  on  Koszewski’s9  series, 
that  hemochromatotic  patients  frequently 
develop  megaloblastic  anemias,  are  open 
to  dispute. 

Factors  leading  to  iron  accumula- 
tion. From  this  review  it  is  apparent 
that  the  association  of  megaloblastic  ane- 
mia and  hemosiderosis  has  been  subject  to 
a variety  of  interpretations,  often  clouded 
by  the  assumption  that  excessive  iron 
storage  always  indicates  an  inborn  error  of 
metabolism.  With  our  advancing  knowl- 
edge of  megaloblastic  states  and  iron 
metabolism,  the  iron  accumulation  is 
more  likely  to  have  been  due  to  the  fol- 
lowing causes: 

A state  of  increased  rate  but  ineffective 
erythropoiesis.  The  fact  that  iron  absorp- 
tion increases  under  conditions  that  in- 
crease the  rate  of  erythropoiesis  has  been 
consistently  proved  experimentally23  and 
confirmed  in  clinical  situations.24  In  cases 
of  anemia  with  erythroid  hyperplasia,  iron 
absorption  increases;  this  knowledge  has 
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developed  simultaneously  with  the  recogni- 
tion of  states  of  ineffective  erythropoiesis.25 
These  are  described  as  conditions  where 
bone  marrow  elements  divide  at  an  in- 
creased rate  but  break  down  almost  in 
situ  so  that  only  few  mature  normoblasts 
are  released  into  the  circulation.  These 
are  identified  by  increases  in  fetal  urobi- 
linogen in  the  absence  of  peripheral  red 
cell  destruction,  erythroid  hyperplasia  of 
the  marrow  with  low  reticulocyte  counts, 
and  an  increased  iron  turnover  with  poor 
utilization  of  iron  by  the  red  cells.  Meg- 
aloblastic anemias  as  well  as  the  anemias 
of  thalassemia,  erythremic  myelosis  (Di 
Guglielmo’s),  and  refractory  anemias  of  a 
congenital  or  acquired  basis  (iron-loading, 
sidero-achrestic,  sideroblastic,  and  pyrid- 
oxine-responsive  anemias)  share  many  of 
these  features  and  have  been  associated 
with  pictures  indistinguishable  from  hemo- 
chromatosis.26-29 The  iron  accumulation 
in  these  cases  is  parenchymal  and  far 
greater  in  amount  than  may  be  expected 
by  the  transfusion  iron  administered;  sup- 
plemental iron  therapy  erroneously  admin- 
istered is  a frequent  but  not  invariable 
contributory  factor.  One  should  not  be 
surprised,  therefore,  to  encounter  hemo- 
chromatosis in  cases  where  a megaloblastic 
state  persists  for  a long  time.  In  our 
patient  the  ineffective  erythropoietic  state 
recurred  twice  in  a period  of  eight  months, 
and  possibly  minor  states  of  folic  acid 
deficiency  had  existed  previously. 

Liver  disease.  In  the  present  case  the 
hepatic  lesion  can  be  pathogenetically 
related  to  alcoholism  rather  than  to  iron 
deposition.  Hepatic  damage  secondary  to 
iron  alone  has  never  been  demonstrated 
experimentally,  although  alterations  in 
susceptibility  to  toxic  exposure  have  been 
postulated.30  Hemosiderosis  following  liver 
damage  may  be  attributed  to  several 
factors.  Studies  have  shown  increased 
iron  absorption  in  certain  cases  of  Laennec’s 
cirrhosis  without  anemia31;  in  addition, 
random  liver  biopsies  demonstrate  greater 
amounts  of  hemosiderin  in  the  presence  of 
liver  damage,32  and  some  autopsy  series 
report  similar  findings.33 

Instances  of  hemosiderosis  developing 
after  biopsy-proved  cirrhosis34  and  after 
portacaval  shunts  in  both  Laennec’s35  and 
postnecrotic  cirrhosis36  further  indicate 
possible  derangements  leading  to  iron 
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accumulation  in  liver  disease.  The  fact 
that  this  does  not  occur  more  often  is 
probably  related  to  the  frequent  bleeding 
complications. 31  In  addition,  hematologic 
disorders  are  observed  in  liver  disease,  and 
some  increased  iron  absorption  may  be 
explained  via  this  mechanism.  Macrocy- 
tosis  which  does  not  respond  to  vitamin 
B12  or  folic  acid  occurs.  Significant 
hemolysis  is  not  unusual;  this  has  been 
attributed  to  various  factors  such  as 
splenic  changes,  altered  immune  mecha- 
nisms, metabolic  abnormalities  of  the  eryth- 
rocytes, or  deranged  lipid  metabolism.37 
The  latter  occurs  primarily  in  fatty  infiltra- 
tion of  the  liver.38  The  finding  of  hemo- 
siderosis in  chronic  hemolytic  anemias 
secondary  to  other  causes,  sickle  cell 
anemia39  and  congenital40  41  and  acquired42 
hemolytic  anemias,  suggests  that  hemol- 
ysis may  be  a significant  factor  in  caus- 
ing similar  overloading  in  liver  disease. 
Typically,  hemolysis  results  in  reticulo- 
endothelial deposition  of  iron  as  does 
transfusion.1  However,  secondary  to  the 
increased  rate  of  erthropoiesis  and  possibly 
to  changes  in  the  red  cell  mass  itself,43 
increased  iron  absorption  and  consequently 
parenchymal  hemosiderosis  also  develop. 
Moreover,  reutilized  reticuloendothelial 
iron  eventually  may  appear  in  parenchymal 
elements. 1 

Alcoholism.  Alcoholism  and  particu- 
larly wine  drinking  contribute  greatly  to 
the  amount  of  ingested  iron.  Although 
total  body  iron  does  exert  an  important 
regulatory  influence  on  normal  dietary 
absorption  of  iron,  evidence  has  been 
repeatedly  confirmed  that  no  absolute 
mucosal  block  exists.  Exposure  to  ab- 
normal amounts  of  iron  results  in  increase 
of  the  absolute  amount  absorbed  and 
appearance  of  hemosiderin  deposits.  The 
Bantus  have  for  years  been  recognized  to 

I have  a high-iron  diet,  and  this  is  associated 
with  the  frequent  finding  of  hemosiderosis 
among  them.44  MacDonald46  has  recently 
reported  on  the  iron  composition  of  various 
wines,  and  the  data  suggests  that  the  diet  of 
some  chronic  alcoholic  patients  has  a high 
iron  content.  In  addition,  poor  nutrition  is 
a concomitant  of  severe  chronic  alco- 
holism. A diet  deficient  in  many  essential 
nutrients  such  as  proteins  and  vitamins, 
particularly  pyridoxine,  has  been  shown  to 
increase  the  likelihood  of  developing  experi- 


mental dietary  hemosiderosis  and  has  been 
considered  one  of  the  etiologic  factors  in 
Bantu  “cytosiderosis.”46  47  High  iron  in- 
take and  poor  diet,  therefore,  place  some 
chronic  alcoholic  patients  in  an  analogous 
situation. 

Other  effects  directly  related  to  alcohol 
rather  than  to  its  iron  content  or  associated 
diet  may  be  of  importance  and  are  just 
being  elucidated.  Studies  recently  have 
shown  an  increased  rate  of  iron  absorption 
in  the  presence  of  alcohol48  and  a profound 
effect  of  alcohol  in  suppressing  erythro- 
poietic responses  to  folic  acid.49  In  addi- 
tion, alcohol  may  have  effects  on  the  pan- 
creas that  could  lead  to  increased  iron  ab- 
sorption.60 

Red  cell  mass  redistribution.  Red  cell 
mass  redistribution  by  itself  would  account 
for  a few  grams  of  iron  deposited  in  the  tis- 
sues which  are  absent  from  the  circulation 
in  cases  of  severe  anemia.  This  had  been 
recognized  to  occur  in  pernicious  anemia. 

Tranfusion.  The  patient  received  only 
the  equivalent  of  1 Gm.  of  iron  (4  pints  of 
blood).  This  factor  plays  an  insignificant 
role  in  the  present  case,  as  well  as  supple- 
mental iron  therapy,  often  incriminated  in 
other  cases. 

Conclusion 

This  analysis  offers  an  explanation  for  the 
parenchymal  hemosiderosis  observed  in  our 
patient  that  is  in  accordance  with  recent 
concepts  of  iron  metabolism.  Essentially 
the  same  factors  may  have  been  responsible 
for  the  iron  storage  abnormality  in  similar 
previously  reported  cases.  It  is  speculative 
to  consider  how  many  cases  of  hemochroma- 
tosis associated  with  alcoholism  encount- 
ered in  the  literature  actually  share  some  of 
the  features  present  in  this  patient.  The 
finding  of  low  folate  levels  in  a great  number 
of  alcoholic  patients  and  the  study  of  iron 
content  of  certain  wines,  however,  suggest 
that  lesser  degrees  of  such  hematologic  and 
dietary  derangements  may  not  be  too  un- 
common. Concurring  with  this  view  is  a 
recent  case  report  from  the  Boston  City 
Hospital.61  Hepatic  disorders  induced  by 
alcohol  may  further  contribute  to  this  iron 
accumulation  and  complicate  the  patho- 
logic picture. 

Moreover,  animal  experiments  now  indi- 
cate that  folic  acid  deficiency  is  responsible 
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for  the  parenchymal  distribution  of  excess 
iron.52 

Summary 

A man  with  a long  history  of  chronic 
alcoholism  and  malnutrition  was  observed 
to  develop  a severe  megaloblastic  anemia 
twice  over  an  eight-month  period.  The 
anemia  originally  responded  fully  to  folic 
acid;  the  patient  expired  suddenly  soon 
after  recurrent  anemia  was  documented. 
At  autopsy  he  was  found  to  have  a fatty 
liver  which  was  extensively  involved  with 
parenchymal  hemosiderosis;  deposits  of 
hemosiderin  were  also  present  in  the  heart 
and  pancreas. 

The  association  of  hemosiderosis  with 
megaloblastic  anemias  is  reviewed.  Ac- 
cording to  recent  concepts  of  iron  metabo- 
lism, it  is  concluded  that  the  following 
factors  contributed  to  the  iron  storage 
disturbance  in  our  and  similar  previously 
reported  cases:  (1)  prolonged  ineffective 

erythropoiesis  associated  with  folic  acid  de- 
ficiency, (2)  liver  disease  and  the  hema- 
tologic abnormalities  related  to  it,  (3)  alco- 
holism through  its  high  iron  intake  con- 
tributed by  wine  and  other  unknown  effects 
of  alcohol  on  iron  and  folic  acid  metabolism, 
and  (4)  redistribution  of  the  red  cell  mass  in 
the  presence  of  severe  anemia. 

Folic  acid  deficiency  may  be  an  important 
additional  factor  accounting  for  the  associa- 
tion of  hemosiderosis  with  alcoholism. 

Addendum 

Since  preparation  of  the  manuscript,  two 
articles  have  appeared  studying  folic  acid 
metabolism  in  cirrhosis.53  54  The  first  study 
confirmed  nutritional  deficiency  as  the 
major  cause  of  low  blood  folate  levels  in 
cirrhotic  patients;  the  latter  demonstrated 
that  megaloblastic  changes  in  liver  disease 
were  most  often  due  to  folic  acid  deficiency. 
One  of  their  9 cases  considered  to  have 
“hemochromatosis”  had  a frankly  megalo- 
blastic marrow  and  clear-cut  folic  acid  de- 
ficiency. 

On  the  other  hand,  the  presence  of  exten- 
sive parenchymal  hemosiderosis  in  associa- 
tion with  as  yet  unelucidated  hematologic 
derangements  with  megaloblastic  features, 
was  the  subject  of  2 other  reports.66’66 
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The  Metropolitan  Life  Insurance  Company 
reports  that  there  are  8,815,000  widows  in 
the  United  States.  One  out  of  every  eight 
American  women  fourteen  years  or  older  is  a 
widow,  and  two  out  of  every  three  maintain  a 
household,  many  with  children. 

These  figures,  based  on  the  March,  1965, 
estimates,  show  that  this  country’s  widowed 
population  has  increased  by  nearly  870,000 
in  the  past  five  years.  There  are  now  four 
times  as  many  widows  as  widowers.  Most 
of  these  women  are  past  mid-life;  one  fifth  of 
all  women  aged  fifty-five  to  sixty-four  are 
widows;  over  two-fifths  between  sixty-five 
and  seventy-four  and  70  per  cent  past  seventy- 
five. 
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The  burden  is  particularly  heavy  for  women 
under  forty-five  when  three  fourths  of  them 
with  their  own  households  have  at  least  one 
young  child  in  their  care.  A substantial  number 
are  forced  to  work,  over  half  of  the  widows 
under  thirty-five  being  reported  employed  or 
seeking  work  in  1960.  The  proportion  was 
even  higher,  close  to  two-thirds,  in  the  thirty- 
five-  to  fifty-four-group,  but  diminished  after 
mid-life.  Even  so,  one  seventh  of  the  widows 
at  ages  sixty-five  to  seventy-four  were  employed, 
many  in  part-time  jobs. 

A fifty-year-old  American  woman  can  expect 
to  five  twenty  more  years.  The  same  number 
of  years  remain  to  nine  tenths  of  those  under 
forty.  Almost  three  fifths  of  our  women  who 
are  sixty-five  can  expect  to  live  for  fifteen 
years  and  about  one  third  for  twenty  years. 
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Hemorrhage  which  occurs  in  patients 
with  the  defibrination  syndrome  presents 
an  apparent  paradox.  There  is  both  an 
increased  tendency  to  intravascular  throm- 
bosis resulting  in  the  deposition  of  fibrin 
in  small  blood  vessels  and,  simultaneously, 
exhaustion  of  the  coagulation  factors, 
leading  to  a bleeding  diathesis.  The  de- 
fibrination syndrome  is  being  recognized 
with  increasing  frequency  as  a cause  of 
acute  hemorrhage  in  pregnancy,  dissemi- 
nated carcinoma,  septicemia,  and  post- 
operatively.  Rarely,  it  may  be  the  initial 
presentation  of  an  otherwise  obscure  illness. 

This  article  reports  the  successful  use  of 
heparin  in  the  treatment  of  the  defibrina- 
tion syndrome  in  a patient  with  dissemi- 
uated  carcinoma  of  the  lung.  The  patho- 
physiology of  the  disorder  will  be  discussed. 

Methods 

The  coagulation  assays  used  in  this 
study  have  been  described  in  previous 
publications  from  this  laboratory.12  The 

* This  investigation  was  supported  in  part  by  Public 
Health  Service  Research  Grant  HE-05147. 


gravimetric  method  of  fibrinogen  assay 
was  used:  1 ml.  of  citrated  plasma  was 
clotted  by  the  addition  of  0.1  ml.  of  topical 
thrombin  solution  (100  units  per  milliliter) 
and  allowed  to  stand  for  one  hour  at  37  C. 
The  clot  was  then  carefully  wound  out 
onto  a tared  glass  rod,  washed  with 
saline,  dried  in  an  oven  at  85  C.  for  thirty 
minutes,  and  then  reweighed.  The  differ- 
ence in  weight  was  taken  as  the  amount 
of  fibrinogen  in  1 ml.  of  plasma.  All 
determinations  were  done  in  duplicate. 

Case  report 

A forty-five-year-old  white  female  noted 
the  onset  of  spontaneous  ecchymoses  four 
months  prior  to  hospitalization.  Ten  days 
before  admission,  she  developed  epigastric 
pain  which  radiated  to  the  back.  On 
February  28,  1963,  she  was  admitted  to 
another  hospital  where  physical  examina- 
tion revealed  the  presence  of  numerous 
ecchymoses,  petechiae,  and  epigastric  ten- 
derness. Chest  x-ray  showed  an  increased 
density  at  the  left  base.  The  abdominal 
x-ray  film  showed  normal  results,  as  did  the 
electrocardiogram.  The  peripheral  blood 
counts  on  admission  were  as  follows: 
hemoglobin  8.5  Gm.  per  100  ml.,  hematocrit 
27,  white  blood  cells  10,500  per  cubic 
millimeter,  platelets  22,000  per  cubic  milli- 
meter, and  reticulocytes  6 per  cent.  The 
bilirubin,  cephalin  flocculation,  thymol 
turbidity,  cholesterol,  ester,  and  alkaline 
phosphatase  tests  all  gave  normal  findings. 
Prothrombin  time  was  twenty  seconds 
(control  14.9  seconds).  The  bleeding  time 
was  two  minutes,  and  the  clotting  time  was 
43/4  minutes. 

The  patient  was  treated  with  whole- 
blood  transfusions,  receiving  five  units 
during  the  first  three  days  without  notice- 
able effect  on  the  hematocrit  (Fig.  1). 
Total  serum  bilirubin  rose  to  3.6  mg.  per 
100  ml.  During  the  ensuing  five  days  she 
received  an  additional  twelve  units  of 
whole  blood,  two  units  of  fresh-frozen 
plasma  and  two  units  of  fibrinogen,  as 
well  as  ACTH  and  intravenous  hydrocorti- 
sone (100  mg.  per  day).  Despite  this 
treatment  she  became  progressively  worse, 
with  falling  hemoglobin  and  increasing 
pain. 

On  the  ninth  day  she  was  transferred  to 
the  Maimonides  Hospital.  Physical  exam- 
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FIGURE  1.  In  clinical  course,  patient  initially  failed  to  improve  despite  vigorous  transfusion  therapy  and 
steroid  hormones,  but  showed  dramatic  improvement  following  initiation  of  heparin  therapy.  During 
second  episode,  she  did  not  respond  to  any  therapy. 


ination  now  revealed  an  acutely  ill,  ex- 
tremely pale  female  with  innumerable 
ecchymoses  over  the  extremities  and  trunk. 
The  pulse  was  100,  and  blood  pressure 
was  120/80  mm.  Hg.  The  abdomen  was 
distended,  and  a fluid  wave  was  present. 
The  entire  left  abdominal  wall  was  in- 
durated, tender,  and  ecchymotic.  A mass 
filling  the  left  upper  quadrant  was  palpated. 
Rebound  tenderness  was  noted  over  the 
entire  abdomen.  Rectal  examination  re- 
vealed negative  findings,  and  the  stool  on 
the  examining  glove  was  negative  for  occult 
blood. 

Peripheral  blood  examination  revealed 
two  different  kinds  of  red  cells.  About 
half  appeared  normal,  but  the  remainder 
showed  marked  anisocytosis  and  poikilocy- 
tosis.  A small  number  of  “helmet  cells” 
and  other  bizarrely  shaped  cells  were  seen. 
Serum  bilirubin  was  2.5  mg.  per  100  ml., 
and  the  serum  lactic  dehydrogenase  was 
750  units.  The  coagulation  study  is  sum- 
marized in  Table  I.  The  essential  features 
were  a low  platelet  count  and  low  levels 
of  fibrinogen  (factor  I),  prothrombin  (factor 
II),  proaccelerin  (factor  V),  and  anti- 


hemophilic globulin  (factor  VIII).  There 
was  no  evidence  of  increased  fibrinolytic 
activity.  Factor  IX  was  initially  de- 
creased, but  repeat  studies  gave  normal 
values.  Bone  marrow  examination  re- 
vealed granulocytic  hyperplasia.  The  ab- 
dominal x-ray  film  showed  a soft-tissue 
density  in  the  left  upper  quadrant  which 
displaced  the  colon  and  the  stomach 
medially  and  down  (Fig.  2).  The  film 
also  revealed  sclerotic  changes  in  the 
bodies  of  the  second  and  fourth  lumbar 
vertebrae.  Intravenous  pyelography  con- 
firmed the  presence  of  the  mass  and  showed 
that  the  kidneys  and  ureters  were  not 
displaced.  The  patient  was  felt  to  have  a 
defibrination  syndrome  because  of  an 
underlying  malignant  condition,  probably 
pancreatic  or  colonic  in  origin. 

Course  in  hospital.  First  phase : ninth 
to  eleventh  hospital  day— unsuccessful  treat- 
ment with  blood  and  fibrinogen.  Treatment 
was  begun  with  fresh  whole  blood  and 
fibrinogen  infusions,  but  she  became  worse 
and  developed  excruciating  abdominal  pain. 
Intravenous  hydrocortisone  was  reduced 
and  then  stopped  after  two  days  since  the 
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TABLE  I.  Results  of  coagulation  study 
Patient’s  Result 


Normal  Range 


Test 


Coagulation  time,  glass 
Coagulation  time,  silicone 
Clot  retraction 


Platelet  count 

Prothrombin  time  (quick) 
Partial  thromboplastin  time 
Prothrombin  and  proconvertin 
test  (II  and  VII) 

Proaccelerin  assay  (V) 
Prothrombin  assay  (II) 
Prothrombin  consumption 
Fibrinogen  (I) 

Antihemophilic  globulin  (VIII) 
Plasma  thromboplastin  com- 
ponent (IX) 

Plasma  thromboplastin  ante- 
cedent (XI) 

Fibrin  plate,  unheated 
Fibrin  plate,  heated 
Casein  hydrolysis 


10l/2  minutes 
25  minutes 

Began  in  one  hour;  clot  thin 
and  friable,  cells  easily  dis- 
lodged 

100,000  per  cubic  millimeter 

16  seconds 
57  seconds 
100  per  cent 

30  per  cent 
74  per  cent 
76  per  cent 
50  mg.  per  100  ml. 

6 per  cent 
12  per  cent 

50  per  cent 

49  mm.2 
36  mm.2 
3.5  per  cent 


8 to  14  minutes 
15  to  25  minutes 
Begin  in  one  hour;  complete 
in  twenty-four  hours 

250  to  400,000  per  cubic  milli- 
meter 

11  to  13  seconds 
35  to  55  seconds 
60  to  150  per  cent 

80  to  120  per  cent 
80  to  150  per  cent 
>87  per  cent 

200  to  400  mg.  per  100  ml. 

80  to  150  per  cent 
75  to  150  per  cent 

75  to  150  per  cent 

<64  mm.2 
<36  mm.2 
2.8  to  4.2  per  cent 


FIGURE  2.  Abdominal  roentgenogram.  Diffuse 
haziness  overlying  left  upper  quadrant  corre- 
sponded to  palpable  mass.  Stomach  displaced 
medially  and  downwards.  Osteosclerosis  of 
second  and  fourth  lumbar  vertebrae. 

patient’s  condition  was  deteriorating  de- 
spite this  treatment,  and  there  appeared  to 
be  little  rationale  for  its  use.  The  tender 
mass  in  the  left  upper  quadrant  enlarged 


so  that  it  extended  to  the  right  of  the 
midline  and  below  the  umbilicus.  Coagu- 
lation tests  failed  to  improve  except  for  a 
temporary  rise  in  fibrinogen  and  pro- 
accelerin levels  because  of  the  infusions. 
Suggestive  evidence  for  fibrinolysis  was 
noted  in  the  casein  hydrolysis  test  which 
rose  to  7.2  per  cent  (normal,  2.8  to  4.2 
per  cent). 

Second  phase:  twelfth  to  forty-second 

day — response  to  anticoagulant  therapy. 
The  patient’s  condition  was  now  desperate. 
The  failure  of  conventional  treatment 
(17  units  of  whole  blood,  2 units  of  frozen 
plasma,  and  11  units  of  fibrinogen)  and  the 
results  of  the  laboratory  studies  which 
indicated  a defibrination  process  prompted 
a trial  of  therapy  with  intravenous  heparin, 
75  mg.  every  six  hours,  in  an  attempt  to 
control  the  process.  There  was  a prompt  and 
dramatic  improvement  both  subjectively 
and  objectively.  The  patient’s  pain  dis- 
appeared. The  hemoglobin  level  rose,  and 
the  mass  in  the  left  upper  quadrant  gradu- 
ally regressed.  The  ecchymoses  faded. 
The  hematocrit  rose  to  33  and  then  to  a 
high  of  45  without  further  transfusion 
(Fig.  1).  Heparin  therapy  was  discon- 
tinued on  the  twenty-first  day.  Bone 
marrow  biopsy  of  one  of  the  sclerotic 
lumbar  vertebrae  revealed  a reactive  osteo- 
sclerosis, but  neither  Paget’s  disease  nor 
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FIGURE  3.  Biopsy  of  peritoneal  implant.  Un- 
differentiated carcinoma  cell  nests  in  fatty  tissue. 

neoplastic  tissue  was  found.  An  extensive 
search  for  a primary  malignant  condition 
was  made,  but  none  was  found.  The 
patient  remained  stable  clinically. 

Third  phase:  forty -third  to  sixtieth  day — 

relapse  and  unsuccessful  retreatment.  On 
the  forty-third  day  a coagulation  study, 
done  while  the  patient  was  asymptomatic, 
revealed  that  the  fibrinogen  had  again 
fallen  to  90  mg.  per  100  ml.  On  the 
following  day,  the  patient  noted  a recur- 
rence of  epigastric  pain.  The  fibrinogen 
and  factor  V levels  fell,  as  did  the  platelet 
count.  Intravenous  heparin  therapy  was 
reinstituted  on  the  forty-seventh  day. 
There  was  a slight  improvement  in  fibrino- 
gen and  factor  V levels,  but  her  clinical 
course  was  downhill.  Intravenous  hydro- 
cortisone and  epsilonaminocaproic  acid 
were  added  to  the  heparin  administration, 
but  bleeding  continued. 

An  exploratory  laparotomy  was  per- 
formed in  the  hope  that  a resectable  tumor 
would  be  found  as  the  basis  of  the  patient’s 
defibrination  syndrome.  At  surgery,  the 
wall  of  the  abdomen  was  found  to  be 
thickened  and  fibrotic  and  showed  evidence 
of  old  hemorrhage.  There  was  no  blood 
in  the  peritoneal  cavity.  A nodular  mass 
was  noted  over  and  above  the  pancreas, 
and  there  were  numerous  small  metastatic 
deposits  on  the  peritoneal  and  diaphrag- 
matic surfaces  and  the  omentum.  A 
resectable  lesion  was  not  found.  Biopsy 
revealed  a poorly  differentiated  carcinoma 
(Fig.  3).  The  patient’s  postoperative 
course  was  initially  stable,  but  soon 
blood  was  noted  oozing  from  the  wound. 
There  was  also  marked  bleeding  from  a 
cutdown  incision.  Continuous  intravenous 
heparin  infusion  was  initiated,  and  the 


FIGURE  4.  Lung  at  autopsy.  Tumor  cell  mass 
with  pattern  suggestive  of  epidermoid  carcinoma. 


clotting  time  was  prolonged  to  between 
twenty  to  thirty  minutes.  On  the  third 
postoperative  day,  she  became  hypotensive, 
failed  to  respond  to  vasopressor  drugs, 
and  expired. 

At  postmortem  examination,  a 2-cm., 
soft,  gray  tumor  mass  was  found  in  the 
medial  portion  of  the  right  lower  lobe. 
Peribronchial  and  paratracheal  nodes,  es- 
pecially on  the  right,  were  enlarged  and 
replaced  by  similar  tissue,  as  were  the 
para-aortic  nodes  in  the  abdomen.  Sim- 
ilar tumor  tissue  was  found  involving  the 
peripancreatic  lymph  nodes  and  head  of  the 
pancreas.  Scattered  minute  nodules  were 
present  on  the  omental  and  other  peri- 
toneal surfaces.  An  isolated  nodule  was 
also  seen  in  the  left  occipital  lobe  of  the 
brain,  and  3,000  cc.  of  blood-tinged  ascitic 
fluid  were  present.  The  uterus,  tubes,  and 
ovaries  were  surgically  absent.  The  recent 
laparotomy  incision  was  noted,  and  nu- 
merous petechiae  and  small  ecchymoses 
were  present  throughout  the  skin. 

Microscopically,  the  pattern  was  similar 
and  revealed  poorly  differentiated  carci- 
noma in  all  sites,  including  the  surgical 
biopsy  (Fig.  3).  In  some  areas  of  the  pul- 
monary mass,  however,  a suggestion  of  epi- 
dermoid pattern  was  present  (Fig.  4). 
Final  pathologic  diagnosis  was  “poorly 
differentiated  epidermoid  carcinoma  of  lung 
with  extensive  metastases.” 

In  those  portions  of  the  lung  where 
tumor  masses  were  found  close  to  small 
arterioles,  deposits  of  intravascular  and 
subendothelial  fibrin  were  seen.  Some  of 
the  smaller  vessels  showed  occlusion  by 
masses  of  fibrin,  but  in  others  the  lumen 
was  only  partially  blocked.  These  changes 
were  confined  to  the  right  lower  lobe. 
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Comment 

The  defibrination  syndrome  was  first 
recognized  in  association  with  abruptio 
placentae  and  other  accidents  of  preg- 
nancy,3’ 4 but  has  since  been  described  in 
many  other  situations  including  the  post- 
operative state,5’  6 hemolytic  blood  trans- 
fusion reactions,7  following  extensive  brain 
damage,8  in  septicemia,9  and  in  malignant 
growths.  In  each  of  these,  one  can  postu- 
late the  sudden  release  into  the  circulation 
of  tissue  extracts  with  thromboplastic 
properties  as  the  trigger  mechanism  for 
explosive  defibrination.  Platelets  are 
clumped,  fused,  and  release  their  granules; 
antihemophilic  globulin  (factor  VIII)  and 
proaccelerin  (factor  V)  are  consumed  during 
the  generation  of  thromboplastin.  Pro- 
thrombin is  converted  to  thrombin,  which 
in  turn  converts  fibrinogen  to  fibrin,  and 
the  latter  is  removed  from  the  circulation. 
Similar  changes  have  been  noted  in  dogs 
and  rabbits  following  intravenous  infusion 
of  thromboplastic  extracts.10’  11  The  se- 
quence of  events  appears  to  be  similar  to 
that  which  occurs  when  blood  is  collected 
in  a glass  vessel  without  anticoagulant  and 
is  mechanically  defibrinated.  In  vitro, 
the  last  step  occurs  by  adherence  to  glass 
beads  or  the  container  wall,  while  in  vivo, 
the  fibrin  is  removed  either  by  the  reticulo- 
endothelial system  or  as  a thin  deposit 
along  the  intima  of  small  arterioles  and  in 
the  capillary  beds.  The  result  is  that  the 
circulating  blood  resembles  a suspension 
of  red  blood  cells  and  leukocytes  in  serum 
more  closely  than  native  blood.  Platelets, 
antihemophilic  globulin,  proaccelerin,  pro- 
thrombin, and  fibrinogen  are  low.  The 
“serum”  factors,  including  factors  VII, 
IX,  X,  XI,  and  XII,  all  remain  essentially 
unchanged  or  appear  increased  because  of 
conversion  to  activated  forms.  Interme- 
diate products  of  coagulation  such  as  throm- 
boplastin, thrombin,  and  activation  prod- 
ucts may  become  detectable. 

Whether  fibrinolysis  is  a normal  con- 
sequence of  this  reaction  or  plays  a more 
fundamental  role  in  the  cause  is  not  clear 
at  this  time.  It  has  been  demonstrated 
that  fibrinolysin  destroys  factors  V,  VIII, 
prothrombin,  and  fibrinogen,12-  13  but  many 
cases  of  defibrination  have  been  reported 
in  which  there  was  no  evidence  of  increased 
fibrinolytic  activity. 14  _n  Fibrinolysis  may 


be  detected  in  normal  individuals  with 
suitable  technics,18  and  this  activity  is 
thought  to  be  the  natural  mechanism  by 
which  the  continuous  intravascular  dep- 
osition of  fibrin  necessary  for  hemostasis  is 
eventually  removed.19’  20  According  to 
this  view,  any  sudden  increase  in  the  dep- 
osition of  fibrin  would  call  forth  increased 
fibrinolysis  as  a consequence  of  the  de- 
fibrination syndrome.21  Bergstrom,  Blom- 
back,  and  Kleen21  presented  findings  in- 
dicating that  fibrinolysis  was  secondary  to 
hypercoagulability  in  causing  intravascular 
coagulation.  Consequently,  correction  of 
the  primary  hypercoagulability  state  could 
control  the  fibrinolysis. 

In  addition  to  the  acute  defibrination 
syndrome  associated  with  a sudden  release 
of  tissue  factors  into  the  circulation,  a 
relatively  less  acute  disorder  associated 
with  widespread  metastatic  malignant  con- 
ditions has  also  been  described.  It  is 
thought  to  be  caused  by  the  continued 
release  of  tissue  elements  in  the  form  of 
metastatic  malignant  cells.  The  syn- 
drome, while  rare,  is  seen  more  frequently 
when  the  primary  site  of  involvement  is  a 
tissue  rich  in  proteolytic  enzymes  such  as 
pancreas  or  prostate.22-24 

Partial  activation  of  the  clotting  mech- 
anism may  also  be  responsible  for  the 
frequent  occurrence  of  thrombotic  episodes 
in  certain  malignant  conditions.  In  this 
situation,  the  process  of  intravascular 
coagulation  may  proceed  to  an  intermediate 
phase,  resulting  in  both  thrombotic  and 
hemorrhagic  phenomena  in  the  same  pa- 
tient either  in  sequence  or  simultane- 
ously.25’ 26 

The  acute  syndrome  usually  is  seen  as  a 
sudden  catastrophe  of  brief  episodic  nature 
and  can  be  successfully  treated  with  fibrino- 
gen replacement  therapy.  The  usually 
self-limited  nature  of  the  underlying  dis- 
order does  not  require  further  treatment 
once  the  crisis  is  past.  The  subacute  or 
chronic  syndrome,  on  the  other  hand,  re- 
quires another  approach  since  mere  re- 
placement of  fibrinogen  will  not  suffice. 
Recognition  of  the  pathophysiology  of  the 
disorder  has  led  some  investigators  to 
attempt  to  control  it  by  blocking  the  coagu- 
lation mechanism.  According  to  this  view, 
the  hemorrhagic  syndrome  is  the  result  of 
the  depletion  of  coagulation  factors,  most 
importantly  of  platelets  and  fibrinogen, 
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because  of  accelerated  or  pathologic  in- 
travascular coagulation  and  fibrin  deposi- 
tion. It  follows  that  to  arrest  bleeding  of 
this  type,  one  must  interrupt,  or  at  least 
i retard,  the  coagulation  mechanism  by 
administering  an  anticoagulant,  thereby 
restoring  the  normal  balance  of  forces, 
i Recent  reports  have  described  the  use  of 
. both  phenindione  and  heparin. 15 

Von  Francken  et  al .27  reported  3 patients 

I in  whom  they  observed  evidence  of  a hy- 
percoagulable  state  based  on  the  findings  of 
shortened  recalcification  time  and  coagula- 
tion time  in  plastic  tubes,  as  well  as  marked 
elevation  of  antihemophilic  globulin.  The 
patients  also  showed  evidence  of  increased 
1 fibrinolytic  activity  but  did  not  have  can- 
cer. They  were  successfully  treated  with 
, heparin.  In  contrast,  our  patient  who  had 
a hemorrhagic  tendency  showed  evidence 
of  depletion  of  clotting  factors;  particu- 
larly the  antihemophilic  factor,  platelets, 
and  fibrinogen;  and  there  was  only  mini- 
mal evidence  of  fibrinolytic  activity.  It  is 
suggested  that  these  differences  represent 
varying  aspects  of  the  same  unstable  state 
in  which  there  may  be  a greater  or  lesser 
activation  and  utilization  of  the  clotting 
factors.  When  activation  is  slight,  there 

Iwill  be  an  apparent  elevation  of  clotting 
factors  with  shortening  of  recalcification 

I and  clotting  times.  When  this  activation 
proceeds  further,  the  consumable  clotting 
factors,  including  II,  V,  VIII,  and  fibrino- 
gen, will  be  depleted  and  a hemorrhagic 
state  result.  The  underlying  similarity 
lies  in  the  fact  that  both  variations  of  the 
disorder  will  respond  to  heparin  if  the 

i underlying  mechanism  is  the  same. 

In  our  patient  the  laboratory  findings 
were  typical  of  the  subacute  defibrination 
syndrome,  and  there  was  little  doubt  as  to 

I the  diagnosis.  Initially,  it  was  not  pos- 
sible to  determine  the  underlying  cause, 
but  a malignant  condition  of  the  pancreas 
or  transverse  colon  was  strongly  suspected 
i even  before  roentgen  evidence  of  osteo- 
blastic change  in  the  vertebral  bodies  was 
noted.  Although  the  biopsy  of  the  omen- 
tum confirmed  the  diagnosis  of  carcinoma, 
the  site  of  origin  remained  obscure  until 
the  postmortem  examination. 

Despite  the  initial  treatment  with  fibrino- 

Igen  and  whole  blood,  bleeding  continued 
and  the  patient’s  condition  became  critical. 
At  this  time,  it  was  felt  that  a trial  with 


anticoagulant  therapy  was  justified.  Hep- 
arin was  chosen  because  of  its  rapid  onset 
of  action  and  greater  efficiency  as  an  anti- 
coagulant, compared  with  the  coumarin 
congeners.  Dosage  was  adjusted  so  that 
the  clotting  time  returned  to  normal  values 
at  six-hour  intervals.  Clinically  and  hem- 
atologically  the  patient  improved  dra- 
matically. 

It  is  doubtful  that  the  adrenal  steroids 
administered  played  any  significant  role  in 
the  patient’s  response.  Initially  given  for 
a suspected  transfusion  reaction,  they  were 
continued  briefly  on  the  basis  of  the  evi- 
dence suggesting  a hemolytic  process. 
This  included  the  abnormal  red-cell  mor- 
phology, bilirubinemia,  and  reticulocytosis. 
In  any  event,  treatment  with  both  ACTH 
and  intravenous  hydrocortisone  before  hep- 
arin adminstration  failed  to  alter  the  pa- 
tient’s downhill  course. 

The  second  course  of  heparin  was  initi- 
ated when  the  patient’s  malignant  disease 
had  progressed  and  was  already  widespread 
throughout  the  abdomen  and  lung.  There 
was  a transient  improvement,  but  this  was 
not  sustained.  Terminally  the  patient 
also  received  epsilonaminocaproic  acid,  in 
an  attempt  to  neutralize  the  naturally 
occurring  fibrinolytic  mechanism  which  had 
been  activated  by  the  defibrination  process. 
This  therapy  was  ineffective. 

It  is  of  interest  that  only  very  limited 
evidence  of  excessive  fibrin  deposition  was 
found  at  postmortem  examination,  and 
that  was  mainly  in  the  region  of  the  lung 
involved  by  the  primary  malignant  tumor. 
It  seemed  likely  that  a more  extensive  dep- 
osition occurred  initially  but  was  probably 
cleared  by  fibrinolytic  processes  during  the 
stable  interval  following  the  initial  control 
of  the  syndrome.  In  the  final  episode,  ex- 
tensive retroperitoneal  and  intraperitoneal 
bleeding  could  have  easily  consumed  all 
available  fibrinogen. 

The  hemolytic  anemia  noted  in  this 
patient,  although  mild,  resembled  that 
described  by  Brain,  Dacie,  and  Hourihane28 
as  “microangiopathic  haemolytic  anaemia.” 
They  report  its  association  with  dissem- 
inated malignant  disease  as  well  as  ma- 
lignant hypertension,  renal  cortical  necrosis, 
and  polyarteritis  nodosa.  The  character- 
istic pathologic  findings  in  small  blood 
vessels,  such  as  fibrinoid  necrosis  and 
hyaline  thrombi,  were  found  in  the  present 
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case.  It  is  interesting  to  speculate  on  the 
possibility  that  the  two  syndromes  noted 
in  this  patient  may  be  related.  The 
British  workers  suggest  that  the  red  cells 
passing  through  areas  of  tumor  tissue  im- 
plants are  somehow  damaged  and  later 
show  shortened  survival  resulting  in  the 
hemolytic  process.  Conceivably,  contact 
with  intravascular  malignant  tissue  or 
release  of  hemolytic  and  proteolytic  sub- 
stances into  the  blood  could  have  induced 
both  the  hemorrhagic  and  the  hemolytic 
syndromes.  Following  the  treatment  with 
heparin,  there  appeared  to  be  a distinct 
improvement  in  the  hemolytic  picture  as 
well  as  the  hemorrhagic  syndrome  in  this 
patient.  It  might  be  useful  to  attempt  to 
treat  other  patients  with  this  hemolytic 
syndrome  in  a similar  fashion. 

Summary 

The  case  of  a forty-five-year-old  white 
female  with  an  occult  carcinoma  of  the  lung 
seen  as  a hemorrhagic  disorder  because  of 
the  defibrination  syndrome  has  been  re- 
ported. The  hemorrhagic  process  was  cor- 
rected by  the  use  of  heparin  after  differenti- 
ating it  from  increased  fibrinolytic  activity. 
The  rationale  of  the  therapy  was  that  the 
heparin  would  arrest  the  spontaneous  intra- 
vascular coagulation  which  was  the  basis 
of  the  process. 

Subsequently,  the  patient  relapsed  and 
died.  The  defibrination  syndrome  may  be 
related  to  microangiopathic  hemolytic  ane- 
mia seen  in  patients  with  malignant  disease 
and  attributable  to  the  effect  of  tumor  prod- 
ucts on  plasma  coagulation  factors  and  on 
red  blood  cells. 
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Midline  Sagittal 
Fracture  of  Maxilla 

LEONARD  E.  KING,  M.D. 
Albany,  New  York 
PAUL  A.  ORENS,  M.D.,  D.D.S. 

Albany,  New  York 

From  the  Departments  of  Surgery  (Plastic) 
and  Dentistry,  Memorial  Hospital 

F ractures  of  the  maxilla  are  usually 
transverse.  Vertical  fractures  are  rare  and 
are  usually  associated  with  fractures 
through  the  antrum  and  orbit.  Midsagit- 
tal  fracture  of  the  maxilla  has  not  pre- 
viously been  described. 

Case  report 

A fifteen-year-old  white  female  was 
admitted  following  an  automobile  accident. 
She  had  been  sleeping  in  the  rear  seat  at 
the  time  of  a head-on  collision.  Her  in- 
juries included  a transverse  fracture  of  the 
femur  and  mild  cerebral  concussion. 

Examination  of  the  face  showed  a 
depressed  fracture  of  the  nasal  bones.  The 
hemimaxillae  were  widely  separated  in  the 
midline,  and  the  maxillary  teeth  occluded 
outside  of  the  mandibular  teeth.  The 
soft  tissues  in  the  midline  were  torn  from 
lip  through  gingiva  to  the  palate.  The 
maxillary  fracture  line  could  be  seen  passing 
through  the  halves  of  the  nasal  spine. 
Posteriorly,  the  soft  tissues  were  intact, 
but  the  palatine  bones  were  palpated  in  an 
overlapping  position.  No  other  fractures 
were  detectable  on  clinical  or  radiographic 
examination  (Fig.  1A). 

Under  general  anesthesia,  a tibial  pin 
was  placed  for  skeletal  traction  of  the  fem- 
oral fracture.  No  motion  of  the  hemi- 
maxillae were  possible,  and  reduction  could 
not  be  accomplished  at  this  time.  Dental 
impressions  of  the  maxilla  and  mandible 
were,  therefore,  obtained  (Fig.  IB). 

A cast  appliance  was  then  designed  and 
constructed  with  adjustable  orthodontic 
screws,  which  were  to  be  used  to  bring  the 
hemimaxillae  together  gradually. 

Presented  at  the  160th  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  Section 
on  Plastic  and  Reconstructive  Surgery,  February  14,  1966. 


FIGURE  1.  (A)  Radiograph  on  day  of  admission 
showing  displaced  midline  sagittal  maxillary 
fracture.  (B)  Cast  showing  midline  displacement 
of  maxillary  fragments. 

Four  days  later,  the  patient  was  again 
taken  to  the  operating  room  and  this  appli- 
ance was  tried  in  place.  However,  it  was 
too  loose,  and  the  appliance  was  not  used. 

An  arch  bar  was  attached  to  the  man- 
dibular teeth  with  wire  ligatures,  and  two 
segments  of  arch  bar  were  separately  wired 
to  the  teeth  of  each  half  of  the  maxilla. 
Elastics  were  applied  transversely  between 
the  two  maxillary  arch  bars.  Within  two 
weeks,  the  hemimaxillae  had  moved  medi- 
ally sufficiently  so  that  the  teeth  were 
occluding  on  their  inclined  planes.  The 
transmaxillary  elastics  were  then  exchanged 
for  intermaxillary  elastics,  and  reduction 
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FIGURE  2.  (A)  Radiograph  four  weeks  after  start 
of  treatment  showing  reduction  of  fracture  and 
arch  bars  in  place.  (B)  Cast  showing  position  of 
maxillary  fragments  after  reduction  and  healing 
of  fracture. 

of  the  fracture  was  completed  in  this  fashion 
(Fig.  2A).  Six  weeks  after  application, 
the  arch  bars  were  removed.  The  space 
between  the  central  incisors  was  then  1.5 
mm.  as  compared  to  8.5  mm.  before  treat- 
ment (Fig.  2B). 

There  was  reportedly  a diastema  between 
the  central  incisors  before  injury,  and  this  is 
confirmed  by  the  excellent  occlusion 
achieved  with  the  presence  of  this  1.5-mm. 
space  (Fig.  3). 

Comment 

It  seems  apparent  that  the  mechanism 
involved  was  a blunt  injury,  in  view  of  the 


nasal  fracture  and  the  absence  of  facial 
lacerations.  Her  face  must  have  struck 
the  rear  surface  of  the  front  seat  of  the 
car.  Such  an  injury  usually  produces  one 
of  the  transverse  fractures  of  the  maxilla. 
It  is  possible  that  incomplete  fusion  of  the 
sagittal  suture  line  of  the  maxillae  and 
palatine  bones  is  a prerequisite  for  the 
occurrence  of  this  fracture  or  fracture 
dislocation. 

This  would  account  for  its  apparent 
rarity. 

A midsagittal  fracture  of  the  maxilla 
would  seem  possible  only  when  associated 
fractures  through  the  orbit  and  zygomatic 
regions  are  present.  However,  no  asso- 
ciated fractures  were  detected. 

Satisfactory  treatment  in  this  patient 
consisted  of  intra-oral  traction  between 
the  right  and  left  maxillae.  A rather 
complex  cast  appliance  was  designed  for 
this  purpose  but  was  found  to  be  unsatis- 
factory, and  reliance  was  placed  on  the  use 
of  standard  arch  bars  which  are  readily 
available.  With  the  full  complement  of 
teeth,  which  were  present  in  this  case, 
accurate  occlusal  realignment  was  readily 
obtained. 

Several  of  the  wire  ligatures  on  the 
teeth  can  be  twisted  into  a hook  on  the 
palatal  side  for  the  attachment  of  trans- 
palatal elastics. 

Summary 

An  unusual  fracture  of  the  middle  third 
of  the  face  has  been  described  and  dis- 
cussed. Satisfactory  reduction  was  ob- 
tained with  arch  bar  appliances. 
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T he  clinical  entity  presently  known  as 
regional  enteritis  was  originally  described 
by  Crohn,  Ginzburg,  and  Oppenheimer*  as 
a stenosing  terminal  ileitis.  The  disease, 
subsequently,  was  described  over  a more 
widespread  anatomic  distribution.2-4  In 
1937  Gottlieb  and  Alpert5  were  the  first  to 
mention  involvement  of  the  duodenum, 
although  some  attribute  it  to  Janus.6 
Since  then  there  have  been  sporadic  refer- 
ences to  regional  enteritis  involving  the 
duodenum,  but  it  remains  an  unusual  oc- 
currence.7 -9 

Meyers,  Ruble,  and  Ashley, 10  in  reporting 
100  cases  of  regional  ileitis  at  the  Harper 
Hospital  from  1932  to  1958,  describe  only  1 
patient  with  involvement  of  the  duodenum. 
Van  Patten  et  al.11  reported  a series  of  600 
cases  of  regional  enteritis  from  the  Mayo 
Clinic  in  which  only  3 had  duodenal  in- 
volvement. In  a review  of  85  cases  of 
regional  enteritis  undergoing  surgery,  Col- 
cock  and  Fortin12  did  not  find  anyone  with 
disease  in  the  duodenum. 

In  1957  Keats  and  Brady13  described  3 
cases  of  duodenitis  and  mentioned  18  pre- 
viously reported  cases.  In  the  same  year 
McGarity14  reviewed  25  cases,  and  Crohn 
and  Yarnis15  mentioned  only  6 cases  in  their 
personal  experiences  and  referred  to  28  cases 
in  the  literature.  In  1962  Durrance16  re- 
ported that  7 additional  cases  had  been 
added  by  Berk,  Richman,  and  Segal.16  In 
1965  Lust,  Crohn,  and  Hartman17  estimated 
the  cases  of  duodenitis  at  approximately  30 


FIGURE  1.  Original  gastrointestinal  series,  in- 
terpreted as  having  negative  results. 


and  noted  the  further  addition  of  cases  by 
Law  and  Pryse-Davis. 17 

The  descriptions  of  duodenitis  in  Crohn’s 
disease  are  thus  infrequent  enough  so  that 
Bockus18  in  the  second  edition  of  his  book 
referred  to  it  as  extremely  uncommon,  and  I 
am  therefore  prompted  to  report  the  follow- 
ing case. 

Case  report 

A forty-two-year-old  engineer  was  first 
seen  in  April,  1961,  with  a history  of  having 
eaten  lunch  at  his  plant  six  months  pre- 
viously and  noting  shortly  thereafter 
nausea,  a dull  epigastric  pain,  and  vomiting, 
followed  by  relief.  Two  months  later  he 
experienced  the  same  thing.  He  felt  that 
he  had  eaten  too  much,  and  he  also  noted 
some  blood  in  the  emesis.  In  January, 
1961,  there  was  a third  occurrence  and  then 
another  one  three  days  before  I saw  him. 
The  last  two  occasions  were  unassociated 
with  pain;  just  nausea  and  vomiting. 

Physical  examination  revealed  negative 
findings,  and  the  symptoms  were  such  as  to 


L 
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suggest  to  the  observer  the  possibility  of  a 
superior  mesenteric  ileus.  A gastrointes- 
tinal series  was  advised,  but  the  patient  did 
not  have  one  done. 

Two  years  later  the  patient  was  next  seen 
with  a history  of  another  episode  of  vomit- 
ing. A year  before  he  had  noted  post- 
prandial bloating  provoked  by  greasy  and 
fried  foods.  Examination  again  showed 
negative  results,  and  a stool  examination  for 
blood  was  done  which  showed  negative  find- 
ings. A gastrointestinal  series  at  this  time 
was  interpreted  as  having  negative  results 
(Fig.  1). 

Two  weeks  later  the  patient  was  seen 
with  the  additional  fact  that  he  had  been 
found  too  anemic  for  donating  blood  for  the 
second  consecutive  year.  He  further  char- 
acterized his  bloating  as  occurring  one  half 
to  one  hour  after  meals  and  persisting  until 
he  moved  his  bowels  or  until  he  took  cal- 
cium carbonate  and  glycine  (Titralac). 
Furthermore,  he  stated  that  he  had  been 
subject  to  migraine  headaches,  relieved  by 
aspirin,  for  many  years. 

A hemoglobin  at  this  time  was  13.1  Gm. 
per  100  ml.  with  a hematocrit  of  40. 
Blood  count,  urinalysis,  electrocardiogram, 
and  chest  x-ray  gave  otherwise  normal  find- 
ings. A barium  enema  showed  negative 
results. 

The  patient  was  fine  for  awhile,  but  in 
October,  1964,  the  symptoms  recurred.  A 
liver  edge  was  felt  3 cm.  below  the  right 
costal  margin;  it  was  firm,  smooth,  sharp, 
and  nontender.  Chemistries  to  determine 
disease  of  the  liver  or  pancreas  were  normal. 
Blood  sugar,  blood  urea,  and  cholesterol 
were  normal.  Urinalysis  showed  negative 
findings.  Hemoglobin  was  13.1  Gm.  per 
100  ml.,  and  hematocrit  41.  A gallbladder 
series  showed  normal  findings. 

Subsequently  the  patient  was  seen  by  a 
gastroenterologist  who,  after  reviewing  the 
films,  told  the  patient  that  he  had  abdom- 
inal migraine.  In  September,  1965,  the 
patient  returned  to  me  stating  that  for  a 
month  he  had  been  experiencing  some  head- 
ache and  abdominal  pain  relieved  by  aspi- 
rin. On  the  morning  of  the  day  prior  to  my 
seeing  him,  the  patient  passed  a black  stool. 
His  hemoglobin  was  down  to  11  Gm.  per  100 
ml.  with  a hematocrit  of  33.  His  stool  was 
guaiac-positive. 

A gastrointestinal  series  was  performed 
which  revealed  an  annular  constricting 


FIGURE  2.  (A)  Second  gastrointestinal  series 
done  two  years  after  first,  revealing  annular 
constriction  of  transverse  portion  of  duodenum 
with  partial  obstruction  of  descending  duodenum. 
(B)  Close-up  of  (A)  with  transverse  and  descending 
duodenum  noted. 


lesion  of  the  transverse  portion  of  the  duo- 
denum with  associated  partial  obstruction 
of  the  descending  duodenum  (Fig.  2). 
This  study  was  compared  by  the  radiologist 
to  the  previous  series  of  1963,  and  it  was 
apparent  that  this  lesion  was  evident  then 
and  that  there  had  been  little  change  other 
than  interval  dilatation  of  the  descending 
duodenum.  The  small  bowel  distal  to  the 
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area  of  constriction  was  noted  as  being 
normal. 

The  patient  was  admitted  to  the  Long 
Island  Jewish  Hospital  on  September  30, 
1965.  Admission  hemoglobin  was  10  Gm. 
per  100  ml.  with  a hematocrit  of  30.  After 
500  cc.  of  whole  blood,  his  hemoglobin  fell  to 
9.7  Gm.  per  100  ml.,  and  he  was  given  a 
second  unit  of  blood.  A gastric  analysis 
showed  25  degrees  of  free  acid  and  17  de- 
grees of  bound  acid  with  a total  secretion  of 
300  cc.  His  bleeding  stopped  after  several 
days,  and  his  stool  turned  brown. 

On  October  8,  the  patient  underwent 
surgery,  and  on  preliminary  examination  of 
the  abdomen  an  ulcer  crater  was  revealed  in 
the  first  portion  of  the  duodenum  just  ad- 
jacent to  the  pylorus  on  the  an tero- inferior 
wall.  It  was  3 or  4 mm.  in  diameter. 
Since  the  duodenum  was  mobilized  from  the 
right  side,  the  second  and  third  portions 
were  found  to  be  quite  dilated.  The  con- 
stricting lesion  was  identified  in  the  third 
portion.  It  was  less  than  1 cm.  wide  with 
marked  stenosis  of  the  mucosa  but  very 
little  induration  in  the  serosa  and  muscle. 
It  was  thought  that  this  might  represent  a 
chronic  ulcer  in  this  portion  of  the  duo- 
denum or  possibly  a congenital  diaphragm 
which  had  become  ulcerated.  Since  there 
was  reluctance  to  resect  this  if  it  was  a 
benign  lesion,  the  duodenum  was  opened 
directly  over  the  lesion.  It  was  found  to  be 
somewhat  ulcerated,  with  a fibrinous  exu- 
date, and  confined  largely  to  the  mucosa 
and  submucosa.  A biopsy  confirmed  the 
benign  inflammatory  nature  of  the  lesion. 
Accordingly,  it  was  felt  that  the  obstruction 
could  be  adequately  corrected  by  a Heineke- 
Mikulicz  type  of  plastic  procedure,  namely, 
closing  the  bowel  in  transverse  fashion  after 
it  had  been  opened  longitudinally.  Be- 
cause the  patient  also  had  a definite 
duodenal  ulcer  which  might  have  been  the 
source  of  his  bleeding,  it  was  felt  that  a 
vagotomy  and  gastroenterostomy  should  be 
done.  After  the  vagotomy,  the  jejunum 
was  picked  up  for  the  gastroenterostomy, 
and  it  was  noted  that  there  was  another 
constricting  lesion,  less  than  1 cm.  long,  in 
the  jejunum  about  4 inches  distal  to  the 
ligament  of  Treitz.  The  remainder  of  the 
small  bowel  was  then  explored  and  revealed 
numerous  areas  of  enteritis,  none  more  than 
1 cm.  in  length,  with  skip  areas  in  between. 
The  proximal  ileum  was  normal,  but  the 


distal  2 or  3 feet  had  several  similar  lesions 
with  heaped-up  fat  and  thickened  mesen- 
tery. The  extent  of  the  lesions  rendered 
them  unsuitable  for  resection.  The  gastro- 
jejunostomy was  completed,  selecting  a site 
of  small  bowel  which  was  at  least  3 or  4 
inches  from  enteritic  lesions  on  either  side. 

The  patient’s  postoperative  course  was 
uneventful.  The  wound  healed  primarily, 
and  he  was  discharged  nine  days  after  the 
operation.  He  has  since  had  episodes  of 
pain  in  his  right  lower  quadrant  and  de- 
veloped intermittent  diarrhea. 

Comment 

Lust,  Crohn,  and  Hartman17  point  out 
that  the  x-ray  findings  in  duodenitis  are 
similar  to  those  in  jejunitis.  They  state 
that  there  is  a moderate  stenosis  and  that 
ulceration  is  difficult  to  identify.  They 
emphasize  that  a diagnosis  of  regional 
enteritis  of  the  duodenum  is  extremely  diffi- 
cult when  there  is  no  involvement  of  other 
segments  of  the  small  bowel.  Crohn  and 
Yarnis16  state  that  the  third  and  fourth  por- 
tions of  the  duodenum,  occasionally  also  the 
second,  become  thickened  and  rigid.  The 
periduodenal  tissues  and  pancreatic  capsule 
may  be  inflamed  and  edematous,  the  serosa 
engorged  and  reddened,  and  the  regional 
lymph  nodes  enlarged.  They  further  state 
that  fistulization  between  the  stomach  or 
duodenum  and  adjacent  viscera  is  un- 
known, as  is  perforation.  They  emphasize 
that  the  clinical  picture  is  dominated  by 
obstruction,  and  that  there  are  almost 
always  one  or  more  segments  of  the  bowel 
involved. 

Spar  berg  and  Kirsner19  also  emphasize 
that  granulomatous  duodenitis  often  is  seen 
as  intestinal  obstruction,  requiring  a by- 
pass. Durrance,16  too,  states  that  the 
symptoms  of  nausea,  vomiting,  cramping 
upper  abdominal  pain,  and  gastric  retention 
dominate  the  picture,  and  that  right  lower 
quadrant  abdominal  pain  and  diarrhea  are 
not  prominent.  He  feels,  however,  that  the 
roentgen  findings  are  different  in  that  the 
mucosal  alterations  and  loss  of  normal  in- 
testinal motility  are  the  first  findings,  that 
later  there  is  narrowing  due  to  edema  and 
inflammation,  and  finally  fibrosis. 

The  patient  presented  classically  demon- 
strates the  different  clinical  picture  of  re- 
gional duodenitis,  namely,  initially  the 
symptoms  of  obstruction.  Only  after  the 
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operation  did  he  develop  diarrhea  and  right 
lower  quadrant  pain. 

As  regards  the  presence  of  a duodenal 
ulcer,  it  is  of  interest  that  Colcock  and 
Fortin12  report  that  in  their  85  cases  of 
regional  enteritis  there  was  an  incidence  of 
duodenal  ulcer  of  8.2  per  cent. 

Summary 

A case  of  regional  enteritis  involving  the 
duodenum  is  reported.  The  disease  has 
been  seldom  noted  in  the  literature.  Atten- 
tion is  drawn  to  the  clinical  picture  of  ob- 
struction rather  than  right  lower  quadrant 
abdominal  pain  and  diarrhea.  The  diagno- 
sis is  often  difficult  even  at  the  operating 
table. 

602  Merrick  Avenue,  East  Meadow 
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specific  for  these  agents.  When  the  patient’s 
serum  is  exposed  to  a known  antigen,  identifica- 
tion of  the  antibody  can  be  made.  A single 
positive  result  is  not  significant  unless  the  titer 
is  unusually  high.  Most  significant  is  a twofold 
or  greater  increase  in  titer  between  specimens 
taken  several  days  apart.  A negative  test  result 
does  not  exclude  infection,  although  if  preceding 
test  results  were  persistently  negative,  it  be- 
comes diagnostically  significant. 

Chloramphenicol  is  considered  the  best  drug. 
Cortisone  is  also  used,  but  steroid  therapy 
should  not  exceed  three  days  in  duration,  nor 
should  it  be  given  in  the  third  week  when  the 
bowel  is  most  friable  and  perforation  is  most 
likely.  The  patient  should  be  on  strict  bed  rest 
at  first,  and  this  should  continue  into  the  early 
convalescent  period.  Codeine  rather  than 
aspirin  is  recommended.  Because  of  vomiting 
and  diarrhea,  electrolyte  replacement  is  im- 
portant. 
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History  of  Medicine 


New  York,  Cradle 
of  Cryosurgery* 

DOUGLAS  TORRE,  M.D. 

New  York  City 

Clinical  Professor  ot  Medicine 
(Dermatology),  Cornell  University  Medical  College 


Although  cold  has  been  used  in  medical 
treatment  since  at  least  as  long  ago  as 
about  3500  B.C.,1  cryosurgery  was  born  in 
New  York  City  in  1898  when  Prof.  Charles 
E.  Tripler  devised  a method  for  making 
liquid  air  in  quantity  and  persuaded  A. 
Campbell  White,  M.D.,  a graduate  of 
Columbia  University  College  of  Physicians 
and  Surgeons,  to  use  this  agent  for  treating 
a variety  of  skin  lesions.  White’s2  first 
publication,  “Liquid  Air  in  Medicine  and 
Surgery”  appeared  in  the  medical  record  of 
July  22,  1899. 2 Working  with  Thurston 
G.  Lusk,  M.D.,  in  the  Roosevelt  Hospital 
outpatient  department  and  Prof.  George 
M.  Fox  at  Vanderbilt  Clinic,  Dr.  White 
treated  many  types  of  skin  lesions  including 
epithelioma,  nevus,  verruca,  lupus  vul- 
garis, lupus  erythematosus,  varicose  ulcer, 
chancroid,  primary  syphilis,  abscess,  boil, 
carbuncle,  bubo,  and  poison  ivy  dermatitis. 
For  deep  lesions  such  as  nevi  or  verrucae 
which  he  wished  to  destroy,  he  dipped  a 
cotton-tipped  applicator  (swab)  into  the 
liquid  air  and  applied  this  to  the  surface  of 
the  lesion.  For  lesions  where  deep  de- 
struction was  not  indicated,  such  as  poison 

Presented  at  the  160th  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  Section 
on  Dermatology  and  Syphilology,  February  14,  1966. 

* Note  on  chauvinism:  This  address  by  emphasizing  the 
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means  imply  monopoly.  Contributions  of  considerable  im- 
portance have  been  and  are  being  made  by  scientists  in  other 
parts  of  the  United  States  and  abroad. 


ivy,  a spray  of  liquid  air  was  used.  White- 
house  in  1907 3 described  the  spray 
apparatus  which  was  fitted  into  the  neck  of 
a Dewar  bulb  flask  containing  1 L.  of 
liquid  air.  “The  spray  is  obtained  by  in- 
serting a rubber  cork  pierced  by  two  glass 
tubes  in  the  manner  employed  in  the 
ordinary  laboratory  wash  bottle,  the 
mouth  of  the  entering  tube  being  closed  by 
the  finger.”  White  used  the  spray  method 
also  for  producing  analgesia  for  minor 
surgery  and  for  application  over  the  spinal 
nerve  roots  in  sciatica,  herpes  zoster,  and 
intercostal  neuralgia.  He  treated  2 cases  of 
facial  erysipelas  by  filling  a glass  bulb  with 
liquid  air  and  rolling  it  over  the  surface  of 
the  involved  area.  An  enthusiastic  innova- 
tor, he  also  devised  a brass  roller  into  which 
liquid  air  is  introduced  and  then  the  roller 
passed  over  the  part  to  be  treated.  For 
treating  adenoids  he  devised  a hollow  thin- 
walled  aluminum  “cryoprobe,”  which  cer- 
tainly gives  him  precedence  as  the  first  cryo- 
surgeon  in  the  field  of  otolaryngology  as 
well  as  dermatology. 

General  misunderstanding  of  liquid-air 
therapy  at  that  time  is  exemplified  by  a 
quotation  in  one  of  White’s4  later  articles: 

I have  received  requests  from  physicians 
from  nearly  all  parts  of  the  United  States, 
from  Mexico,  from  Germany,  and  even  from 
New  Zealand,  asking  that  a small  package  be 
sent  and  all  expense  would  be  paid  at  the 
other  end.  I have  been  asked  whether  it  were 
given  hypodermically,  and  whether  it  could 
not  be  taken  in  small  doses  internally  for 
abscess  of  the  liver.  One  physician,  who  has 
represented  many  drug  houses,  wanted  to 
know  if  it  could  not  be  put  up  in  small 
packages  and  retailed  at  the  drug  stores  and 
whether  he  could  not  act  as  my  Southern 
agent. 

Other  New  York  dermatologists  in- 
cluding William  Trimble,  M.D.,  and  Henry 
Whitehouse,  M.D.,  utilized  liquid  air  cryo- 
surgery as  did  a few  in  other  parts  of  the 
United  States  and  abroad.  The  biggest 
drawback  against  widespread  use  was 
availability — the  surgeon  had  to  be  near  a 
manufacturing  source  since  liquid  air 
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evaporated  in  a short  time  even  without 
use. 

In  1905  Pusey,5  a dermatologist  trained 
in  New  York  but  at  that  time  removed  to 
Chicago,  introduced  carbon  dioxide  as  a 
cold  source  for  cryosurgery,  and  this 
agent  gained  widespread  acceptance  be- 
cause of  its  low  cost  and  almost  universal 
availability.  Carbon  dioxide  stored 
indefinitely  as  a gas,  on  decrease  of  pressure 
becomes  a particulate  solid  which  can  be 
caught  in  a chamois  bag  and  compressed 
into  cylinders,  blocks,  or  other  shapes,  or 
mixed  with  ether  or  acetone  to  form  a slush 
or  “mush”  for  application  to  lesions. 
Many  devices  for  compressing  and  shaping 
the  carbon  dioxide  have  been  used. 

Although  carbon  dioxide  continued  to 
remain  the  most  popular  cold  source, 
when  liquid  oxygen  became  available  in  the 
mid-nineteen  twenties,  this  modality  was 
also  used  in  a manner  similar  to  liquid  air.6 
About  1950,  Alligton7  popularized  liquid 
nitrogen  as  a cold  source,  applying  it  with 
cotton-tipped  applicators. 

New  York  again  gained  prominence  in 
cryosurgery  about  1960  when  the  neuro- 
surgeon Cooper  designed  an  apparatus 
utilizing  liquid  nitrogen  in  a closed 
system.8  Liquid  nitrogen  under  pres- 
sure is  delivered  through  a flexible 
vacuum-insulated  tube  to  a noninsulated 
hollow  tip  (cryoprobe).  The  nitrogen  gas  is 
vented  back  through  the  flexible  cable.  A 
thermopile  in  the  probe  tip  constantly 
monitors  the  temperature  and  is  connected 
by  an  automatic  servomechanism  to  a tem- 
perature preselector  dial  so  that  any  probe 
temperature  between  0 C.  and  minus 
196  C.  may  be  used.  Connected  in  this 
system  is  a time  temperature  recorder  which 
charts  the  operation.  This  system  made 
possible  the  production  of  cryonecrosis 
much  deeper  than  that  produced  by  topical 
application  of  liquid  nitrogen  or  solid 
carbon  dioxide,  extended  cryosurgery  to 
deep  organs,  and  gave  us  a valuable  tool  for 
cryogenic  research.  Cahan9  of  Memorial 
Center  in  New  York  added  a rewarming 
device  in  the  probe  tip  so  that  cold  injury 
could  be  stopped  almost  instantaneously 
and  the  cryoprobe  withdrawn  without 
waiting  for  normal  thawing  of  tissue  in 
contact  with  the  probe.  Dr.  Cooper  and 
Dr.  Cahan  also  designed  a number  of 
variously  shaped  probe  tips  for  cryosurgery 


FIGURE  1.  Schematic  similarity  between  appa- 
ratus used  by  White  and  author.  (A)  In  I,  if  finger 
placed  over  glass  tube  A,  liquid  nitrogen  in  bottom 
of  flask  on  evaporation  produces  increased  pres- 
sure of  overlying  nitrogen  gas,  forcing  liquid  nitro- 
gen through  tube  B.  In  II,  pressure  valve  sub- 
stituted for  finger  and  evaporation  causes  con- 
tinuous pressure  which  on  opening  valve  C allows 
liquid  nitrogen  to  flow  through  tube  B to  jet  nozzle 
which  can  be  varied  in  size  of  opening  to  control 
spray  pattern.  (B)  Photograph  of  author’s  ap- 
paratus. Lying  next  to  nozzle  (extreme  right) 
cryoprobe  tips  of  various  sizes  and  shapes  which 
convert  "jet  spray”  apparatus  to  closed  system 
liquid  nitrogen  apparatus. 

of  lesions  including  tonsil,  prostate,  uterus, 
larynx,  and  skin  tumors.  Also  in  New 
York,  specialized  apparatus  for  ophthalmic 
cryosurgery  have  been  developed  by 
Charles  Kelman,  M.D.,  Harvey  Lincoff, 
M.D.,  and  John  Me  Lean,  M.D. 

White’s  cotton-tipped  applicator  method 
of  applying  liquid  nitrogen  was  later  used 
for  liquid  oxygen  and  liquid  nitrogen,  but 
his  enclosed  method  was  not  used  until 
about  1960  when  Dr.  Cooper  devised  his 
much  more  sophisticated  closed  liquid 
nitrogen  system  (Fig.  1A).  The  spray 
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method  was  ignored,  except  for  analgesia 
or  surface-hardening  sprays  such  as  di- 
chlorodifluoromethane  (Freon),  until  1965 
when  the  author  introduced  his  “Cryojet” 
apparatus  (Fig.  IB).  This  is  surprising 
because  the  spray  method  has  very  definite 
advantages  over  the  cotton-tipped  applica- 
tor method  and  even  the  closed  system, 
particularly  for  treating  irregularly  sur- 
faced keratotic  lesions  such  as  verruca 
vulgaris  or  actinic  keratosis. 

Dr.  White  of  New  York  gave  birth  to 
cryosurgery.  The  present  work  in  New 
York  is  certainly  helping  cryosurgery  in  its 
adolescence.  May  New  York  physicians 
continue  to  serve  the  “patient”  into  its 
maturity.  Let  us  not  be  deterred  by  our 
detractors  such  as  the  “prophet  of  gloom” 
who  wrote  in  The  Scientific  American 
in  July,  1899,  the  same  month  as  Dr. 
White’s  article  was  published:  “The  sug- 
gested employment  of  liquid  air  as  a caustic 
in  surgical  operations  is  a good  example  of 
the  absurdities  proposed  by  dishonesty  or 
ignorance  in  order  to  impress  the  public.”10 
147  East  50th  Street 
New  York  City  10022 
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Discussion 

George  L.  Popkin,  M.D.,  Bethpage, 
New  York.  Dermatologists  have  had  over 
fifty  years  of  experience  with  cryosurgery. 
In  1910  Pusey*  wrote  a detailed  article 
dealing  chiefly  with  the  uses  of  carbon 
dioxide  snow  in  dermatology.  It  is  of 
interest  that  much  of  what  he  wrote  is  still 
applicable  today. 

While  on  the  subject  of  carbon  dioxide 
snow,  it  might  be  well  to  emphasize  that  it 
is  still  a useful  modality.  It  is  more  readily 
available  than  liquid  nitrogen,  takes  less 
storage  space,  and  is  more  economical. 
A commercial  kit  with  carbon  dioxide 
cartridges  enables  one  to  make  pencil- 
shaped applicators  of  carbon  dioxide  snow. 
The  temperature  of  minus  78.5  C.  is  cold 
enough  to  produce  the  desired  destructive 
effects  on  the  superficial  skin  lesions  which 
we  are  called  on  to  treat. 

While  carbon  dioxide  snow  is  simple  to 
manufacture  and  use,  there  is  no  question 
that  liquid  nitrogen  in  addition  to  being 
very  much  colder  is  much  easier  to  use  for 
cryosurgery,  particularly  when  there  are 
multiple  lesions.  Dr.  Torre’s  clever  modifi- 
cations for  jet  spray  and  various  sizes  of 
metal  applicator  working  heads  have  helped 
to  simplify  the  application  of  liquid 
nitrogen  to  the  surface  of  the  skin. 

* Pusey,  W.  A.:  Use  of  carbon  dioxide  snow  in  the  treat- 
ment of  nevi  and  other  skin  lesions,  J.A.M.A.  49:  1354 
(1907). 
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Special  Article 


Section  Headings 
in  Medical  and 
Dental  Literature* 

AUSTIN  H.  KUTSCHER,  D.D.S. 

New  York  City 
EDWARD  V.  ZEGARELLI,  D.D.S. 

New  York  City 
MARSHALL  SEIDMAN,  B.S.f 
New  York  City 


From  the  Division  of  Stomatology,  School  of 
Dental  and  Oral  Surgery,  Columbia  University 


Our  interest  in  determining  the  various 
section  headings  used  in  the  medical  and 
dental  literature  was  occasioned  by  the 
necessity  of  preparing  appropriate  section 
headings  for  a new  periodical,  the  Journal 
of  Oral  Therapeutics  and  Pharmacology. 
The  results  of  the  survey  performed  to 
satisfy  this  need  were  deemed  to  be  suffi- 
ciently informative,  provocative,  and  use- 
ful, particularly  to  those  concerned  with 
editorial  duties  in  the  field  of  the  scien- 
tific literature,  to  warrant  the  publication  of 
a formal  article  to  report  the  findings.  It 
is  hoped  that  the  ingenuity  displayed  by 
numerous  editors  for  increasing  reader 
interest  and  for  providing  appropriate 
outlets  for  diverse  types  of  communica- 
tions may  be  found  to  be  of  use  by  editors, 
writers,  readers,  and  librarians  alike. 

The  report  of  this  survey,  it  was  felt, 
may  also  serve  as  a handy  reference  for 

* This  study  was  supported  in  part  by  institutional  funds 
from  the  National  Institutes  of  Health,  General  Research 
Support  grant  to  the  School  of  Dental  and  Oral  Surgery, 
Columbia  University,  New  York  City. 

t U.S.  Public  Health  Service  Student  Research  student. 


writers  whose  manuscripts  do  not  readily 
lend  themselves  to  acceptance  as  the  usu- 
ally featured  articles. 

Over  100  English  language  medical  and 
dental  journals,  excluding  district  and  local 
society  bulletins  and  so  on,  were  reviewed. 
The  data  gathered  in  this  survey  were  re- 
stricted primarily  and  more  specifically  to 
those  section  headings  which  provided 
outlets  for  articles,  notes,  case  reports, 
and  so  on  and,  hence,  the  sections  in  which 
district  news  and  activities,  obituaries, 
advertising  content,  and  others  are  cus- 
tomarily included  were  intentionally  de- 
emphasized  or  excluded. 

The  results  of  this  survey  appear  in  the 
accompanying  self-explanatory  tables: 
Table  I is  a collected  list  of  the  pertinent 
section  headings,  with  a letter  designation 
for  each,  together  with  a compilation  of 
those  journals  in  which  the  section  appears. 
Table  II  is  a listing  of  the  journals  which 
were  surveyed,  with  a numerical  designa- 
tion for  each,  together  with  letter  designa- 
tions for  the  pertinent  section  headings 
provided  by  each  journal  (Table  I).  Table 
III  is  a listing  of  additional  novel  and  note- 
worthy section  headings  obtained  from  a 
further  subsequent  search  of  the  literature. 

Parenthetically  it  should  be  noted  that 
it  was  found  that  occasionally  a journal 
will  utilize  a particular  section  heading  in 
one  or  more  issues  but  not  in  all  issues,  thus 
emphasizing  the  utilization  of  a “fringe 
benefit”  article  as  the  occasion  arises. 

In  spite  of  the  fact  that  this  review  is 
admittedly  far  from  being  all-inclusive, 
nevertheless,  the  results  do  provide:  (1) 
a source  for  thought-provoking  ideas  for 
developing  or  stimulating  reader  interest; 
(2)  suggestions  for  appropriate  headings 
under  which  unusual  articles,  correspond- 
ence, and  so  on,  which  might  be  deemed 
acceptable  by  a journal,  might  better  be 
published;  and  (3)  an  over-all  view  of  the 
available  literature  both  as  to  its  depth  and 
scope. 


468  New  York  State  Journal  of  Medicine  / February  1,  1967 


TABLE  I.  Collected  list  of  pertinent  section  headings  with  letter  designation  for  each  together  with  a com- 
pilation of  those  journals  in  which  the  section  appears 


Section 

Desig- 

Section  Headings  nation  Journal  in  Which 
Alphabetical  Letter  Section  Appeared 


Section 

Desig- 

Section  Headings  nation  Journal  in  Which 
Alphabetical  Letter  Section  Appeared 


Advances 

a 

106 

Editorials 

ar 

37,  53,  60,  77,  93, 

Annotations 

b 

113,  130 

99,  104,  111,  112, 

Announcement 

c 

135 

114,  115,  119,  124, 

Annual  Review 

d 

111 

125,  129,  130,  132, 

Apparatus 

e 

140 

133,  147 

Appraisal  and  Re- 

f 

130 

appraisal 

Editorials  and  An- 

as 

116 

Articles 

g 

82,  99,  125 

notations 

Billsbord 

h 

147 

Essay  Review 

at 

104 

Book  Reviews 

i 

33,  49,  12,  13,  23, 

Example  of  Indus- 

au 

104 

70,  86,  99,  120,  122, 

trial  Research 

124,  135,  115 

Experience  and  Rea- 

av 

125 

Book  Section 

j 

146 

son  —Briefly  Re- 

Brief Clinical  and 

k 

144 

corded 

Laboratory  Obser- 

Experimental and 

aw 

130 

vations 

Laboratory  Re- 

Brief Notes 

1 

73 

ports 

Brief  Proposals 

m 

49 

Feature  Article 

ax 

112 

Brief  Reports 

n 

3,  82 

Feature  Photo 

ay 

111 

Case  Records 

o 

132 

Full  Length  Reports 

az 

139 

Case  Reports 

P 

116,  130,  131,  133, 

Fundamentals  of  — 

ba 

130 

140,  145,  147,  148, 

General  Articles 

bb 

106,  133 

150 

Great  Teachers  of 

be 

117 

Categorized  by  an 

q 

100 

the  Past 

Alphabetical  List- 

Health and  Agricul- 

bd 

109 

ing  by  Subjects 

ture 

Clinic-of-the-Month 

r 

126 

Historical  Notes 

be 

145 

Clinical 

s 

140 

In  a Lighter  Vein 

bf 

146 

Cbnical  Communi- 

t 

130 

In  England  Now 

bg 

113 

cations 

Industry  Today 

bh 

136 

Clinical  and  Experi- 

u 

105 

Laboratory  Methods 

bi 

105 

mental 

Laboratory  Proce- 

bj 

114 

Clinical  and  Labora- 

V 

141 

dure 

tory  Notes 

Laboratory  Report 

bk 

123 

Clinical  Note 

w 

106,  114 

Laboratory  Sciences 

bl 

111 

Clinical  Nutrition 

X 

109 

Leading  Articles 

bm 

113,  118 

Clinical  Progress 

y 

129 

Letters 

bn 

99,  114 

Clinical  Reports 

z 

123 

Letters  to  the  Editor 

bo 

1,  2,  6,  33,  43,  47, 

Clinical  Sciences 

aa 

111,  114 

49,  102,  106, 113 

Clinical  Studies 

ab 

131 

Clinicopathological 

ac 

118,  147 

Letters  to  the  Journal 

bp 

116 

Conferences 

Manuscripts 

bq 

98 

Collective  Review 

ad 

148 

Medical  Education 

br 

113 

Comments  and 

ae 

102 

Medical  Intelligence 

bs 

132 

Errata 

Medical  Memoranda 

bt 

118 

Communications 

af 

102,  103,  119,  138 

Medical  News 

bu 

114 

Communications  to 

ag 

5,  8,  104,  120 

Medical  Progress 

bv 

132,  144 

the  Editor 

Meetings 

bw 

99 

Commentary 

ah 

125 

Methods,  Apparatus 

bx 

104 

Complete  Articles 

ai 

123 

and  Technique 

Conference  Reports 

aj 

103 

Middle  Articles 

by 

118 

Conferences 

ak 

113 

Negative  Results 

bz 

146 

Correlation  Confer- 

al 

147 

Neurosurgical  Clas- 

ca 

149 

ences 

sic 

Correspondence 

am 

118,  132,  145 

New  Compounds 

cb 

122 

Council  on  Drugs 

an 

114 

New  Inventions 

cc 

113 

Current  Practice 

ao 

118 

News 

cd 

121 

Current  Topics 

ap 

151 

News  and  Comment 

ce 

99 

Demonstrations 

aq 

138 

News  and  Notice 

cf 

110 

0 continued ) 
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TABLE  I.  Collected  list  of  pertinent  section  headings  with  letter  designation  for  each  together  with  a com- 
pilation of  those  journals  in  which  the  section  appears 


Section 

Desig- 

Section  Headings  nation  Journal  in  Which 
Alphabetical  Letter  Section  Appeared 


Section 

Desig- 

Section  Headings  nation  Journal  in  Which 
Alphabetical  Letter  Section  Appeared 


No  Designations 


eg  4,  7,  10,  14,  15,  16, 
18,  19,  21,  22,  24, 

26,  27,  28,  29,  30, 

31,  32,  34,  35,  38, 

39,  40,  41,  44,  45, 

48,  50,  51,  54,  55, 

56,  58,  59,  61,  62, 

63,  64,  66,  67,  68, 

69,  71,  72,  74,  75, 

76,  78,  79,  80,  81, 

83,  84,  85,  87,  88, 

89,  91,  92,  97 

11,  17,  20,  46,  52, 

57,  65,  73,  90,  93, 

101,  102,  103,  108, 
110,  37,  53,  77,  2,  6, 
43,  47,  49,  12,  13, 
23,  70,  86,  25,  8,  9, 
122,  135,  138,  141, 
143,  144,  145,  148, 
149,  150 


Notes 

ci 

60,  6,  5,  8,  9, : 
102,  109,  119. 

Notes  and  Com- 

cj 

25,  82 

ments 

Notes  and  News 

ck 

151 

Obituary 

cl 

113 

Occasional  Survey 

cm 

113 

Original 

cn 

140 

Original  Articles 

CO 

36,  94,  116, 
132,  133 

Original  Contribu- 

cp 

112,  114,  126 

tions 

Original  Papers 

cq 

117 

Originals 

cr 

5 

Our  Heritage 

cs 

111 

Papers 

ct 

134 

Papers  and  Originals 

cu 

118 

Pediatric  Briefs 

cv 

124 

Practical  Surgical 

cw 

150 

Suggestion 

Preliminary  and 

cx 

139 

Short  Reports 

Preliminary  Com- 

cy 

114,  113,  118 

munications 

Preliminary  Notes 

cz 

17,  42,  101 

Proceedings  of  the 

da 

138 

Society 

Progress  of  Medical 

db 

108 

Science 

Public  Health 

dc 

113 

Questions  and 

dd 

114 

Answers 

Recent  Medical 

de 

146 

Books 

Reconstructive 

df 

128 

Refresher  Article 

dg 

106 

Regular  Depart- 

dh 

111,  128 

ments 

Report  to  the  Editor 

di 

112 

Reports 

dj 

99 

Reports  of  Councils 

dk 

94 

and  Bureaus 

Research  Annota- 

dl 

98 

tions 

Research  Articles 

dm 

119 

Research  Notes 

dn 

135 

Research  Papers 

do 

136 

Review  (s) 

dp 

130,  131,  151 

Reviews  and  Notices 

dq 

117 

of  Books 

Review  Article 

dr 

119 

Scientific  Articles 

ds 

147 

Scientific  Papers 

dt 

150 

Seminar  No.  35 

du 

114 

Short  Communica- 

dv 

11,  52,  65,  100 

tions 

Short  Notices  of 

dw 

117 

Rare  or  Obscure 
Cases 

Short  Papers 

dx 

134 

Short  Reports  and 

dy 

90 

Announcements 

Society  Reports  and 

dz 

104 

Notices 

Special  Articles 

ea 

112,  113,  116,  125. 
132,  147 

Special  Contribu- 

eb 

94,  114 

tions 

Special  Communica- 

ec 

114 

tions 

Special  Features 

ed 

57 

Special  Report 

ee 

94 

Surgical  Research 

ef 

117 

Surgical  Techniques 

eg 

111 

Surveys 

eh 

3 

Symposium 

ei 

131,  136 

Tecnical 

ej 

121 

Technical  Articles 

ek 

119 

Technical  Notes 

el 

136,  141 

Technical  Section 

em 

143 

The  Long  View 

en 

133 

The  Medical  Scene 

eo 

146 

The  Surgeon  at 

ep 

148 

Work 

Through  the  Eyes 

eq 

152 

of  the  Editor 

Viewpoints 

er 

116 

Washington  News 

es 

114 
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TABLE  II.  Listing  of  journals  which  were  surveyed  with  a numerical  designation  for  each  together  with 
letter  designations  (Table  I)  for  pertinent  section  headings  provided  by  each  journal 


Journal 

Journal 

Desig- 

Desig- 

nation 

nation 

Journal 

Number  Section  Included 

Journal 

Number  Section  Included 

Nature  Volume  202 

1 

bo 

Journal  of  Milk  and 

22 

eg 

5/16/64  No.  4933 

Food  Technology 

Current  Science  Vol- 

2 

bo,  ch 

Vol.  27  4/64  No.  4 

ume  33  5/5/64 

Diseases  of  the  Nerv- 

23 

i,  ch 

No.  9 

ous  System  Vol. 

Experientia  Volume 

3 

n,  eh 

25  4/64  No.  4 

20  5/15/64  No.  5 

Journal  of  Neuro- 

24 

eg 

Comparative  Bio- 

4 

eg 

physiology  Vol.  27 

chemistry  and 

4/64  No.  3 

Physiology  Vol- 

Endocrinology  Vol. 

25 

ch,  cj 

ume  12  5/64  No.  1 

74  5/64  No.  5 

Chemical  and  Phar- 

5 

ag,  ci,  cr 

Gut  Vol.  5 4/64  No. 

27 

eg 

maceutical  Bulle- 

2 

tin  Volume  12 

Anatomical  Record 

28 

eg 

4/64  No.  4 

Vol.  148  4/64  No. 

Journal  of  Biochem- 

6 

bo,  ch,  ci 

4 

istry  Volume  55 

Journal  of  Nutrition 

29 

eg 

4/64  No.  4 

Vol.  83  5/64  No.  1 

Biochemistry  Volume 

7 

eg 

Journal  of  Chronic 

30 

eg 

3 5/64  No.  4 

Diseases  Vol.  17 

Journal  of  Physical 

8 

ag,  ch,  ci 

5/64  No.  5 

Chemistry  Volume 

Medical  and  Bio- 

31 

eg 

68  5/64  No.  5 

logical  Illustration 

Journal  of  Organic 

9 

ch,  ci 

Vol.  14  4/64  No.  2 

Chemistry  Volume 

Journal  of  Thoracic 

32 

eg 

29  5/64  No.  5 

and  Cardiovascu- 

Theoretica  Chimica 

10 

eg 

lar  Surgery  Vol.  47 

Acta  Volume  2 

4/64  No.  5 

1964  No.  2 

Annals  of  Allergy 

33 

i,  bo 

Clinics  Chimica  Acta 

11 

ch,  dv 

Vol.  22  4/64  No.  4 

Vol.  9 5/64  No.  5 

International  Ar- 

34 

eg 

Eugenics  Quarterly 

12 

ch,  i 

chives  of  Allergy 

Vol.  11  3/64  No.  1 

and  Applied  Im- 

Enzymologia  Vol.  27 

13 

i,  ch 

munology  Vol.  24 

5/15/64  No.  1 

1964 

Chemotherapia  Vol.  8 

14 

eg 

Annals  of  Surgery 

35 

eg 

1964  No.  1 

Vol.  159  5/64  No. 

Pathologia  Veter- 

15 

eg 

5 

inaria  Vol.  1 1964 

Archives  of  Surgery 

36 

CO 

No.  1 

Vol.  88  5/64  No.  5 

Annals  of  Tropical 

16 

eg 

Industrial  Medicine 

37 

ar,  ch 

Medicine  and 

and  Surgery  Vol. 

Parasitology  Vol. 

33  5/64  No.  5 

58  3/64  No.  1 

Journal  of  Clinical 

38 

eg 

Experimental  Cell 

17 

ch,  cz 

Investigation  Vol. 

Research  Vol.  34 

43  5/64  No.  5 

3/64  No.  1 

American  Journal  of 

39 

eg 

Proceedings  of  the 

18 

eg 

Gastroenterology 

Society  for  Expert- 

Vol.  41  5/64  No.  5 

mental  Biology  and 

Biochemical  and  Bio- 

40 

eg 

Medicine  Vol.  115 

physical  Research 

4/64  No.  4 

Communications 

Physiological  Re- 

19 

eg 

Vol.  15  5/64  No.  6 

views  Vol.  44  4/64, 

Transactions  of  the 

41 

eg 

No.  2 

Faraday  Society 

Applied  Microbiology 

20 

ch,  ci 

Vol.  60  3/64  No. 

Vol.  12  5/64  No.  3 

495 

Genetic  Psychology 

21 

eg 

Journal  of  Neuro- 

42 

CZ 

Monographs  Vol. 

chemistry  Vol.  II 

69  5/64  No.  2 

3/64  No.  3 

( continued ) 
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TABLE  II.  Listing  of  journals  which  were  surveyed  with  a numerical  designation  for  each  together  with 
letter  designations  (Table  I)  for  pertinent  section  headings  provided  by  each  journal 


Journal 

Desig- 

nation 

Journal  Number  Section  Included 


Journal  of  Histo - 

43 

bo,  ch 

chemistry  and 
Cytochemistry  Vol. 
12  3/64  No.  3 
The  American  Jour- 

44 

eg 

nal  of  Pathology 
Vol.  44  5/64  No.  5 
Journal  of  Immunol- 

45 

eg 

ogy  Vol.  92  4/64  No.  4 
Bulletin  of  the  World 

46 

ch,  ci 

Health  Organiza- 
tion Vol.  30  1964 
No.  1 

Journal  of  Molecular 

47 

bo,  ch 

Biology  Vol.  8 
4/64  No.  4 
Genetics  Vol.  49  5/64 

48 

eg 

No.  5 

Perspectives  in  Biolo- 

49 

i,  bo,  ch 

gy  and  Medicine  Vol. 
7 Spring  ’64  No.  3 
Archives  of  Pathology 

50 

eg 

Vol.  77  5/64  No.  5 
Journal  of  the  Science 

51 

eg 

of  Food  and  Agri- 
culture Vol.  15 
4/64  No.  4 
Journal  of  Endo- 

52 

ch,  dv 

crinology  Vol.  29 
4/64  No.  1 

Military  Medicine  Vol. 

53 

ar,  ch 

129  5/64  No.  5 
American  Journal  of 

54 

eg 

Diseases  of  Chil- 
drenV ol.  107  5/64 
No.  5 

Obstetrics  and  Gyne- 

55 

eg 

cology  Vol.  23  5/64 
No.  5 

The  Laryngoscope 

56 

eg 

Vol.  74  4/64  No.  4 
GP  Vol.  29  5/64  No. 

57 

ch,  ed 

o 

Journal  of  Nuclear 

58 

eg 

Medicine  Vol.  5 
4/64  No.  4 
Archives  of  Neurol- 

59 

eg 

ogy  Vol.  10  5/64 
No.  5 

The  American  Re- 

60 

ar,  ci 

view  of  Respiratory 
Diseases  Vol.  89 
5/64  No.  5 
Archives  of  Internal 

61 

eg 

Medicine  Vol.  113 
5/64  No.  5 
Archives  of  Derma- 

62 

eg 

tology  Vol.  89 
5/64  No.  5 


Journal 

Desig- 

nation 

Journal  Number  Section  Included 


Annual  Review  of 
Medicine  Vol.  15 
1964 

63 

eg 

Scientific  American 
Vol.  210  5/64  No. 

64 

eg 

Biochemical  Pharma- 
cology 3/64 

65 

ch,  dv 

Tetrahedron  Vol.  20 
5/64  No.  5 

66 

eg 

Journal  of  Molecular 
Spectroscopy  Vol. 
12  4/64  No.  4 

67 

eg 

Clinical  Chemistry 
Vol.  10  5/64  No.  5 

68 

eg 

Journal  of  Infectious 
Diseases  Vol.  114 
4/64  No.  2 

69 

eg 

Canadian  Journal  of 
Genetics  and  Cy- 
tology Vol.  6 3/64 
No.  1 

70 

i,  ch 

Cytologia  Vol.  28 
12/63  No.  4 

71 

eg 

Biological  Bulletin 
Vol.  126  4/64  No. 

72 

eg 

Journal  of  Cell  Bi- 
ology Vol.  21  4/64 
No.' 7 

73 

1,  ch 

Journal  of  the  Ameri- 
can Pharmaceuti- 
cal Assoc.  Vol. 
NS4  5/64  No.  5 

74 

eg 

The  New  Phytologist 
Vol.  63  3/64  No.  1 

75 

eg 

Journal  of  General 
Microbiology  Vol. 
34  1/64  No.  1 

76 

eg  • 

The  American  Jour- 
nal of  Roentgen- 
ology, Radium 
Therapy,  and  Nu- 
clear Medicine 
Vol.  91  5/64  No.  5 

77 

ar,  ch 

The  Journal  of  Soil 
Science  Vol.  15 
3/64  No.  1 

78 

eg 

Laboratory  Investiga- 
tion Vol.  13  4/64 
No.  4 

79 

eg 

American  Journal  of 
Hospital  Phar- 
macy Vol.  21  4/64 
No.  4 

80 

eg 

Journal  of  Neuro- 

81 

eg 

psychiatry  Vol.  5 
3,4/64  No.  4 
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82 

g,  n,  cj 

Chemistry  and  In- 
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dz 

Vol.  28  4/64  No.  2 

No.  20 

Experimental  and 

83 

eg 

Journal  of  Labora- 

105 

u,  bi 

Molecular  Path- 

tory and  Clinical 

ology  Vol.  3 4/64 

Medicine  Vol.  63 

No.  2 

5/64  No.  5 

Archives  of  Disease 

84 

eg 

Veterinary  Record 

106 

a,  w,  bb,  bo,  dg 

in  Childhood  Vol. 

Vol.  76  5/9/64  No. 

39  4/64  No.  204 

19 

Circulation  Research 

85 

eg 

Annals  of  the  New 

107 

Vol.  14  5/64  No.  5 

York  Academy  of 

Journal  of  Nervous 

86 

i,  ch 

Sciences  Vol.  Ill 

and  Mental  Dis- 

4/24/64 Article  2 

ease  Vol.  138  4/64 

American  Journal  of 

108 

ch,  db 

No.  4 

the  Medical 

Neurology  Vol.  14 

87 

eg 

Sciences  Vol.  247 

5/64  No.  5 

5/64  No.  5 

Angiology  Vol.  15 

88 

eg 

Nutrition  Reviews 

109 

x,  bd,  ci 

4/64  No.  4 

Vol.  22  5/64  No.  5 

Bulletin  of  the  Johns 

89 

eg 

Journal  of  The 

110 

df,  ch 

Hopkins  Hospital 

American  Geriat- 

Vol. 114  4/64  No. 

rics  Society  Vol. 

4 

12  5/64  No.  5 

Public  Health  Re- 

90 

ch,  dy 

Archives  of  Ophthal- 

111 

d,  aa,  ar,  ay,  bl. 

ports  Vol.  79  4/64 

mology  Vol.  71 

cs,  dh,  eg 

No.  4 

5/64  No.  5 

Postgraduate  Medical 

91 

eg 

Diabetes  Vol.  13 

112 

ar,  ax,  cp,  di,  ea 

Journal  Vol.  40 

3,4/64  No.  2 

5/64  No.  463 

The  Lancet  Vol.  I 

113 

b,  ak,  bg,  bm,  bo, 

Journal  of  Tropical 

92 

eg 

5/16/64 

br,  cc,  cl,  cm, 

Medicine  and  Hy- 

cy, de,  ea 

giene  Vol.  67  5/64 

Journal  of  the  Ameri- 

114 

w,  aa,  an,  ar,  bj, 

No.  4 

can  Medical  As- 

bn, bu,  cp,  cy, 

American  Journal  of 

93 

ar,  ch 

sociation  Vol.  188 

dd,  du,  eb,  ec, 

Orthodontics  Vol. 

5/18/64  No.  7 

es 

150  5/64  No.  5 

The  Journal- Lancet 

115 

i,  ar 

Journal  of  the  Ameri- 

94 

co,  dk,  eb 

Vol.  84  5/64  No.  5 

can  Dental  Associa- 

Canadian Medical 

116 

p,  as,  bp,  ea,  er 

tion  Vol.  68  5/64 

Association  Jour- 

No. 5 

nal  Vol.  90  5/9/64 

Journal  of  Periodon- 

97 

eg 

No.  19 

tology  Vol.  35 

British  Journal  of 

117 

be,  cq,  dq,  dw,  ef 

3,4/64  No.  2 

Surgery  Vol.  51 

Journal  of  Dental 

98 

bq,  dl 

5/64  No.  5 

118 

Research  Vol.  43 

British  Medical 

ac,  am,  bm,  bt, 

3,4/64  No.  2 

Journal  5/9/64 

by,  cu, cy 

Science  Vol.  144 
5/15/64  No.  3620 

99 

g,  i,  ar,  bn,  bw, 
ce,  dj 

No.  5392 

Journal  of  Pharma- 
ceutical Sciences 

119 

af,  ar,  ci,  dm,  dr, 
ek 

Dissertation  Ab- 

100 

q,  dv 

Vol.  53  5/64  No.  5 

stracts  Vol.  24  4/64 
No.  10 

Journal  of  the  Ameri- 

120 

i,  ag 

can  Chemical  So- 

Biochimica Et  Bio- 

101 

ch 

ciety 

physica  Acta  Vol. 

Journal  of  the  Ameri- 

121 

cd,  ej 

80  4/27/64  No.  4 

can  Oil  Chemistry 

Journal  of  Chemical 

102 

ae,  af,  bo,  ch,  ci 

Society  Vol.  41 

Physics  Vol.  40 

5/64  No.  5 

5/1/64  No.  9 

Journal  of  Medicinal 

122 

i,  cb,  ch,  ci 

Angewandte  Chemie 

103 

af,  aj,  ch 

Chemistry  Vol.  7 

Vol.  3 4/64  No.  4 

5/64  No.  3 
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123 
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Journal  of  Investiga- 

139 

az 

Research  Vol.  6 

tive  Dermatology 
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Vol.  42  4/64  No.  4 

Clinical  Pediatrics 

124 

i,  ar,  cv 

British  Journal  of 

140 

e,  p,  s,  cn 

Vol.  3 5/64  No.  5 

Anaesthesia  Vol. 

Pediatrics  Vol.  33 

125 
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5/64  No.  5 Part  1 

The  EEC  Journal — 

141 

v,  ch,  el 
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126 
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Electroencephalog- 

Throat  Monthly 

raphy  and  Clinical 

Vol.  43  5/64  No.  5 

Neurophysiology 

Oral  Surgery,  Oral 

127 

Vol.  16  5/46  No.  5 

Medicine  and  Oral 

Bulletin  of  the  New 

142 

Pathology  Vol.  17 

York  Academy  of 

5/64  No.  5 

Medicine  Vol.  40 

Archives  of  Otolaryn- 

128 

df,  dh 

5/64  No.  5 

gology  Vol.  79  5/64 

American  Journal  of 

143 

ch,  em,  en 

No.  5 

Clinical  Pathology 

Circulation  Vol.  29 

129 

y,  ar,  co 

Vol.  41  4/64  No.  4 

5/64  No.  5 

Journal  of  Pediatrics 

144 

k,  bv,  ch 

American  Heart 

130 

b,  f,  p,  t,  ar,  aw, 

Vol.  64  5/64  No.  5 

Journal  Vol.  67 

dp 

American  Journal  of 

145 

p,  am,  be,  ch 

5/64  No.  5 

Psychiatry  Vol. 

American  Journal  of 

131 

p,  ab,  dp,  ei 

120  5/64  No.  11 

Cardiology  Vol.  13 

Journal  of  the  Ameri- 

146 

j,  bf,  bz,  de,  eo 

5/64  No.  5 

can  Medical  As- 

New  England  Jour- 

132 

o,  am,  ar,  bs,  bv. 

sociation  Vol.  188 

nal  of  Medicine 

co,  ea 

4/20/64  No.  3 

Vol.  270  5/14/64 

New  York  State 

147 

h,  p,  ac,  al,  ar,  ds 

No.  20 

Journal  of  Medi- 

ea 

Archives  of  Environ- 

133 

p,  ar,  bb,  co,  en 

cine  Vol.  64  5/1/64 

mental  Health  Vol. 

No.  9—5/15/64 

8 5/64  No.  5 

No.  10 

The  Analyst  Vol.  89 

134 

ct,  dx 

Surgery,  Gynecology 

148 

p,  ad,  ch,  ep 

4/64  No.  1057 

and  Obstetrics  Vol. 

Journal  of  Parasi- 

135 

c,  i,  ch,  dn 

118  5/64  No.  5 

tology  Vol.  50  4/64 

Journal  of  Neuro- 

149 

ca,  ch 

No.  2 

surgery  Vol.  21 

Journal  of  Dairy 

136 

bh,  de,  ei,  el 

3/64  No.  3 

Science  Vol.  47 

American  Journal  of 

150 

p,  ch,  cw,  dt 

4/64  No.  4 

Surgery  Vol.  107 

Journal  of  the  Ameri- 

137 

5/64  No.  5 

can  Veterinary 

Journal  of  Scientific 

151 

ap,  ck,  dp 

Medical  Associa- 

and  Industrial  Re- 

tion  Vol.  144 

search  Vol.  23  3/64 

5/1/64  No.  9 

No.  3 

Journal  of  Physi- 

138 

af,  ch,  da 

Journal  of  Prosthetic 

152 

eq 

ology  Vol.  170 

Dentistry  Vol.  14 

3/64  No.  2 

3,4/64  No.  2 
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Investigative  Surgery 

Case  Studies 

Laboratory  of  the  Month 
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Clinical  Trial 

News  Section 

Current  Events 
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Editorial  Review 

Ordinary  Articles 

Editors  Column 

Progress  Reports 

Features 
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Society  Proceedings 
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Supplementary  Reports 

General  Topics 

Very  Original  Article 
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BILLSBORD 


Serenadings  by  a “Camp  Cat”  (Fourth  Day:  New  Generation,  Old  Problem) 


On  finally  arriving  at  the  camp  living  room 
this  morning,  I found  Ole  Doc  engrossed  in  a 
double-crostic  puzzle,  and  all  attempts  at  con- 
versation were  met  by  a querulous  grunt  which 
could  be  freely  translated  as  “drop  dead.” 
Rebuffed  and  left  to  my  own  devices  I began 
to  read  Rossiter’s  1788  The  Grand  Convention 
and  soon  was  irrevocably  lost  in  the  attempt, 
along  with  Madison,  Wilson,  Morris,  and  their 
colleagues  to  draft  a constitution  which  while 
preserving  the  ideals  of  the  revolution  would 
correct  the  glaring  faults  of  the  Articles  of  Con- 
federation. But  this  was  not  all;  the  document 
must  also  satisfy  the  sectional  interests  of  the 
New  England,  the  Middle,  and  the  Southern 
states;  appease  the  demands  of  the  large 
commonwealths  for  greater  representation; 
and  yet  quell  the  fears  of  the  smaller  states. 
As  if  this  were  not  enough,  the  convention  must 
evolve  a constitution  capable  of  finding  public 
approval  which  meant  it  must  be  acceptable  to 
such  diverse  groups  as  the  small  farm  owner, 
the  plantation  aristocrat,  the  landholding  specu- 
lator, the  rugged  frontiersman,  the  disgruntled 
veteran,  the  prosperous  shipping  industrialist, 
and  the  emerging  manufacturer.  The  arena 
for  this  momentous  struggle  was  Philadelphia 
where  the  representatives  from  twelve  of  the 
thirteen  states  meeting  in  secret  conclave  under 
the  stern  and  exacting  gaze  of  a presiding  Wash- 
ington and  the  benign  kibitzing  of  a senile 
but  still  wise  Franklin  pounded  out  a charter 
destined  to  convert  thirteen  separate  common- 
wealths into  a single  unified  nation. 

So  our  fourth  day  passed  uneventfully  and 
quietly  until  the  hunters  returned  at  twilight. 
There  was  the  usual  aimless  drinking  and  talk- 
ing before  dinner;  but  after  the  meal,  the  group 
suddenly  became  embroiled  in  a discussion  of  the 
younger  generation  and  its  problems.  In  all 
honesty,  one  could  not  describe  it  as  a reasoned 
and  thoughtful  interchange  nor  dignify  it  as  an 
argument.  Rather  was  it  a mixture  of  individual, 
isolated  arbitrary  declarations,  all  delivered  with 
an  air  of  heated  conviction  and  in  such  positive 
fashion  as  to  preclude  any  understanding  or 
appreciation  of  each  other’s  points  of  view. 
Rapidly  losing  interest  in  life  on  this  archipelago 
of  fixed  ideas,  I started  to  withdraw,  planning 
to  find  a quiet  corner  and  return  to  Philadelphia 
and  the  eighteenth  century,  when  I noted  a 
speculative  look  in  Ole  Doc’s  eyes;  and  so  I 
settled  back  in  my  chair,  checked  my  hidden 
recorder,  and  awaited  the  impending  monologue. 
He  cannily  bided  his  time  until  the  group, 
wearied  and  bored  by  repetitious  pronounce- 


ments of  their  original  statements,  fell  silent 
and  allowed  him  to  seize  the  center  of  the  stage. 

“The  glaring  difficulty  in  a discussion  such  as 
this  one  lies  in  the  fact  that  while  there  is  a 
certain  degree  of  validity  and  an  element  of 
truth  in  each  of  your  points  of  view,  all  of 
them  ignore  the  basic  problem  which  confronts 
us  all  and  particularly  those  you  designate  as 
the  younger  generation. 

“Now,  true  it  is,  we  do  leave  them  a world 
divided  into  two  armed  camps,  each  possessing 
the  ultimate  weapon  capable  of  annihilating 
not  only  an  enemy  but  also  of  extinguishing 
every  living  organism  on  this  planet  we  call 
Earth.  The  experts  tell  us  there  is  no  defense 
possible  to  counterattack  its  effects  and  further- 
more there  never  will  be  such  defense.  (Par- 
enthetically I do  not  accept  this  latter  pessimistic 
premise,  for  too  often  I have  heard  experts 
predict  inevitable  disaster  which  never  mate- 
rialized; and  if  there  is  one  thing  I have  learned 
from  life,  it  is  never  to  say  never  and  to  pay  no 
attention  when  someone  else  says  it.) 

“True  it  is,  we  leave  a world  where  the 
have-nots,  be  they  nation,  ethnic  group,  or 
individual,  are  all  violently  demanding  what 
they  consider  their  rightful  inheritance. 

“True  it  is,  we  leave  a world  where,  if  the 
population  continues  to  increase  at  the  present 
rate,  man  must  learn  to  live  on  a land  area  the 
size  of  a postage  stamp. 

“True  it  is  we  leave  a society  dedicated  not 
only  to  the  survival  of  the  unfit  but  also  to  their 
protection  and  propagation. 

“But  it  is  also  true  that  every  new  generation 
from  the  beginning  of  recorded  history  has 
faced  serious  and  portentous  problems.  Now 
it  may  be  that  retrospective  consideration  sug- 
gests the  difficulties  confronting  previous  gen- 
erations were  not  as  horrendous  as  those  now; 
but  remember  comparison  by  hindsight  is 
always  fallacious.  The  fact  is  they  seemed  just 
as  threatening  at  the  time. 

“It  is  also  true  that  some  of  our  present 
younger  generation,  affrighted  by  the  gloomy 
prospect  facing  them,  have  turned  their  backs 
and  fled  from  their  responsibilities;  but  this 
is  not  a phenomenon  peculiar  to  the  present, 
and  whether  they  are  labeled  beatnik,  hobo, 
hermit,  cynic,  or  schizophrenic  makes  little 
difference.  The  gross  error  we  make  is  when, 
by  a process  of  generalization,  we  stigmatize 
an  entire  generation  by  the  character  of  its 
misfits. 

“There  is  a fundamental  truth  behind  all 
these  observations  which  this  discussion  has 
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missed  and  that  is  this:  In  essence  the  problems 
facing  this  generation  are  the  same  faced  by 
every  past  generation,  namely,  war,  prejudice 
in  all  its  varied  forms,  and  man’s  inhumanity 
to  man.  Surely,  it  must  be  obvious  that  our 
chief  concern  and  prime  interest  is  neither  weap- 
ons nor  their  lethal  potential  but  rather  the 
ugly  fact  of  war  itself;  not  the  type  of  prej- 
udice, whether  racial,  religious,  color,  or 
alien  origin,  but  the  human  reaction  that  breeds 
and  fosters  injustice  to  a fellow  man. 

“Just  stop  for  the  moment  and  consider 
history;  it  is  nothing  but  a record  of  war  suc- 
ceeding war,  interspersed  with  orgies  of  violence 
against  some  minority  group.  Oh,  granted, 
there  are  also  records  of  attempts  to  abolish 
war  by  treaty,  by  alliances  for  defense,  by  dis- 
armament, by  international  organizations,  and 
by  international  agreements,  but  all  have 
failed.  This  simple  fact  should  be  clear  to  all: 
War  will  never  be  eliminated  from  the  top  and 
prejudice  never  eradicated  by  legislation.  The 
cure  lies  at  the  grass-roots  level  in  man’s 
relationship  to  man;  in  gaining  understanding  of 
man  and  of  the  enigma  of  human  nature;  in 
learning  the  whys  and  wherefores  of  human 
behavior;  and  finally  in  finding  the  secret  en- 
abling the  individual  man  to  get  along  with  and 
understand  another  individual  man:  not  love 

him — this  would  be  expecting  too  much — just 
get  along  with  him  without  suspicion,  fear,  or 
hostility. 

“Over  the  centuries  there  have  been  a com- 
paratively few  philosophic  thinkers  who  have 
somewhat  fatuously  suggested  that  man  has 
conquered  every  obstacle  but  man  himself,  but 
there  has  never  been  an  organized  continuous 
research  and  study  of  man,  his  nature,  and  re- 
actions. Some  individual  investigators  have 
done  some  work  on  the  problem  and  shed  some 
light  on  the  situation,  but  they  have  hardly 
scratched  the  surface;  the  facts  we  know  are 
pitifully  few,  and  those  we  don’t  know  so  many 
as  to  be  frightening. 

“Organized  research,  both  individual  and 
group,  over  many  generations  and  from  multiple 


Birth  defects 

At  least  250,000  babies  are  born  with  signifi- 
cant defects  each  year  in  the  United  States, 
according  to  a recently  published  pamphlet  by 
the  National  Foundation.  This  comes  to  700  a 
day,  or  one  every  two  minutes. 

Birth  defects  are  the  nation’s  second  greatest 
destroyer  of  life,  after  heart  disease.  They 
claim  560,000  lives  each  year,  60,000  children 
and  adults  plus  an  estimated  500,000  babies  who 
die  before  birth  as  a result  of  defects. 

By  conservative  estimate,  some  15  million 
Americans  have  one  or  more  birth  defects  which 


sources — university,  private  laboratory,  govern- 
ment, and  corporation — has  plumbed  the  mys- 
tery of  the  natural  laws  of  the  universe  in 
which  we  live  and  through  this  knowledge  has 
harnessed  the  energy  of  long-buried  deposits  of 
coal  and  oil,  of  our  rushing  rivers,  and  that  re- 
leased by  atomic  fission.  Conversely  our  lack 
of  research  and  our  ignorance  of  how  it  can  be 
done  prevents  us  from  harnessing  human 
energy  and  channeling  it  into  constructive 
efforts  rather  than  destructive.  Research  and 
knowledge  have  enabled  us  to  eradicate  such 
pestilences  as  the  plague  and  typhus  fever  and 
to  protect  our  children  from  dread  diseases 
such  as  diphtheria,  lockjaw,  and  smallpox; 
but  we  know  no  way  to  protect  them  from  the 
blandishments  of  a demagogue,  no  way  of 
inoculating  them  against  succumbing  to  the 
influence  of  the  spewers  of  hate  and  prejudice  of 
to  the  heady  and  self-benumbing  disease  of 
belief  in  the  superiority  of  one  person  over 
another  because  of  ancestry,  skin  color,  or  what- 
have-you. 

“I  happen  to  believe  that  every  generation 
has  the  same  potential  as  any  other  gener- 
ation past,  present,  or  future.  This  means 
that  in  every  generation  there  is  a potential 
Shakespeare,  Einstein,  Osier,  Pasteur,  or 
Bacon  and,  of  course,  a Nero,  Hitler,  or 
Jack  the  Ripper.  Some  of  them  may  be  stifled 
in  the  womb,  some  die  of  disease,  some  of  ac- 
cident, and  some  are  sacrificed  to  war;  but  the 
great  majority  never  encounter  the  fortuitous 
environmental  circumstances  that  would  foster 
their  development.  When  one  does  blossom 
this  happens  only  through  an  accident  similar 
to  a monkey  writing  Romeo  and  Juliet.  The 
tragic  part  of  the  situation  is  that  we  lack  the 
know-how  to  recognize  and  identify  this  latent 
potential.  Even  more  tragic  is  the  fact  that 
even  if  we  could  make  such  identification  we 
have  no  knowledge  as  to  how  it  can  be  developed. 
But  the  most  tragic  part  of  the  situation  is  that 
we  are  making  little  or  no  effort  to  find  the 
answers  to  either  problem.” 

WRC 


affect  their  daily  lives.  About  1,375,000  are 
preschool  children.  Only  accidents  cripple 
more  children  than  do  birth  defects.  More 
children  are  also  hospitalized  for  birth  defects 
than  for  all  other  infectious  diseases  combined. 
At  least  half  of  all  mental  retardation  is  caused 
by  defective  prenatal  development,  and  nearly 
3 million  persons  in  the  U.S.  are  mentally  re- 
tarded because  of  birth  defects. 

The  toll  in  anguish  to  parents,  in  medical  bills 
to  families,  and  in  costs  to  society  for  support  of 
institutional  care  is  incalculable.  Preschool 
children  with  birth  defects,  for  example,  spend 
about  6 million  days  in  hospitals  each  year,  at  a 
cost  of  over  $180  million. 
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Necrology 


Horace  Ernest  Ayers,  M.D.,  of  New  York 
City,  died  on  December  30,  1966,  at  the  age  of 
eighty-eight.  Dr.  Ayers  graduated  in  1909 
from  New  York  Homeopathic  Medical  College 
and  Flower  Hospital  and  in  1912  from  Ford- 
ham  University  School  of  Medicine.  He  was  a 
consulting  surgeon  at  Richmond  Memorial 
Hospital.  A past  president  of  the  Society  of 
Medical  Jurisprudence,  in  1965  he  was  voted  the 
West  Side  Young  Men’s  Christian  Association’s 
man  of  the  year.  He  was  professor  emeritus 
of  obstetrics  and  gynecology  at  New  York  Medi- 
cal College  and  Flower  and  Fifth  Avenue  Hos- 
pitals and  had  designed  the  Ayers  Obstetrical 
Manikin  which  is  used  in  teaching  obstetrics. 
Dr.  Ayers  was  a Diplomate  of  the  American 
Board  of  Obstetrics  and  Gynecology,  a Fellow 
of  the  American  College  of  Surgeons,  a Fellow 
of  the  International  College  of  Surgeons,  and  a 
member  of  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

E.  Dean  Babbage,  M.D.,  of  Buffalo,  died  on 
December  15,  1966,  at  the  age  of  sixty-two. 
Dr.  Babbage  graduated  in  1930  from  the  Uni- 
versity of  Buffalo  School  of  Medicine.  He  was 
chairman  of  anesthesiology  at  Millard  Fillmore 
Hospital,  an  attending  anesthesiologist  at  Ed- 
ward J.  Meyer  Memorial  Hospital,  and  a con- 
sulting anesthesiologist  at  Veterans  Adminis- 
tration and  Brooks  Memorial  (Dunkirk)  Hos- 
pitals. At  the  time  of  his  death  he  was  speaker 
of  the  House  of  Delegates  of  the  Medical  So- 
ciety of  the  State  of  New  York,  having  served 
previously  as  vice-speaker,  and  was  a delegate 
from  the  State  Society  to  the  American  Medical 
Association’s  House  of  Delegates.  Other  posi- 
tions he  had  held  were  vice-president  and  presi- 
dent of  the  Erie  County  Medical  Society.  Dr. 
Babbage  was  a Diplomate  of  the  American  Board 
of  Anesthesiology,  a Fellow  of  the  American 
College  of  Anesthesiologists  and  a member  of  the 
American  Society  of  Anesthesiologists,  Inc.,  the 
Buffalo  Academy  of  Medicine,  the  Erie  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Walter  Andrew  Bell,  M.D.,  of  Mount  Vernon, 
died  on  October  26,  1966,  at  the  age  of  seventy. 
Dr.  Bell  graduated  in  1921  from  Johns  Hopkins 
University  School  of  Medicine.  He  was  an  at- 
tending pediatrician  at  Mount  Vernon  Hos- 
pital. 

Wilfred  Reginald  Brewer,  M.D.,  of  New  York 
City,  died  on  November  22,  1966,  at  the  age  of 


sixty-six.  Dr.  Brewer  graduated  in  1935  from 
the  University  of  Edinburgh  Faculty  of  Medi- 
cine. 

Joseph  Paul  Caronna,  M.D.,  of  New  York 
City,  died  on  November  1,  1966,  at  the  age 
of  fifty-eight.  Dr.  Caronna  graduated  in 
1932  from  University  and  Bellevue  Hospital 
Medical  College.  He  was  an  attending  phy- 
sician at  Columbus  Hospital.  Dr.  Caronna 
was  a member  of  the  American  Geriatrics 
Society,  the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Alfred  B.  Cassasa,  M.D.,  of  New  York  City, 
died  on  October  26,  1966,  at  the  age  of  seventy- 
one.  Dr.  Cassasa  graduated  in  1920  from  Co- 
lumbia University  College  of  Physicians  and 
Surgeons.  He  was  a member  of  the  New  York 
County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Alfred  Hull  Clark,  M.D.,  of  Buffalo,  died  on 
October  31,  1966,  at  Millard  Fillmore  Hospital 
at  the  age  of  ninety-one.  Dr.  Clark  graduated 
in  1903  from  Johns  Hopkins  University  School 
of  Medicine.  He  was  a consulting  surgeon  at 
Millard  Fillmore  Hospital  where  he  had  served 
as  chief  of  surgery  from  1938  to  1945.  Dr. 
Clark  was  a Fellow  of  the  American  College  of 
Surgeons  and  a member  of  the  Buffalo  Academy 
of  Medicine,  the  Erie  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Abraham  Hyman,  M.D.,  of  New  York  City, 
died  on  December  22,  1966,  at  the  age  of  eighty- 
three.  Dr.  Hyman  graduated  in  1905  from 
Columbia  University  College  of  Physicians  and 
Surgeons.  He  was  a consultant  and  director 
emeritus  in  urology  at  Beth  Israel  Hospital  and 
a consulting  urologist  at  The  Mount  Sinai 
Hospital,  Maimonides  Hospital  of  Brooklyn, 
and  Bronx-Lebanon  Hospital  Medical  Center. 
Dr.  Hyman  was  a Diplomate  of  the  American 
Board  of  Urology,  a Fellow  of  the  American 
College  of  Surgeons,  and  a member  of  the  Ameri- 
can Urological  Association,  the  New  York  Acad- 
emy of  Medicine,  the  New  York  Surgical  So- 
ciety, the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Richard  Monroe  Hyman,  M.D.,  of  New  York 
City,  died  on  January  1 at  the  age  of  fifty-one. 
Dr.  Hyman  graduated  in  1941  from  New  York 
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University  Medical  College.  He  was  an  at- 
tending urologist  at  French  and  Morrisania  City 
Hospitals  and  an  associate  attending  urologist 
at  New  York  Polyclinic  Hospital.  Dr.  Hyman 
was  a Diplomate  of  the  American  Board  of 
Urology,  a Diplomate  of  the  American  Board  of 
Surgery,  a Fellow  of  the  American  College  of 
Surgeons,  and  a member  of  the  American  Acad- 
emy of  Compensation  Medicine,  Inc.,  the  Ameri- 
can Urological  Association,  the  Industrial  Medi- 
cal Association,  the  Pan-American  Medical  As- 
sociation, the  New  York  Academy  of  Medicine, 
the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Felix  Isserlis,  M.D.,  of  The  Bronx,  died  on 
November  21,  1966,  at  the  age  of  eighty-two. 
Dr.  Isserlis  received  his  medical  degree  from  the 
University  of  Vienna  in  1926.  He  was  a member 
of  the  Bronx  County  Medical  Society,  the  Med- 
ical Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Joseph  Mason  Krimsley,  M.D.,  of  New  York 
City,  died  on  November  29,  1966,  at  the  age  of 
fifty-seven.  Dr.  Krimsley  graduated  in  1932 
from  University  and  Bellevue  Hospital  Medical 
College.  He  was  a Diplomate  of  the  American 
Board  of  Psychiatry  and  Neurology  (Psy- 
chiatry) and  a member  of  the  American  Psy- 
choanalytic Association,  the  American  Psy- 
chiatric Association,  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Joseph  Francis  La  Sala,  M.D.,  of  The  Bronx, 
died  on  November  3,  1966,  at  the  age  of 
seventy-seven.  Dr.  La  Sala  graduated  in 
1915  from  New  York  Homeopathic  Medical 
College  and  Flower  Hospital.  He  was  a con- 
sulting otolaryngologist  at  Morrisania  City 
Hospital  and  Bronx  Eye  and  Ear  Infirmary.  Dr. 
La  Sala  was  a Diplomate  of  the  American  Board 
of  Otolaryngology  and  a member  of  the  Bronx 
County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Kopel  London,  M.D.,  of  New  York  City,  died 
on  November  28,  1966,  at  the  age  of  seventy- 
two.  Dr.  London  graduated  in  1917  from  Long 
Island  College  Hospital. 

Irving  Matusoff,  M.D.,  of  Brooklyn,  died  on 
December  8,  1966,  at  the  age  of  seventy.  Dr. 
Matusoff  graduated  in  1918  from  University 
and  Bellevue  Hospital  Medical  College.  He  was 
an  associate  attending  pediatrician  at  Jewish 
Hospital  of  Brooklyn.  Dr.  Matusoff  was  a 
Diplomate  of  the  American  Board  of  Pediatrics 
and  a member  of  the  American  Academy  of 
Pediatrics,  the  Medical  Society  of  the  County 
of  Kings,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 


James  Meer,  M.D.,  of  New  York  City,  died 
on  October  28,  1966,  at  the  age  of  seventy-two. 
Dr.  Meer  received  his  medical  degree  from  the 
University  of  Vienna  in  1926.  He  was  a mem- 
ber of  the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Charles  Stern  Miller,  M.D.,  of  Flushing,  died 
on  December  3,  1966,  at  the  age  of  sixty-eight. 
Dr.  Miller  graduated  in  1922  from  Cornell  Uni- 
versity Medical  College.  He  was  a consulting 
dermatologist  at  Flushing  Hospital  and  Dis- 
pensary and  at  Queens  Hospital  Center.  Dr. 
Miller  was  a Diplomate  of  the  American  Board 
of  Dermatology,  Inc.,  and  a member  of  the 
American  Academy  of  Dermatology,  the  Society 
for  Investigative  Dermatology,  the  New  York 
Academy  of  Medicine,  the  Medical  Society  of 
the  County  of  Queens,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American 
Medical  Association. 

Zena  Stanley  Schulman,  M.D.,  of  New  York 
City,  died  on  October  16,  1966,  at  the  age  of 
forty-four.  Dr.  Schulman  graduated  in  1944 
from  the  University  of  London  Faculty  of 
Medicine.  She  was  a member  of  the  New  York 
County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Hans  Senator,  M.D.,  of  Forest  Hills,  died  on 
October  28,  1966,  at  the  age  of  sixty-five.  Dr. 
Senator  received  his  medical  degree  from  the 
University  of  Berlin  in  1924.  He  was  a clinical 
assistant  attending  physician  at  St.  John’s 
Queens  Hospital.  Dr.  Senator  was  a member  of 
the  Medical  Society  of  the  County  of  Queens, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Vincent  Michael  Shields,  M.D.,  of  Brooklyn, 
died  on  November  11,  1966,  at  the  age  of  sixty- 
one.  Dr.  Shields  graduated  in  1931  from  Uni- 
versity and  Bellevue  Hospital  Medical  College. 

Francis  Joseph  Sweeny,  M.D.,  of  New  York 
City,  died  on  December  2,  1966,  at  the  age  of 
seventy-two.  Dr.  Sweeny  graduated  in  1921 
from  Georgetown  University  School  of  Medicine. 
He  was  an  assistant  attending  surgeon  at  St. 
Elizabeth’s  Hospital.  For  twenty-seven  years 
he  was  physician  for  the  New  York  Giants 
football  team  and  for  fourteen  years  served  as 
physician  for  the  New  York  Giants  baseball 
team.  In  1963  the  National  Football  League 
honored  him  with  a silver  whistle  presentation. 

Kaufman  Wallach,  M.D.,  of  New  York  City, 
died  on  December  27, 1966,  at  the  age  of  seventy- 
two.  Dr.  Wallach  graduated  in  1917  from 
Cornell  University  Medical  College.  He  was 
an  assistant  attending  physician  (off  service) 
at  The  Mount  Sinai  Hospital  and  a consulting 
physician  at  Jewish  Home  and  Hospital  for  the 
Aged  (Central  House).  Dr.  Wallach  was  a 
member  of  the  New  York  Academy  of  Medicine, 


478  New  York  State  Journal  of  Medicine  / February  1,  1967 


the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Alexander  Wolff,  M.D.,  of  New  York  City, 
died  on  November  24,  1966,  at  the  age  of  eighty- 


nine.  Dr.  Wolff  graduated  in  1899  from  Eclec- 
tic Medical  Institute  of  New  York,  Rochester. 
He  was  a member  of  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 
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PHYSICIANS  WANTED— CONT’D 


GENERAL  PRACTITIONER 


Town  of  6,000  in  the  Adirondacks  requires  a 
general  practitioner  who  is  especially  in- 
terested in  obstetrics  and  minor  surgery. 
In  addition  to  private  practice,  position  of 
plant  surgeon  with  large  corporation  is 
available. 


Area  is  one  of  great  scenic  beauty.  Good 
fishing,  hunting,  and  boating.  Summer  and 
winter  sports.  Modern,  centralized  schools, 
modern  shops,  chain  grocery  stores,  churches 
of  all  denominations  in  town. 


REPLY  TO  BOX  518,  % NYSJM 


PHYSICIANS  WANTED 


UNIQUE  OPPORTUNITY,  CONTRACT  GUARAN- 
teed,  Rockland  County,  20  min.  N.Y.C.  Refined  med. 
bldg,  adjoining  shopping  centers.  $40,000  gross  for 
pediatrician,  psychiatrist;  other  specialties  considered. 
8 hr.  day,  5 day  week,  11  month  year.  Box  487,  % 
NYSJM. 


GENERAL  PRACTITIONER  WANTED.  ARE  YOU 
working  alone  too  many  tough  years  with  not  enough  real 
time  off  and  never  set  at  ease  by  lack  of  full  coverage? 
Relocate  now  and  take  the  opportunity  to  work  with  very 
busy,  active  general  practitioner  in  his  large,  modern,  well 
equipped,  for  15  years  ever  growing  practice.  This 
arrangement  will  give  both  several  months  yearly  paid 
vacations  without  headaches;  income  above  average  for 
both.  No  obstetrics.  XCM  5.  Rochester,  N.  Y. 
Would  also  consider  relocation  if  someone  should  propose 
similar  opportunity.  Box  494,  % NYSJM. 


ALLERGIST  WANTED  TO  WORK  PART-TIME  IN 
teaching  hospital  clinic.  Top  salary.  Write  Box  504, 
% NYSJM. 


ATTENTION:  IMMEDIATE  OPENING  FOR  PHYS1- 
cian  interested  in  Group  general  practice  in  Arizona. 
New  clinic  and  hospital  facilities.  No  investment  or 
equipment  necessary.  Industrial  connection  allows 
immediate  salary — $24,000  guaranteed.  Will  accept 
draft  eligible  physician.  Write:  Drawer  M,  Miami, 

Arizona. 


WANTED:  INTERNIST,  BOARD  CERTIFIED  OR 

eligible  for  multispeciality  group  in  beautiful  Mid-Hudson 
Valley,  70  miles  north  of  New  York  City.  First  class 
diagnostic  facilities.  Salary  $16,000-$17,000  first  two 
years,  then  full  partnership.  Box  510,)  % NYSJM. 


HOUSE  PHYSICIAN:  SMALL  ACCREDITED  COM- 

munity  hospital,  100  miles  from  N.Y.C.  Remuneration 
open.  Phone  or  write  Administrator,  Monticello  Hospital, 
Monticello,  N.Y.  Tel:  (914)  794-5000. 


PRACTICES  FOR  SALE  OR  RENT 


AVAILABLE  FEBRUARY  15,  1967,  A PRACTICE  OF 
internal  medicine  grossing  fifty  thousand  plus.  Located 
on  Lake  Ontario  thirty-six  miles  from  Syracuse.  City  of 
twenty-five  thousand  with  growing  major  industries,  plus 
a booming  college  of  four  thousand.  Churches,  schools, 
recreation,  fine  expanding  hospital.  Box  503,  % NYSJM. 


IMMEDIATELY  AVAILABLE:  UNLIMITED  Possi- 

bilities for  doctor  to  take  over  files  and  practice  of  Paul 
Jacobson,  M.D.,  retired.  Office  and  home  available.  Con- 
tact Paul  Jacobson,  M.D.,  55  South  Avenue,  Wappingers 
Falls,  N.  Y.  12590.  Tel:  (914)  297-2447. 


GENERAL  PRACTICE:  JAMAICA  AREA,  25  YEARS 
at  same  corner  location.  Fully  equipped  office  with  or 
without  one  family  house  for  rent  and/or  sale.  Excellent 
opportunity.  Call  (212)  WO  4-0750.  or  (212)  SP  6-1070. 


Your  help  goes  where 
hunger  is  — — Give  to 
CARE,  New  York  10016 
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POSITIONS  WANTED 


RADIOLOGIST,  BOARD  CERTIFIED— DIAGNOSIS  & 
therapy,  is  looking  for  part-time  position  or  association 
with  hospital,  clinic  or  medical  group.  Broad  experience, 
including  vascular  radiology.  Box  491,  % NYSJM. 


ANESTHESIOLOGIST,  ELIGIBLE  N.Y.  STATE 
license,  desires  position,  also  part  time.  Box  512,  % 
NYSJM. 


OPHTHALMOLOGIST:  AMERICAN  VETERAN,  Aus- 
tralian graduate,  U.S.  internship,  research,  publication. 
English  trained;  Diploma  in  ophthalmology;  ECFMG; 
recent  New  York  license.  Practicing  in  Sydney,  desires 
assistantship  Westchester,  Manhattan,  Long  Island. 
W.  G.  Fogland,  M.D.,  Park  Hotel,  20  Yurong  Street,  Syd- 
ney, N.S.W.,  Australia. 


OB-GYN  MAN,  AGE  40,  BOARD  ELIGIBLE,  INTER- 
ested  in  practicing  in  New  York  State.  Prefer  New  York 
City  metropolitan  area.  May  join  established  group;  in- 
terview desired.  Details  in  first  letter.  Box  516,  % 
NYSJM. 


PRACTICE  WANTED 


WANTED:  BUSY  OFFICE  PRACTICE  IN  FRIENDLY 
community.  I want  to  relocate  to  a neighborly  ar  eaand 
will  rent  or  purchase  lor  even  consider  partnership  leading 
to  purchase  of)  an  established  medical  office  practice.  Mili- 
tary service  completed;  married,  with  small  family.  Box 
517,  % NYSJM. 


REAL  ESTATE  FOR  SALE  OR  RENT 


NEW  YORK  DUTCHNESS  COUNTY:  NEW  MEDICAL 
building  in  Wappingers  Falls,  Pough.eepsie  area,  occupied 
by  D.D.S.,  orthodontist,  and  Ob-Gyn.  Office  available 
for  all  specialties.  Critical  physician  shortage  because  of 
opulation  explosion.  Address:  Martin  Rabin  D.D.S.,  65 
outh  Clinton  St.,  Poughkeepsie.  N.  Y.  (9 14) -454-0322 


PART  TIME  OFFICE  FOR  RENT  IN  ACTIVE 
medical  area  in  Bayside,  Queens.  Parking  no  problem. 
Modem  waiting  room,  consultation  rooms,  and  two  ex- 
amining rooms.  Reasonable  rates.  BA  5-8282. 


PRESTIGE  LOCATION 

For  Medical — Dental  Group 
and  Individual  Practitioners. 

"EXECUTIVE  TOWERS” 

1020  GRAND  CONCOURSE,  BRONX 

23-Story  Ait  Conditioned  Apt.  Bldf.  (corner  165th  St.) 


Exclusively  Reserved  for  Professional  use. 
PRIVATE  ENTRANCES 
2 FLOORS  # PRIVATE  ELEVATORS 
CENTRAL  AIR-CONDITIONING 

IMMEDIATE  OCCUPANCY 

Apply  Renting  Office  on  property  • CY  3-5545 
Carol  Management  Corp. 

Owner — Builder 


REAL  ESTATE  FOR  SALE  OR  RENT— CONT’D 


EASTERN  QUEENS  HOME/OFFICE  FOR  SALE 
Ranch,  3 bedrooms,  central  air  conditioning,  5 room  oak 
panneled  office,  independent  entrance.  Deep  lot.  Very 
economical,  existing  mortgage.  Price  mid  30’s;  open  to 
offer.  Phone:  (212)  FI  7-4713. 


MEDICAL  OFFICE  FOR  SALE:  NEWLY  CON- 

structed  9 months  ago.  Beautiful,  spacious  diagnostic  and 
therapeutic  facilities,  used  for  internal  medicine-rehabilita- 
tion practice.  Preferred  medical  location  on  Grand  Con- 
course. CaUCY  9-7327. 


YOUNG,  SUCCESSFUL,  WELL  ESTABLISHED  DEN- 
tist  seeks  pqrtners  or  tenants  for  what  will  be  the  first  pro- 
fessional building  in  this  thriving,  central  Suffolk  County 
area.  A wonderful  opportunity  for  a physician,  G.P.,  or 
specialist,  as  there  are  none  in  the  area  and  the  need  is  so 
great.  Box  515,  % NYSJM. 


OCEANSIDE,  LONG  ISLAND.  NEW  MEDICAL/ 
dental  office  building,  centrally  located,  adjacent  to  nursing 
home.  Suites  to  order.  Full-time  or  sublet.  X-ray  facili- 
ties on  premises.  2940  Lower  Lincoln  Avenue.  Phone 
Mr.  Hanig  (516)  536-4567,  or  Dr.  Radack  (516)  OR  8-2525. 


PROFESSIONAL  SUITES  AVAILABLE  IN  MODERN, 
distinctive  new  building  located  at  554  Larkfield  Road, 
East  Northport,  a thiriving  community  of  Long  Island. 
Building  fully  air  conditioned,  has  elevator  and  plentiful 
parking.  Eor  further  information,  call  (516)  HU  8-3430, 
or  write  Delmar  Enterprises  Inc.,  311  Meacham  Ave.,  El- 
mont,  N.Y. 


NEW  YORK  CITY  70’S  EAST 

THE  PAVILION 
MEDICAL  CENTER 

ONE  OF  THE  CHOICEST 

PROFESSIONAL  LOCATIONS  IN  ALL  OF  MANHATTAN 
Within  Easy  Walking  Distance  Of  Doctors  Hospital, 

Lenox  Hill  & New  York  Hospitals 
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For  somatic  symptoms 
of  psychic  tension 


“Heart  symptoms’’  — chest  pain,  tachycardia,  ar- 
rhythmia—invariably  alarm  and  preoccupy  the 
patient,  though  they  may  be  completely  without 
organic  basis.  Such  symptoms  often  are  somatic 
masks  of  psychic  tension,  arising  from  constant 
encounters  with  stressful  situations. 

When  the  problem  is  diagnosed  as  emotionally 
produced,  consider  Valium  (diazepam)  as  adjunc- 
tive therapy.  Valium  (diazepam)  acts  rapidly  to 
calm  the  patient,  to  reduce  his  psychic  tension 
and  relieve  associated  cardiovascular  complaints. 
Neurotic  fatigue  — the  chronic  tiredness  resulting 
from  emotional  strain  which  so  often  accompanies 
psychogenic  “heart”  symptoms  — also  can  be  alle- 
viated by  this  highly  useful  agent.  Valium  (diaze- 
pam) often  achieves  results  where  other  psycho- 
therapeutic agents  have  failed. 

Valium  (diazepam)  is  generally  well  tolerated,  and 
usually  does  not  impair  mental  acuity  or  ability  to 
function.  It  side  effects  such  as  ataxia  and  drowsi- 
ness occur,  they  usually  disappear  with  dosage 
adjustment. 


Contraindications:  Infants,  patients  with  history  of  convul- 
sive disorders  or  glaucoma. 

Warning:  Not  of  value  in  the  treatment  of  psychotic  patients, 
and  should  not  be  employed  in  lieu  of  appropriate  treatment. 
Precautions:  Limit  dosage  to  smallest  effective  amount  in 
elderly  patients  (not  more  than  1 mg,  one  or  two  times  daily) 
to  preclude  ataxia  or  oversedation.  Advise  patients  against 
possibly  hazardous  procedures  until  correct  maintenance  dos- 
age is  established;  driving  during  therapy  not  recommended. 
In  general,  concurrent  use  with  other  psychotropic  agents  is 
not  recommended.  Warn  patients  of  possible  combined  effects 
with  alcohol.  Safe  use  in  pregnancy  not  established.  Observe 
usual  precautions  in  impaired  renal  or  hepatic  function  and  in 
patients  who  may  be  suicidal;  periodic  blood  counts  and  liver 
function  tests  advisable  in  long-term  use.  Cease  therapy 
gradually. 

Side  Effects:  Side  effects  (usually  dose-related)  are  fatigue, 
drowsiness  and  ataxia.  Also  reported:  mild  nausea,  dizziness, 
blurred  vision,  diplopia,  headache,  incontinence,  slurred  speech, 
tremor  and  skin  rash;  paradoxical  reactions  (excitement,  de- 
pression, stimulation,  sleep  disturbances  and  hallucinations) 
and  changes  in  EEG  patterns.  Abrupt  cessation  after  pro- 
longed overdosage  may  produce  withdrawal  symptoms  similar 
to  those  seen  with  barbiturates,  meprobamate  and  chlordiaze- 
poxide  HC1. 

Dosage:  Adults:  Mild  to  moderate  psychoneurotic  reactions, 
2 to  5 mg  b.i.d.  or  t.i.d.;  severe  psychoneurotic  reactions,  5 to 
10  mg  t.i.d.  or  q.i.d.;  alcoholism,  10  mg  t.i.d.  or  q.i.d.  in  first 
24  hrs,  then  5 mg  t.i.d.  or  q.i.d.  as  needed;  muscle  spasm  with 
cerebral  palsy  or  athetosis,  2 to  10  mg  t.i.d.  or  q.i.d.  Geriatric 
patients:  1 or  2 mg/day  initially,  increase  gradually  as  needed. 
Supplied : Tablets,  2 mg,  5 mg  and  10  mg;  bottles  of  50  for 
convenience  and  economy  in  prescribing. 
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special  problem 


specifically  formulated 
for  symptomatic 
relief  of  sinus  headache 


Sinus  headache  is  not  a single  entity, 
but  a chain  reaction  of  pain. 
It  is  facial  pain  — deep,  dull,  aching  and 
nonpulsating.  It  is  referred  pain  — 
originating  in  the  nose  and  sinuses  but 
felt  at  another  site.  It  may  become 
generalized  pain  and  tension  in  head  and 
neck.  It  is  one  or  all  of  these. 
The  Sinutab  formula  is  designed 
for  symptomatic  relief  of  sinus  headache. 
It  provides  two  analgesics  to  relieve 
pain  and  discomfort... an  effective  oral 
decongestant  to  reduce  mucosal  congestion... 

and  an  antihistamine  to  help 
control  allergic  manifestations. 
Side  Effects:  Epigastric  distress,  drowsi- 
ness, dizziness,  insomnia  and  nervousness. 
Precautions:  Instruct  patients  not  to  drive 
or  operate  machinery  if  drowsiness  occurs. 
Use  with  caution  in  patients  with  thyroid 
disease,  heart  disease,  hypertension,  diabetes 
or  kidney  disease.  Excessive  dosage  or 
prolonged  use  may  cause  kidney  damage. 
Dosage:  Adults— 2 tablets  every  4 hours. 

WARN  E R - CHILCOTT 

Morris  Plains,  N.J. 

SINUTAB 

for  sinus  headache 


Each  tablet  contains 
150  nig.  acetaminophen, 
150  mg-,  phenacetin, 
25  mg.  phenylpropanolamine  HC1. 
and  22  mg.  phenyltoloxamine 
citrate. 
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When  the  stagnant  sinus 
must  be  drained... 


4 


In  the  common  cold,  Neo-Synephrlne  is  unsurpassed 
for  reducing  nasal  turgescence.  It  stops  the  stuffy  feel- 
ing at  once.  It  opens  sinus  ostia  to  re-establish  drainage 
and  lessen  the  chance  of  sinusitis.  With  Neo-Synephrine, 
in  the  concentrations  most  commonly  used,  deconges- 
tion lasts  long  enough  for  extended  breathing  comfort, 
without  endangering  delicate  respiratory  tissue.  Sys- 
temic side  effects  are  virtually  unknown.  There  is  little 
rebound  tendency. 


Wlnthrop  Laboratories,  New  York,  N.Y.  10016 
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Brand  of  phenylephrine  hydrochloride 

is  available  In  a variety  of  forms, 
for  all  ages: 


V«°/o  solution  for  Infants 

VtVo  solution  for  children  and  adults 

V4°/o  pediatric  nasal  spray  for  children 

Vi%  solution  for  adults 

Vi%  nasal  spray  for  adults 

V2%  Jelly  for  children  and  adults 

1%  solution  for  adults  (resistant  cases) 

Also  NTZ®  Solution  or  Spray 
Antihistamine-decongestant 
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Treat  the  cough  as  well  as  the  cold 

Controls  both  productive  and  nonproductive  cough,  with- 
out suppressing  productive  cough  • decongests  the  air- 
ways • helps  liquefy  secretions  responsible  for  irritation 
• provides  prompt  symptomatic  relief  of  allergic  symp- 
toms • is  well  tolerated  • rarely  causes  constipation. 
Average  Dosage:  Adults,  1 teaspoonful.  Children  6-12  / 
years,  Vz  teaspoonful;  3-6  years,  Va,  teaspoonful;  1-3 
years,  10  drops;  6 months  to  1 year,  5 drops.  Ad 
minister  after  meals  and  at  bedtime  with  food./ 
Caution:  Should  be  used  with  caution  in  patients 
ith  known  idiosyncrasies  to  phenylephrine  hydro- 
hloride  and  in  those  with  moderate  or  severe 
ypertension,  hyperthyroidism  or  advanced  arte- 
iosclerosis.  In  these  patients  the  use  should  not 


ENDO  LABORATORIES  INC., Garden  City,  N.Y 


. S.  Pat.  2,630,400 


exceed  3 days.  Hycomine  Syrup  is  generally  well  toler- 
ated but  in  some  patients  drowsiness,  dizziness  or  nau- 
sea may  occur.  Patients  should  be  cautioned  not  to  drive 
a car  or  operate  machinery  should  they  become  drowsy 
while  taking  Hycomine  Syrup.  (Hydrocodone  may  be  habit- 
forming.) 

Each  teaspoonful  (5  cc.)  contains:  hydrocodone  bitartrate 
(Warning:  May  be  habit-forming)  5 mg.  and  homatro- 
pine  methylbromide  1.5  mg.  (Hycodan®),antitussives; 
pyrilamine  maleate  12.5  mg.,  antihistamine;  phen- 
ylephrine hydrochloride  10  mg.,  decongestant; 
ammonium  chloride  60  mg.  and  sodium  citrate 
85  mg.,  expectorants;  with  methyl paraben  0.13% 
and  propylparaben  0.02%  as  preservatives,  in  a 
highly  palatable  cherry-flavored  vehicle. 

On  oral  Rx  where  state  laws  permit. 
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the  Searing  (Hum,  of 
Inflammatory  Neuritis 


PROTAMIDE 


colloidal  solution 
of  denatured 
proteolytic  enzyme 


provides  the  selective  fast-acting  relief . . . 


Repeatedly  in  published  clinical  studies,1'10 

investigators  stress  the  following  thera- 
peutic characteristics: 

• relief  of  inflammatory  pain  (non-trau- 
matic)  is  prompt— particularly  when  ad- 
ministered early.1-4 

• disability  time  is  shortened  from  weeks 
to  days.7 

• so  specifically  effective  is  Protamide  that 
a positive  response  is  diagnostic  of  in- 
flammatory neuritis.3-4 

• prompt  relief  is  observed  even  in  oph- 
thalmic herpes  zoster.5-6 

• incidence  of  sequelae  such  as  posther- 
petic neuralgia  is  reduced.1'4 

• consistently  described  as  the  therapy  of 
choice.1-3'6 


Administration: 

In  neuritis  and  herpes  zoster,  one  ampul 
I.M.  daily  for  2 to  5 days  usually  relieves 
pain  completely  in  patients  treated  early. 
Well  tolerated.110  However,  inadvertent  in- 
travenous administration  may  cause 
anaphylactoid  reaction. 

—Boxes  of  10  ampuls,  1.3  cc.  each.— 

References:  (1)  Baker,  A.  G.:  Penn.  Med.  J.  63: 697- 
698  (May)  1960.  (2)  Smith,  R.  T.:  New  York  Med. 
8:16-19  (Aug.  20)  1952.  (3)  Smith,  R.  T.:  Med.  Clin.  N. 
America  (March)  1957.  (4)  Lehrer,  H.  W.;  Lehrer,  H.  G., 
and  Lehrer,  D.  R.:  Northw.  Med.  54: 1249-1252  (Nov.) 
1955.  (5)  Sforzolini,  G.  S.:  Arch  Ophthal.  62-381-385 
(Sept.)  1959.  (6)  Shupala,  E.:  W.  Virginia  Med.  J. 
56:191-193  (June)  1960.  (7)  Xander,  G.  W.:  Western 
Med.  1:14-17  (Sept.)  1960.  (8)  Combs,  F.  C„  and 
Canizares,  O.:  New  York  J.  Med.  (Mar.  15)  1952,  pp. 
706-708.  (9)  Marsh,  W.  C.:  U.S.  Armed  Forces  Med.  J. 
1:1045  (Sept.)  1950.  (10)  Love,  T.  R.:  Rocky  Mountain 
Med.  J.  50:873  (Nov.)  1953. 
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Month  in  Washington 


At  a cost  of  nearly  $1  billion,  more  than  six 
million  older  persons  got  hospital  and  medical 
benefits  during  the  first  six  months  of  the  Med- 
icare program.  Social  Security  Commissioner 
Robert  M.  Ball  expressed  satisfaction  with  the 
over-all  operations  so  far  of  the  health  insur- 
ance program  for  the  elderly.  But  Commis- 
sioner Ball  warned  of  bed  shortages  in  the 
nation’s  capital,  in  various  New  England  states, 
and  in  most  rural  areas  when  a new  Medicare 
benefit  of  nursing  home  care  went  into  effect 
January  1.  He  estimated  that  from  50,000  to 
60,000  beds  would  be  needed  for  extended  care  in 
nursing  homes. 

The  Commissioner  recommended  several 
changes  in  the  program:  (1)  He  urged  that 

Medicare  benefits,  which  apply  to  persons  sixty- 
five  or  older,  be  extended  to  1.3  million  dis- 
abled persons;  (2)  He  said  the  major  improve- 
ment needed  in  the  Social  Security  program  is  an 
“across-the-board”  increase  in  benefits.  Over- 
all benefits  to  be  paid  out  in  1966  will  rise  from 
$21  billion  in  1966  to  $25  billion  in  1967,  he 
noted.  President  Johnson  has  announced  he 
will  seek  a boost  of  about  10  per  cent  in  Social 
Security  benefits  in  the  next  Congress. 

Commissioner  Ball’s  report  on  the  first  six 
months  of  Medicare  included  the  following: 

— About  2.5  million  elderly  persons  received 
free  hospital  care  and  3.5  million  benefited  from 
medical  services. 

— Since  Medicare  began  July  1,  1966,  hospital 
occupancy  increased  5 per  cent,  as  expected. 
Thirty  per  cent  of  all  hospital  beds  were  occu- 
pied by  those  sixty-five  or  older  at  the  end  of 
1966. 

— About  6,700  hospitals  now  are  participating 
in  Medicare.  About  250  hospitals  were  ex- 
cluded because  they  did  not  meet  minimum 
standards,  and  75  hospitals  because  of  racial 
discrimination. 

— Payments  to  doctors  and  skilled  medical 
personnel,  such  as  radiologists,  have  taken  too 
long. 

— Overcrowding  of  hospitals  in  various  “iso- 
lated” incidents. 

— Almost  all  of  17.5  million  persons  who 
signed  up  for  additional  medical  insurance  at  a 
premium  of  $3.00  maintained  their  payments. 

Seventeen  hospitals  in  five  states  declared 
ineligible  for  Federal  funds  because  of  failure  to 
comply  with  provisions  of  the  1964  Civil  Rights 
Act  were  granted  public  hearings  by  the  Public 
Health  Service  in  Alabama,  Louisiana,  Mis- 
sissippi, South  Carolina,  and  Texas.  “Dis- 
criminatory practices  found  at  the  hospitals 
include  the  segregation  of  patients  ...  an  ab- 

Prepared  by  the  Washington,  D.C.,  Office  of  the  American 
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sence  of  negro  physicians  . . . and  the  segrega- 
tion of  training  facilities,”  a P.H.S.  spokesman 
said. 

Senator  George  D.  Aiken  (Republican,  Ver- 
mont), proposed  a nine-point  program  to 
liberalize  benefits  under  the  government’s 
Medicare  plan  for  action  by  Congress.  One 
would  extend  Medicare  drug  coverage  to  pre- 
scriptions for  old  people  whether  or  not  asso- 
ciated with  hospital  confinement.  A similar 
plan  was  included  in  a Senate-passed  tax  bill  last 
summer  but  was  killed  in  a Senate-House  con- 
ference. Other  proposals  by  Senator  Aiken 
would  eliminate  deductible  and  co-insurance 
features,  waiting  periods  and  enrollment  dead- 
lines from  the  Medicare  plan,  lower  the  sixty- 
five-year-age  requirement  for  women  to  sixty- 
two,  and  permit  payment  of  medical  specialist 
fees  customarily  provided  by  hospitals. 

* * * 

The  National  Advisory  Cancer  Council  re- 
ported that,  although  cancer  is  still  on  the 
increase,  more  people  are  being  cured  of  it  than 
ever  before. 

The  report  titled,  “Progress  against  Cancer,” 
shows  that  thirty  years  ago  there  were  144,774 
cancer  deaths  in  the  United  States,  a crude  rate 
of  112.4  per  100,000  of  the  population.  In  1967 
an  estimated  305,000  deaths  will  occur,  bringing 
the  rate  up  to  153  per  100,000,  according  to  the 
report.  On  the  other  hand,  there  has  been  an 
improvement  in  the  cure  rate.  In  1937,  less 
than  one  in  five  cancer  patients  survived  five 
years  without  evidence  of  disease,  but  currently 
about  35  per  cent,  or  better  than  one  in  three  are 
saved.  There  is  good  reason  to  believe,  the 
report  states,  that  this  favorable  trend  will 
continue. 

Intensive  study  of  six  types  of  cancer  is  recom- 
mended: Cancer  of  the  breast,  which  has  shown 

little  improvement  in  incidence  or  mortality 
for  about  thirty  years;  the  lymphomas,  one  of 
which,  Hodgkin’s  disease,  has  been  cured  in  40 
per  cent  of  cases  in  a localized  stage;  chronic 
leukemia  and  multiple  myeloma,  for  which  drug 
treatment  should  be  greatly  improved;  lung 
cancer,  which  continues  to  increase,  particularly 
in  both  men  and  women  smokers;  and  uterine 
cancer,  which  has  been  significantly  reduced  and 
might  be  almost  totally  eradicated  by  early  de- 
tection with  the  “Pap”  smear. 

* * * 

Expenditures  on  prescription  drug  research 
and  development  reached  a new  high,  but  fewer 
new  products  actually  reached  the  market  in 
1966  than  during  any  single  year  on  record. 
C.  Joseph  Stetler,  president  of  the  Pharmaceuti- 
cal Manufacturers  Association,  said  that  the 

continued,  on  page  498 
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New  from  Du  Pont 

Symmetrel 

(Amantadine  HC1) 

The  first  oral  chemical  virostat  for  the  prevention  of  influenza  A2 
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The  incidence  of  influenza  A2.  In  this  country,  where  influenza  is  one  of  the 
leading  causes  of  morbidity,  influenza  A2  (Asian)  continues  to  be  a serious 
medical  problem.  In  1957  influenza  A2  was  responsible  for  approximately  40,000 
excess  deaths  in  a three-month  period.  Since  that  year  the  most  prevalent  in- 
fluenza virus  has  been  A2  (Asian). 


What  is  Symmetrel®?  "Symmetrel"  (amantadine  HC1)  is  a new  synthetic 
chemical  which  acts  as  a molecular  barrier  to  virus  penetration.  It  provides  for 
the  first  time  specific  oral  medication  for  the  prevention  of  respiratory  infec- 
tions caused  by  influenza  A2  (Asian)  viruses — an  entirely  new  approach  in  pre- 
ventive medicine. 


For  prescribing  information , see  last  page  of  this  presentation 


What  Symmetrel®  (amantadine  HC1)  means  to  you 

.the  first  and  only  oral  chemical  agent  to  prevent  influenza  A2  (Asian). 

.not  a vaccine  or  antibiotic,  but  a new  synthetic  chemical  unrelated  to  any  other 
chemotherapeutic  agent. 

.unique  mode  of  action:  prevents  virus  penetration  of  the  host  cell  without  affecting 
vital  cell  functions. 

.specifically  active  against  all  influenza  A2  viruses  tested  to  date. 

.not  indicated  for  the  prevention  of  influenzal  or  respiratory  illness  other  than 
influenza  A2  or  for  the  treatment  of  established  disease. 

.does  not  interfere  with  normal  antibody  response;  acts  in  concert  with  pre-existing 
antibody. 

What  Symmetrel®  means  to  your  patient 

.possible  immediate  influenza  A2  protection  when  taken  following  suspected  contact, 
.may  be  particularly  useful  during  outbreaks  or  epidemics  and  for  high-risk  patients 
in  whom  the  occurrence  of  influenza  A2  is  especially  hazardous. 

.a  high  degree  of  safety  in  clinical  use. 

.simple  once  daily  or  b.i.d.  dosage. 


The  mode  of  action  of  Symmetrel® 


How  Symmetrel®  (Amantadine  HC1)  prevents  virus  invasion1 


How  the  influenza  virus  invades  and  destroys  the  untreated  cell 


1 Viruses  outside  the  cell  attach  them- 
selves to  specific  cell  receptor  areas 


2 The  virus  is  incorporated  into  a vac- 
uole within  the  cell.  From  this  vacuole 
the  virus  nucleic  acid  passes  into  the 
cell  cytoplasm 


3 The  virus  nucleic  acid  then  directs 
the  cell  to  produce  both  new  virus  nu- 
cleic acid  and  virus  protein  coat  ma- 
terial which  aggregate  to  form  new 
virus  particles.  This  process  leads  to 
the  release  of  new  virus  particles  and 
eventual  destruction  of  the  cell 


Our  current  knowledge  leads  us  to  believe  "Symmetrel”  acts  as  a molecular  barrier  to  influenza  virus  penetration. 
Shown  here  in  a greatly  enlarged  section,  "Symmetrel” — located  at  the  cellular  membrane — effectively  prevents 
(blocks)  virus  penetration.  Thus,  "Symmetrel”  does  not  directly  destroy  the  virus  particle  but  acting  as  a virostat 
prevents  the  cycle  of  virus  penetration,  virus  replication,  and  cell  destruction  that  is  characteristic  of  virus 
invasion  of  animal  cells  (tissue).  Artist's  conception  based  on  current  scientific  knowledge. 

1.  "Mode  of  Action  of  the  Antiviral  Activity  of  Amantadine  in  Tissue  Culture".  Hoffmann,  C.  E.;  Neumayer,  E.  M.;  Half,  R.  F.;  and  Goldsby, 
R.  A.,  Journal  of  Bacteriology  90,623  (1965). 
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Safety  of  Symmetrel®  Confirmed.  When  used  as  indicated,  is  generally  well  tolerated. 
No  kidney,  liver,  bone  marrow,  or  hematological  disturbances  have  been  observed. 


Prescribing  Information 

Indications:  ‘'Symmetrel"  is  indicated  for  the  preven- 
tion (prophylaxis)  of  influenza  A2  in  persons  of  all  age 
groups.  Early  use  is  recommended,  preferably  before 
or  as  soon  as  possible  after  actual  or  suspected  con- 
tact with  individuals  suffering  from  influenza  A2. 
“Symmetrer’  should  especially  be  considered  for 
high  influenza-risk  patient  groups  such  as  those  suf- 
fering from  chronic  debilitating  diseases  and  elderly 
persons. 

Contraindications:  Not  indicated  for  the  prevention 
of  influenzal  or  respiratory  illness  other  than  influ- 
enza A2  or  for  the  treatment  of  established  disease. 

Warnings:  Administration  to  patients  with  central 
nervous  system  disease,  particularly  geriatric  patients 
with  cerebral  arteriosclerosis,  and  patients  with  a 
history  of  epilepsy  or  other  “seizures,”  requires  strict 
observation  for  possible  untoward  effects  (see  Ad- 
verse Reactions).  Patients  taking  psychopharmaco- 
logic  drugs,  central  nervous  system  stimulants,  or 
alcoholic  beverages  should  be  observed  for  possible 
evidence  of  intolerance.  Those  patients  who  experi- 
ence central  nervous  system  effects  or  blurring  of 
vision  should  be  cautioned  against  driving  or  working 
in  situations  where  alertness  is  important. 

No  teratogenic  effects  have  been  seen  in  reproduc- 
tive studies  in  rats  and  rabbits.  Studies  in  pregnant 
women  have,  however,  not  been  done  and  use  of  this 
drug  in  women  of  childbearing  age  should  be  under- 
taken only  after  weighing  the  possible  risks  to  the 
fetus  against  benefit  to  the  pregnant  patient.  It  should 
not  be  administered  to  nursing  mothers  since  it  is  not 
known  whether  the  drug  is  secreted  in  the  milk. 

Precautions:  Ineffective  against  bacterial  infections. 
Patients  should  be  observed  for  idiosyncratic  reac- 
tions as  with  all  new  drugs.  Geriatric  patients  with 
pre-existing  serious  medical  illnesses  with  mental  or 
physical  deterioration  should  be  followed  carefully 
medically  while  taking  "Symmetrel.”  (See  Adverse 
Reactions.) 

Adverse  Reactions:  With  higher  than  indicated  doses 
manifestations  of  central  nervous  system  effects  such 


as  nervousness,  insomnia,  dizziness,  lightheadedness, 
drunken  feeling,  slurred  speech,  ataxia,  inability  to 
concentrate  and  some  psychic  reactions  including  de- 
pression and  feelings  of  detachment  were  seen.  Occa- 
sional blurred  vision  was  reported  at  higher  doses. 
Some  of  the  milder  and  less  pronounced  symptoms 
above  have  been  reported  in  a small  number  of  pa- 
tients taking  the  recommended  dosage  of  200  mg  per 
day.  Those  were  mostly  transient  and  disappeared 
with  continued  administration  of  the  drug.  Some  geri- 
atric patients  developed  paranoid  or  hallucinatory 
behavior  and  became  unmanageable  while  taking  200 
mg  daily.  Medically  unselected  seriously  deteriorated 
geriatric  patients  showed  poor  clinical  tolerance  after 
several  weeks  of  daily  dosing  with  200  mg  per  day. 
One  elderly  patient  with  a history  of  prior  cerebro- 
vascular accident  developed  visual  hallucinations  and 
grand-mal  convulsions  while  on  drug  at  800  mg  per 
day.  Some  cases  of  dry  mouth,  gastrointestinal  upset 
and  skin  rash  and  rarely,  tremors,  anorexia,  pollaki- 
uria,  and  nocturia  have  been  also  reported. 

Safety:  When  used  as  indicated,  is  generally  well  tol- 
erated. No  kidney,  liver,  bone  marrow,  or  hematolo- 
gical disturbances  have  been  observed. 

Dosage:  Adults:  Two  100  mg  capsules  (or  4 teaspoon- 
fuls of  syrup)  as  a single  daily  dose  or  the  daily  dose 
may  be  divided  into  one  capsule  of  100  mg  (or  2 tea- 
spoonfuls of  syrup)  twice  a day. 

Children:  lyr. — 9yrs.of  age:  Calculate  total  daily  dose 
on  the  basis  of  2 mg  to  4 mg  per  pound  of  body  weight 
per  day  (but  not  to  exceed  150  mg  per  day). Daily  dose, 
given  as  the  syrup,  should  be  given  in  2 or  3 equal 
portions. 

9 yrs. — 12  yrs.  of  age:  Total  daily  dose  200  mg  given  as 
one  capsule  of  100  mg  (or  2 teaspoonfuls  of  syrup) 
twice  a day. 

How  Supplied:  Capsules:  Bottles  of  100.  Each  red, 
gelatin  capsule  contains  100  mg  amantadine  HC1. 
Syrup:  Bottles  of  1 pint.  Each  5 ml  (1  teaspoonful) 
contains  50  mg  amantadine  HC1. 


<MW> 


Symmetrel® 

(Amantadine  HC1) 

A molecular  barrier  to  virus  penetration 


Posed  by  professional  model. 


Yon  cant  set  her  tree. 
But  you  can  help  her 
feel  less  anxious. 

You  know  this  woman. 

She’s  anxious,  tense,  irritable.  She’s  felt  this  way  for  months. 

Beset  by  the  seemingly  insurmountable  problems  of  raising  a young  family,  and  con- 
fined to  the  home  most  of  the  time,  her  symptoms  reflect  a sense  of  inadequacy  and 
isolation.  Your  reassurance  and  guidance  may  have  helped  some,  but  not  enough. 

Serax  (oxazepam)  cannot  change  her  environment,  of  course.  But  it  can  help 
relieve  anxiety,  tension,  agitation  and  irritability,  thus  strengthening  her  ability  to 
cope  with  day-to-day  problems.  Eventually— as  she  regains  confidence  and  com- 
posure—your  counsel  may  be  all  the  support  she  needs. 

Indicated  in  anxiety,  tension,  agitation,  irritability,  and  anxiety  associated 
with  depression. 

May  be  used  in  a broad  range  of  patients,  generally  with  considerable 
dosage  flexibility. 


Contraindications:  History  of  previous  hypersensitivity  to  oxazepam.  Oxazepam  is  not  indi- 
cated in  psychoses. 

Precautions:  Hypotensive  reactions  are  rare,  but  use  with  caution  where  complications  could 
ensue  from  a fall  in  blood  pressure,  especially  in  the  elderly.  One  patient  exhibiting  drug  de- 
pendency by  taking  a chronic  overdose  developed  upon  cessation  questionable  withdrawal 
symptoms.  Carefully  supervise  dose  and  amounts  prescribed,  especially  for  patients  prone 
to  overdose;  excessive  prolonged  use  in  susceptible  patients  (alcoholics,  ex-addicts,  etc.)  may 
result  in  dependence  or  habituation.  Reduce  dosage  gradually  after  prolonged  excessive 
dosage  to  avoid  possible  epileptiform  seizures.  Caution  patients  against  driving  or  operating 
machinery  until  absence  of  drowsiness  or  dizziness  is  ascertained.  Warn  patients  of  possible 
reduction  in  alcohol  tolerance.  Safety  for  use  in  pregnancy  has  not  been  established. 

Not  indicated  in  children  under  6 years;  absolute  dosage  for  6 to  12  year-olds  not  established. 

Side  Effects:  Therapy-interrupting  side  effects  are  rare.  Transient  mild  drowsiness  is  common 
initially;  if  persistent,  reduce  dosage.  Dizziness,  vertigo  and  headache  have  also  occurred 
infrequently;  syncope,  rarely.  Mild  paradoxical  reactions  (excitement,  stimulation  of  affect)  are 
reported  in  psychiatric  patients.  Minor  diffuse  rashes  (morbilliform,  urticarial  and  maculopapu- 
lar)  are  rare.  Nausea,  lethargy,  edema,  slurred  speech,  tremor  and  altered  libido  are  rare 
and  generally  controllable  by  dosage  reduction.  Although  rare,  leukopenia  and  hepatic  dys- 
function including  jaundice  have  been  reported  during  therapy.  Periodic  blood  counts  and 
liver  function  tests  are  advised.  Ataxia,  reported  rarely,  does  not  appear  related  to  dose  or  age. 

These  side  reactions,  noted  with  related  compounds,  are  not  yet  reported:  paradoxical  excita- 
tion with  severe  rage  reactions,  hallucinations,  menstrual  irregularities,  change  in  EEG  pattern, 
blood  dyscrasias  (including  agranulocytosis),  blurred  vision,  diplopia,  incontinence,  stupor, 
disorientation,  fever,  euphoria  and  dysmetria. 

Availability:  Capsules  of  10,  15  and  30  mg.  oxazepam. 


To  help  you  relieve  anxiety  and  tension 


continued  from  page  492 

situation  was  attributable  to  several  factors, 
including  difficulties  encountered  under  Federal 
drug  regulations.  He  said  that  the  1962 
Federal  drug  amendments  had  necessitated  in- 
creasingly lengthy,  costly  periods  for  manu- 
facturers to  develop  technical  information  re- 
quired by  the  government.  Stetler  added  that 
more  time  also  has  been  required  by  the  Food 
and  Drug  Administration  for  processing  appli- 
cations. 

Total  research  and  development  expenditures 
during  1966  were  estimated  by  Stetler  at  about 
$400  million.  He  said  that  only  11  basic  new 


products  had  been  marketed  in  the  year,  com- 
pared with  23  in  1965,  17  in  1964,  18  in  1963,  28 
in  1962,  and  41  in  1961.  The  peak  year  was 
1959  when  63  new  products  were  introduced. 

A P.M.A.  survey  shows  that  a principal  focus 
of  the  million-dollar-a-day  search  by  industry 
for  new  pharmaceuticals  is  on  drugs  acting  on 
the  central  nervous  system  and  sense  organs. 
These  include  sedatives,  stimulants,  tranquil- 
izers, and  analgesics.  Stetler  said  that  such 
drugs  accounted  for  $37.1  million  or  19  per  cent 
of  the  $194.7  million  spent  in  1965  on  applied 
research  and  development  by  42  of  the  nation’s 
largest  prescription  drug  firms. 


Medical  News 


P.M.A.  announces  traineeship  program 

Through  a traineeship  program  in  clinical 
pharmacology,  the  Pharmaceutical  Manufac- 
turers Association  Foundation  will  provide 
medical  students  with  opportunities  to  acquaint 
themselves  with  basic  scientific  knowledge  and 
technics  in  the  field  by  providing  a stipend  per 
student  of  $1,000  for  a three-month  period. 
Initially  the  number  of  awards  will  be  limited  to 
approximately  20  a year. 

Details  of  the  program  are  being  mailed  to  all 
medical  schools  in  the  United  States.  First 
awards  under  the  program  will  be  made  for  the 
year  beginning  June  1,  1967.  For  further  de- 
tails write  to:  Pharmaceutical  Manufacturers 

Association  Foundation,  Inc.,  1155  Fifteenth 
Street,  N.W.,  Washington,  D.C.  20005. 

Grants  for  leukemia  research 

The  American  Cancer  Society,  New  York 
City  Division,  has  announced  grants  for  leu- 
kemia research,  totaling  $463,121,  to  the  follow- 
ing institutions  in  New  York  City:  Sloan- 

Kettering  Institute  for  Cancer  Research;  New 
York  University;  Cornell  University  Medical 
CoUege;  The  Mount  Sinai  Hospital;  Yeshiva 
University,  and  the  Veterans  Administration 
Hospital  in  The  Bronx. 

Material  for  inclusion  in  the  medical  news  section  must  be 
received  six  weeks  prior  to  publication  date. 


Personalities 

Awarded.  The  1967  Awards  for  Distinguished 
Achievement  in  Medicine  given  by  Modern 
Medicine  magazine:  Alan  F.  Guttmacher, 

M.D.,  New  York  City,  president  of  Planned 
Parenthood-World  Population;  Walsh  McDer- 
mott, M.D.,  New  York  City,  Livingston  Far- 
rand  professor  of  public  health  and  chairman  of 
the  department,  Cornell  University  Medical 
College,  and  H.  Houston  Merritt,  M.D.,  New 
York  City,  vice-president  and  dean  of  the  medical 
faculty,  Columbia  University  College  of  Physi- 
cians and  Surgeons. 

Appointed.  August  H.  Groeschel,  M.D., 
New  York  City,  associate  director  of  professional 
services,  The  New  York  Hospital,  to  the  new 
position  of  administrator  of  The  New  York 
Hospital  . . . Charles  R.  Messeloff,  M.D.,  The 
Bronx,  director  of  medicine,  Lincoln  Hospital, 
as  medical  director  of  Beth  Abraham  Hospital 
. . . Harold  Rifkin,  M.D.,  The  Bronx,  clinical 
professor  of  medicine,  Albert  Einstein  CoUege  of 
Medicine,  as  acting  chief  of  the  Medical  Divi- 
sion, Montefiore  Hospital  and  Medical  Center 
. . . Austin  Smith,  M.D.,  Detroit,  Michigan, 
former  editor  of  the  Journal  of  the  American 
Medical  Association,  as  chairman  and  chief 
executive  officer  of  Parke,  Davis  and  Company 
. . . David  A.  Tice,  M.D.,  New  York  City, 
associate  professor  of  surgery,  New  York  Uni- 
versity School  of  Medicine,  as  chief  of  surgery  at 
the  Manhattan  Veterans  Administration  Hos- 
pital. 
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winter  1966 


DORSEY 


A journal  within  a journal  published  quarterly  in  the  interests 
of  better  medicine  by  Dorsey  Laboratories,  a division  of  The 
Wander  Company,  Lincoln,  Nebraska.  Address  communica- 
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the  nose  as  a shock  organ 

by  Charles  J.  Shagoury,  M.D.,  Chelmsford,  Massachusetts 


"Is  it  a cold,  hay  fever,  or  has  he  been  reprimanded 
by  his  boss  ?”  Occasionally,  you  will  ask  yourself  this 
question  when  confronted  by  a patient  with  abrupt 
onset  of  rhinorrhea,  nasal  obstruction,  and  sneezing. 
Usually  the  history  will  elucidate  the  problem,  but 
examination  of  the  nose  will  often  provide  valuable 
clues  to  the  correct  diagnosis. 


The  nose  is  a shock  organ  in  a double  sense.  First,  it 
is  in  the  nose  that  the  confrontation  takes  place  with 
the  surrounding  atmosphere.  For  twenty-four  hours 
a day,  the  nose  must  meet  the  varying  challenges  of 
the  inspired  air,  containing  perhaps  noxious  chemi- 
cals, dust,  dirt,  bacteria,  viruses,  fungi,  and  indus- 
trial pollutants  of  all  kinds,  and  render  it  clean, 
virtually  sterile,  and  fit  for  the  sensitive  alveoli  of 
the  lungs.  Whatever  the  temperature  or  humidity 
of  the  atmosphere,  the  nose  must  transmit  it  to  the 
lungs  at  approximately  98 °F,  and  with  a humidity 
of  approximately  40%. 1 

Second,  in  particularly  susceptible  patients,  the  nose 
acts  as  a shock  organ  in  a manner  totally  unrelated 
to  its  normal  function.  Persons  with  hay  fever  re- 
spond to  ordinarily  harmless  materials  by  extreme 
nasal  congestion,  with  marked  rhinorrhea  and  vio- 
lent spasms  of  sneezing.  In  some  patients,  exposure 
to  threatening  or  disagreeable  agents,  or  situations 
involving  mental  conflict  may  result  in  a reaction 
which  is  exclusively  nasal,  with  swelling  of  the 
turbinates,  and  marked  hypersecretion.2 

Ilasal  symptoms  usually  result  when  the  nose  seeks 
to  perform  its  function  of  getting  rid  of  noxious  and 
dangerous  elements  in  the  atmosphere,  and  prevent 
their  admission  to  the  trachea  and  lungs.  Small  par- 
ticles are  removed  by  the  mucous  coating  which 
blankets  the  nasal  passages.  This  mucous  blanket 
contains  a bacteriostatic  agent,  lysozyme,  which 
destroys  most  air  borne  bacteria.3  The  mucinous 
content  renders  the  surface  sticky,  causing  dusts  and 
small  particles  to  adhere.  It  has  been  postulated  that 
this  process  is  rendered  more  effective  through  ad- 
sorption because  of  a surface  electrical  charge  on 
the  nasal  mucosa.4  The  cilia  then  sweep  the  particu- 


late matter  to  the  pharynx.  The  nose  can  prevent 
entrance  into  the  lungs  of  particles  as  small  as  three 
microns  in  diameter,  but  smaller  particles  elude  the 
nasal  barrier.  Most  bacteria  causing  respiratory  in- 
fections are  one  to  three  microns  in  diameter,  but 
since  they  usually  are  inhaled  in  clumps,  they  are 
efficiently  removed  as  a rule.  V iruses,  which  are  of  the 
order  of  1 /1000  of  this  size,  are  less  efficiently  dealt 
with,  unless  they  occur  in  very  large  aggregates.5 

The  nose  will  react  in  a more  or  less  similar  manner, 
whatever  the  nature  of  the  offending  agent,  whether 
it  be  an  irritant  chemical,  virus,  pollen,  or  distasteful 
emotional  situation.  In  acute  coryza,  the  most  char- 
acteristic sign  is  a profuse  watery  discharge.  The 
volume  of  secretion  may  rise  from  practically  noth- 
ing to  nearly  60cc  in  twenty-four  hours.6  The  mucous 
membrane  is  reddened  and  engorged,  while  the 
turbinates  are  markedly  swollen.  After  the  first  day 
or  two,  the  secretion  becomes  thicker,  yellowish,  and 
more  difficult  to  expel.  The  surface  cells  are  largely 
destroyed,  contributing  to  the  copious  discharge, 
which  now  also  contains  numerous  inflammatory 
cells  which  have  migrated  to  the  area.  Gradually, 
over  a period  of  a few  days,  or  a week,  the  flood 
abates,  the  swelling  and  redness  subside,  and  the 
nasal  epithelium  resumes  a healthy  appearance. 

Repeated  attacks  of  rhinitis,  particularly  if  there  is 
an  underlying  element  of  obstruction,  may  result  in 
chronic  rhinitis.  The  mucous  membrane  is  constantly 
swollen  and  reddened.  Sticky,  mucopurulent  secre- 
tions are  a continuous  feature,  and  the  glandular 
elements  are  hypertrophied.  Commonly,  the  mu- 
cosal surface  takes  on  an  irregular,  rounded  "mul- 
berry” appearance,  and  nasal  passages  are  occluded 
by  the  swollen  turbinates  and  redundant  mucosa. 


While  all  of  us  are  susceptible  to  colds,  the  victim  of 
hay  fever,  or  allergic  rhinitis,  displays  a marked 
nasal  reaction  to  materials  in  the  air  which  leave  his 
associates  unaffected.  In  such  a patient,  the  nasal 
mucosa  has  become  an  allergic  "shock”  organ.  Con- 
tact with  the  nasal  allergen  causes  local  release  of 
histamine,  with  vasodilatation,  increased  vascular 
permeability,  and  severe  nasal  congestion,  similar  to 
the  "wheal”  and  "flare”  reactions  in  the  skin,  when 
the  epidermis  is  the  allergic  shock  organ.  While  we 
eagerly  await  the  coming  of  spring,  the  hay  fever 
sufferer  dreads  the  blooming  season,  whose  invisible 
pollens  are  poisons  to  his  sensitive  nose.  His  neigh- 
bor’s cat  or  dog  may  provoke  paroxysms  of  uncon- 
trollable sneezing.  In  some  cases  a specific  allergen 
is  not  identified,  but  the  triad  of  rhinorrhea,  nasal 
obstruction,  and  sneezing  is  present.7  The  nose  in 
these  cases  shows  a pale,  boggy,  edematous  mucosa, 
with  a thin  mucoid  secretion.  The  mucous  mem- 
brane shows  extreme  retractility  to  1%  cocaine  or 
ephedrine.  If  the  patient  has  medicated  himself 
prior  to  examination,  the  nasal  passages  may  appear 
abnormally  patent,  or  show  exaggerated  congestion 
due  to  rebound  reaction.  The  secretion  may  show  a 
large  number  of  eosinophils  particularly  after  an 
attack  of  sneezing  or  rhinorrhea.  Touching  the  mu- 
cosal surface,  especially  of  the  inferior  turbinate, 
leaves  an  indentation,  showing  that  the  swelling  is 
due  to  stasis  and  edema,  rather  than  actual  hyper- 
plasia of  the  mucous  membrane  as  in  chronic  hyper- 
trophic rhinitis.  Though  the  pale  swollen  mucosa  is 
the  hallmark  of  allergic  rhinitis,  as  usually  seen  by 
the  physician,  exposure  of  allergic  subjects  to  their 
known  allergens  results  in  a brief  hyperemic  phase, 
followed  by  pallor  and  edema.8 

In  the  later  stages  of  allergic  rhinitis,  the  chronic 
edema  of  the  mucous  membrane  results  in  the  for- 
mation of  polyps,  clusters  of  grape-like  masses 
hanging  from  the  roof  of  the  nose,  with  a pale 
glistening  surface,  contributing  significantly  to  the 
sense  of  nasal  obstruction  and  oppression. 

A large  group  of  patients  show  symptoms  of  nasal 
congestion  when  confronted  by  adverse  life  situa- 
tions.9 In  these  unfortunate  persons,  anxiety,  frus- 
tration, and  resentment  are  often  accompanied  by  a 
runny  nose  and  nasal  obstruction.  Lacrimation  adds 
to  the  nasal  stuffiness.  This  autonomic  response, 
mediated  by  the  parasympathetic  nervous  system, 
may  be  part  of  a general  parasympathetic  reaction, 
or  may  possibly  represent  in  part,  a symbolic  effort 
to  wash  out  and  crowd  out  the  offending  situation. 


Nasal  congestion  may  also  occur  in  some  patients  at 
times  of  sexual  stimulation,  and  in  women  during 
menstruation  and  pregnancy,  even  to  the  point  of 
epistaxis.10  The  relationship  is  obscure;  castration 
results  in  atrophy  of  the  nasal  glands,  and  their 
action  is  inhibited  by  the  hormones  of  the  hypo- 
physis and  the  thyroid.11  The  nose  may  be  the  shock 
organ  in  drug  therapy.  The  nose  may  also  bear 
the  brunt  of  industrial  stress,  in  those  who  work  in 
a hot  dry  atmosphere,  or  those  exposed  to  acid 
fumes,  or  irritating  dusts.  As  the  air  in  our  cities  is 
increasingly  polluted  by  exhaust  fumes,  and  indus- 
trial irritants,  whole  urban  populations  may  suffer 
from  chronic  nasal  and  respiratory  symptoms. 

Of  course,  nasal  reactions  are  not  just  infectious,  or 
allergic,  or  emotional.  Particularly  in  the  chronic 
sufferers,  there  is  an  interdependence  of  all  three. 
Death  of  a relative,  or  other  psychic  shock  can  pre- 
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cipitate  an  attack  of  rhinorrhea  in  hay  fever  suf- 
ferers.12 Others  develop  attacks  of  vasomotor 
rhinitis  following  change  in  temperature,  chilling, 
or  exposure  to  the  sun,  or  simply  warm  bedclothes. 


symptomatic  treatment  is  of  great  benefit,  but  often 
the  underlying  faulty  pattern  of  response  cannot  be 
altered.  Such  a patient  may  literally  be  considered 
to  be  paying  his  way  in  life  "through  the  nose.” 


the  complex  interplay  of  allergy  and  infection  is 
largely  unclear.  Allergy  to  the  viruses  and  bacteria 
which  cause  infection  has  been  postulated,  but  is 
difficult  to  demonstrate.  The  swollen  obstructed  al- 
lergic nose  is  more  susceptible  to  infection.  At  the 
same  time,  infection  often  precedes  or  precipitates 
an  allergic  attack.  Exposure  of  a susceptible  patient 
to  an  allergen  can  activate  latent  virus  organisms 
leading  to  infection.15  This  ''jolt”  reaction  repre- 
sents a summation  of  an  allergen  and  a virus  leading 
to  symptoms  in  the  nose  as  a shock  organ,  which 
neither  could  have  produced  alone.  In  childhood, 
repeated  attacks  of  bronchitis  and  colds  may  be  in- 
flammatory reactions  to  an  allergen,  or  precipitated 
by  exposure  to  an  allergen.  These  children  may  later 
develop  typical  allergic  rhinitis.  On  the  other  hand, 
children  with  typical  allergic  histories,  eczema, 
asthma,  and  allergic  familial  backgrounds,  may  later 
develop  typical  infectious  rhinopathies.  Skin  tests  in 
such  patients  are  usually  positive. 

Nasal  reactions  are  part  of  the  systemic  response  of 
the  patient  to  an  unwelcome  stimulus.  In  cases  of 
respiratory  infection  and  exposure  to  atmospheric 
irritants,  the  reactions  are  useful,  and  to  some  extent 
desirable.  They  are  usually  self-limited,  disappear- 
ing within  a few  days,  or  upon  removal  of  the  pro- 
voking agent.  Here  the  distressing  symptoms  can  be 
ameliorated  with  appropriate  decongestant  agents, 
or,  in  the  case  of  severe  or  complicated  respiratory 
infections, antibiotics  may  be  given,  with  reasonable 
confidence  of  a cure.  On  the  other  hand,  when  nasal 
reactions  are  the  peculiar  response  of  an  individual 
to  an  allergen,  or  to  an  undesirable  situation,  they 
serve  no  useful  purpose.  The  nose  here  is  a shock 
organ  in  a stressful  situation,  but  can  furnish  no 
response  of  value.  It  merely  causes  the  patient  symp- 
toms which  add  to  his  problems.  In  these  cases, 


references  1.  Maures,  E.  R.,  Mendez,  F.  C.,  Jr.,  and  Hilsinger,  R.  C.: 

Importance  of  the  Nose  in  Filtering  and  Humidifying  Inspired  Air.  Ohio 
State  Med.  J.  61:4142.  2.  Holmes,  T.,Goodell  H.,  Wolf,  S.,  and  Wolff,  H.G.: 
The  Nose.  Springfield,  III.  1950  Charles  C.  Thomas  p.  10  ff.  3.  Boies, 
L.  H.R.:  Fundamentals  of  Otolaryngology.  Phila.  W.  B.  Saunders  Co.  1954 
p.  160.  4.  Proetz,  A.  W.:  Applied  Physiology  of  the  Nose.  St.  Louis  1941 
Zimmerman-Petty  Co.  p.  6.  5.  Spikard,  A.:  The  Common  Cold,  A Survey. 
Disease  of  the  Chest  48:545-49.  Nov.  1965.  6.  Ibid.  7.  Bourdial,  J..-Role  of 
Allergy  in  Upper  Respiratory  Tract  Infection.  Europa  Med.  Paris  4:75-80 
1965.  8.  Holmes,  et  al.  The  Nose  p.  22.  9.  Ibid.  p.  320.  10.  Proetz,  A.  W. 
op.  cit.  p.  321.  11.  Ibid.  p.  320.  12.  Rees,  Linford  J.:  Physiogenic  and 
Psychogenic  Factors  in  Vasomotor  Rhinitis.  J.  Psychosomatic  Research 
8:101  Sept.  1964.  13.  Horesh,  A.  J.:  Allergy  and  Infection.  An  Allergy 
23:621-35  Dec.  1965. 


Weather  Forecast  Throughout  the  Nation 


RAIN  TURNING  TO  SNOW,  INCREASING  WINDS  AND 
DROPPING  TEMPERATURES  FOLLOWED  BY  COUGH, 
CONGESTION  AND  PAIN 
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Medical  Meetings 


Women’s  medical  society  to  meet 

The  annual  meeting  of  the  Women’s  Medical 
Society  of  the  State  of  New  York  will  be  held 
Sunday,  February  12,  at  the  New  York  In- 
firmary, Fifteenth  Street  and  Stuyvesant  Square 
East,  New  York  City.  The  business  meeting 
begins  at  10:00  a.m.  followed  by  a luncheon 
at  12:30  p.m.  The  scientific  session  which 
starts  at  2:30  p.m.  will  feature  the  following 
program:  Elizabeth  McGrew,  M.D.,  president, 
American  Medical  Women’s  Association,  “The 
Wicked  Cell”;  Dorothy  Frost,  M.D.,  executive 
director,  American  Korean  Foundation,  “The 
New  Dr.  Gordon  S.  Graves  Memorial  Hospital”; 
and  Janith  S.  Kice,  M.D.,  Garden  City,  “Aging 
Skin.” 

Seminars  in  prosthetics  and  orthotics 

Seven  seminars  in  prosthetics  and  orthotics, 
sponsored  by  the  Institute  for  the  Crippled  and 
Disabled,  will  be  held  on  successive  Wednesdays 
from  1:00  p.m.  to  4:00  p.m.  beginning  April  19, 
at  the  Institute’s  Patient  Services  Center,  400 
First  Avenue,  New  York  City.  The  course  will 
be  conducted  by  Lawrence  W.  Friedmann,  M.D., 
medical  director,  assisted  by  members  of  the 
professional  staff.  The  following  topics  will  be 
covered:  “Principles  of  Bracing,  Shoe  Pre- 

scription and  Corrections,  Biomechanics  of 
Gait  and  Crutch  Walking”;  “Bracing  for  the 
Lower  Limbs”;  “Indications  for  Amputation, 
Amputation  Surgery,  Preprosthetic  Care  and 

Material  for  Inclusion  in  the  medical  meetings  section  must 
he  received  six  weeks  prior  to  publication  date. 


Predicting  freedom 
from  heart  disease 


It  may  be  possible  to  assure  a small  group  of 
persons  between  the  ages  of  thirty-nine  and 
fifty-nine  that  they  won’t  suffer  coronary  heart 
disease  for  at  least  another  four  and  a half 
years.  Ray  H.  Rosenman,  M.D.,  et  al.,  writing 
in  a recent  issue  of  J.A.M.A.,  suggest  that  after 
studying  3,000  healthy,  middle-aged  men  for 
four  and  a half  years,  they  can  now  be  reason- 


Below-knee Prostheses”;  “Above-knee  and  Hip 
Disarticulation  Prostheses  and  Gait  Training”; 
“Upper  Limb  Prosthetic  Armamentarium”; 
and  “Artificial  Arm  Prescription  and  Training.” 

There  is  no  registration  fee  for  the  seminars. 
For  further  information  contact:  Medical 

Department,  Institute  for  the  Crippled  and 
Disabled,  400  First  Avenue,  New  York  City 
10010.  The  telephone  number  is  (212)  ORegon 
9-0100,  extension  364. 

Philadelphia  postgraduate  institute  to  meet 

The  thirty-first  annual  postgraduate  institute 
of  the  Philadelphia  County  Medical  Society  will 
be  held  April  11  through  14  at  the  Bellevue- 
Stratford  Hotel  in  Philadelphia.  In  addition  to 
technical  exhibits,  the  following  topics  will  be 
included  in  the  program:  “Diseases  of  Stomach 

and  Duodenum”;  “Genetically  Determined 
Diseases”;  “Newer  Concepts  in  Hypertensive 
Cardiovascular  Disease”;  “New  Horizons  in 
Thyroid  ology”;  “Cerebrovascular  Disease”; 
“Recent  Advances  in  Ophthalmologic  Diag- 
nosis”; “Physical  Diagnosis  from  the  Stand- 
point of  the  Skin”;  “Diseases  of  Coagulation 
and  the  Use  of  Anticoagulants”;  and  “Acute 
Pulmonary  Insufficiency.” 

This  program  has  been  approved  for  credit  by 
the  American  Academy  of  General  Practice. 
The  registration  fee  for  the  entire  course  is  $50; 
individual  sessions  are  $15  each.  For  further 
information,  write  to  Robert  L.  Mayock,  M.D., 
director,  Philadelphia  County  Medical  Society, 
2100  Spring  Garden  Street,  Philadelphia, 
Pennsylvania  19130. 


ably  certain  of  which  ones  will  remain  free  of 
heart  disease.  This  health  assessment  is  not 
absolutely  certain,  but  a fair  amount  of  pre- 
diction is  possible. 

In  this  age  group,  the  man  most  likely  remain- 
ing free  of  this  ailment  is  one  who  isn’t  overly 
aggressive  or  ambitious.  He  has  low  levels  of 
serum  cholesterol,  triglyceride,  and  lipoproteins 
in  the  blood.  Persons  who  have  low  quantities 
of  lipids  but  are  less  relaxed  on  the  whole  cannot 
be  given  the  same  assurance.  However,  this 
latter  group  appears  to  have  two  to  three  times 
more  resistance  to  heart  disease  than  the 
average  person. 
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Abstracts 


Mandel,  P.  R.,  Chiat,  H.,  and  Faegenburg, 

D.:  Role  of  renal  scanning  in  urologic  diag- 

nosis, New  York  State  J.  Med.  67:  542  (Feb. 
15)  1967. 

Renal  scanning  does  not  replace  radiographic 
modalities,  but  it  gives  significant  information 
regarding  function  of  the  parenchyma  as  well 
as  depicting  its  shape  and  location.  The  image 
is  undistorted  by  magnification  and  is  unaf- 
fected by  interposed  barium,  intestinal  contents, 
or  bony  structures,  and  is  safe.  The  scan  re- 
flects replacement,  destruction  or  displacement 
of  the  parenchyma,  and  indirect  causes  will 
affect  the  image.  The  scan  must  be  correlated 
with  available  clinical  and  radiographic  in- 
formation. Its  greatest  application  is  in  pa- 
tients with  equivocal  urographic  findings,  and 
it  provides  unique  information  with  regard  to 
certain  congenital  anomalies. 

Ziter,  F.  M.  H.:  Cathartic  colon,  New  York 

State  J.  Med.  67:  546  (Feb.  15)  1967. 

Irritant  or  drastic  cathartics,  used  daily  and 
continuously  and  over  a period  of  years,  can  re- 
sult in  changes  seen  roentgenographically  that 


Accidental  poisoning 

When  a child  or  adult  is  accidentally  poisoned, 
the  physician  sometimes  has  the  problem  of 
locating  the  antidote  as  quickly  as  possible. 
The  Public  Health  Service  recently  reported 
that  this  emergency  had  arisen  nine  times  in 
the  first  six  months  of  this  year  in  the  case  of 
an  antidote  (Deferoxamine) . This  drug  is  being 
investigated  as  an  antidote  in  acute  iron  poi- 
soning among  young  children.  However,  it 
can  be  obtained  only  from  a selected  group  of 
physicians  who  are  investigating  it  under  rig- 
idly controlled  conditions  prescribed  by  the 
Food  and  Drug  Administration. 

As  an  illustration,  personnel  at  a hospital  in 
Arizona  had  an  urgent  need  for  this  antidote 
for  treating  a two-year-old  child  who  had  con- 
sumed 50  tablets  of  a medicine  heavy  in  iron 
content. 

The  pharmacist  at  the  hospital  telephoned  the 
Public  Health  Service’s  National  Clearinghouse 


are  similar  to  and  sometimes  difficult  to  dif- 
ferentiate from  chronic  ulcerative  colitis.  Ca- 
thartics are  often  used  as  a matter  of  routine, 
and  typical  changes  should  alert  one  to  this 
entity.  Milder  ones  affect  only  the  cecum,  prox- 
imal colon,  and  ileocecal  valve,  while  more  irri- 
tant preparations  affect  the  small  bowel  and,  in- 
directly, the  colon. 


Tamerin,  J.  A.:  Management  of  hemorrhage 

post  rhinoplasty,  New  York  State  J.  Med. 
67:  550  (Feb.  15)  1967. 

The  most  troublesome  physical  complication 
of  rhinoplasty  is  hemorrhage.  Rhinoplasty 
should  be  limited  to  patients  in  good  physical 
condition,  as  shown  by  a routine  blood-count 
examination.  Significant  bleeding  should  be 
studied  and  managed  with  speed  and  action. 
The  bleeding  can  best  be  stemmed  in  the  oper- 
ating room.  Electrocoagulation  or  chemo- 
coagulation  should  be  used  as  indicated,  and 
nasal  packs  may  be  necessary.  Transfusion  is 
rarely  necessary.  It  is  recommended  that  the 
surgeon  responsible  for  the  surgery  be  respon- 
sible for  the  management  of  the  hemorrhage. 


for  Poison  Control  Centers  to  find  where  to 
obtain  the  drug.  He  then  called  a physician  of 
the  Clearinghouse  at  his  home.  The  Clearing- 
house maintains  a twenty-four-hour  consulta- 
tion service  to  poison  control  centers.  It  was 
then  found  that  the  nearest  supply  was  available 
at  Albuquerque,  New  Mexico.  Asked  to  assist, 
the  U.S.  Air  Force  flew  the  drug  to  the  hospital, 
and  the  boy  was  treated  and  recovered. 

The  National  Clearinghouse,  which  provides 
information  on  prevention  and  treatment  of 
accidental  poisonings  to  more  than  550  poison 
control  centers,  had  anticipated  the  problem 
of  meeting  a demand  for  this  antidote  following 
publication  of  an  article  on  the  drug  in  1963. 

After  a conference  with  the  manufacturer, 
the  names,  addresses,  and  telephone  numbers 
of  physician  investigators  with  a supply  of  the 
drug  were  applied  to  the  Clearinghouse.  The 
Clearinghouse  then  notified  all  members  of  the 
Poison  Control  Center  Network  that  informa- 
tion on  sources  of  supply  would  be  available  at 
all  times. 
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Ill 

digestive 

disorders: 


B and  C vitamins  aid  therapy.  Nausea,  vomiting,  and  severe  diarrhea  may 
seriously  interfere  with  the  digestion  and  absorption  of  nutrients.  STRESSCAPS 
capsules,  containing  therapeutic  quantities  of  vitamins  B and  C,  may  help  meet 
the  needs  of  these  patients.  In  digestive  disorders,  as  in  many  stress  conditions, 
STRESSCAPS  vitamins  aid  therapy. 


Each  capsule  contains: 

Vitamin  Bt  (as  Thiamine  Mononitrate)  10  mg 
Vitamin  Ba  (Riboflavin)  10  mg 

Vitamin  B*  (Pyridoxine  HCI)  2 mg 

Vitamin  Bu  Crystalline  4 mcgm 

Vitamin  C (Ascorbic  Acid)  300  mg 

Niacinamide  100  mg 

Calcium  Pantothenate  20  mg 

Recommended  intake  Adults,  1 capsule 
daily,  for  the  treatment  of  vitamin  deficien- 
cies Supplied  in  decorative  “reminder" 
jars  of  30  and  100;  bottles  of  500. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York  j 
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Against  these  three  major  pathogens ... 


Penicillin-Sensitive 

Staphylococci 


V-Cillin  K provides  unexcelled  oral  antibacterial  activity 


because  it  combines  a high  degree  of  in-vitro  activity... 

Staph. Aureus(Penicillin-Sensitive)  Streptococcus,  Group  A Diplococcus  Pneumoniae 


Antibiotic 

MIC  (meg. /ml.) 
Median  Range 

MIC  (meg. /ml.) 
Median  Range 

MIC  (meg. /ml.) 
Median  Range 

Penicillin  V 

0.02 

0.02-0.04 

0.02 

0.003-0.4 

0.01 

0.005-0.2 

Penicillin  G 

0.02 

0.005-1.6 

0.005 

0.002-0.2 

0.02 

0.01-0.1 

Methicillin 

1.6 

0.4-6. 3 

0.2 

0.1 -0.4 

0.2 

0.1-1 .6 

Oxacillin 

0.4 

0.1  -3.1 

0.04 

0.02-0.4 

0.1 

0.04-0.8 

Cloxacillin 

0.2 

0.2-0. 8 

0.1 

0.1 -0.8 

- 

- 

Nafcillin 

0.4 

0.2-0. 8 

0.04 

0.02-0.1 

0.02 

0.02-0.2 

Ampicillin 

0.2 

0.1 -0.8 

0.02 

0.01-0.04 

0.02 

0.01-0.04 

Adapted  from  Klein,  J.  O.,  and  Finland,  M.  New  England  J.  Med. ,269  1019,  1963. 


with  high  blood  levels,  even  in  the  presence  of  food 


Adapted  from  Griffith,  R.  S.,  and  Black,  H.  R Current  Ther.  Res.,  6 253,  1964. 


V-Cillin  K 


700157 


Potassium  Phenoxymethyl  Penicillin 


(See  next  page  tor  prescribing  information.} 


New  500  mg.  tablets... a more  convenient  way  to  give  high  doses 


Description:  V-Cillin  K is  the  potassium  salt  of  V-Cillin”  (phenoxy- 
methyl  penicillin,  Lilly).  This  chemically  improved  form  combines  acid 
stability  with  immediate  solubility  and  rapid  absorption.  Higher  serum 
levels  are  obtained  more  rapidly  with  this  penicillin  than  with  equal 
■ oral  doses  of  penicillin  G.  The  higher  serum  levels  and  acid  stability  of 
V-Cillin  K make  it  a more  dependable  penicillin  for  oral  use. 

V-Cillin  K,  Pediatric,  is  an  oral  solution  of  clinically  proved  V-Cillin  K 
in  teaspoon  dosage  form.  When  mixed  as  directed,  each  5 cc.  (ap- 
ij  proximately  one  teaspoonful)  will  contain  125  mg.  (200,000  units) 

I i phenoxymethyl  penicillin  as  the  potassium  salt. 

Indications:  V-Cillin  K has  been  shown  to  be  effective  in  the  treatment 
of  streptococcus,  pneumococcus,  and  gonococcus  infections  as  well  as 
I | infections  caused  by  sensitive  strains  of  staphylococci.  It  may  be  used 
j for  the  prophylaxis  of  streptococcus  infections  in  patients  with  a history 
of  rheumatic  fever  and  for  the  prevention  of  bacterial  endocarditis 
after  tonsillectomy  and  tooth  extraction  in  those  patients  with  a history 
of  rheumatic  fever  or  congenital  heart  disease. 

Contraindication:  V-Cillin  K should  not  be  administered  to  a patient 
with  a history  of  penicillin  hypersensitivity. 

Precautions:  V-Cillin  K should  be  used  cautiously,  if  at  all,  in  a pa- 
tient with  a strongly  positive  history  of  allergy.  Reactions  occur  more 
frequently  in  individuals  with  bronchial  asthma  or  other  allergies  or  in 


those  who  have  previously  demonstrated  sensitivity  to  penicillin.  If 
hypersensitivity  reactions  occur,  the  drug  should  be  discontinued. 
Adverse  Reactions:  Although  serious  allergic  reactions  are  much  | 
less  common  with  administration  of  oral  penicillin  than  with  intramuscu-  J 
lar  forms,  skin  rash,  symptoms  resembling  those  of  serum  sickness,  or  | 
other  manifestations  of  penicillin  allergy  may  occur.  When  penicillin  is  j 
administered,  measures  for  treating  anaphylaxis  should  be  readily  I 
available.  Those  include  epinephrine,  oxygen,  and  pressor  drugs  for  I 
relief  of  immediate  allergic  manifestations  as  well  as  antihistamines 
and  corticosteroids  for  delayed  effects. 

The  use  of  antimicrobial  agents  may  be  associated  with  the  over- 
growth of  antibiotic-resistant  organisms,-  in  such  a case,  antibiotic  ad-  ' 
ministration  should  be  stopped  and  appropriate  measures  taken. 
Administration  and  Dosage:  For  Tablets  V-Cillin  K and  for  V-Cillin  i| 
K,  Pediatric,  the  usual  dosage  ranges  from  125  mg  (200,000  units)  j 
three  times  a day  to  500  mg.  (800,000  units)  every  four  hours.  For  in- 
fants, the  daily  dosage  may  be  50  mg.  per  Kg.  of  body  weight  divided 
into  three  doses. 

Beta-hemolytic  streptococcus  infections  without  associated  bacte-  ( 
remia  may  be  treated  with  200,000  to  400,000  units  three  times  a doy.  j 
Therapy  should  be  continued  for  a minimum  of  ten  days  to  prevent  de-  ) 
velopment  of  rheumatic  fever  and/or  other  serious  complications.  Dos- 
age for  routine  streptococcus  prophylaxis  in  patients  with  a history  of 
rheumatic  fever  or  congenital  heart  disease  may  be  200,000  units  once 
or  twice  daily.  When  such  patients  undergo  tonsillectomy,  tooth  extrac- 
tion, or  other  minor  surgery,  the  prophylactic  dose  should  be  500,000  | 

units  every  six  hours  given  two  days  prior  to  surgery  and  for  two  days  t 
postoperatively.  If  oral  medication  is  not  feasible  on  the  day  of  sur-  ) 
gery,  parenteral  therapy  should  be  considered.  Mild  to  moderately  j 
severe  pneumococcus  pneumonia  has  been  treated  effectively  with  1 
250  mg.  every  six  hours. 

In  staphylococcus  infections,  400,000  units  or  more  should  be  given 
every  six  to  eight  hours  in  conjunction  with  indicated  surgical  proce-  t 
dures. 

For  gonorrhea  in  males,  500  mg.  (800,000  units)  every  six  hours  for 
three  doses  may  be  employed,  in  females,  500  mg.  every  four  hours  for 
six  doses  are  recommended.  Patients  with  a suspected  lesion  of  syphilis 
should  have  a dark-field  examination  before  receiving  penicillin  and 
monthly  serologic  tests  for  a minimum  of  three  months. 

How  Supplied:  Tablets  V-Cillin  K,  U.S  P,  125  mg.  (200,000  units),  in 
bottles  of  50  and  100,  250  mg.  (400,000  units),  and  500  mg.  (800,000 
units)  in  bottles  of  24  and  1 00. 

V-Cillin  K,  Pediatric,  for  Oral  Solution,  125  mg.  (200,000  units)  per  : 
5 cc.  of  solution,  in  40,  80,  and  150-cc.-size  packages. 

Additional  information  available  to  physicians  upon 
request.  Eli  Lilly  and  Company,  Indianapolis,  Indiana 
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Abstracts  in  Interlingua 


Mandel,  P.  R.,  Chiat,  H.,  e Faegenburg,  D.: 

Le  rolo  del  radioscrutinio  renal  in  le  diagnose 
urologic  ( anglese ),  New  York  State  J.  Med. 
67:  542  (15  de  februario)  1967. 

Radioscrutinio  renal  non  reimplacia  le  modal- 
itates  roentgenographic,  sed  illo  provide  in- 
forma tiones  significative  relative  al  function  del 
parenchyma  e etiam  in  re  su  conformation  e su 
location.  Le  imagine  non  es  distorquite  per 
magnification,  e illo  non  es  afficite  per  le  inter- 
position del  contento  intestinal  de  barium  o de 
structuras  ossee.  In  plus,  illo  es  innocente. 
Le  scrutinio  reflecte  reimplaciamento,  destruc- 
tion, o displaciamento  del  parenchyma,  e causas 
indirecte  affice  le  imagine.  Le  scrutinio  debe 
esser  correlationate  con  le  disponibile  informa- 
tion clinic  e radiographic.  Su  plus  importante 
application  eveni  in  patientes  con  equivoc  con- 
statationes  urographic,  e illo  provide  informa- 
tiones  non  alteremente  obtenibile  relative  a 
certe  anormalitates  congenite. 

Ziter,  F.  M.  H.:  Colon  cathartic  {anglese). 

New  York  State  J.  Med.  67:  546  (15  de 
februario)  1967. 

Irritante  o drastic  catharticos,  si  illos  es 
usate  diurne-  e continuemente  e durante  un 
periodo  de  annos,  pote  resultar  in  alterationes 


Salmonellosis 
and  stool  cultures 


With  some  exceptions  salmonellosis  is  usually 
self-limiting,  but  in  infants  or  in  the  elderly  it 
may  be  serious  or  fatal.  The  rise  of  reported 
cases  in  late  years  probably  reflects  only  a frac- 
tion of  the  actual  number;  precise  diagnosis  is 
possible  only  by  stool  culture.  This  study  was 
undertaken  when  it  was  noted  how  frequently 
salmonellae  were  found  in  the  stools  of  children 
with  diarrhea  who  were  not  sick  enough  to  be 
hospitalized. 

Max  Deutch,  M.D.,  and  Alex  Sonnenwirth, 
Ph.D.,  writing  in  a recent  issue  of  Clinical 
Pediatrics,  found  that  of  69  such  patients, 


roentgenographicamente  visualisabile  que  es 
simile  a e a vices  difficile  a differentiar  ab  chronic 
colitis  ulcerative.  Catharticos  es  frequente- 
mente  usate  routinarimente,  e typic  alterationes 
deberea  attraher  nostre  attention  a iste  entitate. 
Agentes  de  typo  plus  dulce  affice  solmente  le 
ceco,  le  colon  proxime,  e le  valvula  ileocecal, 
durante  que  preparatos  plus  irritante  affice 
le  intestino  tenue  e,  indirectemente,  le  colon. 

Tamerin,  J.  A.:  Le  tractamento  de  hemor- 

rhagia  post  rhinoplastia  {anglese).  New  York 
State  J.  Med.  67:  550  (15  de  februario)  1967. 

Le  complication  physic  le  plus  enoiante  de 
rhinoplastia  es  hemorrhagias.  Rhinoplastia  de- 
berea esser  restringite  a patientes  in  bon  condi- 
tion physic  manifeste  per  routinari  studios  de 
numeration  sanguinee.  Hemorrhagia  de  grado 
significative  deberea  esser  studiate  e attaccate 
con  rapiditate  e energia.  Le  hemorrhagia  pote 
esser  arrestate  le  melio  in  le  sala  de  opera  tiones. 
Electrocoagulation  o chimocoagulation  debe 
esser  usate  secundo  le  circumstantias,  e paccos 
nasal  debe  esser  usate  quando  necessari.  Le 
necessitate  de  transfusiones  es  rar.  Es  rec- 
ommendate  que  le  chirurgo  responsabile  pro  le 
operation  accepta  le  responsabilitate  pro  le 
tractamento  del  hemorrhagia. 


salmonellae  were  isolated  from  the  stools  of  10 
(14.5  per  cent).  In  the  children  with  positive 
stool  results  there  was  a history  of  fever  in  all, 
and  9 had  diarrhea.  In  5 prominent  symptoms 
were  toxicity,  and  in  the  other  5 the  diarrhea 
had  been  of  long  duration.  Positive  stool  cul- 
tures were  also  found  in  7 of  the  33  family  con- 
tacts from  whom  specimens  were  obtained. 

When  salmonellae  were  found,  cultures  were 
obtained  from  all  household  contacts,  and  7 were 
found  from  33.  Only  2 of  the  positive  7 con- 
tacts had  had  diarrhea.  The  pediatrician  in 
private  practice  should  be  alert  to  the  usefulness 
of  stool  cultures  in  infants  with  diarrhea  which 
does  not  fit  into  the  pattern  of  dietary  disturb- 
ance or  intestinal  influenza.  This  is  particu- 
larly true  where  there  also  is  fever.  Anti- 
microbial therapy  in  such  cases  should  be  de- 
ferred until  a stool  culture  is  obtained. 
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Does  he  really  care? 

Is  he  alert,  encouraged, 
positive  and  optimistic 
about  getting  out  of  bed 
and  back  to  work  soon? 

Or  is  he  giving  in  to 
the  depressing  impact 
of  confinement? 

When  functional  fatigue 
complicates  convalescence, 
Alertonic  can  help... 


Pleasant-tasting  Alertonic  is  pipradrol  hydrochloride 
—an  effective  cerebral  stimulant  whose  gentle  ana- 
leptic action  helps  counteract  the  apathy  and  inertia 
that  so  often  delay  convalescence— together  with  an 
excellent  vitamin  and  mineral  formula,  in  a satisfy- 
ing 15%  alcohol  vehicle. 

Nothing  fosters  confidence  and  a sense  of  well- 
being better  than  your  own  personal  warmth,  under- 
standing and  encouragement  together  with  Alertonic 
to  help  insure  prompt  response. 

Adequate  dosage  is  important:  Prescribe  Alertonic— 
one  tablespoonful  t.i.d.,  30  minutes  before 
meals. ..tastes  best  chilled. 

A nd  for  your  patient’s  sake,  prescribe  A lertonic 
in  the  convenient,  economical  one-pint  bottle. 

Alertonic 

Available  Only  On  Prescription 

Each  45  cc.  (3  tablespoonfuls)  contains:  alcohol,  15% ; pipradrol  hydro- 
chloride, 2 mg.;  thiamine  hydrochloride  (vitamin  Bi)  (10  MDR*),  10 
mg.;  riboflavin  (vitamin  B2)  (4  MDR),  5 mg.;  pyridoxine  hydrochloride 
(vitamin  Btl),  1 mg.;  niacinamide  (5  MDR),  50  mg.;  choline, t 100  mg.; 
inositol,!  100  mg.;  calcium  glycerophosphate,  100  mg.  (supplies  2% 
MDR  for  calcium  and  for  phosphorus)  and  1 mg.  each  of  the  following: 
cobalt  (as  chloride),  manganese  (as  sulfate),  magnesium  (as  acetate), 
zinc  (as  acetate),  and  molybdenum  (as  ammonium  molybdate). 

•Multiple  of  adult  Minimum  Daily  Requirement  supplied. 

tThe  need  for  these  substances  in  human  nutrition  has  not  been  established. 

Indications:  1.  Functional  fatigue  such  as  that  often  associated  with:  a 
depressing  life  experience  or  stressful  time  of  life;  advancing  years; 
convalescence;  limited  activity  or  confinement.  2.  Poor  appetite  and 
vitamin-mineral  deficiency  as  they  occur  in:  patients  having  faulty  eat- 
ing habits;  geriatric  patients  who  are  losing  interest  in  food;  patients 
convalescing  from  debilitating  illness  or  surgery. 

Contraindications : As  with  other  drugs  with  CNS  stimulating  action, 
Alertonic  is  contraindicated  in  hyperactive,  agitated  or  severely  anxious 
patients  and  in  chorea  or  obsessive  compulsive  states. 

Side  effects:  Reports  of  overstimulation  have  been  rare.  Patients  who 
are  known  to  be  unduly  sensitive  to  the  effects  of  stimulant  drugs  should 
be  observed  carefully  in  the  initial  stages  of  treatment. 

Dosage:  Adults,  1 tablespoonful;  children  (over  15  years  old),  1 to  2 
teaspoonfuls;  children  (4  to  15  years  old),  1 teaspoonful.  To  be  taken 
three  times  daily  30  minutes  before  meals. 

THE  WM.  S.  MERRELL  COMPANY 
Division  of  Richardson-Merrell  Inc. 

Cincinnati,  Ohio  452 1 5 «.?907 
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DIARRHEA 
MUCOUS  COLITIS 
DIVERTICULITIS 
SPASTIC  URETERITIS 
BLADDER  SPASM 


are  relieved  with 
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brand  THIPHENAMIL  HC1 

Minimum  dosage  400  mg.,  q. 

4 h.  until  relief  is  constant, 
adjust  maintenance  dosage. 

A therapeutic  blood  level  can- 
not be  obtained  with  small 
dosage.  Trocinate  is  metabol- 
ized and  eliminated  in  the 
urine  as  harmless  degradation 
products — a safety  factor.  Six- 
teen years  of  clinical  usage  with  [ 
the  absence  of  untoward  effects 
establishes  the  safety  of  Tro- 
cinate. The  autonomic  nervous 
system  is  not  involved  in  its 
prompt  action. 

NOW  AVAILABLE  IN  2 STRENGTHS, 

100  mg.  and  400  mg. 

PINK  SUGAR-COATED  TABLETS 

Literature  and  samples  available. 

i 

WM.  P POYTHRESS  & CO.,  INC. 

RICHMOND,  VIRGINIA  23217 

Manufacturers  of  ethical  pharmaceuticals  since  1856 
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Imferon® 

(iron  dextran  injection) 


There’s  as  much  iron  . . . 250  mg. 
. . . in  a 5 cc.  ampul  of  Imferon 
(iron  dextran  injection) 
as  in  a pint  of  whole  blood. 

When  iron  deficient 
patients  are  intolerant  of  oral 
iron  ...  or  orally  administered 
iron  proves  ineffective  or 
impractical . . .or  if  the  patient 
cannot  be  relied  upon  to  take 
oral  iron  as  prescribed,  Imferon 
(iron  dextran  injection) 
dependably  increases 
hemoglobin  and  rapidly 
replenishes  iron  reserves. 

Precise  dosage  is  easily 
calculated. 


lAKtSIOt 


IN  BRIEF:  ACTION  ANO  USES:  A single  dose  of 
Imferon  (iron  dextran  injection)  will  measur- 
ably begin  to  raise  hemoglobin  and  a complete 
course  of  therapy  will  effectively  rebuild  iron 
reserves.  The  drug  is  indicated  only  for  specifi- 
cally-diagnosed cases  of  iron  deficiency  anemia 
and  then  only  when  oral  administration  of  iron 
is  ineffective  or  impractical.  Such  iron  defi- 
ciency may  include:  patients  in  the  last  trimester 
of  pregnancy;  patients  with  gastrointestinal  dis- 
ease or  those  recovering  from  gastrointestinal 
surgery;  patients  with  chronic  bleeding  with 
continual  and  extensive  iron  losses  not  rapidly 
replenishable  with  oral  iron;  patients  intolerant 
of  blood  transfusion  as  a source  of  iron;  infants 
with  hypochromic  anemia,  patients  who  cannot 
be  relied  upon  to  take  oral  iron. 

COMPOSITION:  Imferon  (iron  dextran  injection) 
is  a well-tolerated  solution  of  iron  dextran  com- 
plex providing  an  equivalent  of  50  mg  in  each 
cc.  The  solution  contains  0 9%  sodium  chloride 
and  has  a pH  of  5. 2-6.0.  The  10  cc.vial  contains 
0.5%  phenol  as  a preservative. 

ADMINISTRATION  AND  DOSAGE:  Dosage,  based 
upon  body  weight  and  Gm  Hb/ 100  cc.of  blood, 
ranges  from  0 5 cc  m infants  to  5.0  cc.  in 
adults,  daily,  every  other  day,  or  weekly.  Initial 
test  doses  are  advisable.  The  total  iron  require- 
ment for  the  individual  patient  is  readily  ob- 
tainable from  the  dosage  chart  in  the  package 
insert.  Deep  intramuscular  injection  in  the 
upper  outer  quadrant  of  the  buttock,  using  a 
Z-track  technique,  (with  displacement  of  the 
skin  laterally  prior  to  injection),  insures  absorp- 
tion and  will  help  avoid  staining  of  the  skin.  A 
2-inch  needle  is  recommended  for  the  adult  of 
average  size. 


SIDE  EFFECTS:  Local  and  systemic  side  effects 
are  few,  Staining  of  the  skin  may  occur.  Exces- 
sive dosage,  beyond  the  calculated  need,  may 
cause  hemosiderosis.  Although  allergic  or  ana- 
phylactoid reactions  are  not  common,  occa- 
sional severe  reactions  have  been  observed, 
including  three  fatal  reactions  which  may  have 
been  due  to  Imferon  (iron  dextran  injection). 
Urticaria,  arthralgia,  lymphadenopathy,  nau- 
sea, headache  and  fever  have  occasionally 
been  reported. 

PRECAUTIONS:  If  sensitivity  to  test  doses  is 
manifested,  the  drug  should  not  be  given. 
Imferon  (iron  dextran  injection)  must  be  ad- 
ministered by  deep  intramuscular  injection 
only.  Inject  only  in  the  upper  outer  quadrant  of 
the  buttock,  not  in  the  arm  or  other  exposed 
area. 

CONTRAINDICATIONS:  Imferon  (iron  dextran  in- 
jection) is  contraindicated  in  patients  sensitive 
to  iron  dextran  complex.  Since  its  use  is  in- 
tended for  the  treatment  of  iron  deficiency  ane- 
mia only  it  is  contraindicated  in  other  anemias. 

CARCINOGENICITY  POTENTIAL:  Using  relatively 
massive  doses.  Imferon  (iron  dextran  injection) 
has  been  shown  to  produce  sarcoma  in  rats, 
mice  and  rabbits  and  possibly  in  hamsters,  but 
not  in  guinea  pigs  The  risk  of  carcinogenesis, 
if  any  in  man,  following  recommended  therapy 
with  Imferon  (iron  dextran  injection)  appears 
to  be  extremely  small. 

SUPPLIED:  2 cc  ampuls,  boxes  of  10.  5 cc  am- 
puls, boxes  of  4,  10  cc.  multiple  dose  vials. 


LAKESIDE  LABORATORIES,  INC.,  Milwaukee.  Wisconsin  53201 
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NorinyL*. 

(norethindrone  2 mg.  c mestranol  0.1  mg.) 

for  multiple  contraceptive  action  that  has 
produced  a record  of  unexcelled  effectiveness 


inhibition  of  ovulation  by  means  of 
2 time-proved  hormonal  agents 

production  of  a cervical  mucus  hostile  to 
sperm  motility  and  vitality 

creation  of  an  endometrium  unreceptive 
to  egg  implantation 


no  unplanned  pregnancies 

Norinyl  provides  multiple  action  for 
maximum  assurance  of  success.  It  does 
not  depend  on  ovulation  inhibition 
alone  for  contraceptive  effectiveness. 
The  mechanism  of  action  of  combined 
hormonal  therapy  results  in  ovulation 
inhibition  reinforced  by  other  protec- 
tive mechanisms,  including  a hostile 
cervical  mucus1’13  and  an  acceleration 
of  endometrial  changes.1’3-7’16  With 
Norinyl,  no  unplanned  pregnancies 
have  been  reported  to  date  when  used 
as  directed. 


plus  important  supportive 
benefits  that  help  her  through 
those  critical  early  months 
of  oral  contraception 


low  incidence  of  side  effects 

Low  incidence  of  BTB  and  spot- 
ting, nausea  and  amenorrhea 
tends  to  minimize  side  effect 
problems  and  increases  patient 
cooperation. 

no  confusion  about  dosage 

An  unbreakable  “confusionproof 
package  makes  it  easy  to  adhere 
to  prescribed  dosage  schedule:  in- 
dividually sealed  tablets  numbered 
from  1 through  20  plus  monthly 
calendar  record  enables  patient 
to  double-check  dosage  intake  by 
day  and  corresponding  tablet  num- 


Contraindications:  Thrombophlebitis  or  pul- 
monary embolism  (current  or  past).  Exist- 
ing evidence  does  not  support  a causal 
i relationship  between  use  of  Norinyl  and 
! development  of  thromboembolism.  While 
a study  which  was  conducted  does  not 
resolve  definitively  the  possible  etiologic 
relationship  between  progestational  agents 
| and  intravascular  clotting,  it  tends  to  con- 


firm the  findings  of  the  Ad  Hoc  Advisory 
Committee  appointed  by  the  Food  and 
Drug  Administration  to  review  this  possi- 
bility. Cardiac,  renal  or  hepatic  dysfunc- 
tion. Carcinoma  of  the  breast  or  genital 
tract.  Patients  with  a history  of  psychic 
depression  should  be  carefully  studied  and 
the  drug  discontinued  if  depression  recurs 
to  marked  degree.  Patients  with  a history 
of  cerebral  vascular  accident. 

Warning:  Discontinue  medication  pending 
examination  if  there  is  sudden  partial  or 
complete  loss  of  vision,  or  if  there  is  a 
sudden  onset  of  proptosis,  diplopia  or  mi- 
graine. If  examination  reveals  papilledema 
or  retinal  vascular  lesions,  medication 
should  be  withdrawn. 

Precautions:  By  May  1963,  experience  with 
norethindrone  2 mg.— mestranol  0.1  mg. 
had  extended  over  24  months.  Through 
miscalculation,  omission  or  error  in  taking 
the  recommended  dosage  of  Norinyl,  preg- 
nancy may  result.  If  regular  menses  fail 
to  apperr  and  treatment  schedule  has 
not  been  adhered  to,  or  if  patient  misses 
two  menstrual  periods,  possibility  of  preg- 
nancy should  be  resolved  before  resuming 
Norinyl.  If  pregnancy  is  established, 
Norinyl  should  be  discontinued  during 
period  of  gestation  since  virilization  of  the 
female  fetus  has  been  reported  with  oral 
use  of  progestational  agents  or  estrogen. 
When  lactation  is  desired,  withhold 
Norinyl  until  nursing  needs  are  established. 
Existing  uterine  fibroids  may  increase  in 
size.  In  metabolic  or  endocrine  disorders, 
careful  clinical  preevaluation  is  indicated. 
A few  patients  without  evidence  of  hyper- 
thyroidism had  elevated  serum  protein- 
bound  iodine  levels,  which  in  the  light  of 
present  knowledge,  does  not  necessarily 
imply  hyperthyroidism.  Protein-bound 
iodine  increased  following  estrogen  admin- 
istration. Bromsulphalein  retention  has  oc- 
curred in  up  to  25%  of  patients  without 
evidence  of  hepatic  dysfunction.  Studies 
from  24-hour  urine  collections  have 
shown  an  increase  in  aldosterone  and  17- 


ketosteroids  and  decrease  in  17-hydroxy- 
corticoid  levels.  Thus,  Norinyl  should  be 
discontinued  prior  to  and  during  thyroid, 
liver  or  adrenal  function  tests.  Because 
progestational  agents  may  cause  fluid  re- 
tention, conditions  such  as  epilepsy, 
migraine  and  asthma  require  careful  obser- 
vation. Thus  far  no  deleterious  effect  on 
pituitary,  ovarian  or  adrenal  function  has 
been  noted;  however,  long-range  possible 
effect  on  these  and  other  organs  must 
await  more  prolonged  observation. 
Norinyl  should  be  used  with  caution  in 
patients  with  bone,  renal  or  any  disease  in- 
volving calcium  or  phosphorus  metabolism. 
Side  Effects:  Intermenstrual  bleeding; 
amenorrhea;  symptoms  resembling  early 
pregnancy,  such  as  nausea,  breast  engorge- 
ment or  enlargement,  chloasma  and  minor 
degree  of  fluid  retention  (if  these  should 
occur  and  patient  has  not  strictly  adhered 
to  medication  plan,  she  should  be  tested 
for  pregnancy);  weight  gain;  subjective 
complaints  such  as  headache,  dizziness, 
nervousness,  irritability;  in  a few  patients 
libido  was  increased.  In  a total  of  3,090 
pa  rents,  2.2%  discontinued  medication  be- 
cause of  nausea. 

NOTE:  See  sections  on  contraindications 
and  precautions  for  possible  side  effects 
on  other  organ  systems. 

Dosage  and  Administration:  One  Norinyl 

tablet  orally  for  20  days,  commencing  on 
day  5 through  and  including  day  24  of  the 
menstrual  cycle.  (Day  1 is  the  first  day  of 
menstrual  bleeding.) 

Availability:  Dispensers  of  20  and  60  tab- 
lets; bottles  of  100. 

References:  t.  Council  on  Drugs.  JAMA  187:664  (Feb. 
29)  1964.  2.  Brvans,  F.  E.:  Canad  Med  Ass  J 92:287 
(Feb.  6)  1965.  3.  Goldzieher.  J.  W.:  Med  Clm  N Amer 
48:529  (Mar.)  1964.  4.  Cohen.  M.  R.:  Paper  presented 
at  Symposium  on  Low-Dosage  Oral  Contraception,  Palo 
Alto.  Calif  . July  15.  1965.  Reported  in  Med  Sci  16:26 
(Nov.)  1965.  S.  Hammond,  D.  0.:  Ibid.  6.  Rice-Wray,  E., 
Goldzieher,  J.  W.,  and  Aranda • Rosell,  A.:  Fertil  Steril 
14:402  (Jul.-Aug.)  1963.  7.  Goldzieher,  J.  V,..  Moses, 
L.  £.,  and  Ellis.  L.  T.:  JAMA  180:359  (May  5)  1962. 
8.  Kempers,  R.  D : GP  29:88  (Jan.)  1964,  9.  Tyler,  E.T.: 
JAMA  187:562  (Feb.  22)  1964.  10.  Rudel.  H.  W..  Mar- 
tmez-Manautou,  J .,  and  Maqueo-Topete,  M . • Fertil  Steril 
16:158  (Mar. -Apr.)  1965.  11.  Flowers.  C.  E..  Jr.  N 
Carolina  Med  J 25:139  (Apr.)  1964.  12.  Goldzieher.  J. 
W : Appl  Ther  6:503  (June)  1964  13.  The  Control  of 
Fertility.  Report  adopted  by  the  Committee  on  Human 
Reproduction  of  the  American  Medical  Association.  JAM  A 
194:462  (Oct.  25)  1965.  14.  Flowers.  C.  E.,  Jr.:  JAMA 
188:1115  (June  29)  1964.  15.  Merritt.  R.  I.:  Appl  Ther 
6:427  (May)  1964  16.  Newland,  D.  O.:  Paper  presented 
at  Symposium  on  Low-Dosage  Oral  Contraception,  Palo 
Alto.  Calif.,  July  15,  1965.  Reported  in  Med  Sci  16:26 
(Nov.)  1965. 


norethindrone — an  original  steroid  from 
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Tofranil®  imipramine  hydrochloride 
Brief  Summary:  Tofranil  produces  remission  of 
symptoms  in  about  3 out  of  4 patients  with  endog- 
enous and  reactive  depressions. 

Contraindications:  Do  not  use  drugs  of  the  M.A.O.I. 
class  with  Tofranil.  Hyperpyretic  crises,  severe 
convulsive  seizures  and  potentiation  of  adverse 
effects  can  be  serious  or  even  fatal.  When  substi- 
tuting Tofranil  in  patients  receiving  an  M.A.O.I. 
agent,  allow  an  interval  of  at  least  7 days.  Tofranil 
dosage  in  such  patients  should  be  low  and  in- 
creases should  be  gradual  and  cautiously  pre- 
scribed. 

Warning:  Reports  have  suggested  there  may  be  a 
risk  of  teratogenesis  with  this  drug  during  the  first 
trimester  of  pregnancy.  Use  low  dosage  and  care  in 
patients  with  cardiovascular  disease.  Cardiovascu- 
lar complications,  including  myocardial  infarction 
and  arrhythmias,  have  occurred. 

Precautions:  Do  not  rely  on  this  drug  to  remove  the 
threat  of  suicide  in  seriously  depressed  patients. 
Administer  cautiously  to  patients  with  increased  in- 
traocular pressure,  and  to  hyperthyroid  or  thyroid- 
treated  patients. 

Adverse  Reactions:  Dryness  of  the  mouth,  tachycar- 
dia, constipation,  disturbances  of  accommodation, 
sweating,  dizziness,  weight  gain,  urinary  frequency 


or  retention,  nausea  and  vomiting,  peripheral  neuri- 
tis, mild  parkinson-like  syndrome,  tremors,  rare 
cases  of  falling  in  elderly  patients,  agitation  (includ- 
ing hypomanic  or  manic  episodes),  confusional 
states  (with  such  symptoms  as  hallucinations  and 
disorientation),  activation  of  psychosis  in  schizo- 
phrenics, epileptiform  seizures,  orthostatic  hypo- 
tension and  substantial  blood  pressure  fall  in 
hypertensive  patients,  purpura,  transient  jaundice, 
bone  marrow  depression  including  agranulocytosis, 
sensitization  and  skin  rash  including  photosensi- 
tization, eosinophilia,  and  mild  withdrawal  symp- 
toms on  sudden  discontinuation  after  prolonged 
treatment  with  high  doses.  Occasional  hormonal 
effects  (impotence,  decreased  libido)  and  estro- 
genic effects  may  be  observed.  Atropine-like  effects 
may  be  more  pronounced  in  susceptible  patients 
and  in  those  using  anticholinergic  agents. 

Average  Adult  Dosage:  Initially,  one  25  mg.  tablet 
t.i.d.,  increased  to  two  25  mg.  tablets  t.i.d.  or  q.i.d., 
if  necessary.  Maintenance  therapy  and  dosage  for 
adolescent  and  geriatric  patients  should  be  lower. 
Not  recommended  for  use  in  children  under  12 
years  of  age. 

Availability:  Round  tablets  of  25  mg.,  triangular  tab- 
lets of  1 0 mg.  for  geriatric  use,  and  ampuls,  each 
containing  25  mg.  in  2 cc.,  for  I.M.  administration. 


See  Prescribing  Inform  ■ 
for  full  details. 
6565-VIII(B)R 


Geigy  Pharmaceuticals  I 
Division  of 

Geigy  Chemical  Corpor  ft 
Ardsley,  New  York 
TO-4790S 


In  almost  3 out  of  4 cases, 
such  symptoms  of  depression 
as  feelings  of  insecurity, 
distrust,  sadness,  and  hope- 
lessness will  respond  to 
Tofranil  therapy. 


Tofranil 


® imipramine 
hydrochloride 


Geigy 


Now , now , Mrs.  Forsythe , we’ve  never  lost  a cold  patient  yet. 


When  she’s  experiencing  acute  discomfort  from  cold  symptoms,  it's  small  wonder  the 
patient  becomes  distressed  about  her  condition. 

She  will  breathe  easier  when  you  prescribe  Novahistine  LP. 

Novahistine  LP  is  a long-acting  decongestant  that  helps  restore  normal  mucus  secretion 
and  ciliary  activity— physiologic  mechanisms  which  prevent  infection  of  the  respiratory 
tract.  A dose  of  two  tablets  taken  in  the  morning  and  repeated  in  the  evening  will  usually 
keep  air  passages  clear  for  24  hours. 


For  relief  of  nasal  congestion. 

■ PITMAN-MOORE  Division  of  The  Dow  Chemical  Company,  Indianapolis 


Use  cautiously  in  individuals  with  severe  hypertension,  diabetes  mellitus,  hyperthyroidism 
or  urinary  retention.  Caution  patients  who  operate  machinery  or  motor  vehicles  that  drows- 
iness may  result. 

Each  Novahistine  LP  tablet  con-  — — — “ ™ 

tains  phenylephrine  hydrochloride, 

25  mg.,  and  chlorpheniramine  ma- 
leate,  4 mg. 


-A  "" 

v-iEr 


TABLETS 

Equagesic 

(meprobamate  and 
ethoheptazine  citrate  with 

aspirin)  HgJ 

® 

Precautions:  Keep  out  of  reach  of  children.  Care- 
fully supervise  dose  and  amounts  prescribed,  espe- 
cially for  patients  prone  to  overdose  themselves. 
Excessive  prolonged  use  of  meprobamate  may 
result  in  dependence  or  habituation  in  susceptible 
persons— as  ex-addicts,  alcoholics,  severe  psycho- 
neurotics. Withdraw  gradually  after  prolonged  high 
dosage  to  avoid  possibly  severe  withdrawal  reac- 
tions including  epileptiform  seizures.  Warn  patients 
of  possible  reduced  alcohol  tolerance.  If  drowsiness, 
ataxia  or  visual  disturbances  occur,  reduce  dose.  If 
symptoms  persist,  caution  patients  against  operat- 
ing machinery  or  driving.  Give  cautiously  to  patients 
with  suicidal  tendencies.  Treat  attempted  suicide 
with  immediate  gastric  lavage  and  appropriate 
supportive  therapy 

Side  Effects:  Ethoheptazine  and  aspirin  may  oc- 
casionally cause  nausea,  vomiting,  epigastric  dis- 
tress, and  rarely  dizziness  and  CNS  depression. 
Overdosage  may  result  in  salicylate  intoxication. 
Meprobamate  rarely  causes  allergic  or  idiosyncratic 
reactions.  These  reactions,  sometimes  severe,  can 
develop  in  patients  receiving  only  1 to  4 doses  who 
have  had  no  previous  contact  with  meprobamate. 
Mild  reactions  are  characterized  by  urticarial  or 
erythematous  maculopapular  rash.  Acute  non- 
thrombocytopenic purpura  with  petechiae,  ecchy- 
moses,  peripheral  edema  and  fever  have  been 
reported.  Meprobamate  should  be  stopped  and  not 
reinstituted.  Severe  reactions,  observed  very  rarely, 
include  angioedema,  bronchial  spasms,  fever,  faint- 
ing spells,  hypotensive. crises  (1  fatal  case),  ana- 
phylaxis, stomatitis  and  proctitis  (1  case)  and  hyper- 
thermia. Afewcasesof  leukopenia,  usually  transient, 
have  been  reported  following  prolonged  dosage. 
Rarely,  cases  of  aplastic  anemia  (1  fatal  case), 
thrombocytopenic  purpura,  agranulocytosis,  and 
hemolytic  anemia  have  been  reported;  almost  al- 
ways, in  the  presence  of  known  toxic  agents. 
Contraindications : History  of  sensitivity  or  severe 
intolerance  to  aspirin  or  meprobamate. 


Weighing 
on  his 
mind, 
too 


Composition  : 150  mg.  meprobamate,  75  mg.  etho- 
heptazine citrate  and  250  mg.  aspirin  per  tablet. 

Wyeth  Laboratories  Philadelphia,  Pa. 

When  pain  evokes  anxiety  and 
tension,  thereby  heightening  pa- 
tient discomfort,  a simple  anal- 
gesic may  only  touch  on  part  of 
the  problem. 

This  single-prescription,  nori- 
narcotic  product,  however, 
usually  provides  effective  anal- 
gesia and  helps  put  the  patient’s 
mind  at  ease. 


Books  Received 


The  following  books  were  received  during  the  month  of  December , 1966* 


Pediatric  and  Adolescent  Gynecology.  By 

Howard  W.  Jones,  Jr.,  M.D.,  and  Richard  H. 
Heller,  M.D.  Quarto  of  333  pages,  illustrated. 
Baltimore,  The  Williams  & Wilkins  Company, 
1966.  Cloth,  $11.50. 

The  Physiological  Basis  of  Medical  Practice. 

By  Charles  Herbert  Best,  M.D.,  and  Norman 
Burke  Taylor,  M.D.  Eighth  Edition.  Quarto 
of  1,793  pages,  illustrated.  Baltimore,  The 
Williams  & Wilkins  Company,  1966.  Cloth, 
$17. 

Dermatologic  Allergy:  Immunology,  Diag- 
nosis, Management.  By  Leo  H.  Criep,  M.D. 
Octavo  of  605  pages,  illustrated.  Philadelphia, 
W.  B.  Saunders  Company,  1967.  Cloth,  $17. 

Practical  Dermatology.  By  George  M.  Lewis, 
M.D.,  and  Clayton  E.  Wheeler,  Jr.,  M.D.  Third 

* Books  received  for  review  are  acknowledged  promptly  in 
this  column.  No  other  obligation  is  assumed  for  the  courtesy 
of  those  sending  them  for  this  purpose.  Selection  for  review 
is  made  on  the  basis  of  merit  and  reader  interest. 


New  kidney  machine 


Successful  trials  of  a new,  portable,  automatic 
kidney  machine  which  could  free  hospital  nurses 
for  other  duties  and  alleviate  a shortage  of 
kidney  machines,  have  just  been  completed  at 
the  Cardiff  Royal  Infirmary  in  Wales.  The 
machine  will  cost  about  $2,200.  when  full  pro- 
duction is  reached  in  May  or  June,  1967. 

The  machine  uses  the  peritoneal  dialysis 
technic.  In  this  treatment  of  patients  with 
kidney  failure,  a dialysis  fluid  is  pumped  into 
the  peritoneal  cavity.  Waste  products,  nor- 
mally excreted  by  the  kidneys,  pass  from  the 
numerous  blood  vessels  in  the  peritoneal  lining 
into  the  liquid.  The  liquid  is  then  removed 
from  the  patient  and  the  cycle  repeated.  This 
technic  is  simpler  than  the  best-known  method 
for  removing  waste  products  in  which  the 


Edition.  Octavo  of  679  pages,  illustrated. 
Philadelphia,  W.  B.  Saunders  Company,  1967. 
Cloth,  $12.50. 

Anatomy  of  the  Human  Body.  By  Henry 
Gray,  F.R.S.  Edited  by  Charles  Mayo  Goss, 
M.D.  Twenty-Eighth  Edition.  Quarto  of 
1,448  pages,  illustrated.  Philadelphia,  Lea  & 
Febiger,  1966.  Cloth,  $22.50. 

Psychoanalysis — A General  Psychology. 
Edited  by  Rudolph  M.  Loewenstein,  Lottie  M. 
Newman,  Max  Schur,  and  Albert  J.  Solnit. 
Octavo  of  684  pages,  illustrated.  New  York, 
International  Universities  Press,  Inc.,  1966. 
Cloth,  $15. 

Chemical  Engineering  in  Medicine.  Edited 
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illustrated.  New  York,  American  Institute  of 
Chemical  Engineers,  1966.  Paper.  (Chemical 
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patient’s  blood  is  washed  as  it  passes  through  a 
machine. 

Previously,  the  repeated  peritoneal  dialysis 
liquid  changes  had  been  made  every  hour  by  a 
nurse  who  had  to  be  in  constant  attendance  for 
twelve  to  twenty-four  hours.  The  new  machine 
has  been  designed  to  conduct  the  sequence 
automatically,  safely,  and  as  comfortably  as 
possible  over  a period  of  up  to  twenty-four 
hours.  Temperature  and  pressure  of  the  dialysis 
fluid  is  monitored  as  it  is  automatically  pumped 
to  and  from  the  patient,  and  the  amount  of 
liquid  transferred  is  automatically  and  con- 
tinuously recorded.  Fail-safe  alarms  operate 
under  emergency  conditions. 

Complete  sterility  is  maintained  for  the 
patient  by  means  of  assembling  into  the  ma- 
chine a presterilized  pack  of  plastic  tubing  which 
is  subsequently  discarded.  This  eliminates  the 
need  to  sterilize  other  parts  of  the  machine  since 
the  aqueous  solution  is  completely  contained  in  a 
sterile  environment. 
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Editorials 


Medical  manpower — V.  Foreign  trainees 


Foreign-trained  physicians  contribute 
considerable  weight  to  available  medical 
manpower  in  our  hospitals  and  medical 
centers.  These  men  and  women  come  to 
us  for  postgraduate  training  because  they 
feel  we  have  something  important  to  offer 
them.  Truly,  teaching  has  become  our 
global  business  and  we  must  strive  to 
become  increasingly  proficient  at  it. 

The  following  data  from  the  Association 
of  American  Medical  Colleges  tells  the  un- 
folding story. 

Foreign  medical  graduates  serving  as 
house  officers  in  U.S.  hospitals  have 
made  an  increasingly  important  contribu- 
tion to  this  country’s  physician  man- 
power needs.  Despite  the  temporary 
nature  of  their  service,  foreign  medical 
graduates  presently  provide  an  annual 
manpower  supplementation  in  excess  of 
10,000  physicians.  While  enrolled  in 
internship  and  residency  training  pro- 
grams, foreign-trained  physicians  none- 
theless assume  an  important  share  of  the 
responsibility  for  the  patient  care  offered 
by  the  hospitals  in  which  they  serve.  In 
1950  foreign  medical  graduates  filled  10 
per  cent  of  the  internship  positions  and 
9 per  cent  of  the  residency  positions  in 
U.S.  hospitals.  In  1965  foreign  medical 
graduates  filled  24  per  cent  of  internship 
positions  and  29  per  cent  of  residency 
positions  in  U.S.  hospitals.  The  in- 
crease in  foreign-trained  residents  from 
9 to  29  per  cent  is  particularly  striking 
in  view  of  the  dramatic  increase  in  the 
total  number  of  residency  positions  filled 
from  14,495  in  1950  to  31,687  in  1965. 

The  number  of  U.S.  and  Canadian 
medical  graduates  who  were  interns  in  1965 
was  8 per  cent  greater  than  the  1951 
total,  while  the  number  of  interns  that 
were  foreign  medical  graduates  had  in- 
creased by  112  per  cent.  The  same  com- 
parison for  residents  shows  the  number 
of  U.S.  and  Canadian-trained  M.D.’s  in 
residency  programs  increased  by  66 
per  cent,  while  the  number  of  foreign- 
trained  M.D.’s  in  residency  programs 


increased  by  308  per  cent.  The  in- 
creasing number  of  foreign-trained  physi- 
cians serving  in  internship  and  residency 
programs  in  the  United  States  in  the 
period  1950-65  is  shown  in  Table  I. 

Although  definitive  figures  are  not 
available,  it  is  estimated  that  more  than 
4,000  additional  foreign  medical  gradu- 
ates are  annually  serving  in  the  United 
States  in  fellowship  or  research  pro- 
grams. A closer  examination  of  the 
interns  and  residents  in  1964  reveals 
considerable  admixture  within  the  cate- 
gories utilized  in  Tables  I and  II.  The 
foreign-trained  physicians  serving  as 
interns  and  residents  included  1,332  U.S. 
citizens  who  had  attended  medical  schools 
outside  of  the  United  States  or  Canada. 
Graduates  of  Canadian  schools  are  not 
considered  foreign  medical  graduates 
since  Canadian  medical  schools  are  ac- 
credited by  the  identical  mechanism  used 
in  the  United  States.  In  1964  a total  of 
1,032  graduates  of  Canadian  medical 
schools  including  304  foreign  citizens 
served  as  interns  and  residents  in  U.S. 
hospitals  as  did  243  foreign  citizens  who 
had  received  their  training  in  the  United 
States. 

Nonaffiliated  hospitals  utilize  foreign 
medical  graduates  to  a greater  extent 
than  do  hospitals  affiliated  with  medical 
schools,  as  shown  in  Table  II.  Sixty- 
three  per  cent  of  the  foreign-trained  in- 
terns served  in  nonaffiliated  hospitals  in 
1964  where  they  accounted  for  33.5 
per  cent  of  interns  on  duty.  Eighty-four 
per  cent  of  the  foreign-trained  residents 
served  in  nonaffiliated  hospitals  where 
they  accounted  for  40  per  cent  of  the 
residents  on  duty. 

Certification  of  foreign  medical  gradu- 
ates by  the  Educational  Council  for 
Foreign  Medical  Graduates  (ECFMG) 
became  a requirement  for  interns  and 
residents  appointed  after  January  1, 
1960.  Contingent  appointments  after 
that  date  permitted  foreign  graduates 
to  serve  no  more  than  6 months  on 
acceptance  for  the  September  1960 
American  Medical  Qualification  Ex- 
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TABLE  I.  Number  and  percentage  of  total  internships  and  residencies  in  the  U.S.  filled  by  foreign 

medical  graduates  1950-65* 


Year 

Total 

111  vLl  X 11 1LL1 

By 

Foreign- 

Trained 

M.D.s 

% By 
Foreign- 
Trained 
M.D.s 

Total 

By 

Foreign- 

Trained 

M.D.s 

% By 
Foreign- 
Trained 
M.D.s 

1950 

7,030 

722 

10.3 

14 , 495 

1,350 

9.3 

1951 

7,866 

1,116 

14.2 

15,851 

2,233 

14.1 

1952 

7,645 

1,353 

17.7 

16,867 

3,035 

18.0 

1953 

8,275 

1,787 

21.6 

18,619 

3,802 

20.4 

1954 

9,066 

1,761 

19.4 

20,494 

3,275 

16.0 

1955 

9,603 

1,859 

19.4 

21,425 

4,174 

19.5 

1956 

9,893 

1,988 

20.1 

23,012 

4,753 

20.6 

1957 

10,198 

2,079 

20.4 

24,976 

5,543 

22.2 

1958 

10,352 

2,315 

22.4 

26,758 

6,042 

22.6 

1959 

10,253 

2,545 

24.8 

27,590 

6,912 

25.0 

1960 

9,115 

1,753 

19.2 

28 , 447 

8,182 

28.8 

1961 

8,173 

1,273 

15.6 

29,637 

7,723 

26.0 

1962 

8,805 

1,669 

19.0 

29,239 

7,062 

24.2 

1963 

9,636 

2,566 

26.6 

29,485 

7,052 

23.9 

1964 

10,097 

2,821 

27.9 

30,797 

8,140 

26.4 

1965 

9,670 

2,361 

24.4 

31,687 

9,113 

28.8 

Total 

145,677 

29,968 

20.6 

389,379 

88,391 

22.7 

* Source:  AM  A Council  on 

Medical  Education. 

TABLE  II. 

Number  and  percentage  of  foreign  medical  graduates  serving 

in  internship  and  residency 

programs  of  affiliated  and  nonaffiliated  hospitals  in  1964 

T-»  1 

FillrH 

~ xvGSlQ6nClGS 

By 

% By 

By 

% By 

Foreign- 

Foreign- 

Foreign- 

Foreign- 

Trained 

Trained 

Trained 

Trained 

Type  of  Hospital 

Total  M.D.s 

M.D.s 

Total 

M.D.s 

M.D.s 

Affiliated 

15,587  3,046 

19.5 

4,142 

439 

10.6 

Nonaffi  bated 

15,210  5,094 

33.5 

5,955 

2,382 

40.0 

Total 

30,797  8,140 

26.4 

10,097 

2,821 

27.9 

* Source:  Education  Number  of  the  Journal  of  the  American  Medical  Association,  Vol.  194,  No.  7,  November  15,  1965. 


amination  of  the  ECFMG.  Effective 
December  31,  1960  prior  examination  and 
certification  became  a prerequisite  for 
U.S.  internship  or  residency  appoint- 
ments. 

This  new  policy  probably  resulted  in 
the  decreased  number  of  foreign-trained 
interns  that  served  in  U.S.  hospitals  in 
the  years  1960-62, 


The  real  impact  of  foreign-trained 
physicians  on  hospital  staffing  lies  not 
only  in  their  total  numbers  but  also  in 
the  manner  in  which  they  are  distributed 
in  U.S.  hospitals.  Within  a given  hos- 
pital the  number  of  foreign- trained  house 
staff  may  range  from  as  low  as  one  out 
of  a total  of  60  or  as  high  as  78  out  of  a 
total  of  85. 
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NEW  EVIDENCE 


Pro-Banthlne®  (propantheline  bromide) 

gives  positive,  selective  benefits  in 
gastrointestinal  disorders. 


A 

XjLn  important  problem  in 
managing  gastrointestinal  disor- 
ders has  been  the  choice  of  an 
anticholinergic  agent  which  will 
act  positively  and  selectively  on 
the  gastrointestinal  tract  without 
extensive  secondary  effects. 

Recent  direct  observations  with 
the  cinefibergastroscope  and  intra- 
gastric  photography1  visually 
confirm  previous  evidence  that 
Pro-Banthlne  does,  indeed,  possess 
such  selective  activity. 

Barowsky  and  his  associates 
demonstrated  that  a minimal  dose 
of  6 to  8 mg.  of  Pro-Banthlne  in- 
travenously produced  complete 
relaxation  of  gastric  activity.  Sec- 
ondary effects  were  not  significant. 

By  contrast,  it  required  0.8  mg. 
or  double  the  usual  dose  of  atro- 
pine intravenously  to  achieve  sim- 
ilar gastric  relaxation.  Side  effects 
of  this  dosage  of  the  belladonna 
alkaloid  were  pronounced.  Ven- 
tricular rates  were  as  high  as  150 
per  minute. 

For  positive,  selective  anticho- 
linergic benefits  Pro-Banthlne  is 
indicated  in  patients  with  peptic 
ulcer,  gastritis,  irritable  colon  and 
other  forms  of  gastrointestinal 
hypermotility. 


Intragastric  photograph  of  pyloric  region 
showing  complete  relaxation  of  pyloric  sphinc- 
ter with  6 mg.  of  Pro-Banthlne  intravenously 


Dosage:  The  maximal  tolerated  dosage 
is  usually  the  most  effective.  For  most 
adult  patients  this  will  be  four  to  six 
15-mg.  tablets  daily  in  divided  doses.  In 
severe  conditions  as  many  as  two  tab- 
lets four  to  six  times  daily  may  be 
required.  Pro-BanthTne  (brand  of  pro- 
pantheline bromide)  is  supplied  as  tab- 
lets of  15  mg.,  as  prolonged-acting 
tablets  of  30  mg.  and,  for  parenteral 
use,  as  serum-type  ampuls  of  30  mg. 
The  parenteral  dose  should  be  adjusted 
to  the  patient’s  requirement  and  may  be 
up  to  30  mg.  or  more  every  six  hours, 
intramuscularly  or  intravenously. 

Contraindications:  In  glaucoma  or  se- 
vere cardiac  disease. 

Precautions:  Since  varying  degrees  of 
urinary  hesitancy  may  occur  in  the  el- 
derly male  with  prostatic  hypertrophy, 
this  should  be  watched  for  in  such  pa- 
tients until  they  have  gained  some  expe- 
rience with  the  drug. 

Although  never  reported,  theoreti- 
cally a curare-like  action  may  occur 
with  possible  loss  of  voluntary  muscle 
control.  Such  patients  should  receive 
prompt  and  continuing  artificial  respi- 
ration until  the  drug  effect  has  been 
exhausted. 

Side  Effects  The  more  common  side 
effects,  in  order  of  incidence,  are  xero- 
stomia, mydriasis,  hesitancy  of  urina- 
tion and  gastric  fullness. 

1 . Barowsky,  H.;  Greene,  L.;  Bennett,  R.,  and 
Buganza,  G.:  The  Effect  of  Anticholinergic 
Drugs  on  Gastric  Motility  and  Pyloric  Func- 
tion, Scientific  Exhibit,  Annual  Convention 
of  the  American  Medical  Association,  Chi- 
cago, Illinois,  June  26-30,  1966. 
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NORPRAMIN 

(desipramine  hydrochloride) 


ANTIDEPRESSANT  FOR  RAPID  IMPROVEMENT 


At  the  recommended  dosage  level 
—initially,  150  mg.  per  day- 
gratifying  remission  of  the  signs 
and  symptoms  of  depression 
typically  begins  in  2-5  days.  Its 
specificity  for  depression, 
rapidity  of  action  and  usually  mild 
side  effects  are  significant  rea- 
sons for  prescribing  NORPRAMIN 
(desipramine  hydrochloride)  in 
depression  of  any  type  . . . any 
degree  of  severity. 

A few  patients,  sensitive  to 
central  nervous  system 
stimulants  may  become  restless 
as  depression  is  lifted— in  such 
cases  dosage  may  be  reduced 
or  a tranquilizer  added. 


LAKESIDE 


IN  BRIEF: 

INDICATIONS:  In  depression  of  any  kind 
— neurotic  and  psychotic  depressive  re- 
actions; manic-depressive  or  involutional 
psychotic  reactions. 

CONTRAINDICATIONS:  Glaucoma,  ure- 
thral or  ureteral  spasm,  recent  myocar- 
dial infarction,  severe  coronary  heart 
disease,  epilepsy.  Should  not  be  given 
within  two  weeks  of  treatment  with  a 
monoamine  oxidase  inhibitor. 

RELATIVE  CONTRAINDICATIONS:  (1) 

Patients  with  a history  of  paroxysmal 
tachycardia.  (2)  Patients  receiving  con- 
comitant therapy  with  thyroid,  anticho- 
linergics or  sympathomimetics  may  ex- 
perience potentiation  of  effects  of  these 
drugs.  (3)  Safety  in  pregnancy  has  not 
been  established. 

PRECAUTIONS:  (1)  Outpatient  use  of 
desipramine  hydrochloride  should  not 
be  substituted  for  hospitalization  when 
risk  of  suicide  or  homicide  is  considered 
grave.  (2)  If  serious  adverse  effects  oc- 


cur, reduce  dosage  or  alter  treatment. 
(3)  In  patients  with  manic-depressive 
illness  a hypomanic  state  may  be  in- 
duced. (4)  Discontinue  drug  as  soon  as 
possible  prior  to  elective  surgery. 
ADVERSE  EFFECTS:  Side  effects,  usually 
mild,  may  include:  dry  mouth,  consti- 
pation, dizziness,  palpitation,  delayed 
urination,  "bad  taste,”  sensory  illusion, 
tinnitus,  anxiety,  agitation  and  stimula- 
tion, insomnia,  sweating,  drowsiness, 
headache,  orthostatic  hypotension, 
flushing,  nausea,  cramps,  weakness, 
blurred  vision  and  mydriasis,  rash, 
tremor,  allergy,  agranulocytosis,  altered 
liver  function,  ataxia,  and  extrapyrami- 
dal  signs. 

DOSAGE:  Optimal  results  are  obtained 
at  a dosage  of  50  mg.,  t.i.d.  (150  mg./ 
day).  SUPPLIED:  NORPRAMIN  (desipra- 
mine hydrochloride)  tablets  of  25  mg.; 
bottles  of  50,  500  and  1000;  and  tablets 
of  50  mg.,  in  bottles  of  30,  250  and 


1000. 

LAKESIDE  LABORATORIES,  INC.,  Milwaukee,  Wisconsin  53201 
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Scientific  Articles 


Psychoneuroses 

Special  Point  of  View 


WILLIAM  B.  TERHUNE,  M.D. 
New  Canaan,  Connecticut 

Director  Emeritus  and  Senior  Consultant, 
the  Silver  Hill  Foundation  for  the 
Study  and  Treatment  of  the  Psychoneuroses 


T hrough  the  years,  many  theories 
have  been  advanced  to  explain  the  origin 
of  the  psychoneuroses.  In  successive  gen- 
erations temporary  credence  has  been  ac- 
corded to  explanations  such  as  a misplaced 
uterus,  floating  kidney,  nerve  exhaustion, 
intestinal  intoxication,  glandular  dyscrasia, 
individual  psychodynamics,  and  social  psy- 
chiatry. All  such  explanations  are  un- 
convincing: It  would  appear  that  psy- 

choneurotic phenomena  are  the  result  of 
many  factors,  affecting  individuals  who 
lack  sustained  adjustive  ability. 

The  neuroses  are  not  solely  the  result  of 
psychological  processes  and  social  factors, 
although  these  do  influence  the  clinical 
picture.  The  neurotic  individual  is  pre- 
disposed from  birth  to  such  reactions. 
Unlike  other  people  with  temporarily 
distorted  mental  processes,  the  psycho- 
neurotic person  is  fundamentally  handi- 
capped. Once  this  basic  fact  is  recognized, 
appropriate  measures  can  be  undertaken  to 
correct  both  fundamental  and  acquired 
handicaps.  Rehabilitation  is  possible.  The 
patient’s  handicaps  may  be  mitigated,  and 
he  may  learn  to  function  comfortably, 
provided  rehabilitative  measures  are  con- 
tinued through  life.  A psychoneurotic 
individual  has  a continuing  tendency  to  mal- 
adjust;  the  physician,  therefore,  must  super- 


vise him  constantly  to  help  him  to  readjust 
and  prevent  regression  to  his  former 
symptom  complex. 

This  report  is  based  on  more  than  forty 
years  of  dealing  with  psychoneurotic  pa- 
tients. It  represents  a special  point  of  view, 
confidential  in  nature  and  in  some  ways 
discouraging;  however,  it  should  not  be 
construed  as  a negative  report,  since  a 
program  is  outlined  that  yields  definite 
hope  for  improvement  in  the  treatment  of 
the  psychoneurotic  patient. 

Definition 

In  spite  of  many  attempts,  the  psycho- 
neuroses have  never  been  adequately 
defined.  Formerly,  the  differential  di- 
agnosis of  psychoneurosis  was  made  in 
the  absence  of  organic  disease.  Later,  the 
diagnosis  was  reached  if  it  seemed  justified 
by  psychodynamic  illness.  Today,  as  the 
world  places  less  and  less  importance  on 
“psychodynamics,”  the  diagnosis  depends 
on  many  other  factors. 

Conditions  sometimes  inaccurately  la- 
beled as  psychoneurosis  include  mild  schizo- 
phrenic reactions,  cyclothymic  moods,  con- 
duct disorders,  and  vague  organic  diseases. 
Any  form  of  prolonged  chronic  maladjust 
ment,  short  of  active  psychosis,  which  is 
marked  by  emotionalism  and  repetitious 
symptoms  is  considered  psychoneurotic 
behavior.  The  differential  diagnosis  may 
be  difficult,  since  many  psychoses  first 
present  a psychoneurotic  picture. 

A psychoneurosis  is  currently  defined 
as  an  emotionally  induced  or  continued 
illness,  usually  chronic,  without  a dis- 
cernible specific  organic  pathologic  condi- 
tion. 

Etiology 

The  clinical  picture  of  a neurotic  complex 
is  kaleidoscopic,  since  it  results  from  con- 
stantly shifting  primary  and  secondary 
causative  factors  which  are  responsible 
for  the  patient’s  condition  at  a given  time. 
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The  primary  causes  of  psychoneuroses 
are: 

1.  Organic  handicaps,  particularly  poor 
physical  condition 

2.  Inherent  psychological  difficulties 

3.  Cultural  deficits 

The  secondary  factors  Eire: 

1.  Environmental  factors  of  long  and 
short  duration,  including  erroneous 
psychological  reactions  and  social 
attitudes,  frequently  neurotic  con- 
ditioning by  neurotic  associates 

2.  The  patient’s  need  of  or  preference 
for  sickness 

3.  Problems,  both  immediate  and 
chronic  in  nature,  which  trigger  pres- 
ent reactions 

4.  The  nature  and  amount  of  treat- 
ment previously  administered 

These  factors  change  constantly  in  pat- 
tern and  prominence;  interpretation  de- 
pends both  on  the  time  when  the  patient  is 
studied  and  the  angle  from  which  he  is 
viewed.  The  longer  a psychoneurosis 
exists,  the  more  it  becomes  an  integral  part 
of  the  personality.  A neurosis  which 
started  as  an  acute  and  fortuitous  reaction 
may  become  a chronic,  irremediable  con- 
dition. With  the  passage  of  time  many 
symptom  complexes  disappear  and  are 
replaced  by  others,  influenced  by  the  chang- 
ing circumstances  of  the  individual’s  life. 

Physical  factors.  The  majority  of 
psychoneurotic  patients  have  no  serious 
organic  disease.  When  a neurosis  and  or- 
ganic disease  do  coexist,  the  patient  usually 
exaggerates  his  organic  distress,  often 
ignoring  the  neurotic  components. 

Most  psychoneurotic  persons  are  below 
par  physically.  They  have  marked  vaso- 
motor, digestive,  and  mild  glandular  symp- 
toms. In  general  there  is  instability  of  the 
sympathetic  nervous  system.  Many  psy- 
choneurotic patients'have  degenerated  phys- 
ically: Frequently  they  are  underdevel- 

oped, muscularly  soft,  either  too  fat  or  too 
thin,  and  lack  of  exercise  causes  almost  any 
physical  activity  to  tire  them  or  make  them 
feel  ill. 

In  addition,  many  patients  are  careless 
about  their  teeth,  have  poor  dietary  habits, 
and  use  alcohol  or  tobacco  to  excess.  A 
considerable  number  of  neurotic  patients 
are  found  to  suffer  from  unsuspected 
physical  disorders;  this  has  been  found 
to  be  true  of  approximately  one  fifth  of  the 


20,000  patients  I have  treated.  Contrary 
to  the  general  belief  that  psychoneurotic 
persons  must  be  in  good  physical  condition 
because  many  live  so  long,  my  experience 
has  been  that  their  death  rate  equals  or 
slightly  exceeds  that  of  the  general  popula- 
tion. 

Psychoneurotic  people  do  little  to  de- 
velop their  physical  resources;  they  often 
retire  from  the  mainstream  of  life  at  an 
early  age,  too  apathetic  to  take  the  usual 
risks  and  make  the  effort.  No  wonder 
they  feel  half  dead;  they  do  not  know 
what  it  is  to  feel  alive. 

No  amount  of  psychotropic  drugs,  psy- 
chotherapy, or  environmental  manipu- 
lation can  take  the  place  of  a well-func- 
tioning physique.  Improvement  of  the 
neurotic  patient’s  physical  condition  is 
fundamental  in  the  rehabilitative  process. 
Periodic  physical  evaluations,  including 
necessary  clinical  tests,  should  be  made 
by  competent  diagnosticians. 

Psychological  factors.  People  vary 
in  their  reactions  to  fatigue  and  emotional 
strain,  depending  on  their  physical  fitness 
and  emotional  stamina.  In  the  course  of  a 
lifetime  most  people  have  similar  emo- 
tional strains;  the  difference  is  that  the 
neurotic  individual  exaggerates  his,  as  an 
excuse  for  not  living  a full  life.  The  af- 
fective factors  in  a neurosis  are  simple, 
evident,  and  easy  to  understand;  seldom 
are  they  concealed  and  complicated,  as 
some  “psychodynamic”  schools  insist. 

Sex  distortions,  for  example,  do  not 
make  a person  neurotic;  it  is  the  neurotic, 
instead,  who  distorts  sex,  has  difficulty 
with  it,  and  frequently  cares  little  about  it. 
Sex  and  energy  are  related;  the  neurotic 
has  little  of  either.  Family  situations  do 
not  make  people  neurotic;  but  neurotically 
inclined  people  make  much  of  family  diffi- 
culties. 

There  are,  however,  a few  affective  fac- 
tors which  have  evident  relationship  to 
neurotic  disturbances: 

Man’s  most  frequent  emotional  reaction 
is  fear.  The  neurotic  is  fundamentally 
frightened  and  usually  reacts  to  fear  by 
primitive  escape  mechanisms;  he  runs 
but  seldom  fights. 

The  mature  person  welcomes  fear  as  the 
normal  stimulus  to  courage,  the  basis  of 
adventure  and  success.  It  is  through  the 
emergency  physical-psychological  expe- 
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rience  of  fear  that  man  dares  to  implement 
dreams.  The  neurotic,  however,  has 
stronger  escape-fear  reactions  than  others, 
as  evidenced  by  both  physiologic  mani- 
festations and  free-floating  anxiety.  It 
is  not  a matter  of  being  “afraid  of  what”; 
the  “what”  is  incidental  and  accidental. 
In  many  instances,  conditioned  emotional 
experiences  strongly  associated  with  fear  be- 
come the  presenting  symptoms  of  the  psy- 
choneurotic complex.  No  single  traumatic 
experience  makes  a person  neurotic.  The 
person  so  afflicted  has  a tendency  to  cement 
fear  to  particular  experiences,  then  spends 
time  and  effort  avoiding  these  experiences. 
The  neurotic  is  a chronically  frightened 
person. 

Suggestibility,  the  immediate  accept- 
ance of  an  experience  without  subjecting  it 
to  one’s  critical  faculties,  is  another  factor 
which  gives  rise  to  neurotic  symptoms. 
The  suggestion  may  stem  from  one’s  self, 
from  another,  or  from  the  environment. 

All  people  are  suggestible,  some  more 
than  others.  Dramatic,  emotionally  ap- 
pealing suggestions  are  powerful  and  per- 
sistent; in  an  instant  something  which 
was  not  previously  a part  of  one’s  psyche 
suddenly  becomes  an  integral  component. 

Suggestible  individuals  are  vulnerable  to 
neurotic  symptoms.  Babinski  defined  a 
neurosis  as  an  illness  induced  and  helped 
by  suggestion.  The  truth  of  this  state- 
ment is  evidenced  by  the  many  remedies 
prescribed  for  the  neurotic  patient  through 
the  years,  bounded  only  by  the  expanse  of 
man’s  imagination:  pink  medicine,  bread 
pills,  exhortation,  religious  healing,  food 
fads,  copper  beads,  gems  dissolved  in  wine, 
horse  chestnuts,  galvanic  current,  hor- 
mones, and  now  psychotropic  drugs.  Thou- 
sands of  neurotic  persons  have  attested  to 
the  value  of  these  panaceas. 

Suggestion  is  the  most  comforting  item 
in  the  physician’s  armamentarium,  when 
employed  skillfully  and  truthfully.  The 
normal  individual,  realizing  that  he  is 
somewhat  at  the  mercy  of  suggestion, 
cynically  questions  all  treatment  until 
it  is  scientifically  confirmed;  the  nervous 
person  is  frequently  the  victim  of  ignorance 
and  unprincipled  suggestion. 

Sensitiveness  is  directly  related  to  one’s 
sensory  apparatus.  It  is  a physical 
phenomenon  which  is  perceived  by  the  brain. 
Possessing  a better  perceptive-receptive 


apparatus  than  ordinary  and  less  fortunate 
individuals,  sensitive  people  are  bombarded 
by  more  stimuli  and  perceive  more. 

The  neurotic  individual  is  fundamentally 
sensitive.  His  potential  field  of  experience 
is  enormously  increased,  but  he  may  turn 
these  stimuli  inward  on  himself,  with 
resultant  suffering.  When  this  happens, 
he  becomes  excessively  aware  of  how  every- 
thing affects  him;  all  of  life  becomes  self- 
related,  and  he  thinks,  interprets,  and  acts 
wholly  in  terms  of  subjective  experience. 
He  is  lost  in  the  quicksands  of  self,  into 
which  he  sinks  ever  deeper. 

Fear,  suggestibility,  and  sensitiveness 
are  the  most  potent  psychological  causes 
of  neuroses,  together  with  poor  judgment. 
Judgment  is  largely  a learned  faculty, 
based  on  intelligence  and  supported  by  the 
ability  to  evaluate  experience  correctly. 
A person  of  good  judgment  profits  by  past 
experience,  does  not  play  hunches  or  act 
impulsively.  He  may  frequently  make 
mistakes  and  get  away  with  them.  Not 
so  the  neurotic  person:  He  uses  poor  judg- 
ment and  encounters  trouble,  acts  im- 
pulsively, fails  to  learn  from  experience, 
runs  from  discomfort,  blames  others  and 
circumstances  for  his  misfortunes,  ra- 
tionalizes, and  confabulates. 

Sociologic  and  cultural  factors. 
The  neuroses  are  no  respecters  of  persons. 
The  rich  and  the  poor,  the  stupid  and  the 
intelligent,  the  educated  and  the  unedu- 
cated, the  socially  advantaged  and  the 
deprived  of  all  races:  all  are  subject  to 

neurotic  disorders. 

Informed,  understanding,  and  loving 
adults  capable  of  demonstrating  correct 
principles  of  living  to  the  younger  genera- 
tion can  decrease  the  neurotic  reactions 
of  the  young,  even  those  with  neurotic 
tendencies.  Unfortunately,  there  are  not 
many  adults  who  can  or  will  do  this. 
One  of  the  greatest  burdens  of  youth  is  the 
misinformation  and  misinterpretation  su- 
perimposed on  them  by  their  elders. 

Environment  and  training  affect  per- 
sons with  a neurotic  predisposition  more 
than  others.  People  generally  have  sim- 
ilar experiences  in  the  course  of  a lifetime; 
suggestible,  sensitive,  apprehensive,  re- 
treating, neurotic  personalities  are  unduly 
influenced  by  their  experiences.  Many 
neurotic  women  talk  about  sex  traumas 
they  underwent  as  children,  when  such 
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is  the  usual  experience  of  growing  up. 
The  healthy  person  discounts  daily  un- 
pleasant trivia,  rises  above  trying  cir- 
cumstances, and  is  strengthened  by  them. 
The  neurotic  person  collects  difficulties 
and  incorporates  them  into  an  illness, 
thereby  building  roadblocks  to  health, 
usefulness,  and  happiness.  Symptoms  are 
the  camouflage  of  a neurotic  reaction; 
they  may  be  used  as  an  interminable  topic 
of  conversation  by  both  patient  and  doctor. 
The  neurotic  constantly  asks  why  he  has 
difficulties;  the  health-oriented  person 
passes  it  off  and  says,  “It  does  not  matter 
how  I got  on  the  hook:  How  may  I get 
off  and  stay  off?” 

Too  much  stress  is  placed  on  sociologic 
and  environmental  factors  in  interpreting 
and  treating  emotional  disorders.  Many 
people  reared  under  unfortunate  circum- 
stances are  not  neurotic;  in  the  same  family 
there  are  members  who  are  neurotic  and 
those  who  are  not.  The  family  should  not 
be  the  whipping  boy,  the  perpetual  alibi 
used  by  the  patient  to  explain  his  illness 
and  thus  absolve  himself  from  blame. 
The  undue  stress  placed  on  the  family  as  a 
cause  of  nervousness  has  made  parents 
unsure  of  themselves  and  has  given  rise  to 
unearned  guilt  feelings.  This  false  em- 
phasis diverts  the  patient’s  attention  from 
the  real  nature  of  his  trouble — himself. 
A neurotic  patient  never  becomes  more 
useful  by  blaming  anyone  else,  be  it  parent 
or  spouse. 

Environmental  manipulation  for  the 
purpose  of  correcting  specific  situations 
helps  to  relieve  strain  temporarily;  how- 
ever, people  who  attribute  their  illness 
to  unpleasant  situations  should  remember 
that  when  one  difficulty  is  solved,  another 
may  appear.  This  world,  and  perhaps  the 
next,  belongs  to  those  who  adjust  to  the 
past,  present,  and  the  future,  with  no 
emphasis  on  the  past.  Psychodynamics 
to  the  contrary,  the  past  does  not  explain 
a patient’s  neurosis.  Discussing  the  past 
is  poor  psychotherapy,  since  it  merely 
fixes  the  attention  on  the  difficulty  without 
solving  it. 

Clinical  manifestations 
of  psychoneurosis 

The  psychoneuroses  no  longer  occur  at 
the  present  time  in  the  classic  forms  de- 


scribed by  medical  predecessors.  Dif- 
ferent cultural  patterns,  education,  and 
medical  publicity  have  changed  the  formerly 
well-defined  patterns  of  psychoneurosis 
to  the  vague,  complicated  emotional  prob- 
lems we  know  today.  However,  there  are  a 
number  of  maladaptive  clinical  pictures 
observed;  about  75  per  cent  of  neurotic 
patients  encountered  exhibit  some  of  these 
characteristic  manifestations: 

1.  Inefficient  living  patterns,  frequently 
caused  by  a lack  of  balance  in  daily 
activities  such  as  work,  rest,  exercise,  and 
play,  lead  to  a dead  level  of  effort, 
accompanied  by  a sense  of  undue  responsi- 
bility, tenseness,  overmobilization,  and  in- 
efficiency. 

2.  Ordinary  sensory  disturbances  which 
are  accidental  in  nature  are  misinterpreted 
and  improperly  handled.  This  results  in 
fixation  of  attention  on  harmless  physical 
symptoms,  and  subsequently  to  uncalled- 
for  invalidism. 

3.  Ordinary  emotional  disturbances  are 
similarly  misinterpreted  and  unwisely  ex- 
aggerated, leading  to  prolonged  states  of 
painful  emotionalism. 

4.  Conscious  or  unconscious  emotional 
conflicts,  frequently  between  instincts  and 
ideals,  cause  an  unwillingness  or  inability 
to  make  clear-cut  decisions.  In  the  ab- 
sence of  a definite  decision  the  alternative 
of  escape,  as  evidenced  by  illness,  may  occur. 

5.  Mood  swings  or  shifts  in  mood  are  a 
normal  and  expected  occurrence  in  the 
lives  of  most  people.  Failure  to  realize 
this  fact  may  lead  to  moods  being  exag- 
gerated and  rationalized,  with  the  result 
that  the  individual  becomes  unduly  ap- 
prehensive and  neurotic.  This  is  partic- 
ularly true  in  regard  to  depressed  moods. 

6.  Pathologic  selfishness  and  lack  of 
proper  consideration  for  others  often  gives 
rise  to  maladjustments  and  neuroses. 

7.  Some  life  situations  are  sufficiently 
difficult  to  cause  temporary  neurotic  ill- 
ness. These  conditions  are  rare.  The 
neurotic  patient  is  all  too  willing  to  blame 
his  maladjustments  on  the  situation  in 
which  he  finds  himself,  rather  than  to 
make  the  correct  interpretation — that  if 
he  handles  himself  and  the  situation  wisely, 
the  temporary  illness  will  quickly  pass. 

While  psychoneurotic  persons  are  funda- 
mentally handicapped,  it  should  be  stressed 
that  many  are  intelligent,  useful,  and  suc- 
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cessful  members  of  society.  They  are 
most  apt  to  be  successful  in  lone-wolf 
undertakings  that  do  not  involve  undue 
competition  or  in  endeavors  that  do  not 
demand  cooperation,  flexibility,  and  un- 
selfish objectivity.  The  neurotic,  being 
essentially  self-centered,  generally  sees  only 
one  side  of  the  picture,  his  side. 

A man  handicapped  by  neuroses  has  a 
better  likelihood  of  success  than  a neurotic 
woman,  whose  life  is  made  up  chiefly  of 
family  responsibilities  and  social  activities. 
To  be  truly  successful,  she  must  forget 
self  and  devote  her  life  to  understanding 
others  and  working  for  them  with  little 
hope  of  appreciation.  Some  neurotic  wives 
are  passive,  have  few  opinions,  do  little, 
and  never  assert  themselves.  Others  are 
made  neurotic  by  their  husbands’  neu- 
roses, as  a self-protective  mechanism. 
Frequently  a “competitive  neurosis”  is 
generated,  with  husband  and  wife  each 
trying  to  outdo  the  other. 

The  male  neurotic  is  likely  to  be  a com- 
plaining, petty,  fault-finding,  overly  con- 
scientious, excuse-making  tyrant.  At  the 
mercy  of  his  illness,  he  imposes  it  on  a 
“whipping-boy,”  frequently  his  wife. 

The  role  of  sex  has  been  greatly  over- 
emphasized in  the  psychogenesis  of  the 
neuroses.  This  author  believes  that  the 
psychoneuroses  are  not  primarily  due  to 
emotional  conflicts,  childhood  trauma,  lack 
of  love  from  others,  nor  to  psychosexual 
distortions.  These  factors,  while  relevant, 
only  accentuate  and  color  the  clinical 
picture.  Basically,  psychoneurotic  people 
have  never  learned  the  principles  and 
technics  of  living,  including  the  positive 
life  force  we  call  sex.  Most  neurotic  women 
have  an  erratic  sex  drive;  the  same  is  true 
of  neurotic  men,  although  not  to  the  same 
extent.  Psychoneurotic  people,  both  male 
and  female,  who  have  not  found  sex  satis- 
fying, often  experiment  extramaritally, 
usually  with  poor  results. 

It  is  important  here  to  differentiate 
between  the  psychoneurotic  individual, 
who  is  amenable  to  therapy,  and  the  psy- 
chopathic personality  who  seeks  any  kind 
of  experience,  however  unorthodox  or 
antisocial — through  sex  as  well  as  drugs, 
alcohol,  or  gambling — which  will  give  him  a 
thrill.  Treatment  of  the  psychopathic 
personality  is  of  no  avail,  whereas  the 
neurotic  can  be  helped. 


Treatment 

Before  outlining  the  therapeutic  pro- 
gram, it  is  necessary  first  to  formulate 
the  goals  of  treatment  for  the  psycho- 
neurotic patient:  to  enable  him  to  realize 
his  full  potential  as  a human  being  and  to 
function  as  a mature  individual. 

What  is  a mature  person?  He  is  a per- 
son with  spiritual  strength,  a capacity 
for  enjoyment,  and  the  ability  to  attain 
unselfish  love;  he  has  ideals  and  worth- 
while goals  and  the  drive  and  persistence 
to  pursue  them  in  spite  of  seemingly  in- 
surmountable obstacles;  he  encounters 
frustrations  but  fights  and  overcomes  them 
without  losing  his  sense  of  humor;  he  has 
good  judgment,  is  flexible,  and  can  adjust 
to  pressures;  he  leads  a balanced  life  in 
terms  of  work,  rest,  play,  and  exercise. 

The  neurotic  individual  lacks  these 
qualities  necessary  to  attain  a full  life. 
He  must  be  redirected,  re-educated,  and 
motivated  to  achieve  maturity  and  thus 
reach  a healthier  and  more  positive  plane 
of  living.  Treatment  calls  for  a program  of 
complete  rehabilitation,  along  lines  of 
planned  physical  retraining  and  psychologi- 
cal education.  As  with  an  organic  lesion, 
treatment  is  first  directed  to  quieting  the 
acute  processes.  Therapy  should  be  in- 
tense at  the  outset,  followed  by  treatment 
and  supervision  over  the  years,  in  an  ef- 
fort to  teach  the  patient  to  live  with  him- 
self and  adjust  to  his  environment.  Since 
rehabilitation  must  take  place  in  carefully 
graded  stages,  maturity  is  an  uphill  climb. 
The  physician  must  be  there  to  guide  him 
forward  and  to  prevent  him  from  slipping 
and  taking  a backward  step. 

Treatment  is  eclectic.  No  single  method 
or  technic  is  capable  of  producing  and 
maintaining  improvement.  Each  medically 
accepted  approach  has  some  value  in  it- 
self, some  more  than  others.  The  treat- 
ment of  choice  is  full-scale  rehabilitation 
carried  out  simultaneously  on  all  fronts: 
physical,  emotional,  intellectual,  social, 
and  spiritual.  The  neglect  of  any  of  these 
areas  threatens  the  stability  of  results  and 
may  lead  to  the  patient’s  regression. 

Evaluation  of  patient.  The  first  en- 
counter between  psychiatrist  and  patient 
is  of  paramount  importance.  The  phy- 
sician must  be  kindly,  understanding, 
perceptive,  and  experienced.  He  must 
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be  an  expert  in  communication,  compre- 
hending what  the  patient  has  left  unsaid. 
He  must  above  all  be  a person  of  the  high- 
est integrity  and  objectivity. 

Many  neurotic  patients  have  seen  other 
doctors  and  have  repeated  the  same  long- 
winded  story  to  each  of  them.  Although 
“ventilation”  is  one  accepted  method  of 
psychiatric  treatment,  it  is  of  limited 
value  and  frequently  can  be  harmful, 
focusing  attention  as  it  does  on  the  pa- 
tient’s problems  and  giving  him  a feeling 
of  importance.  While  it  is  important  for 
the  physician  to  listen  to  the  patient,  the 
process  of  investigation  must  be  guided: 
first,  a short  medical-psychiatric  history  is 
taken;  this  therapeutic  history  is  designed 
to  open  the  eyes  of  the  patient  as  well  as  to 
inform  the  doctor  as  to  the  underlying 
causes  and  nature  of  the  illness. 

Every  neurotic  patient  must  have  a 
thorough  physical  examination  to  ferret 
out  any  organic  pathologic  condition  which 
may  be  a contributory  factor  in  the  existing 
neurosis. 

After  completion  of  the  history  and 
physical  examination,  the  physician  ex- 
plains to  the  patient  the  nature  of  his 
illness,  thereby  opening  the  door  to  better 
health.  This  explanation  [should  be  made 
in  simple,  forthright  words  free  of  medical 
jargon.  It  must  be  made  clear  to  the 
patient  that  if  he  hopes  for  improvement,  he 
must  follow  through  with  treatment. 

Thus,  the  physician  evaluates  the  various 
factors  in  the  patient’s  illness  and  begins 
to  implement  the  therapeutic  regimen  de- 
signed to  overcome,  or  at  least  partially 
correct,  some  of  the  psychoneurotic’s 
innate  handicaps. 

Rehabilitation.  The  rehabilitation  of 
the  neurotic  consists  of  the  following: 

Physical  rehabilitation.  Most  people  are 
considerably  below  par;  this  is  especially 
true  of  those  who  are  psychoneurotic. 
The  first  thing  the  physician  does  is  to 
put  the  patient  on  a daily  schedule  of  ac- 
tivities. Many  people  get  along  without 
scheduling  their  lives,  but  not  the  psy- 
choneurotic individual;  he  must  have  a 
regulated  existence.  He  must  be  taught 
to  live  a healthy  outdoor  life,  to  stand  erect, 
to  walk  correctly,  to  engage  in  many  forms 
of  physical  activity,  summer  and  winter, 
and  to  exercise  every  day  of  his  life.  As 


his  physical  condition  improves  he  learns 
to  take  pride  in  his  body. 

Re-education  and  retraining  Neurotic 
adults,  unlike  children  who  are  amenable 
to  education,  must  painfully  unlearn  a 
lifetime  of  mistaken  and  maladjustive 
attitudes  and  beliefs.  Re-education  must 
be  organized  and  made  emotionally  ap- 
pealing. New  technics  and  principles  must 
be  taught  them  slowly,  as  though  they 
were  learning  the  multiplication  table. 
Neurotic  attitudes  must  be  replaced  with 
healthy  ones,  using  intellectual  as  well 
as  emotional  processes  to  effect  a thorough 
reconditioning  of  the  patient’s  attitudes. 
Bad  habits  have  been  ingrained  over  the 
years:  To  eradicate  these  and  substitute 
habits  that  embody  principles  of  mental 
hygiene,  technics  must  be  taught  and  prac- 
ticed over  a sufficient  length  of  time  so  that 
they  become  automatic. 

Spiritual  enrichment.  The  physician 
must  help  the  patient  to  substitute  the 
power  of  an  ideal  for  the  destructiveness 
of  the  self.  This  entails  motivation  of  the 
individual  and  the  cultivation  of  his  spirit 
through  love,  in  its  broadest  sense.  Love 
is  the  only  antidote  for  the  pressures  and 
restrictions  of  civilization. 

Readjustment  of  sociologic  situation  by 
environmental  manipulation.  The  patient 
needs  to  get  away  from  home  and  work  for 
several  weeks  in  an  emotionally  neutral 
environment  designed  for  teaching  and 
training  patients  in  normal  non-neurotic 
ways  of  living.  In  such  a setting,  a per- 
spective may  be  gained  that  is  not  possible 
in  the  conflict-laden  atmosphere  of  the 
neurotic’s  family.  It  is  also  necessary  for 
the  physician  to  work  with  the  patient’s 
family  to  rehabilitate  the  patient. 

How  can  the  physician  accomplish  the 
formidable  task  of  rehabilitation  of  the 
neurotic  patient  as  outlined?  To  begin 
with,  he  must  be  firm.  Neurotic  persons 
need  direction  and  constant  redirection: 
firmness  is  therefore  mandatory  in  the 
treatment.  The  patient  must  trust  the 
doctor;  rapport  and  a moderate  trans- 
ference, along  with  a mutual  respect,  are 
necessary  in  successful  psychotherapy. 

Second,  the  physician  must  constantly 
stress  the  ability,  not  the  disability,  of  the 
patient.  He  must  encourage  and  motivate 
his  patient  to  achieve  the  “better  self” 
of  which  he  is  capable. 


540  New  York  State  Journal  of  Medicine  / February  15,  1967 


Third,  the  acute  and  intensive  phase  of 
psychotherapy  should  be  carried  out  within 
a rehabilitation  unit.  The  ideal  study  and 
treatment  unit  is  a medical-psychiatric 
facility  dedicated  solely  to  the  treatment  of 
psychoneurosis,  not  part  of  an  organization 
given  over  to  the  treatment  of  psychotic 
patients.  It  should  be  located  in  a rural 
area  close  to  outstanding  medical  centers, 
where  facilities  for  exercise,  recreation, 
and  social  and  cultural  activities  are  avail- 
able. The  staff  should  consist  of  an  able 
psychiatrist  as  director,  heading  a team  of 
experienced  psychiatrists,  psychologists,  so- 
cial workers,  occupational  therapists,  and 
recreational  directors.  Adequate  and  mod- 
ern diagnostic  facilities  are  an  integral  part 
of  the  rehabilitation  unit:  The  patient  is 
quickly  and  thoroughly  studied  and  the 
prescribed  treatment  is  speedily  instituted. 
Such  a facility  in  many  ways  resembles  the 
European  spa,  where  internal  medicine  and 
psychiatry  function  as  one,  with  a mini- 
mum of  the  usual  trappings  of  medical, 
psychiatric,  and  nursing  “atmosphere.” 
In  such  a special  treatment  environment 
the  patient  is  most  responsive  to  treat- 
ment; his  physical  condition,  and  sub- 
sequently his  psyche,  improves;  and  he  can 
be  re-educated  to  function  on  a healthier 
level  without  the  need  of  psychotropic 
drugs. 

Finally,  the  patient  must  receive  con- 
tinuing supervision  and  follow-up.  The 
neurotic  means  well,  but  it  takes  years  to 
obliterate  old  action  patterns  and  replace 
them  with  new  ones.  Unfortunately,  the 
“successfully”  treated  patient  often  re- 
turns, after  a period  of  years,  to  the  old 
symptoms.  Limited  assistance  can  be 
given  through  office  interviews  carried 
out  over  a period  of  time.  When  the 
neurotic  reaches  a healthier  way  of  life, 
others  with  similar  difficulties  may  be 
encouraged  to  escape  psychoneurotic  ser- 
vitude. The  successful  rehabilitation  of 
one  member  of  a neurosis- infected  family 
may  act  as  a spur  to  others  in  the  family 
to  seek  treatment.  The  continued  as- 
sistance of  the  respected  doctor  is  essential 
to  reinforce  the  rehabilitation  process  and 


cement  the  gains  already  made.  Although 
the  psychoneurotic  patient  may  remain 
handicapped  to  some  extent,  he  can  be  di- 
rected and  redirected  to  a normal  life 
through  wise  and  understanding  therapeutic 
guidance. 

Summary 

The  psychoneurotic  individual  is  a handi- 
capped individual,  predisposed  to  neurotic 
reactions  from  birth.  He  lacks  sustained 
adjustive  ability;  is  sensitive  and  sug- 
gestible; is  markedly  frightened  but  reacts 
to  fear  by  escaping  rather  than  fighting; 
uses  poor  judgment;  exaggerates  ordinary 
sensory  and  emotional  disturbances  out 
of  all  proportion;  is  primarily  self-cen- 
tered; and  is  in  poor  physical  condition. 

Poor  environment  and  early  training, 
often  seen  in  families  infected  by  neurotic 
attitudes,  frequently  aggravate  the  psy- 
choneurotic person’s  difficulties  but  do  not 
cause  them.  Psychological  processes  and 
social  factors,  although  important  factors, 
are  not  the  sole  causes  of  psychoneurosis; 
the  false  emphasis  placed  on  these  factors 
by  some  schools  of  thought  diverts  at- 
tention from  the  real  nature  of  the  trouble, 
the  individual  himself. 

The  psychoneuroses  are  amenable  to 
therapy,  provided  a complete  rehabilitation 
program  is  carried  out  on  four  fronts: 
physical,  emotional,  intellectual,  and  spirit- 
ual. The  neurotic  patient  must  be  made 
to  understand  his  handicaps  and  live  with 
them.  He  must  be  retrained  and  re-edu- 
cated in  his  habits  and  technics  of  living. 
Firmness  and  continuity  are  imperative  in 
the  treatment  of  the  psychoneurotic  pa- 
tient. This  is  best  carried  out  in  a special 
treatment  environment,  ideally  a rehabili- 
tation unit,  which  offers  thorough  diagnos- 
tic facilities  as  well  as  a balanced  program  of 
work,  rest,  play,  and  exercise. 

Continued  supervision  and  follow-up  are 
necessary  to  prevent  regression  to  former 
symptoms  and  to  direct  the  patient  into 
healthy  and  succcessful  patterns  of  living. 

Valley  Road 
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In  the  past  decade,  major  advances  in  the 
radiographic  evaluation  of  the  kidney  have 
been  made.1-3  Of  these,  nephrotomog- 
raphy and  selective  renal  arteriography 
have  become  permanent  additions  to  roent- 
gen diagnosis.  Simultaneously  with 
these  roentgen  developments,  radioisotopic 
methods  of  renal  visualization  have  become 
available.  In  most  community  hospitals, 
the  clinician  can  call  on  the  nuclear 
medicine  department  for  a safe,  rapid 
method  of  visualizing  functioning  renal 
parenchyma.  This  method  is  commonly 
referred  to  as  renal  scanning. 

Isotopic  imaging  of  the  kidneys  utilizes 
the  same  principles  which  apply  to  scanning 
of  other  organs  such  as  thyroid  and  liver. 
The  patient  is  given  a tracer  dose  of  an 
isotope  which  deposits  preferentially  in 
renal  tissue.  After  a suitable  interval,  the 
renal  areas  are  “scanned”  by  a radiation 
detector  which  converts  small  amounts  of 
emanated  radiation  into  an  image  recorded 
on  paper,  film,  or  magnetic  tape.  This 
image  depicts  the  functioning  renal  tissue 
(Figs.  1-7). 

We  have  utilized  mercury-203  or  mercury  - 
197  chlormerodrin,  administered  intra- 
venously from  one  to  twenty-four  hours 
prior  to  examination.  The  kidneys  are 
scanned  with  the  patient  in  the  prone  posi- 
tion, using  a 3-  or  5-inch  diameter  crystal 
rectilinear  scanner. 


FIGURE  1.  Fifty-two-year-old  male  with  left  flank 
pain  and  hematuria  for  two  weeks.  (A)  Left 
nephrotomogram  shows  highly  questionable  intra- 
renal  mass.  (B)  Left  renal  scan  clearly  demon- 
strates nonfunctioning  area  in  midportion  of  kid- 
ney. At  operation  this  area  occupied  by  3-  by  2- 
cm.  peripelvic  cavernous  hemangioma. 
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FIGURE  2.  Eleven-year-old  female  struck  by  bi- 
cycle and  developed  right  flank  pain  and  hema- 
turia. (A)  Intravenous  pyelogram  shows  dimin- 
ished function  of  right  kidney,  but  difficult  to  evalu- 
ate because  of  ileus.  (B)  Scan  demonstrates 
marked  diminution  of  functioning  parenchyma  in 
right  upper  pole.  This  case  illustrates  special 
value  of  scanning  in  cases  of  segmented  renal 
trauma. 


Advantages 

Although  renal  scanning  in  no  way  re- 
places radiographic  modalities,  it  possesses 
certain  inherently  desirable  qualities. 
Radioactive  mercury  chlormerodrin  is 
avidly  concentrated  by  functioning  renal 
tissue.  As  a result,  the  scan  provides 
significant  information  regarding  function 
of  the  parenchyma  as  well  as  depicting  its 
shape  and  location.  The  image  produced  is 
undistorted  by  magnification  and  is  un- 
affected by  interposed  barium,  intestinal 
contents,  or  bony  structures.  In  the  tracer 
doses  commonly  used,  scanning  is  non- 
hazardous  to  the  kidneys  and  nontoxic  to 
the  patient.  Allergic  reactions  do  not  occur, 
making  it  especially  useful  for  the  oc- 
casional patient  sensitive  to  urographic 
contrast  media. 


renal  scanning  does  not  replace  radio- 
graphic  modalities,  but  it  gives  significant 
information  regarding  function  of  the  par- 
enchyma as  well  as  depicting  its  shape  and 
location.  The  image  is  undistorted  by  mag- 
nification and  is  unaffected  by  interposed 
barium,  intestinal  contents,  or  bony  structures, 
and  is  safe.  The  scan  reflects  replacement, 
destruction  or  displacement  of  the  par- 
enchyma, and  indirect  causes  will  affect  the 
image.  The  scan  must  be  correlated  with 
available  clinical  and  radiographic  informa- 
tion. Its  greatest  application  is  in  patients 
with  equivocal  urographic  findings,  and  it 
provides  unique  information  with  regard  to 
certain  congenital  anomalies. 


FIGURE  3.  (A)  Intravenous  pyelogram  of  forty- 
year-old  man  with  horseshoe  kidney.  (B)  Isthmus 
seen  more  clearly  on  scan. 


Rationale 

The  renal  image  may  be  altered  by 
intrinsic  or  extrinsic  lesions.  In  the 
presence  of  a cyst,  tumor,  abscess,  or 
granuloma,  the  scan  reflects  replacement, 
destruction,  or  displacement  of  the 
parenchyma.  On  the  other  hand,  indirect 
causes  such  as  renal  arterial  disease  or 
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FIGURE  4.  Seventeen-year-old  male  with  renal  tuberculosis  under  treatment  for  two  years.  (A)  Intra- 
venous pyelogram  shows  calyceal  distortion  on  both  sides.  (B)  Scan  outlines  large  nonfunctioning  paren- 
chymal areas  in  both  kidneys  representing  sites  of  tuberculous  involvement. 


FIGURE  5.  Fifty-seven-year-old  male  with  gross  hematuria.  (A)  Nephrotomogram  shows  presence  of 
solid  mass  in  upper  pole  of  left  kidney.  (B)  Scan  confirms  presence  of  lesion  seen  on  nephrotomogram. 
H istologically,  this  was  giant  papillary  adenoma. 


ureteral  obstruction  will  also  affect  part  or 
all  of  the  image.  Since  all  abnormalities 
manifest  themselves  as  decreased  or  absent 
visualization  of  all  or  part  of  the  kidney,  it 
is  necessary  to  correlate  the  scan  with  the 
available  clinical  and  radiographic  infor- 
mation. 

Comment 

In  our  experience,  the  scan  has  its 
greatest  application  in  patients  with 
equivocal  urographic  findings.  This  is 
particularly  true  in  the  case  of  a small  or 
superficially  situated  renal  mass.  In  such  a 
case,  a localized  area  of  diminished  activity 
confirms  the  mass  and  allows  further 
investigative  or  corrective  steps  to  be 
undertaken  with  confidence. 

The  scan  provides  unique  information 


with  regard  to  certain  congenital  anomalies. 
Frequently,  part  or  all  of  an  ectopic  kidney 
is  obscured  by  the  spine  or  bony  pelvis 
on  urographic  examination.  These  struc- 
tures do  not  interfere  with  the  scan,  and 
the  location,  size,  configuration,  and  rela- 
tive function  of  the  ectopic  organ  are 
readily  revealed. 

It  is  recognized  that  urography  per- 
formed shortly  after  renal  trauma  may 
appear  to  have  normal  findings.  In  these 
cases,  the  scan  provides  exact  anatomic 
localization  of  the  injured  area.  This  is 
particularly  important  when  only  a seg- 
ment of  the  kidney  has  been  damaged. 

Scanning  has  also  proved  useful  in  the 
evaluation  of  patients  with  renal  arterial 
occlusion,  segmental  infarction,  chronic 
infection,  tuberculoma,  polycystic  disease, 
and  a variety  of  less  commonly  encountered 
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FIGURE  6.  Sixty-year-old  female  seen  with  mass 
in  clitoris  which  was  clear  cell  carcinoma  on  biopsy. 
(A)  Nephrotomogram  shows  nonfilling  of  left  lower 
calyces  without  unequivocal  demonstration  of 
mass.  Renal  scan  definitively  reflects  presence  of 
mass  in  lower  pole  of  left  kidney  which  was  renal 
cell  carcinoma. 

entities.  In  patients  with  known  allergy 
to  excretory  contrast  agents,  scanning 
serves  as  a safe  method  of  evaluating 
functioning  parenchyma. 
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FIGURE  7.  Forty-five-year-old  male  with  poly- 
cystic kidneys  and  history  of  recurrent  left  renal 
calculi.  (A)  Intravenous  pyelogram  shows  non- 
function of  enlarged  left  kidney  and  typical  poly- 
cystic changes  on  right.  (B)  Scan  also  shows  no 
function  on  left  side.  Right  renal  scan  demon- 
strates several  large  cysts. 
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T he  prolonged  use  of  irritant  or  drastic 
cathartics  can  result  in  roentgenographic 
changes  similar  to  and  sometimes  difficult 
to  differentiate  from  chronic  ulcerative 
colitis  (“burned  out”  ulcerative  colitis). 
The  changes  observed  in  the  typical  case, 
however,  should  alert  one  to  a consideration 
of  this  entity,  and  when  combined  with  an 
appropriate  clinical  history,  the  correct 
diagnosis  can  be  made  with  a fair  degree  of 
certainty.  Proper  recognition  of  this  con- 
dition is  important  since  a more  physio- 
logic method  of  bowel  regulation  may  then 
be  instituted,  and  an  erroneous  diagnosis, 
unnecessary  therapy,  and  inaccurate  prog- 
nosis are  avoided. 

Heilbrun1  first  called  attention  to  the 
roentgen  changes  observed  in  prolonged 
cathartic  abuse.  Although  few  cases  have 
been  reported,  the  entity  is  probably  not  a 
rare  one.  The  common  denominator  ap- 
pears to  be  the  daily  and  continuous  use  of 
irritant  or  drastic  cathartics  over  a period 
of  at  least  fifteen  years. 2 Many  proprietary 
cathartic  preparations  contain  compounds 
whose  action  depends  on  mucosal  irrita- 
tion and/or  increased  motor  activity  of  the 
bowel.  Since  many  patients  today  use 
cathartics  as  a matter  of  daily  routine  and 
neglect  to  mention  them  to  their  physician, 
many  cases  probably  go  unsuspected. 

In  16  cases  reviewed  from  the  literature, 
all  occurred  in  women.1-5  Their  ages 


FIGURE  1.  Sixty-six-year-old  female  with  his- 
tory of  chronic  constipation.  Continuous  ingestion 
of  drastic  cathartic  containing  cascara,  aloe,  and 
podophyllum,  following  appendectomy  thirty-five 
years  before.  Film  shows  loss  of  haustral  markings 
in  right  colon  without  mucosal  ulceration  or  signifi- 
cant shortening.  Sigmoid  and  rectum  appear 
normal.  Peculiar  tapered  narrowing  seen  in  region 
of  hepatic  flexure. 

ranged  from  thirty-six  to  seventy-six  years 
with  an  average  age  of  fifty -four  years. 

The  clinical  histories  include  various 
vague  and  nonspecific  abdominal  complaints 
of  which  chronic  constipation  is  the  most 
common.  Bloating,  vague  discomfort,  and 
right  lower  quadrant  pain  are  sometimes 
present.  True  diarrhea  does  not  occur, 
and  mucus,  pus,  and  blood  are  absent  from 
the  stool  except  in  the  presence  of  coincident 
disease. 

Roentgenographic  findings 

The  earliest  changes  are  seen  in  the 
cecum  and  ileocecal  valve.  With  increas- 
ing severity,  the  abnormal  pattern  extends 
proximally  to  involve  the  most  terminal 
portion  of  the  ileum  and  distally  to  in- 
volve the  colon  as  far  as  the  sigmoid. 
The  sigmoid  and  rectum  usually  remain 
distensible  and  normal.  With  extensive 
colonic  involvement,  the  right  side  always 
shows  the  most  marked  change. 
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FIGURE  2.  Sixty-two-year-old  female  with  long 
history  of  “obstructed  feeling”  requiring  contin- 
uous cathartics  such  as  aloe  and  podophyllum  and 
frequent  enemas.  Film  from  barium  enema  shows 
loss  of  haustral  markings  in  ascending  and  trans- 
verse portion  with  peculiar  cobblestone  mucosal 
pattern.  Distal  ileum  also  involved  (courtesy  of 
D.  J.  Pinals,  M.D.,  New  Rochelle,  New  York). 


When  the  offending  cathartic  is  dis- 
continued, the  changes  may  remain  radio- 
graphically static  or  may  be  reversible 
and  return  to  normal  in  an  order  opposite 
to  their  formation.  In  the  latter  circum- 
stance, some  improvement  may  be  seen 
after  one  month1  while  the  radiographs  may 
appear  nearly  normal  after  approximately 
one  year.2-3 

The  diagnosis  is  primarily  a radiographic 
one.  The  mildest  changes  are  limited  to 
the  cecum  and  ileocecal  valve.  The  valve 
loses  its  normal  appearance  with  the  lips 
becoming  flattened  and  gaping.  By  far 
the  most  striking  finding  in  the  colon  is  the 
diminished  or  complete  absence  of  haustral 
markings  in  the  involved  areas.  Colonic 
distensibility  remains,  and  at  times  certain 
segments  appear  atonic.  No  rigidity  is 
demonstrated.  Sometimes  seen  are  in- 
consistent areas  of  constriction  which  have 
concentric  lumina  and  tapering  margins 
without  abrupt  change  in  caliber.  Fluoro- 
scopically,  there  are  bizarre  bowel  contrac- 
tions, and  the  resulting  constricted  areas 
are  inconstant  and  may  vary  in  length  or 
disappear  during  a single  examination. 


IRRITANT  OR  DRASTIC  CATHARTICS,  Used 
daily  and  continuously  and  over  a period  of 
years,  can  result  in  changes  seen  roentgeno- 
graphically  that  are  similar  to  and  sometimes 
difficult  to  differentiate  from  chronic  ulcera- 
tive colitis.  Cathartics  are  often  used  as  a 
matter  of  routine,  and  typical  changes  should 
alert  one  to  this  entity.  Milder  ones  affect 
only  the  cecum,  proximal  colon,  and  ileo- 
cecal valve,  while  more  irritant  preparations 
affect  the  small  bowel  and,  indirectly,  the  colon. 


Evacuation  is  frequently  incomplete  with 
barium  retained  in  the  colon.  There  is 
little  or  no  shortening  of  the  colon,  except 
occasionally  on  the  right,  as  evidenced  by 
normally  situated  flexures.  The  mucosal 
pattern  is  not  that  normally  demonstrated 
and  is  linear  or  smooth.  No  ulcerations 
are  present. 

The  terminal  ileum  shows  similar  changes 
with  dilatation  and  loss  of  normal  mucosal 
appearance.  Small-bowel  transit  time  is 
usually  normal  but  has  been  reported  as 
increased.1 

No  precise  pathologic  correlation  is  avail- 
able. Operative  descriptions  range  from 
“thickening  of  the  terminal  ileum  and 
cecum,”1  to  “distended  colon  that  ap- 
peared to  be  filled  with  fluid,”4  to  “no 
abnormality  of  external  appearance.”2 

Pharmacology 

The  changes  produced  are  apparently 
the  end  result  of  excessive  “irritant” 
cathartic  use  (Figs.  1 and  2).  In  brief,  these 
drugs  include  emodin  (cascara  sagrada, 
senna,  rhubarb,  aloe),  resinous  (jalap, 
colcynth,  elaterin,  podophyllum),  irritant 
oil  (castor  oil,  croton  oil) , and  miscellaneous 
(phenolphthalein,  calomel)  groups.  Many 
of  the  proprietary  preparations  contain  a 
combination  of  these  constituents.  Some 
are  stated  to  act  only  on  the  large  bowel 
(emodins),  some  only  on  the  small  intestine 
(resinous),  while  some  affect  both  areas 
(phenolphthalein).6  Although  the  mecha- 
nism of  production  is  poorly  understood, 
the  site  of  primary  radiographic  change 
probably  depends  on  the  cathartic  used. 
The  milder  ones  affect  only  the  cecum, 
proximal  colon,  and  ileocecal  valve,  while 
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FIGURE  3.  Eighty-five-year-old  female  with  ab- 
dominal distention  and  obstipation.  History  of 
chronic  constipation.  Film  from  barium  enema 
shows  evidence  of  prolonged  cathartic  ingestion. 


the  more  irritant  preparations  affect 
the  small  bowel  as  well.  These  latter 
agents  act  indirectly  on  the  colon,  since 
the  coordinating  reflexes  of  the  bowel  are 
such  that  increased  motility  of  the  small 
intestine  is  followed  almost  at  once  by 
increased  motility  of  the  large  intestine. 
Therefore,  changes  occur  at  both  sites.7 
It  is  probable  that  the  active  principals  of 
these  irritant  drugs  stimulate  increased 
muscular  activity  and  thereby  increase 
bowel  tonicity.  As  a result  of  the  hyper- 
tonia, peristalsis  becomes  incoordinated 
and  impaired  with  resulting  constipation 
(Fig.  3). 8 More  cathartic  is  then  thought 
necessary,  and  a vicious  cycle  ensues. 
Bulk  and  emollient  cathartics  do  not  cause 
similar  roentgen  changes  even  after  pro- 
longed use. 

Differential  diagnosis 

The  condition  most  often  considered  in 
the  differential  diagnosis  of  cathartic  colon 
is  chronic  ulcerative  colitis.  While  a 
definite  differentiation  may  not  be  possible 
in  all  cases,  the  correct  diagnosis  should  be 


FIGURE  4.  Seventy-nine-year-old  female  with 
melena  secondary  to  duodenal  ulcer.  Barium 
enema  obtained  during  work-up  shows  changes  of 
chronic  cathartic  ingestion  with  absent  haustral 
markings  without  significant  colonic  shortening  or 
narrowing.  Confirmatory  history  obtained. 


strongly  suspected  in  most.  The  clinical 
history  of  chronic  constipation,  without 
diarrhea  or  melena,  combined  with  an 
appropriate  history  of  cathartic  ingestion 
and  a normal  proctoscopic  examination 
result,  militates  strongly  against  the  diagno- 
sis of  ulcerative  colitis.  Unlike  ulcerative 
colitis,  involvement  is  most  marked  on  the 
right  and  excludes  the  sigmoid  and  rectum. 
Although  there  is  loss  of  haustral  markings, 
significant  shortening  of  the  colon  is  lack- 
ing as  are  constant  luminal  narrowing, 
thickening  and  stiffness  of  the  bowel  wall, 
and  mucosal  ulcerations  (Fig.  4). 

Also  to  be  considered  is  granulomatous 
colitis  which  may  have  a similar  anatomic 
distribution.  The  clinical  history  of  diar- 
rhea, coupled  with  roentgen  features  of 
eccentric  bowel  wall  involvement,  skip 
areas,  longitudinal  ulcerations  and  trans- 
verse fissures,  and  narrowing  with  rigid 
walls  and  fistula  formation,  should  cause 
little  difficulty  in  differentiation  (Fig. 
5). 9 
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FIGURE  5.  Seventy-one-year-old  female  with  bi- 
lateral atrophic  pyelonephritis  and  recent  renal 
calculus.  Barium  enema  shows  loss  of  haustral 
pattern  with  peculiar  segmental  narrowing.  Ter- 
minal ileum  dilated  with  loss  of  normal  mucosal 
pattern.  History  of  long-term  cathartic  ingestion 
obtained. 


Summary 

The  prolonged  use  of  irritant  cathartics 
can  produce  radiographic  changes  in  the 
colon  and  terminal  ileum  sometimes  con- 
fused with  chronic  ulcerative  colitis.  The 
clinical  history  together  with  careful  anal- 
ysis of  the  roentgenographic  changes,  as 
described,  strongly  suggests  the  proper 
diagnosis. 

750  E.  Adams  Street 
Syracuse  13210 
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Rhinoplasty  for  the  correction  of 
congenital  or  acquired  deformity  of  the 
nose  has  become  a common  operation. 
Once  limited  to  large  municipal  centers, 
rhinoplasty  is  now  routinely  performed  in 
small  communities  since  the  acceptance  of 
the  procedure  has  grown. 

There  are  two  major  categories  of 
complications  following  rhinoplasty,  one 
psychologic,  the  other  physical.  The 
psychologic  problems  are  related  to  the 
cosmetic  result;  the  physical  complications, 
in  the  main,  are  not. 

Of  the  physical  complications  of  rhino- 
plasty, hemorrhage  is  generally  the  most 
troublesome.  Hemorrhage  post  rhino- 
plasty can  be  serious  if  not  treated  with 
celerity  and  under  proper  conditions. 

Management 

Since  rhinoplasty  is  an  elective  operation, 
its  use  should  be  limited  to  patients  who  are 
in  good  physical  condition.  A routine 
blood  examination,  namely  a so-called 
complete  blood  count,  is  sufficient.  A 
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history  of  nasal  bleeding  should  invite 
investigation.  If  there  are  dilated  capil-  ! 
laries  or  veins,  they  should  be  cauterized 
before  or  after  the  operation.  Often,  they 
can  be  excised  in  shortening  the  nasal  tip, 
thus  correcting  at  once  what  may  have  been 
an  annoying  problem.  The  veins  will 
generally  be  found  in  that  part  of  the 
membranous  septum  which  is  excised  and 
discarded. 

More  elaborate  blood  laboratory 
examinations  are  not  recommended  since  it 
is  unlikely  that  they  will  reveal  any  signifi- 
cant clue.  The  author  has  encountered  ! 
some  50  cases  of  significant  postrhino- 
plasty hemorrhage  in  thirty  years  of 
experience.  In  no  instance  have  post- 
rhinoplasty hemorrhage-complicated  blood 
studies  ever  given  any  explanation  of  the 
cause  of  the  bleeding. 

The  important  factors  in  the  manage-  | 
ment  of  postrhinoplasty  hemorrhage  are 
speed  and  action.  Since  it  has  been  im- 
possible to  predict  which  patient  is  going 
to  be  the  bleeder,  it  has  been  my  practice 
to  warn  every  patient  leaving  the  hospital 
on  the  second  to  the  fourth  day,  the  usual 
hospital  stay,  to  report  any  significant 
bleeding  to  me  at  once.  Often,  the  bleeding 
will  occur  in  the  middle  of  the  night  and 
awake  the  patient.  Significant  bleeding  is 
quite  different  from  the  blood-tinged  mucus 
that  is  expected  post  rhinoplasty.  The 
bleeding  may  be  from  the  anterior  nares  or 
into  the  nasopharynx  and  may  be  either 
swallowed  or  expectorated. 

Since  it  is  possible  to  lose  a considerable 
amount  of  blood  from  a persistent  drip 
down  the  throat  where  its  presence  may 
not  be  particularly  uncomfortable,  it  is 
important  to  avoid  delay  in  treatment. 
Only  the  occasional  bleeder  will  stop 
spontaneously.  The  patient  should  be 
under  close  observation.  In  the  past 
fifteen  years  I have  immediately  alerted  the 
hospital  to  the  possible  admission  of  the 
patient  and  usually  the  operating  room  to 
the  probability  that  the  patient  will  be 
coming  at  once  to  the  operating  room  for 
treatment. 

If,  by  the  time  the  patient  is  seen,  there 
has  been  a cessation  of  the  bleeding  from 
the  front  of  the  nose,  repeated  observation 
of  the  throat  to  see  if  the  throat  is  dry  is 
imperative.  A slow  drip  down  the  throat 
should  not  be  ignored.  A definitive  at- 
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tempt  to  stop  the  bleeding  completely 
should  be  made. 

Operative  technic 

The  operating  room  is  the  ideal  place  to 
stem  the  bleeding.  An  aseptic  setup  and 
sterile  instruments  are  certainly  better 
than  the  makeshift  appointments  of  the 
usual  hospital  room  and  /or  treatment 
room.  A good  headlight  and  suction  are 
essential.  Analgesia  by  injection  is  de- 
sirable. 

Removal  of  the  clots  is  the  first  order  of 
business.  This  can  be  done  without  topical 
anesthesia  by  suction,  having  the  patient 
blow  his  nose,  or  by  lavaging  the  nose  with 
copious  amounts  of  warm  saline  under 
pressure.  A large  bulb  syringe  is  useful  for 
this  purpose.  This  is  apt  to  be  a rather 
messy  business  which  again  is  more  com- 
fortably performed  in  the  operating  room. 

In  most  instances,  after  the  clots  have 
been  evacuated,  the  bleeding  will  stop. 
Even  if  it  persists,  the  bleeding  will  often 
slow  down  after  the  nose  has  been  cleansed. 
At  this  point  cocaine  is  useful  both  to 
permit  further  examination  of  the  nose  and, 
if  necessary,  cauterization,  whether  one 
sees  the  bleeding  point  or  not. 

Electrocoagulation  or  chemocoagulation 
should  be  used  when  useful.  Silver  nitrate 
stick  or  10  per  cent  solution  is  effective. 
Indiscriminate  cauterization  of  wide  areas 
of  the  mucous  membrane  is  not  wise. 
Nasal  packs  may  be  necessary  if  these  pre- 
liminary measures  have  been  ineffective. 
Epinephrine  (Adrenalin)  packs,  grease 
gauze,  or  oxidized  cellulose  (Oxycel)  may  do 
the  trick  particularly  if  combined  with 
external  pressure.  One  should  remember 
that  these  packs  will  spread  the  fractured 


the  most  troublesome  physical  complica- 
tion of  rhinoplasty  is  hemorrhage.  Rhino- 
plasty should  be  limited  to  patients  in  good 
physical  condition,  as  shown  by  a routine 
blood-count  examination.  Significant  bleed- 
ing should  be  studied  and  managed  with  speed 
and  action.  The  bleeding  can  best  be  stemmed 
in  the  operating  room.  Electrocoagulation 
or  chemocoagulation  should  be  used  as  in- 
dicated, and  nasal  packs  may  be  necessary. 
Transfusion  is  rarely  necessary.  It  is 
recommended  that  the  surgeon  responsible 
for  the  surgery  be  responsible  for  the  manage- 
ment of  the  hemorrhage. 


frontal  processes  of  the  maxillae  apart  if 
the  bony  nasal  bridge  has  been  infracted  in 
the  rhinoplasty.  External  pressure  can  be 
provided  by  the  adjustable  Joseph’s  nasal 
splint  which  must  be  applied  and  main- 
tained with  caution  since  too  much  pres- 
sure may  cause  skin  necrosis  and  external 
nasal  scarring.  Most  of  these  measures 
may  apply  to  a fracture  of  the  nose  without 
rhinoplasty. 

Transfusion  is  rarely  necessary  but 
should  not  be  overlooked  if  there  is 
sufficient  indication. 

Because  the  treatment  of  a postrhino- 
plasty hemorrhage  may  cause  some  change 
in  the  relationship  of  the  structures  of  the 
nose,  it  seems  wise  to  recommend  that  the 
surgeon  responsible  for  the  surgery  be  re- 
sponsible for  the  management  of  the  hemor- 
rhage. Legal  entanglements  are  thereby 
avoided.  Only  in  the  unusual  circumstance 
should  anyone  else  manipulate  the  nose. 
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P arts  I and  II  of  this  article  appeared 
in  the  January  15  and  February  1,  1967, 
issues  of  the  New  York  State  Journal  of 
Medicine.  Part  I dealt  with  classifying 
headache  according  to  etiology  and  pain 
mechanisms.  Part  II  discussed  the  char- 
acteristic symptoms  for  each  type  of 
headache  which  would  aid  in  diagnosis. 

Treatment 

Vascular  headache  of  the  migraine 
type.  Drugs.  Ergotamine  tartrate  re- 
mains the  drug  of  choice  for  symptomatic 
relief  of  an  acute  attack  of  all  types  of  mi- 
graine.128 Its  effectiveness  orally  is  en- 
hanced by  the  addition  of  caffeine.  Clin- 
ical experience  with  ergotamine  tartrate 
preparations  serves  to  emphasize  the  im- 
portance of  an  adequate  dose  at  the  first 
warning  sign  of  an  attack. 

The  total  functioning  of  a person  with 
headache  must  be  appraised.  The  physi- 
cian must  treat  not  only  the  symptoms  but 
also  the  whole  patient,  with  due  attention 
to  personality  as  well  as  to  psychic  factors 
which  are  always  involved  in  reaction  to 


pain,  whether  they  are  primarily  physio- 
logic or  are  structural  in  its  causation. 
Obviously,  appropriate  therapy  is  deter- 
mined by  accurate  diagnosis,  which  de- 
pends on  a detailed  history,  physical  and 
neurologic  examinations,  and  careful  inter- 
pretation of  any  ancillary  studies  that  have 
been  found  necessary.  The  pharmaco- 
therapeutic  objectives  are  to  interrupt  the 
pain-producing  mechanism,  raise  the  pain 
threshold,  and  control  the  emotional  tension 
and  anxiety  associated  with  or  involved  in 
the  headache.129 

Graham130  recommends  three  approaches 
in  the  treatment  of  migraine.  First,  he 
advocates  recognition  and  removal  of  the 
external  or  internal  stimuli  which  may 
cause  the  migraine  attack,  for  example, 
strong  light,  noises,  smells,  alcohol,  men- 
strual changes,  anoxia,  allergic  reactions, 
and  so  on.  His  second  recommendation 
is  for  correction  of  an  underlying  physio- 
logic aberration  which  may  improve  the 
patient’s  resistance  to  migraine  stimuli. 
These  physiologic  aberrations  may  include 
thyroid  deficiency,  fluid  accumulation,  hy- 
pertension, anxiety  and  depression,  and 
abnormal  electroencephalograms.  Treat- 
ment in  this  category  may  take  the  form 
of  appropriate  diuretics,  antihypertensive 
drugs,  tranquilizers,  monoamine  oxidase 
inhibitors,  or  anticonvulsants.  However, 
Graham130  notes  that  a newer  and  more 
specific  approach  has  been  made  possible 
with  the  advent  of  methylsergide  maleate, 
which  in  the  past  five  years  has  proved  to 
be  the  most  effective  agent  for  the  preven- 
tion of  the  migraine  attack.  Third,  he 
advises  treatment  of  the  acute  attack  with 
ergotamine  alone  or  in  combination  with 
caffeine,  sedatives,  antispasmodics,  and/ 
or  antiemetics. 

Ostfeld131  studied  the  effectiveness  of 
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ergotamine  tartrate  by  mouth.  The  com- 
parison was  made  between  the  ergot 
derivative  and  a placebo.  The  effect  of 
ergotamine  tartrate  in  5-mg.  dose  was 
significantly  greater  in  relieving  the  mi- 
graine attack  than  that  of  the  placebo. 
He  also  determined  the  incidence  of  vomit- 
ing associated  with  the  use  of  various  com- 
binations of  ergotamine  with  other  agents. 
The  vomiting  following  a combination  of 
5 mg.  ergotamine,  250  mg.  caffeine,  and 
12.5  mg.  cyclizine  was  no  greater  than  that 
after  a placebo,  and  this  combination 
caused  less  vomiting  than  a combination  of 
5 mg.  ergotamine,  0.5  mg.  1-belladonna 
alkaloids,  500  mg.  caffeine,  and  650  mg. 
acetophenetidin. 

Crooks,  Stephen,  and  Brass132  investi- 
gated the  effectiveness  of  less  commonly 
used  routes  of  administration  of  ergotamine 
preparations.  By  double-blind  technic, 
they  determined  that  inhalation  was  more 
effective  than  the  sublingual  route.  Sub- 
lingual ergotamine  preparations  were  also 
found  to  be  more  effective  than  inert  sub- 
lingual preparations.  Weil71  reports  that 
addition  of  the  anticonvulsants  diphenyl- 
hydantoin  (Dilantin)  or  mephenytoin  (Me- 
santoin)  to  the  usual  drugs  used  for 
migraine  is  effective  treatment  for  dysrhyth- 
mic  migraine.  He  recommends  a com- 
bination of  ergotamine  tartrate,  1-bella- 
donna  alkaloids,  and  phenobarbital  (Bel- 
lergal)  with  small  doses  of  diphenyl- 
hydantoin  for  maintenance  therapy.  For 
an  acute  attack,  he  suggests  amobarbital 
(Amytal)  sodium  or  dihydroergotamine. 

Smyth  and  Winter69  found  that  ergot- 
amine tartrate  was  effective  in  57  per  cent 
of  patients  with  normal  resting  electro- 
encephalograms in  a series  of  202  migraine 
patients,  in  63  per  cent  of  59  patients  with 
theta  rhythm,  and  in  none  of  the  27  patients 
with  delta  rhythm.  The  patients  with 
delta  rhythm  obtained  relief  with  anti- 
convulsants and  are  categorized  by  Smyth 
and  Winter  as  “dysrhythmic  migraine.” 
Chao  et  al.7i  recommend  bed  rest,  quiet,  a 
dark  room,  and  one  of  the  ergotamine  com- 
binations. Diphenylhydantoin  may  be 
helpful  in  borderline  cases  with  attacks  of  a 
focal  nature,  that  is,  sensory  phenomena 
and  in  later  years  clonic  movements. 

In  childhood  migraine,  drugs  for  the 
symptomatic  treatment  of  a migraine 
attack  should  be  used  early  in  the  course  of 


an  attack,  that  is,  in  the  prodromal  period 
and  in  adequate  dosage. 133  V ahlquist74  rec- 
ommends ergotamine  suppositories  for 
children.  Treatment,  in  general,  is  the 
same  as  in  adults. 

Glenn,  Knuth,  and  Virgil72  discuss  the 
treatment  of  headache  and  other  symptoms 
frequently  associated  with  the  14  and  6 
syndrome.  Treatment  of  the  syndrome 
must  be  carefully  individualized  and  can 
be  determined  only  after  an  adequate 
history  is  obtained  and  after  psychiatric 
and  neurologic  examinations.  Some  pa- 
tients may  require  anticonvulsant  therapy; 
psychotherapy  may  be  indicated  in  others; 
and  some  patients  may  not  need  any  treat- 
ment. Attempted  explanation  of  the  elec- 
troencephalogram abnormality  to  parents 
of  younger  patients  may  be  inadvisable 
even  though  the  condition  is  considered 
benign.  For  basilar  artery  migraine  (mi- 
graine-epilepsy syndrome) , Bickerstaff66  rec- 
ommends phenobarbital  both  for  pro- 
phylaxis and  for  treatment.  In  some  older 
children,  prochlorperazine  (Compazine)  ap- 
parently was  effective  for  relief. 

Young  and  Humphries134  report  a vas- 
cular complication  following  the  chronic 
use  of  ergotamine  tartrate  suppositories. 
A forty-two-year-old  woman  had  severe 
femoral  arteriospasm  which  required  bilat- 
eral sympathectomy,  periarterial  stripping, 
vasodilator  drugs,  and  withdrawal  of  ergot 
for  relief.  They  stress  the  usual  con- 
traindications to  the  use  of  ergot,  such  as 
occlusive  vascular  disease,  coronary  artery 
disease,  hepatic  and  renal  impairment, 
thyrotoxicosis,  pregnancy,  and  acute  or 
infectious  diseases.  They  note  that  toxic 
effects  are  rare  after  oral  use  of  ergot  but 
are  more  likely  to  occur  after  rectal  admin- 
istration since  absorption  is  greater. 

Horton  and  Peters135  comment  on  the 
excessive  use  of  ergotamine  preparations. 
In  their  opinion,  the  daily  or  every  other 
day  use  of  these  preparations  carries  the 
risk  of  overdose,  and  toxic  manifestations, 
largely  attributed  to  vasospasm,  usually 
affect  the  entire  vasculature,  most  notice- 
ably the  extremities.  Headache  also  may 
be  a symptom  of  excessive  use.  Patients 
with  classic  migraine  did  not  manifest 
toxic  reactions;  the  reason  may  be  that 
attacks  do  not  occur  daily,  so  there  is  less 
likelihood  of  excessive  use  of  the  drug. 
Toxicity  is  more  likely  to  occur  in  patients 
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with  headaches  of  mixed  type,  that  is, 
migraine-tension  headaches. 

Lundberg136  has  reported  on  the  clinical 
use  of  progesterone  in  the  form  of  norethin- 
drone  or  allylestrenol  in  84  patients  with 
migraine;  the  series  included  several  men. 
Treatment  was  based  on  prophylactic 
administration.  Fifty-five  of  the  patients 
were  freed  from  headache  attacks,  but 
discontinuance  of  treatment  was  followed 
by  recurrence  of  the  headache. 

An  experimental  compound,  methopho- 
line  (Versidyne),  not  commercially  availa- 
ble, has  been  tried  by  Ryan137  for  headaches 
of  various  types.  The  results  in  17  of  24 
migraine  patients  and  in  13  of  14  with 
histamine  headache  were  poor  when  the 
drug  was  used  alone  or  combined  with 
acetylsalicylic  acid.  Barr138  gave  an  anti- 
convulsant drug,  methetoin  (Deltoin),  to 
44  patients  with  epileptic  equivalents, 
including  15  with  migraine.  The  response 
in  14  of  them  was  excellent.  The  diagnosis 
was  based  on  history,  physical  examina- 
tion, and  abnormal  electroencephalograms. 
A rash,  which  cleared  when  the  drug  was 
discontinued,  developed  in  5 patients. 
Miller139  concluded  from  his  study  of 
cyproheptadine  (Periactin)  hydrochloride 
that  the  drug  was  ineffective  in  cluster 
headache  but  was  of  some  value  in  acute 
attacks  of  migraine. 

Horton,140  McGovern  and  Haywood,141 
and  Ryan142  discuss  the  treatment  of  the 
less  common  forms  of  migraine.  Horton140 
used  beta-(2-pyridyl)ethylmethylamine  hy- 
drochloride (PT-9)  in  a series  of  184 
patients  with  cluster  headache  on  the  basis 
of  the  compound’s  structural  similarity  to 
histamine.  It  was  effective  during  the 
first  or  second  attacks  but  with  continued 
use  lost  its  efficacy.  The  investigation 
was  carried  on  for  four  and  one-half  years. 
The  results  in  105  patients  were  excellent; 
35  showed  no  improvement;  and  in  5 the 
headache  became  worse.  In  39  patients 
the  results  were  excluded  because  of  poor 
follow-up  or  insufficient  length  of  therapy. 

The  effectiveness  of  methysergide  male- 
ate  has  been  described  in  a substantial 
number  of  reports.  This  agent  seems  to 
be  the  first  one  of  definite  value  in  prevent- 
ing migraine  when  compared  with  other 
agents,  both  specific  and  nonspecific.  With 
accumulating  experience,  greater  caution 
has  been  recommended  because  of  serious 


side-effects  attending  its  chronic  use  in 
some  patients.  While  in  earlier  reports 
some  unwanted  effects  such  as  nausea, 
vomiting,  dizziness,  and  light-headedness 
were  noted,  only  recently  have  cardiac  and 
renal  complications  been  documented . The 
Council  on  Drugs  of  the  American  Medi- 
cal Association143  describes  the  usefulness 
of  methysergide  maleate  in  the  prevention 
of  common,  cluster,  and  classic  migraine 
headache  as  well  as  describing  the  drug’s 
side-effects,  toxicity,  and  contraindications. 
Peptic  ulcer,  renal  disease,  and  severe  hy- 
pertension are  considered  to  be  contraindi- 
cations. 

Friedman  and  Elkind144  administered 
methysergide  maleate  to  421  patients  for 
the  prophylaxis  of  recurrent  headache. 
The  patients  had  common,  classic,  and 
cluster  migraine  which  had  failed  to  respond 
to  previous  prophylactic  therapy.  One 
group  comprised  258  patients  treated  for 
from  two  to  thirty  months;  the  second 
group  consisted  of  163  patients  in  whom 
medication  was  discontinued  because  of 
side-effects.  The  over-all  improvement 
rate  in  the  total  series  was  64  per  cent. 
In  83  per  cent  of  the  patients  treated  for 
more  than  two  months,  the  frequency  of 
attacks  was  reduced  by  50  per  cent,  a 
significantly  greater  response  than  in  pa- 
tients receiving  a placebo.  The  side- 
effects  were  nausea,  dizziness,  epigastric 
pain,  restlessness,  drowsiness,  and  leg 
cramps.  Severe  peripheral  vascular  dis- 
turbances occurred  in  2 patients;  drug 
withdrawal  was  accompanied  by  subsi- 
dence of  the  disturbances. 

A limited  study  of  38  patients  led  Crow- 
ther145  to  conclude  that  methysergide 
maleate  is  an  effective  agent  for  the  pre- 
vention of  migraine  headaches,  especially 
the  cluster  type.  Feldman  and  Glaser146 
studied  the  effects  on  the  electroencephalo- 
gram of  acute  intravenous  and  chronic  oral 
administration  of  methysergide  maleate 
in  11  patients  with  a history  of  recurrent 
migraine  headaches.  In  4 patients,  the 
base  line  tracings  were  abnormal;  methy- 
sergide maleate,  intravenously,  did  not 
alter  the  abnormality.  In  4 patients,  2 of 
whom  had  abnormal  base  line  tracings, 
prolonged  oral  administration  did  not 
change  the  electroencephalogram  signifi- 
cantly. On  the  other  hand,  Hale  and 
Reed147  found  that  clinical  response  was 
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accompanied  by  a return  of  the  abnormal 
electroencephalograms  to  normal. 

Vasospastic  reactions  to  methysergide 
maleate  have  been  reported  by  Daniell148 
and  by  Gaylis,  Goldberg,  and  Kaplan.149 
Daniell148  described  the  case  of  a thirty-six- 
year-old  man  with  vascular  headache. 
Methysergide  maleate  therapy  led  in  the 
development  of  signs  and  symptoms  of 
Leriche’s  disease.  Therapeutic  doses  of 
various  vasodilators,  including  nylidrin 
(Arlidin),  tolazoline  (Priscoline)  hydro- 
chloride, phenoxybenzamine  (Dibenzyline), 
and  phentolamine  (Regitine),  were  ineffec- 
tive. Withdrawal  of  methysergide  maleate 
resulted  in  almost  complete  remission  of 
claudication  within  three  weeks.  In 
Daniell’s148  opinion,  the  significance  of  the 
lack  of  response  to  adrenergic  blockade  and 
the  mechanism  of  vasospasm  are  evidence 
that  neither  epinephrine  nor  norepinephrine 
play  a role  in  this  reaction  to  methysergide 
maleate  but  that  the  drug  has  latent  vaso- 
constrictive properties.  In  the  fifteen- 
year-old  girl  treated  with  methysergide 
maleate  by  Gaylis,  Goldberg,  and  Ka- 
plan,149 acute  vascular  insufficiency  of  the 
legs  developed.  Withdrawal  of  the  drug 
and  supportive  treatment  resulted  in  com- 
plete remission  of  the  vascular  insufficiency 
within  two  weeks. 

The  two  most  serious  documented  com- 
plications of  methysergide  maleate  therapy 
are  retroperitoneal  fibrosis  and  vascular 
insufficiency.160’161  The  development  of 
pulmonary  fibrosis  and  cardiac  valvular 
lesion  also  have  been  reported.161  Pul- 
monary, cardiac,  and  renal  complications 
of  such  an  unusual  nature  require  careful 
documentation  and  study  of  the  cases  to 
establish  more  conclusively  a cause-and- 
effect  relationship  and  the  possible  role  of 
other  contributing  factors.  While  methy- 
sergide maleate  remains  the  most  effective 
drug  to  date  which  successfully  prevents 
attacks  of  migraine  in  a significant  number 
of  patients,  care  is  necessary  in  the  long- 
term use  of  the  drug,  and  its  use  should  be 
interrupted  at  periodic  intervals  as  a means 
of  obviating  the  development  of  complica- 
tions. 

Hypnotherapy  of  migraine.  Hanley152 
reports  good  results  in  the  use  of  hypnosis 
as  an  aid  to  psychotherapy.  In  6 cases  in 
which  the  migraine  was  thought  to  have 
been  provoked  by  repressed  hostility, 


usually  toward  the  patient’s  husband, 
hypnosis  improved  rapport  and  helped 
verbalization.  Krogen163  and  Blumenthal164 
present  further  thoughts  on  hypnosis  in  the 
therapy  of  migraine. 

Muscle-contraction  headache.  Re- 
views of  the  treatment  of  muscle-contrac- 
tion headache  stress  a comprehensive 
approach  to  the  problem.166-157  Psycho- 
therapy, by  a psychiatrist  or  other  physician 
concerned  with  care  of  the  patient,  along 
with  drug  therapy  is  believed  to  be  the  most 
satisfactory  form  of  management. 

An  analgesic  combination  of  ethohepta- 
zine  citrate,  aspirin,  phenacetin,  and  caf- 
feine (Zactirin  compound-100)  was  evalu- 
ated in  patients  with  chronic  pain  syn- 
dromes, including  20  with  headache.  The 
drug  relieved  the  pain  by  50  per  cent  or 
more  in  87  per  cent  of  the  series.  No 
standard  or  placebo  was  used  in  this 
study.  Patients  received  other,  concomi- 
tant therapy.  Adverse  effects  on  blood, 
urine,  or  liver  function  were  not  noted,  and 
therapy  did  not  have  to  be  discontinued  in 
any  patient. 

In  symptomatic  treatment  of  muscle- 
contraction  headache,  an  analgesic  alone  or 
a sedative  alone  is  seldom  effective  in  the 
severe  form  of  the  headache.168  Results 
of  treatment  with  aspirin  or  propoxyphene 
hydrochloride  (Darvon)  revealed  that  only 
50  per  cent  of  the  patients  obtained  relief. 
In  contrast,  propoxyphene  hydrochloride 
combined  with  aspirin  and  a mild  tran- 
quilizer, propoxyphene  and  aspirin  with 
phenaglycodol  (Darvo-Tran),  yielded  relief 
in  69  per  cent  of  267  patients,  and  74  per 
cent  of  400  patients  obtained  relief  after 
receiving  a preparation  containing  two 
analgesics  (aspirin  and  phenacetin),  caf- 
feine, and  a mild  sedative  (Fiorinal).  The 
effectiveness  of  this  combination  of  drugs 
is  attributed  to  simultaneous  raising  of  the 
pain  threshold  and  control  of  the  reaction 
to  pain. 

Ogden  and  Schockett159  studied  the 
effect  of  chlorzoxazone  (Paraflex)  versus 
a placebo  in  101  patients;  77  preferred  the 
drug,  9 preferred  the  placebo,  and  15  ex- 
pressed no  preference.  In  another  study 
combining  chlorzoxazone  and  acetamino- 
phen (Parafon  Forte),  66  of  102  patients 
preferred  the  drug,  2 preferred  the  placebo, 
and  34  had  no  preference.  The  patient’s 
age  and  duration  of  symptoms  did  not  affect 
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the  results.  The  investigators  conclude 
that  a muscle  relaxant  appreciably  relieves 
the  pain  of  long-standing  headache. 

Devine,  Newton,  and  Spear160  employed 
suxamethonium  chloride  or  succinylcholine 
chloride  for  muscular  pain  after  electro- 
shock therapy.  They  found  it  to  be  effec- 
tive in  a significant  number  of  patients. 
Headache  was  less  common  on  the  first 
than  on  subsequent  treatment.  Ogden  and 
Ching161  used  chlorodiazepoxide  hydrochlo- 
ride (Librium)  in  100  headache  patients, 
ranging  from  seventeen  to  seventy-seven 
years  in  age,  who  were  randomly  chosen  for 
the  study.  Fifty-nine  patients  received  10 
mg.  three  times  a day;  the  others  received 
10  mg.  twice  a day.  Complete  relief  was 
reported  by  17  patients,  a decreased  sever- 
ity of  headaches  by  56,  and  little  or  no 
change  by  27.  A decreased  frequency  of 
headache  was  experienced  by  48  patients. 
Among  59  patients  with  bilateral  frontal 
headache,  decreased  severity  was  reported 
by  30  and  a reduction  in  frequency  by  8; 
a decrease  in  both  frequency  and  severity 
was  reported  by  7 of  this  group. 

Orbell162  tried  chlordiazepoxide  in  36  pa- 
tients with  headache  associated  with  eye 
strain.  Twenty-nine  of  these  patients  had 
esophoria  or  exophoria  of  varying  severity, 
and  7 had  typical  ophthalmoplegic  migraine 
with  full  aura  and  scintillating  scotoma. 
With  doses  of  10  to  30  mg.,  all  36  patients 
experienced  a varying  decrease  in  symp- 
toms. In  Orbell’s162  opinion,  the  prelimi- 
nary results  were  encouraging. 

Ryan163  and  Aivazian164  report  that 
diazepam  (Valium)  is  effective  for  tension 
headache,  although  their  series  of  patients 
was  small.  Aivazian  noted  that  the  drug 
potentiated  the  effects  of  ethyl  alcohol  and 
that  1 patient  had  convulsions  following 
withdrawal.  In  Ryan’s  series,  8 per  cent 
complained  of  drowsiness.  Lance  and  Cur- 
ran165 carried  out  a comprehensive  trial  of 
various  drugs  in  280  patients  with  chronic 
tension  headaches.  Amitriptyline  (Elavil) 
hydrochloride  was  studied  in  a control  series 
of  27  patients  and  found  to  be  significantly 
effective.  Phenobarbital,  chlordiazepox- 
ide, diazepam,  and  imipramine  hydrochlo- 
ride (Tofranil)  were  also  effective.  Of  233 
patients  reporting  for  more  than  one  treat- 
ment, 173,  or  74  per  cent,  experienced 
complete  or  partial  relief.  Amitriptyline 
was  thought  to  be  most  effective,  and 


response  was  not  correlated  with  the  pres- 
ence or  absence  of  depressive  symptoms. 
The  clinical  response  was  higher  in  patients 
over  the  age  of  sixty,  80  per  cent,  than  in 
those  under  the  age  of  thirty,  33  per  cent. 

A combination  of  niacin,  N-acetyl-p- 
aminophenol,  and  caffeine  was  used  by 
Ogden  and  Ching166  in  a series  of  200  pa- 
tients. One  tablet  relieved  the  headache 
in  85  per  cent,  2 tablets  in  91  per  cent;  16 
per  cent  of  patients  given  placebos  also 
reported  partial  or  complete  relief.  The 
mechanism  of  action  was  thought  to  be 
related  to  the  vasodilating  properties  of 
niacin.  Hackett,  Huang,  and  Raferty167 
employed  prolotherapy  in  82  consecutive 
cases  with  occipitocervical  disability  char- 
acterized by  pain  in  the  head  and  neck. 
They  reported  good  to  excellent  results  in 
90  per  cent  of  the  patients.  The  treatment 
consisted  of  the  introduction  of  a prolif- 
erating solution  (dextrose  B.P.,  25  per  cent; 
phenol  B.P.,  2.5  per  cent;  glycerin,  25  per 
cent;  and  distilled  water  to  100  ml.)  com- 
bined with  a local  anesthetic  into  the  weak 
fibro-osseous  attachments  of  ligament  and 
tendon  to  bone.  This  presumably  stimu- 
lates the  proliferation  of  new  bone  and 
fibrous  tissue  cells  which  strengthens  the 
weakened  fibro-osseous  attachments. 

A number  of  reports  on  renal  disturbances 
call  attention  to  the  large  quantities  of 
analgesics  consumed  by  patients  with 
chronic  headache  states.  These  are  high- 
lighted in  two  editorials.  168-  169  Tan,  Rab- 
bino,  and  Hopper170  found  23  cases  of  severe 
renal  insufficiency  in  association  with  a 
history  of  prolonged,  excessive  use  of  phen- 
acetin-containing  compounds. 

Fordham  and  Huffines171  reported  3 
cases  of  phenacetin  nephritis,  the  initial 
clinical  picture  being  that  of  chronic  renal 
insufficiency.  Each  patient  had  been  tak- 
ing at  least  1.5  to  2 Gm.  of  phenacetin  daily 
for  several  years.  Postmortem  examina- 
tion of  2 of  them  disclosed  diffuse  interstitial 
fibrosis  with  round  cell  infiltration,  tubular 
atrophy,  and  renal  papillary  necrosis;  renal 
biopsy  specimens  from  the  third  patient 
revealed  similar  morphologic  changes.  The 
establishment  of  a direct  cause-and-eftect 
relationship  between  phenacetin  and  the 
nephritis  in  the  3 patients  is  tenuous  at  best, 
but  the  evidence  presented  is  highly  sug- 
gestive. 

Ramsay  and  White172  followed  4 patients 
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who  were  taking  large  amounts  of  phenace- 
tin  and  salicylate  for  psychogenic  head- 
aches. All  showed  slowly  progressive  renal 
failure  with  multiple  episodes  of  metabolic 
acidosis,  proteinuria,  polyuria,  and  poly- 
dipsia. There  was  no  papillary  necrosis. 
They  postulated  that  the  salicylates  im- 
paired the  efficiency  of  renal  function,  since 
phenacetin  alone  did  not  have  a similar 
effect. 

“Drug  abuse”  rather  than  “drug  use” 
may  be  the  responsible  factor  for  the  pre- 
viously mentioned  complications.  This 
view  is  supported  by  Lomax173  who  states 
that  phenacetin  is  a drug  of  very  low  toxic- 
ity and  one  of  the  best  analgesics  we  possess 
when  used  in  moderate  doses.  Based  on 
replies  to  a questionnaire  about  phenacetin- 
induced  nephritis  sent  to  74  nephrologists,  a 
committee  of  the  American  Medical  Asso- 
ciation reported  that  69  respondents  signi- 
fied that  they  had  been  aware  of  phenacetin 
nephritis;  22  of  them  were  of  the  opinion 
that  there  is  a relation  between  abuse  of  the 
drug  and  the  development  of  renal  lesions. 169 

Flohr,  Grater,  and  Baldwin174  studied  132 
ambulatory  patients  with  a drug  combina- 
tion containing  150  mg.  acetaminophen, 
150  mg.  acetophenetidin,  22  mg.  phenyl- 
toloxamine  dihydrogen  citrate,  and  25  mg. 
phenylpropanolamine  hydrochloride  (Sinu- 
tab). 

Complete  relief  of  headache  was  ob- 
tained in  98  patients.  The  most  favorable 
response  was  noted  in  patients  in  whom 
allergic  rhinitis  was  associated  with  the 
headache;  90  per  cent  found  relief.  Symp- 
tomatic relief  of  tension  headache  occurred 
in  62  per  cent  and  of  migraine  headache  in 
54  per  cent.  Epigastric  distress,  dizziness, 
insomnia,  and  nervousness  were  reported  by 
a few  patients  but  did  not  necessitate  drug 
withdrawal. 

Grater,  Haywood,  and  McGovern175 
studied  three  drugs  in  the  treatment  of 
various  types  of  headache  and  concluded 
that  a combination  of  compounds  including 
phenylpropanolamine  was  best  for  sinus 
headaches;  the  mild  sedative  for  tension 
headaches;  and  1 mg.  ergotamine  tartrate, 
100  mg.  caffeine,  0.125  mg.  levorotatory 
alkaloids  of  belladonna  in  the  form  of  mal- 
ates,  and  30  mg.  pentobarbital  (Cafergot) 
combined  with  thiethylperazine  and  pento- 
barbital (Neo-Cafergot),  an  experimental 


compound  not  yet  commercially  available 
for  headaches  of  the  vascular  type. 

In  4 patients  treated  by  Martin  and 
Fagan122  for  the  headache  of  occipital 
neuralgia,  sectioning  of  the  peripheral 
nerves  and  injecting  absolute  alcohol  into 
the  proximal  roots  successfully  eliminated 
the  headache. 

Drug-induced  headache.  The  treat- 
ment of  headache  and  hypertensive  crisis 
associated  with  monoamine  oxidase  inhibi- 
tors and  sympathomimetic  amines  revolves 
about  the  use  of  adrenergic  blocking  agents, 
such  as  phentolamine,  which  effectively 
block  the  sympathomimetic  amine  at  the 
receptor  site.  Goldberg176  compares  these 
episodes  with  the  hypertensive  episode  in  a 
patient  with  a pheochromocytoma  and  re- 
marks that  phentolamine  is  frequently  used 
as  a diagnostic  agent  in  suspected  pheo- 
chromocytoma. Ganglionic  blocking  agents 
also  are  effective  in  the  control  of  hyper- 
tensive crisis  associated  with  monoamine 
oxidase  inhibitor  therapy.  Since  the  car- 
diac stimulation  by  sympathomimetic 
amines  is  not  blocked  by  either  agent,  the 
tachycardia  and  arrhythmias  may  persist. 

Rabban177  reported  that  the  incidence  of 
headache  following  spinal  anesthesia  de- 
pended on  the  size  of  the  needle  used.  In  a 
series  of  1,378  patients,  spinal  anesthesia 
was  administered  in  766  patients  with  a 
22-gauge  needle  and  in  612  patients  with  a 
26-gauge  needle.  Postspinal  headache  oc- 
curred in  22  patients,  19  of  whom  had  re- 
ceived the  anesthetic  via  the  larger  needle. 

Hypertension  and  headache.  Moser, 
Wish,  and  Friedman178  carried  out  a three- 
year  study  of  54  patients  with  headache  and 
hypertension  to  analyze  the  clinical  picture 
of  so-called  hypertensive  headache  and,  if 
possible,  to  establish  criteria  for  its  diagno- 
sis. Multiple  comprehensive  examinations 
of  each  patient  served  to  rule  out  presump- 
tive causes  of  the  headache,  which  was  the 
predominant  symptom  associated  with  the 
elevated  blood  pressure.  Although  frontal 
or  occipital  early  morning  headaches  were 
the  most  frequent,  the  symptoms  described 
by  the  patients  varied  greatly,  and  no 
clearly  defined  type  could  be  ascertained. 
Emotional  upsets  were  regarded  as  a con- 
tributing factor  in  about  half  of  the  series. 
Only  15  of  the  patients  experienced  both 
headache  relief  and  good  blood  pressure 
response  to  pharmacotherapy;  only  these 
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15  were  considered  to  manifest  headaches 
which  appeared  to  be  correlated  with  blood 
pressure  elevation.  Antihypertensive  drug 
therapy  included  Rauwolfia,  hydralazine 
hydrochloride,  mecamylamine  hydrochlo- 
ride, and  a sedative  or  tranquilizing  agent. 
Of  8 patients  with  severe  hypertension,  5 
noted  headache  relief  in  association  with 
satisfactory  reduction  in  blood  pressure.  A 
number  of  menopausal-age  women  experi- 
enced headache  relief  following  rapport  with 
the  physician  and  / or  nonspecific  or  sedative 
therapy.  Degree  of  headache  relief  cannot 
safely  be  used  as  a guide  to  antihypertensive 
therapy  or  as  a measure  of  its  effectiveness. 

Headache  of  nasal  vasomotor  reac- 
tion. Headache  is  often  associated  with 
acute  sinusitis  although  not  with  chronic 
sinusitis.  During  periods  of  unusual  emo- 
tional stress,  headache  attributable  to  en- 
gorgement of  nasal  mucous  membranes  may 
occur  in  some  patients;  the  clinical  picture 
may  include  features  of  an  allergic  reaction. 
Conservative  therapy  is  indicated,  with  the 
objectives  of  eradication  of  any  infection, 
improvement  of  sinus  ventilation  and 
drainage,  and  possibly  removal  of  any 
offending  allergen.  Drugs  found  to  be  use- 
ful include  acetylsalicylic  acid,  nasal  de- 
congestants, and  antihistamines.179 

Headache  associated  with  cranial 
arteritis.  Although  uncommon,  cranial 
arteritis,  cr  temporal  arteritis,  requires  early 
recognition  and  adequate  treatment  be- 
cause blindness  can  result.  Corticosteroid 
therapy  usually  gives  relief  from  pain  and 
may  be  expected  to  aid  significantly  in  the 
prevention  of  blindness  despite  the  failure 
of  corticosteroids  to  cure  the  underlying 
disease.167 
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Appendicitis after  sixty 


Results  of  a study  of  28  patients  over  sixty 
with  acute  appendicitis,  conducted  by  A.  G. 
Coran,  M.D.,  and  H.  B.  Wheeler,  M.D.,  and  re- 
ported in  a recent  issue  of  J.A.M.A.,  emphasize 
that  perforation  occurs  early  in  the  disease  proc- 
ess in  this  age  group.  Suspicion  of  appendicitis 
in  such  patients  is,  therefore,  a stronger  indica- 
tion for  laparotomy  than  in  younger  patients. 
Of  21  patients  in  this  series  operated  on  more 
than  twenty-four  hours  after  the  onset  of  symp- 
toms, 17  had  perforation  at  the  time  of  the  oper- 
ation, while  in  6 patients  operated  on  before  the 
twenty-four  hours  had  elapsed,  only  1 had  per- 
foration at  the  time  of  surgery.  In  perforation, 
septic  complications  were  frequent  (11  patients). 
Perforation  was  felt  to  be  the  chief  cause  of  death 
(2  of  the  28  patients,  or  7 per  cent) . Each  of  the 
specific  complaints  appeared  in  over  50  per  cent 
in  this  series,  and  some  exhibited  all  of  the  typi- 
cal symptoms  (anorexia,  nausea,  vomiting,  and 
steady  pain  in  the  right  lower  quadrant).  It 
appeared,  however,  that  the  severity  of  the  com- 
plaints was  perhaps  less  in  the  older  group,  and 
they  tended  to  react  less  strikingly  to  pain. 

The  20  men  and  8 women  ranged  from  sixty  to 
ninety-one  years.  Half  were  under  seventy, 
and  5 were  over  eighty.  Included  were  13 
patients  from  a Veterans  Administration  hospi- 
tal, accounting  for  the  preponderance  of  males. 
The  other  15  cases  were  selected  from  471  cases 
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occurring  over  a decade,  excluding  patients  under 
twelve.  Even  with  this  exclusion,  it  is  interest- 
ing to  note  the  small  number  of  patients  over 
sixty:  3 per  cent. 

Based  on  characteristic  signs  and  symptoms,  a 
correct  preoperative  diagnosis  was  made  in  18 
patients  (64  per  cent).  Twenty -four  of  the  28 
patients  had  temperatures  ranging  from  99  to 
over  101  F.  Also,  24  had  a white  blood  cell 
count  of  over  10,000  per  cubic  millimeter.  Pain 
symptoms  were  localized  right  lower  quadrant 
tenderness,  25  (89  per  cent) ; rebound  tenderness 
in  this  site,  18  (64  per  cent) ; muscle  spasm,  20 
(72  per  cent);  and  abdominal  distention,  36  per 
cent.  The  most  common  x-ray  finding  was 
small-bowel  ileus  (9  patients,  32  per  cent);  13 
(46  per  cent)  of  all  films  were  interpreted  as 
normal.  Perforation  occurred  in  19  (67  per 
cent).  Of  these,  15  showed  perforation  with 
localized  peritonitis  or  abscess  formation,  and  4 
(15  per  cent)  showed  perforation  with  general- 
ized peritonitis.  Systemic  antibiotics  were  used 
in  all  patients  with  perforation  and  in  5 of  the  9 
unperforated  cases.  Postoperative  infection 
was  the  most  common  complication  despite  the 
use  of  antibiotics:  wound  infection,  5;  gener- 
alized peritonitis,  1;  pelvic  abscess,  1.  Perfora- 
tion had  occurred  in  all  patients  with  septic 
complications.  Other  nonfatal  complications 
included  1 each  of  myocardial  infarction,  cere- 
brovascular accident,  pneumonia,  and  atrial 
fibrillation.  The  over-all  complication  rate  was 
41  per  cent;  50  per  cent  required  more  than  two 
weeks  of  hospitalization. 


February  15,  1967  / New  York  State  Journal  of  Medicine  559 


Clinicopathologic 

Conference 

MICHAEL  S.  BRUNO,  M.D.,  and 
WILLIAM  B.  OBER,  M.D.,  Editors 


Beekman-Downtown  Hospital 
New  York  City 

August  30,  1966 

Conducted  by  JOHN  T.  FLYNN,  M.D.,  and 
CHARLES  M.  KARPAS,  M.D. 

Discussed  by  NORMAN  BLACKMAN,  M.D. 


Fever,  Diarrhea,  and 
Enlarging  Abdominal  Mass 


Case  history 

Robert  Goldstein,  M.D.:  An  eighty- 

year-old  white  female  patient  was  admitted 
to  the  Beekman-Downtown  Hospital  with 
weakness,  weight  loss,  and  progressive 
diarrhea  of  several  months  duration.  A 
few  months  before  admission  the  patient 
noted  loss  of  appetite,  nausea,  generalized 
weakness,  four  to  five  loose  stools  per  day, 
and  subsequent  weight  loss  of  20  pounds. 
Stools  contained  mucus  and  occasionally 
dark  red  blood.  Her  private  physician 
noted  that  she  was  anemic  and  admitted 
her  to  the  hospital  for  evaluation.  She 
had  no  previous  history  of  gastrointestinal 
disease;  she  denied  abdominal  pain, 

cramps,  hematemesis,  and  jaundice. 

Ptosis  of  the  left  eyelid  had  been  present 
for  several  years. 

Physical  examination  on  admission  re- 
vealed an  elderly  pale,  white  female  who 
appeared  chronically  ill  with  considerable 
weight  loss.  The  blood  pressure  was  110 
systolic  and  80  diastolic.  The  pulse  rate 
was  84,  and  the  respiratory  rate  was  16  per 
minute.  The  temperature  was  101.3  F. 
The  conjunctivas  were  pale;  there  was 
slight  ptosis  of  the  left  upper  eyelid  and 
minimal  fundal  arteriosclerosis.  The 
patient  had  an  intermittent  spasmodic  tic 
of  the  left  side  of  the  face.  The  thyroid 
gland  was  diffusely  enlarged;  no  bruit 
was  audible.  There  was  a mild  kyphosis  of 
the  dorsal  spine.  Auscultation  of  the 
lungs  revealed  scattered  crepitant  rales  at 
both  bases.  The  cardiac  rhythm  was 
regular;  a Grade  II  to  VI  blowing  systolic 


murmur  was  audible  at  the  apex  with 
transmission  into  the  axilla.  Examination 
of  the  abdomen  revealed  no  tenderness, 
local  muscle  spasm,  or  masses.  The  liver, 
kidneys,  and  spleen  were  not  palpable. 
Rectal  examination  demonstrated  a few 
small  hemorrhoidal  tags  without  active 
bleeding. 

The  initial  routine  urinalysis  gave  nega- 
tive findings.  The  hemoglobin  was  10.2 
Gm.  per  100  ml.;  the  hematocrit  was  37; 
and  the  white  blood  count  was  9,000  with 
69  segmented  forms,  4 nonsegmented 
forms,  22  lymphocytes,  and  5 monocytes. 
The  sedimentation  rate  was  38  mm.  per 
hour.  The  blood  urea  nitrogen  was  14 
mg.,  fasting  blood  sugar  84  mg.,  and  total 
bilirubin  0.7  mg.  per  100  ml.  The  thymol 
turbidity  was  1.8  units;  the  cephalin 
flocculation  test  was  2 plus.  The  total 
serum  protein  was  6 Gm.,  albumin  2.3 
Gm.,  and  globulin  3.7  Gm.  per  100  ml. 
The  sulfobromophthalein  (Bromsulphalein) 
test  indicated  18  per  cent  retention  in 
forty-five  minutes.  The  serum  glutamic 
oxaloacetic  transaminase  was  18  units; 
the  serum  lactic  acid  dehydrogenase  was 
440  units.  The  protein-bound  iodine  was  4 
micrograms  per  100  ml.  (normal  3.6  to 
8.8).  The  prothrombin  time  was  15.5 
seconds  (control  13  seconds). 

The  serum  agglutination  test  for  typhoid 
O gave  positive  results  of  1:40;  the  test 
gave  negative  findings  for  typhoid  H, 
paratyphoid  A and  B,  Brucella,  and  Pro- 
teus OX19.  On  guaiac  test,  seven  stool 
specimens  gave  negative  findings  for  occult 
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blood;  however,  one  stool  on  the  eighteenth 
hospital  day  was  reported  to  give  positive 
findings  on  guaiac  test.  Stool  examinations 
for  ova  and  parasites  gave  negative  findings 
on  five  occasions.  Stool  culture  showed 
Aerobacter  aerogenes  and  coagulase- 
positive  Staphylococcus  aureus.  Chemical 
examination  of  the  stool  showed  no  evi- 
dence of  excess  neutral  fat  or  fatty  acid 
crystals. 

The  serum  iron  was  42  micrograms 
(normal  50  to  180)  and  the  iron-binding 
capacity  180  micrograms  per  100  ml. 
(normal  250  to  440).  The  sputum  showed 
negative  findings  for  tubercle  bacilli  on 
direct  smear  and  on  culture;  routine 
sputum  culture  showed  Neisseria  catar- 
rhalis,  Staphylococcus  aureus,  paracolon 
bacillus,  and  Candida  albicans.  The  urine 
gave  negative  results  for  bacteria  on  smear; 
however  Escherichia  coli  and  Aerobacter 
aerogenes  were  found  on  forty-eight-hour 
culture.  Three  blood  cultures  showed 
negative  findings  after  an  eleven-day  in- 
cubation. 

The  initial  chest  x-ray  film  showed 
enlargement  of  the  heart  and  displacement 
of  the  trachea  to  the  right  by  an  upper 
retrosternal  mass.  The  barium  enema 
showed  diverticula  of  the  sigmoid  colon. 
There  was  a soft-tissue  calcification  in  the 
left  side  of  the  pelvis.  A gastrointestinal 
series  demonstrated  a small  sliding  hiatus 
hernia;  the  stomach  was  displaced  slightly 
to  the  left;  the  duodenal  bulb  appeared 
normal.  The  intravenous  pyelogram  re- 
vealed a slight  deformity  of  the  calyces  at 
the  upper  pole  of  the  left  kidney.  Nephro- 
tomogram confirmed  the  calyceal  deformity 
associated  with  a round  radiolucent  mass  5 
cm.  in  diameter  suggestive  of  a renal  cyst. 

The  initial  electrocardiogram  showed 
left  bundle  branch  block  which  disappeared 
six  days  later.  The  second  electrocardio- 
gram showed  deeply  inverted  T waves 
compatible  with  localized  myocardial 
damage.  The  electrocardiogram  on  the 
eleventh  hospital  day  again  showed  the  left 
bundle  branch  block  which  persisted  there- 
after. 

The  patient’s  temperature  ranged  from 
99  to  103  F.  She  continued  to  have  loose 
stools  and  appeared  weak  in  spite  of  a 
fairly  good  appetite.  Nocturnal  sweating 
was  associated  with  the  fluctuating  temper- 
ature. Pelvic  examination  revealed  an 


atrophic  senile  introitus;  the  cytologic 
smear  gave  negative  findings  for  malignant 
neoplasm.  Sigmoidoscopy  revealed  only 
large  hemorrhoids.  Liver  biopsy  showed 
normal  liver  tissue.  The  repeat  white 
blood  count  was  13,600  with  86  segmented 
forms  and  14  lymphocytes. 

The  patient’s  diarrhea  was  treated  with 
diphenoxylate  hydrochloride  with  atro- 
pine sulfate  (Lomotil)  and  kaolin  and 
pectin  (Kaopectate);  her  anemia  was 
treated  with  oral  iron  medication  and 
parenteral  vitamin  Bi2.  With  persistent 
fever  and  with  the  difficulty  in  identifying 
an  infectious  process,  subacute  bacterial 
endocarditis  was  suspected  despite  the 
negative  findings  on  blood  cultures.  The 
patient  was  treated  with  demethylchlor- 
tetracy cline  hydrochloride  (Declomycin), 
penicillin,  and  tetracycline  without  obvious 
influence  on  her  clinical  course.  Blood 
transfusions  temporarily  raised  the  hemo- 
globin to  11.5  Gm.,  but  thereafter  it 
dropped  to  8 Gm.  per  100  ml. 

On  the  ninth  hospital  day  a mass  in  the 
left  upper  quadrant  became  palpable  for 
the  first  time.  This  mass  extended  2 cm. 
below  the  left  costal  margin  and  initially 
was  thought  to  be  the  spleen.  However, 
the  lesion  progressively  increased  in  size 
and  appeared  much  firmer  than  a cystic 
mass.  The  patient  initially  refused  ab- 
dominal exploration.  A perianal  abscess 
was  noted  on  the  thirty-seventh  hospital 
day,  and  incision  and  drainage  was  re- 
quired. Despite  adequate  surgical  and 
antibiotic  therapy,  the  patient  continued 
to  have  spiking  temperature.  The  left 
upper  quadrant  mass  continued  to  increase 
in  size  without  local  tenderness;  the  white 
blood  count  rose  to  18,600.  Repeated 
routine  urinalyses  gave  negative  findings; 
urinary  serum  lactic  acid  dehydrogenase 
was  1,883  units  per  eight  hours  (normal 
up  to  8,000).  After  additional  blood 
transfusions,  the  hemoglobin  rose  to  12.8 
Gm.  per  100  ml.  On  the  forty-fourth 
hospital  day  an  operation  was  performed. 

Discussion 

Norman  Blackman,  M.D.:  Thiseighty- 
year-old  patient  was  admitted  with  a his- 
tory of  diarrhea,  anorexia,  and  weight  loss 
of  several  months  duration.  She  was  noted 
to  have  anemia  and  fever  and  then  a rapidly 
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FIGURE  1.  Gastrointestinal  series:  (A)  Posterior- 
anterior  film  showing  lateral  displacement  of 
stomach;  and  (B)  lateral  film  showing  anterior 
displacement. 

growing,  nontender  abdominal  mass.  May 
we  first  look  at  the  x-ray  films? 

John  Batillas,  M.D.:  The  film  of  the 
chest  demonstrates  the  lung  fields  to  be 
clear.  The  heart  is  enlarged  with  left  ven- 
tricular prominence.  The  aorta  is  tor- 
tuous and  unfolded.  In  the  superior 
mediastinum  on  the  left  side,  there  is  a 
soft-tissue-mass  density  which  displaces 
the  trachea  to  the  right  and  is  most  likely 
an  enlarged  thyroid  gland.  The  scout  film 
of  the  abdomen  demonstrates  in  the  left 
hemipelvis  an  area  of  calcification  which 
has  the  appearance  of  a calcified  uterine 
fibroid. 

The  esophagus,  stomach,  and  duodenum 
show  no  intrinsic  lesions  on  the  gastro- 
intestinal series.  A small  hiatus  hernia 
is  demonstrated,  and  there  is  a displace- 
ment of  the  stomach  to  the  left  (Fig.  1). 
This  is  interpreted  as  being  caused  by  the 
enlarged  liver.  There  is  no  evidence  of 
splenic  enlargement.  The  barium  enema 
study  is  unrevealing  except  for  several 
diverticula  in  the  sigmoid  region. 

The  intravenous  pyelogram  dem- 
onstrates prompt  excretion  bilaterally. 
A normal  collecting  system  is  seen  on  the 
right  side;  however,  on  the  left,  the  portion 
of  the  collecting  system  which  drains  the 
upper  pole  of  the  kidney  appears  de- 
formed (Fig.  2).  A nephrotomogram  was 
performed,  and  several  of  the  films  suggest 
a space-occupying  lesion  in  the  area  of  de- 
formity (Fig.  3).  Although  this  study  is 
not  conclusive,  a sharply  circumscribed 
and  radiolucent  lesion  seems  to  be  present. 


FIGURE  2.  Pyelogram  with  deformity  of  upper 
calyces  of  left  kidney.  Calcified  mass,  left  side  of 
pelvis.  Residual  barium  in  colon  diverticula. 


We  felt  that  we  were  dealing  with  a cyst  of 
the  left  kidney. 

Dr.  Blackman:  Would  a renal  cyst 

produce  this  degree  of  distortion  in  the 
upper  calyces? 

Dr.  Batillas:  Yes,  it  might  cause  even 
more  distortion. 

Dr.  Blackman:  There  are  several 

questions  that  I would  like  to  ask.  How 
large  was  this  left  upper  quadrant  mass 
when  it  was  first  noted?  How  fast  did  it 
grow?  How  large  was  it  on  the  forty- 
fourth  hospital  day  when  the  operation  was 
done? 

Dr.  Goldstein:  On  admission  no  ab- 

dominal mass  was  found  after  several 
careful  examinations.  A week  later  there 
was  doubt  as  to  whether  or  not  a mass  was 
palpable,  but  by  the  fourteenth  hospital 
day  there  was  no  question  about  its  pres- 
ence. Just  prior  to  surgery  it  was  esti- 
mated to  be  the  size  of  a grapefruit. 

Dr.  Blackman:  I believe  the  key  to 

this  diagnostic  problem  is  the  rapidly 
enlarging  abdominal  mass,  even  though 
fever  and  anemia  at  first  dominated  the 
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FIGURE  3.  Nephrotomogram  showing  calyceal 
deformity  on  left. 


clinical  picture.  Because  of  these  initial 
findings  and  a blowing  systolic  murmur, 
subacute  bacterial  endocarditis  was  con- 
sidered. This  seems  to  be  an  unlikely 
diagnosis,  although  it  could  not  be  excluded 
at  the  time.  Was  the  mass  in  the  left  upper 
quadrant  part  of  this  fever  complex,  and, 
if  so,  could  it  be  the  result  of  a septic 
embolus  to  the  spleen?  I do  not  favor 
this  interpretation  because  a resulting 
abscess  of  the  spleen  would  be  associated 
with  other  signs  of  inflammation,  partic- 
ularly tenderness  and  pain.  This  mass 
was  recorded  as  being  nonpainful  and  non- 
tender. Other  possible  infections,  such  as 
typhoid,  salmonella,  and  brucellosis,  are 
unlikely,  especially  in  view  of  the  negative 
results  of  agglutination  tests.  Often  in 
bacterial  infections  there  is  enlargement  of 
the  spleen,  which,  however,  is  quite  soft 
usually.  Therefore,  I believe  that  the  firm 
mass  is  not  an  enlarged  spleen  due  to  an 
infectious  process. 

Another  possibility  is  tuberculosis  in- 
volving the  spleen,  which  would  be  a low- 
grade  inflammation  and  not  necessarily 
associated  with  tenderness.  This  might 
give  rise  to  a retroperitoneal  mass.  In 
the  gastrointestinal  series,  Dr.  Batillas, 
does  the  stomach  seem  to  be  displaced 
anteriorly  as  well  as  to  the  left,  such  as 
would  occur  with  a retroperitoneal  mass? 


Dr.  Batillas:  Yes,  there  is  some 

anterior  displacement.  I agree  that  a 
retroperitoneal  lesion  should  be  considered. 

Dr.  Blackman:  A tuberculous  psoas 

abscess  appears  in  a retroperitoneal  loca- 
tion and  has  been  known  to  perforate  lower 
down  in  the  abdomen,  even  below  Pou- 
part’s  ligament.  The  patient’s  perianal 
abscess  also  could  be  tuberculous  but  not  be 
a direct  extension  of  the  psoas  abscess. 
However,  if  tuberculosis  was  the  under- 
lying disease  it  certainly  would  be  evident 
on  the  chest  or  spine  films. 

A perianal  abscess  also  could  be  a 
complication  of  regional  enteritis,  especially 
with  a history  of  diarrhea.  Since  no  small 
bowel  series  was  done  in  this  case,  we  can- 
not exclude  regional  enteritis.  Another 
possibility  is  a parasitic  infestation.  Amoe- 
bic granulomas  of  the  colon  occur  most 
commonly  in  the  splenic  flexure,  but  this 
should  have  been  evident  on  the  barium 
enema.  Enteric  parasitic  infestations  ap- 
pear to  be  ruled  out  by  the  negative  findings 
on  stool  examinations.  An  Echinococcus 
cyst  of  the  spleen  has  been  reported,1  but 
there  is  no  epidemiologic  history  to  sup- 
port this  thought.  Furthermore,  I doubt  if 
such  a cyst  would  grow  as  rapidly  as  the 
mass  noted  in  this  case. 

Lewis  Bronstein,  M.D.:  If  this  was  a 
markedly  enlarged  spleen,  shouldn’t  the 
splenic  flexure  of  the  colon  have  been 
obviously  displaced  downward  on  the 
barium  enema? 

Dr.  Blackman:  Yes,  but  the  barium 

enema  was  done  early  in  the  hospital 
course  when  the  mass  was  not  yet  palpable. 
This  might  explain  why  the  splenic  flexure 
did  not  appear  displaced  on  the  x-ray  films. 
The  most  likely  diagnosis  in  my  opinion  is  a 
lymphomatous  disease.  The  nontender 
mass  is  apparently  retroperitoneal,  and  the 
rapid  growth  is  definitely  consistent  with  a 
lymphoma.  A lymphosarcoma  or  a retic- 
ulum cell  sarcoma  is  most  likely  because 
of  the  clinical  course  and  age  of  the  patient. 
The  downhill  course  of  a chronic  disease 
with  diarrhea,  loss  of  weight,  and  fever 
could  very  well  be  associated  with  a retro- 
peritoneal lymphoma.  I feel  that  a car- 
cinoma of  the  pancreas  is  not  likely  because 
there  were  no  other  signs  of  such  a lesion, 
and,  furthermore,  the  local  enlargement  was 
too  rapid  for  a pancreatic  neoplasm.  I 
have  never  seen  a carcinoma  of  the  pancreas 
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grow  so  rapidly  from  an  undetectable  mass 
to  one  of  grapefruit  size  within  a period 
of  thirty  days.  Usually  carcinoma  of  the 
tail  of  the  pancreas  is  locally  small  and  is 
characterized  by  widespread  metastases  at 
the  time  of  diagnosis. 

Dr.  Bronstein:  Dr.  Andronaco,  tell  us 
what  you  found  at  operation. 

Joseph  Andronaco,  M.D.:  We  ex- 

plored the  patient  through  a left  flank 
incision.  We  found  a large  vascular  retro- 
peritoneal mass  which  extended  from  the 
level  of  the  diaphragm  down  to  the  lower 
portion  of  the  left  kidney  and  overlay  the 
aorta.  No  attempt  was  made  to  resect  the 
lesion  since  it  was  so  extensive.  A biopsy 
was  not  taken  because  of  the  marked 
vascularity  and  the  danger  of  uncon- 
trollable hemorrhage. 

Dr.  Goldstein:  The  patient  did  well  in 
the  immediate  postoperative  period. 
Following  transfusion,  her  hemoglobin  rose 
to  12.8  Gm.  per  100  ml.;  her  appetite  im- 
proved somewhat  with  a good  fluid  intake. 
However,  her  spiking  fever  persisted. 
Three  weeks  after  operation  the  patient 
developed  dyspnea,  cough,  yellowish  spu- 
tum, and  numerous  crepitant  rales  over 
both  lung  fields.  She  became  confused, 
physically  weakened,  and  unable  to  take 
food.  The  white  blood  count  rose  to 
21,300  with  74  segmented  forms  and  7 non- 
segmented  forms.  A terminal  broncho- 
pneumonia was  suspected.  The  patient 
died  on  the  sixty-third  hospital  day. 

Dr.  Blackman:  There  was  a necrotic 

vascular  mass  apparently  involving  the 
left  kidney  with  no  evidence  of  an  en- 
larged spleen  or  lymph  nodes.  With  this 
information  it  would  seem  that  we  are 
dealing  with  a renal  tumor.  In  my 
experience,  lymphomas  can  be  a very 
rapidly  growing  type  of  tumor  as  com- 
pared with  carcinomas,  but  I know  that 
some  carcinomas  do  grow  very  fast  locally, 
especially  renal  cell  carcinoma.  Also, 
lymphomas  usually  are  not  vascular  and 
normally  show  necrosis  only  after  some 
definitive  therapy. 

Stanley  Yormak,  M.D.:  Some  of  the 

features  of  this  case  suggest  a pseudocyst  of 
the  pancreas,  especially  the  nausea,  weight 
loss,  fever,  diarrhea,  and  gastrointestinal 
bleeding.  The  gastrointestinal  series  shows 
a displacement  of  the  stomach  by  a retroper- 
itoneal mass  just  as  you  would  expect  with 


a pseudocyst.  This  type  of  cyst  shows  it- 
self very  often  as  an  enlarging  mass  and 
sometimes  reaches  an  enormous  size,  large 
enough  to  hold  22  L.  of  fluid.2 

Dr.  Bronstein:  What  do  you  mean  by 
a pseudocyst  of  the  pancreas,  Dr.  Yormak? 

Dr.  Yormak:  A pseudocyst  of  the  pan- 

creas is  a localized  collection  of  fluid  and 
cellular  debris  which  is  surrounded  by  a 
thin  fibrotic  sac.  Presumably  it  results 
from  local  digestion  of  tissue  by  pancreatic 
enzymes.  It  can  occur  in  any  portion  of 
the  pancreas,  or  it  may  involve  the  lesser 
omental  sac.  It  can  cause  obstructive 
jaundice  and  often  has  been  mistaken  for 
an  enlarged  spleen. 

John  T.  Flynn,  M.D.:  I thought  that 

pseudocysts  of  the  pancreas  very  frequently 
were  associated  with  pleural  effusions, 
atelectasis,  or  pneumonia. 

Dr.  Yormak:  That’s  true.  This  patient 
didn’t  show  pulmonary  difficulties  during 
most  of  her  illness,  but  perhaps  the  ter- 
minal bronchopneumonia  was  a complica- 
tion of  the  pseudocyst. 

Seymour  Fink,  M.D.:  A pancreatic 

cystadenoma  also  can  grow  rapidly  in 
contrast  with  a solid  pancreatic  carcinoma. 

Dr.  Blackman:  The  physical  findings 

did  not  suggest  that  this  was  a cystic  mass 
but  rather  a hard,  solid  type  of  tumor. 

Clinical  diagnoses 

1.  Adenocarcinoma  of  the  left  kidney  with 
local  extension 

2.  Nontoxic  goiter  with  tracheal  displace- 
ment 

3.  Terminal  bronchopneumonia 

4.  Perianal  abscess 

5.  Calcified  uterine  fibroma 

Dr.  Blackman’s  diagnoses 

1.  Adenocarcinoma  of  left  kidney 

2.  ??  Retroperitoneal  lymphoma 

3.  Perianal  abscess 

Pathologic  report 

Basil  Moumgis,  M.D.:  The  surgical 

report  described  the  mass  as  being  the  size 
of  a grapefruit;  however,  at  autopsy  three 
weeks  later  it  was  much  larger.  In  fact,  it 
grew  so  rapidly  that  I could  palpate  a mass 
occupying  the  entire  left  upper  quadrant 
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FIGURE 4.  Section  of  pancreatic  neoplasm:  poorly 
differentiated  adenocarcinoma;  numerous  giant 
cells;  and  extreme  pleomorphism. 


and  extending  downward  to  the  iliac  crest. 
When  the  abdomen  was  opened,  the  spheri- 
cal mass  appeared  behind  the  lesser  omen- 
tum which  could  be  stripped  off  with  ease. 
The  stomach  was  deflected  to  the  left  and 
downward  and  was  more  or  less  wrapped 
around  this  mass  although  not  adherent  to 
it.  The  spleen  was  displaced  upward 
under  the  diaphragm  and,  similarly,  could 
be  separated  readily  from  the  tumor.  The 
left  kidney  and  adrenal  gland  were  pushed 
downward  but,  likewise,  were  not  adherent 
to  the  mass.  We  were  dealing  with  a 
tumor  involving  the  retroperitoneal  space 
and  occupying  the  tail  of  the  pancreas. 
In  serial  sections  of  the  pancreas  pro- 
gressing from  the  region  of  the  ampulla  of 
Vater  toward  the  tail,  normal  pancreatic 
tissue  sharply  merged  with  this  large  mass 
which  measured  25  cm.  in  diameter.  The 
mass  was  vascular,  hemorrhagic,  and 
necrotic.  Microscopically,  the  tumor  was  a 
poorly  differentiated  adenocarcinoma  that 
arose  from  pancreatic  ducts.  There  were 
numerous  giant  cells,  some  of  which  were 
multinucleated  (Fig.  4).  This  histopatho- 
logic picture  is  comparatively  unusual  and 
most  likely  reflects  the  rapid  growth.  The 
rest  of  her  pancreas  was  essentially  normal. 
The  kidneys  appeared  normal  and  were  con- 
sistent with  the  patient’s  age. 

The  mass  described  in  the  pelvis  was  a 
calcified  fibroma  of  the  left  ovary.  There 
were  several  diverticula  of  the  colon.  The 
left  lobe  of  the  thyroid  was  enlarged  and, 
microscopically,  revealed  a colloid,  nodular  - 
type  goiter.  The  spleen  and  lymph  nodes 
were  within  normal  limits.  The  liver  was 
not  enlarged  and  weighed  1,500  Gm.  It 


was  the  seat  of  several  small,  scattered 
metastases. 

The  heart  was  enlarged,  weighing  450 
Gm.,  which  is  above  average  for  the 
patient’s  size  and  age.  There  was  a left 
ventricular  hypertrophy  and  only  minimal 
coronary  sclerosis.  There  were  no  valvular 
lesions  or  evidence  of  vegetation.  Infarc- 
tion or  myocardial  scarring  was  not  dem- 
onstrated. The  lungs  showed  an  exten- 
sive bronchopneumonia  involving  the  right 
lower  lobe  most  prominently.  Micro- 
scopically, these  areas  were  noted  to  be 
involved  by  fibrin  and  polymorphonuclear 
leukocytes  without  evidence  of  chronicity. 
It  is  most  likely  that  her  fever  was  related 
to  necrosis  in  the  mass  rather  than  the 
pneumonic  process. 

Dr.  Blackman:  How  could  one  make 

the  diagnosis  of  a pancreatic  carcinoma  in 
this  case?  We  were  aware  of  a retroperito- 
neal neoplastic  mass  displacing  adjacent 
anatomic  structures,  but  could  a definite 
diagnosis  have  been  made  before  operation? 

Dr.  Fink:  Pancreatic  carcinomas  are 

frequently  associated  with  diarrhea  and 
unexplained  loss  of  weight. 

Dr.  Blackman:  These  are  relatively 

nonspecific.  What  specific  procedure  could 
have  been  done  to  indicate  the  nature  of  the 
lesion? 

Dr.  Fink:  A radioisotope  scan  might 

have  given  us  some  definitive  information 
about  the  pancreas.  Would  you  comment 
on  this,  Dr.  Batillas? 

Dr.  Batillas:  A method  utilizing 

radioactive  selenium  has  been  used  in  a 
limited  number  of  cases.  It  is  employed 
principally  to  outline  the  pancreas;  how- 
ever, precise  interpretation  of  specific 
pancreatic  lesions  is  still  questionable.3 

Dr.  Yormak:  Were  serum  amylase 

and  lipase  studies  done?  I wonder  if  they 
might  have  been  of  value  in  a large  locally 
growing  neoplasm.  Second,  a duodenal 
drainage  could  be  employed  to  obtain 
material  for  pancreatic  enzyme  evaluation. 

Dr.  Bronstein:  I think  that  with 

normally  functioning  pancreatic  tissue  in 
the  head  and  medial  portion  of  the  gland, 
these  enzyme  tests  would  be  of  little  value. 
I would  like  to  suggest  an  arteriographic 
study.  By  means  of  a catheter  into  the 
celiac  axis,  we  could  visualize  the  arterial 
pattern  of  that  portion  of  the  abdomen 
and  thus  localize  the  tumor.  Unfortunately, 
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by  the  time  these  tumors  produce  clinical 
symptoms,  they  are  usually  inoperable. 

Charles  M.  Karpas,  M.D.:  I think 

that  this  case  represents  an  unusual  clinical 
behavior  for  a tumor  of  the  tail  of  the 
pancreas.  Such  tumors  tend  to  grow 
locally  and  remain  occult.  The  majority 
of  patients  will  appear  with  back  pain; 
weight  loss;  diarrhea;  metastases  to  the 
liver,  lungs,  and  bone;  and  occasionally 
migratory  thrombophlebitis.  However, 
renal  carcinoma  can  appear  frequently  as  a 
large,  growing,  and  localized  mass,  and  this 
explains  why  the  surgeon  considered  the 
tumor  to  be  a renal  cell  carcinoma  at  the 
time  of  exploration. 

Dr.  Andronaco:  I would  like  to  point 

out  that  it  is  well  known  that  carcinoma  of 
the  tail  of  the  pancreas  can  produce  de- 
fects in  the  pyelogram  which  resemble  very 
closely  those  caused  by  carcinoma  of  the 
kidney.4 


Performance 
of  professors 

The  more  uric  acid  in  your  blood,  the  more 
likely  that  you  are  an  outstanding  performer  in 
your  job.  Your  amount  of  drive,  achievement, 
and  leadership  may  be  positively  associated  with 
the  level  of  uric  acid  in  your  blood  serum,  ac- 
cording to  a report  in  a recent  issue  of  the  Journal 
of  the  American  Medical  Association,  written  by 
G.  W.  Brooks,  and  E.  Mueller,  Ph.D. 

Uric  acid  is  a nitrogenous  waste  product  of  the 
body’s  metabolism,  and  although  it  hasn’t  yet 
been  determined  why  performance  is  related  to 
the  body’s  serum  urate  levels,  the  investigators 
favor  the  idea  that  uric  acid  acts  as  a stimulant 
to  the  brain.  The  research  also  adds  support  to 
another  hypothesis:  that  “a  tendency  to  gout 

is  a tendency  to  the  executive  suite.”  In  other 
words,  the  same  high  levels  of  uric  acid  which 
stimulate  performance  also  help  cause  the  pain- 
ful inflammation  of  gout. 

The  report  is  based  on  a survey  of  113  male 
faculty  members  at  the  University  of  Michigan. 
When  these  men  were  examined,  a relationship 
between  the  professors’  drive,  professional 
achievements,  and  leadership  qualities  and  the 
serum  urate  concentrations  of  their  blood  was 
found. 


Anatomic  diagnoses 

1.  Adenocarcinoma  of  the  tail  of  the  pan- 
creas with  metastases  to  the  liver 

2.  Perianal  abscess 

3.  Colloid  nodular  goiter  ( nontoxic ) 

4.  Calcified  ovarian  fibroma 

5.  Cardiomegaly  with  left  ventricular 
hypertrophy 

6.  Terminal  bronchopneumonia 
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Blood  serum  was  examined  during  a volun- 
tary annual  physical  check-up.  The  data  on  the 
professors’  work  behavior  were  gathered  by  a 
clinical  psychologist  in  voluntary  two-hour  in- 
terviews. 

The  investigators  defined  “drive”  as  a measure 
of  an  individual’s  output  of  energy  in  daily  ac- 
tivities. Men  who  worked  at  top  speed  or  with 
great  intensity  were  found  to  be  among  those 
with  the  highest  concentrations  of  uric  acid. 
The  rating  of  “achievement”  focused  on  the 
man’s  self-esteem  and  self-confidence  in  his  work. 
Again,  the  professors  with  highest  serum  urate 
levels  also  had  the  highest  achievement  ratings. 
The  third  rating,  “leadership,”  was  also  related 
to  uric  acid  levels.  This  was  a measure  of  the 
tendency  to  lead  others  by  persuasion.  Strong 
leaders  were  considered  to  be  those  with  an  in- 
terest in  the  smooth  functioning  of  personal 
relationships. 

Other  investigators  have  proposed  that  per- 
sons with  high  serum  urate  levels  are  on  the 
average  more  intelligent,  or  at  least  less  suscep- 
tible to  some  kinds  of  fatigue.  The  authors, 
however,  said  they  believe  uric  acid’s  effect  “has 
a much  stronger  relationship  to  achievement 
. . . than  it  has  to  high  scores  on  intelligence 
tests.” 

Pharmacologic  experiments  are  now  needed 
to  determine  if  the  concept  of  serum  urate  as  a 
stimulant  can  be  supported. 
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Substernal  Chest  Pain 


Case  history 

Richard  Stewart,  M.D.*:  A sixty -six- 
year-old  woman  suddenly  developed  severe 
substernal  chest  pain  radiating  into  the  neck 
and  down  both  arms.  This  was  accom- 
panied by  some  sweating. 

Past  medical  history  reveals  that  she  had 
been  in  very  good  health  all  of  her  life. 
Her  blood  pressure  one  month  before  ad- 
mission was  148/90.  On  physical  examina- 
tion she  was  found  to  have  a blood  pres- 
sure in  the  right  arm  of  80  over  an  unde- 
termined diastolic  pressure.  In  the  left  arm, 
there  was  a systolic  pressure  of  140  over  a 
diastolic  pressure  which  could  not  be  deter- 
mined. She  had  a loud  diastolic  murmur 
at  the  base.  Right  brachial  and  carotid 
pulses  were  diminished. 

Alfred  Berne,  M.D.f:  A portable  film, 
shows  two  rounded  shadows  in  the  right 
superior  mediastinum  (Fig.  1).  It  is  diffi- 
cult to  determine  which  is  actually  the 
aorta.  I don’t  see  any  intimal  calcification 
in  the  aortic  knob  or  in  the  aortic  wall  to 
enable  one  to  evaluate  the  thickness  of  the 
aortic  wall.  The  descending  aorta  is  seen 
in  part,  and  I cannot  determine  any  def- 
inite abnormality  of  it.  I see  no  evidence 
of  pleural  fluid.  It  is  difficult  to  evaluate 
the  heart  on  a bedside  film,  but  there  may 
be  slight  left  ventricular  enlargement. 
The  blood  vessels  in  the  lung  are  normal, 
and  I see  no  evidence  of  congestive  heart 
failure. 

The  clinical  history  strongly  suggests  the 

* Resident  in  Radiology,  Upstate  Medical  Center, 
f Professor  of  Radiology,  Upstate  Medical  Center. 


FIGURE  1.  Anteroposterior,  supine,  portable 
radiograph  of  chest  shows  prominent  bulge, 
convex  laterally  (arrows),  in  region  of  ascending 
aorta. 


diagnosis  of  dissecting  aneurysm  of  the 
aorta,  but  I do  not  detect  any  plain  film 
changes  to  support  that  diagnosis  unless  the 
ascending  aorta  is  dilated  secondary  to  dis- 
section. 

E.  Robert  Heitzman,  M.D.**:  I was 
going  to  ask  you  to  list  the  plain  film  find- 
ings that  you  would  look  for  in  a patient 

♦♦Associate  Professor  of  Radiology,  Upstate  Medical 
Center. 
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FIGURE  2.  Anteroposterior  contrast  study  of 
aorta  shows  true  and  false  channels  separated 
by  portion  of  aortic  wall  (arrows).  Medial  true  lu- 
men more  densely  opacified  than  lateral  false 
lumen.  Also  note  irregularity  of  superior  aspect 
of  aortic  arch.  Left  common  carotid  artery  (crossed 
arrow)  more  densely  opacified  than  innominate 
artery. 


such  as  this  who  seemed  to  have  a fairly 
evident  dissection  clinically.  You  have, 
however,  mentioned  most  of  these,  such  as 
localized  widening  of  the  aorta,  dissimi- 
larity of  the  size  of  different  portions  of  the 
aorta,  the  relation  of  the  intimal  calcifica- 
tion and  the  outer  wall  of  the  aorta,  pleural 
fluid,  and  loss  of  margin  of  the  aorta  due  to 
hemorrhage  into  the  lung.1  Shortly  after 
the  bedside  film  was  made  an  aortogram  was 
performed. 

Dr.  Berne:  It  is  apparent  that  the  con- 
trast material  outlines  two  channels  which 
arise  near  the  root  of  the  aorta  (Fig.  2). 
It  appears  that  there  is  a false  channel  lying 
anterolateral  compromising  the  true  chan- 
nel. There  is  a radiolucent  line  which 
separates  the  two  channels. 

Now  how  far  into  the  arch  does  the  dis- 
section go?  I suspect  that  it  does  extend 
into  the  arch.  The  innominate  artery  does 
not  fill  as  early  as  the  left  common  carotid 
and  the  left  subclavian  arteries.  The  in- 


nominate artery  opacifies  later  probably 
because  of  dissection  into  it.  In  summary, 
I believe  that  there  is  a dissection  that 
begins  very  low  in  the  ascending  aorta. 
I cannot  be  sure  from  the  films  whether  this 
involves  the  region  of  the  aortic  valves. 
I believe  that  it  does  extend  at  least  into 
the  midportion  of  the  aortic  arch.  A false 
passage  is  filled.  Whether  this  false  pas- 
sage re-enters  the  aorta,  I cannot  say  from 
the  films. 

Dr.  Heitzman:  Do  you  think  the  fact 
that  the  false  channel  is  so  well  opacified 
means  that  it  re-enters? 

Dr.  Berne:  Yes,  it  would  seem  to  me 
that  you  must  have  some  sort  of  flow  in  the 
false  channel  for  it  to  opacify  well. 

Dr.  Berne’s  diagnosis 

Dissecting  aneurysm,  ascending  aorta, 
acute 

Dr.  Heitzman:  Opening  the  chest  re- 
vealed evidence  of  a dissection,  and  the  dis- 
section extended  well  down  toward  the 
coronary  sinuses.  The  root  of  the  aorta 
was  opened,  and  a transverse  tear  of  the 
intima  was  found  about  one  inch  distal  to 
the  aortic  annulus.  The  dissection  did, 
however,  extend  downward  into  the  sup- 
porting structure  of  the  acoronary  cusp 
and  was  apparently  responsible  for  the 
production  of  aortic  insufficiency.  A large 
double-lumened  channel  had  developed. 
The  diameter  of  the  true  channel  was  about 
the  same  as  the  false.  The  innominate 
artery  was  bluish  in  color  and  obviously  also 
was  dissected.  The  dissection  was  then 
found  to  extend  all  the  way  around  the  arch 
of  the  aorta,  down  the  thoracic  aorta  to  the 
diaphragm.  The  dissection  in  the  descend- 
ing aorta  was  posteromedial. 

It  had  been  determined  that  there  was  a 
feedback  of  blood  through  the  aortic  clamp 
which  had  been  placed  across  the  distal 
aortic  arch.  Therefore,  it  was  apparent 
that  there  was  a retrograde  flow  of  blood 
through  the  false  channel.  The  abdomen 
was  then  opened  and  the  dissection  was 
seen  to  extend  along  the  entire  length  of  the 
abdominal  aorta. 

The  patient  subsequently  expired,  and 
further  examination  of  the  left  iliac  artery 
showed  a communication  of  a false  lumen 
with  the  true  lumen  a short  distance  proxi- 
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FIGURE  3.  (A)  Aorta.  Section  showing  focal  area  of  necrosis  of  media.  (B)  Elastic  stain  showing 
dissection  disrupting  fibers  of  media. 


mal  to  the  site  of  femoral  arteriotomy 
for  cardiopulmonary  bypass.  It  was  not 
clear  whether  this  represented  the  actual 
re-entry  point  or  whether  this  was  a dis- 
section, surgically  created  at  the  time  of  the 
bypass,  which  communicated  with  the  dis- 
section extending  caudad.  Dissection  sec- 
ondary to  arteriotomy  for  bypass  has  been 
previously  reported.2 

It  is  interesting  to  note  that  the  true 
lumen  opacified  on  the  aortogram  earlier 
than  the  false  and  that  the  contrast  cleared 
somewhat  sooner  from  the  true  lumen  than 
from  the  false,  indicating  a different  flow 
rate  through  the  two  channels.  The  sur- 
geon in  this  case  stated  that  the  blood  in  the 
false  passage  was  quite  liquid  in  contrast 
to  other  dissections  without  known  re-entry 
where  the  blood  was  clotted  or  semiclotted. 

The  question  of  whether  the  degree  of 
opacification  of  the  false  lumen  means 
dissection  with  re-entry  probably  is  of 
considerable  importance.  If  the  dissection 
re-enters,  the  immediate  prognosis  for  the 
patient  is  apparently  much  better.3 

Proof  of  re-entry  might  well  alter  the 
surgical  considerations  in  some  patients, 
since  a surgical  procedure  to  produce  re- 
entry is  advocated  by  some  as  a method  of 
managing  acute  dissections.4,5  Further  ob- 
servations will  be  required  to  determine  if 
re-entry  can  be  predicted  with  accuracy 
from  angiograms. 


Bedros  Markarian,  M.D.*:  We  re- 

ceived about  a 4-cm.  length  of  aorta  which 
had  multiple  sutures  related  to  the  ad- 
ventitial surface  (Fig.  3A).  Hemorrhage 
was  seen  along  the  adventitial  surface,  and 
there  was  some  necrosis  of  the  media. 
The  latter  showed  a typical  histologic 
picture  that  we  associate  with  dissection. 
We  received  a portion  of  iliac  artery  also 
showing  medial  necrosis.  An  elastic  stain 
revealed  a disruption  of  the  elastic  fibers 
by  the  dissection  (Fig.  3B).  These  his- 
tologic findings  are  diagnostic  of  a dissecting 
aneurysm. 

Final  diagnosis 

Dissecting  aneurysm  of  aorta,  acute 
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Hypotension  Following  Use  of 
Monoamine  Oxidase  Inhibitor 


Hypotension  during  anesthesia  follow- 
ing  the  use  of  certain  antihypertensive 
and  tranquilizer  drugs  is  a recognized 
hazard.  A particular  subgroup  of  these 
compounds,  the  monoamine  oxidase  inhibi- 
tors, may  be  implicated  in  other  serious 
complications  during  anesthesia,  as  il- 
lustrated in  the  following  case  report. 

Case  report 

A forty-year-old  male  of  average  height  and 
weight  was  scheduled  for  a below-knee  amputa- 
tion of  the  left  leg  for  treatment  of  infection  of 
the  left  foot  and  for  control  of  diabetes.  He  had 
been  in  the  hospital  for  two  months  previously 
under  the  care  of  an  internist  and  a psychiatrist, 
who  had  established  diagnoses  of  brittle  juvenile 
diabetes  present  since  age  ten,  peripheral  vascu- 
lar sclerosis  obliterans,  arteriolar  nephro- 
sclerosis, gout,  chronic  gastroduodenitis,  achlor- 
hydric anemia,  and  mental  depression.  Exclu- 
sive of  antibiotics,  he  had  received  some  15  to  20 
drugs  for  varying  periods  of  time  during  his 
hospital  stay. 

Blood  pressure  varied  between  140  to  180  mm. 
Hg  systolic  and  90  to  100  mm.  Hg  diastolic. 
Hemoglobin  was  12.2  Gm.,  and  hematocrit  was 
39.  Preoperative  medication  consisted  of  pento- 
barbital 100  mg.,  morphine  8 mg.,  and  atropine 
0.4  mg.  In  the  operating  room  he  was  quiet 

Presented  and  discussed  at  a conference  held  at  Columbia- 
Presbyterian  Medical  Center,  New  York  City,  September  26, 
1966.  Clinical  Anesthesia  Conferences  are  held  on  the 
fourth  Monday  of  each  month. 


and  cooperative,  with  systolic  pressure  160, 
diastolic  100,  pulse  rate  80,  and  respiratory  rate 
20.  With  the  patient  in  the  left  lateral  position 
and  the  head  of  the  table  moderately  elevated, 
lumbar  puncture  was  performed  atraumatically 
in  the  thud  interspace.  Tetracaine  (Ponto- 
caine)  hydrochloride  14  mg.  with  1 ml.  of  glu- 
cose 10  per  cent  was  administered  slowly.  As 
the  spinal  needle  was  being  withdrawn,  ephed- 
rine  50  mg.  was  injected  into  the  subcutaneous 
tissues.  The  patient  was  returned  to  the  supine 
position,  and  an  intravenous  infusion  of  1,000 
ml.  of  glucose  5 per  cent  in  water  containing 
regular  insulin  20  units  was  begun.  Three 
minutes  after  the  spinal  injection,  anesthesia  ex- 
tended to  the  level  of  the  umbilicus,  and  the 
patient  volunteered  that  he  felt  a peculiar 
sensation  in  his  jaws.  Systolic  pressure  was 
then  340,  diastolic  100,  pulse  rate  80,  and 
respiratory  rate  20.  Intravenous  administra- 
tion of  thiopental  sodium  250  mg.  did  not  affect 
the  hypertension.  An  infusion  of  trimethaphan 
camphorsulfonate  (Arfonad)  500  mg.  in  500  ml. 
of  glucose  5 per  cent  in  water  was  begun  and 
continued  for  ninety  minutes,  during  which 
time  the  blood  pressure  gradually  fell  to  180 
systolic  and  120  diastolic,  while  the  pulse  rate 
varied  from  110  to  140.  Operation  was  then 
accomplished  uneventfully.  In  the  recovery 
room  the  blood  pressure  fell  briefly  to  110  sys- 
tolic and  80  diastolic,  but  it  returned  to  150 
systolic  and  100  diastolic  without  further  inci- 
dent. The  post-operative  course  was  satisfac- 
tory until  the  tenth  day,  when  the  patient  fell 
and  ruptured  his  incision.  Emergency  repair 
during  spinal  anesthesia  without  pressor  drugs 
proceeded  uneventfully. 
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During  the  period  of  hypertension,  the  diag- 
nosis of  pheochromocytoma  was  considered  but 
rejected,  since  the  patient  had  been  under  con- 
stant medical  care  for  many  years  with  no  evi- 
dence of  this  condition.  The  hypertensive 
crisis  was  attributed  to  vasopressor  injection 
following  therapy  with  the  monoamine  oxidase 
inhibitor  nialamid  (Niamid),  which  had  been 
given  in  dosage  of  100  mg.  three  times  daily  until 
the  day  before  operation. 

Comment 

Monoamine  oxidase  is  an  enzyme  present 
in  all  body  tissues  and  organs,  especially  in 
the  intestine  and  liver.  The  enzyme  is 
concerned  with  the  inactivation  of  sero- 
tonin, norepinephrine,  epinephrine,  and 
related  compounds;  other  sympathomi- 
metic amines,  such  as  ephedrine  and 
amphetamine,  are  not  metabolized  by 
monoamine  oxidase.  The  activity  of  the 
enzyme  may  be  inhibited  by  a variety  of 
drugs  which  have  been  widely  used  in 
recent  years  as  antidepressant  and  antihy- 
pertensive agents.  The  following  mono- 
amine oxidase  inhibitors  are  now  available 
for  prescription  use  in  the  United  States: 
nialamide,  phenelzine  dihydrogen  sulfate 
(Nardil),  isocarboxazid  (Marplan),  pargy- 
line  hydrochloride  (Eutonyl),  and  tranyl- 
cypromine sulfate  (Parnate).1  Administra- 
tion of  one  of  these  inhibitors  permits 
accumulation  of  serotonin,  norepinephrine, 
and  epinephrine  in  storage  sites  in  the  body. 
Since  most  of  the  inhibitors  are  considered 
to  cause  irreversible  destruction  of  mono- 
amine oxidase,12  resynthesis  is  the  only 
mechanism  available  for  repletion  of  the 
enzyme.  This  may  require  several  days 
after  termination  of  administration  of  the 
inhibitor,  corresponding  to  the  prolonged 
clinical  effect  observed  after  drug  therapy 
has  been  discontinued. 

Complications  of  therapy  with  mono- 
amine oxidase  inhibitors  are  related  to  in- 
activation of  the  enzyme  and  to  increase  in 
catecholamine  stores.  Severe  hypertension 
may  follow  the  administration  of  sym- 
pathomimetic amines,  as  in  the  present 
instance.  Cerebrovascular  accident,  pul- 
monary edema,  cardiac  failure,  and  death 
may  ensue.  The  offending  amines  may  be 
ingested  in  food,  for  example,  tyramine  is 
found  in  high  concentration  in  various 
cheeses,  with  smaller  amounts  occurring 
in  beer  and  wines,  especially  Chianti  wine,3 
or  they  may  be  given  therapeutically,  for 


example,  amphetamine  administered  orally 
or  vasopressor  drugs  injected  parenterally. 
The  amines  may  ( act  either  directly  by 
combining  with  alpha  and  beta  receptors 
or  indirectly  by  stimulating  the  release  of 
norepinephrine  from  stores  in  the  sym- 
pathetic nerves. 

Orthostatic  hypotension  may  occur 
during  therapy  with  monoamine  oxidase 
inhibitors,  possibly  as  a result  of  excessive 
depression  of  sympathetic  activity.  The 
actual  site  of  sympathetic  block,  if  present, 
has  yet  to  be  determined.  Despite  the 
presence  of  orthostatic  hypotension,  pressor 
agents  must  be  used  with  caution  because 
the  possibility  of  exaggerated  hypertensive 
response  is  still  present  due  to  the  accu- 
mulation of  large  stores  of  catecholamines. 

Potentiation  of  central  nervous  system 
depressants  is  a related  hazard.  The 
depressant  effects  of  anesthetic  agents, 
narcotic-analgesic  drugs,  barbiturates,  or 
alcohol  may  be  exaggerated,  with  resultant 
profound  respiratory  and  circulatory  de- 
pression. Several  deaths  have  been  re- 
ported with  meperidine.  The  mechanism  of 
this  potentiation  has  not  been  elucidated. 
It  has  been  suggested  that  monoamine 
oxidase  inhibitors  may  also  block  other 
enzymes  which  participate  in  the  metab- 
olism of  depressant  drugs  within  the 
body.4  Alternatively,  the  drugs  may 
interact  in  other  ways  not  involving  enzyme 
inhibition. 

In  discussion  of  the  present  case,  the 
Committee  was  of  divided  opinion  concern- 
ing the  prophylactic  administration  of 
ephedrine.  Some  members  felt  that  this 
maneuver  was  useful  in  most  instances  of 
spinal  anesthesia  except  those  of  sharply 
limited  extent,  while  others  preferred  to 
omit  attempts  at  prophylaxis,  with  a vaso- 
pressor available  for  immediate  intravenous 
injection  should  the  need  arise.  To  this 
end  it  would  be  advisable  to  establish  an 
intravenous  infusion  before  rather  than 
after  the  spinal  injection.  Again,  a some- 
what lesser  dose  of  tetracaine  might  have 
been  used  to  achieve  the  level  of  anesthesia 
required  for  the  operation  proposed.  The 
addition  of  a small  amount,  0.2  mg.,  of 
epinephrine  to  the  solution  injected  intra- 
thecally  might  have  provided  safely  for 
prolongation  of  anesthesia  if  desired. 

Treatment  of  the  hypertensive  crisis  it- 
self would  seem  logical  with  phentolamine 
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(Regitine),  which  blocks  the  action  of 
sympathomimetic  amines  directly  at  the 
alpha  receptor  sites.  Since  this  drug  does 
not  alter  the  effects  of  the  sympathomi- 
metic amines  on  beta  receptors  in  the 
heart,  tachycardia  and/or  arrhythmias,  if 
present,  may  remain  unaffected.  Sympto- 
matic therapy  with  ganglionic  blocking 
agents,  such  as  trimethaphan  camphor- 
sulfonate  in  the  case  presented,  is  also 
useful,  suggesting  that  part  of  the  hyper- 
tensive action  may  be  related  to  pregan- 
glionic sympathetic  stimulation. 

Ideally,  of  course,  complications  should 
be  prevented.  It  seems  reasonable  to 
stop  administration  of  monoamine  oxidase 
inhibitors  seven  to  ten  days  prior  to  opera- 
tion and  anesthesia.  In  emergency  situ- 
ations, caution  is  essential  in  drug  therapy 


during  the  preoperative,  anesthetic,  and 
post-operative  periods,  with  special  refer- 
ence to  sympathomimetic  amines.  The 
lines  of  communication  must  be  kept  open, 
so  that  surgeons  and  anesthesiologists  are 
informed  by  their  medical  and  psychiatric 
colleagues  whenever  any  of  these  inhibitors 
have  been  used. 
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Postgraduate  medical 
education  expanding 

Most  physicians  continue  to  study  medicine 
long  after  entering  practice,  and  the  number  of 
postgraduate  medical  courses  available  to  them 
has  increased  nearly  50  per  cent  in  the  past  five 
years.  This  year,  1,641  courses  are  being 
offered  in  40  states  and  the  District  of  Columbia, 
reports  a recent  issue  of  the  Journal  of  the 
American  Medical  Association,  and  states  that 
the  number  of  physicians  registered  in  these 
courses  may  be  over  150,000. 

Attending  courses  is  only  one  of  the  ways  a 
physician  continues  his  education.  Most  physi- 
cians rank  their  continued  reading  of  medical 
literature  as  one  of  their  most  important  sources 
of  new  knowledge.  They  also  continue  their 
education  through  professional  contacts  with 


other  physicians,  through  hospital  staff  meet- 
ings, and  national,  state,  and  local  medical 
society  meetings.  Formal  postgraduate 
courses,  however,  are  becoming  increasingly 
important.  Medical  schools  continue  to  be  the 
major  sponsors,  but  courses  are  also  offered  or 
cosponsored  by  medical  societies,  voluntary 
health  agencies,  hospitals,  and  governmental 
health  agencies. 

The  most  popular  subject  when  physicians 
return  to  class  is  psychiatry,  by  a wide  margin. 
Courses  in  general  medicine  come  next.  Special 
subject  areas  such  as  pathology,  surgery, 
ophthalmology,  obstetrics,  gynecology,  and  car- 
diovascular diseases  are  also  popular. 

During  the  1964  to  1965  academic  year,  there 
were  88,845  registrations  at  courses  sponsored 
by  medical  schools.  Medical  schools  sponsor 
about  half  the  courses.  If  attendance  at  other 
courses  was  similar,  the  total  registration  last 
year  must  have  exceeded  150,000. 
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T he  syndrome  of  patent  ductus  arteriosus 
with  reversal  of  shunt  has  recently  been 
detected  clinically  with  increasing  ac- 
curacy.1-2 Early  diagnosis  and  subsequent 
treatment  have  enabled  patients  with  this 
disorder  to  reach  childbearing  age.  Our 
recent  experience  with  2 patients  whose 
pregnancies  were  complicated  by  patent 
ductus  arteriosus  and  pulmonary  hyper- 
tension with  reversal  of  flow  has  focused 
our  attention  on  the  gravity  of  this  com- 
plication. 

Case  reports 

Case  1.  A thirty-four-year-old  white 
woman,  para  0-1-0-0,  known  to  have  a 
heart  murmur  since  birth,  was  known  to 
have  bilateral  nerve  deafness  since  the 
age  of  seven  years  and  severe  scoliosis 
since  the  age  of  twelve  years.  She  had 
had  numerous  respiratory  infections  be- 
ginning at  the  age  of  two  years.  At  twenty 
years  of  age,  she  first  noted  dyspnea  on 
exertion.  At  the  age  of  twenty-five  years, 
physical  examination  revealed  a soft,  long 
diastolic  murmur  in  the  pulmonic  area,  a 
very  faint,  short  systolic  murmur,  and 


Lead 


FIGURE  1.  Case  1.  Patient  at  twenty-five  years. 
(A)  Electrocardiogram  showing  right  axis  deviation 
and  right  ventricular  hypertrophy.  (B)  Roentgen- 
ogram of  chest. 

the  pulmonic  second  sound  louder  than 
the  aortic  second  sound.  There  was  ques- 
tionable slight  clubbing  of  the  fingers 
The  hematocrit  was  62.  The  electro- 
cardiogram revealed  right  ventricular  hy- 
pertrophy (Fig.  1A).  Chest  x-ray  revealed 
a prominent  pulmonary  artery  segment  and 
right  ventricular  enlargement  (Fig.  IB). 
Angiocardiography  demonstrated  enlarge- 
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ment  of  the  right  ventricle  and  pulmonary 
artery.  Subsequent  review  of  the  films 
later  revealed  early  opacification  of  the 
descending  aorta  from  the  pulmonary 
artery. 

At  the  age  of  twenty-six,  cardiac  cathe- 
terization revealed  pulmonary  arterial  hy- 
pertension of  a systemic  level  (116/80 
mm.  Hg)  with  peripheral  arterial  un- 
saturation of  oxygen  (80.8  per  cent),  and 
evidence  of  a left  to  right  shunt  at  the 
pulmonary  artery  level. 

The  patient  became  pregnant  for  the 
first  time  at  the  age  of  thirty-one  years  and 
had  no  acute  cardiopulmonary  difficulties 
until  the  thirtieth  week  of  gestation,  when 
she  was  admitted  to  The  New  York  Hos- 
pital with  hemoptysis.  She  was  not  in 
cardiac  failure.  The  nail  beds  of  the  hands 
and  toes  were  cyanotic.  Other  cardiac 
findings  were  unchanged.  After  several 
days  in  the  hospital,  she  went  into  pre- 
mature labor  and  delivered  a 505-Gm. 
infant,  who  died  in  an  hour. 

At  the  age  of  thirty-four  years  she  was 
readmitted  because  of  vaginal  bleeding 
in  her  thirty-second  week  of  pregnancy. 
Cardiac  findings  were  essentially  as  before. 
The  patient  went  into  premature  labor 
and  delivered  a 1,300-Gm.  infant,  who 
died  in  twenty-four  hours.  Eight  days 
post  partum,  bilateral  tubal  ligation  was 
performed  under  general  anesthesia  with 
adequate  antibiotic  coverage.  On  the  sec- 
ond postoperative  day,  a fever  of  40  C. 
developed.  The  next  day,  still  febrile, 
the  patient  became  acutely  dyspneic  and 
intensely  cyanotic.  The  blood  pressure 
dropped  to  shock  level  and  did  not  respond 
to  levarterenol  bitartrate  and  blood,  and 
the  patient  died. 

There  was  no  clinical  evidence  of  in- 
fection or  pulmonary  infarction.  Anti- 
biotic therapy  was  of  no  avail.  Post- 
mortem examination  did  not  elucidate  the 
cause  of  death.  Blood  and  lung  cultures 
were  negative.  Only  a small  microscopic 
pulmonary  infarct  could  be  found.  A 
patent  ductus  arteriosus  approximately 
4 cm.  above  the  aortic  valve  in  the  arch 
of  the  aorta  measured  13  mm.  in  diameter 
and  20  mm.  in  length.  The  heart  re- 
vealed right  ventricular  hypertrophy.  The 
endothelium  of  the  ductus  and  of  the  aorta 
and  adjacent  pulmonary  artery  were 
thickened  with  yellow  calcified  plaques. 


The  pulmonary  artery  was  atheromatous. 
Bilaterally  ligated  fallopian  tubes  and  a 
fairly  normal  postpartum  uterus  and  uterine 
cavity  were  noted. 

Case  2.  A thirty-five-year-old  white 
woman,  para  0-0-0-0,  was  known  to  have 
had  a heart  murmur  since  the  age  of  five. 
Cyanosis  of  the  lips  and  exertional  dyspnea 
were  noted  during  childhood.  The  patient 
was  first  admitted  to  The  New  York  Hos- 
pital for  diagnostic  studies  at  the  age  of 
twenty-eight  years.  At  that  time  she 
slept  on  two  pillows  and  could  not  climb 
more  than  one  flight  of  stairs  with  ease. 
Physical  examination  revealed  a blood 
pressure  of  120/80  mm.  Hg,  severe  scoliosis 
of  the  dorsal  spine,  plethora  of  the  nail 
beds,  and  a loud  systolic  murmur  to  the 
left  of  the  sternum.  No  diastolic  murmur 
was  present.  The  hematocrit  was  50. 
The  electrocardiogram  showed  right  ven- 
tricular hypertrophy.  An  attempt  at  car- 
diac catheterization  failed  for  technical 
reasons.  Venous  angiocardiograms  re- 
vealed early  opacification  of  the  aorta. 
Chamber  enlargement  could  not  be  gauged 
because  of  the  kyphoscoliosis.  Pulmonary 
vascular  studies  were:  vital  capacity 

2.7  L.  (66  per  cent  of  predicted)  and 
maximum  breathing  capacity  84  L.  (60 
per  cent  of  predicted).  Both  parameters 
show  equally  moderate  diminution.  Atrial 
oxyhemoglobin  saturation  was  96  per  cent 
at  rest  (lower  limit  of  normal).  The 
patient  was  followed  on  an  ambulatory 
basis  and  treated  with  phlebotomies.  Over 
the  next  four  years  increasing  fatigue, 
dyspnea  on  mild  effort,  weakness,  bouts  of 
tightness  across  the  chest,  and  cyanosis 
developed.  At  the  age  of  thirty-two  years, 
symptoms  gradually  increased.  Paroxys- 
mal nocturnal  dyspnea  and  shortness  of 
breath  on  walking  four  blocks  developed, 
and  she  became  unable  to  walk  against 
the  wind.  In  this  setting,  at  the  age  of 
thirty-four,  the  patient  consulted  her 
gynecologist  who  noted  an  intra-uterine 
gestation  of  eight  to  ten  weeks  and  admitted 
her  to  The  New  York  Hospital  for  evalu- 
ation and  possible  therapeutic  abortion. 
Examination  revealed  the  nail  beds  of  the 
left  hand  to  be  more  cyanotic  than  those 
of  the  right  hand  and  the  toenails  more 
cyanotic  than  the  fingernails.  The  blood 
pressure  was  118/80  mm.  Hg.  The  lungs 


574  New  York  State  Journal  of  Medicine  / February  15,  1967 


FIGURE  2.  Case  2.  Patient  at  thirty-four  years. 
(A)  Electrocardiogram  showing  right  axis  deviation 
and  right  ventricular  hypertrophy.  (B)  Roentgen- 
ogram of  chest. 

were  clear.  Percussion  revealed  no  heart 
enlargement.  The  rhythm  was  regular. 
The  pulmonic  second  sound  was  louder 
than  the  aortic  second  sound.  A pre- 
cordial systolic  murmur  was  loudest  in  the 
third  left  intercostal  space  and  was  trans- 
mitted to  the  axilla  but  not  to  the  neck. 
There  was  no  diastolic  murmur.  The 
liver  and  spleen  were  not  enlarged.  Pelvic 
examination  revealed  the  cervix  to  be 
posterior,  patulous,  and  the  os  closed. 
The  corpus  was  anterior,  mobile,  and 
enlarged  to  an  eight-  to  ten-week  size. 
The  hemoglobin  was  24.4  Gm.  per  100 
ml.  and  the  hematocrit  65.5.  The  electro- 


cardiogram showed  a mean  axis  of  plus 
135  degrees  with  right  ventricular  hy- 
pertrophy (Fig.  2A).  X-ray  of  the  chest 
revealed  a prominent  pulmonary  artery 
segment  and  a boot-shaped  left  cardiac 
border  (Fig.  2B).  The  chest  deformity 
prevented  adequate  evaluation  of  the 
cardiac  size.  No  pulmonary  arterial  cal- 
cification was  noted.  While  in  the  hospital, 
the  patient  bled  vaginally  and  aborted 
spontaneously  but  incompletely.  The 
abortion  was  completed  surgically.  An 
increase  in  cyanosis  was  noted  while  the 
patient  was  under  anesthesia,  but  she  was 
normotensive  throughout  the  otherwise 
uneventful  procedure.  Following  dis- 
charge, her  symptoms  continued  to  be- 
come worse  over  the  ensuing  year.  She 
became  bedridden.  Multiple  phlebotomies 
were  performed.  She  was  admitted  to 
another  hospital  in  congestive  failure  at  the 
age  of  thirty-five  years.  There  her  blood 
pressure  fell  to  shock  levels,  responding 
transiently  to  norepinephrine  administra- 
tion. She  then  developed  Cheyne-Stokes 
type  of  breathing,  convulsed,  and  died. 

Postmortem  examination  revealed  a pat- 
ent ductus  arteriosus  1.5  cm.  wide  and 
0.5  cm.  long,  right  ventricular  dilatation 
and  hypertrophy,  atherosclerotic  changes 
in  the  pulmonary  arteries,  and  chronic 
passive  congestion  of  the  lungs.  There 
was  no  pulmonary  infarction. 

Comment 

The  incidence  of  patent  ductus  arteriosus 
with  reversal  of  flow  is  low.  Dailey, 
Genovese,  and  Behnke3  substantiated  41 
cases  from  the  literature  and  added  6 new 
ones,  raising  the  total  to  47  cases  reported. 
The  sex  distribution  in  these  47  cases  is 
70  per  cent  female  (33  cases)  and  30  per 
cent  male  (14  cases). 

The  diagnosis  of  patent  ductus  arteriosus 
with  reversal  of  flow  can  be  suspected  at 
the  bedside  when  the  toes  are  cyanotic  and 
clubbed  and  these  signs  are  less  marked  or 
absent  in  the  fingers.  This  difference  is 
because  of  the  shunting  of  unoxygenated 
blood  through  the  ductus  and  its  dis- 
tribution distal  to  the  left  subclavian  artery. 
Plethora  due  to  polycythemia  is  a constant 
finding.  Murmurs  may  be  systolic,  dias- 
tolic, both,  or  none  may  be  audible.  The 
classic  machinery  murmur  of  uncomplicated 
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patent  ductus  is  not  present.  Right  ven- 
tricular hypertrophy  can  be  detected  clin- 
ically as  a parasternal  lift.  Diagnostic 
studies  include  the  electrocardiogram  for 
the  diagnosis  of  right  ventricular  hyper- 
trophy. The  angiogram  will  show  early 
opacification  of  the  aorta  from  the  pul- 
monary artery.  Cardiac  catheterization 
establishes  the  diagnosis  if  the  pulmonary 
arterial  pressure  in  systole  is  greater  than 
the  systemic  arterial  pressure.  The  cath- 
eter may  be  passed  across  the  ducts  and 
the  right-to-left  shunt  demonstrated  and 
localized  by  oxygen  saturations  and  dye 
dilution  studies. 

Subnormal  pulmonary  and  systemic 
blood  flows  contrast  sharply  with  the  high 
flow  of  uncomplicated  patent  ductus  ar- 
teriosus. Marked  increase  in  pulmonary 
vascular  resistance  is  in  contrast  to  the 
variable  systemic  resistance. 

Case  1 demonstrates  the  ability  of  such 
patients  to  carry  past  the  peak  hemody- 
namic burden  of  pregnancy  which,  as 
measured  by  the  maximal  increase  in  blood 
volume  and  cardiac  output,  is  usually 
attained  by  the  twenty-eighth  week.4 

Patient  1 went  into  premature  labor  at 
thirty-two  weeks  and  delivered  a live 
child  weighing  1,300  Gm.  Other  instances 
of  patients  with  patent  ductus  arteriosus 
and  reversal  of  flow  delivering  live  children 
have  been  reported.  Yu  d a/.5  reported 
a twenty-eight-year-old  housewife  who 
delivered  a live  infant  by  cesarean  section 
at  twenty-two  weeks.  This  patient  was 
still  living  at  age  thirty-three.  Dailey, 
Genovese,  and  Behnke3  report  a thirty-five- 
year-old  woman  who  had  an  unremarkable 
pregnancy  at  age  nineteen;  angina  of 
effort  developed  at  age  twenty-five,  and 
subsequently  she  had  a second  pregnancy 
with  uneventful  delivery. 

It  is  of  interest  that  neither  of  our  2 
patients  were  able  to  carry  through  to  term; 
one  aborted,  and  the  other  delivered  prema- 
turely. Dailey,  Genovese,  and  Behnke3  re- 
viewed 11  patients  with  a total  of  17  preg- 
nancies and  noted  that  only  10  (59  per 
cent)  went  to  term. 

Barnes,  while  commenting  on  the  article 
“Congenital  Heart  Disease  and  Pregnancy” 
by  Cannell  and  Vernon,6  noted  the  high 
incidence  of  abortion  and  prematurity 
when  the  mother  had  cyanotic  congenital 
heart  disease.  In  reviewing  12  pregnancies 


in  mothers  with  cyanotic  heart  disease 
whose  hematocrit  was  over  60  per  cent,  he 
noted  ten  abortions  and  2 premature  in- 
fants. Only  1 of  the  12  mothers  had  a 
living  infant.  Barnes  also  noted  that  the 
infants  of  mothers  with  cyanotic  heart 
disease  were  smaller  than  the  mean  for  the 
duration  of  the  pregnancy. 

The  general  methods  of  management 
applicable  to  all  patients  with  precarious 
cardiac  balance  are  also  necessary  in  these 
patients.  Limitation  of  exertion,  salt  re- 
striction, rest,  judicious  use  of  digitalis  and 
diuretics  when  necessary,  and  protection 
from  infection  are  all  of  cardinal  im- 
portance. 

Special  problems  pertinent  to  this  par- 
ticular cardiovascular  lesion  are  not  in- 
frequently encountered  at  the  time  of 
delivery.  These  patients  are  especially 
vulnerable  to  a systemic  pressure  drop. 
Hypotension  will  increase  the  pulmonary- 
aortic  gradient  and  hence  the  right-to-left 
shunt.  This,  in  turn,  will  lead  to  suffusion 
of  the  viscera  with  unoxygenated  blood 
and  produce  a sudden  pressure  drop  in  the 
pulmonary  circuit.  Hypovolemia  second- 
ary to  blood  loss  should  be  promptly  and 
cautiously  corrected.  The  prompt  avail- 
ability of  peripheral  vasopressors  such  as 
levarterenol  bitartrate  and  metaraminol 
bitartrate  is  imperative.  Conditions  which 
tend  to  drop  the  systemic  vascular  re- 
sistance by  peripheral  vasodilation,  such 
as  fever  and  exercise,  should  be  avoided 
for  the  same  reason.  Similarly  the  hy- 
potension associated  with  conduction  an- 
esthesia is  undesirable.  The  death  in 
Case  1 may  be  related  to  increased  right- 
to-left  shunting  following  the  hypotension 
resulting  from  fever-induced  vasodilation. 

Elective  surgical  procedures,  with  the 
concomitant  risk  of  anesthetic-induced 
hypotension  and  poor  tolerance  of  an- 
esthesia, should  be  considered  with  re- 
luctance and  caution  and  preferably  not 
undertaken.  For  this  reason,  cesarean 
section  for  cardiac  indications  would  not 
be  desirable.  Tubal  ligation  is  best  post- 
poned for  at  least  two  weeks  post  partum 
until  the  cardiac  output  and  blood  volume 
have  returned  to  base  line  levels. 

Since  in  Case  1 the  patient’s  death  was 
temporally  related  to  the  tubal  ligation, 
one  may  wish  to  consider  other  methods  of 
contraception.  Intra-uterine  device  affords 
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a simple  method.  One  disadvantage  is  the 
theoretic  possibility  of  transient  bacter- 
emias and  associated  danger  of  subacute 
bacterial  endocarditis.  Oral  contraceptives 
have  the  disadvantage  of  fluid  retention 
and  dependence  on  patient  cooperation. 
Their  use  requires  careful  observation  and 
control  of  weight  gain  and  other  signs  of 
hypervolemia.  In  patients  with  ductus 
arteriosus  with  reversal  of  shunt,  tubal 
ligation  is  probably  the  method  of  choice 
when  carried  out  with  proper  precautions. 

Surgical  closure  of  the  ductus  in  patients 
with  reversal  of  flow  is  a risky  procedure  of 
doubtful  physiologic  soundness.1  Even  in 
the  most  carefully  followed  patient,  as  in 
all  those  with  severe  pulmonary  arterial 
hypertension,  sudden  death  is  not  in- 
frequent.3 

Although  these  patients  can  be  safely 
managed  through  pregnancy,  this  burden 
may  well  contribute  to  a gradual  deteriora- 
tion of  their  cardiac  status. 

Summary 

Patent  ductus  arteriosus  with  reversal 
of  shunt  is  a rare  cardiovascular  ab- 
normality which  presents  serious  problems 
in  the  management  of  pregnancy.  Two 
cases  are  reported.  The  diagnosis  can  be 
clinically  suspected  by  the  finding  of  dif- 
ferential cyanosis  when  comparing  the 
fingers  and  the  toes.  Murmurs  vary 
widely  and  are  not  diagnostically  helpful. 


Visits  from  elderly  patients 
show  increase  in  October 

Although  the  109.2  million  visits  from  all 
private  patients  seen  in  October  compared  with 
numbers  seen  in  the  past  years,  those  from 
patients  sixty-five  and  over  reached  23.5  million. 
This  volume,  and  its  percentage  of  total  private 
visits  (22  per  cent),  represent  the  highest  such 
figures  ever  recorded  by  the  National  Disease 
and  Therapeutic  Index  which  was  begun  in 
1956  to  meet  a long-recognized  need  for  con- 
tinuing and  reliable  statistical  information 
about  the  patterns  and  treatment  of  disease 


Cardiac  catheterization  and  angiocardi- 
ography establish  the  diagnosis.  One  of 
the  reported  cases  went  into  premature 
labor  at  thirty-two  weeks  and  had  a live 
infant  who  died  in  one  hour.  Neither  of 
our  patients  carried  to  term.  The  high 
incidence  of  abortions  and  prematurity 
in  mothers  with  cyanotic  congenital  heart 
disease  has  also  been  noted  by  other 
authors.  There  have  been  other  instances 
of  patients  with  patent  ductus  arteriosus 
and  reversal  of  flow  who  have  delivered 
live  children,  and  these  are  cited  from  the 
literature.  Special  attention  during  preg- 
nancy should  be  directed  to  avoidance  and 
correction  of  systemic  hypotension.  Tubal 
ligation  is  best  delayed  two  weeks  post 
partum  until  circulatory  alterations  from 
the  pregnancy  have  returned  to  base  line 
levels. 
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encountered  in  private  medical  practice.  Each 
year  3,000  randomly  selected  physicians  use 
case  record  diaries  to  report  basic  diagnostic 
and  therapeutic  information  about  all  patient 
contacts  made  by  them  during  an  assigned 
two-day  period  of  practice. 

Since  January,  visits  from  oldsters  have  in- 
creased by  6 per  cent  over  last  year’s  volume; 
however,  this  per  cent  gain  was  observed  both 
before  and  after  July  1,  the  date  Medicare 
benefits  became  available. 

Whether  or  not  the  October  figure  is  indicative 
of  an  upward  trend  in  elderly  visits  attributable 
to  Medicare  will  be  better  determined  as  new 
figures  become  available  in  the  months  to 
follow. 
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T HE  APPARENT  INCONSISTENCY  of  the  high 
incidence  of  pericarditis  found  at  autopsy12 
in  patients  with  rheumatoid  arthritis  and 
that  observed  clinically3  suggests  that 
rheumatoid  pericarditis  is  frequently  un- 
detected. Perhaps  the  patient  has  become 
so  accustomed  to  aches  and  pains  that  he 
pays  little  attention  to  slight  precordial 
distress,  or  the  physician’s  attention  may 
be  so  concentrated  on  the  joint  abnormal- 
ities that  signs  of  pericarditis  are  over- 
looked. Although  rheumatoid  pericarditis 
has  been  recognized  since  Still’s  original 
description  in  1896 4 and  is  usually  benign, 
recently  it  has  been  appreciated  that  the 
pericardial  involvement  may  develop  into 
constrictive  pericarditis  with  severe  cardiac 
embarrassment.5  Since  pericarditis  may 
be  difficult  to  diagnose  in  patients  with 
rheumatoid  arthritis,  this  report  presents 
experience  with  angiocardiography  for  sub- 
stantiating this  diagnosis. 

* This  work  was  supported  by  The  Health  Research  Coun- 
cil of  the  City  of  New  York  under  contract  U-1648. 

f Recipient  of  Career  Scientist  Award  of  The  Health  Re- 
search Council  of  the  City  of  New  York  under  contracts  1-258 
and  U-1648. 


Case  1.  A sixty-four-year-old  Cauca- 
sian housewife  was  first  admitted  to  The 
Hospital  for  Special  Surgery  on  June  17, 
1959,  because  of  epigastric  pain  and  severe 
polyarthritis.  She  had  experienced  good 
health  until  January,  1955,  when  pain  and 
swelling  of  the  left  ankle  and  joints  of  both 
hands  began.  Local  injections  of  hydro- 
cortisone provided  partial  relief  of  pain, 
but  chrysotherapy  was  without  effect. 
Because  of  the  progressive  nature  of  her 
disease  and  a 20-pound  weight  loss,  she 
came  to  the  arthritis  clinic  on  January  17, 
1959.  A diagnosis  of  rheumatoid  arthritis 
was  made.  The  Westergren  erythrocyte 
sedimentation  rate  was  28  mm.  per  hour, 
and  the  latex  fixation  titer  was  elevated. 
Gold  therapy  was  resumed,  and  small 
doses  of  prednisone  (Meticorten)  were 
continued.  On  June  9,  1959,  the  develop- 
ment of  epigastric  pain  prompted  her  hos- 
pitalization one  week  later. 

On  physical  examination,  the  patient 
appeared  acutely  and  chronically  ill  and 
complained  of  severe  nonradiating  epigas- 
tric pain.  No  dependent  edema  was 
present.  The  lungs  were  clear,  and  the 
respiratory  rate  was  24.  The  blood  pres- 
sure was  90  to  100/60  to  70  mm.  Hg,  and 
the  pulse  was  84  and  regular  with  no 
paradoxical  pulse.  The  heart  was  not 
enlarged  to  percussion.  A faint  systolic 
murmur  at  the  apex  of  the  heart  and  a 
to-and-fro  pericardial  friction  rub  were 
heard  over  the  upper  part  of  the  sternum. 
The  cervical  veins  were  not  distended. 
The  venous  pressure  was  100  mm.  of  saline. 
Although  the  abdominal  wall  was  tense,  no 
direct,  rebound,  or  referred  tenderness  was 
elicited.  The  liver  was  felt  6 cm.  below  the 
right  costal  margin.  Both  wrists  showed 
ulnar  deviation  with  subluxation  of  the 
first  and  second  metacarpophalangeal  joints 
of  the  hands.  The  left  ankle  was  painful 
on  motion,  swollen,  and  warm.  Other 
joints,  including  the  spine,  were  freely 
mobile  without  pain.  There  were  no 
subcutaneous  nodules. 

Laboratory  findings  included  normal 
urinalysis,  hemoglobin  14.4  Gm.  per  100 

ml. ,  white  cell  count  7,650  with  a normal 
differential,  hematocrit  40.5,  and  Wester- 
gren erythrocyte  sedimentation  rate  101 

mm.  per  hour.  Lupus  erythematosus  cell 
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FIGURE  1.  Case  1.  Frontal  teleroentgenogram  of 
chest  showing  marked  enlargement  of  cardiac 
silhouette. 


tests  gave  negative  results  on  three  occa- 
sions. The  Wassermann  reaction  was  neg- 
ative. Blood  cultures  showed  no  growth. 
Sputum  and  urine  cultures  for  acid-fast 
bacilli  were  negative.  Purified  protein  de- 
rivative skin  test  was  moderately  positive. 
Blood  sodium,  potassium,  chloride,  carbon 
dioxide,  and  cholesterol  were  within  the 
normal  range.  Stool  examination  was 
guaiac-negative.  Serial  electrocardiograms 
showed  T-wave  and  ST-segment  changes 
compatible  with  pericarditis.  Gastroin- 
testinal roentgen  series,  intravenous  cho- 
langiography, and  intravenous  pyelogram 
showed  normal  findings.  A roentgenogram 
of  the  chest  showed  diffuse  cardiac  enlarge- 
ment with  increased  pulmonary  vascular 
markings;  no  tuberculous  lesions  were 
seen  (Fig.  1).  Roentgenograms  of  the 
hands  and  wrists  showed  soft-tissue  swelling 
of  the  finger  joints  with  slight  erosion  of  the 
ulnar  side  of  the  metacarpal  heads  of  the 
right  and  left  index  fingers.  Cartilages 
of  the  hand  and  wrist  joints  were  well 
preserved.  The  ankles  also  showed  soft- 
tissue  swelling  and  well-preserved  carti- 
lages. 

Course.  After  the  laboratory  and  roent- 
gen findings  had  made  it  possible  to  rule 
out  the  abdominal  organs  as  the  source  of 
the  epigastric  pain,  attention  was  focused 
on  the  findings  in  the  heart.  The  peri- 
cardial friction  rub  became  more  intense. 
Roentgenoscopy  of  the  heart  showed  weak 
pulsations,  and  angiocardiograms  confirmed 
the  presence  of  pericardial  effusion  (Fig.  2). 


Because  of  the  positive  tuberculin  skin 
test  result,  the  patient  was  placed  on 
isoniazid  as  a precautionary  measure  until 
the  urine  and  sputum  cultures  had  been 
found  negative  for  mycobacteria.  On  the 
tenth  hospital  day  a pericardial  tap  was 
attempted,  but  no  fluid  was  obtained. 
Serial  roentgenograms  of  the  heart  showed 
diminution  of  the  cardiac  silhouette  to 
within  normal-size  limits  during  the  hos- 
pital stay.  The  patient  was  discharged 
on  small  doses  of  prednisone.  On  March 
4,  1963,  she  was  readmitted  for  dorsal 
synovectomy  of  the  right  hand  and  correc- 
tion of  the  ulnar  drift  of  both  hands. 
Roentgen  examinations  after  her  first 
hospital  admission  until  as  late  as  1965 
have  shown  no  cardiac  enlargement;  al- 
though the  arthritis  has  progressed  to 
involve  also  the  shoulders  and  the  knees, 
the  Westergren  erythrocyte  sedimentation 
rate  has  remained  elevated  at  from  54  to 
92  mm.  per  hour,  and  the  latex  fixation 
titer  was  1 : 5,120. 

Case  2.  A sixty-seven-year-old  Cauca- 
sian housewife  with  rheumatoid  arthritis 
was  admitted  to  The  Hospital  for  Special 
Surgery  on  July  13,  1965,  because  of  weak- 
ness, cough,  and  weight  loss.  She  had 
first  been  seen  on  September  6,  1961,  with 
complaints  of  pain  and  swelling  of  both 
knees  of  eight  months  duration.  Shortly 
after  the  onset  of  the  ailment,  her  family 
physician  aspirated  fluid  and  injected 
cortisone  into  each  knee  joint  with  only 
temporary  benefit.  Because  of  the  pro- 
gressive nature  of  the  knee  difficulty,  a 
subtotal  synovectomy  and  patellectomy, 
partial  lateral  meniscectomy,  and  exos- 
tectomy  of  the  right  knee  were  done. 
Gross  and  microscopic  tissue  sections  and 
the  demonstration  of  cellular  rheumatoid 
factor  in  the  synovial  tissue  confirmed  the 
diagnosis  of  rheumatoid  arthritis.  After 
discharge,  because  of  the  development  of 
arthritis  in  both  shoulders  and  the  recur- 
rence of  pain  in  the  left  knee,  gold  therapy 
was  instituted  but  was  discontinued  after 
the  appearance  of  generalized  dermatitis. 
She  was  again  hospitalized  on  July  9, 
1963,  for  re-evaluation  and  physiotherapy. 
Acute  and  chronic  rheumatoid  arthritic 
changes  were  found  in  both  shoulders, 
wrists,  elbows,  and  knees  on  physical  and 
roentgen  examination.  The  blood  pressure 
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FIGURE  2.  Case  1.  (A)  Frontal  angiocardiogram  showing  opacification  of  normal-sized  superior  vena 
cava  (SVC),  right  atrium  (RA),  ventricle  (RV),  pulmonary  artery  (PA),  and  branches.  Note  pericardial 
fluid  (arrows)  adjacent  to  opacified  right  atrium.  (B)  Frontal  angiocardiogram  showing  opacification  of 
left  ventricle  (LV)  and  aorta  (AO).  Arrows  point  to  large  nonopacified  border  of  left  side  of  cardiac  silhouette, 
pericardial  fluid,  plus  ventricular  wall.  (C)  Lateral  angiocardiogram  showing  large  retrosternal  soft-tissue 
density  of  pericardial  effusion  (arrows).  Right  side  of  heart  vessels  and  chambers  normal  in  size  and 
contour.  (D)  When  left  side  of  heart  structures  opacified,  left  ventricle  and  aorta  also  normal.  Arrows 
point  to  pericardial  effusion. 


was  130/70  mm.  Hg,  and  the  pulse  rate  70 
and  regular.  The  urinalysis,  complete 
blood  counts,  and  total  blood  proteins  gave 
normal  findings.  Lupus  erythematosus  cell 
preparations  were  negative,  but  the  latex 
fixation  titer  was  markedly  elevated.  Sero- 
logic tests  for  syphilis  gave  negative  find- 
ings. 

The  Westergren  erythrocyte  sedimen- 
tation rate  was  53  mm.  per  hour.  Roent- 
genograms of  the  heart  and  lungs  showed 
normal  results.  The  electrocardiogram 
was  normal.  Intra-articular  injection  of 


hydrocortisone  into  the  left  knee  produced 
a good  response,  and  gold  therapy  was  rein- 
stituted. 

While  the  patient  was  followed  in  clinic, 
her  disease  progressed  in  spite  of  gold 
therapy,  indomethacin,  and  physiotherapy. 
The  corticosteroid  betamethasone,  0.6  mg. 
daily,  provided  some  relief  of  her  arthritis. 
However,  the  development  of  severe  weak- 
ness, a dry  unproductive  cough,  weight 
loss,  and  inability  to  do  her  housework 
prompted  her  third  hospital  admission  on 
July  13,  1965.  She  had  not  had  orthopnea. 
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FIGURE  3.  Case  2.  (A)  Frontal  teleroentgenogram  showing  enlargement  of  cardiac  silhouette  and  pleural 
effusion  in  left  hemithorax.  (B)  Lateral  view  shows  obliteration  of  retrosternal  space  and  fluid  at  posterior 
portion  of  chest  and  in  horizontal  fissure  of  lung.  (C)  Frontal  angiocardiogram  showing  pericardial  fluid 
well  beyond  opacified  right  atrium,  elevation  of  heart  from  diaphragm  by  pericardial  fluid,  and  normal-sized 
right  side  of  heart  chambers  and  of  great  vessels.  (D)  Lateral  angiocardiogram  (biplane  view  of  (C) 
showing  pericardial  effusion  in  retrosternal  area  (arrows).  (E)  Frontal  angiocardiogram  of  left  side  of  heart 
structures  with  pericardial  fluid  (arrows)  well  beyond  opacified  left  ventricle. 


dyspnea,  chest  pain,  palpitation,  dizzy 
spells,  or  ankle  edema. 

On  physical  examination,  the  blood  pres- 
sure was  106/62  mm.  Hg,  pulse  96  and 
regular,  and  respirations  16.  The  patient 
appeared  acutely  and  chronically  ill.  The 
neck  veins  were  not  distended.  The  lungs 
were  clear.  The  heart  was  enlarged  to 
percussion,  and  the  position  of  maximum 


impulse  was  felt  in  the  fifth  interspace  in 
the  left  midclavicular  line.  A moderately 
rough  pansystolic  murmur  was  heard  along 
the  left  sternal  border,  loudest  at  the  apex. 
A to-and-fro,  rough,  and  grating  friction 
rub,  unaltered  by  respiration,  was  heard 
over  the  whole  precordium.  The  liver 
was  felt  6 cm.  below  the  right  costal  margin 
and  was  tender  on  palpation.  There  was 
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moderate  pitting  edema  just  above  the 
ankles.  Acute  and  chronic  arthritic 
changes  were  present  in  both  shoulders, 
elbows,  wrists,  knees,  and  ankles  with 
limitation  of  motion.  There  was  no  de- 
monstrable fluid  in  either  knee  joint.  The 
cervical  spine  was  painful  on  dorsal  and 
ventral  flexion,  rotation,  and  abduction. 
Subcutaneous  nodules  were  not  found. 

Laboratory  studies  showed  the  urine  to 
be  normal.  The  blood  hemoglobin  was 
10  Gm.  per  100  ml.,  white  cell  count  9,400 
with  a normal  differential,  hematocrit 
34.5,  and  the  Westergren  erythrocyte  sedi- 
mentation rate  119  mm.  per  hour.  Blood 
cultures  showed  no  growth.  Lupus  ery- 
thematosus cell  preparations  were  strongly 
positive  on  two  occasions,  and  the  latex 
fixation  titer  was  markedly  elevated.  The 
blood  urea  nitrogen  was  16,  phosphorus 
4.2,  sugar  78,  and  uric  acid  5 mg.  per  100 
ml.  The  serum  sodium  was  136,  potassium 
3.9,  and  chloride  98  mEq.  per  liter.  The 
alkaline  phosphatase,  serum  glutamic  ox- 
alopyruvic  transaminase,  and  lactic  dehy- 
drogenase were  normal.  The  protein- 
bound  iodine  was  5.8  Gm.  and  total  iodine 
6.8  Gm.  per  100  ml.  Serial  electrocardio- 
grams showed  low-voltage  and  T-wave 
changes  consistent  with  pericarditis.  Skin 
tests  for  coccidioidomycosis,  histoplasmosis, 
mumps,  and  tuberculosis  gave  negative 
results.  Roentgen  examination  of  the  chest 
showed  a left  pleural  effusion  and  cardiac 
contours  definitely  enlarged  when  compared 
to  films  taken  on  earlier  admissions  (Fig. 
3 A and  B).  The  venous  pressure  was  not 
elevated  and  the  circulation  time  was 
normal,  but  a paradoxical  pulse  was 
observed. 

Course.  After  the  patient  was  given 
digitalis  therapy,  the  ankle  edema  dis- 
appeared. A short  bout  of  atrial  fibrilla- 
tion developed,  but  the  rhythm  sponta- 
neously returned  to  normal.  The  peri- 
cardial friction  rub  persisted.  An  intra- 
venous angiocardiogram  showed  a moder- 
ate-sized pericardial  effusion  (Fig.  3 C,  D, 
and  E).  The  patient  was  febrile  during 
most  of  her  hospital  stay,  and  the  tempera- 
ture reached  39.4  C.  on  one  occasion. 
Because  the  pericarditis  with  effusion  was 
thought  to  be  part  of  the  rheumatoid  proc- 
ess, 40  mg.  of  prednisolone  daily  were 
given.  The  temperature  then  dropped  to 
normal,  and  the  left  pleural  and  pericardial 


FIGURE  4.  Case  3.  (A)  Frontal  photograph  show- 
ing fixation  of  shoulders  and  neck  with  prominent 
‘‘buffalo  hump”  due  to  steroid  therapy.  (B) 
Lateral  view  of  shoulders  and  neck. 

effusions  and  friction  rub  all  disappeared. 
Steroids  were  gradually  decreased  without 
any  rebound  effect.  Since  the  patient 
showed  marked  improvement,  pericardi- 
centesis  was  not  done.  She  was  discharged 
on  the  forty-fourth  hospital  day. 
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Case  3.  A fifty-six-year-old  Caucasian 
salesman  entered  The  Hospital  for  Special 
Surgery  on  April  9,  1962,  because  of  acute 
back  pain  and  polyarthritis.  His  arthritis 
began  in  1950  in  the  fingers,  wrists,  elbows, 
and  shoulders.  He  was  first  admitted  in 
1951  when  a diagnosis  of  rheumatoid 
arthritis  was  made.  Cortisone  and  ACTH 
relieved  his  joint  pain.  Because  of  exacer- 
bation of  the  pain,  he  was  readmitted  six 
weeks  later.  Gold  salt  therapy  was  in- 
effective, but  cortisone  in  larger  doses  again 
relieved  his  pain.  After  discharge  from 
the  hospital  he  was  followed  in  the  clinic 
and  was  kept  on  low  doses  of  cortisone  or, 
later,  of  betamethasone.  During  1961  the 
disease  progressed  markedly  to  involve  the 
spine,  ankles,  and  knees.  Also,  skin  fragil- 
ity, purpura,  facial  edema  with  intense 
malar  erythema,  dependent  edema,  weight 
gain  of  25  pounds,  and  a dry  nonproductive 
cough  gradually  developed.  Mercurial  di- 
uretics, digitalis,  and  low-salt  diet  failed  to 
reduce  the  dependent  edema.  Exertional 
dyspnea,  paroxysmal  nocturnal  dyspnea, 
and  orthopnea  followed.  Two  weeks  be- 
fore his  last  hospital  admission,  he  devel- 
oped a severe,  nonradiating,  lumbosacral 
pain  while  being  helped  from  an  automo- 
bile. The  persistence  of  this  pain  prompted 
admission  to  the  hospital. 

Physical  examination  disclosed  an 
acutely  and  chronically  ill  obese  man  with 
marked  Cushingoid  facies  and  a pronounced 
“buffalo  hump”  (Fig.  4).  The  muscles  of 
the  shoulder  girdle  and  upper  arm  were 
severely  wasted.  Numerous  ecchymotic 
and  purpuric  lesions  covered  the  skin  of  the 
arms  and  legs.  Purple  abdominal  striae 
were  also  apparent.  Edema  of  the  hands, 
wrists,  and  lower  legs  to  the  knees  was 
prominent.  The  neck  veins  were  distended. 
The  lungs  were  filled  with  coarse,  low- 
pitched  rales  up  to  the  angle  of  the  scapulae. 
The  respiratory  rate  was  30  per  minute. 
The  heart  was  enlarged  to  percussion  and 
measured  6.5  cm.  in  the  sixth  interspace  to 
the  left  and  3 cm.  in  the  third  interspace  to 
the  right  of  the  sternum.  The  point  of 
maximum  impulse  was  neither  seen  nor 
felt.  The  cardiac  sounds  were  poorly 
heard;  no  murmur,  friction  rub,  or  para- 
doxical pulse  were  heard.  The  blood  pres- 
sure was  120/80  mm.  Hg,  and  the  pulse 
100  and  irregular.  The  abdomen  was  dis- 
tended and  the  liver  was  felt  4 cm.  below 


FIGURE  5.  Case  3.  (A)  Dorsal  view  of  fingers, 
hands,  and  wrists,  showing  advanced  rheumatoid 
arthritis.  (B)  Side  view  of  fingers,  hands,  and 
wrists.  (C)  Roentgenogram  of  right  hand  showing 
diffuse  arthritic  changes  in  wrists  and  proximal 
interphalangeal  joints. 

the  right  costal  margin;  the  spleen  and 
kidneys  were  not  palpated.  Intense  pain 
was  felt  on  pressure  over  the  lumbar  region 
and  also  on  dorsal  and  ventral  flexion  of  the 
lumbosacral  spine.  The  hands  showed 
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ulnar  deviation  with  a poor  grip  because 
of  the  peripheral  interphalangeal  and  meta- 
carpophalangeal joint  involvement  (Fig. 
5).  The  wrists  could  not  be  flexed.  The 
hips  showed  limitation  of  abduction  and 
rotation.  The  knees  had  thickened  cap- 
sules and  lacked  10  degrees  of  complete 
extension.  The  ankles  were  painful,  but 
a complete  range  of  motion  was  present. 
There  were  no  subcutaneous  nodules. 

Laboratory  studies  included  normal  uri- 
nary findings.  The  hemoglobin  was  14.7 
Gm.  per  100  ml.,  white  cell  count  8,250 
with  a normal  differential,  platelet  count 
224,000,  hematocrit  46.5,  and  the  Wester- 
gren  erythrocyte  sedimentation  rate  51 
mm.  per  hour.  Lupus  erythematosus  cell 
preparations  were  negative  on  three  occa- 
sions. The  latex  fixation  titer  was  elevated 
to  1:5,120.  Blood  cultures  showed  no 
growth.  Sputum  cultures  for  tubercle 
bacilli  were  negative.  The  blood  Wasser- 
mann  test  was  nonreactive.  The  blood 
urea  nitrogen  was  10,  sugar  97,  calcium 
9.8,  phosphorus  2.9,  and  cholesterol  230 
mg.  per  100  ml.  The  total  serum  proteins 
were  6.6  with  albumin  4 and  globulin 
2.6  Gm.  per  100  ml.  The  sodium  was 
142,  potassium  4.1,  chlorine  96,  and  carbon 
dioxide  24.5  mEq.  per  liter.  The  stools 
were  guaiac-negative. 

Roentgen  examination  of  the  chest 
showed  generalized  heart  enlargement  with 
pulmonary  congestion,  a small  pleural 
effusion  at  the  right  base,  and  fractures  of 
the  right  sixth  and  seventh  ribs  posteriorly 
(Fig.  6A).  Roentgenoscopic  studies  showed 
poor  cardiac  pulsations.  Roentgenograms 
of  the  spine  showed  compression  fractures 
of  the  twelfth  dorsal  and  first  lumbar 
vertebrae.  Views  of  the  feet  showed  severe 
arthritic  changes  involving  all  the  tarsal 
bones  with  narrowing  of  the  joint  spaces 
and  sclerosis  of  the  articulating  margins. 
The  hands  revealed  advanced  deformity 
and  joint  space  involvement  of  the  meta- 
carpophalangeal and  interphalangeal  joints. 
Deformity  and  subluxation  of  the  proximal 
interphalangeal  joints  was  marked.  Partial 
dissolution  of  some  of  the  phalangeal  bones 
was  also  found  (Fig.  5C).  Both  hips 
showed  loss  of  the  articular  joint  spaces. 

Angiocardiography  on  May  1,  1962, 

showed  a pericardial  effusion  extending  2 
cm.  beyond  the  right  outer  border  of  the 
opacified  right  atrium  (Fig.  6B  and  C). 


FIGURE  6.  Case  3.  (A)  Frontal  teleroentgeno- 
gram of  chest  showing  enlargement  of  cardiac 
silhouette,  generalized  haziness  and  infiltration 
of  lungs,  and  right-sided  pleural  effusion.  (B) 
Frontal  angiocardiogram  showing  pericardial  ef- 
fusion adjacent  to  opacified  right  atrium  (arrows). 
(C)  Angiocardiogram  of  left  side  of  heart  structures 
also  showing  pericardial  effusion  beyond  opac- 
ified left  ventricle  (arrows). 
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The  effusion  on  the  left  side  of  the  heart 
measured  4 cm.  The  venae  cava  were 
enlarged.  The  right  atrium,  ventricle, 
and  main-stem  pulmonary  artery  were 
normal.  Diminution  of  the  secondary  and 
tertiary  branches  of  both  pulmonary  ar- 
teries suggested  pulmonary  hypertension. 
The  pulmonary  veins,  left  auricle,  and 
ventricle  were  normal. 

Course.  On  admission,  because  of  atrial 
flutter  with  a varying  2:1  to  4:1  heart 
block  and  cardiac  failure,  he  was  digitalized 
rapidly  and  given  an  intense  trial  of  diu- 
retics and  a low-salt  diet.  The  cardiac 
rate  was  difficult  to  control,  but  with  the 
loss  of  edema  a normal  sinus  rhythm  was 
restored  with  a first-degree  heart  block. 
The  venous  pressure  dropped  from  230 
to  160  mm.  of  water,  but  the  circulation 
time  remained  at  14  seconds.  Because  the 
cardiac  enlargement  persisted  despite  a 
fairly  good  response  to  digitalization, 
angiocardiography  was  done  and  demon- 
strated the  presence  of  pericardial  effusion. 
A pericardiocentesis  was  attempted,  but  no 
fluid  was  obtained.  Digitoxin  was  main- 
tained at  0.2  mg.  daily,  and  the  patient 
remained  in  sinus  rhythm  except  for  a 
twenty-four-hour  period  of  atrial  fibrilla- 
tion. Betamethasone  0.6  mg.  daily  was 
required  to  control  the  joint  pain.  He  was 
ambulated  after  twenty-one  hospital  days. 
A corset  brace  and  physiotherapy  were 
provided.  On  the  eighty-fifth  hospital  day 
he  developed  a convulsive  seizure  and 
became  pulseless;  the  electrocardiogram 
showed  complete  asystole.  Attempts  to 
resuscitate  the  patient  failed.  Permission 
for  postmortem  examination  was  not 
granted. 

Comment 

In  the  3 cases  reported  with  rheumatoid 
arthritis  diagnosed  by  the  criteria  of  the 
American  Rheumatism  Association,  find- 
ings were  present  which  directed  attention 
to  the  possibility  of  pericardial  effusion.6 
All  of  the  patients  had  enlarged  hearts; 
2 had  pericardial  friction  rubs  and  electro- 
cardiographic changes  consistent  with  peri- 
carditis. In  2 of  the  patients,  pericardio- 
centesis yielded  no  fluid  to  definitively 
establish  the  diagnosis.  Because  the  peri- 
carditis was  resolving,  this  procedure  was 
not  done  in  the  third  patient.  However, 


the  presence  of  pericardial  effusion  was 
demonstrated  in  all  3 cases  by  angio- 
cardiography. 

Although  rheumatoid  pericarditis  is  con- 
sidered a benign  condition,3  it  may  lead  to 
serious  pericarditis  or  be  associated  with 
myocardial  and  even  valvular  involve- 
ment. 11 2' 5’7  ~ 10  Myocardial  involvement  is 
illustrated  in  Case  3 who  developed  a series 
of  arrhythmias  ranging  from  atrial  flutter 
and  fibrillation  to  sinus  rhythm  with 
first-degree  heart  block. 

Causes  of  the  pericarditis  other  than 
rheumatoid  arthritis  were  ruled  out  on  a 
clinical  basis  as  far  as  possible.  One 
patient,  Case  2,  had  many  lupus  erythema- 
tosus cells  on  two  examinations  during  the 
period  of  pericarditis,  but  none  were  found 
in  the  early  phase  of  her  arthritis.  Other 
clinical  features  of  lupus  erythematosus, 
such  as  facial  rash,  leukopenia,  thrombo- 
cytopenia, or  proteinuria,  were  not  ob- 
served. It  has  recently  been  reported  and 
has  been  the  feeling  of  many  workers,  that 
rheumatoid  arthritis  with  lupus  erythema- 
tosus cells  is  not  a clinical  entity  different 
from  rheumatoid  arthritis,  nor  is  it  a 
variant  of  lupus  erythematosus. 1 1 

The  time  of  onset  of  pericardial  disease 
does  not  appear  to  be  related  to  the  stage 
of  rheumatoid  arthritis.  The  pericarditis 
may  become  evident  even  before  arthritis 
begins  or  may  occur  early  or  late  in  the 
course  of  the  arthritis.  Grossman  et  al.12 
reported  3 cases  with  initial  acute  peri- 
carditis with  effusion  and  pleural  effusion. 
Despite  pericardial,  pleural,  and  lung 
biopsies,  no  etiologic  diagnosis  could  be 
established  in  the  early  phase  of  the  disease. 
Subsequently,  each  patient  developed  clini- 
cal manifestations  of  rheumatoid  arthritis. 

Even  when  pericarditis  is  suspected,  con- 
firmation may  be  difficult,  especially  in  the 
absence  of  pericardial  rub.  Minor  electro- 
cardiographic changes  with  low  T waves 
on  a single  tracing  may  not  be  sufficiently 
abnormal  for  diagnosis.  In  instances  of 
enlarged  hearts  in  rheumatoid  patients, 
angiocardiography  will  often  aid  in  estab- 
lishing the  diagnosis.  Angiocardiography13 
is  of  value  not  only  to  determine  the 
presence  of  pericardial  effusion,  but  also  to 
demonstrate  enlargement  of  the  right  side 
of  the  heart,  thus  establishing  the  presence 
of  pulmonary  hypertension  and  cor  pul- 
monale, which  also  occur  in  rheumatoid 
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arthritis  with  pulmonary  involvement.14 
Furthermore,  left  ventricular  enlargement, 
when  present,  can  also  be  shown  by  angio- 
cardiography. In  rheumatoid  heart  dis- 
ease, therefore,  angiocardiography  has  a 
significant  place  for  the  diagnosis  of  enlarge- 
ment of  the  right  or  left  side  of  the  heart 
and /or  pericardial  effusion. 

Summary 

Three  patients  with  established  rheuma- 
toid arthritis  developed  enlarged  cardiac 
silhouettes;  2 of  them  had  pericardial 
friction  rubs  and  electrocardiographic 
changes  compatible  with  pericardial  dis- 
ease. Although  pericardiocentesis  failed 
to  yield  fluid  in  2 cases  and  the  third  pa- 
tient was  not  subjected  to  this  procedure, 
all  3 patients  showed  pericardial  effusion  on 
angiocardiography.  This  technic  is  also 
helpful  in  showing  enlargement  of  the 
pulmonary  artery  and  right  side  of  the  heart 
or  of  the  left  side  of  the  heart  in  rheu- 
matoid heart  disease. 

Addendum 

Since  this  report  was  accepted  for  publi- 
cation, a report  of  3 cases  with  review  of 
rheumatoid  arthritis  and  heart  failure 
treated  by  pericardiectomy  has  been  pub- 
lished.15 


Missile  wounds  in  Viet  Nam 

The  Viet  Nam  conflict  is  presenting  new 
problems  in  treating  the  wounds  of  war,  state 
three  Army  surgeons:  Major  N.  M.  Rich,  M.C., 
Major  E.  V.  Johnson,  M.C.,  and  Lt.  Col.  F.  D. 
Diamond,  Jr.,  M.C.,  of  the  U.S.  Army  Medical 
Corps. 

The  wounds  seen  in  Viet  Nam  are  varied, 
state  the  authors  in  a recent  issue  of  J.A.M.A. 
They  range  from  wounds  caused  by  the  new 
M-16  rifles  to  bow  and  arrow  wounds  sometimes 
seen.  About  half  the  missile  wounds  were 
caused  by  gunshots,  and  about  half  were  caused 
by  fragments  from  grenades,  mortars,  artillery, 
and  mines. 

Many  Viet  Cong  weapons  consist  of  rather 
primitive  methods,  that  nevertheless  prove  to  be 
very  effective.  A Punji  stick,  for  example,  is  a 
sharpened  stick  with  a fire-hardened  point 
which  has  been  contaminated  by  human  feces. 
It  is  placed  in  the  ground  at  an  angle  designed 
to  puncture  a foot.  Such  wounds  disable 
soldiers  about  as  long  as  would  similar  small- 
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arms  wounds,  the  report  stated.  Booby  traps 
utilizing  small-arms  ammunition  are  also  com- 
mon. 

The  American  M-16  rifle  is  a very  effective 
newly-designed  weapon.  The  bullet’s  high 
velocity,  3,250  feet  per  second,  causes  enormous 
tissue  damage.  The  tumbling  effect  of  the 
bullet  after  it  strikes  an  object  adds  to  the 
injury. 

On  the  other  hand,  improved  medical  care  is 
cutting  loss  of  life  on  the  battlefield.  Rapid 
helicopter  evacuation,  adequate  blood  replace- 
ment, antibiotics,  established  principles  of  war 
surgery,  and  modem  operating  room  equipment 
have  rapidly  lowered  the  Viet  Nam  statistics  for 
deaths  due  to  wounds,  compared  to  earlier 
wars.  Only  1.3  per  cent  of  American  soldiers 
wounded  by  missiles  died  after  operations  at  the 
surgical  hospital.  This  is  a markedly  lower 
figure  than  for  similar  operations  in  Korea  and 
World  War  II.  Wound  infections  after  primary 
wound-closure  operations  totaled  only  2 per 
cent.  Of  those  sustaining  missile  wounds,  58.1 
per  cent  were  returned  to  duty  after  an  average 
stay  of  sixteen  days  in  the  hospital. 
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It  is  generally  accepted  that  weight  and 
dietary  factors  have  an  important  influence 
on  the  course  of  psoriasis.  Recently,  we 
have  had  the  opportunity  of  observing 
closely  a young  man  whose  psoriasis  was 
apparently  unaffected  even  though  he  lost  a 
considerable  amount  of  weight  while  on  a 
strict  dietary  regimen.  Hence,  we  feel  that 
this  case  is  worth  reporting. 

Case  report 

The  patient  was  a thirty-seven-year-old 
white  male  who  was  admitted  to  The 
Mount  Sinai  Hospital  on  March  27,  1964, 
with  the  chief  complaint  of  falling  asleep 


during  the  day  for  the  past  eight  months. 
He  had  had  psoriasis  since  the  age  of  nine 
years  and  associated  arthritis  involving  the 
knees,  ankles,  and  proximal  interphalangeal 
joints  for  six  years.  His  psoriasis  has  never 
disappeared  completely,  but  he  has  experi- 
enced periods  of  partial  remission.  While  a 
prisoner  of  war  for  a period  of  eighteen 
months  in  1944,  he  suffered  malnutrition 
(he  weighed  132  pounds,  having  lost  49 
pounds  during  this  period),  at  which  time 
he  experienced  a severe  exacerbation  of  his 
psoriasis.  He  has  received  many  forms  of 
therapy  for  his  psoriasis  with  only  tempo- 
rary beneficial  effects  from  any  one  modal- 
ity. Until  four  years  ago,  he  weighed  185 
pounds  and  was  feeling  fine  except  for  his 
psoriasis.  He  began  to  eat  excessively 
since  then  and  steadily  gained  weight.  He 
weighed  on  admission  273.5  pounds.  His 
mother  also  had  psoriasis. 

Physical  examination  revealed  an 
afebrile,  obese  (excess  fat  equally  distrib- 
uted), lethargic  male  in  no  acute  distress. 
His  respirations  were  shallow,  his  pulse  rate 
100  per  minute  and  regular,  and  his  blood 
pressure  128/76.  The  skin  of  the  face, 
elbows,  dorsum  of  the  hands,  trunk,  knees, 
and  legs  was  covered  with  large  irregular 
plaques  composed  of  thick  white  scales  on 
an  erythematous  base  (Fig.  1). 

Pulmonary  function  studies  indicated 
alveolar  hypoventilation  and  reduced  vital 
capacity.  Renal  studies  showed  3 plus 
albuminuria  and  an  average  of  more  than  3 
Gm.  of  protein  excreted  in  the  urine  in 


FIGURE  1.  Active  psoriatic  plaques  involving  (A)  leg  and  ankle,  (B)  knee,  and  (C)  elbow. 
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twenty-four  hours.  The  specific  gravity  of 
the  urine  varied  from  1.014  to  1.026,  and 
only  occasional  white  blood  cells,  red  blood 
cells,  and  hyaline  casts  were  observed  per 
high-power  field.  Urine  cultures  were 
negative,  urinary  output  was  good,  and  the 
creatinine  clearance  was  132  cc.  per  minute. 
The  hemoglobin  was  17.8  Gm.  per  100  ml., 
and  the  hematocrit  was  51.  The  white 
blood  count  and  differential  were  normal. 
The  serum  electrolyte  values  were  sodium 
140,  potassium  4.3,  and  chloride  102  mEq. 
per  liter;  the  calcium  was  9.3  and  the  phos- 
phorus 4.4  mg.  per  100  ml.  The  blood 
urea  nitrogen  was  17,  the  serum  creatinine 
0.6,  and  the  serum  uric  acid  6.3  mg.  per  100 
ml.  The  fasting  blood  sugar  on  admission 
was  146  mg.  per  100  ml.,  but  dropped  to  102 
mg.  per  100  ml.  shortly  before  discharge. 
At  no  time  was  sugar  or  acetone  observed  in 
the  urine.  The  total  protein  was  7.6  Gm. 
per  100  ml.  with  an  albumin-globulin  ratio 
of  3.1  to  4.5.  The  total  cholesterol  was  440 
mg.  per  100  ml.  and  the  protein-bound  io- 
dine 4 micrograms  per  100  ml.  Serum 
electrophoresis  was  normal. 

The  clinical  impression  was  obesity  with 
alveolar  hypoventilation  syndrome,  mild 
diabetes  mellitus  secondary  to  high  caloric 
intake,  the  nephrotic  syndrome,  and  psoria- 
sis with  arthritis.  The  patient  was  given  a 
starvation  diet  composed  of  one  head  of  let- 
tuce, two  medium-sized  tomatoes,  one 
cucumber,  tea,  and  12  ounces  of  artificially 
sweetened  soda  daily  for  six  days  a week. 
This  consisted  of  approximately  22.5  Gm.  of 
carbohydrate,  4.7  Gm.  of  protein,  and  0.8 
Gm.  of  fat  daily  or  a total  of  116  calories  per 
day.  On  the  seventh  day  he  was  allowed  to 
eat  two  meals,  lunch  and  supper,  of  the 
regular  house  diet  which  consisted  of  ap- 
proximately 255  Gm.  of  carbohydrate,  94 
Gm.  of  protein,  and  118  Gm.  of  fat  or  2,500 
calories  for  that  day.  He  lost  a total  of 
40.5  pounds  during  his  ten-week  period  of 
hospitalization  (weight  233  pounds  on  dis- 
charge). His  psoriasis  and  arthritis  re- 
mained active  and  unchanged  during  the 
entire  hospital  stay.  Other  than  the  diet, 
the  therapy  for  his  psoriasis  consisted  of 
local  ointments,  triamcinolone  and  ammo- 
niated  mercury  with  salicylic  acid. 

Since  discharge,  the  patient  resumed  his 
normal  diet  and  has  been  steadily  gaining 
weight  over  the  past  several  months.  He 


no  longer  has  episodes  of  falling  asleep 
during  the  day.  His  psoriasis  and  arthritis 
have  remained  active. 


Comment 

Some  observers  feel  that  psoriasis  is 
exacerbated  with  weight  gain.12  Others 
have  reported  remissions  with  weight  loss 
under  conditions  of  prolonged  food  depriva- 
tion.3 Schamberg,4  feeling  that  increased 
intake  of  animal  protein  aggravated  psoria- 
sis, successfully  treated  his  patients  with 
low-protein  diets  daily.  Lerner  and 
Lerner5  acknowledged  dramatic  improve- 
ment with  a synthetic  amino  acid  diet  of 
low  nitrogen  content  in  the  absence  of  any 
appreciable  change  in  weight.  In  fact, 
their  patient’s  psoriasis  not  only  did  not 
improve  while  on  a 980-calorie  reducing  diet 
(lost  9.5  pounds),  but  was  exacerbated  on  a 
high-protein  diet  usually  with  loss  of 
weight.  More  recently,  Roe6  has  shown 
that  the  amino  acid  taurine  has  an  adverse 
effect  on  psoriasis  and  that  limitation  of  its 
intake  has  a beneficial  influence  on  the 
course  of  this  disease.  However,  she  also 
felt  that  severe  limitation  in  the  consump- 
tion of  protein  is  contraindicated  because  of 
the  increased  loss  caused  by  rapid  epidermal 
turnover. 

Our  case  is  thus  of  interest  from  a number 
of  viewpoints.  As  can  be  seen,  not  only  the 
taurine  content  but  also  the  total  amount  of 
protein  in  our  patient’s  diet  was  exceedingly 
low.7  In  addition,  he  excreted  considerable 
amounts  of  protein  in  his  urine  daily.  Not- 
withstanding this  and  also  the  appreciable 
weight  loss,  his  psoriasis  and  arthritis  failed 
to  improve. 
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During  recent  decades  it  has  become 
increasingly  apparent  that  pulmonary  me- 
tastases  from  extrathoracic  carcinomas 
may  present  clinical,  roentgenologic,  and 
histologic  features  indistinguishable  from 
bronchogenic  carcinoma.  The  reported  er- 
rors in  diagnosis  have  involved  metastases 
from  a variety  of  malignant  conditions 
including  carcinomas  of  the  pancreas, 
kidney,  stomach,  colon,  rectum,  adrenal 
gland,  thyroid,  ovary,  prostate,  gallbladder, 
and  uterus. 1-16  The  factors  found  chiefly 
responsible  for  the  mimicry  were  (1)  meta- 
static involvement  of  the  bronchi,  (2)  soli- 
tary densities  on  the  x-ray  film,  and  (3) 
pleomorphism  of  the  secondary  growths 
producing  squamous  features  in  biopsied 
tissue. 

The  affinity  of  the  lung  for  metastases 
from  carcinoma  of  the  breast  has  been  well 


established,  but  there  is  little  awareness 
that  the  secondary  growths  may  simulate 
the  typical  features  of  primary  lung 
cancer.1617  The  following  case  of  breast 
cancer  is  of  diagnostic  interest  because  (1) 
the  pulmonary  metastasis  presented  clini- 
cal, radiologic,  and  histologic  features  com- 
patible with  the  diagnosis  of  bronchogenic 
carcinoma;  and  (2)  the  primary  tumor  in 
the  breast  did  not  become  diagnostically 
accessible  until  four  months  after  the  ap- 
pearance of  the  secondary  growth. 

Case  report 

The  patient  was  a sixty-two-year-old 
housewife  admitted  to  the  Doctors  Hospital 
on  June  30,  1965,  complaining  of  blood- 
streaked  expectorations  of  one  month’s 
duration.  There  was  no  previous  history 
of  pulmonary  disease.  She  had  been  a 
heavy  cigaret  smoker  for  three  decades. 
Physical  examination  revealed  no  cervical 
or  axillary  adenopathy,  the  respiratory 
movements  were  equal  bilaterally,  the 
breath  sounds  were  vesicular,  percussion  was 
resonant,  and  there  were  no  rales.  The 
heart  was  not  enlarged,  the  sounds  were  of 
good  quality,  the  ventricular  rate  was  76  per 
minute,  there  was  regular  sinus  rhythm,  the 
aortic  second  sound  was  accentuated,  and  the 
blood  pressure  was  126/78.  There  were  no 
masses  palpable  in  the  breasts.  The  liver 
and  spleen  were  not  enlarged.  Rectal  and 
pelvic  examinations  revealed  no  abnormal 
findings.  There  was  no  clubbing  or  edema 
of  the  extremities. 

X-ray  examination  of  the  chest  showed  a 
large  circumscribed  density  in  the  right 
upper  lobe  (Fig.  1).  The  hematologic, 
blood  chemistry,  and  urinary  findings  were 
within  normal  limits.  The  electrocardio- 
gram showed  normal  sinus  rhythm  and  no 
evidence  of  myocardial  disease.  Cytologic 
examination  of  the  sputum  was  negative  for 
cancer  cells.  Bronchoscopic  examination 
showed  no  evidence  of  tumor,  and  cytologic- 
examination  of  the  bronchial  aspirate  re- 
vealed negative  findings.  A diagnosis  of 
bronchogenic  carcinoma  was  established  on 
the  basis  of  the  hemoptysis  and  the  x-ray 
findings  of  a solitary  mass.  Resection  of 
the  right  upper  and  middle  lobes  was  per- 
formed on  July  7,  1965. 

Gross  pathologic  findings.  Examina- 
tion of  the  right  upper  lobe  revealed  a firm 
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FIGURE  1.  X-rays  showing  large  solitary  oval  homogenous  density  located  in  posterior  portion  of  right 
upper  lobe.  (A)  Posteroanterior  view.  (B)  Right  lateral  view. 


FIGURE  2.  Section  of  pulmonary  tumor  showing 
solid  masses  of  malignant  epithelial  cells  filling 
alveolar  spaces  and  simulating  squamous  appear- 
ance. 


grayish- white  tumor  mass,  6 by  5 by  3 cm., 
with  central  necrosis.  The  tumor  was 
located  between  the  distal  portion  of  the 
right  upper  lobe  bronchus  and  the  proximal 
portion  of  the  apical  segmental  bronchus. 
The  mass  extended  beneath  the  anterior 
and  posterior  segmental  bronchi,  and  part 
of  it  invaded  the  right  middle  lobe.  On 


sectioning  the  specimen,  the  tumor  ap- 
peared to  be  continuous  with  the  walls  of 
the  posterior  and  anterior  segmental  bron- 
chi. The  right  middle  lobe  bronchus 
showed  no  evidence  of  tumor.  The  hilar 
and  mediastinal  nodes  submitted  separately 
were  anthracotic  and  appeared  free  of 
tumor. 

Microscopic  findings.  The  tumor  con- 
sisted of  solid  masses  of  anaplastic  epithelial 
cells  varying  in  size  and  shape,  showing 
nuclear  hyperchromatism  and  abundant 
acidophilic  cytoplasm.  The  tumor  masses 
filled  the  alveolar  spaces  separated  by  thin 
stromal  septa  (Fig.  2).  The  peribronchial 
lymphatic  vessels  were  invaded. 

The  tumor  involved  all  segments  of  the 
right  upper  lobe,  but  it  was  noted  that  the 
involvement  was  distinctly  peribronchial. 
In  only  a few  areas  had  the  tumor  ulcerated 
through  the  bronchial  mucosa.  Most  of 
the  epithelium  of  the  anterior,  apical,  and 
posterior  segmental  bronchi  had  been  pre- 
served. The  other  interesting  features  of 
the  tumor  were  the  presence  of  tumor  nests 
with  small  areas  of  central  necrosis  (Fig.  3) 
and  the  occasional  presence  of  ductal  pat- 
terns with  cribiform  effect.  Examination 
of  the  right  middle  lobe  showed  a tumor 
with  similar  features  involving  the  alveolar 
spaces  in  the  vicinity  of  the  orifice  of  the 
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FIGURE  3.  Section  of  pulmonary  tumor  showing 
alveolar  spaces  lined  by  tall  columnar  malignant 
cells  and  filled  with  tumor  cells  in  varying  degrees 
of  differentiation.  Several  areas  have  appearance 
of  nests  with  central  necrosis. 


middle  lobe  bronchus.  The  epithelium  of 
the  bronchus  was  preserved.  The  hilar  and 
mediastinal  lymph  nodes  submitted  showed 
follicular  hyperplasia;  no  tumor  tissue  was 
found. 

Histologic  diagnosis.  The  slides  were 
reviewed  by  several  pathologists,  and  the 
final  interpretation  was  primary  undifferen- 
tiated carcinoma  of  the  right  upper  lobe. 
It  was  noted,  however,  that  in  none  of  the 
sections  had  there  been  demonstrated  a 
bronchus  of  origin,  that  there  were  areas 
suggestive  of  duct  formation,  and  that 
there  were  multiple  foci  of  tumor  nests  with 
central  necrosis. 

Subsequent  course.  Convalescence 
was  uneventful,  and  the  patient  was  dis- 
charged on  July  17,  1965.  During  the 
course  of  a routine  follow-up  examination 
on  October  20,  1965,  the  patient  stated  that 
she  had  recently  become  aware  of  a small 
lump  in  the  right  breast.  Palpation  of  the 
breast  revealed  a nodule,  approximately  1 
cm.  in  its  greatest  diameter,  at  the  pe- 
ripheral junction  between  the  upper  and 
lower  outer  quadrants.  The  mass  was  re- 
moved on  October  25,  1965. 

Histologic  examination  of  the  breast  tis- 
sue revealed  a well-demarcated  tumor  com- 
posed of  solid  bands  of  malignant  epithelial 
cells  showing  nuclear  anisocytosis  (Fig.  4). 
In  many  areas  the  cells  were  crowded  to- 


FIGURE 4.  Section  of  breast  tumor  showing  de- 
marcated solid  bands  of  malignant  epithelial  cells 
and  large  tumor  nests  with  central  necrosis. 


gether  to  give  a spindling  effect.  There 
were  many  large  tumor  nests  with  central 
necrosis  and  occasional  areas  showing  a 
cribiform  pattern. 

There  was  a striking  histologic  resem- 
blance between  the  tumor  in  the  breast  and 
the  areas  of  the  tumor  in  the  right  upper 
lobe  similarly  described. 

Comment 

The  simulation  of  bronchogenic  carci- 
noma by  pulmonary  metastases  from  occult 
carcinoma  presents  a complex  problem  in 
differential  diagnosis.  In  this  case  the 
roentgen  and  histologic  findings  of  the 
secondary  growth  were  entirely  compatible 
with  features  characteristic  of  primary  lung 
cancer.  The  primary  tumor  in  the  breast 
did  not  become  diagnostically  accessible 
until  four  months  after  the  appearance  of 
the  pulmonary  metastasis. 

Review  of  the  slides  from  the  lobectomy 
specimen  revealed  many  areas  with  features 
suggestive  of  the  comedo  type  of  carcinoma 
of  the  breast  which  was  subsequently  found 
in  the  tumor  in  the  right  breast.  The  pos- 
sibility of  multiple  primary  carcinomas  was 
considered  but  was  excluded  because  of  the 
striking  similarity  in  the  histologic  findings 
of  the  pulmonary  and  breast  carcinomas. 
Multiple  primary  tumors  are  not  infre- 
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quent,  but  each  malignant  growth  retains 
its  own  distinctive  features. 

It  is  apparent  from  this  report  that  re- 
sected surgical  material  from  presumed 
cases  of  bronchogenic  carcinoma  should  be 
subjected  to  meticulous  study  for  the  possi- 
bility of  pulmonary  metastases  even  when 
there  is  no  clinical  suspicion  of  extrapulmo- 
nary  malignant  conditions.  Solitary  pul- 
monary tumors  should  be  suspected  of 
metastatic  origin  if  (1)  bronchial  or  bronchi- 
olar  origin  cannot  be  demonstrated,  (2)  the 
tumor  is  chiefly  confined  to  the  peribronchial 
lymphatic  vessels,  (3)  there  is  evidence  of 
duct  or  gland  formation,  and  (4)  malignant 
arterial  emboli  are  a conspicuous  feature. 

Solitary  pulmonary  metastases  constitute 
a potential  source  of  error  in  cases  of  occult 
carcinoma  of  the  breast.  In  an  autopsy 
series  of  56  carcinomas  of  the  breast  at  the 
Doctors  Hospital,  there  were  4 cases  (7  per 
cent)  erroneously  diagnosed  clinically,  as 
bronchogenic  carcinoma.18  Abbott,19  in  a 
series  of  13  cases  of  endobronchial  metas- 
tases simulating  bronchogenic  carcinoma, 
found  2 cases  secondary  to  carcinoma  of  the 
breast. 

Pulmonary  metastases  from  carcinoma 
of  the  breast  may  also  exhibit  pleo- 
morphic features  mimicking  the  histologic 
appearance  of  squamous  cell  carcinoma.20 
The  increasing  utilization  of  bronchial, 
lymph  node,  and  pulmonary  tissue  biopsy 
necessitates  the  application  of  exacting 
histologic  criteria  in  the  diagnosis  of  bron- 
chogenic carcinoma. 


New  snakebite  treatment 

A new  and  revolutionary  treatment  for  snake- 
bite has  been  discovered  by  Clifford  C.  Snyder, 
M.D.,  who  reported  his  technic  in  a recent  issue 
of  J.A.M.A.  This  method,  briefly,  is  cutting 
away  a half-dollar  layer  of  tissue  around  the 
bite.  This  has  been  found  to  be  the  most  ef- 
fective treatment  since  it  removes  all  or  most  of 
the  venom-filled  tissue. 

Unless  the  victim  himself  is  in  a state  of 
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shock,  this  procedure  could  even  be  done  by 
himself.  In  a weakened  condition,  however, 
even  a direct  slash  across  the  site  of  the  bite 
would  be  helpful.  A tourniquet  then  should  be 
applied,  conforming  to  the  older  traditional 
method.  The  tourniquet  should  be  loose 
enough  to  permit  one  finger  between  the  flesh 
and  the  rope  or  kerchief  used. 

Dr.  Snyder’s  technic  is  being  experimented  on 
further.  At  the  time  of  this  writing,  no  ampu- 
tations have  been  necessary  for  the  patients 
used  in  this  study. 
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T uberous  sclerosis  complex  (Bourne- 
ville’s  disease)  is  a heredofamilial  disease 
which  is  clinically  characterized  by  the 
triad  of  mental  deficiency,  epilepsy,  and 
adenoma  sebaceum.  Pathologically,  in  its 
fully  developed  form,  one  finds  tubers  in 
the  gyri  and  multiple  small  tumor-like 
nodules  in  the  subependymal  areas  and/or 
subcortical  white  matter  of  the  brain.1 
This  brain  abnormality  is  frequently  ac- 
companied by  hamartomas  of  other  organs. 

While  there  is  no  diagnostic  difficulty  in 
the  presence  of  the  clinical  triad,  there  have 
been  severed  reports  where  the  disease 
existed  with  normal  intelligence.1-5  Re- 
cently, in  our  laboratory,  we  observed  a 
case  of  tuberous  sclerosis  as  an  incidental 
autopsy  finding  in  a patient  who  died  from 
carcinoma  of  the  breast.  There  was  com- 
plete absence  of  the  clinical  triad,  and  the 
lesion  in  the  brain  was  considered,  clini- 
cally, as  metastasis.  Recognition  of  these 
abortive  cases,  both  clinically  and  at 
autopsy,  is  important,  because  of  the 
hereditary  nature  of  the  disease. 

Case  report 

History.  A fifty-three-year-old  white 
woman  was  admitted  to  this  Institute  one 


FIGURE  1.  X-ray  film  of  skull  showing  intracranial 
calcification  (arrow). 


year  before  death  because  of  a mass  in  her 
left  breast.  Physical  examination  showed 
a middle-aged  woman  of  normal  intel- 
ligence in  no  distress.  A 7-cm.  hard  mass 
was  found  in  the  left  breast  and  a 3-cm. 
mass  in  the  left  axilla.  Two  smaller  nodules 
were  felt  in  the  opposite  breast.  The  past 
and  family  histories  were  not  remarkable. 
Specifically,  there  was  no  history  of  sei- 
zures. She  had  two  normal  children. 

A roentgenogram  of  the  lumbar  spine 
showed  areas  of  radiolucency,  as  well  as 
sclerotic  changes,  which  were  interpreted  as 
metastatic  lesions.  A lateral  film  of  the 
skull  showed  the  presence  of  calcification 
about  2 cm.  above  the  clinoid  process  of  the 
sella  turcica.  This  change  was  thought  to 
represent  a possible  metastasis  (Fig.  1). 

Following  biopsy  of  the  mass  in  the  left 
breast  which  was  diagnosed  as  adeno- 
carcinoma, she  underwent  left  simple 
mastectomy  and  partial  axillary  node  dis- 
section. One  week  after  the  operation,  the 
ovaries  were  removed.  There  was 
temporary  improvement  in  the  osseous 
metastasis,  but  three  months  later  the 
carcinoma  recurred  in  the  operative  site. 
She  became  jaundiced  and  was  placed  on 
fluorinated  pyrimidine  (5-fluorouracil) 
treatment.  Her  condition,  however,  pro- 
gressively deteriorated,  and  the  patient 
died  one  year  after  the  first  operation. 

Autopsy  finding.  Complete  autopsy 
was  performed.  The  body  was  emaciated, 
and  the  skin  and  sclerae  showed  moderate 
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FIGURE  2.  Gross  photograph  of  subependymal 
nodule.  Symmetric  nodule  was  present  on  oppo- 
site side. 
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FIGURE  3.  (A)  Photomicrograph  of  subependymal 
nodule.  Most  cells  resemble  astrocytes  (hema- 
toxylin and  eosin  stain).  (B)  High-power  view 
(hematoxylin  and  eosin  stain  X 400). 


jaundice.  Adenoma  sebaceum  on  the  face 
was  not  observed.  Recurrent  carcinoma 
involved  the  left  chest  wall,  and  metastases 
were  found  in  the  right  breast,  pericardium, 
lungs,  pleurae,  liver,  pituitary  gland,  thy- 
roid, adrenals,  uterus,  dorsal  and  lumbar 
vertebrae,  and  brain. 

In  the  brain,  besides  scattered  small 
metastatic  nodules  in  the  cerebrum  and 
cerebellum,  two  symmetric  nodules  were 
found  in  the  angle  formed  by  the  septum 
pellucidum  and  the  caudate  nucleus,  pro- 
truding into  the  lateral  ventricle  (Fig.  2). 
Each  measured  1 by  0.7  by  0.6  cm.  and  was 
pale  yellow,  showing  partial  calcification. 
Gross  examination  did  not  show  any 
cortical  tubers. 

Microscopic  examination  of  the  nodules 
disclosed  subependymal  cells  of  various 
size  and  shape,  irregularly  arranged  in 
bundles.  They  were  predominantly  fusi- 
form or  pyramidal,  having  a variable 
amount  of  eosinophilic,  homogeneous  cyto- 
plasm, prolonged  into  fibrillar  processes. 
The  nuclei  were  moderately  pleomorphic, 


and  the  chromatin  pattern  in  most  cells 
resembled  that  of  astrocytes  (Fig.  3). 
Occasionally,  large  cells  with  large  nuclei 
and  prominent  nucleoli  suggesting  a gan- 
glionic nature  were  observed  (Fig.  4A).  In 
the  periphery  of  the  tumor  and  in  the 
nervous  tissue  surrounding  the  nodule, 
there  were  numerous  calcospherites  (Fig. 
4B). 

Random  sections  from  the  cerebrum 
showed  slight  increase  of  astrocytes  in  the 
white  matter  with  some  disarrangement  of 
the  neurons.  Occasional  groups  of  large 
neurons  and  astrocytes,  especially  in  the 
deepest  layers  of  the  gray  matter,  were 
seen. 

The  entire  surface  of  both  kidneys  was 
studded  with  small  subcapsular  nodules, 
most  of  them  measuring  from  1 to  2 cm. 
Microscopic  examination  disclosed  that 
these  nodules  were  composed  of  spindle- 
shaped  cells  arranged  in  interlacing  bundles 
(Fig.  5).  A trichrome  stain  revealed  a 
fairly  large  amount  of  cytoplasm,  suggest- 
ing a smooth-muscle  origin  of  these  cells. 
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FIGURE  4.  (A)  Photomicrograph  showing  cells 
resembling  neurons  (hematoxylin  and  eosin  stain 
X 400).  (B)  Photomicrograph  showing  calco- 
spherites  in  nervous  tissue  surrounding  nodule 
(hematoxylin  and  eosin  stain). 


The  lungs  exhibited  metastasis  and  focal 
apical  emphysema,  but  there  were  no 
“cysts,”  as  described  in  pulmonary 
tuberous  sclerosis.3  The  heart  did  not 
contain  rhabdomyomas. 

Although  the  changes  in  the  cerebral 
cortex  are  not  diagnostic,  it  is  clear  that  this 
patient  had  a forme  fruste  of  tuberous 
sclerosis  because  of  the  presence  of  the 
typical  subependymal  nodules  and  the 
multiple  renal  leiomyomas. 

Comment 

Tuberous  sclerosis,  recognized  as  a 
distinct  pathologic  entity  by  Bourneville  in 
1880,  is  a hereditary  disease  probably  because 
of  the  presence  of  an  autosomal  dominant 
gene  that  can  be  affected  by  an  independent 
pair  of  modifying  genes.6  Since  it  involves 
multiple  organs,  the  term  “tuberous 
sclerosis  complex”  has  been  used.7  With 
epilepsy  and  adenoma  sebaceum,  mental 
retardation  forms  a clinical  triad,  and  it  is 


FIGURE  5.  Photomicrograph  of  subcapsular  nod- 
ules of  kidney.  Note  resemblance  of  cells  to  ma- 
ture smooth-muscle  cells  (hematoxylin  and  eosin 
stain). 


so  constant  a feature  that  many  of  the 
studies  have  been  limited  to  mentally 
retarded  patients.  However,  increasing 
evidence  is  being  accumulated  that  the 
disease  can  exist  without  mental  deficiency 
or  without  other  components  of  the  triad. 
Critchley  and  Earl  in  19322  described  a 
twenty-nine-year-old  female  who  had 
adenoma  sebaceum  and  epilepsy  but  no 
mental  deficiency.  Dawson  in  19543  de- 
scribed, in  a study  of  4 cases  of  pulmonary 
tuberous  sclerosis,  2 cases  with  normal 
intelligence.  Both  had  epilepsy  and 
adenoma  sebaceum.  Kofman  and  Hyland 
in  19595  reported  the  case  of  a sixty-two- 
year-old  male  with  epilepsy  and  adenoma 
sebaceum  but  without  mental  retardation. 
Duvoisin  and  Vinson  in  1961 4 reported  3 
cases  with  normal  intelligence  found  in  a 
general  military  hospital.  In  all  these  3 
cases,  the  presence  of  intracranial  calcifica- 
tions and/or  characteristic  pneumoenceph- 
alographic  finding  (“candle  guttering”) 
were  noted,  and  the  authors  emphasized 
the  diagnostic  importance  of  these  findings 
in  oligosymptomatic  cases.  Scheig  and 
Bornstein  in  1961 1 reported  the  case  of  a 
sixty-one-year-old  male  with  normal 
intelligence  and  without  a history  of  con- 
vulsion despite  intracranial  calcification. 
This  patient  otherwise  showed  many  of 
the  signs  of  tuberous  sclerosis,  including 
adenoma  sebaceum.  The  patient’s  two 
children  had  typical  tuberous  sclerosis. 
In  none  of  these  cases  were  findings  at 
autopsy  or  biopsy  described. 

The  present  case,  a fifty-three-year-old 
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female,  was  hospitalized  because  of  car- 
cinoma of  the  breast.  Neither  the  family 
nor  clinical  histories  were  suggestive  of 
tuberous  sclerosis.  The  only  clinical  find- 
ing which  might  have  led  to  the  diagnosis 
was  intracranial  calcification.  However, 
because  of  normal  intelligence  and  absence 
of  other  signs,  further  investigation  was  not 
carried  out.  The  calcification  was  inter- 
preted as  possible  metastasis.  Although 
rare,  calcification  can  be  seen  occasionally 
in  metastatic  brain  tumor.8  The  age  of  this 
patient,  as  well  as  that  of  other  reported 
cases,1' 36  supports  Wilson’s9  conclusion 
that  when  mental  symptoms  are  slight  or 
slow  in  appearance,  the  life  expectancy  is 
greater  than  in  those  cases  where  symptoms 
come  on  early  or  are  severe.  Nearly  75  per 
cent  of  patients  with  tuberous  sclerosis  die 
before  the  twentieth  year  of  life. 10  There 
was  absence  of  a family  history  in  this  case. 
Marshall,  Saul,  and  Sachs0  emphasized, 
however,  that  there  is  often  difficulty  in 
eliciting  family  histories  in  mentally  de- 
ficient families  and  emphasized  the  ease  in 
overlooking  the  forme  fruste  cases  of  this 
disease. 

The  brain  findings  are  interesting  in  that 
while  the  changes  in  the  cortex  were  mild, 
the  prominent  finding  was  subependymal 
nodules.  The  absence  of  the  pathogno- 
monic sclerotic  nodules  in  the  cortex  may 
account  for  the  absence  of  mental  deficiency 
and  epilepsy.  It  is  known  that  the  severity 
of  brain  involvement  can  be  varied  and,  in 
fact,  a baby,  born  to  a mother  with 
tuberous  sclerosis,  had  only  a rhab- 
domyoma of  the  heart  but  no  brain  lesions. 11 
The  authors  considered  that  this  heart 
lesion  may  represent  a forme  fruste  case 
of  tuberous  sclerosis.  Some  of  Batchelor 
and  Maun’s12  collected  cases  of  patients 
with  cardiac  rhabdomyoma,  but  without 
tuberous  sclerosis,  might  be  forme  fruste 
cases  of  tuberous  sclerosis.  Kofman  and 
Hyland5  mentioned  the  possibility  that 
patients  with  adenoma  sebaceum  without 
central  nervous  symptoms  are  forme  fruste 
cases  of  tuberous  sclerosis.  Duvoisin  and 
Vinson4  suggested  that  a small  but  possibly 
significant  proportion  of  cases  of  idio- 
pathic epilepsy  may  represent  unrecognized, 
incomplete  forms  of  tuberous  sclerosis. 

Thus,  it  is  possible  that  if  more  attention 
is  paid  to  mentally  normal  patients  with 
adenoma  sebaceum  and/or  epilepsy,  more 


forme  fruste  cases  of  tuberous  sclerosis 
may  be  found.  Presence  of  intracranial 
calcification  or  characteristic  pneumo- 
encephalographic  findings  is  important  in 
the  diagnosis  of  these  cases.  Presence  of 
hamartomas,  such  as  rhabdomyoma  of  the 
heart,  multiple  mesenchymal  tumors  of  the 
kidney,  and  so  on,  should  lead  a pathologist 
to  a careful  examination  of  the  brain.  As 
suggested  by  Nickel  and  Reed,13  it  is 
important  to  recognize  these  abortive  cases, 
especially  in  connection  with  marriage  and 
reproduction,  since  the  disease  is  heredi- 
tary. 

Merritt10  suggested  that  the  incidence 
of  the  abortive  form  of  this  disease  may  be 
greater  than  is  generally  considered.  Al- 
though autopsy  experience  generally  does 
not  agree  with  this  assumption,  more  cases 
may  be  found  if  a careful  brain  examination 
is  done  routinely  at  autopsy. 

The  presence  of  multiple  renal  leio- 
myomas in  this  case  accords  with  the  well- 
known  fact  that  the  brain  lesions  of 
tuberous  sclerosis  are  often  associated  with 
hamartomatous  tumors  in  other  organs. 14 
Among  these,  rhabdomyoma  of  the  heart, 
angiomyolipomas  of  the  kidney,  and 
phakoma  of  the  retina  are  most  common. 14  15 
While  these  tumors  are  hamartomatous 
in  nature,  this  patient  had,  in  addition,  a 
true  neoplasm,  a carcinoma  of  the  breast. 
Giant-cell  astrocytomas  of  the  brain  are 
associated  occasionally  with  tuberous 
sclerosis,  and  it  is  believed  to  arise  from 
subependymal  foci  of  giant  astrocytes. 16 
They  may  represent  an  intermediate  stage 
between  a true  neoplasm  and  smaller 
heterotropia  of  tuberous  sclerosis.  The 
association  of  tuberous  sclerosis  with  car- 
cinoma is  rather  rare.  Van  Bogaert’s17 
case  of  hypernephroma  and  Dawson’s3  2 
cases  of  carcinoma  of  the  uterus  and  ovary 
are  among  the  rare  ones  found  in  the  litera- 
ture. 

Regelson  et  al. 18  proposed  a theory  that 
tuberous  sclerosis  may  be  similar  to 
multiple  tumors  produced  in  animals  by 
polyoma  virus.  If  this  theory  and  the 
viral  etiology  of  neoplasms  were  acceptable, 
this  case  might  be  of  considerable  interest. 
But,  until  more  evidence  is  available, 
the  association  of  tuberous  sclerosis  and 
carcinoma  in  this  case  is  best  considered  as 
coincidental.  Rarity  in  the  reported  cases 
of  this  association  is  probably  explained  by 
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the  short  life  of  patients  with  tuberous 
sclerosis. 

Summary 

A case  of  tuberous  sclerosis  where  there 
was  complete  absence  of  the  clinical  triad, 
mental  deficiency,  epilepsy,  and  adenoma 
sebaceum,  is  reported.  This  condition 
was  found,  incidentally,  at  autopsy  in  a 
fifty-three-y ear-old  white  woman  who  died 
of  recurrent  breast  carcinoma  with  metas- 
tases.  The  only  clinical  clue  suggestive  of 
the  diagnosis  was  intracranial  calcification. 
The  autopsy  findings  include  subependymal 
nodules  and  multiple  renal  leiomyomas. 
Although  there  were  slight  changes  in  the 
cerebral  cortex  and  white  matter,  no 
cortical  tubers  were  noted,  which  might 
account  for  the  absence  of  mental  deficiency 
and  epilepsy.  Although  only  a few  cases  of 
tuberous  sclerosis  with  normal  intelligence 
have  been  reported,  the  incidence  of  the 
abortive  form  may  be  greater  than  is 
generally  considered.  It  is  important  to 
recognize  these  cases,  since  the  disease  is 
hereditary. 

The  association  of  tuberous  sclerosis  and 
carcinoma  in  this  case  is  considered  as 
coincidental. 
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Medical  careers 
offer  opportunity 

In  a recent  issue,  MD’s  Wife  stated  that  there 
is  a bright  future  for  young  people  interested 
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For  men,  new  specialties  such  as  inhalation 
therapy  and  nuclear  medical  technology  offer 
challenging  careers.  A man  going  into  the 
latter  field  works  with  the  radioisotopes  used 
by  physicians  in  diagnosis  and  treatment  of 
several  diseases.  Training  courses  for  these 
and  other  specialties  are  being  established  at 
medical  schools  and  hospitals  throughout  the 
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several  years  of  intensive  education  and  train- 
ing, there  is  a need  for  practical  nurses  who  also 
serve  as  part  of  the  medical  care  team.  These 
train  and  study  for  approximately  one  year  and 
then  take  state  board  examinations  for  a cer- 
tificate to  practice. 

Helping  patients  regain  lost  abilities  offers 
work  to  physical  therapists,  occupational 
therapists,  speech  pathologists,  audiologists, 
and  technicians  trained  to  handle  special  elec- 
tric equipment 

The  home  health  aide  can  perform  important 
service  in  homes  where  simple  nursing  care  is 
needed.  This  worker  is  usually  a mature 
woman  who  has  raised  her  family  and  under- 
stands how  to  keep  a home  running  smoothly. 
She  also  has  special  training  and  works  under 
professional  supervision. 

In  addition,  there  will  be  a need  in  medical 
research  and  education  for  university-trained 
specialists  such  as  chemists,  biologists,  pharma- 
cists, and  mathematicians.  A sound  high 
school  background  in  science  is  an  important 
first  step  toward  such  a career. 
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P revious  studies  have  shown  elevated 
activity  of  SGOT  (serum  glutamic  oxalo- 
acetic transaminase),  SLDH  (serum  lactic 
dehydrogenase),  SGPT  (serum  glutamic 
pyruvic  transaminase),  aldolase,  and  CPK 
(creatine  phosphokinase)  in  patients  with 
PMD  (progressive  muscular  dystrophy).1-7 
In  a sporadic  case  with  limb-girdle  type  of 
PMD,8  the  activities  of  SGOT,  SLDH, 
SBDH  (alpha  hydroxybutyric  dehydro- 
genase), and  CPK  were  measured  before 
and  after  treatment  with  steroids. 

Case  report 

A fifty-six-year-old  white  male  developed 
gradually  progressive  weakness  and  numb- 
ness in  his  legs  and  arms  over  a period  of 
about  ten  years.  These  symptoms  were 
associated  with  increasing  pain  in  both 
thighs  and  calves  on  walking  and  stair 

* This  study  was  supported  by  Public  Health  Service  Re- 
search Grant  HE-01978-11  from  the  National  Heart  Insti- 
tute. 


climbing,  so  that  he  was  unable  to  go  up 
any  stairs  during  the  time  prior  to  admis- 
sion or  walk  more  than  100  feet. 

The  physical  examination  was  unre- 
markable except  for  a marked  atrophy  of 
the  quadriceps,  biceps,  and  triceps  muscles. 
Severe  weakness  was  noted  in  both  thighs, 
the  hip  flexors,  both  quadriceps,  and  both 
arms.  The  knee  jerk  reflexes  were  absent; 
the  other  reflexes  were  unremarkable.  The 
patient  was  never  febrile. 

The  hemogram  showed  a hemoglobin  of 
17.9  Gm.  per  100  ml.  with  a hematocrit  of 
53.5  and  a 7 per  cent  eosinophilia  with  a 
white  blood  count  of  11,000.  Urinalysis; 
serum  levels  of  potassium,  sodium,  calcium, 
phosphorus,  acid,  and  alkaline  phosphotase; 
blood  urea  nitrogen;  blood  sugar;  uric 
acid;  liver  function  tests;  and  cerebral 
spinal  fluid  were  all  within  normal  limits. 
The  enzyme  activities  are  presented  in 
Figure  1.  X-rays  of  the  lumbar  spine, 
intravenous  pyelogram,  and  electrocardio- 
grams showed  no  abnormalities;  the  Schill- 
ing test  result  was  normal.  The  electro- 
myogram was  compatible  with  a primary 
myopathic  condition  in  the  gluteus  medius 
and  the  quadriceps  femoris  bilaterally  with 
reduced  amplitude  on  maximal  contrac- 
tion, f The  muscle  biopsy  showed  an  in- 
crease of  interstitial  connective  tissue  with 
multiple  areas  of  mononuclear  inflam- 
matory cell  infiltrations.  The  muscle  fibers 
varied  markedly  in  diameter;  some  were 
shrunken,  others  were  enlarged,  but  the 
striation  remained  preserved  in  most 
areas.** 


Comment 

The  activity  of  CPK  has  been  considered 
to  be  the  most  reliable  test  for  evaluation 
of  PMD  and  permits  an  early  diagnosis  of 
the  disease.6  In  patients  with  motor 
neuron  disease,  no  significant  increase  of 
enzyme  activity  has  been  found.6  Dreyfus 
and  Schapira1  found  CPK,  aldolase,  SGPT, 
SLDH,  and  SGOT  to  be  elevated  in  de- 
creasing order  in  patients  with  PMD  be- 
cause of  abnormal  leakage  of  muscular 
enzymes  into  the  extracellular  space.9 

t The  electromyogram  was  performed  and  interpreted  by 
W.  Nagler,  M.D.,  from  the  New  York  Hospital. 

**  Report  from  Laboratory  of  Surgical  Pathology,  W.  D. 
Johnson,  M.D.,  from  The  New  York  Hospital. 
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FIGURE  1.  Elevated  serum  enzyme  activity  of 
CPK,  SGOT,  and  SBDH  reverts  to  normal  after 
steroid  administration. 


Elevated  CPK  activity  remains  remarkably 
constant  in  patients  with  this  disease,7 
but  is  less  impressive  in  elderly  people  than 
in  the  younger  group.10-11  The  highest 
enzyme  activities  have  been  found  in  cases 
of  the  Duchenne  type,  but  also  in  the  limb- 
girdle  type  the  enzyme  levels  have  been 
reported  to  be  elevated.  Therefore,  the 
course  of  the  limb-girdle  type  seems  to  be 
milder  than  that  of  the  Duchenne  type,  and 
pseudohypertrophy  and  contracture  are 
rarely  seen.12  In  certain  cases  of  PMD, 
treatment  with  steroids13  or  anabolic  ster- 
oids has  been  associated  with  some  im- 
provement.14 This  effect  has  not  been 
observed  in  the  juvenile  types.1  Vignos 
and  Warner16  suggest  a biochemical  dif- 
ference between  the  juvenile  and  the  adult 
form  of  PMD  because  the  adenosine 
triphosphate  and  high-energy  creatine- 
phosphate  levels  were  reduced  only  in  the 
juvenile  group.  Elevated  aldolase  activity 
in  dermatomyositis  becomes  normal  under 
adequate  steroid  therapy. 10 

Our  case  of  PMD,  limb-girdle  type, 
showed  increased  serum  activity  of  CPK 
and  moderate  elevation  of  SBDH  and 
SGOT.  The  activities  of  these  enzymes 
fell  to  within  normal  limits  after  twelve 
days  of  treatment  with  10  mg.  of  prednisone 
four  times  a day.  Steroids  may  influence 
the  inflammatory  component  of  the  dis- 
ease, which  accounts  in  part  for  the  ab- 
normal enzyme  leakage  from  the  muscle 
and  for  the  muscle  pain.  Subsidence  of 
the  inflammatory  process  could  explain 
the  decrease  of  enzyme  activity  and  pain. 
Our  patient  was  given  anabolic  steroids 
after  the  fourteenth  day  to  antagonize  the 
catabolic  activity  of  steroids.  On  the 
twelfth  day,  the  patient’s  muscular  weak- 


ness improved  to  such  a degree  that  he  was 
able  to  climb  3 steps  and  walk  1,000  feet. 
The  secondary  slight  rise  in  enzyme  ac- 
tivity after  twenty  days  of  therapy  could 
possibly  have  been  caused  by  relapse  or  it 
could  have  been  due  to  the  release  of 
enzymes  from  previously  damaged  and 
unused  muscles. 


Summary 

In  a sporadic  case  of  progressive  muscular 
dystrophy,  Leyden-Moebius  type,  the 
elevated  enzyme  activity  of  creatine  phos- 
phokinase,  alpha  hydroxybutyric  dehy- 
drogenase, and  serum  glutamic  oxaloacetic 
transaminase  returned  to  normal  after 
administration  of  prednisone  and  was  ac- 
companied with  considerable  increase  in 
muscle  strength. 

Acknowledgement.  We  are  indebted  to  Miss  Astra 
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Rectal  strictures  following  a Swenson 
pull-through  procedure  are  known  to  occur. 
According  to  Lee1  and  Pilling  and  Cresson,2 
a stricture  at  the  level  of  the  low  suture  line 
will  usually  follow  the  formation  of  an 
abscess  because  of  leakage  or  may  even 
occur  spontaneously.  Strictures  of  the 
anus  at  the  mucocutaneous  junction  are 
rare  and  have,  so  far,  not  been  described  in 
standard  texts.1-3  In  the  report  to  follow 
we  will  describe  the  rather  complicated  case 
of  a young  patient  who  had  two  pull- 
through  procedures  followed  by  a stricture 
both  at  the  level  of  the  mucocutaneous 
junction  and  the  site  of  the  suture  line. 

Case  report 

This  patient  was  born  on  September  20, 
1960.  Persistent  constipation  and  ab- 
dominal distention  led  to  the  clinical  and 
histologic  diagnosis  of  megacolon  secondary 
to  aganglionosis  one  week  after  birth. 
After  discharge  from  the  hospital  he  was 
treated  with  enemas  at  home  but  had  to  be 
admitted  on  February  14,  1961,  with  signs 
of  advanced  enterocolitis.  Improvement 


FIGURE  1.  Preoperative  barium  enema  evacua- 
tion film  shows  distention  of  colon  remnant,  re- 
tention of  barium  with  overflow  into  small  bowel, 
and  anorectal  stricture. 


in  the  patient’s  general  condition  resulted 
from  the  establishment  of  a transverse 
colostomy  and  adequate  supportive  ther- 
apy. The  postoperative  course  was 
marked  by  evisceration  on  the  second  post- 
operative day  and  by  the  need  for  lysis  of 
adhesions  on  March  16,  1961.  A revision 
of  the  colostomy  had  to  be  done  on  March 
24,  1961.  Signs  and  symptoms  of  severe 
enterocolitis  with  temperatures  to  102  F. 
and  103  F.  continued  and  were  treated  with 
antibiotics  and  rehydration.  The  patient 
was  finally  discharged  afebrile  on  April  29, 
1961. 

On  October  30,  1962,  the  patient  had  an 
abdominoperineal  pull-through  procedure 
(Swenson)  after  having  been  admitted  on 
three  different  occasions  for  stricture  and 
prolapse  of  his  colostomy.  At  the  time  of 
this  first  pull-through  procedure,  the  colon 
was  resected  from  the  junction  of  the  middle 
to  lower  third  of  the  descending  colon  to 
within  1 cm.  of  the  mucocutaneous  junc- 
tion. Histologic  examination  showed 
normal  ganglion  cells  in  the  proximal  colon 
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FIGURE  2.  Operative  procedure.  (A)  and  (B)  demonstrate  the  location,  extent,  and  depth  of  Z-shaped 
incisions  on  each  side  of  strictured  anus.  (C)  indicates  transposition  of  Z-plasty  triangular  flaps  and  as- 
pect of  stricture  at  colorectal  anastomotic  site.  (D)  longitudinal  incision  and  transverse  suturing  of  colo- 
rectal stricture.  (E)  satisfactory  postoperative  widening  of  both  strictures,  as  viewed  from  below. 


and  degenerated  myenteric  plexus  and 
aganglionosis  in  the  distal  colon  and  rectum. 
The  patient  was  discharged  on  November 
15,  1962,  and  ten  days  later  he  was  re- 
admitted with  persistent  diarrhea  per  anum 
and  a stricture  of  the  anus  at  the  level  of  the 
mucocutaneous  junction.  For  this  he  re- 
ceived rectal  dilatations.  Throughout  this 
period,  the  transverse  colostomy  was  left 
open  and  continued  to  function  normally. 

On  February  24,  1963,  because  of  alter- 
nating episodes  of  profuse  diarrhea  and 
constipation  and  the  radiographic  picture  of 
a megacolon,  the  patient  had  a second  pull- 
through  procedure  with  closure  of  the 
colostomy.  At  the  time  of  the  second 
major  operation,  the  colon,  distal  to  the 
colostomy,  was  found  to  be  hypoplastic, 
and  it  was  excised.  The  new  anastomosis 
was  established  between  the  midtransverse 
colon  and  the  previous  remnant  of  rectum. 
On  the  histologic  examination,  the  segment 
of  removed  colon  showed  chronic  ulcera- 
tions, degenerated  myenteric  plexus,  and 


lymphoid  hyperplasia.  The  postoperative 
course  was  uneventful,  and  at  the  time  of 
discharge  the  anus  admitted  the  index  finger 
up  to  the  proximal  interphalangeal  joint. 
Following  the  second  operation,  the  pa- 
tient’s general  condition  remained  very 
good.  However,  he  soon  exhibited  a new 
stricture  of  the  anus  at  the  mucocutaneous 
junction  barely  admitting  a number  10 
French  catheter.  In  addition  to  this,  there 
was  frank  fecal  incontinence.  A barium 
enema  done  through  a number  8 French 
catheter  demonstrated  a dilated  colon  not 
unlike  the  one  found  in  acquired  megacolon 
(Fig.  1). 

Comment.  Repeated  strictures  of  the 
anus  were  thought  to  have  caused  splinting 
so  as  not  to  allow  any  normal  sphincter 
mechanism,  were  such  a mechanism  still 
present.  Therefore,  following  the  example 
of  Nesbit,  MacKinney,  and  Dingman4  who 
applied  the  Z-plasty  principle  to  meatal 
urethral  strictures  and  the  one  of  Lyons  and 
Simon5  who  used  the  Z-plasty  on  colostomy 
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FIGURE  3.  Artist’s  view  of  (A)  preoperative  and  (B) 
postoperative  status. 


stenoses,  we  decided  to  follow  a similar 
course  in  this  patient. 

Operative  procedure 

It  was  elected  to  place  a Z on  each  side  of 
the  stricture,  one  at  3:00  and  one  at  9:00 
o’clock.  The  central  branch  of  the  Z was 
placed  on  the  stricture,  and  the  horizontal 
branches  were  cut  at  60-degree  angles,  one 
on  the  skin  and  one  into  the  anal  mucous 
membrane.  All  branches  were  IV2  cm. 
long.  All  of  these  incisions  were  carried 
through  the  skin,  mucosa,  and  the  underly- 
ing dense  fibrous  tissue.  The  central 
branch  of  the  Z was  carried  down  to  the 
external  sphincter  which  was  found  to  be 
well  preserved.  The  entire  stricture  was 
not  incised  circumferentially,  but  only  over 
the  extent  of  the  central  branches  of  the  two 
Z’s.  Triangular  flaps  were  then  created  as 
indicated  in  the  drawing  and  were  trans- 
posed so  as  to  create  a broken  mucocuta- 
neous anastomotic  line,  with  islands  of  skin 
into  the  mucous  membrane  and  mucous 
membrane  islands  into  the  perianal  skin 
(Fig.  2). 

However,  before  the  final  transposition 
was  undertaken,  a rectal  examination  dem- 
onstrated a stricture  at  the  site  of  the  colo- 
rectal anastomosis.  This  stricture  was 
quite  different  from  the  anal  stricture,  was 
located  at  about  1 to  2 cm.  from  the  anal 
margin,  and  admitted  the  tip  of  an  adult’s 
fifth  finger.  This  stricture  was  cured  by 
applying  Mikulicz’s  principle  of  longi- 
tudinal incision  and  transverse  suturing, 


FIGURE  4.  Postoperative  evacuation  film  demon- 
strates marked  improvement  in  large  and  small- 
bowel  distention,  improved  evacuation,  and  en- 
larged anal  canal. 


first  posteriorly  and  then  anteriorly  to  gain 
a satisfactory  circumference.  Postopera- 
tively  the  patient  has  done  quite  well  on  a 
regimen  of  frequent  rectal  dilatation  in- 
itially and  once  every  six  months  at  the  pre- 
sent time  (Fig.  3). 

Both  strictures  are  now  completely  re- 
lieved, and  the  lower  rectum  and  anus  ad- 
mit an  adult’s  index  finger  up  to  the  prox- 
imal interphalangeal  joint.  Re-education 
of  the  large  bowel  by  means  of  daily  enemas 
at  first,  but  none  at  present,  have  given  the 
patient  a regular  bowel  habit,  complete 
continence,  and  normal  sensation  as  to 
when  a bowel  movement  is  due.  A barium 
enema,  some  four  months  after  the  opera- 
tion, showed  the  remaining  colon  to  be  still 
distended  with  barium.  However,  evacua- 
tion film  shows  good  contraction  and  almost 
complete  evacuation  of  the  colon  (Fig.  4). 

Comment 

It  is  felt  that  this  patient’s  rectal  stricture 
was  most  probably  caused  by  the  repeated 
operations  and  minor  small  infections 
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around  the  sutures.  The  cause  of  the  anal 
stricture  is  more  nebulous.  Infection  could 
be  the  responsible  agent  here  too.  How- 
ever, since  it  did  occur  after  both  the  first 
and  second  operations,  it  could  be  specu- 
lated that  the  intussusception  of  the  colon 
with  prolonged  distention  of  the  anus  by 
two  bulky  colon  walls  could  have  produced 
sufficient  disruption  of  the  skin,  subcuta- 
neous fat,  and  connective  tissue  to  create 
necrosis  and  ultimately  stenosing  fibrosis. 
In  a child,  chronically  depleted,  the  mecha- 
nism of  normal  tissue  repair  is  certainly  in- 
hibited. Except  for  evisceration,  we  have 
no  evidence  in  this  patient  for  any  faulty 
healing  processes  in  the  abdominal  incisions. 
This  might  be  a danger  inherent  to  the 
Swenson  technic  and  could  possibly  be 
avoided  by  the  Duhamel6  and  Grob7  proce- 
dures, although  both  of  these  procedures 
also  require  a certain  amount  of  traction 
and  exposure  at  the  site  of  the  anal  orifice. 
In  this  patient  we  were  very  gratified  to 
notice  that  the  anal  sphincter  was  still 
present  and  functioning,  once  it  was  per- 
mitted to  do  so.  The  diarrheic  incon- 
tinence was  explained  by  an  overflow 


Management  of  shock 

The  management  of  responsive  shock  and 
refractory  shock  was  reported  in  a recent  issue 
of  Medical  Arts  and  Sciences  by  L.  L.  Smith, 
M.D.  Shock  is  not  a primary  diagnosis  but 
rather  a sign  of  a catastrophic  underlying 
disease  process  and,  in  management,  the 
emphasis  must  be  placed  on  an  accurate  diag- 
nosis of  its  cause.  Treatment  should  insure 
the  correction  of  abnormal  pulmonary  or  cir- 
culatory physiology.  An  effective  circulating 
blood  volume  should  be  established  as  soon  as 
possible  to  interrupt  damaging  vasoconstriction. 
In  shock  associated  with  infection,  specific 
steps  should  include  isolation  of  the  offending 
bacteria,  sound  surgical  drainage  procedures, 
broad-spectrum  antibiotic  therapy,  blood  vol- 
ume expansion,  and  the  administration  of 
pharmacologic  doses  of  hydrocortisone. 

In  responsive  shock,  the  establishment  and 


mechanism  not  unlike  the  one  found  in 
bladder  neck  obstruction  and  urinary  in- 
continence. To  help  this  patient,  it  was 
felt  that  an  initial  minimal  procedure  was 
indicated  to  appreciate  the  sphincter  func- 
tion and  give  fecal  continence  to  the  patient 
without  any  major  operation  either  from 
below  or  above.  Strictures  following  hem- 
orrhoidectomy, although  somewhat  differ- 
ent from  the  ones  described  here,  may  be 
treated  hopefully  with  the  same  technic. 
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maintenance  of  an  unobstructed  airway  and 
correction  of  any  pulmonary  function  ab- 
normality, after  which  deficits  of  blood,  plasma, 
and  extracellular  fluid  volumes  are  corrected, 
are  important.  Prompt  repletion  of  blood 
volume  is  the  most  important  single  treatment 
in  the  hypervolemic  patient.  Combatting  vas- 
oconstriction and  treating  hypoxic  acidosis 
depends  on  the  restoration  of  normal  tissue 
perfusion;  vasopressor  drugs  are  contrain- 
dicated in  this  type  of  shock. 

In  refractory  shock,  acute  diagnosis  of  the 
underlying  cause  is  of  primary  importance. 
Early  establishment  of  the  cause  followed 
by  intense  specific  treatment  can  reverse  most 
of  the  cases  of  “irreversible”  shock.  In  these 
cases,  the  patient  is,  characteristically,  elderly, 
with  cardiac,  pulmonary,  or  renal  complications. 
Hyponatremia  and  acidosis  are  frequently 
associated  biochemical  disorders.  Careful  clini- 
cal evaluation  should  be  supplemented  by 
diagnostic  studies  including  a hematocrit, 
serum  amylase,  and  multiple  blood  cultures. 
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T wo  years  ago  Portugal  honored  in  a 
signal  fashion  one  of  her  famous  sons  of  the 
Renaissance,  Garcia  da  Orta.  Three 
postage  stamps  were  struck,  honoring  the 
four  hundredth  anniversary  of  the  publica- 
tion of  a famous  book,  which  profoundly 
influenced  the  science  and  art  of  medicine 
of  that  age.1  This  book  catalogued,  dis- 
cussed, evaluated,  and  detailed  the  method 
of  cultivation  of  many  tropical  plants  that 
were  then  unknown  to  Europeans.  In  this 
book  da  Orta  gives  the  first  clear-cut 
description  of  the  disease,  cholera,  and 
describes  an  autopsy  on  an  Indian  patient 
with  this  disease.  Even  though  da  Orta 
used  drugs  largely  according  to  the 
“humors”  of  Galen,  which  prevailed 
throughout  the  medical  world  for  centuries, 
he  gave  many  examples  of  the  “empirical” 
or  experimental  method  which  would  come 
into  vogue  in  the  next  century.  The  pub- 
lication of  this  great  work  should  have 
secured  his  place  in  both  medicine  and 
botany,  yet  he  is  hardly  known  in  these 
sciences. 

He  was  one  of  the  founders  of  the  great 
city  of  Bombay,  India.  In  Bombay,  he  had 
one  of  the  most  remarkable  botanical 
gardens  in  the  subcontinent.  There  he 
raised  many  rare  and  valuable  trees  and  a 
wide  variety  of  flowers  and  medicinal 
plants.  From  this  garden,  it  is  reliably 
stated  that  he  first  sent  the  seed  of  the 


China  orange  to  Portugal  for  cultivation 
and  thus  founded  the  citrus  industry.'2 
This  fact  alone  should  have  insured  his 
place  in  the  history  of  India,  but  here  also 
there  is  scant  mention  of  da  Orta.  This 
article  is  a humble  attempt  to  rectify  this 
situation. 

Life  of  da  Orta 

Garcia  da  Orta  was  born  in  the  small 
Portuguese  town  of  Elvas  about  the  year 
1500,  the  son  of  Fernao  da  Orta  who  was  a 
Jewish  merchant  from  Valencia  de  Al- 
cantara in  Spain.  In  1492  his  parents 
were  banned  from  Spain  by  the  edict  of 
Ferdinand  and  Isabella,  and  they  then 
settled  in  Castelo  de  Vide  in  Portugal. 
However,  since  a similar  restriction  against 
Jews  was  also  extant  in  Portugal,  both 
parents  and  their  Portuguese-born  children 
were  baptized. 

Garcia  studied  at  the  famous  Spanish 
universities  of  Salamanca  and  Alcala  de 
Henares.  He  was  graduated  as  a doctor  of 
medicine.  In  1523  Garcia  returned  home 
to  Castelo  de  Vide,  Portugal,  and  in  1526  he 
went  to  Lisbon  apparently  to  practice 
medicine.  Besides  this  he  was  an  assistant 
professor  of  natural  philosophy  at  the 
University  of  Lisbon,  in  the  years  1531  to 
1532.1’2  As  regards  Garcia’s  stay  at  Lisbon, 
d’Esaguy 3 states  that  he  was  twice  proposed 
as  a professor  of  the  university  and  each  time 
was  refused.  Later  through  the  influence 
of  his  uncle,  Francisco  da  Orta,  who  was 
the  doctor  to  the  chief  inquisitor.  Cardinal 
Dom  Henrique,  he  was  engaged  as  a pro- 
fessor of  philosophy,  not  as  a professor  in 
the  medical  field.  He  was  also  a friend  and 
associate  of  the  great  geographer  and 
mathematician,  Pedro  Nunes,  who  also 
taught  at  the  university.  His  prospects 
would  seem  to  have  been  unusually  bright 
had  it  not  been  for  the  Inquisition.  As  will 
be  discussed  later,  all  “New  Christians” 
were  prime  targets  for  the  Inquisition. 
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Conditions  had  apparently  reached  the 
point  of  no  return,  and  Garcia  left  Lisbon 
on  March  12,  1534.  As  the  personal 
physician  to  the  famous  Portuguese  soldier 
and  statesman,  Martim  Affonso  de  Sousa,  he 
toured  India,  Ceylon,  Persia,  Armenia, 
Indochina,  and  the  Molucca  islands.  It 
was  in  these  travels  that  he  collected  and 
catalogued  the  tremendous  amount  of  in- 
formation that  was  later  published  in 
1563  as  the  Colloquies.  He  also  had  a 
large  private  practice  among  many  local 
princes  and  rich  merchants  of  India,  and 
this  practice  resulted  in  the  large  fortune 
that  he  accumulated  in  later  years.1 
Garcia  da  Orta  was  a gifted  physician,  a 
linguist,  and  a careful  observer.  Each 
area  that  he  visited  had  indigenous  rem- 
edies, usually  of  botanical  origin,  and  he 
recorded  these  facts  scrupulously  for  later 
reproduction.  Scores  of  Oriental  plants  not 
then  known  in  Europe  were  described  in 
great  detail.  All  this  information  was 
published  in  1563. 

This  stupendous  work  was  called 
Coloquios  dos  Simples  e Drogas  he  cousas 
medicinais  da  India  ( Colloquies  on  the 
Simples  and  Drugs  of  India)  and  was  pub- 
lished by  Joannes  de  Endem  of  Goa  on 
April  10,  1563. 4 It  had  the  honor  of  being 
the  third  printed  book  in  this  part  of  the 
world.1  At  that  time  it  was  prudent  to 
receive  the  endorsement  of  the  viceroy 
because  of  the  Inquisition’s  interest  in 
“heretic”  books,  and  da  Orta  received  this 
endorsement  through  the  intercession  of 
Luis  Vas  de  Camoens,  the  greatest  of  all  the 
Portuguese  poets.  The  Coloquios  were 
affectionately  dedicated  to  his  protector, 
Martim  Affonso  de  Sousa.  Undoubtedly 
he  would  have  had  great  difficulty  reaching 
his  eminent  position  or  even  having  the 
book  published  had  he  not  been  under 
the  protection  of  this  famous  Portuguese 
hero.  Garcia  da  Orta’s  work  is  in  the  form 
of  a dialogue  between  himself  and  a “Dr. 
Ruano,”  a figurative  expression  approxi- 
mating “Mr.  Man-in-the-Street,”  in  which 
the  drugs  and  plants  are  discussed  in  con- 
trasting points  of  view  between  Aristotle 
and  Galen  and  Avicenna  and  Rhazis.  This 
form  of  dialogue  was  commonly  used  during 
this  period,  especially  for  medical  and 
scientific  works.  The  drugs  discussed  were 
little  known  in  the  western  countries  at  that 
time.  Among  the  plants  and  drugs  dis- 


cussed were  aloe,  camphor,  sandalwood, 
opium,  and  many  spices.  Da  Orta  had  an 
insatiable  interest  in  the  description, 
terminology,  uses,  manufacture,  purity, 
preservation,  grading,  and  cost  of  each 
plant  and  drug.  Of  course,  this  book  is 
difficult  to  read  and  has  many  seemingly 
unimportant  details,  but  it  must  be  con- 
sidered as  a sixteenth-century  volume. 
In  this  respect,  Da  Orta  was  ahead  of  his 
times  by  many,  many  decades  at  the  least. 
For  fifteen  years  his  was  the  only  book  on 
tropical  medicine  available  to  the  Euro- 
pean student.  In  1578,  Christoval  Acosta 
published  his  Tractado  de  las  Drogas  y 
Medicinines  de  ha  India  Orientales  which 
Sir  Clements  Markham  considers  to  be 
almost  completely  copied  from  da  Orta.4 
Sir  Clements  Markham  translated  the 
1895  Portuguese  edition  of  da  Orta’s  book 
which  was  annotated  by  the  Count  di 
Ficalho.4 

The  value  of  da  Orta’s  work  can  be  seen 
by  the  laudatory  remarks  by  Frederick 
August  Fluckiger,  the  famous  pharma- 
cologist: 

The  Colloquies  are  noted  for  both  richness 
of  information  they  contain  and  their  faithful 
and  minute  descriptions.  No  one  has  de- 
scribed the  drug  plants  of  India  with  so  much 
care  or  with  such  accuracy,  and  subsequent 
investigators  have  almost  invariably  con- 
firmed the  statements  of  Garcia.  The  his- 
torian of  Asiatic  drugs  must  of  necessity  refer 
often  to  Garcia  da  Orta.  His  defects  are  few 
and  may  be  attributed  rather  to  the  lack  of 
modern  instruments  of  precision  than  to  any 
other  cause. 

The  Colloquies  will  always  hold  a place  of 
the  highest  honor  in  the  history  of  pharma- 
cognosy. 2 

Garcia  persuaded  his  sisters  Caterina  and 
Isabel  to  come  to  India.  They  had  already 
been  exposed  to  questioning  by  the  In- 
quisition in  Portugal,  and  the  Inquisition 
followed  their  movements  closely.  Garcia 
died  in  1568.  A short  while  after  he  died, 
Caterina  was  ordered  to  appear  for  inter- 
rogation, and  the  next  year,  1569,  she  was 
released  to  the  “secular  arm,”  which  meant 
to  be  burned  at  the  stake.  In  1580,  twelve 
years  after  Garcia’s  death,  the  Inquisition 
held  an  auto-da-fe  on  his  life  and  his 
bones  were  exhumed.  According  to  Elijah 
and  Richter,1  da  Orta’s  bones  were  thrown 
into  the  Mandovi  River.  This  would  be 
an  unusual  act,  and  the  Inquisition  cer- 
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tainly  tried  to  make  everything  they  did 
seem  “usual”  and  “legal.”  In  many 
other  such  autos-da-fe  after  death,  the 
bones  were  exhumed  and  these  were  burned 
at  the  stake.  d’Esaguy3  states  that  da 
Orta’s  bones  were  exhumed  and  burned, 
since  this  was  the  usual  procedure.  Further 
examples  of  this  type  of  “torture”  will  be 
mentioned  in  the  next  section.  The  tor- 
ture, of  course,  was  directed  to  the 
descendants  of  the  dead  heretic. 

With  regard  to  the  connection  of  da 
Orta  with  Bombay,  little  is  apparently 
known.  It  is  known,  however,  that  in 
1554  or  1555  da  Orta  held  a good  part  of 
the  island  where  Bombay  now  stands 
under  a long-term  lease,  and  it  was  on  this 
site  that  he  had  a beautiful  botanical 
garden.1  Tradition  has  it  that  the  China 
orange  was  introduced  into  Europe  from 
this  garden,  and  since  this  orange  is  a 
source  of  our  entire  citrus  industry,  this  is  in 
itself  remarkable.  Citrus  fruits  were  known 
to  the  ancients,  but  the  true  orange  was 
brought  to  Portugal  in  1548,  we  are  told, 
through  Garcia  da  Orta  and  the  Viceroy 
Don  Jao  da  Castra.  Circumstantial 
evidence  is  very  strong  linking  the  first 
specimen  of  the  orange  to  da  Castra  and 
da  Orta.2 

Influence  of  Inquisition 

The  Inquisition’s  major  function  was  to 
persecute  the  heretic.  What  was  a heretic 
whose  transgressions  could  only  be 
redeemed  by  experiencing  the  agonies  of 
death  by  slow  fire?  He  was  a person  who 
was  suspected  of  disagreeing  with  the 
authorized  interpretation  of  the  established 
religion.5  The  great  saint,  Augustine,  re- 
peatedly stated  that  the  heretic  deserved 
death,  and  that  death  was  actually  an  act 
of  mercy,  since  it  saved  so  many  from  being 
led  into  eternal  damnation  by  the  example 
of  error.  It  was  truly  a machine  for  in- 
quiring into  man’s  thoughts  and  for  burn- 
ing him  if  the  results  were  not  satisfactory. 
The  Inquisition  gained  scope  and  power 
from  its  very  activities.  The  questioning 
was  usually  done  under  the  jurisdiction  of 
Dominican  or  Franciscan  monks,  because 
the  Pope  felt  that  the  secular  priests  could 
not  be  trusted  in  most  instances.  The 
Anglo-Saxon  doctrine  that  a man  is  in- 
nocent until  he  is  proved  guilty  in  a fair 


trial  was,  or  course,  not  applied  in  the  trials 
of  the  Inquisition.  The  words  of  a child 
could  doom  a reputable  man.  Crippling 
tortures  could  be  used  to  force  him  to 
speak.  Even  the  young  or  old  could  be 
tortured,  but  less  severely.  A man’s 
property  was  confiscated  as  soon  as  he  was 
taken  into  custody,  even  before  trial.6 
Occasionally  if  the  suspected  heretic  was 
dead,  the  bones  were  ordered  exhumed  and 
burned.  In  addition,  the  property  of  the 
deceased  and  his  heirs  was  held  forfeit. 
In  an  instance  described  by  Coblentz6 
the  inquisitor  of  Florence  condemned  a 
man  sixty-three  years  after  death,  and  his 
children  and  grandchildren  lost  their  in- 
heritance. 

The  Spanish  Inquisition,  of  which  the 
Portugese  Branch  was  a part,  outdid  in 
many  respects  the  Inquisition  in  other 
countries.  The  Inquisitior  proclaimed  a 
series  of  37  rules  for  detecting  “Judaizing” 
heresy.  Heresy  could  be  evidenced  by 
putting  on  a clean  shirt  on  the  Jewish 
sabbath,  washing  the  meat  before  prep- 
aration, or  not  cooking  food  on  the 
Jewish  sabbath.  These  situations  were 
taken  as  evidence  of  relapse  from  the 
Christian  faith.  Coblentz6  mentioned  the 
case  of  a friar  who  climbed  the  roof  of  a 
convent  on  Saturday  mornings,  so  as  to  be 
able  to  report  if  smoke  did  not  issue  from 
the  chimneys  on  the  houses  of  the  new 
Christians.  Many  forms  of  trickery  were 
used  to  obtain  confessions. 

The  Holy  Office  began  a war  against 
“heretic  books.”  The  famous  Cardinal 
Ximines,  considered  a great  humanist  and 
the  founder  of  Alcala  University  of  Spain, 
ordered  hundreds  of  thousands  of  Hebrew 
and  Moorish  books  burned.6  This  is  a 
startling  fact  indeed,  because  it  was  ordered 
by  a cultured  prelate.  Thereafter  censor- 
ship of  books  was  decreed,  and  in  1527  the 
Inquisition  had  the  power  to  licence  the 
publications  of  all  books.  It  was  possibly 
for  this  reason  that  da  Orta  took  the  pre- 
caution to  receive  the  endorsement  of  the 
viceroy  before  publishing  his  remarkable 
book.  In  1558  the  death  penalty  was 
decreed  for  the  crime  of  possessing  con- 
demned books. 

Strange  as  it  may  seem,  there  are  pres- 
ent-day apologists  and  glorifiers  of  the 
Spanish  Inquisition.  When  the  present 
author  saw  a listing  of  Golden  Century  of 
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Spain  1501-1621  by  Davies,7  he  was 
naturally  interested  in  how  this  period  in 
which  hundreds  of  thousands  of  highly 
educated  Jews  and  Moors  were  banished, 
could  be  called  the  “golden  century.” 
According  to  Davies,  it  would  seem  that  the 
supreme  problem  of  any  ruler  of  Spain 
was  unification  of  the  divergent  Spanish 
states  and  the  harmonizing  of  their  con- 
flicting interests.  For  the  solution  of  this 
problem  the  Spanish  church  is  stated  to 
have  played  a part  of  extreme  importance. 
The  Spanish  Inquisition  was  completely 
under  royal  control  and  all  the  officers  were 
paid  servants  of  the  Crown.7  Further,  the 
Inquisition  took  no  account  of  the 
privileges  of  the  nobility  and  therefore 
could  be  said  to  have  stood  for  “social 
justice.”  Incredible  as  it  may  seem, 
Davies7  states  that  the  standards  of  the 
Inquisition  procedures  were  neither  cruel 
nor  unjust  and  the  penalties  were  more 
just  and  humane  than  those  of  any  other 
tribunal  in  Europe.  In  his  myopic  view, 
the  Inquisition  did  a great  deal  to  save 
suspects  from  the  violence  of  fanatical 
mobs  and  to  save  Spain  from  the  hideous 
witch  hunts  that  later  plagued  northern 
Europe.  He  states  that  the  numbers  of 
baptized  Jews  and  Mohammedans  who 
fell  victim  to  the  Inquisition  were  enormous, 
but  the  sacrifice  was  demanded  by  a con- 
cern for  racial  purity  and  monarchial  power 
even  more  than  for  religious  fervor. 
Davies7  corrects  a common  misconception 
of  an  auto-da-fe,  which  was  the  solemn 
public  announcement  of  the  sentence  of  the 


Electric  automobile 
and  medicine 


If  developed,  the  electric  automobile  will  be 
beneficial  to  health  in  many  surprising  ways, 
states  an  editorial  in  a recent  issue  of  J.A.M.A. 
Getting  rid  of  much  of  smog,  for  example,  will 
also  rid  many  kinds  of  pre-existing  lung  diseases 
or  abnormal  heart  conditions,  as  well  as  cancer. 
Indirectly  related  to  this,  is  the  fact  that  carbon 


Inquisition  in  an  elaborate  scene,  represent- 
ing dramatically  the  day  of  judgment.  The 
burnings  came  later  in  the  usual  places  of 
execution,  not  at  the  sites  of  the  autos-da- 
fe.  Davies,  however,  notes  a somewhat 
unpleasant  aspect  of  the  Inquisition.  A 
suspected  heretic  would  usually  be  arrested 
at  a carefully  planned  moment  when  he 
would  be  entirely  alone.  He  simply  dis- 
appeared from  the  face  of  the  earth,  and 
none  of  his  relatives  knew  anything  of  his 
fate,  until  he  was  liberated  or  produced  at  an 
auto-da-fe.  If  anyone  disappeared  without 
leaving  a trace,  it  was  a common  assump- 
tion after  rivers  had  been  dragged,  that  he 
had  been  arrested  by  the  Inqusition.7  In 
such  a milieu,  one  of  the  great  minds  of  the 
sixteenth  century  flourished.  It  is  indeed  a 
remarkable  situation  when  a modern  his- 
torian considers  that  the  standards  of  the 
Inquisition  were  neither  cruel  nor  unjust. 

161  Rugby  Road 
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dioxide  poisoning  would  become  virtually 
unknown. 

An  unrelated  factor  would  be  the  disappear- 
ance of  street  noise.  The  traumatic  effect  of 
chronic  noise  has  been  inadequately  studied, 
but  it  is  known  that  noise,  above  a certain  num- 
ber of  decibels,  can  and  does  shorten  man’s  life 
span  as  well  as  disrupt  his  nervous  system  to  a 
large  degree. 

Safety  is  yet  another  factor,  the  premise  being 
that  when  these  new  cars  are  manufactured,  this 
will  be  done  with  the  newest  safety  ideas  as  an 
integral  part  of  the  make-up  of  the  vehicle. 
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Necrology 


Meyer  E.  Aibel,  M.D.,  of  Brooklyn,  died  on 
September  29,  1966,  at  the  age  of  sixty-one. 
Dr.  Aibel  graduated  in  1929  from  Long  Island 
College  Hospital.  He  was  an  associate  attend- 
ing physician  at  Adelphi  Hospital.  Dr.  Aibel 
was  a member  of  the  Medical  Society  of  the 
County  of  Kings,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Nathan  Bander,  M.D.,  of  The  Bronx,  died 
on  December  1,  1966,  at  the  age  of  fifty-six. 
Dr.  Bander  graduated  in  1940  from  Indiana 
University  School  of  Medicine.  He  was  an 
adjunct  physician  in  physical  medicine  and 
rehabilitation  at  Montefiore  Hospital  and  an 
assistant  attending  physician  in  physical  medi- 
cine and  rehabilitation  at  Bronx  Municipal  Hos- 
pital Center  and  Misericordia  Hospital.  Dr. 
Bander  was  a Diplomate  of  the  American  Board 
of  Internal  Medicine,  a Diplomate  of  the  Ameri- 
can Board  of  Physical  Medicine  and  Rehabilita- 
tion, a Fellow  of  the  American  College  of  Chest 
Physicians,  and  a member  of  the  American 
Academy  of  Physical  Medicine  and  Rehabilita- 
tion, the  American  Rheumatism  Association, 
the  American  Thoracic  Society,  the  New  York 
Society  for  Physical  Medicine  and  Rehabilita- 
tion, the  Bronx  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Frederick  Carpenter,  M.D.,  of  Westport, 
Connecticut,  formerly  of  Corona,  died  on  No- 
vember 29,  1966,  at  the  age  of  seventy-five. 
Dr.  Carpenter  graduated  in  1919  from  Columbia 
University  College  of  Physicians  and  Surgeons. 
He  was  a consulting  obstetrician  and  gynecologist 
at  Queens  Hospital  Center  and  Flushing  Hos- 
pital and  Dispensary.  Dr.  Carpenter  was  a 
Diplomate  of  the  American  Board  of  Obstetrics 
and  Gynecology,  a Fellow  of  the  American  Col- 
lege of  Surgeons,  and  a member  of  the  Medical 
Society  of  the  County  of  Queens,  the  Medical 
Society  of  the  State  of  New  York,  and  the  Ameri- 
can Medical  Association. 

Louis  Anthony  Chojnacki,  M.D.,  of  Lack- 
awanna, died  on  November  14,  1966,  at  the  age 
of  sixty-nine.  Dr.  Chojnacki  graduated  in  1923 
from  the  University  of  Buffalo  School  of  Medi- 
cine. He  was  a member  of  the  Erie  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Cornelius  Anthony  Dennehy,  M.D.,  of 

White  Plains,  died  on  November  19, 1966,  at  the 


age  of  seventy-five.  Dr.  Dennehy  graduated  in 
1915  from  Fordham  University  School  of  Medi- 
cine. He  was  a member  of  the  Westchester 
County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medi- 
cal Association. 

Louis  Green,  M.D.,  of  The  Bronx,  died  on 
December  5,  1966,  at  the  age  of  seventy.  Dr. 
Green  graduated  in  1924  from  the  University  of 
Colorado  School  of  Medicine.  He  was  a mem- 
ber of  the  American  Academy  of  General  Prac- 
tice, the  Bronx  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Frank  Edward  Hunter,  M.D.,  of  The  Bronx, 
died  on  September  25,  1965,  at  the  age  of  sixty- 
six.  Dr.  Hunter  graduated  in  1928  from  Albany 
Medical  College.  He  was  a member  of  the  Ameri- 
can Thoracic  Society,  the  Bronx  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Hyman  S.  Katz,  M.D.,  of  The  Bronx,  died  on 
September  10,  1966,  at  the  age  of  seventy-four. 
Dr.  Katz  graduated  in  1919  from  Fordham  Uni- 
versity School  of  Medicine.  He  was  a member  of 
the  Bronx  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Edwin  George  Langrock,  M.D.,  of  New  York 
City,  died  on  January  6 at  the  age  of  seventy- 
eight.  Dr.  Langrock  graduated  in  1909  from 
Cornell  University  Medical  College.  He  was  a 
consulting  obstetrician  at  Beth  Israel  Hospital. 
Dr.  Langrock  was  a member  of  the  New  York 
Academy  of  Medicine,  the  New  York  Obstetrical 
Society,  the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Price  Lewis,  M.D.,  of  Holland  Patent,  died 
on  December  2,  1966,  at  the  age  of  eighty-five. 
Dr.  Lewis  graduated  in  1906  from  Albany  Medi- 
cal College.  He  served  as  health  officer  for  the 
Consolidated  Health  District  of  the  Towns  of 
Marcy,  Floyd,  Steuben,  and  the  Village  of 
Holland  Patent.  He  was  also  school  physician 
for  Holland  Patent  Central  School.  Dr.  Lewis 
was  a member  of  the  Oneida  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 
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Felix  J.  Loeb,  M.D.,  of  Syosset,  died  on  No- 
vember 26,  1966,  at  the  age  of  eighty.  Dr. 
Loeb  received  his  medical  degree  from  the  Uni- 
versity of  Munich  in  1909.  He  was  a member  of 
the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 


Joseph  Anthony  Lombardi,  M.D.,  of  Mount 
Vernon,  died  on  November  22,  1966,  at  the  age 
of  forty-six.  Dr.  Lombardi  graduated  in  1945 
from  Marquette  University  School  of  Medicine. 
He  was  an  assistant  attending  physician  at 
Mount  Vernon  Hospital.  Dr.  Lombardi  was 
a member  of  the  Westchester  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Grover  Lee  Priess,  M.D.,  of  Eden,  died  on 
November  13,  1966,  at  the  age  of  seventy-eight. 
Dr.  Priess  graduated  in  1912  from  the  Uni- 
versity of  Buffalo  School  of  Medicine.  During 
World  War  I he  served  as  deputy  county  medi- 
cal examiner  and  for  most  of  his  career  was  a 
deputy  county  medical  examiner  for  Erie  County. 
During  World  War  II  he  was  an  examining 
physician  and  draft  board  member  and  at  one 
time  was  Town  of  Eden  health  officer  and  phy- 
sician for  the  school  district.  Dr.  Preiss  was  a 
member  of  the  Buffalo  Academy  of  Medicine, 
the  Erie  County  Medical  Society,  the  Medical 


Society  of  the  State  of  New  York,  and  the  Ameri- 
can Medical  Association. 

Victor  Ernest  Rosenfeld,  M.D.,  of  Maspeth, 
died  on  November  25,  1966,  at  the  age  of  eighty- 
two.  Dr.  Rosenfeld  received  his  medical  degree 
from  the  University  of  Freiburg  in  1909.  He 
was  a member  of  the  Medical  Society  of  the 
County  of  Queens,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Stanley  E.  Solomon,  M.D.,  of  New  Rochelle, 
died  on  November  24,  1966,  at  the  age  of  fifty- 
four.  Dr.  Solomon  graduated  in  1936  from  New 
York  University  School  of  Medicine.  He  was  a 
Diplomate  of  the  American  Board  of  Radiology 
(Diagnostic  Roentgenology)  and  a member  of 
the  Bronx  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  Ameri- 
can Medical  Association. 

Roland  Leighton  Stacy,  M.D.,of  Ogdensburg, 
died  on  November  24,  1966,  at  the  age  of  eighty- 
three.  Dr.  Stacy  graduated  in  1908  from  Johns 
Hopkins  University  School  of  Medicine.  He 
was  an  attending  physician  at  St.  Lawrence 
State  Hospital  and  an  honorary  attending 
physician  at  the  A.  Barton  Hepburn  Hospital. 
Dr.  Stacy  was  a member  of  the  St.  Lawrence 
County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 
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The  Mediatric  Age: 

There  is  a growing  senescent  body  of  people  on  their 
way  to  malignant  inactivity,  who  sorely  need  your 
interest  and  direction  to  help  them  back  to  a more  active 
and  useful  life.  There  are  medicines  too,  designed  to  help. 
One  such  has  proved  useful  in  clinical  practice. 


“A  steroid-nutritional 
compound  ( Mediatric ) was  used 
in  100  patients  to  relieve  some 
of  the  symptoms  caused  by 
degenerative  changes  of  aging 
...This  therapy  resulted  in 
improvement  of  75  per  cent 
of  the  patients . . .” 


“ Nutritional  and  hormone 
bolstering  of  function  in  the 
aged  may  have  a useful  place 
in  geriatrics.” 

Morgan,  A.  E:  Gerontologist  2:77 
(June)  1962. 


‘Mediatric  (steroid- 
nutritional  compound ) 
capsules,  one  a day,  seem  to 
give  definite  help  to  debilitated 
patients.” 


Arnold,  E.  T.,  Jr.:  Geriatrics  72:612 
(Oct.)  1957. 


McNeill,  A.  J.:  Clin.  Med.  5:518 
(Mar.)  1961. 


“Intensive  nutritional  therapy 
is  necessary,  especially  in 
elderly  people,  to  correct 
dietary  deficiencies  created  by 
large  losses  of  protein,  vitamins 
and  other  nutrients.” 


Riccitelli,  M.  L.:  J.  Am.  Geriatrics  Soc. 
72:489  (May)  1964. 


Mediatric* 

Designed  for  the  “metabolically  spent” 

Nutritional  reinforcement  for  those  who  can’t 
-or  won’t- eat  properly... balanced  amounts  of 
estrogen  and  androgen  to  counteract  declining 
gonadal  hormone  secretion  and  its  sequelae  of 
premature  degenerative  changes... mild 
antidepressant  for  a gentle  “mood”  uplift... 


The  estrogen  component  in  MEDIATRIC  is 
PREMARIN®  (conjugated  estrogens— equine) , 
the  natural  estrogen  most  widely  prescribed  for 
its  superior  physiologic  and  metabolic  benefits. 
MEDIATRIC  also  provides  nutritional  rein- 
forcement—blood-building  factors  and  vitamin 
supplementation.  It  contributes  a gentle  “mood” 
uplift  through  methamphetamine  HC1. 

Three  different  dosage  forms— Liquid,  Tablets, 
and  Capsules— offer  convenience  and  variety. 


MEDIATRIC  helps  keep  the  older  patient  alert  and 
active,  helps  relieve  general  malaise,  easy  fatigability, 
vague  pains  in  the  bones  and  joints,  loss  of  appetite,  and 
lack  of  interest  usually  associated  with  declining  gonadal 
hormone  secretion. 

contraindication:  Carcinoma  of  the  prostate,  due  to 
methyltestosterone  component. 

warning:  Some  patients  with  pernicious  anemia  may  not 
respond  to  treatment  with  the  Tablets  or  Capsules,  nor  is 
cessation  of  response  predictable.  Periodic  examinations 
and  laboratory  studies  of  pernicious  anemia  patients  are 
essential  and  recommended. 


MEDIATRIC  Liquid 

Each  15  cc.  (3  teaspoonfuls)  contains: 

♦Conjugated  estrogens — equine  (Premarin®)  0.25  mg. 


Methyltestosterone  2.5  mg. 

Thiamine  HC1  5.0  mg. 

Cyanocobalamin  1 .5  meg. 

Methamphetamine  1.0  mg. 


Contains  15%  alcohol 


side  effects:  In  addition  to  withdrawal  bleeding,  breast 
tenderness  or  hirsutism  may  occur. 
suggested  dosages:  Male  and  female:  3 teaspoonfuls  of 
Liquid,  1 Tablet,  or  1 Capsule,  daily  or  as  required. 

In  the  female:  To  avoid  continuous  stimulation  of  breast 
and  uterus,  cyclic  therapy  is  recommended  (3  week  regi- 
men with  1 week  rest  period — Withdrawal  bleeding  may 
occur  during  this  1 week  rest  period). 


MEDIATRIC  Tablets  and  Capsules 

Each  MEDIATRIC  Tablet  or  Capsule  contains: 
♦Conjugated  estrogens — equine  (Premarin®)  0.25  mg. 

Methyltestosterone  2.5  mg. 

Ascorbic  acid 100.0  mg. 

Cyanocobalamin  2.5  meg. 

Intrinsic  factor  concentrate  8.0  mg. 

Thiamine  mononitrate  10.0  mg. 

Riboflavin 5.0  mg. 

Niacinamide  50.0  mg. 

Pyridoxine  HC1 3.0  mg. 

Calc,  pantothenate  20.0  mg. 

Ferrous  sulfate  exsic 30.0  mg. 

Methamphetamine  HC1  1.0  mg. 

♦Orally  active,  water-soluble  conjugated  estrogens  derived 
from  pregnant  mares’  urine  and  standardized  in  terms 
of  the  weight  of  active,  water-soluble  estrogen  content. 


In  the  male:  A careful  check  should  be  made  on  the 
status  of  the  prostate  gland  when  therapy  is  given  for 
protracted  intervals. 

supplied:  No.  910 — MEDIATRIC  Liquid,  in  bottles  of 
16  fluidounces  and  1 gallon.  No.  752 — MEDIATRIC 
Tablets,  in  bottles  of  100  and  1,000.  No.  252— MEDIA- 
TRIC Capsules,  in  bottles  of  30,  100,  and  1,000. 


Mediatric 

steroid-nutritional  compound 
AYERST  LABORATORIES,  NEW  YORK,  N.Y.  10017  • Montreal,  Canada 
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Books  Reviewed 


The  Management  of  the  Diabetic  Patient. 

By  Elaine  P.  Ralli,  M.D.  Octavo  of  207  pages, 
illustrated.  New  York,  G.  P.  Putnam’s  Sons, 
1965.  Cloth,  $7.00. 

Dr.  Elaine  P.  Ralli  has  been  intimately  as- 
sociated with  the  management,  treatment,  and 
problems  of  the  diabetic  patient  since  the  early 
days  of  her  practice  and,  accordingly,  she  is 
well  qualified  to  write  this  book.  She  has 
succeeded  in  clarifying  the  treatment  of  the 
diabetic  patient. 

This  new  book  should  be  on  every  general 
practitioner’s  desk  to  aid  him  in  the  treatment 
of  the  diabetic  patient.  The  author  brings 
the  reader  up  to  date  as  to  the  intermediate 
metabolism  carbohydrates  and  proteins.  Her 
explanation  of  the  oral  hypoglycemics  cer- 
tainly should  help  one  to  use  them  intelligently. 

Recent  knowledge  of  the  degenerative  lesions 
of  diabetes  mellitus  and  of  the  factors  involved 
in  carbohydrate  metabolism  and  the  diabetic 
state  are  handled  authoritatively — Samuel  G. 
Slo-Bodkin,  M.D. 

The  Evaluation  of  Psychiatric  Treatment. 
Edited  by  Paul  H.  Hoch,  M.D.,  and  Joseph 
Zubin,  Ph.D.  Octavo  of  326  pages,  illustrated. 
New  York,  Grune  & Stratton,  1964.  Cloth, 
$12. 

This  volume  contains  the  Proceedings  of  the 
Fifty-Second  Annual  Meeting  of  the  American 
Psychopat hological  Association,  held  in  New 
York  City,  February,  1962.  The  editors 
emphasize  that  evaluation  of  therapy  should 
be  as  important  in  psychiatry  as  auditing  is  in 
commerce.  Dr.  Wolberg’s  review  of  his  base 
line  studies  completed  at  beginning  of  therapy 
and  his  suggestion  that  follow-up,  regretfully 
almost  entirely  neglected  in  contemporary 
practice  become  routine,  is  a key  note  in  this 
volume.  There  are  discussions  of  the  evalua- 
tion of  drug  treatment  by  Cole;  Davidman  in- 
dicates the  enormous  and  complex  sample  of 
crude  life  experience  which  psychoanalytic 
treatment  represents  and  proposes  that  a re- 
search institute  would  profit  from  affiliations 
with  an  institution  for  training  in  psycho- 
analysis and  also  from  close  cooperation  with 
the  graduate  facilities  and  scientific  atmosphere 
of  a university. 


Dr.  Kalinowsky  points  out  the  pessimism 
generated  by  follow-up  statistics  indicating 
relapses  in  a great  many  schizophrenic  patients. 
The  complex  problem  of  psychiatric  therapy 
in  children  and  evaluation  of  geriatric  problems 
are  covered  in  this  volume. 

Paul  Hoch’s  preface  and  his  tribute  to 
Franz  Alexander  are  also  of  major  interest 
in  this  book. — Edward  F.  Falsey,  M.D. 


Histology.  By  C.  Roland  Leeson,  M.D.,  and 
Thomas  S.  Leeson,  M.D.  Octavo  of  492 
pages,  illustrated.  Philadelphia,  W.  B.  Saun- 
ders Company,  1966.  Cloth,  $8.00. 

The  volume  is  beautifully  illustrated  by  var- 
ious types  of  microscopes,  especially  the  elec- 
tronic scope,  which  today  shows  us  more  of  the 
cell  components  making  up  the  different  sys- 
tems. The  organs  are  collaborated  with  chem- 
ical and  physiologic  importance. 

Histology  is  the  basis  for  pathology  and  if  it 
is  studied  with  that  in  mind  this  book  will 
help  the  student  and  others  immensely.  The 
authors  really  have  written  a volume  which 
will  be  referred  to  by  many  in  the  future  be- 
cause of  the  illustrations  of  various  magni- 
fications and  stainings. — Nathan  Reibstexn, 
M.D. 


Osteotomy  at  the  Upper  End  of  the  Femur. 
By  the  late  Henry  Milch,  M.D.  Edited  by 
Robert  Austin  Milch,  M.D.  Quarto  of  170 
pages,  illustrated.  Baltimore,  The  Williams 
& Wilkins  Company,  1965.  Cloth,  $11.25. 

Dr.  Milch’s  son  has  presented  to  the  ortho- 
pedic world  the  last  work  of  his  illustrious 
father.  This  is  a comprehensive  review  of 
osteotomy  of  the  upper  end  of  the  femur. 
All  types  and  varieties  of  methods  of  osteotomy 
are  discussed. 

The  major  portion  of  the  work  is  on  the 
resection  angulation  osteotomy  described  by 
Henry  Milch.  This  is  a very  useful  and  reliable 
procedure.  The  technic  is  well  described. 
This  procedure  should  be  chosen  more  often 
for  the  indications  given. — Otho  C.  Hudson, 
M.D. 
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“Wine  is  constant  proof 

that  God  loves  us  and 
loves  to  see  us  happy” 


-BENJAMIN  FRANKLIN 


DEAR  DOCTOR: 

Ben  was  right,  Doctor,  as  usual.  The  warm  California  sunshine  that 
blesses  our  vineyards  becomes,  for  you,  a glass  of  happiness  and  good 
fellowship.  Try  a bit  of  wine  with  your  dinner  tonight. 

Especially  if  you  go  home  tired  and  tense.  Because  as  a physician  you 
know,  Doctor,  how  wine  can  help  relieve  tension;  is  euphoric  for  the 
elderly  patient  and  serves  as  a source  of  energy;  goes  well  with  many 
prescribed  diets  in  diabetes  and  cardiovascular  disease. 

Speaking  of  patients,  we’d  like  to  send  you,  free,  the  64-page  booklet, 
“USES  OF  WINE  IN  MEDICAL  PRACTICE,”  newly  revised.  It  sum- 
marizes the  findings  of  a quarter  century  of  scientific  research  on  this 
subject  in  America  and  Europe.  We  believe  you  will  find  it  useful  in 
your  practice. 

We’d  also  like  to  send  you  (to  make  your  wife’s  menu  planning  easier, 
and  your  meals  more  delicious),  our  free  24-page  booklet,  “WINE  COOK- 
ERY-THE  EASY  WAY.” 

Just  drop  us  a note  for  these  two  free  booklets.  And  here’s  a California 
toast  to  your  own  health,  Doctor,  with  wine . . . "jSalud!" 


WINE  ADVISORY  BOARD,  717  MARKET  ST.,  DEPT.  3,  SAN  FRANCISCO,  CALIF.  94103 


fluocmolone  acetomde  — an  original  steroid  from 

SYNTEXE3 


LABORATORIES  INC.,  PALO  ALTO.  CALIF. 


controls 
infected 
inflammatory 
dermatoses 
that  start  from 
scratch 


Neo-Synalar 

(fluocinolone  acetonide-neomycin  sulfate  cream) 

Cream 


The  “itch-scratch”  cycle  usually  associ- 
ated with  inflammation  often  results  in 
infected  dermatoses  because  broken 
skin  surfaces  are  particularly  vulnerable 
to  pathogenic  bacteria.1  To  treat  in- 
fected inflammatory  dermatoses,  Neo- 
Synalar  Cream  combines  the  most 
active  topical  corticosteroid  with  a 
highly  reliable  antibiotic  generally  re- 
served for  topical  application. 

In  Neo-Synalar,  fluocinoline  acetonide 
controls  the  inflammation  and  provides 
rapid  relief  from  associated  pruritus.  At 
the  same  time,  its  antibacterial  compo- 
nent — neomycin  — combats  superficial 
infection  caused  by  many  gram-positive 
and  gram-negative  bacilli2  that  often 
colonize  and  thrive  on  abraded  skin.1 
A specially  formulated  vanishing  cream 
base  that  is  greaseless  and  odor  free 
makes  Neo-Synalar  cosmetically  appeal- 
ing, and  encourages  greater  patient 
cooperation. 

controls  the  infection 
stops  the  scratch 

Contraindications:  Tuberculous,  fungal,  and 
most  viral  lesions  of  the  skin  (including  herpes 
simplex,  vaccinia,  and  varicella).  Not  for  ophthal- 
mic use.  Contraindicated  in  individuals  with  a 
history  of  hypersensitivity  to  any  of  its  com- 
ponents. Precautions:  Neomycin  rarely  produces 
allergic  reactions.  Prolonged  use  of  any  antibi- 
otic may  result  in  overgrowth  of  nonsusceptible 
organisms;  if  this  occurs,  appropriate  therapy 
should  be  instituted.  Where  severe  local  infection 
or  systemic  infection  exists,  the  use  of  systemic 
antibiotics  should  be  considered,  based  on  sus- 
ceptibility testing.  While  topical  steroids  have 
not  been  reported  to  have  an  adverse  "effect  on 
pregnancy,  the  safety  of  their  use  on  pregnant 
females  has  not  absolutely  been  established. 
Therefore,  they  should  not  be  used  extensively 
on  pregnant  patients,  in  large  amounts,  or  for 
prolonged  periods  of  time.  Side  Effects:  Side 
effects  are  not  ordinarily  encountered  with  topi- 
cal corticosteroids.  As  with  all  drugs,  however,  a 
few  patients  may  react  unfavorably  to  Neo-Syna- 
lar under  certain  conditions.  Availability:  Neo- 
Synalar  Cream  (0.025%  fluocinolone  acetonide, 
neomycin  sulfate,  equivalent  to  0.35%  neomycin 
base),  5 and  15  Gm.  tubes. 

References:  1.  Pillsbury,  D.  M.,  Shelley,  W.  B., 
and  Kligman.  A.  M.:  A manual  of  cutaneous 
medicine,  Philadelphia,  Saunders,  1961,  p.  79. 
2.  Barber,  M.,  and  Garrod,  L.  R:  Antibiotic  and 
chemotherapy,  Baltimore,  Williams  and  Wilkins, 
1963,  p.  111. 
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Analeptic-vitamins 
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Analgesics 

Protamide  (Sherman  Laboratories) 491 

Antibiotics 

Achromycin 
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HOLBROOK  MANOR  MSG 

Five  Acres  of  Pinewo'  ded  Grounds 

SENILE— AGED 

Non-sectarian,  dietary  laws  observed 
Medical  Director,  O.  L.  Friedman,  M.D.,  Q.P.,  M.A.P.A. 
HOLBROOK.  L.  I N.  Y.  Office;  TRafalgar  7-2666 


TRAINED  MEDICAL  ASSISTANTS 

to  save  your  valuable  time,  assume  responsibility  for  appoint- 
ments, patients,  records,  assist  you  with  lab,  X-ray,  E.K.G., 
B.M.R.,  etc.  The  Mandl  School  for  Medical  & Dental  Assist- 
ants has  been  training  in  these  fields  for  43  years.  Our  grad- 
uates have  sound  professional  skills.  Free  Placement  Service. 

Mandl  School  19 

175  Fulton  Ave.,  Hempstead,  L.l.  (516)  IV  1-2774 
EST.  1924  - Licensed  by  the  State  of  New  York  __ 


has  a special  and  personal  kind  of  meaning 
for  thousands  of  people  in  developing  nations 
on  three  continents.  To  those  who  have  sought 
and  found  healthier,  happier  and  more  pro- 
ductive lives,  HOPE  is  a white  hospital  ship 
where  American  doctors,  nurses  and  techni- 
cians teach  medical  counterparts  to  better 
diagnose  and  treat  their  own  countrymen. 
Won’t  you  share  in  the  magnificent  accom- 
plishments of  HOPE  volunteers  who  daily 
give  the  precious  gift  of  health  to  people 
once  hopeless? 


Please  send  your  contributions  to  Project 
HOPE,  Room  A,  Washington,  D C.  20007.  All 
donations  are  tax  deductible.  Thank  you  for 
your  valuable  support. 

Printed  as  a public  service  by  this  publication. 
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GENERAL  PRACTITIONER 


Town  of  6,000  in  the  Adirondacks  requires  a 
general  practitioner  who  is  especially  in- 
terested in  obstetrics  and  minor  surgery. 
In  addition  to  private  practice,  position  of 
plant  surgeon  with  large  corporation  is 
available. 


Area  is  one  of  great  scenic  beauty.  Good 
fishing,  hunting,  and  boating.  Summer  and 
winter  sports.  Modern,  centralized  schools, 
modern  shops,  chain  grocery  stores,  churches 
of  all  denominations  in  town. 


REPLY  TO  BOX  518,  % NYSJM 


PHYSICIANS  WANTED 


UNIQUE  OPPORTUNITY,  CONTRACT  GUARAN- 
teed,  Rockland  County,  20  min.  N.Y.C.  Refined  med. 
bldg,  adjoining  shopping  centers.  $40,000  gross  for 
pediatrician,  psychiatrist;  other  specialties  considered. 
8 hr.  day,  5 day  week.  11  month  year.  Box  487,  % 
NYSJM. 


GENERAL  PRACTITIONER  WANTED.  ARE  YOU 
working  alone  too  many  tough  years  with  not  enough  real 
time  off  and  never  set  at  ease  by  lack  of  full  coverage? 
Relocate  now  and  take  the  opportunity  to  work  with  very 
busy,  active  general  practitioner  in  his  large,  modern,  well 
equipped,  for  15  years  ever  growing  practice.  This 
arrangement  will  give  both  several  months  yearly  paid 
vacations  without  headaches;  income  above  average  for 
both.  No  obstetrics.  XCM  5.  Rochester,  N.  Y. 
Would  also  consider  relocation  if  someone  should  propose 
similar  opportunity.  Box  494,  % NYSJM. 


ATTENTION : IMMEDIATE  OPENING  FOR  PHYS1- 
cian  interested  in  Group  general  practice  in  Arizona. 
New  clinic  and  hospital  facilities.  No  investment  or 
equipment  necessary.  Industrial  connection  allows 
immediate  salary — $24,000  guaranteed.  Will  accept 
draft  eligible  physician.  Write:  Drawer  M,  Miami, 

Arizona. 


HOUSE  PHYSICIAN:  SMALL  ACCREDITED  COM- 

munity  hospital,  100  miles  from  N.Y.C.  Remuneration 
open.  Phone  or  write  Administrator,  Monticello  Hospital, 
Monticello,  N.Y.  Tel:  (914)  794-5000. 


PHYSICIANS  WANTED— CONT’D 


OPPORTUNITY  FOR  CAREER  IN  OCCUPATIONAL 
medicine  with  large  corporation.  Multiple  locations. 
Salary  plus  fringes.  Immediate  openings  tor  physicians 
with  industrial  experience,  two  general  practitioners,  and 
two  with  training  in  industrial  medicine.  Give  short 
resume.  Box  480,  % NYSJM. 


INTERNIST  WANTED  TO  ASSOCIATE  WITH  BOARD 
internist,  G.I.  subspecialty,  36  yrs.  old,  in  Queens,  N.Y. 
D.  T.  Beer,  M.D.,  GR  1-7010. 


YOUNG  RADIOLOGIST  OR  LAST  YEAR  RESIDENT, 
Board  eligible,  for  position  as  junior  associate  with  es- 
tablished radiologist  in  hospital  practice.  $2,000  per 
month  first  6 months.  Full  partnership  in  21/*  years. 
Smaller  Up-State  college  community,  on  lake,  near  uni- 
versity medical  centers.  Background  including  military 
status.  Box  519,  % NYSJM. 


GENERAL  PRACTITIONER  URGENTLY  NEEDED 
in  Alaska  church- related  hospital.  Full  time  salary 
basis.  Apply  Miss  Emma  Burris,  Room  1445,  475 
Riverside  Drive,  New  York,  N.Y.  10027. 


GENERAL  PRACTITIONER  OR  PEDIATRICIAN. 
Summer  months,  June  28  to  Sept.  4;  3 or  4 week  sections, 
5 or  6 days  per  wk,  until  4 p.m.  Room  and  meals;  $45 
per  diem.  New  York  license  required.  General  con- 
sultation and  first  aid  for  under-privileged  children  and 
mothers,  on  board  The  Floating  Hospital.  Leaves  East 
23rd  St.,  N.Y.C.,  8:30  a.m.  daily.  St.  John’s  Guild,  1 
East  42nd  St.,  New  York  City  10017. 


LONG  ISLAND,  NASSAU  COUNTY  GENERAL  PRAC- 
tice  group  needs  associate;  no  investment  needed.  Salary 
to  start,  partnership  in  one  year  if  compatible.  (516) 
PY  8-8011. 


POSITIONS  WANTED 


RADIOLOGIST,  BOARD  CERTIFIED— DIAGNOSIS  & 
therapy,  is  looking  for  part-time  position  or  association 
with  hospital,  clinic  or  medical  group.  Broad  experience, 
including  vascular  radiology.  Box  491,  % NYSJM. 


ANESTHESIOLOGIST,  ELIGIBLE  N.Y.  STATE 
license,  desires  position,  also  part  time.  Box  512,  % 
NYSJM. 


OPHTHALMOLOGIST:  AMERICAN  VETERAN,  Aus- 
tralian graduate,  U.S.  internship,  research,  publication. 
English  trained;  Diploma  in  ophthalmology;  ECFMG; 
recent  New  York  license.  Practicing  in  Sydney,  desires 
assistantship  Westchester,  Manhattan,  Long  Island. 
W.  G.  Fogland,  M.D.,  Park  Hotel,  20  Yurong  Street,  Syd- 
ney, N.S.W.,  Australia. 
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PRACTICES  FOR  SALE  OR  RENT 


AVAILABLE  FEBRUARY  15,  1967,  A PRACTICE  OF 
internal  medicine  grossing  fifty  thousand  plus.  Located 
on  Lake  Ontario  thirty-six  miles  from  Syracuse.  City  of 
twenty-five  thousand  with  growing  major  industries,  plus 
a booming  college  of  four  thousand.  Churches,  schools, 
recreation,  fine  expanding  hospital.  Box  503,  % NYSJM. 


GENERAL  PRACTICE  AVAILABLE— SPECIALIZING. 
50  minutes  north  Geo.  Washington  Bridge.  Skiing, 
swimming,  fishing,  etc.  L.  Krivit,  M.D.,  Monroe,  New 
York. 


MISCELLANEOUS 


ELECTROLYSIS:  PUT  YOURSELF  IN  OUR  HANDS 
with  confidence.  Superfluous  hair  removed  permanently 
without  scars.  No  case  too  small,  no  case  too  far  advanced. 
Special  attention  and  care  given  to  young  girls.  Free 
consultation,  by  appointment.  Lucille  Bouchard,  R.  I.  li- 
cense, 174  East  82nd  Street.  New  York  .N.Y.  RE  7-1066. 


BILLS  COLLECTED— ABUSE  IS  RULED  OUT— 
tactful  yet  successful- — 40  years  of  top  service  to  doctors 
and  hospitals — Mail  billhead  for  details.  Crane  Dis- 
count Corp.,  220  W.  42nd  St.,  New  York,  N.Y.  10036. 
LO  5-2943. 


REAL  ESTATE  FOR  SALE  OR  RENT 


NEW  YORK  DUTCHESS  COUNTY:  NEW  MEDICAL 
building  in  Wappingers  Falls,  Poughkeepsie  area,  occupied 
by  D.D.S.,  orthodontist,  and  Ob-Gyn.  Office  available 
for  all  specialties.  Critical  physician  shortage  because  of 
population  explosion.  Address:  Martin  Rabin  D.D.S.,  65 
South  Clinton  St.,  Poughkeepsie.  N.  Y.  (914)-454-0322 


UNIONDALE  PROFESSIONAL  BLDG.  URGENTLY 
needed  G.P.  or  allied  professions.  4 room  suite,  ground 
floor,  air  conditioned.  $150  mo.  Mrs.  Desch,  PI  1-5632 
or  PI  2-5251. 


SOUTHAMPTON  SUMMER:  CHARMING  COTTAGE 
on  Peconic  Bay  for  rent.  Two  bedrooms,  large  living 
room  with  fireplace;  extremely  attractive  inside.  Situated 
on  tree-shaded  property  that  is  right  on  superb  beach 
Golf,  tennis,  marinas,  summer  theaters  nearby.  $1,500 
for  season,  May  27  to  Sept.  10.  Call  (212)  BO  1-4311. 


PRACTICE  WANTED 


WANTED:  BUSY  OFFICE  PRACTICE  IN  FRIENDLY 
community.  I want  to  relocate  to  a neighborly  area  and 
will  rent  or  purchase  (or  even  consider  partnership  leading 
to  purchase  of)  an  established  medical  office  practice.  Mili- 
tary service  completed;  married,  with  small  family.  Box 
517,  % NYSJM. 


MOVING  SOON? 

Let  Us  Be  The  First  To  Know  Of  Your  New  Address! 

Six  weeks  notice  is  required  to  effect  a change  of  address.  Com- 
plete and  mail  the  form  below  to:  Circulation  Department,  New  York 
State  Journal  of  Medicine,  750  Third  Avenue,  New  York,  N.Y.  10017. 


Old  address 


Name. 


Please  Print 


New  Address: 

( Send  Journal  Number 

here) 


Street 


City 


State 


Zip  Code 


Effective  Date: 
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One  ‘Ornade’ 

Spansule  Capsule 
works  all  day 
(or  all  night)  to 
make  your  patient 
with  a cold  a lot 
more  comfortable. 

‘Ornade’,  the  unique  oral  nasal  decongestant  with  a drying  agent, 
a decongestant  and  an  antihistamine  in  the  ideal  dosage  form 

Ornade®  Spansule®  Capsules 

Trademark  brand  of  sustained  release  capsules 

Each  capsule  contains  8 mg.  of  Teldrin®  (brand  of  chlorpheniramine  male- 
ate),  50  mg.  of  phenylpropanolamine  hydrochloride,  and  2.5  mg.  of  isoprop- 
amide,  as  the  iodide. 

The  following  is  a brief  precautionary  statement.  Before  prescribing,  the 
physician  should  be  familiar  with  the  complete  prescribing  information  in 
SK&F  literature  or  PDR.  Contraindications:  Patients  with  glaucoma,  prostatic 
hypertrophy,  stenosing  peptic  ulcer,  pyloroduodenal  obstruction,  or  bladder 
neck  obstruction.  Precautions:  Use  with  caution  in  the  presence  of  hyper- 
tension, hyperthyroidism,  or  coronary  artery  disease;  and,  in  patients  who 
may  operate  vehicles  or  machinery,  warn  of  possible  drowsiness.  Note:  Since 
the  iodine  in  isopropamide  iodide  may  alter  PBI  test  results  and  will  suppress 
I131  uptake,  it  is  suggested  that  'Ornade'  be  discontinued  one  week  before 
these  tests.  Side  effects:  Drowsiness;  excessive  dryness  of  nose,  throat,  or 
mouth;  nervousness;  or  insomnia  may  occur  rarely,  but  are  usually  mild  and 
transitory.  Other  known  possible  side  effects  of  the  individual  ingredients  are: 
nausea,  vomiting,  diarrhea,  rash,  dizziness,  fatigue,  tightness  of  chest, 
abdominal  pain,  irritability,  tachycardia,  headache,  and  difficulty  in  urination. 

Smith  Kline  & French  Laboratories 


ALL-DAY  OR  ALL-NIGHT  RELIEF 
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Are  you  getting  through  to  your  patients? 


Ever  have  a patient  take  four  pills  every  two  hours  instead  of  two  every 
four  hours? 

Sometimes  this  happens  because  the  patient  — instead  of  listening 
to  your  instructions  — is  wondering  whether  he’ll  be  able  to  pay  your  bill, 
or  for  the  tests  you  order. 

But  this  sort  of  thing  seldom  happens  between  a GHI  Participating 
Doctor  and  a GHI  subscriber.  Both  parties  know  the  doctor’s  bill  will  be  paid, 
as  will  the  bills  for  any  necessary  tests.  This  liberates  both  the  doctor  and  the 
patient  to  concentrate  on  the  patient’s  complaint  and  how  to  treat  it. 

If  you'd  like  to  get  back  to  practicing  medicine  instead  of  medical 
economics,  perhaps  you  should  be  a GHI  Participating  Doctor.  Our  Profes- 
sional Relations  Department  will  fill  you  in  on  the  details.  Call  or  write  today. 


HEALTH 


GHI/221  PARK  AVENUE  SOUTH,  NEW  YORK,  N.Y.  10003/Phone:  777-6000 


Posed  by  professional  model 


I’m  supposed  to  get  up 
and  do  things? 


With  my  heart? 


It’s  entirely  natural — and  may  even  be  desirable — for  the  cardio-  j 
vascular  patient  to  be  somewhat  anxious  about  himself. 

But  when  anxiety  leads  to  unreasonable  self-imposed  limitations 
and  restrictions  . . . when  it  aggravates  cardiovascular  symptoms 
. . . when  it  interferes  with  restful  sleep,  measures  to  help  alle-  • 
viate  the  anxiety  are  probably  in  order. 

One  measure,  of  course,  is  reassurance.  Another,  adjunctive 
measure,  is  Equanil  (meprobamate). 


Over  a decade  of  experience  has  shown  that  Equanil  (mepro- 
bamate) is  generally  well  tolerated  as  well  as  effective.  Side 
effects  are  usually  limited  to  transient  drowsiness;  serious, 
therapy-interrupting  side  effects  are  rare. 


Cautions:  Carefully  supervise  dose  and 
amounts  prescribed,  especially  for  patients 
prone  to  overdose  themselves.  Excessive  pro- 
longed use  may  result  in  dependence  or 
habituation  in  susceptible  persons— as  ex- 
addicts, alcoholics,  severe  psychoneurotics. 
After  prolonged  high  dosage,  drug  should  be 
withdrawn  gradually  to  avoid  possibly  severe 
withdrawal  reactions  including  epileptiform 
seizures.  Side  effects  include  drowsiness  and, 
rarely,  allergic  or  idiosyncratic  reactions. 
These  reactions,  sometimes  severe,  can  devel- 
op in  patients  receiving  only  1 to  4 doses  who 
have  had  no  previous  contact  with  meproba- 
mate. Mild  reactions  are  characterized  by  urti- 
carial or  erythematous  maculopapular  rash. 
Acute  non-thrombocytopenic  purpura  with 
petechiae,  ecchymoses,  peripheral  edema  and 
fever  have  been  reported.  Meprobamate 
should  be  stopped  and  not  reinstituted.  Severe 
reactions,  observed  very  rarely,  include  angio- 
neurotic edema,  bronchial  spasms,  fever,  faint- 
ing spells,  hypotensive  crises  (1  fatal  case), 
anaphylaxis,  stomatitis  and  proctitis  (1  case) 
and  hyperthermia.  Warn  patients  of  possible 
reduced  alcohol  tolerance.  Should  drowsiness, 
ataxia,  or  visual  disturbances  occur,  dose 


should  be  reduced.  If  symptoms  persist,  pa-  j 
tients  should  not  operate  vehicles  or  danger- 
ous machinery.  A few  cases  of  leukopenia, 
usually  transient,  have  been  reported  following  j 
prolonged  dosage.  Other  blood  dyscrasias— 
aplastic  anemia  (1  fatal  case),  thrombocyto- 
penic purpura,  agranulocytosis  and  hemolytic 
anemia— have  occurred  rarely,  almost  always 
in  the  presence  of  known  toxic  agents.  One  I 
fatal  case  ot  bullous  dermatitis  following  inter-  ; 
mittent  use  of  meprobamate  with  prednisolone  1 
has  been  reported.  Prescribe  very  cautiously  j 
for  patients  with  suicidal  tendencies.  Suicidal 
attempts  should  be  treated  with  immediate 
gastric  lavage  and  appropriate  supportive 
therapy. 

Contraindications:  History  of  sensitivity  to 
meprobamate.  « 

Composition:  Tablets,  200  mg.  and  400  mg. 
meprobamate.  Coated  Tablets,  Wyseals® 
Equanil  (meprobamate)  400  mg.  Continuous- 
Release  Capsules,  Eouanil  L-A  (meproba- 
mate) 400  mg. 

American  Hospital  Formulary  Service  Cate- 
gory No.  28:16.08 

A quality  controlled  product  of 

Wyeth  Laboratories  Philadelphia,  Pa. 


to  help  relieve  anxiety  and  tension  occurring 
alone  or  secondary  to  organic  disease 


(meprolmate) 
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when  pain 
is  beyond 
the  reach 
of  simple 
analgesics 


TRANCO-GESIC  gives  your  patients  compre- 
hensive relief  of  mild  to  moderate  pain.  It 
extends  the  range  of  usefulness  of  aspirin  by 
dimming  pain  perception  and  also  reducing 
mental  and  physical  tension. 

Of  862  patients  who  were  treated  with  chlor- 
mezanone  and  aspirin  for  various  disorders, 
88%  experienced  excellent  or  good  pain 
relief.' 


TRANCO-GESIC 

tablets 

chlormezanoneioo  mg.  with  aspirin  300  mg. 
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Medical  News 


Albany  Medical  College  offers  teaching  days 

The  Department  of  Postgraduate  Medicine  of 
Albany  Medical  College  is  offering  a teaching 
day  in  fluid  and  electrolytes  on  March  9 and  a 
teaching  day  in  psychiatry  on  March  16  at 
10:00  a.m.  at  Huyck  Auditorium.  The  regis- 
tration fee  for  each  session  is  $15.00. 

At  the  March  9 session,  the  following  subjects 
and  speakers  will  be  presented:  “Sodium  and 

Water  Metabolism,”  Maurice  B.  Strauss,  M.D., 
professor  of  medicine,  Boston  University  School 
of  Medicine;  “Urine  Acidification  in  the 
Normal  and  Diseased  Kidney,”  Philip  R. 
Steinmetz,  M.D.,  associate  in  medicine,  Harvard 
Medical  School;  “Hyper  and  Hypohydrogen- 
emia,”  Howard  Levitin,  M.D.,  associate  pro- 
fessor of  medicine,  Yale  University  School  of 
Medicine. 

The  March  16  program  on  psychiatry  will 
feature  the  following:  “Use  of  Drugs  with  the 

Geriatric  Patient,”  D.  E.  Cameron,  M.D., 
research  professor  in  psychiatry,  Albany  Medi- 
cal College;  “Management  of  Intractable 
Insomnia  and  Depression  in  Medical  Practice,” 
William  L.  Holt,  Jr.,  M.D.,  professor  and  chair- 
man of  the  department  of  psychiatry,  Albany 
Medical  College;  “Current  Evaluation  of  the 
Role  of  Tranquilizers  and  Antidepressants  in 
Medical  Practice,”  and  “Use  and  Abuse  of 
Psychotropic  Drugs,”  Jonathan  O.  Cole,  M.D., 
chief,  psychopharmacology  research  branch, 
National  Institute  of  Mental  Health;  “Contra- 
ceptive Pills  and  Effects  on  Personality,” 
Edward  E.  Wallach,  M.D.,  assistant  professor  of 
obstetrics-gynecology,  Hospital  of  the  Uni- 
versity of  Pennsylvania. 

Lecture  series  on  emotional  and  psychiatric 
problems 

The  eighth  annual  program  on  “Emotional 
and  Psychiatric  Problems  in  Medical  Practice” 
will  begin  March  13  at  the  New  York  Academy 
of  Medicine.  The  course,  covering  problems 
encountered  in  the  practice  of  medicine,  pedi- 
atrics, and  obstetrics  and  gynecology,  will  con- 
sist of  seven  weekly,  small  group,  one  and  one- 
half  hour  sessions.  Registration  fee  is  $10.00. 
For  further  information  and  registration  con- 
tact: Office  of  Medical  Education,  The  New 

York  Academy  of  Medicine,  2 East  103rd 
Street,  New  York  10029. 

Arthur  M.  Master  lectureship 

Bernard  Lown,  M.D.,  of  the  Harvard  School 

Material  for  inclusion  in  the  medical  news  section  must  be 
received  six  weeks  prior  to  publication  date. 


of  Public  Health,  Boston,  will  present  the 
Arthur  M.  Master  Lectureship  at  The  Mount 
Sinai  Hospital,  New  York  City,  on  March  16. 
Dr.  Lown  is  renowned  for  his  contribution  in  the 
development  of  the  direct  current  countershock 
as  opposed  to  alternating  current,  for  the  con- 
trol of  tachycardias  and  arrhythmias. 

N.Y.  Academy  of  General  Practice  holds 
annual  meeting 

The  New  York  State  Academy  of  General 
Practice  will  hold  its  Nineteenth  Annual  Scien- 
tific Assembly  from  April  2 through  6 at  the 
Hilton  Hotel  in  New  York  City.  In  addition  to 
scientific  exhibits,  the  program  will  include 
talks  on  space  medicine,  nuclear  medicine,  cardi- 
ology, physical  therapy,  and  psychotropic  drugs. 

American  Neurological  Association  to  hold 
annual  meeting 

The  annual  meeting  of  the  American  Neuro- 
logical Association  will  be  held  June  12  through 
14  at  the  Claridge  Hotel  in  Atlantic  City,  New 
Jersey.  Applicants  submitting  scientific  papers 
must  send  a program  abstract  not  exceeding  200 
words  as  well  as  an  abstract  not  exceeding  1,000 
words  for  publication  in  the  Transactions.  The 
abstracts  should  be  submitted  in  duplicate,  on 
plain  white  paper,  listing  the  authors’  full 
names  and  addresses  and  the  names  of  two  dis- 
cussants for  each  presentation.  Scientific  ex- 
hibitors must  submit  a 200  word  abstract,  in 
duplicate,  indicating  the  title  of  the  exhibit  and 
the  amount  of  space  required. 

All  abstracts  and  inquiries  should  be  sent  to: 
Melvin  D.  Yahr,  M.D.,  710  West  168th  Street, 
New  York  City  10032,  prior  to  March  1,  1967. 

New  center  for  environmental  quality 
management  at  Cornell 

A center  for  environmental  quality  manage- 
ment has  been  established  at  Cornell  University. 
The  center  is  intended  to  provide  graduate 
training  and  research  in  environmental  health. 
Studies  will  be  concerned  with  the  environment 
itself  and  with  the  analysis  and  management 
necessary  to  make  the  most  effective  public 
policy  decisions  to  control  the  environment 
through  biological,  physical,  and  social  sciences 
and  engineering.  The  center  will  involve  stu- 
dents and  faculty  from  the  medical  colleges  in 
New  York  and  from  the  various  colleges  and 
schools  of  Cornell  in  Ithaca. 
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Medical  Schools 


Albert  Einstein  College  of  Medicine 
of  Yeshiva  University 

Vice-president  appointed.  Marcus  K.  Ko- 
gel,  M.D.,  dean  has  been  made  vice-president 
for  medical  affairs  and  science  at  Yeshiva. 
Dr.  Kogel  was  commissioner  of  hospitals  from 
1949  to  1954  and  has  been  with  the  College 
since  its  inception  twelve  years  ago.  In  this 
new  post  he  will  supervise  and  coordinate  all 
programs  in  the  medical,  biological,  and  phys- 
ical sciences  in  the  medical  schools  and  in 
Yeshiva’s  network  of  schools. 

Columbia  University  College  of 
Physicians  and  Surgeons 

' /, 

Endowment  received.  Gifts  from  the  estate 
of  Bernard  M.  Baruch  totaling  $2,089,984,  have 
been  received  by  the  College.  Part  of  the 
funds  will  endow  an  existing  professorial  chair 
in  the  name  of  Simon  Baruch,  Mr.  Baruch’s 
father  and  the  first  professor  of  hydrotherapy  at 
the  College  from  1907  to  1913,  as  well  as  support 
new  development  in  the  medical  school  depart- 
ment which  Mr.  Baruch’s  philanthropy  helped 
establish  fourteen  years  ago — the  Department 
of  Physical  Medicine  and  Rehabilitation. 

Downstate  Medical  Center 

New  dean  appointed.  Joseph  G.  Benton, 
M.D.,  professor  and  chairman,  Department  of 
Rehabilitation,  has  been  named  dean  of  the  new 
College  of  Health  Related  Professions.  As  dean, 
Dr.  Benton  will  be  responsible  for  the  program 
in  physical  therapy  which  started  in  the  fall  of 

1966,  and  the  program  in  occupational  therapy 
which  will  be  offered  beginning  September, 

1967. 

Elected  president.  Schuyler  G.  Kohl,  M.D., 
professor  of  obstetrics  and  gynecology,  was 
elected  president.  New  York  State  Board  of 
Medical  Examiners,  for  a one-year  term.  Dr. 
Kohl  is  an  examiner  in  obstetrics  and  gynecology 
and  his  term  was  effective  September,  1966. 

Annual  lectures.  Belding  H.  Scribner,  M.- 
D.,  delivered  the  Annual  Student  American 
Medical  Association  Lecture  on  January  9. 


In  1964  he  received  the  Outstanding  Achieve- 
ment Award  from  the  Mayo  Foundation.  Dr. 
Belding  spoke  on  “The  Treatment  of  Chronic 
Uremia.”  On  January  30  Park  S.  Gerald, 
M.D.,  chief,  Clinical  Genetics  Division,  Chil- 
dren’s Hospital  Medical  Center,  Boston,  Mas- 
sachusetts, spoke  on  “Familial  Chromosome  Dis- 
orders.” This  was  the  annual  Murray  B. 
Gordon  Lecture.  The  Sigma  XI  and  Research 
Society  Lecture  was  presented  on  February  20 
by  Sheldon  J.  Segal,  M.D.,  director,  Bio- 
Medical  Division.  The  Population  Council, 
New  York  City.  Dr.  Segal  discussed  “Family 
Planning  in  National  Health  Programs.” 

Faculty  appointments  and  promotions. 

Recent  appointments  to  the  faculty  include: 
Environmental  medicine  and  community 
health — Thomas  M.  Gocke,  M.D.,  clinical 
associate  professor;  psychiatry — Alvin  Bern- 
stein, M.D.,  Thomas  J.  Luparello,  M.D.,  Vernon 
H.  Sharpe,  M.D.,  assistant  professors;  and 
radiology — Lucy  F.  Squire,  M.D.,  assistant 
professor. 

Promoted  have  been:  Anesthesiology — Kal- 

man J.  Berenyi,  M.D.,  to  assistant  professor; 
ophthalmology — Martin  E.  Corwin,  M.D.,  to 
assistant  professor;  pediatrics — Ramon  R. 
Torres,  M.D.,  to  associate  professor;  and  re- 
habilitation medicine — Maurycy  Silber,  M.D., 
to  assistant  professor. 

Center’s  library  computer  system.  The 

first  computerized  on-line  system  in  a medical 
sciences  library  that  can  be  queried  in  every- 
day language  has  been  developed  recently  at  the 
Downstate  library.  Through  the  IBM  1050 
terminal,  documents  may  be  retrieved  by  au- 
thor, title,  date  of  publication,  library  classi- 
fication, or  subject.  Locally,  the  computer 
system  (known  as  LIS  for  “Library  Information 
Service”)  will  be  connected  with  affiliated 
hospitals  that  are  involved  in  the  Emergency 
Bed  Request  System  computer  program. 
Eventually  it  will  be  connected  to  the  Upstate 
Medical  Center  as  part  of  the  planned  Uni- 
versity-wide Biomedical  Communication  Net- 
work. Cataloging  for  the  computer  should  be 
completed  by  1968  and  will  include  the  entire 
journal  holdings  of  the  library  as  well  as  all 
books  and  monographs  published  since 
January,  1962. 
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The  Directory  remains  the  complete  authoritative  compilation  of  professional  data  on 
all  practicing  physicians  in  this  State.  It  is  essential  to  every  physician;  and  is  a con- 
stant source  of  reference  for  hospitals,  medical  schools,  insurance  companies,  legal  firms, 
pharmaceutical  houses,  medical  associations,  libraries,  foundations,  private  industry, 
labor  unions,  and  public  agencies. 


MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 
750  Third  Avenue,  New  York,  N.Y.  10017 


I enclose  $- 


for 


TORY  OF  NEW  YORK  STATE 


copy(s)  of  the  1966  Edition  of  the  MEDICAL  DIREC- 


Name 


(Please  Print) 


Address 


City  State  Zip 

$25.00  plus  5%  NYS  sales  tax  in  N.Y.  City;  2%  outside  N.Y.  City. 
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when  congestion  is  complicated  by  sulfa-susceptible 

bacterial  invaders  in  the 
upper  respiratory  tract... 


prescribe  economical 


TTmulfaiiiinic; 


Each  tablet  contains: 

Triaminic®  

(phenylpropanolamine  hydrochloride  12.5  mg., 
pheniramine  maleate  6.25  mg.,  pyrilamine 
maleate  6.25  mg.) 

Trisulfapyrimidines,  U.S.P. 

(sulfadiazine  0.167  Gm.,  sulfamerazine 
0.167  Gm.,  sulfamethazine  0.167  Gm.) 


25  mg. 


0.5  Gm. 


DORSEY  LABORATORIES  • a division  of  The  Wander  Company  • LINCOLN,  NEBRASKA 

PHARMACOLOGY:  Triaminic  decongests  and  promotes  drainage  of  nasal  and  paranasal  passages,  and  prevents  any  further 
histamine-induced  damage;  the  triple  sulfonamides  inhibit  susceptible  bacterial  invaders.  INDICATIONS:  For  congestion  and 
infection  of  the  upper  respiratory  tract  caused  by  sulfa-susceptible  organisms.  DOSAGE:  Adults:  2 to  4 tablets  initially,  fol- 
lowed by  2 tablets  (concluded  on  facing  page)  every  6 hours.  Medication  should  be  continued  until  patient  has  been  afebrile 
for  3 days,  (concluded  on  facing  page) 
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Trisulfaminic  continued 
ADVANTAGES:  The  advantages  of  Trisulfa- 
minic in  upper  respiratory  infections 
are:  palatability  of  suspension;  freedom 
from  narcotics  or  alcohol;  therapeutic  re- 
liability; safety;  economy;  ease  of  adminis- 
tration; freedom  from  potential  sensitiza- 
tion to  broad-spectrum  antibiotics  which 
may  be  reserved  for  lower  respiratory  or 
other  infections  caused  by  susceptible  or- 
ganisms. CONTRAINDICATIONS:  Contraindi- 
cated in  sulfonamide  and  antihistamine  sen- 
sitivity, impaired  renal  function,  pregnancy 
approaching  term,  and  in  premature  infants 
and  newborn  infants  during  the  first  month 
of  life.  Do  not  use  in  patients  with  glaucoma, 
prostatic  hyperthophy,  stenosing  peptic  ul- 
cer, pyloroduodenal  or  bladder  neck  obstruc- 
tion. WARNING:  Use  only  after  careful  evalu- 
ation in  patients  with  liver  or  renal  damage, 
urinary  obstruction,  or  blood  dyscrasias. 
Deaths  have  been  reported  from  hypersensi- 
tivity reactions  with  administration  of  sul- 
fonamides. In  intermittent  or  prolonged 
therapy,  blood  counts  and  liver  and  kidney 
function  tests  should  be  performed  periodi- 
cally. Sulfonamide  therapy  may  potentiate 
the  hypoglycemic  action  of  sulfonylureas. 
PRECAUTIONS:  Use  with  caution  in  patients 
with  histories  of  significant  allergy  or  asth- 
ma. Assure  an  adequate  fluid  intake.  Be- 
cause the  antihistamines  may  cause  drowsi- 
ness of  varying  degree,  warn  patients  about 
activities  requiring  alertness  such  as  driving 
a car  or  operating  dangerous  machinery.  Use 
with  caution  in  the  presence  of  hyperten- 
sion, hyperthyroidism,  cardiovascular  disease 
and  diabetes.  ADVERSE  REACTIONS:  As  in 
all  sulfonamide  therapy,  the  following  re- 
actions may  occur:  headache,  nausea,  vom- 
iting, diarrhea,  icterus,  hepatitis,  pancreati- 
tis, urticaria,  rash,  fever,  cyanosis,  hema- 
turia, crystalluria,  proteinuria,  blood  dyscra- 
sias, petechiae,  purpura,  neuropathy  and 
injection  of  the  conjunctiva  and  sclera.  If 
one  or  more  of  these  reactions  occur,  the 
drug  should  be  discontinued.  With  antihis- 
taminic  therapy  there  have  been  reports  of 
sedation  varying  from  mild  drowsiness  to 
deep  sleep,  dizziness,  lassitude,  inability  to 
concentrate,  fatigue,  incoordination,  tin- 
nitus, blurred  vision,  diplopia,  euphoria,  ner- 
vousness, insomnia,  tremors,  palpitation, 
hypotension,  headache,  chest  tightness,  uri- 
nary frequency,  dysuria,  tingling  of  the 
hands,  dryness  of  the  mouth,  throat,  and 
nose,  gastrointestinal  disturbances  such  as 
epigastric  distress,  anorexia,  nausea,  vom- 
iting, constipation  and  diarrhea  and  very 
rarely,  leukopenia  and  agranulocytosis.  Ad- 
verse reactions  reported  with  the  use  of 
sympathomimetic  amines  include  anxiety, 
tension,  restlessness,  nervousness,  tremor, 
weakness,  insomnia,  headache,  palpitation, 
tachycardia,  angina,  elevation  of  blood  pres- 
sure, sweating,  mydriasis,  anorexia,  nausea, 
vomiting,  dizziness,  constipation,  and  dys- 
uria due  to  vesicle  sphincter  spasm.  PACK- 
AGE INFORMATION:  Trisulfaminic  Tablets: 
Supplied  in  bottles  of  100  tablets.  CAUTION: 
Federal  law  prohibits  dispensing  without 
prescription. 

DORSEY  LABORATORIES 
a division  of  The  Wander  Company 
LINCOLN,  NEBRASKA 


Abstracts  in 
Interlingua 


Herbert,  W.  H.:  Le  base  pro  interpretar 

effectos  del  dynamica  atrial  como  indica tores  del 
function  ventricular  ( anglese ),  New  York 
State  J.  Med.  67:  675  (1  de  martio)  1967. 

Familiaritate  con  le  normal  dynamica  atrial 
| es  de  adjuta  in  interpretar  variationes  in  di- 
verse entitates  clinic  e in  planar  un  adequate 
programma  therapeutic  pro  numerose  morbos 
ab  bloco  cardiac  complete  ad  infarcimento  myo- 
cardial. Un  studio  del  contomos  e del  com- 
ponentes  de  curvas  indica  pressiones  e provide 
evidentia  pro  varie  conditiones.  Certe  entitates 
pathologic  depende  del  mantenentia  de  un 
rhythmo  sinusal.  Quando  un  altere  rhythmo 
superveni,  omne  effortio  debe  esser  facite  pro 
restaurar  le  mechanismo  sinusal. 

Lubit,  E.  C.:  Ante  un  adenectomia — pesar! 

pensar!  ponderar!  (anglese),  New  York  State 
J.  Med.  67:  681  (1  de  martio)  1967. 

Quando  un  patiente  pediatric  manifesta  un 
impedimento  de  lingua,  on  debe  supponer  que 
ille  es  afficite  de  congenite  incompetentia  phar- 
yngopalatal.  In  un  tal  caso,  le  patiente  debe 
esser  examinate  meticulosemente  ante  que  on 
permitte  que  un  adenoidectomia  es  effectuate, 
proque  post  le  operation  le  defecto  de  lingua  pote 
devenir  permanente  e sever.  In  le  majoritate 
de  tal  juveniles,  un  correction  pote  esser  ef- 
fectuate in  nostre  dies  solo  per  le  uso  permanente 
de  un  obturator  o de  palatopharyngoplastia. 
Attention  in  foras  de  ordinario  debe  esser 
prestate  pro  prevenir  un  defecto  de  lingua  que 
necessitarea  un  therapia  talmente  sever. 

Pinck,  R.  L.,  e Gannon,  W.  E.:  Meningio- 

mas; diagnose  per  angiographia  (anglese), 
New  York  State  J.  Med.  67:  686  (1  de 

martio)  1967. 

Circa  15  pro  cento  de  omne  tumores  intra- 
cranial es  meningiomas.  Le  plus  commun- 
mente  illos  ha  lor  origine  in  le  fossas  anterior  e 
median.  Angiographia  es  de  adjuta  in  le 
diagnose  per  indicar  alterationes,  per  monstrar 
le  circulation,  per  revelar  un  rete  brossose  de 
arterias  al  longo  de  un  margine  del  tumor  (lo 
que  es  diagnostic),  per  monstrar  si  o non  le 
tumor  es  alimentate  per  le  systema  carotidic 
externe,  e per  indicar  le  persistentia  del  tinc- 
turation  de  tumor.  Ulo  es  etiam  utile  in  dif- 
ferential’ meningiomas  ab  gliomas. 
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Medical  Meetings 


Lecture  on  dermatologic  radiation 

The  division  of  dermatology  of  the  Depart- 
ment of  Medicine  of  Downstate  Medical  Center 
is  sponsoring  a lecture  on  “Recent  Trends  in 
Dermatologic  Radiation”  by  Anthony  Domon- 
kos,  M.D.,  associate  professor  of  clinical  derma- 
tology, College  of  Physicians  and  Surgeons, 
Columbia  University,  on  March  3 from  10:00 
a.m.  to  11:00  a.m.  in  “F”  building  classroom, 
second  floor.  Kings  County  Hospital,  451 
Clarkson  Avenue,  Brooklyn,  New  York. 

Continuing  education  courses  to  be  held  in 
Buffalo 

As  part  of  its  continuing  medical  education 
series,  the  State  University  of  New  York  at 
Buffalo  School  of  Medicine  is  offering  the 
following  courses: 

— Surgical  and  Medical  Aspects  of  Urology  on 
March  3 and  4,  8:00  a.m.  to  5:00  p.m.  at  the 
Hotel  Stuyvesant; 

— Obstetrics  and  Gynecology  on  March  15 
and  16,  8:00  a.m.  to  5:00  p.m.  at  Buffalo 
General  Hospital. 

Tuition  is  $50.  The  program  has  been 
accepted  for  fourteen  accredited  hours  by  the 
American  Academy  of  General  Practice.  For 
information  write:  Continuing  Medical  Educa- 

tion Program,  2211  Main  Street,  Buffalo, 
New  York  14214. 

Postgraduate  course  for  internists  on  heart 
disease 

The  American  College  of  Physicians  will 
sponsor  a five-day  postgraduate  course  March  6 
through  10  on  “Recent  Advances  in  Cardio- 
vascular Disease”  in  New  York  City  at  the 
Blumenthal  Auditorium  of  the  Mount  Sinai 
School  of  Medicine.  Charles  K.  Friedberg, 
M.D.,  director  of  the  division  of  cardiology  and 
medicine,  Mount  Sinai  School  of  Medicine,  is 
the  course  director.  Faculty  will  be  drawn 
from  the  host  medical  school  and  from  other 
institutions  including  the  National  Heart  Insti- 
tute, Hahnemann  Medical  College,  Cleveland 
Clinic,  and  Peter  Bent  Brigham  Hospital. 

Downstate  Medical  Center  to  hold  lecture 

The  Department  of  Medicine  of  Downstate 
Medical  Center  is  sponsoring  a special  lecture  on 
“Random  Reflections  on  Radioactive  and  Cul- 
tural Fallout”  by  J.  E.  Rail,  M.D.,  Ph.D., 

Material  for  inclusion  in  the  medical  meetings  section 
must  be  received  six  weeks  prior  to  publication  date. 


director  of  intramural  research,  National  Insti- 
tute of  Arthritis  and  Metabolic  Diseases  of  the 
National  Institutes  of  Health,  on  March  13  at 
2:00  p.m.  in  the  first  floor  lecture  hall,  Basic 
Sciences  Building,  450  Clarkson  Avenue,  Brook- 
lyn, New  York. 

Cardiopulmonary  disease  subject  of  post- 
graduate course 

A five-day  postgraduate  course  on  the 
“Physiological  Aspects  of  Cardiopulmonai'y 
Disease,”  sponsored  by  the  American  College  of 
Physicians,  will  be  given  March  13  through  17 
in  the  Harkness  Auditorium  of  the  Yale— New 
Haven  Medical  Center.  Frank  D.  Gray,  Jr., 
M.D.,  associate  professor  of  medicine,  Yale 
Medical  School  is  course  director.  Codirector 
is  Donald  F.  Egan,  M.D.,  associate  clinical 
professor  of  medicine,  Yale  Medical  School. 
The  faculty  will  be  drawn  from  Yale  Medical 
School,  with  guest  lecturers  from  McGill 
University,  Columbia-Presbyterian  Medical 
Center,  Duke  University,  and  other  institu- 
tions. 

Alumni  of  State  University  at  Buffalo  to  meet 

The  thirtieth  annual  spring  clinical  days  for 
medical  alumni  of  the  State  University  of  New 
York  at  Buffalo  will  be  held  March  17  and  18  in 
the  Conference  Theater  of  Norton  Union  from 
9:00  a.m.  to  5:30  p.m.  The  program,  “Ap- 
proach to  Common  Medical  Problems,”  is 
under  the  direction  of  Sidney  Anthone,  M.D., 
assistant  clinical  professor  of  surgery. 

International  conference  on  schizophrenia 

The  first  international  conference  on  schizo- 
phrenia, sponsored  by  the  Department  of  Psy- 
chiatry of  the  University  of  Rochester,  will  be 
held  March  29  through  31  in  Strong  Auditorium, 
River  Campus,  University  of  Rochester.  For 
further  information  contact:  John  Romano, 

M.D.,  professor  and  chairman,  Department  of 
Psychiatry,  School  of  Medicine  and  Dentistry, 
University  of  Rochester. 

Pan  American  Cancer  Cytology  Congress 
to  meet 

The  third  Pan  American  Cancer  Cytology 
Congress  will  meet  May  7 through  11  in  New 
York  City  at  the  Waldorf-Astoria  Hotel.  The 
program  will  feature  panel  discussions,  seminars, 

continued  on  page  649 
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DOCTOR, 


Here  is  the  expanded  Abbott 
anorectic  program  designed  to 
meet  the  individual  needs  of 
your  overweight  patients. 


ABBOTT 

ANORECTIC 

PROGRAM 


THE  PRODUCT 


DESOXYN*  Gradumet* 

METHAMPHETAMINE  HYDROCHLORIDE  IN  LONG-RELEASE  DOSE  FORM 


5 mg  r~l  10  mg.  £3 


15  mg  3 


DESBUTAL*  10  Gradumet 

10  mg.  METHAMPHETAMINE  HYDROCHLORIDE,  60  mg.  SODIUM  PENTOBARBITAL 


FRONT  3 SIDE 

W ' 9 


DESBUTAL15  Gradumet 

15  mg.  METHAMPHETAMINE  HYDROCHLORIDE,  90  mg.  SODIUM  PENTOBARBITAL 


FRONT 


SIDE 


MOOD  ELEVATION 


DESOXYN  Gradumet 

Smooth  appetite  control  plus  mood  elevation 

Typically,  the  obese  patient  is  a repeat  dieter. 
And  with  each  failure,  the  task  looks  more 
hopeless.  Therefore,  it  is  often  just  as  im- 
portant to  lift  the  mood  as  to  curb  the  appe- 
tite. Desoxyn  Gradumet  does  just  that.  It 
gently  elevates  and  sustains  the  mood.  And 
no  other  product— amphetamine  or  non-am- 
phetamine—is  more  effective  in  suppressing 
appetite. 


DESBUTAL  Gradumet 

For  patients  who  can't  take  plain  amphetamine 

Desbutal  Gradumet  contains  2 drugs,  each 
in  its  own  tablet  section,  combined  back  to 
back  to  form  a single  tablet.  One  section 
contains  Desoxyn  to  suppress  the  appetite 
and  lift  the  mood ; the  other  contains  Nem- 
butal® (pentobarbital)  to  soothe  the  patient 
and  counteract  any  excessive  stimulation. 
The  drugs  are  released  in  an  effective  dosage 
ratio  throughout  the  day. 


COIMTROLLED-RELEASE 


HOW  IT  DIFFERS  FROM 
LONG-RELEASE 

The  Gradumet  is  made  up  of  thousands  of 
interconnecting  channels,  much  like  a 
sponge.  These  channels— filled  with  a drug 
—end  at  the  outer  surface  of  the  tablet.  When 
fluid  comes  in  contact  with  the  Gradumet, 
the  drug  in  the  outer  ends  of  the  channels 
dissolves.  As  the  fluid  makes  its  way  up  the 
channels,  there  is  a continuous  release  of 
medication. 


THIS  IS  A RELEASE 
YOU  CAN  COUNT  ON 


Since  the  rate  of  release  is  rigidly  determined 
by  the  size  and  number  of  channels,  the 
Gradumet  is  able  to  provide  controlled-re- 
lease  as  well  as  long-release.  Patients  get  a 
measured  amount  of  medication,  moment  by 
moment,  throughout  the  day— from  a single 
ora!  dose. 


THE  PROGRAM 


ABBOTT 

ANORECTIC 

PROGRAM 


WEIGHT  CONTROL 
BOOKLET 

To  help  your  obese  patients  understand  why 
they  are  overweight— and  what  they  can  do 
about  it— Abbott  has  a booklet  called  "The 
Secret  of  Controlling  Your  Weight."  It  is 
available  to  your  patients  only  through  you. 
Here  is  a partial  list  of  the  topics  covered  : 
Why  you  are  overweight 
Rewards  of  weight  reducing 
Balanced  meals 
Helpful  hints 
Hunger  between  meals 
Snacks 

Weekly  weighings 
Exercise 

Holidays,  vacations,  special  events 
Leanness  and  longevity 
Each  topic  is  covered  on  one  page  in  simple 
and  easy-to-understand  language.  At  the 
back  of  the  booklet,  there  is  a list  of  160 
foods  showing  their  caloric  content. 


the 

secret 

of 


controlling 
your  weight 


FOOD  DIARY 


The  Food  Diary  is  designed  to  help  the  over- 
weight patient  follow  your  eating  instruc- 
tions. Space  is  provided  for  breakfast,  lunch, 
supper,  and  even  snacks.  By  writing  every- 
thing down  that's  eaten  each  day,  the  patient 
is  constantly  reminded  that  she's  trying  to 
change  her  eating  habits.  And  you  are  fur- 
nished with  a written  record  of  how  well 
she's  doing. 

This  booklet  also  lists  the  caloric  content  of 
160  foods. 
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See  Brief  Summary  on  next  page. 


THE  PRICE 


ABBOTT 

ANORECTIC 

PROGRAM 


ECONOMY 
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Desoxyn  Gradumet  and  Des- 
butal  Gradumet  are  so  reason- 
ably priced  that  patients  in 
many  cases  save  enough 
(compared  to  other  leading 
long-release  anoretics)  to  get 
five  weeks  of  medication  for 
the  price  of  four. 


FREE  SUPPLIES 


#/<  € 
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There  are  four  weight  control  booklets,  each 
with  the  same  text,  but  with  a different  sam- 
ple in  the  back  of  the  booklet  to  meet  your 
individual  patient's  needs.  You  have  your 
choice  of  Desoxyn  Gradumet  in  10  mg.  or 
15  mg.  strengths  as  well  as  Desbutal  10 
Gradumet  and  Desbutal  15  Gradumet.  The 
Food  Diary  is  the  same  for  all  of  the  weight 
control  booklets. 

Your  Abbott  man  will  be  happy  to  supply 
you  with  booklets.  Just  ask  him. 

CONTRAINDICATIONS:  Methampheta- 
mine  (in  Desoxyn  and  Desbutal)  is  contraindi- 
cated in  patients  taking  a monoamine  oxidase 
inhibitor.  Do  not  use  pentobarbital  (in  Desbu- 
tal) in  persons  hypersensitive  to  barbiturates. 


PRECAUTIONS,  SIDE  EFFECTS:  Observe 
caution  in  patients  with  hypertension,  cardio- 
vascular disease,  hyperthyroidism,  old  age,  or 
those  sensitive  to  sympathomimetic  drugs. 
Prolonged  usage  may  lead  to  tolerance  or  psy- 
chic dependence.  Careful  supervision  is  neces- 
sary to  avoid  chronic  intoxication  and 
addiction. 

Amphetamine  side  effects  such  as  a headache, 
excitement,  agitation,  palpitation  or  cardiac 
arrhythmia  usually  may  be  controlled  by  re- 
ducing the  dose.  Paradoxically-induced  de- 
pression is  an  indication  to  withdraw  the  drug. 
Pentobarbital  (in  Desbutal)  may  cause  skin 
rash.  Nervousness  or  excessive  se- 
dation with  Desbutal  is  usually 
transient.  701069 


Gradumet— Long-release  dose  form,  Abbott  U S Pat  No  2,987,445 


■ Despite  introduction  of  synthetic  substitutes,  efficacy  of  ‘Empirin’ 
Compound  with  Codeine  remains  unchallenged. 


‘Empirin’®  Compound  with  Codeine  Phosphate  gr.  Vi  No.  3 

Each  tablet  contains:  Codeine  Phosphate  gr.  V2  (Warning  — May  be  habit 
forming),  Phenacetin  gr.  214,  Aspirin  gr.  3V4 , Caffeine  gr.  V2. 


Keeps  the  Promise  of  Pain  Relief 

/LI  BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.  Y. 


Preludin 


phenmetrazine 
hydrochloride 


helps  keep 
calories  at 
arm's  length 


In  one  double-blind  program'" 
involving  diet,  close  doctor/patient 
| cooperation,  exercise,  posture 
instruction,  and  follow-up  visits,  93 
obese  patients  received  Preludin  or 
a placebo. The  drug  and  placebo  were 
alternated  every  four  weeks.  This 
procedure  lasted  from  8 to  35  weeks. 

Sixty-one  percent  of  the  patients 
lost  more  weight  on  Preludin 
than  on  placebo.  In  fact,  they  lost 
an  average  1.9  pounds  per  week— 


almost  four  times  as  much  as  when 
they  were  on  placebo! 

For  a decade  Preludin  has  demon- 
strated similar  results.  Its  effective- 
ness has  been  described  in  more  than 
300  published  clinical  reports  in- 
volving more  than  10,000  patients. 

Preludin  curbs  appetite  without 
excessive  stimulation.  It  will  work 
in  your  weight-control  programs  too. 

*Barnes,  R.  H. : J.A.M.A.  166:898, 1958. 


! Preludin®  tablets  of  25  mg. 

Endu  rets®  prolonged-action  tablets  of  75  mg. 
Dosage: One 25  mg.  tablet  twoorthree  times  daily, 
or  one  75  mg.  Endurets  tablet  once  daily. 
Contraindications:  Severe  coronary  artery  disease, 
[ hyperthyroidism,  severe  hypertension,  nervous 
instability,  and  agitated  prepsychotic  states.  Do 
not  use  with  other  CNS  stimulants,  including 
MAO  inhibitors. 

Warning:  Do  not  use  during  the  first  trimester  of 
pregnancy  unless  potential  benefits  outweigh 
possible  risks. 

Precautions:  Use  with  caution  in  moderate  hyper- 
tension and  cardiac  decompensation.  Excessive 


use  may  result  in  a psychotic  illness  manifested  by 
restlessness,  mood  or  behaviorchanges,  hallu- 
cinations, ordelusions. 

Side  Effects:  Dryness  or  unpleasant  taste  in  the 
mouth,  urticaria,  and  (rarely)  overstimulation, 
insomnia,  dizziness,  nausea,  or  headache. 

For  details,  see  full  Prescribing  Information.  6544-111  (B) 

Under  license  from  Boeh  ringer  Ingel  helm  G.m.b.H, 
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Ilosone®  provides  more  antibacterial  activity 
than  any  other  oral  erythromycin 


Acid  stable,  better  absorbed . . . Ilosone 
produces  faster,  higher,  more  prolonged 
blood  levels,  even  in  the  presence  of  food1 3 

Because  it  is  the  most  active  form  of  oral 
erythromycin,  Ilosone  can  help  assure 
consistently  greater  antibacterial  activity 
at  the  site  of  infection.  Ilosone  produces 
peak  antibacterial  blood  levels  two  to  four 
times  those  of  other  erythromycin 
preparations.1’2  Not  only  are  these  levels 
attained  earlier,  but  they  are  maintained 
for  much  longer  periods.  Even  the 
presence  of  food  does  not  seem  to  affect 
the  activity  of  Ilosone.13 

In  the  treatment  of  patients  with  bacterial 
infections  susceptible  to  erythromycin, 
Ilosone  has  compiled  an  excellent 
therapeutic  record.  Since  it  exerts  its 
greatest  activity  against  gram-positive 
organisms,  it  is  particularly  useful  in 
common  respiratory  and  soft-tissue 
bacterial  infections.  Ilosone  kills— not 
merely  inhibits— streptococci, 
pneumococci,  and  more  strains  of 


staphylococci  than  any  other  macrolide 
antibiotic.  This  bactericidal  action, 
coupled  with  the  high  antibacterial  levels 
attained,  makes  Ilosone  especially  valuable 
in  patients  with  low  host  resistance,  such 
as  infants,  debilitated  individuals,  and 
diabetics. 


Ilosone  has  shown  no  cross-resistance  with 
penicillin  and  may  be  effective  against 
organisms  that  have  become  resistant  to 
that  agent.  Despite  its  high  antibacterial 
activity,  Ilosone  has  demonstrated  a low 
incidence  of  side  reactions.  Blood 
dyscrasias,  ototoxicity,  and  tooth  staining 
have  not  been  observed.  Infrequent 
cases  of  drug  idiosyncrasy,  manifested  by 
a cholestatic  jaundice,  have  occurred, 
but  there  have  been  no  known  definite 
residual  effects. 


Ilosone* 

Erythromycin 
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( See  next  page  for  prescribing  information.) 


llosone®/ the  most  active  oral  form  of  erythromycin 


Description:  llosone  is  the  most  active  form  of  oral  erythromycin 
that  has  been  developed.  Because  it  is  stable  in  acid,  well  absorbed, 
i and  excreted  in  lesser  amounts  in  the  bile,  it  provides  faster,  higher, 
! and  longer-lasting  levels  of  antibacterial  activity  (ABA)  in  the  serum, 
I even  when  taken  with  food,  than  do  comparable  doses  of  erythro- 
j mycin. 

j Indications:  llosone  is  indicated  in  infections  caused  by  micro- 
l organisms  sensitive  to  its  action  (especially  staphylococci,  hemo- 
! lytic  streptococci,  and  pneumococci).  The  drug  is  therefore  useful 
I in  a high  proportion  of  bacterial  diseases  encountered  in  clinical 
i practice  and  particularly  in  the  treatment  of  bacterial  infections 
of  the  upper  and  lower  respiratory  tract  and  soft  tissues. 

In  the  treatment  of  acute  bacterial  pharyngitis  and  tonsillitis,  this 
antibiotic  has  promptly  eradicated  the  bacteria  (streptococci)  and 
has  produced  a parallel  prompt  clinical  improvement.  There  have 
been  no  group  A beta-hemolytic  streptococci  resistant  to  this 
preparation.  In  beta-hemolytic  streptococcus  infections,  treatment 
should  be  maintained  for  ten  days  to  prevent  the  development  of 
j rheumatic  fever  or  glomerulonephritis. 

Erythromycin  estolate  has  proved  to  be  very  effective  in  pneumo- 
coccus pneumonia  and  in  acute  bronchitis  with  pneumococci  on 
culture.  Bronchopneumonia  and  otitis  media  in  children  have  re- 
sponded well  to  its  use. 

The  antibiotic  has  been  used  very  successfully  in  staphylococcus 
infections.  Good  therapeutic  results  have  been  obtained  in  soft- 
tissue  infections,  abscesses,  cellulitis,  carbuncles,  wound  infec- 
tions, and  furunculosis. 

In  serious  staphylococcus  infections,  erythromycin  preparations 
should  be  used  only  in  combination  therapy  with  other  antimicrobial 
agents.  As  is  the  case  with  any  treatment  regimen  used  in  these 
severe  conditions,  surgical  procedures  should  be  performed  when 
indicated,  and  large  dosages  of  the  antimicrobial  agents  should  be 
employed.  In  this  fashion,  llosone  has  been  effective  in  staphy- 
' lococcus  pneumonia,  osteomyelitis,  septicemia,  empyema,  and 
| meningitis. 

Multiple  500-mg.  doses  of  the  drug  have  been  useful  in  gonor- 
rhea and  syphilis.  Since  penicillin  is  the  drug  of  choice  for  the 
, treatment  of  syphilis  and  gonorrhea,  erythromycin  estolate  should 
be  employed  for  these  infections  only  in  patients  with  a history  of 
penicillin  allergy.  Also,  other  infections  due  to  susceptible  bacteria 
in  patients  known  to  be  hypersensitive  to  penicillin  or  other  anti- 
biotics may  be  considered  for  treatment  with  llosone. 
Contraindications:  llosone  is  contraindicated  in  patients  with  a 
known  history  of  sensitivity  to  this  drug  and  in  those  with  pre- 
existing liver  disease  or  dysfunction. 

Side-Effects:  Data  obtained  from  seven  years’  use  of  propionyl 
erythromycin  ester  and  erythromycin  estolate  (llosone)  indicate 
that  hepatic  dysfunction  with  or  without  clinical  jaundice  may  occur 
during  or  following  courses  of  therapy  with  the  drug. 

Changes  in  liver  function  tests  in  such  cases  have  been  indicative 
■ of  intrahepatic  cholestasis.  The  symptoms  appear  to  be  the  result 
of  a form  of  sensitization.  The  initial  symptoms  have  appeared  in 
some  cases  after  a few  days  of  treatment  but  generally  have  fol- 
lowed one  or  two  weeks  of  continuous  therapy  or  several  courses 
of  the  drug.  Symptoms  reappear  promptly  if  the  drug  is  readmin- 
istered to  sensitive  patients,  usually  within  forty-eight  hours.  Eosino- 
philia  was  noted  in  peripheral  blood  counts.  The  findings  readily 
subsided  without  apparent  residual  effects  when  treatment  was  dis- 
continued. Recovery  was  delayed  in  one  reported  instance.  The 
physician  indicated  in  this  case  that  either  drug-induced  jaundice 
or  viral  hepatitis  may  have  been  responsible  for  the  findings. 

In  one  clinical  study  involving  ninety-three  patients  treated  with 
the  antibiotic,  three  cases  of  jaundice  were  observed  and  an  addi- 
tional eleven  cases  developed  some  changes  in  liver  function  tests. 
Three  of  the  patients  had  abnormal  liver  function  tests  a second 
time  on  readministration  of  the  drug. 

Even  though  it  is  assumed  that  not  all  cases  of  jaundice  have 
been  reported,  it  seems  clear  that  the  number  is  small  compared 
with  the  amount  of  drug  that  has  been  used.  Reported  cases  have 
included  persons  in  whom  there  had  been  administered  other  drugs 
known  to  be  associated  at  times  with  hepatic  side-effects  and 
cases  in  which  the  presence  of  viral  hepatitis  or  other  disease  may 
have  been  responsible  for  the  findings.  In  some  of  the  cases,  asso- 
ciated gastro-intestinal  symptoms  simulated  the  colic  of  biliary 
tract  disease.  In  other  instances,  clinical  symptoms  and  results 
of  liver  function  tests  resembled  findings  in  extrahepatic  obstruc- 
tive jaundice.  It  appears  that  the  occurrence  of  jaundice  after  ad- 
ministration of  llosone  is  infrequent,  but  further  investigations  are 
being  made  to  estimate  its  incidence  more  accurately. 

In  those  cases  mentioned  above  in  which  jaundice  appeared  to  be 


definitely  related  to  use  of  the  drug,  laboratory  findings  were  char-  |< 
acterized  by  increased  direct-reacting  bilirubin,  elevated  alka- 
line phosphatase  levels,  negative  or  weakly  positive  cephalin  / 
flocculation  and  thymol  turbidity  tests,  elevated  serum  glutamic  > 
oxalacetic  transaminase  levels,  peripheral  eosinophilia,  and  normal 
cholecystograms. 

Individual  idiosyncrasy  seems  evident  since  jaundice  has  not 
been  reported  in  other  patients  taking  prolonged  courses  of  the 
medication.  Patients  with  chronic  infection  have  been  given  1 to  2 
Gm.  of  the  drug  daily  for  periods  of  two  to  six  months,  and  patients 
with  rheumatic  fever  have  taken  prophylactic  doses  of  0.5  Gm.  i 
daily  for  two  years  without  difficulty.  In  one  group  of  144  patients 
who  received  the  drug  daily  for  two  years,  no  jaundice  was  noted. 

It  was  of  interest  that  members  of  six  of  these  patients’  families,  j 
who  were  not  taking  the  drug,  had  episodes  of  jaundice  during  the 
study  period. 

Transaminase  and  serum  alkaline  phosphatase  levels  were  deter-  | 
mined  in  a group  of  fifty-four  adults  and  children  who  took  250  mg. 
of  llosone  daily  for  an  average  of  sixteen  months  as  rheumatic  * 
fever  prophylaxis.  The  results  were  compared  with  those  of  a simi-  I 
lar  group  of  forty-four  patients  who  received  penicillin.  There  were  ,i 
no  cases  of  jaundice  in  either  group.  Elevation  of  SGPT  and  serum  •< 
alkaline  phosphatase  levels  during  the  course  of  treatment  was  [ 
observed  in  one  patient  treated  with  llosone  and  in  two  patients 
treated  with  penicillin.  Seven  other  patients  in  the  group  receiving 
llosone  and  four  others  in  the  penicillin  group  showed  elevations 
in  one  of  the  tests  at  some  time  during  administration  of  the  drugs. 

Very  satisfactory  therapeutic  results,  without  toxicity,  were  re-  1 
ported  in  102  pediatric  patients  who  received  short-term  (ten-day) 
courses  of  llosone  in  the  treatment  of  streptococcus  infections.  . 
Results  of  liver  function  tests  in  these  patients  were  comparable 
to  those  in  a similar  control  group  who  had  received  penicillin. 

Gastro-intestinal  disturbances  not  associated  with  hepatic  effects 
are  observed  in  a small  proportion  of  individuals  as  a result  of  a 
local  stimulating  effect  of  the  medication  on  the  alimentary  tract; 
however,  the  normal  intestinal  gram-negative  bacterial  flora  is  not 
appreciably  altered  by  erythromycin  drugs. 

Although  allergic  manifestations  are  uncommon  with  the  use  of 
erythromycin,  there  have  been  occasional  reports  of  urticaria,  skin 
eruptions,  and,  on  rare  occasions,  anaphylaxis. 

Administration  and  Dosage:  llosone  is  administered  orally. 

llosone  Pulvules®;  llosone  Chewable  Tablets;  llosone  Drops; 
llosone,  125,  for  Oral  Suspension. 

For  infants  and  for  children  under  twenty-five  pounds  of  body 
weight,  the  usual  dosage  is  5 mg.  per  pound  every  six  hours;  for 
children  twenty-five  to  fifty  pounds,  125  mg.  every  six  hours.  (Tab- 
lets llosone  Chewable  should  be  chewed  or  crushed  and  swallowed 
with  water.) 

For  adults  and  for  children  over  fifty  pounds,  the  usual  dosage 
of  llosone  is  250  mg.  every  six  hours. 

For  severe  infections,  these  dosages  may  be  doubled. 

When  larger  doses  are  indicated,  parenteral  erythromycin  ther- 
apy should  be  considered. 

In  the  treatment  of  syphilis,  the  recommended  total  dosage  is 
20  to  30  Gm.  given  in  divided  doses  for  a period  of  ten  to  fifteen 
days.  Close  follow-up  of  the  patient  is  necessary  since  erythromycin 
drugs  have  not  had  adequate  evaluation  in  all  stages  of  syphilis. 
Examinations  of  spinal  fluid  are  recommended  as  part  of  the 
follow-up  therapy. 

For  gonorrhea,  500  mg.  four  times  a day  for  four  days  are 
recommended.  In  the  treatment  of  gonorrhea,  patients  with  a sus- 
pected lesion  of  syphilis  should  have  a dark-field  examination  be- 
fore receiving  antibiotics,  and  monthly  serologic  tests  should  be 
made  for  a period  of  three  months. 

How  Supplied:  Pulvules  llosone,  Capsules,  N.F.,  125  and  250  mg. 
(equivalent  to  base),  in  bottles  of  24  and  100. 

Tablets  llosone  Chewable,  N.F.,  125  mg.  (equivalent  to  base),  in 
bottles  of  50. 

llosone  Drops,  5 mg.  (equivalent  to  base)  per  drop,  in  lO-cc.-size 
packages,  with  dropper  calibrated  at  25  and  50  mg. 

llosone,  125,  for  Oral  Suspension,  N.F.,  125  mg.  (equivalent  to 
base)  per  5-cc.  teaspoonful,  in  60  and  150-cc.-size  packages. 
References:  1.  Griffith,  R.  S.,  and  Black,  H.  R .-.  Am.  J.  M.  Sc.,  247:69, 
1964.  2.  Griffith,  R.  S.,  and  Black,  H.  R.:  Antibiotics  & Chemother., 

12: 398,  1962.  3.  Hirsch,  H.  A.,  Pryles,  C.  V.,  and  Finland,  M.:  Am.  J.  M. 

Sc.,  239: 198,  1960. 


Additional  information  available  to 
physicians  upon  request. 

Eli  Lilly  and  Company,  Indianapolis,  Indiana  46206. 
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films,  and  exhibits  on  general  cytology  as  well  as 
cytology  in  research,  gynecology,  endocrinology, 
mass  screening  programs,  pulmonary,  and 
dental.  Guest  speaker  at  the  formal  award 
dinner  which  will  be  held  May  10  in  the  Star- 


light Roof  of  the  Hotel,  will  be  Milton  Helpern, 
M.D.,  medical  examiner.  City  of  New  York. 

For  information  on  registration  and  fees, 
contact:  J.  Ernest  Ayre,  M.D.,  executive  co- 

ordinating officer,  Pan  American  Cancer  Cytol- 
ogy Congress,  115  East  69th  Street,  New  York 
10021. 


Books  Reviewed 


Fundamentals  of  Research  in  Nursing. 

By  David  J.  Fox,  Ph.D.  Octavo  of  285  pages, 
illustrated.  New  York,  Appleton-Century- 
Crofts,  1966.  Cloth,  $7.95. 

The  reader  learns  from  the  front  of  this 
book  that  Dr.  Fox  is  associate  professor  and 
coordinator  of  research,  School  of  Education, 
The  City  College  of  New  York  and  a visiting 
professor,  Division  of  Nursing  Education, 
Teachers  College,  Columbia  University.  It 
is  from  the  latter  point  of  view  that  he  writes 
this  book.  Dr.  Fox  aims  to  show  nurses  how 
to  evaluate  objectively  research  related  to  then- 
work,  which  is  a worthwhile  goal.  Whether 
or  not  the  aim  is  met  by  this  book  will  depend 
to  some  extent  on  the  reader’s  background  in 
research  methods,  statistics,  and  logic.  Dr. 
Fox’s  analogies  between  theory  and  actual 
example  could  be  more  specific  and  more 
directly  stated  for  students  and  experienced 
nurses. 

For  instance,  his  example  of  construct  va- 
lidity (pp.  238-240)  is  worth  an  evening  of 
thought  or  substance  for  a classroom  presenta- 
tion. “It  would  appear  logical  to  expect  that 
doctors’  nurses,  enjoying  a position  of  higher 
prestige,  greater  security,  greater  independence, 
and  greater  recognition,  would  experience  a 
greater  degree  of  job-satisfaction  than  institu- 
tional nurses.”  The  number  of  variables  to 
question  is  tremendous  in  this  excellent  ex- 
ample of  invalid  assumptions,  but  Dr.  Fox 
did  not  lead  the  reader  to  direct  and  clear 
tests  of  the  statement  such  as:  Assuming  that 
a “doctor’s  nurse”  is  one  who  works  in  a doctor’s 
office,  what  proves  that  she  has  greater  or  lesser 
prestige  than  a nurse  elsewhere?  Who  says 
that  she  has  greater  or  lesser  security  and 
independence  than  another  nurse?  She  may 
be  very  insecure  if  the  doctor  retires,  moves 
out  of  town,  or  fires  her.  On  the  other  hand, 
she  may  be  very  secure  financially  if  he  happens 
to  be  wealthy  and  remembers  her  in  his  will. 
She  may  be  less  independent  than  a hospital 
nurse  having  to  work  overtime  or  lacking  a 
replacement  for  time  off,  but  she  may  be 
free  to  choose  when  to  do  some  of  her  work. 
Who  will  give  her  “greater  recognition?” 


What  kind  of  recognition?  And  greater  than 
what?  Presuming  that  the  quoted  assump- 
tion is  true,  what  is  meant  by  job  satisfaction? 
Does  it  mean  the  same  thing  to  every  nurse? 
How  is  working  in  a doctor’s  office  more  or  less 
satisfying  than  any  other  nursing  job?  Dr. 
Fox  did  not  question  the  statement  in  this 
direct  way,  although  he  probably  would  in  the 
classroom.  It  is  doubtful  that  the  student 
could  learn  to  do  so  through  reading  this  book 
alone.  The  reviewer’s  analysis  is  a product 
of  specialization  in  communication  rather  than 
a result  of  cues  offered  by  the  book. 

Further,  there  are  painful  terms  which  are 
probably  the  result  of  communication  difficulty 
in  nurses  rather  than  in  Dr.  Fox.  For  example, 
“citizen  with  a health  need”  lacks  emotional 
warmth  and  intellectual  directness.  Emphasis 
on  “grades,  personnel,  supplies,  equipment, 
personal  background,  education,  and  experi- 
ence” are  tangential  to  the  complex  interper- 
sonal problems  in  nursing  and  to  what  this 
reviewer  considers  to  be  the  basic  unresolved 
question  in  the  field.  That  is,  what  is  nursing? 
It  sounds  simple  until  we  test  our  answers  to 
it  as  construct  validity  was  just  tested. 

Dr.  Fox  has  a good  point  but  does  not  com- 
municate it  very  directly  and  usefully  for  a 
student  unfamiliar  with  his  field.  Certainly 
there  is  need  for  objective  and  logical  thinking 
in  nursing.  For  this  reason,  it  seems  beneficial 
to  read  research  material  questioning  validity 
and  the  difference  between  fact  and  opinion. — 
Yvonne  Manley,  R.N. 


Nervous  Tension,  Behavior  and  Body 
Function.  By  Helen  B.  Barton,  M.D.  Oc- 
tavo of  336  pages.  New  York,  Philosophical 
Library,  1965.  Cloth,  $6.00. 

Dr.  Helen  Barton,  somewhat  in  the  tradi- 
tion of  L.  Ron  Hubbard,  proceeds  to  construct 
basic  concepts  of  the  human  condition  and 
describes  a therapeutic  approach  which  is  not 
systematized.  She  proposes  that  a medical 
history  should  be  taken  and  physical  examina- 

continued  on  page  652 
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The  Mediatric  Age: 

There  is  a growing  senescent  body  of  people  on  their 
way  to  malignant  inactivity,  who  sorely  need  your 
interest  and  direction  to  help  them  back  to  a more  active 
and  useful  life.  There  are  medicines  too,  designed  to  help. 
One  such  has  proved  useful  in  clinical  practice. 


'‘Nutritional  and  hormone 
bolstering  of  function  in  the 
aged  may  have  a useful  place 
in  geriatrics.” 

Morgan,  A.  F.:  Gerontologist  2:77 
(June) 1962. 


‘ Mediatric  (steroid- 
nutritional  compound) 
capsules,  one  a day,  seem  to 
give  definite  help  to  debilitated 
patients.” 

Arnold,  E.  T.,  Jr.:  Geriatrics  72:612 
(Oct.)  1957. 

‘A  steroid-nutritional 
compound  (Mediatric)  was  used 
in  100  patients  to  relieve  some 
of  the  symptoms  caused  by 
degenerative  changes  of  aging 
. . . This  therapy  resulted  in 
improvement  of  75  per  cent 
of  the  patients . . .” 

McNeill,  A.  J.:  Clin.  Med.  5:518 
(Mar.)  1961. 


‘‘Intensive  nutritional  therapy 
is  necessary,  especially  in 
elderly  people,  to  correct 
dietary  deficiencies  created  by 
large  losses  of  protein,  vitamins 
and  other  nutrients.” 


Riccitelli,  M.  L.:  J.  Am.  Geriatrics  Soc. 
72:489  (May)  1964. 


Mediatric* 

Designed  for  the  “metabolically  spent” 

Nutritional  reinforcement  for  those  who  can’t 
- or  won’t-  eat  properly. . .balanced  amounts  of 
estrogen  and  androgen  to  counteract  declining 
gonadal  hormone  secretion  and  its  sequelae  of 
premature  degenerative  changes... mild 
antidepressant  for  a gentle  “mood”  uplift... 


The  estrogen  component  in  MEDIATRIC  is 
PREMARIN®  (conjugated  estrogens— equine), 
the  natural  estrogen  most  widely  prescribed  for 
its  superior  physiologic  and  metabolic  benefits. 


MEDIATRIC  helps  keep  the  older  patient  alert  and 
active,  helps  relieve  general  malaise,  easy  fatigability, 
vague  pains  in  the  bones  and  joints,  loss  of  appetite,  and 
lack  of  interest  usually  associated  with  declining  gonadal 
hormone  secretion. 


MEDIATRIC  also  provides  nutritional  rein- 
forcement—blood-building  factors  and  vitamin 
supplementation.  It  contributes  a gentle  “mood” 
uplift  through  methamphetamine  HC1. 

Three  different  dosage  forms— Liquid,  Tablets, 
and  Capsules— offer  convenience  and  variety. 


MEDIATRIC  Liquid 

Each  15  cc.  (3  teaspoonfuls)  contains: 

♦Conjugated  estrogens — equine  (Premarin®)  0.25  mg. 

Methyltestosterone  2.5  mg. 

Thiamine  HC1  5.0  mg. 

Cyanocobalamin  1 .5  meg. 

Methamphetamine  1.0  mg. 

Contains  15%  alcohol 


contraindication:  Carcinoma  of  the  prostate,  due  to 
methyltestosterone  component. 

warning:  Some  patients  with  pernicious  anemia  may  not 
respond  to  treatment  with  the  Tablets  or  Capsules,  nor  is 
cessation  of  response  predictable.  Periodic  examinations 
and  laboratory  studies  of  pernicious  anemia  patients  are 
essential  and  recommended. 

side  effects:  In  addition  to  withdrawal  bleeding,  breast 
tenderness  or  hirsutism  may  occur. 
suggested  dosages:  Mate  and  female:  3 teaspoonfuls  of 
Liquid,  1 Tablet,  or  1 Capsule,  daily  or  as  required. 

In  the  female:  To  avoid  continuous  stimulation  of  breast 
and  uterus,  cyclic  therapy  is  recommended  (3  week  regi- 
men with  1 week  rest  period — Withdrawal  bleeding  may 
occur  during  this  1 week  rest  period). 


MEDIATRIC  Tablets  and  Capsules 

Each  MEDIATRIC  Tablet  or  Capsule  contains: 
♦Conjugated  estrogens — equine  (Premarin®)  0.25  mg. 

Methyltestosterone  2.5  mg. 

Ascorbic  acid 100.0  mg. 

Cyanocobalamin  2.5  meg. 

Intrinsic  factor  concentrate 8.0  mg. 

Thiamine  mononitrate  10.0  mg. 

Riboflavin 5.0  mg. 

Niacinamide  50.0  mg. 

Pyridoxine  HC1  3.0  mg. 

Calc,  pantothenate  20.0  mg. 

Ferrous  sulfate  exsic 30.0  mg. 

Methamphetamine  HC1  1.0  mg. 

♦Orally  active,  water-soluble  conjugated  estrogens  derived 
from  pregnant  mares’  urine  and  standardized  in  terms 
of  the  weight  of  active,  water-soluble  estrogen  content. 


In  the  male:  A careful  check  should  be  made  on  the 
status  of  the  prostate  gland  when  therapy  is  given  for 
protracted  intervals. 

supplied:  No.  910 — MEDIATRIC  Liquid,  in  bottles  of 
16  fluidounces  and  1 gallon.  No.  752 — MEDIATRIC 
Tablets,  in  bottles  of  100  and  1,000.  No.  252 — MEDIA- 
TRIC Capsules,  in  bottles  of  30,  100,  and  1,000. 
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continued  from  page  649 

tion  done  before  therapy  is  begun  to  acquaint 
the  “therapist”  with  visible  signs  of  trauma 
and  signs  of  fetalization  and  asymmetries  of 
development.  She  further  represents  that  the 
“person  who  has  undergone  therapy  with  good 
results  could,  undoubtedly,  conduct  therapy 
with  others  if  he  had  access  to  medical  judg- 
ment and  supervision.”  The  author  indicates 
that  those  with  psychiatric  background  already 
will  have  associated  some  of  the  psychiatric 
and  psychologic  tenets  with  material  presented. 

The  clinical  material  in  this  volume  is  anec- 
dotal and  includes  remarkable  efforts  at  in- 
terpretation. Thus  she  proposes,  “Cobwebs 
on  the  face  is  a part  of  the  birth  sequence; 
as  the  head  traverses  the  birth  canal,  the  feeling 
of  the  soft  tissues  upon  the  face  produces  much 
of  the  itching.” 

It  is  difficult  to  evaluate  the  new  theory  and 
the  new  modes  of  therapy  described  in  the 
absence  of  valid  epidemiologic  data.  At  pres- 
ent, the  book  remains  an  interesting  summary 
of  Dr.  Barton’s  own  thinking  which  she  rep- 
resents as  going  beyond  psychoanalysis  and 
psychobiology.  She  proceeds  past  existential- 
ism to  the  level  of  ego  concepts  which  are  for 
her  a credo. — Edward  F.  Falsey,  M.D. 

Shock  and  Hypotension;  Pathogenesis  and 
Treatment.  The  Twelfth  Hahnemann 
Symposium.  Edited  by  Lewis  C.  Mills,  M.D. 
and  John  H.  Moyer,  M.D.  Quarto  of  718 
pages,  illustrated.  New  York,  Grune  & Strat- 
ton, 1965.  Cloth,  $29. 

Mills  and  Moyer  offer  the  results  of  the  12th 
Philadelphia  Hahnemann  Medical  College  Sym- 
posium; this  one  a comprehensive  presenta- 
tion on  the  pathophysiology  and  therapy  of 
shock.  Newer  useful  concepts  are  presented 
by  129  authoritative  participants.  The  ef- 
ficacy of  phenoxybenzamine,  an  alpha  adrener- 
gic blocking  agent,  is  revealed  especially  in 
endotoxin  shock.  It  should  aid  others  in  then- 
approach  to  uncovering  the  residue  of  facts 
necessary  for  the  prevention  and  amelioration 
of  this  condition.  No  other  such  comprehen- 


sive work  exists.  Its  value  should  stand  up  too 
as  a reference  for  the  practicing  physician. — 
Bernard  Seligman,  M.D. 

Handbook  of  Physical  Medicine  and  Re- 
habilitation. Edited  by  Frank  H.  Krusen, 
M.D.  Associate  Editors,  Frederic  J.  Kottke, 
M.D.,  and  Paul  M.  Ellwood,  Jr.,  M.D.  Octavo 
of  725  pages,  illustrated.  Philadelphia,  W.  B. 
Saunders  Company,  1965.  Cloth,  $16.50. 

This  is  a welcome,  new  addition  to  the  grow- 
ing library  of  textbooks  in  the  sprouting  spe- 
cialty of  physical  medicine'  and  rehabilitation. 
It  may  be  said  that  the  senior  editor,  Dr.  Frank 
H.  Krusen,  helped  plant  the  seed  of  rehabilita- 
tion in  the  field  of  modern  medicine,  and  his 
associates  are  equally  eminent  in  this  discipline 

The  book  covers  every  conceivable  aspect  of 
rehabilitation  with  contributors  from  among  its 
several  subspecialties  within  the  discipline 
providing  the  matrix  which  binds  this  to  other 
specialties  and  to  the  paramedical  services  in- 
volved in  total  patient  care.  Its  contents  in- 
clude sections  on  psychologic  assessment,  social 
services,  vocational  guidance,  occupational 
and  speech  therapy,  training  for  homemaking 
activities,  and  for  functional  independence, 
as  well  as  the  entire  gamut  of  medical  physiatric 
management.  One  section  (“Prescribing  Phys- 
ical and  Occupational  Therapy”)  has  already 
been  reprinted  in  toto  as  a “Book  Chapter” 
in  Modern  Medicine  (November,  1965).  There 
are  equally  valuable  sections  on  the  choice 
and  utilization  of  the  various  modalities  for 
the  treatment  of  rheumatology,  trauma  and 
medical  orthopedics,  stroke,  and  other  neuro- 
logic disorders. 

This  volume  has  become  a must  for  residency 
training  in  rehabilitation.  The  interested  med- 
ical student  will  find  it  a mine  of  practical  in- 
formation, dispelling  many  misconceptions  on 
the  use  of  instrument  modalities  and  measures. 
It  is  particularly  recommended  to  the  general 
practitioner,  who  remains  the  greatest  user  of 
physiotherapy,  and  still  supervises  the  bulk 
of  rehabilitation  management. — Milton  B. 
Spiegel,  M.D. 
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(BENZTHIAZIDE) 


AQUATAG  (Benzthiazide)  is  a potent,  orally 
active,  nonmercurial,  diuretic  agent.  It  is  effective 
orally  in  producing  diuresis  in  edema  states, 
where  it  is  therapeutically  comparable  to  mercu- 
rials given  parenterally.  AQUATAG  (Benzthia- 
zide) is  mildly  antihypertensive  in  its  own  right 
and  enhances  the  action  of  other  antihyperten- 
sive drugs  when  used  in  combination. 

DIURETIC  ACTION:  Clinically,  the  oral  administration  of  AQUATAG  (benzthiazide)  re- 
sults in  diuretic  activity  within  two  hours  with  maximal  natriuretic,  chloruretic.  and  diuretic 
effects  occurring  during  the  fourth,  fifth  and  sixth  hours  Maintenance  of  response  con- 
tinues for  approximately  12  to  18  hours  Acidosis  is  an  unlikely  complication  since  thera- 
peutic doses  of  AQUATAG  (benzthiazide)  do  not  appreciably  increase  bicarbonate 
excretion  Edematous  patients  receiving  50  mg  of  AQUATAG  (benzthiazide)  daily  for 
five  days  developed  a maximal  increase  in  the  rate  of  sodium  excretion  on  the  first  day. 
and  maintained  this  high  rate  until  depletion  of  excessive  body  stores  of  sodium. 

In  congestive  heart  failure  patients.  AQUATAG  (benzthiazide)  produced  the  same 
weight  loss,  during  a 48  hour  treatment  period  as  did  a maximally  effective  dose  of 
hydrochlorothiazide 

DOSAGE:  Diuresis,  initially  50  to  200  mg  , maintenance  25  to  150  mg  . daily  Hyper- 
tension 50  to  100  mg.  initially,  adjusted  to  50  mg  t.i.d.  or  downward  to  minimal  effective 
dosage  level 

WARNINGS:  Use  with  caution  in  the  presence  of  renal  disease  as  azotemia  may  be 
precipitated  or  increased  In  patients  with  advanced  hepatic  disease,  electrolyte  imbal- 
ance may  result  in  hepatic  coma  Dosage  of  coadministered  antihypertensive  agents 
should  be  reduced  by  at  least  50%  In  cases  of  suspected  electrolyte  imbalance,  serum 
electrolyte  determinations  should  be  performed  and  imbalance,  if  any,  corrected.  Stenosis 
or  ulcer  of  small  intestine  have  been  reported  with  coated  potassium  formulas,  and 
surgery  has  been  required  and  deaths  have  occurred  Based  on  surveys  of  both  United 
States  and  foreign  physicians,  incidence  of  these  lesions  is  low  and  a causal  relationship 
in  man  has  not  been  definitely  established  Until  further  experience  has  been  obtained, 
the  use  of  the  drug  iq  pregnant  patients  should  be  weighed  against  possible  hazards 
to  the  fetus. 


CONTRAINDICATIONS:  AQUATAG  (benzthiazide)  is  contraindicated  in  progressive 
renal  disease  or  dysfunction  including  increasing  oliguria  and  azotemia.  Continued 
administration  of  this  drug  is  contraindicated  in  patients  who  show  no  response  to  its 
diuretic  or  antihypertensive  properties.  Severe  hepatic  disease  is  a relative  contra- 
indication. (See  "Warnings''  above ) 

PRECAUTIONS  AND  SIDE  EFFECTS:  Electrolyte  imbalance  with  hypokalemia  (digitalis 
toxicity  may  be  precipitated),  hypochloremic  alkalosis  and  hyponatremia  may  occur. 
Patients  with  cirrhosis  should  be  observed  for  impending  hepatic  coma  and  hypokalemia. 
Other  reactions  may  include  blood  dyscrasias,  hyperuricemia  and  gout,  nausea,  jaundice, 
anorexia,  vomiting,  diarrhea,  dizziness,  paresthesia,  photosensitivity  and  headache 
Hepatic  fetor  tremor  confusion  and  drowsiness  are 
signs  of  impending  pre  coma  and  coma  in  patients 
with  cirrhosis  Insulin  requirements  may  be  altered 
in  diabetes  AQUATAG  i benzthiazide)  should  be 
used  with  caution  post  operatively  as  hypokalemia 
is  not  uncommon  Potassium  supplementation  may  be 
advisable  pre-  and  post  operatively  There  have  been 
occasional  reports  of  thrombocytopenia  leukopenia, 
agranulocytosis  aplastic  anemia  and  precipitation  of 
acute  pancreatitis  or  jaundice 
Before  prescribing  or  administering,  read  the  pack- 
age insert  or  file  card  available  on  request 
Available  as  25  or  50  mg  scored  tablets. 

Request  clinical  samples  and  literature  on  your 
letterhead 


S.J.TUTAG 

& COMPANY 

Detroit.  Michigan  48234 


653 


Tandearil 

oxyphenbutazone 

Abstracts 


Herbert,  W.  H.:  Basis  for  effects  of  atrial 

dynamics  on  ventricular  function,  New  York 
State  J.  Med.  67:  675  (Mar.  1)  1967. 

An  appreciation  of  normal  atrial  dynamics  aids 
in  interpreting  variations  in  various  clinical 
entities  and  planning  adequate  management  of 
diseases  ranging  from  complete  heart  block  to 
myocardial  infarction.  A study  of  contours  and 
the  components  of  curves  indicates  pressures  and 
evidences  of  various  conditions.  Certain  dis- 
ease entities  may  depend  on  the  maintenance  of 
a sinus  rhythm;  if  another  rhythm  supervenes, 
every  effort  should  be  made  to  restore  the  sinus 
mechanism. 

Lubit,  E.  C.:  Before  an  adenoidectomy — stop! 

look!  and  listen!,  New  York  State  J.  Med. 
67:  681  (Mar.  1)  1967. 

When  a speech  impediment  is  present  one 
must  assume  that  congenital  pharyngopalatal 
incompetence  is  present,  and  the  child  should  be 
tested  thoroughly  before  allowing  an  adenoid- 
ectomy to  be  performed,  since  the  postopera- 
tive speech  defect  can  be  permanent  and  severe. 
Correction  for  most  of  these  children  can  be 
accomplished  today  only  by  the  permanent 
use  of  an  obturator  or  palatopharyngoplasty. 
Extra  care  should  be  taken  to  prevent  speech 
impairment  that  would  necessitate  such  severe 
therapy. 

Pinck,  R.  L.,  and  Gannon,  W.  E.:  Me- 

ningiomas; diagnosis  by  angiography,  New 
York  State  J.  Med.  67:  686  (Mar.  1)  1967. 

Meningiomas  comprise  about  15  per  cent  of 
all  intracranial  tumors  and  arise  most  commonly 
in  the  anterior  and  middle  fossae.  Angiog- 
raphy aids  in  diagnosis  by  indicating  changes, 
showing  circulation,  revealing  a brush-like 
network  of  arteries  along  one  margin  of  the 
tumor  that  is  diagnostic,  showing  whether  or 
not  the  tumor  is  supplied  by  the  external  ca- 
rotid system,  and  indicating  the  persistence  of  the 
tumor  stain.  It  is  also  useful  in  differentiating 
meningiomas  from  gliomas. 


Therapeutic  Effects:  Tandearil  is  a nonhormonal  compound 
which  may  rapidly  resolve  inflammation  and  help  restore 
normal  joint  function.  Its  action  does  not  affect  pituitary- 
adrenal  function  or  impair  immune  responses.  Its  value 
in  osteoarthritis  is  especially  noteworthy  because  this 
disorder  responds  inconsistently  to  steroids  and  is 
often  resistant  to  salicylates.  Further,  indomethacin  is 
limited  only  to  osteoarthritis  of  the  hip,  whereas  oxyphen- 
butazone is  effective  in  all  forms  of  the  disease. 

Contraindications:  Edema;  danger  of  cardiac  decompen- 
sation; history  or  symptoms  of  peptic  ulcer;  renal, hepatic 
or  cardiac  damage;  history  of  drug  allergy;  history  of  blood 
dyscrasia.  The  drug  should  not  be  given  when  the  patient 
is  senile  or  when  other  potent  drugs  are  given  concurrently. 

Warning:  If  coumarin-type  anticoagulants  are  given  simul- 
taneously, watch  for  excessive  increase  in  prothrombin 
time.  Pyrazole  compounds  may  potentiate  the  pharmaco- 
logic action  of  sulfonylurea,  sulfonamide-type  agents  and 
insulin.  Carefully  observe  patients  receiving  such  therapy. 
Use  with  great  caution  in  the  first  trimester  of  pregnancy. 

Precautions:  Obtain  a detailed  history  and  a complete 
physical  and  laboratory  examination,  including  a blood 
count.  The  patient  should  be  closely  supervised  and  should 
be  warned  to  report  immediately  fever,  sore  throat,  or 
mouth  lesions  (symptoms  of  blood  dyscrasia);  sudden 
weight  gain  (water  retention);  skin  reactions;  black  or  tarry 
stools  or  other  evidence  of  intestinal  hemorrhage.  Make 
regular  blood  counts.  Discontinue  the  drug  and  institute 
countermeasures  if  the  white  count  changes  significantly, 
granulocytes  decrease,  or  immature  forms  appear.  Use 
greater  care  in  the  elderly  and  in  hypertensives. 

Adverse  Reactions:  The  most  common  are  nausea,  edema 
and  drug  rash.  The  drug  has  been  associated  with  peptic 
ulcer  and  may  reactivate  a latent  peptic  ulcer.  Infre- 
quently, agranulocytosis,  or  a generalized  allergic  reaction 
may  occur  and  require  withdrawal  of  medication.  Stoma- 
titis, salivary  gland  enlargement,  vomiting,  vertigo  and 
languor  may  occur.  Leukemia  and  leukemoid  reactions 
have  been  reported  but  cannot  definitely  be  attributed  to 
the  drug.  Thrombocytopenic  purpura  and  aplastic  anemia 
may  occur.  Confusional  states,  agitation,  headache, 
blurred  vision,  optic  neuritis  and  transient  hearing  loss 
have  been  reported,  as  have  hyperglycemia,  hepatitis, 
jaundice,  and  several  cases  of  anuria  and  hematuria.  With 
long-term  use,  reversible  thyroid  hyperplasia  may  occur 
infrequently.  Moderate  lowering  of  the  red  cell  count 
due  to  hemodilution  may  occur. 

Dosage  in  Osteoarthritis:  The  initial  daily  dosage  in  adults 
is  300-600  mg.  in  divided  daily  doses.  When  improvement 
occurs,  dosage  should  be  decreased  to  the  minimum 
effective  level;  this  should  not  exceed  400  mg.  daily,  and 
is  often  achieved  with  only  100-200  mg.  daily. 

For  complete  details,  please  refer  to  full  prescribing 
information.  6562-VI(B)Ft 

Availability:  Tablets  of  100  mg. 
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Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York 


Geigy 


Tandearil*  helps  osteoarthritic 
oxyphenbutazone  joints  move  again 


3 out  of  4 osteoarthritics  com- 
pletely or  markedly  improved 


Please  see  ad- 
joining page  for 
brief  prescribing 
summary. 

Sperling.  I.L.:  3 Years'  Experience 
with  Oxyphenbutazone  in  the 
Treatment  of  Rheumatic  Disorders, 
Applied  Therapeutics  6:117,  1964. 

76.9%  of  407  patients 

TA-4919  PC 

Watts,  T.W.,  Jr.:  Treatment  of  Rheu- 
matoid Disorders  with  Oxyphenbu- 
tazone. Clin.  Med.  73:65,  1966. 

84.6%  of  39  patients 

‘ Dedicated  to  the  continuing  education  of  the  physician” 


New  York  State  Journal  of  Medicine 


750  Third  Avenue,  New  York,  New  York  10017  Tel:  212  YUkon  6-5757 

COPYRIGHT  1967  BY  THE  MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 

March  1,  1967  Volume  67  Number  5 

William  Hammond,  M.D.,  Editor 
Alvina  Rich  Lewis,  Managing  Editor 
J.  Richard  Burns,  Business  Manager 


67th  year  of  publication 


PUBLICATION  COMMITTEE 


George  Himler, 
Philip  J.  Cantor,  M.D. 

Clarke  T.  Case,  M.D. 

Reid  R.  Heffner,  M.D. 


M.D.,  Chairman 

Granville  W.  Larimore,  M.D. 
Wlliam  Hammond,  M.D.,  Editor 
Henry  I.  Fineberg,  M.D.,  Adviser 


ASSOCIATE  EDITORIAL  BOARD 


Anthony  A.  Albanese,  Ph.D. 
Lloyd  T.  Barnes,  M.D. 
♦Paul  A.  Bunn,  M.D. 
William  G.  Childress,  M.D. 
Herbert  Conway,  M.D. 
♦Vincent  P.  Dole,  M.D. 
Samuel  Z.  Freedman,  M.D. 

Alfred  Gilman,  Ph.D. 
Alfred  A.  Hartmann,  M.D. 
♦Louis  M.  Hellman,  M.D. 
Gertrude  M.  Hyde,  M.D. 
Alfred  P.  Ingegno,  M.D. 


♦Ralph  F.  Jacox,  M.D. 
♦Granville  W.  Larimore,  M.D. 
♦Rachmiel  Levine,  M.D. 
Arthur  M.  Master,  M.D. 
♦Valentino  D.  B.  Mazzia,  M.D. 
♦George  E.  Moore,  M.D. 
Norman  S.  Moore,  M.D. 
Richard  H.  Orr,  M.D. 
Raymond  L.  Pfeiffer,  M.D. 
Samuel  J.  Prigal,  M.D. 
Paul  Reznikoff,  M.D. 


John  R.  Rogers,  M.D. 
Howard  A.  Rusk,  M.D. 
Joseph  E.  Snyder,  M.D. 
♦Bjorn  Thorbjarnarson,  M.D. 

♦Robert  Turell,  M.D. 
James  H.  Wall,  M.D. 
Philip  M.  Winslow,  M.D. 
♦Frank  M.  Woolsey,  Jr.,  M.D. 
E.  Leigh  Worthington,  M.D. 
Melvin  D.  Yahr,  M.D. 
♦Hans  Zinsser,  M.D. 
* Denotes  member  of  Editorial  Council 


General  Information 

Published  twice  a month  by  the  Medical 
Society  of  the  State  of  New  York.  Editorial 
and  circulation  office:  750  Third  Avenue,  New 
York,  New  York  10017.  Publisher’s  office: 
20th  and  Northampton  Streets,  Easton,  Penn- 
sylvania. Copyright  1967  by  the  Medical 
Society  of  the  State  of  New  York. 

Rates.  The  subscription  rate  is  $7.50  per 
year  payable  in  advance.  Single  copies  $0.50. 
Back  issues  will  be  supplied  for  the  past  five 
years  at  the  single  copy  rate  when  available. 
Back  issues  prior  to  1952  are  $2.00  per  copy; 
from  1952  to  1962,  $1.00  a copy. 


Change  of  address.  Notice  should  be  sent 
to  the  circulation  office,  750  Third  Avenue, 
New  York,  New  York  10017.  Old  and  new 
addresses  should  be  included  as  well  as  a state- 
ment whether  or  not  change  is  permanent. 
Six  weeks  is  required  to  effect  a change  of 
address. 

Advertising:  Request  for  rates  should  be 

sent  to  the  Advertising  Department,  750 
Third  Avenue,  New  York,  New  York  10017. 
Advertising  Representatives:  East  and  Mid- 

west— Joseph  A.  Mullaney;  Pacific  Coast — 
Melvin  B.  Tyler. 


657 


Information  for  Authors 


Copyright.  Material  that  is  published  in 
the  New  York  State  Journal  of  Medicine 
is  protected  by  copyright  and  may  not  be  re- 
produced without  the  written  permission  of 
both  the  author  and  the  Journal. 

Manuscripts.  Manuscripts  will  be  accepted 
for  consideration  with  the  understanding  that 
they  are  original,  have  never  before  been  pub- 
lished, and  are  contributed  solely  to  the  New 
York  State  Journal  of  Medicine.  Address 
manuscripts  to  Editor,  New  York  State  Journal 
of  Medicine,  750  Third  Avenue,  New  York, 
New  York  10017. 

Rejected  manuscripts  are  returned  by  regular 
mail.  Accepted  manuscripts  become  the  prop- 
erty of  the  Journal  and  are  not  returned.  The 
Journal  is  not  responsible  for  loss  of  manu- 
scripts through  circumstances  that  are  beyond 
its  control. 

Specifications:  Manuscripts  must  be  original 
typed  copy  (not  all  capitals),  not  carbons,  on 
8l/i-by-ll-inch  firm  typewriter  paper,  double- 
spaced throughout  (including  text,  case  re- 
ports, legends,  tables,  and  references),  with 
margins  of  at  least  1 inches.  Subheads  should 
be  inserted  at  reasonable  intervals  to  break  the 
typographic  monotony  of  lengthy  texts.  A 
carbon  copy  is  to  be  retained  by  the  author. 
The  manuscript  should  include  the  title  of  the 
article  (titles  are  best  brief  and  concise),  the 
full  name  of  the  author  (or  authors)  with 
degrees,  academic  or  professional  titles,  affilia- 
tions, complete  addresses,  and  any  institutional 
or  other  credits.  Pages  should  be  numbered 
consecutively.  Uncommon  and  parochial  or 
esoteric  abbreviations  if  used  must  be  explained 
and  the  generic  as  well  as  the  trade  names  of 
pharmaceutical  products  given.  Italics  are 
rarely  used. 

Tables:  Each  table  should  be  typed  on  a 

separate  sheet  of  paper,  be  numbered  consecu- 
tively, have  a brief  descriptive  title,  and  its 
position  in  text  indicated.  Take  care  that 
columns  add  up  correctly  and  that  statistics 
are  consistent  in  both  tables  and  text. 

Permissions:  When  material  is  reproduced 

from  other  sources,  full  credit  must  be  given  to 
both  author  and  publisher  and  written  permis- 
sion from  these  sources  included.  Where  work 
is  reported  from  a governmental  service  or 
institution,  clearance  by  requisite  authority 
should  accompany  the  manuscript. 

References:  References  should  be  limited  to 

those  citations  noted  in  the  text.  A complete 
review  of  the  literature  is  rarely  desirable  The 
references  must  be  typed  double-spaced  and  are 
to  be  numbered  as  they  appear  consecutively  in 
text,  with  their  positions  in  the  text  indicated. 


An  alphabetized  bibliography  is  used  only  when 
the  listing  is  of  books  suggested  merely  for 
supplementary  reading.  All  references  must  be 
checked  to  assure  complete  accuracy  (an  in- 
accurate reference  is  useless  to  the  reader). 
Each  journal  reference  must  include  author  (s) 
and  initials,  complete  title  of  article,  name  of 
publication,  volume,  first  page  of  article,  and 
date.  Complete  dates  (month,  day,  as  well  as 
year)  are  to  be  included  with  all  references  that 
have  appeared  within  the  last  three  years.  In- 
clude with  book  references  name  of  author  (s) 
and/or  editor  (s)  with  initials,  title  of  book, 
edition,  location,  publisher,  year,  volume  if 
given,  and  page.  If  reference  is  to  a chapter 
within  a book,  include  the  author  of  the  chapter, 
if  this  is  not  the  same  as  the  author  of  the  book, 
and  the  title  of  the  chapter,  if  any. 

Illustrations:  Authors  are  urged  to  use  the 

services  of  professional  illustrators  and  pho- 
tographers when  possible.  Drawings  and  charts 
should  always  be  done  in  black  ink  on  white 
paper.  Clear,  glossy  photographs,  black  on 
white,  should  be  submitted  and  such  illustra- 
tions numbered  consecutively  and  their  posi- 
tions indicated  in  text.  Magnifications  will  be 
modified  in  proportion  to  the  amount  of  reduc- 
tion necessary  for  an  illustration  to  fit  the  pages 
of  the  Journal.  Please  do  not  deface  illustra- 
tions by  writing  on  front  or  back,  nor  should 
they  be  scotch-taped  or  pasted  to  paper.  They 
may  be  pasted  carefully  on  cardboard.  The 
figure  number,  indication  of  the  top,  and  the 
author’s  name  are  to  be  attached  to  the  back  of 
each  illustration.  Legends  for  illustrations 
should  be  typewritten  in  a single  list,  with 
numbers  corresponding  to  those  on  photographs 
and  drawings.  Recognizable  photographs  of 
patients  are  to  be  masked  and  should  carry  with 
them  written  permission  for  publication.  Spe- 
cial arrangements  must  be  made  with  the  Editor 
for  excessive  illustrations  or  color  plates. 

Responsibility.  Manuscripts  are  subject 
to  editorial  modification  and  such  revisions  as 
bring  them  into  conformity  with  Journal  style. 
However,  neither  the  editors  nor  the  publishers 
nor  the  Medical  Society  of  the  State  of  New 
York  will  accept  responsibility  for  statements 
made  or  opinions  expressed  by  any  contributor 
in  any  article  or  feature  published  in  the  pages 
of  the  Journal. 

When  revisions  and  alterations,  not  on  the 
original  copy,  are  made  by  authors  on  the  galleys 
sent  them  for  correction,  these  are  chargeable 
to  the  authors. 

Reprints.  An  order  form  for  reprints  is 
attached  to  the  galleys  returned  to  author  for 
correction  and  approval. 


658  New  York  State  Journal  of  Medicine  / March  1,  1967 


Editorials 


Comparison  of  urban  and  rural  traffic  deaths 


According  to  the  National  Safety  Council 
seven  out  of  ten  accidental  deaths  in  1965 
occurred  in  places  classified  as  rural. 

A recent  report  on  Emergency  Care  by 
the  Committee  on  Trauma  of  the  American 
College  of  Surgeons  as  reported  from  Cali- 
fornia by  Julian  A.  Waller,  M.D.,  M.P.H., 
of  the  California  Department  of  Public 
Health,  at  Berkley,  points  out  the  higher 
mortality  rate  in  rural  accidents  as  opposed 
to  urban  accidents. 

Nationally,  the  majority  of  traffic 
fatalities  occur  in  rural  areas  although  the 
majority  of  people  five  in  urban  areas. 
In  California  there  are  one  and  one-half 
times  as  many  traffic  injuries  per  1,000 
population  in  rural  counties  as  in  urban 
counties.  In  California  for  every  100 
people  injured  in  rural  traffic  accidents, 
there  are  almost  four  times  as  many 
deaths  as  there  are  in  the  same  number 
of  urban  traffic  accidents. 

Some  questions  raised  by  these  statis- 
tics include  the  following:  Are  enough 

urban  residents  using  rural  roads  so  that 
the  large  number  of  injuries  per  1,000 
population  in  rural  counties  can  be  ex- 
plained by  accidents  to  urban  residents? 
Are  rural  accidents  basically  more  severe? 
Are  excessive  deaths  in  rural  accidents 
caused  by  factors  occurring  after  the 
accident,  such  as  how  quickly  the  acci- 
dent is  found,  the  quality  of  emergency 
care  at  the  scene  of  the  accident,  distance 
to  hospital,  etc? 

A study  of  800  urban  and  rural  traffic 
fatalities  shows:  A third  of  the  victims 

of  rural  accidents  are  urban  residents, 
but  only  12  per  cent  of  the  victims  of 
urban  accidents  are  rural  residents.  The 
anatomic  areas  injured  in  urban  and 
rural  fatalities  are  the  same,  but  the 
injuries  resulting  in  fatality  in  rural 
accidents  are  less  severe.  Ninety  per 
cent  of  the  people  in  rural  accidents  who 
died  within  an  hour  after  the  accident 
died  at  the  scene,  but  37  per  cent  of  the 


urban  injured  who  died  within  an  hour 
were  not  moved  prior  to  death.  Rural 
accident  victims  are  carried  at  least 
twice  as  far  as  urban  ones  and  many  are 
carried  over  25  miles  before  death. 
Many  of  the  rural  victims  appear  to  have 
died  of  airway  obstruction  because  of 
face  and  neck  injuries. 

The  preceding  statistics  indicate  that 
at  least  one  half  to  three  fourths  of  the 
rural  deaths  need  not  have  occurred,  if 
prompt  and  adequate  first  aid  and 
emergency  medical  services  had  been 
available;  that  skills  in  maintaining  an 
adequate  airway  in  the  presence  of  both 
face  and  chest  injuries  must  be  learned 
by  ambulance  and  law-enforcement  per- 
sonnel; and  that  it  is  almost  impossible 
to  give  competent  emergency  care  on  an 
ambulance  trip  of  several  miles  if  no 
attendant  is  present.  The  rural  ambu- 
lance operator  must  have  even  more 
immediate-care  training  and  skill  than 
the  urban  operator  because  he  is  with  the 
patient  a longer  period  of  time. 

Cooperative  analysis  of  accident  pat- 
terns is  needed  involving  police,  medical, 
and  ambulance  personnel  to  determine: 
(1)  Who  is  first  at  the  scene  of  the 
accident.  (2)  Where  unnecessary  delays 
and  bottlenecks  seem  to  occur  and  what 
are  methods  for  improvement.  (3)  If 
there  are  particular  stretches  of  road  with 
high  accident  experience  where  emer- 
gency telephones  may  be  installed,  and 
where  residents  could  be  taught  emer- 
gency measures. 

We  are  presently  in  the  process  of  re- 
vising our  ambulance  code  in  this  State. 
The  purpose  of  course  is  to  eliminate  the 
hazards  mentioned.  Consideration  even  is 
being  given  to  the  possible  establishment 
of  helicopter  service  for  extremely  isolated 
areas  in  the  State. 

As  everyone  gets  behind  the  new  code  we 
can  look  for  improvement  in  the  over-all 
accident  mortality  rate  in  New  York  State. 
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New  international  certificates  of  vaccination 


The  familiar  yellow  card  folder  of  the 
International  Certificates  of  Vaccination, 
revised  in  September,  1966,  and  brought 
into  use  on  January  1,  1967,  shows 

changes. 

Three  additional  notations  by  the  vac- 
cinator are  to  be  recorded  on  the  new  form: 

1.  Type  of  vaccine — freeze-dried  or 
liquid 


2.  Origin  of  vaccine — manufacturer 

3.  Batch  number 

In  addition  it  is  to  be  noted  that  as  of 
May  12,  1965,  the  validity  of  yellow  fever 
vaccination  has  been  extended  from  six  to 
ten  years. 

Validation  by  local  health  departments 
of  new  vaccinations  and  re-vaccinations 
for  those  that  have  expired  will  be  ob- 
tainable only  on  the  new  certificates. 


“Actually,  business  isn’t  that  good — that’s  my  electrocardiogram. 
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Introduction 

Gordon  McHardy,  M.D.:  This  panel 
symposium  is  titled  “Diaphragmatic  Hernia 
and  Allied  Conditions.”  The  entire  session 
could  be  expanded  and  not  exhaust  this 
area.  Fortunately,  our  panelists  have  been 
working  in  selected  areas  related  to  this 
particular  entity.  Each  has  available 
knowledge  to  expand  this  discussion  con- 
siderably. 

In  introducing  the  subject  of  hiatal 
hernia,  I shall  stress  incidence,  recognition, 
and,  most  important,  significance.  In  our 

Presented  at  the  159th  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  Section  on 
Gastroenterology  and  Proctology,  February  16,  1965. 


study,  conducted  over  a period  of  twenty 
years,  the  recognized  incidence  of  clinically 
symptomatic  disease  has  increased  from 
6.4  per  cent  in  1940  to  18.5  per  cent  in 
1960.  This,  however,  is  not  an  indication 
of  the  significance  of  the  disease  nor  an 
accurate  appraisal  of  incidence  in  the  general 
population,  for  our  clinic  population  is  one 
of  gastroenterologic  reference. 

I believe  the  interest,  awareness,  and 
diagnostic  acumen  that  have  developed; 
routine  consultative  esophagography  and 
fluorocinematography;  the  esophagoscopic 
internist;  and  accurate  available  intra- 
luminary motor  studies  have  led  to  a better 
interpretation  of  this  entity.  I believe 
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FIGURE  1.  The  cardia,  schematic  appraisal  of 
esophagocardiac  junctional  area,  which  extends 
above  and  below  diaphragm  to  comprise  segment 
defined  "the  cardia." 

gastric  and  vagal  surgery  have  increased 
the  incidence  of  this  condition. 

The  area  of  importance  under  discussion 
is  the  cardia  (Fig.  1).  An  accurate  defini- 
tion of  this  area  is  not  available.  The 
appraisal  varies  with  the  individual  phy- 
sician in  relation  to  his  area  of  interest: 
the  anatomist,  the  radiologist,  the  surgeon, 
the  physiologist  measuring  it  from  a mano- 
metric  viewpoint,  and  the  gastroenterolo- 
gist evaluating  it  clinically. 

Types.  The  types  of  hernia  in  adults 
may  be  generally  categorized  as  follows: 
the  sliding  direct,  centric,  inconstant,  up- 
ward variety  is  the  most  frequent  and  at 
the  same  time  least  clinically  significant; 
the  so-called  shortened  esophagus  is  a 
centric,  upward,  persistent,  displacement  of 
a varying  quantity  of  the  cardiac  end  of 
the  stomach  which  represents  permanent 
displacement  of  the  esophagogastric  junc- 
tion and  associated  incompetency  of  the 
sphincteric  segment  (Fig.  2).  The  points 
of  importance  are  that  the  esophagogastric 
junction  moves  up  and  down,  theoretically, 
in  the  simple  sliding  variety;  the  esophago- 
gastric junction  remains  above  the  dia- 
phragm in  the  shortened  esophagus. 

The  rolling  type  of  hernia  is  an  eccentric 
paraesophageal  hernia  in  which  the  junc- 
tional area  may  remain  in  normal  diaphrag- 
matic relationship  (Fig.  3). 

A variety  we  don’t  see  often  is  the  adult 
who  has  the  entire  stomach  above  the 


FIGURE  2.  Direct  hernia,  physiologically  short- 
ened esophagus,  with  esophagogastric  junction 
constantly  located  above  diaphragm  and  early 
stricture  formation. 

diaphragm  (Fig.  4).  These  individuals 
often  develop  ulceration  in  the  esophagus 
itself. 

Of  increasing  frequency  is  the  occurrence 
of  hernia  after  gastric  surgery.  These 
patients  may  be  achlorhydric.  The  esoph- 
agitis of  alkaline  origin  arises  from  the 
regurgitation  of  digestive  enteric  content 
(biliary  and  pancreatic  secretion). 

A final  type  is  the  so-called  Barrett 
esophagus  in  which  the  stricture  may  be  as 
high  as  the  aortic  arch  (Fig.  5).  The 
esophagus  may  be  lined  with  a transitional 
type  of  columnar,  gastric-like,  nonacid 
pepsin-secreting  mucosa,  which  may  repre- 
sent a reparative  migration  and  displace- 
ment of  squamous  epithelium. 

Competency  mechanism.  Emphasis  to- 
day centers  more  on  the  competency  mech- 
anism. This  renders  hiatal  hernia  a clini- 
cally important  entity.  The  competency 
mechanism  involves  the  sphincteric  seg- 
ment (high-pressure  zone);  the  so-called 
pinchcock  which  we  would  now  like  to 
divide  into  a number  of  structures;  the 
phrenoesophageal  ligaments  that  the  Eng- 
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FIGURE  3.  Paraesophageal  hernia.  Esophago- 
gastric junction  located  to  left,  the  stomach  rolling 
parallel  to  esophagus  and  to  right.  This  com- 
prises a combined  herniation,  in  that  esophago- 
gastric junction  is  located  above  diaphragm. 

lish  stress;  and  the  abdominal  segment  of 
the  esophagus,  whereby  this  component 
actually  remains  in  the  abdomen  to  have 
the  advantage  of  intra-abdominal  pressure. 

Radiologic  aspects 

Bernard  S.  Wolf,  M.D.:  Method. 

Careful  attention  to  the  lower  end  of  the 
esophagus  is  now  part  of  every  barium  meal 
examination.  Various  maneuvers  are  util- 
ized by  radiologists  to  demonstrate  sliding 
hernias.  We  prefer  to  have  the  patient 
lie  down  in  the  conventional  prone  right 
anterior  oblique  position  but  to  place  a 
sizable  radiolucent  bolster  underneath  the 
abdomen  to  increase  intra-abdominal  pres- 
sure. The  patient  is  asked  to  drink  fluid 
barium  through  a wide  straw  as  rapidly  and 
continuously  as  possible  while  the  exposure 
is  made.  This  succeeds  in  producing  maxi- 
mum sliding  of  the  esophagogastric  region 


FIGURE  4.  Intrathoracic  stomach  in  adult,  rec- 
ognized as  concomitant  to  severe  kyphosis. 


and  also  gives  us  a film  of  the  esophagus 
with  maximum  distention.  That  this  is  an 
effective  maneuver  can  be  demonstrated 
by  comparing  films  taken  with  and  without 
a bolster.  In  some  instances,  a strikingly 
sizable  hernia  is  demonstrated  only  with  the 
bolster. 

A variety  of  maneuvers  also  are  utilized 
to  demonstrate  reflux.  We  refer  to  free 
reflux  when  a moderate  Trendelenburg 
position  results  in  the  retrograde  flow  of 
barium  from  the  stomach  into  the  hernial 
sac  and  into  the  esophagus  in  a continuous 
stream.  These  patients  invariably  have 
heartburn.  In  contrast,  patients  in  whom 
reflux  can  be  demonstrated  only  by  marked 
increase  in  intra-abdominal  pressure,  com- 
bined with  drinking  of  water,  may  or  may 
not  have  pertinent  clinical  symptoms, 
is  interesting  to  note  that  in  patients  with 
sizable  hernias,  reflux  into  the  hernial  sac 
may  not  occur  apparently  because  of  some 
type  of  obstruction  to  retrograde  flow  at 
the  level  of  the  hiatus.  In  other  instances, 
reflux  occurs  through  the  hiatus  into  the 
hernial  sac  but  not  into  the  esophagus. 
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FIGURE  5.  Barrett  esophagus,  with  stricture  at 
arch  of  aorta.  On  biopsy,  squamous  epithelium 
proximal  to  stricture,  transitional  or  columnar 
epithelium  immediately  below  stricture. 

Utilizing  the  technic  already  described, 
we  kept  track  of  the  number  of  sliding 
hernias  that  were  being  reported  in  the 
course  of  routine  barium  meal  examinations 
in  361  cases.  It  turned  out  that  about 
50  per  cent  of  the  examinations  that  we 
were  doing  showed  some  evidence  of  a 
sliding  hernia.  Of  this  total,  however, 
two-thirds  had  so-called  small  hernias,  less 
than  an  inch  and  a half  in  maximum  size. 
One  can  argue  whether  correct  criteria 
were  used  in  making  the  diagnosis  of  these 
small  hernias.  It  is  therefore  necessary  to 
examine  these  criteria. 

One  valuable  sign  in  making  this  diag- 
nosis is  the  fact  that  the  small  hernial  sac 
may  be  eccentric  in  relationship  to  the 
body  of  the  esophagus.  When  this  is 
associated  with  widening  of  the  hiatus  and 
particularly  if  reflux  can  be  demonstrated, 
the  diagnosis  of  herniation  is  quite  reliable. 
It  is  rare  that  one  can  be  sure  of  the  identity 
of  thick  folds  in  a small  supradiaphragmatic 
sac  since  folds  can  be  normal  in  the  lower 
end  of  the  esophagus.  However,  when 
they  are  tortuous  and  not  effaced  during 
distention,  it  is  reasonable  to  call  the  sac 
a small  portion  of  the  stomach. 

The  most  common  landmark  that  is  used 


by  radiologists  to  identify  the  esophago- 
gastric junction  is  the  Schatzki  ring.  This 
ring  appears  as  a symmetrical  indentation 
producing  a thin  shelf  or  diaphragm-like 
intrusion  into  the  lumen.  The  caliber  of 
this  ring  may  become  sufficiently  small  so 
that  food,  particularly  meat  or  bread,  may 
become  obstructed  at  the  site  of  the  ring. 
The  caliber  of  such  a stenotic  or  sympto- 
matic ring  can  be  determined  by  utilizing 
an  opaque  barium  tablet  one-half  inch  in 
diameter.  To  demonstrate  a ring,  maxi- 
mum distention  must  be  achieved.  In 
some  cases,  only  profile  indentations  or 
notches  are  evident  which  have  the  same 
significance.  In  addition  to  a static 
Schatzki  ring,  another  circumferential 
thicker  ring-like  indentation  is  often  seen 
in  patients  with  small  hernias  at  the  end  of 
the  tubular  esophagus,  that  is,  at  the  proxi- 
mal margin  of  the  so-called  vestibule.  This 
type  of  ring  is  functional  and  has  been  re- 
ferred to  as  the  inferior  esophageal  sphinc- 
ter. This  sphincteric  zone  can  occasionally 
be  identified  in  normal  individuals,  but  in 
patients  with  hernia  it  is  usually  more 
marked  and  located  3 or  4 cm.  above  the 
hiatus. 

Peptic  esophagitis.  Severe  peptic 
esophagitis  in  association  with  an  uncom- 
plicated sliding  hiatal  hernia  is  rare.  When 
seen,  some  complicating  condition  such  as  a 
duodenal  ulcer  should  be  searched  for. 
Minimal  inflammatory  changes  in  the  distal 
end  of  the  esophagus  cannot  be  demon- 
strated by  roentgen  methods.  When  some- 
what more  advanced,  however,  careful 
examination  often  will  demonstrate  a lack 
of  normal  distensibility  in  the  distal  2 or  3 
inches  of  the  esophagus,  irregularity  in  the 
outline  of  the  filled  esophagus,  and  some 
coarsening  of  the  mucosal  folds.  Peptic 
esophagitis  may  be  manifest  by  a short 
stricture  located  at  or  a short  distance 
above  the  mucosal  junction.  Peptic  stric- 
tures are  often  funnel-shaped  in  configura- 
tion rather  than  diaphragm-like.  In  such 
instances,  it  may  be  difficult  to  distend  the 
segment  distal  to  the  stricture,  but  one  is 
safe  in  assuming  that  herniation  or  a 
gastric-lined  esophagus  is  present.  In  some 
cases,  deep  peptic  ulceration  occurs  at  the 
mucosal  junction  in  patients  with  a hernia, 
and  this  has  the  roentgen  appearance  of  a 
niche  as  seen  with  a gastric  ulcer.  A 
chronic  peptic  ulcer  of  this  type  is  marginal 
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in  location,  that  is,  at  the  esophagogastric- 
mucosal  junction,  since  gastric  epithelium 
is  always  found  along  its  distal  border. 
Marginal  ulcers  of  this  type,  however,  may 
be  difficult  to  demonstrate  when  associated 
with  severe  stricture  or  local  spasm. 

Comment.  Finally,  it  might  be  men- 
tioned that  the  problem  of  the  radiologist 
after  repair  of  a hiatus  hernia  in  identifying 
persistent  herniation  is  quite  difficult.  In 
the  majority  of  instances,  however,  with  a 
successful  repair,  there  will  be  evident  an 
intra-abdominal  pliable  tubular  segment 
connecting  the  esophagus  with  the  stomach. 
This  description  can  be  put  in  other  words, 
namely,  that  if  the  repair  is  successful,  the 
so-called  cardiac  incisura  will  be  demon- 
strable rather  than  abrupt  funneling  from 
the  tubular  esophagus  into  the  stomach  at 
the  level  of  the  hiatus. 

Endoscopic  contributions 

David  Katz,  M.D.:  The  gastroenter- 

ologist endoscopist  utilizes  an  instrument 
which  differs  from  the  one  used  by  his 
otolaryngologist  confreres.  Our  instrument 
is  the  Hufford  esophagoscope  which  is  a 
rigid  scope  similar  to  the  traditional  Jack- 
son  esophagoscope  but  which  utilizes  a 
flexible  obturator.  The  esophagoscope  is 
then  introduced  blindly,  with  the  patient 
on  his  left  side,  in  the  manner  of  gastros- 
copy. The  safety  of  this  instrument  in 
contrast  to  the  rigid  esophagoscope  passed 
under  direct  vision  must  be  stressed.  With 
the  flexible  Hufford  esophagoscope,  per- 
forations will  not  occur  at  the  cricopharynx, 
and  the  incidence  of  perforation  in  toto  will 
be  less  than  0.1  per  cent  compared  with 
2 per  cent  utilizing  direct  esophagoscopy. 
Our  group  at  the  Metropolitan  Hospital 
Medical  Center  and  the  New  York  Medical 
College  performs  over  300  esophagoscopic 
examinations  annually  and  uses  this  method 
in  studying  all  patients  with  symptomatic 
hiatus  hernia. 

Indications.  In  general  the  indications 
for  esophagoscopy  in  hiatus  hernia  are 
four.  The  first  is  to  establish  the  diagnosis 
of  hernia  in  the  presence  of  a negative 
x-ray  examination.  The  second  is  to  clarify 
the  differential  diagnosis  of  the  x-ray,  for 
instance,  the  diagnosis  of  esophageal  varices 
may  be  extremely  difficult  by  x-ray.  The 
third  is  to  rule  out  coexistent  disease,  an 


uncommon  phenomenon.  The  fourth  is  to 
document  severe  complications  which  might 
indicate  a necessity  for  surgery. 

Difficulties.  In  making  the  esopha- 
goscopic diagnosis  of  hernia,  optimally  we 
hope  to  demonstrate  rugal  folds  above 
the  diaphragm.  We  rely  on  the  length 
of  the  esophagus  as  a guide,  attempting  to 
demonstrate  gastric  rugal  folds  proximal 
to  40  cm.  from  the  incisor  teeth.  There  are 
several  difficulties  inherent  in  the  esoph- 
agoscopic diagnosis, 

1.  There  is  a normal  variation  of 
esophageal  length.  Although  40  cm.  from 
the  incisors  is  considered  the  mean  length, 
there  are  individuals  of  short  stature  who 
have  esophageal  lengths  of  38  cm.  or  less. 

2.  There  is  difficulty,  even  with  esopha- 
goscopy of  the  normal  patient,  in  identify- 
ing the  diaphragmatic  level. 

3.  As  often  occurs  with  x-ray  examina- 
tion, hernias  frequently  reduce  themselves 
spontaneously  at  the  time  of,  or  prior  to,  the 
time  of  the  examination. 

4.  The  instrument  itself  may  reduce 
the  hernia  at  the  time  of  esophagoscopy. 

5.  In  the  usual  examination  of  the 
patient  with  the  rolling  or  paraesophageal 
hernia,  normal  esophageal  length  may  be 
present.  Occasionally,  one  may  have  evi- 
dence of  pressure  on  the  esophagus  as  an 
indication  of  the  fact  that  such  a hernia 
may  exist. 

Accompanying  complications.  We  also 
may  be  aided  in  the  esophagoscopic  diag- 
nosis of  hiatus  hernia  if  we  can  demonstrate 
accompanying  complications.  The  demon- 
stration of  esophagitis,  esophageal  ulcer, 
or  stricture  are  suggestive  of  the  presence 
of  hiatus  hernia. 

The  role  of  esophageal  biopsy  in  the 
diagnosis  of  esophagitis  associated  with 
hernia  is  probably  limited  for  two  reasons. 
First,  there  is  danger  of  taking  a biopsy  of 
intact  esophageal  mucosa  because  of  the 
thin  esophageal  wall.  And  second,  biopsy 
confirms  a visual  impression  of  esophagitis 
only  50  to  60  per  cent  of  the  time.  More- 
over, a visual  impression  of  esophagitis 
correlates  better  with  the  Bernstein  acid 
perfusion  test  than  esophageal  biopsy. 

Role  of  gastroscopy.  What  is  the  role 
of  gastroscopy  in  the  hiatus  hernia?  In 
the  actual  diagnosis  of  the  hernia,  the  role 
is  limited.  Some  of  the  reasons  are  the 
same  as  those  given  for  the  limitation  of 
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esophagoscopy  in  diagnosis.  The  instru- 
ment may  reduce  the  hernia.  There  may 
be  difficulty  in  entering  the  hernial  pouch. 
And  of  most  importance  is  the  fact  that 
optical  difficulties  exist.  Except  for  the 
Eder-Palmer  gastroscope  with  the  Bern- 
stein * modification  which  provides  excellent 
contact  vision,  gastroscopes  in  general  can- 
not provide  good  visualization  in  a hernia 
pouch  since  the  walls  of  the  stomach  remain 
too  close  for  the  optical  capabilities  of  the 
instruments. 

Finally,  one  must  never  make  a diagnosis 
of  a bleeding  hiatus  hernia  unless  the  bleed- 
ing site  is  identified  by  gastroscopy  or  by 
esophagoscopy,  and  unless  all  other  poten- 
tial bleeding  sites  are  ruled  out.  In  our 
series  of  405  consecutive  bleeders  studied 
endoscopically  at  the  Metropolitan  Hos- 
pital Medical  Center  from  December,  1961, 
to  March,  1965,  the  incidence  of  hiatus  her- 
nia as  a source  of  bleeding  was  2.8  per  cent. 
On  only  two  occasions  has  surgical  inter- 
vention been  necessary  for  a massively 
bleeding  hernia. 

Esophageal  motility  studies 

Maurice  L.  Kelley.:  (Dr.  Kelley’s 

talk  has  already  appeared  in  the  Journal — 
Kelley,  M.L.,  Jr.:  Esophageal  motility 

studies  in  evaluation  of  hiatal  hernia, 
New  York  State  J.  Med.  66:  594  (Mar. 

1)  1966.  An  abstract  of  his  remarks 

follows — H.  J.  B.) 

Intraluminal  pressure  recordings  from  the 
esophagus  and  its  inferior  sphincter  fulfill 
three  important  functions  in  the  investiga- 
tion of  individuals  with  sliding  hiatal  hernia: 

( 1 ) discovery  of  small  sliding  hiatal  hernias 
not  diagnosed  by  radiologic  and  endoscopic 
examinations ; (2)  documentation  of  gastro- 
esophageal sphincteric  tone  and  function; 
and  (3)  detection  of  abnormal  esophageal 
motor  activity  not  disclosed  by  barium  x-ray 
studies  which  may  provide  information  re- 
garding the  etiology  of  the  herniation  and  aid 
in  ascertaining  its  symptom-producing  capac- 
ity 

The  manner  in  which  motility  studies 
function  in  evaluation  of  hiatal  hernia  in 
certain  patients  was  described  and  illus- 
trated. 

Clinical  areas  of  esophagitis 

Charles  A.  Flood,  M.D.:  I would  like 

* Eder  Instrument  Company,  Chicago,  Illinois. 


to  sketch  briefly  our  experiences  with  the 
long-term  course  of  patients  with  hiatus 
hernia  under  medical  management.  This 
series  of  patients  includes  only  individuals 
with  symptoms  attributable  to  a hiatus 
hernia  and  radiologic  evidence  of  the  pres- 
ence of  a hernia  that  was  convincing  to  at 
least  two  observers. 

Program.  The  program  of  medical 
treatment  consisted  initially  of  frequent 
feedings  and  alkalies,  designed  in  theory  to 
neutralize  acid  and  to  prevent  reflux  esoph- 
agitis. Patients  were  instructed  to  avoid 
sleeping  in  the  horizontal  position,  not  to 
wear  constricting  garments,  and  they  were 
encouraged  to  reduce  if  they  were  over- 
weight. Mild  sedation  and  superficial  psy- 
chotherapy were  employed  in  the  manage- 
ment of  associated  emotional  factors.  Most 
patients  followed  the  regimen  as  outlined 
briefly  but  soon  tended  to  modify  it  depend- 
ing on  the  frequency  and  severity  of 
symptoms. 

One  hundred  and  thirty  patients  have 
been  under  long-term  observation  for  a 
mean  period  of  eight  years.  The  mean 
duration  of  symptoms  related  to  the  hiatus 
hernia  when  the  patients  were  first  exam- 
ined was  approximately  two  years.  Hence, 
the  data  mainly  represent  our  experience 
with  the  behavior  of  hiatus  hernia  during 
the  first  ten  years  of  the  clinical  course  of 
the  disease.  The  course  of  these  patients 
was  recorded  at  periodic  clinic  visits  during 
the  term  of  observation. 

Patients  with  hiatus  hernia  fall  into 
several  groups  on  the  basis  of  symptoms: 
the  largest  number  complain  only  of  some 
type  of  distress,  such  as  heartburn,  and 
will  be  designated  as  having  uncomplicated 
hiatus  hernia.  Others  have  a history  of 
dysphagia  or  of  gross  hemorrhage.  Finally, 
patients  who  also  present  evidence  of  a 
peptic  ulcer,  usually  in  the  duodenum,  con- 
stitute a separate  group. 

Results.  The  group  with  uncompli- 
cated hiatus  hernia  at  the  time  of  the  initial 
visit  consisted  of  72  patients  who  had  been 
followed  for  a mean  period  of  eight  years. 
Most  of  these  patients  continued  to  have 
mild  symptoms  from  time  to  time  despite 
treatment.  If  one  compares  the  incidence 
and  severity  of  symptoms  during  the  first 
year  and  the  last  year  of  observation,  for 
example,  there  is  little  difference.  Medical 
treatment  failed  to  give  sustained  and  per- 
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manent  relief.  On  the  other  hand,  very 
few  patients  developed  severe  and  incapaci- 
tating symptoms. 

Ten  of  the  72  patients  with  initially  un- 
complicated hiatus  hernia  later  complained 
of  some  difficulty  in  swallowing  at  times. 
Usually  this  was  not  associated  with  any 
demonstrable  constriction  of  the  esophagus. 
Two  of  the  72  patients  did  develop  con- 
strictive esophagitis  under  observation. 

The  incidence  of  subsequent  gross  hemor- 
rhage in  patients  with  initially  uncom- 
plicated hiatus  hernia  was  approximately 
10  per  cent.  The  hemorrhage  was  always 
readily  managed  conservatively. 

Gross  hemorrhage  occurred  in  a total  of 
24  of  our  patients  with  hiatus  hernia  who 
had  no  evidence  of  an  associated  peptic 
ulcer.  The  mortality  for  this  group  was 
zero.  As  time  passed,  approximately  half 
of  the  patients  with  hemorrhage  bled  more 
than  once.  It  was  of  interest  that  when 
hemorrhage  occurred  with  hiatus  hernia,  it 
often  took  place  early  in  the  disease. 
Many  patients  reported  that  hemorrhage 
had  occurred  within  the  first  year  of  the 
onset  of  any  symptoms  related  to  hiatus 
hernia. 

Dysphagia  in  this  series  was  attributable 
to  a variety  of  mechanisms.  About  half 
of  our  patients  with  dysphagia  were  found 
to  have  a constriction  of  the  lower  end  of 
the  esophagus  causing  obstruction  to  the 
passage  of  food.  Some  had  a stricture  with 
scarring.  Others  had  spasm  or  a Schatzki 
type  of  ring  as  shown  by  Dr.  Wolf.  In 
other  patients,  different  mechanisms  must 
be  postulated  to  explain  difficulty  in  swal- 
lowing. Occasionally  we  have  seen  pa- 
tients with  impacted  food  in  the  hernia  just 
above  the  diaphragm.  Abnormal  peristal- 
sis or  phasic  contractions  of  the  esophagus 
may  be  responsible  for  dysphagia. 

As  noted  earlier,  most  of  our  patients 
with  narrowing  of  the  esophagus  had  it 
when  they  were  first  seen,  and  the  develop- 
ment of  constrictive  esophagitis  was  un- 
usual in  those  individuals  who  initially  had 
an  esophagus  of  normal  caliber.  It  is  also 
noteworthy  that  when  constrictive  esoph- 
agitis occurred  it  often  appeared  early  in 
the  clinical  course. 

Patients  with  narrowing  of  the  esophagus 
were  usually  relieved  readily  by  treatment 
with  metal  bougienage.  An  average  of  4 
dilatations  carried  out  at  weekly  intervals 


usually  was  sufficient  to  relieve  symptoms 
in  patients  with  this  soft  type  of  stricture. 
The  long-term  results  of  stretching  have 
been  relatively  good.  Approximately  half 
of  the  patients  have  required  a second 
series  of  dilatations  at  a later  date.  Only 
an  occasional  patient  has  required  surgical 
intervention. 

The  most  serious  complications  in  this 
series  of  patients  with  hiatus  hernia  were 
incarceration  and  hemorrhage.  Two  pa- 
tients with  a large  hernia  evidenced  an 
incarceration  that  required  surgery.  Gross 
hemorrhage  in  patients  with  both  hiatus 
hernia  and  duodenal  ulcer  also  necessitated 
prompt  surgical  intervention  in  some  in- 
stances. 

Summary.  Most  patients  with  hiatus 
hernia  continued  to  have  mild  symptoms 
as  they  were  followed  over  a period  of 
years.  As  a rule  the  symptoms  were 
readily  tolerated  and  relieved  by  simple 
measures.  Constrictive  esophagitis  devel- 
oped in  a small  percentage  of  patients; 
gross  hemorrhage  occurred  in  10  per  cent  of 
patients.  In  general,  the  clinical  picture 
of  hiatus  hernia  tended  to  remain  mild 
and  intermittently  symptomatic  in  the 
majority  of  individuals. 

Surgical  management 

J.  Ernest  Delmonico,  Jr.,  M.D.:  This 
discussion  is  based  on  the  author’s  personal 
experience  with  205  cases  of  diaphragmatic 
hernia  and  is  confined  to  the  surgical 
management  of  hiatal  hernia  complicated 
by  stricture,  incarceration,  and  ar.ginoid 
syndrome.  During  the  past  ten  years  there 
were  159  surgical  repairs  of  hiatal  hernia; 
of  these,  there  were  71  patients  with  com- 
plicated hernias. 

Incarceration.  The  first  group  to  be 
discussed  are  patients  with  incarcerated 
hiatal  hernia.  Although  this  complication 
of  hiatal  hernia  is  infrequently  reported  in 
the  literature,  it  occurred  in  35  patients. 
The  reason  for  its  infrequent  diagnosis  is 
basically  the  failure  of  the  radiologist  to 
differentiate  between  reducible  and  non- 
reducible hiatal  hernia.  Of  35  incarcerated 
hiatal  hernias,  only  4 were  reported  as 
being  irreducible. 

The  clinical  diagnosis  of  incarcerated 
hiatal  hernia  is  quite  simple.  The  average 
patient  presents  a typical  history  of  a 
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FIGURE  6.  Incarcerated  hiatal  hernia.  Note 
constriction  at  hiatus.  Patient  developed  sudden 
pain  followed  by  bleeding  and  dysphagia. 


sliding  hiatal  hernia  relating  that  he  has 
had  many  episodes  of  heartburn  responding 
to  antacids,  and  so  on.  When  incarceration 
occurs,  the  patient  usually  no  longer  has 
heartburn.  However,  dysphagia  of  an 
alarming  nature  or  at  least  of  a more 
intense  nature  occurs.  The  onset  may 
have  started  with  a history  of  trauma. 
At  times  this  is  related  to  an  automobile 
accident,  the  act  of  lifting  a heavy  object, 
or  catching  a heavy  object,  producing  intra- 
abdominal pressure. 

In  this  group  of  patients  the  onset  was 
abrupt  in  50  per  cent.  In  addition  to  the 
emphasis  of  heartburn  replaced  by  dyspha- 
gia, there  may  also  occur  low  sternal, 
epigastric,  and  back  pain.  Character- 
istically the  symptoms  are  no  longer  re- 
lieved by  the  usual  medication  that  had 
been  effective  in  the  past.  In  addition, 
varying  degrees  of  resultant  constriction 
occur  with  superficial  gastric  ulcerations. 
Gastrointestinal  bleeding  ensues,  often  pro- 
found. Forty  per  cent  of  the  patients 
required  from  three  to  eight  transfusions 
preoperatively. 

Radiologically,  the  findings  are  not  par- 


ticularly unusual  and  not  unlike  the  ordi- 
nary sliding  or  reducible  hiatal  hernia.  Un- 
less a specific  effort  is  made  on  the  part  of 
the  radiologist  to  demonstrate  reducibility, 
the  hernia  is  usually  reported  as  a sliding 
variety.  In  addition,  since  incarceration 
has  taken  place,  reflux  may  not  be  demon- 
strated because  of  the  mechanical  changes 
and  constriction  of  the  herniated  fundus 
(Fig.  6). 

The  endoscopic  findings  may  reveal  ulcer- 
ation; yet  in  this  series  of  35  patients  in  no 
instance  was  a bleeding  site  seen  at  esopha- 
goscopy.  However,  reduction  of  the  in- 
carceration is  possible  during  the  procedure, 
especially  if  the  patient  is  under  general 
anesthesia.  If  the  patient  is  an  unusually 
poor  surgical  risk,  an  attempt  at  reduction 
by  endoscopy  may  be  preferable  to  repair 
in  certain  instances  (Fig.  7). 

Once  the  correct  diagnosis  of  incarcera- 
tion is  made,  surgical  repair  is  mandatory  as 
in  any  other  type  of  incarcerated  hernia. 
If  it  is  not  repaired,  continuous  bleeding 
may  occur  and  even  strangulation  with 
rupture.  If  the  constriction  factor  is  not 
severe,  and  the  more  serious  morbid  com- 
plications do  not  occur,  the  patient  will  not 
respond  to  medical  management  until  re- 
duction is  accomplished.  The  surgical  ap- 
proach requires  the  thoracic  exposure  for 
adequate  reduction  without  tension.  This 
will  be  discussed  later  in  more  detail. 

Stricture  formation.  The  second  fre- 
quent complication  in  hiatal  hernia  is 
stricture  formation.  There  are  basically 
two  kinds  of  stricture  due  to  esophagitis 
with  hiatal  hernia.  The  linear  type  of  nar- 
rowing or  scarring  occurring  in  the  distal 
esophagus  is  easily  demonstrated  both  by 
the  radiologist  and  the  operating  surgeon. 
This  type  of  stricture  is  rare. 

The  more  common  type  of  stenosing  or 
annular  stricture  which  until  recent  years 
was  felt  to  be  very  rare,  is  not  only  simply 
demonstrated  by  the  radiologist  and  the 
operating  surgeon,  but  also  can  be  diag- 
nosed by  the  astute  clinician. 

There  were  19  strictures  in  159  surgical 
repairs  of  hiatal  hernia.  Seventeen  were 
of  the  annular  variety  and  are  variously 
reported  in  the  literature  as  “lower  esopha- 
geal rings,”  “Schatzki  rings,”  or  “dia- 
phragm-like  narrowings  in  the  lower  esoph- 
agus.” It  is  a paradox  that  although 
esophagitis  is  considered  one  of  the  most 
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common  diseases  of  the  gastrointestinal 
tract,  this  condition  which  results  from 
esophagitis  was  not  reported  as  a surgical 
entity  until  1955.  At  that  time  its  relation- 
ship to  hiatal  hernia  was  not  apparent; 
however,  with  further  experience,  hiatal 
hernia  has  been  found  culpable  in  each  in- 
stance. In  spite  of  voluminous  reports  in- 
volving thousands  of  patients  with  surgical 
repairs  of  hiatal  hernia,  there  has  been  a 
dearth  of  reports  even  mentioning  this 
condition! 

Since  presenting  “lower  esophageal  web” 
as  a surgical  entity  in  1956*,  the  author  has 
studied  in  detail  17  patients  with  this 
obstructing  lesion,  f Seventeen  patients 
were  operated  on,  biopsy  and  tissue  speci- 
mens were  obtained  in  most  instances, 
endoscopy  was  performed  by  the  author, 
and  most  patients  had  cinematographic 
studies  both  preoperatively  and  postopera- 
tively  in  addition  to  routine  gastrointestinal 
series.  The  follow-up  period  ranged  from 
six  months  to  nine  years. 

A clinical  history  is  invariably  diagnostic. 
Dysphagia  is  characteristic.  The  duration 
of  dysphagia  is  usually  over  two  to  three 
years  and  most  often  over  five  years.  It  is 
typically  episodic  in  nature  and  associated 
with  long  periods  of  remission.  There 
are  usually  acute  attacks  of  a violent 

* Bugden,  W.  F.,  and  Delmonico,  J.  E.,  Jr.:  Lower  eso- 
phageal web,  J.  Thoracic  Surg.  31:  1 (1956). 

t Since  this  panel  report  in  1965,  the  author  has  had  ex- 
perience with  7 additional  patients  with  this  problem. 


nature,  usually  associated  with  severe 
“choking  spells.”  Commonly,  there  is  a 
history  of  foreign  body,  usually  beef,  being 
lodged  in  the  lower  esophagus,  often  requir- 
ing instrumental  removal,  as  in  5 patients 
of  this  series.  Beef  has  been  reported  in 
100  per  cent  of  these  patients  as  the  type 
bolus  most  often  causing  obstructive  phe- 
nomena. The  stenosing  ring-like  stricture 
apparently  occurs  quite  insidiously  and 
must  take  many  years  to  develop  as  evi- 
denced by  the  fact  that  most  of  these  pa- 
tients can  remember  having  had  heartburn 
some  fifteen  to  twenty  years  previously; 
but  with  the  development  of  the  stenosis, 
reflux  and  thus  heartburn  became  mini- 
mized. 

The  radiologic  diagnosis  of  this  condition 
has  been  described  on  many  occasions.  It 
does  require  a special  technic  of  distending 
the  esophagus  above  and  below  the  lesion. 
If  this  is  not  done  the  narrowing  will  be 
missed  (Fig.  8). 

Reflux  is  seldom  present  because  of  the 
stenosis  at  the  cardia.  A diagnosis  is 
actually  more  easily  made  on  clinical 
grounds  and  then  confirmed  by  radiologic 
study.  If  a patient  with  this  condition 
has  had  a hiatal  hernia  repair  and  the  con- 
dition has  not  been  recognized  either  by 
the  radiologist  or  the  operating  surgeon, 
dysphagia  will  continue  postoperatively. 
The  radiologic  diagnosis  of  the  ring  will 
then  be  almost  impossible  because  of  the 
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FIGURE  8.  Lower  ring.  (A)  Missed  on  routine  barium  swallow.  (B)  Demonstrated  with  proper  technic. 


scarring  and  other  operative  changes.  The 
ring  will  be  lost  in  the  shadows  of  the  hiatus. 

The  endoscopic  findings  in  this  condition 
may  also  be  misleading  since  there  is 
seldom  esophagitis  proximal  to  the  ring-like 
stenosis;  and  in  addition  since  the  stenosis 
occurs  at  the  esophagogastric  junction 
where  there  is  normally  some  narrowing, 
the  endoscopist  may  fail  to  realize  that  this 
ring-like  narrowing  is  present  and  describe 
the  inability  to  pass  the  cardia  as  being 
that  of  a technical  nature.  The  mucosa  in 
the  area  at  endoscopy  is  not  diagnostic 
and  even  at  open  thoracotomy  may  appear 
quite  normal. 

At  exploration  during  the  routine  repair 
of  a hiatal  hernia,  if  this  condition  is  not 
diagnosed  preoperatively,  the  surgeon  can- 
not possibly  make  the  diagnosis  without 
opening  the  esophagus  or  stomach  and 
palpating  the  junction,  since  there  is  no 
thickening  or  abnormality  externally  by 
palpation  or  inspection.  On  the  other 
hand,  with  the  open  stomach  or  esophagus 
the  lesion  is  often  so  tight  that  it  will 
barely  admit  a fingertip  and  has  the  feel  of  a 
severely  tight  mitral  stenosis.  Further- 
more, there  is  usually  an  acquired  shorten- 


ing of  the  esophagus  present  in  these  cases, 
with  the  resultant  pulling  of  the  gastric 
cardia  into  the  chest  in  a tubelike  manner, 
so  that  on  first  examination  the  tubular 
shape  of  the  gastric  cardia  appears  to  be 
that  of  esophagus,  and  therefore  the  hiatal 
hernia  itself  may  be  overlooked.  In  addi- 
tion, the  hiatal  opening  may  be  normal. 

Although  many  authors  report  stricture 
and  hiatal  hernia  as  usually  being  associated 
with  peptic  ulcer,  there  was  not  a single 
instance  of  associated  peptic  ulceration  in 
this  series  of  19  strictures.  Furthermore,  a 
successful  surgical  result  did  not  require 
vagotomy  and  pyloroplasty  or  any  other 
type  of  peptic  ulcer  procedure.  In  most 
instances  biopsy  and  segments  of  the  sten- 
osing  ring  were  subjected  to  pathologic 
examination,  and  varying  degrees  of  esoph- 
agitis with  fibrosis  were  found.  The  proc- 
ess was  limited  in  most  cases  to  the 
squamocolumnar  junction. 

In  the  author’s  experience  this  lower 
esophageal  stenosing  ring  has  been  found  so 
frequently  that  it  is  considered  as  present 
until  proved  otherwise  in  each  patient  with 
hiatal  hernia  and  episodic  type  of  dyspha- 
gia. The  fact  that  it  is  not  usually  demon- 
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strated  by  routine  gastrointestinal  series 
and  cannot  be  found  during  a routine  hiatal 
hernia  repair  explains  both  the  infrequency 
of  its  being  reported  and  the  definite  group 
of  patients  with  persistent  dysphagia  fol- 
lowing surgical  repair.  The  latter  is  often 
erroneously  attributed  to  too  tight  a closure 
of  the  crura.  Patients  in  this  category  are 
reported  to  have  postoperative  x-ray  studies 
showing  no  residual  hiatal  hernia;  how- 
ever, it  is  often  impossible  after  the  repair 
to  demonstrate  radiologically  the  residual 
ring  at  the  cardia.  Consequently,  it  has 
been  the  author’s  practice  routinely  to 
explore  the  esophagogastric  junction  in- 
ternally when  repairing  hiatal  hernia  if 
there  has  been  any  clinical  suggestion  of  a 
lower  esophageal  ring. 

Short  esophagus.  The  third  series  of 
patients  is  perhaps  the  most  significant 
since  this  group  represents  a heretofore  in- 
frequently diagnosed  type  of  hiatal  hernia. 
I am  referring  to  hiatal  hernia  complicated 
by  a short  esophagus.  Until  recently  the 
consensus  has  been  that  short  esophagus  is 
a congenital  defect  and  that  an  acquired 
short  esophagus  is  rare.  This  study  would 
tend  to  agree  with  recent  reports  that  the 
reverse  is  true.  There  were  17  patients  in 
the  series  with  acquired  shortening  of 
the  esophagus  and  associated  high  reflux 
esophagitis. 

It  is  significant  that  17  patients  in  this 
group  originally  evidenced  cardiac  symp- 
toms.* Many  of  these  patients  had 
classical  symptoms  of  angina  pectoris  con- 
firmed by  cardiologists.  This  type  of  hiatal 
hernia  had  not  been  appreciated  until 
patients  began  to  present  themselves  for 
possible  cardiac  revascularization  proce- 
dures. During  a routine  work-up  with 
coronary  arteriography  it  became  apparent 
that  since  they  had  normal  arteriograms, 
some  other  system  was  responsible  for 
their  symptoms  (Fig.  9).  Further  investi- 
gation led  to  the  correct  diagnosis.  The 
ordinary  gastrointestinal  series  revealed  a 
small  hiatus  hernia  reported  in  some  in- 
stances with  reflux  and  in  others  without 
reflux.  In  others  no  hiatal  hernia  was 
seen,  but  reflux  was  present.  Further 
studies  included  cinematographic  studies  of 
the  esophagus  which  successfully  revealed 
the  true  nature  of  the  condition.  In  each 

* Since  presentation  of  this  report,  the  author  has 
treated  6 additional  patients  in  this  category. 


FIGURE  9.  Coronary  arteriography.  (A)  Normal 
arteriogram  in  patient  with  severe  "angina  pec- 
toris.” (B)  Same  patient  revealing  short  esoph- 
agus type  hernia  revealing  true  origin  of  anginoid 
syndrome. 

instance  there  was  not  only  reflux  but  also 
there  appeared  to  be  massive  or  free  reflux 
usually  up  to  the  upper  esophagus.  In 
some  patients  the  high  reflux  was  felt  to  be 
associated  with  aspiration  into  the  trachea, 
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producing  symptoms  in  these  patients  of 
“choking  spells.”  This  history  confused 
the  clinician  further  into  thinking  that 
true  angina  was  present.  The  operative 
findings  in  this  group  revealed  acquired 
shortening  of  the  esophagus  requiring  ex- 
tensive esophageal  mobilization  for  ade- 
quate reduction  and  repair  of  the  hernia. 

Regarding  the  surgical  approach  of  choice, 
there  has  been  considerable  modification 
during  the  past  ten  years.  The  author 
had  originally  employed  both  the  abdom- 
inal approach  and  the  frequently  applied 
classical  thoracic  approach  of  Allison. 
There  were  63  repairs  during  the  years 
1954  through  1961  with  generally  satis- 
factory results.  In  time,  however,  there 
was  a disturbing  recurrence  rate,  and  there- 
fore in  1961  the  approach  was  modified. 
Since  advocates  of  the  abdominal  approach 
pointed  out  distinct  advantages  over  the 
thoracic  approach  and  since  thoracic  sur- 
geons emphasized  the  advantages  of  the 
direct  thoracic  approach,  it  seemed  only 
logical  to  employ  a procedure  combining 
both  approaches.  Therefore,  a combined 
approach  allowing  repair  of  all  types  of 
hernia,  exploration  of  the  upper  abdomen, 
and  double  repair  of  the  hiatus  both  from 
above  and  below  has  been  utilized.  This 
technic  does  not  involve  opening  the 
anterior  abdominal  wall,  but  basically  is  a 
low  costal  incision  with  a counter  incision 
in  the  periphery  of  the  diaphragm  afford- 
ing entrance  into  the  abdomen. 

Experience  with  this  latter  approach  has 
been  very  gratifying  and  has  been  em- 
ployed in  96  patients.  There  have  been 
only  2 recurrences  and  1 operative  death. 
In  this  latter  series  most  of  the  patients  have 
had  postoperative  gastrointestinal  series 
or  cinematographic  studies  of  the  esophagus 
to  document  the  integrity  of  the  gastric 
cardiac  sphincter  following  repair.  There 
were  6 patients  who  had  associated  ulcer 
disease;  4 were  treated  with  concomitant 
vagotomy  and  pyloroplasty  and  2 with 
vagotomy  and  gastroenterostomy. 

Summary.  The  patient  with  hiatal  her- 
nia can  be  classified  into  two  basic  cate- 
gories— the  reducible  and  the  nonreducible 
hiatal  hernia.  Surgically  the  former  falls 
into  the  elective  group,  and  if  medical 
therapy  is  not  satisfactory  surgery  should 
be  considered.  However,  if  irreducibility 
can  be  demonstrated,  medical  management 


seldom  is  satisfactory  and  surgical  repair 
is  usually  mandatory.  In  the  elective 
group  of  patients  with  reducible  hiatal 
hernia  are  patients  with  usually  mild  de- 
grees of  reflux.  Patients  with  irreducible 
hiatal  hernia  usually  have  severe  degrees 
of  reflux,  and  if  this  is  not  present,  most 
likely  have  associated  complicating  stric- 
tures or  stenoses.  If  strictures  are  not 
present  and  reflux  is  absent  the  patient 
may  very  well  have  incapacitating  symp- 
toms due  to  incarceration  and  with  the 
obstruction  may  have  serious  bleeding  prob- 
lems. If  the  degree  of  incarceration  and 
constriction  is  less  severe,  they  may  have 
unrelenting  pain  and  other  symptoms  not 
responding  to  medical  management.  Fi- 
nally, in  the  group  with  irreducible  hiatal 
hernia  are  those  patients  who  show 
essentially  cardiac  symptoms  which  may  be 
impossible  for  the  cardiologist  to  differen- 
tiate from  true  coronary  disease.  Coronary 
arteriography  in  the  latter  type  of  hernia 
is  an  indispensable  diagnostic  procedure 
(Fig.  9).  Patients  with  hiatal  hernia  of  the 
irreducible  type  are  likely  to  be  intractable 
to  medical  management  because  of  the 
permanent  mechanical  derangement  that 
exists  and  are,  in  general,  candidates  for 
surgical  repair. 

Comment 

Dr.  McHardy:  We  are  aware  that  there 
are  a number  of  controversial  issues.  As  a 
clinically  oriented  gastroenterologist,  I be- 
lieve it  is  necessary  to  emphasize  the  fact 
that  when  you  have  such  a radiologist  as 
Dr.  Wolf,  he  should  be  considered  a true 
consultant.  To  be  a consultant  your  radi- 
ologist must  be  presented  the  problems 
of  patient  evaluation  and  the  areas  of 
assistance  you  are  seeking. 

The  differential  diagnosis,  from  a clinical 
viewpoint,  need  not  routinely  require  all  of 
the  intricate  laboratory  methodology  pre- 
sented. The  relatively  simple  Bernstein 
perfusion  test  is  extremely  valuable  in  the 
age  group  of  coronary  heart  disease:  forty 
to  fifty  years.  In  this  same  group  con- 
comitant disease  may  present  a serious 
diagnostic  evaluative  problem.  A fairly 
specific  diagnosis  of  symptomatic  signifi- 
cance may  be  achieved  in  most  cases  by  this 
simple  clinical  procedure. 
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T hat  patients  with  atrial  dysrhythmias 
do  not  present  a uniform  picture  has  been 
evident  since  the  physician  became  com- 
petent to  diagnose  an  irregularity  of  cardiac 
rhythm.  A greater  appreciation  on  the 
part  of  the  clinician  of  normal  atrial 
dynamics  and  the  modifications  thereof 
in  the  presence  of  heart  disease  and  thus 
the  consequences  of  such  alteration  on 
ventricular  function  would  yield  a sig- 
nificant enhancement  of  patient  care.  It 
is  the  purpose  of  this  presentation  to  de- 
scribe these  variations  in  atrial  dynamics 
in  various  clinical  entities  to  aid  the  practic- 
ing physician  in  his  management  of  patients 
with  diseases  ranging  from  complete  heart 
block  to  myocardial  infarction. 

Normal  state 

Figure  1 enables  one  to  appreciate  the 
contour  and  perhaps  the  significance  of 
the  components  of  the  normal  atrial  curve. 
The  A wave  and  the  small  dip  which  follows 
are  presumably  produced  by  atrial  con- 

* This  work  was  supported  in  part  by  a grant  from  the 
Westchester  Heart  Association. 

t Present  address:  Grasslands  Hospital,  Valhalla,  New 

York. 


an  appreciation  of  normal  atrial  dynamics 
aids  in  interpreting  variations  in  various 
clinical  entities  and  planning  adequate 
management  of  diseases  ranging  from  com- 
plete heart  block  to  myocardial  infarction. 
A study  of  contours  and  the  components  of 
curves  indicates  pressures  and  evidences  of 
various  conditions.  Certain  disease  entities 
may  depend  on  the  maintenance  of  a sinus 
rhythm;  if  another  rhythm  supervenes,  every 
effort  should  be  made  to  restore  the  sinus 
mechanism. 


FIGURE  1.  Drawing  of  normal  atrial  pressure 
curve,  (a)  wave  of  atrial  contraction,  (c)  produced 
by  retrograde  bulging  of  AV  valves,  (z)  end-diastolic 
point,  (x)  pressure  descent  because  of  elongation 
of  atrium,  (v)  increase  in  pressure  because  of 
atrial  filling,  (y)  descent  of  atrial  pressure  with  AV 
valve  opening. 

traction  and  subsequent  relaxation.  The 
C wave  is  considered  to  be  the  result  of 
retrograde  bulging  of  the  AV  (atrioven- 
tricular) valves  due  to  ventricular  systole.1 
The  intervening  Z point  delineates  the 
point  of  onset  of  ventricular  contraction — 
the  end-diastolic  point.2  A C wave  is 
not  always  manifest,  and  yet  on  occasion 
is  quite  prominent.  This  variation  ap- 
pears to  be  a function  of  the  relative 
atrioventricular  pressures.1  When  the 
atrial  pressure  at  the  onset  of  ventricular 
systole  is  higher  than  that  in  the  ventricle, 
then  a prominent  C wave  will  be  recorded 
as  seen  classically  in  mitral  stenosis.  When 
the  ventricular  pressure  already  exceeds 
that  in  the  atrium,  no  C wave  is  visualized. 
The  X descent  follows  and  may  be  caused 
by  the  elongation  of  the  atrial  cavity 
following  ventricular  contraction.  The  V 
wave  develops  during  ventricular  systole 
and  is  caused  by  the  filling  of  the  atrium 
by  venous  return.  Since  A V valves  are 
closed,  the  chamber  functions  as  a reservoir. 
The  Y descent  initiates  the  rapid  filling 
stage  with  the  opening  of  the  A V valves. 
Diastasis,  or  the  period  of  slow  ventricular 
filling,  is  described  as  beginning  at  that 
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FIGURE  2.  (A)  Intracardiac  recording  high  in 
right  atrium  of  young  male.  Onset  of  atrial  pres- 
sure rise  correlated  to  surface  electrocardiogram. 
(B)  Right  ventricular  recording  of  same  patient. 
Surface  electrocardiogram  again  used  as  reference 
point,  and  atrial  time  sequences  superimposed, 
thus  demonstrating  that  peak  atrial  pressure  as 
seen  in  ventricle  recorded  later.  Therefore,  it 
occurs  at  time  when  atrial  pressure  already  sub- 
siding. 


point  at  which  atrial  pressure  begins  to 
rise.  Diastasis  is  concluded  by  the  initia- 
tion of  a new  cycle. 

The  heights  of  both  A and  V waves  were 
studied  by  Braunwald,  Fishman,  and 
Cournand.3  The  subjects  were  patients 
who  came  to  open-chest  surgery  for  other 
than  cardiovascular  disease.  The  two 
waves  tended  to  be  of  equal  magnitude. 
Neither  A nor  V were  consistently  greater 
than  the  other.  Mean  pressures  of  the 
left  side  of  the  atrium  tended  to  be  some- 
what higher  than  those  on  the  right  side. 

Physiology 

It  is  important  in  the  understanding  of 
normal  function  to  appreciate  the  method  of 
the  conduction  of  pressure  waves,  the  re- 
flection of  these  waves  in  the  ventricle  and 
the  time  required  for  such  reflection,  and 
finally,  the  mechanism  of  the  closure  of  the 
A V valves. 

The  atria  appear  to  contract  in  a peri- 
staltic fashion  toward  the  A V orifice.4 


Because  of  this,  simultaneous  recording 
in  an  atrium  and  its  corresponding  ven- 
tricle will  reveal  a delay  in  the  inscription 
of  the  A wave  (the  “atrial  kick”)  in  the 
ventricle  as  compared  to  the  atrium.4,5 
That  is,  the  A wave  peak  initially  appears 
in  the  atrium  which  produces  it.  Then 
the  pressure  is  transmitted  down  through 
the  open  A V orifice  to  the  ventricle.  At 
this  point,  when  the  peak  pressure  appears 
in  the  ventricle,  it  has  left  behind  in  its 
path  a lower  pressure.  This  is  a most 
important  concept  since  it  had  previously 
been  considered  that  during  atrial  systole, 
the  atria  and  ventricles  were  common 
chambers  and  consequently  identical  hemo- 
dynamics would  obtain  throughout  the 
common  system. 4 

Figure  2 A is  the  pressure  trace  high  in 
the  right  atrium  of  a young  male.  Note 
the  intracardiac  electrocardiogram  with  its 
spiked  and  inverted  P wave  associated  with 
a relatively  small  QRS  designating  the 
catheter  tip  position.  The  onset  of  the 
atrial  pressure  rise  has  been  correlated 
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FIGURE  3.  Lead  II  of  sixty-year-old  woman  with 
complete  heart  block  and  idioventricular  rhythm. 
P waves  and  QRS  complexes  identified.  Atrial 
activity  occurs  at  rate  of  60  beats  per  minute. 
Ventricular  rate  33  beats  per  minute.  Time  lines 
0.04  second. 

with  the  surface  electrocardiogram.  The 
attainment  of  the  A wave  peak  is  seen  to 
require  0.08  second.  Figure  2B  is  the 
right  ventricular  recording  of  the  same 
patient  taken  immediately  prior.  To  re- 
cord A after  B was  simply  a matter  of 
withdrawing  the  catheter  a few  centi- 
meters. There  was  no  change  in  heart 
rate.  Again  using  the  surface  electro- 
cardiogram as  a reference  point  and  super- 
imposing the  atrial  time  sequences,  one 
notes  that  the  “atrial  kick”  begins  and  ends 
later  than  the  atrial  wave,  its  alter  ego. 

This  delay  in  the  arrival  of  the  atrial 
pressure  peak  into  the  ventricle  proves 
most  beneficial  for  it  is  the  mechanism  for 
the  closing  of  the  A V valves.4  0-9  The 
A wave  pressure,  since  it  arrives  later  in 
the  ventricle,  will,  by  definition,  exceed 
its  own  trough  in  the  atrium  and  thus  push 
the  A V valves  closed  before  ventricular 
systole.  In  the  absence  of  the  negative 
atrioventricular  pressure,  the  valves  must 
be  closed  by  the  rising  i ntraventricular 
pressure  of  contraction. 

Disturbance  in  atrial  rhythm 

With  this  background,  we  can  now  con- 
sider the  effects  of  a disturbance  in  atrial 
rhythm.  When  the  basic  rhythm  is  atrial 
fibrillation,  the  atria  no  longer  regularly 
contract  and  relax  and  function  primarily 
as  a reservoir.  An  atrial  systolic  contribu- 
tion to  cardiac  dynamics  is  absent.  Com- 
plete heart  block  is  the  second  of  two 
major  clinical  entities  which  we  are  fre- 
quently called  on  to  evaluate  and  which 
also  entails  a disturbance  in  the  atrio- 
ventricular relationship.  Complete  heart 
block  differs  somewhat  in  that  these  atrio- 
ventricular relationships  vary  constantly, 
thus  at  times  mimicking  the  relationships 
which  obtain  in  atrial  fibrillation  and  at 


FIGURE  4.  Lead  II  as  recorded  from  eighty-year- 
old  woman  with  complete  heart  block  and  stable 
ventricular  rhythm  produced  by  bipolar  catheter 
pacemaker.  Note  pacing  artifacts  initiating  each 
ventricular  complex.  Brachial  artery  sphygmo- 
gram  simultaneously  recorded.  Higher  systolic 
pressures  seen  to  ensue  from  preceding  physio- 
logic P-QRS  relationship.  Time  lines  0.04  second. 


others,  for  a beat  or  two,  resembling  a 
sinus  rhythm  since  the  P-QRS  time  interval 
is  fortuitously  within  the  normal  range. 

Figure  3 is  a lead  II  of  a sixty-y ear-old 
woman.  This  is  a typical  tracing  as 
recorded  in  a patient  with  complete  heart 
block  and  an  idioventricular  rhythm. 
What  are  the  hemodynamic  consequences 
of  the  varying  P-QRS  relationships?  Fig- 
ure 4 provides  some  of  the  answers.  This 
is  a lead  II  recorded  from  an  eighty-year-old 
woman  with  complete  heart  block  and  a 
stable  ventricular  rhythm  produced  by  an 
endocardial  bipolar  catheter  pacemaker. 
The  pacing  artifacts  are  seen  to  initiate 
each  ventricular  complex.  By  maintain- 
ing a set  ventricular  rate,  a long  series  of 
random  atrioventricular  relationships  will 
occur  because  of  the  difference  of  the  in- 
herent atrial  rate.  By  recording  a simul- 
taneous brachial  arterial  sphygmogram,  the 
results  of  these  varying  relationships  are 
demonstrated.  The  normal  sequence  of 
atrial  contraction  with  ventricular  con- 
traction following  closely  as  in  a sinus 
rhythm  can  be  seen  to  produce  a greater 
pressure  pulse.  Presumably,  the  properly 
timed  atrial  contraction  dictates  an  opti- 
mum end-diastolic  volume  and  fiber  length 
for  the  ventricle.  Re-examination  of  Fig- 
ure 3 now  enables  us  to  visualize  the  con- 
sequences of  a fortuitous  P-R  interval . 
Brockman10  has  described  what  happens 
when  a ventricular  contraction  does  not 
follow  that  of  the  atrium.  The  A V 
valves  closed  by  the  mechanism  previously 
described  reopen  because  of  ventricular 
relaxation. 46  ~9  Obviously  the  closed 
valves  require  ventricular  contraction  to 
maintain  the  closed  position.  Without 
this,  the  blood  may  flow  back  out  again 
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FIGURE  5.  Simultaneous  recording  of  pulmonary 
artery  and  wedge  pressures  in  fifty-one-year-old 
male  with  aortic  insufficiency.  A wave  labeled  in 
each  of  four  complexes  displayed.  Average  height 
22  mm.  Hg.  Horizontal  line  drawn  through  first 
atrial  curve  designating  mean  pressure  level  of 
approximately  11  mm.  Hg.  Time  lines  0.10  second. 

into  the  atrium.  Thus,  these  individual 
atrial  contractions  occurring  during  a long 
diastolic  period  have  no  over-all  contribu- 
tion to  ventricular  filling. 

Atrial  transport 

It  would  be  advantageous  at  this  point 
to  introduce  the  concepts  of  atrial  transport 
in  the  presence  of  mitral  valvular  or  left 
ventricular  disease  to  point  up  the  adverse 
hemodynamic  and  functional  consequences 
of  the  loss  of  a sinus  mechanism,  making 
note  of  the  similar  obstacle  to  atrial  trans- 
port presented  by  a high  left  ventricular 
end-diastolic  pressure  and  mitral  stenosis. 

In  the  study  of  patients  with  left  ven- 
tricular disease,  it  becomes  evident  that 
in  the  presence  of  sinus  rhythm,  the  atrium 
can  elevate  the  left  ventricular  end-diastolic 
pressure  without  a concomitant  elevation 
of  the  mean  left  atrial  pressure.5’6  The 
mechanism  is  simply  the  production  of  a 
high  A wave.  This  high  sharp  pressure 
spike  does  not  occupy  a long  enough  period 
during  the  atrial  cycle  to  affect  the  mean 
pressure  significantly,  but  does  occur  at 
just  that  time  when  it  must  exceed  the 
ventricular  pressure  so  that  it  may 
deliver  its  volume  increment.  Thus,  with 


the  knowledge  that  the  characteristics  of 
ventricular  contraction  are  a function  of  the 
end-diastolic  fiber  length  and  pressure,  we 
may  appreciate  that  the  atrium  by  its 
effect  on  left  ventricular  end-diastolic  I 
pressure  and  fiber  length  is  capable  of 
modifying  the  performance  of  the  ven- 
tricles.91112 Further,  we  have  seen  that 
the  left  ventricle  can  fill  while  the  left 
atrial  mean  pressure  remains  low.  Con- 
sequently, the  pulmonary  capillary  and 
pulmonary  venous  pressure  may  also  re- 
main low.  This  naturally  is  desirable  since 
increased  pressures  in  the  pulmonary  bed 
lead  to  transudation  of  fluid  into  the  alveoli 
and  the  clinical  picture  of  pulmonary 
edema.  We  now  readily  see  that  the 
absence  of  a sinus  rhythm  causes  a rise  in 
mean  left  atrial  pressure  and  a diminution 
in  the  force  of  ventricular  contraction  since 
the  atrial  pressure  must  increase  to  main- 
tain its  filling  function,  and  the  forceful 
ejection  of  the  atrium  is  lost.  The  im- 
portance of  an  effective  atrial  rhythm  in 
the  presence  of  an  acute  coronary  occlusion 
producing  a severely  damaged  myocardium 
is  equally  evident. 13 

The  advantage  of  a sinus  rhythm  in  the 
presence  of  a high  left  ventricular  end- 
diastolic  pressure  is  demonstrated  in  Figure 
5 which  is  a simultaneous  recording  of  the 
pulmonary  artery  and  wedge  pressures 
in  a fifty-one-year-old  male  with  aortic 
insufficiency.  The  height  of  the  A wave 
is  22  mm.  Hg,  the  same  as  that  recorded 
from  the  left  ventricle.  The  left  atrial 
mean  pressure  was  approximately  11  mm. 
Hg.  In  this  patient,  the  left  ventricular 
end-diastolic  pressure  of  22  mm.  Hg  due 
to  aortic  regurgitation  required  the  left 
atrium  to  attain  this  same  level  to  maintain 
forward  flow.  However,  this  requirement 
was  for  only  a small  fraction  of  the  full 
atrial  cycle  time.  It  is  seen,  that  during 
the  periods  other  than  that  of  the  A wave 
inscription,  the  atrial  pressure  was  sig- 
nificantly lower.  Therefore,  a sinus  mech- 
anism enabled  the  atrium  to  function  at  a 
lower  average  pressure  level. 

Figure  6 is  a drawing  of  an  atrial  curve 
in  the  presence  of  atrial  fibrillation.  The 
A wave  and  X descent  are  naturally  absent. 
It  is  obvious  that  the  mean  atrial  pressure 
must  be  higher  since  there  no  longer  is  a 
tall  brief  A wave  to  supplement  the  trans- 
port function.  The  consequence  of 
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FIGURE  6.  Atrial  curve  in  presence  of  atrial  fibril- 
lation.  A wave  and  X descent  absent. 


functioning  at  a higher  pressure  level  is  a 
higher  tension  within  the  actual  chamber 
wall.  An  increase  in  such  tension  has 
been  demonstrated  to  increase  myocardial 
oxygen  consumption. 14  Thus,  to  do  the 
same  work,  the  heart  must  generate  higher 
pressures  and  requires  more  oxygen  to  do 
so.  Pulmonary  venous  and  capillary  pres- 
sure as  well  must  be  higher.  Further,  the 
mechanism  of  A V valve  closure  is  absent, 
and  thus  closure  is  dependent  on  ven- 
tricular contraction.  Depending  on  the 
position  of  the  A V valves  at  the  moment 
of  systole,  varying  degrees  of  insufficiency 
are  recorded. 1-4-7- 15  If  ventricular  con- 
traction occurs  at  a moment  when  the  A V 
valves  have  floated  to  a wide-open  position, 
it  is  easy  to  imagine  the  insufficiency  flow 
which  would  result  from  the  rising  intra- 
ventricular pressure  before  the  valves 
are  belatedly  forced  shut. 

In  the  normal  patient  not  under  stress, 
a slight  degree  of  insufficiency  may  be  of 
small  incidence.  Such  a normal  patient 
may  compensate  for  this  small  loss  of  out- 
put by  any  or  a combination  of  the  follow- 
ing mechanisms:  (1)  increased  heart  rate, 
a basic  early  mechanism  to  increase  cardiac 
output;  (2)  increased  sympathetic  dis- 
charge, the  adrenergic  stimulus  enhancing 
myocardial  contractility;  and  (3)  greater 
arteriovenous  oxygen  extraction.  Nor- 
mally, only  a small  portion  of  the  oxygen 
disseminated  to  the  periphery  is  actually 
extracted  by  the  tissues.  Consequently 
there  is  a considerable  oxygen  reserve 
constantly  available. 

Experiments  on  isolated  papillary  muscle 
have  shown  that  such  a preparation  devel- 
ops more  tension  and  does  so  more  rapidly 
when  the  resistance  against  which  it  must 
work  is  encountered  earlier  rather  than 
later.8  This  is  analogous  to  ventricular 
myocardium  which  would  expel  its  stroke 
volume  against  its  resistance  earlier  if  the 


mitral  valve  were  already  closed.  This 
supports  the  contention  that  in  addition  to 
the  problems  associated  with  the  insuffi- 
cient valve  described,  the  ventricle  itself 
will  not  function  as  efficiently. 

The  literature  is  replete  with  studies 
before  and  after  electroconversion  of  atrial 
fibrillation  to  sinus  rhythm. 16-19  There 
is  substantial  unanimity  as  to  the  resultant 
increased  cardiac  output  and  a lower  ar- 
teriovenous oxygen  extraction  when  the 
QRS  is  preceded  by  a physiologic  P-R 
interval.16-21  The  product  of  atrial  fibril- 
lation is  a reduced  and  irregular  cardiac 
output.  Stroke  volume  changes  from  beat 
to  beat,  and  end-diastolic  volume  and 
fiber  length  are  unstable.22-23 

Comment 

Patients  with  complete  heart  block  and 
a slow  idioventricular  rhythm  who  are 
incapacitated  by  syncopal  episodes  or  in- 
tractable failure  are  best  treated  by  a 
permanent  pacemaker  implant.  The  dis- 
cussion would  suggest  that  a pacemaker 
unit  synchronizing  the  atria  and  the  ven- 
tricles would  provide  for  optimal  function. 

In  the  evaluation  of  patients  who  require 
a high  left  atrial  filling  pressure,  as  in  mitral 
stenosis  or  severe  aortic  insufficiency,  the 
physician  can  appreciate  how  vital  a sinus 
mechanism  will  be.  If  the  patient  has 
recently  reverted  to  atrial  fibrillation,  the 
loss  of  the  sinus  rhythm  may  wholly 
account  for  the  deterioration  and  the 
physician  should  consider  immediate  direct 
current  countershock.  If  the  patient  is  a 
chronic  fibrillator  and  not  amenable  to 
surgical  intervention,  cardioversion  with  a 
restoration  of  sinus  rhythm  may  prove 
most  effective  here  as  well. 

Summary 

The  functions  of  normal  atrial  dynamics 
have  been  discussed  as  has  its  capacity 
to  maintain  adequate  atrial  transport  in  the 
presence  of  mitral  valvular  or  left  ventricular 
disease.  The  loss  of  the  sinus  mechanism 
requires  the  heart  to  function  at  a higher 
pressure  thus  transmitting  these  levels  to 
the  pulmonary  capillary  bed  where  it  may 
eventually  produce  pulmonary  edema. 
Under  these  circumstances,  myocardial 
oxygen  consumption  is  greater  and  effi- 
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ciency  reduced.  The  failure  of  the  normal 
mechanism  for  the  closure  of  the  A V 
valves  produces  a further  loss  of  cardiac 
output  secondary  to  the  A V valvular 
insufficiency  and  diminished  ventricular 
performance.  Various  disease  entities  have 
been  described  which  may  depend  precari- 
ously on  the  maintenance  of  a sinus  rhythm. 
Should  another  rhythm  supervene,  the 
physician  should  make  every  effort  to 
restore  the  sinus  mechanism. 
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in  Columbia 
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merit.  Many,  late  to  develop  purpose  and 
direction,  have  had  excellent  performance  rec- 
ords, and  several  were  elected  to  honor  socie- 
ties. On  more  objective  evidence,  the  per- 
centage of  students  who  withdrew  from  medical 
school  as  a result  of  scholastic  failure  or  motiva- 
tional and  emotional  problems  over  a period  of 
a decade  was  no  greater  from  this  group  than 
from  the  others  in  their  classes. 

“Is  it  not  essential  for  medical  schools  to  con- 
tinue to  search  for  those  with  integrity,  manner, 
and  bearing,  as  well  as  those  who  are  responsible, 
emphatic,  and  curious?”  asks  Dr.  Perera. 

“For  those  are  among  the  qualities  and  at- 
titudes which  are  so  essential  to  the  physician’s 
continuing  self-education  and  to  his  activity  at 
the  bedside,  in  the  classroom,  or  in  the  research 
laboratory.  Without  these  the  physician  can- 
not function  effectively  and  ethically  and  in 
keeping  with  the  needs  of  man.” 
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Before  an 
Adenoidectomy — 
Stop!  Look!  and  Listen! 

ERWIN  C.  LUBIT,  D.D.S. 
Patchogue,  New  York 

Dental  Director,  Suffolk  Cleft  Palate  Rehabilitation 
Center,  Patchogue;  Chief  of  Orthodontics,  St. 
Charles  Hospital,  Port  Jefferson,  New  York 


Congenital  pharyngopalatal  incom- 
petence is  a condition  that  is  well  known  to 
all  who  work  in  the  field  of  cleft  palate  re- 
habilitation. However,  the  alarming  num- 
ber of  these  patients  who  present  a history 
of  having  had  their  tonsils  and  adenoids 
removed  makes  it  imperative  that  the 
general  practitioner  of  medicine  become 
more  aware  of  this  condition.  Seventy- 
five  per  cent  of  the  CPI  (congenital 
pharyngopalatal  incompetence)  children 
that  entered  our  clinic  presented  a history 
of  having  had  a speech  problem  prior  to 
adenoidectomy.  Yet,  surgery  was  per- 
formed on  these  children  in  spite  of  their 
speech  problems.1  It  is  easy  to  under- 
stand how  a diagnosis  of  CPI  is  missed 
on  a child  with  normal  speech,  but  when  a 
speech  impediment  is  present  one  must 
assume  that  CPI  is  present,  and  the  child 
should  be  tested  further  before  allowing  an 
adenoidectomy  to  be  performed. 

We  are  all  aware  of  the  temporary  speech 
impediment  that  is  present  in  most  chil- 
dren after  the  removal  of  their  tonsils  and 
adenoids,  but  with  CPI  children,  the  post- 
operative speech  defect  can  be  permanent 
and  severe.  Correction  of  the  speech 


when  a speech  impediment  is  present  one 
must  assume  that  congenital  pharyngopalatal 
incompetence  is  present,  and  the  child  should 
be  tested  thoroughly  before  allowing  an 
adenoidectomy  to  be  performed,  since  the 
postoperative  speech  defect  can  be  permanent 
and  severe.  Correction  for  most  of  these 
children  can  be  accomplished  today  only  by 
the  permanent  use  of  an  obturator  or  palato- 
pharyngoplasty . Extra  care  should  be  taken 
to  prevent  speech  impairment  that  would 
necessitate  such  severe  therapy. 


defect  for  most  of  these  children  can  only 
be  accomplished  today  by  the  permanent 
use  of  an  obturator  or  by  palatopharyngo- 
plasty.  Both  of  these  forms  of  therapy  are 
severe  enough  to  warrant  extra  care  on  our 
part  in  preventing  this  speech  impairment 
from  ever  reaching  the  degree  that  neces- 
sitates the  use  of  these  therapies. 

Speech  formation 

The  production  of  speech  is  a complex 
phenomenon  requiring  the  interaction  of 
several  factors  at  the  same  time.  As  the 
vibrating  column  of  air  is  pushed  into  the 
oral  cavity,  it  must  be  shunted  from  the 
nasal  cavity  to  form  nearly  all  of  the  con- 
sonants used  in  the  English  language.2 
The  palate  is  the  anatomic  structure  that 
performs  an  extremely  important  part  in 
speech  production.  It  plays  both  static 
and  dynamic  roles.  The  anterior  portion  of 
the  palate  is  a static  separation  between  the 
oral  and  nasal  cavities.  The  posterior 
portion  of  the  palate  plays  a more  dynamic 
role  in  separating  the  nasopharynx  from 
the  oropharynx.  The  posterior  portion 
of  the  palate,  the  soft  palate,  is  attached 
to  the  hard  palate  in  front  and  to  the  wall 
of  the  pharynx  on  each  side.  It  is  com- 
posed of  three  groups  of  muscles  on  either 
side.  The  first  pair,  the  levator  and  tensor 
palati,  ascends  from  its  posterior  edge. 
The  second  pair,  the  palatopharyngeus 
and  palatoglossus,  descends.  The  third 
pair,  the  azygous  uvulae,  is  present  on 
either  side  of  the  midline  and  shortens 
and  condenses  the  velum.  In  the  pharynx, 
we  find  the  superior  constrictor  muscle 
which  is  a quadrilateral  curtain  of  muscle 
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lying  on  each  side  and  behind  the  upper 
part  of  the  pharynx.  When  the  superior 
constrictor  muscle  constricts,  it  gives  rise 
to  a sphincteric-like  muscular  action,  the 
appearance  of  which  is  known  as  Pas- 
savant’s  pad  or  cushion.* * 3 

At  rest,  the  soft  palate  hangs  almost 
vertically  downward.  During  speech,  the 
levator  palati  muscles  act  as  a sling  and 
lift  the  soft  palate  upward  and  backward. 
At  the  same  time,  the  superior  constrictor 
muscle  constricts  with  a sphincteric  mus- 
cular action,  and  contact  takes  place  along 
the  posterior  and  lateral  borders  of  the  soft 
palate.  Thus,  the  nasopharyngeal  isthmus, 
which  is  bordered  anteriorly  by  the  soft 
palate  and  laterally  and  posteriorly  by  the 
pharyngeal  wall,  changes  its  dimension. 
Cleft  palate-type  speech  in  the  absence  of 
a cleft  palate  is  caused  by  pharyngo- 
palatal  incompetence.  This  incompetence 
is  actually  the  failure  of  the  soft  palate  to 
make  a tight  enough  contact  with  the 
posterior  and  lateral  walls  of  the  pharynx, 
thus  depriving  the  nasopharynx  and  the 
oropharynx  of  an  airtight  separation. 
This  incompetence  results  in  hypernasality 
and  nasal  escape.  Hypernasality  is  the 
nasal  resonance  noticed  when  producing 
vowel  sounds,  and  nasal  escape  is  the 
leakage  of  air  into  the  nose  when  producing 
plosive  consonants  such  as  “d”  and  “k,” 
or  sibilant  consonants  such  as  “s”  and 
“sh.”  Any  patient  with  a hypernasality 
and/or  nasal  escape  has  pharyngopalatal 
incompetence. 


Cleft  palate-type  speech 

Cleft  palate-type  speech,  in  the  absence 
of  a cleft  palate,  tumor,  or  injury  of  the 
palate,  can  result  from  a congenital  short- 
ening of  the  secondary  palate  making  it 
impossible  for  the  inadequate  soft  palatal 
tissue  to  obturate  the  nasopharynx  prop- 
erly. It  can  also  occur  if  the  hard  palate 
is  short  or  too  far  anteriorly  placed  in 
relation  to  the  cranial  base,  thus  increas- 
ing the  depth  of  the  nasopharynx  and  mak- 
ing it  impossible  for  the  normal  soft 
palate  to  properly  contact  the  posterior 
pharyngeal  wall.  Last,  a paralysis  of  the 
levator  veli  palatini  muscle  would  make  it 
impossible  for  a soft  palate  of  normal  size 
and  position  to  close  the  nasopharynx 


TABLE  I.  Possible  causes  of  levator  veli  palatini 
paralysis4 


Type  of 

Paralysis  Results  and  Symptoms 


Upper  motor 
neuron 


Nuclear  (nucleus 
ambiguus) 


Peripheral 

nerve* 

End  organ  and 
muscle 


Seen  in  pseudobulbar  palsy 
owing  to  tumors,  vascular 
diseases,  degenerative  dis- 
eases, and  in  certain  varie- 
ties of  cerebral  palsy 
Bulbar  poliomyelitis,  spinal 
muscular  atrophy,  amyo- 
trophic lateral  sclerosis, 
and  syringomyelia.  Vas- 
cular lesions  in  the  brain 
stem  at  this  level  are 
rarely  compatible  with  life. 
Polyneuritis;  infectious, 
toxic,  alcoholic,  and  so  on; 
postdiphtheric  paralysis 
Myasthenia  gravis  (myo- 
neural junction)  and  mus- 
cle disease  (polymyositis 
and  muscular  dystrophy 
especially  in  facioscapulo- 
humeral type). 


* Because  of  crossed  innovation,  unilateral  vagal  paralysis 
does  not  cause  a significant  deficit.  Complete  bilateral  vagal 
paralysis  is  not  compatible  with  life.  Therefore,  in  vagal 
neuropathies,  the  involvement  is  partial. 


since  the  soft  palate  would  not  be  able  to 
be  raised  superiorly  and  posteriorly.4 
Causes  of  levator  veli  palatini  paralysis 
are  found  in  Table  I.  Blackfield  et  al .,6 
on  examining  24  CPI  patients,  found  only 

3 with  measurements  of  the  hard  and  soft 

palate  and  the  nasopharynx  depth  that 

could  be  considered  normal.  Of  the  other 
21,  7 had  excessive  depth  of  the  naso- 
pharynx; 6 had  short,  hard,  and  soft 
palates;  6 had  normal  hard  palatal  length 
and  short  soft  palates;  2 had  normal  soft 
palatal  lengths  but  short  hard  palates; 
and  8 had  associated  inadequacy  of  palatal 
motion.5  Thus,  these  factors  may  operate 
individually  or  in  combination  with  one 
another  to  produce  pharyngopalatal  in- 
competence in  any  one  patient.  Usually 
there  is  a direct  relationship  between  the 
degree  of  pharyngopalatal  incompetence 
and  the  severity  of  the  speech  defect. 

The  importance  of  adenoid  tissue  in 
speech  production  by  pharyngopalatal  in- 
competent children  has  been  emphasized 
by  Calnan6  who  observed  that  the  soft 
palate  could  occlude  the  nasopharyngeal 
isthmus  by  making  contact  with  the  mass 
of  adenoid  tissue.  Adenoid  tissue  is  lo- 
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cated  in  the  nasopharynx  or  that  part  of 
the  pharynx  that  is  continuous  with  the 
nasal  cavity  and  situated  above  the  level 
of  the  soft  palate.  It  is  attached  to  both 
the  roof  and  the  posterior  wall  of  the  naso- 
pharynx. The  lymphatic  tissue  attached 
to  the  roof  of  the  nasopharynx  extends 
anteriorly,  almost  to  the  anatomic  location 
of  the  posterior  choanae.  The  attachment 
to  the  posterior  wall  extends  interiorly 
up  to  or  slightly  below  the  level  of  the  an- 
terior tubercle  of  the  atlas.  The  lymphatic 
tissue  probably  also  encroaches  on  the 
posterior-superior  aspect  of  the  vomer 
bone.  When  a CPI  child  uses  the  adenoid 
tissue  to  help  impound  the  air  in  the  oral 
cavity,  the  result  may  be  intelligible  or 
normal  speech.  However,  if  this  adenoid 
tissue  is  removed,  the  loss  of  this  tissue 
leaves  the  soft  palate  incompetent,  and 
the  result  is  cleft  palate-type  speech.  This 
is  why  we  very  often  find  good  speech  in 
our  very  young  cleft  palate  children,  but 
as  they  grow  older  and  the  adenoid  tissue 
starts  to  resorb  at  the  time  of  early  adoles- 
cence, we  find  that  their  speech  becomes 
less  satisfactory.  When  the  loss  of  adenoid 
tissue  is  gradual,  we  can  very  often,  through 
speech  therapy,  exercise  the  soft  palate  and 
have  it  gradually  accommodate  to  the  in- 
creased depth.  The  musculature  is  thus 
able  to  overcome  small,  gradual  reductions 
in  bulk.  But  when  the  adenoid  tissue  is 
removed  en  masse,  the  resulting  defect 
is  too  great  for  the  child’s  soft  palate  to 
compensate  for  its  loss. 

During  the  first  two  years  of  life,  the  soft 
palate,  which  is  attached  to  the  posterior 
nasal  spine,  moves  downward  and  forward 
in  relation  to  the  base  of  the  skull.  King7 
has  demonstrated  a remarkably  stable  re- 
lationship which  exists  between  the  pos- 
terior nasal  spine  of  the  hard  palate  and  the 
anterior  arch  of  the  atlas  following  the 
second  year  of  life.  He  concluded  that 
with  growth,  there  is  little  appreciable 
increase  in  the  depth  of  the  pharynx. 
Unlike  the  early  stabilization  in  the  depth 
of  the  nasopharynx,  the  vertical  dimension 
of  the  nasopharyngeal  cavity  will  normally 
continue  to  increase  until  approximately 
seventeen  or  eighteen  years  of  age.  This 
is  the  time  when  the  maxilla  completes 
its  vertical  growth.  As  the  head  grows, 
the  hard  palate  moves  away  from  the  base 
of  the  cranium  in  a gradual  and  parallel 


manner.  Both  nasal  and  nasopharyngeal 
height  increase  as  a result  of  the  descent 
of  the  hard  palate.  The  soft  palate,  by 
virtue  of  its  attachment  to  the  posterior 
border  of  the  hard  palate,  is  also  being 
carried  to  the  consistently  lower  level  in 
relation  to  the  base  of  the  cranium.  Dur- 
ing the  early  stages  of  development, 
adenoid  tissue  is  growing  rapidly  and  the 
upper  face  is  also  growing  rapidly.  This 
permits  the  airway  space,  the  distance 
between  the  superior  surface  of  the  resting 
soft  palate  and  the  adenoid  tissue,  to  re- 
main adequate  for  nasal  respiratory  needs. 
Thereafter,  both  the  adenoid  tissue  and  the 
nasopharyngeal  height  continue  to  grow 
at  a somewhat  slower  rate  until  the  peak  of 
adenoid  growth  is  reached.  This  peak  may 
be  reached  as  early  as  nine  to  ten  years  of 
age  but  sometimes  is  evident  as  late  as 
fifteen  years  of  age.  The  direction  of 
this  growth  is  primarily  downward.  By 
adulthood,  the  adenoid  tissue  has  usually 
atrophied  completely,  and  with  maxillary 
growth  at  an  end  the  greatest  dimension 
from  the  superior  surface  of  the  resting  soft 
palate  to  the  superior  and/or  posterior  wall 
of  the  nasopharynx  is  established. 

The  presence  of  adenoid  tissue  permits  a 
closure  at  a more  anterior  region  of  the 
nasopharynx  and  is  beneficial  to  those 
patients  who  have  a short  and  somewhat 
inactive  palate.  In  these  cases,  a soft 
palate  limited  in  movement  may  still  func- 
tion sufficiently  to  create  an  adequate 
closure  for  normal  speech.  As  a result  of 
adenoid  removal,  the  following  changes 
must  take  place  in  pharyngopalatal  func- 
tion: (1)  closure  of  the  nasopharyngeal 

isthmus  takes  place  in  a more  posterior 
location,  somewhere  in  the  region  of  the 
posterior  superior  pharyngeal  wall;  (2) 
the  soft  palate  has  to  traverse  a greater 
distance  to  contact  the  posterior  superior 
portion  of  the  pharyngeal  wall;  (3)  there 
is  an  increase  in  the  muscular  activity  of  the 
soft  palate  to  contact  the  sloping  posterior 
superior  portion  of  the  pharyngeal  wall. 
We  must  assume  that  the  potential  for 
greater  muscular  activity  is  present  in 
normal  children  to  overcome  this  increased 
distance;  and  (4)  the  amount  of  soft  tis- 
sue which  is  affecting  the  closure  of  the  naso- 
pharyngeal isthmus  is  reduced. 

In  cases  where  the  adenoid  tissue  is 
excessive  in  nature,  resulting  in  denasalized 
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FIGURE  1.  Soft  palate  and  posterior  pharyngeal  wall  relationship  while  phonating  sound  “E.”  (A)  Normal 
child.  (B)  CPI  child. 


speech,  and  poses  a threat  to  the  hearing 
ability  of  the  individual  by  encroaching 
on  the  eustachian  tubes,  we  are  able  to 
permit  the  removal  of  a portion  of  the  lym- 
phatic tissue  that  encroaches  on  the 
meatuses  of  the  eustachian  tubes.  By 
such  conservative  surgery,  we  can  do 
partial  or  lateral  adenoidectomies.  There- 
fore, the  bulk  of  the  adenoid  tissue  in  the 
midportion  of  the  head  may  still  be  re- 
tained for  the  proper  velopharyngeal  func- 
tion and  speech,  and  hearing  will  not  be 
impaired.  Sometimes  it  is  also  advisable 
merely  to  remove  the  tonsil  tissue  and  to 
leave  the  adenoid  tissue.  X-ray  films  show 
that  tonsillar  tissue  is  carried  upward  and 
mesially  during  sustained  phonation.8 
Thus,  the  enlarged  tonsils  may  reduce  the 
faucial  orifice  and  interfere  with  the  pas- 
sage of  air  into  the  oral  cavity,  resulting 
in  poor  speech.  Sometimes  when  these 
tonsils  are  very  large,  the  speech  can 
suddenly  become  nasal  even  in  the  pres- 
ence of  a good,  functional  soft  palate. 
After  tonsillar  removal,  intelligible  speech 
returns. 

Evaluation 

In  all  patients,  not  only  cleft  palate 
children,  a careful  evaluation  of  the  an- 
terior-posterior pharyngeal  depth  should 
be  made  prior  to  adenoid  removal.  Be- 
fore subjecting  a child  to  an  adenoideetomy, 
the  physician  should  observe  the  func- 
tional movement  of  the  soft  palate  and 
listen  to  the  child’s  speech.  A routine 
peroral  examination  should  take  place. 


Approximately  1 in  every  75  persons  has  a 
bifid  uvula.  This  has  been  regarded  in  the 
past  as  an  innocuous  condition.  Actually, 
it  is  one  of  the  stigmas  of  the  CPI  in- 
dividuals. 9 One  must  be  aware  of  the  risk  of 
hypernasality  that  may  follow  an  adenoid- 
ectomy  in  such  a child.  Any  abnormality 
of  the  uvula,  besides  the  bifid  uvula,  such 
as  a short  or  asymetrical  uvula  or  no 
uvula  at  all,  is  a sign  of  a possible  CPI 
individual.  Look  for  a soft  palate  that  is 
short  or  one  that  has  a submucous  or 
translucent  median  defect  in  the  muscula- 
ture. Examine  the  child  for  a deviant 
insertion  of  the  soft  palate  into  the  hard 
palate.  Look  for  small  notches  in  the  re- 
gion of  the  posterior  nasal  spine  and  large 
V-shaped  defects  in  the  hard  palate.  Have 
the  child  phonate  the  sound  “a”  as  in 
“dah”  and  observe  the  movements  of  the 
soft  palate  and  Passavant’s  pad  during 
phonation.  As  far  as  functional  movements 
of  the  soft  palate  are  concerned,  Dorrance 
and  Shirazy10  sum  it  up  by  saying:  “Palsy 
of  the  palate  is  easily  recognized  by  the 
absence  of  palatal  reflex,  the  inability 
of  the  velum  to  move  and  its  lack  of  re- 
sponse to  faradic  stimulation.”  If  there 
is  any  suspicion  either  from  the  signs 
mentioned  or  in  the  way  in  which  the 
patients  speak  such  as  hypernasality  and 
nasal  escape,  a radiographic  evaluation  of 
the  pharyngopalatal  closure  should  be  under- 
taken (Fig.  1).  By  the  use  of  lateral  radiog- 
raphy of  the  pharynx,  the  length  of  the 
soft  palate,  the  thickness  of  the  soft  pal- 
ate, the  relative  depth  of  the  pharynx, 
and  the  amount  of  adenoid  tissue  that  is 
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present  can  readily  be  ascertained. 1 1 These 
radiographs  show  whether  or  not  contact  is 
being  made  between  the  soft  palate  and  the 
posterior  wall  of  the  pharynx  and  the  ex- 
tent of  such  contact.  Any  lack  of  contact 
here  is  an  immediate  indication  of  the 
presence  of  CPI. 

Summary 

Before  ordering  an  adenoidectomy,  a 
physician  should  stop,  look  at  the  shape 
of  the  uvula,  and  ask  himself,  “Is  it 
bifid,  is  it  irregular,  is  there  a subvelar 
cleft?”  He  should  observe  its  function 
during  phonation  (the  “a”  sound  as  in 
“dah”  is  excellent  for  this),  listen  to  the 
child  talk,  and  ask  himself,  “Does  his 
speech  have  hypernasality  or  a nasal 
escape?”  If  any  of  these  conditions  is 
suspected,  the  child  should  be  referred 
for  speech  radiographs  and  a more  in- 
tensive evaluation.  Under  no  circum- 
stances should  an  adenoidectomy  be  per- 
formed, for  this  child  may  have  a congenital 
pharyngopalatal  incompetence,  and  sur- 


Use of  packed 
red  blood  cells 

In  response  to  the  current  nationwide  short- 
age of  albumin  and  gamma  globulin,  the  Com- 
mittee on  Blood  of  the  Health  Resources  Ad- 
visory Committee  has  recommended  “that  the 
medical  services  of  the  Federal  government 
and  the  various  civilian  medical  associations 
and  societies  be  requested  to  initiate  a program 
of  education  of  the  physician  in  the  discriminat- 
ing use  of  whole  blood  and  its  fractions,  and 
especially  in  the  use  of  packed  red  cells  in  lieu 
of  whole  blood.” 

Modern  systems  permit  the  separation  of 
freshly  drawn  blood  into  several  components  in 
a closed  system  under  conditions  that  insure 
sterility  and  preservation  of  the  full  usefulness 
and  dating  period  of  the  red  cells.  Blood  can 
thus  be  easily  and  safely  separated  by  dif- 
ferential centrifugation  into  a number  of  clini- 


gery may  result  in  a permanent  speech 
defect. 
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cally  useful  components  such  as  packed  red 
cells,  platelets,  antihemophilic  factor,  and 
plasma.  These  can  be  used  separately  to  meet 
a variety  of  clinical  needs. 

Packed  red  blood  cells  offer  a number  of 
distinct  advantages  over  whole  blood  and  are 
preferable  to  whole  blood  for  the  correction 
of  anemia.  In  patients  with  cardiac  or  renal 
failure,  the  use  of  packed  cells  reduces  the 
danger  of  circulatory  overload  and  decreases 
the  amount  of  sodium  and  potassium  that  is 
given  to  a patient.  Iso-agglutinins,  which  are 
never  of  value  to  the  recipient  and  are  oc- 
casionally harmful,  also  are  reduced  in  amount 
in  packed  cell  preparations.  Reactions  due  to 
drug  and  food  allergies  and  those  due  to  leuko- 
agglutinins  are  eliminated  or  greatly  reduced 
with  the  use  of  packed  cells.  They  are  also 
preferable  to  whole  blood  for  the  replacement 
of  blood  lost  through  hemorrhage,  unless  the 
hemorrhage  is  actively  continuing  at  the  time 
of  the  transfusion.  They  can  also  be  used  for 
many  blood  requirements  during  surgery. 
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IVI ENINGIOMAS  WERE  RECOGNIZED  as  a 
specific  lesion  in  the  nineteenth  century 
and  were  called  “fungus  durae  matris.’’ 
They  were  later  designated  as  “dural 
endotheliomas”  because  they  were  incor- 
rectly thought  to  be  endothelial  and  to 
originate  from  the  dura  mater.  Harvey 
Cushing,  M.D.,  demonstrated  the  origin 
of  this  lesion  from  the  arachnoid  and 
gave  the  name  “meningioma.” 

Incidence  and  site  of  origin 

Meningiomas  comprise  about  15  per  cent 
of  all  intracranial  tumors.  Since  they 
arise  from  the  meninges,  they  are  actually 
extracerebral.  Most  meningiomas  arise  in 
the  anterior  and  middle  fossae.  The  most 
common  site  of  origin  is  the  parasagittal 
region  in  the  vicinity  of  the  superior  longi- 
tudinal sinus.  The  second  and  third  most 
common  sites  are  the  sphenoid  ridge  and 
the  convexity  of  the  skull.  These  three 
areas  account  for  60  to  65  per  cent  of  all 
meningiomas. 

Posterior  fossa  meningiomas  are  uncom- 
mon. Olivecrona1  found  the  ratio  of 
posterior  fossa  meningiomas  to  all  intra- 
cranial meningiomas  to  be  1 to  12  in  his 
series.  Cushing  and  Eisenhardt2  found  this 
ratio  to  be  1 to  13  in  their  series  of  295 
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intracranial  meningiomas,  and  they  ex- 
plained this  ratio  by  the  difference  in  area 
between  the  infratentorial  and  supraten- 
torial arachnoid,  which  is  approximately  1 
cm.2  to  4.5  cm.2 

Meningiomas  within  the  ventricles  are 
uncommon.  However,  Falk3  found  60 
cases  in  the  literature  up  to  1955  to  which 
he  added  9.  Most  of  these  occur  in  the 
lateral  ventricles,  although  rare  cases  have 
been  reported  in  the  third4  and  fourth5 
ventricles.  Multiple  meningiomas  are 
found  in  1 to  2 per  cent  of  the  reported 
cases.  Rarely,  meningiomas  metastasize 
to  visceral  structures. 

Meningiomas  are  more  common  in 
females  in  a ratio  of  3 to  2.  This  ratio  rises 
to  4 to  1 in  the  following  areas:  the  sphe- 
noid ridge,  the  suprasellar  region,  and  the 
posterior  fossa.  They  have  been  reported 
at  all  ages.  The  average  age  in  females  is 
forty-two  years  and  in  males  fifty-two 
years. 

Pathology 

Most  meningiomas  arise  from  groups  of 
mesothelial  cells  which  cover  the  arachnoid 
villi  as  they  project  into  the  venous  sinuses 
and  especially  those  large  villi  known  as  the 
pacchionian  bodies  which  penetrate  the 
wall  of  the  longitudinal  sinus.6  These  villi 
are  also  present  in  the  arachnoid,  overlying 
the  cerebral  hemispheres,  the  falx,  the 
tentorium,  and  in  the  sylvian  fissure. 
Occasionally,  meningiomas  arise  from  the 
choroid  plexus  of  the  ventricles,  especially 
the  lateral  ventricles. 

The  mesothelial  cell  from  which  the 
meningioma  arises  has  the  ability  to  dif- 
ferentiate into  many  cell  types.  Whichever 
cell  predominates  microscopically  gives 
the  lesion  its  name,  such  as:  meningocytic, 
fibroblastic,  angioblastic,  psammomatous, 
osteoblastic,  chondromatous,  lipomatous, 
and  sarcomatous  meningioma.  Courville 
and  Abbott7  described  three  basic  cell 
types:  syncytial,  fibrous,  and  angioblastic. 
Approximately  two  thirds  of  meningiomas 
are  of  the  fibrous  type.  However,  the 
histologic  type  has  little  or  no  effect  on  the 
biologic  behavior  or  clinical  course  of  the 
patient  except  for  the  small  percentage 
which  are  invasive.  These  are  called 
malignant  meningiomas,  and  they  are 
frequently  the  sarcomatous  cell  type. 
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FIGURE  1.  (A)  Meningioma  of  sphenoid  ridge. 
Marked  hyperostosis  of  medial  and  middle  thirds 
of  sphenoid  ridge  seen  through  left  bony  orbit. 
(B)  Diffuse  convexity  meningioma  causing  bone 
production  and  "hair-on-end"  appearance. 

Macroscopically,  meningiomas  are  firm 
and  can  be  shelled  readily  from  the  sur- 
rounding cerebral  tissue.  They  are  usually 
very  vascular,  and  this  may  be  a cause  of 
trouble  to  the  surgeon.  Malignant  me- 
ningiomas invade  the  surrounding  brain 
and  cannot  be  shelled  out.  The  central 
portion  of  meningiomas  may  be  necrotic. 
This  is  more  common  with  the  malignant 
variety. 

Clinical  findings 

Clinically,  the  most  common  complaints 
are  headaches  and  seizures.  Parasagittal 
lesions  may  be  seen  with  hemiparesis,  while 
sphenoid  ridge  lesions  may  be  seen  with 
aphasia.  The  average  duration  of  symp- 


meningiomas comprise  about  15  per  cent  of 
all  intracranial  tumors  and  arise  most  com- 
monly in  the  anterior  and  middle  fossae. 
Angiography  aids  in  diagnosis  by  indicating 
changes,  showing  circulation,  revealing  a 
brush-like  network  of  arteries  along  one 
margin  of  the  tumor  that  is  diagnostic,  showing 
whether  or  not  the  tumor  is  supplied  by  the 
external  carotid  system,  and  indicating  the 
persistence  of  the  tumor  stain.  It  is  also 
useful  in  differentiating  meningiomas  from 
gliomas. 


toms  is  approximately  two  and  a half 
years.  However,  patients  with  intermit- 
tent symptoms  over  ten  years,  twenty 
years,  and  even  longer  periods  have  been 
reported.  A long  prodromal  period  is 
extremely  helpful  in  differentiating  menin- 
giomas from  gliomas,  since  the  latter 
usually  have  short  histories. 

X-ray  examination 

Plain  skull  x-ray.  Nonspecific  changes. 
The  nonspecific  changes  are  displacement  of 
a calcified  pineal  body8  or  calcified  falx 
and  erosion  of  the  dorsum  sellae.  Pineal 
shift  is  usually  due  to  a space-occupying 
lesion,  but  may  be  caused  by  unilateral 
hydrocephalus  or  hemiatrophy  of  the 
brain.  Erosion  of  the  dorsum  sellae  may 
be  because  of  direct  pressure  by  a tumor, 
of  invasion  by  a tumor,  or  of  increased 
intracranial  pressure. 

Specific  changes.  The  specific  changes 
are  localized  hyperostosis,29  (Fig.  1) 
abnormal  vascularity  of  the  skull,  localized 
bone  destruction,  and  tumor  calcification. 10 
Abnormal  vascularity  of  the  skull  may 
manifest  itself  by  a localized  increase  in 
venous  channels  in  the  region  of  a tumor.  A 
more  common  abnormality  is  ipsilateral 
enlargement  of  the  groove  for  the  middle 
meningeal  vessels.  If  a meningioma  is 
suspected,  the  plain  skull  films  should 
be  studied  carefully  for  unilateral  enlarge- 
ment of  this  groove.  As  Taveras  and 
Wood11  have  emphasized,  if  the  enlarged 
meningeal  vessels  pass  anteriorly,  this 
should  alert  one  to  the  possible  presence  of 
a meningioma.  Normally,  the  meningeal 
vessels  which  pass  anteriorly  are  incon- 
spicious  or  not  visualized  at  all.  In  10 
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FIGURE  2.  (A)  Early  arterial  phase  in  case  of  large  meningioma  of  frontal  region.  Rapid  circulation  through 
middle  meningeal  artery  (arrow).  (B)  Meningioma  of  floor  of  frontal  fossa  demonstrating  brush-like  tumor 
vessels  in  early  arterial  phase  (o).  Ophthalmic  artery  (arrow)  dilated  indicating  that  tumor  receiving  part 
of  its  blood  supply  from  this  vessel. 


FIGURE  3.  (A)  Internal  carotid  artery  injection  in  meningioma  of  parietal  region.  Early  arterial  phase  re- 
veals tumor  stain  starting  to  appear.  Note  that  tumor  at  least  partially  supplied  by  branch  of  internal 
carotid  artery.  (B)  Same  case  as  (A).  External  carotid  injection  shows  middle  meningeal  artery  and  super- 
ficial temporal  artery  (long  arrow)  supplying  that  part  of  meningioma  not  visualized  on  internal  carotid 
artery  injection. 


to  15  per  cent  of  skull  x-ray  films,  asym- 
metry of  the  middle  meningeal  groove 
occurs  as  a normal  variant.  Therefore, 
these  findings  must  be  correlated  with  a 
careful  history  and  physical  examination. 

Cerebral  angiogram.  The  characteristic 
findings  in  cerebral  angiograms  in  order  of 
their  appearance  are: 

There  is  faster  circulation  through  the 
external  carotid  artery  and  its  branches 
(Fig.  2A).  Normally,  the  circulation  is 
faster  through  the  internal  carotid  system. 
Most  meningiomas  derive  their  major 
blood  supply  from  the  external  carotid 
system.  Thus,  if  after  an  uncomplicated 
injection  of  dye  into  the  common  carotid 
artery,  the  external  carotid  arteries  are 
visualized  before  the  internal  carotid  ar- 
teries, a meningioma  may  be  present.  This 


point  was  first  made  by  Lima. 12  Lindgren13 
has  emphasized  it,  and  his  studies  indicate 
that  this  phenomenon  occurs  only  with 
meningiomas. 

A brush-like  network  of  arteries  appears 
along  one  margin  of  the  tumor  (Fig.  2B). 
This  sign,  when  seen,  is  diagnostic  of 
meningioma.  It  is  probably  caused  by  the 
new  vessel  formation  along  the  dural 
attachment  of  the  tumor. 

The  tumor  is  frequently,  if  not  always, 
supplied  by  vessels  from  both  the  internal 
and  external  carotid  systems.  Meningi- 
omas are  the  only  primary  intracranial 
tumors  supplied  by  the  external  carotid 
system.  This  supply  may  be  from  the 
intracranial  branches  (meningeal  arteries) 
or  the  extracranial  branches  (scalp  vessels). 
Failure  to  demonstrate  both  systems  does 
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FIGURE  4.  Lateral  angiograms.  (A)  Late  venous  phase  shows  persistent  homogeneous  tumor  stain. 
(B)  Mottled-type  tumor  stain. 


not  rule  out  meningioma,  because  there  are 
times  when  one  or  the  other  system  may  not 
be  adequately  filled,  or  the  contribution 
may  be  so  small  that  it  is  not  demonstrated 
by  angiography.  Thus,  it  may  be  necessary 
to  do  a selective  injection  of  the  external 
carotid  artery  to  demonstrate  the  dual 
blood  supply  (Fig.  3). 

The  tumor  stain  persists.  Persistence  of 
dye  in  a local  area  after  its  disappearance 
from  the  normal  circulation  is  characteristic 
of  meningioma.  There  are  many  varieties 
of  tumor  stains,  but  they  can  be  grouped 
into  three  categories.  One  is  the  completely 
homogeneous  tumor  stain  which  is  classic 
but  not  common  (Fig.  4A).  Two  is  the 
faintly  mottled  stain  which  is  the  most 
common  (Fig.  4B).  Three  is  a stain  in 
which  there  are  lucencies  of  varying 
size  due  to  cystic  degeneration  or  hemor- 
rhage. The  density  of  the  tumor  stain 
depends  on  the  size  and  configuration  of  the 
tumor,  and,  of  course,  on  the  degree  of 
vascularity.  Large  round  tumors  usually 
present  dense  tumor  stains,  whereas  flat 
spreading-type  meningiomas  produce  very 
faint  stains.  To  appreciate  a faint  tumor 
stain,  it  may  be  necessary  to  compare  the 
suspect  film  with  the  plain  skull  films. 
Occasionally,  metastatic  lesions  and  gliomas 
present  tumor  stains  similar  to  those  seen 
with  meningiomas.  However,  most  of 
these  fade  with  the  normal  circulation, 
whereas  meningiomas  hold  the  stain  after 
the  dye  has  disappeared  from  the  normal 
circulation. 

Signs  which  are  helpful  but  not  unique. 
Usually,  surrounding  arteries  are  deflected. 


This  sign  is  helpful  in  differentiating  menin- 
giomas from  gliomas.  Actually,  it  is 
characteristic  of  slow- growing  lesions,  as 
opposed  to  rapidly  growing  lesions.  Be- 
cause of  their  slow  growth  and  because  they 
are  extracerebral,  meningiomas  displace 
the  normal  vessels.  Consequently,  the 
displaced  vessels  conform  to  the  con- 
tiguous margin  of  the  lesion  (Fig.  5A). 
In  contrast,  gliomas  invade  the  brain 
substance,  growing  around  and  infiltrating 
the  vessels  rather  than  displacing  them. 

The  arteries  are  regular  in  caliber.  This 
regularity  is  easily  detected  when  tumor 
vessels  are  visualized.  In  contrast,  the 
tumor  arteries  in  gliomas  show  an  irregu- 
larity which  gives  the  vessels  a beaded 
appearance.  This  is  because  of  the  dif- 
fuse endothelial  proliferation  seen  micro- 
scopically in  the  tumor  arteries  of  almost 
all  the  gliomas  or  the  presence  of  arterio- 
venous fistulas. 

Wide,  curvilinear  veins  delineate  the 
tumor  area.  Meningiomas  are  usually 
drained  by  rather  wide  veins  which  appear 
to  run  in  the  periphery  of  the  tumor.  In 
contrast,  the  veins  of  the  gliomas  tend  to 
run  directly  from  the  neoplasm  to  their 
drainage  sites.  In  all  probability,  this  dif- 
ference can  also  be  explained  by  their 
manner  of  growth;  namely,  the  meningio- 
mas displace,  the  gliomas  infiltrate.  Meta- 
static lesions  may  show  veins  of  either  type, 
depending  on  their  growth  characteristics. 
Another  helpful  differential  point  is  that 
early  draining  veins  are  much  more  common 
with  gliomas  than  meningiomas.  This  is 
caused  by  the  presence  of  arteriovenous 
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FIGURE  5.  (A)  Meningioma  of  medial  two  thirds  of 
sphenoid  ridge.  Note  elevation  of  middle  cerebral 
artery  (double  arrows).  Shift  of  anterior  cerebral 
artery  (single  arrow)  relatively  slight  in  relation  to 
size  of  tumor.  (B)  Patient  with  tentorial  me- 
ningioma. Note  marked  enlargement  of  tentorial 
artery  arising  from  internal  carotid  artery. 

communications  in  gliomas.  Taveras  and 
Wood11  state  that  if  an  early  draining 
vein  is  seen  in  a meningioma,  one  should 
suspect  an  angioblastic  meningioma. 

An  avascular  zone  may  surround  the 
tumor  stain.  This  avascular  zone  is 
caused  by  compression  or  focal  edema  of 
the  brain  surrounding  the  expanding  lesion. 
This  is  probably  a late  change  which  occurs 
after  the  lesion  has  reached  a certain  size. 
The  edema  associated  with  gliomas  is 
usually  extensive,  involving  an  entire 
lobe  or  hemisphere. 

The  displacement  of  midline  structures  is 
relatively  slight.  The  slow  growth  of 
meningiomas  enables  the  brain  to  make 
some  adjustment  to  the  presence  of  the 


tumor.  Consequently,  the  shift  of  the 
anterior  cerebral  artery  (Fig.  5A),  the 
internal  cerebral  vein,  and  other  midline 
structures  is  much  less  than  would  be 
expected  from  the  size  of  the  tumor.  On 
the  other  hand,  the  midline  structures  may 
show  a marked  shift  in  the  presence  of 
gliomas  because  of  the  extensive  edema. 

There  is  an  increase  in  size  of  the  intra- 
and  extracranial  vessels.  In  the  presence 
of  meningiomas  arising  from  the  floor  of  the 
frontal  fossa,  the  ophthalmic  artery  and 
its  branches  may  show  a marked  increase 
in  size  (Fig.  2B).  Tentorial  meningiomas 
are  frequently  associated  with  prominent 
arteries  which  usually  arise  from  the  caver- 
nous portion  of  the  internal  carotid  artery 
(Fig.  5B).  These  vessels  are  not  seen 
normally. 

Summary 

A review  of  the  salient  angiographic 
features  of  meningioma  is  presented.  In 
30  to  50  per  cent  of  the  cases,  the  diagnosis 
can  be  made  by  careful  study  of  the  patient 
and  the  plain  roentgenograms.  Cerebral 
angiography  is  diagnostic  in  a high  percent- 
age of  the  patients  with  meningiomas. 

References 

1.  Olivecrona,  H.:  Die  parasagittalen  Meningiome, 

Leipzig,  Georg  Thieme.  Earliest  radiologic  diagnosis  of  a 
meningioma,  according  to  Traub,  1934. 

2.  Cushing,  H.,  and  Eisenhardt,  L.:  Meningiomas: 

Their  Classification,  Regional  Behavior,  Life  History  and 
Surgical  End  Result,  Springfield,  Illinois,  Charles  C Thomas, 
1938. 

3.  Falk,  B.:  Radiologic  diagnosis  of  intraventricular 

meningeomas,  Acta  radiol.  46:  171  (1956). 

4.  Sachs,  E.,  Jr.,  Avman,  N.,  and  Fisher,  R.  G.:  Me- 
ningiomas of  pineal  region  and  posterior  part  of  third  ven- 
tricle, J.  Neurosurg.  19:  325  (1962). 

5.  Chaffee,  B.,  and  Donaghy,  R.  P.  M.:  Meningioma  of 
the  fourth  ventricle,  ibid.  20:  520  (1963). 

6.  Aoyagi,  T.,  and  Kyuno,  K.:  tJber  die  endothelialen 
Zellzapfen  in  der  Dura  mater  cerebri  und  ihre  Lokalisation  in 
derselben,  nebst  ihrer  Beziehung  zur  Geschwulstbildung  in 
der  Dura  mater,  Neurol.  Medicochir.  11:  1 (1912). 

7.  Courville,  C.  B.,  and  Abbott,  K.  H.:  On  the  classi- 
fication of  meningiomas:  a survey  of  ninety-nine  cases  in  the 
light  of  existing  schemes.  Bull.  Los  Angeles  Neurol  Soc.  6:  21 
(1941). 

8.  Dyke,  C.  G.:  Indirect  signs  of  brain  tumor  as  noted  in 
routine  roentgen  examinations;  displacement  of  pineal 
shadow,  Am.  J.  Roentgenol.  23:  598  (1930). 

9.  Rowbotham,  G.  F.:  The  hyperostoses  in  relation 

with  the  meningiomas,  Brit.  J.  Surg.  26:  593  (1939). 

10.  Dyke,  C.  G.:  The  roentgen-ray  diagnosis  of  diseases 
of  the  skull  and  intracranial  contents,  in  Golden,  R.,  Ed.: 
Diagnostic  Roentgenology,  New  York,  Thomas  Nelson  & 
Sons,  1941. 

11.  Taveras,  J.  M.,  and  Wood,  E.  H.:  Diagnostic  Neuro- 
radiology, Baltimore,  Williams  & Wilkins  Company,  1964. 

12.  Lima,  P.:  Cerebral  Angiography,  London,  Oxford 

University  Press,  1950. 

13.  Lindgren,  E.:  Radiologic  examination  of  the  brain 

and  spinal  cord,  Acta  radiol.  supp.  151:  1 (1957). 


690  New  York  State  Journal  of  Medicine  / March  1,  1967 


A series  of  review  articles 
dealing  with  medical  progress 


Recent  Advances  in 
Medicine  and  Surgery 

ROBERT  TURELL,  M.D.,  Editor 


Abdominal  Aortic  Aneurysm 

HENRY  HAIMOVICI,  M.D. 

New  York  City 

Chief,  Vascular  Service,  Montefiore  Hospital  and 
Medical  Center;  and  Clinical  Professor  of  Surgery, 
Albert  Einstein  College  of  Medicine,  The  Bronx 


B efore  the  advent  of  reconstructive 
arterial  surgery,  aortic  aneurysms  carried 
a poor  prognosis  as  shown  by  statistical 
studies  of  long-term  survival  rates.1-4  In 
contrast,  since  1951  when  Dubost,  Allary, 
and  Oeconomos6  achieved  the  first  success- 
ful excision  of  an  abdominal  aortic  aneu- 
rysm with  graft  replacement,  the  outlook 
for  this  condition  has  radically  changed  as 
reflected  by  the  vast  experience  accumu- 
lated in  the  past  fifteen  years.  As  a result 
of  the  impressive  surgical  achievements, 
indications  for  excisional  therapy  have 
been  widely  accepted  for  the  majority  of, 
if  not  all,  cases  of  abdominal  aneurysms. 

A few  recent  reports  have  questioned  the 
validity  of  the  wide  range  of  surgical  in- 
dications and  have  suggested  a narrower 
basis  for  the  selection  of  patients  for  ab- 
dominal aortic  aneurysmectomy.6-7  The 
principal  factors  influencing  the  call  for 
fewer  surgical  indications  have  been  a rela- 
tive high  mortality  and  a decreased  long- 
term survival  rate.  That  a more  cautious 
attitude  may  be  justifiable  under  certain 
circumstances  is  clear  from  the  reports.6-7 
Nevertheless,  the  policy  of  restricting  the 
surgical  indications  may  lead  to  misunder- 
standing of  the  seriousness  of  the  prognosis 
underlying  the  great  majority  of  cases  of 
abdominal  aortic  aneurysms. 

A critical  reappraisal  of  the  various 


factors  involved  in  the  selection  of  patients 
for  aortic  aneurysmectomy  may  help  in 
clarifying  the  surgical  indications.  This 
report  will  deal  with  such  a review  of  the 
condition. 

General  considerations 

Incidence.  Aneurysms  of  the  abdomi- 
nal aorta  are  not  rare.  Their  greater  fre- 
quency in  the  past  two  decades  is  due  essen- 
tially to  two  factors:  (1)  increase  in  life 

span  with  a parallel  increase  in  arterio- 
sclerosis; and  (2)  greater  awareness  of  the 
diagnosis  of  abdominal  aortic  aneurysm. 
As  the  longevity  of  the  general  population  is 
extended,  it  seems  reasonable  to  expect  a 
further  increase  in  the  incidence  of  this 
condition. 

Causation.  In  contrast  to  the  past 
when  syphilis  played  a major  etiologic  role, 
today  most  if  not  all  aneurysms  of  the 
abdominal  aorta  are  caused  by  arterio- 
sclerosis. Since  this  degenerative  process 
usually  involves  more  than  one  arterial 
segment,  it  is  not  surprising  to  find  several 
other  lesions  elsewhere,  of  either  the  occlu- 
sive or  aneurysmal  variety.  The  signifi- 
cance of  this  fact  becomes  more  apparent  in 
connection  with  the  general  condition  of 
the  patient  and  the  associated  vascular 
lesions. 

Associated  vascular  lesions.  The 
majority  of  patients  with  abdominal  aortic 
aneurysms  are  in  their  late  decades  and 
exhibit  varying  degrees  of  cardiovascular 
disease.  A review  of  our  own  experience 
with  the  last  100  cases  disclosed  that  75  per 
cent  of  the  cases  occurred  in  the  seventh 
and  eighth  decades  and  that  87  per  cent  of 
the  entire  group  were  males.  Since  associ- 
ated cardiovascular  disease  is  present  quite 
often  in  later  decades,  a complete  evalua- 
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FIGURE  1.  (A)  Aortogram  showing  fusiform  dilatation  of  aneurysm  and  marked  stenosis  at  origin  of  left 
renal  artery.  (B)  Angiogram  disclosing  stenosis  of  left  common  iliac  at  its  origin  and  marked  occlusive 
disease  of  right  iliac  vessels. 


tion  of  the  patient  is  mandatory  before 
undertaking  surgery. 

Most  statistical  studies  indicate  that  old 
myocardial  infarctions,  angina  pectoris,  and 
congestive  heart  failure  are  found  in  about 
25  per  cent  of  the  cases,  while  arterial 
hypertension  is  present  in  about  40  per 
cent.  About  half  of  these  patients  have 
both  hypertension  and  heart  disease.  The 
frequency  of  these  diseases  points  up  the 
widespread  nature  of  the  arteriosclerotic 
process  in  these  patients  and  the  necessity 
for  their  prompt  and  vigorous  medical 
treatment  before,  during,  and  after  surgery. 
In  addition  to  these  visceral  involvements, 
other  arteriosclerotic  lesions,  such  as  oc- 
clusions or  aneurysms,  in  different  parts  of 
the  arterial  tree  are  frequently  encountered. 
Arterial  insufficiency  of  the  lower  extrem- 
ities, cerebrovascular  insufficiency,  renovas- 
cular hypertension,  or  aneurysms  of  the 
major  limb  arteries  or  the  thoracic  aorta 
should  be  routinely  and  carefully  investi- 
gated in  every  patient  with  an  abdominal 
aortic  aneurysm  (Fig.  1).  Surgical  correc- 
tion of  the  associated  lesions  may  be  and 
often  is  necessary  prior  to  or  simultaneously 
with  correction  of  the  abdominal  aorta. 


The  relative  frequency  of  these  associated 
vascular  lesions  is  illustrated  in  Figure  2 
which  is  based  on  a recent  statistical  study 
by  DeBakey  et  al .8  In  our  own  experience, 
associated  occlusive  disease  of  the  lower 
extremities  was  found  in  35  per  cent  of  the 
cases,  which  is  about  the  same  incidence 
as  found  by  DeBakey  and  his  group  (27 
per  cent). 

Location.  By  far  the  greatest  pre- 
dilection of  aneurysmal  disease  of  the  aorta 
is  in  the  abdominal  area.  Recent  statistical 
studies  have  shown  that  the  latter  segment 
is  involved  in  over  80  per  cent  of  the  cases.9 
The  aneurysm  arises  just  below  the  renal 
arteries  and  extends  distally  to  involve 
most  often  the  bifurcation  and  in  a great 
number  of  cases  the  iliac  arteries  as  well 
(Fig.  3).  In  contrast  to  this  location, 
aneurysms  of  the  upper  abdominal  aorta, 
between  the  diaphragm  and  renal  vessels, 
are  rarely  encountered.  Usually  the  supra- 
renal aneurysm  is  part  of  a thoracoabdom- 
inal lesion.  The  simple  upper  abdominal 
aneurysm  is  rather  exceptional  as  disclosed 
by  a perusal  of  recent  literature  in  which 
only  4 such  cases  were  found  between  1953 
and  1964,  one  of  which  was  a personal  ob- 
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FIGURE  2.  Diagram  of  relative  incidence  of  arteri- 
osclerotic lesions,  occlusive  and  aneurysmal, 
associated  with  abdominal  aneurysms. 


servation.10  Therefore,  as  a rule  the  ab- 
dominal aneurysm  is  an  infrarenal  lesion 
which  renders  it  accessible  to  a relatively 
simple  surgical  excision. 


FIGURE  3.  Aortogram  showing  fusiform  dilatation 
of  aorta  and  right  common  iliac. 


Clinical  manifestations 

Clinically,  abdominal  aortic  aneurysms 
may  be  classified  into  two  forms,  intact  or 
nonruptured  and  ruptured. 

Intact  aneurysms.  Clinically,  an  ab- 
dominal aortic  aneurysm  is  characterized 
by  an  expansile  and  pulsatile  mass  in  the 
umbilical  region,  often  accompanied  by 
varying  degrees  of  pain.  Because  of  the 
significance  but  inconstancy  of  pain,  ab- 
dominal aneurysms  are  generally  classified 
into  two  forms,  symptomatic  and  asympto- 
matic. This  classification  implies  that 
surgical  indications  are  mandatory  in  the 
former  group  but  are  not  valid  in  the  latter. 
Unfortunately,  such  implications  are  mis- 
leading, quite  often  with  disastrous  results. 

When  an  abdominal  aneurysm  is  sympto- 
matic, pain  represents  an  important  and 
sometimes  ominous  symptom,  for  it  usually 
indicates  rapid,  progressive  enlargement  of 
the  aneurysm  and  may  signify  impending  or 
even  actual  rupture.  In  these  cases,  in- 
dications for  surgery  are  obvious.  In  con- 
trast to  this  group  of  cases,  surgery  for  the 


so-called  asymptomatic  aneurysm  has 
evoked  controversy  by  a few  recent  reports. 
The  arguments  put  forth  in  these  reports 
will  be  reviewed  later  in  this  presentation. 
At  this  time  it  is  essential  to  define  properly 
an  asymptomatic  aneurysm.  In  addition 
to  the  absence  of  pain,  its  definition  also 
includes  its  size.  Clinically  and  radiologi- 
cally  the  size  of  an  aneurysm  can  be  esti- 
mated only  roughly  by  palpation  in  a thin 
individual  and  by  the  calcific  outline.  In 
an  obese  patient  palpation  may  fail  to 
disclose  the  size,  and  a calcific  outline  is 
found  in  only  about  half  of  the  men  and  a 
third  of  the  women.11 

Notwithstanding  the  inherent  difficulties 
in  evaluating  the  size  of  the  lesions,  an 
asymptomatic  aneurysm  usually  is  referred 
to  as  a small  one.  Here  again  authors 
differ  in  their  criteria  for  classification  into 
small  and  large  aneurysms.  Steinberg  and 
Stein12  considered  an  aneurysm  as  large 
when  it  measured  over  4 cm.  in  diameter, 
while  Schatz,  Fairbairn,  and  Juergens13 
classified  all  aneurysms  7.5  cm.  in  diameter 
or  less  as  small  and  those  more  than  7.5  cm. 
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FIGURE  4.  Diagram  of  types  of  ruptures  of  abdominal  aneurysm. 


in  diameter  as  large.  These  and  other 
classifications  are  arbitrary  and  do  not  have 
any  direct  bearing  on  the  ultimate  fate  of 
the  aneurysm  or  the  survival  rate.  Estes  in 
1950 1 showed  that  “the  survival  rate  for 
the  patients  who  were  asymptomatic  at 
the  time  of  diagnosis  was  no  better  than  the 
survival  rate  of  patients  who  had  symp- 
toms.” 

Schatz,  Fairbairn,  and  Juergens13  in  a 
later  series  from  the  same  institution,  in 
which  93.6  per  cent  of  the  patients  had 
asymptomatic  lesions,  showed  that  44.1  per 
cent  died  of  a ruptured  aneurysm. 

Our  personal  experience  includes  a num- 
ber of  cases  in  which  rupture  was  the  first 
manifestation  of  a previously  completely 
silent  aneurysm.  From  analysis  of  the 
previous  data,  it  is  clear  that  the  absence  of 
pain  and  small  size  of  the  lesion  character- 
istic of  an  asymptomatic  aneurysm  are  not 
reliable  prognostic  indices.  Other  factors 
should  be  weighed  carefully  in  assessing 
surgical  indications. 

Ruptured  aneurysms.  Rupture  of  an 
aortic  aneurysm  is  a catastrophic  event, 
posing  urgent  problems  in  diagnosis  and 
management.14  Successful  outcome  will 
depend  on  prompt  recognition  and  precise 
and  rapid  surgical  management.  The  in- 
cidence of  ruptured  versus  nonruptured 


abdominal  aortic  aneurysms  varies  widely 
as  reflected  by  a few  published  reports. 
In  their  most  recent  report  on  this  subject, 
DeBakey  et  al.s  state  that  8 per  cent  of 
their  cases  had  ruptured  aneurysms.  In 
our  own  series,  24  per  cent  of  the  aneurysms 
were  referred  to  us  in  this  condition.  Lack 
of  prompt  recognition  and  delay  in  admit- 
ting patients  to  the  hospital  may  account 
for  this  high  incidence.  Greater  awareness 
of  the  diagnosis  and  immediate  referral  by 
the  general  practitioners  and  internists  will 
help  to  reduce  this  dreadful  and  often  fatal 
complication. 

The  rupture  of  an  aneurysm  may  occur 
either  in  the  retroperitoneal  space  or  into 
another  adjacent  organ  such  as  the  inferior 
vena  cava  or  duodenum  (Fig.  4). 

Rupture  into  the  retroperitoneal 
space.  The  most  common  site  of  rupture 
of  an  abdominal  aortic  aneurym  is  in  the 
posterior  wall,  about  1 to  2 inches  distal  to 
the  renal  vessels.  Extravasation  of  blood 
remains  retroperitoneally,  at  least  in  the 
initial  stage.  Some  patients  may  die  at  the 
onset,  but  most  of  them  survive  and  remain 
alert  for  at  least  a few  more  hours.  This 
lucid  interval  may  last  one  or  more  days. 
However,  the  pain  will  often  progess  to  in- 
volve the  left  flank  with  radiation  into  the 
groin  or  scrotum  which  may  lead  to  con- 
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FIGURE  5.  Displacement  of  left  ureter  by  large 
abdominal  aortic  aneurysm. 


fusion  in  some  cases  with  ureteral  stone. 
Examination  usually  discloses  mild  or 
severe  shock  and  an  enlarging  pulsatile 
abdominal  mass.  Shortly  after  the  onset, 
these  patients  may  become  oliguric  or 
anuric.  Prognosis  is  hopeless  in  the  major- 
ity of  cases. 
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Sometimes  self-sealing  perforations  with 
minor  extravasation  of  blood  may  occur.15 
However,  such  cases  may  represent  only  a 
prelude  to  a final  massive  rupture.  Their 
diagnosis  may  remain  obscure.  In  such 
instances,  with  a progressive  course,  the 
calcific  outline  of  the  aneurysm,  absence  of 
the  psoas  shadow,  and  lateral  displacement 
of  the  ureter  will  help  dispel  any  doubt 
about  the  diagnosis  of  ruptured  aneurysm 
(Figs.  5 and  6).  While  the  emergency 
roentgenologic  examinations  are  necessary 
in  these  cases  appearing  with  progressive 
clinical  manifestations,  they  are  not  to  be 
used  routinely  in  the  acute  cases.  Any 
delay  in  carrying  out  surgery  may  be  harm- 
ful or  fatal. 

Rupture  into  the  inferior  vena 
cava.  Rupture  of  an  abdominal  aortic 
aneurysm  into  the  inferior  vena  cava  is  an 
uncommon  complication.  However,  in  re- 
cent years  several  cases  have  been  re- 
ported.16-18 As  a result  of  widespread  use 
of  aortic  surgery,  many  more  cases  were 
diagnosed  and  treated  successfully.  The 
rarity  of  this  complication  is  reflected  by 
the  experience  of  the  Baylor  group16  which 
reported  4 successful  cases  out  of  a series 
of  1,400  such  aneurysms.  We  have  en- 
countered this  complication  in  3 out  of  100 
cases.  Two  of  these  ruptured  into  the  in- 
ferior vena  cava  and  1 into  the  left  iliac 
vein. 

The  clinical  picture  ascribed  to  this  acute 
development  of  a spontaneous  aortacaval 
fistula  is  rather  characteristic.  The  most 
important  feature  is  a high  output  cardiac 
failure.  The  lower  extremities  may  become 
enlarged,  cold,  and  cyanotic  as  a result  of 
increased  venous  pressure  and  decreased 


FIGURE  6.  Calcific  outline  of  aneurysmal  sac  seen  in  (A)  posteroanterior  view;  (B)  lateral  view. 
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arterial  circulation.  Oliguria  and  hepato- 
megaly with  liver  failure  further  reflect 
the  sudden  hemodynamic  changes  in  the 
visceral  circulation.  A loud  to-and-fro 
murmur  usually  is  audible  over  the  ab- 
domen. Diagnosis  of  an  aortacaval  fistula 
should  be  simple.  Increasing  awareness  of 
the  possibility  of  such  a complication  in 
abdominal  aortic  aneurysms  is  the  most 
important  factor  in  its  recognition  and 
successful  treatment. 

A variant  of  this  type  of  complication 
was  reported  by  Lord,  Vigorita,  and 
Florio19  who  published  a case  of  a fistula 
between  an  abdominal  aortic  aneurysm 
and  an  anomalous  renal  vein.  The  pre- 
dominant clinical  features  were  different 
from  those  of  aortovena  caval  fistula. 
Left  flank  and  abdominal  pain  was  severe 
and  associated  with  a pulsating  abdominal 
mass  and  continuous  bruit  over  the  left 
side  of  the  abdomen  and  back. 

Rupture  into  the  gastrointestinal 
tract.  Gastrointestinal  bleeding  as  a 
result  of  an  aorticoenteric  fistula  has  been 
reported  even  more  rarely.  The  anatomic 
contiguity  of  the  lower  abdominal  aorta 
and  the  third  portion  of  the  duodenum  may 
account  for  such  a fistula.  The  extreme  in- 
frequency of  it  may  be  explained  by  the  site 
of  the  weakest  area  in  the  aneurysmal  wall 
which  appears  to  exist  posteriorly,  adjacent 
to  the  vertebrae,  rather  than  anteriorly. 
The  gastrointestinal  bleeding  which  the 
patient  experiences  is  usually  a massive 
hematemesis  of  bright  red  blood.  Although 
this  may  be  the  first  manifestation  of  the 
aorticoenteric  fistula,  repeated  episodes  of 
melena  with  minimal  hematemesis  some- 
times precede  the  catastrophic  hemorrhage. 

Depending  on  the  size  of  the  fistula,  the 
clinical  manifestations  may  be  chronic  or 
subacute,  thus  misleading  the  diagnosis  in- 
itially. However,  careful  physical  exami- 
nation of  the  abdomen  should  establish  the 
correlation  between  an  aortic  aneurysm  and 
gastrointestinal  bleeding.  Aorticoenteric 
fistulas  usually  are  associated  with  a high 
mortality  rate  even  under  favorable  cir- 
cumstances. 

Thromboembolic  complications 

Small  emboli  are  frequently  detached 
from  the  aneurysmal  sac  and  launched  into 
the  peripheral  arteries  but  are  hardly 


mentioned  in  the  literature.  The  minor 
clinical  manifestations  induced  by  them 
probably  account  for  the  paucity  of  reports. 
On  the  other  hand,  major  emboli,  either 
spontaneously  or  during  aneurysmectomy, 
are  known  to  occur,  although  their  true 
incidence  is  not  fully  appreciated.20  In  our 
personal  experience,  such  complications 
have  been  noted  in  5 per  cent  of  the  cases; 
4 were  spontaneous,  and  1 occurred  during 
aneurysmectomy.  In  2 of  the  4 spontane- 
ous cases,  midthigh  amputations  were 
necessary  because  of  irreversible  ischemic 
complications,  while  in  the  other  2 as  well  as 
in  the  case  associated  with  aneurysmec- 
tomy, successful  embolectomies  were  per- 
formed with  salvage  of  the  limb. 

Thromboembolic  manifestations,  al- 
though not  as  life-threatening  as  a rupture, 
are  nevertheless  further  argument  in  favor 
of  surgical  treatment  for  aneurysms. 

Differential  diagnosis 

Abdominal  aortic  aneurysms  usually  are 
easy  to  diagnose.  Awareness  of  this  con- 
dition is  perhaps  the  most  important  factor 
in  their  detection.  However,  because  of 
some  uncommon  circumstances  such  as 
size,  location,  or  complications,  a few  other 
conditions  should  be  considered  in  the  dif- 
ferential diagnosis. 

Aneurysms  of  visceral  branches  of 
abdominal  aorta  (Fig.  7).  Celiac  artery. 
Aneurysms  of  the  celiac  artery  are  rare. 
Shumacker  and  Siderys21  found  only  35 
reported  cases.  Thirty-one  of  these  pa- 
tients died  of  rupture.  The  diagnosis  of 
this  aneurysm  was  not  made  until  the  fatal 
outcome.  The  cardinal  findings  are  the 
same  for  this  type  of  aneurysm  as  for  the 
other  types,  that  is,  a pulsating  mass  in 
the  upper  abdomen  and  angiographic 
visualization. 

Hepatic  artery.  The  diagnosis  of  aneu- 
rysm of  the  hepatic  artery  is  rarely  made. 
Occasional  bruit,  roentgenologic  demon- 
stration of  calcification  of  the  aneurysmal 
wall,  or  visualization  by  aortography  may 
be  helpful  as  diagnostic  aids.  However,  a 
recent  review  of  the  literature  by  Smyth 
and  Teimourian22  indicates  that  in  80  per 
cent  of  the  cases  the  patient  is  first  seen 
after  the  aneurysm  has  ruptured.  Even 
then  the  diagnosis  frequently  is  missed  at 
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Coeliac  a. 


FIGURE  7.  Diagram  of  aneurysms  involving  vis- 
ceral branches  of  abdominal  aorta. 


laparotomy  and  is  established  only  at 
autopsy.  These  authors  have  shown  that 
of  the  144  cases  recorded  since  1819,  70 
per  cent  of  the  patients  had  pain;  62  per  cent 
had  bleeding,  half  of  them  into  the  biliary 
or  gastrointestinal  tract  and  half  intra- 
peritoneally;  and  51  per  cent  had  jaundice 
due  to  compression  of  the  common  bile 
duct. 

The  diagnosis  of  hepatic  artery  aneurysm 
may  be  complicated  by  the  presence  of 
either  an  aortic  or  celiac  axis  aneurysm. 

Splenic  artery.  The  incidence  of  aneu- 
rysm of  the  splenic  artery  is  0.04  per  cent 
or  0.05  per  cent  at  autopsy  and  is  two  to 
three  times  more  frequent  in  the  female.23 
Owens  and  Coffey24  pointed  out  that  pain 
in  the  upper  quadrant  and  splenomegaly 
associated  with  a palpable  and  occasionally 
pulsatile  tumor  in  the  left  upper  quadrant 
are  the  most  important  clinical  signs. 
Roentgenologically,  Lindboe25  has  shown 
that  rounded  calcific  shadows  in  this  area 
are  likely  to  be  aneurysms  of  the  splenic 
artery  (Fig.  8).  Differentiation  between 
gastrointestinal  and  renal  calcifications  can 
be  made  readily  by  contrast  x-ray  films. 
Pancreatic  stones  are  more  difficult  to 
diagnose  by  this  study.  However,  this  can 
be  resolved  by  aortography.26  These  diag- 
nostic aids  are  essential  before  undertaking 
surgery  which  usually  consists  of  excision  of 
the  aneurysm  and  splenectomy. 

Renal  artery.  The  renal  artery  usually  is 
involved  as  part  of  the  thoracoabdominal  or 
abdominal  aneurysm.  Isolated  renal  ar- 
tery aneurysm  is  quite  rare,  its  incidence 


FIGURE  8.  Calcific  outline  of  splenic  artery  aneu- 
rysm (1)  and  of  superior  mesenteric  (2). 


having  been  estimated  to  be  0.015  per  cent.27 
In  cases  of  associated  renal  infarction  the 
reported  frequency  appears  higher,  for 
example,  1.4  per  cent.28  The  most  common 
manifestations  are  pain,  50  per  cent;  hema- 
toma, 35  per  cent;  palpable  mass,  25  per 
cent;  hypertension,  15  per  cent;  and  bruit, 
10  per  cent.  Calcification  in  the  wall  of  the 
aneurysm  was  found  in  only  25  per  cent  of 
reported  cases.29  Renal  infarction,  partial 
or  total,  can  be  detected  by  the  known  sud- 
den flank  pain,  hematuria,  and  excretory 
urograms.  In  less  acute  cases,  abdominal 
aortography  may  be  of  value  in  establishing 
the  diagnosis.  Radioisotope  renograms 
also  may  be  useful  in  screening  these  pa- 
tients. Renal  artery  reconstruction  or 
nephrectomy  may  be  used,  depending  on 
the  preoperative  and  pathologic  findings. 
Aneurysms  of  the  renal  arteries  may  occur 
either  as  isolated  lesions  or  associated  with 
lesions  of  the  abdominal  aorta.  In  either 
case  the  differential  diagnosis  with  the 
latter  condition  may  be  difficult  and  may 
not  be  resolved  without  laparotomy  or 
autopsy. 

Large,  elongated,  and  tortuous 
aorta.  Megadolichoaorta  sometimes  may 
mimic  an  abdominal  aneurysm.  Aortog- 
raphy may  be  helpful  in  such  cases  in 
demonstrating  the  exact  aortic  configura- 
tion. 

Gastrointestinal  manifestations. 
Gastrointestinal  manifestations  are  more 
common  in  patients  with  abdominal  aortic 
aneurysms  than  is  generally  thought. 
About  half  of  our  patients  had  a history  of 
epigastric  or  periumbilical  pain  and  had 
been  treated  for  a gastrointestinal  disease 
months  or  even  years  before  the  true  con- 
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dition  was  diagnosed.  Recently  Sond- 
heimer  and  Steinberg  in  a review  of  100  con- 
secutive cases  of  abdominal  aortic  aneurysm 
found  associated  gastrointestinal  manifesta- 
tions in  55  per  cent.30  The  most  common 
manifestation  was  a dull  or  colicky  pain  in 
the  epigastrium  or  left  lower  quadrant 
which  was  almost  never  related  to  meals. 
Conventional  abdominal  roentgenograms 
confirmed  the  diagnosis  of  abdominal  aortic 
aneurysms  in  more  than  half  of  the  patients. 
Roentgen  abnormalities,  found  in  about 
one  third  of  the  patients  having  gastro- 
intestinal studies,  included  distortion,  an- 
terior and  superior  displacement  of  the  third 
portion  of  the  duodenum,  extrinsic  pressure 
on  the  greater  gastric  curvature,  and 
spreading  of  small-bowel  loops. 

While  the  great  majority  of  these  pa- 
tients had  gastrointestinal  manifestations 
due  to  mechanical  irritation  secondary  to 
the  aneurysm,  it  should  be  pointed  out  that 
peptic  ulcer  or  gallbladder  disease  some- 
times may  coexist.  In  this  connection  it 
is  important  to  re-emphasize  that  other 
diseases  may  be  associated  with  aortic 
aneurysms,  such  as  carcinoma  of  the  stom- 
ach, colon,  or  pancreas;  ovarian  cyst;  and 
so  on.  Some  of  these  diseases  can  be 
detected  preoperatively,  while  others  are 
found  fortuitously  during  routine  explora- 
tion of  the  abdominal  viscera  at  the  time 
of  the  aneurysmectomy.  Of  special  in- 
terest is  the  possible  association  of  a horse- 
shoe kidney  with  an  aneurysm.  This  is  a 
rare  condition,  requiring  special  manage- 
ment of  the  horseshoe  kidney  before  pro- 
ceeding with  the  aneurysmectomy.31 

Renal  or  ureteral  stone.  Both  non- 
ruptured  and  ruptured  abdominal  aortic 
aneurysms,  because  of  the  associated  pain 
radiating  down  the  groin  and  scrotum,  are 
sometimes  mistaken  for  ureteral  stones. 
Nephrolithiasis  (renal  colic)  was  erroneously 
diagnosed  in  8 out  of  a series  of  29  cases.32 
This  may  be  best  illustrated  by  one  of  our 
own  cases.  A fifty-six-year-old  obese  male, 
weighing  over  250  pounds,  was  being  treated 
for  renal  colic  because  of  severe  left  flank 
pain  radiating  into  the  groin.  Treatment 
lasted  for  over  forty-eight  hours  until  he 
went  into  shock  and  became  anuric.  Ex- 
amination of  the  patient  in  the  left  lateral 
position  revealed  a pulsatile  abdominal 
mass.  Prompt  surgical  intervention  under 
hypothermia  resulted  in  successful  resection 


of  the  aneurysm  with  a bifurcated  Dacron 
graft  replacement.  Similar  observations 
have  been  reported  by  others.15 

Arthritis  of  the  lumbar  or  lumbo- 
sacral spine.  Abdominal  aortic  aneu- 
rysms are  frequently  diagnosed  as  arthritis 
of  the  lumbar  or  lumbosacral  spine  be- 
cause of  the  low  back  pain  associated  with 
aneurysms,  especially  prior  to  rupture. 
Roentgenologic  examinations  of  the  spine 
may  rule  out  this  diagnosis  easily. 

Severe  erosion  of  the  spine.  Erosion 
of  the  spine  may  be  the  result  of  an  abdom- 
inal aneurysm,  especially  of  luetic  origin. 
This  finding  is  an  additional  index  of  sus- 
picion which  should  alert  the  clinician  to 
the  possibility  of  an  aneurysm. 

Prognosis 

Untreated  aneurysms.  The  natural 
course  of  an  untreated  abdominal  aortic 
aneurysm  has  been  fairly  well  documented 
in  recent  years.  Kampmeier3  in  a study  of 
73  cases  found  that  the  majority  of  patients 
died  within  six  months  of  the  onset  of  symp- 
toms, usually  because  of  rupture  of  the 
aneurysm.  Brindley  and  Stembridge33  in  a 
series  of  40  necropsy  cases  reported  the 
average  life  span  to  be  twenty-seven 
months.  Gliedman,  Ayers,  and  Vestal2  in  a 
study  of  autopsy  protocols  on  96  cases  of 
aneurysm  of  which  72  were  aortic  found 
that  75  per  cent  of  the  patients  were  dead 
within  six  months  and  80  per  cent  in  less 
than  one  year.  It  is  noteworthy  that  49 
per  cent  of  their  patients  died  of  ruptured 
aneurysms.  The  survival  rate  in  these 
groups  of  necropsy  studies  is  lower  than  in 
groups  of  patients  in  which  an  aneurysm  is 
found  incidentally. 

Estes,1  in  a study  mentioned  previously, 
analyzed  102  cases  of  aneurysm  from  the 
Mayo  Clinic  up  to  1947  and  found  that  67 
per  cent  survived  one  year  or  longer,  49.2 
per  cent  three  years  or  longer,  and  only 
18.9  per  cent  five  years  or  longer.  In  com- 
paring the  mortality  rate  in  the  aneurysm 
group  with  the  expected  mortality  rate  for 
the  normal  population  for  a corresponding 
age  and  sex  group,  Estes  found  that  three 
years  after  the  discovery  of  an  aneurysm 
50.8  per  cent  of  those  afflicted  had  died  as 
compared  with  less  than  12.1  per  cent  of  the 
normal  population;  at  the  end  of  five 
years,  81.1  per  cent  of  patients  with  aneu- 
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TABLE  I.  Survival  rates  following  resection  of 
abdominal  aortic  aneurysms 


Per  Cent  of  Survival 
One  Three  Five 
Series  Year  Years  Years 


DeBakey,  et  al.* 

84 

72 

58 

MacVaugh  and  Roberts20 

80 

63 

62 

Voorhees  and  McAllister35 

67 

46 

32 

Levy,  et  al.e 

76 

59 

34 

rysms  had  died  as  compared  with  21.9  per 
cent  of  the  control  group.  Wright,  Ur- 
daneta,  and  Wright4  in  a smaller  series 
found  that  only  29.4  per  cent  survived  at 
the  end  of  two  years,  and  Roberts,  Daniel- 
son, and  Blakemore34  showed  that  within 
two  years  more  than  50  per  cent  of  un- 
treated patients  died  and  after  five  years 
only  11  per  cent  survived. 

While  statistical  data  show  a high  mor- 
tality rate  in  the  untreated  cases  as  com- 
pared with  the  expected  normal  vital 
statistics,  a more  recent  study  from  the 
Mayo  Clinic  by  Schatz,  Fairbairn,  and 
Juergens13  seems  to  suggest  a somewhat 
better  prognosis.  In  their  study  52.5  per 
cent  of  patients  were  alive  after  three  years 
as  compared  with  49.2  per  cent  in  the  Estes 
series  and  36.4  per  cent  were  alive  after  five 
years  as  compared  with  18.9  in  the  Estes 
series.  When  the  survival  rates  are 
assessed  against  the  normal  rates,  the  dif- 
ference is  still  very  significant  even  for 
Schatz,  Fairbairn,  and  Juergens’13  series, 
since  at  five  years  it  is  80.6  per  cent.  Fur- 
thermore, a closer  analysis  of  the  various 
factors  involved  disclosed  that:  (1)  93.6 

per  cent  of  patients  were  asymptomatic; 
(2)  83  out  of  the  111  aneurysms  were  small; 
and  (3)  72  out  of  119  patients  had  no 
associated  cardiovascular  disease.  It  ap- 
pears, therefore,  that  the  cases  reported  in 
the  Schatz,  Fairbairn,  and  Juergens  series 
cannot  be  compared  properly  with  the 
previous  series  with  respect  to  size  and 
stage  of  the  aneurysm  or  with  regard  to  the 
associated  cardiovascular  lesions.  Al- 
though their  survival  rates  were  somewhat 
better,  the  incidence  of  rupture  leading  to 
death  was  relatively  high,  being  44.1  per 
cent.  Proper  interpretation  of  these  data 
with  the  significant  parameters  well 
matched  indicates  that  even  this  series 
cannot  be  considered  as  establishing  an 
optimistic  outlook  for  an  untreated  aneu- 
rysm, 


YEARS  OF  SURVIVAL 

FIGURE  9.  Survival  rates  of  patients  with  re- 
sected aneurysms  compared  with  life  expectancy 
of  normal  population  and  of  nonresected  aneu- 
rysms (after  DeBakey,  et  a/.8). 

From  the  over-all  survey  of  these  studies 
it  is  clear  that  the  prognosis  of  untreated 
abdominal  aneurysms  is  grim.  While  some 
patients  survive  years  and  some  die  of 
unrelated  causes,  the  great  majority  will 
die  of  rupture  within  one  to  two  years  of 
diagnosis.  Above  all,  these  studies  of  the 
natural  course  of  the  untreated  cases  have 
disclosed  three  important  facts:  (1)  The 

survival  rate  of  patients  with  abdominal 
aortic  aneursyms  is  much  lower  than  that  of 
the  normal  population,  especially  after 
the  age  of  sixty-five,  (2)  there  are  no  absolute 
criteria  for  predicting  which  case  will  rup- 
ture, since  a substantial  number  of  the  so- 
called  asymptomatic  type  eventually  do 
rupture;  and  (3)  rupture  of  the  aneurysm 
represents  the  greatest  hazard  in  all  cases, 
irrespective  of  whether  they  are  sympto- 
matic or  asymptomatic. 

Treated  aneurysms.  Over-all  survival 
rates  for  patients  after  resection  of  un- 
ruptured aneurysms  are  unquestionably 
higher  than  rates  for  untreated  patients. 
However,  as  one  might  anticipate,  the 
reported  results  are  not  uniform.  Table  I 
lists  the  experience  of  four  groups  of  sur- 
geons who  reported  on  a substantial  number 
of  patients  with  a follow-up  of  five  years  or 
longer.  Comparison  of  survival  rates  of 
the  normal  population  with  those  of  pa- 
tients who  had  resected  and  untreated 
aneurysms  disclosed  that  life  expectancy 
after  resection  is  unquestionably  prolonged 
as  shown  in  Fig  9. 

Analysis  of  the  surgical  results  makes  it 
abundantly  clear  that  a few  important 
factors  are  responsible  for  the  reported 
differences  in  successful  resection.  These 
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factors  are  primarily  influenced  by  the  con- 
ditions surrounding  the  operative  and  early 
postoperative  phases.  Prolonged  operation 
and  severe  hypotension  due  to  excessive 
blood  loss  requiring  many  transfusions  are 
the  main  reasons  for  high  rates  of  operative 
death,  as  attested  to  by  the  various  reports. 
With  development  of  greater  technical 
competence,  operative  mortality  has  de- 
creased uniformly.  Thus,  DeBakey  et  al 8 
reported  a progressively  decreased  mortal- 
ity from  10  per  cent  in  the  period  up  to 
1958  to  5 per  cent  in  the  period  from  1962  to 
1964.  Voorhees  and  McAllister15  reported 
a decrease  from  26  per  cent  for  1953  to 
1957  to  11  per  cent  for  1958  to  1961.  Levy 
et  al.6  stated  that  their  operative  mortality 
before  1960  was  35  per  cent  but  since  then 
decreased  to  11  per  cent.  The  poor  results 
in  the  early  years  of  the  latter  two  groups 
may  be  accounted  for  by  the  great  number 
of  attending  and  resident  surgeons  who  were 
performing  the  procedures  without  having 
adequate  training  or  experience. 

Of  the  fatal  complications,  the  most 
frequently  encountered  were  myocardial  in- 
farction, cerebrovascular  accident,  acute 
renal  insufficiency,  and  hemorrhage  from 
the  operative  site.  Preoperative  hyperten- 
sion and  cardiovascular-renal  disease  are 
the  most  significant  factors  influencing  sur- 
vival after  operation;  they  also  are  im- 
portant factors  in  the  late  survival  rates. 

In  ruptured  aneurysms  the  operative 
mortality  is  vastly  different  and  ranges 
from  30  per  cent8  to  76  per  cent.35  Among 
the  chief  factors  which  influence  survival 
are  the  duration  and  severity  of  the  hypo- 
volemic shock  and  the  acute  renal  shut- 
down. To  be  successful,  prompt  recogni- 
tion of  this  frightful  complication  and  im- 
mediate surgical  intervention  are  essential. 

Conclusions 

From  the  review  of  the  literature  and  our 
personal  experience  several  salient  points 
emerged: 

1.  Indications  for  surgery  of  abdominal 
aneurysms  are  essentially  prophylactic  in 
nature  to  prevent  the  major  complications 
of  rupture  and  thrombosis. 

2.  Symptomatic  and  rapidly  expanding 
aneurysms  should  all  be  removed. 

3.  Ruptured  aneurysms,  especially  if 
seen  early,  should  be  operated  on  without 


delay.  A bold  approach,  together  with 
aggressive  management  of  shock,  are  essen- 
tial. 

4.  Asymptomatic,  small  aneurysms 
should  be  considered  for  resection,  except 
in  patients  with  severe  cardiovascular 
(cerebral,  coronary,  or  renal)  manifesta- 
tions. 

5.  Over-all  survival  rates  for  patients 
with  resected  aneurysms  are  higher  than 
survival  rates  for  patients  with  untreated 
aneurysms. 

6.  Greater  experience  and  improved  sur- 
gical competence  will  further  reduce  sur- 
gical mortality.  Life  expectancy  also  may 
be  extended  by  careful  management  of  the 
associated  vascular  lesions. 

7.  Above  all,  it  is  important  to  bear  in 
mind  that  there  are  no  absolute  criteria  for 
predicting  which  case  will  rupture,  espe- 
cially since  a substantial  number  of  the  so- 
called  asymptomatic  aneurysms  eventually 
do  rupture. 
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Drugs  and  driving 


Patients  should  be  told  by  their  physicians 
when  drugs  may  decrease  their  driving  skill, 
says  an  article  in  a recent  issue  of  the  Journal  of 
the  American  Medical  Association,  by  Capt. 
C.  J.  G.  Perry,  M.D.,  and  A.  L.  Morgenstern, 
M.D.  Although  a physician  cannot  arbi- 
trarily “ground”  a driver,  his  advice  may  help 
overcome  accidents.  A rating  system  by  which 
physicians  can  weigh  drug  risks  and  driving 
hazards  was  suggested.  For  instance,  the 
epileptic  patient  whose  seizures  have  been  con- 
trolled by  medication  and  who  has  developed 
tolerance  to  barbiturates  may  be  allowed  to 
drive,  while  there  are  unforeseen  hazards  for  a 
patient  on  short-term  drug  therapy.  Potent 
pain-killing  drugs  are  particularly  hazardous 
for  drivers.  Hypnotic  doses  of  many  bar- 
biturates impair  efficiency  for  as  long  as  fourteen 
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hours.  If  a person  takes  a sleeping  pill,  its 
effect  may  still  be  at  work  when  he  drives  the 
next  morning.  Even  further  inefficiency  has 
been  linked  to  the  hangover  effect  that  may 
follow  such  medication. 

The  habitual  use  of  amphetamines  for  mood 
elevation  or  antidepressants  may  also  bring 
troublesome  side-effects.  Antispasmodics  are 
used  frequently  to  treat  a variety  of  functional 
states,  and  effects  of  these  drugs  on  the  auto- 
nomic nervous  system  are  widespread. 

The  special  problem  of  alcohol  is  that  both 
legal  and  social  sanctions  against  driving  under 
the  influence  of  alcohol  are  comparatively  weak. 
The  use  of  alcohol  is  probably  the  only  instance 
in  which  driving  privilege  should  be  categorically 
denied. 

Physicians  do  not  want  to  act  as  enforcers  of 
social  policy,  but  by  assuming  the  responsibility 
of  educating  their  patients  about  drugs  and 
driving  safety,  they  can  serve  the  patient  and 
the  community  in  a realistic  way. 
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Weakness,  Jaundice,  and  Coma 


Case  history 

Alberto  Ramos  Tapia,  M.D.:  A fifty- 

nine-year-old  white  woman  was  admitted 
for  the  first  time  to  Knickerbocker  Hospital 
February  8,  1966,  because  of  progressive 
weakness  of  one  month  duration.  On 
the  morning  of  admission  she  felt  giddy 
when  she  went  to  the  toilet  and  found  that 
she  could  not  get  up.  She  also  complained 
of  loss  of  appetite  during  this  period  but 
was  vague  about  presumed  loss  of  weight. 
She  was  married  but  had  no  children. 
She  had  been  in  good  health  up  to  the  onset 
of  the  present  illness  and  had  never  been 
hospitalized.  She  denied  hematemesis,  rec- 
tal bleeding,  or  melena.  She  had  had  the 
usual  childhood  exanthemas  and  also 
typhoid  fever.  She  denied  a personal  or 
family  history  of  diabetes,  hypertension, 
cancer,  or  convulsive  disorders.  System 
review  was  unrevealing,  since  she  denied 
any  subjective  symptoms  other  than  weak- 
ness and  anorexia. 

On  physical  examination  she  appeared 
extremely  pale  but  not  wasted.  The 
scleras  were  slightly  icteric.  The  tempera- 
ture was  99  F.,  pulse  120,  respirations  20, 
and  blood  pressure  95/60.  Examination 
of  the  head  and  neck  was  unrevealing 
except  for  the  mild  icterus  of  the  scleras 
and  oral  mucosa.  The  chest  was  clear 
to  percussion  and  auscultation.  The  heart 
was  not  enlarged;  the  rhythm  and  rate 
were  regular.  The  abdomen  was  flat 
and  soft  with  no  masses  or  organs  palpable. 
Pelvic  and  rectal  examination  were  un- 
revealing. There  was  slight  pitting  edema 
of  both  legs,  but  neurologic  examination 
showed  normal  findings;  specifically,  vi- 


bration sense  was  unimpaired,  and  there 
were  areas  of  anesthesia  or  paraesthesia. 

Urinalysis  revealed  a specific  gravity 
of  1.012,  a trace  of  albumin,  a trace  of 
acetone,  and  5 to  10  red  blood  cells  and 
10  to  15  white  blood  cells  per  high-power 
field.  The  hemoglobin  was  3.9  Gm.  per 
100  ml.,  and  the  hematocrit  was  11.  The 
white  cell  count  was  5,350  with  42  per  cent 
polymorphonuclear  leukocytes,  56  per  cent 
lymphocytes,  and  2 per  cent  monocytes. 
The  lowest  platelet  count  was  62,000; 
later  counts  were  in  the  range  of  100,000. 
The  reticulocyte  count  was  0.6  per  cent. 
Macrocytes  and  nucleated  red  blood  cells 
were  seen  on  the  peripheral  smear.  The 
sedimentation  rate  was  10  mm.  per  hour. 
The  fasting  blood  sugar  was  198  mg.,  urea 
nitrogen  29  mg.,  and  total  bilirubin  3 mg. 
with  1.2  mg.  indirect-reacting  bilirubin  per 
100  ml.  The  total  cholesterol  was  146 
mg.  per  100  ml.  with  98  mg.  esterified, 
and  total  protein  was  5.4  Gm.  per  100  ml. 
with  albumin  3.9  Gm.  and  globulin  1.5 
Gm.  The  alkaline  phosphatase  was  1.6 
Bodansky  units,  cephalin  flocculation  1 
plus,  and  thymol  turbidity  5.2  units. 
Serum  sodium  was  127  mEq.,  potassium 
2.6  mEq.,  chlorides  86  mEq.,  and  carbon 
dioxide  31  mM.  per  liter.  A chest  x-ray 
film  disclosed  no  lesions,  and  an  electro- 
cardiogram showed  normal  findings.  A 
bone  marrow  aspiration  showed  hyper- 
cellularity,  moderate  erythroid  hyperplasia, 
some  megaloblastic  erythrocytes,  and  rela- 
tively few  megakaryocytes.  Intramuscular 
injections  of  vitamin  B,2  and  supportive 
medications  were  given  without  any  clinical 
or  laboratory  evidence  of  response. 
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Three  days  after  admission  the  patient 
became  stuporous.  No  focal  neurologic 
signs  developed,  and  neurologic  examina- 
tion disclosed  no  abnormal  reflexes.  A 
spinal  tap  yielded  xanthochromic  fluid 
under  normal  pressure  with  180  crenated 
red  blood  cells  and  10  white  blood  cells  per 
cubic  millimeter  and  protein  of  43  mg.  per 
100  ml.  A repeat  determination  of  serum 
bilirubin  was  11.5  mg.  with  5.3  mg.  in- 
direct-reacting  bilirubin  per  100  ml.  The 
serum  glutamic  oxaloacetic  transaminase 
was  150  units. 

A therapeutic  trial  with  folic  acid  was 
instituted;  one  week  later  the  reticulocyte 
count  rose  to  7 per  cent.  Sequential  blood 
transfusions  succeeded  in  raising  the  hemo- 
globin to  8 Gm.  per  100  ml.  and  the  hemato- 
crit to  27,  but  the  patient  continued  to  be 
unresponsive.  Low-grade  fever  developed 
with  occasional  elevations  to  103  F.  On 
the  sixth  hospital  day  the  conjunctivas 
appeared  edematous  and  hemorrhagic.  A 
few  days  later  a hemorrhagic  rash  appeared 
chiefly  on  the  thighs  and  buttocks.  A 
transient  episode  of  oliguria  with  the  urea 
nitrogen  rising  to  86  mg.  per  100  ml.  took 
place  about  two  weeks  after  admission, 
but  this  responded  somewhat  to  therapy. 
She  continued  to  be  comatose  with  deepen- 
ing jaundice  and  died  twenty  days  after 
admission. 

Discussion 

Richard  L.  Berkman,  M.D.:*  The 
history  is  of  a fifty-nine-year-old  woman 
who  was  well  until  the  onset  of  the  illness 
that  I am  to  discuss  and  who  followed  a 
rather  fulminant  course  lasting  about  two 
months.  There  is  nothing  in  the  past 
history  to  help  in  the  differential  diagnosis. 
One  must  look  to  the  physical  examination, 
the  laboratory  data,  and  the  clinical  course 
to  help  in  the  evaluation  of  her  disease 
process.  There  was  icterus  in  the  absence 
of  any  palpable  masses  in  the  abdomen. 
The  liver  was  not  felt.  Neurologic  ex- 
amination showed  negative  findings,  and 
the  skin,  although  not  described  in  detail, 
was  presumably  free  of  hemorrhagic  find- 
ings. 

The  initial  laboratory  work  and  sub- 
sequent course  point  to  derangements  in 
several  systems.  Hematologic  derange- 

* Teaching  Fellow  in  Medicine,  Knickerbocker  Hospital. 


ment  is  present  in  the  form  of  low  platelets, 
borderline  low  levels  of  the  neutrophils, 
and  marked  anemia.  The  peripheral  smear 
is  described  as  macrocytic,  and  nucleated 
red  blood  cells  are  present.  The  reticu- 
locyte count  is  strikingly  low  for  this  degree 
of  anemia.  The  marrow  shows  hyper- 
plasia of  the  red  cell  elements  with  not 
much  information  about  the  appearance 
of  the  megakaryocytes. 

The  renal  abnormality  is  demonstrated 
by  the  initial  presence  of  moderately 
elevated  urea  nitrogen  and  red  and  white 
cells  in  the  urine.  Subsequent  urea  nitro- 
gen elevations  may  be  related  to  a transient 
episode  of  shock  but  then  again  may  repre- 
sent the  natural  progress  of  the  primary 
disease.  Two  other  systems  are  potentially 
involved  in  this  case.  First,  there  is  the 
nervous  system.  The  patient  became  stu- 
porous three  days  after  admission.  We 
are  not  in  a position  to  correlate  this  with 
a primary  cerebral  process  as  opposed  to 
bleeding  secondary  to  the  thrombocyto- 
penia. I will  discuss  this  point  further 
during  the  differential  diagnosis.  In  any 
case,  red  cells  and  a borderline  protein 
elevation  are  described.  Xanthochromia 
probably  was  present,  but  the  patient  was 
jaundiced  at  that  time. 

The  last  system  to  be  involved  is  the 
liver.  I am  quite  doubtful  from  the  evi- 
dence given  that  there  was  actually  any 
liver  disease.  The  only  data  pointing  to 
hepatic  derangement  are  the  elevation  in 
bilirubin,  much  of  which  is  indirect,  and 
the  presence  of  a transaminase  level  of  150 
units  that  may  have  been  hepatic  in  origin. 
However,  this  may  just  as  easily  have 
come  from  cardiac  necrosis  or  liver  damage 
following  the  transient  shock  that  I assume 
occurred  about  three  days  after  admission. 
I have  been  informed  that  the  marked 
elevation  of  bilirubin  followed  a trans- 
fusion. A mismatched  transfusion  is  un- 
likely here,  since  the  oliguria  developed 
much  later  in  the  course.  I suggest  that 
the  hyperbilirubinemia  can  be  attributed 
to  increased  hemolysis..  Therefore,  I would 
like  to  consider  liver  involvement  at  this 
time  as  a not  too  significant  derangement. 
This  leaves  me  with  a woman  who  died 
rapidly  from  a disease  involving  the  blood, 
kidney,  and  brain. 

I should  now  like  to  develop  a differ- 
ential diagnosis  on  the  basis  of  what  evi- 
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dence  we  have.  What  are  the  causes  of  the 
macrocytic  anemia?  The  classic  causes 
include  vitamin  Brj  and  folate  deficiencies 
from  a host  of  separate  entities.  Those 
associated  with  vitamin  Bi  > deficiency  have 
been  ruled  out  by  the  lack  of  response  to  a 
clinical  trial.  The  patient  did  respond 
somewhat  to  folate  at  the  end  of  her  course. 
Why  she  was  deficient  in  folate  is  less 
easily  explained.  There  is  no  evidence  for 
the  use  of  drugs  such  as  diphenylhydantoin 
(Dilantin).  We  have  no  reason  to  assume 
the  presence  of  a gastrointestinal  lesion  of 
the  sort  found  in  sprue,  chronic  diarrheal 
syndromes,  or  blind-loop  syndromes.  No 
scars  were  described  on  the  abdomen  that 
might  point  to  some  short-circuiting  of 
bowel  or  the  creation  of  a loop.  Diver- 
ticula may  have  been  present,  but  there 
is  nothing  to  suggest  this  to  us.  However, 
there  are  a host  of  disease  processes  in 
which  macrocytosis  is  seen.  Acute  and 
chronic  hemolysis  can  produce  macro- 
cytosis, and  the  presence  of  nucleated  red 
cells  would  certainly  go  along  with  this 
diagnosis,  as  would  the  elevation  in  in- 
direct bilirubin.  What  is  against  this 
diagnosis?  First,  the  patient  did  not 
demonstrate  a reticuloyctosis.  If  hemoly- 
sis were  present  in  the  presence  of  a co- 
existing deficiency  state,  then  the  low 
reticulocyte  count  might  be  explained.  We 
know  that  she  ultimately  bled  in  many 
places,  and  I would  like  to  suggest  the 
possibility  that  she  had  become  iron  defi- 
cient from  loss  via  the  gastrointestinal 
tract.  Further,  she  was  deficient  in  folate 
as  evidenced  by  the  response,  although 
partial,  to  this  therapy  late  in  her  course. 
In  addition,  the  lack  of  leukocytosis  with 
hemolysis  may  be  explained  by  a similar 
folate  deficiency.  I am  not  postulating 
that  folate  deficiency  was  the  primary 
disease  here,  since  it  would  not  explain 
the  marked  hyperbilirubinemia  or  the 
renal  disease.  I am  led  toward  a diagnosis 
of  hemolysis  by  the  statement  that  the 
patient’s  hematocrit  was  only  27  after 
transfusion.  The  protocol  suggests  that 
perhaps  it  was  impossible  to  raise  her  he- 
matocrit to  a higher  level. 

What  other  conditions  might  cause 
macrocytosis?  Preleukemia  and  aleukemic 
leukemia  are  reported  as  causes  of  macro- 
cytosis. The  marrow  does  not  point  to 
these  diseases,  although  this  type  marrow 


has  been  described  in  the  preleukemic 
state.  Liver  disease  can  produce  a macro- 
cytic anemia,  but  I doubt  that  the  existence 
of  severe  liver  disease  is  both  widespread 
and  chronic.  No  target  cells  were  de- 
scribed. I do  not  consider  liver  disease  as 
a cause  of  the  blood  picture.  Further, 
nucleated  red  blood  cells  are  rare  in  anemia 
of  liver  disease.  We  have  no  reason  to 
suspect  the  use  of  poisons  such  as  benzene, 
and  one  can  mention  the  macrocytosis 
following  the  use  of  antimetabolites  merely 
for  completeness.  Metastatic  carcinoma 
has  been  implicated  as  a cause  of  macro- 
cytosis as  has  tuberculosis,  erythremic 
myelosis,  and  radiation.  From  the  protocol 
I cannot  rule  out  carcinoma  or  tuberculosis, 
since  both  could  produce  the  renal  and 
cerebral  manifestations  our  case  illustrates. 
But  I again  come  back  to  the  problem  of 
hemolysis  and  cannot  easily  fit  miliary 
tuberculosis  or  carcinoma  into  the  picture. 

Nor  can  I classify  this  patient’s  hemato- 
logic status  with  the  syndrome  of  ineffective 
hematopoiesis,  since  the  bone  marrow  was 
capable  of  releasing  red  blood  cells  and 
reticulocytes  into  the  periphery  once  the 
folic  acid  deficiency  was  corrected.  What 
we  have  left  is  a disease  that  produced 
hemolysis  of  a marked  degree  in  the 
presence  of  a folate  deficiency  which  masked 
some  of  the  classical  findings  of  intra- 
vascular hemolysis.  This  same  disease 
process  caused  a steadily  worsening  degree 
of  renal  decompensation  and  perhaps  cere- 
bral symptoms.  I do  not  feel  that  the 
brain  was  damaged  because  of  bleeding 
due  to  thrombocytopenia,  because  the 
levels  never  went  below  60,000,  and  they 
rose  after  folate  was  given. 

The  triad  of  cerebral  disease,  renal  failure, 
and  hemolysis  suggest  thrombotic  throm- 
bocytopenic purpura  or  Moschcowitz’s 
disease.  A fulminant  form  of  systemic 
lupus  erythematosus  can  produce  the  same 
symptoms.  I have  no  way  of  separating 
these  two  entities  in  the  absence  of  lupus 
erythematosus  preparations  and  antinuclear 
studies.  Should  wire  looping  be  seen  in 
the  glomeruli  as  opposed  to  diffuse  vascular 
hyalinization,  then  systemic  lupus  ery- 
thematosus would  be  the  correct  diagnosis. 
Could  carcinoma  produce  this  picture? 
Carcinoma  could  explain  the  pancytopenia 
and  the  folate  deficiency  which  has  been 
described  in  carcinoma.  However,  I find 
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it  difficult  to  imagine  that  one  could  destroy 
the  renal  function  so  completely  with 
carcinoma,  unless  we  are  dealing  with 
shock  kidneys  and  not  kidneys  involved 
in  a primary  disease  process.  The  pe- 
ripheral blood  picture  could  be  explained 
entirely  by  myelophthisis,  but  the  marrow 
picture  suggests  neither  fibrosis  nor  re- 
placement by  tumor.  It  is  conceivable 
that  the  sampling  technic  managed  to  hit 
by  chance  one  hypercellular  area  in  an 
otherwise  fibrotic  or  tumor-invaded  marrow. 
But  were  this  the  case,  the  renal  picture 
would  not  be  explained  easily,  save  perhaps 
by  overwhelming  acid-fast  involvement  of 
the  kidney.  The  diagnosis  that  I find 
most  compatible  with  the  entire  picture 
is  that  of  thrombotic  thrombocytopenic 
purpura  in  the  presence  of  a deficiency  of 
folate  and  probably  iron.  In  addition, 
the  elevated  blood  sugar  points  to  diabetes 
which  may  have  been  present  unrelated  to 
the  disease  or  secondary  to  pancreatic  in- 
volvement of  a sort  that  has  been  described, 
although  infrequently,  in  thrombotic  throm- 
bocytopenic purpura.  The  terminal  fever 
may  well  have  been  secondary  to  infection. 
However,  it  is  present  in  the  overwhelming 
majority  of  cases  of  thrombotic  throm- 
bocytopenic purpura  unrelated  to  infec- 
tion. My  final  diagnoses  are  thrombotic 
thrombocytopenic  purpura,  diabetes  mel- 
litus,  and  folate  and  probably  iron  defi- 
ciency. 

Walter  Liebling,  M.D.:  Can  you 

offer  an  explanation  for  the  relatively  low 
serum  potassium  level? 

Dr.  Berkman:  That  may  have  been 

caused  by  either  severe  liver  damage  or 
inadequate  replacement  therapy.  There 
was  no  diarrhea  to  account  for  it.  The 
fact  that  all  serum  electrolytes  were  on  the 
low  side  is  consistent  with  the  idea  that 
there  was  electrolyte  loss  without  replace- 
ment. 

Benjamin  E.  Krentz,  M.D.:  When 

the  patient  was  admitted  she  had  overt 
hemolysis  and  a low  reticulocyte  count. 
I would  suggest  that  the  reticulocytes  were 
low  at  that  time  because  of  the  folate  de- 
ficiency, and  the  bone  marrow  couldn’t 
respond  until  it  had  some  folate  to  work 
with. 

Dr.  Berkman:  Yes,  that  is  implicit 

in  my  reasoning. 

Jerome  Kamlet,  M.D.:  Could  there 


FIGURE  1.  Section  through  areolar  connective 
tissue  showing  arterioles  and  venules  distended 
and  occluded  by  small  thrombi,  some  of  which 
seem  homogeneous  and  others  fibrillary  in  texture. 


have  been  underlying  primary  liver  disease 
of  an  unusual  type? 

Dr.  Berkman:  I see  no  way  of  ruling 

it  out  categorically,  but  1 would  have  to 
invoke  that  ill-defined  concept  of  the 
hepatorenal  syndrome  to  explain  the  whole 
picture. 

Arthur  F.  Goldberg,  M.D.:  I had 

the  opportunity  to  see  the  patient  early 
in  her  course  at  a time  when  she  was 
acutely  ill.  She  had  a frankly  megalo- 
blastic anemia  which  had  not  responded 
to  vitamin  B12  medication.  The  bone  mar- 
row was  megaloblastic.  The  nucleated 
red  blood  cells  reported  in  the  peripheral 
smear  may  be  misleading;  they  were  not 
reported  in  subsequent  smears  and  may 
have  been  lymphocytes.  As  is  so  fre- 
quently seen  in  our  hospital  population, 
this  sort  of  anemia  is  usually  the  result  of 
nutritional  folic  acid  deficiency.  We  gave 
the  patient  parenteral  folic  acid,  and  a 
reticulocyte  response  occurred  at  the  ap- 
propriate time.  Her  peripheral  smear 
showed  none  of  the  irregularly  contracted 
red  blood  cells  seen  in  thrombotic  throm- 
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FIGURE  2.  Mucosa  and  submucosa  of  small  in- 
testine showing  homogeneous  hyaline  thrombi  oc- 
cluding venule  in  submucosa  and  capillaries  in 
mucosa. 

bocytopenic  purpura;  there  was  no  hy- 
pochromia, and  no  normoblasts  were  ob- 
served. Other  hematologic  data  observed 
in  this  patient  were  not  consistent  with 
a diagnosis  of  thrombotic  thrombocyto- 
penic purpura  as  we  usually  see  it.  Al- 
though the  absence  of  any  one  of  them  has 
been  observed  in  some  patients  with  throm- 
botic thrombocytopenic  purpura,  the  ab- 
sence of  so  many  of  them  makes  the  diag- 
nosis less  probable. 

At  the  time  of  admission,  no  overt 
hemolytic  anemia  was  apparent,  and  the 
reticulocyte  count  was  not  elevated. 
Thrombocytopenia  was  not  marked;  there 
was  no  leukocytosis;  and,  subsequently, 
the  serum  bilirubin  level  rose  to  higher 
levels  than  those  usually  seen  in  thrombotic 
thrombocytopenic  purpura.  As  yet,  I do 
not  believe  that  a megaloblastic  anemia 
has  been  described  in  this  disease.  For 
these  reasons,  as  well  as  for  certain  atypical 
clinical  features  which  the  patient  had, 
I thought  it  most  likely  that  her  illness  was 
due  to  hepatorenal  damage,  possibly  sec- 
ondary to  contact  with  a toxic  substance. 
I felt  that  her  anemia  was  not  really  related 
to  her  basic  illness. 


FIGURE  3.  Fibrillary  thrombus  occluding  renal 
arteriole. 


Clinical  diagnosis 

Thrombotic  thrombocytopenic  purpura 

Dr.  Berkman’s  diagnoses 

1.  Thrombotic  thrombocytopenic  purpura 

2.  ( Diabetes  mellitus) 

3.  ( Probable  folate  and  iron  deficiency) 

Pathologic  report 

William  B.  Ober,  M.D.:  Gross  ob- 

servations at  autopsy  were  not  diagnostic. 
The  striking  abnormal  features  were  a 
liver  weighing  almost  2,000  Gm.  which  was 
mottled  with  soft  grayish-tan  areas  against 
the  usual  dark  reddish-brown  parenchyma, 
a soft  spleen  weighing  240  Gm.,  linear 
ulcers  in  the  mucosa  of  the  small  bowel 
associated  with  intestinal  hemorrhage,  and 
a small  amount  of  hemorrhage  in  the 
renal  pelves  and  urinary  outflow  tract. 
The  heart  was  dilated  and  flabby,  and  the 
lungs  were  moderately  edematous.  Per- 
mission to  examine  the  brain  was  denied. 

On  microscopic  examination  there  was  a 
diffusely  distributed  disorder  of  the  coagu- 
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FIGURE  4.  Periadrenal  vessels  showing  (A)  cushion-like  lesion  in  vascular  wall;  subendothelial  matrix 
seems  loose  and  fibrillary;  and  (B)  plaque-like  deposit  of  acid-mucopolysaccharide  in  subendothelial 
region  (PAS  stain). 


lation  mechanism.  In  every  organ,  in- 
cluding lymph  nodes,  areolar  connective 
tissue,  skin,  and  muscle,  the  capillaries 
and  small  vessels  were  occluded  by  coagula 
which  were  either  homogeneous  or  fibril- 
lary (Fig.  1).  Maximal  involvement  was 
seen  in  the  mucosa  and  submucosa  of  the 
small  intestine  (Fig.  2),  accounting  for  the 
ulceration  and  intestinal  hemorrhage,  as 
well  as  in  the  preglomerular  segments  of 
the  intrarenal  vascular  tree  (Fig.  3), 
accounting  for  the  renal  failure.  Similar 
coagula  were  found  in  the  liver,  restricted 
to  the  vessels  in  portal  spaces;  the  soft 
grayish-tan  areas  seen  grossly  in  the  liver 
proved  to  be  areas  of  infarction.  It  is 
difficult  to  visualize  how  zones  of  hepatic 
parenchyma  extending  across  several 
lobules  can  become  infarcted  without  either 
occlusion  of  larger  vessels  or  more  diffusely 
distributed  coagula  in  smaller  vessels; 
however,  the  extremely  high  serum  bilirubin 
is  probably  the  result  of  liver  cell  destruc- 
tion rather  than  of  the  underlying  coagula- 
tion defect. 

A search  was  made  for  lesions  in  the 
subendothelial  area  of  small  and  medium- 


sized vessels.  Such  lesions  were  en- 
countered in  the  periadrenal  region  in 
the  form  of  subendothelial  cushions  in 
which  the  matrix  of  the  vessel  wall  was 
loosened  (Fig.  4A);  these  cushions  con- 
tained deposits  of  material  containing 
para-aminosalicylic  acid  (Fig.  4B). 

Thrombotic  thrombocytopenic  purpura 
is  an  entity  with  a literature  far  in  excess 
of  the  frequency  of  its  occurrence.  It 
was  first  described  in  1935  by  Moschcowitz,1 
and  the  most  recent  review  article  cites 
255  cases  previously  reported  and  adds  16 
new  ones.2  Moschcowitz’s  original  de- 
scription of  the  thrombi  as  “hyaline”  was 
modified  in  1936  by  Baehr,  Klemperer, 
and  Schifrin3  to  “platelet  thromboses.” 
This  view  was  seconded  by  Altschule,4  but 
he  also  pointed  out  that  capillary  damage 
probably  preceded  thrombus  formation. 
In  1950  Gore6  described  a “prethrombotic” 
vascular  lesion.  He  was  probably  the 
first  to  state  unequivocally  that  the  vascular 
lesion  was  noninflammatory  and  located 
in  the  superficial  subendothelial  area  of 
small  vessels.  In  1957  Craig  and  Gitlin6 
using  fluorescein-labeled  antibodies  demon- 
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strated  that  a major  component  of  the 
intravascular  deposit  was  fibrin,  and  Moore 
and  Schoenberg  in  I9607  showed  that  the 
subendothelial  deposit  was  composed  of 
acid  mucopolysaccharides;  they  affirmed 
a belief  that  the  vascular  lesion  was  pri- 
mary. The  most  recent  study  of  the 
vascular  condition  by  Feldman  et  al.s 
uses  immunohistochemical  and  electron 
microscopic  methods  to  demonstrate  that 
the  subendothelial  deposits  are  composed 
of  fibrin  and  gamma-globulin. 

The  development  of  the  disease  does 
not  seem  to  depend  on  any  immune  mech- 
anism; no  autohemolysin,  isohemolysin, 
autoagglutinin,  or  isoagglutinin  has  ever 
been  demonstrated.  The  disease  may  ap- 
pear by  itself  or  as  a complication  of  a 
number  of  antecedent  conditions.  There 
are  many  unsolved  problems  regarding  the 
nature  and  causes  of  disseminated  coagula- 
tion disorders,  and  these  may  be  reflected 
in  the  rich  variety  of  rolling  and  resonant 
names;  assigned  to  this  type  of  disease. 
Many  names  have  been  proposed,  such 
as  thrombocytic  acroangiothrombosis, 
thrombocytopenic  thrombotic  microangio- 
thrombosis,  thrombotic  microangiopathic 
haemolytic  anemia,9  thrombohemolytic 
thrombocytopenic  purpura,10  and  Singer’s 
more  generally  accepted  thrombotic  throm- 
bocytopenic purpura,11  since  each  name- 
coiner  selects  the  taxonomic  features  which 
strike  him  as  most  important.  Needless  to 
say,  such  terms  as  Moschcowitz’s  syndrome, 
platelet  thrombosis  syndrome,  and  dis- 
seminated arteriolar  and  capillary  throm- 
bosis are  not  very  helpful;  in  the  parlance 
of  today  they  are  “cop  outs.”  However, 
as  a morbid  anatomist,  I cannot  help 
feeling  that  Symmers’9  term  “thrombotic- 
microangiopathic  haemolytic  anemia” 
comes  closest  to  describing  the  facts  as  we 
know  them  today;  in  fact,  he  coined  the 
term  with  shrewd  insight  before  some  of 
the  facts  we  know  today  were  established. 
Symmers9-12  shortens  the  term  to  “throm- 
botic microangiopathy”  for  convenience. 
If  the  primary  lesion  is  in  the  walls  of  small 
blood  vessels,  it  seems  only  reasonable  that 
this  fact  be  reflected  in  the  name  of  the 
disease. 

Cassandra  Calhoun,  M.D.:  Is  it  ever 

possible  to  diagnosis  this  thrombotic  dis- 
ease before  death? 

Dr.  Ober:  Judging  from  the  literature, 


since  I have  never  been  so  lucky,  the  diag- 
nosis can  be  made  before  death  but  usually 
isn’t.  Again  we  have  to  cite  Symmers’ 
experience. 12  On  reviewing  the  literature 
he  found  that  of  85  cases  then  recorded, 
antemortem  diagnosis  had  been  made  in 
only  19  patients,  in  12  on  clinical  grounds 
and  in  7 by  biopsy.  I think  that  clinical 
diagnostic  accuracy  has  improved  in  the 
past  ten  years,  but  one  rarely  hears  of  a 
tissue  diagnosis  being  made  before  death 
except  at  splenectomy;  typical  thromboses 
and  subendothelial  deposits  may  be  found 
in  central  arterioles  and  trabecular  vessels. 
Skin  and  muscle  biopsy  as  done  in  the 
conventional  manner  are  not  likely  to  be 
helpful;  however,  a wedge  resection  of 
skin,  muscle,  and  underlying  rib  is  what 
Symmers  recommends. 

I think  we  have  to  remember  that  we  are 
dealing  with  a protean  disease  both  clin- 
ically as  well  as  pathologically.  For  ex- 
ample, Symmers12  cites  3 cases  from  his  own 
experience  in  which  a histopathologic 
diagnosis  was  made  before  clinical  mani- 
festations occurred,  one  in  a lymph  node 
biopsy,  one  on  uterine  curettings  and  cer- 
vical biopsy,  and  one  at  appendectomy. 
These  cases  appeared  in  an  unusual  fashion. 
It  is  a good  deal  more  difficult  to  generalize 
about  thrombotic  microangiopathy  than 
most  other  diseases. 

Dr.  Goldberg:  The  unusual  feature 

of  this  case  is  that  the  disseminated  coagula 
are  chiefly  in  capillaries,  less  so  in  arterioles 
and  venules;  the  disease  is  one  of  the  micro- 
circulation.  I doubt  that  the  coagula 
were  present  very  long  before  death  or 
when  the  patient  was  admitted.  The 
severe  liver  necrosis  may  have  initiated  a 
hypercoagulable  state,  and  stasis  in  the 
microcirculation  may  have  contributed  to 
forming  the  lesions.  Because  of  the  un- 
usual features,  I think  we  may  be  dealing 
with  a special  and  perhaps  new  entity. 

Final  anatomic  diagnoses 

1.  Thrombotic  thrombocytopenic  purpura 

2.  Multiple  liver  infarcts 
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T HE  FOLLOWING  CASE  REPORT  is  of  a 
cutaneous  basal  cell  carcinoma  arising  in 
association  with  a tuberculin  patch  test. 
The  unusualness  of  the  situation  justifies 
publishing  the  report  and  the  mention  of 
similar  situations  obtained  from  the  medical 
literature. 

Case  report 

A fifty-two-year-old  white  male  hospital 
cook  was  first  seen  in  consultation  in  the 
Plastic  Surgery  Clinic  in  July,  1964,  because 
of  a slowly  enlarging,  superficially  ulcerated 
skin  lesion  of  the  right  posterior  shoulder. 
The  lesion,  resembling  a patch  of  eczema, 
had  failed  to  respond  to  all  previous  modes 
of  therapy.  The  history  of  the  patient’s 
illness  revealed  that  at  the  exact  same  site, 
on  January  3,  1961,  a routine  tuberculin 
patch  test  had  been  applied.  The  patient 
remembered  what  he  described  as  a “strong 
reaction”  at  the  test  site  which  “never 
completely  healed.”  Two  years  previously 
a tuberculin  patch  test,  also  on  the 
shoulder  but  at  a different  location,  was 
read  as  negative  and  had  no  associated  un- 
toward reactions.  A Mantoux  test  per- 
formed on  the  forearm  in  January,  1962, 
and  interpreted  as  highly  positive  was 
also  without  complications.  The  patient 
denied  the  previous  existence  of  similar 
skin  lesions  elsewhere  on  his  body  and 
further  stated  that  he  spent  little  time  out 


FIGURE  1.  Superficial  ulcerating  basal  cell  car- 
cinoma of  posterior  shoulder.  Area  was  site  of 
tuberculin  patch  test  three  and  a half  years  pre- 
viously. 

of  doors  in  the  sun.  He  gave  no  history  of 
chronic  dermatoses.  Physical  examina- 
tion revealed  a Caucasian  male  of  brunet 
complexion.  The  skin  of  his  back  showed 
many  pigmented  nevi,  seborrheic  keratoses, 
and  an  occasional  small  angioma.  On  the 
right  posterior  shoulder  was  an  irregularly 
shaped,  scaly,  erythematous  lesion  within 
which  could  be  seen  small  areas  of  superficial 
ulceration.  It  measured  41/2  by  3 cm. 
(Fig.  1).  The  adjacent  skin  was  normal, 
and  careful  examination  of  the  right  axilla 
revealed  no  adenopathy.  The  skin  in 
areas  of  previous  tuberculin  tests  and  at 
the  sites  of  smallpox  vaccinations  was  un- 
remarkable. Incisional  biopsy  of  the 
lesion  was  carried  out  and  the  suspected 
diagnosis  of  basal  cell  carcinoma  confirmed 
histologically  (Fig.  2).  Total  excision  of 
the  tumor  was  subsequently  performed 
and  closure  of  the  surgical  defect  ac- 
complished by  direct  suture.  Periodic 
follow-up  examinations  over  an  eighteen- 
month  period  showed  no  recurrence  of  the 
carcinoma  or  the  appearance  of  new  ones  at 
other  sites. 

Comment 

To  the  author’s  knowledge,  there  is  no 
reported  case  of  a basal  cell  carcinoma 
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FIGURE  2.  Photomicrograph  of  section  of  excised 
basal  cell  carcinoma  (hematoxylin  and  eosin 
stain). 


arising  in  association  with  a tuberculin 
test.  Because  of  this,  the  patient  was 
questioned  most  carefully  as  to  the  relation- 
ship of  the  patch  test  and  the  subsequent 
development  of  the  carcinoma  at  the  same 
site.  His  observations  were  felt  to  be 
fully  reliable.  Information  obtained  from 
the  employes  health  service  at  the  hospital 
in  which  the  patient  worked  revealed  that 
several  hundred  employes  had  received 
tuberculin  patch  tests  on  their  backs 
during  the  years  1959,  1960,  and  1961. 
The  personnel  in  charge  of  the  health 
service  were  unable  to  remember  any 
employe  with  a significant  untoward  re- 
action to  the  test,  save  for  the  case  herein 
presented. 

The  danger  of  malignant  change  oc- 
curring in  association  with  longstanding 
cutaneous  tuberculosis  (lupus  vulgaris)  is 
well  known  and  has  been  reported  by 
Cordonnier  et  al.1  to  have  an  incidence 
anywhere  from  2 to  15  per  cent.  Two 
cases  reported  on  by  these  authors  proved 
to  be  epidermoid  carcinoma.  Ravina  and 
Perthain,2  interestingly,  reported  on  a 
reversed  situation  in  which  the  patient, 
an  eighty-three-year-old  man,  developed 
cutaneous  tuberculosis  at  the  site  of  a 
previously  irradiated  basal  cell  carcinoma. 
These  authors,  likewise,  point  out  the  fact 
that  epitheliomas  may  arise  from  lupus 
lesions  of  long  standing. 

Recently,  Ben-Hur,  Avni,  and  Neuman,3 
in  Jerusalem,  reported  two  instances  in 
which  basal  cell  carcinoma  arose  at  the  site 
of  previous  B.C.G.  vaccination.  One  case 
was  that  of  a forty-year-old  farmer  who  had 
received  his  vaccination  one  and  a half 


years  previously,  and  the  other  that  of  a 
thirty-six-year-old  housewife  whose  vac- 
cination had  been  administered  on  the 
shoulder  thirteen  years  previously.  In  the 
latter  case,  the  carcinoma  did  not  manifest 
itself  clinically  until  twelve  and  a half 
years  had  passed.  Although  Jorgensen 
and  Horwitz,4  reporting  on  the  dermato- 
logic complications  of  B.C.G.  vaccinations, 
failed  to  find  any  malignant  conditions  of 
the  skin,  they  did  note  the  appearance  of 
such  potentially  malignant  conditions  as 
lupus  vulgaris  and  chronic  ulcerations  oc- 
curring at  the  vaccination  sites.  Skin 
cancer  has  also  been  found  in  association 
with  smallpox  vaccinations,  5 cases  being 
reported  by  Dorsey,  Marmelzat,  and 
Levan.6  In  each  instance  the  tumor 
was  a basal  cell  epithelioma  arising  in  the 
vaccination  scar.  The  etiology  was  felt 
to  be  on  the  basis  of  those  factors  which 
produce  malignant  change  in  scars.  The 
authors  also  added  the  possible  etiologic 
factor  of  solar  radiation,  since  the  scars 
involved  were  all  in  a body  area  (deltoid) 
often  exposed  to  sunlight  and,  in  addition, 
the  locale  in  which  the  study  took  place 
was  southern  California. 

The  cause  of  the  carcinoma  in  the  case 
here  presented  is  indefinite,  although  per- 
sistent irritation  of  the  skin  at  the  test  site, 
with  its  associated  repetitive  process  of 
healing-breakdown-healing,  would  seem  to 
be  the  most  plausible  one.  Solar  radiation 
was  not  a factor,  and  the  patient  was  not 
predisposed  to  skin  cancer. 

It  seems  highly  improbable  that  tuber- 
culin will  ever  prove  to  be  a problem  as  a 
cutaneous  carcinogen.  But  here,  as  with 
any  situation  where  there  is  failure  of 
wound  healing,  adequate  steps  should  be 
taken  to  assure  that  a malignant  change 
hasn’t  occurred  at  the  site  of  a skin  test 
with  a “persistent  reaction.”  Such  pre- 
cautions should  be  taken  regardless  of  the 
method  of  tuberculin  administration.  The 
avoidance  of  the  back  as  a skin  test  site 
should,  however,  be  given  consideration, 
since  the  relatively  poor  healing  potential  of 
this  body  area  might  inadvertently  set  the 
stage  for  the  appearance  of  an  epithelioma. 

Summary 

A case  of  basal  cell  carcinoma  occurring 
at  the  site  of  a tuberculin  patch  test  is  re- 
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ported.  The  situation  appears  to  be 
unique  in  the  reported  medical  literature. 
The  possible  etiology  of  the  carcinoma  in 
this  case  is  mentioned,  and  mention  also 
made  of  similar  situations  in  which 
malignant  growths  arose  following  the 
cutaneous  application  of  smallpox  and 
B.C.G.  vaccine. 

10  East  78th  Street 

New  York  City  10021 


Estimation  of  body 
surface  area 

A new  technic  to  help  physicians  determine 
proper  dosage  levels  for  treating  children  has 
been  reported  in  a cooperative  study  headed  by 
W.  D.  Snively,  Jr.,  M.D.,  and  published  in  a 
recent  issue  of  J.A.M.A.  A measurement  of  the 
patient’s  sitting  height  can  be  used  to  quickly 
determine  body  surface  area.  The  latter  is 
increasingly  used  as  a dosage  criterion  for  deter- 
mining administration  of  water  and  electrolytes 
and  for  drug  therapy.  Completion  of  the  study 
utilized  computer  systems  to  verify  this  scientific 
theory.  The  formula  simplifies  dosage  determi- 
nation for  the  physician  because  he  needs  only  a 
centimeter  rule.  There  is  no  need  to  weigh  the 
patient  or  to  use  a nomograph. 
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By  the  new  method,  the  physician  measures 
the  patient’s  sitting  height  (crown  to  rump)  in 
centimeters  and  multiplies  .00018  times  the 
square  of  this  number  to  obtain  the  metric 
measurement  of  body  surface.  F or  even  greater 
accuracy,  a multiplier  of  .00017  is  used  for 
children  under  six  months  and  .00019  for  older 
children. 

It  has  been  found  that  body  surface  area  has  a 
direct  mathematic  relationship  to  intestinal 
surface  area  which  is  the  key  criterion  for  deter- 
mining dosage. 

It  is  particularly  important  to  obtain  this 
information  for  treating  children,  because  age 
and  weight  measurements  may  not  be  the  best 
indications  for  therapeutic  dosages  needed. 
These  findings  apply  only  to  children  to  fourteen 
years  of  age,  and  further  investigation  would  be 
desirable  before  applying  the  sitting-height 
method  to  older  people. 
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Atrial  flutter  resulting  from  digitalis 
toxicity  has  been  previously  reported  in 
only  21  cases.1"3  The  report  presents 
such  a case  and  reviews  the  pertinent 
literature.  The  clinical  and  electrocardio- 
graphic features  which  are  diagnostic  of  the 
condition  are  discussed. 

Case  report 

A sixty-seven-year-old  white  man  was 
admitted  to  the  St.  Vincent’s  Hospital  on 
February  1,  1965,  because  of  an  irregular 
cardiac  rhythm. 

The  patient  had  been  followed  closely  in 
the  cardiac  clinic  since  1957  for  severe 
arteriosclerotic  heart  disease  and  had  many 
admissions  for  angina  pectoris,  recurrent 
congestive  heart  failure,  and  intermittent 
claudication. 

Digitalis  and  meralluride  injection  (Mer- 
cuhydrin)  had  been  taken  since  1957.  The 
meralluride  injection  was  given  twice 
weekly,  2 cc.  intramuscularly,  from  1957  to 
1959.  In  1959  hydrochlorothiazide  (Hy- 
drodiuril)  was  started,  and  meralluride 
injection  was  used  less  frequently.  After 
an  attack  of  acute  gouty  arthritis  in 
March,  1963,  hydrochlorothiazide  was  dis- 


continued. However,  in  view  of  the  re- 
fractory edema,  hydrochlorothiazide  was 
restarted  six  months  later.  One  month 
before  admission,  potassium  supplementa- 
tion was  prescribed  but  was  taken  only 
sporadically  because  of  gastrointestinal 
complaints. 

Medication  just  before  admission  in- 
cluded daily  digitalis  leaf  (100  mg.), 

hydrochlorothiazide  (50  mg.),  and  nitro- 
glycerin. 

An  irregular  pulse  was  first  noted  on  a 
follow-up  visit  to  the  cardiac  clinic  on  the 
day  of  admission.  All  previous  electro- 
cardiograms showed  sinus  rhythm.  The 
last  electrocardiogram,  taken  ten  weeks 
prior  to  admission,  showed  sinus  brady- 
cardia at  a rate  of  60  per  minute,  first- 
degree  heart  block  (P-R  0.22  seconds),  and 
nonspecific  ST-T  changes. 

Physical  examination  revealed  a well- 
developed  white  man  without  dyspnea, 
chest  pain,  or  any  gastrointestinal  com- 
plaints. 

The  blood  pressure  was  200/100  mm. 
Hg,  pulse  irregular  at  120  per  minute,  and 
respirations  16  per  minute.  The  tempera- 
ture was  98.6  F. 

There  was  no  cervical  venous  distention 
or  abnormal  pulsation  in  the  neck.  Bi- 
basilar pulmonary  rales  were  present. 
The  heart  was  enlarged  to  percussion,  and 
the  apical  impulse  was  displaced  2 cm. 
outside  the  midclavicular  line.  There  were 
no  thrusts  or  heaves.  The  rhythm  was 
irregular  at  120  per  minute.  A Grade 
III  to  VI  ejection  systolic  murmur  was 
heard  at  the  aortic  area  with  radiation  to 
the  apex  and  to  the  neck.  The  liver  de- 
scended 1 fingerbreadth  below  the  right 
costal  margin  and  was  slightly  tender. 
There  was  no  ascites  or  peripheral  edema. 

The  urine  gave  a 2 plus  test  result  for 
protein;  the  sediment  contained  2 to  3 
red  cells  and  2 to  3 white  cells  per  high- 
power  field.  The  hemoglobin  was  15.5 
Gm.  per  100  ml.,  and  the  white  cell  count 
was  12,700  per  cubic  millimeter  with  a nor- 
mal differential. 

The  serum  potassium  was  4.1  mEq.,  the 
sodium  142  mEq.,  and  the  chloride  107 
mEq.  per  liter.  The  glucose  was  82  mg., 
the  urea  nitrogen  27  mg.,  the  protein  7.4 
Gm.  (the  albumin  4 Gm.  and  the  globulin 
3.4  Gm.)  per  100  ml.;  the  total  bilirubin 
0.3  mg.  per  100  ml.,  the  alkaline  phospha- 
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FIGURE  1.  Electrocardiograms.  (A)  On  admission,  showing  atrial  flutter  (atrial  rate,  300  per  minute) 
with  varying  atrioventricular  conduction.  (B)  Immediately  after  conversion  with  intravenous  potassium 
chloride  showing  sinus  bradycardia  and  1-degree  atrioventricular  block. 


tase  2.5  Bodansky  units,  and  the  cephalin 
flocculation  4 plus.  The  prothrombin  time 
was  17.1  seconds  with  a control  of  14.8 
seconds.  Serial  serum  glutamic  oxalo- 
pyruvic  transaminase  and  serum  lactic  acid 
dehydrogenase  values  were  within  normal 
limits. 

An  admission  electrocardiogram  showed 
atrial  flutter  (atrial  rate  of  300)  with  atrio- 
ventricular condition  varying  between  2:1 
to  4 : 1 and  a ventricular  response  of  120  per 
minute  (Fig.  1A). 

The  arrhythmia  on  admission  was  sus- 
pected to  be  digitalis-induced,  and  an 
infusion  of  potassium  chloride  (30  mEq. 
in  500  cc.  of  5 per  cent  dextrose  in  water) 
was  started.  After  three  hours  of  con- 
tinuous infusion,  the  arrhythmia  reverted 
to  sinus  bradycardia  at  a rate  of  60  per 
minute  with  a P-R  interval  of  0.22  seconds 
(Fig.  IB).  Occasional  premature  ven- 
tricular beats  were  also  noted. 

The  patient  was  maintained  on  bed  rest 
and  a low-sodium  diet.  Digitalis  was 
withheld.  He  did  well  on  this  regimen 
until  the  eleventh  hospital  day  when  he 
developed  an  irregular  pulse.  An  electro- 
cardiogram showed  atrial  fibrillation  with 
an  average  ventricular  response  of  100  per 
minute.  The  patient  was  then  redigita- 
lized slowly,  and  within  twenty-four  hours 
sinus  rhythm  was  restored.  This  rhythm 
was  maintained  until  discharge  one  week 
later. 


Comment 

Among  the  many  arrhythmias  resulting 
from  digitalis  toxicity,  the  occurrence  of 
atrial  flutter  is  regarded  as  the  least  fre- 
quent. The  usual  associated  arrhythmias 
are  premature  ventricular  beats,  bigem- 
inal rhythm,  atrioventricular  dissociation, 
heart  block,  paroxysmal  atrial  tachycardia 
with  block,  and  nonparoxysmal  nodal 
tachycardia. 

To  our  knowledge,  atrial  flutter  as  a 
result  of  digitalis  toxicity  has  been  docu- 
mented in  21  previous  case  reports.  In 
each  instance,  the  diagnosis  was  established 
when  the  arrhythmia  developed  in  the 
setting  of  digitalis  therapy  and  disappeared 
when  the  drug  was  stopped.2  In  addition, 
no  other  arrhythmia-producing  drug  had 
been  used.  In  many  instances,  the  addi- 
tional feature  of  hypokalemia  secondary  to 
vigorous  diuretic  therapy  was  also  in- 
criminated. Our  case  demonstrates  this 
phenomenon  well. 

Factors  that  may  predispose  to  the 
development  of  digitalis  toxicity  include 
refractory  congestive  heart  failure,  severe 
heart  disease,  advanced  age,  electrolyte 
imbalance,  and  azotemia.  Each  of  these 
conditions  was  present  in  our  case. 

In  recent  years,  the  role  of  potassium 
depletion  has  emerged  as  a crucial  factor 
in  the  development  of  digitalis  toxicity.46 
This  relates  mainly  to  the  increased  use  of 
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both  oral  and  parenteral  diuretics  which  re- 
sult in  significant  kaluresis. 

Another  feature,  but  less  frequently 
seen,  relates  to  the  appearance  of  Wencke- 
bach’s periods  in  atrial  flutter.6 

The  occurrence  of  varying  conduction  in 
atrial  flutter  usually  represents  a thera- 
peutic effect  of  digitalis  rather  than  tox- 
icity. However,  when  this  pattern  de- 
velops during  marked  digitalis  overdose  or 
significant  potassium  depletion,  one  must 
suspect  digitalis  toxicity.  This  is  sub- 
stantiated when  the  arrhythmia  reverts  to 
sinus  rhythm  with  cessation  of  digitalis  or 
the  restoration  of  potassium  balance.  This 
was  borne  out  in  the  present  case  where 
atrial  flutter  with  varying  atrioventricular 
conduction  quickly  remitted  to  sinus  brady- 
cardia, prolonged  P-R  interval,  and  prema- 
ture ventricular  beats. 

It  is  to  be  stressed  that  atrial  flutter, 
atrial  fibrillation,  and  paroxysmal  atrial 
tachycardia  with  block  are  rarely,  if  ever, 
abolished  by  potassium  supplements  unless 
these  arrhythmias  are  related  to  digitalis 
toxicity,  hypokalemia,  or  a combination  of 
both.4 

However,  the  disappearance  of  ventric- 
ular premature  contractions  with  the  use 
of  parenteral  potassium  is  not  necessarily 
indicative  of  the  relation  of  these  ectopic 
beats  to  digitalis  toxicity.  Indeed,  ventric- 
ular premature  beats  have  been  abolished 
in  patients  given  potassium  who  had  never 
received  digitalis.7 


Mothers  and  asthma 

Mothers  have  been  found  to  be  a major  cause 
of  childrens’  asthma  attacks,  reports  an  article 
in  a recent  issue  of  the  Archives  of  General 
Psychiatry,  by  J.  Block,  Ph.D.,  E.  Harvey, 
M.D.,  P.  Jennings,  M.D.,  and  E.  Simpson,  M.A. 

It  is  believed  that  it  is  a factor  in  the  mother’s 
personality  that  sets  off  the  child’s  fears  and 
anxieties.  This,  in  turn,  produces  allergic 
reactions  which  constrict  the  bronchial  tubes 
and  make  breathing  more  difficult. 

On  the  whole,  it  was  found  that  the  mother’s 
personality  suffers  in  that  she  herself  is  unsure, 
self-defensive,  irritable,  and  oversensitive. 


Summary 

Atrial  flutter  as  a manifestation  of  digi- 
talis toxicity  is  a rare  phenomenon  with 
only  21  previously  reported  cases  in  the 
literature.  An  additional  case  is  presented, 
and  the  literature  is  reviewed  concerning 
the  diagnostic,  clinical,  and  electrocardio- 
graphic features.  Since  the  usual  treat- 
ment of  spontaneous  atrial  flutter  is  dig- 
italis, the  physician  must  be  aware  of  the 
conditions  favorable  to  the  production  of 
this  arrhythmia  as  a reflection  of  digitalis 
toxicity.  The  additional  feature  of  hy- 
pokalemia, predisposing  to  digitalis  tox- 
icity, is  stressed. 
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Grouped  in  three  distinct  categories,  they  listed 
the  (1)  deprived  mother  who  is  an  anxious, 
self-pitying  woman  with  meager  resources  for 
coping  with  stress.  She  creates  and  exploits 
dependency  in  people.  (2)  The  achievement- 
oriented  mother  has  a high  level  of  aspiration 
for  herself  and  others;  and  (3)  the  assertive 
mother  is  impulsive,  expressive,  and  oriented 
toward  power  assertion.  She  is  talkative  and  is 
self-dramatizing  and  histrionic. 

Further,  applying  to  all  types,  this  mother  is 
not  calm  and  relaxed,  submissive,  or  skilled  in 
social  technics  of  play  and  humor. 

Asthma,  however,  is  a complex  phenomenon, 
and  the  cause  cannot  be  blamed  directly  on 
any  one  factor  or  person. 
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Malignant  tumors  of  the  thyroid  gland 
are  relatively  uncommon.  According  to 
Sokal’s12  estimates,  they  represent  0.7  per 
cent  of  all  cancers  and  account  for  0.4  per 
cent  of  all  cancer  deaths. 

The  standardized  incidence  rate  in  the 
United  States  is  2.5  per  100,000  population 
per  year,  while  the  death  rate  is  0.6  per 
100,000  population.3  The  difference  be- 
tween incidence  and  death  rate  reflects  the 
relatively  favorable  prognosis  for  a good 
number  of  these  tumors,  the  cure  rate  being 
estimated  at  approximately  75  per  cent.2'3 

The  majority  of  these  tumors  are  rep- 
resented by  the  slow-growing  papillary 
carcinomas  and  follicular  carcinomas  or  by 
tumors  histologically  containing  a mixture 
of  these  two  characteristic  patterns.  Most 
authors,  with  a few  minor  modifications, 
follow  the  classification  of  Warren  and 
Meissner. 4 A classification  of  these  tumors 
is  shown  in  Table  I (modified  from  Warren 
and  Meissner4  and  Pinston5). 

Sarcomas  are  considered  very  rare,4  6 
and  their  existence  has  been  denied  by 
other  writers.6 

Carcinosarcomas  or  mixed  epithelial  and 
mesenchymal  tumors  are  not  mentioned 
by  any  of  the  standard  textbooks,  are  not 
included  in  Warren  and  Meissner’s4  classifi- 
cation, and  are  not  described  in  any  of  the 


TABLE  I.  Classification  of  malignant  thyroid 
tumors 


Type  of 
Tumor 

Description 

Carcinomas 

Follicular  carcinoma  with  its  sev- 
eral variants;  well,  moderate, 
or  poorly  differentiated;  tra- 
becular, Hurthle-cell  carci- 
noma, clear-cell  carcinoma. 

Papillary  carcinoma. 

Mixed  follicular  and  papillary 
carcinoma. 

Undifferentiated  carcinomas: 
giant-cell  type,  small-cell  type, 
spindle-cell  type. 

Metaplastic 

Epidermoid  carcinoma. 

tumor's 

Carcinoma  with  connective-tissue 
metaplasia  (carcinosarcoma  ?). 

Mixed  tumor  of  the  thyroid 
(adenocarcinoma  and  osteo- 
genic sarcoma).  Five  human 
cases  in  literature.6'19 

Connective- 

F ibrosarcomas. 

tissue 

Lymphosarcomas  and  plasmo- 

tumors 

cytomas. 

Hemangio-endothelio  sarcoma. 
Osteosarcoma  (15  cases  in  litera- 
ture).6'19'20 

large  series  recently  published.7-9  How- 
ever, a few  instances  of  carcinosarcoma 
have  been  reported,10  and  the  term  car- 
cinosarcoma is  used  by  the  thyroid  clinic  at 
the  Massachusetts  General  Hospital  to 
designate  tumors  with  mixed  elements.1112 
Whether  these  carcinosarcomas  represent 
simultaneous  malignant  change  of  connec- 
tive tissue  and  epithelial  elements  or 
whether  they  represent  a malignant  change 
of  the  epithelial  element  with  connective- 
tissue  metaplasia  has  been  debated.  Re- 
gardless of  the  mechanism  of  develop- 
ment, these  tumors  deserve  special  men- 
tion and  special  attention  for  they  may  act 
and  respond  differently  from  the  more  com- 
mon tumors. 

Only  when  a sufficient  number  of  such 
cases  are  available  in  the  literature  will  the 
natural  history  and  the  therapeutic  pos- 
sibilities become  known. 

The  following  is  a case  report  of  a patient 
with  such  a tumor  who  was  recently  treated 
at  this  institute  and  on  whom  a complete 
autopsy  was  done. 

Case  report 

A fifty-five-year-old  white  married 
woman,  three  and  a half  months  before 
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death,  had  an  acute  episode  of  collapse, 
dyspnea,  and  cyanosis  following  a six- 
month  period  of  progressive  enlargement  of 
the  thyroid.  She  had  been  given  Lugol’s 
solution  for  some  time  before  the  acute 
episode.  This  acute  episode  prompted  her 
admission  as  an  emergency  to  another 
hospital  where  an  enlarged  thyroid  was 
found.  Chest  roentgenogram  revealed 
opaque  nodules  in  the  lungs  suggestive  of 
metastatic  disease.  Because  of  persistent 
dyspnea  and  cyanosis,  an  emergency 
tracheostomy  was  done,  at  which  time  a 
small  piece  of  tissue  from  the  thyroid  area 
was  removed.  This  tissue  revealed  a 
tumor  composed  of  spindle  cells  arranged  in 
interlacing  and  anastomosing  bundles. 
Mitoses  were  fairly  numerous.  The  stroma 
was  scant.  The  neoplastic  tissue  in  some  of 
the  microscopic  sections  was  seen  invading 
striated  muscle.  This  tumor  had  a char- 
acteristic sarcomatous  appearance  and  was 
originally  diagnosed  by  us  as  leiomyo- 
sarcoma (Fig.  1). 

The  patient’s  general  condition  remained 
essentially  unchanged  and  since  the  lesion 
was  so  extensive  that  complete  excision 
was  impossible,  a course  of  ionizing  radia- 
tion to  the  mediastinum  with  a total  tumor 
dose  of  2,115  rads  was  given  in  an  attempt 
to  reduce  the  size  of  the  metastatic  de- 
posits present  in  this  area.  No  significant 
response  was  observed.  Two  radioactive 
iodine  uptakes  were  done  during  the  first 
month  of  her  hospitalization,  and  these 
determinations  revealed  a 5 and  11  per  cent 
uptake  respectively.  These  levels  are  in  the 
hypothyroid  range,  but  because  of  the 
history  of  recent  therapy  with  Lugol’s 


FIGURE  2.  Area  of  tumor  showing  moderately 
well-differentiated  follicular  carcinoma  with  papil- 
lary areas  (hematoxylin  and  eosin  stain). 


solution,  these  determinations  cannot  be 
considered  reliable.  No  scanning  was  done. 

The  patient’s  condition  continued  to 
deteriorate,  and  she  was  transferred  to 
Roswell  Park  Memorial  Institute  for 
further  evaluation.  Here  the  patient’s 
status  remained  precarious,  and  after  she 
was  found  to  have  a metastatic  lesion  in 
the  right  humerus,  she  was  given  a pallia- 
tive course  of  radiotherapy  to  this  area. 

Five  weeks  before  her  death,  another 
radioactive  iodine  uptake  was  done,  and  this 
revealed  a 23  per  cent  uptake  which  is 
within  the  euthyroid  range.  Scanning 
revealed  a normal  right  lobe  and  an  almost 
complete  absence  of  functioning  tissue  on 
the  left. 

The  patient’s  condition  continued  to 
deteriorate,  and  she  died  without  receiving 
any  form  of  therapy  other  than  supportive. 

At  autopsy,  a large,  multilobulated,  and 
extensively  necrotic  tumor  was  found  in 
the  anterior  part  of  the  neck.  The  tumor 
infiltrated  the  muscles  of  the  neck 
bilaterally.  After  careful  search,  a small 
amount  of  normal-appearing  thyroid  tissue 
was  recognized  on  the  right  side.  The 
tumor  had  metastasized  extensively  to  the 
mediastinal  and  peripancreatic  lymph 
nodes,  liver,  myocardium,  lungs,  and 
pleurae.  The  metastatic  involvement  of 
the  lungs  was  quite  impressive,  the  tumor 
being  both  of  the  cystic  necrotic  and  solid 
type. 

More  than  50  paraffin  blocks  were  pre- 
pared from  the  formalin-fixed  primary 
tumor  and  its  various  metastases.  Mul- 
tiple sections  from  each  block  were  cut 
and  stained  with  hematoxylin  and  eosin. 
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In  addition,  many  sections  from  different 
blocks  were  stained  with  a silver  impregna- 
tion method  for  reticulum  with  the  periodic 
acid-Schiff  method  and  with  the  phospho- 
tungstic  acid  hematoxylin  method. 

Histologically,  the  tumor,  both  at  its 
primary  site  and  in  the  various  metastases, 
exhibited  a distinctly  sarcomatous  and 
a distinctly  carcinomatous  pattern.  The 
two  patterns  were  in  some  areas  entirely 
separated  (Fig.  2),  while  in  many  fields 
there  was  an  admixture  of  the  two.  No 
transition  between  one  and  the  other  of  the 
two  elements  was  seen. 

The  sarcomatous  part  of  the  tumor  was 
identical  with  the  tumor  tissue  obtained  by 
biopsy  which  was  originally  diagnosed  as 
leiomyosarcoma. 

The  carcinomatous  portion  of  the  tumor 
consisted  of  areas  in  which  the  neoplasm 
was  composed  of  very  well-differentiated 
follicles  containing  normally  staining  col- 
loid. Some  of  the  cells  lining  the  follicles 
appeared  benign,  while  in  other  areas  they 
fulfilled  the  usual  cytologic  criteria  for 
malignant  conditions  and  at  times  formed 
microfollicles.  Papillary  formations  were 
seen  in  a few  places. 

The  sarcomatous  component  was  pre- 
dominant in  some  areas,  while  in  other 
areas  the  carcinomatous  component  was 
predominant.  In  the  sarcomatous  portion 
of  the  tumor,  the  reticulum  stains  showed 
fine  reticulum  fibers  surrounding  every  cell. 
In  the  carcinomatous  portion,  only  groups 
of  cells  and  follicles  were  surrounded  by 
reticulum  (Fig.  3). 

Comment 

Most  pathologists  are  reluctant  to  make 
the  diagnosis  of  thyroid  sarcoma  based  on 
the  study  of  a biopsy  specimen  or  of  a 
few  sections  from  a small  area  of  a surgical 
specimen.  Their  reluctance  is  justified  by 
the  well-known  fact  that  most  of  these 
tumors  initially  considered  to  be  sarcomas 
on  further  examination  of  different  areas  of 
the  same  tumor  tissue  turn  out  to  be  def- 
inite epithelial  tumors.  Smith,  in  1930, 6 
published  a review  of  18  cases  of  malignant 
thyroid  tumors  initially  diagnosed  as  sar- 
comas. By  the  study  of  multiple  sections 
in  these  cases,  he  was  able  to  find  epithelial 
elements  and  to  show  transition  between 
spindle  cell  sarcomatous  elements  and 


FIGURE  3.  Nests  of  carcinoma  cells  in  sarcoma- 
tous stroma.  Notice  sharp  demarcation  of  two 
components  and  characteristic  distribution  of  re- 
ticulum (reticulum  stain  X 125). 


cuboid  epithelial  elements,  thereby  dem- 
onstrating that  these  were  actually  epi- 
thelial tumors  which  in  some  areas  exhibit 
a sarcomatous  pattern.  In  his  article  he 
made  a plea  for  the  careful  study  of  multiple 
sections  from  different  areas  of  the  same 
tumor. 

However,  the  existence  of  fibrosarcoma, 
although  extremely  rare,  has  been  proved, 
and  the  cases  reported  by  Chesky,  Hellwig, 
and  Welch13  and  the  classic  case  of  Zeck- 
wer14  are  authentic,  the  diagnosis  being 
based  on  the  study  of  multiple  sections  and 
on  special  staining  methods  (reticulum 
stains  and  phosphotungstic  acid  hematoxy- 
lin stain). 

If  fibrosarcomas  are  rare  and  tradi- 
tionally controversial,  the  occasional  tumor 
with  truly  mixed  epithelial  and  sarcomatous 
elements  is  even  rarer  and  more  con- 
troversial. Undoubtedly,  most  of  the 
tumors  which  are  thought  to  be  car- 
cinosarcomas, on  closer  analysis  are  found 
to  be  carcinomas.  Saphir  and  Vass  in 
1938 15  reviewed  153  carcinosarcomas  of 
various  organs  and  could  find  only  3 or  4 
which  on  review  of  the  evidence  could  be 
considered  to  be  carcinosarcomas.  Seven- 
teen of  these  tumors  were  thyroid  tumors, 
and  none  of  them  could  be  accepted  as 
carcinosarcomas. 

Carcinosarcomas  of  the  thyroid  have 
been  known  to  occur  in  animals,  especially 
in  dogs,  for  many  years.  Rudduck  and 
Willis16  reported  a case  of  carcinosarcoma 
occurring  in  a dog.  This  tumor  had  adeno- 
carcinomatous  elements  and  ossifying  sar- 
comatous elements,  although  the  metas- 
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TABLE  II.  Carcinosarcomas  and  mixed  tumors  of  the  thyroid 


Sex 

Age 

(Years) 

Race 

Type  of  Tumor 

Duration  of 
Disease 

Author 

F 

52 

? W 

Fibrosarcoma  and  carci- 
noma 

? 

Salty  Kow,  1905,  cited  by 
Arean  and  Schildecker, 10 

? 

9 

? 

Fibrosarcoma  and  carci- 
noma 

? 

Klunzinger,  1913,  cited  by 
Arean  and  Schildecker 10 

M 

52 

W 

Fibrosarcoma  and  carci- 
noma 

Approximately 
20  months 

Arean  and  Schildecker, 
1964, 10 

F 

61 

? 

Fibrosarcoma  and  carci- 
noma 

Approximately 
9 months 

Arean  and  Schildecker, 
1964 10 

F 

55 

w 

Fibrosarcoma  and  carci- 
noma 

9 months 

Rube,  Cabrera,  and  Pickren, 
1965 

F 

74 

? w 

Mixed  adenocarcinoma 
and  osteogenic  sarcoma 

10  months 

Chavannaz,  1911,  cited  by 
Pinston,6 

M 

46 

? w 

Mixed  adenocarcinoma 
and  osteogenic  sarcoma 

18  months 

Solaro,  1913,  cited  by  Pin- 
ston,5 

F 

62 

? w 

Mixed  adenocarcinoma 
and  osteogenic  sarcoma 

? 

Nimpfer,  1931  to  1932,  cited 
by  Pinston,5 

F 

64 

? w 

Mixed  adenocarcinoma 
and  osteogenic  sarcoma 

Approximately 
4 months 

Barone,  1954,  cited  by  Pin- 
ston,6 

M 

68 

w 

Mixed  adenocarcinoma 
and  osteogenic  sarcoma 

3 years  and 
? 3 months 

Lira  and  Maranhao,  1965,19 

tases  were  only  of  the  ossifying  sarcomatous 
type.  These  authors  raise  the  question  as 
to  whether  this  tumor  was  mixed  in  type 
from  its  onset  or  became  mixed  as  a con- 
sequence of  changes  in  the  stroma.  As  they 
pointed  out,  there  is  no  way  of  answering 
this  question  with  certainty,  but  because  of 
mixed-tumor  invasion  of  a large  vein,  it  is 
most  likely  that  the  tumor  originally 
possessed  both  epithelial  and  connective 
tissue  character.  Arean  and  Schildecker10 
have  recently  published  2 cases  of  carcino- 
sarcoma of  the  thyroid. 

Two  criteria  have  been  used  to  classify 
the  spindle  cell  sarcomatoid  tumors  within 
the  epithelial  tumors;  these  criteria  are  the 
transition  between  sarcomatous-appearing 
elements  and  clearly  epithelial  elements,7 
and  silver  impregnation  technics  which 
when  done8  have  revealed  the  absence  of 
intercellular  reticulum.  This  latter 
criterion,  however,  has  only  a relative 
value.17 

Using  these  two  criteria,  we  have  classi- 
fied our  tumor  as  carcinosarcoma.  In 
addition,  it  is  to  be  recalled  that  our  case 
was  thoroughly  studied  both  in  its  primary 
site  and  in  its  multiple  metastases,  and  that 
the  sarcomatous  changes  cannot  be  at- 
tributed to  the  ionizing  radiation  therapy 
since  this  therapy  was  only  given  to  the 
mediastinum  and  to  the  right  humerus. 
It  is  to  be  noted  in  this  connection  that  the 
original  biopsy  was  obtained  before  any 


therapy  was  initiated  and  that  this  revealed 
a sarcomatous  tumor. 

The  total  number  of  cases  of  carcino- 
sarcoma reported  in  the  literature  is  very 
small,  even  when  the  so-called  mixed 
adenocarcinomas  and  osteogenic  sarcomas 
are  included  (Table  II). 

Other  cases  of  adenocarcinoma  and 
osteogenic  sarcoma  have  occurred  in 
dogs,51618  and  several  cases  of  osteogenic 
sarcoma  in  dogs  are  cited  in  the  litera- 
ture.5-20 

According  to  Arean  and  Schildecker, 10 
Wegman21  reported  2 cases  of  sarcoma 
following  irradiation  to  the  thyroid  for 
adenocarcinoma.  One  of  these  had  pure 
sarcoma,  while  the  other  showed  a car- 
cinosarcoma. A review  of  Wegman’s21 
report,  however,  shows  that  both  cases 
extended  as  pure  sarcoma,  and  at  autopsy 
there  was  no  carcinomatous  pattern  to  be 
seen. 

Of  the  cases  in  Table  II,  goiter,  probably 
adenomatous  goiter,  was  present  in  6 cases. 
In  4 there  is  no  mention  as  to  the  previous 
state  of  the  thyroid,  while  in  our  case  there 
was  no  evidence  of  goiter.  Once  the  tumor 
develops,  local  invasion  seems  to  be  the 
rule. 

Since  no  neck  dissection  was  done,  it  is 
not  possible  to  judge  as  to  metastases  in 
the  regional  lymph  node.  Only  in  1 case14 
are  the  lymph  nodes  mentioned  and  were 
they  involved.  Autopsy  is  mentioned 
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only  in  3 cases:  Barone’s,*  Lira  and 

Maranhao’s,19  and  ours.  In  Barone’s5 
and  Lira  and  Maranhao’s19  patients,  metas- 
tases  were  found  only  in  the  lungs. 

None  of  the  patients  in  Table  II  had 
previous  x-ray  therapy  or  exposure  to 
radiation. 

As  seen  in  Table  II,  the  tumor  pre- 
dominated in  the  female  sex,  past  middle 
age,  and  had  a rather  rapid  course. 

Summary 

The  literature  on  thyroid  tumors,  and 
especially  that  related  to  sarcomas,  un- 
differentiated carcinomas,  and  carcino- 
sarcomas, was  reviewed.  Carcinosarcomas 
of  the  thyroid,  although  extremely  rare, 
appear  to  exist,  and  reports  of  such  cases 
are  of  interest  to  the  clinicians  and 
pathologists. 

A case  of  a fifty-five-year-old  white 
woman  who  died  as  a result  of  a rapidly 
growing  and  widely  metastasizing  thyroid 
tumor  was  presented.  The  tumor  tissue 
from  both  the  primary  site  and  its  various 
metastatic  foci  was  thoroughly  studied  by 
means  of  multiple  microscopic  sections 
stained  routinely  with  hemotoxylin  and 
eosin  and  special  staining  technics.  This 
tumor  demonstrated  a mixture  of  car- 
cinomatous and  sarcomatous  elements  with 
a preponderance  in  some  areas  of  one  or  the 
other  elements.  No  transition  could  be 
demonstrated  between  the  epithelial  and 
connective-tissue  neoplastic  component. 
This  is  clearly  brought  out  by  special 
staining  technics  which  show  a sharp  dis- 
tinction between  sarcomatous  elements 
and  islands  of  neoplastic  epithelium.  In 
addition,  the  silver  impregnation  method 
for  reticulum  shows  fine  reticulum  fibers 
surrounding  each  spindle  cell  making  up  the 
sarcomatous  portion  of  the  tumor. 

For  these  reasons  we  classify  this  tumor 


as  a carcinosarcoma.  We  feel  that  at  the 
moment  this  is  a useful  designation  to 
separate  this  tumor  from  other  anaplastic 
carcinomas,  in  this  respect  being  in  agree- 
ment with  others. 12  The  final  answer  to  the 
question  of  the  histogenous  origin  of  this 
tumor  is  of  course  left  open. 
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and  treatment  have  motivated  our  de- 
scription of  the  following  2 cases. 


FIGURE  1.  (A)  One  buttock  with  marked  redness  and  swelling.  (B)  Other  with  superficial  peeling  measur- 
ing several  centimeters. 


Case  reports 

Case  1.  A one-month-old  white  female 
developed  generalized,  apparently  tender 
erythema  and  swelling  two  days  prior  to 
admission.  Blisters  appeared  some  twenty- 
four  hours  later.  There  was  a strong 
family  history  of  atopy. 

Pertinent  physical  findings  in  this  not 
acutely  ill,  febrile  (101  F.)  baby  were 
limited  to  the  skin.  Erythema  was  inter- 
spersed with  superficial  dry  desquamation 
on  the  buttocks  and  trunk  (Fig.  1).  The 
face  was  covered  with  a yellowish  crust. 
The  distal  part  of  the  extremities  was  un- 
involved. No  oral  or  ocular  lesions  were 
noted.  The  hemoglobin  was  13  Gm.  per 
100  ml.,  white  blood  count  21,000,  poly- 
morphonuclear leukocytes  58  per  cent, 
polymorphonuclear  eosinophil  leukocytes 
11,  lymphocytes  26  per  cent,  and  mono- 
cytes 5 per  cent.  Toxic  granulations  were 
seen.  The  baby  was  placed  on  oral  and 
systemic  chloramphenicol  until  hemolytic 


Toxic  Epidermal  Necrolysis 
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T OXIC  EPIDERMAL  NECROLYSIS  is  an  un- 
usual  entity  resulting  in  epidermal  cell 
death  with  secondary  spontaneous  des- 
quamation of  the  skin.  Generalized  red- 
ness and  marked  tenderness,  the  most 
prominent  feature  of  TEN  (toxic  epidermal 
necrolysis),  precede  the  cell  necrosis.  The 
usual  duration  of  TEN  is  several  days  to  a 
week.  Rapid  re-epithelization  and  re- 
covery are  then  noted.  Reviews  by  Beare, 1 
Potter,  Auerbach,  and  Lorincz,2  Rowell 
and  Thompson,3  and  Walker4  indicate  that 
25  per  cent  of  patients  have  succumbed 
to  TEN.  Ruskin5  described  but  did  not 
clearly  define  the  entity  in  1948.  In  1956 
Lyell6  named  it. 

Controversial  aspects  of  pathogenesis 
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Staphylococcus  aureus  coagulase-positive, 
sensitive  to  penicillin,  was  grown  from  the 
skin  lesions.  The  patient  was  switched 
to  oral  penicillin,  and  in  one  week  all 
the  lesions  were  completely  healed. 

Case  2.  An  eleven-month-old  white 
male  was  admitted  with  generalized  ery- 
thema six  days  after  vaccination.  At  that 
time,  he  had  circumoral  pyoderma  for 
which  he  was  given  chloramphenicol  cream. 
Two  days  prior  to  admission,  his  tempera- 
ture was  103  F.  Subsequently,  erythema 
developed  on  his  neck,  face,  and  trunk 
separated  from  the  increasingly  severe 
impetiginized  facial  lesions  (Fig.  2). 

Physical  examination  revealed  a mem- 
branous tonsillitis  and  purulent  rhinorrhea. 
The  lids  were  swollen,  but  the  conjunc- 
tivas and  mucous  membranes  were  un- 
involved. The  skin  was  hot,  red,  and 
swollen.  Superficial  peeling  measuring  to 
several  centimeters  in  diameter  was  noted. 
Palms  and  soles  were  spared.  A solitary 
vesicle,  secondary  to  the  vaccination,  was 
noted  in  the  left  deltoid  area.  The  hemo- 
globin was  11.5  Gm.  per  100  ml.,  white 
blood  count  8,000,  polymorphonuclear  leu- 
kocytes 53  per  cent,  and  lymphocytes  47 
per  cent.  A hemolytic  S.  aureus  coagu- 
lase-positive was  cultured  from  the  skin. 
The  baby  was  placed  on  local  chloram- 
phenicol ointment  and  systemic  penicillin, 
and  the  disease  cleared  within  one  week. 

Comment 

TEN  is  distinguished  from  the  Stevens- 
Johnson  syndrome  clinically  by  the  paucity 
of  mucosal  lesions  and  histologically  by 
epidermal  necrolysis  and  minimal  corium 
inflammation.  Differentially,  one  must 
also  consider  Ritter’s  and  Leiner’s  disease. 
Leiner’s  disease  is  a generalized  seborrheic 
dermatitis  and  should  thus  not  be  confused 
with  TEN.  Perhaps  Ritter’s  disease  should 
be  considered  within  the  spectrum  of  TEN, 
as  expressed  by  Lyell  in  a recent  letter  to 
Lancet ? Indeed,  the  histopathology  of 
these  is  quite  similar. 

TEN’s  pathogenesis  is  unknown.  Some 
of  the  cases  reported  have  followed  the  use 
of  drugs.4’68  Others  have  been  associated 
with  infections,3-4  with  vaccination,  and 
without  apparent  cause.4  9 Dale  feels  that 
the  tenderness  noted  in  TEN  might  be 


FIGURE  2.  Generalized  erythema,  edema,  and 
draining  vesicular  lesions.  (A)  Face.  (B)  Neck. 
(C)  Note  marked  lid  edema. 


due  to  serotonin.4  Armstrong  has  shown 
that  5 HT  (5  hydroxytryptamine)  pro- 
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duces  pain  when  applied  in  solution  to  the 
base  of  human  skin.4  Walker4  theorizes 
that  5 HT  might  be  released  from  a break- 
down of  platelets,  since  none  is  found  in 
the  skin.  Thus,  this  mechanism  could 
explain  the  marked  tenderness  character- 
istic of  TEN. 

Steroids,  if  given  in  time,1,9  and  anti- 
biotics10 are  suggested  therapies.  Our  pa- 
tients were  treated  with  systemic  and  local 
antibiotics.  A dramatic  improvement  was 
recorded. 

Summary 

In  summary,  2 cases  of  toxic  epidermal 
necrolysis  were  presented.  Complete  re- 
covery, using  local  and  systemic  antibiotics, 
was  noted.  Differential  diagnosis  and 
possible  pathogenesis  were  discussed.  The 
first  case  was  the  only  one  recorded  in  the 
temperate  zone  with  eosinophilia. 

174  Forest  Drive 


Severe  anemia  in  infancy 

R.  H.  Searl,  M.D.,  and  R.  C.  Speckhals, 
M.D.,  writing  in  a recent  issue  of  Minnesota 
Medicine,  report  the  occurrence  of  myocardial 
failure  in  a one-year-old  girl  with  severe  iron 
deficiency  anemia.  Organic  heart  disease  must 
always  be  considered  in  anemia  patients  who 
develop  congestive  failure,  even  when  the 
hemoglobin  concentration  is  below  7 Gm.  per 
100  ml.  In  this  case,  therapy  appeared  to 
confirm  the  diagnosis.  The  cardiac  status 
became  normal  after  appropriate  therapy.  At 
eighteen  months  of  age,  the  child’s  hemoglobin 
concentration  was  normal,  and  there  were  no 
cardiac  abnormalities. 

Ferrous  iron  is  better  absorbed  than  ferric; 
it  is  also  the  cheapest  form,  and  response  to  it  is 
prompt  and  reliable.  The  therapeutic  dose  is 
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1.5  to  2 mg.  of  elemental  iron  per  kilogram 
of  body  weight,  given  three  times  a day. 
Reticulocytosis  occurs  from  within  five  to  ten 
days  followed  by  a rise  in  hemoglobin  concentra- 
tion. The  latter  is  usually  normal  within 
two  months,  after  which  therapy  is  continued 
for  another  month  to  improve  the  body  iron 
stores.  If  no  improvement  occurs  after  one 
month  of  treatment,  iron  administration 
should  be  stopped  and  the  diagnosis  re- 
evaluated. Transfusions  are  generally  not 
indicated  and  may  be  dangerous  where  there  is 
borderline  cardiac  compensation.  If  the  hemo- 
globin concentration  is  below  4 to  5 Gm.  per 
100  ml.  of  blood,  it  is  usually  safer  to  use  trans- 
fusions, preferably  packed  red  cells.  The 
amount  of  blood  given  should  not  exceed  10  ml. 
per  kilogram  of  body  weight,  since  it  is  not  nec- 
essary to  raise  hemoglobin  concentrations  above 
7 to  8 Gm.  per  100  ml.  of  blood  by  transfusion. 
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Blood  Pressure 
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II.  Follow-Up  Studies  in 
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Assistant  Medical  Director,  Metropolitan  Life 
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University  Hospitals,  New  York  City 

P ursuing  the  previously  expressed  ob- 
servation that  random  samplings  of  blood 
pressure  readings  vary  in  different  ethnic 
groups,1  I was  able  recently  to  add  to  my 
accumulation  of  data  on  the  subject. 

To  relieve  the  resident  staff  during 
a second  stay  at  the  Albert  Schweitzer 
Hospital  in  Lambarene,  Gabon,  in  March, 
1964,  I saw  routinely  most  of  the  new 
admissions.  These  numbered  over  200. 
On  admission,  physical  examinations  and 
blood  pressures  were  recorded  on  132 
patients  over  ten  years  of  age.  The  general 


medical  observations  and  initial  blood  pres- 
sure readings  have  been  reported  else- 
where.- 

Method 

The  purpose  of  this  clinical  note  is  to 
report  the  results  of  serial  blood  pressure 
readings  and  the  changes  that  occurred 
from  day  to  day,  during  the  patients’ 
periods  of  observation. 

All  patients  were  native  Gabonese  of 
apparently  homogeneous  stock.  My  im- 
pression in  1964  was  that  there  were  fewer 
from  the  interior  and  more  were  now  living 
in  the  rapidly  expanding  city  of  Lambarene 
and  the  surrounding  villages.  Despite  this 
trend  toward  urbanization,  it  was  very 
striking  to  note  the  consistency  of  the  data 
obtained  as  compared  to  those  obtained  in 
1961. 

The  range  of  initial  blood  pressure  read- 
ings in  males  and  females  is  recorded  in 
Table  I.  The  steady  rise  in  the  systolic 
reading  by  age  group  is  noted. 

In  Table  II  a comparison  of  the  averages 
of  the  1964  readings  is  made  with  the  data 
published  in  the  United  States3  and  the 
data  personally  obtained  in  1961  in  Gabon 
and  already  published.1  Aside  from  the 
slightly  lower  figures  for  the  young  adult 
males  in  1961,  which  was  a very  small 
sampling  (5  patients),  the  initial  examina- 
tion averages  are  amazingly  similar  in  the 
adult  population.  Noteworthy  also  is  that 


TABLE  I.  Initial  blood  pressure  readings,  Gabon,  1964 


Number 

Age  of  Range < Average 

(Years)  Cases  Systolic  Diastolic  Systolic  Diastolic 


Males 


38 

96  to  214 

60  to  126 

136 

83 

14  to  19 

3 

110  to  130 

64  to  80 

122 

73 

20  to  39 

16 

110  to  170 

64  to  104 

131 

83 

40  to  70 

19 

96  to  214 

60  to  126 

142 

84 

F emales 

94 

104  to  180 

56  to  118 

135 

80 

14  to  19 

6 

104  to  142 

56  to  90 

121 

75 

20  to  39 

51 

104  to  174 

56  to  118 

129 

80 

40  to  70 

37 

112  to  180 

56  to  110 

147 

81 
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TABLE  II.  Comparison  of  blood  pressure  readings  in  Gabon,  1961  and  1964,  with  American  standards 

Build  and  Blood  Number  1961  Number  1964 

Age  - — Pressure  Study3—,  of  Average1 of  Average- 

(Years)  Systolic  Diastolic  Cases  Systolic  Diastolic  Cases  Systolic  Diastolic- 


Males 


14  to  19 

117 

71 

3 

116 

75 

3 

122 

73 

20  to  39 

121 

75 

5 

120 

76 

16 

131 

83 

40  to  70 

128 

79 

8 

145 

86 

19 

142 

84 

Females 

14  to  19 

114 

70 

3 

115 

74 

6 

121 

75 

20  to  39 

118 

74 

31 

131 

79 

51 

129 

80 

40  to  70 

128 

79 

14 

144 

85 

37 

147 

81 

Totals 

64 

132 

TABLE  III.  Comparison  of  repeated  blood  pressures  in  study  group,  Gabon,  1964 


A • 1 ™ ^ 

^ ^ ^ ... 

Number  ✓ 
of  Cases 

Average  Second  Average  of 

Age  (Years) 

of  Cases 

Systolic  Diastolic 

Systolic  Diastolic 

Systolic 

Diastolic 

Systolic  Diastolic 

Males 

38 

136 

83 

18 

138 

84 

132 

81 

134 

82 

14  to  19 

3 

122 

73 

1 

122 

74 

110 

64 

116 

69 

20  to  39 

16 

131 

83 

10 

134 

84 

131 

83 

131 

83 

40  to  70 

19 

142 

84 

7 

146 

86 

137 

81 

141 

81 

Females 

94 

135 

80 

63 

137 

81 

122 

74 

129 

77 

14  to  19 

6 

121 

75 

2 

124 

80 

119 

80 

118 

78 

20  to  39 

51 

129 

80 

32 

130 

80 

117 

73 

123 

76 

40  to  70 

37 

147 

81 

29 

147 

83 

127 

75 

137 

78 

the  average  diastolic  pressure  varies  very 
little. 

Results 

The  purpose  of  this  communication  is  to 
report  the  serial  changes  on  subsequent 
readings  on  different  days.  There  were 
81  adult  patients  (18  males,  63  females) 
seen  from  two  to  five  times.  Parentheti- 
cally, it  may  be  noted  that  news  of  the 
return  of  a familiar  woman  physician  is 
reflected  in  the  preponderance  of  female 
patients.  The  average  of  the  last  readings 
is  compared  with  the  initial  and  composite 
average.  Table  III  shows  the  changes  re- 
sulting from  these  serial  determinations  on 
different  days.  In  the  case  of  the  males, 
although  their  average  is  almost  the  same 
as  the  American  in  early  youth,  both  their 
systolic  and  diastolic  values  start  to  rise  in 
early  adulthood  over  the  American 
standards.  In  the  case  of  the  women, 
however,  the  repeated  determinations  are 
low  enough  to  approach  the  American 
values,  although  the  average  of  the  total 
is  above  the  American.  Of  prime  interest 
is  the  drop  in  subsequent  readings.  To 


attribute  this  to  familiarization  of  the 
patients  with  the  sphygmomanometer  and 
hospital  personnel  is  not  the  whole  story, 
since  many  were  perennial  readmissions  at 
the  hospital. 


One  must  conclude  that  blood  pressure 
averages,  even  on  re-examination,  are  con- 
sistently higher  in  Gabon  than  in  the 
United  States  on  samplings  obtained  in 
1961  and  1964.  Repeated  determinations, 
however,  often  cause  a lowering  of  the 
reading.  This  reflects,  possibly,  a more 
“labile”  hypertension  in  the  African,  which 
tends  to  become  more  permanent  as  he 
gets  older. 

One  Madison  Avenue 
New  York  City  10010 
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What  Patient  Can 
Teach  Doctor  About 
Inhalational  Therapy 

Remarks  on  Evolution 
of  Physiologic  Treatment  of 
Chronic  Pulmonary  Disease* 

ALVAN  L.  BARACH,  M.D. 

New  York  City 

Consultant  in  Medicine,  Presbyterian  Hospital 

Some  years  ago,  in  1920,  I saw  a patient 
who  had  come  into  the  Massachusetts  Gen- 
eral Hospital  in  convulsions  due  to  tetanus. 
After  he  had  recovered,  the  resident  asked 
him  why  he  had  waited  so  long. 

It  was  my  fault,  ...  I clean  forgot  that  I 
had  stubbed  my  foot  with  a pitchfork  when 
working  around  the  barn.  But  I did  go  to 
my  doctor  a week  later,  and  I said,  “Doctor,  I 
got  a sore  throat.”  He  looked  at  my  throat 
and  answered,  “John,  there’s  nothing  wrong 
with  your  throat.  Forget  it.”  The  next 
day  I went  back  to  him,  but  he  just  said  I was 
nervous,  that  my  throat  was  just  as  normal  as 
his.  The  third  day  I came  to  him  and  told 
him,  “Doctor,  I can  hardly  swallow  at  all;  I 
can  hardly  move  my  jaw.  You  don’t  think  I 
have  lockjaw,  do  you?”  And  he  said,  “John, 
why  didn’t  you  think  of  that  before!” 

The  evolution  of  the  treatment  of  breath- 
ing difficulties  has  often  been  associated 
with  observation  of  the  patient  and  what  he 
was  trying  to  tell  the  physician.  This  re- 
port will  illustrate  some  of  the  responses  I 
have  made  to  watching  the  patient  who  be- 
came short  of  breath. 

Early  use  of  the  oxygen  tent 

In  1927  I came  to  Boston  to  treat  a well- 
known  professor  of  medicine  who  had  lobar 
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pneumonia.  Although  his  color  had  im- 
proved and  his  pulse  had  slowed  within  an 
hour  after  I put  him  in  the  tent,  he  asked  to 
have  it  removed.  Ten  minutes  later  he  was 
so  much  more  short  of  breath  that  he  asked 
to  have  it  put  on  again.  I confirmed  this 
observation  many  times.  Patients  who  are 
not  aware  of  the  relief  of  dyspnea  in  the 
beginning  do  notice  an  increase  of  shortness 
of  breath  when  oxygen  therapy  is  discon- 
tinued. As  chief  of  medicine  of  a Boston 
hospital,  this  physician  subsequently  did 
much  to  encourage  the  use  of  the  ventilated 
oxygen  tent. 

When  I began  to  treat  cases  of  lobar 
pneumonia  with  the  oxygen  tent  in  1923  to 
1925,  friends  of  mine  used  to  say,  “Sure,  the 
oxygen  tent  makes  a difference:  the  pa- 
tients now  die  pink  instead  of  blue.” 
Early  treatment,  of  course,  was  the  ulti- 
mate answer.  But  for  many  years,  the 
oxygen  tent  was  used  as  a method  of  last 
resort,  and  patients  would  have  a despairing 
look  when  I wheeled  it  into  the  room. 

Evolution  of  expiratory 
pressure  breathing 

In  1933  Joseph  Pratt,  M.D.,  referred  a 
Boston  patient  to  me  for  the  treatment  of 
pulmonary  emphysema.  We  were  then 
using  the  thermal  circulation  oxygen  cham- 
ber for  from  two-  to  four-week  courses  of 
treatment.  This  man  had  what  seemed  to 
me  then  an  extraordinary  habit  of  almost 
completely  closing  his  lips  and  forcing  the 
air  through  them  during  expiration  with 
what  seemed  to  me  a tremendous  effort.  I 
opened  my  mouth  and  showed  him  how  easy 
it  was  to  breathe,  and  that  he  was  arbi- 
trarily creating  an  obstruction  as  he  ex- 
haled. He  tried  to  do  as  I did,  but  it  was 
evident  that  his  breathing  had  stopped;  no 
air  came  out,  and  finally  when  he  was  al- 
most purple,  he  pursed  his  lips  to  a tiny 
orifice  and  pushed  the  pent-up  air  from  his 
lungs.  He  just  couldn’t  get  his  air  out  in 
any  other  way. 

This  observation  impressed  me  immedi- 
ately, and  within  several  days  I constructed 
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an  apparatus  by  which  patients  exhaled 
against  6 cm.  water  pressure.  This  was 
much  less  pressure  than  he  had  used,  but  it 
was  sufficient  for  Paul  Swenson,  M.D.,  to 
demonstrate,  by  iodized  oil  (Lipiodol)  x- 
rays,  that  the  small  bronchi  of  patients  with 
asthma  and  emphysema  had  a diameter  one- 
third  larger  in  expiration  when  these 
patients  breathed  against  this  pressure. 
An  expiratory  pressure  mask  was  soon 
developed,  and  later  pressure  was  added  in 
inspiration.  The  oxygen  hood  was  em- 
ployed with  continuous  pressure  breathing, 
pressure  equal  in  inspiration  and  expiration, 
the  most  effective  technic  for  treating 
obstructive  dyspnea.  When  combined 
with  the  use  of  helium,  dyspnea  was  still 
further  relieved  in  patients  with  severe 
bronchial  asthma  and  laryngeal  constric- 
tion. 

Introduction  of  helium 

I had  noticed  previously  that,  although 
the  color  of  asthmatic  patients  was  im- 
proved by  inhaling  50  per  cent  oxygen  in 
the  tent,  severe  dyspnea  generally  per- 
sisted. There  had  been  reports  that  the 
rare  gases  were  the  vitamins  of  the  air,  but 
it  was  shown  in  our  studies  that  the  rare 
gases  were  not  essential  to  animal  life. 1-3  I 
then  kept  a cylinder  of  helium  in  the  labora- 
tory and  went  about  asking  various  people 
whether  or  not  it  might  have  some  value. 
One  day,  when  my  first  son  was  born  in 
1934,  I was  looking  out  of  my  wife’s  bed- 
room at  Harkness  Pavilion,  and  saw  a 
helium- inflated  dirigible  floating  by.  The 
thought  flashed  to  me  that  a mixture  of 
helium  and  oxygen  would  make  a light  gas 
mixture  which  would  be  easier  to  breathe 
than  the  heavier  oxygen.  My  highly 
skilled  technical  assistant,  Morris  Eckman, 
was  skeptical,  but  in  a few  days  our  experi- 
ments revealed  that  the  flow  of  an  80  per 
cent  helium-20  per  cent  oxygen  mixture 
through  a narrow  orifice  was  almost  double 
that  of  pure  oxygen:  17  L.  instead  of  10  L. 

per  minute. 

The  first  patient  I treated  fell  into  such  a 
deep  sleep  that  I thought  he  had  become 
unconscious  or  perhaps  had  died.  When  I 
took  off  the  mask  and  aroused  him,  he  said 
he  had  had  the  first  natural  sleep  since  he 
had  been  in  the  hospital.  Although  this 
innovation  was  not  directly  suggested  by 


the  patient,  I was  prepared  to  believe  that 
something  would  be  found  to  relieve  pa- 
tients with  obstructive  dyspnea;  it  was  a 
lucky  chance  that  this  patient  responded  in 
such  a remarkable  way. 

The  combination  of  pressure  breathing 
and  helium  served  as  the  answer  for  many 
years,  until  cortisone  became  available  for 
the  therapy  of  severe-status  asthma.  Even 
now,  however,  there  are  cases  of  croup, 
severe  asthma,  laryngeal  spasm,  and  allied 
forms  of  obstructive  dyspnea  in  which  the 
lighter-than-air  mixture  is  of  help  in 
critical  clinical  situations. 

The  expiratory  grunt  in  lobar  pneumonia 
seemed  to  me  to  be  an  example  of  the  pa- 
tient’s use  of  an  adaptive  mechanism  for  the 
prevention  of  pulmonary  edema.  I had 
observed  in  2 patients  with  pneumonia  that 
the  cessation  of  the  grunt  induced  by  the 
injection  of  morphine  resulted  in  acute 
edema  of  the  lungs.  Pressure  breathing 
was  soon  found  effective  in  the  treatment  of 
pulmonary  edema  in  our  studies  at  Presby- 
terian Hospital,  as  well  as  in  those  done  by 
E.  P.  Poulton  in  England.  In  fact,  there 
seemed  to  me  to  be  several  physiologic  ad- 
vantages of  grunting  and  groaning:  not 

only  that  of  inducing  a slow  expiration  and 
an  open  airway,  but  also  in  delaying  the  en- 
trance of  an  undue  amount  of  blood  into  the 
right  side  of  the  heart.  Morris  Eckman 
and  I showed  that  the  peripheral  venous 
pressure  was  elevated  markedly  in  cardiac 
patients,  and  the  circulation  time  was 
slowed  by  any  form  of  pressure  breathing. 
Many  of  these  early  studies  on  the  thera- 
peutic use  of  pressure  breathing  and  helium 
were  confirmed  by  Maurice  Segal,  M.D.,  in 
Boston,  who  did  much  to  establish  the  field 
of  inhalation  therapy. 

The  pressure  in  a tracheostomy  tube  of  a 
patient  practicing  an  expiratory  grunt  was 
measured  and  found  to  be  as  high  as  15  cm. 
of  water.  It  is  as  if  the  patient  with  pneu- 
monia who  is  groaning  and  grunting,  is 
saying,  “I  don’t  want  edema  of  the  lungs! 
I don’t  want  edema  of  the  lungs!”  Whis- 
tling and  pursed-lip  breathing  have  long 
been  noted  in  patients  with  emphysema  as 
well  as  in  mountain  climbers,  in  men  who 
break  rock  in  Italy,  and  in  lumbermen  in 
Canada  who  chop  trees.  It  is  also  as  if 
these  men  were  saying,  “The  back  pressure 
prevents  excessive  accumulation  of  blood  in 
the  lungs.”  Men  who  shovel  their  side- 
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walks  clear  of  snow  die  at  times  of  coronary 
insufficiency,  but  some  of  these  men  may  die 
because  they  have  not  learned  pursed-lip 
breathing  and  suffer  acute  pulmonary  con- 
gestion and  secondary  heart  failure  because 
of  the  unaccustomed  exertion,  deep  breath- 
ing, and  the  aspiration  of  blood  into  the 
lungs.  The  introduction  of  several  kinds  of 
apparatus  in  our  clinic  originated  from  ob- 
servation of  the  expiratory  pressure  breath- 
ing used  by  patients  with  emphysema  and 
also  by  patients  with  lobar  pneumonia. 

Pressure  breathing  has  been  developed  as 
a treatment  for  a wide  range  of  respiratory 
and  cardiac  emergencies,  for  hypoventila- 
tion in  patients  with  chronic  obstructive 
disease  of  the  lungs,  and  for  expansion  of  the 
lungs  after  surgery.  It  has  also  been  used 
as  an  elaborate  technic  for  administering 
bronchodilator  aerosols.  One  should  not 
lose  sight  of  the  fact  that  the  patient  makes 
use  of  atmospheric  positive  pressure  when 
he  takes  a deep  breath. 

Restoration  of  diaphragmatic  function 
in  pulmonary  emphysema 

The  patient  with  pulmonary  emphysema 
is  quite  resourceful  unless,  unhappily,  he 
becomes  the  victim  of  neurosis  or  disability 
insurance.  If  you  watch  him  in  his  native 
habitat,  you  will  find  that  he  leans  forward 
in  his  chair  when  he  is  short  of  breath. 
When  he  does  so,  the  burdensome,  un- 
sightly, and  disordered  movements  of  the 
shoulder  girdle  and  the  muscles  of  the  neck 
disappear,  and  his  abdomen  protrudes  in 
inspiration.  He  has  resorted  to  diaphrag- 
matic breathing!  His  relief  is  remarkable. 
His  dyspnea  recurs  when  he  stands  up 
straight,  but  he  has  already  given  us  a hint 
that  something  should  be  done  to  enable 
him  to  breathe  comfortably  when  walking. 
Some  scientific  investigators  make  the 
conciliatory  remark  that  the  benefit  of 
breathing  training  is  in  proportion  to  the 
enthusiasm  of  the  therapist.  However,  the 
simple  act  of  leaning  forward  consistently 
relieves  dyspnea  both  when  sitting  and 
walking,  and  diaphragmatic  function  is 
manifestly  restored. 

In  the  erect  posture,  the  apices  are  poorly 
perfused  with  blood,  the  chest  is  overex- 
panded, and  a high  energy  consumption  is 
needed  for  use  of  the  accessory  muscles  of 
respiration.  One  answer  to  the  patient’s 
problem  is  to  develop  the  power  of  an 


almost  atrophic  diaphragm  by  the  applica- 
tion of  abdominal  pads,  increasing  in  weight 
from  15  to  30  and  as  high  as  50  pounds.* 
When  the  patient’s  diaphragmatic  muscle 
has  been  trained  to  contract  against  a 15- 
pound  weight,  an  emphysema  belt  can  be 
used  during  the  rest  of  the  day  to  elevate 
the  diaphragm  to  a higher  position  in  the 
chest.  The  patient  then  breathes  with  a 
more  efficient  ventilation-perfusion  ratio, 
air  being  delivered  to  the  lower  lobes  and 
lung  parenchyma  near  the  hilum.  The 
leaning-forward  posture  makes  diaphrag- 
matic excursion  easier  and  permits  exertion 
with  less  dyspnea  in  almost  all  cases  of  pul- 
monary emphysema. 

The  patient  has  already  informed  his 
physician  that  he  is  more  comfortable  bend- 
ing forward  in  his  chair,  and  we  found  that 
bronchial  diameter  is  increased  as  lung 
volume  is  increased.  The  relief  of  obstruc- 
tive breathing  by  widening  the  bronchi  and 
by  using  the  diaphragm  also  makes  for  more 
efficient  gas  diffusion.  It  is  not  such  a 
tremendous  step  to  suggest  to  him  that  he 
walk  bending  forward. 

A decrease  of  lung  volume  and  hence  of 
physiologic  dead  space  can  be  accomplished 
by  emphysema  belts,  pneumoperitoneum, 
the  head-down  position,  and  the  contoured 
weighted  pads.  Under  these  circumstances 
the  pulmonary  ventilation  is  lowered, 
provided  the  patient  has  had  adequate 
development  of  the  diaphragmatic  muscle 
by  previous  use  of  abdominal  pads.  At 
first  a previously  little-utilized  diaphragm 
may  be  unable  to  contract  against  the  un- 
accustomed weight.  In  six  months  to  a 
year,  however,  patients  have  been  able  to 
breathe  comfortably  with  30  to  50  pounds 
of  weight  on  the  belly!  Thus,  we  can 
answer  the  skeptics  who  tell  you  that  the 
advantage  of  breathing  training  is  a 
psychologic  affair!  We  should  not  expect 

* Relief  of  dyspnea  by  elevation  of  the  diaphragm  engaged 
the  interest  of  investigators  during  the  early  period  of  investi- 
gation of  pulmonary  emphysema:  L.  Hoffbauer,  L.  Reich, 

H.  Heckscher,  and  R.  Rimini,  and,  in  this  country,  H.  L. 
Alexander,  W.  B.  Kountz,  B.  Gordon,  A.  Banyai,  and  M. 
Prinzmetal. 

The  use  of  pneumoperitoneum  and  emphysema  belts  was 
advocated  between  1920  and  1935.  I introduced  local  pres- 
sure on  the  abdomen  by  the  hand  and  then  by  weighted  pads 
to  raise  the  diaphragm  and  restore  it  as  an  efficient  rather 
than  an  atonic  muscle.  Observation  of  the  patient  as  well 
as  the  previous  studies  mentioned  were  involved  in  this 
development  of  the  simplest  but  most  effective  technic  of 
restoring  a natural  process  of  diaphragmatic  breathing. 
Seegal4  has  written  an  illuminating  essay  which  adds  to  our 
understanding  of  explorations  in  medicine  and  the  allied 
sciences. 
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the  emphysema  patient  to  do  everything; 
he  has  already  told  us  quite  a lot  concerning 
his  airway,  his  diaphragm,  and  his  circula- 
tory problems. 

Oxygen-supported  exercise  for  the 
breathless  emphysema  patient 

Breathless  patients  have  employed  oxy- 
gen in  our  clinic  for  a good  many  years  to 
walk  across  the  room;  more  than  four 
decades  ago,  in  1920,  an  emphysema  patient 
of  mine  carried  a fairly  large  cylinder  to  his 
tailor  shop  each  day,  breathing  oxygen  en 
route  through  a Haldane  mask  that  I had 
loaned  him.  Despite  its  weight,  he  found  it 
helpful  in  climbing  an  incline  on  his 
journey. 

In  1952  a specific  graded  exercise  pro- 
gram was  initiated,  with  the  emphysema 
patient  breathing  oxygen  as  he  pro- 
gressively increased  his  walking  distance; 
this  was  done  daily  or  as  often  as  he  was 
able  without  distressing  dyspnea. 

It  was  surprising  to  observe  that  as  short 
a time  as  one  week  would  often  accomplish 
a beneficial  result,  although  many  weeks 
were  generally  required  before  an  athletic- 
type  of  training  response  was  evident, 
accompanied  by  restoration  of  physical 
fitness  and  some  ability  to  walk  in  an  air 
atmosphere.  In  1956  we  substituted  the 
use  of  portable  refillable  cylinders,  instead 
of  employing  a long  rubber  tube,  for  walk- 
ing exercises.  The  cylinders  were  em- 
ployed by  J.  E.  Cotes,  M.D.,  in  England,  in 
oxygen  exercise  training  of  cases  of  miners’ 
pulmonary  fibrosis.  The  flow  of  oxygen 
that  seemed  most  effective  was  6 to  7 L. 
per  minute  through  a nasal  cannula  or,  in 
more  dyspneic  subjects  and  in  those  with 
cardiac  insufficiency,  an  injector  mask  was 
used  at  5 L.  per  minute,  supplying  50  per 
cent  oxygen.  This  mask  was  similar  to  our 
meter  mask,  but  made  of  plastic. 

The  moderately  handicapped  patient 
with  chronic  obstructive  lung  disease  may 
be  forced  to  exercise  breathing  air,  and 
thereby  enhance  his  walking  ability  as  he 
shifts  from  a life  of  excessive  inactivity  to 
forced  exercise.  However,  the  breathless- 
ness of  these  patients  was  already  a plain 
hint  many  years  ago  that  they  were  short 
of  oxygen.  Why  not  supply  it  to  them, 
since  it  is  evident  that  the  reason  for  giving 
up  physical  exertion  has  been  in  fact  their 
inability  to  diffuse  oxygen. 


Why  force  patients  to  do  it  the  hard  way? 
There  are  adverse  side-effects  of  initiating 
physical  exercise  in  air  before  some  restora- 
tion of  physical  fitness  is  achieved, 
especially  in  cases  of  cor  pulmonale;  not 
only  is  the  subject  himself  uncomfortable, 
but  tachycardia,  a marked  heightening  of 
the  ventilation,  and  premature  beats  are 
noticeable.  In  addition,  edema  of  the  legs 
may  occur.  The  pulmonary  arterial  pres- 
sure is  more  apt  to  stay  normal  if  exercise  is 
carried  out  with  the  patient’s  breathing 
oxygen  rather  than  air,  an  observation 
made  by  F.  Miller  and  his  colleagues.  The 
use  of  oxygen-supported  exercise  has  also 
been  described  in  cases  of  chronic  ob- 
structive lung  disease  by  Edwin  R.  Levine, 
Benjamin  V.  Branscomb,  Maurice  Segal, 
Colin  Wolff,  and  others. 

The  psychologic  effect  of  patients’ 
breathing  oxygen,  not  flows  of  2 to  4 L.,  is 
frequently  one  of  exhilaration:  “I  have  not 
walked  that  way  in  years!”  is  a common  re- 
mark of  the  grateful  patient.  Exercise  in 
the  air  atmosphere  is  a natural  objective, 
but  the  severely  handicapped  patient  with 
chronic  obstructive  lung  disease  requires 
oxygen  inhalation  to  achieve  a significant 
gain  in  exercise  capacity.  And  then  he 
needs  all  of  the  allied  aids  available  in- 
cluding inhalation  of  a bronchodilator 
aerosol  immediately  before  exertion  and 
manual  compression  of  the  upper  abdomen 
to  reduce  alveolar  distention,  the  use  of  a 
properly  applied  emphysema  belt,  and  the 
leaning-forward  posture. 

The  use  of  extraordinarily  complex 
laboratory  measurements  has  fortified  the 
physician  in  taking  care  of  the  seriously  ill 
patient;  unfortunately,  however,  he  may 
be  unduly  influenced  by  the  reports  on  the 
patient’s  chart  and  neglect  to  observe  the 
patient  closely  himself.  Much  can  still  be 
learned  at  the  bedside  of  the  man  with 
pulmonary  disease.  A conscious  and  cheer- 
ful individual  may  no  longer  require 
vigorous  therapy  despite  the  data  from  the 
laboratory.  Clinical  observation  has  suf- 
fered in  recent  years  from  too  extensive  so- 
called  scientific  examinations. 

Add  years  to  life 
or  life  to  the  years 

Let  us  finally  bear  in  mind  that  we  have 
not  trained  these  patients  to  walk  across  the 
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room  just  to  get  to  the  other  side.  They 
have  human  inclinations  like  those  of 
people  who  are  not  short  of  breath.  From 
a broad  point  of  view,  our  aim  is  not  only  to 
add  years  to  their  life  but  also  life  to  their 
years.  Ultracautious  living  may  be  advo- 
cated to  save  patients  from  experiencing 
dyspnea,  but  it  may  turn  out  that  the  end 
result  is  hyperventilation,  an  overbreathing 
syndrome  that  simulates  the  excitement 
which  has  been  regulated  out  of  his  life 
and  which  the  spirit  of  man  frequently 
requires. 

Inhalation  of  cigaret  smoke  provokes  a 
marked  increase  in  coughing  and  mucus  in 
patients  with  the  bronchitic  type  of  chronic 
obstructive  lung  disease.  The  indication 
is  to  stop  smoking.  If  this  is  not  possible, 
it  is  essential  to  stop  inhaling  or  to  shift  to 
a kind  of  smoking  in  which  inhalation  of 
smoke  can  more  easily  be  avoided,  namely, 
cigar  or  pipe  smoking.  It  is  sensible  to 
remember  that  it  is  the  smoke  in  the  lungs 
that  is  the  bronchial  irritant,  not  the 
cigaret  in  the  mouth.  In  pipe  and  cigar 
smokers,  noninhalation  is  the  key  point  to 
emphasize  in  all  cases. 

It  is  also  sensible  to  remember  that  man 
frequently  requires  solaces  of  various  kinds. 
I was  asked  to  discuss  a case  of  emphysema 
at  a conference  in  Boston  several  years 
ago.  The  intern,  in  the  course  of  reciting 
the  history,  said  in  hushed  tones  that  the 
man  drank  a pint  of  whisky  every  day. 
Perhaps  I helped  this  patient  to  feel  less 
shamefaced  when  I said  referring  to  this: 
“Some  of  our  patients  in  New  York  spill 
that  much.” 

Let’s  be  interested  in  what  the  patient 
may  be  missing  as  well  as  in  what  he  should 
give  up.  There  are  commandments  on  the 
positive  side  as  well  as  the  negative. 

There  was  once  a man  who  was  given  the 
privilege  of  visiting  Hell.  He  saw  long 
tables  at  which  the  inmates  were  being 
served  the  most  appetizing  steaks,  chops, 
and  fish — all  the  food  one  might  desire. 
However,  he  observed  that  the  people 
were  poorly  nourished,  thin,  gloomy,  and 
hardly  spoke.  And  then  he  saw  that  they 
had  three-foot-long  steel  forks  tied  rigidly 
to  their  arms  and  projecting  beyond  their 
hands,  so  that  they  could  not  bend  their 
arms  to  their  mouths.  By  a remarkable 
dispensation  he  was  then  allowed  to  visit 


Heaven,  and  he  was  immediately  pleased 
to  see  that  the  people  there  were  laughing, 
gay,  and  obviously  well  nourished.  Yet, 
there,  too,  long  steel  forks  were  tied  to 
their  arms  and  protruded  beyond  their 
fingers.  But  the  men  and  women  in 
Heaven  were  feeding  each  other,  and  the 
people  in  Hell  had  not  thought  of  that 
device. 

I might  conclude  with  a final  story  that 
always  seemed  to  me  to  be  of  especial  help. 
To  forgive  oneself  leads  to  the  forgiveness 
of  others,  a prophet  once  said. 

There  was  a man  working  on  a plantation 
down  South.  The  foreman  said  to  him  one 
day,  “Sam,  you  don’t  do  enough  work  to  sup- 
port those  twelve  children  you  have.  If  you 
get  any  more  children,  I want  you  to  hang 
yourself  by  that  noose  that’s  hanging  in  the 
red  barn.  We  just  can’t  keep  on  providing 
for  all  your  little  ones.”  Sam  promised  to 
stop,  but  in  less  than  ten  months  it  was 
rumored  on  the  plantation  that  he  had  had 
another  bundle  delivered  to  his  house.  As  he 
walked  onto  the  plantation,  the  foreman 
pointed  to  the  bam.  However,  Sam  went  up 
to  him  and  said,  “Boss,  I almost  did  just  what 
you  said.  I got  up  on  the  barrel  and  put  the 
noose  around  my  neck,  and  was  just  about  to 
jump  off  when  I said  to  myself,  ‘Sam,’  I said 
to  myself,  ‘maybe  you’re  hanging  an  innocent 
man.’  ” 

Be  charitable  to  yourself.  The  physician 
need  not  always  try  self-criticism  first; 
perhaps  he,  too,  is  hanging  an  innocent 
man.  He  might  then  find  that  the  natural 
inclinations  of  the  patient  may  be  worth  his 
support.  The  thoughtful  physician  may  be 
concerned  with  what  the  patient  shouldn’t 
do,  but  might  he  not  also  be  concerned 
with  what  he  is  missing?  Some  people 
suffer  less  from  the  misery  of  their  disease 
than  from  what  they  miss  as  a result  of  it. 
The  physician  interested  in  the  art  of 
healing  has  the  purpose  not  only  of  adding 
years  to  life,  but  also  life  to  the  years. 

72  East  91st  Street 
New  York  City  10028 
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Chaff  from  the  Bedside  Table  of  an  Insomniac.  VI 


Some  men  like  to  hunt  and  fish 
And  some  to  sit  and  read. 

But  me,  I like  to  drink  and  talk 
And  smoke  the  filthy  weed. 

* * * 

Perhaps,  if  the  assorted  humane  societies  that 
worry  so  much  about  the  care  and  the  fate  of 
animals  in  research  laboratories  would  start 
worrying  about  “tigers  in  our  tanks,”  they  might 
cut  the  terrible  toll  of  animals  killed  on  the  high- 
way and,  incidentally,  although  this  may  be  re- 
pugnant to  them,  save  a few  human  lives  as  well. 
* * * 

The  other  day,  when  a sprightly  dowager  of 
some  eighty  years  came  in  for  her  annual  check- 
up (eight  years  following  mastectomy  and  radia- 
tion for  a breast  neoplasm  with  axillary  involve- 
ment), she  was  brimming  over  with  exuberance 
and  exuding  in  copious  quantities  that  ineffable 
substance  commonly  called  the  joy  of  living. 
She  was  not  long  in  announcing  to  all  and  sundry 
the  reason  for  her  glee:  She  was  now  a great- 

great- grandmother!  In  the  examining  room  she 
continued  to  babble  about  the  thrill  attached  to 
living  long  enough  to  hold  in  one’s  arms  first 
your  own  child,  then  a grandchild,  then  a great- 
grandchild, and  now  a great-great-grandchild. 
At  the  completion  of  the  examination,  when  I 
assured  her  everything  was  fine  and  there  was  no 
evidence  of  malignant  disease,  this  matriarch  of 
five  generations  smiled  and  looked  at  me,  in  what 
can  only  be  described  as  a puckish  manner,  and 
said:  “You  see.  Doctor,  it  really  pays  to  have 

your  children  early  and  your  cancer  late  in  life.” 
* * * 

While  years  may  provide  a certain  degree  of 
patience  with  the  vagaries  of  human  nature,  yet 
there  is  always  a breaking  point,  and  I,  for  one, 
must  admit  to  having  had  it  as  far  as  this 
“Yankee  Go  Home”  bit  is  concerned.  I suppose 
my  idea  would  seem  reprehensible  and  benighted 
to  those  in  our  society  who  delude  themselves 
that  foreign  cars  are  more  durable,  foreign 
women  more  tractable,  foreign  men  more  charm- 
ing, foreign  manner  of  living  more  civilized,  and 
foreign  opinion  not  only  authoritative  but 
sacrosanct;  still  I find  myself  dreaming  of  a 
“Yankee  Stay  Home”  movement  when  for  a 
period  of  one  year  there  would  be  a voluntary 
abstention  from  all  travel  eastward  across  the 
Atlantic.  It’s  only  a hunch,  yet  I suspect  that 
only  a single  year  of  no  “Rich  Americans”  to 
sneer  at,  no  “Ugly  Americans”  to  ridicule,  no 


“Crass  Yankees”  to  resent  and  insult,  no  simple- 
minded  impressionable  tourists  to  patronize,  and 
no  filthy  American  dollars  to  beg,  borrow,  or  filch 
would  change  their  tune  to  “Yankee,  Won’t  You 
Please  Come  Back.” 

One  can  readily  understand  the  development 
of  this  anti-American  attitude,  and  with  such 
understanding  should  come  tolerance  and 
friendly  concern  rather  than  resentment;  but  I 
don’t  see  the  “Yankee  Stay  Home”  concept  as 
an  action  of  retaliation,  rather  is  it  one  of  neces- 
sary discipline.  One  might  understand  the 
underlying  cause  of  asocial  behavior  by  a child  or 
an  immature  adult,  but  we  can  never  afford  to 
condone  such  behavior.  The  greatest  error  we 
make  today,  whether  in  individual  interper- 
sonal relationships  or  in  group  interrelationships 
or  international  relationships,  is  confusing 
understanding  with  condoning.  Understanding 
the  cause  should  serve  to  stimulate  us  to  make 
every  effort  to  change,  alleviate,  and  if  possible 
eradicate  those  situations,  attitudes,  and  oppres- 
sions which  beset  an  individual,  a group,  or  a 
nation;  but  it  should  never  lead  to  acceptance 
(be  it  positive  or  tacit)  of  asocial  behavior.  To 
do  so  can  only  breed  further  excesses,  greater 
arrogance,  and  less  responsibility. 

* * * 

I just  finished  reading  CHURCHILL — from 
the  Diaries  of  LORD  MORAN,”  and  I must  ad- 
mit that,  to  me,  the  book  seemed  devoted  to  the 
task  of  proving  Churchill  was  human  and  Moran 
divine. 

Maybe  my  opinion  is  colored  by  prejudice, 
because  as  a physician  I resented  the  flaunting  of 
basic  ethical  considerations  by  a member  of  the 
profession.  The  argument  that  some  individ- 
uals are  so  important  as  to  belong  to  the  world 
and  therefore  presumably  forfeit  all  individual 
rights  is  ridiculous  and  evil.  Whether  brilliant 
or  dumb,  rich  or  poor,  famous  or  infamous,  im- 
portant or  unimportant,  leader  or  follower,  a pa- 
tient is  a patient  and  entitled  to  all  the  rights 
and  privileges  accruing  to  that  status.  The 
most  important  of  these  rights  is  that  of  confi- 
dential communication;  first  promulgated  by 
Hippocrates,  it  is  the  cornerstone  of  trust  on 
which  the  doctor-patient  relationship  rests,  and 
no  amount  of  sophistry  can  ever  change  its 
fundamental  significance.  Should  it  ever  be 
lost,  then  we  would  cease  to  be  physicians  and 
become  sociologic  and  political  fifth  columnists. 

* * * 

Excerpt  from  the  diary  of  a practicing  physi- 
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cian  circa  1985  (or  perhaps  a lot  sooner) : 

Honesty  (or  maybe  it’s  my  feeling  of  guilt) 
forces  me  to  recount  this  embarrassing  experi- 
ence. Today  started  out  much  like  every  other 
day,  and  when  I got  to  the  office  and  filled  my 
five  fountain  pens  with  new  cartridges,  I was 
ready  to  face  the  day’s  problems. 

It  started  with  a telephone  call  from  a social 
worker  asking  me  to  make  a house  call  on  a 
client;  the  woman  lived  in  one  of  the  apartment 
houses  reserved  for  the  older-age  group  and 
operated  by  a local  governmental  agency  under 
the  authority  of  the  Department  of  Health,  Wel- 
fare, and  Education.  The  social  worker  ex- 
plained that  her  client  had  become  acutely  ill 
with  what  appeared  to  be  an  upper  respiratory 
infection;  she  seemed  too  ill  to  come  to  the 
office,  but  it  was  doubtful  if  she  was  sick  enough 
to  warrant  hospitalization.  I agreed  to  make 
the  call  but  told  her  I would  have  to  have  the 
necessary  information  to  fill  out  form  H.E.W.- 
HC-136  explaining  why  a house  call  was  indi- 
cated. She  promised  to  gather  the  information 
as  well  as  the  patient’s  identification  card  and 
have  them  available  when  I arrived. 

As  it  was  too  far  to  walk,  I took  my  electric 
cabriolet— we  used  to  call  them  golf  carts — and 
drove  to  the  Senior  Citizens  Housing  Complex. 
When  I entered  the  lobby,  I was  stopped  by  a 
man  who  introduced  himself  as  the  superintend- 
ent of  the  apartment  house.  He  apologized  for 
stopping  me  but  said  he  understood  I was  mak- 
ing a medical  visit  on  one  of  his  tenants.  When 
I answered  in  the  affirmative  he  proceeded  to 
hand  me  blank  form,  explaining  that  he  had  to 
have  a certificate  in  such  instances  indicating  the 
tenant  was  acutely  ill  and  not  chronically  dis- 
abled and  specifying  the  approximate  time  before 
the  patient  would  become  ambulatory.  He 
went  on  to  tell  me  that  only  tenants  who  were 
well  and  able  to  “look  out  for  themselves”  were 
allowed  in  this  particular  building;  those  in  need 
of  care  had  to  be  transferred  to  another  building 
in  the  complex.  I agreed  to  fill  out  the  blank 
H.E.W.-SCC-E.Med  33  in  quadruplicate  and 
leave  a copy  for  his  file. 

When  I arrived  at  the  apartment,  I found  the 
social  worker  quite  upset.  It  happened  the  pa- 
tient was  on  both  Medicare  and  Medicaid  and 
had  neglected  to  get  her  Medicaid  card  renewed 
for  the  present  six-month  period.  I called  the 


local  welfare  office  and  explained  the  situation, 
and  they  authorized  the  house  call  as  an  emer- 
gency measure  asking  me  to  complete  form 
H.E.W.-E.Med-HC-298  and  also  have  the  pa- 
tient sign  an  application  for  renewal  of  her 
Medicaid  card,  form  H.E.W.-Med-Ap  1,  and  re- 
turn both  of  them  with  the  regular  M-l  form 
covering  diagnosis  and  treatment.  When  I 
finished  the  various  forms  and  certificates,  I re- 
membered that  without  a Medicaid  card  they 
could  not  get  a prescription  filled  unless  they  had 
a temporary  emergency  certificate,  and  so  I 
partially  filled  out  an  H.E.W.-E.Med-Ph-1423. 

As  I completed  the  last  form,  I noticed  that 
both  the  social  worker  and  the  patient’s 
daughter  appeared  somewhat  flustered.  When 
I asked  what  the  trouble  might  be  they  hesi- 
tantly told  me  they  had  not  been  entirely  honest 
when  they  told  me  the  patient  had  neglected  to 
renew  her  Medicaid  card;  that  the  truth  was, 
she  had  refused  to  renew  it  and  refused  to  sign 
her  name  as  a protest  against  all  the  red  tape 
connected  with  life  as  a senior  citizen,  and 
furthermore  they  were  sure  she  would  refuse  to 
sign  the  application  for  renewal  now,  and  to  ask 
her  to  do  so  could  only  result  in  making  her  ir- 
ritable and  creating  a scene.  Naturally  this 
revelation  made  me  indignant,  and  my  few 
choice  words  expressing  my  feelings  brought 
tears  but  no  solution  from  the  recipients.  After 
we  all  calmed  down,  the  daughter  asked  some- 
what timorously  if  she  could  not  sign  for  her 
mother,  and  when  I got  the  book  explaining  the 
implementation  of  the  law  from  my  bag,  we 
found  that  this  was  possible  provided  the  appli- 
cation was  accompanied  by  a medical  certificate 
H.E.W.-E.Med-Prox-167  serving  both  to  wit- 
ness the  signature  of  the  nearest  relative  and  also 
attesting  to  the  inability  of  the  petitioner  herself 
to  sign  the  application.  So  this  we  did,  and 
finally  with  my  tasks  completed,  I left  the  apart- 
ment and  returned  to  my  office. 

All  the  way  home,  I was  nagged  by  a feeling 
that  I had  forgotten  something  and  I went  over 
in  my  mind  all  the  forms  I had  filled  out,  trying 
to  figure  what  I had  neglected;  but  it  was  not 
until  I got  back  to  the  office  and  checked  the 
various  certificates  and  came  across  the  uncom- 
pleted emergency  pharmacy  authorization  that  I 
realized  I had  forgotten  to  see  the  patient. 

WCR 
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James  Monroe  Cronk,  M.D.,  of  Hyde  Park, 
died  on  July  29,  1966,  at  the  age  of  ninety- 
eight.  Dr.  Cronk  graduated  in  1898  from  Al- 
bany Medical  College.  He  was  a member  of 
the  Dutchess  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Chester  O.  Davison,  M.D.,  of  Poughkeepsie, 
died  on  January  6 at  Vassar  Brothers  Hospital  at 
the  age  of  seventy-nine.  Dr.  Davison  graduated 
in  1915  from  the  University  of  Oklahoma  School 
of  Medicine.  He  was  a consulting  roentgenol- 
ogist at  Hudson  River  State  Hospital.  Dr. 
Davison  was  a Diplomate  of  the  American 
Board  of  Radiology,  a Fellow  of  the  American 
College  of  Gastroenterology,  and  a member  of 
the  Radiological  Society  of  North  America, 
Inc.,  the  New  York  Academy  of  Medicine,  the 
Dutchess  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Siegfried  Dikler,  M.D.,  of  Manchester,  died 
on  August  7,  1966,  at  the  age  of  sixty-seven. 
Dr.  Dikler  received  his  medical  degree  from  the 
University  of  Vienna  in  1923.  He  was  a member 
of  the  Ontario  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Frederick  Joseph  John  Dillemuth,  M.D., 

of  The  Bronx,  died  on  January  9 at  the  age  of 
seventy-six.  Dr.  Dillemuth  graduated  in  1913 
from  Fordham  University  School  of  Medicine. 
He  was  a consulting  otolaryngologist  at  Bronx 
Eye  and  Ear  Infirmary  and  St.  Francis  Hospital. 
Dr.  Dillemuth  was  a Diplomate  of  the  American 
Board  of  Otolaryngology,  a Fellow  of  the  Ameri- 
can College  of  Surgeons  and  a member  of  the 
American  Academy  of  Ophthalmology  and 
Otolaryngology,  the  Bronx  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Ernst  Bernhard  Gold,  M.D.,  of  New  York 
City,  died  on  January  11  at  the  age  of  seventy- 
six.  Dr.  Gold  received  his  medical  degree  from 
the  University  of  Vienna  in  1915.  He  was  an 
attending  surgeon  in  head  and  neck  and  consult- 
ing surgeon  at  Harlem  Eye  and  Ear  Hospital, 
an  assistant  attending  surgeon  at  Flower  and 
Fifth  Avenue  Hospitals,  and  an  assistant  at- 
tending surgeon  (affiliate)  at  Metropolitan 
Hospital.  Dr.  Gold  was  a member  of  the 
American  Thyroid  Association,  the  New  York 
County  Medical  Society,  the  Medical  Society 


of  the  State  of  New  York,  and  the  American 
Medical  Association. 

William  Patrick  Howard,  M.D.,  of  Albany, 
died  on  January  7 at  the  age  of  seventy-five. 
Dr.  Howard  graduated  in  1914  from  Albany 
Medical  College.  He  was  an  attending  ortho- 
pedic surgeon  and  senior  radiologist  at  Albany 
Medical  Center  Hospital.  Dr.  Howard  was  a 
Diplomate  of  the  American  Board  of  Radiology 
(Roentgenology)  and  a member  of  the  American 
Roentgen  Ray  Society,  the  Radiological  Society 
of  North  America,  Inc.,  the  Albany  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Irene  Pieper  Koenig,  M.D.,  of  Hawthorne, 
died  on  January  18  at  the  age  of  seventy-two. 
Dr.  Koenig  graduated  in  1926  from  Washington 
University  School  of  Medicine,  St.  Louis.  She 
was  an  associate  attending  obstetrician  and  gyn- 
ecologist at  Phelps  Memorial  Hospital,  North 
Tarrytown.  Dr.  Koenig  was  a member  of  the 
American  Academy  of  General  Practice,  the 
Westchester  Academy  of  Medicine,  the  West- 
chester County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Richard  Lewin,  M.D.,  of  New  York  City, 
died  on  December  25, 1966,  at  the  age  of  seventy- 
six.  Dr.  Lewin  received  his  medical  degree 
from  the  University  of  Berlin  in  1914.  He  was 
a member  of  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Gordon  Palmer  McNeer,  M.D.,  of  New  York 
City,  died  on  January  18  at  Lake  Alfred,  Flor- 
ida, at  the  age  of  sixty-one.  Dr.  McNeer 
graduated  in  1931  from  the  University  of 
Pennsylvania  School  of  Medicine.  He  was  an 
attending  surgeon  and  chief  of  Gastric  and 
Mixed  Tumor  Services  at  Memorial  Hospital  for 
Cancer  and  Allied  Diseases,  a consulting  phy- 
sician in  neoplastic  disease  at  Nassau  Hospital, 
Mineola,  and  Community  Hospital  at  Glen 
Cove,  and  an  attending  surgeon  in  gastroscopy 
at  Roosevelt  Hospital.  He  was  one  of  the 
pioneers  in  the  use  of  the  flexible  gastroscope  to 
diagnose  cancer  and  disorders  of  the  stomach 
and  in  1966  was  awarded  the  Janeway  Medal 
and  Lectureship  of  the  American  Radium  So- 
ciety for  his  work.  During  World  War  II 
he  served  as  chief  of  surgery  with  the  15th 
Evacuation  Hospital  in  Burma.  Dr.  McNeer 
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was  a Diplomate  of  the  American  Board  of 
Surgery,  a Fellow  of  the  American  College  of 
Surgeons,  and  a member  of  the  American 
Radium  Society,  the  James  Ewing  Society,  the 
New  York  Academy  of  Medicine,  the  New  York 
Surgical  Society,  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Morris  Head  Newton,  M.D.,  of  Little  Falls, 
died  on  January  4 at  the  age  of  seventy-seven. 
Dr.  Newton  graduated  in  1915  from  Syracuse 
University  College  of  Medicine.  He  was  a 
consulting  ophthalmologist  at  Little  Falls  Hos- 
pital. Dr.  Newton  was  a Diplomate  of  the 
American  Board  of  Ophthalmology,  a Fellow  of 
the  American  College  of  Surgeons,  and  a member 
of  the  American  Academy  of  Ophthalmology 
and  Otolaryngology,  the  Pan  American  Asso- 
ciation of  Ophthalmology,  the  Herkimer  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Anna  E.  Ray  Robinson,  M.D.,  of  Bellmore, 
died  on  December  4,  1966,  at  the  age  of  eighty- 
six.  Dr.  Robinson  graduated  in  1906  from 
Cornell  University  Medical  School.  She  was  a 
member  of  the  American  Public  Health  As- 
sociation, the  New  York  Academy  of  Medicine, 
the  Medical  Society  of  the  County  of  Kings, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

David  Rodvien,  M.D.,  of  The  Bronx,  died  on 
August  21,  1966,  at  the  age  of  twenty-nine. 
Dr.  Rodvien  graduated  in  1961  from  Boston 
University  School  of  Medicine.  He  was  a 
member  of  the  American  Academy  of  Neurology. 

Nicholas  Sabella,  M.D.,  of  White  Plains,  died 
on  January  17  at  the  age  of  eighty.  Dr.  Sabella 
graduated  in  1912  from  Fordham  University 
School  of  Medicine. 


Bernard  Mordecai  Schwartz,  M.D.,  of 
New  York  City,  died  on  January  13  at  the  age 
of  fifty-one.  Dr.  Schwartz  graduated  in  1939 
from  Yale  University  School  of  Medicine.  He 
was  an  assistant  attending  physican  (off  service) 
at  The  Mount  Sinai  Hospital.  Dr.  Schwartz 
was  a Diplomate  of  the  American  Board  of  In- 
ternal Medicine  and  a member  of  the  New  York 
Academy  of  Medicine,  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

M.  Ralph  Takami,  M.D.,  of  Jamaica,  died  on 
January  14  at  the  age  of  fifty-four.  Dr. 
Takami  graduated  in  1944  from  New  York 
University  Medical  School.  He  was  a member 
of  the  Medical  Society  of  the  County  of  Queens, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

John  M.  Walsh,  M.D.,  of  Manhasset,  died 
on  September  5,  1966,  at  the  age  of  fifty.  Dr. 
Walsh  graduated  in  1941  from  Boston  Uni- 
versity School  of  Medicine.  He  was  an  as- 
sociate attending  surgeon  at  Nassau  Hospital. 
Dr.  Walsh  was  a Diplomate  of  the  American 
Board  of  Surgery  and  a member  of  the  Nassau 
Academy  of  Medicine,  the  Nassau  County  Medi- 
cal Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Fred  Wiesenthal,  M.D.,  of  Astoria,  died  on 
December  25,  1966,  at  the  age  of  seventy-three. 
Dr.  Wiesenthal  received  his  medical  degree  from 
the  University  of  Jena  in  1919.  He  was  an 
associate  attending  ophthalmologist  at  City 
Hospital  Center  at  Elmhurst.  Dr.  Wiesenthal 
was  a Diplomate  of  the  American  Board  of 
Ophthalmology  and  a member  of  the  American 
Academy  of  Ophthalmology  and  Otolaryngology, 
the  Medical  Society  of  the  County  of  Queens, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 


Diseases  of 
Thyroid  Gland 
Symposium 
Available 


The  symposium  on  “Diseases  of  the  Thyroid  Gland:  Current  Concepts,”  which 
appeared  in  the  January  1 and  January  15,  1963,  issues  of  the  New  York 
State  Journal  of  Medicine,  has  been  reprinted  in  a special  brochure. 

Copies  are  available  from  the  office  of  the  Journal,  750  Third  Avenue,  New 
York,  New  York  10017,  at  one  dollar  each. 

The  84-page  pamphlet  includes  all  the  papers  presented  at  the  Third  Annual 
Internists  Day  of  the  New  York  State  Society  of  Internal  Medicine,  held 
March  3,  1962,  in  New  York  City. 
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If,  however,  you  wish  to  invest  your  funds  and  realize  that  you,  like  most  busy 
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Book  Notes 


Gastroenterology.  Volume  III.  By  Henry 
L.  Bockus,  M.D.  Second  Edition.  Quarto 
of  1,352  pages,  illustrated.  Philadelphia,  W.  B. 
Saunders  Company,  1965.  Cloth,  $30. 

For  the  2nd  edition  of  this  standard  set  44 
specialists  have  completely  rewritten  the  third 
volume.  It  covers  intestinal  parasites,  liver, 
gallbladder  and  biliary  tract,  and  pancreas. 
The  concluding  section  is  devoted  to  secondary 
disorders  of  the  gastrointestinal  tract. 

Functional  and  Surgical  Anatomy  of  the 
Hand.  By  Emanuel  B.  Kaplan,  M.D.  Sec- 
ond Edition.  Quarto  of  337  pages,  illustrated. 
Philadelphia,  J.  B.  Lippincott  Company,  1965. 
Cloth,  $18.50. 

Although  this  second  edition  retains  funda- 
mental parts  of  the  first,  with  minor  corrections 
in  the  text  and  illustrations,  new  illustrations 
and  an  entirely  new  chapter  devoted  to  varia- 
tions encountered  in  the  hand  have  been  added. 
This  edition  also  uses  the  newly  accepted  no- 
menclature Nomina  Anatomica  Parisiensia 
where  practical,  but  retains  the  more  familiar 
names  when  use  of  newer  terms  might  be  confus- 
ing. 

Medical  Microbiology.  Edited  by  Robert 
Cruickshank,  M.D.  Assistant  Editors,  J.  P. 
Duguid,  M.D.,  and  R.  H.  A.  Swain,  M.D. 
Eleventh  Edition.  Octavo  of  1,067  pages,  il- 
lustrated. Baltimore,  The  Williams  and  Wil- 
kins Company,  1965.  Cloth,  $11. 

Originally  written  by  Mackie  and  McCartney, 
and  first  published  in  1925  as  An  Introduction  to 
Practical  Bacteriology , this  standard  work  now 
in  its  11th  edition  becomes  Medical  Microbiology. 
The  subject  matter  has  been  rearranged  to 
meet  the  needs  of  medical  students  and  prac- 
ticing physicians  as  well  as  for  bacteriologists 
and  laboratory  technicians. 

The  Pharmacological  Basis  of  Thera- 
peutics. Edited  by  Louis  S.  Goodman,  M.D., 
and  Alfred  Gilman,  Ph.D.  Third  Edition. 
Quarto  of  1,785  pages,  illustrated.  New  York, 
The  Macmillan  Company,  1965.  Cloth,  $22.50. 

The  third  edition  of  this  well-known  work  ap- 
pears eleven  years  after  the  second  was  issued. 
The  authors  assume  the  role  of  editors  and  have 
42  contributors  writing  different  parts  of  the 
book.  References  are  exceptionally  well  done 
with  complete  bibliographic  citation.  It  re- 
mains the  standard  publication  in  its  field  and 
will  be  welcomed  by  the  whole  medical  profes- 
sion. 


Operative  Obstetrics.  By  R.  Gordon 
Douglas,  M.D.,  and  William  B.  Stromme,  M.D. 
Second  Edition.  Quarto  of  779  pages,  il- 
lustrated. New  York,  Appleton-Century- 
Crofts,  1965.  Cloth,  $22.50. 

The  main  feature  of  this  work  is  the  many  de- 
tailed and  well  done  illustrations.  It  is  de- 
signed for  medical  students,  residents  in  train- 
ing, general  practitioners,  and  specialists  in  the 
field.  Recent  innovations  and  newer  technics 
in  line  with  modern  obstetric  practice  are  in- 
cluded in  this  edition. 

Diseases  of  the  Newborn.  By  Alexander  J. 
Schaffer,  M.D.  Second  Edition.  Quarto  of 
1,023  pages,  illustrated.  Philadelphia,  W.  B. 
Saunders  Company,  1965.  Cloth,  $22. 

In  the  five  years  since  this  work  was  first  pub- 
lished it  has  become  a primary  reference  source 
for  diagnostic  and  therapeutic  problems  in  the 
neonatal  period.  In  this  second  edition  the 
authors  have  added  new  material  and  updated 
many  of  the  parts  treating  disorders  about  which 
new  knowledge  has  accumulated  since  the 
previous  edition. 

Viral  and  Rickettsial  Infections  of  Man. 

Edited  by  Frank  L.  Horsfall,  Jr.,  M.D.,  and 
Igor  Tamm,  M.D.  Fourth  Edition.  Octavo 
of  1,282  pages,  illustrated.  Philadelphia,  J.  B. 
Lippincott  Company,  1965.  Cloth,  $15.50. 

Designed  to  make  readily  available  compre- 
hensive information  about  viruses,  rickettsiae 
and  the  infections  that  they  induce,  this  publica- 
tion has  57  contributors  selected  because  of 
their  special  fitness  to  describe  and  discuss 
authoritatively  the  knowledge  now  available  in 
this  rapidly  changing  field.  Recent  advances 
have  permitted  more  adequate  treatment  of  the 
fundamental  properties  of  viruses,  and  the 
organization  of  this  edition  is  based  upon  the 
current  concept  of  major  groups  of  viruses. 

The  Essentials  of  Roentgen  Interpreta- 
tion. By  Lester  W.  Paul,  M.D.,  and  John 
H.  Juhl,  M.D.  Second  Edition.  Quarto  of 
902  pages,  illustrated.  New  York,  Hoeber 
Medical  Division,  Harper  & Row,  1965. 
Cloth,  $25. 

This  well-illustrated  book  is  devoted  to  the 
basic  fundamentals  of  roentgen  diagnosis. 
Although  designed  to  bridge  the  gap  between 
the  elementary  text  and  the  multivolume  refer- 
ence work,  it  is  comprehensive  in  its  coverage. 
This  edition  includes  much  new  material  and 
all  parts  have  been  revised  to  bring  the  work 
up-to-date. 
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“The  Savings  Bonds  program  is  both 
prudent  and  patriotic . It  is  patriotic 
because  it  strengthens  the  economy  of 
our  country ; it  supports  our  fighting 
men  in  Vietnam , and  the  cause  of 
freedom  everywhere ; it  helps  to  preserve 
the  buying  power  of  our  dollars ” 


"For  all  of  these 
reasons/ 1 believe 
U.S.  Savings  Bonds  are  the 
most  important  investment 
any  American  can  make." 
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PHYSICIANS  WANTED— CONT’D 


The  Southern  California 
Permanente  Medical  Group 

Due  to  expansion  is  in  need  of  doctors  in 
all  the  specialties  and  in  General  Medicine. 
Raymond  M.  Kay,  M.D.,  a representative 
of  our  group,  will  be  in  Rochester,  N.  Y. 
at  the  Manger  Hotel  (Tel:  232-4500)  to 
interview  interested  candidates  from  Febru- 
ary 28  through  March  2,  1967.  Doctor 
Kay  will  also  be  in  New  York  City  at  the 
Plaza  Hotel  (Tel:  PL  9-3000)  from  March 
2 through  March  12,  1967. 

For  details  concerning  the  medical  group, 
please  write  to: 

Raymond  M.  Kay,  M.D.,  Medical  Director, 
1505  North  Edgemont  Street, 

Los  Angeles,  California  90027. 


PHYSICIANS  WANTED 


UNIQUE  OPPORTUNITY,  CONTRACT  GUARAN- 
teed,  Rockland  County,  20  min.  N.Y.C.  Refined  med. 
bldg,  adjoining  shopping  centers.  $40,000  gross  for 
pediatrician,  psychiatrist;  other  specialties  considered. 
8 hr.  day,  5 day  week,  11  month  year.  Box  487,  % 
NYSJM. 


ATTENTION:  IMMEDIATE  OPENING  FOR  PHYS1- 
cian  interested  in  Group  general  practice  in  Arizona. 
New  clinic  and  hospital  facilities.  No  investment  or 
equipment  necessary.  Industrial  connection  allows 
immediate  salary — $24,000  guaranteed.  Will  accept 
draft  eligible  physician.  Write:  Drawer  M,  Miami, 

Arizona. 


HOUSE  PHYSICIAN:  SMALL  ACCREDITED  COM- 

munity  hospital,  100  miles  from  N.Y.C.  Remuneration 
open.  Phone  or  write  Administrator,  Monticello  Hospital, 
MonticeUo,  N.Y.  Tel:  (914)  794-5000. 


OPPORTUNITY  FOR  CAREER  IN  OCCUPATIONAL 
medicine  with  large  corporation.  Multiple  locations. 
Salary  plus  fringes.  Immediate  openings  for  physicians 
with  industrial  experience,  two  general  practitioners,  and 
two  with  training  in  industrial  medicine.  Give  short 
resume.  Box  480,  % NYSJM. 


LONG  ISLAND,  NASSAU  COUNTY  GENERAL  PRAC- 
tice  group  needs  associate;  no  investment  needed.  Salary 
to  start,  partnership  in  one  year  if  compatible.  (516) 
PY  8-8011. 


YOUNG  RADIOLOGIST  OR  LAST  YEAR  RESIDENT, 
Board  eligible,  for  position  as  junior  associate  with  es- 
tablished radiologist  in  hospital  practice.  $2,000  per 
month  first  6 months.  Full  partnership  in  2'/i  years. 
Smaller  Up-State  college  community,  on  lake,  near  uni- 
versity medical  centers.  Background  including  military 
status.  Box  519,  % NYSJM. 


GENERAL  PRACTITIONER  URGENTLY  NEEDED 
in  Alaska  church-related  hospital.  Full  time  salary 
basis.  Apply  Miss  Emma  Burris,  Room  1445,  475 
Riverside  Drive,  New  York,  N.Y.  10027. 


WANTED:  RADIOLOGIST,  BOARD  CERTIFIED, 

part-time  diagnostic  position  in  active  hospital  in  Long 
Island  City.  State  qualifications,  etc.  in  letter.  Box 
523,  % NYSJM. 


PSYCHIATRIC  RESIDENCIES  JULY,  1967:  Ap- 

proved three-year  progressive  program  in  Metropolitan 
Detroit  area.  University  associations.  Teaching  staff 
of  Board  men,  psychoanalysts,  professors,  outstanding 
visiting  lecturers.  Active  research.  Modem  physical 
plant.  Salary  $8,978;  $9,405;  $10,213.  Five-year  career 
program  $10,232  to  $18,507.  Liberal  Civil  Service  bene- 
fits. General  practitioners  completed  internship  four 
years  ago  may  be  eligible  for  NIMH  stipends  of  $12,000 
per  year.  Write,  Director  of  Education  and  Research, 
Northville  State  Hospital,  Northville,  Michigan  48167. 


ANESTH.-SURG.,  OR  OBS.,  NIGHTS  AND  WEEK- 
ends,  Queens.  N.Y.  State  license  required.  H.  Berger, 
M.D.  Call  IL  7-1300. 


RADIOLOGIST,  BOARD  CERTIFIED  OR  ELIGIBLE 
to  associate  with  2 radiologists  in  new  300-bed  hospital  in 
Albany,  N.Y.  Prefer  recently  trained  man  who  can  set  up 
own  section  in  isotopes  and  vascular  procedures.  Contact: 
W.  J.  Gorday,  M.D.,  Chief  Radiologist,  Memorial  Hos- 
pital, Albany,  N.  Y. 


OPPORTUNITY  UNLIMITED  FOR  GENERAL  PRAC- 
tice  in  prosperous  suburb  of  Kansas  City,  Missouri.  Dis- 
card the  problems  of  hospital  privileges  and  sufficient 
patients.  Association  in  practice  or  own  office  suite  avail- 
able. Kansas  community  provides  good  schools,  complete 
recreational  and  cultural  facilities.  Write:  D.  J.  Smith, 

M.D.,  8600  W.  95th  St.,  Overland  Park,  Kansas  66212. 


400  BED  COMMUNITY  HOSPITAL  DESIRES  BOARD 
qualified  internists  and  general  surgeons  to  work  as  port- 
residency  house  physician.  Position  is  new,  salary  excel- 
lent. One  year  contract  and  no  outside  practice.  Position 
starts  June  and  July  1967.  Call  Personnel,  Mercy  Hos- 
pital, Monday  through  Friday,  1 to  4 p.m.,  (516)  RO  4-4400. 


INTERNIST  OR  FAMILY  PHYSICIAN  FOR  MEDICAL 
group,  suburb  New  York  City.  Initial  contract  leading  to 
partnership.  Starting  salary  up  to  $19,000.  Include  com- 
plete curriculum  vitae  in  reply.  Box  525,  % NYSJM. 


PEDIATRICIAN  FOR  MEDICAL  GROUP,  SUBURB 
New  York  City.  Initial  contract  leading  to  partnership. 
Starting  salary  up  to  $19,000.  Include  complete  curricu- 
lum vitae  in  reply.  Box  526,  % NYSJM. 
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PHYSICIANS  WANTED— CONT’D 


WANTED:  O.P.D.  DOCTOR,  EVENINGS  4-12,  MON- 

day-Friday.  Substantial  salary.  Please  mail  curriculum 
vitae  to  Box  529,  % NYSJM. 


POSITIONS  WANTED 


MEDICAL  ASSISTANTS  AND  SECRETARIES.  LAB- 
oratory  Techs.  Well  trained  and  highly  qualified  personnel 
(male  & female).  Phone  CH  2-2330  Ext.  6,  Placement 
Dept.,  or  write  Eastern  School  for  Physicians’  Aides,  Dept. 
69,  85  Fifth  Ave.,  New  York,  N.  Y.  10003.  (Founded 
1936  by  two  member  physicians.) 


PHYSICIAN,  RECENT  GRADUATE,  NEW  YORK 
license,  3 years  hospital  experience,  excellent  recommenda- 
tions, seeks  partnership  possibility  in  general  medicine  in 
Westchester  County  or  Long  Island.  Immediate  avail- 
ability. Box  520,  % NYSJM. 


ANESTHESIOLOGIST,  N.Y.  STATE  LICENSE,  DE- 
sires  position  in  metropolitan  area.  Also  part  time.  Box 
522,  % NYSJM. 


INTERNIST,  BOARD  QUALIFIED,  FULL  TIME  STAFF 
large  N.Y.C.  teaching  hospital,  desires  association  with 
group  or  individual,  upper  Westchester  or  Rockland 
Counties.  Will  consider  salary  leading  to  partnership. 
Box  521,  % NYSJM. 


REAL  ESTATE  FOR  SALE  OR  RENT 


NEW  YORK  DUTCHESS  COUNTY:  NEW  MEDICAL 
building  in  Wappingers  Falls,  Poughkeepsie  area,  occupied 
by  D.D.S.,  orthodontist,  and  Ob-Gyn.  Office  available 
for  all  specialties.  Critical  physician  shortage  because  of 
population  explosion.  Address:  Martin  Rabin  D.D.S.,  65 
South  Clinton  St.,  Poughkeepsie.  N.  Y.  (914)-454-0322 


UNIONDALE  PROFESSIONAL  BLDG.  (EAST  HEMP- 
stead  Area).  Urgently  needed  G.P.  or  allied  professions. 
4 room  suite,  ground  floor,  air  conditioned.  $150  mo. 
Mrs.  Desch,  PI  1-5632  or  PI  2-5251. 


EASTERN  QUEENS  HOME/OFFICE  FOR  SALE 
Ranch,  3 bedrooms,  central  air  conditioning,  5 room  oak 
panneled  office,  independent  entrance.  Deep  lot.  Very 
economical,  existing  mortgage.  Price  mid  30's;  open  to 
offer.  Phone:  (212)  FI  7-4713. 


PRESTIGE  LOCATION 

For  Medical— Dental  Group 
and  Individual  Practitioners. 

"EXECUTIVE  TOWERS” 

1020  GRAND  CONCOURSE,  BRONX 

23-Story  Air  Conditioned  Apt.  Bldg,  (corner  165th  St.) 


Exclusively  Reserved  for  Professional  use. 
PRIVATE  ENTRANCES 
2 FLOORS  • PRIVATE  ELEVATORS 
CENTRAL  AIR  CONDITIONING 
IMMEDIATE  OCCUPANCY 
Attractive,  Unfurnished  Apartments  for 
Medical  & Nursing  Personnel 

Apply  Renting  Office  on  property  • CY  3-5545 
Carol  Management  Corp.,  Owner — Builder 


REAL  ESTATE  FOR  SALE  OR  RENT— CONT’D 


OFFICE  FOR  RENT:  CENTRAL  PARK  WEST  NEAR 
86th  Street;  private  street  entrance,  distinguished  office; 
share  waiting  room  with  long  established  dentist.  Modest, 
quiet  clientele.  Unfurnished,  reasonable.  ENdicott 
2-4251. 


GENTLEMAN’S  FARM,  SUITABLE  FOR  CONVALES- 
cent  home.  Excellent  for  retired  M.D.  Dutchess  County, 
near  Millbrook,  N.Y.  Furnished  home,  farm  buildings, 
all  modern  equipment.  60  scenic  acres;  brook  running 
through  property.  Sacrifice  due  to  death  of  owner.  Write: 
Box  51,  Tremont  Station,  New  York,  N.Y.  10457. 


FOR  SALE:  CATSKILL,  NEW  YORK.  DUE  TO  RE- 

tirement,  large  colonial  brick  home  with  five  room  office 
suite  attached.  In  excellent  location.  Forty  year  practice, 
good  will,  goes  with  home  and  office.  Very  excellent  oppor- 
tunity with  modern  100-bed  hospital  one  mile  from  office. 
Doctor  shortage  acute.  Box  527,  % NYSJM. 


FLUSHING,  QUEENS,  3 TO  6 ROOMS  PROFESSIONAL 
suite.  Ground  floor,  new  corner  house.  Can  share  with 
dentist  and/or  speech  therapist  who  are  interested  in  rent- 
ing space.  Adjoining  public  school  and  Queens  College. 
One  block  to  bus  to  Flushing  or  Jamaica  subway.  Call 
Mr.  Cassas,  886-5200. 


PORT  CHESTER  (WESTCHESTER):  NEW  AIR  CON- 
ditioned  offices  available.  Self-contained  floor  of  profes- 
sional suites,  private  entrance  and  lobby,  adjoining  new 
prestige,  fully  occupied  108-family  apartment  building. 
Convenent  location  on  bus  line,  near  parkways  and  R.R. 
station.  Reserved  doctor’s  parking,  ample  patient  park- 
ing. The  Windsor,  388  Westchester  Ave.  (914)  WE 
9-3419  or  (eves)  914  GR  2-1814. 


BAY  RIDGE,  BKLYN:  OFFICE  FOR  RENT.  SUIT- 
able  for  doctor  or  dentist.  Private  new  house,  separate 
entrance;  approx.  1100  sq.  ft.  or  half.  Central  air  condi- 
tioning. Located  at  7606  7th  Avenue,  Brooklyn,  N.  Y. 
Call  833-5924. 


GLEN  COVE:  ATTRACTIVE  OFFICE  SPACE  AVAIL- 

able  in  modern  professional  bldg.,  opposite  shopping  center; 
good  parking,  two  blocks  from  hospital.  Ideal  for  medical 
specialty.  Reasonable  rental.  Call  (516)  OR  1-8015  or 
write  Box  528,  % NYSJM. 
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This  “case  history”  runs  to  some  10,000  pages 


This  is  a typical  “case  history”  of  one  new  drug-or, 
rather,  a proposed  new  drug  - assembled  for  submis- 
sion to  the  U.S.  Federal  Food  and  Drug  Administration. 
These  volumes  are  the  result  of  several  years'  work  by 
thousands  of  professional  and  skilled  personnel  in 
just  one  pharmaceutical  company's  research  labora- 
tories. and  by  hundreds  of  physicians  in  medical 
schools,  hospitals,  and  private  practice.  They  cover 
every  aspect  of  experience  with  this  proposed  new 
agent  from  chemical  laboratory  to  clinic,  from  mouse 
to  man.  Each  volume  could  conceivably  represent 


hundreds  of  thousands  of  dollars  of  financial  invest- 
ment, countless  hours  of  human  effort.  This  veritable 
mountain  of  data  stands  behind  every  new  agent 
offered  to  you  by  pharmaceutical  manufacturers -a 
reassuring  testimonial  to  the  efficacy,  safety  and 
purity  of  the  drugs  you  will  prescribe  today  to  lower 
the  cost  of  disease  to  your  patients. 

Pharmaceutical  Manufacturers  Association 
Pharmaceutical  Advertising  Council 

1155  Fifteenth  St.,  N.  W..  Washington,  D.C.  20005  H 


heartburn  and 
epigastric  pressure: 

The  somatic  Mask 

01  Psychic  Tension? 

Heartburn,  epigastric  pressure  or  fullness,  nausea  and  vomiting  are 
common  symptoms  of  chronic  gastritis,  Vet  in  many  cases  they  may 
represent  “somatic  masks”  — psychophysiologic  equivalents  of  psychic 
tension. 

When  gastrointestinal  symptoms  stem  from  underlying  emotional  fac- 
tors, consider  Valium  (diazepam)  in  the  over-all  treatment  program. 
Valium  (diazepam)  usually  acts  rapidly  to  reduce  psychic  tension,  and 
to  relieve  stress-induced  “somatic”  symptoms  as  well.  Calmed  and  less 
tense,  the  patient  also  tends  to  sleep  better  and  cooperate  more  will- 
ingly with  the  physician. 

Neurotic  fatigue  — the  chronic  tiredness  resulting  from  emotional 
strain  which  often  accompanies  psychogenic  gastrointestinal  symp- 
toms—may  also  be  alleviated  by  this  highly  useful  agent.  Valium 
(diazepam)  frequently  achieves  results  where  other  psychotherapeutic 
agents  have  failed. 

Valium  (diazepam)  is  generally  well  tolerated,  and  usually  does  not 
impair  mental  acuity  or  ability  to  function.  If  side  effects  such  as 
ataxia  or  drowsiness  occur,  they  usually  disappear  with  dosage  ad- 
justment. 

In  prescribing:  Dosage  — Adults:  Mild  to  moderate  psychoneurotic  reactions,  2 to 
5 mg  b.i.d.  or  t.i.d.;  severe  psychoneurotic  reactions,  5 to  10  mg  t.i.d.  or  q.i.d.;  alcohol- 
ism, 10  mg  t.i.d.  or  q.i.d.  in  first  24  hrs,  then  5 mg  t.i.d.  or  q.i.d.  as  needed;  muscle 
spasm  with  cerebral  palsy  or  athetosis,  2 to  10  mg  t.i.d.  or  q.i.d.  Geriatric  patients:  1 or 

2 mg/day  initially,  increase  gradually  as  needed. 

Contraindications:  Infants,  patients  with  history  of  convulsive  disorders  or  glaucoma. 
Warning:  Not  of  value  in  the  treatment  of  psychotic  patients,  and  should  not  be  em- 
ployed in  lieu  of  appropriate  treatment. 

Precautions:  Limit  dosage  to  smallest  effective  amount  in  elderly  patients  (not  more 
than  1 mg,  one  or  two  times  daily)  to  preclude  ataxia  or  oversedation.  Advise  patients 
against  possibly  hazardous  procedures  until  correct  maintenance  dosage  is  established; 
driving  during  therapy  not  recommended.  In  general,  concurrent  use  with  other  psy- 
chotropic agents  is  not  recommended.  Warn  patients  of  possible  combined  effects  with 
alcohol.  Safe  use  in  pregnancy  not  established.  Observe  usual  precautions  in  impaired 
renal  or  hepatic  function  and  in  patients  who  may  be  suicidal;  periodic  blood  counts 
and  liver  function  tests  advisable  in  long-term  use.  Cease  therapy  gradually. 

Side  Effects : Side  effects  (usually  dose-related)  are  fatigue,  drowsiness  and  ataxia.  Also 
reported:  mild  nausea,  dizziness,  blurred  vision,  diplopia,  headache,  incontinence, 
slurred  speech,  tremor  and  skin  rash;  paradoxical  reactions  (excitement,  depression, 
stimulation,  sleep  disturbances,  hallucinations);  changes  in  EEG  patterns.  Abrupt 
cessation  after  prolonged  overdosage  may  produce  withdrawal  symptoms  similar  to 
those  seen  with  barbiturates,  meprobamate  and  chlordiazepoxide  HC1. 

Supplied:  Tablets,  2 mg,  5 mg  and  10  mg;  bottles  of  50  for  convenience  and  economy 
in  prescribing. 

Valium;  (diazepam) 

2-mg,  5-mg,  10-mg  tablets 

Roche  Laboratories 

Division  of  Hoffmann  - La  Roche  Inc.,  Nutley,  N.  J.  07110 


Now,  now,  Mrs.  Forsythe,  we’ve  never  lost  a cold  patient  yet. 


When  she's  experiencing  acute  discomfort  from  cold  symptoms,  it's  small  wonder  the 
patient  becomes  distressed  about  her  condition. 

She  will  breathe  easier  when  you  prescribe  Novahistine  LP. 

Novahistine  LP  is  a long-acting  decongestant  that  helps  restore  normal  mucus  secretion 
and  ciliary  activity— physiologic  mechanisms  which  prevent  infection  of  the  respiratory 
tract.  A dose  of  two  tablets  taken  in  the  morning  and  repeated  in  the  evening  will  usually 
keep  air  passages  clear  for  24  hours. 


Use  cautiously  in  individuals  with  severe  hypertension,  diabetes  mellitus,  hyperthyroidism 
or  urinary  retention.  Caution  patients  who  operate  machinery  or  motor  vehicles  that  drows- 
iness may  result. 

Each  Novahistine  LP  tablet  con-  ■■■■■■  ™ ■ ■■ ■ ■ ■ 

tains  phenylephrine  hydrochloride, 

25  mg.,  and  chlorpheniramine  ma- 
leate,  4 mg. 


■ 
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When  the  stagnant  sinus 
must  be  drained... 


Transillumination  of  the  sinuses-diffuse  shadow  on  right  side  of  face  indicates  unilateral  maxillary  sinusitis. 


In  the  common  cold,  Neo-Synephrlne  is  unsurpassed 
for  reducing  nasal  turgescence.  It  stops  the  stuffy  feel- 
ing at  once.  It  opens  sinus  ostia  to  re-establish  drainage 
and  lessen  the  chance  of  sinusitis.  With  Neo-Synephrine, 
in  the  concentrations  most  commonly  used,  deconges- 
tion lasts  long  enough  for  extended  breathing  comfort, 
without  endangering  delicate  respiratory  tissue.  Sys- 
temic side  effects  are  virtually  unknown.  There  is  little 
rebound  tendency. 


Wlnthrop  Laboratories,  New  York,  N.Y.  10016 


l/jfrnf/rrpp 


Brand  of  phenylephrine  hydrochloride 

is  available  in  a variety  of  forms, 


for  all  ages: 

Va%  solution  for  infants 

V«%  solution  for  children  and  adults 

V4%  pediatric  nasal  spray  for  children 

Vj°/o  solution  for  adults 

V2%  nasal  spray  for  adults 

V2%  jelly  for  children  and  adults 

1%  solution  for  adults  (resistant  cases) 

Also  NTZ®  Solution  or  Spray 
Antihistamine-decongestant 
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following 

infection 


B and  C vitamins  are  therapy:  STRESSCAPS  B and  C vitamins  in  thera- 
peutic amounts . . . help  the  body  mobilize  defenses  during  convalescence . . . aid 
response  to  primary  therapy.  The  patient  with  a severe  infection,  and  many 
others  undergoing  physiologic  stress,  may  benefit  from  STRESSCAPS  capsules. 


Stress  Formula  Vitamins  Lederle 


Each  capsule  contains: 

Vitamin  B«  (as  Thiamine  Mononitrate)  10  mg 


Vitamin  B2  (Riboflavin)  10  mg 

Vitamin  B*  (Pyridoxine  HCI)  2 mg 

Vitamin  BJ2  Crystalline  4 mcgm 

Vitamin  C (Ascorbic  Acid)  300  mg 

Niacinamide  100  mg 

Calcium  Pantothenate  20  mg 


Recommended  intake:  Adults,  1 capsule 
daily,  for  the  treatment  of  vitamin  deficien- 
cies. Supplied  in  decorative  “reminder” 
jars  of  30  and  100;  bottles  of  500. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 
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one 


meal  a day 


A Plegine  (Phendimetrazine  bitartrate)  tablet 
taken  an  hour  before  each  meal  affords  peak 
activity  at  mealtime,  when  it  is  needed  most. 
Reminds  patients  to  eat  according  to  your 
prescribed  diet  plan. 

ti.d,/ Plegine 

Phendimetrazine  Bitartrate 

provides  peak  appetite  suppression  when  it's  needed  most 


Indications:  Recommended  in  the  management  of 
excessive  appetite  leading  to  obesity. 

Cautions  and  Contraindications:  No  adverse  effects  on 
blood  pressure,  heart  rate,  and  respiration  have  been 
reported.  However,  as  is  true  for  all  medications  of  this 
type,  Plegine  (Phendimetrazine  bitartrate)  is  not  rec- 
ommended for  patients  with  coronary  disease,  severe 
hypertension,  or  thyrotoxicosis,  and  should  be  used 
with  caution  in  highly  nervous  or  agitated  individuals. 


Side  Effects:  There  have  been  occasional  reports  of  in- 
somnia and  nervousness.  Rare  instances  of  mouth 
dryness,  nausea,  blurring  of  vision,  dizziness,  consti- 
pation, and  stomach  pain  have  been  noted. 


AYERST  LABORATORIES  New  York,  N.Y.  10017  • Montreal,  Canada 


Month  in  Washington 


The  Johnson  administration’s  health  legis- 
lation program  this  year  includes  proposals  to 
expand  Medicare  and  limit  Medicaid,  and  more 
money  is  being  requested  for  most  federal  ac- 
tivities in  the  health  field. 

President  Johnson  also  has  asked  Congress 
for  anti-aii-  pollution  legislation  and  stricter 
anti-water  measures. 

The  President  termed  Medicare  “an  unquali- 
fied success,”  but  added  “there  are  improve- 
ments which  can  be  made  and  shortcomings 
which  need  prompt  attention.”  He  proposed 
that  the  1.5  million  disabled  persons  receiving 
other  Social  Security  and  railroad  retirement 
benefits  also  be  included  under  Medicare.  He 
said  “certain  types  of  podiatry”  should  be  in- 
cluded in  Medicare  benefits.  He  further  di- 
rected the  Secretary  of  Health,  Education,  and 
Welfare  “to  undertake  immediately  a compre- 
hensive study  of  the  problems  of  including 
drugs  under  Medicare.” 

Johnson  noted  that  only  415,000,  less  than 
half  of  the  850,000  total,  of  nursing  home  beds 
in  the  nation  met  Federal  standards  and  that 
only  3,000  of  the  total  of  20,000  nursing  homes 
had  qualified  under  Medicare.  To  move 
toward  correcting  this  situation,  he  wants  more 
money  for  more  health  facilities  and  better 
health  care  institutions  for  the  aged.  The 
President  called  for  extension  of  existing  legis- 
lation to  improve  state  and  local  health  planning 
for  the  elderly  and  to  launch  special  pilot  proj- 
ects to  bring  comprehensive  medical  and  re- 
habilitation services  to  the  aged. 

As  for  limiting  Medicaid  (Title  19  of  Social 
Security),  Johnson  said  that  a state  should  not 
be  permitted  to  have  its  income  ceilings  for 
medical  assistance  more  than  50  per  cent  higher 
than  the  level  set  for  welfare  assistance.  The 
Medicaid  program,  which  now  gives  states  carte 
blanche  as  to  income  standards,  became  the 
subject  of  widespread  controversy  after  New 
York  set  an  eligibility  standard  of  $6,000  net 
income  for  a family  of  four.  Twenty-eight 
states  and  jurisdictions  had  Medicaid  programs 
by  January  1,  1967,  and  it  is  estimated  that  30 
will  have  them  by  July  1,  1967,  and  48  by  July, 
1968.  Title  19  programs  replace  the  medical 
vendor  payment  part  of  existing  Federal-State 
welfare  programs,  including  Kerr-Mills. 

The  administration’s  fiscal  1968  budget  calls 
for  general  fund  expenditures  of  $11.7  billion  for 
carrying  out  existing  and  proposed  new  pro- 
grams of  the  Department  of  Health,  Education, 
and  Welfare  (HEW).  This  is  an  increase  of 
$1.0  billion  over  current  year  spending.  In 

Prepared  by  the  Washington,  D.C.,  Office  of  the  American 
Medical  Association. 


addition  to  the  general  fund  outlays  on  behalf 
of  HEW,  the  budget  forecasts  benefit  payment 
and  administrative  expenditures  in  1968  from 
Social  Security  trust  funds  in  the  amount  of 
$31.0  billion,  an  increase  of  $5.5  billion  over 
1967. 

Health  program  highlights  of  the  HEW 
budget  include: 

— A 5 per  cent  increase,  to  $1.45  billion,  for 
medical  research. 

(Dollars  in  Millions) 
1967  1968 

— Food  and  Drug  Administration.  . $64  $68 

The  $4  million  increase  will  be  used  to:  (1) 

expedite  the  review  and  surveillance  of  new 
drugs  for  safety  and  efficacy;  (2)  expand 
extramural  research  into  the  side  effects  of  oral 
contraceptives:  (3)  expand  the  program  estab- 

lished under  last  year’s  Drug  Abuse  Control 
Amendments;  and  (4)  carry  out  the  new  Fair 
Packaging  and  Labelling  Act.  The  1968 
budget  will  also  emphasize  regulation  of  barbi- 
turates, amphetamines,  and  other  drugs  affect- 
ing the  central  nervous  system,  and  a step-up 
in  F.D.A.’s  food  standards  program. 

— Regional  Medical  Programs — $16  million. 

It  is  expected  that  grants  will  be  awarded  to 
regional  groups  in  1968  primarily  to  support  a 
rapid  expansion  throughout  the  nation  of 
operational  activities  begun  during  1967,  and 
an  expansion  and  supplementation  of  planning 
activities  begun  in  1966.  Emphasis  will  be  on 
regional  planning  and  coordination  of  medical 
resources,  continuing  education  for  doctors  and 
other  medical  personnel,  and  the  rapid  distribu- 
tion of  new  knowledge  and  technics. 

— The  total  Children’s  Bureau  budget  request 
for  fiscal  year  1968  is  almost  $246  million,  an 
increase  of  about  5 per  cent  or  about  $11  million 
over  1967.  The  largest  share  of  the  approxi- 
mately $11  million  increase  is  $5  million  addi- 
tional for  special  project  grants  for  health  of 
school  and  pre-school  children. 

* * * 

The  Army  and  Navy  will  draft  2,118  medical 
doctors  and  111  osteopaths  starting  in  July. 
The  Defense  Department  said  Selective  Service 
was  requested  to  provide  the  doctors  because  an 
insufficient  number  had  volunteered  to  be  able 
to  replace  men  leaving  service  after  two  years’ 
active  duty.  The  Air  Force  is  meeting  its  need 
and  will  not  participate  in  the  summer  draft 
call.  Of  the  2,229  doctors  to  be  drafted,  1,537 
will  go  on  duty  in  the  Army  and  692  in  the  Navy. 

Last  April,  the  Armed  Forces  issued  new 

continued  on  page  758 
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In  peptic  ulcer... 

antacid 


new 

benefit 


CONTAINS  A BALANCED 
COMBINATION 
OF  THE  MOST  WIDELY 
USED  ANTACIDS— 

FOR  RAPID 
NEUTRALIZATION. 

PLUS  SIMETHICONE— 

TO  CONTROL 
THE  FACTOR  WHICH 
ANTACIDS  ALONE 
CANNOT  INFLUENCE. 


■ In  Mylanta,  aluminum  and  magnesium  hydroxides  are 
balanced  to  minimize  the  chance  of  constipation  or  taxation 
and  still  achieve  rapid  acid  neutralization  and  pain  relief. 

■ The  positive  action  of  simethicone  helps  relieve  the  pain- 
ful gas  symptoms  which  often  accompany  the  peptic  ulcer 
syndrome. 

■ The  nonfatiguing  flavor  and  smooth,  nongritty  consistency 
of  tablets  and  liquid  encourage  continued  patient  coopera- 
tion during  long-term  therapy. 


Composition:  Eacli  Mylanta  chewable  tablet  or  teaspoonful  (5  ml.) 
of  liquid  contains:  magnesium  hydroxide.  200  mg.;  aluminum  hydrox- 
ide, dried  gel,  200  mg.;  simethicone,  20  mg.  Dosage:  one  or  two  tab- 
lets, well  chewed  or  allowed  to  dissolve  in  the  mouth,  or  one  or  two 
teaspoonfuls  of  liquid  to  be  taken  between  meals  and  at  bedtime. 


The  Stuart  Company,  Pasadena,  California 
Division  of  Atlas  Chemical  Industries,  Inc. 
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NorinyL** 

(norethindrone  2 mg.  c mestranol  %/  0.1  mg.) 

for  multiple  contraceptive  action  that  has 
produced  a record  of  unexcelled  effectiveness 


inhibition  of  ovulation  by  means  of 
2 time-proved  hormonal  agents 

production  of  a cervical  mucus  hostile  to 
sperm  motility  and  vitality 

creation  of  an  endometrium  unreceptive 
to  egg  implantation 


no  unplanned  pregnancies 

Norinyl  provides  multiple  action  for 
maximum  assurance  of  success.  It  does 
not  depend  on  ovulation  inhibition 
alone  for  contraceptive  effectiveness. 
The  mechanism  of  action  of  combined 
hormonal  therapy  results  in  ovulation 
inhibition  reinforced  by  other  protec- 
tive mechanisms,  including  a hostile 
cervical  mucus1'13  and  an  acceleration 
of  endometrial  changes. 1'3-7'16  With 
Norinyl,  no  unplanned  pregnancies 
have  been  reported  to  date  when  used 
as  directed. 
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plus  important  supportive 
benefits  that  help  her  through 
those  critical  early  months 
of  oral  contraception 


low  incidence  of  side  effects 

Low  incidence  of  BTB  and  spot- 
ting, nausea  and  amenorrhea 
tends  to  minimize  side  effect 
problems  and  increases  patient 
cooperation. 

no  confusion  about  dosage 

An  unbreakable  “confusionproof 
package  makes  it  easy  to  adhere 
to  prescribed  dosage  schedule:  in- 
dividually sealed  tablets  numbered 
from  1 through  20  plus  monthly 
calendar  record  enables  patient 
to  double-check  dosage  intake  by 
day  and  corresponding  tablet  num- 


Contraindications:  Thrombophlebitis  or  pul- 
monary embolism  (current  or  past).  Exist- 
ing evidence  does  not  support  a causal 
relationship  between  use  of  Norinyl  and 
development  of  thromboembolism.  While 
a study  which  was  conducted  does  not 
resolve  definitively  the  possible  etiologic 
relationship  between  progestational  agents 
and  intravascular  clotting,  it  tends  to  con- 


firm the  findings  of  the  Ad  Hoc  Advisory 
Committee  appointed  by  the  Food  and 
Drug  Administration  to  review  this  possi- 
bility. Cardiac,  renal  or  hepatic  dysfunc- 
tion. Carcinoma  of  the  breast  or  genital 
tract.  Patients  with  a history  of  psychic 
depression  should  be  carefully  studied  and 
the  drug  discontinued  if  depression  recurs 
to  marked  degree.  Patients  with  a history 
of  cerebral  vascular  accident. 

Warning:  Discontinue  medication  pending 
examination  if  there  is  sudden  partial  or 
complete  loss  of  vision,  or  if  there  is  a 
sudden  onset  of  proptosis,  diplopia  or  mi- 
graine. If  examination  reveals  papilledema 
or  retinal  vascular  lesions,  medication 
should  be  withdrawn. 

Precautions:  By  May  1963,  experience  with 
norethindrone  2 mg.— mestranol  0.1  mg. 
had  extended  over  24  months.  Through 
miscalculation,  omission  or  error  in  taking 
the  recommended  dosage  of  Norinyl,  preg- 
nancy may  result.  If  regular  menses  fail 
to  appepr  and  treatment  schedule  has 
not  been  adhered  to,  or  if  patient  misses 
two  menstrual  periods,  possibility  of  preg- 
nancy should  be  resolved  before  resuming 
Norinyl.  If  pregnancy  is  established, 
Norinyl  should  be  discontinued  during 
period  of  gestation  since  virilization  of  the 
female  fetus  has  been  reported  with  oral 
use  of  progestational  agents  or  estrogen. 
When  lactation  is  desired,  withhold 
Norinyl  until  nursing  needs  are  established. 
Existing  uterine  fibroids  may  increase  in 
size.  In  metabolic  or  endocrine  disorders, 
careful  clinical  preevaluation  is  indicated. 
A few  patients  without  evidence  of  hyper- 
thyroidism had  elevated  serum  protein- 
bound  iodine  levels,  which  in  the  light  of 
present  knowledge,  does  not  necessarily 
imply  hyperthyroidism.  Protein-bound 
iodine  increased  following  estrogen  admin- 
istration. Bromsulphalein  retention  has  oc- 
curred in  up  to  25%  of  patients  without 
evidence  of  hepatic  dysfunction.  Studies 
from  24-hour  urine  collections  have 
shown  an  increase  in  aldosterone  and  17- 


ketosteroids  and  decrease  in  17-hydroxy- 
corticoid  levels.  Thus,  Norinyl  should  be 
discontinued  prior  to  and  during  thyroid, 
liver  or  adrenal  function  tests.  Because 
progestational  agents  may  cause  fluid  re- 
tention, conditions  such  as  epilepsy, 
migraine  and  asthma  require  careful  obser- 
vation. Thus  far  no  deleterious  effect  on 
pituitary,  ovarian  or  adrenal  function  has 
been  noted;  however,  long-range  possible 
effect  on  these  and  other  organs  must 
await  more  prolonged  observation. 
Norinyl  should  be  used  with  caution  in 
patients  with  bone,  renal  or  any  disease  in- 
volving calcium  or  phosphorus  metabolism. 
Side  Effects:  Intermenstrual  bleeding; 
amenorrhea;  symptoms  resembling  early 
pregnancy,  such  as  nausea,  breast  engorge- 
ment or  enlargement,  chloasma  and  minor 
degree  of  fluid  retention  (if  these  should 
occur  and  patient  has  not  strictly  adhered 
to  medication  plan,  she  should  be  tested 
for  pregnancy);  weight  gain;  subjective 
complaints  such  as  headache,  dizziness, 
nervousness,  irritability;  in  a few  patients 
libido  was  increased.  In  a total  of  3,090 
pa'ients,  2.2%  discontinued  medication  be- 
cause of  nausea. 

NOTE:  See  sections  on  contraindications 
and  precautions  for  possible  side  effects 
on  other  organ  systems. 

Dosage  and  Administration:  One  Norinyl 

tablet  orally  for  20  days,  commencing  on 
day  5 through  and  including  day  24  of  the 
menstrual  cycle.  (Day  1 is  the  first  day  of 
menstrual  bleeding.) 

Availability:  Dispensers  of  20  and  60  tab- 
lets; bottles  of  100. 

References:  t.  Council  on  Drugs.  JAMA  187:664  (Feb. 
29)  1964.  2.  Brvans,  F.  E.:  Canad  Med  Ass  J 92:287 
(Feb.  6)  1965.  3.  Goldzieher,  J.  W.:  Med  Clin  N Amer 
48:529  (Mar.)  1964.  4.  Cohen.  M.  R.-.  Paper  presented 
at  Symposium  on  Low-Dosage  Oral  Contraception,  Palo 
Alto,  Calif  . July  15.  1965.  Reported  in  Med  Sci  16:26 
(Nov.)  1965.  5.  Hammond,  D.  0 : Ibid.  6.  R.ce-Wray,  E., 
Goldzieher,  J.  W.,  and  Aranda- Rosell,  A..  Fertil  Steril 
14:402  (jul.-Aug.)  1963.  7.  Goldzieher,  J.  W.,  Moses. 
L.  E.,  and  Ellis,  L.  T.:  JAMA  180:359  (May  5)  1962. 
8.  Kempers,  R.  D. : GP  29:88  (Jan.)  1964.  9.  Tyler,  E.T.: 
JAMA  187:562  (Feb.  22)  1964.  10.  Rudel,  H.  W..  Mar- 
tmez-Manautou,  J.,  and  Maqueo-Topete,  M : Fertil  Steril 
16:158  (Mar.  Apr.)  1965.  tl.  Flowers,  C.  E.,  Jr.:  N 
Carolina  Med  J 25:139  (Apr.)  1964.  12.  Goldzieher,  J. 
W.:  Appl  Ther  6:503  (June)  1964.  13.  The  Control  of 
Fertility.  Report  adopted  by  the  Committee  on  Human 
Reproduction  of  the  American  Medical  Association.  JAMA 
194:462  (Oct.  25)  1965.  14.  Flowers.  C.  E..  Jr.:  JAMA 
188:1115  (June  29)  1964.  15.  Merritt,  R.  l.rAppITher 
6:427  (May)  1964.  16.  Newland,  D.  0.:  Paper  presented 
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Os 

frontale 


Sinus 

frontalis 


Maxilla 


Os 

lacrimale 


Cellulae 

ethmoidales 


special  formula 
for  a 

special  problem 


sped finally  formulated 
for  symptomatic 
relief  of  sinus  headache 


Sinus  headache  is  not  a single  entity, 
but  a chain  reaction  of  pain. 
It  is  facial  pain-deep,  dull,  aching  and 
nonpulsating.  It  is  referred  pain- 
originating  in  the  nose  and  sinuses  but 
felt  at  another  site.  It  may  become 
generalized  pain  and  tension  in  head  and 
neck.  It  is  one  or  all  of  these. 
The  Sinutab  formula  is  designed 
for  symptomatic  relief  of  sinus  headache. 
It  provides  two  analgesics  to  relieve 
pain  and  discomfort... an  effective  oral 
decongestant  to  reduce  mucosal  congestion... 

and  an  antihistamine  to  help 
control  allergic  manifestations. 
Side  Effects:  Epigastric  distress,  drowsi- 
ness, dizziness,  insomnia  and  nervousness. 
Precautions:  Instruct  patients  not  to  drive 
or  operate  machinery  if  drowsiness  occurs. 
Use  with  caution  in  patients  with  thyroid 
disease,  heart  disease,  hypertension,  diabetes 
or  kidney  disease.  Excessive  dosage  or 
prolonged  use  may  cause  kidney  damage. 
Dosage:  Adults— 2 tablets  every  4 hours. 


WARN  ER  - CHILCOTT 

Morris  Plains,  N.J. 
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SINUTAB 

for  sinus  headache 
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Each  tablet  contains 
150  mg.  acetaminophen, 
150  mg.  phenacetin, 
25  mg.  phenylpropanolamine  HC1. 
and  22  mg.  phenyltoloxamine 


continued  from  page  752 

regulations  under  which  doctors  of  osteopathy 
who  volunteered  for  service  could  be  com- 
missioned. The  Pentagon  said  fewer  than  a 
dozen  had  volunteered. 

* * * 

New  clinical  studies  are  being  permitted  with 
dimethyl  sulfoxide  (DMSO)  under  guidelines 
established  to  provide  the  maximum  protection 
possible  for  patients  receiving  the  drug.  James 
L.  Goddard,  M.D.,  Commissioner  of  Food  and 
Drugs,  said:  “A  comprehensive  evaluation  of 

all  data  available  to  us  on  DMSO  has  been 


completed.  Indications  that  the  drug  may  be 
of  value  in  treating  certain  conditions  justify 
further  clinical  investigations.”  He  warned, 
however,  that  these  trials  must  be  carefully 
planned  and  controlled.  “Serious  toxic  signs 
are  observed  in  animals  used  in  DMSO  ex- 
periments,” Goddard  said.  “Since  these  ef- 
fects vary  considerably  among  different  species, 
it  is  possible  that  the  drug  could  be  less  toxic  in 
humans.  But  this  cannot  be  taken  for  granted.” 
Occurrences  of  eye  changes  in  DMSO-treated 
animals  led  the  Food  and  Drug  Administration 
to  suspend  clinical  trials  with  the  drug  a year 
ago. 


Medical  Meetings 


Refresher  course  in  pediatrics 

A five-day  refresher  course  in  pediatrics,  spon- 
sored by  The  Children’s  Hospital  of  Philadel- 
phia and  the  Department  of  Pediatrics,  School 
of  Medicine,  University  of  Pennsylvania,  will 
be  held  May  1 through  5.  The  course  has  been 
accredited  for  27  hours  by  the  American  Acad- 
emy of  General  Practice.  Tuition  for  the 
course  is  $175. 

For  further  information  and  registration 
write:  The  Children’s  Hospital  of  Philadelphia, 

Postgraduate  Education  Committee,  1740  Bain- 
bridge  Street,  Philadelphia,  Pennsylvania  19146. 


Seminar  on  glaucoma 

The  glaucoma  clinic  of  the  Brooklyn  Eye  and 
Ear  Hospital  will  conduct  its  semiannual  semi- 
nar on  glaucoma  on  May  15,  16,  and  17.  Par- 
ticular emphasis  is  placed  on  the  use  of  the 
gonioprism  and  applanation  tonometry.  Tonog- 

Material  for  inclusion  in  the  medical  meetings  section  must 
be  received  six  weeks  prior  to  publication  date. 


raphy  and  other  diagnostic  methods  will  be 
demonstrated  and  discussed,  including  the 
Maklakov  and  Tonair  tonometers  and  the 
scleral  suction  cup.  Practical  experience  is 
given,  using  patients  selected  from  the  glaucoma 
and  regular  clinics. 

The  tuition  fee  is  $75  and  registration  is 
limited  to  six  ophthalmologists.  Reservations 
will  be  accepted  in  the  order  of  their  receipt. 

For  further  information  write:  A.  S.  Rosen- 

berg, M.D.,  Brooklyn  Eye  and  Ear  Hospital, 
29  Greene  Avenue,  Brooklyn,  New  York  11238. 

International  congress  of 
group  psychotherapy 

The  fourth  international  congress  of  group 
psychotherapy,  sponsored  by  the  International 
Council  of  Group  Psychotherapy,  will  be  held 
September  15  through  18, 1968  in  Austria,  at  the 
University  of  Vienna. 

For  reservations  and  further  information 
write:  International  Council  of  Group  Psycho- 

therapy, P.O.  Box  311,  Beacon,  New  York 
12508. 
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Blood-glucose 
screening  for  ajj 
your  patients? 


...because  "Abnormalities  of  glucose 
metabolism  are  among  the  [most 
common]  encountered  in  clinical 
practice....”*  Simple,  quick,  econom- 
ical blood-glucose  screening 
with  Dextrostix®  Reagent  Strips  is 
Practicable  in  every  regular  physical 
examination,  emergency  situation, 
and  whenever  hypo-  or  hyper- 
glycemia may  be  of  clinical 
significance-for  “The  precision 
and  accuracy  of  Dextrostix 
...meet  the  need  for  an  always 
available  simple  screening 
method....’’*  All  that  is  required 
:or  screening  with 
Dextrostix  is  60  seconds 
land  a globular  drop  of 
capillary  or  venous  blood. 

Abnormal  readings  will  be 
a valuable  aid  to  diagnosis; 
normals  will  help  you 
establish  an  important 
aaseline  for  future  reference. 

Marks,  V.,  and  Dawson,  A.: 

3rit.  M.  J.  1 :293,  1965. 

DEXTROSTIX— 

arovides  a clinically  useful 
determination  when  performed 
[according  to  directions* 

CEXTROSTIX  is  not  intended  to  replace 
he  more  precise  analytical  laboratory  methods. 


Yes— aU  your  patients 


AMES  COMPANY,  INC. 
Elkhart,  Indiana 


AMES 


165 


Against  these  three  major  pathogens . . . 


V-Cillin  K®  provides  dependable  oral  antibacterial  activity 


because  it  combines  a high  degree  of  in-vitro  activity... 

Staph. Aureus(Penicillin-Sensitive)  Streptococcus,  Group  A Diplococcus  Pneumoniae 


Antibiotic 

MIC  (meg. /ml.) 
Median  Range 

MIC  (meg. /ml.) 
Median  Range 

MIC  (meg. /ml.) 
Median  Range 

Penicillin  V 

0.02 

0.02-0.04 

0.02 

0.003-0.4 

0.01 

0.005-0.2 

Penicillin  G 

0.02 

0.005-1.6 

0.005 

0.002-0.2 

0.02 

0.01-0.1 

Methicillin 

1.6 

0.4-6. 3 

0.2 

0.1 -0.4 

0.2 

0.1-1.6 

Oxacillin 

0.4 

0.1 -3.1 

0.04 

0.02-0.4 

0.1 

0.04-0.8 

Cloxacillin 

0.2 

0.2-0. 8 

0.1 

0.1 -0.8 

- 

- 

Nafcillin 

0.4 

0.2-0. 8 

0.04 

0.02-0.1 

0.02 

0.02-0.2 

Ampicillin 

0.2 

0.1 -0.8 

0.02 

0.01-0.04 

0.02 

0.01-0.04 

Adapted  from  Klein,  J.  O.,  and  Finland,  M.:  New  England  J.  Med. ,269  1019,  1963. 


with  high  blood  levels,  even  in  the  presence  of  food 


Adapted  from  Griffith,  R.  S.,  and  Black,  H.  R.:  Current  Ther.  Res.,  6 253,  1964. 
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Potassium  Phenoxymethyl  Penicillin 


(See  next  page  tor  prescribing  information.) 


New  500  mg.  tablets ...  a more  convenient  way  to  give  high  doses 


Description:  V-Cillin  K is  the  potassium  salt  of  V-Ci  1 1 i n R (phenoxy- 
methyl  penicillin,  Lilly).  This  chemically  improved  form  combines  acid 
stability  with  immediate  solubility  and  rapid  absorption.  Higher  serum 
levels  are  obtained  more  rapidly  with  this  penicillin  than  with  equal 
oral  doses  of  penicillin  G The  higher  serum  levels  and  acid  stability  of 
V-Cillin  K make  it  a more  dependable  penicillin  for  oral  use. 

V-Cillin  K,  Pediatric,  is  an  oral  solution  of  clinically  proved  V-Cillin  K 
in  teaspoon  dosage  form.  When  mixed  as  directed,  each  5 cc.  (ap- 
proximately one  teaspoonful)  will  contain  125  mg.  (200,000  units) 
phenoxymethyl  penicillin  as  the  potassium  salt. 

Indications:  V-Cillin  K has  been  shown  to  be  effective  in  the  treatment 
of  streptococcus,  pneumococcus,  and  gonococcus  infections  as  well  as 
infections  caused  by  sensitive  strains  of  staphylococci.  It  may  be  used 
for  the  prophylaxis  of  streptococcus  infections  in  patients  with  a history 
of  rheumatic  fever  and  for  the  prevention  of  bacterial  endocarditis 
after  tonsillectomy  and  tooth  extraction  in  those  patients  with  a history 
of  rheumatic  fever  or  congenital  heart  disease. 

Contraindication:  V-Cillin  K should  not  be  administered  to  a patient 
with  a history  of  penicillin  hypersensitivity. 

Precautions:  V-Cillin  K should  be  used  cautiously,  if  at  all,  in  a pa- 
tient with  a strongly  positive  history  of  allergy.  Reactions  occur  more 
frequently  in  individuals  with  bronchial  asthma  or  other  allergies  or  in 


those  who  have  previously  demonstrated  sensitivity  to  penicillin,  ll 
hypersensitivity  reactions  occur,  the  drug  should  be  discontinued. 
Adverse  Reactions:  Although  serious  allergic  reactions  are  mucll 
less  common  with  administration  of  oral  penicillin  than  with  intramuscul 
lar  forms,  skin  rash,  symptoms  resembling  those  of  serum  sickness,  ol 
other  manifestations  of  penicillin  allergy  may  occur.  When  penicillin  i I 
administered,  measures  for  treating  anaphylaxis  should  be  readihl 
available.  Those  include  epinephrine,  oxygen,  and  pressor  drugs  fol 
relief  of  immediate  allergic  manifestations  as  well  as  antihistamine: 
and  corticosteroids  for  delayed  effects. 

The  use  of  antimicrobial  agents  may  be  associated  with  the  over 
growth  of  antibiotic-resistant  organisms;  in  such  a case,  antibiotic  ad 
ministration  should  be  stopped  and  appropriate  measures  taken. 
Administration  and  Dosage:  For  Tablets  V-Cillin  K and  for  V-Cillir 
K,  Pediatric,  the  usual  dosage  ranges  from  125  mg.  (200,000  units) 
three  times  a day  to  500  mg.  (800,000  units)  every  four  hours.  For  in- 
fants, the  daily  dosage  may  be  50  mg,  per  Kg.  of  body  weight  dividec 
into  three  doses. 

Beta-hemolytic  streptococcus  infections  without  associated  bacte 
remia  may  be  treated  with  200,000  to  400,000  units  three  times  a day 
Therapy  should  be  continued  for  a minimum  of  ten  days  to  prevent  de- 
velopment of  rheumatic  fever  and/or  other  serious  complications.  Dos- 
age for  routine  streptococcus  prophylaxis  in  patients  with  a history  ol 
rheumatic  fever  or  congenital  heart  disease  may  be  200,000  units  once 
or  twice  daily.  When  such  patients  undergo  tonsillectomy,  tooth  extrac- 
tion, or  other  minor  surgery,  the  prophylactic  dose  should  be  500,000 
units  every  six  hours  given  two  days  prior  to  surgery  and  for  two  days 
postoperatively.  If  oral  medication  is  not  feasible  on  the  day  of  sur- 
gery, parenteral  therapy  should  be  considered.  Mild  to  moderately 
severe  pneumococcus  pneumonia  has  been  treated  effectively  with  I 
250  mg.  every  six  hours. 

In  staphylococcus  infections,  400,000  units  or  more  should  be  given 
every  six  to  eight  hours  in  conjunction  with  indicated  surgical  proce- 1 
dures. 

For  gonorrhea  in  males,  500  mg.  (800,000  units)  every  six  hours  for  ; 
three  doses  may  be  employed;  in  females,  500  mg.  every  four  hours  for  I 
six  doses  are  recommended.  Patients  with  a suspected  lesion  of  syphilis  1 
should  have  a dark-field  examination  before  receiving  penicillin  and 
monthly  serologic  tests  for  a minimum  of  three  months. 

How  Supplied:  Tablets  V-Cillin  K,  U.S.P  , 125  mg.  (200,000  units),  in 
bottles  of  50  and  100,  250  mg.  (400,000  units),  and  500  mg.  (800,000 
units)  in  bottles  of  24  ond  100. 

V-Cillin  K,  Pediatric,  for  Oral  Solution,  125  mg.  (200,000  units)  per  , 
5 cc.  of  solution,  in  40,  80,  and  150-cc.-size  packages. 

Additional  inlormalion  available  to  physicians  upon 
request.  Eli  Lilly  and  Company,  Indianapolis,  Indiana 
46206. 
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Medical  News 


Student  council  lecture 

At  the  annual  student  council  lecture,  Adrian 
Kantrowitz,  M.D.,  professor  of  surgery,  Down- 
state  Medical  Center,  and  director  of  surgical 
services,  Maimonides  Medical  Center,  will  speak 
on  “New  Horizons  in  Cardiac  Surgery.”  The 
meeting  will  be  held  March  20  at  4:00  p.m. 
in  the  first  floor  lecture  hall,  Basic  Sciences 
Building,  Downstate  Medical  Center,  450 
Clarkson  Avenue,  Brooklyn,  New  York  11203. 

Albany  Medical  College 
offers  teaching  days 

The  Department  of  Postgraduate  Medicine 
of  Albany  Medical  College  is  offering  a teaching 
day  in  hematology  on  March  23  and  a teach- 
ing day  in  pediatrics  on  March  30  at  10:00 
a.m.  at  Huyck  Auditorium.  The  registration 
fee  for  each  session  is  $15. 

At  the  March  23  session,  the  following  sub- 
jects and  speakers  will  be  presented:  “Re- 

fractory Anemias  Including  the  Aplastic  Ane- 
mias,” Richard  W.  Vilter,  M.D.,  professor  and 
director,  Department  of  Internal  Medicine, 
University  of  Cincinnati  College  of  Medicine; 
“Hereditary  Hemolytic  Anemias,”  Robert  I. 
Weed,  M.D.,  associate  professor  of  medicine, 
University  of  Rochester  School  of  Medicine 
and  Dentistry;  “Pernicious  Anemia  and  Other 
Macrocytic  Anemias,  “Richard  W.  Vilter, 
M.D.;  “Hemolytic  Disease  of  the  Newborn,” 
Fred  H.  Allen,  Jr.,  M.D.,  director  of  labora- 
tories, New  York  Blood  Center;  “Sickle  Cell 
Anemia  and  Other  Hemoglobinopathies,”  Rob- 
ert I.  Weed,  M.D. 

The  March  30  program  on  pediatrics  will 

Material  for  inclusion  in  the  medical  news  section  must  be 
received  six  weeks  prior  to  publication  date. 


feature  the  following:  “Structure  and  Metab- 

olism of  Immunoglobulins,  “Edward  C.  Frank- 
lin, M.D.,  associate  professor  of  medicine, 
New  York  University  School  of  Medicine; 
“Development  of  the  Lymphoid  System  and 
Immunological  Competence”;  Robert  Alan 
Good,  M.D.,  professor  of  pediatrics,  University 
of  Minnesota  Medical  School;  “Inherited  and 
Acquired  Serum  Complement  Defects,”  Fred 
S.  Rosen,  M.D.,  assistant  professor  of  pediatrics, 
Harvard  Medical  School. 

Blood  Banks  Association  to  meet 

The  Blood  Banks  Association  of  New  York 
State  will  hold  its  annual  meeting  at  the 
Albert  Einstein  College  of  Medicine,  Yeshiva 
University,  The  Bronx,  on  May  5.  An  ad- 
vance program  and  abstracts  will  be  available 
on  or  about  April  1.  Write  to:  Executive 

Secretary,  Box  85,  Connelly,  New  York  12417. 

Alumni  day  at  Brooklyn 
Eye  and  Ear  Hospital 

The  sixteenth  annual  alumni  day  scientific 
meeting  will  take  place  May  6 at  Brooklyn  Eye 
and  Ear  Hospital.  The  program  on  otolaryn- 
gology will  feature  a symposium  on  mastoid  sur- 
gery and  tympanoplasty,  and  surgical  principles 
and  technic  by  guest  lecturer,  Harold  F.  Schu- 
knecht,  M.D.,  professor  of  otorhinolaryngology, 
Harvard  Medical  School.  The  program  on 
ophthalmology  will  consist  of  a symposium  on 
lid  ptosis  and  a symposium  on  surgery  of  the 
vitreous  in  the  anterior  segment  of  the  eye. 

For  information  write:  Mrs.  Ruth  Patten- 

den,  corresponding  secretary,  Brooklyn  Eye 
and  Ear  Hospital  Alumni  Association,  29 
Greene  Avenue,  Brooklyn,  New  York  11238 
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the  Searing  (Poams  of 
Inflammatory  Neuritis 


PROTAMIDE 


colloidal  solution 
of  denatured 
proteolytic  enzyme 


provides  the  selective  fast-acting  relief . . . 


Repeatedly  in  published  clinical  studies,1-10 
investigators  stress  the  following  thera- 
peutic characteristics: 

• relief  of  inflammatory  pain  (non-trau- 
matic)  is  prompt— particularly  when  ad- 
ministered early.1-4 

• disability  time  is  shortened  from  weeks 
to  days.7 

• so  specifically  effective  is  Protamide  that 
a positive  response  is  diagnostic  of  in- 
flammatory neuritis.3’4 

• prompt  relief  is  observed  even  in  oph- 
thalmic herpes  zoster.5  6 

• incidence  of  sequelae  such  as  posther- 
petic neuralgia  is  reduced.1-4 

• consistently  described  as  the  therapy  of 
choice.1-3-6 


Administration: 

In  neuritis  and  herpes  zoster,  one  ampul 
I.M.  daily  for  2 to  5 days  usually  relieves 
pain  completely  in  patients  treated  early. 
Well  tolerated.1-10  However,  inadvertent  in- 
travenous administration  may  cause 
anaphylactoid  reaction. 

—Boxes  of  10  ampuls,  1.3  cc.  each.— 

References:  (1)  Baker,  A.  G.:  Penn.  Med.  J.  63: 697- 
698  (May)  1960.  (2)  Smith,  R.  T.:  New  York  Med. 
8:16-19  (Aug.  20)  1952.  (3)  Smith,  R.  T.:  Med.  Clin.  N. 
America  (March)  1957.  (4)  Lehrer,  H.  W.;  Lehrer,  H.  G., 
and  Lehrer,  D.  R.:  Northw.  Med.  54: 1249-1252  (Nov.) 
1955.  (5)  Sforzolini,  G.  S.:  Arch  Ophthal.  62-381-385 
(Sept.)  1959.  (6)  Shupala,  E.:  W.  Virginia  Med.  J. 
56:191-193  (June)  1960.  (7)  Xander,  G.  W.:  Western 
Med.  1:14-17  (Sept.)  1960.  (8)  Combs,  F.  C„  and 
Canizares,  O.:  New  York  J.  Med.  (Mar.  15)  1952,  pp. 
706-708.  (9)  Marsh,  W.  C.:  U.S.  Armed  Forces  Med.  J. 
1:1045  (Sept.)  1950.  (10)  Love,  T.  R.:  Rocky  Mountain 
Med.  J.  50:873  (Nov.)  1953. 
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Abstracts 


Robbins,  E.,  and  Robbins,  L.:  Arson;  with 

special  reference  to  pyromania,  New  York 
State  J.  Med.  67:  795  (Mar.  15)  1967. 

Four  types  of  arson  are  recognized:  arson  for 
profit,  arson  to  cover  up  crime,  arson  for  re- 
venge, and  pyromania.  Pyromania  is  the 
second  most  prominent  motive;  70  per  cent  of 
arsonists  are  either  psychotic  or  mentally  de- 
fective, many  of  them  schizophrenic.  Al- 
coholism may  be  related  to  fire  setting  also. 

Goodwin,  M.  R.:  Electron  microscope  and 

its  application  in  otology,  New  York  State  J. 
Med.  67:  (Mar.  15)  1967. 

Drastic  changes  have  resulted  from  the  use 
of  electron  microscopy  in  surgical  fields,  in- 
cluding otology.  Mastoiditis,  for  example, 
became  not  just  a disease  to  be  eradicated; 
it  could  be  ascertained  how  much  diseased  bony 
tissue  could  be  eradicated  and  how  much  hear- 
ing could  be  preserved.  New  methods  of  re- 
construction have  been  developed.  New  meth- 
ods have  brought  new  problems  to  be  solved. 


More  accurate  tests  of  hearing  loss  have  been 
devised.  X-ray  examination  can  avoid  need- 
less surgery. 

Bednoff,  S.  L.,  and  Thomas,  B.  E.:  Brow 

presentation,  New  York  State  J.  Med.  67: 
803  (Mar.  15)  1967. 

F ourteen  cases  of  persistent  brow  presentation 
at  a community  hospital  were  seen  between 
1953  and  1965.  The  most  common  factors  were 
premature  rupture  of  the  membranes  and  pos- 
terior position  of  the  occiput.  Early  diagnosis 
of  this  condition  by  vaginal  and  abdominal 
examination  and  by  x-ray  is  advocated.  Six 
babies  were  delivered  vaginally,  8 by  cesarean 
section.  No  single  etiologic  factor  is  found  in 
most  cases.  Labor  should  be  allowed  to  pro- 
gress if  there  are  no  contraindications;  if  a 
desultory  pattern  of  labor  develops,  oxytocin 
stimulation  should  be  given  careful  considera- 
tion. Forceps  deliveries  may  be  effective,  but 
the  place  of  version  and  extraction  in  manage 
ment  is  very  limited. 
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TP  • . ® 

Irocinate 

BRAND  THIPHENAMIL  HC1 


Minimum  dosage  400  mg.,  q. 

4 h.  until  relief  is  constant, 
adjust  maintenance  dosage. 

A therapeutic  blood  level  can- 
not be  obtained  with  small 
dosage.  Trocinate  is  metabol- 
ized and  eliminated  in  the 
urine  as  harmless  degradation 
products — a safety  factor.  Six- 
teen years  of  clinical  usage  with 
the  absence  of  untoward  effects 
establishes  the  safety  of  Tro- 
cinate. The  autonomic  nervous 
system  is  not  involved  in  its 
prompt  action. 

NOW  AVAILABLE  IN  2 STRENGTHS, 

100  mg.  and  400  mg. 
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Literature  and  samples  available. 
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Abstracts  in  Interlingua 


Robbins,  E.,  e Robbins,  L.:  Incendiarismo; 

con  attention  special  prestate  a pyromania 
( anglese ),  New  York  State  J.  Med.  67:  795 

(15  de  martio)  1967. 

Es  recognoscite  quatro  typos  de  incendiarismo: 
(1)  pro  profito,  (2)  pro  celar  un  crimine,  (3) 
pro  vengiantia,  e (4)  per  pyromania.  Iste 
ultime  motivo  occupa  le  secunde  rango  de 
frequentia.  Ex  omne  incendiarios,  70  pro 
cento  es  psychotic  o mentalmente  defective — 
frequentemente  schizophrenic.  Alcoholismo 
etiam  pote  haber  un  rolo  in  le  motivation  del 
incendiario. 

Goodwin,  M.  R.:  Microscopia  electronic  e 

su  application  otologic  {anglese),  New  York 
State  J.  Med.  67:  799  (15  de  martio)  1967. 

Drastic  alterationes  ha  resultate  ab  le  uso  de 
microscopia  electronic  in  varie  brancas  chi- 
rurgic,  incluse  illo  del  otologia.  Mastoiditis,  per 
exemplo,  ha  devenite  un  condition  requirente 
plus  que  su  eradication.  II  ha  devenite  pos- 
sible verificar  le  quantitate  de  morbide  tissu 
ossee  eradicabile  e le  grado  de  facultate  auditori 
preservabile.  Nove  methodos  de  reconstruction 
ha  essite  disveloppate.  Le  nove  methodos  ha 
etiam  sublevate  nove  problemas.  Plus  ac- 


curate tests  pro  determinar  le  grado  de  perdita 
in  audition  suffrite  per  le  patiente  ha  essite 
elaborate.  Examines  roentgenographic  pote 
servir  a obviar  innecessari  interventiones  chi- 
rurgic. 

Bednoff,  S.  L.,  e Thomas,  B.  E.:  Presenta- 

tion per  le  fronte  {anglese).  New  York  State  J. 
Med.  67:  803  (15  de  martio)  1967. 

A un  hospital  de  communitate,  14  casos  de 
persistente  presentation  per  le  fronte  esseva 
notate  inter  1953  e 1965.  Le  factores  le  plus 
commun  esseva  ruptura  prematur  del  membranas 
e position  posterior  del  occipite.  Un  precoce 
diagnose  de  iste  condition  per  examines  vaginal  e 
abdominal  e per  medio  de  radios  X es  recom- 
mendate.  Sex  infantes  esseva  parturite  vaginal- 
mente,  8 per  section  cesaree.  Le  presentia  de 
un  commun  factor  etiologic  in  le  majoritate  del 
casos  non  esseva  recognoscibile.  In  le  absentia 
de  altere  contraindicationes,  il  es  a recom- 
mendar  que  on  lassa  le  labores  sequer  lor  curso 
normal.  Quando  le  labores  seque  un  curso 
erratic,  le  possibilitate  de  stimulation  per  oxy- 
tocina  pote  esser  prendite  in  consideration. 
Parturition  per  forcipe  es  a vices  efficace,  sed  le 
rolo  de  version  e extraction  in  casos  de  iste 
genere  es  multo  restringite. 


Book  Notes 


Preventive  Medicine  for  the  Doctor  in  His 
Community.  By  Hugh  Rodman  Leavell, 
M.D.,  and  E.  Gurney  Clark,  M.D.  Third  Edi- 
tion Octavo  of  684  pages,  illustrated.  New 
York,  The  Blakiston  Division,  McGraw-Hill 
Book  Company,  1965.  Cloth,  $12.50. 

Not  intended  to  be  an  encyclopedia  but  a com- 
pendium, this  work  was  written  especially  for 
those  who  expect  to  enter  private  practice,  and 
who  need  an  over-all  knowledge  of  preventive 
medicine.  Its  23  contributors  have  covered  the 
whole  field  in  capsule  form. 

Diseases  of  the  Heart.  By  Charles  K. 
Friedberg,  M.D.  Third  Edition.  Quarto  of 
1,787  pages,  illustrated.  Philadelphia,  W.  B. 
Saunders  Company,  1966.  Cloth,  $22. 


In  the  ten  years  since  publication  of  the  last 
edition  of  this  book  significant  changes  in 
cardiology  have  required  extensive  revision  of 
the  entire  work.  The  bibliography  is  up  to 
date  and  well  done,  and  the  author  is  to  be 
complimented  for  adding  titles  to  his  references 
in  this  edition.  Inclusive  paging  of  references 
would  further  enhance  the  bibliography. 


Hemorrhagic  Diseases  and  Thrombosis. 

By  Armand  J.  Quick,  M.D.  Second  Edition, 
thoroughly  revised.  Octavo  of  460  pages, 
illustrated.  Philadelphia,  Lea  & Febiger,  1966. 
Cloth,  $12. 

With  the  physician  and  hospital  laboratory  in 

continued  on  page  770 
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IT'S  AS  PLAIN 
AS  THE 
NOSE  ON  HIS 
s-  FACE.  . 


UP  TO  10-12  HOURS’  CLEAR  BREATHING  ON  ONE  TABLET 

Dimetapp®  Extentabs 

(Dimetane®  [brompheniramine  maieate],  12  mg.;  phenylephrine  HCI,  15  mg.;  phenylpropanolamine  HCI,  15  mg.) 


In  sinusitis,  colds,  or  U.R.I., 

Dimetapp  lets  congested  patients 
breathe  easy  again.  Each  Extentab 
brings  welcome  relief  all  day  or  all  night, 
usually  without  drowsiness  or  over- 
stimulation.  Its  key  to  success?  The 
Dimetapp  formula  — Dimetane  (brom- 
pheniramine maieate),  a potent  anti- 
histamine reported  in  one  study  to  have 
elicited  side  effects  as  few  as  the  placebo,* 
teamed  with  decongestants  phenyl- 
ephrine and  phenylpropanolamine- 
in  a dependable  10-  to  12-hour  form. 

•Schiller,  I.  W.,  and  Lowell,  F.  C.:  New  England 
J.  Med.  261:478,  1959. 


Contraindications:  Patients  hypersen- 
sitive to  antihistamines.  Not  recom- 
mended for  use  during  pregnancy. 

Precautions:  Until  the  patient's 
response  has  been  determined,  he 
should  be  cautioned  against  engaging 
in  operations  requiring  alertness. 
Administer  with  care  to  patients  with 
cardiac  or  peripheral  vascular 
diseases  or  hypertension. 

Side  Effects:  Hypersensitivity 
reactions  including  skin  rashes, 
urticaria,  hypotension  and  thrombo- 
cytopenia have  been  reported  on 


rare  occasions.  Drowsiness,  lassitude, 
nausea,  giddiness,  dryness  of  the 
mouth,  mydriasis,  increased  irritability, 
or  excitement  may  be  encountered. 

Dosage:  1 Extentab  morning 
and  evening,  or  as  needed. 

Supplied:  Bottles  of  100  and  500. 

Also  available:  Dimetapp®  Elixir  for 
conventional  t.i.d.  or  q.i.d.  dosage. 

See  package  insert  for  further  details. 

A.  H.  ROBINS  CO.,  INC. 

RICHMOND,  VIRGINIA  23220 
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mind  the  author  has  organized  his  work  so  that 
each  chapter  is  an  independent  unit.  He  does 
not  treat  coagulation  as  a pure  science,  but 
presents  his  subject  in  a manner  to  make  it 
understandable  to  those  who  treat  hemorrhagic 
diseases.  Emphasis  is  on  hereditary  bleeding 
states.  Twenty-five  tests,  which  have  been 
found  useful  by  the  author  and  his  associates, 
are  outlined  in  detail. 

Pediatric  Pathology.  By  Daniel  Stowens, 
M.D.  Second  Edition.  Quarto  of  847  pages, 
illustrated.  Baltimore,  The  Williams  & Wilkins 
Co.,  1966.  Cloth,  $26.50. 

As  its  title  implies  this  work  deals  primarily 
with  pathology  and  is  intended  for  the  practicing 
pediatrician.  Emphasis  is  on  morbid  anatomy 
of  disease.  It  is  well  illustrated. 

Medical  Care  of  the  Adolescent.  By  J. 
Roswell  Gallagher,  M.D.  Second  Edition. 
Octavo  of  489  pages,  illustrated.  New  York, 
Apple ton-Century-Crofts,  1966.  Cloth,  $12. 

The  subtitle  of  this  work  indicates  that  it  is 
“A  textbook  concerning  the  understanding  of 
adolescents  themselves  and  the  medical  care  of 
their  disorders.”  First  published  six  years  ago, 
it  has  been  completely  revised  and  expanded  to 
provide  the  latest  information  available  on  the 
physical  and  emotional  problems  encountered 
in  this  age  group.  It  should  be  of  interest  to  all 
who  treat  adolescents. 

Current  Pediatric  Therapy  1966-1967.  By 

Sydney  S.  Gellis,  M.D.,  and  Benjamin  M.  Ka- 
gan, M.D.  Quarto  of  956  pages,  illustrated. 
Philadelphia,  W.  B.  Saunders  Company,  1966. 
Cloth,  $17.50. 

Although  only  two  years  have  passed  since  the 
first  edition  of  this  work  appeared  the  editors 
have  issued  a second  to  bring  up-to-date  recent 
advances  in  pediatric  therapy.  Diagnosis  is 
not  covered.  Almost  300  physicians  have  con- 
tributed parts,  practically  all  of  which  are  con- 
nected with  the  teaching  profession. 

The  Metabolic  Basis  of  Inherited  Disease. 
Edited  by  John  B.  Stanbury,  M.D.,  James  B. 
Wyngaarden,  M.D.,  and  Donald  S.  Fredrickson, 
M.D.  Second  Edition.  Octavo  of  1,434  pages, 
illustrated.  New  York,  The  Blakiston  Divi- 


sion, McGraw-Hill  Book  Company,  1966. 
Cloth,  $35. 

Originally  published  in  1960  this  edition  has 
been  thoroughly  revised  and  considerably  en- 
larged by  the  adding  of  new  chapters  on  diseases 
which  involve  amino  acid  metabolism  and  dis- 
turbances of  lipid  metabolism,  as  well  as  several 
other  metabolic  disorders  in  which  new  dis- 
coveries have  been  made.  An  important  fea- 
ture is  the  excellent  and  up-to-date  bibliography. 
However,  its  value  could  have  been  improved  by 
adding  the  inclusive  paging  of  periodical  articles. 

Heritable  Disorders  of  Connective  Tissue. 

By  Victor  A.  McKusick,  M.D.  Third  Edition. 
Octavo  of  499  pages,  illustrated.  St.  Louis,  The 
C.  V.  Mosby  Company,  1966.  Cloth,  $18.50. 

Although  of  special  interest  to  the  general  prac- 
titioner, internist,  and  pediatrician,  this  work 
should  be  of  value  to  all  physicians.  The  author 
has  two  objectives:  “a  synthesis  of  the  scat- 

tered information  about  several  conditions  which 
have  in  common  the  facts  that  they  are  (1) 
generalized  disorders  of  connective  tissue  and  (2) 
heritable,  even  if  not  inherited  in  the  individual 
instance.”  The  second  objective  is  to  show 
that  “clinical  investigation  of  pathologic  states 
is  as  legitimate  a method  as  any  other  for  study- 
ing biology.” 

Williams  Obstetrics.  By  Nicholson  J.  East- 
man, M.D.,  and  Louis  M.  Heilman,  M.D. 
Thirteenth  Edition.  Octavo  of  1,182  pages, 
illustrated.  New  York,  Apple  ton-Century- 
Crofts,  1966.  Cloth,  $18.75. 

The  13  th  edition  of  this  standard  publication 
includes  recent  discoveries  in  fields  closely  re- 
lated to  obstetrics.  New  areas  of  productive 
investigation  are  emphasized  with  many  sections 
being  entirely  revised  and  rewritten.  Well-done 
bibliographies  enhance  the  value  of  the  work. 

Fundamentals  of  Clinical  Hematology. 

By  Byrd  S.  Leavell,  M.D.,  and  Oscar  A.  Thorup, 
Jr.,  M.D.  Second  Edition.  Octavo  of  597 
pages,  illustrated.  Philadelphia,  W.  B. 
Saunders  Company,  1966.  Cloth,  $12.50. 

Originally  designed  for  the  student  who  is  being 
introduced  to  hematology  for  the  first  time,  this 
work  now  in  the  second  edition  has  extensive 
changes  with  parts  reorganized.  It  still  remains 
concise  and  comprehensive  and  is  especially 
suitable  for  review  and  reorientation. 
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Your  first  source  for  professional  information 


Medi 
of  Ne 


tory 
State 


Over  33,000  registered  physicians  in  Neiv  York  State 
are  individually  listed  with  pertinent  professional  data! 


1966 


• Location  by  town. 

• Full  name  and  address. 

• Office  hours  and  telephone  number. 

• Medical  school  and  year  of  graduation. 

• Certification  by  American  Boards  in 
Medical  Specialties. 

• Fellowship  in  the  American  College  of 
Allergists,  Anesthesiologist,  Angiology, 
Cardiology,  Chest  Physicians,  Gastro- 
enterology, Obstetricians  and  Gyne- 
cologists, Pathologists,  Physicians,  Pre- 
ventive Medicine,  Radiology,  and  Sur- 
geons, and  the  International  College  of 
Surgeons. 


• Qualified  Psychiatrists  certified  by  New 
York  State  Department  of  Mental 
Hygiene. 

• Qualifications  for  general  and  special 
work  under  the  Workmen’s  Compensa- 
tion Act  of  New  York  State. 

• Membership  in  Medical  Societies. 

• Medical  staff  and  research  appoint- 
ments in  voluntary,  government,  and 
accredited  proprietary  hospitals  in 
York  State  (official  titles). 

• The  complete  Faculty  Lists  of  all  Medi- 
cal Colleges  within  New  York  State 

• Medical  Staffs  of  all  Union  Health 
Centers  in  New  York  State 


The  Directory  remains  the  complete  authoritative  compilation  of  professional  data  on 
all  practicing  physicians  in  this  State.  It  is  essential  to  every  physician;  and  is  a con- 
stant source  of  reference  for  hospitals,  medical  schools,  insurance  companies,  legal  firms, 
pharmaceutical  houses,  medical  associations,  libraries,  foundations,  private  industry, 
labor  unions,  and  public  agencies. 


MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 
750  Third  Avenue,  New  York,  N.Y.  10017 

I enclose  $ — — - — - — for  — — - — copy(s)  of  the  1966  Edition  of  the  MEDICAL  DIREC- 
TORY OF  NEW  YORK  STATE 


Name  (Please  Print) 


Address 


City  State  Zip 

$25.00  plus  5%  NYS  sales  tax  in  N.Y.  City;  2%  outside  N.Y.  City. 
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The  U.  S.  Government  does  not  pay  for  this  advertisement.  It  is  presented  as  a public 
service  in  cooperation  with  the  Treasury  Department  and  The  Advertising  Council . 


“The  Savings  Bonds  program  is  both 
prudent  and  patriotic . It  is  patriotic 
because  it  strengthens  the  economy  of 
our  country ; it  supports  our  fighting 
men  in  Vietnam , and  the  cause  of 
freedom  everywhere ; it  helps  to  preserve 
the  buying  power  of  our  dollars.” 


"For  all  of  these 
reasons,  I believe 
U.S.  Savings  Bonds  are  the 
most  important  investment 
any  American  can  make/' 
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what 
time 
is  it? 

For  the  past 
two  years 
there’s  been 
one  new  case 
of  active  tuberculosis 
reported  for  every 
four  thousand 
of  U.S.  population. 

it’s  time 
to  tine. 


Tuberculin, 

Tine^STest 


(Rosenthal) 


Lederle 

Available  in  5’s  and  25’s. 
Order  now 

from  your  pharmacist 
or  your  Lederle 
representative. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 

414-6— *»04bR 
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weighing 

on  his 
mind, 
too 


TABLETS 

Equagesic 

(meprobamate  and 
ethoheptazine  citrate  with 
aspirin) 

® 

Precautions : Keep  out  of  reach  of  children.  Care- 
fully supervise  dose  and  amounts  prescribed,  espe- 
cially for  patients  prone  to  overdose  themselves. 
Excessive  prolonged  use  of  meprobamate  may 
result  in  dependence  or  habituation  in  susceptible 
persons — as  ex-addicts,  alcoholics,  severe  psycho- 
neurotics. Withdraw  gradually  after  prolonged  high 
dosage  to  avoid  possibly  severe  withdrawal  reac- 
tions including  epileptiform  seizures.  Warn  patients 
of  possible  reduced  alcohol  tolerance.  If  drowsiness, 
ataxia  or  visual  disturbances  occur,  reduce  dose.  If 
symptoms  persist,  caution  patients  against  operat- 
ing machinery  or  driving.  Give  cautiously  to  patients 
with  suicidal  tendencies.  Treat  attempted  suicide 
with  immediate  gastric  lavage  and  appropriate 
supportive  therapy 

Side  Effects:  Ethoheptazine  and  aspirin  may  oc- 
casionally cause  nausea,  vomiting,  epigastric  dis- 
tress, and  rarely  dizziness  and  CNS  depression. 
Overdosage  may  result  in  salicylate  intoxication. 
Meprobamate  rarely  causes  allergic  or  idiosyncratic 
reactions.  These  reactions,  sometimes  severe,  can 
develop  in  patients  receiving  only  1 to  4 doses  who 
have  had  no  previous  contact  with  meprobamate. 
Mild  reactions  are  characterized  by  urticarial  or 
erythematous  maculopapular  rash.  Acute  non- 
thrombocytopenic purpura  with  petechiae,  ecchy- 
moses,  peripheral  edema  and  fever  have  been 
reported.  Meprobamate  should  be  stopped  and  not 
reinstituted.  Severe  reactions,  observed  very  rarely, 
include  angioedema,  bronchial  spasms,  fever,  faint- 
ing spells,  hypotensive. crises  (1  fatal  case),  ana- 
phylaxis, stomatitis  and  proctitis  (1  case)  and  hyper- 
thermia. A few  cases  of  leukopenia,  usually  transient, 
have  been  reported  following  prolonged  dosage. 
Rarely,  cases  of  aplastic  anemia  (1  fatal  case), 
thrombocytopenic  purpura,  agranulocytosis,  and 
hemolytic  anemia  have  been  reported;  almost  al- 
ways, in  the  presence  of  known  toxic  agents. 
Contraindications : History  of  sensitivity  or  severe 
intolerance  to  aspirin  or  meprobamate. 
Composition  : 150  mg.  meprobamate,  75  mg.  etho- 
heptazine citrate  and  250  mg.  aspirin  per  tablet. 
Wyeth  Laboratories  Philadelphia,  Pa. 


When  pain  evokes  anxiety  and 
tension,  thereby  heightening  pa- 
tient discomfort,  a simple  anal- 
gesic may  only  touch  on  part  of 
the  problem. 

This  single-prescription,  non- 
narcotic product,  however, 
usually  provides  effective  anal- 
gesia and  helps  put  the  patient’s 
mind  at  ease. 


Books  Received 


The  following  books  were  received  during  the  month  of  January,  1967.* 


Advances  in  Obstetrics  and  Gynecology. 
Volume  I.  Edited  by  Stewart  L.  Marcus, 
M.D.,  and  Cyril  C.  Marcus,  M.D.,  Quarto  of 
699  pages,  illustrated.  Baltimore,  The 
Williams  & Wilkins  Company,  1967.  Cloth, 
$19.25. 

Disorders  of  the  Respiratory  Tract  in 
Children.  Edited  by  Edwin  L.  Kendig,  Jr., 
M.D.  Octavo  of  834  pages,  illustrated. 
Philadelphia,  W.  B.  Saunders  Company,  1967. 
Cloth, $26. 

Progress  in  Neurology  and  Psychiatry. 
Volume  XXI.  Edited  by  E.  A.  Spiegel, 
M.D.  Octavo  of  657  pages.  New  York,  Grune 
& Stratton,  1966.  Cloth,  $17.50. 

Ciba  Foundation  Symposium  on  The 
Thymus:  Experimental  and  Clinical 

Studies.  Edited  by  G.  E.  W.  Wolstenholme, 
M.A.,  and  Ruth  Porter.  With  96  illustrations. 
Octavo  of  538  pages.  Boston,  Little,  Brown 
and  Company,  1966.  Cloth,  $15. 

Ciba  Foundation  Symposium  on  Touch, 
Heat  and  Pain.  Edited  by  A.  V.  S.  deReuck, 
M.Sc.,  and  Julie  Knight,  B.A.  With  124  illustra- 
tions. Octavo  of  389  pages.  Boston,  Little, 
Brown  and  Company,  1966.  Cloth,  $14. 

Brain  Tissue  Electrolytes.  By  A.  Van  Har- 
reveld,  M.D.  Duodecimo  of  171  pages,  il- 
lustrated. Washington,  Butterworths,  1966. 
Cloth,  $7.95. 

The  Human  Skull:  A Cultural  History. 

By  Folke  Henschen.  Octavo  of  168  pages, 
illustrated.  New  York,  Frederick  A.  Praeger, 
1966.  Cloth,  $7.95. 

Soviet  Socialized  Medicine.  By  Mark  G. 
Field.  Octavo  of  231  pages,  illustrated.  New 
York,  The  Free  Press,  1967.  Cloth,  $6.95. 

The  Betrayal  of  the  Body.  By  Alexander 
Lowen,  M.D.  Octavo  of  307  pages,  illustrated. 
New  York,  The  Macmillan  Company,  1967. 
Cloth,  $6.95. 

Vietnam  Doctor:  The  Story  of  Project 

Concern.  By  James  W.  Turpin,  M.D.,  with 

* Books  received  for  review  are  acknowledged  promptly 
in  this  column.  No  other  obligation  is  assumed  for  the 
courtesy  of  those  sending  them  for  this  purpose.  Selection 
for  review  is  made  on  the  basis  of  merit  and  reader  interest. 


A1  Hirshberg.  Octavo  of  210  pages,  illustrated. 
New  York,  McGraw-Hill  Book  Company, 
1966.  Cloth,  $5.95. 

Cardiovascular  Roentgenology:  A Vali- 

dated Program.  By  Charles  M.  Nice,  Jr., 
M.D.  Octavo  of  260  pages,  illustrated.  New 
York,  Hoeber  Medical  Division,  Harper  & 
Row,  1967.  Paper,  $9.35. 

The  ID  and  the  Regulatory  Principles  of 
Mental  Functioning.  By  Max  Schur,  M.D. 
Octavo  of  220  pages.  New  York,  International 
Universities  Press,  1966.  Cloth,  $5.00. 

Enzymologie  fur  den  Praktischen  Arzt. 

By  Hermann  Mattenheimer.  Octavo  of  156 
pages,  illustrated.  Berne,  Switzerland,  Hans 
Huber  Publishers,  1966.  Fabrikoid,  Fr./DM 
29.80. 

Ciba  Foundation  Study  Group  No.  23. 
Egg  Implantation.  Edited  by  G.  E.  W. 
Wolstenholme,  M.A.,  and  Maeve  O’Connor, 
B.A.  Duodecimo  of  112  pages.  With  25 
illustrations.  Boston,  Little,  Brown  and  Com- 
pany, 1966.  Cardboard,  $3.50. 

Ciba  Foundation  Study  Group  No.  24. 
Histones:  Their  Role  in  the  Transfer  of 

Genetic  Information.  Edited  by  A.  V.  S. 
de  Reuck,  M.Sc.,  and  Julie  Knight,  B.A. 
Duodecimo  of  115  pages.  With  26  illustra- 
tions. Boston,  Little,  Brown  and  Company, 
1966.  Cardboard,  $3.50. 

Modern  Treatment.  Volume  3,  Number  6, 
November  1966.  Treatment  of  Collagen 
Diseases.  Guest  Editor  Clarence  E.  Rupe, 
M.D.  Treatment  of  Adrenal  Disorders. 

Guest  Editor  Don  H.  Nelson,  M.D.  Octavo. 
Illustrated.  New  York,  Hoeber  Medical 
Division,  Harper  & Row,  Publishers,  1966. 
Published  Bi-Monthly  (six  numbers  a year). 
Paper,  $16  per  year. 

Clinical  Obstetrics  and  Gynecology. 
Volume  9 Number  4,  December  1966. 
Cumulative  Index  1964-1966.  Toxemia  of 
Pregnancy.  Edited  by  Frederick  P.  Zuspan, 
M.D.  Management  of  Genital  Organ  Pro- 
lapse. Edited  by  R.  B.  Durfee,  M.D.  Octavo. 
Illustrated.  New  York,  Hoeber  Medical 
Division,  Harper  & Row,  1966.  Published 
quarterly  (four  numbers  a year).  Cloth,  $18 
per  year. 
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IN  EMPHYSEMA 


'EASY-TO-TAKE’ 

AMINOPHYLLINE 


Aminophylline  dura-tabs 

J prolonged  -medication  tablets  4'/2  gr.  (0.3  Gm.) 


Precautions:  Use  with  caution 
in  patients  with  poor  renal  function 
as  a decreased  rate  of  excretion 
may  lead  to  accumulation  and 
untoward  reactions.  Gastric 
irritation  may  occasionally  be 
observed  in  certain  patients 
sensitive  to  oral  aminophylline. 
Dosage:  Adults,  1 to  2 
Aminophylline  Dura-Tabs 
each  8 or  12  hours,  with  food. 


RARELY  UPSET  THE  STOMACH 

Oral  aminophylline  needn’t  disturb  the  stomach-nor  a 
good  night’s  sleep.  Patients  breathe  easier  all  day,  sleep 
better  all  night,  as  each  Aminophylline  Dura-Tab  dose 
provides  effective  therapeutic  activity  for  up  to  12  hours. 
And  unlike  conventional  tablets,  AMINOPHYLLINE 
DURA-TABS  seldom  cause  gastric  distress.  The  special 
Dura-Tab  process  allows  the  gradual  absorption  of  the 
medication  from  the  intestinal  tract  with  only  a small  frac- 
tion of  the  dose  released  in  the  stomach. 


WYNN  Pharmaceuticals,  Inc.,  Phila.,  Pa.  19132  • Manufacturers  of  QUINAGLUTE"  DURA-TABS" 


How  long  will  it  take  him 
to  recover  from  the  flu 
if  he  just  doesn’t  care? 


Does  he  really  care? 

Is  he  alert,  encouraged, 
positive  and  optimistic 
about  getting  out  of  bed 
and  back  to  work  soon? 

Or  is  he  giving  in  to 
the  depressing  impact 
of  confinement? 

When  functional  fatigue 
complicates  convalescence, 
Alertonic  can  help... 


Pleasant-tasting  Alertonic  is  pipradrol  hydrochloride 
— an  effective  cerebral  stimulant  whose  gentle  ana- 
leptic action  helps  counteract  the  apathy  and  inertia 
that  so  often  delay  convalescence— together  with  an 
excellent  vitamin  and  mineral  formula,  in  a satisfy- 
ing 15%  alcohol  vehicle. 

Nothing  fosters  confidence  and  a sense  of  well- 
being better  than  your  own  personal  warmth,  under- 
standing and  encouragement  together  with  Alertonic 
to  help  insure  prompt  response. 

Adequate  dosage  is  important:  Prescribe  Alertonic— 
one  tablespoonful  t.i.d.,  30  minutes  before 
meals. . . tastes  best  chilled. 

And  for  your  patient’s  sake,  prescribe  Alertonic 
in  the  convenient,  economical  one-pint  bottle. 

Alertonic 

Available  Only  On  Prescription 

Each  45  cc.  (3  tablespoonfuls)  contains:  alcohol,  15% ; pipradrol  hydro- 
chloride, 2 mg.;  thiamine  hydrochloride  (vitamin  Bi)  (10  MDR*),  10 
mg.;  riboflavin  (vitamin  Bo)  (4  MDR),  5 mg.;  pyridoxine  hydrochloride 
(vitamin  B«),  1 mg.;  niacinamide  (5  MDR),  50  mg.;  choline, t 100  mg.; 
inositol,!  100  mg.;  calcium  glycerophosphate,  100  mg.  (supplies  2% 
MDR  for  calcium  and  for  phosphorus)  and  1 mg.  each  of  the  following: 
cobalt  (as  chloride),  manganese  (as  sulfate),  magnesium  (as  acetate), 
zinc  (as  acetate),  and  molybdenum  (as  ammonium  molybdate). 

•Multiple  of  adult  Minimum  Daily  Requirement  supplied. 

fThe  need  for  these  substances  in  human  nutrition  has  not  been  established. 

Indications:  1.  Functional  fatigue  such  as  that  often  associated  with:  a 
depressing  life  experience  or  stressful  time  of  life;  advancing  years; 
convalescence;  limited  activity  or  confinement.  2.  Poor  appetite  and 
vitamin-mineral  deficiency  as  they  occur  in:  patients  having  faulty  eat- 
ing habits;  geriatric  patients  who  are  losing  interest  in  food;  patients 
convalescing  from  debilitating  illness  or  surgery. 

Contraindications:  As  with  other  drugs  with  CNS  stimulating  action, 
Alertonic  is  contraindicated  in  hyperactive,  agitated  or  severely  anxious 
patients  and  in  chorea  or  obsessive  compulsive  states. 

Side  effects:  Reports  of  overstimulation  have  been  rare.  Patients  who 
are  known  to  be  unduly  sensitive  to  the  effects  of  stimulant  drugs  should 
be  observed  carefully  in  the  initial  stages  of  treatment. 

Dosage:  Adults,  1 tablespoonful;  children  (over  15  years  old),  1 to  2 
teaspoonfuls;  children  (4  to  15  years  old),  1 teaspoonful.  To  be  taken 
three  times  daily  30  minutes  before  meals. 

N THE  WM.  S.  MERRELL  COMPANY 

Merrell  ) Division  of  Richardson-Merrell  Inc. 

y Cincinnati,  Ohio  45215  6-7907 
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Additional  information  available  to  physicians  upon  request. 
Eli  Lilly  and  Company,  Indianapolis,  Indiana  46206. 


“ Dedicated  to  the  continuing  education  of  the  physician’ 


New  York  State  Journal  of  Medicine 


750  Third  Avenue,  New  York,  New  York  10017  Tel:  212  YUkon  6-5757 

COPYRIGHT  1967  BY  THE  MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 


March  15,  1967  Volume  67  Number  6 

William  Hammond,  M.D.,  Editor 
Alvina  Rich  Lewis,  Managing  Editor 
J.  Richard  Burns,  Business  Manager 


67th  year  of  publication 


PUBLICATION  COMMITTEE 


George  Himler,  M.D.,  Chairman 

Philip  J.  Cantor,  M.D.  Granville  W.  Larimore,  M.D. 

Clarke  T.  Case,  M.D.  William  Hammond,  M.D.,  Editor 

Reid  R.  Heffner,  M.D.  Henry  I.  Fineberg,  M.D.,  Adviser 


ASSOCIATE  EDITORIAL  BOARD 


Anthony  A.  Albanese,  Ph.D. 
Lloyd  T.  Barnes,  M.D. 
*Paul  A.  Bunn,  M.D. 
William  G.  Childress,  M.D. 
Herbert  Conway,  M.D. 
♦Vincent  P.  Dole,  M.D. 
Samuel  Z.  Freedman,  M.D. 
Alfred  Gilman,  Ph.D. 
Alfred  A.  Hartmann,  M.D. 
♦Louis  M.  Hellman,  M.D. 
Gertrude  M.  Hyde,  M.D. 
Alfred  P.  Ingegno,  M.D. 


♦Ralph  F.  Jacox,  M.D. 
♦Granville  W.  Larimore,  M.D. 
♦Rachmiel  Levine,  M.D. 
Arthur  M.  Master,  M.D. 
♦Valentino  D.  B.  Mazzia,  M.D. 
♦George  E.  Moore,  M.D. 
Norman  S.  Moore,  M.D. 
Richard  H.  Orr,  M.D. 
Raymond  L.  Pfeiffer,  M.D. 
Samuel  J.  Prigal,  M.D. 
Paul  Reznikoff,  M.D. 


John  R.  Rogers,  M.D. 
Howard  A.  Rusk,  M.D. 
Joseph  E.  Snyder,  M.D. 
♦Bjorn  Thorbjarnarson,  M.D. 

♦Robert  Turell,  M.D. 
James  H.  Wall,  M.D. 
Philip  M.  Winslow,  M.D. 
♦Frank  M.  Woolsey,  Jr.,  M.D. 
E.  Leigh  Worthington,  M.D. 
Melvin  D.  Yahr,  M.D. 
♦Hans  Zinsser,  M.D. 
* Denotes  member  of  Editorial  Council 


General  Information 

Published  twice  a month  by  the  Medical 
Society  of  the  State  of  New  York.  Editorial 
and  circulation  office:  750  Third  Avenue,  New 
York,  New  York  10017.  Publisher’s  office: 
20th  and  Northampton  Streets,  Easton,  Penn- 
sylvania. Copyright  1967  by  the  Medical 
Society  of  the  State  of  New  York. 

Rates.  The  subscription  rate  is  $7.50  per 
year  payable  in  advance.  Single  copies  $0.50. 
Back  issues  will  be  supplied  for  the  past  five 
years  at  the  single  copy  rate  when  available. 
Back  issues  prior  to  1952  are  $2.00  per  copy; 
from  1952  to  1961,  $1.00  a copy. 


Change  of  address.  Notice  should  be  sent 
to  the  circulation  office,  750  Third  Avenue, 
New  York,  New  York  10017.  Old  and  new 
addresses  should  be  included  as  well  as  a state- 
ment whether  or  not  change  is  permanent. 
Six  weeks  is  required  to  effect  a change  of 
address. 

Advertising:  Request  for  rates  should  be 

sent  to  the  Advertising  Department,  750 
Third  Avenue,  New  York,  New  York  10017. 
Advertising  Representatives:  East  and  Mid- 

west— Joseph  A.  Mullaney;  Pacific  Coast — 
Melvin  B.  Tyler. 


781 


Information  for  Authors 


Copyright.  Material  that  is  published  in 
the  New  York  State  Journal  of  Medicine 
is  protected  by  copyright  and  may  not  be  re- 
produced without  the  written  permission  of 
both  the  author  and  the  Journal. 

Manuscripts.  Manuscripts  will  be  accepted 
for  consideration  with  the  understanding  that 
they  are  original,  have  never  before  been  pub- 
lished, and  are  contributed  solely  to  the  New 
York  State  Journal  of  Medicine.  Address 
manuscripts  to  Editor,  New  York  State  Journal 
of  Medicine,  750  Third  Avenue,  New  York, 
New  York  10017. 

Rejected  manuscripts  are  returned  by  regular 
mail.  Accepted  manuscripts  become  the  prop- 
erty of  the  Journal  and  are  not  returned.  The 
Journal  is  not  responsible  for  loss  of  manu- 
scripts through  circumstances  that  are  beyond 
its  control. 

Specifications:  Manuscripts  must  be  original 
typed  copy  (not  all  capitals),  not  carbons,  on 
8 l/2-by- 11-inch  firm  typewriter  paper,  double- 
spaced throughout  (including  text,  case  re- 
ports, legends,  tables,  and  references),  with 
margins  of  at  least  1 Va  inches.  Subheads  should 
be  inserted  at  reasonable  intervals  to  break  the 
typographic  monotony  of  lengthy  texts.  A 
carbon  copy  is  to  be  retained  by  the  author. 
The  manuscript  should  include  the  title  of  the 
article  (titles  are  best  brief  and  concise),  the 
full  name  of  the  author  (or  authors)  with 
degrees,  academic  or  professional  titles,  affilia- 
tions, complete  addresses,  and  any  institutional 
or  other  credits.  Pages  should  be  numbered 
consecutively.  Uncommon  and  parochial  or 
esoteric  abbreviations  if  used  must  be  explained 
and  the  generic  as  well  as  the  trade  names  of 
pharmaceutical  products  given.  Italics  are 
rarely  used. 

Tables:  Each  table  should  be  typed  on  a 

separate  sheet  of  paper,  be  numbered  consecu- 
tively, have  a brief  descriptive  title,  and  its 
position  in  text  indicated.  Take  care  that 
columns  add  up  correctly  and  that  statistics 
are  consistent  in  both  tables  and  text. 

Permissions:  When  material  is  reproduced 

from  other  sources,  full  credit  must  be  given  to 
both  author  and  publisher  and  written  permis- 
sion from  these  sources  included.  Where  work 
is  reported  from  a governmental  service  or 
institution,  clearance  by  requisite  authority 
should  accompany  the  manuscript. 

References:  References  should  be  limited  to 

those  citations  noted  in  the  text.  A complete 
review  of  the  literature  is  rarely  desirable.  The 
references  must  be  typed  double-spaced  and  are 
to  be  numbered  as  they  appear  consecutively  in 
text,  with  their  positions  in  the  text  indicated. 


An  alphabetized  bibliography  is  used  only  when 
the  listing  is  of  books  suggested  merely  for 
supplementary  reading.  All  references  must  be 
checked  to  assure  complete  accuracy  (an  in- 
accurate reference  is  useless  to  the  reader). 
Each  journal  reference  must  include  author(s) 
and  initials,  complete  title  of  article,  name  of 
publication,  volume,  first  page  of  article,  and 
date.  Complete  dates  (month,  day,  as  well  as 
year)  are  to  be  included  with  all  references  that 
have  appeared  within  the  last  three  years.  In- 
clude with  book  references  name  of  author(s) 
and/or  editor  (s)  with  initials,  title  of  book, 
edition,  location,  publisher,  year,  volume  if 
given,  and  page.  If  reference  is  to  a chapter 
within  a book,  include  the  author  of  the  chapter, 
if  this  is  not  the  same  as  the  author  of  the  book, 
and  the  title  of  the  chapter,  if  any. 

Illustrations:  Authors  are  urged  to  use  the 

services  of  professional  illustrators  and  pho- 
tographers when  possible.  Drawings  and  charts 
should  always  be  done  in  black  ink  on  white 
paper.  Clear,  glossy  photographs,  black  on 
white,  should  be  submitted  and  such  illustra- 
tions numbered  consecutively  and  their  posi- 
tions indicated  in  text.  Magnifications  will  be 
modified  in  proportion  to  the  amount  of  reduc- 
tion necessary  for  an  illustration  to  fit  the  pages 
of  the  Journal.  Please  do  not  deface  illustra- 
tions by  writing  on  front  or  back,  nor  should 
they  be  scotch-taped  or  pasted  to  paper.  They 
may  be  pasted  carefully  on  cardboard.  The 
figure  number,  indication  of  the  top,  and  the 
author’s  name  are  to  be  attached  to  the  back  of 
each  illustration.  Legends  for  illustrations 
should  be  typewritten  in  a single  list,  with 
numbers  corresponding  to  those  on  photographs 
and  drawings.  Recognizable  photographs  of 
patients  are  to  be  masked  and  should  carry  with 
them  written  permission  for  publication.  Spe- 
cial arrangements  must  be  made  with  the  Editor 
for  excessive  illustrations  or  color  plates. 

Responsibility.  Manuscripts  are  subject 
to  editorial  modification  and  such  revisions  as 
bring  them  into  conformity  with  Journal  style. 
However,  neither  the  editors  nor  the  publishers 
nor  the  Medical  Society  of  the  State  of  New 
York  will  accept  responsibility  for  statements 
made  or  opinions  expressed  by  any  contributor 
in  any  article  or  feature  published  in  the  pages 
of  the  Journal. 

When  revisions  and  alterations,  not  on  the 
original  copy,  are  made  by  authors  on  the  galleys 
sent  them  for  correction,  these  are  chargeable 
to  the  authors. 

Reprints.  An  order  form  for  reprints  is 
attached  to  the  galleys  returned  to  authors  for 
correction  and  approval 


782  New  York  State  Journal  of  Medicine  / March  15,  1967 


Editorials 


Antecedent  training  of  medical  students 


The  Association  of  American  Medical 
Colleges  has  released  interesting  statis- 
tical information  for  the  year  1964  to 
1965  on  the  preliminary  education  of 
entering  medical  students. 

While  the  larger  institutions  naturally 
assume  a larger  place,  a significant  number 
of  smaller  colleges  make  important  con- 
tributions. 

What  turns  a student’s  interest  toward 
medicine?  Many  factors  are  involved 
but  a most  telling  one  is  the  stimulating 


faculty  member  and  the  challenging  course. 
Such  a catalyst  is  not  necessarily  found 
only  in  the  physical  and  biological  sciences. 
It  can  be  found  as  well  in  the  humanities. 

Certain  institutions  do  extraordinarily 
well  in  providing  the  spark  as  may  be 
seen  by  these  accompanying  Tables. 

The  17  asterisked  schools  in  Table  I 
have  ranked  among  the  top  25  suppliers 
of  medical  students  in  each  of  the  six 
alternate  years  studied  from  1954  through 
1964.  During  these  years  the  17  schools 


TABLE  I.  Twenty-five  colleges  and  universities  providing  the  largest  number  of  entering  first-year 
medical  students,  1964-1965  (ranked  by  number  of  entrants  as  shown  in  boldface) 


1964 

- — Medical  School— - 

Male 

Applicants 

^—Medical  School  Entrants! — • 

Gradu- 

%  of 

% of 

% of 

Undergraduate  College 

ates 

Gradu- 

Gradu- 

Appli- 

or University 

(4  Yr.) 

Number  ates 

Number  ates 

cants 

♦Harvard  University 

1,120 

261 

23.3 

171 

15.3 

65 

.5 

♦Columbia  University 

980 

220 

22.5 

156 

15.9 

70 

.9 

♦University  of  Michigan 

1,841 

280 

15.2 

153 

8.3 

54 

.6 

♦Cornell  University 

969 

202 

20.8 

123 

12.7 

60 

.9 

♦Stanford  University 

941 

188 

20.0 

117 

12.4 

62 

.2 

♦University  of  Pennsylvania 

990 

195 

19.7 

112 

11.3 

57 

.4 

♦University  of  California, 

Berkeley 

2,219 

253 

11.4 

110 

5.0 

43 

.5 

♦Indiana  University 

1,341 

222 

16.6 

106 

7.9 

47 

.7 

♦University  of  Wisconsin 

2,470 

241 

9.8 

106 

4.3 

44 

.0 

♦University  of  Illinois 

2,538 

267 

10.5 

99 

3.9 

37 

.1 

Northwestern  University 

858 

177 

20.6 

97 

11.3 

54 

8 

♦Yale  University 

936 

141 

15.1 

97 

10.4 

68 

8 

♦University  of  Texas 

1,998 

169 

8.5 

93 

4.7 

55 

.0 

♦Dartmouth  College 

713 

162 

22.7 

92 

12.9 

56 

8 

♦University  of  Minnesota 

2,233 

202 

9.0 

92 

4.1 

45 

5 

University  of  California,  Los 

Angeles 

1,446 

201 

13.9 

86 

5.9 

42. 

8 

Brooklyn  College 

1,113 

169 

15.2 

84 

7.5 

49 

7 

Rutgers  University 

1,666 

143 

8.6 

83 

5.0 

58 

0 

♦Princeton  University 

762 

119 

15.6 

78 

10.2 

65. 

5 

Duke  University 

478 

130 

27.2 

77 

16.1 

59 

2 

♦Emory  University 

323 

139 

43.0 

76 

23.5 

54. 

7 

♦Ohio  State  University 

1,642 

184 

11.2 

74 

4.5 

40. 

2 

University  of  North  Carolina 

1,035 

119 

11.5 

74 

7.1 

62. 

2 

University  of  Notre  Dame 

1,288 

153 

11.9 

72 

5.6 

47. 

1 

Pennsylvania  State  Univei'sity 

2,289 

135 

5.9 

69 

3.0 

51. 

1 

Total 

34,189 

4,672 

13.7 

2,497 

7.3 

53. 

4 

* Among  top  25  schools  in  1954,  1956,  1958,  1960,  1962,  and  1964. 
f Includes  only  students  entering  medical  school  for  the  first  time. 
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TABLE  II.  Twenty-five  colleges  and  universities  providing  a significant  proportion  of  male  graduates  as 
medical  entrants,  1964—65  (ranked  by  per  cent  of  graduates  entering  medical  school  as  shown  in  boldface) 


Undergraduate  College 
or  University* 

1964 
Male 
Gradu- 
ates 
(4  Yr.) 

- — Medical  School — 
Applicants 

% of 
Gradu- 

Number  ates 

^—Medical  School  Entrants—' 
% of  % of 

Gradu-  Appli- 

Number  ates  cants 

Emory  University 

323 

139 

43.0 

76 

23.5 

54.7 

Carleton  College 

144 

39 

27.1 

31 

21.5 

79.5 

Davidson  College 

231 

68 

29.4 

48 

20.8 

70.6 

Brandeis  University 

156 

37 

23.7 

30 

19.2 

81.1 

University  of  Chicago 

311 

75 

24.1 

54 

17.4 

72.0 

Rice  University 

233 

47 

20.2 

40 

17.2 

85.1 

Western  Reserve  University 

265 

79 

29.8 

45 

17.0 

57.0 

Duke  University 

478 

130 

27.2 

77 

16.1 

59.2 

Columbia  University 

980 

220 

22.5 

156 

15.9 

70.9 

Creighton  University 

207 

73 

35.3 

32 

15.5 

43.8 

Harvard  University 

1,120 

261 

23.3 

171 

15.3 

65.5 

Franklin  and  Marshall  College 

289 

73 

25.3 

43 

14.9 

58.9 

Wesleyan  University 

205 

52 

25.4 

30 

14.6 

57.7 

Muhlenberg  College 

179 

38 

21.2 

26 

14.5 

68.4 

Amherst  College 

243 

46 

18.9 

34 

14.0 

73.9 

College  of  the  Holy  Cross 

421 

85 

20.2 

58 

13.8 

68.2 

Tulane  University 

438 

111 

25.3 

60 

13.7 

54.1 

Dartmouth  College 

713 

162 

22.7 

92 

12.9 

56.8 

Cornell  University 

969 

202 

20.8 

123 

12.7 

60.9 

Vanderbilt  University 

432 

85 

19.7 

55 

12.7 

64.7 

Stanford  University 

941 

188 

20.0 

117 

12.4 

62.2 

Williams  College 

276 

48 

17.4 

32 

11.6 

66.7 

Oberlin  College 

246 

49 

19.9 

28 

11.4 

57.1 

Northwestern  University 

858 

177 

20.6 

97 

11.3 

54.8 

University  of  Pennsylvania 

990 

195 

19.7 

112 

11.3 

57.4 

Total 

11,648 

2,679 

23.0 

1,667 

14.3 

62.2 

* Selected  from  the  top  100  suppliers  as  having  the  highest  proportion  of  male  graduates  entering  medical  school.  (Italicized 
schools  appear  in  Tables  I and  II.) 


have  provided  more  than  20  per  cent 
of  all  medical  freshmen. 

Another  significant  group  among  the 
100  colleges  and  universities  providing 
the  most  medical  students  are  the  25 
schools  that  educate  the  largest  number 
of  medical  school  entrants  in  relation  to 
their  total  male  graduate  output.  Spe- 
cific information  for  the  1964  entrants  is 
presented  in  Table  II. 


With  the  exception  of  the  nine  itali- 
cized schools  in  Table  II,  which  appear  on 
both  listings,  the  schools  in  Table  II 
tend  to  produce  fewer  male  graduates 
than  those  in  Table  I.  Despite  the 
numeric  disparity,  the  “smaller  schools” 
shown  in  this  Table  are  making  a greater 
proportional  contribution  in  providing 
medical  school  entrants  than  are  most  of 
their  larger  counterparts. 
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NEW  EVIDENCE 


Pro-Banthlne®  (propantheline  bromide) 

gives  positive,  selective  benefits  in 
gastrointestinal  disorders. 


A 

JLjLn  important  problem  in 
managing  gastrointestinal  disor- 
ders has  been  the  choice  of  an 
anticholinergic  agent  which  will 
act  positively  and  selectively  on 
the  gastrointestinal  tract  without 
extensive  secondary  effects. 

Recent  direct  observations  with 
the  cinefibergastroscope  and  intra- 
gastric  photography1  visually 
confirm  previous  evidence  that 
Pro-Banthlne  does,  indeed,  possess 
such  selective  activity. 

Barowsky  and  his  associates 
demonstrated  that  a minimal  dose 
of  6 to  8 mg.  of  Pro-Banthlne  in- 
travenously produced  complete 
relaxation  of  gastric  activity.  Sec- 
ondary effects  were  not  significant. 

By  contrast,  it  required  0.8  mg. 
or  double  the  usual  dose  of  atro- 
pine intravenously  to  achieve  sim- 
ilar gastric  relaxation.  Side  effects 
of  this  dosage  of  the  belladonna 
alkaloid  were  pronounced.  Ven- 
tricular rates  were  as  high  as  150 
per  minute. 

For  positive,  selective  anticho- 
linergic benefits  Pro-Banthlne  is 
indicated  in  patients  with  peptic 
ulcer,  gastritis,  irritable  colon  and 
other  forms  of  gastrointestinal 
hypermotility. 


Intragastric  photograph  of  pyloric  region 
showing  complete  relaxation  of  pyloric  sphinc- 
ter with  6 mg.  of  Pro-Banthlne  intravenously 


Dosage:  The  maximal  tolerated  dosage 
is  usually  the  most  effective.  For  most 
adult  patients  this  will  be  four  to  six 
15-mg.  tablets  daily  in  divided  doses.  In 
severe  conditions  as  many  as  two  tab- 
lets four  to  six  times  daily  may  be 
required.  Pro-Banthlne  (brand  of  pro- 
pantheline bromide)  is  supplied  as  tab- 
lets of  15  mg.,  as  prolonged-acting 
tablets  of  30  mg.  and,  for  parenteral 
use,  as  serum-type  ampuls  of  30  mg. 
The  parenteral  dose  should  be  adjusted 
to  the  patient’s  requirement  and  may  be 
up  to  30  mg.  or  more  every  six  hours, 
intramuscularly  or  intravenously. 

Contraindications:  In  glaucoma  or  se- 
vere cardiac  disease. 

Precautions:  Since  varying  degrees  of 
urinary  hesitancy  may  occur  in  the  el- 
derly male  with  prostatic  hypertrophy, 
this  should  be  watched  for  in  such  pa- 
tients until  they  have  gained  some  expe- 
rience with  the  drug. 

Although  never  reported,  theoreti- 
cally a curare-like  action  may  occur 
with  possible  loss  of  voluntary  muscle 
control.  Such  patients  should  receive 
prompt  and  continuing  artificial  respi- 
ration until  the  drug  effect  has  been 
exhausted. 

Side  Effects  The  more  common  side 
effects,  in  order  of  incidence,  are  xero- 
stomia, mydriasis,  hesitancy  of  urina- 
tion and  gastric  fullness. 

1.  Barowsky,  H.;  Greene,  L.;  Bennett,  R„  and 
Buganza,  G.:  The  Effect  of  Anticholinergic 
Drugs  on  Gastric  Motility  and  Pyloric  Func- 
tion, Scientific  Exhibit,  Annual  Convention 
of  the  American  Medical  Association,  Chi- 
cago, Illinois,  June  26-30,  1966. 
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Current  Attitude 
Toward  Appendicitis 

CHARLES  E.  WILES,  M.D. 

Buffalo,  New  York 

Assistant  in  Surgery,  Edward  J.  Meyer 
Memorial  Hospital;  Attending  in  Surgery, 
Sisters  of  Charity  Hospital  of  Buffalo 


T he  first  published  report  on  acute  ap- 
pendicitis from  the  Sisters  of  Charity  Hos- 
pital in  Buffalo,  New  York,  was  written 
in  February,  1897.  This  historic  300-page 
monograph  was  written  by  Herman  Myn- 
ter,  M.D.,  professor  of  operative  and  clin- 
ical surgery  at  Niagara  University  Medical 
School  and  attending  surgeon  to  the  Sisters 
of  Charity  Hospital  in  Buffalo,  New  York. 
He  reviewed  the  thoughts  and  opinions  of 
his  day,  and  it  is  quite  remarkable,  as  we 
recall  that  it  was  only  in  the  previous  few 
decades  that  the  exact  nature  of  appendi- 
citis was  appreciated  by  surgeons.  As  a 
matter  of  fact,  the  first  time  discussion  of 
the  surgical  treatment  of  appendicitis  was 
presented  to  the  New  York  State  Medical 
Society  was  in  1891.  On  that  occasion 
McBurney  reported  on  24  cases  of  early 
operations  for  appendicitis,  23  of  whom 
recovered  and  in  all  of  whom  life  was  seri- 
ously threatened.1 

In  his  monograph  in  1897,  Dr.  Mynter 
concluded  that  after  careful  study  of  a 
large  number  of  foreign  and  American 
authors  and  of  numerous  statistics,  ap- 
pendicitis is  definitely  a surgical  lesion  and 
should  be  treated  by  surgical  rather  than 

Presented  at  the  160th  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  Section  on 
Surgery,  February  16,  1966. 


TABLE  I.  Number  of  cases  and  deaths  in  a five- 
year  period 


Year 

Number 
of  Cases 

Number 
of  Deaths 

1961 

506 

2 

1962 

474 

3 

1963 

507 

2 

1964 

580 

2 

1965 

536 

2 

Totals 

2,603 

11 

medical  measures  about  which  physicians 
are  unable  to  prophesy  as  to  the  results  in  a 
given  case  or  to  prevent  gangrene  and  per- 
foration with  resulting  fatal  peritonitis. 
Dr.  Mynter  further  stated  that  “surgical 
treatment  must  be  considered  the  conserva- 
tive treatment,  the  quickly  healing  and 
least  dangerous  method,  and  it  is  radical  in 
so  far  as  a relapse  is  impossible.”  He 
added  that  “the  medical  treatment  is  a 
makeshift,  uncertain  in  its  results,  unable  to 
prevent  the  often  fatal  complications,  and 
therefore  dangerous.” 

In  the  past  sixty-nine  years,  nothing 
much  has  changed  in  our  philosophy  con- 
cerning the  treatment  of  appendicitis. 
However,  surgeons  must  continue  to  stress 
the  necessity  for  an  active,  vigorous  ap- 
proach in  the  early  surgical  management 
of  the  disease. 

Statistics 

At  present,  I would  like  to  review  the 
past  five  years  experience  with  appendicitis 
at  the  Sisters  of  Charity  Hospital.  The 
number  of  cases  for  this  period  is  presented 
in  Table  I. 

A breakdown  of  the  total  cases  for  1964 
and  1965  is  given  in  Table  II.  Primary 
cases  are  those  which  were  performed  with 
the  preoperative  diagnosis  of  appendicitis, 
and  secondary  are  those  associated  with 
other  elective  operations  such  as  chole- 
cystectomy, hysterectomy,  and  so  on. 

Since  1964,  the  Commission  on  Pro- 
fessional and  Hospital  Activities  in  Ann 
Arbor,  Michigan,  has  carried  out  Pro- 


March  15,  1967  / New  York  State  Journal  of  Medicine  787 


TABLE  II.  Breakdown  of  total  cases,  1964  and  1965 


TABLE  IV.  Sex  incidence 


Primary  Secondary 


Year 

Cases 

Cases 

1964 

278 

302 

1965 

278 

258 

TABLE  III. 

Breakdown  of  cases  July,  1964,  to  June, 

1965 

Condition 

Cases 

Acute  appendicitis 

189 

Acute  appendicitis  with  perforation  41 

Chronic  appendicitis 

29 

Total 

259 

fessional  Activity  Studies  on  all  records  at 
the  Sisters  of  Charity  Hospital.  Analysis 
of  these  data  is  quite  easily  carried  out  with 
these  statistical  reports,  and  the  following 
information  is  available. 

For  the  period  from  July,  1964  to  June, 
1965  a breakdown  of  the  cases  is  shown  in 
Table  III. 

Table  IV  gives  the  sex  incidence  in  our 
hospital,  which  is  the  same  as  that  given 
in  national  surveys. 

There  is,  however,  a statistical  difference 
in  that  at  each  year  of  age  from  fifteen  to 
twenty-two  years,  females  outnumbered 
males. 

The  age  incidence  is  given  in  Table  V. 

The  youngest  patient  was  one  year, 
there  were  3 three  years  old,  and  the  oldest 
was  eighty-three  years  old. 

Through  the  years,  the  death  rate  nation- 
ally from  appendicitis  has  decreased.  An 
interesting  article  was  written  in  1939 
by  T.  Wright,  M.D.,  A.  H.  Aaron,  M.D., 
J.  Sutton  Regan,  M.D.,  and  Elmer  Milch, 
M.D.,2  concerning  the  management  of  pa- 
tients with  diffuse  peritonitis  caused  by 
perforation  of  the  appendix.  Forty-four 
cases  from  the  Buffalo  General  Hospital 
and  Buffalo  Children’s  hospital  were  re- 
viewed with  a mortality  rate  of  45.4  per 
cent.  During  the  years  prior  to  the  advent 
of  antibiotics,  this  was  the  standard  mortal- 
ity rate.  With  the  advent  of  antibiotics, 
this  figure  dropped  markedly. 

During  the  period  from  1955  to  1964, 
Public  Health  Service  figures  reveal  that 
the  mortality  figures  from  appendicitis 
decreased  by  about  one  third — from  1.4 
per  100,000  population  to  0.9  per  100,000. 
In  1964  there  were  an  estimated  1,810 


Sex 

Number 

Per  Cent 

Male 

139 

53 

F emale 

120 

47 

TABLE  V.  Age  incidence 


Age  (Years) 

Number 

Per  Cent 

0 to  10 

47 

18 

10  to  20 

100 

39 

20  to  30 

42 

16 

30  to  40 

16 

6 

40  to  50 

21 

8 

50  to  60 

18 

7 

60  to  70 

11 

4 

70  to  80 

2 

1 

80  to  90 

2 

1 

Totals 

259 

100 

deaths  from  appendicitis  in  the  United 
States.5  The  actual  incidence  of  acute 
appendicitis  nationally  without  mention 
of  peritonitis  has  decreased  from  2.35  per 
cent  of  hospital  admissions  in  1946  as 
compared  with  0.92  per  cent  in  1961. 

As  is  well  known,  perforation  and  gan- 
grene are  more  frequent  in  older  patients. 
Advanced  appendicitis  in  young  children 
and  elderly  patients  is  often  accompanied 
by  mild  or  atypical  symptoms,  causing 
delay  in  diagnosis. 

An  interesting  report  was  published  by 
the  Professional  Activity  Studies  Medical 
Audit  Plan  in  1964. 4 This  report  con- 
cerned 10,676  appendectomies  performed 
in  292  Professional  Activity  Studies  hos- 
pitals. Hospitals  were  classified  as  small, 
medium,  and  large  depending  on  bed  ca- 
pacity. 

Table  VI  shows  the  tissue  codes  used  by 
the  pathologists  in  these  hospitals  to  classify 
the  findings.  As  indicated  in  this  Table, 
surgery  was  justified  on  pathologic  findings 
alone  in  78  per  cent  of  the  cases. 

The  next  Table,  Table  VII,  shows  that 
the  great  majority  of  appendectomy  pa- 
tients were  operated  on  within  six  hours  of 
admission. 

On  Monday,  more  patients  were  admit- 
ted and  fewer  were  discharged  than  on  any 
other  day  of  the  week.  Conversely,  as 
shown  in  Table  VIII,  fewer  patients  were 
admitted  and  more  were  discharged  on 
Saturday  than  on  any  other  day  of  the 
week. 

The  10,676  patients  accounted  for  75,348 
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TABLE  VI.  Tissue  codes  classifying  findings 


Code 

Condition 

Per  Cent 

I 

Acute 

65 

II 

Other  disease 

13 

III 

No  disease 

13 

Not  coded 

9 

Total 

100 

TABLE  VII. 

Time  elapsed  between  admission  and 

operation 

Time  Operated  On 

(Hours) 

Per  Cent 

Within  6 

70 

6 to  48 

21 

After  48 

9 

Total 

100 

days  of  hospital  care  with  an  over-all 
average  stay  of  7.1  days.  The  most  fre- 
quently occurring  length  of  stay  was  five 
days.  Table  IX  shows  a breakdown  of 
these  figures. 

Other  interesting  observations  in  this 
report  revealed  that  25  per  cent  of  the 
patients  with  acute  appendicitis  had  pre- 
operative white  blood  counts  under  10,000. 
Only  one  third  of  the  patients  had  pre- 
operative temperatures  of  100  F.  or  more. 
Nineteen  per  cent  of  all  patients  had  at 
least  one  consultation.  Fewer  than  1.4 
per  cent  of  the  patients  had  been  given  a 
transfusion.  A total  of  more  than  326 
pints  of  blood  were  given  these  patients, 
making  an  average  of  3 units  per  100 
appendectomy  patients.  Forty-five  per 
cent  of  the  patients  who  were  given  trans- 
fusions received  one  unit,  25  per  cent 
received  two  units,  and  the  remaining  30 
per  cent  received  3 units  or  more.  Forty- 
two  per  cent  of  all  appendectomy  patients 
were  recorded  as  having  antibiotics  ad- 
ministered. Of  all  patients  who  received 
antibiotics,  only  31  per  cent  had  bacterial 
antibiotic  sensitivity  tests.  Sixty-two  per 
cent  of  all  appendectomy  patients  received 
parenteral  fluids,  and  9 per  cent  had 
electrolytes  determined. 

In  this  group  of  10,676  cases  of  appendi- 
citis, a total  of  37  patients  died  for  a death 
rate  of  4 per  1,000  patients.  Autopsies 
were  performed  on  20  of  the  deaths  for  an 
autopsy  rate  of  54  per  cent. 

All  these  factors  give  one  food  for  thought 
in  reviewing  his  individual  management 
of  each  particular  patient  with  appendicitis. 


TABLE  VIII.  Admissions  and  discharges  by  days 


Day 

Admissions 
(Per  Cent) 

Discharges 
(Per  Cent) 

Monday 

18 

12 

Saturday 

12 

18 

TABLE  IX.  Breakdown  of  length  of  hospital  stay* 

Days 

Per  Cent 

0 to  4 

27 

5 

20 

6 

14 

7 to  9 

24 

10  or  more 

15 

Total 

100 

* Average  stay  7.1  days. 


Summary 

In  summary,  a review  of  appendicitis 
reveals  that  the  actual  incidence  plus  the 
mortality  rate  from  acute  appendicitis 
appears  to  be  decreasing.  Complications, 
morbidity,  and  mortality  are  increased  with 
the  perforated  appendix.  Continued  im- 
provement in  these  statistics  results  from  a 
variety  of  factors  including  early  operation, 
better  anesthesia,  plus  the  use  of  anti- 
biotics, fluids,  and  electrolytes.  The  na- 
tional average  percentage  of  accuracy  in 
preoperative  diagnosis  of  acute  appendicitis 
as  proved  by  pathologists’  reports  in  this 
Professional  Activity  Study  is  65  per  cent. 
Another  13  per  cent  of  cases  had  associated 
acute  findings.  It  would  seem  that  accu- 
racy above  78  or  80  per  cent  based  solely  on 
clinical  findings  cannot  be  achieved  without 
undue  risk  to  patients.  This  would  result 
in  missed  diagnoses,  thereby  allowing  a 
greater  number  of  patients  to  go  on  to 
perforation  and  its  associated  increased 
morbidity  and  mortality. 

The  old  adage  is  still  good  philosophy: 
“When  in  doubt  . . . take  it  out.” 

85  Wehrle  Drive 
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Analysis  of  325 
Consecutive 
Rhytidectomies 
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New  York  City 

From  the  Department  of  Surgery  (Plastic), 
The  New  York  Hospital-Cornell  Medical  Center 


Rhytidectomy  or  meloplasty  has  be- 
come an  accepted  plastic  surgical  procedure. 
Hollander1  has  been  credited  with  the  first 
report  dealing  with  the  operation,  and, 
recently,  several  writers  including  Pangman 
and  Wallace2  and  Johnson3  have  given 
detailed  technical  descriptions  of  their 
procedures.  Edgerton  et  al .4  in  a report 
of  106  patients,  studied  the  psychol- 
ogy of  those  who  sought  the  operation  for 
cosmetic  reasons  and  concluded  that  for 
the  properly  motivated  patient,  the  results 
were  quite  satisfactory.  Neto5  has  re- 
ported a series  of  170  cases,  and  Straith  et 
al.,6  describing  their  technic  in  detail,  have 
discussed  the  complications  of  the  proce- 
dure. Ower  and  Duckworth7  have  used 
the  operation,  in  combination  with  dermal 
fat  grafts  for  the  treatment  of  progres- 
sive lipodystrophy. 

This  article  reports  325  consecutive 
rhytidectomies  performed  on  the  plastic 
surgical  service  of  The  New  York  Hospital- 
Cornell  Medical  Center. 

Presented  at  the  160th  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  Section  on 
Plastic  and  Reconstructive  Surgery,  February  14,  1966. 


TABLE  I.  Age,  sex,  and  marital  status  of  patients 
operated  on 


Condition 

Per  Cent  of 
Sample 

Number  of 
Patients 

Age  (Years) 

0 to  9 

0.3 

1 

10  to  19 

0.6 

2 

20  to  29 

1.2 

4 

30  to  39 

8.3 

27 

40  to  49 

24.3 

79 

50  to  59 

43.1 

140 

60  to  69 

16.6 

54 

70  to  79 

5.3 

17 

80  to  89 

0.3 

1 

Totals 

100.0 

325 

Sex 

Male 

4.6 

15 

Female 

95.4 

310 

Totals 

100.0 

325 

Marital  status 

Married 

45.1 

145 

Widowed 

22.9 

76 

Divorced 

13.0 

42 

Single* 

19.0 

62 

Totals 

100.0 

325 

* Includes  3 patients  under  twenty-one  years  of  age. 


Three  hundred  and  six  patients  were 
operated  on,  and  19  of  these  patients  were 
operated  on  twice.  Table  I lists  the  age, 
sex,  and  marital  status  of  the  patients. 
The  majority  were  married  women,  forty 
to  sixty  years  old,  who  wanted  the  operation 
for  cosmetic  reasons.  Their  average  age 
was  fifty-two.  Only  15  males  were  oper- 
ated on  and  of  these  only  7 for  cosmesis 
alone.  There  were  three  Negroes  in  the 
group. 

The  operation  was  done  most  often  to 
correct  alterations  in  the  facial  features 
caused  by  the  aging  process.  In  general, 
the  patients’  psychologic  motivation  was 
reasonably  sound.  In  this  retrospective 
report,  no  formal  psychiatric  evaluation  is 
available.  Two  patients  in  the  series  had  a 
documented  history  of  psychiatric  illness 
which  was  not  actively  evident  at  the  time 
of  hospitalization. 

In  25  cases,  organic  disease  was  the 
indication  for  operation.  The  diagnosis 
in  each  of  the  cases  is  listed  in  Table  II. 
In  those  patients  operated  on  to  correct  a 
deformity  due  to  paralysis  of  the  facial 
nerve,  a unilateral  rhytidectomy  was  com- 
bined with  the  construction  of  a variety  of 
fascial  or  muscle  slings.  Rhytidectomy  to 
alleviate  postinfectious  pitted  acne  scars 
was  combined  with  dermabrasion.  One 
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TABLE  II.  Diagnoses  of  patients  operated  on  for 
facial  deformity  following  injury  or  disease 


Deformity 

Number 

of 

Patients 

Postinfectious  (acne)  scar 

9 

Facial  paralysis 

7 

Weight  loss  following  pathologic 
obesity 

2 

Facial  assymmetry  due  to  post-trau- 
matic scar 

1 

Facial  hemangioma 

2 

N eurofibromatosis 

2 

Benign  lipomatosis 

1 

Cystic  hygroma 

1 

Total 

25 

infant  underwent  a unilateral  procedure 
for  removal  of  redundant  skin  following 
excision  of  a large  cystic  hygroma.  Two 
patients  with  the  difficult  problem  of 
facial  neurofibromatosis  were  subjected  to 
unilateral  rhytidectomy  following  subtotal 
subcutaneous  resection  of  the  tumor.  Two 
patients  with  superfluous  facial  skin  second- 
ary to  congenital  hemangiomata  improved 
following  the  rhytidectomy  procedure. 
Further  information  concerning  this  group 
of  patients  is  presented  in  Table  III. 

Technic 

Although  varied  somewhat  to  meet  the 
demands  of  each  particular  problem,  the 
technic  reported  here  followed  certain 


fundamental  concepts.  Local  anesthesia 
combined  with  epinephrine  (Adrenalin) 
solution  was  administered  in  65  per  cent  of 
the  325  operations.  This  type  of  anesthesia 
was  used  most  frequently  during  the  early 
years  of  this  series.  Hemostasis  achieved 
by  the  vasopressor  was  quite  satisfactory, 
and  there  were  no  recorded  instances  of 
significant  overdosage  or  allergic  reactions. 
Over  the  past  ten  years,  however,  increasing 
use  has  been  made  of  general  anesthesia 
combined  with  the  hypotensive  agent 
trimethaphan  ( Arfonad).  As  administered 
by  an  anesthesiologist  to  selected  candi- 
dates, hypotensive  anesthesia  has  offered 
a relatively  bloodless  field  to  the  surgeon, 
a welcome  sleep  to  the  patient,  and  has 
caused  no  cardiac  or  renal  complications. 
At  the  present  time,  all  rhytidectomies 
performed  under  general  anesthesia  are 
accomplished  with  the  aid  of  hypotensive 
technic. 

The  operative  procedure  was  performed 
as  illustrated  in  Figures  1 to  3.  The 
standard  cutaneous  incision  extended  from 
above  the  hairline  anteriorly,  interiorly  at 
the  tragus,  upward  over  the  posterior 
aspect  of  the  ear  (1  cm.  anterior  to  the 
cephalo-auricular  angle),  and  horizontally 
to  the  hairline  at  the  level  of  the  upper 
margin  of  the  external  auditory  meatus. 
To  avoid  damage  to  the  branches  of  the 
facial  nerve,  the  dissection  was  subcuta- 
neous, superficial  to  the  platysmal  sheath. 
Wide  and  extensive  undermining  was  the 
rule. 


TABLE  III.  Results  of  surgery  done  for  other  than  senile  or  presenile  cutis  laxa 


Diagnosis 

Number 
of  Cases 

Extent  of 
Deformity 

Rhytidec- 
tomy as 
Primary 
Procedure 

Result 

Number  of 
Cases 
Requiring 
Further 
Surgery 

Postinfectious  (acne) 
scars 

9 

moderate 

yes 

good 

3 

Facial  paralysis 

7 

marked 

no 

good  (4  cases) 

1 

Facial  hemangioma 

2 

marked  (1  case) 

no 

satisfactory  (3  cases) 
good 

0 

Weight  loss  follow- 
ing abnormal 
obesity 

2 

moderate  (1  case) 
mild 

yes 

good 

0 

N eurofibromatosis 

2 

marked 

no 

satisfactory  (1  case) 

1 

Benign  lipomatosis 

1 

mai'ked 

no 

poor  (1  case) 
good 

0 

Post-traumatic  facial 
asymmetry 

1 

moderate 

yes 

good 

0 

Cystic  hygroma 

1 

moderate 

no 

good 

0 
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FIGURE  1.  (A)  Extent  of  standard  circumauricular  incision.  Note  that  incision  placed  on  posterior  aspect 
of  ear  at  level  1 cm.  anterior  to  cephalo-auricular  angle.  This  done  to  prevent  visibility  of  ultimate  scar. 
(B)  Technic  and  extent  of  subcutaneous  undermining.  Dissection  carried  subcutaneously  well  forward  to 
level  anterior  to  nasolabial  line.  Interiorly,  it  extends  in  submandibular  area  to  midline  and  communicates 
with  wound  of  other  side.* 


FIGURE  2.  (A)  Excision  of  excess  skin  showing  usual  shape  of  specimen.  Multiple  marginal  sutures  allow 
surgeon  to  pull  skin  flap  upward  and  backward  so  that  excisional  step  most  effective.  (B)  Flaps  elevated 
and  bleeders  clamped.  Hemostasis  obtained  with  Bovie  unit  or  catgut  suture.* 


In  this  technic,  the  dissection  is  carried 
far  forward,  anterior  to  the  nasolabial 
line  and  far  downward,  to  the  midline  of  the 
neck  in  the  submental  region.  The  wounds 
of  the  right  and  left  sides  of  the  face  are 
communicated  in  the  upper  neck  so  that 
any  submental  fat  pad  can  be  excised 
under  direct  vision.  This  is  not  the  only 
reason  that  wide  dissection  is  used.  It  is 
used  also  on  the  premise  that  if  nearly  all 
of  the  facial  skin  is  separated  from  the 
underlying  fascia,  then  after  excision  of  the 
redundant  skin  and  suture  of  the  wound, 
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the  skin  flaps  will  adhere  to  the  underlying 
tissues  at  a new  higher  level.  This  is 
believed  to  insure  a long-lasting  result. 
In  the  temporal  area,  the  dissection  is 
superficial  to  the  temporal  fascia  so  that 
hair  follicles  are  not  destroyed.  Excess 
skin  is  drawn  up  about  the  ear  and  excised 
and  hemostasis  obtained  with  the  Bovie 
unit  or  catgut  suture.  The  authors  believe 
that  attempts  to  remodel  or  mold  the  facial 
musculature  or  fascia  by  suture  offer  only  a 
temporary  gain.  Imbricating  fascial  su- 
tures are  not  used.  The  wounds  are  closed 

15,  1967 


FIGURE  3.  (A)  Excision  of  submental  fat  pad  under  direct  vision.  (B)  Pre-  and  postauricular  wound 
closure.  Key  postauricular  suture  passes  through  cartilage  of  concha.  This  also  done  to  aid  in  prevention 
of  backward  dislocation  of  sutured  wound  and  ultimate  scar.* 


* All  figures  reproduced  from  original  drawings  by  Frank  Netter,  M.D. 


TABLE  IV.  Postoperative  complications 


Complication 

Number 

Per  Cent 

Hematoma  under  flap 

21 

6.6 

Wound  infection 

2 

0.6 

Necrosis  flap  margin 

1 

0.3 

Facial  palsy* 

2 

0.6 

Hypotensive  episode 

4 

1.2 

Otherf 

3 

0.9 

Totals 

33 

10.2** 

* Both  of  these  patients  had  persistent  unilateral  paralysis 
of  muscles  of  forehead. 

t Mediastinal  emphysema,  acute  gout,  fever  of  undeter- 
mined origin. 

**  Percentage  of  all  325  cases  in  this  report. 


without  drainage,  the  key  postauricular 
suture  passing  through  the  cartilage  of  the 
concha.  A compressive  dressing  is  applied 
which  is  removed  in  forty-eight  hours. 
In  50  per  cent  of  these  cases,  bilateral 
blepharoplasty  for  correction  of  herniated 
periorbital  fat  and  redundant  palpebral 
skin  was  also  performed.  The  average 
postoperative  hospital  stay  was  six  days. 

Complications 

Early  postoperative  complications  are 
listed  in  Table  IV.  The  incidence  of 
complications  in  this  series  was  10.2  per 
cent,  over  half  of  these  being  local  bleeding 
problems.  When  significant  postoperative 
hematoma  occurred,  it  was  invariably 
located  over  the  buccal  or  submental  areas 
where  the  pressure  dressing  was  least  effec- 
tual. Such  collections  were  evacuated  as 
soon  as  detected,  usually  in  the  operating 


room.  They  occurred  as  often  in  those 
patients  operated  on  under  local  anesthesia 
with  epinephrine  as  in  the  group  operated 
on  under  general  anesthesia  with  hypoten- 
sive blood  pressure  levels.  Attempts  to 
aspirate  postoperative  subcutaneous  hema- 
tomas have  always  been  unsuccessful. 
Injection  of  a hyaluronidase  agent  serves  to 
liquefy  the  clot,  but  the  subsequent  aspira- 
tion of  the  liquefied  material  by  needle  is 
not  as  effective  as  is  prompt  surgical 
evacuation. 

In  3 cases  (1  per  cent)  significant  prob- 
lems of  wound  healing  required  extensive 
local  care  and  prolonged  the  patient’s 
convalescence.  Transient  paresis  of  the 
lower  face  or  brow  was  noted  in  10  per  cent 
of  the  cases;  in  all  but  2 of  these  function 
of  the  involved  facial  part  returned.  Per- 
manent injury  to  the  nerves  resulting  in 
unilateral  weakness  of  the  muscles  of  the 
brow  occurred  in  2 cases.  One  of  these 
required  secondary  corrective  surgery  one 
year  later.  Despite  the  relatively  daring 
approach  by  wide  undermining,  only  one 
instance  of  superficial  necrosis  of  the  cuta- 
neous flaps  was  observed  in  this  series. 
This  resolved  satisfactorily. 

The  most  common  systemic  complica- 
tion, transient  hypotension,  was  noted 
four  times.  In  three  instances,  elderly 
patients  who  had  been  operated  on  under 
local  anesthesia  went  through  a period  of 
postoperative  hypotension  which  responded 
to  supportive  therapy.  The  fourth  oc- 
curred during  a procedure  being  carried 
out  under  general  anesthesia.  Subsequent 
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TABLE  V.  Number  of  cases  requiring  secondary 
rhytidectomy  with  time  intervals 


Postoperative 

(Years) 

Number  of  Cases 

0 to  1 

4 

1 to  5 

9 

5 or  more 

6 

Total 

19  (6  per  cent  of  the  325 

cases  in  series) 

studies  did  not  reveal  any  evidence  of 
cardiac  or  renal  injury.  The  one  case  with 
the  complication  of  postoperative  medias- 
tinal emphysema  associated  with  pleural 
effusion  was  probably  caused  by  severe 
vomiting.  In  those  patients  who  also 
underwent  blepharoplasty,  a bothersome 
ptosis  of  one  eyelid  occurred  in  5 cases. 
Ophthalmologic  consultation  was  obtained 
in  these  cases,  and  no  interference  with 
function  of  the  levator  muscles  was  demon- 
strated. In  2 of  these  cases,  on  advice  of 
the  ophthalmologist,  a secondary  operation 
was  done  for  excision  of  skin  and  cicatrix 
from  the  upper  eyelid. 

The  great  majority  of  the  patients 
operated  on  for  cosmetic  reasons  were 
pleased  with  the  outcome.  In  the  earlier 
years  covered  by  the  report,  there  were 
15  patients  who  complained  of  persistent 
fullness  under  the  chin.  But  since  the 
technic  of  excision  of  the  submental  fat 
pad  through  the  primary  incision  has  been 
adopted,  this  complaint  has  not  been  re- 
corded. The  number  of  cases  requiring 
secondary  rhytidectomy  is  listed  in  Table 
V.  There  were  19,  6 per  cent  of  the  total 
group.  All  of  these  were  patients  who  had 
undergone  a primary  cosmetic  procedure, 
who  had  a persistent  complaint,  or  who 
wished  correction  of  recurrent  laxity  of  the 
facial  skin.  Thirteen  patients  underwent 
secondary  rhytidectomy  within  five  years  of 
the  initial  operation.  In  the  light  of  our 


present  attitude,  these  must  be  looked  on  as 
examples  of  inadequate  surgery.  The  re- 
maining 6 patients  were  reoperated  on  at 
periods  of  time  five  to  eight  years  after 
the  primary  surgery. 

The  results  of  surgery  performed  on  the 
smaller  group  of  patients  treated  for  facial 
deformity  following  injury  or  disease  have 
varied  from  good  to  poor.  Follow-up  has 
revealed  uniformly  good  results  in  postacne 
cases  who  were  treated  by  rhytidectomy 
combined  with  dermabrasion.  Good  re- 
sults were  also  obtained  in  most  of  those 
operated  on  for  conditions  producing  ab- 
normal redundancy  of  the  facial  skin,  as  in 
the  patient  with  benign  symmetrical  lipo- 
matosis. The  treatment  of  longstanding 
facial  paralysis  has  provided  a most  chal- 
lenging problem.  Slings  of  muscle  and 
fascia  have  been  used  primarily  for  this 
condition,  rhytidectomy  being  added  as  an 
ancillary  measure  in  all  but  the  mildest 
cases. 

Summary 

Experience  with  the  technic  of  rhytidec- 
tomy is  presented  as  it  has  been  accumu- 
lated from  a large  series  of  cases.  Condi- 
tions treated  other  than  rhytidosis  are 
noted.  The  surgical  technic  is  described; 
postoperative  complications  and  results 
are  tabulated. 
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Several  recent  episodes  of  arson  or 
suspected  arson  have  led  us  to  a brief  review 
of  the  subject. 

Types  of  arson 

The  National  Board  of  Fire  Underwriters 
recognizes  four  basic  types  of  arson. 1 The 
first  is  arson  for  profit.  This  category  in- 
cludes businessmen  who  try  to  recoup  their 
losses  by  setting  fire  to  their  store;  night 
watchmen  who  want  to  be  praised  for  their 
industry  in  finding  and  reporting  a blaze; 
fire  fighters  who  wish  to  prove  their  valiance 
to  friends  and  community;  and,  in  the  past, 
insurance  brokers  who  guaranteed  a fire 
with  every  policy. 

The  second  category  is  arson  to  cover  up 
crime.  This  consists  of  murderers  and 
burglars  who  attempt  to  conceal  the  evi- 
dence of  their  crime  by  burning  it. 

Next  is  arson  for  revenge.  Fires  have 
been  caused  by  jealous  lovers  or  estranged 
husbands  and  wives  hoping  to  rekindle  the 
spark  of  love,  and  by  landlords  and  tenants 
after  other  attempts  to  settle  disputes  have 


four  types  of  arson  are  recognized:  arson 
for  profit,  arson  to  cover  up  crime,  arson  for 
revenge,  and  pyromania.  Pyromania  is  the 
second  most  prominent  motive;  70  per  cent  of 
arsonists  are  either  psychotic  or  mentally 
defective,  many  of  them  schizophrenic.  Alco- 
holism may  be  related  to  firesetting  also. 


failed.  Some  revenge  fires  have  been  set  as 
long  as  twenty  years  after  the  precipitating 
insult. 

In  these  three  categories  the  fires  have 
been  planned  to  a greater  or  lesser  degree, 
and  they  have  served  some  “rational”  pur- 
pose. As  a result,  these  people  are  usually 
not  recurrent  firesetters. 

Firesetting  is  not  synonymous  with  pyro- 
mania, which  is  the  fourth  category.  Ac- 
cording to  Lewis  and  Yarnell,2  in  this  group: 

The  reasons  for  the  fires  are  unknown;  the 
act  is  so  little  their  own  that  they  (pyromani- 
acs)  feel  no  responsibility  for  the  crime.  . . 
These  offenders  are  able  to  give  a classical 
description  of  the  irresistible  impulse.  They 
describe  the  mounting  tension;  the  restless- 
ness; the  urge  for  motion;  the  conversion 
symptoms  such  as  headaches,  palpitations, 
ringing  in  the  ears,  and  the  gradual  merging 
of  their  identity  into  a state  of  unreality; 
then  the  fires  are  set ...  . Once  they  have 

started  the  fires,  thrown  the  neighborhood 
into  confusion,  and  are  assured  the  fire 
engines  are  working,  the  tension  subsides, 
and  they  can  go  home  and  drop  into  a peace- 
ful sleep.  The  majority  of  pyromaniacs, 
incidentally,  start  fires  in  their  own  neighbor- 
hood. With  some  the  impulse  asserts  itself 
episodically  with  extended  periods  of  “nor- 
mality” intervening;  with  others,  it  controls 
them  night  after  night;  in  either  instance 
they  almost  always  have  to  set  a fire  when  the 
impulse  appears.  Such  offenders  will  con- 
tinue, each  fire  being  a facsimile  of  the  first, 
until  a more  powerful  force,  usually  embodied 
in  the  “arm  of  the  law,”  steps  in  and  com- 
mands them  to  stop.2 

Statistics  and  mental  conditions 

According  to  the  Fire  Department  of  the 
City  of  New  York  statistics,  in  1964  there 
were  79,477  fires  of  which  576  were  sus- 
pected to  be  the  work  of  arsonists.3  The 
number  of  civilian  deaths  arising  from  fires 
started  by  arsonists  was  surprisingly  small, 
just  one,  as  compared  with  180  deaths  from 
all  fires.  Of  the  576  suspicious  fires,  439 
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TABLE  I.  Motives  of  convicted  arsonists 


Motive  (Adults) 

Num- 

ber 

Motive 

(Juveniles) 

Num- 

ber 

Revenge 

64 

Malicious 

mischief 

82 

Pyromania 

41 

Pyromania 

14 

Malicious  mischief 

14 

Revenge 

5 

Concealing  burglary 

9 

Concealing 

Defrauding  insur- 
ance companies 
Concealing  other 
crimes 

5 

3 

burglary 

2 

Totals 

136 

103 

were  definitely  proved  to  be  incendiary. 
However,  only  296  arrests  could  be  made. 
Most  of  those  arrested  were  convicted 
(239).  Adults  outnumbered  juveniles  136 
to  103.  The  stated  motives  for  each  group 
are  shown  in  Table  I.  Although  they  are 
widely  different  for  the  two  groups,  pyro- 
mania  is  the  second  most  prominent  motive 
for  both  adults  and  adolescents. 

On  the  basis  of  a study  of  1,100  appre- 
hended firesetters,  Lewis  and  Yarnell2  con- 
cluded that  nearly  50  per  cent  of  the  males 
were  mentally  defective,  10  per  cent 
schizophrenic,  and  10  per  cent  had  other 
types  of  psychoses.  The  remaining  30  per 
cent  were  diagnosed  as  being  psychopathic 
or  neurotic.  It  is  well  to  recognize  that 
these  diagnoses,  made  in  most  cases  by 
court  psychiatrists  under  less  than  optimum 
conditions,  may  not  be  completely  accurate. 
The  authors  particularly  feel  that  the  extent 
of  schizophrenia  among  firesetters  has  been 
minimized.  It  is  their  opinion  that  all  of 
the  offenders  manifest  schizophrenic  think- 
ing, since  the  fires  are  set  in  a ritualistic 
fashion  which  is  congruent  with  schizo- 
phrenic condensation  and  symbolization. 
The  fantasies  of  the  pyromaniac  person  are 
predominantly  cruel,  greedy,  and  grandiose 
in  contrast  to  his  self-image  as  a weak  and 
defenseless  person.  However,  they  add 
that  they  have  rarely  seen  typical  pyroma- 
niac patients  who  become  psychotic  in  the 
sense  that  they  develop  hallucinations  and 
mental  deterioration.  Circumscribed  para- 
noia is  the  chief  finding  in  many  of  their  pa- 
tients. Even  insurance  defrauders  have 
been  found  to  be  psychotic. 

Female  firesetters  were  responsible  for 
only  10  per  cent  of  the  total  fires  in  their 
series.  About  30  per  cent  were  found  to  be 


psychotic,  and  nearly  70  per  cent  mentally 
defective.  Affairs  of  the  heart  were  given 
as  the  prime  motivation.  Adolescence  is 
not  the  peak  period  of  firesetting  in  females, 
as  it  is  in  males. 

In  following  14  firesetting  children  into 
adulthood,  Bender4  found  4 in  state  hospi- 
tals diagnosed  as  schizophrenic  patients,  4 
transferred  from  prisons  to  hospitals  for  the 
criminally  insane,  and  2 in  institutions  for 
mentally  defective  patients.  She  feels  that 
many  firesetting  children  could  be  diag- 
nosed as  schizophrenic  even  in  their  youth. 
However,  the  children  she  studied  may  well 
be  atypical  in  that  their  maladjustment  was 
obvious  enough  to  require  psychiatric 
hospitalization  in  childhood. 

Some  authors  have  felt  that  pyromaniacs 
are  primarily  neurotic;  others,  that  they 
tend  to  be  obsessive- compulsive;  and  still 
others,  that  they  are  psychopaths.5-7  It 
becomes  clear  that  there  is  no  single  diag- 
nostic category  that  will  include  all  fire- 
setters. Pyromania  is  merely  a descriptive 
term,  descriptive  of  a symptom  in  the  same 
sense  as  alcoholism. 

Theories 

We  will  now  turn  to  a consideration  of 
various  theories  that  have  been  posited  to 
account  for  firesetting.  Thompson7  pro- 
poses an  organic  theory  based  on  the  as- 
sumption that  psychogenic  engrams  are 
laid  down  in  a normal  brain  and  later  re- 
leased if  the  brain  becomes  injured.  He 
cites  recent  work  by  Neilsen  which  indi- 
cates that  the  anterior  cingulate  gyri  con- 
stitute, among  other  things,  the  cortical 
area  for  emotional  expression.7  According 
to  Thompson,  trauma  or  organic  damage  to 
the  brain  such  as  that  caused  by  encephali- 
tis can  be  precursors  of  psychopathic  be- 
havior, including  firesetting. 

Sheldon8  supports  another  physiologi- 
cally based  theory.  According  to  him, 
there  is  a certain  somatotype  which  is  fre- 
quently associated  with  psychopathy. 
This  type  consists  of  an  equal  balance  be- 
tween endomorphic,  mesomorphic,  and 
ectomorphic  components.  Sheldon  feels 
that  when  this  build  is  linked  to  high  intel- 
ligence, a first-rate  mind  can  develop.  But 
when  this  is  not  the  case,  as  is  more  usual, 
the  outcome  is  retreat  into  some  sort  of 
psychopathy.  In  describing  an  arsonist 
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with  this  somatotype,  he  writes,  “The  early 
arson  (of  this  boy)  is  a bad  sign.  In  my 
experience,  it  is  associated  with  both  an  es- 
sential weakness  and  with  profound  tem- 
peramental instability.  Of  the  firesetters  I 
have  known,  few  have  made  a good  perma- 
nent adjustment.  This  seems  to  be  a de- 
linquency of  the  dangerous  weakling.”8  It 
should  be  pointed  out  that  these  physiologic 
theories  have  not  gained  widespread  ac- 
ceptance. 

Other  theoreticians  such  as  Yarnell9  and 
Lewis  and  Yarnell2  emphasize  the  influence 
of  the  home.  However,  both  deprivation 
of  love  and  security  and  too  much  love  and 
security  are  given  as  contributing  factors, 
and  there  is  no  attempt  to  explain  why  such 
a small  percentage  of  people  who  come  from 
these  environments  become  firesetters. 

Another  viewpoint  is  represented  by 
Freud10  who  wrote  in  Civilization  and  its 
Discontents  of  the  acquisition  of  power  over 
fire  as  primitive  man’s  most  important 
achievement.  The  achievement  consisted 
of  being  able  to  refrain  from  gratifying  the 
infantile  pleasure  of  putting  out  the  fire 
with  a stream  of  urine. 

Putting  out  fire  by  urinating  . . . repre- 
sented an  enjoyment  of  masculine  potency  in 
homosexual  rivalry.  Whoever  was  the  first 
to  deny  himself  this  pleasure  and  spare  the 
fire  was  able  to  take  it  with  him  and  break  it 
into  his  own  service.  By  curbing  the  fire  of 
his  own  sexual  passion  he  was  able  to  tame 
fire  as  a force  of  nature.  This  great  cultural 
victory  was  thus  a reward  for  refraining  from 
gratification  of  an  instinct.10 

In  1932  he  elaborated  on  these  views  by 
treating  the  myth  of  Prometheus  as  if  it 
were  a dream. 1 1 Prometheus  stole  fire  from 
the  gods  and  carried  it  to  mankind  in  the 
hollow  stalk  of  a fennel  plant,  which  Freud 
considered  as  a symbol  of  the  penis.  Pro- 
metheus was  severely  punished  for  his  trans- 
gression, and  Freud  felt  that  this  expressed 
the  resentment  of  instinct-ridden  humanity, 
when  forced  to  do  something  for  its  own 
good. 

A more  prosaic  explanation  of  the  Pro- 
metheus myth  is  given  in  the  eleventh  edi- 
tion of  The  Encyclopaedia  Britannica  which 
suggests  that  the  need  of  primitive  man  to 
steal  fire  from  his  enemies  may  have  led  to 
the  assumption  that  fire  was  originally 
stolen  from  the  gods.12  It  states  further 
that  fennel  stalks  were  the  common  means 
of  transporting  fire  in  ancient  Greece. 


Freud11  felt  that  primitive  man  must 
have  regarded  fire  as  something  analogous 
to  the  passion  of  love. 

The  warmth  radiated  by  fire  evokes  the 
same  kind  of  glow  as  accompanies  the  state  of 
sexual  excitation,  and  the  form  and  motion  of 
the  flame  suggest  the  phallus  in  action  ... 
Our  account  of  the  acquisition  of  fire  presup- 
posed . . . that  to  primal  man  the  attempt  to 
extinguish  fire  by  means  of  his  own  water 
signified  a pleasurable  struggle  with  another 
phallus.11 

Most  authors  today  also  assume  that 
sexual  feelings  and  pyromania  are  related. 
Simmel,13  in  describing  a patient  he  had  in- 
terviewed at  the  request  of  the  court,  felt 
entitled  to  assume  that  the  pyromaniacal 
act  he  was  trying  to  explain  was  a substitute 
for  repressed  masturbation. 

Sexual  difficulties,  both  at  conscious  and 
unconscious  levels,  have  been  described  in 
arsonists.  Some  men  have  masturbated 
after  setting  fires,  while  others  have  had 
dreams  and  fantasies  of  bright  red  female 
genitals.  The  mounting  tension  before  the 
setting  of  a fire  and  the  relief  after  the  deed 
can  be  likened  to  sexual  excitation  and 
orgasm.  However,  when  one  considers 
that  70  per  cent  of  arsonists  are  either  psy- 
chotic or  mentally  defective,  it  is  not  sur- 
prising that  sexual  difficulties  are  found. 
Again,  what  must  be  explained  is  why  such 
a small  percentage  of  all  the  people  in  these 
diagnostic  categories  turn  out  to  be  arson- 
ists. 

It  has  also  been  noted  that  alcoholism 
may  be  related  to  firesetting,  especially  for 
the  first  offense.  Twenty  per  cent  of  the 
female  arsonists  and  between  35  and  60  per 
cent  of  the  males  in  Lewis  and  Yarnell’ s'2 
series  were  also  heavy  drinkers. 

One  final  point  deals  with  reports  of  fire- 
setters’ tendency  toward  amnesia  for  the 
event.  It  is  quite  possible  that  under  the 
circumstances  in  which  many  of  those  who 
are  caught  are  interrogated,  forgetting 
proves  to  be  the  best  defense. 

Summary 

All  arsonists  have  severe  psychologic 
problems.  There  has  been  a tendency  to 
overlook  this  when  a “rational”  motive  can 
be  given  for  the  crime,  and  attention  and 
interest  have  been  concentrated  on  the  more 
“fascinating”  groups  where  the  only  mo- 
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tives  are  of  an  obscure  symbolic  nature.  It 
is  in  this  group  that  the  so-called  pyro- 
maniacs  fall.  However,  it  must  be  recog- 
nized that  “pyromania”  has  no  meaning 
psychiatrically  and  is  a catchall  term  which 
includes  the  entire  spectrum  of  psychiatric 
disorders. 
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Complication  of 
alcohol  withdrawal 

The  severity  of  an  alcoholic  withdrawal 
reaction  may  often  be  anticipated  on  the  basis  of 
the  patient’s  age  (reactions  tend  to  be  more 
severe  in  those  after  thirty-five),  drinking  his- 
tory, general  health,  and  concurrent  use  of  other 
drugs.  Among  the  more  serious  complications 
during  the  reaction  period,  usually  from  three  to 
five  days,  are  congestive  heart  failure,  changes 
in  blood  pressure,  hepatic  coma,  hemorrhages 
from  esophageal  varices,  infections,  and  hypo- 
glycemia. Careful  attention  to  fluid  and 
electrolyte  needs,  together  with  substitutions  of 
sedative  or  ataractic  drugs  for  alcohol,  will 
shorten  the  disability  period  and  help  prevent 
complications. 

H.  Williams,  M.D.,  writing  in  a recent  issue  of 
Journal  of  the  Florida  Medical  Association, 
notes  that  since  fiver  enlargement,  dependent 
edema,  and  chest  rales  are  usually  already 
present,  congestive  heart  failure  may  be  difficult 
to  diagnose  immediately.  It  is  important  to 
identify  even  mild  failure,  since  hepatic  con- 
gestion enhances  whatever  cardiac  malfunction 
already  exists.  A persistently  fast  pulse  is 
suspicious,  and  diagnosis  should  be  possible  with 
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the  aid  of  chest  films  and  electrocardiographic 
findings.  While  blood  pressure  tends  to  be 
elevated,  it  is  unstable  during  the  first  twenty- 
four  to  thirty-six  hours  of  the  withdrawal 
period.  Parenteral  phenothiazines  may  cause 
a severe  drop  in  blood  pressure  during  this  time 
and  constitute  a potential  hazard.  Until  the 
initial  phase  is  over,  hydroxyzine  (Vistaril)  or 
chlordiazepoxide  hydrochloride  (Librium)  are 
safer. 

Hepatic  coma  may  occur  even  in  the  absence 
of  cirrhosis  in  alcoholic  patients  who  have  been 
on  a heavy  drinking  spree,  presumably  because 
of  poor  function  of  fat-filled  fiver  cells.  It  may 
be  suspected  when  a flapping  tremor  develops  in 
association  with  lethargy  and  confusion.  It 
may  often  be  controlled  with  neomycin  or,  if 
due  to  kidney  disease,  oxytetracycline  (Terra- 
mycin) . If  actual  coma  develops,  proteins  must 
be  eliminated  from  the  diet. 

Hemorrhage,  infections,  hypoglycemia,  and 
other  bodily  changes  are  still  poorly  understood. 
Recent  studies  indicate  disturbances  in  the 
metabolism  of  carbohydrates,  fat,  proteins,  and 
probably  also  the  catecholamines.  The  aims  of 
detoxication  are  to  restore  the  patient  to  a 
normal  physiologic  state  as  soon  as  possible, 
prevent  the  complications  of  withdrawal,  and 
persuade  the  patient  to  seek  treatment  for 
alcoholism. 
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\A/ith  the  advent  of  the  introduction  of 
the  electron  microscope,  surgical  technics 
have  drastically  changed  in  many  of  the 
surgical  specialties.  This  was  initiated  and 
applied  in  the  field  of  otology.  Prior  to  the 
use  of  the  microscope,  loops  in  conjunction 
with  a bright  headlight  were  used.  This 
was  the  usual  procedure  for  mobilization  as 
advocated  by  Rosen.1  Prior  to  this  period, 
the  otologist  had  to  perform  the  various 
surgical  approaches  through  the  hazardous 
pathways  of  the  temporal  bone  without  the 
aid  of  the  microscope  or  even  the  loops.  He 
had  to  have  special  agility  to  maneuver  un- 
wieldy instruments  around  the  minute  and 
important  anatomic  structures.  The  days 
of  the  mallet  and  chisel  now  seem  almost 
remote. 

The  microscope  has  helped  develop  the 
entire  field  of  otology  from  a waning  field  of 
surgery  to  one  with  the  most  modern  sur- 
gical technics.  The  advances  of  the  bio- 
chemist eliminated  a great  percentage  of 
mastoid  surgery.  Acute  mastoiditis  was 
being  cured  .with  antibiotic  therapy.  The 
masking  of  acute  mastoiditis  with  the  anti- 
biotics was  only  a small  drawback  to  the 


drastic  changes  have  resulted  from  the  use 
of  electron  microscopy  in  surgical  fields,  in- 
cluding otology.  Mastoiditis,  for  example, 
became  not  just  a disease  to  be  eradicated; 
it  could  be  ascertained  how  much  diseased 
bony  tissue  could  be  eradicated  and  how  much 
hearing  could  be  preserved.  New  methods  of 
reconstruction  have  been  developed.  New 
methods  have  brought  new  problems  to  be 
solved.  More  accurate  tests  of  hearing  loss 
have  been  devised.  X-ray  examination  can 
avoid  needless  surgery. 


advances  of  the  antibiotic  therapy  in  otol- 
ogy. However,  with  introduction  of  the 
high-powered  microscope,  structures  be- 
came visible  and  maneuverable  which 
formerly  could  not  be  seen.  Acute  and 
chronic  mastoiditis  was  no  longer  just  a 
condition  of  disease  to  be  eradicated.  New 
medical  terminology  came  into  use.  Physi- 
cians now  spoke  of  tympanoplasties.  Wull- 
stein  classified  these,  so  that  the  amount  of 
destruction  in  the  mastoid  and  middle  ear 
could  now  be  understood  by  simple  classi- 
fication.1 With  this  knowledge,  different 
approaches  were  then  initiated  by  the  ex- 
perts in  the  field  of  otology.  The  challenge 
now  was  new  and  stimulating.  How  much 
hearing  could  be  preserved  after  eradicating 
the  diseased  bony  tissues?  New  methods 
for  reconstruction  of  the  ossicular  chain 
were  developed.  Fine  polyethylene  tubes 
of  number  50  and  number  90  caliber  meas- 
uring 3 mm.  to  5 mm.  in  length  were  then 
devised  to  reconstruct  a conductive  chain 
to  the  oval  window.  Wullstein,  Zollner, 
Shea,12  House  and  Hitselberger,3  Schu- 
knecht,4  and  others,  all  lent  their  special  tal- 
ents to  develop  a field  of  otology  which  now 
gave  thousands  of  deaf  people  hearing  they 
never  believed  possible.  Then  came  the 
wire  and  absorbable  gelatin  (Gelfoam)  and 
the  wire  dye  to  measure  the  minute  dis- 
tances in  parts  of  a millimeter  from  the 
incus  to  the  oval  window.  Some  otologists 
like  Bellucci  and  Rosen  advocated  doing 
crurotomies  and  maintaining  the  connection 
of  the  stapes  and  only  removing  the  in- 
volved or  otosclerotic  portion  of  the 
stapes.12  Prefabricated  wire  and  absorb- 
able gelatin  and  wire  and  Teflon  were  manu- 
factured by  companies  in  various  sizes  from 
3 mm.  to  6 mm.  to  fill  the  needs  of  the  surgi- 
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cal  demands.  Shea  developed  the  ear  spec- 
ulum holder  to  allow  the  surgeon  the  use  of 
both  hands  during  surgery.  He  also  devel- 
oped the  Shea  stapes  and  mastoid  drills 
among  other  innovations.  In  cases  of  the 
difficult  otosclerotic  types  known  as  the 
“basket”  type  of  oval  window,  he  would 
bore  a small  opening  into  the  footplate  of 
the  oval  window  and  connect  the  prefabri- 
cated piston  of  wire  and  Teflon  or  Teflon 
alone  from  the  long  handle  of  the  incus  into 
the  bored  opening.  Some  men  tried  wire 
and  steel.  Others  used  wire  and  fat  with 
vein  grafts,  and  still  others  used  wire  and 
absorbable  gelatin  with  vein  grafts.  Wire 
and  vein  grafts  were  commonly  used.  At 
the  present  time  wire  is  still  generally  used, 
either  alone  fitted  on  absorbable  gelatin  or 
fitted  with  attached  absorbable  gelatin  into 
the  oval  window. 

New  instruments  and  technics 

In  the  last  ten  years,  the  electron  micro- 
scope has  advanced  otology  to  one  of  the 
most  progressive  types  of  surgery  along 
with  open-heart  surgery.  With  the  micro- 
scope, special  instruments  were  developed 
that  each  otologist  found  most  useful  in  his 
hands.  Instruments  and  prostheses  were 
developed  by  such  forerunners  as  Schuk- 
necht,4  Shea,12  Austin,  House  and  Hitsel- 
berger,3  and  a host  of  others. 

Many  instruments  were  subsequently 
discarded  even  by  their  inventors  as  tech- 
nics improved.  At  the  present  time,  it 
takes  a good  deal  of  co-ordination  of  both 
the  medical  and  hospital  personnel  to 
properly  set  up  an  otologic  procedure. 
With  the  development  of  otology  as  a re- 
newed advanced  field  of  surgery  came  prob- 
lems and  pitfalls  with  which  the  otologists 
had  to  cope.  These  included  the  excessive 
flow  of  perilymph,  the  control  of  excessive 
bleeding,  necrosis  of  the  long  process  of  the 
incus,  anesthesia,  an  overhanging  promon- 
tory, a basket  type  of  oval  window,  and 
many  others.  As  the  new  methods  were 
devised  in  the  middle  and  inner  ear  for 
surgical  approach,  other  postoperative 
problems  developed.  These  were  the  de- 
velopment of  postoperative  perforations  of 
the  tympanic  membrane,  necrosis  of  the 
incus,  and  secondary  infections,  just  to 
name  a few.  Failures  were  encountered 
with  new  surgical  experimentation.  For 


example,  a dead  labyrinth  developed  if  the 
oval  window  was  opened  prior  to  the  repair 
of  a perforated  tympanic  membrane.  An- 
other one  was  perforation  of  the  eardrum 
which  would  develop  in  attempting  to  make 
a connection  from  the  oval  window  directly 
to  the  drum.  As  fascinating  and  demanding 
as  the  new  surgical  technics  were,  they  were 
also  fraught  with  many  disappointments. 
It  often  happened  that  after  proper  surgery, 
a dead  labyrinth  would  result  or  that  the 
hearing  loss  would  get  worse  or  not  improve. 
In  some  cases  there  was  more  distortion  of 
sound  after  surgery  where  the  air-bone  gap 
was  closed,  yet  the  hearing  loss  was  not 
equal  in  all  frequencies.  In  short,  every 
otologist  had  his  fill  of  aggravating  experi- 
ences and  failures.  Attachments  to  the 
microscope  have  helped  a good  deal  to 
stimulate  study  and  instruct  specialists  in 
the  field  of  ear  surgery.  These  include  the 
House-Urban  attachment  to  the  micro- 
scope, the  camera  attached  to  the  micro- 
scope, and  even  a closed-circuit  television. 
With  these  improvements,  the  percentage 
of  successes  was  becoming  more  and  more 
encouraging.  People  could  appraise  the 
probable  results  prior  to  surgery.  Audiol- 
ogy was  a necessary  adjunct  to  the  field  of 
ear  surgery.  No  surgeon  could  be  without 
competent  audiometric  evaluations.  Audi- 
ology has  long  been  an  integral  part  of 
otology.  With  proper  audiologic  evalua- 
tion, the  type  of  hearing  loss  could  be  deter- 
mined accurately  in  decibels.  Even  though 
tuning  forks  are  a quick  and  necessary  aid 
to  the  examination  of  a patient,  the  audi- 
ologist today  with  all  the  newer  equipment 
has  a most  significant  role  in  the  field  of 
otology.  It  is  no  longer  a question  of 
getting  just  air  and  bone  evaluations. 
Speech  reception  thresholds,  discrimination 
scores,  and  sisi  and  Bekesy  tests  all  became 
an  essential  part  of  preoperative  ear  evalua- 
tions. The  audiologist  today  can  help  to 
evaluate  cochlear  as  well  as  retrocochlear 
damage.  It  is  an  important  factor  in  all 
speech  and  hearing  problems  whether  they 
occur  in  the  school  or  the  home.  In  con- 
junction with  the  pediatric  neurologists, 
speech  therapists,  and  psychologists,  many 
of  the  problems  in  children  are  encountered 
and  treated.  Many  otologic  problems  in 
children  such  as  mild  conductive  hearing 
losses  or  congenital  hearing  problems  that 
may  have  their  origin  in  a deficient  or  ab- 
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sent  ossicular  chain  are  now  discovered. 
Problems  of  the  deaf  child  as  in  spinal  men- 
ingitis, mumps,  and  rubella  are  not  being 
considered  here.  Conductive  hearing  losses 
are  now  corrected  in  children  with  the  aid 
of  the  electron  microscope  by  performing  a 
myringotomy  and  inserting  a polyethylene 
tube.  Proliferation  or  hypertrophy  of  the 
adenoids  or  lymphoid  tissue  of  Waldeyer’s 
ring  may  impinge  on  the  eustachian  tube 
orifice  and  result  in  some  conductive  hear- 
ing loss.  This  may  necessitate  not  only  the 
removal  of  the  adenoid  tissue  but  also  the 
threading  of  a polyethylene  tube  through 
the  tympanic  membrane  into  the  eustachian 
tube.  Other  adjuncts  that  should  be  men- 
tioned in  regard  to  otologic  surgery  are 
radiographic  studies  which  today  also  in- 
clude laminagraphy  of  the  mastoids.  Other 
pertinent  views  in  radiography  that  must 
be  considered  are  the  Mayer,  Stenver,  and 
basal  views.  X-ray  films  can  disclose  the 
absence  of  the  cochlea  which  in  itself  could 
avoid  needless  surgery. 

Classification  and  changes 

Today,  if  one  were  to  classify  otologic 
surgery,  one  could  divide  it  into  three 
categories:  (1)  elimination  of  infection 

and  existing  abnormality,  (2)  preservation 
and  restoration  of  the  anatomic  structures, 
and  (3)  preservation  and  restoration  of 
function. 

Present-day  problems  have  also  changed 
the  attitude  of  otologists  toward  surgery. 
Schuknecht4  is  now  averse  to  surgical  inter- 
vention in  the  advanced  cases  of  tympano- 
sclerosis. He  believes  that  the  chronic  cases 
cannot  be  improved  from  the  standpoint 
of  hearing.  He  feels  that  no  mucosa  can 
be  replaced  at  present.  Only  if  there  is  a 
small  area  of  involvement  can  attempts  of 
hearing  improvement  be  made. 

Complications 

Today,  one  of  the  complications  that  has 
been  recognized  and  is  being  treated  is  the 
fistula  of  the  footplate.  Postoperatively, 
symptoms  of  a fistula  are  noted  by  the 
following:  (1)  persistent  vertigo,  (2)  an- 

noying tinnitus,  (3)  fluctuating  hearing, 
and  (4)  fluctuation  in  discrimination.  The 
patient  should  be  operated  on  again  if 


there  is  excess  perilymph  fluid  present. 
The  fistula  in  the  oval  window  should  be 
covered  with  a graft,  preferably  a vein 
graft.  Seepage  of  perilymphatic  fluid  can 
be  detected  by  using  a very  fine  suction  tip 
in  the  region  of  the  oval  window  inter- 
mittently to  determine  whether  or  not 
fluid  is  present;  this  can  be  done  when  the 
prosthesis  blocks  visualization  of  the  oval 
window.  Farrior5  suggests  that  a small 
piece  of  absorbable  gelatin  be  placed  in  the 
region  of  the  oval  window.  Should  it  get 
soaked  with  perilymph,  then  there  is  suf- 
ficient evidence  for  the  presence  of  a foot- 
plate fistula.  The  newly  placed  prosthesis 
should  then  be  removed  and  a graft  placed 
over  the  fistula  and  a properly  measured 
prosthesis  be  reapplied. 

If  pistons  are  used,  they  should  be  sur- 
rounded by  tissue  grafts. 

Farrior5  feels  that  unless  there  is  good 
discrimination  on  one  ear,  surgery  should 
not  be  performed  on  the  opposite  side. 

The  electron  microscope  is  now  broaden- 
ing into  the  intricate  field  of  neurotology. 
Neurotologists  as  well  as  otologists  will 
require  additional  training  beyond  the 
basic  specialties.  This  is  evident  from  the 
work  developed  by  House  and  Hitselberger3 
and  their  group  in  the  transtemporal  bone 
microsurgical  removal  of  acoustic  neuromas 
or  neurilemmas,  as  Shanbaugh  prefers  to 
call  them. 

Summary 

The  electron  microscope  has  been  the 
most  significant  single  instrument  in  the 
advancement  and  development  of  otologic 
surgery.  Many  of  its  applications  in  ear 
surgery  have  been  outlined  as  they  have 
developed.  It  has  also  been  indicated 
that  further  advances  can  still  be  expected 
and  that  the  future  holds  many  new  surgical 
innovations.  It  is  a known  fact  that  the 
electron  microscope  is  now  being  applied 
to  many  other  specialties. 

Conclusion 

One  must  realize  that  the  advances  in 
otologic  surgery  require  a combined  effort 
of  many  fields  of  science.  Engineering 
has  played  a most  significant  role  in  de- 
vising the  necessary  instrumentation  essen- 
tial for  such  intricate  and  delicate  surgery. 
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We  cannot  overlook  audiology,  radiology, 
and  the  many  other  fields  that  in  combina- 
tion help  to  improve  our  daily  lives  and 
raise  hopeless  situations  to  the  realm  of 
possibility  and  reality.  The  combined  ef- 
forts of  these  fields  are  now  working  on  the 
transference  of  sound  to  the  brain  in  the 
cases  of  nerve  deafness,  and  it  may  not  be 
in  the  too  far  distant  future  that  those  who 
are  suffering  from  nerve  deafness  may  also 
be  helped. 


Oxygen  therapy  in 
chronic  ulceration  of  leg 


Experience  in  treating  a case  of  chronic  ulcers 
in  the  ankle  area,  refractory  to  all  other  types 
of  therapy,  suggests  that  external  topical  ad- 
ministration of  gaseous  oxygen  is  worth  trying. 
Describing  a case,  T.  G.  Rollins,  M.D.,  writing 
in  a recent  issue  of  Portland  Clinic  Bulletin, 
states  that  the  patient’s  ulcers  became  painless 
in  seventy-two  hours  and  completely  healed  in 
nine  weeks.  The  physiologic  effect  of  this 
therapy  is  not  clear. 

The  patient  was  a fifty-year-old  housewife 
who  had  had  a history  of  recurring  ulcers  in  the 
ankle  region  over  a sixteen-year  period.  The 
present  ulcer,  5 by  15  mm.,  developed  in  1965, 
and  when  seen,  two  satellites  had  developed, 
measuring  4 mm.  each.  The  basic  problem  was 
probably  chronic  venous  insufficiency  secondary 
to  thrombophlebitis.  The  course  and  symp- 
toms were  more  consistent  with  ischemia  than 
with  congestion  of  the  tissues. 

Although  elevation  of  the  leg  and  topical 
corticosteroid  lotions  decreased  the  swelling  for 
a few  days,  it  failed  to  decrease  the  pain  or  heal 
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the  ulcer.  Accordingly,  the  following  program 
was  instituted:  (1)  elevation  of  the  leg  not 

higher  than  the  body,  (2)  ambulation  with 
pressure  dressings  of  Tefla  gauze,  (3)  continued 
application  of  antibiotic-steroid  lotion  to  the 
ulcer  and  dermatitis,  and  (4)  external  applica- 
tion of  gaseous  oxygen  to  the  ulcers.  The 
oyxgen  tank  was  connected  directly  to  a plastic 
funnel  by  plastic  tubing  and  held  on  the  limb 
by  a cloth  binder  with  a center  hole  through 
which  the  funnel  was  threaded.  The  apparatus 
was  held  in  place  by  lateral  ties  on  the  cloth 
binder.  In  the  center  of  a rubber  pad,  a hole 
was  cut  to  act  as  a washer  between  the  funnel 
and  the  skin  to  prevent  leakage  of  oxygen 
because  of  the  irregular  surface  of  the  leg. 
The  flow  rate  was  about  12  to  15  L.  per  minute, 
calculated  to  provide  an  oxygen  pressure  of 
approximately  15  mm.  Hg  in  the  funnel  space. 
The  oxygen  was  applied  to  the  ulcerated  area 
for  fifteen-minute  periods  four  times  a day. 
This  therapy  was  continued  at  home  until  the 
ulcers  had  healed  completely. 

Within  two  months,  the  initial  ulcer  and  the 
satellites  had  healed  well  with  a firm  scar  founda- 
tion. The  patient  was  free  from  pain  and  was 
able  to  carry  on  normal  activity  after  instruction 
in  the  use  of  elastic  support  and  foam  pads  to 
protect  the  area  from  trauma. 
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Brow  Presentation 


fourteen  cases  of  persistent  brow  pres- 
entation at  a community  hospital  were  seen 
between  1953  and  1965.  The  most  common 
factors  were  premature  rupture  of  the  mem- 
branes and  posterior  position  of  the  occiput. 
Early  diagnosis  of  this  condition  by  vaginal 
and  abdominal  examination  and  by  x-ray  is 
advocated.  Six  babies  were  delivered  vaginally, 
8 by  cesarean  section.  No  single  etiologic 
factor  is  found  in  most  cases.  Labor  should 
be  allowed  to  progress  if  there  are  no  con- 
traindications; if  a desultory  pattern  of  labor 
develops,  oxytocin  stimulation  should  be 
given  careful  consideration.  Forceps  deliv- 
eries may  be  effective,  but  the  place  of  version 
and  extraction  in  management  is  very  limited. 


STUART  L.  BEDNOFF,  M.D.* 
Manhasset,  New  York 
B.  EDMOND  THOMAS,  M.D- 
Great  Neck,  New  York 

From  the  Division  of  Obstetrics  and  Gynecology, 
North  Shore  Hospital,  Manhasset,  New  York 


T he  problem  of  a persistent  brow  presen- 
tation appears  infrequently  in  the  average 
practice  of  obstetrics.  It  is,  however,  a 
challenging  and  formidable  situation,  re- 
quiring early  recognition  and  proper  man- 
agement to  minimize  any  risk  to  either  the 
mother  or  the  child.  Since  the  experience 
of  any  one  physician  is  so  limited,  a collec- 
tive review  of  the  experience  of  a staff  of 
obstetricians  during  a twelve-year  period 
should  prove  instructive  and  enlightening. 

This  study  covers  the  experience  at  the 
North  Shore  Hospital  in  the  management  of 
persistent  brow  presentation  from  1953  to 
1965.  During  this  time  there  were  18,393 
deliveries,  including  14  cases  of  brow  pres- 
entation, an  incidence  of  1 in  1,300.  This  is 
similar  to  the  experience  of  other  authors 
who  have  found  the  incidence  to  be  1 in 
1,500  to  3,000  deliveries.1-4 

Etiology 

There  is  at  present  no  unanimity  of  opin- 
ion regarding  the  etiologic  factors  producing 
this  phenomena.  Contracted  pelvis,  pre- 
maturity, low-lying  placenta,  cranial  ab- 
normalities in  the  fetus,  and  multiparity 
have  been  implicated  by  most  authors.4’5 
Heilman,  Epperson,  and  Connally5  re- 
ported a 57.9  per  cent  incidence  of  pelvic 

* Present  address:  Capt.  Stuart  L.  Bednoff  (M.C.)  U.S. 
Army,  McDonald  Army  Hospital,  Fort  Eustis,  Virginia. 


inlet  contraction.  This,  however,  is  not 
borne  out  by  Madden2  who  found  only  1 of 

13  cases  and  by  our  series  2 of  14  cases. 

Others  have  found  a high  incidence  of 

large  babies  in  their  series,  implying  fetal 
pelvic  disproportion.3-6’7  The  six  babies 
delivered  vaginally  in  our  series  weighed 
from  2,800  to  4,140  Gm.  with  an  average  of 
3,461  Gm.  The  eight  babies  delivered  by 
cesarean  section  weighed  from  3,000  to 
4,100  Gm.  with  an  average  of  3,625  Gm. 
Prematurity  was  present  in  21  per  cent  of 
Jacobson  and  Johnson’s4  series,  63  per  cent 
of  Posner,  Friedman,  and  Posner’s8  series, 
but  in  none  of  our  cases.  Placenta  praevia 
was  present  in  1 of  our  14  cases,  an  incidence 
of  7 per  cent.  The  looping  of  umbilical 
cord  around  the  fetus  was  found  in  2 of  our 

14  cases.  Tumors  of  the  pelvis,  hydram- 
nios,  and  fetal  abnormalities  are  listed  for 
completeness  but  were  not  found  at  all  in 
our  series.  Multiparity  is  the  one  factor 
which  all  authors  found  in  common  in  their 
cases.  The  laxity  of  the  abdominal  wall 
musculature  is  thought  to  predispose  to  de- 
flexion attitudes  of  the  fetal  head.  Posner, 
Friedman,  and  Posner8  found  that  87  per 
cent  of  their  series  occurred  in  multiparous 
women.  Our  14  cases  were  equally  distrib- 
uted between  multiparous  and  primiparous 
females.  White9  presents  an  interesting 
theory  which  he  supports  adequately.  He 
contends  that  the  deflexion  attitude  is 
caused  by  increased  extensor  tone  in  the 
neck  and  back  muscles  of  the  fetus.  Like 
many  of  the  other  factors  mentioned, 
further  support  is  awaited. 
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The  factors  most  common  to  the  cases  in 
this  series  were  premature  rupture  of  the 
membranes  and  posterior  position  of  the 
occiput.  The  conclusion  which  we  have 
arrived  at  and  which  has  been  stated  by 
others  is  that  no  single  etiologic  factor  is 
found  in  the  majority  of  the  cases.10 

Diagnosis 

The  diagnosis  of  this  condition  is  most 
often  made  late  in  labor  or  at  delivery7-11; 
52  per  cent  of  the  cases  were  diagnosed  late, 
2 with  the  aid  of  x-rays.  Early  diagnosis  is 
possible,  however,  with  the  aid  of  careful 
abdominal  and  vaginal  examinations.  The 
palpation  of  the  cephalic  prominence  on  the 
same  side  as  the  back  along  with  the  high 
position  of  the  presenting  part  during  labor 
should  alert  the  physician’s  suspicion. 
Vaginal  examination  and/or  x-ray  films  will 
help  to  distinguish  between  a face  and  a 
brow.  The  liberal  use  of  x-ray  films  early 
in  a labor  that  is  not  progressing  adequately 
is  advocated  by  most  authors. 

Labor 

Brow  presentation  is  characterized  by 
slow  descent  and  prolonged  labor.  The 
first  stage  of  labor  averaged  6.3  hours  for 
multiparas  and  13.5  for  primiparas.  Eight 
of  our  14  cases  were  delivered  by  cesarean 
section,  and  in  this  group  the  average  first 
stage  for  the  six  primiparas  was  14.7  hours 
and  for  the  two  multiparas  thirteen  hours. 
It  is  interesting  to  note  that  in  all  but  1 of 
the  cases  delivered  by  cesarean  section,  the 
diagnosis  was  made  early  in  labor.  This 
finding  was  also  noted  by  Skally  and 
Kramer.12  The  only  complication  of  labor 
arose  in  a case  diagnosed  very  late.  Rup- 
ture of  the  uterus  occurred,  and  cesarean 
hysterectomy  was  necessitated.  The  fetus 
was  found  dead  in  the  abdominal  cavity. 
The  mother  had  a stormy  postoperative 
course  but  survived. 

Management  of  labor  and  delivery 

The  management  of  labor  appears  to  be 
agreed  on  by  most  authors.6-8  A trial  of 
labor  with  careful  observation  of  progress  is 
warranted  as  long  as  no  contraindication 
such  as  contracted  pelvis,  elderly  primipara, 


or  severe  preeclampsia  exist.  The  fetal 
heart  should  be  monitored  regularly. 
Labor  should  be  allowed  to  continue  as  long 
as  progress  is  being  made.  If  engagement 
occurs,  vaginal  delivery  can  be  expected. 
The  development  of  a desultory  pattern  of 
labor  is  often  ominous,  and  the  use  of  oxy- 
tocin (Pitocin)  stimulation  should  be  care- 
fully considered. 

The  presenting  position  of  the  brow  had 
no  relationship  to  the  final  outcome  in  our 
series.  There  were  five  brow  anterior  posi- 
tions, two  transverse,  and  two  posterior. 
In  5 cases,  no  position  was  listed.  In  5 of 
the  cases  delivered  by  cesarean  section,  the 
positions  were  identified.  Two  were  an- 
terior, two  posterior,  and  one  transverse. 
In  4 of  the  cases  delivered  vaginally,  the 
position  was  noted.  Three  were  anterior 
and  one  transverse.  Other  reports  have 
shown  that  the  highest  incidence  of  cesarean 
sections  was  in  cases  of  brow  transverse  and 
posterior  positions.4  Heilman,  Epperson, 
and  Connally5  found  most  of  their  cases  to 
be  posterior  and  transverse,  and  their 
cesarean  section  rate  was  33  per  cent. 

Manual  attempts  at  conversion  are  still 
practiced  today  (Thorne,  Ziegenspeck),  but 
the  results  are  usually  unsatisfactory  be- 
cause of  the  extensive  force  necessary  to 
maintain  flexion  or  extension.13-14  Manual 
maneuvers  were  attempted  under  anesthe- 
sia in  4 of  our  cases  and  were  successful  in  2. 
In  those  unsuccessful  cases,  delivery  was 
performed  satisfactorily  using  forceps. 

The  incidence  of  forceps  deliveries  varied 
from  22  to  81  per  cent.  Dennen  feels  that 
forceps  delivery  should  be  attempted  only 
when  all  the  prerequisites  have  been  satis- 
fied.8 High  forceps  must  be  avoided.  He 
prefers  the  use  of  Kjelland’s  blades,  since  a 
single  application  is  necessary  and  vaginal 
manipulation  is  minimized.  The  brow 
should  be  converted  to  a vertex  rather  than 
to  face  presentation.  He  states  that  the 
use  of  forceps  must  be  resorted  to  with  the 
utmost  respect,  and  should  any  difficulty  be 
encountered,  delivery  should  be  by  other 
means.8  In  our  series,  21  per  cent  of  the 
cases  were  delivered  by  forceps.  There 
were  two  midforceps,  one  low  forceps,  and 
one  high  forceps  deliveries.  In  2 of  the 
cases,  the  forceps  were  successful  after 
manual  maneuvers  had  failed.  In  1 case 
the  forceps  was  not  successful,  and  a 
cesarean  section  was  performed.  The  rou- 


804  New  York  State  Journal  of  Medicine  / March  15,  1967 


tine  use  of  a trial  of  forceps  is  not  advocated 
by  anyone  to  the  best  of  my  knowledge. 

The  place  of  version  and  extraction  in  the 
management  of  brow  presentation  is  very 
limited.  The  highest  incidence  of  version 
and  extraction  occurs  in  the  earlier  reports. 
Some,  as  Reddoch,16  state  that  there  is  no 
place  in  modern  obstetrics  for  this  proce- 
dure. The  procedure  is  valuable  only  if  the 
conditions  under  which  the  operation  can  be 
expected  to  be  successful  are  strictly  ad- 
hered to.  There  should  be  no  cephalopelvic 
disproportion;  the  cervix  should  be  fully 
dilated.  Membranes  should  be  intact  or 
recently  ruptured,  the  head  should  be  dis- 
placeable, anesthesia  must  be  adequate,  and 
the  operator  must  be  experienced.  The 
higher  fetal  mortality  and  maternal  mor- 
bidity rates  associated  with  this  procedure 
have  limited  its  use  as  reported  in  most 
series.4  There  were  no  version  and  extrac- 
tion procedures  in  our  series. 

Our  cesarean  section  rate  was  52.2  per 
cent.  This  is  within  the  range  found  in 
other  series.  As  expected,  75  per  cent  of 
the  cesarean  sections  were  performed  on 
prirniparous  women.  There  was  one  ce- 
sarean hysterectomy  in  this  series  done  be- 
cause of  a ruptured  uterus. 

A low  incidence  of  mortality  and  mor- 
bidity rates  for  both  the  mother  and  infant 
is  the  goal  for  which  we  strive.  As  men- 
tioned before,  early  diagnosis  and  proper 
management  are  necessary  if  we  are  to  keep 
our  figures  low. 

We  had  one  fetal  death  due  to  a ruptured 
uterus  and  no  maternal  deaths.  Most  of 
the  reported  fetal  deaths  are  in  infants  born 
with  fetal  anomalies  and  those  born  prema- 
turely. The  highest  corrected  fetal  death 
rates  are  in  those  series  where  version  and 
extraction  are  reported.  The  rate  is  higher 
in  prirniparous  than  in  multiparous  women. 

Fortunately,  most  reports  show  a very 
low  maternal  mortality  rate.  Maternal 
morbidity  is  likewise  low,  somewhere  in  the 
range  of  5 to  10  per  cent  for  most  series. 
This  series  had  an  incidence  of  14  per  cent. 
One  case  involved  high-spiking  tempera- 
tures because  of  a postoperative  pyelitis. 
The  other  more  serious  case  was  associated 
with  the  uterine  rupture.  The  patient 
developed  a postoperative  deep  throm- 
bophlebitis followed  by  pulmonary  emboli- 
zation. She  was  placed  on  anticoagulants 
and  then  developed  a huge  abdominal  hem- 


atoma which  slowly  resorbed.  On  subse- 
quent follow-up,  she  was  enjoying  good 
health. 

Summary 

Fourteen  cases  of  persistent  brow  presen- 
tation at  a community  hospital  were  seen 
between  1953  and  1965. 

The  etiologic  factors  in  most  cases  are  un- 
known, but  premature  rupture  of  the  mem- 
branes and  multiparity  were  common  to  the 
greatest  number  of  cases. 

Early  recognition  depends  on  careful 
vaginal  and  abdominal  examination.  X- 
ray  confirmation  should  be  utilized  particu- 
larly for  those  cases  where  labor  is  desul- 
tory. 

If  progress  is  being  made,  labor  should  be 
allowed  to  continue.  Oxytocin  stimulation 
should  be  used  with  the  greatest  of  care. 

Forceps  deliveries  may  be  effective  when 
the  appropriate  criteria  are  met. 

Version  and  extraction  probably  have  no 
place  in  the  treatment  of  this  condition. 
They  were  not  used  in  this  series. 

Liberal  use  of  the  cesarean  section  is  ad- 
vised if  problems  arise  while  attempting 
other  means  of  delivery. 
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T his  review  is  a progress  report  in  an 
area  in  which  there  has  been  a knowledge 
explosion  in  the  last  several  years.  In- 
vestigators armed  with  the  latest  biochem- 
ical and  physiologic  technics  are  discover- 
ing more  about  the  workings  of  the  small 
bowel.  One  consequence  of  this  is  that 
it  no  longer  suffices  to  speak  of  the  “mal- 
absorption syndrome,”  but  instead,  one  is 
faced  with  a long  and  intricate  list  of  dif- 
ferent diseases  in  which  intestinal  mal- 
absorption is  a feature.  Another  conse- 
quence is  that  much  progress  has  been  made 
in  the  treatment  of  these  diseases.  In 
most  instances  the  advances  in  therapy 
have  followed  in  logical  fashion  from  new 
knowledge,  even  when  therapeutic  advances 
were  initiated  by  chance. 

There  exist  several  excellent  reviews  of 
the  entire  subject  of  malabsorption.1-3 
This  report  is  not  intended  to  duplicate 
these  reviews  but  is  of  a more  limited  na- 
ture, focusing  on  therapy.  As  in  any 
review,  the  author  selects  those  areas  which 
he  feels  are  most  important  and  in  which 
he  feels  there  has  been  most  progress. 
No  attempt  is  made  to  cover  every  disease 
associated  with  malabsorption. 


Incomplete  digestion 

Malabsorption  after  gastric  sur- 
gery. Problems  in  intestinal  absorption 
may  occur  to  some  extent  after  all  types  of 
gastric  surgery  and  have  even  been  de- 
scribed after  vagotomy  and  pyloroplasty.4 
They  occur  most  frequently  after  gastro- 
jejunal  anastomosis.5  Responsible  factors 
in  this  type  of  malabsorption  include  in- 
adequate stimulation  of  pancreatic  and 
biliary  secretion  and  impaired  mixing  of 
these  secretions  with  food.6  Another  re- 
sponsible factor  is  bacterial  overgrowth 
in  the  afferent  loop.  The  bacteria  may 
decrease  the  supply  of  normal  bile  salts, 
thus  increasing  the  levels  of  the  more  toxic 
bile  salts,  or  the  bacteria  may  interfere 
with  lipase  activity.7  It  is  at  the  bacterial 
factor  that  therapy  has  been  directed. 
Antibiotics  have  been  used  successfully  to 
reduce  the  bacterial  population.6  How- 
ever, in  some  patients  the  effectiveness  of 
antibiotics  has  been  temporary,  while  in 
others  there  has  been  no  response  at  all. 
Several  surgical  remedies  have  been  tried. 
Gastrojejunostomies  have  been  converted 
to  gastroduodenostomies  which  eliminate 
the  afferent  loop.  Because  this  conversion 
is  not  always  feasible  technically,  jejunal 
interpositions  which  restore  continuity  to 
the  bowel  have  been  tried  and  found  ef- 
fective at  least  in  some  patients.8 

Pancreatic  insufficiency.  Malab- 
sorption due  to  deficiency  of  pancreatic 
enzymes  can  be  managed  successfully  by 
the  oral  administration  of  pancreatic  ex- 
tracts given  in  sufficient  quantity  and  at 
frequent  intervals.  Since  pancreatic  en- 
zymes are  inactivated  by  gastric  acid, 
antacid  therapy  or  enteric-coated  enzymes 
have  been  used.9 

A more  recent  advance  in  this  area  has 
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been  the  use  of  MCT  (medium-chain  tri- 
glycerides) as  a dietary  supplement.  MCT 
are  those  triglycerides  containing  fatty 
acids  of  chain  length  from  8 through  12. 
The  normal  diet  consists  mainly  of  LCT 
(long-chain  triglycerides)  containing  fatty 
acids  of  chain  length  14  through  18;  MCT 
are  present  to  a very  limited  extent.  The 
handling  of  MCT  by  the  intestines  differs 
from  the  handling  of  LCT  in  several  ways 
which  will  be  discussed  in  later  sections  of 
this  review. 

For  therapeutic  purposes,  advantage  is 
taken  of  these  differences.  One  difference, 
important  in  the  therapy  of  pancreatic  in- 
sufficiency, is  that  digestion  of  MCT  by 
pancreatic  lipase  is  much  more  rapid  than 
digestion  of  LCT  and  is  more  extensive 
at  low  levels  of  enzyme. 10  - 11 

Liver  and  biliary  insufficiency.  De- 
ficiency in  bile  results  in  impaired  formation 
of  lipid  micelles  in  the  intestinal  lumen.12 
Replacement  therapy  with  orally  admin- 
istered bile  salts  has  not  been  helpful, 
although  the  problem  has  not  been  studied 
extensively.  Bile  salt  administration  may 
cause  an  increase  in  pruritis  without  sig- 
nificant change  in  steatorrhea.  Also,  bile 
salts  may  be  difficult  for  patients  to  toler- 
ate, and  they  may  cause  diarrhea  when 
given  in  adequate  amounts.  Hog  bile 
salts,  some  of  which  are  available  com- 
mercially, are  not  effective  at  all  in  human 
beings.13 

MCT  appear  to  be  less  dependent  on  bile 
salts  for  absorption  than  LCT. 11  Steator- 
rhea produced  by  the  binding  of  bile  salts 
by  an  orally  administered  resin,  cholestyr- 
amine, has  been  reported  to  be  alleviated 
by  the  use  of  MCT.  This  suggests  that 
MCT  may  be  of  value  in  the  treatment  of 
malabsorption  secondary  to  liver  or  biliary 
insufficiency.14 

Gastrin-producing  tumors  of  the 
pancreas.  In  patients  who  have  hyper- 
secretion of  acid  due  to  gastrin-producing 
tumors  of  the  pancreas,  malabsorption 
occurs  and  is  felt  to  be  caused  either  by 
inactivation  of  pancreatic  enzymes  by 
acid  or  by  an  irritative  and  inflammatory 
action  of  acid  on  the  small- bowel  mucosa. 15 
Steatorrhea  can  be  alleviated  by  gastric 
aspiration  or  neutralization  of  acid  and 
may  be  completely  corrected  if  the  pan- 
creatic tumor  can  be  completely  re- 
sected. 16- 11 


Gastrointestinal  mucosal  abnormalities 

Celiac  disease  (nontropical  sprue). 
Although  it  is  not  clear  how  the  gliadin 
peptides  exert  their  effect  in  both  children 
and  adults  with  celiac  disease,  whether 
by  direct  toxicity  or  through  some  im- 
munologic mechanism,  there  is  no  doubt 
that  a gluten-free  diet  is  beneficial.  How- 
ever, in  our  experience  and  in  the  experience 
of  others,  while  a gluten-free  diet  effects  a 
complete  clinical  remission  in  many  pa- 
tients, there  are  some  who  have  only  a 
partial  response.918’19  Although  cheating 
on  the  diet  may  be  a factor  in  some  patients, 
there  are  others  in  whom  symptoms  persist 
despite  strict  adherence.  In  these  patients 
oral  steroids  have  been  used  with  good 
results.  Prednisone,  5 to  10  mg.  per  day, 
usually  has  been  sufficient.  A few  patients 
improve  when  milk  is  eliminated  from  the 
diet.19 

Although  a gluten-free  diet  with  or 
without  additional  steroids  usually  is 
adequate  treatment,  MCT  also  may  be  used 
in  the  treatment  of  celiac  disease.  While 
long-chain  fatty  acids  are  esterified  to  tri- 
glycerides and  enter  the  lymph  as  chylo- 
microns, the  medium-chain  fatty  acids 
pass  rapidly  through  the  mucosal  cell  and 
enter  the  portal  blood  unchanged.11  In 
diseases  where  there  is  damage  to  the 
mucosa  and  a diminished  capacity  to 
handle  LCT,  the  ability  to  handle  MCT, 
which  is  not  extensively  used  while  on  a 
normal  diet,  provides  an  alternative  path- 
way for  administering  fat.  A diet  high 
in  MCT  and  low  in  LCT  should  improve 
nutrition  and  decrease  steatorrhea. 

Tropical  sprue.  Although  the  major- 
ity of  patients  who  develop  tropical  sprue 
do  so  while  in  the  tropics,  there  are  a few 
whose  symptoms  do  not  start  until  after 
they  have  left  these  regions.20  An  occa- 
sional patient  with  tropical  sprue  may  im- 
prove spontaneously.  A gluten-free  diet 
affords  little  or  no  relief.  Optimum  therapy 
requires  parenteral  administration  of  Bi2 
and  folic  acid  along  with  an  oral,  broad- 
spectrum  antibiotic,  although  some  im- 
provement may  occur  with  any  of  these 
drugs  alone.1’21  With  B12  and  folic  acid 
alone,  patients  with  a mild  case  of  the 
disease  may  return  to  normal,  but  patients 
with  a severe  case  of  the  disease  require 
tetracycline  for  complete  remission.  If 
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tetracycline  is  used  alone,  patients  will 
improve,  but  they  will  improve  more  slowly 
than  when  all  three  therapeutic  agents  are 
used  together.  Because  of  the  effect  of 
tetracycline,  many  investigators  suspect  an 
infectious  origin  for  this  disease.'2 

Regional  enteritis.  Malabsorption 
occurs  in  some  patients  with  regional  enter- 
itis, especially  in  those  with  extensive  dis- 
ease involving  both  jejunum  and  ileum. 
Malabsorption  may  develop  first  after 
surgical  resection  of  the  involved  terminal 
ileum.  Since  this  is  the  site  of  absorption 
of  bile  salts,  the  loss  of  bile  salts  may  be 
responsible  for  the  malabsorption  in  this 
circumstance.  Whether  or  not  replacement 
of  bile  salts  will  correct  this  steatorrhea 
and  whether  or  not  patients  can  tolerate 
such  replacement  is  unknown.  The  effi- 
ciency of  MCT  in  the  management  of 
patients  with  regional  enteritis  is  unclear 
at  present.  On  theoretic  grounds  they 
should  be  of  value. 

Pernicious  anemia.  Malabsorption  of 
B12  due  to  lack  of  intrinsic  factor  has  been 
successfully  treated  in  the  past  by  the 
parenteral  administration  of  B12.  Re- 
cently it  has  been  reported  that  in  some 
patients  corticosteroids  may  effect  regen- 
eration of  gastric  mucosa,  reappearance 
of  intrinsic  factor,  and  return  to  a normal 
absorption  of  Bi2.22 

Diseases  of  infectious  origin 

Whipple’s  disease.  In  patients  with 
Whipple’s  disease,  the  organelles  seen  by 
electron  microscopy  in  the  lamina  propria 
of  the  small  intestine  are  thought  to  be 
bacilli  in  various  stages  of  degeneration, 
and  the  infectious  origin  of  this  disease 
has  been  generally  accepted.23  Bacilli  dis- 
appear after  treatment  with  tetracycline 
and  steroids,  and  clinical  improvement 
ensues;  on  steroids  alone,  no  recovery  is 
seen.  One  group  with  experience  in  this 
disease  recommends  procaine  penicillin, 
1.2  million  units,  and  streptomycin,  1 Gm., 
for  ten  to  fourteen  days,  followed  by  tetra- 
cycline for  the  next  three  to  six  months.24-26 
Patients  improved  clinically  in  a few  days, 
but  histologic  improvement  often  took 
several  years. 

Some  patients  treated  less  than  six 
months  suffered  relapse.  A patient  has 
been  reported  who  relapsed  while  on  tetra- 


cycline, but  he  improved  again  when 
treated  with  penicillin. 

Bacterial  overgrowth  due  to  diverticula, 
blind  loop,  and/or  stricture 

Alterations  in  bile  salts  by  bacteria  from 
normal  conjugates  to  abnormal  ones  is 
thought  to  be  responsible  for  the  malab- 
sorption of  fat  in  those  patients  who  have 
the  anatomic  arrangement  predisposing  to 
bacterial  proliferation. 26  It  is  not  clear 
whether  it  is  the  absence  of  normal  con- 
jugates which  leads  to  impaired  micelle 
formation  or  whether  it  is  the  direct  toxic 
action  of  the  reduced  bile  salts  on  the 
mucosa  which  is  responsible  for  the  steator- 
rhea. The  impression  exists  that  bile  salt 
replacement  is  not  very  effective  nor  well 
tolerated  as  treatment  for  this  disease. 
When  possible,  surgical  correction  of  the 
anatomic  factors  leading  to  stasis  is  recom- 
mended. When  such  correction  is  not 
feasible,  therapeutic  effort  has  been  directed 
to  the  use  of  antibiotics.  Antibiotic  ther- 
apy may  be  of  only  temporary  benefit, 
since  resistant  organisms  may  appear.27 

Scleroderma.  Bacterial  overgrowth  in 
the  small  intestine,  possibly  caused  by 
changes  in  motility,  have  been  implicated 
as  the  cause  of  the  malabsorption  seen  in 
scleroderma.  Several  reports  have  in- 
dicated that  in  some  patients  antibiotics 
will  markedly  improve  fat  absorption.28  ~30 

Parasitic  infestations.  Malabsorp- 
tion has  been  described  with  infestation  of 
a variety  of  parasites,  and  it  has  cleared 
after  specific  therapy.  When  Giardia  was 
responsible,  quinacrine  (Atabrine)  hydro- 
chloride eliminated  the  parasite  and  re- 
lieved the  steatorrhea.31  Dithiazine  has 
been  reported  to  relieve  the  malabsorption 
due  to  Strongyloides  stercoralis.32  A pa- 
tient with  malabsorption  which  was  as- 
cribed to  coccidiosis  was  relieved  by  nitro- 
furantoin (Furadantin).33  Malabsorption 
due  to  histoplasmosis  also  has  responded  to 
specific  therapy.34 

Biochemical  and  endocrine 
abnormalities 

Hypogammaglobulinemia.  Some  of  the 
patients  with  malabsorption  and  deficient 
gamma  globulins  have  also  suffered  from 
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Giardia  infestation.35  In  these  patients, 
eradication  of  the  Giardia  has  been  helpful. 
However,  without  a known  infectious  agent 
being  isolated,  antibiotic  therapy  has  not 
been  helpful.36  In  some  patients  who  also 
have  had  total  villous  atrophy,  a gluten- 
free  diet  has  had  variable  results.36  In 
other  patients  with  associated  granuloma- 
tous disease  corticosteroids  may  be  ef- 
fective.37 McCarthy,  Austad,  and  Read38 
reported  a case  where  the  intramuscular 
administration  of  gamma  globulin  de- 
creased the  steatorrhea,  suggesting  that 
the  mechanism  of  the  steatorrhea  may  be 
the  presence  of  an  altered  bacterial  in- 
testinal flora. 

Monosaccharide  and  disaccharide  in- 
tolerance. Malabsorption  of  specific 
sugars  is  caused  by  specific  enzyme  defi- 
ciencies. Absence  of  a specific  mono- 
saccharidase  prevents  transport  of  the 
corresponding  monosaccharide  across  the 
cell.  In  the  case  of  disaccharides,  the 
absence  of  the  disaccharidase  prevents 
splitting  of  the  corresponding  disaccharide 
to  its  component  monosaccharides.  These 
malabsorption  problems  can  be  solved  by 
eliminating  the  offending  sugar  from  the 
diet.  In  the  case  of  glucose  intolerance, 
symptoms  have  been  reported  to  subside 
when  fructose  is  the  source  of  dietary 
carbohydrate.39  Attempts  to  improve  lac- 
tase deficiency,  the  most  common  disac- 
charide intolerance,  by  feeding  lactose  to 
patients  have  not  proved  successful. 40 

A-beta  lipoproteinemia.  Patients  with 
a-beta  lipoproteinemia  are  unable  to  manu- 
facture beta  lipoproteins  and  cannot  form 
chylomicrons.  Fat  is  not  transported  out 
of  the  cell  into  the  lymph,  and  there  is 
resultant  steatorrhea.  The  use  of  MCT, 
which  travel  via  the  portal  blood,  not  the 
lymph,  and  do  not  require  the  lipoprotein 
envelopes  necessary  to  the  formation  of 
chylomicrons,  has  reduced  the  steatorrhea 
and  caused  weight  gain.41  Unfortunately, 
no  therapy  to  date  alters  the  progression  of 
the  central  nervous  system  defect  in  this 
disease. 

Diabetes  mellitus.  In  diabetes  melli- 
tus,  malabsorption  may  be  related  either 
to  pancreatic  insufficiency,  associated  celiac 
disease,  or  diabetic  neuropathy.42  A 
gluten-free  diet  can  be  of  help  if  there  is 
associated  celiac  disease.  The  oral  ad- 
ministration of  pancreatic  enzymes  should 


be  of  value  if  pancreatic  insufficiency  is  the 
cause.  MCT  may  have  a role  in  some  of 
these  patients.  There  is  some  suggestion 
that  bacterial  overgrowth  in  dilated  in- 
testinal segments  may  contribute  to  steator- 
rhea, although  there  is  no  information  on 
the  effect  of  antibiotics  on  the  malabsorp- 
tion.43 

Carcinoid  syndrome.  There  is  evidence 
that  the  overproduction  of  serotonin  and 
other  “kinins”  by  the  tumor  is  responsible 
for  the  diarrhea  and  malabsorption  of 
the  carcinoid  syndrome.  Treatment  with 
methysergide  maleate,  an  antiserotonin 
drug,  has  been  successful  in  controlling 
diarrhea  and  malabsorption  in  some  of  these 
patients.44 

Other  causes 

Small-bowel  resection  or  bypass. 
When  part  of  the  small  bowel  has  been 
removed,  the  extent  of  intestinal  resection, 
location  of  the  segment  resected,  presence 
or  absence  of  the  ileocecal  valve,  and  con- 
dition of  the  remaining  bowel  all  influence 
the  severity  of  malabsorption.  From  re- 
ports of  patients  managed  successfully,  sev- 
eral therapeutic  hints  may  be  gleaned.45-47 
A high-fat  diet  increases  steatorrhea  and 
fluid,  electrolyte,  and  vitamin  loss  and  is 
best  avoided.  A high-calorie,  high-carbo- 
hydrate, and  low-fat  diet,  divided  into  mul- 
tiple feedings,  contributes  to  improvement 
in  many  patients.  However,  some  pa- 
tients with  a short  bowel  do  not  tolerate  a 
high-carbohydrate  diet,  since  the  delivery 
of  large  amounts  of  carbohydrate  into  the 
colon  may  lead  to  excessive  fermentation. 
MCT  were  absorbed  almost  completely, 
and  in  1 patient  with  a short  bowel  the 
steatorrhea  was  alleviated,  suggesting  that 
substitution  for  LCT  in  this  syndrome  may 
be  of  value.48 

Electrolyte  deficits,  including  calcium 
and  magnesium  deficiencies,  should  be 
considered  and  corrected  as  necessary. 
In  distal  small-bowel  resection,  Bi2  absorp- 
tion is  abolished,  and  B]2  should  be  ad- 
ministered parenterally. 

The  steatorrhea  seen  after  distal  bowel 
resection  may  be  caused  by  the  loss  of  bile 
salt  absorption  which  normally  takes  place 
in  this  area  of  the  bowel.  Whether  oral 
administration  of  bile  salts  will  correct  this 
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and  can  be  tolerated  is  unclear.  MCT 
probably  would  improve  nutrition  and 
decrease  steatorrhea  in  this  instance. 

Whenever  possible  the  ileocecal  valve 
should  be  preserved,  since  its  presence 
probably  prevents  an  even  more  serious 
malabsorption.  Its  function  may  be  to 
hold  the  products  of  digestion  in  contact 
with  the  absorbing  surface  a slightly  longer 
time.  Anticholinergic  drugs  and  opiates 
have  been  used  to  slow  motility,  but  their 
effectiveness  has  never  been  determined. 

Intestinal  lymphangiectasia.  Some 
patients  with  protein-losing  enteropathy 
also  have  steatorrhea.49  A low-fat  diet 
removes  the  stimulus  to  the  formation  of 
lymph  and  decreases  lymphatic  pressure, 
thus  serving  to  decrease  the  leakage  of 
protein.  The  elimination  of  LCT  from 
the  diet  and  substitution  of  MCT  has  been 
reported  to  alleviate  the  steatorrhea.60 
Recently,  it  has  been  reported  that  the 
surgical  creation  of  a lymph-venous  anas- 
tomosis will  correct  the  steatorrhea  and 
edema.61 

Lymphoma.  Malabsorption  due  to  dif- 
fuse lymphoma  of  the  small  bowel  often 
will  respond  to  radiation  treatment  of  the 
small  bowel. 

Drugs.  Neomycin,  triparanol,  and  cho- 
lestyramine resin  produce  steatorrhea.2 
Removal  of  the  offending  drug  usually  will 
lead  to  improvement. 

Skin  disorders.  Steatorrhea  has  been 
associated  with  some  cases  of  exfoliative 
dermatitis,  erythrodermic  psoriasis,  and 
atopic  eczema.  Treatment  of  the  skin 
lesions  with  topical  steroids  has  been  re- 
ported to  control  the  steatorrhea.62 

Present  status  of 
medium  chain  triglycerides 

MCT  have  been  alluded  to  throughout 
this  review.  They  are  an  advance  of  great 
potential,  and  their  therapeutic  useful- 
ness is  still  being  explored.  MCT  have 
recently  been  approved  by  the  FDA 
and  are  available  for  general  use.  These 
fatty  acids,  whose  triglycerides  are  rapidly 
and  completely  hydrolysed  by  small 
amounts  of  pancreatic  secretion  and  bile,  are 
rapidly  transported  unchanged  through  the 
mucosa  into  the  portal  blood.11  They 
may  be  used  as  a source  of  calories  and 
may  serve  to  decrease  steatorrhea  when 


substituted  for  LCT.  They  probably  will 
prove  of  value  in  malabsorptive  diseases 
that  do  not  respond  to  other  kinds  of 
treatment,  such  as  amyloidosis,  radiation 
fibrosis,  and  mesenteric  artery  insufficiency. 
They  also  are  useful  adjuncts  in  diseases 
for  which  there  are  specific  therapies. 

Conclusion 

1.  The  explosion  of  knowledge  con- 
cerning the  normal  anatomy  and  physiology 
of  the  small  intestine  which  began  several 
years  ago  and  is  continuing  has  led  to  a 
corresponding  explosion  of  knowledge  con- 
cerning the  pathology  and  pathophysiology 
of  this  region.  Not  only  has  there  been  a 
development  of  technics  to  make  this 
region  more  accessible  but  also  this  part 
of  the  bowel  is  of  interest  to  many  investi- 
gators and  has  become  a revealing  area  of 
study. 

2.  The  clinician  of  yesterday  had  little 
therapeutic  choice,  being  limited  to  pre- 
scribing a low-fat  diet.  The  clinician  of 
today  has  a wide  therapeutic  range  of  both 
specific  and  nonspecific  types  of  therapy. 
However,  such  a range  of  choice  implies 
that  precise  diagnosis  is  more  important 
than  formerly  and  is  not  merely  academic. 
Fortunately,  the  methods  for  precise  diag- 
nosis have  developed  apace  and,  most  of  the 
time,  permit  such  precision. 
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Pancytopenia,  Septic 
Manifestations,  and  Renal 
Failure  in  Elderly  Male 


Case  history 

Stephen  Carter,  M.D.:  A seventy- 

three-year-old  white  male  was  first 
admitted  to  Lenox  Hill  Hospital  in  early 
March,  1966,  because  of  weakness  and 
constipation.  Six  to  seven  months  prior  to 
admission  he  became  constipated  with  one 
stool  every  six  days.  There  was  no 
specific  food  intolerance;  nausea;  vomiting; 
jaundice;  abdominal  pain;  hematemesis; 
or  change  in  color,  shape,  or  consistency 
of  the  stool.  Two  months  prior  to  admis- 
sion he  became  fatigued  and  anorectic, 
losing  12  to  15  pounds  in  weight  in  the 
subsequent  eight-week  period.  The  past 
history  included  varicose  vein  surgery  in 
1949,  a subtotal  gastrectomy  for  benign 
polyps  in  1950,  and  a cholecystectomy  in 
1955.  His  only  medication  was  vitamin 
capsules  containing  iron  which  he  took  up 
to  the  day  of  admission.  The  review  of 
systems  was  noncontributory. 

Physical  examination  showed  a fairly 
well-developed,  emaciated  white  male  in  no 
acute  distress  with  stable  vital  signs.  The 
skin  was  anicteric,  and  the  eyes  were 
unremarkable.  The  neck  was  supple,  and 
the  thyroid  was  not  palpable;  there  was  no 
venous  engorgement.  There  was  no  sig- 
nificant lymphadenopathy . The  lungs  were 
clear  to  percussion  and  auscultation.  The 
heart  rhythm  was  regular,  and  there  were 
no  murmurs.  There  were  two  well-healed 
vertical  scars  on  the  abdominal  wall. 


The  abdomen  was  soft  and  nontender,  and 
no  intra-abdominal  masses  were  palpated. 
The  liver  edge  was  felt  1 fingerbreadth 
below  the  right  costal  margin,  and  the  tip 
of  the  spleen  was  palpable.  Rectal  ex- 
amination was  unremarkable.  There  was 
no  cyanosis,  clubbing,  or  edema  of  the 
extremities. 

The  hemoglobin  was  8 Gm.  per  100  ml., 
and  the  hematocrit  was  23.  The  white 
cell  count  was  1,200  with  neutrophils  65, 
segmented  57,  lymphocytes  31,  and  mono- 
cytes 4 per  cent.  The  sedimentation  rate 
was  136  mm.  per  hour.  The  reticulocyte 
count  was  0.3  per  cent.  The  platelet 
count  was  103,000  per  cubic  millimeter. 
The  serum  iron  was  53  mg.  per  100  ml.  with 
an  iron-binding  capacity  of  257  mg.  The 
prothrombin  time  was  16  seconds  with  a 
control  of  13.  The  blood  sugar,  blood 
urea  nitrogen,  serum  electrolytes,  calcium, 
phosphorus,  and  uric  acid  were  all  within 
normal  limits.  The  serology  gave  negative 
findings.  The  alkaline  phosphatase  was 
8.8  King-Armstrong  units,  and  the  total 
protein  was  7.1  Gm.  per  100  ml.  with  3.6 
Gm.  albumin.  The  serum  electrophoresis 
was  within  normal  limits.  The  serum 
glutamic  acid  transaminase,  lactic  dehydro- 
genase, cephalin  flocculation,  cholesterol, 
bilirubin,  thymol  turbidity,  and  acid  phos- 
phatase were  all  within  normal  limits. 
Lupus  erythematosus  preparations  and 
tests  for  cryoglobulins  gave  negative  results. 
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A bone  marrow  aspiration  showed  a 
severely  hypoplastic  specimen  with  no 
evidence  of  neoplasm.  A bone  marrow 
biopsy  was  interpreted  as  showing  severe 
hypoplasia  of  all  elements.  The  urine 
showed  a trace  of  bile,  was  positive  for 
urobilinogen  in  a dilution  of  1 : 10,  and  gave 
negative  findings  for  Bence  Jones  protein. 
Chest  roentgenograms,  barium  enema,  up- 
per gastrointestinal  series,  and  x-rays  of 
the  lumbosacral  spine  were  all  noncontrib- 
utory. A selective  arteriogram  of  the 
hepatic,  splenic,  and  superior  mesenteric 
arteries  demonstrated  an  enlarged  spleen 
but  was  otherwise  noncontributory.  An 
electrocardiogram  showed  negative  findings 
except  for  sinus  bradycardia. 

The  patient  was  given  testosterone  enan- 
thate  (Delatestryl)  100  mg.  intramuscularly 
and  was  transfused  with  two  units  of 
packed  cells.  He  also  was  started  on 
prednisone  in  a dose  of  20  mg.  twice  a day. 
Subsequently,  he  was  discharged  on  March 
27  with  some  symptomatic  improvement. 
While  at  home  his  blood  sugar  rose,  but 
otherwise  he  was  well  and  asymptomatic 
until  late  in  April  when  he  developed  a 
chill  followed  by  a temperature  rise  to 
103  F.  An  examination  by  his  private 
physician  was  unrevealing  except  for  a 
peculiar  skin  eruption  consisting  of  a half 
dozen  erythematous,  sharply  demarcated 
papules  measuring  3 cm.  in  diameter  and  lo- 
cated on  his  trunk.  He  was  readmitted  to 
Lenox  Hill  Hospital  on  May  1,1966.  At 
that  time,  his  physical  examination  was 
unremarkable  except  for  unusual  enlarge- 
ment of  his  liver  and  further  enlargement 
of  his  spleen  which  was  palpable  2 cm.  be- 
low the  left  costal  margin. 

His  hemoglobin  was  8.7  Gm.  per  100 
ml.  with  leukopenia  and  thrombocytopenia 
more  marked  than  on  prior  admission; 
the  white  blood  cell  count  was  500  per 
cubic  millimeter.  The  serum  albumin 
was  1.8  Gm.  and  globulin  3.3  Gm.  per 
100  ml.  The  serum  iron  was  18  mg.  per 
100  ml.  with  an  iron-binding  capacity  of 
201  mg.  One  blood  culture  grew  out 
hemolytic  Staphylococcus  aureus,  coagulase 
positive.  The  chest  roentgenogram  re- 
mained unchanged.  He  was  given  anti- 
biotics, gamma  globulin,  and  transfusions 
of  whole  blood.  The  blood  urea  nitrogen 
began  to  rise  and  reached  a level  of  89  mg. 
with  a creatinine  of  7.9  mg.  per  100  ml. 


The  serum  sodium  dropped  to  107  mEq. 
with  chlorides  of  81  mEq.,  bicarbonate  of 
13  mM.,  and  serum  potassium  of  5.8 
mEq.  per  liter.  He  died  on  May  14,  1966. 

Discussion 

Donald  K.  Briggs,  M.D.*:  A man  in 

his  seventies,  previously  in  good  health, 
develops  a progressive  illness  from  which 
he  dies  within  ten  weeks.  During  that 
interval  a variety  of  symptoms  develop, 
pointing  to  a widespread  systemic  disease. 
Starting  with  gastrointestinal  symptoms, 
the  disease  next  manifests  itself  as  a pro- 
found anemia  with  the  accompanying 
symptoms  of  fatigability  and  weight  loss. 
Repeated  transfusions  are  necessary,  and 
the  patient  is  discharged  from  the  hospital. 
On  readmission  five  weeks  later,  the  anemia 
is  unabated  and  is  further  complicated  by 
fever  and  a skin  eruption.  The  next 
stage  in  this  rapid  chain  of  events  is  the 
development  of  renal  failure.  The  pace 
of  his  illness  accelerates,  and  he  dies  either 
from  renal  failure  or  from  severe  agranulo- 
cytosis and  septicemia. 

It  is  clear  that  the  anemia  is  of  the  normo- 
chromic type  and  is  due  to  failure  of  the 
marrow  to  produce  red  cells.  On  two 
separate  occasions,  aspiration  of  the 
marrow  produces  a hypocellular  specimen. 
To  make  completely  sure  that  these 
aspirates  are  representative,  a bone  biopsy 
is  performed,  and  this  confirms  the  extreme 
paucity  of  nucleated  elements,  particularly 
of  the  erythroid  series.  Failure  of  red  cell 
formation  is  further  confirmed  by  the  very 
low  reticulocyte  counts.  Where  the  di- 
agnosis of  a given  hemotologic  problem 
depends  heavily  on  it,  the  reticulocyte 
smear  should  be  examined  by  the  physician 
himself  if  he  has  had  the  proper  morphologic 
training  to  do  so. 

In  referring  to  the  type  of  hematologic 
picture  which  this  patient  has,  the  question 
of  nomenclature  is  of  importance.  Ehr- 
lich’s original  term,  “aplastic  anemia,” 
enjoys  widespread  usage  and  is  entirely 
acceptable.  The  Committee  for  Clarifica- 
tion of  Nomenclature  stated  that  “hypo- 
plasia” was  preferred  to  aplasia  because, 
strictly  speaking,  only  complete  absence 
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of  specific  cells  from  marrow  should  be 
called  aplasia  and  this  condition  implies 
thrombocytopenia  and  granulocytopenia 
in  addition  to  the  anemia. 1 

At  the  time  of  the  first  admission  the 
patient’s  principle  problem  was  that  of 
hypoplastic  anemia.  This  is  an  incom- 
plete diagnosis,  requiring  further  elabora- 
tion. It  forces  one  to  consider  the  various 
conditions  of  which  this  hematologic  pic- 
ture can  play  a part.  Leukemia  is  to  be 
considered  and  would  indeed  account  for 
most  of  the  observed  phenomena.  Many 
an  acute  leukemia  first  appears  and 
behaves  entirely  as  a hypoplastic  process. 
Relying  on  blood  counts  alone,  this  pa- 
tient’s condition  might  be  explainable  on 
this  basis.  What  is  lacking,  however,  is 
any  evidence  of  abnormal  leukocyte  mor- 
phology in  the  blood  or  marrow.  It  is 
impossible  to  accept  the  idea  that  any 
acute  leukemia  could  run  such  a course  as 
this  without  confirmatory  cytologic  evi- 
dence being  uncovered,  especially  since  it 
was  sought  for  so  diligently.  In  its  ab- 
sence, we  are  obliged  to  reject  the  possi- 
bility of  leukemia. 

Much  more  likely,  and  in  fact  very  ap- 
pealing, is  the  diagnosis  of  myeloma.  The 
peripheral  blood  and  bone  marrow  findings 
are  compatible  with  this  diagnosis.  The 
very  high  sedimentation  rate  and  the 
terminal  renal  failure  also  are  consistent. 
Attractive  though  this  diagnosis  may  be  as 
the  explanation  of  so  many  of  the  clinical 
features,  a flat  contradiction  is  encountered 
when  we  look  for  the  three  most  reliable 
hallmarks  of  myeloma.  The  classical  mar- 
row picture  is  wanting,  electrophoresis  is 
normal,  and  initially  there  is  no  proteinuria 
of  any  type.  These  laboratory  indices, 
therefore,  outweigh  the  rather  suggestive 
clinical  findings  and  force  one  to  exclude 
myeloma  from  further  consideration. 

While  the  hematologic  findings  are  con- 
sistent with  tuberculosis,  the  great  mimic 
of  so  many  hematologic  disorders,  the 
clinical  picture  forces  one  to  turn  his 
thoughts  elsewhere.  It  is  difficult  to 
accept  tuberculosis  as  the  cause  for  a 
number  of  reasons,  the  swift  deterioration 
of  our  patient  in  the  absence  of  overt 
evidence  of  this  disease  being  the  primary 
reason. 

Lymphoma  must  be  mentioned  as  a 
frequent  cause  for  hypoplasia  of  the  mar- 


row. It  should  be  considered  where  any 
obscure  hematologic  disorder  remains  un- 
explained. However,  little  good  can  come 
from  discussing  the  diagnosis  of  lymphoma 
by  history,  for  it  is  no  exaggeration  to  say 
that  there  is  no  such  thing  as  a classical 
clinical  picture  in  this  disease.  Taking 
these  two  generalizations  together,  it  is 
fair  to  say  that  lymphoma  is  never  present 
until  microscopically  demonstrated  and 
never  excluded  as  long  as  the  patient  re- 
mains unaccountably  sick. 

Attention  should  be  given  to  the  possi- 
bility of  a failing  marrow  due  to  a drug  or 
other  chemical  substance.  In  the  hypo- 
plastic anemias,  one  is  never  finished  taking 
the  history.  It  is  by  no  means  an  un- 
common experience  for  a hematologist  to 
be  presented  with  the  final  truth  in  a 
baffling  case  weeks  or  months  after  the 
patient’s  death  where  autopsy  by  a chance 
revelation  uncovers  a concealed  fragment 
of  evidence  regarding  chemical  exposure. 
This  patient’s  occupation  involved  the 
buying  and  selling  of  horse  hair.  We  are 
given  no  details  of  any  chemical  substances 
used  in  this  occupation  nor  do  we  know 
how  intimate  his  physical  contact  was  with 
his  merchandise.  Otherwise,  there  is  no 
information  to  support  a chemical  toxic 
basis  for  his  condition. 

There  are  further  objections  to  the  sim- 
ple diagnosis  of  hypoplastic  anemia  on  either 
a chemical  or  an  idiopathic  basis.  The 
first  is  the  enlargement  of  the  spleen,  which 
is  not  a usual  feature  of  pure  hypoplastic 
anemia.  The  second  is  the  low  serum  iron 
which  becomes  still  lower  in  the  course  of 
the  disease.  This  is  the  opposite  of  what  is 
seen  with  great  regularity  in  conditions  of 
depressed  bone  marrow  activity.2  The 
only  plausible  explanation  for  this  hypo- 
ferremia  is  continued  gastrointestinal  bleed- 
ing; for  this  there  is  ample  substantiation. 

Finally,  the  subject  of  thymoma  should 
be  introduced  into  any  discussion  of  marrow 
depression.  No  investigation  of  a hypo- 
plastic anemia  can  claim  to  be  complete 
without  a diligent  radiologic  or  even  surgi- 
cal search  for  thymoma.  In  general, 
however,  such  tumors  tend  to  be  associated 
with  pure  red  cell  agenesis,  the  elimination 
of  leukocytes  appearing  only  much  later  on 
in  the  clinical  course.3  In  the  present 
instance,  the  maturation  of  granulocytes 
was  suppressed  early. 
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So  much,  then,  for  the  hematologic 
evaluation  of  this  problem.  Although  it 
goes  far  to  explain  much  that  happened  to 
the  patient,  it  throws  hardly  any  light  on 
the  underlying  cause  of  the  trouble.  Evi- 
dently the  patient  had  a severe  hypoplastic 
anemia  which  was  of  the  nonspecific  type 
that  can  be  seen  as  a secondary  feature  of 
a large  variety  of  generalized  diseases. 
Looking  at  the  gastrointestinal  aspects  of 
the  history,  one  is  again  unable  to  detect  a 
consistent  pattern.  Unexplained  persist- 
ent bleeding  is  present  as  well  as  a history 
of  weight  loss,  constipation,  and  abdominal 
cramps.  The  subtotal  gastrectomy  for 
benign  polyps  which  the  patient  under- 
went sixteen  years  earlier  is  of  no  obvious 
relevance  except  insofar  as  polyps  may  be 
regarded  as  precursors  of  gastric  tumors. 
They  do  not  bespeak  the  coexistence  of 
polyposis  elsewhere  in  the  gastrointestinal 
tract.  The  diagnosis  of  gastrointestinal 
cancer  was  strongly  considered  during  the 
patient’s  first  admission.  However,  the 
failure  to  confirm  such  impressions  by 
radiologic  or  other  means  and  the  patient’s 
subsequent  course  forces  one  to  consider 
other  conditions  first. 

Starting  with  this  predominantly  nega- 
tive review  and  having  reached  no  firm 
conclusion,  it  is  necessary  now  to  stand 
further  back  and  look  at  the  whole  picture. 
The  disease  which  fulfills  all  the  require- 
ments must  begin  with  gastrointestinal 
symptoms  and  weight  loss,  develop  into  a 
hypoplastic  pancytopenia  with  an  en- 
larged spleen  and  low  serum  iron,  cause  the 
eruption  of  peculiar  skin  lesions,  and  pass 
rapidly  into  renal  failure  and  death  in  an 
elderly  person.  There  is  no  disease  which 
characteristically  does  this.  The  whole 
clinical  course  is  strongly  reminiscent  of 
myeloma.  But  however  confidently  this 
is  postulated,  it  is  equally  firmly  rejected 
by  the  absence  of  the  laboratory  evidence 
needed  to  authenticate  it.  Perhaps  the 
best  solution  to  this  dilemma  can  be  found 
by  reference  to  the  sister  disease  of  mye- 
loma, namely,  primary  systemic  amyloido- 
sis. These  two  diseases  are  so  similar  that 
they  are  at  times  difficult  to  differentiate. 
Indeed,  a form  of  amyloidosis  often  arises 
out  of  myeloma,  as  may  have  been  the  case 
with  this  patient.  Amyloidosis  is  less 
demanding  in  its  diagnostic  criteria  for 
at  least  it  can  exist  in  the  absence  of 


characteristic  abnormalities  in  the  bone 
marrow  and  serum  electrophoresis.  From 
the  clinical  and  laboratory  standpoint  it  is 
precisely  the  nonspecific  nature  of  the 
findings  which  so  often  characterizes  amyloi- 
dosis. The  disease  would  be  behaving  by 
no  means  atypically  in  this  patient  if  it 
were  responsible  for  the  gastrointestinal 
symptoms,  elevated  sedimentation  rate, 
prothrombin  time,  skin  lesions,  and  ter- 
minal renal  failure.  Gastrointestinal  symp- 
toms are  well  recognized  in  primary 
systemic  amyloidosis,  because  the  disease 
can  affect  the  entire  gastrointestinal  tract. 
Primary  amyloidosis  may  be  associated 
with  persistent  bleeding  from  the  gastro- 
intestinal tract  which  at  times  can  be 
massive.4  This  patient  had  had  two  or 
three  attacks  of  severe  abdominal  pain 
several  months  before  the  first  admission. 
On  each  occasion  the  symptoms  subsided 
after  a few  hours.  Between  admissions  he 
had  an  episode  of  mechanical  bowel 
obstruction  lasting  a day. 

On  the  other  hand,  there  are  admittedly 
a number  of  good  arguments  against  the 
diagnosis  of  primary  amyloidosis  which 
does  not  appear  as  severe  pancytopenia  and 
which  is  frequently  characterized  by  macro- 
glossia.  Again,  the  cardiopulmonary  find- 
ings in  this  patient  are  by  no  means  striking 
for  a disease  which  so  often  produces  a 
clinical  picture  dominated  by  dyspnea  and 
congestive  heart  failure.6  Yet  there  is 
evidence  of  cardiac  abnormality  as  ex- 
pressed by  the  sinus  bradycardia  with 
atrial  and  ventricular  premature  systoles. 
This  at  least  suggests  that  the  patient  has 
not  entirely  escaped  the  myocardial  in- 
volvement that  occurs  in  85  per  cent  of 
patients  with  this  disease.  Indeed,  it  is  not 
uncommon  for  mild  cardiac  symptoms  to 
recede  as  the  disease  progresses  in  severity 
in  other  directions. 

The  progression  of  renal  failure  during 
the  second  hospital  admission  is  rapid  and 
complete,  and  it  develops  from  a state  of 
apparent  renal  normality  on  the  first  admis- 
sion. It  seems  unnecessary  to  invoke  any 
mechanism  other  than  renal  failure  to 
explain  the  widespread  preterminal  elec- 
trolyte changes.  There  are  only  a few 
conditions  besides  primary  amyloidosis 
which  would  produce  these  changes  so 
rapidly,  and  none  of  them  is  suggested  by 
the  course  of  this  patient’s  disease.  The 
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skin  lesion  is  by  no  means  characteristic  in 
location,  for  amyloidosis  has  a predilection 
for  the  face  and  mucous  membranes,  but  at 
least  a disease  of  such  bizarre  and  protean 
manifestation  allows  us  a wide  range  of 
diagnostic  freedom.*  One  feature  not 
readily  explained  is  the  terminal  hyper- 
glycemia with  glycosuria,  but  it  is  by  no 
means  unreasonable  to  attribute  these  to 
amyloid  changes  in  the  pancreas,  a common 
enough  site  for  the  disease.7 

The  prothrombin  time  was  prolonged  on 
the  first  admission.  This  may  be  a sign 
of  early  liver  involvement  with  possibly  a 
deficiency  of  a particular  coagulation 
factor.  Factor  X,  the  Stuart-Prower  fac- 
tor, is  described  as  being  selectively 
deficient  in  certain  cases  of  amyloidosis,8 
and  it  would  have  been  interesting  to  see 
further  determinations  of  the  prothrombin 
time  on  the  second  admission.  The  hypo- 
cholesterolemia  noted  on  the  first  admission 
may  be  read  as  further  evidence  of  hepato- 
cellular damage. 

If  the  diagnosis  of  primary  systemic 
amyloidosis  is  accepted,  then  it  is  time  to 
revert  to  the  hematologic  picture.  This  is 
the  area  of  least  support  for  the  diagnosis. 
A search  of  the  literature  has  failed  to 
reveal  any  instance  of  severe  hypoplastic 
anemia  in  this  condition.  Another  dis- 
turbing thought  is  that  amyloid  was  not 
demonstrated  in  the  bone  marrow  biopsy. 
In  a case  described  by  Wolf,  Hitzig,  and 
Otani,9  there  was  initial  polycythemia 
followed  by  a myelophthisic  anemia  which 
was  demonstrated  at  autopsy  to  be  the 
consequence  of  amyloid  infiltration  of  the 
marrow.  It  is  the  rule  for  the  bone  mar- 
row to  be  infiltrated  with  plasma  cells  to 
any  degree  from  a minimal  plasmacytosis 
up  to  a complete  replacement  indistin- 
guishable from  the  picture  of  myeloma. 
A slight  elevation  of  the  leukocyte  count  is 
more  usual  than  neutropenia,  but  it  is  fair 
to  say  that  there  is  no  standard  hemato- 
logic picture  in  amyloidosis.  A hypoplastic 
anemia  is  seen  in  a great  many  systemic 
diseases,  so  that  its  coexistence  with  amyloi- 
dosis, with  or  without  amyloid  replacement 
of  the  marrow,  is  theoretically  plausible 
even  if  clinically  unfamiliar. 

Austin  P.  Boleman,  M.D.:  Had 

there  been  a sigmoidoscopy  performed 
before? 


Dr.  Carter:  Yes,  but  with  negative 

results. 

John  J.  Waller,  M.D.:  Perhaps  there 
is  a possibility  of  Gaucher’s  disease  with 
hepatosplenomegaly  leading  to  hypersplen- 
ism  and  ending  in  terminal  renal  failure. 

Carl  Reich,  M.D.:  Can  one  see  a case 

of  Gaucher’s  disease  without  the  marrow 
showing  typical  Gaucher  cells?  I seriously 
doubt  this.  What  about  the  possibility 
of  an  aplastic  anemia  with  gastroin- 
testinal hemorrhage  secondary  to  throm- 
bocytopenia and  renal  infection  secondary 
to  the  leukopenia? 

Gerson  T.  Lesser,  M.D.:  This  patient 
had  rapid  renal  failure,  and  not  many 
things  do  this.  Renal  papillary  necrosis  is 
a possible  explanation.  A transfusion  reac- 
tion might  be  another  cause,  but  there  was 
no  mention  of  any  such  calamity.  Infarc- 
tion of  the  renal  artery  is  another  possi- 
bility as  is  infection  or  systemic  lupus 
erythematosus.  The  only  factors  which 
negate  a diagnosis  of  lupus  erythematosus 
in  this  case  are  the  negative  lupus  ery- 
thematosus preparations,  which  do  not 
necessarily  rule  it  out.  Lupus  erythemato- 
sus can  cause  almost  any  hematologic 
picture. 

Dr.  Bruno:  Can  you  get  acute  renal 

failure  in  systemic  lupus  erythematosus? 

Dr.  Lesser:  We  have  seen  several 

such  cases  in  this  hospital. 

Dr.  Bruno:  I agree  that  infection 

could  have  been  a cause.  The  patient  had 
positive  blood  cultures.  What  about 
multiple  abscesses  of  the  kidney? 

Dr.  Briggs:  I considered  this  possibility, 
but  primary  amyloidosis  seemed  a more 
intriguing  consideration. 

Herbert  A.  Dann,  M.D.:  Was  a 

Coombs’  test  performed? 

Dr.  Carter:  Yes,  and  it  gave  negative 

findings. 

Dr.  Briggs:  The  hematologic  picture 

is  not  really  consistent  with  a hemolytic 
process,  for  example,  the  reticulocyte  count 
was  never  elevated,  and  the  bilirubin  was 
never  elevated. 

Dr.  Bruno:  This  patient  had  hepato- 

splenomegaly and  severe  marrow  depres- 
sion. Myeloid  metaplasia  may  have  been 
present.  Could  this  have  been  the  cause 
of  the  hepatosplenomegaly? 

Dr.  Briggs:  You  would  then  have 

expected  some  nucleated  red  blood  cells 
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FIGURE  1.  Lumbar  vertebrae.  Lighter  areas  con- 
tain hypoplastic  marrow  and  increased  amount  of 
adipose  tissue. 


and  some  bizarre  cell  forms  such  as  poikilo- 
cytosis  in  the  peripheral  smear. 

Harry  F.  Wechsler,  M.D.:  It  has 

been  mentioned  that  the  spleen  is  not 
enlarged  in  aplastic  anemia.  Is  that 
infallible? 

Dr.  Briggs:  Nothing  is  infallible  about 

the  spleen. 

Clinical  diagnoses 

1.  Hypoplastic  anemia  of  undetermined 
etiology 

2.  ( Uremia ) 

Dr.  Briggs’  diagnoses 

1.  Primary  systemic  amyloidosis 

2.  Hypoplastic  anemia  with  agranulo- 
cytosis and  thrombocytopenia 

3.  ( Renal  failure) 

4.  Septicemia  with  staphylococcus  and 
Escherichia  coli 

Pathologic  report 

Lawrence  P.  Shea,  M.D.*:  At  post- 

mortem examination  the  cut  surfaces  of  the 
thoracic  and  lumbar  vertebral  bodies,  the 
sternum,  and  several  ribs  showed  pale  and 
red  marrow.  There  were  poorly  defined 
grayish-yellow  areas  in  the  vertebrae  (Fig. 
1).  Several  microscopic  sections  of  the 
bone  marrow  showed  severe  generalized 
reduction  in  the  number  of  precursor  cells 
of  both  the  red  cell  and  white  cell  series 
with  a corresponding  increase  in  the 
amount  of  adipose  tissue  (Fig.  2).  The 
number  of  mature  lymphocytes  and  plasma 
cells  was  slightly  increased. 

In  each  pleural  cavity  there  was  approxi- 
mately 500  cc.  of  blood-tinged,  watery 

* Associate  Pathologist,  Lenox  Hill  Hospital. 


FIGURE  2.  Lumbar  vertebral  marrow  showing 
marked  numerical  reduction  in  normoblastic  and 
granulocytic  percursors. 

fluid.  The  combined  weight  of  the  lungs 
was  1,500  Gm.  Multiple  dark  red  areas 
of  hemorrhagic  consolidation  were  noted 
in  both  lower  lobes  and  the  right  middle 
lobe.  The  overlying  pleura  was  dark 
purple.  Mucopurulent  material  exuded 
from  small  bronchi  on  pressure.  Micro- 
scopic sections  revealed  many  unorganized 
thrombi  in  small  pulmonary  arteries  and 
fresh  infarcts  of  the  pulmonary  paren- 
chyma. In  one  of  the  thrombi,  the  Gro- 
cott  stain  showed  a mass  of  pseudohyphae 
and  spores  resembling  those  of  Candida 
albicans.  Similar  colonies  were  noted  in 
the  lumens  of  some  small  bronchi.  The 
alveoli  at  the  periphery  of  the  infected 
areas  contained  many  red  cells  and  poly- 
morphonuclear neutrophils.  There  were 
colonies  of  cocci  in  the  necrotic  pulmonary 
parenchyma.  No  primary  thrombi  were 
noted  in  the  iliac  veins,  caval  veins,  or 
heart.  No  granulomatous  lesions  were 
found  in  the  lungs. 

The  pulmonary  hilar  lymph  nodes  were 
slightly  enlarged  and  moderately  firm. 
Microscopic  sections  of  some  of  them 
showed  old  nodular,  hyalinized  scars  and 
numerous  recent  solitary  and  conglomerate 
epithelioid  granulomata  characterized  by 
central  caseous  necrosis,  Langhans’-type 
multinuclear  giant  cells,  and  slight  fibrosis 
at  the  periphery.  Sections  stained  by  the 
Ziehl-Neelsen  method  revealed  many  acid- 
fast  bacilli  resembling  tubercle  bacilli. 

The  liver  weighed  2,350  Gm.  The  cut 
surfaces  on  close  inspection  revealed  numer- 
ous tan  pinhead-sized  nodules.  Sections 
showed  numerous  miliary  caseous  granu- 
lomata in  the  lobules  and  periportal  areas 
(Fig.  3).  The  lesions  contained  acid-fast 
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FIGURE  3.  Liver  showing  caseous  epithelioid 
tubercle  with  Langhans’  giant  cell. 


bacilli.  The  esophagus  appeared  edema- 
tous. Its  lining  was  congested  and  con- 
tained yellowish,  linear  streaks.  Sections 
revealed  large  arcs  of  superficial  ulceration 
showing  slight  fibrosis  at  the  base.  The 
Grocott  stain  showed  masses  of  pseudo- 
hyphae  and  spores  resembling  Candida 
albicans  enmeshed  in  the  fibropurulent 
exudate  on  the  surface  of  the  ulcers  (Fig. 
4).  Culture  of  material  from  the  esoph- 
agus resulted  in  the  growth  of  fungus 
identified  as  Candida  albicans.  The  stom- 
ach revealed  an  old,  widely  patent  gastro- 
jejunostomy. Along  the  proximal  border 
of  the  anastomosis,  the  gastric  mucosa 
showed  several  soft,  polypoid  elevations 
measuring  up  to  1.5  cm.  in  diameter.  The 
gastric  mucosa  was  diffusely  congested. 
Sections  of  the  polypoid  lesions  showed 
proliferated  glands  lined  by  tall  columnar 
cells  with  pale  cytoplasm  and  uniform  basal 
nuclei.  Multiple  small  superficial  ulcera- 
tions containing  Candida  were  noted  in 
the  gastric  mucosa,  including  that  of  the 
polyps.  The  lumen  of  the  small  intestine 
and  colon  contained  some  tarry  material 
resembling  altered  blood.  The  mucosa  of 
the  cecum  contained  several  elevated  tan 
nodules  measuring  0.5  to  0.8  cm.  Sections 
revealed  focal  acute  hemorrhagic  erosions 
of  the  cecal  mucosa  containing  Candida. 
The  head  of  the  pancreas  contained  a 
group  of  small  retention  cysts  measuring 
up  to  1.5  cm.  in  diameter,  and  there  was 
slight  interstitial  fibrosis.  The  left  and 
right  kidneys  weighed  170  and  160  Gm. 
respectively;  the  microscopic  sections  were 
characteristic  of  nonspecific  chronic  pye- 
lonephritis. 


FIGURE  4.  Pseudohyphae  and  spores  of  Candida 
albicans  in  exudate  on  esophageal  erosion  (Grocott 
stain). 


Final  anatomic  diagnoses 

1 . Hypoplasia  of  bone  marrow 

2.  Miliary  tuberculosis  involving  pul- 
monary hilar  lymph  nodes,  liver,  and  spleen 

3.  Acute  erosive  esophagitis,  gastritis, 
and  colitis  due  to  Candida  albicans 

4.  Extravasated  blood  in  small  and  large 
intestines 

5.  Multiple  thrombo-emboli  in  pulmo- 
nary arteries 

6.  Mycotic  thrombus  in  pulmonary  artery 
due  to  Candida  albicans 

7.  Acute  pulmonary  infarcts 

8.  Hemorrhagic  pleural  effusions 

9.  Adenomatous  hyperplasia  of  prostate 

10.  Acute  and  chronic  prostatitis 

11.  Chronic  pyelonephritis,  bilateral 

12.  Adenomatous  polyps  of  stomach 

13.  Gastrojejunal  anastomosis,  healed 

14.  Retention  cysts  of  pancreas 
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Esophageal  Leiomyoma  Simulating 
Aortic  Aneurysm 


Case  history 

A fifty-year-old  Venezuelan  man  was 
awakened  from  sleep  seven  months  before 
admission  with  retrosternal  pressure  which 


lasted  for  one  hour  and  subsided  spon- 
taneously. Clinical  examination  and  elec- 
trocardiogram were  normal  at  this  time. 
He  had  always  been  in  good  health  ex- 


FIGURE 1.  Esophagrams.  (A)  Frontal,  showing  deformity  along  lateral  border  of  esophagus  by  soft  tissue 
mass  which  appears  to  be  in  continuity  with  aortic  shadow.  (B)  In  oblique  projection,  showing  extent  of 
lesion  which  narrows  and  partially  obstructs  esophagus.  Sharp  margins  characteristic  of  intramural 
lesion  of  esophagus  although  extrinsic  mass  could  not  be  excluded  with  certainty. 
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cept  for  hyperthyroidism  six  years  before 
while  in  Venezuela.  This  was  manifested 
by  nervousness,  weight  loss,  rapid  pulse, 
and  sweating.  He  improved  quickly  with 
propylthiouracyl  and  had  remained  well 
until  the  present  episode. 

A second  episode  of  retrosternal  pressure 
six  months  before  admission  led  to  a med- 
ical survey  with  the  resultant  diagnosis 
of  recurrent  hyperthyroidism.  He  was 
then  treated  with  radioactive  iodine  but 
continued  to  have  intermittent  vague 
retrosternal  discomfort  often  associated 
with  “heat”  sensations  and  eructions.  One 
month  before  admission,  the  retrosternal 
discomfort  began  to  radiate  to  his  back, 
and  he  first  noted  dysphagia  when  meat 
appeared  to  “stick”  in  the  retrosternal 
region. 

Physical  examination  showed  a well- 
developed  man  in  no  distress.  The  thyroid 
was  not  enlarged,  and  the  trachea  was  in 
the  midline.  Heart,  lungs,  abdomen,  ex- 
tremities, and  blood  pressure  were  normal 
to  examination. 

Laboratory  examinations  revealed  a nor- 
mal urinalysis  and  normal  hemoglobin 
and  blood  count.  Blood  chemistries  were 
within  normal  limits,  and  a radioactive 
iodine  uptake  was  also  normal. 

Esophagoscopy  showed  no  evidence  of 
localized  abnormality  or  obstruction. 

Radiographic  discussion 

Nathaniel  Finby,  M.D.:  The  chest 

roentgenogram  showed  no  evidence  of 
abnormality,  but  a barium  study  of  the 
esophagus  disclosed  a localized  defect, 
about  5 cm.  in  length,  in  the  posterolateral 
wall  of  the  esophagus  at  the  level  of  the 
aortic  arch  (Fig.  1).  Further  roentgen- 
ographic  study,  including  cineradiography 
of  the  esophagus,  showed  the  pattern 
of  an  intramural  or  extrinsic  lesion  without 
demonstrable  abnormality  of  the  mucosal 
folds.  The  involved  area  appeared  directly 
related  to  the  arch  of  the  aorta,  and  the 
possibility  of  extrinsic  involvement  by  an 
aneurysmal  or  dilated  aorta  was  also  con- 
sidered. 

For  this  reason,  an  intravenous  aorto- 
gram  was  performed.  There  was  no  evi- 
dence of  aortic  aneurysm  or  abnormality. 
The  esophageal  defect  was  shown  to  extend 
above  and  below  the  area  of  contact  with 


FIGURE  2.  Intravenous  aortography  with  barium 
in  esophagus  shows  relation  of  arch  of  aorta  to 
defect  in  esophagus.  Note  that  mass  involving 
esophagus  has  not  destroyed  visible  mucosal 
markings  and  appears  to  be  more  extensive  than 
width  of  aorta  in  this  area.  Although  aorta  is  some- 
what dilated  there  is  no  localized  aneurysm. 


the  aorta  (Fig.  2).  An  intramural  lesion 
of  the  esophagus  was  therefore  considered 
the  most  likely  diagnosis. 

Surgical  discussion 

Hugh  F.  Fitzpatrick,  M.D.:  The  right 

side  of  the  chest  was  entered  through  an 
anterolateral  right  intercostal  incision,  and 
the  lesion  in  the  esophagus  could  be  readily 
palpated  through  the  mediastinal  pleura. 
We  estimated  the  lesion  to  be  about  5 by  3 
by  2 cm.  in  size.  It  felt  firm,  homogeneous, 
smooth,  and  regular.  It  was  situated  in 
the  left  posterior  aspect  of  the  esophagus 
just  above  the  aortic  arch.  The  mediastinal 
pleura  overlying  the  involved  area  of  the 
esophagus  was  opened,  and  by  blunt  and 
sharp  dissection  the  esophagus  was  liber- 
ated above  and  below  the  area  of  the  tumor. 
A 4-cm.  incision  was  made  longitudinally 
through  the  muscle  layer  of  the  esophagus, 
and  by  blunt  and  sharp  dissection  this 
smooth  homogeneous  tumor  was  readily 
removed  without  entering  the  mucosa  of 
the  esophagus.  The  incision  in  the  muscu- 
lar wall  of  the  esophagus  was  approximated 
with  interrupted  sutures. 
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FIGURE  3.  (A)  Normal  esophageal  muscle  on  left  not  clearly  separated  from  tumor  which  occupies  re- 
mainder of  photograph.  Bundles  of  mature  smooth  muscle  form  tumor.  (B)  Deposit  of  calcium  in  hyalin- 
ized  center  of  tumor. 


Pathologic  discussion 

Charles  F.  Begg,  M.D.:  The  resected 

mass  was  oval  and  corresponded  well 
with  the  shape  of  the  mass  demonstrated 
by  radiology.  It  measured  6 by  2.5  by 
1.5  cm.,  was  rubbery,  fairly  well  delineated, 
and  had  a bulging,  whorled  white  cut  sur- 
face. Interlaced  bundles  of  mature  smooth 
muscle  fibers  were  the  substance  of  the 
mass.  There  was  a central  hyalinized  area 
containing  calcium  deposits  (Fig.  3). 
Strands  of  esophageal  smooth  muscle  were 
attached  to  the  outer  surface  and,  in  one 
place,  continuous  with  the  muscle  bundles 
of  the  tumor. 

Comment 

Dr.  Finby:  It  is  always  of  value  to 

remind  ourselves  that  the  esophagus  is  a 
mediastinal  structure  intimately  related 
to  the  aorta.  Thus,  an  esophageal  tumor 
is  a mediastinal  tumor  and  often  simulates 
other  mediastinal  tumors  or  aortic  aneu- 
rysms. 

Keates  and  Magidson1  show  how  the 
arteriosclerotic  aorta  in  the  aged  can  in- 
volve the  esophagus,  simulating  cardio- 
spasm, neoplasm,  and  occasionally  causing 
dysphagia.  Aortic  aneurysms  can  simulate 
organic  disease  of  the  esophagus  and  may 
even  rupture  into  the  esophagus. 

Although  fluoroscopy  may  be  of  aid  in 
the  differential  diagnosis,  intravenous  aor- 
tography clearly  separated  the  esophageal 
lesion  from  the  aorta  in  our  present  case. 

Totten  and  his  associates2  studied  103 


patients  with  benign  tumors  of  the  esoph- 
agus and  found  the  largest  number  to  be 
solid  intramural  tumors  (46  cases).  Poly- 
poid intraluminal  (40  cases)  and  cystic 
intramural  (17  cases)  tumors  accounted 
for  the  remaining  55  per  cent  of  the  benign 
tumors. 

Although  intramural  leiomyosarcomas 
have  been  reported,  a definite  intramural 
lesion  is  almost  always  benign.  The  solid 
tumors  are  usually  leiomyomas  which  are 
most  frequently  seen  in  the  region  of  the 
tracheal  bifurcation  and  distal  third  of  the 
esophagus.  The  distal  leiomyoma  is  often 
difficult  to  diagnose  because  it  may  be 
small  and  masked  by  a hiatus  hernia  or 
extrinsic  impression  of  the  descending 
thoracic  aorta.  Leiomyomas  are  multiple 
in  about  25  per  cent  of  cases,  and  a leio- 
myoma of  the  esophagus  may  be  associated 
with  other  leiomyomas  of  the  gastroin- 
testinal tract. 

Since  the  roentgen  finding  of  an  intra- 
mural lesion  is  extremely  helpful  in  ex- 
cluding the  esophageal  possibility  of  cancer, 
the  work  of  Schatzki  and  Hawes3-4  is 
worthy  of  careful  study.  By  carefully 
placing  artificial  tumors  of  paraffin  in  the 
esophageal  wall,  the  roentgen  profile  view 
showed  an  abrupt  angle  or  shelf  at  its 
margin,  with  the  uninvolved  esophagus 
above  and  below.  The  surface  was  smooth, 
and  the  mucosal  folds  were  of  normal  ap- 
pearance. This  is  well  demonstrated  in 
the  esophagrams  of  our  patient. 

If  the  lesion  is  extrinsic  to  the  esophagus 
and  unattached,  the  margins  in  profile 
view  showed  gentle  slopes.  In  relief  or 


March  15,  1967  / New  York  State  Journal  of  Medicine  821 


face-on  views,  the  margins  were  poorly 
defined. 

It  is  of  interest  to  note  that  an  extrinsic 
lesion  which  is  attached  and  involved  with 
the  esophagus  assumes  the  roentgen  char- 
acteristics of  an  intrinsic  lesion.  Thus, 
an  aortic  aneurysm  which  involves  the 
esophageal  wall  may  show  the  esophageal 
characteristics  of  an  intramural  tumor. 

Dr.  Begg:  Tumors  derived  from 

smooth  muscle  occur  most  frequently  in 
the  uterus  but  may  occur  in  many  other 
areas.  The  esophagus  is  a rare  site. 
Lewis  and  Maxfield  in  19546  found  155 
cases  in  their  search  of  the  literature.  In 
12  of  these  cases,  tumors  were  multiple. 
These  authors  also  mentioned  the  rarity 
of  leiomyoma  of  the  esophagus  in  com- 
parison with  carcinoma.  In  our  own  ex- 
perience with  surgical  material  there  have 
been  2 cases  of  leiomyoma  and  91  of  car- 
cinoma of  the  esophagus  in  a fifteen-year 
period. 

The  leiomyoma  may  occur  as  a polyp- 
like protrusion  into  the  lumen  of  the 
esophagus,  as  an  intramural  mass,  or  as 
an  extrinsic  mass.  The  intramural  location 
is  far  the  most  common. 

Most  important  to  consider  are  the 
effects  and  consequences  of  these  lesions. 
Sweet,  Soutter,  and  Valenzuela6  noted  size 
to  be  the  most  important  factor  in  the 
production  of  symptoms.  In  their  series 
of  12  symptomatic  cases,  the  smallest 
lesion  was  3 cm.  in  diameter.  However, 
larger  tumors  may  be  asymptomatic  and 
have  been  found  incidentally  at  autopsy. 


Symptoms  related  to  leiomyoma  of  the 
esophagus  are  dysphagia,  retrosternal  or 
epigastric  pain,  occasionally  intrascapular 
pain,  and  in  some  cases  regurgitation  and 
vomiting.  Bleeding  did  not  occur  in 
any  of  the  cases  mentioned  in  the  reviews 
noted,  nor  were  there  any  instances  of 
complete  obstruction.6  6 

There  is  always  the  possibility  that  a 
lesion  is  a leiomyosarcoma.  In  their  study, 
Lewis  and  Maxfield6  found  9 cases  of 
leiomyosarcoma  as  compared  with  155 
leiomyomas.  Of  12  patients  operated  on 
for  muscle  wall  tumors  of  the  esophagus 
by  Sweet,  Soutter,  and  Valenzuela6  one 
was  a sarcoma.  Sarcoma  must  always  be 
considered  as  a possibility  but  cannot  be 
diagnosed  preoperatively. 

In  our  case  the  symptoms  suggested 
myocardial  ischemia,  and  the  true  diagnosis 
was  not  considered  until  dysphagia  occurred 
seven  months  after  the  patient  had  first 
noted  retrosternal  pain. 
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Hyperosmolar  dehydration  and  coma 
in  diabetic  patients  without  significant 
ketoacidosis  was  first  described  in  1957. 1 
It  is  not  rare  despite  the  fact  that  only  52 
cases  have  been  found  in  the  world’s  liter- 
ature.2-3 Interest  in  this  syndrome  was 
greatly  stimulated4-13  following  the  report 
of  2 cases  by  Lucas  et  al.  in  1963. 14  The 
terms  nonketotic,  nonacidotic,  and  hyper- 
glycemic which  have  been  used  to  describe 
this  type  of  coma  are  too  restrictive  since 
patients  have  been  noted  with  ketosis, 
acidosis  (serum  bicarbonate  as  low  as  6.1 
mEq.  per  liter),  and  blood  sugar  concentra- 
tions below  500  mg.  per  100  ml.2-3  Hyper- 
osmolar dehydration  is  the  common  de- 
nominator in  this  type  of  coma;  other  fac- 
tors are  variable. 

Within  the  past  two  years  4 patients  with 
diabetes  mellitus,  hyperosmolar  dehydra- 
tion, and  coma  were  admitted  to  the  Morri- 
sania City  Hospital  and  the  Bronx  Munici- 
pal Hospital  Center.  These  patients  serve 
to  emphasize  the  diagnostic  and  therapeutic 
problems  as  well  as  the  multifactorial  na- 
ture of  the  hyperosmolar  disorder. 

* Supported  by  U.S.  Public  Health  Service  Grant  HD 
00674. 


Case  reports 

Case  1.  A seventy-five-year-old  man 
with  an  eight-year  history  of  diabetes 
mellitus  was  admitted  to  the  Morrisania 
City  Hospital  on  August  16,  1964,  because 
of  profound  dehydration  and  coma.  Until 
eight  months  prior  to  this  admission,  he  had 
taken  60  units  of  NPH  insulin  daily.  At 
that  time  the  insulin  was  reduced  to  40  units 
daily  because  of  an  episode  of  unconscious- 
ness. Recurrent  episodes  of  unresponsive- 
ness which  responded  to  intravenously  ad- 
ministered 50  per  cent  glucose  in  water  re- 
sulted in  his  first  admission  on  April  6, 
1964.  On  that  admission  he  was  noted  to 
have  a chronic  organic  brain  syndrome 
characterized  by  persistent  confusion  and 
forgetfulness.  Insulin  therapy  on  an  out- 
patient basis  was,  therefore,  considered  po- 
tentially hazardous,  and  tolbutamide,  3 
Gm.  daily,  was  started.  While  receiving 
tolbutamide,  blood  sugar  concentrations 
ranged  from  260  to  305  mg.  per  100  ml. 
(compared  to  104  to  218  mg.  per  100  ml. 
when  regular  insulin  was  given),  glycosuria 
was  2 to  4 plus  by  urine  sugar  reagent 
tablets  (Clinitest),  and  there  was  no  ace- 
tonuria  by  urine  acetone  reagent  tablets 
(Acetest).  He  was  asymptomatic  on  this 
regimen  and  was  discharged  to  be  followed 
in  the  outpatient  department. 

Over  the  ensuing  months,  the  patient  did 
not  return  to  the  clinic.  He  discontinued 
the  tolbutamide,  ate  and  took  fluids  errati- 
cally, had  polyuria,  lost  weight,  became  pro- 
gressively weaker  and  less  responsive,  and 
finally  lapsed  into  coma  at  which  time  he 
was  admitted  to  the  hospital. 

Physical  examination  revealed  a mark- 
edly dehydrated,  cachectic  man,  responsive 
only  to  deep  pain.  The  blood  pressure  was 
100/60  mm.  Hg,  pulse  80  per  minute,  and 
respirations  were  26  per  minute.  The  eye- 
balls were  soft,  tongue  dry,  and  skin  turgor 
extremely  poor.  Coarse  and  fine  rales  were 
noted  at  the  left  lung  base  posteriorly. 
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There  was  4 plus  glycosuria  and  1 plus  ace- 
tonuria  by  reagent  tablet  testing.  Undi- 
luted serum  was  weakly  positive  for  acetone 
by  reagent  tablets. 

A chest  x-ray  film  showed  right  upper 
lobe  and  left  lower  lobe  infiltrates,  and  an 
electrocardiogram  revealed  an  intraventric- 
ular conduction  disturbance.  Ten  units  of 
regular  insulin  were  given  intravenously, 
and  an  additional  65  units  of  regular  insulin 
were  given  subcutaneously  during  the  re- 
mainder of  the  hospitalization  (total  hospi- 
talization thirteen  hours).  The  central 
venous  pressure  was  zero  on  admission,  and 
the  urine  output  was  scant.  Five  hundred 
milliliters  of  5 per  cent  normal  human  serum 
albumin  solution  (Albumisol)  and  4,000  ml. 
of  0.9  per  cent  sodium  chloride  were  ad- 
ministered intravenously  over  the  first  six 
hours.  Despite  this  therapy,  the  central 
venous  pressure  remained  zero,  the  blood 
pressure  fell  to  60/40  mm.  Hg,  signs  of  de- 
hydration persisted,  and  the  urine  flow  re- 
mained minimal  (10  ml.  per  hour). 

The  admission  blood  laboratory  findings 
revealed  marked  hypernatremia  and  hyper- 
chloremia with  significant  hyperosmolarity, 
hyperglycemia,  and  azotemia  (Table  I). 
Repeat  laboratory  studies  six  hours  after 
admission  showed  greater  hypernatremia 
and  hyperchloremia  (Table  I).  During  the 
remaining  seven  hours  of  hospitalization  he 
received  8,000  ml.  of  5 per  cent  dextrose  in 
water  containing  metaraminol  bitartrate 
and  80  mEq.  of  potassium  chloride.  Res- 
piration was  assisted  with  the  Bird  respi- 
rator, and  penicillin  and  streptomycin  were 
administered  throughout  the  hospitaliza- 
tion. The  urine  output  failed  to  increase, 
central  venous  pressure  remained  low,  blood 
pressure  became  unobtainable,  pulse  rate 
remained  80  per  minute,  respiratory  rate  fell 
to  7 per  minute,  and  the  patient  died  thir- 
teen hours  after  admission. 

Case  2.  A seventy-year-old  woman 
with  a twenty-year  history  of  diabetes 
mellitus  was  admitted  to  the  Bronx  Munici- 
pal Hospital  Center  on  June  25,  1964,  be- 
cause of  coma  and  a temperature  of  105  F. 
For  many  years  prior  to  admission,  she  had 
been  treated  by  her  physician  with  60  units 
of  protamine  zinc  insulin  and  0.5  Gm.  tol- 
butamide daily.  Her  urine  was  consist- 
ently free  of  glucose,  and  there  was  no  prior 
history  of  ketoacidosis  or  coma.  During 


the  few  years  before  admission,  she  was  con- 
fined to  a nursing  home  because  of  bizarre 
behavior,  disorientation,  and  agitation. 
For  several  weeks  prior  to  admission,  she 
received  300  to  450  mg.  of  chlorpromazine 
hydrochloride  daily  with  some  improve- 
ment in  her  behavior. 

In  the  week  prior  to  admission,  she  be- 
came stuporous,  incontinent,  unable  to  eat, 
and  developed  fever.  The  insulin  was  in- 
creased to  100  units  of  protamine  zinc 
insulin  and  100  units  of  regular  insulin 
daily,  and  she  received  sulfisoxazole,  peni- 
cillin, and,  during  the  day  prior  to  admis- 
sion, 2,000  ml.  of  5 per  cent  dextrose  in 
water  intravenously.  She  was  admitted  to 
the  hospital  when  she  became  comatose. 

On  physical  examination,  the  tempera- 
ture was  105  F.,  pulse  120  per  minute,  blood 
pressure  70/0  mm.  Hg,  and  respirations 
were  28  per  minute.  She  was  obese,  coma- 
tose, and  cyanotic.  Respirations  were  not 
deep,  and  there  was  no  odor  of  acetone  on 
her  breath.  Skin  turgor  was  poor,  there 
was  moderate  diffuse  abdominal  tenderness 
with  hypoactive  bowel  sounds,  and  the  liver 
and  spleen  were  not  palpable.  Deep 
tendon  reflexes  were  present  and  symmetri- 
cal, and  there  were  no  abnormal  reflexes. 
“Cogwheeling”  was  observed  on  passive 
stretching  of  the  extremities. 

On  admission  the  white  blood  cell  count 
was  20,000  cu.  mm.,  the  urine  specific 
gravity  was  1.030,  there  was  4 plus  gly- 
cosuria and  no  acetonuria  by  reagent  tab- 
lets or  proteinuria  by  reagent  strips 
(Albustix).  Admission  blood  studies  re- 
vealed marked  hyperosmolarity  with  strik- 
ing hyperglycemia,  azotemia,  elevated  ve- 
nous hematocrit,  and  slightly  depressed 
serum  carbon  dioxide  (Table  I).  Other 
laboratory  studies  were  not  significantly 
abnormal.  The  cerebrospinal  fluid  was 
acellular  with  sugar  of  496  mg.  per  100  ml. 
and  protein  of  84  mg.  per  100  ml.  A repeat 
study  showed  the  cerebrospinal  fluid  pro- 
tein to  be  27  mg.  per  100  ml.  During  the 
first  forty-eight  hours  of  hospitalization,  the 
patient  received  5,500  ml.  of  0.9  per  cent 
sodium  chloride,  4,000  ml.  5 per  cent  dex- 
trose in  water,  and  120  mEq.  of  potassium 
chloride.  During  this  time  she  excreted  3,550 
ml.  of  urine.  Over  the  next  five  days,  she 
continued  to  receive  intravenous  fluids  con- 
sisting of  0.45  per  cent  sodium  chloride 
and  2.5  per  cent  dextrose  in  water  with 


824  New  York  State  Journal  of  Medicine  / March  15,  1967 


TABLE  I.  Laboratory  values 


Case  Values  After 
Admission 
(Hours) 

Serum 
Osmo- 
larity* 
(millios- 
mols per 
liter) 

Blood 
Sugar 
(mg.  per 
100  ml.) 

Blood 
Urea 
Nitrogen 
(mg.  per 
100  ml.) 

Serum 

Sodium 

(mEq. 

per 

liter) 

Serum  Serum 

Potassium  Chloride 
(mEq.  (mEq. 

per  per 

liter)  liter) 

Serum 

Carbon 

Dioxide 

(mEq. 

per 

liter) 

Hema- 

tocrit 

Case  1 

Admission 

360 

500 

60 

166 

4.0 

120 

28.9 

39 

After  admission 

6 

54 

170 

3.3 

145 

23.0 

37 

Case  2 

Admission 

340 

1,464 

129 

130 

5.1 

98 

18.4 

52 

After  admission 

96 

230 

23 

155 

3.0 

123 

29.0 

39 

Case  3 

Admission 

349 

526 

53 

160 

5.1 

117 

20.0 

44 

After  admission 

4 

374 

51 

162 

3.6 

134 

20.0 

16 

170 

42 

163 

4.4 

135 

23.0 

24 

184 

154 

5.1 

118 

18.0 

96 

152 

26 

137 

4.3 

112 

22.0 

Case  4 

Admission 

364 

500 

62 

168 

5.2 

130 

20.5 

39 

After  admission 

12 

260 

42 

148 

3.8 

119 

20.7 

48 

232 

33 

134 

4.9 

100 

23.0 

35 

96 

113 

12 

140 

4.6 

100 

23.0 

* Calculated  by  estimating  that  18  mg.  glucose  per  100  ml.  equals  1 milliosmol  per  kilogram  in  addition  to  the  contribution 
of  the  electrolytes.  Normal  serum  osmolarity  calculated  in  this  fashion  is  less  than  300  milliosmols  per  liter. 


added  potassium  chloride.  Additional  ther- 
apy included  subcutaneous  regular  insulin 
(300  units  during  the  first  forty-eight  hours 
and  60  units  per  twenty-four  hours  there- 
after), penicillin,  and  chloramphenicol. 

During  the  course  of  therapy,  there  were 
noteworthy  declines  of  blood  sugar,  blood 
urea  nitrogen,  and  hematocrit  (Table  I). 
On  the  ninth  hospital  day,  her  fever  abated, 
she  awakened,  and  started  talking.  Sub- 
sequent improvement  permitted  transfer  to 
a chronic  disease  hospital. 

Case  3.  A seventy-year-old-man  was 
admitted  to  the  Morrisania  City  Hospital 
on  March  3,  1965,  in  coma,  without  a 
family  or  personal  history  of  diabetes  mel- 
litus.  Two  years  prior  to  admission,  a sub- 
total gastrectomy  had  been  performed  at 
another  hospital  for  adenocarcinoma  of  the 
stomach.  During  the  subsequent  two  years, 
he  lost  over  40  pounds.  Two  weeks  prior  to 
admission,  the  patient  developed  poly- 
dipsia, polyuria,  nocturia  (six  times 
nightly),  and  increasing  lethargy  progress- 
ing to  stupor.  On  the  day  of  admission,  he 
was  nauseated  and  vomited  repeatedly. 


On  admission  he  was  stuporous,  cachec- 
tic, and  dehydrated  with  an  irregular  pulse 
of  100  per  minute.  Temperature  was  99  F., 
blood  pressure  90/50  mm.  Hg,  and  respira- 
tions were  shallow  at  18  per  minute.  Skin 
turgor  was  extremely  poor,  eyeballs  were 
soft,  and  tongue  and  mucous  membranes 
were  dry.  The  remainder  of  the  physical 
examination,  with  the  exception  of  an  ab- 
dominal surgical  scar,  was  within  normal 
limits. 

The  central  venous  pressure  was  zero, 
and  the  urine  output  was  25  ml.  per  hour. 
The  initial  urine  showed  3 plus  glycosuria 
and  trace  acetonuria,  while  the  serum  was 
weakly  positive  for  acetone  at  1 : 2 dilution, 
all  by  reagent  tablets.  The  white  blood 
cell  count  was  22,500  per  cubic  millimeter. 
Initial  blood  chemical  values  revealed 
serum  hyperosmolarity,  hyperglycemia, 
azotemia,  hypernatremia,  and  hyper- 
chloremia (Table  I).  Treatment  with  regu- 
lar insulin  cleared  the  ketonemia,  but  3 plus 
glycosuria,  by  urine  sugar  reagent  tablets, 
persisted.  During  the  first  four  hours, 
3,000  ml.  of  0.9  per  cent  sodium  chloride 
were  administered.  When  the  initial  lab- 


March  15,  1967  / New  York  State  Journal  of  Medicine  825 


oratory  values  were  known,  5 per  cent  dex- 
trose in  water  with  added  potassium  chlo- 
ride was  started.  Over  the  next  four  hours 
he  received  1,500  ml.  of  5 per  cent  dextrose 
in  water  with  60  mEq.  of  potassium  chloride, 
and  the  urine  output  increased  to  50  ml.  per 
hour. 

During  the  subsequent  eight  hours,  he 
was  given  2,000  ml.  of  5 per  cent  dextrose  in 
0.2  per  cent  sodium  chloride.  Because  of  a 
fall  in  urine  output  to  15  ml.  per  hour  and 
failure  of  the  central  venous  pressure  to  rise 
above  zero,  500  ml.  of  5 per  cent  albumin 
were  administered.  Sixteen  hours  after  ad- 
mission, an  arterial  blood  pH  was  7.38  with 
a standard  bicarbonate  of  21.5  mEq.  per 
liter  (Astrup).  At  this  time  the  azotemia, 
hypernatremia,  and  hyperchloremia  were 
still  present,  but  the  urine  output  had  in- 
creased (Table  I).  Over  the  next  eight 
hours,  he  received  2,500  ml.  of  5 per  cent 
dextrose  in  water  and  2,000  ml.  of  2.5  per 
cent  dextrose  in  water  with  80  mEq.  potas- 
sium chloride.  Twenty-four  hours  after 
admission,  the  blood  sugar  had  fallen  to 
normal  and  other  blood  chemical  values  had 
improved  (Table  I). 

During  the  first  twenty-four  hours  of 
hospitalization,  he  received  255  units  of 
regular  insulin  and  11,500  ml.  of  intra- 
venous fluids,  while  the  urine  output  was 
only  1,750  ml.  Over  the  next  three  days  he 
was  able  to  take  all  fluids  and  food  by 
mouth,  the  urine  output  remained  ade- 
quate, and  he  became  progressively  more 
alert.  He  required  100  units  of  regular  in- 
sulin daily  for  control  of  glycosuria  and  hy- 
perglycemia. By  the  fourth  hospital  day 
he  was  asymptomatic. 

Case  4.  A sixty-two-year-old  woman 
was  admitted  to  the  Bronx  Municipal 
Hospital  Center  on  July  15,  1965,  because 
of  coma.  She  had  had  overt  diabetes 
mellitus  for  twenty  years  and  had  been 
treated  with  20  units  of  NPH  insulin  daily. 
In  1960  she  underwent  a bilateral  lumbar 
sympathectomy  at  another  hospital  for 
peripheral  arterial  insufficiency,  and  in  1961 
the  appearance  of  gangrene  of  the  lower 
extremity  necessitated  bilateral  amputation 
below  the  knee. 

In  1964  she  was  admitted  to  the  Bronx 
Municipal  Hospital  Center  on  two  occa- 
sions because  of  confusion,  lethargy,  mild 
diabetic  ketoacidosis,  and  acute  pyelone- 


phritis. During  both  hospitalizations,  the 
ketoacidosis  and  pyelonephritis  responded 
promptly  to  treatment  with  intravenous 
fluids,  tetracycline,  and  relatively  small 
quantities  of  regular  insulin  (75  to  85  units). 
When  she  was  no  longer  acutely  ill,  12  units 
of  NPH  insulin  controlled  the  glycosuria. 
She  was  instructed  to  continue  this  regimen 
at  home  where  she  did  well,  although  epi- 
sodic confusion  and  forgetfulness  persisted. 

Several  days  prior  to  the  current  admis- 
sion, with  the  ambient  afternoon  tempera- 
ture over  90  F.,  her  confusion  and  lethargy 
increased,  and  she  did  not  drink  water  or 
take  insulin.  The  lethargy  progressed  to 
stupor,  and  she  was  admitted  to  the  hospital. 

Physical  examination  revealed  a stupor- 
ous woman  with  left  hemiparesis  and  tem- 
perature of  102  F.  The  blood  pressure  was 
160/80  mm.  Hg,  pulse  110  per  minute  and 
regular,  and  respirations  were  24  per  minute 
and  shallow.  The  mucous  membranes 
were  dry,  skin  turgor  was  poor,  and  eyeballs 
were  soft.  The  lungs  were  clear,  the  heart 
was  not  enlarged,  and  there  was  a faint  pre- 
cordial systolic  murmur.  The  abdomen 
was  soft,  the  liver  and  spleen  were  not  pal- 
pable, and  the  bowel  sounds  were  hypoac- 
tive. 

Initial  laboratory  studies  revealed  pyuria, 
trace  proteinuria  by  reagent  strips,  4 plus 
glycosuria,  and  1 plus  acetonuria,  both  by 
reagent  tablets.  Undiluted  serum  was 
negative  for  acetone  by  reagent  tablets,  and 
the  white  blood  cell  count  was  9,800  per 
cubic  millimeter.  Admission  blood  chem- 
ical findings  demonstrated  hyperosmolarity, 
hyperglycemia,  azotemia,  hypernatremia, 
and  hyperchloremia  (Table  I).  During  the 
first  twelve  hours  of  hospitalization,  she  was 
given  55  units  of  regular  insulin,  4,000  ml.  of 
5 per  cent  glucose  in  water,  penicillin,  and 
chloramphenicol.  During  this  time  the 
urine  output  was  450  ml.,  the  glycosuria 
lessened,  the  acetonuria  disappeared,  the 
blood  chemical  findings  improved  consider- 
ably (Table  I),  and  she  became  more  re- 
sponsive, although  an  expressive  aphasia 
became  manifest.  Thereafter,  she  was  able 
to  drink  fluids  with  assistance.  Over  the 
next  twenty-four  hours,  she  received  2,600 
ml.  of  oral  fluids  and  excreted  1,600  ml.  of 
urine.  There  was  further  improvement  in 
her  state  of  consciousness  and  blood  chemi- 
cal values  (Table  I).  Moderate  glycosuria 
persisted  and  was  easily  controlled  with  10 
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to  30  units  of  regular  insulin  daily.  Five 
days  after  admission,  she  was  alert  and 
able  to  consume  adequate  fluids.  The 
expressive  aphasia  and  left  hemiparesis 
were  still  present  but  improving. 


Comment 

The  evaluation  of  coma  in  the  diabetic 
patient  must  include  the  causes  common  to 
all  patients  (such  as  intracranial  disease,  hy- 
potension, hypertensive  encephalopathy, 
hypoxic  states,  eclampsia,  head  trauma,  and 
intoxications),15  as  well  as  four  entities  and 
combinations  of  them  particularly  pertinent 
to  the  diabetic  patient:  (1)  ketoacidosis, 

(2)  hypoglycemia  from  insulin  or  oral  hypo- 
glycemic agents,16,17  (3)  lactic  acidosis,18’19 
and  (4)  hyperosmolar  coma.2 

The  patients  presented  in  this  article 
clearly  had  hyperosmolar  dehydration: 
Serum  osmolarity  was  greatly  increased  by 
the  hyperglycemia  (1,464  mg.  per  100  ml. 
in  Case  2 and  500  mg.  per  100  ml.  or 
higher  in  the  other  cases)  and  by  the  hy- 
pernatremia (160  mEq.  per  liter  or  higher  in 
Cases  1,  3,  and  4);  and  dehydration  was 
present  in  each  case,  with  retention  of  al- 
most 10  L.  of  fluid  during  the  first  twenty- 
four  hours  of  therapy  in  Case  3.  Hyperos- 
molar dehydration  was  unquestionably  a 
major  factor  in  the  development  of  coma, 
but  cerebrovascular  disease  (Cases  1,  2,  and 
4)  and  infection  (Cases  1 and  4)  were  also 
important.  The  previously  reported  pa- 
tients with  hyperosmolar  dehydration  and 
coma  have  been  similar  to  the  4 described 
here.  They  have  been  elderly,  most  over 
sixty  years  of  age  and  only  4 less  than  forty,2 
and  most  have  had  relatively  mild,  ma- 
turity-onset diabetes  mellitus,  inadequately 
regulated,  but  usually  without  significant 
ketoacidosis  often  associated  with  debili- 
tating illnesses  (cerebrovascular  accident, 
myocardial  infarct,  uremia,  organic  brain 
syndrome,  or  infection).2'3  These  asso- 
ciated illnesses  were  often  responsible  for 
deterioration  of  the  control  of  diabetes 
mellitus,  with  poorly  controlled  diabetes 
mellitus  leading  to  hyperosmolar  dehydra- 
tion. 

In  poorly  controlled  diabetes  mellitus, 
the  marked  hyperglycemia  significantly  in- 
creases the  osmolarity  of  the  extracellular 
fluid  and  causes  a shift  of  water  from  intra- 


cellular to  extracellular  compartments. 20 
The  concomitant  glucose-induced  osmotic 
diuresis  has  been  demonstrated  to  provoke 
a urinary  loss  of  water  closely  paralleling 
the  glycosuria20  -24  and  exceeding  the  loss  of 
electrolytes,20'23  further  increasing  extra- 
cellular osmolarity.  This  sequence  of 
events,  if  untreated,  may  culminate  in  pro- 
gressively increasing  extracellular  osmo- 
larity, intracellular  and  extracellular  dehy- 
dration, hypovolemia,  coma,  circulatory 
collapse,  and  death. 

Ketoacidosis  has  been  absent  or  minimal 
in  most  patients  with  hyperosmolar  dehy- 
dration and  coma.2  3 This  is  probably 
because  of  the  presence  of  some  active 
insulin  permitting  sufficient  utilization  of 
glucose  to  prevent  ketosis.  This  implica- 
tion is  supported  by  the  mildness  of  the 
diabetes  mellitus  in  these  patients  and  the 
relatively  small  doses  of  insulin  usually  re- 
quired to  control  carbohydrate  metabolism 
once  treatment  is  begun.  In  the  poorly 
controlled  severely  diabetic  patient  with  no 
active  circulating  insulin,  typical  keto- 
acidosis would  more  likely  be  the  presenting 
problem.  The  hyperosmolarity,  hyper- 
glycemia, hypernatremia,  and  azotemia 
noted  in  these  patients  may  be  based  on 
several  factors:  (1)  the  carbohydrate  met- 

abolic error  (deficiency  of  effective  insulin) 
of  diabetes  mellitus;  (2)  the  presence  of 
underlying  renal  insufficiency,  augmented 
by  the  osmotic  diuresis  and  subsequent 
hypovolemia,  resulting  in  reduced  glomeru- 
lar filtration  with  mounting  azotemia,  hy- 
perglycemia, and  hypernatremia;  and  (3) 
the  failure  of  many  of  these  elderly,  debili- 
tated, confused,  or  obtunded  patients  to 
consume  adequate  quantities  of  water 
because  of  their  inability  to  recognize  or 
respond  to  the  stimulus  of  thirst.25  The 
latter  two  factors  deserve  emphasis  since, 
with  normal  glomerular  filtration  and  ade- 
quate water  (hypotonic  fluid)  intake,  hy- 
perosmolar dehydration  and  coma  are  not 
likely  to  occur.  It  is  thus  apparent  that 
hyperosmolar  dehydration  progressing  to 
coma  is  not  unique  or  unusual  but  merely 
represents  a predictable  sequence  of  meta- 
bolic events  in  certain  poorly  regulated  dia- 
betic patients. 

Atchley  et  al .21  demonstrated  in  diabetic 
ketoacidosis  that  water  was  lost  from  the 
body  in  excess  of  electrolytes.  Subsequent 
studies  by  Butler  et  al .26  and  Nabarro, 
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Spencer,  and  Stowers24  confirmed  these 
findings.  Martin,  Smith,  and  Wilson27 
showed  that  hyperosmolarity  was  present  in 
52  per  cent  of  their  patients  admitted  in 
diabetic  ketoacidosis  and  was  still  present  in 
46  per  cent  after  twelve  hours  of  therapy. 

Life-threatening  hyperosmolarity  is  not 
restricted  to  patients  with  diabetes  mellitus. 
It  has  been  described  in  association  with 
other  entities  such  as  diabetes  insipidus, 
central  nervous  system  damage,  nasogastric 
tube  feeding  of  obtunded  patients  with  high 
protein  mixtures,  gastrointestinal  bleeding, 
protracted  diarrhea,25  severely  burned 
patients  treated  with  large  quantities  of  glu- 
cose solutions,28  following  prolonged  man- 
nitol diuresis,29  and  during  peritoneal  dialy- 
sis with  hyperosmolar  dialysate.30 

Treatment  of  this  syndrome  in  the  dia- 
betic patient  requires  insulin  to  reduce  ex- 
tracellular glucose  and  improve  carbohy- 
drate metabolism  and  large  quantities  of 
hypotonic  solutions  to  correct  the  hyperos- 
molarity, dehydration,  and  hypovolemia. 
Excessive  use  of  isotonic  or  hypertonic  solu- 
tions (5  per  cent  glucose  in  water  and/or  0.9 
per  cent  sodium  chloride,  often  supple- 
mented by  potassium  chloride  or  sodium 
bicarbonate)  in  the  treatment  of  hyperos- 
molar dehydration  should  be  avoided  since 
these  solutions  tend  to  increase  and  prolong 
hyperosmolarity.27  In  the  patient  with 
circulatory  collapse  the  extracellular  vol- 
ume should  be  expanded  rapidly  with  iso- 
tonic fluids  and,  if  required,  with  dextran, 
albumin,  plasma,  or  whole  blood  prior  to 
correcting  the  hyperosmolarity  and  water 
deficits  with  hypotonic  solutions.27 

The  frequent  occurrence  of  hyperosmo- 
larity in  typical  diabetic  ketoacidosis  has 
prompted  many  authors  to  urge  the  use  of 
hypotonic  solutions  in  the  treatment  of  this 
disorder.27’31  ~33  Utilization  of  hypotonic 
solutions  has  been  found  practical  and 
effective.34  Many  physicians  elect  to  treat 
diabetic  ketoacidosis  with  readily  available 
isotonic  saline  and  glucose  solutions,  and 
therapy  with  these  solutions  has  been  used 
with  satisfactory  results  at  large  medical 
centers.35  That  therapy  with  isotonic  solu- 
tions is  usually  adequate  may  reflect  the 
capacity  of  the  relatively  younger  patient 
(most  patients  in  diabetic  ketoacidosis  have 
been  under  fifty  years  of  age)34  to  adjust  to 
a wide  range  of  physiologically  abnormal 
states. 


Although  the  major  factor  in  precipitat- 
ing coma  in  cerain  diabetic  patients  may  be 
hyperosmolar  dehydration,  this  has  not 
been  sufficiently  recognized  or  studied  to 
permit  evaluation  of  other  metabolic  fac- 
tors, such  as  ketonemia,  acidosis,  and  excess 
lactate,  in  the  genesis  of  this  syndrome.  In 
hyperosmolar  dehydration  with  coma,  in- 
sulin requirements  are  usually  not  excessive 
and  ketoacidosis  is  not  commonly  present, 
yet  most  patients  with  diabetic  ketoacidosis 
suffer  from  hyperosmolar  dehydration. 27 
The  factors  contributing  to  the  hyperos- 
molar state  are  operative  in  all  patients 
with  poorly  regulated  diabetes  mellitus. 
In  the  severe  poorly  controlled  diabetic 
patient  with  little,  if  any,  circulating  active 
insulin,  ketoacidosis  is  likely  to  develop 
early,  while  in  the  mild  maturity  onset, 
poorly  controlled  diabetic  patient  with  cir- 
culating active  insulin,  hyperosmolar  dehy- 
dration without  significant  ketoacidosis 
may  be  the  result.  The  high  mortality  rate 
associated  with  hyperosmolar  dehydration 
and  coma,  16  deaths  among  42  patients 
where  the  outcome  is  recorded,2  3 reflects 
the  seriousness  of  the  hyperosmolar  state 
and  associated  illnesses  and  emphasizes  that 
early  recognition  and  treatment  are  pre- 
requisite to  improving  the  prognosis. 

Summary 

Four  patients  with  poorly  controlled  dia- 
betes mellitus,  hyperosmolar  dehydration, 
and  coma  are  described.  Hyperosmolar 
dehydration  progressing  to  coma  is  a pre- 
dictable consequence  of  hyperglycemia  and 
the  osmotic  diuresis  of  glycosuria  in  elderly 
debilitated  patients  with  significant  renal 
disease  and  inadequate  water  intake.  Seri- 
ous concomitant  illnesses  often  initiate 
deterioration  of  the  control  of  diabetes 
mellitus  and  may  contribute  to  the  develop- 
ment of  coma.  The  same  factors  which 
result  in  hyperosmolar  dehydration  and 
coma  without  significant  ketoacidosis  are 
operative  in  diabetic  ketoacidosis,  and  hy- 
perosmolar dehydration  is  often  present  in 
the  latter  condition.  Emphasis  is  placed 
on  using  hypotonic  solutions  in  the  treat- 
ment of  the  hyperosmolar  state. 
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T HE  AVAILABILITY  OF  TECHNICS  for  the 
successful  freezing  and  storage  of  blood 
represents  a significant  advance  in  trans- 
fusion therapy.  An  individual’s  blood  can 
now  be  preserved  for  his  own  use,  thereby 
eliminating  some  of  the  dangers  associated 
with  the  transfusion  of  donor  blood,  such  as 
hepatitis,  sensitization,  and  incompatibility 
reactions.  Moreover,  patients  for  whom 
compatible  donors  are  difficult  to  find,  or 
who  will  not  accept  donor  blood,  may  be 
able  to  store  their  own  blood  in  anticipation 
of  future  needs. 

This  report  describes  the  first  instance  in 
this  country  in  which  a relatively  simple 
and  inexpensive  technic  for  storing  glyc- 
erolized  blood  frozen  in  liquid  nitrogen 
was  successfully  used  clinically.  The  pa- 
tient, for  whom  compatible  donor  blood 
could  not  be  obtained,  was  able  to  accumu- 

* These  studies  were  supported  by  research  grants  from  the 
National  Heart  Institute  of  the  United  States  Public  Health 
Service  and  the  Linde  Division,  Union  Carbide  Corporation. 


late  a sufficient  quantity  of  his  own  blood  so 
that  a major  surgical  procedure  could  be 
performed  without  undue  risk. 

Case  report 

A fifty-nine-year-old  man  was  admitted 
to  the  Bronx-Lebanon  Hospital  Center  on 
January  31,  1966,  because  of  melena  and 
epigastric  pain.  He  had  had  his  first 
episode  of  upper  gastrointestinal  bleeding 
in  1955,  at  which  time  he  was  hospitalized 
at  another  institution.  A duodenal  ulcer 
had  been  demonstrated  and  subdiaphrag- 
matic  vagotomy  and  gastroenterostomy 
performed.  At  that  time  he  received  trans- 
fusions of  2 pints  of  compatible  blood  with- 
out untoward  effects. 

The  patient  then  remained  well  and 
asymptomatic  for  eleven  years.  Three 
weeks  prior  to  the  present  admission, 
epigastric  pain  recurred;  melena  was  noted 
two  days  prior  to  hospitalization. 

On  admission  he  was  pale  but  not  in 
distress.  Examination  revealed  a blood 
pressure  of  150/70  mm.  Hg,  a pulse  of  90 
per  minute,  and  a regular  heart  rhythm 
with  a Grade  II  diastolic  murmur  in  the 
apical  region;  the  lungs  were  clear  to  per- 
cussion and  auscultation.  The  abdomen 
was  soft  with  no  abnormal  masses  noted; 
a midline  upper  abdominal  scar  was  ap- 
parent. Tarry  stool  was  found  on  rectal 
examination. 

Initial  laboratory  examinations  revealed 
the  following:  white  blood  cells  9,600 

per  cubic  millimeter,  hematocrit  19,  retic- 
ulocyte count  0.8  per  cent,  prothrombin 
time  16  seconds  (control,  13  seconds), 
blood  urea  nitrogen  13  mg.  per  100  ml., 
sedimentation  rate  99  mm.  per  hour,  and 
serum  bilirubin  (total)  0.8  mg.  per  100 
ml.  Urinalysis  was  within  normal  limits. 
Blood  type  was  B,  Rh  positive.  Radio- 
graphic  examination  of  the  gastrointestinal 
tract,  performed  subsequently,  revealed  a 
deformed  duodenal  bulb  and  a patent 
gastroenterostomy  stoma;  no  other  lesions 
were  demonstrated. 

During  the  first  two  days  of  hospitaliza- 
tion, the  patient  received  3 pints  of  blood 
from  the  hospital  blood  bank.  These  were 
compatible  with  the  patient’s  blood  by 
saline,  protein,  and  Coombs’  cross  match 
technics.  The  hematocrit  rose  from  19  to 
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39  by  the  third  day  of  hospitalization. 
During  the  subsequent  three  days,  the 
hematocrit  again  fell  to  26,  while  the  stool 
guaiac  examinations  gave  persistently  nega- 
tive results.  There  was  no  evidence  of 
blood  loss  from  other  sources.  The  total 
bilirubin  level,  however,  rose  to  2 mg.  per 
100  ml.;  the  patient’s  serum  was  now 
reactive  with  both  group  B and  group  O 
bloods. 

The  rapid  decrease  in  hematocrit  in  the 
absence  of  bleeding  and  the  rise  in  serum 
bilirubin  suggested  a loss  of  red  blood  cells 
because  of  a hemolytic  process,  presumably 
on  the  basis  of  an  accelerated  iso-antibody 
response  secondary  to  previous  immuniza- 
tion. An  iso-antibody  directed  against 
Jka  was  recognized.  Two  Jk(a-)  units  of 
blood  were  administered  on  February  6, 
1966.  The  next  day  the  hematocrit  was 
30,  but  fell  to  26  by  the  subsequent  day. 
February  12,  1966,  transfusion  was  at- 
tempted again  with  Jk(a-)  blood  found  to 
be  compatible  with  the  patient’s  serum 
of  February  6,  1966.  A hemolytic  trans- 
fusion reaction  developed  after  one  third  of 
the  unit  was  administered;  this  was  associ- 
ated with  hemoglobinuria,  ahaptoglobin- 
emia,  and  elevation  of  the  unconjugated 
bilirubin  to  3.4  mg.  per  100  ml.  Anti- 
bodies to  hr"(e)  and  Lub,  in  addition  to 
Jka,  were  now  detected  in  the  blood  sample 
obtained  after  this  transfusion.  The  like- 
lihood of  obtaining  donors  whose  blood 
lacked  all  the  factors  to  which  the  patient 
had  become  immunized  was  exceedingly 
small  and  underscored  the  futility  of  further 
attempts  at  transfusion  therapy  with  donor 
blood. 

At  this  point  three  courses  were  open  to 
us: 

Conservative  medical  management. 
In  the  face  of  two  episodes  of  massive 
upper  gastrointestinal  bleeding,  the  likeli- 
hood of  a third  episode  was  great.  The 
possibility  of  eventual  death  from  this 
course  of  management,  without  available 
compatible  blood,  appeared  to  be  con- 
siderable. 

Surgery  without  availability  of 
blood  for  replacement.  In  a patient 
who  had  previously  undergone  upper  ab- 
dominal surgery,  this  course,  although 
acceptable  if  required,  also  would  have 
represented  a significant  risk. 

Surgery  after  obtaining  and  storing 


the  patient’s  own  blood.  Banked  blood, 
as  ordinarily  processed  and  kept  at  4 C.,  has 
a maximum  legal  storage  of  twenty-one 
days.  Because  of  the  time  limitations  im- 
posed by  the  shelf  life  of  such  blood,  one 
could  thus  expect  to  obtain  and  store  no 
more  than  1 or  2 pints  of  the  patient’s 
own  blood  prior  to  surgery.  Frozen  blood, 
however,  can  be  preserved  for  months  or 
years.  Thus,  storing  the  patient’s  own 
blood  in  frozen  state  appeared  to  be  the 
ideal  way  to  lengthen  the  life  of  the  red 
cells  to  permit  accumulation  of  an  adequate 
supply  of  the  patient’s  blood  for  his  own 
future  use.  The  application  of  this  technic, 
made  available  by  the  facilities  of  The 
New  York  Blood  Center,  would  permit 
undertaking  the  contemplated  surgical  pro- 
cedure without  undue  operative  risk.  We 
decided  to  follow  this  course. 

Between  February  28  and  March  13, 
the  patient  received  radiation  to  the  upper 
abdomen,  1,800  r,  to  decrease  gastric  secre- 
tions. We  thus  hoped  to  reduce  the  like- 
lihood of  gastrointestinal  bleeding  during 
the  period  that  his  blood  was  being  accumu- 
lated prior  to  surgical  intervention.  Be- 
tween March  21  and  May  9,  3 pints  of  the 
patient’s  blood  were  obtained  and  rapidly 
frozen  in  liquid  nitrogen  at  The  New  York 
Blood  Center.  In  the  week  prior  to  the 
planned  surgical  procedure,  two  additional 
pints  of  blood  were  obtained  from  the  pa- 
tient and  stored  unfrozen  in  the  hospital’s 
blood  bank. 

The  freezing  and  thawing  technic  em- 
ployed is  a modification1  of  that  developed 
by  Pert,  Schork,  and  Moore2  and  Krijnen 
et  al.3  The  red  cells  are  separated  from 
the  plasma  and  mixed  with  an  equal  volume 
of  28  per  cent  glycerol  solution  to  achieve  a 
final  glycerol  concentration  of  14  per  cent 
(per  cent  volume  in  volume)  in  the  mixture. 
This  is  then  transferred  into  disposable 
stainless  steel  containers,  rapidly  frozen 
(in  two  minutes)  by  immersion  in  liquid 
nitrogen  at  a temperature  of  minus  196 
C-,  and  stored  at  that  temperature  in  a 
liquid  nitrogen  refrigerator.*  When  de- 
sired, the  mixture  is  thawed  by  mildly 
agitating  the  container  in  warm  water  at 
45  C.  for  two  minutes.  The  blood  is  then 
transferred  to  a triple  plastic  bag,  centri- 
fuged, and  washed  with  a 16  per  cent  solu- 
tion of  mannitol  in  sodium  chloride  to 

* LR-120,  Union  Carbide  Corporation,  New  York. 


March  15,  1967  / New  York  State  Journal  of  Medicine  831 


extract  and  remove  the  glycerol.  This  is 
followed  by  two  washes  in  sodium  chloride 
solution  (0.15M)  to  remove  free  hemo- 
globin. The  entire  washing  process  is 
completed  in  one  hour.  Specific  details 
of  this  technic  are  described  elsewhere. 1 

On  the  morning  of  May  25,  1966,  the 
three  units  of  frozen  blood,  stored  at  The 
New  York  Blood  Center,  were  thawed, 
resuspended  in  plasma,*  and  delivered  to 
the  hospital.  The  patient  then  underwent 
subtotal  gastrectomy  with  retrocolic  gastro- 
enterostomy. At  the  time  of  the  pro- 
cedure, fresh  blood  was  found  in  the  upper 
small  intestine.  No  other  lesions  were 
noted  in  the  intestinal  tract. 

During  the  procedure  the  patient  re- 
ceived 2 pints  of  the  previously  frozen 
blood  without  any  reaction.  One  unit  of 
the  fresh,  unfrozen  blood  also  was  ad- 
ministered the  evening  of  the  operation. 
The  other  unit  of  fresh  blood  was  not  used; 
it  was  subsequently  frozen  and  is  now  stored 
for  possible  future  needs.  The  hematocrit 
on  the  day  after  the  operation  was  37  and 
has  remained  stable  at  that  level.  There 
was  no  evidence  of  hemolysis  as  judged 
by  the  absence  of  changes  in  the  hapto- 
globin level  and  urinary  hemoglobin.  The 
patient  made  an  uneventful  recovery. 

Comment 

The  clinical  management  of  this  patient 
presented  formidable  problems  owing  to 
the  combination  of  blood  group  antibodies 
he  developed.  Presumably,  he  was  initially 
sensitized  by  blood  administered  during  his 
first  hospitalization  eleven  years  ago.  By 
the  time  of  the  present  admission,  the 
antibody  titers  had  decreased  to  a level 
where  they  were  no  longer  detectable  by 
sensitive  cross  matching  technics.  The 

* One  may  suspend  the  cells  in  the  patient’s  own  plasma,  in 
other  plasma,  or  infuse  the  cellular  components  alone. 


transfusions  administered  early  in  the 
course  of  the  present  hospitalization  re- 
sulted in  an  anamnestic  response  and  a 
sharp  rise  in  antibody  titers  to  levels  now 
detectable  by  the  serologic  technics  em- 
ployed. f It  was  thus  apparent  that  any 
further  transfusions  were  limited  to  type 
O or  B cells  which  lacked  the  antigens 
hr"(e),  Lu°,  and  Jk6.  The  frequency  of 
blood  donors  compatible  with  this  patient 
is  only  5 per  million.**  Furthermore,  even 
if  such  donor  blood  could  be  obtained,  there 
is  the  possibility  of  the  patient’s  developing 
still  other  iso-antibodies.  For  practical  pur- 
poses, the  only  potential  donor  was  the 
patient  himself.  The  accumulation  of  a 
sufficient  quantity  of  autogenous  blood  for 
the  operative  procedure  was  possible  only 
by  the  freezing  process.  Since  the  technic 
of  freezing  and  storing  the  blood  is  simple, 
rapid,  and  inexpensive,  it  offers  new  op- 
portunities for  clinical  management  of 
patients  with  special  transfusion  problems. 
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T he  patient  was  a sixty-five-year-old 
white  male  who  was  admitted  for  the  first 
time  to  the  Dermatology  Service  of  Roswell 
Park  Memorial  Institute  on  December  17, 
1963.  At  the  time  of  admission,  the  pa- 
tient had  a pruriginous  skin  eruption  of 
eight  months  duration.  During  the  pre- 
ceding eight  months  after  onset  of  the 
cutaneous  lesions,  he  had  been  treated  with 
many  topical  and  systemic  medications 
including  corticosteroids  without  improve- 
ment. 

On  admission  the  patient  had  a severe 
generalized,  intensely  pruritic,  erythema- 
tous, scaly  eruption  and  minor  axillary  and 
inguinal  lymphadenopathy.  Physical  ex- 
amination results  gave  otherwise  negative 
findings.  While  in  the  hospital,  the  patient 
was  given  meprobamate,  400  mg.,  four 
times  daily;  trimeprazine  tartrate,  5 mg., 
three  times  daily;  glutethimide,  0.5  to  1 
Gm.  before  sleep;  and  oral  penicillin.  To 
some  areas  of  the  skin,  hydrocortisone 
cream  was  applied  once  a day  in  occlusive 
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dressing;  to  the  rest  of  the  skin  1 and  5 per 
cent  hydrocortisone  cream  every  one  to  two 
hours. 

On  January  1,  1964,  the  patient  went 
home  for  two  days.  When  he  returned  to 
the  hospital,  the  eruption  had  undergone 
severe  exacerbation.  Two  days  later  he 
developed  thrombophlebitis  in  the  left  leg. 
The  thrombophlebitis  cleared  on  antibiotics 
and  anticoagulants,  and  the  condition  of  the 
skin  improved. 

On  January  17,  the  patient  was  dis- 
charged from  the  hospital.  At  this  time 
the  skin  was  free  of  acute  lesions,  but  he  still 
had  a widespread  pruritic,  erythematous, 
scaly  eruption.  He  was  advised  to  con- 
tinue the  antibiotics  and  the  tranquilizing 
drugs  and  to  use  topical  hydrocortisone 
cream. 

Two  weeks  later,  the  patient  was  read- 
mitted because  of  exacerbation  of  the  skin 
lesions  and  markedly  increased  pruritus. 
Again,  his  physical  examination  except  for 
skin  lesions  and  minor  lymphadenopathy 
did  not  show  any  abnormalities. 

During  his  stay  in  the  hospital,  repeated 
total  white  blood  counts  ranged  from  7,000 
to  10,000.  There  were  occasionally  some 
abnormal  cells  of  the  myelocytic  series. 
Hemoglobin  was  10  mg.  per  100  ml.  Bone 
marrow  was  normal.  Skin  biopsies  showed 
chronic  inflammation. 

During  this  hospitalization,  the  treatment 
was  much  the  same  as  on  previous  admis- 
sions. Prochlorperazine,  chlordiazepoxide 
hydrochloride,  promethazine  hydrochloride, 
chloral  hydrate,  and  topical  steroids  applied 
every  hour  constituted  the  regimen. 

On  February  14,  he  had  another  severe 
exacerbation  of  the  skin  eruption.  This 
consisted  of  a bright  red  maculopapular 
eruption  on  the  trunk  and  a pustular  erup- 
tion on  the  feet.  Oral  temperature  went  to 
105  F.  Superficial  thrombophlebitis  de- 
veloped on  the  right  thigh.  After  sodium 
oxacillin  (Prostaphlin)  was  started,  the 
temperature  subsided  and  the  skin  began  to 
improve.  The  acute  lesions  disappeared, 
but  the  pruritus  persisted.  During  the 
following  month,  in  spite  of  increased  doses 
of  tranquilizers  and  increased  levels  of  topi- 
cal steroids,  the  pruritus  became  nearly  in- 
tolerable. The  entire  skin  was  covered 
with  bleeding  linear  excoriations  caused  by 
scratching.  Insomnia  and  anorexia  were 
marked;  the  patient  was  very  apprehensive, 


March  15,  1967  / New  York  State  Journal  of  Medicine  833 


depressed,  and  showed  suicidal  tendencies, 
necessitating  precautions  to  prevent  suicide. 
At  this  time,  it  was  decided  to  attempt  hyp- 
nosis in  the  hope  that  this  might  reduce  the 
severe  itching  and  relieve  the  anxiety. 

Procedure  used 

The  patient  thus  was  seen  with  a severe 
widespread  dermatologic  disease  including 
repeated  bouts  of  generalized  infection. 
Pruritus  was  intense  to  a degree  at  which 
the  risk  of  suicide  required  continuous  at- 
tention. It  was  therefore  decided  to  ex- 
plore whether  or  not  permissive  symptom 
removal  would  offer  an  avenue  of  palliation. 
A modified  “confusion  technic”  was  used, 
based  on  the  thesis  that  the  patient  would 
feel  free  to  utilize  whatever  material  was 
presented  in  whatever  symbolic  aspect 
might  be  most  egosyntonic  and  present  the 
least  stress  and  conflict.*1,2  In  addition, 
other  technics  were  used  in  conjunction 
with  this:  (1)  direct  production  of  local- 

ized anesthesia  and  transfer  of  that  anesthe- 
sia to  other  areas  of  the  anatomy,  (2)  pro- 
duction of  generalized  anesthesia  initiated 
by  a signal  which  the  patient  might  use  for 
himself,  (3)  a “sensory  depersonalization” 
in  which  the  itching  areas  are  projected 
away  from  the  patient,  (4)  a permissive 
“temporal  projection”  in  which  the  patient 
is  allowed  to  visualize  himself  symptom- 
free  at  some  permissively  selected  time  in 
the  future,  and  (5)  a “psychologic  lobot- 
omy”  in  which  the  patient’s  general  pain 
threshold  is  raised  and  discomfort  is  dimin- 
ished. Some  of  these  methods  have  been 
discussed  previously.3  In  spite  of  the  in- 
creased motivation  in  patients  with  severe 
pain  or  discomfort,  it  is  felt  that  a disguised 
approach  is  best  used  wherever  possible. 
With  this  technic,  only  a few  minutes  were 
required  for  the  induction  of  hypnosis. 
The  procedures  mentioned  were  used  in- 
dividually and  in  combination  on  several 
occasions,  but  in  spite  of  the  possible  psy- 
chosomatic cause  of  his  illness  (a  definite 
diagnosis  had  not  yet  been  established),  no 
attempt  was  made  to  explore  the  impli- 
cations of  this.  Instead  he  was  given  reas- 
surance, and  when  the  generalized  pruritus 

* The  suggestion  was  made  that  the  patient  develop  warm 
sensations,  then  cold  sensations,  then  lightness,  then  heavi- 
ness, then  constriction,  and  then  expansion  in  all  areas  of  the 
body  where  he  had  his  symptoms.  This  was  to  be  done  for 
three  minutes  at  a time  during  various  times  of  the  day  and 
night,  and,,  as  he  relaxed,  all  his  tensions  would  disappear. 


abated  he  rapidly  took  to  occupational 
therapy.  After  the  first  session  on  March 
17,  the  pruritus  decreased  and  the  patient’s 
general  attitude  improved  considerably. 
After  each  subsequent  visit  on  March  19, 
March  23,  March  26,  April  1,  April  3,  April 
6,  April  15,  and  April  22,  the  patient  be- 
came progressively  more  co-operative  and 
began  to  express  hope  for  recovery.  Ex- 
coriations were  markedly  reduced.  The 
skin  improved  considerably  because  of  the 
patient’s  increased  self-control.  His  only 
medication  was  10  mg.  of  diazepam 
(Valium)  three  times  a day  and  0.5  per  cent 
hydrocortisone  cream.  The  overt  improve- 
ment of  the  skin  and  of  the  general  clinical 
status  was  followed,  however,  by  a sudden 
elevation  of  the  patient’s  white  blood  count 
of  114,000  per  cubic  millimeter.  The  dif- 
ferential count  showed  neutrophils  40, 
juvenile  forms  22,  lymphocytes  2,  eosino- 
phils 1,  stabs  16,  monocytes  3,  myelocytes 
12,  promonocytes  1,  and  blastocytes  3. 
Examination  of  bone  marrow  on  April  14 
revealed  findings  compatible  with  myelo- 
cytic leukemia.  Subsequently  the  liver 
and  spleen  became  palpable.  For  the  fol- 
lowing two  months  while  the  patient  was 
given  demecolcin  (Colcemide),  his  skin  re- 
mained in  good  condition  except  for  a few 
brief  mild  exacerbations.  He  continued  to 
have  only  mild  pruritus  which  was  easily 
managed  with  0.5  to  1 per  cent  hydrocorti- 
sone cream. 

Comment 

Despite  the  progression  of  the  underlying 
abnormal  condition  into  clinically  overt 
leukemia,  this  appears  to  be  an  instance 
where  uncontrollable  itching  and  severe 
anxiety  accompanied  with  suicidal  threats 
were  both  allayed  under  the  influence  of 
hypnosis. 

Since  the  severity  of  the  symptoms  was 
not  relieved  by  the  usual  palliative  therapy, 
administration  of  massive  systemic  steroids 
was  under  consideration  just  prior  to  the  in- 
ception of  suggestive  therapy.  The  use  of 
steroids  was  entertained  despite  their  pos- 
sible severe  side-  and  aftereffects.  The  ab- 
sence of  a definitive  diagnosis,  furthermore, 
made  it  impossible  to  evaluate  specific  con- 
traindications to  steroid  administration  in 
this  patient.  The  patient  had  previously 
received  large  amounts  of  corticosteroids  at 
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another  hospital  without  evident  benefit, 
although  his  clinical  and  emotional  status  at 
that  time  had  been  less  serious.  Following 
initiation  of  the  suggestive  therapy,  such 
tentative  indications  for  steroid  therapy  as 
might  have  seemed  worthy  of  consideration 
were  easily  dismissed.  The  subsequent 
events  demonstrate  that  suggestion  therapy 
was  at  least  as  helpful  as  the  optimal  effects 
of  steroid  therapy  could  have  been  expected 
to  be  without  the  concomitant  adverse 
reactions  of  disturbing  of  the  endocrinologic 


Persistent  proteinuria  in 
asymptomatic  individuals 

In  a study  of  asymptomatic,  apparently 
healthy  persons  with  persistent  proteinuria, 
written  by  P.  J.  Phillips,  M.C.,  and  published 
in  a recent  issue  of  Military  Medicine,  renal 
biopsy  from  50  such  patients  was  discussed. 
All  showed  persistent  proteinuria  in  routine 
examinations.  Patients  with  a previous  diag- 
nosis of  glomerulonephritis,  pyelonephritis,  or 
any  systemic  disease  known  to  affect  the  kid- 
neys were  excluded.  The  screening  test  is  a 
qualitative  procedure  requiring  overnight  supine 
positioning  with  examination  of  urine  before 
arising  and  after  ordinary  ward  activity.  Pa- 
tients with  positive  sample  results  for  both 
upright  and  supine  positions  were  classified  as 
“persistent.”  Only  patients  with  proteinuria 
present  in  samples  taken  at  least  thirty  days 
apart  were  included  in  the  study  group.  The 
tissue  samples  from  biopsies  were  placed  in  a 10 
per  cent  neutral-buffered  formalin  solution. 


balance  and  thus  further  complicating  a 
difficult  clinical  problem. 
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Sections  were  cut  from  paraffin  blocks  with  a 
microtome.  All  slides  were  reviewed  by  at 
least  three  examiners.  All  tissue  specimens  in- 
cluded had  at  least  4 glomeruli,  and  most  had 
greater  than  10.  Periodic  acid-Schiff  and  hema- 
toxylin-eosin  stains  were  made  on  all. 

There  were  three  general  classifications:  (1) 
normal,  agreed  on  by  all  examiners;  (2)  prob- 
ably abnormal,  where  at  least  two  examiners 
felt  that  there  were  significant  minor  glomerular 
abnormalities;  and  (3)  definitely  abnormal, 
classified  descriptively  as  follows:  Membranous 
glomerulonephritis  was  used  to  describe  cases  of 
glomerular  disease  showing  thickened  capillary 
loops  without  appreciable  increase  in  cellularity. 
Proliferative  glomerulonephritis  was  the  des- 
cription used  to  classify  cases  of  glomerular 
abnormality  showing  an  increase  in  glomerular 
cellularity  without  significant  capillary  loop 
thickening.  Mixed  glomerulonephritis  was  used 
to  describe  the  histology  of  cases  showing  both 
glomerular  capillary  loop  thickening  and  hyper- 
cellularity.  No  attempt  was  made  to  infer  an 
etiology  with  this  descriptive  classification  of 
glomerular  disease. 
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Although  many  physicians  have  com- 
bined in  varying  degrees  a successful 
medical  practice  with  a career  in  literature, 
comparatively  few  have  achieved  first 
rank  in  music.  Yet  a disproportionate 
number  of  physicians  are  musical  amateurs, 
concert- goers,  and  move  freely  in  musical 
circles.  That  a love  for  and  an  under- 
standing of  music  is  common  among  doctors 
is  not  surprising,  for  Apollo  was  the  god 
of  both  medicine  and  music.  Parentheti- 
cally, one  of  the  advantages  of  Greek  poly- 
theism is  that  the  gods  often  had  more  than 
one  area  of  responsibility,  and  not  un- 
commonly more  than  one  god  was  the 
patron  of  a given  field,  such  as  Apollo’s 
son,  Aesculapius,  who  was  also  a god  of 
medicine,  although  he  apparently  had  no 
musical  interests.  One  imagines  that  at 
first  Apollo  turned  over  night  and  weekend 
calls  to  his  son;  then,  when  the  boy  was 
mature  enough  to  handle  the  practice  by 
himself,  Apollo  retired  completely  to  the 
slopes  of  Mount  Helicon  where  he  pursued 
the  finer  things  of  life  with  the  aid  of  nine 
Muses,  who  gave  him  real  song  and  dance. 
The  name  Helicon  is  derived  from  the 
Greek  word,  helix,  meaning  screw.  Be 
that  as  it  may,  both  medicine  and  music 


are  demanding  disciplines.  The  long  years 
of  conservatory  study  and  practice  required 
to  achieve  professional  skill  at  a musical 
instrument  preclude  any  young  man  in- 
terested in  a medical  career  from  becoming 
more  than  a talented  amateur.  Many 
young  men  have  had  to  choose  between 
these  two  mistresses.  Hector  Berlioz  was 
so  appalled  at  the  sights  and  smells  of  the 
dissecting  chamber  that  he  quitted  his 
projected  medical  career  even  before  it 
began.  Fritz  Kreisler  actually  studied 
medicine  for  two  years  before  deciding  to 
become  a violin  virtuoso.  And  there  must 
be  hundreds  of  physicians  who  have  given 
up  a chance  to  enter  the  conservatory  to 
qualify  in  medicine.  Very  rarely  does  a 
man  who  has  so  qualified  later  become  an 
important  composer. 

The  musical  accomplishments  of  many 
well-known  physicians  are  familiar.  Her- 
mann Boerhaave  had  regular  chamber  music 
concerts  in  his  home,  much  to  the  delight 
of  foreign  students  visiting  Leyden.  Leo- 
pold Auenbrugger  wrote  the  libretto  for 
Antonio  Salieri’s  opera,  Der  Rauchfange- 
kehrer  (The  Chimney  Sweep).  Caspar 
Bartholinus,  the  son  of  the  famous  Danish 
anatomist,  played  several  wind  instruments 
with  skill;  he  wrote  De  tibiis  veterum,  a 
history  of  wind  instruments.  Jacob  Henle 
could  play  any  string  instrument  and  take 
any  part  in  a string  quartet.  Hermann 
von  Helmholtz  was  a fine  amateur  musi- 
cian, and  his  monograph,  Lehre  von  der 
Tonempfindungen  (1862)  reflects  both  his 
sensitivity  as  a musician  and  his  stature 
as  a physicist  and  physiologist.  Theodore 
Billroth’s  friendship  with  Brahms  is  too 
well  known  to  require  comment;  he  was 
competent  enough  at  the  keyboard  to  play 
four-hand  compositions  with  Brahms,  and 
his  book,  Wer  ist  musikalisch ?,  should  not 
be  forgotten.  In  our  own  century  many 
critics  have  praised  Albert  Schweitzer  as  a 
Bach  scholar  and  as  an  organist,  possibly 
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more  for  humanistic  values  than  purely 
musical  ones.  More  recently,  Louis  Boyd 
Neel  became  a talented  conductor  after 
receiving  his  medical  degree. 

Yet  the  distance  between  the  perceptive 
amateur  and  the  skilled  professional  is  all 
too  apparent.  Consider  such  physician- 
composers  as  Bernard  Berenclow,  Thomas 
Harrington,  William  Kitchner,  Florent  Kist: 
— forgotten,  known  only  to  the  encyclo- 
pedist. The  only  two  physicians  who 
achieved  any  lasting  recognition  as  com- 
posers were  Thomas  Campion,  the  poet,  and 
Alexander  Borodin.  We  know  little  of 
Campion’s  life,  not  even  where  or  when  he 
took  his  medical  degree  nor  where  and  what 
he  practiced.  Indeed,  his  music  is  but 
little  heard  today,  albeit  undeservedly 
so.  But  Borodin’s  compositions,  all  too 
few  in  number,  are  in  the  regular  repertoire 
of  every  major  orchestra;  his  chamber  music 
is  frequently  played  in  concert;  his  songs 
still  appear  on  recital  programs.  In  a 
sense  Borodin  was  lucky;  he  was  born  at 
the  right  time  and  in  the  right  place. 
During  the  years  1857  to  1862  when  Mily 
Balakirev  provided  a focal  point  for  Rus- 
sian music  after  the  death  of  Mikhail  I. 
Glinka,  he  drew  around  himself  the  four 
other  young  men  who,  with  him,  were  to 
become  “The  Five.”  None  of  these  four 
had  had  any  serious  musical  education. 
Modest  Moussorgsky  was  an  army  officer, 
Cesar  Cui  a military  engineer,  Nikolai 
Rimsky-Korsakoff  a naval  officer,  and 
Borodin  a physician  and  chemist.  Never 
in  the  history  of  music  has  so  much  been 
accomplished  by  a handful  of  amateurs 
with  so  little  musical  background. 

Life 

The  outline  of  Borodin’s  life  is  accessible 
to  anyone  who  reads  program  notes  at 
concerts  or  jacket  notes  on  recordings. 
In  addition,  Serge  Dianin’s  full-length 
biography  has  recently  become  available  in 
an  English  translation.1  However,  it  is 
wise  to  recapitulate  a few  salient  features 
to  keep  in  order  the  conventional  land- 
marks of  time,  place,  and  person. 

Borodin  was  born  in  1833,  the  illegitimate 
son  of  Prince  Ghedeanov,  then  age  sixty, 
and  a much  younger  woman.  Although  his 
natural  father  provided  well  for  his  mis- 


tress and  son,  even  arranging  in  1839  a 
marriage  for  her  with  a retired  army  phy- 
sician, and  there  was  no  sharp  line  of  social 
demarcation  between  the  noble  prince  and 
the  low-born  relatives  of  his  illegitimate 
son,  one  speculates  to  what  degree  Boro- 
din’s illegitimacy  and  lack  of  the  usual 
family  relationships  determined  his  later 
choice  of  a wife  and  the  character  of  their 
domestic  life.  It  is  tempting  to  conjecture 
that  Borodin’s  lack  of  a real  father  made 
him  seek  unconsciously,  like  Telemachus  or 
Stephen  Dedalus,  for  a father-image  to  help 
him  direct  his  talents.  In  later  life  both 
Professor  Zinin  and  Balakirev  may  have 
filled  that  role;  to  some  extent  Liszt’s 
praise  may  also  have  served  that  type  of 
function.  As  a boy,  Borodin  was  lively, 
curious,  and  articulate;  although  not 
physically  robust,  he  had  a wide  range  of 
interests.  He  enjoyed  acting  out  plays 
with  his  juvenile  contemporaries;  he  took 
lessons  on  the  flute  and  piano;  he  painted 
many  water  colors;  he  was  interested  in 
all  sorts  of  natural  phenomena;  he  was 
excited  by  fireworks  (How  many  composers 
from  Handel  to  Debussy  have  adored  fire- 
works?); and  he  played  endlessly  with 
chemicals  in  a laboratory  in  his  home  which 
he  had  built  and  equipped  himself.  His 
grades  at  school  were  outstanding,  and  he 
read  the  scientific  literature  of  his  day 
avidly. 

In  1850,  Borodin  matriculated  at  college 
and  that  autumn  entered  the  Academy  of 
Medicine  in  St.  Petersburg,  completing  his 
studies  in  1855  “cum  eximia  laude.” 
He  did  not  receive  his  medical  degree  until 
1858  when  he  completed  his  inaugural 
dissertation,  On  the  Analogy  of  Arsenious 
with  Phosphoric  Acid.  However,  in  1856, 
on  completing  his  formal  studies,  he  was 
appointed  to  the  Second  Military  Hospital 
in  St.  Petersburg,  an  assignment  equivalent 
to  internship.  While  on  duty  there  he  first 
met  Moussorgsky,  then  an  officer  in  the 
Preobrazhensky  Regiment.  His  experi- 
ences in  hospital  work  decided  him  that  he 
was  not  cut  out  for  the  practice  of  bedside 
medicine.  Having  worked  as  a student  in 
the  chemistry  laboratory  of  Prof.  Nikolai 
Zinin,  he  was  able  to  return  to  work  in  this 
laboratory,  and  Zinin  began  to  train  him  as 
a chemist  in  earnest. 

Another  one  of  Zinin’s  graduate  students 
was  Dmitri  Mendelejeff,  who  later  devised 
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the  periodic  table  of  elements.  In  keeping 
with  the  intellectual  tradition  of  the  time, 
Zinin  sent  both  of  his  prize  students  abroad 
to  round  off  their  training.  Borodin  and 
Mendelejeff  traveled  first  to  Heidelberg  to 
work  for  a few  months  with  Robert  W. 
Bunsen  (see  burner),  then  to  Paris  for 
pleasure,  then  back  to  Heidelberg  to  work 
with  Emil  Erlenmeyer  (see  flask)  in  1860. 
One  wonders  how  much  Mendelejeff’s 
“law  of  octaves’’  owes  to  his  association 
with  a musically  inclined  colleague.  Later 
that  year  Zinin  met  his  two  students  and 
took  them  on  a tour  of  southern  Germany 
and  Switzerland,  stopping  for  the  Inter- 
national Congress  of  Chemistry  in  Karls- 
ruhe. In  1861  Borodin  and  Mendelejeff 
traveled  in  Italy;  then  Borodin  went  to 
Paris  again  for  a few  months  to  hear, 
among  others,  lectures  by  Pasteur.  His 
course  of  study  included  a considerable 
range  of  disciplines:  physics,  crystallog- 

raphy, bacteriology,  and  physiology,  in 
addition  to  the  conventional  didactic 
curriculum  in  chemistry.  During  his  years 
as  a traveling  fellow  Borodin  published 
several  articles  in  his  chemical  researches 
in  German,  French,  and  Italian  journals. 

Throughout  this  decade  of  scientific 
study,  music  remained  his  principal  avoca- 
tion. He  became  an  amateur  ’cellist  and 
frequently  played  in  chamber  music  en- 
sembles in  St.  Petersburg.  The  scientists 
he  met  in  Germany  were  also  musical,  and 
no  doubt  his  willingness  to  play  and  evident 
enjoyment  made  him  a welcome  guest. 
However,  there  is  no  indication  that  at 
this  period  he  ever  considered  himself  a 
musician  or  destined  to  become  one.  While 
in  Heidelberg  he  met  Catherine  Proto- 
popoff,  a young  pianist  from  Moscow,  who 
had  come  there  to  be  treated  for  early 
tuberculosis.  A mutual  love  of  music 
drew  them  together,  and  a happy  court- 
ship ensued.  They  became  affianced  and 
traveled  to  Italy  together  when  Borodin’s 
research  took  him  to  Pisa.  On  returning  to 
St.  Petersburg  in  the  fall  of  1862,  Borodin 
was  appointed  adjunct  professor  of  chem- 
istry at  the  Academy  of  Medicine;  he  and 
Catherine  Protopopoff  were  married  in  the 
spring  of  1863.  He  was  appointed  profes- 
sor of  organic  chemistry  in  1864,  but  a few 
months  before  that  he  and  his  wife  had 
moved  into  the  sprawling  apartment  in  the 
same  building  which  housed  his  laboratory 


at  the  Academy,  and  there  they  lived  until 
he  died  almost  a quarter  of  a century  later. 

Shortly  after  Borodin  returned  to  St. 
Petersburg  he  met  Balakirev  at  the  home  of 
Prof.  Sergei  Botkin,  the  distinguished 
physician  who  was  a prime  mover  in  the 
development  of  social  work  in  Russia. 
Balakirev  had  already  attracted  to  his 
circle  the  then-immature  talents  of  Mous- 
sorgsky,  Rimsky-Korsakoff,  and  Cui.  Boro- 
din’s musical  outlook  was  congenial  to  this 
group;  they  all  shared  a great  admiration 
for  Glinka  who  had  died  in  1857;  to  use  a 
term  coined  by  Borodin,  they  were  “Rus- 
lanists.”  Balakirev’s  influence  was  that  of 
a catalyst.  As  Dianin1  puts  it,  “The 
significance  ...  of  this  meeting  with  Bala- 
kirev lay  not  in  any  sudden,  imaginary 
‘revolution,’  but  in  the  experienced  Bala- 
kirev’s recognition  of  his  (Borodin’s)  true 
musical  vocation  and  of  the  powers  hidden 
within  him.”  The  circle  of  nationalist 
composers  found  their  critical  theorist 
and  staunch  advocate  in  Vladimir  Stassov. 
By  the  end  of  December  Borodin  had  com- 
pleted the  first  movement  of  his  first  sym- 
phony and  played  it  for  his  fiancee  from  a 
rough  piano  draft  when  he  visited  her  in 
Moscow.  By  the  time  the  Borodins  were 
married  and  had  set  up  housekeeping, 
composition,  which  up  to  then  had  been  a 
casual  avocation,  now  became  a serious 
pursuit,  and  for  a quarter  of  a century 
Borodin  worked  as  hard  at  his  music  as  he 
did  at  chemistry.  Stassov  describes  visiting 
him  in  his  laboratory;  after  mixing  some 
reagents  in  a reaction  chamber  and  starting 
a procedure,  he  often  would  go  down  the 
hall  to  his  music  work  room,  write  a few 
bars,  work  out  some  harmony,  then  return 
to  the  laboratory  bench  for  further  manip- 
ulations. To  be  sure,  Borodin  sometimes 
referred  to  himself  as  a “Sunday  composer,” 
but  his  real  identity  was  that  of  composer 
and  chemist  fused  into  one  body. 

The  Borodin  menage  at  the  Academy  was 
scarcely  a tranquil  or  well-ordered  place. 
The  rent-free  quarters  were  a semipublic 
corridor  without  much  privacy.  According 
to  Rimsky-Korsakoff’s  description: 

People  swarmed  through  it  all  hours  of  the 
day  or  night — students  seeking  advice,  friends 
seeking  company,  relatives  seeking  shelter. 
The  relatives  especially  came  often  and  in 
large  numbers,  choosing  Borodin’s  home  as  a 
convenient  hospice  in  which  to  fall  ill  or  even 
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lose  their  minds.  When  the  beds  were  all 
taken,  they  would  sleep  on  couches  or  on  the 
floor,  or  else  doze  in  chairs;  not  infrequently 
they  took  Borodin’s  bed.  The  apartment  it- 
self was  usually  a litter  of  disorder  and  dis- 
array. Five  years  after  they  moved  in,  the 
Borodins  still  picked  their  way  around  piles  of 
books  and  music,  half-unpacked  trunks  and 
suitcases;  on  one  occasion  when  carpenters 
and  plumbers  came  to  repair  defective 
drains,  they  left  holes  in  the  floor  that  remained 
for  months  ...  . Meals  were  fantasti- 

cally irregular;  dinner  often  began  as  late  as 
eleven  o’clock  at  night.  Along  with  transient 
guests,  relatives,  and  partial  strangers,  the 
Borodins  shared  their  meals  with  a colony  of 
cats, — bold  animals  of  both  sexes  and  varying 
sizes  which  walked  on  the  table,  examined  the 
food,  leaped  on  the  backs  of  the  diners,  and  in 
general  treated  the  household  as  a feline 
liberty  hall. 

One  could  say  in  all  accuracy  that 
Catherine  kept  a disorderly  house,  but  she 
was  in  poor  health.  Her  tuberculosis 
progressed  very  slowly,  but  it  was  compli- 
cated by  severe  asthmatic  attacks  which 
gave  her  sleepless  nights,  and  she  often 
slept  most  of  the  day.  When  the  climate 
of  St.  Petersburg  grew  too  severe  for  her, 
she  would  leave  for  long  visits  with  her 
mother  in  Moscow,  leaving  Borodin  to 
shift  for  himself.  By  and  large,  chemists 
and  composers  are  tidy,  orderly  people  who 
work  best  in  an  uncluttered,  carefully  struc- 
tured environment.  Yet  not  only  did 
Borodin  not  complain,  he  actually  thrived 
on  it,  despite  a rather  nervous  tempera- 
ment and  a continuous  sequence  of  minor 
somatic  ailments.  The  fact  that  Borodin 
had  been  reared  in  a household  of  adults, 
without  siblings,  may  account  in  part  for 
his  intellectual  precocity;  but  his  evident 
satisfaction  with  his  wife  and  their  domes- 
tic arrangements  suggests  an  element  of 
reaction  from  his  mother,  whose  household, 
although  punctuated  by  a series  of  lovers, 
was,  on  the  surface,  well  ordered  and 
“proper.”  Surely  his  wife’s  physical  and 
emotional  dependence  on  him  must  have 
satisfied  some  emotional  need  of  which  he 
had  been  deprived  as  a child;  the  host  of 
free-loading  relatives  Rimsky-Korsakoff  de- 
scribes were  hers;  the  constant  needs  of 
the  ubiquitous  Protopopoffs  for  advice, 
intercession  with  officials,  and  medical 
care  supplied  Borodin  with  a ready-made 
family  of  his  own. 

Indeed,  when  one  looks  at  photographs 
of  Borodin,  he  has  the  air  of  the  successful 


FIGURE  1.  Photograph  of  Borodin  in  1880,  taken 
by  Lorentz  at  St.  Petersburg. 


continental  paterfamilias.  One  of  the 
best-known  photographs,  taken  in  1880 
when  he  was  forty-seven,  shows  a large 
serious  face  with  a bushy  mustache;  the 
hair  is  still  black  but  has  begun  to  recede; 
the  neck  is  a bit  thick;  and  a suggestion  of  a 
double  chin  hints  at  a portly  build  (Fig. 

1) .  The  other  familiar  photograph,  taken 
only  five  years  later,  two  years  before  his 
death,  shows  a man  who  has  aged  rapidly; 
the  hair  is  thinner  and  quite  gray;  a beard 
has  been  added,  and  both  beard  and  mus- 
tache are  heavily  streaked  with  gray  (Fig. 

2) .  In  the  picture  Borodin  wears  the  sash 
and  medal  of  an  official  order.  It  is  in 
every  sense  an  official  photograph.  If 
we  were  not  told  the  name  of  the  subject, 
it  might  be  a picture  of  the  mayor  of  Minsk. 
It  makes  a striking  contrast  with  the  well- 
known  painting  of  Moussorgsky  by  Repin 
which  is  the  stereotype  of  the  “mad  Rus- 
sian musician”  with  its  wild,  staring  eyes 
and  untidy  thatch  of  long  curly  hair. 
Borodin  maintained  the  facade  of  the 
prominent  academician  in  his  public  ap- 
pearances, but  in  private  he  was  a genial, 
warm-hearted  man,  readily  accessible  to  his 
students,  to  his  friends,  to  his  wife’s 
family:  an  outgoing,  energetic  figure  whom 
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FIGURE 2.  Photograph  of  Borodin  in  1885,  taken  by 
Sobolev  at  St.  Petersburg. 


everyone  liked  and  many  took  advantage 
of.  He  was  “at  home”  to  everyone.  Not 
only  were  his  home,  his  laboratory,  and 
his  music  room  all  inextricably  mixed  in 
one  unit,  but  the  main  student  laboratory 
and  the  graduate  students’  laboratories 
were  also  in  the  same  building.  The  chem- 
istry department  of  the  Academy  was  one 
big  happy  family.  Possibly  Borodin  re- 
solved his  quest  for  a father-image  by  as- 
suming a father’s  role  himself. 

Musical  events 

The  important  events  in  Borodin’s  life 
can  be  outlined  briefly.  The  Symphony 
No.  1 in  E flat  was  finally  finished  in  1867. 
He  began  work  on  the  opera  Prince  Igor 
at  Stassov’s  suggestion  in  1869-1870,  laid 
it  aside  for  a few  years,  then  worked  on  it 
intermittently  from  1874  to  his  death  in 
1887,  leaving  it  unfinished;  we  know  it 
today  in  the  version  completed  by  Rimsky- 
Korsakoff  and  Aleksandr  Glazunov;  it 
was  first  performed  in  1890.  During  the 
years  1869  to  1873,  when  he  had  laid  Prince 


Igor  aside,  Borodin  did  most  of  the  work 
on  his  Symphony  No.  2 in  B minor,  finally 
completing  it  in  1876.  The  String  Quartet 
No.  1 in  A minor  was  composed  at  inter- 
vals between  1874  and  1879,  the  tone  poem 
In  the  Steppes  of  Central  Asia  in  1880,  and 
the  String  Quartet  No.  2 in  D major  in 
1881.  Two  movements  of  the  Symphony 
No.  3 were  composed  in  1886-1887;  they 
were  in  rough  form  when  Borodin  died,  and 
Glazunov  finished  off  the  scoring.  Between 
1867  and  1885  Borodin  wrote  a dozen 
songs,  some  of  the  most  beautiful  in  the 
Russian  literature. 

One  of  the  most  meaningful  events  in 
Borodin’s  life  was  his  meeting  with  Franz 
Liszt  in  1877  at  Weimar.  He  was  rather 
shy  about  presenting  himself  to  the  grand 
old  man  of  European  music,  but  Liszt 
received  him  warmly.  Borodin  showed 
him  the  score  of  the  B minor  symphony 
and  even  played  the  Scherzo  for  him  in  a 
piano  duet  arrangement.  Liszt  praised 
the  symphony  and  encouraged  Borodin, 
saying  “Go  on  working,  even  if  your  works 
are  not  performed  or  published,  even  if 
they  get  bad  reviews.  Believe  me,  they 
will  make  their  own  way  through  their  own 
merit;  you  are  immensely  gifted  and  most 
original.  I am  not  merely  paying  you 
compliments.  I am  an  old  man  and  it 
would  not  become  me  to  say  other  than 
what  I think.”  A second  opportunity  to 
visit  Liszt  developed  in  1881;  as  on  the 
first  occasion  Borodin  was  able  to  combine 
attendance  at  a scientific  meeting  in 
Germany  with  some  musical  activity. 
The  second  visit  was  as  happy  as  the  first. 
Borodin  showed  Liszt  the  score  of  In  the 
Steppes  of  Central  Asia,  a colorful  tone  poem 
with  imaginative  orchestration.  Liszt  was 
delighted  with  the  work,  and  Borodin 
dedicated  it  to  him.  Between  them  they 
arranged  it  for  piano  duet  and  played  it 
together  at  a soiree  at  the  home  of  Prin- 
cess Wittgenstein.  Liszt  was  a seminal 
influence  on  music  of  the  period,  and  his 
recognition  of  Borodin’s  merit  must  be 
considered  a ratification. 

Borodin’s  creative  pace  slackened  some- 
what during  the  last  few  years  of  his  life. 
He  did  complete  two  brilliant  movements  of 
his  Symphony  No.  3,  and  he  kept  working 
on  Prince  Igor.  However,  his  music  was 
always  interrupted  by  increasing  academic 
duties  and  travel  to  scientific  meetings. 
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In  1885  he  suffered  from  a severe  attack  of 
cholera  and  never  regained  good  health. 
Yet  he  continued  to  serve  two  masters, 
chemistry  and  music,  and  kept  up  with  the 
increasing  load  of  administrative  duties; 
his  home  life  continued  irregular  and  un- 
tidy. He  died  suddenly  while  attending  a 
ball  at  the  Academy  in  1887.  He  had  ar- 
rived in  high  spirits,  wearing  a bright  red 
blouse  and  black  leather  boots,  a sort  of 
native  costume.  While  chatting  and  joking 
with  friends  he  collapsed  and  died  in  a 
minute  or  two.  Autopsy  disclosed  the 
cause  of  death  to  be  rupture  of  an  aneurysm 
of  one  of  the  coronary  arteries  with  hemo- 
pericardium  and  tamponade.  Catherine 
was  away  in  Moscow  at  the  time;  her 
health  was  failing,  and  she  died  a few 
months  later  of  dropsy,  possibly  cardiac 
failure  on  the  right  side  secondary  to  pro- 
gressive pulmonary  fibrosis  and  pulmonary 
hypertension  which  may  have  been  due  to 
amyloidosis  secondary  to  long-standing 
tuberculosis. 

Music 

No  amount  of  verbiage  can  recapture  the 
particular  mood  and  color  of  Borodin’s 
music.  Everyone  is  familiar  with  the  wild 
Polovetsian  Dances,  an  orchestral  excerpt 
from  Prince  Igor,  a welcome  favorite  on 
concert  programs  from  “Pops”  upward. 
Borodin’s  output  was  slender,  and  Sir 
Henry  Hadow’s  often-quoted  comment  is 
valid: 

No  musician  has  ever  claimed  immortality 

with  so  slender  an  offering.  Yet,  if  there  be, 

indeed,  immortalities  in  music,  his  claim  is 

incontestable. 

However,  Borodin  did  not  claim  im- 
mortality. Much  as  he  devoted  himself 
to  music,  central  as  it  was  to  the  satisfac- 
tion of  his  life,  he  viewed  himself  as  a chem- 
ist and  a teacher.  He  once  described  his 
musical  activities  as  “.  . . a recreation,  a 
pastime,  and  an  avocation  that  distracts 
me  from  my  principal  activity  as  a profes- 
sor.” 

A complete  catalogue  of  Borodin’s  com- 
positions is  supplied  by  Dianin1  in  an 
appendix  to  his  biography.  If  we  exclude 
juvenalia  and  ephemera,  it  is  evident  that 
Borodin’s  reputation  as  a composer  rests 
on  a handful  of  works — an  opera,  two-and- 


a-half  symphonies,  two  string  quartets, 
and  a tone  poem.  Prince  Igor  is  generally 
rated  as  second  only  to  Moussorgsky’s 
Boris  Goudonov  as  an  example  of  Russian 
opera.  Yet  it  has  not  held  the  stage  well 
despite  the  beauty  of  its  arias  and  con- 
certed numbers  and  its  ability  to  evoke 
the  spirit  of  the  Slavic  folk  legend  which  is 
analogous  to  that  of  Beowulf  in  English 
mythopoiesis.  The  action  of  Prince  Igor 
is  stretched  out  over  a period  of  years,  and 
its  characters  seem  more  like  symbols  than 
musically  defined  personalities;  hence  its 
dramatic  impact  is  a bit  diffuse.  However, 
the  chief  reason  it  is  not  seen  more  often 
is  that  production  is  difficult,  elaborate, 
and  expensive.  Few  opera  managers 
in  the  Western  world  are  willing  to  take  the 
chance  of  mounting  what  might  prove  to  be 
an  expensive  succes  d’  estime  that  would 
please  only  a small  but  vocal  minority  of 
their  audience.  It  is  revived  with  some 
measure  of  popular  acclaim  from  time  to 
time  in  Russia;  possibly,  if  Western  au- 
diences were  exposed  to  it  more  frequently, 
it  would  gain  adherents. 

One  can  legitimately  claim  for  Borodin 
the  honor  of  being  the  first  and  most  im- 
portant symphonist  of  the  Russian  school. 
Moussorgski  wrote  no  symphonies,  and 
Balakirev’s  two  symphonies  are  forgotten. 
Rimsky-Korsakoff’s  Antar  is  the  only  one 
of  his  symphonies  still  in  the  repertoire, 
but  Borodin’s  Second  Symphony  is  a du- 
rable work  which  is  often  played,  and  the 
First  Symphony  not  infrequently.  The 
Second  Symphony  contains  many  of  the 
musical  ideas  that  Borodin  tried  to  use  in 
Prince  Igor  but  which  did  not  fit  a dramatic 
situation.  One  of  his  stock  jests  when 
friends  asked  him  how  the  opera  was  com- 
ing along  was  “Oh,  you’ve  heard  some  of 
the  best  of  it  in  my  new  symphony.” 
Viewed  in  this  context,  it  is  not  surprising 
that  the  Second  Symphony  should  be  bold 
and  dramatic  in  contour  and  attract  the 
ear  by  its  vivid,  quasioriental  orchestral 
color.  Stassov  was  loud  in  his  praises  of 
it  and  continued  to  spur  Borodin  on  about 
the  opera.  Both  of  Borodin’s  symphonies 
are  constructed  on  classical  lines,  if  we 
except  the  minor  deviation  of  placing  the 
Scherzo  as  the  second  movement  in  each. 
However,  in  the  First  Symphony  Borodin 
created  a formal  innovation  which  was  to 
have  considerable  impact  on  music  written 
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by  his  successors,  although  credit  is  not 
usually  given  him  as  its  originator. 

The  startling  innovation  in  musical 
form  occurs  in  the  first  movement  of  the 
First  Symphony,  dating  from  1863.  In- 
stead of  using  the  conventional  sonata  form 
consisting  of  two  contrasting  subjects  with 
exposition,  development,  and  recapitula- 
tion, Borodin  built  the  movement  on  a 
single  theme,  but  the  listener  is  not  aware 
of  this  until  almost  the  end  of  the  movement. 
Fragments  of  the  theme  are  given  out,  de- 
veloped, played  off  against  each  other, 
but  the  fragments  are  not  permitted  to 
fall  into  place,  and  the  full  theme  (or  motto) 
is  not  enunciated  until  just  before  the  coda. 
The  form  is  equivalent  to  an  inductive 
synthesis;  individual  elements  are  pro- 
gressively combined  to  form  a whole,  a 
unitary  idea  or  statement.  Later  sym- 
phonists,  notably  Jean  Sibelius,  copied 
this  innovation,  and  many  individual 
movements  in  twentieth- century  orchestral 
and  chamber  music  are  modeled  on  this 
principle  in  one  fashion  or  another.  One 
might  reasonably  speculate  that  this  type 
of  rhetorical  device  or  structure  would 
appeal  to  a chemist  of  the  1860’s.  In 
1861  Borodin  had  attended  a congress  of 
German  chemists  at  which  A.  M.  Butlerov 
gave  his  famous  report  on  “Aspects  of  the 
Structure  of  Chemical  Combinations,” 
and  at  about  the  same  time  Friedrich  A. 
Kekule,  whom  Borodin  had  met  in  Heidel- 
berg, was  working  out  the  correct  molec- 
ular structure  of  the  benzene  ring.  Struc- 
tural chemistry  and  synthetic  organic  chem- 
istry were  just  beginning  to  appear  as 
scientific  disciplines  at  this  period.  It 
seems  plausible  that  Borodin’s  orientation 
to  synthetic  chemistry  may  have  influenced 
his  choice  of  a form  in  which  to  cast  his 
musical  ideas.  At  any  rate,  this  type  of 
musical  architecture  leads  to  a dramatic 
and  resounding  conclusion. 

The  two  string  quartets  reveal  another 
facet  of  Borodin’s  complex  personality, 
a vein  of  lyricism  as  spontaneous  as  Schu- 
bert’s which,  coupled  with  a native  pas- 
sion, makes  both  quartets  appeal  to  both 
the  casual  listener  and  the  skilled  performer. 
The  second  quartet  in  D major  is  more 
accessible  than  the  first,  but  they  are  both 
worked  out  with  great  care,  and  the  part 
writing  is  particularly  rich.  The  notturno 
of  the  D major  quartet  has  one  of  those  at- 


tractive Russian  folk  melodies  which  always 
attract  composers  of  popular  songs,  and  it 
has  been  used  as  the  basis  for  the  song 
“And  This  is  My  Beloved”  in  the  musical 
comedy  Kismet,  much  to  the  dismay  of 
musical  purists  but  to  the  delight  of  the 
mob.  Needless  to  say,  it  sounds  better 
the  way  Borodin  wrote  it,  and  its  fresh- 
ness and  tender  grace  cannot  really  be 
damaged  by  a popularization  which  may 
soon  be  forgotten.  (Tschaikowsky  is  an 
even  more  favored  victim  of  the  tune- 
smiths,  yet  he  has  not  suffered  any  read  loss 
of  stature  thereby.)  Gresham’s  law  does 
not  seem  to  apply  to  music;  bad  music 
does  not  drive  out  good. 

Medical  education  for  women 

Among  the  areas  affected  by  the  liberal 
reforms  of  Tsar  Alexander  II  (1855  to 
1881)  was  the  entire  educational  system  of 
Russia.  No  longer  was  the  emphasis 
exclusively  on  the  classics  and  humanities; 
there  was  an  upsurge  of  interest  in  science, 
both  pure  and  applied,  and  the  impulse 
for  it  was  derived  from  the  highest  official 
circles.  The  science  departments  of  uni- 
versities were  expanded;  schools  of  en- 
gineering were  founded;  the  entire  system 
of  medical  education  was  overhauled  and 
modernized.  Indeed,  Borodin’s  own  career 
as  a scientist  began  in  this  relatively  en- 
lightened period  in  Russian  history.  Bright 
young  men  in  Russia  were  considering 
careers  in  one  or  another  field  of  science 
for  almost  the  first  time,  and  they  were 
encouraged  in  their  studies  by  subsidies. 
Alexander’s  moderate  and  constructive 
policies  laid  the  foundation  of  what  de- 
veloped into  the  great  Russian  science 
schools. 

Under  the  implicit  influence  of  such  high- 
minded  paternalism,  general  interest  de- 
veloped regarding  higher  education  for 
women  in  a number  of  fields.  In  1872 
Borodin,  Professor  Roudneff,  and  Mme. 
Tarnovsky  founded  the  Women’s  Medical 
College  of  St.  Petersburg.  Borodin  as- 
sumed the  duties  of  professor  of  chemistry 
and  treasurer.  He  was  deeply  committed 
to  the  cause  of  medical  education  for  women 
at  a time  when  it  was  almost  unheard  of  in 
Western  Europe,  and  he  devoted  endless 
hours  to  administrative  details  of  organiza- 
tion and  management.  At  the  same  time 
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FIGURE  3.  Title  page  of  Borodin’s  inaugural  dis- 
sertation, 1858. 

his  administrative  duties  at  the  Academy 
were  increasing,  since  Professor  Zinin 
whom  he  idolized  was  old  and  in  failing 
health.  The  duties  of  running  two  chem- 
istry departments,  giving  a double  set  of 
lectures,  and  training  an  extra  set  of  grad- 
uate students  devolved  on  him.  Small 
wonder  that  his  musical  compositions  and 
his  own  scientific  research  progressed  only 
in  fits  and  starts! 

Unfortunately,  Tsar  Alexander’s  reform 
program  moved  too  slowly  to  satisfy  the 
radicals,  and  he  was  assassinated  by 
Nihilists  in  1881.  He  was  succeeded  by 
his  son,  Alexander  III  (1881  to  1894),  who 
immediately  adopted  a policy  of  reaction 
and  repression.  Many  of  the  social  and 
educational  gains  were  abolished.  Some 
of  the  more  outspoken  students  were 
harassed  by  the  police,  and  Borodin  did 
his  best  to  protect  them.  In  1882  the 
minister  of  war  declared  that  the  courses 
offered  for  women  at  the  Academy  could 
no  longer  be  continued.  Borodin  and  his 
associates  tried  in  vain  to  have  the  Women’s 
Medical  College  transferred  from  the  juris- 
diction of  the  War  Department  to  either 
the  City  Council  or  the  Ministry  of  Educa- 
tion, but  classes  for  women  were  suspended 


and  the  institution  closed.  However,  in 
the  long  run  the  course  of  history  was  on 
Borodin’s  side;  medical  education  for  women 
came  into  its  own  after  the  Revolution  of 
1917,  and  today  the  U.S.S.R.  has  the  high- 
est proportion  of  women  among  its  medical 
graduates  of  any  major  country  in  the 
world. 

Scientific  research  and  publications 

Borodin’s  first  research  project  was  for 
his  doctoral  thesis,  a comparison  of  two 
inorganic  acids,  phosphoric  and  arsenious, 
with  just  enough  toxicologic  application  to 
warrant  a degree  in  medicine  (Fig.  3). 
Until  almost  the  very  end  of  his  career 
his  investigations  were  purely  chemical 
with  no  biochemical  or  quasimedical  over- 
tones. During  his  first  years  as  a graduate 
student  he  made  contributions  which  led  to 
the  clarification  of  the  molecular  structure 
of  benzidine,  hydrobenzamide,  and  benz- 
anilide.  Much  of  the  time  spent  on  his 
traveling  fellowship  was  devoted  to  a study 
of  organic  halogens,  especially  fluorides. 
He  developed  his  observations  to  the  point 
where  he  could  generalize  that  the  behavior 
of  organic  fluoride  salts  was  closer  to  that 
of  corresponding  chlorides  than  that  of 
inorganic  fluorides  to  inorganic  chlorides. 

He  was  the  first  chemist  to  prepare 
benzoyl  chloride,  and  he  studied  the  rather 
violent  action  of  zinc  ethyl  on  chloriodo- 
form,  for  example: 

3(C,Hs),Zn  + 2ZnCl2  I — 

2ZnCf>  Znl2  T 7C2H4  -|-  2H2. 

He  next  took  up  the  study  of  aldehydes, 
a topic  which  occupied  most  of  his  career. 
At  the  same  time  as  Wurtz  (1872)  but 
working  independently  he  discovered  the 
“aldol  condensation,”  a basic  form  of 
aldehyde  reaction  exemplified  by  the  con- 
densation of  two  molecules  of  acetalde- 
hyde under  special  conditions  to  form  aldol. 
His  study  of  the  action  of  sodium  on  valer- 
aldehyde  led  to  the  investigation  of  capric 
and  isocapric  acids.  He  then  applied  his 
knowledge  of  aliphatic  aldehydes  to  aro- 
matic ones;  by  treating  benzaldehyde  with 
ammonia  he  was  able  to  form  benzamide 
and  to  clarify  the  sequence  of  molecular 
transformations  to  hydrobenzamide  and 
amarine. 

Dining  the  last  decade  of  his  life  his  re- 
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FIGURE  4.  Title  page  of  Borodin’s  last  publication, 
1886. 


search  productivity  dwindled,  but  his 
two  last  publications  showed  an  interest 
in  the  application  of  chemistry  to  medical 
problems.  He  published  a small  handbook 
dealing  with  the  simple  methods  for  uri- 
nalysis known  at  the  time,  and  he  developed 
a rather  primitive  azotometer  to  measure 
urea  and  nitrogen  in  body  tissues  designed 
as  a contribution  to  the  study  of  protein 
metabolism,  a subject  then  in  its  infancy 
(Fig.  4).  Sarton2  sums  up  Borodin’s 
position  as  a chemist  rather  epigrammati- 
cally;  it  is  not  an  unjust  verdict: 

The  chemical  fame  of  Borodin  is  not  com- 
parable with  that  of  Zinin — who  was  one  of 
the  most  distinguished  leaders  of  Russian 
science  and  who  obtained  international  recog- 
nition. Borodin’s  fame  is  humbler,  but  none 
the  less  important.  His  best  has  been  assimi- 
lated into  the  growing  chemical  knowledge  of 
the  last  century.  Borodin  did  not  make  any 
outstanding  discoveries;  he  was  nevertheless 
a distinguished  scientist  ...  . The  chemist 

Borodin  will  never  be  more  than  a shadowy 
figure  except  to  the  very  few  men  who  happen 
to  use  his  papers  and  walk  in  his  footsteps, 


while  the  musician  Borodin  is  a dear  and  old 

friend  to  thousands  of  people  all  over  the 

world. 

Borodin  is  buried  in  the  cemetery  of  the 
Alexander  Nevsky  monastery  not  far  from 
the  tombs  of  Moussorgsky,  Glinka,  Bal- 
akirev, Anton  Rubinstein,  Tschaikowsky, 
and  (not  so  musically),  Dostoyevsky.  Even 
in  death  his  place  lies  with  the  arts,  not  the 
sciences. 

The  year  following  Borodin’s  death  a 
memoir  of  him  appeared  in  the  Journal  of 
the  Russian  Physico-Chemical  Society 3;  he 
had  been  one  of  its  founders  in  1868.  It 
was  written  by  A.  P.  Dianin,  his  favorite 
graduate  student,  the  father  of  Serge 
Dianin,  the  musicologist  who  later  be- 
came Borodin’s  biographer.  At  the  end  of 
this  affectionate  tribute,  written  from 
personal  experience,  is  a list  of  Borodin’s 
scientific  publications.  Because  the  journal 
is  difficult  to  locate  and  the  bibliography  is 
printed  in  the  Cyrillic  alphabet,  a transla- 
tion of  it  with  corrections  and  emendations 
(so  far  as  possible)  is  appended  herewith. 
Included  are  only  those  items  which  rate  as 
original  contributions;  omitted  are  third- 
person  accounts  summing  up  Borodin’s 
presentations  at  purely  local  meetings. 
Republication  of  essentially  the  same  article 
in  another  journal  circulating  to  a different 
audience  is  indicated,  when  convenient, 
in  parentheses.  Articles  written  in  French, 
German,  or  Italian  are  cited  as  they  ap- 
peared; titles  of  entries  written  in  Russian 
are  translated  into  English: 
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Child  dental  care 

Children’s  teeth  should  last  their  entire  life- 
time, provided,  of  course,  that  they  have  been 
started  on  the  way  to  good  dental  health  at  a 
young  age.  Youngsters  should  have  their 
first  dental  examination  at  the  age  of  two  and  a 
half  to  three  years,  when  all  the  primary  teeth 
have  erupted. 

These  first  teeth  are  important  to  future 
dental  health.  Their  basic  function  is  to 
preserve  proper  space  for  permanent  teeth. 
If  the  primary  teeth  are  lost,  the  permanent 
teeth  often  emerge  crooked.  Poorly  aligned 
teeth  can  affect  appearance,  eating  habits,  and 
speech.  The  correction  of  this  disformity  can 
be  costly  as  well  as  time-consuming.  Emotional 
problems  can  occur  if  the  misshapen  teeth  are 
excessively  unsightly. 


* A Simplified  Method  for  Urinalysis  and  Determining 
Urea,  Koshlakov,  1880. 

* Analyse  d.  Pressthees  v.  Chankow,  Russ,  hygien.  Ges. 
Ber.,  1881. 
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A simplified  azotometric  method  for  measuring  urea  and 
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* Entries  so  marked  have  not  been  physically  inspected  but 
are  cited  by  Dianin*  and  others. 
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On  the  initial  dental  visit,  the  dentist  will 
check  for  any  signs  of  beginning  decay  and  other 
problems.  He  will  also  give  the  child  proper 
instructions  for  home  care.  Modern  dental 
treatment  is  relatively  painless,  and  usually  the 
child  will  not  develop  any  excessive  problems  as 
far  as  regular  visits  are  concerned. 

To  start  a child  on  a lifetime  of  good  dental 
health  at  home,  he  should  always  brush  his 
teeth  properly  after  meals  and  snacks.  Sweets 
should  be  cut  down  as  a major  factor  of  tooth 
decay.  Fluoridated  water  or  fluoridation  in 
another  form  is  also  a must. 

To  date,  dental  decay  is  the  most  prevalent 
disease  of  childhood.  About  50  per  cent  of  all 
two-year-olds  have  one  or  more  decayed  teeth 
and  three  or  more  by  the  time  they  start  school. 
A recent  Head  Start  program  revealed  that 
dental  care  was  the  preschool  child’s  most 
needed  health  service. 
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Necrology 


Stephen  A.  Chilian,  M.D.,  of  Terry,  Mon- 
tana, formerly  of  New  York  City,  died  on  Feb- 
ruary 3 at  the  age  of  eighty-two.  Dr.  Chilian 
graduated  in  1911  from  Columbia  University 
College  of  Physicians  and  Surgeons.  Retired, 
he  was  a Fellow  of  the  American  College  of 
Surgeons  and  a member  of  the  New  York 
Academy  of  Medicine,  the  New  York  Gastroen- 
terological Society,  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Stephen  F.  Gerde,  M.D.,  of  Freeport,  died  on 
January  27  at  the  age  of  seventy-one.  Dr. 
Gerde  received  his  medical  degree  from  the 
University  of  Budapest  in  1922.  He  was  an 
attending  physician  in  general  practice  at  South 
Nassau  Communities  Hospital,  Oceanside.  Dr. 
Gerde  was  a member  of  the  American  Academy 
of  General  Practice,  the  Nassau  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Benjamin  Frank  Glasser,  M.D.,  of  Jackson 
Heights,  died  on  January  30  at  the  age  of  sixty- 
seven.  Dr.  Glasser  graduated  in  1927  from 
Cornell  University  Medical  College.  He  was 
an  attending  physician  in  allergy  at  Queens 
Hospital  Center  and  St.  John’s  Hospital, 
Queens,  and  chief  allergist  at  Queens  Hospital 
Center  Outpatient  Department.  Dr.  Glasser 
was  a Fellow  of  the  American  College  of  Aller- 
gists and  a member  of  the  Medical  Society  of 
the  County  of  Queens,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American 
Medical  Association. 

Wilfred  Charles  Harding,  M.D.,  of  Jordan, 
died  on  January  19  at  the  age  of  seventy-one. 
Dr.  Harding  graduated  in  1920  from  Syracuse 
University  College  of  Medicine.  He  was  a 
member  of  the  Syracuse  Academy  of  Medicine, 
the  Onondaga  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

John  Paul  Jaffarian,  M.D.,  of  Troy,  died  on 
January  13  at  the  age  of  sixty-eight.  Dr. 
Jaffarian  graduated  in  1924  from  Boston  Uni- 
versity School  of  Medicine.  He  was  a con- 
sulting surgeon  in  general  practice  at  St.  Mary’s 
Hospital  of  Troy.  Dr.  Jaffarian  was  a Fellow 
of  the  International  College  of  Surgeons  and  a 
member  of  the  Rensselaer  County  Medical 
Society,  the  Medical  Society  of  the  State  of 


New  York,  and  the  American  Medical  Associa- 
tion. 

Edward  Liss,  M.D.,  of  New  York  City,  died  on 
January  30  at  The  Mount  Sinai  Hospital  at  the 
age  of  seventy-six.  Dr.  Liss  graduated  in  1912 
from  Columbia  University  College  of  Physicians 
and  Surgeons.  He  was  a member  of  the  Ameri- 
can Academy  of  Child  Psychiatry,  the  American 
Psychiatric  Association,  the  American  Psycho- 
analytic Association,  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

John  J.  McShane,  M.D.,  of  Springfield 
Center,  died  on  January  9 at  the  age  of  seventy- 
eight.  Dr.  McShane  graduated  in  1910  from 
Albany  Medical  College.  He  was  a member  of 
the  Otsego  County  Medical  Society,  the  Medi- 
cal Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

John  Russell  Randolph,  M.D.,  of  New  York 
City,  died  on  January  26  at  University  Hospital 
at  the  age  of  sixty-six.  Dr.  Randolph  gradu- 
ated in  1925  from  the  University  of  Vermont 
College  of  Medicine.  He  was  an  assistant 
attending  roentgenologist  at  Harlem  Hospital. 
Dr.  Randolph  was  a Diploma te  of  the  American 
Board  of  Radiology  and  a member  of  the  New 
York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

George  Francis  Reed,  M.D.,  of  Troy,  died  on 
December  11,  1966,  at  the  age  of  sixty-six. 
Dr.  Reed  graduated  in  1926  from  Albany  Medi- 
cal College.  He  was  a member  of  the  Rens- 
selaer County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Leo  S.  Sacharoff,  M.D.,  of  New  York  City, 
died  at  his  home  in  Glen  Ridge,  New  Jersey,  on 
January  31  at  the  age  of  seventy-three.  Dr. 
Sacharoff  graduated  in  1919  from  Columbia 
University  College  of  Physicians  and  Surgeons. 
He  was  a member  of  the  Industrial  Medical 
Association,  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Julius  Schwarz,  M.D.,  of  Monticello,  died 
on  February  10,  1966,  at  the  age  of  sixty-eight. 
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Dr.  Schwarz  received  his  medical  degree  from 
the  University  of  Vienna  in  1924.  He  was  an 
attending  staff  physician  at  Monticello  Hos- 
pital and  an  attending  surgeon  at  Liberty 
Maimonides  Hospital.  Dr.  Schwarz  was  a 
member  of  the  Sullivan  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Milton  Irving  Strahl,  M.D.,  of  Great  Neck, 
died  on  February  5 at  his  home  at  the  age  of 


Pigmentary  retinopathy  and 
thioridazine  administration 


When  a patient  who  had  been  getting  700 
mg.  of  thioridazine  (Mellaril)  four  times  a day 
for  fifteen  days  showed  signs  of  visual  disturb- 
ance, she  was  referred  to  the  ophthalmology 
clinic  where  it  was  found  that  her  fundi  showed 
the  diffuse  pigmentation  reported  elsewhere  in 
patients  on  high  thioridazine  dosage.  This 
finding  inspired  an  examination  which  was  re- 
ported in  a recent  issue  of  the  American  Journal 
of  Psychiatry  by  V.  Hagopian,  M.D.,  D.  B. 
Stratton,  M.D.,  and  R.  D.  Busiek,  M.D. 
Examined  were  all  patients  who  had  received 
this  drug  during  the  year,  a total  of  164.  Four 
more  cases  of  pigmentary  retinopathy  were 
discovered.  The  5 patients  occurred  in  a group 
of  8 who  were  receiving  dosages  of  more  than 
1,800  mg.  of  thioridazine  daily.  No  ophthal- 
mologic changes  were  observed  in  any  patient 


seventy-seven.  Dr.  Strahl  graduated  in  1912 
from  Eclectic  Medical  Institute  of  New  York, 
Rochester.  Retired,  he  had  been  a consulting 
roentgenologist  at  Unity  Hospital,  Brooklyn. 
Dr.  Strahl  was  a member  of  the  Radiological 
Society  of  North  America,  Inc.,  the  Pan-Ameri- 
can Medical  Association,  the  Radiological 
Society  of  New  York  State,  the  Medical 
Society  of  the  County  of  Kings,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 


on  a smaller  dosage.  All  5 of  these  patients 
were  severely  disturbed  and  probably  had  been 
unable  to  report  any  subjective  symptoms 
which  they  may  have  been  experiencing  such  as 
brownish  coloration  of  vision  and  decreased 
night  vision. 

The  fundus  changes  were  still  present  eighteen 
months  after  discovery  in  all  5 patients.  The 
changes  consisted  mainly  of  small  (1  mm.  under 
direct  ophthalmoscopy)  pigment  deposits  with 
feathery  edges.  A circular  area  limited  hori- 
zontally by  the  lateral  edge  of  the  disk  and  the 
medial  margin  of  the  macula  appeared  to  be 
uninvolved.  The  rest  of  the  visualized  retina 
was  quite  uniformly  affected,  however.  In  1 
case  the  pigment  clumps  were  somewhat  larger 
and  more  irregular  than  those  in  the  other  4 
cases.  Retinitis  pigmentosa  was  dismissed  as  a 
possibility  because  there  were  no  blood  vessel 
changes,  no  family  history,  nothing  resembling 
“bone  corpuscle”  formation,  and  no  retinal 
changes  on  previous  examination.  Before  thi- 
oridazine was  used  at  this  facility,  no  cases  of 
pigmentary  retinopathy  had  been  discovered. 
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INFLAMMATION 


A cellular 


A SYNTEX  REPORT  based  on  recently 
developed  hypotheses  about  topical  cor- 
ticosteroids, including  the  cellular 
theories  of  inflammation  by  Thomas  F. 
Dougherty,  Ph  D.,  University  of  Utah. 

You  are  looking  at  a fibroblast  fight- 
ing for  life.  This  cell  — one  of  the 
most  common  found  in  connective 
tissue  — has  literally  been  poisoned 
by  cytotoxins  released  from  other 
cells  that  have  ruptured.  Soon,  if  the 
abnormal  activity  of  this  fibroblast 
does  not  cease,  it,  too,  will  rupture 
and  die  — one  more  casualty  in  the  in- 
flammatory wave  of  destruction  pre- 
cipitated by  injury. 

/ Until  a short  time  ago  no  one  had 
ever  witnessed  such  a scene  at  the 
cellular  level.  Now,  through  ad- 
vanced cinemicrographic  techniques, 
it  is  possible  to  view  and  photograph 
the  inflammatory  process  as  pro- 
duced experimentally  in  living  ani- 
mal tissue.  This  method  permits  new 
insight  into  the  mechanism  of  inflam- 
mation and  the  role  of  corticoster- 
oids in  therapeutic  management. 
Equally  important,  these  techniques 
shed  new  light  on  factors  that  may 
make  one  corticosteroid  more  effec- 
tive than  another  — factors  that  can 
be  correlated  with  other  chemical, 
biologic,  and  clinical  parameters. 


Visual  evidence  of  how 
corticosteroids  influence 
the  inflammatory  reaction 

Working  with  phase-contrast  cine- 
micrography  on  living  animal  tissue, 
Doctors  Thomas  E Dougherty  and 
David  Berliner  of  the  University  of 
Utah  College  of  Medieine  have  actu- 
ally filmed  cellular  events  that  occur 
during  the  inflammatory  reaction. 
This  remarkable  study*  and  addi- 
tional work  by  these  investigators,  as 
well  as  by  others,  have  established  a 
new  theoretical  biologic  basis  for  the 
antiinflammatory  effect  of  the  corti- 
costeroids. (It  must  be  noted  that 
other  theories,  such  as  the  lysosome 
or  so-called  “suicide  bag”  theory, 
have  been  postulated,  although  it  is 
quite  likely  that  there  are  more 
similarities  than  differences  among 
the  various  theoretical  models.) 

The  inflammatory  wave 
of  destruction 

In  this  investigation  an  injurious  in- 
jection of  gelatin  is  used  to  set  off  an 
inflammatory  reaction  in  living 
mouse  tissue.  What  follows  is  a wave 
of  destructive  cellular  activity  that 
comprises  the  inflammatory  re- 
sponse to  injury.  Mast  cells  (which 
contain  heparin,  serotonin  and  hista- 
mine) take  up  water,  swell  and  rup- 
ture, releasing  their  contents,  which 
are  toxic  outside  the  mast  cell  wall. 
These  toxins,  in  turn,  cause  disinte- 
gration of  other  cells  (such  as  fibro- 
blasts) and  the  release  of  additional 
toxic  material.  Capillaries,  too,  take 
up  water  and  leak  unformed  blood 
elements,  causing  edema.  And  poly- 
morphonuclears,  lymphocytes  and 
perithelia!  cells  invade  the  inflamed 
site.  As  a result  of  all  these  changes, 
the  cellular  environment  reaches  a 
state  of  turmoil. 


Phase-contrast  microscopy  showing 
mast  cell  before  injury. 


Mast  cell  (after  injury)  has  broken  up 
and  released  cytotoxins. 


How  corticosteroids 
change  the  picture 

Corticosteroids  appear  to  virtually 
stop  the  abnormal  cellular  activity 
that  constitutes  the  inflammatory  re- 
action. This  permits  the  body’s  na- 
tural resources  to  clear  up  the 
inflamed  area  and  repair  the  dam- 
aged tissue.  This  interpretation  is 
supported  by  the  fact  that  when  the 
injurious  gelatin  solution  is  injected 
simultaneously  with  a corticosteroid 
— Synalar  (fluocinolone  acetonide)  — 
the  inflammatory  pattern  simply 
does  not  develop. 


Pibroblast  in  high  state  of  activity,  much 
distorted. 


Mast  cells  showing  effects  of  cortico- 
steroid action:  cells  are  normal  in  size, 
shape  and  activity. 


In  summarizing  his  study  Doctor 
Dougherty  states:  “...we  also  feel 
this  work  may  explain  why  one  corti- 
costeroid helps  a patient  more  rap- 
idly and  effectively  than  another.  If 
it  does,  it  is  because  one  corticoster- 
oid is  the  fastest,  most  effective  in- 
hibitor of  the  series  of  inflammatory 
events  at  the  tissue  level.” 


*A  New  View  of  Corticosteroid  Action  in  In- 
flammatory Dermatoses,  a film  based  on  this 
study,  is  now  available  from  your  Syntex 
representative. 


See  last  page  for  contraindications,  precautions,  side  effects  anddosage 


How  advances  in 
temical  design 
\ave  achieved 
greater 

steroid  potency 


The  chemical  modification  of  corti- 
costeroid molecules  from  the  advent 
of  hydrocortisone  to  the  develop- 
ment of  Synalar  (fiuocinolone  ace- 
tonide)  is  a prime  example  of  how 
biochemists  can  “design”  to  increase 
therapeutic  activity  and  minimize 
undesirable  side  actions.  Below,  for 
example,  we  see  the  important 
changes  that  were  made  in  reference 
to  the  hydrocortisone  molecule  to 
produce  fiuocinolone  acetonide,  one 
of  the  most  active  of  all  topical  corti- 
costeroids. As  a result,  a 0.01%  prep- 
aration of  Synalar  (fiuocinolone 
acetonide)  has  been  reported  to  do 
the  work  of  a 1%  hydrocortisone 
product  containing  100  times  more 
cortiscosteroid.  And  it  can  often  do 
it  more  effectively. 


CH20H 

i=o 


Fiuocinolone  Acetonide 
(Synalar) 


□ a double  bond  between 
carbons  1 and  2 

□ fluorine  substitutions 
at  both  the  6-a. 

and  the  9-a  positions 
O the  addition  of  the 
acetonide  at  the  16-a. 
17 -a  positions, 
thus  providing 
one  of  the  most  potent 
topical  corticosteroids 
available. 


How  bioassay  tests  are 
used  to  “predict” 
therapeutic  potential 

Biologic  assays  are  another  tool  used 
by  researchers  to  help  establish  the 
relative  activity  of  corticosteroids. 
To  date  no  single  method  of  assaying 
corticosteroid  activity  has  emerged 
as  the  ideal  “yardstick”  for  predict- 
ing therapeutic  potential.  Taken  to- 
gether, however,  these  methods  have 
proved  useful.  When  such  tests  are 
run  on  various  corticosteroids,  a defi- 
nite order  of  corticosteroid  activity 
becomes  evident.  Compounds  with 
the  highest  order  of  activity  may  be 
expected  to  merit  clinical  trial  to  es- 
tablish their  high  therapeutic  poten- 
tial. When  assayed  by  these  methods, 
fiuocinolone  acetonide  (Synalar) 
emerges  as  one  of  the  most  active 
topical  corticosteroids,  milligram  for 
milligram,  available  for  clinical  ap- 
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The  Thymus  Involution  Assay1'4 
is  run  on  adrenalectomized  rats.  The 
sizes  of  the  glands  are  measured,  and 
the  degree  of  involution  caused  by 
the  steroid  is  determined  as  an  indi- 
cation of  its  potency.  In  the  above 
photo,  the  comparative  involution  of 
thymus  glands  achieved  with  hydro- 
cortisone and  Synalar  (fiuocinolone 
acetonide)  is  shown.  Untreated  con- 
trols (A)  show  normal  size.  Group  B 

— injected  with  1,  2 and  4 mg.  of  hy- 
drocortisone—show  progressively 
smaller  thymuses  as  does  Group  C — 
injected  with  fiuocinolone  acetonide 

— but  with  only  1/ 500th  the  dose  of 
hydrocortisone. 
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The  Antigranuloma  Assay1'*  also 
utilizes  adrenalectomized  rats.  Gran- 
ulomas are  induced  by  subcutaneous 
implantation  of  cotton  pellets  on 
either  side  of  the  thorax.  The  degree 
of  granuloma  inhibition  achieved  by 
a steroid  reflects  its  potency.  The 
above  photo  shows  the  inhibition  of 
granuloma  formation  achieved 
with  hydrocortisone  and  Synalar 
(fiuocinolone  acetonide).  Untreated 
controls  (A)  show  large,  red  granu- 
lomas adhering  to  the  pellets.  Group 
B,  receiving  hydrocortisone  and 
Group  C,  receiving  fiuocinolone  ace- 
tonide, show  little,  if  any,  granuloma 
formation.  Fiuocinolone  acetonide 
produced  the  same  effect  as  hydro- 
cortisone with  only  1/ 500th  the  dose. 
This  assay,  as  well  as  the  thymus 
involution  assay,  measures  systemic 
rather  than  topical  corticosteroid  ac- 
tivity. Nevertheless,  results  by  these 
methods  correlate  well  with  other  as- 
says and  with  the  milligram  poten- 
cies of  topical  steroids  in  current 
clinical  use. 


Worldwide 
clinical 
experience 
confirms  the 
predictable 
therapeutic 
potential  of 
Synalar 

It  is  particularly  gratifying  that  the 
promise  of  the  advanced  chemical 
design  and  high  order  of  bioassay  ac- 
tivity of  Synalar  (fluocinolone  ace- 
tonide)  has  been  confirmed  by 
widespread  therapeutic  application. 
Indeed,  the  impressive  clinical  re- 
sponse rate  of  Synalar  has  been  docu- 
mented in  no  fewer  than  232  papers 
from  22  countries. 


Representative  Clinical  Results  with  Synalar* 
Efficacy  Documented  in  over  4,000  Patients 


Condition 

Number  of 
Publications 

Number  of 
Patients 

Significant 

Improvement! 

Contact 

Dermatitis 

27 

750 

713 

Eczematous 

Dermatitis 

21 

472 

409 

Seborrheic 

Dermatitis 

18 

442 

426 

Atopic 

Dermatitis 

24 

460 

426 

Psoriasis 

36 

1,699 

1,510 

Neurodermatitis 

18 

351 

324 

Total 

144 

4,174 

3,808 

^Complete  bibliography  on  request.  tExpressed  by  the  authors  as  excellent,  very  good, 

good,  complete  remission  of  inflammation,  etc. 


Prescribing  Information 
For  initiation  of  therapy:  Cream  0.025%, 
5 and  15  Gm.  tubes,  425  Gm.  jars;  for 
emollient  effect:  Ointment  0.025%,  15 
Gm.  tubes;  for  maintenance  therapy: 
Cream  0.01%,  15  and  45  Gm.  tubes,  120 
Gm.  jars;  for  intertriginous  or  hairy 
sites:  Solution  0.01%,  20  cc.  and  60  cc. 
plastic  squeeze  bottles;  for  infected  in- 
flammatory dermatoses:  Neo-Synalar® 
Cream  (0.025%  fluocinolone  acetonide, 
neomycin  sulfate,  equivalent  to  0.35% 
neomycin  base),  5 and  15  Gm.  tubes. 
Contraindications:  Tuberculous,  fungal, 
and  most  viral  lesions  of  the  skin,  (in- 
cluding herpes  simplex,  vaccinia,  and 
varicella).  Not  for  ophthalmic  use.  Con- 
traindicated in  individuals  with  a his- 
tory of  hypersensitivity  to  any  of  the 
components.  Precautions:  Synalar  prep- 
arations are  virtually  nonsensitizing  and 
nonirritating.  However,  the  solution  may 
produce  burning  or  stinging  when  ap- 
plied to  denuded  or  fissured  areas.  In 
some  patients  with  dry  lesions,  the  solu- 
tion may  increase  dryness,  scaling  or 
itching.  While  topical  steroids  have  not 
been  reported  to  have  an  adverse  effect 
on  pregnancy,  the  safety  of  their  use  on 
pregnant  females  has  not  absolutely 
been  established.  Therefore,  they  should 
not  be  used  extensively  on  pregnant  pa- 
tients, in  large  amounts,  or  for  pro- 


longed periods  of  time.  Prolonged  use  of 
any  antibiotic  may  result  in  overgrowth 
of  nonsusceptible  organisms;  if  this  oc- 
curs, appropriate  therapy  should  be  insti- 
tuted. When  severe  local  infection  or 
systemic  infection  exists,  the  use  of  sys- 
temic antibiotics  should  be  considered, 
based  on  susceptibility  testing.  Side 
Effects:  Side  effects  are  not  ordinarily 
encountered  with  topically  applied  corti- 
costeroids. As  with  all  drugs,  however,  a 
few  patients  may  react  unfavorably  to 
Synalar  under  certain  conditions.  The 
neomycin  in  Neo-Synalar  Cream  rarely 
produces  allergic  reactions. 

References:  1.  Lemer,  L.  J.,  Bianchi,  A., 
Turkheimer,  A.  R.,  Singer,  F.  M.,  and 
Borman,  A.:  Anti-inflammatory  steroids:  po- 
tency, duration  and  modification  of  activities. 
Ann  NY  Acad  Sci  116:1071  (Aug.  27)  1964. 
2.  Idem:  Comparison  of  anti-granuloma,  thy- 
molytic  and  glucocorticoid  activities  of  anti- 
inflammatory steroids.  Proc  Soc  Exp  Biol 
Med  116:385  (June)  1964  . 3.  Ringler,  A.:  Ac- 
tivities of  adrenocorticosteroids  in  experimen- 
tal animals  and  man,  in  Dorfman,  R.  I.: 
Methods  of  hormone  research,  New  York, 
Academic  Press,  1964.  vol.  III.  pp.  234-280. 
4.  Gubersky,  V.  R.:  To  be  published. 


fluocinolone  acetonide  — an  original  steroid  from 
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For  inflammatory 
dermatoses... 
by  any  measure 
a topical  corticosteroid 
of  choice 

Synalar 

(fluocinolone 

acetonide) 

Milligram  for  milligram 
one  of  the  most  active  topical 
corticosteroids  available 

Rapid  and  predictable 
in  antiinflammatory  and 
antipruritic  activity 

Results  often  comparable  to 
those  of  systemic  corticosteroids 
with  fewer  hazards 
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give . . - 

so  more  will  live 

HEART  FUND 


Hemorrhage  and  epigastric  pain  are  the  most 
serious  symptoms  of  peptic  ulcer.  Probably 
20-25%  of  all  patients  experience  massive 
bleeding  at  some  time  or  other. 


Fergon  (Breon  Laboratories) 764 

Multivitamins 

Stresscaps 

(Lederle  Labs.,  Div.  Amer.  Cyanamid  Co.) 749 


After  3-6  weeks  treatment  with  ROMACH  tablets, 
the  ulcer  crater  shows  healing  81%  of  cases. 
A satisfactory  therapeutic  response  was  reported 
in  90%  of  the  cases.  Epigastric  pain  was  relieved 
in  92%  of  cases. 


Nasal  decongestants 

Dimetapp  (A.  H.  Robins  Company,  Inc.) 769 

Neo-Synephrine  (Winthrop  Laboratories) 747 

Nasal  decongestant-analgesics 

Sinutab  (Warner-Chilcott  Laboratories) 756-757 

Oral  contraceptives 

Norinyl  (Syntex  Laboratories) 754-755 


Topical  corticosteroids 

Synalar  (Syntex  Laboratories) 848,  849,  850,  851 

Topical  antibiotic-antiinflammatory 

Cordran  (Eli  Lilly  & Company) 780 

Tranquilizers 

Thorazine  (Smith  Kline  & French  Laboratories) 856 

Valium  (Roche  Laboratories) 2nd  cover-743 

Tranquilizer-analgesics 

Equagesic  (Wyeth  Laboratories) 774-775 


The  therapeutic  effective  ingredient  is  ROTERIZED 
bismuth  subnitrate  350  mg.  combined  with  stan- 
dard antacids.  No  acid  rebound,  no  adverse 
reactions,  no  contraindications. 


Dosage,  2 tablets  in  warm  water 
immediately  after  meals,  3 times 
daily.  Available  in  boxes  of  60,  150, 
660  and  1000  tablets.  At  all  drug 
stores. 


ROR  Chemical  Co.,  2268  First  Ave.,  N.  Y.  10035 


Gentlemen: 


NYS-3 


Please  send  me  professional  samples  and  reprints  of 
published  articles. 

ROR  Chemical  Co.,  2268  First  Ave.,  New  York  10035 
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PHYSICIANS  WANTED 


ATTENTION:  IMMEDIATE  OPENING  FOR  PHYS1- 
cian  interested  in  Group  general  practice  in  Arizona. 
New  clinic  and  hospital  facilities.  No  investment  or 
equipment  necessary.  Industrial  connection  allows 
immediate  salary — $24,000  guaranteed.  Will  accept 
draft  eligible  physician.  Write:  Drawer  M,  Miami, 

Arizona. 


HOUSE  PHYSICIAN:  SMALL  ACCREDITED  COM- 

munity  hospital,  100  miles  from  N.Y.C.  Remuneration 
open.  Phone  or  write  Administrator,  Monticello  Hospital, 
Monticello,  N.Y.  Tel:  (914)  794-5000. 


OPPORTUNITY  FOR  CAREER  IN  OCCUPATIONAL 
medicine  with  large  corporation.  Multiple  locations. 
Salary  plus  fringes.  Immediate  openings  for  physicians 
with  industrial  experience,  two  general  practitioners,  and 
two  with  training  in  industrial  medicine.  Give  short 
resume.  Box  480.  % NYSJM. 


LONG  ISLAND,  NASSAU  COUNTY  GENERAL  PRAC- 
tice  group  needs  associate;  no  investment  needed.  Salary 
to  start,  partnership  in  one  year  if  compatible.  (516) 
PY  8-8011. 


GENERAL  PRACTITIONER  URGENTLY  NEEDED 
in  Alaska  church-related  hospital.  Full  time  salary 
basis.  Apply  Miss  Emma  Burris,  Room  1445,  475 
Riverside  Drive,  New  York,  N.Y.  10027. 


ANESTH.  FOR  SURG.,  OR  OBS.,  NIGHTS  AND  WEEK- 
ends,  Queens.  N.Y.  State  license  required.  H.  Berger, 
M.D.,  St.  John’s  Hosp.,  Queens,  (212)  IL  7-1300. 


OPPORTUNITY  UNLIMITED  FOR  GENERAL  PRAC- 
tice  in  prosperous  suburb  of  Kansas  City,  Missouri.  Dis- 
card the  problems  of  hospital  privileges  and  sufficient 
patients.  Association  in  practice  or  own  office  suite  avail- 
able. Kansas  community  provides  good  schools,  complete 
recreational  and  cultural  facilities.  Write:  D.  J.  Smith, 

M.D.,  8600  W.  95th  St.,  Overland  Park,  Kansas  66212. 


400  BED  COMMUNITY  HOSPITAL  DESIRES  BOARD 
qualified  internists  and  general  surgeons  to  work  as  post- 
residency house  physician.  Position  is  new,  salary  excel- 
lent. One  year  contract  and  no  outside  practice.  Position 
starts  June  and  July  1967.  Call  Personnel,  Mercy  Hos- 
pital, Monday  through  Friday,  1 to  4 p.m.,  (516)  RO  4-4400. 


INTERNIST  OR  FAMILY  PHYSICIAN  FOR  MEDICAL 
group,  suburb  New  York  City.  Initial  contract  leading  to 
partnership.  Starting  salary  up  to  $19,000.  Include  com- 
plete curriculum  vitae  in  reply.  Box  525,  % NYSJM. 


PEDIATRICIAN  FOR  MEDICAL  GROUP,  SUBURB 
New  York  City.  Initial  contract  leading  to  partnership. 
Starting  salary  up  to  $19,000.  Include  complete  curricu- 
lum vitae  in  reply.  Box  526,  % NYSJM. 


PHYSICIANS  WANTED — CONT’D 


GENERAL  PRACTITIONER  OR  PEDIATRICIAN. 
Summer  months,  June  28  to  Aug.  7;  3 or  4 week  sections, 
5 or  6 days  per  wk,  until  4 p.m.  Room  and  meals;  $45 
per  diem.  New  York  license  required.  General  con- 
sultation and  first  aid  for  under-privileged  children  and 
mothers,  on  board  The  Floating  Hospital.  Leaves  East 
23rd  St.,  N.Y.C.,  8:30  a.m.  daily.  St.  John’s  Guild,  1 
East  42nd  St.,  New  York  City  10017. 


INTERNIST  WANTED  TO  ASSOCIATE  WITH  BOARD 
internist,  G.I.  subspecialty,  36  yrs.  old,  in  Queens,  N.Y. 
D.  T.  Beer,  M.D.,  GR  1-7010. 


INTERNIST  WANTED:  BERGEN  COUNTY,  NORTH 

Jersey.  Suburban  area  30  minutes  from  Manhattan  with 
10  physicians,  no  internists.  Excellent  staff  facilities. 
Modern  home-office  available.  Unusual  opportunity. 
Box  531,  % NYSJM. 


RADIATION  THERAPY  NEEDS  MORE  PHYSICIANS. 
Major  Pittsburgh  institution  offers  unique  opportunity 
for  training  in  radiation  therapy,  leading  to  Board  cert- 
ification. Position  open  to  physicians  in  general  practice 
and  to  physicians  with  training  in  internal  medicine, 
pathology  and  allied  specialties.  Salary  commensurate 
with  number  of  dependents,  age  and  experience.  Contact 
John  Frich,  M.D.,  Department  of  Radiation  Therapy, 
Allegheny  General  Hospital,  Pittsburgh,  Pa.  15212. 


RADIOLOGIST,  PART  TIME.  WEEKENDS  AND 
some  weekdays  at  busy  200  bed  hospital.  Interested 
parties  should  call  M.  Baker,  M.D.,  Franklin  General 
Hospital,  Valley  Stream,  L.I.,  N.Y.  Phone:  (516) 

825-8800,  ext.  223. 


OTOLARYNGOLOGIST:  PARTNERSHIP  WITH  TWO 
Board  otolaryngologists  to  help  with  the  work  load  and 
allow  more  leisure  time.  Full  range  of  otological  work  in 
3 good  hospitals.  Immediate  partnership  on  percentage 
with  first  year  minimum  guaranteed.  Location — Utica, 
foot  of  Adirondacks;  good  suburbs,  good  schools,  two 
colleges,  excellent  art  museum.  A pleasant  place  to  live 
and  bring  up  a family.  Drs.  Gruppe  & Platt,  1705 
Genesee  St.,  Utica,  N.Y.  13501. 


CHEST  PHYSICIAN  TO  HEAD  ASTHMA  CLINIC  AT 
teaching,  university-affiliated  hospital  in  Bronx.  Top 
salary.  Please  mail  curriculum  vitae  to  Box  532,  % 
NYSJM. 


PHYSICIANS  WANTED  — MALE  & FEMALE.  Li- 
censed, for  children’s  camps,  July-August.  Good  salary, 
free  placement.  350  member  camps.  Write  Dept.  P,  As- 
sociation Private  Camps,  55  West  42  St.,  New  York,  N. 
Y.  10036.  Phone  (212)  OX  5-2656. 


WANTED:  YOUNG  ASSOCIATE  FOR  ESTABLISHED 
practice  in  Otolaryngology.  Must  have  Boards,  or  be 
Board  eligible.  Queens  area,  New  York.  Contact 
Harold  Foster,  M.D.,  34-15  Parsons  Blvd.,  Flushing 
New  York.  Tel:  (212)  359-7507. 


CAMP  PHYSICIAN:  SPEND  A DELIGHTFUL  MONTH 
at  Pocono  Highland  Camps  for  children,  (in  the  Poconos), 
the  ultimate  in  private  camping.  Superb  medical  fa- 
cilities: 3 R.N.’s.  Special  arrangements  for  your  family. 
Write:  6528  Castor  Ave.,  Philadelphia,  Pa.  19149. 

Phone:  (215)  PI  5-5138. 
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POSITIONS  WANTED 


MEDICAL  ASSISTANTS  AND  SECRETARIES.  LAB- 
oratory  Techs.  Well  trained  and  highly  qualified  personnel 
(male  & female).  Phone  CH  2-2330  Ext.  6,  Placement 
Dept.,  or  write  Eastern  School  for  Physicians’  Aides,  Dept. 
69,  85  Fifth  Ave.,  New  York,  N.  Y.  10003.  (Founded 
1936  by  two  member  physicians.) 


DOCTORS  — DENTISTS  QEfin  Square  feet  in  new 
Professional  Space  0 JUU  Manhattan  Residental 
Complex 


Ideal  for  group 
Will  partition  to  suit 
Also  1,000  sq.  ft.  unit  avail. 


SEPARATE 

ENTRANCE 


Call  Mr.  A.  Grodd  SW  5-9300 

1365  St.  Nicholas  Avenue 


REAL  ESTATE  FOR  SALE  OR  RENT 


EQUIPMENT 


TOC  SLIT-LAMP.  (CORNEAL  MICROSCOPE).  LIKE 
new.  For  sale — best  offer.  Arnold  S.  Breakey,  M.D.,  708 
Park  Avenue,  New  York,  New  York  10021.  RH  4-5452 


NEW  YORK  DUTCHESS  COUNTY:  NEW  MEDICAL 
building  in  Wappingers  Falls,  Poughkeepsie  area,  occupied 
by  D.D.S.,  orthodontist,  and  Ob-Gyn.  Office  available 
for  all  specialties.  Critical  physician  shortage  because  of 
population  explosion.  Address:  Martin  Rabin  D.D.S.,  65 
South  Clinton  St.,  Poughkeepsie.  N.  Y.  (914)-454-0322 


PRACTICES  FOR  SALE  OR  RENT 


EASTERN  QUEENS  HOME/OFFICE  FOR  SALE 
Ranch,  3 bedrooms,  central  air  conditioning,  5 room  oak 
paneled  office,  independent  entrance.  Deep  lot.  Very 
economical,  existing  mortgage.  Price  mid  30’s;  open  to 
offer.  Phone:  (212)  FI  7-4713. 


WESTCHESTER  OPHTHALMOLOGY  PRACTICE  FOR 
sale.  Fully  equipped  office  with  modern  equipment  and 
furniture.  Location:  Harrison,  N.Y.,  in  air  conditioned, 
medical  building.  (914)  835-3611,  or  Box  530,  % NY- 
SJM. 


INTERNAL  MEDICINE  AVAILABLE  WHENEVER 
convenient.  Growing  practice  in  city  of  400,000.  High 
employment,  good  collection  area.  Air-conditioned  office 
in  professional  building  with  off-street  parking.  For 
sublease,  available  together  with  or  separately  from 
practice  and/or  equipment  and  furnishings.  Reasonable 
terms.  Box  3870,  Rochester,  New  York. 


MISCELLANEOUS 


ELECTROLYSIS:  PUT  YOURSELF  IN  OUR  HANDS 
with  confidence.  Superfluous  hair  removed  permanently 
without  scars.  No  case  too  small,  no  case  too  far  advanced. 
Special  attention  and  care  given  to  young  girls.  Free 
consultation,  by  appointment.  Lucille  Bouchard,  R.  I.  li- 
cense, 174  East  82nd  Street.  New  York  .N.  Y.  RE  7-1066. 


BILLS  COLLECTED— ABUSE  IS  RULED  OUT— 
tactful  yet  successful— 40  years  of  top  service  to  doctors 
and  hospitals — Mail  billhead  for  details.  Crane  Dis- 
count Corp.,  220  W.  42nd  St.,  New  York,  N.Y.  10036 
LO  5-2943. 


TELEFUNKEN  DICTATING  MACHINE  AND  Ac- 
cessories, as  new,  $225.00.  Will  also  have  available  a 
Uher  Universal  dictating  machine  with  room  to  room 
extensions.  Joseph  A.  Fahey,  M.D.,  5 East  Parade 
Circle,  Buffalo,  New  York  14211.  TX  2-5040. 


FOR  SALE:  CATSKILL,  NEW  YORK.  DUE  TO  RE- 

tirement,  large  colonial  brick  home  with  five  room  office 
suite  attached.  In  excellent  location.  Forty  year  practice, 
good  will,  goes  with  home  and  office.  Very  excellent  oppor- 
tunity with  modern  100-bed  hospital  one  mile  from  office. 
Doctor  shortage  acute.  Box  527,  % NYSJM. 


PORT  CHESTER  (WESTCHESTER):  NEW  AIR  CON- 
ditioned  offices  available.  Self-contained  floor  of  profes- 
sional suites,  private  entrance  and  lobby,  adjoining  new 
prestige,  fully  occupied  108-family  apartment  building. 
Convenent  location  on  bus  line,  near  parkways  and  R.R. 
station.  Reserved  doctor’s  parking,  ample  patient  park- 
ing. The  Windsor,  388  Westchester  Ave.  (914)  WE 
9-3419  or  (eves)  914  GR  2-1814. 


PEDIATRICIAN’S  OFFICE  FOR  RENT.  COMPLETELY 
furnished,  including  patient’s  records.  Established  prac- 
tice 16  years.  Contact:  C.  J.  Tanner,  M.D.,  823-3689. 


JAMAICA,  N.Y.  CENTRAL  LOCATION,  AIR-CONDI- 
tioned  ground  floor  office,  650  sq.  ft.  Small  professional 
building;  private  parking.  Ideal  medical  and/or  dental 
specialist.  Convenient  Mary  Immaculate,  Queens  Hos- 
pital Center,  Hillcrest  Hospital.  Municipal  parking, 
subway,  and  bus  terminal  within  two  blocks.  Medicaid 
potential.  Call  Dr.  Harris:  RE  9-7266. 


ARMONK,  NEW  YORK:  600  SQ.  FT.  IN  OFFICE- 

professional  bldg,  ready  for  occupancy  April  1st.  For 
further  information,  please  contact  Dr.  Jerome  E.  Light, 
39  Maple  Ave.,  Armonk,  N.Y.  10504,  or  call  (914)  273- 
8295. 
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Look  how  many  ways 

Thorazine' 

brand  of 

chlorpromazine 

can  help 


Tranauiiizer 

Potentiator 

Antiemetic 

Agitation 

• 

Alcoholism 

• 

• 

Anxiety 

• 

Cancer  patients 

• 

• 

• 

Severe 

neurodermatitis 

• 

Drug  addiction 
withdrawal  symptoms 

• 

• 

Emotional  disturbances 
(moderate  to  severe) 

• 

Nausea  & vomiting 

• 

• 

Neurological  disorders 

• 

Obstetrics 

• 

• 

• 

Pain 

• 

• 

• 

Pediatrics 

• 

• 

• 

Porphyria 

• 

• 

Psychiatric  disorders 

• 

Hiccups— refractory 

• 

Senile  agitation 

• 

Surgery 

• 

• 

• 

Tetanus 

• 

• 

‘Thorazine’  is  useful  as  a specific  adjuvant  in  the  above 
named  conditions. 

The  following  is  a brief  precautionary  statement.  Before  prescrib- 
ing, the  physician  should  be  familiar  with  the  complete  prescrib- 
ing information  In  SK&F  literature  or  PDR.  Contraindications: 
Comatose  states  or  the  presence  of  large  amounts  of  C.N.S. 
depressants.  Precautions:  Potentiation  of  C.N.S.  depressants 
may  occur  (reduce  dosage  of  C.N.S.  depressants  when  used 
concomitantly).  Antiemetic  effect  may  mask  other  conditions. 
Possibility  of  drowsiness  should  be  borne  in  mind  for  patients 
who  drive  cars,  etc.  In  pregnancy,  use  only  when  necessary  to 
the  welfare  of  the  patient.  Side  Effects:  Occasionally  transitory 
drowsiness;  dry  mouth;  nasal  congestion;  constipation;  amenor- 
rhea; mild  fever;  hypotensive  effects,  sometimes  severe  with 


I.M.  administration;  epinephrine  effects  may  be  reversed;  derma- 
tological reactions;  parkinsonism-like  symptoms  on  high  dosage 
(in  rare  instances,  may  persist);  weight  gain;  miosis;  lactation 
and  moderate  breast  engorgement  (in  females  on  high  dosages); 
and  less  frequently  cholestatic  jaundice.  Side  effects  occurring 
rarely  include:  mydriasis;  agranulocytosis;  skin  pigmentation, 
lenticular  and  corneal  deposits  (after  prolonged  substantial 
dosages). 

For  a comprehensive  presentation  of  ‘Thorazine’  prescribing 
information  and  side  effects  reported  with  phenothiazine  deriv- 
atives, please  refer  to  SK&F  literature  or  PDR. 

Smith  Kline  & French  Laboratories 
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when  it  counts... 

Chloromycetin*  !?. 

(chloramphenicol) 

i 1 \ / 

PARKE-DAVIS  ^ 

PARKE.  DAVIS  i COMPANY.  Detroit,  Michigan  48132  U 


Complete  information  for  usage 
available  to  physicians  upon  request. 


why  wonder  about  a drug 


when  you  know 

BECLOMYCIN 

DEMETHYLCHLOBTETRACVCLINE 
provides  high  activity  levels 


one  300  mg 
tablet  b.i.d. 


or 


one  150  mg 
capsule  q.i.d. 


Effective  in  a wide  range  of  everyday  infections— respiratory,  urinary  tract  and  others 
—in  the  young  and  aged— the  acutely  or  chronically  ill— when  the  offending  organ- 
isms are  tetracycline-sensitive. 

Contraindication— H istory  of  hypersensitivity  to  demethylchlortetracycline. 
Warning—  In  renal  impairment,  usual  doses  may  lead  to  excessive  systemic  ac- 
cumulation and  liver  toxicity.  Under  such  conditions,  lower  than  usual  doses  are 
indicated  and,  if  therapy  is  prolonged,  serum  level  determinations  may  be  advis- 
able. A photodynamic  reaction  to  natural  or  artificial  sunlight  has  been  observed. 
Small  amounts  of  drug  and  short  exposure  may  produce  an  exaggerated  sunburn 
reaction  which  may  range  from  erythema  to  severe  skin  manifestations.  In  a 
smaller  proportion,  photoallergic  reactions  have  been  reported.  Patients  should 
avoid  direct  exposure  to  sunlight  and  discontinue  drug  at  the  first  evidence  of 
skin  discomfort. 

Precautions  and  Side  Effects— Overgrowth  of  nonsusceptible  organisms  may  occur. 
Constant  observation  is  essential.  If  new  infections  appear,  appropriate  measures 
should  be  taken.  Use  of  demethylchlortetracycline  during  tooth  development  (last 
trimester  of  pregnancy,  neonatal  period  and  early  childhood)  may  cause  discolora- 
tion of  the  teeth  (yellow-grey-brownish).  This  effect  occurs  mostly  during  long-term 
use  but  has  also  been  observed  in  short  treatment  courses.  In  infants,  increased 
intracranial  pressure  with  bulging  fontanels  has  been  observed.  All  signs  and 
symptoms  have  disappeared  rapidly  upon  cessation  of  treatment.  Side  reactions 
include  glossitis,  stomatitis,  proctitis,  nausea,  diarrhea,  vaginitis  and  dermatitis.  If 
adverse  reaction  or  idiosyncrasy  occurs,  discontinue  medication  and  institute 
appropriate  therapy.  Anaphylactoid  reactions  have  been  reported. 

Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or  300  mg  b.i.d.  Should  be  given  1 hour 
before  or  2 hours  after  meals,  since  absorption  is  impaired  by  the  concomitant 
administration  of  high  calcium  content  drugs,  foods  and  some  dairy  products. 
Capsules:  150  mg;  Tablets:  film  coated,  300  mg,  150  mg,  and  75  mg  of  demethyl- 
chlortetracycline HCI. 


LEDERLE  LABORATORIES, 

A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 
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Chloromycetin* 
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PARKE.  DAVIS  i COMPANY.  Dtlroil.  Michigan  *823} 

Complete  information  for  usage 
available  to  physicians  upon  request. 

0I3CS 


Don’t  delegate 
your  authority 
in  the  choice 
of  drugs 


Generic  prescribing  allows  a third  party  to  choose  for  you.  This 
does  not  of  necessity  ensure  therapeutic  effectiveness  or  lowest 
patient  cost. 

You  can  prescribe  the  quality  and  purity  of  ACHROMYCIN®  V 
Tetracycline-Lederle  at  a cost  that  is  within  pennies-a-day  of  the 
low-priced  generic  tetracycline. 

When  you  prescribe  tetracycline,  write  ACHROMYCIN  V.  It’s 
good  policy,  good  medicine  and  good  economy,  all  in  one  pre- 
scription. LEDERLE  LABORATORIES,  A Division  of  American 
Cyanamid  Company,  Pearl  River,  New  York. 

ACHROMYCIN  V 

TETRACYCLINE-LEDERLE 


C''-: 


The  Proof  of  Excellence  is  in  the  Performance 


> APR  1 1367  C APRIL  1 / 1967 


Scientific 

Articles 


Radioactive  Isotopes  in  LatJoratory  Medicine 


. . . Warren 

Psychoneurologically  Impaired  Child Rossi 

Problem  of  Accidents  to  Preschool  Child  . . . Fontana 
Effect  of  Dicyclomine  Hydrochloride  on  Narrow- Angle 
Glaucoma  Chalfin 


897 

902 

913 

917 


Advances 


Current  Trends  in  Bronchial  Asthma,  Part  I . Siegal  921 


Case  Reports 


Intestinal  Perforation  and  Fracture  Caused  by  Lap-type  930 

Seat  Belt Haddad  and  Zickel 

Hourglass  Gallbladder Blair  and  Hughes  933 

Compound  Presentation  of  Fetus  936 

. . . Weissberg  and  Weingold 

Cardia  Arrhythmias  in  Myotonic  Dystrophy  940 

. . . Rosenthal  and  Chaffee 


History 


Yale,  Pennsylvania,  and  Founding  of  American  Medical  946 
Association Link 


Special  Articles 


Long  Road  to  Nirvana Pelner  952 

Lawmen,  Medicine  Men,  and  Good  Samaritans  957 


. . . Foster 


Billsbord 


Serenadings  by  “Camp  Cat” 


Carson  963 


Editorials 


Feeding  astronauts  in  flight;  Medical  semantics;  A 891 
dual  purpose 


► 


Complete  Table  of  Contents:  pages  860,  862 


Set  the  example-use  seat  I scm  va  !TT  'f 

r ‘Q.S  VUZZ  S 61 

ST/oT  «indi©p*T-Pld  J° 

,sut2toj E^ijd  &2©noo  sq:*  J.0  AuuaqT'i 


THE  TABLET^H 
TAKES  THE  WHEEZE 
OUT  OF  ASTHMA 


. . . and  is  so  well  tolerated.  Bronkotabs 

makes  breathing  easier  for  the  asthmatic.  Its  unique 
combination  of  ingredients  provides  fast,  sustained 
bronchodilation,  plus  expectorant  action  to  help  clear 
airways  of  tenacious,  spasm-triggering  phlegm.  “Effective 
expectoration  of  thinned  secretions. . . with  this  formulation 
has  been  most  encouraging.”1  Patients  stated,  “they  could 
‘cough’  easier  and  ‘get  the  stuff  up’  easier.”2  In  one  asthma 
prophylaxis  study,  excellent  to  good  response  was 
experienced  by  45  of  50  patients— 90%,  with  only  3 noting 
mild  side  effects.1 

BRONKOTABS* 


RECOMMENDED  DOSAGE:  One  tablet  every  3 or  4 hours,  not  to 
exceed  five  times  daily.  Children  over  six:  one  half  adult  dose. 
Dosage  should  be  adjusted  to  the  severity  of  the  condition  and 
response  of  the  individual  patient. 

PRECAUTIONS:  With  Bronkotabs  therapy,  sympathomimetic  side 
effects  are  minimal,  and  there  are  none  of  the  dangers  or  side 
effects  associated  with  steroid  therapy.  However,  frequent  or 
prolonged  use  may  cause  nervousness,  restlessness  or 
sleeplessness.  Bronkotabs  should  be  used  with  caution  in  the 
presence  of  hypertension,  heart  disease,  diabetes  or 
hyperthyroidism. 

SUPPLIED:  Bottles  of  100  scored  tablets. 

References:  1.  Siegel,  C.:  General  Practice  25:12  (Feb.)  1962. 

2.  Lipman,  W.:  Ann.  Allergy  19:1297  (Nov.)  1961. 


ASTHMA,  CHRONIC  BRONCHITIS,  EMPHYSEMA 


BREON  LABORATORIES  INC.  90  Park  Avenue,  New  York,  N.Y.  10016 


"All  Otolaryngologists  are  Alike" 


Just  look  at  them  and  you  can  see  how  much  they 
have  in  common.  Besides,  they  all  go  through 
pretty  much  the  same  training,  and  pass  the  same 
kinds  of  tests,  and  measure  up  to  the  same  sort 
of  standards.  Therefore,  all  otolaryngologists  are 
alike.  Right? 

Wrong!  But  that's  no  more  preposterous  than 
what  some  people  say  about  aspirin.  Namely:  since 
all  aspirin  is  at  least  supposed  to  come  up  to  certain 
required  standards,  then  all  aspirin  tablets  must 
be  alike. 

Bayer's  standards  are  far  more  exacting.  In  fact, 
there  are  at  least  nine  specific  differences  involving 
moisture  content,  purity,  potency  and  speed  of 


tablet  disintegration,  which  make  the  manufacture 
of  Bayer®  Aspirin  so  different. 

These  Bayer  standards  result  in  significant  prod- 
uct benefits,  including  gentleness  to  the  stomach 
and  product  stability,  that  enable  Bayer  Aspirin 
tablets  to  stay  strong  and  gentle  until  they  are  taken. 

So  next  time  you  hear  someone  say  that  all 
aspirin  tablets  are  alike,  you  can  say,  with  confi- 
dence, that  "it  just  isn't  so." 

You  might  also  say  that  all  otolaryngologists 
aren't  alike,  either. 
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NOW-the  nutritional  supplement  that 
recognizes  the  child’ s special  need 12,3 
to  maintain  an  adequate  iron  intake 
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Iron  balance  is  precarious  throughout  childhood  due  to  the  metabolic  demands  of  rapid 
growth  and  body  development.12  3 The  three  to  six  year  old  is  predisposed  to  iron-poor 
nutritional  status  if  the  iron  intake  during  infancy  was  possibly  less  than  adequate.4  Even 
when  adequate  in  infancy,  growth  spurts  and  expanding  blood  volume  during  this  early  age 
make  the  body’s  demand  for  iron  equal  to  that  of  the  adult  male,5  and  frequently  greater 
than  is  provided  by  dietary  intake.  To  maintain  iron  equilibrium  and  avoid  drain  on 
iron  stores,  supplementary  iron  with  essential  vitamins0,7  deserves  consideration. 


Each  cherry-flavored 
chewable  tablet  contains: 

Requirements  < MDR ) by  Ages: 
2-6  6-12  Adults 

Vitamin  A 

5,000  U.S.P.  Units 

1.7 

1.7 

1.2 

Vitamin  D 

400  U.S.P.  Units 

1.0 

1.0 

1.0 

Vitamin  C (as  sodium  ascorbate)  ...  50  mg. 

2.5 

2.5 

1.7 

Niacinamide  

20  mg. 

4.0 

2.7 

2.0 

Vitamin  B,  (Thiamine) 

2 mg. 

4.0 

2.7 

2.0 

Vitamin  B2  (Riboflavin) 

2.5  mg. 

2.7 

2.7 

2.0 

Pyridoxine  HC1  (B.) 

1 mg. 

* 

* 

* 

Cyanocobalamin  ( B , , ) 

1 meg. 

* 

* 

* 

Iron  (Ferrous  Fumarate)  10  mg. 

*MDR  for  these  vitamins  has  not  been  determined. 

1.3 

1.0 

1.0 

“The  iron  required  for  growth3  8 during  infancy 
and  childhood  obviously  varies  with  the  rapidity 
of  growth  at  different  periods.  If  a normal  male 
has  0.5  gm  of  iron  in  his  body  at  birth  and  5 gm 
when  he  stops  growing  at  about  the  age  of  20,  he 
must  accumulate  during  these  20  years  roughly 
4.5  gm  of  iron,  or  225  mg  per  year,  or  an  aver- 
age of  approximately  0.6  mg  per  day.  Similarly, 
if  a normal  female  has  0.5  gm  of  iron  at  birth 
and  4 gm  when  she  stops  growing  at  about  the 
age  of  15,  she  must  have  accumulated  3.5  gm 


of  iron,  or  approximately  230  mg  per  year,  or  an 
average  of  approximately  0.6  mg  per  day.  For 
the  growing  child,  therefore,  approximately  0.6 
mg  of  iron  per  day  must  be  absorbed  over  and 
above  that  lost  or  excreted  in  order  for  a posi- 
tive balance  to  be  maintained.” 

For  additional  information  use 
coupon  on  opposite  page. 

MILES  LABORATORIES,  INC. 

Elkhart,  Indiana  46514 


Information  above  is  presented  for  physicians  only. 
©1966  Miles  Laboratories,  Inc. 


Choice  for  nutritional 
supplementation 


ONE-A-DAY®  Multiple  Vitamins  PLUS  IRON 

BRAND 


Each  tablet  provides: 

Vitamin  A 5,000  U.S.P.  Units 

Vitamin  D 400  U.S.P.  Units 

Vitamin  Bi  (Thiamine)  2 mg. 

Vitamin  B2  (Riboflavin)  2.5  mg. 

Vitamin  C (Ascorbic  Acid)  50  mg. 

Vitamin  Bs  (Pyridoxine) 1 mg. 

Vitamin  B12 1 microgram 

Niacinamide  20  mg. 

Calcium  Pantothenate**  1 mg. 

Iron  (Ferrous  Fumarate)  15  mg. 


Each  One-A-Day  (Brand)  Multiple  Vitamins  Plus 
Iron  tablet  supplies:  the  adult  Minimum  Daily 
Requirement  of  vitamin  D;  1 'A  MDR  of  vitamin 
A;  1%  MDR  of  vitamin  C;  2 MDR  of  vitamins 
B,  and  B2  and  Niacinamide,  and  1 Vi  the  MDR 
of  Iron. 

•♦The  need  in  human  nutrition  is  not  established. 

ONE-A-DAY®  Multiple  Vitamins 

BRAND 

For  daily  supplementation,  each  red  tablet  sup- 
plies the  same  vitamin  content  as  above  but  with- 
out iron. 

See  Physicians’  Desk  Reference  for  formulas 


Chewable  CHOCKS®  Multiple  Vitamins 

BRAND 


For  daily  supplementation,  each  soft,  fruit-fla- 
vored tablet  supplies  eight  essential  vitamins. 
May  be  chewed,  allowed  to  dissolve  in  mouth,  or 
crushed  and  placed  in  food  or  liquids. 

See  Physicians’  Desk  Reference  for  formulas 


Reference#:  1.  Beutler,  E.;  Fairbanks.  V.F.;  and  Fahey.  J.L.: 
Clinical  Disorders  of  Iron  Metabolism.  New  York.Grune  A Strat- 
ton. 1963.  2.  Moore,  C.V.-  Iron  and  the  Essential  Trace  Ele- 

ments, Chapter  10.  page  290.  In  Wohl.  M.G..  and  Goodhart. 
R.S.  (eds.):  Modern  Nutrition  in  Health  and  Disease.  3rd  edi- 
tion. Philadelphia,  Lea  & Febiger,  1964.  3.  Moore,  C.V.:  Iron 

Malnutrition,  Chapter  9,  page  329.  In  Jolliffe,  N.  (ed  ):  Clinical 
Nutrition.  2nd  edition.  New  York,  Hoeber-Harper,  1962.  4.  Edi- 
torial: Iron  deficiency  in  infants.  J.A.M.A.  195:175  March  7. 
1966.  5.  Recommended  Dietary  Allowances,  Sixth  Revised  Edi- 
tion, 1964.  A report  of  the  Food  and  Nutrition  Board,  National 
Academy  of  Sciences,  National  Research  Council,  Publication 
1146,  Washington.  D.C..  1964.  6.  Sebrell.  W.H..  Jr.:  Vitamins 
m modern  medicine,  page  80.  In  Symposium:  Nutrition  - current 
advances  with  clinical  applications.  Modern  Medicine  28:80  Aug- 
ust 1,  1960.  7.  Krehl,  W.A.,  and  Hodges.  R.E.:  The  interpreta- 
tion of  nutrition  survey  data.  Symposium  on  nutritional  status  of 
residents  of  the  U.S.A.  Am.  J.  Clin.  Nutrition  17:191-199  Octo- 
ber, 1965. 8.  Moore.C.V.:  Etiology  of  Iron-Deficiency  Anemia.  Iron 
m Clinical  Medicme.U. Calif.  Press.  Berkeley  and  LA.  1958,p.l39 
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Recent  Research  has  increasingly  defined  the  role  of  the 
individual  nutrients  in  human  nutrition  and  provided 
biochemical  measures  of  tissue  desaturation  far  in  advance  of 
frank  clinical  disease  or  even  of  preclinical  metabolic 
derangement.  Many  of  these  tests  are  becoming  standardized 
and  have  been  used  in  nutritional  surveys  over  the  world. 
Guides,  some  more  satisfactory  than  others,  have  been 
developed  for  their  interpretation.  This  brochure  brings  some 
of  these  together  in  one  place,  along  with  other  information 
on  the  evaluation  of  nutriture  and  of  dietary  intake  in  the 
individual  patient,  for  use  by  physicians. 


We  are  pleased  that  some  teaching  centers  and  medical 
groups  have  already  requested  multiple  copies.  Please  indicate 
on  the  card  below  how  many  brochures  we  should  send. 
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when  pain 
is  beyond 
the  reach 
of  simple 
analgesics 


TRANCO-GESIC  gives  your  patients  compre- 
hensive relief  of  mild  to  moderate  pain.  It 
extends  the  range  of  usefulness  of  aspirin  by 
dimming  pain  perception  and  also  reducing 
mental  and  physical  tension. 

Of  862  patients  who  were  treated  with  chlor- 
mezanone  and  aspirin  for  various  disorders, 
88%  experienced  excellent  or  good  pain 
relief.' 


TRANCO-GESIC  is  non-narcotic  and  is  free 
from  dangers  of  addiction,  habituation  or  de- 
pendence. Because  TRANCO-GESIC  is  so  well 
tolerated,  you  can  prescribe  it  for  anyone  who 
can  take  aspirin. 


TRANCO-GESIC 

tablets 

chlormezanoneioo  mg.  with  aspirin  300  mg. 

NON-NARCOTIC  ANALGESIC 


subdues  the  major 
contributors  to  pain: 

• pain  perception 

• mental  tension 

• muscle  tension-spasm 


Side  effects  have  been  minor.  Occasionally  gastric 
distress,  weakness,  sedation  or  dizziness  occur.  Re- 
versible cholestatic  jaundice  has  been  reported  on  rare 
occasions.  However,  in  4,653  patients  treated  with 
chlormezanone,  97.7%  had  no  side  effects.1 
Contraindications:  just  one:  sensitivity  to  aspirin. 

Dosage:  Adults  usually  2 tablets  three  or  four  times  daily; 

Children  (from  5 to  12  years),  1 tablet  three  or  four 
times  daily. 

1.  Collective  studies,  Department  of  Medical  Research, 

Winthrop  Laboratories.  Winthrop  Laboratories,  New  York,  N.Y.  10016 
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Treat  the  cough  as  well  as  the  cold 

Controls  both  productive  and  nonproductive  cough,  with- 
out suppressing  productive  cough  • decongests  the  air- 
ways • helps  liquefy  secretions  responsible  for  irritation 
• provides  prompt  symptomatic  relief  of  allergic  symp- 
toms • is  well  tolerated  • rarely  causes  constipation. 
Average  Dosage:  Adults,  1 teaspoonful.  Children  6-12 
years,  Vz  teaspoonful;  3-6  years,  % teaspoonful;  1-3 
years,  10  drops;  6 months  to  1 year,  5 drops.  Ad- 
minister after  meals  and  at  bedtime  with  food 
Caution:  Should  be  used  with  caution  in  patients 
with  known  idiosyncrasies  to  phenylephrine  hydro- 
chloride and  in  those  with  moderate  or  severe 
hypertension,  hyperthyroidism  or  advanced  arte- 
riosclerosis. In  these  patients  the  use  should  not 
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U.  S.  Pat.  2,630,400 


exceed  3 days.  Hycomine  Syrup  is  generally  well  toler- 
ated but  in  some  patients  drowsiness,  dizziness  or  nau- 
sea may  occur.  Patients  should  be  cautioned  not  to  drive 
a car  or  operate  machinery  should  they  become  drowsy 
while  taking  Hycomine  Syrup.  (Hydrocodone  may  be  habit- 
forming.) 

Each  teaspoonful  (5  cc.)  contains:  hydrocodone  bitartrate 
(Warning:  May  be  habit-forming)  5 mg.  and  homatro- 
pinemethylbromidel.5mg.(Hycodan®),antitussives; 
pyrilamine  maleate  12.5  mg.,  antihistamine;  phen- 
ylephrine hydrochloride  10  mg.,  decongestant; 
ammonium  chloride  60  mg.  and  sodium  citrate 
85  mg.,  expectorants;  with  methylparaben  0.13% 
and  propylparaben  0.02%  as  preservatives,  in  a 
highly  palatable  cherry-flavored  vehicle. 

On  oral  Rx  where  state  laws  permit. 
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CANTIL 

(mepenzolate  bromide) 


LAKESIDE 


Diarrhea,  one  of  the  most  vexing  symptoms 
of  common  G.  I.  disorders  can  often  be 
curbed  with  Cantil  (mepenzolate  bromide), 
bringing  welcome  relief  to  the  harassed 
patient.  Relatively  specific  for  the  hyper- 
active colon,  it  helps  reduce  diarrhea,  pain 
and  spasm  with  minimal  effect  on  other 
viscera.  Cantil  (mepenzolate  bromide)  is 
indicated  whenever  these  symptoms  are 
associated  with  irritable  colon,  gastroenter- 
itis, diverticulitis,  and  mild  to  moderate 
ulcerative  colitis. 

It  is  an  anticholinergic  drug  without  narcotic 
properties.  Side  effects  are  usually  mild. 


IN  brief:  One  or  two  tablets  three  times  a day  and 
one  or  two  at  bedtime  usually  provide  prompt  relief. 
Cantil  with  Phenobarbital  may  be  prescribed  if  seda- 
tion is  required. 

Dryness  of  the  mouth,  blurring  of  vision,  constipation, 
nausea,  vomiting,  bloating  and  dizziness  may  occur 
but  are  usually  mild  and  transitory.  Urinary  retention 
is  rare.  Caution  should  be  observed  in  prostatic  hyper- 
trophy—withhold  in  glaucoma.  Contraindicated  in  pa- 
tients sensitive  to  phenobarbital  and/or  Cantil  (me- 
penzolate bromide);  in  toxic  megacolon,  obstruction 
of  G.  I.  or  G.  U.  tract. 

SUPPLIED;  CANTIL  (mepenzolate  bromide)— 25  mg. 
per  scored  tablet.  Bottles  of  100  and  250.  CANTIL  with 
PHENOBARBITAL  — containing  in  each  scored  tablet 
16  mg.  phenobarbital  (warning;  may  be  habit  form- 
ing) and  25  mg.  mepenzolate  bromide.  Bottles  of  100 
and  250. 


LAKESIDE  LABORATORIES,  INC.,  Milwaukee,  Wisconsin  53201 
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Medical  Meetings 


Teaching  day  in  cancer 

The  Department  of  Postgraduate  Medicine 
of  Albany  Medical  College  is  offering  a teaching 
day  in  cancer  on  April  6 in  Huyck  Auditorium. 
Speakers  will  be  Arthur  A.  Stein,  M.D.,  on 
“Interrelationships  of  Polyps  and  Cancer”; 
John  H.  P.  Holden,  M.D.,  John  F.  Roach, 
M.D.,  and  John  B.  Rodgers,  M.D.,  on  “Ex- 
amination of  Lower  Bowel  Complaints”;  John 
H.  P.  Holden,  M.D.,  on  “Management  of 
Polyps  of  Colon  and  Rectum”;  Ralph  E. 
Hertz,  M.D.,  on  “Surgical  Treatment  and 
Results  of  Cancer  of  Colon  and  Rectum”; 
Donald  H.  Baxter,  M.D.,  on  “Radiation 
Therapy  of  Lower  Bowel  Cancers”;  and  John 
Horton,  M.B.,  Ch.B.,  on  “Management  of 
Advanced  Cancer  of  Lower  Bowel.” 

Tuition  is  $15.  For  information  write: 
Department  of  Postgraduate  Medicine,  Albany 
Medical  College,  Albany,  New  York  12208. 

Lecture  on  dermatology 

The  Division  of  Dermatology  of  the  Depart- 
ment of  Medicine  of  the  State  University  of 
New  York,  Downstate  Medical  Center,  is 
sponsoring  a lecture  on  “Dermatoses  Affecting 
Hands”  by  Richard  C.  Gibbs,  M.D.,  assistant 
clinical  professor  of  dermatology,  New  York 
University  Medical  Center,  on  April  7,  from 
10:00  a.m.  to  11:00  a.m.  in  “F”  building  class- 
room, second  floor,  Kings  County  Hospital 
Center,  451  Clarkson  Avenue,  Brooklyn. 

Lectures  on  gout,  arthritis,  and  back  pain 

The  Dutchess  County  Medical  Society  and 
the  Department  of  Postgraduate  Medicine  of 
Albany  Medical  College  are  sponsoring  a teach- 
ing day  on  gout,  arthritis,  and  back  pain  at  the 
Fishkill  Inn,  Route  9,  Fishkill,  New  York, 
on  April  12  at  12:30  p.m.  Topics  and  speakers 
are  the  following:  “Gout  and  Rheumatoid 

Arthritis,”  Israeli  A.  Jaffe,  M.D.,  associate 
professor  of  medicine,  New  York  Medical  Col- 
lege; “Diagnosis  and  Treatment  of  Back  Pain,” 
Allen  S.  Russek,  M.D.,  associate  professor  of 
physical  medicine  and  rehabilitation,  New  York 
University  School  of  Medicine;  “Physical 
Management  of  the  Arthritides,”  Leonard  D. 
Policoff,  M.D.,  professor  and  chairman  of  the 
Department  of  Physical  Medicine  and  Re- 
habilitation, Albany  Medical  College. 

Registration  fee  is  $15.  Advance  registration 
is  required.  For  information  write  or  tele- 
phone: George  Kraus,  M.D.,  237  Hooker 

Material  for  inclusion  in  the  medical  meetings  section 
must  be  received  six  weeks  prior  to  publication  date. 


Avenue,  Poughkeepsie,  New  York  12603.  The 
telephone  number  is  452-3831,  area  code  914. 

Conference  on  mental  disease 

The  John  A.  Hartford  Foundation  is  sponsor- 
ing a conference  on  “Some  Neurophysiologic, 
Genetic,  and  Biochemical  Aspects  of  Mental 
Disease”  April  13  and  14,  9:30  a.m.  to  5:00 
p.m.,  at  Alumni  Hall  Auditorium,  New  York 
University  School  of  Medicine,  New  York  City. 

Conference  on  respiratory  diseases 

The  New  York  Tuberculosis  and  Health 
Association  is  sponsoring  a conference  on 
tuberculosis  and  other  respiratory  diseases  on 
April  18  and  19  at  9:30  a.m.  at  the  New  York 
Hilton  Hotel,  New  York  City.  The  luncheon 
speaker  will  be  The  Honorable  John  V.  Lindsay, 
Mayor  of  the  City  of  New  York.  Other  con- 
ference speakers  will  discuss  the  following 
topics:  Ah-  Pollution  Problems  in  the  Metro- 
politan Area;  Tuberculosis  Eradication  and 
Social  Factors;  Tuberculin  Testing  and  Chemo- 
prophylaxis. 

Heart  teaching  day 

A teaching  day  for  physicians  in  “Diagnosis 
and  Treatment  of  Coronary  Artery  Disease” 
sponsored  by  the  Heart  Association  of  Upstate 
New  York,  will  be  held  April  20,  at  1:00  p.m., 
in  Randolph  House,  Syracuse.  The  program 
will  feature:  Donald  Effler,  M.D.,  chief,  thoracic 
surgery  section,  Cleveland  Clinic,  Cleveland, 
Ohio;  F.  Mason  Sones,  M.D.,  director,  cardiac 
laboratory,  Cleveland  Clinic;  and  Arthur 
Vineberg,  M.D.,  chief,  thoracic  surgery  section, 
Royal  Victoria  Hospital,  Montreal,  Canada. 

Continuing  education  courses  to  be  held  in 
Buffalo 

The  State  University  of  New  York  at  Buffalo 
School  of  Medicine  is  offering  the  following 
courses  as  part  of  its  continuing  medical  educa- 
tion series: 

— Anesthesia  and  Resuscitation  on  April  12 
and  13,  8:00  a.m.  to  5:00  p.m.  at  the  Hotel 
Stuyvesant; 

— Pediatrics  on  April  20  and  21,  8:00  a.m. 
to  5:00  p.m.  at  Children’s  Hospital. 

Tuition  is  $50.  The  program  has  been  ac- 
cepted for  fourteen  accredited  hours  by  the 
American  Academy  of  General  Practice.  For 
information  write:  Continuing  Medical  Educa- 
tion Program,  2211  Main  Street,  Buffalo,  New 
York  14214. 
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OPENS 

ASTHMATIC 

AIRWAYS— 


AND 

KEEPS  THEM 


OPEN 


NUMA  DURA-TABS® 

■ * for  prolonged  aid  to  ventilation 

Each  Numa  Dura-Tab  provides: 

theophylline  225  mg. 

ephedrine  HCI 50  mg. 

butabarbital 25  mg. 

I Warning:  butabarbital  may  be  habit-forming. ) 


Numa  Dura-Tabs  provide  prolonged  three-way 
action  to  ease  breathing.  Theophylline,  a potent 
bronchodilator  with  minimal  effect  on  the  CNS, 
opens  air  passages  and  reduces  bronchial  spasm. 
Ephedrine  HCI  improves  breathing  capacity 
through  its  decongestant  action.  Butabarbital,  a 
mild  sedative,  allays  fear  and  apprehension. 


Dosage:  One  Numa  Dura-Tab  every  8 to  12  hours 
helps  keep  the  asthmatic  patient  symptom-free 
all  day/all  night. 

Precautions:  Use  with  caution  in  cardiovascular 
or  hyperthyroid  disease,  severe  hypertension, 
circulatory  collapse,  prostatic  hypertrophy,  or 
glaucoma. 


WYNN  Pharmaceuticals,  Inc.  Phila. , Pa.  19132  • Manufacturers  of  QUINAGLUTE®  DURA-TABS® 

(QUINIDINE  GLUCONATE  5 GR. 


Medical  News 


FM-Radio  lecture  in  diabetes  mellitus 

The  professional  education  committee  of  the 
Clinical  Society,  New  York  Diabetes  Associa- 
tion, Inc.,  is  sponsoring  a postgraduate  educa- 
tion series  in  diabetes  mellitus  through  the 
facilities  of  radio  station  WRVR-FM  (106.7 
me)  on  Mondays  from  12:00  noon  to  1:00  p.m. 

Topics  and  dates  are  the  following:  April 
3 — Guidelines  in  the  Management  of  the  Adult 
Diabetic;  April  10 — Emotional  Aspects  of 
Diabetes  Mellitus  in  Children  and  Adolescents; 
April  17 — Abnormal  Glucose  Tolerance  Test 
in  Other  Diseases;  April  24 — Care  of  the 
Diabetic  During  Surgery;  and  May  1 — Em- 
ployability of  the  Diabetic. 

Lectures  in  cardiology 

The  New  York  County  Chapter  of  the 
Academy  of  General  Practice  and  St.  Vincent’s 
Hospital  and  Medical  Center  are  cosponsoring 
a series  of  lectures  in  cardiology  on  Thursdays 
from  April  20  through  June  22,  8:30  p.m.  to 
10:00  p.m.  at  Cronin  10  Auditorium,  St.  Vin- 
cent’s Hospital,  New  York  City. 

There  is  no  registration  fee.  This  program 
has  been  accepted  for  fifteen  hours  of  category 
one  credit  by  the  American  Academy  of  General 
Practice. 

Preregistration  is  required.  Members  of  the 
American  Academy  of  General  Practice  register 
with  Joseph  A.  Pincus,  M.D.,  140  West  58th 
Street,  New  York,  New  York  10019.  Health 
Department  physicians  may  register  with  the 
Office  of  Professional  Education,  125  Worth 
Street,  New  York,  New  York  10013.  Others 
may  register  with  William  Grace,  M.D.,  di- 
rector, Department  of  Medicine,  St.  Vincent’s 
Hospital,  Seventh  Avenue  and  West  11th 
Street,  New  York,  New  York. 

Course  in  gastrointestinal  problems 

The  Bronx  Chapter  of  the  American  Academy 
of  General  Practice  and  Misericordia  Hospital 
are  cosponsoring  a course  in  gastrointestinal 
problems  to  be  held  at  the  School  of  Nursing, 
Misericordia  Hospital,  The  Bronx,  New  York. 
The  course  is  divided  into  six  sessions,  from 
April  31  through  May  18,  and  will  be  conducted 
by  members  of  the  attending  staff  of  Miseri- 
cordia Hospital. 

The  program  has  been  approved  for  a maxi- 
mum of  nine  hours  of  category  one  credit,  to  be 
based  on  attendance  record.  There  is  no  fee 
for  members  of  the  American  Academy  of 

Material  for  inclusion  in  the  medical  news  section  must  be 
received  six  weeks  prior  to  publication  date. 


General  Practice,  residents,  interns,  and  medical 
students.  A fee  of  $30  has  been  set  for  non- 
members. Advance  registration  is  required 
and  checks  should  be  made  payable  to  Gunter 
Lorenz,  M.D.,  treasurer,  1645  Grand  Concourse, 
The  Bronx,  New  York. 

Summer  camp  for  diabetic  children 

Applications  for  children  with  diabetes  to 
attend  Camp  Nyda,  Burlingham,  New  York, 
will  be  sent  on  request  of  private  physicians  or 
sending  agencies. 

Children  of  all  races  and  creeds  from  the 
metropolitan  area,  from  six  through  fifteen 
years  of  age,  are  accepted  for  a month’s  vacation 
without  regard  to  the  ability  of  the  parents  to 
pay  any  or  all  of  the  costs.  The  need  of  the 
child  for  the  camp  experience  is  the  determining 
factor,  and  first  priority  is  given  to  newly  dis- 
covered diabetics. 

Camp  Nyda  is  maintained  by  the  New  York 
Diabetes  Association,  and  is  supervised  by 
physician  members  of  the  Clinical  Society, 
New  York  Diabetes  Association,  Inc. 

Applications  may  be  obtained  by  writing  to: 
Stanley  T.  Sajecki,  director,  Camp  Nyda,  New 
York  Diabetes  Association,  Inc.,  104  East 
40th  Street,  New  York,  New  York  10016. 

Study  of  “chediak-higashi  syndrome” 

Physicians  are  requested  to  refer  patients 
with  the  highly  suspicious  or  proved  diagnosis 
of  “chediak-higashi  syndrome”  for  a study  being 
conducted  at  the  Clinical  Center  of  the  National 
Institutes  of  Health  in  Bethesda,  Maryland. 

The  purpose  of  this  investigation  is  to  relate 
the  behavior  of  the  patients’  lymphocytes  and 
the  characteristics  of  their  lysosomes  to  the 
clinical  manifestations  of  the  disease.  Patients 
admitted  will  be  evaluated  for  their  response  to 
chemotherapy.  On  completion  of  the  study, 
the  patient’s  referring  physician  will  be  con- 
tacted concerning  indications  for  further  treat- 
ment. 

Physicians  interested  in  referring  patients 
may  write  or  telephone:  Stanley  D.  Handmaker, 
M.D.,  Clinical  Center,  Room  2-B-10,  National 
Institutes  of  Health,  Bethesda,  Maryland  20014. 
The  telephone  number  is  656-4000,  extension 
62152,  area  code  301. 

Refresher  course  in  pediatrics 

An  intensive  refresher  course  in  pediatrics 
is  being  offered  June  5 through  9 at  the  State 

continued  on  page  870 
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Tablets:  (meclizine  HCI  12.5  mg.  and  niacin 
50  mg.)  Syrup:  (each  5 cc.  teaspoonful  con- 
tains meclizine  HCI  6.25  mg.  and  niacin  25 
mg.) 

Most  widely  prescribed  anti-vertigo  agent1 
Complete  to  moderate  relief  of  symptoms 
in  9 out  of  10  patients3 

Antivert,  the  leading  anti-vertigo  product,1 
combines  meclizine  HCI,  an  outstanding 
drug  for  treatment  of  vestibular  dysfunc- 
tion, with  niacin,  a drug  of  choice  for 
prompt  vasodilation.  Prescribe  Antivert  for 
your  patients  with  vertigo,  Meniere’s  syn- 
drome and  allied  disorders. 

Precautions  and  contraindications:  Frequent, 
short-lived  reactions  include:  cutaneous 
flushing,  sensations  of  warmth,  tingling  and 
itching,  burning  of  skin,  increased  gastro- 
intestinal motility,  and  sebaceous  gland  ac- 
tivity. In  explaining  these,  reactions  to  the 
patient,  it  is  suggested  that  they  be  re- 
garded as  a desirable  physiological  sign  that 
the  niacin  is  carrying  out  its  intended  func- 
tion of  vasodilation.  Because  of  this  vaso- 
dilation, severe  hypotension  and  hemorrhage 
are  obvious  contraindications  to  Antivert 
therapy.  Although  the  incidence  of  drowsi- 
ness and  other  atropine-like  side  effects 
such  as  dry  mouth  and  blurring  of  vision  is 
low,  the  physician  should  alert  the  patient 
to  the  need  for  due  precautions  when  en- 


gaging in  activities  where  alertness  is  man- 
datory. Use  in  women  of  childbearing  age: 
A review  of  available  animal  data  reveals 
that  meclizine  exerts  a teratogenic  response 
in  the  rat.  In  one  study  a dose  of  50 
mg./kg./day  (50  times  the  maximum  recom- 
mended human  dose)  produced  cleft  palate 
in  2 of  87  fetuses  when  administered  to  the 
rat  at  critical  times  during  the  first  15  days 
of  gestation.  At  doses  of  125  mg./kg./day, 
meclizine  will  produce  100%  incidence  of 
cleft  palate  in  the  rat.  At  doses  of  25  mg./ 
kg./ day,  decreased  calcification  of  the  ver- 
tebrae and  relative  shortening  of  the  limbs 
were  also  produced  in  the  rat,  but  experts 
disagree  as  to  whether  this  is  a teratogenic 
response.  While  available  clinical  data  are 
inconclusive,  scientific  experts  are  of  the 
opinion  that  this  drug  may  possess  a poten- 
tial for  adverse  effects  on  the  human  fetus. 
Consequently,  consideration  should  be  given 
to  initial  use  of  a nonphenothiazine  agent 
that  is  not  suspected  of  having  a terato- 
genic potential.  In  any  case,  the  dosage  and 
duration  of  treatment  should  be  kept  to  a 
minimum  Dosage:  One  tablet  or  one  to  two 
teaspoonfuls  (5-10  cc.)  t.i.d.  just  before 
meals.  Specific  requirements  for  individual 
patients  should  be  determined  by  the  physi- 
cian. Supplied:  Tablets  in  bottles  of  100  and 
500.  Syrup  in  pint  bottles.  RX  only. 
References:  1.  Based  on  1966  data  from  in- 
dependent physicians’  market  survey  organi- 
zation. 2.  Seal,  J.  C.:  Eye  Ear  Nose  & Throat 
Month.  38:738  (Sept.)  1959. 


Neobdh* 

geriatric  >4=  supplement 

helps  keep  them 
‘on  the  go’ 


Each  capsule  contains: 

(1)  Vitamins  and  Minerals 

Vitamin  A (acetate)  2000  U.S.P.  units 

Vitamin  D (ergocalciferol,  U.S.P.)  200  U.S.P.  units 

Vitamin  Bi  (thiamine  mononitrate,  U.S.P.)  0.5  mg. 

Vitamin  Bs  (riboflavin,  U.S.P.)  0.5  mg. 

Vitamin  Bt,  (pyridoxine  HCI,  U.S.P.) 0.5  mg. 

Niacinamide,  U.S.P.  50  mg. 

Calcium  pantothenate,  U.S.P. 5 mg. 

Vitamin  E (di-alpha  tocopheryl  acetate) 5 I.U. 

Rutin  5 mg. 

Cobalt  (from  cobalt  sulfate)  0.033  mg. 

Molybdenum  (from  sodium  molybdate)  . 0.066  mg. 

Copper  (from  copper  sulfate)  . 0.33  mg. 

Manganese  (from  manganese  sulfate)  0.33  mg. 

Magnesium  (from  magnesium  sulfate)  2 mg. 

Iodine  (from  potassium  iodide)  0.05  mg. 

Potassium  (from  potassium  sulfate)  1.66  mg. 

Zinc  (from  zinc  sulfate)  . 0.4  mg. 

(2)  Hematopoietic  Factors 

Iron  (from  ferrous  sulfate)  3.40  mg. 

Vitamin  B 1 2 (cobalamin  concentrate,  N.F.,  as 
Stablets®)  1 meg. 

Vitamin  C (ascorbic  acid,  U.S.P.)  50  mg. 

(3)  Digestive  Enzyme 

Pancreatic  substance*  50  mg. 

(4)  Gonadal  Hormones 

Methyltestosterone,  N.F 1.0  mg. 

Ethinyl  Estradiol,  U.S.P.  0.006  mg. 

(5)  Amino  Acids 

L-lysine  (monohydrochloride) 50  mg. 

L-Glutamic  acid  30  mg. 

•Enzymatically  active  defatted  material  obtained  from 
250  mg.  of  whole  fresh  pancreas. 

For  older  adults  who  require  it,  daily  supplementa- 
tion with  Neobon  can  help  overcome  decreases  in 
endogenous  gonadal  hormone  production,  as  well  as 
deficiencies  of  iron,  vitamins  and  other  nutritional 
factors.  In  a single  convenient  capsule,  Neobon 
provides  vitamins,  minerals,  gonadal  hormones, 
hematopoietic  factors,  digestive  enzymes,  and 
amino  acids  — all  selected  for  adjunctive  therapeu- 
tic value  in  the  geriatric  syndrome.  For  example, 
one  of  the  gonadal  hormones  in  Neobon  is  ethinyl 
estradiol.  It  is  more  slowly  metabolized  in  the  body 
than  natural  estrogens  or  their  esters. 

Precautions:  Contraindicated  in  patients  in  whom 
estrogen  or  androgen  therapy  should  not  be  used,  as 
in  carcinoma  of  the  breast  or  prostate. 

Dosage:  One  capsule,  t.i.d.  with  meals,  or  as  directed 
by  physician. 

Supplied:  Bottles  of  60  capsules.  Rx  only. 


J.B.  ROERIG  DIVISION 

CHAS.  PFIZER  & CO.,  INC. 
NEW  YORK,  N Y.  10017 
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University  of  New  York  at  Buffalo  School  of 
Medicine,  sponsored  by  the  Bureau  of  Maternal 
and  Child  Health,  New  York  State  Department 
of  Health. 

This  course,  designed  especially  to  meet  the 
needs  of  general  practitioners,  will  be  a review 
of  principles  and  recent  developments  in  diag- 
nosis and  treatment  of  pediatric  disorders  and 
in  the  care  of  the  well  child.  All  teaching  will 
be  done  by  the  faculty  of  the  Buffalo  School  of 
Medicine  under  the  supervision  of  Mitchell 
I.  Rubin,  M.D.,  director  of  the  Department  of 
Pediatrics. 

Registration  fee  is  $5.00.  Application  for 
enrollment  must  be  made  prior  to  May  1 through 
the  offices  of  county  or  city  departments  of  health 
or  to  district  health  officers.  A check  made  pay- 
able to  the  University  of  Buffalo  Foundation, 
Inc.,  should  accompany  the  application. 

Immunologic  studies  of  patients  with 
colonic  neoplasms 

Physicians  are  requested  to  refer  patients  with 
colonic  neoplasms  for  immunologic  studies 
being  conducted  by  the  surgery  branch  of  the 
National  Cancer  Institute  at  the  Clinical  Center, 
National  Institutes  of  Health  in  Bethesda, 
Maryland. 

Needed  for  these  studies  are  patients  who  have 
familial  polypoidosis  or  villous  adenoma,  and 
a limited  number  of  adenomatous  polyps  and 
invasive  malignant  disease  of  the  colon  and  rec- 
tum. Using  various  immunologic  technics, 
selected  patients  will  be  extensively  investigated. 

Physicians  who  wish  to  refer  patients,  may 
write  or  telephone:  Alfred  S.  Ketcham,  M.D., 
Clinical  Center,  Room  10-N-116,  National 
Institutes  of  Health,  Bethesda,  Maryland  20014. 
The  telephone  number  is  656-4000,  extension 
64164,  area  code  301. 

Journalism  awards  by  anesthesiologists 

The  second  annual  journalism  awards  for 
writing  about  anesthesiology  and  anesthesi- 
ologists will  be  announced  during  the  annual 


meeting  of  the  American  Society  of  Anesthesi- 
ologists to  be  held  September  29  through  Oc- 
tober 3 in  Las  Vegas.  Awards  will  be  $500, 
$300,  and  $200  for  the  first,  second,  and  third 
place  winners. 

Deadline  for  the  submission  of  entries  is 
August  1.  News  stories,  feature  stories,  or 
editorials  that  have  appeared  in  newspapers  or 
magazines  of  general  circulation  between  July 
1,  1966,  and  June  30,  1967,  may  be  entered. 
Entries  may  be  a single  article  or  a series. 
Entrants  may  submit  more  than  one  entry. 

All  entries  must  be  submitted  in  duplicate 
with  the  name  and  address  of  the  writer  as  well 
as  the  name  of  the  publication  in  which  the 
entry  appeared  and  the  date. 

Submit  entries  to:  Journalism  Awards,  Amer- 
ican Society  of  Anesthesiologists,  515  Busse 
Highway,  Park  Ridge,  Illinois,  60068. 

Personalities 

Installed.  Robert  Schwinger,  M.D.,  Forest 
Hills,  as  president  of  the  New  York  State 
Society  of  Internal  Medicine. 

Elected.  As  officers  of  the  New  York  State 
Society  of  Internal  Medicine:  Robert  M. 

Kohn,  M.D.,  Buffalo,  president-elect;  David  S. 
Gerbarg,  M.D.,  Kingston,  vice-president;  Wil- 
liam Felch,  M.D.,  Rye,  secretary;  George  R. 
Lovell,  M.D.,  Rochester,  treasurer;  and  Wil- 
liam Scharfman,  M.D.,  Albany;  James  Colella, 
M.D.,  Binghamton;  Russell  Johnson,  M.D., 
White  Plains;  Bertram  Fuchs,  M.D.,  Hemp- 
stead; and  Seymour  L.  Halpern,  M.D.,  and 
Clifford  L.  Spingam,  M.D.,  both  of  New  York 
City,  directors. 

Appointed.  Louis  F.  Bishop,  M.D.,  New 
York  City,  as  medical  adviser  in  cardiovascular 
disease  to  the  New  York  City  Director  of 
Selective  Service. 

Awarded.  To  Vincent  J.  Fontana,  M.D., 
director  of  pediatrics  and  pediatric  allergy,  St. 
Vincent’s  Hospital,  New  York  City,  a grant 
from  the  John  A.  Hartford  Foundation,  Inc., 
totaling  $83,981,  to  further  the  allergy  research 
now  in  progress  in  the  Department  of  Pediatrics. 
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Photo  professionally  posed 


Mike  expects  a penicillin  injection. 
He’s  ahout  to  be  pleasantly  surprised. 


His  physician  is  going  to  prescribe  an  oral 
penicillin  — Pen  • Vee®  K (potassium  phen- 
oxymethyl  penicillin).  It's  usually  so  rapidly 
and  completely  absorbed  that  therapeutic 
serum  levels  are  produced  in  15  to  30  minutes. 
Higher  serum  levels  generally  last  longer 
than  with  oral  penicillin  G. 

Indications:  Infections  due  to  pathogens  susceptible  to  oral 
penicillin  G.  Prophylaxis  of  rheumatic  fever  in  patients  with 
previous  history  of  the  disease. 

Precautions:  Skin  rash,  symptoms  resembling  those  of  serum 
sickness,  or  other  manifestations  of  penicillin-allergy  may  occur. 
Measures  for  treating  anaphylaxis  should  be  readily  available: 


epinephrine,  oxygen  and  pressor  drugs  for  relief  of  immediate 
allergic  reactions;  antihistamines  and  corticosteroids  for  delayed 
effects.  Penicillin  may  delay  or  prevent  the  appearance  of 
primary  syphilitic  lesions.  Patients  with  gonorrhea  who  are 
suspected  of  concurrent  syphilitic  infections  should  be  tested 
serologically  for  at  least  3 months.  Where  lesions  of  primary 
syphilis  are  suspected,  dark-field  examination  should  precede 
use  of  penicillin.  As  with  other  antibiotics  overgrowth  of  non- 
susceptible  organisms  may  occur;  if  so,  discontinue  and  take 
appropriate  measures.  Treat  /3-hemolytic  streptococcal  infec- 
tions with  full  therapeutic  dosage  for  at  least  10  days  to  prevent 
development  of  rheumatic  fever  or  glomerulonephritis. 
Contraindications:  Infections  caused  by  nonsusceptible  or- 
ganisms; history  of  penicillin  sensitivity. 

Composition:  Tablets— 125  mg.  (200,000  units)  and  250  mg., 
(400,000  units);  Liquid— 125  mg.  (200,000  units)  and  250  mg. 
(400,000  units)  per  5 cc.  Wyeth  Laboratories  Philadelphia,  Pa. 


0RAL  Pen  Vee  l( 

(potassium  phenoxymethyl  penicillin) 


Medical  Schools 


Albany  Medical  College 

New  Head.  D.  Joseph  Demis,  M.D.,  St. 
Louis,  Missouri,  has  been  named  head  of  der- 
matology at  the  Center,  professor  of  dermatology 
at  the  College,  and  chief  dermatologist  at  the 
hospital.  Dr.  Demis  is  an  associate  editor  of 
the  publications  Dermatology  Digest  and  Journal 
of  Investigative  Dermatology. 

Chairman  of  department  appointed. 

Stuart  Bondurant,  M.D.,  professor  of  medicine, 
Indiana  University  School  of  Medicine,  has 
been  appointed  chairman,  Department  of  Medi- 
cine, to  be  effective  August  1.  Dr.  Bondurant 
succeeds  Richard  T.  Beebe,  M.D.,  who  is  re- 
tiring as  chairman  of  the  Department  and  has 
been  serving  in  this  capacity  since  1948.  Dr. 
Bondurant  will  serve,  also,  as  professor  of 
medicine  in  the  College  and  physician-in-chief 
of  the  hospital. 

Dr.  Beebe  established  the  first  outpatient 
clinic  at  Albany  Hospital  (today  there  are  40) 
and  was  dispensary  physician-in-charge  until 
his  appointment  as  chairman  of  the  Depart- 
ment in  1948. 

Downstate  Medical  Center 

Faculty  appointments.  Recent  appoint- 
ments to  the  faculty  include:  pediatrics — Boh- 
dan  E.  Dobia,  M.D.,  Norman  L.  Gootman, 
M.D.,  Gabriel  A.  Nigrin,  M.D.,  clinical  as- 
sistant professor;  rehabilitation  medicine — 
Andor  A.  Weiss,  M.D.,  senior  lecturer. 

Visiting  scholar  and  visiting  professor  pro- 
grams. Arnold  Toynbee,  British  historian 
and  philosopher,  was  the  first  visiting  scholar. 
Professor  Toynbee  spoke  on  “History’s  Chal- 
lenge to  Human  Nature,”  on  March  13,  and  on 
March  14  conducted  a discussion  with  students 
and  faculty. 

Under  the  visiting  professor  program,  in- 
vitations will  be  extended  to  scientists  of  prom- 
inence to  spend  from  one  to  two  months  at 
Downstate  for  lectures,  conferences,  and  sem- 
inars. The  first  visiting  professor  was  James 
Knox  Russell,  M.D.,  professor  and  chairman, 


Department  of  Midwifery  and  Gynaecology, 
University  of  Newcastle  upon  Tyne,  England. 
The  programs  will  be  coordinated  with  visiting 
scholars  present  in  the  interims  between  visiting 
professorships.  Chandler  McC.  Brooks,  M.D., 
dean,  School  of  Graduate  Studies,  is  directing 
the  programs. 


The  New  York  Hospital-Cornell 
Medical  Center 

Visiting  professorships  inaugurated.  David 
P.  Barr,  M.D.,  emeritus  professor  of  medicine, 
inaugurated  a series  of  visiting  professorships 
fx'om  February  13  to  17.  The  second  visiting 
professor  will  be  Robert  F.  Loeb,  M.D.,  emeritus 
professor  of  medicine,  Columbia  University 
College  of  Physicians  and  Surgeons,  and  the 
third  will  be  Dr.  Jan  Waldenstrom,  Malmo, 
Sweden. 

Bulletin  distributes  regular  schedule 
monthly.  The  weekly  Bulletin  and  Calendar 
of  Events  began  publishing  a standing  schedule 
of  regular  conferences,  rounds,  and  clinics  with 
the  February  27th  issue.  Additional  copies  of 
the  monthly  schedule  will  be  available  at  the 
Medical  College  Public  Information  Desk,  Wood 
Library,  The  Hospital  for  Special  Surgery  Edu- 
cation Office,  Payne  Whitney  Psychiatric  Clinic 
main  desk,  the  Physicians’  Coat  Room  in  The 
New  York  Hospital,  and  in  the  deans’  offices. 
Anyone  who  would  like  extra  copies  can  get 
them  from  the  Public  Information  Office,  Room 
D-119  (ext.  7211).  Special  lectures  and  sem- 
inars of  general  interest  will  continue  to  be 
listed  weekly.  The  new  deadline  for  special 
lectures  for  the  Bulletin  is  on  Wednesday  at 
10  a.m.,  instead  of  Thursday. 


State  University  of  New  York  at  Buffalo 

Appointed  executive  vice-president.  Peter 
F.  Regan,  M.D.,  was  named  executive  vice- 
president  on  February  9.  Dr.  Regan  was 
formerly  vice-president  for  health  affairs. 
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DOCTOR, 

Here  is  the  expanded  Abbott 
anorectic  program  designed  to 
meet  the  individual  needs  of 
your  overweight  patients. 


1 

MMK 

ABBOTT 

THE  PRODUCT 


ABBOTT 

ANORECTIC 

PROGRAM 


DESOXYN®  Gradumet  5mg  s 

METHAMPHETAMINE  HYDROCHLORIDE  IN  LONG-RELEASE  DOSE  FORM 

10  mg.  Q 15  mg  3 

DESBUTAL®  10  Gradumet 

10  mg.  METHAMPHETAMINE  HYDROCHLORIDE,  60  mg.  SODIUM  PENTOBARBITAL 

FRONT  3 SIDE  ] 

Vifflir  y.W 

DESBUTAL  15  Gradumet 

15  mg.  METHAMPHETAMINE  HYDROCHLORIDE,  90  mg.  SODIUM  PENTOBARBITAL 

FRONT  [3]  SIDE  j 

MOOD  ELEVATION 


DESOXYN  Gradumet 

Smooth  appetite  control  plus  mood  elevation 

Typically,  the  obese  patient  is  a repeat  dieter. 
And  with  each  failure,  the  task  looks  more 
hopeless.  Therefore,  it  is  often  just  as  im- 
portant to  lift  the  mood  as  to  curb  the  appe- 
tite. Desoxyn  Gradumet  does  just  that.  It 
gently  elevates  and  sustains  the  mood.  And 
no  other  product— amphetamine  or  non-am- 
phetamine—is  more  effective  in  suppressing 
appetite. 


DESBUTAL  Gradumet 

For  patients  who  can't  take  plain  amphetamine 

Desbutal  Gradumet  contains  2 drugs,  each 
in  its  own  tablet  section,  combined  back  to 
back  to  form  a single  tablet.  One  section 
contains  Desoxyn  to  suppress  the  appetite 
and  lift  the  mood ; the  other  contains  Nem- 
butal® (pentobarbital)  to  soothe  the  patient 
and  counteract  any  excessive  stimulation. 
The  drugs  are  released  in  an  effective  dosage 
ratio  throughout  the  day. 


CONTROLLED-RELEASE 

HOW  IT  DIFFERS  FROM 
LONG-RELEASE 

The  Gradumet  is  made  up  of  thousands  of 
interconnecting  channels,  much  like  a 
sponge.  These  channels— filled  with  a drug 
—end  at  the  outer  surface  of  the  tablet.  When 
fluid  comes  in  contact  with  the  Gradumet, 
the  drug  in  the  outer  ends  of  the  channels 
dissolves.  As  the  fluid  makes  its  way  up  the 
channels,  there  is  a continuous  release  of 
medication. 


THIS  IS  A RELEASE 
YOU  CAN  COUNT  ON 


Since  the  rate  of  release  is  rigidly  determined 
by  the  size  and  number  of  channels,  the 
Gradumet  is  able  to  provide  controlled-re- 
lease  as  well  as  long-release.  Patients  get  a 
measured  amount  of  medication,  moment  by 
moment,  throughout  the  day— from  a single 
ora!  dose. 


THE  PROGRAM 


ABBOTT 

ANORECTIC 

PROGRAM 


WEIGHT  CONTROL 
BOOKLET 

To  help  your  obese  patients  understand  why 
they  are  overweight— and  what  they  can  do 
about  it— Abbott  has  a booklet  called  "The 
Secret  of  Controlling  Your  Weight."  It  is 
available  to  your  patients  only  through  you. 
Here  is  a partial  list  of  the  topics  covered : 
Why  you  are  overweight 
Rewards  of  weight  reducing 
Balanced  meals 
Helpful  hints 
Hunger  between  meals 
Snacks 

Weekly  weighings 
Exercise 

Holidays,  vacations,  special  events 
Leanness  and  longevity 
Each  topic  is  covered  on  one  page  in  simple 
and  easy-to-understand  language.  At  the 
back  of  the  booklet,  there  is  a list  of  160 
foods  showing  their  caloric  content. 


the 

secret 

of 


contmlling 
gour  weight 


FOOD  DIARY 

The  Food  Diary  is  designed  to  help  the  over- 
weight patient  follow  your  eating  instruc- 
tions. Space  is  provided  for  breakfast,  lunch, 
supper,  and  even  snacks.  By  writing  every- 
thing down  that's  eaten  each  day,  the  patient 
is  constantly  reminded  that  she's  trying  to 
change  her  eating  habits.  And  you  are  fur- 
nished with  a written  record  of  how  well 
she's  doing. 

This  booklet  also  lists  the  caloric  content  of 
160  foods. 


See  Brief  Summary  on  next  page. 


THE  PRICE 


ABBOTT 

ANORECTIC 

PROGRAM 


ECONOMY 


Desoxyn  Gradumet  and  Des- 
butal  Gradumet  are  so  reason- 
ably priced  that  patients  in 
many  cases  save  enough 
(compared  to  other  leading 
long-release  anoretics)  to  get 
five  weeks  of  medication  for 
the  price  of  four. 


FREE  SUPPLIES 
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There  are  four  weight  control  booklets,  each 
with  the  same  text,  but  with  a different  sam- 
ple in  the  back  of  the  booklet  to  meet  your 
individual  patient's  needs.  You  have  your 
choice  of  Desoxyn  Gradumet  in  10  mg.  or 
15  mg.  strengths  as  well  as  Desbutal  10 
Gradumet  and  Desbutal  15  Gradumet.  The 
Food  Diary  is  the  same  for  all  of  the  weight 
control  booklets. 

Your  Abbott  man  will  be  happy  to  supply 
you  with  booklets.  Just  ask  him. 

CONTRAINDICATIONS:  Methampheta- 
mine  (in  Desoxyn  and  Desbutal)  is  contraindi- 
cated in  patients  taking  a monoamine  oxidase 
inhibitor.  Do  not  use  pentobarbital  (in  Desbu- 
tal) in  persons  hypersensitive  to  barbiturates. 


PRECAUTIONS,  SIDE  EFFECTS:  Observe 
caution  in  patients  with  hypertension,  cardio- 
vascular disease,  hyperthyroidism,  old  age,  or 
those  sensitive  to  sympathomimetic  drugs. 
Prolonged  usage  may  lead  to  tolerance  or  psy- 
chicdependence.  Careful  supervision  is  neces- 
sary to  avoid  chronic  intoxication  and 
addiction. 

Amphetamine  side  effects  such  as  a headache, 
excitement,  agitation,  palpitation  or  cardiac 
arrhythmia  usually  may  be  controlled  by  re- 
ducing the  dose.  Paradoxically-induced  de- 
pression is  an  indication  to  withdraw  the  drug. 
Pentobarbital  (in  Desbutal)  may  cause  skin 
rash.  Nervousness  or  excessive  se-  hh 
dation  with  Desbutal  is  usually 
transient.  701069  1 md 


Gradumet — Long-release  dose  form,  Abbott:  U S.  Pat  No.  2,987,445 


Are  you  ever  going  to  rework  your  notes  into  an  article  for  publication? 
Or  are  you  so  saddled  with  collection  problems  you  can’t  spare  the  time? 

Collections  are  one  problem  GHI  Participating  Doctors  just  do  not  have 

— at  least  with  their  patients  who  are  GHI  subscribers.  Payments  for  services 
to  such  patients  are  made  promptly  — customarily  within  five  working  days 

— and  directly  to  the  doctor.  Maybe  GHI  Participating  Doctors  don’t  publish 
more  than  others,  but  they  can’t  blame  it  on  time  lost  collecting  money  from 
delinquent  GHI  subscribers. 

Even  if  you’re  not  in  a publish-or-perish  situation,  you  ought  to  find 
out  the  other  reasons  for  becoming  a GHI  Participating  Doctor.  They  make 
sense.  Call  or  write  our  Professional  Relations  Department.  Do  it  today. 


HEALTH 


THROUGH 


HI 


INSURANCE 


GHHI 


GHI/221  PARK  AVENUE  SOUTH,  NEW  YORK,  N.Y.  10003/Phone:  777-6000 


877 


at  the  site  of  infe 
(where  it  counts) 


Ilosone®  provides  more  antibacterial  activity 
than  any  other  oral  erythromycin 


Acid  stable,  better  absorbed . . . Ilosone 
produces  faster,  higher,  more  prolonged 
blood  levels,  even  in  the  presence  of  food1  3 

Because  it  is  the  most  active  form  of  oral 
erythromycin,  Ilosone  can  help  assure 
consistently  greater  antibacterial  activity 
at  the  site  of  infection.  Ilosone  produces 
peak  antibacterial  blood  levels  two  to  four 
times  those  of  other  erythromycin 
preparations.1’2  Not  only  are  these  levels 
attained  earlier,  but  they  are  maintained 
for  much  longer  periods.  Even  the 
presence  of  food  does  not  seem  to  affect 
the  activity  of  Ilosone.13 

In  the  treatment  of  patients  with  bacterial 
infections  susceptible  to  erythromycin, 
Ilosone  has  compiled  an  excellent 
therapeutic  record.  Since  it  exerts  its 
greatest  activity  against  gram-positive 
organisms,  it  is  particularly  useful  in 
common  respiratory  and  soft-tissue 
bacterial  infections.  Ilosone  kills— not 
merely  inhibits— streptococci, 
pneumococci,  and  more  strains  of 


staphylococci  than  any  other  macrolide 
antibiotic.  This  bactericidal  action, 
coupled  with  the  high  antibacterial  levels 
attained,  makes  Ilosone  especially  valuable 
in  patients  with  low  host  resistance,  such 
as  infants,  debilitated  individuals,  and 
diabetics. 


Ilosone  has  shown  no  cross-resistance  with 
penicillin  and  may  be  effective  against 
organisms  that  have  become  resistant  to 
that  agent.  Despite  its  high  antibacterial 
activity,  Ilosone  has  demonstrated  a low 
incidence  of  side  reactions.  Blood 
dyscrasias,  ototoxicity,  and  tooth  staining 
have  not  been  observed.  Infrequent 
cases  of  drug  idiosyncrasy,  manifested  by 
a cholestatic  jaundice,  have  occurred, 
but  there  have  been  no  known  definite 
residual  effects. 


Ilosone- 

Erythromycin 


700121 

Z&y 

Estolate 


( See  next  page  for  prescribing  information.) 


llosone  Vthe  most  active  oral  form  of  erythromycin 


ii 

Description:  llosone  is  the  most  active  form  of  oral  erythromycin 
! that  has  been  developed.  Because  it  is  stable  in  acid,  well  absorbed, 

[ and  excreted  in  lesser  amounts  in  the  bile,  it  provides  faster,  higher, 

! and  longer-lasting  levels  of  antibacterial  activity  (ABA)  in  the  serum, 
| even  when  taken  with  food,  than  do  comparable  doses  of  erythro- 
i mycin. 

1 Indications:  llosone  is  indicated  in  infections  caused  by  micro- 
| organisms  sensitive  to  its  action  (especially  staphylococci,  hemo- 
! lytic  streptococci,  and  pneumococci).  The  drug  is  therefore  useful 
1 in  a high  proportion  of  bacterial  diseases  encountered  in  clinical 
I practice  and  particularly  in  the  treatment  of  bacterial  infections 
of  the  upper  and  lower  respiratory  tract  and  soft  tissues. 

In  the  treatment  of  acute  bacterial  pharyngitis  and  tonsillitis,  this 
antibiotic  has  promptly  eradicated  the  bacteria  (streptococci)  and 
has  produced  a parallel  prompt  clinical  improvement.  There  have 
been  no  group  A beta-hemolytic  streptococci  resistant  to  this 
preparation.  In  beta-hemolytic  streptococcus  infections,  treatment 
should  be  maintained  for  ten  days  to  prevent  the  development  of 
rheumatic  fever  or  glomerulonephritis. 

Erythromycin  estolate  has  proved  to  be  very  effective  in  pneumo- 
coccus pneumonia  and  in  acute  bronchitis  with  pneumococci  on 
| culture.  Bronchopneumonia  and  otitis  media  in  children  have  re- 
sponded well  to  its  use. 

The  antibiotic  has  been  used  very  successfully  in  staphylococcus 
infections.  Good  therapeutic  results  have  been  obtained  in  soft- 
tissue  infections,  abscesses,  cellulitis,  carbuncles,  wound  infec- 
tions, and  furunculosis. 

In  serious  staphylococcus  infections,  erythromycin  preparations 
should  be  used  only  in  combination  therapy  with  other  antimicrobial 
agents.  As  is  the  case  with  any  treatment  regimen  used  in  these 
severe  conditions,  surgical  procedures  should  be  performed  when 
indicated,  and  large  dosages  of  the  antimicrobial  agents  should  be 
employed.  In  this  fashion,  llosone  has  been  effective  in  staphy- 
lococcus pneumonia,  osteomyelitis,  septicemia,  empyema,  and 
' meningitis. 

| Multiple  500-mg.  doses  of  the  drug  have  been  useful  in  gonor- 
t rhea  and  syphilis.  Since  penicillin  is  the  drug  of  choice  for  the 
treatment  of  syphilis  and  gonorrhea,  erythromycin  estolate  should 
be  employed  for  these  infections  only  in  patients  with  a history  of 
j penicillin  allergy.  Also,  other  infections  due  to  susceptible  bacteria 
in  patients  known  to  be  hypersensitive  to  penicillin  or  other  anti- 
biotics may  be  considered  for  treatment  with  llosone. 
Contraindications:  llosone  is  contraindicated  in  patients  with  a 
known  history  of  sensitivity  to  this  drug  and  in  those  with  pre- 
existing liver  disease  or  dysfunction. 

Side-Effects:  Data  obtained  from  seven  years’  use  of  propionyl 
; erythromycin  ester  and  erythromycin  estolate  (llosone)  indicate 
that  hepatic  dysfunction  with  or  without  clinical  jaundice  may  occur 
; during  or  following  courses  of  therapy  with  the  drug. 

Changes  in  liver  function  tests  in  such  cases  have  been  indicative 
of  intrahepatic  cholestasis.  The  symptoms  appear  to  be  the  result 
of  a form  of  sensitization.  The  initial  symptoms  have  appeared  in 
some  cases  after  a few  days  of  treatment  but  generally  have  fol- 
lowed one  or  two  weeks  of  continuous  therapy  or  several  courses 
of  the  drug.  Symptoms  reappear  promptly  if  the  drug  is  readmin- 
istered to  sensitive  patients,  usually  within  forty-eight  hours.  Eosino- 
philia  was  noted  in  peripheral  blood  counts.  The  findings  readily 
subsided  without  apparent  residual  effects  when  treatment  was  dis- 
continued. Recovery  was  delayed  in  one  reported  instance.  The 
| physician  indicated  in  this  case  that  either  drug-induced  jaundice 
or  viral  hepatitis  may  have  been  responsible  for  the  findings. 

In  one  clinical  study  involving  ninety-three  patients  treated  with 
the  antibiotic,  three  cases  of  jaundice  were  observed  and  an  addi- 
tional eleven  cases  developed  some  changes  in  liver  function  tests. 
Three  of  the  patients  had  abnormal  liver  function  tests  a second 
time  on  readministration  of  the  drug. 

Even  though  it  is  assumed  that  not  all  cases  of  jaundice  have 
been  reported,  it  seems  clear  that  the  number  is  small  compared 
with  the  amount  of  drug  that  has  been  used.  Reported  cases  have 
included  persons  in  whom  there  had  been  administered  other  drugs 
known  to  be  associated  at  times  with  hepatic  side-effects  and 
cases  in  which  the  presence  of  viral  hepatitis  or  other  disease  may 
have  been  responsible  for  the  findings.  In  some  of  the  cases,  asso- 
ciated gastro-intestinal  symptoms  simulated  the  colic  of  biliary 
tract  disease.  In  other  instances,  clinical  symptoms  and  results 
of  liver  function  tests  resembled  findings  in  extrahepatic  obstruc- 
tive jaundice.  It  appears  that  the  occurrence  of  jaundice  after  ad- 
ministration of  llosone  is  infrequent,  but  further  investigations  are 
being  made  to  estimate  its  incidence  more  accurately. 

In  those  cases  mentioned  above  in  which  jaundice  appeared  to  be 


definitely  related  to  use  of  the  drug,  laboratory  findings  were  char- 
acterized by  increased  direct-reacting  bilirubin,  elevated  alka- 
line phosphatase  levels,  negative  or  weakly  positive  cephalin 
flocculation  and  thymol  turbidity  tests,  elevated  serum  glutamic 
oxalacetic  transaminase  levels,  peripheral  eosinophilia,  and  normal 
cholecystograms. 

Individual  idiosyncrasy  seems  evident  since  jaundice  has  not 
been  reported  in  other  patients  taking  prolonged  courses  of  the 
medication.  Patients  with  chronic  infection  have  been  given  1 to  2 
Gm.  of  the  drug  daily  for  periods  of  two  to  six  months,  and  patients 
with  rheumatic  fever  have  taken  prophylactic  doses  of  0.5  Gm. 
daily  for  two  years  without  difficulty.  In  one  group  of  144  patients 
who  received  the  drug  daily  for  two  years,  no  jaundice  was  noted. 
It  was  of  interest  that  members  of  six  of  these  patients’  families, 
who  were  not  taking  the  drug,  had  episodes  of  jaundice  during  the 
study  period. 

Transaminase  and  serum  alkaline  phosphatase  levels  were  deter- 
mined in  a group  of  fifty-four  adults  and  children  who  took  250  mg. 
of  llosone  daily  for  an  average  of  sixteen  months  as  rheumatic 
fever  prophylaxis.  The  results  were  compared  with  those  of  a simi- 
lar group  of  forty-four  patients  who  received  penicillin.  There  were 
no  cases  of  jaundice  in  either  group.  Elevation  of  SGPT  and  serum 
alkaline  phosphatase  levels  during  the  course  of  treatment  was 
observed  in  one  patient  treated  with  llosone  and  in  two  patients 
treated  with  penicillin.  Seven  other  patients  in  the  group  receiving 
llosone  and  four  others  in  the  penicillin  group  showed  elevations 
in  one  of  the  tests  at  some  time  during  administration  of  the  drugs. 

Very  satisfactory  therapeutic  results,  without  toxicity,  were  re- 
ported in  102  pediatric  patients  who  received  short-term  (ten-day) 
courses  of  llosone  in  the  treatment  of  streptococcus  infections. 
Results  of  liver  function  tests  in  these  patients  were  comparable 
to  those  in  a similar  control  group  who  had  received  penicillin. 

Gastro-intestinal  disturbances  not  associated  with  hepatic  effects 
are  observed  in  a small  proportion  of  individuals  as  a result  of  a 
local  stimulating  effect  of  the  medication  on  the  alimentary  tract; 
however,  the  normal  intestinal  gram-negative  bacterial  flora  is  not 
appreciably  altered  by  erythromycin  drugs. 

Although  allergic  manifestations  are  uncommon  with  the  use  of 
erythromycin,  there  have  been  occasional  reports  of  urticaria,  skin 
eruptions,  and,  on  rare  occasions,  anaphylaxis. 

Administration  and  Dosage:  llosone  is  administered  orally. 

llosone  Pulvules®;  llosone  Chewable  Tablets;  llosone  Drops; 
llosone,  125,  for  Oral  Suspension. 

For  infants  and  for  children  under  twenty-five  pounds  of  body 
weight,  the  usual  dosage  is  5 mg.  per  pound  every  six  hours;  for 
children  twenty-five  to  fifty  pounds,  125  mg.  every  six  hours.  (Tab- 
lets llosone  Chewable  should  be  chewed  or  crushed  and  swallowed 
with  water.) 

For  adults  and  for  children  over  fifty  pounds,  the  usual  dosage 
of  llosone  is  250  mg.  every  six  hours. 

For  severe  infections,  these  dosages  may  be  doubled. 

When  larger  doses  are  indicated,  parenteral  erythromycin  ther- 
apy should  be  considered. 

In  the  treatment  of  syphilis,  the  recommended  total  dosage  is 
20  to  30  Gm.  given  in  divided  doses  for  a period  of  ten  to  fifteen 
days.  Close  follow-up  of  the  patient  is  necessary  since  erythromycin 
drugs  have  not  had  adequate  evaluation  in  all  stages  of  syphilis. 
Examinations  of  spinal  fluid  are  recommended  as  part  of  the 
follow-up  therapy. 

For  gonorrhea,  500  mg.  four  times  a day  for  four  days  are 
recommended.  In  the  treatment  of  gonorrhea,  patients  with  a sus- 
pected lesion  of  syphilis  should  have  a dark-field  examination  be- 
fore receiving  antibiotics,  and  monthly  serologic  tests  should  be 
made  for  a period  of  three  months. 

How  Supplied:  Pulvules  llosone,  Capsules,  N.F.,  125  and  250  mg. 
(equivalent  to  base),  in  bottles  of  24  and  100. 

Tablets  llosone  Chewable,  N.F.,  125  mg.  (equivalent  to  base),  in 
bottles  of  50. 

llosone  Drops,  5 mg.  (equivalent  to  base)  per  drop,  in  lO-cc.-size 
packages,  with  dropper  calibrated  at  25  and  50  mg. 

llosone,  125,  for  Oral  Suspension,  N.F.,  125  mg.  (equivalent  to 
base)  per  5-cc.  teaspoonful,  in  60  and  150-cc.-size  packages. 
References:  1.  Griffith,  R.  S.,  and  Black,  H.  R.t  Am.  J.  M.  Sc.,  247. 69, 
1964.  2.  Griffith,  R.  S.,  and  Black,  H.  R.:  Antibiotics  & Chemother., 
12: 398,  1962.  3.  Hirsch,  H.  A.,  Pryles,  C.  V.,  and  Finland,  M.:  Am.  J.  M. 
Sc.,  239. 198,  1960. 
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Abstracts  in  Interlingua 


Warren,  S.:  Isotopos  radio-active  in  le 

laboratorio  medical  ( anglese ),  New  York 
State  J.  Med.  67:  897  (1  de  april)  1967. 

Isotopos  radio-active  ha  rendite  possibile 
raffinar  le  procedimentos  analytic  e accelerar 
le  determinationes.  Isotopos  pote  esser  detegite 
physicamente  per  medio  de  appropriate  instru- 
mentos  que  tracia  rapide-  e accuratemente  lor 
movimentos,  de  maniera  que  compositos  specific 
pote  esser  recognoscite.  Isotopos  pote  esser 
usate  salvemente  in  diagnose  e recerca.  Le 
extense  varietate  de  emissiones  radio-active — 
cata-un  distinctemente  characteristic — rende 
possibile  le  application  de  varie  technicas. 
Emissores  alpha  e molle  emissores  beta  es  le 
plus  appropriate  pro  radio-autographia,  e emis- 
sores gamma  es  le  plus  appropriate  pro  pro- 
cedimentos de  scrutinage.  II  existe  methodos 
que  permitte  le  studio  del  activitate  metabolic, 
del  stato  circulatori,  e de  alterationes  anormal 
in  un  grande  varietate  de  tissus,  permittente  le 
detection  de  metastases  hepatic  si  ben  como  le 
verification  del  efficacia  de  un  transplantation 
renal  e le  execution  de  multissime  altere  ob- 
servationes.  Iodo  radio-active — sol  o in  com- 
bination— remane  le  isotopo  le  plus  popular, 
sed  ben  plus  que  100  altere  radio-emissores  se 
ha  provate  utile.  Le  question  del  precipitation 
radio-active  es  commentate. 

Rossi,  A.  O.:  Prole  a defecto  psychoneurologic; 
le  rolo  del  clinica  communal  de  sanitate  men- 
tal (anglese).  New  York  State  J.  Med.  67: 
902  (1  de  april)  1967. 

Phenomenos  comportamental  associate  con 


Current  respiratory  data 

Current  data  on  the  seasonality  of  the  more 
common  respiratory  complaints  and  otitis 
media  have  been  updated  recently. 

During  December,  the  over-all  patient  visit 


lesiones  de  cerebro  in  juveniles  include  hyper- 
cinesia,  inquietude,  distrahibilitate,  impulsi- 
vitate,  incoordination,  explosivitate  affective, 
e non-satisfacente  travalio  scholari.  Tamen, 
omne  iste  parametros  representa  impressiones 
clinic,  e le  recerca  in  iste  area  ha  essite  subjec- 
tive. Lesiones  cerebral  pote  manifestar  se  in 
un  varietate  de  manieras.  Un  desiderate  ur- 
gente  es  elucidar  le  criterios  pro  le  diagnose  de 
lesion  cerebral.  11  remane  possibile  in  nostre 
dies  identificar  le  juvene  qui  suffre  de  un  lesion 
cerebral  con  le  juvene  qui  ha  nulle  tal  lesion  sed 
es  retardate.  Es  importante  distinguer  inter 
distrahibilitate  e manco  de  continuitate.  Mye- 
linisation  pare  esser  correlationate  con  le  func- 
tionamento  neural,  e un  fibra  de  nervo  que  non 
es  myelinisate  completemente  es  capace  a trans- 
mitter impulsos  ben  que  solo  imperfectemente. 
Ulo  non  procede  con  un  rapiditate  uniforme. 
Lesiones  pote  resultar  ab  stress  emotional, 
physic,  o synthetic  quando  le  myelinisation  es 
retardate  o incomplete.  Le  potentialitates 
pharmacotherapeutic  es  commentate. 

Fontana,  V.  J.:  Le  problema  del  accidentes 

in  juveniles  de  etate  pre-scholari  (anglese). 
New  York  State  J.  Med.  67:  913  (1  de  april) 
1967. 

Le  causa  de  morte  le  plus  commun  in  juveniles 
es  accidentes,  particularmente  accidentes  al 
domicilio.  Accidentes  in  le  pueritia  es  prim- 
arimente  le  responsabilitate  del  parentes  o 
guardianos  e poterea  esser  evitate.  Un  signi- 
ficative mesura  preventive  es  disciplina  quanto 
a securitate  e protection,  accompaniate  de 
comprension  e de  amor. 


volume  was  somewhat  above  the  last  five 
year  average,  but  well  below  last  year’s  figure. 
The  individual  conditions  to  note  are  acute 
pharyngitis  with  an  exceptionally  high  Decem- 
ber, 1966,  volume  and  bronchitis,  which  is  not 
only  below  last  year’s  volume,  but  the  last 
five-year  average  as  well. 
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Abstracts 


Warren,  S.:  Radioactive  isotopes  in  laboratory 
medicine,  New  York  State  J.  Med.  67:  897 
(Apr.  1)  1967. 

Radioactive  isotopes  have  made  it  possible  to 
refine  analytic  processes  and  speed  determina- 
tions. Isotopes  can  be  detected  physically  by 
instrumentation  and  have  the  ability  to  trace 
rapidly  and  accurately  radioactive  atoms  so  that 
specific  compounds  can  be  recognized.  They 
can  be  used  safely  in  diagnosis  and  research. 
The  wide  range  of  radioactive  emissions,  each 
distinctly  characteristic,  makes  possible  various 
technics.  Alpha  or  soft  beta  emitters  are  best 
for  radioautography,  and  gamma  emitters  are 
best  for  scanning.  Methods  permit  studies  of 
metabolic  activity,  circulatory  state,  and  ab- 
normal change  in  a wide  variety  of  tissues  rang- 
ing from  the  detection  of  hepatic  metastases  to 
checks  on  the  efficiency  of  renal  transplants. 
Radioactive  iodine,  alone  or  in  combination, 
remains  the  most  popular,  but  well  over  100 
isotopes  have  been  proved  useful.  Fallout  is 
discussed. 

Rossi,  A.  D.:  Psychoneurologically  impaired 

child ; community  mental  health  clinic  approach, 
New  York  State  J.  Med.  67:  902  (Apr.  1) 
1967. 

Behavioral  concomitants  of  brain  damage  in 
the  child  include  hyperkinesia,  restlessness,  dis- 
tractibility,  impulsivity,  incoordination,  affec- 
tive explosiveness,  and  poor  schoolwork;  but 
these  are  clinical  impressions  and  research  has 
been  subjective.  Brain  damage  may  be  mani- 
fested in  a variety  of  ways.  There  is  need  to 
elucidate  the  criteria  for  brain  damage;  for 
years  the  brain-damaged  child  has  been  identi- 
fied with  the  nonbrain-damaged  retarded  child. 
It  is  important  to  distinguish  between  distracti- 
bility  and  inconsistency.  Myelinization  ap- 
pears to  be  correlated  with  function,  and  a nerve 
fiber  that  has  not  been  completely  myelinated 
may  transmit  impulses,  but  imperfectly;  it 
does  not  proceed  at  a uniform  rate.  Damage 
can  result  from  emotional,  physical,  or  synthetic 
stress  when  myelinization  is  delayed  or  incom- 
plete. Pharmacotherapy  is  discussed. 

Fontana,  V.  J.:  Problem  of  accidents  to 

preschool  child.  New  York  State  J.  Med.  67: 
913  (Apr.  1)  1967. 

The  most  common  cause  of  death  in  children 
is  accidents,  particularly  in  the  home.  Acci- 
dents in  childhood  are  mainly  the  fault  of  par- 
ents or  custodians  and  could  be  avoided.  One 
significant  preventive  measure  is  discipline  for 
security  and  protection,  accompanied  by  under- 
standing and  love. 


Therapeutic  Effects:  Tandearil  is  a nonhormonal  compound 
which  may  rapidly  resolve  inflammation  and  help  restore 
normal  joint  function.  Its  action  does  not  affect  pituitary- 
adrenal  function  or  impair  immune  responses.  Its  value 
in  osteoarthritis  is  especially  noteworthy  because  this 
disorder  responds  inconsistently  to  steroids  and  is 
often  resistant  to  salicylates.  Further,  indomethacin  is 
limited  only  to  osteoarthritis  of  the  hip,  whereas  oxyphen- 
butazone is  effective  in  all  forms  of  the  disease. 

Contraindications:  Edema;  danger  of  cardiac  decompen- 
sation; history  or  symptoms  of  peptic  ulcer;  renal, hepatic] 
or  cardiac  damage;  history  of  drug  allergy;  history  of  blood 
dyscrasia.  The  drug  should  not  be  given  when  the  patient  I 
is  senile  or  when  other  potent  drugs  are  given  concurrently 

Warning:  If  coumarin-type  anticoagulants  are  given  simuW 
taneously,  watch  for  excessive  increase  in  prothrombin  I 
time.  Pyrazole  compounds  may  potentiate  the  pharmaco- 
logic action  of  sulfonylurea,  sulfonamide-type  agents  and 
insulin.  Carefully  observe  patients  receiving  such  therapy. 
Use  with  great  caution  in  the  first  trimester  of  pregnancy 

Precautions:  Obtain  a detailed  history  and  a complete 
physical  and  laboratory  examination,  including  a blood  1 
count.  The  patient  should  be  closely  supervised  and  should 
be  warned  to  report  immediately  fever,  sore  throat,  or 
mouth  lesions  (symptoms  of  blood  dyscrasia);  sudden 
weight  gain  (water  retention);  skin  reactions;  black  or  tarry 
stools  or  other  evidence  of  intestinal  hemorrhage.  Make 
regular  blood  counts.  Discontinue  the  drug  and  institute 
countermeasures  if  the  white  count  changes  significantly, 
granulocytes  decrease,  or  immature  forms  appear.  Use  ] 
greater  care  in  the  elderly  and  in  hypertensives. 

Adverse  Reactions:  The  most  common  are  nausea,  edema 
and  drug  rash.  The  drug  has  been  associated  with  peptic 
ulcer  and  may  reactivate  a latent  peptic  ulcer.  Infre- 
quently, agranulocytosis,  or  a generalized  allergic  reaction 
may  occur  and  require  withdrawal  of  medication.  Stoma- 1 
titis,  salivary  gland  enlargement,  vomiting,  vertigo  and  | 
languor  may  occur.  Leukemia  and  leukemoid  reactions 
have  been  reported  but  cannot  definitely  be  attributed  to 
the  drug.  Thrombocytopenic  purpura  and  aplastic  anemia 
may  occur.  Confusional  states,  agitation,  headache, 
blurred  vision,  optic  neuritis  and  transient  hearing  loss  I 
have  been  reported,  as  have  hyperglycemia,  hepatitis,  I 
jaundice,  and  several  cases  of  anuria  and  hematuria.  With 
long-term  use,  reversible  thyroid  hyperplasia  may  occur! 
infrequently.  Moderate  lowering  of  the  red  cell  count  I 
due  to  hemodilution  may  occur. 

Dosage  in  Osteoarthritis:  The  initial  daily  dosage  in  adults 
is  300-600  mg.  in  divided  daily  doses.  When  improvement! 
occurs,  dosage  should  be  decreased  to  the  minimum 
effective  level;  this  should  not  exceed  400  mg.  daily,  and! 
is  often  achieved  with  only  100-200  mg.  daily. 

For  complete  details,  please  refer  to  full  prescribing  ] 
information.  6562-VI(B)R  I 

Availability:  Tablets  of  100  mg. 


Geigy  Pharmaceuticals 
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Tandearir  helps  osteoarthritic 
oxyphenbutazone  joints  move  again 


3 out  of  4 osteoarthritics  com- 


Sperling,  I.L. : 3 Years'  Experience 
with  Oxyphenbutazone  in  the 
Treatment  of  Rheumatic  Disorders, 
Applied  Therapeutics  6:117,  1964. 

76.9%  of  407  patients 

Watts,  T.W.,  Jr.:  Treatment  of  Rheu- 
matoid Disorders  with  Oxyphenbu- 
tazone, Clin.  Med.  73:65, 1966. 

84.6%  of  39  patients 
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LAKESIDE 


Twenty  years  ago  the  publication  of  "A 
System  for  the  Routine  Treatment  of  the  Failing 
Heart”1 2  established  a schedule  of  diuretic 
therapy  as  a primary  factor  in  the  treatment 
of  acute  congestive  failure.  With  emphasis 
upon  daily  injections  of  Mercuhydrin 
(meralluride  injection)  until  dry  weight  was 
obtained,  Gold,  et  al.  achieved  a 40%  increase 
in  improvement,  in  VS  the  time,  over  other 
methods  then  current.  Today,  most  medical 
texts  continue  to  recommend  parenteral 
mercurials  in  acute  congestive  failure  when 
prompt  diuresis  is  indicated. 

Recently  Models  has  stated:  “The  mercurial 
diuretics  are  the  injectable  diuretics  of  choice 
since  they  are  the  most  potent  as  well  as  the 
most  dependable.  Their  toxicity  is  not  an 
important  consideration  either  by  comparison 
with  other  potent  diuretics  or  in  relation  to  the 
seriousness  of  the  conditions  in  which  they 
provide  such  excellent  relief.” 


IN  BRIEF 

Mercuhydrin  is  indicated  in  edema  of  cardiac  or 
hepatic  origin  and  in  the  nephrotic  syndrome;  it  is 
contraindicated  in  acute  nephritis  and  in  anuric  or 
oliguric  states.  The  usual  adult  dose  is  one  to  two 
cc.  daily  or  every  other  day  until  “dry  weight " is 
obtained.  Sensitivity  is  rare  but  small  initial  doses 
are  advised  to  minimize  potential  reactions;  ver- 
tigo, fever,  and  rash  have  occurred.  Overdosage 
may  produce  electrolyte  depletion,  muscle  cramps, 
and  G.  I.  reactions.  Supplied:  1 cc.  and  2 cc.  am- 
puls in  boxes  of  12,  25  and  100;  10  cc.  rubber 
capped,  multiple-dose  vials  (intramuscular  or  sub- 
cutaneous use  only)  in  boxes  of  6 and  100. 


1. Gold,  Harry,  et  al.:  A System  for  the  Routine  Treat- 
ment of  the  Failing  Heart,  The  American  Journal  of 
Medicine,  Vol.  Ill,  No.  6:665-692  (Dec.)  1956. 

2.  Modell,  Walter:  Drugs  of  Choice  1966-1967,  p.  97, 
1966. 
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Editorials 


Feeding  astronauts  in  flight 

Some  interesting  facts  are  to  be  gleaned 
from  recent  statements  by  a senior  scientist 
of  the  National  Aeronautical  and  Space 
Administration  as  recorded  in  “Nutrition 
News.” 

Looking  toward  the  prolonged  Gemini 
flights,  information  on  food-handling,  con- 
tainers, and  gastrointestinal  functioning 
during  weightlessness  was  obtained  from 
the  Mercury  flights  of  shorter  duration. 

The  food  supply  first  is  subject  to  severe 
restriction  as  to  weight  and  volume.  It 
must  be  able  to  withstand  severe  transitory 
thermal  and  mechanical  stresses.  It  must 
provide  high  caloric  value  with  low  residue 
and  avoid  formation  of  intestinal  gas. 
Last,  the  food  must  be  protected  against 
chemical  and  biologic  deterioration. 

Rehydratable  foods  have  met  these 
requirements — about  half  the  daily  ration 
is  rehydrated  with  water  and  the  other  half, 


Medical  semantics 

The  terms  “ethical”  and  “unethical” 
are  bandied  about  quite  freely  in  medical 
circles. 

In  legalistic  terms  the  Judicial  Council 
of  the  American  Medical  Association  states 
that  the  term  “ethical”  refers  to  matters 
involving: 

1.  Moral  principles  or  practices 

2.  Customs  and  usages  of  the  medical 
profession 

3.  Matters  of  policy  not  necessarily 
involving  issues  of  morality  in  the 
practice  of  medicine. 

Unethical  conduct  involving  moral  prin- 
ciples, values,  and  duties  calls  for  dis- 
ciplinary action  such  as  censure,  suspension, 
or  expulsion  from  medical  society  member- 
ship. 


bitesize,  is  rehydrated  in  the  mouth. 
Menus  are  planned  with  a calorie  distribu- 
tion of  protein  17  per  cent,  fat  32  per  cent, 
and  carbohydrate  51  per  cent.  The  average 
total  calories  for  two  astronauts  on  the 
Gemini  missions  was  2,200-2,300  calories 
per  day. 

Weight  loss  has  occurred  on  all  missions 
to  date  and  evidence  for  bone  demineral- 
ization and  possible  nitrogen  imbalance 
has  been  observed.  It  is  not  possible  at 
this  time  to  positively  demonstrate  a nega- 
tive protein  balance  attributable  to  space 
flight. 

Ground  experiments,  however,  suggest 
that  the  1 Gm.  protein  per  kilogram  used 
in  flight,  be  raised  to  1.4  Gm. 

While  much  valuable  information  has 
been  gathered,  there  is  much  more  to  be 
learned  about  the  nutritional  physiology 
of  man  in  space. 


Failure  to  conform  to  the  customs  and 
usages  of  the  medical  profession  may  call 
for  disciplinary  action  depending  on  the 
particular  circumstances  involved,  local 
attitudes,  and  how  the  conduct  in  question 
may  reflect  upon  the  dignity  of  and  respect 
for  the  medical  profession. 

In  matters  strictly  of  a policy  nature,  a 
physician  who  disagrees  with  the  position 
of  the  American  Medical  Association  is 
entitled  to  freedom  and  protection  in  his 
point  of  view. 

Moral  principles  are  immutable.  Cus- 
toms and  usages  are  subject  to  change  by 
a slow  and  orderly  evolution. 

Policy  may  be  discretionary. 

It  all  comes  down  to  “noblesse  oblige,” 
the  response  to  a high  calling. 
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A dual  purpose 

High  on  the  masthead  of  this  Journal 
is  the  slogan  “Dedicated  to  the  continuing 
education  of  the  physician.”  This  applies 
not  only  to  the  editorial  material  embracing 
original  articles,  reviews,  case  reports,  and 
feature  sections  but,  also,  to  the  pharma- 
ceutical advertisements.  These  are  not 
exclusively  a sales  pitch.  They  are  defi- 
nitely informational.  The  type  of  drug 
advertisements  we  carry  can  be  regarded 
as  thumbnail  texts  in  clinical  pharmacology. 
The  product  by  the  time  it  reaches  our 
pages  has  cleared  the  FDA  requirements, 
and  has  behind  it  a wealth  of  scientific 
study  including  meaningful  qualitative 
and  quantitative  trials 


The  advertising  copy  is  as  fresh  as  your 
daily  newspaper  and  as  simply  and  as 
clearly  written. 

It  is  true  that  our  advertisers  have  an 
interest  in  the  Journal  because  it  exposes 
their  products  to  thousands  of  readers  twice 
a month,  the  year  around.  We  know  it 
for  a fact  also  that  the  advertisers  are  in- 
terested in  the  Journal  because  it  is  a 
medical  school  without  walls,  teaching  the 
tried,  the  true,  and  the  new.  They  have  an 
honored  part  in  this  exciting  venture. 

It  is  a fact  that  advertising  revenue 
makes  life  possible  for  medical  journals. 
We  hope  it  makes  ours  a better  journal  as 
well. 


Medical  Society  of  the  State  of  New  York 
Annual  Convention 


February  11  through  15,  1968 
The  Americana,  New  York  City 
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(pan  you  pick  the 
traveler  who  should  not 
lake  Dramamine? 


t Obviously  the  airline  pilot— and  only  because  Dramamine  will  cause 

drowsiness  in  some  individuals  and  therefore  should  be  used  with  caution 
in  persons  who  operate  complex  or  dangerous  machinery.  Any  of  the 
others  may  confidently  take  Dramamine  for  fast  relief  or  reliable  prophy- 
laxis, whenever  nausea  or  vomiting  threatens  or  occurs. 
Dramamine-remarkably  safe  and  effective— is  probably  the  most  exten- 
sively validated  antinauseant-antiemetic  agent  in  use  today:  proved  by 
controlled  and  double-blind  studies  and  backed  by  almost  two  decades  of 
worldwide  clinical  success.  Why  not  recommend  Dramamine  to  your  patients? 
osage:  Adults-50  mg.  in  tablet  or  liquid  form,  every  four  to  six  hours.  Childrens  to  8 years  old-12.5  to  25  mg. 
i d.  or  t.i.d.  Childrens  to  12  years  old-25  to  50  mg.  b.i.d.  dr  t.i.d. 

low  Supplied: Tablets,  50  mg.,  uncoated,  scored,  yellow;  bottles  of  100  and  1000,  vials  of  12.  Liquid,  12.5  mg. 
ter  4 cc.,  pint  bottles.  Supposicones®,  100  mg.,  boxes  of  12.  Ampuls,  250  mg.,  serum  type,  boxes  of  6 and  25. 
'recautions:  Dramamine,  notably  nontoxic  itself,  may  mask 
ie  symptoms  of  streptomycin  toxicity.  Patients  should  be 
autioned  against  operating  automobiles  or  dangerous  ma- 
hinery  because  of  possible  drowsiness. 
ocaoi  c Research  in  the  Service  of  Medicine 

SEARLE  G.  D.  Searle  & Co..  Chicago,  Illinois  60680  OirnennyCirindtO 


Dramamine 


The  Guys  in  the  Da  Nang  patrol 


Now  the  time  is  near.  Men  in  the 
chopper  are  counting  the  seconds. 

17  of  them.  Dressed  in  green  dungarees, 
soaked  black  in  sweat. 

No  wisecracks.  No  horseplay. 

Any  minute  now  they’ll  hit  the  landing 
zone.  And  head  for  the  jungle. 

The  chopper  will  lift.  And  they’ll  be  alone. 

They’re  the  guys  in  the  Da  Nang  patrol. 

★ ★ ★ 

Ten  thousand  miles  around  the  world, 
there  are  people  who  call  them  sucker. 

People  who  hope  they’ll  give  up. 

Quit.  Go  AWOL.  But  they  won’t. 

They  care.  Enough  so  9 out  of  10 
men  in  the  outfit  put  cash  into 
U.S.  Savings  Bonds. 

To  help  pay  the  bill. 

They’re  the  guys  in  the 
Da  Nang  patrol. 

★ ★ ★ 

The  next  time  they  hit  the  landing 
zone,  will  you  be  with  them? 

Do  you  care  enough  to  get  in  there 
and  pitch  the  best  way  you  can? 

Make  no  mistake. 

These  guys  in  the  Da  Nang  patrol 
will  hit  the  landing  zone  anyway. 

Maybe  you’ll  stand  a little 
straighter,  walk  a bit  taller 
- knowing  you’re  with  them 
all  the  way. 

U.  S.  Savings  Bonds 


The  U.  S.  Government  does  not  pay  for  this  advertisement.  It  is  presented  as  a public 
service  in  cooperation  with  the  Treasury  Department  and  The  Advertising  Council . 
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Scientific  Articles 


Radioactive  Isotopes  in 
Laboratory  Medicine* 


SHIELDS  WARREN,  M.D. 

Albany,  New  York 

From  the  Cancer  Research  Institute,  New  England 
Deaconess  Hospital,  Boston,  Massachusetts 

| AM  VERY  happy  to  have  this  opportunity 
to  speak  on  an  occasion  honoring  Dr. 
Wadsworth.  I had  had  occasion,  when  I 
was  working  as  a young  resident  in  Frank 
Mallory,  M.D.’s  laboratory,  to  see  Dr. 
Wadsworth  occasionally.  He  was  a very 
austere  man  who  made  a great  impression 
on  us  youngsters;  a man  who  had  set  for 
himself,  and  had  achieved,  high  scientific 
standards.  In  my  day,  as  for  decades 
afterwards,  his  Standard  Methods  was  the 
guide  for  pathologists  working  in  fields 
having  to  do  with  public  health  and  with 
diagnostic  procedures. 

He  was  not  an  easy  man  to  know;  he  was 
not  a man  about  whom  anecdotes  are  availa- 
ble, but  he  left  a solid  foundation  in  the 
field  of  public  health  laboratories  that  has 
made  a tremendous  contribution  to  the 
well-being  not  only  of  New  York’s  citizens 
but  also  to  those  of  a good  share  of  the 
world  as  well.  Perhaps  the  outstanding 
feature  was  his  utter  and  total  commitment 
to  sound  laboratory  work  and  good  labora- 
tory methods. 

Atomic  medicine 

To  move  from  the  past  to  the  present, 
and  a rather  restless  and  unhappy  present, 

Based  on  the  sixteenth  Augustus  B.  Wadsworth  lecture  de- 
livered to  the  New  York  State  Association  of  Public  Health 
Laboratories,  Albany,  New  York,  May  20,  1965. 

* This  investigation  was  supported  by  U.S.  Atomic  Energy 
Commission  Contract  AT  (30-i)-3777  with  the  New  England 
Deaconess  Hospital. 


radioactive  isotopes  have  made  it  possible 
to  refine  analytic  processes  and  speed  deter- 
minations. Isotopes  can  be  detected  physi- 
cally by  instrumentation  and  have  the  ability  to 
trace  rapidly  and  accurately  radioactive  atoms 
so  that  specific  compounds  can  be  recognized. 
They  can  be  used  safely  in  diagnosis  and  re- 
search. The  wide  range  of  radioactive  emis- 
sions, each  distinctly  characteristic,  makes 
possible  various  technics.  Alpha  or  soft  beta 
emitters  are  best  for  radioautography,  and 
gamma  emitters  are  best  for  scanning. 
Methods  permit  studies  of  metabolic  activity, 
circulatory  state,  and  abnormal  change  in  a 
wide  variety  of  tissues  ranging  from  the 
detection  of  hepatic  metastases  to  checks  on  the 
efficiency  of  renal  transplants.  Radioactive 
iodine,  alone  or  in  combination,  remains  the 
most  popular,  but  well  over  100  isotopes  have 
been  proved  useful.  Fallout  is  discussed. 


it  is  appropriate  to  discuss  some  of  the 
impacts  of  atomic  medicine  in  the  labora- 
tory field  and  some  of  the  ways  in  which 
atomic  energy  as  such  is  becoming  a part 
of  laboratory  and  public  health  procedures. 
When  radioactive  isotopes  first  became 
available,  it  was  expected  that  all  types  of 
problems  would  be  quickly  and  easily 
solved  by  their  use.  However,  this  over- 
buoyant  expectation  was  not  realized  and 
was  replaced,  in  some  quarters  at  least,  by 
a lack  of  interest  or  unrealistic  fears  that 
use  of  radiation  from  isotopes  used  might 
be  harmful  to  the  patients.  Both  of  these 
trends  now  appear  to  be  corrected  and  the 
value  of  the  radioisotopes  thoroughly  estab- 
lished. Actually,  the  existence  of  isotopes 
of  stable  type  was  known  well  before  the 
use  of  radioactive  isotopes  as  tracers. 
Deuterium  was  the  first  and  perhaps  the 
best  known  of  these  stable  isotopes  to  be 
used.  With  the  development  of  use  of 
radioactive  isotopes  in  which  Hevesy  and 
Joliot-Curie  pioneered,  it  has  become 
possible  to  refine  greatly  our  analytic 
processes  and,  even  more  important,  to 
speed  greatly  the  determinations.1  An- 
swers can  now  be  found  in  minutes  that 
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would  have  been  long,  troublesome,  or 
virtually  impossible  to  obtain  by  other 
available  technics.  This  is  particularly 
valuable  in  the  study  of  intermediary 
metabobsm. 

The  instrumentation  for  physical  detec- 
tion of  minute  amounts  of  radioactive 
isotopes  is  so  good  that  they  can  be  readily 
detected  in  amounts  far  below  those  that 
are  biologically  significant.  These  instru- 
ments are  not  only  used  in  the  laboratory 
but  also  are  used  in  the  detection  network 
that  is  steadily  operating  so  that  fallout 
from  uncontrolled  use  of  atomic  weapons 
or  an  accidental  explosion  in  an  atomic 
plant  would  be  at  once  recognized.  The 
monitoring  would  give  precise  levels,  and 
if  any  action  were  indicated,  it  could  be 
readily  taken. 

Since  atomic  energy  has  become  a practi- 
cal reality,  the  reactors  of  Oak  Ridge  and 
elsewhere  produce  an  adequate  volume  of 
isotopes  to  make  these  technics  a part  of 
the  laboratory  routine.  Many  radioactive 
isotopes  are  in  daily  use.  A number  of 
them,  for  example  iodine-131  and  carbon- 
14,  are  available  commercially  in  a variety 
of  dosage  forms,  and  the  list  of  available 
labeled  substances  is  being  steadily  ex- 
panded. 

Some  of  the  isotopes  desirable  to  use  are 
short-lived  and  are  both  difficult  and 
expensive  to  keep  available.  Here  it  is 
sometimes  possible  to  make  use  of  “cow” 
systems,  since  at  times  one  radioactive 
form  of  an  element  disintegrates  to  produce 
another  or  related  one.  The  best-known 
“cow”  is  tellurium-132  to  produce  iodine- 
132.  The  long-lived  tellurium  provides  a 
useful  continuing  supply  of  the  shorter- 
lived  (2.6  hours)  but  more  applicable 
iodine  isotope.  As  another  example,  ce- 
sium-137, which  has  a thirty-year  half-life 
and  is  easily  handled,  has  no  gamma  emis- 
sion and  hence  cannot  be  readily  detected. 
However,  it  produces  a 2.6-minute  barium- 
137  that  does  have  gamma  emission  which 
can  be  used  for  effective  tracer  purposes. 
In  general,  “cow”  systems  are  of  most 
practical  value  when  the  “milked”  isotope 
is  short-lived  and  that  of  the  “cow”  rela- 
tively long-lived.  There  are  potentially 
available  118  “cow”  systems,  but  probably 
only  a few  of  them  will  ultimately  prove 
helpful  for  other  than  highly  specialized  use. 

Each  element  has  one  or  more  radio- 


active isotopes,  distinctive  as  to  radioactive 
emission,  half-life,  and  end  product.  These, 
in  general,  do  not  change  the  chemical 
character  of  any  compound  by  their 
addition  to  it  but  only  add  radioactivity. 

The  utilization  of  the  radioactive  isotopes 
has  been  particularly  profitable  in  bio- 
chemical areas  where  the  whole  concept  of 
intermediary  metabolism  has  been  revised 
by  the  ability  to  trace  rapidly  and  accu- 
rately radioactive  atoms  so  that  specific 
compounds  can  be  recognized.  By  virtue 
of  the  instrumentation  now  available — 
the  Geiger  counter,  the  crystal  detector, 
the  scanner,  and  radioautography — a few 
radioactive  atoms  can  be  detected  among 
billions  of  inert  atoms.  At  times,  it  is 
worth  while  to  concentrate  these  by 
various  radiochemical  technics. 

Complementing  isotopic  analysis  of  this 
standard  sort,  where  radioactive  isotopes 
are  added  and  used  as  tracers,  are  the 
technics  of  neutron  activation  analysis.2 
Here  atoms  of  a given  element  are  activated 
to  radioactive  form  by  exposure  to  neutron 
flux  so  that  their  presence  can  be  detected 
by  gamma  ray  spectrographic  technics. 
Only  those  elements  that  can  be  changed 
to  a gamma-emitting  isotope  are  readily 
amenable  to  this  type  of  analysis.  If  there 
is  a large  amount  of  sodium  or  chlorine 
present,  as  is  often  the  case,  its  activation 
will  obscure  the  result.  The  procedure  is 
most  useful  in  rare  trace  element  deter- 
mination. This  type  of  analysis  has  an 
added  advantage  in  medicolegal  work  in 
that  the  testing  does  not  destroy  the 
evidence.  This  is  particularly  helpful  in 
identification  of  hairs,  fibers,  and  sim- 
ilar materials.  Forensic  use  of  the  tech- 
nic is  not  yet  firmly  established  in  the 
courts  and,  unfortunately,  claims  have 
been  made  by  nonexperts  that  have  tended 
to  discredit  some  of  the  useful  aspects. 

Radioisotopes  can  be  used  safely  in 
diagnosis  and  research  because  instru- 
mental detection  is  so  fine  that  it  permits 
successful  mensuration  at  doses  well  below 
the  range  at  which  deleterious  changes  will 
be  produced  in  cells.3,4  The  diagnostic 
use  rests  on  the  facts  that  the  isotopes  so 
clearly  make  their  presence  known  that  a 
very  few  of  their  radioactive  atoms  can  be 
detected  among  thousands  of  billions  of 
other  but  inert  atoms,  that  this  can  be 
done  without  altering  the  structure  or 
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function,  and  it  can  be  done  inexpensively. 

Isotopes  are  available  that  give  a wide 
range  of  radioactive  emissions,  each  dis- 
tinctively characteristic.  Hence  various 
technics  can  be  used.  The  isotopes  best 
suited  for  radioautography  are  alpha  or 
soft  beta  emitters  which  produce  intense 
change  in  the  silver  salts  of  the  photo- 
graphic emulsion  and  are  closely  restricted 
to  the  region  of  the  cell  containing  them, 
thus  giving  good  resolution.  However, 
those  best  suited  for  scanning  purposes  are 
gamma  emitters,  which  can  traverse  much 
tissue  and  be  detected  by  instruments  on 
the  surface  of  the  body. 

The  alpha  particle,  poorly  penetrating, 
has  a tremendous  biologic  effect.  Radium 
and  plutonium  are  among  the  better  known 
sources.  Its  linear  energy  transfer  to 
cells  and  tissues  is  very  great  and  hence 
highly  destructive.  Passage  through  one 
or  two  cells  will  absorb  all  the  energy  of  an 
alpha  particle.  It  is  easy  to  shield  against 
alpha  particles,  and  indeed,  a sheet  of 
paper  would  be  enough.  Alpha  particles 
have  little  use  as  tracers. 

A beta  particle  such  as  we  have  in  phos- 
phorus-32, and  a number  of  the  other 
commonly  used  isotopes  can  be  stopped 
by  the  thickness  of  a standard  chemical 
flask.  They  are  relatively  feeble  in  their 
biologic  effect.  They  are  about  equal  in 
penetrating  power  to  80-kilovolt  x-rays. 
These  x-rays  are  the  ones  that  the  dentist 
usually  uses  when  he  takes  x-ray  films  of 
teeth.  For  these,  0.2  mm.  of  lead  will 
stop  half  of  the  radiation. 

If  x-ray  energy  is  increased  to  the  mil- 
lion-volt range,  much  more  thickness  of 
lead  is  required  for  protection.  The 
gamma  rays  from  radium  or  cobalt-60 
require  still  more.  Neutrons  have  great 
biologic  effectiveness,  and  it  takes  some 
meters  of  concrete  to  do  a complete  job  of 
stopping  them. 

Gamma  radiation 

Gamma  radiation  is  of  course  best  for 
scanning.  Many  types  of  scanning  devices 
are  available  and  are  now  both  sophisti- 
cated and  expensive.4  A scanner  is  es- 
sentially the  means  by  which  the  number  of 
gamma  rays  emitted,  which,  of  course,  is 
proportional  to  the  amount  of  isotope 
taken  up  in  the  tissue  under  study  and  the 


radioactivity  of  that  isotope,  are  recorded 
on  a two-dimensional  representation  of  the 
body.  The  rays  are  collimated  so  that 
their  distribution  and  number  gives  a 
reasonable  and  fairly  sharply  outlined 
picture  of  the  extent  to  which  the  emitting 
isotope  is  concentrated  in  a given  region. 
By  choice  of  isotopes,  various  organs  or 
abnormalities  of  organs  can  be  demon- 
strated. Thus,  scans  can  be  readily  made 
of  the  thyroid  and  the  pattern  of  its 
abnormalities  obtained  as  various  amounts 
of  I131  are  absorbed.  Tumors  of  the  brain 
can  be  localized  and  metastases  in  liver 
made  apparent.  Even  the  pancreas  can 
be  somewhat  visualized  by  the  study  of 
the  uptake  of  selenone  thionine- containing 
radioactive  selenium.  The  key  to  the 
efficacy  of  the  apparatus  is  a sensing 
crystal,  often  sodium  iodide,  that  emits  a 
light  photon  when  struck  by  a gamma  ray. 
Gamma-emitting  isotopes  in  colloidal  form 
can  be  used  for  detection  of  pulmonary 
embolism  and  other  focal  disorders.  These 
photons  are  picked  up  and  recorded  by  a 
standard  photomultiplier  tube.  The  effi- 
ciency and  sensitivity  vary  with  the  chem- 
ical character  and  the  size  of  the  crystal, 
as  well  as  with  the  general  characteristics 
of  the  instrument.  Scanning  is  concerned 
not  only  with  spatial  relations  but  tem- 
poral and  spectral  variations  also.  The 
temporal  variations  vary  widely,  being 
rapid  in  the  case  of  determination  of 
cardiac  output  and  taking  a somewhat 
longer  time  in  a renogram  or  hepatogram. 
Some  scanning  in  metabolic  research  may 
involve  repeated  observations  over  a period 
of  days.  The  spectral  characteristics  vary 
with  the  isotope  used.  Another  aspect  of 
the  scanner  which  provides  various  choices 
is  that  of  the  read-out  or  presentation  of 
the  data  recorded  by  the  instrument. 
Thus  far  no  one  uniform  technic  for  either 
storage  or  read-out  of  data  has  been  agreed 
on.  In  general,  graphic  representation  of 
the  impulses  in  terms  of  dots  on  the  re- 
cording paper  has  been  found  most  gener- 
ally acceptable.  In  general,  the  scanner 
needs  to  be  chosen  with  careful  appraisal 
of  the  type  of  information  desired.  There 
is  hardly  a tissue  or  organ  of  a patient 
posing  a diagnostic  problem  which  cannot 
be  gainfully  studied  by  isotope  scanning 
technics,  ranging  from  bone  or  joints  to 
brain,  thyroid,  or  lung.5 
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Methods  and  uses 

Methods  have  been  evolved  that  permit 
studies  of  metabolic  activity,  circulatory 
state,  and  abnormal  change  in  a wide 
variety  of  tissues  and  organs  ranging  from 
the  detection  of  hepatic  metastases  to 
checks  on  the  efficiency  of  renal  trans- 
plants. In  general,  radioactive  iodine 
alone  or  in  combination  with  protein  or 
other  substances  remains  the  most  popular 
because  of  the  convenient  half-life  and 
penetrating  gamma  rays  of  I131.  However, 
well  over  100  isotopes  have  been  proved 
useful.  Among  them  are  such  exotic  sub- 
stames  as  scandium-46,  selenium-75,  tech- 
netium-99m,  and  mercury-197.6'7  In  some 
instances  whole  new  fields  have  been 
opened  up  to  investigation  by  the  incor- 
poration of  radioactive  elements  into  key 
chemical  components  of  the  cell.  Thus, 
tritiated  thymidine  and  other  tritiated 
amino  acids  have  helped  to  revolutionize 


our  knowledge  of  cell  growth  and  cell 
activity. 

Fallout 

No  discussion  of  radioisotopes  would  be 
complete  without  passing  mention  of  those 
that  make  up  radioactive  fallout  which 
has  been  of  public  health  and  world-wide 
concern.  By  and  large  the  few  radioactive 
atoms  from  radioactive  fallout,  chiefly 
strontium-90  and  Cs137,  that  most  of  us 
contain  do  no  harm  because  of  their  very 
low  concentration  and  indeed  may  be  so 
few  as  to  be  difficult  to  detect.  Careful 
world-wide  studies  have  been  made  of 
the  kinds  and  amounts  of  fallout  from  the 
various  series  of  bomb  tests.  Monitoring 
is  done  through  an  extensive  and  well- 
organized  network  in  the  United  States 
and  the  results  published  periodically. 
For  example,  Figure  1 is  the  record  of  the 
Sr90  deposited  monthly  in  New  York  City 
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from  1954  to  1966. 8 Certain  population 
groups  exist  that  have  received  significant 
amounts  of  fallout  radiation.  The  crew 
of  the  Lucky  Dragon  that  received  much 
fallout  in  the  Pacific  test  of  1954  has  had  a 
difficult  time,  perhaps  in  part  because  of 
enthusiastically  applied  therapy.  Another 
group  were  the  Marshallese  natives  ex- 
posed to  radioactive  fallout  in  1954. 

Fallout,  the  radioactive  ashes  of  an 
atomic  explosion,  is  of  several  types. 

Immediate  fallout,  in  which  a great  vari- 
ety of  radioactive  isotopes  are  present,  is 
largely  plated  out  on  debris  in  the  form  of 
dust  or  even  flakes  from  the  site  of  the 
explosion.  This  type  of  fallout  is  limited 
in  extent,  is  carried  largely  downwind 
from  the  site,  and  contains  significant 
amounts  of  a very  wide  range  of  fission 
products,  among  which  radioactive  iodine 
is  quite  important. 

The  second  type  of  fallout  is  inter- 
mediate, and  is  made  up  of  gaseous  or 
particulate  fission  products  which  are 
transported  by  winds  in  the  lower  atmos- 
phere and  carried  to  earth  in  accelerated 
fashion  by  precipitation. 

The  distant  or  delayed  fallout  consists 
of  finely  particulate  material  that  is  dis- 
persed in  the  stratosphere  at  the  time  of 
explosion  and  slowly  settles  into  the 
atmosphere  and  then  down  to  earth,  largely 
by  rain  or  snow.  Such  fallout  may  per- 
sist for  several  years,  and  hence  the  isotopes 
of  importance  in  it  are  those  of  longer  half- 
life  such  as  Sr90  and  Cs137.  The  makeup 
and  distribution  of  these  various  forms  of 
fallout  and  the  dose  levels  of  radiation 
that  may  have  been  experienced  have  been 
carefully  studied.  A significant  amount 
of  information  is  available.  Most  of  it  is 
well  summarized  in  the  1962  and  1966 
reports  of  the  United  Nations  Scientific 
Committee  on  the  Effects  of  Atomic 
Radiation.910  These  reports  not  only  show 
the  deposition  of  radioactive  isotopes  on 
the  surface  and  in  the  air  but  in  the  oceans 
as  well.  Much  has  been  learned  as  to  how 
food  chain  mechanisms  bring  the  radio- 
isotopes to  domestic  animals  and  man. 10 
There  is  as  yet  only  reasoning  by  analogy 
and  extrapolation  of  data  to  indicate  that 
the  small  doses  of  radiation  from  distant  or 


stratospheric  fallout  may  be  deleterious. 

Various  efforts  have  been  made  to  estab- 
lish risk  estimates  from  fallout,  attempt- 
ing to  express  a probable  quantitative 
relationship  between  doses  of  radiation  and 
frequencies  of  occurrence  of  one  or  another 
effects.  These  risks  from  immediate  fall- 
out may  be  high,  as  was  the  case  of  the 
Japanese  fishermen11  and  the  Marshallese 
Islanders  in  1954, 12  but  are  in  general  low. 
Among  the  Marshallese  exposed,  one  cancer 
of  the  thyroid  has  been  found  in  an  adult, 
and  a number  of  the  children  have  devel- 
oped benign  nodules  in  their  thyroid 
glands.  Reconstruction  of  the  dose  re- 
ceived indicates  that  these  patients  had 
probably  been  exposed  to  175  rads  of 
whole-body  radiation  and  about  1,000  rads 
of  localized  radiation  to  their  thyroid 
glands. 

Fortunately,  because  of  our  vital  needs 
for  electric  power  from  atomic  energy  and 
because  of  the  extraordinarily  great  value 
of  radioactive  isotopes  in  diagnosis  and 
research,  the  evidence  is  strong  that  man 
has  learned  to  live  and  live  safely  with 
atomic  energy. 
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Studies  of  the  behavioral  concomitants 
of  brain  injury  in  children  began  appearing 
twenty-five  years  ago — traditional  symp- 
toms of  hyperkinesia,  restlessness,  dis- 
tractibility,  impulsivity,  and  incoordina- 
tion. Laufer  and  Denhoff1  added  to  these 
symptoms  of  “hyperkinetic  behavior  syn- 
dromes” affective  explosiveness  (impul- 
sivity or  irritability?)  and  poor  schoolwork 
first  noticed  when  the  child  is  faced  with 
abstract  thinking.  Over  the  years,  these 
impressions  which  are  based  largely  on 
clinical  study,  have  gained  acceptance; 
however,  research  has  been  largely  sub- 
jective; such  symptoms  as  hyperactivity 
and  distractibility  have  neither  been  defined 
nor  studied  successfully  objectively.  Al- 
most all  studies  have  failed  to  elucidate  the 
criteria  for  the  inclusion  of  the  patient  in 
the  brain-damage  category.  For  years  the 
brain-damaged  child  has  been  identified 
with  the  nonbrain-damaged  retarded  child. 
To  the  three  major  categories  of  mental 
retardation,  epilepsy,  and  cerebral  palsy, 
clinicians  now  add  a fourth  dimension. 


“the  minimally  psychoneurologically  im- 
paired child.” 

Review  of  recent  literature  leads  one  to 
the  conviction  that  the  objective  validation 
of  the  various  technics  commonly  used  to 
assess  the  presence  of  brain  damage  is  truly 
inconclusive.  This  is  particularly  striking 
when  compared  to  the  respect  that  is 
frequently  accorded  to  clinical  judgments 
based  on  these  very  technics:  the  Bender- 

Gestalt  test,  the  “draw-a-person”  test,  the 
Wechsler  intelligence  scale  for  children,  the 
Stanford-Binet  intelligence  scale,  the  elec- 
troencephalogram, and  the  neurologic  ex- 
amination. We  have  failed  to  recognize 
that  brain  damage  may  be  manifested  in  a 
variety  of  ways,  in  fact,  in  as  many  different 
ways  as  there  are  patients,  tests,  and  clini- 
cians. “Brain  damage”  is  not  a single 
entity  which  manifests  itself  repeatedly  in  a 
certain  way,  on  each  test,  for  each  person 
suspected  of  being  brain  damaged. 

In  the  literature  relating  to  brain  damage, 
the  symptoms  hyperactivity,  distractibility, 
emotional  lability,  and  inconsistency  are 
mentioned  repeatedly.  These  symptoms, 
rather  than  being  well  documented  as  con- 
comitants of  brain  damage  by  empirical 
investigation,  have  principally  entered  the 
literature  as  clinical  impressions  which  have 
gained  in  acceptance  through  the  years. 
For  this  reason,  it  is  important  to  take  a 
critical  look  at  the  existing  evidence  relative 
to  these  clinical  impressions.  The  findings 
are  largely  inconsistent  in  view  of  the  dif- 
ferent operations  involved  in  the  various 
studies.  Various  investigators  have  dif- 
ferent meanings  for  the  terms  “brain  dam- 
age,” resulting  in  different  criteria  against 
which  the  symptoms  are  measured.  Fur- 
thermore, measures  of  the  symptoms  them- 
selves vary  from  study  to  study,  making 
consistent  findings  less  likely. 

Evidence  appears  to  indicate  that  in 
experimental  animals,  there  is  an  increase 
in  activity  following  certain  selected  brain 
injuries  but  not  following  others;  in 
human  beings,  there  is  no  clear-cut  evidence 
relating  brain  injury  and  hyperactivity 
according  to  Schulman  and  Reisman.2 

It  is  also  apparent  that  no  simple  con- 
clusions can  be  drawn  regarding  the  rela- 
tionship between  brain  injury  and  distracti- 
bility. There  is  not  a single  instance  of  a 
relationship  between  damage  and  distracti- 
bility which  has  been  replicated.  On  the 
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other  hand,  a number  of  well-controlled 
studies  have  found  relationships  between 
certain  kinds  of  damage  and  distractibility 
which  suggest  that  a relationship  may  exist 
which  is  mediated  by  the  type  and  com- 
plexity of  the  task  employed,  the  age  of 
subjects  involved,  the  nature  and  locus  of 
injury,  and  the  time  between  injury  and 
assessment  of  behavior  (Tables  I and  II). 
The  effect  of  external  distractions  is  unclear 
but  appears  to  be  minimal. 

It  is  important  to  distinguish  between 
distractibility  and  inconsistency.  In  cer- 
tain aspects,  one  might  think  of  them  as  the 
same  type  of  behavior.  However,  dis- 
tractibility may  be  conceptualized  as  min- 
ute-to-minute  variability  in  the  perform- 
ance of  tasks  whereas  inconsistency  is 
variability  over  a longer  period  of  time. 
Mark  and  Pasamanick3  have  supported  the 
view  that  the  difficulty  appears  to  be  an 
inability  to  perform  consistently  rather 
than  a complete  failure  to  grasp  the  prob- 
lem, based  on  their  findings  in  a study  of  the 
variability  of  the  threshold  of  critical  flicker 
fusion  in  a group  of  brain-injured  children 
and  a group  of  nonbrain-injured,  handi- 
capped children  of  comparable  sex,  age, 
and  intelligence  quotient  distribution. 
They  hypothesized  that  greater  intra-in- 
dividual  variability  would  distinguish  the 
two  groups.  The  results  substantiated 
their  hypothesis  that  the  brain-injured 
children  had  consistently  larger  variability 
scores  than  did  the  nonbrain-injured  chil- 
dren. In  summary,  the  empirical  evidence 
with  respect  to  inconsistency  is  sparse  but 
does  lean  in  the  direction  of  a possible 
relationship  between  brain  damage  and 
inconsistency. 

The  instability  of  patient  behavior  in  the 
face  of  relatively  unchanging  stimulus  con- 
figuration is  frequently  given  weight  in  the 
assignment  of  the  diagnostic  label  of  brain 
damage.  The  brain-damaged  patient  is 
often  said  to  be  more  “emotionally  reac- 
tive.” A study  of  interest  was  done  by 
Brady  and  Nauta4  in  which  they  deter- 
mined in  preoperative  and  postoperative 
albino  rats  the  acquisition,  retention,  and 
extinction  of  a conditioned  emotional  re- 
sponse, the  magnitude  of  startle  response  to 
an  explosive  auditory  stimulus,  and  the 
rating  on  an  emotional  reactivity  scale. 
The  interviewing  operation  consisted  of 
lesions  either  in  the  septal  forebrain  areas 


behavioral  concomitants  of  brain  damage 
in  the  child  include  hyperkinesia,  restlessness, 
distractibility,  imnulsivity,  incoordination, 
affective  explosiveness,  and  poor  schoolwork; 
but  these  are  clinical  impressions  and  re- 
search has  been  subjective.  Brain  damage 
may  be  manifested  in  a variety  of  ways. 
There  is  need  to  elucidate  the  criteria  for 
brain  damage;  for  years  the  brain-damaged 
child  has  been  identified  with  the  nonbrain- 
damaged  retarded  child.  It  is  important  to 
distinguish  between  distractibility  and  incon- 
sistency. Myelinization  appears  to  be  cor- 
related with  function,  and  a nerve  fiber  that 
has  not  been  completely  myelinated  may  trans- 
mit impulses,  but  imperfectly;  it  does  not 
proceed  at  a uniform  rate.  Damage  can  re- 
sult from  emotional,  physical,  or  synthetic 
stress  when  myelinization  is  delayed  or  in- 
complete. Pharmacotherapy  is  discussed. 


or  in  the  habenular  complex  of  the  thal- 
amus. The  animals  with  the  septal  lesions 
showed  an  increase  in  emotional  reactivity, 
as  measured  by  the  rating  scale,  and  an  in- 
crease in  their  reaction  to  being  startled. 
These  animals  returned  to  normal  within 
about  sixty  days  postoperatively.  The 
animals  with  the  habenular  lesions  did  not 
exhibit  such  an  increase  in  reaction.  About 
one  half  of  the  septal  animals  showed  a 
temporary  reduction  in  the  strength  of  the 
conditioned  emotional  response,  but  this 
too  soon  returned  to  normal.  Extinction  of 
the  response  was  also  more  rapid  in  the 
habenular  animals  which  were  operated  on 
prior  to  conditioning  as  compared  with 
those  habenular  animals  operated  on  follow- 
ing the  acquisition  of  the  conditioned  emo- 
tional response.  This  finding  suggests  that 
the  time  of  damage  is  an  important  vari- 
able. It  would  appear  that  damage  has 
quite  different  effects  on  prior  learning  as 
compared  with  attempts  to  learn  after 
damage.  For  example,  damage  which  may 
have  only  a slight  effect  on  previously 
learned  material  might  interfere  with  the 
subsequent  new  learning  of  the  same  set  of 
responses.  The  literature  leads  to  a con- 
clusion that,  although  emotional  lability 
may  occur  as  a consequence  of  brain  dam- 
age, it  is  necessarily  related  to  the  type  of 
the  lesion,  the  time  since  the  injury,  the 
inherent  stability  of  the  organism,  and  the 
type  of  response  measured. 
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TABLE  I.  Orange  County  mental  health  clinics,  psychiatric  social  worker’s  intake 


1.  Prenatal  period— illness  (rubella,  other 
viruses?) 

Trauma 

Duration 

Medication 

Hemorrhage 

2.  Natal  period — weight 

Normal  full-term  spontaneous  delivery 

Labor  time 

F orceps 

Trauma 

Cyanosis 

Congenital  defects 

3.  Postnatal  period — (expected  age  of  ac- 
complishments) 

First  lifted  his  head  when 

prone birth  to  3 weeks 

Cooed  actively 12  to  26  weeks 

Played  with  his  hands. . . 14  to  20  weeks 

Rolling  over  from  supine 

to  prone 16  to  26  weeks 

Sat  unsupported 28  to  38  weeks 

Pronounced  “ma-ma,” 

“ba-ba” 32  to  42  weeks 

Crawled  or  creeped  across 

room 36  to  52  weeks 

Pulled  up  on  a railing  to 

standing 38  to  60  weeks 

Cooperated  during  dress- 
ing   52  to  62  weeks 

Stood  alone 52  to  62  weeks 

A word  other  than  “ma- 
ma,” “da-da” 56  to  70  weeks 

Walked  a few  steps  alone. 56  to  70  weeks 

Ate  with  a spoon 16  to  24  months 

Unwrapped  toys 18  to  24  months 

Three-word  sentences . . 18  to  26  months 
Voluntary  bladder  and 

bowel  control 24  months 

Walked  upstairs  by  him- 
self  24  months 

4.  As  a baby  did  he  sleep  well? 

Did  he  tremble,  jump,  or  jerk  in  sleep? 

Did  he  rock  the  crib  or  bang  his  head? 

At  what  age  did  he  give  up  the  afternoon 
nap? 

Anything  unusual  about  his  sweating  in 
sleep? 

Problem  of  constipation  as  a baby? 

Were  there  any  eating  problems? 


When  did  you  first  notice  overactivity? 
When  could  he  tie  shoelaces;  did  he  spill 
milk? 

How  did  he  behave  during  shopping  in 
supermarket? 

Was  he  prone  to  head  for  danger — fans, 
stair  wells? 

When  you  slapped  his  hands,  did  he  stay 
away? 

During  tantrums,  could  you  distract  him? 
Did  spanking  get  the  effect  you  were 
looking  for? 

Did  he  know  a stranger? 

Did  he  get  out  of  control  when  company 
visited? 

What  days  of  the  week  were  most  diffi- 
cult? 

How  did  he  react  when  he  hurt  himself? 
Did  he  enjoy  strong  or  spicy  flavors? 

How  did  he  behave  when  sick? 

Did  he  complain  much  when  sick? 

Did  he  have  good  days? 

Was  he  a forgetful  child? 

How  many  times  did  he  require  stitches? 
Did  he  enjoy  movies? 

What  medications  were  given  him  for 
behavior? 

What  did  they  do  to  him? 

Transient  strabismus  ever  noted? 

5.  Details  of  convulsions,  enuresis. 

Grand  mal 

Staring  spells 

Focal  motor  phenomena 

Alterations  in  awareness 

Automatisms 

6.  Details  of  all  serious  illnesses  and  trauma. 

Measles 

Uncomplicated  mumps 
Varicella 
Dehydration 
Head  trauma 

7.  Parental  relationships,  really  loved  or  re- 

jected? Either  parents  in  retarded  classes? 
Mental  defectives  in  family  line? 

8.  Sibling  relationships  and  differences  noted. 

9.  Clinic  referral  (by  whom  initiated) . 

10.  Reasons  for  referral. 


Schulman,  Kaspar,  and  Throne4 5  in  a 
recent  clinical-experimental  study  tried  to 
determine  whether  or  not  there  is  a set  of 
behaviors  which  will  be  produced  by  dam- 
age, regardless  of  extent  or  location.  They 
determined  that  the  behaviors  described  in 
the  brain-damaged  behavior  syndrome  are 
not  convergent,  that  is,  they  do  not  relate 
in  a way  which  enables  them  to  predict  the 
presence  of  one  from  the  presence  of 
another;  brain  damage,  regardless  of  extent 
or  location,  has,  as  one  of  its  concomitants, 
interruptions  in  the  patient’s  immediate 
exchange  with  his  environment,  and  these 


changes  may  take  a variety  of  forms  in- 
cluding hyperactivity,  autonomic  lability, 
performative  lability,  and  so  on.  These 
authors  state  that  their  data  strongly  sug- 
gest that  brain  damage  and  autonomic 
lability  are  not  directly  related;  their 
failure  to  find  a significant  relationship 
between  free  activity  and  diagnostic  evi- 
dence of  brain  damage  tends  to  substantiate 
their  thesis  that  hyperactivity,  as  it  is 
usually  defined,  has  a strong  social  cast  to 
it;  that  is,  in  calling  a child  hyperactive, 
one  is  speaking  of  an  incapacity  to  restrict 
activity  in  certain  contexts  rather  than  a 
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TABLE  II.  Orange  County  mental  health  clinics,  neurologic  examination 

Minimal  Brain  Damage  Syndrome  9.  Inability  to  catch  a ball 

10.  Inability  to  heel-walk, 
toe-walk 


A.  Head  size  and  shape 

B.  Eyes 

1.  Difficulty  of  convergence 

2.  Transient  strabismus 

3.  Stair-stepping  on  diagonal  eye 
movements 

4.  Visual  field  impairment 

5.  Nystagmus 

C.  Speech 

1.  Dyslalia 

2.  Dysarthria,  swallowing 
difficulties 

3.  Fasciculation  of  tongue 

4.  Incoordination  of  tongue 
movement 

5.  Nonfluency 

6.  Nasality 

D.  Neuromotor  coordination  and 
postural  reflexes 

1.  Fine  motor  coordination 

a.  Tremor 

b.  Intention  tremor 

c.  Choreiform  movements 

2.  Gait 

a.  Awkward  or  clumsy 

b.  Broad-based 

c.  Truncal  swaying  on  sitting 
and /or  standing 

d.  Difficulty  with  tandem 
walking 

3.  Inability  to  stand  on  one  leg; 
inability  to  hop 

4.  Overshooting  on  finger-to- 

finger;  finger-to-nose  Romberg  tests 

5.  Dysdiadochokinesia, 
synkinesis 

6.  Extension  of  arms,  eyes 
closed 

a.  Wide  divergence  of  arms 

b.  Convergence  of  arms 

c.  Wide  difference  in  arm 
levels 

d.  Choreiform  movements 

7.  Passive  rotation  of  head , eyes 
closed 

a.  Wide  divergence  of  arms 

b.  Convergence  till 
overlapping 

c.  Flexion  of  occipital  arm 

d.  Drop  of  chin  arm 

e.  Body  rotates  at  shoulders 
or  hips 

f.  “Whirls” 

g.  Extreme  resistance 

8.  Tightness  of  a muscle  group 


E.  Sensory 

1.  Astereognosis  (key,  coin, 
paper  clips,  rubber  band) 

2.  Finger  agnosia 

F.  Perceptual-motor  tasks 

1.  Mixed  laterality:  eye,  hand, 
and  foot  preference 

2.  Right-left  confusion 

3.  Reversals  and/ or  inversions  in 
writing 

4.  Impaired  ability  to  copy 
geometric  forms 

5.  Immaturity  on  bender  visual 
motor  gestalt 

6.  Impairment  of  body  image — 
draw-a-person  test 

7.  Intelligence  quotient: 

Mental  age:  Chronologic  age 

G.  Reflexes 

1.  Exaggerated  deep  tendon 
reflexes,  upper  extremities 

2.  Persistent  associated 
movements  (synkinesis)  upper 
extremities 

3.  Exaggerated  deep  tendon 
reflexes,  lower  extremities 

4.  Patellar  and/or  ankle  clonus 

5.  Babinski,  Oppenheim 

H.  Behavior  during  examination 

1.  Short  attention  span 

2.  Perseveration 

3.  Echolalia 

4.  Hyperactivity,  restlessness 

5.  Hypokinesia 

6.  Fluctuating 

I.  Neurologic  common 
denominators 

1.  Irregularities  in  gross 
coordination 

2.  Impaired  fine  coordination 

3.  Isolated  hyperreflexia 

4.  Dysdiadochokinesia 

5.  Fleeting  nystagmus  and/or 
extraocular  incoordination 

6.  Perceptual-motor  difficulties 

7.  Mixed  laterality,  right-left 
confusion,  delayed  laterality 

8.  Presence  of  or  history  of 
speech  defect 

9.  Reading  and  writing 
difficulties 

10.  Choreiform  movements 
and/or  intention  tremor 


tendency  to  expend  great  amounts  of 
activity  under  all  circumstances.  However, 
their  study  failed  to  produce  any  evidence 
that  hyperactivity  exists  even  in  structured 
contexts;  rather,  the  data  suggest  that  the 
brain-damaged  child,  in  this  population, 
may  well  be  hypoactive.  This  somewhat 
unexpected  finding  permits  a number  of 


interpretations.  It  is  possible  that  as  the 
brain-damaged  child  grows  toward  adoles- 
cence, the  driven  character  of  his  behavior 
disappears  and  a tendency  toward  hypo- 
activity  appears.  This  might  occur  either 
on  a neurologic  or  on  an  intraphysical  basis. 
A second  explanation  might  be  that  damage 
leads  to  deviations  in  activity  level  and 
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that  these  can  be  in  either  direction.  Fi- 
nally, it  is  of  course  possible  that  hyper- 
activity does  not  co-vary  with  brain 
damage. 

In  summary,  the  Schulman,  Kaspar,  and 
Throne5  study  of  the  diagnostic  behavioral 
correlations  reveal  that  the  only  variable 
which  approached  unequivocal  support  as  a 
correlate  of  brain  damage,  regardless  of 
extent  or  location  of  damage,  was  distracti- 
bility.  It  was  hypothesized  that  the  ca- 
pacity to  maintain  attention  may  be  a con- 
sequence of  cortical  integration  of  neural 
impulses  which  may  be  disrupted  by  dam- 
age. No  evidence  was  adduced  to  support 
the  hypothesis  that  hyperactivity  is  a 
correlate  of  brain  damage.  It  was  hy- 
pothesized that  deviations  in  activity  level 
may  relate  to  brain  damage  as  a complex 
function  of  age  of  subject  and  type  of 
measurement  employed.  In  their  study, 
damage  tended  to  be  related  to  hypo- 
activity  in  structured  situations.  Finally, 
it  was  hypothesized  that  damage  to  the 
visual-motor  pathways  may  be  related  to  a 
variety  of  visual-motor  tasks  including  per- 
formative lability  and  that  the  importance 
of  pathways  dealing  with  control  of  motoric 
acts  may  be  central  in  this  network  of  rela- 
tionships. Further,  it  was  hypothesized 
that  autonomic  lability  may  not  be  a direct 
correlate  of  damage  but  rather,  related 
through  its  association  with  performative 
lability. 


Myelinization  arrest 
or  demyelinization 

Between  the  moment  of  fertilization  and 
the  moment  of  birth,  the  human  organism 
undergoes  a developmental  process  un- 
paralleled for  its  speed  and  intricacy.  Al- 
though continued  maturation  takes  place 
after  birth,  the  basic  structures  of  the 
central  nervous  system  are  laid  down  during 
fetal  life,  and  many  are  complete  by  the 
time  the  infant  is  born.  As  a matter  of 
fact,  cell  division  in  the  nervous  system 
slows  down  dramatically  by  the  time  of 
birth  and  ceases  completely  when  the  child 
is  one  or  two.  Apparently  all  the  cells  of 
the  adult  are  present  at  this  time,  although 
many  of  them  must  continue  to  grow  and 
mature. 

As  a result  of  this  halt  in  division,  cells  in 


the  central  nervous  system,  unlike  most  of 
those  in  the  other  parts  of  the  body,  are  not 
replaced  if  they  are  injured  or  destroyed. 
Cell  death  cannot  be  overcome  by  regrowth 
in  the  brain,  but  particular  functions  of  the 
missing  cells  can  be  assumed  by  other  re- 
gions of  the  brain.  This  may  explain  the 
encouraging  prognosis  of  the  minimally 
psychoneurologically  impaired  child  com- 
pared with  the  mentally  retarded,  cerebral 
palsied,  and  the  epileptic  patients.  Cell 
destruction  in  the  central  nervous  system 
often  produces  an  irreparable  handicap, 
particularly  if  it  occurs  early  in  develop- 
ment when  its  effects  are  likely  to  be  more 
widespread.  Anything  which  attacks  the 
protective  myelin  sheaths  may  lead  to 
irreparable  damage  of  the  underlying  neu- 
rons. Myelinization  is  still  incomplete  at 
birth,  and  the  nervous  system  is  thus  ex- 
tremely vulnerable  up  to  and  at  this  time; 
myelinization  of  the  neurons  continues  to 
take  place  during  infancy  and  early  child- 
hood. 

Appel  and  Bornstein6  have  found  evi- 
dence for  an  immunologic  mechanism  re- 
sponsible for  the  in  vitro  demyelination  of 
EAE  (experimental  allergic  encephalo- 
myelitis). In  the  presence  of  a source  of 
complement,  the  gamma  2 globulin  fraction 
of  rabbit  EAE  serum  results  in  complete 
demyelination  of  myelinated  cultures  of  rat 
cerebellum.  Exposure  of  the  serum  to 
homologous  or  heterologous  brain  specifi- 
cally removes  the  myelotoxic  activity, 
whereas  exposure  to  non-nervous  tissue 
does  not.  Polylysine  has  no  effect  on  the 
cultures  or  on  the  demyelinative  potency  of 
EAE,  whereas  heparin  inhibits  activity 
presumably  through  an  effect  on  comple- 
ment. With  the  flourescent  antibody  tech- 
nic, the  EAE  globulins  are  specifically 
localized  to  the  myelin  sheaths  and  glia  cell 
membranes  during  the  process  of  demyelin- 
ation. As  demyelination  proceeds,  the 
globulins  become  localized  within  the  neu- 
roglia in  a homogenous  manner  which  con- 
trasts sharply  with  the  punctate  pattern 
observed  in  control  studies. 

Because  of  the  specific  and  consistent 
biologic  activity  of  demyelinative  antibody 
in  vitro,  its  possible  role  must  be  considered 
in  any  explanation  of  demyelination  in 
animals  and  man.  For  demyelination  in 
vivo,  the  specific  antibody  may  have  to  be 
produced  in  the  brain  by  infiltrating  lym- 
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phocytes  to  be  present  in  sufficient  con- 
centration at  the  myelin  sheath  and  glial 
membrane.  An  initial  induction  of  anti- 
body at  the  lymph  follicles  by  inoculated 
antigen  might  result  in  low  levels  of  serum 
antibody  rendered  ineffectual  in  vivo  by 
dilution  and  subsequent  inability  to  cross 
the  blood-brain  barrier  in  sufficient  con- 
centration. It  may  be  undetectable  by 
technics  such  as  complement  fixation,  yet 
detectable  by  its  specific  in  vitro  demyelina- 
tive  activity.  Subsequently,  an  anamnestic 
response  induced  in  sensitized  lymphocytes 
by  antigenic  stimulation  within  the  nervous 
system  may  exhibit  biologic  activity  be- 
cause of  direct  access  of  the  antibody  to  the 
antigenic  site  within  the  neural  tissue. 
Such  a concept  accords  with  known  experi- 
mental data  and  appears  testable  by  avail- 
able technics;  by  application  of  tissue 
cultures  to  study  of  EAE,  Appel  and 
Bornstein6  have  shown  that  serum  factors 
are  responsible  for  demyelination. 

Myelin  “filter”  of  impulses 

To  understand  the  psychosomatic  theory 
of  stuttering  introduced  by  Karlin  in  1947, 7 
one  must  appreciate  that  most  of  the  nerve 
fibers  of  the  central  nervous  system  and  a 
high  percentage  of  those  in  the  peripheral 
nervous  system  are  invested  with  myelin 
sheaths.  The  chief  constituents  of  myelin 
are  cholesterol,  cerebrosides,  phospholipids, 
and  fatty  acids.  The  myelin  sheath  is 
regarded  as  having  an  insulating  function, 
and  it  may  also  have  a nutritive  value  to  the 
enclosed  axon. 

Myelinization  is  regarded  as  correlated 
with  function.  A nerve  fiber  that  has  not 
been  completely  myelinated  may  transmit 
impulses,  but  the  resulting  action  will  lack 
precision  and  fine  coordination.  Conduc- 
tion is  also  slower  along  amyelinated  nerve 
fibers.  Tilney  and  Casamajor8  conclude 
that  the  deposition  of  myelin  is  coincident 
with  the  establishment  of  function.  Keene 
and  Hewer9  state  that  even  nine  months 
after  birth,  myelinization  of  the  pyramid  is 
incomplete. 

Observations  indicate  that  fibers  of  the 
olivospinal  tract  are  not  even  beginning  to 
myelinate  at  the  time  of  birth.  It  is  only  at 
the  age  of  about  eight  months  that  these 
fibers  begin  to  myelinate,  at  a time  when 
the  infant  learns  to  maintain  his  equilib- 


rium and  to  perform  such  coordinated 
movements  as  crawling  and  standing. 
Kuntz10  states  that  the  most  precise  and 
most  coordinated  reactions  of  infants  are 
those  which  involve  mainly  conduction 
pathways  which  become  myelinated  early. 
In  the  spinal  cord,  myelinization  begins  in 
the  cervical  region  and  progresses  down- 
ward. In  the  brain,  myelination  begins  in 
the  medulla  and  progresses  upward. 

Flechsig11  studied  the  development  of  the 
central  nervous  system  in  the  embryonic 
state  and  in  the  newborn  child.  He  orig- 
inated the  view  that  the  degree  of  myelin- 
ization of  the  fibers  in  the  central  nervous 
system  is  an  index  of  their  functional  capac- 
ity. He  found  that  myelinization  proceeds 
in  the  following  order:  first,  sensory  fibers; 
second,  motor  fibers;  and  third,  association 
fibers. 

Myelinization  does  not  proceed  at  a 
uniform  rate  in  the  various  cortical  areas 
of  the  brain.  There  are  periods  of  accelera- 
tion and  periods  of  decreased  velocity. 
Flechsig11  also  makes  the  interesting  obser- 
vation that  myelinization  occurs  earlier  in 
the  female  than  in  the  male. 

Karlin’s7  psychosomatic  theory  main- 
tains that  stuttering  is  caused  by  a com- 
bination of  organic  and  psychologic  factors. 
The  primary  basic  factor  is  a delay  in  the 
myelinization  of  the  speech  areas  in  the 
cortex.  The  secondary  factor  becomes 
operable  when  a child  of  three  or  four  years 
of  age,  having  a delay  in  myelinization,  is 
exposed  to  undue  emotional  stress  and 
strain  during  the  negativistic  period.  This 
emotional  stress  will  act  like  a catalytic 
agent  in  bringing  forth  stuttering.  If 
judiciously  managed  and  if  emotional  stress 
is  lessened,  his  speech  will  improve,  while 
time  is  allowed  for  myelinization  to  develop 
so  that  ability  to  perform  the  fine,  coor- 
dinated movements  necessary  for  speech  is 
fully  established.  At  present,  there  is  no 
actual  anatomic  proof  that  stuttering  is 
basically  caused  by  a delay  in  myelinization 
of  the  cortical  areas  of  the  brain  concerned 
with  speech.  It  is  a theory  that  requires 
further  study  and  investigation. 

Synthetic  hazards 

With  the  increasing  production  and  use  of 
new  synthetic  substances  in  industry, 
agriculture,  and  pharmacy,  and  also  in  the 
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preparation  and  preservation  of  food,  the 
hazards  to  neurologic  life  are  being  steadily 
and  probably  rapidly  increased.  It  may 
well  be  that  this  risk  overshadows  the  risks 
of  deliberate  or  accidental  adulteration  of 
food  with  toxic  substances,  and  it  was  this 
which  set  off  clinical  and  subsequent  patho- 
logic and  experimental  work  on  this  subject 
and  began  the  serious  study  of  toxic  neu- 
ropathies. 

Basic  studies  have  shown  that  most  of  the 
protein  of  the  nerve  cell  is  formed  near  the 
nucleus  and  that  this  axoplasm  is  contin- 
ually moving  to  the  periphery  along  the 
axon  to  replace  metabolized  protein  which 
cannot  be  synthesized  in  the  periphery.12 
Anything  which  slows  up  the  metabolic 
process  of  the  nerve  cell  should  have  its 
first  effect  in  the  periphery  and  in  the  long- 
est fibers.  The  more  the  nerve  cell  is 
damaged  the  greater  will  be  the  length  of 
fiber  to  be  affected  and,  to  quote  Cava- 
nagh,13  the  greater  the  degree  of  “dying 
back”  toward  the  parent  cell.  Degenera- 
tion of  the  axon  will  take  place,  and  com- 
parable wallerian  degeneration  of  the  mye- 
lin sheath  will  occur.  It  is  important  to 
differentiate  this  from  primary  demyelina- 
tion. 

A review  of  toxic  neuropathies  reveals 
that  most  of  these  conditions  are  primarily 
due  to  damage  to  the  nerve  cell.  This  is 
shown  by  failure  of  function  and  degenera- 
tion at  the  peripheral  ends  of  the  longest 
fibers.  The  extent  of  the  dying-back  proc- 
ess toward  the  parent  cell  may  be  an  index 
of  the  degree  of  damage.  The  degeneration 
of  the  axon  and  its  ending  is  accompanied 
by  parallel  wallerian  degeneration  in  the 
myelin  sheath.  The  susceptibility  of  the 
individual  varies  and  may  be  related  to  age 
and  to  genetic  factors.  This  will  be  seen 
more  clearly  in  chronic  poisoning  by  small 
doses  than  in  the  acute  episode  resulting 
from  a massive  and  overwhelming  dose. 
The  toxic  effect  depends  on  the  level 
reached  in  the  blood,  and  this  may  depend 
among  other  things  on  neural  efficiency. 
When  the  genetic  factor  is  an  inborn  error 
of  metabolism,  this  may  only  show  ab- 
normal phenomena  when  extra  loading 
occurs.  This  load  may  be  produced  by 
substances  which  are  quite  innocuous  to 
othersubjects. 

It  is  possible  that  subclinical  but  irre- 
versible damage  can  be  produced  in  the  nerve 


cell  by  toxic  substances  and  that  summation 
can  occur  when  there  is  further  exposure  to 
the  same  substance.  Clearly,  if  other  toxic 
substances  act  at  the  same  points  in  dis- 
rupting the  metabolic  cycle,  then  they  too 
could  summate  with  the  original  poison.  It 
is  possible  to  conceive  of  functional  summa- 
tion produced  by  toxic  substances  acting  in 
an  irreversible  manner  at  different  points  in 
the  metabolic  cycle.  Usually  when  the 
parent  cell  survives,  then  reinnervation 
occurs.  Occasionally,  however,  this  does 
not  happen,  and  suggests  that  there  is 
damage  to  the  enzyme  systems  in  the  axon 
fiber  itself. 

Pathogenesis  of  demyelination 

On  the  question  of  pathogenesis  of  de- 
myelination as  distinct  from  etiology,  recent 
biochemical  and  electron  microscopy  find- 
ings raise  important  issues.  The  apparent 
stability  of  myelin  in  experimental  animals 
suggests  that  acute  lesions  are  unlikely  to 
be  caused  by  interference  with  myelin 
synthesis  in  already  myelinated  tracts; 
it  seems  more  likely  that  demyelination  is 
produced  by  some  locally  released  or  locally 
acting  myelinolytic  agent. 14  However,  it 
is  still  conceivable  that  the  more  insidious 
demyelination  which  takes  place  at  the 
margins  of  chronic  plaques  could  be  attrib- 
uted to  interference  with  normal  metabolic 
processes.  The  idea  that  a myelinolytic 
substance  produced  locally  or  circulating  in 
the  blood  stream  diffuses  throughout  the 
nervous  system  has  been  rendered  less 
likely  by  recent  observations  of  electron 
microscopists  on  the  extent  of  the  extra- 
cellular space.  Such  a substance  might  be 
formed  by  the  glial  cells  which  surround  the 
myelin  sheaths.  Ibrahim  and  Adams15 
have  reported  increased  oligodendroglial 
populations  and  heightened  enzyme  activ- 
ity at  the  edge  of  supposedly  active  plaques; 
no  such  changes  were  found  beside  inactive 
plaques.  In  an  attempt  to  determine 
whether  these  phenomena  precede  plaque 
formation  or  whether  they  constitute  a 
response  to  demyelination,  they  studied  the 
demyelinating  lesions  in  rats  poisoned  with 
cyanide. 16  They  found  that  the  oligo- 
dendroglia  in  the  affected  area,  mainly  the 
corpus  callosum,  undergo  hyperplasia  and 
hypertrophy  and  show  increased  enzyme 
activity  before  the  onset  of  demyelination. 


908  New  York  State  Journal  of  Medicine  / April  1,  1967 


From  this  evidence  they  inferred  that  oli- 
godendroglial  activity  at  the  edge  of  the 
multiple  sclerosis  plaque  forms  a primary 
feature  of  the  disease. 

The  process  of  demyelination  is  only 
understandable  if  some  idea  of  the  nature, 
function,  and  metabolism  of  myelin  is 
known.  Fortunately  for  this  particular 
purpose,  it  is  not  necessary  to  decide  now 
whether  myelin  consists  of  layers  of  lipid 
material  around  an  axon  or  whether  it  is 
part  of  the  actual  cytoplasm  of  a living  cell, 
the  Schwann’s  cell  of  the  oligodendrocyte, 
which  has  become  wrapped  around  the 
axis  cylinder,  remaining  one  complete  intact 
and  functioning  unit. 

At  a time  when  it  was  not  possible  to 
isolate  myelin  in  any  degree  of  purity,  a 
very  fair  idea  of  its  chemical  composition 
was  obtained  by  a series  of  studies  using 
cerebral  white  matter.  About  fifteen  years 
ago,  it  was  shown  that  myelin  consisted 
largely  of  sphingomyelin,  cerebroside,  and 
cholesterol.  Confirmation  of  this  was  given 
by  workers  using  either  x-ray  diffraction 
technics  or  electron  microscopy.  It  was 
shown  biochemically  that  the  cholesterol 
present  was  almost  all  in  free  form  with 
practically  no  esterified  cholesterol.  More 
recently  it  has  been  shown  that  there  are 
other  components  in  myelin,  such  as  cere- 
broside sulfate  or  sulfatide,17  phosphatidyl 
ethanolamine  in  the  form  of  plasmalogen, 18 
and  possibly  phosphatidyl  serine  and  prote- 
olipid.  It  was  possible  to  confirm  that 
myelin  was  composed  of  these  substances  by 
studying  the  composition  of  the  brain  from 
infancy  through  childhood  to  adult  life19 
and  more  recently  by  making  use  of  ultra- 
centrifugation and  preparing  myelin  in  a 
more  pure  state  than  has  previously  been 
possible.20  Both  biochemists  and  electron 
microscopists  have  indicated  that  various 
mucopolysaccharide  compounds  containing 
hexosamine  are  also  present,  and  these  may 
be  chondroitin  sulfuric  acid  esters  both 
acidic  and  neutral,  while  some  may  be 
linked  with  protein. 

The  biochemical  demonstration  in  man 
and  animals  of  an  increase  of  sphingo- 
myelin, cholesterol,  cerebroside,  plasma- 
logens,  sulfatides,  and  proteolipids  from 
birth  to  young  adult  life  indicating  growth 
and  the  laying  down  of  myelin  has  been 
reviewed  recently.  There  is  a large  amount 
of  work  relating  to  the  actual  metabolic 


pathways  taken  in  the  formation  of  these 
various  compounds.  Perhaps  more  im- 
portant for  our  consideration  is  the  widely 
held  view  that  in  adult  life  the  myelin  lipids 
are  relatively  stable  metabolically.  The 
continuing  existence  of  the  myelin  is  almost 
certainly  dependent  on  the  well-being  and 
normal  metabolic  functioning  of  the  myelin 
cell,  the  oligodendrocyte  or  in  the  peripheral 
nerve  the  Schwann’s  cell,  and  possibly  as 
well  on  the  integrity  of  the  axis  cylinder; 
hence  an  agent  affecting  any  of  these 
structures  can  give  rise  to  demyelination. 
Some  time  has  been  spent  on  these  features 
for  they  may  yield  some  clues  relating  to 
myelin  breakdown  or  lag  of  maturation. 

It  has  been  said  that  in  the  early  stages  of 
demyelination  studied  with  the  use  of 
electron  microscopy,  the  first  change  in 
structure  is  the  splitting  up  of  the  lamellar 
pattern  of  myelin.  The  myelin  layers  are 
altered  from  a neat  concentric  pattern  to  an 
irregular  wavy  arrangement,  and  this  in- 
dicates that  the  lipoprotein  layers  have  an 
increased  surface  area.  This  increase  means 
an  increasing  spreading  pressure  of  the 
lipoprotein  films  of  the  individual  lamellae, 
and  one  explanation  of  this  process  could 
be  a splitting  off  of  free  fatty  acids  from  the 
lipids  or  a change  in  ionic  milieu.  These 
changes  could  follow  anoxia  with  resultant 
damage  to  the  axon  or  to  the  oligodendro- 
cyte. Other  factors  capable  of  producing 
changes  similar  to  anoxia  might  be  an 
alteration  of  blood  supply  or  the  action  of 
some  specific  toxic  substance  including  an 
infection  whether  pyogenic  or  viral.  A 
local  enzymatic  abnormality  involved  in 
the  process  of  the  lipid  synthesis  could  also 
result  in  an  incorrect  concentration  of  the 
constituent  lipid  fractions  at  the  site  of  the 
association  of  these  substances. 

One  must  consider,  therefore,  that  a 
genetic,  enzymic  defect  may  be  an  etiologic 
factor.  During  the  metabolic  processes 
of  early  life  when  the  myelin  lipids  are 
being  formed,  an  important  compound  is 
sphingosine  since  from  it  the  following  sub- 
stances may  be  metabolized:  sphingomye- 
lin, cerebroside  and  cerebroside  sulphuric 
acid  esters,  or  sulfatides.  Another  com- 
pound possibly  involved  in  the  metabolic 
pathways  of  the  two  latter  substances  is 
ceramide.  The  most  probable  normal  path- 
way for  cerebroside  is  directly  from  sphingo- 
sine and  psychosin,  but  possible  routes 
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relating  to  the  formation  of  sulfatide  can  be 
illustrated  diagrammatically. 


sphingosine 
+ B + A +C 


psychosin  S04  SO4  psychosin  ceramide 

+ C +C  +A  +B 


cerebroside 

+SO4 


sulfatide  sulfatide  sulfatide 

A = uridin  diphosphogalactose 
B = uridin  diphosphogalactose  sulfate 
C = acyl  = Co  A 
SO4  = sulfate 

Sulfatides  can  be  formed  directly  from 
cerebroside  by  donation  of  a sulfate  group, 
and  this  may  well  be  the  normal  pathway. 
However,  other  routes  are  possible  bypass- 
ing cerebroside:  forexample,  sulfatide  might 
be  derived  from  sphingosine  and  after  dona- 
tion of  sulfate  to  psychosin  sulfate  and 
then  to  cerebroside  sulfate  or  sulfatide. 
An  enzymic  block  at  certain  sites  causing 
an  alteration  from  the  normal  metabolic 
process  could  change  the  pattern  and  re- 
sult in  decreased  quantities  of  cerebro- 
side and  increased  amounts  of  sulfatide 
being  metabolized.  When  this  occurs, 
myelin  cannot  be  laid  down  in  a normal 
pattern,  and  an  absence  of  myelin  would 
result.  There  is  an  excess  of  sulfatide  as 
well  as  of  total  hexosamine  in  the  white 
matter  of  the  brain.  This  condition  com- 
monly occurs  in  more  than  one  member  of 
the  family;  at  present  adequate  genetic 
studies  are  incomplete.  It  is  known  as 
infantile  metachromatic  leukodystrophy. 
It  is  a genetically  determined  disease  almost 
certainly  involving  an  enzyme  somewhere 
along  the  pathways  indicated.  This  con- 
dition could  thus  be  placed  within  the  group 
where  a local  enzymic  abnormality  in  lipid 
synthesis  is  involved  and  is  an  abnormality 
presumably  determined  during  fetal  life. 

Pharmacotherapy  and  hypothesis 

In  a series  of  psychopharmacologic 
studies,  Eisenberg  and  others21"25  have 


demonstrated  that  stimulants  such  as 
dextro-amphetamine  and  methylphenidate 
hydrochloride  (Ritalin)  are  useful  in  con- 
trolling hyperkinetic  and  aggressive  behav- 
ior disorders  in  children  and  adolescents, 
that  phenothiazines  such  as  prochlorpera- 
zine and  perphenazine  may  be  no  better 
than  placebo,  and  that  phenobarbital  can  be 
considerably  worse.  This  paradoxic  effect, 
a reduction  in  activity  by  a drug  classed  as 
a stimulant  for  its  effects  in  adults,  has  yet 
to  be  explained  adequately,  although  it  has 
long  been  noted.  There  are  no  studies  of 
stimulants  in  normal  children  to  compare 
with  those  in  normal  adults.  Their  sub- 
jects were  selected  for  treatment  because 
of  hyperkinesis;  some  were  grossly  brain 
damaged,  others  were  not  obviously  so. 
Thus  whether  this  effect  is  a function  of  age 
or  of  age  plus  an  abnormal  condition  cannot 
be  stated.  If  stimulants  act  to  enhance 
neural  responsiveness,  one  might  suppose 
that  their  therapeutic  potency  results  from 
a relatively  greater  enhancement  of  the 
activity  of  inhibitory  than  excitatory  sys- 
tems in  these  young  patients. 

Laufer  and  Denhoff 1 and  Laufer,  Denhoff, 
and  Solomons26  have  demonstrated  that 
children  with  the  hyperkinetic  behavior 
syndrome,  when  contrasted  with  children 
with  other  psychiatric  disorders  in  their  in- 
patient population,  demonstrate  a low 
threshold  for  photometrazol  activation  of 
the  electroencephalogram  by  the  technic  of 
Gastaut.27  They  have  further  shown  that 
dextro-amphetamine  results  in  a significant 
raising  of  this  threshold  value  toward  that 
characteristic  of  their  comparison  group. 
It  is  their  view  that  this  basic  neurophysi- 
ologic deficit  in  hyperkinetic  children  re- 
sides in  diencephalic  dysfunction  which 
allows  the  cortex  to  be  flooded  with  visceral 
and  sensory  impulses  normally  filtered  out 
in  the  diencephalon. 

On  the  basis  of  Bradley’s28  experimental 
data,  they  suggest  that  dextro-ampheta- 
mine raises  synaptic  resistance  in  the 
diencephalon  and  thus  enhances  its  capac- 
ity as  a filter. 

The  differential  effect  of  this  drug  in  the 
child  patient  and  the  normal  adult  in  the 
author’s  opinion  is  related  to  myelin  break- 
down or  maturation  lag  with  a concomitant 
alteration  of  defect  in  the  process  of  biologic 
transmethylation,  the  fundamental  bio- 
chemical process  whereby  methyl  groups 
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are  attached  to  compounds  within  the 
organism.  This  is  the  mechanism,  for 
example,  by  which  norepinephrine,  which  is 
synthesized  from  dopa  amine,  becomes 
methylated  to  produce  epinephrine.  Methi- 
onine may  be  involved  as  an  important 
methyl  donor  in  the  form  of  S-adenosyl- 
methionine.  Mescaline,  which  is  simply 
dopa  amine  with  three  methyl  groups,  may 
i be  formed  in  brain  tissue  by  a process  of 
deranged  methylation.  Nicotinamide  is  a 
methyl  accepter,  and  loading  the  young 
patient  with  nicotinamide  should  pull  the 
methyl  groups  away  from  the  “deranged- 
, methylation  compounds”  to  produce  meth- 
ylnicotinamide  which  is  excreted  read- 
ily.29 Methionine  as  a methyl  donor  when 
I administered  clinically  to  the  minimally 
psychoneurologically  impaired  child  aggra- 
vates the  disturbed  transmethylation  and 
accentuates  symptoms  in  70  per  cent  of  the 
cases.  In  our  experience  nicotinamide 
loading  further  decreases  symptoms  in  50 
per  cent  of  cases,  particularly  in  enuncia- 
tion, when  added  to  combined  therapy  of 
methylphenidate  and  amitriptyline  hydro- 
chloride (Elavil). 

The  anticonvulsant  drugs  trimethadione 
(Tridione)  and  diphenylhydantoin  (Dilan- 
tin) are  clinically  effective  in  impulsivity 
and  behavior  control  in  hyperactive  chil- 
dren; the  latter  is  particularly  effective  in 
nightmares.  Where  anxiety  and  inhibitions 
in  interpersonal  relationships  and  learning 
difficulties  are  conspicuous  in  these  children, 
dextro-amphetamine  sulfate  (Dexedrine)  in 
j our  experience  is  effective;  while  it  excites 
psychotic  and  normal  children,  it  sedates  in 
organic  states,  and  it  is  therefore  also  a 
useful  diagnostic  tool.  The  phenothiazine 
derivatives  are  not  effective  in  the  category 
of  the  minimally  psychoneurologically  im- 
paired child;  the  minor  tranquilizers  such 
as  chlordiazepoxide  hydrochloride  have  a 
limited  effect  and  are  useful  to  counteract 
| anxiety  and  tension  of  the  initial  period  of 
hospitalization. 

Our  experience  with  antihistamines  in 
| this  category  of  illness  has  not  been  found 
to  be  rewarding  in  stimulating  better  pat- 
terns of  maturation  of  physiologic  or  auto- 
nomic functions  as  the  proponents  have 
claimed;  when  added  to  methylphenidate 
hydrochloride  therapy,  hyperactivity,  im- 
pulsivity, and  irritability  return  promptly 
and  are  marked. 


Conclusion 

In  summary,  our  most  successful  pharma- 
cotherapy at  present  consists  of  a dual 
approach:  methylphenidate  hydrochloride 
10  to  20  mg.  twice  a day  at  8:00  a.m.  and 
noon,  and  amitriptyline  hydrochloride  10  to 
25  mg.  twice  a day  afternoon  and  evening. 
Methylphenidate  hydrochloride  is  a mild 
cortical  stimulant  with  profound  effect  on 
metabolism  of  norepinephrine  in  brain 
tissue  stored  in  an  inactive  form;  it  is  a 
potentiator  of  norepinephrine,  releasing  it 
readily  also  in  the  form  of  o-methylated 
compounds,  at  the  same  time  depressing  its 
deactivation  and  resorption;  it  is  therefore 
a mood  elevator,  and  it  increases  norepi- 
nephrine concentration  at  synapses  by  coun- 
teracting monoamine  oxidase  which  physi- 
ologically inactivates  norepinephrine. 
Amitriptyline  hydrochloride  is  an  anti- 
depressant agent  with  mild  tranquilizing 
properties;  it  is  effective  as  an  adjunct  to 
methylphenidate  hydrochloride  by  alerting 
responses  to  sensory  stimuli;  while  re- 
sponses to  auditory  clicks  or  visual  light 
fields  (specific  cortical  potentials)  are  not 
significantly  reduced,  responses  to  loud 
tones  or  a pinch  are  decreased  in  rate  and 
eventually  abolished,  an  effect  apparently 
selective  on  the  alerting  mechanism;  ami- 
triptyline hydrochloride  also  blocks  im- 
pulses from  anterior  hypothalamus  to  the 
cortex  thereby  increasing  the  threshold  for 
certain  cortical  responses.  It  completely 
reverses  the  anorexia  of  methylphenidate 
hydrochloride  alone. 

If  results  are  not  satisfactory  and  there  is 
a residue  of  hyperactivity  with  fluctuating 
mood,  the  methylphenidate  hydrochloride 
and  amitriptyline  hydrochloride  may  be 
prescribed  concomitantly  at  breakfast  and 
after  school;  however,  one  must  be  alerted 
for  oversedation  and  aggressiveness  in  class 
and  emotional  lability  at  home.  The 
potential  dramatic  usefulness  of  these  two 
drugs  can  be  achieved  only  if  the  clinician 
exercises  restraint  and  judgment  in  dosage 
based  on  study  of  the  indications  and 
limitations. 

References 

1.  Laufer,  M.  W.,  and  Denhoff,  E.:  Hyperkinetic  be- 
havior syndrome  in  children,  J.  Pediat.  50:  463  (1957). 

2.  Schulman,  J.  L.,  and  Reisman,  J.  M.:  An  objective 
measure  of  hyperactivity.  Am.  J.  Ment.  Deficiency  64:  455 
(1959). 


April  1,  1967  / New  York  State  Journal  of  Medicine  911 


3.  Mark,  H.  J.,  and  Pasamanick,  B.:  Variability  of 

light  perception  thresholds  in  brain-injured  children,  J. 
Abnorm.  & Social  Psychol.  57:  25  (1958). 

4.  Brady,  J.  V.,  and  Nauta,  W.  J.:  Subcortical  mech- 
anisms in  emotional  behavior:  the  duration  of  affective 

changes  following  septal  and  habenular  lesions  in  the  albino 
rat,  J.  Comp.  & Physiol.  Psychol.  48:  412  (1955). 

5.  Schulman,  J.  L.,  Kaspar,  J.  C.,  and  Throne,  F.  M.: 
Brain  Damage  and  Behavior,  a Clinical-Experimental  Study, 
Springfield,  Illinois,  Charles  C Thomas,  1965. 

6.  Appel,  S.  H.,  and  Bornstein,  M.  B.:  The  application 
of  tissue  culture  to  the  study  of  experimental  allergic  en- 
cephalomyelitis. II.  Serum  factors  responsible  for  demyelin- 
ation,  J.  Exper.  Med.  119:  303  (Feb.)  1964. 

7.  Karlin,  I.  W.:  A psychosomatic  theory  of  stuttering, 
J.  Speech  & Hearing  Disorders  12:  319  (1947). 

8.  Tilney,  F.,  and  Casamajor,  L.:  Myelinogeny  as 
applied  to  the  study  of  behavior,  Arch.  Neurol.  & Psychiat. 
12:  1 (1924). 

9.  Keene,  M.  F.  L.,  and  Hewer,  E.  E.:  Some  observa- 
tions on  myelination  in  the  human  central  nervous  system, 
J.  Anat.  66:  1 (1931). 

10.  Kuntz,  A.  A.:  A Textbook  of  Neuro-anatomy, 
Philadelphia,  Lea  & Febiger,  1942. 

11.  Flechsig,  P.:  Meine  Myelogenetische  Hirnlehre  Mit 
Biographischer  Einleitung,  Berlin,  Julius  Springer,  1927. 

12.  Weiss,  P.,  and  Hiscoe,  H.  B.:  J.  Exp.  Zool.  107:  315 
(1948). 

13.  Cavanagh,  J.  B.:  J.  Path.  & Bact.  87:  365  (1946). 

14.  Thompson,  R.  H.:  Myelinolytic  mechanisms,  Proc. 

Roy.  Soc.  Med.  54:  30  (1961). 

15.  Ibrahim,  M.  Z.,  and  Adams,  C.  W.:  The  relationship 
between  enzyme  activity  and  neuroglia  in  plaques  of  mul- 
tiple sclerosis,  J.  Neurol.  Neurosurg.  & Psychiat.  26:  101 
(1963). 

16.  Ibrahim,  M.  Z.,  Briscoe,  P.  B.,  Jr.,  Bayliss,  O.  B.,  and 

Adams,  C.  W.:  The  relationship  between  enzyme  activity 

and  neuroglia  in  the  prodromal  and  demyelinating  stages  of 
cyanide  encephalopathy  in  the  rat,  ibid.  26:  479  (1963). 

17.  Lees,  M.,  Folch,  J.,  Stanley,  G.  H.  S.,  and  Carr,  S.: 


A simple  procedure  for  the  preparation  of  brain  sulphatides, 
J.  Neurochem.  4:  9 (1959). 

18.  Webster,  G.  R.:  Studies  on  the  plasmalogens  of  nerv- 
ous tissue,  Biochim.  et  biophys.  acta  44:  109  (1960). 

19.  Balakrishnan,  S.,  Goodwin,  H.,  and  Cumings,  J.  N.: 
The  distribution  of  phosphorus-containing  lipid  compounds 
in  the  human  brain,  J.  Neurochem.  8:  276  (1961). 

20.  Patterson,  J.  D.  E.,  and  Finean,  J.  B.:  Ultracentrif- 
ugal fractionation  of  nerve  tissue,  ibid.  7:  251  (1961). 

21.  Eisenberg,  L.,  et  al.:  A psychopharmacologic  experi- 
ment in  a training  school  for  delinquent  boys:  methods, 

problems,  findings,  Am.  J.  Orthopsychiat.  33:  431  (1963). 

22.  Moiling,  P.  A.,  Lockner,  A.  W.,  Jr.,  Sauls,  R.  J.,  and 
Eisenberg,  L.:  Committed  delinquent  boys.  The  impact  of 
perphenazine  and  placebo,  Arch.  Gen.  Psychiat.  7:  70  (1962). 

23.  Eisenberg,  L.,  Gilbert,  A.,  Cytryn,  L.,  and  Moiling, 
P.  A.:  The  effectiveness  of  psychotherapy  alone  and  in  con- 
junction with  perphenazine  and  placebo  in  the  treatment  of 
neurotic  and  hyperkinetic  children,  Am.  J.  Psychiat.  117: 
1008  (1961). 

24.  Cytryn,  L.,  Gilbert,  A.,  and  Eisenberg,  L.:  The 

effectiveness  of  tranquilizing  drugs  plus  supportive  psycho- 
therapy in  treating  behavior  disorders  of  children:  a double 
blind  study  of  eighty  outpatients.  Am.  J.  Orthopsychiat.  30: 
113  (1960). 

25.  Whitehouse,  D.,  et  al.:  A comparison  of  methyl- 

phenidate,  phenobarbital  and  placebo  in  hyperkinetic  be- 
havior disorders,  unpublished  manuscript. 

26.  Laufer,  M.  W.,  Denhoff,  E.,  and  Solomons,  G.: 
Hyperkinetic  impulse  disorder  in  children’s  behavior  prob- 
lems, Psychosom.  Med.  19:  38  (1957). 

27.  Gastaut,  H.:  Combined  photic  and  metrazol  activa- 
tion of  the  brain,  Electroencephalog.  & Clin.  Neurophysiol. 
2:  249  (1950). 

28.  Bradley,  P.  B.:  The  effect  of  some  drugs  on  the  elec- 
trical activity  of  the  brain  of  the  conscious  cat,  ibid.  5:  471 
(1953). 

29.  Hoffer,  A.,  Osmond,  H.,  Callbeck,  M.  J.,  and  Kahan, 
I.:  Treatment  of  schizophrenia  with  nicotinic  acid  and  nico- 
tinamide, J.  Clin.  & Exper.  Psychopath.  18:  131  (1957). 


Share 

Your 

Medical 

Journals 

With 

Colleagues 

Overseas 


The  doctors  of  the  U.S.A.  are  being  asked  to  send  their  medical  journals — 
after  they  have  read  them — to  colleagues  overseas  (Asia,  Latin  America,  ) 
and  Africa)  who  wish  to  have  access  to  current  medical  literature  but, 
either  because  of  currency  regulations  or  actual  cost  involved,  cannot 
themselves  subscribe  to  medical  periodicals.  We  can  supply  you  with 
the  name,  address,  and  medical  specialty  of  doctors  in  these  areas  who 
would  be  happy  to  receive  these  much  wanted  journals,  ( particularly 
specialty  journals),  which  you  will  mail  direct  to  your  overseas  colleague. 

This  is  a direct  “Doctor-to-Doctor”  program  which  is  being  promoted  by 
The  World  Medical  Association  to  help  alleviate  the  lack  of  current 
medical  publications  and  to  further  international  good  will.  Your  co- 
operation in  this  program  will  be  greatly  appreciated  and  your  contact 
with  these  colleagues  in  other  countries,  we  can  assure  you,  will  prove 
very  gratifying.  If  you  wish  to  participate  in  this  program,  send  your 
name,  address,  and  titles  of  journals  you  will  contribute  to  DOCTOR- 
TO-DOCTOR  PROGRAM,  The  World  Medical  Association,  10  Co- 
lumbus Circle,  New  York,  New  York  10019. 


912  New  York  State  Journal  of  Medicine  / April  1,  1967 


Problem  of  Accidents 
to  Preschool  Child* 

VINCENT  J.  FONTANA,  M.D. 

New  York  City 

Director  of  Pediatrics,  St.  Vincent’s 
Hospital  and  Medical  Center 


Our  generation  has  been  witness  to 
and  has  experienced  tremendous  medical 
advances  which  have  decreased  the  mor- 
bidity and  mortality  rates  of  our  people. 
This  has  been  noted  particularly  in  the 
health  and  welfare  of  our  children.  The 
lowered  morbidity  and  mortality  rates  due 
to  infectious  diseases  are  apparent.  These 
•achievements  are  due  to  the  discovery  of 
new  immunization  procedures,  antibiotics, 
and  the  multitude  of  other  drugs  that  have 
elevated  the  caliber  of  child  care. 

Childhood  illnesses,  for  the  most  part, 
are  straightforward,  more  susceptible  to 
diagnosis  with  introduction  of  new  proce- 
dures, respond  to  adequate  management 
with  our  modern  drugs,  and  are  often  pre- 
vented through  immunization.  However, 
in  spite  of  all  these  medical  advances,  the 
great  society  is  responsible  for  the  most 
common  cause  of  death  in  children, 
accidental  deaths. 

The  National  Research  Council  has 
recently  reported  that  government,  organ- 
ized medicine,  and  the  general  public  were 
neglecting  and  being  insensitive  to  the 
magnitude  of  the  problem  of  accidental 
death  and  injury.  The  Council  stated: 
“this  neglected  epidemic  of  modern  society 

* Presented  at  the  Conference  on  Safety  for  the  Preschool 
Child,  sponsored  by  the  Greater  New  York  Safety  Council, 
November  29,  1966. 


the  most  common  cause  of  death  in  children 
is  accidents,  particularly  in  the  home.  Acci- 
dents in  childhood  are  mainly  the  fault  of 
parents  or  custodians  and  could  be  avoided. 
One  significant  preventive  measure  is  disci- 
pline for  security  and  protection,  accompanied 
by  understanding  and  love. 


is  the  nation’s  most  important  environ- 
mental health  problem — -it  is  the  leading 
cause  of  death  in  the  first  half  of  life’s 
span.”1 

Statistics 

An  estimated  12,000  children  under  the 
age  of  twelve  die  each  year  in  this  country 
from  accidents.  The  mortality  rate  is 
probably  higher  since  statistics  are  not 
entirely  valid  in  this  particular  instance. 
Reports  also  indicate  that  50,000  children 
are  crippled  and  almost  2 million  incapac- 
itated by  accidental  injury.2  It  has  been 
estimated  that  1 child  out  of  every  3 is 
injured  each  year  in  the  United  States. 
Death  due  to  injury  is  highest  in  the  group 
of  children  under  the  age  of  four  years. 
The  accidents  that  result  during  these  early 
years  of  childhood  are  mainly  the  fault  of 
the  parents  or  custodian. 

In  1962  the  total  deaths  of  children  under 
five,  due  to  motor  vehicle  accidents,  were 
1,903  out  of  40,804  such  deaths.  Non- 
transport accidents  caused  the  death  of 
6,651  children  in  the  same  age  group. 
The  total  number  of  accidental  deaths  of 
children  under  the  age  of  five,  reported  in 
1965,  were  54  per  cent  or  a total  of  8,600 
accidental  deaths.  All  of  these  could  have 
been  prevented. 

The  home  environment  presents  the 
greatest  hazard  to  the  preschool  child. 
It  is  somewhat  difficult  to  accept  that  what 
should  be  the  most  secure  environment  for 
a child  may  be  life-threatening  in  many 
cases.  This  past  year,  5,500  accidental 
deaths  in  children  under  five  years  occurred 
in  the  home. 1 It  is  most  important  to  note 
that  deaths  associated  with  fires  were  the 
chief  causes  in  this  age  period,  accounting 
for  the  death  of  1,250  or  69  per  cent  of  the 
children.  Suffocation  has  caused  the 
deaths  of  950  children  under  five  years  of 
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age  this  past  year.  Mechanical  suffoca- 
tion, the  most  common  cause  of  death  in 
this  group,  was  caused  by  smothering  from 
bed  clothes,  plastic  materials,  confinement 
in  closed  places,  and  physical  strangulation. 

All  other  types  of  home  accidents,  in- 
cluding poisonous  gases,  drownings,  burns, 
and  electric  current  shocks,  were  respon- 
sible for  the  deaths  of  1,680  or  79  per  cent  of 
injured  preschool  children.  Nonfatal 
poisonings  are  estimated  to  be  100  times 
the  number  of  reported  fatalities. 

Certain  types  of  accidents  are  more 
likely  to  occur  at  one  stage  of  a child’s 
development  than  another.  Mechanical 
suffocation,  for  instance,  accounted  for  the 
deaths  of  23.3  per  cent  per  10,000  popula- 
tion of  children  under  one  year  of  age. 
Children  between  the  ages  of  one  to  three 
are  most  susceptible  candidates  for  poison- 
ings. The  highest  percentage  of  poisonings 
in  New  York  City  in  1964  was  in  children 
under  the  age  of  two  years.  Motor  vehicle 
accidents  are  higher  in  the  school-age  child. 
Yet,  in  1965,  39  per  cent  of  the  youngsters 
killed  in  motor  vehicle  accidents  were 
under  five  years  of  age.  The  driveway  is 
often  an  appealing  play  area  for  this  age 
group. 

Statistics  indicate  that  more  boys  than 
girls  are  involved  in  and  cause  accidents. 
In  1965,  3,300  males  as  compared  to  2,400 
females  were  killed  in  home  accidents.  It 
would  appear  that  boys  tend  to  be  some- 
what more  aggressive,  daring,  and  are  more 
likely  to  take  risks  at  times,  in  their  effort 
to  “show  off.” 

Toys  have  been  found  to  be  a great 
source  of  danger  to  a child.  It  is  recognized 
and  accepted  that  play  and  toys  are  basic 
needs  for  all  children.  However,  proper 
choice  of  toys  is  necessary  to  prevent 
accidents  and  to  insure  normal  develop- 
ment and  emotional  satisfaction.  These 
toys  should  not  be  detachable,  sharp,  and 
so  small  that  they  can  be  inhaled  or 
swallowed. 

The  mass  of  facts  that  have  been  ac- 
cumulated on  accidental  deaths  in  children 
is  enormous  and  at  the  same  time  shocking. 
In  this  modern  and  affluent  society,  this 
important  public  health  problem  is  still 
unsolved!  It  is  a sad  commentary  that 
deaths  due  to  accidents  in  children  are  175 
per  cent  higher  than  the  most  common 
organic  cause  of  death,  cancer.  There  is 


really  no  need  for  any  child  to  die  from  suf- 
focation, accidental  trauma,  or  poisoning. 
Efforts  have  been  made  to  enlighten  the 
public  and  some  progress  has  been  made  but 
certainly,  in  view  of  the  statistics  available, 
we  are  far  from  accomplishing  what  ought 
to  be.  Here  it  is  apparently  not  all  the 
fault  of  the  profession  but  of  the  public, 
precisely  because  of  our  ignorance,  our 
human  nature,  and  the  lack  of  loving 
discipline  among  our  parents. 

Causes 

Accidents  have  causes.  The  most 
puzzling  part  of  the  accident  problem  does 
not  appear  to  be  how  the  child  had  the 
accident  but  why.  Did  the  accident  re- 
sult because  of  parental  neglect,  parental 
abuse,3  the  lack  of  supervision,  carelessness 
on  the  part  of  a member  in  the  family,  or 
ignorance  on  the  part  of  the  parents? 

Statements  have  been  made  that  some 
children  are  “accident  prone,”  suggesting 
that  the  parents  or  the  custodians  are  not 
entirely  to  blame  for  the  accidents  incurred. 
A study  by  Fabian  and  Bender4  indicates 
that  of  36  children  admitted  with  severe 
head  injuries  to  Bellevue  Hospital,  38  per 
cent  had  been  involved  in  2 or  more  ac- 
cidents. Eighty-three  per  cent  of  the 
parents  of  the  children  with  the  “accident 
habit”  had  been  noted  to  have  psycho- 
logical disorders.  Fifty  per  cent  of  the 
parents  were  noted  to  be  alcoholic.  The 
types  of  children  who  have  been  described 
as  “accident  prone”  are  the  children  who 
have  difficulty  adjusting  to  the  environ- 
ment, the  children  undergoing  emotional 
stress,  or  children  with  poor  interfamily 
relationships.  It  would  appear  that  safe 
childhood  behavior  stems  from  early  parent- 
child  relations.  The  attitude  of  the  child 
plays  an  important  part  in  accident  prone- 
ness. 

In  1964  in  New  York  City  alone,  more 
children  died  under  five  years  of  age  from 
accidental  poisonings  than  from  polio- 
myelitis, measles,  tuberculosis,  rheumatic 
fever,  diphtheria,  scarlet  fever,  German 
measles,  and  all  other  streptoccocal  in- 
fections combined.5  This  total  was  almost 
double  the  number  of  accidental  poison- 
ings reported  in  1960.  Over  1,500  fatal 
poisonings  reported  in  children  could 
be  prevented  by  demanding  that  active 
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measures  be  taken  in  the  preservation, 
protection,  and  guidance  of  children  with- 
in the  home  environment.  We  are  sup- 
posedly living  in  a child  welfare-minded 
society.  Yet  these  realistic  figures  would 
appear  to  indicate  that  our  supervision  has 
been  grossly  inadequate.  Who  is  to  under- 
take and  carry  out  these  important  meas- 
ures to  prevent  death?  Each  and  every 
one  of  us  has  a moral  obligation  not  to  sit 
by  and  give  directions  but  to  become 
personally  involved  in  accomplishing  the 
necessary  steps  to  prevent  these  unneces- 
sary deaths  of  children  in  their  own  homes. 
Parents  are  the  first  line  of  defense  against 
poisonings;  unless  they  take  the  full  re- 
sponsibility in  this  work  and  help  lead  it, 
they  will  have  only  themselves  to  blame 
for  this  unfortunate  social  stigma  that 
plagues  our  modern  society. 

Types  of  poisonings 

Medications  accounted  for  43  per  cent  of 
the  reported  poisonings  of  children,  with 
aspirin  as  the  chief  offender.  It  is  one  of 
the  most  common  drugs  used  in  the  home 
and  therefore  responsible  for  the  highest 
number  of  poisonings.  The  Federal  Drug 
Administration  has  been  keenly  aware  of 
this  most  important  problem  of  aspirin 
poisoning  and  has,  therefore,  recently 
limited  the  amount  of  children’s  aspirin  per 
container  to  a level  safe  for  a two-year-old 
child.  A variety  of  safety  mechanisms 
have  also  been  suggested  for  the  container, 
thereby  making  it  impossible  for  the  infant 
or  child  to  open  the  top  of  the  container  and 
ingest  the  overdose  of  drug. 

Over  1,000  different  substances,  including 
drugs  and  household  materials  such  as 
insecticide  sprays  and  cleaning  fluids,  have 
been  the  cause  of  poisonings  in  the  pre- 
school child.  The  availability  of  the  drug, 
whether  it  be  left  on  the  bedside  table  or 
in  the  medicine  cabinet,  is  the  most  impor- 
tant factor  responsible  for  poisoning  in 
childhood.  Other  factors  may  be  involved 
in  poisoning  such  as  a sibling  giving  the 
infant  or  child  the  pill  as  a game,  an  error 
on  the  part  of  the  pharmacy,  or  a relative 
giving  the  medication  to  the  child  by  mis- 
take. Carelessness  on  the  part  of  the 
(parent  who  does  not  think  the  medications 
are  toxic  and  leaves  them  around  fosters 
the  possibility  of  a future  poisoning. 


Antiseptic  mixtures,  alcohol,  boric  acid, 
digitalis,  barbiturates,  and  the  multitude  of 
tranquilizers,  household  products  such  as 
bleaches,  lyes,  insecticide  sprays,  and  lead 
mainly  from  peeling  paint  are  the  more 
common  causes  of  poisoning  in  the  pedi- 
atric-age group. 

The  widespread  use  of  any  medication  is 
directly  related  to  the  frequency  of  the 
poisoning  by  the  particular  medication. 
This  has  been  noted  with  the  widespread 
use  of  tranquilizers.  In  this  great  society, 
the  need  for  tranquilizers  has  become  nec- 
essary to  adjust  to  the  stresses  and  strains 
of  everyday  living.  The  widespread  use  of 
tranquilizers  has  added  to  the  increased 
incidence  of  childhood  poisonings!  In  1955 
in  New  York  City,  only  9 such  accidents 
were  reported.  Approximately  ten  years 
later,  1,300  tranquilizer  poisonings  were  re- 
corded in  New  York  City.5  These  are  the 
reported  cases;  certainly  many  of  the 
tranquilizer  poisonings  are  not  brought  to 
the  attention  of  the  medical  authorities, 
and  for  this  reason  these  statistics  are  not 
accurate.  The  laxity  on  the  part  of  the 
users  and  the  accessibility  of  this  medication 
contributes  to  the  death  toll  in  children. 

Outdated,  degraded  antibiotics  can  also 
cause  toxic  reactions  leading  to  poisoning. 
The  physician  should  never  prescribe  more 
antibiotics  than  are  needed  for  any  one  in- 
fection. The  parent  should  certainly  not 
keep  any  antibiotic  in  the  medicine  cabinet 
for  any  extended  period  of  time.  It  has 
been  stated  “that  in  this  great  land  of  self- 
medication,  the  physician  should  not  add 
to  the  already  bulging  medicine  cabinet.” 
I would  like  to  also  add  that  the  parents 
should  assist  the  physician  in  not  adding  to 
the  already  bulging  medicine  cabinet. 

Animal  bites  and  refrigerators 

Dog  bites  pose  another  serious  means  of 
accidental  injury  to  children.  Approxi- 
mately 600,000  Americans  incur  dog  bites 
requiring  medical  attention  each  year.  Of 
this  total,  approximately  75  per  cent  are 
young  children.  Such  injuries  have  re- 
sulted in  loss  of  sight,  facial  disfigurement, 
or  serious  psychologic  problems. 

The  abandoned  refrigerator  still  remains 
a hazardous  problem.  It  has  been  pointed 
out  that  safety  features,  such  as  magnetic 
doors  and  mechanisms  enabling  one  to  open 
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the  refrigerator  from  the  inside,  have  not 
prevented  deaths  due  to  enclosure  in  such 
structures.  Because  of  the  airtight  con- 
struction of  refrigerators,  there  is  only 
enough  air  inside  a refrigerator  to  keep  a 
child  alive  from  ten  to  fifteen  minutes. 
Empty  refrigerators  and  Deepfreeze  cabi- 
nets should  have  locks  removed  before 
being  discarded. 

Miscellaneous 

The  preventive  measures  in  accidental 
injury  are  many,  are  well  known,  and  have 
been  publicized  in  the  medical  and  lay 
journals  over  many  years.  A precise  un- 
derstanding of  the  causal  factors  is  not 
enough.  An  understanding  and  acute 
awareness  of  the  problem  by  the  parents 
plays  an  integral  and  important  part  in 
the  prevention  of  accidental  deaths. 

Stoves,  open  fires,  and  containers  of  hot 
liquids  are  in  the  same  class  as  playing  in 
the  driveway  or  road.  These  actions  should 
be  firmly  and  emphatically  forbidden. 

Babies  can  and  do  drown  if  left  alone  in  a 
bath.  Toddlers  do  fall  into  tubs  if  left 
unguarded.  Plastic  bags  will  suffocate  in- 
fants and  children  if  they  are  not  destroyed 
and  removed  from  the  child’s  immediate 
environment.  Parents  should  know  that 
furniture  polish,  detergents,  pesticides,  and 
chemical  solvents  are  poisonous  and  should 
be  kept  in  areas  not  accessible  to  children. 
Drugs  in  the  home  should  be  kept  under 
lock  and  key  at  all  times.  They  should  not 
be  in  readily  available  and  easily  reached 
storage  areas  and  drawers. 

The  prevention  of  death  due  to  accidental 
poisoning  in  this  city  has  been  greatly  aided 
by  the  efforts  and  dedication  of  my  dear 
friend  and  colleague,  the  late  Harold 
Jacobziner,  M.D.  Through  his  pioneering 
efforts,  there  are  now  over  250  poison  con- 
trol centers  across  the  country.  Each  of 
these  centers  provides  immediate  informa- 
tion by  phone  concerning  emergency  treat- 
ment on  a twenty-four-hour  basis. 

Preventive  measures 

The  “don’ts”  in  accident  prevention  are 
many.  However,  one  significant  preven- 
tive measure  has  not  been  given  the  recog- 
nition deserving  of  its  importance,  and  that 


is  discipline.  Discipline  is  essential  to  every 
child’s  security  and  protection.  Lack  of 
discipline  is  a recognized  major  factor  in 
“accident  proneness.”  The  infant  and  child 
must  be  taught  the  limits  of  his  own  free- 
dom so  that  he  can  insure  his  own  safety. 

Discipline  must  be  accompanied  by 
understanding  and  love;  it  should  be  justi- 
fied and  not  excessive.  Excessive  discipline 
which  a child  cannot  understand  can  lead 
to  “accident  proneness.” 

The  overprotected  child  is  equally  liable 
to  become  involved  in  accidents.  The  child 
who  is  continuously  prevented  from  any 
sort  of  ordinary  play  because  of  some 
emotional  instability  on  the  part  of  the 
parents  is  apt  to  get  into  difficulties. 

Education  of  the  parents  alone  has  not 
led  to  improvement  of  our  accident  rates. 
In  a recent  three-year  study  in  Rockland 
County,  an  intensive  program  of  health 
education  designed  to  encourage  accident 
prevention  in  over  4,000  homes  proved 
fruitless.  The  investigators  stated  that 
“the  rate  of  medically  attended  accidents 
was  not  cut  as  a result  of  an  education 
program  directed  specifically  at  parents  of 
young  children.”  It  would  seem,  there- 
fore, that  education  of  the  parents  alone  is 
no  answer  to  this  problem.  Laymen,  edu- 
cators, and  public  health  officials  must  not 
only  stress  the  preventive  measures  but 
attempt  to  encourage  and  strengthen  dis- 
cipline in  the  home.  Education  of  the  child 
in  the  preschool  period  is  essential. 

We  must  perfect  where  imperfections 
exist.  We  must  discover  our  neglected 
problems  and  correct  our  inadequacies. 
Last,  but  not  least,  we  must  reintroduce 
and  revitalize  a mild,  consistent,  logical 
discipline  in  our  home  and  school  to  prevent 
these  unnecessary  accidental  deaths  of  our 
children. 

153  West  11th  Street 
New  York  City  10011 
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Recurrence  of  many  disorders  of  the 
gastrointestinal  tract,  including  peptic 
ulcer,  cannot  be  anticipated  with  certainty 
and  may,  therefore,  require  antispasmodic 
therapy  indefinitely. 

The  belladonna  alkaloids  are  clinically 
effective  in  antispasmodic  therapy,  but 
they  often  cause  undesirable  and  un- 
pleasant side  actions,  such  as  dryness  of 
the  mouth,  urinary  retention,  constipation, 
and  mydriasis.  Anticholinergic  drugs, 
which  may  depress  gastric  acid  secretion 
and  prolong  gastric  emptying  time,  in- 
terfere with  transmission  of  nerve  impulses 
mediated  by  acetylcholine  at  the  neuro- 
effector junctions  of  postganglion  cholin- 
ergic nerves. 

Cholinergic  fibers  from  the  third  (ocu- 
lomotor) cranial  nerve  innervate  the  circu- 
lar smooth  muscles  of  the  iris  which  con- 
strict the  pupil.  Fibers  from  this  nerve 
also  cause  constriction  of  the  ciliary  muscle 
which  slackens  the  suspensory  ligament 
of  the  lens  and  allows  the  lens  to  become 
more  convex.  Belladonna  and  the  syn- 
thetic substitutes  block  the  neurohumoral 


mediator  at  both  locations,  causing  cyclo- 
plegia  and  mydriasis.  When  the  pupil 
is  dilated,  the  iris  drops  against  the  trabecu- 
lar surface,  obstructing  the  outflow  chan- 
nels (the  canal  of  Schlemm  and  aqueous 
veins)  and  thus  causing  an  abrupt  rise 
in  intraocular  pressure.  The  danger  to 
patients  with  glaucoma  is  obvious. 

An  antispasmodic  drug,  dicyclomine 
hydrochloride  (Bentyl),  has  been  used 
clinically  for  over  ten  years  in  the  treat- 
ment of  various  gastrointestinal  disorders 
and  has  been  reported  effective,  seldom 
causing  atropine-like  side-effects. 1-8  Sev- 
eral investigators  have  reported  the  use  of 
this  drug  in  patients  with  glaucoma,  both 
wide-angle  and  narrow-angle,  with  no 
deleterious  effect.39-11  The  purpose  of 
this  study  was  to  evaluate  objectively  the 
effect  of  dicyclomine  hydrochloride  on  the 
eyes  of  patients  with  controlled  narrow- 
angle  glaucoma. 

Case  reports 

Case  1.  A forty-eight-year-old  woman  sud- 
denly developed  severe  pains  in  the  right  eye  in 
December,  1961.  She  was  admitted  to  Brooklyn 
Eye  and  Ear  Hospital  four  days  later  and  gave  a 
history  of  occasional  attacks  of  blurred  vision 
and  of  discomfort  in  both  eyes  for  about  six 
months  preceding  admission.  The  tension  was 
60  mm.  Hg  in  the  right  eye  and  20  mm.  Hg  in 
the  left  eye.  Gonioscopy  showed  a grade  0 
angle  in  the  right  eye  and  a grade  II  in  the  left 
eye.  She  was  placed  on  4 per  cent  pilocarpine 
hydrochloride  therapy,  and  her  tension  dropped 
to  18  mm.  Hg  in  the  right  eye,  16  mm.  Hg  in 
the  left  eye.  The  next  morning  a peripheral 
iridectomy  was  performed  in  the  right  eye. 
She  has  been  under  control  with  pilocarpine 
hydrochloride  2 per  cent  twice  a day  in  the  left 
eye. 

Case  2.  A seventy-seven-year-old  woman 
had  had  a peripheral  iridectomy  in  her  right  eye 
in  1960  and  has  taken  2 per  cent  pilocarpine 
hydrochloride  in  her  left  eye  three  times  a 
day  since  then.  She  came  to  The  Brooklyn- 
Cumberland  Hospital  in  April,  1964.  Her  best 
corrected  vision  was  20/70  to  2 right  eye,  20/30 
left  eye,  pupillary  diameter  2 mm.  right  eye 
and  1.5  mm.  left  eye.  Gonioscopy  was  grade 
IV  right  eye,  grade  II  left  eye,  tension  14  right 
eye,  17  left  eye  (Maklokov  applanation  tonom- 
eter). The  tension  has  remained  normal  since 
April,  1964. 

Case  3.  A fifty-two-year-old  male  gave  a 
history  of  his  father  who  had  had  “eye  trouble.” 
The  father  had  been  operated  on  in  both  eyes 
but  had  died  practically  blind.  The  patient  had 
recurrent  attacks  of  blurred  vision  for  which  he 
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TABLE  i.  Pupillary  size  in  millimeters  before  and  during  the  study 


Patient  Number 
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* Eye  with  peripheral  iridectomy. 

t Dicyclomine  hydrochloride  given  10  mg.  three  times  a day. 
**  Dicyclomine  hydrochloride  given  10  mg.  four  times  a day. 


changed  glasses  for  a period  of  one  year.  He  had 
a severe  attack  of  pain  in  his  left  eye  in  March, 
1960.  A peripheral  iridectomy  was  performed 
on  his  left  eye  the  same  month.  He  has  been 
maintained  on  2 per  cent  pilocarpine  hydro- 
chloride twice  a day  in  his  right  eye  and  no 
medication  in  the  operated  eye.  He  has  no 
complaints,  and  his  visual  acuity,  gonioscopy 
results,  and  fields,  as  well  as  disks,  have  remained 
normal. 

Case  4.  A sixty-five-year-old  woman  came 
to  The  Brooklyn-Cumberland  Hospital  in  May, 
1964.  A brother  aged  sixty-one  is  under  treat- 
ment for  glaucoma.  She  had  poor  vision  and 
needed  frequent  changes  of  glasses.  In  1959 
she  visited  a “specialist”  and  complained  of 
blurry  vision  and  slight  ache.  The  physician 
recommended  an  operation  which  was  performed 
in  October,  1959.  She  was  followed  by  her 
physician  who  told  her  that  she  was  coming 
along  quite  well.  On  examination  she  showed  a 
peripheral  iridectomy  of  the  right  eye.  The 
tension  was  17  mm.  Hg  right  eye,  20  mm.  Hg 
left  eye.  Corrected  vision  was  20/100  right  eye, 
20/30  left  eye,  with  minimal  lens  changes  in 
right  eye.  Dark-room  test  after  one  hour  in- 
creased the  tension  in  the  unoperated  left  eye  to 
42  mm.  Hg.  The  tension  in  the  left  eye  was 
controlled  with  4 per  cent  pilocarpine  hydro- 
chloride within  two  hours.  She  refused  surgery 
in  her  left  eye. 

Case  5.  A white  female  aged  sixty-four  gave 
a history  of  surgery  for  glaucoma  in  1961  be- 
cause her  physician  could  not  control  her  “eye 
pressure.”  Since  then,  she  has  been  controlled 
with  medicine  and  has  visited  her  physi- 
cian every  three  months.  On  examination  she 
showed  a peripheral  iridectomy  in  the  left  eye. 
Her  corrected  vision  was  20/30  right  eye,  20/70 
left  eye.  The  tension  was  20  mm.  Hg  right  eye, 
16  mm.  Hg  left  eye,  gonioscopy  grade  II  right 
eye,  grade  IV  left  eye.  She  was  continued  on 
therapy,  pilocarpine  hydrochloride  2 per  cent, 
in  her  right  eye  twice  a day. 

Case  6.  A sixty-one-year-old  female  came 
to  the  Brooklyn  Eye  and  Ear  Hospital  in 
September,  1962,  with  pains  in  her  left  eye 
which  had  been  present  for  two  weeks.  She 
gave  a history  of  poor  vision  for  two  years.  On 
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examination,  the  tension  was  20  right  eye,  54 
left  eye.  On  gonioscopy  she  showed  grade  II 
right  eye  and  grade  0 left  eye.  On  pilocarpine 
hydrochloride  4 per  cent,  her  tension  came 
down  to  20  mm.  Hg  in  each  eye.  The  next  day 
a peripheral  iridectomy  was  performed  in  the 
left  eye.  She  had  been  controlled  ever  since 
with  2 per  cent  pilocarpine  hydrochloride  in  the 
right  eye  twice  a day. 

Case  7.  A fifty-eight-year-old  woman  came 
to  the  Brooklyn  Eye  and  Ear  Hospital  in  July, 
1964,  with  severe  pain  in  the  left  eye.  She  had  a 
history  of  blurred  vision,  halos,  and  occasional 
pain  in  the  left  eye.  These  symptoms  had  con- 
tinued for  about  a year.  During  this  time,  the 
pain  had  been  relieved  with  aspirin.  At  the 
time  of  the  patient’s  appearance  at  the  hospital, 
however,  the  severe  pain  in  the  left  eye  was  not  [ 
relieved  by  aspirin. 

On  examination,  the  tension  was  22  mm.  Hg 
right  eye  and  48  left  eye.  Gonioscopy  revealed 
grade  II  right  eye  and  grade  0 left  eye.  Ten-  j 
sion  was  successfully  controlled  within  one  and  a 
half  hours,  and  the  next  day  a peripheral  iridec-  1 
tomy  was  performed  on  the  left  eye.  She  was 
controlled  with  pilocarpine  hydrochloride  2 per 
cent  in  her  right  eye  twice  a day. 

Case  8.  A white  female  aged  fifty-five  years 
suddenly  developed  pain  in  her  left  eye  on 
January  12,  1963.  The  pain  failed  to  subside, 
although  it  did  not  get  worse  for  three  days. 
She  came  to  the  Brooklyn  Eye  and  Ear  Clinic 
thirteen  days  later. 

On  examination,  her  tension  was  20  mm.  Hg 
right  eye,  62  mm.  Hg  left  eye.  Gonioscopy  re- 
vealed a grade  II  angle  in  right  eye  and  closed 
angle  in  left  eye.  She  was  placed  on  4 per  cent 
pilocarpine  hydrochloride,  and  by  the  next 
morning  her  tension  was  18  mm.  Hg  right  eye, 
16  mm.  Hg  left  eye.  On  January  26,  1963,  a 
peripheral  iridectomy  was  performed  on  her  left 
eye.  She  has  been  controlled  on  2 per  cent 
pilocarpine  hydrochloride  in  her  left  eye. 

Methods 

The  patients  were  given  dicyclomine 
hydrochloride  10  mg.  three  times  a day 
for  the  first  three  weeks  and  four  times 
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TABLE  il.  Ocular  tension  in  millimeters  Hg  before  and  during  study 


Drug  Period 
(Week) 

Patien 

-T  , 

. 

Right 

Eye* 

Left 

Eye 

Right 

Eye* 

Left 

Eye 

Right 

Eye 

Left 

Eye* 

Right 

Eye* 

Left 

Eye 

Right 

Eye 

Left 

Eye* 

Right 

Eye 

Left 

Eye* 

Right 

Eye 

Left 

Eye* 

Right 

Eye 

Left 

Eye* 

Control 

15 

18 

14 

17 

18 

14 

17 

20 

20 

16 

18 

12 

21 

13 

22 

13 

It 

16 

18 

14 

19 

18 

14 

17 

19 

22 

16 

18 

14 

20 

14 

20 

14 

2t 

16 

19 

14 

20 

20 

15 

17 

20 

20 

16 

19 

15 

22 

14 

21 

13 

3t 

16 

20 

15 

18 

20 

16 

17 

22 

21 

15 

18 

16 

20 

15 

20 

15 

4** 

14 

20 

14 

20 

21 

14 

16 

20 

20 

15 

20 

14 

5** 

15 

20 

12 

21 

20 

14 

14 

20 

20 

15 

20 

16 

6** 

14 

20 

15 

21 

20 

15 

14 

21 

21 

15 

20 

14 

* Eye  with  peripheral  iridectomy. 

t Dicyclomine  hydrochloride  given  10  mg.  three  times  a day. 
**  Dicyclomine  hydrochloride  given  10  mg.  four  times  a day. 


TABLE  III.  Gonioscopy  and  central  fields  before  and  after  study 


Gonioscopy 

Patient  Number  Before  Drug 

After  Drag 

- — Central  Fields — 

and  Eye 

(Grade*) 

(Grade*) 

Before  Drug 

After  Drag 

1 

Rightf 

4 

4 

Depression  of  nasal  field 

No  change 

Left 

o 

2 

2 

Normal 

No  change 

Rightf 

4 

4 

Nasal  depression 

No  change 

Left 

q 

2 

2 

Normal 

No  change 

o 

Right 

3 

3 

Normal 

No  change 

Leftf 

4 

4 

4 

Enlargement  of  blind  spot 

No  change 

Rightf 

4 

4 

Normal 

No  change 

Left 

K 

2 

2 

Normal 

No  change 

Right 

2 

2 

Normal 

No  change 

Leftf 

a 

4 

4 

Normal 

No  change 

Right 

2 

2 

Normal 

No  change 

Leftt 

7 

4 

4 

Depression  of  nasal  field 

No  change 

Right 

2 

2 

Normal 

No  change 

Leftf 

Q 

4 

4 

Depression  of  nasal  field 

No  change 

Right 

2 

2 

Normal 

No  change 

Leftf 

4 

4 

Normal 

No  change 

* Grade  0 = narrow  angle,  complete  or  partial  closure 
Grade  1 = narrow  angle,  extreme 
Grade  2 = narrow  angle 
Grades  3 and  4 = wide  open  angle, 
t Eye  with  peripheral  iridectomy. 


a day  for  the  second  three  weeks.  During 
the  study,  pilocarpine  hydrochloride  was 
used  only  in  the  nonoperated  eye. 

Pupillary  size  and  ocular  tension  were 
measured  before  dicyclomine  hydrochloride 
was  given  and  at  weekly  intervals  during 
the  six-week  study.  Ocular  tension  was 
measured  in  milligrams  of  mercury  with  a 
Maklokov  applanometer,  with  a 5-Gm. 
weight.  The  angles  of  the  anterior  chamber 
and  the  central  field  were  evaluated  before 
and  after  the  study.  Gonioscopy  was 
graded  according  to  the  accepted  stand- 


ard.12 Corrected  visual  acuity  was  de- 
termined for  each  patient  before  and  after 
the  study. 

Results 

Measurements  of  pupillary  size  before 
the  start  of  the  study  and  at  weekly  in- 
tervals during  the  study  are  shown  in 
Table  I.  Two  patients  discontinued  the 
drug  after  the  third  week  because  of  dry- 
ness of  the  mouth.  It  can  be  seen  that 
dicyclomine  hydrochloride  administration 
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had  no  demonstrable  influence  on  pupil 
size.  Similarly,  the  data  presented  in  Tables 
II  and  III  reveal  no  significant  influence 
of  dicyclomine  hydrochloride  on  ocular 
tension,  gonioscopy,  or  central  field  eval- 
uation. Visual  acuity  evaluation  before 
and  after  likewise  showed  no  drug  effect. 

Comment 

Narrow-angle  glaucoma  is  particularly 
dangerous  because  it  is  often  difficult  to 
diagnose.  Diagnosis  is  simple  only  in  an 
acute  attack;  definite  diagnosis  can  be 
made  by  gonioscopy  in  an  eye  with  elevated 
intraocular  pressure. 

In  longstanding  chronic  angle-closure 
glaucoma,  gonioscopy  will  reveal  a broad- 
based  type  of  peripheral  anterior  synechiae. 
In  many  cases,  a history  of  transient  attacks 
of  blurred  vision,  halos,  and  discomfort 
over  the  eyes  may  be  accompanied  by 
intraocular  pressure  within  normal  limits. 
In  these  cases,  a diagnosis  of  angle-closure 
glaucoma  is  based  on  anatomic  findings 
and  gonioscopy.  A shallow  anterior  cham- 
ber and  a narrow  angle  where  the  forward 
ballooning  of  the  iris  hides  the  anterior 
wall  from  view  suggest  angle-closure  glau- 
coma. In  the  less  narrow  angles  where  the 
anterior  trabecular  band  is  visible,  the 
diagnosis  of  angle-closure  glaucoma  is  less 
certain.  In  eyes  with  moderately  elevated 
pressure,  35  to  40  mm.  Hg,  a fairly  deep 
chamber,  and  a narrow  angle  with  anterior 
trabeculae  visible,  the  diagnosis  is  even 
more  difficult. 

In  doubtful  cases,  it  is  necessary  to  resort 
to  the  dark-room  test  which  induces  a 
closure  of  the  angle  and  a rise  in  intraocular 
pressure.  The  patient  remains  in  a dark 
room  for  one  hour;  patients  over  sixty 
years  with  rigid  miotic  pupils  may  need 
to  remain  for  two  hours.  Tonometry 
and  gonioscopy  are  performed  before  and 
after  the  test.  An  increase  of  8 mm.  Hg 
is  considered  a positive  diagnosis  of  angle- 
closure  glaucoma,  but  a negative  test  result 
does  not  completely  preclude  the  disease. 
The  dark-room  test  is  relatively  safe;  it 
can  usually  be  controlled  with  pilocarpine 
hydrochloride. 


The  clinical  symptoms,  history,  strongly 
positive  dark-room  test  results  (a  rise  to 
30  to  40  mm.  Hg),  and  normalization  of  the 
pressure  with  pilocarpine  hydrochloride 
after  the  dark-room  test  suggest  angle- 
closure  glaucoma  even  if  the  angle  is  not 
completely  closed  on  gonioscopic  examina- 
tion. 


Summary 

Mydriasis  is  often  one  of  the  undesirable 
side-effects  of  anticholinergic  drugs.  It  is 
particularly  dangerous  in  a patient  with 
glaucoma  because  of  the  possibility  of  an 
abrupt  rise  in  intraocular  pressure.  Dicy- 
clomine hydrochloride  (Bentyl)  used  in 
8 patients  with  narrow-angle  glaucoma 
caused  no  significant  changes  in  tension, 
pupillary  size,  gonioscopy  results,  central 
fields,  and  visual  acuity. 

51  East  Parkway 
Brooklyn  11238 
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Bronchial  asthma  and  its  management, 
particularly  of  the  more  severe  manifesta- 
tions, appears  to  present  a growing  chal- 
lenge. According  to  Richards  and  Patrick, 1 
asthma  admissions  to  the  Children’s  Hospi- 
tal at  Los  Angeles  have  increased  markedly 
since  1957,  as  compared  with  total  hospital 
admissions.  In  New  York  City,  Green- 
burg  and  Field2  report  emergency  room 
visits  at  several  hospitals  showing  a sharp 
increase  between  1952  and  1962.  This 
marked  rise  appeared  to  affect  Negroes 
and  Puerto  Ricans  especially.  It  is  com- 
mon everyday  experience  that  emergency 
rooms  are  besieged  by  asthmatic  persons, 
and  wards  for  their  overnight  care  are  an 
increasing  need. 

Gottlieb3  and  Alexander,4  both  citing 
data  from  the  National  Vital  Statistics 
Division  of  the  U.S.  Public  Health  Service, 
indicate  a decreasing  mortality  rate  from 
asthma  since  1951,  but  Richards  and 
Patrick1  consider  these  data  invalidated 
by  changes  in  coding  of  causes  of  death. 
They  appear  unconvinced  that  the  asthma 
death  rate  has  fallen  off  in  recent  years 
and  report  a special  peak  in  1956  to  1957, 


perhaps  related  to  Asian  influenza.  With- 
in their  own  institution  the  asthma  death 
rate  has  doubled  in  relation  to  all  asthma 
admissions  between  1952  and  1962.  In 
children  they  find  most  deaths  are  before 
age  four,  but  close  study  of  their  data  sug- 
gests that  some  were  due  to  pneumonia 
rather  than  asthma. 

With  a concerted  effort  it  may  be  possible 
to  reduce  the  mortality  rate  by  more  effec- 
tive treatment.  Wider  dissemination  of 
the  latest  knowledge  about  asthma  may 
help  alter  its  prognosis.  With  this  in  mind, 
this  review  attempts  to  summarize  cur- 
rent trends  as  expressed  in  recent  publica- 
tions. 

Differential  diagnosis 

Bronchial  asthma  in  most  instances  is 
readily  recognizable,  yet  a few  problems 
remain  as  to  diagnosis.  In  children  there 
is  the  possibility  of  confusion  with  respira- 
tory manifestations  of  cystic  fibrosis  (CF). 
A recent  report  demonstrates  that  clear- 
cut  diagnosis  of  cystic  fibrosis  provides  the 
key  to  the  problem.  Gharib,  Joos,  and 
Hilty,5  in  a well-controlled  study  involving 
100  children  in  each  group,  show  that  the 
sweat  chloride  concentration  of  asthmatic 
patients  followed  a normal  pattern,  where- 
as in  every  case  of  cystic  fibrosis  there  was 
an  abnormally  high  value.  Nasal  polyps, 
usually  regarded  as  a specifically  allergic 
manifestation,  are  uncommon  in  young 
children  and  may  as  readily  be  due  to 
cystic  fibrosis.6 

In  adults,  differentiation  of  bronchial 
asthma  from  chronic  bronchitis  and  ob- 
structive emphysema  is  more  frequently 
a matter  of  clinical  importance.  A recent 
trend  in  the  classification  of  chronic 
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pulmonary  disease  tends  to  blur  rather 
than  sharpen  this  distinction.  An  all- 
purpose diagnostic  category,  chronic  ob- 
structive pulmonary  disease  (COPD),  or 
chronic  obstructive  lung  disease  (COLD), 
has  been  established  by  the  American 
Thoracic  Society.18  This  is  expressed  in 
two  publications  widely  distributed  to  the 
profession  by  the  National  Tuberculosis 
and  Respiratory  Diseases  Association9  and 
by  the  U.S.  Department  of  Health,  Educa- 
tion, and  Welfare,  Public  Health  Service.10 
Chronic  obstructive  pulmonary  disease 
collects  under  one  head  all  chronic  ob- 
structive airway  disease,  if  nontuberculous, 
including  bronchial  asthma.  For  both 
practicing  physician  and  asthmatic  pa- 
tient it  is  of  the  utmost  importance  that 
bronchial  asthma  be  clearly  distinguished 
from  irreversible  forms  of  ventilatory 
obstruction.  Bronchial  asthma,  whether 
intermittent  or  continuous,  intrinsic  or 
extrinsic,  is  etiologically,  physiologically,11 
pathologically,12  clinically,  therapeuti- 
cally,13 and  prognostically  distinct  from 
other  forms  of  chronic  obstructive  pul- 
monary disease. 

Relevant  to  the  differentiation  of  asthma 
from  emphysema  is  a recent  study  by 
Tooley,  DeMuth,  and  Nadel14  on  the 
reversibility  of  obstructive  changes  in 
severe  childhood  asthma.  They  draw  at- 
tention to  the  common  misuse  of  the  term 
“emphysema”  in  asthma  when  “hyperin- 
flation of  the  lungs”  is  intended.  Hyper- 
inflation is  not  characterized  by  alveolar 
septal  damage,  the  fundamental  pathology 
of  true  emphysema,  but  only  by  reversible 
overexpansion  of  the  lungs.  It  would  make 
for  more  precise  thinking  if  the  term  hy- 
perinflation or  overinflation  of  the  lungs 
were  to  replace  emphysema  in  describing 
this  response  of  the  lung  parenchyma  to 
the  asthmatic  paroxysm.  This  does  not 
dismiss  the  possibility  that  true  emphysema 
may  develop  later  in  the  course  of  severe 
chronic  asthma  when  complicated  by 
chronic  bronchopulmonary  infection. 

A recent  pulmonary  function  study 
indicates  an  important  difference  between 
bronchial  asthma  and  emphysema  in  that 
pulmonary  diffusion  capacity  is  intact  in 
the  former,  impaired  in  the  latter.11  The 
effectiveness  of  corticosteroids  in  asthma 
and  their  ineffectiveness  in  obstructive 


emphysema  has  also  recently  been  empha- 
sized.13 

Occasionally,  despite  a history  of  noc- 
turnal paroxysms,  doubt  may  persist  as 
to  whether  or  not  bronchospasm  is  truly 
present.  Diagnosis  of  bronchial  asthma 
may  be  aided  by  inhalation  of  methacholine 
aerosol  in  2.5  per  cent  concentration. 
Measurements  of  FEV,  FEV-1  and  MEFR* 
will  in  the  asthmatic  patient  show  definite 
reductions  which  do  not  occur  in  the  non- 
asthmatic.15 This  method  is  not  offered 
as  a general  test  for  office  practice. 

A new  clinical  entity,  mucoid  impaction 
of  the  bronchi,  has  particularly  gained  the 
attention  of  radiologists  in  recent  years.1617 
X-ray  shadows  in  the  lung  fields  are  found 
because  of  collections  of  mucus  in  larger 
bronchi.  They  are  usually  situated  near 
the  hilar  zone  or  midlung  field,  at  times 
V-shaped  since  the  mucus  lodges  at  bifurca- 
tions. Additional  larger  shadows,  indica- 
tive of  segmental  or  lobar  atelectasis,  may 
be  present.  In  almost  every  instance  the 
patients  have  asthma  of  long  standing. 
The  presenting  clinical  syndrome  of  mucoid 
impaction  includes  hemoptysis,  often  with 
fever,  mucopurulent  sputum,  and  evidences 
of  superimposed  infection.  This  condition 
has  been  misinterpreted  as  tuberculosis, 
bronchiectasis,  and  even  bronchogenic  car- 
cinoma. Yet  the  problem  is  basically 
one  of  chronic  bronchial  asthma.  Ade- 
quately treated,  if  need  be  with  corti- 
costeroids, release  of  mucoid  impaction 
may  be  expected  and  with  it  relief  of 
atelectasis.  Needless  surgery  can  be 
avoided  if  the  clinician  is  alert  to  this  un- 
usual asthma  variant. 

Specific  allergic  diagnosis 

The  well-established  principles  in  de- 
termination of  specific  excitants  as  causa- 
tive allergens  in  bronchial  asthma  remain 
unchanged.  Correlation  of  an  exhaustive, 
perceptively  elicited  history  with  findings 
on  skin  test,  properly  carried  out  with 
potent  extracts  of  relevant  materials  pres- 
ent in  the  environment  of  the  asthma 
sufferer,  is  still  the  cornerstone  of  allergic 
diagnosis.  Full  acceptance  of  these  prin- 
ciples by  the  nonallergist  is  still  lacking, 

* FEV  = forced  expiratory  volume;  FEV-1  = forced  ex-  j 
piratory  volume  at  one  second;  MEFR  = maximum  expir-  | 
atory  flow  rate. 
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as  judged  by  continued  successful  operation 
of  so-called  allergy  laboratories.  That 
such  crude  short  cuts  find  support  among 
the  general  profession  suggests  either  ignor- 
ance or  unconcern.  This  in  turn  probably 
reflects  a neglect  of  allergy  by  those  re- 
sponsible for  medical  education  at  the 
undergraduate  and  postgraduate  levels, 
a problem  to  which  the  national  allergy 
societies  must  continue  to  address  them- 
selves. 

There  is  a renewal  of  interest  in  direct 
bronchial  testing  by  provocative  inhala- 
tion of  allergens  either  as  extracts  or  in 
powdered  form.18-20  Such  technics, 
studied  in  considerable  detail  twenty  years 
ago,  are  still  primarily  of  research  interest, 
but  they  are  likely  to  find  increasing  ap- 
plication in  the  specific  diagnosis  of  prob- 
lem cases. 

The  search  continues  for  significant  newer 
allergens  in  asthma.  There  has  been  in- 
creasing interest  in  airborne  algae  as  a 
cause  of  respiratory  allergy21  and  persistent 
awareness  of  insect  inhalant  sensitivity. 22  _24 
Itkin  and  Dennis25  reopen  the  possibility 
that  Candida  albicans  may  function  as  a 
significant  allergen  in  asthma.  There  has 
also  been  some  re-emphasis  on  certain 
foods  as  a cause  of  respiratory  allergy, 
such  as  cow’s  milk26  and  sesame  seed.27 
The  importance  of  aspirin  asthma,  still 
not  sufficiently  appreciated,  recently  re- 
ceived some  attention  in  a paper  by 
Salvaggio  and  coworkers28  in  relation  to  its 
occasional  confusion  with  cardiac  asthma. 
Positive  skin  test  results  with  the  usual 
extracts  of  crude  pyrethrum  may  no  longer 
carry  much  weight.  It  has  been  shown 
that  in  insecticide  sprays  purified  pyre- 
thrins  do  not  contain  allergens  of  the 
crude  material.29 


Metabolic  and  endocrine  factors 


I 


Among  nonspecific  factors  possibly  opera- 
tive in  bronchial  asthma,  the  concept  that 
diminished  adrenocortical  function  may 
play  a role  in  its  pathogenesis  continues 
in  dispute.  A recent  study  on  adreno- 
cortical function  in  continuous  asthma  by 
Robson  and  Kilborn30  finds  that  among  34 
patients  the  plasma  cortisol  level  showed  a 
diminished  response  to  ACTH  stimulation 
in  23,  while  11  had  a normal  response. 


Resting  cortisol  production  rate  was  nor- 
mal among  21  patients.  There  is  evidence 
that  in  the  majority  of  asthmatic  subjects 
the  adrenal  was  not  functionally  normal. 
There  was  a correlation  between  reduction 
in  response  and  duration  of  asthma.  It 
could  not  be  determined  whether  dimin- 
ished adrenocortical  reserve  was  a cause 
or  effect  of  the  disease.  Previous  studies 
not  based  on  direct  measurement  of  plasma 
cortisol  levels  yielded  varying  results, 
although  predominantly  suggesting  normal 
adrenal  function. 

A current  report  on  hypomagnesemia 
of  unknown  etiology  concerns  a patient 
with  bronchial  asthma.31  Although  the 
asthma  may  have  been  coincidental,  refer- 
ence is  made  to  a variety  of  data  suggesting 
a relationship  between  allergic  states  and 
magnesium  metabolism.  In  rats  mag- 
nesium deficiency  is  associated  with  eosin- 
ophilia,  loss  of  mast  cells,  increased  plasma, 
and  tissue  levels  of  histamine.  In  guinea 
pigs  magnesium  is  reported  as  being  pro- 
tective against  anaphylactic  shock.  The 
possible  significance  of  such  data  to  asthma 
in  human  beings  awaits  further  investiga- 
tion. 


Air  pollution  and  asthma 


Nonspecific  factors  in  the  external  en- 
vironment also  have  their  impact  on  the 
asthma  problem.  Air  pollution  as  a cause 
of  increased  morbidity  and  mortality, 
especially  in  cardiorespiratory  diseases,  is 
currently  much  in  the  news.  There  ap- 
pears to  be  agreement  that  especially 
among  the  elderly  these  diseases  are  ag- 
gravated by  pollutants.  Precisely  which 
agents  are  responsible  for  what  pathologic 
alteration  is  uncertain.  Suspect  are  a 
variety  of  “industrial  and  urban  air  con- 
taminants such  as  sulfur  dioxide,  carbon 
monoxide,  hydrocarbons,  oxides  of  nitro- 
gen, ozone,  many  kinds  of  particulate 
matter,  and  other  air  pollutants.  The 
sources  from  which  these  pollutants  ema- 
nate are  many  and  varied.  A few  of  the 
more  common  ones  are  automobile  traffic 
fumes,  chemicals,  vapors  of  dry-cleaning 
fluids,  naphthalene  flakes,  paints,  and 
gases  from  leaky  heating,  cooking,  and 
refrigerating  equipment.”2  There  is  also 
recent  interest  in  the  photochemistry  of 
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smog  which  may  form  secondary  trouble- 
some pollutants. 

The  relation  of  specific  common  air 
pollutants  to  bronchial  asthma  is  uncertain. 
Greenburg  et  al.3 2 in  many  studies  of  levels 
of  air  pollution  and  particular  air  pollution 
incidents  find  no  correlation  between  the 
incidence  of  asthma  attacks  seen  in  hospital 
emergency  rooms  and  hourly  levels  of 
sulfur  dioxide,  smoke  shade,  or  carbon 
monoxide.32  However,  the  findings  of  the 
Nashville  study  on  sulfur  dioxide  and 
asthma  indicate  that  in  adults  but  not  in 
children  there  is  a correlation  between 
attacks  and  higher  levels  of  sulfation.33 
Richards  and  Patrick1  likewise  find  little 
correlation  between  air  pollution  and  peak 
years  of  asthma  deaths  among  children 
in  Los  Angeles.  However,  they  do  note 
that  1956,  a peak  year,  was  associated  with 
a spate  of  smog  warnings.  In  New  Orleans 
episodic  flare-ups  of  bronchial  asthma 
were  attributed  to  pollutants  from  burning 
at  city  dumps.34  More  recent  studies 
suggest,  however,  that  no  one  cause  ac- 
counts for  this  recurrent  problem;  the 
asthmogenic  excitants  remain  unidentified. 35 
The  equally  notorious  Tokyo- Yokohama 
asthma  is  described  in  the  latest  reports  as 
T-Y  respiratory  disease.  Systematic  ob- 
servation indicates  it  is  a form  of  bronchitis 
rather  than  asthma.36 

A quite  provocative  observation  by 
Booth  and  coworkers37  indicates  that  in 
ten  hospitals  in  seven  cities  peak  levels  of 
emergency  room  visits  for  bronchial  asthma 
occur  in  October  and  November,  falling 
somewhat  in  December.  This  was  seen 
in  Norfolk,  Charleston,  and  New  Orleans 
as  well  as  in  New  York  and  Chicago. 
There  was  no  definite  correlation  with 
any  specific  environmental  or  pollutant 
factor,  although  Greenburg  et  al .32  suggest 
that  fall  peaks  of  asthma  attack  frequency 
are  especially  related  to  sudden  falls  of 
temperature.  Other  causes  which  may 
operate:  an  increase  in  air  pollutants  not 
now  measured  but  perhaps  associated 
with  the  new  firing  of  heating  equipment; 
greater  distribution  of  settled  dust,  molds, 
and  pollens  about  radiators;  and  low  in- 
door humidity.  They  generally  found 
correlations  between  such  periods  of  tem- 
perature change  and  rise  of  emergency 
room  visits  for  asthma,  although  at  times 
similar  periods  may  not  be  attended  by  an 


increase  of  attacks.  It  will  require  further 
study  to  discover  the  triggering  factors 
accountable  for  asthma  peak  months. 

Role  of  respiratory  infection 

Triggering  of  bronchial  asthma  by  acute 
upper  respiratory  infection,  often  of  viral 
origin,  is  a frequent  observation,  especially 
in  children.  “Infectious  asthma”  or  “asth- 
matic bronchitis”  became  equated  with 
bacterial  allergy.  Tonsillectomy  and  ade- 
noideetomy  as  a therapeutic  measure  in 
childhood  asthma  arose  out  of  this  con- 
cept. It  also  led  to  treatment  of  asthma 
with  “cold  vaccine,”  a stock  mixture  of 
upper  respiratory  bacterial  flora.  Such 
vaccine  injections  have  been  shown  sta- 
tistically in  controlled  experiments  to 
possess  no  value.38  39  A more  recent  study 
again  fails  to  reveal  any  statistical  dif- 
ference between  treated  and  control  groups, 
although  in  summary  the  investigators 
state  they  “have  neither  conclusively 
proved  nor  disproved  the  effectiveness  of 
bacterial  vaccine.”40 

There  is  increasing  evidence  that  initia- 
tion of  asthma  by  respiratory  infection 
is  largely  a nonspecific  effect  not  immuno- 
logically  mediated.  That  the  asthmatic 
child  could  be  allergic  to  so  wide  a range 
of  viral  and  bacterial  organisms  has  always 
seemed  unlikely.  Hampton,  Johnson,  and 
Galakatos41  showed  that  inhalation  of  a 
suspension  of  the  nonpathogen  Neisseria 
catarrhalis  can  initiate  bronchospasm  in 
asthmatic  persons.  This  has  since  been 
interpreted  as  indicating  the  presence  of 
some  bronchoconstrictor  agent  derived 
from  these  organisms.  This  concept  is 
supported  by  Hajos,42  who  found  that  a 
variety  of  bacterial  and  viral  vaccines 
could  induce  bronchospasm  on  inhalation. 
Subcutaneous  injection  of  influenza  virus 
vaccine  can  also  increase  responsiveness 
of  the  asthmatic  patient  to  histamine  or 
methacholine  (Mecholyl).43 

Random  selection  of  organisms  with  a 
nose  and  throat  swab  is  unlikely  to  provide 
a vaccine  of  any  more  specific  significance  ( 
to  the  patient’s  asthma  than  a stock  vaccine. 
Physicians  ought  to  disabuse  anxious 
mothers  of  the  misconception  they  custom- 
arily express  in  the  query,  “Are  you  sure 
that  my  child  is  not  allergic  to  his  own 
mucus?” 
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Just  as  tonsillectomy  is  no  longer  recom- 
mended treatment  for  childhood  asthma, 
so  is  there  less  dependence  on  extensive 
radical  sinus  surgery  for  intractable  asthma 
in  adults.  Only  a small  percentage  of  pa- 
tients respond  favorably  to  such  therapy.44 
A more  sophisticated  approach  to  sinus 
surgery  in  asthma  has  developed,  resulting 
in  part  from  re-evaluation  of  bacteriologic 
and  pathologic  criteria  concerning  the 
relationship  of  hyperplastic  sinusitis  to 
bronchial  asthma.44  Clear  differentiation 
of  allergic  and  vasomotor  rhinosinusitis 
from  true  sinus  infection  involves  a com- 
bined appraisal  of  nasal  smears  and  cultures 
of  sinus  washings,  evaluated  in  the  light 
of  clinical  findings,  as  established  by 
Goldman.45 

Asthmatic  patients  are  notoriously  prone 
to  bronchopulmonary  as  well  as  upper 
respiratory  infection.  However,  in  severe 
asthma,  and  in  status  asthmaticus  es- 
pecially, the  presence  of  infection  is  too 
often  assumed  and  antibiotics  prescribed 
all  but  routinely.1  More  frequent  exam- 
ination of  direct  smears  of  fresh  sputum 
will  aid  in  the  differentiation  of  allergic 
reactions  from  infection.  Severe  asthma 
often  responds  promptly  to  steroids  alone, 
the  apparently  infected  sputum,  as  judged 
solely  by  its  gross  appearance,  rapidly 
disappearing.  Deamer46  recently  re-em- 
phasized that  fever  may  be  an  accompani- 
ment of  severe  asthma  in  children  even  in 
the  absence  of  infection.  Postmortem 
studies  show  that  in  status  asthmaticus 
of  childhood  there  may  be  no  evidence 
of  bronchopulmonary  infection  despite 
the  presence  of  fever  and  pronounced 
leukocytosis. 1 

Psychosomatic  asthma 

The  precise  role  of  psychogenic  factors 
in  asthma  remains  in  some  dispute.  There 
is  on  the  one  hand  the  surprisingly  widely 
held  opinion  that  “all  allergy  is  psychoso- 
matic.” This  is  common  among  intelligent 
laymen  and  not  at  all  rare  among  general 
physicians.  At  the  other  extreme  is  the 
attitude  of  some  who  deny  that  asthma 
is  ever  emotional  in  origin,  regarding 
psychological  responses  as  being  only 
secondary  to  the  disease.  Currently  it 
appears  more  acceptable  to  regard  emo- 
tional conflict  as  a trigger  of  attacks  but 


never  as  a fundamental  cause  of  asthma. 
In  a recent  article  devoted  to  the  role  of 
emotions  in  chronic  allergic  disease  in 
childhood  statements  are  made  that  “no 
instance  of  asthma  is  ever  due  to  psy- 
chogenic factors  alone”  and  “all  allergic 
disease  has  an  immunologic  basis.”47  Such 
a formulation  implies  that  in  asthma  there 
must  always  be  undetermined  allergens 
or  some  unknown  immunologic  process. 

That  many  children  lose  their  asthma 
completely  on  separation  from  the  home 
environment  is  now  a well-documented 
fact.  The  logical  interpretation  appears 
to  be  that  the  emotional  environment  with- 
in the  home,  almost  certainly  involving 
the  relationship  between  child  and  parents, 
is  the  major  producing  cause  of  the  child’s 
asthma.  Years  ago  it  was  found  that 
clearing  of  asthma  in  children  on  entering 
a hospital  could  not  be  due  to  escape  from 
the  baleful  influence  of  house  dust  in  the 
home.  Spraying  the  hospital  room  with 
home  house  dust  failed  to  induce  an 
asthmatic  response. 

A recent  excellent  critical  appraisal  of 
psychosomatic  studies  in  asthma  by  Pur- 
cell48 notes  that  of  150  children  admitted 
to  the  Children’s  Asthma  Research  In- 
stitute and  Home,  more  than  one  third 
remit  promptly,  some  even  on  their  way 
to  the  home.  These  “rapid  remitters” 
are  particularly  those  whose  asthma  is 
readily  induced  by  emotional  stimuli  such 
as  anger.  Such  responsive  children  were 
found,  when  compared  with  other  groups, 
to  have  parents  who  were  both  more 
authoritarian  and  more  punitive.  It  is 
the  common  experience  in  dealing  with 
youthful  asthma  sufferers  that  their  dis- 
ease goes  into  remission  when  they  are 
away  at  college,  only  to  resume  when  they 
return  home.  Asthmatic  children  fre- 
quently lose  their  asthma  when  away  at 
summer  camp.  Few,  if  any,  of  these  many 
observations  are  explicable  on  the  basis 
of  exclusion  of  allergic  factors. 

There  are  innumerable  asthmatic  patients 
for  whom  exhaustive  skin  testing  and 
history  taking  fails  to  detect  specific  al- 
lergens. While  some  cases  may  be  due 
to  as  yet  unknown  allergens  or  other 
mechanisms,  it  is  also  apparent  that 
asthma  is  often  chronologically  related  to 
readily  recognizable  emotional  conflicts. 

In  many  instances  asthma  appears  to  be 
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“mixed,”  both  allergic  and  psychosomatic 
elements  playing  a role.  Block  and  co- 
workers49 have  shown  that  there  is  an 
inverse  ratio  in  childhood  asthma  as  be- 
tween significant  allergic  factors  and  the 
degree  of  psychopathology  present. 
Neuhaus50  presents  an  excellent  controlled 
study  of  asthmatic  and  rheumatic  cardiac 
children  compared  with  their  siblings  and 
with  matched  normal  children.  Utilizing 
psychological  tests  only,  he  was  unable  to 
find  a difference  in  the  personality  profiles 
of  these  two  groups  of  chronically  sick 
children.  There  was  no  maladjustment 
specific  for  the  asthmatic  group,  but  both 
were  abnormal  as  compared  with  controls. 
This  study,  while  provocative,  has  the 
defect  of  not  including  any  direct  psychiatric 
evaluations.  Wright,51  in  a recent  study 
of  asthma  and  the  emotions,  suggests  that 
the  asthmatic  youngster  need  not  be 
deeply  emotionally  disturbed  while  none- 
theless psychological  factors  may  play  a 
role  in  triggering  his  unusually  sensitive 
tissue  mechanism. 

The  psychiatric  aspects  of  bronchial 
asthma  have  been  the  subject  of  many 
studies  concerning  which  Freeman  et  al .52 
conclude  that  “In  general  the  yield  from 
all  the  effort  expended  to  date  is  small 
indeed  and  the  number  of  well-established 
facts  meager.”  Two  recent  articles  sug- 
gesting that  psychomimetic  drugs,  whether 
tranquilizer  or  antidepressant,  may  al- 
leviate asthma  require  confirmation.53’54 

Nonsteroid  drug  therapy 

Aminophylline  and  theophylline  continue, 
along  with  ephedrine,  to  be  mainstays  in 
everyday  treatment  of  mild  to  moderate 
asthma.  Elixirs  of  theophylline  have  dem- 
onstrated their  value  as  have  rectal  in- 
stillations in  the  form  of  Fleet  retention 
enemas.  In  children  one  must  guard 
against  excessive  aminophylline,  especially 
in  the  form  of  suppositories,  which  has 
been  reported  to  induce  convulsions  and 
even  death.1  A recent  provocative  ob- 
servation suggests  that  in  occasional  asth- 
matic patients  isoproterenol  (Isuprel)  in- 
halers may  aggravate  asthma,  perhaps  by 
way  of  some  undetermined  allergenic 
effect.55 

This  reviewer50  has  recently  documented 
the  asthma-suppressive  action  of  potas- 


sium iodide.  Such  occasional  remarkable 
effectiveness  of  potassium  iodide  was  ob- 
served in  1904  by  Osier.  This  effect,  as- 
sociated with  prolonged  remission,  was 
described  in  10  cases  and  found  to  last  up 
to  five  years.  It  is  unrelated  to  an  ex- 
pectorant action  and  in  some  patients  may 
be  of  such  striking  degree  as  to  permit 
discontinuance  of  corticosteroids.  How- 
ever, only  about  5 to  10  per  cent  of  asth- 
matic patients  respond  dramatically.  The 
asthma-suppressive  action  usually  appears 
within  a few  days  and  generally  not  later 
than  two  weeks.  A two-week  trial  of 
iodides  should  be  carried  out  in  most  cases 
of  persistent  asthma,  but  if  ineffective 
the  drug  should  be  stopped.  Side-effects 
have  generally  been  minor  and  manageable. 
Papuloerythema,  gastric  upset,  salivary 
gland  discomfort,  or  swelling  all  usually 
subside  with  cautious  but  persistent  manip- 
ulation of  dosage.  Major  side-effects  of 
iodide  are  referable  to  the  thyroid  and  then 
usually  necessitate  discontinuance,  al- 
though the  addition  of  thyroid  therapy 
may  be  helpful.  Thyroid  adenoma  or 
generalized  enlargement  of  the  gland  with 
and  without  myxedema  have  been  ob- 
served.57 In  the  pregnant  woman  with 
asthma  even  moderate  continuous  iodide 
dosage  may  result  in  goiter  of  the  newborn 
large  enough  to  cause  fatal  asphyxia.58  It 
is  well  known  that  iodides  may  rarely 
induce  systemic  hypersensitivity  as  docu- 
mented in  a recent  case  characterized  by 
extreme  eosinophilia.59  This  report  was 
of  special  interest  because  iodide  sensitivity 
was  demonstrated  by  the  use  of  a skin 
window  technic.  The  unusual  asthma- 
suppressive  action  of  potassium  iodide 
has  recently  been  confirmed  in  a con- 
trolled series  of  children  with  asthma.60 

Corticosteroid  therapy 

The  most  significant  advance  in  the 
modern  era  of  therapy  for  asthma  has 
without  question  been  the  corticosteroids. 
Their  use  in  prolonged  control  of  chronic 
otherwise  intractable  asthma,  both  in 
children  and  in  adults,  prompted  extended 
comment.6162  Prolonged  use,  it  is  em- 
phasized, is  properly  limited  to  patients 
who  have  responded  poorly  to  a complete 
trial  of  conventional  management  em- 
ploying both  immunologic  and  pharmaco- 
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therapy.  When  the  patient’s  asthma  re- 
mains resistant  and  the  outlook  essentially 
one  of  prolonged  invalidism,  chronic  corti- 
costeroid treatment  constitutes  the  logical 
resort. 

According  to  Tollackson,61  any  child  with 
asthma  for  whom  a long-term  steroid 
regimen  is  contemplated  should  have  a 
preliminary  tuberculin  test,  a chest  x-ray 
examination,  and  periodic  chest  films  there- 
after. In  the  adult  periodic  chest  x-ray 
films  should  be  supplemented  by  films  of 
the  dorsolumbar  spine  to  detect  early 
osteoporosis. 

The  multiple  problems  of  steroid  therapy 
in  asthmatic  children  are  excellently  re- 
viewed by  Siegel.62  Growth  suppression 
due  to  steroids  constitutes  the  major 
problem.  Employment  of  minimal  pos- 
sible maintenance  steroid  dosage,  the  use 
of  intermittent  steroid  treatment,63  newer 
methods  of  alternate-day  administra- 
tion,64’65 and  resort  to  aerosolized  ster- 
oids66-68 are  all  efforts  to  permit  prolonged 
use  of  these  agents  with  a minimum  of 
side-effects  and  least  interference  either 
with  normal  endocrine  function  or  growth. 
Despite  these  efforts,  long-term  steroid 
therapy,  in  the  child  even  more  than  in 
the  adult,  necessarily  represents  an  uneasy 
compromise  between  what  we  would  hope 
to  accomplish  and  what  is  at  present  pos- 
sible. 

Anabolic  steroids  to  promote  growth 
or  to  protect  against  osteoporosis  are  widely 
used  but  with  uncertain  effect.69 

Siegel62  finds  that  corticosteroids  are  pref- 
erable to  ACTH  in  maintaining  sustained 
plasma  cortisol  levels.  Other  disadvantages 
of  ACTH,  apart  from  the  necessity  for  ad- 
ministration by  injection,  are  a tendency 
to  induce  allergic  reactions  including  ana- 
phylactic shock70  and  occasional  develop- 
ment of  a refractory  state.  A greater 
tendency  to  salt  retention  is  another  dis- 
advantage, as  compared  with  modern 
steroids. 

Intermittent  steroid  therapy  has  been 
suggested  to  avoid  adrenal  suppression. 
Administration  of  prednisone  or  dexame- 
thasone  for  three  days  followed  by  a four- 
day  rest  period  was  effective  in  nephrosis.63 
Inasmuch  as  this  is  probably  inapplicable 
to  asthma,  attention  centers  on  Harter’s 
every-other-day  method.  Prednisone,  ad- 
ministered as  a single  morning  dose  for  the 


entire  forty-eight-hour  period,  appears 
successful  in  controlling  attacks  over  long 
periods  without  evidence  of  adrenal  sup- 
pression.64 Other  steroids  such  as  tri- 
amcinolone, dexamethasone,  or  betametha- 
sone should  not  be  substituted  for  pred- 
nisone in  this  regimen  because  of  their 
longer  half-life. 

The  value  of  Harter’s  program  had  been 
affirmed  by  others  in  terms  of  avoidance 
of  adrenal  inhibition.66 

Dexamethasone  inhalation  was  intro- 
duced as  a means  of  administering  steroid 
topically  while  avoiding  systemic  effect 
and  adrenal  suppression.  This  has  not 
been  borne  out  by  later  observations,  which 
indicate  significant  systemic  absorption 
of  such  aerosols  with  its  usual  attendant 
problems.66  -68 

Adrenal  suppression  and  atrophy,  as  an 
accompaniment  of  continuous  steroid  ther- 
apy, involve  also  a post-steroid  hazard 
of  adrenal  shock  in  response  to  stress. 
Dangerous  reactions  of  this  kind  are  well 
documented.  What  appears  to  be  un- 
known at  present  is  precisely  how  long 
relative  adrenal  insufficiency  may  last 
and  how  little  steroid  therapy  will  induce 
it.62  Brief  ACTH  stimulation  either  during 
steroid  treatment  or  at  its  end  apparently 
exerts  too  evanescent  an  effect  to  be  of 
significant  help  in  restoring  adrenal  func- 
tion.62 

Special  concern  has  been  expressed  in 
some  quarters  as  to  the  use  of  steroids  in 
the  pregnant  asthmatic  woman.  This 
arose  from  early  observations  of  develop- 
ment of  cleft  palate  as  a result  of  steroid 
administration  in  pregnant  experimental 
animals.  Accumulated  experience  in  hu- 
man beings  has  demonstrated,  however, 
that  the  last  two  trimesters  are  safe  for 
steroid  therapy.  Even  their  use  in  the 
first  trimester  has  since  been  found  in 
many  instances  to  be  without  teratogenic 
effect.  Observations,  both  published  and 
unpublished,  have  shown  that  intensive 
steroid  therapy  may  be  continued  through- 
out pregnancy  without  ill  effect  on  the 
fetus  and  without  need  of  supplemental 
steroid  therapy  for  the  newborn.  Cortico- 
steroids should  be  used  in  the  pregnant 
asthmatic  woman  only  with  a clear-cut 
indication,  but  neither  should  they  be 
withheld  out  of  unfounded  fears,  thereby 
endangering  a severely  asthmatic  mother.71 
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Other  therapeutic  approaches 

A number  of  radical  experimental  ap- 
proaches to  asthma  have  been  tried. 
Creating  quite  a stir  for  a period  was 
carotid  glomectomy,  espoused  by  Overholt 
as  adopted  from  Japanese  surgeons.  This 
procedure,  without  any  physiologic  raison 
d’etre,  has  been  shown  to  have  no  thera- 
peutic benefit.  It  has  been  totally  dis- 
credited both  by  observers  making  careful 
postoperative  evaluations,  including  pul- 
monary function  studies,72  73  and  by  use  of 
a sham  procedure  as  a control.74  Another 
heroic  measure,  the  use  of  immunosup- 
pressive drugs  in  asthma  such  as  6-mer- 
captopurine  and  azathioprine,  has  been 
tried  and  found  wanting.75-76 

An  ancillary  health  measure  in  the 
management  of  asthma  in  children  is 
systematic  physical  conditioning  under 
supervision.  Such  a program  initiated  by 
Scherr77  is  reported  on  favorably  in  more 
recent  studies.78-79  Apparently  the  asthma 
itself  remains  fundamentally  unchanged, 
with  no  significant  improvement  in  pul- 
monary function  tests,  but  there  is  over- 
all physical  and  psychologic  improvement 
much  as  one  might  expect  in  nonasthmatic 
persons. 

2 East  84th  Street 
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T he  seat  belt  is  at  present  standard 
equipment  in  new  automobiles  and  is 
required  by  law  in  many  states.  Its  value 
is  well  documented  for  minimizing  the 
severity  of  injury  and  for  protecting  the 
passenger  from  being  propelled  out  of  the  car 
in  an  accident  and,  therefore,  preventing 
almost  certain  death. 1 -3 

Every  contrivance  man  makes  for  his 
comfort  and  safety  carries  with  it  a hazard 
of  its  own,  and  the  safety  belt  is  no  excep- 
tion. The  choice  between  the  lap-type 
seat  belt  and  the  diagonal  type  is  still  under 
debate  and  study.  The  type  of  restraining 
device  used  produces,  in  an  accident  victim, 
body  injuries  peculiar  to  it.4-6 

Case  report 

About  midnight,  November  23,  1964, 
a twenty-three-year-old  woman  and  her 
driver  escort  were  driving  at  about  65  to 
75  mph  on  a hard-surfaced  road  in  the  city. 
They  had  lap-type  seat  belts  fastened. 
The  driver  failed  to  negotiate  a gentle  S- 
curve  in  the  road  because  of  the  high  speed 


and  collided  head-on  with  a vegetable 
truck  standing  near  the  curb  of  the  oppo- 
site lane.  The  brakes  were  not  applied  at 
any  time  immediately  prior  to  the  accident. 
At  impact  the  vegetable  truck  was  thrown 
back  a distance  of  6972  feet.  The  couple 
were  removed  by  ambulance  to  the  emer- 
gency department  of  Knickerbocker  Hos- 
pital. 

The  driver  had  momentary  loss  of  con- 
sciousness and  a 272-inch  laceration  on 
the  forehead.  He  was  hospitalized  for 
two  days  of  observation  and  discharged  in 
good  condition. 

The  woman  did  not  lose  consciousness 
but  had  a transient  blackout  the  instant 
of  impact  only.  On  admission  she  was 
conscious  and  cooperative.  The  blood 
pressure  was  110/70  and  the  pulse  110 
per  minute.  There  was  a long  ragged 
laceration  of  all  the  layers  on  the  left  side 
of  the  forehead  and  face,  from  just  above 
the  hairline  downward  across  the  eyelid 
and  cheek,  a deep  angular  laceration  across 
the  medial  end  of  the  left  eyebrow  with 
severed  supra-orbital  nerve,  a comminuted 
fracture  of  the  distal  end  of  the  left  radius, 
and  superficial  skin  bruises  across  the  right 
and  left  lower  quadrants  corresponding  to 
the  position  of  the  seat  belt.  The  ab- 
dominal wall  was  flat  and  soft  with  mild 
tenderness  over  the  lower  abdomen.  There 
were  no  neurologic  changes  from  normal. 
An  abdominal  tap  recovered  only  two  drops 
of  clear  fluid,  and  this  result  was  considered 
negative.  X-ray  films  of  the  abdomen  in 
erect  and  recumbent  positions  revealed 
mild  distention  of  the  stomach  and  the 
right  colon  and  no  free  air  in  the  peritoneal 
cavity.  X-ray  films  of  the  spine  revealed, 
“ . . . compression  fracture  of  the  body  of 
the  third  lumbar  vertebra  with  loss  of 
normal  lumbar  lordosis.  In  addition,  there 
is  a fracture  of  the  posterior  elements, 
including  the  articular  processes  and  trans- 
verse processes  with  unusual  bilateral 
horizontal  fractures  and  probably  the 
pelvic  portions  of  the  pedicles”  (Fig.  1). 
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FIGURE  1.  Roentgenographic  views  of  lumbar  vertebra  showing  compression  fracture  of  body  of  third 
lumbar  vertebra;  transverse  fracture  of  transverse  processes  splitting  them  into  upper  and  lower  halves 
and  transverse  fracture  of  articular  processes.  (A)  Anteroposterior  view.  (B)  Lateral  view. 


She  was  treated  for  shock,  the  lacera- 
tions were  sutured,  and  she  was  placed  on 
a Stryker  frame.  Although  the  abdomen 
was  examined  at  frequent  intervals,  no 
signs  could  be  elicited  to  justify  a lapa- 
rotomy. The  only  positive  finding  on  exami- 
nation of  the  abdomen  was  the  mild 
tenderness  over  both  lower  quadrants 
which  corresponded  to  the  bruise  marks 
formed  by  the  seat  belt  and  attributed  to 
it.  Two  days  after  admission  she  devel- 
oped generalized  abdominal  pains  im- 
mediately following  an  enema,  and  her 
abdomen  became  markedly  distended.  An 
x-ray  film  of  the  abdomen  revealed  a large 
amount  of  free  air  in  the  peritoneal  cavity. 
Immediate  laparotomy  followed.  At  sur- 
gery there  was  widespread  fibrinous  exudate 
in  the  lower  half  of  the  abdominal  cavity 
and  in  the  left  gutter  and  a perforation  of 
the  antimesenteric  border  of  the  jejunum. 
The  latter  was  closed  with  a purse-string 
suture.  The  fractured  left  radius  was 
remanipulated  and  immobilized  in  plaster 
of  paris.  She  had  an  uneventful  post- 
operative course.  A body  spica  was  later 
applied,  and  she  was  discharged  from  the 
hospital  twenty-four  days  after  admission. 


By  April,  1965,  she  was  ambulating  without 
the  spica  and  without  any  restrictions  of 
movements;  the  fractured  radius  healed 
well.  A full  one  year  and  half  after  the 
accident,  she  was  reported  to  be  in  excellent 
physical  condition. 


Comment 

Undoubtedly,  had  this  automobile  acci- 
dent victim  not  been  wearing  the  seat  belt, 
she  would  have  been  catapulted  out  of  the 
car  through  the  windshield  with  more 
severe  injuries  and,  quite  possibly,  lost 
her  life.  Conversely,  the  seat  belt  was  a 
direct  cause  of  a most  unusual  fracture  of 
the  third  lumbar  vertebra  as  well  as  the 
perforation  of  the  jejunum.  The  hori- 
zontal split  of  the  transverse  processes  and 
the  fracture  of  the  posterior  elements  of 
the  third  lumbar  vertebra  clearly  point  to 
the  tremendous  shearing  force  applied  to 
the  vertebra  with  the  forward  propulsion 
of  the  torso  on  a hip  fixed  by  the  seat  belt. 

Injuries  to  intra-abdominal  organs  from 
blunt  trauma  are  well  documented,  and 
hardly  an  organ  escapes  injury.  The 
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automobile  seat  belt,  a relatively  new  addi- 
tion to  automobiles  as  a safety  device,  is 
literally  and  figuratively  leaving  its  mark 
on  many  of  its  users.  Reports  of  severe 
injuries  to  the  intra-abdominal  organs 
attributable  to  the  use  of  the  seat  belt  are 
appearing  in  the  medical  literature  with 
increasing  frequency.7’8  Campbell9  stated 
that  the  seat  belt  ought  to  be  properly 
applied,  with  the  belt  simply  resting  across 
the  thighs.  The  hazard  of  injury  to  intra- 
abdominal organs  is  greater  when  the  seat 
belt  is  applied  across  the  abdomen.  There 
are  2 documented  cases  of  perforated  small 
bowel  because  of  the  seat  belt,  and  in  all 
probability  there  are  other  unrecorded 
cases.4-10 

When  an  automobile  accident  victim 
sustains  multiple  injuries,  especially  a 
severely  fractured  lumbar  vertebra  and  a 
badly  bruised  abdominal  wall  from  the 
seat  belt,  it  becomes  very  difficult  to  assess 
properly  the  abdominal  signs,  especially  if 
they  were  minimal  as  in  the  case  presented. 
The  mild  tenderness  in  the  lower  abdomen 
could  easily  be  attributed  to  the  severely 
bruised  abdominal  wall.  Although  the 
patient  in  the  case  presented  was  examined 
repeatedly  in  an  attempt  to  determine  the 
presence  or  absence  of  intra-abdominal 
injury,  none  had  been  forthcoming  until 
after  the  enema,  which  presumably  caused 
a separation  of  a temporary  seal  of  the 
perforated  jejunum. 

The  surgeon  managing  a patient  with 
multiple  injuries  sustained  in  an  auto- 
mobile accident  and  wearing  a seat  belt 
should  have  a high  index  of  suspicion  for 
intra-abdominal  injury.  Free  air  in  the 
peritoneal  cavity  from  perforated  small 
bowel  is  the  exception  and  not  the  rule,  and 
the  abdominal  tap  is  not  always  reliable. 
If  repeated  examinations  of  the  abdomen 
elicit  persistent  tenderness  and/or  muscle 
guarding,  even  very  mild,  one  should  not 
hesitate  to  perform  a laparotomy  without 


delay.  The  morbidity  and  the  mortality 
rates  in  patients  subjected  to  laparotomy 
with  negative  findings  at  operation  are  far 
less  than  those  in  whom  laparotomy  is 
delayed  and  peritonitis  is  well  estab- 
lished.11-15 


Summary 

A case  of  intestinal  perforation  and  an 
unusual  fracture  of  the  third  lumbar  verte- 
bra sustained  by  an  automobile  accident 
victim  wearing  lap-type  seat  belt  is  pre- 
sented. Close  observation  of  the  patient 
for  signs  of  intra-abdominal  injury  is 
stressed,  and  laparotomy  is  advised  when 
the  physical  signs  are  suggestive  of  intra- 
abdominal injury  rather  than  waiting  for 
definitive  signs  to  appear. 
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It  has  often  been  observed  that  biliary 
calculi  are  more  commonly  found  in  special 
patient  groups.  This  includes  multiparous 
females,  obese  patients,  and  those  with 
hemolytic  anemias  or  hypercholesteremia. 
We  have  recently  observed  3 cases  in  which 
calculi  were  formed  only  distal  to  the  con- 
striction in  gallbladders  with  the  hourglass 
deformity.  Although  this  may  have  been 
coincidental,  it  is  possible  that  this  de- 
formity may  be  a predisposing  factor  to 
stasis  and  calculus  formation.  We  present 
these  cases  with  the  suggestion  that  patients 
with  the  hourglass  deformity  be  closely 
followed  since  they  may  be  predisposed  to 
calculi. 

Case  reports 

Case  1.  A twenty-eight-year-old  white 
male  surgical  resident  was  admitted  with  a 
history  of  four  recent  attacks  of  right  upper 
quadrant  pain.  The  postprandial  character 
with  radiation  to  the  right  shoulder  was  so 
typical  of  biliary  disease  that  he  requested 
an  oral  cholangiogram.  The  gallbladder 
was  not  seen  on  the  first  roentgenograms, 
but  the  repeat  examination  clearly  demon- 
strated calculi  distal  to  an  annular  con- 
striction of  an  hourglass  gallbladder.  The 
remainder  of  the  history  and  examination 
were  unremarkable.  The  hemoglobin  con- 


FIGURE 1.  Case  1.  Multiple  calculi  distal  to  con- 
striction. 


tent  of  the  blood  and  serum  bilirubin 
and  cholesterol  levels  were  normal.  At 
operation  cholecystitis  was  found  with 
calculi  present  distal  to  the  constriction 
(Fig.  1).  Cholecystectomy  was  followed 
by  an  uneventful  recovery. 

Case  2.  A thirty-one-year-old  Greek 
salesman  entered  the  hospital  after  a se- 
vere episode  of  steady  epigastric  pain  ra- 
diating to  the  intrascapular  area  accom- 
panied by  vomiting.  A cholecystogram 
revealed  a gallbladder  which  appeared 
folded  on  itself  with  radiolucent  calculi 
in  the  fundus.  Cholecystectomy  was  per- 
formed, and  an  hourglass  gallbladder  was 
found  with  calculi  distal  to  the  constric- 
tion (Fig.  2). 

Case  3.  A thirty-eight-year-old  white 
female  entered  St.  Luke’s  Hospital  com- 
plaining of  postprandial  right  upper  quad- 
rant pains  lasting  one  to  four  hours.  Fre- 
quent episodes  of  similar  pains  had  been 
noted  during  the  previous  three  years  often 
associated  with  nausea  and  vomiting.  The 
remainder  of  her  history  and  physical  ex- 
amination were  normal  except  to  note  ten 
previous  pregnancies.  A cholecystectomy 
was  performed.  The  specimen  was  an  hour- 
glass gallbladder  containing  a 1 cm. -di- 
ameter irregular  calculus  distal  to  the  con- 
striction (Fig.  3). 

Comment 

The  incidence  of  congenital  hourglass  gall- 
bladders has  not  been  determined.  Sher- 
lock1 considers  the  anomaly  an  exaggerated 
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FIGURE  2.  Case  2.  Multiple  calculi  distal  to  con- 
striction. 


form  of  the  phrygian  cap.  The  phrygian 
cap  is  considered  by  most  physicians  to  be 
a radiologic  finding  in  which  the  fundus 
of  the  gallbladder  is  folded  on  itself  in  such  a 
way  that  findings  on  a cholecystogram 
may  suggest  a constriction.  A constric- 
tion is  not  found  at  operation.  Boyden2 
found  phrygian  cap  deformities  in  3.6  per 
cent  of  routine  cholecystograms  and  also 
demonstrated  normal  contractile  function 
in  these  patients.  His  figure  would  lead 
one  to  consider  the  incidence  of  true  hour- 
glass gallbladders  to  be  less  than  1 per 
cent. 

The  subject  of  congenital  abnormalities 
of  the  gallbladder  has  been  reviewed  well 
by  Gross*  and  Flannery  and  Caster.4 
While  Gross3  did  not  have  any  cases  with 
the  hourglass  deformity  in  his  series  of  158 
congenital  abnormalities,  he  noted  it  as  a 
fairly  common  malformation.  Flannery 
and  Caster4  included  1 patient  with  an 
hourglass  gallbladder  in  their  series  of  10 
cases.  The  specimen  removed  from  a forty- 
four-year-old  white  male  in  that  case 
showed  inflammation  and  calculi  only  dis- 
tal to  the  constriction  of  an  hourglass  gall- 
bladder. Braasch5  has  also  noted  that 
bilobed  gallbladders  are  found  with  either 
calculi  or  inflammation  in  one  lobe  and  not 
the  other. 

Since  the  hourglass  deformity  may  be 
congenital,  the  embryology  of  the  gall- 
bladder must  be  considered.  The  biliary 
tree  develops  as  a solid  cylinder  of  epi- 
thelium carried  away  from  the  duodenum 
in  the  5-mm.  embryo.6  By  the  seventh 
week  of  gestation,  a lumen  develops  within 


FIGURE  3.  Case  3.  Single  1-cm.  calculus  distal  to 
constriction. 


it.  A congenital  constriction  could  de- 
velop from  a failure  of  development  of 
these  epithelial  cells. 

It  is  possible,  however,  that  extrinsic 
pressure  during  gestation  could  also  be 
a factor  in  the  development  of  the  con- 
striction seen  in  the  hourglass  gallbladder. 

Since  this  anomaly  of  the  biliary  tree  is 
not  frequently  associated  with  anomalies 
of  other  systems,  investigation  for  its  pres- 
ence is  not  often  carried  out.  With 
symptoms  of  obstruction  or  infection,  a cho- 
lecystogram may  show  this  anomaly  with 
or  without  calculi.  When  calculi  are  pres- 
ent, cholecystectomy  is  usually  carried  out. 
If  an  hourglass  gallbladder  is  found  without 
calculi,  we  now  feel  that  subsequent  cho- 
lecystograms are  justified  on  the  basis  of 
possible  predisposition  to  calculi. 

The  congenital  hourglass  gallbladder 
may  be  easily  confused  with  a gallbladder 
in  which  a constriction  develops  secondary 
to  chronic  inflammation.  Ross,  Finby, 
and  Evans7  found  evidence  of  constriction 
of  the  gallbladder  lumen  in  7 of  their  13 
cases  in  which  Rokitansky-Aschoff  sinuses 
were  present.  The  constriction  may  have 
been  related  to  the  continual  irritation  by 
calculi.  The  sinuses  were  considered  re- 
lated to  increased  pressure  within  the  lumen 
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secondary  to  obstruction.  Calculi  were 
found  in  the  region  of  the  cystic  duct,  and 
not  just  distal  to  the  constriction  as  in  our 
series.  Rokitansky-Achoff  sinuses  were 
not  found  in  any  of  our  cases. 

Summary 

Since  the  lumen  of  the  hourglass  gall- 
bladder is  constricted,  this  deformity  may 
predispose  to  stasis  and  calculus  formation. 
Three  cases  of  hourglass  gallbladder  are 
described  in  which  calculi  were  found  only 
distal  to  the  constriction.  Although  this 
may  be  coincidental,  it  supports  the  theory 
that  this  anomaly  predisposes  to  calculus 
formation.  Since  this  deformity  is  not 
commonly  associated  with  other  particular 
anomalies,  it  is  not  commonly  found  unless 
patients  develop  symptoms  justifying  a 
cholecystogram.  If  calculi  are  found,  cho- 
lecystectomy is  carried  out.  If  the  anomaly 
is  discovered  without  calculi,  however. 


Population  explosion 

While  the  number  of  babies  has  declined 
from  its  record  postwar  level,  new  highs  are  in 
store  for  the  future,  say  the  statisticians  of  the 
Metropolitan  Life  Insurance  Company.  Cur- 
rent figures  point  to  a growing  trend  after  the 
next  few  years,  culminating  in  an  all-time  high 
sometime  during  the  1970’s. 

Since  the  4,334,000  births  in  1957  in  the 
United  States,  the  chart  of  annual  births  has 
shown  a downward  trend.  In  1964  the  last 
official  figures  set  the  year’s  total  at  4,027,490. 
In  1965  about  3,759,000  were  recorded,  and 
last  year  there  were  little  more  than  3,600,000. 

The  1966  estimate  corresponds  to  a rate  of 
about  136  babies  per  1,000  married  women 
under  age  forty-five.  It  is  considerably  below 
the  annual  rates  of  the  postwar  years,  but  well 
above  those  registered  during  the  depression 
of  the  1930’s. 

The  over-all  recent  trend  has  been  toward 
smaller  families.  The  rate  for  second  children 
remained  unchanged  from  1947  to  1957  at 
about  45  per  1,000  married  women  under  age 


subsequent  repeated  studies  seem  justi- 
fied on  the  basis  that  stasis  associated  with 
the  hourglass  gallbladder  may  predispose 
the  patient  to  calculus  formation. 
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forty-five  but  then  declined  to  a postwar  low 
of  about  34.6  per  1,000  in  1965.  Similarly, 
the  annual  rate  for  third  births  decreased  from 
a peak  of  33  per  1,000  in  1957  to  about  24.4  in 
1965. 

In  looking  at  the  future,  there  is  now  no 
large  backlog  of  depression  or  war-deferred 
births  to  be  made  up,  as  was  the  situation  after 
World  War  II.  It  is  unlikely  that  there  will 
be  a further  shift  toward  earlier  marriage  and 
family  building. 

Nevertheless,  a future  rise  in  the  number  of 
births  is  almost  inevitable.  Already  the  num- 
ber of  first  births  has  increased.  Their  number 
should  rise  even  more  rapidly  as  the  large 
contingents  of  postwar  children  reach  mar- 
riageable age  and  build  their  own  families. 

For  the  duration  of  the  Viet  Nam  conflict, 
the  continued  deferment  of  men  with  children 
may  also  contribute  to  the  upswing  of  first 
births.  During  the  next  few  years,  these 
mushrooming  first  births  should  offset  any  con- 
tinuing downswing  in  second,  third,  and  sub- 
sequent births.  Thereafter,  the  number  of 
total  births  should  climb  to  new  records  in  the 
1970’s. 
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Although  compound  presentation  of 
the  fetus  is  far  from  rare,  very  little  has 
been  written  in  the  recent  literature  about 
the  management  of  labor  in  such  cases. 
Compound  presentation  or  prolapse  of  an 
arm  is  a not  too  infrequent  and  minor 
complication  of  vertex  deliveries,  while 
presentation  of  a foot  with  a vertex,  on  the 
other  hand,  is  an  extremely  rare  event  and 
is  not  common  enough  to  give  the  individual 
obstetrician  considerable  experience  with 
this  condition. 

Even  though  infrequently  encountered, 
such  cases  pose  many  problems  in  their 
diagnosis  and  management,  and  the  litera- 
ture on  this  subject  is  surprisingly  scarce. 
A review  of  the  literature  shows  that  in  the 
five  series  of  Chan,1  Bhose,2  Sweeney  and 
Knapp,3  Fields  and  Nelson,4  and  Goplerud 
and  Eastman,5  covering  a period  of  twenty- 
seven  years  from  1932  to  1959,  in  a total 
of  304,159  deliveries,  the  complication 
of  presentation  of  a foot  with  a vertex 
occurred  only  29  times,  or  an  incidence  of 
1 in  10,488  deliveries. 

The  following  is  a report  of  a case  we 
had  and  its  subsequent  management. 


A twenty-five-year-old,  unmarried  Negro 
female,  gravida  5,  para  3-0-1-3,  with  her 
last  normal  menstrual  period  on  March 
15,  1965,  and  the  expected  date  of  confine- 
ment on  December  22,  1965,  was  admitted 
to  the  obstetric  service  on  December  10, 
1965,  at  the  thirty-eighth  week  of  gesta- 
tion, in  active  labor  because  of  contractions 
of  ten  hours  duration.  Her  antepartum 
course  had  been  relatively  uneventful, 
consisting  of  three  clinic  visits.  Chest 
x-ray  film  showed  normal  findings,  the 
serology  was  negative,  blood  type  was  A 
positive,  hemoglobin  was  12  Gm.  per  100 
ml.,  and  hematocrit  was  36.  She  had  been 
given  prenatal  vitamins  and  minerals 
(Natalins),  ferrous  sulfate  (Mol-Iron),  Milk 
of  Magnesia  for  constipation,  and  a low- 
salt  diet  because  a previous  pregnancy  in 
1961  had  been  associated  with  hypertension 
and  pedal  edema.  A class  III  Papani- 
colaou smear  was  reported  on  two  separate 
occasions.  Abdominal  palpation  at  the 
time  of  her  clinic  visits  reported  a vertex 
presentation  and  a breech  presentation  on 
two  other  occasions. 

She  was  seen  by  one  of  us  (S.M.W.)  in 
the  emergency  room,  at  which  time  exam- 
ination revealed  the  cervix  to  be  100  per 
cent  effaced  and  6 cm.  dilated  with  mem- 
branes intact,  and  the  presenting  part 
thought  to  be  a simple  vertex  lying  in  the 
right  occipitotransverse  position  at  minus 
2 station.  Her  contractions  were  occurring 
every  four  minutes,  lasting  forty  seconds, 
and  were  of  moderate  intensity.  The 
fetal  heart  was  heard  in  the  right  lower 
quadrant  at  a rate  of  140  per  minute. 

When  the  patient  was  re-examined  in  the 
labor  suite  fifteen  minutes  later,  spon- 
taneous rupture  of  the  membranes  occurred, 
and  the  left  foot  prolapsed,  giving  the  im- 
pression of  a breech  presentation  with  a 
prolapsed  foot.  The  cervix  at  this  time 
was  still  6 cm.  dilated,  and  the  presenting 
part  at  minus  2 station.  Careful  pelvic 
examination  revealed  the  true  situation  of 
compound  presentation  of  a vertex  with  a 
palpable  foot  extending  4 cm.  ahead  of  the 
vertex.  An  emergency  x-ray  film  was 
taken  which  confirmed  the  diagnosis  of  a 
vertex  on  the  right  with  the  left  foot  pro- 
lapsed and  the  spine  transverse  (Fig.  1). 
Labor  at  this  time  was  still  active  with 
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FIGURE  1.  Fetal  head  seen  on  mother’s  right 
side.  Fetal  foot  (outlined)  seen  entering  maternal 
pelvis  on  left. 

contractions  every  three  minutes  lasting 
forty-five  seconds  and  a fetal  heartbeat 
of  144  per  minute  in  the  right  lower 
quadrant.  It  was  decided  to  observe  the 
patient  for  a period  of  two  hours,  after 
which  time  no  further  progress  was  noted 
and  a diagnosis  of  compound  presentation 
dystocia  was  made.  The  vital  signs  at 
this  time  were  blood  pressure  104/70, 
pulse  88,  respirations  18,  and  temperature 
98.6  F.  The  patient  was  crossmatched 
for  two  units  of  blood,  an  intravenous  drip 
of  5 per  cent  dextrose  and  water  was  begun, 
and  the  patient  was  taken  to  the  operating 
room  where  a low  transverse  cesarean  sec- 
tion was  performed  without  further  delay. 
A viable  4-pound  14-ounce  male  infant, 
normal  in  all  respects,  was  delivered  at 
2:19  a.m.,  sixteen  hours  after  the  onset  of 
labor. 

Comment 

Causes.  The  cause  of  compound 
presentation  of  the  fetus  is  unknown  in  most 
instances.  However,  predisposing  factors 
to  be  considered  which  should  alert  the 


obstetrician  to  the  possibility  are  multi- 
parity, polyhydramnios,  prematurity  or 
a small  fetus,  a large  pelvis,  twinning,  and 
unengaged  or  persistently  high  presenting 
parts  associated  with  ruptured  membranes. 
Pelvic  contraction  may  contribute  to  the 
production  of  a compound  presentation  by 
keeping  the  presenting  part  high,  thus 
permitting  an  extremity  to  enter  the  pelvis 
alongside  the  head.  With  multiple  gesta- 
tion, high  station  is  of  more  importance 
than  the  small  size  of  the  fetus,  and  about 
90  per  cent  of  all  compound  presentations 
with  twins  occur  with  the  second  twin. 6 

All  of  these  conditions  may  prevent  com- 
plete filling  of  the  pelvic  inlet  by  the 
presenting  part.  Interference  by  the  phy- 
sician, such  as  bipolar  or  manual  version 
performed  for  any  of  several  reasons  may, 
if  not  successful,  result  in  a compound  pres- 
entation. 

Diagnosis.  The  diagnosis  of  a com- 
pound presentation  is  probably  missed  in 
most  instances,  especially  with  multiparas. 
Unless  an  x-ray  is  taken  ante  partum,  it  is 
unlikely  that  the  true  state  of  affairs  will 
be  discovered  until  after  labor  begins. 
The  condition  may  be  suspected  if,  on 
pelvic  examination,  it  is  noted  that  the 
fetal  head  remains  high  and  is  slightly 
deviated  from  the  midline,  especially  after 
rupture  of  the  membranes.  Often  the 
limbs  will  not  be  detected  until  after  the 
membranes  rupture,  when  the  extremity 
is  forced  downward  past  the  presenting 
part.  The  irregular,  bulky  presenting  parts 
form  a poor  dilating  wedge  and  will  cause 
poor  labor  pains  with  little  descent  into 
the  pelvis.  Adequate  roentgen  examina- 
tion usually  reveals  the  true  state  of  affairs 
since  the  bones  of  the  prolapsed  extremity 
will  be  seen  alongside  or  below  the  fetal 
head. 

Management.  In  general,  most  authors 
agree  that  the  best  method  of  managing 
a case  of  compound  presentation  without 
complications,  such  as  a prolapsed  cord 
or  placenta  praevia,  is  careful  observation 
with  no  manipulation.  Many  cases  of 
vertex-hand  presentation  can  be  managed 
conservatively  and  will  undergo  spon- 
taneous rectification  or  deliver  as  a com- 
pound presentation.  With  prolapse  of  a 
foot,  the  same  type  of  management  should 
be  attempted,  but  the  chances  of  spon- 
taneous vaginal  delivery  are  very  remote. 
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Best  results  are  obtained  when  the  first 
stage  of  labor  is  allowed  to  progress  spon- 
taneously. During  the  second  stage,  no 
interference  is  needed  as  long  as  labor 
progresses  uneventfully.  A vertex-hand 
presentation  is  fairly  common  and  will 
usually  resolve  itself  spontaneously.  In 
most  cases,  the  extremity  will  slip  back 
when  the  cervix  reaches  full  dilatation  and 
the  presenting  part  descends.  Where  this 
does  not  occur  and  intervention  is  deemed 
necessary,  cesarean  section  should  be  per- 
formed, for  reasons  which  will  become  ap- 
parent. 

On  the  other  hand,  a vertex-foot  presen- 
tation is  a major  obstetric  complication 
and  will  usually  require  intervention. 
When  conservative  observation  is  em- 
ployed, the  physician  must  be  alert  for 
any  signs  of  fetal  distress  at  all  times. 
If,  after  one  hour  of  conservative  treat- 
ment, no  progress  has  been  made  and  the 
patient  is  having  active  labor  with  good 
contractions,  cesarean  section  should  be 
performed.  Naturally,  in  the  group  of 
patients  with  compound  presentation,  we 
would  expect  a higher  percentage  of  cases 
treated  by  cesarean  section  because  in 
many  instances  the  cause  of  the  compound 
presentation  is  a contracted  or  abnormal 
pelvis,  which  in  itself  is  an  indication  for 
cesarean  section. 

Reposition  has  a low  risk  and  may  be 
attempted  if  the  head  and  limb  are  not  en- 
gaged. In  Goplerud  and  Eastman’s"  series, 
no  infant  was  lost  in  7 cases  of  hand  pro- 
lapse treated  by  reposition.  In  Bhose’s2 
series,  reposition  was  performed  in  28 
cases  including  2 with  foot  prolapse,  and 
6 infants  (22  per  cent)  were  lost.  After 
reposition,  whether  or  not  these  cases 
should  be  left  alone  for  spontaneous  de- 
livery or  if  other  intervention  should  be 
performed  depends  on  whether  or  not 
immediate  delivery  is  otherwise  indicated. 
Sweeney  and  Knapp3  used  reposition  on  10 
infants  which  resulted  in  1 spontaneous 
delivery,  5 severely  compromised  infants, 
and  2 injured  mothers.  These  results 
would  seem  to  indicate  that  nonmanipula- 
tion of  the  prolapsed  extremity  is  the  man- 
agement of  choice. 

Version  and  extraction  has  a very  limited 
place  in  the  management  of  such  cases 
and  seems  to  be  the  most  dangerous  form 
of  management,  both  for  the  mother  and 


the  child.  Goplerud  and  Eastman5  re- 
ported 2 maternal  deaths  following  this 
maneuver,  while  Sweeney  and  Knapp3 
reported  2 maternal  deaths,  4 fetal  deaths, 
7 severely  compromised  infants,  and  2 in- 
jured mothers.  Versions  in  this  series 
were  most  successful  in  the  cases  considered 
ideal  for  this  procedure,  the  second  of  twins, 
and  yet  6 of  the  7 severely  compromised 
infants  delivered  were  second  twins.  Bhose2 
feels  that  the  fetal  wastage  is  due  not  so 
much  to  the  version  itself  as  it  is  to  the 
breech  extraction  that  follows.  He  also 
states  that  cesarean  section  should  be 
strongly  considered  as  an  alternative  treat- 
ment to  version  and  extraction. 

Thus,  the  management  in  most  cases  of 
a vertex-foot  presentation  will  ultimately 
consist  of  cesarean  section,  unless  the  fetus 
is  either  macerated  or  sufficiently  premature 
to  deliver  from  below.  Careful  observa- 
tion, supportive  therapy,  and  attention  to 
the  signs  of  fetal  distress  is  the  expected 
routine  to  follow  in  borderline  cases. 

Prognosis.  The  over-all  fetal  prognosis 
in  compound  presentation  is  poor  and  the 
fetal  mortality  rate  high.  Sweeney  and 
Knapp3  had  a perinatal  mortality  rate 
of  25.6  per  cent,  Chan1  a mortality  rate  of 
33.6  per  cent,  and  Bhose2  a rate  of  46.2 
per  cent.  A prolapsed  cord,  which  is  a 
frequent  complication  of  compound  presen- 
tations, increases  the  mortality  rate. 
There  is  general  agreement  that  the 
perinatal  mortality  rate  is  greater  when  a 
foot  prolapses  than  when  a hand  presents. 
In  Chan’s1  series,  the  mortality  rate  was 
66  per  cent  when  the  foot  prolapsed. 

Goplerud  and  Eastman5  found  their 
over-all  mortality  rate  to  be  14.3  per  cent 
in  43  cases  of  vertex-hand  presentation. 
Where  no  manipulation  or  operative  treat- 
ment was  employed,  the  mortality  rate 
fell  to  4.8  per  cent.  In  12  cases  treated 
with  version  and  extraction,  the  mortality 
rate  increased  to  30  per  cent.  In  Bhose’s2 
series,  35.1  per  cent  of  vertex-hand  presen- 
tations delivered  spontaneously,  but  only 
12.5  per  cent  of  vertex-foot  presentations 
delivered  without  intervention.  When 
intervention  is  deemed  necessary,  as  will 
be  the  case  in  most  foot  prolapses,  and 
because  of  the  high  incidence  of  perinatal 
mortality  rate  in  compound  presentations, 
cesarean  section  remains  the  procedure  of 
choice. 
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Summary 

A case  of  compound  presentation  of  a 
vertex-foot  and  its  management  is  pre- 
sented. The  causes,  diagnosis,  manage- 
ment, and  prognosis  of  compound 
presentation  are  discussed. 

Watchful  waiting  without  manipulation 
appears  to  be  the  management  of  choice. 

Cesarean  section  is  indicated  for  cases 
with  additional  complications  or  when 
progress  is  impeded  with  good  active  labor. 


Computer  simulation  of  crash 


A computer  simulation,  graphically  illus- 
trating the  body  motions  of  an  auto  crash 
victim  during  head-on  collisions,  is  now  helping 
scientists  evaluate  new  protective  devices  for 
reducing  injuries. 

Cornell  Aeronautical  Laboratory  has  re- 
ported the  development  of  a new  technic  making 
it  possible  to  calculate  with  a computer  the 
body  motions  of  an  auto  occupant  during  a 
crash.  This  technic  will  primarily  be  used  to 
study  the  effects  of  lap  and  shoulder  harnesses 
in  a frontal  impact.  This  new  tool  represents 
a fast  and  economic  method  for  evaluating  new 
protective  devices. 

In  this  program,  the  characteristics  of  an 
anthropomorphic  dummy,  a car  seat,  floor 
board,  steering  wheel,  dashboard,  and  seat 
belts  are  described  mathematically.  A dummy 
is  used,  rather  than  a human  being,  so  that  the 
results  can  be  compared  with  physical  experi- 
ments. 

Taken  as  a whole,  the  mathematic  equations 
describe  a two-dimensional  situation  in  which 
a dummy  of  a specific  size  is  seated  in  a compart- 
ment facing  lines  representing  a steering  wheel 
and/or  dashboard.  When  numbers  indicating 
precise  deceleration  or  impact  forces  are  in- 
troduced to  the  system,  the  computer  calculates 
in  fractions  of  a second  the  movements  of  the 
dummy  as  it  is  thrown  forward  from  its  seat, 


Version  and  extraction  has  no  place  in  the 
management  of  a compound  presentation. 
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including  its  reaction  to  the  restraining  belts. 
The  positions  of  the  dummy  throughout  its 
jackknifing  motion  are  calculated  in  time  incre- 
ments of  one  thousandth  of  a second  or  less. 

The  results  are  analogous  to  a stop-action 
film  where  motion  is  halted  at  split-second 
intervals.  Scientists  can  nan  the  film  at  various 
speeds,  including  real  time,  and  watch  the 
computer  simulation  in  action.  On  film  the 
motion  of  the  figure  is  the  same  as  the  motion 
of  a dummy  in  an  actual  crash. 

A major  advantage  of  this  program  is  cost. 
Normally  restraint  systems  are  tested  on  a 
dummy  seated  in  a car  or  sled  which  is  crashed 
or  suddenly  stopped  as  in  a crash.  The  equip- 
ment and  preparation  time  for  such  tests  as 
well  as  the  interpretation  of  measured  data 
are  usually  expensive.  Cornell  Aeronautical 
Laboratory  reports  that  computer  simulation 
can  produce  similar  results  at  a fraction  of  the 
cost  of  an  actual  car-crash  or  sled  test. 

Another  advantage  is  test  repeatability. 
It  is  extremely  difficult  to  restage  exactly  in  a 
car  crash  experiment  the  same  impact  condi- 
tions over  again  when  trying  out  different  re- 
straining systems,  for  example.  With  a com- 
puter, repeatability  is  no  problem. 

While  the  present  two-dimensional  simulation 
is  of  a frontal  collision  only,  Cornell  Aero- 
nautical Laboratory  scientists  say  that  side 
and  rear  collisions  can  be  simulated  in  the 
same  way.  Three-dimensional  simulations  in- 
volving angular  impacts  should  also  be  ul- 
timately possible. 
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IVIyotonia  dystrophica  (Steinert’s  dis- 
ease) is  a slowly  progressing  disorder  of 
skeletal  musculature  characterized  by 
weakness,  atrophy,  and  delayed  relaxation. 
The  onset  is  usually  noted  in  the  second  or 
third  decades  of  life  and  is  observed  equally 
in  males  and  females.  The  facial  muscles, 
sternocleidomastoids,  and  distal  muscles  of 
the  extremities  are  most  often  involved, 
producing  the  ptosis,  “swan  neck,”  and 
lugubrious  facies  characteristic  of  the 
entity  (Figs.  1 and  2).  Frontal  baldness, 
gonadal  atrophy,  hyperostosis  cranii,  and 
early  lenticular  cataracts  are  often  seen. 
The  myotonia  is  worsened  by  cold,  sudden 
emotion,  and  increased  stress  but  generally 
improves  with  exercise.  There  is  a gradual 
loss  of  deep  tendon  reflexes,  but  sensation 
remains  unimpaired.  Microscopic  sec- 
tion of  minimally  affected  muscles  may 
only  reveal  multiplication  of  the  subsar- 
colemmal  nuclei  which  are  found  in  the 
substance  of  the  fibrils.  Later  in  the 
course  of  the  disease  are  seen  variations  in 
fiber  size,  loss  of  cross-striations,  disorienta- 
tion of  myofibrils,  and  the  appearance  of 
sarcoplasmic  pads.1  The  electromyogram 
reveals  an  irritable  muscle  with  low  voltage 
and  with  polyphasic  potentials  lasting  for 
several  seconds  after  cessation  of  the 


stimulus.2  3 The  diagnosis  is  based  princi- 
pally on  the  clinical  features  and  is  sup- 
ported by  the  biopsy  and  the  electromyo- 
gram. 

The  heart  is  also  involved.  Since  1956, 
12  patients  with  myotonia  dystrophica 
have  been  seen  at  the  Veterans  Administra- 
tion Hospital,  Syracuse,  New  York.  Three 
of  these  had  cardiac  arrhythmias  and 
presented  difficulties  either  in  diagnosis 
or  in  management. 

Case  reports 

Case  1.  A thirty-four-year-old  man  was 
admitted  to  the  Syracuse  Veterans  Ad- 
ministration Hospital  on  November  9, 1955, 
for  evaluation  of  muscular  weakness.  He 
was  noted  to  have  the  typical  findings  of 
myotonia  atrophica.  Obesity  and  hy- 
pogonadism were  evident.  Blood  pres- 
sure was  96/60.  The  heart  rate  was  90 
per  minute  and  regular. 

An  endocrine  evaluation  revealed  no 
evidence  for  hypoadrenalism  or  for  hypo- 
thyroidism. On  the  day  of  his  expected  dis- 
charge, he  suddenly  lost  consciousness, 
fell,  and  recovered  in  a short  period  of  time. 
Physical  examination  at  that  time  did  not 
reveal  the  cause  of  the  syncope,  and  it  was 
thought  to  be  the  result  of  hyperventila- 
tion. On  the  following  day,  a similar  spell 
occurred.  It  was  accompanied  by  an  ir- 
regular pulse  at  a rate  of  140  per  minute. 
This  was  shown  to  be  atrial  flutter  with  a 
varying  A-V  block.  With  digitalis  therapy, 
the  rhythm  converted  to  atrial  fibrillation 
with  a slow  ventricular  response.  After 
digitalis  was  stopped,  the  rhythm  reverted 
to  sinus  with  first  degree  A-V  block.  He 
was  discharged  with  no  medication. 

For  two  years  he  had  no  syncopal 
episodes,  but  he  then  experienced  a single 
bout  of  atrial  fibrillation  which  reverted 
spontaneously  to  sinus  rhythm.  Five  years 
later,  he  was  admitted  to  the  Syracuse 
Veterans  Administration  Hospital  with 
pneumonitis.  He  was  responding  well  to 
antibiotic  therapy.  Six  days  after  admis- 
sion, he  expired  quietly  in  bed.  He  had 
been  seen  fifteen  minutes  earlier  by  the 
nurse  and  had  been  without  complaints. 

The  postmortem  examination  did  not 
reveal  the  cause  of  death.  Minimal  coro- 
nary atherosclerosis  was  found,  but  there 
was  no  occlusion  of  a major  vessel.  There 
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I FIGURE  1.  Case  2.  (A  and  B)  Early  photographs  of  patient.  (C  and  D)  Later  photographs  showing  pro- 
! gressive  atrophy  of  facial  muscles. 

I was  slight  cardiac  dilatation  and  marked  Comment.  This  young  man  with  myo- 

| fatty  degeneration  of  the  myocardium.  tonic  dystrophica  experienced  bouts  of 
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FIGURE  2.  Case  2.  (A  and  B)  “Swan  neck”  seen  in  lateral  view. 


syncope.  These  were  not  recognized  in- 
itially as  secondary  to  a cardiac  arrhyth- 
mia. In  retrospect,  this  should  have  been 
considered  after  the  first  episode. 

The  sudden  death  without  apparent 
reason  found  at  post  mortem  suggests  a 
mechanic  cause,  probably  ventricular  fibril- 
lation. 

Case  2.  A forty-four-year-old  man  was 
admitted  on  February  6,  1962,  because  of 
jaundice,  fever,  and  abdominal  pain.  Four 
years  previously,  he  had  been  diagnosed 
as  having  myotonia  atrophica.  In  that 
year  he  was  found  to  have  atrial  flutter  with 
a slow  ventricular  rate.  This  arrhythmia 
did  not  convert  with  quinidine.  He  had 
no  symptoms  of  congestive  failure.  Phys- 
ical examination  revealed  an  icteric  man 
with  myotonic  facies,  muscle  atrophy,  and 
corneal  opacities.  The  heart  was  not 
enlarged,  and  no  murmurs  were  heard. 
Blood  pressure  was  103/78.  Electro- 
cardiogram revealed  atrial  flutter  with 
4 : 1 block. 

At  surgical  exploration,  a gangrenous 
gallbladder  and  a large  common  duct 
stone  were  removed.  During  the  closure 


of  the  incision,  the  heart  rate  was  noted 
to  be  200  per  minute.  The  mechanism  was 
still  atrial  flutter.  Digoxin,  0.75  mg.,  was 
administered  intravenously.  The  ven- 
tricular rate  fell  during  the  next  few  hours, 
reaching  a minimum  of  35  per  minute. 
Intracardiac  pacing  was  considered  but  not 
undertaken  because  the  patient  was  doing 
well  clinically.  The  ventricular  rate  grad- 
ually rose  to  75  per  minute  over  a period 
of  eighteen  hours.  The  rhythm  remained 
atrial  flutter.  He  refused  electric  con- 
version and  was  discharged  without  cardiac 
medication.  Four  months  later,  an  elec- 
trocardiogram revealed  atrial  flutter  with  a 
ventricular  response  of  75  per  minute. 

Comment.  This  patient  with  atrial  flut- 
ter was  not  digitalized  preoperatively  and 
responded  in  an  unusual  fashion  to  a small 
dose  of  digoxin.  Preoperative  digitaliza- 
tion would  have  revealed  this  problem  and 
might  have  avoided  the  difficulty.  The 
general  rule  of  digitalizing  preoperative 
patients  who  exhibit  flutter  or  fibrillation 
seems  to  have  held  in  this  case. 

Case  3.  A thirty-two-year-old  male 
was  admitted  because  of  the  sudden  onset 
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FIGURE  3.  Case  3.  Electrocardiogram.  Ventricu- 
lar rate  280  per  minute,  and  differential  lies  between 
flutter  with  1:1  conduction  and  ventricular  tachy- 
cardia. 


of  dyspnea  and  substernal  pain.  This 
difficulty  occurred  suddenly  while  he 
was  carrying  a heavy  trash  can  up  a flight  of 
stairs.  Eight  years  prior  to  this  episode, 
he  had  felt  sharp  retrosternal  pain  and 
palpitation.  This  had  lasted  only  sixty 
seconds.  Two  years  previously , he  had  been 
diagnosed  as  having  myotonia  atrophica 
on  the  basis  of  muscle  atrophy,  the  inability 
to  relax  his  grip,  and  the  electromyogram 
results.  An  electrocardiogram  taken  at 
that  time  had  revealed  prolonged  A-V 
conduction  and  incomplete  right  bundle- 
branch  block. 

Physical  examination  showed  a white 
male  who  appeared  acutely  ill.  The  skin 
was  cool  and  moist.  There  was  atrophy 
of  the  sternocleidomastoids,  the  right 
gastrocnemius,  and  both  quadriceps. 
Ptosis  and  cataracts  were  evident.  The 
pulse  was  weak,  thready,  and  too  fast  to 
count.  The  apical  pulse  was  thought  to  be 
faster  than  200  per  minute.  The  first 
sound  did  not  vary  in  intensity.  Blood 
pressure  was  90/60. 

The  electrocardiogram  showed  a ven- 
tricular rate  of  280  per  minute  (Fig.  3). 
The  QRS  was  widened,  but  the  polarity  of 
the  initial  portion  of  the  QRS  complexes 
was  in  the  same  direction  of  the  QRS 
complexes  of  the  previous  tracings  when 
the  beats  were  conducted.  There  was  no 
change  with  carotid  sinus  massage.  An 
intravenous  drip  of  dextrose  in  water  con- 
taining 8 mg.  norepinephrine  was  started. 
Within  two  minutes,  there  was  a sudden 
fall  in  the  pulse  rate  and  an  acute  rise  in 
blood  pressure.  He  experienced  headache. 
The  electrocardiogram  then  showed  atrial 
fibrillation  with  a ventricular  rate  of  136 
per  minute.  This  slowed  with  carotid 
massage.  The  infusion  was  changed  to 
glucose  in  water.  One  hour  later,  the 


pulse  was  92  per  minute  and  the  rhythm  was 
sinus.  No  further  arrhythmia  occurred. 
Subsequent  cardiograms  were  unchanged 
from  those  taken  two  years  previously. 
When  he  was  seen  four  months  later,  he 
had  not  experienced  any  symptoms. 

Comment.  This  arrhythmia  was  symp- 
tomatic and  was  interpreted  as  probably 
atrial  flutter  with  a 1 : 1 response.  Although 
atrial  activity  was  not  identified  on  the 
cardiogram,  the  first  sound  was  constant 
in  intensity,  and  the  response  to  vaso- 
pressor therapy  was  consistent  with  re- 
flex vagal  stimulation.  However,  it  is 
impossible  to  exclude  the  possibility  of  a 
ventricular  tachycardia  converted  with 
vasopressor  therapy.  The  fact  that  he 
converted  to  atrial  fibrillation  before  resum- 
ing sinus  rhythm  is  in  favor  of  the  initial 
dysrhythmia  being  of  supraventricular 
origin. 

The  vasopressor  therapy  resulted  in  an 
abrupt  conversion  of  his  arrhythmia  ac- 
companied by  an  abrupt  rise  in  blood  pres- 
sure and  by  headache.  A short-acting 
vasopressor  such  as  norepinephrine  would 
seem  to  be  of  advantage  over  the  longer- 
acting  agents  in  this  situation.  As  the 
ventricular  rate  slowed  suddenly,  the  blood 
pressure  rose  acutely,  but  the  elevation 
was  only  of  short  duration. 

Comment 

Griffith,  in  1912, 2 was  the  first  person  to 
describe  an  abnormal  electrocardiogram  in 
myotonic  dystrophy.  The  patient  mani- 
fested bradycardia  with  extrasystoles. 
Since  that  time,  a variety  of  abnormalities 
found  by  the  electrocardiogram  have  been 
described.  These  have  been  summarized 
in  Table  I.  The  present  series  is  compa- 
rable to  the  others,  with  67  per  cent  of  the 
tracings  being  interpreted  as  abnormal. 
Indeed,  if  a P-R  interval  of  0.20  seconds  is 
accepted  as  abnormal,  100  per  cent  of  this 
series  of  12  would  be  called  abnormal. 

DeWind  and  Jones4  divided  a collected 
series  into  those  under  and  those  over  forty- 
five  years  of  age.  The  percentage  of 
abnormal  tracings  was  approximately  the 
same  in  both  age  groups.  Since  there  was 
not  a significant  increase  in  the  older-age 
group,  coronary  artery  disease  was  thought 
not  to  be  the  cause  of  the  abnormalities. 
Vagal  hyperactivity  was  not  responsible 
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TABLE  I.  Abnormalities  found  by  electrocardiogram1.4-15 


Per  Cent 

Per  Cent 

Per  Cent 

Per  Cent 

Per  Cent 

Per  Cent 

Prolonged 

Prolonged 

With  Atrial 

Left  Axis 

ST  and  T 

Classification 

Abnormal 

P-R* 

QRSf 

Arrhythmias  Deviation** 

Changes 

Range 

45  to  100 

15  to  100 

10  to  75 

2 to  25 

1 to  54 

5 to  53 

Mean 

Present 

67 

39 

32 

21 

21 

24 

series 

n equals  12 

67 

58 

42 

25 

17 

33 

* Prolonged  P-R  > 0.20  seconds 
t Prolonged  QRS  > 0.10  seconds 
**  Left  axis  deviation  ^ minus  30  degrees 


for  the  conduction  defects  in  2 patients 
since  there  was  no  response  with  blocking 
doses  of  atropine.  Cessation  of  quinidine  did 
not  change  the  prolonged  A-V  conduction. 

Clinically,  a high  incidence  of  cardiovas- 
cular abnormalities  have  been  reported. 
Relative  hypotension,  a split  first  sound, 
distant  heart  sounds,  and  a slow  thready 
pulse  were  noted  by  Evans1  and  by  others.6  7 

The  postmortem  examination  has  often 
supported  the  clinical  impression  of  cardiac 
involvement  in  myotonic  dystrophy.  Al- 
though early  pathologists  seem  to  have 
ignored  the  heart  in  favor  of  the  skeletal 
musculature,  the  more  recent  students  of 
the  disease  have  reported  fibrosis  and  hy- 
pertrophy of  the  myocardium  with  fatty 
infiltration.  The  coronary  arteries  and 
valve  leaflets  have  been  without  signifi- 
cant abnormality  in  most  patients.16-19 
In  others,  even  with  known  cardiac  dis- 
turbances, no  significant  abnormality  has 
been  found.20-22 

The  changes  in  skeletal  musculature  do 
not  parallel  the  changes  in  the  cardiac 
muscle.  There  seems  to  be  little  correlation 
between  the  electrocardiogram,  the  clinical 
cardiac  findings,  and  the  severity  of  the 
muscular  disease.20-23  Indeed,  in  some  in- 
stances, cardiac  arrhythmias  have  preceded 
the  recognition  of  clinical  myotonic  dis- 
ease.16'1720’2425 Abnormal  responses  to 
medication  in  myotonic  dystrophy  have 
occurred,  especially  with  thiopental  (Pen- 
tothal)  sodium  anesthesia.1-17’26  To  our 
knowledge,  the  unusual  response  to  dig- 
italis in  Case  2 has  not  been  reported 
before.  It  has  been  shown  that  muscle 
potassium  concentration  is  low  in  myotonic 
dystrophy.  27  -29  This  dilution  in  exchange- 
able potassium  may  actually  precede  sig- 
nificant clinical  findings  and  may  even  be 
found  in  normal  relatives  of  affected  pa- 


tients.30 Since  the  intracellular  potassium 
concentration  is  decreased  and  the  extra- 
cellular potassium  concentration  is  nor- 
mal, the  ratio  of  extracellular  to  intracel- 
lular potassium  is  increased.  If  this  ratio 
is  important,  the  combination  of  this  al- 
tered ratio  plus  the  increased  vagal  tone 
induced  by  digitalis  might  have  a cumula- 
tive effect  on  the  A-V  node,  producing  an 
abnormally  slow  pulse.  It  is  suggested 
that  digitalis  be  given  cautiously  to  such 
patients. 

Summary 

Of  the  12  cases  of  myotonic  dystrophia 
seen  in  the  last  nine  years,  3 have  had 
significant  atrial  arrhythmias.  One  died 
suddenly  with  no  apparent  cause  found  at 
post  mortem.  This  was  probably  a ven- 
tricular arrhythmia. 

Involvement  of  the  heart  is  definitely  a 
part  of  the  disease  entity  of  myotonia 
dystrophica  and  should  be  considered 
when  such  a patient  develops  palpitation  or 
syncope. 

2 Easterly  Avenue 
(Dr.  Chaffee) 
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Urine  cultures  in  women 


There  has  been  some  resistance  to  the  con- 
cept that  clean  voided  urine  specimens  in  wom- 
en are  associated  with  a minimum  of  con- 
tamination. Recent  studies,  however,  have 
indicated  that  this  resistance  is  unfounded. 
B.R.  Breitenbucher,  M.D.,  writing  in  a recent 
issue  of  Minnesota  Medicine,  states  that  it 
seems  reasonable  to  conclude  that  a colony 
count  of  10,000  or  less  in  women  may  be  re- 
garded as  normal  with  few  exceptions.  Counts 
of  1,000  or  less  are  probably  never  associated 
with  infection.  A rapid  urine  flow  with  re- 
sultant dilute  urine  may  lower  the  count; 
thus  the  urine  in  the  bladder  should  be  kept 
there  long  enough  for  the  bacteria  to  multiply 
somewhat.  Urinary  tract  infections  seem  to 
be  indicated  by  colony  counts  of  over  100,000 
per  cubic  centimeter.  As  in  most  laboratory 
tests,  a certain  amount  of  clinical  judgment 
must  be  used  in  determining  the  possibilities 
of  infection. 

The  case  material  consisted  of  425  female 
general  hospital  patients.  Of  these,  308  were 
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considered  clinically  free  from  urinary  tract 
infections;  the  other  117  had  a diagnosis  of 
such  infections,  the  most  common  of  which  was 
cystitis.  The  study  covered  two  years,  during 
which  time  results  of  all  voided  urine  cultures 
were  recorded  in  the  laboratory. 

In  the  free  group  of  308  patients,  87  per  cent 
of  the  urines  had  colony  counts  of  0 to  1,000 
per  cubic  centimeter.  Staphylococci  were  cul- 
tured in  93  of  the  308  clinically  normal  cases. 
In  this  group,  50  per  cent  had  counts  of  1 to 

1.000  per  cubic  centimeter,  72  had  counts  up 
to  10,000,  and  in  98  per  cent  the  counts  were 

50.000  or  less. 

In  the  infected  group  of  117  patients,  74 
per  cent  of  the  cultured  bacteria  had  colony 
counts  greater  than  100,000  per  cubic  centi- 
meter. Ninety  per  cent  of  these  cultures 
yielded  greater  than  75,000  per  cubic  centi- 
meter; 93  per  cent  had  counts  greater  than 

50,000  per  cubic  centimeter;  and  98  per  cent 
greater  than  10,000  per  cubic  centimeter.  In 
only  one  of  the  cases  in  which  staphylococci 
were  cultured  was  this  organism  felt  to  be  the 
etiologic  agent.  One  of  the  advantages  of 
colony  counts  is  that  they  more  positively 
identify  the  significant  bacteria. 
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Yale,  Pennsylvania,  and 
Founding  of  the  American 
Medical  Association 

EUGENE  P.  LINK,  PH.D. 

Plattsburgh,  New  York 

Professor  of  History,  State  University  College 

“I 

|n  politics  I have  never  been  a partisan 
or  participated  in  the  details  of  partisan 
caucusing  and  party  machinery.”  So 
wrote  Nathan  S.  Davis,  M.D.,  often  called 
the  founder  of  the  American  Medical 
Association,  to  Joseph  Toner,  M.D.,  in 
1875. 1 If  he  did  not,  in  a detailed  way, 
become  involved  in  governmental  political 
affairs,  he  did  show  concern  about  section- 
alism, the  approaching  Civil  War,  and  the 
meliorative  ideas  of  Stephen  A.  Douglas. 
Davis  “could  not,  by  conscience,  keep 
quiet.”  He  was  equally  or  more  vocal 
on  the  subject  of  temperance. 

But  so  far  as  politicizing  within  the 
newly  founded  American  Medical  Associa- 
tion, Dr.  Davis’  statement  is  short  of 
accuracy.  Historic  evidence  points  to 
considerable  manipulation  on  his  part  and 
that  of  the  other  aggressive  young  physi- 
cians in  establishing  a national  medical 
society. 

Perhaps  “politicking”  or  some  might 
prefer  the  euphemism  “diplomacy”  was 
necessary  to  launch  the  American  Medical 
Association,  but  when  the  maneuvers  are 
discovered  in  history,  they  are  not  only 
fascinating  but  also  often  introduced  a 
delayed  justice.  For  example,  it  can  be 

Presented  at  the  160th  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  Session  on 
History  of  Medicine,  February  14,  1966. 


established  that  the  first  president  of  the 
American  Medical  Association  should  have 
been  Jonathan  Knight,  M.D.,  of  Yale, 
rather  than  Nathaniel  Chapman,  M.D.,  of 
the  University  of  Pennsylvania.  Further- 
more it  is  possible  to  make  a convincing 
case  for  the  birthday  of  the  A.M.A.  being 
1846  rather  than  1847,  and  in  justice,  to 
give  more  credit  to  Edward  Delafield, 
M.D.,  of  New  York  and  to  Jonathan 
Knight,  M.D.,  of  New  Haven.  Davis 
should  not  monopolize  the  spotlight  of 
history  as  “the  founder,”  nor  Chapman  as 
the  “first  president.”  A careful  check  in 
the  extensive  Toner  collection,  a rich  mine 
of  medical  history,  reveals  manuscripts  on 
the  founding  of  the  American  Medical 
Association.2  These  were  written  in  1868 
and  1869  by  Dr.  Toner  who  planned  a com- 
prehensive history  of  American  medicine. 
Evidence  in  these  articles  suggests  the  need 
for  a re-examination  of  the  birth  date  of 
the  Association  and  of  the  designation  of 
first  president. 

These  manuscripts  indicate  that  a nation- 
wide medical  association  was  proposed  in 
1835  “as  an  earnest  desire  to  improve 
medical  education  and  to  elevate,  with  a 
view  to  this  end,  the  profession.”  Milton 
M.  Antony,  M.D.,3  from  the  Medical 
College  of  Georgia,  advanced  the  idea  as 
editor  of  the  Southern  Medical  and  Surgical 
Journal. 

He  sometimes  argued  at  this  early  date 
for  the  need  of  what  he  termed  an  Associa- 
tion “and  at  other  times  he  called  it  a 
“National  Medical  Society.”  Actually 
there  had  been  proposals  of  this  nature 
before  1835.  In  1827  delegates  of  the 
New  England  states  and  New  York  were 
invited  by  the  Vermont  and  New  Hamp- 
shire medical  societies  to  meet  at  North- 
ampton, Massachusetts.  Besides  resolving 
to  increase  educational  requirements  for 
physicians  and  to  raise  standards  generally, 
the  meeting  advocated  the  formation  of  a 
national  medical  society.4’5  This  pro- 
posal came  from  the  Medical  Faculty  of 
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Bowdoin  College  which  according  to  the 
conclusive  evidence  of  a contemporary 
medical  historian,  Stookey,6  was  actually 
the  first  institution  to  advocate  a nation- 
wide convention.  In  1839  the  same  sug- 
gestion arose  in  the  Medical  Society  of  the 
State  of  New  York  when  John  McCall, 
M.D.,  of  Utica  revived  the  idea.  In 
that  year  the  New  York  Society  passed  a 
resolution  recommending  the  holding  of  a 
convention  in  Philadelphia  on  the  first 
Tuesday  in  May,  1840.  * In  spite  of 
announcements  that  went  to  the  state 
societies  and  to  the  existing  medical 
schools  (in  1827,  in  1835,  and  in  1840),  no 
convention  took  place.  Some  reasons  for 
this  will  be  more  evident  later  in  this 
report. 

In  1844  the  New  York  Society  requested 
Dr.  Davis  to  act  as  the  chairman  of  a 
committee  on  improving  medical  education. 
At  the  1845  meeting,  Dr.  Davis’  committee 
made  its  report  which  provided  for  the 
calling  of  the  first  national  meeting  in 
New  York  City  in  1846.  Accordingly,  in 
May,  119  delegates  from  medical  societies 
and  colleges  as  far  away  as  Georgia  and 
Louisiana  gathered  in  the  hall  of  the  Medical 
Department  of  the  University  of  the  State 
of  New  York.  Dr.  Delafield,  a rising  young 
physician  from  New  York,  one  later  to 
become  the  head  of  the  College  of  Physi- 
cians and  Surgeons,  called  the  meeting  to 
order  and  moved  that  John  Bell,  M.D.,  of 
Philadelphia  be  elected  “chairman”  to 
serve  until  the  convention  could  choose 
permanent  officers.  In  accordance  with 
this  plan,  Chairman  Bell  called  for  the 
nomination  and  election  with  the  following 
results:  Jonathan  Knight,  M.D.,  Con- 

necticut, president;  John  Bell,  M.D., 
Pennsylvania,  vice-president;  Edward 
Delafield,  M.D.,  New  York,  vice-presi- 
dent; Richard  Arnold,  M.D.,  Georgia, 
secretary;  and  Alfred  Stille,  M.D.,  Penn- 
sylvania, secretary.2’7 

In  passing,  it  is  noteworthy  that  the 
Toner  manuscripts  called  this  first  meeting 
“a  success”  and  indicated  that  business 
typical  of  subsequent  A.M.A.  sessions 
transpired,  including  the  appointment  of  a 
committee  on  permanent  organizational 

* The  place  and  the  date  are  noteworthy  for  this  report. 
Philadelphia  was  the  prestigious  medical  center  at  the  time. 
The  early  meetings  of  the  A.M.A.  were  always  held  on  the 
first  Tuesday  in  May  each  year,  initiating  the  1840  precedent. 


procedures  and  two  other  committees,  one 
on  medical  education  and  a third  on  medi- 
cal ethics.  Dr.  Knight  is  said  to  have 
presided  with  dignity,  to  have  shown  skill  in 
parliamentary  usage,  and  to  have  revealed 
“a  prompt  and  pleasing  urbanity.”8  In 
effect  this  was,  it  would  seem,  the  first 
meeting  of  the  A.M.A.  even  though  the 
body,  at  the  time,  was  called  usually  the 
“National  Medical  Association.”  In  list- 
ing the  meetings  and  the  officers  through 
the  years,  the  Toner  notes  always  begin 
with  1846. 

The  delegates  in  New  York  City  agreed 
that  the  association  should  meet  again  in 
1847  on  May  5 at  the  Academy  of  Natural 
Sciences  in  Philadelphia.  This  gathering 
assembled  250  delegates  from  twenty-two 
states  and  the  District  of  Columbia.  The 
Toner  manuscripts  indicate  the  procedure 
was  as  follows:  Isaac  Hays,  M.D.,  the 

chairman  of  arrangements,  called  this 
meeting  to  order  and  nominated  Dr. 
Knight  as  temporary  chairman.  Subse- 
quently, a committee  made  up  of  one 
member  from  each  state  was  appointed  to 
nominate  regular  officers.  Significantly, 
it  was  Dr.  Knight  of  Yale  who  was  chosen 
unanimously  to  preside  over  the  meetings 
in  1847,  the  traditionally  accepted  founding 
date  of  the  A.M.A.  He  was  president 
(not  chairman)  when  the  constitution  was 
adopted,  and  once  again  he  was  designated 
as  chief  officer  after  the  adoption  of  the 
constitution  when  the  name  was  changed 
from  “National”  to  “American.”  Permit 
me  to  quote  Dr.  Toner’s  notes  directly: 

After  the  adoption  of  the  constitution  or 
plan  of  organization  the  convention  on 
Thursday,  May  7,  1847,  by  resolution  “re- 
solved itself  into  the  American  Medical 
Association  and  that  the  officers  of  the  con- 
vention continue  to  act  as  officers  of  the 
Association  until  their  successors  be  elected, 
and  that  all  unfinished  business  be  referred 
to  the  American  Medical  Association.  On 
motion  the  president  (Dr.  Knight)  was  re- 
quested to  appoint  a committee  of  one  from 
each  state  and  district  represented  to  nomi- 
nate officers  for  the  association  for  the  coming 
year  which  was  done  and  names  of  the  follow- 
ing gentlemen  were  reported  and  duly 
elected:  (not  by  acclamation  as  Davis 

reported).  Nathaniel  Chapman,  M.D., 
Pennsylvania,  president;  Jonathan  Knight, 
M.D.,  Connecticut,  vice-president;  Alex- 
ander H.  Stevens,  M.D.,  New  York,  vice- 
president;  James  Moultrie,  M.D.,  South 
Cai'olina,  vice-president;  A.  H.  Buchanan, 
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M.D.,  Tennessee,  vice-president;  Alfred 
Stille,  M.D.,  Pennsylvania,  secretary;  J.  R. 
W.  Dunbar,  M.D.,  Maryland,  secretary; 
and  Isaac  Hays,  M.D.,  Pennsylvania,  treas- 
urer. The  officers  elected  were  immediately 
inducted  into  office  and  the  Association  pro- 
ceeded with  the  transaction  of  its  regular 
business.  Invitations  were  extended  for 
holding  the  next  meeting,  by  the  profession 
of  various  cities  throughout  the  country, 
but  it  was  determined  by  resolution  to  meet 
in  the  city  of  Baltimore  in  May,  1848. 2 

At  the  close  of  the  1847  conference,  Dr. 
Chapman  was  installed  as  president  having 
been  called  “president  elect”  up  to  that 
point.  He  presided  and  read  his  presi- 
dential address  at  the  1848  meeting  in 
Baltimore.  Who  then  was  the  first  presi- 
dent? If  the  national  gathering  in  1846  is 
accepted  then  the  answer  must  be  Dr. 
Delafield  or  Dr.  Bell  or  more  correctly  Dr. 
Knight  himself.  If  the  birthday  is  in 
1847,  again  it  was  the  Connecticut  physi- 
cian who  presided  both  during  the  debates 
and  after  the  adoption  of  the  permanent 
structure  of  organization.  Why  then  was 
Dr.  Chapman,  who  was  not  active  in 
establishing  the  Association,  rewarded  by 
having  the  mantle  of  “first  president” 
placed  on  his  shoulders? 

Before  confronting  this  and  other  ques- 
tions, it  might  be  well  to  point  out  that 
numerous  historical  records  are  unclear  and 
inconsistent  on  the  data  for  providing 
answers.  Dr.  Toner’s  manuscript  booklet 
on  the  A.M.A.  contains  a page  headed: 
“Succession  of  Presidents  in  the  American 
Medical  Association,”  and  this  listing  is  as 
follows: 

Jonathan  Knight,  Connecticut,  1846  (C); 
Jonathan  Knight,  Connecticut,  1847  (C); 
and  Nathaniel  Chapman,  Pennsylvania,  1848. 

On  another  page  he  lists  the  meetings: 

The  American  Medical  Association  has  met 
yearly  at  the  following  times  and  places 
since  its  organization — 1846,  May  5,  New 
York  City;  1847,  May  5,  Philadelphia, 
Pennsylvania;  and  1848,  May  2,  Baltimore, 
Maryland. 

Each  list  continues  through  1868.  How- 
ever, it  is  apparent  that  Toner  accepts  the 
1846  date  and  wishes  to  list  Knight  as  the 
first  president  with  the  indication  (C), 
meaning  convention  rather  than  associa- 
tion.7 

Samuel  Jackson,  M.D.,  a prominent 
physician  of  Philadelphia  in  the  1850’s  and 


one  who  would  wish,  certainly,  to  bestow 
on  his  city  the  credit  for  holding  the 
inaugural  session,  instead  refers  to  the 
“convention  of  the  A.M.A  in  New  York  in 

1846. ”  He  writes  of  a committee  ap- 
pointed at  this  session  which  gave  its 
report  at  the  1847  meeting.9  Another 
contemporary  from  Philadelphia,  one  who 
was  active  in  the  formation  of  the  organiza- 
tion and  a “first  secretary”  in  both  1846  and 

1847,  was  Dr.  Stille.  He  was  not  to  be- 
come a president  until  1871,  but  in  his 
presidential  address  he  speaks  of  the  1846 
meeting  as  being  the  first  of  the  associa- 
tion.10 Dr.  Davis  in  his  historic  account 
makes  confusion  worse  confounded  by 
agreeing  with  Toner  that  Delafield  called 
the  1846  session  to  order  but  accepting  the 
printed  proceedings  that  name  Dr.  Bell  of 
Philadelphia  as  the  chairman.8  Two  things 
are  puzzling  here.  Who  was  the  first 
presiding  officer?  Second,  “politicking” 
seems  to  appear  when  Davis  refers,  as 
others  do  not,  to  these  early  presidents  as 
“chairmen.”  Wittingly  or  not,  he  seems 
somewhat  intent  on  highlighting  Philadel- 
phia as  the  association’s  birthplace  and  on 
establishing  Chapman  as  the  medical 
George  Washington. 

Still  more  perplexing  in  the  effort  to 
discover  the  founding  dates  of  the  A.M.A. 
is  Fishbein’s10  own  history  written  sup- 
posedly for  the  one  hundredth  anniversary 
in  1947.  In  one  place  he  speaks  of  Na- 
thaniel Chapman  as  “among  the  first  of  the 
presidents  of  the  American  Medical  As- 
sociation.” At  other  places  he  refers  to 
him  specifically  as  “the  first  president,” 
but  uses  the  date  1847  in  some  references 
and  1848  in  others.10  On  page  573  of  his 
history  Fishbein  writes  as  follows,  “At 
an  organization  session  of  the  A.M.A.  in 
May,  1847  Dr.  Jonathan  Knight  of  New 
Haven  was  temporary  chairman  until 
Nathaniel  Chapman  was  chosen  as  the 
first  president,  who  presided  the  remaining 
two  days  of  the  meeting.”10  In  spite  of  the 
fact  that  Knight  was  twice  unanimously 
elected  president,  Fishbein  accepted  the 
Davis  distortion  of  referring  to  Chapman’s 
predecessors  as  mere  chairmen.  Note,  too, 
that  he  calls  the  1847  meeting  “an  organiza- 
tion session”  which  is  again  not  strictly 
accurate.  The  year  before,  the  associa- 
tion’s agenda  was  devoted  to  both  organi- 
zational problems  and  those  of  medical 
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interest.  There  was  a section  on  bettering 
medical  education,  a primary  concern. 
Another  was  on  the  registration  of  births, 
marriages,  and  deaths  in  the  United  States. 
And  a third  was  involved  with  the  nomen- 
clature of  diseases,  with  an  attempt  at 
standardization  for  the  whole  country.8 
Reports  from  these  sections  consumed  the 
major  portion  of  time  in  the  first  days  of 
the  1847  session. 

The  record  is  inconsistent.  Primary  and 
secondary  sources  differ  on  the  date  of  the 
first  meeting,  the  first  officers,  and  their 
titles.  Some  clarification  may  result  from 
an  analysis  of  the  social  situation  and  its 
impact  on  medicine  in  the  1840’s. 

The  young  Turks,  composed  of  men  like 
Davis  who  was  thirty  years  old,  Stille 
who  was  thirty-four,  and  Gross  who  was 
only  forty-two,  were  acutely  aware  of  the 
general  disrespect  toward  physicians  by 
the  populace  at  large.  The  more  reputa- 
ble and  renowned  physicians  of  the  day 
shared  in  denigrating  their  professional 
colleagues.  Much  of  this  criticism  was 
sheer  jealousy,  all  too  rampant  among  the 
medics,  and  since  all  had  Achilles’  heels  on 
each  foot,  most  charges  could  be  validated. 
Quackery  was  pervasive,  at  times  infecting 
those  in  high  medical  places  with  none 
other  than  Nathaniel  Chapman,  himself, 
as  a case  in  point.11  The  younger  men 
were  out  to  clean  the  Augean  stables,  to 
raise  the  standards  of  medical  education, 
and  thereby  the  status  of  the  profession. 

When  the  renowned  William  Beaumont 
was  invited  to  attend  “the  first  meeting  of 
the  A.M.A.,  held  in  New  York,  the  first 
Tuesday  in  May  1846”  by  Dr.  McCall  of 
Utica,  New  York,  he  declined  because  of 
“the  insidious,  jealous  and  obsolescent 
minds,  the  egregiously  egotistical  and 
ignorant  blockheads  and  dunces,  that 
would  attend.”12  Even  some  twenty-five 
years  after  the  launching  of  the  organiza- 
tion, the  reformers  still  had  not  cleaned  the 
stables.  Stephen  Smith,  M.D.,  public 
health  pioneer  and  advocate  of  city  beauti- 
fication, wrote  prophetically,  “I  think  the 
trees  are  the  best  atomizers.  Why  can’t 
we  make  our  cities  great  sanitaria  instead 
of  hospitals?”  Then  he  added  that  he 
was  not  attending  A.M.A.  meetings,  and 
was  not  a member  because  they  have 
become  “so  turbulent,  so  unwieldy,  so  like 
a mob.  I like  deliberative  bodies  which 


thoroughly  discuss  subjects  and  arrive  at 
substantial  conclusions.”  He  raises  the 
pertinent  and  lively  question : ‘ ‘ Why  should 
not  the  higher  elements  of  the  profession 
control  its  action?”13-14 

But  the  sagacious  young  founders  con- 
tinued to  hope  to  overcome  the  baneful 
inertia  of  mediocrity,  vested  self-interest, 
and  open  hostility  which  had  prevented 
the  formation  of  an  association  for  more 
than  fifteen  years  prior  to  1845.  Further- 
more, the  state  and  local  medical  societies 
were  set  firmly  against  any  strong  national 
organization.  Unfortunately,  the  famous 
University  of  Pennsylvania  was  one  of 
these.  Urged  to  take  the  leadership,  it 
dragged  its  feet  three  times,  in  1827,  1835, 
and  in  1840.  Standing  with  these  were  the 
101  fly-by-night  medical  schools  which  had 
mushroomed  everywhere.  Because  of  pro- 
fessional disrespect  combined  with  the 
solid  wall  of  opposition  from  medical  socie- 
ties and  inadequate  colleges,  the  founders 
had  to  move  cautiously  and  certainly  as 
skillful  diplomats  to  win  Philadelphia  and 
thus  influence  others.  Without  political 
prestidigitations  the  A.M.A.  might  not 
have  survived. 

With  this  situation  as  a backdrop,  one 
can  understand  better  the  maneuverings 
of  Nathan  Davis  and  his  collaborators. 
Philadelphia  with  its  University  of  Penn- 
sylvania was  the  Athens  of  medicine.  It 
could  boast  the  first  medical  school, 
founded  in  1765  by  Shippen  and  Morgan. 
It  had  once  been  the  capitol  of  the  country. 
It  was  permeated  by  the  humanitarianism 
of  the  Quakers,  many  of  whom  like  Wistar 
and  the  Atlees  were  noted  physicians. 
Beside  the  internationally  known  scientist, 
Franklin,  there  was  Benjamin  Rush,  M.D., 
physician  and  citizen,  who  left  a bright 
afterglow  for  Philadelphia  history.  Na- 
thaniel Chapman,  fortunately  for  him,  was 
centered  in  that  glow.  What  man  better 
could  lend  dignity  and  prestige  to  a new 
national  medical  society  than  Chapman,  of 
magnetic  Philadelphia,  a favorite  student  of 
Rush  and  the  one  sitting  in  his  master’s 
chair. 

The  record  is  clear,  too,  that  the  daunt- 
less young  men  who  worked  arduously  for  a 
national  medical  association  were  worried 
because  so  few  of  the  “great  names”  were 
present  or  seemed  interested.  Where  were 
Warren,  Mussey,  Stevens,  Chapman,  and 
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Drake  in  1846?  Only  “the  younger  and 
more  ambitious”  came  as  noted  by  the 
astute  Davis.8-15  To  win  the  prominent 
physicians  far  and  wide,  an  illustrious 
physician  of  Philadelphia  must  be  seated 
as  “first”  in  the  presidency. 

In  fact,  it  was  clearly  evident  that  the 
University  of  Pennsylvania  Medical  School 
itself  had  to  be  convinced  of  the  propriety 
of  a national  organization  and  be  given  a 
pre-eminent  place  in  its  formation.  The 
Southern  Medical  and  Surgical  Journal 
recognized  the  problem  in  1846  when  it 
expressed  that  its  decade-long  effort  to 
start  an  American  medical  association  had 
been  frustrated  for  “in  compliment  to  the 
University  of  Pennsylvania,  the  oldest 
medical  school  in  the  United  States,  the 
time  and  place  for  holding  the  convention 
and  the  number  of  delegates  to  be  ap- 
pointed, were  left  to  her  suggestion  and  her 
faculty,  then  as  now,  declined  to  have 
anything  to  do  with  the  Convention.”16 
Top  recognition  of  Pennsylvania,  it  would 
appear,  was  the  only  road  to  success  for  a 
national  endeavor. 

Yale’s  medical  school  had  much  less 
reputation  at  that  time.  Since  the  death 
of  Nathan  Smith  in  1829,  it  tried  to  main- 
tain high  standards  and  consequently  lost 
both  students  and  needed  income.  It  was 
struggling  to  survive.17  Capable  and  able 
though  Jonathan  Knight  was,  a dignified 
gentleman  of  sixty,  Nathaniel  Chapman, 
also  in  his  sixties,  had  the  charisma  and  has 
had,  it  would  seem,  a place  of  honor  in 
medical  history  thrust  on  him. 

Chapman  was  well  trained  in  both  Eng- 
land and  the  United  States  in  medicine. 
He  was  socially  popular  during  his  student 
days  in  Edinburgh  and  was  a paragon  of 
propriety  and  of  the  social  graces  in  Phila- 
delphia. He  was  known  as  the  physician 
of  “the  rich  and  well-born.”  Even  though 
his  “good  nature”  was  renowned,  it  led 
him  to  endorse  a dangerous  nostrum  called 
“Swaim’s  Panacea,”  containing  mercury 
and  widely  advertised  to  relieve  mercurial 
poisoning.  Although  his  fellow  physicians 
had  to  bring  pressure  on  him  to  withdraw 
his  endorsement,  still  the  charisma  pre- 
vailed in  his  subsequent  choice  as  president 
of  the  A.M.A.4-11  Davis  himself  was  not 
impressed  with  his  address  to  the  associa- 
tion. Still  in  all,  the  founders  wanted  the 
man  with  an  aura  about  him  as  their  first 


president,  not  Knight  who  worked  hard 
with  the  ambitious  youths  to  stabilize  the 
association. 

The  mildly  enthusiastic  Chapman  de- 
clined serving  a second  term,  thus  setting 
a precedent,  and  wrote  at  the  end  of  his  life 
that  the  honor  he  most  cherished  was  the 
presidency  of  the  American  Philosophical 
Association.  * 

Did  Davis  and  his  friends  “politic?” 
Categorically  “yes,”  and  Davis  has  written 
openly  and  frankly  about  it  in  his  history. 
Here  he  admits  that  the  selection  of  Chap- 
man overlooked  an  almost  universal  and 
customary  procedure  of  electing  those 
most  active  and  efficient  in  the  formation  of 
an  organization.  Further,  he  admits  a 
desire  to  choose  a president  from  the  city 
where  the  association  convenes  and  men- 
tions that  in  1846  in  New  York  this  might 
have  been  one  of  two  illustrious  physicians, 
Valentine  Mott,  M.D.,  or  John  W.  Fran- 
cis, M.D.  It  is  doubtful  that  either  of 
these  gentlemen,  had  they  been  active, 
present,  and  elected,  would  have  been 
relegated  to  the  position  of  “convention 
chairman”  in  favor  of  a Philadelphian  as 
“the  first.” 

But  Chapman,  writes  Davis,  was  “se- 
lected solely  because,  from  his  age,  his  high 
attainments,  and  his  position  as  one  of  the 
the  oldest  and  most  eminent  teachers  in  the 
Union,  he  stood  appropriately  at  the  head 
of  the  whole  profession.”8 

Perhaps  we  should  be  grateful  to  the 
young  founders  for  playing  up  the  man  from 
Pennsylvania,  and  denigrating,  however 
unjustly,  the  able  gentleman  from  Yale. 
It  might  even  be  called  “statesmanship.” 
Unquestionably,  Davis  was  an  honorable 
and  ethical  man  as  indicated  by  his  criti- 
cism of  physicians  who  “get  selfish  and 
plunge  into  real  estate  speculation  and 
money  getting.”  He  was  a temperance 
advocate  who  frowned  on  his  beloved 
A.M.A.  permitting  liquor  to  be  served  at 
annual  conventions.  As  a founder  and 
long-time  editor  of  the  American  Medical 
Journal,  he  requested  the  trustees  to 
support  him  in  banning  the  advertising  of 
medicines  in  favor  of  printing  only  business 
cards  of  drug  dealers.  If  more  is  tolerated, 

* For  a sketch  of  the  life  of  Chapman  see  the  Dictionary  of 
American  Biography.  Note  that  the  author,  Charles  H. 
LaWall,  states  that  Chapman  was  elected  by  acclamation 
in  1848!  Knight,  of  course,  was  twice  elected  unanimously. 
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he  pleaded  “the  companies  will  stick  on 
the  usual  representation  of  efficiency  in  this 
and  that  disease;  and  it  is  extremely  diffi- 
cult to  keep  the  line  of  distinction  between 
such  as  are  covered  by  ‘trade  marks’  and 
those  that  are  not.”1 

These  high  principles  become  a lodestar 
for  our  own  day  and  commend  Nathan  S. 
Davis  to  us  as  one  who  practiced  medicine 
in  a much  broader  sense  than  is  the  current 
tendency. 

Few  of  us  see  ourselves  as  others 
see  us,  and  this  is  doubtless  true  of 
Dr.  Davis  when  he  wrote  the  opening 
sentence  of  this  report.  He  did,  as  any  of 
us  might  have  done,  wangle  to  bring  the 
oxygen  of  prestige  to  the  frail  infant 
named  the  A.M.A.  In  so  doing,  however, 
an  exemplary  physician  and  capable  teacher 
from  Yale  was  bypassed,  and  the  confusion 
thereunto  appertaining  may  present  a 
knotty  problem  for  the  two  hundredth 
anniversary  of  the  organization  of  the  sons 
of  Apollo. 


Chronic  respiratory  disease 

Chronic  respiratory  diseases  are  quickly 
approaching  the  number  one  place  as  the  na- 
tional killer,  states  the  Metropolitan  Life 
Insurance  Company. 

These  lung  disorders  now  number  83,000 
annually  in  the  United  States.  More  than  90 
per  cent  of  these  occur  among  persons  forty- 
five  or  older,  during  which  age  period  these 
diseases  take  more  than  two  and  a half  times 
the  toll  from  diabetes  and  one  and  a half  that 
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from  accidents. 

Despite  an  80  per  cent  drop  in  the  death  rate 
from  tuberculosis,  the  over-all  death  rate  from 
the  major  respiratory  diseases  has  risen  12 
per  cent  in  the  fourteen-year  period  from  1951 
to  1965.  The  major  killer  among  this  is  cancer 
of  the  lung  and  bronchus,  the  death  rate  of  which 
increased  86  per  cent  in  the  period  mentioned. 

The  toll  of  all  other  respiratory  diseases, 
during  this  time  period,  has  doubled.  These 
include  asthma,  bronchitis,  bronchiectasis,  em- 
physema, and  other  chronic  interstitial  pneu- 
monia. 
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At  about  the  time  of  the  Crusades,  a 
certain  Mohammedan  sect  of  religious 
fanatics  was  organized  to  bring  terror  to  the 
Christians.  The  young  men  of  this  sect 
were  slavishly  devoted  to  their  ruler  and 
committed  secret  murders  at  his  bidding 
under  the  influence  of  hashish,  and  they 
were  therefore  called  “Hashishin.”  The 
“Hashishin”  or  the  English  term  for 
them,  “assassins,”  survives  in  the  English 
language  today.1 

Hashish  is  the  Arabic  word  for  the  drug 
cannabis,  a drug  more  familiarly  known  to 
the  Western  world  as  marijuana,  one  of 
the  oldest  drugs  known  to  man.  Chinese 
surgeons  employed  it  as  an  anesthetic  two 
thousand  years  ago.  About  2737  B.C.,  the 
Chinese  emperor  Shen  Nung  wrote  a book 
on  pharmacy  which  included  a section  on 
the  hemp  plant  which  is  the  source  of  the 
drug.2  Centuries  later  it  was  transplanted 
to  India.  In  India  it  has  become  entwined 
with  religion  and  philosophy,  and  most 
attention  has  been  paid  to  its  cultivation 
and  to  the  nuances  of  its  use.  It  is  in 
India  where,  depending  on  the  cultivation 
and  purity  of  the  extract,  the  drug  has 
been  called  bangue  (bhang),  ganja,  and 
charas  (churus). 


Cultural  importance 

The  intoxication  obtained  from  hemp 
drugs  has  enjoyed  a reputable  status  in 
certain  phases  of  the  Hindu  religion.  The 
plant  itself  has  a somewhat  divine  status  in 
early  Hindu  mythology.  The  following 
quotation  is  from  the  native  literature: 

To  the  Hindu,  the  hemp  plant  is  holy.  A 
guardian  lives  in  the  bangue  leaf.  To  see  in 
a dream  the  leaves,  plant,  or  water  of  bangue 
is  lucky.  A longing  for  bangue  foretells 
happiness.  It  cures  dysentery  and  sunstroke, 
clears  phlegm,  quickens  digestion,  sharpens 
appetite,  makes  the  tongue  of  the  lisper  plain, 
freshens  the  intellect,  and  gives  alertness  to 
the  body  and  gaiety  to  the  mind.  Such  are 
the  useful  and  needful  ends  for  which  in  his 
goodness  the  Almighty  made  bangue. 

It  is  inevitable  that  temperaments  should  be 
found  to  whom  the  quickening  spirit  of 
bangue  is  the  spirit  of  freedom  and  knowledge. 
In  the  ecstasy  of  bangue,  the  spark  of  the 
eternal  in  man  turns  into  light  the  murkiness 
of  matter.  Bangue  is  the  Joy-giver,  the  Sky- 
flyer,  the  Heavenly-Guide,  the  Poor  Man’s 
Heaven,  the  Soother  of  Grief ...  No  God  or 
man  is  as  good  as  the  religious  drinker  of 
bangue.  The  students  of  the  Scripture  at 
Banares  are  given  bangue  before  they  sitTto 
study.  At  Banares,  Ujjain,  and  other  holy 
places,  yogis,  bairagis,  and  sanyasis  take  deep 
draughts  of  bangue  that  they  may  center  their 
thoughts  on  the  Eternal.  By  the  help  of 
bangue,  ascetics  passed  days  without  food  or 
drink.  The  supporting  power  of  bangue  has 
brought  many  a Hindu  family  safely  through 
the  miseries  of  famine.  To  forbid  or  even 
seriously  restrict  the  use  of  so  holy  and  gra- 
cious an  herb  as  the  hemp  would  cause  wide- 
spread suffering  and  annoyance  and,  to  large 
bands  of  worshipped  ascetics,  deep-seated 
anger.  It  would  rob  a people  of  a solace  in 
discomfort,  of  a cure  in  sickness,  and  of  a 
guardian  whose  gracious  protection  saves 
them  from  the  attacks  of  evil  influences.  So 
grand  a result,  so  tiny  a sin!3 

Obviously  in  some  cultures  and  under  a 
special  set  of  circumstances,  its  use  has  not 
caused  disastrous  results.  It  has  served 
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there  as  an  escape  from  the  very  harsh 
world  of  reality. 

Classification 

Strangely  enough,  for  a drug  that  has 
been  in  use  for  many  centuries,  little  infor- 
mation is  available  about  the  pharma- 
cognosy of  the  hemp  plant.  This  classifica- 
tion is  taken  from  a book  by  the  botanist 
Taylor2: 

Indian  hemp,  which  was  named  cannabis 
sativa  by  Linnaeus  in  1753,  is  a tall  weedy 
herb  with  male  and  female  flowers  on  sepa- 
rate plants.  The  stems  of  the  male  plants 
yield  hemp  for  cords  and  ropes,  while  the 
resinous  exudate  from  the  female  flower  clus- 
ters and  from  the  tops  of  the  female  plants 
yield  the  various  products  listed  as  follows: 

Bhang  or  bangue  is  a decoction  or  smoking 
mixture  derived  from  the  cut  tops  of  un- 
cultivated female  plants.  The  resin  content 
is  usually  low. 

Marijuana  is  a Mexican-Spanish  name  for 
bhang  (bangue).  This  term  was  originally 
confined  to  Mexico  and  is  the  only  one  used 
for  hemp  in  America  except  in  the  street  ver- 
nacular where  it  is  known  as  “reefers,” 
“muggles,”  and  “pot.” 

Ganja  is  a specially  cultivated  and  har- 
vested grade  of  the  female  plants  of  Indian 
hemp.  The  tops  are  cut  and  used  in  making 
smoking  mixtures,  beverages,  and  candies 
with  no  extraction  of  the  resin.  The  cultiva- 
tion of  these  plants  was  a licensed  agricul- 
tural industry  in  India. 

Charas  (churus)  is  the  pure  unadulterated 
resin  from  the  tops  of  the  finest  female  plants 
of  Indian  hemp,  usually  those  which  were 
grown  for  ganja,  but  in  charas  the  resin  is 
always  extracted.  This  resin  is  also  known 
as  hashish,  and  from  this  extract  is  derived 
the  drug  Cannabis  indica  which  has  now 
fallen  into  disuse.2 


Effects  from  marijuana 

In  1563,  in  Portuguese  India,  Da  Orta4 
was  the  author  of  a remarkable  book, 
Colloquies  on  the  Drugs  and  Simples  of 
India,  in  which  he  described  the  cultivation, 
properties,  and  uses  and  misuses  of  bangue, 
among  other  drugs.  Walton,5  who  wrote 
one  of  the  definitive  books  on  marijuana, 
considered  Da  Orta  as  a prominent  Hindu 
physician.  Of  course,  Da  Orta  was  not  a 
Hindu  physician  at  all.  He  was  a baptized 
Jewish  physician,  a “new  Christian,”  who 
emigrated  to  India  to  escape  the  Inquisition 
which  at  that  time  reigned  in  Spain  and 


Portugal.  Talking  about  bangue,  Da 
Orta4  said  in  1563  in  his  famous  work: 

It  is  not  flax,  for  the  seed  is  smaller  and 
not  white.  And  the  Indians  eat  either  the 
seeds  or  the  pounded  leaves  to  assist  or  quiet 
the  women.  They  also  take  it  for  another 
purpose,  to  give  an  appetite,  and  our  writers 
say  that  the  branches  have  much  inside  and 
little  rind,  which  is  contrary  to  what  the  flax 
has.  They  make  the  pressed  leaves  some- 
times with  the  seeds  into  a powder.  The 
profit  from  its  use  is  for  the  man  to  be  beside 
himself,  and  to  be  raised  above  all  cares  and 
anxieties.  And  it  makes  him  break  into  a 
foolish  laugh.  I hear  that  many  women  take 
it  when  they  want  to  dally  and  flirt  with  men. 
It  is  also  said,  but  it  may  not  be  true,  that 
the  great  captains  of  ancient  times  used  to 
drink  it  with  wine  or  opium,  that  they  might 
rest  from  then-  work,  be  without  care,  and  be 
able  to  sleep.  The  great  Sultan,  Bahadur 
said  that  when  at  night  he  wanted  to  go  to 
Portugal,  Brazil,  Turkey,  Arabia,  or  Persia 
he  had  only  to  take  a little  bangue.  This  was 
made  up  into  an  electuary  with  sugar  and 
spices  and  it  was  called  “maju.”  Had  it  this 
pleasant  effect  on  everybody?  It  may  be  that 
it  had  this  effect  when  we  have  become  accus- 
tomed to  it.  I myself  saw  a Portuguese 
jester  who  was  for  a long  time  in  Balaguate 
eat  a slice  or  two  of  the  electuary,  and  at 
night  he  was  pleasantly  intoxicated  and  his 
utterance  was  not  intelligible.  Then  he  be- 
came sad,  began  to  shed  tears,  and  was 
plunged  in  grief.  In  his  case  the  effect  was 
sadness  and  nausea.  Those  of  my  servants 
who  took  it  unknown  to  me  said  that  it  made 
them  so  as  not  to  feel  work,  to  be  very  happy, 
and  to  have  a craving  for  food.  I believe 
that  it  is  so  generally  used  and  by  such  a 
large  number  of  people,  that  there  is  no 
mystery  about  it.4 

Da  Orta  said  that  he  did  not  feel  the  need 
for  the  drug  himself  and  did  not  use  it. 

Walton6  stated  that  the  users  of  hemp 
drugs  often  complain  of  double  con- 
sciousness. They  speak  of  watching  them- 
selves undergo  the  hashish  delirium,  that  is, 
of  being  thoroughly  conscious  of  the 
conditions  of  their  intoxication  and  yet 
being  unable  or  unwilling  to  return  to  a 
state  of  normalcy.5  This  phenomenon  is  re- 
lated to  Da  Orta’s4  statement  four  hundred 
years  ago  in  which  he  said  that  the  Hindu 
workers  did  not  feel  work.  Walton5  states 
that  it  is  traditional  in  the  southwestern 
United  States  and  Mexico  that  laborers  will 
work  better  if  allowed  a moderate  amount 
of  the  drug.  They  perform  their  duties 
with  a fair  amount  of  effectiveness  and  say 
they  do  not  feel  work.  Walton5  states  that 
this  state  of  calm  reason  cannot  always  be 
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depended  on.  When  large  doses  of  mari- 
juana are  taken,  the  subjects  will  fre- 
quently lose  all  restraint  and  without  the 
least  provocation  and  motive  will  be  in- 
cited to  commission  of  desperately  violent 
acts.  He  states  that  there  is  general  under- 
standing in  the  Southwest  that  the  users, 
usually  Mexican,  are  not  particularly 
dangerous  when  narcotized  as  long  as  they 
are  not  disturbed.  Aqyslight  interference, 
however,  is  likely  to  provoke  a knifing.5 
The  India  Hemp  Drug  Commission  in- 
vestigated 80  cases  of  violence  allegedly 
caused  by  hemp  drugs,  and  they  were  in- 
clined to  discredit  the  causal  relation  of  the 
drugs  in  most  of  these  instances.  However, 
the  establishment  of  a motive  of  previous 
intent  to  kill  was  important  in  this  regard. 
If  there  was  no  established  motive  or 
previous  intent  to  kill,  the  accused  was 
acquitted.  However,  in  some  cases,  it  was 
ruled  that  the  drug  may  have  been  taken 
to  gain  courage  to  commit  the  crime,  and 
in  such  cases  the  accused  were  given  the  full 
penalty.6 

Often  users  of  drugs  which  produce  hal- 
lucinations and  euphoria  claim  that  these 
agents  stimulate  artistic  production,  but 
it  can  be  shown  that  such  people  are  able 
craftsmen  before,  and  not  because  of  their 
habit.  It  can  also  be  shown  that,  in  spite  of 
their  claims,  these  creative  people  fail  to 
carry  out  the  projects  that  they  have 
planned  under  the  influence  of  marijuana. 

Many  responsible  authors  including  some 
physicians  tried  out  the  effects  of  the  drug 
on  themselves.  At  the  end  of  the  nine- 
teenth century,  the  French  psychiatrist 
Moreau  described  the  effects  on  himself7: 

I felt  that  the  sun  lighted  every  single 
thought  crossing  my  mind.  Every  move  of 
my  body  was  a source  of  delight.  Thoughts 
could  be  interrupted  easily,  while,  on  the 
other  hand,  they  remained  clear  and  could  be 
alternated  vividly  and  rapidly.  There  was 
no  time  element.  Seconds  became  centuries, 
and  one  could  cover  the  whole  world  at  one 
step.  Everything  was  full  of  wonderful 
aromas  and  harmony,  everything  was  lively, 
full  of  movement  and  speech.  Even  tones 
acquired  a bodily  substance,  and  delightful 
pictures  were  present  everywhere.  Symptoms 
developed  in  the  following  succession:  (1)  A 
feeling  of  well-being,  (2)  disturbance  of  con- 
centration and  of  thoughts,  (3)  wrong  per- 
ception of  time  and  place,  (4)  hearing  was 
more  acute,  (5)  delirium,  and  (6)  illusions.7 

Almost  every  user  has  a distortion  of 


time  and  space  sense.  The  exaggeration  of 
the  sense  of  time  is  the  most  conspicuous 
effect  of  marijuana  usage.  Walton5  thinks 
it  is  probably  related  to  the  rapid  succession 
of  ideas  and  impressions  which  cross  the 
field  of  consciousness.  Similarly,  a 
probable  paralysis  of  the  function  of 
memory  destroys  a sense  of  continuity 
which  may  be  also  closely  related  to  the 
sense  of  time.  A distortion  of  the  space 
sense  is  also  commonly  noted.  Now  this 
again,  Walton  thinks,  is  a matter  of  cortical 
narcosis.  The  illusions  that  are  frequently 
experienced  are  more  intense  manifesta- 
tions of  the  same  effects.  The  subject  often 
sees  sounds  and  hears  colors.  The  elabor- 
ately complicated  hallucinations,  as  de- 
scribed by  Ludlow,8  may  be  considered 
even  more  intense  effects  in  this  sphere. 
The  euphoria,  which  may  vary  from  a 
pleasant  sensation  to  states  of  rapturous 
ecstasy,  Walton5  believes,  is  a complex 
effect  in  the  cortex  with  an  additional 
emotional  instability  related  to  release  of 
control  of  the  thalamus.  The  wild  un- 
controlled “hashish  laugh”  is  very  sug- 
gestive of  the  thalamic  syndrome.  The 
opposite  effects,  terrifying  agony  and  ap- 
prehension, must  be  because  of  actions  on 
the  same  or  related  structures.  Walton5 
feels  that  the  extent  to  which  these  effects 
occur  may  be  caused  by  the  preliminary 
state  of  mind  of  the  user.  Allentuck  and 
Bowman9  state  that  the  marijuana  user’s 
mood  may  be  elevated,  but  he  does  not 
harbor  frank  abnormal  mental  content 
such  as  delusions,  hallucinations,  phobias, 
or  autistic  thinking.  Allentuck  and  Bow- 
man found  that  concentration  and  com- 
prehension are  only  slightly  disturbed, 
as  evidenced  by  the  fact  that  the  results 
in  the  educational  achievement  tests  are 
only  slightly  lowered.  They  state  that 
marijuana  may  precipitate  a psychosis  and 
an  unstable  disorganized  personality  when  it 
is  taken  in  amounts  greater  than  the  user 
can  tolerate.  They  state  that  a characteris- 
tic marijuana  psychosis  does  not  exist,  and 
further,  that  marijuana  will  not  produce  a 
psychosis  de  novo  in  a well-integrated 
stable  person.9  In  unstable  users,  the  per- 
sonality factor  and  the  mood  preceding 
the  injection  of  marijuana  will  color  any 
psychosis  that  may  result.  Such  a psy- 
chosis precipitated  in  an  unstable  per- 
sonality may  last  only  a few  hours  but  may 
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also  continue  for  a few  weeks.  They  state 
that  the  aftermath  of  marijuana  intoxica- 
tion resembles  an  alcoholic  hangover,  with 
the  exception  that  in  contrast  to  alcoholic, 
patients  marijuana  users  do  not  continue 
their  indulgence  beyond  the  point  of  eupho- 
ria and  soon  learn  to  avoid  becoming  ill  by 
remaining  at  a pleasurable  distance  from 
their  maximum  capacity  for  the  drug. 
They  state  that  marijuana  does  not  pro- 
duce any  more  aphrodisiac  effects  than 
alcohol.9 

Results  from  use 

Marijuana  differs  from  opium  derivatives 
in  that  it  does  not  give  rise  to  biologic  or 
physiologic  dependence.  Discontinuance 
of  the  drug  after  its  prolonged  use  does  not 
result  in  withdrawal  symptoms.  Allentuck 
and  Bowman9  further  state  that  the 
psychic  habituation  to  marijuana  is  not  as 
strong  as  it  is  to  tobacco  or  alcohol.  There 
apparently  is  no  tolerance  to  marijuana, 
but  the  use  of  marijuana  over  a long 
period  of  time  may  conduce  to  ingestion  of 
larger  amounts  because  it  is  more  accessible 
and  the  users  are  more  familiar  with  it. 
They  conclude  that  marijuana,  by  virtue 
of  its  property  of  lowering  inhibitions,  ac- 
centuates all  the  traits  of  the  personality  of 
its  user,  both  those  harmful  and  those 
beneficial.  It  does  not  impel  its  user  to 
take  spontaneous  actions.  Marijuana, 
like  alcohol,  does  not  alter  the  basic  per- 
sonality, but  by  relaxing  inhibitions  it  may 
permit  antisocial  tendencies  which  were 
formerly  suppressed  to  come  to  the  fore. 
Marijuana  itself  does  not  give  rise  to 
antisocial  behavior.  The  authors  found 
no  evidence  to  suggest  that  the  continued 
use  of  marijuana  is  a steppingstone  to  the 
use  of  opiates,  and  they  further  stated 
that  prolonged  use  of  the  drug  does  not 
lead  to  physical,  mental,  or  moral  degenera- 
tion. Nor  have  the  writers  observed  any 
permanent  deleterious  effects  from  its 
continued  use. 9 

Whether  or  not  hallucinations  are  said  to 
occur  under  the  influence  of  marijuana 
varies  with  the  reporter.  Hallucinations  as 
such  probably  do  not  occur,  because  dis- 
tortions of  actual  objects  are  visualized. 
The  objects  were  there  and  did  not  arise 
de  novo  in  the  mind  of  the  viewer. 

Throughout  the  years,  many  different 


extracts  have  been  stated  to  be  the  active 
principal  of  the  hemp  plant.  But  recently 
it  has  been  shown  that  the  tetrahydrocan- 
nabinols  constitute  the  activity  of  the  plant 
itself  and  of  the  extracts  prepared  from 
this  plant. 10 

The  effects  of  marijuana  do  not  vary 
qualitatively  with  the  route  of  administra- 
tion, whether  ingested  or  inhaled.  By 
inhalation,  however,  the  effects  are  very 
prompt,  almost  immediate.  By  ingestion 
they  appear  within  one  half  to  one  and  a 
half  hours  and  reach  their  maximum  from 
three  and  a half  to  five  hours  and  are 
entirely  gone  by  seven  hours.10 

Legal  regulations 

The  medical  literature  of  marijuana  is 
contradictory.  The  description  of  the  drug 
varies  from  one  which  is  habit-forming  and 
which  with  constant  use  is  as  harmful  as 
morphine,  to  one  which  almost  is  com- 
pletely innocuous  with  stimulation  like 
that  of  alcohol.  It  has  been  claimed  and 
also  denied  that  the  continued  use  of 
marijuana  produces  mental  deterioration. 
A marijuana  bill  was  passed  by  the  United 
States  Congress  in  1937.  Marijuana  is 
defined  in  this  bill  as  any  part  of  the  hemp 
plant  or  extract  therefrom  which  induces 
somatic  and  psychic  changes  in  man. 
The  regulations  and  penalties  in  this  bill 
for  the  use  and  distribution  of  marijuana 
are  as  great  as  those  imposed  for  the  use 
and  sale  of  morphine  and  heroin.5  Most 
states  have  control  of  marijuana  usage 
under  the  Uniform  Narcotic  Drug  Act 
passed  by  those  states.  Marijuana  users 
may  be  admitted  to  the  Lexington  and 
Fort  Worth  narcotics  hospitals.  It  is  the 
considered  opinion  of  this  author  that 
the  excessive  penalties  meted  out  to 
marijuana  users  is  an  important  cause  of  the 
epidemic  of  marijuana  usage  in  our  colleges 
today.  All  students  since  college  life  began 
have  favored  forbidden  activities  and  un- 
popular causes,  and  marijuana  usage  is 
just  another  forbidden  activity. 

Even  though  it  may  be  true  that  mari- 
juana usage  does  not  lead  to  true  addiction, 
to  tolerance,  to  its  own  type  of  psychosis, 
or  to  dependence,  it  still  can  be  misused  by 
certain  types  of  personalities,  and  under 
these  circumstances  serious  results  can 
occur.  Therefore,  misuse  should  be  dis- 
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couraged.  This  cannot  be  accomplished 
by  legislation,  any  more  than  alcohol  usage 
could  be  stopped  in  this  manner.  Mari- 
juana usage  may  be  reduced  by  education, 
especially  at  the  college  level.  If  students 
in  small  groups  could  see  documentary 
motion  pictures  of  the  visual  distortions, 
disorganization  of  time  and  space,  in- 
voluntary laughter,  and  the  panic  and  fear 
of  impending  death  that  sometimes  occurs, 
they  may  not  find  these  sensations  to  their 
liking.  The  students  should  be  able  to 
discuss  the  benefits  and  deficits  of  mari- 
juana. 

The  fact  that  in  some  cultures  extracts 
of  the  hemp  plant  have  been  used  without 
serious  effects  for  more  than  a thousand 
years  must  mean  that  there  is  a right  way 
and  a wrong  way  to  use  this  potent  sub- 
stance. The  student  may  then  properly 
decide  that  in  our  culture  marijuana  usage 


Promethazine  during  labor 
not  cause  of  neonatal  jaundice 

The  possible  relationship  between  prometh- 
azine (Phenergan)  in  obstetric  anesthesia 
and  jaundice  in  the  neonate  has  been  studied 
by  several  investigators  who  found  that  this 
drug  did  not  increase  the  incidence  of  neonatal 
jaundice  in  term  infants.  There  was,  however, 
uncertainty  about  premature  infants.  A study, 
conducted  by  R.  A.  Diamond,  M.D.,  C.  A. 
Tietz,  M.D.,  and  W.  N.  Spellacy,  M.D.,  and 
reported  in  Minnesota  Medicine,  did  not  demon- 
strate any  increase  in  serum  bilirubin  levels  of 


has  a very  small  place  in  the  scheme  of 
things. 

161  Rugby  Road 
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infants  whose  mothers  had  received  this  drug 
while  in  labor. 

In  the  study  were  245  patients  in  active  labor 
admitted  over  a period  of  eight  months  plus  a 
control  group.  Between  the  thirtieth  and 
sixty-sixth  hours  of  life,  a blood  sample  was 
obtained  from  all  the  newborn  infants.  The 
serum  bilirubin  was  determined  on  these 
samples,  and  the  completed  data  sheets  re- 
corded the  drug  used,  the  elapsed  period  from 
drug  injection  to  delivery,  the  infant  birth 
weight,  and  the  neonatal  bilirubin  level. 

There  were  no  significant  differences  between 
the  bilirubin  levels  of  the  control  group  of  in- 
fants and  those  whose  mothers  had  taken  the 
mentioned  drug. 
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e were  returning  from  lunch  when 
out  of  the  corner  of  my  eye  I saw  a 
woman  across  the  street  fall  and  heard 
the  dull,  sickening  thud  of  a head  hitting 
concrete.  The  two  women  who  had  been 
walking  with  her  hovered  uncertainly,  not 
knowing  what  to  do.  We  ran  across  the 
street  and  suggested  that  an  ambulance 
be  called.  One  of  the  women  rushed  inside 
the  bank  to  make  the  call,  and  after  a delay 
of  some  five  minutes  that  seemed  like  an 
hour,  she  emerged  frantically  crying  that 
the  bank  would  not  permit  her  to  call  an 
ambulance.  My  companion  placed  the 
call  elsewhere.  I went  into  the  bank,  con- 
fronted the  manager,  and  asked  if  it  was 
true  that  permission  had  been  denied  to 
make  an  emergency  phone  call.  He  told 
me  that  it  had  and  asked  what  business 
it  was  of  mine.  Later  we  learned  that  the 
woman  had  died  of  a heart  attack. 

I was  scheduled  to  talk  to  a law  class 
about  the  “Needed  Reform  of  New  York 
Divorce  Law.”  Instead,  I spoke  about 
the  good  Samaritan  doctrine. 

The  parable  of  the  good  Samaritan  has 
been  the  subject  of  recent  comment  and 
discussion  because  of  several  widely  pub- 
licized examples  of  wanton  indifference, 
such  as  the  nonintervention  of  the  burghers 
of  Queens  in  the  brutal  slaying  of  Kitty 

* Reprinted  from  the  American  Bar  Association  Journal 
52:  223  (Mar.)  1966. 


Genovese.  Although  it  is  true  that  in 
any  society  there  are  those  who  turn  deaf 
ears  when  the  bell  tolls,  in  our  time  the 
refusal  to  get  involved  takes  on  a special 
malevolence.  For  in  the  atomic  age  and 
in  an  America  undergoing  social  ferment, 
an  autistic  withdrawal  from  mutual  con- 
cern seems  singularly  inappropriate,  even 
though  fear  of  the  bomb  or  of  integration 
predictably  is  bound  to  occasion  an  am- 
bivalence that  shows  itself  in  both  together- 
ness and  isolation.  Current  pressures  are 
such  that  most  of  us  profess  to  believe  that 
we  must  be  our  brother’s  keeper  so  that 
we  may  survive.  We  are  shocked  by  the 
more  egregious  examples  of  calloused  in- 
difference. 

The  problem  of  the  extent  to  which  law 
implements  morality  by  imposing  a legal 
duty  to  save  damsels  or  others  in  distress 
has  been  a perennial  topic  for  jurisprudence. 
Over  a hundred  years  ago,  when  he  was 
discussing  the  proposed  Indian  Code  in 
1838,  Lord  Macaulay  argued  in  behalf  of 
individualism  and  against  making  mere 
apathy  illegal.  He  posed  the  hypothetical 
case  of  the  specialist  who  for  no  good  reason 
refuses  to  travel  from  Calcutta  to  Meerut 
to  save  a life  only  he  could  save.  Macaulay 
concluded  that  the  physician  should  be  free 
to  reject  a patient  for  any  reason,  and  that 
there  should  be  no  legal  duty  imposed  in 
the  absence  of  a prior  contract  for  services. 

That  contentious  utilitarian,  Jeremy 
Bentham,  disagreed  with  Macaulay  and 
urged  that  there  should  be  a legal  duty  to 
aid  those  in  extreme  peril  when  there  was 
no  danger  or  great  inconvenience  to  the 
rescuer.  The  extreme  individualistic  phi- 
losophy of  the  last  century  prevailed,  how- 
ever, and  Bentham’s  humanitarianism  gen- 
erally was  rejected  by  the  common  law. 

Legal  distinctions  between  malfeasance 
and  nonfeasance,  mere  nondisclosure  as 
contrasted  with  active  concealment  and 
special  duties  arising  from  contract  or 
prior  relationship,  became  characteristic 
of  our  criminal  and  tort  law.  Although 
there  was  an  abortive  attempt  to  codify 
Bentham’s  concept  of  legal  duty  in  Liv- 
ingston’s Draft  Code  for  Louisiana,  and 
some  states  have  hit-and-run  drivers 
statutes  requiring  emergency  first  aid  to 
highway  victims,  for  the  most  part  Macau  • 
lay’s  dichotomy  between  legal  and  moral 
duty  remains  entrenched  in  the  common 
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law,  except  as  ameliorated  by  an  expansion 
of  those  categories  deemed  to  involve  a 
contractual  or  other  duty  arising  from  legal 
relationship. 

For  example,  a shipowner  has  a legal 
duty  to  try  to  save  a man  washed  over- 
board, a relative  has  a duty  to  feed  and 
care  for  an  incapacitated  relation  in  the 
home,  and  a lifeguard  has  a duty  to  try 
to  save  a drowning  patron  at  the  beach. 
However,  as  yet  there  is  no  similar  legal 
duty  to  rescue  or  care  for  strangers,  al- 
though a few  years  ago  Cardozo  predicted 
this  would  become  the  law. 

The  civil  law  of  several  European 
countries  has  renounced  the  inducement 
to  indifference  that  is  indigenous  to  our 
individualistic  common  law.  For  example, 
the  French  Civil  Code  imposes  criminal 
sanctions  against  any  person  convicted 
of  “voluntarily  abstaining  from  giving 
assistance  to  a person  in  danger  that, 
without  risk  for  himself  or  others,  he  could 
have  given  either  by  personal  action  or  by 
calling  for  help.”  Recently,  a French 
physician  was  prosecuted  under  this  statute 
when  he  refused  to  get  up  late  at  night  to 
treat  a wounded  man.  The  reaction  of 
the  local  French  medical  society  was  to 
threaten  a strike  if  the  physician  was  con- 
victed. This  esprit  de  corps  should  be 
compared  with  the  reaction  of  the  Kings 
County  Medical  Society,  which  in  a similar 
situation,  when  a Brooklyn  physician  re- 
fused to  treat  a wounded  postman,  dis- 
ciplined the  physician  by  suspending  him 
from  the  society. 

It  should  be  noted  that  civil  law  statutes, 
such  as  the  French  code,  go  beyond 
Bentham’s  proposal  in  that  risk  or  danger 
is  the  only  justification  for  failure  to  re- 
spond; Bentham’s  qualification  as  to 
serious  inconvenience  is  ignored.  How- 
ever, such  an  exception  might  be  raised 
by  judicial  gloss  in  a case  like  Macaulay’s, 
in  which  the  physician  refuses  to  travel. 

The  cases  of  the  unresponsive  physicians 
show  that  the  attitude  of  not  wanting  to 
get  involved  is  not  limited  to  the  burghers 
of  Queens  but  cuts  across  class  lines  and 
exists  even  among  members  of  the 
“helping”  professions,  which  supposedly 
are  dedicated  to  the  service  of  humanity. 
Presumably,  both  the  French  and  the 
Brooklyn  physician  had  taken  the  Hip- 
pocratic oath.  Perhaps,  they  were  but 


human  enough  to  permit  prevailing  social 
values  to  overcome  their  professional  com- 
mitments. 

To  some  extent,  urbanization  perforce 
generates  indifference.  There  simply  are 
too  many  people  and  problems  to  get  in- 
volved with.  But  beyond  that,  there  also 
is  an  element  of  pseudosophistication,  of 
being  wary  and  chary,  and  of  being  on 
guard  against  imposition  and  fraud.  The 
collegiate  indifference  to  matters  political 
during  the  1950’s  is  another  manifestation 
of  this  sang-froid,  lack  of  empathy,  and 
refusal  to  identify  oneself  with  problems 
and  people.  “Play  it  safe”  and  avoid  con- 
troversy. For  a decade  or  more,  this 
seemed  to  be  the  quickest  and  surest  route 
to  success  in  the  real  world. 

Because  physicians  and  lawyers  live  in 
a larger  society,  it  should  come  as  no 
surprise  that  insouciance  in  virulent 
form  is  not  exclusively  the  curse  of  the 
working  classes.  It  merely  produces  a 
greater  shock  because  of  the  disparity 
between  professional  ideals  and  the  record 
of  performance.  Professionally  speaking, 
physicians  and  lawyers  are  supposed  “to 
care.”  They  have  entered  hazardous  pro- 
fessions in  which  one  doesn’t  play  it  safe 
but  is  willing  to  sacrifice  self  for  patient 
or  client.  There  are  many  good  Samari- 
tans in  each  profession,  but  there  remains 
too  large  a gap  between  professional  ideals 
and  practice.  Further  education  in  pro- 
fessional responsibility  is  urgently  needed. 
If  a higher  level  of  professional  responsi- 
bility is  attained,  it  is  hoped  that  it  will 
influence  and  affect  the  larger  society  so 
that  nonprofessionals  also  will  show  con- 
cern for  their  fellow  men  during  these 
critical  times  when  lack  of  moral  respon- 
sibility may  sow  the  seeds  of  calamity. 

Unpopular  causes 
and  the  lawyer's  duty 

The  sin  of  “not  caring”  is  present  in  the 
legal  profession  when  lawyers  refuse  clients 
who  have  just  but  unpopular  causes.  Re- 
jection of  these  cases  is  occasioned  by  fear. 
The  real  or  imagined  danger  is  loss  of 
prestige,  income,  or  valuable  time.  Al- 
though the  traditions  of  the  lawyer  in- 
clude many  examples  of  courageous  ad- 
vocacy in  the  cause  of  unpopular  clients, 
of  late  the  willingness  of  a Wendell  Willkie 
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or  a Charles  Evans  Hughes  to  defend  left- 
wingers has  provoked  professional  acclaim 
and  popular  denunciation.  This  service 
should  not  be  viewed  as  remarkable  but 
accepted  as  the  fulfillment  of  professional 
responsibility. 

John  Adams  did  not  hesitate  to  defend 
the  British  soldiers  involved  in  the  Boston 
Massacre,  and  Alexander  Hamilton  repre- 
sented English  Loyalists,  thus  exemplifying 
for  the  American  Bar  the  fortitude  of  Coke, 
who  told  King  James  he  was  under  God 
and  the  law.  Lord  Brougham  perpetuated 
the  tradition  in  England  when  he  risked 
the  vengeance  of  King  George  IV  and 
defended  Queen  Caroline  in  her  divorce 
case  before  the  House  of  Lords.  The 
lawyer’s  devotion  to  his  client’s  cause  may 
require  him,  in  Lord  Brougham’s  words, 
to  be  “reckless  of  the  consequences”  that 
such  service  entails. 

The  canons  of  professional  ethics  ad- 
monish the  lawyer  that  “No  fear  of  judicial 
disfavor  or  public  unpopularity  should 
restrain  him  from  the  full  discharge  of  his 
duty,”  and  although  he  ordinarily  is  free 
to  accept  or  reject  a particular  case,  “he 
ought  not  to  ask  to  be  excused  for  any 
trivial  reason”  from  defending  an  indigent 
client  whose  defense  is  assigned  to  him 
by  the  court.  As  distinguished  from  medi- 
cal ethics,  which  permit  the  physician  to 
choose  whom  he  will  treat,  a court-assigned 
lawyer  may  be  compelled  to  accept  an 
assigned  case  unless  he  has  good  and  suf- 
ficient legal  justification  for  his  refusal. 

The  high  standards  of  public  service 
imposed  by  canons  of  ethics  and  tradition, 
although  accepted  by  lawyers,  are  not 
always  fulfilled.  In  part  this  is  because 
current  cynicism  identifies  the  lawyer 
with  his  client  or  his  client’s  cause.  Un- 
informed or  misinformed  public  opinion 
creates  an  occupational  hazard  to  the 
lawyer  who  conscientiously  performs  his 
professional  duty.  With  notable  excep- 
tions, the  communications  media  do  little 
to  dispel  the  popular  identification  of 
lawyer  with  client. 

Unless  courts  and  bar  associations  adopt 
strong  measures  to  protect  the  lawyer  and 
his  reputation  and  newspapers  co-operate, 
the  defense  of  Communists  or  other  un- 
popular clients  may  wreck  a lawyer’s 
career.  Unfortunately,  in  too  many  Amer- 
ican communities,  alleged  subversive  clients 


have  encountered  difficulty  in  securing 
lawyers  to  represent  them,  and  but  a few 
bar  associations,  such  as  those  in  New  York 
City  and  Philadelphia,  have  devised  pro- 
tections for  the  lawyer  who  performs  what 
may  be  his  unpleasant  professional  duty. 
A reasonable  fear  of  public  displeasure 
has  led  many  lawyers  to  shun  these  cases, 
which  then  by  default  go  to  less  competent 
lawyers  who  may  or  may  not  have  ideo- 
logic rapport  with  the  clients  they  serve. 

In  matrimonial  and  criminal  law,  there 
are  additional  factors  that  induce  reluc- 
tance to  become  professionally  involved. 
Although  the  trend  toward  specialization 
is  an  element  in  many  instances,  more 
significant  is  the  prestige  factor.  The 
corporate  lawyer  and  even  the  general 
practitioner  may  regard  the  criminal  and 
divorce  courts  as  unsuitable  arenas  for 
distinguished  counsel.  They  may  not  care 
to  get  involved  with  the  wrong  kind  of 
people  or  to  handle  messy  cases.  Pro- 
fessional prestige  might  suffer.  Again, 
the  practical  consequence  is  that  all  too 
often  criminal  and  divorce  cases  go  by  de- 
fault to  small  segments  of  the  Bar,  and 
these  coteries  develop  an  extralegal  know- 
how that  consists  of  jockeying  cases  before 
the  right  judge,  copping  a plea,  or  making 
a deal. 

Thus,  to  a considerable  extent,  there  has 
been  a stratification  of  the  law  practice 
so  that  in  most  American  cities,  lawyers 
of  varying  competence  are  available  to 
different  social  classes.  Although  there 
are  many  notable  exceptions  to  this 
phenomenon  and  the  size  of  the  locale 
may  be  important,  there  is  considerable 
truth  to  the  common  observation  that  it  is 
the  rich  who  get  the  best  lawyers  money 
can  buy.  Even  a Louis  Brandeis,  it  may 
be  noted,  as  a lawyer  made  public  service 
only  his  avocation. 

Economic  determinism  is  not  limited 
to  the  law,  however.  As  August  B.  Hol- 
lingshead  and  Frederick  C.  Redlich  pointed 
out  in  1958  in  Social  Class  and  Mental 
Illness,  the  problem  is  acute  as  to  mental 
illness  and  social  class.*  Moreover,  my 
generalization  loses  force  when  the  smaller 
communities  and  the  sole  practitioner  are 
considered. 

* Redlich,  F.  C.:  Social  Class  and  Mental  Illness,  New 
York,  John  Wiley  & Sons,  Inc.,  1958. 
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There  are  two  recent  developments  that 
inevitably  will  shape  and  affect  the  practice 
of  law.  First,  the  Supreme  Court’s  de- 
cision in  Gideon  v.  Wainwright,  372  U.S. 
335  in  1963  will  bring  more  and  better 
lawyers  into  the  criminal  courts.  Second, 
the  war  against  poverty  program  entails 
the  establishment  of  community  clinics 
that  will  provide  legal  and  social  services. 
The  right  to  counsel,  it  may  be  assumed, 
includes  the  right  to  competent  and  ef- 
fective counsel,  for  otherwise  the  right  is 
meaningless.  Better-trained  lawyers  will 
be  in  great  demand,  and  the  traditional 
charity  service  of  legal  aid  societies  will 
be  inadequate  for  the  task.  Obviously, 
professional  values  and  attitudes,  the  caste 
system,  and  the  practice  of  law  will  undergo 
a dramatic  change,  and  even  greater  public 
service  will  be  required  from  established 
firms  as  well  as  sole  practitioners. 

While  the  fear  of  loss  of  professional 
prestige  and  the  danger  of  incurring  identi- 
fication with  a client  to  some  extent  inhibits 
some  lawyers  from  representing  some  po- 
tential clients,  a major  revolution  is  taking 
place  that  will  occasion  fundamental 
changes  in  the  practice  of  law  and  legal 
representation  for  indigent  persons.  There 
appears  to  be  no  such  imminent  change  in 
the  medical  profession.  At  the  moment, 
physicians  as  a group  are  enjoying  un- 
precedented prosperity  and  social  prestige, 
but  at  the  same  time  they  are  among  the 
chief  victims  of  the  malaise  of  indifference. 
As  with  lawyers,  fear  seems  to  be  the  pre- 
cipitating cause  of  most  departures  from 
professionally  indicated  good  Samaritan- 
ship. 

Lexphobia  has  increased  among  physi- 
cians in  direct  proportion  to  the  rise  in 
their  income  and  volume  of  patients. 
In  large  measure  this  fear  is  irrational, 
unscientific,  unprofessional,  and  the  product 
of  fantasy  and  old  wives’  tales.  But 
because  the  doctor  has  so  much  to  lose, 
the  imagined  danger  becomes  greater,  and 
assurances  that  risks  are  minimal  have  not 
been  effective.  Four  examples  of  “not 
wanting  to  get  involved”  have  been  selected 
for  comment,  and  each  involves  a common 
failure  on  the  part  of  some  physicians  to  do 
what  professional  responsibility  clearly 
indicates. 

The  first  example  is  that  of  the  physician 
out  for  a Sunday  drive  who  refuses  to  stop 


to  give  emergency  first  aid  to  an  accident 
victim  on  the  highway.  Legend  has  it  that 
many  physicians  have  had  to  pay  exorbitant 
judgments  in  malpractice  actions  arising 
from  these  circumstances.  The  facts  are 
that  as  of  1963,  the  Legal  department  of  the 
American  Medical  Association  reported  that 
not  only  were  there  no  cases  of  such  mal- 
practice judgments  against  physicians,  but 
also,  that  the  major  insurance  companies 
reported  there  had  been  no  claims  or  set- 
tlements. 

Nonetheless,  a paranoid  fear  led  to  the 
enactment  of  “good  Samaritan”  laws  in 
some  thirty  states,  although  they  were  re- 
jected in  eight  states,  and  the  Governor 
of  Illinois  vetoed  such  a measure.  Pub- 
lication of  these  facts  in  the  Journal  of  the 
American  Medical  Association  and  in  the 
July  27,  1964,  issue  of  Medical  Economics 
has  had  no  noticeable  effect  in  eradicating 
the  fear.  Doubts  as  to  constitutionality 
have  not  hampered  legislative  enactment, 
except,  perhaps,  in  Colorado,  where  a 
physician-member  of  the  legislature  per- 
suaded his  colleagues  that  a special  statute 
was  unnecessary. 

Since  the  common  law  is  solicitous  of 
rescuers  and  takes  into  account  emergency 
situations,  there  must  be  extreme  pro- 
fessional incompetence,  usually  shown  by 
the  testimony  of  expert  medical  witnesses, 
before  the  bungling  good  Samaritan  can 
be  held  legally  accountable.  Without 
statutory  protection  or  immunity,  the 
competent  physician  is  already  fully  pro- 
tected, and  none  has  ever  been  held  liable 
for  damages  in  the  hypothetical  situation. 

Perhaps  it  is  unnecessary  to  comment  on 
the  character  of  a legislative  process  that 
without  study  or  inquiry  into  facts  auto- 
matically responds  to  the  pressure  and 
lobbying  of  uninformed  or  fearful  men 
seeking  a privileged  position.  The  only 
merit  to  these  “good  Samaritan”  laws  is  the 
possible  placebo  effect.  It  may  be  that 
some  physicians,  heretofore  unwilling  to 
assume  their  professional  and  humane 
responsibility,  now  will  be  stimulated  to 
do  so. 

This  result  is  highly  desirable,  hence 
these  laws  may  be  partially  justified  on 
pragmatic  grounds,  but  the  special  legis- 
lation inferentially  both  insults  the  profes- 
sional integrity  of  physicians  and  serves  as 
a monument  to  paranoid  fear. 
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Child-abuse  cases  bring  legislation 

The  second  example  of  medical  irre- 
sponsibility is  that  of  the  “battered  child 
syndrome.”  Here,  however,  more  is  in- 
volved than  fear  of  malpractice  liability, 
although  again  lexphobia  is  part  of  the 
cause.  Moreover,  as  in  the  case  of  the 
“good  Samaritan”  statutes,  special  legisla- 
tion has  been  proposed  and  enacted  in 
several  states  to  induce  physicians  and 
hospitals  to  discharge  professional  obliga- 
tions. By  the  fall  of  1966,  all  but  one 
state  had  passed  child-abuse  legislation, 
four  bills  had  been  rejected,  and  one  had 
been  vetoed.  The  purpose  behind  such 
legislation  is  to  require  physicians  and 
hospitals  to  report  suspected  cases  of  child 
abuse  to  designated  authorities,  in  return 
for  which  immunity  against  suit  is  con- 
ferred. 

Legislation  was  believed  to  be  necessary 
because  many  abuse  cases  had  gone  un- 
reported, and  it  was  assumed  that  fear  of 
liability  was  the  reason  physicians  and 
hospitals  failed  to  report  even  cases  in 
which  the  child’s  life  might  be  in  danger  if 
he  were  returned  to  his  home.  Initially, 
the  Children’s  Bureau  of  the  Department 
of  Health,  Education,  and  Welfare  drafted 
a model  act  requiring  reports  of  suspected 
abuse  to  be  made  to  police  or  legal  author- 
ities. It  was  found  later  that  flagrant 
cases  were  still  unreported,  and  it  was  de- 
termined that  physicians  and  hospitals 
might  be  more  co-operative  if  the  reports 
went  to  health  departments  or  other  non- 
legal  public  agencies. 

Obviously,  there  are  many  complicated 
factors  involved  in  reporting  suspected 
cases  of  child  abuse  to  authorities.  It  is 
understandable  and  proper  that  the  medical 
profession  would  have  great  reluctance  in 
making  serious  charges  against  parents  or 
guardians.  However,  there  is  good  evi- 
dence that  clear  cases  of  child  abuse  went 
unreported.  The  clue  to  the  motivation 
against  getting  involved  lies  in  the  dif- 
ference between  the  public  agencies  selected 
as  recipients  for  the  reports.  Physicians 
and  hospitals  evidence  a more  co-operative 
attitude  if  required  to  report  to  a nonlegal 
agency,  and  the  reason  is  the  assumption 
that  there  will  be  less  encroachment  on 
medical  time.  In  the  child-abuse  situa- 
tion, there  not  only  is  a fear  of  liability 


but  also  a fear  of  the  loss  of  valuable  time 
and  perhaps  the  expression  of  a determina- 
tion not  to  get  involved  with  the  police  or 
legal  authorities. 

Here  again,  the  fear  of  liability  is  un- 
founded. In  the  absence  of  statute,  the 
report  of  a physician  or  hospital  as  to 
suspected  cases  of  child  abuse  to  proper 
authorities  is  privileged,  and  if  the  report 
is  made  in  good  faith,  even  though  in  error, 
the  reporter  will  not  be  liable.  As  for  loss 
of  time,  while  it  is  true  that  physicians 
and  hospital  staffs  may  make  best  use  of 
valuable  time  in  medical  work,  it  remains 
true  that  a failure  to  report  may  enhance 
a substantial  risk  of  further  injury  to  or 
death  of  the  abused  child.  Professional 
responsibility  to  the  patient  clearly  re- 
quires that  reports  be  made.  However, 
well-drafted  child-abuse  legislation  should 
impose  a duty  to  report  and  a correlative 
immunity  not  only  on  physicians  and  hos- 
pitals but  also  on  all  others  who  are  likely 
to  come  into  contact  with  the  problem. 

Other  examples  from 
the  medical  profession 

Two  other  examples  of  medical  timidity 
or  professional  indifference  involve  pri- 
marily a fear  of  loss  of  reputation,  al- 
though lexphobia  is  also  present.  These 
are  abortions  and  the  treatment  of  drug 
addicts. 

There  is  no  doubt  that  physicians  and 
hospitals  frequently  refuse  to  perform 
medically  indicated  abortions  that  would 
be  perfectly  legal  because  of  fear  of  pos- 
sible criticism,  censure,  or  harassment  from 
certain  religious  pressure  groups.  There 
also  may  be  an  ambivalence  regarding  the 
moral  and  ethical  issues  involved  in  abor- 
tion and  an  uncertainty  as  to  what  really 
may  be  the  best  interests  of  the  patient. 
But  the  fact  remains  that  arbitrary  quotas 
for  abortions  are  sometimes  established, 
and  some  patients  are  not  aborted  when 
there  is  little  or  no  doubt  that  abortion 
is  clearly  indicated.  In  abortions  the 
medical  profession  is  faced  with  a problem 
comparable  to  that  of  the  legal  profession 
in  the  representation  of  unpopular  clients; 
overcaution  is  induced  by  some  of  the 
same  considerations,  and  the  practical 
solution  may  be  similar.  A medical  con- 
sensus as  to  the  need  for  abortion  should 
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be  a complete  protection,  and  the  operation 
should  be  performed  without  regard  for 
the  dogmatism  of  special  interest  groups. 
The  risk  of  criminal  prosecution  is  virtually 
nonexistent,  for  no  physician  after  con- 
sulting with  competent  colleagues  has  been 
convicted  for  criminal  abortion  in  the 
United  States. 

The  treatment  of  drug  addicts  involves 
additional  considerations.  The  physician’s 
fear  of  litigation  has  a factual  basis  be- 
cause of  the  history  and  “cop  mentality” 
of  the  Federal  Bureau  of  Narcotics.  Al- 
though the  Supreme  Court  has  made  it 
clear  that  a physician  legally  may  give 
drugs  to  an  addict  when  medically  justified, 
Federal  agents  have  distorted  and  con- 
fused the  law  and  have  prosecuted  and 
obtained  lower  court  convictions  that  are 
not  in  accord  with  the  law  as  interpreted 
by  the  Supreme  Court.  The  physician’s 
fear  of  possible  prosecution  has  a sound 
basis,  and  it  would  take  a courageous  if  not 
heroic  physician  to  defy  the  bureaucrats 
and  to  follow  the  law  by  giving  profession- 
ally indicated  treatment  to  drug  addicts. 

The  change  in  the  public  attitude  toward 
addiction  and  the  recognition  that  it  is  a 
medical  as  well  as  a legal  problem  may 
result  in  greater  freedom  for  the  physician 
to  follow  his  medical  judgment,  but  a 
physician  with  a martyr’s  complex  may  be 
required  to  overcome  the  questionable 
police  measures  dictated  by  the  Bureau 
of  Narcotics.  We  can  hardly  blame  phy- 
sicians for  not  assuming  this  risk,  but  we 
may  hope  that  some  medical  hero  even- 
tually will  lead  the  fight  to  establish  once 
and  for  all  the  legal  right  to  give  drug 
addicts  such  treatment  as  is  medically 
indicated. 

Conclusion 

It  is  not  our  intention  to  leave  an  in- 
ference that  it  is  socially  desirable  to  make 


persons  into  reluctant  Santa  Clauses.  Nor 
do  we  single  out  lawyers  and  physicians 
as  aggravated  cases  of  priests  and  Levites. 
The  virtue  of  being  a good  Samaritan 
may  be  that  virtue  is  its  own  reward. 
To  coerce  good  Samar itanship  in  some 
measure  is  to  destroy  virtue.  On  the 
other  hand,  wanton  indifference  and  cal- 
lousness in  the  face  of  human  need  and 
suffering  is  antisocial  and  in  some  instances 
should  be  illegal. 

By  definition,  public  service  distin- 
guishes a profession  from  a business. 
Because  of  their  social  status  and  leader- 
ship, lawyers  and  physicians  are  in  a posi- 
tion to  advance  civilization  or  to  precipitate 
our  decline  into  the  law  of  the  jungle.  The 
need  for  professional  attitudes  and  con- 
duct has  never  been  greater,  and  the 
momentum  of  current  social  evolution  is 
such  that  we  cannot  ponder  these  issues  at 
our  leisure.  The  moral  and  ethical  prin- 
ciples implicit  in  the  parable  of  the  good 
Samaritan  already  have  been  adopted  by 
our  professions.  Primarily  it  is  the  task  of 
professional  societies  to  see  to  it  that  these 
ideals  are  implemented  within  the  pro- 
fessions. 

If  lawyers  and  physicians  do  get  involved 
with  ministering  to  the  needs  of  people, 
regardless  of  the  personal  risk,  the  example 
will  have  educational  value  for  the  rest  of 
the  population.  Human  nature  is  such 
that  there  always  will  be  priests  and  Levites, 
but  we  may  reasonably  expect  and  even 
demand  that  lawyers  and  physicians  be 
good  Samaritans.  They  already  have 
sworn  to  be  such. 

As  a matter  of  fact,  as  citizens  and 
participants  in  the  social  compact,  all  of 
us  are  committed  to  the  ethic  of  good  Samar- 
itanship,  and  it  should  not  take  a war  or  the 
assassination  of  a President  to  remind  us 
how  highly  that  ethic  is  valued  and  to  im- 
press us  with  the  imperative  need  that  we 
implement  it  in  our  daily  lives. 
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Serenadings  by  a “Camp  Cat”  (Fifth  Day:  The  Great  Hoax) 


Neither  artifice  nor  stimulation  was  necessary 
to  get  Ole  Doc  started  on  this  our  fifth  day. 
As  a matter  of  fact,  after  breakfast,  when  I 
entered  the  living  room,  I found  him  pacing  the 
floor,  and  he  did  not  give  me  a chance  either  to 
say  good  morning  or  to  get  seated  before  starting 
off. 

“I  suppose  you  figure  I must  have  gone  stir 
crazy  to  sound  off  as  I did  last  night,  particu- 
larly to  a bunch  of  hard  heads  with  preconceived 
ideas  and  prejudices.  Truthfully,  I just 
couldn’t  help  it.  When  I realized  they  were 
not  just  overlooking  the  underlying  problem 
but  were  not  even  aware  there  was  one,  I blew 
my  top.  Still,  I shouldn’t  condemn  our  fellow 
campers  when  even  the  experts  ignore  the  press- 
ing need  of  man  to  learn  to  live  with  man  and  are 
oblivious  to  the  importance  of  attacking  the 
situation  at  a grass-roots  level. 

“Oh,  sure.  I know  there  are  millions  of 
words  published  every  year  in  both  the  psychi- 
atric and  psychological  literature,  not  to 
mention  the  plethora  of  semiprofessional  and 
amateur  excrescences  appearing  in  the  popular 
press  about  proper  and  improper  psychological 
attitudes;  but  most  of  such  articles  abjure 
consideration  of  the  individual  whom  for  want 
of  a better  term  we  call  normal,  except,  of 
course,  for  their  persistent  and  vicious  cam- 
paign designed  to  frighten  parents  as  to  their 
ability  to  be  parents. 

“The  comparatively  few  who  do  consider 
the  problem  of  interpersonal  relations  offer  the 
same  old  three- thousand-year  advice,  namely, 
the  answer  lies  in  understanding  one’s  self. 
No  matter  that  the  philosophy  of  self-under- 
standing has  shown  no  tangible  results  since  the 
heyday  of  the  Oracle  of  Apollo  at  Delphi; 
the  experts  continue  to  plug  it,  and  some  are 
brash  enough  to  coin  self-administering  tests 
which  they  have  the  temerity  to  claim  will 
provide  an  individual  with  self-understanding 
and  provide  a short  cut  to  self-analysis. 

“As,  for  myself,  I do  not  remember  ever 
meeting  anyone  who  understood  himself.  I 
suppose  there  must  be  a few  who  gain  a glimmer, 
otherwise  it  would  be  difficult  to  account  for 
many  suicides.  However,  in  my  experience, 
those  who  claim  to  understand  self  have  just 
created  an  illusional  second  false  face  to  present 
to  themselves  as  a supplement  to  the  primary 
one  they  exhibit  to  the  world  about  them. 

“In  any  event,  we  need  not  belabor  the  issue, 
for  even  admitting  the  possibility  and  practi- 
cality of  self-understanding,  it  must  be  an  ex- 
ercise of  looking  inward;  and  to  find  the  answer 


of  man  living  reasonably  harmoniously  with  his 
fellow  man  patently  requires  looking  outward. 
So  the  answer  must  be  found  in  man  learning  to 
understand  other  men,  not  himself.  He  must 
learn  to  think  in  terms  of:  Why  did  he  do  that? 
and  not  Why  did  he  do  that  to  me? 

“There  is  evidence  of  the  success  of  this  ap- 
proach all  about  us.  When  we  have  special 
knowledge  of  another’s  experiences  and  at- 
titudes, then  we  have  no  difficulty  in  discounting 
behavior  that  otherwise  we  might  consider 
noxious,  ridiculous,  selfish,  or  exhibitionistic; 
and  because  we  do  discount  it,  we  do  not  react 
as  we  might  otherwise  have  done  with  resent- 
ment, laughter,  contempt,  or  impatience; 
this,  in  turn,  averts  friction,  hostility,  or  even 
overt  conflict. 

“There  are  some  situations  where  one  intu- 
itively appreciates  the  reason  for  certain  be- 
havior and  so  reacts  accordingly;  but  given 
the  same  situation,  psychologically,  without 
understanding,  the  reaction  is  considerably 
different.  For  instance,  any  woman,  even  a 
fourteen-year-old  baby  sitter,  intuitively  recog- 
nizes the  motivation  when  shortly  after  the 
parents  depart  for  the  evening  the  baby  left 
in  her  charge  begins  to  fuss,  asking  for  a drink 
of  water  and  demanding  other  attention.  The 
sitter  knows  the  youngster  is  neither  ill  nor 
thirsty  but  is  seeking  reassurance,  reassurance 
that  he  is  not  abandoned  and  alone,  reassurance 
that  his  parents  will  return;  and  because  she 
recognizes  the  why  of  his  behavior,  she  provides 
the  reassurance  with  sympathetic  tenderness, 
the  baby  goes  to  sleep,  and  she  thinks  nothing 
more  of  the  incident.  But  let  us  assume  a few 
years  have  passed  and  our  fourteen-year-old 
baby  sitter  is  now  a nurse,  on  night  duty.  On 
this  particular  evening,  a healthy  looking 
adult  male  is  admitted,  scheduled  for  surgery  in 
the  morning.  Shortly  after  midnight  she  is 
summoned  to  his  room,  and  he  complains  the 
pillow  is  too  hard;  she  changes  it,  only  to  be 
called  in  a short  time  with  a complaint  about  the 
room  temperature,  then  later  about  the  tight- 
ness of  the  bed  clothes,  and  yes,  even  for  a fresh 
drink  of  water.  Psychologically  we  have  the 
same  situation,  an  individual  frightened  and 
apprehensive  in  a strange  environment  and 
facing  an  impending  and  terrifying  ordeal; 
but  here  she  does  not  recognize  the  motivation, 
so  she  bristles  as  she  changes  the  pillow,  adjusts 
the  thermostat,  loosens  the  bed  clothing,  and 
brings  him  a glass  of  water;  but  there  is  nary 
a word  of  comfort  or  encouragement,  no 
voluntary  reassurance  about  tomorrow.  In 
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fact,  the  opposite  is  true;  although  she  complies 
with  his  requests,  her  attitude  indicates  she 
considers  them  unnecessary  and  unwarranted. 
She  passes  on  her  resentment  to  her  colleagues, 
tagging  the  patient  as  an  overbearing,  demand- 
ing, and  captious  individual.  Consequently, 
every  nurse  attends  this  patient  with  a pre- 
conceived idea,  and  while  attention  will  be 
efficient,  it  will  be  impersonal  and  delivered 
with  an  air  of  suppressed  resentment  or  mar- 
tyrdom dependent  on  how  the  individual 
nurse  responds  to  one  she  considers  a nagging 
faultfinder.  The  patient  leaves  the  hospital, 
not  only  dissatisfied  but  also  convinced  all 
nurses  are  monsters  and  all  hospitals  aseptic 
caverns  housing  these  modern  dragons. 

“Or  consider  the  situation  when  behavior 
reaction  to  an  obvious  stimulus,  even  when 
touched  with  violence,  causes  observers  little  or 
no  concern,  whereas  the  same  behavior  but 
from  a hidden  stimulus  does  affect  observers  and 
does  evoke  an  emotional  reaction  on  their  part. 
For  instance,  a young  matron  is  hostess  at  a 
tea  party,  when  shortly  before  the  end  of  the 
occasion,  the  door  bursts  open,  and  the  daughter 
of  the  household  tears  into  the  room  crying  and 
holding  out  her  finger  in  which  a splinter  is 
embedded.  The  mother  gets  a needle,  sterilizes 
it,  and  extracts  the  splinter.  As  this  is  done, 
the  youngster  howls,  hauls  off,  and,  kicking  her 
mother  in  the  shin,  cries  ‘I  hate  you,  Mummy.’ 
Now,  what  do  you  suspect  is  the  attitude  of  the 
guests  and  the  mother  herself  to  this  outburst? 
Well,  actually,  there  is  little  or  none;  everyone 
saw  the  splinter,  they  saw  the  mother  take  it 
out,  they  knew  it  hurt,  and  accepted  the  child’s 
behavior  as  an  understandable  reaction  to  the 
pain  inflicted.  As  for  the  mother,  she  just 
leans  forward  and  tousles  the  youngster’s 
hair,  while  saying,  ‘No  you  don’t,  you  are  only 
mad  because  I hurt  you.’ 

“But,  suppose  there  was  no  splinter,  no 
interruption,  and  when  tea  is  over  and  the 
guests  leave,  the  mother  finds  the  little  girl 
playing  tea  with  her  dolls.  She  tells  the 
daughter  that  she  didn’t  realize  she  was  inter- 
ested in  teas,  and  if  she  would  like  it,  the  next 
time  she  holds  a real  tea  party  the  daughter 
may  attend  and  have  tea  with  the  guests.  This 
pleases  the  girl  very  much,  and  they  find  a new 
rapport  in  discussing  this  future  and  indefinite 


social  event.  Months  pass,  then  suddenly, 
the  mother  is  asked  to  be  hostess  for  a tea  party 
for  a visiting  celebrity;  in  the  excitement  and 
press  of  all  the  preparation,  and  beset  by  anxiety 
that  everything  will  be  just  right,  the  mother  for- 
gets all  about  the  daughter  and  the  invitation  to 
tea.  Finally,  the  great  day  arrives  and  all  is 
going  well,  when  suddenly  the  door  is  flung  open 
and  in  dashes  the  little  blonde  bombshell; 
looking  neither  to  the  right  nor  the  left,  she 
darts  straight  for  her  mother,  plants  herself  in 
front,  hauls  off,  and  kicks  her  mother  in  the 
shin  while  shouting,  ‘You  are  a bad  Mummy  and 
I hate  you,  I hate  you!’  Now,  what  is  the  reac- 
tion? Is  it  one  of  indifference?  Far  from  it. 
The  guests  attempt  to  ignore  the  episode,  but 
one  can  detect  the  glint  of  satisfaction  in  their 
eyes  as  they  consider  the  effect  of  describing 
this  behavior;  and  of  course  they  exude  that 
attitude  of  false  sympathy  but  secret  relief 
in  the  realization  that  other  people  have  troubles 
with  their  offspring  too.  As  for  the  mother, 
she  is  aghast  and  in  tears;  there  is  no  tousling 
of  hair  but  rather  a not-too-gentle  expulsion  from 
the  room  while  she  mutters  vague  threats  as  to 
what  will  happen  ‘when  your  father  comes 
home.’ 

“In  both  situations  the  girl’s  behavior  is 
understandable,  but  in  one  the  cause  is  obvious 
to  all,  in  the  second  it  is  not,  and  no  one  makes 
any  effort  to  find  it  but  judges  on  the  basis 
of  the  behavior  itself. 

“In  talking  about  the  fallacy  of  self-under- 
standing, I am  not  discussing  therapeutic 
procedures  used  for  the  mentally  ill;  I am 
talking  about  advice  as  to  healthy  attitudes 
among  those  falling  in  the  category  of  normalcy 
and  particularly  about  an  approach  I believe 
would  improve  interpersonal  relationships,  on  a 
man-to-man  basis.  I am  well  aware  that  ‘know 
thyself’  has  been  a basic  tenet  of  the  philosophy 
of  many  of  the  world’s  great  thinkers,  and  par- 
ticularly of  the  greatest:  Socrates.  Yet  I 
must  confess  to  the  belief  that  if  Socrates  had 
spent  less  time  in  trying  to  understand  himself 
and  more  time  in  trying  to  understand  his 
wife,  perhaps  he  would  not  have  drunk  the 
hemlock  so  willingly  and  Xanthippe  would 
not  have  come  down  through  the  pages  of  history 
as  the  greatest  shrew  who  ever  lived.” 

WRC 


964  New  York  State  Journal  of  Medicine  / April  1,  1967 


Necrology 


Samuel  Stanley  Arluck,  M.D.,  of  New  York 
City,  died  on  January  17,  1966,  at  the  age  of 
seventy-eight.  Dr.  Arluck  graduated  in  1910 
from  University  and  Bellevue  Hospital  Medical 
College. 

Francis  Michael  Benedetto,  M.D.,  of  New 

York  City,  died  on  December  19,  1966,  at  the 
age  of  fifty-seven.  Dr.  Benedetto  graduated 
in  1936  from  New  York  University  Medical 
College.  He  was  an  attending  physician  in 
general  practice  at  Columbus  Hospital.  Dr. 
Benedetto  was  a member  of  the  Industrial 
Medical  Association,  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Charlotte  Blum,  M.D.,  of  New  York  City, 
died  on  February  4 at  the  age  of  eighty-seven. 
Dr.  Blum  graduated  in  1906  from  Cornell 
University  Medical  College. 

James  E.  Carter,  M.D.,  of  Schenectady,  died 
on  November  21,  1966,  at  the  age  of  forty-two. 
Dr.  Carter  graduated  in  1950  from  Albany 
Medical  College.  He  was  a staff  psychiatrist 
at  Falkirk  Hospital.  Dr.  Carter  was  a member 
of  the  American  Psychiatric  Association,  the 
Schenectady  County  Medical  Society,  the  Medi- 
cal Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Louise  Mary  Dithridge,  M.D.,  of  Chau- 
tauqua, formerly  of  The  Bronx,  died  on  August 
7,  1966,  at  the  age  of  ninety-four.  Dr.  Dith- 
ridge graduated  in  1900  from  the  University  of 
Michigan  Medical  School.  Retired,  she  was  a 
member  of  the  Bronx  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Bruno  Grossman,  M.D.,  of  Astoria,  died  on 
January  27  at  the  age  of  fifty-nine.  Dr.  Gross- 
man  received  his  medical  degree  from  the  Uni- 
versity of  Vienna  in  1935.  He  was  a member  of 
the  Medical  Society  of  the  County  of  Queens, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Roland  Emmanuel  Gunning,  M.D.,  of 

New  York  City,  died  on  November  12,  1966, 
at  the  age  of  seventy-two.  Dr.  Gunning  grad- 
uated in  1937  from  the  University  of  Edinburgh 
Faculty  of  Medicine.  He  was  an  assistant  at- 
tending physician  in  home  care  at  Harlem  Hos- 
pital. Dr.  Gunning  was  a member  of  the  New 


York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  Ameri- 
can Medical  Association. 

Antanas  Gylys,  M.D.,  of  Kings  Park,  died 
on  November  14,  1966,  at  the  age  of  seventy- 
two.  Dr.  Gylys  received  his  medical  degree 
from  the  University  of  Munich  in  1924.  He  was 
a senior  attending  psychiatrist  at  Kings  Park 
State  Hospital.  Dr.  Gylys  was  a member 
of  the  Suffolk  County  Medical  Society  the  Medi- 
cal Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Max  Leon  Hammerschlag,  M.D.,  of  The 
Bronx,  died  on  February  16  at  his  home  at  the 
age  of  fifty-four.  Dr.  Hammerschlag  grad- 
uated in  1935  from  New  York  University 
Medical  College.  He  was  an  attending  ob- 
stetrician and  gynecologist  at  Yonkers  General 
Hospital,  an  associate  attending  obstetrician 
and  gynecologist  at  Bronx-Lebanon  Hospital 
Center,  an  attending  gynecologist  at  the  Hebrew 
Home  and  Hospital  for  Chronic  Sick,  and  an 
adjunct  gynecologist  at  Montefiore  Hospital. 
Dr.  Hammerschlag  was  a Diplomate  of  the 
American  Board  of  Obstetrics  and  Gynecology, 
a Fellow  of  the  American  College  of  Obstetri- 
cians and  Gynecologists,  a Fellow  of  the  Ameri- 
can College  of  Surgeons,  and  a member  of  the 
American  Society  for  the  Study  of  Sterility,  the 
Yonkers  Academy  of  Medicine,  the  Bronx 
County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Willard  S.  Hastings,  M.D.,  of  Canandaigua, 
died  on  October  17,  1966,  at  the  age  of  eighty- 
two.  Dr.  Hastings  graduated  in  1909  from  the 
University  of  Michigan  Medical  School.  He 
was  a consulting  pathologist  at  Schuyler  Hos- 
pital (Montour  Falls)  and  the  Frederick  Ferris 
Thompson  Hospital.  Dr.  Hastings  was  a 
Diplomate  of  the  American  Board  of  Pathology 
(Pathologic  Anatomy  and  Clinical  Pathology), 
a Fellow  of  the  American  College  of  Pathologists, 
and  a member  of  the  American  Association  of 
Pathologists  and  Bacteriologists,  the  American 
Society  of  Clinical  Pathologists,  the  American 
Association  for  Cancer  Research,  the  American 
Public  Health  Association,  the  International 
Academy  of  Pathology,  the  Ontario  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Oscar  J.  Kahn,  M.D.,  of  Brooklyn,  died  on 
January  5 at  the  age  of  eighty-two.  Dr.  Kahn 
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graduated  in  1913  from  Long  Island  College 
Hospital.  He  was  a member  of  the  Medical 
Society  of  the  County  of  Kings,  the  Medical 
Society  of  the  State  of  New  York,  and  the  Ameri- 
can Medical  Association. 

Solomon  Sigmund  Katz,  M.D.,  of  Middle- 
town,  died  on  November  28,  1966,  at  the  age  of 
fifty-four.  Dr.  Katz  received  his  medical  de- 
gree from  the  University  of  Lausanne  in  1941. 
He  was  an  associate  attending  urologist  at  the 
Elizabeth  A.  Horton  Memorial  Hospital,  an 
attending  urologist  at  Middletown  State  Hos- 
pital, and  a consulting  urologist  at  Goshen, 
Monticello,  St.  Anthony  (Warwick),  and  Lib- 
erty Maimonides  Hospitals.  Dr.  Katz  was  a 
Diplomate  of  the  American  Board  of  Urology, 
a Fellow  of  the  American  College  of  Surgeons,  a 
Fellow  of  the  International  College  of  Surgeons, 
and  a member  of  the  American  Urological 
Association,  the  Orange  County  Medical  So- 
ciety, the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Henry  Ward  Keator,  M.D.,  of  Kingston,  died 
on  November  2,  1966,  at  the  age  of  ninety-six. 
Dr.  Keator  graduated  in  1892  from  Physicians 
and  Surgeons  College  of  Baltimore. 

Harris  Lifshitz,  M.D.,  of  Brooklyn,  died  on 
February  7 at  the  age  of  sixty -nine.  Dr.  Lif- 
shitz graduated  in  1931  from  St.  Louis  Uni- 
versity School  of  Medicine.  He  was  an  assist- 
ant attending  dermatologist  at  Adelphi  Hos- 
pital, Brooklyn-Cumberland  Medical  Center, 
and  Maimonides  Hospital  of  Brooklyn  Out- 
patient Department.  Dr.  Lifshitz  was  a mem- 
ber of  the  Medical  Society  of  the  County  of 
Kings,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

William  Donaldson  McLarn,  M.D.,  of 

Sullivan,  Maine,  formerly  of  Glen  Cove,  Syos- 
set,  and  Oyster  Bay,  died  on  February  21  in 
Waterville,  Maine,  at  the  age  of  forty-four. 
Dr.  McLarn  graduated  in  1946  from  Cornell 
University  Medical  College.  He  had  been  an 
assistant  attending  obstetrician  and  gynecol- 
ogist at  The  New  York  Hospital  and  an  attend- 
ing obstetrician  and  gynecologist  at  Community 
Hospital  at  Glen  Cove. 

Harry  George  Miller,  M.D.,  of  The  Bronx, 
died  on  September  24,  1966,  at  the  age  of  sixty- 
four.  Dr.  Miller  graduated  in  1926  from 
the  University  of  Maryland  School  of  Medicine 
and  College  of  Physicians  and  Surgeons.  He 
was  a member  of  the  American  Academy  of 
General  Practice. 

Cornelius  Edward  O’Grady,  M.D.,  of  The 

Bronx,  died  on  January  17  at  the  age  of  ninety- 
two.  Dr.  O’Grady  graduated  in  1899  from  Uni- 
versity and  Bellevue  Hospital  Medical  College. 
He  was  a member  of  the  Bronx  County  Medical 


Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Alfred  Pfeiffer,  M.D.,  of  Glen  Head,  died  on 
February  21  at  Community  Hospital  of  Glen 
Cove,  at  the  age  of  seventy-nine.  Dr.  Pfeiffer 
received  his  medical  degree  from  the  University 
of  Breslau  in  1916.  He  was  an  assistant  attend- 
ing physician  (affiliate)  at  Metropolitan  and 
Bud  S.  Coler  Memorial  Hospital  and  Home. 
Dr.  Pfeiffer  was  a member  of  the  New  York 
County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Elias  Rapoport,  M.D.,  of  New  York  City,  died 
on  January  6 at  the  age  of  seventy-five.  Dr. 
Rapoport  graduated  in  1917  from  Columbia 
University  College  of  Physicians  and  Surgeons. 
He  was  a member  of  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Jacob  Rogoff,  M.D.,  of  Brooklyn,  died  on 
February  6 at  his  home  at  the  age  of  sixty-one. 
Dr.  Rogoff  graduated  in  1930  from  Yale  Uni- 
versity School  of  Medicine.  He  was  an  as- 
sociate attending  physician  in  tuberculosis  at 
Kings  County  Hospital  Center.  Dr.  Rogoff 
was  a Fellow  of  the  American  College  of  Chest 
Physicians  and  a member  of  the  American  Tho- 
racic Society,  the  Medical  Society  of  the  County 
of  Kings,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Anne  Catherine  Safran,  M.D.,  of  New  York 
City,  died  on  February  19  in  Miami  Beach, 
Florida,  at  the  age  of  seventy-four.  Dr. 
Safran  received  her  medical  degree  from  the 
University  of  Berlin  in  1923.  She  was  a member 
of  the  New  York  Academy  of  Medicine,  the  New 
York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  Ameri- 
can Medical  Association. 

J.  Coleman  Seal,  M.D.,  of  The  Bronx,  died 
on  September  12,  1966,  at  the  age  of  eighty. 
Dr.  Seal  graduated  in  1908  from  University 
and  Bellevue  Hospital  Medical  College.  He  was 
a consulting  otolaryngologist  at  Jewish  Me- 
morial Hospital.  Dr.  Seal  was  a Diplomate  of 
the  American  Board  of  Otolaryngology,  a 
Fellow  of  the  American  College  of  Surgeons, 
and  a member  of  the  American  Academy  of 
Ophthalmology  and  Otolaryngology,  the  New 
York  Academy  of  Medicine,  the  New  York 
County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Benedict  C.  Simone,  M.D.,  of  Brooklyn, 
died  on  November  25,  1966,  at  the  age  of  sixty. 
Dr.  Simone  graduated  in  1932  from  Loyola 
University  School  of  Medicine,  Chicago.  He 
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was  an  attending  physician  at  Victory  Memorial 
Hospital. 

Stephen  Munro  Smith,  M.D.,  of  New  York 
City,  died  on  February  19  at  his  home  in  Red- 
ding Ridge,  Connecticut,  at  the  age  of  sixty- 
eight.  Dr.  Smith  graduated  in  1920  from  Tufts 
University  School  of  Medicine.  He  was  medi- 
cal director  of  Gracie  Square  Hospital.  He  was 
a former  chief  of  psychiatric  services  at  Navy 
hospitals  in  Bethesda,  Maryland,  Portsmouth, 
Virginia,  and  St.  Albans,  New  York,  and  a for- 
mer chief  of  psychiatry  and  chief  of  the  Naval 
unit  of  the  Army’s  Tripler  Hospital,  Honolulu. 
A former  instructor  in  neuropsychiatry  at 
Columbia  University  College  of  Physicians  and 
Surgeons  and  at  Yale  University  School  of 
Medicine,  Dr.  Smith  was  a Diplomate  of  the 
American  Board  of  Psychiatry  and  Neurology 
(Psychiatry)  and  a member  of  the  American 
Psychiatric  Association. 


Giuseppe  Tomasulo,  M.D.,  of  Long  Island 
City,  died  on  February  22  at  his  home  at  the 
age  of  eighty-nine.  Dr.  Tomasulo  received 
his  medical  degree  from  the  University  of  Naples 
in  1900.  Retired,  he  was  a member  of  the  New 
York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 


Frederick  A.  Weiss,  M.D.,  of  New  York  City, 
died  on  February  17  at  Lenox  Hill  Hospital  at 
the  age  of  sixty-eight.  Dr.  Weiss  received  his 
medical  degree  from  the  University  of  Berlin 
in  1926.  He  was  a founder  of  the  Karen  Horney 
Clinic.  Dr.  Weiss  was  a member  of  the 
American  Psychiatric  Association,  the  Academy 
of  Psychoanalysis,  the  New  York  County  Medi- 
cal Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  As- 
sociation. 


Books  Reviewed 


Metabolism  of  Lipids  as  Related  to  Athero- 
sclerosis. A Symposium.  Compiled  by 
Fred  A.  Kummerow.  Octavo  of  300  pages, 
illustrated.  Springfield,  111.,  Charles  C Thomas, 

1965.  Cloth,  $14.50. 

The  more  one  reflects  on  this  symposium  by 
clinical  authorities  with  down  to  earth  experi- 
ences on  atherogenesis  as  well  as  complicated 
research  in  the  biochemistry  of  lipids  the  more 
one  is  impressed  with  the  validity  of  their 
reasoning  and  suggestions  for  treatment.  Kum- 
merow culled  leading  American  and  Canadian 
authorities.  The  low  caloric,  high  energy 
measures  of  intelligent,  health  conscious  indi- 
viduals of  the  anticoronary  club  stand  in  sharp 
contrast  to  the  Framingham  subjects  geograph- 
ically, sociologically,  and  ethnically.  We  are 
all  familiar  with  the  increased  risk  factors  of 
hypertension,  hypercholesterolemia,  obesity, 
cigaret  smoking,  emotional  stress,  and  inac- 
tivity. The  comments  on  each  dissertation  are 
interesting.  Ceroid,  a pathologic  lipid,  which 
following  the  injections  of  large  amounts  of  un- 
saturated fats,  has  been  studied  by  Hartroft 
among  others.  The  text  reads  easily,  is  on 
good  paper,  and  is  amply  illustrated.  While 
this  book  was  written  for  clinicians,  it  is  for 
clinicians  who  are  interested  in  scientific  medi- 
cine.— Bernard  Seligman,  M.D. 

Psychotherapy  and  the  Behavioral  Sci- 
ences. By  Lewis  R.  Wolberg,  M.D.  Octavo 
of  198  pages.  New  York,  Grune  & Stratton, 

1966.  Cloth,  $6.75. 


The  author  is  dean  and  medical  director, 
Postgraduate  Center  for  Mental  Health,  and 
clinical  professor,  New  York  Medical  College. 
He  has  written  extensively  on  psychiatric  sub- 
jects and  is  well  qualified  to  write  on  the  present 
topic.  The  book  “contains  a synopsis  and 
contributions  of  the  biological,  social,  psycho- 
logical and  philosophic  fields  to  modern  psycho- 
therapeutic theory  and  practice.”  This  is  an 
ambitious  undertaking  which  the  author  has 
accomplished  very  well  in  not  quite  200  pages. 

In  the  short  space  of  ten  years  there  has  been 
an  explosion  of  information  of  every  science 
dealing  with  man.  The  author  has  felt  the 
need  to  explain  many  phenomena  which  have 
appeared  in  isolated  writings  and  has  attempted 
to  correlate  this  material  in  the  present  book. 
He  has  succeeded  in  cramming  into  it  much 
fundamental  material  which  gives  a precise 
understanding  of  just  what  happens  in  our 
minds  when  we  experience  various  emotions  of 
everyday  experiences. 

This  is  not  an  easy  task  which  the  author  has 
set  for  himself.  It  is  difficult  to  digest  all  the 
information  in  one  reading.  It  deserves  a 
careful  analysis  of  the  material  presented. 
Serious  students  of  the  subject  will  find  the 
reading  of  it  a well  worth-while  experience. — 
Joseph  L.  Abramson,  M.D. 


Principles  of  Hematology.  By  James  W. 
Linman,  M.D.  Octavo  of  621  pages,  illustrated. 
New  York,  The  Macmillan  Company,  1966. 
Cloth,  $12.50. 
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This  work  on  hematology  serves  an  admirable 
purpose  for  both  young  and  old  in  clinical 
medicine  “because  an  understanding  of  the 
pathophysiology  of  disease  is  requisite  for 
accurate  diagnosis  and  proper  treatment,  the 
discussion  of  each  hematologic  disorder  is  pre- 
ceded by  an  account  of  the  pertinent  physi- 
ology.” 

The  text  throughout  is,  no  doubt,  authorita- 
tive. Here  and  there,  creep  in  certain  state- 
ments, which  this  reviewer  feels  are  uncalled 
for,  i.e.  the  value  of  spleen  aspiration  and  the 
value  of  lymph-node  aspiration;  the  former  is 
taboo  according  to  the  author  and  the  latter  is 
not  stressed  at  all. 

This  reflects  a modicum  of  inexperience  which 
is  passed  on  to  the  unwary  student  and/or 
practitioner  of  medicine.  This  reviewer,  hav- 
ing done  upwards  of  1,000  splenic  aspirations 
and  lymph-node  aspirations,  cannot  take  such 
lukewarm  appraisal  lying  down.  This  book 
should  be  read  by  all  serious  students  to  learn 
basic  hematology  and  to  enable  them  to  form 
then-  own  conclusions.-  Maurice  Morrison, 
M.D. 

Pulmonary  Diseases  and  Anomalies  of 
Infancy  and  Childhood.  By  Milton  I. 
Levine,  M.D.,  and  Armond  V.  Mascia,  M.D. 
Octavo  of  368  pages,  illustrated.  New  York, 
Hoeber  Medical  Division,  Harper  & Row, 
1966.  Cloth,  $12. 

The  authors  are  members  of  the  teaching 
staff  of  Cornell  University  Medical  College  and 
are  attached  to  the  Pulmonary  Clinic  of  New 
York  Hospital.  They  state  that  this  is  the 
first  separate  volume  in  English  presenting 
pulmonary  diseases  and  anomalies  of  infancy 
and  childhood  in  such  detail. 

The  treatment  of  the  subject  is  almost 
entirely  clinical.  Most  of  the  difficult  detail  of 
pulmonary  physiology  is  omitted.  Generous 
references  are  provided  for  readers  who  might 
choose  to  delve  deeper  into  these  intricacies. 

The  subject  matter  is  well  divided  and  a 
classification  of  the  contents  is  given  preceding 
each  chapter. 

The  exposition  is  clear  and  in  classical  text- 
book fashion. 

A wealth  of  excellently  reproduced  x-ray 
pictures  enhance  the  value  of  the  text. 

The  last  chapter  describes  and  summarizes 
all  the  diagnostic  procedures  which  may  be  used 
to  arrive  at  a firm  diagnosis  in  pulmonary  dis- 
eases among  infants  and  children.-  Kenneth 
G.  Jennings,  M.D. 

Death  in  the  Operating  Room.  By  Antonio 
Boba,  M.D.  Octavo  of  105  pages,  illustrated. 
Springfield,  111.,  Charles  C Thomas,  1965. 
Cloth, 

This  is  a disappointing  book.  With  such  a 
title  for  a monograph  one  would  anticipate  a 
succinct  analysis  of  illustrative  cases  under- 
scoring deficiencies  in  technic  and  medical 
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Take  five... 


Labstix®  provides  5 important  urinary  find- 
ings*—on  a single  reagent  strip!  That’s  more 
information  than  you  can  get  from  any  other 
single  reagent  strip.  You  know  the  results  in 
just  30  seconds  — while  the  patient  is  still  in 
your  office  — and  readings  are  reliable  and  re- 
producible. Labstix  is  easy  to  handle,  too. 
Never  goes  limp,  even  when  wet,  because  it’s 
made  with  clear,  firm  plastic.  And  results  with 
Labstix  are  easy  to  read  — color  contrast  be- 
tween the  test  areas  and  the  transparent  plas- 
tic is  clearly  defined.  An  unexpected  “positive” 
from  testing  with  Labstix  may  help  in  de- 
tecting hidden  pathology  before  marked 
symptoms  are  manifest. 

*Blood;  ketones;  glucose;  protein,  and  pH. 
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...Plus  one 


You  can  extend  your  testing  scope  by  includ- 
ing Ictotest®1  Reagent  Tablets,  the  30-sec- 
ond determination  for  bilirubinuria  — which 
can  be  an  early  sign  of  obstruction  of  the 
common  bile  duct,  infectious  hepatitis,  or 
other  liver  disease.  This  test  is  also  useful  for 
detecting  liver  damage  from  carbon  tetra- 
chloride and  other  halogenated  hydrocarbons 
used  as  industrial  and  household  solvents. 
Positive  findings  with  the  urine-testing  team 
of  Labstix  and  Ictotest  can  represent  signif- 
icant guides  to  patient  management  in  many 
clinical  situations.  “Negatives”  may  help  rule 
out  suspected  abnormalities  over  a broad 
clinical  range  and  are  important 
for  the  patient’s  record. 


AMES  COMPANY 

Division  Miles  Laboratories,  Inc. 

Elkhart,  Indiana  46514 
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judgment  whereby  the  reader  could  improve 
his  own  practice.  In  fact,  most  of  the  text  is 
devoted  to  statistical  details  from  which  it  is 
difficult  to  deduce  conclusion  from  premise. 
Only  16  pages  are  devoted  to  deaths  related  to 
anesthesia  by  anesthetic  overdose,  airway 
difficulties,  muscle  relaxants,  and  poor  pre- 
operative evaluation.  The  author  particularly 
decries  the  use  of  the  open-drop  technic  be- 
cause the  exact  concentration  of  anesthetic  is 
never  known.  What  profits  one  to  know  the 
science  of  anesthesia  if  one  forgets  the  art? 
The  author’s  concern  about  inadequate  pre- 
operative evaluation  with  regard  to  incidental 
cardiac  and  pulmonary  disease  has  merit. 
Anesthetists,  themselves,  must  learn  to  elicit 
these  facts;  they  are  compelled  to  practice 
medicine  in  the  operating  room. 

A truly  valuable  text  on  this  subject  has  not 
been  written  yet.  The  reviewer  is  of  the 
opinion  that  more  deaths  occur  in  the  post- 
operative period  because  of  errors  committed 
in  the  operating  room;  the  catastrophes  in  the 
operating  room  are  more  newsworthy. 

This  monograph  in  the  series  of  American 
Lectures  in  Anesthesiology  is  edited  by  Dr. 
John  Adriani  and  could  serve  as  a steppingstone 
to  a more  definitive  approach  of  the  subject. — 
Samuel  Berkowitz,  M.D. 

Psychiatric  Drugs.  Proceedings  of  a Re- 
search Conference  Held  in  Boston.  Edited 
by  Philip  Solomon,  M.D.  Octavo  of  262 
pages,  illustrated.  New  York,  Grune  & Strat- 
ton, 1966.  Cloth,  $9.75. 

The  author  is  an  associate  professor  of 
psychiatry  and  physician-in-chief  of  the  Psychi- 
atric Service  at  the  Boston  City  Hospital  and 
has  edited  the  “Proceedings  of  a Research 
Conference  Held  in  Boston”  in  1965  on  psychi- 
atric drugs.  Most  of  the  participants  were 
from  the  New  England  regions  of  the  United 
States. 

The  conference  intended  to  carve  out  a 
section  of  psychiatry  of  special  importance  in 
these  days,  and  to  discuss  it  with  sufficient 
breadth  and  thoroughness  to  give  the  pro- 
fession a picture  of  where  drug  therapy  stands 
today. 

This  it  has  achieved  with  excellent  results. 
The  papers  were  presented  by  a well-versed 
panel  of  participants  who  had  written  exten- 
sively on  the  subject  prior  to  this  conference. 

There  are  three  sections:  Part  I.  Mecha- 

nism of  Drug  Action.  Part  II.  Drugs  and 
Psychotherapy.  Part  III.  Present  Status  of 
Drug  Therapy. 

In  the  past  ten  years  there  has  been  an  ex- 
panding amount  of  specific  information  in  the 
literature  on  drug  therapy.  However,  in- 
creasing knowledge  which  has  appeared  has 
been  carefully  dissected  and  analyzed  by  the 
various  panelists  in  an  excellent  manner. 

There  is  no  hesitancy  on  my  part  to  recom- 
mend this  book  to  all  who  seek  information  on 
the  use  of  psychiatric  drugs. — Joseph  L. 
Abramson,  M.D. 
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CHEST  PHYSICIAN  TO  HEAD  ASTHMA  CLINIC  AT 
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salary,  excellent  benefits,  regular  hours,  good  working 
conditions;  an  equal  opportunity  employer.  If  interested 
please  send  resume  to  Box  534,  % NYSJM. 


RESIDENT  REQUIRED  FOR  150-BED,  PRIVATE 
hospital.  Must  have  N.Y.  State  license;  60-hour  week, 
Monday  thru  Friday,  8 a.m.  to  8 p.m.;  $18,000  per  year. 
Parsons  Hospital,  Flushing,  N.Y.  Tel.  (212)  353-7100. 


EXCEPTIONAL  OPPORTUNITY  FOR  PRACTICE  AS 
a primary  physician  in  association  with  a primary  physi- 
cian and  an  internist.  If  you  are  dynamic,  ambitious, 
and  top-drawer,  this  position  will  pay  you  $25,000  a year 
to  start,  for  5 days  a week.  Extensive  office,  hospital 
and  nursing  home  practice.  No  obstetrics  or  surgery. 
Efficient  use  of  many  paramedical  personnel  and  most 
advanced  equipment  anf  facilities  enables  physician  to  use 
his  talents  to  best  advantage.  Do  not  apply  unless  you 
graduated  in  the  top  fifth  of  your  medical  school  class. 
Massapequa,  Long  Island.  (516)  799-7700. 


INTERNISTS,  BOARD  ELIGIBLE  OR  CERTIFIED, 
wanted  immediately  for  full-time  position  with  a multi- 
specialty group  furnishing  comprehensive  health  care  in 
New  York  City.  Excellent  professional,  educational  and 
financial  benefits.  Send  curriculum  vitae  to  William  H. 
Spahn,  Executive  Administrator,  707  Eighth  Avenue, 
New  York,  N.Y.  10036. 
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PHYSICIANS  WANTED— CONT’D 


LOCUM  TENENS:  LARGE  MIDTOWN  HOTEL,  NEW 
York  City,  July  and  August.  General  practitioner  or 
internist.  Full  coverage  by  one  physician  preferred.  Will 
consider  two  men  working  part-time.  Box  536,  % NYSJM. 


GENERAL  PRACTITIONER  TO  LOCATE  IN  ROX- 
bury,  N.Y.  Margaretville  Hospital,  fully  accredited, 
nearby.  Four  season  recreation  area  in  Catskill  Mountains. 
Good  social  and  educational  facilities.  Hospital  replace- 
ment program.  Initial  guaranteed  income.  W.  B.  Sheldon, 
Administrator,  Margaretville  Hospital,  Margaretville,  N.Y. 


PHYSICIAN  WANTED  FOR  THREE  FULL  DAYS  IN 
busy  Bronx  office.  Practice  devoted  to  obesity  control. 
Good  opportunity  for  eventual  partnership  with  right  doc- 
tor. Starting  salary  open.  Box  538,  % NYSJM. 


PRESTIGE  LOCATION 

For  Medical— Dental  Group 
and  Individual  Practitioners. 

"EXECUTIVE  TOWERS” 

1020  GRAND  CONCOURSE,  BRONX 

S3-Story  Air  Conditioned  Apt.  Bldg,  (corner  165th  St.) 


Exclusively  Reserved  for  Professional  use. 
PRIVATE  ENTRANCES 
2 FLOORS  • PRIVATE  ELEVATORS 
CENTRAL  AIR-CONDITIONING 
IMMEDIATE  OCCUPANCY 
Attractive,  Unfurnished  Apartments  for 
Medical  & Nursing  Personnel 

Apply  Renting  Office  on  property  • CY  3-5545 
Carol  Management  Corp.,  Owner — Builder 


REAL  ESTATE  FOR  SALE  OR  RENT— CONT’D 


REAL  ESTATE  FOR  SALE  OR  RENT 


NEW  YORK  DUTCHESS  COUNTY:  NEW  MEDICAL 
building  in  Wappingers  Falls,  Poughkeepsie  area,  occupied 
by  D.D.S.,  orthodontist,  and  Ob-Gyn.  Office  available 
for  all  specialties.  Critical  physician  shortage  because  of 
population  explosion.  Address:  Martin  Rabin  D.D.S.,  65 
South  Clinton  St.,  Poughkeepsie.  N.  Y.  (914)-454-0322 


EASTERN  QUEENS  HOME/OFFICE  FOR  SALE 
Ranch,  3 bedrooms,  central  air  conditioning,  5 room  oak 
paneled  office,  independent  entrance.  Deep  lot.  Very 
economical,  existing  mortgage.  Price  mid  30's;  open  to 
offer.  Phone:  (212)  FI  7-4713. 


LINCOLN  CENTER  LOCATION  FOR  NATIONAL  OR 
international  medical  organization.  Approximately  475 
square  feet,  2-3  room  suite,  modern  airconditioned  building 
partially  furnished.  Reception  switchboard  service  avail- 
able. Reasonable  Call  between  10—3,  CO  5-2190. 


TERMINATING  30  YEAR  ACTIVE,  GENERAL  PRAC- 
tice  and  proctology  March  31,  1967.  Entering  Public 
Health  Service.  Well  planned  building  for  two  practi- 
tioners. Two  furnished  apartments  2nd  floor.  X-ray, 
laboratory  facilities.  New  York  State  Finger  Lakes 
wine  area,  Hammondsport,  New  York.  4 miles  from  new, 
75-bed  hospital.  Sell  or  lease  office  building.  Modern 
ranch  dwelling  built  Sept.  1965  on  premises,  for  sale. 
Write  or  phone:  Eldred  J.  Stevens,  M.D.,  Hammonds- 

port, N.Y.  14840;  (607)  569-2344  or  2345. 


PEDIATRICIAN’S  OFFICE  FOR  RENT.  COMPLETELY 
furnished,  including  patient’s  records.  Established  prac- 
tice 16  years.  Contact:  C.  J.  Tanner,  M.D.,  (716)  823- 
3689.  2705  South  Park  Ave.,  Buffalo,  N.  Y. 


GLEN  COVE:  ATTRACTIVE  OFFICE  SPACE  AVAIL- 

able  in  modem  professional  bldg.,  opposite  shopping  center; 
good  parking,  two  blocks  from  hospital.  Ideal  for  medical 
specialty.  Reasonable  rental.  Call  (516)  OR  1-8015  or 
write  Box  528,  % NYSJM. 


WESTBURY,  LONG  ISLAND,  N.Y.  OFFICE  SPACE 
available  new  professional  building  on  Post  Ave.  exit  from 
Northern  State  Parkway.  Medical  and  Dental  specialists. 
Suites  individually  designed.  Sidney  Finkel,  M.D.,  615 
Powells  Lane,  Westbury,  N.Y.  11590.  Call  (516)  ED 
3-3640. 


MEDICAL  OFFICE— FRESH  MEADOWS,  FLUSHING, 
N.Y.  7 rooms,  share  waiting  room  with  D.D.S.  Excel- 
lent location  for  generalist,  internist,  pediatrician,  or 
group.  Unopposed,  densely  populated.  Incumbent  in- 
ternist leaving  area  for  partnership  April  1,  1967.  Excep- 
tional opportunity.  196-11  69th  Ave.,  Fresh  Meadows, 
N.Y.  CaU  after  7 p.m.  (212)  OL  7-9641. 


FOR  SALE:  BROOKLYN,  FLATLAND  HEIGHTS, 

two  family  corner  house,  doctor’s  home-office  combina- 
tion. Comer  of  Barbey  St.  and  Wortman  Ave.,  Brooklyn, 
N.Y.  New  development  area.  Office  completely  fur- 
nished and  equipped.  Call  (212)  BR  2-8533. 


FOR  RENT:  KEW  GARDENS,  N.Y.  12  ROOMS  IN 

medical  building.  Group  or  individual  practice.  Street 
level.  Best  location,  one  block  from  subway,  bus.  Long 
Island  Railroad,  and  Kew  Gardens  Hospital.  X-ray  equip- 
ment available.  CaU  263-9002. 


SMALL  PROFESSIONAL  BUILDING  PLANNED  FOR 
occupancy  summer  1967,  in  the  heart  of  Hempstead,  L.I., 
N.Y.  Ideal  location;  reasonable  rent;  seven  professional 
offices;  exceUent  for  general  practitioner  or  medical 
specialist.  For  further  information,  call  Dr.  MitcheU  SU- 
bert,  (516)  IV  3-7473. 


MEDICAL  BUILDING  IN  SUFFERN  (ROCKLAND 
County)  New  York.  Several  suites  available,  air-condi- 
tioned and  private  parking.  Excellent  for  general  surgeon, 
psychiatrist  or  pediatrician.  CaU  (914)  357-2744,  or  write 
John  J.  Byrne,  24  East  Park  Place,  Suffern,  New  York. 


DOCTORS — DENTISTS  OCflD  Square  feet  in'new 
Professional  Space  OJUU  Manhattan  Residental 
Complex 


Ideal  for  group 
Will  partition  to  suit 
Also  1,000  sq.  ft.  unit  avail. 


SEPARATE 

ENTRANCE 


Call  Mr.  A.  Grodd  SW  5-9300 

1365  St.  Nicholas  Avenue 
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Coca-Cola  has  the  taste  you  never 

TRAOE-MARK  @ 

get  tired  of.  Always  refreshing. 

That’s  why  things  go  better  with 
Coke  after  Coke  after  Coke. 

TRADE-MARK  ® TRADE-MARK  ® TRADE-MARK  ® 

"COCA-COLA"  AND  "COKE"  ARE  REGISTERED  TRADE-MARKS  WHICH  IDENTIFY  ONLY  THE  PRODUCT  OF  THE  COCA-COLA  COMPANY. 
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For  somatic  symptoms 
of  psychic  tension 


“Heart  symptoms’’  — chest  pain,  tachycardia,  ar- 
rhythmia—invariably  alarm  and  preoccupy  the 
patient,  though  they  may  be  completely  without 
organic  basis.  Such  symptoms  often  are  somatic 
masks  of  psychic  tension,  arising  from  constant 
encounters  with  stressful  situations. 


When  the  problem  is  diagnosed  as  emotionally 
produced,  consider  Valium  (diazepam)  as  adjunc- 
tive therapy.  Valium  (diazepam)  acts  rapidly  to 
calm  the  patient,  to  reduce  his  psychic  tension 
and  relieve  associated  cardiovascular  complaints. 
Neurotic  fatigue  — the  chronic  tiredness  resulting 
from  emotional  strain  which  so  often  accompanies 
psychogenic  “heart”  symptoms  — also  can  be  alle- 
viated by  this  highly  useful  agent.  Valium  (diaze- 
pam) often  achieves  results  where  other  psycho- 
therapeutic agents  have  failed. 

Valium  (diazepam)  is  generally  well  tolerated,  and 
usually  does  not  impair  mental  acuity  or  ability  to 
function.  If  side  effects  such  as  ataxia  and  drowsi- 
ness occur,  they  usually  disappear  with  dosage 
adjustment. 


Contraindications : Infants,  patients  with  history  of  convul- 
sive disorders  or  glaucoma. 

Warning:  Not  of  value  in  the  treatment  of  psychotic  patients, 
and  should  not  be  employed  in  lieu  of  appropriate  treatment. 
Precautions:  Limit  dosage  to  smallest  effective  amount  in 
elderly  patients  (not  more  than  1 mg,  one  or  two  times  daily) 
to  preclude  ataxia  or  oversedation.  Advise  patients  against 
possibly  hazardous  procedures  until  correct  maintenance  dos- 
age is  established;  driving  during  therapy  not  recommended. 
In  general,  concurrent  use  with  other  psychotropic  agents  is 
not  recommended.  Warn  patients  of  possible  combined  effects 
with  alcohol.  Safe  use  in  pregnancy  not  established.  Observe 
usual  precautions  in  impaired  renal  or  hepatic  function  and  in 
patients  who  may  be  suicidal;  periodic  blood  counts  and  liver 
function  tests  advisable  in  long-term  use.  Cease  therapy 
gradually. 

Side  Effects:  Side  effects  (usually  dose-related)  are  fatigue, 
drowsiness  and  ataxia.  Also  reported:  mild  nausea,  dizziness, 
blurred  vision,  diplopia,  headache,  incontinence, slurred  speech, 
tremor  and  skin  rash;  paradoxical  reactions  (excitement,  de- 
pression, stimulation,  sleep  disturbances  and  hallucinations) 
and  changes  in  EF.G  patterns.  Abrupt  cessation  after  pro- 
longed overdosage  may  produce  withdrawal  symptoms  similar 
to  those  seen  with  barbiturates,  meprobamate  and  chlordiaze- 
poxide  HC1. 

Dosage:  Adults:  Mild  to  moderate  psychoneurotic  reactions, 
2 to  5 mg  b.i.d.  or  t.i.d.;  severe  psychoneurotic  reactions,  S to 
10  mg  t.i.d.  or  q.i.d.;  alcoholism,  10  mg  t.i.d.  or  q.i.d.  in  first 
24  hrs,  then  5 mg  t.i.d.  or  q.i.d.  as  needed;  muscle  spasm  with 
cerebral  palsy  or  athetosis,  2 to  10  mg  t.i.d.  or  q.i.d.  Geriatric 
patients:  1 or  2 mg/day  initially,  increase  gradually  as  needed. 
Supplied:  Tablets,  2 mg,  5 mg  and  10  mg;  bottles  of  50  for 
convenience  and  economy  in  prescribing. 
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special  formula 
for  a 

pedal  problem 

specifically  form  ulated 
..  for  symptomatic 

relief  of  sinus  h eadach  e 


Sinus  headache  is  not  a single  entity, 
but  a chain  reaction  of  pain. 
It  is  facial  pain  — deep,  dull,  aching  and 
nonpulsating.  It  is  referred  pain— 
originating  in  the  nose  and  sinuses  but 
felt  at  another  site.  It  may  become 
generalized  pain  and  tension  in  head  and 
neck.  It  is  one  or  all  of  these. 
The  Sinutab  formula  is  designed 
for  symptomatic  relief  of  sinus  headache. 
It  provides  two  analgesics  to  relieve 
pain  and  discomfort... an  effective  oral 
decongestant  to  reduce  mucosal  congestion... 

and  an  antihistamine  to  help 
control  allergic  manifestations. 
Side  Effects:  Epigastric  distress,  drowsi- 
ness, dizziness,  insomnia  and  nervousness. 
Precautions : Instruct  patients  not  to  drive 
or  operate  machinery  if  drowsiness  occurs. 
Use  with  caution  in  patients  with  thyroid 
disease,  heart  disease,  hypertension,  diabetes 
or  kidney  disease.  Excessive  dosage  or 
prolonged  use  may  cause  kidney  damage. 
Dosage : Adults— 2 tablets  every  4 hours. 


WARN  ER  - CH1LCOTT  W C 

Morris  Plains,  N.J.  1 ^ 


SINUTAB 

for  sinus  headache 


Each  tablet  contains 
150  mg.  acetaminophen, 
150  mg.  phenacetin, 
25  mg.  phenylpropanolamine  HC1. 
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For  adolescents,  acne  is  “...an  af- 
fliction which  immediately  separates 
these  people  from  their  confreres.'  * 
Washing  with  pHisoHex,  from  the 
first  sign  of  acne,  can  help  your  pa- 
tients—even  with  severe  forms  — 
through  the  "acne  decade"  (12-22). 
Three  or  four  thorough  daily 
washes  with  powerful,  antibacterial 
pHisoHex  enhance  acne  regimens. 
Results  help  restore  self-confidence. 
pHisoHex  builds  a cumulative  bac- 
teriostatic film  of  hexachlorophene 
to  protect  acne  skin  between  wash- 
ings, helps  check  the  “infection  fac- 
tor." pHisoHex  is  especially  effec- 


tive against  Staph  — a frequent  in- 
vader of  acne  lesions. 

A much  more  surface-active  deter- 
gent than  soap,  pHisoHex  removes 
dirt,  emulsifies  oil  and  cleanses 
acne  skin  rapidly  and  thoroughly, 
including  orifices  of  the  sebaceous 
glands,  sweat  glands  and  hair  fol- 
licles. pHisoHex  is  nonalkaline,  hy- 
poallergenic and  “kind”  to  skin. 
pHisoAc®,  a keratolytic  skin-toned 
cream,  is  recommended  with 
pHisoHex  for  local  treatment  in 
acne.  pHisoAc  dries,  peels  and 
masks  lesions,  helps  prevent  come- 
dones, pustules  and  scarring.  It  con- 


tains colloidal  sulfur  6 per  cent, 
resorcinol  1.5  per  cent  and  hexa- 
chlorophene 0.3  per  cent.  Odorless, 
nongreasy  and  pleasant  to  use. 
pHisoHex  is  supplied  in  squeeze 
bottles  of  5 oz.  and  1 pint  and  in 
unbreakable  bottles  of  1 gal. 
pHisoAc  is  supplied  in  tubes  of  IVj 
oz.,  also  available  in  a combination 
package  with  a 5-oz.  squeeze  bot- 
tle of  pHisoHex. 

"Kligman.  A M.,  in  Ludwig,  G.  D.,  and 
Elsom,  Katherine  O.  (Eds.):  Am.  Pract. 
13:200,  March,  1962. 

DHisoHe*  and  pHisoAc,  trademarks  reg.  U.S.  Pat.  Oft. 

Wmthrop  Laboratories,  New  York,  N Y.  10016 


antibacterial  skin  detergent  with  3%  hexachlorophene 

is  always  “right” 
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IN  EMPHYSEMA 


THE 

EASY-TO-TAKE’ 

AMINOPHYLLINE 


Aminophylline  dura-tabs 

J prolonged  -medication  tablets  4'/2  gr.  (0.3  Gm.) 


Precautions:  Use  with  caution 
in  patients  with  poor  renal  function 
as  a decreased  rate  of  excretion 
may  lead  to  accumulation  and 
untoward  reactions.  Gastric 
irritation  may  occasionally  be 
observed  in  certain  patients 
sensitive  to  oral  aminophylline. 

Dosage:  Adults,  1 to  2 
Aminophylline  Dura-Tabs 
each  8 or  12  hours,  with  food. 


RARELY  UPSET  THE  STOMACH 

Oral  aminophylline  needn’t  disturb  the  stomach-nor  a 
good  night’s  sleep.  Patients  breathe  easier  all  day,  sleep 
better  all  night,  as  each  Aminophylline  Dura-Tab  dose 
provides  effective  therapeutic  activity  for  up  to  12  hours. 
And  unlike  conventional  tablets,  AMINOPHYLLINE 
DURA-TABS  seldom  cause  gastric  distress.  The  special 
Dura-Tab  process  allows  the  gradual  absorption  of  the 
medication  from  the  intestinal  tract  with  only  a small  frac- 
tion of  the  dose  released  in  the  stomach. 


WYNN  Pharmaceuticals,  lnc.,Phila.,  Pa.  19132  • Manufacturers  of  QUINAGLUTE'  DURA-TABS' 

(QUINIDINE  GLUCONATE  5 Gr.) 
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George  A.  Burgin,  M.D.,  Herkimer 
John  M.  Galbraith,  M.D.,  Nassau 
Waring  Willis,  M.D.,  Westchester 
John  F.  Kelley,  M.D.,  Oneida 
William  L.  Wheeler,  Jr.,  M.D.,  New  York 
James  M.  Blake,  M.D.,  Schenectady 

The  Council  is  composed  of  the  officers,  the • 
councillors,  and  the  chairman  of  the  Board  of 
Trustees. 


Headquarters  Staff 

750  Third  Avenue,  New  York,  New  York  10017 
Tel:  212  YUkon  6-5757 

Henry  I.  Fineberg,  M.D., 

Executive  Vice-President 
J.  Richard  Burns,  Esq., 

Assistant  Executive  Vice-President 
Director,  Business  Division 
George  W.  Forrest,  Jr.  Assistant  to  the 

Executive  Vice-President 
Doris  K.  Dougherty,  Executive  Assistant 
William  Hammond,  M.D.,  Director, 

Division  of  Scientific  Publications 
Editor,  New  York  State  Journal  of  Medicine 
Norman  S.  Moore,  M.D.,  Director, 

Division  of  Scientific  Activities 
Robert  Katz,  M.D.,  Director, 

Division  of  Industrial  Health 
and  Workmen's  Compensation 
George  P.  Farrell,  Director, 

Division  of  Medical  Care  Insurance 
Guy  D.  Beaumont,  Director, 

Division  of  Communications 
Samuel  Z.  Freedman,  M.D.,  Director, 

Division  of  Standards  of  Medical  Care 

Legal  Counsel 

William  F.  Martin,  Esq.,  Counsel 

Robert  J.  Bell,  Esq.,  Attorney 

Martin,  Clearwater  & Bell,  355  Lexington 
Avenue,  New  York,  New  York  10017 

Tel:  212  OXford  7-3122 

Authorized  Indemnity  Representative 

James  M.  Arnold,  2 Park  Avenue,  New  York, 
New  York  10016 

Tel:  212  MUrray  Hill  4-3211 
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alcoholism: 

B and  C vitamins  aid  therapy.  Therapeutic  amounts  of  B and  C vitamins  can 
be  important  in  the  management  of  the  alcoholic  patient.  In  alcoholism,  as  in 
many  chronic  illnesses,  STRESSCAPS  vitamins  aid  therapy. 

Sin1*™ 

Stress  Formula  Vitamins  Lederle  JL 

LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 

coi c -3QAO 


Each  capsule  contains: 

Vitamin  B|  (Thiamine  Mononitrate)  10  mg 

Vitamin  B2  (Riboflavin)  10  mg 

Vitamin  B6  (Pyridoxine  HCI)  2 mg 

Vitamin  B12  Crystalline  4 mcgm 

Vitamin  C (Ascorbic  Acid)  300  mg 

Niacinamide  100  mg 

Calcium  Pantothenate  20  mg 

Recommended  intake:  Adults,  1 capsule  daily, 
for  the  treatment  of  vitamin  deficiencies.  Sup- 
plied in  decorative  “reminder”  jars  of  30  and 
100;  bottles  of  500. 


Medical  Meetings 


Cardiovascular  surgeons  to  meet 

The  nineteenth  annual  meeting  of  the  New 
York  Society  for  Cardiovascular  Surgery,  co- 
sponsored by  the  New  York  Heart  Association, 
will  be  held  May  9 at  8 : 30  p.m.  at  the  New  York 
Academy  of  Medicine,  2 East  103rd  Street,  New 
York  City. 

Francis  D.  Moore,  M.D.,  Moseley  professor 
of  surgery  and  surgeon-in-chief,  Peter  Bent 
Brigham  Hospital,  Massachusetts,  will  speak 
on  “Development  of  Pulmonary  Insufficiency 
During  Intensive  Care.” 

Seminar  on  digitalis 

The  State  University  of  New  York  at  Buffalo 
School  of  Medicine  and  the  American  College  of 
Cardiology  are  cosponsoring  a seminar  on 
“Digitalis:  Its  Use  and  Misuse”  on  May  11  and 
12  from  9 : 00  a.m.  to  5:00  p.m.  at  Buffalo 
General  Hospital. 

This  program  is  accepted  for  fourteen  ac- 
credited hours  by  the  American  Academy  of 
General  Practice. 

Registration  fee  is  $50.  For  information, 
write:  Associate  Dean  for  Continuing  Medical 
Education,  2211  Main  Street,  Buffalo,  New 
York  14214. 

Arthritis  and  rheumatism  topic  of  meeting 

Recent  developments  in  arthritis  and  rheu- 
matism research  will  be  discussed  at  the  annual 
meeting  of  the  American  Rheumatism  Associa- 
tion to  be  held  June  15  and  16  at  the  Hilton 
Hotel,  New  York  City. 

For  further  information,  write:  Miss  Mar- 

garet M.  Walsh,  executive  secretary,  American 
Rheumatism  Association,  1212  Avenue  of  the 
Americas,  New  York,  New  York  10036. 

Geriatric  society  plans  meeting 

The  twenty-fourth  annual  meeting  of  the 
American  Geriatrics  Society  will  be  held  June  16 
and  17  at  the  Claridge  Hotel,  Atlantic  City. 

For  further  information,  write:  Edward 

Material  for  inclusion  in  the  medical  meetings  section  must 
be  received  six  weeks  prior  to  publication  date. 


Henderson,  M.D.,  executive  director,  Room 
1470,  10  Columbus  Circle,  New  York,  New  York 
10019. 

Headache  subject  of  meeting 

The  ninth  annual  meeting  of  the  American 
Association  For  The  Study  of  Headache  is 
being  held  June  17  at  the  Colony  Resort, 
Atlantic  City.  In  addition  to  the  study  of 
headache,  the  meeting  will  feature  a symposium 
on  headache  in  relation  to  eye,  ear,  nose,  and 
throat. 

For  information,  write:  Seymour  Diamond, 
M.D.,  secretary  and  program  chairman,  5214  N. 
Western  Avenue,  Chicago,  Illinois  60625. 

Meeting  on  school  health 

The  American  Medical  Association  is  holding 
its  ninth  annual  pre-convention  session  on  school 
health  June  18  at  7 : 30  p.m.  at  Chalfonte-Haddon 
Hall,  Atlantic  City.  The  program  will  feature 
a discussion  of  “Integrating  Sex  Education  into 
the  School  Health  Curriculum”  by  Mary  S. 
Calderone,  M.D.,  executive  director,  Sex  In- 
formation and  Education  Council  of  the  United 
States,  and  a panel  of  distinguished  physicians 
and  educators. 

Seminar  in  pediatrics 

The  Children’s  Hospital,  Denver,  Colorado, 
is  holding  its  spring  clinics  at  Vail,  June  26 
through  28.  “Advances  in  Pediatrics”  and 
“The  Path  Ahead  in  Pediatric  Practice”  will  be 
the  topics  discussed  by  the  following  guest  lec- 
turers: Sydney  Gellis,  M.D.,  Tufts  University; 
Mary  Ellen  Avery,  M.D.,  Johns  Hopkins  Uni- 
versity; Robert  Kugel,  M.D.,  University  of 
Nebraska;  James  K.  Weaver,  M.D.,  University 
of  New  Mexico;  William  Daeschner,  M.D., 
University  of  Texas;  and  Hugh  Thompson, 
M.D.,  Tucson,  district  chairman,  Region  8 of 
the  Academy  of  Pediatrics. 

Registration  fee  is  $40.  For  information 
write:  Joseph  Butterfield,  M.D.,  The  Children’s 
Hospital,  Nineteenth  Avenue  at  Downing, 
Denver,  Colorado  80218. 
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UP  TO  10-12  HOURS'  CLEAR  BREATHING  ON  ONE  TABLET 

Dimetapp  Extentabs 

(Dimetane®  (brompheniramine  maleatel,  12  mg.;  phenylephrine  HCI,  15  mg.;  phenylpropanolamine  HCI,  15  mg.) 


In  sinusitis,  colds,  or  U.R.I., 

Dimetapp  lets  congested  patients 
breathe  easy  again.  Each  Extentab 
brings  welcome  relief  all  day  or  all  night, 
usually  without  drowsiness  or  over- 
stimulation.  Its  key  to  success?  The 
Dimetapp  formula  — Dimetane  (brom- 
pheniramine maleate),  a potent  anti- 
histamine reported  in  one  study  to  have 
elicited  side  effects  as  few  as  the  placebo,  * 
teamed  with  decongestants  phenyl- 
ephrine and  phenylpropanolamine- 
in  a dependable  10-  to  12-hour  form. 

'Schiller,  I.  W.,  and  Lowell,  F.  C.:  New  England 
J.  Med.  261:478,  1959. 


Contraindications:  Patients  hypersen- 
sitive to  antihistamines.  Not  recom- 
mended for  use  during  pregnancy. 

Precautions:  Until  the  patient's 
response  has  been  determined,  he 
should  be  cautioned  against  engaging 
in  operations  requiring  alertness. 
Administer  with  care  to  patients  with 
cardiac  or  peripheral  vascular 
diseases  or  hypertension. 

Side  Effects:  Hypersensitivity 
reactions  including  skin  rashes, 
urticaria,  hypotension  and  thrombo- 
cytopenia have  been  reported  on 


rare  occasions.  Drowsiness,  lassitude, 
nausea,  giddiness,  dryness  of  the 
mouth,  mydriasis,  increased  irritability, 
or  excitement  may  be  encountered. 


Also  available:  Dimetapp®  Elixir  for 
conventional  t.i.d.  or  q.i.d.  dosage. 
See  package  insert  for  further  details. 
A.  H.  ROBINS  CO.,  INC. 

RICHMOND,  VIRGINIA  23220 


/WROBINS 


Dosage:  1 Extentab  morning 
and  evening,  or  as  needed. 

Supplied:  Bottles  of  100  and  500. 


The  Mediatric  Age: 

There  is  a growing  senescent  body  of  people  on  their 
way  to  malignant  inactivity,  who  sorely  need  your 
interest  and  direction  to  help  them  back  to  a more  active 
and  useful  life.  There  are  medicines  too,  designed  to  help. 
One  such  has  proved  useful  in  clinical  practice. 


L 


“Nutritional  and  hormone 
bolstering  of  function  in  the 
aged  may  have  a useful  place 
in  geriatrics.” 

Morgan,  A.  F.:  Gerontologist  2:77 
(June)  1962. 


“A  steroid-nutritional 
compound  (Mediatric)  was  used 
in  1 00  patients  to  relieve  some 
of  the  symptoms  caused  by 
degenerative  changes  of  aging 
. . . This  therapy  resulted  in 
improvement  of  75  per  cent 
of  the  patients . . .” 


Arnold,  E.  T.,  Jr.:  Geriatrics  72:612 
(Oct.)  1957. 


‘Mediatric  (steroid- 
nutritional  compound ) 
capsules,  one  a day,  seem  to 
give  definite  help  to  debilitated 
patients.” 


McNeill,  A.  J.:  Clin.  Med.  5:518 
(Mar.)  1961. 


“Intensive  nutritional  therapy 
is  necessary,  especially  in 
elderly  people,  to  correct 
dietary  deficiencies  created  by 
large  losses  of  protein,  vitamins 
and  other  nutrients." 


Riccitelli,  M.  L.:  J.  Am.  Geriatrics  Soc. 
72:489  (May)  1964. 


Mediatric* 

Designed  for  the  “metabolically  spent” 

Nutritional  reinforcement  for  those  who  can’t 
- or  won’t-  eat  properly. . .balanced  amounts  of 
estrogen  and  androgen  to  counteract  declining 
gonadal  hormone  secretion  and  its  sequelae  of 
premature  degenerative  changes... mild 
antidepressant  for  a gentle  “mood”  uplift... 


The  estrogen  component  in  MEDIATRIC  is 
PREMARIN®  (conjugated  estrogens— equine), 
the  natural  estrogen  most  widely  prescribed  for 
its  superior  physiologic  and  metabolic  benefits. 


MEDIATRIC  helps  keep  the  older  patient  alert  and 
active,  helps  relieve  general  malaise,  easy  fatigability, 
vague  pains  in  the  bones  and  joints,  loss  of  appetite,  and 
lack  of  interest  usually  associated  with  declining  gonadal 
hormone  secretion. 


MEDIATRIC  also  provides  nutritional  rein- 
forcement—blood-building  factors  and  vitamin 
supplementation.  It  contributes  a gentle  “mood” 
uplift  through  methamphetamine  HC1. 

Three  different  dosage  forms— Liquid,  Tablets, 
and  Capsules— offer  convenience  and  variety. 


contraindication:  Carcinoma  of  the  prostate,  due  to 
methyltestosterone  component. 

warning:  Some  patients  with  pernicious  anemia  may  not 
respond  to  treatment  with  the  Tablets  or  Capsules,  nor  is 
cessation  of  response  predictable.  Periodic  examinations 
and  laboratory  studies  of  pernicious  anemia  patients  are 
essential  and  recommended. 


MEDIATRIC  Liquid 

Each  15  cc.  (3  teaspoonfuls)  contains: 

♦Conjugated  estrogens — equine  (Premarin®)  0.25  mg. 

Methyltestosterone  2.5  mg. 

Thiamine  HC1  5.0  mg. 

Cyanocobalamin  1.5  meg. 

Methamphetamine  1.0  mg. 

Contains  15%  alcohol 


side  effects:  In  addition  to  withdrawal  bleeding,  breast 
tenderness  or  hirsutism  may  occur. 
suggested  dosages  : Male  and  female:  3 teaspoonfuls  of 
Liquid,  1 Tablet,  or  1 Capsule,  daily  or  as  required. 

In  the  female:  To  avoid  continuous  stimulation  of  breast 
and  uterus,  cyclic  therapy  is  recommended  (3  week  regi- 
men with  1 week  rest  period — Withdrawal  bleeding  may 
occur  during  this  1 week  rest  period). 


MEDIATRIC  Tablets  and  Capsules 

Each  MEDIATRIC  Tablet  or  Capsule  contains: 
♦Conjugated  estrogens — equine  (Premarin®)  0.25  mg. 

Methyltestosterone  2.5  mg. 

Ascorbic  acid 100.0  mg. 

Cyanocobalamin  2.5  meg. 

Intrinsic  factor  concentrate  8.0  mg. 

Thiamine  mononitrate  10.0  mg. 

Riboflavin 5.0  mg. 

Niacinamide  50.0  mg. 

Pyridoxine  HC1  3.0  mg. 

Calc,  pantothenate  20.0  mg. 

Ferrous  sulfate  exsic 30.0  mg. 

Methamphetamine  HC1  1.0  mg. 

♦Orally  active,  water-soluble  conjugated  estrogens  derived 
from  pregnant  mares’  urine  and  standardized  in  terms 
of  the  weight  of  active,  water-soluble  estrogen  content. 


In  the  male:  A careful  check  should  be  made  on  the 
status  of  the  prostate  gland  when  therapy  is  given  for 
protracted  intervals. 

supplied:  No.  910 — MEDIATRIC  Liquid,  in  bottles  of 
16  fluidounces  and  1 gallon.  No.  752 — MEDIATRIC 
Tablets,  in  bottles  of  100  and  1,000.  No.  252 — MEDIA- 
TRIC Capsules,  in  bottles  of  30,  100,  and  1,000. 


Mediatric 

steroid-nutritional  compound 


AYERST  LABORATORIES,  NEW  YORK.N.Y.  10017  • Montreal,  Canada 


6637 


Yon  can't  set  her  free. 
But  you  can  help  her 
feel  less  anxious. 

You  know  this  woman. 

She's  anxious,  tense,  irritable.  She’s  felt  this  way  for  months. 

Beset  by  the  seemingly  insurmountable  problems  of  raising  a young  family,  and  con- 
fined to  the  home  most  of  the  time,  her  symptoms  reflect  a sense  of  inadequacy  and 
isolation.  Your  reassurance  and  guidance  may  have  helped  some,  but  not  enough. 

Serax  (oxazepam)  cannot  change  her  environment,  of  course.  But  it  can  help 
relieve  anxiety,  tension,  agitation  and  irritability,  thus  strengthening  her  ability  to 
cope  with  day-to-day  problems.  Eventually— as  she  regains  confidence  and  com- 
posure—your  counsel  may  be  all  the  support  she  needs. 

Indicated  in  anxiety,  tension,  agitation,  irritability,  and  anxiety  associated 
with  depression. 

May  be  used  in  a broad  range  of  patients,  generally  with  considerable 
dosage  flexibility. 


Contraindications:  History  of  previous  hypersensitivity  to  oxazepam.  Oxazepam  is  not  indi- 
cated in  psychoses. 

Precautions:  Hypotensive  reactions  are  rare,  but  use  with  caution  where  complications  could 
ensue  from  a fall  in  blood  pressure,  especially  in  the  elderly.  One  patient  exhibiting  drug  de- 
pendency by  taking  a chronic  overdose  developed  upon  cessation  questionable  withdrawal 
symptoms.  Carefully  supervise  dose  and  amounts  prescribed,  especially  for  patients  prone 
to  overdose;  excessive  prolonged  use  in  susceptible  patients  (alcoholics,  ex-addicts,  etc.)  may 
result  in  dependence  or  habituation.  Reduce  dosage  gradually  after  prolonged  excessive 
dosage  to  avoid  possible  epileptiform  seizures.  Caution  patients  against  driving  or  operating 
machinery  until  absence  of  drowsiness  or  dizziness  is  ascertained.  Warn  patients  of  possible 
reduction  in  alcohol  tolerance.  Safety  for  use  in  pregnancy  has  not  been  established. 

Not  indicated  in  children  under  6 years;  absolute  dosage  for  6 to  12  year-olds  not  established. 

Side  Effects:  Therapy-interrupting  side  effects  are  rare.  Transient  mild  drowsiness  is  common 
initially;  if  persistent,  reduce  dosage.  Dizziness,  vertigo  and  headache  have  also  occurred 
infrequently;  syncope,  rarely.  Mild  paradoxical  reactions  (excitement,  stimulation  of  affect)  are 
reported  in  psychiatric  patients.  Minor  diffuse  rashes  (morbilliform,  urticarial  and  maculopapu- 
lar)  are  rare.  Nausea,  lethargy,  edema,  slurred  speech,  tremor  and  altered  libido  are  rare 
and  generally  controllable  by  dosage  reduction.  Although  rare,  leukopenia  and  hepatic  dys- 
function including  jaundice  have  been  reported  during  therapy.  Periodic  blood  counts  and 
liver  function  tests  are  advised.  Ataxia,  reported  rarely,  does  not  appear  related  to  dose  or  age. 

These  side  reactions,  noted  with  related  compounds,  are  not  yet  reported:  paradoxical  excita- 
tion with  severe  rage  reactions,  hallucinations,  menstrual  irregularities,  change  in  EEG  pattern, 
blood  dyscrasias  (including  agranulocytosis),  blurred  vision,  diplopia,  incontinence,  stupor, 
disorientation,  fever,  euphoria  and  dysmetria. 

Availability:  Capsules  of  10,  15  and  30  mg.  oxazepam. 


To  help  you  relieve  anxiety  and  tension 


Serax 

(oxazepam) 


Wyeth  Laboratories 
Philadelphia,  Pa. 


Medical  News 


Course  in  pediatric  neurology  and 
mental  retardation 

The  first  biennial  postgraduate  course  in 
Pediatric  Neurology,  Mental  Retardation  and 
Developmental  Medicine  is  being  held  at  the 
Albert  Einstein  College  of  Medicine  of  Yeshiva 
University,  The  Bronx,  May  8 through  12. 

Registration  fee  is  $150.  For  information 
write:  Joseph  French,  M.D.,  assistant  professor 
of  pediatrics  and  neurology,  Albert  Einstein 
College  of  Medicine,  Room  147A,  1300  Morris 
Park  Avenue,  New  York,  New  York  10461. 

Course  in  medical  writing 

A three-day  seminar  on  medical  and  science 
writing  will  be  held  May  12  through  14,  at  Big 
Sur,  California,  under  the  joint  sponsorship  of 
the  Esalen  Institute  and  the  Northern  Cali- 
fornia Chapter  of  the  American  Medical  Writers’ 
Association. 

The  $60  fee  for  the  course  includes  room  and 
meals.  Membership  in  the  sponsoring  organiza- 
tions is  not  necessary  for  enrollment.  For 
registration  or  further  information  write:  Har- 
ley Messinger,  M.D.,  3029  Benvenue  Avenue, 
Berkeley,  California  94705. 

New  Jersey  Society  to  hold  convention 

The  Medical  Society  of  New  Jersey  is  holding 
its  201st  annual  meeting  May  13  through  17  at 
Haddon  Hall  in  Atlantic  City.  In  addition  to 
the  scientific  sessions,  a general  session  on 
Medicare  will  be  held  May  14,  at  3 : 00  p.m. 

For  further  information  write:  The  Medical 
Society  of  New  Jersey,  315  West  State  Street, 
Trenton,  New  Jersey  08618. 

Geriatric  Society  renews  grants 

Three  $1,800  grants  to  encourage  resident 
physicians  to  devote  more  time  to  the  study  of 
medical  problems  of  the  aging  have  been  re- 
newed by  the  American  Geriatrics  Society. 
Announcement  of  the  awardees  will  be  made  at 
the  annual  meeting  of  the  Society  to  be  held 
June  16  and  17  at  Atlantic  City. 

The  grants  will  supplement  the  salaries  the 

Material  for  inclusion  in  the  medical  news  section  must  be 
received  six  weeks  prior  to  publication  date. 


physicians  receive  and  will  cover  the  period  be- 
tween July  1967  to  June  1968. 

The  deadline  for  filing  applications  is  June  1. 
For  applications,  write:  Fellowship  Committee, 
American  Geriatrics  Society,  10  Columbus 
Circle,  New  York,  New  York  10019. 

Lecture  on  Rh  immunoglobulin 

The  eighteenth  Augustus  B.  Wadsworth 
lecture,  sponsored  by  the  New  York  State 
Association  of  Public  Health  Laboratories,  is  to 
be  held  May  18  at  8:00  p.m.  at  the  Division  of 
Laboratories  and  Research,  New  Yoi'k  State 
Department  of  Health,  Albany. 

John  G.  Gorman,  M.D.,  blood  bank  director, 
Columbia-Presbyterian  Medical  Center,  is  to 
speak  on  “Rh  Immunoglobulin  as  a Means  of 
Prevention  of  Hemolytic  Disease  of  the  New- 
born.” 

Course  in  disabilities  of  the  foot 

A postgraduate  course  in  disabilities  of  the 
foot,  cosponsored  by  the  Hospital  for  Joint 
Diseases  and  Medical  Center  and  Columbia 
University  College  of  Physicians  and  Surgeons, 
will  be  held  April  21  from  9:00  a.m.  to  5:00 
p.m.  and  April  22  from  9 : 00  a.m.  to  12 : 00  noon. 

Tuition  fee  is  $100.  For  further  information 
and  registration,  write:  Mrs.  Alice  Altmayer, 

Hospital  for  Joint  Diseases  and  Medical  Center, 
1919  Madison  Avenue,  New  York,  New  York 
10035. 

Distribution  of  cobalt  preparations  halted 

The  Food  and  Drug  Administration  has  acted 
to  end  distribution  of  cobalt-containing  drugs 
used  for  the  treatment  of  iron-deficiency  anemia 
because  available  data  indicates  these  drugs 
can  no  longer  be  considered  safe  and  effective 
for  that  use.  Radioactive  cobalt,  vitamin- 
mineral  products  containing  small  amounts  of 
cobalt,  and  cyanocobalamine  are  not  affected  by 
the  decision. 

The  F.D.A.  is  classifying  cobalt  preparations 
for  iron-deficiency  anemia  as  new  drugs,  which 
means  they  cannot  be  commercially  distributed 
unless  their  safety  and  efficacy  are  demonstrated 
to  the  agency  on  the  basis  of  scientific  evidence. 
Both  prescription  products  and  those  sold  over- 
the-counter  are  affected. 
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A Building  Block  approach 
to  treating  hypertension 


With  these  three  therapeutic  building  blocks 

you  can  create  a once-a-day  regimen  to  fit  almost  any  degree 

of  hypertension.  See  the  following  pages  for  details  . . . 


\ 


Consider  starting  your  hypertensives 
on  this  basic  thiazide 


Enduron  eliminates  sodium  around  the  clock, 
yet  is  relatively  sparing  of  potassium 


Enduron  is  a true  24-hour  single-dose  thia- 
zide. Its  sodium  excretion  is  not  squeezed 
into  an  abrupt  peak  during  the  first  several 
hours.  It  is  well-sustained  in  a plateau-like 
effect— with  little  reduction  in  intensity  dur- 
ing the  first  12  hours,  and  decline  thereafter 
only  gradual. 


ENDURON9 

METHYCLOTHIAZIDE 


Potassium  loss,  in  contrast,  reaches  an  ear- 
ly minor  peak.  Then  it  subsides  rapidly. 
Moreover,  doses  larger  than  5 mg.  have  little 
added  effect  on  potassium.  Thus  doubling 
the  dose  from  5 to  10  mg.  approximately 
doubles  sodium  excretion  — yet  increases 
potassium  loss  little  or  none. 

Use  Enduron  once  a day  as  an  ideal  starting 
therapy  in  mild  hypertension.  Use  it  too,  as 
a basic  therapeutic  building  block  with 
which  other  agents  can  be  joined,  for  man- 
aging your  more  resistant  hypertensives. 


Once  a day,  every  day 


Minimum 

Usual 

Intermediate 

Maximum 

DAILY 

DOSAGE 

RANGE 

11 

JS 

m j 

111  H 

2.5  mg.  tablet 

5 mg.  tablet 

7.5  mg. 

10  mg. 

See  Brief  Summary  on  final  page  of  advertisement. 


To  build  added  response, 
shift  to  Enduronyl 


The  deserpidine  component  compares  favorably 
to  reserpine,  but  with  reduced  side  effects 


The  rauwolfia  component  of  Enduronyl  is 
deserpidine  (Harmonyl®),  a purified  crystal- 
line alkaloid.  It  is  comparable  to  reserpine  in 
its  antihypertensive  and  tranquilizing  activi- 
ty. Yet  it  produces  less  tendency  toward  typ- 
ical rauwolfia  side  effects  such  as  drowsi- 
ness, lethargy,  stuffy  nose,  depression,  etc. 

Patient  acceptance  has  been  excellent. 

Enduronyl  comes  in  two  strengths:  regular 
and  Forte.  Both  provide  5 mg.  of  Enduron. 
The  variation  is  where  most  needed:  in  the 
deserpidine.  These  scored  tablets  give  a 
surprisingly  flexible  choice  of  doses  (see 
below). 

Use  Enduronyl  for  your  patients  within  the 
broad  range  of  mild  to  moderate  hyperten- 
sion. Dosage  is  once  a day:  this  means  En- 
duronyl will  generally  cost  patients  less  than 
equivalent  drugs  taken  2 or  3 times  daily. 

Once  a day,  every  day 

ENDURONYL! 

METHYCLOTHIAZIDE  5 IYIG.  WITH  DESERPIDINE  0.25  MG. 

ENDURONYL  FORTE 

METHYCLOTHIAZIDE  5 MG.  WITH  DESERPIDINE  0.5  MG. 


Minimum 


Usual 


Intermediate 


Maximum 


DAILY 

DOSAGE 

RANGE 


2.5  mg.  methyclothiazide 
0.125  mg.  deserpidine 


5 mg.  methyclothiazide 
0.25  mg.  deserpidine 


7.5  mg.  methyclothiazide 
0.375  mg.  deserpidine 


10  mg.  methyclothiazide 
0.5  mg.  deserpidine 


DAILY 

DOSAGE 

RANGE 


2.5  mg.  methyclothiazide  I 5 
0.25  mg.  deserpidine 


mg.  methyclothiazide 
0.5  mg.  deserpidine 


7.5  mg.  methyclothiazide 
0.75  mg.  deserpidine 


10  mg.  methyclothiazide 
1 mg.  deserpidine 


See  Brief  Summary  on  final  page  of  advertisement. 
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Eutonyl  affords  a different  kind  of 

basic  therapy  for  moderate  to  severe  cases 


Effect  tied  to  reduced  peripheral  vascular 
resistance;  no  central  depressant  action 


Eutonyl  is  a unique  nonhydrazine  agent.  It 
is  reported  to  act  by  reducing  peripheral 
vascular  resistance,  with  little, or  no  effect 
upon  cardiac  output.1'2 


EUTONYL" 

PARGYLINE  HYDROCHLORIDE 


In  clinical  trials,  significant  reductions  in 
mean  blood  pressure  were  seen  in  84%  of 
patients  studied— including  some  unusually 
difficult  cases.  Eutonyl  lowers  diastolic  in 
proportion  to  systolic,  and  in  half  of  the 
cases  studied,  reductions  in  the  sitting  and 
recumbent  positions  were  nearly  as  great 
as  in  the  standing  position. 

Most  important:  There  is  no  central  depres- 
sant action.  In  fact,  many  patients  reported 
an  increased  sense  of  well  being. 

Here,  then,  is  a highly  effective  basic  treat- 
ment for  moderate  to  severe  cases— and  one 
that  will  not  hamper  your  patient  with  lethar- 
gy or  drowsiness  while  on  treatment. 


Once  a day,  every  day 


PHOUKf 

£X* 


Minimum 

Usual  starting 

Intermediate 

Maximum 

DAILY 

DOSAGE 

RANGE 

TJ 

.) : ■}  j-  H 

10  mg.  tablet 

25  mg.  tablet 

50  mg.  tablet 
or  as  needed 

200  mg. 

1.  Brest,  A.  N.,  et  at.,  Cardiac  and  Renal  Hemodynamic  Response  to  Pargyline,  Ann.  N.  Y.  Acad. 

2.  Winsor,  T.,  Pargyline  Hydrochloride,  Hypertension,  Urinary  Tryptamine,  and  Vascular  Reflexes 

Sci.,  107-1016,  1963. 

Geriatrics,  19:598,  Aug.,  1964. 

See  Brief  Summary  on  final  page  of  advertisement. 
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Eutron  adds  thiazide  for  enhanced 
therapy  with  milder  side  effects 


Only  a 7/4  mm.  span  between  standing  and  recumbent 
pressures— reduced  chance  of  orthostatic  hypotension 


The  combining  of  Eutonyl  and  Enduron  in 
Eutron  permits  a significantly  greater  anti- 
hypertensive effect  than  with  either  agent 
used  alone.  This  in  turn  may  allow  thera- 
peutic success  with  lesser  dosage— and  cor- 
respondingly milder  side  effects. 

Indeed,  fully  94.5%  of  all  patients  studied 
during  clinical  trials  continued  on  therapy 
uninterrupted  by  side  effects. 

Most  striking  was  the  drug’s  action  in  lower- 
ing blood  pressure  to  nearly  equal  levels  in 
all  body  positions.  Total  average  spread  be- 
tween standing  and  recumbent  readings 
(after  treatment)  was  only  7/4  mm.  Hg. 

Thus,  in  your  moderate  to  severe  cases,  Eu- 
tron affords  a usually  smooth  course  of 
therapy,  with  reduced  likelihood  of  ortho- 
static effects.  And,  because  of  the  thiazide 
component,  Eutron  may  be  used  in  the  pres- 
ence of  congestive  heart  failure. 


Once  a day,  every  day 

EUTRON™ 

PARGYLINE  HYDROCHLORIDE  25  MG. 
WITH  METHYCLOTHIAZIDE  5 MG. 


Minimum 


Usual  starting 


Intermediate 


Maximum 


DAILY 

DOSAGE 

RANGE 


12.5  mg.  pargyline 
hydrochloride  and  2.5  mg. 
methyclothiazide 


25  mg.  pargyline 
hydrochloride  and  5 mg. 
methyclothiazide 


37.5  mg.  pargyline 
hydrochloride  and  7.5  mg. 
methyclothiazide 


50  mg.  pargyline 
hydrochloride  and  10  mg. 
methyclothiazide 


See  Brief  Summary  on  final  page  of  advertisement. 
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ENDURON® 

METHYCLOIHIAZIDE 

ENDURONYL® 

Each  tablet  contains  Methyclothiazide  5 mg. 
with  Deserpidine  0.25  mg.  or  0.5  mg. 

Indications:  Enduron  is  used  to  control  edema  and  mild 
hypertension.  Also  used  with  other  drugs  for  hypertension. 
Enduronyl  is  used  in  mild  to  moderately  severe  hyper- 
tension. 

Contraindications:  Neither  Enduron  nor  Enduronyl  should 
be  used  in  severe  renal  disease  (except  nephrosis)  or 
shutdown;  in  severe  hepatic  disease  or  impending  hepat- 
ic coma;  in  patients  sensitive  to  thiazides.  Enduronyl  is 
contraindicated  in  severe  mental  depression,  active  pep- 
tic ulcer,  and  ulcerative  colitis. 

Warnings:  Consider  possible  sensitivity  reactions  in  pa- 
tients with  a history  of  allergy  or  asthma.  Avoid  use  of 
enteric-coated  potassium  tablets,  as  these  may  induce 
serious  or  fatal  small  bowel  lesions;  if  added  potassium 
intake  is  desired,  dietary  supplementation  is  recom- 
mended. Coated  potassium  tablets  should  be  reserved 
for  cautious  use  when  adequate  dietary  supplementation 
is  impractical. 

Precautions  and  Adverse  Reactions:  Use  thiazides  with 
caution  in  severe  renal  dysfunction.  Caution  is  also  nec- 
essary with  impaired  hepatic  function  or  progressive 
liver  disease.  During  intensive  or  prolonged  thiazide 
therapy,  watch  chloride  and  potassium  levels  (especially 
the  latter  if  patient  is  on  digitalis).  In  surgical  patients, 
thiazides  may  alter  response  to  vasopressors  and  tubo- 
curarine.  Use  thiazides  with  caution  in  pregnancy  (bone 
marrow  depression,  thrombocytopenia,  or  altered  carbo- 
hydrate metabolism  are  possible  in  certain  newborn). 
Occasional  thiazide  side  effects  also  include  blood  dys- 
crasias;  elevations  of  BUN,  serum  uric  acid,  or  blood 
sugar;  electrolyte  imbalance,  g.i.  disturbances,  headache, 
dizziness,  paresthesia,  weakness,  skin  rash,  photosensi- 
tivity, jaundice,  pancreatitis,  and  gout. 

Use  Enduronyl  with  caution  in  patients  with  a history  of 
peptic  ulcer,  as  rauwolfias  may  increase  gastric  secre- 
tion. Discontinue  at  the  first  sign  of  mental  depression. 
Rauwolfias  may  increase  hypotensive  effects  of  surgery 
or  anesthesia,  and  are  best  discontinued  two  weeks 
prior.  They  also  lower  the  convulsive  threshold  in  epi- 
lepsy. Other  possible  rauwolfia  side  effects  include  drow- 
siness, nasal  stuffiness,  nausea,  weight  gain,  and  diar- 
rhea. Less  frequent  complications  of  deserpidine  therapy 
are  aggravation  of  peptic  ulcer,  epistaxis,  and  skin  erup- 
tion. Alcohol,  barbiturates  or  narcotics  may  potentiate 
action  of  deserpidine. 

EUTONYLT 

PARGfllNE  HYDROCHLORIDE 

EUTRON™ 

Each  tablet  contains  Pargyline  Hydrochloride  25  mg. 
with  Methyclothiazide  5 mg. 

Indications:  For  treatment  of  patients  with  moderate  to 
severe  hypertension,  especially  those  with  severe  dias- 
tolic hypertension.  Not  recommended  for  use  in  patients 
with  mild  or  labile  hypertension  amenable  to  therapy 
with  sedatives  and/or  thiazide  diuretics  alone. 

Contraindications:  Pheochromocytoma,  advanced  renal 
disease,  paranoid  schizophrenia  and  hyperthyroidism. 


Until  further  experience  is  gained,  not  recommended  for 
use  in  patients  with  malignant  hypertension,  children 
under  12,  or  pregnant  patients. 

Concomitant  use  of  the  following  is  contraindicated; 
other  monoamine  oxidase  inhibitors;  parenteral  forms  of 
reserpine  or  guanethidine;  sympathomimetic  drugs;  foods 
high  in  tyramine  such  as  cheese;  imipramine  and  ami- 
triptyline, or  similar  antidepressants;  methyldopa.  Inter- 
val of  two  weeks  should  separate  therapy  and  use  of 
these  agents. 

Warnings:  Pargyline  hydrochloride  is  a monoamine  oxi- 
dase inhibitor.  Warn  patients  against  eating  cheese,  and 
using  alcohol,  proprietary  drugs  or  other  medication 
without  the  knowledge  of  the  physician.  When  necessary 
to  administer  alcohol,  narcotics  (meperidine  should  be 
avoided),  antihistamines,  anesthetics,  barbiturates,  chlo- 
ral hydrate  and  other  hypnotics,  sedatives,  tranquilizers, 
or  caffeine,  these  can  be  used  cautiously  at  a dosage  of 
Va  to  1/5  the  usual  amount.  Adjust  dose  of  anesthetic 
agents  to  response  of  patient.  Avoid  parenteral  adminis- 
tration where  possible.  Withdraw  pargyline  two  weeks 
before  elective  surgery. 

Warn  patients  about  the  possibility  of  postural  hypoten- 
sion. Those  with  angina  or  other  evidence  of  coronary 
disease  should  not  increase  physical  activity.  Pargyline 
may  lower  blood  sugar.  Avoid  use  of  enteric-coated  po- 
tassium tablets,  as  these  may  induce  serious  or  fatal 
small-bowel  lesions;  if  added  potassium  intake  is  de- 
sired, dietary  supplementation  is  recommended.  Coated 
potassium  tablets  should  be  reserved  for  cautious  use 
when  adequate  dietary  supplementations  is  impractical. 

Precautions:  Measure  blood  pressure  while  patient  is 
standing  to  determine  antihypertensive  effect.  Use  with 
caution  in  hyperactive  or  hyperexcitable  persons.  Such 
persons  may  show  increased  restlessness  and  agitation. 
Withdraw  drug  during  acute  febrile  illness.  Watch  pa- 
tients with  impaired  renal  function  for  increasing  drug 
effects  or  elevation  of  BUN  and  other  evidence  of  pro- 
gressive renal  failure;  withdraw  drug  if  such  alterations 
persist  and  progress.  Use  with  caution  in  patients  with 
liver  disease.  As  with  all  new  drugs,  complete  blood 
counts,  urinalyses,  and  liver  function  tests  should  be 
performed  periodically.  With  prolonged  therapy,  exam- 
ine patients  for  change  in  color  perception,  visual  fields, 
and  fundi. 

During  intensive  or  prolonged  methyclothiazide  thera- 
py, watch  chloride  and  potassium  levels  (especially  lat- 
ter if  patient  is  on  digitalis).  Methyclothiazide  also  may 
reduce  arterial  response  to  pressor  amines.  Use  thia- 
zides with  caution  in  pregnancy  (bone  marrow  depres- 
sion, thrombocytopenia,  or  altered  carbohydrate  metabo- 
lism are  possible  in  certain  newborns).  Thiazide  drugs 
may  increase  responsiveness  to  tubocurarine. 

Side  Effects:  Pargyline  may  be  associated  with  ortho- 
static hypotension.  Mild  constipation,  slight  edema,  dry 
mouth,  sweating,  increased  appetite,  arthralgia,  nausea 
and  vomiting,  headache,  insomnia,  difficulty  in  micturi- 
tion, nightmares,  impotence,  delayed  ejaculation,  rash, 
and  purpura  have  been  encountered  with  pargyline.  Hy- 
perexcitability, increased  neuromuscular  activity  (mus- 
cle twitching)  and  other  extra-pyramidal  symptoms  have 
been  reported.  Drug  fever  is  extremely  rare.  Congestive 
heart  failure  has  been  reported  in  a few  patients  with 
reduced  cardiac  reserve. 

Thiazide  side  effects  also  include  blood  dyscrasias,  ele- 
vation of  BUN,  serum  uric  acid,  or  blood  sugar,  electro- 
lyte imbalance,  g.i.  disturbances,  head- 
ache, dizziness,  paresthesia,  weakness, 
skin  rash,  photosensitivity,  jaundice,  pan- 
creatitis, and  gout.  Nocturia  has  been  ob- 
served with  the  combination.  704075 


Month  in  Washington 


The  U.S.  Department  of  Health,  Education, 
and  Welfare  stated  in  a special  report  that  both 
hospital  charges  and  physicians’  fees  increased 
sharply  last  year.  A continued  increase  in 
health  care  costs  was  predicted  in  the  report 
ordered  last  August  by  President  Johnson. 

Drugs  were  not  a significant  factor  in  the 
recent  accelerated  increase  in  health  care  prices, 
the  report  said.  But  it  added  that  “drug 
prices  are  higher  than  they  would  be  if  there 
were  more  vigorous  competition  at  either  the 
manufacturing  or  drugstore  level.” 

As  for  the  two  major  components  in  the 
medical  care  index,  the  report  said:  (1) 

Physicians’  fees,  which  had  been  rising  about 
3 per  cent  a year  between  1960-1965,  went  up 
7.8  per  cent  in  1966,  the  biggest  annual  in- 
crease since  1927.  (2)  Hospital  daily  charges, 

rising  about  6 per  cent  a year  between  1960 
and  1965,  went  up  16.5  per  cent  in  1966,  the 
largest  annual  increase  in  18  years. 

The  increase  in  doctors’  fees  was  attributed  to 
a combination  of  basic  factors:  more  people  are 
seeking  doctors’  services  more  often,  and  the 
number  of  active  physicians  is  increasing  rela- 
tively slowly.  The  study  found  no  evidence 
that  Medicare,  which  went  into  effect  last  July 
1,  was  a major  factor  in  the  rise  in  doctors’  fees. 

The  increase  in  hospital  charges  was  attrib- 
uted largely  to  rising  wages,  which  account  for 
two-thirds  of  hospital  costs,  and  increases  in 
the  price  of  equipment  and  material  hospitals 
buy.  The  wage  rise  has  not  been  off-set  by 
increased  productivity,  the  report  said,  and  rising 
standards  of  care  in  hospitals  have  required 
more  expensive  equipment  and  facilities. 

Meantime,  Robert  J.  Myers,  the  Social 
Security  Administration’s  chief  actuary,  told 
the  House  Ways  & Means  Committee,  that 
hospital  costs  had  risen  much  faster  than  the 
administration  anticipated  since  the  Medicare 
plan  went  into  effect.  If  they  continue  then- 
upward  spiral,  the  costs  will  eat  away  the 
safety  margin  included  under  the  Medicare 
financing  plan,  Myers  said. 

The  H.E.W.  report  held  out  little  hope  for  an 
early  end  to  medical  price  increases.  However, 
it  recommended  a series  of  actions  “to  slow 
down  these  increases  and  to  promote  the  effi- 
cient use  of  medical  care  resources.”  Recom- 
mendations in  the  report  included  the  following: 

— Comprehensive  community  health  care 
systems  should  be  developed,  demonstrated, 
and  evaluated. 

— Group  practice,  especially  prepaid  group 
practice,  should  be  encouraged. 

— Private  and  public  health  insurance  plans 

Prepared  by  the  Washington,  D.C.,  Office  of  the  American 
Medical  Association. 


should  be  broadened  to  include  more  alternative 
types  of  medical  care  plans. 

— States  should  move  quickly  to  establish 
and  support  strong  health  planning  agencies  at 
the  state  and  local  levels. 

— Cost-reducing  methods  of  reorganizing  the 
delivery  of  services  in  hospitals  and  other 
providers  of  health  services  should  be  developed, 
demonstrated,  and  implemented. 

— Federally  supported  health  care  programs 
should  be  used  to  train  physicians’  assistants, 
evaluate  their  performance,  and  disseminate 
the  results. 

— Federal  funds  available  under  the  Health 
Professions  Educational  Assistance  Amend- 
ments of  1965  should  be  used  to  support  and 
encourage  innovations  in  health  professions’ 
education  and  training  which  promote  the 
efficient  practice  of  medicine. 

— H.E.W.  should  undertake  an  intensive 
examination  of  frequently  prescribed  drugs  to 
assess  the  therapeutic  effectiveness  of  brand 
name  products  and  their  supposed  generic 
equivalents. 

— The  Food  and  Drug  Administration  should 
provide  doctors  with  authoritative  information 
of  the  efficacy  and  side  effects  of  all  drugs. 

— H.E.W.  should  call  a national  conference  of 
leaders  of  the  medical  community  and  public 
representatives  to  discuss  ways  to  improve  the 
quality  and  efficiency  of  medical  care  delivery. 

To  carry  out  the  recommendations  in  the 
report  and  allied  directives  from  President 
Johnson,  H.E.W.  Secretary  John  W.  Gardner 
said  he  would  take  a number  of  actions,  includ- 
ing establishment  of  a National  Center  for 
Health  Services  Research  and  Development 
and  calling  of  a national  conference  on  medical 
care  costs. 

* * * 

The  American  Medical  Association  contends 
there  is  not  sufficient  justification  for  a Federal 
law  that  would  ban  dispensing  of  drugs  and 
devices,  such  as  eyeglasses,  by  physicians. 

James  Z.  Appel,  M.D.  immediate  past  presi- 
dent of  the  AMA.,  outlined  the  AMA.’s 
position  in  testimony  before  the  Senate  Anti- 
trust and  Monopoly  Subcommittee  which  held 
hearings  on  such  legislation  (S.  260)  introduced 
by  its  chairman,  Senator  Philip  A.  Hart  (Dem- 
ocrat, Michigan). 

The  legislation  appeared  to  stand  little  chance 
of  being  approved  by  Congress,  at  least  this 
year.  Senator  Hart  has  unsuccessfully  pushed 
similar  legislation  for  the  past  few  years. 

The  AMA  believes  that  “federal  legislation 
cannot  be  justified  unless  there  is  a compelling 

continued  on  page  1006 
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Against  these  three  major  pathogens... 


Beta-Hem( 

Streptococci 


Penicillin-Sensitive 
Staphylococci 


-Cillin  K®  provides  dependable  oral  antibacterial  activity 


because  it  combines  a high  degree  of  in-vitro  activity... 

Staph. Aureus(Penicillin-Sensitive)  Streptococcus,  Group  A Diplococcus  Pneumoniae 


MIC  (meg. /ml.) 

MIC  ( 

meg. /ml.) 

MIC  (meg. /ml.) 

Antibiotic 

Median 

Range 

Median 

Range 

Median 

Range 

Penicillin  V 

0.02 

0.02-0.04 

0.02 

0.003-0.4 

0.01 

0.005-0.2 

Penicillin  G 

0.02 

0.005-1.6 

0.005 

0.002-0.2 

0.02 

0.01-0.1 

Methicillin 

1.6 

0.4-6. 3 

0.2 

0.1 -0.4 

0.2 

0.1-1. 6 

Oxacillin 

0.4 

0.1  -3.1 

0.04 

0.02-0.4 

0.1 

0.04-0.8 

Cloxacillin 

0.2 

0.2-0. 8 

0.1 

0.1 -0.8 

- 

- 

Nafcillin 

0.4 

0.2-0. 8 

0.04 

0.02-0.1 

0.02 

0.02-0.2 

Ampicillin 

0.2 

0.1 -0.8 

0.02 

0.01-0.04 

0.02 

0.01-0.04 

Adopted  from  Klein,  J.  O.,  and  Finland,  M.:  New  England  J.  Med. ,269:1019,  1963. 


with  high  blood  levels,  even  in  the  presence  of  food 


Adapted  from  Griffith,  R.  $.,  and  Black,  H.  R.:  Current  Ther.  Res.,  6 253,  1964. 


-Cillin  K'  S_ 

assium  Phenoxymethyl  Penicillin 


(See  next  page  for  prescribing  information.) 


New  500  mg.  tablets ...  a more  convenient  way  to  give  high  doses 


: 

i 

i 


i 


Description:  V-Cillin  K is  the  potassium  salt  of  V-Cillin®  (phenoxy- 
methyl  penicillin,  Lilly).  This  chemically  improved  form  combines  acid 
stability  with  immediate  solubility  and  rapid  absorption.  Higher  serum 
levels  are  obtained  more  rapidly  with  this  penicillin  than  with  equal 
oral  doses  of  penicillin  G.  The  higher  serum  levels  and  acid  stability  of 
V-Cillin  K make  it  a more  dependable  penicillin  for  oral  use. 
i V-Cillin  K,  Pediatric,  is  an  oral  solution  of  clinically  proved  V-Cillin  K 
jin  teaspoon  dosage  form.  When  mixed  as  directed,  each  5 cc.  (ap- 
proximately one  teaspoonful)  will  contain  125  mg.  (200,000  units) 
jphenoxymethyl  penicillin  as  the  potassium  salt. 

Indications:  V-Cillin  K has  been  shown  to  be  effective  in  the  treatment 
|of  streptococcus,  pneumococcus,  and  gonococcus  infections  as  well  as 
(infections  caused  by  sensitive  strains  of  staphylococci.  It  may  be  used 
[for  the  prophylaxis  of  streptococcus  infections  in  patients  with  a history 
lof  rheumatic  fever  and  for  the  prevention  of  bacterial  endocarditis 
[after  tonsillectomy  and  tooth  extraction  in  those  patients  with  a history 
[of  rheumatic  fever  or  congenital  heart  disease. 

Contraindication:  V-Cillin  K should  not  be  administered  to  a patient 
[with  a history  of  penicillin  hypersensitivity. 

Warnings:  In  rare  instances,  the  use  of  penicillin  may  cause  acute 
anaphylaxis  which  may  prove  fatal  unless  promptly  controlled.  This 
type  of  reaction  appears  more  frequently  in  patients  with  a history  of 
sensitivity  reactions  to  penicillin  and  in  those  with  bronchial  asthma  or 
other  allergies.  Resuscitative  drugs  should  be  readily  available  for 
emergency  administration.  These  include  epinephrine  and  pressor 
drugs  (as  well  as  oxygen  for  inhalation)  for  relief  of  immediate  allergic 


manifestations  and  antihistamines  and  corticosteroids  for  delayed 
effects. 

Precautions:  V-Cillin  K should  be  used  cautiously,  if  at  all,  in  a patient 
with  a strongly  positive  history  of  allergy. 

In  prolonged  therapy  with  penicillin,  and  particularly  with  high 
parenteral  dosage  schedules,  frequent  evaluation  of  the  renal  and 
hematopoietic  systems  is  recommended. 

In  suspected  staphylococcus  infections,  proper  laboratory  studies 
(including  sensitivity  tests)  should  be  performed. 

The  use  of  penicillin  may  be  associated  with  the  overgrowth  of 
pencillin-insensitive  organisms.  In  such  cases,  its  administration  should 
be  discontinued,  and  appropriate  measures  should  be  taken. 
Adverse  Reactions:  Although  serious  allergic  reactions  are  much  less 
common  with  administration  of  oral  penicillin  than  with  intramuscular 
forms,  manifestations  of  penicillin  allergy  may  occur. 

Penicillin  is  a substance  of  low  toxicity,  but  it  does  possess  a signifi- 
cant index  of  sensitization.  The  following  hypersensitivity  reactions 
associated  with  the  use  of  penicillin  have  been  reported:  skin  rashes 
ranging  from  maculopapular  eruptions  to  exfoliative  dermatitis;  urti- 
caria; and  reactions  resembling  serum  sickness,  including  chills,  fever, 
edema,  arthralgia,  and  prostration.  Severe  and  often  fatal  anaphylaxis 
has  occurred  (see  Warnings).  Hemolytic  anemia,  leukopenia,  throm- 
bocytopenia, and  nephropathy  are  rarely  observed  side-effects  and 
are  usually  associated  with  high  parenteral  dosage. 

Administration  and  Dosage:  For  Tablets  V-Cillin  K and  for  V-Cillin  K, 
Pediatric,  the  usual  dosage  ranges  from  125  mg.  (200,000  units)  three 
times  a day  to  500  mg.  (800,000  units)  every  four  hours.  For  infants, 
the  daily  dosage  may  be  50  mg.  per  Kg.  of  body  weight  divided  into 
three  doses. 

Beta-hemolytic  streptococcus  infections  without  associated  bac- 
teremia may  be  treated  with  200,000  to  400,0000  units  three  times  a 
day.  Therapy  should  be  continued  for  a minimum  of  ten  days  to  prevent 
development  of  rheumatic  fever  and/or  other  serious  complications. 
Dosage  for  routine  streptococcus  prophylaxis  in  patients  with  a history 
of  rheumatic  fever  or  congenital  heart  disease  may  be  200,000  units 
once  or  twice  daily.  When  such  patients  undergo  tonsillectomy,  tooth 
extraction,  or  other  minor  surgery,  the  prophylactic  dose  should  be 
500,000  units  every  six  hours  given  two  days  prior  to  surgery  and  for 
two  days  postoperatively.  If  oral  medication  is  not  feasible  on  the  day 
of  surgery,  parenteral  therapy  should  be  considered.  Mild  to  moder- 
ately severe  pneumococcus  pneumonia  has  been  treated  effectively 
with  250  mg.  every  six  hours. 

In  staphylococcus  infections,  400,000  units  or  more  should  be  given 
every  six  to  eight  hours  in  conjunction  with  indicated  surgical  proce- 
dures. 

For  gonorrhea  in  males,  500  mg.  (800,000  units)  every  four  hours 
for  three  doses  may  be  employed;  in  females,  500  mg.  every  four  hours 
for  six  doses  are  recommended.  Patients  with  a suspected  lesion  of 
syphilis  should  have  a dark-field  examination  before  receiving  penicillin 
and  monthly  serologic  tests  for  a minimum  of  three  months. 

How  Supplied:  Tablets  V-Cillin  K,  U.S.P.,  125  mg.  (200,000  units),  in 
bottles  of  50  and  100;  and  250  mg.  (400,0000  units)  and  500  mg. 
(800,000  units),  in  bottles  of  24  and  100. 

V-Cillin  K,  Pediatric,  for  Oral  Solution,  125  mg.  (200,0000  units)  per 
5 cc.  of  solution,  in  40,  80,  and  150-cc.-size  packages.  [011867] 


Additional  information  available  to  physicians  upon 
request.  Eli  Lilly  and  Company,  Indianapolis,  Indiana 
46206. 
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Phenaphen 
with  Codeine 


the  only  leading 
compound  analgesic 
that  calms 

instead  of  caffeinates 


Each  capsule  contains: 

Phenobarbital  ('A  gr.) 16.2  mg. 

(Warning:  may  be  habit  forming) 

Aspirin  (2'/2  gr.) 162.0  mg. 

Phenacetin  (3  gr.) 194.0  mg. 

Hyoscyamine  sulfate 0.031  mg. 

Codeine  phosphate % gr.  (No.  2), 

V2  gr.  (No.  3),  1 gr.  (No.  4) 
(Warning:  may  be  habit  forming) 


Contraindications:  Hypersensitivity  to  any  ingredient. 

Precautions:  As  with  all  phenacetin-containing  prod- 
ucts, avoid  excessive  or  prolonged  use. 

Side  Effects:  Side  effects  are  uncommon  - nausea, 
constipation,  and  drowsiness  have  been  reported. 


A H.  ROBINS  CO..  INC  . Rlohmond.  Vr  23220 
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INFLAMMATION: 

A cellular 


A SYNTEX  REPORT  based  on  recently 
developed  hypotheses  about  topical  cor- 
ticosteroids, including  the  cellular 
theories  of  inflammation  by  Thomas  F. 
Dougherty,  Ph  D.,  University  of  Utah. 

You  are  looking  at  a fibroblast  fight- 
ing for  life.  This  cell  — one  of  the 
most  common  found  in  connective 
tissue  — has  literally  been  poisoned 
by  cytotoxins  released  from  other 
cells  that  have  ruptured.  Soon,  if  the 
abnormal  activity  of  this  fibroblast 
does  not  cease,  it,  too,  will  rupture 
and  die  — one  more  casualty  in  the  in- 
flammatory wave  of  destruction  pre- 
cipitated by  injury. 

> Until  a short  time  ago  no  one  had 
ever  witnessed  such  a scene  at  the 
cellular  level.  Now,  through  ad- 
vanced cinemicrographic  techniques, 
it  is  possible  to  view  and  photograph 
the  inflammatory  process  as  pro- 
duced experimentally  in  living  ani- 
mal tissue.  This  method  permits  new 
insight  into  the  mechanism  of  inflam- 
mation and  the  role  of  corticoster- 
oids in  therapeutic  management. 
Equally  important,  these  techniques 
shed  new  light  on  factors  that  may 
make  one  corticosteroid  more  effec- 
tive than  another  — factors  that  can 
be  correlated  with  other  chemical, 
biologic,  and  clinical  parameters. 


Visual  evidence  of  how 
corticosteroids  influence 
the  inflammatory  reaction 

I Working  with  phase-contrast  cine- 
I micrography  on  living  animal  tissue, 

I Doctors  Thomas  E Dougherty  and 
David  Berliner  of  the  University  of 
Utah  College  of  Medieine  have  actu- 
ally filmed  cellular  events  that  occur 
( during  the  inflammatory  reaction. 

I This  remarkable  study*  and  addi- 
tional work  by  these  investigators,  as 
well  as  by  others,  have  established  a 
new  theoretical  biologic  basis  for  the 
antiinflammatory  effect  of  the  corti- 
costeroids. (It  must  be  noted  that 
other  theories,  such  as  the  lysosome 
or  so-called  “suicide  bag”  theory, 
have  been  postulated,  although  it  is 
1 quite  likely  that  there  are  more 
similarities  than  differences  among 
the  various  theoretical  models.) 

The  inflammatory  wave 
of  destruction 

In  this  investigation  an  injurious  in- 
jection of  gelatin  is  used  to  set  off  an 
inflammatory  reaction  in  living 
mouse  tissue.  What  follows  is  a wave 
of  destructive  cellular  activity  that 
comprises  the  inflammatory  re- 
! sponse  to  injury.  Mast  cells  (which 
contain  heparin,  serotonin  and  hista- 
mine) take  up  water,  swell  and  rup- 
ture, releasing  their  contents,  which 
are  toxic  outside  the  mast  cell  wall. 
These  toxins,  in  turn,  cause  disinte- 
gration of  other  cells  (such  as  fibro- 
blasts) and  the  release  of  additional 
toxic  material.  Capillaries,  too,  take 
up  water  and  leak  unformed  blood 
elements,  causing  edema.  And  poly- 
morphonuclears,  lymphocytes  and 
perithelial  cells  invade  the  inflamed 
site.  As  a result  of  all  these  changes, 
the  cellular  environment  reaches  a 
state  of  turmoil. 


Phase-contrast  microscopy  showing 
mast  cell  before  injury. 


Mast  cell  (after  injury)  has  broken  up 
and  released  cytotoxins. 


How  corticosteroids 
change  the  picture 

Corticosteroids  appear  to  virtually 
stop  the  abnormal  cellular  activity 
that  constitutes  the  inflammatory  re- 
action. This  permits  the  body’s  na- 
tural resources  to  clear  up  the 
inflamed  area  and  repair  the  dam- 
aged tissue.  This  interpretation  is 
supported  by  the  fact  that  when  the 
injurious  gelatin  solution  is  injected 
simultaneously  with  a corticosteroid 
— Synalar  (fluocinolone  acetonide)  — 
the  inflammatory  pattern  simply 
does  not  develop. 


Fibroblast  in  high  state  of  activity,  much 
distorted. 


Mast  cells  showing  effects  of  cortico- 
steroid action:  cells  are  normal  in  size, 
shape  and  activity. 


In  summarizing  his  study  Doctor 
Dougherty  states:  “...we  also  feel 
this  work  may  explain  why  one  corti- 
costeroid helps  a patient  more  rap- 
idly and  effectively  than  another.  If 
it  does,  it  is  because  one  corticoster- 
oid is  the  fastest,  most  effective  in- 
hibitor of  the  series  of  inflammatory 
events  at  the  tissue  level.” 


*A  New  View  of  Corticosteroid  Action  in  In- 
flammatory Dermatoses,  a film  based  on  this 
study,  is  now  available  from  your  Syntex 
representative. 


See  last  page  for  contraindications,  precautions,  side  effects  and  dosage . 


How  advances  in 
chemical  design 
have  achieved 
greater 

steroid  potency 

The  chemical  modification  of  corti- 
costeroid molecules  from  the  advent 
of  hydrocortisone  to  the  develop- 
ment of  Synalar  (fiuocinolone  ace- 
tonide)  is  a prime  example  of  how 
biochemists  can  “design”  to  increase 
therapeutic  activity  and  minimize 
undesirable  side  actions.  Below,  for 
example,  we  see  the  important 
changes  that  were  made  in  reference 
to  the  hydrocortisone  molecule  to 
produce  fiuocinolone  acetonide,  one 
of  the  most  active  of  all  topical  corti- 
costeroids. As  a result,  a 0.01%  prep- 
aration of  Synalar  (fiuocinolone 
acetonide)  has  been  reported  to  do 
the  work  of  a 1%  hydrocortisone 
product  containing  100  times  more 
cortiscosteroid.  And  it  can  often  do 
it  more  effectively. 


Hydrocortisone 


Fiuocinolone  Acetonide 
(Synalar) 


□ a double  bond  between 
carbons  1 and  2 

□ fluorine  substitutions 
at  both  the  6-a. 

and  the  9-a  positions 

□ the  addition  of  the 
acetonide  at  the  16-a. 
17-u  positions. 

thus  providing 
one  of  the  most  potent 
topical  corticosteroids 
available. 


How  bioassay  tests  are 
used  to  “predict” 
therapeutic  potential 

Biologic  assays  are  another  tool  used 
by  researchers  to  help  establish  the 
relative  activity  of  corticosteroids. 
To  date  no  single  method  of  assaying 
corticosteroid  activity  has  emerged 
as  the  ideal  “yardstick”  for  predict- 
ing therapeutic  potential.  Taken  to- 
gether, however,  these  methods  have 
proved  useful.  When  such  tests  are 
run  on  various  corticosteroids,  a defi- 
nite order  of  corticosteroid  activity 
becomes  evident.  Compounds  with 
the  highest  order  of  activity  may  be 
expected  to  merit  clinical  trial  to  es- 
tablish their  high  therapeutic  poten- 
tial. When  assayed  by  these  methods, 
fiuocinolone  acetonide  (Synalar) 
emerges  as  one  of  the  most  active 
topical  corticosteroids,  milligram  for 
milligram,  available  for  clinical  ap- 
plication today. 
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The  Thymus  Involution  Assay1'* 
is  run  on  adrenalectomized  rats.  The 
sizes  of  the  glands  are  measured,  and 
the  degree  of  involution  caused  by 
the  steroid  is  determined  as  an  indi- 
cation of  its  potency.  In  the  above 
photo,  the  comparative  involution  of 
thymus  glands  achieved  with  hydro- 
cortisone and  Synalar  (fiuocinolone 
acetonide)  is  shown.  Untreated  con- 
trols (A)  show  normal  size.  Group  B 

— injected  with  1,  2 and  4 mg.  of  hy- 
drocortisone — show  progressively 
smaller  thymuses  as  does  Group  C — 
injected  with  fiuocinolone  acetonide 

— but  with  only  1/ 500th  the  dose  of 
hydrocortisone. 


The  Antigranuloma  Assay1'4  also 
utilizes  adrenalectomized  rats.  Gran- 
ulomas are  induced  by  subcutaneous 
implantation  of  cotton  pellets  on 
either  side  of  the  thorax.  The  degree 
of  granuloma  inhibition  achieved  by 
a steroid  reflects  its  potency.  The 
above  photo  shows  the  inhibition  of 
granuloma  formation  achieved 
with  hydrocortisone  and  Synalar 
(fiuocinolone  acetonide).  Untreated 
controls  (A)  show  large,  red  granu- 
lomas adhering  to  the  pellets.  Group 
B,  receiving  hydrocortisone  and 
Group  C,  receiving  fiuocinolone  ace- 
tonide, show  little,  if  any,  granuloma 
formation.  Fiuocinolone  acetonide 
produced  the  same  effect  as  hydro- 
cortisone with  only  1/ 500th  the  dose. 
This  assay,  as  well  as  the  thymus 
involution  assay,  measures  systemic 
rather  than  topical  corticosteroid  ac- 
tivity. Nevertheless,  results  by  these 
methods  correlate  well  with  other  as- 
says and  with  the  milligram  poten- 
cies of  topical  steroids  in  current 
clinical  use. 


Worldwide 
clinical 
experience 
confirms  the 
predictable 
therapeutic 
potential  of 
Synalar 

It  is  particularly  gratifying  that  the 
promise  of  the  advanced  chemical 
design  and  high  order  of  bioassay  ac- 
tivity of  Synalar  (fluocinolone  ace- 
tonide)  has  been  confirmed  by 
widespread  therapeutic  application. 
Indeed,  the  impressive  clinical  re- 
sponse rate  of  Synalar  has  been  docu- 
mented in  no  fewer  than  232  papers 
from  22  countries. 


Prescribing  Information 
For  initiation  of  therapy:  Cream  0.025%, 
5 and  15  Gm.  tubes,  425  Gm.  jars;  for 
emollient  effect:  Ointment  0.025%,  15 
Gm.  tubes;  for  maintenance  therapy: 
Cream  0.01%,  15  and  45  Gm.  tubes,  120 
Gm.  jars;  for  intertriginous  or  hairy 
sites:  Solution  0.01%,  20  cc.  and  60  cc. 
plastic  squeeze  bottles;  for  infected  in- 
flammatory dermatoses:  Neo-Synalar® 
Cream  (0.025%  fluocinolone  acetonide, 
neomycin  sulfate,  equivalent  to  0.35% 
neomycin  base),  5 and  15  Gm.  tubes. 
Contraindications:  Tuberculous,  fungal, 
and  most  viral  lesions  of  the  skin,  (in- 
cluding herpes  simplex,  vaccinia,  and 
varicella).  Not  for  ophthalmic  use.  Con- 
traindicated in  individuals  with  a his- 
tory of  hypersensitivity  to  any  of  the 
components.  Precautions:  Synalar  prep- 
arations are  virtually  nonsensitizing  and 
1 nonirritating.  However,  the  solution  may 
produce  burning  or  stinging  when  ap- 
plied to  denuded  or  fissured  areas.  In 
some  patients  with  dry  lesions,  the  solu- 
tion may  increase  dryness,  scaling  or 
itching.  While  topical  steroids  have  not 
been  reported  to  have  an  adverse  effect 
on  pregnancy,  the  safety  of  their  use  on 
pregnant  females  has  not  absolutely 
been  established.  Therefore,  they  should 
not  be  used  extensively  on  pregnant  pa- 
tients, in  large  amounts,  or  for  pro- 


Representative Clinical  Results  with  Synalar* 


Efficacy  Documented  in  over  4,000  Patients 


Condition 

Number  of 
Publications 

Number  of 
Patients 

Significant 

Improvement* 

Contact 

Dermatitis 

27 

750 

713 

Eczematous 

Dermatitis 

21 

472 

409 

Seborrheic 

Dermatitis 

18 

442 

426 

Atopic 

Dermatitis 

24 

460 

426 

Psoriasis 

36 

1,699 

1,510 

Neurodermatitis 

18 

351 

324 

Total 

. 

144 

4,174 

3,808 

“Complete  bibliography  on  request.  ^Expressed  by  the  authors  as  excellent,  very  good, 

good,  complete  remission  of  inflammation,  etc. 


longed  periods  of  time.  Prolonged  use  of 
any  antibiotic  may  result  in  overgrowth 
of  nonsusceptible  organisms;  if  this  oc- 
curs, appropriate  therapy  should  be  insti- 
tuted. When  severe  local  infection  or 
systemic  infection  exists,  the  use  of  sys- 
temic antibiotics  should  be  considered, 
based  on  susceptibility  testing.  Side 
Effects:  Side  effects  are  not  ordinarily 
encountered  with  topically  applied  corti- 
costeroids. As  with  all  drugs,  however,  a 
few  patients  may  react  unfavorably  to 
Synalar  under  certain  conditions.  The 
neomycin  in  Neo-Synalar  Cream  rarely 
produces  allergic  reactions. 

References:  1.  Lemer,  L.  J.,  Bianchi,  A., 
Turkheimer,  A.  R.,  Singer,  F.  M.,  and 
Borman,  A.:  Anti-inflammatory  steroids:  po- 
tency, duration  and  modification  of  activities. 
Ann  NY  Acad  Sci  116:1071  (Aug.  27)  1964. 
2.  Idem:  Comparison  of  anti-granuloma,  thy- 
molytic  and  glucocorticoid  activities  of  anti- 
inflammatory steroids.  Proc  Soc  Exp  Biol 
Med  116:385  (June)  1964.  3.  Ringler,  A.:  Ac- 
tivities of  ad  renocorticosteroids  in  experimen- 
tal animals  and  man,  in  Dorfman,  R.  I.: 
Methods  of  hormone  research.  New  York, 
Academic  Press,  1964.  vol.  III.  pp.  234-280. 
4.  Gubersky,  V.  R.:  To  be  published. 


fluocinolone  acefomde—  an  original  steroid  from 
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For  inflammatory 
dermatoses... 
by  any  measure 
a topical  corticosteroid 
of  choice 

Synalar 

(fluocinolone 

acetonide) 

Milligram  for  milligram 
one  of  the  most  active  topical 
corticosteroids  available 

Rapid  and  predictable 
in  antiinflammatory  and 
antipruritic  activity 

Results  often  comparable  to 
those  of  systemic  corticosteroids 
with  fewer  hazards 


continued  rom  page  997 

need,”  Dr.  Appel  testified.  In  this  case,  he 
said,  “such  a need  does  not  exist.” 

“Organized  medicine  looks  upon  dispensing 
as  neither  immoral  nor  unethical  in  and  of  it- 
self,” the  AMA  official  said.  “Organized 
medicine  believes,  and  the  medical  practice 
laws  of  the  states  confirm,  that  dispensing 


drugs  and  devices  is  a privilege  granted  to 
physicians  in  order  that  they  may  best  serve 
the  public  interest.  . . . American  medicine  con- 

demns any  abuse  of  privilege.  But  the  bill 
under  consideration  would  withdraw  the  privi- 
lege entirely,  regardless  of  its  benefits  for  the 
many,  because  it  is  abused  by  the  insignificant 
few.” 


Abstracts  in  Interlingua 


Schlagenhauff,  R.  E.,  Mazurowski,  J.,  e 
Smith,  B.  H.:  Echoencephalographia  in  le 

diagnose  neurologic;  un  evalutation  critic  del 
technica  a scrutinio  A (detection  temporo- 
amplitudinal  de  echos  fixe)  ( anglese ) , N ew  Y ork 
State  J.  Med.  67:  1035  (15  de  april)  1967. 

Echoencephalographia  es  un  salve,  simple, 
repetibile,  e utile  adjuta  diagnostic  in  le  practica 
neurologic  e es  de  assistentia  in  le  selection  del 
appropriate  investigation  radiologic  in  sub- 
dural hematoma,  tumor  cerebral,  hydrocephalo, 
meningitis,  accidente  cerebro-vascular,  ence- 
phalopathia  hypertensive,  e atrophia  cerebral. 
Su  uso  principal  es  in  le  localisation  del  struc- 
tures intracranial  que  occupa  normalmente  le 
area  mesolineal  e in  le  mesuration  del  tertie  e 
lateral  ventriculos.  Studios  echoencephalo- 
graphic  esseva  conducite  in  300  patientes  neuro- 
logic, con  subsequente  studios  radiologic  cor- 
relative in  150.  Esseva  trovate  que  le  echo- 


gramma  esseva  equal  o superior  a simple  pel- 
liculas  cranial  pro  determinar  le  position  de 
structures  mesolineal. 

Irwin,  G.  A.:  Scrutinage  a scintillation  con  le 
uso  de  un  technica  a pellicula-“filtro”  con  car- 
gation  duple  (anglese),  New  York  State  J. 
Med.  67:  1042  (15  de  april)  1967. 

Per  inserer  duo  pelliculas  in  le  cassetta  pro  le 
scrutinage,  duo  photoscrutinios  es  producite 
insimul  con  le  chromoscrutinio.  Le  methodo  es 
simple,  economic,  e non  require  equipamento 
altere  que  lo  que  es  standard.  Le  prime  scru- 
tinio non  differe  ab  le  producto  conventional, 
durante  que  le  secunde — exponite  a transverso 
le  prime — perde  in  densitate  e monstra  solo  le 
areas  le  plus  obscur  e le  plus  intensemente  active, 
con  variationes  de  contrasto.  Le  scrutinio 
supernumerari  etiam  pote  salvar  un  pellicula 
que  ha  essite  superexponite. 
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the  Searing  Pai/As  of 
Inflammatory  Neuritis 


PROTAMIDE 


colloidal  solution 
of  denatured 
proteolytic  enzyme 


provides  the  selective  fast-acting  relief . . . 


Repeatedly  in  published  clinical  studies,110 
investigators  stress  the  following  thera- 
peutic characteristics: 

• relief  of  inflammatory  pain  (non-trau- 
matic)  is  prompt— particularly  when  ad- 
ministered early.1'4 

• disability  time  is  shortened  from  weeks 
to  days.7 

• so  specifically  effective  is  Protamide  that 
a positive  response  is  diagnostic  of  in- 
flammatory neuritis.3-4 

• prompt  relief  is  observed  even  in  oph- 
thalmic herpes  zoster.5-6 

• incidence  of  sequelae  such  as  posther- 
petic neuralgia  is  reduced.1'4 

• consistently  described  as  the  therapy  of 
choice.1-3'6 


Administration: 

In  neuritis  and  herpes  zoster,  one  ampul 
I.M.  daily  for  2 to  5 days  usually  relieves 
pain  completely  in  patients  treated  early. 
Well  tolerated.110  However,  inadvertent  in- 
travenous administration  may  cause 
anaphylactoid  reaction. 

—Boxes  of  10  ampuls,  1.3  cc.  each.— 

References:  (1)  Baker,  A.  G.:  Penn.  Med.  J.  63:697- 
698  (May)  1960.  (2)  Smith,  R.  T.:  New  York  Med. 
8:16-19  (Aug.  20)  1952.  (3)  Smith,  R.  T.:  Med.  Clin.  N. 
America  (March)  1957.  (4)  Lehrer,  H.  W.;  Lehrer,  H.  G., 
and  Lehrer,  D.  R.:  Northw.  Med.  54: 1249-1252  (Nov.) 
1955.  (5)  Sforzolini,  G.  S.:  Arch  Ophthal.  62-381-385 
(Sept.)  1959.  (6)  Shupala,  E.:  W.  Virginia  Med.  J. 
56:191-193  (June)  1960.  (7)  Xander,  G.  W.:  Western 
Med.  1:14-17  (Sept.)  1960.  (8)  Combs,  F.  C.,  and 
Canizares,  O.:  New  York  J.  Med.  (Mar.  15)  1952,  pp. 
706-708.  (9)  Marsh,  W.  C.:  U.S.  Armed  Forces  Med.  J. 
1:1045  (Sept.)  1950.  (10)  Love,  T.  R.:  Rocky  Mountain 
Med.  J.  50:873  (Nov.)  1953. 
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“ George  wants  to  know  if  it’s  okay  to  take  his  cold 
medicine  now , Doctor,  instead  of  seven  o'clock ?” 


The  long-continued  action  of  Novahistine 
should  help  you  both  get  a good  night's  sleep. 
Two  tablets  in  the  morning  and  two  in  the  evenin 
will  usually  provide  round-the-clock  relief  by  he 
ing  clear  congested  air  passages  for  freer  breathir 
Novahistine  LP  also  helps  restore  normal  muci 
secretion  and  ciliary  activity— normal  physiolog 
defenses  against  infection  of  the  respiratory  trai 
Use  cautiously  in  individuals  with  severe  hype 
tension,  diabetes  mellitus,  hyperthyroidism  i 
urinary  retention.  Caution  ambulatory  patients  th 
drowsiness  may  result.  Each  Novahistine  LP  table 
contains:  phenylephrine  hydrochloride,  25  mg.,  an 
chlorpheniramine  maleate,  4 mg. 


LI 
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Books  Received 


The  following  books  were  received  during  the  month  of  February,  1967* 


Complications  in  Surgery  and  Their  Man- 
agement. Edited  by  Curtis  P.  Artz,  M.D., 
and  James  D.  Hardy,  M.D.  Second  edition. 
Quarto  of  888  pages,  illustrated.  Philadelphia, 
W.  B.  Saunders  Company,  1967.  Cloth,  $24. 

Dilemmas  in  Drug  Therapy.  By  Harry 
Beckman,  M.D.  Quarto  of  404  pages.  Phil- 
adelphia, W.  B.  Saunders  Company,  1967. 
Cloth,  $11.50. 

Repair  and  Reconstruction  in  the  Orbital 
Region.  By  John  Clark  Mustarde,  F.R.C.S. 
Octavo  of  382  pages,  illustrated.  Baltimore, 
The  Williams  and  Wilkins  Company,  1966. 
Cloth,  $18.50. 

Differential  Diagnosis  of  Internal  Dis- 
eases. By  Julius  Bauer,  M.D.  Third  revised 
and  enlarged  edition.  Octavo  of  1,071  pages, 
illustrated.  New  York,  Grune  & Stratton, 
1967.  Cloth,  $29.50. 

Progress  in  Hematology.  Volume  V. 
Edited  by  Elmer  B.  Brown,  M.D.,  and  Carl  V. 
Moore,  M.D.  Quarto  of  399  pages,  illustrated. 
New  York,  Grune  & Stratton,  1966.  Cloth, 
$16.75. 

Engineering  in  the  Practice  of  Medicine. 
Edited  by  Bernard  L.  Segal,  M.D.,  and  David 
G.  Kilpatrick,  P.E.  Quarto  of  482  pages,  il- 
lustrated. Baltimore,  The  Williams  & Wilkins 
Company,  1967.  Cloth,  $20. 

Symposium  on  Candida  Infections.  Edited 
by  H.  I.  Winner,  M.D.,  and  Rosalinde  Hurley, 
M.D.  Octavo  of  249  pages,  illustrated.  Edin- 
burgh, E.  & S.  Livingstone  (Baltimore,  The  Wil- 
liams & Wilkins  Company),  1966.  Cloth, 
$8.75. 

Obstetric  Analgesia  and  Anesthesia.  By 

Charles  E.  Flowers,  Jr.,  M.D.  Octavo  of  240 
pages,  illustrated.  New  York,  Hoeber  Medical 
Division,  Harper  & Row,  1967.  Cloth,  $8. 

* Books  received  for  review  are  acknowledged  promptly  in 
this  column.  No  other  obligation  is  assumed  for  the  courtesy 
of  those  sending  them  for  this  purpose.  Selection  for  re- 
view is  made  on  the  basis  of  merit  and  reader  interest. 


Current  Therapy — 1967.  Edited  by  Howard 
F.  Conn,  M.D.  Quarto  of  844  pages,  illus- 
trated. Philadelphia,  W.  B.  Saunders  Company, 
1967.  Cloth,  $13. 

Cardiac  Surgery.  Edited  by  John  C.  Nor- 
man, M.D.  Octavo  of  601  pages,  illustrated. 
New  York,  Appleton-Century-Crofts,  Division 
of  Meredith  Publishing  Company,  1967.  Cloth, 
$15;  paper,  $9.75. 

Histocompatibility  Testing  1965.  Report 
of  a Conference  and  Workshop  sponsored  by 
the  Boerhaave  Courses  for  Postgraduate 
Medical  Education,  University  of  Leiden 
15-21  August,  1965.  Second  printing.  Oc- 
tavo of  288  pages,  illustrated.  Baltimore,  The 
Williams  & Wilkins  Company,  1966.  Cloth, 
$14.75. 

You  Are  as  Young  as  Your  Spine.  By 

Editha  Hearn.  Octavo  of  120  pages,  illustrated. 
Garden  City,  N.Y.,  Doubleday  & Company, 
Inc.,  1967.  Cloth,  $4.50. 

Drunk’s  Diary.  By  Theodore  Van  Dorn. 
Octavo  of  116  pages.  New  York,  Philosophical 
Library,  1966.  Cloth,  $4.00. 

Drugs  in  Current  Use  1967.  Edited  by 
Walter  Model!,  M.D.  Octavo  of  152  pages. 
New  York,  Springer  Publishing  Company, 
Inc.,  1967.  Paper,  $2.75. 

Laboratory  Tests  in  Common  Use.  By 
Solomon  Garb,  M.D.  Fourth  edition.  Octavo 
of  192  pages.  New  York,  Springer  Publishing 
Company,  Inc.,  1966.  Paper,  $2.85. 

Modern  Treatment.  Volume  4,  Number  1, 
January  1967.  Treatment  of  Complica- 
tions of  Diabetes.  Guest  Editor  Charles  R. 
Shuman,  M.D.  Treatment  of  Pericardial 
Diseases.  Guest  Editor  Felix  M.  Cortes, 
M.D.  Octavo.  Illustrated.  New  York. 
Hoeber  Medical  Division,  Harper  & Row,  Pub- 
lishers, 1967.  Published  Bi-Monthly  (six  num- 
bers a year).  Paper,  $16  per  year. 
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M/vert  ©stops  vertigo 

(meclizine  HCI,  niacin) 


Tablets:  (meclizine  HCI  12.5  mg.  and  niacin 
50  mg.)  Syrup:  (each  5 cc.  teaspoonful  con- 
tains meclizine  HCI  6.25  mg.  and  niacin  25 
mg.) 

Most  widely  prescribed  anti  vertigo  agent' 
Complete  to  moderate  relief  of  symptoms 
in  9 out  of  10  patients3 

Antivert,  the  leading  anti-vertigo  product,1 
combines  meclizine  HCI,  an  outstanding 
drug  for  treatment  of  vestibular  dysfunc- 
tion, with  niacin,  a drug  of  choice  for 
prompt  vasodilation.  Prescribe  Antivert  for 
your  patients  with  vertigo,  Meniere’s  syn- 
drome and  allied  disorders. 

Precautions  and  contraindications:  Frequent, 
short-lived  reactions  include:  cutaneous 
flushing,  sensations  of  warmth,  tingling  and 
itching,  burning  of  skin,  increased  gastro- 
intestinal motility,  and  sebaceous  gland  ac- 
tivity. In  explaining  these,  reactions  to  the 
patient,  it  is  suggested  that  they  be  re- 
garded as  a desirable  physiological  sign  that 
the  niacin  is  carrying  out  its  intended  func- 
tion of  vasodilation.  Because  of  this  vaso- 
dilation, severe  hypotension  and  hemorrhage 
are  obvious  contraindications  to  Antivert 
therapy.  Although  the  incidence  of  drowsi- 
ness and  other  atropine-like  side  effects 
such  as  dry  mouth  and  blurring  of  vision  is 
low,  the  physician  should  alert  the  patient 
to  the  need  for  due  precautions  when  en- 


gaging in  activities  where  alertness  is  man- 
datory. Use  in  women  of  childbearing  age: 
A review  of  available  animal  data  reveals 
that  meclizine  exerts  a teratogenic  response 
in  the  rat.  In  one  study  a dose  of  50 
mg./kg./day  (50  times  the  maximum  recom- 
mended human  dose)  produced  cleft  palate 
in  2 of  87  fetuses  when  administered  to  the 
rat  at  critical  times  during  the  first  15  days 
of  gestation.  At  doses  of  125  mg./kg./day, 
meclizine  will  produce  100%  incidence  of 
cleft  palate  in  the  rat.  At  doses  of  25  mg./ 
kg./ day,  decreased  calcification  of  the  ver- 
tebrae and  relative  shortening  of  the  limbs 
were  also  produced  in  the  rat,  but  experts 
disagree  as  to  whether  this  is  a teratogenic 
response.  While  available  clinical  data  are 
inconclusive,  scientific  experts  are  of  the 
opinion  that  this  drug  may  possess  a poten- 
tial for  adverse  effects  on  the  human  fetus. 
Consequently,  consideration  should  be  given 
to  initial  use  of  a nonphenothiazine  agent 
that  is  not  suspected  of  having  a terato- 
genic potential.  In  any  case,  the  dosage  and 
duration  of  treatment  should  be  kept  to  a 
minimum.  Dosage:  One  tablet  or  one  to  two 
teaspoonfuls  (5-10  cc.)  t.i.d.  just  before 
meals.  Specific  requirements  for  individual 
patients  should  be  determined  by  the  physi- 
cian. Supplied:  Tablets  in  bottles  of  100  and 
500.  Syrup  in  pint  bottles.  RX  only. 
References:  1.  Based  on  1966  data  from  in- 
dependent physicians’  market  survey  organi- 
zation. 2.  Seal,  I.  C.:  Eye  Ear  Nose  & Throat 
Month.  38:738  (Sept.)  1959. 


Neobdir 

geriatric  "T" supplement 

helps  keep  them 
‘on  the  go’ 


Each  capsule  contains: 

(1)  Vitamins  and  Minerals 

Vitamin  A (acetate) 2000  U.S.P.  units 

Vitamin  D (ergocalciferol,  U.S.P.)  200  U.S.P.  units 

Vitamin  Bi  (thiamine  mononitrate,  U.S.P.)  0.5  mg. 

Vitamin  B2  (riboflavin,  U.S.P.)  0.5  mg. 

Vitamin  Bt  (pyridoxine  HCI,  U.S.P.)  . 0.5  mg. 

Niacinamide,  U.S.P.  50  mg. 

Calcium  pantothenate,  U.S.P.  ....  5 mg. 

Vitamin  E (di-alpha  tocopheryl  acetate)  5 I.U. 

Rutin  5 mg. 

Cobalt  (from  cobalt  sulfate)  . 0.033  mg. 

Molybdenum  (from  sodium  molybdate)  0.066  mg. 

Copper  (from  copper  sulfate)  0.33  mg. 

Manganese  (from  manganese  sulfate)  0.33  mg. 

Magnesium  (from  magnesium  sulfate)  2 mg. 

Iodine  (from  potassium  iodide)  0.05  mg. 

Potassium  (from  potassium  sulfate)  1.66  mg. 

Zinc  (from  zinc  sulfate) 0.4  mg. 

(2)  Hematopoietic  Factors 

Iron  (from  ferrous  sulfate) 3.40  mg. 

Vitamin  B12  (cobalamin  concentrate,  N.F.,  as 
Stablets®)  1 meg. 

Vitamin  C (ascorbic  acid,  U.S.P.) 50  mg. 

(3)  Digestive  Enzyme 

Pancreatic  substance*  50  mg. 

(4)  Gonadal  Hormones 

Methyltestosterone,  N.F.  1.0  mg. 

Ethinyl  Estradiol,  U.S.P 0.006  mg. 

(5)  Amino  Acids 

L-lysine  (monohydrochloride) 50  mg. 

L-Glutamic  acid  30  mg. 


’Enzymatically  active  defatted  material  obtained  from 
250  mg.  of  whole  fresh  pancreas. 

For  older  adults  who  require  it,  daily  supplementa- 
tion with  Neobon  can  help  overcome  decreases  in 
endogenous  gonadal  hormone  production,  as  well  as 
deficiencies  of  iron,  vitamins  and  other  nutritional 
factors.  In  a single  convenient  capsule,  Neobon 
provides  vitamins,  minerals,  gonadal  hormones, 
hematopoietic  factors,  digestive  enzymes,  and 
amino  acids  — all  selected  for  adjunctive  therapeu- 
tic value  in  the  geriatric  syndrome.  For  example, 
one  of  the  gonadal  hormones  in  Neobon  is  ethinyl 
estradiol.  It  is  more  slowly  metabolized  in  the  body 
than  natural  estrogens  or  their  esters. 

Precautions:  Contraindicated  in  patients  in  whom 
estrogen  or  androgen  therapy  should  not  be  used,  as 
in  carcinoma  of  the  breast  or  prostate. 

Dosage:  One  capsule,  t.i.d.  with  meals,  or  as  directed 
by  physician. 

Supplied:  Bottles  of  60  capsules.  Rx  only. 


J.B.  ROERIG  DIVISION 

CHAS.  PFIZER  & CO..  INC. 
NEW  YORK.  N.Y.  10017 
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Tofranil,  imipramine  hydrochloride 
Brief  Summary:  Tofranil  produces  re- 
mission of  symptoms  in  about  3 out  of 
4 patients  with  endogenous  and  reac- 
tive depressions. 

Contraindications:  Do  not  use  drugs  of 
the  M.A.O.I.  class  with  Tofranil.  Hyper- 
pyretic  crises,  severe  convulsive 
seizures  and  potentiation  of  adverse 
effects  can  be  serious  or  even  fatal. 

When  substituting  Tofranil  in  patients 
receiving  an  M.A.O.I.  agent,  allow  an 
interval  of  at  least  7 days.  Tofranil  dos- 
age in  such  patients  should  be  low 
and  increases  should  be  gradual  and 
cautiously  prescribed. 

Warning:  Reports  have  suggested 
there  may  be  a risk  of  teratogenesis 
with  this  drug  during  the  first  trimester 
of  pregnancy.  Use  low  dosage  and 
care  in  patients  with  cardiovascular 
disease.  Cardiovascular  complica- 
tions, including  myocardial  infarction 
and  arrhythmias,  have  occurred. 
Precautions:  Do  not  rely  on  this  drug 
to  remove  the  threat  of  suicide  in  seri- 
ously depressed  patients.  Administer 
cautiously  to  patients  with  increased 
intraocular  pressure,  and  to  hyperthy- 
roid or  thyroid-treated  patients. 

Adverse  Reactions:  Dryness  of  the 
mouth,  tachycardia,  constipation,  dis- 
turbances of  accommodation,  sweat- 
ing, dizziness,  weight  gain,  urinary 
frequency  or  retention,  nausea  and 
vomiting,  peripheral  neuritis,  mild 
parkinson-like  syndrome,  tremors, 
rare  cases  of  falling  in  elderly  patients, 
agitation  (including  hypomanicor 
manic  episodes),  confusional  states 
(with  such  symptoms  as  hallucina- 
tions and  disorientation),  activation 
of  psychosis  in  schizophrenics,  epi- 
leptiform seizures,  orthostatic  hypo- 
tension and  substantial  blood  pressure 
fall  in  hypertensive  patients,  purpura, 
transient  jaundice,  bone  marrow  de- 
pression including  agranulocytosis, 
sensitization  and  skin  rash  including 
photosensitization,  eosinophilia,  and 
mild  withdrawal  symptoms  on  sudden 
discontinuation  after  prolonged  treat- 
ment with  high  doses.  Occasional  hor- 
monal effects  (impotence,  decreased 
libido)  and  estrogenic  effects  may  be 
observed.  Atropine-like  effects  may  be 
more  pronounced  in  susceptible  pa- 
tients and  in  those  using  anticholin- 
ergic agents. 

Average  Adult  Dosage^  Initially,  one 
25  mg.  tablet  t.i.d.,  increased  to  two 
25  mg.  tablets  t.i.d.  or  q.i.d.,  if  neces- 
sary. Maintenance  therapy  and  dosage 
for  adolescent  and  geriatric  patients 
should  be  lower. 

Not  recommended  for  use  in  children 
under  12  years  of  age. 

Availability:  Round  tablets  of  25  mg., 
triangular  tablets  of  10  mg.  for  geri- 
atric use,  and  ampuls,  each  containing 
25  mg.  in  2 cc.,  for  I.M.  administration. 

See  Prescribing  Information  for  full  details. 
6565-VI 1 1 (B) R 


fety  Geigy  Pharmaceuticals 
Division  of 

Geigy  Chemical  Corporation 
Ardsley,  New  York 


In  almost  3 out  of  4 cases,  such  symptoms  of 
ssion  as  feelings  of  insecurity,  distrust,  sadness, 
d hopelessness  will  respond  to  Tofranil  therapy. 


imipramine 

hydrochloride 


Tofranil 


Books  Reviewed 


Hematologic  Problems  in  the  Newborn. 

By  Frank  A.  Oski,  M.D.,  and  J.  Lawrence 
Naiman,  M.D.  Major  Problems  in  Clinical 
Pediatrics — Volume  IV.  Octavo  of  294 
pages,  illustrated.  Philadelphia,  W.  B.  Saun- 
ders Company,  1966.  Cloth,  $11. 

The  diagnostic  challenge  presented  by  the 
neonate  with  a hematologic  problem  is  one  of 
the  more  stimulating  medical  exercises  for  the 
pediatrician.  Unless,  as  many  do,  he  is  willing 
to  turn  the  problem  over  to  a hematologic 
colleague,  he  must  at  once  become  an  expert 
immunologist,  geneticist,  biochemist,  pharma- 
cologist, and  physiologist,  and  be  ready  to  call 
upon  a wide  variety  of  diagnostic  laboratory 
procedures,  some  simple  and  some  quite  sophis- 
ticated, for  a solution. 

This  book  is  an  exhaustive  compilation  of 
both  the  normal  and  abnormal  hematologic 
processes  in  the  newborn  and  the  effects  of 
prenatal  and  perinatal  factors  on  them.  All  of 
the  everyday  and  a few  of  the  rare  hematologic 
conditions  encountered  in  the  newborn  are  dis- 
cussed clearly  and  completely  in  its  nine  chap- 
ters. Particularly  valuable  is  the  chapter  on 
normal  blood  values  and  the  alterations  they 
undergo  as  the  infant  matures.  The  chapters 
on  erythroblastosis  and  the  maternal-fetal 
relationship  are  down  to  earth,  eminently 
practical,  avoiding  some  of  the  mythology  that 
is  found  frequently  in  textbook  coverage  of 
these  subjects. 

The  authors  have  succeeded  admirably  in 
their  stated  aim  of  collecting  this  material,  all 
of  which  is  well  known  but  scattered  throughout 
the  pediatric  and  hematologic  literature,  into  a 
single  source.  The  exhaustive  bibliography 
includes  more  than  970  titles. 

This  book  deserves  a place  in  every  pediatric 
library  and,  particularly,  will  be  a consoling 
source  of  orientation  for  the  young  pediatric 
resident  covering  the  newborn  nurseries  for  the 
first  time.— Irving  B.  Wexler,  M.D. 

The  Psychological  Aspects  of  Rheumatoid 
Arthritis.  By  Harold  Geist,  Ph.D.  Octavo 
of  138  pages,  illustrated.  Springfield,  Charles 
C Thomas,  1966.  Cloth,  $6.50. 

The  psychologic  aspects  of  acute  and  chronic 
disease  are  in  need  of  careful  scientific  study.  A 
chronic  inflammatory  disease  such  as  rheuma- 
toid arthritis  is  particularly  difficult  to  survey 
from  the  emotional  point  of  view  since  it  is 
difficult  to  ascertain  which  psychologic  factors 
preceded  illness  and  which  arise  as  a result  of  it. 
A careful  psychiatric  study  of  this  disease  would 
be  therefore  of  great  value.  This  extended 
monograph  provides  little  useful  information. 


To  any  physician  familiar  with  the  work  of  the 
last  twenty  years  on  the  etiology  and  patho- 
genesis of  rheumatoid  arthritis,  the  author’s 
remarks  border  on  the  ludicrous.  They  contain 
misinformation  and  ancient  information  which 
has  no  place  in  a book  published  in  1966.  By 
some  remarkable  coincidence,  the  22  “rheuma- 
toid arthritics”  who  are  the  subject  of  discussion, 
include  nine  patients  who  are  said  also  to  have 
gout.  This  automatically  makes  one  wonder 
about  the  choice  of  patient. 

Perhaps  it  is  local  pride  which  has  the  author 
state  “the  beneficial  effects  of  a warm,  dry  cli- 
mate are  currently  beyond  dispute.”  If  the 
psychologic  conclusions  which  the  author 
draws  are  similarly  derived,  they  likewise  must 
be  suspect.  The  style  of  the  book  indicates 
the  need  for  a careful  editor.  The  half  page 
foreword  by  Dr.  Donaldson  is  exemplary  in  its 
caution. — Charles  M.  Plotz,  M.D. 

Arteriography;  Principles  and  Techniques. 

By  Joseph  L.  Curry,  M.D.,  and  Willard  J. 
Howland,  M.D.  Octavo  of  328  pages,  il- 
lustrated. Philadelphia,  W.  B.  Saunders  Com- 
pany, 1966.  Cloth, $14. 

The  purpose  of  the  authors  of  this  volume  is 
to  provide  an  introduction  to  the  field  of  arteri- 
ography for  the  radiologist  who  does  not  have  a 
large  hospital  center  available  to  him  for  these 
procedures.  They  discuss  equipment,  technic, 
and  all  the  associated  practical  considerations 
involved  in  these  procedures  briefly,  but  with 
sufficient  detail  to  make  this  an  excellent  and 
practical  volume  for  the  interested  radiologist. 

The  illustrations  in  both  the  technic  and  the 
end  results  are  very  satisfactory.  No  attempt 
is  made  to  illustrate  all  possible  diagnoses. 

The  main  emphasis  of  this  book  is  technic. 
The  volume  is  to  be  recommended  for  more 
than  fulfilling  its  purpose. — Emanuel  Mendel- 
son,  M.D. 


Hand  Surgery.  By  J.  Edward  Flynn,  M.D. 
Quarto  of  1,095  pages,  illustrated.  Baltimore, 
The  Williams  & Wilkins  Company,  1966. 
Cloth,  $38.50. 

The  author  has  produced  in  a single  volume 
the  thoughts  of  many  surgeons  interested  in  the 
treatment  of  surgical  conditions  of  the  hand 
and  to  some  extent  the  upper  extremity.  There 
are  58  contributors  who  have  written  chapters  on 
specific  subjects.  To  a great  extent  general 
principles  and  technic  are  emphasized.  Some 
authors  confine  their  writing  to  personal  opinion 

continued  on  page  1023 


1014  New  York  State  Journal  of  Medicine  / April  15,  1967 


DORSEY 


spring  1967 


A journal  within  a journal  published  quarterly  in  the  interests 
of  better  medicine  by  Dorsey  Laboratories,  a division  of  The 
Wander  Company,  Lincoln,  Nebraska.  Address  communica- 
tions to  Raymond  C.  Pogge,  M.D.,  Director  of  Medicine. 


this  issue:  the  ubiquitous  world  ot  summer  allergies 


In  the  Spring  a young  man's  fancy  lightly  turns  to 
thoughts  of— allergies.  This  is  at  least  true  of  the 
10%  of  the  population  who  have  hay  fever  and  the 
4%  who  have  asthma.1  The  snow  melts,  the  trees 
blossom  and  the  noses  run.  Patients  who  were  fine 
all  winter  may  not  be  enthralled  by  the  sight  of  the 
first  robin  or  the  blossoming  of  a crocus,  for  their 
appearances  may  precede  the  "sneezin’  season.” 

Allergies  in  general  can  be  divided  into  winter  aller- 
gies and  summer  allergies.  In  the  winter  the  main 
problems  are  inside  the  house:  e.g.  dogs,  cats,  dust 
and  feathers.  Houses  in  the  northern  half  of  the 
country  become  so  dry  that  it  becomes  essential  to 
add  humidity  to  the  home;  this  is  a far  cry  from  the 
damp  summer  months  with  the  moldy  basements 
and  need  for  dehumidifiers. 

O 

Uarly  in  April  trees  begin  to  pollinate,  with  each 
tree  having  about  a two  week  period  of  pollination. 
A particular  patient  may  be  sensitive  to  only  one  tree 
and  thus  have  his  hay  fever  for  such  a short  time  that 
he  thinks  he  has  a cold.2  The  entire  tree  season  starts 
about  April  1 and  ends  about  Memorial  Day,  al- 


though all  hay  fever  seasons  are  blurred  and  pro- 
longed in  the  southern  part  of  the  country.  Tree 
pollen  is  usually  very  heavy  and  a person  may  well 
have  most  of  his  exposure  from  those  trees  immedi- 
ately surrounding  his  home. 

Grasses  pollinate  from  about  May  15  until  July  4, 
and  cause  "rose  fever.”  Grass  pollens  are  somewhat 
lighter  and  more  buoyant  than  tree  pollens,  and  are 
much  more  ubiquitous.  While  there  are  several 
varieties  of  grasses  in  the  United  States,  they  are  so 
closely  related  antigenically  that  a person  sensitive 
to  one  is  generally  sensitive  to  them  all.5  Thus,  while 
the  tree  season  is  really  several  small  seasons  inter- 
twined, the  grass  season  will  usually  result  in  symp- 
toms for  a more  prolonged  period.  Obviously,  a 
grass-sensitive  patient  will  have  trouble  only  when 
grass  is  pollinating— he  will  have  to  think  of  another 
excuse  not  to  mow  the  lawn  after  July  4. 

lagweed  is  the  "Big  Daddy”  of  them  all  in  the  east- 
ern two-thirds  of  the  country.  Pollination  is  gener- 
ally from  mid-August  until  the  end  of  September, 
with  the  predicted  lower  counts  and  longer  seasons 


in  the  southern  part  of  the  country.  Ragweed  is  a 
very  light  pollen  which  may  be  windborne  for  hun- 
dreds of  miles.  An  interesting  study  was  made  in 
New  York  City,  in  which  90%  or  more  of  the  rag- 
weed plants  were  destroyed  in  three  of  the  five  bor- 
oughs; pollen  counts  done  during  the  season  were 
virtually  identical  in  all  five.4 


Helminthosporium  are  associated  with  the  warmer 
weather,  as  opposed  to  Penicillium  and  Aspergillus 
which  are  household  molds. 


Summer  also  means  the  return  of  our  much  maligned 
associates— bugs.  Insects  cause  allergic  symptoms  by 
two  methods:  the  bite  or  sting  of  the  Hymenoptera 
group,  and  the  inhalation  of  particles  of  the  bodies 
of  various  insects.  Wasp  stings  are  the  oldest  known 
form  of  allergy,  as  they  caused  the  death  of  one  of 
the  pharaohs  in  ancient  Egypt.5  Bees,  wasps  and 
hornets  account  for  many  deaths  in  this  country, 
and  those  sensitive  to  them  should  carry  special 
treatment  kits  at  all  times;  a few  minutes  delay  in 
the  administration  of  epinephrine  to  such  a patient, 
might  be  the  difference  between  life  and  death.  In- 
halation of  particles  of  insects  may  cause  sneezing 
and  wheezing  in  a susceptible  individual.6  Both  of 
these  forms  of  insect  allergy  may  be  benefitted  by 
hyposensitization. 


Ragweed  is,  of  course,  the  most  common  cause  of 
hay  fever  and  is  associated  with  an  incredible  loss 
of  man  hours  from  work  each  year.  Many  is  the  pa- 
tient who  travels  to  areas  where  the  pollen  count  is 
low,  just  to  avoid  having  symptoms.  There  is  no 
ragweed  anywhere  in  the  world  except  the  United 
States  and  portions  of  Canada  and  Mexico. 


The  insect  recognizes  no  professional  bounds.  He  is 
as  apt  to  bite  the  physician  as  the  patient.  So  this 
season,  beware  of  bugs.  And  beware,  too,  of  poison 
ivy.  That  pleasant  stroll  through  the  woods  and 
underbrush  with  the  Boy  Scouts  might  turn  into  a 
(Concluded  on  following  page) 


ULe  molds  are  present  through  the  year,  the  most 
important  ones  predominate  from  April  until  No- 
vember. An  old  wives’  tale  has  ragweed  ending 
with  the  first  frost,  when  actually  it  ends  a good 
month  earlier.  It  is  Alternaria— the  kingpin  of  the 
molds— that  meets  a sudden  demise  with  the  first 
frost.  Alternaria-sensitive  patients  are  in  their  glory 
when  there  is  snow  on  the  ground,  and  might  be 
ideally  suited  to  man  the  radar  stations  in  Alaska.  In 
September  and  October,  Alternaria  counts  are  at 
their  highest,  perhaps  associated  with  the  burning 
of  leaves.  Other  molds  such  as  Hormodendrum  and 
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Each  timed-release  tablet  contains  phenylpro- 
panolamine hydrochloride  50  mg.,  pheniramine 
maleate  25  mg.  and  pyrilamine  maleate  25  mg. 
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nightmare  for  the  botanically  uninitiated  in  the 
causes  of  rhus  dermatitis  (poison  ivy,  poison  oak  and 
poison  sumac).  Although  you  may  have  been  care- 
ful, your  dog  may  not  have  noted  that  it  wasn't 
clover  he  jumped  through,  but  poison  ivy.  His  re- 
turn to  your  side  may  give  you  the  rhus  dermatitis 
that  you  so  carefully  avoided.  That  heavenly  camp- 
fire may  be  emitting  particles  of  rhus  oil  to  produce 
an  airborne  contact  dermatitis  of  the  exposed  areas 
of  the  body. 

Another  fascinating,  but  rather  infrequent  type  of 
summer  allergy  is  physical  allergy.  Some  people 
sneeze  on  exposure  to  sunlight,  while  others  break 
out  in  rashes,  usually  on  the  exposed  parts  of  the 
body.  These  rashes  may  well  follow  the  administra- 
tion of  various  photosensitizing  drugs,  e.g.  demeth- 
ylchlortetracycline.7  Another  form  of  physical  aller- 
gy and  one  that  may  be  lethal  in  the  summer,  is  cold 
allergy.  Yes,  I mean  cold  allergy,  not  heat  allergy. 
The  cool  dip  on  a hot  day  with  its  consequent  sud- 
den chilling  of  the  body,  may  be  the  coup  de  grace 
for  a cold  sensitive  patient.8  It  is  customary  to  write 
"heart  attack”  on  the  death  certificate,  even  though 
the  victim  may  have  been  an  18-year-old  boy  who 
looks  like  a Greek  god. 

Lest  the  reader  be  depressed  by  this  saga  of  afflic- 
tions associated  with  the  warmer  months,  perhaps 
he  should  remember  that  it  is  also  a time  for  swim- 
ming, baseball,  lying  in  the  sun  and  taking  that 
long-planned  vacation.  So  let’s  all  join  in  a chorus 
of  "In  the  Good  Old  Summertime,”  as  we  sneeze, 
wheeze  and  scratch.  Be  careful  of  your  suntan  lotion, 
however;  it  may  cause  you  a contact  dermatitis. 
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For  summer  allergies,  summer 
colds,  or  nasal  congestion  due  to 
almost  any  cause,  you  prescribe 
quick  r-e-l-i-e-f  with  Triaminic. 
It’s  ideal  for  summer  allergies: 

1.  Acts  in  15-30  minutes  due 
to  decongestant. 

2.  Follows  up  with  balanced 
dual  antihistamines. 

3.  Up  to  24-hour  'round  the 
clock  relief  when  dosed  one 
tablet  at  morning,  mid-after- 
noon and  evening. 

Summer  time  is  sport  time  and 
who  can  be  a sport  with  a runny 
nose? 


provide  patient  comfort 

Triaminic  relieves 

Each  timed-release  Slimmer  allergies 
tablet  contains: 

Phenylpropanolamine  hydrochloride  50  mg. 

Pheniramine  maleate  25  mg. 

Pyrilamine  maleate  25  mg. 

Side  effects:  Occasional  drowsiness,  blurred  vision, 

cardiac  palpitation,  flushing,  dizziness,  nervousness 
or  gastrointestinal  upsets. 

Precautions:  The  patient  should  be  advised  not  to 
drive  a car  or  operate  dangerous  machinery  if  drowsi- 
ness occurs.  Use  with  caution  in  patients  with  hyper- 
tension, heart  disease,  diabetes  or  thyrotoxicosis. 
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IRON  DEFICIENCY 


Imferon® 

(iron  dextran  injection) 


There’s  as  much  iron  . . . 250  mg. 
. . . in  a 5 cc.  ampul  of  Imferon 
(iron  dextran  injection) 
as  in  a pint  of  whole  blood. 

When  iron  deficient 
patients  are  intolerant  of  oral 
iron  . . . or  orally  administered 
iron  proves  ineffective  or 
impractical ...  or  if  the  patient 
cannot  be  relied  upon  to  take 
oral  iron  as  prescribed,  Imferon 
(iron  dextran  injection) 
dependably  increases 
hemoglobin  and  rapidly 
replenishes  iron  reserves. 

Precise  dosage  is  easily 
calculated. 


IAKESI0E 


IN  BRIEF:  ACTION  AND  USES:  A single  dose  of 
Imferon  (iron  dextran  injection)  will  measur- 
ably begin  to  raise  hemoglobin  and  a complete 
course  of  therapy  will  effectively  rebuild  iron 
reserves.  The  drug  is  indicated  only  for  specifi- 
cally-diagnosed cases  of  iron  deficiency  anemia 
and  then  only  when  oral  administration  of  iron 
is  ineffective  or  impractical.  Such  iron  defi- 
ciency may  include:  patients  in  the  last  trimester 
of  pregnancy;  patients  with  gastrointestinal  dis- 
ease or  those  recovering  from  gastrointestinal 
surgery;  patients  with  chronic  bleeding  with 
continual  and  extensive  iron  losses  not  rapidly 
replenishable  with  oral  iron;  patients  intolerant 
of  blood  transfusion  as  a source  of  iron;  infants 
with  hypochromic  anemia;  patients  who  cannot 
be  relied  upon  to  take  oral  iron. 

COMPOSITION:  Imferon  (iron  dextran  injection) 
is  a well-tolerated  solution  of  iron  dextran  com- 
plex providing  an  equivalent  of  50  mg.  in  each 
cc.  The  solution  contains  0.9%  sodium  chloride 
and  has  a pH  of  5. 2-6.0.  The  10  cc.vial  contains 
0.5%  phenol  as  a preservative. 

ADMINISTRATION  AND  DOSAGE:  Dosage,  based 
upon  body  weight  and  Gm.  Hb/ 100  cc  of  blood, 
ranges  from  0.5  cc.  in  infants  to  5.0  cc.  in 
adults,  daily,  every  other  day.  or  weekly.  Initial 
test  doses  are  advisable.  The  total  iron  require- 
ment for  the  individual  patient  is  readily  ob- 
tainable from  the  dosage  chart  in  the  package 
insert.  Deep  intramuscular  injection  in  the 
upper  outer  quadrant  of  the  buttock,  using  a 
Z-track  technique,  (with  displacement  of  the 
skin  laterally  prior  to  injection),  insures  absorp- 
tion and  will  help  avoid  staining  of  the  skin.  A 
2-inch  needle  is  recommended  for  the  adult  of 
average  size. 


SIDE  EFFECTS:  Local  and  systemic  side  effects 
are  few.  Staining  of  the  skin  may  occur  Exces- 
sive dosage,  beyond  the  calculated  need,  may 
cause  hemosiderosis.  Although  allergic  or  ana- 
phylactoid reactions  are  not  common,  occa- 
sional severe  reactions  have  been  observed, 
including  three  fatal  reactions  which  may  have 
been  due  to  Imferon  (iron  dextran  injection). 
Urticaria,  arthralgia,  lymphadenopathy,  nau- 
sea, headache  and  fever  have  occasionally 
been  reported. 

PRECAUTIONS:  If  sensitivity  to  test  doses  is 
manifested,  the  drug  should  not  be  given. 
Imferon  (iron  dextran  injection)  must  be  ad- 
ministered by  deep  intramuscular  injection 
only.  Inject  only  in  the  upper  outer  quadrant  of 
the  buttock,  not  in  the  arm  or  other  exposed 
area. 

CONTRAINDICATIONS:  Imferon  (iron  dextran  in- 
jection) is  contraindicated  in  patients  sensitive 
to  iron  dextran  complex.  Since  its  use  is  in- 
tended for  the  treatment  of  iron  deficiency  ane- 
mia only  it  is  contraindicated  in  other  anemias. 

CARCINOGENICITY  POTENTIAL:  Using  relatively 
massive  doses,  Imferon  (iron  dextran  injection) 
has  been  shown  to  produce  sarcoma  in  rats, 
mice  and  rabbits  and  possibly  in  hamsters,  but 
not  in  guinea  pigs.  The  risk  of  carcinogenesis, 
if  any  in  man,  following  recommended  therapy 
with  Imferon  (iron  dextran  injection)  appears 
to  be  extremely  small. 

SUPPLIED:  2 cc.  ampuls,  boxes  of  10;  5 cc  am- 
puls, boxes  of  4;  10  cc.  multiple  dose  vials. 
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How  long  will 
it  take  her 
to  recover  from 
her  hip  fra 
if  she  just 
doesn’t  c 


Does  she  really  care? 

Is  she  alert,  encouraged, 
positive  and  optimistic 
about  getting  completely 
well  soon? 

Or  has  she  given  in  to 
the  demoralizing  impact 
of  confinement,  disability 
and  dependency? 

When  functional  fatigue 
complicates  convalescence, 
Alertonic  can  help... 


Pleasant-tasting  Alertonic  is  pipradrol  hydrochloride 
—an  effective  cerebral  stimulant  whose  gentle  ana- 
leptic action  helps  counteract  the  apathy  and  inertia 
that  can  often  delay  convalescence— together  with  an 
excellent  vitamin  and  mineral  formula,  in  a satisfy- 
ing 1 5 % alcohol  vehicle. 

Nothing  fosters  confidence  and  a sense  of  well- 
being better  than  your  own  personal  warmth,  under- 
standing and  encouragement  together  with  Alertonic 
to  help  insure  prompt  response. 

Adequate  dosage  is  important:  Prescribe  Alertonic— 
one  tablespoonful  t.i.d.,  30  minutes  before 
meals.. . tastes  best  chilled. 

And  for  your  patient’s  sake,  prescribe  Alertonic 
in  the  convenient,  economical  one-pint  bottle. 

Alertonic 

Available  Only  On  Prescription 

Each  45  cc.  (3  tablespoonfuls)  contains:  alcohol,  15%;  pipradrol  hydro- 
chloride, 2 mg.;  thiamine  hydrochloride  (vitamin  Bi)  (10  MDR*),  10 
mg.;  riboflavin  (vitamin  B2)  (4  MDR),  5 mg.;  pyridoxine  hydrochloride 
(vitamin  B0),  1 mg.;  niacinamide  (5  MDR),  50  mg.;  choline, t 100  mg.; 
inositol, t 100  mg.;  calcium  glycerophosphate,  100  mg.  (supplies  2% 
MDR  for  calcium  and  for  phosphorus)  and  1 mg.  each  of  the  following : 
cobalt  (as  chloride),  manganese  (as  sulfate),  magnesium  (as  acetate), 
zinc  (as  acetate),  and  molybdenum  (as  ammonium  molybdate). 

•Multiple  of  adult  Minimum  Daily  Requirement  supplied. 

fThe  need  for  these  substances  in  human  nutrition  has  not  been  established. 

Indications:  1.  Functional  fatigue  such  as  that  often  associated  with:  a 
depressing  life  experience  or  stressful  time  of  life;  advancing  years; 
convalescence;  limited  activity  or  confinement.  2.  Poor  appetite  and 
vitamin-mineral  deficiency  as  they  occur  in:  patients  having  faulty  eat- 
ing habits;  geriatric  patients  who  are  losing  interest  in  food;  patients 
convalescing  from  debilitating  illness  or  surgery. 

Dosage:  Adults,  1 tablespoonful;  children  (over  15  years  old),  1 to  2 
teaspoonfuls;  children  (4  to  15  years  old),  1 teaspoonful.  To  be  taken 
three  times  daily  30  minutes  before  meals. 

Contraindications:  As  with  other  drugs  with  CNS  stimulating  action, 
Alertonic  is  contraindicated  in  hyperactive,  agitated  or  severely  anxious 
patients  and  in  chorea  or  obsessive  compulsive  states. 

Side  effects:  Reports  of  overstimulation  have  been  rare.  Patients  who 
are  known  to  be  unduly  sensitive  to  the  effects  of  stimulant  drugs  should 
be  observed  carefully  in  the  initial  stages  of  treatment. 

N THE  WM.  S.  MERRELL  COMPANY 

Merrell  ) Division  of  Richardson-Merrell  Inc. 
y Cincinnati,  Ohio  45215 


when  anxiety  hurts  more  than  pair 


One  of  every  two  old  people  has  a chronic  or  debilitat- 
ing ailment.'  And  sickness  can  intensify  the  anxieties  of 
old  age  to  a degree  more  painful  than  the  disease  itself.2 
Atarax,  an  effective  tranquilizer  (unrelated  to  the  phe- 
notftiazines,  reserpine  or  meprobamate),  helps  to  quiet 
and  calm  the  anxious  geriatric  patient— with  an  excel- 
lent margin  of  clinical  safety.  Atarax  is  useful  for  pa- 
tients in  nursing  homes.3 


indicated  in  the  vintage  years 

ATARAX 


(hydroxyzine  HCl) 

tablets,  syrup  25  mg.  — 50  mg.  q.i.d. 


Atarax  can  be  used  in  patients  suffering  from  coronan 
artery  disease,  arteriosclerosis,  hypertension,  diabete 
mellitus,  edema  or  carcinoma.  Drug-induced  ataxic 
extrapyramidal  reactions,  or  adverse  effects  on  th< 
liver  or  blood-forming  organs  have  not  been  observed 
Atarax  can  be  used  concurrently  with  digitalis  and  mos 
other  drugs  commonly  prescribed  for  elderly  patients 
Atarax  syrup  provides  a palatable  medication  for  pa 
tients  who  find  it  difficult  to  accept  tablets. 


RoeriBeC®  (B  complex  plus  500  mg.  C) 
In  medical  surgical  aftercare 
you  can’t  overstress  it 

Resistance— Recovery— RoeriBeC 
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dependability 
not  dependence 

ATA  R7IX© 

(hydroxyzine  HCI)^lTps 

Product  Information 

Contraindications:  Use  in  pregnancy:  When  ad- 
ministered to  rats  at  doses  substantially  above 
the  human  therapeutic  range,  hydroxyzine  induced 
fetal  abnormalities.  Until  human  clinical  data  are 
available  adequate  to  establish  safety  in  early 
pregnancy,  hydroxyzine  is  contraindicated  in  early 
pregnancy.  The  drug  is  contraindicated  for  pa- 
tients who  have  shown  previous  hypersensitivity 
to  it. 

Precautions:  Hydroxyzine  HCI  may  potentiate 
narcotics,  barbiturates,  meperidine  and  other 
CNS  depressants.  In  conjunctive  use,  dosage  of 
these  drugs  should  be  reduced  by  as  much  as 
50  per  cent.  Atropine  and  other  belladonna  al- 
kaloids are  not  affected  by  hydroxyzine.  Because 
drowsiness  may  occur,  patients  given  hydroxyzine 
should  be  cautioned  against  driving  a car  or  oper- 
ating dangerous  machinery. 

Adverse  reactions:  No  serious  side  effects  result- 
ing from  the  oral  administration  of  hydroxyzine 
have  been  reported  and  confirmed  to  date.  Thera- 
peutic doses  seldom  produce  impairment  of  men- 
tal alertness.  The  transitory  drowsiness  that  may 
occur  usually  disappears  spontaneously  in  a few 
days  of  continued  therapy  or  can  be  corrected  by 
dosage  reduction.  Dryness  of  the  mouth  may  be 
encountered  at  higher  doses. 

The  absence  of  toxic  effects  on  the  liver  and  bone 
marrow  has  been  demonstrated  by  extensive  clin- 
ical use  at  recommended  doses  for  more  than  four 
years  of  uninterrupted  therapy  and  by  experimen- 
tal studies  in  which  excessively  high  doses  were 
given.  Involuntary  motor  activity,  including  rare 
instances  of  tremor  and  convulsions,  has  been 
reported,  usually  with  considerably  higher  than 
recommended  doses. 

Dosage:  Ranges  from  25  mg.t.i.d.  to  100  mg.q.i.d. 

References:  1.  Fishbein,  M.:  J.  Am.  Geriatrics  Soc 
10:91 1 (Nov.)  1962.  2.  Dale,  P.  W.:  New  England  J.  Med’ 
265:185  (July  27)  1961.  3.  Settel,  E.:  Am.  Pract.  81584 
(Oct.)  1957. 
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as  to  theory  and  technic.  Part  of  the  material 
has  been  published  previously. 

There  are  several  sections  which  are  out- 
standing. These  include  the  chapters  on  anat- 
omy by  Emanual  Kaplan,  an  extensive  and  well- 
illustrated  section  on  fractures  of  the  hand  and 
wrist  by  Bradford  and  Dolphin.  Alexander 
Aitken  has  written  an  excellent  chapter  on 
epiphyseal  injuries.  He  discusses  various 
phases  of  this  most  important  injury. 

The  subject  of  tendon  injuries  claims  an  im- 
portant part  of  this  volume.  It  is  the  longest 
section  and  consists  of  8 articles.  It  is  out- 
standing and  covers  all  phases  of  diagnosis  and 
management  of  this  most  important  injury. 

This  book  must  be  considered  a very  timely 
and  comprehensive  review  of  the  subject.  Dr. 
Flynn  has  performed  an  admirable  task  in  as- 
sembling such  a group  of  acknowledged  leaders. 
Their  individual  contributions  to  this  subject 
give  the  reader  a stimulating  learning  experience. 

The  publisher  has  performed  a fine  task  in  the 
printing  of  the  book.  It  can  be  recommended 
to  all  surgeons  with  an  interest  in  the  problems 
of  hand  surgery,  especially  the  general,  ortho- 
pedic, and  plastic  surgical  resident. — Alan  A. 
Kane,  M.D. 

The  Theory  and  Practice  of  Psychiatry. 
By  Frederick  C.  Redlich  and  Daniel  X.  Freed- 
man. Octavo  of  880  pages.  New  York,  Basic 
Books,  Inc.,  1966.  Cloth,  $12.50. 

Doctors  Redlich  and  Freedman  are  two  dis- 
tinguished and  well-known  psychiatrists.  That 
they  have  written  a most  comprehensive  and 
readable  book  on  psychiatry  is  no  surprise  to 
this  reviewer.  Not  presenting  or  stressing  a 
particular  point  of  view  they  discuss  the  funda- 
mentals and  practicalities  of  psychiatry  in  all 
of  its  ramifications  from  theory  and  physiology 
to  descriptions  of  disease  entities  and  therapy  to 
the  inter-reactions  of  psychiatry  to  the  law  and 
to  society. 

Adequate  descriptive  material  is  presented  of 
ideas  in  psychiatry  that  are  regional  in  char- 
acter or  less  known  or  less  popular  among 
psychiatrists.  Throughout  there  is  the  subtle 
suggestion  that  one  must  be  holistic  in  his  ap- 
proach, that  scientific  search  for  truth  must 
come  before  doctrinaire  allegiance. 

There  is  an  excellent  index  and  considerable 
bibliographic  material,  past  and  present.  I 
rather  think  that  this  book  is  for  the  mature 
psychiatrist  who,  through  years  of  the  applica- 
tion of  his  art,  perhaps  has  lost  sight  of  some  of 
the  historical  background  of  psychiatry,  its 
theories,  its  divergent  schools  of  thought,  and 
its  less  popular  methods  of  therapy.  This 
affords  him  an  excellent  opportunity  to  bind 
together  many  loose  threads  and  provide  salient 
food  for  thought.— Theodore  Meltzer,  M.D. 

Hormones  and  Hypertension.  Compiled 
and  Edited  by  William  M.  Manger,  M.D. 
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Potassium  Iodide 195  mg. 
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Ephedrine  HC.l 16  mg. 

FEDERAL  LAW  PROHIBITS 


DISPENSING  WITHOUT  PRESCRIPTION 

Precautions:  Usual  for  aminophylline-ephcdrinc- 

phenobarbital.  Iodides  may  cause  nausea,  long  use 
may  cause  goiter.  Discontinue  if  symptoms  of 
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Iodide  contraindications:  tuberculosis,  pregnancy. 

DOSAGE 

One  tablet,  with  full  glass  of 
water,  3 or  4 times  daily. 

Dispensed  in  bottles  of  100  and  1000  tablets. 

MUDRANE  GG — Formula,  dosage  and  package  identi- 
cal to  Mudrane — except — 100  mg.  glyceryl  guaiacolatc 
replaces  the  potassium  iodide.  The  value  of  Mudrane 
cannot  be  enjoyed  by  a small  group  in  which  K.I.  is 
contraindicated.  Mudrane  GG  is  prepared  for  this  group. 

MUDRANE  GG  ELIXIR  — Four  5 cc  tcaspoonfuls  is 
equivalent  to  one  Mudrane  GG  tablet.  Dosage  adjusted 
to  age  and  weight  of  child.  Mudrane  GG  Elixir  is  for 
pediatric  patients  and  those  who  think  they  cannot  swal- 
low tablets.  Dispensed  in  pint  and  half  gallon  bottles. 
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• Soyalac  satisfies!  Baby  is  happy,  mother  is  grateful,  doctor  is 
gratified. 

• The  nut-like  taste  is  pleasing.  Infants  readily  accept  this  hypo- 
allergenic formula  that  is  completely  fibre-free.  An  exclusive 
process  results  in  a consistency  much  like  milk. 


Soyalac 

SOLVES  THE 
PROBLEM 

for  the  infant 
who  requires  a 
milk-free  diet! 


• Soyalac  is  strikingly  similar  to  mother's  milk  in  composition 
and  ease  of  assimilation.  Clinical  data  furnish  evidence  of 
Soyalac’s  value  in  promoting  normal  growth  and  development. 

• Excellent  for  regular  infant  feeding,  too— and  for  growing  chil- 
dren and  adults. 
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will  bring  to  you  complete  information  and  a supply  of  samples. 
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MEDICAL  PRODUCTS  DIVISION 
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Octavo  of  265  pages,  illustrated.  Springfield, 
Charles  C Thomas,  1966.  Cloth.  (American 
Lecture  Series  No.  656) 

The  plethora  of  reports  relating  to  this  im- 
portant topic  long  has  warranted  a special  effort 
to  organize  and,  particularly,  to  evaluate  the 
principal,  pertinent  information.  By  training 
and  experience,  as  well  as  by  the  timely  associa- 
tions to  which  he  pays  appropriate  tribute,  the 
editor  appears  especially  well  qualified  to  un- 
dertake this  mission. 

Dr.  Manger  and  his  13  eminent  colleagues 
deserve  thanks  and  admiration  for  largely  hav- 
ing achieved  the  objective  of  a succinct  yet 
comprehensive  assessment  of  available  knowl- 
edge in  an  area  where  critical  secrets  have 
begun  to  reward  only  the  efforts  of  determined 
and  ingenious  investigators. 

Nine  chapters,  some  by  world  renowned 
pioneers  in  their  respective  fields  of  inquiry, 
discuss  relationships  of  hormones  to  the  patho- 
genesis of  hypertension  wherein  clinical  as  well 
as  laboratory  evidence  is  critically  reviewed. 


All  of  the  material  is  intriguing  and  most  of  it  is 
relevant  to  the  prospects  for  ultimate  practical 
control  of  hypertension. 

Dr.  Jerome  Conn’s  section  on  “Renin,  Hyper- 
tension and  Aldosteronism,”  incorporating  two 
reinforcing  addenda,  generates  particular  ex- 
citement with  the  prediction  that  the  incidence 
of  primary  aldosteronism  in  our  hypertensive 
population  “will  fall  between  10  and  25  per 
cent!”  Although  an  inherent  ambivalence 
might  compromise  a reader’s  hope  that  equally 
startling  statements  would  be  forthcoming  from 
other  contributors,  substantially  fewer  reserva- 
tions should  characterize  his  wish  that  each  had 
concluded  his  chapter  with  a brief  summary. 

However,  all  have  provided,  beyond  the 
most  significant  facts  and  valued  opinions,  lists 
of  selected  references  which,  together  with  a 
good  index  (authors  and  subjects,  separately), 
makes  this  book  a useful  resource  for  students, 
practitioners,  and  probably  even  those  who  are 
actively  exploring  limited  aspects  of  this  broad 
and  increasingly  complicated  subject. — Robert 
W.  Hillman,  M.D. 


Abstracts 


Schlagenhauff,  R.  E.,  Mazurowski,  J.,  and 
Smith,  B.  H.:  Echoencephalography  in 

neurologic  diagnosis;  critical  evaluation  of  A- 
scan  technic  (time-amplitude  detection  of  fixed 
echoes),  New  York  State  J.  Med.  67:  1035 
(Apr.  15)  1967. 

Echoencephalography  is  a safe,  simple,  re- 
peatable, and  useful  diagnostic  aid  in  neurologic 
practice  and  helps  in  selecting  appropriate  radio- 
logic  investigations  in  subdural  hematomas, 
brain  tumor,  hydrocephalus,  meningitis,  cere- 
brovascular accident,  hypertensive  encepha- 
lopathy, and  cerebral  atrophy.  Its  chief  use  is 
in  localizing  those  intracranial  structures  which 
normally  occupy  the  midline  and  in  measuring 
the  third  and  lateral  ventricles.  Echoen- 
cephalographic  studies  were  conducted  in  300 
neurologic  patients,  with  follow-up  correlative 
radiologic  studies  in  150.  The  echogram  was 


found  to  be  at  least  as  good  as  and  possibly  better 
than  plain  skull  films  in  determining  the  position 
of  midline  structures. 


Irwin  G.  A.  L.:  Scintillation  scanning  using 
double-loading  “filter”  film  technic,  New  York 
State  J.  Med.  67:  1042  (Apr.  15)  1967. 

By  double-loading  the  film  casset  in  scanning, 
two  photo  scans  are  produced  along  with  the 
color  scan.  The  method  is  simple,  economical, 
and  requires  no  addition  to  standard  equipment. 
One  scan  appears  no  different  from  one  for  which 
only  one  film  is  used.  The  second  one,  trans- 
mitted through  the  first,  by  losing  in  density 
shows  only  the  darkest  and  most  intensively 
active  areas  of  the  scan  with  variations  of  con- 
trast. The  extra  scan  can  also  save  a film  that 
has  been  overexposed. 
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In  peptic  ulcer... 

antacid 


new 

benefit 


CONTAINS  A BALANCED 
COMBINATION 
OF  THE  MOST  WIDELY 
USED  ANTACIDS— 

FOR  RAPID 
NEUTRALIZATION. 

PLUS  SIMETHICONE— 

TO  CONTROL 
THE  FACTOR  WHICH 
ANTACIDS  ALONE 
CANNOT  INFLUENCE. 


■ In  Mylanta,  aluminum  and  magnesium  hydroxides  are 
balanced  to  minimize  the  chance  of  constipation  or  laxation 
and  still  achieve  rapid  acid  neutralization  and  pain  relief. 

■ The  positive  action  of  simethicone  helps  relieve  the  pain- 
ful gas  symptoms  which  often  accompany  the  peptic  ulcer 
syndrome. 

■ The  nonfatiguing  flavor  and  smooth,  nongritty  consistency 
of  tablets  and  liquid  encourage  continued  patient  coopera- 
tion during  long-term  therapy. 


Composition:  Each  Mylanta  chewable  tablet  or  teaspoonful  (5  ml.) 
of  liquid  contains:  magnesium  hydroxide,  200  mg.;  aluminum  hydrox- 
ide, dried  gel,  200  mg.;  simethicone,  20  mg.  Dosage:  one  or  two  tab- 
lets, well  chewed  or  allowed  to  dissolve  in  the  mouth,  or  one  or  two 
teaspoonfuls  of  liquid  to  be  taken  between  meals  and  at  bedtime. 


The  Stuart  Company,  Pasadena,  California 
Division  of  Atlas  Chemical  Industries,  Inc. 
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Editorials 


Journal  awards  for  1966 


On  February  12,  1967,  the  opening  day  of 
the  meeting  of  the  House  of  Delegates  at 
the  161st  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  four 
awards  were  made  on  behalf  of  the  Jour- 
nal. 

James  M.  Blake,  M.D.,  president,  pre- 
sented the  sixth  annual  Laurance  D.  Red- 
way medal  and  award  for  excellent  medical 
writing  in  the  Journal  to  Milton  Hel- 
pern,  M.D.,  of  New  York  City,  for  his 
article  on  “Deaths  from  Narcotism  in  New 
York  City”  which  was  published  in  the 
September  15,  1966,  issue  of  the  Journal 
(Fig.  1). 

The  citation  for  this  award  follows: 

Dr.  Helpern’s  position  as  an  interna- 
tional authority  in  forensic  medicine 
gave  great  importance  to  this  compre- 
hensive report  on  one  of  the  more  vexing 
problems  of  modern  society. 

The  study,  based  on  thirty  years 
experience  of  the  Medical  Examiner’s 
Office  of  the  world’s  largest  city,  de- 
lineated the  size  and  scope  of  the  nar- 
cotics addiction  problem,  the  habits  of 
addicts,  and  the  pathologic  results  of 
their  self-administration  of  dangerous 
drugs. 

The  Journal  was  signally  honored  in 
presenting  this  authoritative  report  to  its 
readers. 

Dr.  Blake  continued  the  third  annual 
series  of  awards  by  presentation  of  certifi- 
cates to  three  members  of  the  voluntary 
staff  for  their  distinguished  service  to  the 
Journal  (Fig.  2). 

The  citations  read  as  follows: 

This  award  for  Distinguished  Service 
to  the  Journal  is  made  to  Paul  A. 
Bunn,  M.D.,  member  of  the  Associate 
Editorial  Board  for  the  past  ten  years 
and  member  of  the  Editorial  Council 
representing  the  Upstate  Medical  School 
for  the  past  five  years.  Dr.  Bunn’s  ad- 
vice in  the  field  of  internal  medicine 


Joseph  Merante 


FIGURE  1.  Milton  Helpern,  M.D.  (left),  receiving 
the  1966  Laurance  D.  Redway  medal  and  award 
from  James  M.  Blake,  M.D.  (right). 


and  particularly  in  the  new  and  expand- 
ing field  of  antibiotics  has  been  invalu- 
able. His  generous  guidance  has  played 
a large  part  in  attaining  and  maintaining 
the  high  standards  of  the  Journal. 

This  Distinguished  Service  Award  is 
made  to  Lester  C.  Mark,  M.D.,  for  his 
contribution  as  editor  of  the  Clinical 
Anesthesia  Conferences  of  the  Study 
Committee  of  the  New  York  State  So- 
ciety of  Anesthesiologists,  a regular  sec- 
tion of  the  Journal  for  the  past  ten 
years.  A member  of  the  committee  for 
nine  years  and  chairman  and  editor  of 
its  reports  for  the  past  three  years,  Dr. 
Mark  has  added  to  the  stature  of  the 
Journal  among  those  concerned  with 
anesthesia  and  surgery.  His  clear-cut 
descriptions  of  illustrative  cases,  logical 
steps  in  treatment,  and  literate  com- 
ment have  made  these  conference  reports 
of  prime  educative  value.  These  have 
been  so  highly  regarded  that  they  are 
shortly  being  published  in  book  form. 

This  award  for  Distinguished  Service 
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Joseph  Merante 


FIGURE  2.  Recipients  of  the  1966  Distinguish  Service  Awards  (left  to  right):  Paul  A.  Bunn,  M.D., 
Granville  W.  Larimore,  M.D.,  and  Lester  C.  Mark,  M.D. 


to  the  Journal  is  made  to  Granville 
W.  Larimore,  M.D.,  first  Deputy  Health 
Commissioner  of  New  York  State,  for 
long  and  continuous  service  as  a member 
of  the  Associate  Editorial  Board  and  of 
the  Editorial  Council.  His  great  inter- 
est in  the  Journal  is  manifested  as  well 
by  his  long  tenure  as  a member  of  the 
Publication  Committee  and  as  a member 
of  the  Ad  Hoc  Committee  to  Study  the 
Journal.  His  judgment  in  matters  of 
policy,  in  matters  of  public  health,  and  in 


the  technologic  aspects  of  scientific  pub- 
lication has  added  materially  to  the 
advancement  of  the  Journal.  We  ac- 
knowledge with  pride  and  gratitude  this 
long  and  fruitful  association  with  a 
great  public  servant. 

These  awardees  represent  the  high  qual- 
ity of  competence  and  dedication  of  those 
who  advise  and  direct  the  editorial  affairs 
of  your  Journal. 
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hide.  Only  a systemic  agent  can.  Only  Flagyl 
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courses  of  treatment  for  resistant,  deep-seated 
invasion  and  to  the  presumption  of  reinfection 
from  male  consorts,  Flagyl  has  repeatedly  pro- 
duced up  to  100  per  cent  cure  in  large  series 
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When  the  diagnosis  of  trichomoniasis  is 
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Dosage  and  Administration  — In  women:  one  250- 
mg.  oral  tablet  three  times  daily  for  ten  days.  A vag- 
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drugs.  (3)  Safety  in  pregnancy  has  not 
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PRECAUTIONS:  (1)  Outpatient  use  of 
desipramine  hydrochloride  should  not 
be  substituted  for  hospitalization  when 
risk  of  suicide  or  homicide  is  considered 
grave.  (2)  If  serious  adverse  effects  oc- 


cur, reduce  dosage  or  alter  treatment. 
(3)  In  patients  with  manic-depressive 
illness  a hypomanic  state  may  be  in- 
duced. (4)  Discontinue  drug  as  soon  as 
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ADVERSE  EFFECTS:  Side  effects,  usually 
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urination,  “bad  taste,”  sensory  illusion, 
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tremor,  allergy,  agranulocytosis,  altered 
liver  function,  ataxia,  and  extrapyrami- 
dal  signs. 

DOSAGE:  Optimal  results  are  obtained 
at  a dosage  of  50  mg.,  t.i.d.  (150  mg./ 
day).  SUPPLIED:  NORPRAMIN  (desipra- 
mine hydrochloride)  tablets  of  25  mg.; 
bottles  of  50,  500  and  1000;  and  tablets 
of  50  mg.,  in  bottles  of  30,  250  and 


1000. 
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Echoencephalography  in 
Neurologic  Diagnosis 

Critical  Evaluation  of 
A-Scan  Technic 
(Time-Amplitude  Detection 
of  Fixed  Echoes)* 

REINHOLD  E.  SCHLAGENHAUFF,  M.D. 

Buffalo,  New  York 
JOHN  MAZUROWSKI 
Buffalo,  New  York 
BERNARD  H.  SMITH,  M.D. 

Buffalo,  New  York 

From  the  Department  of  Neurology,  Edward  J. 
Meyer  Memorial  Hospital,  and  State  University 
of  New  York  at  Buffalo  School  of  Medicine 


|t  is  now  more  than  a decade  since  the 
introduction  of  echoencephalography  as  a 
diagnostic  tool.  The  procedure  has  been 
shown  to  be  simple,  safe,  and  repeatable. 
In  neurologic  practice  its  chief  use  has  been 
in  the  localization  of  those  intracranial 
structures  which  normally  occupy  the 
midline  and  in  the  measurement  of  the 
third  and  lateral  ventricles.  The  present 
study  is  an  attempt  to  evaluate  critically 
its  reliability  in  these  regards  and  to  com- 
pare its  usefulness  with  that  of  the  radio- 
graphic  methods  directed  to  the  same  ends. 

Dussik1  first  introduced  ultrasound  as  a 
medical  diagnostic  aid.  According  to 

* This  investigation  was  supported  by  a grant  (G-64- 
MMH-3)  from  the  United  Health  Foundation  of  Western 
New  York. 


echoencephalography  is  a safe,  simple, 
repeatable,  and  useful  diagnostic  aid  in  neuro- 
logic practice  and  helps  in  selecting  appropri- 
ate radiologic  investigations  in  subdural 
hematomas,  brain  tumor,  hydrocephalus, 
meningitis,  cerebrovascular  accident,  hyper- 
tensive encephalopathy,  and  cerebral  atrophy. 
Its  chief  use  is  in  localizing  those  intracranial 
structures  which  normally  occupy  the  midline 
and  in  measuring  the  third  and  lateral  ven- 
tricles. Echoencephalographic  studies  were 
conducted  in  300  neurologic  patients,  with 
follow-up  correlative  radiologic  studies  in  150. 
The  echogram  was  found  to  be  at  least  as 
good  as  and  possibly  better  than  plain  skull 
films  in  determining  the  position  of  midline 
structures. 


Gordon,2  the  technic  of  echoencephalog- 
raphy originated  with  Howry  of  Denver, 
Colorado.  Turner  and  Smith  recorded 
echoes  from  midline  intracranial  structures 
and  obtained  some  information  of  the 
ventricular  size  from  the  frontotemporal 
areas  as  well.2  Gordon3  described  the 
technic  in  detail  in  1955.  Further  in- 
vestigators were  Ballantine,  Hueter,  and 
Bolt4  and  Leksell.5-6  DeVlieger  and  Rid- 
der7  and  DeVlieger,  ter  Braak,  and  Grandia8 
studied  47  patients  and  reported  an  ac- 
curacy in  localizing  midline  intracranial 
structures  of  95.7  per  cent.  In  1959 
Jefferson,9  in  a comparable  study  of  50 
patients,  claimed  a corresponding  accuracy 
of  85  per  cent. 

Lithander10  published  the  first  large 
series  of  373  cases  in  which  the  ultrasonic 
findings  in  229  cases  were  confirmed  by 
angiography.  He  was  also  the  first  to  use 
the  method  in  recording  precise  measure- 
ments of  the  lateral  ventricles.  In  the 
same  year  Taylor,  Newell,  and  Karvounis11 
reported  290  patients,  248  of  whom  were 
studied  by  x-ray  technics;  their  accuracy 
in  determining  the  position  of  midline 
intracranial  structures  was  given  as  98 
per  cent. 
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A cautionary  note  was  added  to  these 
claims  of  high  correlation  by  Jefferson12 
who  found  among  229  patients  10  false 
or  inconclusive  results  as  regards  position 
of  midline  intracranial  structures.  In  1965 
White,  Chesebrough,  and  Blanchard13  pub- 
lished their  critical  studies.  In  a series  of 
1,366  patients,  the  echograms  were  re- 
jected in  358  patients  because  they  were 
considered  technically  unsatisfactory;  12 
per  cent  false  positive  results  were  found. 
They  concluded  that  the  inaccuracy  was 
greater  than  had  been  previously  reported 
and  proposed  the  following  criteria  in 
evaluating  studies:  (1)  The  echoencephalo- 
gram  should  precede  x-ray  evaluation,  (2) 
the  echo  studies  should  be  repeated  until 
unequivocal  results  are  obtained,  and  (3) 
results  should  be  in  writing  and  not  sub- 
sequently changed. 

In  our  studies  we  have  attempted  to  meet 
these  criteria.  In  the  vast  majority  of 
cases,  the  echoencephalogram  was  the 
initial  test  administered.  In  a very  few 
cases,  x-ray  evidence  was  available  at  the 
time  of  the  study  and  could  theoretically 
have  influenced  the  results  in  difficult  or 
equivocal  cases.  However,  there  were 
also  cases  in  which  the  ultrasonic  evidence 
clearly  refuted  the  previously  reported 
x-ray  results.  Unsatisfactory  echoes,  which 
were  impossible  to  evaluate,  were  obtained 
from  7 of  our  patients. 

Method  of  examination 

The  ultrasound  instrument  used  for  this 
study  operates  with  a frequency  of  2.25 
megacycles  per  second.  * The  fundamental 
ultrasonic  and  electronic  principles  of 
echoencephalography  are  well  covered  in 
the  literature  and  need  not  be  elaborated.14 

In  our  studies  the  head  was  not  shaved, 
and  the  transducer  was  “coupled”  to  the 
epidermis  by  a medium  such  as  water  or 
glycerin  that  eliminates  air.  The  ap- 
propriate skin  is  thoroughly  moistened 
and  the  wet  transducer  applied,  occasionally 
slightly  in  front  of,  and  rarely  behind  the 
ear.  The  ultrasonic  device  is  then  manipu- 
lated until  a satisfactory  echo  is  produced 
simultaneously  from  (1)  the  air-skin  in- 
terface, (2)  the  inner  table  of  the  skull  on 
the  side  opposite  the  transducer,  and  (3) 

* Ekoline  20  by  Smith  Kline-Precision  Company,  Phila- 
delphia, Pennsylvania. 


TABLE  I.  Diagnostic  classification  of  150  patients 
with  further  x-ray  studies 


Classification 

Number 

of 

Patients 

Cerebrovascular  accidents 

34 

Brain  tumor 

26 

Brain  trauma  including  subdural 
hematoma 

7 

Inflammatory  disease 

3 

Hydrocephalus 

3 

Subarachnoid  hemorrhage 

2 

Investigative  cases* 

75 

* These  comprise  a miscellaneous  group  of  patients  with 
suspected  or  known  neurologic  diagnoses  not  listed  in  the 
Table. 


the  midline  structures.  As  regards  air- 
skin  interface,  tapping  of  the  skin  produces 
a synchronous  change  of  its  echo  amplitude. 
Echoes  from  the  midline  structures  are 
usually  of  high  amplitude  and  tend  to  re- 
main stable  when  the  transducer  is  gently 
moved. 

The  midline  is  localized  by  a broad-based, 
4 to  5 mm.  wide,  configuration  or  complex 
of  echoes,  probably  representing  the  third 
ventricle  and  septum  pellucidum.  Ac- 
cording to  Oldendorf,14  lateral  displace- 
ment of  the  third  ventricle  or  septum  pel- 
lucidum is  a very  sensitive  indication  of 
increased  volume  in  one  half  of  the  cranial 
cavity.  We  share  the  view  that  the  falx 
cerebri  does  not  give  rise  to  the  midline 
echo  since  its  rigidity  would  tend  to  prevent 
its  being  displaced  by  an  expanding  lesion. 
In  our  studies  the  transducer  was  first 
placed  on  the  right  side  of  the  head,  in 
which  case  the  corresponding  image  on  the 
oscilloscope  is  upright,  and  then  on  the 
left  side,  in  which  case  the  image  is  in- 
verted. These  oscilloscopic  images  were 
photographed  on  polaroid  film.  In  all 
acceptable  echograms,  the  sagittal  diameter 
of  the  head,  as  obtained  from  the  right 
and  left,  should  be  identical.  For  the 
measurement  a 2 : 1 divider  is  helpful. 

Examination  is  best  carried  out  in  the 
sitting  position.  Ninety-five  per  cent  of 
our  patients  were  studied  in  the  laboratory, 
the  rest  at  the  bedside. 

Normally,  the  walls  of  the  third  ventricle 
and  septum  pellucidum  lie  at  right  angles 
to  the  ultrasonic  waves  and  usually  reflect 
a strong  echo.  Our  studies  confirm  those 
of  Oldendorf14  that  displaced  midline 
structures  tend  to  produce  poorer  echoes 
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FIGURE  1.  (A)  Echogram  of  twenty-nine-year-old 
woman  with  left  convexity  subdural  hematoma  of  5- 
to  6-mm.  diameter  proved  by  craniotomy.  Mid- 
line shift  of  3.5  mm.  to  right.  Twin  echoes  re- 
flected from  outer  and  inner  membrane  of  subdural 
hematoma  on  left,  5 mm.  in  diameter.  (B)  Left 
carotid  arteriogram  two  to  three  hours  following 
echogram.  Internal  cerebral  vein  shifted  7 mm.  to 
right;  vessels  do  not  reach  vault  on  left  convexity 
because  of  presence  of  subdural  hematoma 
(courtesy  E.  Leslie,  M.D.). 


than  those  of  normal  position,  a finding 
attributed  to  tilting  of  the  displaced 
“midline”  structures  relative  to  the  ultra- 
sonic beam.  It  was  in  such  cases  of  dis- 
placement that  we  found  our  greatest 
difficulty  in  obtaining  satisfactory  echoes; 
in  them  we  frequently  had  to  take  repeated 
pictures. 

We  considered  a shift  of  the  midline 
structures  of  more  than  2.5  mm.  abnormal. 

Results 

Three  hundred  neurologic  patients  were 
examined.  One  hundred  fifty  patients 
(50  per  cent)  had  the  following  x-ray  stud- 
ies in  order  of  frequency:  (1)  Plain 

skull  films.  We  were  particularly  inter- 


ested in  pineal  calcification,  (2)  pneumoen- 
cephalography, (3)  carotid  angiography, 
and  (4)  ventriculography.  One  hundred 
forty-three  patients  (47.7  per  cent)  either 
did  not  have  x-ray  studies  or,  if  plain 
films  of  the  skull  were  taken,  the  pineal 
gland  was  uncalcified.  In  most  of  these 
143  patients,  other  radiologic  investiga- 
tions were  considered  on  clinical  grounds  to 
be  unnecessary.  In  7 patients  (2.3  per 
cent),  the  echoencephalograms  were  tech- 
nically unsatisfactory. 

The  group  of  150  patients  with  correla- 
tive x-ray  studies  was  examined  in  the 
greatest  detail.  The  diagnoses  are  listed 
in  Table  I;  the  commonest  diagnosis  was 
cerebrovascular  accident  followed  by  brain 
tumor  and  brain  trauma. 

The  echoencephalograms  were  compared 
with,  and  when  possible  validated  against, 
the  various  x-ray  studies.  If  the  echo 
and  x-ray  results  as  to  the  position  of 
midline  structures  were  in  agreement  to 
within  1.5  mm.,  the  correlation  was  rated 
as  good;  if  within  1.5  to  2.5  mm.,  as 
questionable;  and  if  greater  than  2.5  mm., 
as  erroneous.  It  was  our  impression  that 
in  cases  of  major  shift,  the  x-ray  pictures 
tended  to  magnify  the  displacement. 

The  normal  or  abnormally  shifted  midline 
structures  were  correctly  predicted  by  echo- 
gram  in  127  patients  (84.7  per  cent)  and 
incorrectly  predicted  in  13  patients  (8.7 
per  cent).  Of  the  former  patients,  107 
(71.4  per  cent)  had  normal  midline  struc- 
tures and  20  (13.3  per  cent)  had  a proved 
shift  of  the  midline  structures  (Fig.  1). 
Questionable  results  were  obtained  in  10 
(6.6  per  cent)  patients  (Table  II). 

The  echo  findings  were  correlated  with 
autopsy  findings  in  17  cases;  the  midline 
position  was  found  to  be  correctly  pre- 
dicted in  14  (82.3  per  cent)  and  incorrectly 
in  1 (5.9  per  cent)  case  (Fig.  2).  In  2 cases 
the  correlation  was  questionable  because 
several  days  elapsed  between  the  echo- 
gram  and  the  patient’s  death  (Table  II). 

The  position  of  the  pineal  body  could  be 
determined  radiologically  in  48  patients 
(32  per  cent),  and  the  radiologic  findings 
correlated  well  with  the  echogram  in  43 
of  them  (Fig.  3).  Thirty-nine  patients 
had  no  definite  shift,  3 showed  a shift  of 
more  than  2.5  mm.,  and  1 had  a technically 
unsatisfactory  echogram.  In  the  remain- 
ing 5 patients  the  echogram  and  pineal 
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TABLE  II.  Correlation  of  echograms 


With  Radiologic  Studies 

- — With  Autopsy — - 

Number 

Number 

Results 

of  Cases 

Per  Cent 

of  Cases 

Per  Cent 

Correctly  predicted  normal  midline  structures 
Correctly  predicted  displacement  of  midline 

107 

71.4 

11 

65.0 

structures 

20 

13.3 

3 

17.3 

Totals 

127 

84.7 

14 

82.3 

Incorrectly  predicted  normal  midline  structures 
(false  negatives) 

Incorrectly  predicted  displaced  midline  struc- 

3 

2.0 

0 

0.0 

tures  (false  positives) 

10 

6.7 

1 

5.9 

Totals 

13 

8.7 

1 

5.9 

Questionably  correct  prediction  of  normal  mid- 
line structures 

Questionably  correct  prediction  of  displaced  mid- 

2 

1.3 

0 

0.0 

line  structures 

8 

5.3 

2 

11.8 

Totals 

10 

6.6 

2 

11.8 

localization  did  not  correlate  well,  in  3 
the  echogram  was  found  to  be  correct  by 
follow-up  pneumoencephalography  and/or 
angiography,  and  in  1,  the  radiographic 
measurement  was  correct.  In  1 case  the 
results  remained  questionable  (Table  III). 

The  echogram  failed  to  reveal  evidence 
of  abnormality  in  2 patients  with  brain 
tumor  (one  had  a frontoparietal  and  the 
other  a pontine  tumor).  After  craniotomy 
or  cranioplasty  the  echoes  were  usually  of 
higher  amplitude  than  in  the  intact  skull; 
lowest  amplitude  echoes  were  obtained 
with  thick  skulls  such  as  in  patients  with 
Paget’s  disease. 

The  size  of  the  lateral  ventricles  could 
be  measured  in  a few  cases  only.  If  the 
transducer  was  placed  more  frontally  and 
its  beam  directed  more  vertically,  echoes 
were  seen  from  the  outer  surface  of  the 
lateral  ventricle  on  the  same  side.  Rarely, 
both  lateral  ventricles  produced  echoes  in 
the  same  picture  (Fig.  4). 

Of  the  143  echograms  without  radiologic 
correlation,  136  (95.1  per  cent)  indicated 
no  shift  or  a shift  of  less  than  2 mm.; 
only  7 (4.9  per  cent)  had  a shift  of  more 
than  2 mm.  (Table  IV). 

Comment 

Our  findings  would  confirm  those  of 
Ambrose15  that  echoencephalography  is 
most  useful  both  as  an  aid  to  diagnosis 
and  in  the  selection  of  appropriate  radiologic 
investigations,  in  the  following  conditions: 


1.  Subdural  hematomas,  except  if  they 
are  bilateral  and  of  equal  size,  and  epidural 
hematomas,  to  establish  a diagnosis  rapidly. 

2.  Brain  tumor,  except  frontal  and 
posterior  fossa  tumors  which  may  cause 
no  appreciable  shift  of  the  third  ventricle, 
brain-stem  tumors,  or  relatively  small 
metastases. 

3.  Hydrocephalus,  in  which  the  ultra- 
sonic study  is  the  only  simple  and  painless 
method  of  measuring  the  ventricular  size 
in  a waking  subject. 

4.  Meningitis  with  possible  brain  ab- 
scess, except  in  the  beginning  stage  of  so- 
called  cerebritis. 

5.  Cerebrovascular  accident,  to  help 
differentiate  intracerebral  hemorrhage  and 
hematoma,  by  reason  of  their  greater  shift 
of  intracranial  structures,  from  thrombotic 
and  embolic  infarcts.  The  echogram  may 
obviate  the  need  for  angiography  in  poor 
risk  patients. 

6.  Hypertensive  encephalopathy,  be- 
cause both  hemispheres  are  usually  swol- 
len to  an  equal  extent  in  this  disorder,  and 
there  is  usually  no  shift  of  the  midline 
structures. 

7.  Cerebral  atrophy,  since  certain  au- 
thors have  described  small  amplitude  echoes 
from  the  brain-meningeal  interface  ad- 
jacent to  the  inner  table  of  the  skull. 
However,  in  our  cases  this  finding  was 
unimpressive. 

Lapayowker  and  Christen16  examined 
the  echograms  of  723  patients,  358  of 
whom  had  had  radiographic  control  studies. 
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FIGURE  2.  (A)  Echogram  of  fifty-one-year-old 
woman  with  right  temporoparietal  glioblastoma. 
Midline  shift  of  8.5  mm.  to  left.  (B)  Right  carotid 
arteriogram.  Internal  cerebral  vein  displaced  12.5 
to  13  mm.  to  left,  anterior  cerebral  artery  displaced 
12  cm.  to  left  (courtesy  E.  Leslie,  M.D.).  (C)  Au- 
topsy specimen.  Right  temporoparietal  glioblas- 
toma multiforme;  septum  pellucidum  shifted  12.5 
mm.  to  left  (courtesy  K.  Balthasar,  M.D.). 

They  reported  an  accuracy  of  98  per  cent 
when  the  midline  structures  were  undis- 


FIGURE  3.  (A)  Echogram  of  fifty-two-year-old 
woman  with  carcinomatous  metastasis  to  left 
hemisphere.  Midline  shift  of  7.5  mm.  to  right. 
(B)  Skull  film.  Calcified  pineal  gland  shifted  10 
mm.  to  right  (courtesy  E.  Leslie,  M.D.). 


placed  and  87  per  cent  accuracy  when 
they  were  displaced.  Their  over-all  ac- 
curacy was  96.6  per  cent.  We  also  found 
that  displacement  of  midline  structures 
was  less  easy  to  detect  by  ultrasonic 
methods  than  nondisplacement. 

Our  study  revealed  a lower  over-all 
accuracy  than  had  been  reported  by  most 
authors,  but  this  is  in  part  because  of  our 
inclusion  of  a group  of  only  questionably 
correct  echograms.17-24  The  percentage 
of  error  remains  low  (8.7  per  cent).  White, 
Chesebrough,  and  Blanchard  (1965) 13  re- 
jected 20  per  cent  of  the  echograms  re- 
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TABLE  III.  Position  of  midline  structures* 


Results 

Number 

of 

Patients 

Echoencephalographic  and  radio- 
graphic  findings  in  agreement 

43 

Echoencephalographic  determina- 
tion correct,  radiographic  meas- 
urement incorrect 

3 

Echoencephalographic  determina- 
tion incorrect,  radiographic  meas- 
urement correct 

1 

Echoencephalographic  and  radio- 
graphic  findings  questionable 

1 

Total 

48 

* Comparison  of  radiographic  findings,  using  calcified 
pineal  gland  as  a marker,  and  echoencephalograms. 


corded  on  conventional  film  when  develop- 
ment must  await  exposure  of  the  entire 
roll.  This  percentage  can  be  reduced  by 
the  use  of  polaroid  film  permitting  im- 
mediate development.  In  our  studies  the 
percentage  was  reduced  to  2.3  per  cent  and 
in  a study  by  Grossman26  to  0.7  per  cent. 

While  echoencephalographic  studies  may 
thus  help  in  the  selection  of  further  radio- 
logic  investigations  such  as  pneumoen- 
cephalography and/or  angiography,  it  is 
by  no  means  a substitute  for  them. 

Oldendorf14  emphasized  that  radiographic 
displacement  of  the  pineal  gland  is  a not 
wholly  reliable  index  of  displacement  of 
midline  structures.  According  to  Bar- 
rows,  Dyck,  and  Kurze,26  echoencephalog- 
raphy  has  equal  value  to  plain  radiography, 
utilizing  the  calcified  pineal  gland,  as  an 
indicator  of  midline  structures.  La- 
payowker  and  Christen,16  however,  de- 
scribed 4 patients  with  apparent  pineal 
shift  who  had  normal  echograms  and  in 
whom  the  latter  test  was  found  to  be  the 
valid  one.  They  suggested  that  such 
radiologic  error  may  result  from  calcifica- 
tion of  a lateral  portion  of  a relatively 
large  pineal  gland  or  of  adjacent  structures 
in  the  habenular  region.  Our  study  also 
suggests  that  in  defining  midline  structures, 
echoencephalography  is  more  accurate  than 
pineal  position.  According  to  Gross- 
man,28  only  55  per  cent  of  adults  have  a 
radiologically  detectable  pineal  body.  This 
figure  compares  with  32  per  cent  in  our 
series  which,  however,  included  children 
and  adolescents.  The  ultrasonic,  like  the 
radiographic  study,  has  limitations  as. 


FIGURE  4.  (A)  Echogram  of  sixteen-month-old 
child  with  hydrocephalus.  No  shift  of  midline 
structures.  Third  ventricle  8 mm.  in  diameter,  each 
lateral  ventricle  3.4  cm.  (B)  Pneumoencephalo- 
gram. Dilated  third  and  lateral  ventricles  (courtesy 
E.  Leslie,  M.D.). 


TABLE  IV.  Cases  with  no  radiologic  confirmation 


Number 

of 

Per 

Results 

Cases 

Cent 

Midline  structures  not  shifted 
Midline  structures  shifted  be- 

112 

78.3 

tween  1 to  2 mm. 
Midline  structures  shifted 

24 

16.8 

more  than  2 mm.* 

7 

4.9 

Total 

143 

100 

* Three  cases,  2.5  mm.;  2 cases,  3 

mm.;  2 cases, 

, 3.5  mm. 

for  example,  in  bilateral 

subdural 

hema- 

tomas,  bilateral  metastases,  and  tumors  of 
the  anterior  or  posterior  fossae,  in  all  of 
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which  instances  there  may  be  no  shift  of 
the  midline  structures. 

Barrows,  Dyck,  and  Kurze26  have  stressed 
that  echoencephalography  cannot  be  used 
effectively  without  a knowledge  of  its 
technical  limitations  and  of  the  relevant 
anatomy.  We  would  also  emphasize  that 
the  echoencephalogram  must  always  be 
assessed  in  the  light  of  the  clinical  neuro- 
logic findings. 

Summary 

Echoencephalographic  studies  were  con- 
ducted in  300  neurologic  patients.  Cere- 
brovascular disease  was  the  commonest 
diagnostic  entity,  followed  by  brain  tumors, 
traumatic  lesions,  hydrocephalus,  and 
meningitis.  One  hundred  fifty  patients 
(50  per  cent)  had  follow-up  correlative 
radiologic  studies.  In  127  (84.7  per  cent) 
the  position  of  the  midline  structures  was 
correctly  predicted  by  echoencephalog- 
raphy, in  13  (8.7  per  cent)  incorrectly,  and 
in  10  (6.6  per  cent)  equivocally. 

Autopsy  was  done  in  17  cases;  the  midline 
structures  were  localized  by  echoenceph- 
alography correctly  in  14  (82.3  per  cent), 
incorrectly  in  1 (5.9  per  cent),  and  equivo- 
cally in  2 (11.8  per  cent). 

An  assessment  was  attempted  of  the 
relative  values  of  echoencephalography 
and  plain  radiography  in  determining  the 
position  of  the  midline  structures.  The 
echogram  was  found  to  be  at  least  as  good 
as,  and  possibly  better  than,  plain  skull 
films  in  this  regard. 

References 

1.  Dussik,  K.  T.:  Ueber  die  Moeglichkeit  hochfrequente 
mechanische  Schwingungen  als  diagnostisches  Hilfsmittel  zu 
verwerten,  Z.  ges.  Neurol.  Psychiat.  174:  153  (1942). 

2.  Gordon,  D.:  Echoencephalography,  correspondence, 
Brit.  M.  J.  2:  502  (1963). 


3.  Idem:  Proceedings  of  the  fourth  Symposium  Neuro- 
radiologicum,  Acta  radiol.  46:  4 (1956). 

4.  Ballantine,  H.  T.,  Hueter,  T.  F.,  and  Bolt,  R.  H.: 
On  the  use  of  ultrasound  for  tumor  detection,  J.  Acoust.  Soc. 
Amer.  26  : 581  (1954). 

5.  Leksell,  L.:  Echo-encephalography.  I.  Detection 

of  intracranial  complications  following  head  injury,  Acta  chir. 
scandinav.  110:  301  (1956). 

6.  Idem:  Echoencephalography.  II.  Midline  echo 

from  the  pineal  body  as  an  index  of  pineal  displacement,  ibid. 
115:  255  (1958). 

7.  DeVlieger,  M.,  and  Ridder,  H.  J.:  Use  of  echo- 

encephalography, Neurology  9:  216  (1959). 

8.  DeVlieger,  M.,  ter  Braak,  J.  W.  G.,  and  Grandia, 
W.  A.  M.:  Echoencephalography  as  an  aid  in  the  diagnosis  of 
subdural  and  extradural  haematomas,  in  Recent  Neurologi- 
cal Research,  Amsterdam,  B.  Biemond,  1959,  p.  37. 

9.  Jefferson,  A.:  Some  experiences  with  echoencephalog- 
raphy, J.  Neurol.  Neurosurg.  & Psychiat.  22:  83  (1959). 

10.  Lithander,  B.:  Origin  of  echoes  in  the  echoencepha- 
logram, ibid.  24:  22  (1961). 

11.  Taylor,  J.  C.,  Newell,  J.  A.,  and  Karvounis,  P.: 
Ultrasonics  in  the  diagnosis  of  intracranial  space-occupying 
lesions.  Lancet  1:  1197  (1961). 

12.  Jefferson,  A.:  Clinical  experiences  with  echo-en- 

cephalography, Acta  neurochir.  10:  392  (1962). 

13.  White,  D.  N.,  Chesebrough,  J.  N.,  and  Blanchard, 

J.  B.:  Studies  in  the  ultrasonic  echoencephalography.  I. 

A-scan  determination  of  the  M-echo  position  in  a group  of  pa- 
tients, Neurology  15:  81  (Jan.)  1965. 

14.  Oldendorf,  W.  H.:  Ultrasound  in  neurologic  diagno- 
sis, Institute  of  Electrical  and  Electronics  Engineers  Trans- 
actions on  Bio-medical  Engineering,  vol.  10,  1964. 

15.  Ambrose,  J.:  Pulsed  ultrasound:  illustrations  of 

clinical  applications,  Brit.  J.  Radiol.  37:  165  (1964). 

16.  Lapayowker,  M.  S.,  and  Christen,  G.  E.:  Echo- 

encephalography in  general  hospital  practice.  Am.  J.  Roent- 
genol. 93:  803  (Apr.)  1965. 

17.  Jeppsson,  S.:  Echoencephalography.  IV.  The  mid- 
line echo;  an  evaluation  of  its  usefulness  for  diagnosing  intra- 
cranial expansivities  and  an  investigation  into  its  sources, 
Acta  chir.  scandinav.  supp.  272:  1 (1961). 

18.  Lithander,  B.  A.:  A control  method  for  echo-en- 
cephalography,  Acta  psychiat.  et  neurol.  35  : 235  (1960). 

19.  Idem:  The  clinical  use  of  echo-encephalography, 

ibid.  35:  241  (1960). 

20.  Ford,  R.,  and  Ambrose,  J.:  Echoencephalography. 

The  measurement  of  the  position  of  mid-line  structures  in  the 
skull  with  high  frequency  pulsed  ultrasound.  Brain  86:  189 
(1963). 

21.  Gordon,  D.:  Echo-encephalography:  ultrasonic  rays 
in  diagnostic  radiology,  Brit.  M.J.  1:  1500  (1959). 

22.  Dreese,  M.  J.,  and  Netsky,  M.  G.:  Studies  of  lateral 
reflections  in  the  echo-encephalogram,  Neurology  14:  521 
(1964). 

23.  Planiol,  T.,  Mikol,  F.,  Charpentier,  J.,  and  Buisson, 
J.:  L’echoencephalographie,  premiers  resultats  apres  six  mois 
d’investigations  en  neurochirurgie.  Rev.  neurol.  110:  489 
(1964). 

24.  Adapon,  B.  D.,  Case,  N.  E.,  Kricheff,  I.  I.,  and 
Battista,  A.  F.:  Cerebral  ultrasonic  tomography,  Radiology 
84:  115  (Jan.)  1965. 

25.  Grossman,  C.  C.:  Clinical  diagnostic  application  of 
ultrasound  in  brain  disorders  (sono-encephalography),  Dis. 
Nerv.  System  25  : 403  (1964). 

26.  Barrows,  H.  S.,  Dyck,  P.,  and  Kurze,  T.:  Ultrasonic 
encephalography  (UEG),  the  use  of  diagnostic  ultrasound  to 
detect  brain  midline  displacements,  scientific  exhibit  at  the 
American  Academy  of  Neurology,  Denver,  Colorado,  April, 
1964. 


April  15,  1967  / New  York  State  Journal  of  Medicine  1041 


Scintillation  Scanning 
Using  Double-Loading 
“Filter"  Film  Technic 

GERALD  A.  L.  IRWIN,  M.D.,  C.M. 
Massapequa  Park,  New  York 

From  the  Department  of  Radiology  and  Nuclear  Medicine, 
Brunswick  Hospital  Center,  Amityville,  New  York 


Many  methods  of  enhancing  and  dis- 
playing the  information  obtained  dur- 
ing scanning  procedures  have  been  devel- 
oped and  are  in  everyday  use.  Present 
commercial  scanners  are  equipped  with 
photo  and  tapper  dot  displays.  Additional 


A 


enhancement  of  the  information  obtained 
from  these  two  basic  methods  is  usually 
both  complicated  and  expensive.  For  ex- 
ample, the  tap  scan  may  be  produced  in 
color  to  show  varying  intensities  of  activity 
or  may  be  produced  by  linear  modulation 
instead  of  single  taps.*  The  sharp  dots 
or  squares  of  the  photo  scan  can  be  blurred 
by  a diffusing  lens  to  give  a more  photo- 
graphic effect.  In  addition  to  altering  the 
production  of  the  scan  in  different  ways, 
the  finished  product  can  then  be  further 
enhanced  by  a variety  of  methods.  These 
vary  from  closed-circuit  television  viewing 
with  alteration  of  contrast,  to  complicated 
storage  and  retrieval  computer  systems,  to 
the  simple  idea  of  viewing  the  scan  through 
a demagnifying  lens. 

Most  of  these  methods  of  enhancement 
are  complicated  and  expensive  and  have 
little  practical  application  in  the  radio- 
isotope department  of  a small  community 
hospital.  We  are  using  a method  of  scan- 
ning which  is  simple,  economical,  and 
requires  no  addition  to  our  equipment. 
Along  with  the  usual  color  tap  scan,  we 
produce  two  photo  scans  which  furnish 
additional  data  for  evaluation  and  have 
increased  our  accuracy  of  interpretation. 

The  method  is  simple  and  can  be  used 
with  the  usual  commercial  scanners  now  in 

* Bogardus,  C.  R.,  Jr.,  and  Gydesen,  F.  R.:  Modulated 
line  scanning:  a new  method,  Radiology  83:  917  (1964). 


B 


FIGURE  1.  Case  1.  (A)  Rose  bengal  liver  scan  showing  replacement  of  left  lobe  of  liver  by  metastatic 
carcinoma.  Multiple  nodules  also  present  in  right  lobe.  (B)  Filter  scan  showing  more  clearly  two  large 
masses  within  right  lobe  of  liver.  True  size  better  appreciated  on  this  scan. 
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general  use.  It  consists  merely  of  double- 
loading the  film  casset  for  the  photo  scan, 
that  is,  putting  in  two  films  instead  of  one. 
We  use  a regular  technic  for  producing  the 
scan.  The  same  factors  are  used  as  with  a 
single  film.  Most  important,  the  density 
control  and  cathode  tube  voltage  are  not 
changed.  The  result  is  two  photo  scans, 
one  produced  in  the  usual  manner  and 
appearing  no  different  from  when  only  one 
film  is  used.  The  second  one  is  produced 
by  the  decreased  light  exposure  which 
must  be  transmitted  through  the  first  film 
and  has  considerable  loss  in  density.  It 
will  show  only  the  darkest  and  most  in- 
tensely active  areas  of  the  scan.  Most  of 
the  grays  will  not  be  registered. 

We  thus  produce  two  photo  scans,  a 
normal  one  and  one  with  approximately 
60  per  cent  additional  background  erased. 
The  very  dark  areas  will  have  been  softened 


by  double-loading  the  film  casset  in  scan- 
ning, two  photo  scans  are  produced  along 
with  the  color  scan.  The  method  is  simple, 
economical,  and  requires  no  addition  to  stand- 
ard equipment.  One  scan  appears  no  differ- 
ent from  one  for  which  only  one  film  is  used. 
The  second  one,  transmitted  through  the 
first,  by  losing  in  density  shows  only  the  dark- 
est and  most  intensively  active  areas  of  the 
scan  with  variations  of  contrast.  The  extra 
scan  can  also  save  a film  that  has  been  over- 
exposed. 


and  filtered  showing  variations  of  contrast 
in  what  would  be  a totally  dense  area  on 
the  normal  scan.  This  double-loading 
method,  along  with  the  color  scan,  has  been 
of  considerable  help  in  interpreting  and 
evaluating  difficult  problems.  In  addition, 


FIGURE  2.  Case  2.  (A)  Renal  scan  shows  small  left  kidney  but  with  good  tubular  function  for  its  size. 
Scan  too  dark  and  grey  tones  lost.  (B)  Filter  scan  shows  variations  in  density  more  clearly  along  with  loss 
of  background  counts  from  liver. 


FIGURE  3.  Case  3.  (A)  Normal  rose  bengal  liver  scan  showing  no  metastases.  Gallbladder  partially 
filled.  (B)  Filter  scan  confirms  normal  impression.  Note  how  gallbladder  outline  erased. 
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FIGURE  4.  Case  4.  (A)  Renal  scan  shows  hypertrophied,  unilateral  left  kidney.  Scan  too  dark.  (B) 
Filter  scan  of  (A)  showing  more  details  of  left  kidney  along  with  loss  of  liver  shadow. 


FIGURE  5.  Case  5.  (A)  Techenetium  brain  scan  normal  but  a bit  too  dark.  (B)  Filter  scan  of  (A)  erases 
more  background  and  helps  reinforce  original  normal  impression. 


the  extra  scan  can  act  as  a safety  factor 
and  may  save  a film  which  has  been  acci- 
dently overexposed  and  which  ordinarily 
would  be  worthless.  If  the  photocathode 
voltage  has  inadvertently  been  set  too 
high  or  if  increased  concentration  of  the 
isotope  has  occurred  since  the  scan  was 
started,  certain  areas  will  be  totally  black 
and  much  information  will  be  lost.  How- 
ever, the  second  “filtered”  scan  may  still 
permit  interpretation  of  what  might  have 
otherwise  been  an  unsatisfactory  study. 


Case  reports 

Case  1.  This  patient  was  a fifty- two-year- 
old  male  with  adenocarcinoma  of  the  rectum.  A 
small  metastatic  nodule  had  been  found  at  sur- 
gery one  year  previously  in  the  left  lobe  of  the 
liver.  He  was  seen  with  mild  jaundice  and  a 
hard  palpable  liver.  Rose  bengal  scan  showed 
almost  total  replacement  of  the  left  lobe  of  the 
liver  with  tumor  as  well  as  multiple  metastases 
scattered  throughout  the  remaining  liver  (Fig. 
1 A) . While  these  findings  are  seen  on  the  scan, 
note  how  the  “filtered”  scan  more  accurately 
shows  the  true  size  of  the  metastases  (Fig.  IB). 
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Case  2.  A small  left  kidney  was  noted  on 
the  intravenous  pyelogram  of  this  thirty-year- 
old  female.  She  had  a history  of  pyelitis,  and 
the  function  of  the  kidney  was  in  doubt.  A 
renal  scan  showed  a small  kidney  with  good 
function  for  its  size  (Fig.  2A).  Note  how  the 
more  subtle  tones  of  gray  are  seen  on  the  “filter” 
scan  as  well  as  erasure  of  the  liver  background 
(Fig.  2B). 

Case  3.  This  forty-three-year-old  male  had 
known  carcinoma  of  the  colon.  A preoperative 
fiver  scan  showed  a small  fiver  with  no  obvious 
metastases  (Fig.  3A).  The  “filter”  scan  helped 
to  rule  out  any  areas  of  decreased  pickup  hidden 
by  the  first  scan.  Notice  how  the  small  amount 
of  isotope  in  the  gallbladder  is  erased  on  the 
second  scan  (Fig.  3B). 

Case  4.  An  eighteen-year-old  male  received 
a back  injury  during  a football  game  and  de- 
veloped microscopic  blood  in  the  urine.  Rou- 
tine intravenous  pyelogram  showed  nonvisual- 
ization of  the  right  kidney.  Agenesis  of  the 
kidney  was  suspected  and  confirmed  by  the 
renal  scan.  Note  how  the  scan  is  too  dark  and 
shades  of  gray  are  missing  but  are  well  seen  on 


Seat  belts— help  or  danger? 


In  a recent  issue  of  The  American  Journal 
of  Surgery,  J.  Sube,  M.D.,  H.  Ziperman,  M.C., 
and  W.  Mclver,  M.C.,  state  that  seat  belts, 
although  saving  car  occupants  from  death  in 
some  cases,  also  cause  varied  and  complicated 
injuries  in  others.  Most  of  these  fall  in  the 
abdominal  category.  Other  injuries  mentioned 
in  the  report  are  contusion  of  the  ileum  with 
adhesion  formation  and  partial  small-bowel 


the  “filter”  scan  (Fig.  4).  Liver  background  is 
no  longer  seen  on  the  second  scan. 

Case  5.  A thirty-year-old  female  developed 
severe  recurrent  headaches.  Spinal  fluid  pro- 
tein was  mildly  elevated,  and  a brain  scan  was 
performed.  The  technetium  scan  was  felt  to  be 
normal.  The  photo  scan  was  somewhat  on  the 
dark  side  and  the  “filter”  scan  nicely  comple- 
mented it,  reinforcing  the  impression  of  normal 
(Fig.  5). 


Conclusion 

A simple  method  of  contrast  enhance- 
ment yielding  additional  information  and 
sometimes  “saving”  a technically  unsatis- 
factory photoscan  is  described. 

This  method  is  simple,  inexpensive,  and 
adaptable  to  any  of  the  scanners  in  common 
use. 

Case  reports  and  examples  are  shown. 

4770  Sunrise  Highway 


obstruction,  ruptured  pancreas  and  duodenum, 
renal  and  bladder  contusions,  ruptured  spleen, 
ruptured  uterus,  jejunal  perforation,  ileal  rup- 
ture, mesenteric  rent,  lacerated  spleen,  and 
double  transection  of  proximal  jejunum.  These 
are  illustrative  of  the  injuries  that  often  occur 
in  the  deceleration  type  of  accident  when  the 
lap  type  safety  belt  is  worn. 

The  crux  of  the  matter  seems  to  be  the  im- 
proper use  of  the  seat  belt,  which  permits  it  to 
be  placed  across  the  abdomen  to  a point  as  high 
as  the  hypochondrium.  As  a result,  injuries  to 
the  spine  and  ribs  sometimes  occur. 
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The  Albert  F.  R.  Andresen 
Memorial  Lecture 


Colostomies 
and  Ileostomies 

New  Concepts  in  Management* 

A.  W.  MARTIN  MARINO,  M.D.,  F.A.C.S. 

Brooklyn,  New  York 
A.  W.  MARTIN  MARINO,  JR.,  M.D.,  F.A.C.S. 

Brooklyn,  New  York 


| approach  this  pleasant  duty  which  has 
been  assigned  to  me  with  genuine  pleasure 
and  a high  sense  of  privilege  for,  to  me, 
Albert  Frederick  Ruger  Andresen,  M.D., 
was  a source  of  inspiration  as  well  as  a very 
good  friend  (Fig.  1).  I am  profoundly 
and  humbly  grateful  to  the  officers  of  this 
section  for  selecting  me  to  deliver  in  his 
memory  this  the  fourth  Albert  F.  R. 
Andresen  Memorial  Lecture.  A distin- 
guished internist  and  an  internationally 
known  gastroenterologist,  he  found  time 
also  for  medical  administrative  affairs  on 
local,  State,  and  national  levels. 

In  1941,  Dr.  Andresen,  then  chairman 
of  the  Scientific  Program  Committee  of  the 
Medical  Society  of  the  State  of  New  York 
asked  me  to  help  him  with  arrangements 
for  the  forthcoming  meeting.  In  the 
course  of  pointing  out  to  me  the  many 
and  varied  tasks  which  had  to  be  done  and 
the  methods  of  procedure  in  the  proper 
conduct  and  management  of  a scientific- 
program  such  as  is  being  conducted  so 
ably  by  the  present  incumbent,  Bernard 
Pisani,  M.D.,  and  his  committee  at  this 

* Fourth  Albert  F.  R.  Andresen  Memorial  Lecture. 

Presented  at  the  160th  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  Section 
on  Gastroenterology  and  Proctology,  February  15,  1966. 


Joseph  Merante 


FIGURE  1.  Albert  F.  R.  Andresen,  M.D. 


convention,  I surmised  soon  why  he  was 
explaining  to  me  in  such  detail  everything 
that  makes  a convention  such  as  this  run 
smoothly.  He  was  subtly  training  me  for 
the  job.  I must  have  passed  muster,  for 
at  the  conclusion  of  that  convention  he 
asked  me  to  take  over  the  chairmanship 
for  the  1942  session.  I accepted  with  the 
hope  that  I could  approach  his  excellence 
in  handling  the  challenging  task. 

Many  of  you  know  that  this  lectureship 
was  instituted  in  1963  through  the  gen- 
erosity of  an  anonymous  donor  who  estab- 
lished it  through  the  Empire  State  Re- 
search and  Educational  Foundation.  Alfred 
P.  Ingegno,  M.D.,  of  Brooklyn,  a coworker 
of  Dr.  Andresen,  was  asked  to  deliver  the 
first  lecture.1  His  scientific  presentation 
included  Abraham  Langsan,  M.D.,  and 
Sidney  Fierst,  M.D.,  as  coauthors  on  the 
subject  of  “Clinical  Management  of  Intra- 
and  Extrahepatic  Obstructive  Jaundice; 
Problems  and  Approaches.”1  I had  the 
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good  fortune  of  being  present  to  hear  Dr. 
Ingegno’s  concise  and  quite  revealing 
biography  of  this  remarkable  doctor  of 
medicine  whom  we  honor  with  these  lec- 
tureships. The  reading  of  the  biography 
was  followed  by  the  scientific  portion  of  the 
presentation. 

Much  has  been  written  about  this  out- 
standing medical  educator  and  clinician. 
For  the  benefit  of  those  who  are  not  ac- 
quainted with  the  accomplishments  of  this 
unusual  man  whom  we  are  honoring  I 
recommend  the  reading  of  Ingegno’s  “In 
Memoriam,  A.  F.  R.  Andresen”2  as  well 
as  the  first  Andresen  lecture!  Certainly, 
my  recent  review  of  them  has  renewed  my 
admiration  for  Dr.  Andresen’s  accomplish- 
ments. I wish  to  call  your  attention  to 
just  a few  of  these  accomplishments  and 
achievements. 

Even  as  a medical  student  he  began  to 
distinguish  himself.  In  1907  when  he 
received  his  degree  of  doctor  of  medicine 
from  the  Long  Island  College  Hospital 
Medical  School,  now  the  State  University 
of  New  York  Downstate  Medical  Center 
College  of  Medicine,  he  was  awarded  the 
Chauncy  Mitchell  Prize  as  the  best  all- 
around  student  in  all  departments  for 
the  four  years.  In  1910,  a year  after 
completing  a two-year  internship  at  The 
Brooklyn  Hospital,  an  article  entitled 
“Gastric  Ulcer  and  Its  Treatment”3  ap- 
peared. This  was  followed  by  a couple 
of  hundred  other  contributions,  and  finally 
his  literary  efforts  were  crowned  by  the 
publication  in  1958  of  his  book  entitled 
Office  Gastroenterology. 4 

The  hospitals  in  which  he  held  active 
attending  positions  were  The  Brooklyn 
Hospital,  The  Methodist  Hospital  of  Brook- 
lyn, and  The  Long  Island  College  Hospital. 
He  held  consultant  positions  in  several 
other  institutions. 

His  teaching  career  at  his  alma  mater 
began  in  1910,  three  years  after  graduation, 
as  instructor  in  anatomy,  and  eventually 
he  rose  to  the  rank  of  clinical  professor  of 
medicine  emeritus  in  1951.  He  was  active 
also  in  scheduled  postgraduate  teaching 
courses.  The  undergraduate  and  post- 
graduate teaching  of  gastroenterology  was 
of  vast  importance  to  him. 

Dr.  Andresen’s  colleagues  recognized 
his  worth  and  rewarded  him  with  many 
honors  and  awards  for  his  contributions  to 


medicine  in  general  and  to  gastroenterology 
in  particular.  In  the  course  of  his  busy 
career  he  was  secretary  and  then  chair- 
man of  the  Section  on  Gastroenterology 
and  Proctology  of  the  American  Medical 
Association,  and  later  helped  organize 
this  section,  the  Section  on  Gastroenterology 
and  Proctology  of  the  Medical  Society 
of  the  State  of  New  York,  and  became  the 
first  chairman.  He  also  helped  organize 
the  New  York  Gastroenterological  As- 
sociation and  was  elected  its  secretary  and 
later  president.  He  was  secretary,  vice- 
president,  president,  and  finally  a member 
of  the  governing  board  of  the  American 
Gastroenterological  Association.  He  was 
a fellow  of  the  American  College  of  Phy- 
sicians and  a diplomate  of  the  American 
Board  of  Internal  Medicine  and  president 
of  the  subspecialty  board  of  gastroenter- 
ology. The  American  Proctologic  Society 
recognized  his  worth  and  made  him  an 
honorary  associate  for  his  contributions  to 
the  medical  aspects  of  proctology. 

In  1952,  for  distinguished  service  to 
American  medicine  he  was  awarded  the 
alumni  medallion  of  the  faculty  of  the 
State  University  of  New  York  Downstate 
Medical  Center  College  of  Medicine.  This 
was  followed  two  years  later,  in  1954, 
by  another  honor:  the  Julius  Friedenwald 
Medal  of  the  American  Gastroenterological 
Association  for  his  great  and  important 
part  in  the  advancement  of  gastroentero- 
logic  diagnosis  and  treatment. 

On  page  413  of  his  book,  Andresen4 
wrote  as  follows: 

Although  the  care  of  disease  of  the  rectum 
and  anus  has  become  a specialty  generally 
recognized  as  a subspecialty  of  surgery  it  is 
important  for  every  clinician  to  know  enough 
about  this  region  to  be  able  to  recognize  its 
diseases  and  to  recommend  proper  treatment. 
There  has  been  too  much  carelessness,  too 
much  actually  harmful  treatment  in  this 
field.  It  is  usually  dangerous,  when  a patient 
complains  of  rectal  bleeding,  to  prescribe 
some  hemorrhoidal  suppository,  an  enema,  or 
a sitz  bath  and  to  give  a sedative.  Many  pa- 
tients with  cancer,  treated  in  this  way,  are 
found  later  with  an  advanced  incurable  lesion. 
Certain  facts  about  the  rectum  must  be 
emphasized. 

And  he  goes  on  to  emphasize  those  facts. 
Were  Dr.  Andresen’s  warning  heeded  and 
cancer  looked  for  and  discovered  early, 
the  disease  could  be  eradicated  with  or 
without  an  abdominal  stoma  depending  on 
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the  location  of  the  cancer  in  the  bowel, 
and  the  patient  could  live  his  or  her  normal 
span  of  life. 

This  brings  us  to  the  management  of 
colostomies  and  ileostomies  which  in  the 
majority  of  cases  are  performed  for  cancer 
in  the  case  of  colostomy  and  in  the  case 
of  ileostomy  for  premalignant  and  in- 
flammatory lesions  and  conditions  which 
can  become  cancer. 

A.  W.  Martin  Marino,  M.D.,  F.A.C.S. 


Progress  in  management 
of  bowel  stomata 

During  the  span  of  Dr.  Andresen’s  life, 
medical  and  surgical  knowledge  and  skill  in 
the  indications,  the  formation,  and  the 
maintenance  of  abdominal  bowel  stomata 
progressed  to  such  a degree  that  no  longer 
was  a colostomy  or  an  ileostomy  a crippling 
deformity. 

The  concept  of  creating  an  abdominal 
intestinal  opening  to  short-circuit  the  distal 
bowel  must  be  attributed  to  Littre,  and 
his  suggestion  was  first  recorded  in  the 
history  of  the  French  Royal  Academy  of 
Sciences  in  1710,  over  two  hundred  fifty 
years  ago.  Sixty-six  years  elapsed  before 
the  first  cecostomy  was  carried  out,  but, 
amazingly  enough,  the  description  of  this 
venerable  procedure  indicates  that  the 
bowel  wall  was  sutured  to  the  edges  of  the 
abdominal  wound,  thus  plunging  into 
antiquity  the  supposedly  recently  devised 
modification  of  immediate  stomal  matura- 
tion by  sewing  the  everted  mucosa  to  the 
skin. 

Similarly  the  technic  of  using  a glass  rod 
to  support  a colostomy  loop  which  was 
repopularized  by  Wangensteen  during  World 
War  II  as  a simple,  safe,  and  effective 
method  of  standardizing  colostomy  forma- 
tion dates  back  to  1892.  The  concept  of 
creating  a colostomy  with  a spur  and  ap- 
proximation of  sufficient  length  of  adjacent 
colon  so  that  crushing  of  the  spur  re- 
establishes continuity  dates  back  to  1813. 

I would  like  to  read  from  a case  report 
concerning  the  surgical  treatment  of  an 
adult  with  obstruction  of  the  large  intestine. 

I chose  the  cecum  as  that  part  of  the  bowel 
most  suited  to  our  need,  as  much  by  its  situa- 
tion as  because  it  would  furnish  a reservoir, 
and  by  its  continued  and  involuntary  action 


would  hasten  the  intestinal  contents.  A 
plate  furnished  with  a sponge  in  the  shape  of  a 
button  and  held  by  an  elastic  bandage  took 
the  place  of  a sphincter  which  could  be  re- 
moved at  will  when  he  felt  the  need,  and,  by 
means  of  a clyster,  he  could  from  time  to  time 
cleanse  out  the  reservoir.  My  patient  and  I 
conferred  together  and  thought  of  all  these 
things  before  the  operation.  I then  operated. 

For  a dressing  I applied  burnt  charcoal  and 
towels.  I used  no  pressure  in  order  that  the 
issue  of  fecal  matter  might  not  be  interrupted. 
In  fact  it  ran  out  in  abundance  for  several 
days  and  the  belly  diminished  considerably  in 
size.6 

This  paragraph  embodying  the  concept 
of  periodic  irrigations,  a colostomy  ap- 
pliance, colostomy  dressing,  and  the  de- 
odorizing effect  of  charcoal  must  stand  as  a 
milestone  in  the  development  of  modern 
stoma  technic,  particularly  so  when  it  is 
realized  that  the  patient  described  was 
operated  on  in  the  year  1776,  prior  to 
anesthesia,  bowel  preparation,  and  the 
other  surgical  adjuncts  we  know  today. 

Progress  in  appliances 

Physicians  still  find  it  worth  while  to 
consult  with  their  patients.  Witness  the 
fact  that  in  the  early  part  of  the  twentieth 
century  the  standard  method  of  collecting 
the  discharge  from  an  ileostomy  was  in  a 
rigid  box.  The  patient  was  required  to 
wipe  away  the  excreta  and  then  cleanse 
the  collecting  device.  Nowadays  as  the 
result  of  the  great  technical  strides  made 
it  is  possible  for  the  person  with  an  ileos- 
tomy merely  to  discard  the  collecting  device 
in  a toilet  and  attach  a new  plastic  bag  to 
a face  plate  securely  fastened  about  the 
stoma. 

Impetus  for  the  development  of  these 
appliances  originated  with  the  patients  who 
themselves  were  burdened  with  the  prob- 
lem. The  first  commercialized  appliance 
probably  was  designed  by  a chemist  in 
Chicago  by  the  name  of  Koenig  who  had 
had  an  ileostomy  for  ulcerative  colitis. 
Under  the  guidance  of  his  surgeon,  Alfred 
Strauss,  M.D.,  he  designed  a rubber 
appliance  suitable  for  his  needs.6 

Later,  on  Koenig’s  demise  as  a result  of 
kidney  disease,  the  manufacture  of  the 
appliance  continued  under  the  name  of  his 
partner,  Rutzen.  The  original  rubber  bags 
were,  by  today’s  standards,  bulky,  heavy, 
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FIGURE  2.  End  colostomies.  (A)  Five-day  old  colostomy.  Note  lessening  of  edema  and  way  mucosa  is 
everting.  This  is  aided  by  supporting  clamps.  (B)  Colostomy  of  descending  colon  matured  at  time  of 
surgery,  ten  days  prior  to  picture.  One  suture  joining  mucosa  to  skin  remains.  (C)  Colostomy  matured 
at  time  of  surgery,  three  months  prior  to  picture.  Note  freedom  from  scarring  at  mucocutaneous  junction. 


and  had  certain  unavoidable  defects  when 
subjected  to  contact  with  ileal  contents. 
Thus,  degeneration  of  the  rubber  with  loss 
of  elasticity  and  the  accumulation  and 
permeation  of  odors  made  cleansing  of  the 
appliance  a distasteful  and  time-consuming 
task.  The  rather  recent  development  of 
plastics  has  brought  with  it  a rash  of  newly 
designed  ostomy  appliances  embodying 
the  advantages  of  minimal  expense,  light 
weight,  and  the  principle  of  single  usage 
since,  in  many  appliances,  the  collecting 
device  is  disposable  via  standard  toilet 
facilities. 

In  the  past  two  decades,  appliances  or 
bags  have  been  less  and  less  advocated  for 
colostomies  and  the  development  of  newer 
collection  methods  has  been  primarily 
applied  to  ileostomies.  It  is  now  generally 
accepted  in  the  United  States  that  the  ideal 
method  of  colostomy  management  in- 
volves the  development  of  rhythmicity 
and  regularity  of  bowel  action  through  the 
use  of  periodic  colostomy  irrigations.7'  8 
If  the  colon  can  be  stimulated  to  evacuate 
its  contents  completely  then  a bit  of 
gauze  held  in  place  by  a light  dressing  is 
all  that  is  necessary. 

Refinements  in  ileostomy 
and  colostomy 

Apace  with  the  development  of  im- 
proved appliances  has  been  the  increasing 


refinement  in  the  creation  of  the  ileostomy 
and  colostomy  itself.  An  ill-formed  stoma 
presents  a definite  problem  in  fitting  ap- 
pliances, and  it  behooves  the  surgeon 
to  be  most  meticulous  in  his  technic  and 
to  be  well  aware  of  his  responsibility  to 
create  a satisfactory  aperture. 

Let  us  examine  some  of  the  newer  aspects 
of  the  formation  of  colostomies  and  ile- 
ostomies and  the  newer  appliances  that 
are  currently  available. 

Formation  of  ileostomy  and  colostomy 

By  way  of  orientation,  it  should  be  noted 
that  ileostomies  are  generally  created  as 
close  to  the  ileocecal  valve  as  possible, 
temporary  colostomies  at  the  right  trans- 
verse colon,  and  permanent  colostomies 
most  frequently  at  the  junction  of  the 
sigmoid  and  the  distal  descending  colon 
(Fig.  2A).  It  is  frequently  desirable  to 
“mature”  the  stoma  at  the  time  of  surgery. 
Maturation  is  a term  which  indicates  that 
the  mucosa  of  the  bowel  has  united  with 
the  cut  edge  of  the  skin.  This  may  be 
accomplished  at  the  time  of  surgery  by 
suturing  the  mucosa  to  the  skin  (Fig.  2B), 
or  it  may  occur  spontaneously  in  time 
(Fig.  2A).  The  advantage  of  immediate 
maturation  would  include  the  prevention 
of  serositis  and  edema  and,  in  general, 
would  produce  a stoma  with  less  surround- 
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FIGURE  4.  Migration  of  mucosa  onto  skin.  Ile- 
ostomy has  been  in  place  six  years. 
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FIGURE  3.  Ileostomy.  (A)  Just  prior  to  fitting 
sterile  postoperative  appliance.  (B)  Even  small 
amounts  of  fluid  material  kept  from  contact  with 
patient’s  skin. 


ing  scar  tissue  and  less  tendency  to  stricture 
formation  (Fig.  2C). 

While  immediate  or  surgical  maturation 
is  highly  desirable  in  many  colostomies, 
it  is  absolutely  necessary  in  an  ileostomy 
where  the  serositis,  which  develops  almost 
invariably,  may  lead  to  partial  bowel 
obstruction.  This,  in  turn,  results  in 
excessive  loss  of  fluids  and  electrolytes. 
The  complication  used  to  occur  so  com- 
monly after  ileostomy  that  it  was  always 
listed  as  one  of  the  expected  sequelae  of 
ileostomy.  However,  since  the  advent  of 


immediate  maturation  at  the  time  of 
surgery,  the  problem  no  longer  exists 
(Fig.  3A).  Another  problem  that  used 
to  occur  when  an  ileostomy  was  necessary 
was  excoriation  of  the  surrounding  skin 
due  to  the  irritating  ileal  discharge.  Now 
a sterile,  plastic  appliance  is  usually  pasted 
about  the  stoma  before  the  patient  leaves 
the  operating  table.  The  appliance  usually 
remains  in  place  for  three  to  seven  days 
(Fig.  3B).  Thus  it  is  possible  to  protect 
the  skin  completely  from  the  ileal  contents. 

This  light  postoperative  appliance  is 
usually  used  during  the  first  four  to  six 
weeks  after  surgery,  since  during  this  time 
the  diameter  of  the  stoma  usually  decreases 
over  a period  of  weeks.  It  is  a simple 
matter  to  alter  the  size  of  the  opening  in 
the  usual,  clear  plastic  and  adhesive 
postoperative  appliance.  During  the  first 
few  months  it  is  essential  that  the  ileos- 
tomy be  inspected  for  laceration  of  its 
inferior  border  resulting  in  fistulous  forma- 
tion, as  such  a complication  may  be  a 
serious  matter  indeed,  sometimes  requiring 
revision  of  the  ileostomy  and  at  best  re- 
sulting in  excess  scarring  and  some  degree 


FIGURE  5.  Autopsy  specimen  of  colostomy  clearly  FIGURE  6.  Immediate  and  complete  fecal  diver- 

showing  intraperitoneal  defect  resulting  from  per-  sion  effected  as  illustrated  by  catheters  entering 

foration  during  irrigation.  This  patient  had  been  proximal  and  distal  limbs, 
successfully  irrigating  himself  for  eight  years  prior 
to  accident. 


of  stricturing.  The  patient  must  be  warned 
that  the  appliance  should  not  be  allowed 
to  touch  or  abrade  any  part  of  the  protrud- 
ing bowel.  It  is  most  often  that  the  in- 
ferior or  caudal  surface  is  so  injured. 
There  are  two  reasons  why  this  is  so: 

1.  In  placing  the  appliance,  the  patient 
has  the  greatest  difficulty  in  visualizing  the 
inferior  surface  of  the  stoma. 

2.  The  appliance  tends  to  “ride  up”  with 
body  movement  and  comes  to  rest  against  the 
mucosa. 

Unless  rapidly  recognized  and  promptly 
treated,  a fistula  is  almost  certain  to  result, 
and  this  may  lead  to  infection,  cicatrization, 
and  stenosis  of  the  stoma. 

Other  ileostomy  complications  such  as 
terminal  bowel  necrosis  and  retraction 
can  be  prevented  by  ensuring  adequate 
circulation  of  blood  to  the  stoma.  Para- 
ileostomy  herniation  of  small  bowel  loops 
and  prolapse  of  the  ileostomy  can  be 
avoided  by  a surgical  technic  which  in- 
cludes suture  of  the  peritoneum  to  the 
ileal  serosa  in  a circumferential  fashion 
and  suture  of  the  terminal  small  bowel 
mesentery  to  the  parietal  peritoneum. 
The  latter  maneuver  also  guards  against 
internal  herniation.  Long-established  ile- 
ostomies will  occasionally  exhibit  some 
degree  of  mucosal  migration  onto  the  skin 
(Fig.  4).  This  is  of  little  consequence 
unless  it  interferes  with  adhesion  of  the 
appliance  to  the  skin.  In  that  case,  elec- 
trocauterization of  the  ectopic  mucosa 
usually  is  curative. 

Complications  of  colostomies  also  occur. 


FIGURE  7.  Device  made  of  rigid  plastic. 


Paracolostomy  herniation  is  a fairly  fre- 
quent complication,  and  while  it  is  usually 
annoying  rather  than  dangerous,  it  can  be 
effectively  prevented  by  applying  several 
sutures  from  the  peritoneum  to  the  serosa 
of  the  emerging  bowel.  This  also  prevents 
prolapse  of  the  large  bowel  and,  provided 
the  terminal  circulation  is  adequate,  guards 
against  retraction.  Maturation  of  the 
colostomy  is  an  effective  deterrent  to 
serositis  which  frequently  results  in  in- 
fection between  the  bowel  wall  and  the 
abdominal  wall  and  its  resultant  sequelae 
such  as  stricturing  and  cicatrization. 

A complication  of  colostomy  which  has 
received  increasing  attention  lately  is 
perforation  of  the  bowel  during  irrigation. 
The  authors  are  in  process  of  preparing  a 
communication  on  this  subject.  In  their 
experience,  intraperitoneal  perforation  is  a 
serious  and  sometimes  fatal  complication 
(Fig.  5). 
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TABLE  I.  Management  of  colostomy 


Diet.  1.  To  control  a colostomy  the  diet  must  be  mildy 
constipating  and  leave  a nonirritating  residue.  This  can  be 
accomplished  by  a diet  low  in  fats  and  high  in  carbohydrates 
and  animal  proteins.  Strict  adherence  to  the  diet  accom- 
panying these  instructions  results  in  a formed,  scanty  stool. 

2.  Meals  must  be  eaten  at  regular  hours,  and  no  food  or 
drink  including  water  should  be  taken  between  meals.  Over- 
eating is  to  be  avoided  because  it  causes  disturbance  of 
colostomy  control. 

3.  Foods  should  be  eaten  slowly,  and  beverages  should 
not  be  gulped. 

4.  When  a colostomy  is  present  a moderate  degree  of  con- 
stipation is  desirable  and  is  not  injurious  to  the  general 
health.  A daily  bowel  movement  is  not  essential;  perfect 
health  can  be  enjoyed  even  though  the  bowels  move  only 
every  second  or  third  day. 

5.  When  the  desired  degree  of  constipation  is  reached,  the 
diet  can  be  changed,  slowly  adding  foods  which  by  experience 
you  find  or  have  found  agree  with  you. 

Colostomy  care.  1.  A little  vaseline  spread  on  the  pro 
truding  bowel  will  prevent  irritation. 

2.  The  sound  of  gas  escaping  can  be  muffled  by  inserting 
into  the  opening  of  the  colostomy  a soft  rubber  nursing  bottle 
nipple  stuffed  with  dry  absorbent  cotton  or  toilet  paper. 

3.  Deodorizing  capsules  are  useful  not  only  in  minimizing 
odors,  but  also  to  reduce  the  amount  of  gas. 

4.  Do  not  be  unduly  alarmed  if  bleeding  occurs  between 
the  skin  and  protruding  bowel.  Application  of  tincture  of 
iodine  or  Monsel’s  solution  and  pressure  with  gauze  will  take 
care  of  it. 

5.  A colostomy  can  be  managed  in  one  of  three  ways: 
the  natural  method,  the  irrigation  method,  or  a combination 
of  both.  The  most  desirable  is  to  have  the  bowels  move 
naturally  just  as  they  did  before  your  change  in  bowel  habit 
which  was  caused  by  the  condition  that  made  your  colostomy 
necessary.  The  second  is  the  irrigation  method.  At  times 
the  natural  method  can  be  combined  with  an 
irrigation.  Medications  to  control  diarrhea  or  encourage 
bowel  movements  may  be  necessary  with  either  method.  By 
following  the  suggestions  listed,  bowel  actions  can  often  be 
regulated  so  that  one  or  two  bowel  movements  a day  at 
regular  intervals  take  place.  It  must  be  kept  in  mind  that 
emotional  upsets,  intercurrent  illness,  and  taking  of  certain 
medicines  will  affect  the  bowels. 

Irrigation.  1.  If  these  suggestions  do  not  produce 
rhythmicity  and  regularity  of  one  or  two  daily  bowel  move- 
ments, periodic  irrigations  will  have  to  be  resorted  to.  Be- 
cause of  this  possibility,  soon  after  your  operation  you  will  be 
taught  the  open  and  closed  methods  of  colostomy  irrigation. 
In  our  experience  it  is  best  to  start  with  the  irrigation  method 
and  then  modify  colostomy  care  as  you  become  more  accus- 
tomed to  the  colostomy,  more  experienced  in  its  care,  and 
better  acquainted  with  the  individual  characteristics  of  your 
colostomy.  You  may  learn  that  you  do  not  need  to  continue 
to  irrigate  after  rhythmicity  and  regularity  occur.  It  is 
necessary  to  fill  the  entire  colon  to  obtain  satisfactory  and 
complete  emptying  of  the  bowel.  A definite  time  of  day 
should  be  chosen  for  the  irrigation.  Some  prefer  to  take  the 
irrigation  one  hour  before  retiiing,  others  before  breakfast, 
and  still  others  one  hour  after  breakfast.  The  most  advan- 
tageous intervals  between  irrigations  can  be  determined  only 
by  trial.  Intervals  between  irrigations  of  one,  two,  or  three 
days  are  permissible.  After  rhythmicity  and  regularity  of 
bowel  action  have  been  established,  the  irrigations  may  be 
taken  only  on  special  occasions  or  discontinued. 


2.  The  equipment  needed  is  an  ordinary  2-quart  enema 
can  or  bag  fitted  with  a 56-inch  length  of  rubber  tubing 
attached  with  an  adapter  to  a 26-F.  soft  rubber  catheter.  A 
deep  enamel  basin  about  12  inches  in  diameter  is  used  to 
catch  the  return.  Plain  water  from  the  faucet  is  usually  the 
only  solution  needed.  A control  spring  clip  which  slips  over 
the  rubber  tubing  is  used  to  turn  the  water  on  and  off. 
Leakage  and  escape  of  water  can  be  prevented  by  inserting 
the  catheter  through  a hole  in  a soft  rubber  ball  or  rubber  ear 
syringe  bulb  which  can  be  held  against  the  colostomy  opening 
to  prevent  back  flow. 

3.  The  bag  or  can  is  filled  with  water  at  a temperature  not 
to  exceed  80  F.  and  is  hung  three  feet  above  the  level  of  the 
colostomy.  The  position  most  patients  prefer  is  sitting  at 
the  toilet  as  for  a regular  bowel  movement.  Others  prefer 
standing  or  kneeling  before  the  toilet  bowl,  and  still  others 
prefer  lying  on  the  right  side.  The  catheter  is  lubricated, 
and  after  ascertaining  the  direction  of  the  bowel  aperture 
with  the  gloved  finger,  the  finger  is  removed  and  the  catheter 
is  carefully  passed  without  forcing  for  6 inches  or  its  full 
length  or  as  far  as  it  will  go  without  causing  discomfort. 
The  catheter  will  advance  more  easily  if  water  is  allowed  to 
flow  ahead  of  its  tip.  Remember:  Never  force  the  catheter 
ahead  since  it  is  possible  to  push  it  completely  through  the 
wall  of  the  bowel.  This  is  an  unavoidable  hazard  of  colos- 
tomy irrigations,  but  the  risk  is  lessened  if  you  never  force 
the  catheter  ahead  and  always  advance  it  slowly  and  gently. 
The  water  should  be  allowed  to  flow  in  slowly  (allow  five  to 
eight  minutes  for  the  water  to  run  into  the  colostomy)  so  as 
not  to  cause  discomfort  and  premature  contraction  of  the 
bowel.  The  rate  of  flow  can  be  governed  by  the  height  of  the 
bag  or  can  and  manipulation  of  the  control  spring  clip.  It  is 
desirable  to  have  between  one  and  two  pints  of  water  flow 
into  the  colon  at  a time.  Some  patients  can  take  three  pints 
at  a time.  However,  it  is  not  well  to  overdistend  the  bowel 
but  to  stop  the  flow  of  water  when  the  sense  of  fullness  warns 
you  that  evacuation  is  imminent.  When  the  evacuation  is 
about  ready  to  occur,  the  catheter  is  removed,  and  the  water 
and  colonic  contents  are  expelled  into  the  basin  which  is  held 
against  the  abdomen  beneath  the  colostomy.  The  irrigation 
should  be  repeated  until  the  return  is  clear  water,  after  which 
about  one-half  hour  should  be  allowed  to  elapse  for  complete 
emptying  of  temporarily  retained  water.  During  this  period 
a temporary  dressing  consisting  of  a thick  layer  of  cotton  or 
other  absorbent  material  is  placed  over  the  colostomy  to 
catch  the  fluid  as  it  is  expelled.  A shower  or  tub  bath  may 
be  taken  after  the  irrigation  has  been  completely  expelled. 
The  permanent  dressing  consisting  of  a layer  of  absorbent 
material  covered  by  a sheet  of  waterproofed  paper  and  held 
in  position  with  an  elastic  belt  or  adhesive  or  cellophane  tape 
is  then  applied.  A colostomy  bag  is  not  necessary.  The 
ideal  is  reached  when  the  colostomy  develops  rhythmicity 
and  functions  at  regular  intervals,  that  is,  every  twenty-four, 
forty-eight  or  seventy-two  hours.  Under  these  conditions 
all  that  is  necessary  to  wear  is  a square  of  cellucotton  under  a 
square  of  gauze. 

4.  If  circumstances  and  conditions  warrant,  the  closed 
method  of  irrigation  may  be  used  by  means  of  a special 
irrigator  appliance.  A variety  of  such  appliances  are  avail- 
able. They  permit  you  to  direct  the  enema  return  of  bowel 
contents  into  the  toilet  bowl  by  way  of  a plastic  tube  or  con- 
duit. The  appliance  best  suited  for  you  will  be  ordered  by 
the  physician  if  one  is  needed. 

5.  It  must  be  kept  in  mind  that  when  complete  de- 
pendence is  placed  on  the  irrigation  method  the  colostomy 
thenceforth  may  not  function  satisfactorily  without  irriga- 
tions. 


The  principle  of  maturation  has  also 
been  extended  to  “emergency”  loop  colos- 
tomies, which  are  frequently  placed  in  the 
right  upper  quadrant  and  effect  diversion 
of  feces  from  the  left  colon.  The  Wangen- 
steen or  loop  colostomy  in  continuity 
supported  by  two  glass  rods  frequently 
becomes  so  edematous  during  the  postopera- 
tive period  that  its  appearance  and  bulk 


are  discouraging  indeed  to  the  patient  as 
well  as  those  assigned  to  its  care.  Im- 
mediate maturation  of  these  colostomies, 
when  applicable,  considerably  eases  many 
of  these  problems.  Not  only  is  it  thus 
possible  to  effect  rapid  decompression  of 
the  bowel,  but  also  immediate,  complete 
fecal  diversion  with  exclusion  of  the  distal 
loop  is  accomplished  (Fig.  6).  In  addi- 
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TABLE  1.  Management  of  colostomy  (continued) 


Diet  for  patients  who  have  undergone  colostomy 


Breakfast 

Cooked  rice,  cream  of  wheat,  or  farina,  one 
serving,  or  corn  flakes,  puffed  wheat,  or 
puffed  rice,  one  serving 
No  bran 

Strained  orange,  grapefruit,  pineapple,  or 
tomato  juice,  2 ounces 
Lean  bacon  or 
Boiled  or  poached  egg 

Dry  or  buttered  white  bread  toast  as  desired 
Boiled  milk,  one  glass 
Coffee  if  desired 

Dinner 

Lean  meat,  chicken  or  turkey,  or  fish,  one 
serving 

Potato,  baked  or  mashed,  one  serving 
Cooked  carrots  or  squash,  one  serving 
Pureed  peas,  string  beans,  beets,  asparagus 
tips,  or  tomatoes 

Plain  cake;  plain  gelatin;  junket  or  pudding 
of  cornstarch,  tapioca,  or  chocolate;  or  simple 
soft  custard,  one  serving 

Plain  crackers  or  white  bread,  plain  or  but- 
tered as  desired 
One  pat  of  butter 
Clear  fruit  jelly  if  desired 
Boiled  milk,  one  glass 
Tea  if  desired 

Supper 

Cottage,  pot,  or  cream  cheese,  one  serving 
Lean  meat,  chicken  or  turkey,  or  fish,  one 
serving,  or 

Two  eggs,  boiled  or  poached 
Potato,  spaghetti,  or  noodles,  one  serving 
Choice  of  cooked  or  pureed  vegetables  (see 
dinner) 

Cooked  apple,  peach,  or  pear,  without  skin  or 


seeds,  or  one  ripe  banana,  or 
Plain  cake 

White  bread,  plain  crackers  as  desired 

One  pat  of  butter 

Clear  fruit  jelly,  if  desired 

Boiled  milk,  one  glass,  or 

Cocoa,  chocolate,  or  weak  tea,  one  cup 

Foods  and  beverages  not  permitted 

1.  Fruits  and  vegetables  not  mentioned  on 
diet  list 

2.  Highly  seasoned  foods,  spices,  and  condi- 
ments 

3.  Charged,  iced,  or  very  hot  drinks 

4.  Strong  alcoholic  drinks  and  beer  or  other 
malt  liquors,  except  as  noted  following 

5.  Any  foods  with  possible  laxative  action 
such  as  spinach,  beans,  green  corn,  pineapple, 
berries,  or  any  food  which  by  experience  you 
have  found  to  have  a laxative  action  on  you 

Order  of  additions 

1.  Occasional  cocktail,  highball,  or  glass  of 
wine  if  it  does  not  lead  to  overeating  with 
consequent  disturbance  of  bowel  rhythm 

2.  When  control  obtained,  lettuce  and 
celery  as  well  as  cooked  string  beans,  cauli- 
flower, beets,  and  asparagus  permitted 

3.  Greater  variety  of  vegetables  added  cau- 
tiously as  control  more  firmly  established 

4.  Raw  fruits  with  skin  and  seeds  removed 

5.  Unboiled  milk 

6.  Fatty  meats,  cream,  and  additional  butter 

7.  Shell  fish 

8.  Coffee  for  dinner  and/or  supper 

9.  Fried  foods  taken  with  caution 

10.  While  strict  dieting  necessary  to  induce 
constipation,  physician  will  supplement  diet 
with  appropriate  vitamins 


tion,  we  have  found  it  easier  to  use  oval 
loop  colostomy  appliances  with  maturated 
bowel  because  the  edema  which  almost 
always  is  extensive  with  this  type  of  stoma 
does  not  occur  with  maturation. 

During  the  past  decade  there  has  been 
an  increasing  facility  in  dealing  with  stomal 
problems,  so  that  with  modern  technics 
and  appliances  even  difficult  situations 
with  multiple  stomata  can  be  more  satis- 
factorily handled.  It  is  abundantly  clear 
that  a well-made  ileostomy  or  colostomy 
which  is  properly  managed  need  not  inter- 
fere with  an  active,  productive  life.  In- 
deed, successful  pregnancy  with  vaginal  de- 
livery is  well  within  the  realm  of  possibility. 


Colostomy  management 

The  ideal  to  be  strived  for  in  the  manage- 
ment of  a colostomy  is  that  the  patient 
live  a life  that  is  minimally  altered  or 
hampered  by  the  artificial  anus.  As  far 
as  a colostomy  dressing  is  concerned,  we 
advise  those  who  are  performing  routine 
irrigations  to  use  a simple  dressing  con- 
sisting of  a few  sheets  of  toilet  paper  or 
facial  tissue,  a small  square  of  gauze,  and 
a piece  of  impervious  paper  (self-adherent 
“wrap”  such  as  is  usually  used  in  household 
kitchens  is  ideal),  all  held  in  place  by  a 
tubular  piece  of  light  stretchable  material 
which  can  be  obtained  at  many  women’s 
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FIGURE  8.  Transparent  collection  sleeve  attached 
to  face  plate. 


apparel  shops  for  less  than  a dollar.  This 
last  is  called  the  “tubular  halter”  and  is 
usually  used  as  an  item  of  casual  attire 
worn  about  the  upper  body.  There  are 
also  commercially  available  devices  for 
holding  a dressing  in  place.  These  are 
made  of  belting  alone  or  belting  combined 
with  plastic  or  metal  (Fig.  7).  These  latter 
serve  another  purpose  for,  in  addition  to 
being  impervious  to  liquid  fecal  material 
and  thus  useful  during  bouts  of  diarrhea, 
they  serve  to  protect  the  stoma  from  being 
injured  by  contact  with  hard  objects. 
A mechanic  or  manual  worker  might  find 
one  of  these  rigid  dressing  holders  of  value. 

If  the  patient  chooses  or  his  physician 
prefers  that  he  not  irrigate,  then  a colos- 
tomy appliance  is  in  order.  Gone  are  the 
days  of  the  one-piece  rubber  bags  which  had 
to  be  held  in  place  by  heavy  straps  and 
rapidly  became  soiled  and  odoriferous. 
Now  light,  inexpensive  plastic  frames  are 
used  to  hold  a disposable  plastic  bag  or 
sleeve  in  place.  Plastic  bag  and  contents 
are  disposed  of  via  the  usual  toilet  facilities. 
The  patient  must  remember  not  to  seal 
the  appliance  prior  to  discarding  it  or  he 


will  soon  find  that  it  is  difficult  to  flush 
away  an  airtight,  lighter-than-water, 
ballooning  object. 

We  feel,  as  do  most  physicians  in  the 
United  States,  that  periodic  irrigations 
are  the  best  method  of  managing  the 
average  permanent  end  colostomy.  We 
do  not,  however,  recommend  the  use  of 
irrigations  for  temporary  colostomies  or 
for  the  occasional  patient  who  can  establish 
bowel  regularity  without  the  necessity 
of  intestinal  stimulation.  Unfortunately, 
this  is  infrequently  possible  because  so 
many  people  who  require  colostomies  are 
already  conditioned  to  intestinal  stimula- 
tion as  a prerequisite  to  bowel  action. 

When  irrigations  are  advised,  either  an 
“open”  system  consisting  of  an  enema 
can  or  bag  connected  by  flexible  tubing  to 
a catheter  which  is  passed  into  the  stoma, 
or  a more  complicated  “closed”  system  may 
be  used.  The  open  system  has  the  ad- 
vantage of  simplicity,  but  the  main  dis- 
advantage is  that  the  fecal  return  must  be 
collected  and  disposed  of.  The  main 
advantage  of  a closed  system  is  that  the 
feces  are  discharged  into  a plastic  sleeve 
and  thence  directed  into  a toilet  and  flushed 
away.  The  advantage,  of  course,  is  that 
the  entire  irrigation  can  be  performed  with- 
out the  necessity  for  handling  the  colos- 
tomy or  the  fecal  returns.  The  patient 
can  perform  routine  chores,  such  as  shaving 
or  washing  underwear,  while  waiting  for 
complete  evacuation,  which  may  take  up 
to  one  hour  to  accomplish.  Irrigations 
occasionally  lose  their  efficacy  particularly 
in  patients  with  diverticular  disease,  and 
this  presents  a difficult  problem. 

On  the  other  side  of  the  Atlantic  Ocean, 
routine  irrigations  are  not  utilized  generally. 
The  reasons  given  for  this  include  the 
danger  of  intestinal  perforation  and  the 
development  of  local  irritability  and 
habituation  to  stimulation  that  develops 
with  continued  irrigation.  Actually,  it 
may  be  considered  that  this  habituation 
is  in  reality  advantageous  to  someone 
with  a colostomy,  since  under  these  cir- 
cumstances there  is  no  bowel  action  without 
and  until  the  necessary  stimulation,  thus 
giving  patients  a sense  of  security. 

It  is  necessary  that  the  physician  evaluate 
needs  of  the  person  with  a colostomy  and 
then  decide  what  type  of  management  to 
advise.  We  give  a pamphlet  of  instruc- 
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tions  to  our  patients  on  the  third  or  fourth 
day  after  a permanent  colostomy  has  been 
created  (Table  1).  We  then  make  a point 
of  discussing  the  patients’  needs  and  their 
wishes  as  to  colostomy  management  after 
they  have  had  an  opportunity  to  study  the 
pamphlet.  The  most  appropriate  method 
of  colostomy  management,  be  it  irrigation, 
nonirrigation,  or  colostomy  appliance,  is 
then  instituted  for  the  remainder  of  the 
hospital  stay.  Although  specially  oriented 
nurses  are  of  inestimable  value  for  this, 
we  feel  that  it  is  essential  that  the  surgeon 
be  thoroughly  familiar  with  the  various 
applicable  technics  and  appliances  so  that 
appropriate  alterations  can  be  made  as 
necessary.  In  addition,  we  believe  that 
the  surgeon  should  participate  actively 
in  the  instructional  period  and  that,  if 
possible,  a close  relative  of  the  patient 
should  also  be  trained  in  the  chosen  technic 
of  colostomy  management. 


FIGURE  9.  Aids  (A)  Irrigating  catheter  placed 
through  rubber  ball  thus  forming  valve  to  occlude 
stoma  during  irrigation.  (B)  Nipple  lightly  stuffed 
with  cotton,  an  effective  noise  suppressor.  (C) 
Hole  in  garment  prevents  chafing  of  appliance 
against  wearer’s  skin.  Gas-venting  device  can 
also  be  seen. 

Ileostomy  management 

The  ileostomy  presents  a somewhat 
different  problem  because  ileal  discharge 
is  considerably  more  fluid  than  excreta 
from  the  colon.  Irrigation  is  not  utilized, 
and  rhythmicity  and  regularity  generally 
cannot  be  achieved.  Therefore,  ileostomies 
are  managed  usually  by  one  variety  or 
another  of  paste-on  appliances.  These 
may  be  made  in  one  piece,  of  plastic  or 
rubber,  or  may  be  made  in  two  pieces: 
a face  plate  and  plastic  sleeves  which  may 
be  attached  to  the  face  plate  and  then 
discarded  when  soiled  (Fig.  8).  The  two- 
piece  device  has  the  advantage  that  the 
disposable  collecting  sleeve  or  bag  does 
not  have  to  be  cleansed  but  is  merely  dis- 
carded. In  some  instances,  the  even  lighter 
“postoperative”  appliance  is  used  as  the 
“permanent”  appliance.  In  any  event, 
the  so-called  “postoperative”  appliance 
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is  used  during  the  time  when  the  stoma  or 
surrounding  skin  is  irritated. 

In  addition,  karaya  powder  and  karaya 
gum  washers  are  useful  when  irritation 
occurs,  and  foam  rubber  washers  are  avail- 
able to  cushion  the  face  plate  of  the  ap- 
pliance. Again,  we  would  like  to  emphasize 
that  the  surgeon  who  has  created  the  ile- 
ostomy ideally  should  be  the  one  who  di- 
rects its  management. 

“Tricks”  of  stoma  management 

Now  we  would  like  to  illustrate  a few 
of  the  many  tricks  of  ileostomy  and  colos- 
tomy care  that  we  have  learned  from  our 
patients.  The  idea  of  using  the  tubular 
halter,  a cylinder  of  light,  stretchy,  in- 
expensive material  for  holding  dressings 
in  place  on  the  abdominal  wall,  originated 
many  years  ago  with  a patient  of  the  senior 
author.  This  has  proved  to  be  a boon  to 
those  desiring  a method  of  securing  a light 
dressing  against  a colostomy  and,  more 
recently,  has  been  found  very  helpful  for 
supporting  a paste-on  appliance,  eliminat- 
ing the  necessity  of  a belt. 

The  trick  of  placing  the  irrigating 
catheter  through  a solid  rubber  ball  to 
form  a valve  is  useful  to  occlude  the  stoma 
during  an  irrigation  and  temporarily  pre- 
vent the  outflow  of  irrigating  fluid  (Fig. 
9A). 

Another  patient  found  that  inexpensive 
plastic  or  disposable  cardboard  receptacles 
were  ideal  for  catching  the  discharge  of  an 
irrigation. 

Another  reported  a unique  method  of 
muffling  the  inadvertent  passage  of  gas 
from  a colostomy.  The  hole  in  the  end  of 
an  ordinary  rubber  nursing  nipple  is  en- 
larged, and  then  the  nipple  itself  is  lightly 
stuffed  with  cotton  and  placed  into  the 
stoma  (Fig.  9B). 

Another  gentleman  with  an  ileostomy 


found  that  the  plastic  appliance  irritated 
his  leg  and  caused  chafing.  Therefore 
he  devised  the  method  of  cutting  a hole  in 
his  undergarment  to  solve  this  problem 
effectively  (Fig.  9C).  The  same  gentle- 
man was  troubled  with  flatus,  as  so  fre- 
quently occurs  with  early  ileostomies.9,  10 
He  therefore  devised  a valve  that  could  be 
used  to  evacuate  gas  from  the  appliance 
when  the  opportunity  presented  itself 
(Fig.  9C). 

These  tricks  and  many  others  we  have 
learned  from  our  patients. 

Comment 

In  conclusion,  we  would  like  to  emphasize 
that  the  physician  who  treats  patients  with 
abdominal  stomata  must  be  familiar  with 
the  many  and  varied  modalities  of  their 
management.  In  addition,  it  is  evident 
that  the  stoma  must  have  been  well  and 
properly  fashioned  so  that  the  patient  may 
take  advantage  of  modern  technics. 

A.  W.  Martin  Marino,  Jr.,  M.D., 

F.A.C.S. 
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P art  I of  this  article  appeared  in  the 
April  1,  1967,  issue  of  the  New  York 
State  Journal  of  Medicine.  It  dealt 
with  differential  diagnosis  of  asthma,  spe- 
cific allergic  diagnosis,  metabolic  and  endo- 
crine factors,  air  pollution  and  asthma,  the 
role  of  respiratory  infection,  psychosomatic 
asthma,  nonsteroid  drug  and  cortico- 
steroid therapy,  and  other  therapeutic  ap- 
proaches. 

Desensitization  treatment 

Current  controversy  concerning  the  ef- 
fectiveness of  desensitization  in  pollen  hay 
fever  has  tended  to  call  into  question  the 
value  of  all  desensitization,  as  used  in 
asthma.  Fontana,  Holt,  and  Mainland80 
could  demonstrate  no  difference  in  the 
results  of  specific  desensitization  with  rag- 
weed as  compared  with  placebo  injections 
in  a double  blind  study.  In  contrast, 
Lowell  and  Franklin81  in  two  well- controlled 
double  blind  studies  found  definite  evi- 
dence that  specific  treatment  was  of  value. 
Newer  in  vitro  technics  also  indicate  a 


specific  protective  response  of  desensitiza- 
tion.82’83 

Johnstone  and  Crump84  found  that  only 
a minority  of  asthmatic  children  were 
treated  with  desensitization  and  com- 
mented that  “Part  of  the  reason  for  this  may 
be  the  skepticism  with  which  many  parents, 
patients,  pediatricians  and  general  practi- 
tioners view  the  effectiveness  of  traditional 
desensitization  therapy.”  These  workers 
carried  out  several  controlled  studies  not 
in  a double  blind  method,  evaluating  treat- 
ment in  allergic  and  asthmatic  children.85 
Their  findings  were  clear-cut  as  to  results 
of  specific  desensitization  over  a four-year 
period  as  compared  with  placebo  saline 
injections.  They  demonstrated  definite 
amelioration  of  asthma,  with  a much 
higher  incidence  of  complete  freedom  from 
asthma  in  the  final  year  among  those 
specifically  treated.  The  Hansel  method  of 
treatment  utilizing  infinitesimal  allergen 
dosage  was  found  to  be  valueless,  results 
being  the  same  as  with  placebos.  Dosage 
of  allergen  extract  was  considered  a signifi- 
cant factor,  more  intensive  treatment  with 
higher  dose  levels  being  attended  by  better 
results.86 

Some  investigators  utilizing  epidemio- 
logic studies  in  a total  community  have 
questioned  the  claim  that  specific  de- 
sensitization in  hay  fever  prevents 
asthma.87  They  found  that  asthma  more 
often  than  not  preceded  or  was  contem- 
poraneous with  hay  fever.  However,  they 
recognize  that  allergists  see  more  severe 
cases;  with  such  a selection  they  gain  a 
different  view  which  perhaps  is  more  valid. 

Specific  desensitization  as  a method  of 
treatment  and  its  possible  effectiveness  in 
asthma  does  not  stand  or  fall  on  the  basis 
of  results  of  studies  in  hay  fever  alone. 
Desensitization  has  had  a much  wider  and 
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more  clearly  successful  application.  Thus, 
desensitization  in  patients  with  dangerous 
sensitivity  to  insect  stings  has  been  shown 
to  be  effective,  converting  systemic  re- 
actions, some  of  them  life-threatening,  to 
harmless  local  responses  in  a high  propor- 
tion of  patients  treated.88  A recent  analysis 
of  2,606  questionnaires  of  sting  victims  by 
the  Insect  Sting  Committee  of  the 
American  Academy  of  Allergy  confirms  the 
effectiveness  of  specific  therapy.89  Ref- 
erence may  also  be  made  to  recent  un- 
published observations  by  the  author  and 
others  that  desensitization  for  animal 
dander  asthma  is  quite  effective  in  greatly 
reducing  or  even  abolishing  asthma  due  to 
pets. 

Desensitization  has  been  successful  in 
many  forms  of  drug  allergy.  Such  treat- 
ment was  effective  in  allergy  to  penicillin, 
as  reported  by  the  author  and  coworkers 
many  years  ago.9091  Not  only  was 
tolerance  to  the  antibiotic  re-established, 
but  positive  delayed  skin  test  results  to 
penicillin  were  converted  to  negative. 
Roberts92  reported  that  workers  disabled 
by  occupational  asthma  due  to  inhalation 
of  penicillin  powder  in  a penicillin  manu- 
facturing plant  were  enabled  to  work  with- 
out return  of  symptoms  after  a course  of 
desensitization.  Nurses  unable  to  ad- 
minister streptomycin  because  of  marked 
contact  allergy  have  been  successfully 
desensitized.93  Patients  with  streptomycin 
allergy  were  even  more  readily  desensitized 
so  that  therapy  could  be  continued  with 
this  antibiotic.  In  both  types  of  streptomy- 
cin allergy,  positive  skin  test  results,  either 
patch  or  intradermal,  could  be  converted  to 
negative.  The  effectiveness  of  desensitiza- 
tion has  been  thoroughly  documented  in 
severe  forms  of  hypersensitivity  to  para- 
aminosalycilic  acid94  and  more  recently  also 
with  isoniazid  (INH).96  Chlorpromazine 
sensitivity  with  cholestatic  hepatitis  has 
similarly  yielded  to  systematic  desensitiza- 
tion.96 

These  examples  of  successful  desensitiza- 
tion have  the  advantage,  not  present  in 
hay  fever  evaluation,  of  clearly  deter- 
minable end  points  by  which  to  measure 
effectiveness.  Therapeutic  application  of 
desensitization  is  therefore  based  on  a wide 
range  of  observation  with  many  allergens. 
Although  analogies  among  various  types  of 
sensitivity  are  admittedly  hazardous,  there 


is  considerable  precedent  for  employment 
of  this  method  in  the  treatment  of  allergic 
asthma.  Success  in  management  by  this 
means  can,  however,  only  attend  a proper 
selection  of  cases,  in  which  there  is  un- 
deniable evidence  of  significant  specific 
allergies.  Treatment  must  be  carried 
out  adequately,  with  potent  appropriate 
extracts,  by  someone  experienced  in  the 
method.  Even  under  optimal  conditions 
satisfactory  results  through  specific  de- 
sensitization cannot  be  anticipated  in  more 
than  75  per  cent  of  patients.  This  is  about 
the  same  order  of  effectiveness  as  is  ex- 
pected with  immunization  against  influenza 
or  typhoid  fever. 

No  attempt  will  be  made  here  to  discuss 
at  length  or  provide  references  to  the  sub- 
ject of  oil  emulsion  depot  desensitization 
therapy,  with  incomplete  Freund’s  adju- 
vant. Results  with  this  method  are  not 
very  different  from  those  with  conventional 
aqueous  extracts.  Earlier  overenthusiastic 
claims  may  be  discounted,  but  there  is  no 
question  that  in  certain  highly  sensitive 
patients  this  technic  permits  higher  allergen 
dosage.  A small  percentage  of  patients 
may  develop  persistent  nodules  or  even 
sterile  abscesses  or  cysts  at  injection  sites. 
In  contrast  with  aqueous  allergens  some 
degree  of  sensitization  of  subjects  has  been 
shown  to  occur  as  a result  of  injections. 
Currently  this  method  is  largely  in  abey- 
ance in  the  absence  of  approval  by  the  Food 
and  Drug  Administration. 

Efforts  to  find  shortcuts  in  desensitization 
continue,  as  in  the  widespread  use  of 
alum-precipitated  suspensions  of  pyridine- 
conjugated  allergens  (Allpyral).  The  large 
amount  of  alum  in  these  extracts  accounts 
for  their  slow  absorption  and  greater  safety, 
permitting  rapid  escalation  of  dosage  in  a 
short  series  of  injections.  Although  most 
observers  report  favorably  on  their  ef- 
fectiveness,97 some  dissents  are  recorded. 
A recent  study  suggests  that  the  immuno- 
logic response  to  extracts  containing  so  high 
a concentration  of  alum  may  be  poor  in 
terms  of  antibody  titer. 98  Also  of  interest  is 
a recent  report  of  Naterman"  on  a slowly 
absorbable  extract  of  formalinized  pollen 
protein  precipitates  with  tannic  acid  and 
urea,  the  clinical  value  of  which  remains  to 
be  established. 100  Another  slowly  absorbed 
extract  under  study  is  prepared  in  alginate, 
a mucoid  derivative  of  seaweed.99 
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Postmortem  findings  in  fatal  asthma 

Whether  or  not  an  increase  in  asthma 
mortality  in  recent  years  is  statistically 
demonstrable,  there  has  been  a rising  in- 
terest in  the  problem  of  fatal  bronchial 
asthma.  Lest  the  following  discussion, 
which  deals  with  the  grimmer  aspects  of 
asthma,  be  misconstrued,  it  should  be 
emphasized  that,  as  is  well  known,  the 
prognosis  for  life  with  asthma  is  gener- 
ally favorable.  A recent  report  by  Buffum 
and  Settipane101  demonstrates  this  with  re- 
gard to  childhood  asthma.  In  a question- 
naire study  of  518  asthmatic  children 
followed  up  after  ten  years,  41  per  cent 
were  asymptomatic  for  at  least  one  year,  52 
per  cent  were  only  mildly  asthmatic,  and 
only  5.6  per  cent  were  significantly  handi- 
capped. Five  patients  or  1 per  cent  had 
died,  but  only  1 of  these  as  a result  of 
asthma.  Those  with  persistent  severe 
asthma  tended  to  fall  into  the  group 
where  onset  of  the  disease  was  before  age 
two  and  were  associated  with  atopic 
dermatitis.  It  has  also  been  observed  that 
although  boys  have  asthma  more  frequently 
than  girls,  they  more  frequently  outgrow  it 
at  puberty. 

Deaths  due  to  asthma  occur  under  two 
different  conditions.  The  more  common  is 
that  following  intractably  progressive 
status  asthmaticus.  At  autopsy  the  salient 
finding  is  almost  universal  mucous  plugging 
of  the  bronchi,  down  to  the  bronchioles. 
Other  characteristic  findings  are:  hyper- 

inflated  lungs,  with  rib  indentations,  not 
collapsing  when  the  chest  is  opened;  some- 
times varying  degrees  of  atelectasis;  intense 
edema  of  the  bronchial  mucosa  with  in- 
filtration by  eosinophils,  lymphocytes,  and 
plasma  cells;  marked  increase  in  goblet 
cells  of  the  mucosa  and  hyperplasia  of 
mucous  glands;  scattered  squamous  cell 
metaplasia;  shedding  of  ciliated  epithelium 
into  the  bronchial  lumen;  thickening  and 
hyalinization  of  basement  membrane; 
hypertrophy  of  bronchial  muscle  layer; 
and  alveolar  emphysema  or  distention  with- 
out breakdown  of  septa.  Distention  of 
the  lungs  in  fatal  asthma  is  likened  to  that 
of  a drowned  person  and  is  not  true  emphy- 
sema. 102—105 

Cardell  and  Pearson102  emphasize  the 
close  relationship  between  eosinophil  in- 
filtration and  activity  of  asthma,  as  based 


on  serial  bronchial  biopsies.  This  is  con- 
firmed by  Glynn  and  Michaels.106  When 
the  asthmatic  patient  is  symptom-free  there 
is  little  or  none  of  the  typical  pathologic 
condition.  This  disease  may  also  be  modified 
by  long-continued  corticosteroid  therapy,  as 
shown  by  Keeney  and  Palmer,107  whose 
observations  particularly  concerned  older 
asthmatic  patients.  The  inflammatory 
reaction  in  the  bronchial  walls  is  di- 
minished or  abolished,  mucous  gland 
activity  is  decreased,  edema  and  congestion 
reduced,  and  epithelial  desquamation  de- 
creased. Extrapulmonary  postmortem  ef- 
fects of  such  therapy  include  the  external 
appearance  of  Cushing’s  disease,  atrophy 
of  the  zona  fasciculata  of  the  adrenal  cortex, 
cytologic  alterations  in  the  pituitary, 
atrophy  of  the  lymphatic  tissue  of  the 
spleen,  and  slight,  infrequent  osteoporosis. 

Sudden,  unexpected  death  in  bronchial 
asthma  has  aroused  a good  deal  of  com- 
ment.103108-112 This  may  occur  in  a patient 
whose  asthma  is  in  its  usual  state  and  who 
develops  severe  acute  dyspnea  and  is 
dead  within  a matter  of  minutes.  At 
autopsy,  it  is  surprising  that  the  usual  find- 
ings of  asthma  with  marked  mucous  plug- 
ging are  present,  not  very  different  from 
those  observed  after  protracted  status. 
Nothing  is  found  to  implicate  any  nonasth- 
matic cause. 

The  mechanism  of  such  sudden  exitus 
has  been  variously  explained  as  possibly 
due  to  vagal  cardiac  standstill  or  to  a 
sudden  rise  in  pulmonary  tension  with 
cardiac  collapse,  but  marked  cholinergic 
bronchospasm  and  bronchorrhea  with  sud- 
den asphyxia  are  most  often  emphasized. 109 

It  appears  likely  that  many  asthmatic 
patients  with  severe  continuous  asthma 
adjust  to  a constant  state  of  mucous  plug- 
ging. This  is  suggested  by  the  observation 
of  chronic  mucoid  impaction  of  the  bron- 
chi.16’17 Some  additional  factor,  whether 
emotional  stimuli,  physical  irritants,  or 
minor  acute  infection,  may  add  either  addi- 
tional bronchospasm  or  further  outpour- 
ing of  mucus.  As  suggested  by  O’Brien103 
an  airway  which  has  been  just  sufficient 
to  maintain  life  may  be  suddenly  com- 
promised by  the  occlusion  of  strategic 
bronchi,  thus  leading  to  sudden  death  by 
asphyxia.  A recent  case  is  illuminating  in 
this  regard  by  showing  that  despite  pul- 
monary function  values  and  carbon  dioxide 
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tension  levels  which  were  considered  ac- 
ceptable only  a few  hours  before,  sudden 
death  occurred,  shown  at  autopsy  to  be 
due  to  extensive  mucous  plugging  of  the 
bronchi.111  In  view  of  this  probable  pre- 
carious state  of  compensation  in  which 
patients  with  severe  continuous  asthma 
exist,  it  is  remarkable  that  sudden  death  is 
not  more  often  expected  than  unexpected. 

Unexpected  deaths  in  severe  continued 
asthma  may  not  be  altogether  preventable. 
More  aggressive  maintenance  treatment 
might  be  helpful,  and  closer  observation 
might  alert  us  to  imminent  danger.  Pro- 
tection of  such  patients  from  trigger 
mechanisms,  whether  emotional  or  in- 
fectional,  should  be  borne  in  mind.  Two 
observers  report  the  proneness  to  sudden 
death  among  those  asthmatic  persons  who 
tend  to  deep  depression  and  a profound  sense 
of  defeatism.108113 

In  rare  instances  of  sudden  death  autopsy 
has  not  shown  mucous  plugging  but  only 
“emphysema.”  Careful  scrutiny  of  smaller 
bronchi  might  disclose  mucous  plugging 
otherwise  missed  because  larger  bronchi  are 
not  obstructed.102  Sudden  death  in 
asthma  may  also  be  due  to  anaphylaxis, 
usually  explicable  by  exposure  to  identifi- 
able allergens  such  as  penicillin,  aspirin,  or 
ACTH. 

Management  of  critical 
status  asthmaticus 

Protracted  status  asthmaticus  is  the 
more  usual  mode  of  death  in  asthma,  as  a 
result  of  progressive  hypercapnia  and  hy- 
poxemia. There  is  a steadily  rising  arterial 
carbon  dioxide  tension,  increasing  oxygen 
unsaturation,  and  a fall  in  pH.114115 
Such  changes  are  due  to  progressive  acute 
and  subacute  diffuse  bronchial  obstruction 
and  impaction.  Chemical  monitoring  of 
patients  with  intractable  status  asth- 
maticus by  means  of  determinations  made 
on  arterial  samples  at  two-  to  six-hour 
intervals  is  considered  of  great  value. 
It  presents  an  estimate  of  the  patient’s 
progress  and  provides  a guide  to  therapeu- 
tic management.  In  the  usual  acute 
asthmatic  attack  the  arterial  carbon 
dioxide  tension  is  normal  or  may  be 
reduced. 

Elevation  of  carbon  dioxide  tension  in 
asthma  is  considered  a grave  prognostic 


sign  and  a tension  of  70  mm.  Hg  life- 
threatening.115'116 

Close  observation  of  the  patient’s  clinical 
state  is  valuable  with  particular  reference 
to  mental  alertness.  Clouding  of  the  sen- 
sorium,  particularly  if  it  tends  to  stupor- 
ousness, is  an  ominous  sign.  Preterminal 
status  is  almost  invariably  characterized 
by  coma  due  to  carbon  dioxide  narcosis  and 
anoxemia.  Before  entering  this  final  phase 
there  is  often  great  restlessness,  but  the 
temptation  to  administer  strong  sedatives 
or  major  tranquilizers  should  be  resisted. 
They  increase  respiratory  depression,  dry 
respiratory  secretions,  and  mask  the  mental 
state  of  the  patient,  obscuring  valuable 
warning  signs  that  serve  as  a guide  to  thera- 
peutic action.  Deaths  in  status  asth- 
maticus attributable  to  abuse  of  sodium 
amytal  or  chlorpromazine  are  still  ob- 
served. Narcotics  are  interdicted  in  the 
treatment  of  status  asthmaticus.  Oc- 
casionally psychotic  reactions  are  observed 
as  part  of  the  brain  syndrome  associated 
with  status.  These  may  lead  to  a fruitless 
call  for  the  psychiatrist.1  Equally  ir- 
relevant is  recourse  to  neurologic  consulta- 
tion when  the  patient  lapses  into  coma. 
O’Brien103  as  well  as  Feldman116  draw  atten- 
tion to  another  useful  warning  of  deteriora- 
tion of  the  patient’s  condition.  This  is 
lessening  of  wheezing  rhonchi  and  diminu- 
tion of  breath  sounds  despite  continued 
severe  dyspnea.  Such  reduction  in  wheez- 
ing should  not  be  misinterpreted  as  a sign 
of  improvement. 

Fortunately,  only  a small  proportion  of 
patients  with  status  asthmaticus  advance 
into  the  critical  near-fatal  stage  where  de- 
cisions as  to  management  become  very 
difficult.  In  the  earlier  stages  intensive 
corticosteroid  therapy  orally  or  parenter- 
ally  and  intermittent  positive  pressure 
breathing  for  nebulization  and  for  effective 
delivery  of  oxygen  usually  comprise  the 
major  aspects  of  effective  treatment.  In 
the  asthmatic  patient,  in  contrast  with  the 
patient  with  chronic  emphysema,  it  need 
not  be  feared  that  oxygen  administration 
will  lead  to  carbon  dioxide  narcosis.116 
Humidification  of  oxygen  is  important. 
Intravenous  fluids  to  combat  dehydration 
are  of  value,  particularly  in  children. 

There  is  a tendency  to  prescribe  anti- 
biotics almost  routinely  in  the  treatment  of 
status.  While  of  value  in  some  cases, 
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postmortem  studies  whether  in  adults102 
or  in  children1  reveal  that  infection  is  by 
no  means  an  invariable  accompaniment  of 
status  asthmaticus.  Chest  x-ray  films 
and  examination  of  the  sputum  micro- 
scopically and  on  culture  are  helpful  guides 
in  determining  the  need  for  antimicrobial 
therapy.  Unnecessary  repetition  of 
medications  already  demonstrably  in- 
effective, such  as  epinephrine  or  amino- 
phylline,  should  be  avoided.  General  anes- 
thesia, as  with  ether,  is  of  questionable 
value.116  Sodium  iodide  intravenously  is 
probably  not  of  much  use  because  its 
action  is  neither  certain  nor  prompt. 
Dexamethasone  aerosol  has  no  place  in  the 
management  of  status  asthmaticus. 

Increasing  awareness  of  the  role  of 
acidosis  and  hypercapnia  in  severe  status 
has  aroused  interest  in  measures  to  com- 
bat these  alterations  chemically.  Molar 
lactate  intravenously117  or  the  more  re- 
cently advocated  sodium  bicarbonate118 
may  well  be  of  value  but  cannot  be  expected 
to  alter  the  basic  problem  of  overcoming 
progressive  bronchial  obstruction.  The 
concept  that  relief  of  acidosis  by  such 
means  reverses  epinephrine  fastness  is 
questionable. 119  Such  unresponsiveness 
usually  precedes  the  development  of  acidosis, 
and  it  is  much  more  likely  to  be  due  to  pro- 
gressive mucous  plugging. 

The  essence  of  all  recent  reports  on  the 
management  of  critical  status  asthmaticus 
is  that  when  adequate  drug  therapy  proves 
ineffective  it  must  be  superseded  by  efforts 
to  clear  the  airway  mechanically  of  ob- 
structing mucus  and  of  delivering  oxygen 
effectively  to  the  alveoli.  The  use  of  the 
endotracheal  tube,  passed  either  nasally  or 
orally,  or  tracheostomy  are  the  major  ef- 
fective measures  in  the  treatment  of  ad- 
vanced near-fatal  status  asthmaticus. 
Some  recommend  that  tracheostomy  be 
undertaken  only  if  intubation  fails,120  while 
others  urge  that  it  be  carried  out  without 
resort  to  preliminaries. 116,119  Hugh-Jones114 
early  emphasized  the  necessity  for  ener- 
getic aspiration  of  the  typically  viscid 
secretions  of  asthma  by  systematic  suction- 
ing, alternating  with  administration  of 
oxygen  under  pressure.  These  efforts  may 
be  supplemented  by  tracheobronchial 
lavage. 

Some  emphasize  that  at  this  juncture  the 
usual  automatic  pressure-cycled  apparatus 


for  intermittent  positive  pressure  breathing 
is  ineffective  and  should  be  replaced  by 
respirators  which  develop  greater  pressure 
necessary  to  overcome  the  high  levels  of 
resistance  present  in  the  tightly  impacted 
bronchial  tree  of  status  asthmaticus. 120 
A recent  article  on  the  use  of  a piston 
respirator  deals  with  this  problem  at 
length.121  Anesthesiologists  particularly 
stress  the  use  of  a breathing  bag  with 
manual  compression  for  overcoming  such 
obstruction.  120  1 22  Such  measures  may 

overcome  hypercapnia  and  acidosis  rapidly, 
the  patient  recovering  from  coma  within  an 
hour  or  so.  Employment  of  a curariform 
drug  such  as  intravenous  gallamine  trieth- 
iodide  to  paralyze  respiratory  muscles, 
thus  facilitating  complete  takeover  of  con- 
trol of  the  patient’s  respirations,  has  been 
urged  recently  as  a desperate  measure  found 
successful  in  resuscitating  moribund  asth- 
matic children.122  It  is  emphasized  that 
this  is  not  recommended  as  a first  measure 
but  only  as  last-resort  treatment.  Downes 
et  al. 1 16  offer  a good  summary  of  the  manage- 
ment of  this  problem  in  children. 

In  rare  instances,  status  asthmaticus  is 
further  complicated  by  mediastinal  and 
subcutaneous  emphysema  with  or  without 
pneumothorax.  123-126  In  every  instance  of 
status  asthmaticus  chest  x-ray  films  should 
be  taken  to  evaluate  the  pulmonary  status, 
rule  out  infection,  and  exclude  the  presence 
of  these  complications  because  they  may 
contraindicate  the  use  of  pressure  breath- 
ing. They  can  usually  be  managed  con- 
servatively, although,  rarely,  increasing 
intrathoracic  tension  may  necessitate 
drainage  or  thoracotomy. 

Current  concepts  in  the  management  of 
the  critically  ill  patient  in  status  asth- 
maticus are  in  transition.  Optimal  ther- 
apeutic measures  may  vary  from  case  to 
case  and  certainly  still  require  systematic 
intensive  study.  There  has  been  emphasis 
on  the  need  for  a team  approach  combining 
the  efforts  of  allergist,  pediatrician  or 
internist,  anesthesiologist,  and  ear,  nose, 
and  throat  consultant. 1 16 

Finally,  an  urgent  recommendation 
should  be  directed  to  those  in  charge  of 
hospital  admissions  policy  as  well  as  to 
house  staffs.  Earlier  admission  of  patients 
in  status  asthmaticus  must  be  facilitated, 
particularly  among  the  indigent,  to  prevent 
death  in  asthma. 
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Jaundice,  Ascites, 
and  Pancreatic  Mass 

Case  history 

Herriot  Alexis,  M.D.:  A sixty-two- 

year-old  white  male  grocery  clerk  was 
admitted  to  the  Beekman-Downtown  Hos- 
pital with  complaints  of  right-sided  ab- 
dominal pain  and  jaundice  of  two  to  three 
weeks  duration.  The  patient’s  health  ap- 
parently had  been  good  all  of  his  life  ex- 
cept for  a twelve-year  history  of  mild 
diabetes  mellitus  controlled  by  tolbut- 
amide 0.5  Gm.  per  day.  He  denied  the 
use  of  alcohol  and  tobacco. 

About  three  weeks  before  admission  he 
noted  the  onset  of  right  upper  quadrant 
abdominal  aching  pain,  unrelated  to  meals 
and  usually  aggravated  late  in  the  day. 
The  pain  was  not  relieved  by  medication, 
although  it  was  eased  to  some  extent  by 
lying  on  his  left  side.  He  consulted  his 
private  physician.  A barium  enema  was 
reported  to  show  only  diverticulosis,  and 
an  upper  gastrointestinal  series  was  re- 
ported as  giving  negative  findings.  A 
fasting  blood  sugar  was  said  to  be  200 
mg.  per  100  ml.,  and  his  dose  of  tolbut- 
amide was  increased  to  0.5  Gm.  twice 
daily.  He  continued  to  lose  his  appetite 
and  to  lose  weight;  two  weeks  before 
admission  he  noticed  that  his  urine  had 
become  dark,  and  five  days  before  ad- 
mission he  noted  a greenish-yellow  dis- 
coloration of  the  skin  and  scleras.  He 
denied  any  fever,  vomiting,  or  pruritus. 
The  stool  was  reported  to  be  light  in  color, 
possibly  due  to  the  ingestion  of  barium, 
but  it  was  also  occasionally  brown  during 
the  preceding  two  weeks. 

Physical  examination  on  admission  re- 
vealed a fairly  well-nourished  male  with 


moderately  severe  jaundice  of  the  skin  and 
scleras.  The  blood  pressure  was  120 
systolic  and  80  diastolic;  the  pulse  rate 
was  84  and  respirations  18.  The  tempera- 
ture was  100  F.  rectally.  The  abdomen 
was  soft  and  flat;  the  liver  edge  was 
palpable  5 cm.  below  the  right  costal 
margin  and  was  smooth,  hard,  and  non- 
tender. The  patient  had  a reducible, 
small  right  inguinal  hernia.  There  were 
some  external  hemorrhoidal  tags  palpa- 
ble. The  stool  was  light  brown  in  color. 

Laboratory  examinations  revealed  a uri- 
nalysis which  gave  positive  results  for 
bile.  The  hemoglobin  was  13.2  Gm.  per 
100  ml.;  the  hematocrit  was  40.  The 
white  blood  count  was  14,200  with  a dif- 
ferential count  showing  segmented  forms 
74,  nonsegmented  forms  1,  lymphocytes 
18,  monocytes  4,  and  eosinophils  3.  The 
blood  smear  revealed  slight  hypochromia 
and  many  target  cells.  The  initial  fasting 
blood  sugar  was  133  mg.  with  repeat  ex- 
amination 190  mg.  per  100  ml.  The  blood 
urea  nitrogen  was  30  mg.  per  100  ml. 
The  prothrombin  time  was  15.4  seconds 
with  a control  time  of  13.5  seconds.  The 
total  bilirubin  was  21.6  mg.  per  100  ml. 
(direct  reaction  18.8  mg.).  The  cephalin 
flocculation  test  was  1 plus;  the  alkaline 
phosphatase  was  18  Bodansky  units  (nor- 
mal 1 to  4).  The  serum  glutamic  oxalo- 
acetic transaminase  was  90  units  (normal 
10  to  40);  the  serum  glutamic  pyruvic 
transaminase  was  110  units  (normal  10  to 
40).  The  serum  cholesterol  was  304  mg. 
per  100  ml.  The  serum  amylase  was  65 
units  (normal  50  to  180),  and  the  serum 
lipase  level  was  0.  The  urine  urobilinogen 
was  2 mg.  in  twenty-four  hours  (normal 
0 to  4 mg.).  The  serum  calcium  was  6.6 
mg.  and  the  serum  phosphorus  was  3.5 
mg.  per  100  ml.  The  serum  electrophoresis 
showed  slight  elevation  of  alpha-1  and 
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alpha-2  globulins.  The  serum  proteins 
were  6.9  Gm.  per  100  ml.  with  an  albu- 
min-globulin ratio  of  4.7: 2.2.  The  carbon 
dioxide  combining  power  was  25.1  mEq., 
serum  potassium  5 mEq.,  serum  sodium 
140  mEq.,  and  serum  chlorides  95  mEq.  per 
liter. 

An  initial  chest  x-ray  film  showed 
pulmonary  emphysema  and  a nodular 
density  in  the  right  midlung  field  with 
probable  calcification.  An  upper  gastro- 
intestinal series  showed  an  enlarged  liver 
shadow  but  was  otherwise  normal.  A 
barium  enema  and  sigmoidoscopy  showed 
negative  findings.  A repeat  chest  x-ray 
film  prior  to  operation  showed  no  change 
from  the  first  chest  film. 

During  his  hospital  course  the  patient 
remained  afebrile  except  for  a temperature 
rise  to  101  F.  on  one  occasion.  His  jaun- 
dice continued  to  deepen  with  a rise  in 
serum  bilirubin  to  35  mg.  per  100  ml. 
An  aspiration  biopsy  of  the  liver  showed 
conspicuous  bile  stasis  associated  with 
slight  portal  fibrosis,  suggesting  obstruc- 
tion. On  the  thirty-third  hospital  day 
the  patient  underwent  exploratory  lapa- 
rotomy. A 15-cm.  mass  was  found  in  the 
area  of  the  head  of  the  pancreas,  obliterat- 
ing the  common  bile  duct.  The  gall- 
bladder was  markedly  distended,  and 
3 L.  of  ascitic  fluid  were  noted  in  the  peri- 
toneal cavity.  A biopsy  was  taken  of  the 
pancreatic  mass,  and  a cholecysto gastros- 
tomy was  performed.  In  the  initial 
postoperative  period  the  patient  did  well. 
The  total  bilirubin  decreased  to  14.8  mg. 
per  100  ml.,  although  the  alkaline  phos- 
phatase remained  18.9  Bodansky  units. 
On  the  fifth  postoperative  day  the  patient’s 
blood  pressure  dropped  suddenly,  and 
coffee-ground  material  was  noted  in  the 
gastric  aspiration  via  a Levin  tube.  The 
stool  became  tarry  in  color,  and  the  hemo- 
globin fell  rapidly  to  5.5  Gm.  per  100  ml. 
The  patient  was  given  a transfusion,  but 
the  hemoglobin  remained  unchanged,  and 
the  blood  pressure  remained  85/60.  As- 
citic fluid  continued  to  drain  through  the 
abdominal  incision. 

The  patient’s  blood  urea  nitrogen  rose 
gradually  to  81  mg.  per  100  ml.;  his  white 
count  rose  to  31,500  and  was  associated 
with  19  per  cent  normoblasts.  The  serum 
amylase  was  found  to  be  20  units  per  100 
ml.  Bleeding  time,  clotting  time,  serum 


fibrinogen,  and  prothrombin  consumption 
time  were  within  normal  limits.  Assay 
for  serum  fibrinolysins  gave  negative  results. 
The  patient’s  total  protein  dropped  to 
3.9  Gm.  per  100  ml.  with  an  albumin  of 
2.4  Gm.  and  globulin  1.5  Gm.  Successive 
determinations  of  serum  potassium  were 
reported  as  2.6  mEq.  and  3.3  mEq.  per 
liter.  The  stools  continued  to  be  tarry  in 
color  and  consistency.  The  patient  de- 
veloped muscle  twitching  about  the  face 
and  upper  extremities  which  suggested 
liver  flap.  The  serum  calcium  at  this 
time  was  reported  to  be  6 mg.  per  100  ml. 

The  patient  continued  to  bleed  from  the 
gastrointestinal  tract,  lapsed  into  coma, 
went  further  into  shock,  and  died  on  the 
fifty-first  hospital  day. 

Discussion 

Seymour  Fink,  M.D.:  We  are  pre- 

sented with  a patient  who  has  right  upper 
quadrant  pain,  loss  of  appetite  and  weight, 
dark  urine,  and  clinical  jaundice  for  about 
one  month.  There  was  a twelve-year 
history  of  diabetes  mellitus.  At  the  time 
of  hospital  admission  the  liver  was  en- 
larged, smooth,  and  hard;  a urinalysis 
gave  positive  results  for  bile,  although  the 
urinary  urobilinogen  was  normal.  The 
serum  bilirubin  contained  a high  direct 
fraction;  the  cholesterol  and  alkaline 
phosphatase  were  elevated.  The  aspira- 
tion biopsy  of  the  liver  showed  conspicuous 
bile  stasis  and  slight  portal  fibrosis,  fur- 
ther suggesting  obstructive  jaundice.  At 
operation,  a mass  in  the  head  of  the 
pancreas  was  found,  and  the  gallbladder 
was  markedly  distended. 

With  these  findings  and  with  Cour- 
voisier’s  law  in  mind,  a lesion  in  the  head  of 
the  pancreas  seems  much  more  likely  than 
a common  duct  stone.  The  past  history 
and  clinical  course  do  not  suggest  pan- 
creatitis but  rather  a neoplasm.  The 
twelve-year  history  of  diabetes  mellitus 
influences  me  in  favor  of  a carcinoma  of  the 
head  of  the  pancreas.  The  literature 
appears  divided  as  to  whether  or  not 
diabetes  mellitus  predisposes  one  to  car- 
cinoma of  the  pancreas.1,2  My  personal 
experience  indicates  a closer  correlation  of 
the  two  conditions  than  the  literature 
would  indicate.  Can  we  review  the  x-ray 
films? 
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FIGURE  1.  Abdominal  film  showing  hepatomegaly  right  lower  lung  with  band  atelectasis  and  pneu- 
and  markedly  distended  gallbladder  (arrows).  monia  at  left  base. 


John  Batillas,  M.D.:  The  initial  ra- 

diograph of  the  chest  is  unremarkable 
except  for  a 7-mm.  nodular  density  in  the 
right  midlung  field  laterally,  which  appears 
to  contain  calcium  and  represents  a 
calcified  granuloma.  Examination  of  the 
abdomen  demonstrates  hepatomegaly  (Fig. 
1).  An  ovoid,  soft-tissue  density  is  seen 
to  the  right  of  the  lower  lumbar  vertebrae 
in  relation  to  the  inferior  margin  of  the 
liver  and  independent  of  the  kidney,  sug- 
gesting a distended  gallbladder.  The 
gastrointestinal  series  and  barium  enema 
findings  are  normal  except  for  diverticula 
of  the  sigmoid  colon. 

Re-examination  of  the  chest  two  weeks 
following  the  initial  study  demonstrated 
a pneumonic  infiltration  in  the  right  lower 
lung  field.  The  final  examination  of  the 
chest  revealed  persistence  of  the  infiltrate 
in  the  right  lower  lung  field  and  a pneu- 
monic process  at  the  left  base  with  evi- 
dence of  band  atelectasis  (Fig.  2). 

Dr.  Fink:  The  negative  findings  of 

the  gastrointestinal  series  do  not  rule  out  a 
diagnosis  of  pancreatic  neoplasm,  since  at 
least  half  of  the  cases  of  symptomatic 
carcinoma  of  the  pancreas  appear  normal 
on  barium  meal  study.  Additional  di- 
agnostic procedures  to  be  considered  would 


be  a celiac  axis  or  superior  mesentery  angi- 
ography. I feel  they  would  have  con- 
firmed the  presence  of  a carcinoma  of  the 
head  of  the  pancreas. 

The  postoperative  gastrointestinal  bleed- 
ing strikes  me  as  the  real  problem.  A 
barium  meal  examination  employing  the 
Hampton  technic  might  have  been  useful 
in  determining  a site  of  upper  gastro- 
intestinal bleeding.  By  this  technic  the 
patient  is  turned  gently  from  one  lateral 
decubitus  position  to  another  and  not 
into  the  prone  position,  thus  avoiding 
excessive  abdominal  pressure.  Gastros- 
copy and  esophagoscopy  also  could  have 
been  helpful.  The  patient  may  have  had 
an  unsuspected  ulcer  prior  to  the  onset 
of  jaundice,  or  he  may  have  developed 
a stress  ulcer  postoperatively.  Likewise, 
during  the  postoperative  period  after 
cholecystogastrostomy,  a tight  suture  line 
might  have  torn  through  the  wall  of  the 
stomach,  gallbladder,  or  a major  blood 
vessel.  Hemobilia  doesn’t  seem  very 
likely,  since  there  was  no  evidence  of  a 
common  duct  stone  which  is  the  most 
frequent  cause  of  hemobilia.  I did  not 
seriously  consider  erosion  of  the  tumor  mass 
into  the  stomach  or  duodenum,  because 
there  was  no  evidence  of  this  at  operation. 
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FIGURE  3.  Biopsy  of  pancreas  showing  marked  in- 
flammatory change  (hematoxylin  and  eosin  stain). 


John  T.  Flynn,  M.D.:  Dr.  Moumgis, 

what  did  the  biopsy  of  the  pancreatic 
mass  show? 

Basil  Moumgis,  M.D.:  The  frozen 

section  material  as  well  as  the  subsequent 
routine  microscopic  examination  indicated 
the  presence  of  chronic  inflammation  and 
fibrosis  without  any  evidence  of  neo- 
plasm (Fig.  3). 

Dr.  Flynn:  Are  you  ready  to  change 

your  diagnosis  about  pancreatic  carcinoma, 
Dr.  Fink? 

Dr.  Fink:  Not  a bit.  Negative  find- 

ings like  these  are  still  compatible  with  a 
diagnosis  of  carcinoma  of  the  pancreas. 
The  surgeon  simply  may  have  incised  an 
area  of  inflammation  in  the  mass,  and, 
therefore,  no  tumor  cells  would  be  seen. 
This  situation  is  not  uncommon,  and  bi- 
opsies giving  negative  results  for  neoplasm 
similar  to  this  have  been  recorded  in  the 
literature.  Surgeons  are  not  inclined  to 
biopsy  the  pancreas  because  of  the  danger 
of  complications  such  as  fistula,  pan- 
creatitis, and  abscess  formation.  Despite 
these  drawbacks,  the  need  for  a tissue 
diagnosis  at  times  warrants  the  per- 
formance of  such  a biopsy,  either  a wedge 
biopsy  or  a needle  aspiration.  In  this 
case,  I repeat,  the  patient  showed  no 
clinical  findings  of  pancreatitis  such  as 
nausea,  vomiting,  abdominal  distention, 
elevated  temperature,  the  Grey-Turner 
sign,  tenderness  on  palpation  of  the 
abdomen,  or  muscle  guarding.  Therefore, 
I still  think  carcinoma  is  the  most  likely 
possibility. 

Lewis  Bronstein,  M.D.:  I would  like 

to  offer  the  reminder  that  carcinoma  of 
the  ampulla  of  Vater  tends  to  bleed,  some- 
times massively,  and,  of  course,  this  tumor 


causes  jaundice  with  a large  obstructive 
element  such  as  we  see  in  this  case.  The 
bleeding  and  clotting  times  are  normal, 
and  certainly  there  was  no  evidence  of  a 
generalized  hemorrhagic  tendency  during  or 
after  the  operation  which  might  otherwise 
explain  the  massive  bleeding. 

Dr.  Flynn:  When  I saw  this  patient 

postoperatively,  he  was  losing  a large 
amount  of  thin,  watery  fluid  through  the 
abdominal  incision,  certainly  suggesting  the 
presence  of  continuing  ascites.  Dr.  Fink, 
could  this  fluid  be  due  to  an  outpouring  of 
pancreatic  enzymes  into  the  peritoneal 
cavity? 

Dr.  Fink:  It  doesn’t  seem  very  likely. 

Remember  that  the  patient  had  3 L.  of 
ascitic  fluid  at  operation  prior  to  pancreatic 
biopsy.  Such  ascitic  fluid  might  be  caused 
by  metastasis  of  carcinoma  to  the  peri- 
toneum or  possibly  by  compression  of  the 
portal  vein  with  portal  hypertension. 
Although  serum  proteins  were  normal  ini- 
tially in  this  case,  the  subsequent  decrease 
may  have  contributed  to  the  ascites.  If 
the  fluid  in  the  abdomen  had  been  due  to  a 
pancreatic  fistula,  I might  have  expected 
irritative  changes  in  the  skin  and  sub- 
cutaneous tissues  from  the  action  of  pan- 
creatic enzymes  as  they  were  discharged 
through  the  abdominal  incision.  The  fluid 
could  have  been  analyzed  for  the  presence 
of  these  enzymes.  You  are  not  suggesting, 
Dr.  Flynn,  a fistula  to  the  skin  which  is  a 
fairly  common  complication  of  pancreatic 
biopsy.  Internal  fistulas  from  the  pan- 
creatic biopsy  site  to  the  stomach  or 
duodenum  are  uncommon. 

Sigmund  Falk,  M.D.:  How  do  you 

explain  the  low  serum  calcium,  Dr.  Fink? 

Dr.  Fink:  I must  admit  that  this  fact 

suggests  some  element  of  pancreatic  inflam- 
mation as  supported  by  the  biopsy.  We 
often  see  low  calcium  in  the  presence  of 
acute  pancreatitis,  usually  about  the  second 
day  after  the  onset  of  an  attack.  There 
also  is  another  interesting  and  quite  dif- 
ferent relationship  of  calcium  to  pan- 
creatitis which  I feel  I should  mention; 
I am  referring  to  hyperparathyroidism. 
The  mechanism  is  not  known,  but  pre- 
sumably calcium  ions  in  high  concentra- 
tions in  pancreatic  cells  will  accelerate  the 
conversion  of  trypsinogen  to  trypsin. 
When  this  occurs  inside  the  pancreatic 
cells  it  may  cause  their  destruction  with 
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subsequent  inflammation  and  necrosis  of 
nearby  blood  vessels.  Another  explana- 
tion offered  is  that  the  high  calcium  in 
hyperparathyroidism  causes  deposits  of 
calcium  in  the  pancreas  and  thereby  con- 
tributes to  a pancreatitis.  In  line  with  this 
discussion,  if  a high  or  normal  calcium  is 
found  in  a patient  with  pancreatitis,  the 
clinician  should  consider  the  possibility  of 
hyperparathyroidism.  Incidentally,  the 
low  calcium  in  this  case  may  have  con- 
tributed to  the  muscle  twitching  of  the  face 
and  upper  extremities. 

I would  like  to  return  to  the  diagnostic 
importance  of  enzyme  tests.  The  serum 
amylase  is  the  most  important  in  the  early 
phase  of  pancreatitis;  an  elevated  value 
frequently  returns  to  normal  within  forty- 
eight  hours.  However,  the  lipase  tends 
to  stay  elevated  for  a longer  time.  In 
chronic  relapsing  pancreatitis,  both  en- 
zymes are  often  within  normal  limits 
because  of  the  insufficient  functioning 
acinar  tissue.  In  carcinoma  of  the  pan- 
creas, lipase  is  elevated  more  frequently 
than  amylase,  but  I have  not  found  this 
to  be  a reliable  diagnostic  guide. 

Joseph  Rechtschaffen,  M.D.:  I’d  like 

to  make  a comment  about  jaundice  with 
acute  pancreatitis.  This  relationship  is 
found  most  commonly  in  alcoholic  persons, 
and  the  jaundice  is  due  to  liver  damage. 
However,  in  about  40  per  cent  of  the  cases 
of  jaundice  associated  with  pancreatitis 
there  is  a common  duct  obstruction.3 
Approximately  one  third  of  these  obstruc- 
tions are  caused  by  swelling  of  the  head  of 
the  pancreas  with  pressure  on  the  common 
duct,  and  the  remainder  are  the  result  of 
stones  impacted  in  the  lower  portion  of  the 
common  bile  duct. 

Aaron  Spielman,  M.D.:  Most  clini- 

cians believe  that  an  impacted  stone  can 
cause  regurgitation  of  bile  back  into  the 
pancreatic  duct  and  thereby  cause  pan- 
creatitis. 

Dr.  Rechtschaffen:  There  is  ana- 

tomic justification  for  the  reflux  idea,  because 
in  a high  percentage  of  the  cases  the  pan- 
creatic duct  and  common  bile  duct  have  a 
common  entrance  into  the  duodenum. 
On  the  other  hand,  doubt  has  been  cast  on 
the  significance  of  such  bile  reflux  as  a 
completely  sufficient  cause  of  pancreatitis. 4 
A normal  reflux  without  symptoms  has 
been  observed.  When  the  entrances  of 


the  two  ducts  are  separate,  they  are  so  close 
together  that  a stone  impacted  in  the 
lower  end  of  the  common  bile  duct  would 
effectively  block  the  distal  portion  of  the 
pancreatic  duct  by  extrinsic  pressure. 

George  Schreiber,  M.D.:  Another 

possibility  is  the  Zollinger-Ellison  syn- 
drome with  a pancreatic  mass  and  gastro- 
intestinal bleeding  from  a peptic  ulcer. 
In  this  syndrome  the  ulcer  gives  rise  to 
gastrointestinal  hemorrhage  in  about  20 
to  25  per  cent  of  the  cases.5  The  tumor  in 
this  condition  can  be  solitary,  and  40  per 
cent  of  such  solitary  tumors  are  located  in 
the  head  of  the  pancreas.  But  in  the 
absence  of  long-standing  diarrhea,  and 
with  negative  findings  in  the  gastrointesti- 
nal series,  I would  vote  against  the  Zol- 
linger-Ellison syndrome. 

Dr.  Fink:  I am  still  impressed  with 

the  postoperative  hemorrhage.  The 
abrupt  drop  in  blood  pressure,  sudden 
appearance  of  coffee-ground  material  in 
the  Levin  tube,  and  tarry  stools  with  rapid 
fall  in  hemoglobin  suggest  that  the  bleeding 
was  localized  in  the  upper  portion  of  the 
gastrointestinal  tract.  The  normoblast 
count  of  19  per  cent  most  likely  represents 
an  effective  bone  marrow  response  to  the 
severe  hemorrhage.  The  subsequent  rise 
of  the  blood  urea  nitrogen  to  81  mg.  per 
100  ml.  reflects  decreased  kidney  function 
after  hemorrhage.  I would  not  blame 
uremic  enteritis  for  the  hemorrhage,  since 
the  bleeding  preceded  the  rise  in  blood 
urea  nitrogen. 

Dr.  Flynn:  Dr.  Mitrakul,  did  you  have 

an  explanation  for  the  sudden  appearance 
of  target  cells? 

Satu  Mitrakul,  M.D.:  We  felt  this 

was  consistent  with  the  rapid  rise  in 
bilirubin  rather  than  a reflection  of  hemo- 
globinopathy. Even  the  red  cells  from  a 
normal,  healthy  person  can  assume  a 
target  appearance  when  incubated  with 
hyperbilirubinemic  serum.6 

Clinical  diagnoses 

1.  Chronic  pancreatitis,  probably  post- 
alcoholic, with  fibrosis  and  secondary  ob- 
struction of  the  common  bile  duct 

2.  Potosperative  pneumonia,  right  lower 
lobe 

3.  Gastrointestinal  hemorrhage  due  to 
postoperative  stress  reaction 
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FIGURE  4.  Black  arrow  indicates  site  of  common 
bile  duct  obstruction;  white  arrow  (CBD)  demon- 
strates dilated  proximal  portion  of  duct. 


Dr.  Fink’s  diagnoses 

1.  Carcinoma  of  the  head  of  the  pancreas 
with  common  bile  duct  obstruction 

2.  Gastrointestinal  hemorrhage  secondary 
to  ulceration  associated  with  postoperative 
stress  reaction 


Pathologic  report 

Dr.  Moumgis;  At  the  autopsy  we  were 
presented  with  a middle-aged  man  who 
showed  pronounced  icterus  and  crops  of 
petechiae  over  the  chest  and  abdomen. 
The  abdomen  was  moderately  protuberant 
and  showed  a recent  right  rectus  surgical 
incision.  The  peritoneal  cavity  contained 
approximately  4,000  ml.  of  amber  ascitic 
fluid.  The  liver  edge  extended  about 
5 cm.  below  the  costal  margin.  The  recent 
cholecysto  gastrostomy  was  intact.  Dis- 
section in  the  region  of  the  porta  hepatis 
and  pancreas  revealed  dilatation  of  the 
hepatic  ducts,  cystic  duct,  and  proximal 
portion  of  the  common  bile  duct.  A 
granular  mass  of  neoplastic  tissue  occluded 
1.5  cm.  of  the  common  bile  duct,  3 cm. 
proximal  to  its  termination  (Fig.  4). 
Distal  to  the  lesion  the  common  bile  duct 
was  unobstructed.  The  mass  involving 
the  common  bile  duct  penetrated  deeply 
into  the  head  of  the  pancreas  with  obstruc- 
tion of  the  pancreatic  duct  3 cm.  from  its 
termination.  Proximal  to  this  obstruction 
the  duct  was  dilated  surrounded  by  firm, 
fibrotic  pancreatic  tissue.  Microscopically, 
the  neoplasm  proved  to  be  a well-differenti- 
ated adenocarcinoma.  A transition  from 


FIGURE  5.  Primary  adenocarcinoma  arising  in 
common  bile  duct  (hematoxylin  and  eosin  stain). 


normal  bile  duct  mucosa  to  neoplastic 
glandular  tissue  could  be  identified  (Fig. 
5). 

A suture  was  located  at  the  site  of  the 
pancreatic  biopsy  separate  from  the  neo- 
plastic tissue.  Microscopic  changes  in  this 
area  were  similar  to  those  found  at  the 
surgical  biopsy  together  with  fat  necrosis. 
The  body  and  tail  of  the  pancreas  revealed 
interstitial  inflammation  with  fibrosis.  A 
small  metastasis  was  found  in  the  tail  of  the 
pancreas,  separate  from  the  common  duct 
lesion.  Lymph  nodes  adjacent  to  the 
porta  hepatis  were  partially  replaced  by 
neoplastic  tissue.  The  liver  was  slightly 
enlarged  and  showed  two  small  meta- 
static lesions.  Microscopically,  there  was 
marked  distortion  of  the  architecture 
due  to  portal  fibrosis  associated  with  bile 
duct  proliferation  and  chronic  inflammation 
(Fig.  6).  The  hepatic  and  Kupffer  cells 
contained  large  amounts  of  bile  pigment, 
and  the  biliary  radicals  and  canaliculi  were 
markedly  distended  by  inspissated  bile. 
These  findings  are  a reflection  of  biliary 
obstruction.  A moderately  sized  heman- 
gioma also  was  demonstrated  within  the 
liver. 

Other  findings  in  the  case  were  bilateral 
pleural  effusions  (1,000  ml.),  severe  pul- 
monary congestion,  and  focal  atelectasis. 
The  heart  was  not  enlarged.  The  myo- 
cardium was  flabby  and  microscopically 
showed  evidence  of  a mild,  nonspecific, 
chronic  inflammation  which  is  frequently 
encountered  in  a variety  of  debilitating 
conditions.  The  lower  esophagus,  stom- 
ach, and  duodenum  revealed  multiple 
superficial  erosions  consistent  with  a stress 
phenomenon.  There  was  no  evidence  of 
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FIGURE  6.  (A)  Section  of  liver  showing  portal  fibrosis  and  bile  duct  proliferation;  and  (B)  bile  ducts 
distended  with  inspissated  bile  (hematoxylin  and  eosin  stain). 


recent  gastrointestinal  hemorrhage.  The 
kidneys  showed  bile  pigment  in  the  tubular 
epithelia  and  lumina. 

Charles  M.  Karpas,  M.D.:  Primary 

malignant  tumors  of  the  common  bile 
duct  are  infrequent,  although  they  are 
more  common  than  the  better-known 
carcinoma  of  the  ampulla  of  Vater.  Benign 
tumors  in  this  location  are  even  more 
uncommon.  Bile  duct  carcinomas  invade 
adjacent  organs  by  direct  extension  so 
that  the  original  site  of  origin  is  often 
difficult  to  determine;  therefore,  it  is 
necessary  to  examine  serial  sections  of  the 
common  duct  to  confirm  its  site  of  origin. 

Dr.  Fink:  This  is  a good  example  of 

what  happens  in  some  cases  of  gastro- 
intestinal bleeding  which  can  cause  con- 
siderable anxiety,  especially  when  the 
radiologist  finds  no  specific  lesion  initially. 
In  fact,  the  pathologist  at  postmortem 
examination  often  has  great  difficulty  in 
localizing  any  area  of  bleeding.  It  is 
possible  that  in  the  last  few  days  before 
death  the  patient  developed  these  super- 
ficial gastrointestinal  erosions  which  Dr. 
Moumgis  reported;  they  could  have  been 
caused  by  stress  reactions  and  possibly 
aggravated  by  uremia.  I would  favor 
them  as  a source  of  the  bleeding  rather 
than  presume  a general  diapedesis  of  red 
cells  through  the  walls  of  the  intestines. 

Richard  Nolan,  M.D.:  When  we  find 

obstructive  jaundice  and  massive  gastro- 
intestinal hemorrhage,  we  should  add  bile 
duct  carcinoma  to  our  list  of  diagnostic 
suspicions.  The  ascites  is  not  entirely 


explained,  as  Dr.  Fink  suggested;  perhaps 
the  drop  in  serum  protein  and  the  pressure 
of  the  pancreatic  mass  on  the  portal  circu- 
lation contributed  to  the  formation  of 
ascites.  However,  for  some  obscure  reason 
which  has  never  been  explained,  about  50 
per  cent  of  the  cases  of  carcinoma  of  the 
common  bile  duct  are  associated  with  some 
degree  of  ascites.  Unfortunately,  surgery 
can  only  be  palliative  in  these  cases  because 
of  the  technical  problems  posed  by  the 
immediately  adjacent  portal  vein  and 
hepatic  artery  and  by  the  tendency  of  this 
carcinoma  to  spread  to  nearby  organs  very 
early  in  its  course. 

Final  diagnoses 

1.  Carcinoma  of  the  common  bile  duct 
with  metastases  to  pancreas,  liver,  and 
regional  lymph  nodes 

2.  Stress  ulcer  of  esophagus,  stomach,  and 
duodenum 

3.  Nonspecific  myocarditis 

4.  Bile  nephrosis 
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Gross  Rectal  Bleeding  in  Newborn 


Case  history 

Richard  Stewart,  M.D.  *:  The  patient 

is  a five-day-old  girl  born  by  elective 
cesarean  section.  The  infant  is  a product 
of  a normal  pregnancy  and  weighed  4 
pounds,  12  ounces  at  birth.  She  did  well 
for  four  and  one-half  days,  at  which  time 
a nurse  noted  some  blood  on  the  baby’s 
diaper  and  some  blood  around  the  rectal 
area.  Over  the  next  four  or  five  hours  the 
patient  had  four  to  five  small  bloody  bowel 
movements. 

At  physical  examination  the  pulse  was 
160  per  minute  and  the  respiratory  rate 
varied  between  30  and  40  per  minute. 
The  remainder  of  the  physical  examination 
gave  completely  negative  results  except 
for  the  finding  of  some  blood  around  the 
anal  area. 

The  laboratory  data  included  a hemato- 
crit of  49,  hemoglobin  17  Gm.  per  100  ml.; 
the  white  blood  count  and  differential  count 
were  normal. 

Edward  Carsky,  M.D.f:  The  radio- 
graphic  study  of  the  chest  is  normal.  The 
abdomen  films  show  a very  unusual  and 
abnormal  gas  pattern.  There  are  several 
bowel  loops  showing  gas  and  stool  present 
in  varying  degrees.  In  the  upper  quadrant 
there  is  a bowel  loop  which  probably  repre- 
sents colon,  and  this  has  a radiolucent  gas 
shadow  in  its  wall  or  adjacent  to  it  (Fig. 

* Resident,  Department  of  Radiology,  Upstate  Medical 
Center. 

t Assistant  Professor,  Department  of  Radiology,  Upstate 
Medical  Center. 


1A).  This  probably  represents  gas  within 
the  bowel  wall.  In  the  right  lower  quad- 
rant, there  are  some  slightly  distended 
loops  which  may  represent  small  intestine. 
The  walls  of  these  loops  are  slightly  thick- 
ened suggesting  edema  and/or  congestion. 

Although  there  was  apparently  no  history 
of  diarrhea,  the  roentgen  finding  strongly 
suggests  a condition  called  enterocolitis  of 
infancy.  This  is  an  inflammatory  con- 
dition of  obscure  etiology  characterized  by 
edema  and  acute  inflammatory  changes  of 
the  colonic  wall  and  by  a tendency  to  de- 
velop necrosis  and  gangrene. 

Joseph  Whalen,  M.D.**:  The  loops  of 
small  bowel  in  the  right  lower  quadrant  ap- 
pear to  demonstrate  thickened  walls.  It  ap- 
pears that  these  loops  remain  relatively 
fixed  despite  change  in  the  child’s  position. 

Dr.  Carsky:  I have  the  impression 

that  this  indicates  that  the  loops  are  edema- 
tous and  inflamed  and  as  a result  are  rela- 
tively fixed.  I think  this  is  a diffuse  bowel 
abnormality  which  involves  the  entire 
colon  as  well  as  the  distal  ileum.  There 
probably  is  no  associated  obstruction. 

The  lateral  view  of  the  abdomen  shows 
gas  in  the  branches  of  the  portal  vein 
within  the  liver  (Fig.  IB).  Gas  in  the 
portal  vein  is  frequently  associated  with 
intestinal  necrosis,  and  I believe  that  this 
is  a common  finding  in  cases  of  infantile 
enterocolitis. 

**  Assistant  Professor,  Department  of  Radiology,  Upstate 
Medical  Center. 
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FIGURE  1.  Roentgenograms  of  abdomen.  (A) 
Anteroposterior  film  showing  linear  gas  shadows 
representative  of  air  in  wall  of  intestine  (single 
arrows).  (B)  Lateral  film.  Also  readily  visible  is 
gas  located  peripherally  within  liver  shadow  in  por- 
tal circulation  (double  arrows). 


Dr.  Carsky's  diagnosis 

Acute  enterocolitis  of  infancy 

Thomas  Simon,  M.D.*:  The  tissue 

received  in  the  laboratory  was  a 16-cm. 
segment  of  bowel  including  the  terminal 
3 cm.  of  ileum,  the  appendix,  and  the  proxi- 

* Associate  Professor,  Department  of  Pathology.  Upstate 
Medical  Center. 


FIGURE  2.  Section  of  entire  thickness  of  colon 
near  area  of  perforation.  Blood  but  no  exudate  in 
lumen  at  top  of  photograph.  Early  infarction  of 
wall.  Purulent  exudate  on  serosal  surface  at  bot- 
tom of  photograph. 


mal  portion  of  colon.  Because  the  speci- 
men had  been  sent  fixed  in  Bouin’s  solution, 
no  accurate  gross  assessment  of  color  and 
consistency  was  possible.  There  was  an 
area  of  apparent  perforation  in  the  trans- 
verse colon. 

Sections  through  all  portions  of  bowel 
showed  marked  congestion  and  edema  seen 
predominantly  in  the  submucosa.  In 
sections  near  the  gross  perforation  there 
were,  in  addition,  areas  of  hemorrhagic 
infarction  and  a serosal  covering  of  puru- 
lent exudate  (Fig.  2).  In  all  of  the  sections, 
the  lumen  contained  large  numbers  of  red 
blood  cells  but  few  inflammatory  cells. 
None  of  the  sections  showed  significant 
inflammatory  cell  infiltration  of  mucosa, 
submucosa,  or  muscularis.  In  summary, 
the  histologic  findings  suggested  infarction 
followed  by  perforation  and  peritonitis 
rather  than  enterocolitis.  However,  there 
were  no  thrombosed  vessels  in  any  of  the 
sections,  and  none  were  noted  at  surgery. 
The  attachment  of  the  right  colon  was  such 
that  infarction  secondary  to  volvulus  was 
not  a possibility.  I cannot  exclude  the 
possibility  that  the  initial  problem  was 
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FIGURE  3.  Transverse  section  of  colon  showing 
gas  cysts  in  submucosal  and  serosal  areas.  Puru- 
lent exudate  on  serosal  surface. 


enterocolitis  which  had  either  subsided 
or  did  not  happen  to  be  present  in  the  area 
I chose  for  microscopic  examination. 

The  gas  cysts  anticipated  from  radiologic 
examination  were  numerous  in  both  sub- 
mucosal and  subserosal  areas.  Bacilli  could 
be  identified  along  the  inner  surfaces; 
there  was  little  or  no  inflammatory  re- 
sponse (Fig.  3). 

E.  Robert  Heitzman,  M.D.*:  This 

is  a most  interesting  problem  recently 
reviewed  by  the  group  in  radiology  at 
Babies  Hospital  in  New  York  City.1  They 
present  their  experience  with  21  cases 
accumulated  in  a review  of  the  records  of 
about  2,000  premature  infants  seen  over 
the  course  of  the  last  several  years.  There 
are  certain  similarities  between  this  case 

* Associate  Professor,  Department  of  Radiology,  Upstate 
Medical  Center. 


and  the  ones  they  report,  and  there  are 
some  differences.  The  cases  they  report 
were  universally  premature  patients.  This 
baby  was  premature  by  weight  although 
not  by  date.  Most  of  their  cases  occurred 
in  children  who  weighed  less  than  1,500 
Gm.  This  child  weighed  2,150  Gm. 
Interestingly,  most  of  the  infants  in  the 
Babies  Hospital  series  were  normal  for 
two  or  three  days  postdelivery  and  then 
suddenly  became  very  ill.  The  patients 
very  commonly  had  necrotic  gut,  and  this 
was  frequently  confined  to  the  right  colon, 
the  appendix,  and  the  terminal  ileum. 
Gas  in  the  wall  of  the  bowel  was  common, 
and  gas  in  the  portal  circulation  was  also 
rather  frequently  seen.  They  did  not, 
however,  find  any  instance  where  there 
was  a major  artery  or  vein  occluded. 
Pseudomembrane  formation  with  marked 
inflammatory  cell  response  were  character- 
istic of  the  pathologic  picture  in  their  cases. 

Enterocolitis  is  also  relatively  common 
in  another  group  of  infants.  These  are 
full-term  babies  with  aganglionic  mega- 
colon. Pathologically,  this  form  of  entero- 
colitis is  apparently  indistinguishable  from 
that  seen  in  premature  infants  with  gan- 
glion cells  in  the  intestinal  tract.  In  this 
group  of  infants,  however,  gas  in  the  portal 
circulation  has  not  been  seen. 

In  the  present  case,  inflammatory  cell 
infiltrate  was  minimal;  microscopically, 
the  lesions  had  more  the  appearance  of  a 
primary  vascular  accident.  In  some  ways, 
therefore,  this  case  is  more  like  one  reported 
by  Pagan-Carlo  and  DeMouy.2  They 
report  a twelve-day-old  infant,  apparently 
not  premature,  who  suddenly  became  ill 
and  demonstrated  gas  in  the  portal  circu- 
lation. Subsequently,  necrotic  colon  and 
terminal  ileum  were  found  associated  with 
occlusion  of  major  mesenteric  veins. 


Final  diagnosis 

Infarction  followed  by  perforation  and 
peritonitis;  or  enterocolitis  followed  by  in- 
farction 
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T he  use  of  various  estrogen-progesterone 
combinations  for  ovulation  suppression  in 
family  planning  is  becoming  widespread. 
There  is  little  doubt  that  the  use  of  these 
compounds  is  virtually  100  per  cent  effec- 
tive, inexpensive,  and  convenient.  Pa- 
tient acceptance  has  been  excellent  and 
compromised  only  by  the  occurrence  of  mild 
side-effects.  These  include  nausea,  break- 
through bleeding,  edema,  and  weight  gain. 
Contraindications  to  the  use  of  the  com- 
pounds include  pre-existing  genital  or 
breast  carcinoma;  pre-existing  liver  dis- 
ease, dysfunction,  or  jaundice;  and  previous 
thrombophlebitis  or  pulmonary  embolism. 
A relative  contraindication  is  the  presence 
of  uterine  leiomyomas  which  may  enlarge 
and  become  symptomatic  with  estrogen- 
progestin  therapy. 

Increased  experience  with  these  drugs 
has  broadened  the  knowledge  of  their 
physiology  and  metabolism  and  their  effect 
on  various  organ  systems  and  bodily  proc- 
esses. Recent  work  has  raised  interest 
in  the  effect  of  estrogen-progesterone  on 
carbohydrate  metabolism.  Gershberg, 
Javier,  and  Hulse1  have  shown  that  a high 
percentage  of  women  receiving  norethy- 
nodrel 5 mg.  with  mestranol  0.075  mg. 


in  cyclic  fashion  for  contraception  have 
decreased  carbohydrate  tolerance.  Posner, 
Silverstone,  and  Pomerance2  have  shown 
a decrease  in  the  rate  of  disappearance  from 
the  blood  of  an  intravenously  administered 
glucose  load  after  an  individual  is  placed 
on  norethynodrel  with  mestranol.  It  is 
the  purpose  of  this  article  to  report  a case 
in  which  the  use  of  norethynodrel  2.5  mg. 
with  mestranol  0.1  mg.  severely  and  ad- 
versely affected  the  management  of  a dia- 
betic patient. 

Case  report 

The  patient  was  first  seen  at  age  eighteen 
on  September  27,  1963,  early  in  her  first 
pregnancy.  Her  past  history  was  un- 
remarkable except  for  a herniorrhaphy  at 
age  two.  Family  history  included  maturity- 
onset  diabetes  mellitus  in  both  maternal 
and  paternal  grandmothers.  Physical  ex- 
amination gave  normal  results  which  were 
compatible  with  early  pregnancy.  Labora- 
tory data  included  a normal  urinalysis, 
hemoglobin  12.6  Gm.  per  100  ml.,  negative 
VDRL  test  result,  and  blood  typing  A 
positive.  Her  course  was  complicated 
only  by  excessive  weight  gain  despite  a 
1,600-calorie  diet.  On  April  17,  1964, 
at  thirty-six  weeks  gestation,  a routine 
urinalysis  revealed  moderate  glycosuria. 
At  this  time  mild  hydramnios  was  noted, 
and  the  fetus  was  estimated  to  be  over 
7 pounds.  A two-hour  postprandial  blood 
sugar  was  87  mg.  per  100  ml.  one  week 
later.  Calorie  intake  was  reduced  to 
1,500  per  day.  On  May  18,  1964,  a 9- 
pound,  2-ounce  male  infant  was  delivered 
by  low  forceps  after  an  uncomplicated 
labor.  The  immediate  postpartum  course 
was  unremarkable.  Menses  resumed  at 
eight  to  ten  weeks  post  partum.  In  late 
October,  1964,  five  months  post  partum, 
she  started  taking  norethynodrel  2.5  mg. 
with  mestranol  0.1  mg.  for  ovulation  sup- 
pression and  contraception.  She  discon- 
tinued this  medication  several  months 
later  for  personal  reasons.  She  was 


April  15,  1967  / New  York  State  Journal  of  Medicine  1073 


next  seen  on  March  24,  1965,  forty-seven 
days  after  her  last  cycle  on  norethynodrel 
with  mestranol,  complaining  of  amenorrhea, 
fatigue,  anorexia,  and  a 13-pound  weight 
loss.  A history  of  polydipsia  and  polyuria 
of  two  months  duration  was  obtained. 
Physical  examination  gave  essentially  nor- 
mal findings.  Urinalysis  showed  slight 
glycosuria  and  a two-hour  postprandial 
blood  sugar  was  150  mg.  per  100  ml. 
On  April  5,  1965,  a fasting  blood  sugar  was 
304  mg.  per  100  ml. 

The  patient  was  reticent  to  accept 
therapy  with  insulin.  Since  the  onset  of 
her  symptoms  was  more  suggestive  of 
maturity-type  diabetes  than  of  juvenile, 
and  since  infection,  ketosis,  and  acidosis 
were  not  apparent,  it  was  decided  to  try 
to  regulate  blood  glucose  levels  with  an  oral 
antidiabetic  agent.  Accordingly,  aceto- 
hexamide  was  prescribed,  initially  in  a 
maintenance  dose  of  1 Gm.  daily.  Fasting 
blood  sugar  on  April  13,  1965,  was  194 
mg.  per  100  ml.,  and  the  dosage  was  in- 
creased to  1,500  mg.  daily.  By  June  23, 
1965,  fasting  blood  sugar  had  leveled  at 
127  mg.  per  100  ml.,  and  the  patient  was 
aglycosuric  and  had  gained  3 pounds.  On 
this  date  norethynodrel  2.5  mg.  with 
mestranol  0.1  mg.  was  reinstituted  for 
purposes  of  contraception.  Within  two 
weeks  there  was  again  noted  glycosuria 
and  polyuria  and  a 2-pound  weight  loss. 
By  July  27,  1965,  fasting  blood  sugar  had 
risen  to  345  mg.  per  100  ml.  Norethynodrel 
with  mestranol  was  discontinued  imme- 
diately and  acetohexamide  increased  to 
1,500  mg.  twice  a day.  Diabetic  symp- 
toms promptly  remitted,  and  on  August 
25,  1965,  fasting  blood  sugar  was  recorded 
at  100  mg.  per  100  ml. 


Comment 

Wilkerson3  and  others  have  demon- 
strated abnormal  glucose  tolerance  during 
pregnancy.  Indeed,  in  women  predis- 
posed to  diabetes,  pregnancy  may  well  be 
provocative  in  altering  glucose  tolerance, 
at  least  during  the  course  of  the  pregnancy, 
and  may  alert  the  physician  to  the  state 


of  prediabetes.  The  alteration  in  glucose 
tolerance  may  well  be  caused  by  one  of  two 
proposed  mechanisms:  (1)  an  increased 

binding  of  insulin  similar  to  the  plasma- 
protein  binding  of  thyroxin  and  corti- 
costeroids following  administration  of  estro- 
gen-progestin combinations4  or  as  found  in 
pregnancy,  and  (2)  an  estrogen-induced 
stimulation  of  ACTH  secretion.5  It  is 
not  the  purpose  of  this  report  to  propose 
which  biochemical  system  is  being  altered 
in  this  case,  but  rather  to  point  up  the 
potential  alteration  of  glucose  tolerance  by 
norethynodrel-mestranol  combinations  in 
an  already  compromised  metabolic  situa- 
tion. Diabetic  and  prediabetic  women 
are  certainly  candidates  for  a plan  of  child 
spacing.  The  various  estrogen-progestin 
combinations  available  for  ovulation  sup- 
pression offer  a convenient  technic  for 
these  women.  However,  we  feel  on  the 
basis  of  this  case  and  because  of  accumulat- 
ing information  concerning  the  effect  of 
estrogen-progestin  on  glucose  metabolism, 
that  another  technic,  mechanical  or  vaginal, 
be  considered  initially,  reserving  the  hor- 
monal suppression  of  ovulation  for  special 
cases.  When  such  cases  are  at  hand,  it 
would  be  advisable  to  follow  the  patients 
with  frequent  blood  sugar  tests  to  detect 
a deterioration  in  diabetic  control.  Further 
studies  on  the  relationship  of  estrogen- 
progestin  and  insulin,  and  indeed  between 
the  sex  steroids  and  the  various  oral 
hypoglycemic  agents,  will  prove  of  great 
value.  A sizable  experience  will  be  neces- 
sary to  assess  whether  or  not  all  oral  con- 
traceptive pills  have  similar  effects  on 
glucose  metabolism  and  in  what  percentage 
of  cases. 
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W/heezing  is  not  always  synonymous 
with  asthma.  Foreign  bodies,  tumors,  and 
vascular  anomalies  can  at  first  appear  as 
wheezing.  In  this  report  are  described  the 
clinical  manifestations  of  foreign-body  re- 
tention distal  to  the  cricopharyngeus  with 
the  unusual  operative  finding  noted  at  its 
removal. 


Case  report 

A three  and  a half-year-old  white  male 
came  to  the  Long  Island  Jewish  Hospital 
out-patient  clinic  with  a one  and  a half- 
year  history  of  wheezing,  minor  hoarseness, 
and  mild  dysphagia.  Pertinent  findings  on 
physical  examination  were  limited  to  the 
chest  where  diffuse  rhonchi  were  heard  as- 
sociated with  expiratory  wheezes.  A chest 
roentgenogram  showed  a coin  lodged  in  the 
upper  esophagus  (Fig.  1). 

Under  oro-endotracheal  anesthesia,  a 
5 by  30  cm.  Jackson  esophagoscope  was 
passed  through  the  cricopharyngeal  sphinc- 
ter into  the  upper  cervical  esophagus. 
On  the  anterior  wall  just  below  the  sphinc- 
ter, a large  mass  of  friable  granulation 
tissue  covered  with  a purulent  exudate  was 


FIGURE  1.  Coin  in  esophagus.  (A)  Lateral  view. 
(B)  Posteroanterior  view  of  chest. 


seen,  but  no  foreign  body.  A roentgeno- 
gram of  the  esophagus  showed  that  the  posi- 
tion of  the  foreign  body  had  not  changed 
and  was  located  at  the  level  of  the  granu- 
loma. Careful  probing  of  this  tissue  dis- 
closed a firm  mass.  This  was  grasped  with 
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ring  rotation  forceps  three  times  but  could 
not  be  delivered  because  of  the  overgrowth 
of  tissue.  Continued  gentle  traction  on  the 
fourth  attempt  brought  the  object  into 
the  esophageal  lumen.  It  proved  to  be  a 
penny,  totally  encrusted  with  a black, 
foul-smelling  crust  which  obscured  all  its 
markings. 

Summary 

In  summary,  a patient  with  a coin  em- 
bedded in  the  esophagus  is  presented. 


For  one  and  a half  years,  this  coin  stayed  in 
the  esophagus  encrusted  in  granulation  tis- 
sue. The  child  manifested  minor  hoarse- 
ness, inspiratory  stridor,  solid  food  dys- 
phagia, and  wheezing,  thought  to  be 
asthma. 

Actually,  these  symptoms  were  caused 
by  recurrent  food  spillage  into  the  re- 
spiratory tree,  secondary  to  the  partial 
obstruction  of  the  esophagus  by  this  coin. 
A roentgenogram  could  have  established 
the  correct  diagnosis  earlier. 
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SlMMONDS’  disease  (hypopituitarism) 
in  the  male  is  not  common,  cases  of  un- 
known cause  with  pathologic  documenta- 
tion being  extremely  rare.  The  disease  in 
general  is  twice  as  common  in  females, 
the  peak  incidence  occurring  between 
twenty  and  sixty  years.1  The  literature 
is  well  documented  with  case  reports  on 
Sheehan’s  syndrome  (postpartum  pituitary 
insufficiency),  and  even  in  this  aspect  of 
hypopituitarism  there  is  disagreement  about 
the  true  incidence  of  the  syndrome.2-4 
No  extensive  studies  in  males  have  been 
reported  to  indicate  the  frequency  of  the 
syndrome.  Sheehan  and  Summer6  re- 
viewed the  literature  through  1949  and 
obtained  information  on  7 autopsied  cases; 
the  cause  was  undetermined  in  each  case. 
Plaut,6  in  a series  of  149  unselected  male 
routine  autopsies,  found  13  cases  of  pituitary 
necrosis.  In  the  recent  literature,  a num- 
ber of  cases  of  known  cause  have  been  re- 
ported. Perkoff  et  al.1  report  a case  in  an 
adult  male  who  developed  a selective 
anterior  pituitary  insufficiency  of  unknown 
cause.  Gilroy  and  Meyer8  describe  2 male 
patients,  ages  fifty-nine  and  seventy-one, 
in  whom  insufficiency  developed.  Since 
no  autopsies  were  reported,  one  can  only 
speculate  whether  insufficiency  developed 
secondary  to  arteriosclerosis  with  infarction 
or  to  primary  atrophy.  The  following  is 
a case  report  of  hypopituitarism  in  a male 
which  was  extensively  studied  and  docu- 
mented by  postmortem  examination. 

Case  report 

A forty-four-year-old,  single,  white  male 
laborer  was  admitted  to  the  Veterans  Ad- 
ministration Hospital  on  September  19, 
1958,  with  the  chief  complaint  of  persistent 


headaches.  His  history  dated  back  to 
1940  when  he  noted  bilateral  parietal 
headaches  of  one  week  duration.  In 
1942,  while  in  the  service,  he  again  com- 
plained of  vague  basilar  headaches.  In 
1945  he  claimed  to  have  fallen  and  to  have 
been  unconscious  for  an  unknown  period 
of  time.  There  was  no  official  documenta- 
tion of  this  incident.  Following  this  oc- 
currence, the  patient  had  multiple  symp- 
toms involving  every  organ  system.  He 
constantly  felt  cold,  and  his  skin  and  hair 
were  always  dry;  he  had  chronic  constipa- 
tion, hearing  impairment,  and  had  noted 
a sparseness  of  body  hair.  There  was 
definite  loss  of  libido.  In  addition,  he  had 
complaints  of  tinnitus,  ankle  edema,  and 
low  back  pain.  Following  the  onset  of  his 
somatic  symptoms,  he  apparently  pre- 
sented a picture  of  increased  withdrawal 
from  interpersonal  relationships.  He  was 
admitted  to  a local  hospital  on  September 
24,  1957,  and  was  discharged  on  October 
30,  1957,  with  a diagnosis  of  hypopituitar- 
ism of  unknown  cause. 

On  initial  examination,  he  was  noted  to 
be  well  developed,  well  nourished,  and  ap- 
peared withdrawn  and  expressionless.  An 
obvious  paranoid  psychosis  was  present. 
His  skin  was  smooth,  finely  textured,  and 
of  a yellow  pallor.  He  was  64  inches  tall 
and  weighed  150  pounds;  pulse  was  64, 
temperature  96.8  F.,  and  blood  pressure 
was  130/90.  He  had  bilateral  perceptive 
deafness;  there  were  no  abnormal  cardiac 
findings.  The  thyroid  gland  was  not 
palpable,  and  the  genitalia  were  grossly 
normal.  Body  hair  appeared  decreased, 
especially  in  the  pubic  and  axillary  regions. 
Classical  myxedema  reflexes  were  present. 

Initial  laboratory  data  were:  white  blood 
count  7,900  with  a normal  differential, 
hemoglobin  11.9  Gm.  per  100  ml.,  and  a 
hematocrit  of  36.  On  repeat  determina- 
tions, hemoglobin  was  10.6  Gm.  per  100 
ml.  and  hematocrit  32  with  a sedimentation 
rate  of  50  mm.  The  serum  cholesterol 
was  307  mg.  per  100  ml.,  and  the  basal  meta- 
bolic rate  was  minus  37  per  cent.  Serum 
protein-bound  iodine  was  2.5  micrograms 
per  100  ml.,  and  the  radioactive  iodine 
uptake  was  8.7  per  cent.  After  10  units 
of  thyroid-stimulating  hormone  were  given 
on  four  consecutive  days,  the  repeat  radio- 
active iodine  uptake  was  9.2  per  cent.  In 
the  water-loading  test,  the  initial  excretion 
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FIGURE  1.  Pituitary  gland  showing  almost  com- 
plete fibrous  replacement  of  anterior  pituitary  tis- 
sue with  only  thin  central  wedge  of  pituitary  pa- 
renchyma remaining. 

was  300  cc.,  and  following  cortisone  the 
value  rose  to  750  cc.9  Gastric  analysis 
after  histamine  stimulation  revealed  no 
free  hydrochloric  acid.  The  three-hour 
oral  glucose  tolerance  test  gave  values  of 
66,  95,  83,  and  95  mg.  per  100  ml.  Serum 
electrolytes  were:  sodium  139,  potassium 
4.9,  and  chlorides  100  mEq.  per  liter.  The 
sperm  count  was  26,300,000  per  cubic 
centimeter  with  60  per  cent  motility,  and 
the  urinary  follicle-stimulating  hormone 
determination  showed  no  activity.  The 
twenty-four  hour  urinary  17-ketosteroids 
were  2.9  mg.,  and  the  17-hydroxy  cortico- 
steroids were  1.9  mg.  Following  adrenal 
stimulation  with  25  units  ACTH-gel,  the 
urinary  steroids  increased  to  3.6  mg.  and 
3.1  mg.  respectively  while  the  eosinophil 
count  fell  from  520  to  210  per  cubic  mil- 
limeter. Only  after  80  units  ACTH-gel 
daily  for  five  days  did  the  count  fall  to 
10  per  cubic  millimeter  and  the  17-hy- 
droxyeorticosteroids  increase  to  13.3  mg. 
A testicular  biopsy  showed  slight  atrophy. 
Skull  x-rays  and  visual  field  examinations 
gave  normal  results.  Chest  x-rays  showed 
calcific  nodes  in  the  right  hilar  region. 
Sinus  arrhythmia,  sinus  bradycardia,  and 
low  voltage  were  noted  on  the  electro- 
cardiogram. 

A psychiatric  evaluation  revealed  a pat- 
tern of  paranoid  schizophrenia  with  a 
classical  hypochondriasis. 

The  patient,  believed  to  have  primary 
hypothyroidism,  on  February  12,  1959, 
was  started  on  low  dosages  of  U.S.P. 
thyroid.  By  September  8,  1959,  he  had 
been  receiving  150  mg.  daily  for  two  months 
and  at  this  time  was  far  more  active  on  the 
ward.  There  was  no  apparent  change  in 
his  general  psychiatric  status.  Physical 
examination  showed  the  pulse  to  be  72, 


FIGURE  2.  Adrenal  gland  showing  loss  of  zona 
fasciculata  with  relative  prominence  of  zona  re- 
ticularis and  zona  glomerulosa. 


blood  pressure  100/68  mm.  Hg,  and  weight 

129  pounds;  the  remainder  of  the  examina- 
tion results  were  unchanged. 

Laboratory  studies  following  seven 
months  of  therapy  showed  the  following  sig- 
nificant changes:  Hemoglobin  was  stable  at 
10  Gm.  per  100  ml.,  and  sedimentation  rate 
was  61  mm.  Serum  cholesterol  was  103 
mg.  per  100  ml.,  and  the  basal  metabolic  rate 
was  minus  1 per  cent.  The  electrocardio- 
gram showed  an  increase  in  voltage  with 
a normal  sinus  rhythm  with  ventricular 
premature  contractions  and  nonspecific 
T-wave  changes. 

On  October  22,  1959,  the  patient  was 
transferred  to  the  psychiatric  service  be- 
cause of  progression  of  his  psychosis.  He 
remained  in  his  usual  state  until  February 
5,  1960,  when  he  began  refusing  all  medica- 
tion and  showed  progressive  weakness 
and  confusion.  On  February  9,  1960,  he 
developed  a fever  of  105  F.,  lapsed  into 
coma,  and  expired  on  the  following  day. 

Laboratory  data  just  prior  to  the  pa- 
tient’s demise  revealed  a normal  blood 
count;  the  blood  urea  nitrogen  was  51 
mg.  per  100  ml.  and  the  fasting  blood  sugar 

130  mg.  per  100  ml.  Serum  electrolytes 
were  normal.  An  electrocardiogram 
showed  a paroxysmal  atrioventricular  nodal 
tachycardia  and  an  acute  cor  pulmonale 
The  chest  x-ray  was  inconclusive  for  a 
pneumonic  process. 

Autopsy  revealed  extensive  broncho- 
pneumonia and  septic  splenitis.  There 


1078  New  York  State  Journal  of  Medicine  / April  15,  1967 


FIGURE  3.  Testes  showing  marked  decrease  of 
spermatogenic  elements  with  prominence  of 
Sertoli's  cells. 


was  slight  evidence  of  subendocardial  and 
myocardial  fibrosis.  There  was  minimal 
arteriosclerosis  of  the  coronary  arteries, 
but  they  were  widely  patent.  The  liver 
and  kidneys  were  unremarkable.  Except 
for  congestion  of  the  blood  vessels,  the 
brain  parenchyma  gave  negative  findings. 
All  of  the  endocrine  glands  were  diminished 
in  size.  The  pituitary  on  gross  examina- 
tion resembled  a flattened  piece  of  fibrous 
tissue  measuring  less  than  5 mm.  in  diameter 
and  having  a central  thickening  of  less  than 
3 to  4 mm.  in  diameter.  The  thyroid  gland 
was  pale,  grayish-white,  soft,  and  slightly 
decreased  in  size,  weighing  less  than  10 
Gm.;  the  cut  surface  of  the  gland  showed 
no  gross  resemblance  to  the  usual  thyroid 
parenchyma.  The  adrenal  glands  showed 
the  greatest  atrophy  in  that  their  combined 
weights,  including  small  portions  of  peri- 
adrenal  fat,  did  not  exceed  10  Gm.  The 
testes  were  only  slightly  smaller  than  usual; 
their  cut  surfaces  showed  no  gross  altera- 
tions. 

Microscopic  examination  of  the  pituitary 
revealed  only  a narrow  central  zone  of 
pituitary  parenchyma  embedded  in  dense 
fibrous  connective  tissue;  the  major  por- 
tion of  the  cells  remaining  were  eosinophils 
with  a marked  decrease  in  the  chromophobe 
component  (Fig.  1).  A few  small  follicles 
filled  with  a pink  homogeneous  colloid  were 
seen,  representing  the  atrophic  pars  in- 
termedia; the  pars  posterior  could  not  be 
identified.  The  thyroid  gland  showed  a 
few  remaining  small  atrophied  follicles 
containing  very  little  colloid;  in  the  main, 
the  entire  tissue  consisted  of  dense  fibrous 


tissue  supporting  many  irregular  aggregates 
of  lymphocytes  with  very  prominent  ger- 
minal centers.  The  adrenal  glands  showed 
atrophy  of  the  cortical  parenchyma  with 
almost  complete  disappearance  of  the  zona 
fasciculata;  the  zona  reticulosa  and 
glomerulosa  appeared  intact,  and  the  cells 
were  lipoid-poor  (Fig.  2).  The  testes 
showed  a moderate  degree  of  atrophy  of  the 
spermatogenic  epithelium  and  a slight 
interstitial  fibrosis  (Fig.  3).  The  lungs 
showed  congestion  and  bronchopneumonia. 
A Staphylococcus  aureus,  coagulase  posi- 
tive, was  cultured. 

Comment 

The  most  extensive  clinical  and  patholog- 
ic review  of  the  syndrome  of  hypopituitar- 
ism has  been  made  by  Sheehan  and  others. 2 -5 
The  paucity  of  documented  clinical  ma- 
terial relating  to  males  is  evident.  Our 
case  adds  to  the  literature  a documented 
case  of  male  hypopituitarism  of  unknown 
cause.  It  also  illustrates  the  difficulty  of 
making  a differential  diagnosis  between 
primary  and  secondary  hypothyroidism. 

As  in  many  cases,  the  onset  of  the  syn- 
drome in  this  patient  is  difficult  to  de- 
termine. The  development  is  usually 
gradual,  and  symptoms  may  have  existed 
since  childhood  or  for  many  years  prior  to 
the  patient’s  demise.  Occasionally  the 
syndrome  becomes  apparent  only  during 
the  final  stages  of  the  illness.  A careful 
review  of  his  service  records  failed  to  re- 
veal any  evidence  of  head  trauma  or  sug- 
gestion of  pituitary  insufficiency  except 
possibly  his  small  stature  and  low  normal 
blood  pressure  readings. 

Initially  the  patient’s  psychosis  was 
believed  to  be  secondary  to  hypothyroidism 
and  would  clear  as  he  became  euthyroid.10  _l4 
There  was  no  improvement,  and  the  mental 
process  was  then  assumed  to  be  either 
independent  of  the  physical  syndrome  or  a 
result  of  irreversible  changes. 

Several  clinical  features  supported  the 
diagnosis  of  hypopituitarism,  such  as  loss  of 
libido,  sparseness  of  body  hair,  the  yellow 
pallor,  and  the  facial  skin  texture.  These 
observations  were  similar  to  those  noted 
in  male  patients  studied  by  Sheehan  and 
Summer.5  The  cardiovascular  findings  of 
an  average  blood  pressure  of  100/60,  a 
bradycardia  with  electrocardiographic  find- 
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ings  described  here,  and  a normal  cardiac 
silhouette  suggested  some  evidence  of 
adrenal  insufficiency  and  secondary 
hypothyroidism.  Further  support  for  this 
view  was  the  relatively  low  values  for 
urinary  steroids  and  the  slow  response  to 
ACTH  stimulation.  The  water-loading 
test  initially  showed  an  inadequate  diuresis 
as  found  in  adrenal  insufficiency.  The 
administration  of  cortisone  usually  cor- 
rects this  impairment;  our  patient’s  failure 
to  respond  significantly  could  not  be  ex- 
plained. 

Thyroid  function  studies,  particularly 
the  failure  to  respond  to  thyroid-stimulating 
hormone  stimulation  on  several  occasions, 
supported  a diagnosis  of  primary  hy- 
pothyroidism. Laboratory  and  clinical 
evidence  of  depression  of  the  adrenal  and 
testicular  function  was  felt  to  be  secondary 
to  the  marked  longstanding  thyroid  in- 
sufficiency. It  was  on  this  basis  that  our 
patient  was  treated  with  supplementary 
thyroid.  It  has  been  pointed  out  by  some 
workers  that  hypercholesteremia  usually 
suggests  primary  thyroid  inactivity  but 
can  occur  secondary  to  hypopituitarism.10’11 
A number  of  workers  have  also  reported 
cases  of  secondary  hypothyroidism  failing 
to  respond  to  thyroid-stimulating  hormone 
stimulation  possibly  because  of  marked 
fibrotic  changes  in  the  thyroid  gland  with 
insufficient  thyroid  tissue  available  for  a 
response.12-14 

The  onset  of  the  severe  respiratory  in- 
fection and  dehydration  in  the  presence 
of  adrenal  insufficiency  was  sufficient  to 
cause  our  patient’s  rapid  demise.  The 
therapeutic  effects  of  thyroid  extract  still 
present  at  that  time  may  have  further 
depleted  his  minimal  steroid  reserves. 

The  pathologic  state  of  the  pituitary 
gland  falls  into  Sheehan  and  Summer’s5 
category  of  a chronic  fibrotic  lesion  with 
extensive  scarring  of  the  whole  gland.  The 
microscopic  appearance  of  the  thyroid  was 
the  center  of  much  discussion.  Extensive 
fibrosis  with  aggregates  of  lymphocytes 
raised  a possible  diagnosis  of  chronic 
thyroiditis  with  secondary  atrophy  of  the 
other  target  organs.  Sheehan  and  Summer5 
reported  19  cases  with  similar  abnormalities. 
The  microscopic  examination  of  the  adrenal 
glands  was  in  accordance  with  the  descrip- 
tion of  other  workers.66’9-14  Commonly, 
there  is  extensive  atrophy  of  the  testes 


with  hyalin  thickening  of  the  basement 
membrane  of  the  seminiferous  tubules; 
except  for  a slight  increase  in  the  interstitial 
fibrosis,  the  other  features  were  absent  in 
our  patient. 

Summary 

A forty-four-year-old  white  male  who 
was  seen  with  a differential  diagnostic 
problem  between  primary  and  secondary 
hypothyroidism  is  presented  in  a case  re- 
port. The  failure  of  thyroid-stimulating 
hormone  and  water-loading  test  to  dif- 
ferentiate the  secondary  entities  is  empha- 
sized. The  fact  that  extensive  fibrosis  with 
lymphatic  infiltration  can  occur  in  hy- 
pothyroidism is  stressed. 
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n n iris-like  membranous  ring  in  the 
lower  esophagus  associated  with  a sliding 
hiatus  hernia  was  originally  described  by 
Templeton  in  19441  but  was  not  related 
to  dysphagia  until  1953. 2,3  Commonly 
called  the  Schatzki  ring,  it  is  found  fre- 
quently in  patients  undergoing  upper 
gastrointestinal  radiography. 4 While  most 
patients  with  the  ring  are  asymptomatic, 
it  is  often  responsible  for  dysphagia  and 
may  possibly  be  its  most  frequent  cause. 
Surgical  dilatation  of  the  ring  has  been 
successful,  but  medical  bougienage  has 
given  no  lasting  benefit.6'6  The  majority 
of  patients  with  lower  esophageal  ring 
requiring  relief  from  dysphagia  are  elderly, 
and  their  multiple  medical  problems  often 
preclude  major  surgery.1-8  Success  with 
forceful  pneumatic  dilatation  was  reported 
in  1 patient  in  1965. 6 This  communica- 
tion describes  a similar  patient  and  appears 
to  be  the  second  recorded  case  treated  with 
brusque  dilatation. 

Case  report 

A thirty-four-year-old  Caucasian  widow 
was  first  seen  on  July  12,  1965,  because  of 
progressive  dysphagia.  Soon  after  her 

* The  views  expressed  herein  are  those  of  the  author  and 
do  not  necessarily  reflect  the  views  of  the  U.S.  Air  Force  or 
the  Department  of  Defense. 

t Present  address:  405  State  Street,  Hackensack,  New 
Jersey  07601. 


FIGURE  1.  Web-like  indentations  seen  below  and 
opposite  prominent  cricopharyngeus  muscle. 


husband’s  accidental  death  in  1958,  the 
patient  noted  progressive  dysphagia  for 
solid  foods  but  not  liquids.  Pain  was  felt 
at  the  lower  end  of  the  sternum  associated 
with  “hanging  up”  of  ingested  solid  food. 
After  several  minutes,  the  food  would 
“pass”  and  the  pain  gradually  subside. 
An  upper  gastrointestinal  series  in  April, 
1963,  was  interpreted  as  showing  hyper- 
trophy of  the  cricopharyngeus,  and  the 
patient  was  treated  with  sedatives  and 
anticholinergic  drugs  without  relief  (Fig.  1). 
Mild  anemia  was  present  for  several  years, 
but  despite  daily  oral  iron  since  1956, 
her  hematocrit  ranged  between  35  and  39 
presumably  due  to  continued  menorrhagia. 
In  April,  1963,  her  x-ray  films  were  rein- 
terpreted as  showing  esophageal  webs  at 
the  level  of  the  cricopharyngeus.  After 
confirmation  by  esophagoscopy,  her  diag- 
nosis was  changed  to  the  Plummer- Vinson 
syndrome.  Dilatation  with  Hurst  bougies, 
numbers  22  to  36,  was  done  and  repeated 
at  two  and  four  months  with  benefit  lasting 
only  briefly  after  each  dilatation.  Her 
symptoms  continued  to  worsen  with  fre- 
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FIGURE  2.  Small  sliding  hiatus  hernia  seen  below 
lower  esophageal  ring.  Lumen  measures  8 mm.  in 
area  of  ring  prior  to  treatment. 


quent  choking  on  food  and  vomiting.  She 
was  referred  to  U.S.  Air  Force  Hospital 
Keesler  in  July,  1965. 

The  patient  was  5 feet  6 inches  tall  and 
weighed  130  pounds.  Her  blood  pressure 
was  115/60  and  pulse  94.  She  was  well- 
developed,  well-nourished,  in  no  distress, 
and  appeared  her  stated  age  of  thirty-four 
years.  There  were  no  abnormalities  noted 
on  the  physical  examination.  Her  he- 
matocrit was  34,  and  smear  of  the  periph- 
eral blood  showed  slight  microcythemia 
and  hypochromia.  Bone  marrow  examina- 
tion revealed  moderate  normoblastic 
changes.  Initial  serum  iron  was  36  micro- 
grams per  100  ml.,  the  total  iron-binding 
capacity  363  micrograms  per  100  ml.,  and 
the  saturation  10  per  cent.  After  treat- 
ment with  parenteral  iron,  the  serum  iron 
rose  to  312  micrograms  per  100  ml.,  the 
iron-binding  capacity  to  368  micrograms 
per  100  ml.,  and  the  saturation  to  70  per 
cent.  Barium  swallow  and  cinefluorog- 
raphy  were  performed  on  July  15,  1965, 
revealing  a prominent  cricopharyngeus 


unchanged  in  size  since  her  previous  x-rays. 
No  webbing  of  the  esophagus  was  found. 
A small  sliding  hiatus  hernia  and  a lower 
esophageal  ring  were  clearly  demonstrated, 
the  latter  with  an  inner  diameter  of  8 mm. 
Esophagoscopy  with  the  Eder-Hufford 
Esophagoscope  was  performed  on  July 
16,  1965.  A ring-like  narrowing  was  noted 
at  35  cm.  obstructing  further  passage  of 
the  instrument.  The  patient  was  dis- 
charged on  a soft  diet  with  a diagnosis  of 
lower  esophageal  ring  and  hiatus  hernia. 
Her  symptoms  continued  unabated,  and 
the  patient  returned  to  U.S.  Air  Force 
Hospital  Keesler  in  February,  1966.  Her 
weight  was  123  pounds  and  hematocit 
40.  Barium  swallow  on  February  8,  1966, 
was  unchanged,  and  the  inner  diameter 
of  the  lower  esophageal  ring  was  again  seen 
to  be  8 mm.  (Fig.  2).  On  February  9, 
1966,  a Mosher  pneumatic  dilator  was 
passed  by  the  mouth  and  the  reinforced 
balloon  positioned  by  fluoroscopy  to  He 
across  the  area  of  the  ring.  The  balloon 
was  suddenly  dilated  with  air  to  a pressure 
of  25  pounds  per  square  inch,  widening  the 
esophagus  to  3.5  cm.  (Fig.  3).  The  pa- 
tient felt  no  pain,  but  bloody  mucus  was 
noted  on  the  withdrawn  dilator.  Soon 
after  the  procedure,  the  patient  vomited 
several  blood  clots  and  a small  amount 
of  blood.  However,  vital  signs  and 
hematocrit  remained  unchanged,  and  there 
was  no  further  emesis.  The  patient  com- 
plained of  mild  soreness  in  the  throat  lasting 
twenty-four  hours  after  dilatation.  A re- 
peated barium  swallow  on  February  10, 
1966,  revealed  the  ring  diameter  to  be  1.7 
cm.  The  patient  was  able  to  eat  all  food 
without  any  discomfort,  and  she  was  dis- 
charged on  February  11,  1966.  The  pa- 
tient returned  on  March  14, 1966,  for  a final 
barium  swaflow  showing  the  ring  with  an 
inner  diameter  of  1.8  cm.  (Fig.  4).  Since 
the  dilatation  the  patient  has  remained 
entirely  well  and  is  able  to  eat  all  food 
without  any  swallowing  difficulty. 

Comment 

Biopsy  above  and  below  the  ring  has 
yielded  esophageal  mucosa,  and  few  pa- 
tients have  had  anatomic  confirmation  of 
hiatus  hernia.9  Nevertheless,  every  pa- 
tient adequately  studied  did  have  a hiatus 
hernia,  and  the  weight  of  radiologic  opinion 
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favors  the  conclusion  that  the  lower 
esophageal  ring  defines  the  presence  of  a 
sliding  hiatus  hernia  if  not  the  actual 
cardio-esophageal  junction.4'6-7’10  Pressure 
studies  in  10  patients  with  the  ring  by 
means  of  radiologically  positioned  open- 
type,  water-filled  catheters  were  reported 
by  Harris,  Kelly,  and  Kramer  in  I960.® 
In  their  observations  the  ring  marked  the 
upper  margin  of  the  esophageal  sphincter 
and  was  above  the  cardio-esophageal  junc- 
tion in  every  case. 

Pathologic  studies  of  the  ring  have  re- 
vealed its  content  to  be  mucosa  and  sub- 
mucosal connective  tissue  only  and  not 
muscle  or  scar.6 

Stiennon10  has  correlated  these  diverse 


FIGURE  4.  Esophageal  lumen  measures  1.8  cm. 
in  area  of  ring  five  weeks  after  treatment. 


observations  and  offered  a unifying  “plica- 
tion theory”  that  reasonably  explains  the 
pathogenesis  of  the  lower  esophageal  ring. 
In  his  conception,  when  a sliding  hiatus 
hernia  occurs,  all  layers  of  the  esophagus 
shorten  by  contraction  except  the  mucosa 
which  cannot.  In  the  lower  esophagus  it 
is  loosely  attached  allowing  the  redundant 
mucosa  to  fold  inward  as  an  accordion 
pleat,  forming  a mucosal  ring.  The  ring 
is  dynamic  and  radiologically  seen  only 
in  a fully  distended  esophagus;  it  is  not 
seen  by  endoscopy.10  It  is  noted  to  bulge 
downward  with  passage  of  a large  bolus.7 

The  ring  is  rare  in  young  people  but 
appears  in  6 to  8 per  cent  of  asymptomatic 
patients  over  the  age  of  fifty  undergoing 
upper  gastrointestinal  series.47  The  in- 
cidence is  equal  by  sex.7  Rings  with  an 
inner  diameter  of  greater  than  2.5  cm. 
never  cause  symptoms,  and  those  less  than 
1.3  cm.  always  do.7  Rings  of  intermediate 
inner  size  usually  are  asymptomatic.7 
In  the  author’s  experience  motor  abnormal- 
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ties  characterized  by  “tertiary”  contrac- 
tions or  “curling”  are  commonly  seen  in 
patients  with  the  lower  esophageal  ring 
and  may  contribute  to  the  dysphagia. 

On  long-term  observation  the  ring  ap- 
pears not  to  narrow  progressively.6'7  How- 
ever, symptoms  remain  unabated  as  well.7 
If  dysphagia  persists  despite  careful  masti- 
cation and  attention  to  dentition,  further 
therapy  is  indicated.  Excellent  results 
have  been  obtained  by  sleeve  resection  of 
the  ring  area  or  digital  rupture  performed 
through  gastrotomy.6'6  A successful 
medical  approach  would  be  preferable  in 
this  age  group  often  affected  by  serious 
cardiac  and  pulmonary  problems.  Bou- 
gienage merely  pushes  the  ring  aside  and 
has  been  uniformly  unsuccessful  in  treating 
lower  esophageal  ring.6 

Brusque  dilatation  with  a pneumatic 
dilator  has  been  used  very  successfully  in 
patients  with  achalasia.6  The  Mosher 
pneumatic  dilator  was  used  by  Mossberg6 
with  an  excellent  result.  A radiopaque 
flexible  tube  is  passed  blindly  with  its 
metal  tip  placed  fluoroscopically  in  the 
cardia.  A lead-impregnated  balloon  near 
its  distal  end,  positioned  within  the  eso- 
phageal ring,  is  suddenly  distended  by  air 
pressure  causing  some  pain  and  minor 
bleeding.  In  this  and  Mossberg’s  case 
the  ring  was  widened,  and  symptoms  after 
treatment  disappeared.6 

Extensive  experience  with  endoscopic 
procedures  has  proved  to  be  remarkably 
safe.11-12  Although  forceful  pneumatic 
dilatation  is  relatively  more  extensive  and 
performed  in  a diseased  esophagus,  its 
morbidity  and  mortality  rates  should  re- 


main acceptable  and  less  than  those  with 
general  anesthesia  and  surgery. 

Summary 

A second  case  of  lower  esophageal  ring 
causing  dysphagia  successfully  treated  by 
forceful  pneumatic  dilatation  is  herein 
recorded.  Clinical  aspects  of  the  disease 
and  its  causes  are  briefly  described.  Be- 
cause the  problem  is  commonly  encountered, 
the  method  appears  to  deserve  further  trial. 
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Necrology 


Kenneth  MacLean  Archibold,  M.D.,  of 

Albany,  died  on  March  2 at  the  age  of  sixty- 
four.  Dr.  Archibold  graduated  in  1928  from 
Albany  Medical  College.  He  was  an  attending 
obstetrician  at  Albany  Medical  Center  Hospital, 
obstetrician-in-charge  at  Albany  Medical  Cen- 
ter Hospital  Outpatient  Department,  and  a con- 
sulting obstetrician  at  A.  N.  Brady  Hospital. 
Dr.  Archibold  was  a Diploma te  of  the  American 
Board  of  Obstetrics  and  Gynecology  and  a 
member  of  the  Albany  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Percival  Dee  Bailey,  M.D.,  of  Kirksville, 
Missouri,  formerly  of  Norwich,  died  on  Jan- 
uary 25  at  the  age  of  eighty-nine.  Dr.  Bailey 
graduated  in  1908  from  New  York  Homeopathic 
Medical  College  and  Flower  Hospital.  He  had 
been  an  attending  physician  at  Chenango  Me- 
morial Hospital.  Dr.  Bailey  was  a member  of 
the  Chenango  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Frank  J.  Boer,  M.D.,  of  Lackawanna,  died 
on  February  17  at  the  age  of  sixty-one.  Dr. 
Boer  received  his  medical  degree  from  the 
University  of  Budapest  in  1932.  He  was  a 
member  of  the  Erie  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York 
and  the  American  Medical  Association. 

Ernest  Livingston  Brodie,  M.D.,  of  Buffalo, 
died  on  January  22  at  his  home  in  Williamsville 
at  the  age  of  sixty-four.  Dr.  Brodie  graduated 
in  1927  from  University  of  Buffalo  School  of 
Medicine.  He  was  chief  of  urology  at  Sisters 
of  Charity  Hospital  of  Buffalo,  an  attending 
urologist  at  Millard  Fillmore  Hospital,  and  a 
consulting  urologist  at  Edward  J.  Meyer  Me- 
morial, St.  Francis,  and  De  Graff  Memorial 
(North  Tona wanda)  Hospitals.  Dr.  Brodie 
was  a Diplomate  of  the  American  Board  of 
Urology,  a Fellow  of  the  American  College  of 
Surgeons,  and  a member  of  the  American  Uro- 
logical Association,  the  Buffalo  Academy  of 
Medicine,  the  Erie  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Baxter  Brown,  M.D.,  of  Buffalo,  died  on 
January  18  at  Buffalo  General  Hospital  at  the 
age  of  sixty-six.  Dr.  Brown  graduated  in 
1925  from  Rush  Medical  College.  He  was  an 
attending  urologist  at  Children’s  and  Buffalo 
General  Hospitals.  He  also  was  clinical  pro- 
fessor of  urology  at  State  University  of  Buffalo 


Medical  School  and  during  World  War  II  com- 
manded the  23rd  Army  General  Hospital  and 
served  as  senior  surgical  consultant  for  the  Con- 
tinental Advance  Section,  European  Theatre 
of  Operations.  From  1946  to  1947  he  was  pro- 
fessor of  military  science  and  tactics  at  the 
University  of  Buffalo  School  of  Medicine. 
Dr.  Brown  was  a Diplomate  of  the  American 
Board  of  Urology,  a Fellow  of  the  American 
College  of  Surgeons,  and  a member  of  the  Ameri- 
can Urological  Association,  the  Buffalo  Academy 
of  Medicine,  the  Erie  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Ernst  Ludwig  Brunell,  M.D.,  of  Jackson 
Heights,  died  on  January  9 at  the  age  of  seventy- 
six.  Dr.  Brunell  received  his  medical  degree 
from  the  University  of  Heidelberg  in  1916. 
He  was  a member  of  the  Medical  Society  of  the 
County  of  Queens,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Theodore  Robert  Carney,  M.D.,  of  Ilion, 
died  on  February  1 at  his  home  at  the  age  of 
forty-seven.  Dr.  Carney  graduated  in  1946 
from  Syracuse  University  College  of  Medicine. 
He  was  chief  anesthesiologist  at  Mohawk  Valley 
General  Hospital.  Dr.  Carney  was  a member  of 
the  Utica  Academy  of  Medicine,  the  Herkimer 
County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Walter  R.  Coles,  M.D.,  died  on  February  7 
at  the  age  of  seventy.  Dr.  Coles  graduated  in 
1920  from  Long  Island  College  Hospital.  He 
was  a consulting  pediatrician  at  Methodist 
Hospital  of  Brooklyn  and  Caledonian  Hospital 
and  an  honorary  consulting  pediatrician  at 
Brooklyn-Cumberland  Medical  Center.  Dr. 
Coles  was  a Diplomate  of  the  American  Board  of 
Pediatrics  and  a member  of  the  American 
Academy  of  Pediatrics,  the  Medical  Society 
of  the  County  of  Kings,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Clifford  Alexander  Crispell,  M.D.,  of 

Poughkeepsie,  died  on  January  6 at  Vassar 
Brothers  Hospital  at  the  age  of  seventy-seven. 
Dr.  Crispell  graduated  in  1912  from  Eclectic 
Medical  Institute  of  New  York  (Rochester) 
and  in  1914  from  Syracuse  University  College 
of  Medicine.  He  was  an  honorary  staff  phy- 
sician at  Vassar  Brothers  Hospital.  Dr.  Cris- 
pell was  a Fellow  of  the  International  College 
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of  Surgeons  and  a member  of  the  Dutchess 
County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Phebe  Van  Vlack  Doughty,  M.D.,  of  Beacon, 
died  on  January  13  at  her  home  at  the  age  of 
ninety-three.  Dr.  Doughty  graduated  in  1904 
from  the  University  of  Michigan  Medical  School. 

Kurt  Grunwald,  M.D.,  of  Forest  Hills,  died 
on  March  1 at  the  age  of  sixty-seven.  Dr. 
Grunwald  received  his  medical  degree  from  the 
University  of  Prague  in  1924. 

Frederick  Harrison  Hesser,  M.D.,  of  Albany, 
died  on  February  10  at  Albany  Medical  Center 
Hospital  at  the  age  of  fifty-four.  Dr.  Hesser 
graduated  in  1937  from  Johns  Hopkins  Uni- 
versity School  of  Medicine.  He  was  neurologist- 
in-chief  at  Albany  Medical  Center,  a consulting 
neurologist  at  Veterans  Administration  Hos- 
pital, and  professor  and  chairman  of  the  Depart- 
ment of  Neurology  at  Albany  Medical  College. 
Dr.  Hesser  was  a Diplomate  of  the  American 
Board  of  Psychiatry  and  Neurology  (Neurol- 
ogy). a Fellow  of  the  American  College  of 
Physicians,  and  a member  of  the  American 
Academy  of  Neurology,  the  Society  for  Ex- 
perimental Biology  and  Medicine,  the  Associa- 
tion for  Research  in  Nervous  and  Mental  Dis- 
ease, the  Albany  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Arthur  Fisher  Heyl,  M.D.,  of  White  Plains, 
died  on  January  4 at  Hudson  River  State  Hos- 
pital at  the  age  of  seventy-one.  Dr.  Heyl 
graduated  in  1923  from  the  University  of 
Michigan  Medical  School.  He  was  an  honorary 
attending  physician  at  Grasslands  Hospital. 
Dr.  Heyl  was  a Diplomate  of  the  American 
Board  of  Internal  Medicine,  a Fellow  of  the 
American  College  of  Physicians,  and  a member 
of  the  Westchester  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Benno  Lewy,  M.D.,  of  New  York  City,  died 
on  February  23  at  the  age  of  sixty-six.  Dr. 
Lewy  received  his  medical  degree  from  the  Uni- 
versity of  Berlin  in  1925.  He  was  a member  of 
the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Marion  Franklin  Loew,  M.D.,  of  South  Bend, 
Indiana,  formerly  of  New  York  City,  died  on 
February  14  at  the  age  of  eighty-two.  Dr. 
Loew  graduated  in  1928  from  Long  Island  Col- 
lege Hospital.  He  had  been  a clinical  assistant 
attending  physician  in  chest  diseases  at  Bellevue 
Hospital.  Dr.  Loew  was  a member  of  the  New 
York  County  Medical  Society,  the  Medical  So- 
ciety of  the  State  of  New  York,  and  the  Ameri- 
can Medical  Association. 


Murray  Lawrence  Maurer,  M.D.,  of  Jamaica 
and  New  York  City,  died  on  March  4 at  Uni- 
versity Hospital  at  the  age  of  fifty-five.  Dr. 
Maurer  received  his  medical  degree  from  the 
University  of  Basel  in  1936.  He  was  an  as- 
sociate attending  allergist  and  chief  of  allergy 
at  Jamaica  Hospital,  an  associate  attending 
physician  at  University  Hospital,  an  attending 
physician  at  Bellevue  Hospital,  and  professor 
of  clinical  medicine  at  New  York  University 
School  of  Medicine.  Dr.  Maurer  was  a member 
of  the  American  Academy  of  Allergy,  the  New 
York  Academy  of  Medicine,  the  Medical  Society 
of  the  County  of  Queens,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Jacob  Mordecai  Ravid,  M.D.,  of  New  York 
City,  died  on  February  26  at  St.  Clare’s  Hospital 
at  the  age  of  sixty-nine.  Dr.  Ravid  graduated  in 
1926  from  Johns  Hopkins  University  School 
of  Medicine.  He  was  director  of  the  Depart- 
ment of  Laboratories  and  attending  pathologist 
at  St.  Clare’s  Hospital.  Dr.  Ravid  was  a 
Diplomate  of  the  American  Board  of  Pathology, 
a Fellow  of  the  American  College  of  Physicians, 
a Fellow  of  the  American  College  of  Pathologists, 
and  a member  of  the  American  Association  of 
Pathologists  and  Bacteriologists,  the  American 
Society  of  Clinical  Pathologists,  the  New  York 
Academy  of  Medicine,  the  New  York  State 
Society  of  Pathologists,  the  New  York  Path- 
ological Society,  the  New  York  County  Medi- 
cal Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  As- 
sociation. 

George  Louis  Rohdenburg,  M.D.,  of  Doug- 
laston,  died  on  February  25  at  the  age  of  eighty- 
four.  Dr.  Rohdenburg  graduated  in  1905  from 
Cornell  University  Medical  College.  He  was  a 
consulting  pathologist  at  Lenox  Hill  and  Lin- 
coln Hospitals.  Dr.  Rohdenburg  was  a Dip- 
lomate of  the  American  Board  of  Pathology,  a 
Fellow  of  the  American  College  of  Pathologists, 
and  a member  of  the  New  York  Academy  of 
Medicine,  the  New  York  Pathological  Society, 
the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Michael  Ruggiero,  M.D.,  of  Utica,  died  on 
January  27  at  his  home  at  the  age  of  sixty. 
Dr.  Ruggiero  received  his  medical  degree  from 
the  University  of  Naples  in  1933.  He  was  an 
attending  physician  at  St.  Luke’s-Memorial 
Hospital  Center  and  supervising  psychiatrist 
at  Utica  State  Hospital.  Dr.  Ruggiero  was  a 
member  of  the  Utica  Academy  of  Medicine. 

John  S.  Scanlan,  M.D.,  of  Great  Neck,  died 
on  February  24  at  the  age  of  forty-nine.  Dr. 
Scanlan  graduated  in  1941  from  University 
College,  Dublin.  He  was  an  assistant  attending 
physician  at  Beekman-Downtown  Hospital. 
Dr.  Scanlan  was  a member  of  the  American 
Society  for  the  Study  of  Sterility,  the  Nassau 


1086  New  York  State  Journal  of  Medicine  / April  15,  1967 


County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Mortimer  Dudley  Speiser,  M.D.,  of  New 

York  City,  died  on  February  25  at  University 
Hospital  at  the  age  of  sixty-seven.  Dr.  Speiser 
graduated  in  1921  from  University  and  Bellevue 
Hospital  Medical  College.  He  was  an  attending 
obstetrician  and  gynecologist  at  Bellevue  Hos- 
pital, director  emeritus  of  obstetrics  and  gyn- 
ecology at  French  Hospital,  and  an  associate 
attending  obstetrician  and  gynecologist  at 
University  Hospital.  Dr.  Speiser  was  a Dip- 
lomate  of  the  American  Board  of  Obstetrics  and 
Gynecology,  a Fellow  of  the  American  College  of 
Obstetricians  and  Gynecologists,  a Fellow  of  the 
American  College  of  Surgeons,  and  a member 
of  the  New  York  Academy  of  Medicine,  the 
New  York  Obstetrical  Society,  the  New  York 
County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Grace  Catherine  Vanderpoel,  M.D.,  of 
Delhi,  died  on  February  12  at  the  age  of  fifty. 
Dr.  Vanderpoel  graduated  in  1942  from  Long 


Island  College  of  Medicine.  She  was  an  at- 
tending physician  in  obstetrics  and  surgery  at 
Delhi  Hospital.  Dr.  Vanderpoel  was  a member 
of  the  Delaware  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 


William  Fred  Walenta,  M.D.,  of  Massa- 
pequa,  died  on  July  17,  1966,  at  the  age  of 
eighty-three.  Dr.  Walenta  graduated  in  1911 
from  Long  Island  College  Hospital.  He  was  a 
member  of  the  Medical  Society  of  the  County  of 
Queens,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  As- 
sociation. 

Joseph  Julius  Wells,  M.D.,  of  The  Bronx, 
died  on  January  31  at  the  age  of  seventy-five. 
Dr.  Wells  graduated  in  1918  from  Cornell 
University  Medical  College.  He  was  an  hon- 
orary consulting  surgeon  at  Bronx-Lebanon 
Hospital  Center.  Dr.  Wells  was  a Fellow  of  the 
American  College  of  Surgeons  and  a member 
of  the  Bronx  County  Medical  Society,  the  Medi- 
cal Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 


Letters  to  the  Editor 


Proposal  for  western  New 
York  regional  hematology 
reference  laboratory 

To  the  Editor:  “A  Proposal  for  a Western  New 

York  Regional  Hematology  Reference  Labora- 
tory” did  not  impress  me  as  a useful,  neces- 
sary, or  practical  proposal.  Further,  I fear 
that  it  will  syphon  both  funds  and  personnel 
from  genuinely  useful  activities. 

In  my  experience,  blood  clotting  problems  are 
very  far  down  the  list,  indeed.  For  example, 
since  the  beginning  of  my  residency  training, 
in  1946,  I have  had  exactly  2 cases  of  classic 
hemophilia  come  through  the  laboratory  with 
which  I was  connected.  I am  aware  of  only 
one  operative  fatality  directly  attributable  to 
coagulation  deficiency;  this  was  in  a patient 
who  had  had  massive  doses  of  salicylates  (strep- 
tomycine  and  PAS  (para-aminosalicylic  acid) 
for  tuberculosis).  Even  this  case  came  to  my 


attention  not  because  I was  a pathologist  but 
because  I was  a friend  of  the  surgeon. 

While  it  is  true  that  many  laboratory  tech- 
nicians are  undertrained  (and  not  only  in  this 
area),  all  that  the  regional  type  of  laboratory 
will  do  is  open  up  more  “nine-to-five  jobs,” 
and  the  well-trained  technician  will  be  offered 
one  more  attractive  alternative  to  the  hurly- 
burly  of  the  hospital  laboratory. 

The  program  that  suggests  itself  to  me  be- 
cause it,  too,  relates  to  blood,  is  one  of  controlled 
transfusion.  By  this  I mean  that  no  transfusion 
of  whole  blood  should  be  made  unless  indicated, 
that  blood  fractions  instead  of  whole  blood 
should  be  used  when  indicated,  and  that  cri- 
teria for  transfusion  and  administration  of  blood 
fractions  should  be  set  at  the  clinical  level  rather 
than  at  the  laboratory  level.  In  this  connec- 
tion, all  kinds  of  efforts  are  being  made  to 
strengthen  the  strongest,  rather  than  the  weak- 
est, link  in  the  chain.  The  weakest  link  is  not 

continued  on  page  1090 
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This  pain 
is  getting 

on  my 

nerves. 

Patients  in  pain  often  experience  concomitant  anxiety  and  tension, 
which  may  add  to  the  burden  of  pain. 

For  such  patients,  you  may  want  to  prescribe  a preparation  that  offers 
more  than  simple  analgesia. 

A good  choice  is  often  EquagesiC®  (meprobamate  and  etho- 
heptazine  citrate  with  aspirin).  It  helps  relieve  pain.  And  anxiety. 
And  skeletal  muscle  spasm  as  related  to  pain  or  anxiety  and 
tension. 


TABLETS 


Equagesic 

(meprobamate  and  ethoheptazine 
citrate  with  aspirin) 


Precautions:  Keep  out  of  reach  of  children.  Carefully  supervise  dose  and  amounts  prescribed, 
especially  for  patients  prone  to  overdose  themselves.  Excessive  prolonged  use  of  meprobamate 
may  result  in  dependence  or  habituation  in  susceptible  persons— as  ex-addicts,  alcoholics,  severe 
psychoneurotics.  Withdraw  gradually  after  prolonged  high  dosage  to  avoid  possibly  severe 
withdrawal  reactions  including  epileptiform  seizures.  Warn  patients  of  possible  reduced  alcohol 
tolerance.  If  drowsiness,  ataxia  or  visual  disturbances  occur,  reduce  dose.  If  symptoms  persist, 
caution  patients  against  operating  machinery  or  driving.  Give  cautiously  to  patients  with  suicidal 
tendencies.  Treat  attempted  suicide  with  immediate  gastric  lavage  and  appropriate  supportive  therapy. 

Side  Effects:  Ethoheptazine  and  aspirin  may  occasionally  cause  nausea,  vomiting,  epigastric  distress, 
and  rarely  dizziness  and  CNS  depression.  Overdosage  may  result  in  salicylate  intoxication.  Meprobamate 
rarely  causes  allergic  or  idiosyncratic  reactions.  These  reactions,  sometimes  severe,  can  develop  in 
patients  receiving  only  1 to  4 doses  who  have  had  no  previous  contact  with  meprobamate.  Mild  reactions 
are  characterized  by  urticarial  or  erythematous  maculopapular  rash.  Acute  nonthrombocytopenic  purpura 
with  petechiae,  ecchymoses,  peripheral  edema  and  fever  have  been  reported.  Meprobamate  should  be 
stopped  and  not  reinstituted.  Severe  reactions,  observed  very  rarely,  include  angioedema,  bronchial  spasms, 
fever,  fainting  spells,  hypotensive  crises  (1  fatal  case),  anaphylaxis,  stomatitis  and  proctitis  (1  case)  and 
hyperthermia.  A few  cases  of  leukopenia,  usually  transient,  have  been  reported  following  prolonged  dosage. 
Rarely,  cases  of  aplastic  anemia  (1  fatal  case),  thrombocytopenic  purpura,  agranulocytosis,  and  hemolytic 
anemia  have  been  reported;  almost  always,  in  the  presence  of  known  toxic  agents. 

Contraindications:  History  of  sensitivity  or  severe  intolerance  to  aspirin  or  meprobamate. 

Composition : 150  mg.  meprobamate,  75  mg.  ethoheptazine  citrate  and  250  mg.  aspirin  per  tablet. 

Wyeth  Laboratories  Philadelphia,  Pa. 


continued  from  page  1087 

the  serologic  studies  of  blood  prior  to  trans- 
fusion, but  the  proper  clinical  evaluation  of  the 
patients  receiving  blood.  In  this  respect,  I 
suggest  that  the  individual  who  is  about  to 
receive  a transfusion  should  have  a blood  volume 
determination  in  addition  to  the  usual  blood 
count. 

Such  a program  is  as  important  to  the  com- 
munity, as  it  is  to  the  patient.  In  a direct 
sense,  an  error  in  clinical  judgment  ordinarily 
affects  only  the  patient  although  I am  well 
aware  of  the  fact  that  “no  man  is  an  island.” 
However,  in  a case  of  transfusion,  the  entire 
community  is  deprived  of  a valuable,  and  all 
too  often  scarce  commodity  every  time  whole 
blood  or  a blood  fraction  is  wasted.  The  pa- 
tient also  suffers  from  the  unnecessary  trans- 
fusion even  if  no  untoward  reaction  occurs  at 


Environmental  control  unit 

To  the  Editor:  We  certainly  appreciated  your 

acceptance  and  publication  of  our  article  on  the 
Environmental  Control  Unit  in  the  November 
15,  1966  issue  of  the  New  York  State  Journal 
of  Medicine.  Unfortunately,  the  credit  for 
the  entire  room  was  not  given  to  the  John  A. 
Hartford  Foundation,  through  whose  generosity 
the  room  was  built  at  a cost  of  over  $280,000, 
and  the  research  now  being  done  in  the  room 
is  again  being  sponsored  by  the  Foundation. 

It  would  be  most  appreciated  if  the  Journal, 
in  some  way,  could  bring  this  error  to  the  atten- 


Neoplasms in  persons  treated 
for  thymic  enlargement 


In  Upstate  New  York,  2,878  persons  given 
x-ray  treatment  in  infancy  for  thymic  enlarge- 
ment and  their  5,006  untreated  siblings  were 
surveyed  by  mail  in  1963  for  the  third  time  to 
determine  the  current  incidence  of  neoplasms 
and  mortality  rates.  These  questionnaires, 
sent  out  and  analyzed  by  L.  H.  Hempelmann, 
M.D.,  et  al.,  and  reported  in  a recent  issue  of 
Journal  of  the  National  Cancer  Institute,  revealed 
that  an  excess  number  of  tumors  had  developed 
in  the  treated  population  since  last  surveyed, 
in  1959. 

Thyroid  neoplasms,  including  5 carcinomas. 


the  time.  He  may  very  well  become  sensitized 
to  some  unknown  or  unexplored  factor  that  may 
preclude  transfusion  at  a later  date,  when  he 
really  needs  it. 

I realize,  of  course,  that  this  is  going  to  be 
an  extremely  difficult  program  to  implement  be- 
cause the  completely  unprepared  practitioner 
resists  with  violence  any  attempt  to  invade 
his  “right  to  practice  medicine”;  while  the 
timid  and  usually  grossly  overtrained  pathologist 
permits  a congeries  of  laymen,  academicians, 
and  generally  unpractical  people  to  stick  their 
noses  into  everything  that  happens  in  his  labora- 
tory. 

Paul  de  R.  Kolisch,  M.D., 

Pathologist 

Bradford  Hospital, 

Bradford,  Pennsylvania 


tion  of  its  readers.  The  name  of  the  unit  is 
the  John  A.  Hartford  Environmental  Control 
Unit  at  St.  Vincent’s  Hospital  and  Medical 
Center.  The  Foundation  is  certainly  deserv- 
ing of  this  recognition,  in  view  of  the  many 
research  efforts  it  has  supported  throughout 
the  country. 

Vincent  J.  Fontana,  M.D. 

153  West  11th  Street, 

New  York  City  10011 


accounted  for  11  of  the  26  new  tumors.  No 
new  cases  of  leukemia  or  osteochondroma 
occurred  after  age  twenty.  The  incidence  of 
thyroid  neoplasms  was  much  higher  in  persons 
treated  with  anterior  and  posterior  x-ray  ports 
than  in  those  treated  with  anterior  ports  only. 

The  incidence  curve  for  thyroid  neoplasms 
rose  sharply  in  the  ten-  to  nineteen-year  cate- 
gory, flattened  in  the  twenty-  to  twenty-nine- 
year  category,  and,  for  carcinomas,  declined 
after  age  twenty.  Five  of  the  6 thyroid  car- 
cinomas occurring  after  age  fifteen  were  in 
males.  All  19  persons  with  thyroid  carcinomas, 
including  9 with  metastases,  responded  well  to 
therapy  and  were  healthy  at  the  time  of  the 
survey. 

Plans  for  a future  study  of  the  high-risk  and 
low-risk  groups  in  the  irradiated  population  are 
discussed. 
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Natural  Gas  Industry 

Our  review  of  the  Natural  Gas  Industry  discusses 
the  record,  current  position  and  prospects  for  both 
the  producing  and  distributing  companies.  Em- 
phasis is  placed  not  only  on  analysis  of  the  operat- 
ing and  regulatory  framework  but  also  on  the 
relative  merits  of  the  natural  gas  securities.  Spe- 
cific recommendations  are  included. 

For  a copy  of  our  16-page  study,  address  Dept.  JM 
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HOLBROOK  MANOR  Tomeg 

Five  Acres  of  Pinewo  ded  Grounds 

0 SENILE— AGED 

Non-sectarian,  nietarv  laws  observed 
Medical  Director,  O.  L.  Friedman,  M.D.,  Q.P.,  M.A.P.A. 
HOLBROOK,  L.  I.  N.  Y.  Office;  TRafalgar  7-2666 


TRAINED  MEDICAL  ASSISTANTS 

to  lav*  your  valuable  time,  assume  responsibility  lor  appoint- 
ments, patients,  records,  assist  you  with  lab.  X-ray,  E.K.G., 
B.M.R.,  etc.  The  Mandl  School  for  Medical  & Dental  Assist- 
ants has  been  training  in  these  fields  lor  43  years.  Our  grad- 
uates have  sound  professional  skills.  Free  Placement  Service. 

Mandl  School 

175  Fulton  Ave.,  Hempstead,  L.l.  (516)  IV  1-2774 
___  EST.  1 924  - Licensed  by  the  State  of  New  York  _____ 


POSITIONS  WANTED 


MEDICAL  ASSISTANTS  AND  SECRETARIES.  LAB- 
oratory  Techs.  Well  trained  and  highly  qualified  personnel 
(male  & female).  Phone  CH  2-2330  Ext.  6,  Placement 
Dept.,  or  write  Eastern  School  for  Physicians’  Aides,  Dept. 
69,  85  Fifth  Ave.,  New  York,  N.  Y.  10003.  (Founded 
1936  by  two  member  physicians.) 


MISCELLANEOUS 


OFFICE  PLANNING,  FROM  ARCHITECTURAL 
drafting,  blue  prints,  through  finished  interiors,  by  trained 
interior  designer  with  medical  background.  S.  L.  Emmet, 
415  East  52nd  St.,  N.Y.C.  PL  1-2877. 


ELECTROLYSIS:  PUT  YOURSELF  IN  OUR  HANDS 

with  confidence.  Superfluous  hair  removed  permanently 
without  scars.  No  case  too  small,  no  case  too  far  advanced 
Special  attention  and  care  given  to  young  girls.  Free 
consultation,  by  appointment.  Lucille  Bouchard,  R.  I.  li- 
cense, 174  East  82nd  Street,  New  York,  N.  Y.  RE  7-1066. 


BILLS  COLLECTED— ABUSE  IS  RULED  OUT— 
tactful  yet  successful — 40  years  of  top  service  to  doctors 
and  hospitals — Mail  billhead  for  details.  Crane  Dis- 
count Corp.,  220  W.  42nd  St.,  New  York,  N.Y.  10036. 
LO  5-2943. 


PRACTICES  FOR  SALE  OR  RENT 


VACANCIES  INTERNIST,  PEDIATRICIAN,  OB/GYN, 
G.P.  Exceptional  opportunity;  prestige  location  office 
suite  suitable,  solo/group.  Three  hospitals  radius  15  miles; 
excellent  schools,  winter /summer  recreational  facilities; 
beautiful  Hudson  Valley  (N.Y.)  one  hour  N.Y.C.  Equip- 
ment, records  available;  introduction.  Box  539,  % 

NYSJM. 


OPHTHALMOLOGY  PRACTICE  ACTIVE.  ACTIVE 
dispensing  also.  In  northern  New  York  State.  Good  hos- 
pital facilities.  Will  introduce.  Available  immediately. 
Box  540,  % NYSJM. 
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PHYSICIANS  WANTED— CONT’D 


GENERAL  PRACTITIONER 


Town  of  6,000  in  the  Adirondacks  requires  a 
general  practitioner  who  is  especially  in- 
terested in  obstetrics  and  minor  surgery. 
In  addition  to  private  practice,  position  of 
plant  surgeon  with  large  corporation  is 
available. 


Area  is  one  of  great  scenic  beauty.  Good 
fishing,  hunting,  and  boating.  Summer  and 
winter  sports.  Modern,  centralized  schools, 
modern  shops,  chain  grocery  stores,  churches 
of  all  denominations  in  town. 


REPLY  TO  BOX  518,  % NYSJM 


PHYSICIANS  WANTED 


OPPORTUNITY  FOR  CAREER  IN  OCCUPATIONAL 
medicine  with  large  corporation.  Multiple  locations. 
Salary  plus  fringes.  Immediate  openings  for  physicians 
with  industrial  experience,  two  general  practitioners,  and 
two  with  training  in  industrial  medicine.  Give  short 
resume.  Box  480.  % NYSJM. 


LONG  ISLAND,  NASSAU  COUNTY  GENERAL  PRAC- 
tice  group  needs  associate;  no  investment  needed.  Salary 
to  start,  partnership  in  one  year  if  compatible.  (516) 
PY  8-8011. 


INTERNIST  OR  FAMILY  PHYSICIAN  FOR  MEDICAL 
group,  suburb  New  York  City.  Initial  contract  leading  to 
partnership.  Starting  salary  up  to  $19,000.  Include  com- 
plete curriculum  vitae  in  reply.  Box  525,  % NYSJM. 


PEDIATRICIAN  FOR  MEDICAL  GROUP,  SUBURB 
New  York  City.  Initial  contract  leading  to  partnership. 
Starting  salary  up  to  $19,000.  Include  complete  curricu- 
lum vitae  in  reply.  Box  526,  % NYSJM. 


PHYSICIANS  WANTED— MALE  & FEMALE.  Li- 
censed, for  children’s  camps,  July-August.  Good  salary, 
free  placement.  350  member  camps.  Write  Dept.,  P,  As- 
sociation Private  Camps,  55  West  42  St.,  New  York,  N.  Y. 
10036.  Phone  (212)  OX  5-2656. 


INTERNIST  WANTED,  BOARD  CERTIFIED  OR 
eligible,  for  active,  interesting  practice  internal  medicine 
in  western  Nassau  County.  Excellent  opportunity, 
salary,  then  partnership.  Box  535,  % NYSJM. 


INDUSTRIAL  PHYSICIAN:  STAFF  POSITION  OPEN 
in  major  manufacturing  company,  northeastern  New  York 
State,  requires  highly  motivated  physician  capable  of 
working  with  4 other  full-time  physicians  in  modem  in- 
dustrial clinic.  Applicant  should  have  general  practice 
background  with  some  minor  surgery  ability.  Liberal 
salary,  excellent  benefits,  regular  hours,  good  working 
conditions;  an  equal  opportunity  employer.  If  interested 
please  send  resume  to  Box  534,  % NYSJM. 


INTERNISTS,  BOARD  ELIGIBLE  OR  CERTIFIED, 
wanted  immediately  for  full-time  position  with  a multi- 
specialty group  furnishing  comprehensive  health  care  in 
New  York  City.  Excellent  professional,  educational  and 
financial  benefits.  Send  curriculum  vitae  to  William  H. 
Spahn,  Executive  Administrator,  707  Eighth  Avenue, 
New  York,  N.Y.  10036. 


GENERAL  PRACTITIONER  TO  LOCATE  IN  ROX- 
bury,  N.Y.  Margaretville  Hospital,  fully  accredited, 
nearby.  Four  season  recreation  area  in  Catskill  Mountains. 
Good  social  and  educational  facilities.  Hospital  replace- 
ment program.  Initial  guaranteed  income.  W.  B.  Sheldon, 
Administrator,  Margaretville  Hospital,  Margaretville,  N.Y. 


CAMP  PHYSICIAN : FOR  STANDARDS  ACCREDITED 
Member  Camp  of  Association  of  Private  Camps  and  Ameri- 
can Camping  Association.  350  campers;  co-ed  Pocono 
Mountains;  modem  infirmary,  three  registered  nurses; 
salary  or  exchange  for  children;  July  2 to  August  27. 
Background  confidential.  Interview  mandatory.  Camp 
Colang,  488  Madison  Ave.,  New  York,  N.Y.  10022.  Call 
(212)  LO  3-7640. 


RADIOLOGIST  FOR  650-BED  GENERAL,  VOLUN- 
tary  teaching  hospital.  University  affiliated  approved 
residency  training  for  all  major  services.  Modern,  recently 
completed  department  with  two  special  procedure  rooms, 
image  intensification  and  isotopic  equipment.  Department 
is  now  being  reorganized  with  a contemplated  staff  of  7 
radiologists.  Openings  available  at  all  levels  and  sub- 
specialties. Write  to  Director  of  Radiology,  The  Jewish 
Hospital  of  Brooklyn,  555  Prospect  Place,  Brooklyn,  N.Y. 
11238. 


PARTNER  WANTED:  INTERNIST  PRACTICING, 

Grand  Concourse,  Bronx,  N.Y.,  desires  Board-qualified  or 
certified  internist  for  partner.  Above  average  income. 
Box  541,  % NYSJM. 


GENERAL  PRACTITIONER  NEEDED  NOW  FOR 
lovely  Upstate  New  York  rural  area  in  northern  Cayuga 
County.  Includes  salaried  post  as  school  physician. 
Community  will  provide  up  to  $2,000  annual  salary  for 
two  years  to  start  unlimited  practice.  Equipped  residence 
available  with  assistance  to  purchase.  Exchange  par- 
ticulars with  Richard  A.  Chauncey,  Cato-Meridian  Doctor 
Committee,  Cato,  New  York  13033. 


PHYSICIAN  WANTED:  PSYCHIATRY  SERVICE. 

Training  on  job.  Salary  commensurate  with  education  and 
ability,  $12,873  to  $23,013.  Faculty  appointment  New 
Jersey  College  available  immediately.  Non-discrimination 
in  employment.  Citizenship  and  licensure  in  any  state. 
Write:  Chief  of  Staff,  V.A.  Hospital,  East  Orange,  New 
Jersey. 


WANTED:  PART-TIME  OR  FULL-TIME  PHYSICIAN 
for  downtown  N.Y.C.  insurance  company.  Will  consider 
physician  just  finishing  residency  internal  medicine. 
Send  inquiries  to  Box  544,  % NYSJM. 
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PHYSICIANS  WANTED— CONT’D 


FULL  OR  PART-TIME  FAMILY  PHYSICIAN  WANTED 
to  work  with  medical  group  in  field  of  internal  medicine  in 
downtown  Manhattan  area.  Salary  dependent  upon  time 
and  qualifications.  Interested  parties  should  send  resume 
to  Box  542,  % NYSJM. 


ANESTHESIOLOGIST,  BOARD-ELIGIBLE  OR  BOARD- 
certified,  to  join  group  in  450-bed  voluntary  hospital  on 
Long  Island.  Box  543,  % NYSJM. 


OPPORTUNITY  FOR  GENERAL  MEDICAL  PRAC- 
tice  in  resort  village  on  Lake  Champlain,  also  serving 
adjacent  rural  areas.  New  25-bed  community  hospital  9 
miles  away;  Vermont  Medical  Center  60  miles  away; 
Clinton  County  Medical  Center  45  miles  away  via  North- 
way; Montreal  or  Albany  two  hours  away  via  Northway. 
Reason  is  that  one  of  two  local  physicians  is  taking  a posi- 
tion with  New  York  State.  For  more  details  contact 
either  Harold  Harris,  M.D.,  O.  A.  Gordon,  M.D.,  or  Ray 
Bender,  Supervisor,  all  of  Westport,  N.Y.  12993. 


PRACTICE  WANTED 


M.D  DESIRES  TO  PURCHASE  OR  RENT  ANY  WELL- 
established,  quality  medical  office  or  industrial  medical 
practice,  or  compensation  medical  practice.  Will  also  con- 
sider preliminary  partnership  arrangement  leading  to  pur- 
chase of  any  successful  medical  practice.  Include  par- 
ticulars in  first  letter.  Box  537,  % NYSJM. 


REAL  ESTATE  FOR  SALE  OR  RENT 


NEW  YORK  DUTCHESS  COUNTY:  NEW  MEDICAL 
building  in  Wappingers  Falls,  Poughkeepsie  area,  occupied 
by  D.D.S.,  orthodontist,  and  Ob-Gyn.  Office  available 
for  all  specialties.  Critical  physician  shortage  because  of 
population  explosion.  Address:  Martin  Rabin  D.D.S.,  65 
South  Clinton  St.,  Poughkeepsie.  N.Y.  (914-454-0322 


PEDIATRICIAN’S  OFFICE  FOR  RENT.  COMPLETELY 
furnished  including  patient’s  records.  Established  prac- 
tice 16  years.  Contact:  C.  J.  Tanner,  M.D.,  (716)  823- 

3689.  2705  South  Park  Ave.,  Buffalo,  N.  Y. 


WESTBURY,  LONG  ISLAND,  N.Y.  OFFICE  SPACE 
available  new  professional  building  on  Post  Ave.  exit  from 
Northern  State  Parkway.  Medical  and  Dental  specialists. 
Suites  individually  designed.  Sidney  Finkel,  M.D.,  615 
Powells  Lane,  Westbury,  N.Y.  11590.  Call  (516)  ED 
3-3640. 


FOR  SALE:  BROOKLYN,  FLATLAND  HEIGHTS, 

two  family  comer  house,  doctor’s  home-office  combina- 
tion. Comer  of  Barbey  St.  and  Wortman  Ave.,  Brooklyn, 
N.Y.  New  development  area.  Office  completely  fur- 
nished and  equipped.  Call  (212)  BR  2-8533. 


DOCTORS- DENTIST— PROF.  SPACE 
3500  SQ.  FT. 

In  new  Manhattan  Residential  Complex 
Ideal  for  group  • Will  partition  to  suit 
Also  1,000  sq.  ft.  unit  Avail.  • Sep.  entrance 

Call  Mr.  A.  Grodd,  1365  St.  Nicholas  Ave.,  SW  5-9300 


REAL  ESTATE  FOR  SALE  OR  RENT— CONT’D 


TERMINATING  30  YEAR  ACTIVE,  GENERAL  PRAC- 
tice  and  proctology  March  31,  1967.  Entering  Public 
Health  Service.  Well  planned  building  for  two  practi- 
tioners. Two  furnished  apartments  2nd  floor.  X-ray, 
laboratory  facilities.  New  York  State  Finger  Lakes 
wine  area,  Hammondsport,  New  York.  4 miles  from  new, 
75-bed  hospital.  Sell  or  lease  office  building.  Modem 
ranch  dwelling  built  Sept.  1965  on  premises,  for  sale. 
Write  or  phone:  Eldred  J.  Stevens,  M.D.,  Hammonds- 

port. N.Y.  14840;  (607)  569-2344  or  2345. 


FOR  RENT:  PHYSICIAN’S  FULLY  EQUIPPED,  AIR- 
conditioned,  4-room  office  for  rent.  Located  in  a widely 
populated  industrial  area  of  Long  Island  City,  N.Y. 
Near  all  transportation  & hospital.  Tel:  (212)  YE  2- 

9889. 


ARCHITECT-DESIGNED  MEDICAL  OFFICE/HOME. 
Seven  years  old.  Completely  air-conditioned.  Five  rooiji 
office  and  eight  room  house.  Superb  corner  location  on 
Doctor’s  Row.  Excellent  neighborhood.  Western  suburbs 
of  Syracuse.  Available  July  1967.  Call  collect,  or  write: 
John  Isaac,  M.D.,  917  Granger  Rd.,  Syracuse,  N.Y1. 
Tel.:  (315)  468-6930. 


EXCEPTIONAL  LOCATION  IN  GROWING  NASSAU 
area  for  pediatrician  or  G.P.  to  share  with  established  den- 
tist. Low  rental.  Call  764-7995. 


OFFICE  FOR  SALE:  800  SQ.  FT.  NOW  OCCUPIED  BY 
pediatrician  moving  to  larger  quarters.  Equipment  not 
included.  Located  in  desirable  cooperative  development 
in  Westchester  near  all  roads,  shopping,  etc.  Especially 
suitable  for  Ob-Gyn,  EENT,  psychiatry,  or  paramedical 
or  dental  specialist.  Phone:  (914)  WI  1-0166  eves. 


PORT  WASHINGTON:  1 BLOCK  FROM  R.R.,  2 

treatment  rooms,  all  utilities  & air-conditioning  present; 
reception  rm.,  lab.,  dark  room,  lavatory,  business  office, 
private  office.  Large  private  parking  area.  (516)  PO 
7-2626. 


PROFESSIONAL  OFFICE  IN  LUXURY  MANHATTAN 
bldg.,  750  Park  Ave.,  at  comer  of  72nd  Street.  Two 
offices  plus  large  reception  area  and  examining  room. 
Private  street  entrance.  Supt.  will  show  or  call  Herbert 
Charles  & Co.,  Inc.,  545  Madison  Ave.,  N.Y.  Call  751- 
0500,  or  (914)  TE  4-5019. 


55  PARK  AVE.,  (CORNER  37TH  ST.)  MANHATTAN. 
3 rooms  off  lobby  floor,  15  story  elevator  building  with 
attended  elevators.  $265  month.  Supt.  on  premises  or  call 
Mr.  Evans,  Herbert  Charles  & Co.,  Inc.  (212)  751-0500. 
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“ Give  me  a bowl  of  wine 

-in  this  I bury 
all  unkindness” 

-SHAKESPEARE 


Adaptation  from  Shakespeare  Rare  Print  Collection 

DEAR  DOCTOR: 

Will  Shakespeare  was  a pretty  fair  hostler  and  real  estate  investor,  a pal 
of  Francis  Drake  and  Walter  Raleigh,  much  admired  by  Queen  Elizabeth, 
and  a tophole  poet  and  playwright— but  no  physician. 

Nevertheless,  he  had  a rather  good  idea  of  the  helpfulness  of  wine  in 
cases  of  stress,  as  you  can  see  above. 

Like  Will,  we  wish  to  recommend  a daily  bit  of  wine,  with  your  meals 
for  your  own  personal  stress,  Doctor,  in  your  rugged  profession. 

Also,  for  your  wife’s  stress  at  home,  we’d  like  to  prescribe  a 24-page 
folder,  “WINE  COOKERY  THE  EASY  WAY,”  which  will  help  her  to 
relax  in  the  kitchen  (and  help  you  at  the  barbecue].  We’ll  mail  it  to  you 
(free)  if  you’ll  just  drop  us  a note  on  your  professional  letterhead. 

By  the  way,  we’ll  also  send  you  our  newly  revised  64-page  booklet, 
“USES  OF  WINE  IN  MEDICAL  PRACTICE,”  which  summarizes  a quarter 
century  of  scientific  research,  in  America  and  Europe,  as  an  aid  to  your 
profession. 

We  hope  you  will  request  one  or  both  of  these  free  booklets. 

As  you  know,  wine  stimulates  gastric  flow;  can  help  the  convalescing 
patient;  the  patient  lacking  appetite;  can  help  relieve  anxiety;  can  help 
patients  suffering  from  the  malabsorption  syndrome  — and  helps  hospital 
and  geriatric  home  morale.  Shakespeare  had  a good  idea  there.  And 
many  physicians  and  hospital  administrators  are  also  sharing  that  idea. 

Here’s  a toast  in  California  wine,  Doctor  — to  your  health! 

WINE  ADVISORY  BOARD,  717  MARKET  ST.,  DEPT  1,  SAN  FRANCISCO,  CALIF.  94103 


MERCUHYDRIN 

(meralluride  injection) 


LAKESIDE 


Twenty  years  ago  the  publication  of  MA 
System  for  the  Routine  Treatment  of  the  Failing 
Heart"1  established  a schedule  of  diuretic 
therapy  as  a primary  factor  in  the  treatment 
of  acute  congestive  failure.  With  emphasis 
upon  daily  injections  of  Mercuhydrin 
(meralluride  injection)  until  dry  weight  was 
obtained,  Gold,  et  al.  achieved  a 40%  increase 
in  improvement,  in  V3  the  time,  over  other 
methods  then  current.  Today,  most  medical 
texts  continue  to  recommend  parenteral 
mercurials  in  acute  congestive  failure  when 
prompt  diuresis  is  indicated. 

Recently  Modell2  has  stated:  "The  mercurial 
diuretics  are  the  injectable  diuretics  of  choice 
since  they  are  the  most  potent  as  well  as  the 
most  dependable.  Their  toxicity  is  not  an 
important  consideration  either  by  comparison 
with  other  potent  diuretics  or  in  relation  to  the 
seriousness  of  the  conditions  in  which  they 
provide  such  excellent  relief." 


IN  BRIEF 

Mercuhydrin  is  indicated  in  edema  of  cardiac  or 
hepatic  origin  and  in  the  nephrotic  syndrome;  it  is 
contraindicated  in  acute  nephritis  and  in  anuric  or 
oliguric  states.  The  usual  adult  dose  is  one  to  two 
cc.  daily  or  every  other  day  until  “dry  weight”  is 
obtained.  Sensitivity  is  rare  but  small  initial  doses 
are  advised  to  minimize  potential  reactions;  ver- 
tigo, fever,  and  rash  have  occurred.  Overdosage 
may  produce  electrolyte  depletion,  muscle  cramps, 
and  G.l.  reactions.  Supplied:  1 cc.  and  2 cc.  am- 
puls in  boxes  of  12,  25  and  100;  10  cc.  rubber 
capped,  multiple-dose  vials  (intramuscular  or  sub- 
cutaneous use  only)  in  boxes  of  6 and  100. 


1. Gold,  Harry, e(  al.:  A System  for  the  Routine  Treat- 
ment of  the  Failing  Heart,  The  American  Journal  of 
Medicine,  Vol.  Ill,  No.  6:665-692  (Dec.)  1956. 

2.  Modell,  Walter:  Drugs  of  Choice  1966-1967,  p.  97, 
1966. 

LAKESIDE  LABORATORIES,  INC., Milwaukee, Wisconsin  53201 
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Sleep  -interf  ering 
anxiety  and  tension 
can  usually  be  relieved 
with 

EQUANIIl 

(meprobamate)  Wyeth 


Cautions:  Carefully  supervise  dose  and  amounts 
prescribed,  especially  for  patients  prone  to  overdose 
themselves.  Excessive  prolonged  use  may  result  in 
dependence  or  habituation  in  susceptible  persons— 
as  ex-addicts,  alcoholics,  severe  psychoneurotics. 
After  prolonged  high  dosage,  drug  should  be  with- 
drawn gradually  to  avoid  possibly  severe  with- 
drawal reactions  including  epileptiform  seizures. 
Side  effects  include  drowsiness  and,  rarely, 
allergic  or  idiosyncratic  reactions.  These  reac- 
tions, sometimes  severe,  can  develop  in  patients 
receiving  only  1 to  4 doses  who  have  had  no 
previous  contact  with  meprobamate.  Mild  reactions 
are  characterized  by  urticarial  or  erythematous 
maculopapular  rash.  Acute  non-thrombocytopenic 
purpura  with  petechiae,  ecchymoses,  peripheral  edema 
and  fever  have  been  reported.  Meprobamate  should  be 
stopped  and  not  reinstituted.  Severe  reactions,  observed  very 
rarely,  include  angioneurotic  edema,  bronchial  spasms,  fever, 
fainting  spells,  hypotensive  crises  (1  fatal  case),  anaphylaxis,  stomati- 
tis and  proctitis  (1  case)  and  hyperthermia.  Warn  patients  of  possible 
reduced  alcohol  tolerance.  Should  drowsiness,  ataxia,  or  visual  distur- 
bances occur,  dose  should  be  reduced.  If  symptoms  persist,  patients 
should  not  operate  vehicles  or  dangerous  machinery.  A few  cases  of 
leukopenia,  usually  transient,  have  been  reported  following  prolonged 
dosage.  Other  blood  dyscrasias— aplastic  anemia  (1  fatal  case), 
thrombocytopenic  purpura,  agranulocytosis  and  hemolytic  anemia- 
have  occurred  rarely,  almost  always  in  the  presence  of  known  toxic 
agents.  One  fatal  case  of  bullous  dermatitis  following  intermittent 
use  of  meprobamate  with  prednisolone  has  been  reported. 
Prescribe  very  cautiously  for  patients  with  suicidal  tendencies. 
Suicidal  attempts  should  be  treated  with  immediate  gastric 
lavage  and  appropriate  supportive  therapy. 


Contraindications:  History  of  sensitivity  to  meprobamate. 


Composition:  Tablets,  200  mg.  and  400  mg.  mepro- 
bamate. Coated  Tablets,  Wyseals®  Equanil 
(meprobamate)  400  mg.  Continuous-Release 
Capsules,  Equanil  L-A  (meprobamate)  400  mg. 


* l',  * f 

yy  1 * 


Wyeth  Laboratories 
Philadelphia,  Pa. 
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Scientific  Articles 

1139  Thyroid  Scanning;  Further  Approaches 
Richard  P.  Spencer,  M.D.,  Ph.D. 

1144  External  Chemical  Messengers;  II.  Natural  History  of  Schizophrenia 
Harry  Wiener,  M.D. 

1166  Resection  of  Solitary  Tracheal  Papilloma  Using  Cardiopulmonary  Bypass 

Philip  Crastnopol,  M.D.,  Norbert  Platt,  M.D.,  William  R.  Phillips,  M.D., 
Mohamad  Mesbah,  M.D.,  Edward  I.  Henry,  M.D.,  and  Robert  S.  Aaron,  M.D. 
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W.  Yerby  Jones,  M.D.,  F.A.C.S.,  Alexander  F.  Wahlig,  M.D.,  Stephen  Golesic, 
M.D.,  and  John  V.  Armenia,  M.D. 
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1174  Management  of  Pancreatitis 

Kenneth  W.  Warren,  M.D.,  F.A.C.S.,  Malcolm  C.  V eidenheimer , M.D.,  C.M., 
F.A.C.S.,  and  Gabriel  A.  Kune,  M.B.,  B.S.,  F.R.A.C.S.,  F.R.C.S. 

Clinical  Anesthesia  Conference 

1181  Prolonged  Coma  with  Recovery 

Case  Reports 

1184  Chronic  Beryllium  Lung  Disease;  Disease  in  Search  of  Work  History 
Harold  C.  Neu,  M.D.,  and  Ronald  Schreiber,  M.D. 

1188  Television-Induced  “Psychosis” 

Harvey  R.  Greenberg,  M.D. 

1189  Complications  from  Use  of  Surgical  Mesh  in  Repair  of  Hernias 

Bjorn  Thorbjarnarson,  M.D.,  and  Dicran  Goulian,  M.D. 

History  of  Medicine 

1193  Notes  on  Robert  Boyle  Contributory  to  Space  Medicine 
Constantine  D.  J.  Generates,  Jr.,  M.D.,  D.Phil. 
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For  adolescents,  acne  is  "...an  af- 
fliction which  immediately  separates 
these  people  from  their  confreres."* 
Washing  with  pHisoHex,  from  the 
first  sign  of  acne,  can  help  your  pa- 
tients—even  with  severe  forms  — 
through  the  “acne  decade”  (12-22). 
Three  or  four  thorough  daily 
washes  with  powerful,  antibacterial 
pHisoHex  enhance  acne  regimens. 
Results  help  restore  self-confidence. 
pHisoHex  builds  a cumulative  bac- 
teriostatic film  of  hexachlorophene 
to  protect  acne  skin  between  wash- 
ings, helps  check  the  “infection  fac- 
tor.” pHisoHex  is  especially  effec- 


tive against  Staph  — a frequent  in- 
vader of  acne  lesions. 

A much  more  surface-active  deter- 
gent than  soap,  pHisoHex  removes 
dirt,  emulsifies  oil  and  cleanses 
acne  skin  rapidly  and  thoroughly, 
including  orifices  of  the  sebaceous 
glands,  sweat  glands  and  hair  fol- 
licles. pHisoHex  is  nonalkaline,  hy- 
poallergenic and  "kind”  to  skin. 
pHisoAc®,  a keratolytic  skin-toned 
cream,  is  recommended  with 
pHisoHex  for  local  treatment  in 
acne.  pHisoAc  dries,  peels  and 
masks  lesions,  helps  prevent  come- 
dones, pustules  and  scarring.  It  con- 


tains colloidal  sulfur  6 per  cent, 
resorcinol  1.5  per  cent  and  hexa- 
chlorophene 0.3  per  cent.  Odorless, 
nongreasy  and  pleasant  to  use. 
pHisoHex  is  supplied  in  squeeze 
bottles  of  5 oz.  and  1 pint  and  in 
unbreakable  bottles  of  1 gal. 
pHisoAc  is  supplied  in  tubes  of  IVj 
oz.,  also  available  in  a combination 
package  with  a 5-oz.  squeeze  bot- 
tle of  pHisoHex. 

•Kligman,  A.  M.,  in  Ludwig,  G.  D.,  and 
Elsom,  Katherine  O.  (Eds.):  Am.  Pract. 
13:200,  March,  1962. 

pHisoHe*  and  pHisoAc,  trademarks  reg.  U.S.  Pat.  Qlt. 
Winthrop  Laboratories,  New  York,  N.Y.  10016 
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The  Prac,ice  Economies 

Too  bad  there’s  no  board  in  bill  collection.  So  many  doctors  spend  so 
much  time  on  this  medical  specialty  they  virtually  qualify  as  diplomats  in  it. 

You  won’t  find  GHI  Participating  Doctors  spending  their  valuable  time 
on  collections  from  GHI  subscribers,  though.  They  don’t  have  to.  Payment  of 
bills  for  services  to  GHI  patients  reach  the  doctors  direct  and  fast  (frequently 
within  five  working  days)  and  with  no  loss  of  the  doctors’  time  or  energy. 


Isn’t  that  kind  of  almost  automatic  reimbursement  arrangement  worth 
investigating?  More  and  more  doctors  are  finding  out  it  is,  because  it’s  only 
one  of  several  equally  important  advantages  to  becoming  a GHI  Participating 
Doctor.  Get  the  whole  story,  today  from  our  Professional  Relations  Depart- 
ment. Call  or  write  today. 
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AIRWAYS 


AND 

KEEPS  THEM 
OPEN 


NUMA 


DURA-TABS® 

for  prolonged  aid  to  ventilation 


Each  Numa  Dura-Tab  provides: 

theophylline  225  mg. 

ephedrine  HCI 50  mg. 

butabarbital 25  mg. 

{ Warning:  butabarbital  may  be  habit-forming. ) 


Numa  Dura-Tabs  provide  prolonged  three-way 
action  to  ease  breathing.  Theophylline,  a potent 
bronchodilator  with  minimal  effect  on  the  CNS, 
opens  air  passages  and  reduces  bronchial  spasm. 
Ephedrine  HCI  improves  breathing  capacity 
through  its  decongestant  action.  Butabarbital,  a 
mild  sedative,  allays  fear  and  apprehension. 


Dosage:  One  Numa  Dura-Tab  every  8 to  12  hours 
helps  keep  the  asthmatic  patient  symptom-free 
all  day/all  night. 

Precautions:  Use  with  caution  in  cardiovascular 
or  hyperthyroid  disease,  severe  hypertension, 
circulatory  collapse,  prostatic  hypertrophy,  or 
glaucoma. 


WYNN  Pharmaceuticals,  Inc.  Phila. , Pa.  19132  • Manufacturers  of  QUINAGLUTE®  DURA-TABS® 

(QUINIDINE  GLUCONATE  5 Gr.) 


Medical  Meetings 


Lecture  on  mycosis 

The  division  of  dermatology  of  the  Depart- 
ment of  Medicine  of  the  State  University  of  New 
York,  Downstate  Medical  Center,  is  sponsoring 
a lecture  on  “Deep  Mycosis  in  New  York”  by 
Maxwell  L.  Littman,  M.D.,  chief,  Mycotic  Dis- 
ease Research  Laboratory,  Veterans  Administra- 
tion Hospital  of  Brooklyn,  on  May  5 from 
10:00  A.M.  to  11:00  a.m.  in  “F”  building  class- 
room, second  floor,  Kings  County  Hospital  Cen- 
ter, 451  Clarkson  Avenue,  Brooklyn,  New  York. 


Internists  to  meet 

The  annual  meeting  of  the  Society  of  Internal 
Medicine  of  the  County  of  New  York  will  be 
held  May  10  at  8 : 15  p.m.  in  the  main  auditorium 
of  Cornell  University  Medical  School,  1300  York 
Avenue,  New  York  City. 

Dickinson  W.  Richards,  M.D.,  Nobel  Laure- 
ate in  Medicine  and  Lambert  professor  emeritus 
of  medicine,  Columbia  University  College  of 
Physicians  and  Surgeons,  will  speak  on  “The 
Care  of  the  Patient.”  Following  his  address, 
Dr.  Richards  will  be  presented  with  the  Society’s 
annual  “Internist  of  Distinction  Award”  for  ex- 
cellence as  a physician,  teacher,  and  clinical 
investigator. 

Course  in  heart  electrophysiology 

The  American  College  of  Physicians  is  spon- 
soring a postgraduate  course  in  “Clinical  Appli- 
cations of  Recent  Advances  in  Electrophysiology 
of  the  Heart,”  May  22  through  25  in  lecture 
room  C,  Alumni  Hall,  New  York  University 
Medical  Center,  550  First  Avenue,  New  York 
City. 

Registration  fee  is  $50  for  members  and  $100 
for  nonmembers.  For  further  information  and 
application  blanks  write  to:  Edward  C.  Rose- 
now,  Jr.,  M.D.,  executive  director,  American 
College  of  Physicians,  4200  Pine  Street,  Phila- 
delphia, Pennsylvania  19104. 

Material  for  inclusion  in  the  medical  meetings  section  must 
be  received  six  weeks  prior  to  publication  date. 


Diabetes  society  to  present  essay  papers 

An  open  meeting  of  the  Clinical  Society  New 
York  Diabetes  Association,  Inc.,  will  be  held 
May  25  at  8:00  p.m.  at  The  New  York  Academy 
of  Medicine,  room  20,  2 East  103rd  Street,  New 
York  City.  The  program  will  include  prize  win- 
ning papers  in  the  Fourth  Annual  Prize  Essay 
Contest  in  the  field  of  diabetes  mellitus  and  also 
a special  guest  presentation.  The  guest  speaker 
will  be  Seymour  Glick,  M.D.,  chief,  division  of 
metabolism  and  endocrinology,  Coney  Island 
Hospital,  and  assistant  professor  of  medicine, 
Downstate  Medical  Center.  He  will  talk  on  the 
“Dynamics  of  Growth  Hormone  Secretion.” 

Neurologists  to  meet 

The  American  Neurological  Association  will 
hold  its  ninety-second  annual  meeting  June  12 
through  14  at  the  Claridge  Hotel,  Atlantic  City. 

For  information  write  to:  Melvin  D.  Yahr. 

M.D.,  710  West  168th  Street,  New  York  10032. 

Blood  banks  association  to  meet 

The  twentieth  anniversary  meeting  of  the 
American  Association  of  Blood  Banks  is  to  be 
held  October  21  through  25  at  the  Americana 
Hotel,  New  York  City.  Abstracts  for  papers  to 
be  read  during  the  scientific  and  administrative 
sections  are  being  accepted  through  June  1. 

Forms  for  submitting  the  abstracts  may  be  ob- 
tained from  the  central  office,  American  Associa- 
tion of  Blood  Banks,  Suite  1322,  30  North  Mich- 
igan Avenue,  Chicago,  Illinois  60602. 

Postgraduate  course  in  ophthalmology 

The  tenth  series  of  postgraduate  courses  foi 
specialists  in  ophthalmology  and  a “Review  in 
Basic  Sciences  in  Ophthalmology”  is  being  spon- 
sored by  the  Institute  of  Ophthalmology  of  the 
Americas  September  6 through  November  30  at 
the  New  York  Eye  and  Ear  Infirmary,  218  Sec- 
ond Avenue,  New  York  City. 

For  further  information,  contact:  Jane  Stark, 
registrar,  Institute  of  Ophthalmology  of  the 
Americas,  New  York  Eye  and  Ear  Infirmary, 
218  Second  Avenue,  New  York  10003. 
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Tablets:  (meclizine  HCI  12.5  mg.  and  niacin 
50  mg.)  Syrup:  (each  5 cc.  teaspoonful  con- 
tains meclizine  HCI  6.25  mg.  and  niacin  25 
mg.) 

Most  widely  prescribed  anti-vertigo  agent' 
Complete  to  moderate  relief  of  symptoms 
in  9 out  of  10  patients’ 

Antivert,  the  leading  anti-vertigo  product,' 
combines  meclizine  HCI,  an  outstanding 
drug  for  treatment  of  vestibular  dysfunc- 
tion, with  niacin,  a drug  of  choice  for 
prompt  vasodilation.  Prescribe  Antivert  for 
your  patients  with  vertigo,  Meniere’s  syn- 
drome and  allied  disorders. 

Precautions  and  contraindications:  Frequent, 
short-lived  reactions  include:  cutaneous 
flushing,  sensations  of  warmth,  tingling  and 
itching,  burning  of  skin,  increased  gastro- 
intestinal motility,  and  sebaceous  gland  ac- 
tivity. In  explaining  these,  reactions  to  the 
patient,  it  is  suggested  that  they  be  re- 
garded as  a desirable  physiological  sign  that 
the  niacin  is  carrying  out  its  intended  func- 
tion of  vasodilation.  Because  of  this  vaso- 
dilation, severe  hypotension  and  hemorrhage 
are  obvious  contraindications  to  Antivert 
therapy.  Although  the  incidence  of  drowsi- 
ness and  other  atropine-like  side  effects 
such  as  dry  mouth  and  blurring  of  vision  is 
low,  the  physician  should  alert  the  patient 
to  the  need  for  due  precautions  when  en- 


gaging in  activities  where  alertness  is  man- 
datory. Use  in  women  of  childbearing  age: 
A review  of  available  animal  data  reveals 
that  meclizine  exerts  a teratogenic  response 
in  the  rat.  In  one  study  a dose  of  50 
mg./kg./day  (50  times  the  maximum  recom- 
mended human  dose)  produced  cleft  palate 
in  2 of  87  fetuses  when  administered  to  the 
rat  at  critical  times  during  the  first  15  days 
of  gestation.  At  doses  of  125  mg./kg./day, 
meclizine  will  produce  100%  incidence  of 
cleft  palate  in  the  rat.  At  doses  of  25  mg./ 
kg./day,  decreased  calcification  of  the  ver- 
tebrae and  relative  shortening  of  the  limbs 
were  also  produced  in  the  rat,  but  experts 
disagree  as  to  whether  this  is  a teratogenic 
response.  While  available  clinical  data  are 
inconclusive,  scientific  experts  are  of  the 
opinion  that  this  drug  may  possess  a poten- 
tial for  adverse  effects  on  the  human  fetus. 
Consequently,  consideration  should  be  given 
to  initial  use  of  a nonphenothiazine  agent 
that  is  not  suspected  of  having  a terato- 
genic potential.  In  any  case,  the  dosage  and 
duration  of  treatment  should  be  kept  to  a 
minimum.  Dosage:  One  tablet  or  one  to  two 
teaspoonfuls  (5-10  cc.)  t.i.d.  just  before 
meals.  Specific  requirements  for  individual 
patients  should  be  determined  by  the  physi- 
cian. Supplied:  Tablets  in  bottles  of  100  and 
500.  Syrup  in  pint  bottles.  RX  only. 
References:  1.  Based  on  1966  data  from  in- 
dependent physicians'  market  survey  organi- 
zation. 2.  Seal,  J.  C.:  Eye  Ear  Nose  & Throat 
Month.  38:738  (Sept.)  1959. 


helps  keep  them 
'on  the  go’ 


Each  capsule  contains: 

(1)  Vitamins  and  Minerals 

Vitamin  A (acetate)  2000  U.S.P.  units 

Vitamin  D (ergocalciferol,  U.S.P.)  200  U.S.P.  units 

Vitamin  Bi  (thiamine  mononitrate,  U.S.P.)  . 0.5  mg. 

Vitamin  Bi  (riboflavin,  U.S.P.)  0.5  mg. 

Vitamin  B6  (pyridoxine  HCI,  U.S.P.)  0.5  mg. 

Niacinamide,  U.S.P 50  mg. 

Calcium  pantothenate,  U.S.P 5 mg. 

Vitamin  E (di-alpha  tocopheryl  acetate) 5 I.U. 

Rutin  5 mg. 

Cobalt  (from  cobalt  sulfate)  , . 0.033  mg. 

Molybdenum  (from  sodium  molybdate)  . 0.066  mg. 

Copper  (from  copper  sulfate)  0.33  mg. 

Manganese  (from  manganese  sulfate) 0.33  mg. 

Magnesium  (from  magnesium  sulfate) 2 mg. 

Iodine  (from  potassium  iodide) 0.05  mg. 

Potassium  (from  potassium  sulfate)  1.66  mg. 

Zinc  (from  zinc  sulfate)  0.4  mg. 

(2)  Hematopoietic  Factors 

Iron  (from  ferrous  sulfate) 3.40  mg. 

Vitamin  B 1 2 (cobalamin  concentrate,  N.F.,  as 

Stablets®)  . 1 meg. 

Vitamin  C (ascorbic  acid,  U.S.P.) 50  mg. 

(3)  Digestive  Enzyme 

Pancreatic  substance*  50  mg. 

(4)  Gonadal  Hormones 

Methyltestosterone,  N.F 1.0  mg. 

Ethinyl  Estradiol,  U.S.P 0.006  mg. 

(5)  Amino  Acids 

L-lysine  (monohydrochloride)  50  mg. 

L-Glutamic  acid  30  mg. 


♦Enzymatically  active  defatted  material  obtained  from 
250  mg.  of  whole  fresh  pancreas. 

For  older  adults  who  require  it,  daily  supplementa- 
tion with  Neobon  can  help  overcome  decreases  in 
endogenous  gonadal  hormone  production,  as  well  as 
deficiencies  of  iron,  vitamins  and  other  nutritional 
factors.  In  a single  convenient  capsule,  Neobon 
provides  vitamins,  minerals,  gonadal  hormones, 
hematopoietic  factors,  digestive  enzymes,  and 
amino  acids  — all  selected  for  adjunctive  therapeu- 
tic value  in  the  geriatric  syndrome.  For  example, 
one  of  the  gonadal  hormones  in  Neobon  is  ethinyl 
estradiol.  It  is  more  slowly  metabolized  in  the  body 
than  natural  estrogens  or  their  esters. 

Precautions:  Contraindicated  in  patients  in  whom 
estrogen  or  androgen  therapy  should  not  be  used,  as 
in  carcinoma  of  the  breast  or  prostate. 

Dosage:  One  capsule,  t.i.d.  with  meals,  or  as  directed 
by  physician. 

Supplied:  Bottles  of  60  capsules.  Rx  only. 


J.B.  ROERIG  DIVISION 

CHAS.  PFIZER  & CO..  INC. 
NEW  YORK,  N.Y.  10017 


Medical  News 


Coral  snake  antivenin  available 

As  a public  service  the  Wyeth  Laboratories, 
Philadelphia,  will  supply  in  May  an  antivenin 
specific  for  the  treatment  of  bites  by  the  eastern 
coral  snake  (Antivenin:  Micrurus  Fulvius),  free 
of  charge  to  state  health  departments  in  areas 
where  the  eastern  coral  snake  lives. 

This  is  the  first  coral  snake  antivenin  to  be 
manufactured  in  the  United  States,  and  is  re- 
leased with  the  approval  of  the  division  of  bio- 
logical standards  of  the  U.S.  Public  Health 
Service. 

Rehabilitation  centers  designated 

Mount  St.  Mary’s  Hospital,  Niagara  Falls, 
and  St.  Charles  Hospital,  Port  Jefferson,  have 
been  designated  rehabilitation  centers  by  the 
New  York  State  Department  of  Health.  With 
these  two  additions,  the  state  now  has  21  stra- 
tegically located  centers  where  prompt  and  com- 
prehensive rehabilitation  service  can  be  given  to 
victims  of  accidents  and  handicapping  con- 
ditions. 

Inpatient  psychiatric  service  opened 

A 36-bed  inpatient  service  of  the  Department 
of  Psychiatry  at  the  Beth  Israel  Medical  Center, 
New  York  City,  has  recently  been  opened. 
This  unit  provides  facilities  for  patients  with 
acute  disturbances  which  can  be  improved 
within  a sixty-day  limit. 

The  inpatient  service  is  operated  as  an  open 
ward  and  accommodates  adults  and  suitable 
adolescents.  There  is  no  upper  age  limit.  Pa- 
tients are  not  excluded  on  the  basis  of  diagnosis 
or  symptom  category,  however,  patients  suffer- 
ing from  drug  addiction  or  alcoholism  are  gener- 
ally excluded. 

For  further  information  or  referral  of  patients, 
contact:  Edward  Weiss,  M.D.,  Beth  Israel  Hos- 
pital, 10  Nathan  D.  Perlman  Place,  New  York 
10003.  The  telephone  number  is  ORegon  7- 
2300,  extension  375. 

Training  grant  in  mental  health 

A new  program  of  mental  health  training  sup- 
port to  be  administered  by  the  continuing  ed- 
ucation branch,  Division  of  Manpower  and 
Training  Programs,  National  Institute  of  Men- 
tal Health  has  been  established. 

Material  for  inclusion  in  the  medical  news  section  must  be 
received  six  weeks  prior  to  publication  date. 


The  broad  objectives  of  this  program  are  as 
follows:  (1)  To  increase  the  effectiveness  of  ex- 
isting mental  health  manpower  of  all  types 
wherever  they  may  work;  (2)  to  make  continu- 
ing education  and  staff  development  a built-in 
component  of  service,  training,  and  research  pro- 
grams in  mental  health  facilities;  (3)  to  make 
continuing  education  a much  stronger  compo- 
nent of  the  mental  health  education  programs 
within  universities  and  training  centers. 

Applications  for  funds  to  support  continuing 
education  programs  in  mental  health  may  be 
made  by  any  public  or  private  nonprofit  insti- 
tution, such  as,  college  or  university,  community 
mental  health  center,  hospital,  clinic,  profes- 
sional organization,  or  state  community  agency. 
Closing  dates  for  filing  applications  are  June  1, 
October  1,  and  February  1. 

For  further  information  write  to:  chief,  con- 
tinuing education  branch,  National  Institute  of 
Mental  Health,  5454  Wisconsin  Avenue,  Chevy 
Chase,  Maryland  20203. 

Personalities 

Elected.  Clarence  Dennis,  M.D.,  chairman 
of  the  Department  of  Surgery,  Downstate  Medi- 
cal Center,  to  the  board  of  directors  of  the  Na- 
tional Society  for  Medical  Research  . . . To  the 
medical  board  of  the  Brooklyn-Cumberland 
Medical  Center:  John  M.  Tortora,  M.D., 

Department  of  Obstetrics  and  Gynecology,  as 
chairman;  and  John  L.  Fischetti,  M.D.,  De- 
partment of  Medicine,  as  vice-chairman  . . . 
As  officers  of  the  American  Academy  of  Allergy: 
Murray  Dworetzky,  M.D.,  New  York  City, 
president-elect;  James  H.  Barnard,  M.D., 
New  York  City,  vice-president;  and  Elliott 
Middleton,  Jr.,  M.D.,  New  York  City,  execu- 
tive committee. 

Installed.  John  H.  Vaughan,  M.D.,  Roch- 
ester, as  president  of  the  American  Academy 
of  Allergy. 

Appointed.  Paul  Sherlock,  M.D.,  New  York 
City,  as  medical  director  for  Moore-McCormack 
Lines,  New  York  City  . . . Richard  C.  Karl, 
M.D.,  Cornell  University  Medical  College,  as 
division  director  of  surgery,  North  Shore  Hos- 
pital, Manhasset;  and  Lawrence  Scherr,  M.D., 
Cornell  University  Medical  College,  as  division 
director  of  medicine,  North  Shore  Hospital  . . . 
Henry  W.  Harris,  M.D.,  Woman’s  Medical 
College  of  Pennsylvania,  as  chairman  of  the 
Department  of  Medicine,  Catholic  Medical 
Center  of  Brooklyn  and  Queens. 
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There  are  186,300* 
undetected  diabetics 
in  New  York  State 

Most  of  these  are  probably  among  patients  over  40;  the  overweight; 
relatives  of  diabetics,  and  mothers  of  large  babies.  By  the  time  polyphagia,  polyuria, 
polydipsia,  pruritus  or  other  overt  symptoms  of  diabetes  appear, 
damage  may  have  been  done  that  could  have  been  minimized. 
DEXTROSTIX®  gives  you  a reliable  blood-glucose  estimate  in  60  seconds. 

Why  Wait? 


♦Based  on  Statistical  Report,  U.S.  Dept.  Commerce,  ed.  86,  and  Fisher,  G.  F.,  and  Vavra,  H.  M.: 
Pub.  Health  Rep.  80:961  (Nov.)  1965. 

Note:  DEXTROSTIX  is  not  meant  to  replace  the  more  precise  analytical  laboratory 
procedures  such  as  needed  in  glucose  tolerance  testing. 


AMES  COMPANY,  Division  Miles  Laboratories,  Inc.,  Elkhart,  Indiana  46514  42eR6? 


Ames 
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Abstracts 


Spencer,  R.  P.:  Thyroid  scanning;  further 

approaches,  New  York  State  J.  Med.  67: 
1139  (May  1)  1967. 

An  upsurge  of  interest  in  thyroid  scanning  is 
due  to  three  factors:  the  use  of  different  iodine 
radioisotopes  and  analogues  that  reduce  the  radi- 
ation dose  to  the  patient,  measurements  of  thy- 
roid dimensions  obtained  by  scanning,  and  the 
use  of  lateral  scans  to  define  more  precisely  the 
extent  of  the  thyroid.  There  are  no  absolute 
contraindications  to  thyroid  scanning,  and  short- 
lived radioisotopes  may  overcome  radiation 
hazard  in  pregnancy  and  lactation.  The  recom- 
mended technic  includes  reducing  the  radiation 
dosage;  carrying  out  anteroposterior  scans  rou- 
tinely, with  lateral  views  of  the  thyroid  added 
as  necessary;  repeating  scans  whenever  neces- 
sary; and  scanning  as  early  as  possible,  as  soon 
as  sufficient  radioiodide  is  present  in  the  thyroid. 
A thyroid  scan  allows  one  to  quantitate  the 
location  of  the  gland,  the  dimensions  of  the 
functional  tissue,  and  the  degree  of  homogeneity 
of  uptake.  It  aids  in  evaluation  of  nodules. 

Jones,  W.  Y.,  Wahlig,  A.  F.,  Golesic,  S., 
and  Armenia,  J.  V.:  Cataract  extraction  with 
Kelman  cryostylet,  New  York  State  J.  Med. 
67:  1170  (May  1)  1967. 

Cataracts  were  extracted  from  24  patients 
by  cryostylet.  The  instrument  proved  to  be 
safe  in  the  hands  of  individuals  with  varying 
experience  and  proficiency,  and  is  a continuously 
operating  instrument.  There  was  no  incidence 
of  capsular  rupture  or  late  postoperative  com- 
plications. Complications  included  vitreous 
loss  (2  cases)  and  postoperative  hypopyon  with 
corneal  edema  (1  case).  The  edema  persisted 
a few  days,  then  disappeared  with  no  residuals. 
Complications  of  cataract  surgery  can  be  lessened 
by  the  use  of  a freezing  technic  for  extraction. 


Tandearil 

oxyphenbutazone 

Tandearil  in  Painful  Shoulder 

Therapeutic  Effects:  Stiffness  and  pain  may  diminish 
within  2 days,  and  full  mobility  may  be  restored 
within  a week.  These  effects  are  obtained  with 
oxyphenbutazone  alone  or  combined  with  physio- 
therapy or  local  hormonal  injections.  The  drug  is 
usually  well  tolerated  and  does  not  affect  pituitary- 
adrenal  function  or  immune  response. 

Contraindications:  Edema:  danger  of  cardiac  decom- 
pensation; history  or  symptoms  of  peptic  ulcer; 
renal,  hepatic  or  cardiac  damage;  history  of  drug 
allergy;  history  of  blood  dyscrasia.  The  drug  should 
not  be  given  when  the  patient  is  senile  or  when  other 
potent  drugs  are  given  concurrently. 

Warning:  If  coumarin-type  anticoagulants  are  given 
simultaneously,  watch  for  excessive  increase  in 
prothrombin  time.  Pyrazole  compounds  may  poten- 
tiate the  pharmacologic  action  of  sulfonylurea, 
sulfonamide-type  agents  and  insulin.  Carefully 
observe  patients  receiving  such  therapy.  Use  with 
great  caution  in  the  first  trimester  of  pregnancy 

Precautions:  Obtain  a detailed  history  and  a com- 
plete physical  and  laboratory  examination,  includ- 
ing a blood  count.  The  patient  should  be  closely 
supervised  and  should  be  warned  to  report  immedi- 
ately fever,  sore  throat,  or  mouth  lesions  (symptoms 
of  blood  dyscrasia);  sudden  weight  gain  (water  re- 
tention) ; skin  reactions;  black  or  tarry  stools  or 
other  evidence  of  intestinal  hemorrhage.  Make  regu- 
lar blood  counts.  Discontinue  the  drug  and  institute 
countermeasures  if  the  white  count  changes  signifi- 
cantly, granulocytes  decrease,  or  immature  forms 
appear.  Use  greater  care  in  the  elderly  and  in 
hypertensives. 

Adverse  Reactions:  The  most  common  are  nausea, 
edema  and  drug  rash.  The  drug  has  been  associated 
with  peptic  ulcer  and  may  reactivate  a latent  peptic 
ulcer.  Infrequently,  agranulocytosis,  or  a general- 
ized allergic  reaction  may  occur  and  require  with- 
drawal of  medication.  Stomatitis,  salivary  gland  en- 
largement, vomiting,  vertigo  and  languor  may  occur. 
Leukemia  and  leukemoid  reactions  have  been  re- 
ported but  cannot  definitely  be  attributed  to  the 
drug  Thrombocytopenic  purpura  and  aplastic 
anemia  may  occur.  Confusional  states,  agitation, 
headache,  blurred  vision,  optic  neuritis  and  tran- 
sient hearing  loss  have  been  reported,  as  have 
hyperglycemia,  hepatitis,  jaundice,  and  several 
cases  of  anuria  and  hematuria.  With  long-term  use, 
reversible  thyroid  hyperplasia  may  occur  infre- 
quently. Moderate  lowering  of  the  red  cell  count  due 
to  hemodilution  may  occur. 

Dosage  in  Painful  Shoulder:  600  mg.  daily  in  divided 
doses  for  2 to  3 days;  300  mg.  daily  thereafter.  Usual 
duration  of  therapy:  2 to  7 days. 

Availability:  Tablets  of  100  mg.  6562-VI(B)R 

For  complete  details,  please  refer  to  full  prescribing 
information. 


Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York 
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Geigy 


Tandearil'  helps  painful  shoulders 

oxyphenbutazone  mQve  agajn 


Please  see  ad- 
joining page  for 
brief  prescribing 
summary. 

T A -S094PC 


3 out  of  4 painful  shoulder  patients 


responded  well 


Sperling.  1 L. : 

Applied  Therap.  6 117. 
1964 

84.2%  of  127  patients 

Rosenbaum.  E E.,  and 
Schwarz.  G R North- 
west Med  61  927, 1962 

81%  of  48  patients 

1113 


Medical  Schools 


Albert  Einstein  College  of  Medicine 

Named  dean.  Harry  H.  Gordon,  M.D.,  has 
been  named  dean  of  the  College  and  will  as- 
sume his  new  post  on  July  1.  Dr.  Gordon  has 
been  serving  as  associate  dean  since  July  1, 
1966.  He  is  National  Association  for  Retarded 
Children-Grover  F.  Powers  Professor  of  Pedi- 
atrics and  director  of  the  Rose  F.  Kennedy  Cen- 
ter for  Research  in  Mental  Retardation  and 
Human  Development  now  being  constructed 
on  the  campus. 

Downstate  Medical  Center 

Grants  awarded.  A total  of  $378,252.50 
was  received  during  January,  1967,  from  the 
National  Institutes  of  Health  and  other  agencies 
for  22  grants.  This  provides  for  renewal  of 
five  studies  already  in  progress,  12  supplements, 
and  the  initiation  of  five  new  research  projects. 

Special  lecture.  Joseph  E.  Rail,  M.D.,  Di- 
rector of  Intramural  Research  of  the  National 
Institute  of  Arthritis  and  Metabolic  Diseases, 
Bethesda,  Maryland,  delivered  a special  lec- 
ture in  March.  Sponsored  by  the  Department 
of  Medicine,  Dr.  Rail  discussed  “Random  Re- 
flections on  Radioactive  and  Cultural  Fallout.” 

First  Robert  A.  Moore  Lecture  to  be  pre- 
sented. The  first  Robert  A.  Moore  Lecture 
will  be  presented  on  May  15  at  4 p.m.,  first  floor 
lecture  hall,  Basic  Sciences  Building,  by  Charles 
Brenton  Huggins,  M.D.,  1966  Nobel  Laureate 
in  Medicine,  and  director,  Ben  May  Laboratory 
for  Cancer  Research  and  William  B.  Ogden 
Distinguished  Service  Professor  of  Urology, 
University  of  Chicago  School  of  Medicine. 
Dr.  Huggins  will  discuss  “Endocrine  Induced 
Regression  of  Cancer.” 

Alumni  reunion  day.  The  87th  annual 
alumni  reunion  day  will  be  held  on  May  6 at  The 
State  University  Hospital,  445  Lenox  Road. 
The  program  will  include  tours  of  the  new  Hos- 
pital beginning  at  9 a.m.;  Joseph  K.  Hill, 
M.D.,  president  of  the  Center,  will  speak  on 
“The  Function  of  a University  Hospital — How 
It  Operates  as  a Teaching  Unit”  at  11 : 00  a.m., 


to  be  followed  by  a luncheon.  In  the  evening 
there  will  be  a dinner  dance  at  the  New  York 
Hilton.  Jules  D.  Gordon,  M.D.,  class  of 
’30,  is  president  of  the  Alumni  Association. 

The  New  York  Hospital-Cornell 
Medical  Center 

Study  of  advanced  computer  technology 
announced.  The  New  York  Hospital-Cornell 
Medical  Center,  Memorial  Sloan-Kettering  Can- 
cer Center,  and  The  Hospital  for  Special  Surgery 
have  announced  that  a joint  agreement  has 
been  made  with  the  International  Business 
Machines  Corporation  to  develop  a plan  for  the 
application  of  advanced  computer  technology 
to  medical  care,  research,  and  teaching.  A 
team  of  physicians  and  engineers  representing 
Cornell’s  multi-institutional  medical  complex 
and  IBM’s-Advanced  Systems  Development 
Division  will  explore  the  application  of  com- 
puters in  patient  care,  hospital  administration, 
records  maintenance,  patient  monitoring,  and 
assistance  to  physicians  in  decisions  concern- 
ing medical  diagnosis  and  treatment.  Follow- 
ing surveys  of  existing  facilities  and  needs,  a 
plan  will  be  proposed  for  future  development 
aimed  at  further  improving  patient  care  and 
permitting  more  effective  medical  research  and 
teaching.  Ralph  L.  Engle,  Jr.,  M.D.,  associate 
professor  of  medicine  at  the  College,  and  as- 
sociate attending  physician  at  The  New  York 
Hospital,  will  be  director  of  the  community  com- 
puter project. 

New  York  Medical  College 

New  dean  and  executive  vice-president. 
J.  Frederick  Eagle,  M.D.,  assistant  dean, 
Columbia  University  College  of  Physicians  and 
Surgeons,  has  been  appointed  dean  and  execu- 
tive vice-president  to  become  effective  July  1. 
Dr.  Eagle  succeeds  Lawrence  B.  Slobody,  M.D., 
acting  dean  and  vice-president,  who  will  con- 
tinue as  vice-president  in  charge  of  hospital 
affairs.  Dr.  Eagle  also  will  hold  the  faculty 
appointment  of  professor  of  pediatrics  at  the 
College. 
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DOCTOR, 


Here  is  the  expanded  Abbott 
anorectic  program  designed  to 
meet  the  individual  needs  of 
your  overweight  patients. 


1 

1 

ABBOTT 

THE  PRODUCT 

ABBOTT 

ANORECTIC 

PROGRAM 

DESOXYN®  Gradumet®  5mg  a 

METHAMPHETAMINE  HYDROCHLORIDE  IN  LONG-RELEASE  DOSE  FORM 

10  mg.  ED  15  mg  ED 

DESBUTAL  10  Gradumet 

10  mg.  METHAMPHETAMINE  HYDROCHLORIDE,  60  mg.  SODIUM  PENTOBARBITAL 

FRONT  jff]  SIDE 

Ui 

DESBUTAL  15  Gradumet 

15  mg.  METHAMPHETAMINE  HYDROCHLORIDE,  90  mg.  SODIUM  PENTOBARBITAL 

FRONT  Ff}  SIDE 

i j| 

MOOD  ELEVATION 


DESOXYN  Gradumet 

Smooth  appetite  control  plus  mood  elevation 

Typically,  the  obese  patient  is  a repeat  dieter. 
And  with  each  failure,  the  task  looks  more 
hopeless.  Therefore,  it  is  often  just  as  im- 
portant to  lift  the  mood  as  to  curb  the  appe- 
tite. Desoxyn  Gradumet  does  just  that.  It 
gently  elevates  and  sustains  the  mood.  And 
no  other  product— amphetamine  or  non-am- 
phetamine—is  more  effective  in  suppressing 
appetite. 


DESBUTAL  Gradumet 

For  patients  who  can't  take  plain  amphetamine 

Desbutal  Gradumet  contains  2 drugs,  each 
in  its  own  tablet  section,  combined  back  to 
back  to  form  a single  tablet.  One  section 
contains  Desoxyn  to  suppress  the  appetite 
and  lift  the  mood;  the  other  contains  Nem- 
butal® (pentobarbital)  to  soothe  the  patient 
and  counteract  any  excessive  stimulation. 
The  drugs  are  released  in  an  effective  dosage 
ratio  throughout  the  day. 


COIMTROLLED-RELEASE 


HOW  IT  DIFFERS  FROM 
LONG-RELEASE 

The  Gradumet  is  made  up  of  thousands  of 
interconnecting  channels,  much  like  a 
sponge.  These  channels— filled  with  a drug 
—end  at  the  outer  surface  of  the  tablet.  When 
fluid  comes  in  contact  with  the  Gradumet, 
the  drug  in  the  outer  ends  of  the  channels 
dissolves.  As  the  fluid  makes  its  way  up  the 
channels,  there  is  a continuous  release  of 
medication. 


I. £82 “ * a?  ♦4 A 
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THIS  IS  A RELEASE 
YOU  CAN  COUNT  ON 


Since  the  rate  of  release  is  rigidly  determined 
by  the  size  and  number  of  channels,  the 
Gradumet  is  able  to  provide  control/ed-re- 
lease  as  well  as  long-release.  Patients  get  a 
measured  amount  of  medication,  moment  by 
moment,  throughout  the  day— from  a single 
ora!  dose. 


THE  PROGRAM 


ABBOTT 

ANORECTIC 

PROGRAM 


WEIGHT  CONTROL 
BOOKLET 

To  help  your  obese  patients  understand  why 
they  are  overweight— and  what  they  can  do 
about  it— Abbott  has  a booklet  called  "The 
Secret  of  Controlling  Your  Weight."  It  is 
available  to  your  patients  only  through  you. 
Here  is  a partial  list  of  the  topics  covered  : 
Why  you  are  overweight 
Rewards  of  weight  reducing 
Balanced  meals 
Helpful  hints 
Hunger  between  meals 
Snacks 

Weekly  weighings 
Exercise 

Holidays,  vacations,  special  events 
Leanness  and  longevity 
Each  topic  is  covered  on  one  page  in  simple 
and  easy-to-understand  language.  At  the 
back  of  the  booklet,  there  is  a list  of  160 
foods  showing  their  caloric  content. 


the 

secret 


of 

controlling 
your  weight 


FOOD  DIARY 


The  Food  Diary  is  designed  to  help  the  over- 
weight patient  follow  your  eating  instruc- 
tions. Space  is  provided  for  breakfast,  lunch, 
supper,  and  even  snacks.  By  writing  every- 
thing down  that's  eaten  each  day,  the  patient 
is  constantly  reminded  that  she's  trying  to 
change  her  eating  habits.  And  you  are  fur- 
nished with  a written  record  of  how  well 
she's  doing. 

This  booklet  also  lists  the  caloric  content  of 
160  foods. 


See  Brief  Summary  on  next  page. 


THE  PRICE 


ABBOTT 

ANORECTIC 

PROGRAM 


ECONOMY 


Desoxyn  Gradumet  and  Des- 
butal  Gradumet  are  so  reason- 
ably priced  that  patients  in 
many  cases  save  enough 
(compared  to  other  leading 
long-release  anoretics)  to  get 
five  weeks  of  medication  for 
the  price  of  four. 


FREE  SUPPLIES 
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There  are  four  weight  control  booklets,  each 
with  the  same  text,  but  with  a different  sam- 
ple in  the  back  of  the  booklet  to  meet  your 
individual  patient's  needs.  You  have  your 
choice  of  Desoxyn  Gradumet  in  10  mg.  or 
15  mg.  strengths  as  well  as  Desbutal  10 
Gradumet  and  Desbutal  15  Gradumet.  The 
Food  Diary  is  the  same  for  all  of  the  weight 
control  booklets. 

Your  Abbott  man  will  be  happy  to  supply 
you  with  booklets.  Just  ask  him. 

CONTRAINDICATIONS:  Methampheta- 
mine  (in  Desoxyn  and  Desbutal)  is  contraindi- 
cated in  patients  taking  a monoamine  oxidase 
inhibitor.  Do  not  use  pentobarbital  (in  Desbu- 
tal) in  persons  hypersensitive  to  barbiturates. 


PRECAUTIONS,  SIDE  EFFECTS:  Observe 
caution  in  patients  with  hypertension,  cardio- 
vascular disease,  hyperthyroidism,  old  age,  or 
those  sensitive  to  sympathomimetic  drugs. 
Prolonged  usage  may  lead  to  tolerance  or  psy- 
chic dependence.  Careful  supervision  is  neces- 
sary to  avoid  chronic  intoxication  and 
addiction. 

Amphetamine  side  effects  such  as  a headache, 
excitement,  agitation,  palpitation  or  cardiac 
arrhythmia  usually  may  be  controlled  by  re- 
ducing the  dose.  Paradoxically-induced  de- 
pression is  an  indication  to  withdraw  the  drug. 
Pentobarbital  (in  Desbutal)  may  cause  skin 
rash.  Nervousness  or  excessive  se- 
dation with  Desbutal  is  usually 
transient.  70io69 


Gradumet— Long-release  dose  form,  Abbott  U S Pat  No  2,987,445 


Results  on  skin  are  final  proof  of  any  topical  antibiotic’s  effectiveness 

No  in  vitro  test  can  duplicate  a clinical  situation  on  living  skin.  ‘Neosporin’  (polymyxin  B 
— bacitracin -neomycin)  Ointment  has  consistently  proven  its  effectiveness  in  thousands  of 
cases  of  bacterial  skin  infection.  The  spectra  of  the  three  antibiotics  overlap  in  such  a way 
as  to  provide  bactericidal  action  against  most  pathogenic  bacteria  likely  to  be  found  topically. 
Diffusion  of  the  antibiotics  from  the  special  petrolatum  base  is  rapid  since  they  are  insoluble 
in  the  petrolatum,  but  readily  soluble  in  tissue  fluids.  The  Ointment  is  bland  and  nonirritating. 

Caution:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in  overgrowth  of  nonsuscep- 
tible  organisms  and/or  fungi.  Appropriate  measures  should  be  taken  if  this  occurs.  Articles  in  the 
current  medical  literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to  neomycin. 
The  possibility  of  such  a reaction  should  be  borne  in  mind. 

Contraindications:  This  product  is  contraindicated  in  those  individuals  who  have  shown  hyper- 
sensitivity to  any  of  its  components. 

Supplied:  Tubes  of  1 oz.,  Vz  oz.  with  applicator  tip,  and  Vs  oz.  with  ophthalmic  tip. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 
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NEOSPORIN’ 

brand 

rXIN  B- BACITRACIN- NEO MY 

OINTMENT 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.Y. 
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helps  keep  calories  at  arm’s  length 


Most  persons  have  a tendency 
. to  regain  lost  weight  easily. 

1 Preludin  is  made  to  order  for  such 
; patients.  It  effectively  curbs  ap- 
petite and  helps  them  stick  to 
their  diets. 

Preludin  keeps  patients  active. 

!'  Because  moderate  exercise  is 
, usually  more  feasible  for  patients 
j|  who  are  not  grossly  overweight, 
Preludin  should  be  doubly  benefi- 
cial for  them.  It  promotes  a sense 


of  well-being  that  activates 
patients...  makes  them  feel  like 
doing  things. ..and  prompts 
them  to  get  the  exercise  your 
weight-control  program  calls  for. 

Preludin  effectively  reduces 
appetite.  Preludin's  ability  to  help 
patients  shed  weight  has  been 
described  in  more  than  300  pub- 
I ished  cl i n ica I reports  involving  more 
than  10,000  patients.  It  will  work  in 
your  weight-control  programs  too. 


Preludin'5  tablets  of  25  mg. 
Endurets®prolonged-action  tablets  of  75  mg. 
j Dosage : One  25  mg.  tablet  two  or  three  times  daily. 

or  one  75  mg  Endurets  tablet  once  daily. 

; Contraindications:  Severe  coronary  artery  disease. 

- hyperthyroidism,  severe  hypertension,  nervous 
j instability,  and  agitated  prepsychotic  states.  Do  not 
J use  with  other  CNS  stimulants,  including  MAO 
l inhibitors. 

Warning:  Do  not  use  during  the  first  trimester  of 
pregnancy  unless  potential  benefits  outweigh 
| possible  risks. 

Precautions:  Use  with  caution  in  moderate  hyper- 
tension and  cardiac  decompensation.  Cases  involving 
abuse  of  or  dependence  on  phenmetrazine  hydro- 


chloride have  resulted  in  a psychotic  illness 
manifested  by  restlessness,  mood  or  behavior 
changes,  hallucinations,  or  delusions.  Do  not 
exceed  recommended  dosage. 

Side  Effects:  Dryness  or  unpleasant  taste  in  the 
mouth,  urticaria,  and  (rarely)  overstimulation, 
insomnia,  dizziness,  nausea,  urinary  frequency 
or  nocturia,  or  headache 

For  complete  details,  please  see  full  Prescribing 
Information.  (B)46-560A 

Under  license  from  Boehringer  Ingelheim  G.m.b.H. 

Geigy  Pharmaceuticals.  Division  of 

Geigy  Chemical  Corporation.  Ardsley.  New  York 


Ilosone®  provides  more  antibacterial  activity 
than  any  other  oral  erythromycin 


Acid  stable,  better  absorbed . . . Ilosone 
produces  faster,  higher,  more  prolonged 
blood  levels,  even  in  the  presence  of  food1 3 

U Because  it  is  the  most  active  form  of  oral 
erythromycin,  Ilosone  can  help  assure 
consistently  greater  antibacterial  activity 
at  the  site  of  infection.  Ilosone  produces 
peak  antibacterial  blood  levels  two  to  four 
, times  those  of  other  erythromycin 
! preparations.1-2  Not  only  are  these  levels 
1 attained  earlier,  but  they  are  maintained 
|!  for  much  longer  periods.  Even  the 
I presence  of  food  does  not  seem  to  affect 
the  activity  of  Ilosone.1-3 

■ In  the  treatment  of  patients  with  bacterial 
infections  susceptible  to  erythromycin, 
Ilosone  has  compiled  an  excellent 
; therapeutic  record.  Since  it  exerts  its 
- greatest  activity  against  gram-positive 
J organisms,  it  is  particularly  useful  in 
1 common  respiratory  and  soft-tissue 
bacterial  infections.  Ilosone  kills— not 
merely  inhibits— streptococci, 
pneumococci,  and  more  strains  of 


staphylococci  than  any  other  macrolide 
antibiotic.  This  bactericidal  action, 
coupled  with  the  high  antibacterial  levels 
attained,  makes  Ilosone  especially  valuable 
in  patients  with  low  host  resistance,  such 
as  infants,  debilitated  individuals,  and 
diabetics. 

Ilosone  has  showTn  no  cross-resistance  with 
penicillin  and  may  be  effective  against 
organisms  that  have  become  resistant  to 
that  agent.  Despite  its  high  antibacterial 
activity,  Ilosone  has  demonstrated  a low 
incidence  of  side  reactions.  Blood 
dyscrasias,  ototoxicity,  and  tooth  staining 
have  not  been  observed.  Infrequent 
cases  of  drug  idiosyncrasy,  manifested  by 
a cholestatic  jaundice,  have  occurred, 
but  there  have  been  no  known  definite 
residual  effects. 

700121 


Ilosone 

Erythromycin  Estolate 


(See  next  page  for  prescribing  information.) 


llosone®/ the  most  active  oral  form  of  erythromycin 


Description:  llosone  is  the  most  active  form  of  oral  erythromycin 
that  has  been  developed.  Because  it  is  stable  in  acid,  well  absorbed, 
and  excreted  in  lesser  amounts  in  the  bile,  it  provides  faster,  higher, 
and  longer-lasting  levels  of  antibacterial  activity  (ABA)  in  the  serum, 
even  when  taken  with  food,  than  do  comparable  doses  of  erythro- 
mycin. 

Indications:  llosone  is  indicated  in  infections  caused  by  micro- 
organisms sensitive  to  its  action  (especially  staphylococci,  hemo- 
lytic streptococci,  and  pneumococci).  The  drug  is  therefore  useful 
in  a high  proportion  of  bacterial  diseases  encountered  in  clinical 
practice  and  particularly  in  the  treatment  of  bacterial  infections 
of  the  upper  and  lower  respiratory  tract  and  soft  tissues. 

In  the  treatment  of  acute  bacterial  pharyngitis  and  tonsillitis,  this 
antibiotic  has  promptly  eradicated  the  bacteria  (streptococci)  and 
has  produced  a parallel  prompt  clinical  improvement.  There  have 
been  no  group  A beta-hemolytic  streptococci  resistant  to  this 
preparation.  In  beta-hemolytic  streptococcus  infections,  treatment 
should  be  maintained  for  ten  days  to  prevent  the  development  of 
rheumatic  fever  or  glomerulonephritis. 

Erythromycin  estolate  has  proved  to  be  very  effective  in  pneumo- 
coccus pneumonia  and  in  acute  bronchitis  with  pneumococci  on 
culture.  Bronchopneumonia  and  otitis  media  in  children  have  re- 
sponded well  to  its  use. 

The  antibiotic  has  been  used  very  successfully  in  staphylococcus 
infections.  Good  therapeutic  results  have  been  obtained  in  soft- 
tissue  infections,  abscesses,  cellulitis,  carbuncles,  wound  infec- 
tions, and  furunculosis. 

In  serious  staphylococcus  infections,  erythromycin  preparations 
should  be  used  only  in  combination  therapy  with  other  antimicrobial 
agents.  As  is  the  case  with  any  treatment  regimen  used  in  these 
severe  conditions,  surgical  procedures  should  be  performed  when 
indicated,  and  large  dosages  of  the  antimicrobial  agents  should  be 
employed.  In  this  fashion,  llosone  has  been  effective  in  staphy- 
lococcus pneumonia,  osteomyelitis,  septicemia,  empyema,  and 
meningitis. 

Multiple  500-mg.  doses  of  the  drug  have  been  useful  in  gonor- 
rhea and  syphilis.  Since  penicillin  is  the  drug  of  choice  for  the 
treatment  of  syphilis  and  gonorrhea,  erythromycin  estolate  should 
be  employed  for  these  infections  only  in  patients  with  a history  of 
penicillin  allergy.  Also,  other  infections  due  to  susceptible  bacteria 
in  patients  known  to  be  hypersensitive  to  penicillin  or  other  anti- 
biotics may  be  considered  for  treatment  with  llosone. 
Contraindications:  llosone  is  contraindicated  in  patients  with  a 
known  history  of  sensitivity  to  this  drug  and  in  those  with  pre- 
existing liver  disease  or  dysfunction. 

Side-Effects:  Data  obtained  from  seven  years’  use  of  propionyl 
erythromycin  ester  and  erythromycin  estolate  (llosone)  indicate 
that  hepatic  dysfunction  with  or  without  clinical  jaundice  may  occur 
during  or  following  courses  of  therapy  with  the  drug. 

Changes  in  liver  function  tests  in  such  cases  have  been  indicative 
of  intrahepatic  cholestasis.  The  symptoms  appear  to  be  the  result 
of  a form  of  sensitization.  The  initial  symptoms  have  appeared  in 
some  cases  after  a few  days  of  treatment  but  generally  have  fol- 
lowed one  or  two  weeks  of  continuous  therapy  or  several  courses 
of  the  drug.  Symptoms  reappear  promptly  if  the  drug  is  readmin- 
istered to  sensitive  patients,  usually  within  forty-eight  hours.  Eosino- 
philia  was  noted  in  peripheral  blood  counts.  The  findings  readily 
subsided  without  apparent  residual  effects  when  treatment  was  dis- 
continued. Recovery  was  delayed  in  one  reported  instance.  The 
physician  indicated  in  this  case  that  either  drug-induced  jaundice 
or  viral  hepatitis  may  have  been  responsible  for  the  findings. 

In  one  clinical  study  involving  ninety-three  patients  treated  with 
the  antibiotic,  three  cases  of  jaundice  were  observed  and  an  addi- 
tional eleven  cases  developed  some  changes  in  liver  function  tests. 
Three  of  the  patients  had  abnormal  liver  function  tests  a second 
time  on  readministration  of  the  drug. 

Even  though  it  is  assumed  that  not  all  cases  of  jaundice  have 
been  reported,  it  seems  clear  that  the  number  is  small  compared 
with  the  amount  of  drug  that  has  been  used.  Reported  cases  have 
included  persons  in  whom  there  had  been  administered  other  drugs 
known  to  be  associated  at  times  with  hepatic  side-effects  and 
cases  in  which  the  presence  of  viral  hepatitis  or  other  disease  may 
have  been  responsible  for  the  findings.  In  some  of  the  cases,  asso- 
ciated gastro-intestinal  symptoms  simulated  the  colic  of  biliary 
tract  disease.  In  other  instances,  clinical  symptoms  and  results 
of  liver  function  tests  resembled  findings  in  extrahepatic  obstruc- 
tive jaundice.  It  appears  that  the  occurrence  of  jaundice  after  ad- 
ministration of  llosone  is  infrequent,  but  further  investigations  are 
being  made  to  estimate  its  incidence  more  accurately. 

In  those  cases  mentioned  above  in  which  jaundice  appeared  to  be 


definitely  related  to  use  of  the  drug,  laboratory  findings  were  char-  ; 
acterized  by  increased  direct-reacting  bilirubin,  elevated  alka- 
line phosphatase  levels,  negative  or  weakly  positive  cephalin  , 
flocculation  and  thymol  turbidity  tests,  elevated  serum  glutamic  I 
oxalacetic  transaminase  levels,  peripheral  eosinophilia,  and  normal 
cholecystograms. 

Individual  idiosyncrasy  seems  evident  since  jaundice  has  not 
been  reported  in  other  patients  taking  prolonged  courses  of  the  | 
medication.  Patients  with  chronic  infection  have  been  given  1 to  2 
Gm.  of  the  drug  daily  for  periods  of  two  to  six  months,  and  patients 
with  rheumatic  fever  have  taken  prophylactic  doses  of  0.5  Gm. 
daily  for  two  years  without  difficulty.  In  one  group  of  144  patients 
who  received  the  drug  daily  for  two  years,  no  jaundice  was  noted. 

It  was  of  interest  that  members  of  six  of  these  patients’  families, 
who  were  not  taking  the  drug,  had  episodes  of  jaundice  during  the 
study  period. 

Transaminase  and  serum  alkaline  phosphatase  levels  were  deter- 
mined in  a group  of  fifty-four  adults  and  children  who  took  250  mg. 
of  llosone  daily  for  an  average  of  sixteen  months  as  rheumatic 
fever  prophylaxis.  The  results  were  compared  with  those  of  a simi- 
lar group  of  forty-four  patients  who  received  penicillin.  There  were 
no  cases  of  jaundice  in  either  group.  Elevation  of  SGPT  and  serum  », 
alkaline  phosphatase  levels  during  the  course  of  treatment  was  I 
observed  in  one  patient  treated  with  llosone  and  in  two  patients 
treated  with  penicillin.  Seven  other  patients  in  the  group  receiving 
llosone  and  four  others  in  the  penicillin  group  showed  elevations 
in  one  of  the  tests  at  some  time  during  administration  of  the  drugs. 

Very  satisfactory  therapeutic  results,  without  toxicity,  were  re- 
ported in  102  pediatric  patients  who  received  short-term  (ten-day) 
courses  of  llosone  in  the  treatment  of  streptococcus  infections. 
Results  of  liver  function  tests  in  these  patients  were  comparable 
to  those  in  a similar  conttol  group  who  had  received  penicillin. 

Gastro-intestinal  disturbances  not  associated  with  hepatic  effects 
are  observed  in  a small  proportion  of  individuals  as  a result  of  a 
local  stimulating  effect  of  the  medication  on  the  alimentary  tract; 
however,  the  normal  intestinal  gram-negative  bacterial  flora  is  not 
appreciably  altered  by  erythromycin  drugs. 

Although  allergic  manifestations  are  uncommon  with  the  use  of 
erythromycin,  there  have  been  occasional  reports  of  urticaria,  skin 
eruptions,  and,  on  rare  occasions,  anaphylaxis. 

Administration  and  Dosage:  llosone  is  administered  orally. 

llosone  Pulvules'®;  llosone  Chewable  Tablets;  llosone  Drops; 
llosone,  125,  for  Oral  Suspension. 

For  infants  and  for  children  under  twenty-five  pounds  of  body 
weight,  the  usual  dosage  is  5 mg.  per  pound  every  six  hours;  for 
children  twenty-five  to  fifty  pounds,  125  mg.  every  six  hours.  (Tab- 
lets llosone  Chewable  should  be  chewed  or  crushed  and  swallowed 
with  water.) 

For  adults  and  for  children  over  fifty  pounds,  the  usual  dosage 
of  llosone  is  250  mg.  every  six  hours. 

For  severe  infections,  these  dosages  may  be  doubled. 

When  larger  doses  are  indicated,  parenteral  erythromycin  ther-  I 
apy  should  be  considered. 

In  the  treatment  of  syphilis,  the  recommended  total  dosage  is 
20  to  30  Gm.  given  in  divided  doses  for  a period  of  ten  to  fifteen 
days.  Close  follow-up  of  the  patient  is  necessary  since  erythromycin 
drugs  have  not  had  adequate  evaluation  in  all  stages  of  syphilis. 
Examinations  of  spinal  fluid  are  recommended  as  part  of  the 
follow-up  therapy. 

For  gonorrhea,  500  mg.  four  times  a day  for  four  days  are 
recommended.  In  the  treatment  of  gonorrhea,  patients  with  a sus- 
pected lesion  of  syphilis  should  have  a dark-field  examination  be- 
fore receiving  antibiotics,  and  monthly  serologic  tests  should  be 
made  for  a period  of  three  months. 

How  Supplied:  Pulvules  llosone,  Capsules,  N.F.,  125  and  250  mg. 
(equivalent  to  base),  in  bottles  of  24  and  100. 

Tablets  llosone  Chewable,  N.F.,  125  mg.  (equivalent  to  base),  in 
bottles  of  50. 

llosone  Drops,  5 mg.  (equivalent  to  base)  per  drop,  in  lO-cc.-size 
packages,  with  dropper  calibrated  at  25  and  50  mg. 

llosone,  125,  for  Oral  Suspension,  N.F.,  125  mg.  (equivalent  to 
base)  per  5-cc.  teaspoonful,  in  60  and  150-cc.-size  packages. 
References:  1.  Griffith,  R.  S.,  and  Black,  H.  R.:  Am.  J.  M.  Sc.,  247. 69, 
1964.  2.  Griffith,  R.  S.,  and  Black,  H.  R.:  Antibiotics  & Chemother., 
72.398,  1962.  3.  Hirsch,  H.  A.,  Pryles,  C.  V.,  and  Finland,  M.:  Am.  J.  M. 
Sc.,  239. -198,  1960. 


Additional  information  available  to 
physicians  upon  request. 

Eli  Lilly  and  Company,  Indianapolis,  Indiana  46206. 
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Scientific  Program 


Any  State  Society  member  who  wishes  to  present  a paper 
before  a scientific  section  or  a general  session  is  requested 
to  write  to  Bernard  J.  Pisani,  M.D.,  Chairman  of  Scientific 
Program  Committee  at  the  address  given  below. 

A short  abstract  of  the  proposed  presentation  should  ac- 
company the  letter. 


Scientific  Exhibits 


Requests  for  scientific  exhibit  space  should  be  addressed 
to  Albert  H.  Douglas,  M.D.,  Chairman,  Scientific  Exhibits 
Subcommittee  of  Convention  Committee,  at  the  address 
given  below. 


Scientific  Motion  Pictures 


Requests  to  present  a motion  picture  in  the  motion  picture 
theatre  at  the  convention  should  be  addressed  to  Kenneth 
B.  Olson,  M.D.,  Chairman,  Motion  Picture  Subcommittee, 
at  the  address  given  below. 

Address  all  communications  to  the  chairman 
Medical  Society  of  the  State  of  New  York 
750  Third  Avenue 
New  York,  New  York  10017 
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The  Mediatric  Age: 

There  is  a growing  senescent  body  of  people  on  their 
way  to  malignant  inactivity,  who  sorely  need  your 
interest  and  direction  to  help  them  back  to  a more  active 
and  useful  life.  There  are  medicines  too,  designed  to  help. 
One  such  has  proved  useful  in  clinical  practice. 


A steroid-nutritional 
compound  (Mediatric)  was  used 
in  100  patients  to  relieve  some 
of  the  symptoms  caused  by 
degenerative  changes  of  aging 
. . . This  therapy  resulted  in 
improvement  of  75  per  cent 
of  the  patients . . .” 

McNeill,  A.  J.:  Clin.  Med.  5:518 
(Mar.)  1961. 


“Intensive  nutritional  therapy 
is  necessary,  especially  in 
elderly  people,  to  correct 
dietary  deficiencies  created  by 
large  losses  of  protein,  vitamins 
and  other  nutrients.” 

Riccitelli,  M.  L.:  J.  Am.  Geriatrics  Soc. 
72:489  (May)  1964. 


“Nutritional  and  hormone 
bolstering  of  function  in  the 
aged  may  have  a useful  place 
in  geriatrics.” 

Morgan,  A.  E:  Gerontologist  2:77 
(June)  1962. 


‘Mediatric  (steroid- 
nutritional  compound ) 
capsules,  one  a day,  seem  to 
give  definite  help  to  debilitated 
patients.” 


Arnold,  E.  T.,  Jr.:  Geriatrics  72:612 
(Oct.)  1957. 
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Mediatric* 

Designed  for  the  “metabolically  spent” 

Nutritional  reinforcement  for  those  who  can’t 
- or  won’t-  eat  properly. . .balanced  amounts  of 
estrogen  and  androgen  to  counteract  declining 
gonadal  hormone  secretion  and  its  sequelae  of 
premature  degenerative  changes... mild 
antidepressant  for  a gentle  “mood”  uplift... 


The  estrogen  component  in  MEDIATRIC  is 
PREMARIN®  (conjugated  estrogens— equine), 
the  natural  estrogen  most  widely  prescribed  for 
its  superior  physiologic  and  metabolic  benefits. 
MEDIATRIC  also  provides  nutritional  rein- 
forcement—blood-building  factors  and  vitamin 
supplementation.  It  contributes  a gentle  “mood” 
uplift  through  methamphetamine  HC1. 

Three  different  dosage  forms— Liquid,  Tablets, 
and  Capsules— offer  convenience  and  variety. 

MEDIATRIC  Liquid 

Each  15  cc.  (3  teaspoonfuls)  contains: 

♦Conjugated  estrogens — equine  (Premarin®)  0.25  mg. 

Methyltestosterone  2.5  mg. 

Thiamine  HC1  5.0  mg. 

Cyanocobalamin  1.5  meg. 

Methamphetamine  1.0  mg. 

Contains  15%  alcohol 

MEDIATRIC  Tablets  and  Capsules 

Each  MEDIATRIC  Tablet  or  Capsule  contains: 
♦Conjugated  estrogens — equine  (Premarin®)  0.25  mg. 

Methyltestosterone  2.5  mg. 

Ascorbic  acid 100.0  mg. 

Cyanocobalamin  2.5  meg. 

Intrinsic  factor  concentrate  8.0  mg. 

Thiamine  mononitrate  10.0  mg. 

Riboflavin 5.0  mg. 

Niacinamide  50.0  mg. 

Pyridoxine  HC1  3.0  mg. 

Calc,  pantothenate  20.0  mg. 

Ferrous  sulfate  exsic 30.0  mg. 

Methamphetamine  HC1  1.0  mg. 

♦Orally  active,  water-soluble  conjugated  estrogens  derived 
from  pregnant  mares’  urine  and  standardized  in  terms 
of  the  weight  of  active,  water-soluble  estrogen  content. 


MEDIATRIC  helps  keep  the  older  patient  alert  and 
active,  helps  relieve  general  malaise,  easy  fatigability, 
vague  pains  in  the  bones  and  joints,  loss  of  appetite,  and 
lack  of  interest  usually  associated  with  declining  gonadal 
hormone  secretion. 

contraindication:  Carcinoma  of  the  prostate,  due  to 
methyltestosterone  component. 

warning:  Some  patients  with  pernicious  anemia  may  not 
respond  to  treatment  with  the  Tablets  or  Capsules,  nor  is 
cessation  of  response  predictable.  Periodic  examinations 
and  laboratory  studies  of  pernicious  anemia  patients  are 
essential  and  recommended. 

side  effects:  In  addition  to  withdrawal  bleeding,  breast 
tenderness  or  hirsutism  may  occur. 
suggested  dosages:  Male  and  female:  3 teaspoonfuls  of 
Liquid,  1 Tablet,  or  1 Capsule,  daily  or  as  required. 

In  the  female:  To  avoid  continuous  stimulation  of  breast 
and  uterus,  cyclic  therapy  is  recommended  (3  week  regi- 
men with  1 week  rest  period — Withdrawal  bleeding  may 
occur  during  this  1 week  rest  period). 

In  the  male:  A careful  check  should  be  made  on  the 
status  of  the  prostate  gland  when  therapy  is  given  for 
protracted  intervals. 

supplied:  No.  910 — MEDIATRIC  Liquid,  in  bottles  of 
16  fluidounces  and  1 gallon.  No.  752 — MEDIATRIC 
Tablets,  in  bottles  of  100  and  1,000.  No.  252 — MEDIA- 
TRIC Capsules,  in  bottles  of  30,  100,  and  1,000. 


Mediatric 

steroid-nutritional  compound 
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AYERST  LABORATORIES,  NEW  YORK,  N.  Y.  10017  • Montreal,  Canada 


Investment 

Advisory 


Service 


Providing  portfolio  supervision  for  both  indi- 
vidual and  institutional  investors  on  a fee  basis. 


Direct  inquiries  to  Investment  Advisory  Department 


LOEB.  RHOADES  & CO. 


MEMBERS  NEW  YORK  STOCK  EXCHANCE,  AMERICAN  STOCK 
EXCHANGE  AND  PRINCIPAL  COMMODITY  EXCHANGES 


42  WALL  STREET,  N.  Y.  10005 


375  Park  Avenue,  N.Y.  10022 


Blessed  event? 


Not  entirely,  when  nausea  and 
vomiting  occur  in  early  pregnancy. 

Emetrol  offers  prompt  and  safe 
relief.  Local  rather  than  systemic 
action  provides  emesis  control  on  contact  with  the  hy- 
peractive G.I.  tract.*  In  a study  of  123  pregnant  women, 
the  drug  produced  measurable  improvement  in  79%  of 
patients  in  controlling  vomiting.1 


*As  shown  by  in  vitro  studies. 

1.  Crunden,  A.  B.,  Jr.,  and  Davis,  W.  A.:  Am.  J.  Obst.  & Gynec. 
65:311  (Feb.)  1953. 


3 


§ 

RORER 

E 

R 


WILLIAM  H.  RORER,  INC. 
Fort  Washington,  Pa. 


EmetroE 

phosphorated  carbohydrate 
solution 

emesis  control 
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when  you 
take  the 
measure 
of  edema 


. . . introduce  your  oatient  to 


(BENZTHIAZIDE) 

AQUATAG  (Benzthiazide)  is  a potent,  orally 


active,  nonmercurial,  diuretic  agent.  It  is  effective 
orally  in  producing  diuresis  in  edema  states, 
where  it  is  therapeutically  comparable  to  mercu- 
rials given  parenterally.  AQUATAG  (Benzthia- 
zide) is  mildly  antihypertensive  in  its  own  right 
and  enhances  the  action  of  other  antihyperten- 
sive drugs  when  used  in  combination. 

DIURETIC  ACTION:  Clinically,  the  oral  administration  of  AQUATAG  (benzthiazide)  re- 
sults in  diuretic  activity  within  two  hours  with  maximal  natriuretic,  chlor uretic.  and  diuretic 
effects  occurring  during  the  fourth,  fifth  and  sixth  hours  Maintenance  of  response  con- 
tinues for  approximately  12  to  18  hours.  Acidosis  is  an  unlikely  complication  since  thera- 
peutic doses  of  AQUATAG  (benzthiazide)  do  not  appreciably  increase  bicarbonate 
excretion.  Edematous  patients  receiving  50  mg  of  AQUATAG  (benzthiazide)  daily  for 
five  days  developed  a maximal  increase  in  the  rate  of  sodium  excretion  on  the  first  day. 
and  maintained  this  high  rate  until  depletion  of  excessive  body  stores  of  sodium 
In  congestive  heart  failure  patients,  AQUATAG  (benzthiazide)  produced  the  same 
weight  loss,  during  a 48-hour  treatment  period  as  did  a maximally  effective  dose  of 
hydrochlorothiazide. 

DOSAGE:  Diuresis,  initially  50  to  200  mg  ; maintenance  25  to  150  mg.,  daily.  Hyper 
tension  50  to  100  mg.  initially,  adjusted  to  50  mg.  t.i.d.  or  downward  to  minimal  effective 
dosage  level. 

WARNINGS:  Use  with  caution  in  the  presence  of  renal  disease  as  azotemia  may  be 
precipitated  or  increased  In  patients  with  advanced  hepatic  disease,  electrolyte  imbal- 
ance may  result  in  hepatic  coma  Dosage  of  coadministered  antihypertensive  agents 
should  be  reduced  by  at  least  50%.  In  cases  of  suspected  electrolyte  imbalance,  serum 
electrolyte  determinations  should  be  performed  and  imbalance,  if  any.  corrected.  Stenosis 
or  ulcer  of  small  intestine  have  been  reported  with  coated  potassium  formulas,  and 
surgery  has  been  required  and  deaths  have  occurred  Based  on  surveys  of  both  United 
States  and  foreign  physicians,  incidence  of  these  lesions  is  low  and  a causal  relationship 
in  man  has  not  been  definitely  established.  Until  further  experience  has  been  obtained, 
the  use  of  the  drug  iq  pregnant  patients  should  be  weighed  against  possible  hazards 
to  the  fetus. 

CONTRAINDICATIONS:  AQUATAG  (benzthiazide)  is  contraindicated  in  progressive 
renal  disease  or  dysfunction  including  increasing  oliguria  and  azotemia.  Continued 
administration  of  this  drug  is  contraindicated  in  patients  who  show  no  response  to  its 
diuretic  or  antihypertensive  properties.  Severe  hepatic  disease  is  a relative  contra- 
indication. (See  “Warnings”  above  ) 

PRECAUTIONS  AND  SIDE  EFFECTS:  Electrolyte  imbalance  with  hypokalemia  (digitalis 
toxicity  may  be  precipitated),  hypochloremic  alkalosis  and  hyponatremia  may  occur. 
Patients  with  cirrhosis  should  be  observed  for  impending  hepatic  coma  and  hypokalemia 
Other  reactions  may  include  blood  dyscrasias.  hyperuricemia  and  gout,  nausea,  jaundice, 
anorexia,  vomiting,  diarrhea,  dizziness,  paresthesia,  photosensitivity  and  headache 
Hepatic  fetor,  tremor,  confusion  and  drowsiness  are 
signs  of  impending  pre  coma  and  coma  in  patients 
with  cirrhosis.  Insulin  requirements  may  be  altered 
in  diabetes  AQUATAG  (benzthiazide)  should  be 
used  with  caution  post-operatively  as  hypokalemia 
is  not  uncommon  Potassium  supplementation  may  be 
advisable  pre-  and  post-operatively.  There  have  been 
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Abstracts  in  Interlingua 


Spencer,  R.  P.:  Scrutinage  thyroide;  disve- 

loppamentos  methodologic  ( anglese ) , N ew  Y ork 
State  J.  Med.  67:  1139  (1  de  maio)  1967. 

Le  surgentia  de  interesse  in  scmtinios  thy- 
roide es  attribuibile  a tres  factores:  Le  uso  de 
differente  radioisotopos  e analogos  de  iodo  que 
reduce  le  dosage  radiational  al  patiente;  mes- 
urationes  del  dimensiones  thyroide  obtenite 
per  le  scrutinage;  e le  uso  de  scrutinage  lateral 
pro  definir  plus  precisemente  le  extension  del 
thyroide.  II  non  existe  contraindicationes  ab- 
solute contra  le  uso  de  scrutinios  thyroide,  e 
radioisotopos  a breve  tempores  de  medie  valor 
va  possibilemente  eliminar  le  hasardos  radia- 
tional in  le  pregnantia  e le  periodo  de  lactation. 
Le  recommendate  technica  include  reducer  le 
dosage  de  radiation;  le  effectuation  routinari 
de  scrutinios  antero-posterior  con  expositiones 
lateral  del  thyroide  addite  quando  necessari; 
repeter  le  scrutinio  quandocunque  necessari; 
e effectuar  le  scrutinio  le  plus  precocemente  pos- 
sibile,  i.e.,  si  tosto  que  un  quantitate  sufficiente 
de  radioiodo  es  presente  in  le  thyroide.  Un  scrut- 
inio del  thyroide  rende  possibile  quantificar  le 


location  del  glandula,  le  dimensiones  del  tissu 
functional,  e le  grado  de  homogeneitate  in  le 
acceptation.  Ulo  es  de  valor  in  le  evalutation 
de  nodulos. 


Jones,  W.  Y.,  Wahlig,  A.  F.,  Golesic,  S.,  e 
Armenia,  J.  E.:  Extraction  de  cataracto  con 

le  cryostiletto  de  Kelman  {anglese).  New  York 
State  J.  Med.  67:  1170  (1  de  maio)  1967. 

Cataractos  esseva  extrahite  ab  24  patientes 
per  medio  del  cryostiletto.  Le  instrumento  se 
provava  salve  in  le  manos  de  subjectos  con  varie 
grados  de  experientia  e de  habihtate.  Ulo  es  un 
instrumento  de  actuation  continue.  Occur- 
reva  nulle  incidentia  de  ruptura  capsular  o de 
tardive  compbcationes  post-operatori.  Le  com- 
plicationes  includeva  perdita  de  vitreo  (in  duo 
casos)  e hypopyon  con  edema  corneal  (in  un 
caso).  Le  edema  persisteva  plure  dies  e dis- 
pare va  subsequentemente  sin  residuo.  Le  com- 
pbcationes del  chirurgia  de  cataractos  pote  esser 
reducite  per  le  utilisation  de  un  technica  de 
cryoextraction. 
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Editorials 


First  report  of  medical  audit  conducted  jointly  by  the  Medical 
Society  of  the  State  of  New  York  and  the  New  York  State 
Health  Department 


The  Journal  brings  to  you  in  this  issue 
the  initial  analysis  of  the  Rochester  Area 
Perinatal  Study,  a pilot  program  to  study 
quality  of  obstetric  and  pediatric  care  in  a 
sampling  of  complicated  obstetric  cases. 

This  first  report  describes  the  method- 
ology of  the  study,  which  was  designed  to  be 
statistically  sound  and  equitably  balanced. 

Several  generalizations  might  be  made 
from  the  data  presented.  It  would  seem 
that  poorly  kept  records  are  a handicapping 
factor  to  both  the  reviewer  and  the  re- 
viewee,  and  that  poor  records  and  poor 


results  go  hand  in  hand. 

The  final  judgment  of  satisfactory  for 

77.5  per  cent  of  the  obstetric  care  and 

79.5  per  cent  of  the  pediatric  care  under  the 
formidable  conditions  studied,  while  esti- 
mable still  leaves  an  area  of  about  20  per 
cent  for  improvement. 

Hospital  medical  board  members  and 
administrators  will  find  these  reports  of 
considerable  interest.  They  are  the  lead- 
ing steps  toward  the  general  medical  audits 
which  will  be  expected  of  us.  The  best 
care  never  will  need  to  fear  the  computer. 


Latest  figures  on  iatrogenic  radiation  dosage 


Announcement  by  the  United  States 
Public  Health  Service  that  as  the  result  of  a 
study  covering  the  year  1964  it  is  known 
that  Americans  received  an  annual  radia- 
tion dose  of  55  millirads  (55 /1,000th  of  a 
rad,  the  unit  of  absorbed  radiation)  to 
their  reproductive  organs  as  a result  of 
exposure  entailed  in  medical  diagnostic 
examinations. 

This  figure  is  lower  than  those  previously 
estimated  and  gives  no  cause  for  alarm. 

Natural  annual  background  radiation 
from  the  environment,  which  includes 
cosmic  radiation,  naturally  occurring  radio- 
activity in  soil,  in  building  materials,  and 
even  in  food  and  body  elements  such  as 
potassium,  is  estimated  to  amount  to  120 
millirads.  This  background  varies  from 
place  to  place  but  at  least  this  general 
amount  is  received  by  everyone. 

Of  the  55  millirads  of  medically  induced 
radiation  53  came  from  film  exposures  and 
only  2 millirads  from  fluoroscopy.  Flu- 


oroscopy causes  higher  exposure  but  rela- 
tively few  persons  require  these  complex 
studies  and  many  of  those  who  do  have 
passed  beyond  their  reproductive  years. 

Exposure  varies  with  the  part  studied. 
Half  of  all  x-ray  studies  are  chest  examina- 
tions but  these  account  for  only  four  milli- 
rads of  genetic  exposure.  Examinations 
of  the  colon  produce  ten  millirads,  while 
studies  of  the  upper  gastrointestinal  tract 
produce  only  three. 

Exposure  of  the  lumbar  and  lower  spine 
was  rated  at  10  millirads,  a fact  to  be  kept  in 
mind  in  relation  to  the  chiropractic  use  of 
x-rays.  Intravenous  pyelograms  came  to 
seven  millirads,  while  views  of  the  pelvis 
resulted  in  four  millirads  of  genetic  dose. 

It  is  interesting  to  note  that  men  were 
exposed  to  the  extent  of  44  millirads, 
whereas  women  were  exposed  to  10  milli- 
rads, and  unborn  children  to  1 millirad. 

Physicians  should  be  aware  of  these 
figures  and  make  every  effort  to  limit  the 
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amount  of  radiation  added  to  the  genetic 
burden.  This  can  be  done  by  exercising 
great  care  to  limit  the  area  of  the  body 
exposed  and  to  narrow  the  beam  size  and 


shape  to  the  smallest  possible  necessary  to 
attain  the  required  result. 

The  millirad  numbers  game  is  one  that 
must  be  played  with  skill. 
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associated  with  irritable  colon,  gastroenter- 
itis, diverticulitis,  and  mild  to  moderate 
ulcerative  colitis. 

It  is  an  anticholinergic  drug  without  narcotic 
properties.  Side  effects  are  usually  mild. 


IN  BRIEF:  One  or  two  tablets  three  times  a day  and 
one  or  two  at  bedtime  usually  provide  prompt  relief. 
Cantil  with  Phenobarbital  may  be  prescribed  if  seda- 
tion is  required. 

Dryness  of  the  mouth,  blurring  of  vision,  constipation, 
nausea,  vomiting,  bloating  and  dizziness  may  occur 
but  are  usually  mild  and  transitory.  Urinary  retention 
is  rare.  Caution  should  be  observed  in  prostatic  hyper- 
trophy—withhold  in  glaucoma.  Contraindicated  in  pa- 
tients sensitive  to  phenobarbital  and/or  Cantil  (me- 
penzolate bromide);  in  toxic  megacolon,  obstruction 
of  G.  I.  or  G.  U.  tract. 

SUPPLIED:  CANTIL  (mepenzolate  bromide)— 25  mg. 
per  scored  tablet.  Bottles  of  100  and  250.  CANTIL  with 
PHENOBARBITAL  — containing  in  each  scored  tablet 
16  mg.  phenobarbital  (warning:  may  be  habit  form- 
ing) and  25  mg.  mepenzolate  bromide.  Bottles  of  100 
and  250. 
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Although  studies  on  thyroid  function 
by  use  of  radioiodide  appeared  as  early 
as  about  1939, 1 the  present  phase  can  be 
dated  to  1951,  when  Cassen  and  coworkers2 
introduced  thyroid  scanning.  It  has  been 
the  ability  to  correlate  the  kinetics  of  iodide 
uptake  with  its  anatomic  distribution 
that  has  made  for  steady  progress  in  our 
understanding  of  the  thyroid  and  its  re- 
sponse to  medications.  The  last  three  years 
have  witnessed  a great  upsurge  of  interest 
in  thyroid  scanning  due  to  three  factors: 
the  use  of  different  iodine  radioisotopes 
and  analogues  that  reduce  the  radiation 
dose  to  the  patient,  measurements  of  the 
thyroid  dimensions  obtained  by  scanning, 
and  the  use  of  lateral  scans  to  define  more 
precisely  the  extent  of  the  thyroid. 

Indications  and  technic 

There  are  no  absolute  contraindications 
to  thyroid  scanning.  Pregnancy  and  lac- 
tation are  relative  contraindications,  since 
radioiodide  concentrates  in  the  fetal  thy- 
roid after  the  third  month  of  gestation 
and  also  enters  the  maternal  milk.  Short- 
lived radioisotopes  may  overcome  the 

Presented  at  the  160th  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  Section  on 
Internal  Medicine,  February  17,  1966. 

* Supported  by  Grants  CA  6519  and  AM  09429  from  the 
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An  upsurge  of  interest  in  thyroid  scanning 
is  due  to  three  factors:  the  use  of  different 

iodine  radioisotopes  and  analogues  that  reduce 
the  radiation  dose  to  the  patient,  measurements 
of  thyroid  dimensions  obtained  by  scanning, 
and  the  use  of  lateral  scans  to  define  more 
precisely  the  extent  of  the  thyroid.  There  are 
no  absolute  contraindications  to  thyroid 
scanning,  and  short-lived  radioisotopes  may 
overcome  radiation  hazard  in  pregnancy  and 
lactation.  The  recommended  technic  includes 
reducing  the  radiation  dosage:  carrying  out 
anteroposterior  scans  routinely,  with  lateral 
views  of  the  thyroid  added  as  necessary; 
repeating  scans  whenever  necessary;  and 
scanning  as  early  as  possible,  as  soon  as 
sufficient  radioiodide  is  present  in  the  thyroid. 
A thyroid  scan  allows  one  to  quantitate  the 
location  of  the  gland,  the  dimensions  of  the 
functional  tissue,  and  the  degree  of  homo- 
geneity of  uptake.  It  aids  in  evaluation  of 
nodules. 


radiation  hazard  in  such  cases  (for  example 
I130  with  a half-life  of  12.6  hours,  I132  with 
a half-life  of  2.3  hours,  and  I128  with  a 
half-life  of  0.42  hours).  Several  iodine 
relatives  from  the  seventh  group  of  the 
periodic  table  are  also  concentrated  by  the 
thyroid  gland.  Thus  the  pertechnitate 
ion  (technetium 9 9m  has  a half-life  of  six 
hours)  can  also  be  used  for  thyroid  scan- 
ning. 

Some  situations  are  viewed  in  our  lab- 
oratory as  requiring  mandatory  scanning 
of  the  thyroid.  Most  of  these  are  self- 
explanatory:  before  any  operation  on  the 
neck;  prior  to  and  following  thyroid  sur- 
gery; before  radiation  of  the  neck;  if  a 
mass  is  present  anywhere  in  the  neck, 
tongue,  or  mouth  (it  may  be  ectopic  thy- 
roid tissue);  prior  to  and  following  radio- 
iodide therapy  for  hyperthyroidism;  when- 
ever a substernal  mass  is  present;  to  follow 
the  progress  of  thyroiditis;  in  any  patient 
given  triiodothyronine  sodium  liothyro- 
nine  (T  — 3),  TSH,  (thyroid-stimulating 
hormone),  or  other  medication  to  alter 
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thyroid  function;  when  a thyroid  malig- 
nant growth  is  suspected  for  any  reason; 
and  to  follow  the  progress  and  therapy  of 
the  disease  (and  of  thyroid  ablation). 

The  philosophy  behind  the  scanning 
technic  we  employ  can  be  summarized 
by  the  acrostic  RARE: 

Reduce  the  radiation  dosage.  When  the 
thyroid  is  to  be  studied,  consideration 
must  be  given  to  the  fact  that  radiation 
will  be  delivered  to  the  gland.  This  means, 
as  with  many  other  diagnostic  procedures, 
that  the  study  should  be  done  only  on 
indication.  Further,  as  small  a quantity  of 
radioiodide  as  possible  should  be  employed. 
When  feasible,  the  short-lived  radioiso- 
topes of  iodine  are  preferred,  and  a num- 
ber of  analogues  of  iodide  such  as  pertech- 
nitate  (with  Tc99m)  may  eventually  be  the 
materials  of  choice. 

Anteroposterior  scanning  is  routinely 
carried  out,  and  lateral  views  of  the  thyroid 
are  added  as  necessary.  Lateral  views  are 
particularly  important  in  two  situations: 
(1)  tracheal  compression;  (2)  nodules 
with  decreased,  but  not  absent,  uptake. 
In  the  latter  case,  the  nodule  may  be  non- 
functioning (“cold”),  and  activity  from 
underlying  normal  tissue  may  be  showing 
through.  An  example  of  this  is  demon- 
strated in  Figure  1. 

Repeat  scans  whenever  necessary.  In 
terms  of  differentiating  newly  introduced 
radioiodide  from  that  present  from  a pre- 
vious study,  two  distinct  radioisotopes  can 
be  utilized.  For  example,  an  initial  thyroid 
scan  may  be  performed  with  I125  or  per- 
technitate,  and  a repeat  scan  with  I131 
which  has  a higher  energy  gamma  emission.3 
Radiation  of  the  thyroid  on  repeated  scans 
must  be  weighed  against  the  benefits  to  be 
obtained  from  serial  studies. 

Early  scans  are  desirable.  That  is, 
scanning  should  be  carried  out  as  soon  as 
sufficient  radioiodide  is  present  in  the  thy- 
roid. This  is  particularly  true  in  patients 
who  have  an  expanded  iodide  pool  due 
either  to  ingestion  of  iodide  or  to  recent 
use  of  x-ray  contrast  media.  In  such  in- 
dividuals, thyroidal  uptake  of  radioiodide 
is  usually  greater  at  two  hours  than  at  six 
or  twenty-four  hours. 4 

If  I131  is  utilized,  50  microcuries  are 
given  orally  in  essentially  a carrier-free 
solution  of  I131  sodium.  This  will  usually 
accumulate  to  the  extent  of  about  30  per 


FIGURE  1.  Nodule  that  on  anteroposterior  view 
appears  partially  functioning.  Lateral  view  reveals 
that  it  is  actually  normal  tissue  beneath  part  of 
nodule  that  is  functioning. 

cent  in  the  normal  thyroid.  This  means 
that  the  adult  thyroid,  with  a functional 
mass  of  some  30  Gm.,  will  have  a content 
of: 

50  microcuries  X 
30  per  cent  „ 

= 0.5  microcuries  per  gram 

30  Gm. 

This  produces  a counting  rate  of  about 
750  to  1,500  per  minute  when  a well- 
collimated  probe  is  used  with  a 3-inch 
sodium  iodide  scanning  crystal  and  a scan- 
ning speed  of  18  cm.  per  minute.  The 
individual’s  neck  is  extended  over  a pillow 
and  anatomic  landmarks  carefully  noted 
on  the  scan.  Because  of  the  superficial 
position  of  the  thyroid  and  the  lack  of 
interfering  anatomic  structures,  conven- 
tional dot  scanning  often  suffices  for  diag- 
nostic purposes.  Photoscanning  is  rou- 
tinely used  also,  but  offers  less  here  than  in 
scanning  of  deeper  organs.  Many  lab- 
oratories are  utilizing  I125.  While  this 

radioisotope  delivers  a lower  radiation 
dose,  there  are  severe  problems  associated 
with  absorption  of  the  low-energy  photon 
by  tissue  (Table  I).  The  pertechnitate 
ion  appears  to  be  handled  very  much  like 
iodide,  and  use  of  this  ion  (the  radioiso- 
tope is  Tc99m)  will  further  reduce  radiation 
exposure. 

Normal  thyroid  scan 

To  define  the  range  within  which  nor- 
mal variations  occurred,  we  studied  50 
adults  without  evidence  of  thyroid  dis- 
ease.5 The  relationship  between  the  longest 
dimension  of  the  right  thyroid  lobe  and  the 
left  lobe  was  (in  centimeters): 

R = 0.94  L + 0.8 

The  length  of  the  normal  right  lobe 
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TABLE  I.  Principal  radioisotopes  used  in  thyroid  scanning 


Radioisotope 

Half-life 

(Days) 

Principal 

Emissions 

(MEV)* 

Advantages 

Disadvantages 

J 131 

8.1 

0.36  t 
0.61  0 

Readily  obtainable,  in- 
expensive. Can  be 
used  in  both  diag- 
nostic studies  and  in 
therapy. 

Radiation  dose  to  the 
thyroid  is  relatively 
large. 

J 125 

57.4 

0.035  7 

Longer  storage  life. 
Smaller  radiation  to 
thyroid. 

Weak  gamma  is  read- 
ily absorbed.  There- 
fore can  not  be  used 
with  a multinodular 
or  substernal  thyroid. 

J 128 

0.017 

0 . 46  7 
2.12  0 

Quite  minimal  radiation 
dose.  Can  be  used 
in  young  children 
and  during  pregnancy. 

Availability  may  be  a 
problem.  Can  be 
produced  in  a nu- 
clear reactor  and  in 
small  neutron  sources 
such  as  a plutonium 
beryllium  mixture. 

rpQ99m 

0.25 

0.14  7 

Minimal  radiation  dose 

Must  be  milked  from  a 

(as  pertechnitate) 

to  the  thyroid. 

molybdenum-99  pre- 
cursor. The  precur- 
sor itself  has  a short 
half-life. 

* MEV  = million  electron  volts. 


varied  between  3.6  and  7.9  cm.  In  only 
6 per  cent  of  the  patients  did  the  left  lobe 
begin  higher  in  the  neck  than  the  right 
lobe.  These  generalizations  permit  us  to 
pick  out  the  unusual  gland  and  to  search 
further  for  sources  of  the  difficulty  in  such 
cases. 

The  normal  thyroid  is  approximately 
(as  defined  by  the  last  formula)  sym- 
metrical. Only  one  out  of  the  last  2,000 
scans  indicated  congenital  absence  of  a 
thyroid  lobe.  In  all  other  instances  of  a 
missing  lobe,  there  was  a previous  history 
of  surgical  intervention  in  the  neck  or  sup- 
pression of  a lobe  due  to  a hyperfunctioning 
nodule  that  suppressed  endogenous  TSH). 
What  is  more  likely,  however,  is  to  have 
the  thyroid  ectopically  located.  It  is 
because  of  such  heterotopic  thyroid  that 
any  mass  in  the  tongue,  mouth,  or  neck 
should  be  studied  by  radioiodide  uptake 
and  scan.  There  is  a firm  dictum  that  no 
mass  should  be  removed  from  these  regions 
in  a child  until  it  is  ascertained  that  the 
tissue  is  not  the  only  functional  thyroid 
tissue  present. 

Abnormal  thyroid  scan 

A thyroid  scan  allows  us  to  quantitate: 
(1)  location  of  the  gland,  (2)  dimensions 


of  the  functional  tissue,  and  the  (3)  degree 
of  homogeneity  of  uptake. 

An  aberrantly  placed  thyroid  is  not 
unusual.  However,  finding  uptake  out- 
side of  the  main  body  of  the  gland  should 
alert  the  physician  to  a metastatic  thyroid 
tumor.  Benign  thyroid  tissue  can  ap- 
parently occur  in  cervical  lymph  nodes, 
but  a strong  suspicion  of  a malignant 
growth  should  be  entertained  until  proved 
otherwise.6 

A frequently  occurring  medical  problem 
is  the  evaluation  of  a nodule  in  the  thyroid. 
The  first  point  to  be  determined  is  whether 
or  not  there  is  uptake  of  radioiodide  in  the 
lesion.  Statistically,  the  chances  of  a func- 
tioning thyroid  nodule  being  malignant 
are  extremely  small.  If  the  nodule  is 
functioning,  the  information  must  be 
coupled  with  data  as  to  the  extent  of  radio- 
iodide uptake.  If  the  entire  gland  or  part 
of  it  is  functioning  and  the  patient  is  not 
grossly  hyperthyroid,  suppression  with 
exogenous  thyroxin  is  indicated  (Table 
II).  Scanning  before  and  after  suppression 
will  indicate  whether  or  not  the  area  is 
autonomous  independent  of  pituitary  TSH. 

The  nonfunctioning  thyroid  nodule  can 
of  course  be  a malignant  growth.  The 
estimate  has  been  made,  however,  that 
less  than  1 per  cent  of  all  thyroid  nodules 
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TABLE  II.  Principal  conditions  requiring  thyroid 
suppression  or  stimulation  and  rescanning 

Uptake  and 

Scanning  Condition 


Following  TSH 


Following  TSH 


Following  TSH 


Following  TSH 


Following  tri- 
iodothyronine 
Following  tri- 
iodothyronine 


To  diagnose  definitively 
congenital  absence  of  a 
thyroid  lobe 

Single  functioning  nodule: 
will  activity  of  remainder 
of  gland  return? 

To  determine  if  thyroid 
metastases  accumulate 
radioiodide  following 
thyroidectomy 

In  secondary  hypothyroid- 
ism, to  follow  the  return 
of  function 

Suppression  of  enlarged 
gland 

In  solitary  functioning  nod- 
ule (suppression  test) 


in  the  general  population  are  malignant.7 
Following  a scan  and  determination  that  a 
nodule  is  nonfunctioning,  an  assessment 
is  made  of  the  situation.  If  none  of  the 
marks  of  overt  cancer  are  found,  then  a 
rigorous  three-  to  four-month  course  of 
exogenous  thyroid  hormone  is  likely  in- 
dicated. 

Hyperthyroid  gland 

Twenty  per  cent  of  the  cases  of  hyper- 
thyroidism seen  in  our  area  are  not  associa- 
ted with  palpable  enlargement  of  the  thy- 
roid, and  size  estimates  based  on  scanning 
are  30  Gm.  or  below.8  The  mean  estimated 
weight  of  functional  thyroid  tissue  in  our 
series  of  hyperthyroid  cases  was  55  Gm. 

In  the  therapy  of  hyperthyroidism  with 
I131,  we  use  a dose  of  80  microcuries  per 
gram  of  estimated  functional  thyroid  tissue 
if  the  effective  half-time  in  the  thyroid  is 
six  days.  This  is  corrected  for  the  es- 
timated peak  uptake;  if  only  50  per  cent 
of  the  dose  was  taken  up,  twice  as  large 
a dose  would  be  used.  Following  up  these 
patients  about  four  months  later  revealed 
that  the  size  of  the  gland  had  decreased  in 
all  those  who  had  responded  to  therapy. 
Thyroid  weights  were  again  estimated 
from  the  scans.  The  relationship  between 
the  post-treatment  thyroid  weight  (Wpost) 
in  grams  and  the  pretreatment  thyroid 
weight  (Wpr<()  was: 

Wpo,t  = 18.5  + 0.28  Wpr. 


v v 


FIGURE  2.  Anteroposterior  thyroid  scans  on  forty- 
seven-year-old  woman  who  entered  with  exophthal- 
mos and  tremor.  First  scan  (left)  shows  gland  in- 
itially. Middle  scan  made  ten  weeks  after  13.6  milli- 
curies  of  I131.  Last  scan  made  sixteen  weeks  later, 
following  additional  7.3  millicuries.  Twenty-four- 
hour  uptake  went  from  59  per  cent  to  46  per  cent 
and  then  to  25  per  cent. 


Even  simpler  to  measure  was  the  fact 
that  the  thyroid  dimensions  had  decreased. 
It  thus  appears  that  a principal  means  of 
action  of  I131  therapy  is  in  diminishing  the 
functional  mass  of  thyroid  tissue,  rather 
than  in  attacking  any  fundamental  cause 
of  the  disease  (Fig.  2). 

In  some  cases  of  hyperthyroidism,  treat- 
ment is  quite  simple.  The  patient  with  a 
single  autonomously  hyperfunctioning  nod- 
ule shown  on  scan  can  have  the  area 
ablated  by  I131,  and  activity  will  return  to 
the  remainder  of  the  gland  (Fig.  3).  The 
most  difficult  cases  to  treat  are  those  with 
multinodular  glands  in  which  an  accurate 
size  estimation  is  nearly  impossible.  There 
are  also  some  hyperthyroid  patients  with 
such  rapid  turnover  that  the  biologic  half- 
life  is  reduced  and  rather  large  doses  of 
radioiodide  are  required. 

Scanning  in  thyroid  carcinoma 

Only  a small  percentage  of  thyroid  car- 
cinomas will  concentrate  radioiodide. 
Those  that  do  are  primarily  of  the  follic- 
ular type.  However,  after  removal  of  the 
thyroid  gland  and  administration  of  TSH, 
metastatic  lesions  may  take  up  radio- 
iodide. No  accurate  assessment  can  be 
made  as  to  the  functional  nature  of  metas- 
tases from  thyroid  carcinoma  as  long  as 
normal  thyroid  tissue  which  competes  for 
radioiodide  remains  in  the  body.  Hence 
surgical  removal  of  the  primary  tumor  as 
well  as  any  normal  thyroid  tissue  is  ad- 
visable. When  definitive  surgery  cannot 
be  done,  radiation  therapy  may  be  called 
on.  Only  after  such  ablation  can  scanning 
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FIGURE  3.  Anteroposterior  thyroid  scan  in  forty- 
five-year-old  woman  who  entered  with  hyperthy- 
roidism and  palpable  nodule.  Nodule  was  hyper- 
active and  remainder  of  gland  was  nearly  inactive. 
Following  I131  treatment,  nodule  disappeared  and 
activity  returned  to  remainder  of  thyroid. 

offer  any  possible  aid  in  determining  the 
ability  of  metastatic  lesions  to  accumulate 
radioiodide. 

Summary 

An  approach  to  thyroid  scanning  is 
presented  with  emphasis  on  repeat  scans 
as  necessary  and  both  anteroposterior  and 
lateral  views.  Conditions  which  we  believe 
require  mandatory  thyroid  scanning  were 


Suicide  among  alcoholic  patients 


Significant  clues  for  the  prevention  of  suicide 
among  alcoholic  patients  were  contained  in  a 
recent  study  supported  by  the  National  In- 
stitute of  Mental  Health.  This  research  shows 
that  the  death  of  a spouse  or  other  near  relative 
can  trigger  suicide  in  an  alcoholic  individual. 
The  most  dangerous  period  is  just  shortly  before 
and  after  this  loss,  stated  G.  E.  Murphy,  M.D., 
and  E.  Robins,  M.D.,  who  conducted  the  survey. 

A physician  caring  for  an  alcoholic  patient 
should  try  to  be  aware  of  impending  tragedy 
in  the  patient’s  life,  and  always  offer  either  hos- 
pitalization or  psychiatric  treatment  in  the 
event  of  separation,  death,  or  divorce. 

The  investigators  studied  60  persons  suffering 
from  affective  disorder  and  31  alcoholic  patients. 
The  subjects  were  taken  from  134  consecutive 
suicide  victims  in  a metropolitan  area.  Al- 
coholic patients  and  depressed  persons  ac- 
counted for  more  than  three  fourths  of  the 
suicides  in  the  total  group,  whereas  no  other 
diagnosis  accounted  for  more  than  5 per  cent  of 
the  cases. 

Diagnoses  were  made  on  the  basis  of  exten- 


mentioned. Thyroid  scans  have  also 
proved  of  use  in  following  the  response  of 
the  gland  to  medication.  The  need  for 
reducing  the  radiation  dose  to  the  thyroid 
means  that  short-lived  radioiodine  isotopes 
or  analogues  such  as  the  pertechnitate  ion 
should  be  utilized  whenever  possible. 

789  Howard  Avenue 
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sive,  systematic  interviews  with  family  members 
and  others  who  had  had  contact  with  the  suicide 
victim  prior  to  his  death.  The  most  extreme 
differences  between  these  subjects  and  the 
general  United  States  population  were  noted 
between  alcoholic  patients  and  the  general 
population,  and  these  were  most  marked  in  the 
areas  of  marital  status  and  living  arrangements. 

Only  58  per  cent  of  the  alcoholic  patients 
were  married  at  the  time  of  their  suicides  as 
compared  with  the  general  adult  population  of 
78.3  per  cent,  which  was  the  same  percentage 
of  depressed  persons  who  committed  suicide. 

Twenty-nine  per  cent  of  all  alcoholic  patients 
studied  were  separated,  and  half  of  those  mar- 
ried had  been  separated  when  they  committed 
suicide.  More  than  half  of  the  alcoholic  pa- 
tients lived  alone  in  contrast  to  17  per  cent  of 
the  depressed  individuals  and  6.9  per  cent  of 
the  general  population. 

Although  the  six  weeks  following  loss  of  ox- 
separation  from  a close  relative  proved  to  be  the 
most  dangerous  period  for  alcoholic  patients 
with  respect  to  suicide,  the  number  of  alcoholic 
suicides  who  had  suffered  a personal  loss  within 
a year  of  the  event  was  still  much  higher  than 
for  depressed  subjects:  48  per  cent  compared 
with  15  per  cent. 
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The  previous  article  in  this  series1 
has  suggested  that  man  emits  and  receives 
“external  chemical  messengers”  (ECM) 
and  that  ECM  perform  important  func- 
tions in  man. 

Normally,  we  are  not  aware  of  these 
chemical  cues.  Now  let  us  assume  that 
a child  is  born  with  the  ability,  potential 
or  actual,  to  perceive  ECM  input  con- 
sciously. What  will  happen  to  this  child? 

Nothing  much  may  happen  to  this  ECM- 
hypersensitive  person  as  he  grows  up.  He 
may  realize  he  senses  things  others  don’t, 
keep  his  mouth  shut,  and  stay  out  of 
trouble.  Or  he  may  use  some  fraction  of 
his  ability  to  earn  a living,  in  the  perfume 
industry  for  example.  Or  he  may  trans- 
pose his  added  knowledge,  consciously  or 
unconsciously,  into  creative  visions. 

But  to  assume  the  worst,  he  is  rebuffed 
in  all  attempts  to  bring  his  experience  into 
consonance  with  that  of  others.  If,  as  an 
infant,  he  has  ECM  awareness,  then  he 
uses  a nonverbal  language  different  from 
that  of  his  mother.  Normal  bonds  are 
not  formed  between  mother  and  child,  and 
he  is  not  imprinted  with  the  ECM  train- 
ing he  needs  for  future  dealings  with  others. 

Later,  when  he  speaks,  he  suffers  ridicule 
and  contempt  if  he  tries  to  convince  others 
of  the  reality  of  his  insights.  Or,  more 
likely,  he  never  learns  words  even  to  de- 
scribe his  perceptions;  and  these  percep- 
tions, clearly  abnormal  in  the  world  in 


which  he  lives,  seem  to  him  chaotic  and 
meaningless.  Yet,  in  individual  encoun- 
ters, he  is  able  to  perceive  moods,  meanings, 
and  intentions  hidden  from  others. 

In  general,  his  fate  is  that  of  Nunez, 
the  hero  of  Wells’  story  The  Country  of  the 
Blind.  At  some  time,  an  overt  clash 
brings  him  into  contact  with  the  forces  of 
social  control,  manifested  in  the  form  of  a 
mental  hospital. 

He  not  only  hears  but  speaks  a nonverbal 
language  different  from  those  around  him. 
His  ECM  output  is  as  abnormal  as  his 
input.  And  so,  if  some  chemically  minded 
psychiatrist  were  to  test  his  urine,  he 
might  find  substances  there  that  he  rarely 
sees  in  others.  And  if  the  psychiatrist 
were  psychologically  minded,  he  could 
easily  find  signs  of  past  deep  disturbance 
in  family  relationships. 

In  the  meantime,  the  patient  has  found 
that  his  initial  acute  turmoil  is  of  no  use. 
And  he  himself  searches  for  some  way  of 
explaining  the  inexplicable.  After  some 
time,  he  finds  the  answer:  Persecutors 

all  around  him  are  at  work;  or  magic  is  at 
fault;  or  he  is  different  from  ordinary 
human  beings,  divine  in  fact. 

This  solution  brings  great  relief.  He  can 
now  live  with  himself.  Others  are  no 
help,  and  withdrawal  is  in  order.  Never- 
theless, he  still  lacks  ECM  nourishment, 
the  food  of  social  intercourse,  and  in  good 
time,  in  the  absence  of  treatment,  his  body 
deteriorates. 

I have  just  listed  the  following  features: 
Abnormal  mother-child  relationship 
Instability  of  personal  relations 
Inability  to  form  social  bonds 
Social  hypersensitivity 
Perceptual  disturbances 
Acute  turmoil  and  panic 
Abnormal  urinary  metabolites 
Abnormal  family  history 
Delusion  formation 
Relief  of  anxiety 
Withdrawal 
Deterioration 

This  condition  has  a name. 

ECM  theory  of  schizophrenia.  Schiz- 
ophrenia is  the  most  important  disease  of 
man’s  social  function.  If  ECM  are  an 
important  social  mechanism  in  man,  there 
should  be  a marked  disturbance  of  the 
ECM  system  in  this  disease. 

This  is  not  to  say  that  the  ECM  con- 
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cept  can  “explain”  schizophrenia.  For 
one  thing,  it  is  fairly  clear  that  schizo- 
phrenia is  not  one  disease  but  a group  of 
diseases.  An  explanation  of  one  subgroup 
need  not  apply  to  another. 

But  if  ECM,  without  our  knowledge,  are 
sent  off  and  picked  up  by  our  bodies,  then 
they  should  have  much  to  do  with  the  one 
disease  in  which  grossly  abnormal  mes- 
sages are  passed  from  man  to  man:  schizo- 
phrenia, “the  royal  road  to  the  uncon- 
scious.”2 

This  would  account  for  the  striking  fact 
that  “therapists  are  sometimes  a little 
frightened  and  disconcerted  to  learn  that 
their  schizophrenic  patients  have  an  un- 
canny way  of  nosing  out  things  about  their 
personalities  which  they  have  unconsciously 
tried  to  cover  up.”3 

But  ECM  are  not  man’s  only  social 
tools.  Numerous  other  cues  registered 
by  other  sense  organs  play  a part  in  ex- 
traverbal communication.  I therefore  ex- 
tend my  working  hypothesis  to  suggest 
that  the  schizophrenic  patient  has  conscious 
awareness  not  only  of  some  types  of  ECM, 
but  also  of  other  forms  of  nervous  system 
activity: 

IN  SCHIZOPHRENIA,  NORMALLY 

SILENT  AREAS  OF  THE  BRAIN 
ARE  OPEN  TO  CONSCIOUS 
AWARENESS. 

Advantages  of  mental  disease.  This 
hypothesis  implies  that  in  some  limited 
ways  the  insane  are  ahead  of  the  sane, 
for  example  in  that  they  are  aware  of  some 
real  events  and  we  are  not.  What  non- 
sense, the  reader  might  well  say.  And 
nonsense  it  would  be,  were  it  not  for  some 
evidence  that  schizophrenia  provides  not 
only  disadvantages  but  also  advantages  of 
mind,  body,  and  personality. 

Flashes  of  hidden  intelligence  are  par- 
ticularly noticeable  in  schizophrenic  chil- 
dren. In  institutions  for  the  feebleminded, 
they  bewilder  the  observer  by  combining 
social  imbecility  with  isolated  areas  of 
unusual  intellectual  performance. 4 Islets 
of  normal,  near-normal,  or  exceptional 
intellectual  function  or  skill  in  the  presence 
of  apparently  serious  retardation  are  con- 
sidered a sine  qua  non  of  the  diagnosis  of 
childhood  schizophrenia.5 

Huxley  et  al .6  have  recently  re-emphasized 


the  idea  that  schizophrenia  may  persist 
because  there  are  genetic  advantages  to 
offset  the  disadvantages  of  the  illness. 
The  specific  ways  in  which  schizophrenic 
persons  seem  better  able  than  normal 
people  to  deal  with  the  environment  are 
reviewed  by  Osmond  and  Hoffer.7  Allergy 
is  infrequent,  arthritis  is  rare,  the  death 
rate  from  pneumonia  is  low,  toleration  to 
injected  histamine  is  high,  and  resistance 
to  surgical  shock  is  considerable.  It  has 
even  been  suggested  that  a schizophrenic 
gene  protects  against  loss  of  fertilized  ova.8 

Osmond  and  Hoffer7  also  conclude  that 
the  illness  must  offer  psychologic  benefits 
which  so  far  have  gone  unrecognized. 
They  point  to  other  cultures  where  hal- 
lucinations are  highly  valued:  shamans  in 
primitive  tribes,  divine  madness  in  ancient 
times.  The  schizophrenic  episode  can  act 
as  a catalyst,  provoking  the  flowering  of  a 
previously  hidden  artistic  talent.9  Cases 
in  which  emotional  life  became  enriched 
after  a schizophrenic  episode  have  been 
reported  by  Sullivan10  and  by  Brzezicki.11 
Some  poets,  writers,  and  scientists  did 
much  better  work  afterward  than  before. 
Menninger  says: 

Some  patients  have  a mental  illness  and 
then  get  well,  and  then  they  may  even  get 
“weller!”  I mean  they  get  better  than  they 
everw  ere ...  . This  is  an  extraordinary  and 

little-realized  truth. 12 

Natural  history 

The  clinical  picture  of  schizophrenia  is 
the  most  baffling  of  any  in  medicine.  Al- 
though some  observers  think  its  natural 
history  is  impossibly  vague,  the  picture 
does  become  clear  if  we  assume  that  the 
disease  has  a natural  history,  a sequence 
of  successive  stages. 

I am  reminded  a great  deal  of  the  clear- 
cut  phases  of  the  contagious  diseases  of 
childhood,  my  own  area  of  interest.  The 
terms  used  to  describe  the  natural  history 
of  measles  vividly  depict  the  stages  of 
schizophrenia: 

genetic  predisposition 

INCUBATION  PERIOD 

sudden  event 

PRODROMAL  PERIOD 

overt  conflict 

ERUPTIVE  PERIOD 

sudden  clarification 

POSTERUPTIVE  PERIOD 
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The  first  stage,  the  incubation  period, 
is  one  in  which  the  basic  process,  if  any, 
is  largely  silent.  If  a genetic  predisposi- 
tion to  schizophrenia  exists,  it  has  not  yet 
made  itself  clearly  felt.  There  may  be 
some  interpersonal  disturbances,  but  their 
meaning  usually  becomes  apparent  only  in 
retrospect. 

Next,  in  the  prodromal  period,  the  pa- 
tient knows  very  well  that  something  is 
wrong  with  him,  but  the  physician  does 
not  unless  he  makes  special  inquiries. 
This  stage  is  often  referred  to  as  “latent 
schizophrenia,”  but  the  disease  is  no  longer 
latent  or  dormant  at  this  point.  A “sud- 
dent  event”  often  makes  the  patient  aware 
of  the  exact  time  at  which  the  abnormality 
became  manifest. 

Then,  the  eruptive  stage  (acute  schizo- 
phrenia) signals  an  outbreak  of  conflict, 
with  turmoil  in  the  patient  and  terror  in 
the  bystander.  Finally,  the  posteruptive 
stage  (chronic  schizophrenia)  is  one  in 
which  the  patient  and  his  environment  have 
worked  out  an  unsatisfactory  but  stable 
mode  of  coexistence. 

This  clear-cut  succession  of  stages  is 
not  the  rule.  The  prodromal  stage  may 
never  be  followed  by  an  eruption;  erup- 
tive and  posteruptive  stages  may  follow 
each  other  in  cyclic  succession.  Each 
stage  may  last  days,  years,  or  decades. 
An  autistic  child  may,  soon  after  birth, 
present  features  of  the  prodromal  or 
eruptive  period.  On  the  other  hand,  an 
individual  predisposed  to  schizophrenia 
may  never  develop  it;  the  incubation 
period  lasts  all  his  life. 

Incubation  period 

Most  schizophrenic  patients  have  a long 
history  of  difficulties  and  disturbance  from 
earliest  infancy.  Mothers  will  report  that, 
from  the  start,  these  babies  were  “dif- 
ferent.”13 Characteristic  deviations  from 
normal  development  in  schizophrenic  chil- 
dren are  often  present  at  birth.14  This 
points  to  a genetic  factor.  As  Jackson16 
points  out,  there  is  no  overwhelming  factual 
evidence  for  a strong  genetic  component 
in  the  etiology  of  schizophrenia,  but  it 
does  seem  likely  that  in  at  least  some  of  the 
subtypes  of  schizophrenia  hereditary  fac- 
tors play  a part. 

Genetics.  What  would  be  the  method 


of  inheritance  of  ECM  schizophrenia,  of 
awareness  of  chemical  messengers  which 
remain  below  threshold  for  the  rest  of  us? 
One  example  is  awareness  of  the  bitter 
taste  of  phenylthiocarbamide.  This  aware- 
ness is  inherited  as  a simple  Mendelian 
all-or-none  trait. 

In  animals,  an  example  is  the  fear  reac- 
tion of  fish.16  Typically,  the  ability  to 
react  to  fear  ECM  is  inherited  but  does  not 
become  manifest  until  a given  age  is 
reached.  This  ability  is  a function  of  the 
nervous  system  and  is  inherited  as  a 
Mendelian  dominant.  Another  example 
is  the  response  of  cats  to  catnip,  inherited 
as  an  autosomal  dominant.17 

We  would  therefore  expect  that  a single 
type  of  ECM  perception,  and  perhaps  a 
single  subtype  of  schizophrenia,  is  trans- 
mitted as  an  all-or-none  trait.  Huxley 
et  al .6  have  proposed  the  hypothesis  that 
schizophrenia  is  inherited  as  a genetic 
morphism. 

Things  are  more  complicated  than  this, 
however.  If  there  are  many  subtypes  of 
ECM  schizophrenia,  each  inherited  as  an 
all-or-none  trait,  then  the  genetics  of 
schizophrenia  as  a whole  should  become 
inextricably  jumbled;  and  this  is  actually 
the  case.18 

A child  born  with  ECM  hypersensitivity 
should  have  a good  chance  of  getting  away 
unscathed,  and  so  the  concordance  rate  of 
twins  for  schizophrenia  is  closer  to  50 
than  to  100  per  cent.19  The  incidence  of 
schizophrenia  in  near  relatives  of  patients 
is  greatly  increased. 

We  would  expect  to  find  milder  variants 
of  ECM  hypersensitivity  among  relatives. 
Alanen20  concludes  after  a major  study  of 
families  of  schizophrenic  patients: 

Schizophrenia  is  the  gravest  degree  of  the 
family’s  general  tendency  toward  developing 
mental  disorders.  In  particular,  the  wide 
variety  of  disturbances  found  in  the  schizo- 
phrenic patient’s  siblings  seems  to  argue  in 
favor  of  this  kind  of  conception. 

Planansky21  also  finds  a heaping-up  of 
behavior  disturbances  in  patients’  families, 
and  these  derangements  have  a special 
schizoid  flavor.  This  behavior  is  in  some 
ways  similar  to  that  of  the  prodromal 
schizophrenic.  Some  schizoid  patients 
look  as  though  they  had  already  been 
through  a schizophrenic  psychosis  before 
they  were  born.  Arieti22  suggests  that 
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their  aloofness,  lack  of  emotional  display, 
avoidance  of  social  contacts,  and  private 
fantasy  represent  a personal  armor  against 
their  excessive  sensitivity. 

Good  or  bad  outcome.  Clinical  ex- 
perience suggests  “that  many  persons 
in  whom  the  seeds  of  schizophrenia  are 
planted  may  indeed  go  through  their 
lives  without  experiencing  the  overt  psy- 
chosis.”13 About  half  the  children  born 
to  schizophrenic  mothers  and  reared  in 
foster  homes  develop  various  behavior 
problems,  including  schizophrenia  in  about 
one-tenth  of  them.  But  the  other  half  be- 
come remarkably  successful  adults.  They 
possess  unusual  artistic  talents  and  imagina- 
tive adaptations  to  life.23  Karlsson24  also 
finds  an  unusual  frequency  of  artistic  and 
creative  talent  in  close  relatives  of  schizo- 
phrenic patients: 

Could  it  be  that  some  highly  creative  indi- 
viduals are  nonpenetrant  schizophrenics  and 
that  society  is  thus  dependent  in  terms  of 
social  and  scientific  progress  on  persons  with  a 
schizophrenic  constitution? 

It  does  seem  that  these  children  possess 
abilities  which  bring  them  either  trouble 
or  success.  Which  will  it  be?  The  out- 
come is  likely  to  be  good  if  the  ECM  hy- 
persensitivity is  not  too  extreme  and  if 
other  favorable  personality  factors  are 
present. 

One  of  the  factors  the  ECM-hypersensi- 
tive  person  requires  to  keep  out  of  trouble 
is  “response  inhibition,”  stopping  him- 
self from  doing  or  saying  things  which 
strike  others  as  uncalled  for.  For  him, 
silence  is  golden.  The  behavior  of  chil- 
dren with  less  capacity  for  response  in- 
hibition is  more  likely  to  be  viewed  as  mal- 
adjusted.25 

Massive  changes  in  intensity  and  timing 
of  external  stimuli  can  break  down  an 
individual  if  they  exceed  his  tolerance 
limits.  The  stronger  his  ties  to  his  group, 
the  more  he  can  take.26  The  ECM- 
hypersensitive  person  is  in  bad  shape  in 
this  respect,  since  his  social  bonds  (ECM) 
to  family  and  friends  are  weak.  If  others 
around  him  are  able  to  relate  to  him,  per- 
haps because  they  share  some  of  his 
peculiarities,  he  may  do  better.  A number 
of  genetic  surveys  show  that  “the  more 
heavily  loaded  the  patient’s  genealogy 
is  for  schizophrenia,  the  more  atypical 


the  form  and  the  better  the  patient’s 
chances  for  recovery.”27 

If  the  potentially  schizophrenic  in- 
dividual uses  the  awareness  of  the  secret 
recesses  of  his  mind  for  tangible  creative 
purposes,  he  is  also  likely  to  come  out  on 
top.  Mettler  in  1950  searched  New  York 
State  mental  hospitals  for  individuals  with 
real  creative  ability.  He  found  not  one, 
for  the  probable  reason  that  “as  long  as  an 
individual  possesses  any  higher  degree 
of  creative  ability,  this  creative  ability 
is  so  valued  by  his  environment  even  though 
he  shows  marked  deviations  in  psychiatric 
behavior,  that  he  can  stay  out.”28 

Perhaps  we  are  talking  here  about  at 
least  two  independent  lines  of  inheritance; 
one  makes  the  individual  potentially  schiz- 
ophrenic, and  the  other  directs  him  into 
socially  acceptable  (creative)  or  unac- 
ceptable (psychotic)  channels.  Karlsson24 
has  proposed  the  theory  that  schizophrenia 
results  from  an  incompatibility  of  two 
otherwise  harmless  or  possibly  beneficial 
physiologic  states  transmitted  by  inde- 
pendent gene  systems. 

The  outcome  of  the  incubation  period 
will  be  determined  not  only  by  the  in- 
dividual, but  also  by  his  environment. 
Kety29  points  out  that  genetic  and  en- 
vironmental studies  fit  the  hypothesis  that 
the  schizophrenias  result  from  the  opera- 
tion of  socioenvironmental  factors  on  some 
hereditary  predisposition.  In  this  series 
on  ECM,  I emphasize  heredity,  but  the 
importance  of  experiential  dynamics  can- 
not be  overestimated. 

For  example,  Anthony30  finds  that  “pri- 
mary unresponsiveness  in  the  child,  when 
matched  with  an  unresponsive  mother, 
can  produce  a degree  of  autism  of  psychotic 
intensity.”  And  “the  over-responding,  hy- 
persensitive child  meets  with  an  over- 
stimulating  mother  or  a mother  deficient 
in  protective  capacity  and  the  result  again 
is  a degree  of  autism  of  psychotic  intensity. 
In  one  case  the  child  fails  to  emerge;  in 
the  other  he  emerges  only  to  retreat.” 
Could  psychiatric  approaches  affect  out- 
come? Treatment  is  probably  not  now  a 
significant  factor  in  determining  the  end 
result  of  schizophrenia  in  the  child.31 
Perhaps,  if  we  identified  potential  schizo- 
phrenia early  enough,  and  if  we  applied 
some  of  the  psychologic  methods  now  used 
in  overt  schizophrenia,  the  balance  might 
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be  tipped  toward  good  rather  than  bad  out- 
come. 

Prodromal  period 

In  measles,  our  best  chance  to  catch 
the  cause  is  during  the  prodromal  period. 
There  is  too  little  virus  during  incubation, 
and  by  the  time  the  spots  are  out,  the 
virus  is  gone.  In  schizophrenia,  too,  the 
true  nature  of  the  disease  is  more  likely 
to  be  apparent  before  the  conflicts  of  the 
eruptive  period  have  masked  the  original 
clinical  picture.  As  Sullivan10  suggests, 
“That  which  we  have  called  the  prodromal 
period  of  schizophrenia  often  includes  char- 
acteristic features  which  should  receive 
special  attention.” 

The  importance  of  studying  the  pro- 
dromal period  of  schizophrenia  is  em- 
phasized by  Dello  Russo.32  We  have  so 
much  trouble  understanding  schizophrenia, 
he  thinks,  because  we  usually  deal  with 
patients  in  an  advanced  stage. 

It  is  too  late  now;  all,  or  nearly  all,  is 
crystallized  in  the  patient;  he  is  autistic, 
incoherent,  disaffective.  He  has  become 
alienated;  he  has  lost  insight.  ...  One  fact  is 
certain;  the  first  person  to  perceive  some- 
thing is  changing  in  himself  is  the  patient 
and,  just  for  this  reason,  he  isolates  himself, 
in  order  to  distance  the  painful  reality  or  to 
hide  it  from  the  others.  This  is  the  medita- 
tion which  precedes  a “sudden”  explosion  of 
the  schizophrenic  psychosis. 

Terms  commonly  used  for  the  prodromal 
stage  are:  latent,  ambulatory,  masked, 

subclinical,  abortive,  pseudoneurotic,  and 
borderline  schizophrenia.  Schizophreni- 
form psychosis  and  Kretschmer’s  syn- 
drome of  delusions  of  reference  of  the  sensi- 
tive person  also  seem  to  fall  into  this  class. 
Anthony30  speaks  of  a well-defined  pre- 
psychotic  phase  with  enhanced  functioning 
in  the  motor  and  sensory  sphere. 

In  New  York  State,  the  time  span  be- 
tween onset  of  schizophrenia  and  first  ad- 
mission to  hospital,  a rough  measure  of  the 
prodromal  period,  is  about  four  and  a half 
years  for  males  and  nine  years  for  fe- 
males.33 

Sudden  event.  Schizophrenia  is  widely 
believed  to  sneak  up  on  its  victim.  Acute 
onset  is  infrequent.  But  that  is  the  way 
the  psychiatrist  sees  it.  For  the  patient, 
the  start  of  the  prodromal  period  is  often 
signaled  by  a “sudden  event.” 


In  1930,  Mauz34  recognized  that  the 
onset  of  prodromal  schizophrenia  is  sig- 
naled by  an  event  he  called  the  “process 
symptom.”  The  patient,  apparently  in 
perfect  health,  suddenly  becomes  aware  of  a 
deep,  threatening  change  in  himself,  a 
state  of  mind  characterized  by  confusion, 
fright,  indecision,  and  incoherence.  Cop- 
pola35 calls  this  the  “symptom  of  ter- 
rifying transformation.” 

Mettler36  reports  that  many  schizo- 
phrenic patients  can  recall  the  exact 
moment  when  the  voices  first  spoke  to  them, 
or  when  their  crack-up  started  with  a 
sudden  strange  physical  sensation,  for 
example  a feeling  that  the  skull  has  been 
cracked  as  though  it  were  the  shell  of  a 
lobster.  Dello  Russo32  cites  several  cases 
of  this  sudden  transformation,  described 
by  one  patient  as  “a  creaking,  a simple 
displacement  in  my  brain.”  This  is  one 
illness,  he  points  out,  in  which  the  patient 
consults  the  doctor  only  as  a last  resort. 
Why  entrust  oneself  to  the  care  of  a mad- 
doctor  when  one  is  not  mad,  just  trans- 
formed? 

This  basic  or  sudden  event,  I submit,  is 
the  time  at  which  impulses  begin  to  flow 
freely  along  the  association  pathways  be- 
tween the  “area  of  awareness”  and  pre- 
viously or  usually  silent  areas  of  the  brain. 
In  particular,  ECM  input  begins  to  reach 
consciousness,  and  this  starts  the  train  of 
social  disturbances  characteristic  of  schizo- 
phrenia. 

Symptoms  of  prodromal  stage.  As 
the  disturbance  in  ECM  communication 
appears,  the  patient  should  soon  feel  that 
an  important  link  with  his  fellow  man  has 
been  broken.  One  of  the  earliest  changes 
reported  by  the  schizophrenic  patient  in 
the  prodromal  stage  is  a loss  of  empathy 
with  other  people.37  He  does  not  know 
why,  he  never  mentions  olfaction,  but  he 
does  know  that  something  in  his  body 
chemistry  no  longer  resonates  with  others 
who  have  not  followed  him  into  this  strange 
adventure. 

Heath13  also  emphasizes  that 

. . . the  outstanding  feature  observed 
clinically  in  the  so-called  “subclinical”  or 
“pseudoneurotic”  schizophrenic  is  his  lifelong 
pattern  of  disintegrated  emotionality.  He 
does  not  seem  to  feel  with  the  same  quality  as 
does  the  normal  person,  and  is  impaired  in  his 
ability  to  respond  to  feelings.  Nor  do  the 
feelings  seem  to  have  the  same  meaning  as 
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they  do  for  normals.  This  appears  to  be  the 
fundamental  defect,  from  which  stem  many 
of  the  alterations  in  behavior  which  have  been 
observed. 

Wolman38  emphasizes  four  main  areas  of 
disturbance  in  the  ego  function  of  the  latent 
schizophrenic  person:  (1)  failure  to  control 
perceptions  by  reality  testing;  (2)  failure 
to  regulate  bodily  functions  such  as  bowel 
movements;  (3)  failure  to  control  emo- 
tions; and  (4)  disturbances  in  self-esteem. 
We  are  probably  dealing  with:  (1)  un- 

recognizable sensory  input  to  awareness; 
(2)  disturbance  of  ECM  vehicles;  (3) 
disturbance  of  ECM  output;  and  (4) 
loss  of  confidence  and  contact  resulting 
from  these  disorders. 

The  anxiety  of  the  patient  at  this  point 
has  been  aptly  described  as  “stage  fright.”39 
The  patient  knows,  without  knowing  why, 
that  he  must  soon  play  a role  on  the  human 
stage  before  a critical  and  hostile  audience, 
a role  quite  different  from  any  he  or  they 
have  ever  played  before.  Laing40  speaks 
of  the  “implosion”  of  reality,  “the  full 
terror  of  the  experience  of  the  world  as 
liable  at  any  moment  to  rush  in  and  obliter- 
ate all  identity,  as  a gas  will  rush  in  and 
obliterate  a vacuum.” 

These  symptoms  of  the  prodromal  stage 
are  mainly  those  of  interest  to  the  psy- 
chiatrist. But  as  far  as  the  patient  is 
concerned,  perceptual  abnormalities  are 
among  the  most  striking  changes  he  ex- 
periences. Once  again,  we  come  back  to 
his  sense  organs  as  the  seat  of  the  problem. 

Perceptual  abnormalities  in  schizo- 
phrenia. Five  of  ten  factors  used  to 
recognize  early  schizophrenia  have  to  do 
with  perceptual  abnormalities.11  The  pa- 
tient describes  “flooding  of  consciousness 
with  sensory  data  beyond  the  limits  of 
normal  experience.”37  Subjectively,  he 
feels  that  he  has  stepped  beyond  the  bounds 
of  his  usual  state  of  awareness.  He  may 
feel  close  to  nature,  understanding  human 
and  subhuman  life.  His  senses  seem  to 
possess  a keenness  he  never  felt  before.42 
The  claim  of  supraconscious  experience  is 
one  of  the  common  signs  of  an  impending 
schizophrenia. 43 

This  ability  to  read  sense  data  in  the 
raw  leads  to  severe  disorders  of  perception. 
At  times,  the  flood  of  data  reaches  so  high 
a crest  that  it  cannot  be  processed.  Dis- 
turbance of  consciousness  results,  and  tem- 


porary barriers  are  thrown  up  against  the 
flood.  Periods  in  which  almost  every- 
thing is  recorded  that  reaches  the  senses 
are  replaced  by  periods  in  which  the  most 
powerful  stimuli  fail  to  arouse  attention.37 

Here  are  some  verbatim  reports  by  pa- 
tients with  early  schizophrenia44: 

Things  are  coming  in  too  fast.  I lose  my 
grip  of  it  and  get  lost.  I am  attending  to 
everything  at  once  and  as  a result  I do  not 
really  attend  to  anything. 

Have  you  ever  had  wax  in  your  ears  for  a 
while  and  then  had  them  syringed?  That’s 
what  it’s  like  now,  as  if  I had  been  deaf  be- 
fore. Everything  is  much  noisier  and  it  ex- 
cites me. 

My  brain  is  working  all  right  but  I am  not 
responding  to  what  is  coming  into  it.  My 
mind  is  always  taking  in  little  things  at  the 
side. 

It’s  as  if  I am  too  wide  awake — very,  very 
alert.  I can’t  relax  at  all.  Everything  seems 
to  go  through  me.  I just  can’t  shut  things 
out. 

Faced  with  this  flood  of  sense  input, 
the  integrating  mechanisms  of  the  brain 
should  falter,  from  overload  or  as  a de- 
fense. In  rats,  artificial  sensory  flooding, 
“synchronous  sensory  bombardment,”  pro- 
duces severe  abnormalities  of  the  encephalo- 
gram.45 

In  the  schizophrenic  patient,  the  in- 
ability to  integrate  bits  of  information 
into  a coherent  pattern  is  a characteristic 
early  symptom13  which  has  been  ascribed  to 
“perceptual  overload.”  In  fact,  the  term 
schizophrenia  (split-mindedness)  is  derived 
from  the  apparent  shattering  of  innumer- 
able links  within  the  psychic  life  of  the 
patient. 46 

This  is  how  the  failure  to  integrate  ap- 
pears to  the  patient  himself44: 

Everything  is  in  bits.  You  put  the  picture 
up  bit  by  bit  into  your  head.  It’s  like  a 
photograph  that’s  tom  into  bits  and  put  to- 
gether again.  You  have  to  absorb  it  again. 
If  you  move  it’s  frightening.  The  picture 
you  had  in  your  head  is  still  there  but  it’s 
broken  up.  If  I move  there’s  a new  picture 
that  I have  to  put  together  again. 

Perplexity,  resulting  from  the  flooding 
of  the  sensorium  with  normally  non- 
conscious  material,  is  another  important 
characteristic  of  the  prodromal  stage. 10 
In  the  eruptive  stage,  the  patient  is  still 
characterized  by  inability  to  restrict  the 
range  of  his  attention,  so  that  he  is  flooded 
by  sensory  impressions  from  all  quarters.47 
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Pickworth,48  impressed  by  the  intense 
sensory  experiences  of  psychiatric  patients, 
suggested  that  studying  them  might  serve 
to  throw  new  light  on  olfaction — exactly 
the  aim  of  this  series  of  articles. 

In  normal  subjects,  sensory  deprivation 
may  produce  some  symptoms  reminiscent 
of  schizophrenia.  But  if  the  schizophrenic 
subject  is  flooded  with  sensory  input,  sen- 
sory deprivation  should  paradoxically  ease 
his  symptoms.  This  is  what  actually 
happens.47  With  his  normal  filters  out  of 
order,  the  schizophrenic  patient  is  easily 
distracted  from  experimental  tasks.49 

Bowers  and  Freedman42  emphasize  sub- 
jective reports  of  heightened  consciousness 
or  awareness  in  drug  psychoses  as  well  as  in 
early  schizophrenia  and  suggest  that  if  we 
could  account  for  these  changes,  we  would 
explain  certain  forms  of  psychosis.  Some 
types  of  statement  recur  again  and  again 
in  their  accounts  of  schizophrenic  patients: 

In  brief,  it  seems  that  these  patients  are 
describing  a state,  early  in  their  illness,  in 
which  they  recognize  an  altered  way  of  ex- 
periencing themselves,  others,  and  the  world. 
They  report  having  stepped  beyond  the  re- 
strictions of  their  usual  state  of  awareness. 
Perceptual  modes  seem  heightened,  and  the 
emotional  response  evoked  is  singularly  in- 
tense. Such  experiences  are  frequently  felt 
to  be  a kind  of  breakthrough,  words  and 
phrases  such  as  release  or  new  creativity  being 
used  to  characterize  them.  Individuals  ex- 
perience feelings  of  getting  to  the  essence  of 
things:  of  the  external  world,  of  others,  and 
of  themselves.  On  the  other  hand,  there  is 
usually  a vague  disquieting,  progressive  sense 
of  dread  which  may  eventually  dominate  the 
entire  experience. 

Even  when  a normal  population  is  di- 
vided into  persons  of  high  and  low  visual 
acuity,  the  high-acuity  subject  appears  to 
be  more  susceptible  to  influence,  sugges- 
tion, and  hypnosis.  He  reports  that  he  is 
distracted  by  outside  stimuli,  that  his 
mood  is  easily  influenced  by  the  people 
around  him,  and  that  he  fantasies  losing 
his  personal  identity  through  identification 
with  an  admired  individual.50 

Testing  perception.  If  some  schizo- 
phrenic patients  perceive  more  of  reality, 
could  this  not  readily  be  shown  by  some 
psychological  test?  The  matter  is  not 
so  simple.  Sometimes,  the  results  are 
positive.  On  a size-constancy  test,  Harway 
and  Salzman61  suggest  that  schizophrenic 
persons  are  more  sensitive  to  the  available 


information.  The  critical  flicker-fusion  fre- 
quency of  patients  with  acute  schizo- 
phrenia is  higher  than  that  of  any  other 
group  of  normal  people  or  psychiatric 
patients  examined  by  Lehmann52;  this 
indicates  that  their  central  nervous  system 
is  better  able  to  distinguish  successive 
visual  stimuli.  But  a more  typical  result 
is  that  of  Ludwig,  Wood,  and  Downs53 
who  did  find  a striking  peculiarity  when 
testing  auditory  ability:  The  results  de- 
pended on  the  test  used. 

Ludwig  suspects  that  psychic  denial 
plays  a role  here.  We  would  certainly 
expect  abnormal  hy  perceptions  to  be  denied 
or  repressed,  since  they  bring  the  patient 
nothing  but  grief.  But  there  is  another 
aspect  to  this:  Are  the  tests  used  biologi- 
cally meaningful? 

For  example,  Helen  Keller  claimed  to 
have  superior  olfactory  capabilities— ECM 
hypersensitivity,  in  our  terms.  A psy- 
chologist tested  her.  I do  not  know 
whether  he  concluded  that  she  was  lying 
or  imagining  things.  But  he  did  prove 
that  her  olfactory  acuity  was  well  within 
normal  limits. 

This,  I fear,  was  another  example  of  the 
“gifted  person  paralysis”  I have  mentioned 
before.  If  a man  claims  to  have  superior 
mathematical  ability,  do  we  test  his  arith- 
metic? Einstein  was  poor  at  figures.  If 
a man  claims  to  be  a musical  genius,  do 
we  test  his  hearing?  Beethoven  was  deaf. 
If  Keller  claimed  to  recognize  individuals 
at  a distance  by  their  odor,  her  ability  to 
detect  single  chemicals  in  low  concentra- 
tions had  nothing  to  do  with  the  case. 
ECM,  as  we  have  seen,  are  complex  mix- 
tures of  chemicals.  ECM  hypersensitivity 
is  conscious  awareness  of  these  complex 
patterns,  symphonies  of  scent  equivalent 
to  Beethoven’s  symphonies  of  sound. 

In  other  words,  we  want  to  test  not  the 
perceptual  acuity  of  the  schizophrenic 
person,  but  his  ability  to  perceive  meaning- 
ful input  of  which  normal  people  are  not 
aware.  Of  four  groups  of  subjects  tested 
by  Lapkin64  to  see  whether  they  could  play 
back  such  input,  only  the  schizophrenic 
group  was  able  to  recover  the  subliminal 
stimulus. 

There  is  one  case  in  which  we  know  well 
that  we  do  not  see  things  as  they  are: 
optical  illusions.  Mettler65  found  that  in 
tests  of  illusion,  such  as  the  one  which 
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asks  the  subject  to  decide  which  arrow  is 
longer,  the  normal  person  usually  makes 
a mistake.  The  frankly  schizophrenic 
subject  does  not. 

This  suggests  that  he  gets  his  sense 
data  in  the  raw,  compared  with  the  cooked 
input  that  reaches  our  normal  awareness. 
Weckowicz’56  study  of  the  size-constancy 
test  in  schizophrenic  patients  has  also 
led  him  to  the  impression  that 

. . . their  perception  is  more  influenced  by 
the  “here”  and  “now”  factors  of  the  im- 
mediate situation  and  less  by  the  experience 
of  the  past  and  the  anticipation  of  the  future 
. . . there  is  some  change  in  filtering  the  stimu- 
lation. The  gates  are  wide  open,  the  cortex  is 
flooded  with  irrelevant  information,  mainte- 
nance of  set  becomes  difficult. 

Perceptual  testing  is  made  harder  by  the 
question  of  whether  the  patient  can’t  or 
won’t.  A right  answer  may  work  against 
his  need  for  secrecy  and  withdrawal.  Some 
autistic  children,  apparently  hopelessly 
unable  to  perform  a simple  psychological 
test,  turned  out  to  be  giving  a significant 
number  of  wrong  results:  “More  atten- 

tion should  be  paid  to  the  distinction  be- 
tween responses  that  autistic  children  are 
unable  to  make  and  responses  that  they  are 
unwilling  to  make.”67  Goldfarb58  has  also 
found  that  the  schizophrenic  child  can 
hear  and  see  but  does  not  look  and  listen. 

Finally,  the  design  of  the  test  must  be 
watched.  Schizophrenic  subjects  are  slower 
to  solve  problems  such  as  a simple  object- 
sorting test.  But  when  Payne,  Mat- 
tussek,  and  George69  looked  more  closely 
at  what  these  subjects  were  doing,  they 
found  that  the  schizophrenic  ones  were 
able  to  think  of  many  more  methods  of 
sorting  than  normal  subjects. 

These  extra  methods  of  sorting  would  not 
be  considered  by  normal  people,  because  they 
ignore  the  aspects  of  the  material  on  which 
they  are  based  (that  is,  the  shadows  cast  by 
the  objects  on  the  table,  slight  scratches  on  the 
objects,  personal  associations,  and  so  on) . In 
other  words,  schizophrenics  have  more  data 
to  work  with.  They  should  therefore  take 
longer  to  take  the  test,  because  they  think  of 
more  solutions. 

TOO  MUCH  KNOWLEDGE.  Just  what  is  SO 
bad  about  getting  sense  readings  different 
from  the  norm?  Hoffer  and  Osmond60 
answer  this  question: 

Perhaps  people  who  do  not  themselves 
have  perceptual  difficulties  and  who  do  not 


remember  those  which  they  may  have  had  in 
their  youth  cannot  imagine  how  distressing 
such  changes  must  be.  It  is  not  easy  for 
those  with  ordinary  vision  to  imagine  with 
any  degree  of  accuracy  the  world  of,  for 
example,  a red-green  color-blind  person. 

Fine,  the  reader  will  say,  but  this  is  an 
example  of  inferior,  not  superior  percep- 
tion. What  harm  can  it  do  to  know  more? 

Well,  for  one  thing,  it  does  harm  to  be 
aware  of  things  that  everybody  else  knows 
are  not  so.  It  would  be  almost  impossible 
for  one  red- green  hypersensitive  person 
in  a world  of  color-blind  people  to  prove 
even  to  himself  that  what  he  saw  was  real, 
particularly  in  a world  whose  structure 
and  whose  language  denied  the  existence 
of  colors.  In  this  case,  too  much  knowledge 
is  a dangerous  thing.  But,  even  worse, 
conscious  contact  with  sense  input  and 
motor  output  at  a point  closer  to  the  “real 
thing”  makes  it  harder,  not  easier,  to  form 
the  central  nervous  system  patterns  which 
make  up  the  skills  of  daily  life. 

Imagine  inheriting  a car  in  which  the 
usual  gross  gauges  and  crude  controls  are 
replaced  by  instruments  telling  you  the 
state  of  the  engine  at  many  points  and 
switches  letting  you  act  directly  on  elec- 
trical contacts  and  power  points.  Your 
eyes  could  not  follow  the  instruments  nor 
your  hands  the  switches.  You  would  not 
be  able  to  form  a clear  picture  of  what  the 
car  was  doing;  your  car  would  jump  around 
erratically,  hitting  others,  and  belching 
evil  fumes.  Schizophrenic  symptoms:  fail- 
ure to  integrate,  awkwardness,  social  de- 
ficiency, and  abnormal  metabolites.  But 
if  you  ever  did  learn  to  control  these  gifts, 
you  would  be  the  greatest  of  drivers:  genius 
and  insanity. 

Model  perceptual  psychoses.  There 
is  much  clinical  and  experimental  evidence 
that  perceptual  distortion  will  bring  on 
mental  disturbances  in  normal  subjects. 
We  might  call  these  situations  “model 
perceptual  psychoses”  to  distinguish  them 
from  “model  drug  psychoses”  caused  by 
hallucinogens. 

When  one  schizophrenic  patient  got 
glasses  which  grossly  overcorrected  his 
myopia,  he  developed  symptoms  of  de- 
personalization.61 Based  on  this  accidental 
finding,  Ehrenwald  introduced  his  visual- 
distortion  test,  the  use  of  strong  lenses  to 
produce  an  abrupt  garbling  of  sight.  This 
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is  a mild  model  perceptual  psychosis  which 
differentiates  between  normal  and  chronic 
schizophrenic  persons  on  one  hand  and 
acutely  schizophrenic  persons  on  the  other. 

Temporary  or  permanent  blindness 
following  eye  operations  may  lead  to 
schizophrenia-like  symptoms.62  Eye  pa- 
tients who  have  bilateral  eye  patches  show 
more  behavioral  symptoms  than  patients 
without  patches.63  Sarvis64  hasemphasized 
the  tendency  of  perceptual  distortion  to 
evoke  paranoid  reactions. 

Hypnosis  can  be  used  to  induce  an 
insoluble  conflict  which  a normal  subject 
will  resolve  by  developing  a hallucination.66 
When  everything  is  made  to  seem  two- 
dimensional  to  a hypnotized  subject,  this 
simple  change  in  depth  perception  produces 
motor  and  cognitive  symptoms  remarkably 
like  those  of  schizophrenic  catatonia.66 

Among  the  hard-of-hearing,  it  is  only 
a step  from  “I  can’t  hear  them  clearly” 
to  “They  are  probably  talking  about  me.”64 
This  is  an  authentic,  certified  organic 
problem;  and  yet  we  are  wrong  if  we  say 
to  ourselves:  Hard  of  hearing?  Paranoiac? 
Very  simple!  Correct  the  deafness,  and 
that  is  all.  Not  so,  Bodenheimer67  points 
out.  There  is  no  correlation  between  the 
severity  of  the  hearing  defect  and  the 
severity  of  the  psychosis.  Hearing  aids 
often  do  nothing  to  alleviate  the  problem, 
particularly  since  some  patients  tend  to 
reject  them.  Even  with  a hearing  aid, 
the  patient  can  hear  others,  but  not  him- 
self; it  is  this  lack  of  ego-feedback  which 
encourages  the  development  of  psychosis. 
And  when  a child  is  involved,  the  family 
situation  resembles  that  of  schizophrenia, 
with  its  supposed  schizophreno genic  mother, 
its  denials,  and  projections.  There  are 
guilt  feelings,  accusations  directed  at  the 
other  parent,  and  even  accusations  or 
destructive  impulses  directed  at  the  child 
itself.  Basilier68  actually  calls  this  con- 
dition “surdophrenia.” 

It  is  easy  to  imagine  what  would  happen 
to  a child  with  gross  decrease  or  increase  in 
some  currently  unrecognized  sensory  func- 
tion, such  as  ECM  perception.  If  ECM 
hypersensitivity  exists,  a sizable  propor- 
tion of  its  possessors  will  have  full-blown 
schizophrenia. 

Sensory  deprivation  is  increasingly  used 
to  produce  a model  perceptual  psychosis. 
In  such  experiments,  the  cardinal  symp- 


toms of  schizophrenia  appear  again  and 
again.69  This  in  itself  suggests  that  these 
supposedly  cardinal  symptoms  are  second- 
ary and  nonspecific.  Even  when  sense 
input  is  plentiful  but  forms  no  pattern 
meaningful  to  the  subject,  or  during  sen- 
sory overload,  the  “sensory  isolation  effect” 
occurs.70 

Vertigo  is  another  condition  which,  with 
a little  stretching,  we  might  consider  a 
model  perceptual  psychosis.  The  vestib- 
ular system,  which  strikes  me  as  having 
some  basic  similarities  to  the  ECM  sys- 
tem, provides  the  sense  input  here.  And 
it  produces  widespread  bodily  discomfort 
and  vivid  hallucinations  (turning,  faffing, 
body-size  changes).  I would  call  some 
severe  types  of  schizophrenic  disturbance 
“ECM  vertigo,”  with  massive  and  grotesque 
hallucinations  of  this  social  mechanism. 
As  in  vertigo,  the  patient’s  aim  is  to  mini- 
mize movement  and  change  of  any  kind, 
especially  sudden  change. 

Theoretic  formulations.  Over  the 
years,  a number  of  the  hypotheses  put 
forward  to  account  for  schizophrenia  have 
incorporated  the  idea  of  primacy  of  per- 
ception or  the  idea  of  access  to  noncon- 
scious  material.  These  two  ideas,  plus 
the  idea  of  external  chemical  messengers, 
form  the  basis  for  the  theory  presented  here. 

The  expression  “nihil  est  in  intellectu, 
quod  non  sit  prius  in  sensu”  has  long  sig- 
naled the  need  to  look  to  the  senses  as 
rulers  of  the  mind.  Federn’s71  psychoan- 
alytic theory  of  schizophrenia  contradicted 
Freud’s  belief  that  the  first  step  in  schizo- 
phrenia is  the  break  with  reality;  Federn 
felt  that  perceptual  abnormalities  were 
the  first  sign  of  the  disease,  and  that  the 
break  with  reality,  the  formation  of  delu- 
sions, was  only  secondary.  Mettler72  pro- 
poses that  “disordered  perception  is  not 
the  consequence  of  such  abnormalities  as 
emotional  upset  or  feelings  of  unreality, 
but  the  cause  of  these.”  Hamilton73  sug- 
gests that  the  start  of  schizophrenia  may 
be  found  in  childhood  idiosyncrasies  of 
perception  and  thought,  and  points  out 
that  this  hypothesis  ceased  to  be  original 
a long  time  ago. 

McGhie  and  Chapman44  propose  the 
hypothesis  that  a decrease  in  the  filtering 
functions  of  attention  is  a primary  disorder 
in  schizophrenia.  There  is  heightened 
awareness  of  bodily  and  mental  functions 
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which  are  normally  outside  the  range  of 
conscious  observation.  “The  paranoid  pa- 
tient’s description  of  a hostile  environment 
which  seeks  to  control  him  is  perhaps  a 
valid  reflexion  of  his  view  of  reality.” 

In  supporting  their  theory  that  bio- 
chemical defects  in  schizophrenia  cause 
changes  in  perception,  thought,  and  mood, 
Hoffer  and  Osmond74  strongly  emphasize 
the  importance  of  perceptual  changes: 

Until  quite  recently  there  has  been  little 
interest  in  the  perceptual  aspects  of  schizo- 
phrenia. It  is  very  difficult  to  understand 
how  this  extraordinary  oversight  has  occurred 
because  over  a century  ago  John  Connolly 
showed  that  he  was  fully  aware  of  the  part 
perceptual  disturbances  played  in  producing 
symptoms  in  his  patients  at  Hanwell. 

Lehmann52  cites  evidence 

. . . compatible  with  the  hypothesis  that 
there  is  a primary,  possibly  constitutional, 
susceptibility  of  the  schizophrenic  individual 
to  be  subjected  to  the  impact  of  a higher  num- 
ber of  discrete  sensory  stimuli  per  time  unit  of 
experience  than  most  other  pathological  or 
nonpathological  individuals.  If  he  is  capable 
of  coping  with  this  greater  than  average  influx 
of  discrete  sensory  stimuli,  he  might  perform 
at  a better  than  average  level,  but  when  the 
extraordinary  sensitivity  of  his  receptor  ap- 
paratus is  not  matched  by  an  equally  extra- 
ordinary performance  of  his  central  processing 
apparatus,  then  his  integration  breaks  down 
and  he  may  become  psychotic. 

And  it  was  noted  following  his  report 
that  “all  discussants  were  fascinated  by 
Dr.  Lehmann’s  notion  that  schizophrenia 
results  from  excessive  stimulus  inflow 
(‘jamming’).” 

In  1917,  Potzl75  suggested  that  in  psy- 
chotic states,  as  in  dreams,  patients  be- 
come aware  of  perceptions  which  ordinarily 
remain  unconscious.  Federn71  also  con- 
sidered the  appearance  in  awareness  of 
normally  unconscious  mental  material  as 
an  important  feature  of  schizophrenia.  He 
pointed  out  that  “every  schizophrenic  case 
begins,  not  with  the  loss  of  external  reality, 
but  with  the  creation  of  conceptions  of 
false  reality.”  Cameron76  used  the  term 
“over- inclusion”  to  describe  the  tendency 
of  the  schizophrenic  person  to  include  many 
elements  irrelevant  to  the  central  idea  in 
his  thinking. 

Payne,  Mattussek,  and  George59  believe 
that  the  schizophrenic  disorder  is  due  to  a 
defect  in  some  central  filter  mechanism 
which  normally  screens  out  irrelevant 


data  to  permit  efficient  processing  of 
information  input.  Shakow77  concludes 
that  the  problem  of  schizophrenia  is  a 
failure  of  the  scanning  process  which 
normally  selects  relevant  input  before  the 
response  to  a stimulus  is  made.  Venables47 
also  emphasizes  that  the  input  dysfunc- 
tion of  schizophrenia  takes  the  form  of 
increased  awareness  of  the  environment 
in  the  acute  phase. 

Eruptive  period 

The  eruptive  period  begins  when  schizo- 
phrenia becomes  overt.  An  emotional  storm 
seems  to  sweep  patients  and  onlookers 
before  it.  Hallucinations  are  strong,  and 
delusions  begin  to  take  shape.  When  the 
delusion  is  fully  formed,  “sudden  clarifica- 
tion”78 signals  the  onset  of  the  posteruptive 
period. 

Hallucinations  are  messages  carried  on 
the  abnormal  pathways  which  link  con- 
sciousness and  normally  silent  central 
nervous  system  areas.  Some  represent 
external  reality,  others  the  internal  reality 
of  the  patient.  Different  channels  of 
sense  input  are  now  in  conflict  and  re- 
quire clarification  in  the  form  of  delusions. 
The  delusion  brings  great  relief  from 
anxiety.79  The  paranoid  individual,  for 
example,  seems  to  feel  much  less  anxiety 
than  his  psychiatrist.80 

Hallucinations  which  represent  external 
or  internal  reality  may  be  considered  pri- 
mary symptoms  of  the  disease.  But  with 
the  appearance  of  delusions,  we  are  be- 
ginning to  deal  with  secondary  symptoms, 
symptoms  which  a normal  subject  might 
also  develop  if  exposed  to  analogs  of  the 
primary  schizophrenic  experience. 

Hallucinations.  The  subject  of  hal- 
lucinations is  a tricky  one,  for  it  raises 
the  old  question:  What  is  truth?  Strictly 
speaking,  we  should  think  of  a hallucina- 
tion as  being  discordant  with  reality  as  we 
know  it,  not  reality  as  it  is.81  Smythies82 
points  out: 

If  we  should  ask  just  how  it  is  that  we  know 
the  hallucinations  are  unreal  the  apologist 
would  answer  that  science  had  found  this  out. 
To  this  we  can  reply  that  the  decision  as  to 
what  is  real  is  not  the  sort  of  decision  that 
could  be  reached  by  the  methods  of  science. 

Sarbin83  has  provided  evidence  to  show 
that  the  only  clear  line  of  demarkation 


May  1,  1967  / New  York  State  Journal  of  Medicine  1153 


between  the  “hallucinations”  of  the  schizo- 
phrenic and  the  “imaginings”  of  the  normal 
person  is  the  insulting  sound  of  the  former 
term.  And  Mott,  Small,  and  Anderson,84 
trying  to  distinguish  the  hallucinations  of 
schizophrenia  from  those  of  other  illnesses, 
found  only  one  definite  difference:  When 
describing  their  experiences  to  others,  the 
medical  and  alcoholic  patients  report 
sympathetic  acceptance,  while  the  schizo- 
phrenic patients  report  disbelief  and  deri- 
sion. 

It  does  seem  that  hallucinations  are 
normal  reactions  to  a wide  variety  of  disease 
processes,  from  measles  to  schizophrenia; 
not  the  content  of  the  schizophrenic  hal- 
lucination but  the  ECM  labels  which  ac- 
company it  arouse  the  populace  against  the 
patient. 

Chemical  hallucinations.  As  early 
as  1899,  Bullen85  suspected  that  hal- 
lucinations of  smell  might  possibly  be  often 
overlooked.  More  recently,  as  we  have 
seen  in  Part  I,  page  3164,  it  has  been  shown 
that  olfactory  hallucinations  are  common 
in  schizophrenia.1  They  only  seem  un- 
common if  no  one  asks  the  patient  about 
them. 

Sometimes,  a hallucination  of  the  chem- 
ical senses  may  lead  to  disastrous  results: 

The  relationships  between  odours  and  the 
emotions  are  well  known,  and  taking  an  ex- 
ample from  psychopathology  we  note  that 
schizophrenic  patients  with  olfactory  hallu- 
cinations may  present  episodes  of  virulent 
exacerbations  of  symptoms.  One  instance  is 
afforded  by  a schizophrenic  patient  who 
brutally  murdered  his  two  teen-age  daughters. 
He  said  he  had  to  do  so  because  of  the  “smell 
of  death.”86 

Some  chemical  hallucinations  are  prod- 
ucts of  brain  activity  alone,  and  others  are 
misinterpretations  of  real  ECM  or  odorants. 
But  if  ECM  hypersensitivity  is  a primary 
factor  in  schizophrenia,  we  should  find  that 
at  least  some  hallucinations  of  the  chemical 
senses  are  descriptions  of  reality. 

Henning87  pointed  out  in  1924  that  there 
often  is  no  way  to  tell  an  olfactory  hal- 
lucination from  an  objective  sensation, 
that  is,  the  perception  of  some  traces  of 
odor  or  of  food.  And  Hoffer  and  Osmond60 
state: 

We  are  not  convinced  that  these  olfactory 
changes  should  all  be  lumped  together  as 
hallucinations.  They  might  for  instance  be 
illusions,  or  even  more  likely  an  increased 


acuity  of  the  sense  of  smell  for  odours  which 
are  always  there,  but  not  always  noticed. 

The  40  reports  of  olfactory  hallucinations 
by  Bromberg  and  Schilder88  include  some 
which  can  be  interpreted  as  perceptions  of 
real  ECM: 

A man  aged  thirty-five,  with  schizophrenia, 
who  was  disconnected,  felt  that  his  father  and 
brother  exuded  an  odor  when  they  had  sexual 
intercourse. 

A man,  aged  twenty-six,  with  a neurosis  or 
beginning  schizophrenia,  had  attacks  in  which 
he  felt  that  he  exuded  a strong  odor  from  his 
body. 

A woman,  aged  forty-two,  with  schizo- 
phrenia, paranoid  type,  whose  remarks  were 
rather  disconnected,  said:  “.  . . I have  always 
been  sensitive  to  smell.  When  I was  at 
school  as  a child  and  something  was  wrong  at 
home,  I could  tell — I got  a nervous  feeling  and 
the  presentiment  of  smell  was  connected  with 
it.” 

Asher89  relates  how  the  sense  of  smell 
once  saved  a man  from  possible  certifica- 
tion: 

It  is  a common  delusion  among  paranoid 
psychotics  that  a fearful  odour  emanates  from 
their  bodies.  A foundryman  attended  my 
out-patient  department  complaining  that  a 
month  previously  a new  and  rare  chemical  was 
tried  in  the  smelting  process  experimentally 
and  that  it  had  contaminated  his  blood  so  the 
fumes  were  still  coming  out  all  over  his  body. 
As  I sat  listening  to  him,  tactfully  angling  for 
evidence  of  other  delusions,  the  students  be- 
hind me  began  to  sniff  restlessly,  and  I was 
uncomfortably  conscious  of  an  unpleasant, 
garlic-like  smell  which  grew  so  strong  that  the 
window  had  to  be  opened.  His  story  was  true 
in  every  particular.  The  chemical  to  which 
he  had  been  exposed  was  tellurium,  rarely 
used  in  the  steel  industry  because  of  this  dis- 
tressing complication.  If  a minute  amount  of 
tellurium  is  absorbed,  the  body  continues  to 
excrete  the  noxious  gas  dimethyl  telluride  for 
many  weeks  afterwards. 

Here  are  two  amusing  examples  from 
psychoanalytic  practice.  In  the  first,  the 
analyst  had  the  better  sense  of  smell  and 
had  to  defend  himself  against  charges  of 
hallucination;  in  the  second,  the  situation 
was  reversed. 

Groddeck,90  an  early  associate  of  Freud’s, 
had  a patient  who  smelled  very  bad  to  him. 
Associates  with  irreproachable  noses  as- 
sured him  that  she  did  that  for  no  one  else. 
If  Groddeck  were  to  trust  his  good  friends 
and  the  experts, 

I would  gladly  acknowledge  that  as  a result 
of  my  own  hysteria  and  neurosis.  . . I have 


1154  New  York  State  Journal  of  Medicine  / May  1,  1967 


myself  incurred  this  smell-impression,  so  as 
to  be  able  to  pick  a hole  in  the  patient.  . . But 
taught  by  fools  and  by  children,  I have  been 
converted  from  my  derision  to  a belief  in 
psychic  smell.  I now  know  that  with  every 
disturbance  of  his  being  man  produces  a par- 
ticular smell,  produces  it  in  a moment,  and  in 
a moment  makes  it  disappear.  I know,  in 
spite  of  all  learned  teaching  to  the  contrary, 
that  man  is  primarily  a “nose-animal,”  and 
that  he  only  represses  his  acute  sense  of  smell 
during  childhood  because  life  would  otherwise 
be  unbearable. 


And  now  the  second  example91: 


In  the  middle  of  the  hour  my  patient 
smelled  something  burning.  Unable  to  dis- 
cern any  such  odor,  I assumed  that  it  was  a 
subjective  sensation  which  ought  to  be  ex- 
plored analytically.  My  earnest  attempts  to 
elicit  his  associations  were  countered  by  his 
equally  earnest  affirmations  that  a roast  must 
be  burning  in  the  kitchen.  After  some  min- 
utes I had  to  abandon  my  analytic  probing 
because  finally  I,  too,  perceived  that  smoke 
was  beginning  to  seep  into  the  room  from  the 
direction  of  the  kitchen. 


These  two  were  only  slightly  apart  in 
olfactory  acuity,  and  not  at  all  in  language. 
Could  there  ever  be  such  a meeting  of  the 
minds  between  an  ECM-hypersensitive 
patient  and  his  normosensitive  (ECM- 
blind)  therapist? 

Let  us  listen  in  on  a conversation  be- 
tween a schizophrenic  patient  and  her 
psychiatrist92: 


Patient: 


Hillers: 

Patient: 


Hillers: 

Patient: 


Hillers: 

Patient: 


Hillers: 

Patient: 


Yes,  I smell  incense  and  myrrh,  but 
now  just  a faint  whiff,  a very  weak 
odor.  . . 

How  does  myrrh  smell? 

It  is  a sub-odor,  an  undertone.  The 
top  note  is  the  smell  of  incense. 
Have  you  smelled  myrrh  before? 
No,  not  before  now.  I do  not  know 
this  plant. 

Did  a voice  tell  you  about  this? 

No,  more  a sort  of  feeling,  but  more 
often  it’s  the  smell  of  myrrh  and 
incense. 

Internal? 

No,  no,  a perceptible  odor.  But  of 
course  that  always  has  to  be  inter- 
preted as  being  intuitive. 


I suspect  that  this  woman  is  trying  to 
describe  an  ECM  sensation — a smell  that 
is  not  a smell,  producing  an  exalted  feeling 
like  nothing  she  has  experienced  before. 
What  could  she  say  it  smells  like,  pot  roast? 
Under  the  circumstances,  you  and  I 
would  almost  have  to  mention  some  high- 
status  odor,  one  we  know  by  name  rather 
than  by  smell.  Hillers,92  knowing  nothing 


of  ECM,  has  that  same  impression:  “The 
patient  obviously  uses  a familiar  experience 
as  a model,  to  render  the  alien  phenom- 
enon communicable.” 

It  is  possible  to  view  the  formation  of 
many  schizophrenic  neologisms  in  this 


way 9 


The  neologisms  appear  to  be  related  en- 
tirely to  some  delusional  experience  and  the 
patient  uses  a neologism  to  describe  or  desig- 
nate a delusional  experience  or  idea  which  is 
outside  his  normal  experience.  This  type  of 
neologism  can  be  called  a “technical  neo- 
logism” and  can  be  regarded  as  a personal 
jargon  invented  to  describe  the  peculiar 
schizophrenic  experience. 


Or,  in  a patient’s  own  words44: 


It’s  the  vagueness  of  the  whole  thing  that 
really  troubles  me.  If  the  things  that  were 
happening  were  clearer  so  you  could  put 
them  into  words  and  tell  somebody  what  it’s 
like  without  sounding  quite  daft  it  wouldn’t 
be  so  bad. 


Elements  of  reality  in  delusions. 
If  there  is  chemical  communication  be- 
tween individuals,  and  if  the  schizophrenic 
person  is  aware  of  the  effects  of  this  com- 
munication but  not  of  its  nature,  then  he 
will  have  to  conclude  that  some  strange 
outside  force  is  acting  on  him.  This  has 
been  recognized  clinically  by  Searles,94 
who  does  everything  but  give  the  process 


a name: 


The  schizophrenic  patient’s  so  frequent 
delusion  of  being  magically  “influenced”  by 
outside  forces  (radar,  electricity,  or  what-not) 
is  rooted  partially  in  the  fact  of  his  respond- 
ing to  unconscious  processes  in  people  about 
him — people  who,  being  unaware  of  these 
processes,  will  not  and  cannot  help  him  to 
realize  that  the  “influence”  comes  from  a non- 
magical,  interpersonal  source. 


Elsewhere,  Searles95  speaks  of  his  realiza- 
tion that  even  the  deepest  and  most 
chronic  symptoms  of  schizophrenia  are 
rich  in  meaning  and  alive  with  unquenched 
and  unquenchable  energy.  Laing40  says: 


I am  aware  that  the  man  who  is  said  to  be 
deluded  may  be  in  his  delusion  telling  me  the 
truth,  and  this  in  no  equivocal  or  meta- 
phorical sense,  but  quite  literally,  and  that  the 
cracked  mind  of  the  schizophrenic  may  let  in 
light  which  does  not  enter  the  intact  minds 
of  many  sane  people  whose  minds  are  closed. 


Arieti96  calls  the  element  of  reality  in 
some  delusions  the  “punctiform  insight.” 
This  must  be  used  to  make  contact  with 
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the  patient,  first  complimenting  him  on 
his  perceptiveness.  Hotter  and  Osmond1'7 
also  make  the  helpful  suggestion  that 

. . . common  schizophrenic  symptoms  should 
be  inquired  into  and  listed  carefully,  and  that 
for  each  of  them  a perceptual  hypothesis  could 
then  be  made.  These  perceptual  hypotheses 
could  then  be  tested  . . . and  those  which 
were  found  to  be  correct  used  to  help  alleviate 
symptoms  in  patients. 

Testing  such  delusions  should  have 
therapeutic  value  even  if  no  relation  to 
reality  is  found.  A woman  with  a delu- 
sion of  physical  deformity  demanded  physi- 
cal inspection.  Reassurance  had  been  use- 
less; but  when  reality  testing  was  done,  the 
delusion  never  reappeared.98  Schreber," 
on  the  other  hand,  persistently  demanded 
a physical  examination  to  check  on  his 
belief  that  he  was  turning  into  a woman; 
but  this  was  never  done. 

Weitbrecht100  points  out  that  the  antith- 
esis between  reality  and  delusion  is  not 
as  clear-cut  as  it  seems.  He  urges  us  to 
distinguish  between  delusions  which  are 
obviously  impossible  and  delusions  which 
could  conceivably  be  possible,  such  as  love, 
jealousy,  and  hate.  Fierz101  goes  so  far 
as  to  say  that  we  fail  to  recognize  the  true 
significance  of  delusions  because  many 
psychiatrists  act  as  if  they  were  deaf  and 
blind. 

I think  we  should  try  to  distinguish  not 
only  reality  from  delusion,  but  also  pri- 
mary from  secondary  delusions.  If  a 
normally  silent  area  of  the  brain  becomes 
accessible  to  conscious  awareness,  the 
resulting  schizophrenic  delusion  is  pri- 
mary: It  represents  some  aspect  of  ex- 

ternal or  internal  reality.  Such  silent 
areas  will  often  encompass  nerve  structures 
which  have  outlived  their  usefulness  to  the 
individual  or  to  the  race:  anatomic  loci 
for  the  Jungian  archetypes. 

In  other  words,  when  the  schizophrenic 
patient  tells  us  that  the  world  around  him 
is  no  more  the  same,  he  may  be  telling  the 
literal  truth  as  he  sees  it.37  And  so  it  is 
not  surprising  that  he  begins  to  ruminate 
and  to  search  for  reasons  for  this  alien  state 
of  affairs. 

Elements  of  normality  in  delusions. 
This  kind  of  rumination  need  not  be  con- 
sidered abnormal.  Even  a mentally  stable 
individual  could  hardly  avoid  developing 


some  type  of  delusion  if  he  were  subjected 
to  sense  input  persistently  in  conflict 
with  reality  as  defined  by  his  peers.  In 
its  simplest  form,  we  see  this  in  experiments 
in  which  a subject  is  part  of  a group  sup- 
posedly performing  some  psychological 
measuremnet.  The  rest  of  the  group  are 
stooges  of  the  experimenter  and  persist- 
ently give  false  reports.  The  subject  is 
apt  to  conclude  that  he  is  abnormal  and  to 
develop  some  interesting,  although  tem- 
porary, delusions. 

Specht102  pointed  out  in  1901  that  many 
aspects  of  a delusion  are  similar  to  our 
normal  behavior  when  subjected  to  in- 
tense conflict  or  emotion.  And  Mettler72 
states:  “If  one  is  willing  to  admit  a funda- 
mental, early  distortion  in  the  perceptual 
process,  it  is  not  difficult  to  see  how,  with 
other  functions  of  the  neuraxis  proceeding 
in  a normal  manner,  very  abnormal  results 
would  be  achieved.” 

McGhie  and  Chapman44  also  see  much 
of  what  we  call  schizophrenia  as  the  result 
of  perceptual  changes: 

It  would  seem  to  us  in  fact  that  all  other 
apparently  irrational  features  of  schizo- 
phrenic behaviour  also  represent  attempts 
made  by  the  patient  to  cope  with,  and  ration- 
alize, his  changing  experience.  Many  of  the 
apparently  bizarre  and  meaningless  activities 
of  schizophrenic  patients  become  more  ra- 
tional if  we  consider  their  function  in  aiding 
the  patient  to  find  a new  level  of  adaptation. 

Rosen2  points  to  the  serious  purpose  be- 
hind the  schizophrenic  construction.  Why 
else  are  schizophrenic  delusions  so  un- 
shakeable?  “The  unconscious  may  be 
accused  of  lack  of  judgment,  but  it  cannot 
be  accused  of  lack  of  function.”  As  normal 
people  threatened  by  death  from  thirst  ex- 
perience mirages,  so  does  the  schizophrenic 
patient  threatened  in  his  existence  ex- 
perience imaginations  or  delusions. 

In  a delusion  the  patient  reinterprets 
threatening  mental  contents  in  a new  and 
less  threatening  way.  It  makes  sense  to 
the  patient,  although  not  to  others  who  do 
not  have  his  sense  input  as  a basis  for  com- 
parison. 103  Delusion  formation  isanalogous 
to  the  normal  phenomenon  of  “perceptual 
closure.”  Schizophrenic  persons  with  de- 
lusions have  a greater  tendency  to  integrate 
ambiguous  stimuli  in  the  laboratory  (per- 
ceptual closure)  than  schizophrenic  pa- 
tients without  delusions.103 
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Snyder104  has  emphasized  that  acutely 
schizophrenic  patients  have  a tendency 
to  perceptual  closure  significantly  higher 
than  normal;  chronic  patients  score  sig- 
nificantly below  normal.  We  see  here  the 
difference  between  the  eruptive  stage,  when 
the  patient  desperately  tries  to  account  for 
his  frightening  sense  input,  and  the  post- 
eruptive  stage,  when  he  has  done  it. 

Boven105  believes  that  the  delusions  we 
think  characteristic  of  schizophrenia  are 
merely  evidence  of  the  patient’s  struggle 
against  deeper  abnormalities  of  life  in- 
stincts. He  compares  this  madness,  as 
we  know  it,  to  the  development  of  a scar, 
the  healing  of  the  wound  left  by  the  un- 
known basic  phenomenon  in  schizophrenia. 
Davies106  also  says: 

It  is  ingrained  on  the  human  mind  that 
each  effect  has  a cause,  and  that  unpleasant 
effects  have  a hostile  and  punitive  cause. 
Inexplicable  and  unpleasant  thoughts  and 
sensations  therefore  are  considered  in  the  light 
of  their  possible  cause;  the  patient  finds 
nothing  in  his  mind  to  account  for  them  and 
he  must  therefore  project  them. 

The  ability  to  form  a delusion  which 
satisfactorily  accounts  for  the  strange  sense 
input  is  not,  as  we  might  think,  a defect 
in  thought.  On  the  contrary,  it  calls  for 
the  highest  level  of  effectiveness  of  man’s 
brain.  This  accounts  for  the  paradox  that 
patients  with  good  prognosis,  those  who 
will  leave  the  hospital,  have  poorer  con- 
ceptual capacities  than  those  who  remain 
behind.72 

Posteruptive  period 

Withdrawal.  The  most  striking  aber- 
ration of  behavior  of  the  schizophrenic 
patient  is  his  tendency  to  retreat  from 
reality:  not  a surprising  reaction,  with 

nerves  made  raw  by  warped  input  and 
botched  output.  This  withdrawal  aims  to 
dam  the  flood  of  signals  which  swamp  the 
higher  centers;  but  it  is  often  more  ap- 
parent than  real.  It  affects  nonverbal 
as  well  as  verbal  contact  with  the  outer 
world.  Withdrawal  is  present  in  the 
prodromal  stage,  but  only  in  posteruptive 
schizophrenia  does  it  turn  into  a major 
and  complex  psychic  function. 

Venables  and  Wing107  have  provided  con- 
siderable evidence  to  suggest  that  with- 
drawal from  the  environment,  both  social 


and  material,  may  be  a protective  mech- 
anism for  the  patient.  Although  ap- 
parently withdrawn,  he  is  in  fact  more  af- 
fected by  his  environment  than  a normal 
person.  Hoffer  and  Osmond60  have  specifi- 
cally suggested  that  many  schizophrenic 
patients  are  so  satiated  with  olfactory  and 
other  affect-evoking  stimuli  that  indif- 
ference eventually  supervenes. 

The  impression  that  affect  is  flat  in  the 
chronic  schizophrenic  patient  is  probably 
wrong.  He  is  hyperreactive  rather  than 
hyporeactive. 108  Studies  with  central  nerv- 
ous system  drugs  suggest  that  the  pa- 
tient is  in  a state  of  chronic  hyperarousal 
— more,  not  less,  responsive  to  drugs  than 
the  normal  person. 109  Venables  also  points 
out  that  the  apparent  withdrawal  of  the 
schizophrenic  patient  is  misleading.  Actu- 
ally, he  is  at  the  mercy  of  his  environment, 
in  a state  of  high  cortical  arousal.  The 
more  withdrawn  he  seems,  the  more  aroused 
he  is.  His  attention  is  narrowed. 47 

If  there  is  damping  of  the  response  to 
external  chemical  messengers  in  chronic 
schizophrenia,  it  should  affect  exogenous 
chemicals  as  well.  The  reaction  to  in- 
jected histamine  is  reduced.110  Lucy111 
gave  a dose  two  times  greater  than  any 
previously  recorded  to  a schizophrenic 
patient  and  saw  no  effect  other  than  a fall 
in  blood  pressure.  But  this  is  not  due  to  a 
metabolic  defect,  for  the  urinary  excretion 
of  histamine  is  the  same  in  normal  and  in 
schizophrenic  subjects.112 

At  the  same  time,  there  should  be  a 
damping  of  overt  emotional  output.  The 
outpouring  of  ECM  characteristic  of  the 
eruptive  period  should  cease.  Sachar  et 
a/.113  find  that  during  the  stage  of  turmoil, 
7-ketosteroid  levels  are  2 to  3 times  normal. 
When  “psychotic  equilibrium”  is  estab- 
lished in  the  posteruptive  period,  steroid 
levels  return  to  normal. 

We  shall  see  later  that  mast  cells  are 
probably  miniature  ECM  factories.  It 
is  therefore  not  surprising  that  the  number 
of  mast  cells  in  the  skin  of  chronic  schizo- 
phrenic patients  decreases,  only  to  rise 
again  when  the  patients  improve  on  treat- 
ment.114 

The  increasing  impulse  control  (affec- 
tive constriction,  emotional  damping)  of 
patients  during  the  posteruptive  period  of 
schizophrenia  is  also  indicated  by  a de- 
crease in  handwriting  size,  associated  with 
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a decrease  in  the  expression  of  hostility.115 

But  the  most  important  withdrawal  is 
withdrawal  from  human  contact,  from  a 
reality  which  is  no  longer  meaningful, 
and  from  ECM  which  remain  conflicting 
and  threatening.  The  patient  attempts 
to  keep  others  at  arm’s  length,  thus  reduc- 
ing the  amount  of  ECM  interchange.  An 
exchange  between  therapist  and  woman 
patient  illustrates  this  defense116: 

Guntrip:  Your  solution  is  to  damp  every- 
thing down,  don’t  feel  anything, 
give  up  all  real  relationships  to 
people  on  an  emotional  level,  and 
just  “do  things”  in  a mechanical 
way,  be  a robot. 

Patient:  Yes,  I felt  I didn’t  care,  didn’t 

register  anything.  Then  I felt 
alarmed,  felt  this  was  dangerous. 
If  I hadn’t  made  myself  do  some- 
thing, I’d  have  just  sat,  not  both- 
ered, not  interested. 

Guntrip:  That’s  your  reaction  in  analysis  to 
me.  Don’t  be  influenced,  don’t  be 
moved,  don’t  be  lured  into  reacting 
to  me. 

Patient:  If  I were  moved  at  all,  I’d  feel  very 

annoyed  with  you.  I hate  and  de- 
test you  for  making  me  feel  like 
this.  The  more  I’m  inclined  to  be 
drawn  towards  you,  the  more  I feel 
a fool,  undermined. 

Like  the  other  secondary  symptoms  of 
schizophrenia,  withdrawal  is  a reaction 
of  the  normal  population  too.  Langfeldt117 
finds  that  hypersensitive  individuals  react 
to  repeated  strong  psychic  impressions  by 
more  and  more  diminished  visible  emo- 
tions, a reaction  he  calls  “psychic  anes- 
thesia.” Venables47  reviews  experiments 
which  show  that  normal  subjects  react  to 
sensory  flooding  by  “behavioral  anes- 
thesia,” cutting  down  on  the  intake  of 
stimuli.  Narrowing  of  attention  occurs, 
and  irrelevant  items  are  filtered  out  in 
preference  to  meaningful  items. 

Amnesia  and  denial,  a mild  form  of  with- 
drawal, can  be  easily  produced  in  a normal 
subject.  In  a seminar  Erickson65  had  a 
chain  smoker  sit  next  to  him  without 
cigarets.  By  arrangement,  he  repeatedly 
turned  to  offer  him  a cigaret,  and  each  time 
he  was  interrupted  and  “inadvertently” 
withdrew  the  cigaret  from  the  subject’s 
reach.  By  the  end  of  the  session,  the 
subject  had  forgotten  the  whole  sequence 
and  even  refused  a cigaret  offered  to  him, 
saying  he  was  too  interested  in  the  seminar 
to  smoke. 


Social  perception.  “Patients  are  not 
mind  readers,  as  some  accounts  imply,” 
says  the  latest  textbook  of  psychiatry.118 
But  if  the  ECM-schizophrenic  patient  is 
aware  of  the  chemical  messengers  which 
describe  the  state  of  body  fluids  and  organs, 
he  should  be  able  to  make  shrewd  char- 
acter judgments  and  to  read  minds,  or  at 
least  moods.  I have  been  surprised  to 
find  how  often  this  seemingly  unbelievable 
effect  has  been  reported,  and  how  rarely 
commented  on. 

Even  in  Morel’s119  early  descriptions  of 
dementia  praecox,  he  noted  that  the  pa- 
tient who  developed  delusions  and  hal- 
lucinations had  shown  accurate  compre- 
hensions and  telling  intuitions.  We  have 
previously  noted  Searles’94  report  of  the 
ability  of  schizophrenic  patients  to  sense 
unconscious  impulses  in  the  psychiatrist, 
and  Jackson’s 1 description  of  their  uncanny 
knack  for  nosing  out  hidden  aspects  of 
his  personality.  Ruesch120  links  this  to  the 
hypothesis  of  open  paths  to  normally 
silent  areas:  “The  schizophrenic  is  aware 
of  his  own  and  other  people’s  uncon- 
scious. . . .” 

Hill121  finds  that  one  sign  of  considerable 
weight  in  recognizing  ambulatory  schizo- 
phrenic persons  is  an  uncanny  familiarity 
with  what  is  deeply  unconscious  experience 
for  most  people.  These  patients  are  often 
keen  observers  of  signs  and  meanings. 
Whitaker122  says:  “During  treatment  these 
experts  at  receiving  interpersonal  signals 
might  help  us  see  ourselves  as  others  ‘sense’ 
us.” 

The  Stanton-Schwartz  phenomenon 
is  another  example  of  heightened  social 
perception.  Schizophrenic  hospital  pa- 
tients reflect  in  their  disturbed  behavior 
hidden  conflicts  between  staff  mem- 
bers.123’124 

In  1930,  Sullivan125  pointed  out  that 
“these  patients  continue  to  be  very  sensi- 
tive. You  must  take  my  word  for  it, 
because  it  is  not  recorded  in  the  well-known 
textbooks.”  And  the  clinician,  says 
Becker,126  “is  well  aware  that  he  is  hardly 
dealing  with  a callous  protohominid  in  the 
schizophrenic  patient,  but  rather  with  an 
extremely  sensitive  individual  who  often 
seems  in  fact  much  more  attuned  to  human 
surroundings  and  feelings  than  many 
others.” 

Arieti22  reports: 
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Several  of  my  psychotic  patients  have 
been  able  to  detect  in  me  certain  feelings  and 
moods,  at  times  when  even  I was  not  aware  of 
them.  This  has  been  observed  by  practically 
everybody  who  has  practised  psychotherapy 
with  psychotics. 

In  what  we  have  just  mentioned,  we  have 
another  illustration  of  that  perplexing  and 
mixed  picture  that  the  schizophrenic  pre- 
sents: on  the  one  hand,  he  is  very  sensitive 
and  capable  of  seeing  through  a situation  and 
seeing  the  truth,  even  more  so  than  a normal 
person;  on  the  other  hand,  what  he  does  with 
what  he  sees  is  so  distorted  that  it  will  in- 
crease, rather  than  decrease  his  difficulties. 

Birdwhistell127  mentions  a twenty-two- 
year-old  man,  thought  schizophrenic  by 
some,  who  “seemed  to  be  extraordinarily 
perceptive  and  had,  in  fact,  in  a way  un- 
usual even  for  certain  kinds  of  mental  pa- 
tients, told  his  doctor  of  events  in  the 
doctor’s  life  about  which  the  boy  had  no 
evident  opportunity  to  know.”  Siirala128 
is  aware  of  the  uncanny  ability  of  the  schiz- 
ophrenic patient  to  put  his  finger  on  a sore 
point  in  the  therapist’s  mind.  He  even 
suggests  that  much  schizophrenic  symptom- 
atology might  be  due  to  an  inherited  pre- 
disposition not  of  the  patient,  but  of  the 
world  around  him,  to  combat  unusual  tend- 
encies in  the  patient  which  disturb  ac- 
cepted ideals  of  reality.  Searles129  re- 
ports another  example  of  introjection: 

A colleague  reported  to  me  in  a super- 
visory hour  the  uneasy  feeling  that  he  and  the 
patient  were  presently  in  a state  of  ostensible 
calm  which  was  really  the  calm,  he  sensed,  of 
the  eye  of  a hurricane;  he  felt  that  there  was 
some  as-yet-undefined  fury  in  the  patient 
which  was  looming  somewhere.  But  (later) 
he  reported  various  intimations  of  a pre- 
viously unsuspected  quantity  of  rage  in  him- 
self, such  that  he  said,  “I’m  not  sure  now 
whether  the  hurricane  is  in  her,  or  in  me.” 

In  another  instance,  the  therapist  felt 
sexually  attracted  to  a female  schizo- 
phrenic patient.  He  denied  it,  and  much 
turmoil  ensued.  Later,  he  admitted  it, 
and  the  patient  said;  “I  knew  this  was  the 
way  it  was,  but  I couldn’t  tell  you  until 
you  realized  it  yourself,  because  I was 
afraid  you  would  lie  out  of  it  again.”98 
And  here  is  Fromm-Reichmann’s  descrip- 
tion of  this  same  effect130: 

Another  difficulty  for  the  therapist  may  be 
created  by  the  great  anxiety  which  drives 
many  schizophrenics  into  a state  of  continu- 
ous vigilance,  so  that  they  become  highly 
efficient  “eavesdroppers,”  as  it  were,  who 


may,  without  being  told,  know  or  sense 
character  traits  or  emotional  problems  in 
their  doctor  which  he  would  not  voluntarily 
discuss  with  them.  Sometimes  these  patients 
may  even  surprise  the  doctor  by  pointing  out 
personality  characteristics  of  which  he  him- 
self was  unaware. 

This  is  not  just  a superficial,  magic-act 
type  of  ability  to  impress  psychiatrists. 
It  goes  deeper,  as  shown  by  a controlled 
comparison  of  reactions  to  questions  of  law 
and  morals.131  Schizophrenic  patients  per- 
sistently showed  greater  psychological  in- 
sight than  did  normal. 

The  dog,  as  we  have  seen  in  the  preceding 
article,  seems  to  be  well  aware  of  human 
ECM.1  How  do  the  dog’s  reactions  com- 
pare with  those  of  the  ECM-schizophrenic 
person?  Fairly  well,  to  judge  by  this 
anecdote132: 

One  of  my  patients,  who  throughout  his 
childhood  was  told  “You’re  crazy!”  whenever 
he  saw  through  his  parents’  defensive  denial, 
became  so  mistrustful  of  his  own  emotional 
responses  that  he  relied  heavily,  for  years, 
upon  a pet  dog  to  let  him  know,  by  its  reac- 
tion to  this  or  that  other  person  whom  he  and 
his  pet  encountered,  whether  the  persons  were 
friendly  and  trustworthy,  or  hostile  and  to  be 
on  guard  against. 

ECM,  rightly  or  wrongly  perceived  as 
hostile,  may  play  an  important  part  in 
paranoia.  Habeck,133  Bodenheimer,134  and 
Videbech135  emphasize  the  connection  be- 
tween olfactory  hallucinations  and  delu- 
sions of  reference.  The  clinical  picture  is 
the  same  whether  the  olfactory  disorder  is 
emissive  or  receptive,  that  is,  whether  the 
patient  says  the  noxious  smells  come  from 
his  body  or  from  the  outside. 

This  heightened  social  perception  may 
be  the  basis  for  Freud’s  observation  that 
the  paranoiac  truly  perceives  man’s  latent 
hostilities  to  man;  the  rest  of  us  rest  in 
deluded  complacency.136  Sarvis64  states: 
“One  can  say  that  the  paranoid  person  is 
correct  in  believing  that  there  is  a per- 
secutor present — whether  in  the  experi- 
ment, in  perceptual  system  disorder,  or  in 
the  environment.” 

Schizophrenic  language.  Noncon- 
scious  processes  play  a large  part  in  the 
apparently  purely  intellectual  function  of 
speech.  This  is  one  reason  why  schizo- 
phrenia, a severe  disturbance  of  nonverbal 
communication,  is  characterized  by  major 
disorders  of  language. 
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The  schizophrenic  person  uses  a language 
different  from  ordinary  English,  sometimes 
called  “schizophrenese.”137  This  language 
seems  beyond  understanding.  Yet,  with 
patience,  some  therapists  think  they  have 
learned  to  understand  it. 

Similar  language  disorders  in  milder 
form  are  found  in  normal  subjects  under 
stress,  such  as  deprivation  of  sleep,  of 
sense  input,  or  of  oxygen.138  To  that  ex- 
tent, schizophrenic  speech  is  another  of  the 
secondary  symptoms  which  are  normal 
reactions  to  the  basic  transformation  in 
schizophrenia.  What  actually  happens  to 
a normal  subject  under  stress  is  that  he 
becomes  less  responsive  to  “contextual 
cues,”  and  this  promptly  disturbs  his 
speech.138  Since  the  schizophrenic  sub- 
ject does  not  respond  normally  to  non- 
verbal cues,  be  they  olfactory  or  auditory, 
his  speech  should  be  even  more  strongly 
affected. 

By  analogy  with  the  ECM  function,  the 
speech  function  in  schizophrenia  may  hide 
unsuspected  abilities.  This  can  be  seen 
in  autistic  children,  who  rapidly  develop 
a precocity  of  articulation  and  an  unusual 
facility  of  rote  memory,  which  they  use  to 
repeat  endless  rhymes,  catechisms,  and 
lists.4  The  verbal  ability  of  the  schizo- 
phrenic person  may  well  be  superior  to  that 
of  the  normal;  but  it  is  not  made  to  serve 
the  purposes  of  group  interaction. 

Some  speech  habits  of  the  schizophrenic 
subject  seem  to  derive  from  his  realization 
that  the  nonverbal  language  he  knows  is 
not  that  of  his  surroundings.  He  becomes 
bilingual,  or,  in  Bleuler’s139  words,  he 
“keeps  two  sets  of  books.”  This  symptom 
differentiates  schizophrenia  from  organic 
brain  damage,  with  its  permanent  intel- 
lectual deficit.  The  schizophrenic  person 
may  speak  utter  nonsense  one  minute  and 
clear  prose  the  next. 

A schizophrenic  patient,  hearing  one 
thing  on  his  ECM  channel  and  another  on 
his  voice  channel,  will  be  bewildered  as  to 
what  others  really  mean  and  want.  One 
solution,  Edwards140  points  out,  is  to  con- 
clude that  people  use  a secret  code.  It 
becomes  necessary  to  question  constantly 
the  real  meanings  of  all  words,  a practice 
which  schizophrenic  people  themselves  call 
decoding: 

Once  having  arrived  at  this  conclusion  the 

schizophrenic  may  then  devote  the  rest  of  his 


life  to  searching  for  the  key  to  the  code.  He 
has  convinced  himself  that  if  he  can  break  the 
code  he  will  be  able  to  communicate  in  a 
meaningful  manner  with  his  parents  and 
others,  thereby  achieving  emotional  closeness 
and  fair  treatment. 

At  the  same  time,  the  patient  himself 
develops  a code  intended  to  protect  the 
secrecy  of  his  thoughts.  In  the  privacy 
of  his  language,  he  finds  the  much-needed 
opportunity  to  give  the  world  a piece  of  his 
mind  without  breaking  security.  A psy- 
chiatrist almost  succeeded  in  breaking  one 
patient’s  code  and  found  her  fluttering  in 
terror,  like  a bird  in  a cage.141 

If  schizophrenia  involves  use  of  an  ex- 
traverbal language  different  from  that  used 
by  the  rest  of  us,  should  not  schizophrenic 
patients  be  able  to  communicate  with  each 
other?  The  answer  is  no,  I believe.  A 
member  of  one  subgroup  of  the  ECM 
schizophrenias  would  be  as  little  able  to 
communicate  with  a member  of  another 
subgroup  as  with  a normal  person.  But 
the  patient  might  be  able  to  establish 
meaningful  social  bonds  with  members  of 
his  own  subgroup,  provided  the  secondary 
effects  of  his  illness  have  not  thoroughly 
buried  his  native  ECM  language. 

Sommer,  Dewar,  and  Osmond142  point 
out  that  the  phrase  “schizophrenic  lan- 
guage” leaves  doubt  as  to  whether  there 
is  one  language  possessed  by  all  schizo- 
phrenic persons,  an  aggregation  of  private 
languages  like  Babel,  or  20  or  50  schizo- 
phrenic languages  corresponding  to  the 
supposed  subtypes  of  the  disease.  Tests 
of  word  association  show  that  schizophrenic 
subjects  do  not  understand  one  another’s 
speech  better  than  anyone  else  does.  But 
Sommer  and  his  associates  leave  open  the 
possibility  that  some  schizophrenic  pa- 
tients might  have  a common  nonverbal 
language. 

Perhaps  such  an  ECM  link  accounts  for 
autobiographical  reports  of  patients  with 
schizophrenia  developing  a deep  under- 
standing with  1 or  2 patients  in  a ward. 
Since  subgroup  fellow  members  are  more 
likely  to  be  found  among  near  relatives, 
this  may  throw  light  on  cases  of  schizo- 
phrenic folie  a deux  found  in  twins,  siblings, 
and  family  groups.  There  have  been  tenta- 
tive suggestions  that  schizophrenic  pa- 
tients143 and  fathers  of  schizophrenic  per- 
sons121 choose  marriage  partners  with 
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more  than  the  usual  number  of  schizoid 
relatives  or  symptoms. 

Sometimes,  small  cliques  of  schizophrenic 
patients  operate  with  sympathetic  inter- 
dependence, oblivious  of  other  patients.144 
Schulte81  thinks  that  schizophrenic  pa- 
tients in  hospitals  get  along  better  than 
would  an  equal  number  of  normal  persons 
under  equal  conditions;  he  too  has  noticed 
the  occasional  attraction  for  or  repulsion 
from  one  patient  by  another.  And  the 
psychiatrist  with  innate  therapeutic  ability 
in  schizophrenia  might  be  sharing  some 
small  part  of  the  patient’s  biochemical 
structure. 

Schizophrenic  thought.  Thought  dis- 
order is  easily  confused  with  language 
disorder.  Von  Domarus145  believes  that 
the  thinking  of  the  schizophrenic  subject 
is  ruled  by  special  laws  of  logic  (paralogic 
or  paleologic) . Same  attribute  means  same 
identity: 

Certain  Indians  are  swift; 

Stags  are  swift,  therefore 

Certain  Indians  are  stags. 

But  we  cannot  be  sure  that  what  a 
schizophrenic  says  represents  what  he 
thinks. 146  Coding  and  irony  are  typical 
forms  of  schizophrenic  behavior.  If  the 
patient’s  perceptions  are  cruder,  less  sym- 
bolic, than  normal,  he  will  tend  to  express 
judgments  of  similarity  more  by  basic 
attributes  than  by  over-all  patterns. 

Von  Domarus’145  formulation  is  a more 
precise  way  of  saying  that  schizophrenic 
utterance  is  rich  in  metaphor.  But  the 
peculiarity  of  the  schizophrenic  person  is 
not  that  he  uses  metaphors — we  all  do — but 
that  he  uses  metaphors  not  extraverbally 
labeled  as  such.65  The  difficulty  the  ECM- 
schizophrenic  patient  must  have  in  trans- 
mitting recognizable  extraverbal  messages 
explains  some  of  the  Von  Domarus  phe- 
nomenon at  a peripheral  level. 

Thought  disorder  is  also  easily  confused 
with  delusion.  A simple  test  is  to  ask  the 
patient  what  he  would  think  of  a third 
party  who  claimed  to  have  the  strange 
adventures  now  happening  to  him.  He 
will  often  reply  without  hesitation  that  this 
third  party  would  be  crazy.  He  would 
consider  himself  crazy,  too,  were  it  not  for 
the  fact  that  he  actually  experiences  these 
things. 100  Here  we  are  dealing  with  a dis- 
orderofperception,nota  disorder  of  thought. 


The  ECM-schizophrenic  person  per- 
ceives affects,  intentions,  and  bodily  states 
in  others  that  we  do  not.  As  he  con- 
tinuously realizes  that  these  sense  data  are 
not  in  agreement  with  the  “reality”  of 
others  around  him,  he  represses  them.  He 
may  develop  an  “ECM  paramnesia” 
analogous  to  the  olfactory  paramnesia 
which  can  be  produced  by  hypnosis.147 
The  end  result  is  that,  to  us,  he  seems  weak 
in  that  area  in  which  genetically  he  was 
strong:  communication  between  indi- 

viduals. 

Until  recently,  work  on  schizophrenic 
thought  disorder  has  de-emphasized  con- 
tent. The  impression  has  been  that  the 
patient  is  as  confused  about  one  subject 
as  about  another.  But  an  ECM-schizo- 
phrenic patient  should  be  much  more  con- 
fused about  people  than  about  things. 
And,  in  fact,  it  has  just  been  shown  that 
his  uncertainty  is  much  greater  when  he  is 
thinking  about  people  than  when  he  is 
thinking  about  objects.148  Clinically,  he 
may  be  seen  confidently  handling  doors, 
cutlery,  and  shoelaces,  but  failing  entirely 
to  distinguish  friend  from  foe. 

This  is  analogous  to  the  autistic  child, 
in  whom  poor  relation  to  persons  is  com- 
bined with  superior  relation  to  objects.4 
These  children  are  fascinated  by  and  skilled 
in  fine  motor  movements.  Minor  altera- 
tions in  object  arrangements,  not  perceived 
by  the  average  adult,  are  at  once  apparent 
to  them.  Bosch149  also  points  out  that  in 
autistic  children,  those  speech  forms  which 
deteriorate  the  most  are  those  which  deal 
with  other  individuals.  Exceptional  abili- 
ties are  more  likely  to  be  found  in  the 
mathematical  or  technical  fields,  not  where 
social  contact  is  involved. 

A basic  difference  between  schizophrenic 
and  normal  subjects  is  their  attitude  toward 
ideology.  The  normal  subject,  usually 
vocal,  mumbles  and  stumbles  when  faced 
with  questions  of  good  and  evil,  life  and 
death,  justice  and  mercy.  The  schizo- 
phrenic subject,  usually  incoherent  and 
out  of  contact,  provides  clear  and  meaning- 
ful answers,  with  insight  and  phrasing 
worthy  of  poet  or  philosopher.131  In  our 
car  analogy,  the  driver  of  the  supercar 
runs  his  machine  in  a grotesque  and  inef- 
ficient way,  but  he  has  ample  data  to  draw 
conclusions,  right  or  wrong,  as  to  the  nature 
and  purpose  of  his  vehicle. 


May  1,  1967  / New  York  State  Journal  of  Medicine  1161 


Non-ECM  pathways  in  schizophrenia 

The  ECM  hypothesis  suggests  that  man 
emits  and  receives  external  chemical  mes- 
sengers over  and  above  those  odorants  of 
which  he  is  consciously  aware. 

In  anatomic  terms,  this  reception  of 
ECM  can  be  pictured  as  follows:  An 

odorant  is  picked  up  by  the  olfactory 
epithelium.  It  sets  up  a train  of  impulses 
which  course  through  many  central  nervous 
system  networks,  constantly  changing  on 
the  way:  addition,  subtraction,  multipli- 
cation, transformation,  storage,  erasure, 
or  arrival  at  a point  of  action. 

At  some  point,  the  odorant  stimulus, 
having  undergone  massive  change,  is  picked 
up  by  awareness.  The  path  traveled  by 
this  train  of  impulses  between  the  point 
of  entry  and  the  hypothetical  point  of  pick- 
up is  in  a silent  area  of  the  brain,  some- 
times called  the  “preconscious.”  ECM 
enter  at  the  same  point  and  travel  much 
of  the  same  path  to  begin  with,  but  they 
never  reach  the  pick-up  point  for  aware- 
ness. They  have  more  important  business 
elsewhere. 

This  study  conjectures  that  in  schizo- 
phrenia normally  silent  areas  of  the  brain 
are  open  to  conscious  awareness.  For 
example,  there  are  pick-up  points  for 
awareness  much  closer  to  the  olfactory 
epithelium,  retrieving  odorant  stimuli  in 
a rawer  state,  and  bringing  in  some  types 
of  ECM,  depending  on  the  location  of  the 
pick-up  point. 

Some  puzzling  symptoms  of  schizo- 
phrenia, as  we  have  seen,  can  be  explained 
by  this  transformation  of  the  sense  of 
smell.  Other  symptoms  can  be  clarified 
by  the  same  sort  of  transformation  in 
other  brain  functions.  This  involves  a 
flow  of  impulses,  normally  not  present, 
between  various  relay  points  and  the  pa- 
tient’s conscious  awareness. 

Vision  and  schizophrenia.  We  receive 
external  visual  messages  which  seem  to 
stand  in  about  the  same  relation  to  our 
sense  of  sight  as  external  chemical  mes- 
sengers stand  to  our  sense  of  smell.  For 
example,  color  preference  is  related  to  in- 
dividual personality  and  illness.150  Potzl75 
has  shown  that  visual  stimuli  flashed  at  a 
subject  too  fast  for  conscious  seeing  later 
appear,  changed  or  unchanged,  in  his 
dreams  or  in  his  waking  imagery.  And  in 


cystic  fibrosis,  not  only  ECM  functions 
such  as  exocrine  gland  activity,  taste,  and 
smell,  but  also  pupillary  functions  undergo 
a distinct  transformation. 151 

If  olfaction  plays  a role  in  schizophrenia, 
so  should  vision.  Horowitz152  has  sug- 
gested that  usually  unseen  retinal  images 
may  account  for  visual  hallucinations. 
This  failure  to  screen  out  stimuli  applies 
not  only  to  visual,  but  also  to  olfactory, 
auditory,  and  motor  (speech)  signals. 
The  pseudohallucinations  produced  by 
sensory  deprivation  also  appear  to  be 
fragments  of  normal  imagery.163 

But  can  the  grotesque  images  seen  by  the 
schizophrenic  person  correspond  in  any 
way  to  “reality,”  to  what  actually  hits 
his  retina?  Here,  we  come  back  to  the 
language  problem.  Non-normal  olfactory 
stimuli  are  reported  in  strange  terms 
— myrrh,  miasms,  poisons — because  our 
language  has  no  words  for  them.  Sim- 
ilarly, the  monstrous  images  reported  by 
the  schizophrenic  patient  turned  out  to  be 
far  simpler  when  Horowitz152  insisted  that 
he  draw  what  he  had  seen.  What  was 
first  described  as  “vicious  snakes”  turned 
out  to  be  wavy  forms.  “Spiders”  were 
reduced  to  a few  radiating  lines. 

Sometimes  the  patient  sees  geometric 
shapes  which  seem  to  have  some  deep 
significance.  They  do  indeed;  he  is  prob- 
ably plugged  in  to  the  relay  stations  which 
perform  complicated  operations  to  bring 
the  order  of  normal  space  out  of  the  chaos 
of  retinal  input. 

There  is  some  direct  evidence  for  visual 
changes  in  schizophrenia.  Visual  evoked 
response,  the  electroencephalographic 
change  produced  by  light  flashes,  is  faster 
and  greater  in  schizophrenic  than  in  normal 
subjects.  154  165  Abnormalities  on  the  size- 
constancy  test  show  that  the  brain  func- 
tions dealing  with  sight  are  quite  different 
in  schizophrenic  patients.56  Schizophrenic 
patients  also  have  an  unusual  involuntary 
eye  movement,  a fine,  rapid,  regular  bi- 
lateral oscillation  of  the  eyeball.166  And  in 
her  1913  M.D.  thesis,  Fromm-Reichmann157 
noted  disturbances  of  pupillary  reactivity 
in  a majority  of  schizophrenic  patients. 

Hoffer  and  Osmond,97  in  an  article  en- 
titled “People  Are  Watching  Me,”  propose 
the  hypothesis  that  the  delusion  of  being 
watched  is  not  a psychological  disturbance 
but  is  a physiologic  change  in  visual  per- 
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ception.  They  find  that  schizophrenic 
subjects  are  less  able  than  normal  subjects 
to  determine  whether  or  not  an  investigator 
is  looking  into  their  eyes. 

On  the  output  side,  Riemer158  has  shown 
that  gaze  aversion,  the  inability  to  look 
at  people,  is  a serious  symptom  of  schizo- 
phrenia. Hutt  and  Ounsted159  have  em- 
phasized the  importance  of  this  symptom 
in  autistic  children.  Gaze  aversion,  they 
point  out,  seems  to  have  a signaling  func- 
tion. Like  appeasement  postures  in  ani- 
mals, it  may  aim  at  averting  aggression  on 
the  part  of  others. 

Horowitz152  has  suggested  that  many 
psychologic  features  of  schizophrenia- 
language,  failure  to  integrate  input,  pre- 
occupation with  detail,  regression,  and 
defensiveness — can  be  explained  by  postu- 
lating that  visual  images  which  are  normally 
screened  out  now  impinge  on  higher  cen- 
ters. A number  of  other  schizophrenic 
phenomena  can  be  explained  by  assuming 
that  a child  is  born  with  access  to  raw 
visual  data.  Eye-to-eye  contact  between 
mother  and  infant  is  an  important  factor 
in  forming  mother-infant  bonds,160  and 
disturbance  of  this  contact  should  lead  to 
the  typical  schizophrenic  “strangeness” 
we  have  already  discussed.  Hutt  and 
Ounsted159  point  out  that  if  autistic  chil- 
dren fail  to  develop  this  eye-to-eye  con- 
tact, the  mother’s  love  is  likely  to  be 
tainted  by  dislike  and  the  double-bind 
phenomenon  appears. 

Patients  whose  abnormal  open  paths 
pick  up  relatively  more  visual  than  chem- 
ical or  other  stimuli  may  make  up  one  of 
the  major  subgroups  of  schizophrenia. 
Chapman37  has  suggested  that  patients 
who  experience  disturbance  in  visual  per- 
ception may  be  separated  out  from  the  rest 
of  the  group  of  schizophrenias. 

Other  sense  input  in  schizophrenia. 
I have  suggested  here  that  the  withdrawal 
of  the  schizophrenic  person  from  our 
world  and  its  olfactory  cues  might  mask 
an  exceptional  olfactory  acuity . Pearson 1 6 1 
has  made  the  same  suggestion  for  hearing: 

I have  noticed  that  these  children  (three 
schizophrenic  children)  have  a history  of 
having  very  acute  hearing.  They  are  able  to 
hear  acutely  as  babies  and  are  disturbed  by 
noises  to  a tremendous  extent.  A little  later 
they  put  up  a defense  against  their  acuteness 
of  hearing  by  seeming  to  be  deaf.  The  two 


cases  of  which  I spoke  later  developed  an 
interest  in  music,  which  was  almost  the  only 
interest  they  had.  As  a result  of  these  obser- 
vations, I have  wondered  whether  there  is 
extreme  acuteness  of  hearing  in  schizophrenic 
patients,  i.e.  whether  they  are  able  to  hear 
above  and  below  the  normal  range. 

There  is  some  evidence  of  a similarity 
between  the  emotional  disturbances  of 
obesity  (abnormal  perception  of  feeding- 
stimulant  ECM)  and  of  schizophrenia 
(abnormal  perception  of  interpersonal 
ECM).162  Some  types  of  obesity  might 
perhaps  be  considered  as  “schizophrenia 
of  the  sense  of  taste.” 

The  sense  of  touch,  too,  is  greatly 
sharpened  in  some  early  cases  of  schizo- 
phrenia.58 The  twenty-two-year-old  pa- 
tient already  mentioned  as  having  had 
inexplicable  knowledge  of  past  events  in 
his  doctor’s  life  could  not  speak,  but  he 
and  his  mother  seemed  to  have  an  ex- 
traordinary awareness  of  what  the  other 
was  thinking;  Bird whistell 127  speculates 
that  this  may  be  an  instance  of  exceptional 
sensitivity  to  contact  by  touch. 

Delusions  of  infestation  may  represent 
patterns  formed  to  account  for  such  ab- 
normal tactile  input.  But  I suspect  that 
some  insect  delusions  are  disturbances  of 
ECM  reception,  in  which  otherwise  in- 
nocuous chemical  messages  are  mislabeled 
as  insect  pheromones.  Psychic  contagion 
is  more  frequent  in  this  than  in  any  other 
type  of  delusion.  In  one  case,  the  delu- 
sion followed  paralysis  of  the  right  side 
and  was  limited  to  that  side  only.163 
Analogies  between  delusions  of  infestation 
and  olfactory  hallucinations  have  been 
pointed  out. 133 

Motor  schizophrenia.  A neurologic 
version  of  Parkinson’s  law  would  be  that 
the  flow  of  impulses  increases  to  fill  up  the 
pathways  available  to  conduct  them.  If 
the  schizophrenic  subject  has  voluntary 
control  channels  to  motor  relays  which  are 
shut  off  from  normal  awareness,  it  is  not 
surprising  to  learn  that  hyperponesis, 
increased  covert  motor  activity,  is  char- 
acteristic of  schizophrenia.164  Pathways 
extending  from  the  motor  cortex  to  the 
peripheral  musculature  are  hyperactive. 
This  increased  motor  activity  is  usually 
not  detectable  with  the  naked  eye. 

We  have  used  the  car  analogy  to  show 
how  greater  control  means  smaller  skill. 
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Estimate 


TABLE  I.  Estimates  of  probability 
Statement 


0 . 40  Man  emits  and  receives  ECM  (external  chemical  messengers) 

0 . 20  Schizophrenic  persons  have  heightened  awareness  of  ECM 

0.70  In  schizophrenia,  normally  silent  areas  of  the  brain  are  open  to  conscious  awareness 
0.70  Chronic  schizophrenic  subjects  are  resistant  to  allergy,  infection,  and  shock 

Incubation  period 

0.80  Most  schizophrenic  persons  were  “different”  from  the  start 
0. 10  Each  type  of  ECM  hypersensitivity  is  inherited  as  an  all-or-none  trait 
0 . 05  Each  subtype  of  ECM  schizophrenia  is  inherited  as  an  all-or-none  trait 
0 . 90  The  predisposition  to  schizophrenia  can  bring  trouble  or  success 

Prodromal  period 

0 . 50  The  prodromal  period  often  starts  with  a “sudden  event” 

0.40  In  this  sudden  event,  pathways  to  silent  areas  become  active 
0 . 90  Loss  of  empathy  with  other  people  is  an  early  change  in  schizophrenia 
0 . 20  This  loss  of  empathy  is  due  to  changed  perception  of  ECM 

0 . 90  The  early  schizophrenic  patient  is  typically  flooded  with  incoming  sense  stimuli 
0 . 60  Sensory  deprivation  alleviates  symptoms  of  schizophrenia 
0 . 80  Increased  awareness  of  silent  sensory  areas  is  likely  to  lead  to  confusion 
0 . 80  Increased  awareness  of  silent  motor  areas  is  likely  to  lead  to  awkwardness 

Eruptive  period 

0 . 60  Schizophrenic  and  other  hallucinations  differ  only  by  the  nonverbal  labels  they  carry 
0 . 60  Some  olfactory  hallucinations  are  representations  of  external  reality 

0 . 90  Some  olfactory  hallucinations  are  representations  of  internal  reality 

0.60  Neologisms  are  coined  in  schizophrenia  to  describe  abnormal  experiences 

POSTERUPTIVE  PERIOD 

0.20  Withdrawal  involves  damping  of  ECM  input  and  output 
0 . 90  Schizophrenic  subjects  have  social  perception  superior  to  normal  ones 
0 . 80  Schizophrenic  people  can  read  conscious  and  unconscious  feelings  and  drives  of  others 
0.20  These  social  perceptions  represent  conscious  awareness  of  ECM  input 
0.20  Conflict  between  ECM  and  other  sense  input  causes  decoding  and  coding 
0 . 10  Patients  of  the  same  ECM  subtype  are  able  to  communicate  with  each  other 
0.30  Schizophrenic  perplexity  is  greater  when  dealing  with  human  ECM  than  with  objects 
0.70  Schizophrenic  unlike  normal  persons  fluently  discuss  questions  of  ideology 

Non-ECM  pathways  in  schizophrenia 

0 . 50  Schizophrenic  persons  perceive  retinal  data  in  cruder  form  than  normal  ones 
0. 10  Delusions  of  infestation  are  disturbances  of  ECM  reception 

0 . 30  Motor  schizophrenia  is  due  to  excessive  conscious  awareness  of  lower  motor  areas 
0 . 30  Periodic  schizophrenia  is  due  to  excessive  links  with  internal  body  clocks 

“Schizophrenia”  here  refers  to  at  least  some,  but  not  necessarily  all,  of  the  subtypes  of  schizophrenia. 


This  is  also  the  view  of  motor  schizophrenia 
proposed  by  McGhie  and  Chapman44: 

The  loss  of  spontaneity  in  behaviour  which 
schizophrenic  patients  describe  would  seem 
to  be  a natural  consequence  of  their  conscious 
attention  being  invaded  by  the  volitional  im- 
pulses and  stimuli  from  the  effectors,  which 
normally  function  autonomously  outside  the 
area  of  awareness.  The  patient  now  has 
consciously  to  initiate  and  control  his  body 
movements,  every  one  of  which  involves  a 
decision.  Activities  which  before  were  self- 
regulative  are  now  experienced  as  uncertain 
and  requiring  deliberate  co-ordination.  It  is 
small  wonder  that  the  patient  speaks  of  a split 
between  his  mind  and  body,  and  feels  that  he 
is  in  danger  of  losing  control  over  his  own 
actions. 


Patients’  own  descriptions  of  this  phe- 
nomenon44 sound  like  the  story  of  the  centi- 
pede who  became  unable  to  move  when  he 
started  to  wonder  which  leg  was  to  be 
moved  next: 

If  you  move  fast  without  thinking,  coordina- 
tion becomes  difficult  and  everything  becomes 
mechanical.  I prefer  to  think  out  movements 
first  before  I do  anything,  then  I get  up  slowly 
and  do  it. 

I have  to  do  everything  step  by  step,  noth- 
ing is  automatic  now.  Everything  has  to  be 
considered. 

It’s  very  hard  to  describe  this  but  at  times  1 
am  not  sure  about  even  simple  actions  like 
sitting  down.  It’s  not  so  much  thinking  out 
what  to  do,  it’s  the  doing  of  it  that  sticks 
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me.  . . I take  more  time  to  do  things  because 
I am  always  conscious  of  what  I am  doing.  If 
I could  just  stop  noticing  what  I am  doing,  I 
would  get  things  done  a lot  faster. 

Other  brain  functions.  So  far  we 
have  spoken  of  open  paths  between  con- 
sciousness and  various  primary  sensory  and 
motor  areas.  This  idea  is  easy  to  grasp 
and  does  seem  to  account  for  some  of  the 
more  obvious  manifestations  of  schizo- 
phrenia. 

As  a first  complication  of  this  simple 
scheme,  it  is  quite  likely  that  the  schizo- 
phrenic person  will  perceive  a stimulus 
from  one  sense  organ  as  coming  from  some 
other  sense  (synesthesia).  Even  normal 
subjects  do  this:  When  made  to  listen  to 
subthreshold  baby  cries,  one  described 
a radiator  grille,  and  one  drew  a waterfall.166 
Therefore,  if  the  pathways  from  the  ECM 
area  of  the  schizophrenic  subject  end  not  in 
the  area  of  clear  awareness  but  at  some 
subthreshold  level  nearby,  he  may  respond 
to  an  ECM  stimulus  with  any  of  the  varied 
repertory  of  schizophrenic  hallucinations: 
auditory,  visual,  tactile,  or  proprioceptive. 

But  when  we  consider  that  the  schizo- 
phrenic person  probably  also  has  aware- 
ness of  normally  silent  areas  of  the  brain 
in  which  far  more  complicated  processes 
take  place  and  that  there  probably  are 
open  paths  connecting  brain  organs  which 
do  not  directly  impinge  on  the  awareness  of 
the  patient,  we  see  how  little  we  are  actually 
likely  to  have  accounted  for. 

For  example,  there  is  the  dream  function. 
Occasionally,  our  waking  consciousness 
catches  a glimpse  of  this  amazing  operation. 
But  many  a schizophrenic  patient  seems 
to  have  an  open  path,  a direct  line  to  this 
theatrical  stage  and  to  the  places  where 
ideas  arise,  thoughts  are  associated,  mem- 
ories are  stored,  and  fantasies  are  formed. 
By  careful  and  slow  reading  of  autobiog- 
raphies of  mental  patients,  one  can  get 
a vague  glimpse  only  of  the  wondrous 
strange  experiences  this  pushes  into  their 
minds.  Even  the  recovered  patient  him- 
self is  unable  to  recapture  the  essence  of 
these  experiences.106 


There  are  also  the  many  clocks  of  our 
body.  Their  entry  into  higher  brain  levels 
could  have  powerful  effects,  as  suggested 
by  Hoffer  and  Osmond60:  “It  may  be  that 
relatively  small  perceptual  anomalies  in 
particular  modalities,  time  sense  for  in- 
stance, may  be  far  more  upsetting  than 
larger  disturbances  in  other  fields.”  This 
could  account  for  the  cyclic  feature  some- 
times seen  in  schizophrenia  and  might 
provide  a link  to  manic-depressive  psychosis. 

Finally,  there  are  the  places  where  racial 
rather  than  individual  memories  are  stored. 
Pontius166  took  a close  look  at  hallucinations 
of  movement  (phantom  movements)  in 
a schizophrenic  patient.  She  found  that 
these  did  not  occur  at  random  but  were 
closely  analogous  to  the  rooting  reflex 
of  the  human  infant  and  of  the  nonhuman 
mammal.  It  does  seem  that  our  central 
nervous  system  still  stores  in  its  attic  the 
connections  which  served  our  nonhuman 
ancestors.  If  a schizophrenic  patient  hap- 
pens to  get  his  higher  centers  plugged  in 
on  the  connections  of  the  former  tail,  he 
will  feel  himself  wagging  it,  to  the  disgust 
of  his  physician. 

Estimates 

Estimates  of  probability  are  given  in 
Table  I.  As  defined  in  Part  I,  “E,”  the 
estimate  of  probability,  is  my  estimate  of 
the  chances  a statement  has  of  being  true. 
This  is  based  on  the  facts  currently  avail- 
able to  me  and  varies  between  0.01  and 
0.99. 1 

Interim  note 

We  have  detoured  from  the  general 
discussion  of  external  chemical  messengers. 
The  detour  sign  asked:  What  of  the  child 
born  with  the  ability  to  perceive  ECM 
consciously?  This  detour  is  leading  us 
through  an  alien  and  frozen  landscape. 
But,  looked  at  more  closely,  this  landscape 
sparkles  with  wonders  of  nature.  We 
will  finish  the  detour  with  Part  III, 
“External  Chemical  Messengers.  III. 
Mind  and  Body  in  Schizophrenia.” 


For  references,  see  Part  III  in  this  series,  which  will  appear  in  the  May  15  issue  of  the  Journal. 
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Among  the  least  common  tumors  of 
the  trachea  is  the  papilloma.  The  purpose 
of  this  communication  is  to  report  a patient 
with  a papilloma  of  the  trachea  treated  by 
resection  under  cardiopulmonary  bypass. 

Case  report 

A fifty-one-year-old  white  male  was  admitted 
to  The  Long  Island  Jewish  Hospital  for  the  first 
time  on  January  20,  1966,  because  of  severe 
cough  and  dyspnea.  Six  months  before  he  had 
first  noted  a nonproductive  cough  which 
gradually  increased  in  severity  and,  two  months 
prior  to  admission,  dyspnea  was  first  noticed. 
Tomograms  of  the  tracheobronchial  tree  taken 
at  the  Parkway  Hospital  revealed  a tumor  of  the 


trachea  just  above  the  carina  (Fig.  1).  At 
bronchoscopy  a polypoid  2-cm.  mass  was  found 
just  above  the  carina,  taking  origin  from  the 
anterior  and  lateral  aspects  of  the  wall.  Biopsy 
of  this  was  reported  as  a squamous  papilloma. 

On  January  25,  1966,  following  adequate 
preparation,  the  patient  was  explored  through  a 
right  posterolateral  thoracotomy.  The  intra- 
thoracic  trachea  was  freed  from  its  surrounding 
structures.  On  palpation,  a soft  compressible 
tumor  could  be  felt  in  its  lumen  just  above  the 
carina.  After  administration  of  heparin  in  the 
amount  of  1.5  mg.  per  kilogram  of  body  weight, 
the  right  femoral  artery  and  the  venae  cava  were 
cannulated,  and  he  was  placed  on  cardiopul- 
monary bypass. 

The  membranous  portion  of  the  trachea  was 
now  opened  longitudinally  for  2.5  cm.  and  the 
lesion  visualized.  Since  a diagnosis  of  car- 
cinoma could  not  be  excluded,  the  entire  wall  of 
the  trachea  from  which  the  tumor  arose,  in- 
cluding a 2-  to  3-mm.  cuff  of  normal  tissue,  was 
resected.  The  longitudinally  disposed  defect 
of  the  tracheal  wall  was  now  closed  with  inter- 
rupted 2-0  Dacron  sutures  in  a transverse  di- 
rection. The  longitudinal  incision  in  the 
membranous  portion  was  also  closed  trans- 
versely to  enlarge  the  lumen  further,  and  both 
suture  lines  were  wrapped  in  parietal  pleura. 
Only  a minimal  air  leak  was  noted  on  comple- 
tion of  the  repair. 

The  patient  was  now  taken  off  bypass,  de- 
cannulated,  and  given  protamine  in  the  amount 
of  2 mg.  for  each  milligram  of  heparin  previ- 
ously administered.  The  total  period  of  cardio- 
pulmonary bypass  was  forty-five  minutes.  The 
chest  was  closed  in  the  conventional  manner 
and  a complementary  cervical  tracheostomy 
done  to  protect  the  suture  line  from  tussic  pres- 
sures. 

The  chest  tubes  were  removed  on  the  ninth 
postoperative  day,  the  tracheostomy  tube  on  the 
tenth.  He  ran  a low-grade  fever  which,  it  was 
felt,  might  be  due  to  a postpericardiotomy  syn- 
drome. This  responded  well  to  sodium  sali- 
cylates, and  he  was  discharged  on  February  1, 
1966. 

The  gross  specimen  consisted  of  an  oval 
shaped  segment  of  tracheal  wall  which  measured 
2.4  cm.  in  length  by  1.6  cm.  in  width.  The 
tracheal  wall  included  short  segments  of  the 
cartilage  rings  which  coursed  on  a slightly 
oblique  direction  to  the  long  axis  of  the  speci- 
men. Arising  from  the  mucosal  surface  was  a 
sessile,  cauliflower-like,  polypoid  mass  of  firm 
consistency  (Fig.  2).  It  measured  2.1  cm.  in 
length,  1.4  cm.  in  width,  and  1.3  cm.  in  height. 
It  had  a broad  attachment  to  the  tracheal 
mucosa  and  cleared  the  line  of  resection  by  a 
distance  of  0.4  cm.  at  the  narrowest  point. 

Microscopic  examination  revealed  a well- 
differentiated,  stratified,  squamous  epithelium 
arranged  in  broad  papillary  formations  sup- 
ported by  a core  of  connective  tissue  (Fig.  3). 
This  epithelium  rested  on  an  intact  basement 
membrane.  The  transition  to  the  adjacent 
normal  respiratory  mucosa  of  the  trachea  was 
abrupt.  Keratin  formation  and  intercellular 
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FIGURE  1.  Tomograms  of  trachea.  (A)  Posteroanterior  tomogram  reveals  smooth,  round  filling  defect 
about  1 cm.  above  carina.  (B)  Lateral  tomogram  reveals  filling  defect  taking  origin  from  anterior  wall  of 
trachea  and  extending  to  few  millimeters  from  posterior  wall. 


FIGURE  2.  Low-power  view  shows  sessile,  poly- 
poid, cauliflower-like  mass  arising  from  mucosal 
surface  of  trachea. 

bridges  were  seen.  No  mitoses  were  observed. 
There  was  no  evidence  of  invasion  of  the  stroma 
or  tracheal  tissues.  No  inclusion  bodies  could 
be  found  in  the  epithelial  lining  of  the  lesion  or 
of  the  trachea. 

On  March  14,  1966,  the  patient  was  read- 
mitted to  Parkway  Hospital  because  of  stridor. 
At  emergency  bronchoscopy,  a ring  of  granula- 
tion tissue  surrounded  10  to  12  extruded  Dacron 
sutures  within  the  tracheal  lumen  at  the  site  of 
anastomosis.  These  were  excised  and  an  ex- 
cellent airway  re-established.  On  April  1, 
1966,  and  on  May  26,  1966,  repeat  bronchos- 
copies were  again  necessary  to  remove  addi- 
tional granulation  tissue  and  sutures.  He  has 


since  had  four  more  bronchoscopies  for  the  ex- 
traction of  sutures  but  is  now  asymptomatic. 

Comment 

Papillomatosis  of  the  respiratory  tract, 
occurring  commonly  in  children,  usually 
involves  the  larynx. 1 Tracheal  papillomas 
occur  in  the  order  of  1 to  100  laryngeal 
papillomas.  In  adults,  the  lesion  is  often 
single,  potentially  malignant,  and  tends  to 
infiltrate  and  recur.  Evidence  of  metas- 
tases  could  not  be  found  in  the  literature. 
In  children,  on  the  other  hand,  the  lesions 
are  often  multiple  and  may  regress  spon- 
taneously.2 The  lesion  is  characteristically 
flat,  nodular,  and  involves  the  mucosa 
primarily.  It  consists  of  a well-formed 
connective  tissue  stroma,  covered  either 
with  metaplastic  squamous  epithelium  or 
by  ciliated  columnar  epithelium. 

Neoplasms  of  the  trachea,  including 
papillomas,  squamous  cell  carcinomas,  and 
cylindromas,  produce  cough,  stridor,  asth- 
matic wheezing,  and  hemoptysis.  The 
wheezing  and  stridor  are  late  symptoms, 
since  a large  portion  of  the  tracheal  lumen 
must  be  occluded  before  obstruction  to 
respiration  supervenes.  Physical  examina- 
tions may  reveal  a central  wheeze. 

The  conventional  x-ray  film  is  not  re- 
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FIGURE  3.  (A  and  B)  Higher-power  magnification  reveals  well-differentiated  stratified  squamous  epi- 
thelium arranged  in  broad  papillary  formations  supported  by  core  of  connective  tissue. 


markable,  but  on  the  overexposed  film  or 
body-section  roentgenograms,  the  lesion  is 
readily  identified.  Endoscopic  examina- 
tion confirms  these  findings,  and  biopsy 
will  ordinarily  determine  whether  the  lesion 
is  of  benign  or  malignant  character. 

Endoscopic  fulguration  or  excision  is 
not  warranted  because  (1)  the  lesion  may 
recur,  (2)  there  may  be  serious  damage  to 
the  tracheobronchial  tree  with  perforation 
and  tension  pneumothorax,  (3)  the  lesion 
is  premalignant,  and  (4)  there  is  danger  of 
bleeding  and  death  from  aspiration. 2 

The  management  of  tracheal  resection 
has  been  a subject  of  continuing  interest 
over  the  years  and  is  under  investigation  at 
The  Long  Island  Jewish  Hospital-Queens 
Hospital  Center  Affiliation  now.  The  first 
experimental  anastomosis  of  the  trachea 
was  done  by  Gluck  and  Zeller  in  1881. 3 
Nowakowsky  (1909)  reviewed  a large 
number  of  tracheal  resections  in  human 
beings  and  found  it  was  possible  in  cadavers 
to  perform  end-to-end  anastomosis  after 
resection  of  3 to  4 cm.  of  trachea. 

Ferguson,  Wild,  and  Wangensteen1  found 
experimentally  that  grafts  of  any  sort 
usually  cause  healing  with  stenosis,  but 
that  when  end-to-end  tracheal  anastomosis 
was  done,  stenosis  rarely  occurred.  Homo- 
grafts, autografts,  costal  homografts,  aortic 
transplants,  and  tantalum  gauze  implants 
were  all  followed  by  stricture  formation. 

Claggett,  Moersch,  and  Grindlay  in  1946 
found  they  could  reconstitute  the  trachea 
after  resection  of  small  portions.45  In 
animals,  they  were  able  to  bridge  long  de- 
fects with  polyethylene  tubes,  many  of 


their  animals  surviving  for  long  periods  of 
time.  Three  of  4 patients  with  implanted 
tracheal  substitutes  survived  up  to  two 
years. 

Jackson  et  al .6  employed  tracheal  homo- 
grafts in  restoration  of  continuity  to  the 
tracheobronchial  tree,  pointing  out  that  the 
objective  is  a semirigid  tube  which  will  be- 
come a permanent  part  of  the  system. 
They  found,  in  animals,  that  the  carti- 
laginous and  fibrinous  tissues  in  the  graft 
wall  underwent  liquefaction,  absorption, 
and  replacement  by  scar  with  stricture 
formation.  Respiratory  epithelium  grew 
in  from  either  side  of  the  trachea.  In 
short  segments,  1 inch  or  under  in  length, 
after  degeneration  of  the  cartilage  the  graft 
became  a nonrigid  tube.  In  longer  seg- 
ments, there  was  gradual  stricture  forma- 
tion. Carter  and  Strieder7  confirmed  this, 
pointing  out  that  end-to-end  anastomosis 
was  well  tolerated.  They  found  that  fre- 
quently autografts  were  accepted  without 
stenosis. 

Gebauer8  demonstrated  that  wire-en- 
forced dermal  grafts  were  suitable  for  re- 
placement in  many  patients  with  tracheo- 
bronchial stenosis.  Daniel9  used  stainless 
steel,  vitallium,  or  glass  tubes  in  21  dogs 
after  resection  of  the  trachea,  with  15 
survivors.  The  tubes  were  held  in  place 
by  fibrous  tissue  and  granulation  tissue 
which  enveloped  them.  In  all,  the  cir- 
cumferential suture  placed  around  the 
trachea  had  cut  through  and  was  lying  free 
within  the  lumen  of  the  trachea.  There 
were  islands  of  new  cartilage  formation, 
tending  to  form  rings.  While  growth  of 
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epithelium  from  the  cut  ends  of  the  trachea 
began  early,  the  granulating  surface  was 
not  completely  covered  in  any. 

Beall  et  al.  in  1962 10  pointed  out  that  the 
ideal  prosthesis  for  tracheal  resection  should 
be  rigid  enough  for  the  airway  to  prevent 
collapse,  must  be  stable  in  tissue  fluids,  ac- 
ceptable to  the  host,  and  incorporated  into 
host  tissues  as  an  integral  functioning  part. 
They  studied  a heavy  Marlex  polyethylene 
mesh  which  is  strong,  nonwettable,  and 
rigid;  stenosis  caused  death  in  4 of  21  dogs. 
They  found  that  regenerated  epithelium 
grew  in  from  either  end,  finally  forming  a 
pseudostratified  columnar  layer.  Fibrous 
connective  tissue  passes  through  the  Marlex 
to  keep  it  in  place.  In  most  of  the  animals, 
healing  progressed  to  a dense  connective 
tissue  without  stenosis.  They  employed 
this  prosthesis  successfully  in  1 patient 
with  a two  and  a half-year  follow-up. 

Greenberg11  mentioned  that  a completely 
satisfactory  method  of  tracheal  replace- 
ment had  not  been  developed.  When  a 
graft  is  used,  over  a period  of  months  there 
is  uniform  proliferation  of  connective  tissue 
with  stenosis.  Rigid  prostheses  dislodge, 
obstruct,  and  erode  vessels  and  are  occluded 
by  ingrowth  of  connective  tissue  at  the 
sites  of  the  anastomosis.  In  addition, 
rigid  indwelling  prostheses  are  not  lined  by 
ciliated  epithelium,  and  infection  may  oc- 
cur. Ciliated  columnar  epithelium  will 
regenerate  from  the  basal  cells  of  the 
trachea  and  re-cover  the  graft,  complete 
regeneration  requiring  at  least  seven 
months. 

The  use  of  extracorporeal  circulation  as 
an  adjunct  in  the  resection  of  lesions  of  the 
trachea  and  bronchi  is  a new  concept  and 
was  first  reported  by  Woods,  Neptune,  and 
Palatchi  in  1961. 12  Adkins  and  Izawa  in 
196413  noted  that  2 other  patients  had  been 
so  operated  on  and  reported  a third. 
Neville  et  al.,1*  with  the  largest  reported 
experience,  has  employed  cardiopulmonary 
bypass  in  14  patients  undergoing  resections 
of  trachea,  carina,  or  major  bronchi  pul- 
monary resections  and  recommends  this 
approach  in  selected  instances. 

The  advantages  of  cardiopulmonary  by- 
pass in  the  resection  of  lesions  of  the  trachea 
include  the  ability  to  perform  the  resection 
without  having  an  endotracheal  tube  tra- 


versing the  field  and  obstructing  the  view. 
The  maintenance  of  sterility,  the  unhin- 
dered nature  of  the  surgical  incision,  and 
the  ease  of  performance  are  other  advan- 
tages which  cannot  be  ignored.  We  chose 
to  employ  this  technic  because  of  these 
reasons. 

Summary 

Negative  roentgenographic  findings  of 
the  thorax  in  a patient  with  symptoms  of 
respiratory  tract  obstruction  or  irritation 
does  not  exclude  a lesion  of  the  trachea  and 
suggests  the  need  for  complete  investigation 
by  roentgenographic  and  endoscopic  means. 

We  have  reported  a patient  with  a large 
papilloma  of  the  lower  end  of  the  trachea 
in  whom  the  lesion  was  successfully  resected 
employing  cardiopulmonary  bypass.  The 
literature  is  reviewed,  the  rarity  of  this 
lesion  is  emphasized,  and  its  management  is 
discussed. 

Acknowledgment.  We  wish  to  express  our  appreciation 
to  Nathan  Moros,  M.D.,  who  made  the  original  diagnosis  and 
referred  the  patient  for  treatment. 
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X his  is  A report  of  cataract  extraction  by 
a cryostylet  on  24  consecutive  unselected 
patients  performed  at  the  Edward  J. 
Meyer  Memorial  Hospital  of  Buffalo, 
New  York.  The  development  of  cryo- 
surgical equipment  in  recent  years  has 
given  the  ophthalmic  surgeons  a new 
instrument  for  use  in  cataract  extractions. 

This  report  is  of  a small  series,  but  we 
feel  that  it  is  worth  while  in  that  it  demon- 
strates that  the  instrument  is  quite  safe 
in  the  hands  of  individuals  with  varying 
experience  and  proficiency,  and  any  in- 
strument which  adds  to  safety  and  sim- 
plicity we  feel  is  of  value. 

The  instrument  used  in  this  series  is  the 
Kelman  cryostylet.  It  has  the  advantage 
of  being  used  as  a continuously  operating 
instrument.  There  is  no  necessity  for 
having  carbon  dioxide  gas  cylinders  or 
nitrogen  storage  facilities  on  hand,  and  a 
source  of  110-  to  120-volt  alternating  cur- 
rent and  tap  water  are  all  that  are  neces- 
sary for  its  use. 
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cataracts  were  extracted  from  24  patients  by 
cryostylet.  The  instrument  proved  to  be  safe 
in  the  hands  of  individuals  with  varying  ex- 
perience and  proficiency,  and  is  a continuously 
operating  instrument.  There  was  no  inci- 
dence of  capsular  rupture  or  late  postopera- 
tive complications.  Complications  included 
vitreous  loss  ( 2 cases ) and  postoperative 
hypopyon  with  corneal  edema  ( 1 case).  The 
edema  persisted  a few  days,  then  disappeared 
with  no  residuals.  Complications  of  cata- 
ract surgery  can  be  lessened  by  the  use  of  a 
freezing  technic  for  extraction. 


Materials 

The  Kelman  cryostylet  consists  of  three 
basic  units.  The  power  supply  unit  con- 
verts and  reduces  120- volt  alternating  cur- 
rent to  a filtered  direct  current  and  supplies 
the  current  for  the  operation  of  the  water 
pump.  The  reservoir  unit  consists  of  a 
water  reservoir  to  absorb  the  heat  from  the 
cryostylet  to  which  it  is  connected  by 
plastic  tubes  and  an  electric  motor  to 
circulate  the  water.  A thermometer  is 
placed  in  the  water  to  record  the  tempera- 
ture. The  cryostylet  itself  consists  of  a 
handle  containing  thermo-electric  modules 
in  series,  each  reducing  the  temperature 
consecutively.  The  circulating  water  is  in 
contact  with  the  stylet  handle  system  to  re- 
move the  heat  produced.  There  is  a de- 
frosting button  on  the  handle  within  reach 
of  the  index  finger  of  the  surgeon.  The 
temperature  developed  is  approximately 
80  degrees  below  the  reservoir,  and  the 
recommended  reservoir  temperature  is  70 
F.,  thereby  making  the  ideal  tip  tempera- 
ture from  plus  10  F.  to  minus  20  F.1 

Sterilization  of  the  tubes  and  handle 
can  be  accomplished  by  gas  or  soaking  in 
ethyl  alcohol  or  its  equivalent  for  thirty 
minutes. 

Description  of  patients 

There  were  24  consecutive  unselected 
patients  in  the  series,  ranging  from  forty- 
seven  to  eighty-five  years  of  age  (Table  I). 
The  average  age  was  sixty-six.  In  Cases 
2 and  3,  alphachymotrypsin  was  used. 
These  patients  were  ages  forty-seven  and 
fifty-five.  Subsequent  to  this,  it  was  de- 
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TABLE  I.  Description  of  cases 


Case 

Number 

Age 

(Years) 

Race 

Sex 

Diagnosis 

Operation 

Complications 

Other  Diagnoses 

Follow-Up 

1 

72 

W 

M 

Morgagnian  cataract, 
left  eye 

NR 

CVA 

Uneventful 

2 

55 

W 

M 

Traumatic  cataract, 
right  eye 

NR 

NR 

Uneventful,  vision 
20/20 

.1 

47 

N 

F 

Traumatic  cataract, 
right  eye 

NR 

Diabetes 

Uneventful,  vision 
20/20  minus  2 

4 

70 

W 

F 

Subluxated  cataract,  left 
eye 

VL 

CRAT,  fellow  eye 
atherosclerosis 

Optic  atrophy,  total  de- 
tachment 

5 

67 

W 

M 

Senile  cataract,  right  eye 

NR 

NR 

Uneventful,  vision 
20/50  plus  2 

6 

60 

w 

M 

Senile  cataract,  left  eye 

NR 

Aphakia  in  right  eye, 
chronic  chest  disease 

Severe  postoperative 
uveitis,  20/50  plus  3 

7 

63 

w 

M 

Senile  cataract,  left  eye 

NR 

Chronic  simple  glau- 
coma, diabetic  reti- 
nopathy 

Uneventful,  vison 
20/40 

8 

74 

w 

M 

Senile  cataract,  left  eye 

NR 

Emphysema,  arterio- 
sclerosis 

Postopera tively  died, 
coronary  thrombosis 
for  eight  weeks 

9 

75 

w 

M 

Phacolytic  glaucoma 

NR 

NR 

Uneventful,  vision 
20/50 

10 

73 

w 

F 

Senile  cataract,  right  eye 

NR 

NR 

Uneventful,  vision 
20/30  minus  2 

11 

63 

N 

M 

Senile  cataract,  left  eye 

NR 

NR,  macular  degenera- 
tion 

Uneventful,  vision 
20/15 

12 

60 

w 

F 

Senile  cataract,  left  eye 

NR 

Aphakia,  right  eye, 
chronic  alcoholism 

Uneventful,  vision 
20/30 

13 

68 

W 

M 

Senile  cataract,  left  eye 

NR 

Emphysema,  lues,  cir- 
rhosis, aphakia  in 
right  eye,  hyperten- 
sion, diabetes 

Uneventful,  vision 
20/30 

14 

69 

N 

F 

Senile  cataract,  left  eye 

NR 

Aphakia  in  right  eye 

Uneventful,  vision 
20/30  plus  2 

15 

77 

W 

M 

Senile  cataract,  left  eye 

NR 

Aphakia  in  right  eye 

Uneventful,  vision 
20/50 

16 

53 

W 

F 

Senile  cataract,  right  eye 

NR 

Diabetic  retinopathy 

Uneventful,  vision 
20/30  minus  2 

17 

77 

W 

M 

Senile  cataract,  left  eye 

NR 

Acute  and  chronic  alco- 
holism, cirrhosis 

Uneventful,  vision 
20/30 

18 

63 

N 

F 

Senile  cataract,  left  eye 

VL 

Hypertension 

Uneventful,  vision 
20/70  minus  2 

19 

75 

W 

F 

Senile  cataract,  right 
eye,  cornea  frozen 

Corneal  edema 
with  hypopyon 

Arteriosclerosis  with 
CBS 

Corneal  edema  and  hy- 
popyon cleared  in  fif- 
teenth day,  vision 
20/79 

20 

53 

w 

M 

Cataract,  right  eye 

NR 

Chronic  uveitis  with 
positive  histoplasmin 
skin  test  result 

Uneventful,  vision 
20/30 

21 

54 

N 

F 

Senile  cataract,  right  eye 

NR 

Diabetic  retinopathy 

Uneventful,  vision 
20/40 

22 

80 

W 

F 

Senile  cataract,  left  eye 

NR 

NR 

Uneventful,  vision 

20/70*minus  2 for  one 
week 

23 

57 

w 

M 

Cataract,  right  eye 

NR 

Postiridencleisis 

Uneventful,  vision 

20/50  for  a half  week 

24 

85 

w 

F 

Senile  cataract,  left  eye 

NR 

Mild  CHF 

Uneventful  for  six  days 
postoperatively 

* NR  = not  remarkable;  CVA  = cerebral  vascular  accident;  VL  = vitreous  loss;  CRAT  = central  retinal  artery  thrombosis; 
CBS  = chronic  brain  syndrome;  and  CHF  = congestive  heart  failure. 


cided  not  to  use  any  more  alphachymo- 
trypsin. 

Methods 

The  patients  were  premedicated  with 
pentobarbital  (Nembutal)  and  meperidine 
hydrochloride  (Demerol)  for  local  anesthesia 
and  with  meperidine  hydrochloride  and 
atropine  for  procedures  under  general 
anesthesia.  Lidocaine  USP  (Xylocaine) 
1 per  cent  was  used  for  a modified  Van  Lint 
akinesia  and  retrobulbar  injection. 


Halothane  (Fluothane)  was  used  for  general 
anesthesia.  The  preparation  for  all  cases 
was  a green  soap,  iodine,  and  alcohol  scrub 
consecutively  followed  by  flushing  of  the 
conjunctival  sac  with  20  per  cent  stabilized 
silver  protein  solution  (Argyrol)  and  saline. 
A canthotomy  was  performed  at  the  discre- 
tion of  the  operating  surgeon.  A fornix- 
based  flap  was  used  in  all  cases  excepting 
one,  a corneal  section  following  a prior 
iridencleisis  procedure,  Case  23.  A su- 
perior rectus  suture  of  4-0  black  silk  was 
employed  in  all  cases  except  Case  23.  The 
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anterior  chambers  were  entered  with  a 
keratome  in  all  cases,  and  the  corneal  sec- 
tions were  completed  with  scissors.  Sector 
iridectomies  were  performed  in  20  cases, 
the  remainder  being  round-pupil  extrac- 
tions. A moderate  amount  of  counter 
pressure  at  the  lower  pole  was  employed 
in  all  cases.  The  cryostylet  tip  was 
placed  on  the  lens  at  the  12:00  o’clock 
meridian  with  no  attempt  to  relate  its 
application  to  the  equator  of  the  lens  and 
remained  in  contact  from  seven  to  ten 
seconds  before  beginning  delivery.  The 
lenses  were  all  delivered  by  the  sliding 
technic  using  expression  and  rotary  motion 
with  the  exception  of  Case  4.  From  five 
to  seven  7-0  silk  sutures  were  used  to  close 
each  corneoscleral  section,  and  the  con- 
junctival flaps  were  secured  with  two  7-0 
silk  sutures.  Postoperative  medications 
consisted  of  chloramphenicol  (Chloromy- 
cetin) ophthalmic  solution  0.25  per  cent, 
cycloplegic  drugs,  and  topical  steroids. 
Pilocarpine  hydrochloride  2 per  cent  was 
used  at  the  operating  table  in  round-pupil 
extractions. 

In  Case  4 the  lens  was  subluxated,  and 
the  cryostylet  was  introduced  cold  into 
the  vitreous  body.  The  lens  was  simply 
extracted,  and  no  vitreous  body  adhered  to 
the  stylet. 

In  performing  the  round-pupil  extraction, 
it  was  found  that  a sufficient  area  of  the 
lens  could  be  exposed  by  the  use  of  a muscle 
hook  for  retraction  of  the  iris  at  the  12:00 
o’clock  position. 

Results 

In  the  whole  series  of  24  cases,  there  was 
no  incidence  of  capsular  rupture.  There 
were  2 cases  of  vitreous  loss,  Case  4 and 
Case  18.  A postoperative  hypopyon  and 
corneal  edema  occurred  in  Case  19,  and  a 
severe  uveitis  occurred  in  Case  6.  There 
were  no  other  immediate  or  late  postopera- 
tive complications. 

Case  4,  a seventy-year-old  white  female, 
had  a subluxated  cataractous  lens  of  un- 
known duration  and  a recent  central  retinal 
artery  thrombosis  in  the  fellow  eye. 
Vitreous  loss  was  immediate  in  spite  of 
anchoring  sutures,  and  the  patient  sub- 
sequently developed  a retinal  detachment 
and  later  a vitreous  hemorrhage  with 
hyphema. 


Case  6,  a sixty-year-old  white  male,  de- 
veloped a severe  uveitis  five  days  postopera- 
tively  and  is  currently  receiving  systemic 
steroids.  The  vision  is  20/50  plus  3 cor- 
rected, and  the  media  still  contains  cells 
and  cellular  debris.  Case  18  was  a sixty- 
three-year-old  Negro  female  who  had  a 
round-pupil  extraction.  A slight  amount 
of  vitreous  body  was  lost  following  the 
delivery  of  the  lens. 

Case  19  was  a seventy-five-year-old 
white  female  whose  cornea  was  in- 
advertently touched  with  the  cryostylet 
tip  and  who  developed  a hypopyon  on  the 
first  postoperative  day.  The  hypopyon 
cleared  by  the  fifteenth  postoperative  day. 
The  patient  was  treated  with  systemic 
antibiotics — penicillin,  chloramphenicol, 

and  streptomycin— in  large  doses,  also 
topical  steroids  and  antibiotics.  The  lower 
one  third  of  the  cornea  was  edematous  and 
nebulous  and  resolved  completely  by  the 
fifteenth  postoperative  day. 

Comment 

The  complications  will  be  discussed  first. 
In  Case  4 with  subluxated  lens  and 
vitreous  body  in  the  anterior  chamber, 
the  vitreous  body  was  seen  on  entering  the 
anterior  chamber.  This  was  considered 
unavoidable. 

In  Case  6 the  uveitis  remained  unex- 
plained. 

In  Case  18  who  had  vitreous  loss  with 
round  pupil,  it  is  believed  by  the  surgeon 
that  the  admonitions  stated  by  Kelman 
and  Cooper'2  in  their  article  (index)  are 
to  be  considered: 

after  several  extractions  with  this  technic,  the 
surgeon  becomes  aware  of  the  very  strong 
fixation  of  the  instrument  to  the  interior  of 
the  lens  and  the  unlikelihood  of  capsule  rup- 
ture. This  may  lead  to  overconfidence  and 
may  cause  him  to  apply  too  much  traction  to 
the  lens  in  an  attempt  to  pull  it  out. 

The  lens  was  delivered  very  quickly,  and 
the  vitreous  body  was  seen  immediately. 
The  intraocular  tension  just  prior  to  enter- 
ing the  eye  was  7 with  a 5.5-Gm.  weight. 

In  Case  19,  another  case  of  round-pupil 
extraction,  the  cryostylet  became  ad- 
herent to  the  inferior  portion  of  the  cornea. 
The  cryostylet  was  thawed,  and  the  cornea 
was  released  in  a matter  of  two  to  three 
seconds.  The  cryostylet  was  reapplied 
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to  the  lens,  and  the  remainder  of  the 
procedure  was  uneventful.  As  was  pre- 
viously stated,  no  permanent  corneal 
changes  resulted. 

Conclusion 

In  an  over-all  analysis  of  the  cases,  there 
were  no  avoidable  complications  en- 
countered with  the  cryostylet  in  any  of  the 
cases  in  which  a sector  iridectomy  was 
performed.  In  the  3 round-pupil  extrac- 
tions, the  2 complications  that  occurred 
would  appear  to  be  easily  avoided  by  a 
better  technic. 

With  the  experience  gained  from  this 
series,  it  would  appear  that  the  incidence 
of  complications  of  cataract  surgery  can  be 
lessened  considerably  by  the  use  of  a 
freezing  technic  for  extraction.  It  appears 
that  accidental  freezing  of  the  cornea  does 
not  produce  permanent  corneal  damage. 

In  the  case  of  the  subluxated  lens,  if  the 
lens  can  be  touched  with  the  instrument  it 
would  appear  that  the  instrument  performs 
excellently. 

Complications  directly  related  to  the 


Psychotic  episodes 
and  decongestants 

Pressor  amines  are  widely  used  as  proprietary 
decongestants  for  colds,  hay  fever,  and  sinusitis. 
These  potent  drugs,  commonly  regarded  as 
benign,  are  not  only  prescribed  frequently  but 
are  readily  available  without  prescription  to 
self-medicators.  F.  J.  Kane,  M.D.,  and  B.  Q. 
Green,  M.D.,  writing  in  a recent  issue  of  the 
American  Journal  of  Psychiatry,  present  3 cases 
in  which  there  were  temporal  associations  be- 
tween the  use  of  these  decongestants  and  acute 
psychotic  episodes.  While  it  cannot  be  proved 
that  these  drugs  were  the  sole  or  sufficient  cause 
for  the  psychotic  episodes,  the  evidence  appears 
to  be  such  that  a re-examination  of  their  in- 
herent potential  may  be  indicated.  The  first  2 
patients  reported  had  never  had  mental  illness 
before  using  these  agents.  The  third  patient 
experienced  a recurrence  of  a previous  schizo- 
phrenic illness. 

The  patients  were  a widow  of  sixty-eight,  a 
man  of  thirty-five,  and  a housewife  of  thirty-six. 


instrument,  that  is,  touching  the  cornea  or 
iris,  appear  to  be  of  little  consequence  and 
produce  no  permanent  damage. 

Summary 

Twenty-four  consecutive  cataract  ex- 
tractions with  the  Kelman  cryostylet  are 
presented. 

Complications  encountered  included 
vitreous  loss  (2  cases)  and  postoperative 
hypopyon  with  corneal  edema  (1  case). 
The  edema  persisted  for  a few  days  and 
completely  disappeared  with  no  residuals. 

A review  of  the  complications  would 
suggest  that  with  care,  the  cryostylet  can 
be  used  with  ease  and  safety  in  cataract 
extraction  and  is  a definite  improvement 
in  technic  over  other  present  methods  of 
cataract  extraction. 
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The  latter  had  been  hospitalized  for  schizo- 
phrenia but  had  become  asymptomatic  after  a 
year  of  treatment  with  chlorpromazine  hydro- 
chloride. She  did  well  for  seven  months  after 
discharge  on  complete  withdrawal  of  medication. 

The  drugs  involved  were  phenylpropanola- 
mine hydrochloride  and  isopropamide  (Omade). 
The  widow,  Case  1,  had  developed  a sympto- 
matic sinusitis  two  months  before  admission  for 
which  she  had  been  prescribed  50  mg.  phenyl- 
propanolamine hydrochloride  and  8 mg.  chlor- 
pheniramine maleate  in  sustained  release  form 
with  1.5  mg.  isopropamide.  After  three  weeks 
on  this  medication,  her  first  abnormal  emotional 
symptoms  appeared.  Associating  the  symp- 
toms with  the  medication,  she  stopped  taking  it. 
Another  physician  prescribed  isopropamide 
alone,  and  she  resumed  this.  Five  days  later 
she  developed  an  acute  psychotic  syndrome 
characterized  by  persecutory  delusions,  auditory 
and  visual  hallucinations,  confusion,  and  dis- 
orientation. In  the  other  2 cases  there  was  a 
similar  temporal  association  between  the  drug 
and  psychotic  symptoms. 

All  patients  were  treated  with  chlorpromazine 
hydrochloride  and  responded  to  therapy. 
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R ecent  articles  regarding  treatment  of 
acute  and  chronic  pancreatitis  contain 
enormously  divergent  points  of  view  which 
spring  partly  from  lack  of  precise  under- 
standing of  the  etiology  and  progression  of 
these  conditions,  partly  from  unavailability 
of  controlled  therapeutic  studies,  and  partly 
from  general  dissatisfaction  with  current 
modes  of  therapy.  Comparison  of  the  results 
of  treatment  reported  by  various  observers 
is  further  hampered  by  differences  in  the 
proportion  of  mild,  moderate,  and  severe 
types  of  pancreatitis  included  in  each  study. 

Exasperation  with  this  controversy  is 
compensated  for  by  the  challenge  these 
patients  present.  The  aim  of  this  review 
is  to  outline  what  has  been  learned  in  recent 
years  about  the  management  of  acute  and 
chronic  pancreatitis,  to  point  out  the  fields 
of  dissent,  and  to  indicate  our  views  based 
on  the  experience  of  this  clinic  regarding 
the  problematical  aspects  of  treatment. 

Acute  pancreatitis 

The  majority  of  reports  dealing  with 
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acute  pancreatitis  herald  or  decry  the  vir- 
tue of  some  single  measure  or  agent  used  in 
the  treatment  of  this  distressing  disease. 
Although  many  individual  agents  are  of 
great  value  in  the  care  of  patients  with  this 
condition,  proper  management  evolves 
around  the  combination  of  many  available 
therapeutic  measures.  The  rational  ap- 
proach to  the  treatment  of  acute  pan- 
creatitis is  centered  on  prompt  diagnosis 
and  appreciation  of  the  physiologic  conse- 
quences and  pathologic  changes  produced 
by  the  disease,  rather  than  on  reliance  of 
individual  therapeutic  agents. 

Many  of  the  measures  used  in  the  treat- 
ment of  acute  pancreatitis  are  widely  ac- 
cepted and  well  known  by  all  who  treat 
these  patients.  The  pain  of  acute  pan- 
creatitis is  almost  universally  treated  with 
meperidine  hydrochloride  (Demerol)  in 
doses  of  75  to  150  mg.  Morphine  and  mor- 
phine derivatives  are  avoided  because  they 
may  cause  spasm  of  the  sphincter  of  Oddi. 

Shock  resulting  from  acute  pancreatitis 
is  seen  in  nearly  all  well-established  cases 
and  is  associated  with  hypotension,  de- 
creased blood  volume,  and  hemoconcentra- 
tion.  Large  amounts  of  blood  and  fluids 
are  lost  into  the  peripancreatic  and  retro- 
peritoneal areas  and  must  be  replaced 
early  in  the  course  of  management.  One 
or  more  indwelling  venous  catheters  must 
be  inserted  promptly  for  the  administra- 
tion of  colloids  (blood,  heat-treated  plasma, 
albumin,  and  dextran).  A liter  of  blood  or 
more  will  be  required  daily  in  the  early 
stages  of  acute  pancreatitis.  Fluid  and 
electrolyte  replacement  is  extremely  im- 
portant, and  many  liters  of  fluid  are  re- 
quired in  each  twenty-four-hour  period  to 
compensate  for  the  tremendous  loss  of  fluid 
into  the  retroperitoneum.  The  amount  of 
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fluid  to  be  administered  is  ascertained  from 
the  clinical  appearance  of  the  patient,  esti- 
mations of  serum  electrolytes,  and  hourly 
measurements  of  the  urinary  output 
through  an  indwelling  bladder  catheter. 
The  actual  volume  of  colloid  and  fluid  that 
is  administered  will  be  determined  by 
means  of  central  venous  pressure  monitor- 
ing; the  central  venous  pressure  should  be 
maintained  between  8 and  12  cm.  of  water. 
The  intravenous  colloid,  water,  and  saline 
solutions  will  require  supplemental  potas- 
sium in  amounts  dependent  on  serum  elec- 
trolyte determinations.  In  severe  cases 
of  pancreatitis,  calcium  levels  in  the  serum 
will  fall  because  of  saponification  in  the 
peripancreatic  fat.  Ten  per  cent  calcium 
gluconate  should  be  added  to  the  intra- 
venous fluids  in  doses  of  from  10  to  20  ml. 
once  or  twice  per  day  until  normal  values 
have  been  reached.  The  calcium  level  in 
the  serum  should  be  kept  above  8 mg.  per 
100  ml. 

Acute  pancreatitis  results  in  intestinal 
ileus,  and  distention  of  the  abdomen  must 
be  avoided  by  the  use  of  a Levin  tube  and 
also  possibly  a Miller- Abbott  tube.  The 
effect  of  intestinal  and  gastric  decompres- 
sion is  twofold — relief  of  abdominal  dis- 
tention prevents  respiratory  embarrass- 
ment, and  the  absence  of  gastric  content  de- 
creases pancreatic  stimulation.  Pancreatic 
secretion  is  further  diminished  by  the  use  of 
anticholinergic  drugs  (Pro-Banthlne);  such 
agents  also  act  to  depress  intestinal  motility 
and  reduce  ampullary  spasm. 

Although  infection  probably  plays  a 
minor  role  in  the  development  of  acute 
pancreatitis,  the  necrotic  tissue  resulting 
from  the  pancreatitis  will  be  an  excellent 
pablum  for  bacterial  growth,  and  antibiotics 
must  be  administered  for  the  prevention  of 
the  major  sepsis  which  is  so  often  a factor 
in  the  patient’s  demise.  These  antibiotics 
should  be  given  prophylactically,  and  since 
the  usual  organisms  are  the  coliform  group, 
enterococci,  alpha  streptococci,  Proteus, 
and  Pseudomonas,  the  most  effective 
agents  are  sodium  cephalothin  (Keflin) 
and  colistimethate  sodium  (Coly-Mycin). 

In  the  presence  of  major  pancreatic  de- 
struction, diabetes  will  develop  and  insulin 
must  be  given  in  the  course  of  therapy. 

All  of  the  methods  of  therapy  described 
have  been  used  with  effectiveness  and  have 
become  part  of  the  accepted  routine  in  the 


management  of  acute  pancreatitis.  Newer 
and  more  controversial  therapeutic  agents 
and  approaches  occupy  recent  literature  on 
this  subject.  Some  of  these  are  not  neces- 
sarily new,  but  are  the  result  of  further 
study  of  older  approaches  to  the  manage- 
ment of  acute  pancreatitis.  The  limelight 
is  still  held  by  the  antiproteolytic  agent 
(Trasylol),  an  extract  of  the  bovine  parotid 
gland  that  inhibits  trypsin  as  well  as  kal- 
likrein.  The  weight  of  evidence  in  ex- 
perimentally produced  acute  pancreatitis 
is  in  favor  of  the  value  of  this  substance. 1 -6 
There  are,  however,  two  dissenting  studies 
in  one  of  which  no  difference  was  found  in 
the  survival  rate  of  dogs  with  experimental 
acute  pancreatitis  following  administration 
of  this  antiproteolytic  agent.7  8 Unfortu- 
nately its  clinical  value  remains  uncertain 
although  most  reports  indicate  varying  de- 
grees of  optimism.9-12  As  an  extensive 
controlled  clinical  trial  is  still  lacking  and 
as  it  appears  to  have  no  harmful  effects, 
this  antiproteolytic  agent  continues  to  be 
used.  If  it  is  given,  it  should  be  ad- 
ministered intravenously  in  high  doses  (at 
least  100,000  units  daily)  and  be  given  early 
in  the  course  of  the  disease.  While  it  may 
not  affect  the  outcome,  there  is  evidence 
that  it  is  valuable  in  the  relief  of  the  pain  of 
pancreatitis. 

Several  other  agents  have  been  advo- 
cated as  having  a beneficial  effect  on  the 
outcome  of  pancreatitis,  and  cortisone,  the 
panacea  of  all  ills,  is  featured  prominently 
on  this  list.  While  some  observers  find 
cortisone  valuable,13'14  others  disagree,  and 
some  believe  it  may  even  have  harmful 
effects.1616  Reports  of  acute  pancreatitis 
induced  by  administration  of  corticosteroids 
are  disquieting. 17  Propylthiouracil  has  also 
been  used  because  it  decreases  the  meta- 
bolic rate,  but  there  is  no  conclusive  evidence 
regarding  the  benefit  of  this  effect. 18' 19  For 
similar  reasons  hypothermia  has  been  pro- 
posed as  a treatment  for  acute  hemorrhagic 
pancreatitis20'21;  again  there  is  not  suf- 
ficient evidence  of  benefit  in  human  beings, 
and  further  doubt  has  been  cast  on  the  wis- 
dom of  this  treatment  by  the  occurrence  of 
hypothermia-induced  acute  pancreatitis.22 

We  have  noted  with  great  interest  the 
aggressive  approach  to  the  treatment  of 
hemorrhagic  pancreatitis  made  by  Nugent 
and  Atendido.23  They  pointed  out  that 
the  high  mortality  rate  results  not  from  the 
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pancreatitis  itself  but  from  shock,  hemor- 
rhage, and  infection  causing  cardiopul- 
monary, hepatic,  and  renal  failure.  In 
addition  to  the  conventional  supportive 
measures,  they  advocated  controlled  main- 
tenance of  the  blood  volume  with  the  help 
of  central  venous  pressure  monitoring; 
the  protection  of  the  cardiopulmonary  re- 
serve by  the  early  use  of  tracheostomy, 
assisted  respiration,  air  conditioning  at 
70  C.,  and  from  50  to  70  per  cent  humidity ; 
the  use  of  digitalis  if  heart  failure  becomes 
apparent;  and  the  early  and  energetic 
treatment  of  infection  with  antibiotics. 

The  trend  toward  conservative  initial 
treatment  of  acute  pancreatitis  continues. 
Laparotomy  is  only  occasionally  necessary 
when  the  diagnosis  is  in  doubt.  At  ex- 
ploration the  least  amount  of  pancreatic 
and  biliary  manipulation  is  recommended 
once  the  operative  diagnosis  of  acute  pan- 
creatitis has  been  made.  If  jaundice  is 
present  preoperatively,  exploration  of  the 
common  bile  duct  is  a valuable  procedure, 
for  a stone  may  be  found  impacted  at  the 
lower  end  of  the  common  bile  duct  and 
should  be  removed  as  it  may  be  the  pre- 
cipitating or  potentiating  factor.  Surgical 
intervention  by  decompression  of  the  pan- 
creatic duct  has  been  recorded  in  a small 
group  of  patients  whose  pancreatitis  was 
unresponsive  to  medical  measures.24  The 
value  of  this  form  of  treatment  remains 
undetermined. 

In  the  secondary  or  septic  phase  of  the 
disease  peripancreatic  and  intrapancreatic 
abscesses  and  debris  must  be  thoroughly 
evacuated.25  Failure  to  recognize  this 
serious  consequence  of  acute  pancreatitis 
is  a frequent  cause  of  death.26 

Our  experience  indicates  that  the  com- 
monest error  in  the  surgical  treatment  of 
acute  pancreatitis  is  to  operate  too  early  in 
the  course  of  the  disease  and  to  do  too 
much,  while  in  the  secondary  or  septic 
phase  of  the  disease  the  usual  error  is  to 
operate  too  late  and  do  too  little. 

Chronic  pancreatitis 

Probably  no  other  disease  is  treated  in 
such  a diverse  fashion  as  chronic  relapsing 
pancreatitis.  The  multitude  of  surgical  pro- 
cedures devised  for  the  relief  of  the  symp- 
toms of  chronic  pancreatitis  testifies  to  the 
dissatisfaction  with  any  one  procedure  and 


the  great  variety  of  pathophysiologic 
changes  that  occur  in  this  disease. 

Medical  treatment 

The  physiologic  effects  of  pancreatic 
endocrine  and  exocrine  dysfunction  are 
compounded  by  varying  personality 
changes  caused  by  the  severity  and  dura- 
tion of  the  symptoms.  Severe  pain  is  often 
preceded  or  followed  by  overindulgence  in 
alcohol  and  frequently  leads  to  drug  addic- 
tion. Progressive  pancreatic  insufficiency 
may  result  in  diabetes  and  steatorrhea. 
Relief  of  pain  is  the  prime  object  of  surgical 
treatment,  but  other  associated  problems 
are  not  necessarily  affected  by  operative 
success.  Drug  addiction  and  alcoholism 
often  persist,  many  times  regardless  of 
psychiatric  therapy.  Diabetes  occurs  in 
about  20  per  cent  of  patients,  and  this  inci- 
dence increases  after  pancreatic  resection. 27 
The  diabetes  associated  with  chronic  pan- 
creatitis is  seldom  managed  successfully 
by  oral  drugs;  insulin  is  almost  always 
necessary. 

Patients  who  have  the  steatorrhea  of  pan- 
creatic exocrine  insufficiency  may  be  aided 
by  intestinal  anticholinergic  agents,  but  the 
best  treatment  is  pancreatic  enzymes  taken 
orally.  A stable  preparation  of  activated 
whole  raw  pancreas  or  pancreatin  (Viok- 
ase)  has  proved  extremely  useful  in  pro- 
moting the  absorption  of  fat  and  nitro- 
gen.28-31 Two  or  three  tablets  of  pan- 
creatin may  be  taken  with  each  meal.  If 
the  steatorrhea  is  severe,  two  tablets  may 
be  taken  each  hour  from  7:00  a.m.  to 
9:00  p.m.29'31  A bland  diet  containing  less 
than  100  Gm.  of  fat  is  tolerated  best  by 
these  patients  whether  they  are  treated 
medically  or  surgically. 

Surgical  treatment 

Surgical  procedures  undertaken  in  the 
treatment  of  chronic  relapsing  pancreati- 
tis fall  into  two  major  groups:  those  dealing 
directly  with  the  pancreas  and  those  having 
an  indirect  effect  upon  the  pancreas. 

Indirect  procedures.  The  role  of  gall- 
stones in  pancreatic  disease  has  been  em- 
phasized for  many  years.  The  incidence 
of  chronic  pancreatitis  is  much  greater  in 
patients  with  gallstones  than  in  those  with- 
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out,  and  the  occurrence  of  chronic  pan- 
creatitis in  patients  whose  gallstones  have 
been  removed  surgically  is  one-twentieth 
that  in  patients  whose  gallstones  are  un- 
treated.32 It  has  been  suggested  that  re- 
curring acute  pancreatitis  is  almost  always 
related  to  cholelithiasis,  choledocholithia- 
sis,  or  disordered  function  of  the  sphincter 
of  Oddi.33  Our  material  does  not  fit  the 
facile  division  usually  made  on  the  basis 
of  etiology  of  chronic  relapsing  pancreati- 
tis. Nevertheless,  it  is  agreed  generally 
that  appropriate  treatment  of  coincidental 
cholelithiasis  and  choledocholithiasis  is 
important  in  the  management  of  chronic 
pancreatitis. 

Procedures  directed  at  the  autonomic 
nervous  system  have  long  been  a part  of  the 
indirect  surgical  armamentarium  for  treat- 
ing chronic  pancreatitis.  The  rationale  for 
their  use  was  that  secretory  activity  medi- 
ated through  the  autonomic  nervous  sys- 
tem and  the  motor  effects  of  the  splanchnic 
nerves  on  the  sphincter  of  Oddi  were  les- 
sened.34-36 The  results  of  13  dorsolumbar 
sympathectomies  done  at  this  clinic  were 
not  favorable,  and  we  no  longer  employ 
this  procedure.  Japanese  workers,  how- 
ever, showed  that  the  pancreas  derives  its 
autonomic  nerve  supply  from  the  celiac 
ganglia  through  the  splanchnic  nerves,  the 
lower  thoracic  and  upper  lumbar  sym- 
pathetic chains,  and  the  right  vagus  nerve 
and  aortic  plexus.37  They  obtained  relief 
of  pain  for  patients  with  chronic  relapsing 
pancreatitis  by  cutting  all  postganglionic 
fibers  entering  the  pancreas  from  the  celiac 
ganglia  and  superior  mesenteric  plexus. 

Occasionally,  rerouting  the  bile  past  the 
duodenum  is  followed  by  relief  of  symptoms. 
Choledochojejunostomy  is  most  often  em- 
ployed and  is  relatively  simple  and  safe.38 
However,  its  use  has  been  limited  to  pa- 
tients who  do  not  have  evidence  of  pan- 
creatic exocrine  deficiency,  that  is,  steator- 
rhea, in  the  belief  that  if  the  procedure 
were  done  in  the  absence  of  a good  flow 
of  alkaline-pancreatic  juice,  intestinal  ul- 
ceration might  develop.  Its  usefulness, 
therefore,  has  been  confined  to  those 
patients  with  early  or  mild  pancreatic  in- 
volvement and  to  those  with  obstruction  of 
the  common  bile  duct  and  jaundice  as- 
sociated with  chronic  pancreatitis  but 
without  much  pain. 

Direct  procedures.  Sphincterotomy. 


Sphincterotomy  as  a procedure  of  choice  for 
chronic  pancreatitis  gained  prominence 
largely  through  the  writings  of  Doubilet  and 
Mulholland  who  reported  good  results  in  88 
per  cent  of  their  cases. 39-41  The  usefulness 
of  this  operation  is  based  on  the  common 
channel  theory  proposed  in  190  1 42  and  later 
work  on  mixing  of  infected  bile  and  pan- 
creatic juice  within  the  pancreatic  ducts.43 

The  results  reported  by  Doubilet  and 
Mulholland  have  not  been  universally 
accepted.  Recent  work  evaluating  the 
effectiveness  of  sphincterotomy  revealed 
that  the  pressures  within  the  bile  duct  and 
the  pancreatic  duct  returned  to  pre- 
operative levels  two  or  three  weeks  after 
sphincterotomy  even  after  stimulation  with 
morphine  or  anticholinergics.44  This  view 
is  in  accord  with  our  approach  to  sphincter 
operations  which  we  use  as  a means  of 
gaining  access  to  the  pancreatic  duct  by 
the  transpapillary  route,  following  which 
the  strictured  intrapancreatic  portion  of 
the  duct  is  dilated.27 

Sphincterotomy  alone  is  a useful  pro- 
cedure only  when  there  is  evidence  of 
pancreatic  duct  obstruction  at  the  duodenal 
papilla. 

Sphincterotomy  is  a dangerous  operation. 
Our  mortality  rate  for  this  procedure  is  4.5 
per  cent  and  is  related  largely  to  acute 
pancreatitis  postoperatively. 

Pancreatic  duct  decompression.  In 
the  treatment  of  chronic  relapsing  pan- 
creatitis, procedures  devised  to  decom- 
press the  pancreatic  duct  have  assumed  an 
increasingly  popular  role  and  have  been 
tailored  to  deal  with  the  critical  pathologic 
change  in  chronic  relapsing  pancreatitis, 
that  is,  pancreatic  duct  obstruction. 

Transduodenal  exploration  and  dilata- 
tion of  the  pancreatic  duct  is  effective  in 
chronic  relapsing  pancreatitis  when  the 
duct  obstruction  lies  within  a few  centi- 
meters of  the  duodenal  papilla,  but  this 
operation  does  not  relieve  more  distally 
situated  pancreatic  duct  stenosis.27-45 
Duct  obstruction  occurring  in  the  neck  or 
the  body  of  the  gland,  either  localized  or 
extensive,  has  been  treated  by  lateral 
anastomosis  of  the  pancreatic  duct  to  the 
gastrointestinal  tract.46-51  The  brilliant 
work  of  Puestow  and  Gillesby 46-48  is  an 
important  contribution  in  this  matter. 
They  have  now  had  experience  with  more 
than  100  patients  treated  by  lateral 
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anastomosis  of  the  pancreatic  duct  to  the 
jejunum  with  generally  good  results.  The 
pancreatic  duct  is  opened  longitudinally, 
and  a long  anastomosis  to  the  gastroin- 
testinal tract  is  performed  bridging  the 
areas  of  duct  obstruction.  Some  patients 
with  “hereditary  pancreatitis”  have 
multiple  strictures  of  the  duct  nicely 
demonstrated  and  treated  by  lateral  pan- 
crea  tico  j e j unostomy . 5 2 

Recently  we  have  constructed  anasto- 
moses to  the  stomach  rather  than  per- 
forming pancreaticojejunostomy.  The 
pancreatico  gastrostomy  has  the  advan- 
tages of  ease  of  performance,  close 
proximity  of  the  stomach  to  the  pancreas, 
and  saving  of  the  time  usually  spent  con- 
structing the  Roux-en-Y  needed  for  pan- 
creaticojejunostomy . 

An  important  means  of  pancreatic  duct 
decompression  is  distal  pancreatectomy 
combined  with  caudal  pancreaticojeju- 
nostomy.53 This  procedure  combines  the 
advantages  of  resection  of  the  diseased 
pancreatic  tail  with  retrograde  decompres- 
sion of  the  pancreatic  duct.  With  the 
recently  described  “split”  pancreatico- 
jejunostomy, the  tail  is  divided  from  the 
body  of  the  pancreas  and  both  distal  and 
proximal  cut  pancreatic  ducts  are  joined 
to  the  interposed  limb  of  jejunum.64  The 
advantage  of  this  procedure  is  said  to  be 
the  preservation  of  pancreatic  tissue. 

We  do  not  employ  pancreatography 
routinely  in  the  evaluation  of  pancreatic 
duct  obstruction.  Generally,  the  ap- 
propriate surgical  procedure  may  be 
selected  after  direct  observation  of  the 
pathologic  alterations  found  at  laparotomy. 
Often  the  pancreatogram  merely  confirms 
the  presence  of  duct  obstruction  at  a site 
previously  determined  by  careful  evalua- 
tion at  operation.  It  has,  however,  pro- 
vided additional  evidence  that  obstruction 
of  the  pancreatic  duct  is  a major  feature  of 
chronic  pancreatitis,  and  it  can  be  diagnos- 
tic in  unusual  cases. 

Pancreatic  resection.  Not  all  pa- 
tients with  chronic  relapsing  pancreatitis 
have  good  results  from  the  various  types  of 
sphincter  and  duct  decompression  pro- 
cedures previously  discussed.  Many 
patients  continue  to  have  progressive 
changes  in  their  pancreas  despite  seemingly 
adequate  surgical  treatment.  A few 
patients  present  advanced  pancreatic  in- 


flammatory involvement  at  the  time  of 
initial  operation.  With  long-standing  and 
extensive  pancreatitis,  the  progressive  cal- 
cific fibrosis  destroys  the  acinar  tissue  with 
its  exocrine  function  and  the  islet  cells 
with  their  endocrine  function.  Extensive 
glandular  changes  are  not  reversed  by 
sphincter  operations  or  even  by  duct  de- 
compression, and  so  the  symptoms  persist 
or  recur  in  a certain  group  of  patients  with 
chronic  relapsing  pancreatitis  thus 
treated.  In  this  group,  resection  of  the  dis- 
eased pancreas  has  been  employed  with  some 
measure  of  success. 

The  amount  of  pancreatic  tissue  to  be 
resected  depends  on  the  extent  of  involve- 
ment of  the  pancreas  by  the  inflammatory 
process.  Extensive  disease  confined  to 
the  head  with  multiple  points  of  duct  ob- 
struction and  advanced  changes  in  the 
glandular  substance  is  best  treated  by 
pancreaticoduodenal  resection.27-56  Pan- 
creaticoduodenectomy is  a major  under- 
taking for  a benign  disease,  but  if  used  in 
the  treatment  of  advanced  cases,  it  is 
surely  lifesaving.  Our  over-all  results 
with  pancreaticoduodenal  resection  have 
been  good  in  92  patients  treated  by  this 
means,  and  our  postoperative  mortality 
rate  of  2.2  per  cent  (2  patients)  does  not 
seem  to  prohibit  the  use  of  this  procedure. 

Disease  confined  to  the  distal  pancreas 
is  unusual  and  is  most  commonly  seen 
after  traumatic  fracture  of  the  body  of  the 
gland.  Distal  pancreatectomy  is  most 
applicable  to  this  group  of  patients.27 
A useful  means  of  avoiding  fistulas  from 
the  distal  end  of  the  remaining  pancreas 
after  distal  pancreatectomy  has  been  de- 
scribed by  Smith66  of  London  who  passes  a 
polythene  catheter  from  the  pancreatic 
duct  through  the  back  wall  of  the  stomach 
and  out  of  the  anterior  gastric  wall  onto 
the  surface  of  the  abdomen.  The  stomach 
is  sealed  by  sutures  to  the  pancreas 
posteriorly  and  to  the  anterior  peritoneum 
anteriorly.  This  decompressing  tube,  act- 
ing as  a safety  valve,  may  be  removed 
postoperatively  after  pancreatographic  con- 
firmation of  the  patency  of  the  communica- 
tion between  the  pancreatic  duct  and  the 
duodenum. 

Total  pancreatectomy  has  been  em- 
ployed safely  with  relief  of  symptoms 
and  relatively  easy  control  of  diabetes 
and  steatorrhea. 27-32-55'57-68  The  authors 
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have  had  experience  with  9 patients 
treated  by  total  pancreatectomy,  and  all 
but  one  have  had  relief  of  pain.  One  alco- 
holic patient  died  several  years  later  after 
a drinking  bout  and  several  days  without 
insulin.  Her  death  was  from  complica- 
tions of  a fractured  femur. 

Recently  work  has  been  reported  re- 
garding a subtotal  pancreatectomy  in 
which  all  of  the  pancreas  is  removed  except 
a narrow  fringe  around  the  bile  duct  and 
duodenum.69  60  According  to  these  authors, 
this  operation  avoids  complications  as- 
sociated with  pancreaticoduodenectomy — 
problems  associated  with  the  bile  duct  and 
pancreatic  duct  anastomoses  and  the  post- 
gastrectomy state.  They  have  not  ex- 
perienced the  difficulties  with  duodenal 
viability  that  others  have  noted  in  the  past 
and  reported  excellent  results  in  90  per  cent. 

In  160  pancreatic  resections  for  chronic 
relapsing  pancreatitis  we  have  had  only  2 
postoperative  deaths,  amply  demonstrating 
that  a surgeon  experienced  in  this  area  can 
undertake  such  procedures  safely. 

Summary 

It  is  obvious  from  the  abundance  of 
surgical  procedures  employed  that  no  one 
operation  will  deal  satisfactorily  with  pan- 
creatitis. We  have  repeatedly  stated  that 
each  patient  must  be  dealt  with  as  an 
individual  and  that  the  procedure  best 
suited  for  him  should  be  chosen  on  the 
basis  of  the  pathologic  changes  in  the  pan- 
creas at  the  time  of  the  exploratory  opera- 
tion. 

Our  material  does  not  fit  the  facile 
division  usually  made  on  the  basis  of  the 
etiology  of  chronic  relapsing  pancreatitis. 
Alcohol  and  cholelithiasis  are  unquestioned 
antecedents,  but  the  clinical  features  and 
course  of  the  disease  are  often  unrelated  to 
the  antecedent.  Good  results  of  surgical 
treatment  in  patients  who  have  had  biliary 
disease  may  be  obtained  because  the 
pancreatitis  was  mild,  the  diagnosis  was 
made  early,  the  patients  were  more  co- 
operative in  following  the  appropriate  diet, 
or  their  symptoms  were  caused  by  biliary 
tract  disease  and  not  by  pancreatitis. 

Direct  surgical  procedures  used  to  treat 
patients  with  chronic  relapsing  pancreatitis 
are  designed  to  relieve  the  duct  obstruction 
which  appears  to  be  the  basic  pathologic 


process.  If  this  duct  obstruction  is  at  the 
papilla,  sphincterotomy  is  the  procedure 
of  choice.  If  there  are  multiple  points  of 
obstruction  along  the  pancreatic  duct, 
some  form  of  duct  decompression  is 
indicated.  Advanced  changes  of  pan- 
creatitis with  extensive  acinar  destruction 
require  resection  of  the  diseased  portion  of 
the  pancreas  for  relief  of  symptoms. 

Indirect  surgical  procedures  are  of 
greatest  value  when  there  is  coexisting 
biliary  tract  or  gastroduodenal  disease  and 
should  be  employed  as  the  initial  approach 
to  the  management  of  early  chronic  re- 
lapsing pancreatitis. 
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Prescription  drug  prices  down 


New  evidence  of  declining  prescription  drug 
prices  was  disclosed  recently  by  the  U.S.  De- 
partment of  Labor.  Its  consumer  price  index 
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90.6  for  1966,  9 per  cent  below  the  1957  to 
1959  base  period. 

In  the  last  three  months  of  the  year,  the  drug 
index  dropped  to  90.3,  down  two  tenths  of  a 
point  from  the  previous  three  months.  The 
Labor  Department’s  Bureau  of  Labor  Statistics 
attributed  this  decline  to  price  reductions  for 
anti-infective,  tranquilizing,  and  antiarthritic 
medications. 
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Prolonged  Coma 
with  Recovery 


G IVEN  FAVORABLE  CONDITIONS,  even  pro- 
longed  coma  may  terminate  with  sur- 
vival and  more  or  less  complete  recovery, 
as  illustrated  in  the  following  case  reports. 
In  other  circumstances,  discussed  but  not 
shown,  a weighty  decision  may  face  the 
attending  physician. 

Case  reports 

Case  1.  A robust  male,  6 feet  1 inch  tali  and 
weighing  245  pounds,  was  admitted  to  the 
hospital  with  known  hypertension  and  a three- 
day  history  of  progressive  headache  and  increas- 
ing drowsiness.  Blood  pressure  was  240  mm. 
Hg  systolic,  140  diastolic,  pulse  rate  80,  respira- 
tory rate  30;  blood  count,  urinalysis,  and 
serum  electrolytes  were  all  within  normal  limits. 
Carotid  angiography  revealed  an  aneurysm  of 
the  left  anterior  communicating  artery.  The 
presumptive  diagnosis  was  leaking  cerebral 
aneurysm,  for  which  emergency  clipping  of  the 
aneurysm  was  planned. 

Anesthesia  was  induced  with  thiopental  so- 
dium 12.5  mg.  intravenously,  with  tracheal 
intubation  facilitated  by  the  use  of  succinyl- 
choline  80  mg.,  and  maintained  with  halothane 
0.5  per  cent,  with  nitrous  oxide  50  per  cent  in 
oxygen  as  the  carrier  gas.  Spontaneous  respira- 
tion was  assisted  throughout  the  procedure, 
which  lasted  three  and  one-half  hours.  During 
this  time,  hypothermia  to  32  C.  was  accom- 

Presented  and  discussed  at  a conference  held  at  Columbia- 
Presbyterian  Medical  Center,  New  York  City,  March  28, 
1966.  Clinical  Anesthesia  Conferences  are  held  on  the 
fourth  Monday  of  each  month. 


plished  with  the  use  of  a Thermorite  mattress; 
the  electrocardiographic  monitor  revealed  no 
abnormality  of  heart  rhythm.  Blood  trans- 
fusion 1,000  ml.  was  administered. 

Postoperatively,  the  patient  did  not  regain 
consciousness  for  forty-one  days.  For  the  first 
fifteen  days,  intravenous  infusion  of  a vasopres- 
sor drug  was  required  to  maintain  blood  pres- 
sure in  the  range  of  110  to  130  systolic,  40  to  70 
diastolic.  Meanwhile  renal  shutdown  was  com- 
bated with  the  use  of  diuretics  and  careful  ad- 
justment of  fluid  intake  and  output.  Daily 
examination  of  serum  and  urinary  electrolytes 
permitted  appropriate  adjustment  of  intra- 
venous fluid  and  electrolyte  therapy.  Me- 
chanical ventilation  was  not  required,  since 
spontaneous  respiration  was  adequate  to  main- 
tain arterial  blood  gases  within  the  physiologic 
range.  The  patient  was  placed  on  an  air  mat- 
tress and  turned  every  two  hours,  day  and  night. 
Decubiti  and  contractures  were  avoided  by 
meticulous  care  of  the  skin  and  passive  physical 
therapy.  Hypothermia  in  the  range  of  34  to  36 
C.  was  employed  for  the  first  fifteen  days. 

The  patient  remained  unresponsive  for  thirty 
days.  On  the  thirty-first  day  painful  stimulus 
produced  limb  withdrawal  and  grunting.  On 
the  morning  of  the  forty-first  day,  he  opened  his 
eyes  and  responded  to  commands;  two  days 
later  he  was  able  to  speak.  He  was  out  of  bed 
in  a wheel  chair  on  the  forty-fifth  day,  walking 
by  the  fiftieth  day,  and  discharged  from  the 
hospital  on  the  fifty-ninth  postoperative  day. 

Case  2.  An  eighteen-year-old  girl,  victim  of 
an  automobile  accident,  was  admitted  to  the 
hospital  in  deep  coma,  with  left  frontal  lacera- 
tion, decerebrate  posture,  and  Cheyne-Stokes 
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respiration.  Blood  pressure  was  120  mm.  Hg 
systolic,  70  diastolic,  pulse  rate  68.  Other 
physical  findings  were  normal  except  for  wide 
dilatation  of  the  left  pupil. 

Tracheostomy  was  performed,  inserting  a 
cuffed  tube  to  which  a Bird  ventilator,  Mark 
VII,  was  attached.  Other  therapy  included  con- 
tinuous intravenous  fluid  infusions,  steroids, 
antibiotics,  and  intensive  nursing  care.  Mean- 
while, a left  carotid  angiogram  revealed  tem- 
poral and  frontal  swelling.  Cheyne-Stokes  res- 
piration persisted  for  two  days,  following  which 
respiration  was  normal  in  pattern  but  inadequate 
in  depth;  the  ventilator  continued  to  assist 
respiration.  On  the  twelfth  day,  painful  stimu- 
lus of  each  extremity  in  turn  elicited  withdrawal 
response.  Over  the  next  three  days,  “weaning” 
from  the  ventilator  was  accomplished.  Feeding 
via  nasogastric  tube  was  begun  and,  as  serum 
electrolytes  and  blood  urea  nitrogen  remained 
normal,  intravenous  fluid  therapy  was  termi- 
nated. Left  hemiparesis  was  present. 

Approximately  two  months  after  the  accident, 
the  patient  responded  to  pin  prick  by  grimacing 
and  to  vocal  commands  by  opening  the  eyes 
without  focusing.  Two  months  later,  the 
tracheostomy  tube  was  removed;  apart  from 
this,  the  situation  remained  unchanged.  One 
month  later,  five  months  following  the  accident, 
the  patient  appeared  to  awaken.  She  was  able 
to  say  a few  words,  such  as  “mother”  and 
“please”  and  could  swallow  bland  food.  The 
hemiparesis  was  unchanged.  During  the  next 
five  weeks,  she  became  more  conversant,  could 
identify  objects,  and  could  answer  simple  ques- 
tions correctly.  She  was  oriented  as  to  person 
and  place,  but  had  complete  retrograde  amnesia 
for  the  last  five  years  of  her  life.  She  was  trans- 
ferred to  the  rehabilitation  service,  where  she 
continued  to  make  steady  improvement.  One 
year  after  the  accident,  she  was  able  to  read 
fluently  and  perform  simple  calculations. 


Comment 

The  physician  charged  with  the  care  of  a 
patient  during  prolonged  coma  bears  an 
awesome  responsibility.  So  long  as  the 
possibility  of  recovery  exists,  he  must  un- 
flaggingly  continue  the  team  effort  required 
for  resuscitation  and  long-term  supportive 
therapy.  On  the  other  hand,  he  must  de- 
termine whether  the  point  of  no  return  has 
been  reached,  thereupon  to  withdraw  all 
but  simple  forms  of  therapy,  to  permit 
death  with  dignity.  For  this  he  requires 
incontrovertible  evidence  that  only  con- 
tinuation of  a heart-lung  preparation  is 
possible,  with  no  hope  of  progression  past  a 
vegetative  existence. 

Fortunately,  in  neither  case  described 
did  the  question  of  termination  of  intensive 
care  arise.  In  each  instance,  the  saving 


grace  was  the  absence  of  a bout  of  cerebral 
hypoxia  of  sufficient  magnitude  to  produce 
irreparable  brain  damage.  Others,  less 
fortunate,  have  survived  longer  without 
recovery;  for  example,  a child  of  thirteen 
was  described  still  unconscious  three  years 
after  an  anoxic  episode.1  The  crux  of  the 
situation,  then,  is  the  question  of  the  oc- 
currence of  death  of  the  brain  and  the 
accuracy  of  its  recognition.  This  agonizing 
problem  has  been  the  subject  of  intense 
study  by  members  of  the  neurological 
service  and  electroencephalographic  labora- 
tory at  the  Massachusetts  General  Hos- 
pital.2-4 In  their  considered  judgment,  a 
flat  electroencephalography  record  that  has 
persisted  for  twenty-four  hours  in  the 
presence  of  no  respiration  or  reflexes  is  in- 
controvertibly  a sign  of  brain  death,  with 
no  possible  chance  of  recovery  of  cerebral 
function  at  any  level.  In  this  situation,  the 
physician  in  charge,  alone  or  in  consultation 
with  his  colleagues,  is  justified  in  dis- 
connecting the  respirator  and  other  arti- 
ficial aids  and  pronouncing  the  patient 
dead.5  It  may  be  useful  to  enumerate  the 
guide  lines  which  are  now  official  policy  of 
the  Massachusetts  General  Hospital,  for- 
mulated in  consultation  with  the  district 
attorney  of  the  Commonwealth  of  Massa- 
chusetts, the  head  of  the  Department  of 
Legal  Medicine  at  Harvard  University,  and 
clergymen  of  the  Catholic,  Protestant,  and 
Jewish  faiths.  The  following  criteria  must 
be  rigidly  verified  before  cessation  of  resusci- 
Lative  efforts:  (1)  there  must  be  no  spon- 

taneous respiratory  effort,  (2)  there  must 
be  no  reflexes  of  any  type,  such  as  corneal, 
oculocardiac,  deep- tendon  response  to  loud 
sounds,  painful  stimulus,  or  light,  as 
determined  by  both  patient  response  and 
the  electroencephalogram;  (3)  the  electro- 
encephalogram must  be  flat,  even  with 
amplification  by  increased  gain  on  the 
apparatus;  (4)  in  decerebrate  rigidity, 
electroencephalographic  interference  may 
arise  from  reflex  electromyographic  dis- 
charges; hence  the  muscles  too  must  be 
flaccid,  without  electromyographic  activity; 
(5)  criteria  1 through  4 should  be  verified 
a second  time,  twenty-four  to  forty-eight 
hours  after  the  first  determination;  the 
situation  must  be  duplicated;  (6)  since 
severe  hypothermia  will  produce  a flat 
record  from  which  the  brain  can  recover 
completely  on  return  to  normothermia,  a 
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hypothermic  state  must  be  excluded;  (7) 
since  deep  anesthesia  will  temporarily  sup- 
press reflex  and  other  brain  activity  with 
recovery  on  elimination  of  the  anesthetic 
agent,  the  presence  of  high  concentrations 
of  barbiturates  or  other  anesthetic  agents 
must  also  be  determined  and  excluded. 

It  should  be  emphasized  that  electro- 
encephalographic  silence  is  not  the  sole 
determinant.  The  combination  of  total 
absence  of  respiratory  effort  and  total  ab- 
sence of  reflex  activity  are  also  mandatory, 
together  with  the  absence  of  a state  of 
hypothermia  or  of  poisoning  with  bar- 
biturates or  other  depressant  drugs. 

The  necessity  of  strict  insistence  on  all 
of  these  stipulations  is  verified  by  a 
recently  reported  case  of  successful  cardiac 
resuscitation  despite  prolonged  electro- 
encephalographic  silence,  apnea,  and  total 


absence  of  both  respiratory  and  reflex 
activity  on  arrival  in  the  recovery  room.6 
Three  hours  later,  limb  motion,  pupillary 
reflexes,  spontaneous  breathing,  response 
to  painful  stimuli,  and  ability  to  answer 
questions  had  all  returned. 
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Chronic  pulmonary  beryllium  disease 
is  a condition  which  can  easily  be  overlooked 
in  the  evaluation  of  a patient  with  pul- 
monary fibrosis.  Work  histories  are  often 
poorly  recorded  and  tend  to  cover  only 
the  few  years  prior  to  the  patient’s  com- 
plaints. The  diffuse  complaints  of  gradual 
weight  loss,  tightness  in  the  chest,  nonpro- 
ductive chronic  cough,  and  exertional 
dyspnea  are  seen  so  frequently  with  a 
variety  of  chronic  lung  diseases  that  specific 
causes  are  rarely  explored.  General 
ignorance  of  the  quantity  of  exposure  to 
beryllium  is  common.  Most  important  is 
the  fact  that  the  onset  of  symptoms  may 
not  occur  until  more  than  fifteen  years  after 
the  exposure.1  This  case  illustrates  such  a 
situation  and  demonstrates  the  value  of 
lung  biopsy  and  chemical  analysis  to  doc- 
ument beryllium  lung  disease. 

Case  report 

A fifty-seven-year-old  Portugese  widow 
came  to  the  Presbyterian  Hospital  in 
September,  1964,  complaining  of  four  years 


of  progressive  dyspnea.  She  was  a non- 
smoker  without  a history  of  recurrent 
pulmonary  infections.  Her  work  history 
revealed  that  from  1936  to  1945  she  worked 
in  a neon  light  factory  sealing  tubes  and 
spraying  fluorescent  coatings  into  tubes. 
She  had  no  other  history  of  toxic  exposure. 

In  1960  the  patient  noted  the  gradual  on- 
set of  a sensation  of  tightness  in  the  left 
chest.  Chest  x-ray  examination  at  another 
hospital  revealed  numerous,  small,  well- 
circumscribed  areas  of  infiltration  in  both 
lung  fields.  No  diagnosis  or  treatment  was 
given.  In  July,  1961,  she  was  admitted 
to  the  other  hospital  because  of  the  develop- 
ment of  dyspena  on  exertion.  Her  physical 
examination  was  unremarkable  as  were  her 
routine  laboratory  studies.  Chest  x-ray 
films  were  identical  with  the  process  seen  in 
1960.  She  was  discharged  with  a diagnosis 
of  pulmonary  fibrosis.  The  patient  was 
able  to  work  until  March,  1963,  when  severe 
exertional  dyspnea  forced  her  to  quit  her 
job  of  packaging  vitamins.  Over  the  next 
one  and  a half  years  she  had  a chronic 
cough  productive  of  only  small  amounts  of 
white  sputum,  anorexia,  and  severe  weight 
loss.  She  developed  severe  arthralgias  of 
the  shoulders  and  elbows.  The  onset  of 
dyspnea  at  rest  with  continual  orthopnea 
prompted  her  admission. 

Physical  examination  revealed  a thin, 
pale,  chronically  ill-appearing  white  female 
of  107  pounds.  Blood  pressure  was  140/88 
mm.  Hg,  pulse  regular  at  100  per  minute, 
temperature  99.4  F.,  and  respirations 

shallow  at  30  per  minute.  She  had  no 
cyanosis  but  did  show  minimal  clubbing. 
Pertinent  physical  findings  were  a marked 
decrease  of  chest  cage  expansion  and 
excursion  with  coarse  inspiratory  rales 
scattered  over  the  chest.  Her  heart  was 
not  enlarged,  and  there  was  neither  hepa- 
tomegaly nor  splenomegaly.  There  was 
no  objective  joint  disease. 

Laboratory  data  showed  that  her 
hemoglobin  was  15.5  Gm.  per  100  ml., 
hematocrit  38,  and  leukocyte  count  7,080 
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FIGURE  1.  Chest  showing  diffuse,  bilateral,  nodu- 
lar infiltrates  on  admission. 


per  cubic  millimeter  with  a normal  dif- 
ferential. Urinalysis  showed  a specific 
gravity  of  1.015,  pH  4.5,  and  no  protein. 
Erythrocyte  sedimentation  rate  was  78 
mm.  per  hour.  Blood  urea  nitrogen  was 
22  mg.  per  100  ml.,  serum  sodium  137 
mEq.  per  liter,  chloride  111  mEq.  per  liter, 
potassium  4.2  mEq.  per  liter,  and  total 
carbon  dioxide  19  mEq.  per  liter.  Fasting 
blood  sugar  was  110  mg.  per  100  ml., 
calcium  was  10.6  mg.  per  100  ml.,  the 
VDRL  test  gave  negative  results,  and 
alkaline  phosphatase  was  normal.  Protein 
electrophoresis  showed  albumin  4.4  Gm. 
per  100  ml.,  alpha-1  globulin  0.2  Gm.  per 
100  ml.,  alpha-2  globulin  0.8  Gm.  per  100 
ml.,  beta  globulin  0.9  Gm.  per  100  ml.,  and 
gamma  globulin  in  2.1  Gm.  per  100  ml. 
Skin  tests  for  tuberculosis,  histoplasmosis, 
coccidioidomycosis,  and  blastomycosis  all 
gave  negative  results.  A Kveim  test  for 
sarcoid  gave  negative  results.  Sputum 
examination  for  bacteria  and  Myco- 
bacterium revealed  only  normal  flora. 
The  electrocardiogram  showed  a normal 
sinus  rhythm  and  left  axis  deviation. 
Arterial  blood  studies  showed  a pH  7.35, 
carbon  dioxide  tension  37.9  mm.  Hg, 
oxygen  content  15.6  volumes  per  cent, 
oxygen  capacity  17.8  volumes,  and  hemo- 


TABLE  I.  Pulmonary  function  studies 


Study 

October 
2,  1964 

January 
29,  1965 

Vital  capacity  (ml.) 

1,367 

1,648 

Predicted  (per  cent) 

53 

63 

Total  lung  capacity  (ml.) 

2,157 

2,412 

Residual  volume  (ml.) 

790 

858 

Minute  ventilation  (liters 
per  minute  per  square 
meter) 

5.5 

4.86 

intrapulmonary  mixing 
(7  per  cent  nitrogen) 

1.4 

0.8 

Pulmonary  compliance 
(liters  per  centimeter 
of  water) 

0.03 

0.038 

Pulmonary  resistance 
(centimeters  water  per 
liter  per  second) 
Inspiratory 

1.3 

1.4 

Expiratory 

5.4 

5 

Maximum  breathing 
capacity  (liters  per 
minute  per  square 
meter) 

81 

78 

Diffusion  of  carbon  mon- 
oxide (milliliters  per 
minute  per  milliliters 
Hg) 

2 

3 

Oxygen  saturation  (per 
cent) 

Rest 

90 

95 

Exercise 

83 

89 

Carbon  dioxide  tension 
(per  cent  milliliters  Hg) 
Rest 

37.9 

36.7 

Exercise 

32 

30 

Dyspnea 

+ + + + 

zfc 

globin  saturation  87  per  cent.  X-ray  films 
of  the  lungs  revealed  that  there  were  diffuse, 
bilateral,  reticular,  nodular  infiltrates  with 
occasional  conglomeration  (Fig.  1).  There 
was  neither  cardiomegaly  nor  hilar  ade- 
nopathy. Complete  respiratory  evalua- 
tion was  performed  on  October  2,  1964 
(Table  I).  Since  it  was  felt  that  the  correct 
diagnosis  could  only  be  achieved  by  lung 
biopsy,  the  patient  had  an  exploratory 
thoracotomy  and  biopsy  of  the  right  lung 
on  October  9.  The  lungs  were  found  to  be 
firm  and  leathery  with  granulomas  of  0.1 
to  0.4-cm.  size  scattered  over  the  entire 
lung. 

Pathology  showed  a diffuse  infiltration 
of  the  interstitial  tissue  with  lymphocytes 
and  histiocytes  together  with  well-formed 
epithelioid  cell  granulomas  and  giant  cells 
(Fig.  2).  Calcifications  of  both  psammoma 
and  Schaumann  types  were  present.  Histo- 
chemical  analysis  of  the  granulomas  re- 
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FIGURE  3.  Chest  x-ray  after  one  year  of  steroid 
therapy.  Improvement  minimal. 


FIGURE  2.  Several  large  granulomas  in  lung  with 
giant  cells.  Diffuse  interstitial  infiltration  and  cal- 
cifications of  Schaumann  type  (hematoxylin  and 
eosin  stain  X260). 


initial  films  shows  that  there  is  less  con- 
glomeration of  the  infiltrates,  but  the 
diffuse,  reticular  infiltration  persists  (Fig. 
3). 


vealed  iron  and  calcium.  Analysis  of  the 
lung  for  beryllium  by  Harriet  Hardy, 
M.D.,  of  the  Beryllium  Registry,*  re 
vealed  0.64  micrograms  per  gram  of  lung 
tissue.  Analysis  of  the  urine  did  not  show 
beryllium. 

The  patient’s  postoperative  course  was 
uneventful,  and  on  October  21  she  was 
begun  on  prednisone  at  45  mg.  per  day. 
She  showed  remarkable  symptomatic  im- 
provement with  20-pound  weight  gain,  loss 
of  chest  pain,  and  disappearance  of  exer- 
tional dyspnea.  She  was  discharged  for 
outpatient  follow  care  and  has  been  main- 
tained on  20  mg.  per  day  of  prednisone. 
Her  erythrocyte  sedimentation  rate  has 
fallen  to  32  mm.  per  hour,  and  the  serum 
gamma  globulin  is  1.3  Gm.  per  100  ml. 
Follow-up  pulmonary  function  studies  four 
months  after  the  first  set  show  significant 
improvement  in  her  arterial  oxygen  satura- 
tion, lung  volumes  and  mechanics,  and  a 
state  of  general  well-being  (Table  I). 
Chest  x-ray  film  taken  one  year  after  her 

* Beryllium  Registry,  Massachusetts  Institute  of  Tech- 
nology, Boston,  Massachusetts. 


Comment 

It  is  important  to  realize  that  there  is  no 
typical  clinical  pattern  to  chronic  beryllium 
disease.  Only  a careful  work  history  will 
suggest  it.  Knowledge  of  the  course 
of  chonic  beryllium  lung  disease  has 
been  accumulated  over  the  past  twenty 
years,  and  its  descriptions  continue  to 
undergo  modification.  Several  points  are 
worthy  of  comment.  The  insidious 
dyspnea  and  sensation  of  chest  tightness 
are  frequent.  Joint  symptoms,  although 
more  frequent  in  sarcoidosis,  are  common 
in  beryllium  lung  disease  and  can  mislead 
the  physician. 

Although  half  of  the  cases  collected  for 
the  Beryllium  Registry  developed  symp- 
toms and  signs  while  on  the  job,  5 per  cent 
had  a “latent  period”  of  more  than  ten 
years.2  The  amount  of  exposure  may 
have  been  quite  small  and  for  a short 
period.  Israel  and  Cooper3  reported  2 
cases  of  beryllium  lung  disease  whose  con- 
tact for  four  months  was  with  material  of 
less  than  2 per  cent  beryllium  content. 
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Since  the  radiologic  picture  is  compatible 
with  a wide  variety  of  diseases  which  cause 
similar  pulmonary  insufficiency  such 
as  asbestosis,  silicosis,  and  sarcoid,  it  is 
essential  that  tissue  be  analyzed  histologi- 
cally and  chemically.  Although  the  com- 
bination of  noncaseating  granulomatosis, 
chronic  inflammatory  infiltration,  and  fre- 
quent inclusion  body  formation  within 
giant  cells  has  been  seen  in  every  case  of 
chronic  beryllium  disease,  this  triad  cannot 
be  considered  diagnostic.  Freiman4  has 
felt  that  the  interstitial  inflammatory  re- 
action can  help  differentiate  this  disease 
from  sarcoid.  But  the  ultimate  diagnosis 
rests  on  the  beryllium  assay.6  Cholak6 
performed  beryllium  assays  on  the  lungs  of 
70  routine  autopsy  cases.  The  average 
beryllium  content  was  0.33  micrograms  per 
100  Gm.  of  lung  tissue  with  a range  of  0 
to  1.98  micrograms  per  100  Gm.  of  lung 
tissue.  The  level  of  64  micrograms  per  100 
Gm.  of  lung  tissue  in  this  case  is  clearly 
in  excess  of  that  normally  found. 

The  pulmonary  function  findings  in  this 
patient  are  characteristic  of  the  disease 
(Table  I).  Vital  capacity,  inspiratory 
reserve  volume,  total  lung  capacity,  com- 
pliance, and  oxygen  saturation  are  de- 
creased. The  degree  of  impairment  in  each 
case  varies  with  the  stage  of  the  illness. 
The  major  attention  has  been  focused  on 
the  decreased  oxygen  diffusion.  The  inter- 
stitial infiltration  is  probably  very  signifi- 
cant in  this  regard,  but  this  process  causes 
a marked  stiffening  of  the  lung,  and  the 
lack  of  compliance  should  not  be  over- 
looked. 

Ferris7  investigated  several  patients  who 
had  been  treated  with  steroids  for  a number 
of  years.  He  was  unable  to  show  any 
significant  improvement  in  the  oxygen  dif- 
fusion. He  postulated  that  the  steroids 
prevented  further  inflammatory  changes 
but  failed  to  affect  the  old  fibrosis. 


Although  there  is  little  objective  im- 
provement during  steroid  therapy,  the 
subjective  changes  are  remarkable.  This 
patient  went  from  a state  of  dyspnea  on  the 
least  exertion  to  essentially  normal  activity. 
Chest  pain  disappears  and  appetite  returns. 
This  is  the  rule  in  these  patients.  The 
present  plan  of  therapy  is  to  maintain 
steroid  therapy  indefinitely.  The  ultimate 
prognosis  is  poor  with  frequent  pneu- 
mothoraces and  eventual  cor  pulmonale. 
How  steroid  therapy  has  altered  this  is  not 
yet  settled.  Carcinoma  of  the  lung  and 
tuberculosis  remain  rare  complications  in 
beryllium  lung  disease. 

Summary 

A case  of  chronic  pulmonary  beryllium 
disease  is  presented.  The  extremely  long 
latent  period  for  appearance  of  symptoms 
is  noted.  Pulmonary  function  studies  of 
this  patient  and  the  response  to  steroids  are 
discussed. 
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One  of  the  controversial  issues  in  the 
field  of  mass  media  is  the  effect  of  pro- 
gramming on  psychologically  vulnerable 
members  of  the  audience.  The  panic 
created  by  the  Orson  Welles’  radio  produc- 
tion of  “War  of  the  Worlds”  is  well  known. 
More  recently,  attention  has  been  focused 
by  educators,  physicians,  and  members 
of  government  on  the  role  of  television  in 
promulgating  delinquency  and  crime  by 
exposing  young  or  immature  minds  to 
scenes  of  unmitigated  violence. 

Within  the  past  few  years,  several  tele- 
vision dramatic  series  have  attempted  to 
portray  the  psychiatrist,  his  patient,  and 
the  vicissitudes  of  therapy.  Whatever  the 
artistic  merits  of  these  shows,  they  have 
presented  the  whole  gamut  of  psychopa- 
thology to  a huge  audience  with  widely 
varying  degrees  of  sophistication.  It  is  in- 
evitable that  emotionally  troubled  in- 
dividuals should  be  among  the  viewing 
public;  if  sufficiently  sensitive,  the  con- 
tent of  what  they  view  on  television  may 
easily  be  woven  into  the  fabric  of  illness. 
This  report  records  one  such  case. 

Case  report 

A twenty-two-year-old  married  white 
female  was  seen  for  nearly  a year  in  out- 
patient psychotherapy.  The  history,  psy- 
chiatric examination,  and  psychologic  test- 
ing were  compatible  with  an  hysterical 
psychoneurosis,  with  marked  elements  of 
immaturity  and  masochistic  features.  Al- 
though absolutely  no  evidence  of  psychosis 
could  be  documented,  her  course  was 
extraordinarily  stormy.  She  made  five 
abortive  suicide  attempts  and  suffered 
one  attack  of  hysterical  paralysis  of  the 
lower  extremities.  She  persistently  de- 
manded hospitalization,  which,  after  the 


initial  inpatient  evaluation,  was  not  deemed 
indicated. 

One  evening  the  patient  and  her  husband 
viewed  a television  drama  which  told  the 
story  of  a young  man  who  frequently 
changed  jobs  and  assumed  a different 
identity  with  each  change.  He  eventually 
took  a position  at  a mental  hospital  where, 
after  stressful  interaction  with  staff  mem- 
bers and  an  autistic  female  patient,  he 
suffered  an  acute  psychotic  episode  mani- 
fested by  mutism,  posturing,  and  some 
catatonic  features,  all  graphically  depicted. 
His  recovery  was  rapid. 

Following  this  program,  the  patient 
herself  suddenly  became  mute  and  im- 
mobile. Her  husband  carried  her  to  bed, 
and  she  promptly  fell  asleep.  The  next 
morning,  she  still  refused  to  talk  and  was 
brought  to  the  clinic  on  an  emergency  basis. 

She  was  able  to  walk  into  the  office 
but,  once  inside,  refused  to  answer  ques- 
tions. She  sat  staring  fixedly  in  front  of 
her.  She  showed  a degree  of  “waxy 
flexibility,”  but  was  not  able  to  maintain 
her  limbs  in  a fixed  position  for  more  than 
a very  short  period  of  time.  There  was 
emotional  play  about  the  eyes,  which 
moved  furtively,  following  the  examiner. 

It  was  strongly  suggested  that  she  could 
and  would  recover  very  quickly  from  this 
condition.  On  the  basis  of  previous  work 
with  her,  the  therapist  stated  that  her 
sudden  assumption  of  the  mask  of  in- 
sanity was  but  one  more  method  of  forcing 
her  passive,  ungiving  husband  to  take  care 
of  her.  Her  wish  to  manipulate  the 
psychiatrist  into  admitting  her  into  the 
hospital  was  pointed  out.  Instantly,  her 
face  became  suffused  with  fury,  and  she 
rushed  from  the  room.  Within  a few 
hours,  she  regained  both  speech  and  com- 
posure. At  the  next  session,  she  con- 
firmed the  therapist’s  interpretations. 

This  woman  was  markedly  in  conflict 
over  questions  of  identity  and  role.  Since 
childhood,  she  had  consciously  “play- 
acted” emotions  she  did  not  feel  in  re- 
lationship to  both  her  parents.  Her  iden- 
tification with  the  chronic  impostor  whose 
breakdown  she  had  mimed  so  well  was  by 
no  means  surprising,  viewed  in  the  light 
of  the  past  history. 

Eastchester  Road  and 
Morris  Park  Avenue 
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Complications  From 
Use  of  Surgical  Mesh 
in  Repair  of  Hernias 


mesh,  and  even  recurrence  of  the  hernia 
itself. 

The  basic  problem  with  surgical  mesh 
seems  to  be  that  it  acts  as  a foreign  body 
since  no  mesh  is  truly  and  completely  inert. 
Frequently,  tissue  fluids  accumulate  around 
the  mesh  providing  a perfect  nidus  for  the 
lodging  and  multiplication  of  bacteria.  All 
too  often  this  leads  to  chronic  infection  with 
draining  sinuses  which  are  both  debilitating 
to  the  patient  and  are  a constant  source  of 
discomfort.  The  following  3 cases  serve 
to  emphasize  the  complications  that  can 
arise  following  and  due  to  the  use  of 
surgical  mesh  in  hernia  repairs. 
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|t  has  been  reported  that  surgical  mesh 
is  now  commonly  used  in  the  repair  of 
hernias. 1 The  author  concluded  that  mesh 
was  used  in  10  per  cent  of  all  the  hernia 
repairs  in  his  analysis,  or  that  annually,  in 
the  United  States,  over  35,000  hernias 
were  repaired  using  mesh.  Other  reports 
even  state  that  most  recurrent  hernias  are 
repaired  best  with  surgical  mesh,2  although 
it  is  recognized  that  complications  from 
its  use  are  not  uncommon.3  These  com- 
plications include  chronic  draining  sinuses, 
extrusion,  fragmentation,  migration  of  the 


Case  reports 

Case  1.  A white  female  aged  fifty- 
three  had  undergone  a gastrectomy  at 
another  hospital  four  years  ago.  Wound 
disruption  occured  postoperatively,  and  a 
few  months  later  a ventral  hernia  was 
repaired  using  tantalum  wire  mesh.  The 
wound  became  infected,  and  chronic, 
multiple,  draining  sinuses  developed.  Ex- 
amination here  revealed  a well-developed 
rather  obese  female.  There  were  multiple 
draining  sinuses  on  the  abdominal  wall  at 
the  level  of  the  umbilicus.  There  was  a 
large  central  ulceration  in  the  bottom  of 
which  the  wire  mesh  could  be  palpated 
(Fig.  1A).  The  patient  was  febrile.  Lab- 
oratory examination  revealed  a hemo- 
globin of  9.3  Gm.  per  100  ml.  The  white 
blood  count  was  12,100,  and  increase  in 
band  forms  was  observed.  Culture  of  the 
purulent  exudate  revealed  a mixed  flora  of 
Staphylococcus  albus,  Corynebacterium, 


FIGURE  1.  Case  1.  (A)  Multiple  sinuses  following  use  of  tantalum  wire  mesh.  Large  central  ulceration  at 
umbilicus  and  mesh  exposed  in  its  bottom.  (B)  Specimen  following  excision  of  sinus  tracts  and  tantalum 
mesh. 
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(A)  Huge  left  inguinal  hernia  with  ulcerations  and  infection  over  Nylon  mesh.  (B) 


FIGURE  2.  Case  2. 
Lateral  view. 


Fusiformis,  and  microaerophilic  strepto- 
cocci. 

At  operation,  the  skin  including  all  the 
draining  sinuses  was  excised,  as  was  the 
tantalum  wire  mesh  (Fig.  IB). 

The  patient  did  well  postoperatively, 
and  her  temperature  and  white  blood  count 
became  normal.  The  wound  healed  by 
first  intention.  For  the  past  five  years  the 
wound  has  remained  healed  without  evi- 
dence of  hernia. 

Case  2.  A white  male,  sixty-three  years 
old,  had  undergone  three  repairs  of  a left 
inguinal  hernia  prior  to  admission  to  this 
hospital.  At  the  last  operation,  about  six 
months  prior  to  admission,  Nylon  mesh 
was  used  in  the  repair  because  the  tissues 
were  deemed  too  weak  and  insufficient  for 
repair.  Following  this  procedure,  the  her- 
nia recurred  and  the  skin  broke  down  over 
the  mesh  (Fig.  2).  During  his  first  admis- 
sion here,  the  infected  mesh  was  removed 
and  skin  grafts  were  placed  on  the  ulcerat- 
ing areas  which  then  healed. 

Examination  on  the  second  admission 
revealed  a rotund,  florid-looking  man 
with  a massive  left  inguinal  hernia 
covered  by  thin  but  intact  skin  (Fig.  3A). 

A right  bundle-branch  block  was  discovered 
by  electrocardiography.  The  hernia  was 
irreducible,  and  it  was  questionable  whether 
or  not  room  could  be  found  in  the  ab- 
dominal cavity  for  its  contents. 

The  patient  was  placed  on  a low-residue 
diet  and  his  large  bowel  cleaned  by  enemas 
and  oral  sulfonamide  drugs.  A nasogastric 
tube  was  inserted  and  decompression  started 
the  night  before  surgery. 
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The  hernia  was  approached  through  a 
right  paramesial  incision.  It  was  thought 
that  the  greater  omentum  or  bowel  might 
be  resected  to  allow  reduction  and  replace- 
ment of  its  contents.  The  hernia  was 
found  to  contain  the  small  bowel  and  the 
cecum.  The  bowel  was  dissected  from  the 
overlying  skin  and  the  hernia  reduced. 
The  defect  reached  from  the  internal 
inguinal  ring  to  beyond  the  pubic  tubercle, 
but  the  inguinal  ligament  was  intact. 
The  upper  margin  of  the  defect  had  some 
good  tissues  including  transversalis  fascia 
and  oblique  muscles.  Repair  was  carried 
out  in  one  layer,  and  zero  silk  was  used  to 
bring  the  upper  margin  of  the  hernia  down 
to  the  inguinal  ligament,  Cooper’s  liga- 
ment, and  the  pubic  tubercle.  This 
afforded  a strong  closure.  Resection  of 
the  omentum  or  bowel  was  unnecessary, 
and  the  paramesial  incision  was  closed  in 
layers  using  silk  sutures  reinforced  by 
through-and-through  stay  sutures  of  silver 
wire.  The  patient  did  well  postoperatively 
and  three  years  later  had  no  evidence  of  a 
recurrence  (Fig.  3B). 

Case  3.  A white  male,  forty-two  years 
old,  was  admitted  here  with  a history  of 
having  had  a cholecystectomy  three  years 
previously  which  had  been  performed 
through  a right  paramesial  incision.  Three 
weeks  later  a hernia  developed,  and  a year 
later  a hernia  repair  was  done.  One  week 
following  the  repair  a recurrence  was  noted, 
and  a year  later  a second  repair  was 
carried  out.  Some  material  drained  from 
the  wound  following  this  operation,  and  six 
weeks  later  the  hernia  recurred.  Three 


FIGURE  3.  Case  2.  Inguinal  hernia.  (A)  Follow- 
ing removal  of  mesh  and  skin  grafting.  (B)  One 
and  a half  years  after  abdominal  repair. 


months  before  admission  here,  a third 
repair  was  done.  Marlex  mesh  was  used 
in  the  last  two  repairs.  The  patient  had  a 
complicated  course  with  fever,  sloughing 
of  the  wound,  and  infection,  whereon  he 
was  transferred  to  The  New  York  Hospital. 

On  admission,  the  patient  was  afebrile. 
Large  dressings  covered  the  abdomen,  and 
when  they  were  removed  a huge  ulcerating 
ventral  hernia  was  visible  (Fig.  4).  At 
the  periphery  were  multiple  draining  si- 
nuses. Cultures  of  the  wound  revealed 
hemolytic  Staphylococcus  aureus  resistant 
to  penicillin,  streptomycin,  erythromycin, 
and  tetracycline,  but  moderately  sensitive 
to  chloramphenicol,  novobiocin,  and  so- 
dium methicillin  (Staphcillin).  The  sinuses 
were  deep,  and  injection  with  contrast 

(material  showed  that  the  tracts  about  the 
wound  were  nearly  confluent.  Remnants 
of  surgical  mesh  were  visible  in  the  wound 
(Fig.  5A). 

The  wound  was  cleaned,  but  subsequent 


FIGURE  4.  Case  3.  Ulcerating  ventral  hernia. 
(A)  Following  Marlex  mesh  repair.  (B)  Multiple 
sinus  tracts  at  periphery  of  defect. 


attempts  at  skin  graft  failed  because  of 
drainage  from  the  fistulas.  After  suitable 
preparation,  a surgical  correction  was 
carried  out.  Initially  it  had  been  hoped  it 
would  be  possible  to  unroof  the  sinus  tracts 
and  remove  the  foreign  material  as  a first 
step  later  to  be  followed  by  skin  grafting 
and  repair  of  the  hernia,  but  this  was  not 
possible.  As  the  sinus  tracts  were  opened 
and  the  first  parts  of  mesh  removed,  the 
abdominal  cavity  was  found  to  be  open. 
The  ulcerated  area  was  only  a thin  layer  of 
granulating  tissue  covering  peritoneum  and 
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FIGURE  5.  Case  3.  (A)  Roentgenogram  following 
injection  of  contrast  material  into  sinus  tracts. 
Main  openings  outlined  in  ink.  (B)  Postoperative 
picture  nine  months  later. 

bowel,  and  primary  repair  of  the  defect 
became  necessary.  The  ulcerated  area 
and  the  sinus  tracts  were  excised,  A huge 
defect  was  left  in  the  abdominal  wall,  but 
it  was  possible  to  close  it  obliquely,  al- 
though the  margins  were  under  some  ten- 
sion and  only  slightly  overlapped.  Num- 
ber 28  stainless  steel  wire  was  used  for 
suture  material  because  gross  infection  was 
present.  The  skin  was  closed,  although  it 
too  was  under  tension,  and  multiple 
drains  were  placed  through  separate  stab 
wounds. 

There  was  slight  loss  of  skin  postopera- 


tively  and  a short  episode  of  fever  which 
was  controlled  by  chloramphenicol.  The 
patient  left  the  hospital  two  weeks  after 
surgery  and  is  now,  five  years  later,  gain- 
fully employed  as  a taxicab  driver.  The 
hernia  has  not  recurred,  but  one  small 
sinus  tract  has  persisted  in  the  epigastrium 
and  occasionally  drains  purulent  material 
(Fig.  5B). 

Comment 

The  3 cases  reported  here  show  some  of 
the  grave  complications  associated  with 
and  sometimes  caused  by  the  use  of  surgical 
mesh. 

The  repair  of  massive  recurrent  hernias 
is  often  difficult  and  may  tax  the  surgeon’s 
ingenuity  as  few  other  problems  do.  It  is 
therefore  only  logical  to  strive  for  the 
development  of  inert  material  that  can  be 
used  to  supplement  the  body’s  own  tissues. 

Unquestionably  there  are  situations 
where  repair  of  massive  hernias  may  be 
impossible  without  resorting  to  the  use  of 
surgical  mesh. 

It  should  be  remembered,  however,  that 
such  situations  are  rare  and  that  the  truly 
inert  surgical  mesh  which  allows  incorpora- 
tion into  the  body’s  own  tissues  has  not 
yet  been  developed. 

Considering  the  serious  problems  that 
may  arise  from  the  use  of  surgical  mesh  as 
illustrated  here,  it  should  be  emphasized 
that  its  use  is  limited  and  that  it  should  not 
be  used  until  other  conventional  and  time- 
tested  methods  have  been  exhausted. 

Summary 

Three  examples  of  grave  complications 
following  the  use  of  surgical  mesh  are  pre- 
sented. 

The  use  of  surgical  mesh  should  be  dis- 
couraged except  in  exceptional  circum- 
stances because  of  potential  serious  con- 
sequences. 
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I have  chosen  Robert  Boyle  as  the  subject 
of  this  presentation  since  I have  for  many 
years  considered  him  the  father  of  modern 
space  medicine  (Fig.  1).  Let  us  retrace  our 
steps  to  the  seventeenth  century  (Fig.  2). 

In  that  era,  the  rising  importance  of  com- 
munications and  the  growing  influence  of 
men  who  had  gained  a living  from  com- 
merce and  industry  were  intimately  con- 
nected with  the  birth  of  a new  aristocracy,  as 
against  the  old  elite  who  simply  lived  by 
owning  land.  Thus,  it  became  evident  that 
the  thousand-year-old  teachings  of  Aris- 
totle, which  were  based  primarily  without 
the  aid  of  instruments  on  observations  and 
on  reason  as  deduced  from  the  validity  of 
sense  evidence  which  Aristotle  himself  ques- 
tioned, were  bound  to  be  re-examined. 
This  took  place  with  the  reawakening  of 

Presented  at  the  159th  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  Session  on 
History  of  Medicine,  February  15,  1965. 

* This  report  was  also  delivered  at  the  Mayo  Clinic, 
Rochester,  Minnesota,  during  the  39th  Annual  Meeting  of 
the  American  Association  of  the  History  of  Medicine,  May  11 
to  14,  1966. 


FIGURE  1.  Robert  Boyle,  photograph  from  por- 
trait by  J.  Kerseboon. 


Europe  from  the  Dark  Ages  and  barbarism 
and  especially  in  the  seventeenth  century 
with  the  introduction  of  the  experimental 
method  by  Francis  Bacon  (1561  to  1626). 
Meanwhile,  the  progressive  spirit  of  Leo- 
nardo da  Vinci  (1452  to  1519),  who  seemed 
to  follow  Aristotle  at  great  length,  had 
hovered  over  Europe  for  a hundred  years 
before  Bacon,  as  is  borne  out  in  his  state- 
ment: “There  is  no  effect  in  nature  with- 
out a reason:  understand  the  reason,  and 

you  do  not  need  experiment.”1 

The  seventeenth  century  produced  re- 
markable investigators  such  as  Descartes, 
Gilbert,  Galileo,  Guericke,  Hooke,  Huy- 
gens, Harvey,  Pascal,  Kepler,  Brahe,  Torri- 
celli, Gassendi,  Leeuwenhoek,  and  Boyle. 
These  ushered  in  the  era  of  modern  scien- 
tific inquiry  through  the  discovery,  develop- 
ment, or  refinement  of  more  accurate  and 
sensitive  measuring  instruments.  This 
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FIGURE  2.  Frontspiece  of  Robert  Boyle’s  all-im- 
portant contribution  to  knowledge  of  man.  One  of 
three  monographs  in  field  of  vacuum,  it  represents 
collection  of  50  experiments  in  text  of  234  pages 
and  8 beautifully  illustrated  plates.  His  interest  in 
effects  of  absence  of  air  on  animate  as  well  as 
inanimate  matter  laid  first  practical  post-Aristo- 
telian foundation  for  study  of  space  medicine  and 
space  science.  This  work  concluded  March  24, 1667. 


magnificent  era  conveys  a Janus-like  image, 
half  magical  and  scientific  and  half  credu- 
lous and  skeptical,  one  face  looking  back  to 
mildewed  legacies  born  out  of  ignorance, 
mysticism,  superstition,  and  fear  with  the 
other  looking  forward  beyond  Isaac  New- 
ton, John  Locke,  and  Francis  Bacon  to  an 
early  dawn  of  the  understanding  of  man,  the 
universe,  and  man’s  place  in  that  universe. 
The  small  community  of  truth-seeking  in- 
quisitive individuals  spearheaded  research 
in  all  fields  of  the  natural  and  physical 
sciences.  The  snobbery  that  the  ancient 
natural  philosophers  held  for  the  craftsman 
and  his  practical  devices  was  becoming  a 
thing  of  the  past.  Among  the  many  refined 
instruments  that  the  seventeenth  century 
produced  could  be  counted  the  thermom- 
eter, microscope,  telescope,  barometer, 
pendulum  clock,  and  last  but  not  least,  the 
air  pump. 

The  air  pump  was  a variation  of  the  water 
pump  first  used  by  the  Persians  in  the  tenth 
century  A.D.  It  filled  a social  necessity 
during  the  rapid  industrial  growth  of  the 
sixteenth  century  when  the  ever-deepening 


FIGURE  3.  (Fig.  1)  “About  the  greatest  height  to 
which  Water  can  be  raised  by  Attraction  or  Sucking 
Pumps”. ..“The  height  of  the  water  ought  to  have 
been  34  foot  and  two  inches,  which  is  about  8 inches 
greater  than  we  found  it.”  In  reality,  Boyle’s 
measurements  only  6.32  inches  short  of  true  baro- 
metric pressure  using  water.  His  calculations 
based  on  14:1  instead  of  13.6:1,  the  weight  ratio  of 
Hg  to  water.  (Fig.  2)  “Wherein  is  proposed  a way 
of  making  Barometers,  that  may  be  transported 
even  to  distant  countries.”  (Fig.  3)  “Shewing  that 
an  Oblique  pressure  of  Atmosphere  may  suffice  to 
keep  up  the  Mercury  at  the  wanted  height  in  the 
Torricellian  Experiment,  and  that  the  Spring  of  a 
little  included  Air  may  do  the  same.  (Fig.  4 same 
as  Fig.  3). 


and  expanding  mines  were  being  flooded  by 
water  that  required  removal  (Figs.  3,  4,  and 
5).  Thus,  the  progenitor  of  today’s  space 
simulators,  some  capable  of  high  vacuum  up 
to  10 _18  Torr,  were  the  Magdeburg  hemi- 
spheres (von  Guericke,  1656),  wherein  a 
vacuum  was  created  by  means  of  a crude  air 
pump.  Boyle’s  “pneumatic  pump”  that 
evolved  later  into  the  more  efficient  “second 
engine”  was  built  for  him  by  Robert 
Hooke,  that  famous  scientist  and  natural 
philosopher  known  also  as  an  ingenious  in- 
ventor of  mechanical  instruments.  Both 
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FIGURE  4.  (Fig.  1)  “About  the  raising  of  Mercury 
to  a great  height  (27  inches)  in  an  open  tube,  by  the 
spring  of  a little  included  air.”  (Fig.  2)  "Shewing, 
that  Mercury  will,  in  Tubes,  be  raised  by  Suction  no 
heigher  than  the  weight  of  the  Atmosphere  is  able 
to  impel  it.”  (Fig.  3)  "About  the  different  Heights 
whereto  the  Liquors  (left,  tube  of  water,  42  inches; 
right,  tube  of  mercury,  3 inches)  will  be  elevated  by 
Suction,  according  to  their  several  Specifick  Gravi- 
ties.” (Fig.  4)  "About  the  making  of  Mercurial, 
and  other  Gages,  whereby  to  estimate  how  the 
Receiver  is  exhausted.” 

pumps  were  used  in  all  his  physical  and  bio- 
medical experiments  (Fig.  6). 

Before  going  into  Boyle’s  contributions 
relative  to  space  medicine,  a few  general 
and  pertinent  remarks  about  this  great  man 
seem  to  be  in  order. 

Biographic  data 

Robert  Boyle,  1627  to  1691,  was  the 
fourteenth  child  and  the  seventh  son  of 
Richard  Boyle,  first  Earl  of  York,  who 
acquired  for  a small  sum  Walter  Raleigh’s 
large  but  mismanaged  holdings  when  the 
family  moved  into  Ireland  in  1604.  It  was 
seen  to  it  that  Robert  had  excellent  private 
tutelage  from  childhood  on.  He  had  a 
distinct  inclination  toward  natural  philoso- 
phy, while  his  scientific  approach  had  a 


FIGURE  5.  (Fig.  1)  "About  a new  Hydraulo-pneu- 
matical  Fountain,  made  by  the  Spring  of  uncom- 
press’d Air"  (Water).  (Fig.  2)  Same  experiment  us- 
ing quicksilver.  (Fig.  3)  "About  the  production  of 
Heat  by  Attrition  in  the  Exhausted  Receiver,”  (fric- 
tion of  emory  between  brass  surfaces  under  pres- 
sure and  motion).  (Fig.  4)  "About  the  disjoining  of 
two  Marbles,  (not  otherwise  to  be  pulled  asunder 
without  a great  weight)  by  withdrawing  the  pres- 
sure of  the  Air  from  them.”  (Top  Fig.  2 in  illus- 
tration should  be  Fig.  3). 

purely  religious  motive.  This  is  best  borne 
out  in  a letter  written  at  the  age  of  twenty- 
three  to  an  older  sister,  Katherine,  Lady 
Ranelagh,  who  was  his  friend  and  advisor 
while  sharing  with  interest  his  intellectual 
and  scientific  accomplishments.  He  writes: 
“.  . . of  the  theological  use  of  natural  philos- 
ophy, endeavoring  to  make  the  contempla- 
tion of  the  creatures  contributing  to  the  in- 
struction of  the  prince  and  to  the  glory  of 
the  author  of  them.”2 

He  was  chemist,  pharmacologist,  physi- 
cist, linguist,  scholar,  and  last  but  not  least, 
physician — Medicinae  Doctor,  honoris 

causa,  Oxford,  1665.  Of  all  the  seven- 
teenth century  scientists,  he  was  the  most 
prolific  writer.  To  his  credit  are  54  books 
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FIGURE  6.  Pneumatic  engine.  (A)  Boyle's  first,  1660,  engine  with  working  parts,  showing  diverse  “re- 
ceivers” or  glass  jars  in  which  objects  placed  as  air  pumped  out  by  turning  crank  that  created  vacuum 
by  repeated  downward  movements  of  tight-fitting  metallic  piston  when  stopcock  opened.  This  device 
very  cumbersome.  (B)  Second  improvement  by  Robert  Hooke,  1669,  that  Boyle  used  in  continuation  of  his 
experiments.  Illustrated  parts  much  simpler.  Suction  created  upward  instead  of  downward  as  in  first 
machine.  Iron  plate  introduced  that  served  as  base  for  “receiver."  Mixture  of  beeswax  and  tur- 
pentine applied  at  base  of  glass  jar  to  prevent  seepage  of  air.  Both  pumps  used  by  Boyle  in  his  physi- 
cal and  biomedical  experiments  (see  Figure  3 for  assembled  pump). 


self-authored,  35  papers,  contributions  to 
the  Philosophical  Transactions  of  the  Royal 
Society,  4 presentations  to  other  works,  and 
finally,  three  books  which  appeared  post- 
humously. 

Robert  Boyle’s  works  covered  a large 
range  of  topics,  such  as:  Reflection  Upon 

the  Eating  of  Oysters,  The  Duty  of  a Mother  to 
Nurse  her  Own  Child,  Free  Discourse  Against 
Customary  Swearing  and  a Dissuasive  From 
Cursing,  and  An  Attempt  to  Produce  Living 
Creatures  in  Vacuo  Boyliano. 

His  farsighted  father,  Richard,  saw  to  it 
that  his  private  tutoring  included  a five- 
year  study  and  sojourn  on  the  Continent  at 
a time  when  the  new  teachings  of  Galileo 
Galilei  had  not  yet  found  acceptance  over 
Ptolemy,  and  William  Harvey’s  explana- 
tion of  the  circulation  of  the  blood  had  not 


been  fully  appreciated.  This  was  an  era 
when  classical  authors  were  not  only  ac- 
cepted as  authorities,  but  also  as  men  whose 
writings  might  not  even  be  subjected  to 
questioning.  A teaching  manual  during 
Boyle’s  time  read,  “The  teacher  is  not  to 
permit  any  novel  opinions  or  discussions  to 
be  put  forward:  nor  to  cite  or  allow  others 

to  cite  the  opinions  of  an  author  not  of 
known  repute,”2  an  apparent  leftover  from 
“An  Act  for  Abolishing  Diversity  of  Opin- 
ion,” decreed  by  Henry  VIII,  1491  to  1547, 
which  can  be  found  to  this  day  in  musty 
legal  archives. 

Robert  Boyle’s  strong  theistic  attitude 
toward  science  was  influenced  by  two  dis- 
tinct experiences  in  his  early  teens.  One, 
in  being  snatched  by  a friend  from  drowning 
before  an  unsuccessful  attempt  to  cross  a 
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swollen  brook  by  coach  near  his  home  in 
Ireland  and  the  other,  the  psychic  effect  of 
a severe  thunderstorm  in  Geneva.  Thus, 
piety  in  the  service  of  God  became  the 
guiding  principle  in  his  work  as  a scientist. 
There  were  also  two  occasions  when  the  lure 
of  suicide  came  over  him. 

He  turned  down  the  presidency  of  the 
Royal  Society  since  his  conscience  pre- 
vented him  from  taking  an  oath.  Robert 
Boyle  who  was  an  Eton  alumnus  bypassed 
university  training  in  preference  to  ex- 
tended private  tutoring.  Boyle  always  re- 
ferred to  scholars  of  his  day  as  “mere  gown- 
men,”  and  openly  expressed  his  thankful- 
ness that  he  had  not  been  one  of  their  com- 
pany. 

Boyle’s  affirmation  by  experiments  that 
gold  can  be  degraded  or  transmuted  into 
silver  was  unconvincing  to  Newton1;  how- 
ever, he  did  succeed  in  1689  in  having  an 
“Act  of  Henry  IV,”  1376  to  1413,  amended, 
which  had  made  it  a felony  for  anyone  who 
“multiplied  gold.”  The  amendment  now 
provided  that  all  gold  and  silver  produced 
by  such  means  be  used  for  coinage  only. 
His  prolificness  in  writing  and  the  fact  that 
he  was  able,  through  pure  interpretations  of 
knowledge,  to  make  decisive  attacks  on  the 
four-element  system*  of  the  scholastics  and 
the  three-principle  notion f of  the  alchem- 
ists was  a result  of  several  circumstances: 
(1)  discussions  in  coffee  houses  and  taverns 
with  “invisibles”  (knowledgeable  people) 
guided  by  Francis  Bacon’s  doctrine  of  induc- 
tive science;  (2)  inborn  inquisitiveness,  in- 
defatigability, patience,  and  the  keen  power 
of  observation;  (3)  bypassing  the  dogmatic 
indoctrination  of  the  university;  (4)  the 
absence  of  extraneous  commitments  and 
factors  otherwise  disturbing;  and  (5)  eco- 
nomic independence. 

The  physician 

Boyle,  although  an  acknowledged  scien- 
tist even  by  today’s  standards,  had  another 
side  to  his  character  that  appears  strange  to 
say  the  least.  There  are  many  examples 

* Air,  fire,  water,  and  earth,  the  basic  elements  of  Empedo- 
cles, about  495  to  435  B.C. 

t Nature,  whose  power  is  in  her  obedience  to  the  will  of 
God,  ordained  from  the  very  beginning  that  the  four  elements 
should  incessantly  act  on  one  another;  so,  in  obedience  to  her 
behest,  fire  began  to  act  on  air,  and  produced  sulphur;  air 
acted  on  water  and  produced  mercury;  water,  by  its  action  on 
earth,  produced  salt.  Earth,  alone,  having  nothing  to  act  on, 
did  not  produce  anything  but  became  the  nurse  or  womb  of 
these  three  principles. 


that  are  interesting  to  mention  without  de- 
tracting one  iota  from  the  importance  of  his 
discoveries.  He  had  a great  many  contacts 
among  physicians  (Thomas  Sydenham, 
Thomas  Browne,  and  Thomas  Willis), 
chemists,  travelers,  merchants,  and  savants 
in  Oxford,  London,  and  America.  It  takes 
the  careful  reader  by  surprise,  though,  to 
see  how  gullible  he  was.  Time  and  again 
he  either  accepted  the  story  that  a stone 
from  the  head  of  a foreign  serpent  was  ef- 
fective against  snake  bite  or  that  a physi- 
cian cured  his  own  (Boyle’s)  terrible  night- 
time palpitations  by  bodily  contact  with 
carnelian  stones  (he  wrote  a book  on  The 
Origin  & Virtues  of  Gems  in  1672). 4 Boyle 
himself  was  never  healthy.  Whenever  he 
experienced  a leg  cramp,  relief  was  obtained 
by  placing  a ring  made  of  an  elk’s  tooth  on 
his  finger.  Or  he  could  cure  his  frequent 
nosebleeds  by  merely  holding  in  his  hand  a 
bit  of  the  true  moss  of  a dead  man’s  skull. 
I must  hasten  to  add  that  such  notions  were 
widespread  among  physicians  of  the  day. 
He  was  outstanding,  in  contrast  to  other 
contemporary  physicians,  in  the  belief  that 
the  pharmacologic  effect  of  a compounding 
of  multiple  items  such  as  vitriol,  pigeon 
feathers,  eye  of  a salamander,  and  so  on  (a 
list  of  15  or  so  was  not  uncommon)  was  less 
beneficial  than  the  prescription  of  one  or 
possibly  two.  Some  500  prescriptions  com- 
pounded by  Boyle  exist  today.  In  Medic- 
inal Experiments ,5  the  admiring  reader  of 
Boyle,  the  scientist,  gets  quite  a jolt  when 
he  discovers  that  Boyle,  the  physician,  pre- 
scribes for  clearing  the  eyes:  “Take  Para- 

celsus’ Zibethum  occidentale  (viz.  human 
dung)  of  good  color  and  consistence,  dry  it 
slowly  till  it  is  pulverable,  then  reduce  it  to 
a . . . powder  which  is  to  be  blown . . . into . . . the 
patient’s  eyes.”  This  terminates  the  mys- 
terious part  of  his  nature  which  some 
students  of  history  hasten  to  label  as  a per- 
sonality defect,  a judgment  with  which  I 
disagree.  The  father  of  modern  chemistry, 
as  admitted  by  some,  was  certainly  an  ex- 
traordinary man,  ahead  of  his  time  in  many 
respects.  His  works  enjoyed  respect,  but 
popularity  was  lacking  during  his  lifetime, 
as  was  the  case  with  his  “corpuscular 
philosophy”  which  to  Boyle’s  satisfaction 
explained  all  chemical  phenomena  in  the 
body.  At  that  time  his  works  were  bought 
and  read  avidly,  mostly  by  people  searching 
for  therapeutic  applications. 
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The  physical  scientist 

With  this  digression  behind  us,  let  us 
acquaint  ourselves  with  the  other  side  of 
Robert  Boyle,  the  physical  scientist. 
Among  his  writings,  he  states  that  the  sun 
is  “eight  to  ten  thousand  times  as  big  as  the 
Terraqueous  Globe.”6  In  research,  one 
single  invention,  the  air  pump,  stands  out. 
As  mentioned  earlier,  this  device  that  helped 
him  create  a vaccum  was  responsible  in 
every  way  for  the  illustrious  investigations 
in  biomedicine  and  physics  of  today’s  space 
age.  His  treatises  are  notable  for  their 
clear-cut  reasonable  deductions  which,  more 
often  than  not,  were  lacking  in  this  treat- 
ment of  medicopharmacologic  issues,  as  we 
have  rather  skimmingly  noted.  It  must  be 
remembered  that  his  vacuum  experiments 
were  carried  out  a hundred  years  or  so  be- 
fore the  discovery  of  oxygen  as  the  true  life- 
supporting gas.  He  was  under  the  strong 
belief  that  his  experiments  would  produce 
important  practical  results  or  benefits. 
However,  this  end  always  receded  far  into 
the  background  as  he  found  himself  carry- 
ing out  and  enjoying  experiment  after  ex- 
periment with  his  air  pump.  In  reading  his 
two  books  (Fig.  2),7-8  we  find  that  they  con- 
tain uniquely  much  matter  relevant  to  the 
physics,  physiology,  and  medicine  of  space 
research,  now  that  our  views  have  consider- 
ably broadened  since  his  time.5’6  It  would 
be  inconceivable  to  think  of  space  today 
without  the  high  vacuum  that  pervades  the 
entire  universe  (Figs.  4 and  5). 

Robert  Boyle  would  explain  his  observa- 
tions in  rather  excessively  long  sentences, 
often  overpunctuated.  There  is  much  un- 
necessary rambling.  One  would  think  that 
the  book  in  question  was  a first  draft,  either 
dictated  or  written  hurriedly  and  then  sent 
off  to  the  printer.  As  a matter  of  fact,  his 
latest  work,  even  before  completed,  would 
be  so  urgently  solicited  by  the  printer  that 
some  of  his  articles  were  communicated 
piecemeal  and  set  in  type  in  that  order,  with 
the  result  that  corrections,  instructions  to 
the  printers  and  binders,  and  all  manner  of 
afterthoughts  were  included  between  the 
covers.  There  are  inconsistencies  in  spell- 
ing (Tryals,  Trials),  and  singular  verbs  suc- 
ceed plural  subjects  and  vice  versa.  Omis- 
sion of  vowels  and  consonants  is  common. 
In  the  preface  he  excuses  the  omissions  of 
numbering  the  figures  and  plates,  blaming  a 


mix-up  on  the  cuts.  There  is  a total  of  27 
figures  on  8 plates,  all  beautifully  executed 
in  the  1669  monograph.  These  represent 
some  of  the  50  experiments  described  in  the 
book.  As  if  to  justify  a compulsion  to  get 
his  manuscript  off  to  the  press  as  soon  as 
possible,  there  are  under  Errata  a number 
of  corrections,  following  the  Preface,  which, 
itself,  ends  in  an  interesting  manner. 

“ . . . The  Reader  is  desired  to  perfect 
with  his  pen  the  Marginal  Notes  referring  to 
the  Plates  as  being  defective,  and  also  to 
insert  such  others  as  were  wholly  omitted, 
according  to  the  following  directions; 
which  could  not  otherwise  be  conveniently 
supplied,  without  putting  a stop  to  the 
press.  ’ ’ 7 Some  specific  instructions  for  these 
are  mentioned  ranging  from  page  33  to  page 
174  as,  for  example:  “In  the  Margent  of 

Page  the  3d  read  See  Plate  the  III.  Figure 
the  1.” 

Thus,  27  separate  directives  are  given  for 
making  corrections  on  the  margins  of  27 
pages  in  this  particular  well-preserved  copy 
in  my  possession.  Accordingly,  these  in- 
sertions, as  requested  by  Boyle,  were  car- 
ried out  by  me  two  hundred  ninety-nine 
years  later!  I must  admit  in  so  doing  I had 
the  feeling  of  being  one  of  his  assistants 
participating  in  his  “Tryals”  while  at  the 
same  time  I felt  somehow  even  belatedly 
responsible  for  the  mix-up  in  the  cuts. 

Space  medicine 

It  seems  fitting,  at  this  point,  to  unite 
historically  the  past  and  the  present  with 
the  future  by  defining  a vital  connecting 
link,  namely  space  medicine,  a field  which 
has  absorbed  me  for  some  thirty-five  years. 

My  original  definition  is,  “space  medicine 
is  the  art  and  science  of  the  care  of  life,  in 
health  and  illness,  beyond  the  earth”  or,  if 
preferred,  “the  study  of  man,  the  universe, 
and  his  relationship  to  the  universe.” 

Robert  Boyle’s  experiments  pertinent  to 
space  medicine  were  those  demonstrating 
the  natural  as  well  as  the  physical  role  of  air. 
Unknown  to  Boyle,  the  Chinese  had  ob- 
served in  the  eighth  century  that  the  air 
contains  at  least  two  components,  one  sup- 
porting combustion,  the  other  not.9  We  are 
not  certain  as  to  whether  or  not  Boyle  was 
aware  that  metals,  when  heated  in  open  ves- 
sels, increased  in  weight,  an  observation 
attributed  to  Jabir  Ibn-Hayyan,  Arabian 
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FIGURE  7.  Experimental  demonstration  by  John 
Mayow10  of  volume  of  air  during  breathing  of  captive 
mouse  as  water  rises  up  to  replace  vital  substance 
he  called  spiritus  nitro-aereus  involved  in  respira- 
tion. That  ‘‘Lungs  consume  part  of  the  Air  and 
proscribes  the  rest,”  was  known  to  Paracelsus 
over  a century  earlier.7  It  was  fortune  of  van  Hel- 
mont  to  discover  carbon  dioxide  in  1648  and  the 
labors  of  Scheele  in  1773  and  Priestley  in  1774  to 
discover  and  identify  the  life-supporting  gas  finally 
named  oxygen  by  Lavoisier. 


alchemist  and  physician  while  in  Seville,  as 
well  as  to  other  eleventh  century  Arabian 
alchemists.  That  this  was  because  of  the 
combining  of  atmospheric  oxygen  with  the 
metal  was  explained  by  Lavoisier  one  thou- 
sand years  later.  Boyle  quotes  Paracelsus 
(1493?  to  1541)  that  “lungs  consume  part  of 
the  air  and  proscribe(s)  the  rest.”7  He  also 
refers  to  his  contemporary,  John  Mayow, 
who  recognized,  but  did  not  identify,  a vital 
substance  in  the  air  naming  it  “spiritus 
nitro-aereus,”  although  Boyle  himself  did 
not  make  much  of  the  distinction  (Fig.  7). 

Works  and  experiments 

Despite  some  technical  deficiencies  which 
are  apparent  throughout  the  works  of  Boyle, 
there  is  great  delight  and  reward  in  read- 
ing his  works.  For  example,  in  the  case 
where  he  discovered  for  the  first  time 
that  the  transmission  of  sound  is  not  possi- 
ble without  the  presence  of  air,  he  writes 
“.  . . That  Experiment  was  repeated  not 
long  since,  with  the  addition  of  suspending 
in  the  Receiver  a Watch  with  good  Alarum, 
which  was  purposely  so  set,  that  it  might, 
before  it  should  begin  to  ring,  give  us  time  to 
cement  on  the  Receiver  very  carefully,  ex- 
haust it  very  diligently,  and  settle  ourselves 
in  a silent  and  attentive  posture”  (Fig.  8). 

In  his  “Tryals”  he  created  a vacuum  in 
the  “Receiver,”  a pear-shaped  bell  jar,  con- 
structed in  one  of  his  extensive  and  pri- 


FIGURE  8.  (Fig.  1)  “About  the  propagation  of 
Sounds  in  the  Exhausted  Receiver."  (Fig.  2) 
“About  an  attempt  made  to  measure  the  force  of 
the  Spring  of  included  Air  and  examine  a Conjec- 
ture about  the  difference  of  its  strength  in  unequally 
broad  mouth'd  Vessels.”  (Fig.  3)  "A  middle  siz’d 
and  limber  bladder”  used  in  experiment  illus- 
trated in  (Fig.  4).  (Fig.  4)  Expulsion  of  wooden  plug 
by  expansion  of  partially  air-filled  bladder.  (Page 
144  should  read  165  as  found  in  text).  (Fig.  5) 
"About  an  easie  way  of  making  a small  quantity  of 
included  Air  raise  in  the  exhausted  Receiver  50  or 
60  pound,  or  a greater  weight.” 


vately  owned  experimental  laboratories  and 
factories.  He  employed  two  “pneumatic 
engines”;  the  older  1660  model  was  used  for 
living  subjects  followed  by  a refined  1669 
version  where  physical  experiments  were 
undertaken  (Figs.  9 and  10).  Both  devices 
were  hand-operated,  water  being  used  to 
seal  the  air  from  the  vacuum-creating  slid- 
ing parts.  By  inverting  the  receiver  over 
the  specimen  and  cementing  the  mouth  of 
the  jar  with  a mixture  of  “yellow  bees  wax 
and  turpentine”  whose  relative  composition 
varied,  “three  parts  wax  to  about  two  of 
turpentine  is  more  proper  in  summer,”  on  to 
a base  of  a “plate  of  iron,”  he  was  able  to 
empty  the  jar  of  air. 

Boyle’s  curiosity  concerning  the  behavior 
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FIGURE  9.  (Fig.  1)  “Shewing  that  when  the  Pres- 
sure of  the  External  Air  is  taken  off,  tis  very  easie  to 
draw  up  the  Sucker  of  a Syringe,  though  the  Hole, 
at  which  the  Air  or  Water  should  succeed,  be  stop- 
p'd.” (Fig.  2)  “About  the  opening  of  a Syringe 
whose  Pipe  was  stopt  in  the  Exausted  Receiver, 
and  by  the  help  of  it  the  Pressure  of  the  Air  lift  up  a 
considerable  Weight.”  (Fig.  3)  “Shewing  that 
upon  the  Pressure  of  the  Air  depends  the  sticking 
of  Cupping  Glasses  to  the  fleshy  parts  they  are 
apply'd  to.”  (Fig.  4)  “About  the  making,  without 
heat,  a cupping  glass  to  lift  up  a great  Weight." 
(Fig.  5)  Same  as  (Fig.  4).  (Fig.  6)  “Shewing,  that 
Bellows,  whose  Nose  is  very  well  stopt,  will  open 
of  themselves,  when  the  Pressure  of  the  external 
Air  is  taken  off.”  (Fig.  7)  “About  an  Attempt  to 
examine  the  Motions  and  Sensibility  of  the  Carte- 
sian Materia  subtilis,  or  the  Aether,  with  a pair  of 
Bellows  (made  of  Bladder)  in  the  exhausted  Re- 
ceiver.” (Fig.  8)  Same  as  (Fig.  7). 

of  animals  and  inanimate  matter,  when  sub- 
jected to  a vacuum,  was  insatiable.  The 
following  is  a list  of  his  experimental  speci- 
mens: a lighted  candle,  burning  charcoal, 

a watch,  a bell,  plants,  seeds,  birds,  eggs  of 
silkworms,  mice,  frogs,  shellfish,  snails,  in- 
sects, spirit  of  vinegar,  turpentine,  spirit  of 
wine,  milk,  chest  mites,  spirit  of  urine,  sallet 
oyl,  rose  chafer,  spirit  of  wine  and  water, 
the  excised  heart  of  an  eel,  solution  of  tartar, 
red  wine,  eggs,  apples,  wood,  a viper,  run- 
ning and  distilled  water,  and  ice.  He  also 


FIGURE  10.  (Fig.  1)  “About  a further  attempt  to 
posecute  the  Inquiry  propos’d  in  the  foregoing 
Experiment.”  (Fig.  2)  Same  as  (Fig.  1).  (Fig.  3) 
“About  the  falling,  in  the  Exhausted  Receiver,  of  a 
light  Body,  fitted  to  have  its  motion  visibly  varied 
by  a small  resistance  of  the  Air.”  (Fig.  4)  Same  as 
(Fig.  3). 


discovered  that  magnetic  attraction  is  inde- 
pendent of  the  presence  of  air,  as  well  as 
demonstrating,  without  following  up,  the 
effect  of  temperature  on  the  volume  of  air. 
Finally,  Boyle  dabbled  with  static  electric- 
ity first  observed  by  Thales  (636  to  546 
B.C.),  as  he  mentions  “electrical  effluvia” 
when  he  observes  that  “the  wiping”  of  an 
unpolished  and  uncut  diamond  “with  my 
finger  fail’d  not  to  attract  hair  at  some 
distance.” 

Boyle  noticed  that  liquids  under  reduced 
pressure  produced  bubbles  which  rose  to  the 
surface  and  dissipated.  He  also  noticed  a 
bubble  within  the  eye  of  a viper  when  placed 
under  experimental  conditions. 11 

Robert  Boyle  was  unaware  of  the  mecha- 
nism whereby  the  turgor  of  animal  skin 
traps  the  vapors  thus  formed  and  results  in 
distention  of  the  entire  body. 

His  studies  extended  to  distilled  water  as 
well  as  ordinary  wafer,  the  latter  revealing  a 
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more  rapid  formation  of  bubbles,  a phenom- 
enon he  was  not  able  to  explain.  * 

In  further  experiments,  a humming  bee 
and  a white  butterfly  fell  off  the  inside  wall 
of  the  bell  jar  when  it  was  depressurized. 
Both  specimens  were  noted  to  have 
quivered  briefly  before  termination  of  life. 

A lark,  a hen  sparrow,  and  a mouse  were 
all  confined  in  the  same  bell  jar  and  suc- 
cumbed when  the  air  was  removed.  Only 
the  lark  and  the  hen  sparrow  suffered  ante- 
mortem convulsions.  An  autopsy  of  the 
avian  lungs  revealed  them  as  being  very  red 
and  as  “if  it  were  inflamed.”  Although 
Boyle  came  to  no  conclusions,  the  diagnosis 
today  would  have  been  hypobaric  hemor- 
rhagic pulmonary  edema.  The  mouse, 
although  expired,  was  spared  a postmortem 
examination. 

Boyle  describes  a biomedical  experiment 
of  utmost  importance  involving  again  a 
mouse.  He  writes,  “.  . . we  did,  sucking 
out  part  of  the  air,  bring  him  to  droop,  and 
to  appear  swelled  and  by  letting  outj  the 
air  again,  we  soon  reduced  him  to  his 
former  liveliness.”7 

There  are  three  things  of  note  in  this  pas- 
sage causing  (1)  a preterminal  stage,  (2) 
distention  of  the  body,  and  (3)  revival. 

Commenting  on  these  points,  (1)  it  was 
the  first  instance  whereby  man  created 
severe  hypoxia  by  experimentally  decreas- 
ing the  amount  of  ambient  air  and  pressure; 
(2)  the  first  experimental  occasion  of 
ebullism,  vaporization  of  body  fluids  as 
evidenced  by  swelling  of  its  body,  thereby 
implying  that  the  critical  “boiling  point”  of 
water  had  been  reached  and  possibly  sur- 
passed (58  mm.  Hg  equals  55,000  feet  alti- 
tude); and  (3)  the  immediate  recovery  of  an 
animate  body  after  recompression.  Man, 
meanwhile,  has  learned  the  dangers  of  rapid 
recompression,  which  discussion  lies  beyond 
the  scope  of  this  report.  In  essence,  then, 
these  reflect  the  interdependence  of  air, 
pressure,  and  respiration. 

As  it  often  occurs  in  historic  investiga- 
tions, there  is  an  amusing  aspect  to  this 

* Boyle  unfortunately  did  not  experiment  with  blood  and 
its  circulation.  He  is  silent  on  Erisistratus,  third  century 
B.C.  Chiotan  physician,  who  announced,  following  observa- 
tion of  the  cardiac  valves  and  the  dissection  of  blood  vessels 
down  to  the  limits  of  vision,  that  air  was  transported  in  the 
arteries  and  that  when  these  were  severed,  the  escaping  air 
created  a vacuum  sucking  up  the  blood  from  the  veins 
through  capillaries.  This  view  was  generally  accepted  until 
disproved  experimentally  four  hundred  fifty  years  later  by 
Galen. 

t “Out”  is  obviously  an  uncorrected  typographical  error 
for  “in.” 


presentation.  It  appears  that  various  dis- 
crepancies, provocative  in  nature,  develop 
here  into  a comedy  of  errors  a la  Shake- 
speare. In  his  1660  volume,  Boyle  de- 
scribes experiments  using  mice  without 
illustrating  a single  mouse;  a cat  does  not 
appear  in  the  text  (Fig.  11).  It  is  inexpli- 
cable to  this  very  day  as  to  how  the  expres- 
sion “a  kittened  kitling”  crept  into  the 
literature,  as  well  as  to  why  Joseph  Glanvill, 
in  1663,  chose  to  make  a cat  the  martyred 
star  of  Boyle’s  laboratory  drama  when  he 
composed  the  following  ballad: 

To  the  Danish  Agent  late  was  showne 

That  where  noe  Ayre  is,  there’s  no  breath. 

A glasse  this  secret  did  make  knowne 

Wherein  a Catt  was  put  to  death. 

Out  of  the  glasse  the  Ayre  being  screwed, 

Pusse  dyed  and  ne’r  so  much  as  mewed. 12 

It  was  not  until  1669  when  Boyle 
authored  the  second  volume,  devoted  to 
physical  experiments,  that  a feline  suddenly 
makes  an  unexpected  pictorial  debut  on 
Plate  I complementing  the  title  page. 
Subsequent  illustrators  and  writers,  how- 
ever, have  transformed  the  cat  back  into  a 
mouse  to  conform  with  Boyle’s  original  text 
(Fig.  11B). 

In  another  experiment,  he  created  heat 
by  causing  friction  with  “a  little  fine  powder 
of  Emery  . . . between  the  convex  and  con- 
cave pieces  of  brass”  within  his  bell  jar; 
Boyle  demonstrated  the  production  of  heat 
in  vacuo.  However,  a significant  point  is 
that  Boyle  failed  to  mention  whether  the 
glass  wall  became  warmer  through  the  gen- 
erated heat  or  colder  in  another  instance 
when  he  used  ice.  His  studies  of  Hard  and 
Solid  Bodies  ( and  Some  Such  as  One  Would 
Scarce  Suspect)  are  Capable  of  Emitting 
Effluvia,  and  also  that  apples,  wood,  and 
even  eggs,  would  grow  “daily  lighter  and 
lighter”  revealed  a loss  in  matter  as  evi- 
denced by  a loss  in  weight.  He  further  dis- 
covered that  ice  under  greatly  reduced  pres- 
sure in  his  bell  jar  evaporated  “without 
thawing.”  These  observations  and  deduc- 
tions are  most  significant  considering  the 
limited  knowledge  of  the  natural  and  physi- 
cal sciences  of  his  time.8  It  took  some 
three  hundred  years  to  rediscover  and  ex- 
periment further  to  prove  that  all  sub- 
stances lose  weight  in  high  vacuum.  In 
today’s  age  of  pending  space  travel,  ex- 
posed parts  of  a space  ship,  metallic  or  non- 
metallic,  will  slowly  disintegrate  after  a 


May  1,  1967  / New  York  State  Journal  of  Medicine  1201 


FIGURE  11.  Illustrations  of  Robert  Boyle’s  second 
pump  designed  in  part  by  Robert  Hooke.  (A) 

Reproduction  from  original  treatise  of  1669.  Animal 
shown  looks  very  much  like  cat,8.13  although  Boyle 
never  mentioned  cat  and  always  referred  to  mouse. 

(B)  Reproduction  spurious,  but  depicts  mouse.14.15  This  cat  and  mouse  metamorphosis  represents  amus- 
ing “comedy  of  errors”  in  search  for  historic  truths.* 

* The  reader  may  examine  for  himself  the  two  illustrations,  as  to  number  of  legs,  claws,  and  head  configuration.  The  ex- 
truding tongue  (A)  is  unnatural  in  a mouse,  dead  or  alive.  The  spurious  drawing  portrays,  however,  the  swelling  of  the  mouse 
(due  to  ebullism)  used  in  the  experiment  Boyle  performed.  It  has  not  been  possible  to  trace  the  origin  of  the  altered 
sketch.  Note:  this  three  hundred-year  confusing  discrepancy  has  remained  unnoted  by  competent  historiographers  until  this 
printing. 


period  of  time.  The  hull  of  the  Saturn 
rocket,  originally  composed  of  0.063-inch 
aluminum  sheeting,  would  sublimate  in  the 
environment  of  cosmic  space  within  two 
years!  A catastrophe  indeed!  Thanks  to 
no  one  but  Robert  Boyle,  the  longevity  of 
matter  under  high  vacuum  can  now  be 
accurately  predetermined  before  entering 
space  itself. 

Although  Galileo  was  well  aware  that  the 
atmosphere  had  weight,  he  did  not  explain 
the  failure  of  a suction  pump  to  raise  water 
higher  than  35  feet.  It  was  to  the  credit  of 
Torricelli,  Galileo’s  pupil  and  secretary, 
who  produced  the  necessary  evidence  in 
1643.  However,  it  was  Boyle’s  perspicac- 
ity that  discovered  and  explained  that  by 


increasing  the  mercury  in  the  mercury- 
filled  portion  of  an  open  U tube,  the  air, 
compressed  in  the  short  closed  portion,  de- 
creased proportionately  up  to  a point. 
This  phenomenon  became  known  later  as 
Boyle’s  law,  which  states  that  the  pressure 
and  volume  of  a gas  are  inversely  propor- 
tionate. 

His  five  basic  biophysical  and  biomedical 
experiments,  not  fully  appreciated  until  the 
dawn  of  space  flight,  that  demonstrated  the 
role  of  air  are  namely:  (1)  the  necessity  of 
air  for  the  propagation  of  sound  in  an 
atmosphere,  (2)  its  essentiality  for  the 
sustenance  of  life,  (3)  the  nontransmission 
of  infrared  rays  in  a vacuum,  (4)  magnetism 
exerting  its  force  in  a vacuum  as  well  as  in 
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air,  and  (5)  the  loss  of  matter  in  a vacuum. 
These  formed  the  first  post-Aristotelian 
experimental  foundation  of  science  involv- 
ing our  gaseous  environment.  His  two 
books  dealing  with  physicomechanical  ex- 
periments on  the  “ . . . Spring  and  Weight  of 
the  Air  . . printed  in  1660  and  1669,  rep- 
resent a milestone  in  an  early,  interdisci- 
plinary approach  to  the  study  of  the  natural 
and  physical  sciences.7  8 

Conclusion 

The  advent  today  of  a new  era  ushered 
in  by  rocket  propulsion  of  man  into  the  high 
vacuum  of  space  may  not  have  surprised 
Robert  Boyle,  were  he  with  us  at  this  time, 
for  his  imagination  was  the  spring  and  his 
works  represent  the  weight  of  the  air  man 
requires  whether  in  outer  space  or  on  earth. 
He  was  that  kind  of  a man.  In  considera- 
tion of  his  contributions,  I consider  him 
unequivocally  the  father  of  space  medicine.15 

115  Central  Park  West 
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Idem : A Defence  of  the  Doctrine  Touching  the  Spring  . . . 

of  the  Air,  London,  T.  Robinson,  1662. 

Idem : Experiments  and  Considerations  Touching  Colours, 

London,  H.  Herringman,  1664. 

Idem:  New  Experiments  and  Observations  Touching 

Cold,  London,  J.  Crook,  1665. 

Idem:  Occasional  Reflections,  London,  H.  Herringman, 

1665. 

Idem:  Hydrostatical  Paradoxes,  London,  R.  Davis.  1666. 

Idem:  The  Origine  of  Formes  and  Qualities,  ibid.,  1666. 

Idem:  Origo  Formarum  et  Qualitatum,  ibid.,  1669. 

Idem:  Paradoxa  Hydrostatica,  ibid.,  1669. 

Idem:  Rarefaction  of  the  Air,  London,  H.  Herringman, 

1671. 

Idem:  Flame  and  the  Air,  London,  R.  Davis,  1672. 

Idem:  Tracts  Written  by  R.  Davis,  Containing  New 

Experiments,  London,  R.  Davis,  1672. 

Idem:  Essays  of  the  Strange  Subtilty  of  Effluviums, 

London,  M.  Pitt,  1673. 

Idem:  New  Experiments  to  Make  the  Parts  of  Fire  and 

Flame,  ibid.,  Ii.  Davis,  1673. 

Idem:  About  the  Excellency  and  the  Grounds  of  the 

Mechanical  Hypothesis,  London,  1674. 

Idem:  Tracts:  Containing  I.  Suspicions  About  Some 

Hidden  Qualities  of  the  Air,  London,  M.  Pitt,  1674. 

Idem:  Of  the  Cause  of  Attraction  by  Suction,  ibd ., 

1674. 

Idem  : The  Excellency  of  Theology,  London,  H.  Herring- 

man, 1674. 

Idem:  Tracts  Consisting  of  Observations  About  the 

Saltness  of  the  Sea,  London,  R.  Davis,  1674. 

Idem:  Advertisements  About  the  Experiments  and  Notes, 

ibid.,  1675. 

Idem:  Experiments,  Notes,  & C.  About  the  Mechanical 

Origine,  London,  R.  Davis.  1675. 

Idem:  Experiments  and  Notes  About  . . . Corrosivaness, 

ibid.,  1675. 

Idem:  Experiments,  and  Observations,  About  . . . 

Odours,  ibid.,  1675. 

Idem:  Experiments,  and  Observations,  About  . . . Tastes, 

ibid.,  1675. 

Idem:  Experiments,  and  Notes,  About  . . . Volatility, 

ibid.,  1675. 

Idem:  Of  the  Imperfection  of  the  Chymist’s  Doctrine, 

ibid.,  1675. 

Idem:  Of  the  Mechanical  Causes  of  Chymical  Precipita- 

tion, ibid.,  1675. 

Idem : Of  the  Mechanical  Origine  of  Heat,  ibid.,  1675. 

Idem:  Possibility  of  the  Resurrection,  London,  H.  Her- 

ringman, 1675. 

Idem:  Reflections  Upon  the  Hypotheses  of  Alcali,  ibid., 

1675. 

Idem:  Some  Considerations  About  the  Reconcileableness 

of  Reason  and  Religion,  London,  H.  Herringman,  1675. 

Idem:  Some  Considerations  About  the  Reconcileableness 

of  Reason  and  Religion.  To  Which  is  Annex’d  by  the  Pub- 
lisher, a Discourse  of  Mr.  Boyle,  About  the  Possibility  of 
Resurrection,  London,  H.  Herringman,  1675. 

Idem:  Experiments  and  Notes  About  the  Mechanical 

Production  of  Magnetism,  London,  R.  Davis,  1675. 

Idem  : (An  Historical  Account?)  of  a Degradation  of  Gold, 

London,  H.  Herringman,  1678. 

Idem:  The  Aerial  Noctiluca,  London,  N.  Ranew,  1680. 

Idem:  New  Experiments,  and  Observations,  Made  Upon 

the  Icy  Noctiluca,  London,  B.  Tooke,  1681-1682. 

Idem:  A Discourse  of  Things  Above  Reason,  London,  J. 

Robinson,  1681. 

Idem:  Memoirs  for  the  Natural  History  of  Humane  Blood, 

London,  S.  Smith,  1683-1684. 

Idem:  Experiments  and  Considerations  About  the  Poros- 

ity of  Bodies,  ibid.,  1684. 

Idem:  Short  Memoirs  for  the  Natural  Experimental 

History  of  Mineral  Waters,  ibid.,  1684—1685. 

Idem : An  Essay  of  the  Great  Effects  of  Even  Languid  and 

Unheeded  Motion,  London,  R.  Davis,  1685. 

Idem:  A letter.  . to  the  learned  Dr.  John  Beale  (Fitz- 

erald,  Robert),  farther  additions  to  a small  treatise  called 
salt-water  sweetened:  shewing  the  great  advantages  both 

by  sea  and  by  land  of  sea-water  made  fresh.  Together  with 
the  HRB  letter  and  the  approbation  of  the  college  of  phy- 
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sicians  of  the  wholesomeness  of  water,  London,  1685. 

Idem:  Of  the  high  veneration  man’s  intellect  owes  to 

God,  London,  R.  Davis,  1685. 

Idem:  Of  the  Reconciles bleness  of  Specifick  Medicines, 

London,  S.  Smith,  1685. 

Idem:  A Free  Enquiry  Into  the  Vulgarly  Receiv’d  Notion 

of  Nature,  London,  J.  Taylor,  1685—1686. 

Idem:  The  Martyrdom  of  Theodora,  London,  J.  Taylor 

and  C.  Skegnes,  1687. 

Idem:  Reasons  Why  a Protestant  Should  not  Turn 

Papist,  London,  J.  Taylor,  1687. 

Idem:  An  Advertisement  of  Mr.  Boyle,  About  the  Loss 

of  Many  of  his  Writings,  London,  Printer  of  London  Gazette, 
1688. 

Idem : A Disquisition  About  the  Final  Causes,  London,  J. 

Taylor,  1688. 

Idem:  Final  Causes  and  Vitiated  Sight,  London,  Printer  of 
London  Gazette,  1688. 

Idem:  A Catalogue  of  the  Philosophical  Books  and  Tracts 

Written  by  the  Hon.  Robert  Boyle,  Esq.,  London,  E.  Jones, 
1689. 

Idem : The  Christian  Virtuoso  (the  First  Part  by  the  Hon. 

Robert  Boyle:  To  Which  are  Subjoined  I.  a Discourse 

About  the  Distinction  That  Represents  Some  Things  as 
Above  Reason,  but  not  Contrary  to  Reason,  II.  the  First 
Chapters  of  a Discourse  Entitled,  Greatness  of  Mind  Pro- 
moted by  Christianity) , London,  G.  Thylor,  1690. 

Idem : Medicina  Hydrostatics,  London,  S.  Smith,  1690. 

Idem:  Experiments  & Observationes  Physicae,  London, 

J.  Taylor  and  J.  Wyat,  1691. 

Idem:  Medicinal  Experiments,  London,  S.  Smith,  1692. 

Idem:  General  Heads  for  the  Natural  History  of  a 

Country,  London,  S.  Holford,  1692. 

Idem:  The  General  History  of  the  Air,  London,  A.  and  J. 
Churchill,  1692. 

Idem:  A Free  Discourse  Against  Customary  Swearing, 

London,  T.  Cockerill,  1695. 

Perreaud,  F.:  The  devill  of  Mascou.  Or,  a true  relation 
of  the  chiefe  things  which  an  uncleane  spirit  did  and  said  at 
Mascou  in  Burgundy,  in  the  house  of  Mr.  Francis  Perreaud  . . . 
published  in  French  by  himselfe:  and  now  made  English, 

in  Millar,  A.:  Complete  Works  of  Boyle,  London,  1744. 

De  Bils,  Yonker  Lovis:  (coppy  of)  A Certain  Large  Act  of 

Anatomy  (obligatory)  touching  the  skill  of  a better  way  of 
anatomy  of  man’s  body,  London,  Naeranus,  J.,  1659. 

Perreaud,  F.:  Adroddiad  cywir,  o’r  pethau  pennaar  a 
wnaeth,  ac  a ddwedodd  yspryd  aflan,  ym  Mascou  yn  Bur- 
gundy . . . Wedi  ei  gyfie:  thu  yn  Gymraeg,  gan  S.  H.  Aber- 
tawe,  London  1681. 

Idem:  Experimental  history  of  cold,  Phil.  Trans.  1:  8 

(1664). 

Idem:  Account  of  a monstrous  calf,  ibid.  1:  10  (1664). 

Idem:  On  the  monstrous  head  of  a colt,  ibid.  1:  85 

(1665). 

Idem:  Of  milk  found  in  the  veins  instead  of  blood,  ibid. 

1:  100  (1665). 

Idem:  Of  a place  in  England,  where,  without  petrifying 

water,  wood  is  turned  into  stone,  ibid.  1:  101  (1665). 

Idem:  Further  account  of  white  blood,  ibid.  1:  117 

(1665). 

Idem:  Account  of  an  earthquake  near  Oxford,  ibid.  1:  179 

(1666). 

Idem:  Observations  on  the  barometer,  ibid.  1:  181 

(1666). 

Idem:  General  heads  for  a natural  history  of  a country, 

ibid.  1:  186,  315,  330  (1666). 

Idem:  Inquiries  touching  the  sea,  ibid.lt  315  (1666). 

Idem:  A way  of  preserving  birds  taken  out  of  the  shells, 

and  other  small  foetus’s,  ibid.  1:  199  (1666). 

Idem:  Account  of  a new  statical  baroscope,  ibid.  1:  231 

(1666). 

Idem:  A new  frigoric experiment,  ibid.  1:  255  (1666). 

Idem:  The  method  observed  in  transfusing  blood,  ibid. 

1:  353  (1666). 


Idem : Trials  proposed  to  be  made  for  the  improvement  of 

the  experiment  of  transfusing  blood,  ibid.  1:  385  (1666). 

Idem:  Proposals  to  try  the  effects  of  the  pneumatick 

engine  exhausted,  in  plants,  seeds,  and  eggs  of  silkworms, 
ibid.  1:  424  (1666). 

Idem:  A confirmation  of  the  experiments  of  Sig.  Fracas- 

sati,  by  injecting  acid  liquors  into  blood,  ibid.  2:  551  (1667). 

Idem:  Experiments  on  the  relation  between  light  and  air, 

in  shining  wood,  and  fish,  ibid.  2:  581  (1667-1668). 

Idem:  Nouvelles  experiences  touchant  le  rapport  qu’il 

y a entre  l’air  & la  lumiere.  Journal  des  Scavans  2:  42  (1668). 

Idem:  On  the  difference  between  a burning  coal  and  shin- 

ing wood,  Phil.  Trans.  2:  605  (1667-1668). 

Idem:  An  invention  for  estimating  the  weight  of  water  in 

water,  with  ordinary  balances  and  weights,  ibid.  4:  1001 
(1669). 

Idem:  New  pneumatical  observations  about  respiration, 

ibid.  5:  2011  (1670). 

Idem:  Nova  Experiments  Pnevmatica  Respirationem 

Spectantia,  Societate  Regia,  Bononiae,  1675,  Sumptibus 
Petronij  de  Ruinettis,  Superiorum  permissu. 

Idem:  Nova  Experimenta  Pneumatics  Respirationem 

Spectantia,  Societatis  Regiae,  Membro  Dignissimo,  Genevae, 
Apud  Samvelem  de  Tovrnes,  1686. 

Idem:  Another  issue  of  the  above,  with  imprint,  Coloniae 

Allobrogum,  1686. 

Idem:  Continuation  of  the  observations  concerning 

respiration,  Phil.  Trans.  5:  2035  (1670). 

Idem:  An  observation  of  a spot  in  the  sun,  ibid.  6:  2216 

(1671). 

Idem : A supplement  of  the  compression  of  air  under  water, 

ibid.  6:  2239  (1671). 

Idem:  Some  observations  about  shining  flesh,  both  of 

veal  and  of  pullet,  ibid.  7:  5108  (1672). 

Idem:  On  the  effect  of  the  varying  weight  of  the  atmos- 

phere upon  some  bodies  in  water,  ibid.  7:  5156  (1672- 
1673). 

Idem : On  ambergris  and  its  being  a vegetable  production, 

ibid.  8:  6113  (1673). 

Idem:  Method  to  prevent  the  rot  in  sheep,  ibid.  8:  7002 

(1673-1674). 

Idem:  On  two  sorts  of  Helmontian  laudanum,  ibid.  9: 

147  (1674). 

Idem:  A conjecture  on  the  bladders  of  air  in  fishes,  ibid. 

10  : 310  (1675). 

Idem:  Description  and  use  of  a new  essay  instrument, 

ibid.  10:  329  (1675). 

Idem:  On  the  weakened  spring,  and  some  unobserved 

effects  of  the  air,  ibid.  10:  467  (1675). 

Idem:  An  experimental  discourse  of  quicksilver  growing 

hot  with  gold,  ibid.  11:  515  (1675-1676). 

Idem:  On  the  superficial  figures  of  fluids,  ibid.  11:  775 

(1675-1676). 

Hooke,  R.:  A short  memorial  of  some  observations 

made  upon  an  artificial  substance,  that  shines  without  any 
precedent  illustration,  lectures  and  collections  containing  Mr. 
Boyle’s  observations  made  on  two  new  phosphori  of  Mr. 
Baldwin  and  Mr.  Craft,  in  Lectiones  Cutlerianae,  1679,  and 
Hooke’s  Cutler  Lectures,  Early  Science  in  Oxford,  London, 
1931,  vol.  8,  p.  273. 

Idem:  A new  lamp,  contrived  by  the  Honourable  Robert 

Boyle,  Esq.;  delineated  in  the  sixth  figure,  in  Philosophical 
Collections,  London,  M.  Pitt,  1681,  p.  33. 

Boyle,  R.:  Letter  to  the  learned  Dr.  John  Beale  . . . con- 

cerning Fresh-water  made  out  of  Sea-water,  printed  at  the 
desire  of  the  Patentees,  in  Fitzgerald,  R.:  Salt-Water 

Sweetned;  or,  A True  Account  of  the  Great  Advantages  of 
This  New  Invention  Both  by  Sea  and  Land,  London,  1683. 

Idem:  Way  of  examining  waters  as  to  freshness  and  salt- 

ness, Phil.  Trans.  17:  627  (1683). 

Idem:  Account  of  a strangely  self-moving  liquor,  ibid. 

15:  1188  (1685). 

Idem:  Account  of  his  making  phosphorus,  ibid.  17:  583 

(1692-1693). 
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Special  Article 


Rochester  Region 
Perinatal  Study 

MEDICAL  REVIEW  PROJECT,  EMPIRE  STATE 
MEDICAL,  SCIENTIFIC  AND  EDUCATIONAL 
FOUNDATION,  INC.* 

Albany,  New  York 


In  1963  the  State  Legislature  of  New 
York  passed  amendment  206  (j ) to  the  Public 
Health  Law  which  charged  the  commis- 
sioner of  health  with  the  conduct  of  medical 
audits.  The  same  year,  at  the  request  of 
the  commissioner,  Robert  F.  Korns,  M.D., 
appraised  existing  systems,  made  recom- 
mendations for,  and  began  the  regional 
medical  audit  in  the  Rochester  Hospital 
Service  Region. 

The  Bureau  of  Medical  Review  was 
founded  in  1965  under  the  joint  auspices  of 
the  Medical  Society  of  the  State  of  New 
York  and  the  State  of  New  York  Depart- 
ment of  Health  for  the  purpose  of  conduct- 
ing state-wide  medical  audits  of  obstetric 
and  neonatal  care  in  hospitals.  In  con- 
tinuing the  effort,  Malcolm  L.  Crump, 
M.D.,  began  data  collection  from  all 
Rochester  region  hospitals. 

The  study  was  designed  to  appraise  the 
quality  of  obstetric  and  pediatric  care  in  a 
sample  of  cases  involving  six  major  ob- 
stetric complications:  stillbirths,  neonatal 
deaths,  primary  cesarean  sections,  pre- 
eclampsia, breech  extractions,  and  placenta 
praevia  plus  a small  sample  of  uncompli- 
cated deliveries. 

* Project  staff:  Fred  Mac  D.  Richardson,  M.D.,  Director; 
Peter  E.  Trainor,  M.A.,  M.P.H.,  Associate  Director; 
Michael  R.  Billinson,  M.D.,  Consultant  in  Obstetrics  and 
Gynecology;  Harold  Singer,  M.D.,  Consultant  in  Pediatrics; 
and  Donald  Baehm,  M.P.H.,  Senior  Research  Analyst. 


The  universe  from  which  the  sample  was 
selected  was  a deck  of  approximately 
24,500  IBM  punch  cards  representing  all 
live  births,  stillbirths,  and  neonatal  deaths 
recorded  in  the  Rochester  region  in  1963. 

First  study  group 

The  first  study  group,  containing  peri- 
natal deaths  and  complicated  births,  was 
selected  as  follows: 

1.  Births  occurring  outside  of  hospitals 
were  removed  from  the  universe  deck,  as 
were  births  occurring  in  Wayland  Hospital 
in  Steuben  County  and  Wolcott  Hospital 
in  Wayne  County.  These  hospitals  were 
to  be  closed  and  thus  were  not  sampled. 

2.  All  placenta  praevia  cases  were  se- 
lected. These  totaled  122  of  which  97  were 
surviving  live  births  and  the  rest  were  still- 
births or  neonatal  deaths. 

3.  All  cases  which  came  under  the  re- 
maining five  criteria  for  selection  in  the 
complicated  group  were  selected  for  sub- 
sampling. 

4.  For  hospitals  with  fewer  than  500 
births,  all  cards  selected  in  item  3 were 
taken  as  the  final  sample.  An  exception 
was  Lakeside  Memorial  Hospital  which  had 
more  than  500  births  but  fewer  than  50 
reported  with  the  complications  under  con- 
sideration. This  hospital  was  included  in 
the  group  with  the  1 : 1 sampling  ratio. 

5.  For  hospitals  with  500  to  1,200  births, 
cards  selected  in  item  3 were  sampled  sys- 
tematically in  a 1:2  ratio.  There  were 
seven  hospitals  in  this  group.  The  cards 
were  first  stratified  by  hospital  and  then  put 
into  birth  certificate  number  order  within 
each  hospital,  thus  putting  them  into  order 
by  date  of  birth.  The  cards  were  then 
systematically  sampled,  taking  for  each 
hospital  the  first,  third,  fifth,  and  so  on. 

6.  For  hospitals  with  more  than  1,200 
births,  cards  selected  in  item  3 were  sampled 
systematically  in  a 1 : 5 ratio.  There  were 
five  hospitals  in  this  group.  Cards  were 
again  stratified  by  hospital  and  put  into 
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order  by  birth  certificate  number  for  each 
hospital.  The  first,  sixth,  eleventh,  and  so 
on,  cases  from  each  hospital  were  then 
selected. 

Second  study  group 

The  second  study  group,  containing  un- 
complicated live  births,  was  selected  as 
follows: 

1.  Normal  births  were  to  be  approxi- 

mately 25  per  cent  of  the  total  sample. 
However,  rather  than  select  a different 
number  from  each  hospital,  the  following 
approximations  were  decided  on:  small 

hospitals,  under  500  births,  10  normal 
births;  medium  hospitals,  500  to  1,200 
births,  15  normal  births;  and  large  hospi- 
tals, over  1,200  births,  20  normal  births. 

2.  This  sample  of  normal  births  actually 
approximated  29  per  cent  of  the  total  sam- 
ple. 

Materials  and  methods 

The  unique  nature  of  this  program  made 
it  advisable  to  relate  these  efforts,  in  addi- 
tion, to  the  State  Medical  Society,  to  the 
State  hospital  associations,  and  to  the 
Rochester  Regional  Hospital  Council.  A 
working  committee,  drawn  largely  from  the 
leadership  of  the  State  Medical  Society, 
outlined  policy  in  the  conduct  of  the  study. 
Cooperation  from  the  Rochester  regional 
hospital  council,  the  area  hospital  associa- 
tion, and  from  the  medical  staffs  of  all  of 
the  29  study  hospitals  was  instrumental  in 
getting  the  study  under  way. 

With  the  assistance  and  cooperation  of 
the  deans  and  the  chairmen  of  departments 
of  obstetrics  and  pediatrics  of  three  Upstate 
medical  schools,  volunteer  review  panels 
were  chosen  from  among  practicing  ob- 
stetric and  pediatric  specialists  in  Albany, 
Buffalo,  and  Syracuse.  Ten  physicians  in 
each  of  these  specialties  were  originally 
chosen  as  individual  reviewers  from  each 
geographic  region,  and  each  panel  thus  de- 
termined selected  three  of  its  number  to 
serve  as  an  “area  review  panel.” 

Photographic  copies  of  the  hospital 
charts  of  both  the  mother  and  the  resultant 
baby  or  babies,  sampled  from  all  hospitals 
in  the  region  without  regard  to  complica- 
tion, were  sent  to  pairs  of  individual  re- 
viewers according  to  the  following  distribu- 
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FIGURE  1.  Medical  review  study  flow  chart. 


tion  schedule  (Fig.  1):  (1)  Cases  reviewed 

by  a specialist  reviewer  in  one  geographic 
region  were  subsequently  reviewed  by  his 
counterpart  in  a different  region;  (2)  no 
individual  reviewer  was  aware  of  the  iden- 
tity of  his  counterpart;  (3)  neither  did  a 
reviewer  know  whether  his  review  of  a case 
was  the  first  review  or  a repeat  review;  and 
(4)  all  reviewers  were  sent  all  case  records 
of  both  mother  and  baby  for  each  case 
reviewed. 

A sample,  1:13,  of  cases  adjudged  satis- 
factorily treated  by  both  of  the  independent 
reviews  was  subsequently  randomly  se- 
lected for  review  by  the  review  panel  of  the 
remaining  geographic  region.  This  review 
panel  also  reviewed  every  case  adjudged 
unsatisfactorily  treated  by  either  or  both  of 
the  independent  reviewers.  No  reviewer, 
either  an  individual  or  a panel,  was  aware 
of  any  previously  rendered  judgment. 
Each  panel  rendered  its  judgment  of  “satis- 
factory” or  “unsatisfactory”  as  a concensus 
of  the  three  panel  members. 

In  29  hospitals  1,258  deliveries  were 
studied.  This  report  deals  only  with  the 
peer  judgments  as  to  the  adequacy  of  care 
rendered  to  these  1,258  women  and  to  the 
babies  born  to  them. 

The  paired  judgments  of  the  independent 
reviewers  on  these  1,258  obstetric  cases  may 
be  divided  into  three  categories.  In  942 
cases,  representing  74.9  per  cent  of  the  cases 
reviewed,  the  reviewers  agreed  that  care 
should  be  judged  to  be  “satisfactory”;  in 
77  cases,  6.1  per  cent,  there  was  agreement 
that  care  should  be  adjudged  “unsatis- 
factory”; and  in  239  cases,  19  per  cent,  the 
reviewers  did  not  agree  in  their  judgments. 

A sample  of  66  of  the  “satisfactory  care” 
agreements  was  submitted  to  panel  review 
as  were  all  cases  with  any  “unsatisfactory” 
judgment  from  either  or  both  reviewers. 
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TABLE  I.  Obstetric  summary 


Original 

Reviewers’ 

Opinions 

Cases 

Per 

Cent 

Pai 

Satis- 

factory 

nel 

Unsatis- 

factory 

Both  satis- 
factory 

942 

74.9 

785* 

157* 

Both  unsatis- 
factory 

77 

6.1 

23 

54 

Divided 

opinion 

239 

19.0 

167 

72 

Totals 

1,258 

100.0 

975  f 

283  f 

* A sample  amounting  to  66  of  the  942  was  reviewed.  In 
16.7  per  cent  the  “satisfactory”  paired  judgment  of  the  original 
reviewers  was  reversed  by  the  panel;  this  was  applied  to  the 
942  “satisfactory”  paired  judgments  of  the  original  reviewers, 
t “Weighted”  final  evaluation  resulting  from  procedure. 

The  reviewing  panel  contributed  an  oppo- 
site judgment  to  the  independent  individual 
paired  judgments  of  “satisfactory  care”  in 
11,  16.7  per  cent,  of  the  cases  thus  re- 
reviewed and  also  in  23,  29.9  per  cent,  of  the 
“unsatisfactory  care”  paired  agreements. 


The  reviewing  panel  decided  that  167,  69.8 
per  cent,  of  the  239  disagreements  between 
reviewers  had  been  “satisfactorily”  treated 
and  that  72,  30.2  per  cent,  had  been  “un- 
satisfactorily” treated. 

The  concerted  decision  of  the  panels  was 
accepted  as  the  final  judgment  in  those  cases 
in  which  there  was  disagreement  between 
the  independent  individual  reviewers. 
Logically  it  follows  that  a panel  opinion, 
arrived  at  in  concert  among  three  reviewers, 
should  indeed  be  accepted  even  when  it 
reverses  the  independent  reviewers’  agree- 
ment. The  correcting  reversal  factor  of 
16.7  per  cent  was  therefore  applied  to  the 
total  of  942  “satisfactory”  paired  inde- 
pendent reviewer  agreements  and  a 
weighted  final  evaluation  calculated.  This 
procedure  resulted  in  a final  judgment, 
from  all  sources,  of  “satisfactory  manage- 
ment” in  975  cases,  77.5  per  cent  of  1,258 
cases  reviewed  (Table  I). 


TABLE  II.  Obstetric  review  by  hospital* 


Hospital 

Code 

Number, 

29 

Hospitals 

Total 

Deliveries, 

1963 

Study 

Sample, 

Complica- 

tions 

Paired  Reviewer 

Opinions 

SS  UU  US 

“Satis- 
factorily” 
Managed 
(Per  Cent) 

T> 

anel  Rev 
— UU^ 
S U 

— SS — 
S U 

US-^ 
S U 

19 

49 

15 

12 

3 

80.0 

2 

1 

25 

182 

27 

22 

2 

3 

81.5 

1 

2 

3 

27 

240 

25 

19 

1 

5 

76.0 

1 

1 

4 

1 

26 

241 

33 

25 

3 

5 

75.8 

2 

l 

2 

1 

3 

2 

15 

256 

32 

23 

2 

7 

71.9 

1 

1 

1 

6 

1 

17 

275 

26 

15 

4 

7 

57.7 

l 

2 

2 

7 

2 

284 

29 

19 

5 

5 

65.5 

2 

1 

4 

3 

2 

29 

307 

31 

24 

1 

6 

77.4 

1 

l 

1 

1 

5 

11 

312 

32 

25 

3 

4 

78.1 

2 

1 

2 

3 

1 

24 

325 

33 

20 

5 

8 

60.6 

3 

3 

2 

6 

2 

18 

327 

41 

30 

6 

5 

73.2 

3 

l 

1 

5 

3 

2 

5 

409 

44 

26 

2 

16 

59.1 

2 

2 

8 

8 

1 

411 

40 

23 

3 

14 

57.5 

2 

1 

11 

3 

20 

416 

43 

28 

3 

12 

65.1 

2 

l 

1 

2 

7 

5 

16 

458 

42 

32 

3 

7 

76  2 

4 

3 

5 

2 

22 

488 

40 

31 

2 

7 

77.5 

1 

2 

4 

3 

23 

521 

40 

27 

5 

8 

67  5 

1 

2 

3 

8 

12 

606 

42 

37 

5 

88.1 

1 

4 

1 

14 

609 

41 

32 

4 

5 

78.0 

2 

1 

3 

4 

1 

28 

622 

41 

33 

1 

7 

80.5 

1 

6 

1 

4 

980 

53 

30 

2 

21 

56  6 

3 

1 

1 

11 

10 

21 

988 

54 

39 

4 

11 

72.2 

2 

2 

4 

9 

2 

13 

1,051 

46 

30 

4 

12 

65.2 

1 

1 

3 

8 

4 

3 

1,178 

56 

43 

2 

11 

76.8 

1 

1 

1 

6 

5 

9 

2,440 

61 

49 

2 

10 

80.3 

2 

2 

10 

10 

2,488 

73 

63 

10 

86.3 

4 

7 

3 

8 

2,508 

63 

50 

4 

9 

79.4 

4 

2 

2 

5 

4 

7 

2,537 

72 

65 

7 

90.3 

4 

1 

5 

2 

6 

2,894 

83 

70 

4 

9 

84.3 

5 

3 

1 

3 

8 

1 

Totals 

24 , 402 

1,258 

942 

77 

239 

74.9 

55 

11 

23 

54 

167 

72 

* SS  = both  satisfactory,  UU  = both  unsatisfactory,  US  = divided  opinion,  S = satisfactory,  U = unsatisfactory. 


May  1,  1967  / New  York  State  Journal  of  Medicine  1207 


TABLE  III.  Newborn  infant  summary 


Original 

Reviewers’ 

Opinions 

Num- 
ber of 
Cases 

Per 

Cent 

Satis- 

factory 

Unsatis- 

factory 

Both  satis- 
factory 

950 

79.3 

810* 

140* 

Both  unsatis- 
factory 

41 

3.4 

12 

29 

Divided 

opinion 

207 

17.3 

130 

77 

Totals 

1,198 

100.0 

952f 

246  f 

* Sample  amounting  to  75  of  the 

950  was  reviewed.  In 

14.7  per  cent  the  “satisfactory”  paired  judgment  of  the 
original  reviewers  was  reversed  by  the  panel;  this  was 
applied  to  the  950  “satisfactory”  paired  judgments  of  the 
original  reviewers. 

t “Weighted”  final  evaluation  resulting  from  procedure. 

An  attempt  was  made  to  relate  these 
judgments  to  the  care  provided  by  the  indi- 
vidual hospitals  who  contributed  their  cases 
to  the  study.  The  complexity  of  the  pro- 
cedures involved  in  the  final  judgments  of 
“satisfactory”  and  “unsatisfactory”  care 
and  the  paucity  of  the  sample  provided  to 
the  panel  by  each  hospital,  particularly 
some  of  the  smaller  hospitals,  defeated  this 
effort.  It  is  evident,  as  Table  II  is  re- 
viewed, that  future  review  procedures  must 
be  differently  organized  before  meaningful 
information  can  be  acquired  concerning  the 
quality  of  care  rendered  by  an  individual 
hospital. 

Similar  procedures  were  followed  in  an 
analysis  of  the  care  rendered  to  the  1,198 
live  newborn  infants  resulting  from  the 
1 ,258  deliveries  discussed.  The  same  classes 
of  paired  judgments  resulted  from  the  re- 
view of  the  newborn  cases  by  pediatrician 
reviewers. 

Of  the  1,198  live  newborn  cases  reviewed, 
the  independent  reviewers  were  in  agree- 
ment that  950,  79.3  per  cent,  had  received 
“satisfactory  care”;  that  in  41,  3.4  per  cent, 
the  care  had  been  “unsatisfactory”;  but 
they  did  not  agree  in  their  judgments  of 
207,  17.3  per  cent. 

Subsequent  panel  review  reversed  the 
“satisfactory”  agreement  in  11  cases,  14.7 
per  cent  of  a sample  of  75  cases  reviewed  by 
the  panels;  reversed  the  “unsatisfactory” 
agreement  in  12,  29.3  per  cent;  and  con- 
tributed the  deciding  judgment  of  “satis- 
factory” to  130,  62.8  per  cent,  and  of  “un- 
satisfactory” to  77,  37.2  per  cent,  of  the  207 
cases  in  which  the  original  review  opinion 
was  divided. 


The  correcting  reversal  factor  of  14.7  per 
cent  was  applied  to  the  total  of  950  “satis- 
factory” paired  independent  reviewer  agree- 
ments and  a weighted  final  evaluation  cal- 
culated. This  procedure  resulted  in  a final 
judgment,  from  all  sources,  of  “satisfactory 
management”  in  952  cases,  79.5  per  cent 
of  1,198  cases  reviewed  (Table  III). 

Table  IV  details  the  original  reviewer 
judgments  and  the  panel  agreement  and/or 
disagreement  with  the  paired  judgments  of 
the  reviewers  in  regard  to  the  pediatric  care 
exhibited  to  newborn  infants  at  each  of  the 
study  hospitals.  The  same  comments  may 
be  applied  to  the  attempted  analysis  of  this 
care  provided  by  an  individual  hospital  as 
were  made  anent  the  analysis  of  obstetric 
care. 

The  present  study  was  planned  to  explore 
not  only  the  quality  of  obstetric  and  neo- 
natal care  provided  in  the  hospital  service 
region  under  review  but  also  the  efficacy  of 
the  methods  used  in  the  review.  All  re- 
viewers were  therefore  asked  to  make  addi- 
tional comments  where  they  felt  that  the 
“satisfactory  - unsatisfactory”  judgments 
did  not  adequately  explain  their  opinions. 

Results 

The  comments,  thus  recorded,  have 
added  considerably  to  our  understanding 
of  the  review  process  and  the  problems 
related  to  attempts  to  define  “quality  of 
care.”  These  comments  have  also  aided 
in  the  recognition  of  certain  deficiencies 
demonstrated  in  the  hospital  charts  of  the 
cases  studied.  For  instance  the  obstetric 
reviewers,  both  individuals  and  panels, 
noted  the  frequent  omission  from  prenatal 
records  of  blood  counts,  Rh  determinations, 
anti-Rh  titers,  tests  to  establish  blood  type, 
and  the  presence  or  absence  of  syphilis. 
Estimates  of  pelvic  size  and  the  anticipated 
ease  or  difficulty  of  eventual  vaginal  deliv- 
ery were  also  frequently  omitted. 

Omissions  noted  in  the  recording  of  in- 
hospital  care  relate  to  important  procedural 
safeguards  such  as  monitoring  fetal  heart 
tones,  adequately  recording  pelvic  exami- 
nations during  labor,  recording  blood  type, 
and  crossmatching  and  checking  maternal 
clotting  mechanisms.  Toxemia  of  preg- 
nancy was  considered  to  be  inadequately 
treated  in  some  instances,  and  failure  to  use 
the  “double  setup”  pelvic  examination 
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TABLE  IV.  Newborn  infant  review  by  hospital 


Hospital 

Code 

Number, 

29 

Newborn 
Infants 
in  - — 

Paired  Reviewer 
— Opinions  • 

“Satis- 

factorily” 

Managed 

• — SS — 

— Panel  Opinions 

— uu^  . — US — - 

Hospitals 

Study 

SS  UU  US 

(Per  Cent) 

S U 

S U S U 

19 

16 

14 

2 

87.5 

1 

2 

25 

23 

17 

2 

4 

73.9 

1 

2 

3 

1 

27 

21 

15 

6 

71.4 

1 

5 

1 

26 

30 

20 

2 

8 

66.7 

1 

1 

1 

7 

1 

15 

30 

26 

1 

3 

86.7 

1 

1 

3 

17 

25 

14 

1 

10 

56.0 

1 

1 

10 

2 

25 

18 

7 

72.0 

1 

1 

4 

3 

29 

28 

21 

2 

5 

75.0 

2 

4 

1 

11 

34 

24 

10 

70.6 

1 

1 

8 

2 

24 

30 

23 

7 

76.7 

3 

7 

18 

36 

14 

11 

11 

38.9 

2 

1 

2 

9 

2 

9 

5 

39 

26 

3 

10 

66.7 

8 

3 

4 

6 

1 

35 

24 

4 

7 

68.6 

2 

1 

3 

5 

2 

20 

40 

33 

1 

6 

82.5 

3 

1 

6 

16 

42 

29 

2 

11 

69.0 

3 

1 

2 

5 

6 

22 

40 

33 

7 

82.5 

2 

5 

2 

23 

36 

30 

6 

83.3 

1 

4 

2 

12 

45 

35 

2 

8 

77.8 

1 

1 

1 

7 

1 

14 

36 

29 

2 

5 

80.6 

1 

1 

1 

2 

3 

28 

42 

35 

2 

5 

83.3 

4 

1 

1 

5 

4 

51 

45 

6 

88.2 

2 

2 

4 

21 

56 

41 

3 

12 

73.2 

6 

1 

2 

7 

5 

13 

41 

38 

3 

92.7 

4 

2 

1 

3 

56 

47 

9 

83.9 

3 

4 

5 

9 

58 

52 

6 

89  7 

1 

2 

4 

2 

10 

70 

63 

7 

90.0 

2 

4 

3 

8 

61 

47 

14 

77.0 

2 

1 

11 

3 

7 

69 

61 

1 

7 

88.4 

1 

2 

1 

7 

6 

83 

76 

7 

91.6 

7 

3 

4 

Totals 

1,198 

950 

41 

207 

79.3 

64 

11 

12 

29 

130 

77 

* SS  = both  satisfactory,  UU  = both  unsatisfactory,  US  = divided  opinion,  S = satisfactory,  U = unsatisfactory. 


technic  was  noted.  In  fact  there  were  43 
comments  of  “no  record,”  30  comments 
relating  to  incomplete  records,  and  19  to 
“unsatisfactory”  records.  The  relationship 
of  these  comments  to  the  number  of  “un- 
satisfactorily managed”  cases  has  not  yet 
been  established. 

Interestingly  enough,  while  overutiliza- 
tion of  hospital  facilities  has  been  the  sub- 
ject of  much  recent  concern,  this  comment 
was  noted  only  ten  times  while  there  were 
325  reviewer  notations  of  too  early  dis- 
charge reflecting  understay. 

Of  the  2,709  pediatric  reviews,  there  were 
comments  on  1,581.  Over  a third  of  these 
comments  related  to  the  failure  to  record 
either  an  adequate  description  of  the  new- 
born baby  shortly  after  birth  or  to  record 
the  one-minute  Apgar  score.  Here  again 
these  procedures  represent  important  safe- 
guards in  the  care  of  a newborn  infant. 


Recording  the  baby’s  rectal  temperature 
within  the  first  twelve  hours  of  life  is  a 
standard  measure,  the  omission  of  which 
was  frequently  noted. 

Inadequate  physical  examination  of  the 
baby  after  arrival  at  the  nursery  or  before 
discharge  was  commented  on  250  times. 
Sixty-three  of  these  comments  noted  that 
both  of  these  examinations  were  inade- 
quately recorded.  There  were  330  com- 
ments concerning  the  absence  of  a recorded 
physical  examination  in  the  nursery. 
Eighty-nine  of  these  comments  reported 
absence  of  both  admission  and  discharge 
examinations. 

Whereas  a physical  examination  is  ex- 
pected to  be  recorded  on  all  infants  and 
may  thus  be  regarded  as  a routine  whose 
omission  may  or  may  not  affect  the  future 
of  the  baby,  there  were  recorded  comments 
relating  to  inadequate  use  of  laboratory  and 
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x-ray  facilities  specifically  indicated  in  the 
care  of  sick  or  potentially  sick  babies. 
Reviewers  commented  172  times  on  the 
absence  of  indicated  chest  x-ray  examin- 
ations, 74  times  on  the  absence  of  blood  cul- 
tures, and  made  295  comments  on  the  ab- 
sence of  other  laboratory  tests  such  as 
bilirubin  determinations,  Coombs’  tests, 
hemoglobin  levels,  and  so  on. 

The  same  comments  were  made  about 
newborn  understay  as  had  been  noted  pre- 
viously by  the  obstetric  reviewers.  There 
probably  is  a causal  relationship. 

Obstetric  reviewers  and  pediatric  re- 
viewers both  contributed  many  comments 
about  the  infrequency  with  which  indicated 
consultations  were  requested. 

It  is  clear  that  notation  of,  or  comment 
on,  the  need  for  an  unrecorded  item  of  infor- 
mation does  not  guarantee  that  this  item 
was,  in  fact,  not  done.  On  the  other  hand, 
there  is  no  clearly  defined  process,  aside 
from  observer  technics,  that  will  separate 
“done,  not  recorded”  from  “not  done.” 
This  represents  one  of  the  serious  drawbacks 
to  the  use  of  hospital  charts  as  source  docu- 
ments for  medical  review. 

Summary 

In  summary,  a sample  of  complicated 
deliveries  within  hospitals  in  the  Rochester 
Hospital  Service  Region  was  examined  by 
peer  judgments  solicited  from  three  other 
areas  of  the  state.  Judgments  were  first 
made  independently  by  two  reviews  of  hos- 
pital charts  of  the  mothers  and  babies  in- 


volved. Judgments  of  care  were  made  us- 
ing the  terms  “satisfactory”  or  “unsatis- 
factory.” All  “unsatisfactory”  judgments 
and  a sample  of  “satisfactory”  agreements 
between  the  two  reviewers  were,  in  turn, 
reviewed  by  a three-man  panel  within  each 
appropriate  specialty. 

Application  of  a panel  “correction  factor” 
to  the  total  of  paired  reviewer  opinions  re- 
sulted in  a final  judgment  of  “satisfactory” 
in  77.5  per  cent  of  the  deliveries  reviewed 
and  in  79.5  per  cent  of  the  care  provided  to 
the  resulting  newborn  infants. 

The  method  used  in  reaching  “final” 
judgments  proved  unsuitable  for  estimating 
the  quality  of  care  provided  by  an  individ- 
ual hospital.  Appropriate  changes  will  be 
made  in  future  study  designs  to  accomplish 
this  end.  It  is  expected  that  further  analy- 
sis of  the  accumulated  data  will  yield  infor- 
mation relating  to:  (1)  the  peer  judgment 
process  itself,  (2)  the  relationship  of  hospital 
physical  facilities  and  professional  staff 
organization  and  staff  orientation  to  the 
proportion  of  satisfactory /unsatisfactory 
care  provided  patients,  (3)  professional 
characteristics  of  physicians  in  relation  to 
the  distribution  of  peer  judgments,  (4) 
changes  in  the  processes  involved  in  the 
accumulation  and  analysis  of  data  that  will 
provide  greater  yield  of  information  in  cer- 
tain areas  under  study,  and  (5)  reduction  of 
the  “opinion”  factor  and  substitution  of 
more  objective  technics  of  measurement. 
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It  is  only  through  the  kind  indulgence  of  the  Editor  that  we  are' able  to  devote  the 
space  ordinarily  allotted  to  our  column  to  the  publicizing  of  the  following  notice: 


WANTED:  A physician  between  the  ages  of  forty-one  and  fifty-three  with 

some  teaching  experience.  He  must  never,  at  least  since  student  or  intern 
days,  have  delivered  a baby,  performed  an  appendectomy  or  a tonsillectomy, 
nor  been  a member  of  a surgical  team.  He  must  never  have  had  sole  medi- 
cal responsibility  for  a sick  child,  a sick  adolescent,  a sick  adult,  or  a sick 
senescent  person.  He  must  never  have  administered  an  anesthetic,  in- 
terpreted an  x-ray  film,  nor  made  a microscopic  diagnosis  on  a surgical 
specimen.  He  must  never  have  faced  the  disheartening  experience  of  in- 
forming parents  that  their  child  is  retarded,  nor  a young  husband  that  his 
wife  has  Hodgkin’s  disease.  He  must  never  have  faced  the  distressful 
challenge  of  care  of  a patient  with  terminal  cancer  or  with  a chronic  neuro- 
logic disease. 

For  any  physician  meeting  the  above  requirements  there  is  an  unique  ad- 
ministrative and  investigative  position  as  a participant  in  the  development 
and  execution  of  a nationwide  program  designed  to  evaluate  the  quality  of 
medical  care  rendered  the  people  of  this  country  by  its  practicing  physicians. 


WRC 


Hemorrhage  and  hemophilia 


A study  of  192  infants  with  hemophilia  has 
shown  that  an  early  diagnosis  had  not  been  es- 
tablished in  76  per  cent  of  those  babies  who 
evidenced  moderate  or  severe  bleeding  diffi- 
culties in  the  newborn  period. 

In  this  study,  conducted  by  R.  L.  Baehner, 
M.D.,  and  S.  H.  Strauss,  M.D.,  and  reported  in  a 
recent  issue  of  the  New  England  Journal  of  Med- 
icine, a negative  family  history  was  found  in 
more  than  half  (51  per  cent)  of  those  patients 
with  severe  disease.  But  the  occurrence  of 
hemorrhage  during  the  first  year  of  life  could  be 
correlated  with  the  severity  of  the  disease,  and 
by  the  end  of  that  year  65  per  cent  of  these  in- 
fants had  shown  some  hemorrhagic  event.  In 
contrast,  only  26  per  cent  of  infants  with  a less 


severe  disease  showed  hemorrhage  in  the  first 
year,  and  this  could  always  be  related  to  trauma. 
However,  even  though  some  patients  with  severe 
disease  did  escape  hemorrhage,  easy  bruising  was 
almost  uniform  and  occurred  in  87  per  cent  of 
the  infants  within  the  first  year. 

In  the  absence  of  significant  trauma,  infants 
with  less  severe  hemophilia  usually  remained 
asymptomatic  during  the  first  year  of  life  and, 
of  the  children  studied,  an  early  positive  diag- 
nosis had  been  established  in  only  15  per  cent. 

In  addition,  more  than  half  of  the  patients 
with  severe  hemophilia  and  90  per  cent  of  those 
with  less  severe  disease  escaped  significant 
hemorrhage  after  circumcision,  although  this 
procedure  provokes  considerable  more  bleeding 
difficulties  when  performed  later  in  life.  Indi- 
cations are  that  a partial  protection  from  hemor- 
rhage is  present  during  the  neonatal  period,  al- 
though its  nature  remains  unknown. 
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Bernard  Benjamin  Alperstein,  M.D.,  of 

Brooklyn,  died  on  March  23  at  Memorial  Hos- 
pital at  the  age  of  sixty-five.  Dr.  Alperstein 
graduated  in  1929  from  Tufts  University  School 
of  Medicine.  He  was  director  of  allergy  at  Flat- 
bush  General  Hospital,  a consulting  allergist  at 
Kings  Highway  Hospital,  an  attending  allergist 
at  Unity  Hospital,  an  assistant  attending  aller- 
gist at  Maimonides  Hospital  of  Brooklyn,  and 
acting  head  allergist  at  Maimonides  Hospital 
of  Brooklyn  Outpatient  Department.  Dr. 
Alperstein  was  a Fellow  of  the  American  Col- 
lege of  Allergists  and  a member  of  the  Medical 
Society  of  the  County  of  Kings,  the  Medical 
Society  of  the  State  of  New  York,  and  the  Ameri- 
can Medical  Association. 

Anthony  John  Chimera,  M.D.,  of  Buffalo, 
died  on  February  17  at  his  home  at  the  age  of 
seventy.  Dr.  Chimera  graduated  in  1925  from 
the  University  of  Buffalo  School  of  Medicine. 
Retired,  he  was  a member  of  the  Buffalo  Acad- 
emy of  Medicine,  the  Erie  County  Medical  So- 
ciety, the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

John  Robert  Cobb,  M.D.,  of  Belle  Harbor, 
died  on  March  24  at  the  age  of  sixty-four.  Dr. 
Cobb  graduated  in  1930  from  Yale  University 
School  of  Medicine  and  in  1936  received  his 
Doctor  of  Medical  Science  degree  from  Columbia 
University  College  of  Physicians  and  Surgeons. 
He  had  been  an  attending  orthopedic  surgeon 
at  the  Hospital  for  Special  Surgery  and  New 
York  Polyclinic  Hospital,  an  associate  attend- 
ing orthopedic  surgeon  at  The  New  York  Hos- 
pital, a consulting  orthopedic  surgeon  at  East- 
ern New  York  Orthopedic  Hospital-School 
(Schenectady),  St.  Charles  Hospital  (Port 
Jefferson),  Sea  View  Hospital  and  Home  (Rich- 
mond), and  Veterans  Administration  Hospital 
(Castle  Point).  Dr.  Cobb  was  a Diplomate  of 
the  American  Board  of  Orthopedic  Surgery  and 
a member  of  the  American  Academy  of  Ortho- 
paedic Surgeons,  the  American  Orthopaedic 
Association,  the  New  York  Academy  of  Medi- 
cine, the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Edward  Richard  Evans,  M.D.,  of  Utica,  died 
on  February  22  at  his  home  at  the  age  of  eighty- 
two.  Dr.  Evans  graduated  in  1909  from  Colum- 
bia University  College  of  Physicians  and  Sur- 
geons. He  was  a consulting  physician  at  Utica 
State,  Faxton,  Herkimer  Memorial,  and  Mo- 
hawk Valley  General  Hospitals.  Dr.  Evans 
was  a member  of  the  Utica  Academy  of  Medi- 


cine, the  Oneida  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Joseph  Edward  Fitzgerald,  M.D.,  of  Rego 
Park,  died  on  February  8 at  La  Paz,  Bolivia, 
at  the  age  of  sixty.  Dr.  Fitzgerald  graduated  in 
1933  from  Georgetown  University  School  of 
Medicine.  He  was  a Fellow  of  the  American 
College  of  Chest  Physicians  and  a member  of 
the  Medical  Society  of  the  County  of  Queens, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Leo  Paul  Frankel,  M.D.,  of  The  Bronx  and 
Manhasset,  died  on  March  15  at  North  Miami, 
Florida,  at  the  age  of  fifty-four.  Dr.  Frankel 
received  his  medical  degree  from  the  University 
of  Lausanne  in  1942.  He  was  an  associate  at- 
tending psychiatrist  at  Meadowbrook  Hospital. 
Dr.  Frankel  was  a member  of  the  Bronx  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

John  Thomas  Gabbey,  M.D.,  of  Buffalo, 

died  on  February  17  at  Deaconess  Hospital  at  the 
age  of  sixty.  Dr.  Gabbey  graduated  in  1931 
from  the  University  of  Buffalo  School  of  Medi- 
cine. He  was  an  associate  attending  surgeon  at 
Deaconess  Hospital.  Dr.  Gabbey  was  a Fellow 
of  the  International  College  of  Surgeons  and  a 
member  of  the  Buffalo  Academy  of  Medicine, 
the  Erie  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Luther  Benjamin  Gardner,  M.D.,  of  Canis- 
teo,  died  on  January  13  at  the  age  of  fifty-four. 
Dr.  Gardner  graduated  in  1944  from  New  York 
University  Medical  College.  He  was  an  at- 
tending surgeon  at  St.  James  Mercy  (Hornell) 
and  Bethesda  Community  (North  Hornell) 
Hospitals.  Dr.  Gardner  was  a member  of  the 
Steuben  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Albert  Fillis  Goodwin,  M.D.,  of  Gloversville, 
died  on  March  1 at  his  home  at  the  age  of  sixty- 
seven.  Dr.  Goodwin  graduated  in  1932  from 
Albany  Medical  College.  He  was  an  honorary 
staff  physician  at  Nathan  Littauer  Hospital  and 
health  officer  for  Gloversville  and  Johnstown. 
He  was  one  of  the  founders  of  the  Fulton  County 
Blood  Bank  and  until  1965  served  as  director. 
Dr.  Goodwin  was  a member  of  the  International 
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Society  of  Hematology,  the  New  York  Academy 
of  Medicine,  the  Fulton  County  Medical  So- 
ciety, the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Charles  Joseph  Grenauer,  M.D.,  of  Williams- 
ville,  died  on  February  8 at  Sisters  of  Charity 
Hospital  of  Buffalo  at  the  age  of  sixty-two.  Dr. 
Grenauer  graduated  in  1930  from  the  University 
of  Buffalo  School  of  Medicine.  He  had  been 
an  attending  surgeon  at  Sisters  of  Charity  Hos- 
pital of  Buffalo.  Dr.  Grenauer  was  a member  of 
the  Erie  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

George  J.  Haller,  M.D.,  of  Buffalo,  died  on 
March  11  at  Deaconess  Hospital  at  the  age  of 
ninety-seven.  Dr.  Haller  graduated  in  1895 
from  the  University  of  Buffalo  School  of  Medi- 
cine. Retired,  he  had  been  a consulting  gyne- 
cologist at  Deaconess  Hospital.  Dr.  Haller 
was  a member  of  the  Buffalo  Academy  of  Medi- 
cine, the  Erie  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Lucien  Herriot,  M.D.,  of  New  York  City,  died 
on  July  4,  1966,  at  the  age  of  eighty-five.  Dr. 
Herriot  received  his  medical  degree  from  the 
University  of  Freiburg  in  1905.  He  was  a mem- 
ber of  the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

William  Henry  Hobbs,  M.D.,  of  Binghamton, 
retired,  died  on  February  20  at  Our  Lady  of 
Lourdes  Memorial  Hospital  at  the  age  of  eighty- 
one.  Dr.  Hobbs  graduated  in  1910  from  the 
University  of  Pennsylvania  School  of  Medicine. 
He  had  been  a consulting  gynecologist  at  Bing- 
hamton State  Hospital,  a senior  attending  sur- 
geon at  Binghamton  General  Hospital,  and  a 
consulting  surgeon  emeritus  at  Our  Lady  of 
Lourdes  Memorial  Hospital.  Dr.  Hobbs  was  a 
Diplomate  of  the  American  Board  of  Surgey,  a 
Fellow  of  the  American  College  of  Surgeons,  and 
a member  of  the  Binghamton  Academy  of 
Medicine,  the  Broome  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Edmond  Camille  Linton,  M.D.,  of  White 
Plains,  died  on  August  10,  1966,  at  the  age  of 
eighty-one.  Dr.  Linton  graduated  in  1906 
from  University  and  Bellevue  Hospital  Medical 
College. 

Dorothy  Loynes,  M.D.,  of  Islip,  died  on  March 
1 at  Smithtown  General  Hospital  at  the  age 
of  sixty-eight.  Dr.  Loynes  graduated  in  1926 
from  Johns  Hopkins  University  School  of  Medi- 
cine. She  was  a member  of  the  American 
Psychiatric  Association,  the  Suffolk  County 
Medical  Society,  the  Medical  Society  of  the 


State  of  New  York,  and  the  American  Medical 
Association. 

Louis  August  Luttge,  M.D.,  of  Bethpage,  died 
on  February  14  at  the  age  of  sixty-seven.  Dr. 
Luttge  graduated  in  1925  from  University  and 
Bellevue  Hospital  Medical  College.  He  was 
an  attending  syphilologist  at  Meadowbrook 
Hospital.  Dr.  Luttge  was  a member  of  the 
Nassau  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

William  C.  Meagher,  M.D.,  of  Elmhurst,  died 
on  March  24  at  Huntington  Hospital  at  the  age 
of  seventy-one.  Dr.  Meagher  graduated  in  1918 
from  Fordham  University  School  of  Medicine. 
He  was  a consulting  gynecologist  at  Carson  C. 
Peck  Memorial,  Huntington,  and  Mary  Im- 
maculate Hospitals.  A former  clinical  profes- 
sor of  obstetrics  and  gynecology  at  Downstate 
Medical  Center,  Dr.  Meagher  was  a Diplomate 
of  the  American  Board  of  Obstetrics  and  Gyn- 
ecology, a Fellow  of  the  American  College  of 
Surgeons,  and  a member  of  the  Medical  Society 
of  the  County  of  Queens,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Clyde  Kennedy  Miller,  M.D.,  of  Rhinebeck, 
died  on  February  5 at  his  home  at  the  age  of 
eighty-five.  Dr.  Miller  graduated  in  1908 
from  Medico-Chirurgical  College  of  Philadel- 
phia. Retired,  he  was  a member  of  the  Dutch- 
ess County  Medical  Society,  the  Medical  So- 
ciety of  the  State  of  New  York,  and  the  Ameri- 
can Medical  Association. 

Esther  Emily  Parker,  M.D.,  of  Jacksonville, 
died  on  March  16  at  the  age  of  eighty-six.  Dr. 
Parker  graduated  in  1907  from  Cornell  Uni- 
versity Medical  College.  She  was  an  honorary 
physician  at  Tompkins  County  Hospital.  Dr. 
Parker  was  a member  of  the  Tompkins  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Moses  Heyman  Seley,  M.D.,  of  Brooklyn, 
died  on  February  24  at  the  age  of  eighty-nine. 
Dr.  Seley  received  his  medical  degree  from  the 
University  of  Moscow  in  1902.  He  was  a mem- 
ber of  the  Medical  Society  of  the  County  of 
Kings,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Herman  Winkelman,  M.D.,  of  Miami  Beach, 
Florida,  formerly  of  Scotia,  died  on  February 
13  at  Cedars  of  Lebanon  Hospital,  Miami, 
at  the  age  of  sixty-two.  Dr.  Winkelman  re- 
ceived his  medical  degree  from  the  University  of 
Vienna  in  1935.  He  was  a member  of  the 
American  Academy  of  General  Practice,  the 
Schenectady  County  Medical  Society,  the  Medi- 
cal Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 
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WANTED:  INTERNIST  OR  GENERAL  PRACTI- 

tioner  to  associate  in  Manhattan  practice.  Immediate 
opening.  Box  545,  % NYSJM. 


OPPORTUNITIES  FOR  PHYSICIANS,  NORTHERN 
Wayne  County,  30  miles  from  Rochester,  New  York  on 
Lake  Ontario,  in  towns  of  Ontario,  Williamson,  Sodus  and 
North  Rose.  Internal  medicine,  pediatrics,  general 
practice.  Financial  assistance  available.  Ratio  physi- 
cians to  population  1/2000.  Area  served  by  Myers 
Community  Hospital,  new,  accredited  60  bed  facility, 
completed  1965.  Write  or  call  collect,  James  Surridge, 
Hospital  Administrator,  Myers  Community  Hospital, 
Sodus,  New  York.  (315)  483-9161. 


BUSY  GENERAL  SURGEON,  WITH  LARGE  OFFICE 
practice,  near  New  York,  wishes  Board  eligible  associate 
leading  to  partnership.  Excellent  opportunity  for  hard 
worker.  Box  548,  % NYSJM. 


EXCELLENT  OPPORTUNITY  FOR  GENERAL  PRAC- 
tice,  specialist  or  combination,  (anesthesia,  OB,  etc.),  solo 
or  group  in  Finger  Lakes  community  with  fully  accredited 
hospital  slated  for  2'/2  million  dollar  expansion.  Future 
unlimited.  Seeing  is  believing.  Bring  the  wife.  Write 
Box  222,  Watkins  Glen,  N.  Y.  14891. 
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MISCELLANEOUS 


OFFICE  PLANNING,  FROM  ARCHITECTURAL 
drafting,  blue  prints,  through  finished  interiors,  by  trained 
interior  designer  with  medical  background.  S.  L.  Emmet, 
415  East  52nd  St.,  N.Y.C.  PL  1-2877. 


REAL  ESTATE  FOR  SALE  OR  RENT 


NEW  YORK  DUTCHESS  COUNTY:  NEW  MEDICAL 
building  in  Wappingers  Falls,  Poughkeepsie  area,  occupied 
by  D.D.S.,  orthodontist,  and  Ob-Gyn.  Office  available 
for  all  specialties.  Critical  physician  shortage  because  of 
population  explosion.  Address:  Martin  Rabin  D.D.S.,  65 
South  Clinton  St.,  Poughkeepsie.  N.Y.  (914)  454-0322 


TERMINATING  30  YEAR  ACTIVE,  GENERAL  PRAC- 
tice  and  proctology  March  31,  1967.  Entering  Public 
Health  Service.  Well  planned  building  for  two  practi- 
tioners. Two  furnished  apartments  2nd  floor,  X-ray, 
laboratory  facilities.  New  York  State  Finger  Lakes 
wine  area,  Hammondsport,  New  York.  4 miles  from  new, 
75-bed  hospital.  Sell  or  lease  office  building.  Modern 
ranch  dwelling  built  Sept.  1965  on  premises,  for  sale. 
Write  or  phone:  Eldred  J.  Stevens,  M.D.,  Hammonds- 

port, N.Y.  14840;  (607)  569-2344  or  2345. 


ARCHITECT-DESIGNED  MEDICAL  OFFICE/HOME. 
Seven  years  old.  Completely  air-conditioned.  Five  room 
office  and  eight  room  house.  Superb  comer  location  on 
Doctor’s  Row.  Excellent  neighborhood.  Western  suburbs 
of  Syracuse.  Available  July  1967.  Call  collect,  or  write: 
John  Isaac,  M.D.,  917  Granger  Rd.,  Syracuse,  N.Y. 
Tel.:  (315)  468-6930. 


ARMONK,  NEW  YORK:  600  SQ.  FT.  IN  OFFICE- 

professional  bldg,  ready  for  occupancy  April  1st.  For 
further  information,  please  contact  Dr.  Jerome  E.  Light, 
39  Maple  Ave.,  Armonk,  N.Y.  10504,  or  call  (914)  273- 
8295. 


CHOICE  SUITES  STILL  AVAILABLE  NEW  PRESTIGE 
3-story  professional  building;  elevator;  fireproof;  fully 
air-conditioned;  excess  parking.  554  Larkfield  Road, 
East  Northport,  N.Y.  Has  as  tenants  clinical  laboratory, 
radiologists.  Excellent  location  for  all  medical  profession. 
Call  (516)  488-3430.  Write  Delmar  Enterprises,  Inc.,  311 
Meachara  Ave.,  Elmont,  N.Y. 


HOSPITAL  FOR  SALE — WESTCHESTER  COUNTY. 
Excellent  profit  opportunity  for  group  of  physicians. 
David  Jaret  Corp.,  18  E.  41  St.,  N.Y.C.  Est.  40  yrs. 
MU  4-2400. 


FOR  SALE:  CONTEMPORARY  HILLSIDE  HOME, 

lower  Rockland  County,  20  mins.  G.W.  Bridge.  Secluded 
V*  acre  wooded  lot.  Magnificent  view  of  Hudson.  9 
rooms;  4 B.R.,  large  study,  400  sq.  ft.  Dropped  living 
room  with  fireplace.  2 decks  and  patio.  $55,000.  R. 
Berechid,  P.O.  Box  475,  Piermont,  N.Y.  Tel:  (914) 
EL  9-5669. 


ALBANY,  NEW  YORK  SURGEON  RETIRING.  PROC- 
tologic  practice.  Furnished  office,  Ritter  table,  suction 
machine,  anoscopes,  sigmoidoscopes  including  childs. 
Immediate  occupancy.  Tel:  (518)  HE  8-0077. 


PRESTIGE  LOCATION 

For  Medical— Dental  Group 
and  Individual  Practitioners. 

"EXECUTIVE  TOWERS” 

1020  GRAND  CONCOURSE,  BRONX 

23-Story  Air  Conditioned  Apt.  Bids,  (corner  165th  St.) 

Exclusively  Reserved  for  Professional  use. 
PRIVATE  ENTRANCES 
2 FLOORS  • PRIVATE  ELEVATORS 
CENTRAL  AIR-CONDITIONING 
IMMEDIATE  OCCUPANCY 
Attractive,  Unfurnished  Apartments  for 
Medical  & Nursing  Personnel 

Apply  Renting  Office  on  property  • CY  3-5545 
Carol  Management  Corp.,  Owner — Builder 


REAL  ESTATE  FOR  SALE  OR  RENT— CONT’D 


FOR  SALE:  PRIVATE  HOUSE  AND  PROPERTY; 

fifteen  rooms,  four  baths,  suitable  for  doctors,  D.D.S.,  etc. 
Ample  parking  space.  Located  in  new  populated  area,  right 
off  exit  61  on  Long  Island  Expressway.  House  has  private 
entrance  for  living  quarters,  plus  three  other  entrances. 
114  Holbrook  Road,  Holbrook,  N.Y.  Must  see  house  and 
property  to  be  appreciated.  Write  or  call  for  appointment 
(516)  588-4759. 


RENT,  MEDICAL  OFFICE,  FRESH  MEADOWS, 
Flushing,  N.Y.  Spacious,  share  waiting  room  with  D.D.S. 
Excellent  location  for  generalist,  internist,  pediatrician,  or 
group.  Unopposed,  densely  populated.  Incumbent  intern- 
ist leaving  area.  Exceptional  opportunity.  Lease.  196-11 
69th  Ave.,  Fresh  Meadows,  N.Y.  Call  after  7 p.m.  (212) 
OL  7-9641. 


FOR  RENT:  PROFESSIONAL  OFFICE  SPACE  ON 

lobby  floor  of  new  high  rise,  prestige  building.  Suitable  for 
combined  office  and  residence  or  for  group.  2,000  sq.  ft. 
Will  alter  to  suit  all  or  part.  2 private  entrances.  Carlyle 
Towers,  512  Bloomfield  Ave.,  Caldwell,  N.J.  Phone: 
(201)  228-4227. 


OCEANSIDE  MEDICAL  CENTER.  SOUTH  SHORE, 
Nassau  County.  New  building,  suites  to  order  Full  time 
or  sublet.  Area  needs  medical  & surgical  specialists, 
dental  specialists.  Open  staff  hospital  nearby.  X-ray 
facility  on  premises.  Dr.  Radack,  2940  Lower  Lincoln 
Ave.,  Oceanside,  N.Y.  11572.  Tel:  (516)  OR  8-2525. 


TERRIFIC  OPPORTUNITY  FOR  MEDICAL  SPECIAL- 
ist — pediatrician,  ophthalmologist,  E.N.T.,  etc.  Rent 
last  suite  in  modern  one  story  professional  bldg.  Already 
occupied  by  Board  obstetricians,  and  Board  orthodontist, 
both  with  busy  practices.  Located  in  center  of  East  N orth- 
port-Huntington  Township.  Tel:  (516)  FO  8-3044,  or 

Box  546,  % NYSJM. 


NEW  YORK  CITY  70’S  EAST 

THE  PAVILION 
MEDICAL  CENTER 

ONE  OF  THE  CHOICEST 

PROFESSIONAL  LOCATIONS  IN  ALL  OF  MANHATTAN 
Private  Entrances  • Central  Air-Conditioning 

Within  Easy  Walking  Distance  Of  Doctors  Hospital, 

Lenox  Hill  & New  York  Hospitals 

500  East  77  St.  Will  Alter  To  Suit  (21 2)  LE  5-81 00 
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Books  Reviewed 


M 


Atlas  of  Keratectomy  and  Keratoplasty. 

By  Ramon  Castroviejo,  M.D.  Quarto  of  462 
pages,  illustrated.  Philadelphia,  W.  B.  Saun- 
ders Company,  1966.  Cloth,  $27. 

Dr.  Castroviejo  is  one  of  the  world’s  authori- 
ties on  keratoplasty  and  is  largely  responsible 
for  evolution  to  modern  keratoplasty  technic. 
In  this  volume  he  brings  together  his  experience 
of  the  past  thirty  years  and  represents,  with  very 
adequate  illustrations,  his  current  approach  to 
various  surgical  procedures  of  the  human  cornea. 
There  is  no  other  book  available  which  covers 
corneal  surgery  as  extensively  from  the  surgical 
standpoint  and  every  ophthalmologist  who  does 
corneal  grafts  will  benefit  from  this  review  of 
technics. 

I was  disappointed  in  the  section  on  results, 
in  that  it  did  not  statistically  review  Dr. 
Castroviejo’s  total  experience,  but  only  pre- 
sented photographs  of  selected  cases.  A com- 
plete statistical  review  from  a man  of  Dr. 
Castroviejo’s  experience  would  be  invaluable  to 
those  of  us  who  will  be  continuing  this  surgery. 
Our  interest  now  lies  in  the  physiology  of  the 
corneal  homograft  by  a better  understanding  of 
corneal  disease.  Further  improvement  of  surgi- 
cal technic  beyond  the  level  advanced  by  Dr. 
Castroviejo  will  be  difficult  to  achieve. — 
Richard  C.  Troutman,  M.D. 

Ischio-Femoral  Arthrodesis.  By  John 
Crawford  Adams,  M.D.  Octavo  of  112  pages, 
illustrated.  Baltimore,  The  Williams  and  Wil- 
kins Company,  1966.  Cloth,  $9.50. 

This  monograph  by  a well-known  British 
orthopedic  surgeon,  represents  a detailed  study 
of  an  original  procedure  designed  to  overcome 
some  of  the  problems  which  perplex  the  surgeon 
who  intends  to  fuse  a hip  joint.  The  book  is 
obviously  intended  for  one  highly  skilled  and 
the  author’s  experiences  definitely  merit  careful 
and  serious  consideration. 

History  of  arthodesis  of  the  hip,  with  par- 
ticular attention  to  newer  developments  in 
extra-articular  versus  intra-articular  surgery,  is 
well  covered,  due  credit  being  accorded  to 
Brittain  for  his  contributions.  The  anatomical 
and  mechanical  (mathematical)  aspects  with 
descriptions  of  experiments  on  cadaver  studies 
especially  are  interesting.  These  had  special 
relevance  to  possible  complications  and  the 


author  frankly  presented  obstacles  and  chal- 
lenges which  were  encountered.  His  special 
thesis  involves  an  arthrodesis  accomplished  by 
nail  fixation  and  extra-articular  autogenous 
graft  from  femur  to  ischium.  Although  at- 
tention is  directed  toward  the  relative  sim- 
plicity of  the  procedure  and  the  abbreviated 
convalescent  period,  the  detailed  review  of  the 
cases  presented,  representing  138  operations  on 
125  patients,  must  impress  the  reader  with  the 
hazards  involved,  the  nature  of  the  complica- 
tions, and  the  demand  for  consummate  surgical 
and  technical  perfection.  It  is  the  sort  of  pro- 
cedure which  ought  to  be  observed  in  its  per- 
formance before  undertaking  it. 

Nevertheless,  there  are  so  many  advantages 
to  be  gained  in  the  successful  case  that,  with 
the  technic  mastered,  the  procedure  should  gain 
in  popularity.  Anyone  interested  in  the  prob- 
lem of  hip  surgery  should  find  this  monograph  a 
rewarding  adventure. — Max  B.  Rabinowitz, 
M.D. 


Biological  Treatment  of  Mental  Illness. 
Proceedings  of  the  II  International  Con- 
ference of  the  Manfred  Sakel  Foundation, 
held  October  31  to  November  3,  1962,  at  the 
New  York  Academy  of  Medicine,  New  York. 
Edited  by  Max  Rinkel,  M.D.  Octavo  of  1,025 
pages,  illustrated.  New  York,  L.  C.  Page  & 
Co.,  1966.  Cloth,  $25. 

This  book  is  a collection  of  about  60  articles 
by  authors  from  many  parts  of  the  world. 
In  the  articles  are  outlined  the  sum  total  of 
knowledge  concerning  the  biologic  treatment  of 
mental  diseases,  with  great  emphasis  placed  on 
pharmaceuticals.  Those  who  read  it  will  learn 
much  about  the  history  of  drug  therapy,  its 
underlying  physiologic  data,  and  the  types  of 
research  being  conducted  at  various  centers. 
Little  space  is  alloted  to  the  electrical  convulsive 
therapies  and  nothing  to  psychosurgery  which 
are,  in  the  last  analysis,  also  forms  of  biologic 
treatment. 

This  book  is  well  written  and  clear,  and  can 
form  the  nucleus  for  research  purposes  because 
of  its  comprehensiveness  and  the  most  extensive 
bibliography  enabling  the  researcher  to  find 
the  original,  perhaps  more  detailed  articles  in 
medical  periodicals.  Theodore  Meltzer, 
M.D. 
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Roche  announces  new  £ 

Injectable  Valium  (diazepam)  ^ 

To  gain  more  immediate  control  of  acute  anxiety  and  tension 


• Ready  to  use  (no  reconstitution  needed)  for  I.M.  or 
I.V.  injection... the  benefits  of  Valium  (diazepam)  are 
now  available  with  parenteral  speed. 

• Valium  (diazepam)  Injectable  rapidly  calms  acute 
agitation,  tension  and  apprehension. 

Before  prescribing,  please  consult  complete  product  information, 
a summary  of  which  follows: 

INDICATIONS:  Tension  and  anxiety  states.  Psychoneurotic  states, 
moderate  to  severe,  where  anxiety,  apprehension  or  agitation 
exist  alone  or  associated  with  depressive  symptoms.  Somatic 
complaints  which  are  concomitants  of  emotional  factors.  Pre- 
operative anxiety  and  acute  stress  reactions,  used  adjunctively 
in  minor  surgical  procedures,  gastroscopy,  esophagoscopy.  Acute 
alcohol  withdrawal.  Muscle  spasm  associated  with  cerebral  palsy 
and  athetosis. 

CONTRAINDICATIONS:  Infants,  patients  with  a history  of  convul- 
sive disorders,  glaucoma,  or  known  sensitivity  to  drug. 
WARNINGS:  Should  not  be  added  to  parenteral  fluids  or  be  dilu- 
ted. Not  recommended  for  treatment  of  psychotic  or  severely  de- 
pressed patients.  Not  to  be  administered  to  patients  in  shock  or 
coma.  Caution  against  hazardous  occupations  during  therapy. 
Advise  patients  against  simultaneous  ingestion  of  alcohol  and 
other  CNS-depressant  drugs  during  therapy.  Abrupt  discontinu- 
ance after  prolonged  overdosage  may  produce  withdrawal  symp- 
toms similar  to  those  noted  with  barbiturates  and  alcohol. 
Addiction-prone  individuals  should  be  under  careful  surveillance 
during  therapy  with  Valium  (diazepam)  or  other  psychotropic 
drugs.  Safe  use  in  pregnancy  and  in  children  under  age  12  not 
established. 

PRECAUTIONS:  Concurrent  use  with  other  psychotropics  gen- 
erally not  recommended.  Precautions  indicated  for  severely  de- 
pressed or  patients  in  whom  there  is  any  evidence  of  impending 
depression.  Observe  usual  precautions  in  impaired  renal  or  hepa- 
tic function  and  in  patients  who  may  be  suicidal.  Not  recom- 
mended for  bronchoscopy,  laryngoscopy,  or  obstetrical  use. 
Since  effect  with  narcotics  may  be  additive,  appropriate  reduction 
in  narcotic  dosage  is  possible. 

ADVERSE  REACTIONS:  Drowsiness,  fatigue,  ataxia.  Also  re- 
ported: blurred  vision,  changes  in  libido  or  salivation,  confusion, 
constipation,  depression,  diplopia,  dysarthria,  euphoria,  head- 


• Useful  in  alleviating  muscle  spasm  of  cerebral  palsy 
and  athetosis. 

• Acts  with  minimal  side  effects  on  cardiorespiratory 
function. 

Supplied  in:  2-cc  ampuls  (5  mg/cc),  boxes  of  10. 

ache,  hypoactivity,  hypotension,  incontinence,  jaundice,  nausea, 
skin  rash,  slurred  speech,  tremor,  urinary  retention  and  vertigo. 
Paradoxical  reactions  such  as  acute  hyperexcited  states,  anxiety, 
excitement,  hallucinations,  increased  muscle  spasticity,  insomnia, 
rage,  sleep  disturbances  and  stimulation  have  been  reported; 
should  these  occur,  use  of  the  drug  should  be  discontinued. 
Periodic  blood  counts  and  liver  function  tests  advisable  in  long- 
term therapy.  Changes  in  EEG  patterns  observed. 

DOSAGE  AND  ADMINISTRATION:  Individualize  dosage.  Usual 
initial  adult  dose  is  2 to  10  mg  I.M.  or  I.V.  Lower  doses  (usually  2 
mg  to  5 mg)  with  slow  dosage  increase  for  elderly  or  debilitated 
patients  and  when  sedative  drugs  are  added.  In  minor  surgical 
procedures,  gastroscopy  and  esophagoscopy,  5 to  10  mg  I.M.  or 
I.V.  30  min.  prior  to  procedure.  Give  injections  slowly;  take  at 
least  1 min.  for  each  5 mg  (1  cc).  In  acute  conditions  injection  may 
be  repeated  within  1 hr.,  although  interval  of  3-4  hrs.  is  usually 
satisfactory;  not  more  than  30  mg  should  be  given  within  8-hr. 
period. 

Intramuscular:  Deep  intramuscular  injection  should  be  given 
slowly. 

Intravenous:  The  solution  should  be  injected  slowly,  taking  at 
least  one  minute  for  each  5 mg  (1  cc)  given. 

Once  the  acute  symptomatology  has  been  properly  controlled 
with  Injectable  Valium  (diazepam),  the  patient  may  be  placed  on 
oral  therapy  with  Valium  (diazepam)  if  further  treatment  is  re- 
quired. 

HOW  SUPPLIED:  Ampuls,  2 cc,  boxes  of  10.  Each  cc  contains  5 
mg  diazepam  compounded  with  40%  propylene  glycol,  10%  ethyl 
alcohol,  5%  sodium  benzoate  and  benzoic  acid  as  buffers,  and 
1.5%  benzyl  alcohol  as  preservative. 

,-jljROCHEJ-] 

Roche  Laboratories 

Division  of  Hoffmann  - La  Roche  Inc. 

Nutley,  N.J.  07110 
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Mild  mood  depression, 
poor  appetite,  little 
interest  in  the  present  or 
future.  Does  this  picture 
mean  that  she’s  giving  in 
to  functional  fatigue? 

When  functional  fa- 
tigue is  part  of  her  prob- 
lem, Alertonic  can  help 
counteract  accompanying 
apathy  and  inertia.  It 
helps  lift  mood,  stimulate 
appetite,  and  establish 
new  interest  in  daily  life. 


Pleasant-tasting  Alertonic  combines  pipradrol  hydro- 
chloride—a gentle  cerebral  stimulant— with  an  excel- 
lent vitamin  and  mineral  formula,  in  a satisfying  15% 
alcohol  vehicle. 

Especially  in  the  aging  patient,  nothing  fosters 
confidence  and  a sense  of  well-being  better  than  your 
own  personal  warmth,  understanding,  and  encourage- 
ment. Between  visits,  however,  your  prescription  for 
Alertonic  can  help  keep  your  patient  from  giving  in  to 
functional  fatigue. 

Adequate  dosage  is  important:  Prescribe  Alertonic— 
one  tablespoonful  t.i.d.,  30  minutes  before  meals 
. . . tastes  best  chilled. 

And  for  your  patient’s  sake,  prescribe  Alertonic 
in  the  convenient,  economical  one-pint  bottle. 


Each  45  cc.  (3  tablespoonfuls)  contains:  alcohol,  15%,  pipradrol 
hydrochloride,  2 mg.;  thiamine  hydrochloride  (vitamin  B,)  (10 
MDR*),  10  mg.;  riboflavin  (vitamin  B,,)  (4  MDR),  5 mg.;  pyri- 
doxine  hydrochloride  (vitamin  Br>),  1 mg.;  niacinamide  (5  MDR), 
50  mg.;  choline, t 100  mg.;  inositol, + 100  mg.;  calcium  glycero- 
phosphate, 100  mg.  (supplies  2%  MDR  for  calcium  and  for 
phosphorus)  and  1 mg.  each  of  the  following:  cobalt  (as  chloride), 
manganese  (as  sulfate),  magnesium  (as  acetate),  zinc  (as  acetate), 
and  molybdenum  (as  ammonium  molybdate). 

•Multiple  of  adult  Minimum  Daily  Requirement  supplied. 

tThe  need  for  these  substances  in  human  nutrition  has  not  been  established. 

Indications:  1.  Functional  fatigue  such  as  that  often  associated 
with:  a depressing  experience  or  stressful  time  of  life;  advanc- 
ing years;  convalescence;  limited  activity  or  confinement.  2.  Poor  1 
appetite  and  vitamin-mineral  deficiency  as  they  occur  in:  patients 
having  faulty  eating  habits;  geriatric  patients  who  are  losing  interest 
in  food;  patients  convalescing  from  debilitating  illness  or  surgery. 
Contraindications:  As  with  other  drugs  with  CNS  stimulating 
action,  Alertonic  is  contraindicated  in  hyperactive,  agitated  or 
severely  anxious  patients  and  in  chorea  or  obsessive  compulsive 
states. 

Side  effects:  Reports  of  overstimulation  have  been  rare.  Patients  who 
are  known  to  be  unduly  sensitive  to  the  effects  of  stimulant  drugs 
should  be  observed  carefully  in  the  initial  stages  of  treatment. 
Dosage:  Adults,  1 tablespoonful;  children  (over  15  years  old),  1 to 
2 teaspoonfuls;  children  (4  to  15  years  old),  1 teaspoonful.  To  be 
taken  three  times  daily  30  minutes  before  meals. 

* v THE  WM.S.  MERRELL  COMPANY 

( Merrell  ) Division  of  Richardson-Merrell  Inc. 
v,  y Cincinnati,  Ohio  45215 
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when  pain 
is  beyond 
the  reach 
of  simple 
analgesics 


TRANCO-GESIC  gives  your  patients  compre- 
hensive relief  of  mild  to  moderate  pain.  It 
extends  the  range  of  usefulness  of  aspirin  by 
dimming  pain  perception  and  also  reducing 
mental  and  physical  tension. 

Of  862  patients  who  were  treated  with  chlor- 
mezanone  and  aspirin  for  various  disorders, 
88%  experienced  excellent  or  good  pain 
relief.' 


TRANCO-GESIC  is  non-narcotic  and  is  free 
from  dangers  of  addiction,  habituation  or  de- 
pendence. Because  TRANCO-GESIC  is  so  well 
tolerated,  you  can  prescribe  it  for  anyone  who 
can  take  aspirin. 


TRANCO-GESIC 

tablets 

chlormezanoneioo  mg.  with  aspirin  300  mg. 

NON-NARCOTIC  ANALGESIC 

subdues  the  major 
contributors  to  pain: 

• pain  perception 

• mental  tension 

• muscle  tension-spasm 


Side  etfects  have  been  minor.  Occasionally  gastric 
distress,  weakness,  sedation  or  dizziness  occur.  Re- 
versible cholestatic  jaundice  has  been  reported  on  rare 
occasions.  However,  in  4,653  patients  treated  with 
chlormezanone,  97.7%  had  no  side  effects.' 
Contraindications:  just  one:  sensitivity  to  aspirin. 

Dosage:  Adults  usually  2 tablets  three  or  four  times  daily; 
Children  (from  5 to  12  years),  1 tablet  three  or  four 
times  daily. 

1.  Collective  studies,  Department  of  Medical  Research, 
Winthrop  Laboratories. 
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IN  EMPHYSEMA 


THE 

EASY-TO-TAKE’ 

AMINOPHYLLINE 


Aminophylline  dura-tabs 

J prolonged -medication  tablets  4'/2  gr.  (0.3  Gm.) 


Precautions:  Use  with  caution 
in  patients  with  poor  renal  function 
as  a decreased  rate  of  excretion 
may  lead  to  accumulation  and 
untoward  reactions.  Gastric 
irritation  may  occasionally  be 
observed  in  certain  patients 
sensitive  to  oral  aminophylline. 
Dosage:  Adults,  1 to  2 
Aminophylline  Dura-Tabs 
each  8 or  12  hours,  with  food. 


RARELY  UPSET  THE  STOMACH 

Oral  aminophylline  needn’t  disturb  the  stomach-nor  a 
good  night’s  sleep.  Patients  breathe  easier  all  day,  sleep 
better  all  night,  as  each  Aminophylline  Dura-Tab  dose 
provides  effective  therapeutic  activity  for  up  to  12  hours. 
And  unlike  conventional  tablets,  AMINOPHYLLINE 
DURA-TABS  seldom  cause  gastric  distress.  The  special 
Dura-Tab  process  allows  the  gradual  absorption  of  the 
medication  from  the  intestinal  tract  with  only  a small  frac- 
tion of  the  dose  released  in  the  stomach. 


WYNN  Pharmaceuticals,  Inc.,  Phila.,  Pa.  19132  • Manufacturers  of  QUINAGLUTE"  DURA-TABS” 
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Ehgre  than  one  meal  a day 


A Plegine  (Phendimetrazine  bitartrate)  tablet 
j taken  an  hour  before  each  meal  affords  peak 
activity  at  mealtime,  when  it  is  needed  most. 
Reminds  patients  to  eat  according  to  your 
prescribed  diet  plan. 

tut/  Plegine 

Phendimetrazine Martrate 

I provides  peak  appetite  suppression  when  it's  needed  most 


Indications:  Recommended  in  the  management  of 
excessive  appetite  leading  to  obesity. 

Cautions  and  Contraindications:  No  adverse  effects  on 
blood  pressure,  heart  rate,  and  respiration  have  been 
reported.  However,  as  is  true  for  all  medications  of  this 
type,  Plegine  (Phendimetrazine  bitartrate)  is  not  rec- 
ommended for  patients  with  coronary  disease,  severe 
hypertension,  or  thyrotoxicosis,  and  should  be  used 
with  caution  in  highly  nervous  or  agitated  individuals. 


Side  Effects:  There  have  been  occasional  reports  of  in- 
somnia and  nervousness.  Rare  instances  of  mouth 
dryness,  nausea,  blurring  of  vision,  dizziness,  consti- 
pation, and  stomach  pain  have  been  noted. 


□ 


AYERST  LABORATORIES  NewYork,  N.Y.  10017  • Montreal,  Canada 


Month  in  Washington 


The  American  Medical  Association  favors 
utilizing  medicaid  instead  of  expanding  medicare. 
Charles  Hudson,  M.D.,  AMA  president,  out- 
lined the  Association’s  position  at  a House  Ways 
& Means  Committee  hearing  on  the  Administra- 
tion’s bill  “Social  Security  Amendments  of 
1967”  (H.R.  5710).  He  was  accompanied  by 
Milford  O.  Rouse,  M.D.,  AMA  president-elect. 

“Available  tax  funds  should  be  used  to  give 
maximum  health  care  to  those  who  need  help,” 
Dr.  Hudson  said.  “Expenditure  of  public  funds 
on  those  who  do  not  need  help  limits  the 
resources  available  to  those  who  do  need  it . . . . 

We  believe  that  a properly  administered  Title 
19  (Medicaid)  with  realistic  criteria  of  eligibility 
designed  for  economically  disadvantaged  per- 
sons, plus  the  encouragement  and  improvement 
of  voluntary  health  insurance  and  prepayment 
plans  for  the  solvent,  provide  the  best  approach 
to  health  care  financing.” 

Dr.  Hudson  said  AMA  representatives  would 
be  glad  to  meet  with  the  committee  and  other 
interested  parties  to  hammer  out  a workable 
approach  to  solving  the  many  complex  problems 
in  the  Medicare  program,  particularly  as  it 
concerns  Plan  B.  “Unfortunately  Part  B did 
not  receive  an  amount  of  public  or  congressional 
debate  warranted  by  the  nature  and  scope  of  the 
proposal,”  he  said.  “This  committee  is  now 
confronted  with  many  problems  inherent  in  the 
vast  undertaking  of  the  Federal  government  in 
becoming  directly  involved  in  the  total  health 
care  of  almost  20  million  persons. 

“We  believe  it  is  possible  for  the  Congress,  the 
medical  profession,  and  others  interested  in  the 
subject  to  develop  a new  mechanism  for  deliver- 
ing medical  care  to  people  over  sixty-five  that 
would  be  more  consistent  with  existing  private 
sector  mechanisms.  . . .”  Dr.  Hudson  said 
that  carriers,  physicians,  patients,  and  the 
government  all  are  dissatisfied  for  various 
reasons  with  Part  B.  He  said  one  possible 
solution  might  be  to  substitute  for  the  Part  B 
program  a subsidy  to  all  eligible  persons  for  the 
purchase  of  private  insurance. 

Highlights  of  AMA’s  testimony  included: 

Section  125,  to  include  the  disabled.  The 
adoption  of  Section  125.  . .could  change  the 
direction  of  Medicare  from  a program  for  older 
persons  to  one  aimed  at  various  select  cate- 
gories. . . . We  believe  Title  19  should  be 
utilized  for  that  purpose. 

We  urge  the  Committee  to  reject  this  pro- 
vision. 

Section  127,  including  podiatry.  While  recog- 
nizing the  usefulness  of  podiatry  services,  we 
are  impelled  to  note  that  if  the  amendment  is 

Prepared  by  the  Washington,  D.C.,  Office  of  the  American 
Medical  Association. 


adopted  the  podiatrist  could  assume  responsi- 
bility for  the  care  of  some  of  the  more  difficult 
problems  in  medicine.  We  believe  this  to 
be  unsound. 

Section  130,  creation  of  Part  C of  Title  18. 
This  section  would  provide  a new  Part  C to 
cover  payment  for  hospital  services  rendered  to 
hospital  outpatients;  and  for  diagnostic  spe- 
cialty services  to  both  outpatients  and  inpatients 
of  hospitals. 

The  AMA  opposes  Part  C in  toto ...  . 

Section  131,  physician  certification.  The  AMA 
endorses  Section  131  which  would  remove  the 
requirement  of  a physician’s  certification  for 
inpatient  hospital  care  for  each  Medicare  patient 
admitted  to  a general  hospital.  We  urge  the 
committee  to  consider  this  amendment  favor- 
ably and  remove  an  unnecessary  impediment  to 
the  operation  of  Part  A. 

We  further  urge  that  the  requirement  for 
recertification  be  similarly  deleted  since  this 
need  should  be  satisfied  as  a result  of  the  work  of 
utilization  review  committees.  Until  recertifi- 
cation is  deleted  we  suggest  that  the  first  cer- 
tification date  be  the  twentieth  day  of  hospital- 
ization as  permitted  in  the  existing  law. 

Section  220,  income  maximum  under  Title  19. 
The  AMA  supports  the  concept  of  limiting 
eligibility  for  Title  19  benefits  to  persons  who 
genuinely  need  financial  assistance  in  meeting 
their  health  care  needs. 

Section  226,  free  choice  under  Title  19.  Al- 
though free  choice  is  guaranteed  for  Title  18 
recipients  a similar  privilege  was  not  extended  to 
Title  19  beneficiaries.  We  believe  this  was  an 
oversight,  and  we  heartily  support  this  perfect- 
ing amendment  to  Title  19. 

Additional  amendments  proposed  by  the 
AMA  are:  (1)  that  Title  18  be  amended  to 

permit  payment  of  charges  for  professional 
services  on  the  basis  of  a physician’s  itemized 
statement  of  charges  rather  than  a receipted 
bill;  (2)  that  Title  18  be  amended  to  remove  the 
requirement  for  three  days  of  hospitalization 
before  qualifying  for  extended  care  benefits. 
In  addition  a recommendation  was  offered 
relating  to  psychiatric  care  under  Title  18. 

Regarding  Title  19,  the  AMA  offered  the 
following  six  amendments: 

(1)  That  the  program  permit  payment  to  the 
patient  for  services  rendered  to  him  by  a 
physician  on  the  basis  of  the  physician’s 
itemized  statement  of  charges; 

(2)  that  the  program  clearly  provide  for  the 
payment  of  a physician’s  fees  on  the  basis  of  his 
usual  and  customary  charges  using  the  same 
approach  as  that  applied  under  Title  18; 

continued  on  page  1232 
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Mvert® stops  vertigo 

meclizine  HCI,  niacin) 


{Tablets:  (meclizine  HCI  12.5  mg.  and  niacin 
50  mg.)  Syrup:  (each  5 cc.  teaspoonful  con- 
tains meclizine  HCI  6.25  mg.  and  niacin  25 
■ng.) 

Most  widely  prescribed  anti-vertigo  agent' 
Complete  to  moderate  relief  of  symptoms 
i n 9 out  of  10  patients3 

Intivert,  the  leading  anti-vertigo  product,' 
:ombines  meclizine  HCI,  an  outstanding 
Irug  for  treatment  of  vestibular  dysfunc- 
ion,  with  niacin,  a drug  of  choice  for 
nompt  vasodilation.  Prescribe  Antivert  for 
our  patients  with  vertigo,  Meniere’s  syn- 
Irome  and  allied  disorders. 

'recautions  and  contraindications:  Frequent, 
hort-lived  reactions  include:  cutaneous 
lushing,  sensations  of  warmth,  tingling  and 
tching,  burning  of  skin,  increased  gastro- 
ntestinal  motility,  and  sebaceous  gland  ac- 
ivity.  In  explaining  these,  reactions  to  the 
atient,  it  is  suggested  that  they  be  re- 
arded  as  a desirable  physiological  sign  that 
he  niacin  is  carrying  out  its  intended  func- 
ion  of  vasodilation.  Because  of  this  vaso- 
ilation,  severe  hypotension  and  hemorrhage 
re  obvious  contraindications  to  Antivert 
herapy.  Although  the  incidence  of  drowsi- 
ess  and  other  atropine-like  side  effects 
uch  as  dry  mouth  and  blurring  of  vision  is 
iw,  the  physician  should  alert  the  patient 
) the  need  for  due  precautions  when  en- 


gaging in  activities  where  alertness  is  man- 
datory. Use  in  women  of  childbearing  age: 
A review  of  available  animal  data  reveals 
that  meclizine  exerts  a teratogenic  response 
in  the  rat.  In  one  study  a dose  of  50 
mg./kg./day  (50  times  the  maximum  recom- 
mended human  dose)  produced  cleft  palate 
in  2 of  87  fetuses  when  administered  to  the 
rat  at  critical  times  during  the  first  15  days 
of  gestation.  At  doses  of  125  mg./kg./day, 
meclizine  will  produce  100%  incidence  of 
cleft  palate  in  the  rat.  At  doses  of  25  mg./ 
kg./ day,  decreased  calcification  of  the  ver- 
tebrae and  relative  shortening  of  the  limbs 
were  also  produced  in  the  rat,  but  experts 
disagree  as  to  whether  this  is  a teratogenic 
response.  While  available  clinical  data  are 
inconclusive,  scientific  experts  are  of  the 
opinion  that  this  drug  may  possess  a poten- 
tial for  adverse  effects  on  the  human  fetus. 
Consequently,  consideration  should  be  given 
to  initial  use  of  a nonphenothiazine  agent 
that  is  not  suspected  of  having  a terato- 
genic potential.  In  any  case,  the  dosage  and 
duration  of  treatment  should  be  kept  to  a 
minimum.  Dosage:  One  tablet  or  one  to  two 
teaspoonfuls  (5-10  cc.)  t.i.d.  just  before 
meals.  Specific  requirements  for  individual 
patients  should  be  determined  by  the  physi- 
cian. Supplied:  Tablets  in  bottles  of  100  and 
500.  Syrup  in  pint  bottles.  RX  only. 
References:  1.  Based  on  1966  data  from  in- 
dependent physicians’  market  survey  organi- 
zation. 2.  Seal,  J.  C.:  Eye  Ear  Nose  & Throat 
Month.  38:738  (Sept.)  1959. 


Nepbdrr 

geriatric  -4“  supplement 

helps  keep  them 
‘on  the  go’ 


Each  capsule  contains: 

(1)  Vitamins  and  Minerals 

Vitamin  A (acetate) 2000  U.S.P.  units 

Vitamin  0 (ergocalciferol,  U.S.P.)  200  U.S.P.  units 

Vitamin  Bi  (thiamine  mononitrate,  U.S.P.)  . . 0.5  mg. 

Vitamin  B2  (riboflavin,  U.S.P.)  0.5  mg. 

Vitamin  B*  (pyridoxine  HCI,  U.S.P.)  0.5  mg. 

Niacinamide,  U.S.P 50  mg. 

Calcium  pantothenate,  U.S.P 5 mg. 

Vitamin  E (di-alpha  tocopheryl  acetate) 5 I.U. 

Rutin  5 mg. 

Cobalt  (from  cobalt  sulfate)  0.033  mg. 

Molybdenum  (from  sodium  molybdate)  0.066  mg. 

Copper  (from  copper  sulfate) 0.33  mg. 

Manganese  (from  manganese  sulfate) 0.33  mg. 

Magnesium  (from  magnesium  sulfate)  . . . 2 mg. 

Iodine  (from  potassium  iodide)  . 0.05  mg. 

Potassium  (from  potassium  sulfate) 1.66  mg. 

Zinc  (from  zinc  sulfate) 0.4  mg. 

(2)  Hematopoietic  Factors 

iron  (from  ferrous  sulfate) 3.40  mg. 

Vitamin  B 1 2 (cobalamin  concentrate,  N.F.,  as 

Stablets®)  1 meg. 

Vitamin  C (ascorbic  acid,  U.S.P.) 50  mg. 

(3)  Digestive  Enzyme 

Pancreatic  substance*  50  mg. 

(4)  Gonadal  Hormones 

Methyltestosterone,  N.F 1.0  mg. 

Ethinyl  Estradiol,  U.S.P 0.006  mg. 

(5)  Amino  Acids 

L-lysine  (monohydrochloride) 50  mg. 

L-Glutamic  acid  30  mg. 


•Enzymatically  active  defatted  material  obtained  from 
250  mg.  of  whole  fresh  pancreas. 

For  older  adults  who  require  it,  daily  supplementa- 
tion with  Neobon  can  help  overcome  decreases  in 
endogenous  gonadal  hormone  production,  as  well  as 
deficiencies  of  iron,  vitamins  and  other  nutritional 
factors.  In  a single  convenient  capsule,  Neobon 
provides  vitamins,  minerals,  gonadal  hormones, 
hematopoietic  factors,  digestive  enzymes,  and 
amino  acids  — all  selected  for  adjunctive  therapeu- 
tic value  in  the  geriatric  syndrome.  For  example, 
one  of  the  gonadal  hormones  in  Neobon  is  ethinyi 
estradiol.  It  is  more  slowly  metabolized  in  the  body 
than  natural  estrogens  or  their  esters. 

Precautions:  Contraindicated  in  patients  in  whom 
estrogen  or  androgen  therapy  should  not  be  used,  as 
in  carcinoma  of  the  breast  or  prostate. 

Dosage:  One  capsule,  t.i.d.  with  meals,  or  as  directed 
by  physician. 

Supplied:  Bottles  of  60  capsules.  Rx  only. 


J.B.  ROERIG  DIVISION 

CHAS.  PFIZER  & CO..  INC. 
NEW  YORK.  N.Y.  10017 
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Os 

lacrimale 


Sinus  headache  is  not  a single  entity, 
but  a chain  reaction  of  pain. 
It  is  facial  pain -deep,  dull,  aching  and 
nonpulsating.  It  is  referred  pain- 
originating  in  the  nose  and  sinuses  but 
felt  at  another  site.  It  may  become 
generalized  pain  and  tension  in  head  and 
neck.  It  is  one  or  all  of  these. 
The  Sinutab  formula  is  designed 
for  symptomatic  relief  of  sinus  headache. 
It  provides  two  analgesics  to  relieve 
pain  and  discomfort... an  effective  oral 
decongestant  to  reduce  mucosal  congestion . . . 

and  an  antihistamine  to  help 
control  allergic  manifestations. 
Side  Effects:  Epigastric  distress,  drowsi- 
ness, dizziness,  insomnia  and  nervousness. 
Precautions:  Instruct  patients  not  to  drive 
or  operate  machinery  if  drowsiness  occurs. 
Use  with  caution  in  patients  with  thyroid 
disease,  heart  disease,  hypertension,  diabetes 
or  kidney  disease.  Excessive  dosage  or 
prolonged  use  may  cause  kidney  damage. 
Dosage:  Adults— 2 tablets  every  4 hours. 


for  sinus  headache 


Each  tablet  contains 


pecial  formula 
or  a 

pecial  problem 

specifically  formulated 
for  symptomatic 
' • • relief  of  sinus  headache 


i 
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(3)  that  Title  19  encourage  the  use  of  in- 
surance carriers  in  the  implementation  of  state 
programs; 

(4)  that  in  the  implementation  of  Title  19 
programs  there  be  no  requirement  for  certifica- 
tion or  recertification. 

(5)  that  Title  19  permit  all  state  plans  to  vary 
the  eligibility  standards  within  a state  to 
recognize  the  real  differences  in  the  cost  of 
living  in  a rural  area,  a small  town,  a city,  or  a 
metropolitan  area;  and 

(6)  relates  to  the  fact  that  Title  19  benefits 
differ  for  mentally  ill  patients  depending  on 
whether  they  are  above  or  below  age  sixty-five. 


We  believe  there  should  be  no  distinction  in  the 
services  available  to  mentally  ill  patients. 

Physician  coverage  under  Social  Security.  We 
believe  that  physicians,  having  been  brought 
under  social  security  coverage,  should  be  ac- 
corded the  same  privilege  and  opportunity  for 
reaching  a fully-insured  status  as  was  accorded 
other  professional  groups  when  they  were 
included  in  the  program.  Accordingly,  we  urge 
this  Committee  to  consider  the  adoption  for 
physicians  of  an  “alternative  insured  status” 
similar  to  that  permitted  by  the  amendments  of 
1954  and  1956  which  brought  into  the  program 
many  new  groups  of  people  and  professional 
self-employed  persons,  including  lawyers. 


Abstracts 


Krieg,  A,  F.,  and  Henry,  J.  B.:  Hemoglobin 

electrophoresis;  clinical  pathology  correlations 
of  hemoglobinopathies  and  thalassemias,  New 
York  State  J.  Med.  67:  1275  (May  15)  1967. 

Over  30  abnormal  hemoglobins  are  known; 
this  discussion  emphasizes  those  that  are  clini- 
cally important  in  the  United  States.  Beta 
hemoglobinopathies  are  described  as  well  as 
hemoglobin  M,  beta  thalassemia,  the  hereditary 
persistence  of  Hb  F,  and  alpha  thalassemia. 
Hemoglobin  electrophoresis  is  clinically  useful 
in  a number  of  conditions. 


Newall,  J.:  Bladder  cancer;  importance  of 

pretreatment  assessment,  New  York  State  J. 
Med.  67:  1284  (May  15)  1967. 

The  efficacy  of  managing  bladder  cancer 
radiotherapy,  as  measured  by  survival  of  the 
patient,  appears  to  be  about  the  same  as  when 
surgery  is  used.  The  criteria  to  be  used  in  stag- 
ing include  tumor  size,  depth  of  invasion  of  the 
bladder  wall  by  the  tumor,  lymph  node  spread, 
the  presence  or  otherwise  of  distant  metastases, 
and  the  pathologic  condition  of  the  tumor. 
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When  the 

bronchitis- emphysema 
syndrome  is  complicated 
by  hypertension  or  heart 
disease- 

ORAL 

ELIXOPHYLLIN* 

Each  15  cc.  contains  theophylline  80  mg.;  alcohol  3 cc. 

...  has  consistently  provided 
rapid,  sustained  bronchodilationj 
without  the  hazards  of  epine- 
phrine-like  drugs. 

Used  in  recommended  t.i.d.  dosage  “(Elixo- 
phyllin]  . . . rapidly  produces  an  effective 
blood  level  comparable  to  that  produced  when 
the  drug  is  administered  intravenously.”2 
, Such  serum  levels  have  been  correlated3  with 
a proven  significant  increase  in  pulmonary 
function.  By  maintaining  effective  broncho- 
dilation  with  Elixophyllin,  the  incidence  of 
acute  attacks  may  be  reduced,  increasing 
damage  to  bronchial  tissue  arrested,  function- 
ing tissue  preserved,  and  progression  toward 
intractable  emphysema  retarded. 

'Unusually  well  tolerated— Unlike  many 
i available  compounds,  the  theophylline  in 
Elixophyllin  is  not  precipitated  in  the  pres- 
ence of  gastric  acid,  and  thereby  avoids  gas- 
trie  irritation.  Moreover,  by  remaining  in 
solution,  Elixophyllin  is  carried  without  delay 
into  the  blood  stream  for  predictable  broncho- 
dilative  action. 


Simple,  precise  oral  medication  — minimizes  danger  of 
self-overmedication : 

Adults,  45  cc.  (3  tablespoonfuls)  before  breakfast,  at 
3 P.M.,  and  before  retiring.  After  two  days,  30  cc. 
v (2  tablespoonfuls)  t.i.d.  Does  not  contain  epinephrine- 
like  drugs;  alcoholic  content  is  non-grain,  hypo-aller- 
genic. May  be  contraindicated  in  peptic  ulcer  and  gout. 


1.  Corroborated  by  40  published  studies. 

2.  Miller,  W.  F.:  Postgrad.  Med.  39:230-23$  (Mar.)  1966. 

3.  Jackson,  R.  H.,  et  al.:  Dis.  Chest  45:75-85  (Jan.)  1964. 


DETROIT,  MICHIGAN 
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Medical  News 


Commonwealth  Fund  announces  grants 

The  Commonwealth  Fund  granted  $158,100 
to  Albany  Medical  College  and  $158,465  to 
Rensselaer  Polytechnic  Institute  to  strengthen 
a cooperative  premedical-medical  education  cur- 
riculum which  the  two  institutions  began  in 
1963.  The  curriculum  is  designed  to  enable 
students  to  speed  the  completion  of  their  medical 
education  by  two  calendar  years.  With  the 
help  of  previous  Fund  grants,  similar  patterns 
of  accelerated  premedical-medical  studies  are 
under  way  at  Johns  Hopkins,  Northwestern, 
and  Boston  Universities. 

The  Fund  also  granted  $66,667  toward  the 
budget  of  the  citizens  Commission  on  the  De- 
livery of  Personal  Health  Services,  New  York 
City,  formed  by  Mayor  Lindsay  and  composed 
of  distinguished  civic  leaders.  The  purpose  of 
the  Commission  is  to  undertake  a thorough 
study  of  the  total  array  of  public  and  private 
health  services  and  to  recommend  the  policies 
and  actions  required,  particularly  by  the  city 
government,  to  develop  a coherent  and  effective 
system  for  providing  comprehensive  health  care 
to  individuals  and  their  families  at  the  com- 
munity level. 

The  Commission  will  be  aided  by  a medical 
advisory  committee  to  be  headed  by  Howard 
Reid  Craig,  M.D.,  former  director  of  the  New 
York  Academy  of  Medicine.  The  committee 
will  participate  in  commission  deliberations 
and  also  constitute  a panel  from  which  experts 
will  be  drawn  to  take  part  in  various  commission 
working  groups. 

Course  in  cancer  chemotherapy 

A one-week  course  in  “Cancer  Chemother- 
apy” sponsored  by  the  Memorial  and  James 
Ewing  Hospitals  and  the  Sloan-Kettering  In- 
stitute for  Cancer  Research  will  be  held  October 
23  through  28. 

This  course,  principally  designed  for  physi- 
cians interested  in  cancer  chemotherapy,  will 
review  the  clinical  problems  and  recent  advances 
in  the  chemotherapeutic  management  of  the 
leukemias,  lymphomas,  and  the  major  forms  of 
carcinoma. 

Tuition  fee  is  $100.  Applications,  including 
a brief  summary  of  the  applicant’s  clinical 
training  and  current  hospital  appointments,  are 
to  be  sent  to:  David  A.  Karnofsky,  M.D., 

Memorial  Hospital,  444  East  68th  Street,  New 
York  10021. 

Material  for  inclusion  in  the  medical  news  section  must  be 
received  six  weeks  prior  to  publication  date. 


Clinical  Center  studies  phosphorus 
metabolism  diseases 

The  cooperation  of  physicians  is  requested 
in  the  referral  of  patients  with  documented 
hypophosphatemia  such  as  in  primary  hyper- 
parathyroidism, Fanconi’s  syndrome,  and  vita- 
min D resistant  rickets.  Patients  for  this  study 
should  be  clinically  stable,  continent  of  urine 
and  feces,  and  be  willing  to  participate  in 
metabolic  balance  studies  during  a thirty-day 
admission  to  the  Clinical  Center. 

Physicians  interested  in  having  their  patients 
considered  for  this  study  may  write  or  telephone: 
James  M.  Phang,  M.D.,  Clinical  Center,  Room 
3B  40,  National  Institutes  of  Health,  Bethesda, 
Maryland  20014.  The  telephone  number  is 
656-4000,  extension  63097,  area  code  301. 

Ambulance  sirens  back  on  test  basis 

Brooklyn,  New  York,  will  be  used  as  a testing 
area  to  determine  whether  or  not  sirens  should 
again  be  used  on  all  city  ambulances.  Hospitals 
Commissioner  Joseph  V.  Terenzio  announced  a 
resumption  of  sirens  on  emergency  ambulances 
operating  out  of  Kings  County  Hospital.  This 
area  was  chosen  because  normally  this  hospital 
has  long  ambulance  runs  through  moderately 
dense  traffic. 

The  test  will  continue  for  several  months 
before  a decision  is  made  on  whether  or  not  to 
expand  the  use  of  ambulance  sirens  on  a city- 
wide basis. 

Intrarenal  obstructions  subject  of  studies 

The  cooperation  of  physicians  is  requested  in 
the  referral  of  patients  with  radiographic  evi- 
dence of  obstruction  proximal  to  the  uretero- 
pelvic  junction;  especially  those  with  calyectasis 
and  a persistent  infundibular  filling  caused  by  a 
crossing  vessel.  Various  diagnostic  technics 
will  be  used  to  determine  whether  either  flank 
pain  or  infection  is  related  to  interference  with 
peristalsis  and  delayed  emptying  in  the  proximal 
collecting  system.  Surgical  correction  of  intra- 
renal obstructions  will  be  carried  out  whenever 
indicated. 

The  drainage  of  the  proximal  collecting  system 
will  be  evaluated  postoperatively. 

Physicians  interested  in  having  their  patients 
considered  for  this  study  may  write  or  telephone: 
Elwin  E.  Fraley,  M.D.,  Clinical  Center,  Room 
10-N-119,  National  Institutes  of  Health, 
Bethesda,  Maryland  20041.  The  telephone 

continued  on  page  1239 
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the  ubiquitous  world  of  summer  allergies 

Donald  L.  Unger,  M.D.  • Clinical  Assistant  Professor,  Department  of  Medicine  (Allergy),  Stritch  School  of  Medicine  (Loyola). 


In  the  Spring  a young  man’s  fancy  lightly  turns  to 
thoughts  of— allergies.  This  is  at  least  true  of  the 
10%  of  the  population  who  have  hay  fever  and  the 
4%  who  have  asthma.1  The  snow  melts,  the  trees 
blossom  and  the  noses  run.  Patients  who  were  fine 
all  winter  may  not  be  enthralled  by  the  sight  of  the 
first  robin  or  the  blossoming  of  a crocus,  for  their 
appearances  may  precede  the  "sneezin’  season.” 

Allergies  in  general  can  be  divided  into  winter  aller- 
gies and  summer  allergies.  In  the  winter  the  main 
problems  are  inside  the  house:  e.g.  dogs,  cats,  dust 
and  feathers.  Houses  in  the  northern  half  of  the 
country  become  so  dry  that  it  becomes  essential  to 
add  humidity  to  the  home;  this  is  a far  cry  from  the 
damp  summer  months  with  the  moldy  basements 
and  need  for  dehumidifiers. 

Barly  in  April  trees  begin  to  pollinate,  with  each 
tree  having  about  a two  week  period  of  pollination. 
A particular  patient  may  be  sensitive  to  only  one  tree 
and  thus  have  his  hay  fever  for  such  a short  time  that 
he  thinks  he  has  a cold.2  The  entire  tree  season  starts 
about  April  1 and  ends  about  Memorial  Day,  al- 


though all  hay  fever  seasons  are  blurred  and  pro- 
longed in  the  southern  part  of  the  country.  Tree 
pollen  is  usually  very  heavy  and  a person  may  well 
have  most  of  his  exposure  from  those  trees  immedi- 
ately surrounding  his  home. 

Grasses  pollinate  from  about  May  15  until  July  4, 
and  cause  "rose  fever.”  Grass  pollens  are  somewhat 
lighter  and  more  buoyant  than  tree  pollens,  and  are 
much  more  ubiquitous.  While  there  are  several 
varieties  of  grasses  in  the  United  States,  they  are  so 
closely  related  antigenically  that  a person  sensitive 
to  one  is  generally  sensitive  to  them  all.3  Thus,  while 
the  tree  season  is  really  several  small  seasons  inter- 
twined, the  grass  season  will  usually  result  in  symp- 
toms for  a more  prolonged  period.  Obviously,  a 
grass-sensitive  patient  will  have  trouble  only  when 
grass  is  pollinating— he  will  have  to  think  of  another 
excuse  not  to  mow  the  lawn  after  July  4. 


agweed  is  the  "Big  Daddy”  of  them  all  in  the  east- 
ern two-thirds  of  the  country.  Pollination  is  gener- 
ally from  mid-August  until  the  end  of  September, 
with  the  predicted  lower  counts  and  longer  seasons 


Summer  also  means  the  return  of  our  much  maligned 
associates— bugs.  Insects  cause  allergic  symptoms  by 
two  methods:  the  bite  or  sting  of  the  Hymenoptera 
group,  and  the  inhalation  of  particles  of  the  bodies 
of  various  insects.  Wasp  stings  are  the  oldest  known 
form  of  allergy,  as  they  caused  the  death  of  one  of 
the  pharaohs  in  ancient  Egypt.5  Bees,  wasps  and 
hornets  account  for  many  deaths  in  this  country, 
and  those  sensitive  to  them  should  carry  special 
treatment  kits  at  all  times;  a few  minutes  delay  in 
the  administration  of  epinephrine  to  such  a patient, 
might  be  the  difference  between  life  and  death.  In- 
halation of  particles  of  insects  may  cause  sneezing 
and  wheezing  in  a susceptible  individual.6  Both  of 
these  forms  of  insect  allergy  may  be  benefitted  by 
hyposensitization. 


Helminthosporium  are  associated  with  the  warmer 
weather,  as  opposed  to  Penicillium  and  Aspergillus 
which  are  household  molds. 


in  the  southern  part  of  the  country.  Ragweed  is  a 
very  light  pollen  which  may  be  windborne  for  hun- 
dreds of  miles.  An  interesting  study  was  made  in 
New  York  City,  in  which  90%  or  more  of  the  rag- 
weed plants  were  destroyed  in  three  of  the  five  bor- 
oughs; pollen  counts  done  during  the  season  were 
virtually  identical  in  all  five.4 


Ragweed  is,  of  course,  the  most  common  cause  of 
hay  fever  and  is  associated  with  an  incredible  loss 
of  man  hours  from  work  each  year.  Many  is  the  pa- 
tient who  travels  to  areas  where  the  pollen  count  is 
low,  just  to  avoid  having  symptoms.  There  is  no 
ragweed  anywhere  in  the  world  except  the  United 
States  and  portions  of  Canada  and  Mexico. 


The  insect  recognizes  no  professional  bounds.  He  is 
as  apt  to  bite  the  physician  as  the  patient.  So  this 
season,  beware  of  bugs.  And  beware,  too,  of  poison 
ivy.  That  pleasant  stroll  through  the  woods  and 
underbrush  with  the  Boy  Scouts  might  turn  into  a 
( Concluded  on  following  page) 


W„„e  molds  are  present  through  the  year,  the  most 
important  ones  predominate  from  April  until  No- 
vember. An  old  wives’  tale  has  ragweed  ending 
with  the  first  frost,  when  actually  it  ends  a good 
month  earlier.  It  is  Alternaria— the  kingpin  of  the 
molds— that  meets  a sudden  demise  with  the  first 
frost.  Alternaria-sensitive  patients  are  in  their  glory 
when  there  is  snow  on  the  ground,  and  might  be 
ideally  suited  to  man  the  radar  stations  in  Alaska.  In 
September  and  October,  Alternaria  counts  are  at 
their  highest,  perhaps  associated  with  the  burning 
of  leaves.  Other  molds  such  as  Hormodendrum  and 


to  relieve  f summer  allergies 

Triammic 

Each  timed-release  tablet  contains  phenylpro- 
panolamine hydrochloride  50  mg.,  pheniramine 
maleate  25  mg.  and  pyrilamine  maleate  25  mg. 

It’s  a comforting  thing  to  know 

For  product  information  see  following  page 
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nightmare  for  the  botanically  uninitiated  in  the 
causes  of  rhus  dermatitis  (poison  ivy,  poison  oak  and 
poison  sumac).  Although  you  may  have  been  care- 
ful, your  dog  may  not  have  noted  that  it  wasn’t 
clover  he  jumped  through,  but  poison  ivy.  His  re- 
turn to  your  side  may  give  you  the  rhus  dermatitis 
that  you  so  carefully  avoided.  That  heavenly  camp- 
fire may  be  emitting  particles  of  rhus  oil  to  produce 
an  airborne  contact  dermatitis  of  the  exposed  areas 
of  the  body. 

Another  fascinating,  but  rather  infrequent  type  of 
summer  allergy  is  physical  allergy.  Some  people 
sneeze  on  exposure  to  sunlight,  while  others  break 
out  in  rashes,  usually  on  the  exposed  parts  of  the 
body.  These  rashes  may  well  follow  the  administra- 
tion of  various  photosensitizing  drugs,  e.g.  demeth- 
ylchlortetracycline.7  Another  form  of  physical  aller- 
gy and  one  that  may  be  lethal  in  the  summer,  is  cold 
allergy.  Yes,  I mean  cold  allergy,  not  heat  allergy. 
The  cool  dip  on  a hot  day  with  its  consequent  sud- 
den chilling  of  the  body,  may  be  the  coup  de  grace 
for  a cold  sensitive  patient.8  It  is  customary  to  write 
"heart  attack”  on  the  death  certificate,  even  though 
the  victim  may  have  been  an  18-year-old  boy  who 
looks  like  a Greek  god. 

Lest  the  reader  be  depressed  by  this  saga  of  afflic- 
tions associated  with  the  warmer  months,  perhaps 
he  should  remember  that  it  is  also  a time  for  swim- 
ming, baseball,  lying  in  the  sun  and  taking  that 
long-planned  vacation.  So  let’s  all  join  in  a chorus 
of  "In  the  Good  Old  Summertime,”  as  we  sneeze, 
wheeze  and  scratch.  Be  careful  of  your  suntan  lotion, 
however;  it  may  cause  you  a contact  dermatitis. 
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How  can  he 
be  a sport 
with  a 
runny 
nose? 


For  summer  allergies,  summer 
colds, or  nasal  congestiondueto 
almost  any  cause,  you  prescribe 
quick  r-e-l-i-e-f  with  Triaminic. 
It’s  ideal  for  summer  allergies: 

1.  Acts  in  15-30  minutes  due 
to  decongestant. 

2.  Follows  up  with  balanced 
dual  antihistamines. 

3.  Up  to  24-hour  'round  the 
clock  relief  when  dosed  one 
tablet  at  morning,  mid-after- 
noon and  evening. 

Summer  time  is  sport  time  and 
who  can  be  a sport  with  a runny 
nose? 


provide  patient  comfort 

Triaminic  relieves 

Each  timed-release  summer  allergies 

tablet  contains: 

Phenylpropanolamine  hydrochloride  50  mg. 

Pheniramine  maleate  25  mg. 

Pyrilamine  maleate  25  mg. 

Side  effects:  Occasional  drowsiness,  blurred  vision, 

cardiac  palpitation,  flushing,  dizziness,  nervousness 
or  gastrointestinal  upsets. 

Precautions:  The  patient  should  be  advised  not  to 
drive  a car  or  operate  dangerous  machinery  if  drowsi- 
ness occurs.  Use  with  caution  in  patients  with  hyper- 
tension, heart  disease,  diabetes  or  thyrotoxicosis. 


(Advertisement) 


continued  from  page  1234 

number  is  656-4000,  extension  63351,  area  code 
301. 

Personalities 

Awarded.  The  Award  of  Distinction  of  the 
Cornell  Medical  College  Alumni  Association  to 
Thomas  P.  Almy,  M.D.,  New  York  City,  pro- 
fessor of  medicine  and  director  of  the  Cornell 
Medical  Division  at  Bellevue  Hospital  ...  A 
citation  by  the  American  Medical  Writers’ 


Association  to  Wilfred  Dorfman,  M.D.,  editor- 
in-chief  of  Psychosomatics. 

Appointed.  Markle  Scholars  in  Academic 
Medicine  by  the  John  and  Mary  R.  Markle 
Foundation  of  New  York:  Richard  M.  Berg- 

land,  M.D.,  New  York  City,  instructor  in 
neurosurgery,  Cornell  University  Medical  Col- 
lege; and  Donald  C.  Cannon,  M.D.,  Syracuse, 
assistant  professor,  Department  of  Pathology, 
State  University  of  New  York  Upstate  Medical 
Center  School  of  Medicine. 


Medical  Meetings 


Seminar  on  viral  diseases 

The  American  Academy  of  Pediatrics,  Section 
III,  District  2,  is  sponsoring  a seminar  on  viral 
diseases  June  7 from  10:00  a.m.  to  5:00  p.m.  in 
the  Medical  Education  Building  of  Grasslands 
Hospital,  Valhalla,  New  York. 

Topics  and  speakers  will  include:  “Basic 

Concepts  of  Viral  Infections,”  Samuel  L.  Katz, 
M.D.,  senior  associate  in  medicine.  Children’s 
Hospital  Medical  Center,  Boston;  “Immune 
Response”  and  “Diagnostic  Services,”  Rudolph 
Deibel,  M.D.,  associate  medical  virologist,  divi- 
sion of  laboratories  and  research,  New  York 
State  Department  of  Health;  “Hepatitis”  and 
“Clinical  Management,”  Heinz  F.  Eichenwald, 
M.D.,  chairman,  Department  of  Pediatrics, 
University  of  Texas  Southwestern  Medical 
School,  Dallas;  and  “Upper  Respiratory  Dis- 
eases of  Infants,”  Maurice  A.  Mufson,  M.D., 
director  of  virology,  Cook  County  Hospital, 
Chicago. 

For  registration  and  further  information 
write:  Thomas  A.  Anderson,  M.D.,  Grasslands 
Hospital,  Valhalla,  New  York  10595. 


Dietetic  association  to  meet 

The  fiftieth  anniversary  meeting  of  The 
American  Dietetic  Association  is  to  be  held 
August  14  through  18  in  the  Conrad  Hilton 
Hotel,  Chicago. 

For  further  information  write:  The  American 
Dietetic  Association,  620  North  Michigan  Ave- 
nue, Chicago,  Illinois  60611. 

Material  for  inclusion  in  the  medical  meetings  section  must 
be  received  six  weeks  prior  to  publication  date. 


New  York  Academy  of  Sciences  to  meet 

The  New  York  Academy  of  Sciences  is  spon- 
soring a conference  on  “Experimental  Medicine 
and  Surgery  in  Primates”  to  be  held  in  New 
York  City  September  27  through  30.  Cochair- 
men of  the  conference  are  Edward  I.  Goldsmith, 
M.D.,  Cornell  University  Medical  College, 
and  J.  Moor-Jankowski,  M.D.,  New  York 
University  Medical  School. 

Sessions  will  include  “Taxonomy  and  Com- 
parative Biology”;  “Experimental  Cardio- 
vascular Studies”;  “Contribution  of  Non- 
Human  Primates  to  the  Study  of  Perinatal 
Problems,  Gynecology,  and  Obstetrics”;  “Sup- 
ply, Maintenance,  and  Handling  of  Non-Human 
Primates  for  Medical  Research”;  “Experi- 
mental Surgery”;  “Virology,  Parasitology,  and 
Toxicology”;  and  a panel  discussion  on  “Ge- 
netic Markers,  Phylogenesis,  and  Evolution  in 
Primates.” 

For  further  information  write  to:  The  New 
York  Academy  of  Sciences,  2 East  63rd  Street, 
New  York  10021. 

Cryo-ophthalmology  society  to  meet 

The  second  annual  meeting  of  the  Society  for 
Cryo-Ophthalmology  will  be  held  January  14 
through  18,  1968  in  Miami  Beach.  The  program 
will  include  sessions  on  retinal  surgery  and 
cryoextraction  of  cataracts. 

Anyone  who  wishes  to  submit  a paper  for 
presentation  at  this  meeting  must  submit  a 
brief  abstract  with  title  to:  John  G.  Bellow, 
M.D.,  executive  secretary,  The  Society  for 
Cryo-Ophthalmology,  30  North  Michigan  Ave- 
nue, Chicago,  Illinois  60602. 
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These  7 patients  with 
moderate  to  severe  anxiety 
may  respond  better  to  Mellaril 


1.  Moderate  to  severe  anxiety: 

The  agitated  patient 


2.  Moderate  to  severe  anxiety 

The  patient  under 
situational  stress 


3.  Moderate  to  severe  anxiety: 

The  previously  hospitalized 
psychiatric  patient 


Contraindications:  Severely  depressed 
or  comatose  states  from  any  cause, 
and  in  association  with  or  following 
MAO  inhibitors;  severe  hypertensive 
or  hypotensive  heart  disease. 
Precautions:  Hypersensitivity  reactions 
(e.g.,  leukopenia,  agranulocytosis)  and 
convulsive  seizures  are  infrequent. 
Pigmentary  retinopathy  has  been  ob- 
served where  doses  in  excess  of  those 
recommended  were  used  for  long  pe- 
riods of  time.  May  potentiate  central 


4.  Moderate  to  severe  anxiety: 

The  psychosomatic  patient 


5.  Moderate  to  severe  anxiety: 

The  agitated  geriatric 


6.  Moderate  to  severe  anxiety: 

The  menopausal  patient 


nervous  system  depressants,  atropine, 
and  phosphorus  insecticides.  Where 
complete  mental  alertness  is  required, 
administer  the  drug  cautiously  and  in- 
crease dosage  gradually.  In  addition, 
orthostatic  hypotension  (especially  in 
female  patients)  has  been  observed. 
Epinephrine  should  be  avoided  in 
treatment  of  drug-induced  hypotension. 
Side  Effects:  Pseudoparkinsonism  and 
other  extrapyramidal  disorders  are  in- 
frequent; drowsiness,  especially  in 


7.  Moderate  to  severe  anxiety: 

The  constantly  returning 
patient 


in  moderate 
to  severe 
anxiety, 

25  mg.  t.i.d. 

Mellaril' 

(thioridazine) 


high  doses  early  in  treatment,  may  oc- 
cur; nocturnal  confusion,  dryness  of 
the  mouth,  nasal  stuffiness,  headache, 
peripheral  edema,  lactation,  galactor- 
rhea, and  inhibition  of  ejaculation  are 
noted  on  occasion;  photosensitivity 
and  other  allergic  skin  reactions  may 
occur  but  are  extremely  rare. 


Before  prescribing,  see  package 
insert  for  full  product 
information. 
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SAN  DOZ 


Against  these  three  major  pathogens . . . 


m 

Beta-Hemolytic 

Streptococci 


Penicillin-Sensitive 
Staphylococci 


Pneumococci 


New  500  mg.  tablets ...  a more  convenient  way  to  give  high  doses 


Description:  V-Cillin  K is  the  potassium  salt  of  V-Cillin®  (phenoxy- 
methyl  penicillin,  Lilly).  This  chemically  improved  form  combines  acid 
stability  with  immediate  solubility  and  rapid  absorption.  Higher  serum 
levels  are  obtained  more  rapidly  with  this  penicillin  than  with  equal 
oral  doses  of  penicillin  G.  The  higher  serum  levels  and  acid  stability  of 
V-Cillin  K make  it  a more  dependable  penicillin  for  oral  use. 

V-Cillin  K,  Pediatric,  is  an  oral  solution  of  clinically  proved  V-Cillin  K 
in  teaspoon  dosage  form.  When  mixed  as  directed,  each  5 cc.  (ap- 
proximately one  teaspoonful)  will  contain  125  mg.  (200,000  units) 
phenoxymethyl  penicillin  as  the  potassium  salt. 

Indications:  V-Cillin  K has  been  shown  to  be  effective  in  the  treatment 
of  streptococcus,  pneumococcus,  and  gonococcus  infections  as  well  as 
infections  caused  by  sensitive  strains  of  staphylococci.  It  may  be  used 
for  the  prophylaxis  of  streptococcus  infections  in  patients  with  a history 
of  rheumatic  fever  and  for  the  prevention  of  bacterial  endocarditis 
after  tonsillectomy  and  tooth  extraction  in  those  patients  with  a history 
of  rheumatic  fever  or  congenital  heart  disease. 

Contraindication:  V-Cillin  K should  not  be  administered  to  a patient 
with  a history  of  penicillin  hypersensitivity. 

Warnings:  In  rare  instances,  the  use  of  penicillin  may  cause  acute 
anaphylaxis  which  may  prove  fatal  unless  promptly  controlled.  This 
type  of  reaction  appears  more  frequently  in  patients  with  a history  of 
sensitivity  reactions  to  penicillin  and  in  those  with  bronchial  asthma  or 
other  allergies.  Resuscitafive  drugs  should  be  readily  available  for 
emergency  administration.  These  include  epinephrine  and  pressor 
drugs  (as  well  as  oxygen  for  inhalation)  for  relief  of  immediate  allergic 


manifestations  and  antihistamines  and  corticosteroids  for  delayec 
effects. 

Precautions:  V-Cillin  K should  be  used  cautiously,  if  at  all,  in  a patienl 
with  a strongly  positive  history  of  allergy. 

In  prolonged  therapy  with  penicillin,  and  particularly  with  high 
parenteral  dosage  schedules,  frequent  evaluation  of  the  renal  one 
hematopoietic  systems  is  recommended. 

In  suspected  staphylococcus  infections,  proper  laboratory  studies 
(including  sensitivity  tests)  should  be  performed. 

The  use  of  penicillin  may  be  associated  with  the  overgrowth  ol 
pencillin-insensitive  organisms.  In  such  cases,  its  administration  shoulc 
be  discontinued,  and  appropriate  measures  should  be  taken. 
Adverse  Reactions:  Although  serious  allergic  reactions  are  much  less 
common  with  administration  of  oral  penicillin  than  with  intramusculai 
forms,  manifestations  of  penicillin  allergy  may  occur. 

Penicillin  is  a substance  of  low  toxicity,  but  it  does  possess  a signifi- 
cant index  of  sensitization.  The  following  hypersensitivity  reactions 
associated  with  the  use  of  penicillin  have  been  reported:  skin  rashes 
ranging  from  maculopapular  eruptions  to  exfoliative  dermatitis,-  urti- 
caria,- and  reactions  resembling  serum  sickness,  including  chills,  fever, 
edema,  arthralgia,  and  prostration.  Severe  and  often  fatal  anaphylaxis 
has  occurred  (see  Warnings).  Hemolytic  anemia,  leukopenia,  throm- 
bocytopenia, and  nephropathy  are  rarely  observed  side-effects  anfi 
are  usually  associated  with  high  parenteral  dosage. 
Administration  and  Dosage:  For  Tablets  V-Cillin  K and  for  V-Cillin  K. 
Pediatric,  the  usual  dosage  ranges  from  125  mg.  (200,000  units)  three 
times  a day  to  500  mg.  (800,000  units)  every  four  hours.  For  infants 
the  daily  dosage  may  be  50  mg.  per  Kg.  of  body  weight  divided  intc 
three  doses. 

Beta-hemolytic  streptococcus  infections  without  associated  bac 
teremia  may  be  treated  with  200,000  to  400,0000  units  three  times  c 
day.  Therapy  should  be  continued  for  a minimum  of  ten  days  to  preven 
development  of  rheumatic  fever  and/or  other  serious  complications 
Dosage  for  routine  streptococcus  prophylaxis  in  patients  with  a histon 
of  rheumatic  fever  or  congenital  heart  disease  may  be  200,000  unit: 
once  or  twice  daily.  When  such  patients  undergo  tonsillectomy,  tootl 
extraction,  or  other  minor  surgery,  the  prophylactic  dose  should  b< 
500,000  units  every  six  hours  given  two  days  prior  to  surgery  and  fo 
two  days  postoperatively.  If  oral  medicotion  is  not  feasible  on  the  dm 
of  surgery,  parenteral  therapy  should  be  considered.  Mild  to  moder 
ately  severe  pneumococcus  pneumonia  has  been  treated  effective) 
with  250  mg.  every  six  hours. 

In  staphylococcus  infections,  400,000  units  or  more  should  be  give: 
every  six  to  eight  hours  in  conjunction  with  indicated  surgical  proce 
dures. 

For  gonorrhea  in  males,  500  mg.  (800,000  units)  every  four  hour 
for  three  doses  may  be  employed;  in  females,  500  mg.  every  four  hour 
for  six  doses  are  recommended.  Patients  with  a suspected  lesion  o 
syphilis  should  have  a dark-field  examination  before  receiving  penicilli 
and  monthly  serologic  tests  for  a minimum  of  three  months. 

How  Supplied:  Tablets  V-Cillin  K,  U.S.P.,  125  mg.  (200,000  units),  i 
bottles  of  50  and  100;  and  250  mg.  (400,0000  units)  and  500  me 
(800,000  units) , in  bottles  of  24  and  100. 

V-Cillin  K,  Pediatric,  for  Oral  Solution,  125  mg.  (200,0000  units)  pe 
5 cc.  of  solution,  in  40,  80,  and  150-cc.-size  packages.  (011867) 


Additional  information  available  to  physicians  upon 
request.  Eli  Lilly  and  Company,  Indianapolis,  Indiana 
46206. 
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In  peptic  ulcer... 

antacid 
therapy 

a 


new 

benefit 


CONTAINS  A BALANCED 
COMBINATION 
OF  THE  MOST  WIDELY 
USED  ANTACIDS— 

FOR  RAPID 
NEUTRALIZATION. 

PLUS  SIMETHICONE— 

TO  CONTROL 
THE  FACTOR  WHICH 
ANTACIDS  ALONE 
CANNOT  INFLUENCE. 


■ In  Mylanta,  aluminum  and  magnesium  hydroxides  are 
balanced  to  minimize  the  chance  of  constipation  or  laxation 
and  still  achieve  rapid  acid  neutralization  and  pain  relief. 

■ The  positive  action  of  simethicone  helps  relieve  the  pain- 
ful gas  symptoms  which  often  accompany  the  peptic  ulcer 
syndrome. 

■ The  nonfatiguing  flavor  and  smooth,  nongritty  consistency 
of  tablets  and  liquid  encourage  continued  patient  coopera- 
tion during  long-term  therapy. 

Composition:  Each  Mylanta  chewable  tablet  or  teaspoonful  (5  ml.) 
of  liquid  contains:  magnesium  hydroxide.  200  mg.;  aluminum  hydrox- 
ide, dried  gel,  200  mg.;  simethicone,  20  mg.  Dosage:  one  or  two  tab- 
lets, well  chewed  or  allowed  to  dissolve  in  the  mouth,  or  one  or  two 
teaspoonfuls  of  liquid  to  be  taken  between  meals  and  at  bedtime. 


The  Stuart  Company,  Pasadena,  California 
Division  of  Atlas  Chemical  Industries,  Inc. 


1245 


162nd  ANNUAL  CONVENTION 


Medical  Society  of  the  State  of  New  York 

FEBRUARY  11  through  15,  1968 

The  Americana,  New  York  City 


SCIENTIFIC  PROGRAM 


SCIENTIFIC  EXHIBITS 


SCIENTIFIC  MOTION  PICTURES 


TECHNICAL  EXHIBITS 


HOUSE  OF  DELEGATES 


PRESIDENT’S  DINNER 


1246  New  York  State  Journal  of  Medicine  / May  15,  1967 


New 

view  of  an 
oral 

contraceptive 
at  work 

Although  suppression  of  ovulation  remains 
the  primary  mode  of  action  of  oral  contra- 
ceptives, newer  knowledge  indicates  that 
products  like  Norinyl-1  — which  provide  the 
combined  action  of  both  low-dosage  proges- 
togen and  estrogen  for  the  full  treatment  cycle 
— offer  multiple  contraceptive  action  that 
helps  explain  their  unexcelled  record  of 
effectiveness.  This  report  explores  the  sec- 
ondary protective  mechanisms  against 
unwanted  pregnancy  offered  by  combined 
hormonal  administration  and  the  importance 
of  the  progestational  agent  in  making  such 
multiple  contraceptive  action  possible. 

Accumulating  evidence  has  indicated  that 
sparse,  highly  viscous  cervical  mucus  has  an 
adverse  effect  on  the  motility  and  survival 
of  spermatozoa. 

The  estrogen-opposing  progestational  ingre- 
dient of  Norinyl-1  (norethindrone  1 mg.  with 
mestranol  0.05  mg.)  reverses  the  usual  mid- 
cycle picture  of  a thin,  watery  cervical  mucus. 
The  result  — a built-in  barrier  that  inhibits 
sperm  from  reaching  the  ovum  should  one  be 
released.  The  inset  in  the  adjoining  photo- 
graph shows  immobile  spermatozoa  as  they 
appear  in  cervical  mucus  taken  from  a 
patient  treated  with  Norinyl-1. 


See  last  page  for  contraindications,  precautions, 
side  effects  and  dosage. 


How  the 

estrogen-opposing  action 
of  NorinYl-1  creates  a 
hostile  cervical  mucus 


Normally  estrogen  activity  during  the  fertile  midcycle  stimulates  the  production  of 
cervical  mucus.  The  mucus  at  this  time  is  profuse  and  watery  — allowing  maximum  sperm 
motility  and  promoting  penetration. 

But  what  happens  when  Norinyl-1  is  administered?  Its  potent  progestogen,  norethindrone, 
opposes  estrogen  stimulation  of  cervical  mucus.  Consequently,  the  amount  of 
mucus  decreases  and  its  viscosity  increases.  This  results  in  a sparse  but  thick  mucus 
barrier  that  diminishes  the  vitality  of  the  sperm  and  impairs  its  powers  of  penetration. 

How  hostile  cervical  mucus  supports  contraceptive  action 

The  importance  of  these  observations  to  the  effectiveness  of  Norinyl-1  has  been  noted 

in  a report  on  89  patients  taking  this  medication.*  In  all  instances,  cervical  mucu?  obtained 

from  cycle  day  5 to  cycle  day  29  appeared  scant  and  thick  and  exhibited 

little  or  no  Spinnbarkeit.  In  the  opinion  of  this  investigator,  the  effect  on  cervical  mucus 

may  be  sufficient  to  prevent  conception.  'Symposium  on  Low-Dosage  Oral  Contraception.  Palo  Alto,  Calii.,  July  15,  1965. 


Normal  cervical  mucus  at  midcycle 
in  untreated  patient 
permits  sperm  motility... 
promotes  sperm  penetration. 


Cervical  mucus  is  thin  and  watery  with  a stretchability 
(Spinnbarkeit)  of  15  to  20  cm. 


Thin,  watery  mucus  crystallizes  into  this  well-defined, 
fernlike  pattern  within  a minute. 


Spermatozoa  appear  healthy,  are  active 
and  freemoving. 


Hostile  cervical  mucus  at  midcycle 
produced  by  Norinyl-1 
impairs  sperm  vitality . . . 
inhibits  penetration. 


Cervical  mucus  is  scanty,  thick  and  viscous. 
Spinnbarkeit  is  1 cm.  or  less. 


In  thick,  hostile  cervical  mucus  the  fern  pattern 
is  poorly  defined  or  absent. 


Immobile  spermatozoa  as  they  appear  in  cervical  mucus 
taken  from  a patient  treated  with  Norinyl-1. 


An  endometrium 
unreceptive  to  nidation- 
another  supporting 
contraceptive 
action  of  NorinYl-1 

i ,et  us  suppose  that  an  ovum  is  released  — as  occurs  in  an 
liccasional,  rare  case  — and  somehow  a sperm  succeeds  in 
penetrating  the  cervical  mucus  barrier?  Should  this  come  about, 
ne  additional  action  of  Norinyl-1  may  protect  the  patient  from 

(.nwanted  pregnancy — progestogen  intake  makes  endometrial 
ssue  unreceptive  to  implantation. 


ndometrium  of 
ntreated  patient 
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ormally  the  endometrium  progresses  through 
j proliferative  phase  stimulated  by  estrogen  and  a 
pcretory  phase  stimulated  by  progesterone, 
luring  the  secretory  phase  the  endometrium  is 
Iceptive  to  the  fertilized  ovum. 


Unreceptive 
endometrium  produced 


by  Norinyl-1 


When  Norinyl-1  is  administered  its  progestogen  com- 
ponent—norethindrone— accelerates  the  secretory 
phase,  suppressing  glandular  development.  From  day 
1 1 on,  secretory  action  is  no  longer  present.  The  result 
is  that  during  the  latter  half  of  the  cycle  the  endo- 
metrium becomes  unreceptive  to  egg  implantation. 


e last  page  for  contraindications,  precautions,  side  effects  and  dosage. 


MOrinyli 

(norethindrone  lmg.  c mestranol  0.05mg ) B tablets 


for  multiple 

contraceptive 

action 

effective  fertility  control 
on  half  the  previous  dosage 

maintains  ratio 
of  the  established 
norethindrone/ mestranol 
combination 

lower  cost 


Nonnyll 

(norethindrone  lmg.  c mestranol  0.05mg.)  Wtt  - tdblBtS 

Reduction  of  oral  contraceptive  dosage  to  lowest  effective  levels  has 
become  a well-accepted  principle  of  conservative  medical  practice 
In  keeping  with  this  view,  Norinyl  is  now  available  in  a new  strength 
in  which  both  norethindrone  and  mestranol  are  reduced  50  percent 
Studies  show  that  Norinyl- 1 achieves  fertility  control  with  only  1.05 
mg.  of  combined  progestogen  and  estrogen  per  tablet. 

Norethindrone  was  first  reported  for  use  as  a progestational  agent  in 
human  beings  in  1955.  Norethindrone  2 mg.  with  mestranol  0.1  mg„  as 
an  oral  contraceptive,  is  currently  in  use  by  over  2,000,000  women 
Clinical  experience  now  establishes  that  Norinyl-1  also  amply  meets 
the  criteria  of  reliability  and  safety.* 

*Symposium  on  Low-Dosage  Oral  Contraception.  Palo  Alto.  Calif..  July  15,  1965. 


PRESCRIBING  INFORMATION 
Contraindications:  1.  Patients  with  thrombo- 

phlebitis or  with  a history  of  thrombophlebitis 
or  pulmonary  embolism.  2.  Liver  dysfunction  or 
disease.  3.  Patients  with  known  or  suspected 
carcinoma  of  the  breast  or  genital  organs.  4.  Un- 
diagnosed vaginal  bleeding. 

Warnings:  1.  Discontinue  medication  pending 
examination  if  there  is  sudden  partial  or  com- 
plete loss  of  vision  or  if  there  is  a sudden  onset 
of  proptosis,  diplopia,  or  migraine.  If  examina- 
tion reveals  papilledema  or  retinal  vascular 
lesions,  medication  should  be  withdrawn.  2. 
Since  the  safety  of  Norinyl-1  in  pregnancy  has 
not  been  demonstrated,  it  is  recommended  that 
for  any  patient  who  has  missed  two  consecutive 
periods,  pregnancy  should  be  ruled  out  before 
continuing  the  contraceptive  regimen.  If  the  pa- 
tient has  not  adhered  to  the  prescribed  schedule, 
the  possibility  of  pregnancy  should  be  consid- 
ered at  the  time  of  the  first  missed  period.  3. 
Detectable  amounts  of  the  active  ingredients  in 
oral  contraceptives  have  been  identified  in  the 
milk  of  mothers  receiving  these  drugs.  The 
significance  of  this  dose  to  the  infant  has  not 
been  determined. 

Precautions:  1.  The  pretreatment  physical  exam- 
ination should  include  special  reference  to 
breast  and  pelvic  organs,  as  well  as  a Papani- 
colaou smear.  2.  Endocrine  and  possibly  liver 
function  tests  may  be  affected  by  treatment 
with  Norinyl-1.  Therefore,  if  such  tests  are  ab- 
normal in  a patient  taking  Norinyl-1,  it  is  recom- 
mended that  they  be  repeated  after  the  drug 
has  been  withdrawn  for  2 months.  3.  Under  the 
influence  of  estrogen-progestogen  preparations, 
preexisting  uterine  fibroids  may  increase  in 
size.  4.  Because  these  agents  may  cause  some 
degree  of  fluid  retention,  conditions  that  may 
be  influenced  by  this  factor,  such  as  epilepsy, 
migraine,  asthma,  cardiac,  or  renal  dysfunc- 
tion, require  careful  observation.  5.  Although  a 
cause  and  effect  relationship  has  not  been 
established,  Norinyl-1  should  be  used  with  cau- 
tion in  patients  with  a history  of  cerebrovascu- 
lar accident.  6.  In  relation  to  breakthrough 
bleeding,  as  in  all  cases  of  irregular  bleeding 
per  vaginam,  nonfunctional  causes  should  be 
borne  in  mind.  In  cases  of  undiagnosed  vaginal 
bleeding,  adequate  diagnostic  measures  are 


indicated.  7.  Patients  with  a history  of  psychic 
depression  should  be  carefully  observed  and 
the  drug  discontinued  if  the  depression  recurs 
to  a serious  degree.  8.  Any  possible  influence 
of  prolonged  Norinyl-1  therapy  on  pituitary, 
ovarian,  adrenal,  hepatic  or  uterine  function 
awaits  further  study.  9.  A decrease  in  glucose 
tolerance  has  been  observed  in  a small  percent- 
age of  patients  on  oral  contraceptives.  The 
mechanism  of  this  decrease  is  obscure.  For  this 
reason,  diabetic  patients  should  be  carefully 
observed  while  receiving  Norinyl-1  therapy.  10. 
Because  of  the  occasional  occurrence  of  throm- 
bophlebitis and  pulmonary  embolism  in  pa- 
tients taking  oral  contraceptives,  the  physician 
should  be  alert  to  the  earliest  manifestations  of 
the  disease.  A cause  and  effect  relationship  has 
not  been  demonstrated.  11.  Because  of  the  ef- 
fects of  estrogens  on  epiphyseal  closure, 
Norinyl-l  should  be  used  judiciously  in  young 
patients  in  whom  bone  growth  is  not  complete. 

12.  The  age  of  the  patient  constitutes  no  abso- 
lute limiting  factor,  although  treatment  with 
Norinyl-1  may  mask  the  onset  of  the  climacteric. 

13.  The  pathologist  should  be  advised  of 
Norinyl-1  therapy  when  relevant  specimens  are 
submitted. 

Side  Effects:  The  following  adverse  reactions 
have  been  observed  with  varying  incidence  in 
patients  receiving  oral  contraceptives:  nausea, 
vomiting,  gastrointestinal  symptoms,  break- 
through bleeding,  spotting,  change  in  men- 
strual flow,  amenorrhea,  edema,  chloasma, 
breast  changes  (tenderness,  enlargement  and 
secretion),  loss  of  scalp  hair,  change  in  weight 
(increase  or  decrease),  changes  in  cervical  ero- 
sion and  cervical  secretions,  suppression  of  lac- 
tation when  given  immediately  postpartum, 
cholestatic  jaundice,  erythema  multiforme,  ery- 
thema nodosum,  hemorrhagic  eruption,  mi- 
graine, rash  (allergic),  itching,  rise  in  blood 
pressure  in  susceptible  individuals,  mental 
depression. 

The  following  occurrences  have  been  ob- 
served in  users  of  oral  contraceptives.  A cause 
and  effect  relationship  has  not  been  estab- 
lished: thrombophlebitis,  pulmonary  embolism, 
neuroocular  lesions. 

The  following  laboratory  results  may  be 


altered  by  the  use  of  oral  contraceptives:  in 
creased  bromsulphalein  retention  and  other 
hepatic  function  tests,  coagulation  tests  (in 
crease  in  prothrombin,  factors  VII,  VIII,  IX  and 
X).  thyroid  function  (increase  in  PBI  and  buta 
nol  extractable  protein-bound  iodine  and  de 
crease  in  T3  values),  metapyrone  test,  pregnane 
diol  determination. 

Other  side  effects  reported  to  have  occurred 
in  association  with  use  of  this  drug  are  dizzi 
ness,  hirsutism,  pains  in  legs,  back,  chest  and 
abdomen,  dysuria,  drowsiness,  vaginal  dis 
charge,  libido  increased  and  decreased,  erup 
tions,  hypermenorrhea,  hypomenorrhea 
increased  appetite.  G.U.  infections,  varicose 
veins,  abdominal  fullness,  acne,  headache 
nervousness,  allergies,  blurred  vision,  pain  in 
eyes,  and  itching  in  eyes.  For  complete  clinica i 
data,  see  package  insert . 

Dosage  and  Administration:  1.  One  tablet  o: 
Norinyl-1  is  administered  orally  for  20  days 
beginning  on  day  5 of  the  menstrual  cycU 
(Count  day  1 of  the  cycle  as  the  first  day  oi 
menstrual  bleeding.)  Repeat  this  dosage  schec 
ule  for  each  cycle.  2.  If  no  menstrual  perioc 
occurs  after  a cycle  of  treatment  (20  tablets)  ir 
which  patient  adhered  to  the  schedule,  the  pc 
tient  must  be  instructed  to  resume  taking  th» 
Norinyl-1  tablets  7 days  after  the  previous  2( 
day  course  was  completed.  For  example,  if  th< 
last  pill  of  a previous  cycle  had  been  taken  oi 
a Sunday,  then  a new  cycle  of  treatment  shoul< 
begin  on  the  following  Sunday.  3.  In  the  pos 
partum  woman,  it  is  recommended  that  th* 
first  cycle  of  treatment  should  begin  on  day 
of  the  first  menstrual  cycle.  However.  Norinyl- 
should  not  be  administered  during  lactation. 
Availability:  Norinyl-1  (norethindrone  1 m< 
with  mestranol  0.05  mg.)  — Dispensers  of  20  an< 
60  and  bottles  of  250  tablets. 
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Scientific  Program 

Any  State  Society  member  who  wishes  to  present  a paper 
before  a scientific  section  or  a general  session  is  requested 
to  write  to  Bernard  J.  Pisani,  M.D.,  Chairman  of  Scientific 
Program  Committee  at  the  address  given  below. 

A short  abstract  of  the  proposed  presentation  should  ac- 
company the  letter. 


Scientific  Exhibits 


Requests  for  scientific  exhibit  space  should  be  addressed 
to  Albert  H.  Douglas,  M.D.,  Chairman,  Scientific  Exhibits 
Subcommittee  of  Convention  Committee,  at  the  address 
given  below. 


Scientific  Motion  Pictures 


Requests  to  present  a motion  picture  in  the  motion  picture 
theatre  at  the  convention  should  be  addressed  to  Kenneth 
B.  Olson,  M.D.,  Chairman,  Motion  Picture  Subcommittee, 
at  the  address  given  below. 

Address  all  communications  to  the  chairman 
Medical  Society  of  the  State  of  New  York 
750  Third  Avenue 
New  York,  New  York  10017 
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INFLAMMATION: 

A cellular 


A SYNTEX  REPORT  based  on  recently 
developed  hypotheses  about  topical  cor- 
ticosteroids, including  the  cellular 
theories  of  inflammation  by  Thomas  F. 
Dougherty,  Ph  D.,  University  of  Utah. 

You  are  looking  at  a fibroblast  fight- 
ing for  life.  This  cell  — one  of  the 
most  common  found  in  connective 
tissue  — has  literally  been  poisoned 
by  cytotoxins  released  from  other 
cells  that  have  ruptured.  Soon,  if  the 
abnormal  activity  of  this  fibroblast 
does  not  cease,  it,  too,  will  rupture 
and  die  — one  more  casualty  in  the  in- 
flammatory wave  of  destruction  pre- 
cipitated by  injury. 

/ Until  a short  time  ago  no  one  had 
ever  witnessed  such  a scene  at  the 
cellular  level.  Now,  through  ad- 
vanced cinemicrographic  techniques, 
it  is  possible  to  view  and  photograph 
the  inflammatory  process  as  pro- 
duced experimentally  in  living  ani- 
mal tissue.  This  method  permits  new 
insight  into  the  mechanism  of  inflam- 
mation and  the  role  of  corticoster- 
oids in  therapeutic  management. 
Equally  important,  these  techniques 
shed  new  light  on  factors  that  may 
make  one  corticosteroid  more  effec- 
tive than  another  — factors  that  can 
be  correlated  with  other  chemical, 
biologic,  and  clinical  parameters. 


Visual  evidence  of  how 
corticosteroids  influence 
the  inflammatory  reaction 

Working  with  phase-contrast  cine- 
micrography  on  living  animal  tissue. 
Doctors  Thomas  E Dougherty  and 
David  Berliner  of  the  University  of 
Utah  College  of  Medieine  have  actu- 
ally filmed  cellular  events  that  occur 
during  the  inflammatory  reaction. 
This  remarkable  study*  and  addi- 
tional work  by  these  investigators,  as 
well  as  by  others,  have  established  a 
new  theoretical  biologic  basis  for  the 
antiinflammatory  effect  of  the  corti- 
costeroids. (It  must  be  noted  that 
other  theories,  such  as  the  lysosome 
or  so-called  “suicide  bag’’  theory, 
have  been  postulated,  although  it  is 
quite  likely  that  there  are  more 
similarities  than  differences  among 
the  various  theoretical  models.) 

The  inflammatory  wave 
of  destruction 

In  this  investigation  an  injurious  in- 
jection of  gelatin  is  used  to  set  off  an 
inflammatory  reaction  in  living 
mouse  tissue.  What  follows  is  a wave 
of  destructive  cellular  activity  that 
comprises  the  inflammatory  re- 
sponse to  injury.  Mast  cells  (which 
contain  heparin,  serotonin  and  hista- 
mine) take  up  water,  swell  and  rup- 
ture, releasing  their  contents,  which 
are  toxic  outside  the  mast  cell  wall. 
These  toxins,  in  turn,  cause  disinte- 
gration of  other  cells  (such  as  fibro- 
blasts) and  the  release  of  additional 
toxic  material.  Capillaries,  too,  take 
up  water  and  leak  unformed  blood 
elements,  causing  edema.  And  poly- 
morphonuclears,  lymphocytes  and 
perithelial  cells  invade  the  inflamed 
site.  As  a result  of  all  these  changes, 
the  cellular  environment  reaches  a 
state  of  turmoil. 


Phase-contrast  microscopy  showing 
mast  cell  before  injury. 


Mast  cell  ( after  injury)  has  broken  up 
and  released  cytotoxins. 


How  corticosteroids 
change  the  picture 

Corticosteroids  appear  to  virtually 
stop  the  abnormal  cellular  activity 
that  constitutes  the  inflammatory  re- 
action. This  permits  the  body’s  na- 
tural resources  to  clear  up  the 
inflamed  area  and  repair  the  dam- 
aged tissue.  This  interpretation  is 
supported  by  the  fact  that  when  the 
injurious  gelatin  solution  is  injected 
simultaneously  with  a corticosteroid 
— Synalar  (fluocinolone  acetonide)  — 
the  inflammatory  pattern  simply 
does  not  develop. 


Fibroblast  in  high  state  of  activity,  much 
distorted. 


Mast  cells  showing  effects  of  cortico- 
steroid action:  cells  are  normal  in  size, 
shape  and  activity. 


In  summarizing  his  study  Doctor 
Dougherty  states:  “...we  also  feel 
this  work  may  explain  why  one  corti- 
costeroid helps  a patient  more  rap- 
idly and  effectively  than  another.  If 
it  does,  it  is  because  one  corticoster- 
oid is  the  fastest,  most  effective  in- 
hibitor of  the  series  of  inflammatory 
events  at  the  tissue  level.” 


*A  New  View  of  Corticosteroid  Action  in  In- 
flammatory Dermatoses,  a film  based  on  this 
study,  is  now  available  from  your  Syntex 
representative. 


See  last  page  for  contraindications,  precautions,  side  effects  and  dosage, 


How  advances  in 
chemical  design 
have  achieved 
greater 

steroid  potency 

The  chemical  modification  of  corti- 
costeroid molecules  from  the  advent 
of  hydrocortisone  to  the  develop- 
ment of  Synalar  (fluocinolone  ace- 
tonide)  is  a prime  example  of  how 
biochemists  can  “design”  to  increase 
therapeutic  activity  and  minimize 
undesirable  side  actions.  Below,  for 
example,  we  see  the  important 
changes  that  were  made  in  reference 
to  the  hydrocortisone  molecule  to 
produce  fluocinolone  acetonide,  one 
of  the  most  active  of  all  topical  corti- 
costeroids. As  a result,  a 0.01%  prep- 
aration of  Synalar  (fluocinolone 
acetonide)  has  been  reported  to  do 
the  work  of  a 1%  hydrocortisone 
product  containing  100  times  more 
cortiscosteroid.  And  it  can  often  do 
it  more  effectively. 


Hydrocortisone 


ch5oh 

4=0 


t<r 


Fluocinolone  Acetonide 
(Synalar) 

O a double  bond  between 
carbons  1 and  2 

□ fluorine  substitutions 
at  both  the  6-a, 

and  the  9-a  positions 

□ the  addition  ol  the 
acetonide  at  the  /6-a, 
17-a  positions, 

thus  providing 
one  ol  the  tnost  potent 
topical  corticosteroids 
available. 


How  bioassay  tests  are 
used  to  “predict” 
therapeutic  potential 

Biologic  assays  are  another  tool  used 
by  researchers  to  help  establish  the 
relative  activity  of  corticosteroids. 
To  date  no  single  method  of  assaying 
corticosteroid  activity  has  emerged 
as  the  ideal  “yardstick”  for  predict- 
ing therapeutic  potential.  Taken  to- 
gether, however,  these  methods  have 
proved  useful.  When  such  tests  are 
run  on  various  corticosteroids,  a defi- 
nite order  of  corticosteroid  activity 
becomes  evident.  Compounds  with 
the  highest  order  of  activity  may  be 
expected  to  merit  clinical  trial  to  es- 
tablish their  high  therapeutic  poten- 
tial. When  assayed  by  these  methods, 
fluocinolone  acetonide  (Synalar) 
emerges  as  one  of  the  most  active 
topical  corticosteroids,  milligram  for 
milligram,  available  for  clinical  ap- 
plication today. 
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The  Thymus  Involution  Assay1'* 
is  run  on  adrenalectomized  rats.  The 
sizes  of  the  glands  are  measured,  and 
the  degree  of  involution  caused  by 
the  steroid  is  determined  as  an  indi- 
cation of  its  potency.  In  the  above 
photo,  the  comparative  involution  of 
thymus  glands  achieved  with  hydro- 
cortisone and  Synalar  (fluocinolone 
acetonide)  is  shown.  Untreated  con- 
trols (A)  show  normal  size.  Group  B 

— injected  with  1,  2 and  4 mg.  of  hy- 
drocortisone—show  progressively 
smaller  thymuses  as  does  Group  C — 
injected  with  fluocinolone  acetonide 

— but  with  only  l/500th  the  dose  of 
hydrocortisone. 
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The  Antigranuloma  Assay1-*  also 
utilizes  adrenalectomized  rats.  Gran- 
ulomas are  induced  by  subcutaneous 
implantation  of  cotton  pellets  on 
either  side  of  the  thorax.  The  degree 
of  granuloma  inhibition  achieved  by 
a steroid  reflects  its  potency.  The 
above  photo  shows  the  inhibition  of 
granuloma  formation  achieved 
with  hydrocortisone  and  Synalar 
(fluocinolone  acetonide).  Untreated 
controls  (A)  show  large,  red  granu- 
lomas adhering  to  the  pellets.  Group 
B,  receiving  hydrocortisone  and 
Group  C,  receiving  fluocinolone  ace- 
tonide, show  little,  if  any,  granuloma 
formation.  Fluocinolone  acetonide 
produced  the  same  effect  as  hydro- 
cortisone with  only  I/500th  the  dose. 
This  assay,  as  well  as  the  thymus 
involution  assay,  measures  systemic 
rather  than  topical  corticosteroid  ac- 
tivity. Nevertheless,  results  by  these 
methods  correlate  well  with  other  as- 
says and  with  the  milligram  poten- 
cies of  topical  steroids  in  current 
clinical  use. 


Worldwide 
clinical 
experience 
confirms  the 
predictable 
therapeutic 
potential  of 
Synalar 

It  is  particularly  gratifying  that  the 
promise  of  the  advanced  chemical 
design  and  high  order  of  bioassay  ac- 
tivity of  Synalar  (fluocinolone  ace- 
tonide)  has  been  confirmed  by 
widespread  therapeutic  application. 
Indeed,  the  impressive  clinical  re- 
sponse rate  of  Synalar  has  been  docu- 
mented in  no  fewer  than  232  papers 
from  22  countries. 


Representative  Clinical  Results  with  Synalar* 
Efficacy  Documented  in  over  4,000  Patients 


Condition 

Number  of 
Publications 

Number  of 
Patients 

Significant 

Improvement^ 

Contact 

Dermatitis 

27 

750 

713 

Eczematous 

Dermatitis 

21 

472 

409 

Seborrheic 

Dermatitis 

18 

442 

426 

Atopic 

Dermatitis 

24 

460 

426 

Psoriasis 

36 

1,699 

1,510 

Neurodermatitis 

18 

351 

324 

Total 

t .• 

144 

4,174 

- 

3,808 

' ■ .1 

“‘Complete  bibliography  on  request. 


tExpressed  by  the  authors  as  excellent,  very  good, 
good,  complete  remission  of  inflammation,  etc. 


Prescribing  Information 
For  initiation  of  therapy:  Cream  0.025%, 
5 and  15  Gm.  tubes,  425  Gm.  jars;  for 
emollient  effect:  Ointment  0.025%,  15 
Gm.  tubes;  for  maintenance  therapy: 
Cream  0.01%,  15  and  45  Gm.  tubes,  120 
Gm.  jars;  for  intertriginous  or  hairy 
sites:  Solution  0.01%,  20  cc.  and  60  cc. 
plastic  squeeze  bottles;  for  infected  in- 
flammatory dermatoses:  Neo-Synalar® 
Cream  (0.025%  fluocinolone  acetonide, 
neomycin  sulfate,  equivalent  to  0.35% 
neomycin  base),  5 and  15  Gm.  tubes. 
Contraindications:  Tuberculous,  fungal, 
and  most  viral  lesions  of  the  skin,  (in- 
cluding herpes  simplex,  vaccinia,  and 
varicella).  Not  for  ophthalmic  use.  Con- 
traindicated in  individuals  with  a his- 
tory of  hypersensitivity  to  any  of  the 
components.  Precautions:  Synalar  prep- 
arations are  virtually  nonsensitizing  and 
nonirritating.  However,  the  solution  may 
produce  burning  or  stinging  when  ap- 
plied to  denuded  or  fissured  areas.  In 
some  patients  with  dry  lesions,  the  solu- 
tion may  increase  dryness,  scaling  or 
itching.  While  topical  steroids  have  not 
been  reported  to  have  an  adverse  effect 
on  pregnancy,  the  safety  of  their  use  on 
pregnant  females  has  not  absolutely 
been  established.  Therefore,  they  should 
not  be  used  extensively  on  pregnant  pa- 
tients, in  large  amounts,  or  for  pro- 


longed periods  of  time.  Prolonged  use  of 
any  antibiotic  may  result  in  overgrowth 
of  nonsusceptible  organisms;  if  this  oc- 
curs, appropriate  therapy  should  be  insti- 
tuted. When  severe  local  infection  or 
systemic  infection  exists,  the  use  of  sys- 
temic antibiotics  should  be  considered, 
based  on  susceptibility  testing.  Side 
Effects:  Side  effects  are  not  ordinarily 
encountered  with  topically  applied  corti- 
costeroids. As  with  all  drugs,  however,  a 
few  patients  may  react  unfavorably  to 
Synalar  under  certain  conditions.  The 
neomycin  in  Neo-Synalar  Cream  rarely 
produces  allergic  reactions. 

References:  1.  Lemer,  I..  J.,  Bianchi,  A., 
Turkheimer,  A.  R.,  Singer,  F.  M.,  and 
Borman,  A.:  Anti-inflammatory  steroids:  po- 
tency, duration  and  modification  of  activities. 
Ann  NY  Acad  Sci  116:1071  (Aug.  27)  1964. 
2.  Idem:  Comparison  of  anti-granuloma,  thy- 
molytic  and  glucocorticoid  activities  of  anti- 
inflammatory steroids.  Proc  Soc  Exp  Biol 
Med  116:385  (June)  1964.  3.  Ringler,  A.:  Ac- 
tivities of  adrenocorticosteroids  in  experimen- 
tal animals  and  man,  in  Dorfman,  R.  I.: 
Methods  of  hormone  research.  New  York, 
Academic  Press.  1964.  vol.  III.  pp.  234-280. 
4.  Gubersky,  V R.:  To  be  published. 


fluocinolone  acetonide  — an  original  steroid  from 
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For  inflammatory 
dermatoses... 
by  any  measure 
a topical  corticosteroid 
of  choice 

Synalar 

(fluocinolone 

acetonide) 

Milligram  for  milligram 
one  of  the  most  active  topical 
corticosteroids  available 

Rapid  and  predictable 
in  antiinflammatory  and 
antipruritic  activity 

Results  often  comparable  to 
those  of  systemic  corticosteroids 
with  fewer  hazards 


In  New  York 
These  Syntex  men  serve 


the  physician 


Angelo  Alpi 
Katonah,  New  York 
232-3712 


Herbert  Abrams 
Brooklyn,  New  York 
891-9105 


Lester  Ackiron 
Brooklyn,  New  York 
853-2918 


Edgar  Barrett 

N.  Babylon,  New  York 

667-9014 


Jerry  Cronin 

Sea  Cliff,  L.I.,  New  York 

676-5958 


Jerome  Davis 
Colonia,  New  Jersey 
381-5053 


David  Feldman 
New  York,  New  York 
787-8646 


Willard  Closter 
Riverdale,  New  York 
884-0744 


Michael  Graziadei 
DeWitt,  New  York 
446-5342 


Gary  Lustig 

Plainview,  L.I.,  New  York 
938-5229 


Charles  Maggio 
Rochester,  New  York 
254-5127 


Ralph  E.  Fuesy 
Ossining,  New  York 
541-7653 
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William  O’Brien 
Valley  Stream,  L.I., 
New  York  285-5643 


Richard  Phelan 
Delmar,  New  York 
439-4596 


Michael  Miglioranzi 
Tonawanda,  New  York 
694-2449 


Anthony  Muscarella 
Williamsville,  New  York 
633-8587 


Robert  Posner 
Forest  Hills,  New  York 
896-9194 


Charles  Pullara 
Howard  Beach,  Queens, 
New  York  641-3060 


Vince  Roche 
Cinnaminson,  New 
829-0365 


Victor  Sala 
Jackson  Heights, 
New  York  NR  2-4948 


William  Stack 
Buffalo,  New  York 
835-3597 


Paul  Starkman 
New  Hyde  Park,  L.I., 
New  York  775-3369 


Pasquale  Tannone 
Valley  Cottage,  New  York 
268-6091 


Melvin  Weinstein 
Brooklyn,  New  York 
444-4459 


Raymond  Zitani 
Deer  Park,  New  York 
667-2135 
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Films  Reviewed 


These  films  are  available  to  physicians,  hospitals,  medical  schools,  and  others,  from 
the  Film  Library  of  the  State  of  New  York  Department  of  Health* 


Physical  Therapy  Management  of  a Bi- 
lateral Amputee.  Sound,  color,  16  mm., 
thirty-three  minutes. 

The  film  shows  a clinical  demonstration  of 
physical  therapy  management  of  a bilateral 
amputee.  It  shows  early  stages  of  treatment  of 
unilateral  amputees,  depicting  exercise  pro- 
grams and  stump  bandaging  for  above-knee 
and  below-knee  amputees.  Emphasis  is  on 
rehabilitation  of  a bilateral  amputee.  At- 
tention is  given  to  mat  program  of  exercise  prior 
to  fitting  the  prostheses,  daily  routine  of  stump 
cleansing,  fitting  of  prostheses,  early  gait  train- 
ing with  prostheses,  and  subsequent  training 
in  the  skills  of  sitting,  walking,  and  managing 
stairs. 

Source  and  Producer:  DuArt  Film  Lab- 

oratories, Inc.,  245  West  55th  Street,  New  York, 
New  York  10019. 

Verbal  Impairment  Associated  With  Brain 
Damage.  Sound,  color,  16  mm.,  sixteen 
minutes. 

The  film  shows  brain-damaged  patients  during 
testing  sessions  which  demonstrate  a broad 
spectrum  of  symptoms  of  verbal  impairment. 
The  symptoms  are  identified  for  the  viewer,  and 
a diagnostic  classification  system  is  explained. 
The  variety  of  symptoms  demonstrated  pro- 
vides an  overview  of  the  phenomena  which 
comprise  verbal  impairment.  The  film  em- 
phasizes that  a systematic  replicable  method  for 
identifying  and  sorting  out  symptoms  is  es- 
sential to  the  research  and  treatment  of  the 
verbal  impairments  secondary  to  brain  damage. 
It  is  recommended  for  speech  pathologists  and 
medical  and  allied  professions. 

Source  and  Producer:  DuArt  Film  Labora- 
tories, Inc.,  245  West  55th  Street,  New  York, 
New  York  10019. 

Silent  World,  Muffled  World.  Sound,  color, 
16  mm.,  twenty-eight  minutes. 

The  narrator,  Gregory  Peck,  relates  his- 
torically the  difficulties  of  speech,  education, 
and  normal  living  for  the  deafened.  Anima- 

* Film  evaluations  provided  by  the  Film  Review  Sub- 
committee of  the  Council  Committee  on  Public  Health  and 
Education:  Kenneth  B.  Olson,  M.D.,  Albany,  Chairman; 

Eli  E.  Lazarus,  M.D.,  New  York  City;  and  James  J.  Quin- 
livan,  M.D.,  Albany,  Adviser. 


tion  explains  the  physiology  of  the  ear,  the 
mechanics  of  the  hearing  process,  and  the  hear- 
ing impairment  caused  by  certain  disorders  of 
the  outer,  middle,  and  inner  ear.  One  dramatic 
sequence,  filmed  through  a microscope,  shows 
one  of  the  modern  forms  of  stapedial  surgery 
which  has  been  highly  successful  in  restoring 
hearing  to  thousands  with  conductive  loss  of 
hearing.  The  film  also  shows  the  progress 
being  made  in  methods  of  education  and  re- 
habilitation, and  it  describes  how,  through 
medical  research,  help  and  hope  are  now  offered 
to  countless  thousands  who  may  live  in  the 
“silent  or  muffled  world.”  It  is  recommended 
for  civic,  educational,  voluntary  and  professional 
health  groups,  including  medical  and  paramedi- 
cal professions. 

Source  and  Producer:  DuArt  Film  Lab- 

oratories, Inc.,  245  West  55th  Street,  New  York, 
New  York  10019. 

Por  Que  Juanito.  Sound,  color,  16  mm., 
nineteen  minutes. 

This  film  shows  the  problem  of  nutrition  de- 
ficiencies in  Latin  America  caused  by  malnutri- 
tion and  protein  deficiencies  among  children. 
It  emphasizes  the  need  of  good  coordinated 
nutrition  educational  programs  so  that  the 
people  can  make  better  use  of  the  products 
available.  It  shows  different  methods  of  nu- 
trition education  and  the  importance  of  an  over- 
all government  and  community  effort.  Ex- 
amples are  shown  of  protein-calorie  malnutri- 
tion in  infants  which,  if  not  primarily  corrected, 
limits  the  child’s  physical  and  mental  potential 
in  later  life  and  may  even  contribute  to  its  early 
death  from  infectious  diseases  which  the  healthy 
child  can  easily  survive. 

Source  and  Producer:  Harvest  Films,  25 

West  43rd  Street,  New  York,  New  York  10036. 

See  Hear.  Sound,  color,  16  mm.,  fifteen 
minutes. 

The  film  describes  the  hearing  difficulties  en- 
countered by  individuals  with  conductive  and 
sensory-neural  hearing  impairments.  It  demon- 
strates the  importance  of  speech  by  simulating 
these  losses  on  the  sound  track  of  the  film.  The 
loudspeaker  should  be  placed  close  to  the  screen 
for  maximum  effect. 

continued  on  page  1265 
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“ George  wants  to  know  if  it's  okay  to  take  his  cold 
medicine  now,  Doctor,  instead  of  seven  o'clock?” 


The  long-continued  action  of  Novahistine  LP 
should  help  you  both  get  a good  night's  sleep. 
Two  tablets  in  the  morning  and  two  in  the  evening 
will  usually  provide  round-the-clock  relief  by  help- 
ing clear  congested  air  passages  for  freer  breathing. 
Novahistine  LP  also  helps  restore  normal  mucus 
secretion  and  ciliary  activity— normal  physiologic 
defenses  against  infection  of  the  respiratory  tract. 
Use  cautiously  in  individuals  with  severe  hyperten- 
sion, diabetes  mellitus,  hyperthyroidism  or  urinary 


retention.  Caution  ambulatory  patients  that  drowsi- 
ness may  result.  Each  Novahistine  LP  tablet  con- 
tains: phenylephrine  hydrochloride,  25  mg.,  and 
chlorpheniramine  maleate,  4 mg. 


PITMAN-MOORE  Division  of  The  Dow  Chemical  Company,  Indianapolis 
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nursing  care  for  cancer  patients- 


...a  major  concern  for  their  families,  and  for  their  physicians.  In  a unique  pioneering 
service,  the  American  Cancer  Society  is  deeply  involved  in  finding  a solution. 


Recognizing  the  phenomenal  growth  of  nursing  homes  — aware  of  the  shortage  of 
nurses  — knowing  the  implications  of  the  extended  care  benefits  of  Medicare  — the 
Society  has  launched  a dramatic  educational  demonstration  project  on  cancer  nursing 
for  nursing  home  staff.  Special  emphasis  is  on  colostomy  irrigation,  care  of  the  laryn- 
gectomized  patient,  care  of  an  ileal  bladder,  and  emergency  nursing.  To  achieve 
maximum  application  of  this  plan,  a cadre  of  nurses  is  being  trained  by  the  Society  to 
conduct  cancer  nursing  courses  in  nursing  homes  throughout  the  nation. 


This  endeavor  has  been  warmly  endorsed  by  the  American  Nurses  Association  and 
other  professional  organizations.  We  feel  sure  that  such  a program,  bringing  skilled 
nursing  care  to  the  bedside  of  the  cancer  patient,  will  be  enthusiastically  received  by 
the  medical  profession. 


AMERICAN  CANCER  SOCIETY 


THIS  SPACE  CONTRIBUTED  BY  THE  PUBLISHER 
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after 

surgery 

B and  C vitamins  are  therapy:  Therapeutic  amounts  of  B and  C in  stress 
formula  vitamins  often  are  vital  during  periods  of  physiologic  stress. 
STRESSCAPS  capsules,  designed  to  meet  increased  metabolic  demands,  aid  in 
achieving  a more  comfortable  convalescence,  a more  rapid  recovery.  After  sur- 
gery, as  in  many  stress  conditions,  STRESSCAPS  vitamins  are  therapy. 


Each  capsule  contains: 

Vitamin  Bi  (Thiamine  Mononitrate) 

Vitamin  B2  (Riboflavin) 

Vitamin  B*  (Pyridoxine  HCI) 

Vitamin  B12  Crystalline 
Vitamin  C (Ascorbic  Acid) 

Niacinamide 
Calcium  Pantothenate 
Recommended  intake:  Adults,  1 capsule  daily, 
for  the  treatment  of  vitamin  deficiencies.  Sup- 
plied in  decorative  “reminder”  jars  of  30  and 
100;  bottles  of  500. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 

627-6-36  1 3 
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When  brandy  is  indicated... 


The  Hennessy  Bras  Arme  trademark 


Also  available  in  handy  half-pints 


80  Proof  • Schieffelin  & Co.,  N.  Y. 


Hemorrhage  and  epigastric  pain  are  the  most 
serious  symptoms  of  peptic  ulcer.  Probably 
20-25%  of  all  patients  experience  massive 
bleeding  at  some  time  or  other. 


After  3-6  weeks  treatment  with  ROMACH  tablets, 
the  ulcer  crater  shows  healing  81%  of  cases. 
A satisfactory  therapeutic  response  was  reported 
in  90%  of  the  cases.  Epigastric  pain  was  relieved 
in  92%  of  cases. 


The  therapeutic  effective  ingredient  is  ROTERIZED 
bismuth  subnitrate  350  mg.  combined  with  stan- 
dard antacids.  No  acid  rebound,  no  adverse 
reactions,  no  contraindications. 


Dosage,  2 tablets  in  warm  water 
immediately  after  meals,  3 times 
daily.  Available  in  boxes  of  60,  150, 
660  and  1000  tablets.  At  all  drug 
stores. 


ROR  Chemical  Co.,  2268  First  Ave.,  N.  Y.  10035 


Gentlemen: 


NYS-5 


Please  send  me  professional  samples  and  reprints  of 
published  articles. 


ROR  Chemical  Co.,  2268  First  Ave.,  New  York  10035 
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NORPRAMIN 

(desipramine  hydrochloride) 

ANTIDEPRESSANT  FOR  RAPID  IMPROVEMENT 


At  the  recommended  dosage  level 
—initially,  150  mg.  per  day- 
gratifying  remission  of  the  signs 
and  symptoms  of  depression 
typically  begins  in  2-5  days.  Its 
specificity  for  depression, 
rapidity  of  action  and  usually  mild 
side  effects  are  significant  rea- 
sons for  prescribing  NORPRAMIN 
(desipramine  hydrochloride)  in 
depression  of  any  type  . . . any 
degree  of  severity. 

A few  patients,  sensitive  to 
central  nervous  system 
stimulants  may  become  restless 
as  depression  is  lifted— in  such 
cases  dosage  may  be  reduced 
or  a tranquilizer  added. 


LAKESIDE 


IN  BRIEF: 

INDICATIONS:  In  depression  of  any  kind 
— neurotic  and  psychotic  depressive  re- 
actions; manic-depressive  or  involutional 
psychotic  reactions. 

CONTRAINDICATIONS:  Glaucoma,  ure- 
thral or  ureteral  spasm,  recent  myocar- 
dial infarction,  severe  coronary  heart 
disease,  epilepsy.  Should  not  be  given 
within  two  weeks  of  treatment  with  a 
monoamine  oxidase  inhibitor. 

RELATIVE  CONTRAINDICATIONS:  (1) 

Patients  with  a history  of  paroxysmal 
tachycardia.  (2)  Patients  receiving  con- 
comitant therapy  with  thyroid,  anticho- 
linergics or  sympathomimetics  may  ex- 
perience potentiation  of  effects  of  these 
drugs.  (3)  Safety  in  pregnancy  has  not 
been  established. 

PRECAUTIONS:  (1)  Outpatient  use  of 
desipramine  hydrochloride  should  not 
be  substituted  for  hospitalization  when 
risk  of  suicide  or  homicide  is  considered 
grave.  (2)  If  serious  adverse  effects  oc- 


cur, reduce  dosage  or  alter  treatment. 
(3)  In  patients  with  manic-depressive 
illness  a hypomanic  state  may  be  in- 
duced. (4)  Discontinue  drug  as  soon  as 
possible  prior  to  elective  surgery. 
ADVERSE  EFFECTS:  Side  effects,  usually 
mild,  may  include:  dry  mouth,  consti- 
pation, dizziness,  palpitation,  delayed 
urination,  “bad  taste,”  sensory  illusion, 
tinnitus,  anxiety,  agitation  and  stimula- 
tion, insomnia,  sweating,  drowsiness, 
headache,  orthostatic  hypotension, 
flushing,  nausea,  cramps,  weakness, 
blurred  vision  and  mydriasis,  rash, 
tremor,  allergy,  agranulocytosis,  altered 
liver  function,  ataxia,  and  extrapyrami- 
dal  signs. 

DOSAGE:  Optimal  results  are  obtained 
at  a dosage  of  50  mg.,  t.i.d.  (150  mg./ 
day).  SUPPLIED:  NORPRAMIN  (desipra- 
mine hydrochloride)  tablets  of  25  mg.; 
bottles  of  50,  500  and  1000;  and  tablets 
of  50  mg.,  in  bottles  of  30,  250  and 


1000. 

LAKESIDE  LABORATORIES,  INC.,  Milwaukee,  Wisconsin  53201 
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when  anxiety  hurts  more  than  pain 


)ne  of  every  two  old  people  has  a chronic  or  debilitat- 
lg  ailment.'  And  sickness  can  intensify  the  anxieties  of 
'Id  age  to  a degree  more  painful  than  the  disease  itself.2 
Atarax,  an  effective  tranquilizer  (unrelated  to  the  phe- 
othiazines,  reserpine  or  meprobamate),  helps  to  quiet 
nd  calm  the  anxious  geriatric  patient— with  an  excel- 
jnt  margin  of  clinical  safety.  Atarax  is  useful  for  pa- 
ents  in  nursing  homes.3 

indicated  in  the  vintage  years 

7TT7IR7IX© 

(hydroxyzine  HCl) 

tablets,  syrup  25  mg.  — 50  mg.  q.i.d 


Atarax  can  be  used  in  patients  suffering  from  coronary 
artery  disease,  arteriosclerosis,  hypertension,  diabetes 
mellitus,  edema  or  carcinoma.  Drug-induced  ataxia, 
extrapyramidal  reactions,  or  adverse  effects  on  the 
liver  or  blood-forming  organs  have  not  been  observed. 
Atarax  can  be  used  concurrently  with  digitalis  and  most 
other  drugs  commonly  prescribed  for  elderly  patients. 
Atarax  syrup  provides  a palatable  medication  for  pa- 
tients who  find  it  difficult  to  accept  tablets. 


RoeriBeC®  (B  complex  plus  500  mg.  C) 
In  medical  surgical  aftercare 
you  can’t  overstress  it 

Resistance— Recovery— RoeriBeC 


continued  from  page  1258 


dependability 
not  dependence 

AJA  R AX® 

(hydroxyzine  HCO^Ifp5 

Product  Information 

Contraindications:  Use  in  pregnancy:  When  ad- 
ministered to  rats  at  doses  substantially  above 
the  human  therapeutic  range,  hydroxyzine  induced 
fetal  abnormalities.  Until  human  clinical  data  are 
available  adequate  to  establish  safety  in  early 
pregnancy,  hydroxyzine  is  contraindicated  in  early 
pregnancy.  The  drug  is  contraindicated  for  pa- 
tients who  have  shown  previous  hypersensitivity 
to  it. 

Precautions:  Hydroxyzine  HCI  may  potentiate 
narcotics,  barbiturates,  meperidine  and  other 
CNS  depressants.  In  conjunctive  use,  dosage  of 
these  drugs  should  be  reduced  by  as  much  as 
50  per  cent.  Atropine  and  other  belladonna  al- 
kaloids are  not  affected  by  hydroxyzine.  Because 
drowsiness  may  occur,  patients  given  hydroxyzine 
should  be  cautioned  against  driving  a car  or  oper- 
ating dangerous  machinery. 

Adverse  reactions:  No  serious  side  effects  result- 
ing from  the  oral  administration  of  hydroxyzine 
have  been  reported  and  confirmed  to  date.  Thera- 
peutic doses  seldom  produce  impairment  of  men- 
tal alertness.  The  transitory  drowsiness  that  may 
occur  usually  disappears  spontaneously  in  a few 
days  of  continued  therapy  or  can  be  corrected  by 
dosage  reduction.  Dryness  of  the  mouth  may  be 
encountered  at  higher  doses. 

The  absence  of  toxic  effects  on  the  liver  and  bone 
marrow  has  been  demonstrated  by  extensive  clin- 
ical use  at  recommended  doses  for  more  than  four 
years  of  uninterrupted  therapy  and  by  experimen- 
tal studies  in  which  excessively  high  doses  were 
given.  Involuntary  motor  activity,  including  rare 
instances  of  tremor  and  convulsions,  has  been 
reported,  usually  with  considerably  higher  than 
recommended  doses. 

Dosage:  Ranges  from  25  mg.t.i.d.  to  100  mg.q.i.d. 

References:  1.  Fishbein,  M.:  J.  Am.  Geriatrics  Soc. 
10:911  (Nov.)  1962.  2.  Dale,  P.  W.:  New  England  J.  Med. 
265.185  (July  27)  1961.  3.  Settel,  E.;  Am.  Pract.  8:1584 
(Oct.)  1957. 


J.B.  ROERIG  DIVISION 

CHAS.  PFIZER  & CO.,  INC. 
NEW  YORK.  N.Y.  10017 


Source  and  Producer:  Wexler  Film  Produc- 
tions, 801  North  Seward  Street,  Los  Angeles 
38,  California. 

Toymakers.  Sound,  color,  16  mm.,  thirty 
minutes. 

The  film  is  a documentary  examination  of 
brief  incidents  in  the  lives  of  several  residents  at 
a progressive  institution  for  the  retarded.  It  is 
suitable  for  college  students  taking  an  orienta- 
tion course  in  mental  retardation  and  speech 
therapy  students  who  will  be  working  with 
the  retarded. 

Source  and  Producer:  Smith  Kline  & French 
Laboratories,  1500  Spring  Garden  Street, 
Philadelphia,  Pennsylvania  19101. 


New  measles  vaccine 


Measles  is  the  most  contagious  childhood 
disease.  Despite  popular  opinion,  it  is  far  from 
harmless,  frequently  leaving  aftereffects  such  as 
mental  retardation,  pneumonia,  loss  of  hearing, 
encephalitis,  bronchitis,  and  sometimes  death. 

Encephalitis,  triggered  by  measles,  occurs  in 
one  out  of  every  600  to  1,000  cases,  depending  on 
the  epidemic’s  virulence  in  a particular  com- 
munity. This  inflammatory  condition  of  the 
brain  can  leave  a child  unable  to  speak  properly, 
partially  paralyzed,  or  mentally  retarded. 
There  is  no  effective  treatment  for  this  disease 
which  is  usually  well-advanced  before  it  can  be 
diagnosed.  Measles  vaccination  is  the  best  way 
to  prevent  both  diseases. 

The  measles  vaccine  is  relatively  new,  being 
first  licensed  for  distribution  in  1963.  In  the 
program’s  early  stages,  emphasis  focused  on 
immunizing  one-  and  two-year-old  children,  the 
age  group  with  the  greatest  risk  of  serious  com- 
plications from  the  disease.  The  program  has 
since  been  expanded  to  include  all  susceptible 
children.  Measles  vaccine  can  be  administered 
to  a child  as  soon  as  he  is  one  year  old.  In  the 
first  months  of  life,  an  infant  is  immune  to  this 
and  other  diseases.  This  immunity,  which  has 
been  passed  on  from  the  mother,  however,  is 
soon  lost. 

Several  hundred  thousand  children  in  New 
York  State  alone  are  currently  unprotected 
against  measles  and  its  complications,  especially 
children  in  lower  socioeconomic  levels. 
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• EMPHYSEMA 

• ASTHMA 

• CHRONIC  BRONCHITIS 

• BRONCHIECTASIS 


ft/®4 
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Each  tablet  contains: 

Potassium  Iodide 195  mg. 

Aminophylline 130  mg. 

Phenobarbital,  Caution:  May  be  habit  forming.  . . 21  mg. 

Ephedrine  HC1 16  mg. 

FEDERAL  LAW  PROHIBITS 
DISPENSING  WITHOUT  PRESCRIPTION 

Precautions:  Usual  for  aminophylline-ephedrinc- 

phenobarbital.  Iodides  may  cause  nausea,  long  use 
may  cause  goiter.  Discontinue  if  symptoms  of 
iodism  develop. 

Iodide  contraindications:  tuberculosis,  pregnancy. 

DOSAGE 

One  tablet,  with  full  glass  of 
water,  3 or  4 times  daily. 

Dispensed  in  bottles  of  100  and  1000  tablets. 


MUDRANE  GG — Formula,  dosage  and  package  identi- 
cal to  Mudrane — except — 100  mg.  glyceryl  guaiacolate 
replaces  the  potassium  iodide.  The  value  of  Mudrane 
cannot  be  enjoyed  by  a small  group  in  which  K.I.  is 
contraindicated.  Mudrane  GG  is  prepared  for  this  group. 

MUDRANE  GG  ELIXIR  — Four  5 cc  teaspoonfuls  is 
equivalent  to  one  Mudrane  GG  tablet.  Dosage  adjusted 
to  age  and  weight  of  child.  Mudrane  GG  Elixir  is  for 
pediatric  patients  and  those  who  think  they  cannot  swal- 
low tablets.  Dispensed  in  pint  and  half  gallon  bottles. 

WM.  P.  POYTHRESS  & CO.,  INC. 

RICHMOND,  VIRGINIA  23217 
Manufacturers  oj  ethical  pharmaceuticals  since  1856 


Abstracts  in 
Interlingua 


Krieg,  A.  F.,  e Henry,  J.  B.:  Electrophorese 

de  homoglobina;  correlationes  clinico-patho- 
logic  de  hemoglobinopathia  e thalassemia 
( anglese ),  New  York  State  J.  Med.  67:  1275 

(15  de  maio)  1967. 

Plus  que  30  anormal  hemoglobinas  es  cogno- 
scite.  Le  presente  discussion  se  preoccupa 
primarimente  de  illos  que  es  clinicamente  im- 
portante  in  le  Statos  Unite.  Hemoglobino- 
pathias  beta  es  describite,  si  ben  como  hemo- 
globina  M,  thalassemia  beta,  le  persistentia 
hereditari  de  hemoglobina  F,  e thalassemia 
alpha.  Electrophorese  de  hemoglobina  es  clini- 
camente utile  in  un  numero  de  conditiones. 

Newall,  J.:  Cancere  del  vesica  urinari;  im- 

portantia  del  evalutation  ante  le  tractamento 
0 anglese ),  New  York  State  J.  Med.  67:  1284 

(15  de  maio)  1967. 

Le  efficacia  del  uso  de  radiotherapia  in  le 
tractamento  de  cancere  del  vesica  urinari — a 
judicar  per  determinationes  del  longevitate  del 
patientes — pare  esser  plus  o minus  le  mesme 
como  illo  del  uso  de  mesuras  chirurgic.  Le 
criterios  a usar  in  le  programmage  include  le 
dimensiones  del  tumor,  le  profundor  del  in- 
vasion ad  in  le  pariete  vesicular  per  le  tumor,  le 
dissemination  lymphadenoide,  le  presentia  o 
absentia  de  metastases  distante,  e le  condition 
pathologic  del  tumor. 


Male  hormone  variability 


The  American  Cancer  Society  recently  re- 
ported that  scientists  have  measured  the 
amounts  of  male  hormone  in  the  blood  of  normal 
men  and  women  at  various  times  of  the  day  and 
night.  They  found  that  there  exists  a regular 
diurnal  cycle  in  the  form  of  a rhythmic  rise  and 
fall  of  the  hormone  level  in  males  which,  how- 
ever, remains  constant  in  women. 

Men,  it  was  found,  have  the  least  amount  of 
male  hormone  at  about  midnight  and  the  larg- 
est amount  on  awakening  in  the  morning. 

The  normal  man  produces  about  twenty  times 
as  much  of  this  hormone  as  normal  women. 
This  is  essentially  the  same  hormone;  only  the 
proportion  separates  the  sexes  biologically. 
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She  simply  sits  while  the  party  goes  on  around  her, 
already  used  to  being  the  girl  who  is  left  out. 

She  tries  to  lose  weight— but  her  emotions 
won't  let  her.  She  becomes  irritable  and  depressed 
when  she  doesn't  eat,  and  anxious  when  she 
considers  her  future.  So  each  time  she  gives  up. 

''What  can  I do?"  she  asks  when  she  visits  your  office. 

“ How  can  I ever  stay  on  a diet  and  lose  weight?" 

A PARTICULAR  COMBINATION  OF  ACTIONS 

Ambar2  Extentabs 

methamphetamine  hydrochloride  15  mg.,  phenobarbital  64.8  mg.  (1  gr.) 
(Warning:  may  be  habit  forming). 

FOR  THE  NEEDS  OF  THE  DIETING  WOMAN 

A.  H.  Robins  Co.,  Inc. 

Richmond,  Va.  23220 

/l-H-J^OBINS 


Ambar  is  formulated  to  specifically  meet  both  the 
physical  and  emotional  needs  of  the  woman  who 
is  trying  to  lose  weight.  Methamphetamine  hydro- 
chloride has  a powerful  suppressant  effect  on  the 
appetite  and  also  provides  a gentle  psychic  lift  to 
improve  mood  and  encourage  activity.  The  pheno- 
barbital component,  through  its  classic  calming 
action,  helps  control  irritability  and  anxiety,  and 
helps  counteract  excessive  CNS  stimulation. 

Also  available:  Ambar  #1  Extentabs®— methamphetamine 
hydrochloride  10  mg.,  phenobarbital  64.8  mg.  (1  gr.)  (Warn- 
ing: may  be  habit  forming). 

BRIEF  SUMMARY  / Indications:  Ambar  suppresses  appetite 
and  helps  offset  emotional  reactions  to  dieting.  Side  Effects: 
Nervousness  or  excitement  occasionally  noted,  but  usually 
infrequent  at  recommended  dosages.  Slight  drowsiness  has 
been  reported  rarely)  Precautions:  Administer  with  caution 
in  the  presence  of  cardiovascular  disease  or  hypertension. 
Contraindications:  Hypersensitivity  to  barbiturates  or  sym- 
pathomimetics;  patients  with  advanced  renal  or  hepatic 
disease.  See  package  insert  for  further  details. 
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Additional  information  available  to  physicians  upon  request 
ELI  LILLY  AND  COMPANY,  INDIANAPOLIS,  INDIANA  46206. 
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Editorials 


Medical  manpower  VI — The  wherefor  of  undergraduate 
college  in  relation  to  subsequent  medical  school 
acceptance  and  success 


There  seems  to  be  a significant  relation- 
ship between  the  quantum  of  students  sup- 
plied to  medical  schools  and  satisfactory 
results. 

Facts  and  figures  recently  released  by 
the  Association  of  American  Medical  Col- 
leges show  that  the  colleges  which  supply 
the  largest  number  of  students  to  the 
medical  schools  have  the  lowest  number 
of  dropouts,  academically  or  otherwise. 


They  must  be  doing  something  right 
in  order  to  have  stimulated  such  numbers 
and  to  have  prepared  them  so  well. 

Among  the  100  colleges  and  uni- 
versities providing  the  largest  number 
of  entering  first-year  medical  students  in 
1964-65  were  25  schools  whose  applicants 
had  an  average  acceptance  rate  of 
69.7  per  cent.  This  compares  with  the 
national  acceptance  rate  for  that  year 


TABLE  I.  Twenty-five  colleges  and  universities  providing  a significant  proportion  of  applicants  accepted 
by  medical  schools  in  1964-65.  (Ranked  by  percentage  of  applicants  receiving  medical  school 

acceptances  as  shown  in  boldface) 


Undergraduate  College 
or  University* 

Number  of 
Applicants 

Aver.  No. 
Appli- 
cations 

Accepted 
-—Applicants — > 
No.  % 

Medical  School 

Entrants 

No.  % 

t Rice  University 

47 

3.3 

41 

87.2 

40 

85.1 

t Brandeis  University 

37 

10.2 

31 

83.8 

30 

81.1 

f Carleton  College 

39 

4.3 

32 

82.0 

31 

79.5 

f Amherst  College 

46 

5.8 

35 

76.1 

34 

73.9 

f University  of  Chicago 

75 

4.9 

56 

74.7 

54 

72.0 

f Harvard  University 

261 

6.1 

195 

74.7 

171 

65 . 5 f t 

Princeton  University 

119 

5.9 

88 

73.9 

78 

65 . 5 1 1 

t Williams  College 

48 

6.9 

35 

72.9 

32 

66.7 

t Columbia  University 

220 

7.6 

160 

72.7 

156 

70.9tt 

Brown  University 

83 

6.2 

59 

71.1 

55 

66.3 

Yale  University 

141 

6.0 

100 

70.9 

97 

68.8ft 

t Davidson  College 

68 

3.1 

48 

70.6 

48 

70.6 

t Vanderbilt  University 

85 

3.2 

60 

70.6 

55 

64.7 

t College  of  the  Holy  Cross 

85 

7.2 

59 

69.4 

58 

68.2 

Union  College  of  New  York 

45 

8.2 

31 

68.9 

31 

68.9 

f Muhlenberg  College 

38 

5.0 

26 

68.4 

26 

68.4 

t Stanford  University 

188 

5.6 

124 

66.0 

117 

62.2ft 

Univ.  of  North  Carolina 

119 

3.2 

77 

64.7 

74 

62.2ft 

t Cornell  University 

202 

7.8 

129 

63.9 

123 

60.9ft 

Mass  Inst,  of  Tech. 

44 

6.9 

28 

63.6 

26 

59.1 

f Duke  University 

130 

4.7 

82 

63.1 

77 

59.2ft 

St.  Peters  College 

40 

7.4 

25 

62.5 

24 

60.0 

Washington  University 

68 

4.0 

42 

61.8 

39 

57.4 

f Wesleyan  University 

52 

5.5 

32 

61.5 

30 

57.7 

University  of  Tennessee 

57 

1.3 

35 

61.4 

33 

57.9 

Total 

2,337 

5.8 

1,630 

69.7 

1,539 

65.8 

Total  for  1964-65 

19,168 

4.4 

9,043 

47.2 

8,571 

44.7 

* Selected  from  the  top  100  suppliers  as  having  the  highest  proportion  of  applicants  receiving  medical  school  acceptances, 
t Among  top  25  schools  providing  a significant  proportion  of  male  graduates  as  medical  entrants,  1964-65.  (See:  Editorial: 

Table  II,  New  York  State  J.  Med.  67:  784  (Mar.  15)  1967.) 

ft  Among  top  25  schools  providing  the  largest  number  of  entering  first-year  medical  students,  1964-65.  (See:  Editorial: 

Table  I,  New  York  State  J.  Med.  67:  783  (Mar.  15)  1967.) 
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TABLE  II.  Medical  student  attrition  in  relation  to  the  average  number  of  entrants  provided  by 

undergraduate  colleges,  1949-58 


Average  No.  of 
Entrants  per 
Undergraduate 
College 

Per  cent  of 
Colleges 
Providing 
Entrants 

Average 
No.  of 
Entrants 
Provided 

Per  cent 
Academic 
Dropouts 

Per  cent 
Nonacademic 
Dropouts 

Per  cent 
Total 
Dropouts 

60.0  or  more 

2.1 

2,154 

3.44 

2.99 

6.44 

10 . 0-59 . 9 

13.2 

3,599 

4.79 

3.23 

8.02 

1 . 0-9 . 9 

38.0 

1,615 

7.49 

4.75 

12.24 

0 . 9 or  less 

46.7 

177 

10.28 

6.95 

17.22 

Annual  Average 

100.0 

7,545 

5.11 

3.58 

8.69 

Total  Nos.  1949-58 

1,170 

75,453 

3,857 

2,699 

6,556 

of  only  47.2  per  cent.  Information 
concerning  these  25  schools,  presented 
in  Table  I,  indicates  that  their  average 
applicant  filed  5.8  applications  as  com- 
pared with  a national  average  of  4.4. 
The  range  in  number  of  applications  for 
these  schools  varied  from  1.3  per  ap- 
plicant at  a southern  state  university, 
sending  most  of  its  students  to  its  own 
medical  school,  to  10.2  per  applicant  at 
a northern  private  university,  whose 
students  entered  a wide  variety  of 
medical  schools. 

Data  obtained  in  the  recently  pub- 
lished study  of  medical  student  attrition  * 
has  shown  that  the  number  of  medical 
school  entrants  provided  by  an  under- 
graduate college  or  university  seems  to 
have  a bearing  on  success  in  medical 
school.  Table  2 and  Figure  1 present  a 
comparison  of  the  success  in  medical 
school  of  more  than  75,000  students  in 
10  entering  classes  according  to  the 
average  annual  number  of  entrants 
provided  by  their  undergraduate  colleges 
and  universities.  The  dropout  rate  for 
students  coming  from  schools  providing 

* Johnson,  D.  G.,  and  Hutchins,  E.  B.:  Doctor  or 

Dropout?:  A Study  of  Medical  Student  Attrition,  J.  M. 

Educ.  41:  1097-1269  (1966). 


PER  CENT 
DROPOUTS 


ENTRANTS  PER  UNDERGRADUATE  COLLEGE 


FIGURE  1.  Medical  student  attrition  in  relation  to 
the  average  number  of  entrants  provided  by  under- 
graduate colleges,  1949  to  1958. 

60  or  more  medical  school  entrants  per 
year  is  only  6 per  cent  whereas  total 
attrition  for  schools  providing  an  average 
of  1 to  9 entrants  annually  is  12  per  cent. 
These  findings  illustrate  the  pertinence 
of  this  study  for  premedical  students, 
counselors,  parents,  college  administra- 
tors, and  medical  school  admission 
officers. 
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Destroys  Trichomonads  Wherever  They  Are 


Flagyl  seeks  out  the  sites  where  trichomonads 
hide.  Only  a systemic  agent  can.  Only  Flagyl 
does,  selectively  and  effectively. 

Flagyl  destroys  trichomonads  in  the  inner 
crypts,  glands  and  cavities  of  the  genitouri- 
nary tract  in  both  women  and  men.  Conse- 
quently, Flagyl  is  capable  not  only  of  curing 
trichomoniasis  in  women  but  also  of  prevent- 
ing reinfection. 

Correctly  used,  with  due  attention  to  repeat 
courses  of  treatment  for  resistant,  deep-seated 
invasion  and  to  the  presumption  of  reinfection 
from  male  consorts,  Flagyl  has  repeatedly  pro- 
duced up  to  100  per  cent  cure  in  large  series 
of  patients. 

When  the  diagnosis  of  trichomoniasis  is 
positive,  Flagyl  is  positive. 

Dosage  and  Administration  — In  women:  one  250- 
mg.  oral  tablet  three  times  daily  for  ten  days.  A vag- 
inal insert  of  500  mg.  is  available  for  local  therapy 
when  desired.  When  the  inserts  are  used  one  vagi- 
nal insert  should  be  placed  high  in  the  vaginal  vault 
each  day  for  ten  days,  and  concurrently  two  oral 
tablets  should  be  taken  daily. 


In  men  in  whom  trichomonads  have  been  demon- 
strated: one  250-mg.  oral  tablet  twice  daily  for  ten 
days. 

Contraindications  — Pregnancy;  disease  of  the  cen- 
tral nervous  system;  evidence  or  history  of  blood 
dyscrasia. 

Precaution  — Complete  blood  cell  counts  should  be 
made  before,  during  and  after  therapy,  especially  if 
a second  course  is  necessary. 

Side  Effects  — Infrequent  and  minor  side  effects  in- 
clude nausea,  metallic  taste,  furry  tongue  and  head- 
ache. Other  effects,  all  reported  in  an  incidence  of 
less  than  1 per  cent,  are  diarrhea,  dizziness,  vaginal 
dryness  and  burning,  dry  mouth,  rash,  urticaria, 
gastritis,  drowsiness,  insomnia,  pruritus,  sore  tongue, 
darkened  urine,  anorexia,  vomiting,  epigastric  dis- 
tress, dysuria,  depression,  vertigo,  incoordination, 
ataxia,  abdominal  cramping,  constipation,  stomati- 
tis, numbness  of  an  extremity,  joint  pains,  confu- 
sion, irritability,  weakness,  flushing,  cystitis,  pelvic 
pressure,  dyspareunia,  fever,  polyuria,  incontinence, 
decreased  libido,  nasal  congestion,  proctitis  and  py- 
uria. Elimination  of  trichomonads  may  aggravate 
candidiasis. 

Dosage  Forms 

Oral— 250-mg.  tablets.  Vaginal— 500-mg.  inserts 
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In  1949  Pauling  demonstrated  the  ab- 
normal electrophoretic  mobility  of  Hb 
(hemoglobin)  S in  sickle  cell  disease. 1 To- 
day, over  30  abnormal  hemoglobins  are 
known,  and  more  doubtlessly  will  be  dis- 
covered. Although  certain  rare  hemo- 
globins are  of  great  importance  to  molecu- 
lar biology,  this  discussion  will  emphasize 
clinically  important  conditions  in  the 
United  States.  Hemoglobin  electro- 
phoresis is  clinically  helpful  in  detection 
and  diagnosis  of:  (1)  Hemoglobinopathies, 
where  a single  amino  acid  is  substituted  in 
beta  or,  rarely,  alpha  chains  Table  I.  De- 
pending on  the  type  of  amino  acid  and  its 
site  of  substitution,  abnormal  function 
and/or  electrophoretic  mobility  may  re- 


over  30  abnormal  hemoglobins  are  known; 
this  discussion  emphasizes  those  that  are 
clinically  important  in  the  United  States. 
Beta  hemoglobinopathies  are  described  as  well 
as  hemoglobin  M,  beta  thalassemia,  the 
hereditary  persistence  of  Hb  F,  and  alpha 
thalassemia.  Hemoglobin  electrophoresis  is 
clinically  useful  in  a number  of  conditions. 


suit;  and  (2)  thalassemias,  where  rate  of 
beta  or,  rarely,  alpha  chain  production  is 
decreased,  resulting  in  decreased  hemo- 
globin formation  and  hypochromic  anemia.2 

In  both  hemoglobinopathies  and  thalas- 
semias, clinical  severity  is  related  to:  (1) 
whether  the  patient  is  homozygous  or 
heterozygous;  and  (2)  whether  the  patient 
is  doubly  heterozygous:  that  is,  hetero- 

zygous for  two  different  abnormal  hemo- 
globins such  as  S and  C,  or  heterozygous 
for  beta  thalassemia  and  a beta-chain 
hemoglobinopathy  such  as  Hb  S,  C,  D,  or 
E. 


Hemoglobins  S,  C,  D,  and  E are  found 
in  large  numbers  of  people  in  different 
parts  of  the  world;  other  abnormal  hemo- 
globins are  limited  to  a few  individuals, 
or  single  families.  Most  rare  hemoglobins 
have  been  found  only  in  the  heterozygous 
state,  produce  no  clinical  symptoms,  and 
have  been  discovered  as  incidental  find- 
ings on  electrophoresis. 

All  hemoglobins  are  composed  of  four 
polypeptide  chains,  each  with  an  attached 
heme  group.  Hemoglobin  A has  two 
alpha  and  two  beta  chains  each  with  an 
attached  heme  group  (Fig.  1);  it  is  often 
referred  to  as  alpha>  beta2.  Hemoglobin 
A2  has  two  alpha  and  two  delta  chains; 
it  is  referred  to  as  alpha2  delta2.  Hemoglo- 
bin F has  two  alpha  and  two  gamma  chains; 


Nomenclature 
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TABLE  I.  Molecular  abnormalities  in 
hemoglobin  variants 


Hemoglobin 

Abnormal 

Chain 

Change* 

S 

beta 

6 Glu 

— Val 

C 

beta 

6 Glu 

-*•  Lys 

D Punjab 

beta 

121  Glu 

— GluNH2 

E 

beta 

26  Glu 

-*  Lys 

G Galveston 

gamma 

6 Glu 

-*■  Lys 

G Chinese 

alpha 

30  Glu 

— GluNH2 

G Accra 

beta 

79  Asp 

— ► AspNH2 

J Baltimore 

beta 

16  Gly 

— *•  Asp 

J Oxford 

alpha 

15  Gly 

— Asp 

M Boston 

alpha 

58  His 

— Tyr 

M Milwaukee 

beta 

67  Val 

— Glu 

Zurich 

beta 

63  His 

-►  Arg 

* Nomenclature:  Glu  = glutamic  acid,  Val  = valine, 

Lys  = lysine,  GluNHi  = glutamine,  Asp  = aspartic  acid, 
AspNH2  = asparagin,  Gly  = glycine,  His  = histidine,  Tyr  = 
tyrosine,  and  Arg  = arginine. 

it  may  be  represented  as  alpha2  gamma2 
(Fig.  2). 

Nomenclature  of  abnormal  hemoglobins 
utilizes  the  letters  A through  Q,  except  B, 
and  S.  It  is  now  recommended  that  new 
hemoglobins  be  designated  by  names  of 


Hemoglobin 

Structu  re 

Nomenclature 

A 

a2  @2 

a2 

8^)0 

a 2 &2 

F 

A 

a2  y 2 

S 

a2  2 

( „ 6Glu  Val\ 

\a2Pz  1 

M (Boston) 

M n M(Bosfon)A 

a 2 P2  • Q 2 P; 

Barts 

H 

«J|}0 

£4 

= Polypeptide  Chain  (a,  >S.  y,  8 or  obnormol) 

Q-  = Heme  Group  (ottoched  to  polypeptide  chain) 

FIGURE  1.  Configuration  and  nomenclature  of 
normal  and  abnormal  hemoglobins. 


GENE  LOCUS  T Of  /3  £ 

Y'l'  or^  } A 

DIMER  SUBUNITS  ' Z Z Pz 


FIGURE  2.  Formation  of  HbA,  HbF,  and  HbA2 
from  alpha,  beta,  gamma,  and  delta  polypeptide 
chains.12 

countries,  regions,  or  communities,  such 
as  Hb  Zurich  or  Hb  Norfolk.  Variants 
of  hemoglobins  designated  by  letters  or 
names  should  be  referred  to  by  a second 
name  written  on  the  same  line  rather  than 
as  a subscript;  such  as  Hb  M Boston  or 
Hb  Lepore  (Cyprus).  By  custom,  the 
numerical  subscript  is  retained  for  Hb 
A2.  , 

Abnormal  hemoglobins  are  referred  to  as 
“alpha”  or  “beta”  depending  on  whether 
the  amino  acid  substitution  is  in  alpha  or 
beta  chains.  In  newly  discovered  hemo- 
globins, hybridization  experiments  allow 
localization  of  the  anomaly  to  alpha  or  beta 
chains.3  Such  experiments  can  be  per- 
formed in  any  well-equipped  clinical  pa- 
thology laboratory.  Abnormal  hemoglobins 
may  be  referred  to  by  name  only,  such  as 
Hb  S,  or  by  name  in  relation  to  the  ab- 
normal polypeptide  chain  such  as  alpha* 
beta2s. 

Definition  of  the  site  and  type  of  amino 
acid  substitution  involves  “finger  printing” 
or  peptide  mapping,  which  is  ordinarily  a 
research  procedure.  After  the  abnormality 
has  been  chemically  defined,  more  precise 
nomenclature  is  possible;  for  example, 

a2/326Glu< — Val  represents  Hb  S (Table  I). 

Beta  hemoglobinopathies 

Sickle  trait.  The  most  common  hemo- 
globinopathy is  sickle  cell  trait,  a hetero- 
zygous condition  present  in  about  10  per 
cent  of  U.S.  Negroes  and  in  some  Cau- 
casians of  Mediterranean  or  Indian  ex- 
traction. The  condition  is  said  to  be 
clinically  asymptomatic,  although  it  is 
well  recognized  that  acidosis  or  hypoxia 
due  to  respiratory  infection,  anesthesia, 
intoxication,  aircraft  flights,  or  congestive 
heart  failure  may  cause  multiple  thrombi 
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and  visceral  infarcts.4  However,  we  have 
seen  patients  with  evidence  of  infarcts  and 
no  history  of  anoxia;  this  has  also  been 
reported  by  others.5  Intermittent  hema- 
turia and  failure  to  concentrate  urine  after 
fluid  restriction  may  occur.  Clinical  pa- 
thology studies  in  uncomplicated  cases  re- 
veal no  anemia;  erythrocyte  structures  are 
relatively  normal,  although  a few  target 
cells  may  be  seen.  Sickle  cell  preparations 
with  metabisulfite,  a reducing  agent,  are 
positive.*  Osmotic  fragility  is  decreased 
as  in  other  hemoglobinopathies,  thalas- 
semias, iron-deficiency  anemia,  and  hypo- 
chromic anemias  secondary  to  infection. 
Hemoglobin  electrophoresis  reveals  pre- 
dominately Hb  A,  60  to  80  per  cent,  with 
smaller  amounts  of  Hb  S,  20  to  40  per  cent. 
The  predominance  of  Hb  A may  be  due  to 
(1)  slower  production  of  beta3  chains  than 
beta  chains;  and  (2)  variations  in  Hb  S 
concentration  within  different  erythrocytes 
— cells  with  higher  Hb  S concentration 
may  have  shorter  life  spans. 

Sickle  cell  disease.  Homozygous 
sickle  cell  disease  usually  is  seen  as  severe 
congenital  hemolytic  anemia,  with  periodic 
episodes  of  severe  anemia  called  “hemolytic 
crises”  and  episodes  of  pain  called  “clinical 
crises.”  Severity  of  the  anemia  varies, 
with  hemoglobin  levels  from  under  3 to  over 
10  Gm.  per  100  ml.  Serum  bilirubin  is 
usually  increased,  and  patients  may  appear 
clinically  jaundiced.  “Hemolytic  crises” 
may  be  due  to  temporary  marrow  aplasia 
and  are  observed  either  in  association  with 
infection  or  for  no  apparent  cause.  In 
addition,  extensive  sickling  will  cause  the 
spleen  and  liver  to  sequestrate  erythro- 
cytes, leaving  a deficiency  in  the  circulating 
blood.  “Clinical  crises”  are  believed  due 
to  blockage  of  small  blood  vessels  by  sickled 
erythrocytes,  with  or  without  thrombosis 
and  infarction,  and  are  not  inevitably  as- 
sociated with  worsening  of  anemia.  In- 
farcts are  especially  frequent  in  areas  sub- 
ject to  hypoxia  and/or  stagnant  blood 
flow:  Spleen,  kidneys,  lungs,  retina,  bone, 
and  central  nervous  system  may  be  in- 
volved. 

On  peripheral  smear,  erythrocytes  appear 
normochromic  to  hypochromic  with  moder- 
ate poikilocytosis;  sickled  cells  may  be 

* Rarely  the  sickle  cell  preparation  may  be  positive  with 
other  hemoglobinopathies,  such  as  Hb  C Georgetown,  Hb  I, 
and  Hb  Barts.6*7 


seen.  Target  cells,  polychromasia,  and 
normoblasts  usually  are  present.  Sickle 
cell  preparations  are  rapidly  positive,  less 
than  one  hour,  with  frequent  “holly  leaf” 
forms  which  are  seldom  seen  in  sickle  trait. 
Unless  the  patient  has  been  recently  given 
transfusions,  hemoglobin  electrophoresis 
reveals  no  Hb  A,  70  to  98  per  cent  Hb  S, 
and  2 to  30  per  cent  Hb  F.  However, 
with  recent  transfusion,  substantial 
amounts  of  Hb  A may  be  present.  With 
usual  electrophoresis,  Hb  F does  not 
separate  well  from  Hb  A;  therefore,  meas- 
urement of  Hb  F by  acid  or  alkali  denatura- 
tion  technics,  “fetal  Hb  determination,” 
should  be  performed  simultaneously  with 
hemoglobin  electrophoresis.  Since  Hb  F 
predominates  at  birth,  60  to  80  per  cent, 
and  adult  levels  of  Hb  S do  not  develop 
until  about  six  months  of  age,  sickle  cell 
disease  is  seldom  symptomatic  during  the 
first  few  months  of  life.  In  some  adults, 
high  levels  of  Hb  F may  have  a “protective” 
effect  and  appear  associated  with  de- 
creased clinical  severity. 

Although  untreated  sickle  cell  disease  is 
fatal  before  adolescence,  appropriate  med- 
ical management  may  permit  survival  to 
thirty  to  forty  years  or  even  longer.  Due 
to  increased  hematopoiesis,  a relative 
folate  deficiency  may  develop,  and  pro- 
phylactic folate  may  be  helpful.  Iron 
therapy  is  seldom  indicated  and  may  be 
harmful  if  no  deficiency  exists.  Since 
acidosis  predisposes  to  sickling,  long-term 
alkali  has  been  suggested  as  prophylaxis8; 
however,  this  is  not  universally  accepted. 
Infections  predispose  to  sickling  and  should 
be  treated  vigorously.  Prevention  of  hy- 
poxia is  of  primary  importance,  especially 
during  surgery.9  Intravenous  magnesium 
sulfate  and  low  molecular  weight  dextran 
may  be  helpful  during  “crises”  or  prior 
to  surgery.  Exchange  transfusions  have 
been  recommended  for  treatment  of  crisis. 

Pathogenesis  is  related  to  the  physio- 
chemical  properties  of  Hb  S.  With  de- 
creased oxygen  tension,  Hb  S forms  crystals 
or  “tactoids”  which  distort  the  erythrocyte 
to  a “sickle”  configuration.  This  distor- 
tion causes:  (1)  phagocytosis  and  de- 

struction of  sickled  erythrocytes  by  the 
reticuloendothelial  system;  and  (2)  block- 
age of  small  vessels  because  of  rigidity  of 
the  “sickled”  cells.  If  only  Hb  S is  present, 
extensive  sickling  occurs  when  oxygen 
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FIGURE  3.  Hemoglobin  electrophoresis  in  differ- 
ent clinical  conditions. 


tension  reaches  10  mm.  Hg;  if  large 
amounts  of  Hb  A are  also  present,  ex- 
tensive sickling  requires  even  lower  levels 
of  oxygen  tension. 

Patients  with  moderately  severe  hemo- 
lytic anemia  and  a positive  sickle  cell  prep- 
aration require  hemoglobin  electrophoresis 
for  definitive  diagnosis,  because  Hb  S 
may  be  present  in  a doubly  heterozygous 
state  such  as  S-C  disease  or  in  combination 
with  beta  thalassemia  (Fig.  3).  In  the 
latter  situation,  the  electrophoretic  pattern 
may  be  indistinguishable  from  homozygous 
“SS”  disease,  and  measurement  of  Hb 
A2  is  useful.  Splenomegaly  often  occurs  in 
doubly  heterozygous  patients  but  is  not 
found  in  homozygous  sickle  cell  disease 
after  five  years  of  age.  Family  studies 
often  are  helpful  in  difficult  cases. 

Hemoglobin  c trait  and  disease. 
Hemoglobin  C was  discovered  in  1950. 
As  with  Hb  S,  the  heterozygous  state  is 
clinically  asymptomatic,  without  anemia. 
On  peripheral  smear,  target  cells  may  be 
seen,  0 to  20  per  cent.  Hemoglobin  elec- 
trophoresis reveals  predominately  Hb  A, 
70  to  80  per  cent,  with  smaller  amounts  of 
Hb  C,  20  to  30  per  cent.  Clinically,  this 
condition  is  important  only  as  a cause  of 
abnormal  erythrocyte  structures  and  in 
genetic  counseling.  Incidence  of  Hb  C 
trait  is  usually  given  as  about  3 per  cent 
in  U.S.  Negroes. 

Hemoglobin  C disease  clinically  is  seen 
as  a mild,  often  asymptomatic  hemolytic 
anemia  with  numerous,  20  to  80  per  cent, 
target  cells  on  peripheral  smear.  Hex- 
agonal crystals  of  Hb  C may  be  found  on 
peripheral  smear  (Fig.  4);  often,  these  are 
best  demonstrated  after  incubation  of 
erythrocytes  with  hypertonic,  3 per  cent 


FIGURE  4.  Hemoglobin  C disease  showing  hexag- 
onal hemoglobin  C crystals  in  erythrocytes  (rou- 
tine peripheral  smear  with  Wright’s  stain). 


saline.  Reticulocytosis  and  moderate 
splenomegaly  usually  are  present.  Hemo- 
globin electrophoresis  reveals  no  Hb  A 
and  90  to  98  per  cent  Hb  C;  Hb  F may  be 
normal  or  slightly  increased. 

Hemoglobin  d trait  and  disease. 
A third  abnormal  hemoglobin,  Hb  D,  was 
discovered  in  1951.  The  trait  is  asympto- 
matic, with  no  anemia  and  normal 
erythrocyte  structures.  On  hemoglobin  elec- 
trophoresis, mobility  is  identical  to  Hb  S. 
In  these  cases,  negative  sickle  cell  prepara- 
tions are  suggestive  and  agar  gel  electro- 
phoresis confirmatory  for  Hb  D (see  fol- 
lowing). Three  variants  of  Hb  D have 
been  found,  all  with  identical  electro- 
phoretic mobility.  Hb  D is  found  in  both 
Caucasians  and  U.S.  Negroes  (incidence 
approximately  0.4  per  cent);  a 3 per  cent 
incidence  is  reported  in  northern  India. 
Homozygous  Hb  D disease  clinically  is 
seen  as  a mild  hemolytic  anemia  with  target 
cells  and  splenomegaly.  This  condition 
is  rare  in  the  United  States. 

Hemoglobin  e trait  and  disease. 
Hemoglobin  E was  discovered  in  1954. 
Unlike  Hbs  S,  C,  and  D,  Hb  E is  chiefly 
found  in  persons  of  southeast  Asian  ex- 
traction, where  in  some  areas  the  incidence 
is  as  high  as  10  per  cent.  The  trait  is 
asymptomatic  but  causes  severe  disease 
in  patients  doubly  heterozygous  for  both 
Hb  E and  beta  thalassemia  (see  following). 
Homozygous  Hb  E disease  is  a relatively 
mild  hemolytic  anemia  similar  to  C and 
D disease,  with  moderate  numbers  of  target 
cells  and  splenomegaly. 

Doubly  heterozygous  states  (two 
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beta  hemoglobinopathies).  Hemoglobin 
C,  D,  and  E all  may  interact  with  Hb  S 
in  the  doubly  heterozygous  patient  to 
produce  hemolytic  anemia  of  variable 
severity.  S-C  disease  may  be  mild  and 
mimic  Hb  C disease  or  may  clinically  re- 
semble homozygous  sickle  cell  disease. 
Most  patients  with  S-C  disease  are  not 
anemic;  however,  “hemolytic  crises”  may 
occur,  with  development  of  severe  anemia. 
The  reason  for  variations  in  severity  of 
S-C  disease  is  not  known.  “Clinical  crises” 
and  infarcts  also  may  occur  and  are 
especially  frequent  and  severe  during  the 
third  trimester  of  pregnancy  and  puer- 
perium.  Sudden  death  due  to  pulmonary 
thrombi  is  not  uncommon  during  this 
period. 

On  smear,  numerous  target  cells,  over 
50  per  cent,  may  be  found:  although  target 
cells  appear  in  S-S  disease,  they  tend  to  be 
less  frequent,  under  30  per  cent.  Cells 
with  hexagonal  “crystals”  also  may  be 
demonstrated.  Hemoglobin  F levels  in 
S-C  disease  range  from  normal  to  about  10 
per  cent. 

S-D  disease  usually  is  seen  as  moderately 
severe  hemolytic  anemia  with  normal  or 
slightly  increased  Hb  F.  On  usual  hemo- 
globin electrophoresis  and  sickle  cell  prepa- 
rations, this  condition  appears  identical  to 
S-S  disease.  However,  agar  electro- 
phoresis at  pH  6.2  separates  Hb  S from 
Hb  D.  Family  studies  reveal  one  parent 
with  a negative  sickle  preparation  and  an 
abnormal  hemoglobin  with  mobility  of 
Hb  S;  this  parent  may  be  presumed  to  have 
Hb  D trait. 

Clinically,  S-E  disease  resembles  S-D 
disease.  The  combined  total  frequency  of 
S-C,  S-D,  and  S-E  diseases  is  about  one- 
third  that  of  homozygous  “S-S”  disease. 

Hemoglobin  M 

Unlike  the  previously  discussed  condi- 
tions, Hb  M is  rather  rare,  not  detected 
by  ordinary  hemoglobin  electrophoresis, 
and  clinically  is  seen  as  cyanosis  without 
evidence  of  cardiac  or  pulmonary  disease. 

Hemoglobin  M may  have  amino  acid 
substitutions  in  either  alpha  or  beta  chains. 
In  the  presence  of  Hb  M,  erythrocyte  re- 
ducing systems  are  unable  to  reduce  methe- 
moglobin,  which  reaches  a concentration 
of  25  to  30  per  cent,  causing  cyanosis. 


Although  Hb  M in  the  oxyhemoglobin  state 
has  normal  spectral  absorbance,  after 
oxidation  to  methemoglobin  its  spectral 
absorbance  becomes  abnormal.  Because 
of  this  abnormal  spectral  absorbance,  meas- 
urement of  methemoglobin  may  appear 
normal  in  the  presence  of  methemoglo- 
binemia due  to  Hb  M.  Special  electro- 
phoretic technics  may  be  used  to  detect 
Hb  M.3 

Beta  thalassemia 

In  1925  Cooley  described  a severe  con- 
genital hemolytic  anemia  now  known  as 
thalassemia  major  or  Mediterranean 
anemia.2 

The  heterozygous  state  usually  is  seen 
as  a mild  anemia  called  thalassemia  minor. 
Originally,  the  gene  seemed  limited  to  in- 
dividuals of  “Mediterranean”  descent, 
especially  Greeks  and  Italians  in  whom 
incidence  is  about  15  per  cent;  however, 
it  is  also  found  in  Africa,  India,  the  Middle 
East,  and  Asia,  especially  Indochina. 
U.S.  Negroes  have  approximately  a 1 per 
cent  incidence.  Except  in  a few  unusual 
cases  as  Hb  Lepore,  no  qualitatively  ab- 
normal hemoglobin  is  found.  Hemoglobin 
A2  is  relatively  increased  in  nearly  all  cases 
of  heterozygous  thalassemia  and  also  may 
be  increased  on  an  absolute  basis.  A2 
may  be  quantitated  by  cellulose  acetate 
electrophoresis,  followed  by  elution  and 
spectrophotometric  measurement. 

Homozygous  thalassemia  usually  is  as- 
sociated with  clinical  thalassemia  major. 
Hemoglobin  F is  consistently  increased  and 
is  ordinarily  measured  by  its  resistance  to 
denaturation  by  acid  or  alkali,  since  elec- 
trophoretic mobility  of  Hb  F is  close  to 
Hb  A.  Denaturation  technics  are  not 
accurate  with  high  levels  of  Hb  F,  and 
special  electrophoretic  methods  must  be 
used  to  detect  small  amounts  of  Hb  A in 
the  presence  of  large  amounts  of  Hb  F. 

Four  loci  are  concerned  with  globin 
synthesis  on  the  chromosomes  of  normal 
erythroblasts.  These  loci,  the  alpha,  beta, 
gamma,  and  delta  sites,  produce  four  poly- 
peptides which  combine  in  homologous 
pairs  or  dimer  subunits  (Fig.  2).  The 
dimer  subunits  in  turn  combine  to  form  the 
three  normal  hemoglobins  found  in  man. 

In  heterozygous  beta  thalassemia,  out- 
put of  one  beta  locus  is  decreased;  the  excess 


May  15,  1967  / New  York  State  Journal  of  Medicine  1279 


alpha  subunits  combine  with  delta  subunits 
to  form  Hb  A>.  In  approximately  50  per 
cent  of  cases,  sufficient  gamma  chain  pro- 
duction persists  to  provide  slight  increases 
in  Hb  F as  well. 

In  homozygous  beta  thalassemia,  output 
of  both  beta  loci  is  decreased.  In  ap- 
proximately 50  per  cent  of  cases  increased 
Hb  A 2 is  found,  but  there  is  invariably  an 
increase  in  Hb  F.  There  is  no  relationship 
between  clinical  severity  and  the  levels  of 
Hb  F and  A2.  In  general,  patients  with 
the  highest  levels  of  Hb  F tend  to  have 
relatively  low  levels  of  Hb  A2,  and  pa- 
tients with  only  slightly  increased  Hb  F 
tend  to  have  relatively  high  levels  of  Hb 
Ao. 

It  would  appear  that  the  genetic  defect 
in  homozygous  thalassemia  may  involve 
partial  failure  to  inactivate  gamma  chain 
production.  The  mechanism  is  not  estab- 
lished, although  several  hypotheses  have 
been  proposed.  Failure  to  inactivate  the 
gamma  locus  and  activate  beta  and  delta 
loci  would  contribute  to  high  levels  of  Hb 
F and  decreased  formation  of  delta  and 
beta  polypeptide  chains.  The  excess  alpha 
subunits  combine  with  gamma  subunits 
to  form  Hb  F;  in  some  cases  there  is 
sufficient  delta  chain  production  to  form 
Hb  A •>  also.  In  addition,  alpha  subunits 
may  combine  with  themselves  and  pre- 
cipitate as  alpha4  within  ery throblasts. 10 

Until  recently,  thalassemia  major  was 
assumed  to  represent  the  homozygous  state 
and  thalassemia  minor  to  represent  the 
heterozygous  state,  analogous  to  the  hemo- 
globinopathies. Although  this  is  usually 
true,  clinically  mild  homozygous  thalas- 
semia and  clinically  severe  heterozygous 
thalassemia  may  occur;  therefore,  the  use 
of  identical  terms  for  genotype  and  pheno- 
types is  no  longer  appropriate.  In  this 
discussion,  “heterozygous,”  “doubly  hetero- 
zygous,” and  “homozygous”  refer  to  geno- 
types; “minima,”  “minor,”  “intermedia,” 
and  “major”  refer  to  clinical  manifesta- 
tions or  phenotypes. 

Heterozygous  states.  Although 
heterozygous  thalassemia  is  usually  asymp- 
tomatic, considerable  variation  occurs. 
The  mildest  form,  thalassemia  minima, 
presents  no  anemia  and  normal  erythro- 
cyte structures;  only  increased  Hb  A2  and 
family  studies  provide  evidence  of  thalas- 
semia. Thalassemia  minor  typically  pre- 


TABLE  II.  Conditions  associated  with  abnormal 
levels  of  Hb  F and/or  A2 


Condition 

-Hemoglobin  Findings — - 
A2  f 

Iron  deficiency 

N or  T 

N 

Heterozygous  beta  T 

(in  99  per 

T (in  50  per 

thalassemia 

cent  of 

cent  of 

pa- 

pa- 

tients) 

tients) 

Homozygous  beta 

T (in  50 

T 

thalassemia 

per  cent 

Heterozygous  S,  C, 

of  pa- 
tients) 
N 

N 

D,  or  E trait 

Homozygous  S or  C 

N 

T 

disease 

S-C  disease,  doubly 

Not  re- 

N or  t 

heterozygous 

ported 

Hb  S,  Beta 

N or  T 

T 

thalassemia, 
doubly  heterozy- 
gous 

Late  pregnancy 

N or  T 

N or  t 

Megaloblastic  anemia 

N or  t 

N or  t 

Hb  Zurich* 

T 

N 

Aplastic  anemia 

N or  1 

N or  T 

Leukemia,  erythro- 

N 

N or  T 

leukemia! 

Refractory  anemia 

N 

N or  T 

Fanconi’s  anemia 

N 

N or  t 

(familial  anemia  of 
childhood) 

Paroxysmal  nocturnal 

N 

N or  T 

hemoglobinuria 

Hereditary  persistence 

I 

T 

of  Hb  F 

Heterozygous  or 

N/i 

N/i 

homozygous  alpha 
thalassemia 

* To  date,  found  in  only  one  family:  an  unstable  hemo- 

globin, associated  with  hemolytic  anemia  on  exposure  to 
oxidant  drugs. 

t Including  myeloproliferative  syndromes. 


sents  slight  anemia,  hemoglobin  10  to  12 
Gm.  per  100  ml.,  without  clinical  symp- 
toms. The  spleen  is  often  palpable,  but 
there  are  no  other  clinical  signs.  On  pe- 
ripheral smear,  the  erythrocytes  are  hy- 
pochromic microcytic,  with  frequent  target 
cells  and  marked  anisopoikilocytosis, 
disproportional  to  the  degree  of  anemia. 
Basophilic  stippling  is  common  in  persons 
of  Mediterranean  extraction  but  rare  in 
Negroes.  Erythrocyte  survival  may  be 
normal,  but  ferrokinetic  studies  often 
provide  evidence  of  ineffective  erythro- 
poiesis,  with  iron  rapidly  cleared  from 
plasma  but  slowly  incorporated  into 
erythrocytes.  Clinical  severity  of  hetero- 
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zygous  thalassemia  tends  to  be  fairly 
constant  in  a given  family. 

Thalassemia  intermedia  may  occur  in 
patients  doubly  heterozygous  for  beta 
thalassemia  and  a beta  chain  hemoglobin- 
opathy and  in  some  patients  who  are  either 
homozygous  or  heterozygous  for  beta 
thalassemia.  Clinical  severity  also  may  be 
related  to  environmental  factors  such  as 
relative  folate  deficiency  or  chronic  in- 
fection. Clinical  and  laboratory  findings 
may  be  identical  to  thalassemia  major, 
except  that  there  is  less  retardation  of 
development,  more  prolonged  survival, 
and  fewer  transfusions  required. 

Since  the  observation  of  Kunkel  in  1957 
that  Hb  A 2 is  increased  in  heterozygous 
thalassemia,  this  finding  has  been  of  major 
diagnostic  importance.2  The  only  other 
causes  for  increased  A2  are  homozygous 
thalassemia,  doubly  heterozygous  states, 
megaloblastic  anemia,  late  pregnancy,  and 
carriers  of  Hb  Zurich  (Table  II).  Normal 
levels  of  Hb  A2  are  1.5  to  2.5  per  cent;  in 
nearly  all  cases  of  heterozygous  thalassemia 
levels  are  increased  to  4 to  7 per  cent. 
Levels  between  2.5  per  cent  and  4 per  cent 
are  considered  “borderline”  and  should  be 
repeated.  The  increased  A2  may  be  either 
relative  or  absolute;  the  latter  finding 
would  suggest  increased  delta  chain  pro- 
duction. If  possible,  measurements  of  A2 
should  be  made  one  or  two  months  fol- 
lowing transfusion  to  prevent  “false  nega- 
tive” normal  values.  In  50  per  cent  of 
heterozygotes  there  is  a slight  increase  in 
Hb  F (normal  1 to  2 per  cent)  to  3 to  5 
per  cent;  rarely  larger  increases,  up  to  60 
per  cent,  occur.  There  is  no  correlation 
between  levels  of  A2  or  F and  clinical 
severity  of  heterozygous  thalassemia. 

In  1961  patients  with  heterozygous 
thalassemia,  normal  Hb  A2,  and  increased 
Hb  F,  5 to  30  per  cent,  were  reported.  This 
condition  has  been  referred  to  as  F thalas- 
semia or  delta  beta  thalassemia.11  Clinical 
findings  are  similar  to  the  high  A,  heterozy- 
gotes. In  1962  patients  with  heterozygous 
thalassemia,  normal  Hb  A2,  and  normal 
Hb  F were  described.2  Such  variants  are 
rare  and  probably  constitute  less  than  1 per 
cent  of  thalassemina  heterozygotes  in  the 
United  States. 

Homozygous  states.  Homozygous 
thalassemia  usually  is  seen  as  severe  con- 
genital hemolytic  anemia,  thalassemia 


major.  This  typically  becomes  evident 
during  the  first  year  of  life  with  severe 
anemia,  3 to  7 Gm.  Hb  per  100  ml.,  re- 
tardation of  growth  and  development,  bone 
changes  on  x-ray  due  to  marrow  hyper- 
plasia, and  hepatosplenomegaly.  Pe- 
ripheral blood  findings  include  normoblasts, 
polychromasia,  basophilic  stippling,  hypo- 
chromia, and  anisopoikilocytosis;  leuko- 
erythroblastosis  may  be  present.  The 
prognosis  is  poor;  few  patients  survive 
to  adult  life,  and  these  usually  show  re- 
tarded physical  development.  Following 
splenectomy,  Heinz  bodies  may  be  observed 
in  peripheral  blood;  this  may  be  because  of 
precipitation  of  alpha4  subunits  caused  by 
unbalanced  hemoglobin  synthesis.12 

Over  99  per  cent  of  cases  are  due  to  a 
double  dose  of  the  “high  A2”  gene  (com- 
pare with  heterozygous  states  mentioned); 
a few  cases  due  to  “high  A2”  gene  in  com- 
bination with  other  thalassemia  variants 
have  been  reported  and  require  family 
studies  for  identification.  Levels  of  Hb 
F are  invariably  increased  and  range  from 
5 to  95  per  cent.  Increased  Hb  F may 
occur  in  other  congenital  and  acquired 
conditions  (Table  II).  Hb  A2  is  relatively 
increased  in  about  half  the  cases  of  homo- 
zygous thalassemia. 

There  has  been  some  debate  as  to  proper 
therapy  of  patients  with  thalassemia  major 
or  intermedia.  Wolman  has  reported  that 
by  maintaining  normal  hemoglobin  levels, 
affected  children  develop  more  normally 
with  less  cardiomegaly,  hepatomegaly,  bone 
fractures,  and  delayed  maturation.2  How- 
ever, patients  with  severe  thalassemia  de- 
velop myocardial  siderosis  and  eventually 
die  from  congestive  heart  failure.  It  has 
been  recommended  that  children  be  main- 
tained at  hemoglobin  levels  of  7 to  10  Gm. 
per  100  ml.  until  iron  chelating  agents  are 
available  for  general  use.2  Use  of  leuko- 
cyte-poor packed  erythrocytes  for  trans- 
fusions reduces  the  incidence  of  febrile 
reactions.  Prevention  of  infection  and 
folate  supplements  also  seem  advisable. 
Splenectomy  may  be  indicated  for  massive 
splenomegaly  with  abdominal  pain  or  if 
there  is  marked  shortening  of  erythrocyte 
survival  due  to  splenic  sequestration. 
Chromium-51  survival  studies  with  ex- 
ternal scanning  may  provide  useful  in- 
formation. 
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Doubly  heterozygous  states  (beta 

THALASSEMIA  AND  BETA  HEMOGLOBINOP- 
ATHY). In  1944  a patient  doubly  hetero- 
zygous for  sickle  cell  trait  and  thalassemia 
was  described;  many  other  cases  have  since 
been  found  and  studied.2  Clinical  and 
hematologic  findings  are  variable;  these  pa- 
tients tend  to  be  either  asymptomatic  or 
have  severe  hemolytic  anemia  resembling 
sickle  cell  disease.  On  hemoglobin  elec- 
trophoresis, patients  with  mild  anemia 
due  to  sickle  cell  thalassemia  have  65 
to  75  per  cent  Hb  S and  25  to  35  per  cent 
Hb  A;  levels  of  Hb  F may  be  normal  or 
somewhat  elevated,  up  to  25  per  cent. 
This  is  in  contrast  to  “S  trait”  in  which  the 
percentage  of  Hb  S never  exceeds  40  per 
cent. 

Patients  with  clinically  severe  S 
thalassemia  have  80  to  90  per  cent  Hb  S, 
with  variable  levels  of  Hb  A and  Hb  F. 
Although  this  electrophoretic  pattern  may 
appear  identical  to  S-S  disease,  increased 
Hb  A2  may  be  found  in  doubly  hetero- 
zygous patients.  Clinical  severity  cor- 
relates well  with  percentages  of  Hb  A 
and/or  S. 

Hemoglobin  C thalassemia  was  first  re- 
ported in  1954. 2 As  with  Hb  S thalassemia, 
clinical  manifestations  vary.  In  Negroes 
the  condition  tends  to  be  mild,  with  Hb 
C levels  of  under  80  per  cent  and  Hb  A 
levels  of  about  20  per  cent.  Patients  of 
Mediterranean  extraction  usually  have 
moderately  severe  hemolytic  anemia  with 
Hb  C levels  of  80  to  95  per  cent,  little  or 
no  Hb  A,  and  variable  Hb  F levels. 

Hemoglobin  D thalassemia  is  clinically 
mild  and  resembles  homozygous  Hb  D 
disease;  in  cases  reported  to  date,  Hb 
A is  absent. 

Hemoglobin  E thalassemia  is  a common 
cause  of  clinical  thalassemia  major  in 
southeast  Asia.  On  Hb  electrophoresis 
Hb  A is  absent,  with  15  to  95  per  cent  Hb 
E and  5 to  85  per  cent  Hb  F. 

Other  beta  chain  hemoglobinopathies 
interacting  with  beta  thalassemia  have  been 
reported. 

The  basis  for  gene  interaction  in  beta 
hemoglobinopathies  and  beta  thalassemia 
is  decreased  synthesis  of  normal  beta  chains 
caused  by  thalassemia.  In  the  patient 
singly  heterozygous  for  a beta  hemo- 
globinopathy, Hb  A predominates  because 
normal  beta  chains  are  manufactured  more 


rapidly  than  abnormal  beta  chains.*  In 
the  patient  singly  heterozygous  for  thalas- 
semia, production  of  normal  beta  chains  at 
one  gene  locus  is  depressed.  In  the  double 
heterozygote,  the  gene  for  normal  beta 
chain  production  functions  at  a decreased 
rate,  so  abnormal  beta  chains,  produced 
by  the  other  gene,  predominate. 

Hereditary  persistence  of  Hb  F 

In  1955  persistence  of  Hb  F into  adult 
life  was  reported  in  patients  with  no  anemia 
or  other  hematologic  abnormality.2  About 
0.1  per  cent  of  U.S.  Negroes  and  some 
persons  of  Mediterranean  descent  are 
heterozygotes;  homozygotes  are  rare. 
Levels  of  Hb  F range  from  10  to  35  per  cent. 
This  condition  is  unique  in  that  Hb  F is 
uniformly  distributed  in  erythrocytes.  The 
uniform  distribution  may  be  demonstrated 
on  acid  elution  studies  and  distinguishes 
the  “high  F syndrome”  from  all  other 
causes  of  increased  Hb  F (Table  II). 

In  patients  doubly  heterozygous  for  Hb 
S and  hereditary  persistence  of  Hb  F, 
the  electrophoretic  pattern  is  identical  to 
sickle  cell  disease.  However,  Hb  F is 
distributed  homogeneously  throughout  the 
erythrocytes,  and  these  individuals  are 
clinically  asymptomatic. 

Alpha  thalassemia 

In  comparison  to  beta  thalassemia,  alpha 
thalassemias  are  rare.  Patients  usually 
are  of  Asian  descent,  from  China,  Indo- 
china, or  Hawaii,  although  a few  cases  occur 
in  persons  of  Mediterranean  or  Negro 
extraction.  Decreased  alpha  chain  pro- 
duction results  in  several  abnormalities: 
(1)  Production  of  Hb  Barts  (gamma,)  during 
the  first  six  months  of  life  (Fig.  1);  this  may 
be  demonstrated  on  starch  gel  electro- 
phoresis; and  (2)  production  of  Hb  H 
(beta4).  In  most  cases,  only  small 
amounts  of  Hb  H are  present;  a more 
sensitive  method  than  electrophoresis  is  to 
look  for  inclusion  bodies;  Hb  H is  un- 
stable and  forms  intracellular  precipitates 
with  cresyl  blue  stain. 

Most  patients  with  heterozygous  alpha 
thalassemia  are  clinically  asymptomatic. 
Decreased  osmotic  fragility  and  changes  in 

* Rare  exceptions  are  Hb  J and  Hb  N Baltimore.2* 
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erythrocyte  structures  such  as  mild  hypo- 
chromia, anisopoikilocytosis,  and  target 
cells  may  be  found.  Hb  Barts  and/or  Hb 
H may  or  may  not  be  demonstrable.  Pa- 
tients with  5 to  30  per  cent  Hb  H have 
clinical  thalassemia  minor  and  are  con- 
sidered to  have  Hb  H disease;  this  probably 
represents  interaction  of  alpha  thalassemia 
with  an  unknown  second  genetic  factor. 

Alpha  thalassemia  interacts  with  the  rare 
alpha  hemoglobinopathies  but  does  not 
interact  with  beta  thalassemia  or  beta 
hemoglobinopathies. 13 

Homozygous  alpha  thalassemia  is  prob- 
ably lethal  at  birth,  causing  a clinical  pic- 
ture similar  to  erythroblastosis.  Large 
amounts  of  Hb  Barts  are  found  on  starch 
gel  electrophoresis. 

Patients  with  clinical  thalassemia  and 
normal  levels  of  F and  A2  cannot  be  diag- 
nosed as  having  alpha  thalassemia  unless 
Hb  H or  Barts  can  be  demonstrated. 
Family  studies  often  are  necessary;  if 
possible,  siblings  should  be  studied  during 
the  first  four  months  of  life. 

Conclusion 

Hemoglobin  electrophoresis  is  clinically 
useful  in  a number  of  conditions.  In- 
terpretation of  the  electrophoretic  pattern 
requires  knowledge  of  clinical  symptoms 
as  well  as  other  clinical  pathologic  data. 
In  doubly  heterozygous  states  such  as  Hb 
S thalassemia,  Hb  S-D  disease,  and  Hb 
S hereditary  persistence  of  Hb  F,  the 
electrophoretic  pattern  may  be  misleading; 
family  studies  and  special  procedures  may 
be  required. 

Hb  F and  several  abnormal  hemo- 
globins have  mobilities  similar  to  Hb  A and 
require  special  methods  for  demonstration. 
Careful  examination  of  peripheral  smears 
and  measurement  of  Hb  F always  should 
be  performed  simultaneously  with  hemo- 
globin electrophoresis. 

In  the  diagnosis  of  heterozygous  beta 
thalassemia,  quantitative  electrophoresis 
of  Hb  A2  provides  a major  diagnostic 
criterion. 


Heterozygous  beta  thalassemia  may 
interact  • with  beta  chain  hemoglobin- 
opathies to  produce  anemia  of  varying 
severity.  The  electrophoretic  pattern  may 
resemble  a heterozygous  hemoglobinopathy 
except  for  an  unusually  high  proportion 
of  abnormal  hemoglobin,  over  50  per  cent, 
or  may  mimic  homozygous  hemoglobin- 
opathy with  no  Hb  A present.  Measure- 
ment of  Hb  A2  is  helpful  in  such  cases. 

Homozygous  beta  thalassemia  is  in- 
variably associated  with  increased  Hb  F 
and  must  be  distinguished  from  other  con- 
ditions causing  high  Hb  F levels  (Table 

II). 

Alpha  thalassemia  is  difficult  to  detect 
in  heterozygotes  and  lethal  at  birth  in 
homozygotes.  Demonstration  of  Hb  H 
(inclusion  body  preparations)  or  Hb  Barts 
(starch  gel  electrophoresis  during  first  four 
months  of  life)  is  necessary  for  definitive 
diagnosis. 
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|n  recent  years,  various  reports  of  the 
management  of  bladder  cancer  by  radio- 
therapy have  been  published  from  centers 
throughout  the  world.  The  efficacy  of  such 
treatment  as  measured  by  survival  of  the 
patient  appears  to  be  about  the  same  as 
when  surgery  is  used  as  the  treatment 
method.  If  this  is  so,  it  would  appear  that 
when  both  methods  are  applicable,  radio- 
therapy should  be  the  treatment  of  choice 
in  view  of  the  desirability  of  preserving  a 
normally  functioning  bladder. 

It  is  important,  of  course,  that  whatever 
method  may  be  chosen,  the  results  of  treat- 
ment should  be  under  continued  critical  re- 
view. It  is  not  intended  to  discuss  the  ne- 
cessity or  otherwise  of  a system  of  staging 
as  a means  of  comparing  series  of  patients 
treated  by  different  methods.  This  is  uni- 
formly accepted.  Widely  used  systems 
have  been  proposed  by  Marshall1  and  by 
the  International  Union  Against  Cancer.2 
Of  great  importance,  however,  is  the  defini- 
tion of  the  various  factors  to  be  used,  which 
commonly  include  tumor  size,  depth  of  in- 
vasion of  the  bladder  wall  by  the  tumor, 
lymph  node  spread,  the  presence  or  other- 
wise of  distant  metastases,  and  the  path- 
ologic condition  of  the  tumor.  Such  cri- 
teria to  be  used  in  staging  will  be  discussed 
in  the  light  of  the  experience  of  a series  of 
patients  treated  by  radiotherapy. 

From  1955  to  1961  inclusively,  292  pa- 
tients suffering  from  bladder  cancer  were 
treated  radically  with  the  intention  of  cure 
in  the  Department  of  Radiotherapy,  the 


Royal  Infirmary  and  Western  General  Hos- 
pital, Edinburgh.  The  criteria  for  selec- 
tion of  treatment  are  divided  between  im- 
plants and  megavoltage  x-ray  therapy. 
To  qualify  for  an  implant,  the  tumor  should 
be  less  than  4 by  4 cm.  in  the  base.  The 
tumor  should  not  be  palpable  under  anesthe- 
sia, although  a large  bulky  papillary  intra- 
vesical tumor  may  have  a narrow  pedicle. 
The  remainder  of  the  bladder  wall  should 
be  normal,  and  age  and  general  considera- 
tions should  be  taken  into  account.  To 
qualify  for  megavoltage  x-ray  therapy,  the 
cases  should  not  meet  the  criteria  men- 
tioned, and  the  tumor  should  not  be  larger 
than  8 cm. 3 as  ascertained  by  bimanual  ex- 
amination under  anesthesia.  Forty-six  pa- 
tients with  small  tumors  were  treated  by 
implant,  at  first  by  radium  needles  or  radon 
seeds  and  later  by  tantalum  wire.  The  re- 
maining 246  were  treated  by  external  irra- 
diation using  a 4-megavolt  linear  accelera- 
tor. Only  these  latter  patients  will  be  dis- 
cussed further. 

Size  of  tumor  and 
penetration  of  bladder  wall 

Emphasis  is  usually  placed  on  the  depth 
of  invasion  of  the  bladder  wall  by  the  tu- 
mor. This  is  a sound  method  of  assessing 
tumor  extent  which  is  also  of  considerable 
value  in  assessing  prognosis.  There  are, 
however,  two  major  objections  to  its  gen- 
eral use.  In  the  first  place,  it  is  necessary 
to  have  a section  of  the  whole  thickness  of 
the  bladder  wall.  This  can  be  obtained 
only  by  an  excision  biopsy  or  a partial  or 
total  cystectomy  specimen.  Where  the 
biopsy  is  taken  by  an  endoscopic  punch, 
such  a specimen  is  not  available  for  preoper- 
ative assessment.  Second,  staging  in  this 
way  is  influenced  by  the  findings  at  opera- 
tion. Although  the  primary  reason  for 
adopting  a system  of  staging  is  to  afford  a 
means  of  comparing  treatment  methods, 
the  stage  of  the  tumor  does  in  many  in- 
stances influence  the  choice  of  treatment. 
For  this  reason,  the  only  criteria  which  can 
be  used  are  those  which  are  available  to  the 
clinician  before  treatment  is  given,  gener- 
ally clinical  and  radiologic  findings  with 
histologic  confirmation  of  the  diagnosis. 
In  the  patient  who  is  to  be  treated  by  ra- 
diotherapy, a surgical  specimen  will  not  be 
available. 
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This  does  not  mean,  however,  that  an 
attempt  should  not  be  made  to  assess  the 
depth  of  penetration  of  the  tumor  through 
the  bladder  wall.  All  degrees  of  invasion 
may  be  found  from  infiltration  of  the  sub- 
mucosa to  a large  extravesical  mass  fixed  to 
the  pelvic  wall.  A tumor  may  also  spread 
laterally  in  the  bladder  wall  destroying  the 
muscle  fibers  and  producing,  as  a result,  a 
reduction  of  bladder  capacity.  Both  the 
penetration  of  the  tumor  and  the  bladder 
capacity  can  be  assessed  before  a decision 
is  taken  as  to  the  treatment  method. 

A tumor  may  be  palpable  in  various  ways 
which  are  usually  readily  identifiable.  It 
may  be  felt  as  a thickening  of  the  bladder 
wall.  With  increasing  penetration,  it  can 
be  felt  to  extend  outside  the  bladder  as  a 
mobile  mass  within  the  pelvis.  Finally,  the 
mass  becomes  fixed  to  the  pelvic  wall.  It 
should  be  noted  that  sometimes  a large 
bulky  mass  is  palpable  within  the  bladder 
and  can  be  balloted  between  the  examining 
hands.  Such  a finding  indicates  a large 
papillary  tumor  often  with  a small  pedicle 
which  does  not  infiltrate  the  bladder.  This 
tumor  in  spite  of  its  bulk  has  the  signifi- 
cance of  a noninfiltrating  tumor. 

In  those  patients  for  whom  the  informa- 
tion was  available,  the  tumors  were  divided 
into  three  groups:  nonpalpable,  palpable 
but  confined  to  bladder  wall,  and  palpable 
with  the  tumor  forming  an  extravesical 
mass.  The  three-year  survival  rates  were 
52,  33,  and  15  per  cent  respectively,  and  the 
five-year  survival  rates  were  28,  20,  and  8 
per  cent  (Table  I). 

The  only  way  by  which  these  groups  can 


the  efficacy  of  managing  bladder  cancer 
by  radiotherapy,  as  measured  by  survival  of 
the  patient,  appears  to  be  about  the  same  as 
when  surgery  is  used.  The  criteria  to  be 
used  in  staging  include  tumor  size,  depth  of 
invasion  of  the  bladder  wall  by  the  tumor, 
lymph  node  spread,  the  presence  or  otherwise 
of  distant  metastases,  and  the  pathologic  con- 
dition of  the  tumor. 


be  ascertained  with  accuracy  is  on  bimanual 
examination  under  general  anesthesia. 
The  importance  of  this  examination  in  the 
management  and  assessment  of  these  pa- 
tients cannot  be  overemphasized. 

The  normal  capacity  of  the  bladder  in  an 
anesthesized  patient  is  300  cc.  With  an 
arbitrary  division  into  three  groups  ac- 
cording to  the  bladder  capacity — normal, 
150  to  300  cc.,  and  under  150  cc. — the  re- 
sults of  treatment  are  shown  in  Table  II. 
Forty-three  per  cent  of  patients  with  a nor- 
mal bladder  capacity  survived  three  years 
and  24  per  cent  five  years.  With  moderate 
reduction  in  capacity,  the  three-  and  five- 
year  survival  rates  were  23  per  cent  and  20 
per  cent  and  with  gross  reduction  8 and  6 
per  cent  respectively. 

Pathology 

Bladder  cancer  is  usually  a transitional 
cell  carcinoma  of  varying  degrees  of  differ- 
entiation. If  the  tumors  are  divided  into 
two  groups,  one  where  some  attempt  at  dif- 
ferentiation is  seen  and  the  other  where  the 


TABLE  I.  Patients  treated  by  external  irradiation  (4  megavolts);  survival  rates  according  to  palpability 

under  general  anesthesia 


-Impalpable- 

, 

Palpable,  Wall 

, 

—Extravesical  Mass—' 

Number 

Number 

Number 

of 

Per 

of 

Per 

of 

Per 

Time 

Years 

Total 

Survivors 

Cent 

Total  Survivors 

Cent 

Total  Survivors 

Cent 

1955  to  1961 

3 

94 

49 

52 

73  24 

33 

54  8 

15 

1955  to  1959 

5 

58 

16 

28 

49  10 

20 

38  3 

8 

TABLE  II.  Patients  treated  by  external  irradiation  (4  megavolts);  survival  rates  according 

to  bladder  capacity 


Time 

Years 

Total 

— Normal — 
Number 
of 

Survivors 

Per 

Cent 

Total 

— >150  cc.— 
Number 
of 

Survivors 

Per 

Cent 

<150  cc.- 

Number 

of 

Total  Survivors 

Per 

Cent 

1955  to  1961 

3 

156 

67 

43 

43 

10 

23 

26 

2 

8 

1955  to  1959 

5 

95 

23 

24 

31 

6 

20 

16 

1 

6 
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TABLE  III.  Patients  treated  by  external  irradiation  (4  megavolts);  survival  rates  according  to 

differentiation  of  tumor 


Time 

Years 

Total 

-D  ifferentiated- 
Number  of 
Survivors 

Per 

Cent 

Total 

— Anaplastic — 
Number  of 
Survivors 

Per 

Cent 

1955  to  1961 

3 

133 

58 

44 

39 

8 

21 

1955  to  1959 

5 

92 

25 

27 

31 

2 

6 

tumor  is  anaplastic,  the  three-year  survival 
in  the  two  groups  was  44  per  cent  and  21 
per  cent  and  the  five-year  survival  27  per 
cent  and  6 per  cent  respectively  (Table  III). 
However,  the  same  problem  arises  as  in  the 
determination  of  bladder  wall  infiltration, 
for  in  an  accurate  and  complete  assessment 
of  tumor  type,  a full  pathologic  specimen  is 
necessary.  The  material  provided  by  a 
limited  biopsy  can  give  misleading  results. 
In  12  patients  in  the  series  repeated  reports 
of  papilloma  were  obtained,  yet  the  clinical 
appearance  and  subsequent  behavior  of  the 
tumor  was  undoubtedly  that  of  a carci- 
noma. There  are  also  technical  difficulties 
in  obtaining  a representative  biopsy  par- 
ticularly when  the  tumor  involves  the 
anterior  bladder  wall. 

Lymph  node  spread 

Lymph  node  spread  is  undetectable  in  any 
but  the  most  gross  situation  by  any  means 
readily  available  before  treatment.  Lym- 
phangiography gives  disappointing  results 
in  bladder  cancer,  and  this  factor  as  a gen- 
eral rule  cannot  be  used  in  a staging  system 
developed  according  to  the  principles  out- 
lined here. 

Metastases 

Metastases,  although  of  importance  in 
prognosis,  preclude  any  possible  radical 
therapy  and  have  no  importance  in  influ- 
encing treatment  methods  other  than  in  a 
negative  way. 

Comment 

For  the  true  comparison  of  series  of  pa- 
tients treated  by  different  modalities  of 
therapy,  it  is  important  that  the  patients 
comprising  the  two  series  be  as  alike  as  pos- 
sible. In  no  situation  is  the  need  for  this 
greater  than  in  the  comparison  of  the  rela- 
tive efficacy  of  surgery  and  radiotherapy  in 
the  cure  of  malignant  disease.  Findings  at 


operation  including  the  operative  specimen 
cannot  with  validity  be  included  in  the  fac- 
tors to  be  considered  in  reaching  such  a sys- 
tem. The  only  criteria  to  be  used  should 
be  clinical  or  radiologic  requiring  a mini- 
mum of  interpretation  and  subject  only  to 
the  overriding  control  of  histologic  confir- 
mation. With  these  principles  in  mind,  it 
is  suggested  that  with  methods  at  present 
readily  available,  only  factors  pertaining  to 
the  primary  bladder  tumor  can  be  con- 
sidered but  that  these  should  be  assessed  in 
every  case  before  treatment  is  given.  The 
tumor  size  as  gauged  by  bimanual  exami- 
nation under  anesthesia  and  its  extent  in  the 
bladder  wall  as  shown  by  the  bladder  ca- 
pacity are  valid  and  useful  findings  which 
can  be  readily  applied  in  all  cases.  Other 
criteria  such  as  the  presence  or  absence  of 
hydronephrosis  or  hydro-ureter  may  also  be 
valuable  parameters  but  require  further 
assessment. 

Summary 

The  importance  of  using  clinical  and  ra- 
diologic examination  alone  in  the  adoption 
of  a system  of  staging  of  malignant  disease 
is  emphasized. 

The  results  of  treatment  of  a series  of  pa- 
tients with  carcinoma  of  the  bladder  using 
external  radiation  are  presented  and  ana- 
lyzed according  to  the  palpability  of  the 
primary  tumor,  the  capacity  of  the  bladder, 
and  the  degree  of  differentiation  of  the  pri- 
mary tumor. 
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P art  II  of  this  series  on  “External  Chem- 
ical Messengers”  appeared  in  the  May  1 
issue  of  the  Journal,  and  was  entitled 
“Natural  History  of  Schizophrenia.”  It 
dealt  with  the  natural  history  of  schizo- 
phrenia; its  incubation,  prodromal,  erup- 
tive, and  posteruptive  periods;  and  non- 
ECM  pathways  in  schizophrenia. 

Two  cultures 

Schizophrenia  is  remarkable  for  its  fre- 
quency and  for  our  ignorance.  One  in 
four  hospital  beds  is  allocated  to  this 
disease,  and  yet  there  are  almost  as  many 
opinions  on  its  cause  as  there  are  psychia- 
trists dealing  with  it. 

More  than  any  other  condition,  schizo- 
phrenia has  split  psychiatry  into  two  cul- 
tures, the  psychologic  (psychodynamic)  and 
the  organic  (somatic).  The  true  believers 
in  each  group  ignore  the  other  and  wish  it 
would  go  away.  Yet  each  faction  is 
honestly  convinced  of  its  claims  and  has  lots 
of  facts  to  back  them  up. 

Gerard167  points  the  way  to  a more 
reasonable  attitude: 


The  constitutionalists  and  the  organicists 
and  environmentalists  and  mentalists  too 
often  are  quarreling  with  each  other  as  to 
which  of  them  has  the  cause.  Now  it  is  ob- 
viously useful  to  find  out  that  schizophrenics 
have  abnormal  capillaries  in  their  fingers,  that 
they  had  abnormal  experiences  in  their  child- 
hood, and  that  they  have  abnormal  individ- 
uals as  parents  or  sibs;  but  one  does  not 
include  the  other  and  no  one  of  them  can 
possibly  be  the  whole  story. 

The  evidence  on  schizophrenia  which  has 
been  built  up  brick  by  brick  in  this  century 
is  sound  and  should  be  acceptable  to 
physicians  of  either  organic  or  analytic 
inclination.  Some  of  it  we  have  discussed 
under  the  heading  of  “natural  history.” 
Now  we  shall  look  at  two  piles  of  evidence 
remaining,  one  marked  psychologic,  the 
other  organic,  to  see  how  these  bricks  fit 
the  structure  of  the  ECM  theory.  Table 

I shows  the  estimates  of  probability. 

Psychologic  aspects 

Schizophrenic  child.  I began  Part 

II  of  this  series  with  the  fable  of  a child 
born  to  conscious  awareness  of  ECM. 
To  make  this  more  than  a fable,  there 
should  be  children  with  the  ability  to 
detect  ECM — olfactory  stimuli  of  which 
normal  adults  are  not  aware. 

Such  children  exist.  They  have  un- 
usual powers  of  many  senses.  They  react 
to  normally  unfelt  odors.  Other  sense 
impressions,  too,  have  an  extraordinary 
effect  on  these  children — colors,  lights, 
sounds,  textures,  tastes,  and  movements. 
At  first  sight,  they  seem  to  be  budding 
geniuses;  but  on  closer  look,  they  appear 
feebleminded  or  psychotic.  These  children 
suffer  from  schizophrenia,  usually  called 
early  infantile  autism  if  the  onset  of  disease 
is  around  the  first  year  of  life,  or  childhood 
schizophrenia  around  the  age  of  three  or 
later. 

Five  such  children,  hypersensitive  to 
external  chemical  messengers  and  to  other 
messages  from  the  environment,  have 
been  studied  by  Bergman  and  Escalona.168 
These  children  are  “strange”  almost  from 
birth.  They  live  in  a world  of  their  own, 
beyond  reach  and  influence  of  their  parents, 
through  failure  of  nonverbal  communica- 
tion. Some  speak  at  a very  early  age  and 
later  revert  to  muteness,  the  infant  equiva- 
lent of  withdrawal. 
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TABLE  I.  Estimates  of  probability 
Statement 


Estimate 


Psychologic  aspects 


0 . 80  Some  schizophrenic  children  have  awareness  of  ECM  and  other  subliminal  cues 

0 . 60  Schizophrenia  produces  abnormal  behavior  and  feelings  in  the  normal  observer 

0 . 60  These  reactions  include  fascination,  horror,  or  blind-spot 
0 . 20  These  reactions  are  due  to  perception  of  the  patient’s  abnormal  ECM 
0 . 05  These  reactions  are  similar  to  pheromone  dissonance  in  insects 
0 . 50  The  patient  has  a similar  reaction  to  the  normal  observer 

0 . 50  Praecox  feeling  (experience)  is  the  single  best  diagnostic  sign  of  schizophrenia 
0 . 60  Praecox  experiences  include  fascination,  horror,  or  blind-spot 
0 . 30  Praecox  experience  varies  with  the  psychiatrist’s  ECM  makeup 
0 . 80  The  schizophrenic  child  receives  conflicting  messages  from  its  mother 
0.20  This  double-bind  phenomenon  is  due  to  mutual  misreading  of  ECM  cues 
0.50  Family  disturbances  originate  with  the  patient  rather  than  with  the  mother 
0.30  F amilial  hatred  is  a reaction  of  horror  on  the  part  of  the  patient 

0 . 30  The  Capgras  syndrome  is  a reaction  of  blind-spot  on  the  part  of  the  patient 
0 . 20  Success  or  failure  of  schizophrenia  therapy  depends  on  ECM  makeup  of  therapist 
0.10  A somewhat  allophrenic  physician  will  do  better  with  the  schizophrenic  patient 


Organic  aspects 


0 . 50  The  cardiovascular  system  of  the  schizophrenic  person  is  hypoplastic 
0.20  This  is  due  to  “chemical  withdrawal,”  blockage  of  ECM  emission 

0 . 02  The  brain  of  the  schizophrenic  subject  contains  normal-looking  tracts  in  abnormal  posi- 
tions 

0 . 30  The  rhinencephalon  is  the  primary  seat  of  central  nervous  system  disturbances  in  schizo- 
phrenia 

0 . 40  Pineal  function  and  melanogenesis  are  disturbed  in  schizophrenia 
0 . 20  Endocrine  disturbance  is  an  expression  of  abnormality  of  ECM  output 
0 . 90  The  schizophrenic  person  can  be  recognized  by  his  peculiar  odor 
0 . 50  This  odor  is  due  to  his  abnormal  ECM 

0 . 30  Abnormal  metabolites  in  schizophrenic  urine  are  abnormal  ECM 

0.70  Different  subtypes  of  schizophrenia  have  different  metabolic  abnormalities 

0.05  ECM  output  abnormalities  vary  in  relation  to  the  examiner’s  ECM  output 

0.10  Schizophrenia  of  porphyria  is  an  example  of  an  ECM  schizophrenia  subtype 

0 . 80  Hallucinogens  open  paths  between  sense  reception  areas  and  conscious  awareness 

0 . 30  Hallucinogens  induce  ECM  hypersensitivity  in  normal  subjects 

0.04  Hallucinogens  act  as  ECM 

0 . 10  Antipsychotic  drugs  act  by  reducing  emission  of  abnormal  ECM 
0 . 04  Antipsychotic  drugs  act  as  ECM 


* “Schizophrenia”  here  refers  to  at  least  some,  but  not  necessarily  all,  of  the  subtypes  of  schizophrenia. 


They  have  abnormally  high  acuity  of  the 
chemical  senses.  One  “used  to  smell 
everything  and  began  to  talk  about  his 
olfactory  perceptions  as  soon  as  his  vocabu- 
lary was  ready  for  it.  He  is  still  (at  the 
age  of  six)  intensely  aware  of  all  odors. 
He  smells  his  own  clothing.  He  loves 
perfumes  and  powders.  He  is  aware  of 
his  mother’s  smell  when  she  comes  from  the 
kitchen  or  other  places.  When  he  soiled, 
his  own  odor  made  him  sick  and  he  gagged.” 
In  general,  these  children  showed  “reac- 
tions to  normally  imperceptible  (or  at  least 
not  usually  reacted  to)  amounts  of  odor.” 

A teacher  of  psychotic  children  reports 
that  often  only  the  sense  of  smell  seems 
alive  on  admission.  “Certainly  the  sense 
of  smell  appears  to  be  the  only  one  used 
for  pleasure.  They  often  show  awareness 
of  new  smells,  one’s  hair  and  skin  and  so  on. 
I find  that  if  I use  a new  tablet  of  soap 


I am  sniffed  all  day  by  successive  groups  of 
children.”169  Freedman,  Deutsch,  and 
Deutsch170  provide  qualitative  support  for 
Bergman  and  Escalona’s168  finding  of  general 
sensory  hypersensitivity  in  schizophrenic 
children.  Similar  cases  of  children  with 
unusual  sensitivities  in  several,  occasionally 
in  all,  senses  have  been  reported  by  Gold- 
farb.68  And  in  1933,  Weygandt171  had 
reported  the  case  of  a girl  who  developed 
overt  schizophrenia  at  ten,  characterized 
by  loss  of  contact,  grimaces,  stiff  stance, 
and  heavy  sweat.  The  girl  smelled  every- 
thing within  reach,  spoke  of  poisoning,  and 
used  such  expressions  as  “in  that  odor  all 
people  die.” 

Goldfarb58  also  points  to  the  evidence  of 
rhinencephalic  dominance  in  the  schizo- 
phrenic child,  with  preference  for  contact 
receptors  (smell,  taste,  touch)  over  distance 
receptors.  This  is  analogous  to  Arieti’s22 
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finding  of  the  position  of  predominance 
acquired  by  the  olfactory  sense  among 
some  regressed  schizophrenic  adults. 

A schizophrenic  child  whose  higher  brain 
centers  form  abnormal  patterns  of  ECM 
and  other  extraverbal  communication  cues 
should  have  much  trouble  getting  along 
with  others.  Kanner172  does  find  the  main 
problem  in  early  infantile  autism  to  be 
“the  children’s  inability  to  relate  them- 
selves in  the  ordinary  way  to  people  and 
to  situations  from  the  beginning  of  life.” 
They  live  in  a world  of  their  own,  except 
for  their  queer  interest  in  some  specific 
sensory  or  intellectual  field  (that  normally 
silent  area  of  the  brain  to  which  their 
awareness  is  chiefly  linked).  In  addition,  a 
working  party  of  13  psychiatrists,  trying 
to  define  childhood  schizophrenia,  all  agreed 
that  the  heart  of  the  matter  is  the  presence 
of  an  impaired  capacity  for  human  relation- 
ships which  observation  alone,  however 
acute,  cannot  discover.5 

Autistic  children  do  not  establish  a 
relationship  with  others  and  then  withdraw 
from  it,  as  older  schizophrenic  children  do; 
the  autistic  loneness  is  present  from  the 
start.  The  autistic  baby  fails  to  assume  the 
anticipatory  posture  before  being  picked 
up;  it  never  shows  the  plastic  moulding  of 
the  normal  child  cradled  in  his  mother’s 
arms.4  Apparently,  the  start  of  the  pro- 
dromal period  comes  no  later  than  the  first 
few  weeks  of  life  of  the  autistic  child;  it 
is  delayed  in  the  older  schizophrenic  child 
until  some  critical  period  occurring  at  the 
age  of  two  or  later. 

There  are  probably  extensive  areas  of 
function  in  the  brain  of  the  infant  which 
are  absent  in  the  adult,  the  areas  controlling 
and  integrating  growth.  What  would  be 
the  result  of  open  paths  between  higher 
centers  and  these  areas?  The  same  as 
when  other  areas  are  affected  in  schizo- 
phrenia: a crazy  quilt  of  precocity  and 

retardation  of  growth.  This  “pandisorgan- 
ization” is  typical  of  the  disease.  Fish 
et  al.113  use  it  to  detect  the  future  schizo- 
phrenic subject.  They  found  a one- 
month-old  infant  with  notably  uneven 
development.  At  nine  years,  he  presented 
clear-cut  features  of  childhood  schizo- 
phrenia. 

As  in  the  adult,  withdrawal  is  an  im- 
portant feature.  The  constitutional  bar- 
rier is  abnormally  thin,  and  an  excessive 


number  of  stimuli  get  through.  The 
child  becomes  hypersensitive  and  over- 
reactive. The  mother  adds  to  the  bom- 
bardment by  her  own  uncontrolled  stimula- 
tions. Eventually,  the  child  withdraws 
behind  a thick,  unselective  psychotic  bar- 
rier which  blanks  out  the  stimulation. 
Sometimes,  a so-called  “undercover  child” 
will  reinforce  the  barrier  with  various 
material  coverings  or  security  blankets. 
These  indicate  an  inadequate  psychotic 
barrier,  and  without  them  the  child  seems 
curiously  vulnerable,  a “creature  without 
a shell.”30 

Reaction  of  normal  to  schizophrenic 
person.  I believe  that  strange  behavior 
and  feelings  in  the  observer  are  as  typical 
of  acute  schizophrenia  as  pearly  vesicles 
are  typical  of  chickenpox.  An  analogy 
with  the  social  insects  may  show  how  this 
comes  about: 

Honeybee  workers  confined  closely  with  a 
queen  bee  acquire  scents  from  her  which 
cause  them  to  be  attacked  by  nest  mates.174 
ECM  are  mixtures  of  many  individual 
chemicals;  it  would  seem  that  the  queen 
bee’s  own  complete  set  induces  submissive 
“retinue  behavior”  in  the  hive,  but  that  a 
mixture  of  chemicals  from  queen  and  slave, 
chemicals  which  do  not  belong  with  each 
other,  arouses  attack. 

This  kind  of  ECM  dissonance,  I think, 
aggravated  by  abnormal  visual  and  audi- 
tory cues,  lies  at  the  root  of  human  horror  of 
schizophrenia.  Much  variation  is  possible 
here  in  patient  and  observer;  what  elicits 
strange  terror  in  one  human  being  may 
elicit  strange  fascination  in  another.  Some 
observers  have  emphasized  the  curious 
seductiveness  of  the  schizophrenic  pa- 
tient175'176; but  most  stress  a feeling  of 
eerie  fear  and  terror. 

How  are  we  to  explain  the  difference  be- 
tween the  “exohorror”  or  “allophobia” 
evoked  by  some  and  the  likeable,  ingratiat- 
ing kind  of  feeling  evoked  by  others? 
Some  of  this  is  traceable  to  the  chemical 
personality  of  the  normal  observer;  what 
evokes  repulsion  in  one  may  evoke  kindness 
in  another;  but  basically  we  are  dealing 
with  differences  in  the  specific  ECM  output 
abnormality.  The  lucky  ECM-schizo- 
phrenic  person  whose  output  is  perceived 
as  friendly  will  do  much  better  than  the  one 
whose  effluents  seem  hostile.  Some  in- 
stances of  “odor  of  sanctity”  reported  from 
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the  Middle  Ages  may  represent  a particu- 
larly friendly  and  dominant  type  of  ECM 
aura. 

Never  having  been  told  of  the  great 
body  of  knowledge  on  insect  pheromones 
accumulated  during  this  century,  psychia- 
trists have  tended  to  view  such  feelings 
as  unworthy  and  unscientific,  not  in  line 
with  any  branch  of  science  of  which 
they  have  heard,  and  not  fit  for  discussion 
in  print.  And  so  Malone1*2  says,  in  an 
informal  discussion: 

The  part  which  the  feeling  of  the  therapist 
plays  in  the  treatment  of  schizophrenia  is  more 
apt  to  be  discussed  by  therapists  over  a 
breakfast  table  at  a convention  than  written 
about  in  a professional  journal.  Communica- 
tion about  countertransference  is  fraught  with 
awesome  semantic  obstacles.  It  is  somewhat 
like  Mark  Twain’s  weather;  everyone  talks 
about  it  but  no  one  ever  does  anything  about 
it. 

This  phenomenon  has  not,  however, 
gone  completely  unnoticed.  Schulte177  em- 
phasizes that  the  way  in  which  normal 
persons  react  to  psychiatric  illness  is  an 
important  diagnostic  sign.  In  Part  I of 
this  series  we  saw  Havens’ 45  statement  about 
catatonia:  “You  should  feel  like  a man 

standing  before  a half-trained  tiger,”  and 
related  statements  by  other  observers. 
Jackson*  views  this  feeling  as  resulting 
from  the  great  anxiety  of  the  patient  which 
is  communicated  to  and  affects  the  psychia- 
trist. Ruesch120  sees  this  effect  as  an 
auxiliary  diagnostic  aid: 

THE  DOCTOR’S  SUBJECTIVE  EXPERIENCE  OF 
THE  PATIENT  AS  A DIAGNOSTIC  TOOL.  If 
formal  inspection  does  not  reveal  signs  of  in- 
adequate communication,  then  the  therapist 
has  to  rely  upon  a much  finer  instrument — his 
own  reactions. ...  As  time  goes  on,  the 
doctor  will  notice  that  the  patient  has  a 
certain  stereotyped  impact  upon  him.  These 
affects,  commonly  referred  to  as  transference 
and  transference  neurosis,  are  produced  by 
certain  repetitive  messages  that  the  patient 
addresses  to  the  psychiatrist.  . more  often 
than  not  the  first  clue  is  not  cognitive  but  is 
found  in  the  psychiatrist’s  sense  of  frustration. 

Bleuler 17S  calls  contact  with  the  schizo- 
phrenic patient  a stressful  experience: 
“Something  in  us  reacts  to  this  experience 
as  to  a serious  threat  to  our  own  exist- 
ence ...  . The  feeling  of  awe  and  anxiety 
in  the  presence  of  a schizophrenic  is  miti- 
gated if  we  see  in  schizophrenia  some  obses- 


sion very  alien  to  ourselves.  Such  an 
alien  nature  was  considered  in  earlier 
centuries  as  something  demoniac.”  And 
Sullivan,179  discussing  the  formerly  accepted 
view  of  schizophrenia  as  demonic  posses- 
sion, says: 

Study  the  reaction  of  most  laymen  to  the 
mental  patient  before  dismissing  the  devil- 
notion,  however.  The  ancient  horror  of  lep- 
rosy is  not  so  exaggerated  an  analogy  to  this 
aversion  of  the  “normal”  for  the  “insane.” 
Their  remarks  often  suggest  a notion  that  the 
miasm  or  evil  spirit  might  readily  extend  to 
the  psychiatrist;  their  remarks  as  to  the 
“depressing  effect”  which  such  patients  have 
on  them  require  more  than  naive  acceptance  if 
they  are  to  be  understood. 

The  onlooker  may  participate  sympa- 
thetically in  the  sadness  of  the  depressive 
patient  at  low  ebb,  the  German  psychiatrist 
Weitbrecht100  points  out,  but  the  schizo- 
phrenic person  brings  forth  terror,  disgust, 
hatred,  and  contempt.  He  links  the  Nazi 
program  for  murdering  the  insane  to  this 
instinctive  reaction.  And  in  this  country, 
Jackson27  warns  that  “it  is  likely  that  ideas 
held  about  schizophrenia— even  by  scien- 
tists— continue  to  reflect  the  old  horror  of 
mental  illness.” 

The  revulsion  is  shared  by  patients  as 
well.  A survey  has  shown  that  the 
attitude  of  mental  patients  in  hospitals 
toward  the  mentally  ill  is  as  extremely 
negative  as  that  of  normal  subjects.180 
The  unusual  ECM  of  schizophrenia  should 
evoke  this  reaction  in  other  schizophrenic 
as  well  as  in  normal  people,  with  the  excep- 
tion of  patients  belonging  to  the  same 
subgroup  and  emitting  similar  ECM. 

The  feeling  is  mutual,  no  doubt.  The 
autistic  child  who  shrinks  from  any  human 
encroachment  and  the  paranoid  adult 
who  sees  persecutors  everywhere  may  be 
merely  reacting  to  the  strangeness  and 
grotesqueness  they  feel  emanating  from 
us.  As  I keep  emphasizing  with  all  these 
phenomena,  ECM  dissonance  is  a two-way 
street. 

Another  possible  subconscious  reaction 
of  the  normal  to  the  schizophrenic  person 
is  as  a nonhuman  unperson — an  absence 
of  reaction.  A dramatic  illustration  of  this 
blind  spot  reaction  was  provided  when 
fellow  squad  members  of  schizophrenic 
patients  identified  during  basic  training 
were  asked  to  make  sociometric  choices  in 
their  squads. 
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Typically,  the  schizophrenic  patient  got 
not  one  sociometric  choice  or  mention, 
in  spite  of  the  fact  that  the  men  had  been 
specifically  instructed  to  include  him. 1,1 
Out  of  sight,  out  of  mind:  It  was  as  though 
he  had  not  been  there  at  all. 

Nonintellectual  diagnosis  of 
schizophrenia.  The  effect  of  the  schizo- 
phrenic patient  on  the  experienced  psychia- 
trist should  be  even  more  pungent  than  on 
the  average  bystander.  It  has  long  been 
known  that  “something  extra”  is  needed 
for  diagnosis.  Bleuler,139  who  introduced 
the  term  schizophrenia,  stressed  that  the 
individual  symptom  was  less  important 
than  its  relation  to  the  psychological 
setting.  Mayer-Gross182  spoke  of  this 
problem  as  the  open  wound  of  psychiatry — 
our  inability  to  know  or  say  what  has  to  be 
added  to  all  these  symptoms  to  produce  the 
schizophrenic  atmosphere,  an  atmosphere 
which  we  can  sense  but  which  we  cannot 
understand. 

Bomstein  in  1911 183  spoke  of  the  im- 
pression made  on  him  by  schizophrenic 
patients:  something  alien,  countematural, 
forced  on  the  patient.  Kant184  points  out 
that 

. . . there  is  one  specific  trait  which  often  at 
mere  sight,  usually  after  a few  words  of  con- 
versation and  always  in  the  course  of  a discus- 
sion, distinguishes  all  these  varicolored  schizo- 
phrenic patients  not  only  from  any  normal 
human  being  but  also  from  all  patients  suffer- 
ing from  any  other  type  of  mental  disease. 
This  is  the  characteristic  “queemess”  or 
bizarreness  which,  sizing  up  the  chronic 
schizophrenic  human  being  as  a Gestalt, 
probably  is  his  most  outstanding  expres- 
sion ....  This  general  characteristic  of  all 
schizophrenic  patients  cannot  be  overlooked. 

Wyrsch185  discusses  the  intuitive  diag- 
nosis of  schizophrenia  at  length.  This 
has  nothing  to  do,  he  thinks,  with  feelings 
of  emotional  coldness  or  stiffness  or  with 
any  other  supposed  symptom  of  schizo- 
phrenia. It  is  something  which  plainly 
marks  the  other  one  in  front  of  you.  His 
links  to  the  world  around  him  are  unreal, 
like  a puppet’s  strings.  This  way  of  life 
( Daseinsweise ) may  or  may  not  be  a basic 
disorder  of  the  patient’s  self,  but  there  is  no 
question  that  it  often  appears  long  before 
the  tangible  symptoms  of  the  disease. 

Riimke186  had  long  used  the  term  praecox 
feeling  (praecoxgevoel ) to  describe  the 
change  in  the  examiner  caused  by  the 


schizophrenic  person.  But  only  in  1958 
did  he  catch  the  attention  of  the  German 
psychiatric  public  by  saying  plainly  that 
such  symptoms  as  flattened  affect  or 
impaired  judgment  were  not  symptoms  of 
schizophrenia,  only  a certain  type  of 
flattened  affect,  a certain  type  of  impaired 
judgment.187  He  could  not  put  into  words 
the  difference  between  a schizophrenic  and 
a nonschizophrenic  symptom,  but  “even 
if  we  cannot  exactly  describe  of  what  it  is 
we  become  aware,  we  still  become  aware 
of  it.”  And  this  is  a clear-cut  awareness, 
without  doubts  one  way  or  the  other: 

In  practice,  I let  myself  be  guided  by  the 
feeling  which  arises  in  the  examiner — praecox 
feeling  ( Praecoxgefilhl) , perhaps  better  called 
praecox  experience  ( Praecoxerlebnis ) — for  it  is 
not  really  a feeling. 

Also  in  1958,  Petrilowitsch188  stressed 
the  serious  errors  in  diagnosis  which  can 
come  from  knowing  schizophrenia  in  theory 
but  not  in  practice.  Summing  together 
individual  symptoms  does  not  add  up  to  a 
diagnosis  of  schizophrenia.  Praecox  feel- 
ing is  a total  impression,  a “physiognomic 
sensation”  which  makes  it  possible  to 
recognize  schizophrenia  in  an  instant. 

The  term  praecox  feeling  caught  on. 
In  1961  Irle189  sent  out  a questionnaire  to 
West  German  psychiatrists,  expecting  to 
show  that  this  concept  was  invalid.  To 
his  surprise,  he  got  the  results  described  in 
Part  I of  this  series.  Of  the  respondents, 
85  per  cent  knew  this  feeling;  over  half 
considered  it  reliable;  and  a quarter  con- 
sidered it  more  reliable  than  all  other  symp- 
toms. Irle  pointed  out  that  it  was  unlikely 
that  a term  introduced  so  recently  should 
have  spread  so  quickly.  More  likely, 
Riimke  gave  a name  to  something  which 
had  been  noted  in  practice  and  ignored  in 
theory. 

The  questionnaire  included  the  item: 
Can  you  identify  any  specific  features 
which  seem  to  cause  this  reaction?  Is  it 
possible  to  express  its  nature  in  words? 

More  than  half  of  the  962  who  answered 
this  question  (499)  agreed  with  Riimke 
that  the  essence  of  this  feeling  could  not  be 
put  into  words.  Howrever,  438  did  try  to 
explain  it,  in  such  terms  as  behavior  and 
mannerisms  (141),  ability  to  establish 
contact  or  resonance  (114),  affective  behav- 
ior (87),  the  feeling  that  the  patient  lives 
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in  an  alien  world  (45),  the  “glass  wall” 
between  physician  and  patient  (24),  the 
expression  in  the  patient’s  eyes  (18),  and  a 
certain  odor  emitted  by  the  patient  (5). 

There  were  occasional  mentions  of  a 
contagion  of  fear,  a strange  sort  of  terror. 
One  spoke  of  a “ fluidumdse  Intuition ,” 
a sort  of  ethereal  intuition,  while  another 
spoke  of  the  lack  of  exactly  this  “fluid.” 
One  said  that  the  schizophrenic  patient 
evoked  in  him  an  elemental,  instinctive 
desire  to  help;  another,  that  he  found 
himself  in  a sense-dead  corner,  a “schizo- 
phrenic hole.”  Many  cited  Schneider’s 
phrase:  “One  gets  a whiff  of  schizophrenia.” 

This  extreme  variation  in  responses  seems 
inexplicable  at  first.  But  there  is  a marked 
similarity  between  the  replies  of  these 
psychiatrists  and  the  reactions  of  the 
normal  to  the  schizophrenic  person  de- 
scribed in  the  previous  section.  It  seems 
to  me,  therefore,  that  a number  of  cues — 
visual,  auditory,  olfactory — produce  an 
over-all  pattern  of  schizophrenia.  The 
ECM  makeup  of  the  psychiatrist  deter- 
mines his  reaction  to  the  ECM  emitted  by 
the  patient. 

The  5 who  recognized  odor  represent  the 
“prodigies  of  smell”  scattered  throughout 
the  population.  The  expected  sex  differ- 
ence was  present:  In  this  sample,  women 
psychiatrists  were  better  able  than  men  to 
handle  praecox  feeling  as  a diagnostic  tool. 

If  “praecox  feeling”  involves  the  reaction 
of  the  normal  observer  to  the  abnormal 
metabolites  made  and  sent  by  the  patient, 
then  this  feeling  should  cease  when  the 
abnormal  ECM  disappear  as  a result  of 
treatment  or  of  withdrawal.  It  does: 
Riimke190  has  expressed  his  amazement  and 
that  of  his  associates  at  finding  that  they 
no  longer  experience  this  phenomenon 
when  facing  chronic  schizophrenic  patients, 
in  spite  of  their  many  continuing  abnormal- 
ities of  speech  and  behavior. 

Double-bind  phenomenon.  There  is 
growing  interest  in  looking  at  schizophrenia 
as  a disorder  of  communication.  There 
are  many  variants  of  this  view,  including 
the  idea  presented  here  that  schizophrenia 
involves  a disorder  in  ECM  communica- 
tion. But  the  most  important  variant  is 
the  widely-accepted  “double-bind”  hypoth- 
esis of  Bateson  et  al .,65  based  on  com- 
munications analysis. 

The  double-bind  situation  is  one  in  which, 


no  matter  what  a person  does,  he  can’t 
win.  According  to  the  double-bind  hy- 
pothesis, the  schizophrenic  patient  cannot 
properly  label  messages  from  others,  to 
others,  or  within  himself,  as  to  type  of 
message.  It  makes  much  difference 
whether  a message  is  labeled  as  serious, 
funny,  loving,  hating,  friendly,  threaten- 
ing, painful,  pleasant,  or  sarcastic.  Man 
uses  extraverbal  means  to  affix  these 
labels  to  his  words. 

Bateson  et  al .65  suggest  that  the  schizo- 
phrenic patient  acquires  this  type  of  un- 
labeled communication  by  living  “in  a 
universe  where  the  sequences  of  events  are 
such  that  his  unconventional  communica- 
tional  habits  will  be  in  some  sense  appropri- 
ate.” This  universe  can  be  found  in  a 
family  in  which  the  mother  repeatedly  gives 
conflicting  instructions  to  the  child,  verbal 
message  clashing  with  extraverbal  label. 

Bruch191  similarly  finds  that  in  the  early 
life  of  the  schizophrenic  subject,  the  labels 
attached  by  his  parents  to  his  feelings  bore 
no  consistent  relation  to  the  feelings  he 
actually  experienced.  Thus  the  child  could 
not  learn  to  interpret  his  emotional  states 
or  those  of  others  correctly,  a predicament 
characteristic  of  schizophrenia. 

Now  almost  everyone  assumes  that  these 
interesting  events  result  from  what  the 
mother  says  or  does.  But,  again,  com- 
munication is  a two-way  street.  The 
effect  is  the  same  whether  the  mother 
affixes  false  labels  or  whether  the  child 
misreads  correct  ones. 

In  terms  of  the  ECM  theory,  the 
relatively  normal  mother  and  the  ECM- 
hypersensitive  child  are  misreading  each 
other’s  messages.  They  are  talking  two 
different  languages  without  knowing  it. 
The  abnormal  ECM  output  causes  the 
mother,  from  the  start,  to  read  the  child’s 
moods  differently  from  those  he  actually 
experiences.  It  need  not  surprise  us  that 
mothers  typically  have  little  or  no  under- 
standing of  their  schizophrenic  children’s 
needs  and  feelings. 192 

The  child,  in  turn,  gets  a different  and 
probably  more  accurate  picture  of  the 
mother’s  emotional  state  than  she  does  her- 
self. Unlike  a normal  child,  the  schizo- 
phrenic infant  senses  conflicts  between  the 
mother’s  conscious  and  unconscious  moods 
and  messages.  The  vicious  spiral  has 
begun. 
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Johnson  et  al.193  have  graphically  de- 
scribed this  situation: 

When  these  children  perceived  the  anger 
and  hostility  of  a parent,  as  they  did  on  many 
occasions,  immediately  the  parent  would  deny 
that  he  was  angry  and  would  insist  that  the 
child  deny  it  too,  so  that  the  child  was  faced 
with  the  dilemma  of  whether  to  believe  the 
parent  or  his  own  senses.  If  he  believed  his 
senses,  he  maintained  a firm  grasp  on  reality; 
if  he  believed  the  parent,  he  maintained  the 
needed  relationship,  but  distorted  his  percep- 
tion of  reality.  Repeated  parental  denials  re- 
sulted in  the  child’s  failure  to  develop  ade- 
quate reality  testing. 

The  conflicting  and  unreliable  messages 
the  future  schizophrenic  patient  receives 
by  way  of  sight,  sound,  and  smell  do  more 
than  disturb  and  double-bind  him:  They 
disable  him  as  a social  being.  Even 
beyond  his  inborn  difference,  he  now  fails 
to  acquire  the  nonverbal  training  he  will 
need  for  dealing  with  the  world  around 
him. 

An  experiment  in  rats  suggests  the  pos- 
sible effects  of  abnormal  early  olfactory 
experience.  Mothers  and  young  were 
rubbed  daily  with  methyl  salicylate.  When 
the  young  grew  up,  they  proved  socially 
anosmic  and  unable  to  relate  to  others. 194 

The  ECM  interpretation  of  the  double- 
bind phenomenon  has  three  features: 
stress  on  the  role  of  the  child,  emphasis  on 
nonverbal  communication,  and  explanation 
of  the  early  onset  of  these  conflicts. 

As  mentioned  in  the  following  section 
on  family  interactions,  there  is  growing 
belief  that  the  child  rather  than  the  mother 
is  the  source  of  the  deep  disturbance  within 
the  family,  although  chances  are  that  the 
mother  too  carries  genes  which  facilitate 
abnormal  behavior. 

ECM  conflicts  are  extraverbal,  while 
the  double-bind  hypothesis  emphasizes 
verbal  clashes.  There  is  some  evidence 
that  the  double-bind  concept  fails  when 
applied  to  written  communications,  in 
which  no  extraverbal  cues  are  prominent. 195 

The  children  with  extraordinary  powers 
of  smell,  taste,  and  other  senses,  already 
described,  showed  disturbed  contact  at  a 
very  early  age.168  One  “was  a strange  child 
from  the  beginning  and  became  stranger 
and  more  bewildering  to  his  parents  as  he 
grew  older.”  Another,  in  her  first  year, 
“did  not  seem  to  care  whether  she  was 
picked  up  or  left  alone.  The  mother  felt 


that  the  baby  never  looked  at  her  or 
seemed  to  expect  her.”  Another,  from 
the  age  of  six  weeks,  “seemed  to  live  in  a 
world  of  her  own,  beyond  reach  or  influence 
of  her  parents.”  Six  weeks!  This  calls 
for  the  ECM  interpretation.  Verbal  ex- 
planations will  not  do. 

Family  interactions.  A sudden  change 
in  ECM  perception  at  the  onset  of  the 
prodromal  period  should  produce  a marked 
and  immediate  disturbance  in  social  con- 
tacts. The  patient,  not  knowing  that 
his  own  receiving  set  has  changed,  thinks 
that  those  around  him  have  changed  in 
some  fundamental  way.  His  own  ECM, 
in  turn,  begin  to  arouse  in  his  family  some 
of  the  effects  we  have  listed  as  reactions 
of  the  normal  to  the  schizophrenic  person. 
Severe  family  disturbances  should  result. 

If  this  happens  to  an  adolescent  or  an 
adult,  the  result  may  be  the  “familial 
hatred”  which  has  been  described  by 
Gaignaire196  as  a characteristic  symptom 
of  the  onset  of  the  “period  of  invasion”  of 
schizophrenia.  Pascal,  over  fifty  years 
ago,  described  this  event  in  more  detail197: 

Without  any  obvious  cause,  this  antipathy 
appears  in  the  prodromal  period.  Feelings  of 
envy  or  of  jealousy  are  not  involved.  Few 
other  symptoms  are  such  clear  forerunners  of 
the  impending  mental  deterioration.  The  pa- 
tient suddenly  feels  an  overwhelming  repul- 
sion towards  his  parents,  brothers,  and  chil- 
dren. In  women,  the  maternal  instinct  under- 
goes crucial  change.  The  mother  mistreats 
her  child  and  remains  impassive  when  it  falls 
seriously  ill. 

The  common  psychogenic  view  of  this  is 
that  the  patient  is  ill  because  he  hates  his 
parents.  With  the  ECM  theory,  we  come 
back  to  the  older  view  that  the  patient 
hates  his  parents  because  he  is  ill.  How 
better  should  we  interpret  2 of  these 
patients’  statements,  quoted  by  Pascal197: 

I loved  my  mother  so  much,  and  now  I am 
completely  indifferent  to  her. 

I feel  something  within  me  which  detaches 
me  from  my  parents.  Being  with  them  pro- 
duces a painful  aversion  in  me.  If  I saw  them 
die,  I would  not  weep. 

If  the  patient  has  relied  on  ECM  signals 
to  help  identify  those  around  him,  this 
sudden  change  will  lead  him  to  think 
that  they  are  not  who  they  say  they  are. 
He  now  thinks  he  was  born  to  another 
family.  This  “feeling  of  familial  change” 19C 
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is  known  as  the  Capgras  syndrome.198  A 
familiar  person  is  misidentified  as  a double 
or  as  a changeling. 

But  it  is  usual  for  this  familial  disturb- 
ance to  appear  before  the  child  can  speak, 
so  that  no  clear-cut  time  of  onset  is  noted. 
Much  recent  American  research  on  schizo- 
phrenia has  focused  on  this  disturbance, 
usually  with  the  understanding  that  the 
family  is  driving  the  child  crazy.  Lidz’s199 
working  hypothesis  is  that  “the  schizo- 
phrenic patient  escapes  from  an  un- 
tenable world  and  his  insoluble  conflicts 
by  altering  his  representation  of  reality.” 
The  ECM  theory  suggests  that  this  may  be 
true,  but  that  the  patient  has  created  this 
untenable  world  in  the  first  place. 

The  current  view  of  schizophrenia  is  that 
the  family  disturbance  induces  or  worsens 
the  condition.  But  if  we  are  dealing  with 
an  inherited  ECM  schizophrenia,  the 
strange  goings-on  in  the  patient’s  family 
might  serve  some  defensive,  perhaps  even 
helpful,  purpose. 

This  could  account  for  the  paradoxical 
finding  of  Cheek200  that  the  more  normal 
the  family  is  with  respect  to  the  features 
that  distinguish  families  of  normal  and 
schizophrenic  persons,  the  worse  the  patient 
is  likely  to  be.  “In  the  absence  of  certain 
aspects  of  this  distortion,  the  schizophrenic 
deteriorates.  This  suggests  that  the  dis- 
tortion might  serve  a useful  function  for 
the  schizophrenic.” 

If  the  disturbance  originates  with  the 
child,  maternal  deprivation  need  not  be  a 
crucial  factor.  The  idea  that  schizo- 
phrenic subjects  are  more  likely  to  have 
lost  their  mothers  in  childhood201  has  been 
refuted  by  Oltman  and  Friedman.  202  They 
find  that  there  is  no  etiologic  relationship 
between  parental  deprivation  and  schizo- 
phrenia. Studies  of  parental  care  history 
in  schizophrenic  patients  have  been  in- 
conclusive. 203 

We  can  never  be  quite  sure  of  what 
actually  did  happen  between  parents  and 
children.  But  when  a psychiatrist  reports 
getting  so  entangled  in  countertransference 
that  he  overlooks  the  schizophrenic  symp- 
toms of  his  patient  until  they  are  pointed 
out  to  him,204  little  doubt  is  left  that  the 
disturbance  emanates  from  the  patient 
and  not  from  those  around  him.  This  is 
exactly  the  lack  of  insight  typical  in  families 
of  schizophrenic  patients. 


Next  comes  the  question  of  the  so-called 
“schizophrenogenic  mother.”  This  ob- 
noxious term  has  been  rejected  by 
McGhie,205  who  concludes  that  “the 
mother-child  relationship  is  abnormal  only 
because  of  the  aberrant  behavior  of  the 
schizophrenic  from  childhood  onwards.” 
Rabinovitch206  also  believes  that  the  nega- 
tive attitudes  of  the  mother  are  her  response 
to  rejection  by  the  schizophrenic  child 
unable  to  respond  to  her  affection: 

In  our  work  with  the  families  of  schizo- 
phrenic children  we  have  been  impressed  with 
the  reaction  of  parents  to  the  child’s  deviation, 
the  parents’  incapacity  to  feel  a part  of  the 
autistic  life  of  the  child,  and  their  consequent 
anxiety  and  guilt.  Unresponsiveness  and  dys- 
identity  would  seem  to  have  been  present  in 
some  of  these  children  as  early  as  the  first 
year  of  life. 

Rosenfeld,207  discussing  the  concept  of 
the  schizophrenogenic  mother,  says  that 
the  existence  of  this  pathogen  is  disproved 
by  many  investigators.  He,  too,  offers 
the  theory  that  the  characteristics  of  such 
a mother  arose  in  reaction  to  a particularly 
difficult  schizoid  child.  Erikson208  sees 
the  problem  as  one  of  the  child’s  initial 
reserve  which  makes  the  mother  unwit- 
tingly withdraw.  These  children  very 
early  and  subtly  fail  to  return  the  mother’s 
glance,  smile,  and  touch.  The  primary 
deficiency  of  “sending  power”  is  in  the 
child. 

Willi209  also  points  out  that  well-adjusted 
parents,  even  including  psychiatrists,  might 
find  bringing  up  a child  with  predisposition 
to  schizophrenia  beyond  their  powers.  He 
warns: 

We  have  become  very  much  aware  of  the 
serious  consequences  of  holding  the  parents 
primarily  responsible  for  the  development  of 
schizophrenia,  based  on  oversimplified  theo- 
ries of  its  pathogenesis. 

To  sum  up,  there  is  no  real  proof  that 
the  family  disturbance  originates  with  the 
mother.  Any  added  disturbance  intro- 
duced by  her  will  make  matters  worse 
and  help  ensure  a poor  outcome.  But  the 
schizophrenogenic  mother  is  as  much  a 
myth  as  the  schizophrenogenic  indole. 
As  Sam  Levenson  says:  Insanity  is 

hereditary.  You  can  get  it  from  your 
kids. 

Monkey  psychoses.  Experiments  with 
primates  suggest  what  is  likely  to  happen 
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to  the  child  whose  own  reading  of  ECM 
is  in  conflict  with  their  meaning  to  others. 
He  is  likely  to  develop  many  of  the  symp- 
toms we  consider  characteristic  of  schizo- 
phrenia. In  monkeys,  disruptive  stress 
which  cannot  be  resolved  by  normal  adap- 
tations leads  to  symptoms  quite  analogous 
to  psychotic  behavior  in  man. 

The  monkeys  find  that  an  act  which  once 
produced  good  food  now  is  just  as  likely 
to  bring  forth  rubber  snakes.210  They 
respond  with  abnormal  behavior:  tachy- 
cardia, sweating,  hypertension,  increased 
17-ketosteroid  excretion  (these  activities 
are  associated  with  ECM  emission),  and 
what  looks  like  paranoia,  hallucinations, 
and  delusions.  The  olfactory  sense  is  hit 
hard:  The  monkeys  become  hypersensitive 
to  all  sorts  of  scents,  avoid  unfamiliar 
ones,  and  react  with  anxiety  and  phobia 
after  having  smelled  some  neutral  odor  a 
few  times  at  the  same  time  as  they  were 
shown  a snake.211 

When  monkey  infants  are  given  no 
opportunity  for  normal  mother-infant 
contact,  they  even  end  up  putting  out 
an  abnormal  metabolite  found  in  hu- 
man schizophrenia,  the  lactate/pyruvate 
factor.212 

Harlow  and  Zimmerman213  gave  infant 
monkeys  free  access  to  wire  dummies, 
thinking  that  these  would  be  “substi- 
tute mothers”  and  that  the  infants 
would  grow  up  healthier  than  others 
without  either  mothers  or  substitutes. 
But,  as  it  turned  out,  the  monkeys  with 
wire  mothers  grew  up  to  be  grossly  abnor- 
mal, unable  to  establish  social  bonds  with 
others,  withdrawn,  and  stereotyped  in 
behavior.  Bruch191  calls  this  “nonsocial 
syndrome”  the  experimental  equivalent  of 
human  schizophrenia. 

To  some  extent,  the  mother  of  the 
ECM-schizophrenic  child  might  just  as 
well  be  made  of  wire.  Her  and  his  ECM 
signals  are  not  understood  and  therefore 
not  responded  to. 

Psychologic  treatment.  Freud 
thought  that  psychoanalytic  treatment  was 
of  no  use  to  the  patient  with  schizophrenia. 
But  the  methods  of  Freud  and  Jung  were 
promptly  applied  in  the  treatment  of 
schizophrenia,  with  good  results.214  This 
was  then  forgotten,  and  only  more  recently 
has  there  been  a spread  of  the  revolutionary 
realization  that  it  is  possible  to  achieve  a 


workable  transference  relationship  between 
a schizophrenic  patient  and  his  therapist.3 
Many  apparently  successful  methods  use 
“neo-Freudian”  methods,  individual  modi- 
fications of  the  psychoanalytic  technic. 

Fish93  summarizes  the  case  for  the  prag- 
matic value  of  psychologic  treatment: 

It  is  well  known  that  the  results  of  psycho- 
therapy depend  much  more  on  the  enthusiasm 
and  special  flair  of  the  therapist  than  on  the 
correctness  of  his  psychological  therapies.  It 
is  therefore  not  possible  to  dismiss  psycho- 
analytic theories  of  schizophrenia  as  inadmis- 
sible fantasies,  since  these  theories  encourage 
the  doctor  to  make  contact  with  his  patients 
and  may  lead  to  a more  humane  treatment  of 
the  mentally  ill. 

I think  that  this  enthusiasm  and  flair 
have  to  be  of  a very  special  kind.  The 
presence  in  a psychiatrist  of  the  kind  of 
allophobia  we  have  described  is  bad 
medicine  for  the  patient.  The  psychia- 
trist’s own  reactions  are  a critical  factor 
in  the  care  of  the  schizophrenic  patient. 3 

Absence  of  horror  is  best.  It  has  been 
suggested  that  much  of  the  success  of 
Rosen’s  “direct  psychoanalysis”  of  schizo- 
phrenia was  due  to  the  fact  that  he  per- 
sonally had  no  fear  of  the  patient.215 
And  if  horror  is  present,  it  helps  to  admit  it. 
Searles94  speaks  of  “extraordinarily  intense 
rage  and  contempt”  aroused  in  him  by  a 
patient,  and  relates  that  after  he  accepted 
these  feelings,  the  patient  stopped  hal- 
lucinating in  his  presence. 

Betz  and  Whitehorn216  have  shown  that 
psychiatrists  can  be  divided  into  two 
groups,  one  (A)  producing  about  75  per 
cent  improvement  in  the  treatment  of 
schizophrenia,  the  other  (B)  about  25  per 
cent.  Training  does  little  to  improve  the 
effectiveness  of  group  B.  Group  A physi- 
cians have  an  indefinable  quality  of  being 
able  to  relate  readily  to  their  schizophrenic 
patients;  group  B physicians  seem  per- 
petually baffled  by  the  schizophrenic  sub- 
ject. This  is  clearly  a matter  of  personality, 
Betz  and  Whitehorn216  point  out,  but  it  is 
not  a strictly  schizophrenic-schizophrenic 
coupling.  They  found  that  group  A did 
not  do  better  than  group  B in  the  treatment 
of  nonschizophrenic  conditions;  and  later 
work  shows  that  neurotic  patients  do  better 
under  the  care  of  B than  of  A physicians.217 
Similar  findings  come  from  Scotland218: 
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May  it  be  that  the  personality  of  the 
therapist  is  as  important  as,  or  even  more 
important  than  the  psychotherapeutic  method 
he  uses  in  treating  schizophrenics? . . . There 
are  some  obvious  reasons  why  this  should  be 
so.  The  schizophrenic,  suspiciously  sensitive 
of  nuances  of  attitude  and  feeling  in  those 
close  to  him,  rapidly  penetrates  the  formalities 
of  a doctor-patient  relationship.  . . . The 

fact  that  much  of  the  treatment  has  to  be 
nonverbal  taps  what  is  native  in  the  therapist 
rather  than  what  has  been  recently  acquired 
in  his  psychiatric  training ...  . There  is  no 

doubt  that  some  psychiatrists  like  working 
with  schizophrenic  patients  better  than  do 
other  psychiatrists,  and  appear  to  have  more 
success  with  them. 

And  from  Australia219: 

It  is  now  fairly  widely  accepted  that  some 
psychiatrists  have  the  ability  to  give  success- 
ful psychotherapy  to  schizophrenics  while 
others  have  not.  This  ability  is  not  clearly 
related  either  to  formal  psychiatric  training  or 
to  knowledge  of  psychodynamics.  It  is  usu- 
ally held  that  such  therapists  have  a high 
degree  of  empathy,  and  work  intuitively,  and 
that  these  characteristics  cannot  be  acquired, 
or  at  least  are  not  developed  by  conventional 
psychiatric  training.  However,  this  in  itself 
is  not  a really  adequate  explanation.  The 
intuitive  person  arrives  at  a correct  conclusion 
by  some  process  other  than  logical  steps  of 
reasoning.  But  in  these  cases  there  is  often 
remarkably  little  conscious  exchange  of  ideas. 
We  see  this  situation  in  its  extreme  form  when 
a schizophrenic  improves  after  forming  some 
relationship  with  some  understanding  but 
quite  untrained  person.  Such  situations  are 
by  no  means  uncommon,  and  might  lead  us  to 
feel  that  our  relation  with  the  patient  is  the 
all-important  factor,  and  that  the  therapeutic 
effect  of  contact  with  the  untrained  individual 
is  the  result  of  his  intuitive  ability  to  make 
appropriate  emotional  responses. 

I feel  that  there  is  some  basic  mechanism 
which,  so  far,  eludes  us.  Is  there  some  other 
factor  in  psychotherapy  which  is  beyond  our 
present  theoretical  constructs,  and  which  op- 
erates unknown  to  the  therapist? 

The  psychiatrist  who  is  aware  of  his 
reactions  can  even  use  them  to  distinguish 
subtypes  of  schizophrenia.  Eldred220  ac- 
cepts schizophrenic  patients  for  office 
treatment  on  the  basis  of  his  subjective 
experiences  during  the  first  interview. 
He  rejects  those  to  whom  he  reacts  with 
lack  of  interest  and  coldness,  those  whom  he 
experiences  as  out  of  his  “ken.”  And  he  is 
well  aware  that  something  similar  is  prob- 
ably experienced  by  the  patient  about  the 
therapist. 

All  this  raises  the  thought  that  some 


similarities  in  biochemical  makeup  between 
physician  and  patient  might  make  ECM 
contact  possible.  The  reaction  of  the 
physician  would  then  be  more  akin  to 
love  than  to  hate.  As  one  psychiatrist 
says: 

Another  striking  feature  is  the  strong  appeal 
which  many  schizophrenics  have  for  many  of 
us;  this  appeal  would  seem  to  be  highly  in- 
dividual in  that  certain  patients  appeal  to 
certain  therapists.  . . it  is  possibly  rather  ir- 
relevant what  is  interpreted,  but  the  way  in 
which  things  are  said  is  far  more  important. 
One  might  hold  that  it  is  the  therapist’s  be- 
havior that  exerts  a favorable  influence  on  the 
patient.221 

And  others  have  pointed  out  that  the 
nonverbal  understanding  which  can  be 
reached  in  schizophrenia  between  patient 
and  physician  is  quite  analogous  to  the 
nonverbal  understanding  between  mother 
and  child.222 

As  an  early  example,  the  name  of  one 
psychiatric  nurse  of  seventeenth  century 
Paris,  Sister  Nicole,  has  been  preserved. 
Working  with  St.  Vincent  de  Paul,  she 
was  never  known  to  show  the  least  resent- 
ment toward  patients,  though  often  roughly 
treated  and  occasionally  injured  by  them.223 
And  in  the  nineteenth  century,  Esquirol 
said:  “II  faut  aimer  les  alienes  pour  etre 
digne  et  capable  de  les  servir.” 

Sullivan125  found  the  principle  of  similia 
similibus  curantur  very  helpful.  Potential 
schizophrenic  persons,  he  felt,  obtained 
best  results  as  attendants  for  schizophrenic 
patients;  and  he  believed  that  his  own  skill 
derived  from  his  own  early  encounter  with 
the  disease.  He  said: 

I found  some  people  running  around  loose 
who  seemed  to  have  a good  deal  of  this  sensi- 
tiveness but  who  still  seemed  like  myself  to 
maintain  a measure  of  contact  with  external 
conditioned  reality;  and  when  we  put  these 
people  in  positions  to  care  for  some  partic- 
ularly young  schizophrenics,  the  results 
achieved  approximate  miracles,  as  far  as  the 
well-known  traditions  about  schizophrenics 
are  concerned. 

Rosen,  in  his  direct  analysis  method,  also 
seems  partial  to  former  schizophrenic  pa- 
tients as  assistant  therapists  because  of 
their  ability  to  have  empathy  with  the 
patient.224 

I see  further  support  for  these  views  in 
the  fact  that  in  the  history  of  treatment  of 
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schizophrenia,  individuals  rather  than 
methods  stand  out  by  their  success.  Most 
use  analytic,  some  somatic  approaches;  but 
they  tend  to  share  the  following  character- 
istics: 

1.  Prompt,  prolonged,  and  frequent  suc- 
cess, by  far  exceeding  routine  results 

2.  Deep  concern  and  liking  for  their 
patients 

3.  Use  of  some  ECM  modality  in  treat- 
ment: intense  social  contact,  mother  love, 
food 

4.  Critical  manner  in  dealing  with  those 
not  subscribing  to  their  methods 

5.  Failure  of  others  to  replicate  their 
results. 

As  Jackson225  sees  it,  among  the  various 
types  of  therapists  who  work  with  schizo- 
phrenic patients,  there  is  one  group  consist- 
ing of  gifted  nonconformists  who  over- 
identify with  their  patients  and  are  some- 
what schizophrenic  themselves.  They  are 
particularly  successful  in  resolving  the  acute 
phase  of  the  psychosis. 

Let  me  warn  the  reader  that  this  section 
does  not  echo  the  popular  view  that  you 
have  to  be  a little  crazy  yourself  to  treat 
crazy  people.  “Schizophrenic”  has  two 
meanings.  In  the  future,  I intend  to  use 
the  word  “allophrenia”  instead  of  “pre- 
disposition to  schizophrenia,”  and  restrict 
the  word  schizophrenia  to  the  secondary 
symptoms  of  overt  psychosis  which  occur 
only  in  those  allophrenic  persons  who  can- 
not handle  their  gifts.  In  these  terms,  the 
physician  who  is  somewhat  allophrenic  will 

{do  best  with  the  patient  who  is  schizo- 
phrenic. 

Organic  aspects 

Cardiovascular  changes  in  schizo- 
phrenia. Persistent  efforts  to  find  some 
bodily  lesion  specific  of  schizophrenia  have 
come  to  naught,  with  one  exception.  And 
that  exception  is  not,  as  we  might  expect, 
the  brain  but  the  cardiovascular  system.226 

External  chemical  messengers  made  else- 
where in  the  body  reach  the  emission  point 
by  way  of  the  capillary  system.  If  ECM 
output  is  depressed  in  connection  with 
schizophrenic  withdrawal,  there  should  be 
a corresponding  change  in  function  and 
appearance  of  capillaries,  blood  vessels,  and 
heart. 


Early  findings  of  hypoplasia  of  the  car- 
diovascular system  in  schizophrenia  were 
reported  by  Lewis.227  The  density  of  skin 
capillaries  in  schizophrenic  patients  is  about 
half  that  of  normal  persons.  228  The  retinal 
vascular  bed  is  small.  229  Blood  flow  is  re- 
duced.230 The  heart  is  often  small,  with  a 
paper-thin  auricular  wall.231  Even  in  the 
brain,  the  blood  vessels  seem  different.  A 
near  absence  of  cerebral  hemorrhage  and 
cerebral  embolism  in  schizophrenia  is  a 
conspicuous  and  unexplained  pathologic 
observation,232  supporting  older  clinical  im- 
pressions.81 

All  these  findings  may  be  viewed  as  fea- 
tures of  “chemical  withdrawal,”  a useful 
protective  function  in  schizophrenia.  The 
greater  the  capillary  abnormality  in  schizo- 
phrenia, the  greater  the  abnormality  on 
psychologic  tests,233  but  the  better  the 
prognosis.234 

The  disturbed  regulation  of  circulation 
which  is  often  found  in  schizophrenic  pa- 
tients235 may  not  be  secondary  (defensive) 
but  part  of  the  primary  change,  conscious 
reporting  from  normally  automatic  vaso- 
motor phenomena.  The  earliest  symptoms 
of  the  prodromal  period  include  vasomotor 
disturbances.236 

Neuroanatomy  of  schizophrenia.  It 
has  always  seemed  puzzling  that  no  brain 
lesion  characteristic  of  schizophrenia  or  of 
any  of  its  subgroups  has  ever  been  proved 
to  exist.  Kety29  mentions  the  possibility 
that  the  genetic  factors  in  schizophrenia 
operate  to  determine  inappropriate  inter- 
connections between  normal  areas  of  the 
brain.  If  there  really  are  open  paths, 
normally  not  present,  then  no  single  area  of 
the  brain  would  look  abnormal  in  early 
schizophrenia;  but  inappropriate  connec- 
tions might  some  day  be  found  by  anatomist 
or  physiologist. 

Since  we  do  not  know  the  seat  of  con- 
sciousness, if  any,  this  leaves  the  field  of 
search  wide  open.  But  reports  of  synes- 
thesia in  schizophrenia  suggest  that,  in 
addition,  there  should  be  abnormal  open 
paths  between  sensory,  motor,  and  associa- 
tion areas  silent  to  consciousness. 

Flechsig’s  rule  states  that  in  man  there 
are  no  direct  connections  between  primary 
sensory  reception  areas  and  the  neocortex. 
All  such  contacts  are  relayed  via  the  para- 
sensory  areas.237  In  subprimate  animals, 
however,  nerve  fibers  may  directly  connect 
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primary  receptive  areas  and  the  neocortex, 
and  some  of  these  primitive  connections 
may  persist  in  man,  although  probably  in 
vestigial  form.238 

It  seems  that  we  get  our  readings  on  the 
state  of  the  world  around  us  by  an  indirect 
route.  Does  this  structure  of  the  brain  tie 
in  with  its  function?  I think  it  does. 
Whereas  we  tend  to  interpret  or  misinter- 
pret sense  input  in  the  light  of  its  symbolic 
meaning,  animals  and  very  young  infants 
react  directly  to  perceptual  cues.64  I sug- 
gest, therefore,  that  the  schizophrenic  pa- 
tient also  has  direct  access  to  sense  data  that 
“we”  (our  normal  awareness)  either  do  not 
get  at  all  or  only  after  cortical  bowdleriza- 
tion.  Flechsig’s  rule  is  broken  in  schizo- 
phrenia. 

There  are  three  ways  in  which  this  can 
happen:  (1)  Fibers  from  primary  sensory 
areas  to  other  parts  of  the  cortex,  normally 
absent,  are  present  in  schizophrenia;  (2) 
such  fibers  are  vestigial  remnants  in  both 
normal  and  schizophrenic  man,  but  central 
inhibitions  blocking  them  are  lifted  in 
schizophrenia;  and  (3)  this  opening  of  nor- 
mally closed  paths  prevents  their  deteriora- 
tion, producing  alternative  (1)  at  a later 
age.  In  cases  (1)  or  (3),  we  may  some  day 
be  able  to  pinpoint  the  anatomic  lesion  of 
schizophrenia  after  all:  normal-looking 

fiber  tracts  in  abnormal  positions. 

Alternative  (1),  physical  presence  of  fiber 
tracts  not  normally  found  in  man,  is  most 
congenial  to  me.  However,  reports  of 
schizophrenia  occurring  in  patients  with 
frontal  tumors  favor  alternative  (2),  release 
of  inhibition.  239  It  is  hard  to  see  how  a 
tumor  could  cause  fiber  tracts  to  arise,  but 
it  could  easily  block  inhibitory  pathways. 

Rhinencephalon  in  schizophrenia. 
Because  ECM  are  important  in  social  con- 
tacts and  in  schizophrenic  symptoms,  such 
anatomic  changes  should  be  most  prominent 
in  those  parts  of  the  brain  which  control 
ECM  function.  A later  article  in  this 
series  will  provide  evidence  for  the  view  that 
the  olfactory  areas,  commonly  called  rhin- 
encephalon or  limbic  lobe,  coordinate  input 
(olfaction)  and  output  (emotion)  of  external 
chemical  messengers  and  of  other  bonds 
between  the  individual  and  his  group.  And 
a number  of  investigators  have  suspected, 
on  widely  differing  grounds,  that  the  limbic 
lobe  is  involved  in  schizophrenia. 

Kliiver  and  Bucy240  removed  large  por- 


tions of  the  rhinencephalon  in  monkeys, 
producing  dramatic  behavioral  changes 
which  remind  Goldfarb68  of  the  tendency  of 
schizophrenic  children  to  excessive  use  of 
smell,  touch,  and  taste.  Mettler72  cites 
evidence  to  suggest  that  schizophrenia  may 
be  due  to  dysfunction  of  the  striatum,  a 
structure  which  in  lower  animals  primarily 
handles  olfactory  inflow.  Monroe  et  aZ.241 
believe  that  paroxysmal  electrical  activity 
in  the  rhinencephalon  is  correlated  with 
psychotic  manifestations  such  as  perceptual 
distortion,  depersonalization,  and  intense 
emotion. 

Heath  and  Leach242  have  advanced  the 
hypothesis,  amply  supported  by  electro- 
encephalographic  evidence,  that  parts  of 
the  olfactory  brain  function  abnormally  in 
psychotic  behavior.  Turner243  links  the 
schizophrenic  state  to  excessive  discharges 
traveling  along  rhinencephalic  pathways 
such  as  the  fornix  and  the  medial  forebrain 
bundle.  Roberts244  suggests  that  schizo- 
phrenia is  due  to  disturbances  in  limbic  lobe 
function;  lesions  in  this  area  interfere  with 
or  markedly  change  social  behavior. 

Smythies245  has  put  forward  a hypothesis 
of  disordered  behavior  and  emotion  in  terms 
of  abnormal  functioning  of  the  limbic  sys- 
tem. Treffert’s246  electroencephalo graphic 
work  points  to  a link  between  schizophrenia 
and  dysfunction  of  the  rhinencephalon. 
The  many  clinical  relations  between  schizo- 
phrenia and  epilepsy  also  support  the  idea 
of  this  link.247 

Pineal  body  in  schizophrenia.  A later 
article  in  this  series  will  cite  data  to  support 
the  hypothesis  that  a primary  function  of 
the  pineal  body  is  hormonal  control  of  ECM 
output  in  response  to  olfactory  input  from 
the  limbic  lobe  and  that  this  is  closely  linked 
to  light  input  and  to  skin  pigmentation. 
In  schizophrenia,  there  should  therefore  be 
involvement  of  pineal  gland  and  of  pigment- 
forming cells. 

Hyslop  in  1900 2 48  noted  the  relation  be- 
tween skin  pigmentation  and  central  nerv- 
ous system  illness,  and  Greiner  and  Nicol- 
son249  find  that  schizophrenic  patients  have 
increased  melanogenesis,  which  is  further 
increased  by  phenothiazine  treatment. 
They  conclude  from  this  that  there  is  ab- 
normal synthesis  of  melatonin  in  the  pineal 
gland  in  schizophrenia. 

A relation  between  the  pineal  gland  and 
psychotic  states  has  also  been  suggested  by 
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Nahum, 250  and  Altschule251  claims  that 
pineal  extracts  reduce  the  amount  of  amino- 
chromes  in  the  blood  of  schizophrenic  pa- 
tients. 

Nicolson  et  al .252  report  that  when  penicil- 
lamine is  used  to  inhibit  the  abnormal  skin 
pigmentation,  the  behavior  of  the  patient 
improves.  What  actually  improves,  per- 
haps, is  the  behavior  of  others  toward  these 
patients,  now  no  longer  emitting  so  many 
offending  ECM  signals. 

Other  endocrine  glands.  There  are 
marked  disturbances  of  the  endocrine  sys- 
tem in  schizophrenia.  But  like  so  many 
other  aspects  of  this  elusive  disease,  the 
nature  and  meaning  of  these  disturbances 
has  always  managed  to  slip  out  of  our  grasp. 
Perhaps  the  view  of  the  endocrine  glands  as 
factories  for  the  production  of  external 
chemical  messengers  (ECM)  as  well  as  of 
internal  chemical  messengers  (hormones)  is 
the  handhold  we  have  been  looking  for. 

If  the  endocrine  changes  of  schizophrenia 
mirror  the  general  abnormality  of  ECM 
metabolism,  we  should  expect  the  disturb- 
ance to  be  widespread,  not  localized  in  any 
particular  gland.  Metabolic  studies  of 
schizophrenia  show  that  the  less  clear-cut 
the  endocrine  abnormality,  the  more  schizo- 
phrenia-like is  the  clinical  picture.236 

We  have  seen  in  Part  I how  various  hor- 
mones can  alter  the  level  of  conscious  aware- 
ness of  ECM  input.  If  abnormal  aware- 
ness of  ECM  is  a major  problem  in  schizo- 
phrenia, there  should  be  cases  in  which 
hormonal  function  affects  the  activity  of  the 
disease. 

There  are  cases  in  which  the  psychosis 
recurrently  erupts  before  menstruation.253 
Menstrual  disturbances  can  be  among  the 
earliest  symptoms  of  the  prodromal  period 
of  schizophrenia.  236  One  schizophrenic  pa- 
tient doubled  his  I131  uptake  every  time  he 
became  mute  and  retarded.254 

In  some  types  of  schizophrenia,  the  hor- 
monal abnormality  seems  to  focus  on  the 
adrenal  gland.255  Some  studies  have  re- 
ported hyperactivity  of  the  adrenals  in 
schizophrenia,  others  hypoactivity.  This 
depends  on  the  stage  of  the  disease:  adrenal 
activity  decreases  as  the  effectiveness  of  the 
patient’s  psychological  defenses  rises,  that 
is,  as  he  becomes  more  withdrawn  or  de- 
luded.113 It  also  depends  on  the  clinical 
picture:  Paranoid  schizophrenic  subjects 

excrete  more  17-ketosteroids  than  others.256 


In  some  patients  with  abnormally  high  or 
low  adrenal  function,  normal  hormone 
equilibrium  is  restored  during  a spontane- 
ous remission,  sometimes  even  before  the 
mental  improvement  is  recognized.256 

In  all  animals,  ECM  show  marked  differ- 
ences between  males  and  females  of  the 
same  species.  If  ECM  effects  are  impor- 
tant in  schizophrenia,  there  should  be  im- 
portant male-female  differences,  not  limited 
to  gonadal  effects.  There  are  a few  such 
differences,  but  their  full  recognition  will 
probably  not  come  until  the  subtypes  of 
schizophrenia  are  identified. 

Childhood  schizophrenia  is  more  frequent 
in  boys  than  in  girls257;  in  schizophrenia  of 
later  onset,  the  sex  ratio  is  reversed. 
Schizophrenic  women,  unlike  schizophrenic 
men,  are  more  dominating  and  more  active 
than  normal  women.  258  The  excretion  of 
vanilmandelic  acid  in  response  to  the  injec- 
tion of  histamine  is  characteristic  of  the 
young  schizophrenic  male  but  occurs  neither 
in  normal  subjects  nor  in  female  schizo- 
phrenic patients.259 

Abnormal  metabolites.  “Hearing”  a 
nonverbal  language  different  from  us  others, 
the  ECM-schizophrenic  person  is  likely  to 
“talk”  it  too  by  emitting  ECM  not  usually 
handled  by  kidney  and  skin.  In  addition, 
there  probably  are  direct  disturbances  of 
ECM  output  comparable  to  the  muscle 
disturbances  of  motor  schizophrenia. 

First,  to  take  up  abnormal  ECM  in  skin, 
these  are  likely  to  manifest  themselves  by 
sweat  and  smell.  The  skin  of  the  schizo- 
phrenic patient  tends  to  be  greasy  and  to 
become  greasier  in  proportion  to  psychotic 
activity.  248  Stefan,260  in  his  autobiography, 
notes  that  schizophrenic  symptoms  were 
associated  with  greasy  hair  and  fetid  sweat. 

Many  observers  in  the  last  century  com- 
mented on  the  peculiar  odor  of  the  back 
wards  of  mental  hospitals,  and  some  claimed 
to  be  able  to  recognize  insanity  by  its  smell. 
As  a subjective  impression,  this  fragment  of 
clinical  lore  rarely  found  its  way  into  text- 
books. Recognizing  the  lack  of  value  of 
subjective  impression.  Smith  and  Sines261 
decided  to  appeal  to  independent  arbiters: 
a group  of  rats  trained  for  odor  recognition 
and  a panel  of  human  odor  experts. 

They  found  that  rats  were  able  to  dis- 
criminate between  schizophrenic  sweat  with 
this  strange  odor  and  nonschizophrenic 
sweat  at  the  0.0001  level  of  confidence. 
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The  human  panel  was  able  to  make  this 
discrimination  at  the  0.005  level  of  confi- 
dence. The  factors  of  age,  race,  diet,  and 
cleanliness  were  controlled.  Patients 
scrubbed  and  rinsed  thoroughly  before  col- 
lection of  sweat  continued  to  have  the  odor, 
suggesting  its  metabolic  origin.  Most  im- 
portant, they  found  that  the  odoriferous 
substance  could  be  extracted  and  concen- 
trated with  ether.  Cotton  wool  soaked  in 
this  extract  was  used  in  tests  rather  than 
the  actual  patient,  thus  eliminating  the  pos- 
sibility of  nonchemical  cues  biasing  the  re- 
sults. 

Posner,  Culpan,  and  Stewart262  confirmed 
the  presence  of  an  intense  body  odor  in  a 
female  schizophrenic  patient,  associated 
with  clinical  exacerbations,  profuse  sweat, 
and  extremely  greasy  skin.  They  thought 
that  this  odor  was  due  to  Pseudomonas 
infection.  Skinner,  Smith,  and  Rich,263 
however,  repeated  their  work  in  a controlled 
comparison  of  patients  with  and  without 
odor.  They  found  no  association  with 
Pseudomonas,  although  diphtheroids 
seemed  to  be  more  frequent  in  patients  with 
odor  than  without.  As  I have  mentioned 
before,  symbiotic  bacteria  are  in  effect  part 
of  the  host  system  of  internal  and  external 
hormones.  It  makes  little  difference 
whether  these  particular  abnormal  ECM 
are  produced  by  skin  glands  or  by  skin 
bacteria.  Furthermore,  it  is  possible  that 
these  ECM  enhance  the  growth  of  resident 
bacteria. 

Clinical  chemistry  of  schizophrenia. 
The  clinical  chemistry  aspect  of  schizo- 
phrenia is  as  elusive  as  all  others.  The 
position  is  well  expressed  by  Riimke264: 

What  strikes  me,  particularly  in  biochem- 
ical efforts,  is  the  fact  that  something  is  nearly 
always  found;  but  this  something  always  just 
escapes  being  significant . . . there  are  many 
pathological  findings  that  are  without  doubt 
pregnant  with  significance  ..  . . It  might  well 
be  that  various  small  differences  will  assume 
significance  when  regarded  from  a different 
point  of  view. 

To  provide  a different  point  of  view,  let  us 
see  what  urinary  findings  would  be  typical 
of  ECM  schizophrenia  and  how  this  accords 
with  published  data. 

There  cannot  be  just  one  type  of  ECM 
schizophrenia.  There  must  be  many  sub- 
types,  each  with  its  own  typical  picture  of 
abnormal  ECM  output.  Since  at  this  time 


all  subtypes  of  schizophrenia  are  lumped 
together,  the  first  thing  we  would  expect  is 
confusion: 

The  over-all  impression  of  the  results  so  far 
published  is  chaos.  There  are  reports  on  iden- 
tical studies  with  completely  contradictory 
results;  nearly  every  centre  leaps  from  one 
project  to  another  without  finishing  anything, 
and  a matter  of  fashion  is  obviously  in- 
volved.265 

Bringing  together  a large  mass  of  indi- 
viduals labeled  “schizophrenic”  makes  the 
detection  of  ECM  subgroups  a matter  of 
chance.  If  the  subgroups  are  small,  they 
will  remain  hidden.  But  one  recent  experi- 
ment suggests  that  the  subgroups  are  large: 
Domino  et  al.,i6i  hunting  for  the  patho- 
logic globulin  taraxein,  compared  the  effect 
of  plasma  from  normal  and  chronic  schizo- 
phrenic subjects  on  a pole  jump  response  in 
rats.  There  was  no  difference. 

However,  within  the  chronic  schizophrenic 
population  there  are  subgroups  whose  plasma 
was  differentially  effective  in  reducing  rate  of 
learning.  These  results  are  preliminary  and 
subject  to  continued  experimentation.  They 
are  presented  here  to  make  others  aware  of 
the  need  to  consider  the  existence  of  possible 
biologic  subgroupings  of  schizophrenia  in 
future  investigations  of  the  plasma-behavior 
interaction. 

Until  we  find  some  way  of  peeling  off 
smaller,  better-defined  clinical  entities,  we 
will  learn  more  from  many  tests  done  on  a 
single  patient  (longitudinal  studies)  than 
from  one  test  done  on  many  patients  (trans- 
verse studies).  Serial  chemical  tests  on  a 
single  patient  should  show  correlation  be- 
tween disease  activity  and  excretion  of  ab- 
normal metabolites. 

For  example,  transverse  studies  of  various 
indoles  showed  no  difference  between  patient 
and  control.  But  when  individual  patients 
were  followed,  there  was  a striking  corre- 
lation between  psychotic  activity  and  indole 
excretion.  267  Rubin  and  Mandell 268  review 
recent  studies  of  adrenocortical  activity  in 
schizophrenia.  Five  studies  were  trans- 
verse and  negative;  two  were  longitudinal 
and  in  both,  significant  increases  in  urinary 
excretion  of  steroids  were  found  character- 
istic of  the  eruptive  stage. 

The  distinction  between  the  eruptive 
(acute)  and  the  posteruptive  (chronic) 
stages  deserves  more  attention  than  it  now 
receives  in  biochemical  studies.  There 
should  be  little  or  no  similarity  between  the 
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two,  since  the  eruptive  stage  is  charac- 
terized by  ECM  output  reflecting  the  pa- 
tient’s turmoil  as  well  as  his  basic  ECM 
abnormality,  while  chemical  withdrawal 
causes  a massive  change  in  the  posteruptive 
period.  For  example,  the  concentration  of 
5-hydroxyindoles  in  cerebrospinal  fluid  is 
normal  in  chronic  but  markedly  reduced  in 
acutely  schizophrenic  patients.269 

Subdividing  even  more  finely  the  phases 
of  the  first-episode  acute  schizophrenic  reac- 
tion, Sachar  et  al.Ui  show  a highly  signifi- 
cant relation  between  steroid  excretion  and 
these  phases.  The  output  is  at  a peak 
during  acute  psychotic  turmoil;  it  drops 
during  the  stage  of  psychotic  equilibrium; 
rises  again  as  the  patient  gives  up  his 
psychotic  position;  and  drops  toward 
normal  in  the  recovery  phase. 

When  we  find  abnormal  metabolites  in 
the  urine  of  patients  in  the  eruptive  period, 
it  may  have  been  the  turmoil  rather  than 
the  schizophrenia  that  caused  their  excre- 
tion. For  example,  the  urinary  excretion 
of  indoles  varies  more  with  the  patient’s 
anxiety  than  with  the  symptomatic  pic- 
ture.270 It  is  possible  that  few  or  none  of 
the  metabolic  changes  found  so  far  are  char- 
acteristic of  the  disease;  perhaps  the  pri- 
mary ECM  of  schizophrenia  are  too  com- 
plex and  too  scarce  to  have  been  caught  in 
our  net  so  far.  At  any  rate,  the  prodromal 
stage  is  the  best  period  to  hunt  for  them. 

Since  ECM  are  not  static,  but  constantly 
responding  message  units,  the  usual  urinaly- 
sis should  be  supplemented  by  a search  for 
ECM  provoked  by  the  same  stimulus  in 
one  group  and  not  in  the  other.  This  has 
been  done  with  chemical  stimuli.  For  ex- 
ample, intramuscular  histamine  markedly 
increases  the  urinary  excretion  of  vanil- 
mandelic  acid  in  male  schizophrenic  pa- 
tients.259 Reserpine  and  chlorpromazine 
raise  the  excretion  rate  of  homovanillic  acid 
in  schizophrenic  patients.271 

Some  of  the  most  significant  ECM  in 
insects  are  extremely  labile,  for  if  they 
stayed  around,  they  would  interfere  with 
the  transmission  of  the  following  message; 
and  the  action  of  others  is  easily  masked. 
In  man  the  serum  factors  that  induce 
behavioral  and  electroencephalographic 
changes  in  animals  are  extremely  labile  and 
easily  masked  by  inhibiting  proteins.272  273 

The  usual  test  for  entire  classes  of  urinary 
metabolites,  for  example  16-hydroxyketo- 


steroids,  is  like  trying  to  determine  the 
meaning  of  speech  from  its  sound  volume. 
All  this  kind  of  testing  gives  us  is  the  noise 
level,  not  the  content.  Individual  com- 
ponents should  be  measured,  but  not  just 
one  at  a time.  ECM  are  typically  mix- 
tures of  individual  chemicals.  The  cur- 
rent emphasis  on  isolation  of  specific 
abnormal  metabolites,  one  at  a time,  is 
apt  to  reduce  chances  of  success.  The 
search  should  be  for  several  chemicals 
varying  in  level  at  the  same  time  and  at 
the  same  rate. 

For  example,  chromatography  of  schizo- 
phrenic urine  producing  behavioral  changes 
in  mice  indicates  that  two  or  more  unidenti- 
fied active  components  are  present.274 
Reiss’  attempts  to  find  effects  on  animals 
of  body  fluids  from  the  mentally  retarded 
failed  for  years  until  he  gave  them  jointly 
with  pituitary  hormones.275  And  Brune 
and  Himwich,267  in  a longitudinal  study  of 
indoles  in  schizophrenia,  report  as  their 
most  striking  observation  a correlation  be- 
tween the  output  of  tryptamine  and  3- 
indole-3-acetic  acid.  Levels  of  both  indoles 
rose  when  the  psychosis  got  worse  and  fell 
to  near  normal  when  the  patient  improved. 

Since  ECM  are  mixtures,  it  should  be 
easier  to  demonstrate  behavioral  effects  of 
entire  schizophrenic  body  fluids  than  of  in- 
dividual substances  found  in  them.  It  does 
seem  that  the  ratio  of  positive  to  negative 
reports  of  a specific  chemical  abnormality  in 
schizophrenia  is  higher  for  body  fluids  than 
for  individual  chemicals.  276 

If  perceptual  changes  are  the  input  and 
abnormal  metabolites  the  output  side  of 
ECM  schizophrenia,  there  should  be  a cor- 
relation between  the  two.  Osmond  and 
Hoffer7  find  a significant  correlation  be- 
tween perceptual  abnormality  and  the  pres- 
ence of  mauve  factor  in  the  urine. 

The  presence  of  abnormal  ECM  in  body 
fluids  should  be  detectable  by  injection  in 
animals  and  man.  Taraxein,  an  immune 
globulin  extracted  from  schizophrenic 
serum,  is  reported  to  produce  schizophrenia- 
like symptoms  in  monkeys  and  in  human 
volunteers.  277  Injections  of  schizophrenic 
urine  produce  a wide  variety  of  behavioral 
and  electroencephalographic  changes  in  cats 
and  monkeys.278  The  usual  interpretation 
is:  We  are  producing  schizophrenia.  But 

the  symptoms  have  to  be  twisted  out  of 
shape  to  make  them  look  like  schizophrenia. 
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My  interpretation  is:  We  are  producing 

praecox  feeling! 

It  does  seem  reasonable  to  assume  that 
any  abnormal  ECM  in  schizophrenia  pro- 
duce the  “praecox  feeling”  and  “allo- 
phobia”  we  have  discussed.  If  so,  it  may 
not  be  necessary  to  inject  schizophrenic 
body  fluids.  Just  exposing  the  animals  to 
their  smell  should  be  enough.  Further- 
more, we  have  to  remember  the  two-way 
nature  of  these  reactions.  It  is  not  incon- 
ceivable that  the  biochemical  personality  of 
the  experimenter  has  a direct  effect  on  the 
nature  of  the  substances  he  does  or  does  not 
find  in  his  patients.  Perhaps  that  is  one  of 
the  reasons  why  persistently  positive  re- 
ports come  from  some  centers  and  persist- 
ently negative  ones  from  others. 

Schizophrenia  and  inherited  meta- 
bolic disease.  If  the  ECM  theory  applies 
to  any  large  proportion  of  schizophrenic 
patients,  it  seems  likely  that  we  shall  be 
able  to  carve  out  a number  of  subtypes, 
each  with  a fairly  characteristic  input  ab- 
normality, output  abnormality,  and  age  of 
onset. 

If  the  ECM  gave  us  some  recognition 
signal,  we  would  have  no  trouble  telling  the 
subtypes  apart.  One  abnormal  metabolite 
turns  red  on  exposure  to  light.  And  this 
condition,  porphyria,  seems  to  illustrate  the 
following  points:  (1)  simple  genetics — 

inherited  as  a Mendelian  dominant;  (2) 
genetic  predisposition — only  some  patients 
with  porphyria  develop  schizophrenia;  (3) 
onset  at  a critical  period  of  development — in 
early  adulthood;  and  (4)  olfactory  effect — 
porphyric  urine  has  a peculiar  odor. 

Kaelbling279  counted  35  positive  test  re- 
sults for  porphyria  (Watson-Schwartz  test) 
among  2,500  consecutive  psychiatric  admis- 
sions. He  suggests  that  this  might  be  the 
opening  wedge  for  singling  out  a specific 
abnormality  from  among  the  large  mass  of 
psychiatric  patients  with  functional  psy- 
choses, and  that  an  unknown  number  of 
other  psychiatric  patients  could  be  formes 
frustes  of  hepatic  porphyria. 

Spiro,  Schimke,  and  Welch280  call  atten- 
tion to  the  possibility  that  a small  subgroup 
of  schizophrenic  patients  suffer  from  homo- 
cystinuria,  an  inherited  defect  in  meth- 
ionine metabolism.  One  such  patient,  di- 
agnosed as  schizophrenic  before  the  abnor- 
mal metabolite  was  found,  was  noted  for 
obsessive  rituals:  scrubbing  her  plate,  her 


table,  and  her  chair  before  eating.  A sign 
of  ECM  hypersensitivity? 

In  two  other  hereditary  illnesses,  phenyl- 
ketonuria and  Hartnup  disease,  excretion  of 
abnormal  urinary  indoles  is  associated  with 
mental  disease.  The  discovery  of  phenyl- 
ketonuria was  made  possible  in  the  first 
place  by  a mother  who  noted  a specific  odor 
from  the  urine  of  two  of  her  children. 

Model  drug  psychoses.  It  has  long 
been  known  that  hallucinogens  temporarily 
produce  abnormalities  in  behavior  that 
seem,  at  least  superficially,  somewhat  like 
those  in  schizophrenia. 

Since  the  ECM  theory  of  schizophrenia 
suggests  that  phenomena  normally  part  of 
the  sensory  subconscious  are  brought  to  the 
surface  of  awareness,  it  is  interesting  to  note 
that  the  same  holds  true  for  hallucinogens. 

Bowers  and  Freedman42  have  compared 
accounts  of  psychotic  and  drug-induced  ex- 
periences. They  find  one  common  char- 
acteristic: heightened  consciousness  or 

awareness. 

The  wide  range  of  contexts  in  which  states 
of  heightened  awareness  are  found  and  the 
variety  of  initiating  causes  indicate  that  this 
mode  of  functioning  and  experiencing  reflects 
an  innate  capacity  (like  the  dream)  of  which 
the  human  mind  in  a most  general  sense  is 
capable. 

The  primary  effects  of  LSD  (lysergic  acid 
diethylamide)  include  heightened  awareness 
of  optical  phenomena  that  are  present,  but 
only  vaguely  noted,  under  normal  condi- 
tions.281 In  addition,  hallucinogens  reveal 
the  presence  of  brain  mechanisms  which 
superimpose  geometric  patterns  on  visual 
input.  These  changes  seem  to  occur  not  in 
the  sense  receptors  but  in  the  central  net- 
works of  the  brain.282 

Psilocybin  increases  the  ability  to  recog- 
nize faint  colors.  It  has  been  suggested 
that  this  is  due  to  a decrease  in  inhibition, 
an  opening  of  paths  from  retina  to  con- 
sciousness.283 Fischer  et  al.28t  find  that 
psilocybin  in  healthy  volunteers  improves 
taste  perception. 

For  olfaction,  Leary285  states  that  changes 
in  the  sense  of  smell  represent  one  of  the 
most  overwhelming  aspects  of  the  LSD 
experience.  He  describes  what  appears  to 
be  ECM  awareness: 

When  you  sit  across  the  room  from  a woman 
during  an  LSD  session,  you’re  aware  of 
thousands  of  penetrating  chemical  messages 
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floating  from  her  through  the  air  into  your 
sensory  center:  a symphony  of  a thousand 

odors  that  all  of  us  exude  at  every  moment.  . . 
grenades  of  eroticism  exploding  in  the  olfac- 
tory cell. 

Sernyl,  a drug  which  seems  to  depress 
central  integration  of  sense  input,  has  been 
used  by  Luby  et  al.w 2 to  produce  symptoms 
reminiscent  of  schizophrenia.  In  posterup- 
tive  schizophrenia,  sernyl  seems  to  reignite 
the  eruptive  phase.  Another  similarity  to 
schizophrenia  is  that  normal  subjects  given 
sernyl  feel  calmer  and  more  self-controlled 
when  subjected  to  sensory  isolation. 

These  results  seem  to  suggest  that  the 
sernyl  psychosis,  just  as  the  ECM  psychosis 
of  schizophrenia,  is  linked  to  abnormal 
handling  of  sense  input.  Luby  et  al .282 
conclude:  “Perhaps  both  the  model  psy- 

chosis of  sernyl  and  the  clinical  psychosis  of 
schizophrenia  produce  a disturbance  in  the 
capacity  of  the  organism  to  filter  and  inter- 
pret a normal  sensory  input  load.”  And, 
more  specifically,  Luby286  says: 

The  weird  and  terrifying  body  image  dis- 
turbances of  the  schizophrenic  patient  may 
well  have  their  basis  in  defective  screening  of 
afferent  inflow,  particularly  from  propriocep- 
tors. 

Hoffer287  has  shown  that  adrenochrome, 
an  abnormal  metabolite  excreted  in  schizo- 
phrenia in  proportion  to  the  severity  of  the 
illness,  produces  marked  effects  on  the  nerv- 
ous system  of  man.  This  is  what  we 
would  expect  of  ECM  associated  with  psy- 
chotic activity. 

The  similarity  of  drug  psychoses  to 
schizophrenia  has  led  to  well-documented 
suggestions  that  the  patient  produces  psy- 
chotomimetic substances  which  drive  him 
crazy.  But  the  fact  that  these  substances 
produce  these  symptoms  does  not  close  the 
cause-effect  link.  As  Wolman288  points  out, 
one  can  get  bald  by  more  than  one  kind  of 
artificial  treatment,  and  yet  none  of  these 
treatments  corresponds  to  the  usual  cause 
of  the  disease. 

Organic  treatment.  Tranquilizers 
have  transformed  the  face  of  schizophrenia 
as  we  know  it.  It  is  widely  thought  that 
they  have  calmed  the  psychotic  patient  and 
made  him  more  amenable  to  reason  and 
persuasion.  But  clinical  experience  sug- 
gests a more  specific  effect:  antipsychotic 
rather  than  just  tranquilizing. 

The  chances  are  that  these  drugs  act  on 


the  secondary  symptoms  of  schizophrenia. 
But  there  are  some  potential  links  to  the 
ECM  theory.  They  may  act  to  stem  the 
onrush  of  external  and  internal  sense  mes- 
sages which  overwhelm  the  patient.62 
Chlorpromazine,  it  has  been  suggested,  acts 
by  inhibiting  the  flood  of  sensory  signals 
that  get  through  from  the  periphery  to  the 
central  nervous  system.289  Pavlovian  psy- 
chiatry tends  to  explain  the  effect  of  anti- 
psychotic drugs  by  their  ability  to  insulate 
the  organism  from  incoming  stimuli.290 

Chlorpromazine  depresses  the  cardio- 
vascular reflexes  which  originate  in  the 
chemoreceptors  of  the  respiratory  tract.291 
And  reserpine  blocks  the  Bruce  effect,  the 
failure  of  pregnancy  in  mice  exposed  to 
ECM  from  alien  males.  292  Heimstra293 

has  studied  the  effect  of  chlorpromazine  on 
the  interaction  of  pairs  of  rats.  The  treated 
animal  showed  increased  dominance,  and 
fighting  was  markedly  reduced. 

There  have  been  reports  that  the  char- 
acteristic body  odor  of  acutely  ill  schizo- 
phrenic patients  is  abolished  by  tranquili- 
zers.294-296 It  seems  that  the  output  of 
abnormal  ECM  is  stopped  or  diminished. 
If  there  is  anything  to  the  theory  that  some 
psychotic  behavior  is  a reaction  to  the  hos- 
tility of  others,  and  that  this  hostility  is 
triggered  by  ECM  emitted  by  the  patient, 
then  this  apparently  irrelevant  effect  of 
antipsychotic  drugs  may  be  as  relevant  as 
tranquilization.  We  have  noted  the  possi- 
ble relation  of  melatonin  to  abnormal  ECM 
production  in  schizophrenia,  and  Wurtman 
and  Axelrod296  have  proposed  that  one  of 
the  mechanisms  of  action  of  chlorpromazine 
might  be  inhibition  of  melatonin  metab- 
olism. 

Is  it  possible  that  antipsychotic  drugs, 
natural  or  synthetic,  have  the  biologic  prop- 
erties of  ECM?  The  obverse,  at  least, 
seems  true.  A study  of  the  effect  of  royal 
jelly,  a mixture  of  potent  insect  ECM,  on 
the  mouse  showed  a marked  reduction  of 
emotional  behavior  and  spontaneous  activ- 
ity: “In  certain  respects,  therefore,  one 

could  draw  analogies  between  the  actions  of 
royal  jelly  and  those  of  tranquilizers.”297 

These  subjects  are  mentioned  to  illustrate 
possible  points  of  contact  between  psycho- 
pharmacology and  ECM.  A fuller  discus- 
sion of  this,  and  inclusion  of  other  somatic 
therapies,  would  require  a separate  article. 
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How  patients  see  it 

Sommer  and  Osmond298  have  analyzed  a 
large  number  of  patients’  autobiographies. 
Some  of  their  conclusions: 

In  case  after  case,  what  has  gone  awry  is 
perception  . . . The  narratives  bear  eloquent 
testimony  to  the  struggle  of  the  sick  person  to 
ignore  his  sense  data  . . . The  reader  soon  finds 
that  if  he  accepts  the  patient’s  premises,  which 
are  his  experiences  and  perceptions,  his  actions 
follow  logically. 

Bowers  and  Freedman42  have  reviewed 
self-reports  by  psychotic  patients.  Similar 
phrases  recur: 

My  senses  were  sharpened.  I became  fas- 
cinated by  the  little  insignificant  things  around 
me  . . . Sights  and  sounds  possessed  a keen- 
ness that  I had  never  experienced  before  . . . 
My  senses  were  sharpened,  sounds  were  more 
intense  and  I could  see  with  greater  clarity, 
everything  seemed  very  clear  to  me.  Even 
my  sense  of  taste  seemed  more  acute  ...  If  I 
am  to  judge  by  my  own  experience,  this 
“heightened  sense  of  reality”  consists  of  a 
considerable  number  of  related  sensations,  the 
net  result  of  which  is  that  the  outer  world 
makes  a much  more  vivid  and  intense  impres- 
sion on  me  than  usual. 

The  autobiography  of  the  schizophrenic 
judge  Schreber"  provided  Freud  with  the 
basic  material  for  his  theory  of  this  disease. 
But  Schreber’ s physician,  G.  Weber,  M.D., 
expressed  a view  much  closer  to  that  ad- 
vanced here: 

I have  in  no  way  assumed  a priori  the 
pathological  nature  of  these  ideas,  but  rather 
tried  to  show  from  the  history  of  the  patient’s 
illness  how  the  appellant  first  suffered  from 
severe  hyperesthesia,  hypersensitivity  to  light 
and  noise,  how  to  this  were  added  massive 
hallucinations  and  particularly  disturbances 
of  common  sensation  which  falsified  his  con- 
ception of  things,  how  on  the  basis  of  these 
hallucinations  he  at  first  developed  fantastic 
ideas  of  influence  which  ruled  him  to  such  an 
extent  that  he  was  driven  to  suicidal  attempts 
and  how  from  these  pathological  events,  at 
last  the  system  of  ideas  was  formed  which  the 
appellant  has  recounted  in  such  detail  and  so 
vividly  in  his  memoirs. 

Another  expatient,  MacDonald,299  has  a 
similar  theory  about  what  happened  to  her: 

What  I do  want  to  explain  if  I can,  is  the 
exaggerated  state  of  awareness  in  which  I 
lived  before,  during,  and  after  my  acute  illness. 
At  first  it  was  as  if  parts  of  my  brain  “awoke” 
which  had  been  dormant,  and  I became  in- 
terested in  a wide  assortment  of  people, 
events,  places  and  ideas  which  normally 


would  make  no  impression  on  me  ...  . Now, 

many  years  later,  I can  appreciate  what  had 
happened.  Each  of  us  is  capable  of  coping 
with  a large  number  of  stimuli,  invading  our 
being  through  any  of  the  senses  ...  . It’s  ob- 
vious that  we  would  be  incapable  of  carrying 
on  any  of  our  daily  activities  if  even  one- 
hundredth  of  all  these  available  stimuli  in- 
vaded us  at  once.  So  the  mind  must  have  a 
filter  ...  . What  had  happened  to  me  in 
Toronto  was  a breakdown  of  the  filter,  and  a 
hodge-podge  of  unrelated  stimuli  were  dis- 
tracting me  from  things  that  should  have  had 
my  undivided  attention.  . the  significance  of 
the  real  or  imagined  feelings  of  people  was  very 
painful...  in  this  state,  delusions  can  very 
easily  take  root  and  begin  to  grow. 

And  a brief  description  of  withdrawal: 

We  view  the  world  as  if  through  distorting 
glasses.  While  we  can,  at  times,  peer  out 
over  the  rims,  what  we  see  terrifies  us.  We 
cherish  our  glasses,  just  as  much  as  we  hate 
them. 300 

Lang,301  a paranoid  schizophrenic  patient 
widely  read  in  psychology,  emphasizes  the 
following  features  which  we  have  discussed: 
(1)  Loss  of  affective  capacity  seen  in  schizo- 
phrenia is  often  only  apparent;  (2)  in  with- 
drawal, there  is  an  active  effort  to  block 
expression  of  emotion;  (3)  in  “ideocen- 
trism”  the  schizophrenic  person  emphasizes 
ideologic  over  sensory  and  motor  activities; 
and  (4)  “hypothesis  of  psychic  infection”: 
some  foreign  “energy  system”  seems  to  act 
to  produce  complex  affective  discharges 
and  hallucinations. 

The  autobiography  of  Sechehaye’s302  pa- 
tient illustrates  the  sudden  onset  of  the 
prodromal  period,  starting  with  perceptual 
changes,  and  the  language  problem  caused 
by  these  unwonted  sensations: 

Once  more  my  playmate  became  strangely 
transformed  and,  with  an  excited  laugh,  once 
more  I cried  out:  “Stop,  Alice,  I’m  afraid  of 
you,  you’re  a lion.”  But  actually,  I didn’t 
see  a lion  at  all;  it  was  only  an  attempt  to 
describe  the  enlarging  image  of  my  friend  and 
the  fact  that  I didn’t  recognize  her. 

Coate’s303  autobiography,  Beyond  All 
Reason,  paints  a striking  picture  of  the 
schizophrenic  process.  Two  quotes  il- 
lustrate points  made  here: 

In  normal  life  at  times  of  strong  emotion, 
and  especially  at  moments  of  great  fear,  we 
find  that  we  are  more  keenly  aware  than  usual 
of  the  external  details  of  our  world.  ...  In 
psychotic  states,  where  the  fate  of  the  whole 
universe  may  be  at  stake,  awareness  of  mate- 
rial objects  and  of  trivial  events  can  be 
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heightened  to  an  extent  that  is  outside  the 
range  of  sane  experience. 

In  my  new  thinking  on  human  and  scien- 
tific subjects  at  that  time,  the  apparent 
brilliance  and  originality  of  my  thought  was  a 
by-product  of  intense  stimulation  and  of  the 
lowering  of  normal  barriers.  I was  able  to  use 
free-association  more  readily  than  usual; 
comparisons  and  analogies  in  widely  different 
fields  of  knowledge,  with  new  interpretations 
of  them,  constantly  dawned  on  me. 

The  author  Strindberg304  speaks  of  his 
long-range  awareness  of  his  wife,  vividly 
describing  ECM; 

Her  moods  I could  perceive  from  afar  as  a 
sense  between  taste  and  smell,  without  being 
either . . . the  scent  was  not  a scent  and  the 
flavor  was  not  a flavor.  Hyperodors  they 
were  and  hypersavors. 

Finally,  O’Brien,305  on  recovering  from 
her  illness,  did  some  reading  on  schizo- 
phrenia, and  this  is  what  impressed  her: 

But  many  psychiatrists  had  noted,  among 
the  patients  who  did  talk,  an  odd  ability  to 
throw  the  doctor  off  balance  by  a feat  which 
might  have  been  called  mind  reading  except 
that  the  psychiatrists  described  it  as  “the 
schizophrenic’s  uncanny  sensitivity  to  un- 
verbalized and  only  partially  conscious  feel- 
ings in  the  psychiatrist.”  I read,  happily, 
instance  after  instance  of  the  same  phenom- 
enon described  in  a great  variety  of  extraor- 
dinarily ponderous  ways.  The  one  I liked 
best  was,  “ . . . this  sensitivity  of  the  schizo- 
phrenic to  react  to  emotional  stimuli  which  are 
subliminal  for  the  perceptual  apparatus  of  the 
non-schizophrenic.”.  . . Nevertheless,  it  was 
nice  to  know  that  other  schizophrenics  had 
demonstrated  a similar  talent.  It  made  the 
business  more  normal,  at  least  for  us  schizo- 
phrenics. Anyway,  it  wasn’t  witchcraft  . . . 

Summary 

Schizophrenia  is  a common,  serious,  and 
mysterious  disease.  Its  symptoms  seem 
elusive  and  contradictory. 

I suggest  that  some  schizophrenic 
patients  possess  (or  are  possessed  by) 
functioning  brain  pathways  which  are 
absent  or  closed  in  normal  man.  Con- 
scious awareness  taps  neurone  circuits 
which  normally  are  silent. 

If  input  and  output  of  external  chemical 
messengers  are  included  in  this  scheme, 
many  apparently  inexplicable  features  of 
schizophrenia  begin  to  make  sense. 

The  schizophrenic  patient  appears  as  a 
person  whose  gifts  are  his  undoing.  Prop- 
erly handled,  they  may  be  his  salvation. 
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Allopurinol  in  gout 

A number  of  investigators  have  reported  on 
the  effectiveness  of  allopurinol  in  gout  untreat- 
able  with  uricosuric  agents.  Results  in  this 
series  of  24  patients  confirm  these  findings  and 
suggest  its  use  is  indicated  where  uricosuric 
agents  cannot  be  given.  In  this  series,  con- 
ducted by  E.  C.  Bartels,  M.D.,  and  reported  in  a 
recent  issue  of  the  Journal  of  the  American  Medi- 
cal Association,  there  was  a significant  drop  in 
serum  uric  acid  levels  in  all  patients.  The  re- 
sponse was  considered  unsatisfactory  in  only  1 
patient  in  whom  treatment  had  to  be  stopped 
because  of  a rash  developing  on  the  face  and 
hands.  There  appeared  to  be  no  relationship 
between  the  severity  of  the  gout  or  degree  of 
renal  disease  and  the  effective  dose  of 
allopurinol. 

Cases  of  gout  resistant  to  uricosuric  agents  in- 
clude (1)  those  unresponsive  to  the  drugs,  (2) 
those  unable  to  tolerate  uricosurics  in  dosages 
adequate  for  effectiveness  either  because  of  gas- 
tric or  allergic  reactions,  and  (3)  patients  with 
advanced  renal  disease  making  effective  uri- 
cosuria  impossible.  All  24  patients  in  this  series 
were  in  one  or  another  of  these  categories.  The 


(1961). 

294.  Gouldman,  C.,  and  Rutherford,  A.:  Effects  of  a 

drug  on  the  body  odor  of  the  chronically  mentally  ill.  Am.  J. 
Psychiat.  117:  354  (1960). 

295.  Smith,  K.,  and  Moody,  A.  C.:  The  effect  of  mepro- 

bamate (Miltown),  RO  1-9569/12  (Nitoman),  and  SCH-6673 
(Tindal)  on  the  odor  of  schizophrenic  sweat,  ibid.  117:  1034 
(1961). 

296.  Wurtman,  R.  J.,  and  Axelrod,  J.:  Effect  of  chlor- 

promazine and  other  drugs  on  the  disposition  of  circulating 
melatonin.  Nature  212:  312  (Oct.  15)  1966. 

297.  Douault,  P.:  [Action  of  royal  jelly  on  mouse  be- 

havior], Compt.  rend.  Acad.  sc.  257:  1164  (1963)  (Fr.). 

298.  Sommer,  R.,  and  Osmond,  H.:  Autobiographies  of 

former  mental  patients,  J.  Ment.  Sc.  106  : 648  (1960). 

299.  MacDonald,  N.:  Living  with  schizophrenia,  Canad. 

M.  A.  J.  82  : 218  (1960). 

300.  The  mystery  of  schizophrenia,  New  York  Times 
Magazine  (Nov.  20)  1966  p.  41. 

301.  Lang,  J.:  The  other  side  of  the  affective  aspects  of 

schizophrenia,  Psychiatry  2:  195  (1939). 

302.  Sechehaye,  M.:  Autobiography  of  a Schizophrenic 

Girl,  New  York,  Grune  & Stratton,  1951,  p.  5. 

303.  Coate,  M.:  Beyond  All  Reason,  New  York,  Lippin- 

cott,  1965. 

304.  Strindberg,  A.:  Ein  Blaubuch  meines  Leben.  Die 

Syn these  meines  Leben,  translated  by  E.  Schering,  Miinchen, 
Georg  Muller,  1908. 

305.  O’Brien,  B.:  Operators  and  Things.  The  Inner 

Life  of  a Schizophrenic,  Cambridge,  Arlington,  1958,  p.  109. 


duration  of  symptoms  ranged  from  two  to 
twenty-four  years.  In  9 the  gout  was  classified 
as  nontophaceous  and  in  15  as  tophaceous. 
Renal  disease  was  present  in  15,  of  whom  11  had 
tophaceous  gout.  All  but  3 were  known  to  have 
received  uricosuric  agents  for  periods  varying 
from  nine  months  to  thirteen  years.  The  aver- 
age level  of  serum  uric  acid  was  10.8  mg.  per 
100  ml. 

Allopurinol  is  an  analogue  of  hypoxanthine. 
It  blocks  xanthine  oxidase,  the  enzyme  respon- 
sible for  the  oxidation  of  hypoxanthine  to  xan- 
thine and  the  latter  to  uric  acid.  Its  admin- 
istration results  in  a fall  in  serum  uric  acid  and 
urinary  uric  acid  levels  with  an  increase  in  xan- 
thine and  hypoxanthine  excretion,  the  kidney 
permitting  a high  excretion  of  these  substances. 

Of  the  22  patients  in  whom  the  level  of  serum 
uric  acid  was  below  6 mg.  per  100  ml.  while  on 
treatment,  the  average  concentration  was  4.5 
mg.  per  100  ml.,  a desirable  level  for  the  control 
of  gout.  A normal  level  of  serum  uric  acid  was 
attained  within  the  first  month  in  6 patients,  by 
the  end  of  the  third  month  in  12,  and  by  the  end 
of  the  sixth  month  in  16.  There  was  no  rela- 
tionship between  the  rapidity  in  reduction  of 
these  levels  and  the  type  of  gout  or  the  extent  of 
tophaceous  deposits. 
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Hepatic  Failure,  Intestinal 
Obstruction,  and  Lump  in  Neck 


Case  history 

Stephen  Carter,  M.D.:  A sixty-six- 

year-old  white  male  was  admitted  to  Lenox 
Hill  Hospital  on  November  3,  1964,  with 
the  chief  complaints  of  a growth  at  the 
angle  of  the  jaw,  distention  of  the  abdo- 
men, and  obstipation.  He  had  been  well 
until  ten  days  before  admission  when  he 
lost  his  appetite  and  stopped  eating.  He 
also  lost  his  taste  for  tobacco,  vomited 
a number  of  times,  and  noted  progressive 
increase  in  the  size  of  his  abdomen  for  the 
first  time.  For  the  preceding  month  the 
patient  had  been  constipated,  defecating 
only  small  amounts  of  formed  stool  oc- 
casionally. Two  days  before  admission 
the  stools  became  “milky  white,”  and  the 
urine  became  dark  brown.  He  gave  a 
history  of  consuming  1 pint  of  beer  daily 
but  lost  his  taste  for  this  at  the  onset  of  his 
illness.  He  had  noticed  a small  swelling  in 
the  left  parotid  area  eight  years  before 
admission.  It  remained  more  or  less  un- 
changed in  physical  character  until  one 
month  before  admission  when  it  began  to 
enlarge  rather  noticeably.  There  was  no 
prior  history  of  abdominal  pain,  melena,  or 
hematemesis.  The  past  history  was  com- 
pletely unremarkable,  and  the  review  of 
systems  was  noncontributory.  He  had 
worked  for  years  as  a confectioner. 

Physical  examination  revealed  a jaun- 
diced, elderly  white  male  lying  flat  in  bed 
in  no  acute  distress.  The  blood  pres- 
sure was  110/60,  pulse  120  per  minute, 
respirations  22  per  minute,  and  temperature 
98.8  F.  The  head  was  normocephalic,  the 


scleras  were  icteric,  and  the  fundi  were  un- 
remarkable. There  was  a 3 by  2 by  1 ‘A-cm. 
mass  at  the  angle  of  the  left  mandible  which 
was  slightly  movable,  nontender,  and  stony 
hard.  Lymph  nodes  were  not  palpable. 
The  lungs  were  clear  to  percussion  and 
auscultation.  The  heart  was  not  clinically 
enlarged,  and  there  was  a regular  rhythm 
without  any  murmurs  audible.  The  ab- 
domen was  markedly  distended  and  tense 
with  obvious  shifting  dullness,  and  fluid 
wave  was  elicited.  Striae  were  observed 
over  both  lower  quadrants,  and  dilated 
superficial  veins  were  visible  over  the  upper 
abdomen.  There  was  no  tenderness  to  pal- 
pation. The  liver  was  felt  by  ballottement 
10  cm.  below  the  right  costal  margin,  and 
the  spleen  was  felt  4 cm.  below  the  left 
costal  margin.  Although  there  was  no 
tenderness  to  palpation,  numerous  rubbery 
subcutaneous  masses  were  palpated  over 
the  entire  abdomen.  Pitting  edema  was 
observed  over  the  presacral  area  and  both 
lower  extremities.  Body  hair  was  noted 
to  be  sparse;  no  spider  angiomata  were 
seen. 

The  hemoglobin  on  admission  was  13.5 
Gm.  per  100  ml.;  the  white  blood  count 
was  9,525  with  66  per  cent  lymphocytes  and 
1 myelocyte.  The  erythrocyte  sedimenta- 
tion rate  was  65  mm.  in  one  hour.  The 
urinalysis  showed  7 to  10  white  blood  cells 
and  4 to  6 red  blood  cells  per  high-power 
field.  Urobilinogen  was  present  in  a dilu- 
tion of  1:40,  and  bile  was  present  in  the 
urine.  Serum  glutamic  oxaloacetic  acid 
transaminase  was  90  units.  The  pro- 
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thrombin  time  was  21  seconds  with  a con- 
trol of  13  seconds;  the  alkaline  phosphatase 
was  15.8  King-Armstrong  units,  and  the 
serum  bilirubin  was  4.1  mg.  per  100  ml. 
with  1.8  in  the  direct  fraction.  The 
cholesterol  was  89  mg.  per  100  ml.  with 
48  mg.  esterified.  The  total  protein  was 
6.9  Gm.  per  100  ml.  with  albumin  2.8  and 
globulin  4.1;  cephalin  flocculation  was  4 
plus;  thymol  turbidity  was  8 units;  and 
blood  sugar  was  96  mg.,  blood  urea 
nitrogen  39.5  mg.,  and  diastase  30  mg. 
(normal  70  to  110)  per  100  ml.  Serum 
electrolytes  showed  a sodium  of  132  mEq. 
per  liter;  potassium  5.4  mEq.,  chlorides 
96  mEq.,  and  bicarbonate  26  mEq.  per 
liter.  A chest  roentgenogram  revealed  an 
enlarged  heart,  a dilated,  tortuous  aorta; 
considerable  elevation  of  the  right  leaf 
of  the  diaphragm;  and  decreased  aeration 
in  the  right  lower  lung  field.  Flat  films 
of  the  abdomen  demonstrated  considerable 
stool  and  gas  in  the  small  bowel,  which 
was  reported  as  consistent  with  an  early 
small  intestinal  obstruction.  The  elec- 
trocardiogram was  unremarkable  except 
for  scattered  ventricular  premature  con- 
tractions. The  venous  pressure  was  125 
mm.  of  water. 

The  patient  was  placed  on  intramuscular 
meralluride  (Mercuhydrin)  as  well  as 
chlorothiazide  (Diuril ) with  a prompt  signifi- 
cant diuresis.  A generalized  dusky  pig- 
mentation of  the  skin  was  noted  by  some 
observers.  A diagnostic  paracentesis  was 
performed,  and  it  revealed  grossly  bloody 
fluid  with  a specific  gravity  of  1.025  and  a 
protein  of  1.4  Gm.  per  100  ml.  No  malig- 
nant cells  were  seen  on  cell  block.  The 
blood  urea  nitrogen  rose  to  50.5  mg.  per 
100  ml.  One  week  after  admission  the 
patient  became  lethargic  and  exhibited  a 
typical  gross  flapping  tremor.  He  subse- 
quently lapsed  into  coma  where  he  re- 
mained for  the  next  week  and  expired 
sixteen  days  after  admission. 

Discussion 

Daniel  S.  J.  Choy,  M.D.*:  Today’s 
exercise  concerns  a man  with  progressive 
liver  disease  who  also  had  a lump  at  the 
angle  of  the  jaw.  Let  us  try  to  analyze  the 
latter  condition  first.  We  are  told  that  it 

* Adjunct  in  Medicine,  Lenox  Hill  Hospital. 


began  as  a small  swelling  eight  years  prior 
to  admission  and  that  it  began  to  enlarge 
one  month  before  admission,  reaching  a 
measured  size  of  3 by  2 by  iy2  cm.  It  was 
located  at  the  angle  of  the  left  mandible, 
was  slightly  movable,  and  was  nontender 
and  stony  hard.  The  absence  of  tender- 
ness, and  apparently,  of  signs  of  inflamma- 
tion make  infection  unlikely.  The  slight 
mobility  of  the  lesion  tends  to  rule  out  a 
bone  tumor.  What  other  tissue  is  located 
at  the  angle  of  the  jaw?  Parotid  gland  and 
salivary  tissue.  Were  there  any  x-ray  films 
of  the  area? 

Dr.  Carter:  No. 

Dr.  Choy:  The  normal  diastase  is 

against  blockage  of  Stensen’s  duct  and 
against  a mumps  parotitis.  Could  this  be 
Mikulicz’s  disease  or  Mikulicz’s  syndrome? 
In  these,  the  involvement  is  usually 
bilateral  also,  but  I suppose  unilateral  in- 
volvement is  possible.  In  the  light  of  sub- 
sequent information  presented  in  the  proto- 
col pointing  to  hepatic  disease  and  the 
presence  of  subcutaneous  nodules,  a general- 
ized lymphoma  with  Mikulicz’s  syndrome 
due  to  infiltration  of  the  parotid  is  high  on 
the  list  of  possibilities.  In  passing,  one 
might  mention  actinomycosis,  only  to 
rule  it  out  because  of  the  absence  of 
fistulas  and  sulfur  granules.  By  the  proc- 
ess of  elimination  I am  left  with  a stony 
hard,  probably  malignant  tumor  of  the 
parotid  salivary  glands.  The  long  duration 
with  subsequent  growth  is  characteristic  of 
mixed  tumors  of  the  parotid  gland,  and, 
therefore,  I shall  accept  this  as  my  diagnosis- 

Before  devoting  thought  to  the  patient’s 
main  problem  which  was  infradiaphrag- 
matic,  I would  like  to  say  a few  words  about 
the  numerous,  rubbery  subcutaneous 
masses  noted  over  the  abdomen.  In  my 
experience,  rubbery  subcutaneous  masses 
often  are  found  to  be  lymphomas,  lipomas, 
or  fibromas.  A partial  listing  of  diseases  in 
which  subcutaneous  and  cutaneous  nodules 
are  found  would  include  erythema  nodosum 
and  induratum,  Boeck’s  sarcoid,  rheumatic 
fever,  leukemia,  Von  Recklinghausen’s 
disease,  Kaposi’s  sarcoma,  elastofibroma 
dorsi,  necrobiosis  lipolutica,  and  Weber- 
Christian  disease.  The  location,  lack  of 
overlying  discoloration,  lack  of  fever,  ab- 
sence of  diabetes,  and  lack  of  tenderness 
exclude  all  of  these.  I don’t  see  how  I can 
justify  a choice  between  lymphoma, 
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fibroma,  or  lipoma,  but  I tend  to  favor  the 
last,  purely  on  the  basis  of  statistical 
incidence. 

Now,  let’s  get  to  the  main  body  of 
evidence.  The  patient  complained  of 
anorexia,  vomiting,  constipation,  and  pro- 
gressive abdominal  enlargement.  These 
could  be  explained  on  the  basis  of  an  in- 
complete intestinal  obstruction  which  he 
had.  Then  he  developed  a clinical  picture 
of  obstructive  jaundice  but  with  a dis- 
turbingly low  alkaline  phosphatase  and 
cholesterol.  So  far,  we  have  a good  story 
"or  an  intra-abdominal  carcinoma  with 
hepatic  metastases.  The  possibility  of 

carcinoma  is  further  supported  by  the 
finding  of  bloody  ascitic  fluid.  Did  the 
patient  have  a primary  intestinal  carcinoma 
with  hepatic  metastases,  or  did  he  have  a 
primary  hepatoma  with  secondary  in- 
volvement of  the  intestine?  Were  barium 
studies  performed  on  the  colon  and  upper 
intestinal  tract?  Perhaps  the  latter  was 
not  attempted  because  of  the  partial  in- 
testinal obstruction.  A barium  enema 

would  have  helped.  Do  we  have  additional 
information  that  may  be  of  some  assistance. 
The  patient  was  not  anemic.  A normal 
hemoglobin  does  not  necessarily  exclude  the 
possibility  of  blood  loss,  since  an  active 
bone  marrow  is  capable  of  increasing 
erythrocyte  production  six-  to  sevenfold. 
An  elevated  reticulocyte  count  would  have 
alerted  the  clinician  to  consider  the  pos- 
sibility of  blood  loss  or  hemolysis.  How 
could  this  have  helped  us?  Active  blood 
loss  from  the  gastrointestinal  tract  would 
have  favored  a primary  malignant  tumor 
in  this  patient,  and  hemolysis  would  have 
favored  a lymphoma. 

Here  was  a man  who  admitted  to  an  in- 
take of  1 pint  of  beer  per  day  and  who  had 
sparse  body  hair,  an  enlarged  liver  and 
spleen,  laboratory  findings  primarily  indica- 
tive of  severe  hepatocellular  damage,  and 
an  elevated  right  diaphragm.  I believe 
this  last  finding  is  quite  significant.  If  the 
elevated  diaphragm  had  been  due  to 
phrenic  nerve  paralysis,  fluoroscopy  could 
have  demonstrated  paradoxic  motion  or  at 
least  no  motion  of  the  diaphragm;  x-ray 
evidence  of  a right  hilar  mass  is  conspicu- 
ously absent.  Hence,  I must  look  for  another 
cause.  A mass  such  as  a subphrenic  abscess 
or  hepatoma  pushing  up  from  below  could  re- 
sult in  elevation  of  the  diaphragm.  The 


lack  of  fever  and  leukocytosis  are  against 
the  former,  while  the  latter  becomes  in- 
creasingly attractive  when  we  recall  the 
patient’s  alcohol  consumption  and  the  other 
evidence  favoring  an  underlying  Laennec’s 
cirrhosis. 

In  the  United  States,  hepatoma  accounts 
for  approximately  2.5  per  cent  of  all  malig- 
nant tumors,  while  the  incidence  is  as  high 
as  25  to  50  per  cent  in  Africa  and  the  Far 
East.  In  this  country  hepatoma  is  rare  in 
a person  without  cirrhosis,  while  in  the 
Orient  other  forms  of  liver  disease  form  the 
underlying  biologic  soil  in  which  hepatoma 
develops.  One  can  speculate  that  repeated 
cycles  of  liver  cell  regeneration  lead  to 
neoplastic  mutations  which  are  not  erased 
and  continue  to  form  hepatoma.  Hypo- 
glycemia is  sometimes  seen  in  hepatoma, 
especially  if  the  tumor  mass  is  large.  This 
patient  had  a blood  glucose  of  96  mg.  per 
100  ml.  and  no  symptoms  of  hypoglycemia. 

Two  remaining  points  should  be  made. 
One  concerns  the  relatively  low  alkaline 
phosphatase;  I would  be  happier  if  this 
were  higher,  but  then  one  cannot  ask  for 
everything.  The  second  point  concerns  the 
dusky  pigmentation  described  on  the  skin. 
It  seems  to  me  that  one  would  need  ex- 
ceptionally acute  color  sense  to  describe 
this  in  a patient  with  a bilirubin  of  4 mg. 
per  100  ml.  However,  if  it  did  exist,  one 
ought  to  think  of  metastatic  replacement 
of  both  adrenals  leading  to  Addison’s 
disease.  The  relatively  low  serum  sodium 
of  132  mEq.  and  the  high  normal  potassium 
of  5.4  mEq.  per  liter  are  suggestive.  One 
would  need  confirmatory  tests  such  as 
twenty-four-hour  urinary  steroids  or 
plasma  steroid  levels  before  and  after 
ACTH  stimulation. 

In  summary,  we  have  an  alcoholic  man 
with  a long-standing  swelling  in  the  left 
parotid  area  which  suddenly  enlarged  to 
form  a stony  hard  mass;  he  entered  the 
hospital  with  a picture  of  jaundice,  partial 
intestinal  obstruction,  hepatosplenomegaly, 
elevated  right  diaphragm,  bloody  ascites, 
and  laboratory  findings  consistent  with 
hepatocellular  damage.  His  condition  grew 
worse  rapidly,  and  he  died  in  hepatic 
failure. 

I have  mentioned  lymphoma,  primary 
gastrointestinal  cancer  with  metastases  to 
the  liver,  and  primary  hepatoma  as  pos- 
sibilities. Since  I am  not  allowed  to  list 
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all  three,  I favor  the  following  diagnoses: 
primary  hepatoma  with  intra-abdominal 
metastases  and  partial  intestinal  obstruc- 
tion; Laennec’s  cirrhosis;  mixed  tumor  of 
the  parotid  gland;  possible  Addison’s 
disease  due  to  tumor  replacement  of  both 
adrenals,  and  multiple  lipomas  of  the 
abdominal  wall. 

Clinical  diagnoses 

1.  Cirrhosis  of  liver,  type  undetermined 

2.  Mixed  tumor  of  parotid  gland 

Dr.  Choy's  diagnoses 

1.  Hepatoma  with  intra-abdominal  metas- 
tases and  partial  intestinal  obstruction 

2.  Laennec’s  cirrhosis 

3.  Mixed  tumor  of  the  left  parotid 

4.  Possible  Addison’s  disease  due  to  bi- 
lateral adrenal  replacement  with  tumor 

5.  Multiple  lipomas  of  abdominal  wall 

Pathologic  report 

Stanley  R.  Opler,  M.D.*:  External 

examination  showed  a diffuse  brownish 
pigmentation  of  the  skin  and  moderate 
icterus  of  the  scleras  and  oral  mucous 
membranes.  A firm  mass  was  palpable  in 
the  left  parotid  region  and  measured  ap- 
proximately 8 by  5 by  3 cm.  Several  soft, 
circumscribed  nodules  measuring  up  to  4 
cm.  in  diameter  were  palpated  in  the 
anterior  abdominal  wall.  The  pubic  hair 
was  sparse,  and  there  was  considerable 
edema  of  the  lower  extremities.  The  ab- 
dominal cavity  contained  approximately  12 
L.  of  bloody  ascitic  fluid.  There  were  a 
few  firm,  white  nodules  in  the  omentum 
measuring  up  to  1 cm.  in  diameter.  The 
left  parotid  gland  was  largely  occupied  by  a 
partly  cystic,  focally  calcified  mass  measur- 
ing 6 cm.  in  diameter.  The  thyroid, 
parathyroids,  thymus  gland,  and  myo- 
cardium had  a reddish-brown  color;  the 
thymus  gland  was  atrophic  as  well.  The 
submucosal  veins  of  the  distal  esophagus 
were  dilated.  On  the  posterior  wall  of  the 
stomach  in  the  prepyloric  region,  a small, 
shallow  ulcer  crater  was  found  measuring 
2 cm.  in  diameter.  The  mucosa  of  the 
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small  intestine  had  a grayish  discoloration. 
The  liver  weighed  2.200  Gm.;  the  external 
and  cut  surfaces  showed  a generalized  firm 
nodularity  with  the  nodules  measuring  up 
to  0.5  cm.  in  diameter.  A firm,  grayish- 
white,  10-cm.  mass  mottled  with  areas  of 
hemorrhage  was  found  in  the  right  hepatic 
lobe.  Several  small  nodules  of  similar 
gross  appearance  were  noted  at  the  pe- 
riphery of  this  mass.  The  liver  was  intensely 
brown.  The  pancreas  was  dark  brown  and 
of  firm  consistency.  The  spleen  weighed 
450  Gm.,  was  moderately  firm,  and  had 
dark  reddish- purple  cut  surfaces.  The 
adrenal  cortices  were  brown  in  color.  The 
testes  had  light  tan  cut  surfaces.  The  lymph 
nodes  in  all  regions  showed  a prominent 
brownish  pigmentation.  The  cut  surfaces 
of  the  nodules  noted  in  the  anterior  ab- 
dominal wall  were  soft  and  yellow. 
Similarly,  the  choroid  plexuses  of  the  brain 
were  dark  brown. 

Microscopic  sections  revealed  large 
amounts  of  hemosiderin  in  the  liver  (Fig. 
1A),  pancreas  (Fig.  IB),  adrenals,  myocar- 
dium (Fig.  1C),  lymph  nodes,  skin,  anterior 
pituitary,  thyroid,  parathyroid,  choroid 
plexus,  pineal  gland,  and  parotid  gland. 
Smaller  amounts  of  hemosiderin  were  noted 
in  the  gastric  mucosa,  spleen,  convoluted 
tubules  of  the  kidneys,  testes,  thymus,  and 
bone  marrow.  The  liver  showed  the  typical 
pattern  of  portal  cirrhosis  (Fig.  1A)  and 
contained  a primary  carcinoma  of  the  liver- 
cell type  (Fig.  ID).  There  was  metastatic 
carcinoma  in  the  mesentery  and  omentum. 
Additional  findings  of  significance  included 
splenomegaly,  esophageal  varices,  pan- 
creatic fibrosis,  and  a mixed  tumor  of  the 
left  parotid  gland.  The  lungs  revealed 
evidence  of  acute  bronchopneumonia  as 
well  as  pulmonary  edema  and  congestion. 
There  were  multiple  subcutaneous  lipomas 
of  the  anterior  abdominal  wall. 

Final  anatomic  diagnoses 

1.  Hemochromatosis,  involving  liver, 
pancreas,  heart  and  aorta,  stomach,  spleen, 
parotid  gland,  kidneys,  testes  and  epididy- 
mides, pituitary  gland  ( pars  anterior ), 
thyroid  gland,  parathyroid  gland,  thymus, 
adrenals,  lymph  nodes,  skin,  bone  marrow, 
choroid  plexus,  and  pineal  gland 

2.  Pigmentary  cirrhosis  of  liver,  eso- 
phageal varices 
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FIGURE  1.  (A)  Low-power  view  of  liver  showing  portal  cirrhosis  and  heavy  granular  pigmentation  in 
lobules  and  portal  areas;  granules  appear  black  in  photograph  (iron  stain).  (B)  Section  of  pancreas  show- 
ing heavy  granular  pigmentation  of  islet,  slight  pigmentation  of  epithelium  of  duct,  and  marked 
interstitial  fibrosis  (iron  stain).  (C)  Section  of  myocardium  showing  pigment  granules  in  muscle  cells  (iron 
stain).  (D)  Section  of  liver  cell  carcinoma  showing  marked  nuclear  pleomorphism  and  several  atypical  mi- 
totic figures. 

3.  Hepatic  carcinoma  {mixed  type),  meta- 
static carcinoma  in  mesentery  and  omentum 

4.  Thrombosis  of  intrahepatic  portal  veins 

5.  Chronic  passive  congestion  of  spleen 

6.  Pancreatic  fibrosis 
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7.  Chronic  gastric  ulcer 

8.  Acute  bronchopneumonia 

9.  Acute  pulmonary  edema  and  congestion 

10.  Mixed  tumor  of  left  parotid  gland 

11.  Multiple  subcutaneous  lipomas 
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Congenital  Ureterorenal 
Abnormality 

8,  1966,  because  of  a three-month  history  of 
intermittent  dysuria  and  frequency  asso- 
ciated with  a low-grade  fever. 

The  patient  had  had  an  uneventful  birth 


FIGURE  1.  Pyelograms.  (A)  Intravenous  pyelogram  shows  large,  normally  functioning  left  kidney.  No 
evidence  of  functioning  right  kidney  identified  with  certainty.  (B)  Infusion  pyelography  shows  evidence  of 
contrast  material  in  abnormal  right  renal  collecting  system. 


Case  history 

Arthur  S.  Geller,  M.D.:  A four-year- 

old  Puerto  Rican  boy  was  admitted  to  St. 
Luke’s  Hospital  for  the  first  time  on  August 
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FIGURE  2.  Cystography.  (A)  Massive  reflux  from  bladder  into  dilated,  tortuous  right  ureter  delineating 
rotated,  congenital,  deformed  renal  collecting  system.  No  reflux  into  left  ureter.  (B)  After  voiding,  there 
is  clear  demonstration  of  double  collecting  system  in  right  kidney  and  double  ureters  on  right.  Upper 
collecting  system  and  its  ureter  quite  small  compared  with  lower  renal  segment. 


and  development  and  had  enjoyed  general 
good  health  until  the  present  illness.  Five 
siblings  were  all  living  and  well.  There  was 
no  family  history  of  renal  disease  or  abnor- 
mality. 

Physical  examination  showed  a well- 
developed  child,  whose  height  was  43  inches 
and  weight  45  pounds.  Blood  pressure 
measured  90/60.  Abdominal  palpation 
disclosed  no  masses  or  tenderness.  The  ex- 
ternal genitalia  were  normal,  and  both 
testes  were  descended. 

Laboratory  examination  showed  a hemo- 
globin of  12.5  Gm.,  and  the  white  blood 
count  was  9,500.  Urinalysis  showed  8 to  13 
white  blood  cells  per  high-powered  field. 
Of  six  urine  cultures  only  one  showed  signifi- 
cant growth,  yielding  one  million  entero- 
cocci per  milliliter  of  urine. 

Radiographic  discussion 

Dr.  Geller:  The  scout  film  of  the  in- 

travenous pyelogram  showed  a large  left 


renal  contour  and  no  identifiable  right  renal 
outline.  The  bony  structures  appeared 
normal.  After  intravenous  injection  of 
contrast  material,  a normal  left  renal  col- 
lecting system  and  bladder  were  visualized, 
but  there  was  no  evidence  of  excretion  from 
a right  kidney  (Fig.  1A). 

An  infusion  pyelogram  resulted  in  visu- 
alization of  an  abnormal,  dilated  right  renal 
collecting  system  (Fig.  IB).  The  right  kid- 
ney, lying  unusually  medial  in  position, 
appeared  small  and  abnormal  in  architec- 
ture and  rotation.  A small  segment  of 
dilated  distal  ureter  was  also  visualized. 
In  view  of  the  degree  of  dilatation,  it  was 
felt  that  the  filling  of  the  right  ureter  and 
collecting  system  more  likely  represented 
reflux  from  the  bladder  than  excretion  from 
the  right  kidney. 

A cystographic  study  confirmed  the  gross 
reflux  from  a normal  bladder  into  the  di- 
lated and  tortuous  right  ureter  and  abnor- 
mal, dilated  right  kidney  (Fig.  2A).  The 
voiding  urethrogram  was  normal.  A post- 
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voiding  film  showed  a portion  of  a separate 
ureter  at  the  superior  end  of  the  abnormal 
right  renal  structure  (Fig.  2B).  The  rela- 
tionship of  this  possible  superior  pole  ureter 
to  the  main  ureter  was  not  clearly  defined. 

The  radiographic  findings  thus  indicated 
a congenital  anomaly  and  nonfunction  of  an 
ectopic  right  kidney.  A double  ureter  was 
present,  but  its  course  was  incompletely 
visualized.  There  was  compensatory  hy- 
pertrophy of  the  left  kidney.  Bladder  and 
urethra  were  normal  except  for  dramatic  re- 
flux into  a large  right  ureter  and  renal  col- 
lecting system.  Reflux  into  the  second 
right  ureter  was  not  as  dramatic  because  it 
appeared  to  be  much  smaller  in  caliber,  not 
tortuous,  and  its  exact  termination  was  not 
clearly  visualized.  The  possibility  of  a 
second  ureteral  orifice  in  the  bladder  was 
postulated  but  not  proved. 

Surgical  discussion 

Pellegrino  J.  Tozzo,  M.D.:  The  pa- 

tient was  placed  in  the  lithotomy  position 
under  general  anesthesia  and  a number  14 
panendoscope  was  passed  under  direct  vi- 
sion. The  prostatic  urethra  was  visualized, 
and  no  evidence  of  urethral  valve  was  seen. 
The  bladder  was  visualized,  and  there  was 
no  evidence  of  trabeculation.  Both  ure- 
teric orifices  were  identified,  and  there  was  a 
double  ureteric  orifice  on  the  right  with  the 
upper  orifice  being  more  dilated. 

The  patient  was  then  placed  in  supine 
position  and  prepared  for  surgery.  A 
transverse  subcostal  incision  was  extended 
from  the  midline  to  the  tip  of  the  twelfth 
rib,  just  superior  to  the  umbilicus.  The 
peritoneum  was  entered  in  a routine  man- 
ner. Exploration  of  the  abdomen  showed 
no  abnormality  except  for  an  apparently 
large  but  normal  liver.  The  right  hepatic 
flexure  of  the  colon  was  freed  from  the  pos- 
terior peritoneum,  and  the  retroperitoneal 
space  was  entered.  No  kidney  structure 
was  identified,  but,  caudally,  the  enlarged 
ureter  was  identified  and  dissected  cephalad 
to  the  renal  pelvis.  An  atypical  renal 
pedicle  was  isolated  and  vascular  structures 
carefully  ligated  and  severed. 

The  hydronephrotic  renal  pelvis  with  a 
possible  small  segment  of  renal  tissue  and 
both  ureters  were  then  brought  down,  and 
dissection  proceeded  distally  over  the  pelvic 
brim  to  a point  approximately  1 cm.  from 


FIGURE  3.  (A-)  Red-brown  area  of  thickening  from 
which  arises  (B)  smaller  ureter.  Section  through 
this  seen  as  (A)  in  Figure  4.  (C)  Flask-shaped  sac 
from  which  arises  (D)  larger  ureter.  Section  through 
this  area  shown  as  (C)  in  Figure  4.  (E)  At  this  point 
ureters  run  side  by  side  in  same  sheath  and  are 
seen  as  (B)  and  (D)  in  Figure  4. 


the  entrance  of  the  ureter  to  the  posterior 
bladder  wall.  The  ureter  was  ligated  and 
the  entire  specimen  to  that  point  removed 
without  difficulty.  The  patient  tolerated 
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FIGURE  4.  (A)  Section  taken  through  area  marked  (A)  in  Figure  3.  There  is  narrow  cortical  strip  overlying 
pyramid  with  blunted  tip.  (C)  Section  through  wall  of  sac  designated  (C)  in  Figure  3.  It  has  lining  of 
transitional  epithelium,  and  there  is  complete  absence  of  glomeruli  and  tubules  in  wall.  (B  and  D)  Two 
ureters.  This  section  taken  at  point  (E)  in  Figure  3. 


the  procedure  well  and  left  the  operating 
room  in  satisfactory  condition. 

Pathologic  discussion 

Charles  F.  Begg,  M.D.:  The  kidney  is 

an  empty  sac  4 cm.  long,  shaped  like  a flask. 
The  neck  of  the  flask  is  continuous  with  a 
ureter  19  cm.  long  and  0.6  cm.  in  diameter. 

At  one  side  in  the  wall  of  the  sac  is  an  ill- 
defined,  red-brown  thickening,  1.5  cm.  long, 
from  which  emerges  a second  ureter,  12  mm. 
in  diameter,  which  for  15  cm.  runs  parallel 
with  the  larger  ureter  but  maintains  its 
separate  lumen  (Fig.  3). 

The  wall  of  the  sac  has  a transitional  cell 
lining  beneath  which  is  fibrous  tissue  and  a 
few  smooth  muscle  fibers.  No  vestige  of 
renal  parenchyma  is  present.  Section 
through  the  red-brown  area  from  which  the 
second  ureter  arose  reveals  a narrow  renal 
cortex  containing  glomeruli  and  small 
tubules.  Beneath  this  cortical  strip  is  a 
well-formed  medulla  with  a blunted  tip. 


The  entire  structure  resembles  a miniature 
pyramid  with  overlying  renal  cortex  (Fig. 

4). 

Comments 

Dr.  Geller:  The  frequency  of  anoma- 

lous renal  and  ureteral  development  is  not 
surprising  in  view  of  the  complex  embryo- 
logic  development  of  the  genitourinary  sys- 
tem.12 The  duct  which  drains  the  meso- 
nephros is  called  the  mesonephric  or  wolffian 
duct.  It  originates  from  the  pronephric 
duct  which  reaches  the  cloaca  after  growing 
caudally. 

Before  the  cloaca  divides,  separating  the 
rectum  from  the  bladder  and  urogenital 
sinus,  the  “ureteral  bud”  appears  on  the 
dorsal  surface  of  the  wolffian  duct  just 
proximal  to  the  cloacal  wall.  The  ureteral 
bud  represents  the  analage  of  the  adult 
ureter.  As  the  ureteral  bud  grows  crani- 
ally,  it  connects  with  the  undifferentiated 
mesodermal  analage  of  the  adult  kidney. 
Subsequent  budding  of  the  cranial  end  of 
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the  ureteral  bud  forms  the  forerunners  of 
the  two  major  calyceal  groups.  Meanwhile 
the  caudal  end  of  the  ureteral  bud  grows 
into  and  is  absorbed  by  the  bladder. 

Complete  ureteral  duplication,  with  each 
ureter  having  a separate  vesical  orifice,  is 
the  result  of  two  separate  ureteral  buds 
sprouting  from  the  wolffian  duct.  The 
lower  more  medially  placed  ureteral  orifice 
almost  always  connects  to  the  upper  renal 
collecting  system.  This  is  explained  em- 
bryologically  as  follows:  The  upper  ureter 

is  carried  caudally  by  the  migrating  meso- 
nephric duct,  and  only  after  the  lower 
ureter,  which  is  first  absorbed  into  the  blad- 
der, approaches  its  final  position  does  the 
upper  ureter  attain  its  independent  opening. 
Thus  the  orifice  serving  the  lower  pole  of  the 
kidney  is  cranial  to  the  orifice  serving  the 
upper  pole. 

Whenever  two  ureteric  buds  arise  from  the 
wolffian  duct,  two  renal  pelves  result,  each 
being  capped  with  a nephrogenic  blastemic 
mass.  Usually  these  masses  fuse  to  form 
one  kidney.  Since  no  identifiable  renal 
parenchyma  is  found  related  to  the  lower 
pole  pelvocalyceal  system  in  the  present 
case,  there  was  probably  failure  of  forma- 
tion of  the  nephrogenic  blastema  associated 
with  the  lower  pole.  If  this  is  true,  then  the 
deficient  renal  parenchyma  in  this  patient  is 
on  a congenital  basis.  However,  identical 
findings  may  occur  on  an  acquired  basis. 
In  this  instance  the  insufficient  renal 
parenchyma  would  be  secondary  to  vesico- 
ureteral reflux,  hydronephrosis,  and  pyelo- 
nephritis. 

The  value  of  urographic  studies  in  the 
evaluation  of  urinary  tract  problems  in  the 
pediatric  age  group  is  clearly  demonstrated 
in  the  present  instance. 

Nathaniel  Finby,  M.D.:  The  sig- 

nificance of  ureteral  reflux  in  children  as  a 
cause  of  progressive  renal  failure  and  recur- 
rent infections  has  been  well  established. 
When  the  reflux  is  massive  and  associated 
with  well-defined  congenital  or  acquired 
renal  disease,  surgical  intervention  is  of  ex- 
treme importance. 

Unfortunately,  incidental  minor  degrees 
of  ureteral  reflux  in  a child  with  lower  uri- 
nary tract  infection  has  been  considered  an 
irreversible  process,  and  many  ureteral 


transplants  have  been  performed  on  this 
premise.  It  has  become  evident  that  ure- 
teral reflux  may  be  transient,  related  to 
lower  urinary  tract  infection,  and  reversible, 
since  it  may  disappear  completely  when  the 
infection  is  controlled.  Thus,  radiographic 
evaluation  should  distinguish  carefully  be- 
tween gross  or  massive  reflux  associated 
with  ureterorenal  abnormality  or  lower  uri- 
nary tract  obstruction  and  minor  degrees  of 
reflux  associated  with  local  infection.  In 
the  latter  instance,  prolonged  therapy  to 
eliminate  infection  and  repeated  radio- 
graphic  studies  to  determine  either  progres- 
sion or  disappearance  of  the  ureteral  reflux 
is  warranted  before  surgical  reimplantation 
of  the  ureter  is  considered. 

Children  with  fever  of  undetermined  ori- 
gin, recurrent  urinary  tract  infection,  and 
abdominal  masses  almost  always  have  con- 
trast radiographic  studies  of  the  urinary 
tract.  Such  studies  should  also  be  per- 
formed in  children  with  hypospadias,  unde- 
scended testicles,  and  congenital  anal  or  gen- 
ital anomalies,  since  a relatively  high  in- 
cidence of  associated  anomalies  of  the  upper 
urinary  tract  is  usually  present. 

In  my  experience,  the  relation  of  urinary 
tract  anomalies  with  ear  deformities  is  in- 
frequent. 

Dr.  Begg’s  diagnoses 

Dr.  Begg:  In  this  patient  there  are  at 

least  three  abnormalities: 

1.  Malrotation  of  the  kidney 

2.  Completely  duplicated  renal  pelvis  and 
ureter 

3.  Agenesis  of  renal  parenchyma 

Duplication  is  the  result  of  premature 

cleavage  of  the  tip  of  the  ureteral  bud  which 
arises  from  the  lower  end  of  the  wolffian 
duct.  The  complete  absence  of  paren- 
chymal structures  in  the  sac-like  area  would 
suggest  that  there  had  been  a failure  of 
proper  union  between  this  portion  of  the 
ureteral  bud  and  the  metanephros. 
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Distention  of  the  Bladder  from 
Overhydration  During  Anesthesia 


Overdistention  of  the  urinary  bladder 
may  cause  respiratory  and/or  circu- 
latory changes  in  the  patient  during 
the  course  of  anesthesia,  and  excitement  or 
restlessness  during  the  recovery  period.1 
Prompt  relief  may  be  provided  with  the  aid 
of  a urethral  catheter,  as  illustrated  in  the 
following  case  report. 

Case  Report 

A fifty-four-year-old  male  in  good  general 
health  underwent  left  inguinal  herniorrhaphy 
during  spinal  anesthesia  with  tetracaine  (Ponto- 
caine)  12  mg.  in  glucose  120  mg.,  with  sensory 
anesthesia  extending  to  the  level  of  the  eighth 
thoracic  segment.  A fall  in  arterial  pressure 
from  140  to  106  mm.  Hg  systolic  and  from  80  to 
70  diastolic,  with  a rise  in  pulse  rate  from  78  to 
92,  was  corrected  by  increasing  the  rate  of 
intravenous  infusion  of  lactated  Ringer’s  solu- 
tion with  glucose  5 per  cent;  no  vasopressor 
drug  was  used.  The  operation  lasted  seventy 
minutes,  during  which  the  patient  received 
1,100  ml.  of  this  solution  intravenously. 

In  the  recovery  room,  systolic  pressure  was 
130,  diastolic  80,  pulse  rate  80,  and  respiratory 
rate  14.  Approximately  fifty  minutes  later 
the  anesthesiologist  was  informed  of  a gradual 
rise  in  blood  pressure  to  150  systolic,  90  dias- 

Presented  and  discussed  at  a conference  held  at  Columbia- 
Presbyterian  Medical  Center,  New  York  City,  October  24, 
1966.  Clinical  Anesthesia  Conferences  are  held  on  the 
fourth  Monday  of  each  month. 


tolic,  with  increases  in  pulse  rate  to  96  and 
respiratory  rate  to  22.  The  patient  complained 
only  of  vague  discomfort  in  the  operative  area. 
Physical  examination  revealed  anesthesia  still 
present  to  the  level  of  the  first  lumbar  segment, 
a dry  wound  dressing  and  lower  abdominal 
enlargement  due  to  a markedly  distended 
urinary  bladder.  On  passage  of  a urethral 
catheter,  1,050  ml.  of  urine  were  obtained,  with 
immediate  return  of  blood  pressure,  pulse  rate, 
and  respiratory  rate  to  normal.  The  intra- 
venous infusion  was  terminated;  by  this  time, 
1,900  ml.  of  lactated  Ringer’s  solution  with 
glucose  5 per  cent  had  been  administered. 
Subsequent  recovery  was  uneventful. 

Comment 

The  hypotension  of  spinal  or  epidural 
anesthesia  can  be  prevented  or  treated 
either  by  augmenting  the  circulating  blood 
volume  or  by  increasing  vasoconstriction 
in  the  unanesthetized  parts  of  the  body. 
On  the  premise  that  the  former  is  more 
physiologic,  rapid  intravenous  infusion  of 
electrolyte-containing  solutions  has  been 
recommended  prior  to,  during,  and  im- 
mediately following  the  injection  of  the 
anesthetic  agent.2  The  intravenous  ad- 
ministration of  balanced  salt  solutions  dur- 
ing major  surgical  procedures  at  a rate  of 
7 to  10  ml.  per  kilogram  of  body  weight 
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per  hour  is  also  useful  to  replace  extra- 
cellular fluid  which  becomes  sequestered 
within  the  body  and  not  immediately  avail- 
able to  meet  postoperative  metabolic 
needs.3  In  lesser,  “nontraumatic”  opera- 
tions, even  of  comparable  duration,  little 
or  no  redistribution  of  fluid  takes  place. 
If  solutions  are  infused  intravenously  in 
large  volumes,  the  kidney  is  readily  able  to 
excrete  the  excess  fluid  into  the  bladder. 
In  the  absence  of  significant  hypotension, 
regional  anesthetic  technics  do  not  depress 
renal  function  or  urinary  excretion  of 
electrolytes. 4 Similarly,  with  the  increas- 
ing prevalence  of  technics  employing  light 
planes  of  general  anesthesia,  antidiuresis 
is  no  longer  regularly  encountered  during 
anesthesia.5,6  With  either  regional  anes- 
thesia or  light  general  anesthesia,  excessive 
fluid  administration  may  easily  result  in 
accumulation  of  considerable  quantities  of 
urine  in  the  bladder. 

Cystometrograms  in  the  normal  adult 
indicate  that  the  first  desire  to  void  occurs 
when  the  bladder  contains  between  150 
and  250  ml.  of  urine,  while  at  a volume  of 
300  ml.,  the  subject  states  that  “he  would 
rather  not  take  any  more  fluid  into  his 
bladder.”7  Thus,  in  the  present  case,  at 
the  time  of  catheterization  the  bladder  had 
already  been  overfilled  to  more  than  three 
times  its  normal  volume. 

The  overdistended  urinary  bladder  may 
affect  respiratory  and  circulatory  function 
by  at  least  three  mechanisms1:  (1)  Diminu- 
tion of  volume  of  the  chest  cage  and  de- 
crease in  compliance  may  result  from  up- 
ward displacement  of  abdominal  contents 
against  the  diaphragm  by  the  distended 
bladder,  especially  when  the  stomach  or 


intestines  are  filled  with  gas  or  fluids; 
(2)  alteration  in  respiratory  pattern  may 
result  from  splinting  of  the  abdominal 
musculature  in  involuntary  efforts  at 
micturition;  and  (3)  a urinary  vesico- 
vascular  reflex  may  be  initiated;  in  normal 
man,  the  mechanical  stimulus  of  over- 
distention of  the  bladder  was  shown  to 
cause  a rise  in  systolic  and  diastolic  pres- 
sures. 

In  view  of  the  growing  acceptance  of  the 
use  of  electrolyte-containing  solutions  for 
intravenous  therapy,  it  seems  appropriate 
to  emphasize  that  the  volume  infused 
should  be  adjusted  to  meet  fluid  require- 
ments of  the  individual  patient  during 
anesthesia  and  operation.  Prior  emptying 
of  the  urinary  bladder  should  be  en- 
couraged. Failure  to  recognize  overdisten- 
tion of  the  bladder  may  lead  to  erroneous 
therapy  of  the  ensuing  signs. 
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n 

\J  STEOMYELIT1S  OF  THE  SPINE  following 
genitourinary  operations  has  been  re- 
ported  on  a number  of  occasions. 1 

However,  references  to  vertebral 
■ osteomyelitis  following  operations  on  the 
biliary  system  have  not  been  found,  but 
cases  have  been  described  following  ab- 
dominoperineal resection  of  the  rectum 
and  excision  of  sigmoid  polyps2  as  well  as 
following  gynecologic  sepsis. 3 

The  present  report  concerns  3 patients 
who  developed  osteomyelitis,  1 after  opera- 
tion on  the  urinary  system,  and  the  other  2 
after  gallbladder  operations. 

Case  reports 

Case  1.  A sixty- three-year-old  white 
female  had  had  previous  attacks  of  biliary 
colic  and,  on  one  occasion,  jaundice.  At 
no  time  had  there  been  acute  cholecystitis. 

At  the  time  of  cholecystectomy,  the 

* Present  address:  King  Paul  Hospital,  Athens,  Greece. 


common  bile  duct  was  explored  and  found 
to  be  free  of  stones.  Exploration  through 
a Kocher’s  incision  was  uneventful.  The 
wound  was  closed  with  drainage.  The 
common  duct  was  closed  without  drainage 
through  a T tube.  The  following  day 
fresh  blood  appeared  in  large  quantities 
from  the  drainage  site.  Transfusion  was 
required,  but  profuse  bleeding  continued, 
requiring  re-exploration  twenty-four  hours 
after  the  original  operation.  The  abdomen 
contained  about  2,000  cc.  of  blood.  The 
source  of  the  bleeding  was  a lateral  hole 
in  a vein  of  the  epicholedochal  plexus.4 
After  hemostasis  was  accomplished,  the 
wound  was  again  closed  with  drainage. 
The  following  day  bile  drained  from  the 
wound,  but  there  was  no  bleeding.  In  the 
first  five  postoperative  days,  a macular 
rash  appeared  lasting  for  three  days  and 
suggesting  a drug  reaction.  On  the  sixth 
day  the  pulse  rate  rose  to  100,  the  tempera- 
ture to  101  F.,  and  the  patient  complained 
of  pain  in  the  left  side  of  the  chest,  the 
cause  being  attributed  to  an  embolic 
episode.  The  patient  developed  a mild 
persistent  leukocytosis  and  continued  low- 
grade  chest  pain.  The  patient  expired 
suddenly  thirty-one  days  after  surgery. 
Postmortem  examination  showed  left 
hemothorax  due  to  a mycotic  aneurysm 
of  the  aorta.  The  aneurysm  was  due  to 
erosion  of  the  aorta  by  extension  from  ad- 
jacent osteomyelitis  of  the  ninth  and  tenth 
thoracic  vertebrae.  Unfortunately,  no 
cultures  were  obtained  at  autopsy. 

Case  2.  A man,  aged  sixty-seven,  was 
admitted  as  an  emergency  patient  to  the 
Royal-South  Hants  Hospital  with  acute 
retention  of  urine  treated  initially  by 
catheterization.  Two  days  later  a retro- 
pubic prostatectomy  was  performed. 
Tissue  examination  revealed  a benign 
cystic  hyperplasia  with  acute  inflammatory 
changes.  He  made  a good  recovery  and 
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was  discharged  after  fourteen  days,  seem- 
ingly well,  but  fifteen  days  later  he  was 
readmitted  with  a secondary  hemorrhage, 
remained  for  a few  days,  and  was  dis- 
charged. He  suddenly  became  desperately 
ill  thirty-three  days  after  his  initial  surgery 
and  this  time  was  admitted  to  the  South- 
ampton General  Hospital. 

He  was  profoundly  toxic  with  peripheral 
circulatory  failure  associated  with  peri- 
tonitis. Laparotomy  revealed  a gangrenous 
gallbladder,  and  treatment  was  limited  to 
cholecy  stostomy . 

Recovery  ensued,  but  on  the  fifteenth 
postoperative  day  the  temperature  rose, 
and  he  started  complaining  of  pain  in  the 
right  side  of  the  chest.  The  fever  and 
pain  continued;  x-ray  of  the  chest  sug- 
gested elevation  of  the  diaphragm  on  the 
right,  and  subphrenic  abscess  was  sus- 
pected. Exploration  twenty-nine  days 
after  gallbladder  surgery  failed  to  disclose 
any  pus.  It  was  not  until  two  and  a half 
months  that  changes  were  found  in  the 
x-ray  appearance  of  the  ninth  and  tenth 
thoracic  vertebrae,  and  a diagnosis  of 
osteomyelitis  was  made.  In  this  case 
review  of  previous  films  shows  that  the 
disease  process  at  the  ninth  and  tenth 
dorsal  vertebrae  was  present  at  the  time  of 
the  subphrenic  exploration. 

Case  3.  This  patient  was  aged  sixty- 
one.  X ray  examination  revealed  a stone 
in  the  left  ureter.  He  was  first  seen  as  an 
outpatient,  and  at  first  the  stone  appeared 
to  move  in  a downward  direction.  Be- 
cause it  remained  at  the  lower  end  of  the 
ureter  for  three  months,  a decision  was 
made  to  remove  it. 

The  stone  at  the  ureterovesical  junction 
was  removed  through  a Pfannenstiel’s 
incision.  Since  it  had  been  necessary  to 
open  the  bladder,  the  bladder  was  drained 
with  a Foley  catheter.  The  patient  re- 
covered uneventfully  and  was  sent  home 
fourteen  days  after  surgery.  One  week 
later  he  suddenly  developed  backache  and 
fever  and  was  readmitted.  It  was  at  first 
considered  that  he  had  pyelitis,  a diagnosis 
suggested  by  infected  urine.  However,  the 
physical  signs  suggested  an  “acute  back,” 
and  he  was  transferred  to  the  orthopedic 
department  (Fig.  1A). 

It  was  not  until  two  months  after  surgery 
that  x-ray  changes  appeared  in  the  fifth 


lumbar  vertebra  (Fig.  IB).  In  this  case 
the  correct  diagnosis  was  made  forty- 
seven  days  after  the  onset  of  the  backache. 

Pathogenesis 

Before  1940,  although  several  cases  of 
osteomyelitis  of  the  spine  in  connection 
with  urinary  tract  sepsis  were  reported, 
no  serious  attempt  was  made  to  explain 
the  relationship  of  the  two  diseases. 
Batson5  showed  that  radiopaque  material 
injected  into  the  dorsal  vein  of  the  penis  in 
cadavers  passes  into  the  vertebral  system 
of  veins.  He  obtained  similar  results  in 
monkeys,  provided  that  the  intra-ab- 
dominal pressure  was  raised.  Batson5 
postulates  that  there  is  a separate  venous 
system,  which  he  calls  the  vertebral  system, 
consisting  of  the  epidural  veins,  the  peri- 
vertebral veins,  the  veins  of  the  thoracico- 
abdominal  wall,  the  veins  of  the  head  and 
neck,  and  the  veins  of  the  walls  of  blood 
vessels  of  the  extremities.  This  venous 
system  acts  as  an  alternative  route  for 
venous  return  when  the  caval  system  is 
obstructed  by  raised  intra-abdominal  and 
intrathoracic  pressures.  The  characteristic 
distribution  of  osseous  metastasis  from 
carcinoma  of  prostate  or  septic  foci  trans- 
ferred to  the  vertebral  column  bypassing 
the  caval  system  can  be  readily  explained 
by  the  hypothesis  of  a separate  vertebral 
venous  system.5-7 

Wiley  and  Trueta,8  although  agreeing 
with  Batson’s5  anatomic  findings,  doubted 
that  septic  emboli  could  be  transferred 
from  the  pelvis  to  the  vertebral  column 
via  the  vertebral  venous  system.  In  theii 
work  they  investigated  the  blood  supply 
of  the  vertebral  column  and  found  that 
its  veins  were  filled  only  with  difficulty. 
Arterial  injections,  on  the  other  hand,  could 
be  performed  with  ease.  On  this  basis, 
they  concluded  that  the  spread  of  the 
disease  processes  to  the  vertebral  marrow 
occurs  through  the  arteries  rather  than 
through  the  veins.  Most  of  the  cases 
presented  by  these  authors  had  symptoms 
such  as  chills  or  fever,  suggesting  bac- 
teremia. Hematogenic  spread  has  been 
reported  in  extravertebral  thrombophlebitis. 

Although  the  usual  infecting  organism 
is  coagulase  positive,  Staphylococcus  aureus 
cases  also  have  been  reported  with  other 
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FIGURE  1.  Case  3.  (A)  Roentgenograph  taken  twelve  days  after  onset  of  backache  discloses  no  bony 

or  disk  abnormality.  (B)  Lateral  roentgenograph  forty-seven  days  after  onset  of  backache  shows  de- 
calcification of  inferior  aspect  of  fifth  lumbar  vertebral  body  and  of  adjacent  part  of  sacrum. 


organisms  such  as  Escherichia  coli,  Pseudo- 
monas aeruginosa,  and  Proteus  vulgaris.1 

Symptoms  of  osteomyelitis 

I following  operation 

The  time  of  onset  of  the  osteomyelitis 
is  not  obvious.  Usually  it  occurs  in  the 
immediate  postoperative  period  and  is  of 
course  overshadowed  by  the  general  post- 

I operative  reaction.  Even  in  cases  with 

sudden  onset  where  signs  of  bacteremia 
are  present,  the  surgeon  usually  does  not 
suspect  osteomyelitis.  Pain  is  the  most 
common  feature  of  the  disease;  it  is  usually 
constant  but  may  radiate  along  the  seg- 
mental nerves  and  is  usually  severe.  The 
onset  of  pain  may  follow  the  bacteremia 
after  a few  days,  months,  or  even  years.9 
Rigidity  and  tenderness  over  the  involved 
area  are  usually  present.  Sometimes  the 
diagnosis  has  been  delayed  until  complica- 
tions have  occurred,  such  as  local  abscess 
formation  or  involvement  of  the  meninges. 

Radiologic  features.  X-ray  films  are 
often  normal  until  several  weeks  after 


the  onset  of  the  disease,  and  it  is  necessary 
to  repeat  the  films.  The  average  time 
for  the  appearance  of  the  radiologic  lesion 
is  seven  weeks  according  to  De  Feo.10 
Oblique  and  lateral  views  may  show  the 
lesion  most  clearly.11  The  earliest  sign 
is  narrowing  of  the  disk;  as  the  disease 
progresses,  there  is  first  a loss  of  trabecula- 
tion  and  then  rarefaction  occurs.  Later, 
adjacent  vertebral  bodies  come  into  con- 
tact and  fuse;  complete  or  partial  collapse 
and  paravertebral  abscesses  are  also  pos- 
sibilities. The  anterior  parts  of  the  bodies 
are  usually  involved.8 12  The  highest  in- 
cidence of  disease  is  in  the  lumbar  area. 

Diagnosis 

The  diagnosis  of  osteomyelitis  is  not 
difficult  if  its  possibility  is  borne  in  mind. 
This  is  easier  where  genitourinary  surgery 
is  concerned  since  many  cases  of  osteo- 
myelitis have  been  reported  following  such 
operations  but  will  be  overlooked  after 
operations  in  the  upper  abdomen.  The 
diagnostic  triad,  a source  of  infection  such 
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as  an  abdominal  operation,  bacteremia, 
and  pain  in  the  back,  is  sufficient  to  suggest 
osteomyelitis. 

In  some  cases,  however,  the  bacteremia 
may  be  absent  or,  if  present,  misunderstood. 
Sometimes  the  appearance  of  bacteremia 
and  back  pain  occurs  so  long  after  the 
operation  that  the  connection  may  be  over- 
looked. The  backache  is  the  most  char- 
acteristic and  constant  feature,  and  the 
presence  of  this  symptom,  especially  when 
accompanied  by  fever,  should  suggest  osteo- 
myelitis as  a possible  diagnosis. 

Summary 

Osteomyelitis  of  the  spine  may  follow 
not  only  operations  on  the  pelvis  but  also 
operations  on  the  upper  abdomen. 

A case  of  osteomyelitis  following  opera- 
tion on  the  urinary  tract  and  2 cases  fol- 
lowing operations  of  the  upper  abdomen 
are  reported. 

A search  of  the  literature  failed  to  reveal 
other  cases  of  osteomyelitis  following 
operation  in  the  upper  abdomen. 

The  diagnostic  triad  focus  of  infection- 
bacteremia-localization  must  be  looked  for 


and  the  possibility  of  osteomyelitis  borne 
in  mind  in  cases  of  postoperative  undiag- 
nosed pain. 
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The  experience  gathered  over  the  past 
nine  years  of  transvenous  pacing  has  in- 
dicated the  safety  and  utility  of  this 
technic.  For  the  past  year  and  a half  im- 
planted transvenous  pacemakers  for  asyn- 
chronous, synchronous,  demand,  and  radio- 
frequency modes  have  become  available. 
Over  the  past  eighteen  months  we  have 

* Further  studies  on  implanted  transvenous  pacing  will 
appear  in  a later  issue  of  the  Journal  in  an  article  by  Dr. 
Furman  and  Dr.  Escher  entitled  “Transvenous  Cardiac 
Pacing.’’ 
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In  the  dog  thrombi  quickly  occlude  the 


performed  62  transvenous  implants.  Fifty- 
eight  have  been  asynchronous  and  4 were 
demand  units.  Of  the  asynchronous  units 
4 utilized  free-floating  bipolar  catheters 
and  were  powered  by  the  radiofrequency 
mode.  Twenty-six  were  apically  fixed 
bipolar  catheters,  and  28  were  apically 
fixed  unipolar  catheters. 

Of  the  bipolar  apical  catheters  5 have 
required  pulse  generator  replacement,  and 
1 unit  did  not  generate  sufficient  energy 
to  stimulate  the  heart,  requiring  conversion 
to  a bipolar  free-floating  assembly. 

Two  deaths  have  occurred,  one  asso- 
ciated with  progressive  renal  failure  follow- 
ing implantation  and  the  second  with 
massive  gastrointestinal  bleeding,  two 
months  after  implantation.  All  procedures 
are  performed  under  local  anesthesia,  and 
no  age  limit  for  implantation  has  been 
recognized. 

orifice  of  a mitral  ball-valve  prosthesis. 
The  effect  on  thrombus  formation  of 
covering  the  Teflon  cloth  of  the  prosthesis 
with  autogenous  pericardium  was  studied 
by  replacing  the  mitral  valve  in  73  dogs,  us- 
ing cardiopulmonary  bypass  with  a disk 
oxygenator.  The  Teflon  cloth  was  covered 
with  a perforated  disk  of  pericardium, 
sewing  the  inner  margin  of  the  pericardium 
to  the  cloth-metal  junction  and  the  outer 
margin  to  the  atrial  wall.  No  anticoagu- 
lants were  used. 

Following  operation  32  dogs  died  within 
forty-eight  hours  from  pulmonary  edema, 
hemorrhage,  or  air  emboli.  Thrombi  were 
found  only  when  Teflon  cloth  was  not 
covered  with  pericardium  (5  dogs). 
Twenty-nine  animals  died  at  from  three  to 
a hundred  fifty  days  from  thrombo- 


May  15, 1967  / New  York  State  Journal  of  Medicine  1327 


embolic  complications  or  infection.  Ten 
were  living  at  seven  to  a hundred  fifty  days; 
2 were  sacrificed  at  thirteen  and  fifty-six 
days.  No  thrombi  formed  on  the  pericar- 
dium or  in  the  ventricle.  Thrombi  con- 
sistently began  at  the  junction  of  the 
pericardium  and  metallic  ring  as  a fragile 
rim  of  clot  and  often  gradually  propagated 
over  the  orifice. 

In  8 patients  undergoing  mitral  replace- 
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Disease  of  the  extracerebral  arterial  sys- 
tem can  account  for  a myriad  of  neurologic 
deficits.  While  partial  or  complete  occlu- 
sion of  the  carotid  and  vertebral  arteries 
and  shunting  of  blood  to  the  subclavian 
artery  caused  by  carotid  artery  occlusion 
has  been  described,  “steal”  of  blood  by  the 

Mycoardial  Assist 
Comparison  of  Bypass 
of  Left  Side  of  Heart 
with  Counterpulsation 

LOUIS  BROWN,  M.D. 

Brooklyn,  New  York 
ALAN  L.  GOLDENBERG,  M.D. 

Brooklyn,  New  York 
CLARENCE  DENNIS,  M.D.,  Ph.D.,  F.A.C.S. 

Brooklyn,  New  York 

From  the  Department  of  Surgery  and  Surgery  Research, 
State  University  of  New  York  Downstate  Medical  Center 

We  have  devised  a system  for  comparing 
bypass  of  the  left  side  of  the  heart  with 


ment  the  valve  was  examined  from  one  to 
nineteen  months  later.  A fragile  1-  to  3-mm. 
ring  of  clot  was  found  at  the  cloth-metal 
junction  in  each  patient,  ident  cal  to  that 
found  in  the  dog.  The  combined  clinical 
and  experimental  studies  show  that  the 
metal-tissue  junct  on  is  the  uniform  area 
where  thrombi  begin  and  suggest  that  the 
ideal  prosthesis  should  be  comp  etely 
covered  by  autogenous  tissue. 


subclavian  artery  with  retrograde  filling  of 
the  vertebral  artery  caused  by  occlusion  or 
stenosis  of  the  innominate  artery  has  not 
been  adequately  emphasized.  Two  patients 
with  occlusion  of  the  innominate  artery  and 
steal  of  blood  from  the  intracerebral  circula- 
tion via  the  right  vertebral  artery  to  the 
right  subclavian  artery  and  chronic  neu- 
rologic symptoms  have  been  seen  and 
treated  surgically.  Diagnosis  is  based  on 
the  presence  of  differential  upper-extremity 
blood  pressures  and  the  angiographic 
demonstration  of  an  occlusive  lesion  of  the 
innominate  artery.  Physiologic  correction 
of  the  vascular  defect  requires  increase  of 
right  subclavian  artery  pressure  to  equal  or 
exceed  right  vertebral  artery  pressure. 
This  has  been  accomplished  by  a median 
sternotomy  approach  and  woven  Dacron 
graft  from  the  ascending  aorta  to  the  bi- 
furcation of  the  innominate  artery.  The 
surgical  technic  and  graft  position  required 
for  this  procedure  will  be  described  later. 


counterpulsation  in  the  same  animal  under 
virtually  identical  conditions.  We  have 
studied  the  effects  of  these  systems  on  the 
work  of  the  heart  as  measured  by  the 
tension- time  index. 

Eleven  mongrel  dogs  were  studied. 
Electrocardiogram,  aortic  arch  pressure, 
left  ventricular  pressure,  pulsating  chamber 
pressure,  and  cardiac  output  were  recorded. 
Bypass  of  the  left  side  of  the  heart  was 
performed  without  thoracotomy,  using  the 
cannula  described  by  Dennis  et  al.* 
Counterpulsation  was  performed  using  a 
newly  devised  pulsating  chamber  driven  by 
compressed  air  and  synchronized  to  the 

* Dennis,  C.,  Hall,  D.  P.,  Moreno,  J.  A.,  and  Senning,  A.: 
Left  atrial  cannulation  without  thoracotomy  for  total  left 
heart  bypass,  Acta  chir.  scandinav.  123:  267  (1962). 


1328  New  York  State  Journal  of  Medicine  / May  15,  1967 


electrocardiogram.  The  same  chamber 
converted  pulseless  to  pulsatile  flow  in 
studies  of  left  side  of  the  heart  bypass. 
Pressures  were  adjusted  only  by  adding  or 
removing  blood. 

Tension-time  index  of  controls,  without 
assist,  fell  an  average  of  15.5  per  cent  with 
each  25  mm.Hg  reduction  in  mean  pres- 
sure between  150  and  50  mm.  Hg.  A 
parallel  decrease  was  noted  in  cardiac 
output.  Therefore  assisted  studies  were 
compared  only  at  similar  mean  pressures. 
Counterpulsation  produced  a decrease  in 
tension-time  index  of  from  10  to  20  per 
cent  at  all  mean  pressure  levels  studied. 
Whereas  bypass  of  the  left  side  of  the  heart 
produced  reductions  in  tension-time  index 
of  from  12  to  26  per  cent  at  a mean  aortic 
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This  study  presents  a reliable  method  for 
the  continuous  monitoring  and  instan- 
taneous analysis  of  the  cardiac  rhythm  and 
functional  state  of  the  atrioventricular 
conduction  system  during  open-heart 
surgery. 

At  open-heart  surgery,  in  30  patients  who 
were  in  sinus  rhythm,  atrial  and  ventricular 


pressure  of  150  mm.Hg,  a far  greater 
effect  was  noted  at  lower  than  normal  mean 
pressures.  At  100  mm.  Hg,  bypass  of  the 
left  side  of  the  heart  produced  a 38  to  44 
per  cent  decrease,  and  at  75  mm.  Hg,  a 39 
to  52.7  per  cent  decrease  was  noted. 

Bypass  of  the  left  side  of  the  heart  was 
significantly  more  effective  in  reducing 
tension-time  index  at  all  levels  below  150 
mm.  Hg.  No  differences  were  noted  be- 
tween pulseless  and  pulsatile  forms  of  this 
bypass. 

Changes  in  aortic  mean  pressure  alter 
myocardial  work  as  measured  by  tension- 
time index  and  may  also  affect  organ  per- 
fusion. Therefore  regulation  of  this  param- 
eter is  necessary  for  objective  evaluation  of 
systems  of  myocardial  augmentation. 


close  bipolar  electrographs,  a unipolar 
atrial  electrograph,  and  a lead  2 electro- 
cardiogram were  monitored  simultaneously 
throughout  each  procedure.  In  17  cases 
the  electrocardiogram  showed  ventricular 
rhythms  with  no  evidence  of  atrioventricu- 
lar conduction;  in  14  of  these  cases  the 
electrograph  showed  that  there  was  1 : 1 
atrioventricular  conduction.  There  were  2 
instances  in  which  the  electrocardiogram 
was  interpreted  as  showing  bigeminy  and 
trigeminy,  and  the  electrographs  showed 
that  there  was  a regular  sinus  rhythm  with 
Wenckebach  cycles  present.  In  2 in- 
stances of  sinus  tachycardia  with  first- 
degree  heart  block  the  electrocardiogram 
was  interpreted  as  showing  nodal  or  high 
ventricular  tachycardia.  Nodal  rhythm 
and  atrioventricular  dissociation  could  at 
all  times  be  differentiated  from  each  other 
and  from  other  arrhythmias. 

In  5 patients  with  interatrial  septal  de- 
fect, the  bundle  of  His  was  localized  prior 
to  repair  of  the  defect  by  recording  the 
bundle  of  His  electrograph. 

The  monitoring  of  atrial  and  ventricular 
electrograms  at  all  times  permitted  the 
immediate  determination  of  the  cardiac- 
rhythm  and  the  presence  or  absence  of 
varying  degrees  of  heart  block. 
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Some  thoracic  neoplasms  may  extend  to 
vital  structures  in  the  thorax  but  not 
spread  outside  the  thorax  for  considerable 


time.  We  have  been  interested  in  using  the 
artificial  heart-lung  machine  to  support 
poor-risk  patients  for  extensive  intra- 
thoracic  tumor  surgery  as  well  as  cardio- 
vascular problems.  This  report  will  give 
our  experience  to  date. 

A major  problem  has  been  coagulation 
and  anticoagulation,  since  extensive  dissec- 
tions may  be  necessary  in  the  anticoagu- 
lated patient.  Another  serious  problem 
has  been  the  use  of  bypass  equipment  in 
thoracic  surgery  in  the  patient  with  one 
lung.  Usually  this  one  lung  has  been 
abnormal.  The  bypass  equipment  in  these 
instances  ideally  should  be  applicable  for 
long  periods  of  time,  but  long-term  use  of 
the  heart-lung  bypass  has  not  yet  been 
successful. 

Our  laboratory  studies  have  concerned 
the  effect  of  bypass  equipment  on  coagula- 
tion and  the  changes  in  cardiac  dynamics, 
while  the  subjects  have  been  placed  on,  or 
were  removed  from,  partial  cardiopulmo- 
nary bypass. 

This  preliminary  report  will  illustrate 
problems  encountered  in  operations  on 
patients  and  the  experimental  data  from  our 
animal  studies. 


Diseases  of 
Thyroid  Gland 
Symposium 
Available 


The  symposium  on  “Diseases  of  the  Thyroid  Gland:  Current  Concepts,”  which 
appeared  in  the  January  1 and  January  15,  1963,  issues  of  the  New  York 
State  Journal  of  Medicine,  has  been  reprinted  in  a special  brochure. 

Copies  are  available  from  the  office  of  the  Journal,  750  Third  Avenue,  New 
York,  New  York  10017,  at  one  dollar  each. 

The  84-page  pamphlet  includes  all  the  papers  presented  at  the  Third  Annual 
Internists  Day  of  the  New  York  State  Society  of  Internal  Medicine,  held 
March  3,  1962,  in  New  York  City. 
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Medical  Arts  and  Letters 


Art  in  Medicine 

Peripheral  Facial  Palsy 
Throughout  the  Ages 
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Cincinnati,  Ohio 

From  the  Department  of  Dermatology, 
College  of  Medicine, University  of  Cincinnati 

F or  many  years  and  in  many  civilizations, 
physicians  have  been  interested  in  art. 
This  pursuit  is  mainly  of  cultural  interest 
and  enjoyment,  for  this  type  of  ward 
rounds  in  a museum  has  but  limited  value 
in  the  critical  study  of  the  history  of 
medicine  and  sometimes  even  of  the 


FIGURE  1.  Ancient  Peru.  (A) 


medical  and  psychiatric  history  of  the 
artist  himself.  However,  it  always  has  a 
great  deal  of  value  as  occupational  therapy 
for  the  physician.  Often,  it  is  just  lots  of 
fun,  especially  if  he  is  not  serious  about  it. 
If  he  gets  serious,  then  he  must  have  help 
from  the  curator,  or  the  art  historian,  and 
sometimes  even  from  the  artist  himself. 
Otherwise,  he  will  do  as  one  of  our  col- 
leagues did,  wander  around  and  measure 
the  pupils  in  the  self-portraits  of  Van  Gogh. 

As  the  artist  observed  the  daily  street 
scenes  about  him,  the  unusual,  the  gro- 
tesque, and  the  deformed  impressed  him. 
An  excellent  example  of  this  is  the  drawing 
of  grotesque  heads  by  Leonardo  da  Vinci. 
Frequently,  he  would  record  his  impressions 
in  the  particular  medium  in  which  he  was 
working.  Perhaps,  to  some  extent,  this 
was  not  only  an  object  of  interest  but  also 
in  some  civilizations  may  have  been  a 
technic  for  averting  this  evil  curse  from  the 
artist  himself. 
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FIGURE  2.  Indian  cultures.  (A)  Mayan,  in  Museo  Nacional  de  Antropologia,  Mexico.  (B)  Mound  Builder 
culture,  Arkansas.  (C)  North  American  Indian  culture,  Iroquois  mask. 


FIGURE  3.  (A)  Venice:  Santa  Maria  Formosa,  after 
Francois  Rude,  in  Louvre. 


Material 

Throughout  the  years  we  have  been 
interested  in  and  collected  material  on 
medicine  in  art.1"5  One  of  the  interesting 
deformities  and  perhaps  almost  as  common 


Flollander.  (B)  Bust  of  David  (Jacques  Louis),  by 


as  the  ever-present  achondroplastic  dwarf 
or  the  hunchback  is  the  vivid  portrayal 
of  all  the  details  of  a typical  peripheral 
facial  palsy.  We  have  collected  examples 
of  this  neurologic  manifestation  from  the 
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FIGURE  4.  Japanese.  (A)  Seventeenth  century  ivory  netsuke,  now  at  Dittrick  Museum  of  Medical  His- 
tory. (B)  Modern  netsuke  wood  carving. 


following  art  periods:  Middle  Andean 

culture,  Mayan  period,  Mound  Builder  of 
pre-Columbian  Americas,  the  North  Ameri- 
can Indian  cultures,  ancient  Greece,  Ba- 
roque period,  and  modern  Japanese.  These 
are  but  a few  of  many  more  examples. 

Arts  and  crafts  especially  are  excellent 
media  for  the  development  of  the  details  of 
peripheral  facial  palsy.  The  third-di- 
mensional view  makes  the  asymmetry  more 
real.  At  least,  we  know  from  these  vivid 
pictures  by  the  artist  that  there  was  pe- 
ripheral facial  palsy  in  these  peoples  in  all 
these  civilizations.  Whether  it  was  post- 
traumatic,  as  shown  by  the  many  specimens 
of  extensive  trephining  in  the  ancient  necro- 
poles  of  Peru,  or  idiopathic,  as  it  often  is 
today,  we  do  not  know.  Unfortunately, 
also,  we  cannot  compare  the  rate  of  healing 
in  our  era  of  corticosteroid  therapy  with 
the  healing  rates  of  the  priestly  neurologists 
and  neurosurgeons  of  ancient  civilizations. 

Examples 

Our  examples  include: 

Peru,  Chimu  culture  (Fig.  1);  also  in  the 
Gaffron  collection  of  the  Art  Institute 
of  Chicago  there  is  an  example  of  the 


Mochica  period3 

Pre-Columbian  North  American  Mound 
Builder  culture  from  Arkansas  (Fig.  2A 
and  B) 

American  Indian,  Iroquois  and  the 
Northwest  Indian  cultures  (Fig.  2C) 

Ancient  Greece 

Baroque  period,  bust  of  David  (Jacques 
Louis)  by  Francois  Rude  (Louvre)  (Fig. 
3) 

Japanese,  probably  nineteenth- century 
ivory  carving  of  netsuke  and  recent 
wood  carvings  of  modern  periods 
(Fig.  4) 

Of  these  artistic  offerings,  then,  the  most 
definite  pictures  of  this  disorder  are  from 
the  wonderful  ceramic  representations  of 
disease  of  ancient  Peru  (Fig.  1).  In  the 
revealing  mosaics  of  Pompeii  we  have  seen 
none.  In  the  colorful  tabloids  of  ancient 
Greece,  the  amphora,  we  have  seen  the 
story  of  alcoholism,  sports,  and  hygiene, 
but  no  Bell’s  palsy.  In  the  netsukes  of 
Japan  are  exhibited  their  folklore.  These 
wonderfully  carved  ivories  and  woods  of 
the  Japanese  were  used  as  a type  of 
buckle  to  hold  the  sash  or  the  purse. 
These  carvings  show  blindness,  delights  of 
sake,  and  ancient  customs.  Our  example 
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of  facial  palsy  in  an  old  ivory  netsuke  has 
been  given  to  the  D it  trick  Museum  of 
Medical  History  in  Cleveland  (Fig.  4). 

Unlike  many  of  the  other  representations 
or  supposed  representations  of  disease  in 
art,  the  diagnosis  of  peripheral  facial 
palsy  is  a lot  easier  and  more  definitive 
and  even  rewarding. 


References 


ACTH  and  steroids 
in  allergy 


In  a comparison  of  a current  series  of  596 
allergy  patients  with  a large  group  reported  eight 
years  ago,  R.  Bookman,  M.D.,  and  E.  E.  Katz, 
M.D.,  writing  in  a recent  issue  of  Annals  of 
Allergy,  find  a change  in  their  therapeutic  atti- 
tude. The  current  series  shows  that  82  of  the 
596  patients  (14  per  cent)  received  ACTH  and 
steroids  as  compared  to  45  out  of  699  (7  per  cent) 
in  the  earlier  group.  While  this  shows  an  in- 
crease in  the  use  of  steroids,  this  is  primarily  be- 
cause of  a shift  to  the  short  course  type  of 
therapy. 

Of  the  596  patients,  ranging  in  age  from  under 
six  years  to  sixty,  288  had  bronchial  asthma,  255 
allergic  rhinitis,  34  atopic  eczema,  23  urticaria 
and  angio-edema,  and  26  miscellaneous.  Those 
patients  who  had  been  given  steroid  or  ACTH 
treatment  were  divided  into  2 groups:  (1)  those 
who  had  received  long-term  courses  of  therapy 
and  (2)  those  who  had  been  on  short-term 
courses.  Steroid  dosages  were  reviewed,  ther- 
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apy  by  age  groups  was  statistically  analyzed, 
and  the  number  of  courses  of  steroid  therapy 
given  individual  patients. 

Management  consisted  of  weekly  hyposensi- 
tizing  injections  by  the  physician,  environmental 
control  and,  where  indicated,  diet  elimination. 
Conventional  symptomatic  medications  were 
also  used  and,  in  the  patients  with  severe  symp- 
toms unresponsive  to  these  measures,  corti- 
costeroids or  corticotropin  were  used.  Cortico- 
tropin gel  was  injected  intramuscularly  in  dos- 
ages ranging  from  40  to  80  units.  Oral  cortico- 
steroid therapy  consisted  primarily  of  predni- 
sone typically  starting  at  20  mg.  daily.  This 
form  of  steroid  was  satisfactory  in  most  cases, 
with  the  advantage  of  low  cost.  Once  it  was 
decided  to  use  the  drugs,  they  were  given  in 
doses  sufficient  to  suppress  symptoms  and  grad- 
ually reduced  over  a seven-day  period  as  symp- 
toms improved.  A short  course  was  approxi- 
mately four  weeks.  Of  the  65  in  the  short- 
course  group,  58  were  on  medication  less  than 
four  weeks,  and  7 continued  somewhat  longer. 
On  long-term  therapy  there  were  17  patients, 
and  these  are  still  getting  medication.  Asthma 
(9  patients)  heavily  weights  the  long-term 
group. 
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A number  of  surveys  have  documented  an 
increase  in  the  utilization  of  hospital  emer- 
gency facilities  since  the  1940’s.  Short- 
liffe,  Hamilton,  and  Noroian,1  in  a study 
of  90  hospitals  in  the  Middle  West  and  the 
Atlantic  seaboard,  found  an  increase  in 
emergency  room  visits  of  some  400  per 
cent  in  the  period  from  1940  to  1955,  the 
great  majority  occurring  in  the  decade 
from  1945  to  1955.  Skudder,  McCarroll, 
and  Wade2  in  a national  survey  showed  an 
increase  of  120  per  cent  in  emergency  room 
visits  during  the  period  1945  to  1958. 
Bergman  and  Haggerty3  disclosed  an  in- 
crease in  visits  from  954  in  1947  to  over 
15,000  in  1960  at  the  Children’s  Hospital 
Medical  Center  in  Boston.  Weinerman 
and  Edwards4  reported  a rise  of  76  per  cent 
in  emergency  service  visits  during  the 
period  1953  to  1963  at  Grace-New  Haven 
Community  Hospital.  Pifer  and  Wester- 
man5  found  an  increase  of  159  per  cent 
during  the  decade  1954  to  1964  at  Strong 
Memorial  Hospital.  The  rapid  increase 
in  the  volume  of  visits  in  New  York  City 
was  in  general  similar  to  the  trend  shown 

* This  work  was  carried  out  with  the  aid  of  grant  CH 
00103  from  the  U.S.  Public  Health  Service. 


in  other  cities,  with  an  increase  of  135  per 
cent  in  visits  to  the  emergency  rooms 
during  the  years  1950  to  1963. c During 
the  period  1955  to  1965,  The  New  York 
Hospital  emergency  room  showed  an  in- 
crease of  56  per  cent  in  patient  visits.7 

The  marked  increase  in  emergency  room 
utilization  as  reported  by  a number  of 
studies  suggests  the  increased  importance 
of  the  emergency  room  as  a source  of 
medical  care.  Several  previous  studies 
have  suggested  possible  explanations  for 
this  trend.  Shortliffe,  Hamilton,  and 
Noroian1  reported  that  the  increase  may 
be  the  result  of  the  unavailability  of 
physicians  on  weekends,  nights,  and 
holidays.  Pifer  and  Westerman5  and  Wei- 
nerman et  al.s  concluded  that  the  emer- 
gency rooms  of  the  urban  general  hospitals 
constitute  a major  source  of  medical  care 
for  people  with  low  incomes  living  in  the 
older,  poorer  sections  of  the  city.  There 
are  several  unique  characteristics  concern- 
ing The  New  York  Hospital  which  suggest 
it  may  be  somewhat  different  from  the 
hospitals  described  in  other  studies.  The 
New  York  Hospital  is  located  in  a middle- 
to  high-income  area.  This  region  houses 
families  whose  incomes  are  much  higher 
than  those  of  the  rest  of  New  York  City. 
Second,  there  are  municipally  operated 
hospitals  in  the  city  as  well  as  in  the 
immediate  area  of  The  New  York  Hospital 
which  could  act  as  the  sources  of  medical 
care  for  the  indigent  population.  Third, 
The  New  York  Hospital  does  not  operate 
an  ambulance  service,  and  patients  with 
acute  illness  and  injury  may  not,  therefore, 
constitute  a significant  source  of  patients 
for  the  emergency  room.  Last,  it  has  a 
reputation  among  New  Yorkers  for  provid- 
ing excellent  medical  care.  This  distinc- 
tive reputation  may  result  in  patients 
coming  from  great  distances  to  this  emer- 
gency room  as  well  as  the  utilization  of 
these  facilities  by  patients  from  an  upper 
economic  class.  Torrens  and  Yedvab9 
have  found  that  the  functions  fulfilled  by 
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the  emergency  room  differ  from  hospital 
to  hospital  so  much  so  that  he  suggests  that 
each  emergency  room  is  different  from  all 
others.  Therefore  one  cannot  simply  ap- 
ply the  results  of  previous  emergency  room 
studies  to  The  New  York  Hospital.  An 
understanding  of  its  functioning  requires  a 
survey  of  its  patient  population,  patterns 
of  utilization,  and  medical  complaints. 

Setting  and  method 

The  New  York  Hospital  is  a large  general 
voluntary  teaching  hospital  in  New  York 
City.  With  1,217  hospital  beds,  this  hos- 
pital operates  an  outpatient  department 
of  89  clinics.  The  emergency  room  of 
The  New  York  Hospital  is  divided  into 
three  sections.  Pediatric  isolation  is  open 
from  8:00  a.m.  to  4:30  p.m.  Monday 
through  Friday  and  from  8:00  a.m.  to 
12:00  noon  on  Saturdays.  At  all  other 
times  all  patients  who  have  not  yet  at- 
tained their  fourteenth  birthday  are  reg- 
istered in  the  main  emergency  room  and 
seen  there  by  the  assistant  pediatrician  on 
call.  All  pediatric  cases  involving  trauma 
must  be  seen  initially  in  the  main  emer- 
gency room  by  the  assistant  surgeon.  The 
second  unit  is  the  women’s  clinic  admission 
unit  which  treats  all  gynecologic  complaints 
and  complaints  related  to  pregnancy. 
This  unit  treats  patients  twenty-four  hours 
a day,  seven  days  a week.  The  main 
emergency  room  treats  adult  cases,  and 
emergency  service  is  offered  twenty-four 
hours  a day  throughout  the  year.  Assist- 
ant surgeons,  assistant  physicians,  and 
assistant  pediatricians  are  assigned  to  the 
emergency  room  to  provide  for  continuous 
coverage.  Each  patient  is  charged  $5.00 
for  examination,  or  less,  based  on  his  ability 
to  pay.  Additional  fees  are  charged  for 
x-ray  examinations,  laboratory  tests,  and 
special  treatments  if  they  are  required. 
The  New  York  Hospital  does  not  maintain 
an  ambulance,  but  there  were  nearly  32,000 
visits  to  the  main  emergency  room  of  The 
New  York  Hospital  during  the  year  1965. 
This  study  focused  on  the  main  emergency 
room  and  excluded  pediatric  isolation  and 
the  women’s  clinic  facilities. 

All  data  included  in  this  study  were 
obtained  from  the  patients’  medical  rec- 
ords. At  The  New  York  Hospital  there 


TABLE  I.  Age,  sex,  race,  religion,  marital  status, 
and  place  of  birth  of  emergency  room  sample 
group  patients,  January  through  June,  1965 


Per  Cent 
of 

Characteristic  Patients 


Age  (Years) 

0 to  9 

18 

10  to  19 

7 

20  to  29 

26 

30  to  39 

16 

40  to  49 

9 

50  to  59 

10 

60  to  69 

8 

70  to  79 

4 

80  and  over 

2 

Total 

100  (428) 

(median  age  twenty-nine  years) 

Sex 

Male 

48 

F emale 

52 

Total 

100  (428) 

Race 

White 

84 

Negro 

14 

Other 

1 

Unknown 

1 

Total 

100  (428) 

Religion 

Catholic 

45 

Protestant 

25 

Jewish 

12 

Other 

4 

None 

2 

Unknown 

12 

Total 

100  (428) 

Marital  status 

Too  young  to  be  eligible  for  mar- 

riage 

23 

Single 

28 

Married 

35 

Divorced  or  separated 

6 

Widowed 

6 

Unknown 

2 

Total 

100  (428) 

Place  of  birth 

United  States 

76 

Puerto  Rico 

4 

Caribbean 

3 

Foreign-born  (mostly  European) 

15 

Unknown 

2 

Total 

100  (428) 

is  a central  record  department  using  the 
unit  numbering  system.  All  emergency 
room  and  outpatient  department  records 
and  inpatient  stays  are  included  in  the 
unit  system.  A complete  record  of  the 
medical  care  received  by  each  patient  can 
thus  be  obtained. 
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TABLE  II.  Employment  status  and  occupation  of 
sample  group  of  patients  who  came  to  the  emer- 
gency room  during  May  and  June,  1965 


Characteristic 

Per  Cent 
of 

Patients 

Employment  status 

Employed  or  self-employed 

43 

Retired 

6 

Unemployed 

5 

Student 

9 

Housewife 

16 

Too  young  for  school  or  work 

17 

Unknown 

4 

Total 

100  (152) 

Occupation  among  those  employed 
Professional,  semiprofessional, 
managerial 

37 

Clinical,  sales,  or  small  business 
owner 

28 

Skilled 

5 

Semiskilled,  unskilled 

30 

Total 

100  (65) 

There  were  31,710  visits  to  the  emergency 
room  of  The  New  York  Hospital  during  the 
year  1965.  In  view  of  time  and  resources 
available  for  the  study,  a total  sample  of 
900  patients  was  set  as  the  goal  for  this 
study.  A systematic  random  sample  of 
all  visits  during  the  year  1965  was  drawn 
from  the  main  emergency  room  log  book 
in  which  every  thirty-fifth  visit  was  to  be 
included  in  the  study.  Of  the  905  history 
numbers  of  patients  thus  drawn,  22  repre- 
sented patients  who  were  already  in  the 
sample  because  of  an  earlier  visit  to  the 
emergency  room  during  the  sample  intake 
period.  The  study  group  therefore  con- 
sisted of  883  patients.  Data  pertaining  to 
diagnosis,  seriousness  of  complaint,  and 
prescribed  medication  were  abstracted  by  a 
physician  from  the  charts  of  all  883  pa- 
tients. A chart  review  designed  to  obtain 
demographic  and  socioeconomic  character- 
istics of  the  patients  as  well  as  hospital 
utilization  during  the  prior  two-year  period 
was  conducted  for  428  of  the  883  patients. 
These  428  patients  sought  emergency  room 
treatment  during  the  months  of  January 
through  June,  1965. 

Findings 

Patient  characteristics.  Age,  sex, 
religion,  marital  status,  and  place  of  birth. 
Table  I shows  the  age,  sex,  race,  religion, 


TABLE  III.  Distance  of  miles  from  residence  to 
hospital 


Distance  (Miles) 

Per  Cent  of  Patients 

0 to  1 

33 

1 to  3 

21 

3 to  6 

16 

6 to  12 

16 

12  and  over 

14 

Total 

100  (428) 

marital  status,  and  place  of  birth  for  the 
sample  of  patients.  In  general  the  patients 
using  the  emergency  room  were  young,  the 
median  age  being  twenty-nine  years.  There 
were  approximately  equal  numbers  of 
males  and  females.  The  patients  were 
predominately  white  (84  per  cent).  Ap- 
proximately half  the  patients  were  Catholic, 
one-quarter  Protestant,  and  one-tenth  Jew- 
ish. One-quarter  were  too  young  to  be 
eligible  for  marriage  (age  sixteen  years  or 
less),  two-fifths  were  either  single,  widowed, 
separated,  or  divorced,  and  one-third  were 
married.  The  majority  of  the  sampled 
patients  (76  per  cent)  were  born  in  the 
United  States.  Pifer  and  Westerman,5 
Torrens  and  Yedvab,9and  Weinerman  etal .8 
similarly  found  that  the  population  using 
the  emergency  room  were  young  adults  and 
approximately  equally  divided  among  males 
and  females. 

Employment  status  and  occupation.  Em- 
ployment status  and  occupation  were 
determined  from  among  a subsample.  A 
systematic  random  sample  of  all  visits 
during  the  months  of  May  and  June,  1965, 
was  drawn  from  the  main  emergency  room 
logbook  in  which  every  thirty-fifth  visit 
was  included  in  this  sample.  This  group 
consisted  of  152  patients.  It  is  interesting 
to  note  from  Table  II  that  among  the 
employed  patients  using  the  emergency 
room  facilities,  70  per  cent  were  skilled  or 
white-collar  workers. 

Distance  from  residence  to  hospital.  Table 
III  shows  the  distances  in  miles  from  the 
patient’s  residence  to  the  hospital.  In 
general  the  patients  come  from  a wide  geo- 
graphic area.  Residents  in  the  area  of  the 
New  York  Hospital,  57th  to  95th  Streets 
and  5th  Avenue  to  the  East  River,  consti- 
tute 33  per  cent  of  sample,  37  per  cent  come 
from  one  to  six  miles  from  the  hospital, 
and  30  per  cent  come  from  six  miles  or 
more  from  the  hospital. 
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TABLE  IV.  Emergency  room  visits  by  day  of  the 
week 


Day  of  the  Week 

Per  Cent  of  Patients 

Sunday 

18 

Monday 

14 

Tuesday 

14 

W ednesday 

12 

Thursday 

13 

Friday 

14 

Saturday 

15 

Total 

100  (428) 

TABLE  V.  Previous  use  of  The  New  York  Hospital 
facilities  for  sample  group  of  428  patients  who 
came  to  the  emergency  room  during  January 
through  June,  1965 

Per  Cent 


of 

Hospital  Facility  Used  Patients 


None  (first  visit)  49 

Emergency  room  only  5 

Outpatient  department  only  16 

Inpatient  only  6 

Emergency  room  and  outpatient 
department  11 

Emergency  room  and  inpatient  1 

Outpatient  department  and 

inpatient  5 

Emergency  room  and  outpatient 

department  and  inpatient  7 

Total  100  (428) 


Bergman  and  Haggerty3  found  that  33 
per  cent  of  the  pediatric  emergency  visits 
reside  from  5 to  15  miles  from  the  hospital. 
Torrens  and  Yedvab9  similarly  found  that 
for  3 of  the  4 hospitals  he  studied,  the 
patients  travel  a long  distance  to  the 
emergency  room. 

Utilization.  Time  of  day  and  day  of 
week  of  emergency  room  visit.  Table  IV  shows 
the  day  of  week  of  emergency  room  visits. 
A breakdown  of  visits  by  shifts  showed  that 
the  day  and  evening  shifts  handle  the 
majority  of  cases:  day  shift  36  per  cent, 
evening  shift  50  per  cent,  and  night  shift  14 
per  cent.  There  is  an  increase  in  the  case 
load  on  week  ends. 

Similar  patterns  in  utilization  were 
reported  by  Skudder,  McCarroll,  and 
Wade2  and  Weinerman  and  Edwards.4 
Pifer  and  Westerman,5  however,  found  no 
increase  in  patient  visits  on  week  ends  and 
no  difference  in  patient  load  during  the 
various  shifts  at  the  Strong  Memorial 
Hospital,  a university,  teaching  hospital. 


TABLE  VI.  Source  of  referral  of  emergency  room 
study  group  patients 


Source  of  Referral 

Per  Cent  of  Patients 

Self 

80 

Physician 

9 

Other  clinic 

4 

Other 

4 

Unknown 

3 

Total 

100  (428) 

TABLE  VII.  Visits  to  the  emergency  room  of  The 
New  York  Hospital  during  the  past  two  years 

Number  of  Emergency 
Room  Visits 

Per  Cent  of  Patients 

0 

76 

1 

12 

2 

8 

3 or  more 

4 

Total 

100  (428) 

Previous  use  of  New  York  Hospital.  Pre- 
vious use  of  the  New  York  Hospital  facili- 
ties was  determined  from  among  the  sample 
group  of  428  patients  who  used  the  emer- 
gency room  from  January  through  June, 
1965.  These  results  are  shown  in  Table 

V.  It  is  interesting  to  note  that  among 
these  emergency  room  patients,  49  per  cent 
were  making  contact  with  the  New  York 
Hospital  for  the  first  time.  Bergman  and 
Haggerty3  and  Torrens  and  Yedvab9  also 
found  that  a high  proportion  of  emergency 
room  visits  were  first  contacts  with  the  hos- 
pital. 

Source  of  referral.  As  shown  in  Table 

VI,  the  vast  majority  of  patients  (80  per 
cent)  were  self- referred.  Fully  9 per  cent 
of  the  patients,  however,  came  to  the 
emergency  room  on  the  suggestion  of  their 
private  physician.  These  results  are  similar 
to  those  reported  by  Weinerman  and 
Edwards,4  Pifer  and  Westerman,5  and 
Torrens  and  Yedvab.9 

Utilization  of  the  emergency  room  by  study 
group  patients.  As  shown  in  Table  VII, 
the  majority  (76  per  cent)  of  patients  made 
no  visits  to  the  emergency  room  of  the  New 
York  Hospital  during  the  prior  two-year 
period.  These  results  are  in  line  with 
those  reported  by  Torrens  and  Yedvab.9 

Utilization  of  The  New  York  Hospital 
outpatient  department  among  study  group 
patients.  As  can  be  seen  from  Table  VIII, 


1338  New  York  State  Journal  of  Medicine  / May  15,  1967 


TABLE  VIII.  Visits  to  the  outpatient  depart- 
ment during  the  past  two  years  for  the  emergency 
room  study  group  patients 


Number  of  Clinic  Visits 

Per  Cent  of  Patients 

None 

61 

1 to  4 

18 

5 to  9 

13 

10  to  14 

6 

15  or  more 

2 

Total 

100  (428) 

TABLE  IX.  Number  of 

emergency  room  study 

group  patients  admitted  to  The  New  York  Hospital 

during  past  two  years 

Number  of  Admissions 

Per  Cent  of  Patients 

None 

81 

1 

15 

2 or  more 

4 

Total 

100  (428) 

approximately  40  per  cent  of  the  emer- 
gency room  study  group  patients  had  uti- 
lized the  outpatient  department  of  The 
New  York  Hospital.  Lee,  Solon,  and 
Sheps10  found  that  33  per  cent  and  Torrens 
and  Yedvab9  found  25  per  cent  of  the 
emergency  unit  patients  were  found  to 
have  used  the  outpatient  department  dur- 
ing the  year  prior  to  the  emergency  room 
visit. 

Hospitalization  among  study  group  pa- 
tients. As  shown  in  Table  IX,  the  vast 
majority  of  emergency  room  study  group 
patients  had  no  admissions  to  The  New 
York  Hospital  during  the  prior  two-year 
period  (81  per  cent).  This  may  indicate 
that  the  patients  using  the  emergency  room 
are  probably  not  a chronically  ill  popula- 
tion. These  results  are  similar  to  those 
reported  by  Weinerman  and  Edwards4 
and  Torrens  and  Yedvab.9  Since  very  few 
were  admitted,  it  may  be  assumed  most 
were  not  critically  ill. 

Compensation  cases.  Only  a very  small 
number  (6  per  cent)  of  the  emergency  room 
study  group  patients  were  compensation 
cases. 

Initial  treatment  and  disposition. 
Laboratory  tests  and  x-rays.  Fifty-six  per 
cent  of  the  patients  received  neither  labora- 
tory tests  nor  x-rays  of  any  kind,  25  per  cent 
received  x-ray  films  only,  11  per  cent  lab 
tests  only,  7 per  cent  a combination  of  x-ray 
and  lab  tests,  and  1 per  cent  unknown. 


TABLE  X.  Disposition  of  emergency  room  study 
group  patients 


Disposition 

Per  Cent  of  Patients 

Return  as  necessary 

25 

Private  physician 

7 

Outpatient  department 

33 

Admitted 

14 

Other 

15 

Unknown 

6 

Total 

100  (428) 

These  results  are  similar  to  the  findings 
disclosed  by  Weinerman  and  Edwards4 
and  Torrens  and  Yedvab.9 

Disposition.  After  completion  of  treat- 
ment, 25  per  cent  were  told  to  return  again 
if  necessary,  33  per  cent  were  referred  to 
The  New  York  Hospital  outpatient  depart- 
ment, and  7 per  cent  were  referred  to  their 
private  physicians.  The  high  proportion 
of  admissions  is  probably  due  to  the  fact 
that  many  ward  medical  admissions  as  well 
as  some  private  admissions  go  through  the 
emergency  room.  In  general  the  results 
shown  in  Table  X were  similar  to  the 
findings  of  Lee,  Solon,  and  Sheps,10  Pifer 
and  Westerman,5  and  Torrens  and  Yedvab.9 

Medical  characteristics.  Thorough 
knowledge  of  the  purpose  of  the  emergency 
room  visit,  the  seriousness  of  the  complaint, 
and  a detailed  listing  of  the  diagnosis  oc- 
curring in  the  sample  group  provides  the 
most  valid  description  of  this  emergency 
room  population.  For  this  part  of  the 
project,  the  study  group  consisted  of  883 
patients,  the  total  sample.  These  883 
patients  represent  patients  coming  to  the 
emergency  room  during  the  twelve  months 
of  1965.  This  should  eliminate  any  sea- 
sonal variation  in  morbidity  rates.  Also 
to  provide  for  complete  accuracy,  all  data 
were  abstracted  from  the  charts  and  inter- 
preted by  a qualified  physician. 

Purpose  of  emergency  room  visit.  The 
majority  of  patients  (92  per  cent)  came  to 
the  emergency  room  seeking  medical  care. 
It  is  interesting  to  note  that  5 per  cent  of  the 
patients  were  meeting  their  private  physi- 
cians in  the  emergency  room  to  be  treated 
there  by  him.  There  is  an  indication  that 
this  proportion  of  patients  is  increasing 
at  The  New  York  Hospital. 

Type  of  complaints  and  physician’s  esti- 
mate of  their  seriousness.  It  can  be  seen 
from  Table  XI  that  the  majority  of  visits 
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TABLE  XI.  Types  of  cases  seen  in  the  emergency 
room  and  physician’s  estimate  of  seriousness  of 
trauma  and  nontrauma  cases 


Type  of  Case  and  Severity 

Per  Cent  of 
Patients 

Trauma 

30 

Nontrauma 

62 

Other 

8 

Total 

100  (883  ) 

Trauma 

Serious 

2 

Moderately  serious 

18 

Nonserious 

80 

Total 

100  (265) 

Nontrauma 

Serious 

22 

Moderately  serious 

30 

Nonserious 

48 

Total 

100  (545) 

are  for  nontraumatic  complaints.  Among 
the  study  group  patients,  62  per  cent  of 
emergency  visits  were  for  nontrauma  as 
compared  with  30  per  cent  for  trauma. 
In  general  the  majority  of  emergency  room 
visits  may  be  considered  to  be  nonemer- 
gency; however,  it  is  interesting  to  note 
that  among  the  trauma  cases,  80  per  cent 
were  considered  to  be  nonserious  as  com- 
pared to  48  per  cent  among  the  nontrauma 
cases.  A serious  case  may  be  defined  as 
acute  and  severe  requiring  immediate 
treatment.  Moderately  serious  may  be 
defined  as  acute  but  not  necessarily  severe 
and  nonserious  as  nonacute  and  nonsevere, 
requiring  delayed  or  elective  treatment. 
These  results  are  similar  to  the  findings 
reported  in  other  studies.  Lee,  Solon, 
and  Sheps, 10  Skudder,  McCarroll,2  and 
Wade,  and  Pifer  and  Westerman'  similarly 
reported  that  trauma  accounts  for  one 
third  of  the  cases  treated  in  the  emergency 
unit.  Torrens  and  Yedvab9  in  a study  of 
emergency  rooms  of  four  New  York  City 
Hospitals  stated  that  hospitals  in  high- 
income  areas  were  really  first-aid  stations, 
as  compared  with  those  in  low-income 
areas  which  provide  the  patient  with  the 
major  source  of  his  medical  care.  Lee, 
Solon,  and  Sheps10  found  that  38  per  cent 
of  the  visits  were  for  conditions  which  are 
distinctly  of  a nonurgent  nature.  Skudder, 
McCarroll,  and  Wade2  found  that  42  per 
cent  were  considered  to  be  nonemergency 
problems.  Bergman  and  Haggerty3  stated 


TABLE  XII.  Diagnosis  by  specialty  area  among  the 
883  study  group  patients  using  the  emergency 
room  in  1965 


Specialty  Area 

— — Per  Cent  of  Patients 

Secondary 
Primary  Diagnosis 

Diagnosis  if  Present 

Minor  surgery 
Orthopedic  sur- 

17.4 

1.3 

gery 

Ear,  nose,  and 

16.4 

1.3 

throat  surgery 
Gastrointestinal 

9.9 

9.4 

area 

9.4 

8.7 

Pulmonary  area 
Cardiovascular 

8.4 

8.7 

area 

6.1 

12.9 

Ophthalmology 

5.3 

1.3 

Psychiatry 

3.9 

4.0 

Urology 

3.5 

6.7 

Skin  area 

3.1 

4.0 

Neurology 

3.1 

8.7 

Allergy 

2.8 

7.4 

Dental  area 

1.7 

2.8 

Rheumatology 
Obstetrics  and 

1.4 

2.0 

gynecology* 

Metabolism- 

0.9 

4.0 

endocrinology 
Clinical  pharma- 

0.6 

8.7 

cology 

0.5 

0.7 

Hematology 

0.5 

4.0 

Venereal  disease 
Abdominal  sur- 

0.3 

0.0 

gery 

0.2 

1.3 

Thoracic  surgery 

0.1 

0.7 

Nutrition  area 

0.0 

0.7 

Neurosurgery 

0.0 

0.7 

All  others 

4.5 

0.0 

100.0 

100.0 

Totals 

883  patients 

149  patients 

* There  are  few  obstetric  and  gynecology  cases  since  the 
ma  jority  of  cases  are  referred  to  the  women’s  clinic. 


that  the  cases  are  by  and  large  not  serious, 
acute  illnesses,  but  typical  pediatric  prob- 
lems. Pifer  and  Westerman5  found  that 
44  per  cent  were  not  bona  fide  emergencies. 
These  results  are  in  agreement  with  the 
results  obtained  at  The  New  York  Hos- 
pital emergency  room. 

Diagnosis  by  specialty  area.  It  can  be 
seen  from  Table  XII  that  the  medical  care 
provided  in  the  emergency  room  includes 
all  the  medical  and  surgical  subspecialties. 
In  staffing  an  emergency  room,  coverage 
should  be  provided  by  physicians  represent- 
ing all  the  disciplines.  Many  of  the  sub- 
specialty problems,  however,  probably  can 
often  be  handled  by  an  assistant  physician 
or  an  assistant  surgeon.  Since  the  majority 
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TABLE  XIII.  Initiation  and  type  of  medications 
prescribed  for  the  883  emergency  room  study  group 
patients 


Per  Cent 
of 

Medication  Patients 


Initiation 

No  medication  prescribed  43 

Started  on  hospital  emergency 
room  24 

At  home  33 

Total  100  (883) 

Nature 

No  medication  prescribed  43 

Systemic  46 

Topical  J 11 

Total  100  (883) 

Type  of  systemic  medication 

Immunization  25 . 0 

Antibacterial  medication  24.8 

Analgesic  drugs  23 . 3 

Cardiovascular-renal  drugs  7 . 2 

Sedatives  6 . 7 

Antihistamine  3 . 7 

Tranquilizers  3 . 5 

Cough  remedy  2 . 2 

Antispasmodic  0 . 7 

Others  2 . 9 


Total  100.0  (406) 


of  cases  were  nontraumatic,  supervision  of 
the  emergency  service  might  well  be  the 
primary  responsibility  of  the  department 
of  medicine  rather  than  the  department  of 
surgery. 

Medication.  Initiation  of  medication  and 
type  prescribed.  The  majority  (57  per 
cent)  of  emergency  room  study  group  pa- 
tients required  medication.  For  24  per 
cent  of  the  patients,  medication  was 
started  in  the  emergency  room  of  the 
hospital,  and  33  per  cent  were  instructed 
to  start  their  medication  at  home.  The 
majority  were  given  systemic-type  medica- 
tion. Immunization,  antibacterials,  and 
analgesics  comprised  75  per  cent  of  systemic 
medication  either  dispensed  or  prescribed. 
These  results  are  shown  in  Table  XIII. 

Limitations  of  this  study.  All  the  data 
included  in  this  study  were  obtained  from 
the  patients’  medical  records.  It  should  be 
emphasized  that  at  The  New  York  Hos- 
pital, the  medical  record  department  uses 
the  unit  numbering  system.  All  emer- 
gency room  and  outpatient  visits  and 
inpatient  stays  may  be  found  in  the  pa- 
tient’s chart.  This  study  can  provide  us 


with  some  ideas  of  what  brings  patients  to 
an  emergency  room.  An  interview,  how- 
ever, would  be  necessary  to  determine  with 
any  degree  of  accuracy  the  reasons  that 
motivate  patients  to  use  the  emergency 
room.  Second,  we  have  a complete  record 
of  the  medical  care  obtained  by  the  patient 
at  The  New  York  Hospital;  however,  we  do 
not  know  from  the  chart  review  whether  or 
not  a patient  received  medical  care  from 
any  other  sources,  so  the  patient’s  complete 
medical  experience  is  not  known. 

Summary 

This  is  a study  of  a sample  of  patients 
who  have  used  The  New  York  Hospital 
emergency  room  during  the  year  1965. 
Data  pertaining  to  the  types  of  patients, 
their  utilization  of  hospital  facilities,  and 
their  complaints  have  been  presented. 

This  emergency  room  is  being  used  by  a 
rather  young  population  (median  age 
twenty-nine  years),  equally  divided  among 
men  and  women,  predominately  white,  and 
mostly  native-born  Americans.  The  popu- 
lation served  probably  represents  a group 
of  people  who  are  in  good  health  and  have 
very  little  need  for  continuous  medical 
care.  During  the  two  years  prior  to  the 
study  intake  period,  76  per  cent  of  the 
patients  made  no  emergency  room  visits, 
61  per  cent  no  outpatient  department 
visits,  and  81  per  cent  had  no  admissions. 
During  an  acute  episode,  these  people 
turn  to  the  hospital  and,  more  specifically, 
the  emergency  room  for  their  treatment. 

It  was  surprising  to  find  the  considerable 
distances  that  the  patients  traveled  to  The 
New  York  Hospital  to  obtain  emergency 
care.  Only  33  per  cent  lived  within  one 
mile  of  the  hospital,  37  per  cent  under  six 
miles,  and  30  per  cent  six  miles  or  more 
from  the  hospital  (Table  III).  Bergman 
and  Haggerty3  similarly  found  that  at  the 
Children’s  Hospital  Medical  Center  in 
Boston,  patients  lived  considerable  dis- 
tances from  the  hospital.  The  relatively 
unique  reputations  of  The  New  York 
Hospital  and  the  Children’s  Hospital  may 
explain  these  findings. 

The  majority  of  patients  use  the  emer- 
gency room  during  the  hours  of  4:00 
p.m.  and  12:00  midnight  and  during  the 
week  ends.  This  may  be  because  private 
physicians  are  not  available,  and  out- 
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patient  facilities  are  closed  during  these 
hours  and  days  of  the  week.  These  find- 
ings substantiate  the  hypothesis  held  by 
many  of  an  increase  in  patient  load  during 
the  evening  hours  when  the  work  day  ends. 

For  the  most  part,  emergency  room  visits 
are  for  nontraumatic  complaints.  Among 
study  group  patients,  62  per  cent  were  for 
nontrauma  as  compared  with  30  per  cent 
for  trauma.  A high  proportion  of  the 
visits  may  be  considered  nonemergent. 
Among  the  trauma  cases,  80  per  cent  were 
considered  to  be  nonserious  as  compared 
with  48  per  cent  among  the  nontrauma 
cases.  These  findings  may  partly  be 
explained  by  the  fact  that  The  New  York 
Hospital  does  not  maintain  an  ambulance 
service. 

The  medical  care  provided  in  an  emer- 
gency room  includes  all  the  medical  and 
surgical  subspecialties.  The  most  fre- 
quently used  surgical  subspecialties  were 
minor  surgery,  orthopedic  surgery,  and 
ear,  nose,  and  throat  surgery.  The  most 
commonly  used  medical  subspecialties  were 
gastrointestinal,  pulmonary,  and  cardio- 
vascular. In  staffing  an  emergency  room, 
coverage  should  be  provided  by  physicians 
representing  all  the  disciplines.  Super- 
vision of  such  an  emergency  service  might 
well  be  the  primary  responsibility  of  the 
department  of  medicine  rather  than  the 
department  of  surgery.  Among  the  study 
group  patients,  57  per  cent  required 
medications;  75  per  cent  were  patients 
needing  immunizations,  antibacterials,  and 
analgesics. 

Many  of  the  demographic,  utilization, 


and  medical  variables  pertaining  to  The 
New  York  Hospital  emergency  room  popu- 
lation studied  in  this  survey  were  found  to 
be  comparable  to  those  reported  by  other 
investigators. 

The  emergency  room  of  The  New  York 
Hospital  is  providing  medical  care  during 
acute  episodes  as  well  as  routine  medical 
care.  For  many  patients  (49  per  cent)  the 
emergency  room  is  their  only  contact  with 
The  New  York  Hospital. 

Acknowledgment.  The  authors  are  grateful  for  the  help 
and  advice  of  Mary  E.  W.  Goss,  Ph.D.,  in  the  preparation  of 
this  article. 
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Samuel  William  Boorstein,  M.D.,  formerly 
of  Flushing,  died  on  March  28  at  his  home  in 
Tel  Aviv  at  the  age  of  eighty-two.  Dr.  Boor- 
stein graduated  in  1909  from  University  and 
Bellevue  Hospital  Medical  College.  Retired, 
he  had  been  a consulting  orthopedic  surgeon 
at  Bronx- Lebanon  Hospital  Center  and  Ford- 
ham  Hospital.  Dr.  Boorstein  was  a Diplomate 
of  the  American  Board  of  Orthopedic  Surgery, 
a Fellow  of  the  American  College  of  Surgeons, 
and  a member  of  the  American  Academy  of 
Orthopaedic  Surgeons,  the  New  York  Academy 
of  Medicine,  the  Bronx  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Wladislaw  Colonna  Klaczynski,  M.D.,  of 

Newark,  died  on  February  24  at  the  Newark- 
Wayne  Community  Hospital  at  the  age  of 
sixty-nine.  Dr.  Klaczynski  received  his  medi- 
cal degree  from  the  University  of  Breslau  in 
1923.  He  was  a member  of  the  American  Psy- 
chiatric Association,  the  Wayne  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

George  August  Koenig,  M.D.,  of  New  York 
City,  died  on  April  2 at  Veterans  Administra- 
tion Hospital  at  the  age  of  eighty.  Dr.  Koenig 
graduated  in  1910  from  University  and  Bellevue 
Hospital  Medical  College.  He  was  a con- 
sulting surgeon  at  Bellevue  Hospital  and  a 
former  associate  professor  of  surgery  at  New 
York  University  School  of  Medicine.  Dr. 
Koenig  was  a Fellow  of  the  American  College 
of  Surgeons  and  a member  of  the  New  York 
County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Dexter  S.  Levy,  M.D.,  of  Buffalo,  died  on 
February  25  at  Millard  Fillmore  Hospital  at 
the  age  of  fifty-six.  Dr.  Levy  graduated  in 
1936  from  the  University  of  Buffalo  School  of 
Medicine.  He  was  an  attending  physician  at 
Millard  Fillmore  Hospital,  a consulting  phy- 
sician in  cardiology  at  Buffalo  State  Hospital,  a 
consulting  physician  and  cardiologist  at  Ed- 
ward J.  Meyer  Memorial  Hospital,  and  a con- 
sulting cardiologist  at  DeGraff  Memorial  (North 
Tonawanda)  and  St.  Francis  Hospitals.  Since 
1958  he  had  been  an  associate  clinical  professor 
of  medicine  at  State  University  of  New  York 
at  Buffalo  School  of  Medicine  and  was  president 
of  the  medical  staff  at  Millard  Fillmore  Hos- 
pital from  1964  to  1966.  Dr.  Levy  was  a Dip- 
lomate of  the  American  Board  of  Internal  Medi- 


cine, a Fellow  of  the  American  College  of  Car- 
diology, a Fellow  of  the  American  College  of 
Gastroenterology,  a Fellow  of  the  American 
College  of  Physicians,  a Fellow  of  the  American 
College  of  Chest  Physicians,  and  a member  of 
the  American  Geriatrics  Society,  the  Erie 
County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Louis  Michael  Lipton,  M.D.,  of  New  York 
City,  died  on  April  9 at  his  home  at  the  age  of 
forty-nine.  Dr.  Lipton  graduated  in  1946  from 
the  University  of  Toronto  Faculty  of  Medicine. 
He  was  an  associate  attending  psychiatrist  at 
Beth  Israel  Hospital,  a member  of  the  medical 
staff  at  the  Karen  Homey  Clinic,  and  a member 
of  the  advisory  committee  of  the  New  York 
Clinic  for  Mental  Health.  Dr.  Lipton  was  a 
member  of  the  American  Psychiatric  Associa- 
tion, the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Irving  London,  M.D.,  of  New  York  City,  died 
on  April  3 at  Roosevelt  Hospital  at  the  age  of 
sixty-two.  Dr.  London  graduated  in  1927  from 
Long  Island  College  Hospital.  He  was  a 
member  of  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Charles  Anthony  McLaughlin,  M.D.,  of 

Sands  Point,  died  on  March  15  at  St.  Clare’s 
Hospital  at  the  age  of  sixty-five.  Dr.  McLaugh- 
lin graduated  in  1926  from  Georgetown  Uni- 
versity School  of  Medicine.  He  was  a member 
of  the  Medical  Society  of  the  County  of  Kings, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Clark  Stebbins  Shuman,  M.D.,  of  Black 
River,  died  on  March  17  at  the  age  of  sixty-four. 
Dr.  Shuman  graduated  in  1936  from  Rush  Medi- 
cal College.  He  was  an  attending  physician  at 
Mercy  Hospital  and  the  House  of  the  Good 
Samaritan  (both  in  Watertown).  Dr.  Shuman 
was  a member  of  the  Jefferson  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Herman  E.  Wolfe,  M.D.,  of  New  York  City, 
died  on  November  17,  1966,  at  the  age  of  sixty- 
three.  Dr.  Wolfe  graduated  in  1928  from  New 
York  Homeopathic  Medical  College  and  Flower 
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Hospital.  He  was  an  associate  attending  oph- 
thalmologist at  Beth  Israel  and  Lincoln  Hos- 
pitals. Dr.  Wolfe  was  a Diplomate  of  the  Amer- 
ican Board  of  Ophthalmology  and  a member  of 
the  American  Academy  of  Ophthalmology  and 


Otolaryngology,  the  New  York  Society  for 
Clinical  Ophthalmology,  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 
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Scientific  Program 


Any  State  Society  member  who  wishes  to  present  a paper 
before  a scientific  section  or  a general  session  is  requested 
to  write  to  Bernard  J.  Pisani,  M.D.,  Chairman  of  Scientific 
Program  Committee  at  the  address  given  below. 

A short  abstract  of  the  proposed  presentation  should  ac- 
company the  letter. 


Scientific  Exhibits 


Requests  for  scientific  exhibit  space  should  be  addressed 
to  Albert  H.  Douglas,  M.D.,  Chairman,  Scientific  Exhibits 
Subcommittee  of  Convention  Committee,  at  the  address 
given  below. 


Scientific  Motion  Pictures 


Requests  to  present  a motion  picture  in  the  motion  picture 
theatre  at  the  convention  should  be  addressed  to  Kenneth 
B.  Olson,  M.D.,  Chairman,  Motion  Picture  Subcommittee, 
at  the  address  given  below. 
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A Manual  of  Clinical  Allergy.  By  John  M. 
Sheldon,  M.D.,  Robert  G.  Lovell,  M.D.,  and 
Kenneth  P.  Mathews,  M.D.  Second  edition. 
Octavo  of  550  pages,  illustrated.  Philadelphia, 
W.  B.  Saunders  Company,  1967.  Cloth,  $15. 

Hearts:  Their  Long  Follow-up.  By  Paul 

Dudley  White,  M.D.,  and  Helen  Donovan. 
Quarto  of  357  pages,  illustrated.  Philadelphia, 
W.  B.  Saunders  Company,  1967.  Cloth,  $12. 

The  Ureter.  Edited  by  Harry  Bergman,  M.D. 
Octavo  of  683  pages,  illustrated.  New  York, 
Hoeber  Medical  Division,  Harper  & Row,  1967. 
Cloth,  $30. 

Clinical  Endocrinology.  By  Karl  E.  Pasch- 
kis,  M.D.,  Abraham  E.  Rakoff,  M.D.,  Abraham 
Cantarow,  M.D.,  and  Joseph  J.  Rupp,  M.D. 
Third  edition.  Octavo  of  1,060  pages,  illustra- 
ted. New  York,  Hoeber  Medical  Division, 
Harper  & Row,  1967.  Cloth,  $27.50. 

The  Evolution  of  Medical  Education  in 
Britain.  Edited  by  F.  N.  L.  Poynter.  Octavo 
of  238  pages.  Baltimore,  The  Williams  and 
Wilkins  Company,  1966.  Cloth,  $8.25. 

The  Principles  and  Practice  of  Medicine. 

By  Sir  Stanley  Davidson,  M.D.  Seventh  edi- 
tion, reprint.  Octavo’of  1,262  pages,  illustrated. 
Baltimore,  The  Williams  and  Wilkins  Company, 
1965.  Cloth. 

Labor:  Clinical  Evaluation  and  Manage- 

ment. By  Emanuel  A.  Friedman,  M.D.  Oc- 
tavo of  397  pages,  illustrated.  New  York, 
Appleton-Century-Crofts,  1967.  Cloth,  $13.50. 

The  Research  Process  in  Nursing.  By 
David  J.  Fox,  Ph.D.,  and  Ruth  Lundt  Kelly, 
R.N.,  Ed.D.  Octavo  of  611  pages,  illustrated. 
New  York,  Appleton-Century-Crofts,  1967. 
Cloth,  $12.95. 

Cancer  Chemotherapy:  Basic  and  Clinical 

Applications.  The  Fifteenth  Hahnemann 
Symposium.  Edited  by  Isadore  Brodsky, 
M.D.,  and  S.  Benham  Kahn,  M.D.  Consulting 
Editor  John  H.  Moyer,  III,  M.D.  Octavo  of 
348  pages,  illustrated.  New  York,  Grune  & 
Stratton,  1967.  Cloth,  $18.50. 

Clinical  Pathology:  Interpretation  and 

Application.  By  Benjamin  B.  Wells,  M.D., 
and  James  A.  Halsted,  M.D.  Fourth  edition. 

* Books  received  for  review  are  acknowledged  promptly  in 
this  column.  No  other  obligation  is  assumed  for  the  courtesy 
of  those  sending  them  for  this  purpose.  Selection  for  review 
is  made  on  the  basis  of  merit  and  reader  interest. 


Octavo  of  708  pages,  illustrated.  Philadelphia, 
W.  B.  Saunders  Company,  1967.  Cloth,  $11.50. 

Renal  Carcinoma.  By  James  L.  Bennington, 
M.D.,  and  Robert  M.  Kradjian,  M.D.  Octavo 
of  263  pages,  illustrated.  Philadelphia,  W.  B. 
Saunders  Company,  1967.  Cloth,  $15. 

Heart  Disease  in  Infancy  and  Childhood. 

By  John  D.  Keith,  M.D.,  Richard  D.  Rowe, 
M.B.,  and  Peter  Vlad,  M.D.  Second  edition. 
Quarto  of  1,239  pages,  illustrated.  New  York, 
The  Macmillan  Company,  1967.  Cloth,  $35. 

The  Extremities.  By  Daniel  P.  Quiring, 
Ph.D.  Third  edition,  revised  and  edited  by 
John  H.  Warfel,  Ph.D.  Octavo  of  124  pages, 
illustrated.  Philadelphia,  Lea  & Febiger,  1967. 
Cloth,  $3.90. 

The  Head,  Neck,  and  Trunk.  By  Daniel  P. 
Quiring,  Ph.D.  Third  edition.  Revised  and 
edited  by  John  H.  Warfel,  Ph.D.  Octavo  of 
128  pages,  illustrated.  Philadelphia,  Lea  & 
Febiger,  1967.  Cloth,  $3.90. 

Adult  Health:  Services  for  the  Chronically 

111  and  Aged.  By  Frank  W.  Reynolds,  M.D., 
and  Paul  C.  Barsam,  M.D.  Octavo  of  242 
pages,  illustrated.  New  York,  The  Macmillan 
Company,  1967.  Cloth,  $7.95. 

The  Specificity  of  Cell  Surfaces.  Edited  by 
Bernard  D.  Davis  and  Leonard  Warren.  Oc- 
tavo of  290  pages,  illustrated.  Englewood 
Cliffs,  N.  J.,  Prentice-Hall,  Inc.,  1967.  Cloth, 
$10.25. 

Diabetes  for  Diabetics.  By  George  F. 
Schmitt,  M.D.  Octavo  of  237  pages,  illustra- 
ted. Miami,  Fla.,  The  Diabetes  Press  of  Amer- 
ica, Inc.,  1965.  Cloth,  $5.95. 

Sexual  Problems:  Diagnosis  and  Treat- 

ment in  Medical  Practice.  Edited  by 
Charles  William  Wahl,  M.D.  Octavo  of  300 
pages.  New  York,  The  Free  Press,  1967. 
Cloth,  $7.95. 

Medical  Department,  United  States  Army. 
Radiology  in  World  War  II.  Editor  in 
Chief,  Colonel  Arnold  Lorentz  Ahnfeldt,  MC, 
USA.  Editor  for  Radiology,  Kenneth  D.  A. 
Allen,  M.D.  Associate  Editors,  Elizabeth  M. 
McFetridge,  M.A.,  and  Mindell  W.  Stein, 
B.Sc.  Octavo  of  1,087  pages,  illustrated. 
Washington,  D.C.,  Office  of  the  Surgeon  Gen- 
eral, Department  of  the  Army,  1966.  Cloth, 
$8.25. 
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The  Origin  of  Genetics:  A Mendel  Source 

Book.  Edited  by  Curt  Stern  and  Eva  R. 
Sherwood.  Duodecimo  of  177  pages,  illustrated. 
San  Francisco,  W.  H.  Freeman  and  Company, 
1966.  Cloth,  $4.50. 

The  Medical  Clinics  of  North  America. 
Nationwide  Number.  Volume  51  Number 
2,  Mai’ch,  1967.  Modern  Management  of 
Respiratory  Diseases.  William  M.  M.  Kirby, 
M.D.,  Guest  Editor.  Octavo.  Philadelphia, 
W.  B.  Saunders  Company,  1967.  Published 
Bi-Monthly  (six  numbers  a year).  Cloth,  $21 
net. 

Clinical  Haematology.  By  Robert  Duncan 
Eastham,  M.D.  Second  edition.  Sextodecimo 
of  168  pages.  Baltimore,  The  Williams  & 


Wilkins  Company,  1966.  Paper,  $5.50. 

Heparin  and  Lipid  Metabolism:  An  Anno- 

tated Bibliography.  By  Myer  M.  Fishman, 
Ph.D.  Quarto  of  95  pages.  River  Edge, 
N.  J.,  Technical  Service  Laboratories,  1966. 
Paper,  $5.50. 

Doctor’s  House  Call.  By  James  Rogers  Fox, 
M.D.  Duodecimo  of  406  pages,  illustrated. 
New  York,  Collier  Books,  1965.  Paper,  $1.95. 

A Doctor  Discusses  the  Pre-School  Child’s 
Learning  Process  (and  how  parents  can 
help).  By  Edward  B.  Rosenberg,  B.S.,  and 
Silas  L.  Warner,  M.D.  Sextodecimo  of  102 
pages,  illustrated.  Chicago,  Budlong  Press 
Company,  1967.  Paper,  $1.50. 


Books  Reviewed 


Radiographic  Atlas  of  the  Genitourinary 
System.  By  Charles  Ney,  M.D.,  and  Richard 
M.  Friedenberg,  M.D.  Quarto  of  741  pages, 
illustrated.  Philadelphia,  J.  B.  Lippincott 
Company,  1966.  Cloth. 

This  volume  is  as  complete  an  atlas  of  the 
genitourinary  tract  as  would  seem  possible. 
There  are  approximately  500  pages  of  illustra- 
tions, with  from  three  to  six  illustrations  on  each 
page.  The  complete  coverage  of  the  study  is 
illustrated  by  films  ranging  from  a normal  kid- 
ney through  congenital  anomalies,  infections, 
trauma,  tumor  of  the  kidney,  and  so  forth. 
In  addition,  there  are  individual  chapters  on 
related  medical  diseases,  gastrointestinal,  and 
obstetric  and  gynecologic  conditions  affecting 
the  urinary  tract.  There  is  a complete  study  of 
all  possible  procedures  available  to  the  clinician 
and  radiologist.  The  detail  in  the  illustrations, 
while  not  perfect,  is  quite  satisfactory.  There  is 
an  excellent  bibliography  attached  to  each 
chapter. 

This  volume  can  be  recommended  for  use  by 
all  those  interested  in  radiology,  whether  on  the 
resident  or  specialist  level,  and  also  to  the 
practicing  urologist.  This  book  is  an  excellent 
addition  to  a hospital  or  clinician’s  library. — 
Emanuel  Mendelson,  M.D. 

Textbook  of  Pathology.  Two  Volumes.  By 
George  L.  Montgomery,  M.D.  Quarto,  il- 
strated.  Baltimore,  The  Williams  and  Wilkins 
Company,  1965.  Cloth,  $24.50. 

This  interesting  text  is  ably  and  solo  written 
by  a Glasgow  professor  of  pathology,  a learned 
teacher  thoroughly  versed  in  general  medical 
literature.  With  colleagues  in  his  department 


and  others  in  distant  areas,  those  with  special 
knowledge  and  authority  at  his  side,  the  intrica- 
cies of  general  and  applied  pathology  are  un- 
folded as  a basis  for  students  of  clinical  medicine, 
surgery,  or  gynecology  at  college  level  or  in  the 
field  of  practice.  His  personal  bibliography  of 
good  length  is  appended  and  will  fill  in  details. 
In  a separate  second  volume,  713  figures  and 
well-chosen  instructive  pictures  are  found. 
While  emphasis  may  be  placed  in  some  areas  on 
lipoid  hepatitis  at  the  expense  of  drug  cholesta- 
sis, the  volumes  are  excellent  in  substance, 
literally  and  physically.  Do  not  look  for  an 
encyclopedia  or  electromicroscopic  photographs 
but  get  and  enjoy  these  volumes. — Bernard 
Seligman,  M.D. 

Differential  Diagnosis  of  Cardiovascular 
Disease  by  X-Ray.  By  Phillip  H.  Meyers, 
M.D.,  Manuel  Roy,  Jr.,  M.D.,  and  Charles  M. 
Nice,  Jr.,  M.D.  Octavo  of  187  pages,  illus- 
trated. New  York,  Hoeber  Medical  Division, 
Harper  & Row,  Publishers,  1966.  Cloth, 
$10.50. 

This  is  a concise  analysis  written  in  a classical 
textbook  form  describing  and  outlining  the 
varied  x-ray  findings  in  cardiovascular  disease, 
particularly  congenital  heart  lesions.  These 
roentgenographically  visualized  abnormalities 
are  correlated  with  the  various  cardiovascular 
disorders  which  produce  them.  Particular 
stress,  again,  is  laid  upon  the  congenital  cardiac 
lesions. 

The  book  is  well  illustrated.  The  final  chap- 
ter has  a brief  description  of  each  of  the  cardio- 
vascular disorders  correlating  the  clinical, 
laboratory,  and  x-ray  findings. 

continued  on  page  1348 
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continued  from  page  1346 

This  volume  is  an  excellent  reference  book  for 
the  practicing  physician  and  the  radiologist  in 
training. — Emanuel  Mendelson,  M.D. 

Cardiovascular  Roentgenology:  A Vali- 

dated Program.  By  Charles  M.  Nice,  Jr., 
M.D.  Octavo  of  260  pages,  illustrated.  New 
York,  Hoeber  Medical  Division,  Harper  & 
Row,  1967.  Paper,  $9.35. 

This  volume  covers  the  same  material  as 
“Differential  Diagnosis  of  Cardiovascular 
Disease  by  X-Ray,”  now  presented  as  a validated 
program.  The  material  presented  is  not  in  as 
complete  form  as  in  the  classical  volume,  but  it 
is  the  claim  of  the  author  that  this  material, 
presented  in  a program  form,  results  in  a more 
rapid  grasp  of  the  theoretic  knowledge  encom- 
passed by  the  program. 

The  volume  will  be  of  interest  in 'a  resident 
training  program  in  radiology,  pediatrics,  and 
internal  medicine  and,  to  this  extent,  is  a 
worthwhile  addition  to  a hospital  library. 
Emanuel  Mendelson,  M.D. 

Ballistocardiography  and  Cardiovascular 
Dynamics.  Proceedings  of  the  First  World 
Congress  on  Ballistocardiography  and  Car- 
diovascular Dynamics,  Amsterdam,  April 
12-14,  1965.  Edited  by  A.  A.  Knoop,  Amster- 
dam. Octavo  of  347  pages,  illustrated.  Balti- 
more, The  Williams  & Wilkins  Company,  1966. 
Cloth, $19.25. 

Fifty-six  communications  serve  to  show 
the  chaotic  state  of  experimental  and 
clinical  ballistocardiography.  The  authors 
speak  of  work  in  progress  and  usually  give  no 
summaries  or  conclusions.  Two  communica- 
tions seem  particularly  useful.  Beischer  and 
Hixson,  from  the  U.S.  Naval  Aerospace  Medical 
Center,  show  the  3-plane  force  records  from 
weightless  men  (in  diving  airplanes)  and 
Corbascio,  Smith,  and  Paley,  of  San  Francisco, 
show  simultaneous  curves  of  left  ventricular 
pressure  and  force  records,  head-foot,  from  men 
on  light  frames  suspended  on  long  cables.  The 
head-foot  force  patterns  agree  very  well,  so  that 
the  simple  device  used  in  California  can  be 
trusted  to  yield  dependable  traces.  Most  of  the 
curves,  in  other  papers,  are  made  with  devices 
yielding  very  different  patterns. 

This  book  presumably  is  intended  for  the 
members  of  the  Congress,  for  others  working 
in  ballistocardiography,  and  for  medical  li- 


braries. Very  few  of  the  papers  would  be  of  inter- 
est to  physicians,  even  those  specializing  in 
cardiology.  -William  Dock,  M.D. 

Recent  Advances  in  Nuclear  Medicine. 
Edited  by  Millard  N.  Croll,  M.D.,  and  Luther 
W.  Brady,  M.D.  Octavo  of  260  pages,  illus- 
trated. New  York,  Appleton-Century-Crofts, 
1966.  Cloth, $12.50. 

This  book  is  a compilation  of  reports  pre- 
sented at  a symposium  sponsored  by  the 
Department  of  Radiology,  Hahnemann  Medical 
College,  Philadelphia.  The  editors,  professors 
at  Hahnemann  Medical  College,  have  chosen 
material  which  is  of  interest  primarily  to  persons 
intimately  and  actively  engaged  in  the  field  of 
nuclear  medicine. 

However,  much  of  this  material  is  probably 
already  known  to  the  group  of  persons  for 
whom  this  book  would  have  appeal  since  most 
of  them  are  either  members  of  the  Society  of 
Nuclear  Medicine  or  have  the  opportunity  to 
read  the  Journal  of  Nuclear  Medicine  wherein 
much  of  the  same  material  is  reported  in  the 
monthly  issues. 

The  unique  value  of  this  book  lies  in  the  dis- 
cussions which  follow  the  actual  reports,  for  in 
these  discussions  the  participants  are  able  to 
pose  questions  and  discuss  the  answers  with  the 
authors  of  the  papers  right  on  the  spot. 

The  book  has  accomplished  its  purpose, 
namely  to  present  some  “Recent  Advances  in 
Nuclear  Medicine”  in  an  interesting  and  in- 
formative fashion. — Sidney  M.  Kamholz,  Ra- 
dioactive Materials  Coordinator 

Radiographic  Examination  in  Blunt  Ab- 
dominal Trauma.  By  James  J.  McCort, 
M.D.  Octavo  of  252  pages,  illustrated.  Phila- 
delphia, W.  B.  Saunders  Company,  1966. 
Cloth,  $10.50. 

The  author  discusses  radiographic  findings  in 
various  types  of  closed  abdominal  trauma  in 
general  and  then  specifically  discusses  the 
procedures  and  diagnostic  findings  of  injury 
to  the  various  abdominal  organs. 

The  material  available  results  in  a fairly 
complete  survey  of  the  field.  A satisfactory 
bibliography  is  present  at  the  end  of  each  chap- 
ter. The  x-ray  findings  are  well  annotated, 
directly  and  by  diagrams. 

This  book  is  of  value  to  the  physician  inter- 
ested in  the  radiologic  aspects  of  trauma  and 
particularly  as  a teaching  volume  for  a resident 
radiologic  staff.  Emanuel  Mendelson,  M.D. 
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ASSOCIATE  WANTED:  GROWING  PRACTICE  COM- 
posed  entirely  of  OB/G  and  pediatrics.  Accredited 
hospital:  spacious  new  office  building.  2>A  hours  from 
New  York  City.  $22,000  to  start;  partnership  in  2 
years.  No  investment.  Box  550,  % NYSJM. 


GENERAL  PRACTITIONER  NEEDED  TO  PICK  UP 
ready-made  practice.  Nothing  to  buy;  our  doctor  has 
retired.  Fully  equipped  hospital  nearby.  Mental  Health 
Day  Care  Center  in  town.  Paid  ambulance  service 
provided  by  community.  For  information,  statistics  or 
references  write  Angelo  Canna,  Supervisor,  Town  of 
Cairo,  N.Y. 


WANTED:  GENERAL  PRACTITIONER-ASSISTANT 

with  possibility  of  future  purchase.  Will  be  retiring 
shortly.  Ideal  location,  20  miles  east  of  Rochester. 
Good  schools  and  churches.  Home  of  Kordite  (branch  of 
Mobile  Plastics).  Hospital  privileges  in  Newark  and 
Canandaigua  Hospitals.  Very  few  house  calls  at  any 
time.  Contact  R.  C.  Brigham,  M.D.,  73  Main  St., 
Macedon,  N.Y. 


LONG  ISLAND,  NASSAU  COUNTY  GENERAL  PRAC- 
tice  group  needs  associate;  no  investment  needed.  Salary 
to  start,  partnership  in  one  year  if  compatible.  (516) 
PY  8-8011. 


INDUSTRIAL  PHYSICIAN:  STAFF  POSITION  OPEN 
in  major  manufacturing  company,  northeastern  New  York 
State,  requires  highly  motivated  physician  capable  of 
working  with  4 other  full-time  physicians  in  modern  in- 
dustrial clinic.  Applicant  should  have  general  practice 
background  with  some  minor  surgery  ability.  Liberal 
salary,  excellent  benefits,  regular  hours,  good  working 
conditions;  an  equal  opportunity  employer.  If  interested 
please  send  resume  to  Box  534,  % NYSJM. 


INTERNISTS,  BOARD  ELIGIBLE  OR  CERTIFIED, 
wanted  immediately  for  full-time  position  with  a multi- 
specialty group  furnishing  comprehensive  health  care  in 
New  York  City.  Excellent  professional,  educational  and 
financial  benefits.  Send  curriculum  vitae  to  William  H. 
Spahn,  Executive  Administrator,  707  Eighth  Avenue, 
New  York,  N.Y.  10036. 


WANTED:  INTERNIST  OR  GENERAL  PRACTI- 

tioner  to  associate  in  Manhattan  practice.  Immediate 
opening.  Box  545,  % NYSJM. 


EASTERN  AFRICA:  GENERAL  PRACTITIONER 

needed  to  head  clinic  of  secondary  school,  north  central 
Zambia,  for  300  southern  African  refugees.  Will  provide 
medical,  light  dental  services  to  students,  staff  of  50,  and 
in  nearby  towns.  Qualifications:  M.D.  with  at  least  4 

years’  experience,  interest  in  Africa-based  medical  research. 
Salary  to  $14,170  annually,  plus  15%  overseas  salary  dif- 
ferential, free  furnished  housing,  dependents’  education 
and  shipping  allowances,  round-trip  transportation,  com- 
prehensive benefits.  N.Y.C.  interviews  required  at 
candidate’s  expense.  Write  or  phone  G.  D.  Hildebrand, 
African-American  Institute,  866  United  Nations  Plaza, 
New  York  City  10017.  Tel:  (212)  421-2500. 


WANTED:  GENERAL  PRACTITIONERS,  NEW  YORK 
State  licensed,  to  be  part  of  a team  of  physicians  covering 
the  emergency  room  on  a 24-hour  basis  for  an  accredited 
252-bed,  voluntary,  general  hospital  serving  the  Mid- 
Hudson  Valley.  Guaranteed  minimum  $22,500;  48-hour 
week;  4 weeks  vacation.  Contact  Administrator,  St. 
Francis  Hospital,  P.O.  Box  1275,  Poughkeepsie,  N.  Y. 
12602. 


1 

PRACTICE  WANTED 


OPHTHALMOLOGY  PRACTICE  WANTED, 
consider  partnership,  etc.,  or  purchase.  Box 
NYSJM. 


WOULD 

554,  % 
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MISCELLANEOUS 


OFFICE  PLANNING,  FROM  ARCHITECTURAL 
drafting,  blue  prints,  through  finished  interiors,  by  trained 
interior  designer  with  medical  background.  S.  L.  Emmet, 
415  East  52nd  St.,  N.Y.C.  PL  1-2877. 


ELECTROLYSIS:  PUT  YOURSELF  IN  OUR  HANDS 

with  confidence.  Superfluous  hair  removed  permanently 
without  scars.  No  case  too  small,  no  case  too  far  advanced 
Special  attention  and  care  given  to  young  girls.  Free 
consultation,  by  appointment.  Lucille  Bouchard,  R.  I.  li- 
cense, 174  East  82nd  Street,  New  York,  N.  Y.  RE  7-1066. 


BILLS  COLLECTED— ABUSE  IS  RULED  OUT— 
tactful  yet  successful — 40  years  of  top  service  to  doctors 
and  hospitals — Mail  billhead  for  details.  Crane  Dis- 
count Corp.,  220  W.  42nd  St.,  New  York,  N.Y.  10036. 
LO  5-2943. 


REAL  ESTATE  FOR  SALE  OR  RENT 


NEW  YORK  DUTCHESS  COUNTY:  NEW  MEDICAL 
building  in  Wappingers  Falls,  Poughkeepsie  area,  occupied 
by  D.D.S.,  orthodontist,  and  Ob-Gyn.  Office  available 
for  all  specialties.  Critical  physician  shortage  because  of 
population  explosion.  Address:  Martin  Rabin  D.D.S.,  65 
South  Clinton  St.,  Poughkeepsie.  N.Y.  (914)  454-0322 


ARCHITECT-DESIGNED  MEDICAL  OFFICE/HOME. 
Seven  years  old.  Completely  air-conditioned.  Five  room 
office  and  eight  room  house.  Superb  comer  location  on 
Doctor’s  Row.  Excellent  neighborhood.  Western  suburbs 
of  Syracuse.  Available  July  1967.  Call  collect,  or  write: 
John  Isaac,  M.D.,  917  Granger  Rd.,  Syracuse,  N.Y. 
Tel.:  (315)  468-6930. 


ARMONK,  NEW  YORK:  600  SQ.  FT.  IN  OFFICE- 

professional  bldg,  ready  for  occupancy  April  1st.  For 
further  information,  please  contact  Dr.  Jerome  E.  Light, 
39  Maple  Ave.,  Armonk,  N.Y.  10504,  or  call  (914)  273- 
8295. 


FOR  SALE:  CONTEMPORARY  HILLSIDE  HOME, 

lower  Rockland  County,  20  mins.  G.W.  Bridge.  Secluded 
V*  acre  wooded  lot.  Magnificent  view  of  Hudson.  9 
rooms;  4 B.R.,  large  study,  400  sq.  ft.  Dropped  living 
room  with  fireplace.  2 decks  and  patio.  $55,000.  R. 
Berechid,  P.O.  Box  475,  Piermont,  N.Y.  Tel:  (914) 
EL  9-5669. 


FOR  SALE:  PRIVATE  HOUSE  AND  PROPERTY; 

fifteen  rooms,  four  baths,  suitable  for  doctors,  D.D.S.,  etc. 
Ample  parking  space.  Located  in  new  populated  area,  right 
off  exit  61  on  Long  Island  Expressway.  House  has  private 
entrance  for  living  quarters,  plus  three  other  entrances. 
114  Holbrook  Road,  Holbrook,  N.Y.  Must  see  house  and 
property  to  be  appreciated.  Write  or  call  for  appointment 
(516)  588-4759. 


FOR  RENT:  PROFESSIONAL  OFFICE  SPACE  ON 

lobby  floor  of  new  high  rise,  prestige  building.  Suitable  for 
combined  office  and  residence  or  for  group.  2,000  sq.  ft. 
Will  alter  to  suit  all  or  part.  2 private  entrances.  Carlyle 
Towers,  512  Bloomfield  Ave.,  Caldwell,  N.J.  Phone: 
(201)  228-4227. 


REAL  ESTATE  FOR  SALE  OR  RENT— CONT’D 


OCEANSIDE  MEDICAL  CENTER.  SOUTH  SHORE, 
Nassau  County.  New  building,  suites  to  order  Full  time 
or  sublet.  Area  needs  medical  & surgical  specialists, 
dental  specialists.  Open  staff  hospital  nearby.  X-ray 
facility  on  premises.  Dr.  Radack,  2940  Lower  Lincoln 
Ave.,  Oceanside,  N.Y.  11572.  Tel:  (516)  OR  8-2525. 


PORT  WASHINGTON:  1 BLOCK  FROM  R.R.,  2 

treatment  rooms,  all  utilities  & air-conditioning  present; 
reception  rm.,  lab.,  dark  room,  lavatory,  business  office, 
private  office.  Large  private  parking  area.  (516)  PO 
7-2626. 


WESTBURY,  LONG  ISLAND,  N.Y.  OFFICE  SPACE 
available  new  professional  building  on  Post  Ave.  exit  from 
Northern  State  Parkway.  Medical  and  Dental  specialists. 
Suites  individually  designed.  Sidney  Finkel,  M.D.,  615 
Powells  Lane,  Westbury,  N.Y.  11590.  Call  (516)  ED 
3-3640. 


GREAT  NECK  ESTATES,  LONG  ISLAND.  TEN 
year  old  custom  built,  brick  ranch  house,  5/8  acre.  3 
bedrooms,  2 baths,  den,  living  room,  dining  room,  kitchen, 
dinette,  garage,  plus  separate  office.  Fully  landscaped. 
Many  extras,  private  pool,  park  marina.(516)HU  2-2363. 


HEMPSTEAD:  HOME/OFFICE  FOR  SALE.  6 ROOM 
office,  1,000  sq.  ft.,  air-conditioned;  attached  to  2-story, 
9 room  Colonial;  center  hall,  4 bedrooms,  3 baths,  25  ft. 
living  room,  large,  formal  dining  room,  22  ft.  family 
room  air-conditioned,  kitchen,  dinette;  all  appliances, 
many  custom  extras,  screened  terrace,  2-car  garage. 
Phone  (516)  481-7002. 


STONY  BROOK:  PERFECT  MEDICAL  LOCATION, 

will  be  one  block  from  new  State  Univ.  Medical  School. 
Faces  busy  thoroughfare.  3,000  new  houses  within  two 
miles.  Forced  to  sell  beautiful  9-room  Colonial,  2-car 
garage  suitable  for  office,  i/j  acre  of  woods.  Top  location 
in  prestige  area.  (516)  751-2290. 


HARTSDALE  (WESTCHESTER  COUNTY):  MODERN 
Multilevel  home/office  for  sale.  Centrally  air-condi- 
tioned, 3 bedrooms,  2 !/2  baths,  cathedral  ceiling  living 
room.  Perfect  corner  location  with  view  of  real  farm  from 
large  bow  window.  $40,000.  Call  immediately  (914) 
WH  6-9555. 


JAMAICA  ESTATES,  NEW  YORK.  FOR  SALE,  2 
family  corner  brick  detached  house  with  three  separate 
entrances.  First  floor  6 large  rooms,  2 baths,  finished 
basement.  Second  floor  5 large  rooms,  1 bath,  2-car 
garage.  Perfect  for  conversion  into  physician  offices. 
Near  bus  and  subway  transportation.  Lot  87  by  120. 
Call  Harold  Share,  (212)  AX  7-0464. 


FOR  RENT:  PORT  JEFFERSON,  N.Y.  (SUFFOLK 

County)  office  space  professional  building.  Ideal  location. 
Critical  physician  shortage  because  of  rapid  population 
growth.  Rent  reasonable.  Write  Joseph  Luongo,  D.D.S., 
48  Nesconset  Highway,  Port  Jefferson  Station.  N.  Y.  or 
call  (516)  473-2050. 
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Imferon® 

(iron  dextran  injection) 


ii 

i ’ 


There’s  as  much  iron  . . . 250  mg. 
. . . in  a 5 cc.  ampul  of  Imferon 
(iron  dextran  injection) 
as  in  a pint  of  whole  blood. 

When  iron  deficient 
patients  are  intolerant  of  oral 
iron  ...  or  orally  administered 
iron  proves  ineffective  or 
impractical ...  or  if  the  patient 
cannot  be  relied  upon  to  take 
oral  iron  as  prescribed,  Imferon 
(iron  dextran  injection) 
dependably  increases 
hemoglobin  and  rapidly 
replenishes  iron  reserves. 

Precise  dosage  is  easily 
calculated. 


lAKESIOt 


IN  BRIEF:  ACTION  AND  USES:  A single  dose  of 
Imferon  (iron  dextran  injection)  will  measur- 
ably begin  to  raise  hemoglobin  and  a complete 
course  of  therapy  will  effectively  rebuild  iron 
reserves.  The  drug  is  indicated  only  for  specifi- 
cally-diagnosed cases  of  iron  deficiency  anemia 
and  then  only  when  oral  administration  of  iron 
is  ineffective  or  impractical.  Such  iron  defi- 
ciency may  include:  patients  in  the  last  trimester 
of  pregnancy;  patients  with  gastrointestinal  dis- 
ease or  those  recovering  from  gastrointestinal 
surgery,  patients  with  chronic  bleeding  with 
continual  and  extensive  iron  losses  not  rapidly 
replenishable  with  oral  iron;  patients  intolerant 
of  blood  transfusion  as  a source  of  iron;  infants 
with  hypochromic  anemia;  patients  who  cannot 
be  relied  upon  to  take  oral  iron. 

COMPOSITION:  Imferon  (iron  dextran  injection) 
is  a well-tolerated  solution  of  iron  dextran  com- 
plex providing  an  equivalent  of  50  mg.  in  each 
cc.  The  solution  contains  0.9%  sodium  chloride 
and  has  a pH  of  5. 2-6.0.  The  10  cc.vial  contains 
0.5%  phenol  as  a preservative. 

ADMINISTRATION  AND  DOSAGE:  Dosage,  based 
upon  body  weight  and  Gm.  Hb/ 100  cc  of  blood, 
ranges  from  0.5  cc.  in  infants  to  5.0  cc.  in 
adults,  daily,  every  other  day,  or  weekly.  Initial 
test  doses  are  advisable.  The  total  iron  require- 
ment for  the  individual  patient  is  readily  ob- 
tainable from  the  dosage  chart  in  the  package 
insert.  Deep  intramuscular  injection  in  the 
upper  outer  quadrant  of  the  buttock,  using  a 
Z-track  technique,  (with  displacement  of  the 
skin  laterally  prior  to  injection),  insures  absorp- 
tion and  will  help  avoid  staining  of  the  skin.  A 
2-inch  needle  is  recommended  for  the  adult  of 
average  size. 


SIDE  EFFECTS:  Local  and  systemic  side  effects 
are  few.  Staining  of  the  skin  may  occur.  Exces- 
sive dosage,  beyond  the  calculated  need,  may 
cause  hemosiderosis.  Although  allergic  or  ana- 
phylactoid reactions  are  not  common,  occa- 
sional severe  reactions  have  been  observed, 
including  three  fatal  reactions  which  may  have 
been  due  to  Imferon  (iron  dextran  injection). 
Urticaria,  arthralgia,  lymphadenopathy,  nau- 
sea, headache  and  fever  have  occasionally 
been  reported. 

PRECAUTIONS:  If  sensitivity  to  test  doses  is 
manifested,  The  drug  should  not  be  given. 
Imferon  (iron  dextran  injection)  must  be  ad- 
ministered by  deep  intramuscular  injection 
only.  Inject  only  in  the  upper  outer  quadrant  of 
the  buttock,  not  in  the  arm  or  other  exposed 
area. 

CONTRAINDICATIONS:  Imferon  (iron  dextran  in- 
jection) is  contraindicated  in  patients  sensitive 
to  iron  dextran  complex.  Since  its  use  is  in- 
tended for  the  treatment  of  iron  deficiency  ane- 
mia only  it  is  contraindicated  in  other  anemias. 

CARCINOGENICITY  POTENTIAL:  Using  relatively 

massive  doses,  Imferon  (iron  dextran  injection) 
has  been  shown  to  produce  sarcoma  in  rats, 
mice  and  rabbits  and  possibly  in  hamsters,  but 
not  in  guinea  pigs.  The  risk  of  carcinogenesis, 
if  any  in  man,  following  recommended  therapy 
with  Imferon  (iron  dextran  injection)  appears 
to  be  extremely  small. 

SUPPLIED:  2 cc  ampuls,  boxes  of  10;  5 cc  am- 
puls, boxes  of  4;  10  cc.  multiple  dose  vials. 


LAKESIDE  LABORATORIES,  INC..  Milwaukee,  Wisconsin  53201 
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WILLIAM  TAYLOR 
IS  BIG  ON 
FAD  DIETS. 


V g 

i 

1 

Send  me  the  Project  Weight  Watch  kit  of  materials  including  diets.  I 

l 

Name 


City 

State  Zip 

National  Dairy  Council 

Greater  New  York  Program  facts. not fads 

Dept.  N-6,  202  E.  44th  Street,  New  York,  New  York  10017 


PROJECT 


WEIGHT 


WATCH 


Bill  knows  all  the  latest  schemes  for  losing  weight. 


He’s  a big  loser. 


He  loses  time.  And  money.  And  maybe  even  his  best 
chance  to  do  something  sensible  about  his  size. 


Because  like  most  faddists,  Bill  isn’t  building  new 
habits.  He’ll  simply  bounce  back  to  his  old  routine 
— and  with  every  rebound  make  real  weight 
control  more  difficult. 


That’s  what  started  Project  Weight  Watch. 


That’s  what  prompted  preparation  of  research- 
tested  scientific  diets  which  are  offered  to  you 
free.  They’re  a realistic  balance  of  the  4 
food  groups — meat,  bread  and  cereals, 
fruits  and  vegetables  and  dairy  foods. 

They’re  diets  that  you’d  write 
yourself,  if  you  had  the  time. 


Send  for  them.  Help  stamp 
out  big  Bills. 
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The  Arthritis  Foundation  salutes  the  thousands  of  dedicated  physicians  who 
volunteer  their  services  in  the  nation's  fight  against  crippling  arthritis. 

The  Arthritis  Foundation  is  the  sole  national  voluntary  health  agency  com- 
mitted to  conquering  the  rheumatic  diseases.  It  provides  the  means  for 
dynamic  partnership  between  physicians  and  laymen  to  marshal  leadership 
and  resources  toward  the  solution  of  this  major  national  health  problem. 

The  Arthritis  Foundation  looks  forward  to  rapid  growth  with  increasing 
opportunity  for  physicians  to  participate  in  the  arthritis  movement.  For 
furt-her  information  about  The  Arthritis  Foundation  and  its  programs  write 
to  the  Foundation  chapter  in  your  community  or  to  the  Medical  Depart- 
ment, Box  2525,  New  York,  N.Y.  10001. 


Floyd  B.  Odium 
Chairman  of  the  Board 

William  S.  Clark,  M.D. 
President 


Arthritis  Foundation  M-67  fy 


Donald  F.  Hill,  M.D. 

President  of  the  American 

Rheumatism  Association  Section 

William  E.  Reynolds,  M.D. 

Medical  Director 
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Maybe  you  could  get  away  if  you  didn’t  have  to  spend  so  much  time 
trying  to  collect  money  owed  you  by  some  of  your  patients. 

GHI  Participating  Doctors  spend  no  time  at  all  trying  to  collect  money 
owed  them  by  GHI  subscribers.  Bills  for  services  to  such  patients  are  paid 
promptly  — usually  within  five  working  days  — and  directly  to  the  doctor. 

Shouldn’t  you  be  investigating  this  and  all  the  other  reasons  for  you 
to  become  a GHI  Participating  Doctor?  Maybe  you  won’t  save  enough  time 
for  more  than  a few  days  in  Bermuda,  but  you  can’t  be  sure.  So  write  or 
phone  our  Professional  Relations  Department.  Do  it  today,  now,  while  you're 
thinking  about  it.  health 


THROUGH 


INSURANCE 


GHI/221  PARK  AVENUE  SOUTH,  NEW  YORK,  N.Y.  10003 /Phone:  777-6000 
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When  was  your  last  vacation , doctor? 
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Scientific  Articles 

1395  Amniography;  Useful  Radiographic  Procedure 

Anthony  P.  Borrelli,  M.D.,  Paul  Woodrow,  M.D.,  Robert  L.  Pinck,  M.D., 
and  Henry  Freedman,  M.D. 

1401  New  Urethral  Anesthetic;  Clinical  Evaluation  Employing  New  Method 
Daniel  H.  Neustein,  M.D.,  and  John  R.  Herman,  M.D. 

1406  Scanning  of  Heart 

Richard  J.  Bing,  M.D. 

1411  Advantages  of  Electronic  Thermometer 
Edward  T.  Wilkes,  M.D. 

Recent  Advances  in  Medicine  and  Surgery 

1414  Peptic  Ulcer;  Pathophysiology  and  Current  Trends  in  Surgical  Therapy 
John  L.  Cameron,  M.D.,  and  Walter  F.  Ballinger,  II,  M.D. 

Nutrition  Reports 

1425  Treatment  of  Obese  Patient 

Charlotte  M.  Young,  Ph.D. 

Clinical  Anesthesia  Conference 

1431  Restlessness — Sign  of  Hypoxia 

Anesthesia  Study  Committee 

Case  Reports 

1433  Syndrome  of  Papillary  Muscle  Dysfunction 
Irwin  H.  Friedman,  M.D.,  F.A.C.P. 

1438  Adverse  Effects  of  Ethacrynic  Acid 

Philip  Schmidt,  M.D.,  and  Isaac  S.  Friedman,  M.D. 

1443  Saccular  Aneurysm  of  Portal  Vein  with  Agnogenic  Myeloid  Metaplasia 
Hirsch  R.  Liebowitz,  M.D.,  and  Louis  M.  Rousselot,  M.D. 

1448  Hemorrhagic  Necrosis  in  Pituitary  Tumors  (Pituitary  Apoplexy) 

Hugo  Casteneda  Adriano,  M.D.,  and  Hamid  A.  B.  Al-Mondhiry,  M.B.,  Ch.B. 

continued  on  page  1360 
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when  pain 
is  beyond 
the  reach 
of  simple 
analgesics 


TRANCO-GESIC  gives  your  patients  compre- 
hensive relief  of  mild  to  moderate  pain.  It 
extends  the  range  of  usefulness  of  aspirin  by 
dimming  pain  perception  and  also  reducing 
mental  and  physical  tension. 

Of  862  patients  who  were  treated  with  chlor- 
mezanone  and  aspirin  for  various  disorders, 
88%  experienced  excellent  or  good  pain 
relief.’ 


TRANCO-GESIC  is  non-narcotic  and  is  free 
from  dangers  of  addiction,  habituation  or  de- 
pendence. Because  TRANCO-GESIC  is  so  well 
tolerated,  you  can  prescribe  it  for  anyone  who 
can  take  aspirin. 


TRANCO-GESIC 


chlormezanone  100  mg.  with  aspirin  300  mg. 

NON-NARCOTIC  ANALGESIC 


subdues  the  major 
contributors  to  pain: 


• pain  perception 

• mental  tension 

• muscle  tension-spasm 


Side  effects  have  been  minor.  Occasionally  gastric 
distress,  weakness,  sedation  or  dizziness  occur.  Re- 
versible cholestatic  jaundice  has  been  reported  on  rare 
occasions.  However,  in  4,653  patients  treated  with 
chlormezanone,  97.7%  had  no  side  effects.' 
Contraindications:  just  one:  sensitivity  to  aspirin. 

Dosage:  Adults  usually  2 tablets  three  or  four  times  daily; 
Children  (from  5 to  12  years),  1 tablet  three  or  four 
times  daily. 

1.  Collective  studies,  Department  of  Medical  Research, 
Winthrop  Laboratories. 


lA//nf/rrop 


Winthrop  Laboratories, New  York,  N.Y.  10016 
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"All  Interns  are  Alike" 


It  stands  to  reason.  They  all  go  through  the 
same  training;  they  all  have  to  pass  the  same 
tests;  they  all  have  to  measure  up  to  the  same 
standards;  they  all  are  underpaid,  too.  There- 
fore, all  interns  are  alike. 

That's  utter  nonsense,  of  course.  But  it's  no 
more  nonsensical  than  what  some  people  say 
about  aspirin.  Namely:  since  all  aspirin  is  at 
least  supposed  to  come  up  to  certain  required 
standards,  then  all  aspirin  tablets  must  be  alike. 

Bayer's  standards  are  far  more  demanding. 
In  fact,  there  are  at  least  nine  specific  differ- 
ences involving  purity,  potency  and  speed  of 


tablet  disintegration.  These  Bayer®  standards 
result  in  significant  product  benefits  including 
gentleness  to  the  stomach,  and  product  stabil- 
ity that  enables  Bayer  tablets  to  stay  strong  and 
gentle  until  they  are  taken. 

So  next  time  you  hear  someone  say  that 
all  aspirin  tablets  are  alike,  you  can  say,  with 
confidence,  that  it  just  isn't  so. 

You  might  also  say  that  all  interns  aren't 
alike,  either. 
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than  one  meal  a day 


A Plegine  (Phendimetrazine  bitartrate)  tablet 
taken  an  hour  before  each  meal  affords  peak 
activity  at  mealtime,  when  it  is  needed  most. 
Reminds  patients  to  eat  according  to  your 
: prescribed  diet  plan. 

tixL/Plegine 

Phendimetrazine  Ditartrate 

| provides  peak  appetite  suppression  when  it's  needed  most 


Indications:  Recommended  in  the  management  of 
excessive  appetite  leading  to  obesity. 

Cautions  and  Contraindications:  No  adverse  effects  on 
blood  pressure,  heart  rate,  and  respiration  have  been 
reported.  However,  as  is  true  for  all  medications  of  this 
type,  Plegine  (Phendimetrazine  bitartrate)  is  not  rec- 
ommended for  patients  with  coronary  disease,  severe 
hypertension,  or  thyrotoxicosis,  and  should  be  used 
with  caution  in  highly  nervous  or  agitated  individuals. 


Side  Effects:  There  have  been  occasional  reports  of  in- 
somnia and  nervousness.  Rare  instances  of  mouth 
dryness,  nausea,  blurring  of  vision,  dizziness,  consti- 
pation, and  stomach  pain  have  been  noted. 


E3 


AYERST  LABORATORIES  New  York,  N.Y.  10017  • Montreal,  Canada 


Medical  News 


Poison  control  subject  of  meeting 

The  tenth  annual  meeting  of  the  American 
Association  of  Poison  Control  Centers  is  to  be 
held  October  23  at  the  Washington  Hilton  Hotel, 
Washington,  D.C.  The  morning  session  will  be 
devoted  to  business  activities  and  presentation 
of  scientific  papers.  A symposium  on  “Effec- 
tive Utilization  of  Resources  in  the  Prevention 
and  Management  of  Accidental  Poisoning”  will 
be  a feature  of  the  afternoon  session. 

Anyone  interested  in  submitting  a scientific 
paper  for  the  meeting  is  requested  to  submit  an 
abstract  or  complete  paper  not  later  than  July  15 
to:  Charles  A.  Walton,  Ph.D.,  Drug  Informa- 
tion Center,  University  of  Kentucky  Medical 
Center,  800  Rose  Street,  Lexington,  Kentucky 
40506. 

Sixth  annual  Cochems  competition 

A prize  of  $2,500  will  be  awarded  by  the  Uni- 
versity of  Colorado  School  of  Medicine  to  the 
author  of  the  best  paper  on  “Thrombophlebitis 
and  Basic  Vascular  Problems”  in  the  sixth  an- 
nual nationwide  Cochems  Competition.  The 
competition  is  open  to  all  persons  holding  doc- 
torate degrees  who  are  citizens  of  the  U.  S. 

The  competition  will  be  judged  by  Michael  E. 
DeBakey,  M.D.,  professor  and  head  of  the 
Department  of  Surgery,  Baylor  University  Col- 
lege of  Medicine,  Houston;  and  Sol  Sherry, 
M.D.,  professor  of  medicine,  Washington  Uni- 
versity School  of  Medicine,  St.  Louis. 

The  closing  date  for  submitting  manuscripts  is 
November  15.  For  further  information  con- 
tact: John  J.  Conger,  M.D.,  vice-president  for 
medical  affairs,  University  of  Colorado  Medical 
Center,  4200  E.  Ninth  Avenue,  Denver,  Colo- 
rado 80220. 

Material  for  inclusion  in  the  medical  news  section  must  be 
received  six  weeks  prior  to  publication  date. 


Tumor  growth  subject  of  study 

The  cooperation  of  physicians  is  requested  in 
the  referral  of  patients  with  tumors  for  a study 
now  in  progress  by  the  medicine  branch  of  the 
National  Cancer  Institute  at  the  Clinical  Center, 
National  Institutes  of  Health,  Bethesda,  Mary- 
land. The  purpose  of  this  investigation  is  to 
gain  information  on  rate  of  cellular  proliferation 
and  growth  of  tumors  in  man. 

A limited  number  of  patients  with  untreated 
lymphosarcoma,  or  reticulum  cell  sarcoma  with 
tumor  readily  accessible  to  biopsy,  are  of  partic- 
ular interest.  Patients  with  other  tumors,  par- 
ticularly lung,  will  be  considered  if  they  have 
accessible  disease.  Following  the  study,  pa- 
tients will  be  treated  when  appropriate.  When 
the  study  is  completed  the  patient  will  be  re- 
turned to  the  referring  physician. 

Physicians  interested  in  having  their  patients 
considered  for  this  study  may  write  or  telephone: 
Vincent  T.  DeVita,  M.D.,  Clinical  Center, 
Room  12-N-236,  National  Institutes  of  Health, 
Bethesda,  Maryland  20014.  The  telephone 
number  is  656—4000,  extension  61480,  area  code 
301. 

Mental  impairment  guide  available 

The  American  Medical  Association  announces 
the  publication  of  “Guides  to  the  Evaluation  of 
Permanent  Impairment — Mental  Illness,”  tenth 
in  a series  of  “Guides  to  the  Evaluation  of  Per- 
manent Impairment,”  developed  by  the  Com- 
mittee on  Rating  of  Mental  and  Physical 
Impairment. 

A limited  number  of  copies  may  be  obtained 
without  charge,  on  written  request  to:  Ray- 
mond M.  McKeown,  M.D.,  chairman.  Com- 
mittee on  Rating  of  Mental  and  Physical  Im- 
pairment, American  Medical  Association,  535 
North  Dearborn  Street,  Chicago,  Illinois  60610. 
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OPEN 


OPENS 

ASTHMATIC 

AIRWAYS- 


AND 

KEEPS  THEM 


NUMA 


DURA-TABS® 

for  prolonged  aid  to  ventilation 


Each  Numa  Dura-Tab  provides: 


theophylline  225  mg. 

ephedrine  HCI 50  mg. 

butabarbital 25  mg. 


{ Warning:  butabarbital  may  be  habit-forming. ) 


Numa  Dura-Tabs  provide  prolonged  three-way 
action  to  ease  breathing.  Theophylline,  a potent 
bronchodilator  with  minimal  effect  on  the  CNS, 
opens  air  passages  and  reduces  bronchial  spasm. 
Ephedrine  HCI  improves  breathing  capacity 
through  its  decongestant  action.  Butabarbital,  a 
mild  sedative,  allays  fear  and  apprehension. 


Dosage:  One  Numa  Dura-Tab  every  8 to  12  hours 
helps  keep  the  asthmatic  patient  symptom-free 
all  day/all  night. 

Precautions:  Use  with  caution  in  cardiovascular 
or  hyperthyroid  disease,  severe  hypertension, 
circulatory  collapse,  prostatic  hypertrophy,  or 
glaucoma. 


WYNN  Pharmaceuticals,  Inc.  Phila. , Pa.  19132  © Manufacturers  of  QUINAGLUTE  ® DURA-TABS® 

(QUINIDINE  GLUCONATE  5 Gr. 


Tandearil® 

oxyphenbutazone 


Advance  in  heart  pacing 

Scientists  at  the  Newark  Beth  Israel  Hospital 
Institute  have  developed  a new  kind  of  cardiac 
pacemaker  electrode  which  will  reduce  the  power 
drain  on  the  implanted  electric  batteries  by  up 
to  80  per  cent.  This  means  that  the  implanted 
pacemaker  batteries  will  keep  delivering  suffi- 
cient electric  current  to  the  limit  of  their  natu- 
ral “shelf  life”  which  is  about  five  years;  also, 
the  implanted  device  can  be  made  much  smaller 
since  only  one  miniature  battery  will  be  needed 
instead  of  the  five  used  today.  The  new  de- 
vice is  also  a breakthrough  in  the  application  of 
the  biologically  energized  pacemaker  which  re- 
quires no  batteries  at  all.  Up  to  now,  the  use 
of  biologic  energy,  electricity  generated  by  the 
body  itself,  was  limited  in  its  capacity  to  de- 
liver sufficient  electric  power  for  this  life-sus- 
taining device. 

Technically,  the  new  electrode  eliminates  two 
of  the  major  sources  of  power  waste  which  have 
been  inherent  in  cardiac  pacemakers:  polariza- 
tion, an  unwanted  chemicophysical  reaction 
that  wastes  electric  current;  and  overgrowth 
of  the  body’s  connective  tissue  around  the  tip 
of  the  electrode  which  impairs  the  free  passage 
of  current. 

The  new  device  consists  of  a tiny  plastic  box 
containing  platinum  foil  that  is  bathed  in  a solu- 
tion of  saline  or  ordinary  body  fluids.  At  one 
end,  the  cardiac  catheter  wire  is  connected  to 
the  platinum  foil;  at  the  other  end,  the  elec- 
trically charged  fluid  is  put  into  contact  with  the 
inside  wall  of  the  heart  through  a small  hole 
in  the  box.  The  narrow  column  of  fluid  acts 
as  an  electric  conductor  which  emits  the  neces- 
sary electric  jolts  that  stimulate  the  heart. 
While  the  electric  density  along  the  wide  sur- 
face of  the  platinum  foil  is  too  low  to  provoke  a 
wasteful  polarization  effect,  the  funnel  action 
of  the  fluid  escaping  through  the  small  hole  con- 
centrates all  this  energy  at  one  point  where  there 
is  no  corrosive  metal.  Thus,  the  power  drain 
on  the  batteries  is  no  more  than  the  useful  power 
that  is  transmitted  to  the  heart. 

One  of  the  fortuitous  by-effects  of  the  new  de- 
vices observed  in  animal  tests  is  their  apparent 
invulnerability  to  connective-tissue  formation 
by  the  body.  Whereas  the  presently  used  ex- 
posed metallic  electrodes  lose  a good  deal  of 
their  conductivity  when  they  become  enveloped 
by  this  scar  tissue,  the  small  open  hole  of  the 
electrode  is  constantly  flushed  by  body  fluids 
which  minimizes  the  formation  of  a connective- 
tissue  barrier.  Its  outside  “sleeve”  component, 
however,  tends  to  become  a target  for  tissue  ad- 
hesion which  advantageously  creates  a holding 
bond  that  keeps  the  electrode  in  place  and  ac- 
tually protects  it. 

Several  of  the  new  cardiac  catheters  have  al- 
ready been  manufactured.  The  next  suitable 
patient  whose  heart  requires  a pacing  device 
for  survival  will  be  able  to  benefit  from  the  ad- 
vantages of  the  new  device. 


Therapeutic  Effects:  Tandearil  is  a nonhormonal  compound 
which  may  rapidly  resolve  inflammation  and  help  restore 
normal  joint  function.  Its  action  does  not  affect  pituitary- 
adrenal  function  or  impair  immune  responses.  Its  value 
in  osteoarthritis  is  especially  noteworthy  because  this 
disorder  responds  inconsistently  to  steroids  and  is 
often  resistant  to  salicylates.  Further,  indomethacin  is 
limited  only  to  osteoarthritis  of  the  hip,  whereas  oxyphen- 
butazone is  effective  in  all  forms  of  the  disease. 

Contraindications:  Edema;  danger  of  cardiac  decompen- 
sation; history  or  symptoms  of  peptic  ulcer;  renal, hepatic 
or  cardiac  damage;  history  of  drug  allergy;  history  of  blood 
dyscrasia.  The  drug  should  not  be  given  when  the  patient 
is  senile  or  when  other  potent  drugs  are  given  concurrently. 

Warning:  If  coumarin-type  anticoagulants  are  given  simul- 
taneously, watch  for  excessive  increase  in  prothrombin 
time.  Pyrazole  compounds  may  potentiate  the  pharmaco- 
logic action  of  sulfonylurea,  sulfonamide-type  agents  and 
insulin.  Carefully  observe  patients  receiving  such  therapy. 
Use  with  great  caution  in  the  first  trimester  of  pregnancy. 

Precautions:  Obtain  a detailed  history  and  a complete 
physical  and  laboratory  examination,  including  a blood 
count.  The  patient  should  be  closely  supervised  and  should 
be  warned  to  report  immediately  fever,  sore  throat,  or 
mouth  lesions  (symptoms  of  blood  dyscrasia);  sudden 
weight  gain  (water  retention);  skin  reactions;  black  or  tarry 
stools  or  other  evidence  of  intestinal  hemorrhage.  Make 
regular  blood  counts.  Discontinue  the  drug  and  institute 
countermeasures  if  the  white  count  changes  significantly, 
granulocytes  decrease,  or  immature  forms  appear.  Use 
greater  care  in  the  elderly  and  in  hypertensives. 

Adverse  Reactions:  The  most  common  are  nausea,  edema 
and  drug  rash.  The  drug  has  been  associated  with  peptic 
ulcer  and  may  reactivate  a latent  peptic  ulcer.  Infre- 
quently, agranulocytosis,  or  a generalized  allergic  reaction 
may  occur  and  require  withdrawal  of  medication.  Stoma- 
titis, salivary  gland  enlargement,  vomiting,  vertigo  and 
languor  may  occur.  Leukemia  and  leukemoid  reactions 
have  been  reported  but  cannot  definitely  be  attributed  to 
the  drug.  Thrombocytopenic  purpura  and  aplastic  anemia 
may  occur.  Confusional  states,  agitation,  headache, 
blurred  vision,  optic  neuritis  and  transient  hearing  loss 
have  been  reported,  as  have  hyperglycemia,  hepatitis, 
jaundice,  and  several  cases  of  anuria  and  hematuria.  With 
long-term  use,  reversible  thyroid  hyperplasia  may  occur 
infrequently.  Moderate  lowering  of  the  red  cell  count 
due  to  hemodilution  may  occur. 

Dosage  in  Osteoarthritis:  The  initial  daily  dosage  in  adults  |j 
is  300-600  mg.  in  divided  daily  doses.  When  improvement 
occurs,  dosage  should  be  decreased  to  the  minimum 
effective  level;  this  should  not  exceed  400  mg.  daily,  and 
is  often  achieved  with  only  100-200  mg.  daily. 

For  complete  details,  please  refer  to  full  prescribing 
information.  6562-VI(B)R 

Availability:  Tablets  of  100  mg. 


Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York 


Geigy 


Tandearil®  helps  osteoarthritic 
oxyphenbutazone  joints  move  again 


3 out  of  4 osteoarthritics  com- 


Please  see  ad- 
lOining  page  for 
brief  prescribing 
summary. 

Sperling,  I.L.:  3 Years'  Experience 
with  Oxyphenbutazone  in  the 
Treatment  of  Rheumatic  Disorders, 
Applied  Therapeutics  6:117,  1964. 

76.9%  of  407  patients 

Watts,  T.W.,  Jr. : T reatment  of  Rheu- 

TA-4919  PC 

matoid  Disorders  with  Oxyphenbu- 
tazone, Clin.  Med.  73:65,  1966. 

84.6%  of  39  patients 

Abstracts 


Borrelli,  A.  P.,  Woodrow,  P.,  Pinck,  R.  L., 
and  Freedman,  H.:  Amniography;  useful 

radiographic  procedure.  New  York  State  J. 
Med.  67:  1395  (June  1)  1967. 

With  the  recent  development  of  satisfactory 
contrast  media,  amniography  will  doubtless 
become  popular  since  the  procedure  opacifies 
the  amniotic  fluid  in  the  pregnant  uterus, 
delineating  the  uterine  cavity  and  fetus.  It  is 
useful  also  in  diagnosing  placenta  praevia,  fetal 
death  in  utero,  fetal  distress,  congenital  ab- 
normalities of  the  uterus,  hydatidiform  mole, 
fetal  hydrops,  and,  occasionally,  in  determining 
sex  of  the  fetus.  Amniography  is  a practical, 
safe,  and  useful  diagnostic  tool,  but  because  of 
potential  risks  should  be  performed  only  under 
the  mutual  supervision  of  an  obstetrician  and  a 
radiologist. 

Neustein,  D.  H.,  and  Herman,  J.  R.:  New 

urethral  anesthetic;  clinical  evaluation  employ- 
ing new  method,  New  York  State  J.  Med.  67: 
1401  (June  1)  1967. 

An  ideal  local  anesthetic  agent  for  urology 
would  have  a high  ratio  of  toxicity  to  potency 
and  a low  incidence  of  allergy.  A new  an- 
esthetic in  a jelly  base,  levoxadrol  hydrochloride, 
was  evaluated  in  69  patients.  All  were  in  the 
hospital.  A double-blind  study  was  done  in 
urethral  instrumentations  for  endoscopy  or 
dilatation.  An  original  method  for  measuring 
urethral  response  to  painful  stimulation,  em- 
ploying a balloon  on  a Foley  catheter,  was  used. 
The  combined  effectiveness  of  the  agent  v/as 


81.2  per  cent  as  compared  with  the  51.6  per  cent 
effectiveness  of  the  placebo. 

Bing,  R.  J.:  Scanning  of  heart,  New  York 

State  J.  Med.  67:  1406  (June  1)  1967. 

Scanning  of  the  heart  through  the  use  of 
isotopes  and  the  quantitative  determination  of 
coronary  blood  flow  with  positron  emitters  is 
discussed.  Extrapolating  rubidium-84  clear- 
ances and  injecting  the  positron  emitter  as  a 
single  bolus  should  both  prove  useful  in  assess- 
ing the  presence  or  absence  of  coronary  artery 
disease  and  in  evaluating  the  action  of  coronary 
vasodilator  drugs.  The  use  of  radioiodinated 
fatty  acids  is  not  yet  a practical  diagnostic 
method  for  studying  myocardial  infarcts.  It  is 
suggested  that  positron-emitted  iodine,  iodine- 
24,  should  be  considered  in  scanning  the  heart. 

Wilkes,  E.  T.:  Advantages  of  electronic 

thermometer.  New  York  State  J.  Med.  67: 
1411  (June  1)  1967. 

With  the  glass  clinical  thermometer  there  is 
a bacteriologic  hazard,  the  possibility  of  break- 
age, and  the  fact  it  is  not  always  clinically  ac- 
curate. Since  the  development  of  transistors, 
the  accurate  electric  thermometer  is  no  longer 
bulky  or  costly.  A polyethylene  sheath  pro- 
tects the  probe  and  is  disposable  so  the  probe 
need  not  be  sterilized.  There  is  no  breakage 
and  much  time  is  saved.  This  thermometer  is 
feasible  for  private  practice  as  well  as  hospital 
use. 
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This  time  it’ll  be  different.  Emetrol  taken  before  the 
trip  begins  will  usually  prevent  nausea  and  vomiting. 
Emetrol  is  effective  and  safe... most  helpful  where  safe- 
ty is  most  important.  It  acts  locally- not  systemically. 


WILLIAM  H.  RORER,  INC. 
Fort  Washington,  Pa. 


Emetrol® 

phosphorated  carbohydrate 
solution 

emesis  control 
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Abstracts  in  Interlingua 


Borrelli,  A.  P.,  Woodrow,  P.,  Pinck,  R.  L., 
e Freedman,  H.:  Amniographia;  un  utile 

procedimento  radiographic  ( anglese ),  New  York 
State  J.  Med.  67:  1395  (1  de  junio)  1967. 

Con  le  recente  disveloppamento  de  satis- 
facente  substantias  de  contrasto,  amniographia 
va  sin  dubita  devenir  popular,  viste  que  le 
procedimento  opacifica  le  liquido  amniotic  in  le 
utero  pregnante,  delineante  le  cavitate  uterm  e 
le  feto.  Illo  es  utile  etiam  in  le  diagnose  de 
placenta  previe,  de  morte  fetal  in  utero,  de 
angustia  fetal,  de  congenite  ligationes  anormal 
del  utero,  de  mole  hydatidiforme,  e de  hydropia 
fetal  e — occasionalmente — in  le  determination 
del  sexo  del  feto.  Amniographia  es  un  utile 
modalitate  diagnostic  que  es  practic  e salve,  sed 
a causa  del  riscos  potential,  illo  deberea  esser 
effectuate  solmente  sub  le  supervision  juncte 
del  obstetrico  e de  un  radiologo. 


Neustein,  D.  H.,  e Herman,  J.  R.:  Unnove 

anesthetico  urethral;  evalutation  clinic,  con  le 
utilisation  de  un  nove  methodo  {anglese).  New 
York  State  J.  Med.  67:  1401  (1  de  junio)  1967. 

Le  ideal  agente  de  anesthesia  local  pro  le 
urologia  haberea  un  alte  quotiente  de  potentia  a 
toxicitate  e un  basse  incidentia  de  reactiones 
allergic.  Un  nove  anesthetico  in  un  base  de 
gelea,  hydrochloruro  de  levoxadrol,  esseva 
evalutate  in  69  patientes.  Omnes  esseva  in  le 
hospital.  Un  studio  a duple  anonymato  esseva 
effectuate  in  instrumentationes  masculo-urethal 
pro  endoscopia  o dilatation.  Esseva  empleate 
un  methodo  original  pro  mesurar  le  responsa 
urethral  a stimulation  dolorose,  utilisante  un 
ballon  attachate  a un  catheter  de  Foley.  Le 


efficacia  del  agenta  esseva  81,2  pro  cento,  a 
comparar  con  51,6  pro  cento  pro  le  placebo. 

Bing,  R.  J .:  Scrutinio  del  corde  {anglese). 

New  York  State  J.  Med.  67:  1406  (1  de  junio) 
1967. 

Scrutinage  cardiac  con  isotopos  e le  deter- 
mination quantitative  del  fluxo  de  sanguine 
coronari  con  emissores  positronic  es  commen- 
tate. Extrapolar  clearances  de  rubidium-84  e 
injicer  le  emissor  de  positrones  in  le  forma  de 
un  sol  bolo  promitte  esser  utile  in  evalutar  le 
presentia  o absentia  de  morbo  de  arteria 
coronari  e in  evalutar  le  action  de  pharmacos  de 
dilatation  coronari.  Le  uso  de  acidos  grasse 
marcate  con  radio-iodo  es  non  ancora  un 
methodo  practic  pro  le  studio  diagnostic  de 
infarcimento  myocardial.  Es  suggestionate  que 
le  uso  de  iodo-24,  ab  emissores  de  positrones, 
deberea  esser  prendite  in  consideration  in  le 
scrutinage  del  corde. 

Wilkes,  E.  T.:  A vantages  del  thermometro 

electronic  {anglese),  New  York  State  J.  Med. 
67:  1411  (1  de  junio)  1967. 

Le  thermometro  clinic  de  vitro  es  associate 
con  hasardos  bacteriologic,  le  possibihtate  de 
fracturage,  e le  constante  suspicion  de  un 
insufficiente  accuratia  clinic.  Depost  le  dis- 
veloppamento de  transistores,  le  accurate 
thermometro  electronic  ha  cessate  esser  costose 
o massose.  Un  vaina  de  polyethyleno  protege 
le  sonda.  Illo  es  de  uso  unic  e rende  superflue 
le  sterilisation  del  sonda.  Fracturage  non 
occurre,  e multe  tempore  es  spamiate.  Le 
thermometro  electronic  pote  esser  usate  in  le 
practica  private  si  ben  como  in  hospitales. 
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DOCTOR, 

Here  is  the  expanded  Abbott 
anorectic  program  designed  to 
meet  the  individual  needs  of 
your  overweight  patients. 


1 

[ 

ABBOTT 

. 


THE  PRODUCT 

ABBOTT 

ANORECTIC 

PROGRAM 

DESOXYN®  Gradumet0  5mg  a 

METHAMPHETAMINE  HYDROCHLORIDE  IN  LONG-RELEASE  DOSE  FORM  " 

10  mg.  15  mg  3 

DESBUTAL®  10  Gradumet 

10  mg.  METHAMPHETAMINE  HYDROCHLORIDE,  60  mg.  SODIUM  PENTOBARBITAL 

FRONT  SIDE  J 

DESBUTAL  15  Gradumet 

15  mg.  METHAMPHETAMINE  HYDROCHLORIDE,  90  mg.  SODIUM  PENTOBARBITAL 

FRONT  SIDE  1 

w I 

MOOD  ELEVATION 


DESOXYN  Gradumet 

Smooth  appetite  control  plus  mood  elevation 

Typically,  the  obese  patient  is  a repeat  dieter. 
And  with  each  failure,  the  task  looks  more 
hopeless.  Therefore,  it  is  often  just  as  im- 
portant to  lift  the  mood  as  to  curb  the  appe- 
tite. Desoxyn  Gradumet  does  just  that.  It 
gently  elevates  and  sustains  the  mood.  And 
no  other  product— amphetamine  or  non-am- 
phetamine—is  more  effective  in  suppressing 
appetite. 


DESBUTAL  Gradumet 

For  patients  who  can't  take  plain  amphetamine 

Desbutal  Gradumet  contains  2 drugs,  each 
in  its  own  tablet  section,  combined  back  to 
back  to  form  a single  tablet.  One  section 
contains  Desoxyn  to  suppress  the  appetite 
and  lift  the  mood ; the  other  contains  Nem- 
butal® (pentobarbital)  to  soothe  the  patient 
and  counteract  any  excessive  stimulation. 
The  drugs  are  released  in  an  effective  dosage 
ratio  throughout  the  day. 


CONTROLLED-RELEASE 


HOW  IT  DIFFERS  FROM 
LONG-RELEASE 

The  Gradumet  is  made  up  of  thousands  of 
interconnecting  channels,  much  like  a 
sponge.  These  channels— filled  with  a drug 
—end  at  the  outer  surface  of  the  tablet.  When 
fluid  comes  in  contact  with  the  Gradumet, 
the  drug  in  the  outer  ends  of  the  channels 
dissolves.  As  the  fluid  makes  its  way  up  the 
channels,  there  is  a continuous  release  of 
medication. 


THIS  IS  A RELEASE 
YOU  CAN  COUNT  ON 


Since  the  rate  of  release  is  rigidly  determined 
by  the  size  and  number  of  channels,  the 
Gradumet  is  able  to  provide  control/ed-re- 
lease  as  well  as  long-release.  Patients  get  a 
measured  amount  of  medication,  moment  by 
moment,  throughout  the  day— from  a single 
ora!  dose. 


THE  PROGRAM 


ABBOTT 

ANORECTIC 

PROGRAM 


WEIGHT  CONTROL 
BOOKLET 

To  help  your  obese  patients  understand  why 
they  are  overweight— and  what  they  can  do 
about  it— Abbott  has  a booklet  called  “The 
Secret  of  Controlling  Your  Weight."  It  is 
available  to  your  patients  only  through  you. 
Here  is  a partial  list  of  the  topics  covered  : 
Why  you  are  overweight 
Rewards  of  weight  reducing 
Balanced  meals 
Helpful  hints 
Hunger  between  meals 
Snacks 

Weekly  weighings 
Exercise 

Holidays,  vacations,  special  events 
Leanness  and  longevity 
Each  topic  is  covered  on  one  page  in  simple 
and  easy-to-understand  language.  At  the 
back  of  the  booklet,  there  is  a list  of  160 
foods  showing  their  caloric  content. 


the 

secret 


of 

controlling 
your  weight 


FOOD  DIARY 

The  Food  Diary  is  designed  to  help  the  over- 
weight patient  follow  your  eating  instruc- 
tions. Space  is  provided  for  breakfast,  lunch, 
supper,  and  even  snacks.  By  writing  every- 
thing down  that's  eaten  each  day,  the  patient 
is  constantly  reminded  that  she's  trying  to 
change  her  eating  habits.  And  you  are  fur- 
nished with  a written  record  of  how  well 
she's  doing. 

This  booklet  also  lists  the  caloric  content  of 
160  foods. 
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See  Brief  Summary  on  next  page. 


THE  PRICE 


ABBOTT 

ANORECTIC 

PROGRAM 


ECONOMY 
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Desoxyn  Gradumet  and  Des- 
butal  Gradumet  are  so  reason- 
ably priced  that  patients  in 
many  cases  save  enough 
(compared  to  other  leading 
long-release  anoretics)  to  get 
five  weeks  of  medication  for 
the  price  of  four. 


FREE  SUPPLIES 
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There  are  four  weight  control  booklets,  each 
with  the  same  text,  but  with  a different  sam- 
ple in  the  back  of  the  booklet  to  meet  your 
individual  patient's  needs.  You  have  your 
choice  of  Desoxyn  Gradumet  in  10  mg.  or 
15  mg.  strengths  as  well  as  Desbutal  10 
Gradumet  and  Desbutal  15  Gradumet.  The 
Food  Diary  is  the  same  for  all  of  the  weight 
control  booklets. 

Your  Abbott  man  will  be  happy  to  supply 
you  with  booklets.  Just  ask  him. 

CONTRAINDICATIONS:  Methampheta- 
mine  (in  Desoxyn  and  Desbutal)  is  contraindi- 
cated in  patients  taking  a monoamine  oxidase 
inhibitor.  Do  not  use  pentobarbital  (in  Desbu- 
tal) in  persons  hypersensitive  to  barbiturates. 


PRECAUTIONS,  SIDE  EFFECTS:  Observe 
caution  in  patients  with  hypertension,  cardio- 
vascular disease,  hyperthyroidism,  old  age,  or 
those  sensitive  to  sympathomimetic  drugs. 
Prolonged  usage  may  lead  to  tolerance  or  psy- 
chic dependence.  Careful  supervision  is  neces- 
sary to  avoid  chronic  intoxication  and 
addiction. 

Amphetamine  side  effects  such  as  a headache, 
excitement,  agitation,  palpitation  or  cardiac 
arrhythmia  usually  may  be  controlled  by  re- 
ducing the  dose.  Paradoxically-induced  de- 
pression is  an  indication  to  withdraw  the  drug. 
Pentobarbital  (in  Desbutal)  may  cause  skin 
rash.  Nervousness  or  excessive  se- 
dation with  Desbutal  is  usually 
transient.  701069 


Gradumet — Long-release  dose  form,  Abbott.  U S.  Pat  No.  2,987,445 


Results  on  skin  are  final  proof  of  any  topical  antibiotic’s  effectiveness 

No  in  vitro  test  can  duplicate  a clinical  situation  on  living  skin.  ‘Neosporin’  (polymyxin  B 
— bacitracin  — neomycin)  Ointment  has  consistently  proven  its  effectiveness  in  thousands  of 
cases  of  bacterial  skin  infection.  The  spectra  of  the  three  antibiotics  overlap  in  such  a way 
as  to  provide  bactericidal  action  against  most  pathogenic  bacteria  likely  to  be  found  topically. 
Diffusion  of  the  antibiotics  from  the  special  petrolatum  base  is  rapid  since  they  are  insoluble 
in  the  petrolatum,  but  readily  soluble  in  tissue  fluids.  The  Ointment  is  bland  and  nonirritating. 

Caution:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in  overgrowth  of  nonsuscep- 
tible  organisms  and/or  fungi.  Appropriate  measures  should  be  taken  if  this  occurs.  Articles  in  the 
current  medical  literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to  neomycin. 
The  possibility  of  such  a reaction  should  be  borne  in  mind. 

Contraindications:  This  product  is  contraindicated  in  those  individuals  who  have  shown  hyper- 
sensitivity to  any  of  its  components. 

Supplied:  Tubes  of  1 oz.,  Vz  oz.  with  applicator  tip,  and  Va  oz.  with  ophthalmic  tip. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 

‘NEOSPORIN’ 

brand 

POLYMYXIN  B-BACITRACIN-NEOMYCIN 

OINTMENT 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.Y, 


Buy  Bonds  where  you  work. 
He  does. 


He1  s working  in  Vietnam  — for  freedom.  And  lie’s  supporting  free- 
dom with  his  dollars,  too.  Every  month  he  invests  in  U.  S.  Savings 
Bonds  . . . saving  up  for  a college  education  or  a home,  perhaps. 
There’s  a good  way  to  show  him  you’re  on  his  side.  Buy  Savings  Bonds 
where  you  bank  or  join  the  Payroll  Sa\ings  Plan  where  you  work. 
You’ll  walk  a hit  taller. 

Buy  U.  S.  Savings  Bonds 


The  U.S.  Government  does  not  pay  for  this  advertisement.  It  is  presented  as  a public 
service  in  cooperation  with  the  Treasury  Department  and  The  Advertising  Council. 
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Your  first  source  for  professional  information 


1966 


ctory 


State 


Medi 
We 


Over  33,000  registered  physicians  in  New  York  State 
are  individually  listed  with  pertinent  professional  data! 


• Location  by  town. 

• Full  name  and  address. 

• Office  hours  and  telephone  number. 

• Medical  school  and  year  of  graduation . 

• Certification  by  American  Boards  in 
Medical  Specialties. 

• Fellowship  in  the  American  College  of 
Allergists,  Anesthesiologist,  Angiology, 
Cardiology,  Chest  Physicians,  Gastro- 
enterology, Obstetricians  and  Gyne- 
cologists, Pathologists,  Physicians,  Pre- 
ventive Medicine,  Radiology,  and  Sur- 
geons, and  the  International  College  of 
Surgeons. 


• Qualified  Psychiatrists  certified  by  New 
York  State  Department  of  Mental 
Hygiene. 

• Qualifications  for  general  and  special 
work  under  the  Workmen’s  Compensa- 
tion Act  of  New  York  State. 

• Membership  in  Medical  Societies. 

• Medical  staff  and  research  appoint- 
ments in  voluntary,  government,  and 
accredited  proprietary  hospitals  in 
York  State  (official  titles). 

• The  complete  Faculty  Lists  of  all  Medi- 
cal Colleges  within  New  York  State 

• Medical  Staffs  of  all  Union  Health 
Centers  in  New  York  State 


The  Directory  remains  the  complete  authoritative  compilation  of  professional  data  on 
all  practicing  physicians  in  this  State.  It  is  essential  to  every  physician;  and  is  a con- 
stant source  of  reference  for  hospitals,  medical  schools,  insurance  companies,  legal  firms, 
pharmaceutical  houses,  medical  associations,  libraries,  foundations,  private  industry, 
labor  unions,  and  public  agencies. 


MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 
750  Third  Avenue,  New  York,  N.Y.  10017 

I enclose  $ — - — — — for copv(s)  of  the  1966  Edition  of  the  MEDICAL  DIREC-  ! 

TORY  OF  NEW  YORK  STATE 


Name  (Please  Print) 


Address 


City  State  Zip 

$25.00  plus  5%  NYS  sales  tax  in  N.Y.  City;  2%  outside  N.Y.  City. 
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Ilosone®  provides  more  antibacterial  activity 
than  any  other  oral  erythromycin 


Acid  stable,  better  absorbed . . . Ilosone 
produces  faster,  higher,  more  prolonged 
blood  levels,  even  in  the  presence  of  food1  3 

Because  it  is  the  most  active  form  of  oral 
erythromycin,  Ilosone  can  help  assure 
consistently  greater  antibacterial  activity 
at  the  site  of  infection.  Ilosone  produces 
peak  antibacterial  blood  levels  two  to  four 
times  those  of  other  erythromycin 
preparations.1’2  Not  only  are  these  levels 
attained  earlier,  but  they  are  maintained 
for  much  longer  periods.  Even  the 
presence  of  food  does  not  seem  to  affect 
the  activity  of  Ilosone.1’3 

In  the  treatment  of  patients  with  bacterial 
infections  susceptible  to  erythromycin, 
Ilosone  has  compiled  an  excellent 
therapeutic  record.  Since  it  exerts  its 
greatest  activity  against  gram-positive 
organisms,  it  is  particularly  useful  in 
common  respiratory  and  soft-tissue 
bacterial  infections.  Ilosone  kills-not 
merely  inhibits— streptococci, 
pneumococci,  and  more  strains  of 


staphylococci  than  any  other  macrolide 
antibiotic.  This  bactericidal  action, 
coupled  with  the  high  antibacterial  levels 
attained,  makes  Ilosone  especially  valuable 
in  patients  with  low  host  resistance,  such 
as  infants,  debilitated  individuals,  and 
diabetics. 


Ilosone  has  shown  no  cross-resistance  with 
penicillin  and  may  be  effective  against 
organisms  that  have  become  resistant  to 
that  agent.  Despite  its  high  antibacterial 
activity,  Ilosone  has  demonstrated  a low 
incidence  of  side  reactions.  Blood 
dyscrasias,  ototoxicity,  and  tooth  staining 
have  not  been  observed.  Infrequent 
cases  of  drug  idiosyncrasy,  manifested  by 
a cholestatic  jaundice,  have  occurred, 
but  there  have  been  no  known  definite 
residual  effects. 


Ilosone* 

Erythromycin 


700121 

Estolate 


( See  next  page  for  prescribing  information.) 
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llosone®/ the  most  active  oral  form  of  erythromycin 


Description:  llosone  is  the  most  active  form  of  oral  erythromycin 
that  has  been  developed.  Because  it  is  stable  in  acid,  well  absorbed, 
and  excreted  in  lesser  amounts  in  the  bile,  it  provides  faster,  higher, 
and  longer-lasting  levels  of  antibacterial  activity  (ABA)  in  the  serum, 
even  when  taken  with  food,  than  do  comparable  doses  of  erythro- 
mycin. 

Indications:  llosone  is  indicated  in  infections  caused  by  micro- 
organisms sensitive  to  its  action  (especially  staphylococci,  hemo- 
lytic streptococci,  and  pneumococci).  The  drug  is  therefore  useful 
in  a high  proportion  of  bacterial  diseases  encountered  in  clinical 
practice  and  particularly  in  the  treatment  of  bacterial  infections 
of  the  upper  and  lower  respiratory  tract  and  soft  tissues. 

In  the  treatment  of  acute  bacterial  pharyngitis  and  tonsillitis,  this 
antibiotic  has  promptly  eradicated  the  bacteria  (streptococci)  and 
has  produced  a parallel  prompt  clinical  improvement.  There  have 
been  no  group  A beta-hemolytic  streptococci  resistant  to  this 
preparation.  In  beta-hemolytic  streptococcus  infections,  treatment 
should  be  maintained  for  ten  days  to  prevent  the  development  of 
rheumatic  fever  or  glomerulonephritis. 

Erythromycin  estolate  has  proved  to  be  very  effective  in  pneumo- 
coccus pneumonia  and  in  acute  bronchitis  with  pneumococci  on 
culture.  Bronchopneumonia  and  otitis  media  in  children  have  re- 
sponded well  to  its  use. 

The  antibiotic  has  been  used  very  successfully  in  staphylococcus 
infections.  Good  therapeutic  results  have  been  obtained  in  soft- 
tissue  infections,  abscesses,  cellulitis,  carbuncles,  wound  infec- 
tions, and  furunculosis. 

In  serious  staphylococcus  infections,  erythromycin  preparations 
should  be  used  only  in  combination  therapy  with  other  antimicrobial 
agents.  As  is  the  case  with  any  treatment  regimen  used  in  these 
severe  conditions,  surgical  procedures  should  be  performed  when 
indicated,  and  large  dosages  of  the  antimicrobial  agents  should  be 
employed.  In  this  fashion,  llosone  has  been  effective  in  staphy- 
lococcus pneumonia,  osteomyelitis,  septicemia,  empyema,  and 
meningitis. 

Multiple  500-mg.  doses  of  the  drug  have  been  useful  in  gonor- 
rhea and  syphilis.  Since  penicillin  is  the  drug  of  choice  for  the 
treatment  of  syphilis  and  gonorrhea,  erythromycin  estolate  should 
be  employed  for  these  infections  only  in  patients  with  a history  of 
penicillin  allergy.  Also,  other  infections  due  to  susceptible  bacteria 
in  patients  known  to  be  hypersensitive  to  penicillin  or  other  anti- 
biotics may  be  considered  for  treatment  with  llosone. 
Contraindications:  llosone  is  contraindicated  in  patients  with  a 
known  history  of  sensitivity  to  this  drug  and  in  those  with  pre- 
existing liver  disease  or  dysfunction. 

Side-Effects:  Data  obtained  from  seven  years'  use  of  propionyl 
erythromycin  ester  and  erythromycin  estolate  (llosone)  indicate 
that  hepatic  dysfunction  with  or  without  clinical  jaundice  may  occur 
during  or  following  courses  of  therapy  with  the  drug. 

Changes  in  liver  function  tests  in  such  cases  have  been  indicative 
of  intrahepatic  cholestasis.  The  symptoms  appear  to  be  the  result 
of  a form  of  sensitization.  The  initial  symptoms  have  appeared  in 
some  cases  after  a few  days  of  treatment  but  generally  have  fol- 
lowed one  or  two  weeks  of  continuous  therapy  or  several  courses 
of  the  drug.  Symptoms  reappear  promptly  if  the  drug  is  readmin- 
istered to  sensitive  patients,  usually  within  forty-eight  hours.  Eosino- 
philia  was  noted  in  peripheral  blood  counts.  The  findings  readily 
subsided  without  apparent  residual  effects  when  treatment  was  dis- 
continued. Recovery  was  delayed  in  one  reported  instance.  The 
physician  indicated  in  this  case  that  either  drug-induced  jaundice 
or  viral  hepatitis  may  have  been  responsible  for  the  findings. 

In  one  clinical  study  involving  ninety-three  patients  treated  with 
the  antibiotic,  three  cases  of  jaundice  were  observed  and  an  addi- 
tional eleven  cases  developed  some  changes  in  liver  function  tests. 
Three  of  the  patients  had  abnormal  liver  function  tests  a second 
time  on  readministration  of  the  drug. 

Even  though  it  is  assumed  that  not  all  cases  of  jaundice  have 
been  reported,  it  seems  clear  that  the  number  is  small  compared 
with  the  amount  of  drug  that  has  been  used.  Reported  cases  have 
included  persons  in  whom  there  had  been  administered  other  drugs 
known  to  be  associated  at  times  with  hepatic  side-effects  and 
cases  in  which  the  presence  of  viral  hepatitis  or  other  disease  may 
have  been  responsible  for  the  findings.  In  some  of  the  cases,  asso- 
ciated gastro-intestinal  symptoms  simulated  the  colic  of  biliary 
tract  disease.  In  other  instances,  clinical  symptoms  and  results 
of  liver  function  tests  resembled  findings  in  extrahepatic  obstruc- 
tive jaundice.  It  appears  that  the  occurrence  of  jaundice  after  ad- 
ministration of  llosone  is  infrequent,  but  further  investigations  are 
being  made  to  estimate  its  incidence  more  accurately. 

In  those  cases  mentioned  above  in  which  jaundice  appeared  to  be 


definitely  related  to  use  of  the  drug,  laboratory  findings  were  char- 
acterized by  increased  direct-reacting  bilirubin,  elevated  alka- 
line phosphatase  levels,  negative  or  weakly  positive  cephalin 
flocculation  and  thymol  turbidity  tests,  elevated  serum  glutamic 
oxalacetic  transaminase  levels,  peripheral  eosinophilia,  and  normal 
cholecystograms. 

Individual  idiosyncrasy  seems  evident  since  jaundice  has  not 
been  reported  in  other  patients  taking  prolonged  courses  of  the 
medication.  Patients  with  chronic  infection  have  been  given  1 to  2 
Gm.  of  the  drug  daily  for  periods  of  two  to  six  months,  and  patients 
with  rheumatic  fever  have  taken  prophylactic  doses  of  0.5  Gm. 
daily  for  two  years  without  difficulty.  In  one  group  of  144  patients 
who  received  the  drug  daily  for  two  years,  no  jaundice  was  noted. 
It  was  of  interest  that  members  of  six  of  these  patients’  families, 
who  were  not  taking  the  drug,  had  episodes  of  jaundice  during  the 
study  period. 

Transaminase  and  serum  alkaline  phosphatase  levels  were  deter- 
mined in  a group  of  fifty-four  adults  and  children  who  took  250  mg. 
of  llosone  daily  for  an  average  of  sixteen  months  as  rheumatic 
fever  prophylaxis.  The  results  were  compared  with  those  of  a simi- 
lar group  of  forty-four  patients  who  received  penicillin.  There  were 
no  cases  of  jaundice  in  either  group.  Elevation  of  SGPT  and  serum 
alkaline  phosphatase  levels  during  the  course  of  treatment  was 
observed  in  one  patient  treated  with  llosone  and  in  two  patients 
treated  with  penicillin.  Seven  other  patients  in  the  group  receiving 
llosone  and  four  others  in  the  penicillin  group  showed  elevations 
in  one  of  the  tests  at  some  time  during  administration  of  the  drugs. 

Very  satisfactory  therapeutic  results,  without  toxicity,  were  re- 
ported in  102  pediatric  patients  who  received  short-term  (ten-day) 
courses  of  llosone  in  the  treatment  of  streptococcus  infections. 
Results  of  liver  function  tests  in  these  patients  were  comparable 
to  those  in  a similar  control  group  who  had  received  penicillin. 

Gastro-intestinal  disturbances  not  associated  with  hepatic  effects 
are  observed  in  a small  proportion  of  individuals  as  a result  of  a 
local  stimulating  effect  of  the  medication  on  the  alimentary  tract; 
however,  the  normal  intestinal  gram-negative  bacterial  flora  is  not 
appreciably  altered  by  erythromycin  drugs. 

Although  allergic  manifestations  are  uncommon  with  the  use  of 
erythromycin,  there  have  been  occasional  reports  of  urticaria,  skin 
eruptions,  and,  on  rare  occasions,  anaphylaxis. 

Administration  and  Dosage:  llosone  is  administered  orally. 

llosone  Pulvules'^;  llosone  Chewable  Tablets;  llosone  Drops; 
llosone,  125,  for  Oral  Suspension. 

For  infants  and  for  children  under  twenty-five  pounds  of  body 
weight,  the  usual  dosage  is  5 mg.  per  pound  every  six  hours;  for 
children  twenty-five  to  fifty  pounds,  125  mg.  every  six  hours.  (Tab- 
lets llosone  Chewable  should  be  chewed  or  crushed  and  swallowed 
with  water.) 

For  adults  and  for  children  over  fifty  pounds,  the  usual  dosage 
of  llosone  is  250  mg.  every  six  hours. 

For  severe  infections,  these  dosages  may  be  doubled. 

When  larger  doses  are  indicated,  parenteral  erythromycin  ther- 
apy should  be  considered. 

In  the  treatment  of  syphilis,  the  recommended  total  dosage  is 
20  to  30  Gm.  given  in  divided  doses  for  a period  of  ten  to  fifteen 
days.  Close  follow-up  of  the  patient  is  necessary  since  erythromycin 
drugs  have  not  had  adequate  evaluation  in  all  stages  of  syphilis. 
Examinations  of  spinal  fluid  are  recommended  as  part  of  the 
follow-up  therapy. 

For  gonorrhea,  500  mg.  four  times  a day  for  four  days  are 
recommended.  In  the  treatment  of  gonorrhea,  patients  with  a sus- 
pected lesion  of  syphilis  should  have  a dark-field  examination  be- 
fore receiving  antibiotics,  and  monthly  serologic  tests  should  be 
made  for  a period  of  three  months. 

How  Supplied:  Pulvules  llosone,  Capsules,  N.F.,  125  and  250  mg. 
(equivalent  to  base),  in  bottles  of  24  and  100. 

Tablets  llosone  Chewable,  N.F.,  125  mg.  (equivalent  to  base),  in 
bottles  of  50. 

llosone  Drops,  5 mg.  (equivalent  to  base)  per  drop,  in  lO-cc.-size 
packages,  with  dropper  calibrated  at  25  and  50  mg. 

llosone,  125,  for  Oral  Suspension,  N.F.,  125  mg.  (equivalent  to 
base)  per  5-cc.  teaspoonful,  in  60  and  150-cc.-size  packages. 
References:  1.  Griffith,  R.  S.,  and  Black,  H.  R.:  Am.  J.  M.  Sc.,  247: 69, 
1964.  2.  Griffith,  R.  S.,  and  Black,  H.  R.:  Antibiotics  & Chemother., 
72:398,  1962.  3.  Hirsch,  H.  A.,  Pryles,  C.  V.,  and  Finland,  M.:  Am.  J.  M. 
Sc.,  239: 198,  1960. 


Additional  information  available  to 
physicians  upon  request. 
Eli  Lilly  and  Company,  Indianapolis,  Indiana  46206. 
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The  American  Medical  Association  proposed 
that  Congress  set  up  a national  commission  on 
health  resources  and  medical  manpower  with 
broad  powers  to  supervise  the  drafting  of  physi- 
cians for  military  service.  The  AMA  recom- 
mendation was  presented  by  Albert  H.  Schwich- 
tenberg,  M.D.,  chairman  of  the  AMA  Council 
on  National  Security,  at  a Senate  Armed  Ser- 
vices Committee  hearing  on  S.  1432  which  would 
provide  for  a four-year  extension  of  the  present 
draft  law  expiring  June  30. 

Other  AMA  recommendations  for  modifica- 
tion of  the  doctor  draft  program  included: 

— Expansion  of  the  physician  draft  pool  to 
include  women  doctors. 

— Making  subject  to  draft  call  foreign  physi- 
cians under  thirty-five  years  of  age,  with  perma- 
nent visas  or  who  have  subsequently  become 
citizens,  and  who  may  not  be  subject  to  call 
because  they  were  not  deferred  from  induction 
while  under  age  twenty-six. 

— Limiting  credit  for  fulfillment  of  the  draft 
obligation  to  only  service  performed  in  the 
armed  services.  (Under  the  old  law,  service  in 
the  Public  Health  Service  could  satisfy  a physi- 
cian’s obligation  for  active  military  duty.) 

— Routine  transfer,  on  completion  of  an 
internship,  of  the  jurisdiction  of  physicians  to 
the  local  draft  board  serving  the  area  in  which 
the  physician  is  engaged  in  training  or  practice. 

— Changes  in  the  pay  and  promotion  policies 
for  military  physicians  designed  to  increase  the 
retention  of  career  military  physicians. 

“Our  primary  recommendation ...  is  the 
creation  of  a national  commission  on  health 
resources  and  medical  manpower,”  Dr.  Schwich- 
tenberg  said.  “This  commission  would  replace 
and  be  responsible  for  the  functions  of  the  pres- 
ent national  advisory  committee  and  the  health 
resources  advisory  committee.  This  new  com- 
mission, under  the  direction  of  the  President, 
would  have  the  responsibility  of  maintaining  a 
proper  balance  of  health  personnel,  within  exist- 
ing resources,  among  the  Armed  Forces,  other 
government  agencies,  and  the  civilian  popula- 
tion. Requests  of  the  Secretary  of  Defense 
for  health  manpower  in  the  military  would  be 
reviewed  and  approved  by  the  commission. 
The  commission  would  establish  for  the  Selec- 
tive Service  System  criteria  for  classifying,  re- 
classifying, and  determining  the  order  of  selec- 
tion for  health  personnel.  Under  this  proposal, 
the  present  state  advisory  committees  would  be 
redesignated  as  state  health  manpower  commit- 
tees whose  activities  would  be  coordinated  by 
the  national  commission.  It  is  further  recom- 

Prepared  by  the  Washington,  D.  C.,  Office  of  the  Ameri- 
can Medical  Association. 


mended  that  the  commission  should  be  consti- 
tuted from  among  persons  of  outstanding 
national  reputation  in  the  health-care  fields, 
and  its  composition  should  include  substantial 
representation  from  physicians  in  private 
practice.” 

* * * 

The  National  Highway  Agency  announced 
tentative  standards  for  emergency  medical 
services  provided  for  persons  injured  in  traffic 
accidents. 

The  Federal  standards  give  the  states  broad 
authority  in  implementation,  and  also  are 
subject  to  comment  by  the  states  before  they 
become  final.  The  state  programs  must  be  in 
full  operation  before  January  1,  1969,  or  a state 
could  lose  up  to  10  per  cent  of  its  allotted 
Federal  highway  construction  funds. 

Although  the  Federal  standards  apply  only  to 
traffic  accidents  they  are  expected  to  neces- 
sarily set  a pattern  for  emergency  medical 
services  generally. 

William  Haddon,  Jr.,  M.D.,  head  of  the  Na- 
tional Highway  Safety  Agency,  said  the  emer- 
gency care  regulations  are  designed  to  provide 
quick  response  to  accidents,  sustain  and 
prolong  life  through  proper  first  aid  measures, 
reduce  the  likelihood  of  permanent  disability 
and  prolonged  hospitalization,  and  provide 
speedy  transportation  of  accident  victims  to 
hospitals. 

The  Federal  standards  would  require  states  to: 

(1)  Appoint  a full-time  medical  emergency 
services  coordinator  to  have  primary  responsi- 
bility for  the  program; 

(2)  prepare  a comprehensive  plan  for  emer- 
gency services  throughout  the  state; 

(3)  establish  training,  licensing,  and  related 
requirements  for  ambulance  drivers,  attendants, 
and  dispatchers; 

(4)  coordinate  ambulance  and  other  emer- 
gency medical  care  systems  including  requiring 
ambulances  to  carry  two-way  radios  hooked  up 
with  the  police  and  hospitals; 

(5)  provide  first  aid  training  and  refresher 
courses  for  emergency  service  personnel,  police- 
men, and  firemen,  and  encourage  first  aid 
instruction  for  the  public. 

(6)  make  physical  and  eyesight  examinations 
mandatory  for  driver  licensing;  and 

(7)  compulsory  blood  tests  for  alcohol  on 
drivers  involved  in  accidents. 

* * * 

John  C.  Nunemaker,  M.D.,  chairman  of  the 
American  Medical  Association’s  Department  of 
Graduate  Medical  Education,  told  a house 
judiciary  subcommittee  that  the  AMA’s  posi- 
tion continues  to  be  that  graduates  of  foreign 
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with  your  State  Society  membership. 


• CONSTITUTION  AND  BYLAWS 

Here  are  the  governing  principles  and  rules  that  guide 
your  Medical  Society. 

• PRINCIPLES  OF  PROFESSIONAL  CONDUCT 

What  are  the  duties  of  a physician  to  the  profession, 
to  the  patient,  and  to  the  public? 

• STANDARDS  OF  PRACTICE  FOR  DOCTORS 
AND  LAWYERS 

A medical  legal  guide  which  includes  five  “Do  Nots” 
for  doctors  and  five  “Do  Nots”  for  lawyers. 

• GUIDE  FOR  COOPERATION  FOR  DOCTORS, 
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in  best  serving  the  individual  patient  and  the  community. 
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medical  schools  who  come  to  the  United  States 
for  training  “should  be  encouraged  in  every 
possible  way  to  return  to  their  home  countries 
where  their  skills  are  so  badly  needed.” 


Dr.  Nunemaker  suggested  that  the  five-year 
length  of  stay  provision  for  physicians  in  ex- 
change programs  be  reconsidered.  Every  year 
beyond  two  or  three  years  “intensifies  the  desire 
of  the  visitor  to  stay  longer,”  he  noted. 


Books  Reviewed 


Human  Tumours  Secreting  Catechol- 
amines. By  Henri  Hermann  and  Rene 
Mornex.  Translated  by  Dr.  R.  Craw- 
ford. Octavo  of  207  pages,  illustrated.  A 
Pergamon  Press  Book.  New  York,  The  Mac- 
millan Company,  1964.  Cloth,  $8.50. 

This  monograph  analyzes  562  cases  culled 
from  the  literature.  It  acts  as  a good  reference 
for  those  on  the  alert  to  the  diagnosis  of  pheo- 
chromocytoma  in  people  with  hypertension  who 
have  cardiac,  vasomotor,  endocrine,  or  metabolic 
manifestations.  The  surgeon  will  be  interested 
in  the  localization  of  one  or  more  tumors  in  an 
individual  and  the  possibility  of  malignancy; 
their  presence  in  the  chest  and  urinary  bladder 
must  be  considered.  The  inherited  forms, 
biologic  investigations,  and  physiopathology 
are  ably  discussed.  The  format  and  illustra- 
tions make  for  good  reading. — Bernard  Selig- 
man,  M.D. 


Textbook  of  Obstetrics  and  Gynecology. 

Edited  by  David  N.  Danforth,  M.D.  Quarto 
of  1,146  pages,  illustrated.  New  York,  Hoeber 
Medical  Division,  Harper  & Row,  1966.  Cloth, 
$27.50. 

Danforth  brings  a new  and  refreshing  concept 
to  the  obstetric  and  gynecologic  literature  by 
combining  obstetrics  and  gynecology  into  a 
single  textbook.  As  Danforth  explains  in  the 
preface  “In  recent  years  the  teaching  in  our 
field  has  been  changing,  and  in  all  but  two 
American  medical  schools  obstetrics  and  gyne- 
cology are  now  combined  in  a single  department 
and  taught  in  a single  sequence  of  courses  by  the 
same  individual.”  It  follows  then,  “that  logic, 
convenience,  and  efficiency  call  for  a single 
combined  textbook  in  the  interest  of  the  student 
and  the  practitioner  who  require  a reference  to 
the  basic  essentials  of  the  field.” 

Danforth  has  assembled  43  outstanding 
authorities  representing  more  than  30  medical 
schools  in  the  U.S.A.  and  Canada.  Each 


author  has  special  interest  and  knowledge  on  the 
subject  of  which  he  writes. 

The  subject  matter  is  divided  into  four  parts: 
Part  1.  “General  considerations,”  includes 
historical  highlights  and  human  genetics.  Part 

2.  “Pregnancy.”  This  deals  with  the  normal 
and  abnormal  pregnancy,  labor,  and  puer- 
perium.  Part  3.  “Gynecologic  Disorders.” 
Part  4.  “Radiology  and  Surgery  in  Gyne- 
cology.” 

Subjects  are  dealt  with  in  detail  that  are 
either  omitted  or  only  casually  referred  to  in 
other  texts.  Some  of  these  are  radiologic  diag- 
nosis, physiology  and  detailed  evaluation  of  the 
newborn,  the  urinary  tract  as  it  relates  to  gyne- 
cology, new  concepts  of  genetics,  and  principles 
of  radiation  therapy  for  gynecologic  disease. 

This  is  a well  organized,  well  written  book 
with  858  illustrations  and  a useful  bibliography 
at  the  end  of  each  chapter.  There  is  little 
doubt  that  this  text  will  become  a valuable 
reference  for  medical  students  and  residents. — ■ 
John  M.  Tortora,  M.D. 

The  International  Handbook  of  Group 
Psychotherapy.  Edited  by  J.  L.  Moreno, 
M.D.  Octavo  of  747  pages,  illustrated.  New 
York,  Philosophical  Library,  1966.  Cloth, 
$17.50. 

This  book  according  to  the  editoi's  aims  to 
recoi-d:  1.  The  origins  and  histories  of  the 

group  psychotherapy  movement.  2.  A valida- 
tion of  group  psychothei'apeutic  gi-oup  methods. 

3.  The  proceedings  of  the  Third  International 

Congress  of  Group  Psychotherapy  held  in 
Milan,  Italy,  in  July,  1963.  4.  A directory  of 

the  International  Council  for  Group  Psycho- 
thei'apy. 

The  papers  are  by  authors  representing  a 
great  variety  of  professional  and  semiprof es- 
sional  training.  While  most  of  the  papei's  are 
in  English  other  papers  are  in  Fiench  and 
Gei'man. 
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continued  from  page  1384 

In  addition  to  the  usual  theoretical  and  practi- 
cal approaches  to  group  psychotherapy,  there 
are  interesting  papers  on  the  use  of  group 
psychotherapy  in  the  school  situation  and  in 
the  treatment  of  delinquents.  E.  Chigier’s 
“Group  Therapy  in  a School  by  the  School 
Physician,  In  Israel,”  was  especially  interesting 
and  illustrates  the  built-in  safeguards  of  the 
group  method,  provided  the  conductor  is  a 
person  of  good  judgment  and  maturity.  Robert 
R.  Benson’s  “Principles  of  Interpersonal  Ther- 
apy as  Applied  to  Treatment  of  Chronic 
Delinquents”  is  a noteworthy  contribution. 
Cornelius  Beukenkamp,  S.  H.  Foulkes,  Maxwell 
Jones,  and  many  others  of  established  reputa- 
tion also  are  among  the  contributors. 

Dr.  Moreno  has  an  extensive  representation 
in  the  early  pages  of  the  book  which  in  some 
aspects  constitutes  an  apology  for  his  views  and 
documents  his  priority  in  the  field  of  group 
psychotherapy.  He  has  an  established  place 
of  importance  in  the  history  of  group  psycho- 
therapy and  psychodrama. 

One  must  give  credit  to  the  editors  and 
authors  for  their  straightforward  presentation 
of  their  views.  Considering  the  aims  of  the 
book,  a certain  diffuseness  and  lack  of  concise- 
ness is  inevitable. 

English  summaries  for  the  papers  in  languages 
other  than  English  and  more  bibliographic  mate- 
rial would  have  improved  the  presentation. 

This  book  is  recommended  reading  for  psy- 
chiatrists who  are  interested  in  the  history  and 


Beatniks:  up,  down,  and  off 

Not  all  beatniks  are  bad,  thinks  a psychiatrist 
publishing  his  ideas  in  a recent  issue  of  Archives 
of  General  Psychiatry.  In  fact,  this  behavior 
may  be  just  a way  for  a teenager  to  find  sym- 
pathetic and  similar  interests  on  the  way  to 
adulthood.  Thus,  the  author  divided  beatniks 
into  three  groups: 

1.  The  “up-beatniks”  are  considered  the 
best  of  the  three  categories.  Even  with  beards, 
long  hair,  play-readings,  placards,  proclamations, 
and  protest  marches,  they  are  basically  honest, 
earnest,  energetic,  intelligent,  and  well-in- 
tentioned. At  best,  they  can  arouse  the  older 
generation  to  action  and  occasionally  rectify 
an  apathetic  state  of  mind  in  certain  groups. 

2.  The  “down-beatniks”  are  articulate  in 
condemning  the  inequalities  and  injustices  of 


present  group  technics  in  psychiatric  treatment. 
— Edward  L.  Pinney,  Jr.  M.D. 

Spontaneous  Regression  of  Cancer.  By 
Tilden  C.  Everson,  M.D.,  and  Warren  H.  Cole, 
M.D.  Octavo  of  560  pages,  illustrated.  Phila- 
delphia, W.  B.  Saunders  Company,  1966. 
Cloth,  $20. 

This  monograph  deals  with  abstracts  of  the 
world-wide  literature  since  1900  and  of  personal 
communications.  It  concerns  spontaneous  re- 
gression of  malignant  disease  of  a temporary  or 
permanent  nature  to  a partial  or  complete  extent. 
For  the  most  part  detailed  case  records  are 
given. 

The  possible  causes  of  this  regression  are 
discussed;  local  effects  from  removal  of  the 
carcinogen  as  in  bladder  cancer  in  12  reported 
cases  of  urinary  diversion;  obstruction  of 
vascular  supply  or  insufficiency  of  such  from 
too  rapid  growth  of  tumor  with  less  blood 
vessel  proliferation;  local  infection  and  abscess 
formation  or  necrosis  and  sloughing  off  of 
cancer  tissue;  general  causes  such  as  hormones, 
fever,  toxins,  or  a change  in  the  antibody- 
antigen  relation  of  the  tumor  to  host.  Also 
discussed  are  prolonged  arrest  and  delayed 
recurrence  or  delayed  metastases.  Regression 
of  benign  tumors  are  noted  as  well.  Squamous 
and  basal  cell  skin  cancer  are  not  discussed. 

An  ample  supply  of  photographs,  roentgeno- 
grams, and  photomicrographs  are  included. 
This  book  should  give  food  for  thought  to  all 
students  of  oncology. — B.  Seligman,  M.D. 


society,  often  with  courage  and  justification. 
Although  the  general  outlook  is  favorable,  they 
sometimes  may  lose  their  own  cause  by  being 
strident  and  obnoxious  in  speech  and  manner. 
In  evaluation,  most  of  these  become  average 
citizens  in  time. 

3.  The  “off-beatniks”  are  the  more  seriously 
erratic,  troubled,  and  troublesome  misfits. 
Despite  their  pretensions,  they  contribute  little 
that  is  truly  constructive  or  original  to  our  cul- 
ture, often  expressing  their  own  varied  neurotic 
needs  in  the  guise  of  battling  for  freedom  or  for 
lack  of  hypocrisy. 

At  its  worst  a beatnik  group  may  seriously  en- 
danger the  health  of  its  members  or  destroy 
their  family  structure.  At  its  best,  a group 
such  as  this  is  looking  for  identity  in  a changing 
and  complex  world  that  makes  it  demands  on 
them  from  many  more  aspects  than  that  of  a 
generation  or  two  ago. 
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Editorials 


The  time  for  minutes 


Minutes  are  a series  of  brief  notes  taken 
to  provide  a record  of  the  proceedings  of 
an  assembly  or  conference — so  says  Web- 
ster’s. The  word  does  not  spring  from 
minutiae,  minor  particulars,  as  one  could 
be  inclined  to  believe. 

This  issue  is  customarily  fleshed  out  with 
the  Minutes  of  the  Proceedings  of  the  House 
of  Delegates  of  its  annual  meeting  held  in 
February. 

There  is  a vast  difference  between  ver- 
batim minutes  and  edited  minutes.  The 
refining  process  of  editing  spares  the  reader 
much  that  is  rhetorical,  repetitious,  and 
redundant  but  carefully  preserves  intact 
the  intent. 


Color  code 

The  Federal  Food  and  Drug  Administra- 
tion announces  a new  procedure  for  calling 
attention  to  urgent  communications.  On 
the  front  of  the  mailing  envelope  will 
appear  a new  design  in  a space  3 X 2y4 
inches  as  follows: 

— On  a red  background  printed  in 
white:  Important  Drug  Warning 

— On  a blue  background  printed  in 
white:  Important  Prescribing  Informa- 

tion 

— On  a brown  background  printed  in 
white:  Important  Correction  of  Drug 

Information. 


A golden  anniversary 

Fifty  years  ago  the  first  issue  of  the 
American  Review  of  Respiratory  Disease 
made  its  entry  into  the  ranks  of  scientific 
medical  publication.  It  was  established  by 
the  National  Tuberculosis  Association  and 


The  edited  minutes  indexed  and  cross- 
indexed  here  presented  are  for  information 
and  reference.  In  serving  this  purpose  we 
believe  the  editorial  staff  has  not  labored 
in  vain.  (See  page  1461  in  this  issue  for  the 
table  of  contents  and  page  1677  for  the  index. ) 

This  year  marks  the  plunge  of  organized 
medicine  into  segments  of  publicly-funded 
practice  and  the  proceedings  reflect  this. 
The  reports  of  reference  committees  con- 
cerned with  recent  social  legislation  make 
priority  reading.  All  deliberations  clarify 
the  policy  of  the  Medical  Society  of  the 
State  of  New  York  in  this  regard — observ- 
ing the  law  but  with  vigilance  toward  its 
administration. 


The  FDA  is  encouraging  all  pharmaceu- 
tical companies  to  use  this  envelope  marked 
in  this  uniform  way  when  mailing  their  own 
important  drug  information  to  physi- 
cians. 

It  seems  a sensible  way  to  circumvent 
the  hazard  of  waste  basket  filing. 

Office  nurses,  secretaries,  and  reception- 
ists should  be  alerted  to  this  color  code  so 
that  they  may  route  these  announcements 
to  their  employer  for  urgent  personal  at- 
tention. What  happens  then  is  the  boss’s 
responsibility  and  a very  grave  one  in- 
deed. 


its  first  editor  was  Allen  K.  Krause,  M.D. 
Dr.  Krause  undoubtedly  had  the  most  en- 
cyclopedic knowledge  of  the  pathophysi- 
ology of  lung  diseases  of  anyone  of  his  time. 
His  lectures,  given  without  any  reference  to 
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notes,  were  a marvel  and  a privilege  to  be- 
hold. The  first  editor  was  followed  by  the 
late  Max  Pinner,  M.D. 

The  Review  went  through  several  name 
changes.  It  was  first  called  the  American 
Review  of  Tuberculosis,  then  in  1955  as  the 
American  Review  of  Tuberculosis  and  Pul- 
monary Diseases,  and  simplified  to  the 
American  Review  of  Respiratory  Disease. 

This  journal  has  been  published  unfail- 

Measles  can  be  eradicated 

More  than  two  million  children  devel- 
oped measles  in  the  United  States  in  1966. 
This  despite  the  fact  that  three  different 
vaccines  have  been  available  for  the  past 
four  years. 

If  all  children  in  the  susceptible  ages,  one 
through  eight  years,  were  vaccinated  we 
would  not  have  the  500  deaths  and  un- 
counted complications  of  deafness  and  men- 
tal defects  that  happen  each  year  as  a result 
of  this  now  preventable  disease. 

There  could  be  no  happier  accomplish- 
ment than  to  raise  the  present  rate  of  45  per 
cent  of  susceptible  children  vaccinated  to  a 
desirable  rate  of  65  per  cent  plus. 


ingly  every  month  and  today  is  recognized 
the  world  over  as  the  outstanding  medical 
journal  in  its  field.  Its  issues  embody  the 
length  and  depth  of  knowledge  attained  in 
the  field  of  respiratory  disorders.  The 
present  editor  is  Walsh  McDermott,  M.D., 
who  is  Livingston  Farrand  Professor  of 
Public  Health,  Cornell  University  Medical 
College,  whom  we  salute  and  to  whom  we 
wish  all  of  the  best. 


An  intensive  campaign  put  on  last  year 
by  the  Rhode  Island  Medical  Society  raised 
the  rate  of  measles  vaccinations  for  suscep- 
tible children  to  66.9  per  cent. 

We  need  to  concentrate  on  the  six  million 
youngsters  who  will  enter  kindergarten  or 
first  or  second  grade  this  year  and  an  esti- 
mated four  million  more  who  will  reach  the 
age  of  one  year  in  1967. 

Encourage  your  local  health  department 
and  local  medical  society  to  campaign  for 
this  and  set  up  your  own  private  office  cam- 
paign if  you  have  access  to  this  segment  of 
the  population,  to  maintain  a high  level  of 
immunization  among  your  patients. 
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The  doctors  of  the  U.S.A.  are  being  asked  to  send  their  medical  journals — 
after  they  have  read  them — to  colleagues  overseas  (Asia,  Latin  America, 
and  Africa)  who  wish  to  have  access  to  current  medical  literature  but, 
either  because  of  currency  regulations  or  actual  cost  involved,  cannot 
themselves  subscribe  to  medical  periodicals.  We  can  supply  you  with 
the  name,  address,  and  medical  specialty  of  doctors  in  these  areas  who 
would  be  happy  to  receive  these  much  wanted  journals,  {particularly 
specialty  journals),  which  you  will  mail  direct  to  your  overseas  colleague. 

This  is  a direct  “Doctor-to-Doctor”  program  which  is  being  promoted  by 
The  World  Medical  Association  to  help  alleviate  the  lack  of  current 
medical  publications  and  to  further  international  good  will.  Your  co- 
operation in  this  program  will  be  greatly  appreciated  and  your  contact 
with  these  colleagues  in  other  countries,  we  can  assure  you,  will  prove 
very  gratifying.  If  you  wish  to  participate  in  this  program,  send  your 
name,  address,  and  titles  of  journals  you  will  contribute  to  DOCTOR- 
TO-DOCTOR  PROGRAM,  The  World  Medical  Association,  10  Co- 
lumbus Circle,  New  York,  New  York  10019. 
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take  Dramamine? 
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t Obviously  the  airline  pilot-and  only  because  Dramamine  will  cause 

drowsiness  in  some  individuals  and  therefore  should  be  used  with  caution 
in  persons  who  operate  complex  or  dangerous  machinery.  Any  of  the 
others  may  confidently  take  Dramamine  for  fast  relief  or  reliable  prophy- 
laxis, whenever  nausea  or  vomiting  threatens  or  occurs. 
Dramamine-remarkably  safe  and  effective— is  probably  the  most  exten- 
sively validated  antinauseant-antiemetic  agent  in  use  today:  proved  by 
controlled  and  double-blind  studies  and  backed  by  almost  two  decades  of 
worldwide  clinical  success.  Why  not  recommend  Dramamine  to  your  patients?  • 


Dosage:  Adults-50  mg.  in  tablet  or  liquid  form,  every  four  to  six  hours.  Children -6  to  8 years  old-12.5  to  25  mg. 
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per  4 cc.,  pint  bottles.  Supposicones®,  100  mg.,  boxes  of  12.  Ampuls,  250  mg.,  serum  type,  boxes  of  6 and  25. 
Precautions:  Dramamine,  notably  nontoxic  itself,  may  mask 
the  symptoms  of  streptomycin  toxicity.  Patients  should  be 
cautioned  against  operating  automobiles  or  dangerous  ma- 
chinery because  of  possible  drowsiness. 
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Amniography,  a process  of  opacifying  the 
amniotic  fluid  in  the  pregnant  uterus  with 
contrast  material  to  delineate  the  uterine 
cavity  and  fetus,  is  a radiographic  proce- 
dure which  has  been  in  use  for  thirty-five 
years.  Until  recently,  this  versatile  tool 
has  been  used  only  rarely,  because  the  avail- 
able contrast  media  were  unsatisfactory. 
With  the  recent  development  of  suitable 
materials,  a resurgence  of  popularity  is  ex- 
pected, since  the  procedure  has  a multiplic- 
ity of  uses.  These  include  the  diagnosis  of 
placenta  praevia,  fetal  death  in  utero,  fetal 
distress,  congenital  abnormalities  of  the 
uterus,  hydatidiform  mole,  fetal  hydrops 
and,  occasionally,  determination  of  the  sex 
of  the  fetus. 

It  is  the  purpose  of  this  report  to  review 
the  literature  concerning  amniography,  to 
discuss  in  detail  its  technic  and  clinical  ap- 
plications, and  to  thereby  further  establish 
amniography  as  a practical,  safe,  and  useful 
radiographic  diagnostic  tool  in  obstetrics. 

It  is  emphasized  that  amniography  is  not 
without  potential  risks  and  should  be  per- 


with the  recent  development  of  satisfac- 
tory contrast  media,  amniography  will  doubt- 
less become  popular  since  the  procedure  opaci- 
fies the  amniotic  fluid  in  the  pregnant  uterus, 
delineating  the  uterine  cavity  and  fetus.  It  is 
useful  also  in  diagnosing  placenta  praevia, 
fetal  death  in  utero,  fetal  distress,  congenital 
abnormalities  of  the  uterus,  hydatidiform 
mole,  fetal  hydrops,  and,  occasionally,  in 
determining  sex  of  the  fetus.  Amniography 
is  a practical,  safe,  and  useful  diagnostic 
tool,  but  because  of  potential  risks  should  be 
performed  only  under  the  mutual  supervision 
of  an  obstetrician  and  a radiologist. 


formed  only  under  the  strict  mutual  super- 
vision of  an  obstetrician  and  a radiologist. 

History 

Menees,  Miller,  and  Holly1  and  their 
collaborators  originated  the  procedure  in 
1930  and  coined  the  words  “amniography” 
for  the  technic  utilized  and  “amniogram” 
for  the  resulting  roentgenograms.  They 
accomplished  the  opacification  of  the  amni- 
otic fluid  by  injecting  sodium  or  strontium 
iodide  into  the  amniotic  cavity  via  trans- 
abdominal needle  puncture  of  the  uterus. 
Menees,  Miller,  and  Holly1  used  the  technic 
near  term  for  the  purpose  of  placental  iden- 
tification and  were  able  to  locate  placental 
sites  correctly  each  time  they  used  the 
method.  They  also  noted  that  the  fetus 
swallowed  the  opaque  medium  which  could 
be  seen  in  the  fetal  bowel.  These  workers 
thought  the  procedure  to  be  safe  and  useful. 

However,  several  other  investigators, 
notably  Kerr  and  MacKay2  and  Cornell 
and  Case,3  felt  amniography  to  be  danger- 
ous and  of  limited  use.  Sodium  and  stron- 
tium iodide  were  considered  too  irritating  as 
contrast  media,  resulting  in  several  fetal 
deaths  and  too  frequently  in  undesirable  in- 
duction of  labor.  Cornell  and  Case3  also 
warned  against  the  danger  of  puncturing  vi- 
tal fetal  structures  or  placental  vessels  dur- 
ing the  amniocentesis  attempt.  These  au- 
thors abandoned  the  inorganic  iodides  as 
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contrast  media  and  used  neoskiodan  or 
uroselectan  B instead.  The  latter  was 
found  to  induce  labor  so  regularly  that 
Burke4  began  to  use  this  method  for  the  in- 
duction of  labor.  He  found  amniotic  punc- 
ture in  itself  to  be  without  harmful  effects  to 
the  mother  or  fetus  in  75  consecutive  cases. 
Other  investigators  at  that  time  and  more 
recently  Savignac5  and  McLain6-7  in  their 
studies,  using  iodopyracet  (Diodrast)  and 
diatrizoate  (Hypaque)  sodium  respectively, 
reaffirmed  the  safety  of  the  procedure. 

As  a result  of  this  controversy  in  the  mid 
1930’s,  amniography  was  apparently  aban- 
doned since  it  received  no  further  mention 
in  the  literature  until  1948  when  numerous 
articles  appeared  in  French  and  German 
publications  again  attesting  to  the  useful- 
ness and  safety  of  the  procedure. 

Materials  and  method 

The  following  is  a discussion  concerning 
the  materials  and  method  used  in  this  study, 
which  are  essentially  identical  with  those 
used  by  McLain.6-7 

A careful  history  was  taken  from  the  pa- 
tient to  rule  out  allergy.  A 1-cc.  test  dose 
of  the  radiopaque  medium,  diatrizoate  so- 
dium, a sterile  aqueous  solution  containing 
60  per  cent  iodine  which  is  highly  water-sol- 
uble, was  given  intravenously,  and  the  pa- 
tient was  observed  fifteen  minutes  for  a re- 
action. Aseptic  technic  was  used  and  the 
total  abdomen  prepared  as  for  a surgical 
procedure.  The  patient  was  instructed  to 
empty  the  bladder,  or  she  was  catheterized. 
The  position  of  the  fetus  was  determined  by 
palpation.  It  was  not  found  necessary  to 
use  any  prior  placental  localization  technic 
to  prevent  placental  puncture.  The  best 
sites  for  puncture  are  the  areas  of  amniotic 
fluid  pooling,  such  as  the  fetal  small  parts, 
the  nape  of  the  neck,  and  anterior  upper 
trunk.  The  fetal  head  was  localized  and 
immobilized  by  an  assistant.  The  site 
chosen  (area  of  small  parts  preferred)  was 
infiltrated  with  a local  anesthetic  and,  a 
6-inch  number  18  spinal  needle  was  then  in- 
serted through  the  abdomen  and  uterus  into 
the  amniotic  cavity.  If  the  placenta  was 
encountered  (withdrawal  of  blood),  the  pro- 
cedure was  either  discontinued  or  another 
site  chosen.  A volume  of  amniotic  fluid 
was  removed  equal  to  the  amount  of  con- 
trast medium  injected.  The  amount  in- 


FIGURE1.  Case  1.  Lateral  roentgenogram  taken 
thirty  minutes  after  injection  of  40  cc.  of  contrast 
material  into  amniotic  sac  of  breech  in  biamniotic 
twin  pregnancy.  Black  arrows  point  to  postero- 
fundal  position  of  placenta.  White  arrows  in  center 
indicate  contrast  material  in  fetal  stomach  and 
proximal  small  bowel.  Lower  cluster  of  white  ar- 
rows points  to  faintly  delineated  phallus. 

jected  was  usually  30  to  40  cc.  The  dose 
depends  on  the  amount  of  amniotic  fluid 
present;  in  hydramnios,  50  cc.  of  the  me- 
dium may  be  injected.  Because  of  the 
viscosity  of  the  medium  and  tendency  to 
form  crystals  when  cold,  it  was  warmed  to 
body  temperature  prior  to  injection. 

The  medium  was  never  injected  unless 
there  was  a free  flow  of  amniotic  fluid 
through  the  needle  thus  obviating  the  inad- 
vertent injection  of  any  soft  tissue  or  blood 
vessel. 

The  x-ray  technic  was  the  same  as  for  a 
routine  pregnancy  or  fetal  survey.  With 
the  patient  in  recumbent  position,  antero- 
posterior and  lateral  roentgenograms  were 
taken  including  the  pelvis  and  upper  abdo- 
men. Paper  filter  technic  may  be  utilized 
with  the  lateral  film  to  help  delineate  the 
anterior  soft  tissue  along  the  skeletal  struc- 
tures. Roentgenograms  taken  fifteen  min- 
utes after  injection  of  the  contrast  medium 
are  best  for  soft-tissue  studies  of  the  fetus 
and  placental  localization,  although  good 
opacification  of  the  amniotic  fluid  is  present 
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FIGURE  2.  Case  2.  Anteroposterior  roentgeno- 
gram taken  forty-five  minutes  after  injection  of  35 
cc.  of  contrast  material  into  amniotic  sac.  Black 
and  white  arrows  delineate  partial  placenta  praevia 
overlying  three  quarters  of  lower  uterine  segment. 


for  one  to  two  hours  after  the  injection.7 

Today  amniocentesis  is  no  longer  con- 
sidered a formidable  technic.  Multiple  in- 
vestigators are  using  it  routinely  without 
fetal  or  material  adverse  effect.  Amniog- 
raphy  itself  is  not  technically  difficult  and 
can  be  done  routinely.  This  study  of  23 
cases  has  affirmed  the  technic  as  practical 
and  safe. 

Comment 

Amniography  provides  valuable  informa- 
tion which  can  be  obtained  neither  by  clini- 
cal examination  nor  by  more  conventional 
roentgen  studies.  The  following  is  a dis- 
cussion of  indications  and  potential  uses  of 
amniography  in  obstetrics. 

Placental  localization.  The  amnio- 
gram  provides  localization  of  the  placenta 
as  an  irregular  filling  defect  in  the  otherwise 
smooth,  symmetrical  shadow  of  the  amni- 
otic sac  (Fig.  1).  While  the  conventional 
soft-tissue  roentgenogram  will  delineate  the 
placenta  in  many  cases,  it  will  be  of  little  or 
no  value  in  early  pregnancy,  transverse 


presentations  of  the  fetus,  and  in  low  im- 
plantation of  the  placenta.  Cystography 
with  air  or  opaque  media  has  been  utilized 
for  placental  localization  but  is  often  mis- 
leading with  bulging  forewaters  and  of  no 
help  with  a floating  presenting  part.5  In 
addition,  other  modes  of  placental  localiza- 
tion as  femoral  arteriography,  thermogra- 
phy, and  injection  of  radioiodinated  albu- 
min are  complicated  procedures  with  ma- 
terials and  instruments  not  always  avail- 
able. Amniography  is  especially  useful  in 
these  instances  and  will  locate  the  placenta 
accurately  as  a filling  defect  under  all  condi- 
tions using  simple  materials. 

Thus,  amniography  is  indicated  in  the 
presence  of  abnormal  vaginal  bleeding  when 
placenta  praevia  is  suspected  (Fig.  2). 

Evaluation  of  fetal  death.  Every 
investigator  utilizing  amniography  has 
found  fetal  swallowing  to  occur  providing 
the  fetus  is  alive.  It  is  this  absence  of  fetal 
swallowing,  seen  roentgenologically  as  the 
absence  of  radiopaque  dye  in  the  fetal  gas- 
trointestinal tract,  that  provides  the  diag- 
nosis of  fetal  death.  Experience  has  shown 
that  if  gestation  is  thirty  or  more  weeks, 
opacification  of  the  fetal  digestive  tract  will 
take  place  within  six  hours  after  instillation 
of  the  opaque  material  (Fig.  1).  If  gesta- 
tion is  less  than  thirty  weeks,  digestive  tract 
visualization  may  take  slightly  longer.  If 
visualization  of  the  digestive  tract  of  the  fe- 
tus does  not  occur  within  twenty-four  hours 
after  injection  of  the  contrast  material,  a 
definite  diagnosis  of  fetal  death  can  be 
made  (Fig.  3). 8 This  information  is  partic- 
ularly important,  since  absence  of  fetal 
movement  and  absence  of  fetal  heart  sounds 
are  only  presumptive  evidence  of  fetal 
death.  Furthermore,  signs  of  fetal  death 
on  conventional  abdominal  radiographs  are 
delayed  and  definite  in  only  50  per  cent  of 
cases.910 

In  addition,  McLain6-7  has  found  amniog- 
raphy to  be  therapeutic  as  well  as  diagnos- 
tic in  fetal  death  in  utero.  Since  the  radio- 
paque solution  is  somewhat  hypertonic,  he 
has  found  labor  to  be  induced  in  twenty- 
four  to  seventy-two  hours  after  amniogra- 
phy in  fetal  death  while  there  was  no  pre- 
mature induction  with  living  fetuses. 11 

Evaluation  of  fetal  distress.  While 
still  in  the  experimental  stage,  much  work 
has  been  done  by  McLain6,7  on  the  relation- 
ship of  fetal  gastrointestinal  motility  as  re- 
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FIGURE  3.  Case  3.  (A)  Lateral  roentgenogram  taken  two  hours  after  injection  of  contrast  material  into 
amniotic  sac.  White  arrows  delineate  placenta  in  posterofundal  area.  No  contrast  noted  in  fetal  gastro- 
intestinal tract.  (B)  Anteroposterior  roentgenogram  taken  twenty  hours  after  injection  of  contrast  material. 
Note  good  opacification  of  amniotic  fluid  representing  delayed  fluid  exchange.  Upper  black  and  white 
arrows  outline  fetal  skull  with  double  density  of  contrast  material  in  maternal  bladder  and  Foley  catheter. 


lated  to  fetal  distress  in  utero.  His  findings 
indicate  that  while  the  fetal  stomach  is 
usually  seen  about  one  half  hour  following 
injection  of  contrast  material,  the  descend- 
ing colon  will  not  usually  be  opacified  until 
eight  to  ten  hours  following  injection.  He 
further  believes  that  if  the  descending  colon 
of  the  fetus  is  visualized  before  six  hours  at 
any  gestational  period,  the  gastrointestinal 
motility  is  increased.  If  no  part  of  the 
colon  is  visualized  within  ten  hours  of  in- 
jection, motility  is  decreased.  McLain6,7 
has  found  in  some  instances  of  abnormal 
pregnancies,  such  as  Rh  iso-immunization, 
chronic  renal  disease,  and  toxemia,  the  gas- 
trointestinal motility  of  the  fetus  is  in- 
creased. This  may  be  interpreted  as  an 
early  sign  of  fetal  distress.  In  pregnancies 
with  a hydropic  fetus  and  abruptio  pla- 
centae, his  studies  suggest  decreased  motil- 
ity may  be  a late  manifestation  of  fetal  dis- 
tress.6 It  is  believed  that  motility  studies 
performed  via  amniography  may  be  of  great 
practical  value  in  determining  fetal  distress. 

Determination  of  abnormalities  of 
fetus  or  uterus.  Amniography  is  useful 
in  disclosing  certain  causes  of  abnormal  fetal 


presentation,  such  as  abnormalities  of  the 
uterus  or  tumors  of  the  gravid  uterus.5,7 
Suspected  leiomyomas  may  be  detected  as 
masses  distorting  the  uterine  cavity  which 
are  distinguishable  from  the  placenta  by 
their  usually  smooth  surface.  Granjon12 
has  reported  a case  of  shoulder  presentation 
in  which  the  amniogram  revealed  a uterine 
septum.  An  example  of  this  anomaly,  a 
uterus  subseptus  unicollis,  is  presented  by 
the  authors  (Fig.  4).  The  diagnosis  of  fetal 
hydrops  in  utero  can  be  made  with  amniog- 
raphy. In  hydrops,  the  soft-tissue  swell- 
ing of  the  fetus  can  be  seen  as  the  much  in- 
creased radiolucent  shadow  surrounding  the 
fetus,  especially  in  the  region  of  the  fetal 
skull  (Fig.  5).  Amniography  may  be  indi- 
cated prior  to  any  proposed  intrauterine 
transfusion  to  rule  out  fetal  hydrops  since  it 
will  be  of  no  benefit  in  these  cases.  In  cases 
of  hydatidiform  mole,  the  amniogram  will 
reveal  irregular  streaking  and  diffusion 
throughout  the  molar  tissue. 

In  addition,  Savignac5  believes  that  ma- 
jor soft-tissue  abnormalities  of  the  fetus,  as 
large  meningoceles  or  myeloceles,  can  be 
seen  with  amniography.  He  further  states 
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FIGURE  4.  Case  4.  Anteroposterior  roentgeno- 
gram taken  thirty  minutes  after  injection  of  con- 
trast material  into  amniotic  sac  reveals  uterus 
subseptus  unicollis. 

that  in  view  of  the  high  incidence  of  fetal 
monstrosities  with  hydramnios,  hydramnios 
can  be  considered  as  a major  indication  for 
amniography.5 

Determination  of  sex.  The  sex  of  the 
male  is  occasionally  ascertained  by  visuali- 
zation of  the  scrotum  and/or  phallus 
(Fig.  1). 

Complications 

The  authors  have  performed  twenty- 
three  amniographic  studies.  No  complica- 
tions or  reactions  were  encountered.  In  no 
case  was  premature  labor  induced  by  the 
contrast  material.  In  regard  to  radiation 
hazard,  it  is  emphasized  that  the  procedure 
gives  no  more  exposure  to  mother  and  fetus 
than  do  comparable  plain  roentgenograms 
of  the  abdomen. 

McLain,6  in  a series  of  75  cases,  reported 
no  trauma  to  fetus  or  mother.  In  no  in- 
stance was  there  any  evidence  that  prema- 
ture labor  was  elicited  secondary  to  the  pro- 
cedure in  his  study.  While  some  of  his  pa- 
tients delivered  prematurely,  in  each  case 
there  was  bleeding  or  other  causes  which 
contributed  to  the  onset  of  premature  labor. 
The  infants  in  McLain’s6  study  were  fol- 
lowed through  the  neonatal  period,  and  no 


FIGURE  5.  Case  5.  Anteroposterior  roentgeno- 
gram revealing  hydramnios  with  fetal  hydrops. 
Arrows  point  to  soft-tissue  swelling  around  fetal 
skull. 

ill  effects  caused  by  the  procedure  were 
observed. 

The  contrast  medium  must  never  be  in- 
jected unless  a free  flow  of  amniotic  fluid 
through  the  needle  is  encountered,  thus  ob- 
viating an  inadvertent  injection  into  soft 
tissue,  blood  vessel,  or  placenta. 

Other  potential  hazards  include  the  de- 
velopment of  a peritonitis  secondary  to 
aseptic  technic  and  the  remote  possibility  of 
a maternal  allergic  reaction  to  the  contrast 
material. 

Case  reports 

Case  1.  The  patient  was  a twenty-four- 
year-old  Puerto  Rican  para  5-0-0-5  with  a his- 
tory of  painless  third  trimester  bleeding.  An 
amniogram  was  performed  with  40  cc.  of  con- 
trast material  (Fig  1).  A lateral  roentgenogram 
taken  thirty  minutes  following  injection  showed 
good  visualization  of  the  amniotic  cavity  of  the 
breech  presentation  in  a biamniotic  twin  preg- 
nancy. A large  posterofundal  placenta  was 
well  localized  as  an  irregular  filling  defect. 
Good  soft-tissue  delineation  of  the  fetus  as  well 
as  a phallus  could  be  seen.  Dye  was  noted  in 
the  fetal  stomach  and  small  bowel.  A normal 
male  fetus  was  delivered  at  term. 

Case  2.  The  patient  was  a thirty-seven- 
year-old  para  5-0-1-4  in  her  thirtieth  week  of 
gestation  who  was  seen  with  a chief  complaint  of 
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intermittent  painless  vaginal  bleeding  since  the 
twenty-fourth  week  of  pregnancy.  An  amnio- 
gram  was  performed  to  rule  out  placenta  praevia. 
Thirty-five  cc.  of  contrast  material  were  in- 
jected. A frontal  roentgenogram  taken  forty- 
five  minutes  after  injection  revealed  partial 
placenta  praevia,  with  the  placenta  visualized 
along  the  right  lateral  uterine  wall,  overlying  75 
per  cent  of  the  lower  uterine  segment  and  in- 
ternal os  (Fig.  2).  The  exact  position  of  the 
placenta  was  confirmed  at  cesarean  section  one 
week  later. 

Case  3.  The  patient  was  a twenty-year-old 
Puerto  Rican  para  0-0-0-0  with  eclampsia  noted 
at  thirty-one  weeks  gestation,  with  presumed 
fetal  death  in  utero.  Forty  cc.  of  contrast  ma- 
terial were  injected,  and  an  amniogram  was  per- 
formed. There  was  noted  absence  of  opaque 
medium  in  the  fetal  gastrointestinal  tract  at  both 
two  and  twenty  hours  following  injection  (Fig. 
3).  The  placenta  could  be  seen  in  the  postero- 
fundal  area  on  the  lateral  roentgenogram  (Fig. 
3A).  The  delayed  view  also  showed  dye  in  the 
maternal  urinary  bladder,  revealing  maternal 
absorption  and  excretion  (Fig.  3B).  At  twenty 
hours,  there  was  good  opacification  of  the  amni- 
otic  fluid,  representing  delayed  fluid  exchange,  a 
sequel  to  fetal  death.  Also  seen  at  twenty  hours 
was  evidence  of  contrast  material  in  the  pla- 
centa, probably  by  passive  diffusion.  This 
might  represent  a sign  of  fetal  death. 

Case  4.  The  patient  was  a twenty-three- 
year-old  para  2-0-1-0  in  her  twenty-sixth  week  of 
gestation  who  was  seen  with  painless  vaginal 
bleeding  of  several  days  duration.  The  patient 
had  not  begun  to  menstruate  until  eighteen 
years  of  age.  Since  that  time  her  periods  had 
been  irregular  and  of  short  duration.  An 
amniogram  was  performed  and  revealed  a per- 
sistent uterine  septum,  uterus  subseptus  unicol- 
lis  (Fig.  4).  The  placenta  could  be  seen  as  an 
irregular  filling  defect  along  the  left  side  of  the 
amniotic  sac.  There  was  a question  of  contrast 
material  in  the  gastrointestinal  tract. 

Case  5.  The  patient  was  a thirty-seven-year- 


old  para  0-2-0-0  in  her  thirty-fourth  week  of 
gestation  with  a severe  degree  of  polyhydram- 
nios. Amniography  with  50  cc.  of  contrast 
material  revealed  severe  fetal  hydrops  of  un- 
known cause  confirmed  at  delivery. 

Summary 

The  history,  technic,  and  uses  of  amni- 
ography have  been  described.  Amniogra- 
phy is  to  be  recognized  as  a versatile,  safe, 
and  diagnostic  tool  with  clinical  applica- 
tions in  the  diagnosis  of  placenta  praevia, 
fetal  death,  fetal  distress,  and  abnormalities 
of  uterus  and  fetus.  Some  cases  and  am- 
niograms  depicting  its  use  have  been 
presented. 
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an  ideal  local  anesthetic  agent  for  urology 
would  have  a high  ratio  of  toxicity  to  potency 
and  a low  incidence  of  allergy.  A new 
anesthetic  in  a jelly  base,  levoxadrol  hydro- 
chloride, was  evaluated  in  69  patients.  All 
were  in  the  hospital.  A double-blind  study 
was  done  in  male  urethral  instrumentations 
for  endoscopy  or  dilatation.  An  original 
method  for  measuring  urethral  response  to 
painful  stimulation,  employing  a balloon  on  a 
Foley  catheter,  was  used.  The  combined 
effectiveness  of  the  agent  was  81.2  per  cent 
as  compared  with  the  51.6  per  cent  effective- 
ness of  the  placebo. 
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T he  ideal  local  anesthetic  agent  for 
urology  has  not  yet  been  discovered. 
There  is  constant  search  for  new  agents  that 
have  high  ratios  of  toxicity  to  potency  and  a 
low  incidence  of  allergy.1 

Levoxadrol  hydrochloride*  is  the  generic 
name  for  2.2-diphenyl-4-(2  piperidyl)-l,  3- 
dioxolane  hydrochloride,  and  has  the  fol- 
lowing chemical  structure: 


It  is  a new  local  anesthetic,  and  in  a jelly 
base  it  was  clinically  evaluated  in  69  pa- 
tients. 

* Supplied  by  Cutter  Laboratories,  Berkeley,  California. 
The  urologic  jelly  is  jelled  with  buffered  hydroxyethyl  cellu- 
lose and  preserved  with  para  bens. 


Materials  and  methods 

A double-blind  study  was  performed  in- 
volving 100  consecutive  instrumentations  of 
the  male  urethra.  The  group  consisted  of 
92  male  patients,  since  6 patients  were 
studied  twice  and  1 patient  was  studied 
three  times.  Four  patients  were  excluded 
from  the  study  for  reasons  to  be  stated  later. 

It  is  customary  in  our  institution  to  ad- 
mit to  the  hospital  all  male  patients  who 
undergo  cystoscopy  or  difficult  urethral 
dilatations.  Hence,  all  of  the  patients 
tested  were  inpatients,  and  the  minimal 
follow-up  observation  period  was  one  day. 

The  exact  method  utilized  was  as  follows: 
All  patients  were  asked  to  participate  in  the 
evaluation  of  a new  local  anesthetic,  and 
consent  was  obtained.  Preoperative  seda- 
tion was  withheld  except  for  1 patient  who 
received  meperidine  hydrochloride,  50  mg., 
and  a short-acting  barbiturate,  100  mg. 
The  sedation  did  not  appear  to  alter  his 
response  significantly.  Utilizing  what  we 
believe  to  be  an  original  method  for  measur- 
ing urethral  response  to  painful  stimulation, 
a 5-cc.  balloon  on  a new  or  once-used  18  F. 
Foley  catheter  was  tested  with  sterile  water 
leaving  the  balloon  limb  filled,  f The 
lubricated  catheter  was  inserted  into  the 
urethra  for  a distance  of  6 cm.,  and  the  bal- 
loon was  slowly  inflated.  The  patient  was 
instructed  to  inform  the  examiner  as  soon  as 
he  experienced  pain  or  burning.  The  bal- 
loon was  deflated  but  not  withdrawn,  and 
the  inflation  test  was  repeated.  The  cath- 

fThe  catheters  used  were  manufactured  by  C.  R.  Bard, 
Inc.,  Murray  Hill,  N.J. 
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eter  was  then  removed.  Invariably  the 
results  of  these  two  inflations  were  within 
0.5  cc.  The  higher  result  of  the  two  tests 
was  recorded  to  the  nearest  0.5  cc. 

The  anesthetic  under  study  in  two  differ- 
ent concentrations  and  the  placebo  were 
supplied  in  random  distribution  in  100  un- 
labeled but  numbered  tubes.  Ten  cc.  were 
taken  from  one  tube  and  placed  in  a bulb 
syringe.  The  tube  was  then  discarded. 
The  test  agent  was  gently  instilled  into  the 
anterior  urethra.  The  urethra  was  milked 
posteriorly,  and  a penis  clamp  was  applied 
for  five  minutes.  The  same  18  F.  Foley 
catheter  was  again  inserted  into  the  urethra 
for  the  same  distance  of  6 cm.,  and  the  pa- 
tient’s response  to  balloon  inflation  was  re- 
tested. A 20  F.  Stern-McCarthy’s  panen- 
doscope was  introduced  “under  vision”  in 
the  first  13  patients.  Visualization  was  im- 
perfect since  the  bulk  of  the  jelly  was  in  the 
urethra.  Subsequently,  the  panendoscope 
sheath  was  introduced  first  and  visualiza- 
tion improved  immensely.  The  entire 
length  of  the  urethra  was  inspected. 
Ninety  patients  were  also  examined  by 
cystoscopy  with  a 21  F.  Brown-Buerger 
cystoscope.  Retrograde  pyelography  was 
performed  in  21  of  these  patients.  One  pa- 
tient had  urethral  dilatation  only.  Three 
patients  were  so  uncooperative  that  no 
further  study  could  safely  be  performed 
after  balloon  calibration  of  the  urethra. 
The  test  agent  used  in  2 of  these  patients 
was  later  found  to  have  contained  levoxa- 
drol  hydrochloride. 

The  patient’s  responses  to  these  examina- 
tions and  the  results  of  the  urethral  disten- 
tion test  were  together  considered  in  the 
final  evaluation  of  the  anesthetic  effect  of 
the  test  material  used  which  was  recorded 
under  one  of  the  following  categories:  ex- 

cellent, good,  fair,  and  none.  An  excellent 
effect  was  recorded  when  there  was  no  pain 
or  discomfort  during  the  passage  or  presence 
of  instruments  and  a twofold  increase  in 
the  urethral  distention  test  with  a final 
calibration  of  at  least  2.5  cc.  A good  effect 
was  noted  when  there  was  no  pain  but  the 
patient  had  slight  discomfort  during  the 
passage  and  handling  of  instruments.  The 
requirements  for  the  urethral  distention  test 
were  the  same  as  under  the  excellent  cate- 
gory. A fair  effect  meant  that  the  patient 
had  minimal  pain  during  the  manipulation 
of  instruments,  a final  urethral  calibration 


of  not  more  than  2.5  cc.,  but  an  increase  of 
at  least  1 cc.  over  the  original  volume.  No 
anesthetic  effect  was  recorded  when  moder- 
ate pain  was  present,  and  there  was  less 
than  a 1-cc.  increase  in  the  urethral  disten- 
tion test,  with  a final  calibration  not  greater 
than  2 cc. 

The  operative  time  as  well  as  the  duration 
of  anesthesia  were  noted.  All  patients  were 
carefully  watched  for  untoward  reactions, 
signs  of  allergy,  and  postanesthetic  re- 
bound.23 In  addition,  28  patients  had 
liver  function  tests  consisting  of  total  bi- 
lirubin, serum  glutamic  oxalic  transami- 
nase, and  serum  glutamic  pyruvic  trans- 
aminase from  one  to  forty-six  days  after 
urethral  testing. 

To  assure  continuity,  one  of  us  (D.H.N.) 
performed  all  the  urethral  calibrations  and 
participated  in  the  evaluation  of  each  pa- 
tient’s response  to  the  various  examina- 
tions. 

Results 

Of  the  69  patients  who  received  levoxa- 
drol  hydrochloride,  35  received  the  0.25  per 
cent  concentration  and  34  received  the  0.5 
per  cent  concentration.  Thirty-one  pa- 
tients received  the  placebo  which  consisted 
of  the  jelly  vehicle  only.  The  results  are 
tabulated  in  Table  I.  We  considered  the 
test  agent  effective  when  the  responses 
elicited  could  be  grouped  into  excellent  or 
good.  Similarly,  the  test  agent  was  in- 
effective if  the  anesthesia  was  fair  or  not 
achieved  at  all.  Levoxadrol  hydrochloride 
0.25  per  cent  was  effective  in  82.9  per  cent 
of  the  patients  tested.  The  0.5  per  cent 
concentration  was  effective  in  79.4  per  cent. 
The  combined  effectiveness  with  levoxadrol 
hydrochloride  was  then  81.2  per  cent,  and 
this  should  be  compared  with  the  51.6  per 
cent  effective  results  achieved  with  the 
placebo. 

The  distribution  of  the  age  groups  tested 
and  the  primary  diagnoses  encountered  are 
featured  in  Table  II.  It  is  what  one  would 
expect  on  a busy  urologic  service  in  a large 
municipal  hospital.  Twenty-two  per  cent 
of  the  patients  who  received  the  anesthetic 
had  had  an  indwelling  catheter  for  periods 
of  one  day  to  nine  months  prior  to  examina- 
tion. All  of  the  13  patients  who  had  no 
appreciable  effect  from  levoxadrol  hydro- 
chloride had  had  indwelling  catheters. 
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TABLE  1. 

Results  of  double-blind  study  on  100  consecutive  urethral  instrumentations 

Results 

Levoxadrol  H; 
jr  Cent 

Per  Cent 

0.25  P< 

Number  of 
Patients 

— 0.5  Per  Cent 

Number  of 

Patients  Per  Cent 

Number  of 
Patients 

Per  Cent 

Excellent 

22 

62.9 

20 

58.8 

14 

45.1 

Good 

7 

20.0 

7 

20.6 

2 

6.5 

Effective 

29 

82.9 

27 

79.4 

16 

51.6 

Fair 

1 

2.8 

2 

5.9 

4 

12.9 

None 

5 

14.3 

5 

14.7 

11 

35.5 

Not  effective 

6 

17.1 

7 

20.6 

15 

48.4 

Totals 

35 

34 

31 

Eleven  of  the  13  patients  were  in  their 
eighth  or  ninth  decade  and,  perhaps,  under 
different  circumstances,  most  of  these  pa- 
tients would  have  been  given  general  anes- 
thesia. We  feel  certain  that  levoxadrol  hy- 
drochloride would  have  demonstrated  a 
much  higher  rate  of  effectiveness  if  we  had 
permitted  ourselves  to  select  our  patients. 

Preanesthetic  urethral  testing  with  the 
catheter  balloon  revealed  that  94  per  cent 
could  accept  balloon  distention  up  to  1.5  cc. 
Three  patients  could  accept  balloon  disten- 
tion of  over  3.5  cc.  without  discomfort; 
hence,  they  were  excluded  from  the  study. 
The  fourth  patient  excluded  from  the  study 
had  a long,  dense  anterior  stricture  which 
extended  to  the  level  of  the  corona  making 
it  impossible  to  insert  the  catheter  6 cm. 
Results  of  the  balloon  distention  test  before 
and  after  introduction  of  the  test  materials 
are  recorded  in  Table  III.  Incorporating 
this  method  of  evaluation  of  the  agents  lent 
some  degree  of  uniformity  and  objectivity 
to  the  study.  There  were  only  6 excep- 
tions to  our  criteria  for  categorizing  the 
effects  of  the  test  materials.  Four  patients 
were  listed  under  the  excellent  category, 
and  all  had  received  the  placebo.  Three  of 
these  4 patients  had  less  than  a twofold  in- 
crease in  the  urethral  distention  test,  and 
2 of  the  4 patients  had  a final  calibration 
less  than  2.5  cc.  The  remaining  2 excep- 
tions were  patients  who  were  included  in  the 
good  category  and  had  received  levoxadrol 
hydrochloride  0.5  per  cent.  Both  of  these 
patients  had  final  urethral  calibrations  of 
less  than  2.5  cc.,  and  1 patient  had  less  than 
a twofold  increase  in  the  final  volume. 
These  6 patients  were  placed  in  their  respec- 
tive categories  because  they  experienced  no 
pain  during  examination. 

During  urethrocystoscopy,  the  only  find- 


TABLE  II.  Distribution  of  age  groups 
and  primary  diagnoses 


Conditions 

Levoxadrol 
Hydrochloride 
0.25  0.5 

Per  Per 

Cent  Cent 

Placebo 

Age  group  (years) 
20  to  29 

1 

30  to  39 

1 

40  to  49 

2 

1 

1 

50  to  59 

6 

4 

7 

60  to  69 

13 

7 

11 

70  to  79 

6 

11 

8 

80  to  89 

8 

9 

4 

Totals 

35 

34 

31 

Primary  diagnosis 
Urethral  stricture 

1 

1 

Prostatitis 

1 

1 

Benign  prostatic 
hypertrophy 

16 

20 

17 

Adenocarcinoma 
of  prostate 

2 

3 

2 

Hematuria 

1 

2 

Bladder  tumor 

8 

2 

2 

Postbladder  tumor 

4 

3 

4 

Ureteral  ectopia 

1 

Renal  agenesis 

1 

Renal  calculus 

3 

1 

Renal  tumor 

1 

1 

Renal  tuberculosis 

1 

1 

Totals 

35 

34 

31 

ings  one  could  attribute  to  the  test  condi- 
tions were  the  scattered  submucosal  hemor- 
rhages and  increased  vascularity  in  the  area 
of  balloon  distention  found  in  all  cases. 
Otherwise,  there  were  no  particular  signs  of 
irritation  because  of  the  test  materials. 
Visualization  was  usually  excellent,  the 
jelly  being  quickly  cleared  by  the  irrigating 
fluid.  Twenty-four  patients  who  received 
levoxadrol  hydrochloride  underwent  endos- 
copy again  within  seven  days,  as  did  7 pa- 
tients who  received  the  placebo  (Table  IV). 
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TABLE  III.  Limits  of  urethral  dilatation  before  and  after  instillation  of  test  agent 


Urethral 
Dilatation  (cc.) 

Before  Test 
Agent 

Five  Minutes  After  Instillation  of  Test  Agent . 

. Levoxadrol  Hydrochloride 

0.25  Per  Cent  0.5  Per  Cent  Placebo 

0 to  1 . 5 

94 

6 

8 

15 

0.5 

21 

1 

1 

1.0 

56 

2 

1 

6 

1.5 

17 

4 

6 

8 

1.6  to  2.5 

6 

5 

2 

5 

2 . 6 to  3 . 5 

20 

14 

9 

3.6  to  5.0 

(3)* 

4 

10 

2 

Total  number 

OF  PATIENTS 

— 

— 

— 

100 

35 

34 

31 

* These  3 patients  were  excluded  from  the  study.  See  text. 


TABLE  IV.  Distribution  of  operative  procedures 
following  use  of  test  material 


Procedure  and 
Days  After 

Levoxadrol 
Hydrochloride 
0.25  0.5 

Per  Per 

Cent  Cent 

Placebo 

Repeat  endoscopy, 
includes  trans- 
urethral resec- 
tion 
1 to  2 

9 

5 

4 

3 to  7 

6 

4 

3 

Over  7 

6 

1 

0 

— 

— 

— 

Totals 

21 

10 

7 

Surgery,  includes 
transurethral 
resection 
1 to  2 

10 

9 

8 

3 to  7 

6 

3 

4 

Over  7 

7 

4 

3 

Totals 

23 

16 

15 

There  were  no  findings  attributable  to  the 
previously  administered  anesthetic  and/or 
jelly. 

Thirty-nine  patients  who  received  the 
anesthetic  subsequently  underwent  surgery. 
Twenty-eight  of  these  patients  were  oper- 
ated on  within  seven  days  after  receiving 
levoxadrol  hydrochloride  (Table  IV).  The 
only  postoperative  complications  were  three 
wound  infections  which  in  no  way  could  be 
imputed  to  the  test  materials. 

One  hundred  and  eighteen  liver  function 
tests  were  performed  on  28  patients,  18  of 
whom  actually  received  levoxadrol  hydro- 
chloride (Table  V).  All  results  were  nor- 
mal. Of  particular  interest  is  a twenty- 
two-year-old  white  male  who  had  recurrent 


hepatitis  confirmed  by  liver  biopsy.  His 
elevated  liver  function  test  results  were  on  a 
downward  trend  toward  normal.  Fifteen 
days  prior  to  receiving  0.5  per  cent  levoxa- 
drol hydrochloride  his  total  bilirubin  was 
2.23  mg.  per  100  ml.,  and  six  days  prior  to 
anesthesia  his  serum  glutamic  oxalic  trans- 
aminase was  100  and  serum  glutamic  pyr- 
uvic transaminase  180  units.  Apparently, 
the  trend  toward  normal  continued.  One 
day  after  receiving  levoxadrol  hydrochlo- 
ride, his  total  bilirubin,  serum  glutamic 
oxalic  transaminase,  and  serum  glutamic 
pyruvic  transaminase  were  normal,  and 
continued  as  such  for  a forty-six-day  test 
period  during  which  he  had  a postendos- 
copic  febrile  episode  and  subsequent  hemi- 
nephrectomy  for  complete  duplication  and 
ureteral  ectopia. 

The  duration  of  effective  anesthesia  was 
commensurate  with  the  operative  time 
which  was  usually  less  than  thirty  minutes 
but  in  one  instance  was  as  long  as  seventy- 
five  minutes. 

There  were  no  untoward  reactions,  signs 
of  allergy,  or  postanesthetic  rebound. 
Only  the  aforementioned  twenty-two-year- 
old  patient  had  a serious  febrile  episode 
following  prolonged  endoscopic  examina- 
tion. 

Conclusions 

Levoxadrol  hydrochloride  in  0.25  and  0.5 
per  cent  concentrations  appears  to  be  a safe 
drug  for  topical  anesthesia  of  the  male 
urethra.  There  were  no  untoward  reac- 
tions noted.  Postanesthetic  liver  function 
studies  on  26  per  cent  of  the  patients 
gave  normal  findings.  Subsequent  surgery 
on  56.5  per  cent  of  the  patients  was 
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achieved  without  any  complication  attrib- 
utable to  the  anesthetic. 

The  drug  did  not  produce  demonstrable 
local  irritation.  Levoxadrol  hydrochloride 
0.25  per  cent  was  effective  in  82.9  per  cent 
of  the  patients  tested.  Of  those  patients 
who  received  the  0.5  per  cent  concentration, 
79.4  per  cent  had  effective  anesthesia. 

Visualization  was  usually  excellent,  there 
was  no  instance  of  postanesthetic  rebound, 
and  there  appeared  to  be  no  real  difference 
between  the  two  concentrations  of  levoxa- 
drol hydrochloride.  Hence,  we  recommend 
the  lower  concentration  be  employed. 

Summary 

A new  local  anesthetic  jelly,  levoxadrol 
hydrochloride  0.25  and  0.5  per  cent,  was 
clinically  evaluated  in  a double-blind  study 
involving  100  consecutive  male  urethral 
instrumentations  for  endoscopy  or  dilata- 
tion. To  lend  uniformity  and  objectivity 
to  the  study,  all  patients  were  subjected  to  a 
Foley  catheter  balloon  calibration  test  be- 
fore and  after  instillation  of  the  test  agent. 
Levoxadrol  hydrochloride  was  an  effective 
anesthetic  in  81.2  per  cent  of  cases  tested. 
There  was  no  demonstrable  local  irritation, 
untoward  reaction,  allergic  phenomenon,  or 
postanesthetic  rebound.  Twenty-six  per 
cent  of  the  patients  had  liver  function 
studies,  the  results  of  which  were  normal. 


Ulcers  in  childhood 


Although  acute  stress  ulcers  in  younger  chil- 
dren are  a well-established  phenomenon,  chronic 
ulcers  in  infants  are  rare.  Therefore,  when  2 
infants  with  chronic  duodenal  ulcer  were  seen 
within  a four-month  period,  J.  P.  Gieske  and  B. 
Storey  reviewed  all  hospital  records  of  the 
proved  cases  of  peptic  ulcer  from  birth  through 
fourteen  years  of  age  between  1955  and  1963. 
Fifteen  patients  with  primary  ulcer  and  27  with 


TABLE  V.  Distribution  of  liver  function  studies  on 
28  patients  following  use  of  test  agent* 


Liver  Function  Test 
and  Days  After 

Levoxadrol 
Hydrochloride 
0.25  0.5 

Per  Per 

Cent  Cent 

Placebo 

Total  bilirubin 
1 to  7 

9 

7 

9 

8 to  14 

2 

3 

4 

Over  14 

2 

4 

0 

Serum  glutamic 
oxalic  transa- 
minase 
1 to  7 

9 

8 

7 

8 to  14 

2 

2 

4 

Over  14 

2 

5 

0 

Serum  glutamic 

pyruvic  transa- 
minase 
1 to  7 

9 

8 

7 

8 to  14 

2 

2 

4 

Over  14 

2 

5 

0 

— 

— 

— 

Total  num- 
ber OF  TESTS 

39 

44 

35 

* Eighteen  patients  received  levoxadrol  hydrochloride,  and 
10  patients  received  placebo. 
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ulcer  secondary  to  either  stress  or  medication 
were  found. 

Two  patients,  five  and  seven  months  of  age,  re- 
spectively, were  seen.  They  had  suffered  from 
vomiting,  irritability,  and  poor  weight  gain. 
Their  ulcers  were  diagnosed  as  primary,  chronic, 
and  unassociated  with  stress. 

Data  from  this  study  indicate  that  the  inci- 
dence of  ulcers  in  children  rises  with  age  after  a 
small  peak  under  the  first-year  period,  there  is  a 
slightly  higher  incidence  of  ulcers  in  the  male 
than  in  the  female,  and  duodenal  ulcers  outnum- 
ber gastric  ulcers. 
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Scanning  of  Heart’ 


RICHARD  J.  BING,  M.D. 
Detroit,  Michigan 

From  the  Department  of  Medicine,  Wayne  State 
University  School  of  Medicine,  and  Harper  Hospital 


T he  topic  of  this  presentation  is  concerned 
with  scanning  of  the  heart;  however,  I 
am  dealing  with  a broader  aspect  of  this 
field,  that  of  the  use  of  isotopes  in  scanning 
and  in  the  quantitative  determination  of 
coronary  blood  flow  with  positron  emitters. 
I feel  that  positron  emitters  and  coincidence 
counting  have  a definitive  future  in  scan- 
ning of  the  heart  and  in  the  measurement  of 
coronary  blood  flow. 

Coronary  blood  flow  has  been  determined 
using  radioisotopes  such  as  rubidium-84 
for  a number  of  years. 12  In  1963  we  com- 
menced our  work  on  the  determination  of 
coronary  blood  flow  with  a positron  emit- 
ter, Rb84.  It  was  then  shown,  using  a coin- 
cidence counting  method  and  positron  emit- 
ter, Rb84,  that  by  measuring  the  arterial 
activity  and  myocardial  uptake  of  Rb84, 
the  clearance  equivalent  of  rubidium  by  the 
heart  could  be  calculated.  This  clearance 
equivalent  was  found  to  be  proportional 
to  the  myocardial  blood  flow  but  could  not 
be  expressed  in  absolute  units.  Based 
on  these  measurements,  a marked  difference 
in  the  physiologic  response  to  nitroglycerin 
between  normal  individuals  and  patients 
with  coronary  artery  disease  was  found.3 
In  the  former,  the  drug  resulted  in  a sta- 
tistically significant  increase  in  the  effective 
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FIGURE  1.  Diagrammatic  representation  of  ex- 
trapolations of  slopes  of  myocardial  clearances  to 
zero  time.  Intercepts  with  ordinate  (logarithmic 
scale)  equal  to  coronary  blood  flows. 

clearance  of  Rb84.  In  contrast,  in  most  pa- 
tients with  arteriosclerotic  heart  disease, 
nitroglycerin  failed  to  raise  the  effective 
clearance  of  Rb84.3  Following  this  work, 
efforts  were  made  to  assess  the  coronary 
blood  flow  quantitatively. 4 The  method 

is  based  on  the  Fick  principle  in  which  flow 
is  calculated  using  the  ratio  of  the  uptake  of 
rubidium  by  the  heart  and  the  difference 
between  the  specific  activities  of  the  isotope 
in  the  arterial  and  venous  blood.  The  equa- 
tion used  is  as  follows: 

dk/dt 

Flow  - 

A 

Where  dk/dt  equals  myocardial  uptake 
of  rubidium,  A equals  the  counts  in  arterial 
blood  and 
A-V 

— — = the  extraction  ratio  by  the  heart. 
A 

The  assumption  was  made  that  clearances 
could  be  extrapolated  to  zero  time  and  that 
at  this  period  the  extraction  ratio  is  unity; 
therefore,  the  flow  at  zero  time  should  equal 
clearance  (Fig.  1).  In  the  meantime, 
it  has  been  found  that  this  assumption  is 
not  entirely  correct;  the  extraction  ratios  of 
rubidium,  as  extrapolated  to  zero  time,  are 
slightly  less  than  unity,  about  0.8.  There- 
fore, the  extrapolated  clearances  do  not 
completely  agree  with  the  coronary  flow  at 
zero  time. 

In  a preceding  publication  from  our  lab- 
oratory it  was  mentioned  that: 

For  the  measurement  of  coronary  blood 
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FIGURE  2.  Experiment  showing  balloon  filled 
with  rubidium  solution  introduced  into  left  ventricu- 
lar cavity.  Low  count  of  32  per  minute  illustrates 
that  cavitary  blood  does  not  influence  coincidence 
counts. 

flow  by  a modification  of  Fick’s  formula,  it  is  es- 
sential that  the  relationship  between  flow  and 
the  extraction  ratio  be  known.  To  calculate 
the  coronary  blood  flow  using  the  extrapola- 
tion of  the  myocardial  clearance  values  to  zero 
time,  it  is  fundamental  that  the  slope  of  the 
extraction  ratio  is  constant  and  is  not  influ- 
enced by  changes  in  the  flow  and  heart  rate.4 

In  more  recent  experiments  from  this 
laboratory  in  which  larger  variations  in 
flow  were  introduced,  it  could  be  shown  that 
extraction  ratio  does  vary  inversely  with 
flow.  However,  it  should  be  stressed  that 
the  flows  calculated  by  the  extrapolation 
of  clearance  to  zero  time  do  not  depend  on 
the  assumption  that  extraction  ratios  must 
remain  constant  in  the  presence  of  flow 
changes.  As  illustrated  from  the  previously 
presented  formula 

dk/dt 

F1°”  ■ 

A 

if  venous  blood  at  zero  time  contains  only  a 
minimal  amount  of  rubidium,  the  clearance 
at  zero  time  will  still  be  close  to  flow. 

Objections 

A definite  objection  to  the  extrapolation 


scanning  of  the  heart  through  the  use  of 
isotopes  and  the  quantitative  determination  of 
coronary  blood  flow  with  positron  emitters  is 
discussed.  Extrapolating  rubidium-84  clear- 
ances and  injecting  the  positron  emitter  as  a 
single  bolus  should  prove  both  useful  in 
assessing  the  presence  or  absence  of  coronary 
artery  disease  and  in  evaluating  the  action  of 
coronary  vasodilator  drugs.  The  use  of 
radioiodinated  fatty  acids  is  not  yet  a practical 
diagnostic  method  for  studying  myocardial 
infarcts.  It  is  suggested  that  positron-emitted 
iodine,  iodine-24,  should  be  considered  in 
scanning  the  heart. 


method  is  the  fact  that  arterial  counts  of 
blood  are  not  constant  during  the  experi- 
ment but  rise  in  an  exponential  fashion.4  5 
This  absence  of  a completely  steady  state 
represents,  however,  no  serious  objection, 
since  the  rise  in  arterial  counts  on  an  ex- 
periment period  is  slight,  and  because  it  is 
exponential  it  is  predictable.  Sudden 
changes  in  arterial  counts  do  not  occur. 
Variations  of  counts  from  blood  in  the 
myocardial  chambers  are  not  recorded  by 
the  coincidence  pair.  This  was  verified 
in  experiments  in  which  a balloon,  filled 
with  blood  of  a known  activity  of  Rb84, 
was  introduced  in  the  left  ventricular  cavity 
of  an  isolated  heart  (Fig.  2).  No  significant 
changes  in  coincidence  counts  were  detected 
before  and  after  the  introduction  of  the 
balloon. 

Results  obtained  with  this  method  have 
confirmed  results  by  others  that  nitro- 
glycerin increases  the  coronary  blood  flow 
in  patients  without  coronary  artery  disease, 
while  decreasing  it  in  patients  with  coronary 
artery  disease.6  7 In  a further  study,  the 
procedure  was  used  for  the  determination 
of  the  coronary  blood  flow  following  cor- 
onary vasodilator  drugs  such  as  intensain, 
isoptin,  and  papaverine  hydrochloride. 
With  these  drugs  the  findings  were  identi- 
cal to  those  obtained  with  nitroglycerin. 
Papaverine  hydrochloride  had  no  effect 
on  coronary  blood  flow.  It  appeared, 
therefore,  likely,  that  antianginal  drugs  do 
not  increase  coronary  blood  flow  of  patients 
with  arteriosclerotic  heart  disease  and  that 
their  effect  must  be  sought  elsewhere,  pos- 
sibly in  a diminution  in  the  cardiac  con- 
tractility. 
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Recent  experiments 

Recently,  a group  at  Indiana  University 
has  used  a similar  system  in  determination 
of  coronary  blood  flow  using  the  principle 
of  Donato  and  others.8  9 This  entails  the 
injection  of  a bolus  of  isotope  and  the  re- 
cording of  precordial  activity  by  coincidence 
pair.  The  use  of  Rb84  should  greatly 
simplify  the  Donato  method.  It  is  likely 
that  with  this  method,  using  a suitable  re- 
cording device,  rapid  change  in  coronary 
blood  flow  can  be  detected.  It  is  the 
author’s  opinion  that  both  methods,  the 
one  relying  on  the  extrapolation  of  rubidium 
clearances  and  the  one  in  which  the  positron 
emitter  is  injected  as  a single  bolus,  will 
be  useful  in  the  assessment  of  the  pres- 
ence or  absence  of  coronary  artery  disease 
and  in  the  evaluation  of  the  action  of  coro- 
nary vasodilator  drugs. 

The  advantages  of  the  coincidence  count- 
ing system  using  Rb84  are  obvious.  They 
are  primarily  that  Rb84  gives  approximately 
five  times  the  counting  rate  of  rubidium-86; 
that  collimation  is  simplified,  facilitating 
the  mechanical  design;  and  that  the  method 
provides  a better  means  for  distinguishing 
radioactivity  of  the  heart  muscle  from  that 
of  the  surrounding  tissue. 

It  is  for  these  reasons  that  plans  have 
been  made  in  this  laboratory  to  use  the 
coincidence  counting  method  in  scanning 
of  the  heart  as  well. 

Scanning  of  heart 

Scanning  of  the  heart  has  been  attempted 
for  a number  of  years.  The  technic  of 
scanning  was  first  described  by  Cassen, 
Curtis,  and  Reed.10  Since  that  time,  the 
printout  for  the  scanner  has  been  improved 
by  a number  of  workers. 

The  history  of  scanning  of  the  heart 
has  been  in  general  disappointing.  In  1962 
a group  at  the  University  of  Michigan  tried 
myocardial  scanning  with  Rb86.11  Using 
this  procedure,  it  was  found  that  infarcted 
muscle  usually  shows  a concentration  of 
radioactivity  that  is  more  than  15  per  cent 
below  the  concentration  in  adjacent  normal 
heart  muscle.  However,  the  method  ap- 
peared not  to  be  practical  primarily  because 
of  the  large  scatter  inherent  in  the  gamma 
emission  from  Rb86.  For  this  reason, 
the  same  authors  tried  mercury-203-labeled 


chlormerodrin;  they  believed  that  they 
could  demonstrate  myocardial  infarcts  as 
positive  areas  of  increased  radioisotope  con- 
centration in  scans  of  the  beating  heart  of 
the  living  intact  dog.12  However,  this 
method  is  clinically  difficult  to  evaluate 
because  the  sensitivity  of  the  method  is 
not  great. 

Having  tried  Rb86  and  Hg203,  the  Michi- 
gan group  commenced  their  work  with 
cesium-131.13  With  this  method,  however, 
infarcts  were  generally  detectable  only  in 
the  early  days  after  coronary  occlusion. 

Myocardial  scanning  received  a consider- 
able impetus  from  the  work  of  Evans  et  al.1* 
at  the  University  of  Toronto.  Their  re- 
sults have  been  described  in  two  subsequent 
reports,  one  on  the  use  of  radioiodinated 
fatty  acid  for  photoscans  of  the  heart,  as 
published  in  Circulation  Research  in  1965, 14 
and  a subsequent  report  in  the  American 
Journal  of  Cardiology. 15 

Their  work  is  based  on  the  observation, 
first  made  in  the  author’s  laboratory,  that 
long-chain  fatty  acids  serve  as  an  important 
fuel  for  oxidative  metabolism  of  the  heart 
muscle.  Apparently,  fatty  acids  are  readily 
extracted  by  heart  muscle  and  are  con- 
verted into  carbon  dioxide  or  incorporated 
into  tissue  lipids,  primarily  triglycerides 
and  phospholipids. 16  ■ 17  The  authors  reason 
that  the  myocardial  storage  of  fatty  acids 
can  be  detected  from  the  surface  of  the 
chest  in  intact  animals  or  man  if  the  fatty 
acids  are  labeled  with  an  isotope-emitting 
gamma  radiation.  They  consequently  man- 
aged to  combine  radioiodinated  oleic  acid 
with  albumin.  The  complex  of  RIFA 
(radioiodinated  fatty  acid)  bound  to  albu- 
min was  given  by  the  intravenous  injection 
to  either  dogs  or  patients.  There  appeared 
to  be  selective  concentration  of  radioactivity 
in  the  region  of  the  heart,  particularly  in  the 
ventricular  muscle.  The  areas  correspond- 
ing to  the  atria  and  the  great  vessels  showed 
less  radioactivity.  Density  over  the  stom- 
ach was  shown  to  be  due  to  rapid  excretion 
of  radioiodine  from  blood  by  gastric  mucosa. 
Contrast  between  heart  and  adjacent  tis- 
sues was  greatest  within  one  hour  after 
injection.  Because  the  clearance  of  radio- 
iodinated fatty  acid  from  blood  was  vir- 
tually complete  in  twenty  minutes  and  the 
subsequent  decline  in  total  blood  radioac- 
tivity was  low  thereafter,  it  seemed  likely 
that  the  most  favorable  ratio  of  heart  mus- 


1408  New  York  State  Journal  of  Medicine  / June  1,  1967 


practical  diagnostic  method  for  the  detec- 
tion, location,  and  estimation  of  the  size  of 
myocardial  infarcts.  The  technic  as  pres- 
ently employed  just  approaches  the  limit 
of  definition  of  infarction  in  acute  cases.15 


FIGURE  3.  Photoscan  of  isolated,  empty,  washed 
heart  of  dog.  Myocardial  infarction  experimentally 
produced  and  scan  done  two  hours  after  adminis- 
tration of  RIFA. 

cle  to  blood  occurred  about  twenty  minutes 
after  injection.  When  one  of  the  coronary 
arteries  was  ligated,  photoscans  carried 
out  two  hours  to  six  days  after  this  pro- 
cedure revealed  an  area  of  decreased  con- 
centration of  radioactivity  within  the 
cardiac  density  pattern.  When  RIFA 
was  given  to  moribund  human  subjects  with 
myocardial  infarction,  the  distribution  of 
radioactivity  in  body  tissues  was  similar  to 
that  observed  in  dogs.  The  authors  felt 
that  myocardial  infarction  in  man  might 
be  detected  by  photoscans  of  the  thorax 
following  intravenous  injection  of  RIFA. 

This  hypothesis  was  put  to  test  in  a 
series  of  patients  injected  with  5.7  milli- 
curies  of  RIFA  per  kilogram  of  body  weight, 
given  by  intravenous  injection  over  a period 
of  five  minutes.14  The  biologic  half-life  of 
injected  iodine131  was  suitably  short,  six- 
teen and  twenty  hours  in  two  normal  sub- 
jects, reducing  the  exposure  of  body  tissue 
to  gamma  radiation  to  acceptable  levels. 
Unfortunately,  in  photoscans  of  the  thorax 
in  vivo  the  heart  was  not  very  clearly  de- 
fined because  of  the  presence  of  some  radio- 
activity in  the  thoracic  skeletal  muscle, 
lungs,  and  blood  within  the  great  vessels 
and  because  of  the  high  concentration  of 
radioactivity  in  the  fundus  of  the  stomach. 
Emission  from  the  stomach  was  particularly 
difficult  to  separate  from  the  heart  scan. 

The  conclusion  was  reached  that  RIFA 
photoscans  cannot  now  be  considered  a 


Results 

Work  in  this  laboratory  using  RIFA 
plus  albumin  has  confirmed  in  principle 
the  results  of  Evans  and  coworkers.16'17 
In  the  first  series  of  experiments,  150  milli- 
curies  of  RIFA  coupled  to  albumin  were 
injected  intravenously  into  dogs  im- 
mediately after  a myocardial  infarction 
was  experimentally  produced  by  ligating 
branches  of  the  anterior  descending  cor- 
onary artery.  After  two  hours  the  animals 
were  sacrificed  and  the  hearts  removed  and 
washed.  Figure  3 represents  the  photoscan 
obtained  of  this  isolated  heart.  An  area  of 
decreased  uptake  is  clearly  outlined  cor- 
responding to  the  area  of  ischemia. 

In  the  second  series  of  experiments,  the 
cardiac  scan  was  performed  with  the  heart 
in  situ  and  the  thorax  opened;  150  milli- 
curies  of  RIFA  coupled  to  albumin  were 
injected  into  an  animal  following  produc- 
tion of  myocardial  infarction.  After  two 
hours  the  animal  was  placed  on  a respira- 
tor, the  sternum  was  split,  and  the  thoracic 
cavity  was  exposed.  This  allowed  the 
counter  to  be  placed  directly  over  the  heart. 
Figure  4 is  a photoscan  of  this  heart.  An 
area  of  decreased  uptake  is  outlined  cor- 
responding to  the  area  of  ischemia.  In  the 
third  type  of  experiment  the  heart  in  situ 
was  scanned  with  the  thorax  closed;  150 
millicuries  of  RIFA  were  injected  into  an 
animal  following  myocardial  infarction. 
Two  hours  later,  a photoscan  was  obtained 
through  the  chest  wall  (Fig.  5).  A decrease 
in  uptake  was  noted  in  the  ischemic  area 
although  this  was  not  as  clearly  outlined 
as  in  the  previous  experiments. 

Conclusion 

It  seems  worth  while  to  consider,  in  the 
future,  studies  using  a positron-emitted 
iodine,  iodine-124,  in  the  scanning  of  the 
heart.  I124  is  a positron  emitter  with  a 
physical  half-life  of  four  days  and  decays 
by  the  emission  of  30  per  cent  of  positrons. 
In  principle,  the  method  using  the  positron 
emitter  would  not  be  different  from  that 
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used  by  Evans  et  al.14  and  by  our  group4-6 
in  which  I131  was  employed.  No  experi- 
ments with  I124  have  as  yet  been  carried 
out  because  of  the  excessive  cost  of  prep- 
aration of  this  isotope,  because  of  its  short 
half-life,  and  because  of  the  technical  diffi- 
culties in  combining  the  isotope  with  oleic 
acid  and  albumin  prior  to  decay  of  the  iso- 
tope. It  is  felt,  however,  that  the  method 
is  sufficiently  promising  to  warrant  both 
expense  of  money  and  time. 

1400  Chrysler  Freeway 
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X here  has  been  some  excitement  re- 
cently about  difficulties  with  glass  clinical 
thermometers.  In  February,  1966,  Wolf- 
son1  reported  the  death  in  the  University  of 
Minnesota  Hospital  of  an  eight-day-old 
infant  caused  by  a rectal  perforation  of  a 
clinical  thermometer.  This  baby’s  death, 
despite  surgery  and  antibiotic  treatment, 
prompted  an  editorial  in  the  Journal  of  the 
American  Medical  Association.2  It  states 
that  although  perforations  by  thermom- 
eters are  rare,  bleeding  ulcers,  abscesses, 
and  hematomas  are  not  uncommon.  Wolf- 
son1  suggests  a shorter  thermometer  for 
infants,  one  that  can  be  inserted  with  the 
baby  on  his  side,  and  that  no  infant  be  left 
unattended  with  a thermometer  in  his 
rectum. 

In  May,  1966,  Gary  Brown,  M.D.,3  at 
the  Metropolitan  Hospital  of  Philadelphia, 
reported  that  the  surgeon  found  and  re- 
moved a glass  thermometer  that  was  loose 
in  the  abdomen  of  a twenty-three-year-old 
man  during  a hernia  operation.  Pre- 
sumably this  had  resulted  from  a perfora- 
tion of  the  rectum  during  early  childhood. 

Another  indication  of  the  growing  dis- 
satisfaction with  rectal  thermometers  made 
of  glass  is  the  report  by  Kravitz4  stating 

* Present  address:  4709  SkiUman  Avenue,  Sunnyside,  New 
York  11104 


with  the  glass  clinical  thermometer  there 
is  a baeteriologic  hazard,  the  possibility  of 
breakage,  and  the  fact  it  is  not  always 
clinically  accurate.  Since  the  development 
of  transistors,  the  accurate  electric  thermome- 
ter is  no  longer  bulky  or  costly.  A poly- 
ethylene sheath  protects  the  probe  and  is 
disposable  so  the  probe  need  not  be  sterilized. 
There  is  no  breakage  and  much  time  is 
saved.  This  thermometer  is  feasible  for 
private  practice  as  well  as  hospital  use. 


that  umbilical  temperatures  can  be  taken 
to  avoid  one  of  the  disadvantages,  the 
spread  of  infection.  In  many  parts  of 
Europe,  Asia,  and  Africa,  axillary  tempera- 
tures are  still  taken,  despite  the  fact  that 
in  the  axilla  it  takes  from  five  to  eight 
minutes  for  the  temperature  to  stabilize. 

Also  to  be  considered  is  the  spread  of 
diarrhea  by  inadequately  sterilized  ther- 
mometers. In  a study  of  1,644  rectal  ther- 
mometers at  the  Aarhaus  County  Hospital, 
after  the  usual  sterilization.  Staphylococcus 
aureus  was  grown  from  325. 5 Of  106  oral 
glass  thermometers,  27  grew  Staph,  aureus. 
These  incidences  are  only  slightly  higher 
than  the  normal  frequencies  in  the  rectum 
and  throat.  After  covering  the  thermom- 
eter with  cellophane  sleeves,  the  incidence 
of  positive  Staph,  aureus  cultures  was  only 
one  out  of  360.  Today  all  thermometers 
are  kept  in  cellophane  bags,  then  25  are 
disinfected  at  one  time  by  placing  them  in  a 
solution  of  1:1000  benzyl  alcohol  for  at 
least  two  hours.  The  Karolina  Hospital  in 
Stockholm  uses  the  same  method. 

At  the  Tufts  New  England  Medical 
Center,  Ginsberg6  reported  a centralized 
technic  used  to  cut  down  breakage  and  en- 
sure the  baeteriologic  safety  of  the  ther- 
mometers. The  used  thermometers  are  col- 
lected in  a lined  metal  or  an  autoclavable 
plastic  container  filled  with  a mild  detergent 
solution.  At  the  central  service,  the  ther- 
mometers are  all  friction  cleaned  with  a gauze 
sponge,  rinsed  in  tap  water,  then  submerged 
ten  minutes  in  a tuberculocidal  solution. 
After  rinsing,  they  may  be  wrapped  in 
cellophane  tubes  and  are  ready  for  use. 

Besides  the  baeteriologic  hazard  and  the 
possibility  of  breakage,  there  is  another 
objection  to  the  glass  clinical  thermometer. 
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It  is  not  always  clinically  accurate.  The 
accepted  tolerance  of  the  Bureau  of 
Standards  is  within  0.1  C.  at  38  C.  and  0.2 
at  41  C.,  so  it  may  vary  as  much  as  0.2  at 
38  and  0.4  at  41  C.  However,  in  point  of 
fact,  only  20  per  cent  of  glass  clinical  ther- 
mometers have  this  degree  of  accuracy,  ac- 
cording to  Harden7  of  Glasgow  who  stated 
that  18  per  cent  have  a greater  error  than 
plus  or  minus  0.5  F.  Often  air  gets  into 
the  mercury  tube  and  interferes  with  its 
accuracy.  It  is  not  uncommon  to  find  a 
thermometer  off  one  or  more  degrees  F.  in 
the  same  ward. 


Electric  thermometers 

The  idea  of  an  electric  clinical  ther- 
mometer was  seriously  considered  ever  since 
Werner  von  Siemens8  proposed  that  since 
the  resistance  of  a conductor  changed  with 
its  temperature,  this  relation  could  be  used 
to  express  temperature.  He  used  a 
platinum  resistance  thermometer,  deter- 
mined by  a Wheatstone’s  bridge,  which 
gave  an  0.8  C.  precision  up  to  1,100  de- 
grees C.  A thermopile  can  be  used.  In 
this,  two  dissimilar  metals  are  joined  to 
form  a closed  circuit.  The  electric  current 
flow  varies  with  the  temperature  of  the 
junctions.  This  was  later  perfected,  using 
iron  and  copper  and  measuring  the  current 
at  the  junction  by  a magnetic  needle.  This 
was  considerably  accurate,  within  1/b0  F. 
By  sharpening  the  points,  the  thermometer 
could  be  used  between  two  areas  of  skin. 
In  1864  the  thermograph  was  used  for 
continuous  temperature  recording. 

However,  the  electric  thermometer  ap- 
paratus was  bulky  and  so  has  awaited  the 
more  recent  development  of  sensitive 
transistors  for  practical  use.  These  are 
tiny  enough  to  permit  accurate  readings 
with  an  apparatus  that  is  no  longer  bulky 
and  is  also  less  costly. 

In  1962  a conveniently  sized  electric 
thermometer,  the  Dependotherm,  was 
marketed  in  England  at  a cost  of  about 
$45.*  The  instrument  was  composed  of  a 
highly  sensitive  probe  attached  to  an 
electronic  recorder  powered  by  a small  re- 
placeable battery.  In  general  hospital 
work,  4,500  temperature  readings  can  be 

* Manufactured  by  Dependable  Relay  Co.,  Ltd.,  London, 
NW  3,  England. 


made  before  replacing  the  battery  at  a 
nominal  cost  of  50  cents.  It  was  accurate 
within  0.1  C.  and,  by  mouth  or  in  the  axilla, 
could  be  read  in  three  seconds.  It  was 
especially  good  for  underarm  temperature 
determination.  However,  for  disinfection, 
the  probes  required  the  same  time  as  glass 
thermometers,  and  this  was  a great  dis- 
advantage. Unfortunately,  axillary  tem- 
peratures are  not  as  accurate  as  rectal,  and 
in  some  diseases  the  difference  may  be  as 
great  as  2.3  F. 

The  instrument,  therefore,  was  im- 
practicable for  use  unless  one  had  several 
probes.  Indeed,  a year  later,  Hans  Noeller, 
M.D.,9  at  the  Heidelberg  Pediatrics  Clinic, 
devised  his  own  electronic  thermometer 
with  ten  individual  resterilizable  probes 
for  use  by  rectum  and  found  that  the  nurses 
caring  for  20  to  25  children  could  save  an 
average  of  four  hours  daily.  His  ther- 
mometer is  guaranteed  to  be  accurate  within 
0.05  degrees  C. 

Several  American  manufacturers  have 
improved  the  apparatus.  The  weight  has 
been  reduced,  one  product  weighing  only 
5.5  ounces  so  it  can  be  comfortably  carried 
on  a cord  around  the  nurse’s  neck.  The 
probe  is  now  of  metal  and  need  not  be 
sterilized  since  a disposable  polyethylene 
sheath  is  used  to  cover  it  in  the  rectum. 
The  sheath  is  discarded  after  each  use. 
The  temperature  range  is  from  89  to  107  F. 
in  the  12-ounce  Electro-temp  modelf  and 
95  to  105  on  the  lighter  one.  The  battery 
life  is  two  to  three  years  and  the  accuracy 
0.15  F.  over  the  entire  range,  according  to 
the  manufacturers.  Larger,  heavier  models 
of  13  ounces  are  available,**  but  for  practi- 
cal purposes  in  the  ward  or  private  practice 
the  lighter  models  are  best. 

The  saving  in  nurse’s  time  in  sterilization 
and  in  searching  for  lost  or  misplaced  glass 
thermometers  is  substantial.  About  3,000 
thermometers  are  used  in  a large  hospital, 
and  the  breakage  rate  may  be  2,000  a year. 
About  two  hours  daily  saved  per  hundred 
beds  per  day  is  a conservative  estimate  of 
the  time  saved,  and  the  saving  in  the  cost  of 
glass  thermometers,  labor  and  material 
for  cleaning  them,  and  replacement  for 
broken  ones  is  estimated  at  $1,775  per 

t Manufactured  by  Electro-medic  Inc.,  Neptune,  New 
Jersey. 

**  Tasto-med.  manufactured  by  Electrophysical  Instru- 
ments, Ogdensberg,  N.  Y. 
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hundred  beds  per  year,  considerably  greater 
than  the  cost  of  the  electronic  ther- 
mometer and  polyethylene  sheaths. 10 

The  apparatus  we  use  in  our  office  is  only 
4*/2  inches  long,  2y2  inches  wide,  and  l1/, 
inches  deep,  ft  The  action  depends  on  the 
variation  in  resistance  of  the  temperature 
in  a wire.  This  resistance  is  measured 
across  a Wheatstone’s  bridge.  There  is  a 
graduated  scale.  With  a preheated  circuit, 
a rectal  reading  may  be  taken  in  five 
seconds  by  pressing  a button.  According 
to  Brenneman,11  the  rectal  temperature 
may  vary  according  to  the  depth  of  in- 
sertion of  the  thermometer.  At  14-cm. 
insertion  the  temperature  will  read  0.2 
to  1.3  F.  higher  than  at  2-  to  6-cm.  insertion. 
For  dependable  readings,  it  should  be  in- 
serted 2 inches.  This  is  the  distance  we 
used.  The  sheath  is  smooth  and  requires 
no  lubrication. 

Procedure 

First  we  tested  the  results  of  the 
electronic  thermometer  in  the  axilla  and 
compared  them  with  the  rectal  temperature. 
The  differences  were  too  inconsistent  and 
great  for  a reliable  axillary  reading.  They 
varied  between  0.5  and  3.6  F.,  usually 
less  in  the  axilla.  Nelson12  states  that 
oral  and  rectal  temperatures  are  equal  if 
accurately  taken.  However,  DuBois13 
found  that  the  average  axillary  and  oral 
temperature  was  1.2  F.  lower  than  the  rectal. 

In  my  next  series,  comparing  the  oral 
with  the  rectal  temperatures,  I found  the 
oral  temperature  averaged  1.4  F.  less 
than  the  rectal.  However,  since  it  took 
about  a half  minute  to  stabilize  the  tempera- 
ture reading  in  the  mouth  and  only  five  to 
ten  seconds  by  rectum,  I settled  by  taking 
only  rectal  temperatures  later.  Besides,  in 
the  infant,  the  mouth  thermometer  could 
not  be  held  in  place  with  any  certainty. 

We  determined  the  rectal  temperature  in 
50  consecutive  infants  and  children  at  the 
office,  comparing  the  results  of  a glass 
thermometer  reading  with  that  of  the 
electronic  thermometer.  They  were  within 
0.1  F.  of  each  other.7 

For  the  past  nine  months,  we  have  been 
routinely  taking  the  rectal  temperature  of 
each  infant  and  child  at  the  office,  using  the 
electronic  thermometer,  the  probe  covered 

tt  Manufactured  by  Tempo-Stat  Corp.,  Needham,  Mass. 


with  a polyethylene  sheath.  Instead  of  the 
nurse  taking  three  minutes  for  each  rectal 
temperature  and  bothering  to  use  vaseline 
as  a lubricant,  she  now  takes  only  10 
seconds  for  the  reading  and  loses  perhaps 
another  five  in  disposing  and  replacing  the 
sheath.  There  is  no  breakage,  and  no  time 
is  lost  for  disinfection.  Over  2,000  tempera- 
tures have  been  recorded  so  far,  and  often 
we  discover  an  unsuspected  fever. 


Summary 

A brief  history  of  the  development  of  the 
electronic  thermometer  is  discussed.  An 
electronic  thermometer  was  used  in  taking 
routine  rectal  temperatures  in  private 
practice  and  found  to  be  accurate,  con- 
venient, and  to  save  the  nurse’s  time. 
Similar  devices  have  been  used  in  several 
hospitals  in  Europe  and  some  in  this 
country.  Various  reports  indicate  that 
there  is  saving  in  actual  costs.  It  is  sug- 
gested that  the  modern  electronic  ther- 
mometers are  feasible  for  private  practice  as 
well  as  hospital  use.  In  the  author’s  judg- 
ment, it  is  a question  of  time  when  the 
convenience,  accuracy,  time,  and  cost 
features  of  the  electronic  thermometer  will 
be  generally  recognized  and  its  use  widely 
extended,  perhaps  replacing  the  glass 
thermometer  entirely.  With  increased  pro- 
duction and  reduced  cost,  its  use  among  the 
laity  may  become  general. 
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Although  the  high  incidence  of  gastro- 
duodenal ulceration  is  frequently  associated 
with  modern  civilization,  this  entity  has 
probably  plagued  man  since  antiquity.  An 
aphorism  attributed  to  Hippocrates  almost 
2,500  years  ago  states:  “A  sensation  of  burn- 
ing in  the  belly  and  heartburn  are  of  bad  sig- 
nificance. ...” 1 Hippocrates  recognized  this 
syndrome  as  a medical  disorder:  ‘‘A  patient 
without  fever  and  no  appetite  who  suffers 
from  heartburn,  vertigo  and  bitterness  in 
the  mouth  requires  medicine.”1  Neverthe- 
less, complications  of  peptic  ulceration  of 
the  stomach  and  duodenum  continue  to  oc- 
cur and  require  surgical  intervention.  This 
article  presents  briefly  some  of  the  recent 
developments  in  the  pathophysiology  of 
peptic  ulcerative  disease  and  discusses  cur- 
rent attitudes  and  trends  in  surgical 
therapy. 

* Supported  in  part  by  National  Institutes  of  Health 
Grants  5 ROl  AM09174-O4  and  1 TOl  GM01541. 


Physiology 

Gastric  analysis.  Increasing  dissatis- 
faction with  the  value  of  overnight  fasting 
secretory  volumes  and  the  arbitrary  “free, 
combined,  and  total”  acid  measurements 
has  stimulated  the  search  for  improved 
technics  for  evaluation  of  acid  production. 
Glass  electrodes  have  recently  been  devel- 
oped for  the  direct  measurement  of  pH  in 
the  stomach.  The  use  of  radiotelemetry  in 
conjunction  with  a small  glass  electrode 
which  is  swallowed  is  now  being  evaluated; 
the  Levin  tube,  an  inconvenience  to  the  pa- 
tient but  a necessary  factor  in  determining 
gastric  output,  is  eliminated.2  Unlike 
Levin  tube  collections,  an  electrode  pro- 
duces exact  pH  values  rather  than  averages 
over  an  arbitrary  time  period. 

The  most  common  collection  sample  for 
analysis  is  the  overnight  secretory  volume. 
However,  its  significance  in  evaluating  a pa- 
tient’s potential  reaction  to  acid  stimulants 
is  suspect.  For  this  reason  the  maximal 
stimulation  tests  for  the  secretory  potential 
of  the  total  parietal  cell  mass  are  gaining 
popularity.  In  these  tests  strong  acid 
stimulants,  histamine  and  betazole  hydro- 
chloride (Histalog),  are  administered  in 
doses  which  maximally  stimulate  the  parie- 
tal mass  for  a given  period  of  time.  The 
volume  output  and  pH  are  then  measured 
over  that  period.  These  determinations 
have  produced  more  satisfactory  results 
than  various  overnight  studies.3 

Recent  tests  involving  the  administration 
of  the  antral  hormone  gastrin  have  pro- 
duced promising  results.4  In  the  future, 
evaluation  of  the  patient  with  peptic  dis- 
ease probably  will  include  the  measurement 
of  parietal  cell  mass  response  following  gas- 
trin stimulation. 

There  is  some  evidence  that  pepsin  plays 
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a role  in  peptic  ulcer  formation.  Studies 
show  that  general  pepsin  production  is  ele- 
vated in  instances  of  increased  acid  output 
and  in  patients  with  duodenal  ulcers.  Re- 
cently it  has  been  shown  that  pepsin  is  de- 
natured at  pH  8 or  greater.5  Some  investi- 
gators feel  that  this  predicates  the  use  of 
sodium  bicarbonate  over  aluminum  hy- 
droxide gels;  the  latter  do  not  elevate  gas- 
tric pH  over  4. 

Gastric  blood  flow.  In  contrast  to 
duodenal  ulcer,  where  acid  output  is  nearly 
always  elevated,  various  causes  proposed 
for  gastric  ulceration  have  not  been  univer- 
sally accepted.  One  proposal  has  been  that 
some  areas  of  the  stomach  have  marginal 
blood  supplies  and  are  thus  more  suscepti- 
ble to  ulceration,  even  in  normal  or  low 
acidity  environments.  It  has  been  postu- 
lated that  since  the  lesser  curvature  is  the 
most  frequent  site  of  gastric  ulceration,  its 
blood  supply  might  be  decreased.  Studies 
of  man  are  still  lacking.  Recent  studies  of 
dogs,  however,  show  that  tissue  blood  flow 
along  the  lesser  curvature  is  as  great  as 
blood  flow  in  other  gastric  regions.6  Fur- 
thermore, others  have  shown  that  gastrin 
and  histamine  stimulation  actually  in- 
creases blood  flow  both  to  the  body  and  the 
antrum  of  the  stomach.7  The  blood  sup- 
plies of  the  human  and  the  canine  stomach 
are  similar;  these  results  provide  evidence 
against  ischemia  as  a frequent  cause  of  gas- 
tric peptic  ulceration  in  man. 

Gastric  mucus.  Many  investigators 
believe  that  breakdown  of  the  “protective 
mucus  barrier”  is  a factor  in  peptic,  and 
particularly  gastric,  ulceration.  However, 
there  are  no  sound  clinical  data  definitely 
implicating  gastric  mucus  in  ulcer  genesis. 
In  a recent  report  gastric  mucus  secretion 
and  composition  did  not  differ  in  normal 
controls  and  patients  with  gastric  ulcers.8 
In  experimental  animals,  however,  steroid- 
and  aspirin-induced  gastric  ulceration  is  ac- 
companied by  a change  in  mucus  composi- 
tion and  a decrease  in  secretion.9-10  The 
demonstration  of  such  changes  in  patients 
may  simply  be  dependent  on  improved 
technics  of  collection  and  analysis.  Studies 
using  carbenoxolone,  a new  drug  which  may 
stimulate  mucus  production,  have  been 
promising.  Several  well-controlled  studies 
have  shown  that  patients  receiving  car- 
benoxolone in  dosages  ranging  from  75  to 
300  mg.  per  day  experienced  more  rapid  and 


complete  healing  of  gastric  ulcers  than  ap- 
propriate controls. 11-13  In  one  study  com- 
plete healing  occurred  in  78  per  cent  of  pa- 
tients in  the  treated  group  after  four  weeks, 
compared  with  39  per  cent  in  controls.11 
There  is  evidence,  however,  that  recur- 
rence is  more  frequent  in  those  treated  with 
carbenoxolone.  Water  retention,  edema, 
and  hypertension  are  undesirable  side- 
effects. 

Because  patients  with  both  hyperpara- 
thyroidism and  peptic  ulcer  are  seldom  acid 
hypersecreters,  parathormone  has  been  im- 
plicated in  the  formation  of  peptic  ulcer  by 
control  of  gastric  mucus.  Parathormone 
has  a systemic  effect  on  mucopolysac- 
charide metabolism  and  because  of  this  may 
influence  gastric  mucus.  In  a recent  study 
of  rats,  however,  parathyroid  extract  actu- 
ally stimulated  gastric  mucus  production 
and  had  a protective  effect  against  “ster- 
oid” ulceration.14  Experimentally,  there- 
fore, parathyroid  extract  seems  protective. 

Intestinal  influences.  The  clinical 
observation  that  patients  with  massive 
small-bowel  resections  often  become  hyper- 
secretors  has  renewed  interest  in  intestinal 
influence  on  gastric  secretion.  Experi- 
ments with  dogs  have  shown  that  gastric 
secretion  doubles  if  the  duodenum  and  up- 
per half  of  the  small  intestine  are  resected. 
This  was  expected  following  the  removal  of 
the  intestinal  inhibitory  influences.  How- 
ever, if  the  same  loop  was  excluded  from  the 
gastrointestinal  tract  but  allowed  to  remain 
in  situ  in  the  form  of  a circular  or  Thiry 
loop,  gastric  secretion  increased  five  to 
eight  times. 15  This  has  been  confirmed  by 
others  and  may  indicate  an  intestinal  hor- 
mone or  a neurohumoral  response,  the  re- 
moval of  which  actually  stimulates  gastric 
secretion. 

From  these  basic  observations  certain 
clinical  implications  are  evident.  First,  if 
massive  small-bowel  resection  is  necessary, 
hypersecretion  can  be  anticipated  following 
the  loss  of  intestinal  inhibition.  Pyloro- 
plasty and  vagotomy  have  been  effective  in 
controlling  the  hypersecretion  in  this  condi- 
tion. Second,  gastric  secretory  inhibitors 
are  present  in  the  duodenum  as  well  as  in 
the  small  bowel.  In  dogs  acid  introduced 
into  the  duodenum  markedly  inhibits  acid 
secretion. 16  This  evidence  provides  further 
support  for  pyloroplasty  rather  than  gastro- 
enterotomy  as  a drainage  procedure  or  for  a 
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Billroth  I anastomosis  rather  than  a Bill- 
roth II  following  resection.  Instead  of  by- 
passing the  duodenum,  gastric  contents 
pass  through  it  so  that  control  of  gastric 
secretion  is  aided  by  duodenal  inhibition. 
Third,  it  was  noted  many  years  ago  that  the 
frequency  of  stomal  ulceration  increased 
with  longer  afferent  loops  following  Billroth 
II  reconstruction. 17  There  may  be  some 
features  in  common  between  the  long  affer- 
ent loop  and  the  upper  intestinal  Thiry 
loops  which  are  endocrinologically  impor- 
tant to  dogs  in  stimulating  acid  production. 
Thus,  an  excessively  long  afferent  loop 
should  be  avoided. 

Predisposing  factors 

ABO  blood  groups.  More  than  ten 
years  ago  a relationship  was  discovered  be- 
tween blood  type  and  propensity  to  peptic 
ulceration. 18  Most  subsequent  studies  con- 
firmed the  correlation  between  blood  group 
O and  peptic  ulceration.  More  recently  it 
has  been  determined  that  bleeding  from 
peptic  ulcer  disease  is  more  prevalent 
among  those  with  blood  group  O.19  Fur- 
thermore, the  inability  to  secrete  ABH 
blood  substances  in  mucous  secretions  has 
been  linked  with  peptic  ulceration.  These 
ABH  substances  are  apparently  inherited 
independently  of  ABO  blood  groups  and 
can  be  easily  measured  in  saliva.  Two 
studies  show  that  these  nonsecretors  with 
peptic  ulceration  more  frequently  require 
surgery  than  secretors.19  20  These  relation- 
ships are  statistically  significant  and  illus- 
trate that  genetic  constitution  influences 
not  only  peptic  ulcer  development,  but  also 
its  subsequent  behavior.  Whether  this  is 
mediated  through  acid  secretion  or  gastric 
mucous  substances  is  now  merely  specula- 
tory,  and  there  is  evidence  to  support  both 
contentions.  These  data  are  useful  only  in 
characterizing  large  populations  and  as  yet 
are  not  useful  clinically  when  treating  the 
individual  patient. 

Medications.  Increasing  evidence  im- 
plicates acetylsalicylic  acid  in  the  genesis  of 
peptic  ulcer.  A direct  mucosal  effect  is 
suggested  by  the  frequency  of  gastric  rather 
than  duodenal  ulcers  after  aspirin  ingestion. 
However,  both  in  patients  and  in  experi- 
mental animals  gastric  erosions  can  be  pro- 
duced by  the  parenteral  administration  of 
aspirin.2122  It  has  been  shown  recently  in 


experimental  animals  that  the  carbohy- 
drate composition  of  gastric  mucus  is 
changed  and  its  rate  of  secretion  decreased 
after  aspirin  administration. 10  The  effects 
of  aspirin  appear  acute,  at  least  experimen- 
tally: and  twenty-four  hours  after  adminis- 
tration is  stopped,  gastric  mucosa  returns 
virtually  to  normal.  Vagotomy  seems  to 
exert  a protective  influence. 

Adrenal  steroids  are  known  to  induce 
peptic  ulceration.  In  a large  series  of  pa- 
tients operated  on  over  a five-year  period 
for  gastric  ulcer,  5.7  per  cent  had  received 
adrenal  steroids. 23  In  addition,  ulcers  have 
been  induced  experimentally  following  the 
administration  of  steroids.  24  In  contrast  to 
many  patients  with  nonsteroid-induced  gas- 
tric ulcers,  a history  of  ulcer  disease  is  un- 
usual in  those  who  develop  peptic  disease 
while  on  steroids.  There  does  not  appear 
to  be  a direct  relationship  between  dosage 
or  length  of  administration  and  the  develop- 
ment of  ulceration.  Histologically,  ste- 
roid-induced ulcers  are  identical  to  nonste- 
roid-induced  ulcers.  Increased  secretion  of 
acid  apparently  does  not  play  a role  in  the 
genesis  of  a “steroid  ulcer.”  Gastric  mucus 
is  profoundly  altered  experimentally  after 
steroid  administration,  as  with  aspirin. 
This  change  in  the  “protective  mucus  bar- 
rier” has  been  postulated  as  the  cause  of 
ulceration. 

Endocrine  abnormalities.  Peptic  ul- 
ceration associated  with  nonpancreatic  is- 
let cell  tumors  continues  to  be  of  clinical 
interest  and  importance.  Ulceration  is 
often  found  distal  to  the  duodenal  bulb  and 
is  associated  with  markedly  increased  gas- 
tric secretory  volume  and  acid  output. 
Severe  diarrhea  can  be  present.25  Diagno- 
sis of  the  Zollinger-Ellison  syndrome  con- 
tinues to  lag  months  or  years  after  the  on- 
set of  symptoms.  Recently  splanchnic 
arteriography  has  proved  useful  in  the  diag- 
nosis of  this  entity.26  The  relationship  of 
the  pancreatic  tumor  and  peptic  ulcera- 
tion appears  to  depend  on  a gastrin-like 
substance  produced  by  these  tumors. 
Control  of  the  ulcer  diathesis  usually  re- 
quires total  gastrectomy.  Recently,  irradi- 
ation of  the  stomach  of  a patient  with  meta- 
static disease  was  successful.27 

The  association  of  peptic  ulceration  and 
hyperparathyroidism  has  been  noted.  The 
incidence  of  peptic  ulceration  is  about  15 
per  cent  and  does  not  appear  to  be  associ- 
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ated  with  the  hypersecretion  of  acid.28 
Treatment  of  the  primary  disorder  relieves 
the  peptic  acid  disease.  The  mechanism  of 
the  association  of  the  two  diseases  is 
unknown. 

The  influence  of  increased  adrenal  ste- 
roids on  peptic  ulceration  has  also  been  dis- 
cussed. This  condition  is  usually  iatro- 
genic, since  the  number  of  patients  on  ste- 
roid medication  greatly  outnumbers  those 
with  pituitary  or  adrenal  disorders.  As  in 
hyperparathyroidism  the  peptic  ulcer  dis- 
ease does  not  seem  to  be  associated  with  in- 
creased acid  output,  and  the  mechanism  is 
believed  to  involve  a change  in  gastric 
mucus  production. 

Liver  disease.  Peptic  ulcer  disease  is 
more  common  in  cirrhotic  patients,  and  its 
incidence  is  probably  increased  even  higher 
in  patients  who  have  undergone  portacaval 
shunts.  Gastric  secretion  is  increased  after 
portosystemic  shunts  and  may  result  from 
high  levels  of  circulating  histamine.  It  has 
been  postulated  that  histamine  is  only  par- 
tially metabolized  by  the  bypassed  liver 
after  shunt  surgery.  More  recently,  how- 
ever, increased  histamine  synthesis  in  the 
stomach  has  been  implicated  in  the  post- 
shunt hypersecretory  state.29  Experi- 
mentally, the  treatment  of  post-shunt  se- 
cretors  with  inhibitors  of  histamine  synthe- 
sis reduced  acid  secretion  to  nearly  normal. 
In  the  future  the  treatment  of  patients  with 
peptic  ulcer  disease  may  include  the  use  of 
histamine  synthesis  inhibitors. 

Chronic  lung  disease.  Approximately 
20  per  cent  of  patients  with  chronic  pulmo- 
nary disease,  particularly  obstructive  em- 
physema, have  associated  peptic  ulcers. 
These  are  considered  particularly  resistant 
to  medical  therapy  and  prone  to  complica- 
tions. The  nature  of  the  relationship  be- 
tween these  two  diseases  is  not  clear.  It 
has  been  suggested  that  smoking  may  actu- 
ally be  the  etiologic  factor  involved  for  both 
entities.80  The  effects  of  carbon  dioxide 
accumulation  and  hypoxia  on  gastric  secre- 
tion have  been  investigated,  but  the  results 
have  been  variable  and  inconclusive. 

Recent  advances  in  surgery 

Characterization.  Recently  there  has 
been  decreasing  emphasis  on  categorizing 
peptic  ulcers  into  the  two  anatomic  groups, 
gastric  and  duodenal.  A more  logical  and 


useful  way  to  divide  benign  peptic  ulcer  pa- 
tients is  on  the  basis  of  acid  output.  When 
classified  as  hypersecretors  and  hyposecre- 
tors,  patients  with  peptic  ulcers  are  divided 
into  the  following  two  groups. 

Patients  with  ulcers  in  the  prepyloric 
area,  pyloric  channel,  and  duodenum  are 
usually  hypersecretors.81  Since  ulcers  in 
these  three  areas  presumably  have  the  same 
etiology — increased  acid  production — they 
should  be  grouped  together  when  evaluat- 
ing clinical  course  and  treatment.  Within 
this  group  of  hypersecretors,  those  with 
pyloric  channel  ulcers  deserve  special  men- 
tion. They  frequently  have  a long  history 
of  ulcer  symptoms  and  when  finally  admit- 
ted to  the  hospital  for  therapy  are  particu- 
larly refractory  to  medical  therapy.  Be- 
cause of  the  location  of  the  ulcer,  obstruc- 
tion with  electrolyte  imbalance  is  common. 
Since  medical  unresponsiveness  has  been 
proved  with  recurrences  the  rule,  these  pa- 
tients should  probably  be  brought  to  sur- 
gery early,  without  a long  medical  trial. 

Within  the  second  group,  characterized 
by  hyposecretion  of  acid,  are  patients  with 
peptic  ulceration  of  the  body  and  fundus  of 
the  stomach. 31  The  etiology  of  these  ulcers 
is  unclear.  Mucosal  defects  have  been  sus- 
pected but  not  proved.  High  fundic  le- 
sions are  significant  because  they  are  fre- 
quently associated  with  hiatus  hernias, 
bleeding,  and  a high  mortality  rate  when 
operated  on.32  Because  of  their  location, 
they  are  hard  to  visualize,  and  surgical 
treatment  is  difficult. 

Indications  for  surgery.  Complica- 
tions of  peptic  ulcer  disease  which  require 
surgery  remain  the  same:  bleeding,  perfora- 
tion, obstruction,  intractability,  or  pain. 
However,  bleeding  is  becoming  a more  com- 
mon indication  for  surgery.  This  may  re- 
flect the  fact  that  more  ulcer  patients  are 
bleeding  or  that  more  bleeders  are  being 
operated  on.  A recent  review  from  The 
Johns  Hopkins  Hospital  of  700  patients 
requiring  surgery  for  peptic  ulcer  disease 
revealed  that  bleeding  (38  per  cent)  was 
the  most  common  cause,  followed  by  pain 
(27  per  cent),  perforation  (25  per  cent), 
and  obstruction  (9  per  cent).33 

In  a second  study  also  from  the  Johns 
Hopkins  Hospital,  49  per  cent  of  239  patients 
with  benign  gastric  ulcers  were  operated 
on  for  bleeding.32  For  massive  bleeders, 
mortality  rates  in  most  series  range  from  15 
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per  cent  to  25  per  cent.  In  patients  over 
sixty  years,  postoperative  recurrence  and 
transfusions  of  more  than  10  units  of  blood 
markedly  increase  mortality  rate.34  It  is 
interesting  that  in  one  series  of  acute  bleed- 
ers, males  fared  much  more  poorly  than 
females.  Among  those  who  survive  sur- 
gery for  acute  bleeding,  good  or  excellent  re- 
sults can  be  anticipated  in  only  about  75 
per  cent  as  compared  with  90  per  cent  for 
elective  surgery.32  In  an  interesting  study 
at  a large  city  hospital,  patients  who  came 
in  with  bleeding  were  assigned  to  one  of  two 
groups;  immediate  surgery  or  conservative 
support  therapy.  Among  41  patients  oper- 
ated on  immediately,  there  were  no  deaths. 
Among  the  39  patients  treated  conserva- 
tively there  were  6 deaths;  and  27  required 
later  surgery.35  This  study,  with  others, 
has  established  a pattern  of  earlier  surgery 
for  bleeders,  particularly  the  elderly. 

Perforations  occurring  in  patients  who 
were  previously  asymptomatic  or  had  only 
a short  history  of  peptic  disease  are  still 
treated  by  simple  closure  at  most  institu- 
tions. The  adage  that  only  one  third  of 
this  group  will  require  further  surgery,  one- 
third  will  be  symptomatic  but  will  not  re- 
quire surgery,  and  one-third  will  be  com- 
pletely asymptomatic,  has  encouraged  this 
practice.  This  statement,  however,  is 
based  on  follow-ups  of  five  years.  In  a re- 
cent informative  study  that  followed  pa- 
tients as  long  as  eighteen  years  after  surgery, 
a much  higher  rate  of  reoperation  was  found 
after  simple  closure  of  a perforation. 36  The 
report  stated  that  more  than  70  per  cent  re- 
quired definitive  surgery  subsequent  to 
their  initial  procedure.  It  is  interesting 
that  over  half  the  patients  required  further 
surgery  more  than  five  years  after  simple 
closure.  Thus,  they  would  have  been  clas- 
sified as  successes  if  a five-year  follow-up  had 
been  used.  Extensive  experience  with  de- 
finitive surgery  carried  out  at  the  time  of 
perforation  is  now  available,  and  it  has  been 
proved  safe.  In  a series  of  664  patients 
with  acute  perforations,  immediate  subto- 
tal gastrectomy  was  carried  out  in  325,  with 
a mortality  of  1.8  per  cent.  Hemigastrec- 
tomy  and  vagotomy  were  carried  out  in  88 
patients  with  a mortality  rate  of  3.4  per  cent. 
No  instances  of  mediastinitis  were  encoun- 
tered. The  mortality  rate  in  the  entire 
group,  many  of  whom  had  simple  closure, 
was  5.3  per  cent.37  Thus,  definitive  sur- 


gery can  be  carried  out  at  the  time  of  per- 
foration with  a low  mortality  rate.  Gen- 
erally, the  only  contraindications  for  defini- 
tive surgery  should  be  massive  intraperi- 
toneal  contamination,  or  the  condition  of 
the  patient  is  such  that  a larger  procedure 
could  not  be  tolerated.  The  absence  of 
significant  ulcer  history  prior  to  perforation 
should  no  longer  be  a criterion  for  simple 
closure. 

Obstruction  continues  to  be  best  treated 
by  early  operative  intervention.  Pro- 
longed medical  therapy  can  lead  to  a 
slowly  evolving  anemia  and  hypoprotein- 
emia  as  well  as  the  well-recognized  hypo- 
chloremia  and  alkalosis.38  Unlike  patients 
with  bleeding  or  perforations,  this  group 
can  be  operated  on  electively.  Electrolyte 
imbalances  should  be  corrected  before  sur- 
gery since  the  mortality  rate  in  this  group  is 
generally  low.  The  recent  definition  of  the 
pyloric  channel  ulcer  as  a distinct  clinical 
entity  that  responds  poorly  to  medical 
therapy  and  usually  causes  obstruction 
should  help  prevent  delay  in  the  surgical 
therapy  of  this  group  of  patients. 

Most  remaining  patients  treated  surgi- 
cally for  peptic  ulcer  disease  are  operated  on 
because  of  intractability  despite  medical 
therapy  or  because  their  ulcer  is  located  in 
the  stomach.  With  the  decrease  in  mortal- 
ity and  morbidity  which  has  accompanied 
the  recent  trend  away  from  ablative  gastric 
surgery,  many  more  patients  with  chronic 
duodenal  ulcer  are  being  operated  on.  The 
mortality  rate  for  elective  surgery  when  a 
vagotomy  and  pyloroplasty  are  performed 
should  be  less  than  0.5  per  cent.  Postoper- 
ative nutritional  and  metabolic  problems 
are  also  less  frequent  than  when  gastric  re- 
section is  employed.  For  these  reasons 
gastroenterologists  are  recommending  oper- 
ation for  many  patients  with  intractable 
ulcer  symptoms  who  have  been  maintained 
on  medical  therapy  in  the  past,  partially  be- 
cause of  the  mortality  rate  and  morbidity 
accompanying  a gastric  resection.  In  the 
future,  unless  comparable  gains  are  made  in 
the  prevention  of  recurrences  of  peptic  dis- 
ease with  medical  therapy,  a much  higher 
percentage  of  these  patients  may  be  treated 
by  operative  means. 

Patients  with  gastric  ulcers  continue  to 
be  a therapeutic  problem.  In  the  past  the 
threat  of  malignant  growths  influenced 
many  toward  immediate  surgery.  The  ac- 
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TABLE  I.  Comparison  of  the  three  current  modes  of  surgical  therapy  for  duodenal  ulcer  (per  cent) 


Procedure 

Mortality  Rate 

Postoperative  Morbidity- 
Weight  Loss 

Recurrence 

Dumping 

Subtotal  gastrectomy 

3 to  6 

2 to  4 

20  to  40 

30  to  50 

Antrectomy  and  vagotomy 

2 to  4 

<1 

10  to  20 

10  to  20 

Pyloroplasty  and  vagotomy 

<1 

3 to  6 

<5 

<5 

curacy  of  differentiating  benign  from  malig- 
nant ulcers,  however,  is  increasing.  In 
institutions  where  all  the  diagnostic  tools 
are  available — cineradiology,  gastroscopy, 
gastric  fiberscopy,  and  exfoliative  cytol- 
ogy— the  accuracy  is  greater  than  95  per 
cent.  The  accuracy  of  cytology  alone  is  99 
per  cent  for  benign  ulcers  and  86  per  cent 
for  adenocarcinomas.39  For  this  reason 
most  feel  that  one  can  justifiably  wait  four 
weeks  for  healing  to  occur  if  all  of  these 
diagnostic  test  results  are  negative.  If  the 
ulcer  is  not  healed  at  least  50  per  cent  by 
that  time,  surgery  should  be  performed. 

Aside  from  the  threat  of  malignant 
growths,  the  medical  treatment  of  gastric 
ulcers  has  proved  discouraging.  In  a study 
of  391  patients  with  small  gastric  ulcers 
initially  treated  medically,  only  27  per  cent 
reported  permanent  symptomatic  relief 
during  a ten-  to  nineteen-year  follow-up.40 
Forty  per  cent  eventually  abandoned  medi- 
cal therapy,  and  operation  was  performed. 
Of  the  18  deaths  attributable  to  ulcer  dis- 
ease during  the  follow-up  period,  7 resulted 
from  bleeding,  obstruction,  or  perforation, 
and  11  from  gastric  cancer.  Thus,  because 
of  the  threat  of  malignant  growths  and  the 
generally  poor  results  accompanying  medi- 
cal therapy  for  clinically  benign  ulcer  dis- 
ease of  the  stomach,  any  patient  who  is  not 
asymptomatic  after  four  weeks  of  medical 
therapy  or  has  not  shown  almost  complete 
healing,  should  be  operated  on. 

Procedure  of  choice.  The  surgical 
treatment  of  peptic  ulcer  disease  has 
changed  markedly  over  the  past  fifteen 
years.  Until  the  early  1950’s,  subtotal 
gastrectomy  was  widely  accepted  as  the 
treatment  of  both  gastric  and  duodenal 
ulcers.  Because  of  the  frequent  unsatis- 
factory nutritional  results  accompanying 
subtotal  resection  and  the  significant  re- 
currence rate,  surgeons  in  the  early  1950’s 
began  decreasing  their  resection  (40  to  50 
per  cent)  and  adding  vagotomy,  which  had 
been  reintroduced  by  Dragstedt41  in  the 
1940’s.  This  procedure  was  attractive  be- 


cause it  combined  the  removal  of  both  the 
antral  and  cephalic  phases  of  acid  secretion. 
Physiologically,  antrectomy  and  vagotomy 
are  sound  procedures  with  a low  recurrence 
rate.  However,  the  nutritional  and  metab- 
olic difficulties  associated  with  subtotal 
gastrectomy  are  still  present,  although  de- 
creased in  frequency.  Thus  many  surgeons 
abandoned  gastric  ablation  as  a mode  of 
therapy.  In  the  middle  1950’s  Weinberg42 
popularized  vagotomy  and  pyloroplasty, 
and  by  the  1960’s  many  surgeons  had 
adopted  this  approach.  Follow-up  has  gen- 
erally proved  that  recurrence  is  low  and 
nutritional  and  metabolic  disorders  are  in- 
frequent. For  some  surgeons  the  operative 
mortality  rate  for  gastric  resection  is  low; 
but  many  record  a 5 to  10  per  cent  mortal- 
ity rate  accompanying  the  procedure. 
Vagotomy  and  pyloroplasty  can  be  per- 
formed by  many  with  a low  mortality  rate 
(Table  I). 

A similar  trend  is  currently  taking  place 
in  the  treatment  of  gastric  ulcers.  Although 
hemigastrectomy  is  still  the  most  common 
operation,  pyloroplasty  and  vagotomy  have 
been  proved  effective  for  gastric  ulcers. 
Again  the  operative  mortality  and  post- 
operative nutritional  and  metabolic  mor- 
bidity are  decreased  with  this  procedure. 

High  gastric  ulcers.  Whenever  possible, 
gastric  ulcers  should  be  removed  completely 
by  wedge  resection,  even  if  the  lesion  ap- 
pears totally  benign.  This  allows  the  pa- 
thologist to  examine  the  entire  ulcer  micro- 
scopically, the  only  sure  way  to  determine 
the  nature  of  the  ulcer.  Often  with  ulcers 
high  in  the  fundus  or  near  the  cardia,  exci- 
sion cannot  be  performed  without  marked 
distortion  in  reconstruction.  In  this  case 
generous  four-quadrant  biopsy  should  be 
performed.  Recent  studies  show  that  py- 
loroplasty and  vagotomy  for  gastric  ulcers 
produce  excellent  results.43  44  Since  these 
ulcers  are  usually  not  associated  with  hy- 
persecretion of  acid,  the  rationale  of  the 
procedure  is  as  follows:  the  pyloroplasty 
relieves  antral  stasis,  which  some  believe 
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important  in  the  genesis  of  gastric  ulcer, 
and  the  vagotomy  is  performed  to  protect 
the  duodenum.  Hemigastrectomy  is  also 
effective  in  controlling  gastric  ulcers,  prob- 
ably by  virtue  of  the  removal  of  the  pylorus, 
but  as  the  trend  away  from  ablative  surgery 
continues,  more  surgeons  will  probably 
adopt  pyloroplasty  and  vagotomy. 

Prepyloric  ulcers.  Patients  with  prepy- 
loric ulcers  are  frequently  hypersecretors. 
Thus,  logical  treatment  includes  pyloro- 
plasty to  decrease  antral  stasis  and  vagot- 
omy to  decrease  acid.  However,  the  suc- 
cess of  hemigastrectomy  for  this  entity  is 
well  established.  Recurrence  is  low  after 
this  procedure,  which  excises  the  ulcer  as 
well  as  the  antrum.  Again,  however,  the 
disadvantages  accompanying  gastrectomy, 
which  are  absent  with  pyloroplasty  and 
vagotomy,  are  significant.  With  pyloro- 
plasty and  vagotomy  the  ulcer  should  be 
excised  by  wedge  resection  if  possible;  if 
not,  generous  four-quadrant  biopsy  should 
be  performed.  Occasionally  large  prepy- 
loric ulcers  are  encountered  which  obstruct 
and  distort  the  pyloric  area.  In  these  in- 
stances pyloroplasty  may  be  difficult,  and 
antrectomy  is  necessary.  Because  of  the 
hypersecretor  status  of  such  patients,  a 
vagotomy  should  probably  be  added. 

Pyloric  channel  ulcer.  The  pylorus  is 
frequently  so  inflamed,  scarred,  and  dis- 
torted when  a pyloric  channel  ulcer  is 
present  that  pyloroplasty  is  not  feasible. 
In  a series  of  47  patients  with  pyloric  chan- 
nel ulcers  who  were  treated  surgically, 
pyloroplasty  was  performed  on  only  4. 45 
Some  type  of  gastric  resection,  with  or  with- 
out vagotomy,  was  performed  on  37  of  the 
patients.  Currently,  a new  type  of  pyloro- 
plasty that  can  be  used  in  this  instance  is 
being  evaluated  both  experimentally  and 
clinically.46  A long  longitudinal  incision 
is  made  through  the  pylorus  and  the  incision 
is  allowed  to  open  widely.  The  defect  is 
then  covered  by  bringing  up  a loop  of  intact 
proximal  jejunum  and  suturing  the  serosal 
surface  to  the  incised  edges  of  the  duo- 
denum. Preliminary  results  are  favorable. 
However,  at  this  time  antrectomy  and 
vagotomy  is  the  procedure  of  choice  for 
pyloric  channel  ulcers. 

Duodenal  ulcer.  There  is  a large  body 
of  data  available  now  with  which  to  eval- 
uate the  two  most  widely  accepted  opera- 
tive procedures  for  duodenal  ulcer — antrec- 


tomy and  vagotomy  or  pyloroplasty  and 
vagotomy.  A large  group  of  1,600  patients 
with  excellent  follow-up  indicates  that  an- 
trectomy and  vagotomy  result  in  good  or 
excellent  results  in  94  per  cent.47  In  only 
1 per  cent  of  this  group  were  results  classi- 
fied as  poor.  There  were  only  13  (0.8  per 
cent)  recurrent  ulcers  in  the  entire  1,600 
patients.  Eight  of  these  recurrences  were 
found  in  patients  who  had  incomplete  va- 
gotomies and  3 more  were  proved  to  have 
Zollinger-Ellison  tumors.  Thus,  if  antrec- 
tomy and  vagotomy  are  performed  correctly 
and  cases  of  Zollinger-Ellison  syndrome  are 
discounted,  recurrences  are  almost  non- 
existent. Late  follow-up  revealed  some  de- 
gree of  dumping  in  25  per  cent,  although  it 
was  severe  in  only  about  1 per  cent. 
Permanent  weight  loss  occurred  in  10  per 
cent,  and  another  10  per  cent  were  bothered 
by  intermittent  diarrhea.  The  operative 
mortality  rate  for  the  series  was  2.3  per  cent. 
In  this  series  antrectomy  involved  resection 
of  the  distal  40  per  cent  of  the  stomach. 
Procedures  are  currently  under  investiga- 
tion to  delineate  accurately  the  boundaries 
of  the  antrum  at  surgery  before  the  limits 
of  the  resection  are  defined.  The  use  of 
histamine  stimulation  and  pH  mapping, 
esophagogastric  pH  electrodes,  and  intra- 
gastric  dyes  are  some  of  the  methods  being 
evaluated. 4149  Through  these  methods,  the 
amount  of  resection  may  conceivably  be 
reduced  to  20  per  cent,  thus  eliminating 
some  long-term  postoperative  morbidity. 

Even  though  the  results  of  antrectomy 
and  vagotomy  are  good,  the  operative  mor- 
tality rate  of  2.3  per  cent  is  high  for  a benign 
disease.  For  this  reason  many  surgeons 
feel  that  acceptance  of  a few  more  recur- 
rences is  justified  for  a lower  mortality  rate. 
This  is,  in  effect,  what  pyloroplasty  and 
vagotomy  offer.  In  a series  of  486  patients 
followed  after  pyloroplasty  and  vagotomy, 
the  rate  of  recurrence  was  4.5  per  cent.50 
However,  the  operative  mortality  rate  in 
the  entire  group  of  1,129  patients  was  an 
enviable  0.5  per  cent.  Diarrhea,  weight 
loss,  and  dumping  were  infrequent.  As 
long  as  the  recurrence  rate  does  not  exceed 
this  figure,  many  feel  that  the  very  low 
operative  mortality  rate  and  minimal  post- 
operative morbidity  make  pyloroplasty  and 
vagotomy  the  procedure  of  choice. 

Not  all  reports  include  low  recurrence 
rates,  however.  In  one  series  of  145  pa- 
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tients  treated  by  pyloroplosty  and  vagot- 
omy, proved  recurrent  ulcers  occurred  in 
13  per  cent.51  Cineradiography  has  shown 
that  the  Heineke-Mikulicz  operation  results 
in  a significant  number  of  narrowed  pyloric 
channels.  A recent  radiologic  study  showed 
that  in  52  per  cent  the  pyloroplasty  was 
adequate.52  In  29  per  cent  the  procedure 
was  considered  only  partially  successful  in 
creating  a large  pyloric  channel,  and  in  the 
remaining  19  per  cent  the  pylorus  was 
actually  narrowed  and  gastric  retention 
occurred.  Thus,  when  pyloroplasty  and 
vagotomy  are  employed,  the  Finney  pyloro- 
plasty should  be  routine.  This  procedure 
results  in  a large  patulous  pylorus  with  good 
dependent  drainage.  It  does  not  seem  to 
disturb  the  antral,  pyloric,  and  duodenal 
muscular  arrangement  as  much  as  a 
Heineke-Mikulicz  procedure  and  probably 
results  in  more  normal  peristalsis  there. 

Although  there  is  disagreement  regarding 
the  procedure  for  elective  surgery  for  duo- 
denal ulcer,  most  agree  that  deep  suture  of 
the  ulcer  base  and  pyloroplasty  and  vagot- 
omy are  indicated  for  the  acute  bleeder. 
The  operative  mortality  in  such  cases  has 
dropped  markedly  since  the  adoption  of  this 
procedure.53  Although  some  have  reported 
a high  immediate  postoperative  recurrence 
of  bleeding,  recurrence  is  low  if  deep  sutures 
of  nonabsorbable  suture  material  are  used. 

Many  surgeons  also  treat  perforated 
ulcers  definitively  by  pyloroplasty  and  va- 
gotomy. However,  the  ulcer  may  occa- 
sionally be  situated  in  such  a manner  that  a 
pyloroplasty  must  be  carried  out  with 
acutely  inflamed  and  scarred  tissue.  In 
these  instances,  antrectomy  and  vagotomy 
are  often  preferred. 

It  is  apparent  that  there  are  two  rela- 
tively good  procedures  from  which  to  choose 
for  treatment  of  duodenal  ulcer.  One  car- 
ries a low  recurrence  rate  but  a moderate 
mortality  and  some  long-term  morbidity. 
The  second  procedure  can  be  performed 
with  very  low  mortality  but  with  a mod- 
erate recurrence  rate.  Long-term  morbid- 
ity is  less  pronounced.  A current  trend  is 
toward  pyloroplasty  and  vagotomy  because 
of  its  low  mortality  rate.  Only  further 
follow-up  with  late  results  can  conclusively 
determine  which  procedure  is  better. 

Long-term  surgical  morbidity 

Recurrent  ulceration.  The  fre- 


quency of  recurrent  ulceration  is  dependent 
on  the  operative  procedure  employed. 
After  antrectomy  and  vagotomy  it  is  less 
than  1 per  cent;  after  pyloroplasty  and 
vagotomy,  5 per  cent;  and  after  subtotal 
resection,  the  rate  is  between  these  two 
figures.  With  the  first  two  procedures,  the 
cause  is  frequently  incomplete  vagotomy. 
The  completeness  of  vagotomy  can  be 
evaluated  by  using  insulin  or,  more  re- 
cently, tolbutamide  stimulation  tests.54 
When  vagotomy  is  proved  complete,  an- 
trectomy should  be  added  if  the  patient  was 
initially  treated  by  pyloroplasty  and  vagot- 
omy; and  a higher  resection,  if  he  was 
treated  by  antrectomy  and  vagotomy. 
With  subtotal  resection,  which  removes  the 
antrum  and  only  a portion  of  the  acid- 
secreting  body  of  the  stomach,  vagotomy 
must  be  added.  When  treating  a recur- 
rence, careful  examination  at  re-exploration 
is  necessary  to  rule  out  a Zollinger-Ellison 
tumor.  In  one  series  of  1,600  patients 
treated  by  antrectomy  and  vagotomy,  ac- 
tive pancreatic  tumors  accounted  for  about 
20  per  cent  of  the  recurrent  ulcers.47 

Dumping  syndrome.  The  dumping  syn- 
drome can  occur  to  some  degree  in  up  to  80 
per  cent  of  all  patients  undergoing  gastric 
resection.55  -57  It  may  also  occur  after  py- 
loroplasty, but  its  frequency  is  low.53  The 
mechanism  of  dumping  is  still  not  clear.  It 
is  well  documented  that  plasma  volume  can 
decrease  as  much  as  1 L.  after  a hyperos- 
molar load  reaches  the  jejunum.58  The  on- 
set of  dumping  symptoms  precedes  the 
onset  of  significant  plasma  loss,  however, 
and  has  suggested  to  many  a hormonal 
mechanism.  Serotonin  release  from  the 
small  bowel  secondary  to  increased  intra- 
luminal pressure  is  currently  being  investi- 
gated as  a possible  mechanism. 

Most  of  those  who  experience  dumping 
symptoms  early  in  the  postoperative  period 
adapt  in  an  unknown  manner  over  the  next 
few  months  and  are  no  longer  troubled. 
However,  from  5 to  10  per  cent  of  this  group 
require  some  form  of  treatment.  Most  can 
be  managed  by  dietary  limitation.  Fre- 
quent small  meals  low  in  foods  that  are 
osmotically  active,  such  as  small  molecular- 
weight  carbohydrates,  relieve  many  pa- 
tients. The  use  of  antihistaminic,  sedative, 
ganglionic  block,  adrenergic,  adrenolytic, 
parasympathomimetic,  and  anticholinergic 
drugs  have  been  variable  in  their  effects. 
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Recently,  the  use  of  serotonin  antagonists 
has  been  encouraging.59  ~61 

If  dietary  and  drug  therapy  is  ineffective, 
there  are  several  possible  surgical  ap- 
proaches. Conversion  of  a Billroth  II 
anastomosis  to  a Billroth  I has  been  found 
effective  in  about  80  per  cent  of  cases.57’62  63 
Anastomotic  ulceration  is  higher  with  a 
Billroth  I,  however,  so  some  advantages  are 
forfeited.  To  avoid  creating  a Billroth  I 
anastomosis,  narrowing  of  the  anastomotic 
stoma  can  be  carried  out.  The  optimal 
stomal  diameter  is  said  to  be  between  2 and 
2V2  cm.64’65  Currently,  interposition  of  a 
jejunal  segment,  either  iso-  or  antiperistal- 
tically,  between  the  gastric  remnant  and  the 
duodenum,  is  being  used  with  increasing 
frequency.66 

Afferent  loop  syndrome.  The  occur- 
rence of  symptoms  secondary  to  chronic 
partial  obstruction  of  the  afferent  loop  ap- 
pears to  vary  greatly.  In  Great  Britain  a 
frequency  as  high  as  50  per  cent  has  been 
reported.67  68  In  this  country  the  incidence 
generally  seems  much  lower.69  The  symp- 
toms consist  of  crampy  abdominal  pain 
often  radiating  to  the  back  and  the  vomiting 
of  bile-stained  material  after  the  ingestion 
of  food.  The  vomiting  is  often  projectile 
in  nature  and  results  in  the  immediate  relief 
of  symptoms.  This  entity  occurs,  of  course, 
only  in  those  who  have  had  a gastric  resec- 
tion and  Billroth  II  anastomosis,  usually  of 
the  antecolic  variety.  After  the  ingestion 
of  food,  bile  and  pancreatic  juice  are  se- 
creted. This  causes  a distention  and  there- 
fore lengthening  of  the  afferent  loop,  result- 
ing occasionally  in  the  kinking  of  the  affer- 
ent portion  of  the  gastroenterostomy.  The 
duodenal  distention  results  in  pain  and 
nausea.  As  the  pressure  increases  in  the 
afferent  loop,  the  contents  are  finally  ex- 
pelled forcibly  through  the  anastomosis  into 
the  gastric  remnant,  resulting  in  vomiting 
with  relief  of  symptoms. 

As  with  dumping,  the  incidence  of  this 
syndrome  appears  to  decrease  during  the 
first  year  after  surgery  as  the  patient  some- 
how adapts  to  his  new  anatomic  arrange- 
ment. When  the  symptom  complex  per- 
sists, dietary  and  drug  therapy  have  proved 
ineffective.  Two  surgical  procedures  have 
been  used  with  success  for  this  entity.  The 
first  and  simplest  is  the  construction  of  an 
enteroenterostomy  between  the  afferent  and 
efferent  loops.  This  procedure  has  proved 


effective,  but  since  it  directs  the  alkalotic 
duodenal  contents  away  from  the  anasto- 
motic area  in  patients  with  a history  of 
peptic  ulcer  disease,  many  are  reluctant  to 
perform  this  operation.  Thus  conversion 
of  the  Billroth  II  to  a Billroth  I has  been 
performed.  This  also  increases  the  possi- 
bility of  an  anastomotic  ulcer,  and  vagot- 
omy should  be  added.  Because  of  the 
success  of  pyloroplasty  and  vagotomy  or 
antrectomy  and  vagotomy  with  gastro- 
duodenostomy,  many  think  that  a Billroth 
II  anastomosis  is  neither  necessary  nor 
warranted  in  peptic  ulcer  disease,  thus  elim- 
inating the  threat  of  the  afferent  loop  syn- 
drome. In  patients  with  gastric  cancer 
where  a high  subtotal  resection  is  performed 
and  a gastrojejunostomy  is  necessary,  an 
enteroenterostomy  decompression  of  the 
afferent  loop  can  safely  be  done  because  of 
the  usual  low  gastric  acidity. 

Postvagotomy  changes.  Total  abdom- 
inal vagotomy  has  been  implicated  in  the 
diarrhea  that  is  seen  with  varying  frequency 
following  surgery  for  peptic  ulcer  disease. 
The  incidence  and  severity  of  postvagotomy 
diarrhea  is  controversial.  Its  frequency 
has  been  reported  as  over  50  per  cent  by 
some,  while  others  state  that  the  entity  does 
not  occur.  Most  surgeons  agree,  however, 
that  a change  in  bowel  habits  does  occur 
following  surgery  but  that  severe  diarrhea  is 
rare  and  not  clearly  related  to  vagotomy 
alone.  Selective  vagotomy,  sparing  the 
hepatic  and  celiac  branches,  in  an  attempt 
to  eliminate  postoperative  diarrhea  has  been 
tried  and  has  strong  proponents.  For  most 
surgeons,  however,  the  advantages  of  selec- 
tive vagotomy  have  not  yet  been  proved. 

An  increase  in  cholelithiasis  has  also  been 
reported  following  vagotomy.70  This  is  used 
as  additional  support  for  selective  vagot- 
omy. A recent  study  has  shown  that  dila- 
tation of  the  gallbladder  is  common  follow- 
ing truncal  vagotomy.71  A few  patients 
also  show  common  duct  dilatation.  None 
of  the  patients  treated  with  selective  vagot- 
omy exhibited  these  changes.  A large, 
statistically  significant  clinical  study  is  still 
lacking,  however.  At  present  there  is  no 
conclusive  evidence  that  truncal  vagotomy 
results  in  a significant  increase  in  gallstone 
formation. 

Histologic  and  biochemical  changes  in  the 
intestinal  tract  have  been  noted  in  patients 
and  in  experimental  animals  after  vagot- 
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omy.  The  clinical  significance  of  these, 
however,  remains  in  doubt. 

Nutritional  and  metabolic  problems. 
The  difficulty  in  maintaining  preoperative 
weight  after  peptic  ulcer  surgery  appears 
to  be  directly  proportional  to  the  amount  of 
stomach  resected.  In  a series  of  362  pa- 
tients undergoing  subtotal  resection  for 
duodenal  ulcer,  75  per  cent  lost  weight 
following  surgery  although  only  about  20 
per  cent  were  felt  to  be  definitely  under- 
weight as  a result  of  the  loss.72  When  an- 
trectomy and  vagotomy  are  performed,  10 
to  20  per  cent  are  not  able  to  maintain  their 
preoperative  weight.  With  pyloroplasty 
and  vagotomy,  it  is  unusual  for  a patient  to 
fall  below  his  preoperative  weight. 

Several  metabolic  abnormalities  have 
been  recorded  after  gastrectomy.  These 
include  increased  intestinal  leakage  of 
albumin,  decreased  calcium  absorption, 
decreased  iron  absorption,  and  steator- 
rhea.73-76 Vitamin  Bi2  and  folic  acid  de- 
ficiencies can  also  occur  with  high  subtotal 
resection.77  Most  of  these  abnormalities 
usually  have  little  clinical  significance  and 
are  becoming  less  frequent  because  of  the 
trend  away  from  ablative  gastric  surgery. 

Summary 

Recent  advances  in  gastric  physiology 
have  been  reviewed  as  well  as  predisposing 
factors  of  peptic  ulceration.  Current  trends 
and  attitudes  in  the  surgical  treatment  of 
benign  ulcer  disease  and  its  complications 
are  discussed,  with  emphasis  on  the  recent 
swing  away  from  ablative  surgery  to  gastric 
conservation. 
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Any  physician  who  has  attempted  to  work 
with  obese  patients  soon  realizes  that  he  is 
dealing  with  very  complex  and  difficult 
problems  which  can  be  most  frustrating. 
Why  are  obese  patients  so  difficult  to  help? 

One  reason  certainly  is  the  complexity  of 
obesity  itself.  In  a sense  obesity  is  not  a 
single  disease  entity  but  more  like  a symp- 
tom which  may  have  many  causes.  In  any 
case  there  is  an  energy  imbalance  the  net  re- 
sult of  which  is  that  the  energy  intake  is 
greater  than  the  energy  output,  so  that 
body  fat  is  accumulated.  Many  different 
etiologic  factors  may  be  involved,  varying 
all  the  way  from  metabolic  or  genetic  con- 
siderations, through  a whole  ramification  of 
psychologic  factors,  to  various  environ- 
mental influences  of  socioeconomic  or  cul- 
tural nature.  Because  of  the  complex  na- 
ture of  the  obesities,  they  do  not  represent  a 
fairly  simple,  cut  and  dried  problem  to 
which  there  is  a simple  answer  or  to  which  a 
rule  of  thumb  may  be  applied.  Yet  they 
are  often  treated  as  if  they  were. 

The  obesities  are  complex  problems. 1 
From  a practical  angle  if  they  were  as 
simple  as  some  would  have  us  believe  they 
would  have  been  solved  long  ago.  Ob- 
viously they  have  not  been,  and  this  fact 
alone  should  make  us  aware  of  the  com- 
plexity of  the  problems  with  which  we  are 
dealing.  The  important  practical  applica- 
tion of  this  idea  is  that  not  all  cases  should 


be  lumped  together  and  treated  in  the  same 
routine  fashion.  One  doesn’t  cure  or  pre- 
vent a disease  merely  by  tackling  the  symp- 
tom, but  one  looks  for  the  cause  in  each 
particular  case  and  tackles  it.  The  first 
prerequisite  of  treatment  then  is  that  each 
case  of  obesity  be  considered  carefully  and 
individually  to  ascertain  its  cause,  or 
causes,  and  consequently  the  most  appro- 
priate course  of  treatment  for  that  partic- 
ular case. 

Etiologic  factors 

Many  etiologic  factors  need  to  be  con- 
sidered. Space  does  not  allow  us  to  say 
more  than  a word  or  two  about  each.  Ini- 
tially it  may  be  well  to  point  out  that  obese 
persons  differ  from  nonobese  in  many  ways 
other  than  food  intake.2  There  are  doubt- 
less some  cases  of  obesity  due  to  metabolic 
defect;  how  important  a factor  it  may  be  is 
still  very  uncertain.  Evidence  from  the 
studies  of  twins,  of  sex  ratios,  of  the  correla- 
tion of  weight  status  of  adopted  children 
and  their  parents  compared  with  natural 
children  and  their  parents,  as  well  as  the 
less  conclusive  evidence  of  the  frequent 
familial  association,  coupled  with  evidence 
from  animal  experimentation  leaves  little 
doubt  that  genetics  are  a factor  in  some 
cases  of  obesity.2-6  Recently  the  body 
types  which  are  most  conducive  to  obesity 
have  been  stressed,  and  it  has  been  found 
that  the  obese  would  not  represent  a cross 
section  of  body  types  of  the  general  popula- 
tion even  if  they  were  not  obese.7 

In  considering  psychological  factors  as 
causes  of  obesity,  let  me  say  that  to  many 
who  work  with  obese  patients,  psychological 
factors  in  response  to  life  stresses  appear  to 
be  the  bases  of  a significant  number  of  cases 
of  obesity.  These  emotional  responses  af- 
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feet  both  the  intake  of  food  and  drink  and 
the  level  of  physical  and  social  activity  and 
thus  influence  both  energy  intake  and  out- 
put in  undesirable  directions.  There  is 
some  question  as  to  whether  psychological 
factors  are  cause  or  effect  in  obesity,  for  it 
is  certain  that  in  some  cases  the  presence  of 
obesity  leads  to  psychological  complications 
and  social  pressures  similar  to  those  ex- 
perienced by  minority  groups.8  Admit- 
tedly, psychological  factors  have  been  less 
thoroughly  studied  in  the  obese  population 
as  a whole;  in  any  case  they  appear  to  be 
important  factors  in  obesity  in  the  upper 
middle  class.9 

Although  for  more  than  twenty-five  years 
a number  of  studies  have  pointed  to  the  role 
of  physical  inactivity  in  producing  obesity, 
frequently  following  illness  or  convalescence, 
in  the  past  ten  years  more  definitive  studies 
with  obese  adolescents  as  well  as  adults 
have  shown  that  in  fact  abnormal  physical 
inactivity  rather  than  abnormally  large 
food  intake  may  be  the  more  significant 
factor  in  obesity.10-13  Often  obese  indi- 
viduals spend  a great  deal  less  time  than 
nonobese  in  physical  activity  and  are  much 
less  active  in  the  time  which  is  devoted  to 
presumed  physical  activity.  Unfortu- 
nately there  have  been  few  studies  of  the 
reasons  for  the  inactivity. 

It  has  long  been  known  that  in  some  cul- 
tures obesity  has  status  value.  Also,  when 
certain  aspects  of  food  patterns  of  some  cul- 
tures are  retained  and  are  combined  with 
some  food  patterns  found  here  in  the  United 
States,  this  leads  to  excessive  caloric  in- 
take. Only  recently,  as  the  result  of  two 
studies  published  in  the  last  few  years,  have 
we  had  an  indication  of  the  probable  in- 
fluence of  socioeconomic  factors.9’ 14  In  an 
area  sampling  of  New  York  City  obesity 
was  found  to  be  seven  times  more  frequent 
among  women  reared  in  the  lowest  socio- 
economic category  than  among  those  reared 
in  the  highest. 

Thus  it  is  obvious  that  obesity  may  have 
many  different  causes.  Badly  needed  are 
research  studies  of  large  population  sam- 
plings to  quantify  the  obesity  problem:  to 
determine  just  how  common  obesity  is,  to 
what  degree,  and  to  what  it  appears  to  be 
related.  What  is  the  relative  importance 
of  various  etiologic  factors  in  a quantitative 
sense?  Only  then  will  we  have  adequate 
information  on  the  causes  of  the  obesities  to 


know  just  what  emphases  should  be  made 
in  undertaking  preventive  programs  and  to 
whom  they  should  be  directed.  In  indi- 
vidual cases  of  obesity,  however,  the  need 
is  for  a concentration  of  effort  to  be  placed 
on  trying  to  determine  from  among  all  the 
possible  etiologic  factors  the  particular  one 
or  ones  operating  in  the  case  under  con- 
sideration. This  takes  time,  interest,  and 
skill;  but  then  treatment  would  be  based 
more  realistically  on  the  cause  and  much 
less  time  would  be  spent  in  fruitless  at- 
tempts at  therapy.  For  success  in  weight 
reduction  one  needs  to  get  at  the  roots  of 
the  problem,  psychologic,  physiologic,  so- 
ciologic, economic,  cultural,  or  metabolic — 
not  just  the  symptom.  Further  obstacles 
to  therapy  are  the  many  still-unanswered 
questions  with  regard  to  the  obesities. 

Management 

Another  reason  obese  patients  are  so 
difficult  to  help  is  that  although  on  the 
surface  the  answer  to  the  energetics  of  the 
problem  would  seem  very  simple,  that  is, 
reverse  the  energy  equation  by  cutting  the 
energy  intake  in  food  or  drink,  increasing 
the  energy  output  in  activity,  or  some  of 
each,  actually  the  answer  is  not  so  simple. 
Why?  Probably  because  in  attempting 
these  manipulations  one  is  dealing  with 
some  of  the  most  basic  aspects  of  human 
behavior,  namely  food  and  activity  habits. 
Anyone  who  appreciates  the  complexity  of 
the  determinants  of  such  fundamental 
aspects  of  human  behavior  would  not  expect 
an  easy  solution  to  the  problem  of  the 
obesities. 

In  the  management  of  the  obese  patient 
we  have  seen  that  the  first  need  is  to  con- 
centrate on  determining  the  apparent 
etiologic  factors  involved  in  the  individual 
under  treatment.  In  addition  to  the 
physician’s  physical  examination  careful 
inquiry  should  be  made  into  such  matters 
as  the  patient’s  weight  history,  the  weight 
history  of  his  parents  and  siblings;  the 
patient’s  patterns  of  physical  activity; 
his  eating  patterns:  when,  where,  with 

whom,  what,  what  quantity,  regularity, 
and  so  on;  his  interests;  his  feelings  of 
appetite,  hunger,  and  satiety;  and  the 
patient’s  view  of  an  insight  into  his  prob- 
lem. What  appears  to  be  his  motivation 
in  losing  weight?  What  does  he  expect 
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to  gain  by  losing  weight?  What  are  his 
life  circumstances  at  the  moment?  Are 
they  favorable  to  the  self-discipline  which 
adjustment  of  food  and  activity  patterns 
will  require?  One  listens  not  only  to  what 
the  patient  says  but  to  what  he  does  not 
say  as  well.  The  inquiry  into  food  habits 
is  important  not  only  for  the  information 
gained  relative  to  the  habits  but  also  as  a 
probe  which  gets  the  patient  talking  about 
many  things  in  his  life  in  general  which  may 
be  very  revealing. 

Certain  circumstances  we  and  others 
have  found  are  most  likely  to  contribute 
to  success  in  weight  reduction.  These 
include  the  patient  who  is  reasonably  well 
adjusted  emotionally;  one  who  is  well 
motivated  and  has  a reason  meaningful  to 
him  for  losing  weight;  one  for  whom  weight 
loss  is  a realistic  goal,  not  an  unrealistic 
fantasy;  one  who  is  in  the  early  stages  of 
obesity;  one  who  developed  obesity  in 
adult  life  rather  than  in  childhood;  one 
for  whom  life  circumstances  are  reasonably 
favorable  at  the  time  weight  reduction  is 
undertaken;  one  who  has  no  previous 
history  of  attempted  weight  loss  with  failure 
or  the  regaining  of  the  weight  lost;  and  one 
who  is  under  good  management  with  an 
excellent  patient-therapist  relationship. 
Given  these  circumstances,  weight  reduc- 
tion is  possible  if  the  therapist  is  willing 
and  able  to  give  unjudging,  nonchastising, 
nonthreatening,  sympathetic  support  plus 
sound  dietary  and  activity  advice  over  a 
period  of  time  in  frequent  contacts. 

For  successful  long-term  weight  reduction 
and  weight  control  a reasonable  degree  of 
emotional  stability  seems  important.  Even 
then,  success  is  likely  to  be  greater  if  the 
environmental  circumstances  of  the  in- 
dividual’s life  at  the  moment  are  relatively 
good.  It  is  certain  that  even  in  quite 
stable  individuals  times  of  great  stress  are 
not  ideal  for  undertaking  weight  reduction, 
which  requires  a great  deal  of  self-discipline 
and  often  reordering  of  rather  basic  aspects 
of  behavior. 

Motivation  on  the  part  of  the  patient  is 
absolutely  essential:  not  a momentary 

desire  but  long-sustained  motivation.  Does 
the  patient  have  some  reason,  meaningful 
to  him,  for  undertaking  the  probable 
unpleasantness  of  either  reduction  of  food 
intake  or  increasing  physical  activity? 
The  reason  must  be  his,  not  the  physician’s 


or  anyone  else’s.  Initially  much  of  the 
therapist’s  time  is  spent  helping  the 
patient  to  find  a motivation  which  has 
meaning  to  him.  Until  it  is  found,  there 
is  not  much  hope  for  success. 

Before  weight  reduction  is  undertaken 
there  should  be  an  evaluation  of  the  suita- 
bility of  the  patient  for  weight  reduction. 
To  my  way  of  thinking  only  those  patients 
for  whom  there  is  some  likelihood  of  success 
and  for  whom  undesirable  sequelae  are 
unlikely  should  undertake  weight  reduction. 

Once  it  has  been  decided  that  a patient  is 
suitable  to  undertake  weight  reduction  one 
should  be  utterly  frank  with  him.  It  is 
his  problem;  only  he  can  solve  it;  the 
therapist  will  do  all  he  can  to  help  him  with 
advice,  education,  and  support;  but  in  the 
end  it  is  his,  the  patient’s,  problem  to  solve. 
Furthermore,  another  point  should  be  made 
clear.  Almost  every  obese  patient  hopes 
for  an  easy  way  by  which  to  reduce. 
Unfortunately,  there  is  none;  the  only 
persons  who  think  there  is  are  those  who 
have  no  reason  to  reduce!  For  all  the 
reams  written  on  the  subject  and  the  many 
special  regimens  advocated,  there  still  is  no 
magic  formula,  nor  should  patients  be 
encouraged  to  think  there  is.  Furthermore, 
it  is  important  that  the  patient  face  the 
fact  that  weight  control  is  a lifetime  prop- 
osition. 

The  patient  should  understand  from 
the  start  that  the  objective  is  not  the 
quick  loss  of  weight  so  that  he  may  return 
to  his  old  patterns  of  eating  and  activity 
but  rather  a retraining  of  food,  drink,  and 
activity  patterns  so  that  excess  fat  once 
lost  may  not  be  regained. 

Given  an  obese  patient  who  is  relatively 
stable  emotionally,  who  is  motivated  to 
lose  weight,  and  for  whom  no  metabolic 
fault  is  found,  progress  will  depend  on 
several  factors:  the  psychologic  support 

the  therapist  is  able  to  give,  the  ability  of 
the  patient  and  therapist  to  find  successful 
means  of  meeting  the  patient’s  needs,  the 
self-discipline  of  the  patient,  and  the 
therapist’s  ability  to  communicate  certain 
knowledge  and  understanding  of  nutrition 
and  dietetics  and  energy  values  of  physical 
activity  to  the  patient. 

The  sympathetic,  listening  support  of 
the  therapist  is  very  important  in  the  diffi- 
cult period  of  adjustment  of  food  and  acti- 
vity patterns.  In  some  instances  the 
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patient  needs  to  gain  insight  into  the  way 
he  is  using  food.  Insight  alone  will  not 
correct  the  situation  unless  another  means 
is  found  to  take  care  of  the  needs  which 
the  food  was  satisfying.  During  this 
difficult  period  the  therapist  is  also  someone 
for  the  patient  “to  answer  to  outside  him- 
self” on  a regular  basis,  preferably  once  a 
week,  and  who  sets  and  resets  small  specific 
goals  fairly  easy  of  attainment.  The 
therapist  also  prepares  the  patient  for  the 
reaction  of  his  friends  and  family  who  may 
be  his  worst  enemies  in  weight  reduction. 
He  encourages  the  patient  to  keep  up  his 
physical  appearance  during  weight  reduc- 
tion by  having  his  clothes  taken  in  as  he 
loses  weight  so  that  he  will  not  receive 
too  much  well-meaning  sympathy  and 
concern  from  friends  and  also  unconsciously 
use  the  loose  fit  of  garments  as  an  excuse 
for  relaxation  from  his  diet.  The  therapist 
should  be  someone  to  whom  the  patient 
can  talk  without  fear  of  judgment  and  who 
does  not  convey  a moralistic  attitude 
toward  the  patient’s  problem  of  obesity. 
A defensive  patient  cannot  be  reached. 
In  our  experience  no  matter  how  much  a 
patient  indicates  he  wants  to  be  chastised 
if  he  doesn’t  do  well,  he  really  doesn’t  want 
this.  To  chastise  him  then  is  like  kicking 
a man  when  he’s  down,  for  no  one  is  really 
more  disappointed  than  he  if  he  hasn’t 
succeeded  in  accomplishing  what  he  set  out 
to  do.  Furthermore,  in  most  instances 
threat  and  scare  tactics  are  to  be  avoided 
since  in  many  cases  they  only  increase  the 
anxiety  of  the  patient  and  thus  lead  to 
cessation  of  treatment.  Encouragement 
and  praise  for  each  bit  of  progress  is  much 
the  best  stimulus  to  success. 

So  far  the  question  of  diet  has  not  been 
mentioned.  Why?  Because  first  things 
should  come  first,  and  in  many  cases  of 
obesity  diet  is  not  the  most  fundamental 
factor.  However,  it  is  true  that  one 
means  of  bringing  the  individual  into 
negative  energy  balance  for  the  loss  of 
fat  is  by  cutting  the  caloric  intake.  It  is 
also  true  that  a patient  can  better  face  his 
other  problems  and  attempt  to  find  solu- 
tions to  them  if  his  belly  is  not  grumbling 
at  the  same  time  and  if  he  can  be  reason- 
ably comfortable  physically. 

Before  we  turn  to  more  consideration  of 
the  diet  let  us  not  lose  sight  of  the  energy 
expenditure  side  of  the  problem.  In  our 


mechanized  civilization  it  is  likely  that 
abnormally  low  levels  of  physical  activity 
are  as  responsible  or  more  responsible  for 
moderate  levels  of  obesity  as  excessive  food 
intake.  An  important  part  of  treatment 
wherever  the  physical  condition  of  the 
patient  permits  is  to  encourage  increased 
physical  activity  of  the  kind  which  will  be 
repeated  day  after  day  and  become  a part 
of  the  patient’s  pattern  of  living.  How 
can  you  help  the  patient  to  fit  such  activity 
into  his  pattern?  It  takes  concrete  plan- 
ning with  the  patient. 

In  many  patients,  particularly  the  mid- 
dle-aged woman,  boredom  is  an  important 
factor  in  the  obesity  picture.  She  may 
eat  and  be  most  inactive  because  she  “has 
nothing  to  do.”  Success  in  weight  reduc- 
tion may  well  depend  on  how  successfully 
the  therapist  can  help  such  an  individual  to 
broaden  her  interests  to  a fuller  life.  Intro- 
duction to  adult  education  programs  may 
help  toward  a more  constructive  use  of 
leisure  time. 

Diet 

What  do  we  know  about  diets  for  weight 
reduction?  We  know  that  they  are  only 
one  part  of  the  picture  but  an  important 
one.  We  do  not  know,  for  practical  pur- 
poses, the  mechanism  or  mechanisms  for 
the  control  of  appetite  and,  hence,  cannot 
involve  these  in  our  diet  planning.  We  do 
know  that  there  are  many  kinds  of  good 
reduction  diets,  all  of  which  have  certain 
characteristics  in  common:  They  should 

satisfy  all  nutrient  needs  except  calories; 
should  be  adapted  as  closely  as  possible  to 
the  tastes  and  habits  of  the  patient  for 
whom  they  are  intended;  should  protect  the 
patient  from  between-meal  hunger  insofar 
as  possible  and  leave  him  with  a sense  of 
well-being  and  a minimum  of  fatigue; 
should  be  easy  for  the  patient  to  obtain 
at  home  or  away  from  home,  without  feeling 
different;  and  should  be  diets  which  can  be 
followed  over  a period  of  time  and  which 
retrain  eating  habits,  so  that  with  suitable 
caloric  additions  they  may  become  patterns 
for  lifetime  eating. 

All  good  diet  therapy  calls  for  adjusting 
the  diet  chosen  to  the  patient’s  usual 
patterns  of  eating  insofar  as  may  be  con- 
sistent with  therapeutic  purposes.  With 
the  exception  of  a limited  number  of 
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individuals  who  must  be  ritualistic  and 
dramatize  their  efforts  at  weight  reduction, 
a group  in  my  experience  for  whom  one  can 
predict  very  little  long-term  success,  the 
less  the  character  of  the  diet  usually  eaten 
has  to  be  changed  the  better.  The  excep- 
tion to  this  principle  occurs  when  there 
seems  to  be  no  organized  pattern  whatso- 
ever to  eating.  In  such  a case,  it  is  neces- 
sary to  get  the  individual  onto  some 
organized  pattern  of  eating  with  some 
degree  of  regularity  as  to  time,  kind,  and 
quantity.  In  our  experience  most  patients 
who  really  adhere  to  a reducing  diet  prefer 
a simplified  pattern  which  they  can  follow 
easily  with  a few  simple  directions  rather 
than  an  elaborate  prescription  which  cedis 
for  special  foods  and  special  preparations. 
Except  under  special  circumstances  the  use 
of  too  low  a caloric  level  is  not  desirable, 
for  the  patient  will  doubtless  supplement  it 
as  he  chooses. 

Rate  of  weight  reduction 

Except  in  special  instances  where  the 
medical  situation  demands  a very  rapid 
loss  in  weight,  for  mildly  obese  individuals 
a rate  of  weight  loss  of  one  to  three  pounds 
per  week  is  satisfactory.  Success  in  weight 
reduction  is  not  related  to  how  fast  the 
weight  is  lost  but  how  steadily  and  how  the 
gradually  attained  loss  is  retained.  Steady, 
even  slow,  loss  is  the  desirable  pattern  until 
the  weight  goal  or  a bit  less  is  reached. 
Then  the  patient  needs  close  following 
until  he  has  established  himself  at  the  new 
weight,  with  gradual  additions  to  his  re- 
duction diet,  perhaps  at  first  by  an  in- 
creased size  in  portions  of  food,  and  then  a 
judicious  addition  of  other  wanted  foods. 
But  the  patient  needs  to  realize  he  should 
periodically  check  his  weight  almost  in- 
definitely. One  of  the  most  common  errors 
in  the  treatment  of  the  obese  patient  is  the 
lack  of  proper  follow-through  by  both 
patient  and  doctor  once  the  desired  weight 
has  been  attained.  For  many  individuals 
weight  control  is  a lifetime  proposition. 

Any  type  of  low  caloric  diet  may  be  used 
in  weight  reduction  provided  it  meets  the 
criteria  outlined.  The  more  or  less  high- 
protein  low-carbohydrate  type  of  diet  for 
many  individuals  has  the  advantage  of 
relative  freedom  from  hunger  during  the 
weight-reduction  process.  Although  there 


may  be  an  initial  rapid  weight  loss  due  to 
changes  in  fluid  balance,  in  the  long  run 
weight  loss  is  dependent  on  the  degree  of 
negative  caloric  balance  maintained.  The 
patient  needs  to  be  taught  the  basic  ele- 
ments of  food  values  and  caloric  values  of 
food  and  drink  and  of  various  types  of 
activity. 

At  best,  success  in  weight  reduction  is 
limited.  In  studies  conducted  over  more 
than  very  short  periods  of  time  only  one 
tenth  to  one  fourth  of  the  people  treated 
have  been  successfully  reduced.  In  fol- 
low-up studies  of  these  successful  reduc- 
tions, one  finds  that  a goodly  proportion 
have  regained  much  of  the  weight  lost  after 
one  to  two  years. 

Prevention 

Thus  in  the  long  run  the  only  real  answer 
to  the  problems  of  obesity  seems  to  lie  not 
in  therapy  but  in  prevention,  particularly 
beginning  with  a new  generation.  In  pre- 
vention physicians  can  and  should  play  a 
key  role.  Basic  to  this  key  role  is  his 
understanding  of  the  complex  nature  of  the 
obesities  and  of  the  many  possible  etiologic 
factors  involved  as  well  as  the  basic  deter- 
minants of  food  and  activity  habits. 
The  physician  has  a role  to  play  in  the  pre- 
vention of  obesity  at  all  stages  of  the  life 
cycle. 

The  obstetrician  can  start  with  the 
expectant  parents  of  the  next  generation. 
Never  in  their  lives  are  men  and  women  so 
ready  to  listen  to  health  education  as  when 
it  is  centered  on  their  prospective  firstborn. 
Most  parents  are  anxious  to  do  well  by 
their  children.  Furthermore  in  a goodly 
percentage  of  obese  women  the  onset  of 
their  obesity  is  an  aftermath  of  their  first 
pregnancy.  Preventive  therapy  could  be 
instituted  here  by  the  obstetrician. 

The  pediatrician  or  general  practitioner 
who  supervises  the  care  of  the  newborn 
from  birth  is  in  a crucial  position  with 
regard  to  the  prevention  of  obesity.  In 
his  hands  rests  the  setting  of  standards  for 
feeding  practices  and  for  the  parents’  con- 
cepts of  what  constitutes  a healthy,  well- 
developed,  and  growing  baby.  He  can 
get  across  the  idea  that  the  biggest  baby  is 
not  necessarily  the  best  baby.  The  phy- 
sician supervising  the  care  of  the  baby  can 
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help  mothers  to  understand  the  factors  that 
operate  in  the  formation  of  food  habits  and 
how  crucial  the  child’s  earliest  years  are  in 
the  formation  of  his  food  habits.  The 
mother,  who  plays  such  a large  role  in  the 
development  of  these  habits,  needs  to 
understand  them  better,  including  the  role 
of  interpersonal  relationships  between 
parent  and  child  in  the  child’s  response  to 
food. 

The  physician  in  his  well-baby  super- 
vision is  in  a position  to  detect  the  laying 
down  of  excess  fat  in  its  early  stages,  find 
the  reason  for  it,  and  institute  appropriate 
treatment.  Physicians  can  help  mothers 
to  avoid  contributing  to  eating  problems  by 
helping  them  anticipate  the  times  during 
the  growth  period  when  children  eat  poorly, 
when  growth  is  slower,  or  when  the  child  is 
ill  or  upset.  They  can  also  help  by  teach- 
ing parents  not  to  make  an  emotional  foot- 
ball of  the  eating  process  but  to  see  their  role 
as  one  of  providing  an  adequate  well-pre- 
pared diet,  served  under  pleasant  circum- 
stances, and  then  of  being  quiet  and  letting 
the  child  eat  as  his  needs  dictate. 

Women  seem  particularly  vulnerable  to 
the  development  of  obesity  at  puberty, 
after  the  first  pregnancy,  and  at  menopause. 
Here  again,  the  physician,  especially  the 
gynecologist,  has  a real  challenge  to  help 
his  patient  in  the  prevention  of  obesity 
since  at  these  intervals  women  are  often 
under  medical  supervision.  The  woman 
can  be  alerted  to  the  possibility  and  offered 
sound  nutritional  advice  and  help  in  making 
whatever  adjustments  need  to  be  made  at 
these  times. 

In  adults  the  periodic  medical  check-up 
offers  the  physician  another  opportunity  to 
contribute  to  the  prevention  of  obesity. 
Careful  checking  and  recording  of  weights 
at  such  examinations  offer  an  excellent 


opportunity  to  institute  therapy  at  the 
time  when  it  is  most  effective,  that  is,  when 
even  small  increases  are  shown.  If  failure 
is  encountered  in  these  efforts  it  is  time  for 
the  physician  to  look  for  the  underlying 
factors  which  are  leading  to  failure  to 
cooperate  and  to  attack  these  factors 
suitably. 

The  physician  is  also  in  a position  to 
help  his  mature  patient  be  aware  and 
anticipate  his  decreased  energy  needs  as 
he  grows  older,  so  that  he  may  take  steps 
to  decrease  the  energy  value  of  his  diet 
while  maintaining  its  nutritive  value  other- 
wise, thus  preventing  the  laying  down  of 
excess  fat. 
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Restlessness— Sign  of  Hypoxia 


Restlessness  is  a frequent  sign  of  hypoxia 
and,  as  such,  must  be  differentiated  from 
restlessness  due  to  pain,  drugs,  and  emo- 
tional or  psychomotor  disturbances.  Fail- 
ure to  recognize  hypoxia  as  the  cause  of 
restlessness  may  lead  to  serious  conse- 
quences as  illustrated  by  the  following  2 
case  reports. 

Case  reports 

Case  1.  A thirty-two-year-old  woman  was 
scheduled  for  bilateral  reduction  and  wiring  of  a 
fractured  mandible.  Her  previous  history  was 
negative,  and  her  general  condition  and  labora- 
tory findings  were  normal.  Premedication,  con- 
sisting of  meperidine  (Demerol)  50  mg.,  prometh- 
azine hydrochloride  (Phenergan)  50  mg.,  and 
atropine  0.4  mg.,  was  administered  intramuscu- 
larly one  hour  before  the  patient  was  brought  to 
the  operating  room.  She  was  calm  and  alert  on 
arrival.  Anesthesia  was  induced  with  0.4  per 
cent  thiopental  sodium  (Pentothal)  by  continu- 
ous infusion  and  maintained  with  nitrous  oxide- 
oxygen-halothane  (Fluothane)  in  a semiclosed 
system.  Nasotracheal  intubation  was  peformed 
without  difficulty,  facilitated  by  intravenously 
injected  succinylcholine  chloride  (Anectine). 
The  operative  area  was  infiltrated  by  the  surgeon 
with  20  ml.  of  2 per  cent  procaine  with  phenyl- 
ephrine hydrochloride  (Neo-Synephrine)  1:100, 
000.  Ventilations  were  controlled  or  assisted 
throughout.  Blood  loss  was  minimal,  and  lac- 
tated  Ringer’s  solution  with  dextrose  was  infused 

Presented  and  discussed  at  a conference  held  at  the  Hos- 
pital of  the  Albert  Einstein  College  of  Medicine,  The  Bronx, 
New  York,  January  30,  1967.  Clinical  Anesthesia  Confer- 
ences are  held  on  the  fourth  Monday  of  each  month. 


slowly.  Surgery  and  anesthesia  were  uneventful. 

Preoperatively,  it  had  been  decided  to  main- 
tain the  nasotracheal  tube  in  place  for  several 
hours  sifter  awakening,  but,  at  the  end  of  opera- 
tion, the  patient  was  awake  and  “fighting”  the 
endotracheal  tube.  She  was  extubated  follow- 
ing thorough  suctioning.  On  command,  she 
moved  onto  the  stretcher  without  assistance. 
During  transport  to  the  recovery  room,  she  be- 
came extremely  restless  and  incoherent.  She  re- 
mained restless  in  the  recovery  room.  While  the 
nurse  prepared  to  take  her  blood  pressure,  the  pa- 
tient turned  on  her  abdomen  and  suddenly  be- 
came quiet.  No  pulse  or  respiration  were  evi- 
dent. Closed  cardiac  compression  was  instituted 
and,  ventilation  by  mask  being  inadequate,  a 
nasotracheal  tube  was  rapidly  reinserted.  Nor- 
mal cardiac  activity  and  spontaneous  respi- 
ration returned  after  twenty  minutes  of  resus- 
citative  efforts. 

Case  2.  A forty-five-year-old  man  had 
sustained  multiple  right  rib  fractures  in  an  auto- 
mobile accident.  He  had  a long  and  well-docu- 
mented history  of  diffuse  bilateral  emphysema. 
His  admission  chest  films  showed  four  fractured 
ribs  and  marked  diffuse  bullous  disease.  On  the 
ward,  he  was  clinically  stable  but  very  restless 
and  apprehensive.  He  was,  therefore,  given  8 
mg.  of  morphine  intramuscularly.  About 
twenty  minutes  later,  he  appeared  “shocky” 
with  dusky  skin,  falling  blood  pressure,  and 
rising  pulse  rate.  A venous  blood  sample  taken 
at  this  time  revealed  an  oxygen  saturation  of  33 
per  cent.  However,  before  the  laboratory  result 
was  reported,  the  patient’s  respiration  and 
cardiac  activity  ceased.  He  was  immediately 
ventilated  with  100  per  cent  oxygen,  first  by 
mask  and  later  via  an  endotracheal  tube. 
Closed  cardiac  compression  appeared  ineffective, 
and  left  thoracotomy  was  performed.  This  was 
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accompanied  by  considerable  blood  loss.  Re- 
suscitative  measures,  which  included  blood 
transfusion  and  the  intravenous  administration 
of  sodium  bicarbonate,  were  successful. 

Comment 

The  defenses  against  hypoxia,  as  well  as 
its  signs  and  symptoms,  depend  on  the 
functional  integrity  of  various  compensa- 
tory mechanisms.  In  healthy  man,  the 
primary  response  to  hypoxia  is  an  increase 
in  cardiac  output  associated  with  tachycar- 
dia and  a slight  but  variable  increase  in  ar- 
terial blood  pressure.  Minute  respiratory 
volume  is  slightly  increased  until  the  point 
at  which  hypoxia  becomes  severe.  Mental 
changes  are  characterized  by  confusion, 
drowsiness,  incoordination,  or  occasionally 
exhilaration.  In  the  patient  who  is  unable 
to  provide  a sustained  adequate  compensa- 
tory increase  in  cardiac  output  and  ventila- 
tion, hypoxia  leads  to  hypotension  and 
eventual  circulatory  collapse.  Cerebral 
changes  are  evidenced  as  restlessness  and 
increased  motor  activity.  Hypoxia  as  the 
cause  of  restlessness  should  be  suspected  in 
postoperative  patients  who  have  had  head 
and  neck,  thoracic,  or  upper  abdominal  sur- 
gery; in  patients  with  pneumothorax  or 
chest  wall  injury;  and  in  patients  with  un- 
due respiratory  depression  following  ad- 
ministration of  analgesic  or  sedative  drugs 
or  general  anesthesia.  Hypotension  may 
contribute  through  production  of  cerebral 
hypoxia.12 

In  the  first  patient,  hypoxia  resulted 
from  upper  airway  obstruction.  Main- 
tenance of  the  nasotracheal  tube  postopera- 
tively  would  have  been  facilitated  by  the 
application  of  topical  anesthesia  to  the 
nasopharynx  and  the  use  of  anesthetic 
agents  which  lead  to  “quiet”  awakening. 
In  a series  of  1,450  patients  anesthetized 
with  cyclopropane,  diethyl  ether,  or  nitrous 


oxide-thiopental  sodium,  the  latter  was  as- 
sociated with  the  quietest  recovery  phase.3 
Patients  anesthetized  with  methoxyflurane 
(Penthrane)  were  noted  to  be  quiet  in  the 
recovery  room  despite  being  reactive;  this 
was  explained  on  the  basis  of  prolonged  par- 
tial analgesia.4  Halo  thane,  on  the  other 
hand,  possesses  weak  analgesic  properties 
and  produces  rapid  emergence. 

In  the  second  patient,  hypoxia  was  at- 
tributable to  a combination  of  three  factors: 
chronic  lung  disease  characterized  by  im- 
paired gas  exchange,  decreased  ventilatory 
excursions  secondary  to  multiple  rib  frac- 
tures, and  central  respiratory  depression 
secondary  to  the  administration  of  mor- 
phine. Pain  relief  provided  by  intercostal 
blocks  would  have  led  to  improved  ventila- 
tory excursions  while  obviating  the  need  for 
drug  therapy.  Furthermore,  increased  in- 
spired oxygen  is  almost  always  indicated, 
prophylactically,  for  a patient  with  chronic 
lung  disease  who  sustains  chest  trauma  un- 
til his  oxygen  requirement  can  be  accurately 
assessed. 

Conclusion 

The  restless  patient  requires  careful  ob- 
servation to  rule  out  hypoxia  as  the  sole  or 
contributing  cause  of  his  cerebral  signs.  If 
hypoxia  is  present,  therapy  must  be  specific 
and  prompt. 
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T HE  TWO  LARGE  PAPILLARY  muscles  of  the 
left  ventricle,  anterolateral  and  postero- 
medial, control,  via  the  chordae  tendineae, 
the  adjacent  halves  of  the  two  cusps  of  the 
mitral  valve.1  In  recent  years,  there  has 
been  an  increasing  awareness  that  ischemic 
damage  to  these  muscles  may  cause  mitral 
insufficiency.2  The  incidence  of  papillary 
muscle  rupture  is  quite  rare,  being  re- 
ported in  one  five-year  necropsy  series  as 
0.9  per  cent  of  all  patients  with  myocardial 
infarction.3  The  first  antemortem  diag- 
nosis of  rupture  of  these  muscles  was  made 
by  Davison  in  1948. 4 Attention  has  been 
drawn  more  recently5  6 to  a syndrome  of 
papillary  muscle  dysfunction  which  is 
probably  a much  more  common  entity,  and 
which  is  a result  of  myocardial  infarction  or 
severe  myocardial  ischemia  without  in- 
farction.7 It  is  characterized  by  the  pres- 
ence of  a systolic  murmur  and  certain 
electrocardiographic  changes.  The  follow- 
ing cases  are  reported  as  apparently  clear 
clinical  expressions  of  this  syndrome. 

Case  reports 

Case  1.  A sixty -four-year-old  female  was 
first  admitted  to  the  hospital  for  an  anterior 
wall  infarct  in  July,  1957.  She  was  initially 
given  anticoagulants,  but  this  was  discon- 
tinued since  her  course  was  uneventful. 
There  were  no  notable  physical  findings. 


She  was  normotensive,  and  there  were  no 
murmurs. 

In  December,  1958,  an  electrocardiogram 
was  normal;  however,  in  March,  1959, 
she  was  again  admitted  to  the  hospital  be- 
cause of  chest  pain  with  inversion  of  T 
waves.  Her  course  was  again  uneventful, 
but  on  this  occasion  she  was  maintained  on 
warfarin  sodium  (Coumadin).  A month 
later,  the  electrocardiogram  was  almost 
normal.  Shortly  thereafter,  her  blood 
pressure  was  noted  to  be  200/110,  and  sub- 
sequently she  was  noted  to  have  a mild 
hypertension  readily  controlled  by  reser- 
pine. 

In  October,  1959,  the  patient  was  ex- 
periencing exertional  angina  promptly  re- 
lieved by  nitroglycerin.  An  electrocardio- 
gram revealed  abnormal  S-T-T  changes 
compatible  with  myocardial  anoxemia. 
The  angina  disappeared  after  four  months 
and  she  did  quite  well  thereafter,  until  in 
October,  1962,  the  chest  pains  returned, 
and  during  an  examination  the  patient 
exhibited  the  classical  changes  of  coronary 
insufficiency  with  marked  depression  of 
S-T-T  segments  in  leads  1,  2,  and  V4 
through  V,;  with  a convexity  upward. 
The  S-T-T  segment  in  lead  aVr  was  bowed 
upward  and  elevated,  and  T aVl  was  in- 
verted. 

In  November,  1962,  there  was  an  episode 
of  hematuria,  although  the  prothrombin 
time  was  not  particularly  elevated.  The 
patient,  taking  nitroglycerin  twice  weekly, 
otherwise  fared  well  with  occasional  chest 
pains.  In  April,  1964,  minor  S-T-T  changes 
not  unlike  those  of  March,  1961,  were 
noted  in  the  electrocardiogram. 

In  November,  1964,  the  patient  under- 
went an  uneventful  removal  of  a cataract 
in  the  left  eye.  The  warfarin  sodium  and 
reserpine  had  been  discontinued  prior  to 
surgery.  During  the  hospitalization,  one 
electrocardiogram  revealed  mild  depression 
of  S-T-T  segments  following  an  upsetting 
venipuncture.  The  following  day  the  elec- 
trocardiogram showed  correction  of  the 
depressions. 
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On  March  9,  1966,  chest  and  left  arm 
pains  returned.  An  electrocardiogram  re- 
vealed marked  S-T-T  depressions  in  leads 
aVl,  AVf,  and  V3  through  V6.  The  patient 
was  placed  in  the  hospital  for  sixteen  days 
during  which  time  she  experienced  some 
pain  during  stress,  but  by  and  large  the 
course  was  uneventful.  There  was  noted 
a stable  pattern  in  the  electrocardiogram 
with  inversion  of  T aVl,  elevation  of  S-T-T 
aVr,  and  mild  depression  of  S-T-T  V5  and 
V6.  Transaminase  and  lactic  acid  de- 
hydrogenase were  normal.  Sedimentation 
rate  was  78  and  72.  Cholesterol  was  324 
mg.  per  100  ml.  Chest  x-rays  disclosed 
slight  generalized  cardiac  enlargement. 

The  patient  was  diagnosed  as  having  a 
subendocardial  infarction  and  discharged 
on  warfarin  sodium  and  pentaerythritol 
tetranitrate  (Peritrate)  and  phenobarbital 
therapy.  On  April  13,  1966,  acute  chest 
and  left  arm  pains  returned  accompanied 
by  marked  S-T-T  depressions.  The  pa- 
tient was  again  placed  in  the  hospital  on 
April  14,  and  her  course  of  almost  four 
weeks  was  marked  by  the  persistence  of  the 
pain  and  the  electrocardiographic  changes. 
There  was  also  for  the  first  time  the  ap- 
pearance of  a loud,  Grade  IV/VI  sys- 
tolic, blowing  murmur  at  the  apex  which 
was  midsystolic  and  crescendo-decrescendo 
in  character.  This  murmur  occasionally 
varied  in  intensity  but  persisted  thereafter. 
The  electrocardiogram  on  May  6 finally 
showed  improvement  in  the  S-T-T  seg- 
ments. The  white  blood  count,  serum 
glutamic  oxaloacetic  transaminase,  and 
serum  lactic  acid  dehydrogenase  remained 
normal.  The  sedimentation  rate  remained 
70. 

The  appearance  of  a murmur  suggesting 
mitral  insufficiency  associated  with  the 
electrocardiographic  changes  described  was 
felt  to  represent  evidence  of  papillary  mus- 
cle infarction  or  dysfunction. 

The  patient  was  last  seen  on  June  8, 
1966,  feeling  fine,  but  the  murmur  per- 
sisted and  marked  S-T-T  changes  were  still 
noted  (Fig.  1). 

Case  2.  A sixty-two-year-old  female 
was  first  seen  in  February,  1965,  com- 
plaining of  chest  pain  of  five  months  dura- 
tion. The  pain  was  typical  of  angina 
pectoris  and  occurred  only  with  exertion. 
She  had  had  hypertension  of  a mild  degree 
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FIGURE  1.  Case  1.  Note  marked  depressions  of 
S-T-T  segments  in  middle  and  left  precordial  leads 
with  slight  convexity  upward  described  as  being 
characteristic  of  type  3 by  Phillips,  De  Pasquale, 
and  Burch.10 

for  twelve  years.  Physical  examination 
disclosed  a blood  pressure  of  170/96  and 
pulse  rate  of  108  per  minute.  There  were 
bibasilar  rales.  The  heart  sounds  were 
normal,  and  there  were  no  other  significant 
abnormalities  except  that  her  pedal  pulses 
were  not  felt.  Electrocardiogram  revealed 
an  iso-electric  T aVf,  but  a Master  two- 
step  test  gave  decidedly  abnormal  results. 
Chest  x-ray  revealed  mild  left  ventricular 
enlargement  and  an  arteriosclerotic  aorta 
with  a large  calcific  plaque.  The  lung 
fields  were  clear,  and  the  rales  remained 
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FIGURE  2.  Case  2.  Note  slight  depression  of  J 
and  convexity-upward  deformity  of  S-T-T  segment 
with  terminal  inversion  of  T wave  in  midprecordial 
leads  and  aVI.  These  changes  characteristic  of 
type  2. 


unexplained.  She  had  no  respiratory  com- 
plaints. 

The  patient  was  placed  on  pentae- 
rythritol  tetranitrate  and  hydrochlorothia- 
zide (Hydro-Diuril).  She  responded  most 
satisfactorily.  Her  blood  pressure  returned 
to  normal,  she  lost  some  weight,  and  her 
chest  pain  disappeared.  The  hydrochloro- 
thiazide was  stopped,  and  she  continued  to 
do  well.  In  February,  1966,  she  was  ex- 
amined thoroughly,  her  blood  pressure  was 


150/80,  and  pulse  rate  was  80  per  minute; 
bibasilar  rales,  normal  heart  sounds,  and 
absent  pedal  pulses  were  noted.  Her  elec- 
trocardiogram was  within  normal  limits. 
Chest  x-ray  was  unchanged  except  for  a 
fibrotic  streak  noted  at  the  right  base. 
The  patient  was  maintained  on  penta- 
erythritol  tetranitrate. 

On  June  8,  1966,  she  was  again  seen  with 
a recurrence  of  chest  pain,  classical  in 
nature,  radiating  into  the  left  arm,  im- 
mediately relieved  by  nitroglycerin.  Physi- 
cal findings  were  unchanged  except  that 
her  blood  pressure  was  172/86.  An  elec- 
trocardiogram revealed  S-T-T  depression 
in  V4  and  V5  with  concavity  upward. 

The  patient  was  placed  in  a hospital 
where  serial  electrocardiograms  revealed 
inversion  of  T waves  as  noted  in  Figure  2. 
The  patient  was  placed  on  warfarin 
sodium,  pentaerythritol  tetranitrate,  and 
chlordiazepoxide  hydrochloride  (Librium). 
On  the  third  hospital  day,  a systolic  mur- 
mur appeared  for  the  first  time.  It  was 
of  the  “ejection”  type,  midsystolic,  blow- 
ing, Grade  III/VI,  and  apical  with  a 
tendency  to  radiate  to  the  left  axilla. 
It  was  crescendo-decrescendo  in  type. 

The  patient  has  done  very  well  in  the 
hospital.  There  has  been  no  chest  pain 
or  any  symptoms  for  that  matter.  Her 
chest  x-ray  film  remains  unchanged,  and  it 
seems  fairly  certain  that  her  rales  are  not 
due  to  heart  failure. 

Comment 

Since  the  papillary  muscles  control,  in 
part,  the  mitral  valve,  their  dysfunction  is 
characterized  by  the  appearance  of  a sys- 
tolic murmur,  loudest  at  the  apex,  delayed 
in  onset  after  the  first  heart  sound,  and  with 
a tendency  to  an  “ejection”  or  “diamond- 
shaped” configuration.6  The  murmur  ra- 
diates to  the  left  axilla  but  is  occasionally 
clearly  audible  at  the  aortic  area.  Typi- 
cally, the  murmur  of  mitral  insufficiency 
becomes  louder  on  expiration  and  softer 
on  inspiration8;  however,  in  the  11  patients 
described  by  Phillips,  Burch,  and  De 
Pasquale,6  only  in  6 did  the  murmur  be- 
come louder  on  expiration.  The  late  on- 
set of  the  murmur  as  opposed  to  the  clas- 
sical murmur  of  mitral  insufficiency  is  be- 
cause of  the  fact  that  during  the  phase  of 
ventricular  isovolumetric  contraction  and 
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during  and  shortly  after  the  production 
of  the  first  heart  sound,  the  mitral  valve 
would  be  competent.  Only  during  the  ejec- 
tion phase  of  ventricular  systole  would  the 
mitral  valve  become  incompetent.6 

The  appearance  of  a systolic  murmur  for 
the  first  time,  after  an  episode  of  myocardial 
infarction  or  ischemia,  may  be  caused  by 
entities  other  than  papillary  muscle  dys- 
function, such  as  rupture  of  a papillary 
muscle,  rupture  of  the  interventricular  sep- 
tum, or  acute  left  ventricular  dilatation.7 
The  first  two,  unlike  papillary  muscle  dys- 
function, rapidly  lead  to  congestive  heart 
failure,  and  the  murmur  is  holosystolic. 
The  prognosis  of  papillary  muscle  rupture 
is  grave,  and  the  degree  of  failure  is  pro- 
found.9 The  prognosis  in  ruptured  inter- 
ventricular septum  is  likewise  poor,  and 
unlike  with  rupture  of  the  papillary  muscles, 
there  is  frequent  evidence  of  significant 
right  ventricular  failure  and  tricuspid  in- 
sufficiency.7 Acute  left  ventricular  dila- 
tation may  result  in  the  two  papillary  mus- 
cles being  separated  further  than  normal, 
preventing  closure  of  the  mitral  valve  dur- 
ing systole.  The  murmur  of  left  ventric- 
ular dilatation  is  usually  holosystolic; 
however,  it  may  be  mid-  or  late  systolic, 
making  it  difficult  to  distinguish  from  papil- 
lary muscle  dysfunction.  The  murmur  of  a 
ruptured  papillary  muscle  or  its  attached 
chordae  tendinae  should  be  present  from 
the  very  onset  of  ventricular  contraction 
and  should  thus  be  early,  that  is  “with  the 
first  sound.”6 

The  syndrome  of  papillary  muscle  dys- 
function has  been  extended  to  include  in- 
stances in  which  the  normal  spatial  rela- 
tionship between  a papillary  muscle  and  the 
mitral  cusps  have  been  altered  by  an  aneu- 
rysm of  the  left  ventricle  or  fibrosis  and  con- 
traction of  a papillary  muscle.5  Here,  too, 
the  murmur  should  begin  with  the  first 
heart  sound. 

The  mitral  origin  of  the  murmur  has  also 
been  confirmed  in  4 patients  by  the  amyl 
nitrite  test,6  and  significant  mitral  insuffi- 
ciency has  been  demonstrated  in  2 patients 
by  indicator  dilution  curves  and  cine- 
angiography.7 

Anterolateral  papillary  muscle  infarcts 
could  also  be  suspected  from  electrocardio- 
graphic changes  which  fall  into  three  major 
groups.10  Type  1 discloses  moderate  to 
marked  depression  of  junction  J in  the 


middle  and  left  precordial  leads  associated 
with  a concavity  upward  of  the  S-T-T  in- 
terval. Type  2 reveals  changes  in  the 
middle  and  left  precordial  leads  with,  how- 
ever, slight  depression  of  J and  convexity- 
upward  deformity  of  S-T-T  interval  and 
terminal  inversion  of  T wave.  Type  3 
shows  changes  in  the  same  leads  with,  how- 
ever, an  extremely  marked  depression  of 
J associated  with  a slight  convexity-upward 
deformity  of  the  S-T-T  interval.  Most 
electrocardiograms  have  T-U  depression 
or  U-wave  inversion  in  the  left  precordial 
leads.  Our  first  patient  falls  into  the  type 
3 category  and  our  second  patient  into  type 
2. 

Electrocardiographic  changes  supporting 
a relatively  localized  infarction  of  the  pos- 
teromedial papillary  muscle  have  not  been 
delineated.  Nevertheless,  it  is  known  that 
when  rupture  of  a papillary  muscle  occurs 
it  is  most  frequently  the  posteromedial 
ones,  and  this  is  usually  associated  with  a 
posterior  (inferior)  transmural  myocardial 
infarct  recognizable  on  the  electrocardio- 
gram. If  the  murmur  was  associated  with 
this  type  of  infarction,  it  might  imply  that 
the  dysfunction  was  of  the  posteromedial 
muscle.6 

The  force  supported  by  the  papillary 
muscles  during  the  cardiac  cycle  is  great. 
The  tension  increases  earlier  and  continues 
this  increase  longer  in  the  papillary  muscles 
than  in  the  wall  of  the  left  ventricle.  These 
factors  combine  to  render  these  muscles 
vulnerable  to  many  diseases  which  con- 
tribute to  their  mechanical  failure.11  Since 
there  are  now  surgical  technics  available  to 
repair  rupture  of  a papillary  muscle,2  the 
identification  of  disease  of  these  muscles 
and  the  exact  nature  and  extent  of  said 
disease  becomes  imperative. 

The  treatment  rendered  to  the  patient 
with  papillary  muscle  dysfunction  due  to 
infarction  or  ischemia  is  no  different  in 
patients  with  other  varieties  of  arterio- 
sclerotic heart  disease.  Their  prognosis, 
in  the  absence  of  rupture,  is  likewise  no 
different. 

Summary 

Two  patients  with  the  syndrome  of 
papillary  muscle  dysfunction  have  been 
presented.  They  displayed  the  character- 
istic systolic  murmur  and  electrocardio- 
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graphic  changes  accompanying  episodes  of 
myocardial  infarction  or  ischemia.  It  is 
undoubted  that  many  patients  will  fulfill 
these  criteria  particularly  those  previously 
described  as  subendocardial  infarction. 
The  recognition  of  papillary  muscle  dis- 
ease, particularly  rupture,  is  most  im- 
portant since  technics  for  surgical  cor- 
rection are  presently  available. 
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Carcinoma  of  prostate 

A presumptive  diagnosis  of  carcinoma  of  the 
prostate  can  be  made  in  90  per  cent  of  the  cases 
by  digital  examination  through  the  rectum,  a 
maneuver  which  remains  the  best  screening  pro- 
cedure despite  its  drawbacks.  J.  W.  Winston, 
M.D.,  and  L.  L.  Davis,  M.D.,  writing  in  a recent 
issue  of  the  Journal  of  the  American  Geriatric 
Society  after  a study  of  136  cases  over  a ten-year 
period,  conclude  that  about  60  per  cent  of  the 
patients  with  carcinoma  of  the  prostate  will  have 
remote  metastases  when  first  seen,  and  this  pro- 
portion will  be  reduced  only  by  a routine  rectal 
examination  of  all  male  patients  coming  to  the 
physician.  Over  50  per  cent  of  the  carcinoma 
patients  will  have  concomitant  benign  prostatic 
hypertrophy.  Unsuspected  carcinoma  of  the 
prostate  will  be  found  in  5 to  6 per  cent  of  all 
prostates  removed  for  benign  hypertrophy. 

The  136  patients,  admitted  during  the  decade 
1950  to  1960,  ranged  in  age  from  twenty-six  to 
seventy-nine.  Records  were  studied  with  spe- 
cial attention  to  diagnosis,  stage  of  disease  at 
diagnosis,  laboratory  and  x-ray  findings,  treat- 
ment, and  survival  rate. 
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The  methods  of  diagnosis  were:  (1)  clinical, 
with  only  palpation  and  diagnosis  subsequently 
confirmed  by  tissue  study,  45  patients;  (2) 
transperineal  needle  biopsy,  35  patients;  (3) 
clinical  and  x-ray  tests,  30  patients;  and  (4) 
transurethral  and  open  perineal  biopsy,  11  pa- 
tients. Of  the  136  patients,  81  had  prostatic 
tumors  in  the  stage  of  remote  metastasis  when 
first  seen.  Abnormal  blood  findings  did  not  give 
consistent  data.  Estrogen  alone  was  used  in 
55.3  per  cent  of  the  patients  and  estrogen  plus 
orchiectomy  in  27.2  per  cent.  Untreated  were 
12.6  per  cent.  Other  treatments  were  combina- 
tions of  orchiectomy  and  prostatectomy.  Three 
patients  had  palliative  x-ray  examinations  of  the 
spine  and  estrogens.  Effects  of  treatment  by 
estrogens  and  orchiectomy  were  increase  in  ap- 
petite, weight  gain,  decrease  in  pain,  and  in- 
crease in  mental  alertness.  Of  the  136  patients, 
20  died  within  six  months  of  treatment.  After 
the  first  half  year,  the  mortality  rate  dropped 
sharply.  At  the  time  of  reporting,  74  were  still 
alive.  Seven  were  diagnosed  over  eight  years 
ago;  5 survived  more  than  ten  years.  Of  24 
who  survived  five  years,  10  had  been  treated 
with  estrogen,  10  with  estrogen  and  orchiec- 
tomy, and  4 by  orchiectomy  alone. 
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Ethacrynic  acid  is  one  of  a newer  group 
of  diuretics,  the  unsaturated  ketone  de- 
rivatives of  ary loxy  acetic  acids.  Numerous 
studies  attest  to  the  efficacy  of  ethacrynic 
acid  in  patients  with  edema  resistant  or  re- 
fractory to  other  diuretics.1-12  The  re- 
sponse of  patients  with  refractory  edema  to 
the  drug  and  its  additive  and  potentiating 
effect  when  given  with  other  diuretics  sug- 
gest that  ethacrynic  acid  acts  differently 
from  other  commonly  used  agents.3  5 Cur- 
rent evidence  indicates  that  the  mechanism 
of  action  of  ethacrynic  acid  is  rejection  of 
sodium  reabsorption  in  the  loop  of 
Henle,1314  although  an  effect  on  the  prox- 
imal and  distal  tubules  may  also  play  a 
role.5,16, 16 

The  majority  of  reported  side-effects 
after  ethacrynic  acid  have  been  gastro- 
intestinal, consisting  primarily  of  nausea, 
vomiting,  diarrhea,  and  epigastric  pain.4,8 
Disturbances  of  acid-base  balance  with 
volume  and  electrolyte  depletion  have  also 
been  described.5,7  Hypokalemic,  hypo- 
chloremic alkalosis  has  been  reported  after 
ethacrynic  acid  administration.6,17,18 
Other  side-effects,  such  as  leukopenia,19 
agranulocytosis,18  and  hyperuricemia,5,16 
have  been  noted. 

We  have  studied  ethacrynic  acid  in  20 
patients  with  refractory  edema  and  can 


amply  confirm  its  potency.  It  is  our  pur- 
pose to  report  two  instances  of  severe  unto- 
ward reactions  following  the  use  of  this 
agent.  One  patient  developed  acute  necro- 
tizing pancreatitis.  A second  developed 
marked  volume  and  electrolyte  depletion 
with  fatal  arrhythmia. 

Case  reports 

Case  1.  The  patient  was  a seventy- 
three-year-old  physician  who  had  had  a 
history  of  angina  on  effort  for  twenty-five 
years,  progressing  to  status  anginosus. 
During  the  two  years  prior  to  admission,  he 
developed  congestive  heart  failure  with 
episodes  of  pulmonary  edema,  hydrothorax, 
hepatomegaly,  edema,  and  paroxysmal 
atrial  fibrillation.  He  had  severe  anorexia 
and  weight  loss  of  30  pounds.  There  was  no 
history  of  alcoholism  or  gallbladder  disease. 
Treatment  consisted  of  digoxin,  intermit- 
tentmercurial  injections,  and  chlorothiazide, 
to  which  he  had  become  relatively  resistant. 
He  was  admitted  in  severe  congestive  heart 
failure  with  respiratory  distress  and  ir- 
ritability. 

Physical  examination  revealed  an  elderly 
white  male  lying  in  bed  at  a 45-degree 
angle,  tachypneic,  and  slightly  cyanotic. 
Blood  pressure  was  140/80,  pulse  rate  98 
per  minute  and  regular,  and  respiratory 
rate  28  per  minute.  Neck  veins  were  dis- 
tended and  filled  from  below.  The  heart 
was  markedly  enlarged  to  the  left,  and  a 
loud  systolic  apical  murmur  with  axillary 
transmission  was  heard.  The  lungs  were 
dull  at  the  bases,  and  bilateral  basilar  rales 
were  audible.  There  was  ascites  and  2 plus 
ankle  and  pretibial  edema.  The  liver  was 
palpable  4 cm.  below  the  right  costal  margin. 
Hematocrit  on  admission  was  36,  white 
blood  cell  count  9,200  with  a slight  shift  to 
the  left.  Blood  urea  nitrogen  varied  be- 
tween 19  and  29  mg.  per  100  ml.  Serum 
electrolytes  and  carbon  dioxide  content 
were  initially  within  normal  limits.  Ic- 
terus index  was  53  units,  and  serum  bili- 
rubin was  1.9  mg.  per  100  ml.  Serum 
glutamic  oxalacetic  transaminase  was  200 
units.  Serum  lactic  dehydrogenase  ranged 
from  260  to  560  units.  Total  serum 
cholesterol  was  250  mg.  per  100  ml.  Serum 
alkaline  phosphatase,  prothrombin  time, 
total  protein,  and  albumin- globulin  ratio 
were  within  normal  limits.  Uric  acid  was 
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7.4  mg.  per  100  ml.  A chest  x-ray  film 
taken  on  admission  showed  cardiomegaly 
and  congestive  heart  failure.  An  electro- 
cardiogram revealed  a regular  sinus  rhythm 
with  marked  subendocardial  injury  and  old 
anteroseptal  infarction. 

After  five  days  of  bed  rest  with  only 
minimal  improvement,  the  patient  was 
given  2 ml.  of  meralluride  intramuscularly 
and  lost  3 pounds.  His  respiratory  symp- 
toms were  transiently  relieved  but  rapidly 
recurred,  at  which  time  ethacrynic  acid,  50 
mg.  by  mouth  twice  daily  and  spirono- 
lactone, 25  mg.  by  mouth  three  times  a day, 
were  begun.  The  patient  lost  5 pounds 
during  a five-day  period.  On  the  sixth  day 
of  ethacrynic  acid  administration,  he  com- 
plained of  boring,  epigastric,  and  perium- 
bilical pain,  intermittently  severe,  as- 
sociated with  pyrosis;  a feeling  of  bloating; 
and  occasional  vomiting.  Physical  examina- 
tion revealed  abdominal  distention  but  no 
significant  tenderness.  Antacids  failed  to 
relieve  the  symptoms  significantly.  X-ray 
films  of  the  abdomen  revealed  no  abnor- 
malities, and  a gastrointestinal  series 
showed  only  some  compression  of  the  lesser 
curvature  of  the  stomach  thought  to  be 
due  to  an  enlarged  liver.  Serum  amylase 
at  this  time  was  34  Somogyi  units  (normal, 
70  to  140).  Serum  calcium  was  9.2  mg.  per 
100  ml.  Serum  potassium  had  decreased 
from  5.6  to  3.9  mEq.  per  liter,  and  serum 
carbon  dioxide  content  had  increased  from 
22  to  34  mEq.  per  liter  during  ethacrynic 
acid  and  spironolactone  therapy. 

The  ethacrynic  acid  was  discontinued 
after  ten  days,  and  the  abdominal  pain  and 
distention  disappeared  three  days  there- 
after. Subsequently,  his  congestive  heart 
failure  worsened,  and  eight  days  after  his 
last  dose  of  ethacrynic  acid  the  drug  was 
again  given  in  a dose  of  100  mg.  twice  daily. 
He  lost  3 pounds  of  weight  and  doubled  his 
urine  output  during  the  next  day.  His 
dyspnea  and  tachypnea  decreased.  On 
the  second  day  of  drug  administration,  he 
began  once  more  to  complain  of  epigastric 
pain.  The  pain  was  again  boring  in  nature 
and,  at  times,  was  quite  severe.  The 
patient  could  find  no  comfortable  position 
to  relieve  his  pain.  Despite  the  epigastric 
pain,  administration  of  the  drug  was  con- 
tinued because  of  the  good  diuretic  response. 
On  the  fourth  day  of  drug  administration, 
nodal  tachycardia  developed  which,  after 


FIGURE  1.  Case  1.  Acute  pancreatitis  with  fat 
necrosis.  Squamous  metaplasia  of  lining  epithe- 
lium of  pancreatic  duct  seen  in  upper  left. 


the  administration  of  70  mEq.  per  liter  of 
potassium  chloride  intravenously,  changed 
to  auricular-ventricular  dissociation  with 
interference  beats.  The  ethacrynic  acid 
was  discontinued . The  patient  subsequently 
developed  a ventricular  tachycardia  and 
died  thirty-six  hours  after  the  last  dose  of 
ethacrynic  acid. 

Postmortem  examination  revealed  acute 
necrotizing  nonhemorrhagic  pancreatitis. 
The  pancreas  was  large  (245  Gm.)  and  was 
markedly  edematous.  Many  areas  of  fat 
necrosis,  gray-yellow  in  color,  ranging 
from  0.5-  to  1-cm.  in  size,  were  observed. 
The  main  pancreatic  duct  was  patent,  but 
the  lumen  contained  some  inspissated 
material.  Hemorrhage  was  minimal. 
Microscopic  examination  revealed  a 
partially  obscured  lobular  pattern.  There 
was  acute  pancreatitis  with  fat  necrosis, 
acute  inflammatory  infiltration  of  the 
interlobular  and  periacinal  stroma,  and 
considerable  squamous  metaplasia  of  the 
lining  epithelium.  The  small  arteries  and 
arterioles  were  thick  walled  (Fig.  1). 

The  heart  was  markedly  enlarged,  weigh- 
ing 495  Gm.,  and  revealed  infarction  of  the 
intraventricular  septum  and  anterolateral 
left  ventricle.  There  was  calcification  in 
the  annulus  fibrosus  of  the  mitral  valve, 
recent  hemorrhage  in  the  atrioventricular 
node,  and  coronary  thrombosis  with  cal- 
cification and  recanalization.  There  was 
generalized  arteriosclerosis  with  particular 
involvement  of  the  aorta,  carotid,  iliac,  and 
coronary  arteries.  The  liver  weighed 
430  Gm.  and  revealed  chronic  passive  con- 
gestion. The  gallbladder  was  free  of  stones. 
The  biliary  tree  and  the  parathyroid  glands 
were  unremarkable. 
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Comment.  This  patient,  with  severe 
heart  disease,  responded  moderately  well  to 
ethacrynic  acid.  Acute  pancreatitis,  man- 
ifested by  epigastric  pain  and  abdominal 
distention,  followed  ethacrynic  acid  ad- 
ministration. When  the  drug  was  dis- 
continued, the  abdominal  symptoms  and 
signs  disappeared,  only  to  recur  when 
ethacrynic  acid  was  reinstituted.  At 
autopsy  severe  acute  necrotizing  pancre- 
atitis was  found. 

Case  2.  The  patient  was  a fifty-six- 
year-old  white  male  who  had  severe  rheu- 
matic heart  disease  with  calcific  aortic 
stenosis,  aortic  insufficiency,  and  congestive 
heart  failure.  He  suffered  frequent  anginal 
episodes.  He  had  been  treated  with 
hydrochlorothiazide,  50  mg.  twice  daily; 
digoxin,  0.25  mg.  daily;  spironolactone,  25 
mg.  three  times  a day;  and  frequent  nitro- 
glycerin tablets  sublingually.  On  ad- 
mission to  the  hospital,  he  had  severe  pul- 
monary edema.  Blood  pressure  was  135 /65, 
pulse  88  per  minute  and  regular.  His  lips 
were  cyanotic,  and  the  neck  veins  were 
distended  and  filled  from  below.  Res- 
piratory rate  was  30  per  minute.  Examina- 
tion of  the  lungs  revealed  inspiratory  rales 
and  rhonchi  almost  completely  filling  the 
chest.  The  heart  was  enlarged  to  the  left. 
There  was  a thrill  in  the  aortic  area  with  a 
very  loud  systolic  murmur  radiating  to  the 
neck  and  right  scapula.  A loud  systolic 
murmur  was  audible  at  the  apex.  Examina- 
tion of  the  abdomen  revealed  the  liver  to  be 
slightly  tender  and  palpable  5 cm.  below  the 
right  costal  margin.  There  was  1 to  2 plus 
edema  of  the  ankles. 

The  hematocrit  on  admission  was  49 
and  the  white  blood  cell  count  9,600,  with 
a normal  differential.  Venous  pressure 
ranged  from  230  to  280  ml.  of  water.  Serum 
carbon  dioxide  content  on  admission  was 
27  mM.  per  liter,  serum  chloride  con- 
centration was  93  mEq.  per  liter,  serum 
sodium  concentration  was  134  mEq.  per 
liter,  and  serum  potassium  was  4.3  mEq. 
per  liter.  Serum  glutamic  oxalacetic  trans- 
aminase was  166  units,  and  lactic  dehydro- 
genase was  180  units.  The  blood  urea  nitro- 
gen on  admission  was  53  mg.  per  100  ml. 
Electrocardiogram  showed  a bilateral 
bundle-branch  block,  left  ventricular  hyper- 
trophy, and  probable  old  anterior  myo- 
cardial infarction. 
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FIGURE  2.  Case  2.  Effect  of  ethacrynic  acid  on 
urine  electrolytes  and  volume.  Urinary  potassium 
and  chloride  not  recorded  for  day  2. 


Despite  a phlebotomy  of  1,200  ml.  of 
blood  in  a three-hour  period,  the  patient 
failed  to  improve.  He  was  given  50  mg.  of 
ethacrynic  acid  intravenously  but  had  a 
urinary  output  of  only  50  ml.  in  two  hours. 
A second  intravenous  dose  of  50  mg. 
ethacrynic  acid  was  then  given  resulting  in 
a urine  output  of  1,800  ml.  in  six  hours  with 
concomitant  clinical  improvement.  He 
was  then  given  200  mg.  of  ethacrynic  acid 
orally,  followed  by  50  mg.  every  eight  hours 
for  two  more  days.  The  improvement  of 
his  respiratory  symptoms  was  followed  by 
progressive  obtundation. 

The  urine  output  during  the  two  days  of 
oral  ethacrynic  acid  therapy  totaled  10.5  L. 
The  patient’s  weight  fell  from  155  to  140 
pounds.  During  this  forty-eight-hour 
period,  his  urinary  excretion  of  sodium 
and  chloride  increased  markedly.  Urinary 
potassium  increased  moderately  (Fig.  2). 
Serum  sodium  decreased  from  135  to  125 
mEq.  per  liter,  serum  chloride  fell  from  94 
to  73  mEq.  per  liter,  and  serum  potassium 
also  fell  from  4.3  to  3.6  mEq.  per  liter. 
Serum  carbon  dioxide  content  rose  from  26 
to  38  mEq.  per  liter  (Fig.  3).  The  blood 
urea  nitrogen  which  was  50  mg.  per  100 
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ml.  on  admission,  rose  to  100  mg.  per  100 
ml.  On  the  third  hospital  day  he  com- 
plained of  severe  supra-umbilical  pain, 
following  which  his  blood  pressure  dropped 
and  was  soon  unobtainable.  He  then 
developed  ventricular  tachycardia  and 
fibrillation  and  died. 

Postmortem  examination  revealed  cor 
bovinum  with  primarily  left  ventricular 
hypertrophy.  The  heart  weighed  1,100 
Gm.  There  was  marked  aortic  stenosis 
and  insufficiency  with  extensive  valvular 
calcification.  There  was  mild  involvement 
of  the  mitral  valve  with  calcification  of  the 
mitral  ring.  Microscopic  examination  of 
heart  sections  revealed  marked  myocardial 
hypertrophy  and  focal  areas  of  fibrosis. 
The  lungs  revealed  severe  edema,  arterio- 
sclerosis, chronic  passive  congestion,  and 
areas  of  bronchopneumonia. 

There  was  marked  generalized  arterio- 
scerosis  involving  principally  the  coronary 
arteries,  renal  arteries,  and  mesenteric 
arteries.  The  spleen  and  viscera  were  con- 
gested. The  pancreas,  gallbladder,  and 
parathyroids  were  unremarkable. 

Comment.  This  patient  with  severe 
underlying  heart  disease  responded  to 
intravenous  ethacrynic  acid  with  massive 
diuresis  and  concomitant  severe  hypo- 
kalemic, hypochloremic  alkalosis.  The 
rapid  overwhelming  response  most  likely 
precipitated  the  ventricular  tachycardia  in 
this  digitalized  patient.  In  view  of  the 
severe  underlying  decompensated  heart 
disease,  it  is  questionable  whether  or  not 
rapid  replacement  of  fluid  and  electrolytes 
would  have  altered  the  outcome. 

Comment 

The  remarkable  potency  of  ethacrynic 
acid  has  been  demonstrated  and  confirmed. 
There  are  isolated  reports  of  side-effects 
such  as  agranulocytosis,18  cholestatic  jaun- 
dice, hypoglycemia,4  hyperuricemia,617 
acute  gout,10  and  hepatic  decompensation 
in  patients  with  cirrhosis.3  4 20  However, 
gastrointestinal  side-effects  consisting  of 
epigastric  pain,  nausea,  vomiting,  and 
diarrhea  have  been  the  most  frequent 
accompanying  reactions,  occasionally  re- 
quiring cessation  of  therapy.4'8  The  re- 
actions often  subsided  after  the  drug  was 
discontinued.  These  side-effects  have  been 
related  to  high  dosage,  but  Hagedorn, 
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FIGURE  3.  Case  2.  Effect  of  ethacrynic  acid  on 
serum  electrolytes. 


Kaplan,  and  Hulet8  noted  the  recurrence 
of  symptoms  with  single  50-mg.  doses  of 
ethacrynic  acid.  No  mention  was  made  of 
serum  amylase,  lipase,  or  calcium  during  the 
episodes  of  gastrointestinal  disturbances. 
The  finding  of  necrotizing  pancreatitis  in 
one  of  our  patients  raises  the  possibility 
that  some  of  the  patients  with  gastro- 
intestinal manifestations  reported  by  others 
may  have  been  suffering  from  pancreatitis. 
Their  clinical  course  would  thus  parallel 
the  instances  of  pancreatitis  reported  in 
patients  receiving  chlorothiazide21  or  chlor- 
thalidone.22 

Rapid  depletion  of  volume  and 
electrolytes  by  ethacrynic  acid  administra- 
tion has  been  noted  previously.6'7  The 
effectiveness  of  ethacrynic  acid  in  high 
doses  even  at  low  glomerular  filtration 
rates  increases  the  likelihood  of  volume 
depletion.  The  development  of  hypo- 
kalemic, hypochloremic  alkalosis  has  been 
emphasized  by  Cannon  et  al.s  and  others17 
and  is  secondary  to  the  loss  of  potassium 
and  hydrogen  accompanying  the  natriuresis 
and  chloruresis.  The  kaluresis  may  in  part 
be  due  to  increased  sodium-potassium 
exchange  brought  about  by  delivery  of 
more  sodium  to  the  distal  convoluted 
tubules  as  well  as  secondary  hyperaldo- 
steronism due  to  contraction  of  extra- 
cellular volume.  In  our  second  patient  the 
metabolic  alkalosis  with  rise  in  serum  bi- 
carbonate was  probably  due  more  to 
hydrogen  than  potassium  loss,  although 
kaluresis  was  significant.  The  combination 
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of  rapid  volume  and  electrolyte  loss  un- 
doubtedly contributed  to  the  patient’s 
demise.  Daley  and  Evans12  discussed  a 
patient  with  cor  pulmonale  in  whom  a 
single  dose  of  150  mg.  of  ethacrynic  acid 
induced  an  enormous  diuresis  with  loss  of 
12.73  Kg.  in  weight  during  twenty-four 
hours.  The  patient  died  suddenly,  and  it 
was  suggested  that  the  magnitude  of  diure- 
sis contributed  to  his  death.  As  cited  by 
Hagedorn,  Kaplan,  and  Hulet8  and  others12 
and  evinced  by  the  outcome  of  therapy  in 
our  patient,  such  circumstances  emphasize 
the  need  for  cautious  drug  administration 
and  continuous  close  monitoring  of  volume 
and  electrolytes  in  such  patients. 

Two  other  untoward  manifestations, 
possibly  related  to  ethacrynic  acid  therapy, 
were  noted  by  us.  One  patient,  a fifty-six- 
year-old  male  with  rheumatic  heart  disease, 
was  admitted  in  moderate  congestive 
heart  failure.  Because  of  relative  re- 
fractoriness to  mercurials  and  thiazides, 
he  was  treated  with  50  mg.  ethacrynic  acid 
twice  daily.  On  the  third  day  of  drug 
administration,  he  complained  of  a feeling 
of  fullness  in  both  ears  with  loss  of  hearing. 
He  had  no  tinnitus,  vertigo,  or  nystagmus. 
Gross  evaluation  revealed  a marked  hearing 
deficit.  These  symptoms  and  signs  dis- 
appeared five  days  after  the  drug  was  dis- 
continued. 

Transient  hearing  loss  has  been  recently 
reported.423  Schneider  and  Becker23 
suggested  that  the  hearing  loss  in  their 
patients  may  have  been  caused  by  a me- 
tabolite of  ethacrynic  acid,acysteineadduct, 
abnormally  retained  in  patients  with  ad- 
vanced renal  impairment.  Our  patient, 
however,  had  no  clinical  or  laboratory 
evidence  of  significant  renal  impairment. 

Another  one  of  our  patients,  a twenty- 
nine-year-old  Negro  female  with  systemic 
lupus  erythematosus  and  nephrotic 
syndrome,  developed  severe  acute  myositis 
of  the  lower  extremities  following  the 
administration  of  ethacrynic  acid.  De- 
spite this  temporal  relationship,  the  myosi- 
tis could  not  be  definitely  attributed  to  the 
drug. 

Summary 

Two  patients  with  refractory  edema 
treated  with  ethacrynic  acid  manifested 
severe  clinical  complications.  One  patient 
developed  acute  necrotizing  pancreatitis. 


The  second  patient  responded  to  ethacrynic 
acid  with  an  enormous  diuresis  and  marked 
volume  and  electrolyte  depletion  with  sub- 
sequent ventricular  fibrillation.  Other 
untoward  reactions  of  lesser  importance 
are  described. 
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Aneurysm  of  the  portal  vein  is  rare. 
Agnogenic  myeloid  metaplasia  is  uncom- 
mon. Their  simultaneous  occurrence  in 
the  absence  of  portal  hypertension  is  unique 
and  unrecorded  in  the  literature.  This 
report  annotates  such  a case. 

Case  report 

A fifty-five-year-old  woman  was  ad- 
mitted to  St.  Vincent’s  Hospital  on  May 
25,  1965,  because  of  progressive  swelling 
of  the  abdomen,  pain  in  the  left  upper 
quadrant,  and  easy  bruising  of  the  skin 
during  the  previous  twelve  months.  Phys- 
ical examination  revealed  a well-nourished 
patient.  Blood  pressure  equalled  180/90 
mm.  Hg.  The  peripheral  lymph  nodes 
were  not  enlarged,  and  jaundice  was  ab- 
sent. The  spleen  was  massively  enlarged, 
extended  to  the  iliac  crest  and  beyond  the 
midline  of  the  abdomen.  The  liver  was 
palpable  2 fingerbreadths  below  the  costal 
margin.  The  superficial  abdominal  veins 
were  not  dilated. 

The  hemoglobin  was  14  Gm.  per  100 
ml.,  hematocrit  44,  white  blood  cell  count 
15,000  per  cubic  milliliter,  and  platelets 
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258,000  per  cubic  milliliter.  The  periph- 
eral blood  smear  showed  polymorpho- 
nuclear neutrophils  50,  bands  21,  eosino- 
phils 1,  myelocytes  10,  metamyelocytes 
7,  and  lymphocytes  11  per  cent.  Red  cell 
morphology  was:  anisocytosis  2 plus, 

poikilocytosis  1 plus,  polychromatophilia 
1 plus;  target  cell  spherocytes,  normo- 
blasts, microcytes,  and  macrocytes.  Bone 
marrow  aspirations  from  the  iliac  bone  and 
sternum  respectively  yielded  little  ma- 
terial. Occasional  granulocytes,  erythroid 
elements,  and  plasma  cells  were  seen. 
Megakaryocytes  and  platelet  groups  were 
present.  A diagnosis  of  agnogenic  myeloid 
metaplasia  was  made  on  the  basis  of  the 
peripheral  blood  picture,  scant  marrow 
yield,  and  hypocellular  preparations  (dry 
taps). 

Other  laboratory  studies  were:  pro- 

thrombin time  16.1  seconds,  control  14.1 
seconds;  coagulation  and  bleeding  times 
4 and  3.2  minutes  respectively;  total  bili- 
rubin 0.9  mg.  per  100  ml.;  albumin  3.7 
Gm.  per  100  ml.;  globulin  4.2  Gm.  per 
100  ml.;  blood  urea  nitrogen  16  mg.  per 
100  ml.;  cephalin  flocculation  4 plus; 
thymol  turbidity  6 units;  serum  glutamic 
oxalopyruvic  transaminase  32  units;  serum 
glutamic  pyruvic  transaminase  19  units; 
and  sulfobromophthalein  sodium  test  1.1 
per  cent  retention  at  forty-five  minutes. 

Lienoscintographic  examination  using 
denatured  red  cells  tagged  with  radio- 
chromium-51 revealed  huge  enlargement 
of  the  spleen  but  with  an  uneven  uptake 
suggesting  the  possibility  of  neoplastic 
infiltration  as  by  lymphoma.  A gastro- 
intestinal series  disclosed  marked  displace- 
ment of  the  stomach  to  the  right  and  ex- 
trinsic pressure  on  its  lesser  curvature  pro- 
duced by  an  enlarged  spleen  and  liver 
respectively.  Barium  study  of  the  esoph- 
agus showed  no  varices. 

Splenoportogram.  Examination  in 
routine  serial  manner  was  done  during  and 
following  injection  of  40  cc.  of  sodium  and 
meglumine  diatrizoates  (Hypaque-M  75 
per  cent)  solution.  The  corrected  splenic 
pulp  pressure  equalled  230  mm.  saline. 
The  splenic  and  portal  veins  were  promptly 
visualized  in  addition  to  a large  aneurysm 
which  arose  from  the  splenoportal  axis  and 
measured  11.5  cm.  in  diameter  (Fig.  1A). 
The  aneurysmal  sac  densely  filled  with  con- 
trast medium  and  also  emptied  quite 


June  1,  1967  / New  York  State  Journal  of  Medicine  1443 


FIGURE  1.  Splenoportograms.  (A)  Eight  seconds  after  injection  of  dye  into  splenic  pulp.  Tortuous 
splenic  vein  visualized.  Just  beyond  its  union  with  portal  vein,  large  saccular  well-opacified  aneurysm 
arises  from  portal  trunk.  (B)  Sixteen  seconds  after  injection  of  dye  into  spleen.  Aneurysm  less 
opaque,  having  expelled  contrast  medium  into  portal  vein.  Aneurysm  appears  suspended  from  distal 
end  of  portal  trunk. 


readily.  In  the  film  taken  at  the  sixteen- 
second  interval,  the  splenic  vein  was  no 
longer  visualized,  and  the  opaque  medium 
had  partially  been  evacuated  from  the 
large  aneurysm  into  the  portal  vein  (Fig. 
IB).  Ultimately  the  aneurysm  emptied 
completely  of  the  dye.  No  evidence  of 
collateral  vein  formation  was  observed. 
The  hepatic  vasculogram  phase  was  de- 
layed in  appearance  due  to  puddling  of  a 
large  amount  of  dye  within  the  aneurysm. 

The  operation  was  undertaken  on  the 
tenth  hospital  day.  The  spleen  was  greatly 
enlarged,  reached  the  iliac  crest,  and  crossed 
the  midline.  The  liver  was  enlarged  2 
cm.  below  the  rib  margin.  The  abnormality 
demonstrated  on  the  splenoportogram 
proved  to  be  a large  saccular  aneurysm 
that  arose  from  the  portal  vein  just  beyond 
its  junction  with  the  splenic  vein.  It 
measured  8 cm.  in  its  transverse  diameter, 
was  purple  in  color,  and  very  thin-walled 
so  that  extreme  caution  had  to  be  exercised 
to  avoid  rupture  during  manual  examina- 
tion. Splenectomy  was  performed.  The 
aneurysm  was  left  undisturbed  since  ex- 
cision was  deemed  hazardous  and  decom- 
pression by  a venovenous  shunt  not  in- 
dicated in  the  absence  of  portal  hyperten- 
sion. A biopsy  of  the  liver  was  taken. 

Pathology.  The  spleen  after  removal 
measures  25  by  15  by  5 cm.  in  its  greatest 
dimensions.  Histologically,  the  splenic 
architecture  is  moderately  well  maintained. 


The  follicles  are  relatively  scanty,  and  the 
sinuses  are  well  defined  and  have  prominent 
ovoid  littoral  cells.  Many  contain  hema- 
topoietic elements.  These  include  mem- 
bers of  the  erythroid  and  myeloid  series 
and  megakaryocytes.  The  cellular  ele- 
ments are  essentially  isomorphous  for 
their  respective  types.  There  is  no  evi- 
dence of  necrosis  or  unusual  fibrosis.  The 
hepatic  tissue  removed  by  biopsy  has  a 
well-defined  lobular  architecture.  There 
is  no  evidence  of  cholestasis,  fibrosis,  or 
necrosis.  Occasional  megakaryocytes  and 
hematopoietic  cellular  elements  are  evident 
in  some  of  the  sinusoids.  The  cellular 
elements  are  isomorphous  for  their  in- 
dividual types.  The  impression  was  (1) 
splenomegaly  with  extramedullary  hema- 
topoiesis, myeloid  metaplasia,  and  con- 
gestion; and  (2)  hepatic  tissue  with  extra- 
medullary hematopoiesis  and  myeloid  meta- 
plasia. 

The  postoperative  course  was  character- 
ized by  a progressive  and  marked  increase 
in  blood  platelets  which  by  the  seventh 
day  numbered  1,796,000  per  cubic  mil- 
limeter. Since  the  thrombocythemia  could 
initiate  mesenteric  venous  thrombosis,  an- 
ticoagulant therapy  with  heparin  and 
warfarin  sodium  (Coumadin)  was  begun. 
The  patient  was  exceptionally  sensitive 
to  modest  doses  of  these  drugs.  On  the 
ninth  postoperative  day,  the  prothrombin 
time  was  much  prolonged  and  was  80.4 
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seconds,  control  14.6  seconds.  A bleeding 
tendency  characterized  by  epistaxis  and 
gastrointestinal  hemorrhage  soon  occurred. 
This  was  controlled  by  discontinuing  the 
anticoagulant  agents  and  administering 
fresh  blood.  The  prothrombin  time  re- 
turned to  normal  by  the  nineteenth  post- 
operative day.  Nevertheless,  the  plate- 
lets continued  to  be  elevated  and  equaled 
599,400  per  cubic  millimeter  at  the 
twentieth  postoperative  day.  She  was  dis- 
charged ten  days  thereafter.  Five  months 
after  surgery  the  patient  suddenly  died 
in  her  home  from  an  “acute  heart  attack.” 
An  autopsy  was  not  performed. 

Comment 

Agnogenic  myeloid  metaplasia  is  a chronic 
myeloproliferative  disorder  of  unknown 
cause  characterized  by  extramedullary 
hematopoiesis  predominately  in  the  spleen, 
liver,  and  other  organs.  The  symptoms 
are  usually  dependent  on  the  concomitant 
anemia  and  very  large  spleen.  Hematolog- 
ically,  there  is  a proliferation  of  primitive 
mesenchymal  cells  and  their  derived  cell 
types  as  well  as  fibroblasts  and  osteoblasts. 
Immature  granulocytes  and  nucleated  ery- 
throcytes are  present  in  the  peripheral 
blood  which  also  manifests  anemia  with 
variations  in  size  and  shape  of  the  red 
cells.  The  white  blood  count  is  often 
elevated  as  well  as  the  platelets  which  have 
an  abnormal  form.  The  bone  marrow  is 
usually  hypocellular,  and  all  cell  elements 
participate  in  the  hematopoietic  prolifera- 
tion although  one  or  another  cell  type  may 
predominate.  Agnogenic  myeloid  meta- 
plasia is  frequently  confused  with  chronic 
granulocytic  leukemia.  The  differentiating 
points  are  the  absence  of  leukemic  changes 
in  the  bone  marrow  and  especially  signs 
of  active  extramedullary  hemogenesis  in 
the  spleen.  The  disease  shows  a wide 
range  of  clinical  manifestations  and  sever- 
ity, from  relatively  short  leukemia-like 
courses  to  situations  in  which  the  myeloid 
metaplasia  may  be  present  for  many  years 
as  a more  or  less  incidental  finding. 

There  is  no  specific  treatment.  Splenec- 
tomy does  not  influence  the  clinical  course. 
On  the  contrary,  removal  of  the  spleen 
may  be  followed  by  pronounced  throm- 
bocythemia  that  is  commonly  associated 
with  hemorrhagic  or  thrombotic  pheno- 


mena or  both.  Meilleur  and  Meyers1 
report  6 cases  in  which  such  complications 
ensued  after  splenectomy  and  describe 
the  pathogenesis  of  these  sequelae.  In 
5 of  the  patients  small  doses  of  radioactive 
phosphorus  suppressed  platelet  formation 
and  thereby  controlled  the  thrombocytosis 
with  a beneficial  effect  on  the  hemorrhagic 
or  thrombotic  phenomena.  Because  time 
was  an  important  factor,  we  rather  elected 
to  use  anticoagulant  agents  as  a prophy- 
lactic measure  against  venous  thrombus 
formation. 

Portal  hypertension  has  been  reported  in 
patients  with  myeloid  metaplasia.  Wyatt 
and  Sommers2  demonstrated  esophageal 
and  gastric  varices  in  a patient  who  had 
experienced  repeated  hematemesis  over 
a period  of  fifteen  years  and  had  spleno- 
megaly with  focal  pipe  stem  calcification 
at  necropsy.  Two  additional  patients  in 
their  series  had  marked  dilatation  of  the 
splenic,  gastric,  and  esophageal  veins.  In 
Hunt’s3  case,  the  portal  pressure  equaled 
390  mm.  of  water.  Other  case  references 
will  be  mentioned. 

The  average  diameter  of  the  normal 
portal  vein  equals  1 cm.  with  the  range  ol 
0.7  to  1.59  cm.  Under  the  stress  of  portal 
hypertension,  this  vessel  enlarges  but 
seldom  exceeds  a width  of  2 cm.  Dilata- 
tion much  beyond  this  dimension  may 
properly  be  classified  as  aneurysmal  es- 
pecially if  the  vein  outline  assumes  a fusi- 
form or  saccular  configuration.  Such  an 
abnormal  entity  is  rare.  Leonsins  and 
Siew’s4  patient  had  postnecrotic  cirrhosis 
and  a history  of  portal  hypertension  over 
a period  of  at  least  twenty-one  years.  He 
succumbed  from  repeated  variceal  hemor- 
rhage. At  autopsy  a fusiform  aneurysm 
of  the  portal  vein  was  noted  which 
measured  8 cm.  long  and  4 cm.  wide.  It 
extended  from  the  porta  hepatis  to  the 
inferior  border  of  the  pancreas,  was  the 
seat  of  marked  phlebosclerosis,  and  con- 
tained an  antemortem  thrombus.  Barzilai 
and  Kleckner5  describe  a 2-cm.  saccular 
aneurysm  of  the  right  branch  of  the  portal 
vein,  also  in  a patient  with  postnecrotic 
cirrhosis.  It  arose  from  the  base  of  the 
middle  third  of  a thrombus  which  partially 
occluded  the  vein  lumen.  The  aneurysm 
had  ruptured  into  the  contiguous  bile 
duct  producing  a hemocholecyst  and  re- 
sulted in  profuse  gastrointestinal  hemor- 


June  1,  1967  / New  York  State  Journal  of  Medicine  1445 


rhage.  The  saccular  aneurysm  reported 
by  Hermann  and  Shafer6  was  similar  in 
configuration  and  site  of  origin  to  our  case 
and  measured  4 by  6 cm.  Portal  hyper- 
tension and  an  indeterminate  liver  disorder 
were  present,  and  the  patient  had  bled  from 
varices.  A side-to-side  portacaval  shunt 
was  constructed  between  the  aneurysm 
and  inferior  vena  cava. 

The  essential  cause  of  an  aneurysm  is  a 
weakness  or  defect  of  the  vessel  wall  which 
may  or  may  not  be  associated  with  a 
heightened  blood  pressure.  Increased 
portal  tension  and  venous  thrombosis  were 
present  in  the  cases  of  Leonsins  and  Siew,4 
Barzilai  and  Kleckner,5  and  Hermann 
and  Shafer.6  Portal  hypertension,  350 
mm.  of  water,  was  recorded  in  a case  of 
myeloid  metaplasia  cited  by  Oishi  et  al.1 
A portacaval  shunt  was  constructed  be- 
cause of  recurring  massive  varix  hemor- 
rhage. At  operation  the  portal  vein  was 
noted  to  be  “markedly  enlarged.”  In 
the  absence  of  definite  intra-  or  extrahepatic 
obstruction  to  portal  flow,  these  authors, 
as  had  Hunt,3  postulated  an  increased 
flow  of  blood  through  the  splenoportal 
system  as  the  hemodynamic  factor  in  the 
genesis  of  the  portal  hypertension.  It  is 
believed  that  the  associated  splenopathy 
permits  an  excess  quantity  of  blood  to  be 
filtered  through  the  spleen  and  to  flood 
the  portal  circulation  elevating  its  ten- 
sion, which  is  interpreted  as  a “forward” 
and  not  “back  pressure”  type  of  hyperten- 
sion. 

Shaldon  and  Sherlock8  report  the  as- 
sociation of  portal  hypertension  in  4 pa- 
tients with  the  myeloproliferative  syn- 
drome, 2 with  hemorrhagic  thrombocy- 
themia,  1 with  chronic  myeloid  leukemia, 
and  1 with  myelosclerosis;  and  in  2 pa- 
tients with  reticulosis,  1 with  Hodgkin’s 
disease  and  1 with  Letterer-Siew  disease. 
In  3 the  portal  hypertension  was  due  to  an 
extrahepatic  portal  bed  block  associated 
with  an  increased  tendency  to  venous 
thrombosis.  In  the  other  3 patients,  in- 
cluding the  case  of  myelosclerosis  or  agno- 
genic  metaplasia,  no  obstruction  to  portal 
or  splenic  venous  flow  was  present.  How- 
ever, cellular  infiltrates  or  fibrosis  were 
discernible  in  the  portal  zones  within  the 
liver.  In  the  patient  with  myeloid  meta- 
plasia, liver  biopsy  disclosed  massive  in- 
filtration of  the  sinusoids  of  the  portal  are  as 


with  extramedullary  hematopoietic  cells. 
Measurement  of  the  splenic  pulp  pressure, 
wedge  and  free  hepatic  vein  pressures, 
postsinusoidal  resistance,  and  estimated 
hepatic  blood  flow  indicated  that  the  portal 
hypertension  in  those  patients  with  gross 
splenomegaly  and  no  extrahepatic  block 
could  not  be  due  to  an  increase  in  portal 
blood  flow — that  is  a “forward”  type  of 
portal  hypertension — but  was  rather  con- 
sistent with  a presinusoidal  intrahepatic 
type  of  obstruction  caused  by  cellular 
infiltrates  about  the  portal  zones  within 
the  liver  kindred  to  these  disease  states. 
This  interpretation  conforms  to  our  con- 
cept of  a spastic  or  dynamic  type  of  portal 
hypertension.9 

In  our  case  portal  hypertension  was 
absent  as  indicated  by  a normal  intra- 
splenic  pulp  pressure  and  absence  of  a col- 
lateral venous  circulation  in  the  porto- 
gram. The  aneurysm  may  hence  represent 
an  hereditary  weakness  or  developmental 
anomaly  during  embryologic  evolution  of 
the  portal  vein  from  the  vitelline  veins. 
Developmental  malformations  of  the  portal 
vein,  persistence  of  preneonatal  structures 
such  as  venous  valves  and  ridges,  and 
overzealous  extension  of  the  normal  oblitera- 
tive and  degenerative  process  of  the  um- 
bilical veins  can  give  rise  to  disorders  of 
the  portal  system  expressed  by  thrombosis, 
cavernomatous  formation,  congenital  steno- 
sis, stricture,  agenesis,  or  hypoplasia.9 
Hypoplasia  of  the  portal  system  has  been 
related  to  the  development  of  the  Cruveil- 
hier-Baumgarten  syndrome.  In  a patient 
reported  by  Fraser  and  Brown,10  the  portal 
vein  was  small  and  in  a normal  position 
but  had  accessory  multiple  varicose  sac- 
cules that  communicated  directly  with  the 
splenic  vein.  These  unusual  portal  varices 
represented  a developmental  abnormality 
and  persistence  of  certain  embryonic  and 
fetal  venous  dispositions  from  which  the 
portal  vein  arises.  Cases  have  further- 
more been  reported  in  which  the  portal 
stream  had  been  transmitted  to  the  liver 
in  twin  channels.  Rarely  it  may  enter 
directly  into  the  inferior  vena  cava  without 
passing  through  the  liver. 

The  histopathology  of  the  portal  vein 
in  the  case  of  Leonsins  and  Siew4  showed  an 
advanced  type  of  sclerosis.  It  was  the 
opinion  of  these  authors  that  the  extensive 
fibrosis  caused  much  weakening  and  re- 
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suited  in  progressive  dilatation  of  the  portal 
trunk  with  consequent  aneurysmal  forma- 
tion. Phlebosclerosis  represents  a struc- 
tural reaction  of  the  vein  wall  to  increased 
mechanical  strain  and  generally  is  secon- 
dary to  an  elevated  intraluminal  pressure.9 
Fibrous  tissue  replaces  the  elastic  and 
muscular  elements  of  the  vessel  tunics. 
However,  Borrmann11  was  among  the  first 
to  describe  the  abnormal  features  of  por- 
tal sclerosis  and  to  suggest  that  it  may 
occur  as  an  independent  primary  lesion  due 
to  degenerative,  inflammatory,  or  mechani- 
cal weakening  of  the  vein  wall.  Under 
these  circumstances  even  a normal  venous 
pressure  could  produce  a sufficient  strain 
that  would  implement  these  etiologic 
mechanisms  and  focally  result  in  out- 
pouching of  the  vessel  wall  and  aneurysm 
formation.  Weakening  of  the  portal  trunk 
by  a circumscribed  phlebosclerotic  lesion 
might  be  considered  as  another  possible 
pathogenic  factor  in  the  formation  of  the 
aneurysm  in  our  case. 

Summary 

The  concurrence  of  a large  saccular 
aneurysm  of  the  portal  vein  and  agnogenic 
myeloid  metaplasia  in  the  absence  of  portal 


The  orphan — 
a remaining  problem 

Despite  the  recent  relatively  low  death  rates 
among  adults  of  childbearing  age,  orphanhood 
remains  a problem  of  considerable  magnitude  in 
the  United  States,  according  to  the  Metropolitan 
Life  Insurance  Company.  Estimates  indicate 
that  there  were  3,400,000  orphans  under  eigh- 
teen years  of  age  in  January,  1966.  This  repre- 
sents nearly  5 per  cent  of  our  total  child  popula- 
tion. 

The  burden  of  orphanhood  is  usually  borne  by 
women  who  generally  outlive  their  husbands. 
Of  all  orphans  today,  about  71  per  cent  have 
lost  their  fathers,  about  26.5  per  cent  their 
mothers,  and  about  2.5  per  cent  both  parents. 

In  1964  about  845,000  families  were  broken  by 
the  death  of  a husband  or  wife,  orphaning  over 


hypertension  is  described.  Radiopaque 
demonstration  of  the  aneurysm  was  con- 
firmed by  operation.  Splenectomy  was 
followed  by  marked  thrombocythemia. 
Several  causes  for  the  aneurysmal  forma- 
tion are  discussed. 
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420,000  children  under  age  eighteen.  Although 
the  current  chances  of  death  at  early  adult  ages 
are  relatively  small,  some  119,000  children  lost 
fathers  who  were  under  forty-five  years  of  age. 
It  is  also  significant  that  more  than  93,000  chil- 
dren under  eighteen  survived  fathers  who  died 
at  ages  forty-five  to  fifty-four,  while  70,000  were 
orphaned  by  the  death  of  older  fathers. 

The  greater  risk  of  the  premature  death  of  the 
father  reflects  the  fact  that  mortality  rates  are 
higher  among  husbands  than  among  wives  at 
every  age,  and  the  husband  is  usually  a few  years 
older  than  his  mate 

The  chances  are  46  in  1,000  that  a child  born 
to  a father  twenty-five  years  of  age  will  be  a pa- 
ternal orphan  before  reaching  eighteen.  The 
chances  are  more  than  twice  as  great,  101  in 
1,000,  when  the  father  is  thirty-five  at  the  birth 
of  the  child.  Moreover,  almost  1 in  4 children 
born  to  fathers  forty-five  years  of  age  will  be  a 
paternal  orphan. 
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P ituitary  apoplexy  was  first  described  as 
a clinical  entity  in  1905. 1 The  term  refers 
to  a vascular  catastrophe  occurring  pre- 
dominantly in  pituitary  tumors  with  conse- 
quent necrosis  of  the  gland.  Typically  it 
is  manifested  by  a rapid  increase  in  the  size 
of  the  pituitary  gland  with  distention  and 
frequent  rupture  of  its  capsule  and  com- 
pression of  the  surrounding  structures. 
Uihlein,  Balfour,  and  Donovan,2  in  1956, 
collected  71  cases  and  reported  2 more  of 
their  own;  in  13  cases,  the  hemorrhage  was 
associated  with  radiation  therapy.  In  the 
review  by  Wright,  Ojemann,  and  Drew,  in 
1965, 3 85  cases  were  counted.  The  paucity 
of  reports  gives  a false  impression  about  the 
frequency  of  this  condition.  Muller  and 
Pia4  found  19  instances  of  hemorrhage 
among  270  pituitary  adenomas.  In  the 
Lahey  Clinic  series  of  360  cases  of  pituitary 
tumors  examined  histologically,  about  10 
per  cent  showed  spontaneous  hemorrhagic 
necrosis.5  The  lack  of  familiarity  with  the 
manifestations  of  this  condition,  which  are 
frequently  misinterpreted,  accounts  in  great 

* Present  address:  Servicio  de  Medicina  Interna,  Hospital 
“20  de  Noviembre”  del  ISSSTE,  Mexico,  D.F. 

t Address  as  of  July  1,  1967:  Montefiore  Hospital,  111 
East  210th  Street,  The  Bronx,  New  York  10467. 


part  for  its  infrequent  recognition. 

It  is  the  purpose  of  this  report  to  empha- 
size the  various  clinical  manifestations  of 
pituitary  apoplexy.  The  literature  is  briefly 
reviewed,  and  2 new  cases  are  reported. 

Case  report 

Case  1.  A sixty-one-year-old  Negro 
male  was  admitted  to  Polyclinic  Hospital 
on  April  28,  1963,  with  a history  of  abrupt 
onset  of  right  hemiplegia  six  days  prior  to 
admission.  Past  history  revealed  acro- 
megalic features  since  1947.  Diabetes  mel- 
litus  was  diagnosed  in  1959. 

The  physical  examination  revealed  a fully 
conscious  man  with  acromegalic  features 
and  right  hemiparesis  involving  the  lower 
extremity  predominantly.  Blood  pressure 
was  150/100  mm.  Hg.  The  blood  urea 
nitrogen  was  48  mg.  per  100  ml.,  and  the 
fasting  blood  sugar  ranged  from  140  to  308 
mg.  per  100  ml.  The  iodine-131  thyroid 
uptake  was  6.84  per  cent;  after  30  units  of 
thyroid-stimulating  hormone  the  uptake 
was  58.49  per  cent.  The  spinal  fluid  was 
clear  and  contained  88  mg.  of  protein  per 
100  ml.  Twenty-four-hour  urine  17-hy- 
droxysteroids  were  3.1  mg.  (normal,  2 to  8 
mg.)  and  17-ketosteroids  were  26.5  mg.  and 
18.9  mg.  (normal,  10  to  24  mg.)  Stereo- 
scopic x-ray  films  of  the  skull  demonstrated 
marked  enlargement  of  the  sella  turcica. 
The  visual  acuity  in  the  right  eye  was  20/ 
20;  in  the  left  eye,  20/30.  Examination  of 
the  visual  fields  revealed  a bitemporal  field 
defect  and  peripheral  contraction  of  the 
fields.  The  patient  recovered  and  was  dis- 
charged on  June  19,  1963,  taking  30  mg.  of 
thyroid  and  90  units  of  NPH  insulin  daily. 

In  January,  1964,  he  was  hospitalized 
again  because  of  an  anterolateral  and  pos- 
terior wall  subendocardial  infarction.  His 
blood  pressure  then  dropped  to  106/62  mm. 
Hg.  He  was  readmitted  on  May  6,  1964. 
For  one  week  he  had  been  complaining  of 
severe  pain  behind  the  eyes  and  in  the  back 
of  the  neck  radiating  to  the  vertex  of  the 
skull.  The  night  before  he  entered  the 
hospital,  he  vomited  several  times.  Phys- 
ical examination  revealed  an  acutely  ill 
patient,  conscious,  and  oriented.  His  pulse 
was  62  per  minute,  temperature  98  F.,  and 
blood  pressure  170/105  mm.  Hg.  Mild 
ptosis  of  the  right  upper  eyelid  was  noted. 
The  pupils  and  fundi  were  normal.  There 
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was  mild  weakness  of  the  right  side  of  the 
body.  Hemoglobin  was  12  Gm.  per  100 
ml.,  white  blood  cell  count  8,000,  fasting 
blood  sugar  112  mg.  per  100  ml.,  and  blood 
urea  nitrogen  58  mg.  per  100  ml. 

The  day  after  admission,  May  7,  the 
patient  complained  of  severe  frontal  head- 
ache and  vomited.  The  blood  pressure 
rose  to  220/140  mm.  Hg.  That  evening  he 
showed  signs  of  acute  left  heart  failure 
and  was  given  digoxin.  On  the  following 
day  he  became  semicomatose,  the  tem- 
perature rose  to  104  F.,  and  he  devel- 
oped Cheyne-Stokes  respirations.  On  the 
next  day,  May  9,  bilateral  ptosis  appeared 
and  the  pupils  became  dilated  and  fixed; 
the  right  pupil  was  irregular.  The  spinal 
fluid  was  clear,  the  opening  pressure  was 
240  mm.  of  water,  and  the  protein  content 
was  110  mg.  per  100  ml.  That  evening 
bilateral  conjunctival  chemosis  was  noted. 
Coincident  with  this,  the  headache  dis- 
appeared. Another  lumbar  puncture  was 
performed  on  May  1 1 ; the  spinal  fluid  was 
xanthochromic  with  an  opening  pressure  of 
250  mm.  of  water  and  a protein  of  234  mg. 
per  100  ml.  Up  until  the  day  of  admission, 
the  patient  was  receiving  90  units  of  NPH 
insulin  daily.  On  the  second  day  of  admis- 
sion, the  fasting  blood  sugar  fell  to  55  mg. 
per  100  ml.  and  remained  around  this  level 
the  following  days  despite  the  fact  that  no 
insulin  was  given.  The  patient  became  in- 
continent of  urine  and  continued  to  be 
lethargic.  The  temperature  remained 
around  102  F.,  and  the  white  blood  cell 
count  increased  to  15,000  per  cubic  milli- 
meter. The  clinical  diagnosis  was  pituitary 
apoplexy.  On  May  11  parenteral  cortisone 
was  begun,  300  mg.  per  day,  with  remark- 
able clinical  improvement;  the  temperature 
decreased  to  normal  and  he  became  more 
alert;  two  days  later  he  was  able  to  sit  up 
and  answer  questions.  On  June  6 the  pa- 
tient developed  acute  pulmonary  edema 
which  responded  to  treatment.  The  ptosis 
of  the  eyelids  gradually  disappeared,  and 
the  pupils  became  regular  and  reacted  to 
light.  Weakness  of  the  right  lateral  rectus 
muscle  was  then  noted.  On  June  26,  1964, 
the  visual  fields  were  normal  except  for 
slight  peripheral  constriction.  The  visual 
acuity  in  the  right  eye  was  20/70;  in  the 
left  eye  20/40.  One  month  later  the  right 
eye  was  20/40;  the  left  eye  20/20.  Corti- 
sone was  discontinued,  but  a week  later  the 
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FIGURE  1.  Case  1.  Pituitary  gland.  (A)  Residual 
focus  of  necrosis.  (B)  Surviving  rim  of  pituitary 
tissue  and  central  fibrosis  (hematoxylin  and  eosin 
stain  X 160). 

patient  developed  severe  weakness,  ano- 
rexia, and  vomiting,  and  cortisone  had  to  be 
given  again.  He  was  discharged  on  Sep- 
tember 4. 

The  patient’s  last  admission  to  the  hos- 
pital was  on  September  26,  1964,  when  he 
entered  with  severe  dyspnea  and  signs  of 
massive  right  pleural  effusion.  He  expired 
on  October  19,  1964.  In  the  postmortem 
examination,  the  pituitary  gland  revealed 
a wedge-shaped  lesion  which  appeared  to  be 
an  old  infarct.  Microscopic  examination 
showed  almost  complete  replacement  of  the 
pituitary  gland  by  loose  connective  tissue 
and  old  hemorrhage;  only  a thin  rim  of 
normal  tissue  remained  near  the  stalk  (Fig. 
1).  No  tumor  cells  were  seen.  In  the  left 
frontal  lobe  of  the  brain  there  was  an  area 
of  encephalomalacia  and  a cyst  0.9  cm.  in 
diameter  in  the  anterior  limb  of  the  left 
internal  capsule.  The  thyroid  gland  was 
atrophic.  The  adrenal  glands  revealed  sev- 
eral small  infarcts  with  necrosis;  the  re- 
maining tissue  showed  fat  depletion.  The 
heart  was  markedly  enlarged,  and  both 
atria  and  ventricles  contained  large,  orga- 
nized, and  firmly  adherent  thrombi.  The 
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lungs  revealed  extensive  infarctions  in  both 
lower  lobes. 

Comment.  This  case  is  a typical  example 
of  pituitary  apoplexy.'2  6 The  appearance 
of  conjunctival  chemosis,  xanthochromic 
spinal  fluid,  and  the  relief  of  the  headache 
four  days  after  admission,  suggested  rupture 
of  the  diaphragm  of  the  sella  with  bleeding 
into  the  subarachnoid  space.  The  further 
disappearance  of  the  signs  of  compression 
of  the  affected  cranial  nerves  and  the 
marked  improvement  of  the  visual  fields 
and  acuity  indicated  reduction  in  size  of  the 
infarcted  gland.  Other  interesting  phe- 
nomena in  this  patient  were  the  picture  of 
anterior  cerebral  artery  thrombosis  and  the 
disappearance  of  the  hyperglycemia  after 
the  pituitary  necrosis. 

Case  2.  A seventy-four-year-old  white 
male  was  admitted  to  Polyclinic  Hospital 
on  June  23, 1962,  because  of  severe  occipital 
headache  and  vomiting  of  about  twenty-two 
hours  duration.  The  examination  revealed 
a conscious  man  who  appeared  acutely  ill. 
The  pulse  was  68  per  minute,  temperature 
103  F.,  and  blood  pressure  170/80  mm.  Hg. 
The  pupils  were  normal.  Motor  and  sens- 
ory functions  were  normal.  The  spinal 
fluid  was  xanthochromic  and  contained 
1,080  red  blood  cells  and  120  white  blood 
cells  per  cubic  millimeter.  Seven  hours 
after  admission  the  patient  became  stu- 
porous. The  temperature  rose  to  105  F., 
the  neck  became  rigid,  and  the  pupils  small 
and  fixed.  Bilateral  Babinski’s  signs  were 
elicited.  The  clinical  diagnosis  was  suba- 
rachnoid hemorrhage.  Twenty  hours  after 
admission,  he  complained  of  pain  behind 
the  right  eye;  shortly  thereafter  he  had  a 
convulsion  which  lasted  about  one  minute. 
He  expired  a few  hours  later.  Postmortem 
examination  revealed  that  the  pituitary 
gland  was  markedly  enlarged  and  appeared 
as  a dark  red  balloon,  measuring  3 cm.  in 
diameter,  compressing  the  optic  chiasm. 
Microscopically  the  gland  was  extremely 
hemorrhagic,  and  most  of  the  structures 
were  destroyed.  The  appearance  of  the 
cells  of  the  preserved  tissue  was  that  of  a 
chromophobe  adenoma  (Fig.  2). 

Comment.  The  clinical  diagnosis  of  sub- 
arachnoid hemorrhage  made  in  this  case  was 
apparent.  Because  of  the  patient’s  poor 
condition,  there  was  no  opportunity  to 
carry  out  further  diagnostic  studies. 


FIGURE  2.  Case  2.  Pituitary  gland.  Extensive 
hemorrhage  into  adenoma  (hematoxylin  and  eosin 
stain). 

Comment 

Bleeding  into  the  pituitary  gland  is 
known  to  occur  in  many  conditions  such  as 
cardiac  failure,  sepsis,  miliary  tuberculosis, 
hyperthyroidism,  diabetes  mellitus,7  and 
during  anticoagulant  therapy.8  The  inci- 
dence of  bleeding  into  the  pituitary  gland 
associated  with  these  conditions,  however, 
is  rare.  In  pituitary  tumors,  hemorrhage 
is  more  common  because  of  their  vascularity 
and  fragility  of  their  vessels9;  trauma10'11 
and  radiation  therapy2  are  known  precipi- 
tating factors,  but  on  many  occasions  there 
is  no  recognizable  cause.  With  the  growth 
of  the  adenoma,  the  blood  supply  may  be- 
come insufficient  and  tissue  necrosis  occurs; 
subsequent  bleeding  within  the  necrotic 
tumor  tissue  may  increase  the  intracapsular 
pressure  with  consequent  ischemia  and  fur- 
ther necrosis.21213  Symptoms  depend  on 
the  magnitude  of  the  bleeding,  the  degree  of 
destruction  of  the  gland  and  distention  of 
the  pituitary  capsule,  and  on  the  degree  of 
compression  of  the  surrounding  structures. 
In  the  typical  picture  of  pituitary  apoplexy, 
there  is  an  abrupt  onset  of  headache,  usually 
behind  the  eyes  or  the  bridge  of  the  nose, 
probably  due  to  increased  intrasellar  pres- 
sure. Along  with  this,  nausea,  vomiting, 
chills,  and  fever  frequently  occur.  The  pa- 
tient may  develop  sudden  deterioration  of 
vision,  abnormalities  of  the  visual  fields,  or 
blindness  when  the  optic  pathways  are 
involved.  Compression  of  the  cavernous 
sinus  is  frequently  manifested  by  total 
ophthalmoplegia  due  to  paralysis  of  the 
third,  fourth,  and  sixth  cranial  nerves. 
Occasionally  the  first  branch  of  the  trigem- 
inal nerve  is  also  affected.  Stupor  and 
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drowsiness  are  common,  suggesting  hypo- 
thalamic compression  or  impairment  of  the 
portal  pathways  between  the  hypothalamus 
and  the  anterior  pituitary.  Circulatory 
collapse  may  occur  during  the  acute  phase, 
and  this  is  usually  the  result  of  acute  hypo- 
pituitarism with  secondary  hypoadrenalism 
and  compression  of  the  hypothalamus.13-16 
The  tumor  may  bleed  several  times  before 
distention  of  the  pituitary  capsule  occurs, 
severe  enough  to  produce  clinical  symp- 
toms. If  the  hemorrhage  is  small,  symp- 
toms may  be  absent  or  minimal,  and  the 
accident  will  pass  unrecognized.  Old  hem- 
orrhage may  become  encapsulated  and  form 
a hemorrhagic  cyst  or  cysts  filled  with 
yellowish  fluid.13-17  Hypopituitarism  may 
be  the  only  manifestation  present  in  such 
cases.2 

If  in  pituitary  bleeding  the  intracapsular 
tension  is  very  high,  the  diaphragm  of  the 
sella  may  rupture  and  blood  or  necrotic 
tissue  can  escape  into  the  subarachnoid 
space.  The  symptoms  will  then  resemble 
those  of  subarachnoid  hemorrhage  because 
of  other  causes. 2-6- 18  When  the  optic  path- 
ways are  involved,  the  clinical  picture  can 
be  indistinguishable  from  that  of  ruptured 
congenital  aneurysm  of  the  circle  of  Willis. 
Subarachnoid  hemorrhage  as  a presenting 
picture  of  brain  tumors  is  rare.  Glass  and 
Abbott19  reviewed  33  documented  cases  of 
brain  tumors  seen  with  the  symptoms  of 
subarachnoid  hemorrhage;  in  10  of  these 
cases,  the  cause  of  the  bleeding  was  pitui- 
tary adenoma.  In  their  own  series  of  162 
brain  tumors,  subarachnoid  hemorrhage 
was  the  presenting  clinical  picture  in  8, 
one  of  which  was  a chromophobe  adenoma. 
In  both  of  our  cases,  the  presence  of  blood 
in  the  subarachnoid  space  was  demon- 
strated; in  the  second  one,  subarachnoid 
hemorrhage  was  the  presenting  phenom- 
enon. 

Pituitary  apoplexy  can  be  responsible  for 
occlusion  of  the  anterior  and  middle  cere- 
bral arteries  and  even  of  the  internal  carotid 
artery. n-12-20  Owing  to  the  close  anatomic 
relationship,  an  expanding  hemorrhagic  tu- 
mor can  cause  mechanical  obstruction  or 
thrombosis  of  these  vessels.  Infarction  in 
the  distribution  of  supply  of  the  left  an- 
terior cerebral  artery  existed  in  our  first 
case,  suggesting  the  possibility  of  such  an 
obstruction. 

Amelioration  of  diabetes  mellitus  after 


destruction  of  the  pituitary  gland  in  acro- 
megalic patients  is  a well-known  fact 
(Houssay  phenomenon).  This  was  clearly 
demonstrated  in  the  first  patient.  Dia- 
betes insipidus  has  also  been  reported  to 
develop  after  pituitary  apoplexy.12-21 

Pituitary  apoplexy  is  a serious  and  fre- 
quently fatal  accident.  Death  can  occur 
suddenly,22  but  in  most  instances  it  follows 
a stormy  clinical  picture.  The  understand- 
ing of  the  anatomic  and  physiologic  changes 
that  an  enlarged  and  necrotic  pituitary 
gland  can  produce  is  basic  to  evaluate  cor- 
rectly the  clinical  manifestations.  Hor- 
monal replacement  therapy  is  essential, 
especially  during  the  acute  phase.  Prompt 
surgical  intervention  may  be  required  to 
relieve  the  compression  of  adjacent  struc- 
tures by  a rapidly  expanding  mass. 4-13-16- 23 

Summary 

Spontaneous  hemorrhagic  necrosis  in 
pituitary  tumors  (pituitary  apoplexy)  is 
more  compion  than  it  is  usually  thought. 
The  lack  of  familiarity  with  the  clinical 
manifestations,  which  may  include  bilateral 
ophthalmoplegia,  hypothalamic  compres- 
sion, subarachnoid  hemorrhage,  cerebral 
arterial  thrombosis,  and  hypopituitarism, 
accounts  in  part  for  its  infrequent  recogni- 
tion. These  manifestations  are  briefly  dis- 
cussed, and  the  related  literature  is  re- 
viewed. Two  new  cases  are  reported,  one 
of  which  presented  the  typical  picture  of  the 
disease  and  demonstrated,  among  other 
things,  a spontaneous  Houssay  phenom- 
enon. 
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as  controls,  all  of  whom  had  normal  serum 
creatine  phosphokinase  activity. 

Of  the  164  patients  in  this  study,  59  had 
diseases  other  than  cardiovascular,  including 
pulmonary,  liver,  blood,  central  nervous  system, 
collagen  and  miscellaneous  diseases,  and  tumors. 
The  serum  creatine  phosphokinase  determina- 
tions were  performed  during  twenty-four,  forty- 
eight,  and  seventy-two-hour  periods  on  patients 
admitted  to  the  hospital  with  myocardial  in- 
farction and  coronary  insufficiency. 

The  105  patients  with  cardiovascular  disease 
were  put  into  5 groups:  (1)  Acute  myocardial 
infarction  suggested  by  elevated  serum  creatine 
phosphokinase  and  serum  glutamic  oxalo- 
pyruvic transaminase  changes  and  electro- 
graphic changes.  In  this  group  it  was  found 
that  the  serum  creatine  phosphokinase  test 
was  the  more  sensitive  in  cardiac  damage.  In 
several  the  elevation  was  twenty  times  normal, 
as  against  eight  times  for  serum  glutamic  oxalo- 
pyruvic transaminase;  (2)  acute  myocardial 
infarction  suggested  by  elevated  serum  creatine 
phosphokinase  and  electrocardiographic  changes 
but  normal  serum  glutamic  oxalopyruvic  trans- 
aminase. In  this  group  the  serum  creatine 
phosphokinase  was  elevated  as  in  group  1; 
(3)  coronary  insufficiency  with  elevated  serum 
creatine  phosphokinase.  Some  of  these  patients 
with  precordial  chest  pain  had  high  concentra- 
tions of  serum  creatine  phosphokinase.  Four 
had  elevated  lactic  acid  dehydrogenase  and  5 
an  increase  in  serum  glutamic  oxalopyruvic 
transaminase;  (4)  coronary  insufficiency  and 
normal  serum  creatine  phosphokinase.  It  is 
thought  that  the  concentration  of  serum  crea- 
tine phosphokinase  in  coronary  insufficiency 
may  be  related  to  the  presence  or  absence  of 
myocardial  damage;  and  (5)  miscellaneous 
cardiovascular  diseases. 
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Austin  Westley  Bender,  M.D.,  of  Utica,  died 
on  August  6,  1966,  at  the  age  of  ninety-one. 
Dr.  Bender  graduated  from  Albany  Medical 
College  in  1899. 

John  Joseph  Buettner,  M.D.,  of  Syracuse, 
died  on  March  4 at  the  age  of  ninety-three. 
Dr.  Buettner  graduated  from  Syracuse  Uni- 
versity College  of  Medicine  in  1896.  A Fellow 
of  the  American  College  of  Anesthesiologists, 
he  was  a member  of  the  American  Society  of 
Anesthesiologists,  Inc.,  the  Syracuse  Academy 
of  Medicine,  the  New  York  State  Society  of 
Anesthesiologists,  the  Onondaga  County  Medi- 
cal Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

George  Hamilton  Davis,  M.D.,  of  Cutchogue, 
died  on  April  12  at  the  age  of  seventy-one.  Dr. 
Davis  graduated  from  Columbia  University 
College  of  Physicians  and  Surgeons  in  1918. 
He  was  chief  consulting  obstetrician  and  gyne- 
cologist at  Eastern  Long  Island  Hospital,  Green- 
port,  and  consulting  obstetrician  and  gynecolo- 
gist at  Central  Suffolk  Hospital,  Riverhead,  and 
Methodist  Hospital  of  Brooklyn.  A Diplomate 
of  the  American  Board  of  Obstetrics  and  Gy- 
necology and  a Fellow  of  the  American  College  of 
Surgeons,  Dr.  Davis  was  a member  of  the  Medi- 
cal Society  of  the  County  of  Kings,  the  Medical 
Society  of  the  State  of  New  York,  and  the  Ameri- 
can Medical  Association. 

Morris  R.  Fischbein,  M.D.,  of  Pittsford,  died 
on  March  22  at  the  age  of  seven ty-three.  Dr. 
Fischbein  received  his  medical  degree  from  the 
University  of  Vienna  in  1921.  He  was  a con- 
sulting physician  at  Rochester  General  Hos- 
pital and  an  honorary  staff  member  at  High- 
land Hospital  of  Rochester.  Dr.  Fischbein  was 
a member  of  the  Rochester  Academy  of  Medi- 
cine, the  Monroe  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Matthew  Howard  Jacobs,  M.D.,  of  Mahopac, 
died  on  March  13  at  Putnam  Community  Hos- 
pital at  the  age  of  sixty.  Dr.  Jacobs  received 
his  medical  degree  from  the  University  of  St. 
Andrews,  Scotland,  in  1933.  He  was  a member 
of  the  Putnam  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Leon  Ignatius  Nowakowski,  M.D.,  of  Buffalo, 
died  on  November  22,  1966,  at  the  age  of  sixty- 
three.  Dr.  Nowakowski  graduated  from  Mar- 


quette University  School  of  Medicine,  Mil- 
waukee, in  1927.  He  was  an  associate  attend- 
ing physician  in  general  practice  at  Sisters  of 
Charity  and  Millard  Fillmore  Hospitals.  Dr. 
Nowakowski  was  a member  of  the  American 
Academy  of  General  Practice,  the  American 
Geriatrics  Society,  the  Erie  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

John  Carl  Porges,  M.D.,  of  New  York  City 
and  Forest  Hills,  died  on  April  11  at  the  age  of 
sixty-nine.  Dr.  Porges  received  his  medical 
degree  from  the  University  of  Vienna  in  1922. 
He  was  an  attending  obstetrician  and  gynecol- 
ogist at  Beth  Israel  Medical  Center.  A Dip- 
lomate of  the  American  Board  of  Obstetrics  and 
Gynecology,  Dr.  Porges  was  a member  of  the 
New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Walter  James  Riley,  M.D.,  of  Rochester,  died 
on  December  1,  1966,  at  the  age  of  seventy-one. 
Dr.  Riley  graduated  from  Syracuse  University 
College  of  Medicine  in  1923.  He  was  a member 
of  the  Monroe  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Percy  Lawson  Smith,  M.D.,  of  Albion,  died 
on  December  1,  1966,  at  the  age  of  sixty-nine. 
Dr.  Smith  graduated  from  Queen’s  University 
Faculty  of  Medicine,  Ontario,  in  1919.  He  was 
a Diplomate  of  the  American  Board  of  Psy- 
chiatry and  Neurology  (Psychiatry)  and  a 
member  of  the  American  Psychiatric  Associa- 
tion. 

Alvin  Johnson  Stewart,  M.D.,  of  Falconer, 
died  on  March  1 at  the  age  of  eighty.  Dr. 
Stewart  graduated  from  Syracuse  University 
College  of  Medicine  in  1911.  He  was  an  hon- 
orary staff  member  at  Jamestown  General  Hos- 
pital and  an  attending  anesthesiologist  at 
Woman’s  Christian  Association  Hospital,  James- 
town. Dr.  Stewart  was  a member  of  the  Ameri- 
can Society  of  Anesthesiologists,  Inc.,  and  the 
New  York  State  Society  of  Anesthesiologists. 

Douglas  Aykroyd  Sunderland,  M.D.,  of 

Rome,  died  on  April  17  at  the  age  of  fifty-eight. 
Dr.  Sunderland  graduated  from  Harvard  Medi- 
cal School  in  1935.  He  was  an  attending  path- 
ologist at  Rome  Hospital  and  Murphy  Memorial 
Hospital  and  Oneida  County  Hospital  and  a 
consulting  pathologist  at  U.S.  Air  Force  Hos- 
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pital,  Griffiss  Air  Force  Base,  all  in  Rome.  A 
Diplomate  of  the  American  Board  of  Pathology 
(Pathologic  Anatomy)  and  a Fellow  of  the  Col- 
lege of  American  Pathologists,  Dr.  Sunderland 
was  a member  of  the  American  Society  of  Clini- 
cal Pathologists,  the  Oneida  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Charles  Clyde  Sutter,  M.D.,  of  Honeoye 
Falls,  died  on  March  16  at  the  age  of  eighty-two. 
Dr.  Sutter  graduated  from  the  University  of 
Pennsylvania  School  of  Medicine  in  1908.  He 
was  an  honorary  consulting  physician  in  internal 
medicine  at  Park  Avenue  Hospital,  Rochester. 
A Diplomate  of  the  American  Board  of  Internal 
Medicine  and  a Fellow  of  the  American  College 
of  Physicians,  Dr.  Sutter  was  a member  of  the 
Rochester  Academy  of  Medicine,  the  Monroe 
County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Richard  D.  Wiseman,  M.D.,  of  Syracuse,  died 
on  March  23  at  the  age  of  forty-six.  Dr.  Wise- 
man graduated  from  Syracuse  University  Col- 
lege of  Medicine  in  1944.  He  was  an  assistant 
attending  physician  at  Syracuse  Memorial 
Hospital,  a junior  assistant  attending  physician 


at  Hospital  of  the  Good  Shepherd,  and  an  as- 
sitant  attending  physician  in  internal  medicine 
and  chief  of  the  allergy  clinic  at  St.  Joseph’s 
Hospital.  Dr.  Wiseman  was  a member  of  the 
American  Academy  of  Allergy,  the  Syracuse 
Academy  of  Medicine,  the  Onondaga  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Ralph  Howard  Young,  M.D.,  of  New  York 
City,  died  on  November  8,  1966,  at  the  age  of 
eighty.  Dr.  Young  graduated  from  Columbia 
University  College  of  Physicians  and  Surgeons  in 
1914.  He  was  a consulting  surgeon  at  Harlem 
Hospital.  A Fellow  of  the  American  College  of 
Surgeons,  Dr.  Young  was  a member  of  the  New 
York  County  Medical  Society,  the  Medical  So- 
ciety of  the  State  of  New  York,  and  the  Ameri- 
can Medical  Association. 

Frederick  Zingsheim,  M.D.,  of  Watertown, 
Connecticut,  formerly  of  Buffalo,  died  on  March 
3 at  the  age  of  eighty-nine.  Dr.  Zingsheim 
graduated  from  the  University  of  Buffalo  School 
of  Medicine  in  1901.  He  was  a member  of  the 
Buffalo  Academy  of  Medicine,  the  Erie  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 


1454  New  York  State  Journal  of  Medicine  / June  1, 1967 


ANNUAL 

CONVENTION  Medical  Society  of  the  State  of  New  York 
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The  Americana,  New  York  City 


Scientific  Program 

Any  State  Society  member  who  wishes  to  present  a paper 
before  a scientific  section  or  a general  session  is  requested 
to  write  to  Bernard  J.  Pisani,  M.D.,  Chairman  of  Scientific 
Program  Committee  at  the  address  given  below. 

A short  abstract  of  the  proposed  presentation  should  ac- 
company the  letter. 


Scientific  Exhibits 


Requests  for  scientific  exhibit  space  should  be  addressed 
to  Albert  H.  Douglas,  M.D.,  Chairman,  Scientific  Exhibits 
Subcommittee  of  Convention  Committee,  at  the  address 
given  below. 


Scientific  Motion  Pictures 


Requests  to  present  a motion  picture  in  the  motion  picture 
theatre  at  the  convention  should  be  addressed  to  Kenneth 
B.  Olson,  M.D.,  Chairman,  Motion  Picture  Subcommittee, 
at  the  address  given  below. 

Address  all  communications  to  the  chairman 
Medical  Society  of  the  State  of  New  York 
750  Third  Avenue 
New  York,  New  York  10017 
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Numa-Dura  Tabs  (Wynn  Pharmaceuticals,  Inc.). . 1365 

Bronchopulmonary 

Bronkotabs  (Breon  Laboratories) 2nd  cover 

Emesis  controlant 

Emetrol  (William  H.  Rorer,  Inc.) 1369 

Foods 

Milk  products  (National  Dairy  Council) 1355 


Please  send  your  contributions  to  Project 
HOPE,  Room  A,  Washington,  D.  C.  20007.  All 
donations  are  tax  deductible.  Thank  you  for 
your  valuable  support. 

Printed  as  a public  service  by  this  publication. 


PRACTICES  FOR  SALE  OR  RENT 


LONG  ISLAND,  NEW  YORK:  GENERAL  PRACTICE, 
also  suitable  for  specialists.  Modern  8-room  equipped 
office,  attractive  2-story  furnished  home.  Center  of  town, 
near  ocean.  Available  July  1st.  Price  reasonable.  Box 
547,  % NYSJM. 


Low-salt  foods 

Gefilte  fish  & Margarines  (Mother’s) 1385 


FOUR-YEAR  GROWING  PRACTICE,  INTERNAL 
medicine.  Queens,  New  York.  Office  fully  equipped,  in- 
cluding X-ray  and  EKG.  Available  July  1967.  Reason- — 
drafted.  P.O.  Box  405,  Bayside,  New  York  11361. 
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PHYSICIANS  WANTED 


LONG  ISLAND,  NASSAU  COUNTY  GENERAL  PRAC- 
tice  group  needs  associate;  no  investment  needed.  Salary 
to  start,  partnership  in  one  year  if  compatible.  (516) 
PY  8-8011. 


GENERAL  PRACTITIONER  NEEDED  TO  PICK  UP 
ready-made  practice.  Nothing  to  buy;  our  doctor  has 
retired.  Fully  equipped  hospital  nearby.  Mental  Health 
Day  Care  Center  in  town.  Paid  ambulance  service 
provided  by  community.  For  information,  statistics  or 
references  write  Angelo  Canna,  Supervisor,  Town  of 
Cairo,  N.Y. 


WANTED:  GENERAL  PRACTITIONERS,  NEW  YORK 
State  licensed,  to  be  part  of  a team  of  physicians  covering 
the  emergency  room  on  a 24-hour  basis  for  an  accredited 
252-bed,  voluntary,  general  hospital  serving  the  Mid- 
Hudson  Valley.  Guaranteed  minimum  $22,500;  48-hour 
week;  4 weeks  vacation.  Contact  Administrator,  St. 
Francis  Hospital,  P.O.  Box  1275,  Poughkeepsie,  N.  Y. 
12602. 


INTERNIST,  BOARD-QUALIFIED  OR  BOARD-CERTI- 
fied,  wanted  to  associate  with  two-man  group  of  internists 
in  southeast  Nassau  County.  Box  557,  % NYSJM. 


INTERNIST  OR  FAMILY  PHYSICIAN,  ALPHA 
Omega  Alpha,  or  equivalent  in  ambition  and  ability  for 
large  office,  hospital  and  nursing  home  practice.  Work 
with  an  internist  and  a family  physician  in  Massapequa, 
Long  Island,  5'/s  day  week.  Starting  salary  $30,000  per 
annum,  then  increases  leading  to  partnership.  Call  (516) 
799-7700. 


RADIOLOGIST,  BOARD-CERTIFIED  OR  ELIGIBLE 
to  associate  with  two  radiologists  in  new  300-bed  hospital 
in  Albany,  N.Y.  Reply  to:  Walter  Gorday,  M.D., 

Radiology  Department,  Memorial  Hospital,  Albany,  N.Y. 
12204.  Phone  (518)-462-5661. 


ACTIVE  15  YR.  GENERAL  PRACTITIONER,  FLAT- 
bush,  matriculating  Columbia  University  Sept.  1967,  de- 
sires immediate  association  with  younger  G.P.-partner,  who 
will  take  over  completely  June  1969.  Office  especially 
equipped  for  physical  medicine  and  orthopedics.  Low  ren- 
tal, long  lease.  R.  S.  Greenspan,  D.O.,  201  Ocean  Park- 
way, Brooklyn,  N.Y.  11218. 


PEDIATRICIAN  NEEDED,  IN  LOVELY  NORTHERN 
N.J.  suburban  community.  Doctor  leaving  for  additional 
training  Sept.  Offering  high  income  practice  grossing  over 
$50M,  fully  equipped  office  and  home  (completely  modem, 
exceptionally  spacious,  colonial  building  on  large  lot,  top 
location).  Inspection  invited  by  appointment.  Offers 
wanted  for  office/home/practice  complete.  All  inquiries 
held  in  strict  confidence.  Box  562,  % NYSJM. 


EXCELLENT  OPPORTUNITY  FOR  RADIOLOGIST, 
certified  or  eligible,  finishing  residency,  to  associate  with 
radiologist  in  very  busy  department.  Pleasant  community 
near  universities.  All  activities.  Professional  billing. 
Box  561,%  NYSJM. 


HELP  WANTED.  INTERNIST,  SURGEON  AND  GEN- 
eral  practitioner,  needed  to  join  small  group  in  Western 
New  York.  Excellent  facilities.  Ideal  for  young  physician 
or  older  M.D.  who  wishes  semi-retirement.  Box  560,  % 
NYSJM. 


POSITIONS  WANTED 


MEDICAL  ASSISTANTS  AND  SECRETARIES.  LAB- 
oratory  Techs.  Wall  trained  and  highly  qualified  personnel 
(male  & female).  Phone  CH  2-2330  Ext.  6,  Placement 
Dept.,  or  write  Eastern  School  for  Physicians’  Aides,  Dept. 
69,  85  Fifth  Ave.,  New  York,  N.  Y.  10003.  (Founded 
1936  by  two  member  physicians.) 


INTERNIST,  34  BOARD-CERTIFIED.  UNIVERSITY 
clinical,  teaching  and  administrative  experience.  Now  ob- 
taining Ph.D.  Require  4 hr/day  position  providing 
$12,000/yr.  (Drug  firm,  insurance  co.,  medical  writing?). 
N.Y.C.  area  only.  Reply  Box  555,  % NYSJM. 


SUCCESSFUL  G.P.-INTERNIST,  AGE  57,  NO  BOARDS. 
Associate  attending  at  a N.Y.  City  hospital.  In  good 
health  and  fed  up.  Would  welcome  non-running  job  pay- 
ing near  $20,000,  anywhere.  Might  even  take  less.  Box 
556,  % NYSJM. 


PATHOLOGIST  - CLINICAL,  BOARD  - CERTIFIED 
(Clin.  Path.),  New  York  license,  excellent  experience  all 
phases  clinical  pathology  including  organization-admini- 
stration, special  interest  hematology  blood  bank,  desires 
position  in  hospital,  blood  bank,  research,  private  labora- 
tory or  medical  group.  Box  558,  % NYSJM. 


WANTED:  MEDICAL  GROUP  OR  PARTNERSHIP  IN 
Westchester  County,  N.Y.  or  Bergen  County,  N.J.  I am 
fully  qualified  internist,  anxious  to  keep  up  with  trends  in 
medical  practice.  Believe  these  areas  suitable.  Will  speak 
to  anyone  of  similar  interest  for  present  or  future  arrange- 
ment. Box  559,  % NYSJM. 


MISCELLANEOUS 


OFFICE  PLANNING,  FROM  ARCHITECTURAL 
drafting,  blue  prints,  through  finished  interiors,  by  trained 
interior  designer  with  medical  background.  S.  L.  Emmet, 
415  East  52nd  St.,  N.Y.C.  PL  1-2877. 


INTERNIST  HAS  LIMITED  BUT  LUXURIOUS  Ac- 
commodations in  his  Ocho  Rios,  Jamaica  house  for  selected 
post-coronary  patients  in  need  of  habilitation.  Stay  not 
to  extend  over  a six  week  period.  Complete  resume  of 
illness  with  instructions  as  to  specific  therapy  to  accompany 
patient.  For  further  particulars  reply  to  Box  564,  % 
NYSJM. 


REAL  ESTATE  FOR  SALE  OR  RENT 


NEW  YORK  DUTCHESS  COUNTY:  NEW  MEDICAL 
building  in  Wappingers  Falls,  Poughkeepsie  area,  occupied 
by  D.D.S.,  orthodontist,  and  Ob-Gyn.  Office  available 
for  all  specialties.  Critical  physician  shortage  because  of 
population  explosion.  Address:  Martin  Rabin  D.D.S.,  65 
South  Clinton  St.,  Poughkeepsie.  N.Y.  (914)  454-0322 


HOUSE — TAPPAN,  NEW  YORK,  FOR  PHYSICIAN  OR 
psychiatrist.  Unique  4-bedroom,  2'/i  bath  contemporary. 
Separate  wing  suitable  for  consultation  or  adult  living.  18 
minutes  to  George  Washington  Bridge.  On  wooded  s/< 
acre  in  small,  varied,  professional  community  sharing  tennis 
courts,  pools,  Living  room,  family  room/fireplace,  recrea- 
tion room.  Tel:  (914)  359-3282. 
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REAL  ESTATE  FOR  SALE  OR  RENT— CONT’D 


REAL  ESTATE  FOR  SALE  OR  RENT— CONT’D 


OCEANSIDE  MEDICAL  CENTER.  SOUTH  SHORE, 
Nassau  County.  New  building,  suites  to  order  Full  time 
or  sublet.  Area  needs  medical  & surgical  specialists, 
dental  specialists.  Open  staff  hospital  nearby.  X-ray 
facility  on  premises.  Dr.  Radack,  2940  Lower  Lincoln 
Ave.,  Oceanside,  N.Y.  11572.  Tel:  (516)  OR  8-2525. 


JAMAICA  ESTATES,  NEW  YORK.  FOR  SALE,  2 
family  comer  brick  detached  house  with  three  separate 
entrances.  First  floor  6 large  rooms,  2 baths,  finished 
basement.  Second  floor  5 large  rooms,  1 bath,  2-car 
garage.  Perfect  for  conversion  into  physician  offices. 
Near  bus  and  subway  transportation.  Lot  87  by  120. 
Call  Harold  Share,  (212)  AX  7-0464. 


FOR  RENT:  PORT  JEFFERSON,  N.Y.  (SUFFOLK 

County)  office  space  professional  building.  Ideal  location. 
Critical  physician  shortage  because  of  rapid  population 
growth.  Rent  reasonable.  Write  Joseph  Luongo,  D.D.S., 
48  Nesconset  Highway,  Port  Jefferson  Station.  N.  Y.  or 
call  (516)  473-2050. 


FLUSHING,  QUEENS,  3 TO  6 ROOMS  PROFESSION AL 
suite.  Ground  floor,  new  corner  house.  Can  share  with 
dentist  and/or  speech  therapist  who  are  interested  in  rent- 
ing space.  Adjoining  public  school  and  Queens  College. 
One  block  to  bus  to  Flushing  or  Jamaica  subway.  Call 
Mr.  Cassas,  886-5200. 


RENT,  MEDICAL  OFFICE,  FRESH  MEADOWS, 
Flushing,  N.Y.  Spacious,  share  waiting  room  with  D.D.S. 
Excellent  location  for  generalist,  internist,  pediatrician,  or 
group.  Unopposed,  densely  populated.  Incumbent  intern- 
ist leaving  area.  Exceptional  opportunity.  Lease.  196-11 
69th  Ave.,  Fresh  Meadows,  N.Y.  Call  (212)  OL  7-9641. 


TERMINATING  30  YEAR  ACTIVE,  GENERAL  PRAC- 
tice  and  proctology  March  31,  1967.  Entering  Public 
Health  Service.  Well  planned  building  for  two  practi- 
tioners. Two  furnished  apartments  2nd  floor.  X-ray, 
laboratory  facilities.  New  York  State  Finger  Lakes 
wine  area,  Hammondsport,  New  York.  4 miles  from  new, 
75-bed  hospital.  Sell  or  lease  office  building.  Modem 
ranch  dwelling  built  Sept.  1965  on  premises,  for  sale. 
Write  or  phone:  Eldred  J.  Stevens,  M.D.,  Hammonds- 

port, N.Y.  14840;  (607)  569-2344  or  2345. 


ESTATE  LIQUIDATION 

Brewster  New  York 
Only  1 hour  from  GW  Bridge 

Excellent  for  nursing  home-retirement  after 
care  home  or  any  type  institution.  Main 
building  finished  outside,  unfinished  inside. 

+ 14  summer  cottages — small  lake — all 
athletic  facilities — indoor  pool  and  steam 
rooms  and  outdoor  pool — casino — game 
room,  barns,  stables  and  2 residence  homes. 

About  1 10  acres  plus  additional  adjacent 
acreage  available. 

sacrifice  price 

$100,000  cash  required-rest  terms 
for  further  information  write  to 

Mr.  A.  S.  Wilk,  Attorney 

305  Broadway,  New  York,  N.  Y. 


ESTATE  LIQUIDATION— 110  ACRES  WITH  BUILD- 
ings,  pools,  athletic  facilities,  etc.  Suitable  nursing  borne 
or  other  institutional.  See  our  ad  on  this  page.  Mr.  A.  S. 
Wilk,  Attorney,  305  Broadway,  N.Y.C. 


OFF  PARK  AVE.,  TWO  ADJACENT  PSYCHIATRIST’S 
offies:  Air-conditioned,  attractive.  Eighties  (one  block 

from  Lexington  Ave.  86th  St.  express  stop).  Share  wait- 
ing room  with  one  other  psychiatrist.  Reasonable  rents. 
Contact:  Ned  Marcus,  M.D.,  110  East  87th  St.,  New 

York,  N.Y.  10028. 


WEST  NYACK  PROFESSIONAL  BUILDING,  IDEAL 
for  medical  group.  Large  central  reception,  nine  other 
rooms,  total  1800  ft.  plus,  toilets,  ample  parking.  Price 
$39,000  gross,  first  and  second  mortgage  financing  or  net 
lease  at  $400  monthly;  owner  (914)  EL  8-0050,  or  eves. 
(914)  EL  8-8762. 


COMBINATION  OFFICE/HOME  LOCATED  ON  »/, 
acre,  Dutchess  County.  Hot  water  heat,  double  garages, 
fully  insulated.  Must  be  seen  to  be  appreciated.  Area 
covered  by  4 hospitals.  School  and  health  officers  jobs 
can  be  yours.  Retiring;  will  introduce.  Brook  on  prop- 
erty. Asking  price  $27,000.  Box  563.  % NYSJM. 


BEDFORD  VILLAGE,  N.Y.  LAS’!'  2 SUITES  AVAIL- 
able  in  new  professional  building.  Ideal  location  for  med- 
ical practice.  700  sq.  ft.  each,  starting  at  $260/mo.  Pres- 
ent tenants  include  bank,  pharmacy,  dentist,  and  account- 
ant. Center  of  town,  on  the  Village  Green.  CaU  Bixler, 
(914)  BE  4-3647. 


CHESTER,  NEW  YORK:  SITUATED  ON  TEN  BEAU- 
tiful  scenic  acres  55  miles  from  New  York  City — custom 
built,  seven  room,  three-bedroom,  two  bathrooms,  brick. 
Oak  floors,  pebble  solar  roof,  copper  plumbing,  four-zone 
hot  water  heat,  oil,  10,000  watt  emergency  generator. 
Two  deep  wells,  two-car  garage,  attached  greenhouse,  huge 
kitchen  by  Cox.  Excellent  buy.  CaU  (914)  783-1052. 


PRESTIGE  LOCATION 

For  Medical— Dental  Group 
and  Individual  Practitioners. 

"EXECUTIVE  TOWERS” 

1020  GRAND  CONCOURSE,  BRONX 

23-Story  Air  Conditioned  Apt.  Bldg,  (corner  165th  St.) 

Exclusively  Reserved  for  Professional  use. 
PRIVATE  ENTRANCES 
2 FLOORS  • PRIVATE  ELEVATORS 
CENTRAL  AIR-CONDITIONING 
IMMEDIATE  OCCUPANCY 
Attractive,  Unfurnished  Apartments  for 
Medical  & Nursing  Personnel 

Apply  Renting  Office  on  property  • CY  3-5545 
Carol  Management  Corp.,  Owner — Builder 


June  1,  1967  / New  York  State  Journal  of  Medicine  1459 


Coca-Cola  has  the  taste  you  never 

TRAOE-MARK0  * 

get  tired  of.  Always  refreshing. 

That’s  why  things  go  better  with 
Coke  after  Coke  after  Coke. 

TRAOEMARK  0 TRAOE-MARK  0 TRAOE-MARK  0 

"COCA-COLA"  AND  "COKE"  ARE  REGISTERED  TRADE-MARKS  WHICH  IDENTIFY  ONLY  THE  PRODUCT  OF  THE  COCA-COLA  COMPANY. 
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Medical  Society  of  the  State  of  New  York 

Minutes  of  the  1967  House  of  Delegates 


The  Americana,  New  York  City 
February  12  through  16,  1967 
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67-1 

Proposed  Changes  in  Title  19  Income  Eligibility 

Monroe 

1560 

67-2 

Basic  Protection  for  the  Traffic  Accident  Patient 

Monroe 

1602 

67-3 

Considerations  in  Assignment  of  Fees  to  Hos- 
pitals and  Other  Third  Parties 

Kings 

1554 

67-4 

Annual  Staff  Appointments  of  Hospital  Phy- 
sicians 

Kings 

1557 

67-5 

Disapproval  of  Drug  Substitution 

Warren 

1605 

67-6 

Right  of  Practitioner  to  Contract  with  Patient 

Warren 
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67-7 
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67-8 

Legislation  to  Provide  Free  Choice  of  Physician 

Erie 
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Erie 
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67-15 

Amendments  to  Bylaws  to  Change  Date  for 
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Nassau  and  Suffolk 

1669 

67-16 

Right  of  Medicaid  Patients  to  Select  Own 
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1638 

67-17 

Disapproval  of  Establishment  of  Closed  Hos- 
pitals 
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ments 
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67-24 

Specialty  Group  Representation  on  State 
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of  Reimbursement 

Victor  J.  Tofany 

1667 

67-25 

Legislation  to  Require  Seat  Belts  in  Taxicabs, 
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New  York 

1604 

67-26 

Support  for  Revision  of  New  York  State  Abor- 
tion Laws 

New  York 

1607 

67-27 

Support  for  McCloskey  Bill  to  Guarantee  Free 
Choice  of  Physician  and  Facility 

Exie 

1638 

67-28 

Passing  of  E.  Dean  Babbage,  M.D. 

Kings 

1463 

67-29 

67-30 

Recommendation  for  Medical  Advisory  Board 
to  Bureau  of  Motor  Vehicles 
Withdrawn 

Kings 

1604 

67-31 

Increase  in  Annual  Membership  Dues 

C.  Stewart  Wallace 

1528 

67-32 

Transfer  of  Coverage  for  Services  of  “Hospital- 
Based”  Specialists  from  Blue  Cross  to  Blue 
Shield 

John  J.  Clemmer 

1552 

67-33 

Direct  Billing  Under  Title  19 

Suffolk  and  Nassau 

1567 

67-34 

Assistance  for  Diploma  Schools  of  Nursing 

Suffolk  and  Nassau 

1555 

67-35 

Education  Program  in  First  Aid  and  Transpor- 
tation of  Injured 

Suffolk  and  Nassau 

1605 

67-36 

Government-Assigned  Health  Insurance 

Suffolk  and  Nassau 

1540 

67-37 

Legal  Immunity  for  Members  of  Hospital  and 
Nursing  Home  Utilization  Committees 

Suffolk  and  Nassau 

1555 

67-38 

Opportunity  to  Study  Pending  Health  Legisla- 
tion 

Suffolk  and  Nassau 

1639 

67-39 

Withdrawal  of  Designation  of  United  Medical 
Service  as  “The  Doctor’s  Plan” 

Queens 

1540 

67-40 

Opposition  to  Special  Qualifications  for  General 
Practitioners  Under  Medicaid 

Queens 

1552 

67-41 

Recommended  Revision  of  Questionnaire  Dis- 
tributed by  State  Education  Department 

Queens 

1640 

67-42 

Rights  of  Patients  Under  Medicare  and  Medi- 
caid 

Bronx 

1567 

67-43 

Free  Choice  of  Physician  and  Medical  Facility 

Bronx 

1568 

67-44 

Opposition  to  Proposed  Requirements  for  Cer- 
tification of  Physician’s  Competence 

Bi'onx 

1552 

67-45 

Evaluation  of  the  Quality  of  Medical  Care  by 
Government  Agencies 
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1559 

67-46 

Principles  for  Maintaining  High  Quality  of 
Medical  Care  Under  Government-Supported 
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1568 

67-47 

Use  of  Fiscal  Intermediaries  in  Medicaid  Pro- 
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1569 

67-48 

Assigning  or  Rebating  of  Medicare  or  Medicaid 
Fees 
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67-49 

Usual,  Customary,  and  Prevailing  Fees  Under 

Bronx 

1569 

Medicaid 

continued  on  page  1682 
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MEDICAL  SOCIETY  OF  THE 
STATE  OF  NEW  YORK 

House  of  Delegates 


Minutes  of  the 
Annual  Meeting* 

FEBRUARY  12  through  16,  1967 


The  161st  Annual  Meeting  of  the  House  of  Delegates  of  the  Medical 
Society  of  the  State  of  New  York  convened  at  The  Americana,  Seventh 
Avenue  and  52nd  Street,  New  York  City,  on  Sunday,  February  12, 
1967,  at  2:10  p.m.;  on  Monday,  February  13,  1967,  at  9:30  a.m 
on  Tuesday,  February  14,  1967,  at  2:30  p.m.;  on  Wednesday,  Febru- 
ary 15,  1967,  at  9:00  a.m.  and  at  2:30  p.m.;  and  on  Thursday, 
February  16,  1967,  at  9:15  a.m.;  George  Himler,  M.D.,  Speaker; 
John  H.  Carter,  M.D.,  Vice-Speaker;  Walter  T.  Heldmann,  M.D., 
Secretary;  Carl  Goldmark,  Jr.,  M.D.,  Assistant  Secretary. 


Opening  Proceedings 

Invocation  and  National  Anthem 

. . . Speaker  Himler  introduced  the  Reverend 
Paul  C.  White,  Synodical  Secretary  of  the  Met- 
ropolitan New  York  Lutheran  Synod  of  the 
Lutheran  Church  in  America,  who  gave  the 
invocation.  This  was  followed  by  the  National 
Anthem.  . . 

Report  of  Reference  Committee  on  Credentials 

. . . C.  Joseph  Delaney,  M.D.,  chairman  of 
the  Committee  on  Credentials,  reported  that  201 
delegates  were  registered;  Secretary  Heldmann 
reported  that  a quorum  was  present.  Speaker 
Himler  then  declared  the  161st  session  of  the 
House  of  Delegates  open  for  the  transaction  of 
business.  . . 

Memorial  Tribute 

. . . Speaker  Himler  read  to  the  House  resolu- 
tion 67-28,  from  Erie  County,  as  follows: 

Whereas,  E.  Dean  Babbage,  M.D.,  passed 
away  on  December  15,  1966,  having  served 
his  colleagues  and  patients  faithfully  for  many 
years;  and 

Whereas,  He  was  a past  president  of  the 
Medical  Society  of  the  County  of  Erie  and  of 
the  New  York  State  Society  of  Anesthesiolo- 
gists; and  a vice-president  of  the  American 
Society  of  Anesthesiologists;  and 

Whereas,  He  had  served  the  Medical 
Society  of  the  State  of  New  York  as  vice- 
speaker of  the  House  of  Delegates  for  five 

* A verbatim  copy  of  the  Proceedings  of  the  House  of  Dele- 
gates is  on  file  at  the  Headquarters  Office  of  the  Medical 
Society  of  the  State  of  New  York,  750  Third  Avenue,  New 
York,  New  York  10017. 


years  and  as  speaker  of  the  House  of  Dele- 
gates during  the  past  year;  and 

Whereas,  He  devoted  himself  to  the  ad- 
vancement of  medicine  and  the  medical  pro- 
fession for  the  public  good;  now  therefore  be 
it  hereby 

Resolved,  That  the  House  of  Delegates  of 
the  Medical  Society  of  the  State  of  New  York 
express  its  profound  sorrow  at  the  passing  of 
E.  Dean  Babbage,  M.D.;  and  be  it  further 
Resolved,  That  this  resolution  be  spread 
upon  the  minutes  of  this  meeting  and  a copy 
be  sent  to  Mrs.  Babbage,  expressing  the  sin- 
cere sympathy  and  deep  condolence  of  his 
colleagues  in  this  House  of  Delegates. 

. . . Speaker  Himler  announced  that  the  resolu- 
tion was  adopted  and  then  read  the  following 
list  of  deceased  members: 

Allegany  County:  Edward  W.  Griggs,  county 

delegate  1963  and  1965; 

Bronx  County:  James  A.  Lynch,  county 

delegate  1950  to  1955; 

Erie  County:  E.  Dean  Babbage,  county 

delegate  1949  to  1958  and  1961,  vice-speaker 
1962  to  February  1966,  speaker  May  1966; 
Lewis  Lloyd  Burrell,  county  delegate  1959; 

Monroe  County:  Arthur  H.  Walker,  county 

delegate  1959, 1960,  and  1961;  John  R.  Williams, 
county  delegate  1961; 

New  York  County:  David  J.  Kaliski,  county 

delegate  1927  to  1944;  George  M.  Lewis,  dele- 
gate of  the  Section  on  Dermatology  and  Syph- 
ilology,  1954  to  1956; 

Onondaga  County:  Leo  E.  Gibson,  county 
delegate  1945  to  1949,  councillor  1950  to  1957, 
president-elect  1958,  president  1959,  trustee 
1960  to  1966; 

Oneida  County:  John  S.  Fitzgerald,  delegate 
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of  the  Section  on  Urology  1953,  county  delegate 
1956  and  1957; 

Ontario  County:  Homer  J.  Knickerbocker, 

county  delegate  1923  to  1927,  1933  to  1939, 
1942,  1944,  and  1947  to  1953,  district  delegate 
1945; 

Otsego  County:  James  Greenough,  county 

delegate  1941,  1942,  and  1950  to  1952,  council- 
lor 1953  to  1955;  president-elect  1956,  president 
1957,  trustee  1958  to  1961,  past  president  1962 
to  1966; 

Queens  County:  Ferdinand  H.  Herrman, 

county  delegate  1949,  1950,  1952,  1953,  1955, 
and  1956; 

Yates  County:  Bernard  S.  Strait,  county  dele- 

gate 1933  to  1944. 

. . . The  House  rose  and  stood  for  one  minute 
in  silence  in  memory  of  their  departed  con- 
freres . . . 

Introduction  of  New  Delegates 

. . . Speaker  Himler  introduced  the  following 
new  delegates  to  the  House: 

County  Delegates 

Gerald  B.  Austin,  Albany 
James  P.  Casey,  Bronx 
Alan  L.  Goldberg,  Bronx 
William  J.  McAuliffe,  Cortland 
Martin  G.  Koloski,  Dutchess 
Duane  H.  Dougherty,  Erie 
Herbert  E.  Joyce,  Erie 
Philip  Cohen,  Kings 
Bentley  D.  Merrim,  Kings 
Hilbert  Ziskin,  Montgomery 
John  A.  Billows,  Nassau 
H.  Lawrence  Sutton,  Nassau 
Edgar  P.  Berry,  New  York 
Richard  D.  Brasfield,  New  York 
John  A.  Finkbeiner,  New  York 
William  H.  Foege,  New  York 
Barbara  Lipton,  New  York 
Donald  B.  Louria,  New  York 
Locke  L.  Mackenzie,  New  York 
Glenn  E.  Jones,  Niagara 
William  J.  Ryan,  Onondaga 
Ralph  E.  Schlossman,  Queens 
Mark  Solon  Masch,  Rockland 
James  M.  Flanagan,  Wayne 
William  A.  Brumfield,  Jr.,  Westchester 
William  C.  Felch,  Westchester 
Section  Delegates 

Victor  L.  Cohen,  Erie,  Allergy 
Ralph  E.  L.  Hertz,  New  York,  Gastroenterology 
and.  Proctology 

John  J.  Welsh,  New  York,  Industrial  Medicine 
and  Surgery 

Edward  Meilman,  Nassau,  Internal  Medicine 
Donald  W.  Hall,  Erie,  Obstetrics  and  Gynecology 
Howard  B.  Rasi,  Kings,  Plastic  and  Recon- 
structive Surgery 

Antonio  A.  Versaci,  Schenectady,  Space 
Medicine 

James  H.  Cosgriff,  Jr.,  Niagara,  Surgery 
District  Delegates 

Otho  C.  Hudson,  Nassau,  Second 
Marvin  Brown,  Oswego,  Fifth 


Approval  of  Minutes  of  196G  Meetings 

. . . The  minutes  of  the  February,  1966,  and 
May  26,  1966,  sessions  were  approved  as  pub- 
lished, respectively,  in  the  June  1,  1966,  and 
September  1,  1966,  issues  of  the  New  York 
State  Journal  of  Medicine.  . . 

Reference  Committees 

. . . Speaker  Himler  announced  that  the  ref- 
erence committees  for  the  1967  House  of  Dele- 
gates were  as  follows: 

Credentials 

C.  Joseph  Delaney,  New  York,  Chairman 
Kent  W.  Jarvis,  Oswego 
Russell  Peacock,  Saratoga 
Charles  Poskanzer,  Albany,  Third  District 
Branch 

Joseph  F.  Shanaphy,  Richmond 

Report  of  Officers 

President 

President-Elect 

Secretary 

Treasurer 

Executive  Vice-President 
Board  of  Trustees 
War  Memorial 
Budget  and  Finance 
Building 

Raymond  F.  Smith,  Nassau,  Chairman 
Walter  F.  Harrison,  Jr.,  Warren 
Norman  C.  Lyster,  Chenango,  Sixth  District 
Branch 

Herbert  A.  Laughlin,  Chautauqua 
John  E.  Hammett,  New  York 

Medical  Services 

Commission  on  Medical  Services 
Economics 

Liaison  with  Veterans  Administration 
Public  Medical  Care 
Medical  Care  Insurance 
Workmen’s  Compensation 
Industrial  Health 
Labor  Health  Facilities 
Vincent  J.  Tesoriero,  Kings,  Chairman 
William  R.  Lewis,  Niagara 
John  A.  Finkbeiner,  New  York 
Francis  J.  Loperfido,  Bronx 
Philip  M.  Standish,  Ontario 

Standards  of  Medical  Care 

Commission  on  Standards  of  Medical 
Care 
Ethics 

Hospital  and  Professional  Relations 
Hospital-Based  Physicians 
Mediation  and  Insurance  Claims  Re- 
view 

Medical  Review 
Nursing 

Utilization  Review 

Bernard  J.  Hartnett,  Cayuga,  Chairman 
George  McCauley,  Tompkins 
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Milton  Gordon,  Suffolk 
James  A.  Moore,  Albany 
Peter  V.  Gugliuzza,  Queens 

Medicare  ( Title  18)  and  Medicaid  ( Title  19) 

Advisory  to  New  York  State  Interde- 
partmental Committee  on  Health  Eco- 
nomics 

Albert  B.  Accettola,  Richmond,  Chairman 

John  L.  Clowe,  Schenectady 

Eli  A.  Leven,  Monroe 

Ralph  S.  Emerson,  Nassau 

Wallace  M.  Sheridan,  Westchester 

Public  Health  and  Education 

Commission  on  Public  Health  and  Edu- 
cation 

Accident  Prevention 
Aging  and  Nursing  Homes 
Alcoholism  and  Drug  Abuse 
Cancer 

Cardiovascular  Disease 

Chronic  Pulmonary  Disease 

Continuing  (Postgraduate)  Education 

Diseases  of  the  Eye 

Environmental  Health 

Film  Review 

Forensic  Medicine 

General  Practice  and  School  Health 

Hard  of  Hearing  and  the  Deaf 

Health  Aspects  of  Ionizing  Radiation 

Health  Manpower 

Infectious  Diseases 

Maternal  and  Child  Welfare 

Mental  Hygiene 

Metabolic  Diseases 

Physical  Medicine  and  Rehabilitation 

Quackery 

Rural  Medical  Service 
Advisory  to  New  York  State  Public 
High  School  Athletic  Association 
George  M.  Saypol,  New  York,  Chairman 
Edward  P.  Ginouves,  Columbia 
David  Kershner,  Kings 
Paul  M.  De  Luca,  Broome 
William  J.  Ryan,  Onondaga 

Scientific  Activities  and  Publications 

What  Goes  On 
Publication 
Prize  Essays 
Archives  and  History 
Convention 

To  Explore  All  Aspects  of  District 
Branches 
District  Branches 
Disaster  Medical  Care 
Medicine  and  Religion 
NASA,  Liaison  with 
Robert  E.  Healy,  Westchester,  Chairman 
Edgar  P.  Berry,  New  York 
John  D.  Naples,  Erie 
John  W.  Latcher,  Otsego 

Victor  J.  Tofany,  Monroe,  Section  on  Anes- 
thesiology 


Public  and  Professional  Affairs 

Commission  on  Public  and  Professional 
Affairs 

Federal  Legislation 
State  Legislation 
Public  Relations 

To  Study  Revision  of  Education  Law 
To  Prepare  a Lien  Law 
Charles  M.  Smith,  Seneca,  Seventh  District 
Branch,  Chairman 
George  T.  C.  Way,  Dutchess 
Sol  Axelrad,  Queens 

Arthur  Howard,  Fulton,  Fourth  District 
Branch 

Irving  Cramer,  Oneida 

Organization,  Policies,  and  Legal  Matters 

Malpractice  Insurance  and  Defense 
Legal  Counsel 

Bar  Association,  Joint  Committee  with 
Judicial  Council 
On  Osteopathy 
Constitution  and  Bylaws 
New  York  Delegation  to  AMA 
Lester  R.  Tuchman,  Queens,  Chairman 
Wayne  C.  Templer,  Steuben 
Max  Cheplove,  Erie 
John  H.  Wadsworth,  Schoharie 
Edward  R.  Burkhardt,  New  York 

Miscellaneous  Business 

James  F.  Durkin,  Cattaraugus,  Chairman 
Lawrence  Essenson,  New  York 
Bruce  A.  Harris,  Jr.,  Suffolk 
Stanley  Stark,  Kings 
Joseph  C.  Polifrone,  Bronx 

Sergeants-at-Arms  and  Tellers 

Armand  J.  D’Errico,  Fulton,  Chairman 
S.  B.  Adler,  Rockland 
William  S.  Reed,  Lewis 

E.  Craig  Coats,  New  York,  Section  on 
Urology 

Leo  J.  Swirsky,  Kings 

Referral  of  Reports  and  Supplementary  Reports 

. . . On  motion  of  Secretary  Heldmann,  the 
reports  and  supplementary  reports  of  the  officers, 
trustees,  commissions,  committees,  legal  coun- 
sel, special  committees,  and  district  branches, 
both  published  and  distributed,  were  referred 
to  the  appropriate  reference  committees  without 
reading  . . . 


Addresses  to  the  House 

President  of  American  Medical  Association* 

. . . Vice-Speaker  Carter  introduced  Gerald 
D.  Dorman,  M.D.,  New  York,  trustee  of  the 
American  Medical  Association,  who  presented 
Charles  L.  Hudson,  M.D.,  president  of  the 

* Dr.  Hudson  addressed  the  House  at  the  Wednesday 
afternoon  session. 
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American  Medical  Association.  Dr.  Hudson 
addressed  the  House  as  follows: 

I am  very  grateful  to  the  people  from  the 
State  of  New  York  for  their  participation  in 
my  election,  and  I can  only  say  that  this  is  a 
most  pleasant  occasion  for  me  to  return  here 
and  especially  to  speak  to  your  State  Society. 

In  Las  Vegas  last  November,  at  the  AMA 
Clinical  Convention,  I made  a proposal  that 
the  AMA  and  state  and  county  medical  societies 
launch  a continuing  program,  under  predomi- 
nantly private  auspices,  to  improve  existing 
health  care  services  and  to  establish  services 
where  they  do  not  exist  for  all  people  of  whatever 
age,  race,  creed,  or  color. 

The  first  step  in  the  proposal,  which  gets 
meat,  as  we  go  along,  put  on  the  barest  of  bones 
of  last  November  is,  of  course,  that  we  find 
out  whether  any  such  need  exists. 

As  I go  around  the  country,  I occasionally 
raise  a defense  reaction  that  says,  “What  is  he 
talking  about?  We  are  doing  that  here  in  our 
county  now.” 

And  if  we  are  able  to  say  after  examination 
that  this  is  true,  then  this  is  wonderful,  and 
all  we  then  have  to  do  is  to  collect  the  evidence, 
because  one  day  we  will  accumulate  the  evi- 
dence that  there  is  no  need  for  other  Federal 
programs. 

This  program,  as  I explained,  will  vary  from 
one  community  to  another  and  will  require  sub- 
stantial support  and  cooperation  from  nonmedi- 
cal civic-minded  groups.  I then,  and  now,  con- 
sider this  a program  of  top  priority  for  all  of  us. 

You  have  heard  me  say  that  governmental 
involvement  in  so-called  social  insurance  is  less 
important,  in  my  opinion,  in  the  form  as  it  now 
is  than  in  the  form  it  might  take  in  the  future, 
and  our  best  efforts  for  containment  will  be  to 
eliminate  the  areas  where  need  for  health  care  is 
apparent. 

I am  pleased  to  say  that  public  reaction  to 
this  has  been  excellent,  and  many  people  are 
looking  to  the  practicing  physicians  to  supply 
leadership  in  the  attack  on  the  medical  needs 
of  the  poor. 

It  is  truly  exciting  to  find  the  reception  of 
the  public  to  this  idea,  in  view  of  the  fact  that 
they  agree  with  me  that  the  individuals  who  are 
able  to  evaluate  the  needs  of  people  for  health 
care  are  the  physicians,  and  the  very  idea  that 
physicians  will  take  their  time  to  ascertain  these 
needs  and  to  meet  them  is  the  thing  in  their 
opinion  that  is  most  interesting. 

The  medical  profession  is  also  reacting. 
I have  visited  several  areas  of  the  country 
where  programs  are  already  under  way.  As 
just  one  example,  I would  like  to  quote  from  a 
conclusion  of  a report  adopted  in  December  by 
the  board  of  directors  of  Dallas,  Texas,  County 
Medical  Society,  authorizing  the  establishment 
of  a health  services  commission  under  the  aus- 
pices of  the  society. 

“It  is  suggested,”  the  report  said,  “that  the 
medical  society  address  itself  to  assessment  of  the 
responsibilities  of  modern  medicine  in  modern 
society  and  arrive  at  a determination  of  the  role 
it  wishes  itself  to  play.” 


The  medical  society  “should  decide  whether  it 
will  assume  the  responsibility  of  resolving  the 
problems  of  medical  care  in  both  medicine  and 
society  by  strengthening  order,  direction,  and 
leadership  within  the  dimensions  of  the  free 
enterprise  system,  or  whether,  through  disinter- 
est, disunion,  procrastination,  or  failure  to  per- 
form, it  will  in  effect  bring  about  government 
regulation  and  control  by  its  own  default.” 

May  I point  out  that  this  is  something 
that  I might  not  even  have  the  courage  to  say 
myself. 

The  commission  being  set  up  in  Dallas 
County  will  have  40  members,  of  whom  ten 
will  be  members  of  the  Dallas  County  Medical 
Society.  The  other  30  will  be  representatives 
of  the  public — the  consumers  of  medical  care — 
and  of  interested  agencies  involved  in  the  plan- 
ning or  providing  of  health  and  medical  care  to 
the  people  of  that  county. 

I could  have  brought  you  other  examples 
of  the  attempts  to  implement  the  relatively 
new  acceptance  of  the  physician’s  responsibility 
for  over-all  community  health,  but  I thought 
that  the  Dallas  example  would  suffice  to  show 
that  a new  climate  is  rapidly  developing  in  this 
country — in  society,  in  economics,  and  in  govern- 
ment. It  will  be  the  environment  in  which  we 
five  in  the  years  to  come.  And  so  that  we  may 
be  aware  of  it  and  in  the  van,  I want  to  talk 
about  this  new  trend  in  medical  society  activity, 
about  solutions  to  vexing  health  care  problems, 
about  steps  that  can  be  taken,  about  steps  that 
I believe  must  be  taken  as  the  medical  profes- 
sion and  as  the  individual  physician  face  the 
years  ahead. 

As  citizens,  we  are  interested  in  and  affected 
by  every  factor  which  is  contributing  to  the  de- 
velopment of  this  new  climate.  As  physicians, 
however,  our  concentration  must  be  focused  pri- 
marily on  the  effect  the  climatic  change  will 
have  on  the  practice  of  medicine  and  the  delivery 
of  health  care  to  the  people  of  our  country. 

As  a part  of  this  new  climate,  both  affected 
by  it  and  contributing  to  it,  the  practice  of 
medicine  is  changing.  Physicians  and  their 
professional  societies  must  not  only  change  along 
with  it,  but  must  guide  and  control  the  changes. 
The  accustomed  activities  and  the  long-estab- 
lished methods  that  have  served  our  patients  so 
well  in  the  social,  political,  and  economic  cli- 
mate of  the  past  need  to  evolve  as  time  passes 
and  change  takes  place  in  society. 

Recommendations  significantly  concerning 
the  over-all  field  of  medicine  were  set  forth 
in  detail  by  the  report  of  the  National  Com- 
mission on  Community  Health  Services.  Even 
though  all  segments  of  our  profession  do  not 
accept  the  report  of  the  Commission  as  valid, 
that  report,  nonetheless,  must  be  considered  in 
our  future  actions.  It  expresses  a philosophy 
that  health  is  no  longer  purely  a personal  matter; 
health  has  become  a community  affair. 

The  comprehensive  health  care  programs  of 
the  Public  Health  Service,  Public  Law  89-749, 
is  an  outgrowth  of  the  activity  of  the  National 
Commission,  and  I have  read  with  pleasure  the 
report  of  your  Committee  on  Federal  Legislation 
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this  morning  reporting  your  interest  in  this  sub- 
ject and  in  effect  supporting  the  testimony  of 
the  American  Medical  Association  that  I gave 
before  Congress. 

Other  government  health  programs,  including 
Medicare,  of  course,  and  Title  19,  the  Heart 
Disease,  Cancer,  and  Stroke  Program,  Appa- 
lachia, and  many  others  emphasize  regional 
and  community  action  to  organize  new  forms  of 
health  care  provision.  The  American  Medical 
Association  has  alerted  physicians  in  then-  state 
and  county  societies  to  the  need  for  active  par- 
ticipation and  especially  leadership  in  these 
programs. 

I digress  momentarily  to  say  with  considerable 
pleasure  that  the  Board  of  Trustees  of  the  Ameri- 
can Medical  Association  has  given  its  stamp  of 
approval  officially  to  the  proposition. 

Community-wide  planning  for  the  health 
care  of  all  citizens  has  become  a recognized 
obligation.  The  only  question  unanswered  is 
who  shall  meet  the  obligation.  The  leadership 
in  planning  will  naturally  devolve  on  those 
who  are  not  only  best  qualified  to  deal  with  it 
but  on  those  who  are  most  willing  to  do  so. 

Fortunately,  we  find  that  physicians  and  their 
medical  societies — at  local,  state,  and  national 
levels — are  increasingly  accepting  the  responsi- 
bility of  encouraging  and  initiating  plans  for 
more  comprehensive  community  health  services. 
Where  physicians  and  their  societies  do  not  ac- 
cept the  leadership  and  responsibility  which 
should  be  theirs  because  of  their  training  and 
qualifications,  they  will  find  that  the  planning 
and  the  implementation  will  be  carried  on  with- 
out them.  It  most  likely  will  be  to  their  own 
disadvantage  once  they  start  living  with  pro- 
grams designed  without  their  participation. 

Although  my  intention  is  to  discuss  solutions, 
it  is  necessary  at  this  point  to  review  some  of  the 
problems  which  make  these  changes  necessary. 

These  problems  are  ramifications  of  one  under- 
lying circumstance,  the  increased  demand  for 
medical  services.  It  is  a demand  that  has 
assumed  proportions  of  a generally  unanticipated 
size. 

There  are  more  factors  contributing  to  this 
growth  in  demand  than  I have  time  to  list, 
but  I would  like  to  mention  a few  of  the  principal 
ones. 

One  is  improved  health  education  on  the  part 
of  the  public.  Government  at  every  level — 
voluntary  health  agencies — and  professional 
associations  like  our  own  have  spent  millions 
of  dollars  expounding  the  advantages  of  early 
diagnosis  and  more  comprehensive  health  care. 

Another  factor  is  the  change  in  the  individual’s 
concept  of  personal  responsibility  where  the 
financing  of  health  care  is  concerned.  This 
has  been  brought  about  by  the  rapid  growth  of 
voluntary  health  insurance — by  benefit  plans 
of  labor  unions  and  corporations  which  provide 
services  totally  paid  for  by  the  employer — and 
by  the  proliferation  of  government  health  pro- 
grams at  Federal,  State,  and  local  levels,  which 
have  stimulated  demand  particularly  among  the 
low-  and  middle-income  groups  at  whom  the 
benefits  are  primarily  aimed. 


Still  another  factor  is  the  increased  effective- 
ness of  medical  care.  I need  not  remind  this 
group  how  much  better  care  a person  can  get  from 
a physician  today  than  yesterday.  Every  ad- 
vance has  made  medical  service  more  attrac- 
tive and  more  desirable  to  the  public. 

The  last  factor  I intend  to  include  is  the 
growth  of  our  nation’s  economy  since  World 
War  II  which  has  made  possible  an  increasing 
amount  of  quantity  and  quality  of  both  goods 
and  services  to  a greater  number  of  people  than 
ever  before.  As  our  gross  national  product 
has  risen  from  less  than  $300  billion  in  1950  to 
nearly  $700  billion  fifteen  years  later,  national 
expenditures  for  health  have  also  risen  to  al- 
most $40  billion. 

Barring  major  economic  or  international  dis- 
ruption, it  appears  that  the  nation’s  health 
expenditures  will  continue  to  expand  rapidly. 

The  fact  that  our  occupation  will  substantially 
expand  must  be  a major  concern  to  those  re- 
sponsible for  training  all  types  of  health  per- 
sonnel, as  well  as  to  those  charged  with  organiz- 
ing and  administering  health  services. 

It  is  important  to  point  out  that  the  time  for 
our  exertion  of  leadership  in  this  tremendous 
growth  is  relatively  short.  One  of  these  days 
the  Vietnam  war  will  end.  It  is  possible  that 
when  it  does  the  billions  of  dollars  our  govern- 
ment is  now  spending  there  will  be  returned  to 
the  taxpayers.  This  is  a wishful  thought  that 
I put  in  without  much  anticipation  of  it  coming 
to  pass,  but  I had  to  say  it  before  I said,  how- 
ever, that  much  of  it  may  be  expected  to  be 
channeled  into  the  health  field  through  new  pro- 
grams and  expansion  of  present  programs  to 
plan  and  provide  health  care  for  the  people. 

I wanted  to  add  that  wistful  note  because  I 
didn’t  want  to  appear  to  believe  that  it  is 
inevitable  that  the  programs  will  continue  to 
grow  and  grow.  I merely  mention  that  as  a 
possibility.  Hopefully  we  can  turn  some  of 
them  back. 

The  development  of  governmental  health 
care  programs  seems  awesome  enough,  but  we 
can  only  imagine  the  giant  steps  it  will  take  once 
a portion  of  this  money  that  now  supports  the 
war  is  available  to  support  increased  domestic 
programs. 

What  the  profession  does  or  does  not  do 
in  the  very  near  future  will  determine,  to  a 
large  extent,  the  degree  of  leadership  it  will 
be  able  to  exercise  over  the  planning  and  pro- 
viding of  health  care  to  the  people  of  this 
country.  The  profession  cannot  delay,  because 
the  changing  climate  will  not  wait. 

In  seeking  leadership,  we  cannot  reasonably 
hope  to  meet  the  challenges  through  a simple 
multiplication  of  numbers. 

For  example,  the  United  States  now  has 
something  more  than  300,000  physicians,  of 
whom  185,000  are  in  private  practice,  and  the 
rest  are  providing  services  in  settings  other  than 
private  practice.  They  are  in  research,  com- 
pleting internship  and  residency  training  pro- 
grams, are  in  teaching  and  administration, 
or  have  retired  and  are  no  longer  practicing. 

New  medical  schools  are  developing,  but 
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because  of  the  need  to  draw  men  out  of  practice 
and  into  the  faculties  of  schools,  the  net  gain 
will  not  be  felt  until  these  schools  have  been  in 
operation  for  a few  years. 

There  are  numerous  estimates  as  to  shortages 
in  the  allied  health  occupations  and  professions. 
Some  authorities  say  that  within  the  next  ten 
or  fifteen  years  we  shall  need  268,000  more  pro- 
fessional nurses. 

Since  I wrote  that,  I have  dated  it  by  reading 
The  New  York  Times  this  morning,  where  at  a 
meeting  in  the  mid- West  the  authorities  say 
that  very  shortly  the  need  will  be  344,000  out 
of  one  million  physicians.  We  will  need  125,000 
practical  nurses,  40,000  more  speech  therapists, 
38,000  more  medical  technologists,  30,000  more 
dietitians,  and  18,000  more  social  workers. 
There  also  will  be  an  increasing  need  for  hun- 
dreds of  thousands  of  lesser-trained  auxiliary 
personnel  in  hospitals,  in  laboratories,  and  in 
other  health  facilities. 

These  are  estimates  and  are  not  provable. 
The  important  point,  however,  is  not  whether 
any  future  projection  of  this  kind  is  exact, 
but  that  the  health  services  field  is  the  nation’s 
fastest  growing  employment  field.  It  is  now 
the  third  largest,  behind  agriculture  and  con- 
struction. It  is  expected  to  be  the  first  and  the 
largest  by  the  early  1970’s. 

The  AMA  does  everything  it  can  do  to  re- 
cruit young  men  and  women  into  the  health 
field,  including  medicine  and  the  allied  fields. 

Since  1960  we  have  distributed  more  than 
three  million  pieces  of  informational  material 
to  interested  students  and  have  shown  medical 
career  films  more  than  a hundred  thousand 
times.  In  1966  the  AMA  produced  a 144-page 
booklet  entitled,  Horizons  Unlimited,  of  which 
more  than  150,000  complimentary  copies  have 
been  distributed.  The  book  gives  in-depth 
information  on  careers  in  medicine  and  allied 
fields. 

The  AMA  encourages  the  state  and  local 
medical  societies  to  help  organize  Future 
Physician  Clubs  in  high  schools  and  to  endorse 
Scout  Medical  Explorer  Posts. 

Annually,  the  AMA  staff  handles  25,000 
inquiries  from  medical  societies  and  individual 
physicians,  high  school  and  college  counselors, 
students,  parents,  and  allied  health  organiza- 
tions, providing  information  regarding  careers  in 
more  than  20  health  professions  and  occupa- 
tions. 

In  its  November  meeting  in  1966,  the  House 
of  Delegates  of  the  AMA  reaffirmed  its  interest 
in  and  support  of  the  advancement  of  education 
and  training  of  allied  health  personnel. 

To  repeat  a thought  I introduced  earlier, 
the  size  and  the  significance  of  the  challenge 
before  us  make  it  unlikely  we  shall  meet  the 
needs  only  through  the  increases  in  numbers. 
Instead  we  must  seek  and  find  a whole  new 
structure  and  organization  for  the  provision  of 
health  care. 

We  need  new  systems  of  delivery,  and,  more 
important,  basic  to  the  design  and  development 
of  new  systems,  we  must  recognize,  if  not 
necessarily  accept,  some  ideas  that  appear  to 


run  contrary  to  what  we  have  traditionally 
believed. 

One  of  the  new  ideas  is  the  doctrine  that  medi- 
cal care  is  the  right  of  every  citizen.  This 
theory  is  actually  complimentary  to  the  medical 
profession.  Since  medical  care  has  become  so 
desirable,  so  acceptable,  and  so  essential,  it  is 
accepted  by  many  as  a human  right. 

We  have  always  accepted  the  fact  that  every- 
one is  entitled  to  good  medical  care.  The  mil- 
lions of  man-hours  that  physicians  have  given  to 
charity  or  to  patients  they  knew  could  pay  only 
a small  amount  of  their  customary  charge  proves 
such  acceptance  of  this  entitlement  to  good  care. 

Organized  medicine  is  on  record  as  favoring 
the  provision  of  health  care  for  those  who  are 
unable  to  finance  it  for  themselves. 

The  public  and  the  representatives  of  people 
in  government,  more  and  more,  we  can  expect, 
are  going  to  demand  that  what  they  call  this 
right  be  met. 

A second  idea  is  that  when  the  patient  of 
tomorrow  presents  himself  for  medical  care,  he 
will  not  so  much  enter  a doctor’s  office  as  he  will 
step  into  a system  of  medicine  involving  many 
individuals. 

This  is  already  true  to  a great  extent.  As 
specialization  has  increased,  it  has  become  pos- 
sible for  the  patient  to  have  access  to  experts 
in  many  fields,  receiving  help  from  one  or  more 
of  them  under  the  direction  and  at  the  request 
of  the  individual’s  own  physician. 

Medicine  in  the  future  will  only  be  a further 
elaboration  and  perfection  of  the  present  sys- 
tem, in  which  the  physician  will  have,  virtually 
at  his  elbow,  every  kind  of  specialist  and  every 
type  of  ancillary  personnel  whose  individual 
skills  can  help  him  do  a better  job  for  his  pa- 
tient. 

A patient  goes  to  a physician  for  help,  as  we 
all  know.  Help  is  what  he  will  get  in  the  future 
as  now,  only  it  will  be  better  than  he  has  ever 
been  able  to  get  before.  But  he  will  not  always 
be  able  to  get  whatever  he  needs  from  a single 
physician.  That  will  become  even  more  true 
than  it  is  today  as  the  increase  in  demands  for 
services  makes  the  physician’s  time  more 
crowded  than  it  is  now. 

This  does  not  necessarily  mean  group  practice. 
We  talk  about  associations  and  different  kinds 
of  systems.  An  association  can  be  maintained 
on  an  informal  as  well  as  a formal  basis.  It 
does  seem  as  though  some  kind  of  grouping  or 
association  is  needed  in  order  to  coordinate  the 
services  of  various  physicians,  along  with  the 
clerical  and  allied  occupational  and  professional 
people  to  bring  this  high  quality  of  medical 
care  we  do  provide. 

The  third  idea  is  that  it  is  not  enough  for  a 
physician  to  do  a good  job  within  his  own  prac- 
tice solely.  He  must  feel  the  responsibility  and 
execute  his  responsibilities  regarding  the  entire 
pattern  of  health  care  throughout  the  com- 
munity. 

Wherever  in  the  community  a person  becomes 
ill  or  suffers  an  accident,  it  is  the  medical  pro- 
fession’s responsibility  to  see  that  the  com- 
munity has  a mechanism  to  care  for  him  and  to 
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see  that  the  mechanism  is  well  organized  and 
effective,  and  that  means  physicians.  That 
means  the  medical  profession  must  accept  the 
responsibility  for  everything  from  the  training 
of  ambulance  drivers  to  hospital  emergency 
room  procedures,  to  the  availability  and  train- 
ing of  allied  medical  personnel. 

Again,  as  you  can  see,  the  physician’s  responsi- 
bility as  a member  of  the  medical  profession  must 
extend  beyond  his  traditional  relationship  with 
his  individual  patient.  While  most  patients 
will  be  treated  within  the  community’s  health 
system  by  one  physician,  every  physician  in  the 
community  shares  equal  responsibility  for  the 
efficient  working  of  an  over-all  system. 

The  pattern  of  health  care  in  the  community 
must  be  so  established  that  service  is  available 
where  needed  and  when  needed,  twenty-four 
hours  a day,  seven  days  a week.  This  calls  for  a 
great  deal  of  skillful  organization  and  empha- 
sizes the  managerial  functions  that  are  rapidly 
becoming  a new  and  vital  part  of  the  physician’s 
job  description. 

Because  this  is  a free  country  and  because 
physicians  have  always  fiercely  defended  the 
freedom  of  their  profession,  and  rightly  so,  we 
have  the  privilege  of  not  accepting  any  of  these 
responsibilities.  It  is  our  privilege.  There  is, 
at  the  present  time,  nothing  that  can  coerce 
the  profession  into  establishing  community  sys- 
tems for  comprehensive  health  care. 

We  can  continue  to  let  people  outside  of  our 
profession  draw  the  blueprints  with  which  we 
must  build  the  practice  of  medicine.  Whoever 
has  designed  systems  of  indigent  care  in  the  past, 
for  example,  has  managed  to  create  two  classes 
of  medical  care  in  the  country,  where  there  was 
formerly  one. 

Because  we  are  free,  we  can  let  this  division 
continue  and  even  multiply.  It  is  conceivable, 
looking  at  the  present  situation,  that  we  might 
one  day  have  several  more  classes  of  medical 
care,  for  the  indigent,  for  the  aged,  for  children, 
and,  presumably  the  best,  undoubtedly  for 
those  now  receiving  care  from  their  private 
physicians. 

On  the  other  hand,  we  can  take  the  leader- 
ship in  designing  and  building  a completely  in- 
tegrated excellent  system  of  health  care  for 
all  citizens.  If  this  system  is  to  be  excellent,  it 
must  be  designed  and  implemented  by  physicians 
with  their  perception  of  the  real  problems  of 
medicine.  We  cannot  hope  to  see  such  a system 
which  we  consider  good,  and  in  which  we  are 
glad  to  practice,  if  we  permit  it  to  be  designed  by 
nonphysicians. 

Health  care  is  not  exclusively  the  domain  of 
the  private  practicing  physician,  nor  of  govern- 
ment, nor  of  state  health  departments,  academic 
institutions,  nor  of  the  many  welfare  agencies, 
public  and  private,  that  are  interested  in  it.  It 
is  also  the  responsibility  of  all  of  them,  and  a 
good  system  can  result  only  from  the  amalgama- 
tion and  coordination  of  all  of  these  elements. 

But  someone  must  be  the  leader.  Someone 
must  blend  the  efforts  of  all  the  segments  into 
one  program,  system,  or  mechanism,  whatever 
you  call  it,  to  provide  comprehensive  health 


care  within  each  community  and  throughout  the 
nation. 

I believe  that  leadership  must  be  assumed 
by  the  medical  profession  and  there  are  five 
reasons  for  so  doing. 

First,  we  have  a moral  obligation  to  back 
up  with  action  what  we  maintain — that  we  shall 
see  to  it  that  everyone  has  access  to  good  health 
care. 

Second,  we  cannot  afford  to  ignore  a seg- 
ment of  the  population  that  will  be  able,  in 
the  future,  to  sustain  private  practice. 

Third,  we  must  deny  criticism  that  we  “have 
it  so  good”  practicing  among  the  favored  in- 
dividuals, that  we  can  overlook  those  that  are 
less  favored. 

Fourth,  we  must  take  every  opportunity 
to  emphasize  the  principle  that  free  care  is  only 
for  the  needy. 

In  proposing  that  we  get  our  feet  wet,  so 
to  speak,  by  identifying  a particular  segment 
of  the  population,  namely  the  poor,  I had  in 
mind  that  this  would  eventually  become  a part 
of  an  over-all  community  plan. 

However,  it  is  easily  identifiable,  and  a great 
deal  of  interest  can  be  generated  in  focusing  our 
attention  on  an  easily  identifiable  segment  of  the 
population. 

In  making  this  proposal,  however,  and  in  dis- 
cussing it  in  Washington,  there  has  never  been 
any  doubt  in  anyone’s  mind  that  I stand  for  the 
principles  that  individuals  who  are  able  to  pay 
for  any  element  of  health  care  would  be  required 
to  pay  for  it. 

Although  this  is  not  generally  liked  or  accepted 
in  Washington,  I feel  emphasis  upon  it  in  a pro- 
gram that  we  are  directing  gives  us  this  op- 
portunity that  I mentioned  to  emphasize  the 
principle  that  free  care  is  only  for  those  who  need 
financial  help. 

Then,  fifth,  we  must  be  in  at  the  planning 
stage  of  any  innovations  in  the  delivery  of 
health  care. 

If  the  privately  practicing  segment  of  medi- 
cine, through  its  organizations,  does  not  take  the 
lead  in  the  establishment  of  this  system,  one  or 
more  other  segments  of  society  will  do  so — most 
likely  to  the  disadvantage  of  patients  and  their 
physicians. 

Locally  and  nationally,  we  in  medicine  have 
wanted  and  expected  the  support  of  our  com- 
munity leaders  in  the  cause  of  free  medicine, 
which  is  our  cause.  They  are  people  who  have 
problems  also.  If  we  expect  to  gain  their  sup- 
port for  our  problems,  we  are  going  to  have  to 
show  them  that  we  are  willing  to  work  diligently 
by  their  side  to  solve  at  least  one  of  theirs. 
We  won’t  get  them  on  our  side  by  ignoring  them 
or  by  working  against  their  efforts  which  we 
feel  overlap  our  domain. 

My  formula  for  beginning  this  tremendous 
job  is  a simple  one  to  describe. 

First,  the  local  medical  society  must  make  a 
public  commitment.  It  must  put  itself  and 
its  members  on  the  line  in  undertaking  the  es- 
tablishment of  a comprehensive  health  care 
system. 

Second,  it  must  take  initiative  in  drawing 
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together  all  of  the  elements  of  the  community 
that  have  a legitimate  interest  in  health  care, 
to  mobilize  their  combined  efforts  in  a study 
first  of  existing  health  facilities  and  existing 
needs  within  the  community. 

One  fault  that  I have  felt  is  evident  in  some 
approaches  is  to  ignore  this  kind  of  study  and 
to  move  in  with  an  entirely  new  and  different 
system.  I think  that  as  situations  will  vary 
from  one  community  to  another,  it  will  be  ab- 
solutely necessary  to  determine  needs  first. 

Third,  it  must  take  the  lead  in  cooperation 
with  all  of  the  combined  elements  in  establish- 
ing a program  to  meet  whatever  needs  are  dis- 
covered. 

As  I said  earlier,  the  AMA — and  I am  proud 
to  say  this — and  its  staff  stand  ready  to  help 
in  any  way  possible.  But  every  society  that 
wants  to  take  the  responsibility  must  recognize 
that  the  problems  are  local.  They  are  not  sus- 
ceptible to  a grand  national  solution.  It  is 
imperative  that  each  society  critically  study 
its  own  communities  and  the  population  it  serves 
to  find  the  specific  methods  to  solve  its  own  spe- 
cific problems. 

There  is  no  other  way  to  do  the  job,  in  my 
opinion.  If  it  is  attempted  on  any  more  grand 
scale  than  the  community  level,  then  we  would 
be  making  exactly  the  same  mistake  that  govern- 
ment has  made  in  the  past  in  trying  to  develop  a 
national  solution  and  make  it  work  for  a local 
situation. 

Regardless  of  what  we  have  done  or  have  not 
done  in  the  past,  we  must  realize  now  that  what 
we  do  or  fail  to  do,  beginning  now,  will  have  a 
profound  effect  on  the  system  under  which  health 
care  is  delivered  in  the  future — and  an  equally 
profound  effect  on  the  professionals  who  are 
involved  in  that  system  of  health  care  delivery. 

Report  on  Physicians’  Home* 

. . . Speaker  Himler  introduced  Waring  Willis, 
M.D.,  vice-president  of  Physicians’  Home,  who 
addressed  the  House  as  follows: 

It  is  my  privilege  this  afternoon  to  say  a 
few  words  to  you  about  your  most  altruistic 
and  compassionate  endeavor,  and  that  is  the 
Physicians’  Home.  The  Physicians’  Home,  as 
you  know,  creates  a home  in  a home  by  keeping 
the  physician  in  his  own  surroundings  in  dig- 
nity. 

The  president  of  the  Physicians’  Home  is 
your  indefatigable  speaker,  George  Himler, 
and  it  is  largely  due  to  his  administrative  ability 
and  managerial  skills  that  the  Home  is  in  such 
an  enviable  position  today. 

In  the  year  ending  September  30,  1966,  the 
Physicians’  Home  extended  benefits  to  106 
guests.  Of  these,  35  were  doctors,  19  were 
doctors’  wives,  38  were  widows,  and  14  de- 
pendents. 

Aid  is  given  in  the  form  of  monthly  checks 
in  amounts  designated  to  supplement  whatever 
small  income  or  assets  the  beneficiaries  may 
have  to  a degree  that  permits  many  to  live  in 
dignity  in  their  own  surroundings. 

* Dr.  Willis  addressed  the  House  at  the  Sunday  afternoon 
session. 


The  total  amount  of  this  assistance  for  106 
persons  in  1966  was  $149,000.  This  compares 
with  $114,000  for  100  recipients  in  1965. 

Funds  for  beneficial  aid  are  derived  from 
membership  contributions  of  physicians  in  the 
amount  of  $10  or  more  per  year,  from  voluntary 
assessments  that  are  paid  with  county  medical 
society  dues,  and  from  money  collected  and 
donated  by  the  Woman’s  Auxiliary.  These 
contributions  came  to  about  $95,000  in  the 
fiscal  year  1966  as  compared  to  $86,000  in  1965. 

As  you  can  see  without  my  going  into  detail, 
expenditures  have  increased  from  $114,000 
to  $149,000  for  a rise  of  $35,000.  At  the  same 
time  contributions  have  increased  from  $86,000 
to  $95,000,  a gain  of  $9,000. 

The  gap  of  $24,000  between  expenditures  and 
contributions  in  1966  was  made  up  by  the  use 
of  income  from  the  corporation’s  invested 
endowment  funds.  These  figures  point  up  a 
trend  which  has  been  consistent  in  recent  years. 
There  has  been  a steady  rise  in  the  requirements 
for  beneficial  aid.  This  has  been  due  to  an 
increase  in  the  number  of  beneficiaries  on  the 
one  hand,  and,  on  the  other,  a rise  in  the  cost  of 
living  and  aging,  which  has  made  it  necessary  to 
raise  stipends  modestly  from  time  to  time. 

Although  there  have  been  gains  in  physicians’ 
contributions,  these  have  not  kept  pace  with  the 
expenditures.  The  discrepancy  between  income 
and  outgo  is  naturally  of  great  concern  to  the 
officers  and  directors,  and  every  effort  is  being 
made  to  communicate  the  need  to  the  physicians 
of  the  State. 

In  the  past  several  years  only  about  20  per 
cent  of  the  State  Society  membership  has  con- 
tributed to  the  Physicians’  Home.  It  is  hard 
for  me  to  believe  that  so  few  would  support  so 
worthy  a cause  if  knowledge  about  the  Home 
were  more  widespread. 

With  this  in  mind,  a year  ago  the  president 
asked  the  members  of  the  House  of  Delegates, 
county  society  officers,  and  executive  secre- 
taries to  act  as  missionaries  and  representatives 
for  the  Home  in  then-  respective  communities. 
Before  appeal  letters  go  forth,  a special  letter 
has  been  sent  to  each  of  you  setting  forth  re- 
cent and  complete  details  of  the  operation  of 
the  organization. 

Your  help  and  cooperation  have  brought 
about  a substantial  rise  in  the  amount  con- 
tributed. Unfortunately,  however,  the  need 
has  as  usual  outstripped  the  increment  in  re- 
ceipts. I therefore  thank  you  for  past  efforts 
and  urge  you  to  continue  them  in  the  future. 

When  I become  president  I intend  to  rely 
on  the  relationship  that  has  been  established 
with  you,  and  I know  that  you  will  be  as  gen- 
erous of  your  time  and  effort  as  you  have  been 
until  the  present. 

While  I am  on  the  subject  of  contributions, 
as  you  may  know,  there  are  several  appeals  for 
membership  contributions  each  year.  Some 
doctors  have  expressed  resentment  at  receiving 
letters  after  having  made  their  contribution  for 
the  year.  This  is  difficult  to  avoid. 

In  the  effort  to  keep  administrative  expenses 
to  a minimum,  we  have  only  one  employe,  your 
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executive  secretary,  who,  as  you  may  imagine, 
has  little  time  to  spare.  It  would  require  addi- 
tional help  and  be  excessively  expensive  and 
time-consuming  to  remove  the  names  of  pre- 
vious contributors  from  subsequent  mailings. 

I can  assure  you  that  careful  records  are  kept 
of  all  contributions,  and  I must  ask  your  in- 
dulgence in  the  matter  of  multiple  solicitation. 
The  officers  and  directors  of  the  Physicians’ 
Home  will  welcome  any  suggestion  you  may 
have  on  how  we  may  establish  better  contact 
with  the  doctors  in  the  State.  We  are  keenly 
aware  that  this  is  the  touchstone  for  securing  the 
continued  and  augmented  support  that  is  so 
badly  needed. 

I could  read  you  many  letters  from  grateful 
beneficiaries  that  would  bring  tears  to  your  eyes. 
I will  not  take  the  valuable  time  of  the  House 
to  do  so.  But  I assure  you  that  I know  of  no 
nobler  charity  than  to  help  your  less  fortunate 
colleagues. 

In  closing  I would  like  to  take  this  oppor- 
tunity to  thank  each  contributor  and  to  extend 
a special  appreciation  of  the  Physicians’ 
Home  to  the  Woman’s  Auxiliary  who  have  sup- 
ported us  so  consistently  and  effectively  through- 
out the  years. 

. . . Speaker  Himler  recognized  President 
Blake  who  made  the  following  brief  remarks 
on  the  Physicians’  Home: 

Among  my  many  opportunities  this  year, 
there  again  was  the  opportunity  to  see  more 
closely  the  activities  and  responsibilities  of  the 
Physicians’  Home. 

I commend  the  officers  for  the  time  and  effort 
they  have  put  forth  in  this  endeavor  and  assure 
you  that  it  is  something  that  is  very  appealing 
to  those  of  us  who  had  the  opportunity  to  learn 
the  details. 

I think  most  of  us  give  little  thought  to  the 
needs  of  physicians  today  and  sometimes  I 
wonder  why.  But  I can  see  in  observing  this 
that  misfortune  can  come  to  us,  as  well  as  to 
anyone  else.  So  I would  urge  you  to  carry  back 
to  your  county  society  members  their  participa- 
tion and  contribution  to  this  very  worthy  ac- 
tivity of  your  State  Society. 

President  of  Woman’s  Auxiliary* 

. . . Speaker  Himler  introduced  the  president 
of  the  Woman’s  Auxiliary  to  the  Medical  So- 
ciety of  the  State  of  New  York,  Mrs.  Walter  T. 
Heldmann,  who  addressed  the  House  as  follows: 

A year  ago,  with  unity  as  my  guideline,  I 
assumed  the  duties  of  my  office  and  I made  a 
firm  resolution  to  do  all  in  my  power  to 
strengthen  our  Auxiliary  so  that  we  would  be 
better  able  to  function  successfully  for  the  pur- 
poses for  which  we  were  organized: 

First  and  foremost,  that  we  might  assist 
the  medical  profession  in  its  program  for  the 
advancement  of  medicine  and  public  health;  to 
help  project  a truer  image  of  the  physician 
through  good  public  relations  and  community 
service,  and  further,  through  greater  knowledge 
on  our  part,  to  educate  the  lay  public  as  to  the 

* Mrs.  Heldmann  addressed  the  House  at  the  Sunday 
afternoon  session. 


true  principles  and  policies  of  American  medi- 
cine today. 

To  accomplish  this  successfully,  we  need  the 
interest  and  the  help  of  every  doctor’s  wife,  bar 
none. 

A doctor’s  wife,  as  you  know,  is  constantly 
being  questioned  on  matters  of  health  insurance. 
Medicare,  Title  19,  quackery — just  to  name  a 
few.  Without  leaving  the  kitchen,  she  can  be 
interviewed  by  the  butcher  and  the  baker  and 
the  plumber,  and  all  these  people  are  citizens 
who  meet  hundreds  of  people. 

The  misinformed  or  the  uninformed  doctor’s 
wife  is  the  most  deadly  weapon  we  could  ever 
have  against  us. 

No  doctor’s  wife  can  afford  to  be  ignorant 
of  the  policies  of  organized  medicine.  Most  of 
the  time  their  doctor-husbands  are  too  busy  and 
too  tired  at  the  end  of  the  day  to  inform  them. 
But  this  is  no  excuse  to  give  to  a layman. 

Therefore,  there  is  no  better  place  to  seek 
authentic  information  than  in  the  organized 
auxiliary  whose  function  it  is  to  study  and  supply 
all  these  facts  with  the  approval  of  the  county 
medical  society. 

What  is  our  membership  story?  We  have 
4,913  members. 

What  is  our  potential?  It  is  24,000  at  least. 

Last  year’s  figure  was  1,551;  we  had  420  new 
members  this  year,  and  yet  we  are  way  below 
last  year’s  figure.  Something  is  happening  and 
we  do  not  like  it. 

In  order  to  stimulate  interest  and  bring  in- 
formation into  the  counties,  we  had  regional 
workshops  this  past  year  that  were  held  during 
May  dividing  the  State  into  four  parts.  These 
were  successful  in  that  all  the  county  presidents 
and  presidents-elect  and  chairmen  who  did  at- 
tend were  enthusiastic  and  found  the  work- 
shops most  informative  and  helpful.  Un- 
fortunately, attendance  fell  far  below  our  ex- 
pectations. 

In  September  we  had  a fall  conference  in 
Buffalo  with  a public  speaking  session,  a session 
on  legislation,  and  a health  careers  workshop. 
This  was  a two-day  session,  and  it  was  greatly 
appreciated  by  all  who  attended,  but,  again,  129 
people  were  present  and  among  them  only  19 
county  presidents  and  13  presidents-elect. 

Although  we  would  like  to  have  seen  all  of 
our  47  organized  county  presidents  there,  we 
considered  that  our  meeting  was  a success  be- 
cause everyone  who  attended  did  appreciate  it. 

I give  you  this  information  so  that  you  may 
picture  in  part  the  time  and  effort  that  is 
expended  on  the  part  of  the  State  Auxiliary 
team.  It  is  not  for  recreation  that  they  give 
their  time,  but  to  promote  greater  understanding 
of  medical  problems  by  the  distaff  side.  In  most 
instances,  it  calls  for  much  sacrifice  on  everyone’s 
part  to  fulfill  her  duties,  but  this  is  done  will- 
ingly and  with  dedication. 

We  are  your  Auxiliary.  We  hope  you  are  of 
the  opinion  that  as  a well-informed  group  we  are 
an  asset  and  not  a liability  to  organized  medi- 
cine. We  are  willing  to  continue  our  effort  in 
your  behalf,  but  the  time  has  come  when  we 
need  your  cooperation  for  further  success. 
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A word  from  you  to  your  wives  and  to  your 
auxiliary  members  of  your  local  societies  would 
be  most  helpful.  In  fact,  it  could  well  double  our 
membership.  Please  strengthen  this  line  of 
communication  and  help  us  stimulate  interest 
toward  greater  unity  of  effort  and  unity  of  pur- 
pose. Never  let  it  be  said  that  we  have  to  be 
classified  as  a liability.  We  don’t  like  the  word. 

Let  us  never  forget  that  in  unity  there  is 
strength,  and  we  aim  to  be  strong  in  our  service 
to  you. 

President  of  New  York  State  Medical 
Assistants  Association* 

. . . Speaker  Himler  introduced  Dr.  Pallin 
who  presented  Mrs.  Elsie  Adams,  president  of 
the  New  York  State  Medical  Assistants  Associa- 
tion, who  addressed  the  House  as  follows: 

The  medical  assistant  is  always  anxious  to 
learn.  This  is  our  basic  reason  for  existence. 
Education  is  the  keynote  of  all  our  meetings  on  a 
county,  State,  and  national  level. 

Our  national  organization,  the  AAMA,  has 
a certification  program  now  and  examinations 
are  given  once  a year. 

We  now  have  159  certified  medical  assistants 
throughout  the  United  States,  and  this  has  been 
accomplished  in  four  short  years. 

New  York  State,  I am  happy  to  say,  can  boast 
of  two.  Our  constant  aim  is  to  learn  to  be  bet- 
ter medical  assistants,  to  be  able  to  better  serve 
our  physician  employers  and  their  patients. 
We  are  organized  and  function  for  this  common 
purpose. 

Our  State  Association  was  organized  in  1959 
under  the  direction  and  supervision  of  and  ap- 
proved by  the  Medical  Society  of  the  State  of 
New  York  with  a charter  membership  of  66. 
We  now  number  600  members,  and  we  have  one 
new  component  chapter,  Suffolk  County,  to  be 
awarded  a charter  this  year,  bringing  our  total 
to  20. 

If  your  medical  assistant  is  not  a member  of 
our  organization,  won’t  you  encourage  her  to 
join?  I am  sure  she  will  benefit  and  so  will 
you.  For  those  of  you  whose  medical  assistants 
are  members,  we  are  grateful  for  your  support. 

Introduction  of  Guests** 

. . . Speaker  Himler  introduced  the  following 
guests  from  neighboring  state  medical  societies, 
who  addressed  the  House  and  were  applauded: 

Orvan  W.  Hess,  M.D.,  president,  Con- 
necticut State  Medical  Society  (Thurman  B. 

Givan,  M.D.,  host); 

George  E.  Sullivan,  M.D.,  president, 

Maine  Medical  Association  (Samuel  Z.  Freed- 
man, M.D.,  host) ; 

Theodore  H.  Lee,  M.D.,  president,  New 

* Mrs.  Adams  addressed  the  House  at  the  Tuesday  after- 
noon  session. 

**  Dr.  Hess  was  presented  at  the  Sunday  afternoon  session 
of  the  House;  Dr.  Sullivan  at  the  Monday  morning  session; 
Dr.  Lee  at  the  Tuesday  afternoon  session;  Drs.  Buttles  and 
Jehl  at  the  Wednesday  morning  session;  Drs.  Nickerson  and 
McClenahan  at  the  Wednesday  afternoon  session. 


Hampshire  Medical  Society  (Edward  C. 
Hughes,  M.D.,  host); 

Roy  V.  Buttles,  M.D.,  president,  Ver- 
mont State  Medical  Society  (Renato  J. 
Azzari,  M.D.,  host); 

Joseph  R.  Jehl,  M.D.,  president,  Medical 
Society  of  New  Jersey  (Walter  S.  Walls, 
M.D.,  host); 

Donald  A.  Nickerson,  M.D.,  president- 
elect, Massachusetts  Medical  Society  (Gerald 
D.  Dorman,  M.D.,  host); 

J.  Everett  McClenahan,  M.D.,  presi- 
dent, Pennsylvania  Medical  Society  (Waring 
Willis,  M.D.,  host). 


Award  Presentations* 

. . . Speaker  Himler  introduced  President 
Blake  who  made  the  following  award  presenta- 
tions: 

Red  way  Award 

President  Blake:  This  first  award  that  I 
have  to  present  is  the  annual  Redway  Award, 
a gold  medal  and  an  honorarium  of  $500  that 
was  instituted  by  the  Journal  on  the  recom- 
mendation of  the  Publication  Committee  six 
years  ago.  This  was  done  in  honor,  in  memory, 
of  Dr.  Laurance  D.  Redway  who  was  editor  of 
the  Journal  from  1952  to  1960. 

The  award  is  made  each  year  at  the  annual 
meeting  for  the  best  article  appearing  in  the 
Journal  the  preceding  year.  Nominations  are 
made  by  the  associate  editorial  board  and  the 
final  judging  is  done  by  the  editor,  the  chairman 
of  the  Publication  Committee,  and  the  execu- 
tive vice-president. 

The  Sixth  Annual  Redway  Award  and  Medal 
is  presented  this  year  to  Dr.  Milton  Helpern 
for  his  article  “Deaths  from  Narcotism  in  New 
York  City.”  This  was  published  in  the  Sep- 
tember 15,  1966,  issue  of  the  Journal.  If  you 
have  not  read  it,  I certainly  urge  you  to  do  so. 

Dr.  Helpern’s  position  as  an  international 
authority  in  forensic  medicine  gave  great  im- 
portance to  this  comprehensive  report  on  one 
of  the  most  vexing  problems  of  this  society. 
This  study  was  based  on  thirty  years’  experience 
in  the  Medical  Examiner’s  office  of  the  world’s 
largest  city  and  it  delineates  the  size  and  the 
scope  of  its  narcotic  addiction  problem,  the 
habits  of  the  addict,  and  the  pathologic  result 
of  the  self-administration  of  these  dangerous 
drugs. 

The  Journal  is  signally  honored  in  presenting 
this  award.  Every  now  and  then  there  comes 
along  an  individual  whom  we  think  of  as 
courteous,  keen,  capable,  and  kindly,  truly  a 

* The  Redway  Award,  Journal  Distinguished  Service 
scrolls,  and  the  President’s  Citations  for  Distinguished  Com- 
munity Service  were  presented  at  the  Sunday  afternoon  ses- 
sion; the  Television  and  Radio  awards,  the  Empire  State 
Awards  for  Excellence  in  Medical  Reporting,  and  the  Fifty 
Year  awards  were  presented  at  the  Tuesday  afternoon  ses- 
sion; the  Scientific  Exhibit  Awards  were  presented  at  the 
Wednesday  morning  session. 
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delightful  person.  This  is  my  opinion  of  Milton 
Helpern,  winner  of  this  year’s  Redway  Award. 

Dr.  Helpern,  it  is  with  great  pleasure  and 
tremendous  admiration  that  I present  you  with 
this  award  and  that  I also  have  the  privilege  of 
placing  this  medal  on  you. 

Dr.  Milton  Helpern:  It  is  with  gratitude 
that  I wish  to  accept  this  award  and  this  mon- 
etary prize.  I want  to  take  this  oportunity  to 
thank  the  selection  committee  and,  particularly, 
Dr.  William  Hammond,  who  has  been  very  help- 
ful as  editor  of  the  Journal  in  setting  up  this 
paper  in  a presentable  form.  His  advice  has 
been  most  helpful  to  me  and  I want  to  take  this 
opportunity  to  compliment  him  on  his  editorship 
of  the  Journal,  which  I think  now  ranks  with 
the  foremost  medical  journals  of  the  country. 
I want  to  thank  you  for  this  wonderful  honor. 

Journal  Distinguished  Service  Scrolls 

President  Blake:  It  is  indeed  a pleasure  for 
me  to  recognize  this  afternoon  the  Journal 
Distinguished  Service  awards. 

Paul  Bunn,  M.D.:  This  award  for  distin- 
guished service  to  the  Journal  is  made  to  Dr. 
Bunn,  a member  of  the  associate  editorial  board 
for  the  past  ten  years,  and  a member  of  the 
editorial  council  representing  the  Upstate  Medi- 
cal School  for  the  past  five  years.  Dr.  Bunn’s 
advice  in  the  field  of  internal  medicine,  par- 
ticularly in  the  new  and  expanding  field  of  anti- 
biotics, has  been  invaluable  to  the  Journal  and 
to  all  of  us  individually. 

His  generous  guidance  has  played  a large 
part  in  obtaining  and  maintaining  the  high 
standards  of  the  Journal.  Dr.  Bunn  for  the 
past  year  has  been  in  New  York  City  on  special 
assignment  in  relation  to  the  pharmaceutical 
industry  and  now  returns  to  Syracuse  as  profes- 
sor and  head  of  the  Department  of  Medicine  at 
that  institution. 

Dr.  Bunn,  it  is  with  great  pleasure  that  I 
present  this  distinguished  service  award  to  you. 

Granville  W.  Larimore,  M.D.:  This  award 
for  distinguished  service  to  the  Journal  is 
made  to  Dr.  Larimore,  the  First  Deputy  Com- 
missioner of  New  York  State’s  Department  of 
Health,  for  his  long  and  continuous  service  as  a 
member  of  the  associate  editorial  board  and  of 
the  editorial  council. 

His  great  interest  in  the  Journal  is  manifest 
as  well  by  his  long  tenure  as  a member  of  the 
Publication  Committee  and  a member  of  the 
Ad  Hoc  Committee  to  Study  the  Journal. 

His  judgment  in  the  matter  of  policy,  in  the 
matter  of  public  health,  and  in  the  technologic 
aspects  of  scientific  publication  has  added  ma- 
terially to  the  advancement  of  the  Journal. 
We  acknowledge  with  pride  and  gratitude  this 
long  and  grateful  association  with  a great  public 
servant. 

Dr.  Larimore,  it  is  a pleasure  to  award  to  you 
the  Journal  Distinguished  Service  scroll. 

Lester  C.  Mark,  M.D.:  This  distinguished 
service  award  is  made  to  Dr  Lester  C.  Mark  for 
his  contribution  as  editor  of  the  Clinical  Anes- 
thesia Conferences  of  the  Study  Committee  of 
the  New  York  State  Society  of  Anesthesiologists, 


and  this,  as  you  know,  has  been  a regular  sec- 
tion of  the  Journal  for  the  past  ten  years. 

Dr.  Mark,  a member  of  the  committee  for  nine 
years  and  chairman  and  editor  of  its  reports  for 
the  past  three  years,  has  added  to  the  stature  of 
the  Journal  among  those  concerned  with 
anesthesia  and  surgery.  His  clear-cut  descrip- 
tions of  the  illustrative  cases,  logical  steps  in  treat- 
ment, and  literate  comment,  have  made  these 
progress  reports  of  prime  editorial  value.  They 
have  been  so  highly  regarded  that  they  are 
being  published  in  book  form  and  will  be  avail- 
able very  shortly. 

Dr.  Mark,  it  is  a pleasure  to  present  this 
Journal  Distinguished  Service  scroll  to  you. 

President’s  Citations  for 
Distinguished  Community  Service 

President  Blake:  The  citation  by  the  presi- 
dent of  the  Medical  Society  of  the  State  of 
New  York  for  public  service,  that  is,  service 
beyond  the  duties  and  responsibilities,  was 
initiated  by  Dr.  Norman  S.  Moore  in  1961. 

In  his  original  comment  concerning  this 
award.  Dr.  Moore  stated:  “Many  estimates 

have  been  made  of  the  countless  hours  physicians 
have  given  to  furthering  the  well-being  of  then- 
patients.  F ew,  if  any  estimates  have  been  made 
of  the  equally  countless  hours  that  they  have 
voluntarily  contributed  to  the  social,  moral,  and 
economic  advancement  of  all  the  people  in  the 
communities  in  which  they  work.  It  is  be- 
coming each  year  ever  more  desirable  and  im- 
portant that  physicians  assume  more  responsi- 
bility for  the  basic  affairs  and  activities  in  then- 
respective  communities.  Community  activity 
of  all  types  needs  the  participation  of  all  its 
citizens,  and  certainly  we  physicians  have  much 
to  contribute  to  our  respective  communities,  if 
we  would  only  take  the  time  to  do  so.” 

Today  we  honor  three  physicians  who  have 
taken  time  from  their  professional  work  to  do 
just  this. 

Roger  C.  Bliss,  M.D.,  Hudson:  Dr.  Bliss 

in  his  community  has  been  very  active  as  a 
member  of  the  Chamber  of  Commerce,  Lions 
Service  Club,  and  in  his  local  church.  He  was 
unique  in  that  he  served  as  Police  Commissioner 
of  Hudson,  New  York,  for  ten  years  and  the 
work  he  did  during  this  time  played  an  im- 
portant role  in  the  field  of  public  safety. 

He  initiated  the  State  Police  Training 
School  as  a means  of  educating  officers  in  the 
technics  of  law  enforcement.  He  was  extremely 
active  in  bringing  about  a complete  revision 
and  modernization  of  the  traffic  control  system 
in  his  community. 

He  served  on  many  fund  drives  in  his  area. 
He  has  been  very  active  in  the  Episcopal  Diocese 
of  Albany,  and,  as  recently  as  last  year,  was 
named  chairman  of  the  Hudson  Housing  Au- 
thority. 

It  is  with  extreme  pleasure  that  I present 
to  Dr.  Bliss  this  Presidential  Citation  for  the 
year  1966. 

Norman  D.  Kathan,  M.D.,  Schenectady: 
This  second  citation  gives  me  a distinct  pleas- 
ure. Dr.  Kathan  is  from  my  home  community. 
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and  I have  had  the  privilege  and  the  pleasure  of 
working  with  and  observing  him  in  community 
activities  for  many  years. 

His  activity  in  community  work  has  been 
such  that  one  often  wondered  when  he  had  the 
time  to  take  care  of  patients.  He  has  served 
in  almost  every  community  organization  in  our 
town. 

He  has  been  a member  of  the  board  and  vice- 
president  of  both  the  local  YMCA  and  Com- 
munity Chest,  member  of  the  board  and  presi- 
dent of  the  Chamber  of  Commerce,  chairman  of 
the  advisory  committee  of  the  Salvation  Army, 
member  of  the  board  of  United  Fund,  trustee  and 
member  of  the  planning  committee  of  the  Union 
Presbyterian  Church. 

There  are  many  other  projects  for  which  he 
has  given  directly  of  his  time,  his  energy,  and 
his  talents,  and  he  has  performed  his  activities 
with  enthusiasm  for  his  community.  I was  of 
course  happy  when  my  county  society  presented 
Dr.  Kathan’s  name  to  me. 

It  is  with  personal  pleasure  that  I present 
him  with  this  Presidential  Citation  for  Dis- 
tinguished Community  Service. 

W.  James  MacFarland,  M.D.,  Hornell: 
Dr.  MacFarland,  like  both  of  the  other  recip- 
ients, has  been  extremely  active  in  community 
organizations. 

In  1960  he  was  named  “Man  of  the  Year”  in 
appreciation  for  his  outstanding  contribution 
and  service  to  the  City  of  Hornell.  Among  the 
many  organizations  in  which  he  has  participated, 
Dr.  MacFarland  has  served  in  many  capacities 
with  the  Boy  Scout  program,  YMCA,  Chamber 
of  Commerce,  American  Red  Cross,  Hornell 
United  Fund,  the  civil  defense  organization,  and 
his  church,  the  First  Presbyterian  Church  of 
Hornell. 

It  is  with  distinct  pleasure  that  I also  present 
to  Dr.  MacFarland  this  President’s  Citation  for 
Distinguished  Community  Service. 

Television  and  Radio  Awards 

President  Blake:  It  is  indeed  a pleasure  to 
participate  in  this  part  of  the  program  and  pre- 
sent to  these  people  in  the  news  media  our  ap- 
preciation for  the  work  that  they  have  done  and 
our  awards  in  the  respective  areas. 

The  first  group  of  awards  that  I have  to  pre- 
sent are  in  the  television  and  radio  area.  I 
should  call  to  your  attention  first  that  the  cita- 
tions for  the  television  stations  in  the  upstate 
area,  who  have  carried  out  our  “Doctors  at 
Work”  program,  will  be  presented  in  their 
respective  areas.  These  we  are  presenting  to- 
day are  coming  primarily  from  the  New  York 
City  area. 

CBS  RADIO:  The  first  award  in  the  elec- 
tronic media  area  is  presented  to  CBS  Radio 
Network  for  their  distinguished  daily  series, 
“Dimensions  on  Health.”  This  program  is 
produced  by  CBS  News  and  is  heard  on  250 
stations  coast-to-coast. 

The  series  deals  with  a wide  variety  of  medi- 
cal subjects,  including  reports  on  new  medical 
discoveries.  It  tests  the  listeners’  knowledge  of 
health  information  and  interviews  leading  doc- 


tors and  medical  researchers. 

The  program  is  narrated  by  CBS  News 
correspondent,  Charles  Kuralt,  and  written  by 
science  writer,  Harold  Schmeck.  The  series 
covers  measles,  influenza  in  England,  staphylo- 
coccus, air  pollution,  narcotics,  smoking  and 
women,  and  hundreds  of  others.  This  award 
is  to  be  received  by  Mr.  Joseph  T.  Dembo, 
director  of  news,  CBS  Radio. 

WCBS-TV:  The  second  award  is  to  WCBS- 
TV  for  a number  of  health  education  programs, 
including  a program  on  venereal  disease,  and 
particularly  an  outstanding  series  called  “Inter- 
face.” 

The  host  on  this  program  is  Earl  Ubell, 
WCBS-TV  science  editor.  It  provides  dialogues 
and  probes  such  topics  as  the  right  of  medical 
researchers  to  conduct  experiments  on  human 
beings,  the  scientific  secret  of  man’s  mind 
and  the  ethical  question  of  controlling  it, 
problems  caused  by  current  and  future  increase 
in  leisure  time,  ethical  aspects  of  prolongation 
of  life,  effects  of  air,  water,  and  density  pollu- 
tion on  cities,  and  others.  Accepting  the  award 
for  WCBS-TV  will  be  Mr.  Jerry  Weisman, 
manager,  community  broadcasts. 

WNBC-TV:  The  third  award  goes  to 

WNBC-TV  for  the  many  fine  health  education 
programs  it  has  presented.  We  particularly 
wish  to  cite  WNBC-TV’s  “Research  Project” 
series  hosted  by  Dr.  Frank  Field,  WNBC-TV 
science  editor.  The  series  presents  accom- 
plished medical  researchers  and  physicians  who 
enlighten  the  public  regarding  their  particular 
fields  of  research  and  treatment  and  explain 
what  causes  a particular  infection,  how  it  can 
be  treated,  and  what  scientific  advancements 
are  being  made  to  combat  it.  Accepting  this 
award  will  be  Dr.  Frank  Field,  science  editor. 

Empire  State  Awards  for  Excellence  in  Medical 
Reporting 

President  Blake:  This  is  the  eighth  annual 
Empire  State  Award  for  Excellence  in  Medical 
Reporting.  This  award,  as  you  know,  is 
cosponsored  by  the  Medical  Society  of  the  State 
of  New  York  and  the  Annual  Health  Conference 
on  behalf  of  the  New  York  State  Department  of 
Health. 

Mike  Thomas  and  Marilyn  Berger,  News- 
day:  The  first  award  is  the  first  place  winner 
and  it  goes  to  Mike  Thomas  and  Marilyn 
Berger,  who  are  to  be  highly  praised  for  their 
series,  “Mental  Health  Wanted,”  which  ap- 
peared February  14  through  February  18  in 
Newsday,  published  on  Long  Island. 

Their  series  disclosed  a serious  lag  in  mental 
health  facilities  on  Long  Island.  As  a result 
of  the  series,  a concentrated  effort  has  been  made 
by  community  leaders  and  public  officials  for 
the  allocation  of  funds  to  make  desperately 
needed  improvements  in  Long  Island’s  mental 
health  treatment  facilities. 

The  series  probed  rather  deep  into  the  prob- 
lem, describing  the  anguish  of  would-be  pa- 
tients on  waiting  lists  and  the  frustrations  of 
overworked  psychiatrists,  psychologists,  and 
psychiatric  social  workers. 
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Accepting  the  award  for  Mr.  Thomas  and 
Miss  Berger  is  William  F.  Mclllwain.  This 
award  carries  with  it  a monetary  prize  of  $500 
which  will  be  divided  between  these  two  in- 
dividuals. 

Lorraine  Dusky,  Knickerbocker  News:  Sec- 
ond place  goes  to  Miss  Lorraine  Dusky,  a re- 
porter for  the  Knickerbocker  News  in  Albany, 
for  her  penetrating  and  incisive  day-to-day 
reporting  on  a wide  variety  of  medical  and 
scientific  subjects  during  1966.  Miss  Dusky’s 
prize-winning  articles  covered  many  fields  of 
medicine,  ranging  from  research  in  the  predic- 
tion of  unborn  infants  to  local  reports  to  control 
emphysema  and  new  technics  being  used  in  the 
treatment  of  hemophiliacs. 

Miss  Dusky  also  wrote  in  depth  about  the 
shortages  of  health  personnel  and  the  controversy 
over  implementation  of  Medicaid  in  her  com- 
munity. The  wide  range  of  her  reporting  has 
won  her  the  recognition  afforded  her  today. 

Long  Island  Daily  Press:  For  the  first 
time  this  year,  the  Empire  State  Medical  Re- 
porting Awards  Committee  is  presenting  a pub- 
lic service  citation  to  a newspaper.  This  first 
such  award  goes  to  the  Long  Island  Daily  Press 
for  an  eight-part  series  on  “Long  Island’s  Young 
Addicts”  by  one  of  its  reporters,  Leonard  Vic- 
tor. 

The  series  covered  the  whole  area  of  teen-age 
drug  addiction  on  Long  Island.  It  brought  the 
reader  behind  the  scenes  into  the  dark  world  of 
the  addict  and  the  pusher,  and  into  the  com- 
munity treatment  centers  to  meet  the  men  and 
women  concerned  with  the  problems  of  drug 
addiction.  The  series  dramatically  told  of  the 
frustrations  and  fears  of  the  parents  of  teen-age 
drug  addicts,  and  of  the  problems  confronted  by 
physicians  and  law  enforcement  officials. 

The  series  has  been  responsible  for  an  alloca- 
tion of  $177,900  for  a treatment  center  in  Nas- 
sau County  and  for  proposed  changes  in  New 
York  State’s  laws  concerning  addictive  drugs. 

This  series  won  for  the  reporter,  Leonard  Vic- 
tor, and  his  newspaper  the  1966  Page  One 
Award  for  crusading  journalism  of  the  American 
Newspaper  Guild. 

Binghamton  Evening  Press:  Finally  in  this 
series,  there  is  an  honorable  mention.  Honor- 
able mention  goes  this  year  to  the  Binghamton 
Evening  Press  for  diversified  reporting  on  medi- 
cal subjects  by  its  reporter,  Mr.  Keith  George. 
The  articles  took  readers  behind  the  closed  doors 
of  the  operating  room  of  a local  hospital  as  a 
surgeon  implanted  a pacemaker  in  an  elderly 
man.  A six-part  series  on  mental  health  told 
of  the  problems  faced  by  Broome  County. 

Fifty-Year  Service  Awards 

President  Blake:  It  now  becomes  my  priv- 
ilege and  pleasure  to  present  fifty-year  awards 
to  our  own  members  for  their  fifty  years  of 
participation  in  the  practice  of  medicine. 

There  is  a long  series  of  these,  but  two 
of  the  people  are  members  of  this  House  of 
Delegates,  and  we  have  their  certificates  here 
to  present  to  them.  Others  will  be  presented 
in  their  home  town. 


Kent  W.  Jarvis,  M.D.,  Oswego:  Among  my 
travels  this  year  across  the  State  to  various 
places  I had  the  delightful  privilege  of  going  to 
Oswego  when  the  local  medical  profession 
honored  Kent  Jarvis  for  his  fifty  years  of  service 
to  medicine.  It  was  a rather  stormy  day,  as  I 
recall,  but  a delightful  party  and  a crowd  of 
some  two  or  three  hundred  individuals.  I was 
told  that  the  only  reason  it  wasn’t  more  is 
that  they  kept  the  citizens  of  Oswego  barred 
from  the  party.  Otherwise,  the  entire  com- 
munity would  have  been  there  to  honor  Dr. 
Jarvis  for  his  service  to  the  area.  Dr.  Jarvis, 
it  is  my  pleasure  to  present  to  you  this  citation  for 
fifty  years  of  service  to  our  profession. 

John  L.  Sengstack,  M.D.,  Suffolk:  Dr. 

Sengstack  is  an  old  long-time  friend  of  mine. 
We  have  been  active  and  close  in  the  House 
during  our  years  of  service.  I have  known  him 
personally  over  a period  of  years  and  have  had 
great  admiration  for  him,  and  I know  people  in 
Suffolk  County  hold  him  in  very  high  esteem. 

It  is  indeed  a pleasure  for  me  to  present  Dr. 
John  Sengstack  this  citation  for  his  fifty  years  of 
service  to  the  medical  profession. 

To  all  of  those  fifty-year  recipients  whose 
citations  will  be  mailed  to  them,  I am  sure  I 
am  expressing  your  sincere  appreciation  and 
good  wishes  that  go  with  their  citations. 

Scientific  Exhibit  Awards 

. . . Speaker  Himler  introduced  James  Q. 
Haralambie,  M.D.,  chairman,  Subcommittee 
on  Scientific  Exhibit  Awards,  who  presented  the 
following  awards: 

Dr.  Haralambie:  Your  Scientific  Exhibit 

Awards  Subcommittee  has  carefully  studied 
all  the  many  excellent  exhibits.  We  hope  that 
the  members  of  the  House  and  others  will  visit 
these  exhibits  for  they  are  really  very  worth- 
while. 

The  awards  are  given  in  two  categories: 
Group  I awards  are  made  for  exhibits  of  in- 
dividual investigators,  which  are  judged  on  the 
basis  of  originality  and  excellence  of  presentation. 
Group  II  awards  are  made  for  exhibits  which  do 
not  exemplify  purely  experimental  studies  and 
which  are  judged  on  the  basis  of  presentation  and 
correlation  of  data. 

The  awards  in  Group  I,  Scientific  Research, 
are  as  follows: 

First:  “Routine  Immunohistology  as  an  Aid 
in  Diagnosis  and  Therapy  of  Renal  Diseases,” 
Kurt  Lange,  M.D.,  New  York  Medical  College, 
Flower  and  Fifth  Avenue  Hospitals,  New  York 
City. 

Second:  “Intensive  Study  and  Treatment  of 
Shock  in  Man,”  Robert  M.  Hardaway  III, 
M.D.,  Paul  M.  James,  Jr.,  M.D.,  Robert  W. 
Anderson,  M.D.,  and  Carl  E.  Bredenberg,  M.D., 
Walter  Reed  Army  Institute  of  Research,  Wash- 
ington, D.C. 

Honorable  Mention:  “The  Effect  of  Anti- 

cholinergic Drugs  on  Gastric  Motility  and 
Pyloric  Function,”  Harry  Barowsky,  M.D., 
Lawrence  S.  Greene,  M.D.,  G.  Buganza,  M.D., 
New  York  Medical  College,  Metropolitan  Hos- 
pital Center,  New  York  City. 
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The  awards  in  Group  II,  Clinical  Research, 
are  as  follows: 

First:  “The  Pathogenesis  and  Treatment  of 
Hypertension,”  Milton  Mendlowitz,  M.D., 
The  Mount  Sinai  Hospital,  New  York  City. 

Second:  “Vaginal  Cytology  in  Menopause,” 
Robert  A.  Wilson,  M.D.,  and  Edmund  R. 
Marino,  M.D.,  Methodist  Hospital,  Brooklyn. 

Honorable  Mention:  “Diagnosis  and  Treat- 
ment of  Juvenile  Rheumatoid  Arthritis,” 
Joseph  H.  Patterson,  M.D.,  W.  Ronald  Tipton, 
M.D.,  and  E.  Stephen  Edwards,  M.D.,  Hen- 
rietta Egleston  Hospital  for  Children,  Emory 
University  School  of  Medicine,  Atlanta,  Geor- 
gia. 

For  the  second  time  the  Mead-Johnson  Com- 
pany has  awarded  an  Aesculapius  Scroll  and  a 
check  for  $200  for  an  outstanding  scientific 
exhibit.  This  award  goes  to:  “Hemodialysis 

at  Home,”  Norman  Deane,  M.D.,  Ginette  B. 
Jacob,  M.D.,  and  Peter  A.  Missier,  M.D.,  Lenox 
Hill  Hospital,  New  York  City. 

House  Committee  on  Constitution 
and  Bylaws 

. . . Irving  L.  Ershler,  M.D.,  chairman,  re- 
ported as  follows: 

The  House  Committee  on  Constitution  and 
Bylaws  has  the  following  membership: 

Irving  L.  Ershler,  M.D.,  Chairman . Onondaga 

Carl  Goldmark,  Jr.,  M.D New  York 

Swen  L.  Larson,  M.D Chemung 

Jason  K.  Moyer,  M.D Broome 

Joseph  G.  Zimring,  M.D Nassau 

E.  Dean  Babbage,  M.D.,  ex  officio Erie 

George  Himler,  M.D.,  ex  officio . . . New  York 
William  F.  Martin,  Esq.,  ex  officio . . New  York 

In  February.  1966,  a record  number  of  19 
resolutions  proposing  changes  in  the  Society’s 
Constitution  and  Bylaws  were  introduced  in 
the  House  of  Delegates.  Two  of  the  19  resolu- 
tions were  withdrawn.  The  committee  dealt 
with  and  made  recommendations  concerning 
the  remaining  17.  Some  of  these  proposals 
are  identical  and  others  deal  with  items  in  re- 
lated areas.  The  committee  considered  them 
singly  or  in  groups  of  related  proposals. 

During  the  February,  1966,  session  of  the 
House  of  Delegates,  the  committee  met  and 
arrived  at  conclusions  on  several  of  the  resolu- 
tions. Attending  this  meeting  in  addition  to 
the  committee  members  were:  Samuel  Z. 

Freedman,  M.D.,  treasurer;  Thomas  F.  Mc- 
Carthy, M.D.,  assistant  treasurer;  Walter  T. 
Heldmann,  M.D.,  secretary;  E.  Dean  Bab- 
bage, M.D.,  speaker;  Eugene  J.  Hanavan,  Jr., 
M.D.,  delegate  from  Erie  County;  J.  Richard 
Burns,  Esq.,  assistant  executive  vice-president; 
Miss  Mary  Singer,  supervisor,  membership 
department;  and  Miss  Hazel  Spadafora,  execu- 
tive secretary.  Medical  Society  of  the  County 
of  Kings. 

On  August  26,  1966,  the  committee  met  again 


in  the  offices  of  the  State  Medical  Society  and 
arrived  at  conclusions  on  the  remaining  resolu- 
tions. Present  at  this  meeting  in  addition  to 
the  committee  were:  Walter  T.  Heldmann, 

M.D.,  secretary;  Henry  I.  Fineberg,  M.D., 
executive  vice-president;  Robert  Katz,  M.D., 
director,  Division  of  Industrial  Health  and 
Workmen’s  Compensation;  Miss  Mary  Singer, 
supervisor,  membership  department;  and  Miss 
Gretchen  Wunsch. 

All  in  attendance  gave  the  committee  mem- 
bers the  benefit  of  their  opinions  on  the  pro- 
posals. 

The  committee  considered  the  following  two 
resolutions,  which  have  identical  “resolved” 
portions: 

Resolution  66-36 — Rescinding  of  Manda- 
tory AMA  Membership;  introduced  by 
Medical  Society  of  the  County  of  Monroe 

Whereas,  The  Medical  Society  of  the 
County  of  Monroe,  Inc.,  is  on  record  in  sup- 
port of  voluntary  membership  in  the  Ameri- 
can Medical  Association;  and 

Whereas,  Mandatory  membership  in  the 
American  Medical  Association  is  a require- 
ment of  Medical  Society  of  the  State  of  New 
York  membership;  and 

Whereas,  The  strength  of  American  medi- 
cine is  in  the  unity  and  programs  of  the 
physicians  in  the  county  societies;  and 

Whereas,  Diversified  physician  member- 
ship in  medical  organizations  is  leading  to 
concern  over  the  multiplicity  of  associations, 
each  trying  to  speak  for  physicians,  and  each 
draining  the  strength  and  effectiveness  of  a 
unified  profession;  now  therefore  be  it  hereby 
Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  rescind  its  requirement 
that  membership  in  the  American  Medical 
Association  be  mandatory  for  membership 
in  the  Medical  Society  of  the  State  of  New 
York  by  amending  the  Bylaws  of  the  Medical 
Society  of  the  State  of  New  York  as  follows: 

1.  Chapter  I,  Section  1,  first  sentence, 
delete  the  words  “and  the  American  Medi- 
cal Association,”  so  that  the  sentence  will 
then  read:  “The  active  and  junior  mem- 
bers shall  be  all  active  and  junior  members 
in  good  standing  of  the  component  county 
medical  societies”; 

2.  Section  2 (c) , delete  the  second  para- 
graph; 

3.  Section  3,  first  sentence,  delete  the 
words  “or  the  American  Medical  Associa- 
tion” and  change  the  word  “their”  to  “its” 
so  that  the  sentence  will  then  read:  “A 
member  expelled  from  his  component 
county  society  or  suspended  from  its  rights 
and  privileges  shall  likewise  be  expelled  or 
suspended  for  the  same  period  from  this 
Society.” 

and 

Resolution  66-91 — Amendment  to  By- 
laws to  Rescind  Mandatory  Membership  in 
American  Medical  Association;  introduced 
by  Dutchess  County  Medical  Society. 
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Whereas,  The  resolution  submitted  by  the 
Medical  Society  of  the  County  of  New  York, 
petitioning  the  Medical  Society  of  the  State  of 
New  York  Council  to  delay  the  implementa- 
tion of  the  1961  House  of  Delegates  action 
making  American  Medical  Association  mem- 
bership mandatory  was  approved  by  the 
Dutchess  County  Medical  Society  at  its 
December  8,  1961,  regular  meeting,  and  the 
delegates  were  instructed  to  oppose  compul- 
sory membership  in  the  American  Medical 
Association;  and 

Whereas,  At  the  regular  meeting  of  this 
society  held  May  9,  1962,  our  delegates  were 
again  instructed,  through  proper  methods 
available  to  them,  to  oppose  compulsory 
membership  in  the  American  Medical  Asso- 
ciation; and 

Whereas,  The  Dutchess  County  Medical 
Society  at  its  May  8,  1963,  regular  meeting 
approved  the  resolution  submitted  by  the 
Medical  Society  of  the  County  of  New  York 
for  rescission  of  amendment  on  mandatory 
American  Medical  Association  membership, 
and  our  delegates  were  again  instructed 
along  the  same  lines;  now  therefore  be  it 
hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  remove  from  its  Bylaws 
that  part  requiring  mandatory  membership 
in  the  American  Medical  Association  by 
amending  the  Bylaws  as  follows: 

1.  Chapter  I,  Section  1,  first  sentence, 
delete  the  words  “and  the  American  Medi- 
cal Association,”  so  that  the  sentence  will 
then  read:  “The  active  and  junior  mem- 
bers shall  be  all  active  and  junior  members 
in  good  standing  of  the  component  county 
medical  societies”; 

2.  Section  2 (c),  delete  the  second  para- 
graph; 

3.  Section  3,  first  sentence,  delete  the 
words  “or  the  American  Medical  Associa- 
tion” and  change  the  word  “their”  to 
“its”  so  that  the  sentence  will  then  read: 
“A  member  expelled  from  his  component 
county  society  or  suspended  from  its 
rights  and  privileges  shall  likewise  be  ex- 
pelled or  suspended  for  the  same  period 
from  this  Society.” 

The  committee  is  acutely  aware  of  the  desir- 
ability of  the  Society’s  having  a high  number  of 
members  in  the  American  Medical  Association. 
However,  the  compulsory  feature  presently  con- 
tained in  our  Bylaws  is  recognized  as  undesirable 
and  unpopular.  Although  we  urge  all  members 
of  this  Society  to  maintain  their  membership  in 
the  AMA  on  a voluntary  basis,  we  recommend 
approval  of  the  identical  “resolved”  portions  of 
these  two  resolutions  which  eliminate  the  com- 
pulsory feature. 

The  House,  after  discussion,  voted  not  to  adopt 
the  recommendation  of  the  committee,  thereby  de- 
feating resolutions  66-36  and  66-91. 

Resolution  66-76 — Amendments  to  By- 
laws Concerning  Payment  of  American 


Medical  Association  Membership  Dues  by 
Members  Changing  from  Junior  Member- 
ship to  Active  Membership;  introduced  by 
Walter  T.  Heldmann,  M.D.,  Richmond,  Sec- 
retary. 

Whereas,  The  Medical  Society  of  the 
State  of  New  York,  at  its  1961  annual  meet- 
ing, amended  its  Bylaws  making  membership 
in  the  American  Medical  Association  man- 
datory for  all  its  members;  and 

Whereas,  At  that  time  the  change  as  it 
affected  the  status  of  junior  members  becom- 
ing active  members  was  inadvertently 
omitted;  now  therefore  be  it  hereby 

Resolved,  That  the  Bylaws  be  amended  as 
follows: 

1.  Amend  Chapter  I,  Section  7,  second 
paragraph  of  the  Bylaws  by  adding  the 
following  words,  “and  the  American  Medi- 
cal Association,”  so  that  the  second  para- 
graph will  then  read  as  follows:  “They  may 
become  active  members  at  any  time  during 
this  period  of  allocated  time  deferment  by 
paying  dues  and  assessments  to  their  respec- 
tive county  and  State  societies  and  the 
American  Medical  Association.” 

2.  Amend  Chapter  I,  Section  7,  third 
paragraph  of  the  Bylaws,  by  adding  the 
words  “and  the  American  Medical  Associa- 
tion” after  the  word  “societies”  and  by  de- 
leting the  words  “State  Society”  before 
the  word  “assessments”  and  adding  the 
words  “of  the  county  and  State  societies 
and  of  the  American  Medical  Association,” 
so  that  the  third  paragraph  will  then  read: 
“A  junior  member  shall  automatically 
become  an  active  member  of  his  county  and 
State  societies  and  the  American  Medical 
Association  upon  the  expiration  of  this 
allocated  time  and  the  payment  of  the 
current  active  membership  dues  and  as- 
sessments of  the  county  and  State  societies 
and  of  the  American  Medical  Associa- 
tion.” 

The  intent  of  this  resolution  is  to  correct 
some  omissions  in  our  Bylaws  having  to  do 
with  compulsory  AMA  membership. 

The  committee  recommends  approval  of  this 
resolution  if  compulsory  AMA  membership 
is  not  rescinded  in  February,  1967,  by  the  House 
of  Delegates. 

The  House  voted  to  adopt  the  recommendation 
of  the  committee,  approving  resolution  66—76. 

Resolution  66-1 — Amendment  to  Bylaws 
to  Change  Age  of  Eligibility  for  Life  Mem- 
bership; introduced  by  Medical  Society  of  the 
County  of  Jefferson. 

Resolved,  That  the  Bylaws  of  the  Medical 
Society  of  the  State  of  New  York  be  amended 
as  follows: 

Amend  Section  6 of  Chapter  I by  substitut- 
ing the  word  “sixty-five”  for  the  word 
“seventy”  in  the  first  sentence,  so  that  the 
first  sentence  of  Section  6 of  Chapter  I will 
then  read  as  follows: 
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“An  active  member  in  good  standing,  on 
reaching  the  age  of  sixty-five  years,  or  who 
is  permanently  disabled,  may  apply  for  life 
membership.” 

and 

Resolution  66-64 — Amendment  to  Bylaws 
Regarding  Life  Membership;  introduced  by 
Medical  Society  of  the  County  of  Kings. 

Whereas,  The  number  of  nondues-paying 
life  members  of  the  Medical  Society  of  the 
County  of  Kings  is  increasing  because  the 
average  age  of  the  Society  member  is  rising; 
and 

Whereas,  This  has  resulted  in  a marked 
decrease  in  income  which  will  tend  to  worsen 
in  future  years;  and 

Whereas,  The  same  situation  regarding 
the  increasing  number  of  life  members  prob- 
ably exists  in  many  county  medical  societies 
throughout  the  State,  with  a lessening  of  in- 
come to  the  county  societies  and  to  the 
Medical  Society  of  the  State  of  New  York; 
and 

Whereas,  A greater  percentage  of  physi- 
cians over  the  age  of  seventy  are  remaining  in 
active  practice;  and 

Whereas,  A poll  taken  by  the  comitia 
minora  and  the  membership  committee  of  the 
Medical  Society  of  the  County  of  Kings  has 
revealed  substantial  support  for  increasing 
the  requirements  for  life  membership;  now 
therefore  be  it  hereby 

Resolved,  That  in  addition  to  the  existing 
qualification  of  seventy  years  of  age  for  eligi- 
bility for  life  membership,  such  membership 
also  be  limited  to  members  (a)  who  are  no 
longer  in  full  active  practice,  and  that  this  be 
so  indicated  in  their  written  application;  and 
( b ) who  have  paid  dues  to  a county  medical 
society  for  at  least  twenty-five  years,  except 
for  refugee  physicians  who  arrived  in  the 
United  States  after  1945  and  have  paid  dues 
for  at  least  fifteen  years;  and  be  it  further 
Resolved,  That  the  Bylaws  of  the  Medical 
Society  of  the  State  of  New  York  be  amended 
to  include  these  recommendations,  as  follows: 
Amend  Section  6 of  Chapter  I,  by  adding  in 
the  first  sentence,  following  the  word  “dis- 
abled,” the  following  words:  “and  who  is  no 
longer  in  full  active  practice  (to  be  so  indi- 
cated on  the  written  application)  and  who 
has  paid  dues  to  a county  medical  society  for 
at  least  twenty-five  years,  or,  in  the  case  of  a 
refugee  physician  who  arrived  in  the  United 
States  after  1945,  who  has  paid  dues  to  a 
county  medical  society  for  at  least  fifteen 
years,”  so  that  the  first  sentence  of  Chapter  I, 
Section  6,  will  then  read  as  follows: 

“An  active  member  in  good  standing,  on 
reaching  the  age  of  seventy  years,  or  who  is 
permanently  disabled,  and  who  is  no  longer 
in  full  active  practice  (to  be  so  indicated  on 
the  written  application)  and  who  has  paid 
dues  to  a county  medical  society  for  at  least 
twenty-five  years,  or,  in  the  case  of  a refugee 
physician  who  arrived  in  the  United  States 
after  1945,  who  has  paid  dues  to  a county 


medical  society  for  at  least  fifteen  years, 
may  apply  for  life  membership.” 

It  is  our  opinion  that  these  two  resolutions  are 
diametrically  opposite  in  their  intent.  One 
would  make  life  membership  more  easily  at- 
tained; the  other,  more  difficult.  We  feel  that 
neither  of  these  proposals  has  much  merit. 
Within  the  past  three  years  life  members  were 
elevated  to  the  status  of  first  class  citizens  with 
all  the  rights  and  privileges  of  active  members. 
It  is  our  further  opinion  that  the  present  method 
of  achieving  life  membership  is  reasonable  and 
equitable. 

We  recommend  disapproval  of  both  of  these 
resolutions. 

The  House  voted  to  adopt  the  recommendation 
of  the  committee,  disapproving  resolutions  66-1 
and  66-64. 

Resolution  66-77 — Amendment  to  By- 
laws Concerning  Applications  for  Life 
Membership  in  the  Medical  Society  of  the 
State  of  New  York;  introduced  by  Walter  T. 
Heldmann,  M.D.,  Richmond,  Secretary. 

Whereas,  In  accordance  with  Chapter  I, 
Section  6,  of  the  Bylaws  of  the  Medical 
Society  of  the  State  of  New  York,  “an  active 
member  in  good  standing,  on  reaching  the 
age  of  seventy  years,  or  who  is  permanently 
disabled,  may  apply  for  life  membership”; 
and 

Whereas,  Life  membership  applications 
are  accumulated  during  the  year  and  then 
presented  to  the  House  of  Delegates  at  its 
annual  meeting  for  action;  and 

Whereas,  This  procedure  has  resulted  in  a 
number  of  complaints  and  protests  from  our 
membership  and  from  component  county 
medical  societies  in  the  case  of  members  who 
reach  the  age  of  seventy  years  following  ad- 
journment of  the  House  of  Delegates  and  must 
wait  until  the  succeeding  year  to  have  their 
applications  for  life  membership  acted  on  by 
the  House  of  Delegates;  and 

Whereas,  In  view  of  the  fact  that  approval 
by  the  House  of  Delegates  of  applications  for 
life  membership  is  a routine  procedure,  since 
the  verification  of  eligibility  and  the  process- 
ing has  been  completed  by  the  component 
county  medical  societies  and  the  office  of  the 
State  Society  before  presentation  to  the 
House  of  Delegates,  it  would  be  possible  for 
the  Council  of  the  Medical  Society  of  the 
State  of  New  York  to  act  on  applications  for 
life  membership  instead  of  waiting  for  the 
annual  meeting  of  the  House  of  Delegates; 
and 

Whereas,  The  Council  of  the  State  Society 
acts  on  requests  for  remission  of  dues  due  to 
illness,  financial  hardship,  and  temporary 
service  in  the  armed  forces  without  any  ac- 
tion by  the  House  of  Delegates,  although  a 
physician’s  eligibility  for  remission  of  dues  is 
much  more  difficult  to  ascertain  than  his 
eligibility  for  life  membership;  and 

Whereas,  Presentation  to  the  Council  for 
action  of  applications  for  life  membership 
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would  eliminate  many  of  our  present  prob- 
lems by  providing  for  more  frequent  action 
on  such  applications;  and 

Whereas,  This  procedure  would  distribute 
the  processing  of  applications  for  life  member- 
ship throughout  the  year  and  would  provide 
immediate  clarification  of  a member’s  Ameri- 
can Medical  Association  membership  status; 
now  therefore  be  it  hereby 

Resolved,  That  the  Bylaws  be  amended  to 
provide  for  action  by  the  Council  on  applica- 
tions for  life  membership  as  follows: 

Chapter  I,  Section  6,  second  sentence,  re- 
place the  words  “House  of  Delegates”  by 
the  word  “Council”  so  that  the  second 
sentence  will  then  read:  “Such  applica- 

tions shall  be  signed  by  the  president  and 
the  secretary  of  the  county  society  of 
which  the  applicant  is  a member  and  sent 
to  the  secretary  of  this  Society  for  presenta- 
tion to  the  Council.” 

The  purpose  of  this  resolution  is  to  expedite 
applications  for  life  membership  and  to  elimi- 
nate one  of  the  perfunctory  and  time-consuming 
activities  of  the  House  of  Delegates.  The 
Council  is  a responsible  body  which  may  act 
on  such  applications  only  after  recommendation 
by  individual  county  societies. 

The  committee  feels  that  this  is  desirable  and 
recommends  approval  of  this  resolution. 

The  House  voted  to  adopt  the  recommendation 
of  the  committee,  approving  resolution  66-77. 

Resolution  66-10 — Amendment  to  By- 
laws to  Permit  District  Branches  to  Sug- 
gest Appointments  to  Nominating  Com- 
mittee; introduced  by  Medical  Society  of  the 
County  of  Erie. 

Whereas,  Chapter  XI,  Section  4,  of  the 
Bylaws  provides  that  one  member  of  the 
Nominating  Committee  shall  be  chosen  from 
each  district  branch;  now  therefore  be  it 
hereby 

Resolved,  That  Chapter  XI,  Section  4,  of 
the  Bylaws  be  amended  by  inserting  after  the 
first  sentence  of  this  section  the  following 
sentence:  “A  district  branch,  pursuant  to 

action  taken  at  its  annual  meeting,  may  make 
an  advisory  recommendation  to  the  president 
of  the  Society  on  the  member  to  be  chosen 
from  the  district  branch  membership,”  so 
that  Chapter  XI,  Section  4,  will  then  read: 
“Section  4.  The  Nominating  Com- 
mittee shall  be  appointed  by  the  president 
in  conformity  with  Chapter  VII,  Section 
1.  A district  branch,  pursuant  to  action 
taken  at  its  annual  meeting,  may  make  an 
advisory  recommendation  to  the  president 
of  the  Society  on  the  member  to  be  chosen 
from  the  district  branch  membership.  It 
shall  consist  of  eleven  members,  one  from 
each  district  branch  and  two  members  at 
large.  It  will  be  the  duty  of  this  com- 
mittee to  propose  and  nominate  members 
of  the  Society  for  all  vacancies  to  be  filled 
at  the  ensuing  annual  meeting  of  the 
House  of  Delegates.  These  recommenda- 


tions shall  be  made  to  the  House  of  Dele- 
gates in  the  same  manner  as  prescribed  in 
Chapter  X,  Section  2,  of  the  Bylaws.” 

The  committee  notes  that  each  component 
county  medical  society  and  district  branch  is 
urged  at  present  to  recommend  to  the  president 
names  of  potential  members  of  the  Nominating 
Committee.  Indeed,  the  component  societies 
are  specifically  requested  to  make  such  recom- 
mendations. The  committee  feels  that  this 
activity  is  already  permissible  and  the  proposed 
amendment  unnecessary. 

We  recommend  disapproval  of  this  resolution. 

The  House,  after  discussion,  voted  to  adopt  the 
recommendation  of  the  committee,  disapproving 
resolution  66-10. 

Resolution  66-11 — Amendment  to  By- 
laws to  Permit  One-Year  Terms  for  District 
Branch  Presidents;  introduced  by  Eighth 
District  Branch. 

Whereas,  The  Eighth  District  Branch  of 
the  Medical  Society  of  the  State  of  New  York 
would  like  to  elect  a president  for  one  year  in- 
stead of  for  two  years  as  provided  in  Chapter 
XIII,  Section  1,  of  the  Bylaws  of  the  Society; 
now  therefore  be  it  hereby 

Resolved,  That  Chapter  XIII,  Section  1, 
of  the  Bylaws  of  the  Medical  Society  of  the 
State  of  New  York  be  amended  by  the  addi- 
tion of  the  following:  “but  with  the  approval 
of  the  Council  a district  branch  may  elect  a 
president  for  one  year,”  so  that  Chapter 
XIII,  Section  1,  will  then  read  as  follows: 
“Section  1.  Each  district  branch  shall 
elect  a president  for  two  years  and  a dis- 
trict delegate  to  the  House  of  Delegates  for 
two  years,  but  with  the  approval  of  the 
Council  a district  branch  may  elect  a 
president  for  one  year.” 

The  committee  recognizes  that  on  occasion 
it  might  be  advisable  for  a district  branch  to 
elect  officers  for  a period  other  than  two  years. 
Inasmuch  as  this  proposed  amendment  in- 
cludes Council  permission,  we  feel  that  such  a 
change  might  be  desirable. 

We  recommend  approval  of  this  resolution. 

The  House,  after  discussion,  voted  to  adopt  the 
recommendation  of  the  committee,  approving 
resolution  66-11. 

Resolution  66-41 — Amendments  to  By- 
laws to  Provide  for  Election  of  District 
Branch  Nominees  as  AMA  Delegates; 

introduced  by  Medical  Society  of  the  County  of 
Monroe. 

Whereas,  All  delegates  to  the  American 
Medical  Association  are  elected  on  an  “at- 
large”  basis  from  the  Medical  Society  of  the 
State  of  New  York;  and 

Whereas,  The  district  branches  of  the 
State  Medical  Society  should  have  represen- 
tation in  order  to  assure  that  area  interests 
are  given  full  consideration  in  the  councils 
of  our  national  organization;  and 
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Whereas,  Both  State  and  Federal  legis- 
lative bodies  insure  local  representation  as 
part  of  the  democratic  process;  now  therefore 
be  it  hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  revise  its  procedure  and 
method  of  electing  delegates  to  the  American 
Medical  Association,  to  provide  for  the  elec- 
tion of  at  least  one  delegate  as  the  selection 
and  choice  of  each  district  branch  in  the 
Medical  Society  of  the  State  of  New  York, 
by  amending  the  Bylaws  as  follows: 

1.  Amend  Chapter  III,  Section  6,  of  the 

Bylaws,  by  inserting  in  the  second  sentence, 
following  the  word  “Nominations,”  the 
words  “including  at  least  one  from  each 
district  branch  to  be  nominated  by  the 
district  branch,”  so  that  the  second  sen- 
tence will  then  read:  “Nominations,  in- 

cluding at  least  one  from  each  district 
branch  to  be  nominated  by  the  district 
branch,  shall  be  made  for  not  less  than 
double  the  full  number  of  delegates  to  be 
elected,”; 

and  in  the  next  portion  of  the  sentence, 
by  adding  the  words,  “such  number  to  in- 
clude one  from  each  district  branch  as 
nominated  by  the  branch,”  so  that  that 
portion  of  the  sentence  will  then  read,  “and 
the  delegates  shall  be  declared  elected  in 
the  order  of  the  highest  number  of  votes 
cast  until  the  allotted  number  shall  have 
been  chosen,  such  number  to  include  one 
from  each  district  branch  as  nominated 
by  the  branch.” 

2.  Amend  Chapter  XIII,  Section  1,  of 

the  Bylaws  by  adding  the  words,  “and  a 
nominee  for  election  as  delegate  to  the 
American  Medical  Association,”  so  that 
Section  1 will  then  read:  “Each  district 

branch  shall  elect  a president  for  two  years 
and  a district  delegate  to  the  House  of 
Delegates  for  two  years,  and  a nominee  for 
election  as  delegate  to  the  American  Medi- 
cal Association.” 

This  committee  feels  that  our  delegates  to 
the  AMA  represent  the  entire  Society  and  not 
any  geographic  area  of  this  State.  It  is  further 
pointed  out  that  elections  at  district  branch 
meetings  are  usually  not  as  representative  as 
elections  conducted  by  the  entire  House  of 
Delegates.  A recommendation  almost  identi- 
cal to  the  present  one  was  disapproved  by  the 
House  of  Delegates  in  1962.  The  committee 
is  of  the  opinion  that  nothing  has  happened  in 
the  intervening  time  to  change  the  opinion 
rendered  then. 

We  recommend  disapproval  of  this  resolution. 

The  House,  after  discussion,  voted  to  adopt  the 
recommendation  of  the  committee,  disapproving 
resolution  66-41. 

Resolution  66-67 — Amendment  to  By- 
laws Concerning  Method  of  Election  of 
Delegates  to  House  of  Delegates;  introduced 
by  Edward  Siegel,  M.D.,  Clinton,  Councillor. 

Resolved,  That  the  Bylaws  of  the  Medical 


Society  of  the  State  of  New  York,  Chapter 
II,  Section  1,  be  amended  by  striking  out  the 
last  sentence  in  the  said  section  and  in  place 
thereof  substituting  the  words:  “Each  com- 
ponent county  society  shall  be  entitled  to 
select  delegates  by  the  following  method”; 
and  be  it  further 

Resolved,  That  Chapter  II,  Section  1, 
Subdivisions  (a)  and  (6)  be  amended  by 
striking  out  Subdivision  (a)  and  ( b ) in  their 
entirety  and  in  place  thereof  substituting  the 
words  presently  found  in  Subdivision  ( b ) 
without  any  subdivision  appellation  so  that 
the  last  paragraph  of  said  Section  1,  as 
amended  will  read: 

“Any  component  county  medical  society, 
which  according  to  the  rolls  of  the  State 
Society  on  April  1 of  the  previous  calendar 
year  shall  have  had  up  to  99  members, 
shall  be  entitled  to  1 delegate.  Any  com- 
ponent county  medical  society  having  100 
to  199  members  shall  be  entitled  to  2 dele- 
gates. Any  component  county  medical 
society  having  200  to  349  members  shall  be 
entitled  to  3 delegates.  Any  component 
county  medical  society  having  350  to  499 
members  shall  be  entitled  to  4 delegates. 
Any  component  county  medical  society 
having  500  to  749  members  shall  be  en- 
titled to  5 delegates.  Any  component 
county  medical  society  having  750  to  999 
members  shall  be  entitled  to  6 delegates. 
Any  component  county  medical  society 
having  1,000  or  more  members  shall  be 
entitled  to  at  least  7 delegates  and  1 ad- 
ditional delegate  for  each  additional  300 
members;  but  no  component  county 
medical  society  shall  be  entitled  to  desig- 
nate more  than  25  delegates.” 

We  are  of  the  opinion  that  the  number  of 
delegates  each  county  society  is  allowed  should 
be  determined  by  the  number  of  State  Society 
members  in  that  county  society.  We  see  no 
reason  for  the  political  divisions  of  New  York 
State  having  any  influence  in  this  matter. 

We  recommend  approval  of  this  resolution. 

The  House,  after  discussion,  voted  not  to  adopt 
the  recommendation  of  the  committee,  thereby 
defeating  resolution  66-67. 

Resolution  66-74 — Amendment  to  By- 
laws Regarding  Remission  of  Dues  Due  to 
Illness  and  Financial  Hardship;  introduced 
by  Walter  T.  Heldmann,  M.D.,  Richmond, 
Secretary. 

Whereas,  The  Bylaws  of  the  Medical 
Society  of  the  State  of  New  York  provide 
that  when  a component  county  medical 
society  remits  the  dues  of  a member  due  to 
illness  or  financial  hardship,  the  State  Society 
will  remit  the  member’s  dues;  and 

Whereas,  In  some  cases  remissions  of  dues 
due  to  illness  or  financial  hardship  are  re- 
quested automatically  by  several  county 
medical  societies  for  a period  of  ten  to  twenty 
consecutive  years  for  an  individual  member; 
and 


1480  New  York  State  Journal  of  Medicine  / June  1,  1967 


Whereas,  Any  member  who  is  ill  for  such  a 
long  period  of  time  could  be  elected  to  life 
membership  on  the  basis  of  permanent  dis- 
ability and  thereby  eliminate  much  paper 
work,  and  any  member  requesting  remission 
of  dues  due  to  financial  hardship  for  long 
periods  of  time  could  be  resigned  as  a member 
in  good  standing  and  rejoin  the  medical 
society  when  his  finances  improve;  and 

Whereas,  Excessive  remission  of  dues  due 
to  illness  or  financial  hardship  means  a great 
loss  in  revenue;  now  therefore  be  it  hereby 
Resolved,  That  the  Bylaws  be  amended  as 
follows: 

Amend  Chapter  XIV,  Section  2,  para- 
graph 5 of  the  Bylaws  to  add  the  following 
final  sentence:  “Remission  of  dues  due  to 
illness  or  financial  hardship  shall  be  limited 
to  a maximum  of  five  vears.” 

During  the  discussion,  it  was  pointed  out  that 
this  proposal  would  be  of  considerable  help  in 
administering  our  membership  roster.  It  is  the 
opinion  of  this  committee  that  if  illness  (due  to 
permanent  disability)  continues  beyond  five 
years,  the  member  would  be  eligible  to  apply  for 
life  membership. 

The  committee  recommends  approval  of  this 
resolution. 

The  House  voted  to  adopt  the  recommendation 
of  the  committee,  approving  resolution  66-74. 

The  following  two  resolutions  propose  amend- 
ments to  the  Bylaws  changing  the  dates  for 
payment  of  dues  and  dues  arrearage. 

Resolution  66-78 — Amendment  to  By- 
laws to  Change  Date  of  Dropped  Delin- 
quency in  State  Society;  introduced  by 
Walter  T.  Heldmann,  M.D.,  Richmond,  Secre- 
tary. 

Whereas,  The  Bylaws  of  the  Medical 
Society  of  the  State  of  New  York,  Chapter  I, 
Section  2 (c),  provide  that  “a  member  whose 
dues  and  assessments  are  unpaid  after  Decem- 
ber 31  of  any  current  year  shall  automatically 
be  dropped  from  the  rolls  of  membership  of 
both  his  county  society  and  the  State  Soci- 
ety”; and 

Whereas,  The  Bylaws  of  the  American 
Medical  Association  provide  that  the  date  a 
member  is  dropped  for  nonpayment  of  dues  is 
July  1 of  any  current  year;  and 

Whereas,  In  the  interests  of  consistency 
and  conformity  and  to  eliminate  the  con- 
tradictory portion  of  the  Bylaws  of  the  Medi- 
cal Society  of  the  State  of  New  York;  now 
therefore  be  it  hereby 

Resolved,  That  the  Bylaws  of  the  Medical 
Society  of  the  State  of  New  York  be  amended 
as  follows: 

Amend  Chapter  I,  Section  2(c)  of  the 
Bylaws  to  change  the  date  “December 
31,”  to  “July  1.” 

and 

Resolution  66-75 — Amendments  to  the 


Bylaws  to  Change  the  Date  for  Payment  of 
State  Society  Dues;  introduced  by  Walter  T. 
Heldmann,  M.D.,  Richmond,  Secretary. 

Whereas,  When  the  Bylaws  of  the  Medical 
Society  of  the  State  of  New  York  were 
amended  to  change  the  date  a member  is 
considered  in  arrears  and  no  longer  “a  member 
in  good  standing”  from  May  31  to  March  1 a 
monumental  task  fell  upon  the  component 
county  medical  societies  and  the  State  Society 
to  complete  six  months  work  in  two  months; 
and 

Whereas,  Since  mandatory  membership 
in  the  American  Medical  Association  was 
adopted  in  1962  the  work  has  doubled;  and 
Whereas,  Because  the  date  when  a mem- 
ber is  considered  in  arrears  and  no  longer 
“a  member  in  good  standing”  in  the  American 
Medical  Association  is  June  1 and  the  date 
of  delinquency  for  payment  of  State  Society 
dues  is  March  1,  a great  deal  of  confusion 
exists  regarding  a member’s  standing  in  his 
various  medical  organizations,  and  conform- 
ity in  dates  is  urgently  needed;  now  therefore 
be  it  hereby 

Resolved,  That  the  Bylaws  of  the  Medical 
Society  of  the  State  of  New  York  be  amended 
as  follows: 

1.  Amend  Section  2(b)  of  Chapter  I of 
the  Bylaws  to  change  the  date  “March  1,” 
to  “June  1.” 

2.  Amend  Section  1 (b)  of  Chapter  II  of 
the  Bylaws  to  change  the  date  “April  1,” 
to  “June  1.” 

3.  Amend  Section  2,  paragraph  3,  of 
Chapter  XIV  of  the  Bylaws  to  change  the 
dates  “March  1 and  December  31,”  to 
“June  1 and  December  31,”  and  “January 
1 and  March  1,”  to  “January  1 and  June 
1.” 

4.  Amend  Section  5 of  Chapter  XIV 
of  the  Bylaws  to  change  the  words  “the 
first  day  of  April,”  to  “the  first  day  of 
June.” 

5.  Amend  Section  9,  second  paragraph, 
of  Chapter  VII  of  the  Bylaws  to  change  the 
words  “the  first  day  of  April,”  to  “the  first 
day  of  June.” 

After  consultation  with  the  supervisor  of  the 
membership  department  and  Dr.  Heldmann, 
the  committee  approved  the  following  amend- 
ments to  the  resolutions: 

Resolution  66-78 

In  the  “resolved”  portion  of  the  resolution 
change  the  date  “July  1”  to  “June  1.” 

“Resolved”  portion  would  then  read: 

Resolved,  That  the  Bylaws  of  the  Medical 
Society  of  the  State  of  New  York  be  amended 
as  follows: 

Amend  Chapter  1,  Section  2(c)  of  the 
Bylaws  to  change  the  date  “December  31” 
to  “June  1.” 

Resolution  66-75 

In  the  “whereas”  portion  of  the  resolution 
delete  paragraph  (2). 
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Change  all  references  to  the  month  of  “June” 
to  “May.” 

“Resolved”  portion  would  then  read: 

Resolved,  That  the  Bylaws  of  the  Medical 
Society  of  the  State  of  New  York  be  amended 
as  follows: 

1.  Amend  Section  2(b)  of  Chapter  1 of 
the  Bylaws  to  change  the  date  “March 
1,”  to  “May  1.” 

2.  Amend  Section  1(b)  of  Chapter  II 
of  the  Bylaws  to  change  the  date  “April 
1”  to  “May  1.” 

3.  Amend  Section  2,  paragraph  3,  of 
Chapter  XIV  of  the  Bylaws  to  change  the 
dates  “March  1 and  December  31”  to 
“May  1 and  December  31,”  and  “January 
1 and  March  1”  to  “January  1 and  May  1.” 

4.  Amend  Section  5 of  Chapter  XIV  of 
the  Bylaws  to  change  the  words  “the  first 
day  of  April,”  to  “the  first  day  of  May.” 

5.  Amend  Section  9,  second  paragraph, 
of  Chapter  VII  of  the  Bylaws  to  change  the 
words  “the  first  day  of  April”  to  “the  first 
day  of  May.” 

It  is  the  opinion  of  the  committee  that  these 
changes  are  technically  feasible  from  an  ad- 
ministrative point  of  view.  Further,  these  cor- 
rect the  time  inequities  which  now  exist  at  a 
county,  State,  and  national  level. 

We  recommend  approval  of  these  two  resolutions 
as  amended. 

The  House  voted  to  adopt  the  recommendation 
of  the  committee,  approving  resolutions  66—78 
and  66-75  as  amended  by  the  committee. 

Resolution  66-73 — Amendment  to  By- 
laws to  Extend  Period  of  Eligibility  for 
Junior  Membership;  introduced  by  Medical 
Society  of  the  County  of  New  York. 

Whereas,  The  Bylaws  of  the  Medical 
Society  of  the  State  of  New  York,  Chapter  I, 
Section  7,  do  not  permit  junior  membership 
to  any  physician  except  as  follows:  “Junior 
members  shall  be  those  members  who  have 
been  graduated  from  medical  college  not  more 
than  five  calendar  years,  not  counting  tem- 
porary United  States  Military  or  United 
States  Public  Health  Service,  and  licensed  by 
the  State  of  New  Y ork” ; and 

Whereas,  Residency  training  programs 
often  extend  several  years  beyond  the  period 
of  eligibility  for  junior  membership;  and 

Whereas,  Resident  physicians  rarely  can 
afford  active  membership  dues,  forcing  them 
to  forego  membership  until  they  enter  the 
private  practice  of  medicine;  and 

Whereas,  The  Medical  Society  of  the 
County  of  New  York,  at  its  annual  meeting  in 
May,  1965,  adopted  an  amendment  to  Article 
7 of  Chapter  II  of  its  constitution  providing 
that  resident  physicians  be  permitted  to  retain 
junior  membership  until  the  completion  of  a 
continuous  residency  program;  now  therefore 
be  it  hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  amend  Section  7 of 


Chapter  I of  its  Bylaws  to  permit  resident 
physicians  to  maintain  a junior  membership 
until  the  completion  of  a continuous  resi- 
dency training  program,  excluding  required 
military  service,  as  follows: 

Amend  the  first  sentence  of  Chapter  I, 
Section  7 of  the  Bylaws  by  adding,  after  the 
word  “Service”  the  words  “or  who  have  not 
completed  their  continuous  residency  train- 
ing,” so  that  the  first  sentence  of  Section  7 
will  then  read:  “Junior  members  shall  be 
those  members  who  have  been  graduated 
from  medical  college  not  more  than  five 
calendar  years,  not  counting  temporary 
United  States  Military  or  United  States 
Public  Health  Service,  or  who  have  not 
completed  their  continuous  residency  train- 
ing, and  licensed  by  the  State  of  New 
York.” 

The  committee  feels  that  the  Society  should 
do  all  in  its  power  to  assist  young  physicians. 
It  further  agreed  that  this  program  should  be 
helpful  in  urging  young  physicians  to  join  the 
Society.  However,  in  order  to  prevent  abuse 
of  this  program,  the  committee  recommends 
that  the  following  sentence  be  added  to  the 
resolution: 

“In  no  case  may  junior  membership  con- 
tinue more  than  seven  years  after  the  date  of 
graduation  from  medical  school.” 

The  “resolved”  portion  of  the  resolution 
would  then  read: 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  amend  Section  7 of 
Chapter  I of  its  Bylaws  to  permit  resident 
physicians  to  maintain  a junior  membership 
until  the  completion  of  a continuous  res- 
idency training  program,  excluding  required 
military  service,  as  follows: 

Amend  the  first  sentence  of  Chapter  I, 
Section  7 of  the  Bylaws  by  adding,  after  the 
word  “Service”  the  words  “or  who  have  not 
completed  their  continuous  residency  train- 
ing,” so  that  the  first  sentence  of  Section  7 
will  then  read:  “Junior  members  shall  be 
those  members  who  have  been  graduated 
from  medical  college  not  more  than  five 
calendar  years,  not  counting  temporary 
United  States  Military  or  United  States 
Public  Health  Service,  or  who  have  not 
completed  their  continuous  residency  train- 
ing, and  licensed  by  the  State  of  New  York. 
In  no  case  may  junior  membership  con- 
tinue more  than  seven  years  after  the  date 
of  graduation  from  medical  school.” 

We  recommend  approval  of  this  resolution  as 
amended. 

The  House,  after  discussion,  voted  to  adopt  the 
recommendation  of  the  committee,  approving  reso- 
lution 66-73  as  amended  by  the  committee. 

Resolution  66-65 — Amendment  to  By- 
laws Concerning  Expenses;  introduced  by 
George  Himler,  M.D.,  New  York,  Councillor. 

Resolved,  That  the  Bylaws  of  the  Medical 
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Society  of  the  State  of  New  York,  Chapter 
IX,  Section  1,  be  amended  by  striking  out  the 
words:  “Delegates  of  the  district  branches 
and  section  delegates”  in  the  seventh  sentence 
of  said  section  and  in  place  thereof  substitut- 
ing the  words:  “Members  for  life  of  the  House 
of  Delegates,  delegates  of  the  district  branches, 
and  section  delegates”  so  that  the  seventh 
sentence  of  Section  1 as  amended  will  then 
read: 

“Members  for  life  of  the  House  of  Dele- 
gates, delegates  of  the  district  branches,  and 
section  delegates  sitting  in  the  House  of 
Delegates  shall  be  allowed  necessary  ex- 
penses by  the  Medical  Society  of  the  State 
of  New  York.” 

The  intent  of  this  resolution  is  for  the  Society 
to  pay  the  expenses  of  past  presidents  who  at- 
tend sessions  of  the  House  of  Delegates.  In 
the  discussion  it  was  pointed  out  that  the  Society 
already  pays  expenses  for  district  delegates  and 
section  delegates.  The  committee  feels  that  the 
Society  should  also  pay  the  expenses  of  its  past 
presidents. 

We  recommend  approval  of  this  resolution. 

The  House  voted  to  adopt  the  recommendation 
of  the  committee,  approving  resolution  66-65. 

Resolution  66-66 — Amendment  to  By- 
laws Concerning  Election  of  Delegates  to 
American  Medical  Association;  introduced 
by  Joseph  J.  Kaufman,  M.D.,  Wayne,  Council- 
lor. 

Resolved,  That  the  Bylaws  of  the  Medical 
Society  of  the  State  of  New  York,  Chapter  III, 
Section  6,  be  amended  by  striking  out  the 
words  in  the  second  sentence  of  said  section 
and  in  place  thereof  substituting  the  words: 
“Nominations  shall  be  made  for  not  less  than 
the  full  number  of  delegates  to  be  elected,  and 
the  delegates  shall  be  declared  elected  in  the 
order  of  the  highest  number  of  votes  cast  until 
the  allotted  numbers  shall  have  been  chosen. 
Alternate  delegates  shall  be  nominated  and 
elected  in  the  same  manner  as  the  delegates.” 

In  considering  this  matter,  it  was  pointed  out 
that  our  present  system  of  electing  alternate 
delegates  to  the  American  Medical  Association 
frequently  leaves  us  with  several  unfilled  posi- 
tions. This  is  principally  so  because  many 
persons  are  nominated  in  consecutive  years  and 
are  in  both  existing  classes  of  alternates.  The 
intent  of  the  present  resolution  is  to  eliminate 
this  problem.  Further  it  adds  dignity  and 
stature  to  the  position  of  alternate  delegate. 

We  recommend  approval  of  this  resolution. 

The  House,  after  discussion,  voted  not  to  adopt 
the  recommendation  of  the  committee,  thereby  de- 
feating resolution  66-66. 

Resolution  66-68 — Amendments  to  Con- 
stitution and  Bylaws  Relating  to  Officers, 
Trustees,  and  Councillors;  introduced  by 
John  F.  Kelley,  M.D.,  Oneida,  Councillor. 

Resolved,  That  Article  VI  of  the  Constitu- 


tion of  the  Medical  Society  of  the  State  of 
New  York  be  amended  by  striking  out  the 
words  “and  treasurer”  in  the  last  sentence  of 
said  article  and  in  place  thereof  substituting 
the  words  “treasurer,  executive  vice-president, 
and  assistant  executive  vice-president”  so 
that  the  last  sentence  of  Article  VI  as  amended 
will  read:  “The  president,  secretary,  treas- 
urer, executive  vice-president,  and  assistant 
executive  vice-president  shall  sit  with  the 
Board  of  Trustees  with  voice  but  without 
vote.”;  and  be  it  further 

Resolved,  That  the  Bylaws  of  the  Medical 
Society  of  the  State  of  New  York,  Chapter  IV, 
Section  1 (a)  be  amended  by  striking  out  the 
present  last  sentence  of  said  section,  and  in 
place  thereof  substituting  the  words:  “It  shall 
with  the  approval  of  the  Board  of  Trustees 
appoint  an  executive  vice-president,  who  shall 
be  the  chief  executive  officer  of  the  Society  to 
manage  and  direct  the  activities  of  the  Society 
including  disbursement  of  its  funds  when  duly 
authorized.  He  shall  be  an  ex  officio  member 
of  all  boards,  commissions,  and  committees 
with  voice  but  without  vote.  The  executive 
vice-president  shall  appoint  an  assistant 
executive  vice-president  who  shall  perform 
the  duties  of  the  executive  vice-president  in 
the  latter’s  absence  and  shall  perform  such 
other  duties  as  may  be  requested  by  the 
executive  vice-president.”;  and  be  it  further 
Resolved,  That  Chapter  VII,  Section  7 be 
amended  by  striking  out  the  words:  “The 
secretary  or  assistant  secretary  shall  counter- 
sign all  checks  issued  by  the  treasurer  on  funds 
of  the  Society”  from  the  first  sentence  of  said 
section;  and  be  it  further 

Resolved,  That  Chapter  VII,  Section  8 be 
amended  by  striking  out  the  words:  “The  as- 
sistant secretary  may  countersign  checks 
drawn  by  the  treasurer  on  funds  of  the 
Society.”  from  the  first  sentence  of  said  sec- 
tion; and  be  it  further 

Resolved,  That  Chapter  VII,  Section  9 be 
amended  by  striking  out  the  present  first  sen- 
tence of  said  section  and  in  place  thereof  sub- 
stituting the  words:  “The  treasurer  shall  keep 
accurate  books  of  accounts  of  all  moneys  of  the 
Society  which  he  may  receive  and  shall  dis- 
burse or  cause  to  be  disbursed  the  same  when 
duly  authorized.  He  shall  be  the  official 
custodian  of  all  securities  and  the  income 
thereof  owned  by  the  Society,  subject  to  the 
direction  and  disposition  of  the  Board  of 
Trustees.  The  Board  of  Trustees  may  select 
a bank  or  trust  company  to  act  as  custodian 
in  the  place  of  the  treasurer  of  all  or  any  part 
of  such  securities  and  to  act  as  agent  of  the 
Society  in  collecting  the  income  therefrom.” 

The  committee,  after  discussion,  approved  this 
resolution  with  the  following  changes: 

In  the  second  “resolved”:  Delete  in  the  last 
sentence  the  words  “who  shall  perform  the 
duties  of  the  executive  vice-president  in  the 
latter’s  absence  and  shall  perform  such  other 
duties  as  may  be  requested  by  the  executive 
vice-president.” 
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The  fourth  “resolved”  was  changed  to  read 
as  follows: 

Resolved,  That  Chapter  VII,  Section  8 be 
amended  by  striking  out  the  words:  “The 
assistant  secretary  may  countersign  checks 
drawn  by  the  treasurer  on  funds  of  the 
Society”  and  starting  the  second  sentence 
“The  assistant  secretary”  instead  of  “He.” 
The  resolution  will  then  read  as  follows: 

Resolved,  That  Article  VI  of  the  Constitu- 
tion of  the  Medical  Society  of  the  State  of 
New  York  be  amended  by  striking  out  the 
words  “and  treasurer”  in  the  last  sentence  of 
said  article  and  in  place  thereof  substituting 
the  words  “treasurer,  executive  vice-president, 
and  assistant  executive  vice-president”  so 
that  the  last  sentence  of  Article  VI  as  amended 
will  read:  “The  president,  secretary,  treas- 
urer, executive  vice-president,  and  assistant 
executive  vice-president  shall  sit  with  the 
Board  of  Trustees  with  voice  but  without 
vote.”;  and  be  it  further 

Resolved,  That  the  Bylaws  of  the  Medical 
Society  of  the  State  of  New  York,  Chapter  IV, 
Section  1 (a)  be  amended  by  striking  out  the 
present  last  sentence  of  said  section,  and  in 
place  thereof  substituting  the  words:  “It  shall 
with  the  approval  of  the  Board  of  Trustees 
appoint  an  executive  vice-president,  who  shall 
be  the  chief  executive  officer  of  the  Society  to 
manage  and  direct  the  activities  of  the  Society 
including  disbursement  of  its  funds  when  duly 
authorized.  He  shall  be  an  ex  officio  member 
of  all  boards,  commissions,  and  committees 
with  voice  but  without  vote.  The  executive 
vice-president  shall  appoint  an  assistant 
executive  vice-president,”  and  be  it  further 

Resolved,  That  Chapter  VII,  Section  7 be 
amended  by  striking  out  the  words:  “The 
secretary  or  assistant  secretary  shall  counter- 
sign all  checks  issued  by  the  treasurer  on  funds 
of  the  Society”  from  the  first  sentence  of  said 
section;  and  be  it  further 

Resolved,  That  Chapter  VII,  Section  8 be 
amended  by  striking  out  the  words:  “The 
assistant  secretary  may  countersign  checks 
drawn  by  the  treasurer  on  funds  of  the 
Society”  and  starting  the  second  sentence 
“The  assistant  secretary”  instead  of  “He”; 
and  be  it  further 

Resolved,  That  Chapter  VII,  Section  9 be 
amended  by  striking  out  the  present  first  sen- 
tence of  said  section  and  in  place  thereof  sub- 
stituting the  words:  “The  treasurer  shall  keep 
accurate  books  of  accounts  of  all  moneys  of  the 
Society  which  he  may  receive  and  shall  dis- 
burse or  cause  to  be  disbursed  the  same  when 
duly  authorized.  He  shall  be  the  official 
custodian  of  all  securities  and  the  income 
thereof  owned  by  the  Society,  subject  to  the 
direction  and  disposition  of  the  Board  of 
Trustees.  The  Board  of  Trustees  may  select 
a bank  or  trust  company  to  act  as  custodian 
in  the  place  of  the  treasurer  of  all  or  any  part 
of  such  securities  and  to  act  as  agent  of  the 
Society  in  collecting  the  income  therefrom.” 

The  intent  of  this  resolution  is  to  define  more 


accurately  the  duties  of  the  executive  vice-presi- 
dent and  his  assistant.  Further,  it  brings  the 
Bylaws  into  harmony  with  actual  practice. 

The  committee  recommends  approval  of  this 
resolution  as  amended. 

The  House  voted  to  adopt  the  recommendation 
of  the  committee,  approving  resolution  66-68 
as  amended  by  the  committee. 

The  House  voted  to  adopt  the  report  as  a whole  as 
amended. 


Reports  of  Officers 

President  (Annual) 

To  the  House  of  Delegates,  Gentlemen: 

In  February,  1966,  when  I assumed  the  office 
of  president  of  the  Medical  Society  of  the  State 
of  New  York,  in  my  remarks  to  you  I referred  to 
the  anticipated  significance  of  this  year  and  of 
the  next  few  years  as  events  in  this  era  would  re- 
late to  the  methods  of  medical  practice  in  the 
State  of  New  York  as  well  as  throughout  the  en- 
tire nation. 

Certainly  this  year  seems  to  have  fullfilled 
that  reference,  and  I again  call  to  your  atten- 
tion that  the  next  few  years  probably  will  be  far 
more  significant  than  has  this  year  been  in  ref- 
erence to  medical  practice. 

I sincerely  hope  that  the  foundations  which 
have  been  established  this  year  will  prove  help- 
ful in  the  years  ahead. 

Medicare  and  Medicaid.  The  1966  House 
of  Delegates  of  the  Medical  Society  of  the  State 
of  New  York,  in  concerning  itself  with  the  im- 
plementation of  Public  Law  89-97,  approved 
the  principle  “that  while  we  had  opposed  the 
Medicare  legislation,  now  that  it  was  the  law  we 
would  aid  in  its  implementation.”  Such  a deci- 
sion to  provide  assistance  and  guidance  in  the 
development  of  the  many  details  of  this  law  cer- 
tainly seemed  expedient  and  prudent.  The 
medical  profession  must  continue  to  give  guid- 
ance, sound  guidance,  to  the  many  problems 
which  I am  sure  will  continue  to  arise  pertaining 
to  the  administration  of  this  law,  some  of  which 
problems  the  physician  alone  is  truly  qualified 
to  solve. 

These  programs  of  medical  assistance  are 
bound  to  bring  extensive  experimentation  in 
their  methods  of  providing  medical  services. 
As  one  of  the  providers  of  medical  care,  we  as  a 
profession  should  be  in  the  forefront,  identifying 
problems,  aiding  in  their  solutions,  and  estab- 
lishing proper  goals  for  the  future. 

There  was  a great  deal  of  planning  and  study 
in  the  early  days  of  the  Medicare  program  and 
before  the  establishment  of  the  basic  program 
of  Title  18 — a considerable  amount  of  time  was 
available,  as  was  the  opportunity  for  participa- 
tion in  the  determination  of  the  principles  and 
the  regulations  pertaining  to  it. 

This  was  not  true  in  the  case  of  Title  19. 
Title  19,  the  so-called  “sleeper”  of  the  Medicare 
program,  suddenly  became  the  giant  of  the 
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program,  rapidly  developing,  with  many  facets 
and  moving  in  many  directions.  Unfortunately, 
as  it  moved  along,  picking  up  “political  thorns” 
as  it  went,  it  made  for  confusion  and  concern  to 
many. 

Article  28,  enacted  last  year,  became  effective 
February  1,  1966,  implementing  the  “Folsom 
Report,”  this  calling  for  the  transfer  of  the  re- 
sponsibility for  hospital  services  from  the  De- 
partment of  Social  Welfare  to  the  Department 
of  Health. 

This  legislation  was  supported  by  the  Medical 
Society  of  the  State  of  New  York,  our  State 
Legislation  Committee  having  worked  very 
hard  in  establishing  this  principle.  Attention 
was  called  to  the  fact  that  such  legislation 
created  an  opportunity  for  the  medical  profes- 
sion to  work  with  a medically-oriented  agency 
for  the  administration  of  medical  programs 
within  our  State. 

Shortly  after  this  legislation  became  effective, 
we  were  advised  by  our  legislative  counsel  that 
the  Governor’s  office  was  preparing  legislation 
which  was  designed  to  implement  Title  19  of 
Public  Law  89-97,  and  that  in  order  to  partici- 
pate in  current  Federal  reimbursement  the  State 
would  have  to  act  rapidly  in  this  direction.  It 
was  further  advised  that  this  administration 
bill  was  being  supported  by  both  political  parties 
in  the  Senate  and  in  the  Assembly,  and  that  ob- 
viously with  bipartisan  support  it  undoubtedly 
would  be  enacted  into  law  whether  we  supported 
it  or  opposed  it. 

The  Governor,  in  presenting  the  original 
legislation,  stated  that  “the  legislation  I have 
submitted  specifically  states  that  the  Depart- 
ment of  Health  is  given  the  responsibility  for 
establishing  and  maintaining  the  standards  for 
all  medical  care  and  services  furnished  under 
this  program  and  for  reviewing  and  auditing  the 
implementation  of  the  program  to  insure  that 
the  care  and  services  furnished  are  of  high 
quality  and  to  the  best  interests  of  the  re- 
cipient.” 

It  was  further  our  understanding  that  the  im- 
plementation of  this  legislation  would  be  on  a 
basis  similar  to  the  previous  administration  of 
the  Medical  Assistance  Act  in  New  York,  un- 
der the  Kerr-Mills  program,  which  program  had 
been  supported  by  the  Medical  Society  of  the 
State  of  New  York. 

Serious  consideration  was  given  to  a request 
for  the  support  and  assistance  of  the  Medical 
Society  in  the  implementation  of  this  law,  if 
enacted,  as  to  how  best  to  approach  the  pro- 
gram so  as  to  provide  good  medical  care  for  the 
people  involved,  also  how  best  to  serve  the  in- 
terests of  those  physicians  of  the  State  who 
would  choose  to  participate  in  the  program. 

The  choice  at  that  time  seemed  to  be  either 
(1)  to  totally  oppose  the  principle  of  the  pro- 
gram, much  as  we  had  been  doing  for  the  past 
twenty  years,  and  have  no  part  in  its  formula- 
tion; or  (2)  to  recommend  nonparticipation  to 
all  the  physicians  of  the  State,  hoping  that  a 
sufficient  number  would  not  participate  and,  as 
a result,  defeat  the  implementation  of  the  pro- 
gram; or  (3)  to  approve  the  program  in  princi- 


ple, with  the  opportunity  to  participate  in  the 
formation  and  the  development  of  the  rules 
and  regulations  for  its  implementation. 

Considering  the  action  of  the  House  of  Dele- 
gates in  February,  1966,  with  this  information 
available  to  us,  and  the  fact  that  Medicare  was 
the  law  of  the  land  and  that  the  implementation 
of  this  part  of  it  in  New  York  State  was  going 
to  be  legalized  and  developed,  this  seemed  like 
an  opportunity  for  the  Medical  Society  to  take 
a positive  approach  to  the  Title  19  program. 
Therefore,  it  was  decided  to  approve  the  pro- 
gram in  principle,  provided  that  certain  amend- 
ments which  we  recommended  were  included, 
the  most  important  of  these  recommendations 
being  that  there  be  a free  choice  of  physician, 
hospital,  and  medical  facility  by  the  recipient 
of  care,  and  that  there  be  adequate  representa- 
tion of  physicians  on  the  State  and  local  advisory 
committees  to  the  Department  of  Social  Welfare. 

This  was  acceptable  to  those  concerned. 
Unfortunately,  it  quickly  became  evident  and 
known  to  us  that  powerful  political  domination 
was  active  behind  the  scenes,  particularly  active 
in  relation  to  eligibility  standards  for  participa- 
tion. 

Serious  consideration  was  given  to  this  ques- 
tion of  eligibility  standards  as  well  as  the  medi- 
cal and  professional  aspects  of  the  program. 

While  many  of  us  considered  the  levels  estab- 
lished as  high,  after  due  consideration  it  was  de- 
cided that,  while  eligibility  standards  were  of 
concern  to  all  of  us  as  individuals  and  as  citi- 
zens of  the  State,  and  while  we  could  and 
should  act  according  to  our  own  desires  as  in- 
dividuals, as  the  Medical  Society  of  the  State 
of  New  York  we  should  officially  direct  our  at- 
tention to  the  medical  and  professional  aspects 
of  the  program  and  take  no  action  at  that  time 
on  the  social  aspects,  leaving  this  to  the  indi- 
vidual citizen  decision. 

The  Medical  Society  of  the  State  of  New 
York,  having  stated  its  qualified  support  of  the 
basic  principle  of  the  original  administrative 
bill,  made  no  further  comment  on  the  alterna- 
tive suggestions  which  were  presented  in  the 
Legislature. 

Advisory  Committee  to  the  Department 

of  Health.  The  special  ad  hoc  committee 
which,  prior  to  this  time,  had  been  meeting 
with  the  Division  of  Budget  dealing  with  the 
then  welfare  medical  programs,  was  immediately 
augmented  and  continued.  This  committee 
has  since  been  named  as  the  advisory  commit- 
tee to  the  Department  of  Health,  dealing  at 
present  with  all  matters  pertaining  to  the  im- 
plementation of  Title  19. 

This  committee  was  given  the  responsibility 
of  implementing  the  resolution  pertaining  to  this 
program,  as  was  adopted  at  the  special  meeting 
of  the  House  of  Delegates  on  May  26,  1966. 

Although  I have  reported  to  you  in  communi- 
cations the  implementation  of  this  resolution,  I 
would  like  to  review  for  the  record  its  imple- 
mentation to  date  (November  21,  1966). 

1.  The  right  of  the  patient  to  select  his  own 

physician  and  medical  facility  to  be  guaranteed. 
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The  Medical  Society  of  the  State  of  New 
York,  in  accordance  with  its  original  basic 
stand,  submitted  through  our  State  Legislation 
Committee  and  legislative  counsel,  legislation 
providing  for  this  point.  This  legislation  was 
approved  by  the  Governor  and  was  subsequently 
passed  by  the  Senate.  Unfortunately,  because 
of  the  political  implication  which  developed, 
this  failed  to  pass  the  Assembly. 

It  was  then  necessary  that  the  accomplish- 
ment of  this  point  of  the  resolution  be  done  in 
another  manner,  at  least  for  the  present.  Our 
discussions  continued  and  subsequently  Hollis 
S.  Ingraham,  M.D.,  Commissioner  of  Health, 
and  Governor  Rockefeller,  based  on  our  requests 
and  recommendations,  requested  the  Board  of 
Social  Welfare  to  adopt  a rule  guaranteeing 
free  choice  of  physician.  This  was  done  unan- 
imously on  July  19,  1966,  and  this  rule  was  filed 
with  the  Secretary  of  State,  which  makes  it  ef- 
fective as  a matter  of  law. 

2.  There  be  adequate  representation  of  practicing 
physicians  on  the  Medical  Advisory  Com- 
mittee to  the  State  and  local  welfare  depart- 
ments, and  the  State  and  county  medical 
societies  be  consulted  in  regard  to  such  ap- 
pointments. 

As  mentioned  previously,  the  ad  hoc  commit- 
tee which  was  originally  negotiating  with  the 
Department  of  Budget  has  been  appointed  as 
the  advisory  committee  to  the  Department  of 
Health.  Furthermore,  the  Department  of 
Health  has  notified  the  local  welfare  depart- 
ments that  they  should  also  select  a local  ad- 
visory committee  as  recommended  by  the  local 
county  medical  society.  Furthermore,  it  will 
be  necessary  for  each  county  welfare  depart- 
ment to  submit  to  the  State  for  approval  their 
local  plan  of  operation  which,  of  course,  will 
include  proper  physician  representation  on  the 
advisory  committee. 

3.  The  patient  not  be  required  to  have  prior 
authorization  in  order  to  obtain  medical  serv- 
ices. 

A regulation  was  established  by  the  Depart- 
ments of  Health  and  Social  Welfare  eliminating 
all  prior  authorization  except  for  certain  special 
services  such  as  nursing  home  care,  elective  hos- 
pital admissions,  and  special  rehabilitation  serv- 
ices. This  has  been  a rather  difficult  problem 
inasmuch  as  the  question  of  authorization  has 
varied  somewhat  from  county  to  county,  de- 
pending on  the  attitude  of  the  local  welfare  de- 
partment. The  Commissioner  of  Health  has 
expressed  himself  that  there  should  be  no  bar- 
rier that  would  in  any  way  interfere  with  or  de- 
lay the  patient  receiving  immediate  indicated 
care. 

4.  The  principle  for  reimbursement  for  physi- 
cians be  on  a usual  and  prevailing  basis.  A 
mechanism  must  be  included  to  permit  direct 
billing  of  the  patient  by  the  physician. 

The  Governor  announced  on  July  2,  1966, 
that  the  principle  of  reimbursement  of  physi- 
cians for  services  provided  shall  be  on  a fee 
schedule  as  close  as  possible  to  the  usual. 


customary,  and  prevailing  fees.  The  Division 
of  Budget,  in  the  early  discussions  with  the  lep- 
resentative  committee,  was  desirable  of  having  a 
fixed  fee  schedule  throughout  the  State.  This 
was  definitely  rejected  by  the  Medical  Society, 
and  in  the  interim  during  the  discussions  a 
schedule  based  upon  the  Relative  Value  Scale 
has  been  used.  Continued  negotiation  is  taking 
place  with  reference  to  usual  and  customary  fees 
based  on  local  custom,  and  this  shall  and  must 
be  pursued  further.  The  recent  discussions 
concerning  this  problem  seem  to  indicate  that  we 
can  anticipate  this  principle  will  be  carried  out. 

The  question  concerning  direct  billing  has 
also  been  a difficult  one  and  has  been  pursued 
from  many  levels.  Communications  received 
from  the  Department  of  Health,  Education, 
and  Welfare,  as  well  as  interpretations  of  the 
intent  of  the  law,  all  indicate  that  the  intention 
of  service  under  Title  19  was  that  it  be  a vendor 
payment  program,  and  therefore  direct  billing 
could  not  be  done. 

Not  only  have  we  in  the  State  Society  pursued 
this  question,  but  it  also  is  being  pursued  on  a 
national  level.  The  legal  department  of  the 
American  Medical  Association  also  advised  us 
that  this  legislation  infers  that  it  was  intended  to 
be  a vendor  payment  program.  The  desir- 
ability of  having  direct  payment  is  obvious  and 
will  continue  to  be  pursued.  The  question 
arises  as  to  whether  or  not  this  should  be  per- 
missive in  nature,  inasmuch  as  there  has  been 
some  expression  in  some  areas  in  favor  of  vendor 
payment. 

It  appears  that  it  will  be  necessary  that  this 
be  clarified  on  a national  level  and  it  will  be  a 
problem  for  our  Federal  Legislation  Committee 
to  pursue  this  year,  together  with  representa- 
tives of  other  states,  in  order  to  make  direct 
payment  under  Title  19  permissive  for  the 
physician. 

5.  Blue  Cross,  Blue  Shield,  and  other  health  in- 
surance carriers  be  utilized  in  the  implemen- 
tation of  these  programs. 

The  Medical  Society  of  the  State  of  New 
York  sponsored  legislation  which  was  approved 
by  the  Governor  and  subsequently  enacted  into 
law,  which  authorizes  the  utilization  of  insur- 
ance carriers  as  fiscal  intermediaries  under  Title 
19.  This  is  permissive  legislation  and  it  would 
appear  that  it  would  be  much  more  satisfactory 
to  all  concerned  if  this  phase  of  the  program 
coincided  more  closely  with  that  of  Title  18. 
This  has  been  recommended  to  the  Department 
of  Health  and  consideration  is  being  given  at  the 
present  time  to  this  possibility.  In  the  mean- 
time, local  departments  have  been  encouraged  to 
utilize  this  mechanism  on  a permissive  basis. 

6.  Continued  consideration  be  given  to  the  feasi- 
bility of  deductible  and  coinsurance  features  to 
promote  more  efficient  implementation  of  the 
law. 

Legislation  was  also  enacted  during  the  latter 
part  of  the  legislative  session  to  provide  for  de- 
ductibles for  eligibilities  for  medical  assistance 
for  needy  persons,  other  than  in-patient  hospi- 
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tal  care.  The  question  of  deductibles  basically 
is  sound,  but  there  are  many  facets  pertaining  to 
it.  Therefore,  I think  it  is  desirable  that  this 
subject  be  studied  quite  thoroughly  by  the  in- 
dicated committee  of  the  Medical  Society,  with 
subsequent  recommendations  based  on  their 
findings. 

In  reviewing  the  developments  which  have 
occurred  to  date  concerning  the  implementation 
of  both  programs  of  medical  assistance,  it  seems 
that  we  have  accomplished  a great  deal  and 
have  been  very  active  in  participation  in  the  de- 
velopment of  the  rules  and  regulations  pertain- 
ing to  such. 

While  we  have  gained  a great  deal,  much 
more  remains  to  be  done,  especially  at  the  local 
level,  and  it  is  most  important  that  the  local 
county  medical  societies  participate  closely  with 
their  respective  departments  of  health  and 
welfare,  because  it  is  here  at  this  level  that  most 
of  the  difficulties  have  been  encountered  up  to 
the  present  time. 

This  is  where  we  stand  at  the  present  time. 
Additional  changes  probably  will  be  submitted 
at  the  meeting  of  our  House  of  Delegates,  and 
it  will  be  necessary  then  that  due  consideration 
be  given  to  subsequent  activity  concerning  the 
implementation  of  these  medical  assistance 
programs. 

Standards  of  Medical  Care.  I referred  to 
the  standards  and  the  quality  of  medical  care  in 
my  address  to  you  in  February,  1966,  indicating 
that  the  medical  profession  and  the  Medical 
Society  of  the  State  of  New  York  must  take  a 
definitive  stand  in  the  determination  of  all 
phases  of  the  quality  of  medical  care. 

In  keeping  with  this  suggestion,  and  in  an 
attempt  to  follow  out  the  recommendation,  I 
subsequently  requested  the  Council  to  establish 
a Commission  on  the  Standards  of  Medical 
Care  and,  following  its  establishment,  appointed 
your  past  president,  Waring  Willis,  M.D.,  as  its 
first  chairman.  I am  indeed  pleased  that  this 
commission  is  cognizant  of  its  responsibilities 
and  has  moved  rapidly  ahead  in  carrying  out 
these  responsibilities. 

The  following  committees  have  been  estab- 
lished as  part  of  this  commission  and  advised 
of  the  duties  and  responsibilities  in  their  re- 
spective disciplines. 

1.  Medical  Review  Committee.  This  com- 
mittee is  responsible  for  the  establishment  and 
continued  improvement  of  the  standards  and 
methods  of  review  of  medical  care,  and  to  con- 
cern itself  with  the  measurement  of  the  stand- 
ards of  care  as  provided  by  the  individual  prac- 
ticing physician;  also  to  form  a close  liaison 
with  the  Department  of  Health  concerning  the 
discharge  of  the  responsibilities  of  the  Com- 
missioner of  Health  under  Article  28. 

2.  Utilization  Review  Committee.  The  re- 
sponsibilities of  this  committee  are  for  the 
economic  management  of  health  care  in  general, 
to  maintain  close  relationship  between  the  med- 
ical profession  and  the  fiscal  intermediaries, 
and  to  assist  in  developing  standards  and 
methodology  for  utilization  review  in  all  areas 


of  health  care,  but  primarily  physicians’  offices, 
hospitals,  extended  care  facilities,  and  in  home 
health  service;  furthermore,  to  assist  the  district 
branches  and  the  county  medical  societies  in 
becoming  knowledgeable  in  the  demands  of 
Public  Laws  89-97,  89-239,  and  Article  28  of 
the  Public  Health  Laws  of  the  State  of  New 
York. 

3.  Mediation  and  Insurance  Claims  Review 
Committee.  This  committee  shall  be  responsible 
for  the  activities  under  Part  B of  Title  18, 
Public  Law  89-97,  and  for  the  interpretation 
of  the  concept  of  usual,  customary,  reasonable, 
and  prevailing  fees;  for  the  organizational  pro- 
cedures of  review  of  records  of  providers  of 
services  where  indicated;  and  for  establishing 
close  liaison  with  functions  of  county  society 
grievance  committees  and  boards  of  censors. 

4.  Hospital-Based  Physicians  Committee. 
This  committee  shall  be  responsible  for  review- 
ing and  making  recommendations  concerning  the 
established  arrangements  and  relationships  be- 
tween hospitals  and  employed  or  hospital-based 
physicians,  and  for  the  study  of  the  Medical 
Practice  Act  and  other  legal  statutes  in  the 
State  of  New  York  pertaining  to  such. 

In  addition  to  these  committees  established 
in  the  original  framework  of  the  commission, 
the  following  committees  have  also  been  trans- 
ferred to  the  Commission  on  Medical  Standards. 

5.  Hospital  and  Professional  Relations  Com- 
mittee. This  committee  has  previously  been 
functioning  under  the  Commission  on  Medical 
Services,  but  it  is  felt  it  would  be  better  in  the 
framework  of  the  Commission  on  Medical  Stand- 
ards. Its  responsibility  shall  continue  to  be 
related  to  hospital  medical  staff  organization, 
hospital  medical  facilities  and  services,  also 
administrative,  professional  and  hospital  re- 
lationship, and  for  the  maintenance  of  liaison 
between  the  medical  profession  and  the  Hos- 
pital Association  of  New  York  State. 

6.  Committee  on  Nursing.  This  is  a most 
important  committee  pertaining  to  the  stand- 
ards of  medical  and  professional  care  and  during 
the  past  year  has  done  an  excellent  job  in  fur- 
thering this.  Therefore,  it  is  felt  that  such  com- 
mittee be  a part  of  the  Commission  on  Stand- 
ards, continuing  its  responsibilities  of  close 
liaison  with  the  New  York  State  Nursing  As- 
sociation and  the  Hospital  Association  of  the 
State  of  New  York,  pertaining  to  the  quality 
and  quantity  of  nursing  care,  also  direct  re- 
lationship with  the  Department  of  Education 
concerning  the  training  and  development  pro- 
grams for  student  nurses,  and,  further,  the  con- 
tinuing educational  training  for  graduate  nurses. 
In  addition  to  this,  the  committee  will  of  neces- 
sity need  to  maintain  a close  observation  per- 
taining to  the  economics  of  nursing  service  as  it 
pertains  to  the  total  problem  of  medical  care. 

7.  Committee  on  Ethics.  This  committee 
also  has  been  operating  under  the  Commission 
on  Medical  Services  and  has  recently  been  trans- 
ferred to  the  Commission  on  Standards  of  Med- 
ical Care.  This  committee,  of  course,  has  the 
responsibility  for  reviewing  and  investigating 
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any  question  of  ethics  pertaining  to  individual 
physicians  in  their  relationships  with  each  other 
and  with  the  public  in  the  providing  of  medical 
services. 

Following  the  establishment  of  this  commis- 
sion, it  became  quite  obvious  that  the  extent 
of  responsibility  and  duties  and  the  volume  of 
work  involved  would  be  very  great  and  would 
require  adequate  personnel.  Therefore,  it  was 
recommended  to  Dr.  Fineberg,  executive  vice- 
president,  that  a full-time  director  of  the  Division 
of  Standards  of  Medical  Care  be  established  to 
carry  out  the  duties  of  this  commission.  After 
due  consultation  and  approval,  Samuel  Z. 
Freedman,  M.D.,  was  appointed  as  director  of 
this  administrative  division.  Dr.  Freedman 
has  been  long  active  in  the  affairs  of  the  Medical 
Society  of  the  State  of  New  York  and  is  quite 
familiar  with  all  phases  of  the  practice  of  med- 
icine. Based  on  his  knowledge,  experience,  and 
good  judgment,  he  should  carry  out  a very 
satisfactory  administrative  program  for  us. 

I look  forward  to  this  commission  performing 
one  of  the  most  important  functions  in  our 
Society  activities.  For  it  to  adequately  carry 
out  these  functions,  however,  will  mean  the 
need  for  adequate  personnel,  also  the  need  for 
adequate  financing. 

Commission  on  Public  Health  and  Edu- 
cation. The  Commission  on  Public  Health 
and  Education  continues  as  another  of  our  im- 
portant activities.  The  death  of  James  Green- 
ough,  M.D.,  director  of  the  Division  of  Scientific 
Activities,  was  a great  loss  to  us  in  carrying  out 
the  activities  of  this  commission.  We  are  in- 
deed fortunate  to  have  Norman  S.  Moore, 
M.D.,  accept  the  position  of  director  of  the 
Division  of  Scientific  Activities  on  a part-time 
basis.  Dr.  Moore  formerly  carried  out  these 
responsibilities  when  the  commission  was  a 
single  committee  action  and  is  familiar  with 
all  of  the  facets  of  its  activities,  so  we  can  look 
forward  to  this  commission  and  its  respective 
committees  continuing  to  play  a very  active  role 
in  the  public  health  affairs  of  the  State. 

Other  Committee  Activities.  In  spite  of 
the  tremendous  amount  of  time  which  has  been 
spent  by  various  committee  members  on  Medi- 
care activities  during  the  past  year,  many  of 
these  committees  and  their  members  have  found 
adequate  time  to  devote  to  other  important  as- 
pects of  our  Society  activities. 

The  ad  hoc  committee  negotiating  with  the 
interdepartmental  task  force,  presently  the 
medical  advisory  committee  to  the  Department 
of  Health,  has,  as  I mentioned  earlier,  developed 
a very  sound  and  satisfactory  liaison  with  repre- 
sentatives of  the  Department  of  Health,  and 
has  devoted  many  hours  of  service  doing  an 
excellent  job  for  us  in  the  development  of  regu- 
lations pertaining  to  the  implementation  of  the 
medical  assistance  programs  in  New  York 
State. 

The  Ad  Hoc  Committee  for  Our  Own  Building 
has  continued  active  during  the  year.  While 
a final  decision  has  not  been  reached,  they  are 


continuing  their  study  and  investigation  of 
possible  sites  for  a headquarters  building.  I am 
sure  this  committee  would  appreciate  any 
further  suggestions  that  might  be  given  to  it 
concerning  this  problem.  We  should  make  a 
final  decision  about  this  matter  in  the  near 
future,  but  we  must  be  sure  that  the  decision 
we  make  is  correct  and  a lasting  one,  looking 
forward  to  many  years  ahead. 

The  House  Constitution  and  Bylaws  Com- 
mittee has  presented  to  you  a number  of  recom- 
mended changes  in  the  Constitution  and  By- 
laws. While  these  changes  as  implemented 
will  be  helpful  in  updating  our  Constitution, 
actually,  as  pointed  out  last  year,  it  is  my  opin- 
ion that  we  need  a detailed  study  of  the  entire 
Constitution,  with  updating  and  revision  for  our 
present  activities. 

On  Economics.  The  Committee  on  Eco- 
nomics has  furthered  its  study  of  all  phases  of 
the  economics  of  medicine  during  the  past  year 
and  has  spent  considerable  time  considering  the 
assets  and  the  deficiencies  of  the  Relative  Value 
Scale.  This  year  has  very  clearly  demonstrated 
the  value  and  deficiencies  of  this  scale.  While 
we  have  learned  a great  deal  about  the  applica- 
tion of  the  scale  as  a tool,  certainly  there  is  much 
more  to  be  done,  not  only  in  its  proper  applica- 
tion, but  also  in  arranging  for  its  continuous 
revision.  Last  year  I stated  that  this  very  vital 
issue  must  be  constantly  reviewed  and  must  be 
kept  up  to  date,  and  that  it  must  never  be 
allowed  to  become  the  tool  for  the  gain  of  a few. 

On  Nursing.  I referred  previously  to  the 
activities  of  the  Committee  on  Nursing  during 
the  past  year  and  I would  call  to  your  attention 
the  report  of  this  committee.  It  has  been  a 
very  active  one  during  the  year  and  I feel  it 
has  had  a great  deal  of  influence  on  the  nursing 
activities  throughout  the  State.  This  is  a most 
important  group  and  has  made  an  excellent 
start  in  assisting  in  the  solution  of  the  nursing 
shortage  and  the  nursing  care  problem.  In  my 
opinion,  it  should  become  a most  important 
part  of  our  Society  activities  and  we  should  en- 
courage the  committee  in  carrying  out  its 
responsibility  toward  improvement  of  nursing 
service. 

On  Medical  Legislation.  We  have  on  the 
Federal  level  during  recent  years  spent  most  of 
our  time  and  effort  opposing  the  enactment  of 
Medicare  legislation.  It  is  only  natural,  now 
that  this  is  the  law,  that  one  might  consider  the 
need  for  participation  in  Federal  legislation  no 
longer  important.  I would  call  to  your  atten- 
tion that  each  year  there  are  an  increasing  num- 
ber of  items  of  legislation  pertaining  to  medical 
activities  being  studied  and  acted  on  in  Con- 
gress. Therefore,  it  is  most  important  that 
our  Federal  Legislation  Committee  continue 
active  and  alert  to  these  happenings  on  the 
Washington  scene. 

By  the  same  token,  our  State  Legislation 
Committee  undoubtedly  will  find  itself  more 
active  in  the  years  to  come  in  items  of  medical 
legislation  in  Albany.  In  addition  to  its  de- 
tailed activity  with  reference  to  Medicare 
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legislation  during  this  past  year,  our  State 
Legislation  Committee  found  time  to  participate 
in  and  influence  decision  concerning  many 
items  of  medical  legislation  on  the  State  level. 
I would  call  your  attention  to  the  report  of  the 
State  Legislation  Committee,  which  outlines 
in  detail  those  many  facets  of  medical  legislation 
in  which  this  committee  participated  during 
this  year. 

On  Public  Relations.  One  of  the  most  im- 
portant activities  of  our  medical  societies,  and 
yet  one  of  the  weakest,  continues  to  be  in  the 
field  of  communications  and  public  relations. 
In  spite  of  all  we  have  done,  all  that  we  continue 
to  do,  and  all  the  effort  that  is  put  forth  in  this 
direction,  we  are  constantly  finding  ourselves 
limited  in  one  area  or  another. 

Our  Public  Relations  Committee  and  our 
Division  of  Communications  have  constantly 
considered  this  subject,  trying  various  methods 
of  communicating  information  to  our  member- 
ship and  to  the  public,  and  still  recognize  the 
need  for  something  better. 

The  establishment  and  continuation  of  the 
regional  conferences  by  our  Public  Relations 
Committee  has,  in  my  opinion,  proved  to  be 
most  successful.  These  conferences  are  well 
participated  in  and  this  year  particularly  have 
served  a very  important  part  in  disseminating 
correct  information  to  those  who  attended.  I 
sincerely  hope  they  will  be  continued  in  the 
coming  years  and  that  they  will  be  strengthened 
from  year  to  year.  I encouraged  our  committee 
this  year  to  expand  its  activities  and  am  most 
grateful  to  the  members  for  the  successful  work 
carried  out  in  this  respect. 

Our  Capitol  News,  The  News  of  New  York, 
and  the  New  York  State  Journal  of  Medi- 
cine all  have  played  an  important  part  in  com- 
munications, yet  we  physicians  all  are  guilty  of 
not  reading  as  much  as  we  should.  These 
written  communications  were  supplemented 
this  year  with  the  “President’s  Memorandum,” 
which  I am  pleased  to  report  received  very 
favorable  comments  from  various  areas  of  the 
State.  This  simple,  brief  communique  was, 
in  my  opinion,  a simple  method  for  disseminat- 
ing a single  message. 

This  year,  for  the  first  time,  a meeting  of  the 
Council  was  held  in  the  upstate  area  for  the 
primary  purpose  of  having  the  membership 
in  the  area  see  your  Council  in  action  and  to 
participate  in  the  discussion.  This  meeting, 
held  in  Syracuse  on  September  23,  was  a very 
successful  venture,  with  very  favorable  com- 
ments received  from  many  who  attended.  I 
hope  the  Council  and  the  president  will  con- 
sider this  project  again  next  year. 

While  all  these  methods  have  been  helpful 
in  disseminating  information,  we  still  “need  to 
strengthen  communications  within  our  own 
house.” 

I am  sure  the  chairman  of  the  Public  Relations 
Committee  and  the  director  of  the  Division  of 
Communications  would  appreciate  receiving 
any  suggestions  that  you  might  think  applicable 
for  this  purpose  in  your  respective  area. 


District  Branches.  This  year  has  been  a 
much  more  active  one  for  the  district  branches 
of  our  Society  than  perhaps  in  previous 
years.  The  special  committee  studying  district 
branches  will  present  to  you  a very  detailed  report 
concerning  the  activities  of  the  district  branches 
and  their  recommendations  pertaining  to  this 
continued  activity. 

The  district  branches  and  areas  of  the  State 
will  of  necessity  probably  have  to  assume  more 
responsibility  in  carrying  out  some  phases  of 
the  Medicare  program  and  the  program  of  the 
Commission  on  Medical  Standards.  It  is 
therefore  extremely  important  that  very  serious 
consideration  be  given  at  our  annual  meeting 
to  this  phase  of  Society  activity. 

Woman’s  Auxiliary.  I had  the  privilege 
this  year  of  meeting  with  the  Woman’s  Auxil- 
iary at  their  conference  in  Buffalo.  This  group 
of  “lovely  ladies”  is  as  enthusiastic  and  loyal  a 
group  of  women  as  one  could  possibly  imagine. 
Under  the  dynamic  leadership  this  year  of  Mrs. 
Walter  T.  Heldmann,  they  are  not  only  willing 
and  interested,  but  also  are  capable  of  carrying 
out  any  mission  requested.  We  could  profit  by 
considering  their  observations  in  the  community, 
particularly  as  to  public  relations.  It  is  here 
that  they  might  be  very  helpful  to  “medicine.” 

This  has  been  a most  active  year  for  your 
president.  I have  visited  most  areas  of  the 
State  and  have  had  the  opportunity  and 
privilege  of  visiting  with  many  individual  mem- 
bers representing  multiple  disciplines  and  geo- 
graphic areas  and  interests  of  our  Society. 
Last  year,  in  my  report  to  you,  I stated  that 
the  Medical  Society  of  the  State  of  New  York 
was  a very  virile  society.  This  year,  I feel 
even  more  confident  in  reporting  to  you  that 
we  have  an  even  more  virile  organization  than 
observed  a year  ago.  While  a Society  with 
as  large  a membership  as  ours  must  of  necessity 
include  all  types  of  personalities,  it  is  indeed 
encouraging  to  find  people  busy  in  their  pro- 
fession, with  sound  judgment  and  the  ability 
to  carefully  weigh  and  evaluate  problems,  so 
vitally  interested  in  the  activities  of  our  Society. 
With  people  like  this  continuing  to  show  interest 
and  activity,  it  is  easy  to  predict  that  the  value 
and  the  influence  of  the  Medical  Society  of  the 
State  of  New  York  shall  continue  to  grow  in  the 
years  to  come. 

Conclusion.  It  would  be  utterly  impossible 
for  me  to  say  thanks  to  all  of  you  who  have  been 
so  helpful  to  me  during  this  year  in  carrying  out 
the  duties  and  responsibilities  of  our  Society.  I 
am  particularly  grateful,  of  course,  to  those 
many  individuals  on  whom  I have  relied  in 
carrying  out  those  details  physically  impossible 
for  one  man  to  do.  I am  grateful  for  their 
sterling  character,  their  stalwart  action,  their 
respect  and  honor  among  men,  and  their  loyalty 
to  the  Medical  Society  of  the  State  of  New  York. 

To  the  officers,  trustees,  councillors,  com- 
mittee chairmen,  and  members  at  large,  my 
sincere  thanks  for  a job  well  done  in  their 
respective  activities  and  for  their  personal 
understanding. 
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Finally,  let  me  assure  you  that  you  have  a 
capable  and  loyal  headquarters  staff.  I need 
not  remind  you  of  the  loyalty  and  devotion  of 
our  executive  vice-president,  Henry  I.  Fineberg, 
M.D.,  because  the  Medical  Society  of  the  State 
of  New  York  is  his  life.  My  association  with 
him  and  his  staff  has  been  most  pleasant  and 
rewarding.  To  all  of  them  I simply  say 
— thanks. 

I bid  you  look  forward  to  next  year  and  I 
sincerely  ask  that  you  give  your  cooperation  to 
your  incoming  president,  Frederick  A.  Wurz- 
bach,  Jr.,  M.D.  I hope  for  him  a most  successful 
year  and  pledge  to  him  my  fullest  cooperation 
and  support. 

Respectfully  submitted, 

James  M.  Blake,  M.D.,  President 

President  (Supplementary) 

To  the  House  of  Delegates,  Gentlemen: 

It  is  indeed  a privilege  and  a pleasure  for  me 
as  president  to  officially  open  this,  the  161st 
Annual  Meeting  of  the  Medical  Society  of  the 
State  of  New  York. 

This  year  has  been  for  the  most  part  a very 
pleasant  experience  and  a signal  honor  for  me 
to  be  president  of  this  Society. 

It  has  been  a busy  year  and  at  times  a diffi- 
cult one  with  some  differences  of  opinion  but, 
after  all,  differences  of  opinion  should  always 
be  welcome  and  are  always  helpful,  provided 
the  intent  is  for  the  good  of  all. 

Many  of  the  objectives  sought  during  this 
year  have  been  accomplished,  at  least  in  part — 
some  have  not — and  others  because  of  insuffi- 
cient time  for  completion  must  carry  over  to 
the  incoming  president  and  his  administration. 

New  problems  and  new  ideas  from  a num- 
ber of  sources  are  in  the  making,  and  these  will 
require  the  time  and  attention  of  everyone 
during  the  coming  year. 

Among  the  many  duties  and  opportunities 
that  have  been  mine  as  your  president,  one 
of  the  most  pleasant  has  been  the  privilege  of 
meeting  and  getting  to  know  so  many  more 
of  the  individual  members  of  our  profession 
throughout  the  State. 

I regret  that  because  of  the  simple  inability 
of  being  in  two  places  at  the  same  time,  I 
was  unable  to  accept  some  of  the  invitations 
extended  to  me  by  the  many  medical  and  allied 
groups.  The  strike  of  the  mechanics  at  Mo- 
hawk Aii-lines  did  not  help.  I did,  however, 
make  T.V.  in  this  respect  overseeing  a sub- 
stitute mechanic  repairing  a gasoline  leak  that 
I discovered. 

I have  reported  to  you  earlier  of  the  activities 
during  the  year  of  your  officers,  Council,  and 
committees.  You  have  also  received  the 
final  reports  of  these  committees  and  I shall 
not  refer  further  in  detail  to  their  actions. 

The  chairmen  and  the  members  of  the  many 
committees  have  spent  time  and  considerable 
effort  in  our  behalf  during  the  year.  I,  as 
president,  am  indeed  grateful  to  each  and  every- 
one of  them  for  a job  well  done. 

These  reports  provide  you  with  a great 


amount  of  information  and  with  certain  recom- 
mendations which  you  must  seriously  consider 
during  the  next  four  days — information  and 
recommendations  on  which  you  must  establish 
principles  of  activities  for  the  coming  year. 

I would  like  to  give  particular  credit  at  this 
time  to  Dr.  Bernard  Pisani  and  his  committee 
for  the  excellent  scientific  program  which  they 
have  prepared  for  this  meeting. 

The  scientific  exhibits  and  the  scientific 
motion  pictures  committees,  under  the  chair- 
manship respectively  of  Dr.  Albert  H.  Douglas, 
Dr.  Kenneth  B.  Olson,  Dr.  James  Quinlivan, 
and  Dr.  Lester  Coleman,  are  excellent  “thumb- 
nail sketches”  of  the  high  quality  scientific 
studies  which  are  being  carried  out  in  our  vari- 
ous hospitals  and  medical  schools— a real  digest 
of  scientific  medicine. 

While  you,  as  representative  members  of 
the  House  of  Delegates,  will  be  busy  and  will 
not  have  an  opportunity  to  participate  in  all 
of  these  scientific  sessions,  I sincerely  hope  you 
will  take  advantage  of  every  opportunity  and 
time  available  to  you  to  attend  some  of  these 
sessions. 

I would  be  remiss  as  your  president  if  I did 
not  urge  you  to  visit  the  technical  exhibits. 
Our  colleagues  in  the  paramedical  industries 
bring  to  us  each  year  much  valuable  informa- 
tion which  is  helpful  in  our  daily  practice  and 
yes — helpful  in  providing  this  excellent  over-all 
meeting  for  all  members  of  the  profession. 

Beyond  our  daily  care  of  patients  and  our 
purely  scientific  activities  in  medicine,  we  have, 
this  year,  concerned  ourselves  with  new  eco- 
nomic plans  for  the  providing  of  medical  services 
to  the  citizens  of  our  State — particularly  to 
those  individuals  considered  by  society  to  be 
in  need  of  financial  assistance  for  their  medical 
needs. 

We  as  the  Medical  Society  of  the  State  of 
New  York  have  to  date  directed  our  attention 
primarily  to  the  medical  and  professional 
aspects  of  these  programs  attempting  to  pro- 
vide “one  class  of  medical  service” — that  is, 
high  quality  medical  care — the  very  best 
medical  care  we  know  how  to  provide,  and  the 
elimination  of  what  we  have  come  to  know  as 
“welfare  medicine.” 

This  we  seem  to  have  been  able  to  do  for  the 
most  part  under  Title  18,  the  Medicare  Law. 

There  has  occurred  some  crowding  of  our 
hospitals  and  some  routines  a bit  difficult  to  be- 
come accustomed  to,  but  there  has  been  little 
or  no  interference  with  the  usual  methods  of 
providing  medical  services — every  patient  re- 
ceiving the  same  and  the  best  care  we  are  able 
to  provide. 

The  reasons  for  the  success  of  this  program 
to  date  are,  I am  sure,  many,  but  there  are  two 
principles  which  seem  very  significant  to  me. 
First  is  the  fact  that  the  Department  of  Health, 
Education,  and  Welfare  in  implementing  the 
program  varied  little  from  the  usual  pattern 
of  medical  services  in  this  country  and  has 
followed,  to  a great  extent,  the  experience  of 
medicine  as  provided  to  them  by  the  American 
Medical  Association.  Second,  the  use  of  private 
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fiscal  intermediaries  experienced  in  medical 
insurance  programs  for  the  economic  imple- 
mentation of  this  program. 

These  actions,  in  my  opinion,  have  been 
greatly  responsible  for  the  success  to  date  of 
the  intent  of  this  act  with  reasonable  satis- 
faction to  the  patient,  the  physician,  and  the 
hospital. 

This,  unfortunately,  has  not  been  true  to  date 
in  the  implementing  of  Title  19,  the  Medicaid 
program  in  New  York.  The  basic  philosophy 
of  Title  19,  that  is  medical  assistance  to  the 
medically  needy,  is  a sound  social  principle 
and  one  that  our  profession  has  always  ap- 
proved. 

At  the  special  session  of  the  House  of  Dele- 
gates earlier  this  year,  you  proposed  six  prin- 
ciples which  you  thought  should  be  included 
in  the  implementing  of  this  program — six 
principles  which  you  considered  sound  and 
which  would  implement  this  program  on  the 
same  basis  as  are  other  medical  services  pro- 
vided. Some  of  these  recommendations  have 
been  accepted  and  established  in  part  by  the 
State  administration,  others  not  at  all. 

Now  some  ten  months  later,  we  have  a pro- 
gram for  medical  assistance  operating  only  in 
part,  with  dissatisfaction  being  expressed  by 
patients,  physicians,  and  hospitals. 

I,  as  your  president,  with  other  representa- 
tives of  your  Society  recently  met  with  Governor 
Rockefeller  and  other  representatives  of  the 
administration  to  review  the  implementation 
and  other  facts  pertaining  to  this  program. 
We  once  again  presented  our  views  and  recom- 
mendations emphasizing  the  significance  of 
the  principles  adopted  by  you,  pointing  out 
that,  in  our  opinion,  the  adoption  of  these  in 
toto  would  be  most  helpful  in  bettering  the 
program  and  making  it  more  parallel  with  Title 
18. 

I must  report  to  you  that  while  certain  of  our 
suggestions  with  particular  reference  to  the  use 
of  our  Relative  Value  Scale  for  establishing 
customary  and  prevailing  fees  on  a regional 
basis  may  be  further  considered,  it  is  obvious 
that  as  the  implementation  of  this  program  now 
relates  to  State  laws  and  to  the  authority  of 
State  and  local  departments  of  social  welfare 
the  confusion  which  now  exists  will  continue 
to  a great  extent — in  direct  relation  to  the 
attitude  and  desires  of  the  local  departments  of 
welfare. 

The  Advisory  Committee  to  New  York  State 
Department  of  Health  has  given  you  details 
concerning  their  activities  during  these  months. 
This  committee  as  well  as  your  officers  and 
Council  has  worked  very  closely  with  the  State 
Department  of  Health  and  we  are  very  ap- 
preciative of  the  cooperation  we  have  received 
from  Dr.  Ingraham  and  Dr.  Brightman  and 
other  members  of  the  department.  Unfortu- 
nately, the  many  other  departments  of  State 
government  involved  in  this  program  influence 
greatly  the  final  decisions. 

It,  therefore,  seems  to  me  that  at  the  present 
time  the  individual  physician  must  choose, 
based  on  his  personal  experience,  whether  or 


not  he  wishes  to  participate  in  this  program 
of  medical  assistance. 

Most  of  you,  I am  sure,  know  that  discus- 
sions are  now  being  held  concerning  required 
health  insurance  in  our  State.  While  no 
specific  legislation  has,  as  yet,  been  introduced, 
reference  has  been  made  to  such,  and  it  is 
reasonable  to  anticipate  some  action  in  this 
respect.  You  also  have  before  you  resolution 
67-1,  which  refers  to  this  subject.  Serious 
discussion  and  consideration  will  need  to  be 
given  to  this  resolution  and  to  such  legislation 
if  introduced.  While  we  do  not  have  any 
specific  legislation  as  yet,  I will  be  available 
to  your  reference  committees  and  to  you,  as 
individuals,  to  discuss  this  as  desired. 

In  considering  the  future,  I want  to  again 
mention  the  Commission  on  Standards  of 
Medical  Care.  Last  year,  and  again  in  my 
annual  report,  I referred  to  the  importance, 
in  my  judgment,  of  the  basic  principle  and  the 
responsibility  of  this  commission. 

The  commission  and  its  committees  are  off 
to  a good  start  and  I am  particularly  pleased 
with  their  organization  and  accomplishments 
so  far  this  year.  They  have,  however,  barely 
begun.  I foresee  that  their  activities  in  the 
future  may  well  be  one  of  the  most  important 
functions  of  our  Society.  Nothing  can  im- 
prove our  profession  and  our  Society  more 
than  can  standards  of  high  quality  of  medical 
care.  I sincerely  hope  that  Dr.  Wurzbach 
next  year  will  further  provide  and  expand  the 
activities  of  this  most  important  commission. 

I am  sure  that  other  presidents  of  our  Society 
have  approached  the  completion  of  their  terms 
of  office  with  mixed  emotions — pleased  with  the 
thought  of  devoting  more  time  to  the  care  of 
patients — while  reflecting  on  the  events  of 
the  past  year — concerned  with  the  problems 
of  the  present  to  be  passed  on  to  the  incoming 
president,  but,  most  exciting,  the  opportunity 
of  viewing,  from  the  vantage  point  of  president 
of  the  Medical  Society  of  the  State  of  New 
York,  the  horizons  of  the  future  of  medicine. 

Each  era  in  medical  history  has  had  its  events 
of  excitement — its  optimistic  individuals  with 
enthusiasm  for  the  future.  Most  of  us  re- 
member the  excitement  of  penicillin  and 
streptomycin.  Now  we  look  forward  to  the 
“computer  era  in  medicine”— the  improvement 
in  the  treatment  of  heart  disease — the  cure  of 
cancer — the  transplanting  of  human  organs. 

Yes,  the  changes  in  these  changing  times 
will  be  as  unbelievable  to  us  as  were  x-rays 
in  the  time  of  Roentgen.  We  Americans  have 
always  been  a people  of  progress  in  a land  of 
opportunity. 

The  excitement  of  the  future  of  medicine  is 
saddened  only  by  the  fear  we  may  not  be  a 
part  of  it. 

Respectfully  submitted, 

James  M.  Blake,  M.D.,  President 

Report  of  Reference  Committee  on 
Reports  of  Officers:  The  following  report 

was  presented  by  Raymond  F.  Smith,  M.D., 
chairman. 
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James  M.  Blake,  M.D.,  has  indeed  spent  a 
busy  year  as  president  of  our  Society.  This 
past  year  has  been  one  of  tremendous  socio- 
economic changes  for  medicine.  Dr.  Blake 
has  shown  not  only  a vast  insight  into  these 
changes,  but  a great  capability  of  adjusting 
to  these  changes. 

Dr.  Blake  properly  calls  attention  to  the  fact 
that  the  next  few  years  will  “probably  be  far 
more  significant  than  has  this  year  in  reference 
to  medical  practice.”  The  foundations  he  has 
established  this  year  will  indeed  prove  helpful 
in  the  years  ahead. 

Medicare  and  Medicaid.  This  portion  of 
Dr.  Blake’s  report  has  been  explored  in  depth 
by  the  Reference  Committee  on  Medicare  and 
Medicaid.  However,  several  points  should  be 
made  at  this  time.  Dr.  Blake  pointed  out  that 
legislation  designed  to  implement  Title  19  of 
Public  Law  89-97  had  bipartisan  support  in 
both  the  Senate  and  Assembly  and,  therefore, 
it  had  a perfect  chance  of  being  enacted  into  law. 

The  Medical  Society  of  the  State  of  New 
York  had  little  choice  but  to  approve  the  pro- 
gram in  principle  and  work  on  the  development 
of  the  rules  and  regulations  for  its  implementa- 
tion. 

Dr.  Blake  further  pointed  out  that  “while 
we  could  and  should  act  according  to  our  own 
desires,  as  individuals,  as  the  Medical  Society 
of  the  State  of  New  York  we  should  officially 
direct  our  attention  to  the  medical  and  pro- 
fessional aspects  of  the  program.” 

Advisory  Committee  to  the  Department  of 
Health.  Dr.  Blake  reports  on  progress  made 
in  implementing  the  resolution  pertaining  to 
Title  19  as  was  adopted  at  the  special  meeting 
of  the  House  of  Delegates  on  May  26,  1966. 
It  would  be  repetitious  to  go  into  details,  as  this 
will  also  be  covered  by  the  Reference  Committee 
on  Medicare  and  Medicaid. 

Standards  of  Medical  Care.  This  portion 
of  the  report  will  also  be  studied  in  depth  by 
the  Reference  Committee  on  Standards  of 
Medical  Care.  Dr.  Blake  points  out  that  the 
Council  has  established  a Commission  on 
Standards  of  Medical  Care  and  appointed  Dr. 
Waring  Willis  as  its  chairman.  This  commis- 
sion is  already  working  in  a diligent  manner  to 
carry  out  its  responsibilities. 

Commission  on  Public  Health  and  Education. 
Dr.  Blake  reports  on  the  Society’s  great  loss 
in  the  death  of  Dr.  James  Greenough  and  our 
fortune  in  obtaining  the  services  of  Dr.  Norman 
S.  Moore  as  director  of  the  Division  of  Scien- 
tific Activities. 

House  Constitution  and  Bylaws  Committee. 
Dr.  Blake  recommends  a detailed  study  and 
revision  of  the  entire  Constitution. 

Economics.  Dr.  Blake  reported  on  the 
assets  of  the  Relative  Value  Scale,  but  also  on 
its  deficiencies.  There  is  still  much  more 
work  to  be  done  in  this  direction. 

Nursing.  Dr.  Blake  reports  that  the  Com- 
mittee on  Nursing  is  working  very  hard  to 
solve  this  difficult  problem  of  nursing  shortage. 

Medical  Legislation.  Dr.  Blake  properly 
calls  attention  to  the  importance  of  continued 


activity  and  alertness  on  the  part  of  the  Federal 
Legislation  Committee. 

Public  Relations.  Dr.  Blake  points  out  the 
importance  of  good  public  relations,  but  also 
the  difficulty  in  disseminating  information. 
The  “President’s  Memorandum”  has  been  very 
well  received.  Dr.  Blake  makes  a plea  for 
increased  activity  in  the  field  of  public  relations 
by  county  medical  societies,  hospitals,  and 
other  local  organizations. 

Woman's  Auxiliary.  Dr.  Blake  reports  on 
the  tremendous  help  given  the  Society  by  this 
group  of  “lovely  ladies.”  They  can  be  of 
great  help  in  the  field  of  public  relations. 

In  conclusion.  Dr.  Blake  extends  his  deep 
gratitude  to  the  other  officers,  the  members  of 
the  Society,  and  the  headquarters  staff  who 
helped  to  make  his  year  in  office  such  a successful 
one.  He  gives  particular  thanks  to  Dr.  Henry 
I.  Fineberg. 

Our  president  has  proved  himself  in  every 
way  an  outstanding  administrator,  and  the 
members  of  the  Medical  Society  of  the  State 
of  New  York  are  extremely  grateful.  We 
salute  you,  Dr.  Blake,  on  a job  well  done. 

The  House  adopted,  by  acclamation,  this  report 
of  the  reference  committee. 

Report  of  Reference  Committee  on 
Medicare  and  Medicaid:  The  following  re- 
port was  presented  by  Albert  B.  Accettola, 
M.D.,  chairman. 

The  president’s  Medicare-Medicaid  com- 
ments were  noted. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

President-Elect 

To  the  House  of  Delegates,  Gentlemen: 

Mr.  Speaker,  Mr.  President,  members  of 
the  House  of  Delegates,  and  guests,  I thank 
you  for  the  honor  you  have  bestowed  on  me  as 
president-elect  and  the  privilege  of  presenting 
a statement  of  the  problems  we  will  face  this 
coming  year,  and  their  possible  solutions. 

This  past  year  Dr.  James  M.  Blake  and  the 
year  before  that  Dr.  Waring  Willis  have  given 
of  themselves  physically  and  mentally  and  have 
performed  a great  service  to  the  Society.  I 
hope  that  I will  be  a worthy  successor. 

I come  to  the  presidency  with  no  false  ideas 
that  everything  is  settled.  No  belief  that  all 
the  answers  have  been  given.  No  expectation 
that  the  coming  year  will  be  restful  and  easy. 
I know  it  will  be  a hard-working  year,  not 
alone  for  myself  and  official  family,  but  for 
every  member  of  the  Society.  It  will  be  neces- 
sary for  the  commission  chainnen,  the  com- 
mittee chairmen,  and  members  of  committees 
to  redouble  their  efforts.  It  is  a time  for  imag- 
inative and  constructive  thought. 

We  must  remember  that,  as  a group,  26,000 
is  a small  political  bloc.  It  is  only  by  the  truth 
of  our  statements  and  by  the  honesty  of  our 
efforts  that  we  can  have  an  effect  on  political 
action.  It  is  necessary  for  the  people  of  the 
State  of  New  York  to  believe  that  the  physicians 
of  the  Medical  Society  of  the  State  of  New 
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York  are  first  and  foremost  interested  in  the 
health  and  welfare  of  all  the  people  of  the  State 
of  New  York.  With  this  dedication  we  can 
and  will  benefit  the  people  and  place  the  image 
of  the  doctor  on  top — where  it  belongs. 

I believe  we  should  consider  the  problems 
we  face  and  study  our  approach  to  them. 
Probably  the  greatest  task  we  must  tackle  is 
that  of  making  Medicare  and  Medicaid  work. 
They  are  the  law  of  the  land  and  we  must 
obey  them.  Our  efforts  will  be  to  make  them 
workable,  effect  changes  in  the  law  where 
possible  and  desirable,  work  for  implementing 
legislation  to  clarify  the  law,  and  place  it  on  a 
sound  foundation.  To  do  this  we  will  need 
help  of  legislative  bodies,  and  in  this  action  the 
active  cooperation  of  every  physician  is  needed. 

Medicare  and  Medicaid.  The  Medicare  pro- 
gram has  had  a reasonably  smooth  course  and 
is  apparently  being  accepted  by  the  physicians 
of  the  State. 

The  Medicaid  program  is  a completely 
chaotic,  totally  unacceptable,  and  unworkable 
program.  At  present  the  fee  schedule,  even 
with  the  interim  revisions  that  have  been 
proposed,  is  far  from  satisfactory.  The  pay- 
ment of  fees  is  five  to  ten  months  behind  in 
most  areas  and  the  mechanisms  of  billing  are 
unduly  complex.  On  February  6,  a committee 
consisting  of  Drs.  James  M.  Blake,  George 
Himler,  John  H.  Carter,  Henry  I.  Fineberg, 
and  myself,  met  in  Albany  with  Governor 
Nelson  A.  Rockefeller,  State  Health  Commis- 
sioner Hollis  S.  Ingraham,  State  Attorney- 
General  Louis  Lefkowitz,  and  their  staff 
members  to  discuss  our  problems.  The  State 
Society  legislative  program  has  the  acceptance 
of  the  Governor. 

Discussion  of  the  Medicaid  program  continued 
for  over  an  hour,  and  it  became  evident  that 
Albany  had  no  solution  for  the  chaotic  condi- 
tions. It  was  stated  that  if  a compulsory 
health  insurance  law  could  be  enacted,  it  would 
remove  a great  deal  of  pressure  on  the  Medi- 
caid program.  The  Governor  stated  that  he 
was  ready  to  consider  payment  on  the  basis  of  a 
relative  value  scale  with  regional  differences  in 
the  conversion  factor.  This  is  nothing  concrete 
for  our  membership  to  consider  and  is  strictly 
“in  the  future.”  The  fact  that  the  physicians 
of  this  State  are  dissatisfied  with  this  progress 
is  demonstrated  by  the  results  of  county-by- 
county surveys. 

It  will  be  necessary  for  the  Society  to  con- 
tinue to  exert  as  much  legislative  pressure  as 
possible  to  ameliorate  what  is  now  an  intolerable 
condition. 

Public  and  Professional  Affairs.  The  Com- 
mission on  Public  and  Professional  Affairs, 
consisting  of  the  Committees  on  Federal  Legis- 
lation, State  Legislation,  and  Public  Relations, 
will  be  the  group  to  present  to  us  the  practical 
and  political  implementations  necessary  to  carry 
forward  the  ideas  previously  stated.  The  im- 
mediate legislative  program  has  been  presented 
in  Capitol  News  for  January  9,  1967. 

There  is  one  new  Federal  law — Public  Law 


897-49,  entitled  “Comprehensive  Health 
Planning  and  Public  Health  Services  Amend- 
ments of  1966” — that  must  be  carefully  eval- 
uated. The  Committee  on  Federal  Legislation 
has  recommended  amendments  and  presented 
them  to  the  House  for  its  consideration. 

Not  the  least  important  of  these  committees 
in  the  commission  is  our  Public  Relations  Com- 
mittee, which  provides  to  us  the  publications, 
Capitol  News  and  The  News  of  New  York. 
These  keep  the  entire  membership  informed. 
The  regional  conferences  in  the  different  parts 
of  the  State  under  the  committee  and  district 
branch  sponsorship  have  created  a greater  “grass 
roots”  interest  in  the  Society.  The  committee 
at  its  meeting  on  January  26,  1967,  made 
recommendations  to  the  Council  to  speed  up 
internal  communications  and  allow  more  rapid 
statements  of  policy  to  other  communications 
media. 

I would  be  remiss  if  I did  not  thank  the 
Woman’s  Auxiliary  for  their  untiring  help.  I 
know  that  they  will  be  as  ready  as  their 
husbands  to  aid  in  every  way  possible. 

Medical  Services.  The  Commission  on  Medi- 
cal Services,  consisting  of  the  Committees  on 
Economics,  Industrial  Health,  Medical  Care 
Insurance,  Public  Medical  Care,  and  Work- 
men’s Compensation,  have  uncompleted  studies 
on  Relative  Value  Scale  utilization;  workmen’s 
compensation  arbitration  to  better  the  fine 
record  of  this  past  year.  I refer  you  to  the 
annual  report  for  the  continuing  studies  with 
Blue  Cross.  The  State  Society  is  happy  to 
disseminate  this  information,  but  it  must  be 
remembered  that  the  county  societies  must  do 
their  share  in  this  activity. 

The  Committee  on  Hospital  and  Professional 
Relations  is  transferred  to  the  Commission  on 
Standards  of  Medical  Care  where  it  more 
properly  belongs. 

Public  Health  and  Education.  The  Com- 
mission on  Public  Health  and  Education  will 
continue  the  truly  outstanding  work  of  the  late 
Dr.  James  Greenough  under  the  direction  of 
Dr.  Norman  S.  Moore  and  Dr.  Irving  L. 
Ershler. 

I request  the  House  of  Delegates  to  approve 
the  formation  of  a new  committee  under  the 
Commission  on  Public  Health  and  Education — a 
Committee  on  Medical  Computers.  I believe 
this  to  be  an  area  of  great  future  activity  in 
medicine,  and  the  Medical  Society  of  the  State 
of  New  York  should  lead  in  this  field. 

Other  Committees.  There  are  two  other  com- 
mittees of  prime  importance.  The  Ad  Hoc 
Committee  for  the  Revision  of  the  State  Educa- 
tion Law  has  been  active  for  several  years, 
has  prepared  its  recommendations,  has  pre- 
sented them  at  open  legislative  hearings,  and  is 
now  hopeful  of  their  acceptance  by  the  Legisla- 
ture. It  will  be  of  interest  to  this  House  that 
the  law  division  of  the  State  Education  Depart- 
ment has  rendered  an  opinion:  “That  new 

applicants  for  licensure  in  chiropractic  must 
take  the  same  examination  as  do  the  M.D.’s 
and  D.O.’s  in  the  following  subjects — anatomy, 
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physiology,  biochemistry,  microbiology,  and 
pathology.” 

Second  is  the  Ad  Hoc  Committee  for  Our 
Own  Building.  Last  year  the  House  of  Dele- 
gates authorized  action.  The  committee  has 
received  many  offers  of  property  through  mem- 
bers and  real  estate  dealers.  All  these  offers 
have  been  checked  out  by  “on  the  spot”  in- 
spections. To  date  the  committee  has  not  been 
able  to  pick  a property  that  is  geographically 
and  monetarily  suitable.  This  is  a difficult 
task,  and  the  committee  is  well  aware  that  its 
decision  must  be  correct.  There  cannot  be  an 
incorrect  decision. 

Malpractice  Insurance  and  Defense.  Each 
year  our  Malpractice  Insurance  and  Defense 
Board  has  problems,  and  this  year  is  no  excep- 
tion. An  increase  in  premiums  is  a necessity 
and  will  be  12.5  per  cent.  A new  group  has 
been  formed,  to  be  called  the  Suburban,  con- 
sisting of  Sullivan,  Ulster,  Suffolk,  and  Rock- 
land Counties.  Our  company  feels  that  the 
Malpractice  Insurance  and  Defense  Board  is 
too  lenient  in  its  handling  of  the  insured  mem- 
bers with  bad  loss  findings  and  has  asked  that 
the  company  appoint  a qualified  underwriter 
to  take  over  this  part  of  the  coverage.  The 
number  of  malpractice  claims  has  increased, 
as  have  the  total  cash  judgments.  I strongly 
recommend  that  each  of  you  read  and  study 
the  report  of  Legal  Counsel.  There  is  to  be 
adjudicated  the  coverage  problem  of  the  anes- 
thesiologists left  isolated  by  the  refusal  of  their 
coverage  to  continue  this  type  of  insurance. 

District  Branches.  I am  happy  to  report  a 
greater  activity  of  the  district  branches.  I was 
privileged  to  attend  the  joint  meeting  of  the 
Fifth  and  Sixth  District  Branches  at  Alexandria 
Bay  and  of  the  Seventh  and  Eighth  District 
Branches  in  Bermuda.  Both  of  these  meetings 
were  very  well  attended,  and  the  business 
sessions  showed  a great  interest  in  the  problems 
before  the  State  Society. 

Budget  and  Finance.  This  is  the  lifeline  of 
the  Society.  The  Budget  and  Finance  Com- 
mittee, the  Trustees,  and  the  Council  have 
always  tried  to  keep  the  balance  in  the  black. 
This  was  possible  last  year  because  of  several 
fortuitous  conditions  which  will  not  repeat. 
Let  us  understand  just  the  new  approved 
expenditures: 

Employees  Benefit  Program  $45 , 000 

Salary  increases  40,000 

Cost  of  the  Commission  on 

Standards  of  Medical  Care  ? 

Cost  of  the  Department  of  In- 
formation ? 

Central  filing  system  18,000 

Increased  cost  of  supplies  ? 

Increased  rental 

Probable  legal  action  to  test 
the  corporate  practice  of 
medicine  up  to  50 , 000 

Revision  of  Relative  Value 
Scale — statistical  studies 

needed  ? 


Stenotypist  service  as  part  of  a 
better  Special  Services  De- 
partment (This  precedent 
has  already  been  set  by  a 
large  county  society  and 
this  is  being  done  by  other 
state  societies.)  10,000 

Members  of  the  House  of  Delegates,  the 
Society  must  have  more  money,  and  the  only 
source  is  an  increase  in  the  annual  dues.  I 
believe  that  an  up  to  $25  increase  is  not  too 
much  to  keep  up  the  standards  of  the  Society, 
and  give  the  membership  that  to  which  they 
are  entitled. 

Under  finance  I wish  to  present  the  thought 
that  the  president  and  the  president-elect 
should  not  be  on  a “per  diem”  basis.  They 
should  be  on  a salary.  It  will  not  be  possible, 
in  the  future,  for  a solo  practitioner  or  a mem- 
ber of  a small  group  to  accept  these  offices. 
The  sacrifice  is  too  great.  This  precedent  has 
already  been  set  by  a large  county  society. 
Salary  payment  as  here  suggested  is  being  done 
by  other  state  societies. 

Standards  of  Medical  Care.  I have  left 
consideration  of  the  Commission  on  Standards  of 
Medical  Care  last  in  this  address.  This  com- 
mission is  chaired  by  Dr.  Waring  Willis  and  the 
staff  director  is  Dr.  Samuel  Z.  Freedman. 
There  are  seven  committees,  as  follows:  Med- 
ical Review,  Utilization  and  Review,  Media- 
tion and  Insurance  Claims  Review,  Hospital- 
Based  Physicians,  Hospital  and  Professional 
Relations,  Nursing,  and  Ethics. 

This  commission  was  instituted  by  Dr. 
James  Blake,  and  several  of  the  committees 
are  actually  in  the  process  of  organization. 
The  business  before  this  commission  is  truly 
the  future  of  the  practice  of  medicine  in  New 
York  State,  if  not  in  the  entire  country. 

Medicine  must  present  accurate  thinking  and 
institute  proper  action  now  or  local,  State,  and 
Federal  government  will  take  over  and  com- 
pletely regulate  the  doctor  and  his  practice. 
These  committees  have  a very  great  responsi- 
bility. I hope  that  every  member  of  our 
Society  will  be  ready  and  willing  to  advise, 
cooperate,  and  assist  Dr.  Willis  in  this  monu- 
mental task  he  has  undertaken. 

The  Committee  on  Nursing  has  met  many 
times  with  the  representatives  of  the  nursing 
profession  and  has  found  it  imperative  that  it 
differ  with  then-  recommendations.  We  have 
no  objection  to  the  lifting  of  education  stand- 
ards, but  what  is  needed  now  is  more  nurses  to 
take  care  of  patients.  I ask  each  one  to  help 
the  hospital-based  diploma  schools  in  every 
way  possible. 

Conclusion.  I have  attempted  to  present  to 
you  some  of  the  problems  that  lie  ahead  in  the 
coming  year.  These  are  big  problems,  and 
some  of  the  answers  are  not  readily  evident. 
Your  president,  your  officers,  chairmen,  and 
members  of  commissions  and  committees  will 
do  their  best  to  help  the  people  of  New  York 
State  receive  the  best  medical  care  possible 
from  the  over  26,000  dedicated  physicians  of 
this  State. 
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We  all  have  a great  stake  in  the  future  of 
medicine  and  the  future  of  medical  practice. 
We  can  and  will  advance  but  never  retreat. 
Let  us  all  be  true  to  a great  thought,  presented 
many  years  ago — “Service  is  the  price  we  pay 
for  our  place  on  earth.” 

Respectfully  submitted, 

Frederick  A.  Wurzbach,  Jr.,  M.D- 
President-Elect 

Report  of  Reference  Committee  on 
Reports  of  Officers:  The  following  report 

was  presented  by  Raymond  F.  Smith,  M.D., 
chairman. 

It  is  necessary  for  the  people  of  the  State 
of  New  York  to  believe  that  the  physicians  of 
the  Medical  Society  of  the  State  of  New  York 
are  first  and  foremost  interested  in  the  health 
and  welfare  of  all  the  people  of  the  State  of 
New  York. 

This  principle,  as  expressed  by  Dr.  Wurzbach 
in  his  report  as  president-elect,  should  be  an 
incentive  to  all  members  of  the  Society  to  act 
accordingly  in  an  earnest  effort  to  restore  the 
image  of  the  doctor  of  medicine. 

Dr.  Wurzbach  has  accepted  the  presidency, 
well  knowing  that  a hard  year  for  the  Society  is 
in  the  making,  and  strongly  recommends  that 
all  the  officers  of  the  Society  redouble  their 
efforts  to  make  the  year  an  outstanding  one. 

He  points  out  that  Medicare  and  Medicaid 
are  fraught  with  problems  that  must  be  ironed 
out,  both  for  the  benefit  of  the  patient  and  the 
doctor.  Medicare  is  being  accepted.  Medi- 
caid, he  states,  is  completely  chaotic,  totally 
unacceptable  and  unworkable.  The  Society 
recognizes  the  great  and  untiring  efforts  of  our 
past  officers  to  set  up  a program  acceptable  to 
all  parties  concerned.  These  efforts  must  be 
continued  without  faltering,  until  satisfaction 
is  achieved. 

Our  president-elect  stresses  the  importance 
of  our  public  relations  and  aptly  points  out 
that  every  effort  must  be  made  to  bring  per- 
tinent facts  to  all  members  of  the  Society  in  this 
rapidly  changing  age  of  medical  practice.  To 
do  this  successfully,  more  funds  must  be  avail- 
able and,  hence,  our  dues  should  be  raised. 
He  suggests  the  formation  of  a new  committee 
under  the  Commission  on  Public  Health  and 
Education,  to  be  known  as  the  Committee  on 
Medical  Computers,  which  he  believes  would 
become  active  in  the  future  of  medicine. 

He  cites  that  the  Law  Division  of  the  State 
Education  Department  has  rendered  an  opinion 
“that  new  applicants  for  licensure  in  chiro- 
practic must  take  the  same  examination  as  do 
the  M.D.’s  and  D.O.’s  in  the  following  sub- 
jects— anatomy,  physiology,  biochemistry,  mi- 
crobiology, and  pathology.” 

He  sees  a greater  activity  in  district  branches 
and  of  more  interest  being  taken  in  the  problems 
of  the  Society  as  a whole. 

Under  the  heading  of  Budget  and  Finance, 
the  lifeline  of  our  Society,  he  points  out  essen- 
tial expenditures  that  must  be  made  to  bring 
the  organization  up  to  date  in  using  standard 
methods  in  preparing  for  tomorrow,  and  again 


stressed  the  necessity  of  increased  dues  to 
accomplish  same. 

He  suggests  that  the  president  and  president- 
elect be  paid  on  a salary  basis  rather  than  on  a 
per  diem.  After  hearing  testimony  regarding 
the  legal  implications  involving  such  a proposal, 
your  reference  committee  recommends  that 
this  matter  be  referred  to  the  Council  for 
further  study.  However,  we  do  agree  that, 
in  the  meantime,  the  present  per  diem  should 
be  increased  to  a more  realistic  level,  and  we 
recommend  that  the  Council  take  the  necessary 
action  to  accomplish  this. 

He  gives  considerable  thought,  and  justly 
so,  to  the  Commission  on  Standards  of  Medical 
Care,  instituted  by  James  M.  Blake,  M.D., 
chaired  by  Waring  Willis,  M.D.,  and  directed 
by  Samuel  Z.  Freedman,  M.D.  Under  the 
commission  will  be  seven  committees,  as 
follows:  Medical  Review,  Utilization  and 

Review,  Mediation  and  Insurance  Claims  Re- 
view, Hospital-Based  Physicians,  Hospital  and 
Professional  Relations,  Nursing,  and  Ethics. 
He  states  that  the  business  before  this  com- 
mission is  truly  the  future  of  the  practice  of 
medicine  in  New  York  State,  if  not  in  the 
entire  country. 

His  remarks  regarding  the  nursing  profession 
should  be  noted  by  all  parties  interested  in 
producing  more  nurses,  whose  duty  it  will  be 
to  take  care  of  patients  primarily. 

He  expresses  sincere  thanks  for  the  help 
given  by  the  Woman’s  Auxiliary  and  indicates 
the  need  of  keeping  the  ladies  well  informed  of 
the  happenings  of  the  Society,  in  order  that  they 
may  be  of  even  greater  assistance. 

Dr.  Wurzbach’s  past  dedication  to  the  Society 
is  proof  positive  of  where  his  interest  lies.  It 
behooves  every  officer  and  every  member  of 
this  Society  to  give  him  his  or  her  unstinted 
support  during  the  coming  year — a year  when 
he  must  face  some  trying  problems.  The  ref- 
erence committee  compliments  him  on  his  sin- 
cere desire  to  further  the  interests  of  this 
Society. 

The  House,  after  discussion,  voted  to  adopt 
this  portion  of  the  reference  committee  report. 

Report  of  Reference  Committee  on 
Medicare  and  Medicaid:  The  following  re- 
port was  presented  by  Albert  B.  Accettola, 
M.D.,  chairman. 

The  vigorous  report  of  the  president-elect. 
Dr.  Wurzbach,  concerning  the  deficiencies  of 
the  Medicaid  program  was  reviewed.  We 
heartily  agree  that  the  program  thus  far  has 
been  totally  unworkable.  The  committee 
agrees  that  the  strongest  administrative  and 
legislative  action  must  be  forthcoming. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

Report  of  Reference  Committee  on 
Public  Health  and  Education:  The  follow- 
ing report  was  presented  by  George  M.  Saypol, 
M.D.,  chairman. 

I would  like  to  remind  the  House  again  of 
the  excellent  suggestion  proposed  by  our 
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president-elect.  Dr.  Wurzbach,  that  considera- 
tion be  given  to  a new  committee  to  be  entitled 
the  Medical  Computers  Committee. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

Secretary  (Annual) 

To  the  House  of  Delegates,  Gentlemen: 

Actions  of  the  Secretary  during  the  year 
1966-1967  were  as  follows. 

House  of  Delegates.  Actions  of  the  House 
of  Delegates  at  its  annual  meeting  in  February, 
1966,  were  presented  to  the  Council  with  a 
request  for  instructions  as  to  their  disposition. 
The  disposition  made  by  the  Council  regarding 
each  action  is  reported  in  the  “Resume  of 
Instructions  of  the  1966  House  of  Delegates 
and  Actions  Thereon  by  the  Council,  Board  of 
Trustees,  and  Officers.”  The  resume  also  con- 
tains as  much  information  as  is  available  at  this 
writing  regarding  actions  taken  by  officers  and 
committees  on  the  House  of  Delegates  instruc- 
tions referred  to  them  by  the  Council. 

An  edited  copy  of  the  minutes  of  the  Feb- 
ruary meeting  of  the  House  of  Delegates  was 
transmitted  to  the  Editorial  Department  for 
publication  in  the  New  York  State  Journal 
of  Medicine.  Minutes  of  the  special  session 
in  May  were  also  kept  and  were  transmitted 
to  the  Editorial  Department  for  editing  and 
publication  in  the  Journal. 

Council,  Executive  Committee,  Judicial 
Council,  and  Board  of  Trustees.  Minutes 
of  the  meetings  of  the  Council,  Executive  Com- 
mittee, Judicial  Council,  and  Board  of  Trustees 
have  been  kept,  and  approval  of  the  minutes 
has  been  secured  at  subsequent  meetings  of 
these  bodies.  Actions  taken  by  the  Executive 
Committee  and  by  the  Judicial  Council  have 
been  reported  to  the  Council. 

Membership.  Requests  by  the  county 
medical  societies  for  remission  of  members’ 
dues  have  been  presented  to  the  Council 
and  the  Executive  Committee.  Proposals  for 
changing  our  Bylaws  with  respect  to  member- 
ship and  dues  were  initiated  by  the  Secretary  at 
the  1966  annual  meeting  of  the  House  of  Dele- 
gates. Information  regarding  the  practical 
effect  of  such  proposals  has  been  made  available 
to  the  House  Committee  on  Constitution  and 
Bylaws. 

A supplementary  report  of  the  Secretary  will 
present  complete  membership  figures  for  the 
year  1966,  which,  of  course,  will  not  be  available 
until  the  end  of  the  year. 

Physicians’  Placement  Bureau.  Through- 
out the  year  the  Physicians’  Placement  Bureau 
has  been  busy  with  doctors  seeking  jobs  and 
communities,  and  groups  and  others  seeking 
physicians.  As  is  usual,  the  demand  for  general 
practitioners  far  outweighs  the  supply,  and  this 
becomes  more  apparent  with  each  passing  year. 

There  is  the  usual  constant  flow  of  mail,  in- 


coming and  outgoing,  telephone  calls,  and  per- 
sonal office  calls  at  our  headquarters  in  con- 
nection with  the  work  of  our  Bureau.  When 
receiving  a request  from  a physician  seeking  the 
services  of  another,  a letter  is  dispatched  with 
all  speed  to  the  doctors  who  might  fill  the  need, 
enabling  the  parties  to  get  together.  Whenever 
possible  lists  of  names  and  addresses  of  general 
practitioners  are  sent  to  enquiring  communities, 
and,  of  course,  our  lists  of  opportunities  are 
sent  out  constantly  to  physicians. 

The  American  Medical  Association  is,  as 
ever,  our  greatest  source  of  information,  and 
the  Sears-Roebuck  Foundation  is  as  informative 
and  cooperative  as  usual. 

Following  are  listed  the  physicians  heard 
from  throughout  the  past  year  and  up  until  the 
time  of  writing  this  report: 


Anesthesiology 19 

Dermatology 3 

E.N.T 9 

General  practice 34 

Industrial  medicine 8 

Internal  medicine 84 

Neurology 3 

Neurosurgery 6 

Obstetrics  and  gynecology 44 

Ophthalmology 10 

Orthopedics 15 

Pathology 23 

Pediatrics 19 

Psychiatry 9 

Radiology 11 

Surgery 79 

Urology 22 

Miscellaneous 40 


Total  438 


While  two  localities  were  added  to  our  lists 
of  opportunities  it  should  be  noted  that  no 
inquiry,  either  from  within  the  New  York 
State  area  or  without,  is  ignored  by  the  Place- 
ment Bureau.  There  are  now  58  areas  on  our 
list.  As  far  as  we  can  ascertain,  8 areas  have 
found  physicians. 

Edward  C.  Hughes,  M.D.,  chairman  of  the 
Rural  Medical  Service  Committee,  has  been 
active  during  this  past  year  in  commencing  to 
initiate  the  “Comprehensive  Program  for  Study 
and  Solution  of  Physician  Shortage  in  Rural 
New  York  State.”  Mr.  A.  Geno  Andreatta  is 
acting  as  codirector  in  this  endeavor. 

Meetings.  In  accordance  with  the  re- 
quirements of  the  Bylaws  and  the  instructions 
of  the  House  of  Delegates,  the  Secretary  has 
attended  meetings  of  the  Council,  the  Board  of 
Trustees,  the  Executive  Committee,  the  Judicial 
Council,  the  Malpractice  Insurance  and  De- 
fense Board,  the  Nominating  Committee,  the 
New  York  delegation,  and  the  AMA  House  of 
Delegates.  He  has  also  attended  meetings  of 
the  House  Committee  on  Constitution  and 
Bylaws  as  well  as  a number  of  other  committee 
meetings. 

Routine  Matters.  The  Secretary  has 
signed  and  has  had  the  seal  of  the  Society 
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affixed  to  applications  of  New  York  State 
physicians  for  licensure  in  other  states  or  for 
membership  in  other  state  medical  societies. 
He  has  also  had  the  seal  impressed  on  other 
documents.  He  has  kept  records  other  than 
those  pertaining  to  the  offices  of  the  legal 
counsel  and  of  the  treasurer. 

Acknowledgments.  Your  Secretary  wishes 
to  express  his  gratitude  to  the  officers,  council- 
lors, and  trustees  for  their  help  and  cooperation 
during  the  past  year,  and  also  to  the  chairmen 
of  the  many  committees  whose  meetings  he 
has  attended,  for  their  courtesy  to  an  ex  officio 
member. 

He  is  deeply  appreciative  of  the  untiring 
efforts  of  our  executive  vice-president,  Henry 
I.  Fineberg,  M.D.,  and  the  assistant  executive 
vice-president,  J.  Richard  Burns,  Esq.,  who 
assumed  so  many  of  the  routine  duties  of  the 
secretary. 

Your  Secretary  takes  this  opportunity  to 
thank  the  many  members  of  the  headquarters 
staff  whose  help  and  cooperation  have  con- 
tributed so  much  to  carrying  out  the  duties  of 
the  office,  and  in  conclusion  to  acknowledge  once 
more  his  great  indebtedness  and  that  of  the 
Society  to  Miss  Doris  K.  Dougherty  for  her 
loyalty  and  untiring  efforts  on  our  behalf. 

Respectfully  submitted, 

Walter  T.  Heldmann,  M.D.,  Secretary 

Secretary  (Supplementary) 

To  the  House  of  Delegates,  Gentlemen: 

As  promised  in  his  annual  report,  the  secre- 
tary presents  the  following  comprehensive 
membership  figures  for  the  year  1966. 


1965 

Membership 

25,915 

1966 

New  members 

1,077 

1966 

Reinstated  members 

110 

27,102 

1966 

Deaths 

511 

1966 

Resignations 

328 

839 

26,263 

1966 

Delinquent  members. 

136 

1966 

T otal  membership . . . 

26,127 

Honor 

counties,  those  having  no  1966 

delinquents,  are  Albany,  Allegany,  Broome, 
Cayuga,  Chautauqua,  Chemung,  Chenango, 
Columbia,  Delaware,  Essex,  Franklin,  Genesee, 
Herkimer,  Jefferson,  Lewis,  Livingston,  Madi- 
son, Niagara,  Ontario,  Orleans,  Otsego,  Rock- 
land, Saratoga,  Schenectady,  Schoharie, 
Schuyler,  Seneca,  Steuben,  Sullivan,  Tioga, 
Tompkins,  Warren,  Wayne,  and  Wyoming. 


Comparative  totals  of  membership  since 
1955  follow: 


1955 

23,838 

1961 

25,351 

1956 

24,031 

1962 

25,401 

1957 

24,182 

1963 

25,528 

1958 

24,370 

1964 

25,630 

1959 

24,689 

1965 

25,915 

1960 

25,250 

1966 

26,127 

Remission  of  1966  dues  was  voted  for  248 


members  as  follows: 

Illness 104 

Financial  Hardship 42 

Temporary  Service  in  the  Armed  Forces 
or  United  States  Public  Health 
Service 102 


248 

Respectfully  submitted, 

Walter  T.  Heldmann,  M.D.,  Secretary 

Report  of  Reference  Committee  on  Re- 
ports of  Officers:  The  following  report 

was  presented  by  Raymond  F.  Smith,  M.D., 
chairman. 

This  committee  reviewed  the  report  of  the 
secretary,  Walter  T.  Heldmann,  M.D.,  and 
the  supplementary  report. 

After  reading  these  reports  and  hearing  Dr. 
Heldmann  elucidate  further,  we  were  impressed 
with  the  magnitude  of  his  task,  and  we  feel 
that  the  Society  as  a whole  has  been  well 
served  by  his  dedication  to  duty. 

The  keeping  of  the  minutes  of  the  meetings 
of  the  House  of  Delegates,  Council,  Executive 
Committee,  Judicial  Council,  and  Board  of 
Trustees  is  a time-consuming  job.  In  addition, 
he  has  kept  track  of  our  membership.  It  is 
noted  that  we  have  one  additional  delegate 
to  the  AMA. 

He  has  been  responsible  for  the  Physicians’ 
Placement  Bureau,  which  had  438  queries  from 
physicians  during  the  year,  up  to  the  time  of 
preparing  his  report,  all  of  which  were  answered. 
He  also  attended  meetings  of  the  Malpractice 
Insurance  and  Defense  Board,  the  Nominating 
Committee,  and  the  AMA  House  of  Delegates, 
as  well  as  the  House  Committee  on  Constitution 
and  Bylaws.  In  addition,  he  attended  to  routine 
matters  of  the  secretary.  It  is  noted  that  Dr. 
Heldmann  gives  credit  to  the  other  officers 
of  the  Society  and  to  the  untiring  efforts  and 
loyalty  of  Miss  Doris  K.  Dougherty. 

Y our  reference  committee  wishes  to  commend 
Dr.  Heldmann  for  his  outstanding  performance 
of  his  office. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

Treasurer 

To  the  House  of  Delegates,  Gentlemen: 

This  is  my  first  report  to  you  as  Treasurer, 
having  succeeded  to  this  office  in  November, 
1966,  on  the  resignation  of  Samuel  Z.  Freedman, 
M.D.  I believe  it  only  fitting  that  this  report 
open  with  an  expression  of  my  high  regard  for 
my  long-time  friend  and  associate,  Sam  Freed- 
man. We  have  worked  together  for  over 
thirty  years  on  various  committees  and  activi- 
ties of  the  Medical  Society.  We  have  often 
disagreed,  but  I have  always  known  that  his 
motives  were  honest,  his  questions  aimed  at 
getting  the  facts,  and  his  primary  interest  the 
betterment  of  his  fellow  physicians.  I wish 
him  all  success  and  happiness  in  his  new  en- 
deavor. 
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TABLE  I.  Summary  of  income  and  expenditures  for  the  nine  months  ended  September  30,  1966 


Revised  Estimated 
Budget  as  of 

Received  to 

Income 

September  30,  1966 

September  30,  1966 

Relative  Value  Study 

$ 960 

$ 960 

Dues  income 

1,077,890 

811,640 

Journal  advertising 

250,000 

201,092 

Journal  circulation 

6,000 

3,483 

Journal  reprints 

20,000 

15,877 

What  Goes  On  advertising 

86,400 

64,935 

News  of  New  York  advertising 

40,000 

30,000 

Medical  Directory  advertising 

90 

90 

Medical  Directory  sales 

51,000 

100 

Annual  convention  exhibit  rentals 

58,184 

58,184 

Interest  income 

20,837 

20,837 

Medicare  income 

35,000 

23,755 

Dues  collection  from  AM  A 

11,000 

8,250 

Miscellaneous  income 

806 

806 

Total  Income 

$1,658,167 

$1,240,009 

Revised  Estimated 
Budget  as  of 

Expended  to 

Expenditures 

September  30,  1966 

September  30,  1966 

Admin  istra  tion 

$ 147,972 

$ 86,852 

Business  Division 

360,970 

225,598 

Communications  Division 

190,447 

128,741 

Legal  and  Malpractice  Insurance 

50,000 

37,255 

Industrial  Health  Division 

33,255 

24,755 

Medical  Care  Division 

66,691 

47,593 

Scientific  Activities  Division 

136,887 

83,582 

Scientific  Publications  Division 

320,194 

240,479 

Legislative  Counsel 

15,000 

11,250 

Annual  Convention 

40,614 

40,614 

Officers,  Board,  AMA  Delegation 

62,592 

34,758 

Special  Meeting,  House  of  Delegates 

14,307 

14,307 

Council  committees 

25,138 

11,423 

Nondivisional 

158,825 

113,228 

Total  Expenditures 

$1,622,892 

$1,100,435 

Excess  of  Income  Over  Expenditures 

$ 35,275 

$ 139,574 

As  has  been  the  usual  practice  in  recent  years, 
because  of  the  timing  of  the  annual  convention, 
this  report  will  only  cover  the  financial  opera- 
tions for  the  nine-month  period  ending  Sep- 
tember 30,  1966.  A financial  report  for  opera- 
tions during  the  full  fiscal  year  1966  will  be 
presented  and  distributed  to  you  at  the  annual 
convention. 

The  figures  as  shown  in  Table  I summarize 
the  income  and  expenditures  for  the  nine 
months  ended  September  30,  1966,  and  compare 
the  actual  activities  with  those  projected  in  the 
revised  budget  estimate  for  the  same  period. 

Table  I demonstrates  that  all  areas  contained 
in  the  budget  estimate  operated  within  their 
anticipated  allocations.  The  budget  estimate, 
after  the  close  of  operations  on  September  30, 
1966,  was  revised  to  show  an  anticipated  excess 
of  income  over  expenditures  of  $35,275.  For 
the  same  period,  the  actual  operational  excess 
of  income  over  expenditures  was  $139,574. 

There  are  several  reasons  why  in  fact  we 
did  better  than  was  anticipated.  Among  these 
were  the  inability  to  fill  certain  staff  positions 


because  of  the  unavailability  of  suitably  quali- 
fied personnel  in  the  present  tight  labor  market; 
unanticipated  savings  in  the  newly  established 
Division  of  Standards  of  Medical  Care  which 
was  not  activated  until  late  in  the  year  because 
of  the  detailed  preliminary  planning  necessary 
to  delineate  the  scope  of  its  activities;  savings 
realized  in  the  budget  estimate  of  the  Division 
of  Scientific  Activities  due  to  the  death  of  its 
former  director,  James  Greenough,  M.D.,  in 
the  spring  of  1966  and  the  delay  in  filling 
this  position  until  a suitable  successor  could  be 
found;  certain  large  expenditures  not  made  in 
the  field  of  public  relations  for  reasons  ex- 
plained elsewhere  in  the  annual  reports;  savings 
in  their  budget  estimates  of  many  of  the  Council 
committees,  especially  those  relating  to  public 
health  and  education. 

In  addition,  we  received  an  increase  in  dues 
income  of  approximately  $10,000  more  than 
was  projected  in  our  budget  estimate.  We 
also  obtained  an  unanticipated  increase  in 
interest  income  of  over  $20,000  due  to  the 
vigorous  efforts  of  the  Investment  Committee 
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of  the  Board  of  Trustees  in  following  a sound 
and  prudent  investment  policy.  Further 
economies  were  realized  as  the  result  of  im- 
proved purchasing  technics  and  modified 
office  procedures  under  the  direction  of  the 
executive  vice-president  and  his  associates. 

I feel  it  essential,  however,  to  sound  a word 
of  caution  at  this  juncture  so  that  none  will  be 
misled  by  the  bright  picture  previously  outlined. 
Although  it  is  now  anticipated  that  the  year 
1966  will  find  us  in  the  “black,”  it  is  safe  to  say 
that  had  all  our  projects  and  programs  been 
fully  implemented  and  all  our  divisions  com- 
pletely operative,  it  is  very  probable  that 
operations  for  the  year  1966  would  have  resulted 
in  a deficit. 

The  year  1967  appears  to  be  a critical  year  so 
far  as  the  fiscal  affairs  of  the  Society  are  con- 
cerned (see  report  of  the  Budget  and  Finance 
Committee).  The  House  of  Delegates  must 
continue  to  be  aware  of  and  concerned  with  the 
financial  structure  of  our  organization.  We  all 
agree  that  the  Society  must  rest  on  a sound 
financial  foundation  in  order  to  carry  out  its 
mission  of  service  to  the  medical  profession 
and  to  the  public.  It  must  be  prepared  for 
ever-increasing  responsibilities  not  only  in 
these  days  of  ferment  and  change  from  tradi- 
tional practices  but  in  the  future,  and  it  must 
do  so  on  a sound  financial  base.  To  do  less 
would  be  tantamount  to  abandoning  our 
traditional  leadership  in  the  complex  environ- 
ment of  medicine  and  health. 

Your  Treasurer  would  like  to  extend  his 
sincere  thanks  to  Henry  I.  Fineberg,  M.D., 
executive  vice-president;  J.  Richard  Burns, 
Esq.,  assistant  executive  vice-president,  and 
Eugene  S.  Dombrowski,  comptroller,  for  then- 
diligence  and  continued  cooperation.  Then- 
constant  vigilance  on  financial  matters  has 
been  most  effective  in  serving  the  best  interests 
of  the  Society. 

Respectfully  submitted, 

Thomas  F.  McCarthy,  M.D.,  Treasurer 

Report  of  Reference  Committee  on  Re- 
ports of  Officers:  The  following  report  was 

presented  by  Raymond  F.  Smith,  M.D.,  chair- 
man. 

The  reference  committee  reviewed  the  work 
of  the  treasurer,  Thomas  F.  McCarthy,  M.D., 
who  succeeded  to  the  office  in  November,  1966, 
after  the  resignation  of  Samuel  Z.  Freedman, 
M.D.  Under  his  sound  guidance,  the  Society 
has  continued  to  operate  in  the  “black.” 

Our  accountants,  Patterson  and  Ridgway, 
certify  a net  income  for  the  year  ended  Decem- 
ber 31,  1966,  as  $196,159.87.  For  this,  the 
treasurer,  executive  vice-president,  and  the 
Board  of  Trustees  are  to  be  commended.  We 
also  wish  to  thank  Dr.  Freedman  for  his 
efforts  on  our  behalf  and  we  wish  him  well  in 
his  position  as  director  of  the  Division  of  Stand- 
ards of  Medical  Care. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 


Executive  Vice-President  (Annual) 

To  the  House  of  Delegates,  Gentlemen : 

This  annual  report,  which  covers  the  period 
of  nine  months  since  the  last  February  meet- 
ing of  the  House  of  Delegates,  should  be 
considered  a communication  of  progress.  Most 
of  you  know  that  a supplementary  account  of 
our  activities  will  be  submitted  to  the  House 
when  it  convenes  in  1967. 

The  last  year  has  been  an  extraordinarily 
busy  one.  The  summer  months  were  more 
hectic  than  at  any  other  time  in  our  “medical 
lifetime.” 

As  expected,  a great  deal  of  our  time  was 
devoted  to  discussions  of  the  implementation 
of  Title  18  and  Title  19  in  the  State  of  New  York, 
especially  as  regards  the  latter. 

In  our  opinion,  most  of  the  “struggles”  which 
confronted  your  president  and  your  executive 
vice-president  were  brought  on  by  misappre- 
hensions on  the  part  of  a number  of  our  people 
in  various  parts  of  the  State — mainly  in  the 
“far  west”  and  “extreme  east.” 

However,  we  have  found  that,  in  general,  as 
the  doctors  learn  the  facts,  they  tend  to  become 
more  mellow  and  more  understanding.  We 
make  this  statement  despite  the  fact  that  a 
number  of  “splinter  groups”  have  been  organized 
— which  we  believe  are  totally  unnecessary  and 
of  very  little  value.  There  is  no  reason  why 
our  time-honored  State  Society — alone — through 
the  usual  democratic  procedure  of  the  majority 
“calling  the  tune,”  should  not  represent  the 
true  ideology  and  the  thinking  of  the  medical 
profession  in  our  area.  It  should  be  remem- 
bered that  the  House  of  Delegates  and/or  the 
Council  are  the  policy-making  bodies  of  the 
MSSNY. 

In  the  last  six  months,  the  membership  has 
been  bombarded  with  memoranda  explaining 
the  true  situation  concerning  “Medicaid”  and 
what  our  aims  and  policies  are  and  what  they 
will  be  in  the  future.  These  informative  notes 
have  been  received  most  favorably. 

HEADQUARTERS  ACTIVITIES  (Admin- 
istration, Personnel,  Management,  Staff 
Functions,  and  so  on).  To  some  degree,  the 
staff  has  been  reorganized.  A new  Table  of 
Organization  (T.O.)  is  in  the  process  of  prepara- 
tion and  will  be  submitted  to  the  House  in 
February. 

Budget  and  Finance.  The  financial  situation 
of  the  MSSNY  is  covered  in  the  report  of  the 
Council  Budget  and  Finance  Committee.  How- 
ever, we  would  like  to  make  a few  comments. 

Since  your  executive  vice-president  took 
office  over  five  years  ago,  he  has  been  dedicated 
to  the  principle  that  deficit  budgeting  is  most 
undesirable.  We  have  gone  from  the  “red” 
to  the  “black” — every  effort  has  been  made  to 
maintain  this  situation.  At  the  end  of  1966 
we  will  still  show  a “plus”  figure.  However, 
this  should  not  lull  you  into  a sense  of  false 
security.  If  we  had  been  able  to  fulfill  all  the 
demands  of  the  House  of  Delegates  and  the 
Council,  there  would  have  been  a shortage  of 
about  $14,000,  an  estimate  which  we  projected 
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in  April  of  this  year.  We  will  “come  out  on 
top”  because  certain  needed  positions  could 
not  be  filled  due  to  labor  market  difficulties; 
we  did  not  utilize  the  money  allotted  to  the 
Commission  on  Standards  of  Medical  Care — it 
was  being  organized;  a number  of  necessary 
pubbc  relations  projects  were  not  consummated 
due  to  circumstances  beyond  our  control; 
there  were  economies  in  the  expenses  of  various 
committees,  especially  the  one  concerned  with 
public  health  and  education,  brought  on  by  the 
death  of  its  director.  Also,  there  was  an  un- 
foreseen increase  in  dues  revenue  and  in  interest 
obtained  from  sound  investments. 

However,  much  to  our  distress,  the  estimate 
for  1967  is  not  a rosy  one.  The  savings,  which 
we  have  mentioned  above,  will  not  recur.  We 
will  require  additional  funds  to  set  up  new  de- 
partments visualized  sometime  ago.  Our  em- 
ployes’ benefit  program  will  demand  $45,000 
a year;  salary  increases  will  amount  to  about 
$40,000;  more  money  must  be  appropriated  for 
the  very  important  Commission  on  Standards 
of  Medical  Care;  we  hope  to  establish  a De- 
partment of  Medical  Information,  a new  central 
filing  system,  a larger  and  better  Special  Services 
Department  (in  the  latter  will  be  included  a 
stenotypist  branch).  There  will  be  increases  in 
the  costs  of  printing,  travel,  Medical  Directory 
publication,  the  annual  convention,  regional 
conferences,  legislative  newsletter,  the  Council, 
legal  affairs,  and  others. 

If  we  are  to  maintain  proper  technics,  we 
must  increase  our  income.  We  must  stress  the 
fact  that,  although  we  are  considered  first 
and  foremost  to  be  a voluntary  health  agency, 
we  must  compete  with  organizations  in  the 
field  of  commerce.  Therefore,  a raise  in  dues,  at 
least  for  1968,  is  essential.  The  AMA,  state 
societies  everywhere,  and  our  own  county  med- 
ical societies  have  seen  this  “light”  and  have 
acted  accordingly. 

If  we  expect  to  keep  up  with  the  rapid  pace 
of  modem  living,  if  we  are  to  bring  to  the  fore- 
ground better  communications,  if  we  are  to  work 
towards  a more  wholesome  effect  on  equitable 
legislation,  if  we  are  to  guarantee  to  every  in- 
dividual the  highest  type  of  medical  care  at 
our  command,  if  we  are  to  maintain  our  lofty 
ideas  and  our  high  position  in  the  “scheme  of 
things,”  if  we  are  to  do  the  type  of  “job”  that 
we  can  and  should  do,  we  must  have  the  where- 
withal to  make  these  dreams  come  true. 

Directory.  At  last,  the  1966  Directory  has 
been  mailed  out  to  all  who  are  entitled  to  re- 
ceive it. 

Mr.  Jack  O’Brien,  supervisor  of  the  Directory 
Department,  has  submitted  this  report  to  us: 
“I  thought  you  might  like  to  know  that  your 
efforts  to  reduce  the  volume  of  the  Directory 
— notably  by  the  elimination  of  most  of  the 
strictly  local  societies  and  by  reducing  second 
listings  to  name,  address,  telephone,  and  office 
hours — have  proved  successful.  We  have  276 
more  physicians  listed  in  the  new  Directory 
than  in  the  last.  In  addition,  we  have  inserted 
“Medical  Colleges  in  New  York  State,”  (an 
additional  20  pages),  “Union  Health  Centers 


in  New  York  State,”  (an  additional  4 pages), 
and  “Listings  Received  Too  Late  for  Classifica- 
tion,” (an  additional  13  pages,  1 page  more  than 
last  time),  and  we  have  come  out  with  exactly 
the  same  number  of  pages — 910.” 

Many  of  you  know  that  we  sell  the  Directory 
to  outside  agencies  and  organizations,  and  we 
have  issued  a hard-cover  edition  for  these  cate- 
gories. Thus  far,  the  total  sales  of  this  item 
amount  to  over  $51,000. 

As  we  have  stated  on  many  occasions,  we  are 
not  completely  satisfied  with  the  Directory. 
During  the  coming  year  we  will  attempt  to  con- 
sult the  experts  in  the  field,  so  that  future  “Blue 
Books”  will  be  more  accurate,  more  up-to-date, 
and  can  be  utilized  more  easily.  At  the  present 
time  we  are  already  planning  the  1967-1968 
volume. 

We  should  report  that  it  is  amazing  to  learn 
that,  in  a monumental  task  of  this  type,  the 
percentage  of  errors  reported  to  us  is  very  small. 

Also,  we  must  note  that  the  cost  of  printing 
the  Directory  has  been  increased,  not  only  for 
the  current  issue,  but  for  future  editions. 

Employes'  Benefit  Program.  Our  plans  for 
the  staff  benefits  program  have  been  completed. 
There  have  been  employe  salary  deductions 
since  the  first  of  the  year. 

As  announced  previously,  the  firm  of  Martin 
E.  Segal  has  been  acting  as  a consultant.  It  is 
one  of  the  nation’s  largest  firms  of  consultants 
and  actuaries  to  employe  benefit  plans.  With 
the  help  of  this  organization,  we  have  compiled 
an  information  booklet,  which  will  be  distributed 
to  all  concerned. 

In  our  opinion,  this  is  one  of  the  great  steps  in 
the  right  direction.  No  reputable  firm  today, 
whether  it  be  a voluntary  agency  or  one  of 
private  enterprise,  can  survive  without  fringe 
benefits  for  its  people,  a concept  which  is  preva- 
lent throughout  the  country.  If  we  are  to 
compete  in  the  labor  market,  we  must  protect 
everyone  who  works  for  us.  We  are  sure  that 
this  program  will  meet  with  your  approval. 

Dependents'  Medical  Care  Program.  For 
several  months,  the  chairman  of  our  Committee 
on  Economics  and  the  director  of  our  Division 
of  Medical  Care  Insurance  have  been  meeting 
with  officials  of  the  Office  for  Dependents’ 
Medical  Care. 

Sometime  ago,  the  President  announced  that 
this  would  be  an  expanded  program.  Legisla- 
tion in  Congress  was  introduced  to  include  (a) 
outpatient  care  for  dependents  of  active  service 
members,  ( b ) inpatient  and  outpatient  care  for 
retired  personnel  and  their  dependents,  and 
(c)  care  of  mentally  retarded  and  physically 
handicapped  children  of  active  duty  service 
members.  The  bill  was  passed  and  signed  by 
President  Johnson. 

At  a regularly  scheduled  meeting,  the  Council 
voted  to  approve  our  acting  as  an  intermediary 
in  the  new  setup. 

In  October,  we  received  a communication 
from  Norman  E.  Peatfield,  Brigadier  General 
and  executive  director  of  the  Office  for  Depend- 
ents’ Medical  Care.  Among  other  things,  he 
had  this  to  say: 
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As  was  pointed  out,  it  is  our  wish  to  pay  physicians 
usual,  customary,  and  reasonable  charges  for  services 
provided  military  dependents,  and,  insofar  as  pos- 
sible, to  conform  to  the  local  practice  of  medicine. 
In  this  regard,  and  as  agreed,  we  are  revising  our 
Medicare  Manual  and  Schedule  of  Maximum  Allow- 
ances. The  changes  to  the  Schedule  are  as  stated  in 
Mr.  Farrell’s  minutes  forwarded  for  my  review,  and 
certainly,  the  minutes  cover  the  salient  points  dis- 
cussed. I believe  that  with  the  necessary  controls 
outlined  at  our  meeting,  this  maximum  unpublished 
schedule  should  provide  the  latitude  necessary  to 
allow  the  physicians  in  New  York  to  charge  and  be 
paid  the  usual,  customary,  and  reasonable  fees  for 
services  provided  military  dependents. 

Colonel  Hayes,  my  contracting  officer,  is  forward- 
ing, under  separate  cover,  a modification  to  extend 
the  current  contract  through  31  January  1967. 

It  is  estimated  that  the  work  in  our  office  will 
be  doubled.  The  necessary  changes  for  in- 
creased reimbursement  of  the  extended  program 
will  be  arranged. 

Regional  Conferences.  The  regional  confer- 
ences held  in  various  areas  of  our  State  have 
been  conducted  very  satisfactorily.  Our  staff 
is  cooperating  fully  with  the  chairman  of  the 
Committee  on  Public  Relations.  A more  de- 
tailed account  of  what  has  been  taking  place  is 
included  in  his  report. 

Board  of  Medical  Examiners.  During  the 
past  few  years,  we  have  developed  a very  pleas- 
ant and  wholesome  liaison  with  the  secretary 
of  the  Board  of  Medical  Examiners  of  the  State 
of  New  York. 

Donald  C.  Walker,  M.D.,  always  keeps  us  in- 
formed of  new  developments.  Recently,  we 
received  the  following  letter: 

For  your  information,  I am  confirming  our  tele- 
phone conversation  of  last  Friday,  September  2, 
regarding  items  of  possible  interest  to  the  State 
Medical  Society. 

The  Law  Division  of  this  Department  has  rendered 
an  opinion  that  new  applicants  for  licensure  in  chiro- 
practic must  take  the  same  examinations  as  do  the 
M.D.’s  and  D.O.’s  in  the  following  subjects:  anat- 
omy, physiology,  biochemistry,  microbiology,  and 
pathology.  These  examinations  are  now  entirely 
objective  in  nature  and  consist  of  150  items  in  each 
subject  selected  by  the  Board  of  Medical  Examiners 
from  a pool  supplied  by  the  National  Board  of 
Medical  Examiners.  All  candidates  remain  anony- 
mous, are  seated  together,  and  all  papers  are  machine- 
graded  in  the  same  manner. 

I trust  that  the  medical  profession  will  be  agree- 
able and  accept  this  situation.  It  appears  likely  that 
the  failure  rate  in  the  chiropractors  may  be  quite 
high.  They  will  probably  introduce  legislation  to 
change  the  type  of  examination  in  these  subjects. 

Enclosed  you  will  find  a survey  form  which  the 
Health  Department  has  requested  this  Division  to 
send  out  with  registration  certificates.  The  Health 
Department  plans  to  do  the  statistical  work.  Some 
of  the  results  will  be  of  value  to  the  profession  as  a 
whole  and  to  this  Department.  The  Medical  Board 
has  given  its  approval  to  this  survey. 

The  Medical  Board  plans  to  discuss  on  September 
10  a proposal  to  increase  the  list  of  states  whose  un- 
limited medical  licenses  held  by  D.O.’s  may  be 
endorsed  by  New  York  State.  If  adopted,  this  pro- 
posal would  apply  only  if  the  D.O.’s  take  the  same 
examination  as  the  M.D.’s,  the  examining  board 
concerned  has  all  M.D.’s  or  a majority  of  M.D.’s,  the 


license  issued  is  an  unlimited  one,  the  applicant  is 
eligible  for  admission  to  the  New  York  State  medical 
licensing  examination,  and  he  has  completed  two 
years  of  satisfactory  professional  experience. 

In  an  attempt  at  economy,  it  is  proposed  that  the 
current  form  and  distribution  of  the  Bulletin  of 
Registered  Physicians  be  revised.  It  is  contemplated 
that  a much  cheaper  tabulation  could  be  adopted  and 
then  be  made  available  to  all  interested  recipients 
such  as  hospitals,  institutions,  county  medical  socie- 
ties, etc.  In  actual  practice,  most  inquiries  regard- 
ing registration  take  the  form  of  telephone  calls  to 
this  Department.  By  the  time  a roster  is  printed 
and  distributed,  it  is  already  outdated.  If  you  feel 
that  any  further  action  on  my  part  is  indicated  in 
any  of  these  matters,  please  let  me  know. 

In  September,  the  Council  received  this 
report.  The  survey  form  mentioned  above 
already  has  been  transmitted  to  physicians 
throughout  the  State. 

What  Goes  On.  This  publication  has  proved 
to  be  of  great  value  to  the  physicians  of  New 
York  and  New  Jersey.  The  Lederle  Labora- 
tories has  participated  in  this  venture.  At  the 
request  of  this  firm.  What  Goes  On  will  be 
published  ten  times  during  1967  instead  of  the 
monthly  arrangements  of  previous  years.  The 
same  areas  will  be  covered. 

Employes  Health  Service.  The  Employes 
Health  Service,  under  the  direction  of  Robert 
Katz,  M.D.,  has  continued  its  program  of 
health  education  and  guidance,  and  has  handled 
a considerable  number  of  acute  conditions  to 
permit  the  employe  to  continue  on  the  job  and 
to  consult  his  family  physician  after  working 
hours. 

The  program  of  voluntary  immunization 
against  influenza  was  continued  this  year  and 
expanded  to  include  oral  polio  where  indicated. 
The  program  of  periodic  physical  examination 
and  chest  x-ray  has  been  continued  as  heretofore. 

Appointments  to  the  Staff  of  the  MSSNY.  We 
are  very  happy  to  announce  the  following  ap- 
pointments to  the  staff: 

1.  Norman  S.  Moore,  M.D.,  to  the  director- 
ship of  the  Division  of  Scientific  Activities, 
effective  October  1,  1966,  on  a half-time  basis. 
Dr.  Moore’s  record  in  the  field  of  public  health 
and  medical  education  and  his  superior  qualifi- 
cations are  well  known  to  all  of  us  and  require 
no  additional  comment. 

2.  Samuel  Z.  Freedman,  M.D.,  to  the  direc- 
torship of  the  Division  of  Standards  of  Medical 
Care,  effective  November  16.  Dr.  Freedman 
has  been  a member  of  our  House  of  Delegates 
and  a State  Society  officer  for  many  years  and 
has  added  much  of  great  value  to  our  delibera- 
tions. He  is  qualified  eminently  for  the  position 
which  he  now  holds. 

3.  Mr.  John  O’Brien  is  the  new  supervisor 
of  the  Directory  Department.  He  replaces 
Miss  Janet  Loy,  who  was  with  the  Medical 
Society  approximately  thirty-five  years.  We 
look  forward  to  bigger  and  better  days  for  the 
“Blue  Book.” 

4.  Effective  May  16,  Mr.  Walter  Zackrison 
resigned  his  position  as  regional  representative  in 
the  Third,  Fourth,  and  Fifth  District  Branches. 
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Mr.  Gerald  E.  Sullivan  of  Loudonville  assumed 
the  responsibilities  of  this  position  on  June  1. 
He  has  been  trained  in  the  field  of  media  of 
communications — newspapers,  and  so  on. 

Other  Appointments.  Your  executive  vice- 
president  and  your  assistant  executive  vice- 
president  have  been  appointed  to  the  voluntary 
advisory  staff  of  the  Senate  and  Assembly 
Committees  on  Health  and  Mental  Hygiene. 

In  a letter,  Robert  M.  Carr,  staff  director, 
had  this  to  say: 

In  this  capacity,  you  will  be  asked  from  time  to 
time  to  review  proposed  legislation  related  to  health, 
mental  health,  and  retardation  within  your  area  of 
expertise;  and,  at  any  time,  you  may  submit  your 
own  proposals  for  consideration  by  the  appropriate 
legislative  committee. 

We  look  forward  to  working  with  you  and  value 
your  assistance  in  our  effort  to  provide  the  citizens  of 
New  York  State  the  highest  quality  of  health  care 
available. 

Also,  Hollis  S.  Ingraham,  M.D.,  has  appointed 
your  executive  vice-president  to  the  State 
Advisory  Committee  on  Medical  Care. 

ANNUAL  CONVENTION.  In  accordance 
with  the  custom  established  sometime  ago,  on 
March  2 a “postmortem”  meeting  of  the  staff 
assigned  to  the  annual  convention  was  held  at 
our  headquarters.  We  reviewed  the  convention 
held  at  the  Americana  and  devoted  much  time 
to  a discussion  of  inadequacies  and  shortcomings. 
The  deliberations  of  this  conference  included 
these  valuable  comments  and  suggestions: 

General  Registration.  Possible  reasons  for 
the  decline  in  registration  of  physicians  (down 
235  from  1965)  and  in  total  registration  (down 
983)  will  be  studied. 

Scientific  Activities.  Steps  will  be  taken  to 
prevent  last-minute  changes  by  the  hotel  in 
rooms  assigned  for  meetings,  luncheons,  and 
so  forth.  The  rooms  in  Albert  Hall  should 
be  set  up  so  that  disturbances  and  noise  are 
kept  to  a minimum. 

The  quality  of  the  exhibits  was  excellent. 
The  daily  attendance  was  high:  Monday,  803; 
Tuesday,  950;  Wednesday,  800;  Thursday,  836. 
Interest  and  attendance  at  section  meetings 
were  also  good. 

Technical  Exhibits.  The  Americana  is  to  be 
complimented  on  the  excellent  cooperation  of 
its  staff.  The  housemen,  ushers,  electricians 
were  most  attentive  to  our  many  requests. 
The  only  problem  that  existed  in  Albert  Hall 
was  the  room  temperature — it  was  either  too 
hot  or  too  cold. 

We  used  the  service  of  a new  security  firm 
this  year,  Pen  Protective  Service.  The  guards 
were  efficient  and  courteous,  and  our  exhibitors 
had  no  problem  with  loss  of  merchandise. 
We  would  not  hesitate  to  use  this  firm  again. 
No  thefts  in  either  Albert  Hall  or  the  Royal 
Ballroom  were  reported. 

Invitations  to  the  annual  meeting  and  copies 
of  the  program  issue  of  What  Goes  On  should  be 
sent  to  medical  school  deans  and  hospitals  in 


the  metropolitan  area,  for  posting  on  bulletin 
boards. 

The  success  of  the  University  of  Virginia 
Alumni  cocktail  party  was  discussed,  and  it  was 
agreed  that  such  alumni  meetings  should  be 
encouraged. 

Press  Room.  All  plans  for  the  convention 
should  be  completed  by  October  1.  This 
would  facilitate  the  work  of  the  Communica- 
tions Department  as  well  as  that  of  the  Journal 
in  printing  the  program. 

In  the  future,  the  Division  of  Communications 
should  be  included  in  all  planning  meetings  con- 
cerning scientific  programs,  so  that  it  may  be 
aware  of  developments  and  can  offer  suggestions 
for  the  timing  of  the  most  newsworthy  papers 
and  sessions. 

A centralized  MSSNY  “lost  and  found  de- 
partment” should  be  established. 

House  of  Delegates.  Registration  progressed 
efficiently  and  smoothly  this  year  except  for 
problems  beyond  our  control — such  as  seating 
delegates  by  assembly  districts,  delegates  with- 
out credentials,  and  alternate  delegates,  who 
were  not  on  our  lists,  appearing  to  serve  for 
regular  delegates. 

The  Credentials  Committee  has  suggested 
that  credentials  be  completed  by  the  county 
medical  society  in  duplicate — a copy  for  the 
delegate  and  a copy  for  the  registration  desk  for 
verification. 

All  reference  committee  reports  were  checked 
by  Mr.  Donald  Fager,  legal  counsel. 

The  reorganization  of  the  reference  com- 
mittees, to  make  a more  even  assignment  of 
subjects,  seemed  to  work  without  any  problems. 

This  year  one  reference  committee  met  on 
Sunday  afternoon  to  preview  material  presented 
to  it  and  reported  that  this  “advance  meeting” 
was  very  helpful.  Perhaps  the  speaker  and 
vice-speaker  could  consider  the  advisability  of 
suggesting  that  all  reference  committees  hold 
these  meetings. 

You  will  remember  that,  on  March  23,  we 
mailed  the  usual  Convention  questionnaire  to 
about  380  participants  at  the  convention.  We 
changed  the  format  slightly  to  conform  to  cur- 
rent conditions;  and  added  two  questions: 

Opening  of  House  of  Delegates — For  sometime,  we 
have  considered  the  idea  of  convening  the  House  of 
Delegates  on  Sunday  afternoon  at  about  2 p.m. 

At  this  session,  the  usual  routine  business  could  be 
conducted,  including  the  remarks  of  the  speaker,  the 
supplementary  report  of  the  president,  the  address  of 
the  president-elect,  and  presentation  of  resolutions. 
If  this  were  done,  the  reference  committees  could 
begin  their  meetings  early  Monday  morning — and 
thereby  devote  more  time  to  the  solution  of  the  many 
important  problems  which  confront  us.  (We  have 
had  a considerable  number  of  complaints  that,  too 
often,  deliberations  are  curtailed  because  of  the  fear 
that  we  will  not  complete  our  business  according  to 
schedule.) 

The  AMA  has  adopted  this  procedure — with  con- 
siderable success. 

Do  you  favor  this  change? 

Counting  of  Ballots.  Members  of  the  House  of 
Delegates  have  expressed  concern  about  the  delays 
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occasioned  during  the  final  session  of  the  House  of 
Delegates,  because  of  the  suspension  of  the  business 
of  the  House  while  the  tellers  are  counting  the  ballots, 
in  connection  with  the  House  of  Delegates’  elections. 

It  has  been  suggested  that  the  business  of  the 
House  be  carried  on  during  this  period;  i.e.,  reference 
committee  chairmen  continue  to  present  their  re- 
ports. Of  course,  if  this  is  done,  it  will  mean  that 
approximately  30  members  of  the  House,  who  are 
tellers,  will  be  absent. 

We  would  appreciate  an  expression  of  opinion  on 
your  part  of  the  adoption  of  a policy  providing  for 
continuation  of  the  business  of  the  House  while  the 
ballots  are  being  counted.  Please  check  the  appro- 
priate box  indicating  your  feelings  on  this  matter. 

Two  hundred  and  sixteen  questionnaires  were 
returned — approximately  55  per  cent.  Al- 
though in  comparison  with  the  experience  of 
other  organizations  this  figure  is  a fairly  good 
one,  it  falls  below  the  standard  of  previous 
years. 

We  tried  to  streamline  the  questionnaire  to 
facilitate  its  completion  and  mailing.  Probably, 
we  have  reached  the  stage  where  our  people 
are  not  so  enthusiastic  about  this  undertaking 
as  they  used  to  be. 

In  general,  we  can  say  that  a great  majority 
of  those  contacted  were  satisfied  with  the  Amer- 
icana and  the  procedures  which  have  been 
instituted. 

Most  of  our  people  felt  that  the  registration 
was  handled  properly  and  promptly,  that  the 
rooms  were  satisfactory,  that  the  food  was  good, 
that  the  room  service  was  in  order,  and  that 
the  telephone  service  was  up  to  standard. 

As  we  expected,  there  were  a number  of  com- 
plaints about  the  microphones  in  the  House 
of  Delegates.  This  is  a shortcoming  which  we 
will  try  again  to  remedy. 

There  was  discontent  with  the  reference  com- 
mittee rooms,  especially  in  the  “areas”  of 
temperature  and  noise.  These  will  be  subjects 
for  negotiations  with  the  hotel  management. 

The  technical  exhibits  were  well  received,  and 
the  scientific  activities  ran  along  rather 
smoothly. 

As  regards  a change  in  the  opening  of  the 
House  of  Delegates  to  Sunday  afternoon,  148 
voted  in  favor  of  this  innovation,  35  voted  no, 
and  32  persons  had  no  comment  to  make.  This 
result  was  transmitted  to  the  speaker  and  vice- 
speaker of  our  House  of  Delegates. 

The  other  question — whether  or  not  the 
business  of  the  House  should  be  continued  while 
the  ballots  are  being  counted  (as  stated  before, 
this  would  mean  that  approximately  30  mem- 
bers of  the  House  who  are  tellers  would  be 
absent  during  this  period)  brought  forth  this 
response;  127  voted  in  favor  of  this  new  routine, 
46  voted  against,  and  41  expressed  no  opinion. 
A suggestion  was  presented  that  there  be  fewer 
tellers.  Again  this  matter  was  presented  to  the 
speakers  of  the  House. 

The  speaker  has  approved  the  opening  of  the 
House  of  Delegates  on  Sunday  afternoon.  We 
have  suggested  that  the  House  convene  at  about 
2:00  or  2:30  p.m.,  and  that  the  agenda  include 
the  invocation,  the  president’s  address,  re- 
marks by  the  president  of  the  Woman’s  Auxil- 


iary, the  report  of  the  president  of  Physicians’ 
Home,  a short  talk  by  the  president  of  the  Med- 
ical Assistants  Association,  the  president-elect’s 
address,  and  the  report  of  the  House  Committee 
on  Constitution  and  Bylaws. 

We  have  been  informed  that  Charles  L. 
Hudson,  M.D.,  president  of  the  American  Med- 
ical Association,  will  speak  to  the  House  of 
Delegates  on  Wednesday,  February  15,  and 
also  he  will  extend  greetings  at  our  annual 
dinner  dance  later  that  evening. 

We  have  been  meeting  with  the  officials  of 
the  Americana.  We  have  aired  our  grievances, 
and  we  have  demanded  that  necessary  changes 
be  effected  in  order  to  satisfy  our  needs. 

We  can  report  that  we  have  had  the  complete 
cooperation  of  the  gentlemen  at  the  hotel. 

INTERNAL  REVENUE  SERVICE  (IRS). 

The  problem  of  taxation  of  “unrelated  business” 
is  still  with  us — as  it  is  elsewhere.  We  feel  that 
you  will  be  interested  in  the  following  reports. 

1.  From  the  February,  1966  Association 
Letter  (Chamber  of  Commerce  of  the  United 
States) : 

ASSOCIATIONS  AND  THE  LAW 
by  George  D.  Webster 

Since  about  1958,  the  Internal  Revenue  Service 
has  been  making  a concerted  effort  to  tax  the  trade 
shows  and  exhibits  sponsored  by  trade  and  profes- 
sional associations. 

The  effort  of  the  IRS  has  been  directed  to  revoking 
the  exempt  status  of  the  association  in  some  instances 
and  taxing  the  exhibit  income  as  unrelated  in  other 
cases. 

So  far,  the  IRS  has  generally  been  unsuccessful  in 
the  decided  cases  which  they  have  initiated.  For 
instance,  in  1963,  a Federal  appellate  court  granted 
exemption  to  an  association  where  approximately  75 
per  cent  of  the  gross  receipts  of  the  association  came 
from  exhibit  income.  In  1965,  a California  Federal 
district  court  concluded  that  a trade  show  was  re- 
lated to  the  exempt  functions  of  an  association.  On 
January  20,  1965,  a North  Carolina  Federal  district 
court  concluded  that  an  organization  which  did  noth- 
ing but  operate  a trade  show  was  exempt  as  an 
association. 

But  how  long  can  the  IRS  continue  to  ignore  these 
Federal  court  decisions?  Moreover,  this  last  case  in 
North  Carolina  involves  what  some  associations  have 
done — place  their  show  in  a wholly-owned  subsidiary 
or  wholly-controlled  subsidiary — and  paid  tax.  This 
case  says  that  no  tax  is  due  but  that  the  subsidiary 
itself  is  exempt  as  an  organization  under  Section 
501(c)(6). 

Pending  trade  show  cases  which  should  be  watcned 
by  associations  are: 

1.  Indiana  Retail  Hardware  Association,  Inc.  v. 
US.  No.  91-60,  US.  Court  of  Claims. 

2.  Association  of  Western  Hospitals  v.  U.S.,  No. 
96-65,  U.S.  Court  of  Claims. 

A typical  ruling  issued  to  an  association  when  its 
trade  show  or  exhibit  is  questioned  by  IRS  is  as  fol- 
lows: 

"On  the  basis  of  the  information  submitted  in  your 
brief,  which  was  filed  in  protest  to  our  ruling  of . . . 
we  have  concluded  that  the  conduct  of  your  annual 
trade  show  which  is  financed  by  your  members  who  are 
the  only  exhibitors  of  products  and  supplies  relating  to 
the  industry  is  not  unrelated  to  the  exercise  or  per- 
formance by  you  or  your  function  constituting  the 
basis  for  your  exemption  under  Section  501(c)(6)  of 
the  Code.  Therefore,  you  meet  the  requirements  for 
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continued  exemption  from  Federal  income  tax  as  an 
organization  described  in  Section  501(c)(6)  of  the 
Code.  The  ruling  of  May  23,  1963,  holding  your 
trade  exhibition  an  unrelated  trade  or  business  within 
the  meaning  of  Section  513  of  the  Code  is  hereby 
revoked.” 

Some  basic  association  considerations  for  conduct- 
ing a so-called  “clean”  show  are: 

Selling — One  of  the  factors  that  is  ordinarily  fol- 
lowed by  the  IRS  when  an  exemption  is  to  be  re- 
voked, or  when  the  unrelated  business  tax  is  to  be 
asserted,  is  that  the  show  is  operated  primarily  for 
the  purpose  of  permitting  vendors  to  sell  their  wares. 
This  is  a difficult  point  to  meet  but  in  many  situa- 
tions the  IRS  has  acquiesced  in  the  association’s  posi- 
tion even  though  there  has  been  some  selling. 

Nonmembers — The  most  consistent  ruling  by  the 
IRS  has  been  that  a show  will  be  considered  related 
as  long  as  the  exhibitors  are  at  least  associate  mem- 
bers of  the  association.  However,  the  IRS  has  not 
always  been  consistent  in  this  regard.  There  also  is 
the  question  as  to  whether  or  not  members  are  bona 
fide  members. 

Competition — It  would  not  seem  to  make  any  dif- 
ference that  the  particular  exhibit  is  in  competition 
with  another  exhibit  in  the  same  industry,  the  other 
exhibit  being  controlled  by  an  organization  for  profit. 

General  public — One  of  the  points  made  by  the  IRS 
in  some  cases  is  that  the  admission  of  the  general 
public  works  against  the  association.  Yet,  in  some 
of  these  instances  where  the  general  public  is  admit- 
ted, the  income  has  still  been  held  by  the  IRS  to  be 
related  to  the  exempt  functions  of  the  organization. 

IMPORTANCE  OF  WHAT  ASSOCIATIONS  ARE  ALL  ABOUT 

In  all  of  the  discussions  involving  associations  and 
exhibits,  the  general  purposes  of  associations  should 
always  be  emphasized.  Exhibits  in  many  instances 
serve  a basic  purpose  of  the  association,  i.e.,  to  bring 
the  industry  together  and  keep  the  members  of  the 
industry  informed  as  to  the  most  recent  develop- 
ments in  that  industry.  Since  this  is  so,  it  becomes 
apparent  that  the  exhibits  are  generally  related  to 
the  exempt  functions  of  the  organization. 

One  association  has  in  its  charter  that  one  of  its 
purposes  is  to  sponsor  a trade  exhibit.  The  Ameri- 
can Woodworking  Machinery  and  Equipment  show 
has  the  operation  of  the  show  as  its  sole  function. 
Another  factor  to  be  considered  is  that  trade  shows 
have  been  sponsored  by  associations  for  a number  of 
years,  in  some  instances  the  shows  having  been 
originated  prior  to  the  I beginning  of  the  Federal  in- 
come tax.  It  is  apparent  that  the  only  real  question 
in  this  area  is  how  many  more  decisions  the  IRS  has 
to  lose  before  it  gives  up,  or  at  least  issues  some 
guidelines  somewhat  connected  with  the  decided 
cases. 

FUTURE  STATUS 

It  seems  clear  that  this  entire  area  of  trade  shows 
and  the  application  of  the  unrelated  business  tax  or 
loss  of  exemption  is  unsettled.  Apparently  the  IRS 
has  some  intramural  divergence  of  opinion  in  this 
area  also.  In  any  event,  it  seems  apparent  that  to 
the  extent  possible,  associations  experiencing  this 
problem  should  keep  the  situation  “alive”  until  the 
ultimate  disposition  of  the  area  is  determined  by  IRS, 
presumably  after  some  additional  decisions. 

2.  From  the  Non-Profit  Organization  Tax 
Lettei — April  22,  1966: 

Taxation  of  Advertising  Income  of  Non-Profit 
Organizations  Publications 

Since  November,  1963,  tax  exempt  organizations 
have  been  told  through  the  medium  of  public  speeches 


by  IRS  officials  and  newspaper  articles  that  the 
Treasury  is  considering  issuing  regulations  taxing  the 
advertising  income  received  by  exempt  organizations. 
The  most  recent  “news”  story  appeared  in  the 
Washington  Post  on  April  12,  1966.  According  to 
various  reports,  the  publications  number  about  700 
and  gross  an  estimated  $100  million  a year.  The 
usual  whipping  boys  are  the  National  Geographic, 
Nation's  Business,  and  JAMA  (Journal  of  the 
American  Medical  Association).  The  proposal  as 
understood  would  be  to  amend  the  regulations  under 
sections  511-515  so  as  to  provide  that  the  sale  and 
publication  of  commercial  advertising  is  not  an 
activity  “substantially  related”  to  an  exempt  or- 
ganization’s function  and  that  the  income  therefrom 
attributable  to  such  sales  is  unrelated. 

The  following  comments  are  designed  to  sum- 
marize the  scope  of  the  problem  faced  by  the  Treasury 
if  it  issues  such  regulations. 

1.  A major  question  arises  as  to  whether  the 
character  of  the  income  from  such  advertising  must 
be  determined  by  reference  to  the  principal  purpose 
of  the  publishing  function  as  a whole.  If  so,  the  IRS 
would  lose  most  cases. 

2.  The  main  thrust  of  any  regulations  to  be 
issued  would  have  to  be  that  the  term  trade  or 
business  may  be  construed  as  having  reference  to  a 
minimum  aggregate  of  income-producing  activities 
which  form  a part  of  the  larger  commercial  enter- 
prise. Various  income-producing  activities  would 
have  to  be  classified  for  purposes  of  determining  the 
unrelated  business  tax.  In  other  words,  the  advertis- 
ing would  be  segregated  from  the  editorial  function. 

3.  To  accomplish  any  such  result,  the  regulations 
under  section  346,  355,  and  probably  even  under  sec- 
tions 511-515  would  have  to  be  changed.  Thus, 
Section  1.355-l(c)  of  the  regulations  states,  in  part, 
that  “a  trade  or  business  consists  of  a specific  existing 
group  of  activities  being  carried  on  for  the  purpose  of 
earning  income  or  profit  from  only  such  group  of 
activities,  and  the  activities  included  in  such  group 
must  include  every  operation  which  forms  a part  of, 
or  a step  in,  the  process  of  earning  income  or  profit 
from  such  group.” 

Since  the  IRS  has  prescribed  (for  purposes  of  cor- 
porate distribution)  these  guides  for  determining 
whether  certain  activities  constitute  a single  business, 
or  more  than  one  business  enterprise,  these  guides 
may  be  used  in  determining  whether  the  advertising 
in  a trade  or  professional  journal  constitutes  a 
separate  business  from  the  journal  itself. 

According  to  the  regulations,  an  activity  which 
does  not  independently  produce  income  cannot  be 
constituted  as  a separate  business.  The  sale  of 
advertising  in  a professional  or  trade  journal  cannot 
stand  by  itself  as  a separate  business,  but  necessarily 
depends  upon  the  existence  of  the  journal. 

4.  Any  such  proposal  would  constitute  a major 
shift  in  IRS  policy.  This  is  the  reason  recent  cases 
involving  this  issue  have  been  closed  without  the 
assertion  of  tax  on  the  advertising.  This  in  turn 
raises  the  question  raised  by  the  Hon.  Thomas  Curtis 
(member,  Committee  on  Ways  and  Means)  in  a 
speech  in  November  as  follows: 

“Fifteen  years  have  elapsed  since  Congress  passed 
the  law  taxing  unrelated  business,  and  in  this  context 
the  proposed  IRS  regulation  is  indeed  an  interesting 
development.  Is  it  conceivable  that  for  fifteen  years 
Congress  did  not  notice  that  the  Treasury  Depart- 
ment was  not  collecting  tax  that  had  been  intended 
by  legislative  enactment?  Has  the  Treasury  Depart- 
ment cringed  in  uncertainty  for  fifteen  years  about 
whether  Congress  might  have  meant  to  impose  this 
tax  and  now  takes  the  regulation  route  to  find  out? 
If  the  Revenue  Act  of  1950  was  intended  to  tax  the 
advertising  income  of  trade,  professional  and  scientific 
organizations,  is  it  possible  that  this  legislation 
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would  have  been  enacted  without  the  energetic  op- 
position of  such  organizations?” 

3.  From  the  August  29  issue  of  the  AMA 
News: 

IRS  PLANS  TAX  REFUND  TO  STATE  MEDI- 
CAL SOCIETY 

The  Internal  Revenue  Service  has  advised  the 
congressional  joint  committee  on  internal  revenue 
taxation  that  it  intends  to  refund  to  the  Massachusetts 
Medical  Society  $449,056  in  taxes  paid  under  protest 
on  earnings  of  the  New  England  Journal  of  Medicine. 

The  committee  reviews  all  IRS  refunds  in  excess  of 
$100,000  and  the  refund  must  be  held  up  for  30  days 
for  the  committee  study. 

No  Explanation:  The  IRS  reasons  for  dropping 
the  tax  case  and  making  the  refund  were  not  dis- 
closed. The  IRS  never  filed  with  the  tax  court  in 
Washington,  D.C.  an  answer  to  the  medical  society’s 
petition  in  the  spring  of  1965  against  the  tax.  When 
it  took  the  case  to  the  tax  court,  the  medical  society 
paid  the  tax,  covering  six  years  1958-1963,  to  avoid 
any  penalties  and  interest. 

The  IRS  regional  office  in  Boston  levied  the  tax  on 
the  ground  that  the  journal’s  earnings  from  the  sale 
of  advertising  and  subscriptions  were  not  related  to 
the  society’s  basic  function  as  a nonprofit  medical 
organization. 

The  medical  society  argued  that  journal  revenues, 
instead  of  constituting  an  “unrelated  business  ac- 
tivity,” were  necessary  to  finance  the  publication’s 
basic  function  of  the  dissemination  of  knowledge 
about  medicine. 

Advancement  of  Knowledge:  In  its  petition  filed 

with  the  tax  court,  the  medical  society  reported  the 
journal  has  always  been  used  “to  advance  and  dis- 
seminate medical  knowledge”  and  “has  never  been 
published  for  the  purpose  of  raising  revenue.” 

“The  advertisements  serve  an  important  educa- 
tional function  by  bringing  new  products  to  the 
attention  of  physicians  in  a publication  in  which 
they  can  properly  repose  confidence,”  the  petition 
said. 

The  firm  of  Wilkie  Farr  Gallagher  Walton 
& FitzGibbon  has  continued  to  confer  with  the 
Internal  Revenue  Department  regarding  the 
taxation  of  our  income  from  technical  exhibits 
at  the  convention. 

We  are  in  receipt  of  the  following  communica- 
tion from  Mr.  Robert  B.  Hodes,  of  the  above 
firm,  which  reads  as  follows: 

As  you  know,  we  met  with  a Technical  Conferee  in 
Washington  yesterday  in  connection  with  your  tax 
matter.  The  Technical  Conferee  indicated  that  the 
basis  for  proposed  adverse  treatment  is  that  the 
amounts  realized  from  the  leasing  of  booth  spaces  at 
your  convention  consistently  show  a profit  and  that 
such  leasing  activities  must  be  separated  from  the 
activities  and  expenses  of  the  convention  as  a whole. 
We  disagreed,  and  indicated  that  the  activities,  re- 
ceipts, and  expenses  of  the  convention,  viewed  as 
one  event,  should  be  the  determining  factor.  It  is 
the  responsibility  of  the  Technical  Conferee  to  make 
an  independent  judgment.  We  found  that  he  was 
a rather  reasonable  person  who  seemed  to  be  sympa- 
thetic with  our  case.  He  has  the  power  to  overturn 
the  opinion  of  the  New  York  District  Director  and 
the  tax  law  specialist  in  Washington.  He  did  not 
indicate  to  us  whether  he  would  so  reverse  although 
it  was  our  impression  that  he  seemed  rather  im- 
pressed by  the  merits  of  our  case. 

After  he  makes  his  decision,  the  Washington  office 
will  write  a technical  advice  memorandum  to  the 


New  York  District  Director,  who  will,  in  turn,  in- 
form us  as  to  the  status  of  the  matter.  We  might  not 
hear  from  the  New  York  District  Director  for  three 
or  four  months.  If  the  decision  is  still  adverse,  we 
still  have  further  administrative  remedies.  I will,  of 
course,  keep  you  informed  of  any  further  develop- 
ments. 

MISCELLANEOUS. 

Changes  in  the  Constitution  and  Bylaws.  The 
chairman  of  the  House  Committee  on  Constitu- 
tion and  Bylaws  has  submitted  a report  which 
will  be  presented  to  the  House  of  Delegates. 
You  will  remember  that,  in  February,  a record 
number  of  19  resolutions  proposing  changes  in 
the  Society’s  Bylaws  were  introduced.  Two 
of  them  were  withdrawn. 

We  will  not  review  in  detail  the  recommenda- 
tions of  the  committee.  However,  in  our  capac- 
ities of  past  president  of  the  Society  and  execu- 
tive vice-president,  we  urge  strongly  that  the 
following  be  approved:  the  suggestion  con- 

cerning applications  for  life  membership  in  the 
MSSNY;  the  determination  of  the  number  of 
delegates  to  the  MSSNY  be  based  solely  on  the 
number  of  members  in  each  county  society  and 
the  elimination  of  the  provision  that  political 
divisions  of  New  York  State  be  the  basis  for 
the  number  of  county  society  delegates  to  the 
MSSNY;  the  expenses  of  past  presidents  who 
attend  sessions  of  the  House  of  Delegates  be 
paid  by  the  MSSNY;  the  election  of  delegates 
and  alternate  delegates  to  the  AMA  separately; 
the  amendments  related  to  officers,  trustees, 
and  councillors. 

Malpractice  Insurance  and  Defense  Board. 
We  have  received  a communication  from  the 
Malpractice  Insurance  and  Defense  Board 
which  speaks  for  itself,  also  Regulations  Gov- 
erning Malpractice  Defense  and  Insurance  in 
the  State  Society’s  Program: 

The  results  of  the  annual  year-end  survey  of  the 
Society’s  malpractice  insurance  program  show  a fur- 
ther deterioration  of  our  loss  experience.  While  the 
incidence  of  suits  and  claims  has  remained  fairly 
stable,  the  cost  of  disposing  of  suits  has  increased 
alarmingly.  The  average  cost  of  cases  closed  during 
1965  was  16  per  cent  higher  than  for  1964  and  37  per 
cent  higher  than  the  average  of  the  preceding  four 
years. 

During  the  past  several  months,  jury  verdicts  as 
high  as  $250,000  were  returned  against  our  insureds 
and  many  large  settlements  (fifty  with  an  average 
cost  of  $30,000)  were  made  during  1964.  This  can 
be  accounted  for  primarily  by  inflationary  trends, 
which  are  not  confined  to  malpractice  verdicts  nor  to 
New  York  State.  While  our  over-all  rates  have  in- 
creased by  16  per  cent  since  1959,  New  Jersey  rates, 
for  example,  have  increased  much  more  and  are  now 
considerably  higher  than  ours. 

Last  year,  the  strict  application  of  the  formula  for 
determining  future  losses  chargeable  to  the  past  three 
policy  years  would  have  resulted  in  an  over-all  in- 
crease of  11  per  cent.  The  increase  actually  applied 
was  about  7 per  cent,  which  did  not  entirely  offset  the 
8 per  cent  decrease  of  the  preceding  year.  This 
year,  the  indicated  increase,  on  the  basis  of  the  same 
formula,  is  27.4  per  cent.  In  order  to  lessen  the 
shock  of  such  a marked  increase,  the  Company  has 
agreed  to  accept  an  over-all  increase  of  about  12.5 
per  cent  for  next  year.  Our  actuarial  consultant  has 
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TABLE  I.  Proposed/Premiums  for  $5,000/$15,000  and  $200,000/$600,000  limits 


Suburban  

Premium  . Metropolitan #1 * . #2 Upstate 


Class 

Present 

Proposed 

Present 

Proposed 

Present 

Proposed 

Present 

Proposed 

1A 

$361 

$415 

$5,000/$15,000  Limits 

$288  $331  $288 

$360 

$190 

$219 

1 

321 

369 

257 

296 

257 

321 

170 

196 

2 

205 

226 

166 

183 

166 

199 

111 

122 

3 

163 

179 

130 

143 

130 

156 

86 

95 

4 

98 

108 

84 

92 

84 

101 

53 

58 

5 

78 

86 

62 

68 

62 

74 

44 

48 

6 

58 

64 

48 

53 

48 

58 

35 

39 

1A 

$736 

$847 

$200,000/$600,000  Limits 

$588  $675  $588 

$734 

$388 

$447 

1 

655 

753 

524 

604 

524 

655 

347 

400 

2 

418 

461 

339 

373 

339 

406 

226 

249 

3 

333 

365 

265 

292 

265 

318 

175 

194 

4 

200 

220 

171 

188 

171 

206 

108 

118 

5 

159 

175 

126 

139 

126 

151 

90 

98 

6 

118 

131 

98 

108 

98 

118 

71 

80 

agreed  that  this  is  a minimum  that  should  be  applied 
if  our  program  is  to  be  kept  financially  sound  and  the 
Board  recommends  that  it  be  approved  by  the 
Council. 

In  suggesting  how  this  increase  should  be  distrib- 
uted, the  Board  has  taken  into  account  (a)  the  dif- 
ference in  loss  experience  among  the  present  pre- 
mium classes  and  (t>)  territorial  divisions  of  the  State. 

(a)  While  the  inflationary  trend  toward  increased 
disposal  cost  is  applicable  to  all,  the  surgical  special- 
ties in  premium  classes  1A  and  1 continue  to  have  the 
heaviest  losses.  The  Board  therefore  recommends, 
with  the  exception  noted  in  (b)  below,  an  increase  for 
these  classes  of  15  per  cent  with  an  increase  of  10  per 
cent  for  the  other  five  classes. 

(b)  Of  the  counties  now  in  the  Suburban  territory, 
Sullivan,  Ulster,  Suffolk,  and  Rockland  for  the  past 
several  years  have  developed  a loss  ratio  far  higher 
than  that  of  the  other  counties  in  the  same  territory. 
Rather  than  transfer  these  three  counties  to  the 
Metropolitan  territory,  which  would  be  fully  justified 
on  a strictly  cost  basis,  the  Board  recommends  that 
they  be  placed  in  a new  group  (Suburban  #2)  with  a 
rate  increase  of  25  per  cent  for  classes  1 and  1A,  and 
of  20  per  cent  for  the  others.  Should  their  loss 
experience  improve,  they  can  later  be  returned  to 
their  present  grouping. 

Several  years  ago,  an  excessive  number  of  mal- 
practice suits  arose  out  of  cosmetic  plastic  surgery. 
In  the  belief  that  this  was  largely  the  result  of  the 
entry  into  the  field  of  overeager  or  under- 
trained surgeons,  an  exclusion  was  added  to  the 
master  policy  and,  for  an  additional  premium,  insur- 
ance to  cover  either  the  full  or  a limited  field  of  cos- 
metic plastic  surgery  was  restricted  to  those  who 
qualified  on  the  basis  of  a special  application.  In 
recent  years,  the  loss  experience  of  these  groups  has 
improved  considerably,  and  the  Board  recommends 
that  the  present  exclusion  be  removed  from  the 
master  policy  effective  September  1,  1966.  The 
reasons  for  this  recommendation  are: 

(a)  The  need  for  an  exclusion  has  gradually  dimin- 
ished. 

(b)  Ours  is  the  only  policy  which  has  such  an  ex- 
clusion. 

(c)  The  fact  that  an  exact  definition  of  cosmetic 
plastic  surgery  has  never  been  formulated  raises 
coverage  questions  in  border-line  cases. 

The  Board  will  continue  to  require  special  applica- 
tions from  physicians  who  perform  cosmetic  plastic 
surgery  in  order  to  ascertain  their  qualifications  for 
insurance. 


Table  I shows  present  and  proposed  premiums  for 
$5,000/$  15,000  and  $200,000/$600,000  limits,  based 
on  the  increases  outlined  above. 

Regulations  Governing  Malpractice  Defense 
and  Insurance  in  the  State  Society  Program 

I.  Uninsured  Members 

The  Medical  Society  of  the  State  of  New  York  will 
furnish  to  its  members  the  services  of  the  Counsel  of 
the  Society  in  actions  brought  for  alleged  malprac- 
tice, error,  or  mistake  done  or  claimed  to  have  been 
done  in  the  legitimate  performance  of  the  duties  of 
their  profession  as  physicians  under  the  following 
regulations : 

The  Counsel  of  the  Society  will  serve  as  attorney 
in  all  actions  for  alleged  malpractice,  brought  against 
members  in  good  standing,  who  must  be  so  certified 
by  its  Secretary,  excepting  as  follows: 

Members  shall  not  be  entitled  to  malpractice  de- 
fense if  the  acts  in  the  suit  for  which  they  make 
application  for  defense  were  committed  prior  to  their 
admission  to  membership  in  the  State  Society. 

Members  shall  not  be  entitled  to  malpractice  de- 
fense if  the  acts  in  the  suit  for  which  they  make 
application  for  defense  were  committed  during  a 
period  when  they  were  not  in  good  standing,  accord- 
ing to  the  Bylaws. 

Members  shall  not  be  entitled  to  malpractice  de- 
fense while  residing  and/or  practicing  medicine  or 
surgery  outside  of  the  territorial  limits  of  the  State  of 
New  York. 

The  Society  will  not  undertake  the  defense  of  any 
member  who,  after  consideration  by  the  Council,  is 
believed  guilty  of  criminal  abortion,  feticide,  homi- 
cide, or  any  criminal  act  or  who  has  not  complied 
with  the  recognized  ethical  laws  in  regard  to  these 
cases. 

Members  shall  agree  not  to  compromise  any  claim 
against  them,  the  defense  of  which  has  been  under- 
taken by  the  Society,  nor  to  make  settlement  in  any 
manner  without  the  advice  or  consent  of  the  Society 
given  through  its  attorney. 

In  the  event  that  a member  sued  or  threatened 
with  suit  shall,  without  the  advice  or  consent  of  the 
attorney  of  the  Society,  determine  to  settle  or  com- 
promise any  claims  against  him,  he  shall  reimburse 
the  Society  for  the  expense  incurred  in  undertaking 
his  defense,  and  in  default  thereof,  he  shall  be  de- 
prived of  further  privilege  of  malpractice  defense. 

The  Society  shall  not  assume  any  responsibility  for 
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the  payment  of  any  sum  agreed  on  by  arbitration  in 
the  settlement  of  claims,  or  awarded  by  court  ver- 
dicts, or  for  making  payment  for  any  purpose  whatso- 
ever. Members  of  the  Society  desiring  to  avail  them- 
selves of  the  privileges  of  this  act  shall  make  applica- 
tion therefor  in  writing  to  the  Secretary  of  the  So- 
ciety, and  it  shall  be  shown  to  his  satisfaction  that 
they  are  members  in  good  standing.  They  shall  also 
furnish  the  Legal  Counsel  a complete  and  accurate 
statement  of  their  connection  with,  and  treatment  of, 
persons  upon  which  complaints  against  them  are 
based,  giving  dates  of  attendance,  names  and  resi- 
dences of  nurses  and  of  other  persons  cognizant  of 
facts  and  circumstances  necessary  to  a clear  and 
definite  understanding  of  all  matters  in  question,  and 
shall  furnish  such  other  relevant  information  and 
execute  such  papers  as  may  be  required  of  them  by 
the  attorney  of  the  State  Society. 

Members  of  the  Society  desiring  to  avail  themselves 
of  the  privilege  of  this  section  shall  be  personally 
liable  for  all  out-of-pocket  expenses  incurred  by  the 
Legal  Counsel  and/or  Society  in  connection  with 
their  defense  and  shall  agree  to  reimburse  the  Legal 
Counsel  and/or  Society  for  such  expenses  on  request. 

The  names  of  any  members  of  the  Society  who  have 
availed  themselves  of  the  provisions  of  this  section  on 
more  than  three  occasions  shall  be  referred  to  the  Mal- 
practice Insurance  and  Defense  Board  for  appro- 
priate action. 

In  the  event  of  any  difference  of  opinion  between  a 
member  of  the  Society  and  the  Counsel  concerning 
the  eligibility  of  a claim  for  defense,  or  any  other 
matter  having  to  do  with  malpractice  defense,  all 
details  shall  be  presented  to  the  Malpractice  Insur- 
ance and  Defense  Board  to  be  referred  with  recom- 
mendation to  the  Council  for  its  decision. 

The  foregoing  regulations  are  subject  to  such 
change  as  may  from  time  to  time  be  authorized  by 
the  Council  or  the  House  of  Delegates. 

II.  Members  Insured  Under  the  State  Society  Pro- 
gram 

By  agreement  between  the  Society  and  its  insur- 
ance carrier,  suits  against  members  covered  under 
the  State  Society  master  policy  are  defended  by  the 
office  of  the  Legal  Counsel  of  the  State  Society. 

Active,  life,  or  junior  members  of  the  State  Society 
are  eligible  to  apply  for  insurance  under  the  Society’s 
program.  Applicants  for  active  or  junior  member- 
ship or  applicants  for  reinstatement  are  eligible  to 
apply  for  insurance  as  soon  as  satisfactory  applica- 
tions for  membership  or  reinstatement  are  filed  with 
one  of  the  county  societies.  Applications  for  insur- 
ance shall  be  made  through  the  office  of  the  Indem- 
nity Representative  of  the  State  Society,  who  shall 
be  the  broker  of  record. 

Insurance  shall  not  become  effective  prior  to  the 
day  following  the  date  a written  application  on  the 
prescribed  form  is  presented  to  the  office  of  the 
Indemnity  Representative  or  is  placed  in  the  mail,  as 
indicated  by  the  postmark  on  the  envelope.  The 
Indemnity  Representative  may,  however,  bind  insur- 
ance as  of  the  day  following  verbal  request  therefor, 
subject  to  prompt  submission  of  a written  applica- 
tion and  compliance  with  all  other  requirements  and 
conditions  for  securing  this  insurance. 

Whenever  the  Malpractice  Insurance  and  Defense 
Board  shall  have  determined  to  its  satisfaction  that 
the  medical  practice,  conduct,  attitude  or  loss  experi- 
ence of  an  insured  member  is  such  as  to  constitute  an 
undue  hazard  to  the  State  Society  Program,  the 
Board  shall  have  the  right  to  direct  that  insurance  be 
discontinued  upon  written  notice  from  the  Company 
or  terminated  at  expiration  of  a current  certificate. 
The  Board  may  likewise  disapprove  the  granting  of 
new  insurance  and  the  Indemnity  Representative 


shall  defer  action  on  any  application  that  he  believes 
should  first  be  examined  by  the  Board.  The  Board 
shall  also  have  the  right  to  restrict  coverage  that  may 
be  granted  to  individual  members. 

Upon  receipt  of  notice  from  the  State  Society  of 
termination  of  membership,  the  Indemnity  Represen- 
tative shall  advise  the  former  member  that  his  insur- 
ance in  the  State  Society  Program  can  be  continued 
only  if  his  membership  is  reinstated  promptly.  If 
reinstatement  has  not  been  effected  within  a reason- 
able time,  the  Indemnity  Representative  shall  ar- 
range for  cancellation  of  insurance  by  the  Company 
in  accordance  with  the  terms  of  the  master 
policy  and  the  agreement  between  the  Society 
and  the  Company.  Upon  receipt  from  a county 
society  of  notice  of  rejection  or  withdrawal  of  an 
application  for  active  or  junior  membership  in  the 
State  Society,  the  Indemnity  Representative  shall 
arrange  for  cancellation  of  insurance  by  the  Company 
in  accordance  with  the  terms  of  the  master  policy 
and  the  agreement  between  the  Society  and  the  Com- 
pany. 

III.  Members  Insured  by  Companies  Other  Than 
the  Carrier  of  the  State  Society  Program 

A member  who  elects  to  secure  malpractice  protec- 
tion from  a company  other  than  the  carrier  of  the 
State  Society  Program  shall  not  be  entitled  to  de- 
fense by  the  Counsel  of  the  Medical  Society  of  the 
State  of  New  York. 

Increase  in  AM  A Dues.  There  has  been  con- 
siderable debate  about  the  subject  of  the  in- 
crease in  dues  of  the  American  Medical  Associa- 
tion. For  the  benefit  of  the  new  members  of 
our  House  of  Delegates,  I present  the  following 
report  which  was  submitted  to  all  concerned 
during  the  month  of  June: 

In  February,  the  MSSNY  House  of  Delegates 
adopted  a substitute  for  resolution  66-35,  “Opposi- 
tion to  Increase  in  American  Medical  Association 
Dues,”  providing  (a)  that  our  delegates  to  the  AMA 
House  of  Delegates  oppose  the  dues  raise  at  this  time 
and  (b)  that  the  Council  obtain  further  information 
from  the  American  Medical  Association  concerning 
its  budget  and,  on  receipt  and  study  of  same,  instruct 
the  delegates  to  the  AMA,  prior  to  June,  1966,  to 
support  or  oppose  an  increase  in  AMA  dues. 

With  this  in  mind,  our  president  asked  your  execu- 
tive vice-president  to  request  permission  from  “Bing” 
Blasingame  to  review  the  true  “state”  of  the  AMA 
budget  for  1965  and  budget  estimate  for  1966. 

We  visited  535  North  Dearborn  Street  in  Chicago, 
on  May  2.  Our  assistant  executive  vice-president 
and  comptroller  accompanied  us.  A representative 
from  the  Medical  Society  of  New  Jersey  was  also 
present. 

We  met  with  Percy  E.  Hopkins,  M.D.,  chairman  of 
the  Board  of  Trustees  of  the  AMA;  “Bing”  Blasin- 
game; Ernest  B.  Howard,  M.D.,  assistant  executive 
vice-president,  and  Russell  H.  Clark,  director  of  the 
AMA  Management  Services  Division.  We  were 
briefed  concerning  the  AMA  budgets — past  and 
present. 

Following  this  session,  much  time  was  devoted  to  a 
question-and-answer  period.  We  can  report  that, 
this  time,  no  barriers  were  placed  in  our  way.  All 
inquiries — some  of  which  might  be  considered  embar- 
rassing and  not  for  publication — were  answered. 

At  the  last  meeting  of  the  Council — held  on  May 
19 — the  facts,  as  ascertained  in  Chicago,  were  re- 
ported. 

After  discussion  and  due  consideration  of  the  entire 
situation,  the  Council  passed  a motion  to  instruct  our 
delegation  to  the  AMA  to  oppose  an  increase  in  AMA 
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dues — at  the  next  annual  convention  of  the  House 
of  Delegates  of  the  AMA,  in  Chicago  during  the 
latter  part  of  June  of  this  year. 

Our  delegation  met  at  750  Third  Avenue  on  the 
afternoon  of  May  19.  The  Council’s  decision  was 
transmitted  to  it. 

Representation  in  the  State  Medical  Society 
House  of  Delegates.  A misapprehension  per- 
sists in  certain  areas  of  our  State  that  “New 
York  City  is  running  the  State  Society” — de- 
spite the  fact  that  we  have  pointed  out,  on 
several  occasions,  that  this  is  contrary  to  the 
fact. 

In  order  to  dispel  the  fears  of  some  of  you,  we 
would  like  to  bring  to  your  attention  the  fol- 
lowing article  which  appeared  in  The  News  of 
New  York  in  August  of  last  year. 

Who  runs  the  Medical  Society  of  the  State  of  New 
York?  Upstate  or  downstate?  The  truth  is  that 
neither  section  of  the  State  “runs”  your  State 
Society. 

This  fact  was  brought  home  to  members  of  the 
Council  at  the  June  meeting  by  Henry  I.  Fineberg, 
M.D.,  executive  vice-president. 

“It  shouldn’t  be  necessary  to  spell  out  this  balance 
of  power  to  our  members  since  we  are  all,  in  the  final 
analysis,  working  for  the  same  goals,”  he  said,  “but 
recently  there  have  been  charges  that  the  State 
Society  is  being  ‘run  by  New  York  City’  and  nothing 
could  be  further  from  the  truth.” 

Dr.  Fineberg  cited  facts  and  figures  to  show  that  the 
“balance  of  power”  is  almost  equally  divided  between 
upstate  and  downstate.  And  this,  despite  the  fact 
that  70  per  cent  of  the  25,900  members  of  your  State 
Society  live  in  the  downstate  area. 

There  are  14,300  members  from  New  York  City, 

3.800  from  Westchester,  Nassau,  and  Suffolk  and 

7.800  from  upstate. 

He  pointed  out  further  that  it  has  long  been  the 
policy  of  your  State  Society  that  the  office  of  presi- 
dent is  filled,  on  alternate  years,  by  representatives 
of  the  upstate  and  downstate  areas.  This,  he  added, 
is  further  proof  of  the  “equal  representation”  of  the 
entire  membership. 

“If  voting  strength  was  figured  on  a basis  of  pro- 
portional representation,”  Dr.  Fineberg  said,  “there 
is  little  doubt  that  the  balance  of  power  would  re- 
main in  the  hands  of  the  New  York  City  metropoli- 
tan area.” 

The  following  shows  the  make-up  of  the  House  of 
Delegates,  citing  the  number  of  members  from  the 
New  York  State  counties  outside  New  York  City 
and  the  members  from  New  York  City’s  five  bor- 
oughs. 

1965-1966  House  of  Delegates 

New  York  New  York 
State  City 


Officers 

3 

6 

Councillors 

9 

3 

12 

9 

Trustees 

3 

4 

Past  Presidents 

10 

5 

District  Branches 

8 

1 

Sections 

10 

12 

31 

22 

County  Society  Delegates 

112 

76 

155 

107 

The  above  figures  include  the  counties  of  Nassau, 
Suffolk,  and  Westchester  in  the  total  of  New  York 
State  counties  (upstate)  outside  New  York  City. 


However,  even  if  the  25  representatives  from  these 
three  counties — considered  part  of  the  New  York 
metropolitan  area — were  included  in  the  New  York 
City  representation,  there  would  still  be  an  almost 
equal  balance  of  power.  The  final  figures  would 
then  be  130  members  of  the  House  of  Delegates  from 
upstate,  132  from  New  York  City. 

AMA-ERF.  During  the  latter  part  of 
March,  “Bing”  Blasingame  of  the  AMA  sent 
to  us  the  checks  representing  the  AMA-ERF 
allocations,  for  this  year,  to  the  medical  schools 
in  our  State,  together  with  copies  of  AMA  letters 
to  the  deans. 

Bing  pointed  out  that  “contributions  making 
these  allocations  possible  came,  in  1965,  from 
physicians  throughout  the  United  States  and  its 
possessions.  The  amount  being  distributed  to 
all  medical  schools  was  $1,133,583.29.” 

The  allotments  for  New  York  were: 

Albany  Medical  College — $7,458.44 
Albert  Einstein  College  of  Medicine — ■ 
$3,475.44 

State  University  of  New  York  at  Buffalo 
School  of  Medicine — $7,261.04 
Columbia  University  College  of  Physicians 
and  Surgeons — $7,059.42 
Cornell  University  Medical  College — 

$8,182.84 

State  University  of  New  York  Downstate 
Medical  Center — $4,461.84 
Mount  Sinai  School  of  Medicine — $10.00 
New  York  Medical  College — $5,477.84 
New  York  University  School  of  Medicine — 
$5,468.44 

University  of  Rochester  School  of  Medicine 
and  Dentistry — -$5,980.74 
State  University  of  New  York  at  Syracuse — 
$3,768.44 

The  checks  were  transmitted  to  the  deans  of 
the  medical  schools.  A number  of  them  at- 
tended the  Council  meeting  in  May. 

Representing  AMA.  On  May  2,  at  the 
request  of  “Bing”  Blasingame,  we  held  a brief 
presentation  ceremony  in  our  office  for  the  New 
York  winners  of  the  1965  AMA  Medical  Jour- 
nalism Awards. 

Present  were  Ralph  W.  Goshen,  vice-president 
and  general  manager  of  CBS  Radio,  Joseph 
Dembo,  director  of  CBS  Radio  News,  and  Louis 
Freizer,  news  editor  of  CBS  Radio,  who  re- 
ceived $1,000  for  the  CBS  program  “Under 
Whose  Wing”;  and  Ralph  Lee  Smith,  who  re- 
ceived $1,000  for  his  article,  “The  Vitamin 
Healers,”  in  The  Reporter. 

Mr.  William  R.  McAndrew,  president  of 
NBC  News,  was  unable  to  attend.  Therefore, 
a check  for  $500  was  mailed  to  him — the  award 
for  the  NBC  program,  “Who  Shall  Live.” 

Chiropractic.  The  August,  1966,  issue  of  the 
Federation  Bulletin,  published  monthly  by  the 
Federation  of  State  Medical  Boards  of  the 
United  States,  contains  the  following  editorial: 

JUDGMENT  UPHELD 
Of  vital  interest  to  the  many  members  of  the 
medical  profession  who  have  long  been  fighting 
charlatanism  in  all  of  its  forms,  is  the  recent  decision 
of  the  Supreme  Court  of  the  United  States.  The 
Court  reaffirmed  a ruling  of  the  United  States  Dis- 
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trict  Court  in  New  Orleans  that  Louisiana  can 
properly  refuse  to  license  chiropractors  unless  they 
meet  the  same  educational  requirements  demanded 
of  physicians. 

One  particularly  interesting  point  brought  out  in 
the  Court  decision  is  the  fact  that  the  laws  of  the 
State  of  Louisiana  do  not  prohibit  the  practice  of 
chiropractic.  The  Court  stated,  “The  question  here 
is:  May  Louisiana  require  a chiropractor  to  obtain 
what  is  in  effect  a medical  education  from  an  ap- 
proved medical  school  before  he  may  practice  his 
profession  in  the  state?”  Obviously  the  Court 
answered  in  the  affirmative  when  it  further  stated, 

. .since  chiropractic  claims  to  be  a complete  and 
independent  healing  art  capable  of  curing  almost  all 
kinds  of  disease,  the  Legislature  may  have  felt  that 
the  requirement  of  a foundation  in  materia  medica, 
and  surgery  even  for  chiropractors,  would  be  a pro- 
tection to  the  public. ” 

The  litigation  which  led  up  to  the  final  decision  of 
the  Supreme  Court  dragged  on  for  some  seven  years. 
It  demanded  countless  hours  of  work  of  the  members 
of  the  Louisiana  State  Board  of  Medical  Examiners 
and  the  State  Medical  Society.  Furthermore,  the 
legal  expenses  were  formidable.  But  most  important 
was  the  fact  that  the  hardy  and  determined  members 
of  the  medical  profession  in  Louisiana,  by  their  re- 
fusal to  be  browbeaten  by  the  chiropractors,  not  only 
steadfastly  fought  for  their  principles  but  also  for  the 
welfare  of  the  citizens  of  their  state.  It  is  only 
regrettable  that  similar  victories  were  impossible  in 
other  states. 

This  news  shows  what  can  be  done  in  some 
areas  of  our  country. 

Utilization  Committees.  Recently,  there  has 
been  much  talk  about  utilization  committees. 
We  think  you  will  be  interested  in  the  following 
article  which  appeared  in  the  AMA  publica- 
tion— “Medical  Staff-In-Action”- — April,  1966, 
Volume  I,  No.  1: 

Several  inquiries  have  been  received  by  the  AMA 
Law  Department  regarding  possible  liability  to  a 
physician  arising  from  his  participation  on  a utiliza- 
tion review  committee. 

Although  the  Department  has  not  developed  a for- 
mal opinion — because  of  the  many  detailed  proce- 
dures that  remain  to  be  worked  out  under  the  Medi- 
care Law — the  view  is  as  follows : 

The  utilization  review  committee  is  authorized  to 
review,  on  a sample  or  other  basis,  admissions,  dura- 
tion of  stay,  and  professional  services  furnished;  and 
to  notify  the  institution,  the  individual,  and  his 
attending  physician  of  any  finding  that  further  stay 
in  the  institution  is  not  medically  necessary.  The 
law  provides  that  the  Hospital  Insurance  program 
will  not  pay  for  services  furnished  beyond  the  third 
day  after  such  notice  is  received.  This  means  that 
the  action  of  the  utilization  review  committee  may 
terminate  the  payment  of  benefits  for  a patient,  but 
it  does  not  necessarily  terminate  his  hospitalization. 

Only  the  attending  physician  has  authority  to 
determine  on  a medical  basis  whether  a patient 
should  be  discharged  from  the  hospital.  He  is  re- 
sponsible for  his  own  judgment  in  this  regard.  He 
cannot  avoid  responsibility  by  relying  on  the  judg- 
ment of  any  other  person  or  committee.  If  the 
patient  chooses  to  leave  the  hospital  contrary  to  the 
advice  of  his  attending  physician  because  payment  of 
benefits  is  terminated,  this  would  be  the  patient’s 
own  responsibility.  If  the  hospital  administrator 
were  to  remove  a patient  from  the  hospital  because  of 
the  termination  of  benefits,  even  though  the  patient 
was  not  discharged  by  his  attending  physician,  the 
hospital  might  be  responsible  for  any  injury  thereby 


suffered  by  the  patient.  The  Law  Department  does 
not  believe  that  the  action  of  any  committee  could 
relieve  the  hospital  from  this  responsibility. 

It  does  not  appear  that  there  would  be  any  liability 
on  the  part  of  the  members  of  the  utilization  review 
committee  for  injuries  which  might  be  suffered  be- 
cause of  the  action  of  the  patient,  the  attending 
physician,  or  the  hospital  administrator  which 
results  in  the  patient  leaving  the  hospital.  At  most, 
the  committee  would  terminate  benefit  payments; 
it  would  not  remove  the  patient  from  the  hospital. 


Special  Meeting.  Our  comptroller  has  re- 
ported that  the  final  cost  figure  for  the  special 
session  of  the  House  of  Delegates,  which  was 
held  on  May  26,  1966,  was  $14,163.92. 

Originally,  $10,000  was  budgeted  for  this 
activity.  When  our  experience  was  reported 
to  the  Budget  and  Finance  Committee,  this 
figure  was  raised  to  $15,000,  and  approved  by 
the  Council  and  Board  of  Trustees. 

The  breakdown: 

Original  $ 10,000 

Mailing  and  printing  of  white 
papers 

All  other  expenses  (travel,  etc.) 

Actual  Expenditures 
Mailing  and  printing 
Telegrams  (notice  of  meeting) 

All  other  expenses 


$ 3,000.00 
7,000.00 


$ 5,601.31 
3,251.21 
5,311.40 


$14,163.92 


Annual  Meetings  of  the  House  of  Delegates. 
Article  VIII  of  the  Constitution  declares  that 
“There  shall  be  an  annual  meeting  of  the  Soci- 
ety and  of  the  House  of  Delegates  to  be  held 
at  a time  and  place  designated  by  the  House  of 
Delegates.” 

In  1962,  the  House  approved  the  following: 

1964 —  February  9 to  14 

1965 —  February  7 to  12 

1966 —  February  13  to  18 

1967 —  February  12  to  17 

At  the  meeting  in  February,  1967,  the  House 
should  approve  the  time  and  place  for  the 
annual  meetings  for  the  years  1968  to  1972. 

We  suggest  the  following  dates: 

1968 —  February  11  to  16 

1969 —  F ebruary  9 to  14 

1970 —  February  8 to  13 

1971 —  February  14  to  19 

1972 —  February  13  to  18 

Woman’s  Auxiliary.  Following  is  a report 
of  the  president  of  the  Woman’s  Auxiliary, 
Mrs.  Walter  T.  Heldmann: 


I have  expressed  the  desire  for  “Unity.”  I am 
happy  to  report  that  every  effort  for  success  has  been 
manifested  by  your  State  officers  and  chairmen. 

To  date  we  have: 

1.  Held  four  regional  meetings  throughout  the 
State  during  the  month  of  May,  for  county  chairmen, 
county  presidents,  and  presidents-elect. 

Purpose:  To  produce  an  all-day  workshop  early 
in  the  year  to  bring  information  into  the  counties 
which  aid  in  planning  their  year. 

Result:  Enthusiastically  received  by  all  those 

who  attended.  Attendance  could  have  been  better. 

2.  The  chairman  of  revisions  and  her  committee 
have  spent  many  hours  to  complete  the  revisions  in 
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order  that  the  constitution  may  be  submitted  for  vote 
by  the  House  of  Delegates  at  convention. 

3.  The  chairman  and  cochairmen  of  the  New 
York  State  Exposition  and  the  committee  members 
from  neighboring  county  auxiliaries  around  Syracuse 
manned  the  exhibit,  “Life  Begins,”  in  behalf  of  the 
Medical  Society  of  the  State  of  New  York.  It  was 
my  pleasure  to  visit  and  see  them  in  action.  Since 
this  Exposition  is  always  held  the  week  ending  with 
the  Labor  Day  holiday,  it  means  sacrifice  on  the 
part  of  our  members  who  offer  to  give  their  time. 
This  always  includes  the  chairman  and  cochairmen 
and  we  are  indeed  indebted  to  all  of  them  who  par- 
ticipated. It  was  most  successful. 

4.  At  this  time  the  fall  conference  is  the  next 
major  undertaking.  The  chairman,  cochairman,  and 
all  the  committee  members  from  Erie  County  have 
worked  many  hours  to  complete  the  details  which 
accompany  a meeting  of  this  kind.  When  you  read 
this  it  will  be  history,  and  I sincerely  hope  the  county 
presidents  and  presidents-elect  and  other  interested 
chairmen  and  members  attended,  to  reap  the  benefits 
of  the  workshops  that  were  prepared  for  them. 

I speak  to  you,  Mrs.  Individual  Member,  of  every 
town  and  city  throughout  our  State.  Every  member 
of  every  county  auxiliary  has  a job  to  do.  We  must 
be  knowledgeable  about  the  changes  that  are  taking 
place  in  medicine  today,  and  we  must  be  able  to  dis- 
cuss them  with  the  lay  public.  Please  make  a firm 
resolution  to  attend  your  county  auxiliary  meetings 
and  give  your  support  to  your  president.  An  active 
member  is  an  interested  member  and  an  interested 
member  will  be  a well-informed  member.  Avail 
yourself  of  details  every  doctor’s  wife  should  know. 

We  are  all  aware  of  the  differences  that  have  been 
present  within  our  own  medical  societies.  Let  us, 
through  greater  knowledge,  help  to  greater  under- 
standing. 

During  the  year,  the  Woman’s  Auxiliary  re- 
ceived its  certificate  of  incorporation. 

Obituaries.  It  is  with  great  sadness  that  we 
announce  the  deaths  of  three  of  the  most 
eminent  members  of  the  Society. 

Two  of  these  were  past  presidents  of  the 
MSSNY  and  former  members  of  the  Board  of 
Trustees — two  great  gentlemen  who  served 
the  medical  profession  and  our  people  with  great 
distinction  and  honor.  Of  course,  they  were 
very  dear  friends  of  your  executive  vice-pres- 
ident, and,  on  many  occasions,  he  took  ad- 
vantage of  their  wisdom,  their  dedication,  and 
their  willingness  to  help  in  every  way  possible. 

James  Greenough  died  on  April  5.  At  that 
time,  he  was  a member  of  our  staff — the  director 
of  the  Division  of  Scientific  Activities. 

Leo  E.  Gibson  passed  away  on  October  10. 
At  the  time  of  his  death,  he  was  a prominent 
member  of  the  Board  of  Trustees. 

The  third  was  David  J.  Kaliski,  who  died  on 
August  20.  Dr.  Kaliski  served  as  director  of 
the  MSSNY  Bureau  of  Industrial  Health  and 
Workmen’s  Compensation  until  his  retirement 
in  1956.  He  was  a man  of  great  eminence  in 
medical  circles  not  only  in  the  State  of  New 
York,  but  throughout  the  world. 

MEETINGS:  Since  our  last  report  to  the 
House  of  Delegates,  we  have  attended  the  fol- 
lowing “unusual”  meetings,  conferences,  and 
events: 

1.  Silver  Anniversary  Dawn  Patrol  Break- 
fast of  the  Boy  Scouts  of  America,  in  New 


York  City,  on  February  10.  Speakers  were 
William  Randolph  Hearst,  Jr.,  and  Benson  Ford. 

2.  Community  Leaders  Luncheon  in  New 
York  City,  on  February  24.  This  luncheon 
meeting  was  organized  by  WNBC-AM/FM, 
WNBC-TV,  Theodore  H.  Walworth,  Jr.,  vice- 
president  and  general  manager,  to  exchange 
ideas  and  information  of  benefit  to  the  com- 
munity. Represented  at  the  conference  were 
NBC,  Civil  Liberties  Union,  New  York  Uni- 
versity, New  York  City  Council,  National 
Urban  League,  New  York  City  Transit  Author- 
ity, New  York  Civil  Defense,  and  others. 

3.  A luncheon  tendered  to  the  State  Uni- 
versity of  New  York  Downstate  Medical  Center 
by  E.  R.  Squibb  and  Son,  in  Brooklyn,  on 
February  25.  An  original  painting  of  the  col- 
lege was  unveiled  and  presented  to  Dean  Robert 
A.  Moore. 

4.  A symposium  on  “Hospital  Utilization 
Committees — Their  Role  and  Function”  spon- 
sored by  the  Medical  Society  of  the  County 
of  New  York,  in  New  York  City,  on  February 
28. 

5.  First  National  Congress  on  Medical 
Ethics,  sponsored  by  the  Judicial  Council  of 
the  AMA,  in  Chicago,  on  March  5 and  6. 
Besides  discussions  concerned  with  medicine 
and  ethics,  there  were  workshops  on:  Grievance 
Committees,  Boards  of  Censors  or  Disciplinary 
Committees  of  Component  Societies,  Appeals  to 
State  Ethics  Boards  and  to  the  AMA  Judicial 
Council,  Medicine  and  the  Law,  Discipline  by 
State  Boards  of  Medical  Examiners  and  by 
Hospital  Boards,  Interpretation  of  Unethical 
Conduct  by  Local  Standards,  Screening  New 
Members  and  Rehabilitating  Unethical  Mem- 
bers, Medicine  and  Pharmacy. 

6.  A meeting  on  legislation  in  Albany  on 
March  9. 

7.  Meeting  of  the  board  of  directors  of  the 
New  York  State  Association  of  Professions 
(NYSAP),  followed  by  the  annual  legislative 
reception  and  buffet,  in  Albany  on  March  14. 
We  met  and  talked  to  Lester  Yugenfriend,  the 
new  counsel  to  the  Joint  Legislative  Committee 
to  Revise  and  Simplify  the  Education  Law. 
Apparently,  this  young  man  understood  our 
problems. 

8.  The  66th  annual  banquet  of  the  Legisla- 
tive Correspondents’  Association,  in  Albany 
on  March  19.  Again,  the  important  officials 
—national,  State,  and  local — were  lampooned. 
The  guest  speakers  were  John  Lindsay,  Mayor 
of  the  City  of  New  York;  Frank  O’Connor, 
president  of  the  New  York  City  Council; 
Governor  Rockefeller. 

9.  A dinner  meeting  of  the  United  Medical 
Service  medical  societies’  reference  committee, 
in  New  York  City  on  March  23.  The  agenda 
included  a discussion  of  fee  schedules  and  Medi- 
care. Our  president  stressed  the  “quality  of 
medical  care.” 

10.  A two-day  conference  on  “The  Implica- 
tions, Applications,  and  Provisions  of  Medicare 
- — Public  Law  89-97,”  sponsored  by  the  Nassau 
County  Medical  Society,  the  Nassau  Physicians 
Guild,  the  postgraduate  medical  education  com- 
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mittee  of  the  Nassau  Academy  of  Medicine, 
and  the  Long  Island  Radiological  Society,  in 
Garden  City  on  March  30  and  31.  Representa- 
tives from  hospitals,  the  Health  Insurance 
Council,  State  and  local  health  and  welfare 
agencies,  HEW,  hospital-based  specialists,  prac- 
titioners, and  others  participated.  The  pro- 
grams were  well  planned  and  well  attended. 

11.  Again,  we  appeared  on  the  Ed  Joyce 
radio  program  on  CBS  in  New  York  City  on 
April  5.  We  discussed  quackery  in  general 
for  about  fifteen  minutes,  and  for  the  next  half 
hour  we  answered  telephone  questions. 

12.  A luncheon  meeting  of  the  AMA  Com- 
mittee on  Alcoholism  and  Addiction,  in  New 
York  City  on  April  6.  We  talked  about  the 
Conference  on  Narcotic  Addiction  tentatively 
scheduled  for  December,  1966,  in  New  York 
(later  changed  to  January,  1967). 

13.  A meeting  with  Rev.  Dr.  Paul  B.  Mc- 
Cleave,  director  of  the  AMA  Department  of 
Medicine  and  Religion,  in  New  York  City  on 
April  7.  We  discussed  the  program  in  New  York. 

14.  A dinner  to  honor  Dr.  Isidor  I.  Rabin, 
recipient  of  the  Nobel  Prize  in  Physics,  in  New 
York  City  on  April  27.  Dr.  Rabin  delivered  the 
annual  Walter  W.  Brickner  Memorial  Lecture 
on  “The  Expanding  Role  of  Science”  at  the 
Hospital  for  Joint  Diseases. 

15.  Funeral  services  for  our  dear  friend 
James  Greenough,  at  Christ  Church  in  Coopers- 
town,  on  the  afternoon  of  April  9.  Dr. 
Greenough  passed  away  on  April  5. 

16.  A conference  of  the  medical  staff  of  the 
French  Hospital,  in  New  York  City  on  April 
20.  The  main  speaker  was  our  president,  who 
talked  about  “Socioeconomic  Factors  in  Med- 
icine Today.”  Later  both  of  us  answered 
questions  from  the  audience.  This  was  a fine 
meeting. 

17.  A reception  honoring  Gerald  Dorman, 
in  New  York  City  on  April  21.  The  American 
Cancer  Society,  New  York  City  Division,  pre- 
sented a medal  to  Dr.  Dorman  for  his  great 
accomplishments. 

18.  The  annual  dinner  of  the  New  York 
State  Medical  Assistants  Association,  in  Plain- 
view,  Long  Island,  on  April  23.  The  master  of 
ceremonies  was  Robert  Earle,  of  NBC-TV. 
In  place  of  our  president,  who  was  unable  to 
attend,  we  presented  greetings  from  the 
MSSNY. 

19.  The  174th  annual  meeting  of  the  Con- 
necticut State  Medical  Society,  in  Hartford 
on  April  26  and  27.  We  addressed  the  House 
of  Delegates  and  attended  the  annual  dinner  of 
the  Society.  Ten  physicians  received  Fifty- 
Year  Membership  Awards.  The  Honorable 
Durwood  G.  Hall  (M.D.),  member  of  Congress 
from  Missouri,  was  the  guest  speaker. 

20.  We  appeared  on  a “taped”  TV  program 
on  WPIX  in  New  York  City  on  April  29.  It 
was  concerned  with  venereal  diseases.  It  was 
shown  on  May  7 and  was  listed  as  a film  feature. 

TV  Guide  advertised  it  as  follows:  “Her 

Name  was  Ellie,  His  Name  was  Lyle,”  a film 
drama  about  venereal  disease  among  teen- 
agers. Produced  by  the  New  York  State 


Medical  Society.  A panel  discussion  follows 
the  film.  Panelists:  Dr.  Arthur  Bushel,  acting 
health  commissioner  of  New  York  City;  Dr. 
William  J.  Dougherty,  director  of  the  Division 
of  Preventable  Disease,  New  Jersey  State  De- 
partment of  Health;  Dr.  Arthur  Barrett, 
assistant  director,  Connecticut  Health  Depart- 
ment; and  Dr.  Henry  I.  Fineberg,  executive 
vice-president,  Medical  Society,  State  of  New 
York  (60  min.)”  The  moderator  was  John 
Tillman. 

21.  A meeting  with  officers  of  the  New  York 
State  Osteopathic  Society,  in  New  York  City 
on  May  4.  Again,  this  was  a harmonious 
conference. 

22.  The  Fifth  Annual  Governor’s  Conference 
on  Aging,  in  New  York  City  on  May  7.  During 
the  morning,  Max  Lemer,  author,  teacher, 
journalist,  delivered  a very  fine  talk  on  “The 
Five  Revolutions  in  American  Life.”  In  the 
afternoon,  Waring  Willis  moderated  “Preparing 
for  Medicare.”  The  panelists  were  Hollis 
Ingraham  and  George  K.  Wyman  (Commis- 
sioner, New  York  State  Department  of  Social 
Welfare). 

23.  A luncheon  with  representatives  of  our 
bank — Bankers  Trust  Company — in  New  York 
City  on  May  10. 

24.  We  talked  to  Herman  Hilleboe’s  MPH 
students  at  the  Columbia  School  of  Public 
Health  and  Administrative  Medicine,  on  May 

11.  Subject — “Medical  Societies  and  Public 
Health.” 

25.  A testimonial  dinner  in  honor  of  James 
Blake,  in  Rexford  (near  Schenectady)  on  May 

12.  Dr.  Blake  received  a beautiful  electric 
clock.  Your  executive  vice-president  made  a 
few  remarks. 

26.  Annual  dinner  and  dance  of  the  New 
York  State  Academy  of  General  Practice,  in 
New  York  City,  May  18. 

27.  A meeting  of  the  MSSNY  delegation  to 
the  AMA,  on  May  19.  The  minutes  of  this 
meeting  were  mailed  to  all  concerned. 

28.  A meeting  of  the  board  of  directors  of 
the  New  York  State  Society  of  Anesthesiology, 
in  Queens,  on  the  evening  of  May  20.  Natu- 
rally, Title  19  was  the  main  subject  on  the 
agenda.  We  were  called  on  to  give  our  version 
of  the  present  situation.  The  anesthesiologists 
were  hospitable  and  kind  to  us. 

29.  The  cornerstone-laying  ceremony  of  the 
Central  New  York  Academy  of  Medicine,  in 
Utica,  on  the  morning  of  May  21.  This  event 
was  inspiring.  The  master  of  ceremonies  was 
Felix  Ottaviano.  Remarks  were  delivered  by 
the  local  congressman,  the  clergyman,  and  our 
president. 

30.  The  Medallion  Ball  of  the  Nassau 
County  Medical  Society,  at  the  Lido  Golf  and 
Country  Club,  Long  Island,  during  the  evening 
of  May  21.  We  flew  down  from  Utica  to  appear 
at  this  affair.  The  guest  of  honor  was  the 
president  of  Nassau  County;  he  was  awarded 
the  president’s  medal.  Your  executive  vice- 
president  acted  as  master  of  ceremonies,  and 
one  of  the  main  speakers  was  our  president. 

31.  The  general  session  of  the  Annual  Health 
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Conference,  in  New  York  City  on  the  morning 
of  May  24. 

32.  A luncheon  of  the  Public  Health  Council 
of  the  State  of  New  York,  at  noon  on  May  24. 

33.  A dinner  tendered  by  the  Commissioner 
of  Health  of  the  State  of  New  York,  at  the 
Statler  Hotel  on  the  evening  of  May  24. 

34.  The  16th  annual  luncheon  meeting  of 
the  New  York  State  Public  Health  Association, 
at  the  Statler  Hotel,  in  New  York  City,  on 
May  25.  Norman  S.  Moore  was  presented 
with  the  Hermann  M.  Biggs  Memorial  Award 
for  Distinguished  Service  in  the  field  of  public 
health  in  New  York  State. 

35.  The  special  session  of  the  House  of 
Delegates  of  the  MSSNY,  in  New  York  City  on 
May  26. 

36.  The  eighth  commencement  exercises  of 
the  Albert  Einstein  College  of  Medicine  of 
Yeshiva  University,  in  the  Bronx  on  May  31. 
The  commencement  address  was  delivered  by 
Leo  M.  Davidoff,  M.D.,  professor  and  chair- 
man of  the  Department  of  Neurological  Sur- 
gery. The  subject  of  his  talk  was  “To  Give 
is  Not  Enough.” 

37.  The  regional  conference  of  the  Seventh 
and  Eighth  District  Branches,  in  Buffalo  on 
June  2.  The  subject  was  “The  Nuts  and  Bolts 
of  Medicare.” 

38.  A meeting  of  the  board  of  directors  of 
the  Empire  State  Medical,  Scientific  and  Edu- 
cational Foundation,  in  New  York  City  on  the 
afternoon  of  June  8.  Reports  of  various  scien- 
tific projects  were  presented.  This  was  one  of 
the  finest  meetings  of  this  group  that  we  have 
attended. 

It  was  announced  that  the  financial  condition 
of  the  Foundation  is  such  that  it  can  afford  to 
return  to  the  MSSNY  the  sum  of  $2,500  as  part 
amortization  of  the  original  loan  of  $10,000. 
This  leaves  a balance  of  only  $2,500. 

39.  A meeting  of  the  Commission  on  Public 
Health  and  Education,  in  Albany  on  June  15. 
This  conference  was  in  keeping  with  the  prec- 
edent established  by  the  late  James  Greenough. 
Again,  it  was  a very  fine,  informative  session, 
attended  by  most  of  the  chairmen  of  the  various 
committees  which  constitute  the  commission. 

40.  A meeting  with  the  Commissioner  of 
Health  of  the  State  of  New  York,  to  discuss 
Title  19,  in  Albany,  during  the  late  afternoon 
of  June  15. 

41.  A meeting  of  the  Special  Committee 
and  the  Governor’s  Interdepartmental  Task 
Force,  to  discuss  physicians’  fees,  in  Albany, 
during  the  morning  of  June  16. 

42.  A special  meeting  of  the  Westchester 
County  Medical  Society,  in  White  Plains  on 
the  evening  of  June  21.  Waring  Willis,  Mr. 
Martin,  your  executive  vice-president,  and 
others  talked  about  Titles  18  and  19.  We  re- 
ceived a “royal  welcome.”  Westchester’s  hos- 
pitality was  superb. 

43.  A seminar  on  Medicare  Regulations, 
conducted  by  the  American  Medical  Associa- 
tion, in  Chicago  on  June  25. 

44.  The  115  annual  convention  of  the  Amer- 
ican Medical  Association,  in  Chicago,  June 


25  to  30.  A report  of  the  activities  of  the  New 
York  delegation  were  submitted  to  all  concerned. 

We  should  repeat  that  the  AMA  Board  of 
Trustees  recommended  an  increase  of  $25  in 
annual  dues,  from  $45  to  $70.  The  New  York 
delegation  spoke  against  this  at  the  reference 
committee  hearing,  and  voted,  as  a unit,  against 
the  reference  committee  report  to  approve  the  in- 
crease. The  final  vote  was  168  for  and  46  against. 

45.  A meeting  with  the  State  Commissioners 
of  Health  and  Social  Welfare  and  members  from 
the  Seventh  and  Eighth  District  Branches,  in 
Albany  on  July  8.  Again,  the  only  topic  dis- 
cussed was  Medicaid. 

46.  A conference  with  Walter  Wolman, 
Ph.D.,  secretary  of  the  AMA  Council  on  Mental 
Health,  in  New  York  City  on  July  12.  We 
talked  about  the  forthcoming  Conference  on 
Misuse  and  Abuse  of  Narcotics,  which  is  to  be 
held  in  New  York  City  during  the  early  part 
of  1967.  We  have  offered  to  cooperate  with 
the  AMA  in  this  endeavor. 

47.  The  annual  outing  of  the  Medical  So- 
cieties of  the  Counties  of  Oneida,  Herkimer, 
Madison,  and  Chenango,  in  Utica  on  July  14. 
Your  president  and  executive  vice-president 
talked  about  the  “State  of  the  MSSNY”  and 
later  conducted  a question-and-answer  period. 

48.  A meeting  called  by  Matthew  Brody, 
M.D.,  chairman  of  our  Committee  on  Mental 
Hygiene,  to  consult  with  officials  of  the 
United  States  government  concerning  an  ex- 
tension of  the  Kings  County  psychiatric  pro- 
gram for  general  practitioners  to  other  parts  of 
the  State,  in  Brooklyn  on  July  27. 

49.  Your  executive  vice-president  attended 
the  swearing-in  ceremony  of  the  deputy  admin- 
istrator of  Health  Services  Administration  of 
the  City  of  New  York,  at  City  Hall  on  August  1. 

50.  The  annual  outing  of  the  medical  staff 
of  the  Amot-Ogden  Memorial  Hospital,  at 
Keuka  Lake — near  Elmira — on  August  3.  Our 
president  was  also  present  at  this  yearly  event. 

51 . A meeting  with  our  legislative  consultant 
and  the  State  Commissioner  of  Health,  in 
Albany  on  August  25. 

52.  A meeting  of  the  AMA  Committee  on 
Quackery,  in  Chicago  on  September  7. 

53.  The  annual  meeting  of  the  Fifth  and 
Sixth  District  Branches  at  the  Thousand  Island 
Club,  Alexandria  Bay,  on  September  9 and  10. 

54.  A meeting  of  the  board  of  directors  of 
the  New  York  State  Association  of  Professions, 
in  New  York  City  on  September  12. 

55.  A meeting  of  the  Negotiating  Committee 
(now  the  Medical  Advisory  Committee)  at 
the  State  Department  of  Health  headquarters, 
in  Albany  on  September  16.  The  Commissioner 
of  Health  presided.  The  purpose  of  this  con- 
ference was  to  discuss  programs  to  be  presented 
to  the  new  State  Interdepartmental  Committee 
on  Health  Economics.  This  latter  committee 
has  been  assigned  to  the  job  started  by  the 
State  Interdepartmental  Task  Force,  which 
recommended  the  recently  announced  interim 
fee  schedule  for  physicians. 

56.  The  annual  fall  conference  of  the 
Woman’s  Auxiliary  to  the  MSSNY,  in  Buffalo 
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on  September  18  and  19.  Your  executive  vice- 
president  talked  to  the  women  on  several  oc- 
casions, and  also  participated  in  a workshop 
discussion  of  Medicare-Medicaid. 

57.  Your  executive  vice-president  travelled 
to  Olean  to  address  the  members  of  the  Cat- 
taraugus County  Medical  Society  and  others, 
on  September  20.  Naturally,  he  discussed 
Medicaid. 

58.  Meetings  of  the  Executive  Committee 
and  Council,  in  Syracuse,  September  22  and  23. 
(During  the  period  that  we  have  been  associated 
closely  with  the  MSSNY,  these  meetings  have 
always  been  held  in  New  York  City.)  The 
presidents  and  executive  secretaries  of  county 
medical  societies  in  the  area  were  invited  to  be 
present  at  the  Council  meeting  to  see  it  “in 
action.” 

59.  The  1966  fall  conference  of  the  Woman’s 
Auxiliary  to  the  American  Medical  Association, 
in  Chicago  on  October  3.  Your  executive  vice- 
president  talked  about  “Title  19  in  the  State 
of  New  York.”  Other  speakers  were  Ellen 
Winston,  Ph.D.,  Commissioner,  Welfare  Ad- 
ministration, HEW;  Charles  Hudson,  M.D., 
president  of  the  American  Medical  Association; 
and  Howard  Hassard,  executive  director  of  the 
California  Medical  Association. 

60.  A meeting  of  the  AMA  Committee  on 
Quackery,  in  Chicago  on  October  5. 

61.  A seminar  on  Chiropractic  Legislation, 
sponsored  by  the  AMA  Committee  on  Quackery 
and  the  AMA  Department  of  Investigation,  in 
Chicago  on  October  6. 

62.  The  Third  National  Congress  on  Medical 
Quackery,  sponsored  by  the  AMA  and  the 
National  Health  Council,  in  Chicago  on  October 
7 and  8.  Your  executive  vice-president  was 
asked  to  summarize  the  day-and-a-half  meeting 
just  before  adjournment — “Quackery  in  Re- 
view.” 

63.  We  met  with  officers  of  the  Americana, 
in  New  York  City  on  October  11,  to  review  the 
1966  Convention  and  to  plan  for  the  one  in  1967. 

64.  We  travelled  to  Syracuse  to  attend  the 
funeral  services  for  Leo  E.  Gibson,  on  October 
12  and  13. 

65.  A dinner  preceding  the  inaugural  meet- 
ing of  the  Medical  Society  of  the  County  of 
Kings,  in  Brooklyn,  on  October  18.  Lawrence 
Ames,  M.D.,  the  president,  delivered  an  address. 

66.  A meeting  with  Walter  Wolman,  Ph.D., 
secretary  of  the  AMA  Council  on  Mental  Health 
in  New  York  City  on  October  24,  to  review  again 
the  plans  for  the  New  York  meeting  on  Narcotic 
Abuse. 

67.  The  President’s  Dinner  of  the  Medical 
Society  of  the  County  of  New  York,  in  Man- 
hattan on  October  27. 

68.  The  dinner-dance  in  honor  of  the  re- 
tiring president  of  the  Medical  Society  of  the 
County  of  Kings,  in  Brooklyn  on  October  29. 

69.  The  President’s  Dinner-Dance  of  the 
Bronx  County  Medical  Society,  in  The  Bronx 
on  November  5. 

70.  Your  executive  vice-president  was  in 
Montgomery,  Alabama,  on  November  8,  to 
talk  at  a special  session  of  the  “College  of 


Counsellors  and  House  of  Delegates.”  The 
subject  was  “The  New  York  Story  About 
Medicaid.”  About  350  physicians  attended.  In 
keeping  with  the  tradition  of  the  South,  we  were 
received  royally.  The  hospitality  was  grand. 

Incidentally,  during  the  meeting,  the  Alabama 
dues  were  increased  from  $45  to  $70  per  year. 

ACKNOWLEDGMENTS.  As  we  have  done 
so  often,  we  express  our  gratitude  to  those  who 
have  contributed  much  to  the  Medical  Society 
and  who  have  made  possible  any  accomplish- 
ments that  have  occurred. 

Of  course,  we  refer  to  the  officers,  the  council- 
lors, the  trustees,  the  chairmen  and  members 
of  committees,  our  physicians  throughout  the 
State,  and  the  members  of  our  staff  whose  assist- 
ance and  dedication  have  been  of  such  great 
inestimable  value  to  us. 

We  are  grateful  for  the  fine  hospitality  that 
has  been  afforded  us  in  all  the  areas  of  the  State 
which  we  have  visited. 

Respectfully  submitted, 
Henry  I.  Fineberg,  M.D. 
Executive  Vice-President 

Executive  Vice-President  (Supplementary) 

To  the  House  of  Delegates,  Gentlemen: 

This  communication  is  an  addendum  to  our 
annual  report,  which  was  published  in  the 
January  1 issue  of  the  Journal. 

Staff  Organization.  Attached  is  a new 
Table  of  Organization  (T.O.)  of  the  staff  of  the 
Medical  Society  of  the  State  of  New  York 
(see  page  1514). 

At  present,  the  divisions  and  administrative 
heads  are: 

Administration:  Henry  I.  Fineberg,  M.D., 

executive  vice-president 
J.  Richard  Burns,  Esq.,  assistant  executive 
vice-president 

George  W.  Forrest,  Jr.,  assistant  to  the  ex- 
ecutive vice-president 
Doris  K.  Dougherty,  executive  assistant 
Scientific  Activities:  Norman  S.  Moore, 

M.D.,  director 

Scientific  Publications:  William  Hammond, 
M.D.,  director 

Alvina  Rich  Lewis,  managing  editor 
Standards  of  Medical  Care:  Samuel  Z.  Freed- 
man, M.D.,  director 

Communications:  Guy  D.  Beaumont,  direc- 
tor 

Industrial  Health  and  Workmen's  Compensa- 
tion: Robert  Katz,  M.D.,  director 
Medical  Care  Insurance:  George  P.  Farrell, 
director 

Business:  J.  Richard  Burns,  Esq.,  director 
Recently,  in  accordance  with  a procedure 
established  about  three  years  ago,  we  are  re- 
emphasizing that  the  division  heads  of  our 
organization  and  department  supervisors  must 
maintain  a very  active  interest  in  the  work  of 
the  committees.  In  other  words,  it  is  essential 
that  there  be  definite  participation  of  the  staff 
in  all  commission  and  committee  activities. 

We  are  assigning  our  eight  divisions  to  com- 
mittees, as  follows: 
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ASSISTANT 

EXECUTIVE  VICE-PRESIDENT 
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Administration:  Assistant  Executive  Vice- 

President — Constitution  and  Bylaws  (Council 
and  House),  Judicial  Council,  Ad  Hoc  Com- 
mittee to  Study  Revision  of  the  Education 
Law,  Malpractice  Insurance  and  Defense 
Board,  Ad  Hoc  Committee  for  Our  Own  Build- 
ing. 

Assistant  to  the  Executive  Vice-President — 
New  York  State  Association  of  Professions, 
Convention — Dinner  Subcommittee  and  Guest 
Reception. 

Executive  Assistant — Council,  Board  of 
Trustees,  Executive  Committee  of  Council, 
AMA  Delegation,  Nominating  Committee, 
House  of  Delegates. 

Scientific  Activities:  Commission  on  Public 

Health  and  Education,  Liaison  Committee 
with  the  National  Aeronautics  and  Space  Ad- 
ministration, District  Branches,  Ad  Hoc  Ad- 
visory Committee  to  the  New  York  State 
Public  High  School  Athletic  Association,  Ar- 
chives and  History,  Ad  Hoc  Committee  on 
Osteopathy,  Convention — Scientific  Motion  Pic- 
tures, Scientific  Exhibits,  Scientific  Program, 
and  Scientific  Awards. 

Scientific  Publications:  Publication  Com- 

mittee. 

Standards  of  Medical  Care:  Commission  on 
Standards  of  Medical  Care,  Advisory  Committee 
to  New  York  State  Interdepartmental  Com- 
mittee on  Health  Economics. 

Communications:  Commission  on  Public  and 
Professional  Affairs,  Medicine  and  Religion. 

Industrial  Health  and  Workmen's  Compensa- 
tion: Industrial  Health,  Workmen’s  Compensa- 
tion, Labor  Health  Facilities. 

Medical  Care  Insurance:  Economics,  Medical 
Care  Insurance,  Liaison  with  U.S.  Veterans 
Administration. 

Business:  Budget  and  Finance,  Conven- 

tion— Technical  Exhibits. 

Should  a committee  chairman  require  secre- 
tarial help  or  any  other  type  of  assistance,  he 
should  consult  the  division  director  concerned. 

Also,  we  expect  to  have  a stenotypist  avail- 
able in  the  near  future. 

Administration  Analysis.  Six  years  ago — 
during  the  administration  of  Dr.  Norman 
Moore — Mr.  Diedrich  K.  Willers  of  Cornell 
University  conducted  a “salary  administration 
study”  and  issued  what  has  since  been  known 
as  the  “Willers  Report.”  He  analyzed  our 
situation,  and  he  established  a job  classification 
and  salary  program  for  our  personnel.  Also, 
there  were  proposals  concerning  other  pertinent 
matters.  Many  of  his  recommendations  were 
followed  and  are  still  in  effect. 

However,  because  the  business  world  is 
changing  continually — because  the  momentum 
of  modern  living  is  ever  increasing — a number 
of  Mr.  Willers’  concepts  have  become  obsoles- 
cent. 

Therefore,  we  feel  that  our  organization 
requires  a reappraisal — another  analysis — a 
“new  look.”  It  is  our  intention  to  have  this 
work  done  during  the  coming  year.  We  must 
move  forward!  We  cannot  maintain  a status 
quo  during  these  trying  times. 


Dues  Increase.  Again,  we  must  make  a 
plea  that  the  dues  be  increased.  The  budget 
estimate  for  1967  tells  only  part  of  the  story. 

In  our  annual  report,  we  had  this  to  say: 

. . . much  to  our  distress,  the  estimate  for  1967  is 
not  a rosy  one.  The  savings,  which  we  have  men- 
tioned above  (in  1966),  will  not  recur.  We  will 
require  additional  funds  to  set  up  new  departments 
visualized  some  time  ago.  Our  employes’  benefit 
program  will  demand  $45,000  a year;  salary  in- 
creases will  amount  to  about  $40,000;  more  money 
must  be  appropriated  for  the  very  important  Com- 
mission on  Standards  of  Medical  Care;  we  hope  to 
establish  a Department  of  Medical  Information,  a 
new  central  filing  system,  a larger  and  better  Special 
Services  Department  (in  the  latter  will  be  included 
a stenotypist  branch).  There  will  be  increases  in 
the  costs  of  printing,  travel.  Medical  Directory  pub- 
lication, the  annual  convention,  regional  conferences, 
legislative  newsletter,  the  Council,  legal  affairs, 
and  others. 

If  we  are  to  maintain  proper  technics,  we  must 
increase  our  income.  We  must  stress  the  fact  that, 
although  we  are  considered  first  and  foremost  to 
be  a voluntary  health  agency,  we  must  compete 
with  organizations  in  the  field  of  commerce.  There- 
fore, a raise  in  dues,  at  least  for  1968,  is  essential. 
The  AMA,  state  societies  everywhere,  and  our  own 
county  medical  societies  have  seen  this  “light”  and 
have  acted  accordingly. 

If  we  expect  to  keep  up  with  the  rapid  pace  of 
modern  living,  if  we  are  to  bring  to  the  foreground 
better  communications,  if  we  are  to  work  towards 
a more  wholesome  effect  on  equitable  legislation, 
if  we  are  to  guarantee  to  every  individual  the  highest 
type  of  medical  care  at  our  command,  if  we  are  to 
maintain  our  lofty  ideas  and  our  high  position  in 
the  “scheme  of  things,”  if  we  are  to  do  the  type  of 
"job”  that  we  can  and  should  do,  we  must  have 
the  wherewithal  to  make  these  dreams  come  true. 
These  are  still  the  facts. 

Additional  data  are  in  order:  We  need  a 

Bureau  of  Research  and  Planning  (approved  by 
the  House  of  Delegates  in  1966 — please  see 
pages  1390,  1524,  and  1555,  June  1,  1966, 
issue  of  the  Journal).  If  taxes — Federal, 
State,  and  city — are  increased,  as  projected, 
there  will  have  to  be  additional  salary  incre- 
ments. Lately,  there  has  been  a great  outcry 
for  much  better  communications  to  the  folks 
out  in  the  “hinterlands”  and  elsewhere.  Per- 
haps, these  “bursts  of  emotion”  come  from  a 
minority — statistically  speaking — but  the  ap- 
peals of  these  people  should  be  heeded!  We 
intend  to  provide  the  best  possible  means  of 
spreading  current,  important  news  throughout 
the  State  (this  will  require  money);  and  if, 
then,  our  constituents  are  ill-informed  it  will 
be  because  they  do  not  read. 

We  stand  ready  to  “present  our  case”  for 
an  increase  in  revenue  to  the  appropriate  ref- 
erence committee! 

Employees  Retirement.  A brochure, 
“Employees  Retirement  Plan,”  has  been  com- 
pleted and  has  been  distributed. 

The  preface  reads  as  follows: 

To  all  Eligible  Employees: 

For  some  time  the  Society  has  given  careful  con- 
sideration and  study  to  the  adoption  of  a retire- 
ment plan  that  will  help  you  attain  a greater  degree 
of  security  and  financial  independence  after  you 
retire. 
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Various  types  of  retirement  plans  were  analyzed 
in  our  effort  to  bring  forth  one  that  would  meet  all 
our  objectives.  Our  belief  is  that  the  plan  should 
allow  each  person  to  contribute  to  his  own  future 
security  and  that  the  Society  should  share  the  cost. 
Therefore,  we  have  adopted  a contributory  re- 
tirement plan.  The  retirement  income  provided 
by  the  plan  will  be  in  addition  to  the  income  which 
you  will  receive  under  the  Federal  Social  Security 
Act — the  cost  of  which  the  Society  also  shares  with 
you. 

The  amount  of  your  retirement  benefit  will,  of 
course,  vary  according  to  the  length  of  your  employ- 
ment with  the  Society,  your  period  of  participation 
in  the  plan,  and  your  average  monthly  salary  during 
the  five  consecutive  years  of  the  last  ten  years  of 
your  employment  in  which  such  average  monthly 
salary  was  highest. 

It  is  with  pleasure  that  we  present  to  you  this 
booklet  which  summarizes  the  highlights  of  the 
Medical  Society  of  the  State  of  New  York  Employees 
Retirement  Plan.  As  you  can  appreciate,  it  is  not 
possible  to  explain  in  the  highlights  every  detail— 
or  use  exact  language — of  the  plan.  Consequently, 
we  want  to  caution  you  that  a complete  determina- 
tion of  your  rights  under  the  plan  is  governed  only 
by  the  complete  official  text  of  the  plan. 

Please  read  this  booklet  and  keep  it  for  future 
reference. 

Most  of  you  know  that,  as  the  years  go  on, 
the  “fringe  benefits”  grow  in  importance. 

Board  of  Medical  Examiners.  Our  fine 
relationship  with  Donald  C.  Walker,  M.D., 
secretary  of  the  Board  of  Medical  Examiners, 
continues.  He  keeps  us  informed  of  important 
matters.  His  latest  communication  is  interest- 
ing: 

In  keeping  with  my  policy  of  attempting  to  inform 
the  State  Medical  Society  of  changes  or  possible 
changes  of  any  importance  in  statutes,  regulations, 
or  policy  of  this  department  I want  to  tell  you 
about  three  matters  which  may  be  of  interest. 

The  Education  Department  will  support  a legis- 
lative proposal  to  extend  the  registration  period 
in  the  licensed  professions  to  five  years.  The  fee 
will  remain  the  same  ($15  for  two  years  as  now  or 
$37.50  for  five  years).  There  will  be  provided 
proportionate  reimbursement  in  the  case  of  a physi- 
cian who  dies  or  moves  out  of  the  State  during  the 
first  part  of  the  five-year  period. 

It  is  hoped  that  this  proposal,  if  adopted,  will  speed 
up  registration  because  the  dates  of  registration  of 
the  various  professions  would  be  staggered  over 
relatively  long  periods  of  time,  thus  contributing  to 
a more  even  workload.  It  is  expected  that  the  cost 
will  be  at  least  maintained  at  its  present  level  and 
perhaps  actually  lessened.  This  would  make  any 
increase  in  the  registration  fee  in  the  near  future  less 
likely.  Changes  in  address  will  still  be  required 
of  all  registrants. 

As  I mentioned  to  you  previously  there  is  a possi- 
bility of  a change  in  the  format  and  distribution  of 
the  “roster”  or  Bulletin  of  Physicians.  The  tenta- 
tive plan  is  to  provide  an  inexpensive  list  of  all 
registered  physicians.  This  list  would  be  sent  to 
interested  parties  on  request  and  would  be  sent 
routinely  to  such  groups  as  county  and  state  medical 
societies,  hospitals,  health  departments,  other  state 
departments,  et  cetera,  at  the  discretion  of  the 
Commissioner.  The  saving  would  be  considerable 
and  would  again  help  to  make  any  increase  in  regis- 
tration fee  less  likely. 

Up  to  the  present  certain  foreign  medical  grad- 
uates have  been  required  to  complete  three  or  four 


years  of  approved  hospital  training  in  the  United 
States  or  Canada  before  they  could  be  declared 
eligible  for  admission  to  the  N.Y.S.  medical  licensing 
examination.  This  requirement  was  modified  by 
the  Board  of  Regents  at  its  November  18  meeting. 
As  a result,  at  present,  graduates  of  most  of  the 
foreign  medical  schools  listed  in  the  World  Directory 
of  Medical  Schools  are  required,  before  they  can  be 
declared  eligible  for  admission  to  the  medical  licens- 
ing examination,  either  to  be  a citizen  of  the  United 
States  or  to  obtain  a declaration  of  intention  of 
becoming  one,  to  obtain  the  ECFMG  Standard 
Certificate  or  its  equivalent,  and  to  complete  one 
or  two  years  of  approved  hospital  training  in  the 
United  States  or  Canada  after  the  M.D.  degree  is 
obtained.  The  first  year  of  such  required  hospital 
training  should  consist  of  an  approved  rotating  or 
mixed  internship  or  approved  straight  internship 
or  residency  in  medicine,  surgery,  obstetrics  and 
gynecology,  or  pediatrics  or  the  equivalent. 

American  Medical  Association.  Here  are 
a number  of  opinions  adopted  by  the  Judicial 
Council  of  the  AMA.  We  know  that  they  will 
be  of  interest  to  you. 

I.  Charging  Penalty  for  Overdue  Accounts:  Since 

the  practice  of  medicine  is  a profession  and  not  a 
business,  the  practices  adopted  by  businesses  are 
not  necessarily  suitable  for  professional  practice. 

It  is  not  in  the  best  interest  of  the  public  or  the 
profession  to  charge  interest  on  an  unpaid  bill  or 
note  or  to  charge  a penalty  on  fees  for  professional 
services  not  paid  within  a prescribed  period  of  time 
nor  is  it  proper  to  charge  a patient  a flat  collection 
fee  if  it  becomes  necessary  to  refer  the  account  to 
to  an  agency  for  collection. 

II.  Use  of  Terms  “Ethical”  and  “Unethical":  The 

Judicial  Council  has  been  asked  to  comment  on 
the  use  of  the  terms  “ethical”  and  "unethical”  as 
used  in  Opinions  and  Reports  of  the  Judicial  Council 
and  resolutions  of  the  House  of  Delegates  of  the 
American  Medical  Association. 

Historically,  the  term  “ethical”  has  been  used  in 
Opinions  and  Reports  of  the  Judicial  Council  and  in 
resolutions  adopted  by  the  House  of  Delegates  to 
refer  to  matters  involving  (1)  moral  principles  or 
practices,  (2)  customs  and  usages  of  the  medical 
profession,  and  (3)  matters  of  policy  not  necessarily 
involving  issues  of  morality  in  the  practice  of  medi- 
cine. The  term  “unethical”  lias  been  used  to  refer 
to  conduct  which  fails  to  conform  to  these  pro- 
fessional standards,  customs  and  usages,  or  policies, 
as  interpreted  by  the  American  Medical  Association. 

Unethical  conduct  involving  moral  principles , 
values,  and  duties  calls  for  disciplinary  action  such  as 
censure,  suspension,  or  expulsion  from  medical  society 
membership.  Failure  to  conform  to  the  customs 
and  usages  of  the  medical  profession  may  call  for 
disciplinary  action  depending  on  the  particular 
circumstances  involved,  local  attitudes,  and  howT  the 
conduct  hi  question  may  reflect  on  the  dignity  of 
and  respect  for  the  medical  profession. 

In  matters  strictly  of  a policy  nature,  a physician 
who  disagrees  with  the  position  of  the  American 
Medical  Association  is  entitled  to  freedom  and  pro- 
tection in  his  point  of  view. 

~ Unethical  conduct  may  also  be  unlawful 
conduct.  Conversely,  conduct  which  is  re- 
quired by  law  should  not  be  construed  as  un- 
ethical conduct.  Pronouncements  relating 
to  ethical  conduct  are  subject  to  these  con- 
ditions. _ 

Report  of  Reference  Committee  on  Amendments 
to  Constitution  and  Bylaws — Report  C of  the 
Judicial  Council — Use  of  Terms  “Ethical”  and 
“Unethical”:  Your  reference  committee  heard 
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considerable  discussion  on  this  report  particularly 
with  respect  to  its  last  paragraph.  Members  of 
the  Judicial  Council  were  present,  took  part  in  the 
hearings  and  observed  that  the  sense  of  the  last 
paragraph  of  this  report  was  misconstrued  by  several 
members  of  the  Association.  In  order  to  prevent 
any  misunderstanding,  the  Judicial  Council  unani- 
mously agreed  to  amend  its  report  by  deleting 
the  final  paragraph.  This  action  was  communi- 
cated to  the  reference  committee  by  the  chairman 
of  the  Judicial  Council  prior  to  the  preparation  of 
this  report.  The  reference  committee  held  full 
and  complete  discussion  of  all  portions  of  Report  C 
including  the  final  paragraph,  prior  to  its  deletion 
and  moves  the  adoption  of  supplemental  report  C 
of  the  Judicial  Council  as  amended  by  deletion  of 
the  final  paragraph. 

III.  Associations  Between  Doctors  of  Medicine 
and  Optometrists: 

Q.  May  optometrists  be  employed  as  ancillary 
personnel  to  assist  ophthalmologists? 

A.  It  is  not  unethical  for  an  ophthalmologist 
to  employ  an  optometrist  as  ancillary  personnel 
to  assist  him  provided  the  optometrist  is  identified 
to  patients  as  an  optometrist  and  not  as  a doctor 
of  medicine.  The  ophthalmologist  has  an  ethical 
responsibility  to  take  affirmative  measures  to 
make  sure  that  patients  will  not  be  given  the 
impression  that  the  optometrist  is  also  a doctor 
of  medicine. 

Q.  May  a physician  teach  in  a school  of  oiv 
tometry? 

A.  Since  optometry  is  not  a cult,  physicians 
may,  in  accord  with  the  provisions  of  resolution 
107  adopted  in  June,  1966,  by  the  House  of 
Delegates,  teach  in  recognized  schools  of  optom- 
etry for  the  purpose  of  improving  the  quality  of 
optometric  education.  The  scope  of  this  teaching 
may  embrace  subjects  within  the  legitimate  scope 
of  optometry  which  are  designed  to  prepare 
students  to  engage  in  optometry  within  the  limits 
prescribed  by  law. 

IV.  Ethical  Guidelines  for  Clinical  Investigation: 
At  the  1966  annual  convention  of  its  House  of  Dele- 
gates, the  American  Medical  Association  endorsed 
the  ethical  principles  set  forth  in  the  1964  Declara- 
tion of  Helsinki  of  the  World  Medical  Association 
concerning  human  experimentation.  These  prin- 
ciples conform  to  the  express  fundamental  concepts 
already  embodied  in  the  Principles  of  Medical 
Ethics  of  the  American  Medical  Association. 

The  following  guidelines,  enlarging  on  these  funda- 
mental concepts,  are  intended  to  aid  physicians  in 
fulfilling  their  ethical  responsibilities  when  they 
engage  in  the  clinical  investigation  of  new  drugs 
and  procedures. 

1.  A physician  may  participate  in  clinical  in- 
vestigation only  to  the  extent  that  his  activities 
are  a part  of  a systematic  program  competently 
designed,  under  accepted  standards  of  scientific 
research,  to  produce  data  which  is  scientifically 
valid  and  significant. 

2.  In  conducting  clinical  investigation,  the  in- 
vestigator should  demonstrate  the  same  concern 
and  caution  for  the  welfare,  safety,  and  comfort  of 
the  person  involved  as  is  required  of  a physician  who 
is  furnishing  medical  care  to  a patient  independent 
of  any  clinical  investigation. 

3.  In  clinical  investigation  primarily  for  treat- 
ment— 

A.  The  physician  must  recognize  that  the 
physician-patient  relationship  exists  and  that  he 
is  expected  to  exercise  his  professional  judgment 
and  skill  in  the  best  interest  of  the  patient. 

B.  Voluntary  consent  must  be  obtained  from 
the  patient,  or  from  his  legally  authorized  rep- 


resentative if  the  patient  lacks  the  capacity  to 
consent,  following:  (a)  disclosure  that  the  phy- 

sician intends  to  use  an  investigational  drug  or 
experimental  procedure,  (b)  a reasonable  explana- 
tion of  the  nature  of  the  drug  or  procedure  to  be 
used,  risks  to  be  expected,  and  possible  thera- 
peutic benefits,  (c)  an  offer  to  answer  any  inquiries 
concerning  the  drug  or  procedure,  and  (d)  a 
disclosure  of  alternative  drugs  or  procedures  that 
may  be  available. 

i.  In  exceptional  circumstances  and  to  the 
extent  that  disclosure  of  information  concerning 
the  nature  of  the  drug  or  experimental  pro- 
cedure or  risks  would  be  expected  to  materially 
affect  the  health  of  the  patient  and  would  be 
detrimental  to  his  best  interests,  such  informa- 
tion may  be  withheld  from  the  patient.  In 
such  circumstances  such  information  shall  be 
disclosed  to  a responsible  relative  or  friend  of 
the  patient  where  possible. 

ii.  Ordinarily,  consent  should  be  in  writing, 
except  where  the  physician  deems  it  necessary 
to  rely  on  consent  in  other  than  written  form 
because  of  the  physical  or  emotional  state  of 
the  patient. 

Hi.  Where  emergency  treatment  is  necessary 
and  the  patient  is  incapable  of  giving  consent 
and  no  one  is  available  who  has  authority  to 
act  on  his  behalf,  consent  is  assumed. 

4.  In  clinical  investigation  primarily  for  the  ac- 
cumulation of  scientific  knowledge — 

A.  Adequate  safeguards  must  be  provided  for 
the  welfare,  safety,  and  comfort  of  the  subject. 

B.  Consent,  in  writing,  should  be  obtained 
from  the  subject,  or  from  his  legally  authorized 
representative  if  the  subject  lacks  the  capacity 
to  consent,  following:  (a)  a disclosure  of  the  fact 
that  an  investigational  drug  or  procedure  is  to 
be  used,  (6)  a reasonable  explanation  of  the 
nature  of  the  procedure  to  be  used  and  risks  to 
be  expected,  and  (c)  an  offer  to  answer  any  in- 
quiries concerning  the  drug  or  procedure. 

C.  Minors  or  mentally  incompetent  persons 
may  be  used  as  subjects  only  if: 

i.  The  nature  of  the  investigation  is  such 
that  mentally  competent  adults  would  not  be 
suitable  subjects. 

ii.  Consent,  in  writing,  is  given  by  a legally 
authorized  representative  of  the  subject  under 
circumstances  in  which  an  informed  and  prudent 
adult  would  reasonably  be  expected  to  volun- 
teer himself  or  his  child  as  a subject. 

D.  No  person  may  be  used  as  a subject  against 
his  will. 

V.  Laboratory  Services:  The  following  questions 

and  answers  are  provided  by  the  Judicial  Council 
in  response  to  inquiries  raised  by  a number  of 
medical  societies. 

Q.  A laboratory  is  owned  by  a physician  who 
spends  a small  portion  of  his  time  directing  and 
managing  its  financial  and  business  affairs.  The 
laboratory  work  is  performed  by  technicians 
and  directly  supervised  by  a medical  technologist 
with  little  or  no  participation  by  the  physician- 
owner.  The  physician’s  name  is  used  in  connec- 
tion with  the  laboratory  in  a manner  to  create  the 
appearance  that  it  is  owned,  operated,  and  super- 
vised by  a doctor  of  medicine.  Is  the  physician 
engaged  in  an  unethical  activity?  Would  it 
make  any  difference  if  he  were  not  the  owner, 
but  merely  received  compensation  for  his  time? 
Or  if  he  were  a partner  with  the  supervising 
technologist  or  participated  without  receiving 
any  compensation  or  share  of  the  profits? 

A.  In  each  of  the  situations  set  forth  above  the 
physician  would  be  guilty  of  deception  and  un- 
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ethical  conduct  in  misrepresenting  or  aiding  the 
misrepresentation  of  laboratory  services  per- 
formed and  supervised  by  a nonphysician,  as 
physician’s  services. 

Q.  A laboratory,  owned,  operated,  and  super- 
vised by  a nonphysician  in  accordance  with  state 
law,  performs  tests  exclusively  for  physicians  who 
receive  the  results  and  make  their  own  medical 
interpretations.  Is  it  permissible  for  physicians 
to  utilize  the  services  of  these  laboratories? 

A.  The  physician’s  ethical  responsibility  is  to 
provide  his  patients  with  high  quality  services. 
This  includes  services  which  he  performs  per- 
sonally and  those  which  he  delegates  to  others. 
A physician  should  not  utilize  the  services  of  any 
laboratory,  irrespective  of  whether  it  is  operated 
by  a physician  or  non  physician,  unless  he  has 
the  utmost  confidence  in  the  quality  of  its  services. 
He  must  always  assume  personal  responsibility 
for  the  best  interests  of  his  patients.  Medical 
judgment  based  on  inferior  laboratory  work  is 
likewise  inferior.  Medical  considerations,  not 
cost,  must  be  paramount  when  the  physician 
chooses  a laboratory.  The  physician  who  dis- 
regards quality  as  the  primary  criterion  or  who 
chooses  a laboratory  because  it  provides  him  with 
low  cost  laboratory  services  on  which  he  charges 
the  patient  a profit,  is  derelict  in  not  acting  in 
the  best  interests  of  his  patient.  However,  if 
reliable  quality  laboratory  services  are  available 
at  lower  cost,  the  patient  should  have  the  benefit 
of  the  savings.  As  a professional  man,  the 
physician  is  entitled  to  fair  compensation  for  his 
services.  He  is  not  engaged  in  a commercial 
enterprise  and  he  should  not  make  a markup, 
commission,  or  profit  on  the  services  rendered 
by  others. 

Unrelated  Business  Income.  We  keep 
stressing  the  problem  of  “unrelated  business 
income”  and  the  Internal  Revenue  Service — 
because,  in  the  future,  it  may  have  an  important 
effect  on  our  financial  status  and  budgetary 
requirements. 

Here  is  some  additional  information  and  the 
opinions  of  an  expert — John  Ellicott — from 
Washington,  D.C. 

Late  in  1963  in  the  course  of  a presentation  to  the 
New  York  University  Annual  Institute  on  Federal 
Taxation,  Mitchell  Rogovin,  then  assistant  to  the 
Commissioner  of  Internal  Revenue  Service,  had 
under  consideration  the  possible  administrative 
extension  of  the  1950  statute  taxing  the  income  of 
an  unrelated  business  (Sections  511-514  of  the 
Internal  Revenue  Code)  to  reach  “paid  advertising 
in  the  publications  of  exempt  organizations.”  Ad- 
vertising revenues  would  be  taxed  even  though  the 
publication,  as  a whole,  was  an  integral  part  of  the 
trade  association’s  tax-exempt  activities. 

This  brought  to  the  surface  the  controversy,  which 
had  been  brewing  for  some  time  in  the  Service  and 
in  the  Treasury  Department,  both  of  which  had 
been  under  the  strong  pressure  from  some  segments 
in  the  business  publications  field  to  make  admin- 
istrative interpretations  which  would  subject 
association  publication  advertising  to  tax.  Some 
extreme  elements  urged  the  Service  to  go  even 
further  and  tax  the  entire  publication  if  it  carried 
advertising. 

Understandably  the  Treasury  was  hesitant.  What- 
ever the  intrinsic  merits  of  imposing  a tax  on  pub- 
lication advertising,  doing  so  by  ruling  or  regulation 
would  certainly  be  challenged  as  improper  admin- 
istrative legislation.  The  1950  statute  does  not 
lend  itself  to  this  novel  interpretation.  It  taxes 


the  net  income  of  an  unrelated  business  carried  on 
by  an  exempt  organization,  not  every  kind  of 
allegedly  unrelated  income  received  by  such  an 
organization.  Carving  out  publication  advertising 
as  a separate  “business”  distinct  from  the  publica- 
tion itself  would  be  an  unrealistic  and  unjustified 
interpretation  of  the  law.  Legislative  history  to 
support  this  interpretation  is  lacking. 

The  existing  regulations  under  Sections  511-514 
of  the  Code,  dating  from  1952,  cannot  be  reconciled 
with  the  view  that  publication  advertising  revenues 
are  severable  and  taxable  apart  from  the  publication 
itself.  Examples  in  the  regulations  (taken  directly 
from  the  Congressional  Committee  Report  on  the 
1950  legislation)  refer  to  such  activities  as  university 
presses,  football  games,  and  college  farms  as  re- 
lated businesses  not  subject  to  tax  in  any  respect 
despite  the  fact  that  each  of  these  activities  has  its 
income  aspects:  revenues  from  publication  sales, 

ticket  sales,  and  farm  produce.  As  early  as  1956, 
in  a private  ruling,  the  Revenue  Service  has  held 
flatly  that  an  exempt  organization’s  publication  must 
be  viewed  as  a whole — advertising  could  not  be 
separately  taxed  since  it  was  an  inseparable  part  of 
the  publication. 

Despite  these  considerations  the  pressure  for 
somehow  taxing  exempt  organization  publication  ad- 
vertising through  administrative  reinterpretation  of 
the  tax  on  income  of  unrelated  businesses  persisted. 
Late  in  1964  it  appeared  that  the  Treasury  Depart- 
ment was  on  the  brink  of  issuing  a ruling  or  regula- 
tion which  would  have  this  effect.  Representative 
Curtis  introduced  legislation  to  bar  this  result. 

The  controversy  died  down,  but  only  temporarily. 
Earlier  this  year  one  zealous  local  office  of  the  Internal 
Revenue  Service  actually  asserted  an  unrelated 
business  tax  deficiency  against  a prominent  exempt 
organization  publication  carrying  advertising.  The 
issue  was  about  to  go  to  trial  in  the  tax  court  when 
Washington  called  off  the  trial  as  premature  pending 
an  over-all  policy  determination. 

If  any  change  is  to  be  made  in  the  tax  treatment 
of  publication  advertising  the  body  to  weigh  this 
problem  is  Congress.  One  important  threshold 
question  which  Congress  will  have  to  resolve  if  it 
takes  up  this  matter  is  whether  publication  advertis- 
ing really  is  unrelated  to  the  tax-exempt  activities 
of  an  association.  Advertising  contributes  to  reader- 
ship  and  publication  sales,  thereby  helping  the 
association  to  get  its  editorial  and  informational 
message  to  the  community  it  serves.  The  content 
of  much  trade  association  publication  advertising 
relates  directly  to  the  interests  of  the  membership. 

Another  vital  issue  is  what  deductions  would  be 
allowed  if  Congress  were  to  levy  a tax  on  publication 
advertising.  There  seems  to  be  a recognition  in 
Government  circles  that  it  would  be  inequitable  to 
limit  deductions  to  a narrow  categoiy  of  advertising 
expenses,  since  obviously  publication  advertising 
cannot  stand  on  its  own  feet  and  becomes  feasible 
only  because  the  publication  as  a whole  exists. 
A somewhat  less  restricted  concept  of  deductible 
costs  would  allow  all  publication  expenses  in  excess 
of  subscriptions  and  other  sales  income.  In  most 
cases,  however,  this  would  be  the  same  as  taxing 
the  net  income  of  the  entire  publication,  a result 
inconsistent  with  the  related  character  of  the  pub- 
lication. A third  alternative  would  be  to  tax  only 
the  excess  of  advertising  revenues  over  all  publics- , 
tion  expenses.  Even  here,  however,  it  would 
be  necessary  to  except  advertising  which  itself  is 
related  to  the  association’s  tax-exempt  purposes. 
Miscellaneous. 

1.  The  Empire  State  Medical,  Scientific 
and  Educational  Foundation  Inc.  has  “erased” 
its  indebtedness  to  the  MSSNY.  At  the 
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Council  meeting  on  January  26,  a check  for 
$2,500 — last  payment — was  presented  to  our 
president.  The  original  loan  was  $10,000. 

2.  Thus  far,  the  income  from  the  sales  of 
the  Directory  to  “outside”  organizations 
amounts  to  $62,377.50.  This  is  an  improve- 
ment over  previous  years. 

3.  We  have  been  notified  by  the  counsel 
to  the  Medical  Society  of  the  County  of  Queens 
that,  in  the  matter  of  the  Kurk  case,  the  de- 
cision of  the  Appellate  Division  was  upheld  by 
the  New  York  Court  of  Appeals.  You  will 
remember  that  the  Appellate  Division  unani- 
mously reversed  the  opinion  of  the  Justice 
of  the  Supreme  Court  in  Queens  County,  who 
ruled  that  a DO-MD  should  be  accepted  into 
membership  in  the  Medical  Society  of  the 
County  of  Queens. 

This  is  a significant  victory.  The  MSSNY 
acted  as  amicus  curiae  in  this  case — and 
financed  part  of  the  “fight.” 

Obituary.  It  is  with  a very  sad  heart  that 
we  must  announce  the  passing  of  E.  Dean 
Babbage,  M.D.,  speaker  of  the  House  of 
Delegates,  on  December  15,  1966.  Dean  was 
a kind,  dignified,  and  dedicated  doctor  of  medi- 
cine— too  young  to  be  called  away.  He  con- 
tributed much  to  the  medical  profession — and 
to  “extracurricular”  activities — on  local,  State, 
and  national  levels. 

Meetings.  Since  our  annual  report  was 
submitted,  we  have  attended  these  out-of-the 
ordinary  meetings  and  events  (we  list  them 
merely  to  show  the  variety  of  activities  in 
which  we  participate): 

1.  A regularly  stated  meeting  of  the  Bronx 
County  Medical  Society,  in  The  Bronx,  on 
November  16.  Your  president,  president-elect, 
and  executive  vice-president  talked  about 
mandatory  membership  in  the  AMA. 

2.  A meeting  of  the  MSSNY  delegation  to 
the  AMA,  in  New  York  City,  on  November  17. 
The  proceedings  of  this  conference  have  been 
distributed  in  the  usual  manner. 

3.  A conference  on  “Possibilities  and  Actu- 
alities in  the  Delivery  of  Medical  Care,”  in  New 
York  City,  on  November  21.  This  conference 
was  sponsored  by  the  New  York  Heart  Asso- 
ciation. 

The  viewpoint  of  “private  practice”  was 
presented  poorly,  because  the  scheduled 
speaker — James  Z.  Appel — could  not  appear. 
The  meeting  was  “loaded”  with  “full-time” 
men. 

4.  The  AMA  clinical  convention,  in  Las 
Vegas,  November  27  to  30.  A report  has  been 
submitted  to  our  House  of  Delegates. 

5.  The  midyear  meeting  of  the  Pharma- 
ceutical Manufacturers  Association,  in  New 
York  City,  on  December  7. 

6.  Annual  meeting  of  the  Empire  State 
Medical,  Scientific  and  Educational  Foundation, 
in  New  York  City,  on  December  7. 

7.  A meeting  of  the  policy  advisory  com- 
mittee of  the  Rose  Fitzgerald  Kennedy  Center 
for  Research  in  Mental  Retardation  and 
Human  Development,  in  The  Bronx,  on  Decem- 
ber 8. 


8.  A luncheon  meeting  with  Percy  Phillips, 
D.D.S.,  executive  director  of  the  Dental  Society 
of  the  State  of  New  York,  and  Nicholas 
Gesoalde,  Ph.G.,  director  of  the  Pharmaceutical 
Association  of  New  York,  in  New  York  City, 
on  December  19.  We  discussed  common 
problems. 

9.  The  staff  Christmas  party,  at  our 
headquarters,  on  the  evening  of  December  19. 

10.  A Christmas  luncheon  with  officials  of 
Bankers  Trust,  in  New  York  City,  on  Decem- 
ber 23. 

11.  A meeting  with  New  England  represent- 
atives of  the  American  Association  of  Medical 
Society  Executives,  in  New  York  City,  on 
December  29.  We  are  planning  a regional 
meeting. 

12.  A breakfast  meeting  of  the  board  of 
trustees  of  the  Milton  Helpern  Library  of  Legal 
Medicine,  in  New  York  City,  on  January  4. 

13.  Your  executive  vice-president  addressed 

the  Queens  County  Grand  Jurors  Association,  in 
Forest  Hills,  on  the  evening  of  January  4. 
Subjects:  Medicare,  Medicaid,  hospital  situa- 

tion in  New  York  City. 

14.  A meeting  of  the  AMA  Committee  on 
Quackery,  in  Chicago,  on  December  6. 

15.  The  annual  dinner  of  the  Committee 
on  Public  Health  of  the  New  York  Academy 
of  Medicine,  in  New  York  City,  on  January  9. 

16.  A luncheon  meeting  of  the  committee 
on  city  affairs  and  the  committee  on  health  and 
welfare  of  the  New  York  Chamber  of  Com- 
merce, in  New  York  City,  on  January  11. 
George  Himler  and  your  executive  vice- 
pi-esident  again  discussed  Medicare,  Medicaid, 
hospitals. 

17.  A meeting  of  our  Advisory  Committee 
on  Medical  Care  and  representatives  of  the 
Health  Department,  in  Albany,  on  January  12. 
The  deliberations  of  this  conference  have  been 
reported,  in  detail,  by  George  Himler. 

18.  A conference  on  Misuse  and  Abuse  of 
Narcotics — sponsored  by  the  AMA,  MSSNY, 
and  the  county  medical  societies  of  New  York 
City — in  New  York  City,  on  January  16  and 
17.  Your  executive  vice-president  partici- 
pated in  the  “workshops.”  These  meetings 
were  worthwhile  and  stimulating.  Experts 
from  throughout  the  country  were  there.  Some 
good  undoubtedly  will  come  as  a result  of 
these  get-togethers. 

19.  We  visited  various  suggested  sites  for 
our  new  building,  on  January  18. 

20.  A legislative  dinner  tendered  to  Con- 
gressmen, State  Senators  and  Assemblymen,  in 
Queens,  on  January  19. 

21.  Winter  meeting  of  the  board  of  directors 
of  the  National  Tuberculosis  Association,  in 
Atlanta,  Georgia,  February  1 to  4. 

As  this  report  “goes  to  press,”  we  are  pre- 
paring for  a meeting  with  the  Governor  in 
Albany,  on  February  6.  Our  president,  presi- 
dent-elect, chairman  of  the  Advisory  Com- 
mittee to  the  Interdepartmental  Committee 
on  Health  Economics,  and  the  chairman  of  the 
Committee  on  State  Legislation  also  will  attend, 
as  well  as  our  legislative  counsel  and  represent- 
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atives  of  the  Department  of  Health.  We 
expect  to  discuss  the  legislative  program  and 
the  latest  developments  in  Medicaid.  You 
will  hear  more  of  this. 

Acknowledgment.  Again,  your  executive 
vice-president  wishes  to  thank  all  who  have 
advised  and  helped  him  during  the  past  year. 

Respectfully  submitted, 
Henry  I.  Fineberg,  M.D. 
Executive  Vice-President 

Report  of  Reference  Committee  on  Re- 
ports of  Officers:  The  following  report  was 

presented  by  Raymond  F.  Smith,  M.D.,  chair- 
man. 

Your  committee  next  reviewed  the  annual 
and  supplementary  reports  of  the  executive 
vice-president.  We  commend  Dr.  Fineberg 
again  for  bringing  us  from  the  “red”  into  the 
“black”  but  hasten  to  caution  the  House  that 
there  were  ample  reasons  for  this.  It  is  an- 
ticipated that  this  surplus  will  be  more  than 
consumed  by  the  broadened  activities  of  this 
Society — establishment  of  a Department  of 
Research  and  Planning,  Information  Depart- 
ment, the  Division  of  Standards  of  Medical 
Care,  a better  communications  system,  and  so 
forth. 

The  critical  matter  of  dues  increase  will  be 
discussed  elsewhere. 

We  note  with  interest  and  pleasure  the  fine 
relationship  which  exists  between  this  Society 
and  Donald  C.  Walker,  M.D.,  secretary  of  the 
Board  of  Medical  Examiners,  and  we  trust  that 
this  relationship  continues.  We  note  with 
particular  pleasure  his  communication  regarding 
the  examination  requirements  for  chiropractors 
and  the  comments  regarding  the  probable 
high  failure  rate  which  will  follow.  We  also 
note  with  interest  the  proposal  of  five-year 
registration  for  physicians. 

Your  committee  wishes  to  commend  Lederle 
for  continuing  to  subsidize  What  Goes  On. 

Your  committees  notes  with  approval  the 
appointment  of  Dr.  Norman  S.  Moore  to  the 
directorship  of  the  Division  of  Scientific  Ac- 
tivities and  Dr.  Samuel  Z.  Freedman  to  the 
directorship  of  the  Division  of  Standards  of 
Medical  Care.  It  is  our  feeling  that  these 
will  both  be  valuable  steps  in  improving  the 
services  of  the  State  Society  to  its  membership 
and  to  the  people  of  the  State  of  New  York. 

The  report  of  the  annual  convention  was 
noted,  and  the  new  format  of  the  annual  con- 
vention appears  to  be  well  accepted. 

Your  committee  reviewed  the  information 
presented  on  the  Internal  Revenue  Service  as 
it  pertains  to  “unrelated  business  income.” 
We  recommend  that  the  Council  maintain  its 
vigilance  in  this  sphere,  because  of  the  changing 
status  of  advertising  in  the  medical  journals. 

Your  committee  was  pleased  to  note  that  the 
Empire  State  Medical,  Scientific  and  Educa- 
tional Foundation,  on  January  26,  1967,  pre- 
sented to  the  Council  a check  for  $2,500 — 
the  last  payment  of  its  loan  of  $10,000. 

The  report  of  the  communication  from  the 
Malpractice  Insurance  and  Defense  Board  is 


commended  to  the  entire  membership  of  the 
State  Society  as  extremely  important  informa- 
tion, of  which  they  should  all  be  aware. 

The  matter  of  an  increase  in  AMA  dues  and 
its  effect  on  State  Society  membership  was 
obvious  when  the  House  voted  in  its  opening 
session  to  maintain  mandatory  membership. 

We  commend  Dr.  Fineberg  for  his  plans  for 
improving  the  Directory. 

Your  committee  noted  with  interest  the 
analysis  of  the  division  of  the  House  of  Delegates 
between  upstate  and  downstate  counties,  par- 
ticularly in  view  of  the  House’s  action  to  con- 
tinue its  present  method  of  selecting  delegates. 

The  cost  of  the  special  meeting  was  noted. 
Your  reference  committee  wishes  to  recom- 
mend to  the  House  that  the  suggested  dates 
for  the  annual  meetings  of  the  House  of  Dele- 
gates in  1968,  1969,  1970,  1971,  and  1972  be 
approved. 

Mrs.  Heldmann’s  report  of  the  Woman’s 
Auxiliary  was  noted  with  interest.  We  con- 
gratulate the  Auxiliary  on  its  receipt  of  the 
certificate  of  incorporation. 

The  opinions  of  the  Judicial  Council  of  the 
AMA  were  noted,  and  we  recommend  that  the 
House  study  these  at  their  leisure. 

Your  committee  wishes  to  comment  with  awe 
on  the  vast  listing  of  meetings  which  our  ex- 
ecutive vice-president  has  attended,  and  we 
hope  that,  at  the  conclusion  of  another  year’s 
strenuous  activities  of  this  magnitude,  his  G.I. 
x-ray  still  is  reported  negative. 

The  House  voted  to  adopt  this  portion  of  the  ref- 
erence committee  report. 

( See  also  Report  of  Reference  Committee  on  Sci- 
entific Activities  and  Publications,  page  1621. 
Board  of  Trustees 

To  the  House  of  Delegates,  Gentlemen: 

The  Board  of  Trustees  consists  of  the  follow- 
ing members: 

Thurman  B.  Givan,  M.D.,  Chairman.  .Kings 


Gerald  D.  Dorman,  M.D New  York 

John  M.  Galbraith,  M.D Nassau 

George  A.  Burgin,  M.D Herkimer 

William  L.  Wheeler,  Jr.,  M.D.  . . New  York 

Waring  Willis,  M.D Westchester 

John  F.  Kelley,  M.D Oneida 


It  is  our  sad  task  to  record  the  death  of  our 
distinguished  colleague  and  friend  Leo  E. 
Gibson,  M.D.,  on  October  10,  1966.  Leo 
Gibson’s  long  career  as  a physician,  teacher,  and 
officer  of  his  county  medical  society  and  the 
State  Society  exemplified  the  highest  traditions 
of  our  profession.  We  know  that  his  wise  coun- 
sel will  be  greatly  missed  by  the  officers,  coun- 
cillors, trustees,  and  delegates. 

After  the  House  of  Delegates  had  adjourned 
on  February  17,  1966,  the  Board  of  Trustees 
held  its  organizational  meeting  and  elected  its 
senior  trustee,  Thurman  B.  Givan,  M.D.,  Kings, 
as  chairman. 

The  trustees  met  thereafter  in  March,  May, 
June,  September,  and  November,  1966,  and  in 
January,  1967. 

The  chairman  attended  all  meetings  of  the 
Council  and  in  addition  participated  in  the 
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quarterly  meetings  of  its  Committee  on  Budget 
and  Finance.  Various  other  trustees  also  at- 
tended the  meetings  of  the  Council  in  order  to 
receive  background  material  relating  to  policy 
decisions  made  by  that  body  and  have  found  this 
practice  of  great  help  in  the  Board’s  delibera- 
tions. 


Norman  S.  Moore,  M.D.,  past  president  and 
a most  valued  member  of  the  Board  of  Trus- 
tees, submitted  his  resignation  as  a trustee  in 
November,  1966,  on  his  appointment  as  direc- 
tor of  the  Division  of  Scientific  Activities  of  our 
Society.  We  are  certain  that  he  will  do  an  ex- 
emplary job  in  his  new  position  and  know  that 
he  is  a most  fitting  successor  to  his  predecessor, 
the  late  James  Greenough,  M.D. 

At  its  November  17,  1966,  meeting,  the  Coun- 
cil, in  accordance  with  the  Bylaws,  unanimously 
elected  our  past  president  Waring  Willis,  M.D., 
Westchester,  and  our  former  vice-president  and 
councillor  John  F.  Kelley,  M.D.,  Oneida,  to  the 
Board  of  Trustees  to  fill  the  unexpired  terms  of 
Drs.  Gibson  and  Moore,  respectively. 

The  trustees  are  pleased  to  report  that  after 
extensive  study  and  consultation  with  an  in- 
dependent expert  the  employes’  benefit  plan 
has  finally  been  implemented.  Various  pro- 
posals were  studied  in  depth  and,  after  analysis 
of  plans  submitted  by  various  companies,  the 
trustees  voted  to  award  the  retirement  pension 
portion  of  the  plan  to  the  Aetna  Life  Insurance 
Company  and  the  group  life  insurance  and  disa- 
bility benefit  part  to  the  Prudential  Life  In- 
surance Company.  In  order  to  fund  the  em- 
ployes’ past  service  credit  portion  of  the  pen- 
sion plan,  the  trustees  authorized  the  sale  of 
securities  in  the  Pension  Fund  to  the  Invest- 
ment Fund  and  the  Building  Fund.  This 
internal  transaction  was  made  in  order  to 
avoid  sale  on  the  open  market  of  these  securities 
during  the  period  of  depressed  stock  prices 
present  during  most  of  1966. 

As  of  the  date  of  this  report  there  has  been 
no  decision  received  by  us  or  our  special  tax 
counsel,  Wilkie,  Farr,  Gallagher,  Walton  and 
Fitzgibbon,  from  the  Internal  Revenue  Service 
concerning  the  receipt  by  the  Society  of  alleged 
“unrelated  business  income”  from  annual  con- 
vention technical  exhibits.  Our  tax  counsel 
presented  our  case  to  the  Internal  Revenue 
Service  in  Washington,  D.C.,  on  August  17, 
1966,  but  as  mentioned  we  have  not  as  yet  re- 
ceived a ruling. 

The  trustees  during  the  course  of  the  year, 
on  the  advice  of  our  Investment  Committee 
under  the  chairmanship  of  Gerald  D.  Dorman, 
M.D.,  New  York,  invested  liquid  funds  in  Cer- 
tificates of  Deposit  which  enabled  us  to  earn 
approximately  $25,000  in  unanticipated  income 
which  in  part  contributed  to  the  1966  excess  of 
income  over  expenditures  indicated  in  the 
treasurer’s  annual  report. 

We  must  now  turn  from  the  bright  side  to  a 
side  that  is  not  at  all  to  our  liking.  At  its 
November  17,  1966,  meeting,  the  Council 
accepted  the  budget  estimate  for  1967  prepared 
by  its  Committee  on  Budget  and  Finance 
and  submitted  it  to  the  Board  of  Trustees  for 


approval  pursuant  to  the  Bylaws.  The  pro- 
posed budget  shows  an  operational  deficit  for 
the  year  1967  of  $163,866.  The  annual  report 
of  the  Committee  on  Budget  and  Finance  ex- 
plains in  detail  the  reasons  for  the  anticipated 
deficit,  as  does  that  of  the  treasurer.  The 
trustees  examined  the  budget  estimate  in  great 
detail  and  requested  and  received  explanation 
of  and  justification  for  the  proposed  expenditure 
of  the  Society’s  funds. 

Only  after  grave  deliberations  did  the  trus- 
tees approve,  albeit  with  reluctance,  the  pro- 
posed budget  for  1967,  and  then  only  because 
there  will  be  a sufficient  surplus  in  the  general 
fund  carried  over  from  1966  operations  to  cover 
this  deficit.  The  House  of  Delegates  as  “the 
legislative  body  of  the  Society”  charged  with  the 
general  management,  superintendence,  and  con- 
trol of  the  Society  must  be  prepared  to  furnish 
the  means  by  which  the  desires  and  aspirations 
of  our  members  can  be  realized  without  resort 
in  future  years  to  deficit  financing  which  we  all 
so  oppose  and  deplore. 

The  trustees  view  with  great  satisfaction  the 
accomplishments  of  the  War  Memorial  Fund 
which  is  managed  by  our  War  Memorial  Com- 
mittee under  the  chairmanship  of  John  M.  Gal- 
braith, M.D.,  Nassau.  Details  of  its  activities 
during  the  past  year  will  be  found  in  the  com- 
mittee’s annual  report. 

The  Board  of  Trustees  wish  to  express  their 
continued  support  and  gratitude  to  our  execu- 
tive vice-president,  Henry  I.  Fineberg,  M.D., 
and  his  associates  for  their  devoted  and  ener- 
getic activities  on  behalf  of  the  Society. 
Respectfully  submitted, 

Thurman  B.  Givan,  M.D.,  Chairman 

Certified  Public  Accountants 

To  the  Board  of  Trustees,  Medical  Society  of  the 
State  of  New  York: 

We  have  examined  the  balance  sheet  of  the 
Medical  Society  of  the  State  of  New  York  as  of 
December  31,  1966,  and  the  related  statements 
of  operating  income  and  expenses  and  general 
and  other  funds  for  the  year  then  ended.  Our 
examination  was  made  in  accordance  with  gen- 
erally accepted  auditing  standards,  and  accord- 
ingly included  such  tests  of  the  accounting  rec- 
ords and  such  other  auditing  procedures  as  we 
considered  necessary  in  the  circumstances. 

We  did  not  confirm  the  amounts  due  from  the 
U.S.  Government  under  the  “Medicare”  Pro- 
gram, but  with  respect  thereto  we  satisfied  our- 
selves by  other  auditing  procedures. 

In  our  opinion,  the  accompanying  balance 
sheet  and  statements  of  operating  income  and 
expenses  and  general  and  other  funds  present 
fairly  the  financial  position  of  the  Medical  So- 
ciety of  the  State  of  New  York  as  of  December 
31,  1966,  and  the  results  of  its  operations  for 
the  year  then  ended,  in  conformity  with  gen- 
erally accepted  accounting  principles  applied 
on  a basis  consistent  with  that  of  the  preceding 
year. 

Patterson  & Ridgway 
Certified  Public  Accountants 
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MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 


Balance  Sheet 

December  31,  1966 


ASSETS 


General  Fund 

CURRENT  ASSETS 

Ca9h  in  banks  and  on  hand 137,130,64 

Less:  Due  American  Medical  Association 3,943.93 


Investments  at  cost  (certificates  of  deposit) 

Accounts  receivable  (after  reserves) 

Due  from  other  funds  (net) 

Accrued  interest 

Inventories 


133,186.71 

275,000.00 

45,385.31 

54,909.17 

3,579.18 

32,092.01 


TOTAL  CURRENT  ASSETS 
PREPAID  EXPENSES 

Sundry  expenses  and  deposits. . . 
FURNITURE  AND  FIXTURES 

At  nominal  value 

ADVANCES 

Employees  cash  funds 

Total  General  Fund. 


544,152.38 

15,714.14 

2.00 

3,720.74 

563,589.26 


Investment  Fund 

Cash  in  banks 40,028.94 

Investments  at  cost  (market  value  $173,310) 175,650.50 

Accrued  interest 1 , 429 . 67 


Total  Investment  Fund 


217,109.11 


Building  Fund 

Cash  in  banks 81 , 234  92 

Investments  at  cost  (market  value  $1,386,335)  of  which  $60,000  is 

placed  in  escrow  as  a pledge  under  the  “Medicare”  Contract 1,115,004.02 

Accrued  interest 8 , 053 . 49 


Total  Building  Fund 1,204,292.43 


Employees  Beneficiary  Fund 

Investments  at  cost  (market  value  $16,600) 20,093.00 

Accrued  interest 85.41 


Total  Employees  Beneficiary  Fund 20,178.41 


Repair  and  Replacement  Fund 

Investment  at  cost  (market  value  $40,262) 37,818.89 

Accrued  interest 462  21 

Due  from  other  funds 5,088.52 


Total  Repair  and  Replacement  Fund 


43,369.62 


Endowment  Funds 

Cash  in  banks 19,847.31 


Total  Endowment  Funds 


19,847.31 


Pension  Fund 

Cash  in  banks 1,019.24 

Due  from  other  funds 1,068.69 


Total  Pension  Fund 2,087.93 


War  Memorial  Fund 

Cash  in  bank 8,948.51 

Investments  at  cost  (market  value  $66,620) 69,000.00 

Accrued  interest 622.30 


Total  War  Memorial  Fund 78,570.81 


TOTAL  ASSETS 2,149,044.88 
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MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 

Balance  Sheet 


December  31,  1966 


LIABILITIES  AND  FUNDS 


General  Fund 

CURRENT  LIABILITIES 

Taxes  payable  (including  withholding) . . . 
Accounts  payable  and  accruals 

TOTAL  CURRENT  LIABILITIES 

DEFERRED  CREDITS 

Membership  dues  1967 

Annual  meeting  1967 

Sundry 


11,220.18 

183,592.23 


194,812.41 

15,933.34 
36,357.25 
15,906  91 


TOTAL  DEFERRED  CREDITS 68,197.50 

GENERAL  FUND 300,579.35 


Total  General  Fund 


563,589.26 


Investment  Fund 

Due  to  other  funds 23 , 905 . 86 

Balance 193,203.25 


Total  Investment  Fund 


217,109.11 


Building  Fund 

Due  to  other  funds 20,419.30 

Balance 1,183,873.13 


Total  Building  Fund 


1,204,292.43 


Employees  Beneficiary  Fund 


Due  to  other  funds 12,495.83 

Balance 7,682.58 


Total  Employees  Beneficiary  Fund 


20,178.41 


Repair  and  Replacement  Fund 

Total  Repair  and  Replacement  Fund 


Endowment  Funds 

Due  to  other  funds . 700.00 

Lucien  Howe  Prize  Fund 8 , 130 . 86 

Merit  H.  Cash  Prize  Fund 2,520.41 

A.  Walter  Suiter  Lectureship  Fund 8,496.04 


Total  Endowment  Funds 


43,369.62 


19,847.31 


Pension  Fund 

Total  Pension  Fund 2,087.93 

War  Memorial  Fund 

Due  to  other  funds 3 , 545 . 39 

Balance 75,025.42 


Total  War  Memorial  Fund 78,570.81 

TOTAL  LIABILITIES  AND  FUNDS 2,149,044.88 


NOTE:  The  Society  has  a revolving  fund  of  $145,000  from  the  U.S.  Army  (“Medicare”  Program)  not  included  in  this  exhibit. 
It  has  claims,  either  paid  or  approved  for  payment,  amounting  to  $169,539.10,  that  have  not  been  reimbursed  by  the  govern- 
ment. The  Society  has  placed  $60,000  par  value  U.S.  Treasury  bonds  in  escrow  with  a depositary  agent  of  the  U.S.  Government 
as  a pledge  under  the  “Medicare”  Contract. 
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MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 


December  31,  1966 

Cash  in  Banks  and  On  Hand 


General  Fund  . 
Investment  Fund 
Building  Fund 
Pension  Fund 


137,130.64* 

40,028.94 

81,234.92 

1,019.24 


Total 259,413.74 

* Includes  $3,943.93  due  American  Medical  Association. 


Endowment  Funds 

Lucien  Howe  Prize  Fund 

Merit  H.  Cash  Prize  Fund 

A.  Walter  Suiter  Lectureship  Fund 


8,330.86 

2,720.41 

8,796.04 


Total  (Union  Dime  Savings  Bank) 19,847.31 

War  Memorial  Fund 

On  deposit 8.948.51 


Investments 


The  investments  of  the  Society  are  summarized  as  follows: 


Investment  Fund 

Corporate  bonds 
Common  stocks. 

Total 


Building  Fund 

U.S.  Government  bonds.  . . 
Corporate  and  other  bonds 

Preferred  stocks 

Common  stocks 

Total 


Employees  Beneficiary  Fund 

Corporate  bonds 


Repair  and  Replacement  Fund 

Corporate  bonds 

Common  stock 

Total 


War  Memorial  Fund 

U.S.  Government  bonds 


COST 

MARKET 

132,382.50 

43,268.00 

131,820.00 

41,490.00 

175,650.50 

173,310.00 

205,881.88 

600,977.28 

29,501.47 

278,643.39 

201,660.00 

536.370.00 
24,672.00 

623.633.00 

1,115,004  02 

1,386,335.00 

20,093.00 

16,600.00 

32,088.57 

5,730.32 

28.430.00 

11.832.00 

37,818.89 

40,262.00 

69,000.00 

66,620.00 
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Statement  of  General  and  Other  Funds 

For  the  Year  Ended  December  31,  1966 
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MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 


Operating  Income  and  Expenses— General  Fund 

For  the  Year  Ended  December  31,  1966 


Operating  Income 

Dues  income 1 , 088 , 900  00 

Less:  Allocated  to  Journal  circulation  and  News  of  New  York 144,000,00 


944,900.00 

Journal  circulation 126,307.72 

News  of  New  York,  allocation  from  dues  income 24,000.00 

Advertising  income 420,571.07 

Reprint  income.  Journal 19 , 545 . 10 

Directory  circulation 62,574.00 

Annual  Meeting,  booth  rentals 58 , 185 . 00 

“Medicare”  reimbursements  for  overhead  expenses 43,172.50 

Dues  collection  income  from  A.M.A 10,849.91 

Interest 25,216.82 

Miscellaneous 1 , 827 . 16 


Total  Operating  Income 

Operating  Expenses 

Administration 

Business  Division 

Communications  Division 

Legal  Division 

Industrial  Health  Division 

Medical  Care  Division 

Scientific  Activities  Division 

Scientific  Publications  Division 

Legislative  Counsel 

Annual  Meeting 

Officers,  Board  of  Trustees,  and  A.M.A.  Delegation 

Council  Committees 

Standards  of  Medical  Care  Division 

Nondi  visional 


1,737,149.28 


115,687.66 

354,775.58 

175,064.51 

48,848.37 

32,530.03 

63,513.31 

117,542.08 

320,571.10 

15,000.00 

40,457.41 

80,947.44 

19,353.88 

3,633.08 

153,064.96 


Total  Operating  Expenses 1,540,989.41 

NET  INCOME 196,159  87 


Report  of  Reference  Committee  on 
Reports  of  Officers:  The  following  report 
was  presented  by  Raymond  F.  Smith,  M.D., 
chairman. 

Under  the  excellent  guidance  of  its  chairman, 
Thurman  B.  Givan,  M.D.,  the  Board  of  Trus- 
tees has  continued  to  supervise  the  financial 
affairs  of  the  Society  in  an  exemplary  manner. 

The  Board  of  Trustees  suffered  a profound 
loss  in  the  passing  of  one  of  its  fellow  trustees, 
Leo  E.  Gibson,  M.D.  Another  trustee,  Nor- 
man S.  Moore,  M.D.,  resigned  as  a trustee  on 
his  appointment  as  director  of  the  Division  of 
Scientific  Activities  of  our  Society.  The  Coun- 
cil elected  Waring  Willis,  M.D.,  and  John  F. 
Kelley,  M.D.,  to  fill  the  unexpired  terms. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

Budget  and  Finance 

To  the  House  of  Delegates,  Gentlemen: 

The  Budget  and  Finance  Committee  consists 
of  the  following  members: 

John  F.  Kelley,  M.D.,  Chairman Oneida 

John  N.  Dill,  M.D Westchester 

Samuel  Z.  Freedman,  M.D.* New  York 

Thurman  B.  Givan,  M.D Kings 

Thomas  F.  McCarthy,  M.D Bronx 

‘Resigned,  November,  1966. 

The  committee  met  quarterly  to  review  the 
fiscal  activities  of  the  Society  for  the  preceding 


three-month  period,  on  the  following  dates, 
April  21,  July  21,  and  October  26,  1966.  At 
these  meetings,  a thorough  analysis  was  made  of 
actual  income  and  expenditures  and  changes 
were  made  in  certain  line  items  because  of  new, 
unanticipated  activities  and  increased  costs. 

The  revised  estimated  budget  for  the  year 
1966,  after  the  close  of  operations  at  September 
30,  1966,  reflects  an  excess  of  income  over 
expenditures  of  $35,275.  The  Treasurer  has 
reported  that  the  actual  income  over  expendi- 
tures for  this  period  was  $139,574.  As  has  been 
explained  in  prior  years,  sufficient  appropria- 
tions are  made  at  the  beginning  of  each  year  so 
that  a particular  division  or  program  can  func- 
tion without  undue  financial  strain.  During 
the  course  of  the  year,  unanticipated  occur- 
rences tend  to  create  savings  in  various  line 
items,  and  therefore,  although  monies  may  be 
appropriated  in  certain  areas,  they  may  not 
necessarily  be  expended.  The  Treasurer’s  an- 
nual report  points  out  the  reasons  for  the  unex- 
pended budgeted  items  for  1966. 

The  Budget  and  Finance  Committee  also 
met  on  October  26  to  consider  the  proposed 
budget  estimate  for  the  calendar  year  1967. 
The  committee  gave  serious  thought  to  the 
make-up  of  this  budget  estimate  and  finally 
arrived  at  an  estimated  deficit  for  1967  opera- 
tions of  $163,866.  The  committee  did  not 
wish  to  go  into  deficit  budgeting  but  because  of 
the  status  of  fixed  income  for  the  year  1967, 
a “red”  figure  had  to  be  projected.  To  carry 
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TABLE  I.  Estimated  Budget  for  1967 


Income 


Dues 

$1,071,000 

Journal  advertising 

235,000 

Journal  circulation 

6,000 

Journal  reprints 

20,000 

What  Goes  On  advertising 

80,000 

News  of  New  York  advertising 

40,000 

Medical  Directory  advertising 

8,000 

Medical  Directory  sales 

4,500 

Annual  Convention  exhibit  rentals 

55,000 

Interest  on  investments 

10,000 

Dependents’  Medical  Care 

50,000 

Dues  collection  from  AMA 

11,000 

TOTAL  INCOME 

$1,590,500 

Expenditures 

Administration 

$ 139,645 

Standards  of  Medical  Care 

34,274 

Business  Division 

395,246 

Communications  Division 

199,970 

Industrial  Health  Division 

34,614 

Medical  Care  Division 

81,259 

Scientific  Activities  Division 

139,609 

Scientific  Publications  Division 

326,449 

Annual  Convention 

43,900 

Legal  Counsel 

52,000 

Legislative  Counsel 

15,000 

Officers,  Board,  AMA  delegation 
House  of  Delegates  (special  com- 

60,100 

mittees) 

5,100 

Council  committees 

23,200 

Nondivisional 

204,000 

TOTAL  EXPENDITURES 

$1,754,366 

Excess  of  Income  Over 

Expenditures 

$-163,866 

out  the  required  programs  of  the  House  of 
Delegates  and  the  Council  and  to  advance  our 
purposes  and  services  in  a realistic,  effective, 
and  competent  manner,  it  was  essential  to 
make  certain  vitally  needed  appropriations. 

The  recommendations  of  the  Budget  and 
Finance  Committee  were  presented  to  the 
Council  at  the  meeting  on  November  17,  1966. 
The  Council  accepted  the  recommendations 
and  referred  the  proposed  budget  estimate  for 
the  year  1967  to  the  Board  of  Trustees.  On 
the  same  day,  the  Trustees  approved  the 
estimated  budget  (Table  I). 

Your  chairman  wishes  to  express  his  gratitude 
to  the  members  of  the  committee  for  their 
excellent  cooperation  and  contributions.  He  is 
indebted  to  Henry  I.  Fineberg,  M.D.,  executive 
vice-president;  J.  Richard  Bums,  Esq.,  assistant 
executive  vice-president,  and  Eugene  S.  Dom- 
browski,  comptroller,  for  the  tireless  and 
vigilant  efforts  they  have  exerted  in  conducting 
the  affairs  of  the  Society  in  an  efficient  and 
businesslike  manner. 

Respectfully  submitted, 

John  F.  Kelley,  M.D.,  Chairman 


Report  of  Reference  Committee  on 
Reports  of  Officers:  The  following  report 
was  presented  by  Raymond  F.  Smith,  M.D., 
chairman. 

The  Budget  and  Finance  Committee  has 
worked  under  the  capable  leadership  of  John 
F.  Kelley,  M.D.  Close  liaison  with  the  treas- 
urer and  Board  of  Trustees  has  resulted  in  a 
sound  1967  estimated  budget.  The  prior  year’s 
net  income  exceeds  the  1967  estimated  deficit 
of  $163,866.  It  is  considered  that  the  antici- 
pated expenditures  are  required  to  continue  and 
improve  the  necessary  programs  of  our  Society. 
This  budget  has  been  approved  by  the  Board  of 
Trustees. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

War  Memorial 

To  the  House  of  Delegates,  Gentlemen: 

The  War  Memorial  Committee  consists  of 
the  following  members  of  the  Board  of  Trustees: 

John  M.  Galbraith,  M.D.,  Chairman.  .Nassau 


George  A.  Burgin,  M.D Herkimer 

William  L.  Wheeler,  Jr.,  M.D New  York 


The  War  Memorial  Fund  is  one  of  the  least 
publicized,  yet  one  of  the  most  gratifying,  of  our 
State  Society’s  projects.  It  was  organized  in 
1948,  after  deliberation  by  the  House  of  Dele- 
gates, as  a living  memorial  to  the  members  of 
our  Society  who  died  in  the  service  of  our  coun- 
try in  World  War  II  and  in  the  Korean  War. 

To  date  we  have  helped  66  young  people 
with  college  education.  They  have  become 
members  of  many  professions,  ranging  through 
teaching,  social  work,  nursing,  medicine,  den- 
tistry, law,  architecture,  among  others,  and 
some  in  the  business  world. 

This  year  we  have,  to  date  of  this  report, 
given  help  to  four  students.  The  number  of 
students  will  not  increase  as  the  years  go  on,  but 
the  funds,  we  have  estimated,  will  be  sufficient 
to  carry  on  the  work  of  the  Fund  until  all  of 
the  names  on  our  roster  will  have  been  taken 
care  of. 

Numerous  letters  are  on  file  telling  us  of  the 
gratitude  of  the  mothers  and  children  for  our 
assistance. 

The  families  and  the  beneficiaries  keep  in 
touch  with  the  War  Memorial  Committee  and 
let  us  know  of  the  progress  they  are  making, 
both  in  college  and  in  the  work  they  have 
chosen  after  graduation. 

The  following  is  an  approximate  financial  re- 
port as  of  December  31,  1966: 


Amount 

Total  assessments  received*  $248,630 

Total  interest  earned*  87,227 

Total  benefits  paid  out  247 , 300 

Surplus  of  Fund, 

December  31,  1966  82,090 

Interest  earned,  1966  3,900 

Payments  to  beneficiaries  in  1966  5,600 


* Since  inception  of  fund. 
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I express  my  thanks  to  the  members  of  the 
committee  and  to  Miss  Mollie  Pesikoff  of  the 
State  Society  staff  who  has  assisted  the  com- 
mittee in  administering  the  Fund. 

Respectfully  submitted, 

John  M.  Galbraith,  M.D.,  Chairman 

Report  of  Reference  Committee  on 
Reports  of  Officers:  The  following  report 
was  presented  by  Raymond  F.  Smith,  M.D., 
chairman. 

It  is  noted  that  the  War  Memorial  Fund  is 
solvent  and  will  be  able  to  meet  its  obligations. 
We  were  told  that  there  may  be  enough  money 
in  the  Fund  to  include  in  the  program  children 
of  physicians  who  may  lose  their  lives  serving 
in  the  Vietnam  War.  Your  reference  commit- 
tee recommends  that  this  be  done,  if  possible. 

We  also  wish  to  commend  this  committee  for 
its  outstanding  performance. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

Our  Own  Building 

To  the  House  of  Delegates,  Gentlemen: 

The  Ad  Hoc  Committee  for  Our  Own  Build- 
ing is  composed  of  the  following: 

Renato  J.  Azzari,  M.D.,  Chairman.  . . Bronx 


Gerald  D.  Dorman,  M.D New  York 

John  M.  Galbraith,  M.D Nassau 

Norman  S.  Moore,  M.D Tompkins 

Waring  Willis,  M.D Westchester 


Your  committee,  in  compliance  with  the  man- 
date of  this  House  in  1966,  has  continued  to 
search  for  a suitable  building  site  in  the  Metro- 
politan New  York  area.  It  has  heeded  the  ad- 
monition of  the  reference  committee  that  “the 
decisions  implementing  the  project  be  most  care- 
fully weighed  from  all  professional  angles” 
and  has  enlisted  the  assistance  of  recognized 
real  estate  specialists,  site  planners,  and  archi- 
tects in  its  efforts. 

The  committee  has  paid  particular  attention 
in  surveying  various  sites  to  the  necessity  of 
locating  in  an  area  which  is  readily  accessible 
to  major  highways  and  bridges  and  also  within 
convenient  distance  from  the  major  airports. 
These  prerequisites  have  by  necessity  restricted 
the  areas  to  which  our  attention  has  been 
directed.  We  have  narrowed  our  choice  of 
sites  to  Long  Island  and  believe  that  our  final 
decision  will  be  made  in  the  next  few  months. 
Of  necessity  we  do  not  believe  that  we  should 
be  more  specific  as  to  the  exact  area  in  which  we 
are  most  interested  since  we  would  undoubtedly 
drive  the  “asking  price”  for  the  property  upward 
if  we  publicly  expressed  such  interest. 

Your  committee  is  aware  that  our  progress 
has  not  apparently  been  very  great  in  going 
ahead  with  constructing  our  own  building,  but 
it  feels  that  this  undertaking  is  of  such  great 
magnitude  and  of  such  great  importance  to  our 
Society  that  prudence  and  caution  must  be  most 
carefully  exercised  in  all  efforts. 

Respectfully  submitted, 

Renato  J.  Azzari,  M.D.,  Chairman 


Report  of  Reference  Committee  on 
Reports  of  Officers:  The  following  report 
was  presented  by  Raymond  F.  Smith,  M.D., 
chairman. 

The  reference  committee  reviewed  the  report 
of  the  Ad  Hoc  Committee  for  Our  Own  Build- 
ing. It  is  noted  that  progress  is  being  made, 
and  we  were  assured  that  progress  will  continue 
to  be  made  with  all  the  speed  that  prudence 
will  allow  in  an  undertaking  of  this  magnitude. 
The  reference  committee  wishes  to  compliment 
this  committee  for  its  efforts  on  our  behalf. 

The  House,  after  discussion,  voted  to  adopt  this 
portion  of  the  reference  committee  report. 

67-31.  Increase  in  Annual  Membership  Dues 

Introduced  by  C.  Stewart  Wallace,  M.D., 
Tompkins,  Councillor 

Whereas,  The  federation  of  the  medical 
profession  of  the  State  of  New  York  into  one 
organization  is  among  the  chief  purposes 
of  the  Medical  Society  of  the  State  of  New 
York;  and 

Whereas,  The  Medical  Society  of  the 
State  of  New  York  is  dedicated  to  the  ex- 
tension of  medical  knowledge,  the  advance- 
ment of  the  science  and  art  of  medicine,  the 
betterment  of  public  health,  and  the  enlight- 
enment and  direction  of  public  opinion  in  re- 
gard to  the  problems  of  medicine  and  health 
for  the  best  interests  of  the  people  of  the  State 
of  N ew  Y ork ; and 

Whereas,  The  medical  profession  is  being 
subjected  to  the  overwhelming  effect  of 
rapidly  changing  socioeconomic  theories  and 
legislation;  and 

Whereas,  The  Medical  Society  of  the 
State  of  New  York  is  the  only  legally  con- 
stituted body  representing  all  doctors  of 
medicine  of  the  State  of  New  York;  and 

Whereas,  The  Medical  Society  of  the  State 
of  New  York  has,  like  its  constituent  mem- 
bership, felt  the  pervasive  effect  of  our  nation- 
wide inflationary  process  and  found  that  its 
present  dues  income  is  insufficient  to  ade- 
quately support  the  all-important  programs 
of  research,  planning,  education,  and  com- 
munications demanded  by  its  membership 
and  House  of  Delegates  in  order  to  promote 
the  medical  and  economic  interests  of  the  pub- 
lic and  the  medical  profession;  now  therefore 
be  it  hereby 

Resolved,  That,  in  order  to  continue  and 
improve  the  effectiveness  of  the  Medical  So- 
ciety of  the  State  of  New  York  and  its  mem- 
bers in  achieving  the  purpose  to  which  they 
are  dedicated,  as  set  forth  in  Article  I of  the 
Constitution  of  the  Medical  Society  of  the 
State  of  New  York,  the  annual  dues  levied 
on  each  active  member  be  fixed  at  a uniform 
per  capita  rate  throughout  the  State  of 
$70,  effective  January  1,  1968. 

Report  of  Reference  Committee  on 
Reports  of  Officers:  The  following  report 
was  presented  by  Raymond  F.  Smith,  M.D., 
chairman. 
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The  reference  committee  heard  detailed  tes- 
timony on  this  resolution  from  such  authorities 
as  Drs.  Blake,  Wurzbach,  Givan,  Galbraith, 
Fineberg,  McCarthy,  Wallace,  and  Mr.  Dom- 
browski  and  many  others. 

During  the  past  few  years,  the  Society  has 
been  in  the  “black.”  Dr.  Wurzbach  pointed 
out  that  this  was  caused  by  several  fortuitous 
circumstances,  which  probably  will  not  be  re- 
peated. The  deficit  anticipated  by  the  Budget 
and  Finance  Committee  is  $163,866.  This  is 
due  to  such  new  approved  expenditures  as: 
Employes  Benefit  Program,  $45,000;  salary 
increases,  $40,000;  central  filing  system,  $8,000; 
probable  legal  action  to  test  corporate  practice 
of  medicine,  up  to  $50,000;  Bureau  of  Research 
and  Planning,  $50,000;  Bureau  of  Standards  of 
Medical  Care,  $50,000,  and  many  others. 

The  reference  committee  feels  that  the  Medi- 
cal Society  of  the  State  of  New  York  cannot  re- 
main static,  but  must  expand  and  remain  vital 
if  it  is  to  aid  not  only  its  own  members  but  also 
the  people  of  the  State  of  New  York.  In  order 
to  do  this,  the  Medical  Society  of  the  State  of 
New  York  must  have  a greatly  increased  in- 
come. Your  reference  committee  strongly  rec- 
ommends favorable  action  on  resolution  67-31. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

The  House  voted  to  adopt  the  reference  committee 
report  as  a whole  as  amended. 


Medical  Services 

Commission  on  Medical  Services 

To  the  House  of  Delegates,  Gentlemen: 

The  Commission  on  Medical  Services  consists 
of  the  chairman,  the  vice-chairman,  and  the 
following  committees  and  committee  chairmen: 

Economics:  Carl  R.  Ackerman,  M.D.,  and 
the  Subcommittee  on  Liaison  with  the  U.S. 
Veterans’  Administration:  Herbert  H.  Bauckus, 
M.D. 

Industrial  Health:  Harry  E.  Tebrock,  M.D. 

Medical  Care  Insurance:  Robert  W.  Hurd, 
M.D. 

Public  Medical  Care:  Charles  C.  Mangi,  M.D. 

Workmen’s  Compensation:  Carl  F.  Freese, 

M.D. 

The  various  committees  of  the  Commission 
have  had  a busy  year  as  their  following  reports 
will  attest,  and  no  attempt  to  describe  their 
activities  will  be  made  here. 

Many  of  the  committees  reported  their  ac- 
tivities directly  to  the  Council  during  the  year 
through  their  own  chairman.  In  other  in- 
stances the  chairman  of  the  Commission  relayed 
such  reports  to  the  Council,  pointing  out  their 
high  lights  and  asking  for  appropriate  action  on 
the  reports. 

Sincere  thanks  are  due  to  all  committee 
chairmen  and  members  of  their  committees 
for  their  time  and  effort  spent  on  behalf  of  the 
Society. 


Respectfully  submitted, 

Walter  Scott  Walls,  M.D.,  Chairman 
George  Rehmi  Denton,  M.D.,  Vice-Chairman 

Report  of  Reference  Committee  on 
Medical  Services:  The  following  report  was 
presented  by  Vincent  J.  Tesoriero,  M.D.,  chair- 
man: 

Your  reference  committee  has  reviewed  the 
report  by  Dr.  Walls  on  the  Commission  on 
Medical  Services  and  feels  that  the  commission 
should  be  commended  for  its  work  and  endorses 
his  report. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

Economics 

To  the  House  of  Delegates,  Gentlemen: 

The  Economics  Committee  is  composed  of  the 
following: 

Carl  R.  Ackerman,  M.D.,  Chairman.  . Bronx 


Adelaide  Romaine,  M.D New  York 

Gerald  L.  Glaser,  M.D Monroe 

Robert  E.  Westlake,  M.D Onondaga 

Wallace  M.  Sheridan,  M.D Westchester 

Ralph  E.  Isabella,  M.D Schenectady 

Jeff  J.  Coletti,  M.D Nassau 

Robert  G.  Hicks,  M.D New  York 


The  committee  has  held  three  meetings,  April 
27,  1966,  September  28,  1966,  and  November 
3, 1966. 

At  the  April  27,  1966,  meeting  the  following 
matters  were  considered: 

Resolutions  on  Relative  Value  Scale. 

The  committee  reviewed  the  following  resolu- 
tions: 66-5,  66-7,  66-8,  66-20,  66-22,  66-25, 

and  66-52. 

These  resolutions  dealt  with  implementation 
of  the  Relative  Value  Scale,  and  the  committee 
specifically  discussed  the  report  of  the  reference 
committee  regarding  these  resolutions:  "Re- 

solved, That  negotiating  committees  of  the 
Medical  Society  of  the  State  of  New  York  be 
urged  to  use  as  a guide  the  Relative  Value 
Scale  to  obtain  usual  and  customary  fees  in 
dealing  with  all  local,  State,  and  Federal  agen- 
cies.” It  was  pointed  out  that  at  the  last  House 
of  Delegates  meeting  there  were  two  groups  of 
resolutions  about  fees — one  for  a Relative  Value 
Scale  fixed  fee  schedule,  as  expressed  in  the 
reference  committee’s  substitute  resolution,  and 
the  other  group  expressing  the  desire  for  pay- 
ment of  fees  on  a “usual  and  customary”  basis. 
Since  the  House  of  Delegates  had  passed  favor- 
ably on  both  these  methods  of  payment,  there 
was  a general  discussion  as  to  whether  or  not 
they  were  compatible.  It  was  felt  that  the 
application  of  a State-wide  single  conversion 
factor  to  the  Relative  Value  Scale  would  not 
satisfy  the  “usual  and  customary”  approach  to 
payment  and  could  cause  inequities  and  sub- 
standard payments  to  some  physicians  in  some 
parts  of  the  State.  However,  if  the  conversion 
factor  were  established  at  local  levels  and  if  the 
dollar  value  so  established  was  at  a level  that 
would  reflect  the  “usual  and  customary”  fees 
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of  the  community,  fair  fee  schedules  could 
be  achieved. 

Therefore  it  was  moved  that  the  committee 
recommend  that  local  groups  negotiate  with 
county  societies  to  arrive  at  a conversion  factor 
for  the  Relative  Value  Scale  to  obtain  “usual 
and  customary”  fees. 

Report  of  Reference  Committee  on 
Medical  Services:  The  following  report  was 
presented  by  Vincent  J.  Tesoriero,  M.D.,  chair- 
man. 

Your  reference  committee  reviewed  the  re- 
port of  this  committee  and  realizes  the  extent 
and  scope  of  the  work  involved  in  revising  the 
Relative  Value  Scale. 

Your  reference  committee  recommends  that 
the  Council  establish  a bureau  for  the  main- 
tenance of  a continuing  study  of  the  Relative 
Value  Scale  and  that  this  bureau  be  staffed  and 
financed  by  the  State  Medical  Society. 

The  House  voted  to  refer  this  portion  of  the  ref- 
erence committee  report  to  the  Council  for  study 
and  implementation. 

Resolution  66-18.  “ Change  in  Relative 

Value  Scale  for  Anesthesiologists ” — It  was  felt 
that  the  reference  committee  report  mandated 
revision  during  the  year  and  that  such  revision 
would  apply  to  all  phases  not  just  anesthesiol- 
ogy. It  was  decided  to  ask  for  further  instruc- 
tion from  the  Council  and  pose  the  following 
questions: 

1.  Is  consideration  for  revision  of  the  Rela- 
tive Value  Scale  limited  to  anesthesia,  or  is  it 
open  to  all  aspects  of  the  schedule? 

2.  If  revision  is  to  be  considered  for  all  as- 
pects of  the  schedule,  shall  all  interested  groups, 
that  is,  county  medical  societies,  specialty 
groups,  and  so  on,  be  informed? 

3.  How  shall  negotiations  with  respondents 
be  carried  out — (a)  by  written  correspondence 
alone,  ( b ) by  committee  meetings  and  hearings 
with  interested  parties,  (c)  or  both? 

4.  Will  adequate  technical  assistance,  both 
staff  and  physicians,  be  made  available  to  cope 
with  any  attempt  at  large  scale  revision? 

5.  Is  the  Medical  Economics  Committee 
without  additional  assistance  competent  to 
handle  this  problem? 

6.  Shall  the  committee,  at  this  time,  at- 
tempt to  determine  the  scope  of  the  problem  by 
a letter  of  inquiry  to  interested  parties? 

The  chairman  appeared  before  the  Council 
and  requested  a letter  of  inquiry  be  sent  out  to 
all  county  medical  societies  and  specialty 
groups  to  determine  the  scope  of  the  problem 
in  order  to  evaluate  what  amount  of  staffing 
would  be  required,  depending  on  the  response. 

The  Council  approved  the  request  and  letters 
were  sent  by  the  chairman  on  July  14,  1966, 
to  61  county  society  presidents,  21  county 
society  executive  directors,  and  18  specialty 
groups,  including  90  chapters. 

The  committee  was  impressed  with  the  large 
number  of  organizations  wishing  to  be  heard, 
and  came  to  the  conclusion  that  the  scope  of 
study  statistically  to  revise  the  Relative  Value 
Scale  would  be  great.  Any  committee  holding 


such  hearings  should  be  objective  and  broadly 
representative  of  the  multiple  aspects  of  medical 
practice. 

The  committee  realizes  its  responsibility  is 
great  since  its  recommendations,  if  adopted, 
would  determine  the  distribution  of  the  medical 
service  dollar  among  many  types  of  practi- 
tioners. Such  a committee  would  require 
technical  skills  of  a statistical  nature  to  deter- 
mine the  effects  of  the  cost  of  medical  care  re- 
sulting from  a revision. 

The  committee  realizes  that  a revision  of  the 
Scale  would  entail  considerable  expense  and  it 
understood  that  the  California  Medical  As- 
sociation had  spent  approximately  $100,000 
for  the  original  study,  and  spends  $5,000  to 
$10,000  annually  in  its  revision. 

This  information  was  presented  to  the  Council 
by  your  chairman  at  the  November  17,  1966, 
meeting. 

Resolutions  on  Payments  to  Physicians. 

The  committee  discussed  resolutions  66-13, 
66-19,  66-28,  66-29,  66-30,  66-31,  66-57, 66-61, 
and  66-63,  concerning  physicians  and  their 
payment  by  Blue  Cross  and  Blue  Shield. 

It  is  the  committee’s  feeling  that  because  of 
the  complexity  of  the  problem  and  also  be- 
cause it  was  referred  to  an  ad  hoc  committee 
by  the  House  of  Delegates  and  to  the  Com- 
mission on  Standards  of  Medical  Care  by  the 
Council,  we  should  await  clarification  from  the 
Council  as  to  the  committee’s  role. 

Your  chairman  was  advised  that  the  president 
of  the  State  Society  asked  the  Economics  Com- 
mittee to  pursue  this  and  bring  back  informa- 
tion to  the  Council  at  a later  date. 

On  July  14,  1966,  the  chairman  sent  letters 
to  insurance  companies,  executive  directors  and 
presidents  of  Blue  Shield  and  Blue  Cross  Plans, 
the  Hospital  Association  of  New  York  State, 
the  Superintendent  of  Insurance,  the  Attorney 
General  and  legal  counsel,  calling  attention  to 
the  essence  of  the  resolutions: 

Resolved,  That  the  appropriate  officers 
and  committees  of  the  Medical  Society  of  the 
State  of  New  York  immediately  undertake 
negotiations  with  New  York  State  Blue  Cross 
Plans,  Blue  Shield  Plans,  the  New  York  State 
Hospital  Association,  the  Commissioner  of 
Insurance  of  the  State  of  New  York,  and  such 
others  as  are  deemed  desirable,  to  attempt 
to  effect  a transfer  of  hospital-based  physi- 
cians’ fees  for  professional  services  from  Blue 
Cross  Plans  and  other  hospitalization  plans 
to  Blue  Shield  and  other  medical  service 
plans. 

Replies  have  been  received  from  the  Hon. 
Henry  Root  Stern,  Jr.,  Superintendent  of 
Insurance;  Charles  M.  Royle,  executive  vice- 
president,  Hospital  Association  of  New  York 
State,  Inc.;  Mr.  Harold  Howell,  chairman  of 
the  New  York  State  Conference  of  Blue  Cross 
and  Blue  Shield  Plans,  and  Mr.  Emery  G. 
Bullis,  assistant  director  of  the  Health  In- 
surance Council. 

From  the  responses  received,  it  is  fair  to  say 
that  several  shades  of  attitude  are  apparent: 
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(1)  Out-right  resistance;  (2)  a willingness  to 
consider  the  proposal  and  explore  the  defects; 
(3)  a statement  of  principle  that  the  pattern 
of  payment  should  reflect  and  respond  to  the 
pattern  of  hospital  and  physicians’  charges,  as 
they  exist. 

Dependents’  Medical  Care.  As  author- 
ized by  the  Committee  on  Medical  Economics 
and  the  Council,  Dr.  Ackerman  and  Mr.  George 
P.  Farrell  met  with  Brigadier  General  Norman 
E.  Peatfield,  MC,  executive  director,  and  Lt. 
Colonel  William  R.  Bunge,  MC,  assistant 
director,  Professional  Division,  Office  for  De- 
pendents’ Medical  Care,  on  October  14,  1966, 
and  discussed: 

1.  Fees  for  “outpatient”  care  under  the 
expanded  program  for  Dependents’  Medical 
Care,  effective  October  1, 1966; 

2.  Increase  in  present  “Schedule  of  Al- 
lowances.” 

In  discussing  the  approach  of  arriving  at 
payment  for  physicians’  services,  it  was  mu- 
tually agreed  that  the  concept  of  “usual,  cus- 
tomary, and  reasonable”  charges  be  used  in 
submitting  claims  for  these  services. 

It  was  mutually  understood  and  agreed  that 
no  “Schedule  of  Allowances”  would  be  pub- 
lished. Cases  which  require  arbitration  would 
be  referred  to  the  Economics  Committee  for 
consideration  and  determination.  This  new 
program  would  increase  payment  on  an  average, 
for  medical  services,  by  approximately  25  per 
cent.  The  present  contract  was  extended  from 
August  1,  1966,  to  January  31,  1967,  due  to  the 
changes  recommended  by  the  Economics  Com- 
mittee. 

Your  chairman  and  members  of  the  committee 
reviewed  approximately  100  Medicare  claims 
which  required  special  consideration  and  recom- 
mendations to  the  Office  for  Dependents’  Medi- 
cal Care  for  authorization.  The  recommenda- 
tions of  your  committee  were  approved  by  the 
Office  for  Dependents’  Medical  Care  without 
exception.  Your  committee  and  Mr.  Farrell, 
administrative  officer,  have  experienced  fine 
cooperation  from  Colonel  William  H.  Hayes, 
contracting  officer,  and  his  staff. 

Daniel  Tausig,  M.D.,  representing  the  New 
York  State  Society  of  Anesthesiologists  Inc., 
appeared  at  the  November  3,  1966,  meeting 
and  informed  the  committee  that  the  combina- 
tion of  “Procedure  plus  Time”  basis  would  be 
acceptable. 

Acknowledgments.  Your  chairman  wishes 
to  express  appreciation  to  the  members  of  the 
committee  for  attendance  at  meetings  and  the 
splendid  cooperation  achieved  in  dealing  with 
rather  complicated  and  detailed  matters  re- 
ferred to  the  committee.  The  chairman  also 
wishes  to  thank  Mr.  George  P.  Farrell  and  his 
staff  for  their  fine  cooperation  in  gathering  and 
tabulating  the  information  supplied  the  com- 
mittee. His  advice  and  guidance  was  of  great 
help  to  the  committee. 

Respectfully  submitted, 

Carl  R.  Ackerman,  M.D.,  Chairman 


Report  of  Reference  Committee  on 
Medical  Services:  The  following  report  was 
presented  by  Vincent  J.  Tesoriero,  M.D.,  chair- 
man. 

Your  reference  committee  considered  that 
part  of  the  report  pertaining  to  Resolutions  on 
Payments  to  Physicians.  In  view  of  the  com- 
plexities of  the  problems  presented,  your  ref- 
erence committee  took  no  action  on  this  por- 
tion of  the  report  because  another  reference  com- 
mittee is  fully  exploring  this  subject. 

Your  reference  committee  took  note  of  the 
work  completed  and  commends  the  committee 
for  its  accomplishments  in  the  Dependents’ 
Medical  Care  Program  and  recommends  that 
negotiations  be  continued. 

Your  reference  committee  commends  the 
work  of  the  Economics  Committee  under  the 
chairmanship  of  Carl  R.  Ackerman,  M.D., 
and  Mr.  George  P.  Farrell,  director  of  the 
Bureau. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

( See  also  Report  of  Reference  Committee  on 
Standards  of  Medical  Care,  page  1542.) 

Public  Medical  Care  (Annual) 

To  the  House  of  Delegates,  Gentlemen: 

The  Public  Medical  Care  Committee  is 
composed  of  the  following: 

Charles  C.  Mangi,  M.D.,  Chairman . . . Queens 
Albert  F.  R.  Andresen,  Jr.,  M.D. . Westchester 

I.  Jay  Brightman,  M.D Albany 

Arthur  H.  Mulligan,  M.D Herkimer 

Philip  R.  Roen,  M.D New  York 

Robert  Schwinger,  M.D Queens 

Milton  B.  Spiegel,  M.D Brooklyn 

The  committee  has  held  three  meetings — 
April  28,  1966,  June  4,  1966,  and  September  28, 
1966. 

Resolution  66-3.  At  the  April  28,  1966, 
meeting  the  committee  considered  resolution 
66-3,  amended  and  adopted  by  the  House  of 
Delegates,  as  follows: 

(а)  That  all  county  societies  shall  encourage 
local  welfare  agencies  to  use  the  prior  authoriza- 
tion card,  as  practiced  in  six  counties  of  the 
State;  and 

(б)  That,  at  the  earliest  possible  time,  the 
State  Department  of  Social  Welfare  be  requested 
to  “raise  the  existing  allowances  in  each  area  to 
parallel  more  closely  physicians’  usual  and 
customary  fees”  and  to  “take  steps  to  eliminate 
economic  punitive  action  against  a physician 
or  hospital  simply  because  a welfare  patient  has 
failed  to  identify  himself  as  such.” 

Regarding  part  (a)  of  the  amended  resolution, 
the  committee  voted  unanimously  that  “All 
county  societies  should  encourage  local  welfare 
agencies  to  dispense  with  prior  authorization 
card  and  initiate  the  program  now  in  practice 
in  six  counties  under  the  pilot  program.” 

Regarding  part  ( b ) of  the  amended  resolution, 
“raising  the  existing  allowances  in  each  area  to 
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parallel  more  closely  physicians’  usual  and 
customary  fees,”  the  committee  reviewed  the 
work  which  had  been  done  in  the  past  regarding 
the  revision  of  fees  in  Book  V of  the  Department 
of  Social  Welfare.  It  had  been  agreed  that 
standard  coding  and  nomenclature  be  adopted. 
It  was  brought  to  the  attention  of  the  committee 
that  this  matter  was  under  discussion  by  the 
Interdepartmental  Task  Force  on  Medical 
Fees  Committee,  William  L.  Wheeler,  Jr., 
M.D.,  chairman  of  the  State  Medical  Society 
advisory  committee,  and  the  Task  Force  of  the 
Division  of  the  Budget,  Mr.  Donald  Axelrod, 
chairman. 

The  committee  considered  a complaint  re- 
garding payment  for  psychiatric  examination 
for  disability  determination  requested  by  the 
Department  of  Social  Welfare. 

After  reviewing  the  file,  the  committee  recom- 
mended a letter  be  sent  to  the  chief  medical 
consultant  of  the  Department  of  Social  Welfare 
stating  that  perhaps  special  consideration  should 
be  given  to  individual  cases  under  extenuating 
circumstances. 

Carriers  Under  Title  18.  At  the  special 
meeting,  June  4,  1966,  carriers  under  Title  18, 
Part  B of  Public  Law  89-97,  were  present  and 
reports  regarding  the  method  of  payment  of  fees 
and  utilization  control  under  the  program  were 
presented,  as  follows: 

united  medical  service — Mr.  Carmine  Ami- 
ratti,  vice-president  and  secretary: 

1.  Fees — Will  use  the  criteria  established  by 
the  Social  Security  Administration  which  takes 
into  consideration  prevailing  charges  for  an 
area  (geographic  and  population-wise).  The 
generalist  and  the  specialist  will  be  considered 
and  the  Relative  Value  Scale  of  the  State  and 
local  medical  societies  will  be  consulted. 

2.  Utilization — Regulations  already  set  forth 
are  being  studied.  New  York  area  will  use 
existing  review  committees  and  representatives 
of  specialty  societies  and  American  Academy  of 
General  Practice.  A liaison  will  be  established 
between  these  groups  and  the  medical  societies. 

METROPOLITAN  LIFE  INSURANCE  COMPANY 

Mr.  James  F.  Tenny,  administrative  assistant, 
Medical  Department: 

1.  Fees — Using  guide  lines  set  up  by  the 
F ederal  government— unscheduled  program 
similar  to  commercial  but  generally  not  fixed. 
We  generally  have  a review  of  fees.  We  keep  a 
continuing  file  on  every  doctor  who  has  a claim 
with  us.  We  intend  to  follow  our  usual  custom 
of  investigating  charges  by  comparing  them  with 
charges  by  the  same  doctors  in  the  past.  We 
will  adjudicate  fees  with  the  State  Medical 
Society,  if  necessary.  We  intend  to  use  the 
Relative  Value  Scale  of  both  New  York  and 
California.  We  will  outline  our  entire  program 
to  presidents  of  county  medical  societies  next 
Wednesday  in  Utica. 

2.  Utilization — We  will  try  to  resolve  any 
differences  with  the  physicians  before  going  to  a 
county  society  review  committee. 

BLUE  SHIELD  OF  WESTERN  NEW  YORK Mr. 

Joseph  Kerrigan,  executive  vice-president: 


1.  Fees — Will  use  the  Relative  Value  Scale — 
will  expand  procedures.  The  conversion  figures 
are  as  follows:  $5.00  for  surgical  procedures, 
$6.00  for  anesthesia,  $7.00  for  medicine,  $6.00 
for  radiation  therapy,  and  so  forth,  and  next 
week  we  will  be  able  to  decide  on  the  laboratory 
fee  conversion. 

2.  Utilization — We  will  use  a medical  ad- 
judication committee  within  the  control  of  the 
doctors  and  a professional  practice  committee 
for  overutilization.  Specialist  groups  are  in- 
cluded. We  will  use  county  medical  societies. 
Relative  Value  Scale  will  be  used  for  home  and 
office  visits. 

GENESEE  VALLEY  MEDICAL  CARE Mr.  Donald 

R.  Robertson,  executive  director: 

1.  Fees — We  have  a fixed  fee  schedule  which 
includes  surgery,  anesthesia,  radiation  therapy, 
in-hospital  medical  care,  and  so  forth.  Income 
limit  of  $8,600  on  contract.  Physicians  accept 
assignments  and  bill  carriers,  direct.  We  pay 
98  per  cent  of  physicians’  charges. 

2.  Utilization— We  have  two  committees— 
Schedule  Review  Committee  (24  physicians) 
and  Medical  Advisory  Committee  (24  physi- 
cians) . 

group  health  insurance — George  Melchior, 
M.D.,  president: 

1.  Fees— We  will  use  a profile  taken  from  a 
fifteen-months’  study  of  individual  physicians’ 
charges.  The  prevailing  fee  will  be  the  average, 
which  includes  82  to  84  per  cent  of  physicians’ 
charges,  monthly  or  quarterly.  Specialists 
will  be  recognized.  We  have  a liaison  with 
Queens  County  Medical  Society  and  any  ques- 
tions will  be  resolved  with  them.  We  have  no 
fixed  schedule. 

2.  Utilization — A formal  utilization  com- 
mittee is  established  with  GHI  and  Queens 
County  Medical  Society  with  a subcommittee 
for  overutilization. 

The  committee  recommended  that  a compila- 
tion of  Part  B carriers’  activities  be  published 
in  the  New  York  State  Journal  of  Medi- 
cine. 

Report  of  Reference  Committee  on 
Medical  Services:  The  following  report  was 
presented  by  Vincent  J.  Tesoriero,  M.D.,  chair- 
man. 

Your  reference  committee  agrees  that  in  re- 
gard to  resolution  66-3,  the  welfare  agencies 
should  dispense  with  prior  authorization  and  ex- 
pand the  program  developed  in  six  counties  under 
the  pilot  program. 

Your  reference  committee  took  note  of  Car- 
riers under  Title  18  and  felt  that  this  was  for 
information  only. 

The  House  voted  to  adopt  this  portion  of  the  ref- 
erence committee  report. 

Medical  Assistance  Under  Title  19.  The 

primary  purpose  of  the  September  28,  1966, 
meeting  was  to  discuss  the  Medical  Assistance 
program  under  Title  19. 

The  chairman  outlined  the  qualifications  re- 
quired under  Title  19  for  general  practitioners 
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to  participate  as  established  by  the  Welfare 
Department  in  New  York  City,  as  follows: 

1.  Hold  appointments  at  hospitals  approved 
for  internship  training; 

2.  Members  of  the  American  Academy  of 
General  Practice; 

3.  Or  have  completed  100  hours  of  post- 
graduate medical  education  in  the  last  five  years; 

4.  Or  declare  their  intention  to  complete  40 
hours  of  postgraduate  education  by  April  1, 
1967. 

It  was  pointed  out  that  there  are  between 
four  and  five  thousand  doctors  who  do  not  have  a 
hospital  appointment — mainly  because  it  is  not 
available  to  them;  therefore,  the  above  qualifi- 
cations would  not  permit  them  to  treat  patients 
under  “Medicaid”  (Title  19). 

George  Himler,  M.D.,  chairman,  Advisory 
Committee  to  the  New  York  State  Interde- 
partmental Committee  on  Health  Economics, 
presented  a detailed  outline  of  negotiations  with 
the  New  York  State  Board  of  Welfare,  New 
York  City  Department  of  Welfare,  and  action 
by  the  Coordinating  Council,  regarding  the 
understanding  agreed  on  of  the  acceptance  of 
these  qualifications  by  the  representatives  of 
the  Medical  Society  of  the  State  of  New  York 
and  the  Coordinating  Council.  He  also  pointed 
out  whatever  qualifications  are  required  of 
physicians  to  participate  in  Title  19  programs 
are  established  by  law  at  the  State  level  by  the 
State  Health  Department  and  not  by  the  local 
welfare  agencies. 

The  members  of  the  committee  felt  they  would 
have  no  objections  to  the  qualifications  of 
specialists  such  as  those  proposed  in  the  medical 
plan  of  the  City  of  New  York,  provided  the 
additional  qualification  of  the  recognition  of 
the  “S”  rating  under  Workmen’s  Compensation 
would  be  added.  The  Workmen’s  Compensa- 
tion Board  regulations  also  have  qualifications 
for  doctors,  but  no  doctor  who  is  licensed  to 
practice  in  the  State  of  New  York  is  denied  the 
privilege  of  taking  care  of  patients.  Any  doctor 
who  is  licensed  to  practice  in  the  State  of  New 
York  may  obtain  a rating  from  the  Workmen’s 
Compensation  Board. 

Acknowledgments.  Your  chairman  wishes 
to  express  his  appreciation  to  the  members  of 
his  committee  for  their  attendance  at  meetings 
and  the  efficient  assistance  provided  by  Mr. 
George  P.  Farrell,  his  secretary,  Clementine  S. 
Thompson,  and  the  members  of  his  staff. 
Respectfully  submitted, 

Charles  C.  Mangi,  M.D.,  Chairman 
Public  Medical  Care  (Supplementary) 

To  the  House  of  Delegates,  Gentlemen: 

On  January  11,  1967,  the  following  letter  was 
sent  to  the  editor  of  The  News  of  New  York 
for  publication  in  its  February  or  Convention 
Issue.  A request  was  sent  to  committee  mem- 
bers asking  for  endorsement  of  this  letter. 
Endorsements  were  recieved  from  the  following 
members:  Albert  F.  R.  Andresen,  Jr.,  M.D., 
Arthur  H.  Mulligan,  M.D.,  Philip  R.  Roen, 
M.D.,  Robert  Schwinger,  M.D.,  Milton  B. 
Spiegel,  M.D. 


A serious  omission  occurred  in  the  report  of  the 
Public  Medical  Care  Committee  as  printed  on  page 
133  of  the  January  1,  1967,  Convention  Issue  of  the 
New  York  State  Journal  op  Medicine.  A letter 
to  The  News  is  the  only  way  to  get  this  information 
to  all  the  members  of  the  Medical  Society  of  the 
State  of  New  York  before  the  convention. 

OBJECTIONS  TO  QUALIFICATIONS 
TO  TREAT  MEDICAID  PATIENTS 
At  its  September  28  meeting,  the  committee  was 
unanimously  opposed  to  “qualifications”  for  physi- 
cians to  treat  Medicaid  patients.  The  committee 
felt  that  although  some  criteria  had  to  be  met  by 
specialists,  all  physicians  licensed  to  practice  in  the 
State  of  New  York  should  be  allowed  to  treat  Med- 
icaid patients.  It  submitted  the  following  opinion: 
“The  committee  is  concerned  that  the  setting  up  of 
‘qualifications’  by  any  agency,  even  if  by  the  State 
Department  of  Health,  would  constitute  a second 
licensing  agency  and  would  be  an  abridgement  or 
curtailment  of  the  license  granted  by  the  State 
Education  Department.  The  committee  took  the 
stand  that  it  was  against  the  setting  up  of  ‘qualifica- 
tions’ for  the  treatment  of  Medicaid  patients.” 

This  opinion  was  reaffirmed  at  the  December  8, 
1966,  meeting.  It  was  omitted  from  the  printed 
annual  report  without  committee  knowledge  of  this 
omission. 

These  “qualifications”  form  the  most  fundamental 
factor  in  Medicaid  negotiations. 

The  committee  was  aware  of  the  extreme  unpopu- 
larity of  these  “qualifications”  among  the  general 
practitioners.  “Qualifications”  were  not  considered 
or  discussed  at  the  Special  House  of  Delegates  meet- 
ing on  Medicaid  in  May.  Resolutions  will  be  intro- 
duced at  the  February  House  of  Delegates  disapprov- 
ing of  these  “qualifications.”  The  committee  voiced 
its  disapproval  in  September,  1966. 

This  objection  by  the  committee  must  be  part  of  its 
annual  report  and  must  be  so  considered  by  the 
House  of  Delegates. 

The  committee  was  aware  at  its  December  8, 
1966,  meeting  that  the  Council  of  the  Medical 
Society  of  the  State  of  New  York  had  not  ap- 
proved of  its  opinion  and  the  committee  re- 
affirmed this  opinion.  It  was  mentioned  then 
that  Dr.  George  Himler  felt  that  “qualifications” 
were  an  infringement  of  doctors’  rights  under 
their  license.  It  was  restated  that  the  com- 
mittee felt  strongly  that  “qualifications”  should 
not  be  imposed  on  the  general  practitioners  and 
that  such  “qualifications”  should  positively  be 
suspended. 

Again  the  Council  did  not  approve  of  this 
opinion  of  the  December  8,  1966,  meeting. 

Annual  reports  of  committees  are  presented 
to  the  House  of  Delegates  and  signed  by  the 
chairmen  of  the  committees  and  should  represent 
the  opinion  of  the  committee  for  consideration 
by  the  House.  It  is  meaningless  to  delete  from 
the  annual  report  any  portions  not  approved  by 
the  Council,  for  then  it  becomes  only  the  “Coun- 
cil-approved” portion  of  the  report.  Censor- 
ship should  not  be  tolerated.  This  one  point  of 
“qualifications”  remains  crucial.  It  was  not 
discussed  at  the  Special  Meeting  in  May. 
“Qualifications”  cannot  be  met  by  some  of  our 
doctors.  Some  simply  will  not  be  able  to  take 
certain  courses.  Membership  in  the  Academy 
of  General  Practice  may  assure  continuing 
education  but  it  is  no  guarantee  that  its  members 
will  give  better  medical  care  than  nonmembers. 
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The  question  is  why  our  negotiating  committee 
ever  agreed  to  accept  any  “qualifications.” 
Even  if  this  was  done  to  assure  free  choice  of 
physicians,  those  physicians  not  qualifying  have 
no  choice  at  all. 

The  report  recently  received  that  chiroprac- 
tors will  be  allowed  to  treat  Medicaid  patients 
makes  the  whole  discussion  ludicrous.  Chiro- 
practors would  treat  with  no  qualifications  while 
certain  doctors  of  medicine  will  be  barred. 

The  chairman  of  this  committee  has  been  in- 
volved in  discussions  within  this  Society  con- 
cerning association  with  certain  other  physicians. 
This  Society  has  been  unequivocal  in  its  opin- 
ion that  association  with  these  physicians  was 
proper  since  they  have  a State  license  to  practice 
medicine  and  these  physicians  were  needed  in 
this  State. 

Every  member  of  our  Society  does  have  a li- 
cense to  practice  medicine  in  this  State  and  we 
cannot  condone  any  “qualifications”  which 
infringe  on  this  license.  Of  course,  specialists 
are  required  for  certain  cases  and  specialists 
must  meet  certain  criteria,  but  all  licensed  doc- 
tors of  medicine  must  be  allowed  to  treat  Med- 
icaid patients  without  any  new  “qualifications” 
just  for  Medicaid  patients. 

Respectfully  submitted, 

Charles  C.  Mangi,  M.D.,  Chairman 

Report  of  Reference  Committee  on 
Medical  Services:  The  following  report  was 
presented  by  Vincent  J.  Tesoriero,  M.D., 
chairman. 

Your  reference  committee  considered  that 
portion'of  the  report  under  Medical  Assistance 
Under  Title  19.  A supplementary  report  was 
offered  by  the  chairman  of  the  committee  which 
consisted  of  a portion  of  their  annual  report 
which  had  been  deleted  when  published.  The 
deleted  portion  is  as  follows:  “The  committee 

is  concerned  that  the  setting  up  of  ‘qualifica- 
tions’ by  any  agency,  even  if  by  the  State  De- 
partment of  Health,  would  constitute  a second 
licensing  agency  and  would  be  an  abridgement 
or  curtailment  of  the  license  granted  by  the 
State  Education  Department.  The  committee 
took  the  stand  that  it  was  against  the  setting 
up  of  ‘qualifications’  for  the  treatment  of  Med- 
icaid patients.” 

The  reference  committee  recommends  ap- 
proval of  the  supplementary  report.  The  con- 
tinuation of  this  subject  matter  will  be  taken  up 
by  other  reference  committees. 

Your  reference  committee  commends  the 
work  of  this  committee  under  the  chairmanship 
of  Charles  C.  Mangi,  M.D. 

The  House,  after  discussion,  voted  to  table  this 
portion  of  the  reference  committee  report.  ( See 
Report  of  Reference  Committee  on  Standards  of 
Medical  Care,  page  1553.) 

Medical  Care  Insurance 

To  The  House  of  Delegates,  Gentlemen: 

The  Medical  Care  Insurance  Committee  is 
composed  of  the  following: 


Robert  W.  Hurd,  M.D.,  Chairman . . .Oneida 


Lucius  H.  Bugbee,  M.D Chautauqua 

Robert  D.  Fairchild,  M.D Onondaga 

Francis  J.  Loperfido,  M.D Bronx 

John  D.  Naples,  M.D Erie 

Harry  John  Mellen,  M.D Albany 

Philip  M.  Standish,  M.D Ontario 


The  committee  considered  resolution  66-89 
at  its  May  5,  1966,  meeting,  “Criticism  of 
Changes  in  Associated  Hospital  Service  By- 
laws,” as  amended  by  the  House  of  Delegates, 
as  follows: 

Whereas,  In  compliance  with  this  law, 
Associated  Hospital  Service  has  arbitrarily 
reduced  positions  for  practicing  physicians 
from  six  to  one  among  the  35  voting  mem- 
bers; 

and  the  committee  further  recommends  that 
the  first  resolved  be  amended  to  read: 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  consider  that  the  changes 
in  the  bylaws  of  Associated  Hospital  Service, 
which  include  reduction  of  the  number  of 
practicing  physician  voting  members,  recom- 
mended by  county  medical  societies,  from 
six  to  one,  and  the  deletion  of  the  requirement 
that  six  directors  be  physicians  are  not  in 
the  public  interest. 

The  Medical  Care  Insurance  Committee  re- 
viewed the  structure  of  representation  of  the 
Associated  Hospital  Service  of  New  York  and 
the  new  provisions  of  the  State  law  regarding 
the  composition  of  boards  of  directors  under 
Blue  Cross  Plans,  and  noted  that  not  more 
than  one  third  of  the  board  of  directors  “shall 
be  persons  who  are  licensed  to  practice  medicine 
in  this  State”  other  than  physicians  employed 
on  a full-time  basis.  The  present  board  of 
directors  consists  of  seven  doctors  of  medicine. 
It  was  unanimously  approved  by  the  com- 
mittee that: 

“After  study  of  this  resolution,  this  com- 
mittee feels  that  the  Associated  Hospital 
Service  of  New  York  has  complied  with  the 
law  as  well  as  can  be  expected  in  the  division 
of  doctors  as  representative  of  the  various 
branches  of  medicine  and  therefore  no  action 
should  be  taken.” 

The  committee  considered  a resolution  sub- 
mitted by  the  Medical  Society  of  the  County 
of  Chautauqua,  as  follows: 

When  a physician  is  employed  directly  on 
the  behalf  of  a third  party  for  the  practice 
of  medicine,  as  they  are  in  the  instance  of 
Blue  Shield,  the  conditions  and  commitments 
required  of  the  participating  physician  are 
the  concern  of  that  physician  or  his  represen- 
tative, in  this  case  the  county  medical  society. 

Whereas,  Blue  Shield  here  in  Chautauqua 
County  was  conceived  for  medical  indigents; 
and 

Whereas,  its  benefits  were  extended  and 
revised  without  consulting  the  sponsoring 
medical  society;  and 

Whereas,  Blue  Shield  has  denied  the 
advice  and  guidance  of  the  Chautauqua 
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County  Medical  Society  on  medical  policy 
and  on  the  composition  of  boards  and  com- 
mittees for  at  least  the  past  six  years;  now 
therefore  be  it  hereby 

Resolved,  that  the  Chautauqua  County 
Medical  Society  withdraw  as  the  sponsoring 
and  approving  medical  society  for  the  Chau- 
tauqua Regional  Medical  Service,  Inc. 

The  chairman  of  the  committee  extended  an 
invitation  to  Peter  C.  Meister,  M.D.,  president 
of  the  Chautauqua  County  Medical  Society, 
and  C.  Otto  Lindbeck,  M.D.,  president  of  the 
Chautauqua  Regional  Medical  Service,  Inc., 
to  appear  before  the  committee  to  discuss  the 
resolution.  Dr.  Lindbeck  and  Mr.  Edward 
Johnson  of  Chautauqua  Regional  Medical 
Service,  Inc.,  brought  valuable  information 
to  the  committee,  and  also  Lucius  H.  Bugbee, 
Jr.,  M.D.,  a member  of  the  committee,  supplied 
the  committee  with  considerable  information. 
No  representative  appeared  for  the  Chautauqua 
County  Medical  Society. 

The  committee  discussed  at  considerable 
length  the  problems  involved  between  the  plan 
and  the  county  medical  society  and  reviewed  the 
principles  recommended  by  the  committee  at 
its  September  11,  1964,  meeting,  and  adopted 
by  the  House  of  Delegates  to  be  used  as  a guide 
when  differences  occur  between  a Blue  Shield 
Plan  and  a county  medical  society,  as  follows: 

1.  Blue  Shield  Plans  should  strive  for  ever- 
improving  professional  relations  with  participat- 
ing physicians. 

2.  Blue  Shield  Plans  in  considering  a change 
in  policy,  contracts,  or  fee  schedules,  should 
consult  with  their  participating  physicians 
through  local  county  medical  societies. 

3.  Basing  the  fee  schedule  on  a relative 
value  index,  known  as  P.S.I.,  is  approved  prac- 
tice. 

4.  Blue  Shield  Plans  should  aid  in  the  matter 
of  determining  salary  level  of  the  subscriber 
when  requested  by  the  physician. 

5.  In  disputes  between  Blue  Shield  Plans 
and  participating  physicians,  every  effort 
should  be  made  by  both  sides  to  avoid  publicity. 

6.  When  differences  of  opinion  occur  be- 
tween the  Blue  Shield  Plan  and  its  participating 
physicians,  we  recommend  that  the  Medical 
Care  Insurance  Committee  be  consulted  to 
help  resolve  these  differences. 

A motion  was  unanimously  approved  that: 
“Whereas,  considering  all  the  facts  presented 
by  both  sides  of  the  question  including  the 
resolution  presented  to  the  committee,  after 
due  consideration  and  study  it  is  felt  there  is 
merit  in  the  presentation  but  that  local  factors 
have  not  been  thoroughly  investigated  or  ex- 
hausted. It  is  the  feeling  of  the  committee 
that  the  matter  should  be  returned  to  the  local 
level  for  a definite  reappraisal  of  the  problem 
and  solution  to  referendum.” 

On  May  6,  1966,  a letter  was  sent  to  Dr. 
Meister  informing  him  of  the  above  motion 
and  asking  to  have  the  county  medical  society 
reappraise  the  problem. 

On  October  25,  1966,  an  inquiry  was  sent  to 
him  asking  what  action  had  been  taken  by  the 


county  society,  and  no  reply  had  been  received 
as  of  November  17, 1966. 

Approval  of  Plans.  The  committee  recom- 
mends approval  of  the  following  Blue  Shield 
Plans:  United  Medical  Service,  Inc.,  New  York 
City;  Blue  Shield  of  Western  New  York,  Inc., 
Buffalo;  Genesee  Valley  Medical  Care,  Inc., 
Rochester;  Blue  Shield  of  Northeastern  New 
York,  Inc.,  Albany;  Central  New  York  Medical 
Plan,  Inc.,  Syracuse;  Medical  and  Surgical 
Care,  Inc.,  Utica;  Chautauqua  Regional  Medical 
Service,  Inc.,  Jamestown. 

Acknowledgments.  Your  chairman  wishes 
to  express  appreciation  to  members  of  the  com- 
mittee for  their  cooperation  and  to  Mr.  George 
P.  Farrell  for  his  assistance  and  guidance. 
Respectfully  submitted, 

Robert  W.  Hurd,  M.D.,  Chairman 

Report  of  Reference  Committee  on 
Medical  Services:  The  following  report  was 
presented  by  Vincent  J.  Tesoriero,  M.D.,  chair- 
man. 

The  reference  committee  reviewed  the  phy- 
sician representation  on  the  Associated  Hos- 
pital Service  of  New  York  and  the  new  provisions 
of  the  State  law  regarding  the  composition  of 
the  board  of  directors  under  Blue  Cross  Plans, 
and  it  was  unanimously  approved  by  the  ref- 
erence committee.  The  committee  reviewed 
the  resolution  of  the  Chautauqua  County 
Medical  Society  withdrawing  as  a sponsoring  and 
approving  medical  society  for  the  Chautauqua 
Regional  Medical  Service,  Inc. 

The  committee  recommends  that  continuing 
approval  be  given  by  the  Medical  Society  of 
the  State  of  New  York  to  the  Chautauqua  Re- 
gional Medical  Service,  Inc.,  and  that  this  prob- 
lem be  considered  by  the  Standards  for  Ap- 
proval by  the  Medical  Society  of  the  State  of 
New  York  of  New  York  State  Medical  Care 
Plans,  as  outlined  in  paragraphs  2 and  3 under 
these  standards  and  the  special  committee  re- 
port within  a period  of  six  months. 

Your  reference  committee  commends  the 
work  of  this  committee  under  the  chairmanship 
of  Robert  W.  Hurd,  M.D. 

The  House,  after  discussion,  voted  to  adopt  this 
portion  of  the  reference  committee  report. 

Workmen's  Compensation 

To  the  House  of  Delegates,  Gentlemen: 

The  following  is  the  report  of  the  Council 
Committee  on  Workmen’s  Compensation  and  of 
the  Division  on  Workmen’s  Compensation. 

The  committee  consists  of  the  following  mem- 


bers: 

Carl  F.  Freese,  M.D.,  Chairman Nassau 

Albert  M.  Schwartz,  M.D New  York 

Frederic  W.  Holcomb,  Jr.,  M.D Ulster 

Wyllys  A.  Dunham,  M.D Schenectady 

Robert  B.  Bryant,  M.D Onondaga 

Thomas  M.  Flanagan,  M.D Chenango 

Robert  E.  Wolf,  M.D Monroe 

Avrom  E.  Greenberg,  M.D Erie 

Warren  W.  Leeds,  M.D Westchester 

Robert  Katz,  M.D.,  Director Kings 
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Fee  schedule.  Having  concluded  its  de- 
liberations on  the  revision  of  the  workmen’s 
compensation  fee  schedule  late  in  1965,  the 
committee  met  only  twice  during  the  period 
covered  by  this  report  to  consider  matters 
presented  to  it  by  members  and  other  groups 
interested  in  workmen’s  compensation. 

The  committee  reaffirmed  its  position  with 
regard  to  its  recommendations  on  certain  items 
in  the  revision  which  were  brought  to  its  atten- 
tion regarding  the  sections  on  ophthalmology, 
neurosurgery,  and  orthopedics,  and  found  no  in- 
dication to  change  the  conclusions  previously 
reached. 

The  new  workmen’s  compensation  fee  sched- 
ule went  into  effect  on  July  1, 1966.  The  sched- 
ule promulgated  by  the  Chairman  of  the  Work- 
men’s Compensation  Board,  in  accordance  with 
the  provisions  of  Section  13-a  of  the  Workmen’s 
Compensation  Law  and  filed  with  the  Secretary 
of  State  of  the  State  of  New  York,  represents  a 
list  of  minimum  fees  for  medical  and  surgical 
services  and  is  applicable  to  all  new  and  reopened 
cases  on  its  date  of  promulgation  and  to  all  cases 
regardless  of  date  of  accident  one  year  there- 
after. The  latter  provision  fulfills  a resolution 
of  the  1961  House  of  Delegates,  resolution  61-51. 

The  new  schedule  calls  for  fees  30  per  cent  or 
more  higher  for  initial  and  subsequent  visits  and 
for  a 15  per  cent  increase  in  almost  all  other 
scheduled  items  in  the  fee  schedule  with  very  few 
exceptions. 

It  should  be  clearly  understood  that  the  fees 
contained  in  this  schedule  are  minimum  fees  and 
by  no  means  reflect  the  usual,  customary,  or  pre- 
vailing rates  in  this  State.  The  committee  will 
continue  to  study  its  fee  structure  in  order  to 
bring  it  in  line  with  other  methods  of  payment 
for  medical  services  in  our  State. 

Legislation.  Two  amendments  to  the  Work- 
men’s Compensation  Law  originated  with  this 
committee  and  were  supported  through  the 
Legislature  by  our  representatives  in  Albany. 
Chapter  186  of  the  Laws  of  1966  amends  Sec- 
tion 13-a  (5)  and  exempts  specialist  consulta- 
tions, surgical  operations,  physiotherapeutic 
procedures,  and  x-ray  examinations  below 
$35,  and  special  diagnostic  laboratory  tests 
below  $15,  from  the  requirement  for  prior 
authorization. 

An  amendment  to  Section  13-g(4)  Chapter 
207,  Laws  of  1966,  sets  the  stipend  for  physi- 
cians acting  on  arbitration  panels  at  $50.  The 
committee  recommended  to  defer  action  aimed 
at  amending  the  Workmen’s  Compensation  Law 
providing  for  partial  disability  for  silicosis  and 
other  dust  diseases  of  occupational  origin  pend- 
ing detailed  study  and  investigation  similar  to 
that  previously  authorized  by  Legislature  Reso- 
lution 216  of  1965. 

An  amendment  to  the  Disability  Benefits  por- 
tion of  the  law  was  enacted  over  the  opposition 
of  the  Medical  Society,  submitted  on  recom- 
mendation of  this  committee,  enabling  certifica- 
tion of  patients  for  disability  benefits  by  certain 
faith  healers.  The  committee  will  study  the  im- 
plication of  this  legislation  in  light  of  possible  rec- 
ommendations for  further  legislative  action. 


Education.  The  News  of  New  York  was 
supplied  with  items  of  current  interest  to 
physicians  on  the  subject  of  workmen’s  com- 
pensation, dealing  with  such  matters  as  the 
fee  schedule,  the  physician’s  obligations  to 
his  patient,  the  Workmen’s  Compensation 
Board  and  the  carrier,  and  the  procedure  re- 
lating to  partial  payment  of  bills  and  the  re- 
maining unpaid  balance. 

The  director  was  invited  to  be  a guest  lecturer 
at  two  symposia  of  the  American  Management 
Association  entitled  “Operating  the  Modem 
Medical  Department,”  and  the  “Functions  and 
Responsibilities  of  the  Industrial  Nurse.”  In 
both  instances  a large  audience  was  present, 
representing  industry  throughout  the  United 
States  and  Canada.  He  also  spoke  before  the 
Chenango  County  Medical  Society  and  the 
medical  staff  of  a major  insurance  carrier  on  sub- 
jects pertaining  to  the  handling  of  workmen’s 
compensation  cases,  with  stress  on  administra- 
tive problems  and  the  importance  of  maintaining 
a high  quality  of  medical  care. 

Meetings  and  Liaison.  The  chairman  and 
the  director  attended  numerous  meetings  of  the 
Workmen’s  Compensation  Board’s  Advisory 
Committee  for  the  Medical  Fee  Schedule  and 
Allied  Problems.  These  meetmgs  were  held 
more  frequently  during  the  past  year  than  here- 
tofore because  of  the  urgency  of  the  revision  of 
the  fee  schedule  and  to  submit  the  recommenda- 
tions of  the  Advisory  Committee  to  the  Chair- 
man of  the  Workmen’s  Compensation  Board. 
Many  groups  requested  permission  to  appear 
before  the  Advisory  Committee  to  present  their 
views.  Among  them  were  representatives  from 
the  New  York  State  Society  of  Osteopathy,  the 
podiatrists,  the  New  York  State  Society  of  In- 
ternal Medicine,  representatives  of  the  New 
York  State  Society  of  Physical  Therapists,  and 
representatives  of  the  New  York  State  Interde- 
partmental Task  Force  on  the  medical  fee  sched- 
ule, organized  to  advise  the  New  York  State 
Director  of  the  Budget. 

In  addition  to  problems  connected  with  the  re- 
vision of  the  fee  schedule,  the  Advisory  Com- 
mittee concerned  itself  with  such  matters  as  the 
feasibility  of  the  promulgation  of  a dental  fee 
schedule,  the  designation  by  a referee  of  a carrier 
to  act  as  an  intermediary  in  the  settlement  of 
medical  bills  where  the  question  of  apportion- 
ment between  various  carriers  remains  un- 
settled, the  status  of  the  full-time  director  of  the 
department  of  physical  medicine  and  rehabilita- 
tion at  a hospital  center  in  relation  to  the  treat- 
ment of  compensation  cases,  the  status  of  other 
full-time  specialists  on  hospital  staffs  with  re- 
gard to  compensation  cases  (radiologists,  direc- 
tors of  surgery,  and  so  forth),  uniform  coding 
and  nomenclature,  the  billing  by  medical  groups 
and  partnerships  of  doctors,  the  necessity  for 
serving  a subpoena  to  appear  before  a referee  of 
the  Workmen’s  Compensation  Board,  the  impli- 
cation of  Medical  Rule  9 on  the  practice  of  li- 
censed physical  therapists,  and  the  rights  of  an 
authorized  physician  to  refuse  to  treat  compen- 
sation cases  and  to  refer  them  to  other  physi- 
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cians  of  like  competence. 

The  director  attended  the  meetings  of  the 
American  Academy  of  Compensation  Medicine, 
the  annual  meeting  of  the  American  Medical 
Association,  and  numerous  meetings  with 
officials  of  the  Workmen’s  Compensation  Board, 
representatives  of  the  insurance  industry,  labor, 
management,  and  other  governmental  agencies. 
He  also  attended  the  regional  conference  in 
Westchester  County  and  several  meetings  of  the 
State  Budget  Director’s  Task  Force  on  medical 
fees. 

Arbitrations.  Disputed  bills  for  medical 
services  rendered  by  physicians  were  settled 
by  arbitration  and  by  direct  negotiation.  A 
total  of  113  arbitration  sessions  were  held 
throughout  the  State;  82  were  in  the  New  York 
City  area.  The  director,  who  attended  most 
of  them,  assisted  the  numerous  physicians 
appearing  on  their  own  behalf  and  the  physi- 
cians appointed  to  act  as  arbitrators  by  the 
president  of  their  county  medical  society.  A 
total  of  2,515  cases  were  submitted  for  arbitra- 
tion including  bills  adding  up  to  $326,827.62. 
Postponements  delayed  the  settlement  of  332 
cases;  1,586  cases  were  settled  by  arbitration; 
597  were  settled  without  hearing,  and  50  cases 
were  settled  by  direct  negotiation  with  the 
assistance  of  the  Bureau  of  Workmen’s  Com- 
pensation. 

It  should  be  noted  that  there  has  been  an  in- 
crease in  the  number  of  cases  as  well  as  in  the 
number  of  sessions  of  anywhere  from  12  to  15  per 
cent.  Further  increases  in  this  number  may  be 
anticipated  because  of  the  change  in  attitude  by 
carriers  and  physicians  which  frequently  follows 
the  promulgation  of  a new  fee  schedule  designed 
to  narrow  the  gap  between  the  scheduled  fees 
and  those  charged  to  private  patients  in  like 
economic  circumstances  in  private  practice  for 
noncompensable  disorders. 

The  committee  expresses  its  appreciation  to 
the  director  of  the  Division  of  Workmen’s  Com- 
pensation, Robert  Katz,  M.D.,  and  his  adminis- 
trative assistant.  Miss  Alice  E.  Wheeler.  Their 
continued  zeal  and  devotion  to  the  task  at  hand 
has  been  a major  factor  in  the  successful  conduct 
of  the  committee’s  operations. 

Respectfully  submitted, 

Carl  F.  Freese,  M.D.,  Chairman 

Report  of  Reference  Committee  on 
Medical  Services:  The  following  report  was 
presented  by  Vincent  J.  Tesoriero,  M.D.,  chair- 
man. 

Your  reference  committee  approves  the  report 
of  the  Workmen’s  Compensation  Committee 
and  commends  them  in  regard  to  the  matters  of 
the  increases  in  the  fee  schedule,  legislation,  and 
increase  in  the  arbitration  fee. 

The  reference  committee  commends  the  work 
of  the  committee  under  the  chairmanship  of 
Carl  F.  Freese,  M.D.,  and  Robert  Katz,  M.D., 
director  of  the  division. 

The  House,  after  discussion,  adopted  this  por- 
tion of  the  reference  committee  report. 


Industrial  Health 

To  the  House  of  Delegates,  Gentlemen: 

The  following  is  the  report  of  the  Council 
Committee  on  Industrial  Health  and  of  the 
Division  of  Industrial  Health.  The  committee 
consists  of  the  following  members: 

Harry  E.  Tebrock,  M.D.,  Chairman . .Queens 


Dallas  E.  Billman,  M.D Steuben 

James  J.  Brandi,  M.D Erie 

Sam  R.  Burnett,  M.D Schenectady 

Seymour  Fiske,  M.D New  York 

Nicholas  I.  Klimow,  M.D Chemung 


During  the  period  covered  by  this  report 
the  committee  held  two  meetings  to  consider 
developments  in  occupational  medicine  having 
pronounced  effects  on  the  entire  profession, 
such  as  vaccination  programs,  emergency 
medical  care  in  industry,  and  the  effect  of  recent 
legislation  dealing  with  medical  care  on  employe 
benefit  plans. 

The  committee  initiated  a survey  of  source 
materials  to  study  economic  advantages  of 
industrial  medical  programs.  The  data  re- 
ceived from  various  sources  will  be  reviewed 
for  appropriate  recommendations  and  actions 
where  demonstrable  need  is  revealed. 

The  director  of  the  division  was  invited  to 
address  a seminar  of  the  medical  staff  of  a 
major  insurance  carrier  and  participated  in  two 
orientation  symposia  conducted  by  the  Amer- 
ican Management  Association  entitled  “Op- 
erating the  Modem  Medical  Department”  and 
“Functions  and  Responsibilities  of  the  In- 
dustrial Nurse.”  The  director  served  as  a 
guest  lecturer  and  reported  a growing  interest 
on  the  part  of  industry  as  displayed  by  the  large 
number  in  attendance  and  the  high  quality 
of  discussion  during  the  question-and-answer 
period. 

The  members  were  kept  informed  of  pro- 
ceedings of  scientific  meetings  attended  by  the 
director  of  the  Division  of  Industrial  Health. 
Included  were  the  meetings  of  the  Section  on 
Occupational  Medicine  of  the  New  York 
Academy  of  Medicine,  the  New  York  State 
Society  of  Industrial  Medicine,  Inc.,  the  annual 
meeting  of  the  American  Medical  Association,  a 
symposium  of  the  New  York  Industrial  Health 
Societies  on  the  topic  of  “Laser,”  the  National 
Conference  on  Mental  Health  in  the  Business 
Community,  a conference  on  “Absenteeism” 
sponsored  by  an  ethical  pharmaceutical  corpora- 
tion, and  a conference  on  “Alcoholism  and  the 
Medical  Practitioner”  conducted  by  the  New 
York  State  School  of  Industrial  and  Labor 
Relations  of  Cornell  University  as  part  of 
their  program  on  Alcoholism  and  Occupational 
Health. 

A report  of  the  committee’s  activities  was 
submitted  to  the  secretary  of  the  American 
Medical  Association’s  Council  on  Occupational 
Health  for  presentation  to  the  Congress  on 
Occupational  Health  which  was  held  in  Port- 
land, Oregon.  No  representative  of  this  com- 
mittee was  in  attendance  but  a report  of  the 
proceedings  will  be  reviewed  as  soon  as  availa- 
ble. The  chairman  of  the  committee  at- 
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tended  the  International  Congress  on  Oc- 
cupational Health  and  reported  thereon  to  the 
committee. 

The  committee  continued  its  review  of 
pertinent  legislation  affecting  the  practice  of 
occupational  medicine  and  the  dissemination 
of  relevant  information  to  the  industrial  health 
committees  of  the  county  medical  societies. 

The  committee  expresses  its  appreciation  to 
the  director  of  the  Division  of  Industrial 
Health,  Robert  Katz,  M.D.,  and  his  adminis- 
trative assistant,  Miss  Alice  Wheeler,  for  their 
exemplary  performance  in  the  execution  of  the 
committee’s  program. 

Respectfully  submitted, 

Harry  E.  Tebrock,  M.D.,  Chairman 

Report  of  Reference  Committee  on 
Medical  Services:  The  following  report  was 
presented  by  Vincent  J.  Tesoriero,  M.D.,  chair- 
man. 

Your  reference  committee  reviewed  the  report 
of  the  Industrial  Health  Committee  and  com- 
mends the  efforts  of  this  committee  under  the 
chairmanship  of  Harry  E.  Tebrock,  M.D.,  and 
Robert  Katz,  M.D.,  director  of  the  division. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

Labor  Health  Facilities 

To  the  House  of  Delegates,  Gentlemen: 

The  following  is  the  report  of  the  Special 
Committee  on  Labor  Health  Facilities. 

The  committee  members  are  as  follows: 

William  H.  Foege,  M.D.,  Chairman 


New  York 

Theodore  Rosenthal,  M.D New  York 

Louis  Venet,  M.D New  York 


During  the  past  year  the  Special  Committee 
on  Labor  Health  Facilities  was  gratified  to  see 
the  fruition  of  its  efforts  toward  the  inclusion 
of  the  labor  health  centers  in  the  Medical 
Directory  of  the  Medical  Society  of  the  State  of 
New  York.  Various  individuals  connected 
with  labor  health  centers  have  expressed  then- 
satisfaction  that  these  institutions  are  accorded 
this  degree  of  recognition  and  agree  that  this 
represents  a first  step  in  achieving  greater 
harmony  between  organized  medicine  and 
organized  labor. 

As  suggested  in  the  last  report,  a beginning 
has  been  made  in  offering  educational  opportu- 
nities to  the  physicians  who  are  on  the  staffs  of 
the  labor  health  centers.  With  the  assistance 
of  the  United  States  Public  Health  Service  and 
under  the  auspices  of  the  Medical  Society  of 
the  State  of  New  York,  a course  in  mammog- 
raphy was  arranged  for  the  staff  members  of 
the  labor  health  centers.  This  was  given  at  a 
convenient  time  in  a central  location,  the  Coun- 
cil Chambers  of  the  Medical  Society  of  the 
State  of  New  York,  and  was  attended  by  a 
representative  number  of  staff  physicians 
who  felt  that  they  might  benefit  by  this  op- 
portunity. 

A new  statistical  questionnaire  has  been 
circulated  to  bring  up  to  date  our  previous 


statistics  on  the  activities  of  the  labor  health 
centers,  which  showed  that  an  impressive  pro- 
portion of  medical  care  was  rendered  by  these 
agencies. 

The  committee  has  been  approached  by 
several  of  the  centers  to  act  as  an  intermediary 
in  obtaining  information  regarding  operational 
policy  from  all  of  the  centers  with  the  view  of 
establishing  uniformity  in  all  of  the  clinics. 
The  committee  expressed  its  entire  willingness 
to  cooperate  in  this  venture  and  has  begun  work 
on  the  project. 

One  labor  leader  recently  announced  his 
intention  to  sponsor  a new  inquiry  into  the 
cost  and  quality  of  medical  care  obtained 
through  labor  organizations.  The  committee 
offered  its  help  in  the  projected  investigation. 
The  offer  was  cordially  received  and  we  now 
await  future  developments. 

With  these  small  beginnings  the  committee  is 
finding,  at  least  in  our  area,  an  increasing  spirit 
of  cooperation  with  organized  labor  and  a 
gradual  increase  in  the  recognition  that  organized 
medicine  and  organized  labor  have  many  prob- 
lems in  common  which  can  be  solved  only 
through  mutual  understanding  and  cooperation. 
The  committee  will  continue  to  bend  its  efforts 
to  the  furtherance  of  this  feeling  and  the 
eventual  solution  of  the  common  problems  of 
medicine  and  labor. 

Respectfully  submitted, 

William  H.  Foege,  M.D.,  Chairman 

Report  of  Reference  Committee  on 
Medical  Services:  The  following  report  was 
presented  by  Vincent  J.  Tesoriero,  M.D.,  chair- 
man. 

Your  reference  committee  reviewed  the  report 
of  this  committee  and  is  pleased  with  the  im- 
proved relationship  with  representatives  of  labor 
organizations.  Your  reference  committee  com- 
mends the  work  of  this  committee  under  the 
chairmanship  of  William  H.  Foege,  M.D. 

The  House,  after  discussion,  voted  to  adopt  this 
portion  of  the  reference  committee  report. 

Liaison  with  Veterans  Administration 

To  the  House  of  Delegates,  Gentlemen: 

The  Subcommittee  on  Liaison  with  the 
Veterans  Administration,  of  the  Economics 
Committee,  consists  of  the  following: 

Herbert  H.  Bauckus,  M.D.,  Chairman. . .Erie 

James  L.  Palmer,  M.D Broome 

On  May  16,  1966,  Dr.  S.  A.  Frankenthaler, 
clinic  director  of  the  Veterans  Administration 
Regional  Office,  252  Seventh  Avenue,  New  York, 
New  York,  addressed  a communication  to  the 
Medical  Society  of  the  State  of  New  York  to 
renegotiate  our  Letter  of  Agreement  with  the 
Veterans  Administration  for  the  period  be- 
ginning July,  1,  1966,  and  ending  June,  30, 1967. 

It  was  recommended  that  the  conversion 
factor  for  items  9014,  9051,  9052,  in  “MEDI- 
CINE” section  of  the  Veterans  Administration 
Fee  Schedule,  be  increased  to  $5.00  which 
applies  to  all  services  in  the  “MEDICINE” 
section. 
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TABLE  I.  Membership  in  Blue  Shield  and  Blue  Cross  Plans 


Membership <— — - — - — Increases 


Blue 

Shield 

Blue 

Cross 

Per  Cent  of 
Members 

Blue 

Shield 

Blue 

Cross 

New  York 

5,005,219 

7,538,343 

66.39 

-112,416 

-6,793 

Buffalo 

845,893 

873,305 

96.87 

30,967 

16,276 

Rochester 

690,993 

710,063 

97.31 

43,664 

37,120 

Albany 

379,621 

409,623 

92.65 

9,173 

2,927 

Syracuse 

302,859 

425,751 

70.90 

-7,837 

18,771 

*Utica 

276,651 

259,476 

95.51 

-3,277 

-4,067 

Jamestown 

44,310 

56,200 

78.84 

1,312 

394 

Watertown 

30,176 

120 

7,545,546 

10,302,937 

73.33 

-38,414 

64,648 

* Utica  Plan  serves  Watertown  area  for  Blue  Shield  members.  Watertown  Blue  Cross  members  added  to  Utica  Blue  Cross 
members  in  calculating  percentage. 


Your  chairman  instructed  that  a letter  be 
sent  to  Dr.  Franken thaler  that  the  continua- 
tion of  our  Letter  of  Agreement  be  extended. 
This  was  confirmed  in  a letter  of  July  8,  1966, 
by  Mr.  George  P.  Farrell. 

There  have  been  no  complaints  brought  to  the 
attention  of  your  committee  during  the  past 
year. 

We  are  indebted  to  the  chairman  of  the 
Commission  on  Medical  Services,  Walter  Scott 
Walls,  M.D.,  and  Carl  R.  Ackerman,  M.D., 
chairman  of  the  Economics  Committee,  for 
their  support. 

The  subcommittee  expresses  appreciation 
to  Mr.  George  P.  Farrell  for  his  assistance. 

Respectfully  submitted, 

Herbert  H.  Bauckus,  M.D.  Chairman 

Report  of  Reference  Committee  on 
Medical  Services:  The  following  report  was 
presented  by  Vincent  J.  Tesoriero,  M.D.,  chair- 
man. 

Your  reference  committee  reviewed  the  work 
of  the  Subcommittee  on  Liaison  with  Veterans 
Administration  and  notes  the  excellent  relation- 
ship established  with  this  organization. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  reoort. 

Bureau  of  Medical  Care  Insurance 

To  the  House  of  Delegates,  Gentlemen: 

The  Bureau  of  Medical  Care  Insurance  oper- 
ates under  the  direction  of  the  Economics  and 
Medical  Care  Insurance  Committees,  components 
of  the  Commission  on  Medical  Services.  Mr. 
George  P.  Farrell  is  director  of  the  Bureau  of 
Medical  Care  Insurance  and  Administrative 
Officer  of  Medicare  (Public  Law  569),  Depend- 
ents’ Medical  Care  Program. 

Your  director  serves  as  adviser  to  these  com- 
mittees and  also  to  the  Public  Medical  Care 
Committee,  the  Subcommittee  on  Liaison  with 
Veterans  Administration,  and  the  Advisory 
Committee  to  the  New  York  State  Interde- 
partmental Health  Economics  Committee. 

Your  director  has  attended  all  meetings  of  the 
committees  and  has  also  attended  the  follow- 
ing meetings: 


February  24,  1966 — Spoke  before  the  Fulton 
County  Medical  Society  at  Gloversville,  re- 
garding the  Relative  Value  Scale  and  Medicare. 

January  25,  February  22,  March  1,  and  March 
10 — Attended  the  regional  program  on  Utiliza- 
tion and  Medical  Review  by  the  Monroe  County 
Medical  Society  and  Seventh  District  Branch, 
Rochester. 

June  8,  1966 — Attended  a meeting  of  the 
Metropolitan  Life  Insurance  Company,  in 
Utica,  regarding  implementation  of  Part  B, 
Title  18,  in  31  county  societies. 

June  11,  1966 — Attended  meeting  at  the  Em- 
pire State  Chamber  of  Commerce,  Rochester, 
regarding  Title  19. 

October  14,  1966 — Your  director  and  Dr. 
Carl  R.  Ackerman  met  with  Brigadier  General 
Norman  E.  Peatfield,  MC,  executive  director, 
and  Lt.  Colonel  William  R.  Bunge,  MC,  as- 
sistant director,  Professional  Division,  Office 
For  Dependents’  Medical  Care,  to  discuss  (1) 
fees  for  “outpatient”  care  under  the  expanded 
program  for  Dependents’  Medical  Care,  effec- 
tive October  1,  1966,  and  (2)  increase  in  present 
Schedule  of  Allowances. 

Progress  Reports.  Because  of  the  change  in 
the  annual  meeting  date  from  May  to  February, 
the  annual  progress  report  on  New  York  State 
Blue  Shield  Plans  will  be  prepared  and  mailed  to 
county  medical  societies  and  others,  in  the  near 
future. 

Membership  as  of  December  31,  1966,  in  the 
New  York  State  Blue  Shield  Plans  (subscribers 
and  dependents)  was  7,545,546  (Table  I). 

Claims  paid  for  the  period  ending  December 
31,  1966,  amounted  to  $129,746,549  covering 
3,472,360  claims. 

Medicare.  The  Medicare  contract  was  ex- 
tended from  August  1,  1966,  to  January  31,  1967 
and  then  renewed  for  a period  of  one  year, 
February  1,  1967  and  ending  January  31,  1968, 
with  the  Office  For  Dependents’  Medical  Care, 
Denver,  Colorado. 

The  total  amount  paid  physicians  for  the  year 
ending  December  31,  1966,  was  $1,014,167, 
representing  13,104  claims  for  an  average  of 
$77.16  per  claim.  For  the  period  from  Jan- 
uary 1,  1957,  through  December  31,  1966, 
139,621  claims  have  been  paid  to  physicians 
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TABLE  II.  Payments  for  Medicare  Services  Rendered  for  1957-1966 


Types  of  Care 

Total 

Claims 

Amount 

Paid 

Average  Payment 
Per  Claim 

Maternity 

47,386 

$6,197,277 

$130.78 

Surgical 

17,777 

1,752,201 

98.56 

Medical 

In-hospital 

27,882 

1,025, 078 

36.83 

Other  services 

46,576 

1,314,380 

28.22 

Total  all  services 

139,621 

$10,288,936 

$73.69 

in  the  amount  of  $10,288,936,  for  an  average  of 
$73.69  per  claim.  During  this  period  12,034 
physicians  have  participated  in  the  program  and 
530  new  physicians  rendered  service  to  the  de- 
pendents in  1966. 

Table  II  illustrates  the  payment  for  services 
by  principal  diagnosis  for  the  period  1957-1966. 

New  Uniformed  Services  Health  Benefits 
Program.  The  New  Uniformed  Services 
Health  Benefits  Program  for  the  Dependents  of 
ActivefDuty  Members  of  the  Uniformed  Serv- 
ices, for  Retired  Members  and  the  Dependents 
of  Retired  and  Deceased  Members  of  the  Uni- 
formed Services  has  been  established. 

The  new  health  benefits  fall  roughly  into  three 
broad  categories: 

1.  Civilian  “outpatient”  care  for  the  wives, 
children,  and  dependent  husbands  of  members 
of  the  uniformed  services  who  are  now  serving 
on  active  duty  for  more  than  thirty  days. 

2.  Civilian  “inpatient”  and  “outpatient” 
care  for  retired  members  and  their  wives, 
children,  and  dependent  husbands,  and  the 
wives,  children,  and  dependent  husbands  of 
members  who  died  while  on  active  duty  or  on  a 
retired  status. 

3.  Training,  rehabilitation,  special  educa- 
tion, and  institutional  care  in  civilian  facilities 
for  the  wives,  children,  and  dependent  husbands 
of  active  duty  (more  than  thirty  days)  members 
who  are  moderately  or  profoundly  retarded  men- 
tally or  who  have  a serious  physical  handicap. 

Effective  Dates.  The  law  specifies  two  dates 
for  the  benefits  authorized  therein  to  become 
effective:  1.  October  1,  1966  for  civilian  “out- 
patient” care  for  the  dependents  of  active  duty 
members; 

2.  January  1,  1967,  for  all  other  benefits. 

Conclusion.  I wish  to  express  my  appreci- 
ation to  Mrs.  Nan  Boynton  and  the  members  of 
her  staff  for  the  efficient,  conscientious  efforts  in 
administering  the  Medicare  program  during  the 
past  year.  Also  to  Mrs.  Clementine  Thompson 
who  joined  our  staff  as  secretary  to  your  director 
on  June  14,  1966. 

Respectfully  submitted, 
George  P.  Farrell,  Director 

Report  of  Reference  Committee  on 
Medical  Services:  The  following  report  was 
presented  by  Vincent  J.  Tesoriero,  M.D.,  chair- 
man. 

The  reference  committee  wishes  to  commend 


Mr.  George  P.  Farrell,  director  of  the  Bureau 
of  Medical  Care  Insurance,  for  his  able  direction, 
diligent  efforts,  and  accomplishments  during 
the  year. 

The  House  voted  to  adopt  this  portion  of  the  ref- 
erence committee  report. 

67-36.  Government-Assigned  Health  Insurance 

Introduced  by  Suffolk  and  Nassau  County 
Medical  Societies 

Whereas,  There  is  general  agreement  that 
there  is  a need  for  financial  assistance  to 
many  people  in  relation  to  their  medical  ex- 
penses; and 

Whereas,  Attempts  to  fill  this  need  as  in 
the  Medicare  and  Medicaid  programs  leave 
much  to  be  desired,  both  in  their  unneces- 
sarily overwhelming  expense  to  the  govern- 
ment and  their  inadequate  protection  of  the 
sick  and  needy;  now  therefore  be  it  hereby 
Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  form  a study  committee 
to  explore  the  feasibility  of  a program  of 
“Government-Assisted  Health  Insurance”; 
and  be  it  further 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  present  its  findings  and 
recommendations  to  the  proper  legislative 
representatives  in  the  State  and  Federal 
governments. 

Report  of  Reference  Committee  on 
Medical  Services:  The  following  report 

was  presented  by  Vincent  J.  Tesoriero,  M.D., 
chairman. 

Your  reference  committee  concluded  it  could 
not  take  any  action  on  this  resolution  because 
of  insufficient  information  and  details. 

The  House,  after  discussion,  voted  to  table  reso- 
lution 67—36.  ( See  Report  of  Reference  Com- 

mittee on  Medicare  and  Medicaid,  page  1565.) 

67-39.  Withdrawal  of  Designation  of  United  Medi- 
cal Service  as  “The  Doctor’s  Plan” 

Introduced  by  Medical  Society  of  the  County  of 
Queens 

Whereas,  United  Medical  Service  Inc- 
(Blue  Shield  of  Southern  New  York)  has 
resorted  to  making  unilateral  decisions  affect- 
ing medical  practice  without  prior  consulta- 
tion with  the  county  medical  societies;  and 
Whereas,  United  Medical  Service  now  only 
recognizes  and  performs  a service  for  phy- 
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sicians  who  participate  in  their  insurance  pro- 
gram; and 

Whereas,  Doctors  who  are  not  participat- 
ing physicians  receive  no  special  service  or 
consideration  from  United  Medical  Service; 
now  therefore  be  it  hereby 

Resolved,  That  permission  for  United  Medi- 
cal Service  to  be  designated  as  “the  doctor’s 
plan”  be  withdrawn;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  inform  United  Medical 
Service  that  permission  to  use  the  designation 
“the  doctor’s  plan”  is  rescinded  and  United 
Medical  Service  is  requested  not  to  call  itself 
“the  doctor’s  plan”  in  any  literature  or  ad- 
vertising or  claim  forms  distributed  by  United 
Medical  Service. 

Report  of  Reference  Committee  on 
Medical  Services:  The  following  report 

was  presented  by  Vincent  J.  Tesoriero,  M.D., 
chairman. 

Your  reference  committee  believes  that  no  ac- 
tion is  required  on  this  resolution  since  United 
Medical  Service  stated  that  the  designation, 
“Doctor’s  Plan,”  has  not  been  in  use  for  the  last 
five  years. 

The  House,  after  discussion,  voted  to  adopt  this 
portion  of  the  reference  committee  report. 

67-53.  Corrections  of  Inconsistencies  of  Relative 
Value  Scale 

Introduced  by  Irving  Cramer,  M.D.,  Oneida, 
as  an  individual 

Whereas,  A Relative  Value  Scale  was 
adopted  by  the  Medical  Society  of  the  State 
of  New  York  on  February  17,  1965;  and 
Whereas,  The  Relative  Value  Scale  pro- 
vides that  a single  conversion  factor  apply  to 
all  procedures  within  a given  specialty;  and 
Whereas,  The  unit  values  assigned  to 
individual  procedures  do  not  truly  reflect 
their  relative  values;  for  instance,  40  units 
for  appendectomy  as  compared  to  60  units 
for  a total  abdominal  hysterectomy  and  80 
units  for  a gastrectomy  or  colon  resection; 
and 

Whereas,  Certain  specialties  such  as 
pediatrics  and  internal  medicine  have  been 
completely  omitted  from  the  Relative  Value 
Scale;  and 

Whereas,  Attempts  to  apply  the  Relative 
Value  Scale  in  the  Medicare  and  Medicaid 
programs  have  not  resulted  in  fee  schedules 
that  are  comparable  to  the  prevailing  fees 
in  the  community;  and 

Whereas,  The  Relative  Value  Scale  in  its 
present  form  does  not  provide  an  effective 
guide  for  the  use  of  Blue  Shield,  commercial 
insurance  companies,  health  and  welfare 
plans,  or  Federal  and  State  government  pro- 
grams; now  therefore  be  it  hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  take  immediate  steps  to 
correct  the  inconsistencies  of  the  Relative 
Value  Scale  adopted  by  the  House  of  Delegates 
on  February  17,  1965,  and  to  provide  sections 
for  those  specialties  it  does  not  now  include. 


Report  of  Reference  Committee  on 
Medical  Services:  The  following  report  was 
presented  by  Vincent  J.  Tesoriero,  M.D.,  chair- 
man. 

Your  reference  committee  feels  that  the  intent 
of  this  resolution  will  be  accomplished  under 
the  action  on  the  report  of  the  Economics  Com- 
mittee, and  we  therefore  recommend  no  action 
be  taken  on  this  resolution  at  this  time  (see  page 
1530). 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

67-67.  Opposition  to  Inclusion  of  Chiropractors 
Under  Workmen’s  Compensation  Law 

Introduced  by  Medical  Society  of  the  County 
of  New  York 

Whereas,  The  danger  of  chiropractic  has 
been  recognized  by  the  State  Legislature  by  at- 
tempting to  harness  its  uncontrolled  applica- 
tion by  a procedure  of  examination  and  licen- 
sure; and 

Whereas,  Chiropractic  is  an  unscientific 
cult  whose  practitioners  lack  the  necessary 
training  and  background  to  diagnose  and  treat 
human  disease;  and 

Whereas,  Chiropractic  constitutes  a haz- 
ard to  rational  health  care  because  of  the  sub- 
standard and  unscientific  education  of  its 
practitioners  and  their  rigid  adherence  to  an 
irrational  and  unscientific  approach  to  dis- 
ease causation;  and 

Whereas,  The  delay  of  proper  medical 
care  caused  by  these  practitioners  and  their 
opposition  to  many  scientific  advances  in 
modern  medicine  often  ends  with  tragic  re- 
sults; now  therefore  be  it  hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  go  on  record  as  being  op- 
posed to  the  inclusion  of  chiropractors  under 
the  Workmen’s  Compensation  Law;  and  be 
it  further 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  make  its  position  known 
to  the  Legislature  of  the  State  of  New  York 
and  the  Chairman  of  the  Workmen’s  Com- 
pensation Board. 

Report  of  Reference  Committee  on 
Medical  Services:  The  following  report  was 

presented  by  Vincent  J.  Tesoriero,  M.D.,  chair- 
man. 

Your  reference  committee  recommends  ap- 
proval of  this  resolution. 

The  House,  after  discussion,  voted  to  adopt  this 
portion  of  the  reference  committee  report. 

67-70.  Payment  to  Physicians  by  Blue  Shield 

Introduced  by  Samuel  Leo,  M.D.,  Bronx,  as  an 
individual 

Whereas,  Blue  Shield  has  been  known  as 
“the  doctor’s  plan”;  and 

Whereas,  The  doctors  have  been  instru- 
mental in  helping  to  organize  and  strengthen 
Blue  Shield;  and 

Whereas,  Blue  Shield  has  heretofore  hon- 
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ored  assignments  of  claims  by  patients  to 
doctors  who  were  not  participating  physicians 
of  Blue  Shield;  and 

Whereas,  Blue  Shield  now  refuses  to  honor 
such  assignments;  and 

Whereas,  This  is  tantamount  to  coercion 
and  intended  to  force  a doctor  to  participate 
in  the  Plan  if  he  wants  to  be  paid  directly; 
now  therefore  be  it  hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  is  opposed  to  the  coercion 
of  physicians  to  participate  in  Blue  Shield 
by  the  expedient  of  not  recognizing  assign- 
ments by  patients  for  direct  payment  of  non- 
participating physicians;  and  be  it  further 
Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  request  Blue  Shield  to  cor- 
rect this  method  of  procedure. 

Report  of  Reference  Committee  on 
Medical  Services:  The  following  report  was 
presented  by  Vincent  J.  Tesoriero,  M.D.,  chair- 
man. 

Your  reference  committee  recommends  dis- 
approval of  this  resolution  since  the  rules  re- 
garding payment  are  incorporated  in  the  basic 
contract  of  the  Blue  Shield  Plan.  The  policy 
of  nonpayment  to  nonpartieipating  physicians 
was  implemented  following  approval  of  the  local 
county  medical  societies  of  New  York  State. 

The  House,  after  discussion,  voted  to  adopt  this 
portion  of  the  reference  committee  report. 

67-79.  Informing  the  Attending  Physician  of  the 
Patient’s  Status  in  Workmen’s  Compensation 
Cases 

Introduced  by  George  Lim,  M.D.,  Oneida,  as  an 
individual 

Whereas,  A physician  who  undertakes 
treatment  of  a patient  under  the  Workmen’s 
Compensation  Law  should  be  kept  informed 
of  the  patient’s  status  under  the  law;  and 
Whereas,  It  is  presently  the  practice  for 
the  employer  or  his  insurance  carrier  to  notify 
the  patient  of  actions  such  as  controverting 
the  claim,  notice  of  decision  of  referee,  closing 
the  case,  and  other  actions;  and 

Whereas,  It  is  not  standard  practice  to 
notify  the  attending  physician  of  such  ac- 
tions; and 

Whereas,  Such  information  is  of  significant 
importance  to  the  attending  physician  in  his 
continued  care  of  the  patient;  now  therefore 
be  it  hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  request  the  Workmen’s 
Compensation  Board  that  it  become  standard 
and  routine  practice  that,  in  all  Workmen’s 
Compensation  cases,  the  last  physician  of 
record  be  notified  in  writing  of  any  action 
by  the  Workmen’s  Compensation  Board  or 
the  compensation  carrier  that  may  affect 
the  physician’s  care  of  his  patient. 

Report  of  Reference  Committee  on 
Medical  Services:  The  following  report  was 


presented  by  Vincent  J.  Tesoriero,  M.D., 
chairman. 

Your  reference  committee  recommends  ap- 
proval of  this  resolution. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

The  House  voted  to  adopt  the  reference  com- 
mittee report  as  a whole  as  amended. 


Standards  of  Medical  Care 

Commission  on  Standards  of  Medical  Care 

To  the  House  of  Delegates,  Gentlemen: 

The  Commission  on  Standards  of  Medical 
Care  consists  of  the  following  members: 

Waring  Willis,  M.D.,  Chairman.  .Westchester 


Charles  M.  Brane,  M.D Westchester 

Edward  Siegel,  M.D Clinton 


Since  this  is  the  first  report  of  the  Commission 
on  Standards  of  Medical  Care,  the  history  of  its 
origin  and  the  method  of  its  organization  may 
be  of  interest. 

In  my  address  to  the  House  in  1965  I had 
occasion  to  remark  that  “we  are  in  an  era  of 
social  readjustment,  and  health  and  welfare 
stand  high  on  the  public’s  priority  list.  Now 
is  the  time  for  all  physicians  to  be  realistic  and 
to  anticipate  change  and  an  opportunity  to 
bring  higher  standards  of  health  and  living  to 
all  people.  We  have  a great  responsibility  to 
draw  on  our  most  altruistic  judgment  in  health 
matters  to  advise  the  public  on  their  health  serv- 
ices for  the  future.”  I also  had  occasion  to 
remark  that  “the  physician  must  assume  his 
full  responsibility  for  area-wide  planning,  or 
his  place  and  counsel  will  go  by  default.”  At 
the  convention  in  February,  1966,  our  president, 
James  M.  Blake,  M.D.,  in  his  remarks  to  the 
House  noted,  “The  past  year  has  been  a deci- 
sive one  for  medicine.  I foresee,  however, 
that  this  year  and  the  next  few  years  may  be 
far  more  significant  in  determining  the  future  of 
the  ‘the  methods  of  medical  practice.’ 

“Public  Law  89-97,  the  Medicare  law,  and  its 
potential  influence  on  the  quality,  the  quan- 
tity, and  the  costs  of  medical  practice  in  this 
State  and  throughout  the  nation,  require  that 
the  physicians  of  this  State  and  nation  realis- 
tically assess  the  challenges  and  the  responsi- 
bilities which  will  be  placed  before  them.  There 
have  been  many  changes  in  the  methods  of 
medical  practice  during  the  past  twenty  years 
since  the  inception  of  Blue  Shield  and  other  pre- 
paid medical  plans.  I believe  it  is  reasonable  to 
anticipate  that  there  will  be  just  as  many  and 
perhaps  even  more  significant  changes  within 
the  next  few  years,  particularly  changes  relating 
to  the  utilization  of  medical  facilities — audit 
of  the  quality  of  medical  services  and  the  costs 
of  medical  care.” 

He  continued,  “This  is  the  time  for  us  to  ac- 
cept the  many  challenges  which  will  confront 
us  and  to  demonstrate  our  ability  to  meet  these 
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challenges  constructively.”  He  added,  “Most 
important,  we  must  make  our  knowledge  and  our 
experience  in  medical  matters  available  to  those 
responsible  for  establishing  the  rules  and  regu- 
lations which  will  pertain  to  medical  care  pro- 
grams in  general  and,  more  specifically,  as  they 
pertain  to  and  apply  in  our  local  communities 
and  in  our  local  hospitals.”  He  further  em- 
phasized, “As  individual  physicians  we  must 
determine  that  our  patients  receive  the  best 
care  that  is  indicated  and  which  we  are  capable 
of  providing.  Furthermore,  we  must  effec- 
tively utilize  any  and  all  facilities,  wherever  they 
may  be,  to  see  that  our  patients  get  this  type  of 
quality  medical  care.” 

The  establishment  of  the  Commission  on 
Standards  of  Medical  Care  is  the  result  of  the 
resolution  (66-70)  titled,  “The  Medical  Pro- 
fession and  Control  of  the  Practice  of  Medicine,” 
introduced  in  the  House  of  Delegates  in  Feb- 
ruary, 1966.  The  resolve  stated  “that  the 
Medical  Society  of  the  State  of  New  York 
through  its  district  branches  and  component 
county  societies  take  immediate  steps  to 
organize  and  staff  programs  designed  to  retain 
control  of  policy  in  the  sensitive  areas  of  qual- 
ity, utilization,  and  reasonable  charge  of  medi- 
cal services,  to  be  implemented  on  a district 
branch  level  realigned  to  coincide  with  the  Hos- 
pital Council  areas  of  New  York  State.”  The 
Reference  Committee  on  Medical  Services  A, 
through  its  chairman,  Philip  M.  Standish,  M.D., 
stated,  “It  is  approved  in  principle  and  referred 
to  the  Council  for  implementation.”  This 
motion  was  unanimously  carried. 

At  its  meeting  on  March  24,  1966,  the  Council 
approved  the  appointment  of  an  Ad  Hoc  Com- 
mittee on  Quality  of  Medical  Care  consisting  of 
Waring  Willis,  M.D.,  Charles  M.  Brane,  M.D., 
and  Edward  Siegel,  M.D.,  with  Dr.  Willis  as 
chairman.  At  the  same  meeting  the  name  of 
the  ad  hoc  committee  was  changed  to  Com- 
mission on  Quality  of  Medical  Care.  During  the 
interval  between  the  March  Council  meeting 
and  the  May  Council  meeting  the  name  was 
changed  to  Commission  on  Standards  of  Medi- 
cal Care.  The  Commission  reported  under  this 
name  at  the  May  meeting. 

On  June  24,  the  Council  approved  the  estab- 
lishment of  a Division  of  Standards  of  Medical 
Care,  requested  the  Board  of  Trustees  to  ap- 
propriate a budget  for  its  activities,  and  au- 
thorized the  employment  of  a director  for  the 
new  division. 

On  September  23,  the  Council  met  in  Syracuse 
and  at  this  meeting  the  chairman  of  the  com- 
mission reported  that  it  had  convened  on  Thurs- 
day, September  15,  1966,  in  the  Council  Cham- 
bers of  the  Society,  at  which  time  discussion 
centered  around  the  delineation  of  the  responsi- 
bilities of  each  component  committee  and  the 
selection  of  chairmen  and  personnel.  The  Coun- 
cil approved  appointments  to  the  Committee 
on  Hospital-Based  Physicians,  with  Norman  S. 
Blackman,  M.D.,  Kings,  as  chairman;  Media- 
tion and  Insurance  Claims  Review  Committee  to 
be  chaired  by  Carl  Goldmark,  Jr.,  M.D.,  New 
York;  the  Medical  Review  Committee  to  be 


chaired  by  Charles  M.  Brane,  M.D.,  West- 
chester, and  the  Committee  on  Utilization  Re- 
view to  be  chaired  by  John  A.  Finkbeiner,  M.D., 
New  York.  The  Council  also  approved  transfer 
to  the  Commission  of  the  Committee  on  Hos- 
pital and  Professional  Relations  and  the  Com- 
mittee on  Nursing.  On  November  17,  the  Coun- 
cil approved  transfer  to  the  Commission  of  the 
Committee  on  Ethics. 

Another  meeting  of  the  Commission  on  Stand- 
ards of  Medical  Care  was  held  in  the  Council 
Chambers  of  the  Society  on  Wednesday,  No- 
vember 2,  1966.  The  meeting  started  at  10:00 
a.m.  and  adjourned  at  3:00  p.m.  with  a short 
break  for  lunch.  In  addition  to  your  chairman, 
there  were  present:  Edward  Siegel,  M.D., 

Charles  M.  Brane,  M.D.,  John  A.  Finkbeiner, 
M.D.,  Carl  Goldmark,  Jr.,  M.D.,  Norman  S. 
Blackman,  M.D.,  Vincent  J.  Tesoriero,  M.D., 
chairman  of  the  Committee  on  Nursing;  Ber- 
nard J.  Pisani,  M.D.,  chairman  of  the  Commit- 
tee on  Hospital  and  Professional  Relations; 
Henry  I.  Fineberg,  M.D.,  executive  vice-presi- 
dent; J.  Richard  Burns,  Esq.,  assistant  execu- 
tive vice-president;  Samuel  Z.  Freedman,  M.D., 
and  Mr.  George  W.  Forrest,  Jr. 

The  broad  outlines  of  the  objectives  of  the 
commission  were  stated  and  each  chairman 
briefly  developed  the  functions  of  his  com- 
mittee. It  was  then  announced  that  Samuel  Z. 
Freedman,  M.D.,  had  been  appointed  director 
of  the  Division  of  Standards  of  Medical  Care. 
On  November  16,  1966,  he  officially  started  in 
that  capacity  and  on  the  same  date  resigned  as 
treasurer  of  the  Society. 

Since  then,  organization  has  proceeded  satis- 
factorily. Committee  meetings  have  been  held 
and  a varied  and  provocative  program  is  in 
being.  Dr.  Blake’s  remarks  at  the  Syracuse 
Council  meeting  relevant  to  this  subject  were 
most  appropriate  when  he  stated  “I  would  just 
like  to  make  one  comment  and  I am  sure  that 
you  realize  the  tremendous  broad  base  that  this 
commission  has  undertaken  . . . and  it  is  a most 
important  commission  and  I sincerely  hope  that 
you  will  give  it  all  of  the  support  that  you  can, 
and  I am  sure  that  he  [Dr.  Willis]  and  his  mem- 
bers will  be  very  receptive  to  its  suggestions  and 
we  have  a lot  of  work  to  do.” 

Respectfully  submitted, 

Waring  Willis,  M.D.,  Chairman 

Report  of  Reference  Committee  on 
Standards  of  Medical  Care:  The  following 
report  was  presented  by  Bernard  J.  Hartnett, 
M.D.,  chairman. 

The  Medical  Society  of  the  State  of  New  Y ork, 
at  the  suggestion  of  Dr.  James  M.  Blake,  our 
president,  has  created  a Commission  on  Stand- 
ards of  Medical  Care  under  the  chairman- 
ship of  Dr.  Waring  Willis.  Working  with  him 
on  the  commission  are  Drs.  Charles  M.  Brane, 
Westchester,  and  Edward  Siegel,  Clinton. 
This  is  an  entirely  new  program  within  our  State 
Medical  Society. 

The  annual  report  of  the  Commission  on 
Standards  of  Medical  Care  was  reviewed  by  your 
reference  committee,  and  it  seems  to  your  com- 
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mittee  that  the  words  outlining  the  history  and 
origin  of  this  commission  and,  perhaps,  some  of 
its  philosophy,  are  important  for  the  informa- 
tion of  this  House  ( see  report  above). 

This  commission  and  its  component  com- 
mittees have  undertaken  the  monumental  task 
of  not  only  defining  standards  of  medical  care, 
but  also  of  defining  many  principles  and  con- 
trols of  medical  care.  They  also  expect  to 
become  involved  in  many  other  factors  which 
affect  patient  care. 

On  this  point,  it  must  be  re-emphasized  that 
this  involvement  in  standards  of  medical  care 
is  a new  departure  on  the  part  of  organized 
medicine  in  New  York  State.  There  are  no 
guidelines  to  follow  and  this  commission  must 
feel  its  way  as  experience  dictates.  Many  new 
proposals,  and  even  new  controls  on  physicians, 
may  be  proposed  by  this  commission.  Some  of 
these  may  not  be  well  received  by  individual 
practicing  physicians,  but  it  also  must  be  em- 
phasized that  these  may  be  necessary.  Even 
though  they  may  be  distasteful  to  the  practicing 
physician,  he  must  remember  that  these  stand- 
ards are  being  made  by  physicians  and  organ- 
ized medicine  rather  than  government  agencies 
or  other  lay  people. 

Your  reference  committee  expects  that,  under 
the  direction  of  Dr.  Willis,  many  new  ideas  will 
be  forthcoming.  We  feel  that  in  selecting  him 
as  chairman  an  excellent  choice  has  been  made, 
and  we  wish  him  success  in  his  difficult  assign- 
ment. 

The  Division  of  Standards  of  Medical  Care, 
which  is  now  an  integral  part  of  the  State  Medi- 
cal Society’s  headquarters,  has  been  in  existence 
only  three  months.  Thus,  Dr.  Freedman  has 
had  only  three  months  time  to  get  himself  and 
the  division  organized.  He  has,  however,  made 
great  strides  in  its  organization,  even  though  there 
are,  as  yet,  no  concrete  results.  It  is  the  opinion 
of  your  reference  committee  that  Dr.  Freed- 
man’s wide  experience  in  the  Medical  Society 
of  the  State  of  New  York,  and  his  ability  to  get 
things  done,  would  indicate  that  we  can  expect 
many  innovations  and  progress  within  the  next 
year. 

The  House,  after  discussion,  voted  to  adopt  this 
portion  of  the  reference  committee  report. 

Medical  Review 

To  the  House  of  Delegates,  Gentlemen: 

The  committee  consists  of  the  following 
members: 

Charles  M.  Brane,  M.D.,  Chairman 

Westchester 


Joel  J.  Brenner,  M.D Nassau 

George  Himler,  M.D New  York 

Edward  C.  Hughes,  M.D Onondaga 

George  G.  McCauley,  M.D Tompkins 

Mortimer  W.  Rodgers,  M.D New  York 

Harold  J.  Safian,  M.D New  York 

Walter  T.  Zimdahl,  M.D Erie 

Laura  L.  Simms,  Adviser, 


representing  New  York  State  Nurses 
Association 

Joseph  Snyder,  M.D.,  Adviser, 


representing  the  Hospital  Association  of 
New  Y ork  State 

The  State  Health  Department  and  the 
Southern  New  York  Hospital  Review  and  Plan- 
ning Council  also  have  been  invited  to  provide 
advisers  to  the  committee.  These  advisers 
had  not  been  chosen  before  the  committee 
meeting,  but  it  is  anticipated  that  these  two 
organizations  will  be  represented  at  subsequent 
committee  meetings. 

The  broad  objectives  of  the  Committee  on 
Medical  Review  are: 

1.  To  develop  methodology  for  the  measure- 
ment of  the  quality  of  medical  care  in  New  York 
State; 

2.  To  develop  an  organization  for  the  imple- 
mentation and  use  of  such  methodology  through- 
out New  York  State; 

3.  To  plan  these  efforts  in  coordination  with 
those  individuals,  officials,  and  groups  who  have 
responsibilities  for  medical  review. 

The  following  are  specific  objectives  under 
broad  objective  number  1: 

(а)  To  determine  the  general  pattern  and 
principles  from  which  written  standards  of  care 
may  be  developed; 

(б)  To  decide  on  the  diagnoses  and  groups  of 
diagnoses  for  which  standards  should  be  written 
and  to  rank  them  in  order  of  their  priority; 

(c)  To  consider  and  decide  on  the  make- 
up of  subcommittees  who  would  be  charged  with 
writing  such  standards; 

(d)  To  prepare  a written  guide  embodying 
the  patterns  and  principles  for  guidance  and 
help  to  the  subcommittees  in  writing  the  stand- 
ards; 

(e)  To  prepare  medical  review  manuals  for 
the  assistance  of  those  physicians  who  under- 
take the  responsibilities  of  medical  review  at  the 
place  where  care  is  furnished. 

The  patterns  should  represent  the  best  in 
presently  accepted  standards  of  investigation 
and  treatment  in  relation  to  individual  diag- 
noses. They  should  be  as  simple  and  as  flexible 
as  possible  so  as  not  to  impinge  on  the  responsi- 
bilities of  physicians  to  their  patients.  The 
format  of  the  general  pattern  of  the  standards 
will  be  discussed  with  and  established  in  co- 
operation with  the  State  Department  of  Health, 
through  the  director  of  the  Division  of  Stand- 
ards of  Medical  Care,  and  the  chairman  of  the 
Committee  on  Medical  Review  and  with  ongoing 
consultation  with  the  members  of  the  committee 
and  its  advisers. 

Standards  are  first  to  be  written  for  the  follow- 
ing diagnoses  with  standards  for  other  diagnoses 
to  be  written  later.  The  following  eight  di- 
agnoses are  among  the  50  most  common  causes 
for  hospitalization  and  represent  14  per  cent  of 
hospital  admissions: 

1.  Tonsillectomy  and  adenoid ectomy; 

2.  Acute  coronary  occlusion; 

3.  Fibromyomata  uteri  requiring  hyster- 
ectomy; 

4.  Diabetes  mellitus; 

5.  Recent  cerebral  infarction  or  hemorrhage; 

6.  Acute  appendicitis  requiring  appen- 
dectomy; 
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7.  Benign  and  malignant  disease  of  prostate 
requiring  prostatectomy; 

8.  Low  back  syndrome: 

a.  Low  back  strain, 

b.  Displacement  of  intervertebral  disks. 

The  formation  of  the  subcommittees  is  now 

in  the  process  of  being  implemented.  County 
medical  societies  and/or  the  district  branches 
will  be  kept  informed  as  to  the  purposes,  plans, 
and  progress  of  the  Medical  Review  Committee 
with  suggestions  and  comment  to  be  sought  for 
from  these  groups.  The  field  representatives 
of  the  State  Society’s  Division  of  Communica- 
tions are  being  briefed  in  order  that  they  may 
fully  explain  the  objectives,  plans,  and  progress 
of  the  committee. 

Specific  planning  and  work  necessary  for  the 
attainment  of  these  objectives  are  being  actively 
carried  out. 

Respectfully  submitted, 

Charles  M.  Brane,  M.D.,  Chairman 

Report  of  Reference  Committee  on 
Standards  of  Medical  Care:  The  following 
report  was  presented  by  Bernard  J.  Hartnett, 
M.D.,  chairman. 

The  Medical  Review  Committee,  under  the 
chairmanship  of  Dr.  Charles  M.  Brane,  has 
outlined  a truly  gigantic  task  for  itself. 

The  broad  objectives  of  this  committee  are: 
(1)  to  develop  methodology  for  the  quality  of 
medical  care  in  New  York  State;  (2)  to  de- 
velop an  organization  for  implementation  and 
use  of  such  methodology  throughout  New  York 
State;  and  (3)  to  plan  these  efforts  in  coordina- 
tion with  those  individuals,  officials,  and  groups 
who  have  responsibility  for  medical  review. 

This  will  include  determining  the  general 
pattern  and  principles  for  written  standards  of 
medical  care,  the  decision  on  diagnoses  for  which 
standards  should  be  written,  and,  finally,  to 
prepare  review  manuals  for  the  assistance  of 
those  physicians  who  undertake  the  responsi- 
bility of  medical  review  at  the  location  where 
medical  care  is  furnished. 

This  task  is  so  great  that  many  people  feel  it 
cannot  be  done.  With  Dr.  Brane’s  wide  ex- 
perience and  enthusiasm,  your  reference  com- 
mittee feels  that  he  will  probably  succeed  in  his 
task. 

The  House  voted  to  adopt  this  portion  of  the  ref- 
erence committee  report. 

Hospital-Based  Physicians 

To  the  House  of  Delegates,  Gentlemen: 

The  following  describes  what  the  Committee 
on  Hospital-Based  Physicians  has  outlined  for 
study  and  hopeful  accomplishment.  The  com- 
mittee consists  of  the  following  members: 

Norman  S.  Blackman,  M.D.,  Chairman . Kings 


Alfred  A.  Angrist,  M.D Bronx 

Ralph  S.  Emerson,  M.D Nassau 

Eugene  Moskowitz,  M.D Westchester 

John  F.  Roach,  M.D Albany 

Harold  N.  Schwinger,  M.D Kings 

Victor  J.  Tofany,  M.D Monroe 


The  committee  was  established  by  Council 


vote  at  its  September  meeting  in  Syracuse. 
Its  first  meeting  was  held  on  November  22, 1966, 
at  which  time  the  objectives  of  the  committee 
were  outlined.  The  responsibilities  of  the  com- 
mittee, as  outlined  by  the  Commission  on  the 
Standards  of  Medical  Care,  are  the  following: 

1.  Ethical  and  legal  relations  between  hos- 
pitals and  employed  physicians; 

2.  The  study  of  the  Medical  Practice  Act 
of  the  State  of  New  York; 

3.  To  pursue  the  directives  of  the  Council 
regarding  violations  of  the  Medical  Practice 
Act  of  the  State  of  New  York. 

Based  on  the  recommendations  contained  in 
the  report  of  the  Commission  on  Standards  of 
Medical  Care  dated  June  21,  1966,  through 
Waring  Willis,  M.D.,  its  chairman: 

“1.  The  Council  of  the  Medical  Society  of 
the  State  of  New  York  recommends  that  (the 
Society)  instruct  its  legal  counsel  to  respectfully 
bring  to  the  attention  of  the  Department  of 
Education  of  the  State  of  New  York  the  matter 
of  the  violation  of  the  Medical  Practice  Act  of 
the  State  of  New  York  by  some  hospitals  en- 
gaging in  the  corporate  practice  of  medicine. 
That  the  Department  of  Education  be  petitioned 
to  request  that  its  Medical  Grievance  Committee 
be  charged  with  seeking  an  opinion  concerning 
this  matter  from  the  Attorney  General  of  the 
State  of  New  York. 

“2.  And  that  legal  counsel  of  the  State  So- 
ciety be  further  instructed  to  continue  to  under- 
take all  appropriate  legal  processes  until  the 
matter  is  finally  adjudicated.” 

At  the  December  22,  1966,  meeting  of  the 
committee  the  matter  of  the  corporate  practice 
of  medicine  was  discussed  and  a motion  was 
passed  that  this  matter  be  referred  to  a com- 
mittee consisting  of  Drs.  Blackman,  Willis,  and 
Freedman,  who  are  to  meet  with  William  F.  Mar- 
tin, Esq.,  our  legal  counsel,  and  bring  back  a 
report  to  the  meeting  in  January.  This  con- 
ference was  held  on  January  11, 1967. 

At  the  January  17,  1967,  meeting,  after  a 
report  of  the  conference,  the  committee  passed 
and  the  Council  at  its  January  26,  1967,  session 
accepted  the  suggestion  that  a meeting  be  set 
up  with  Attorney-General  Lefkowitz  to  discuss 
the  matter  of  the  corporate  practice  of  medicine. 

Thus  at  this  time  your  committee  has  its  work 
cut  out  for  it,  and  it  is  hoped  that  in  the  not  too 
distant  future  satisfactory  action  will  be  re- 
ported. 

Respectfully  submitted, 

Norman  S.  Blackman,  M.D.,  Chairman 

Report  of  Reference  Committee  on 
Standards  of  Medical  Care:  The  following 
report  was  presented  by  Bernard  J.  Hartnett, 
M.D.,  chairman. 

Dr.  Norman  Blackman  is  chairman  of  this 
committee,  which  was  established  in  September 
of  1966.  The  responsibility  of  this  committee 
includes  ethical  and  legal  relations  between 
hospitals  and  employed  physicians,  the  study 
of  the  Medical  Practice  Act  of  New  York  State, 
and  the  follow-up  of  the  directives  of  the 
Council  regarding  violations  of  the  Medical 
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Practice  Act  in  New  York  State.  This  com- 
mittee has  progressed  to  the  state  where  they 
have  set  up  a meeting  with  Attorney-General 
Lefkowitz  to  discuss  the  matter  of  the  corporate 
practice  of  medicine. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

Mediation  and  Insurance  Claims  Review 

To  the  House  of  Delegates,  Gentlemen: 

The  Committee  on  Mediation  and  Insurance 
Claims  Review  consists  of  the  following  mem- 
bers: 

Carl  Goldmark,  Jr.,  M.D.,  Chairman 

New  York 


Peter  V.  Gugliuzza,  M.D Queens 

Milton  Gordon,  M.D Suffolk 

Elvin  E.  Gottdiener,  M.D Dutchess 

Walter  F.  Harrison,  Jr.,  M.D Warren 

Irving  M.  Pallin,  M.D Kings 


Our  committee  came  into  being  as  a result 
of  the  establishment  of  the  Commission  on 
Standards  of  Medical  Care.  Its  objectives  and 
functions  were  succinctly  outlined  at  a meeting 
of  the  commission  on  November  2,  1966.  As  a 
result  of  the  passage  of  PL  89-97  (Medicare) 
under  Part  B,  Section  18,  an  interpretation  of 
the  concept  of  usual,  customary,  reasonable, 
and  prevailing  fees  became  urgent  and  signifi- 
cant. The  committee  was  charged  with  out- 
lining and  developing  this  area.  It  is  also  to 
organize  procedure  of  review  of  records  of  pro- 
viders of  services  when  indicated  and  to  establish 
close  liaison  with  county  society  grievance  com- 
mittees and  boards  of  censors. 

A meeting  of  the  Mediation  and  Insurance 
Claims  Review  Committee  was  held  November 
14,  1966,  in  the  offices  of  the  State  Medical 
Society.  In  view  of  the  fact  that  the  Medical 
Society  of  the  County  of  New  York  had  had 
long  experience  in  this  area,  your  chairman,  who 
was  on  this  review  committee  for  several  years, 
explained  that  in  its  proceedings  four  things  were 
taken  into  account  when  they  reviewed  cases: 
(1)  The  procedure,  (2)  qualifications  of  the 
physicians,  (3)  the  hospital  accommodation  of 
the  patient,  and  (4)  the  income  of  the  patient. 

The  committee  decided  that  an  immediate 
attempt  would  be  made  to  obtain  from  the 
fiscal  intermediaries  for  PL  89-97  the  methods 
of  arriving  at  usual,  customary,  and  prevailing 
fees.  This  information  has  been  obtained  from 
the  Metropolitan  Life  Insurance  Company, 
United  Medical  Service,  and  Group  Health  In- 
surance Plan  of  New  York,  and  the  committee 
members  are  studying  it. 

The  Medical  Society  of  the  State  of  New  York 
offers  the  services  of  this  committee  to  individual 
county  societies  and/or  district  branches,  if 
they  so  desire,  to  help  them  set  up  review  com- 
mittees to  consider  complaints  from  doctors  or 
patients  against  insurance  carriers  and/or 
fiscal  intermediaries  under  PL  89-97,  Part  B, 
Section  18,  in  the  interpretation  of  usual,  cus- 
tomary, and  prevailing  fees. 

We  are  anxious  to  be  of  as  much  help  as  pos- 


sible to  all  members  through  their  local  county 
societies  or  the  district  branches  in  under- 
standing and  accommodating  to  the  changes 
which  are  complex. 

Respectfully  submitted, 

Carl  Goldmark,  Jr.,  M.D.,  Chairman 

Report  of  Reference  Committee  on 
Standards  of  Medical  Care:  The  following 
report  was  presented  by  Bernard  J.  Hartnett, 
M.D.,  chairman. 

The  Committee  on  Mediation  and  Insurance 
Claims  Review  has  as  its  chairman  Dr.  Carl 
Goldmark,  Jr.,  who  has  had  many  long  years  of 
experience  in  this  area  in  the  Medical  Society 
of  the  County  of  New  York. 

His  report  indicates  that  the  committee  has 
been  charged  with  outlining  and  developing  the 
area  of  interpretation  of  the  concept  of  usual, 
customary,  reasonable,  and  prevailing  fees. 

It  is  also  to  organize  procedure  for  review  of 
records  of  providers  of  services  when  indicated 
and  to  establish  close  liaison  with  county  so- 
ciety grievance  committees  and  boards  of  cen- 
sors. Dr.  Goldmark  has  already  obtained  from 
the  fiscal  intermediaries  for  Title  18  the  methods 
of  arriving  at  usual,  customary,  and  prevailing 
fees.  He  has  also  offered  the  services  of  his  com- 
mittee to  other  county  societies  or  district 
branches  if  they  so  desire. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

Hospital  and  Professional  Relations 

To  the  House  of  Delegates,  Gentlemen: 

The  committee  consists  of  the  following: 

Bernard  J.  Pisani,  M.D.,  Chairman 


New  York 

Albert  M.  Betcher,  M.D New  York 

C.  Joseph  Delaney,  M.D New  York 

Kenneth  H.  Eckhert,  M.D Erie 

August  H.  Groeschel,  M.D New  York 

Joseph  J.  Kaufman,  M.D Wayne 

Charles  R.  Mathews,  M.D Monroe 

Jason  K.  Moyer,  M.D Broome 

Herbert  J.  Wright,  Jr.,  M.D..  . Schenectady 


The  Hospital  and  Professional  Relations  Com- 
mittee is  now  under  the  Commission  on  Stand- 
ards of  Medical  Care.  Its  area  of  activities 
overlaps  many  other  committees’  functions. 
Essentially  it  is  hoped  that  the  bulk  of  its  ac- 
tivities will  be  concerned  with  problems  that 
arise  from  the  direct  relationship  between  the 
physician  and  the  hospital  involved.  By  cor- 
relating the  various  misunderstandings  which 
may  arise  in  individual  hospitals  a panoramic 
view  will  be  presented  in  which  there  will  be  pin- 
pointed concrete  areas  which  require  clarifica- 
tion. Thereby  a harmonious  and  satisfactory 
relationship  between  hospitals  and  physicians 
can  be  accomplished. 

The  committee  held  one  meeting,  on  January 
31,  1967,  at  the  offices  of  the  Medical  Society 
of  the  State  of  New  York.  The  following  sub- 
jects have  been  thoroughly  discussed: 

1.  A seven-day  hospital  week — All  agreed 
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that  this  plan  should  be  encouraged  but  at  this 
time  none  feel  too  sanguine  that  it  can  be  ac- 
complished because  of  economic  and  personnel 
problems. 

2.  Re-evaluation  of  “Tests” — A more  scru- 
pulous control  by  the  attending  staff  can  be  help- 
ful in  reducing  the  ordering  of  a battery  of 
“routine”  determinations. 

3.  Necessity  of  providing  a mechanism  for 
appeal  in  cases  of  termination  of  hospital  staff 
appointments — This  will  be  considered  by  the 
House  of  Delegates  and  it  is  hoped  that  the 
Society  will  go  on  record  as  “approving  a policy 
on  termination  of  hospital  staff  appointments  to 
provide  that  before  terminating  or  failing  to  re- 
new an  appointment,  the  governing  body  should 
offer  to  hear  the  physician  concerned  and  shall 
obtain  a recommendation  of  the  medical  staff.” 

4.  Training  and  utilization  of  paramedical 
personnel — After  discussion  the  committee  rec- 
ommended that:  “Hospital  and  concerned  or- 
ganizations encourage  the  training  and  utiliza- 
tion of  paramedical  personnel  to  insure  and  en- 
courage maximum  patient  care.” 

5.  Emergency  rooms — The  rapid  develop- 
ments in  this  area  were  discussed,  and  it  is 
hoped  that  in  the  future  the  committee  may 
have  some  recommendations. 

6.  Undergraduate  and  graduate  training — - 
With  the  rapid  changes  in  medical  economics 
reducing  the  number  of  “service  cases”  a new 
look  is  required  to  continue  to  make  available 
facilities  for  such  training.  The  committee 
hopes  to  obtain  information  from  various  sources 
to  pose  the  question  and  perhaps  offer  guidelines. 

Respectfully  submitted, 

Bernard  J.  Pisani,  M.D.,  Chairman 

Report  of  Reference  Committee  on 
Standards  of  Medical  Care:  The  following 
report  was  presented  by  Bernard  J.  Hartnett, 
M.D.,  chairman. 

The  Committee  on  Hospital  and  Professional 
Relations  is  chaired  by  Dr.  Bernard  J.  Pisani, 
and  he  has  noted  in  his  report  that  the  bulk  of 
his  committee’s  activities  will  be  concerned  with 
the  problems  that  arise  from  direct  relations 
between  the  physician  and  the  hospital  involved. 

The  committee  has  only  begun  to  work,  but 
they  are  considering  many  subjects,  which 
include:  (1)  the  seven-day  hospital  week, 

(2)  re-evaluation  of  “tests,”  (3)  a mechanism  for 
appeal  in  termination  of  staff  appointments, 
(4)  training  and  utilization  of  paramedical 
personnel,  (5)  emergency  rooms,  and  (6)  under- 
graduate training. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

Nursing 

To  the  House  of  Delegates,  Gentlemen: 

The  membership  of  the  Committee  on  Nurs- 
ing is  as  follows: 

Vincent  J.  Tesoriero,  M.D.,  Chairman 

Kings 

Frank  Albert  Baumann,  M.D Broome 


Douglas  S.  Damrosch,  M.D New  York 

Milton  Gordon,  M.D Suffolk 

David  L.  Koch,  M.D Seneca 

John  F.  Prudden,  M.D New  York 


During  the  past  year  the  Committee  on 
Nursing  has  held  three  meetings  and  also  has 
met  three  times  with  representatives  of  the 
New  York  State  Nurses  Association  and  the 
Hospital  Association  of  New  York  State. 

Nursing  Education.  The  committee  has 
expressed  its  support  of  the  concept  of  improv- 
ing the  professional  status  of  the  nurse  and  its 
opinion  that  medicine  and  nursing  have  a com- 
mon goal,  good  patient  care,  and  that  anything 
that  diverts  either  profession  from  this  goal  will 
widen  the  gap  between  them  to  the  detriment 
of  the  patient.  The  committee  is  very  much 
concerned  about  the  implications  of  the  trends 
in  nursing  education  and  on  June  30,  1966, 
with  the  approval  of  the  Council,  sent  the 
following  letter  to  the  deans  of  medical  schools 
in  New  York  State: 

The  Committee  on  Nursing  of  the  Medical  Society 
of  the  State  of  New  York  would  like  to  express  to 
you  and  to  the  deans  of  all  of  the  medical  schools  in 
this  State  its  deep  concern  for  the  implications  of  new 
directional  trends  in  nursing  education.  We  do  this 
because  the  present  trends  in  nursing  education  are 
being  set  (in  large  measure)  by  the  university-based 
nursing  schools.  Many  of  these  schools  are  under 
the  administrative  supervision  of  the  dean  of  the 
medical  school  or  they  are  part  of  his  area  of  responsi- 
bility by  virtue  of  his  position  as  a vice-president  of 
the  university  in  charge  of  medical  affairs.  And  even 
if  a dean  has  no  direct  responsibility  for  the  school  of 
nursing,  his  influence  in  his  university  is  necessarily 
the  most  powerful  in  all  matters  relating  to  medical 
affairs.  This  being  the  case,  we  would  respectfully 
urge  the  deans  of  all  medical  schools  in  New  York 
State  to  exercise  their  influence  strongly  towards  a 
most  careful  appraisal  of  the  present  and  future  re- 
sults of  the  trends  which  the  university  nursing 
schools  have  set  in  motion,  with  particular  reference 
to  the  adequacy  of  the  future  care  of  the  acutely  ill 
patient 

We  realize  that  many  factors  have  contributed  to 
the  present  desire  of  nursing  educators  to  develop 
nursing  into  a truly  learned  profession  cooperating 
with  the  medical  and  other  health  professions,  but  as 
an  equal  rather  than  a subservient  profession.  We 
are  completely  in  sympathy  with  the  insistence  of 
nursing  educators  that  hospitals  make  better  use  of 
their  professional  skill  by  seeking  new  ways  to  relieve 
them  of  burdensome  nonprofessional  duties.  We 
are  in  favor  of  their  hopes  of  developing  nursing 
education  in  areas  which  have  formerly  received  far 
less  emphasis  than  the  bedside  care  of  the  hospitalized 
patient.  And  we  realize  that  these  drives  have  been 
motivated  at  least  in  part  by  the  past  sins  of  the 
medical  profession  and  of  hospital  administrators  in 
the  exploitation  of  nurses  and  nursing  students  in 
many  of  the  tasks  traditionally  expected  and  re- 
quired of  them.  Nonetheless,  we  are  dismayed  to 
see  indications  that  nursing  education  trends  are 
opening  larger  gaps  in  the  care  of  the  acutely  ill.  In 
a laudable  concern  for  the  emotional  and  sociological 
needs  of  the  sick,  such  a high  priority  has  been  given 
to  these  needs  that  nursing  education  is  out  of  bal- 
ance. This  imbalance  creates  in  nursing  students  a 
major  preoccupation  with  the  patients’  emotional 
problems,  and  at  the  same  time  fosters  an  attitude 
almost  of  impatience  toward  the  more  basic  need  for 
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attention  to  the  physical  requirements  of  acutely  ill 
patients.  This  situation  would  be  tolerable,  or  per- 
haps even  desirable,  if  at  the  same  time  nursing 
education  were  developing  a new  group  of  individuals 
committed  to  and  skilled  in  the  art  and  the  science  of 
nursing  the  severely  ill.  On  the  contrary,  the  un- 
fortunate tendency  is  now  to  regard  all  this  as  purely 
technical,  and  to  regard  those  who  provide  this  kind 
of  care  as  technicians  at  a level  below  that  of  the 
true  professional.  This  imbalance  in  emphasis  will 
not  create  a desire  on  the  part  of  young  people  to 
embark  on  this  kind  of  a career.  This  kind  of  sub- 
servience is  quite  as  abhorrent  to  those  dedicated  to 
the  bedside  care  of  the  sick  as  subservience  to  the 
physician  is  to  nursing  educators. 

We  think  the  proposal  that  “education  for  those 
who  work  in  nursing  should  take  place  in  institutions 
of  learning  within  the  general  system  of  education”* 
is  a poorly  defined  goal.  We  believe  that  before 
nursing  education  can  logically  be  delegated  to  col- 
leges and  junior  colleges,  it  is  necessary  to  develop 
much  greater  expertise  in  nursing  education  in  these 
institutions  than  they  currently  possess,  especially 
knowledge  and  expertise  in  the  integration  of  theory 
and  practice.  But  at  a more  fundamental  level,  we 
consider  it  highly  questionable  at  best  to  establish 
the  nursing  curriculum  in  settings  remote  from  the 
only  area  in  which  nursing  competence  in  the  care  of 
the  acutely  ill  patient  can  be  achieved.  This  is  and 
must  remain  the  hospital.  We  cannot  help  feeling 
that  nursing  is  moving  in  a direction  quite  opposite 
to  that  in  which  medicine  has  moved  ever  since  the 
celebrated  Flexner  Report — towards  greater  and 
greater  opportunity  for  the  student  of  medicine  to  do 
that  which  he  is  learning  under  competent  direction. 
And  why  has  this  concept  of  student  contact  with  the 
patient  gained  strength  through  the  years?  Because 
it  has  been  recognized  that  it  is  medicine’s  responsi- 
bility to  insure  the  physician’s  technical  competence. 
This  concept  has  therefore  become  not  only  the  basic 
guideline  for  instruction  in  the  clinical  years  of  all 
good  medical  schools,  but  it  has  also  produced  the 
entire  elaborate  proliferation  of  the  internship  and 
residency  system.  What  would  we  think  of  anyone 
who  proposed  taking  medical  students,  interns,  and 
residents  away  from  their  patients  in  order  to  give 
them  “education  ...  in  institutions  of  learning  within 
the  general  system  of  education”?  We  believe  that 
nursing  has  a responsibility  to  the  public  for  the 
technical  competence  of  their  graduates  just  as  medi- 
cine does. 

Therefore,  while  we  readily  admit  that  there  were 
and  are  inferior  diploma  schools  in  some  of  our  hos- 
pitals, it  seems  clear  that  the  premium  placed  upon 
degrees,  and  in  particular  the  emphasis  placed  upon 
the  community  college  has  often  resulted  in  the  for- 
feiture of  a sound  education  in  a good  hospital  school 
of  nursing  in  favor  of  a smattering  of  nursing  educa- 
tion, a smattering  of  post-high  school  academic 
education  (frequently  of  questionable  merit),  an 
A.A.  degree,  and  virtually  no  technical  competence 
at  all.  These  hospitals,  having  been  divested  of 
their  nursing  schools,  and  with  their  nursing  faculties 
off  to  other  pursuits,  are  now  facing  the  problem  of 
how  to  train  their  young  A.A.  graduate  to  the  point 
where  they  can  assume  the  kind  of  responsibility 
required  of  a hospital  nurse. 

The  American  Nursing  Association  deplores  the 
fact  that  "more  than  three  fourths  of  the  curriculum 
in  the  majority  of  schools  continue  to  focus  on  the 
nursing  of  patients  who  are  acutely  ill  and  hos- 
pitalized, yet  more  than  90  per  cent  of  persons  under 
health  care  are  neither,”  and  goes  on  to  say  that 
“nursing’s  past,  changing  patterns  of  education,  ad- 

*  From  the  American  Nursing  Association  “Position 
Paper.” 


vances  in  science  and  technology,  and  changes  in  the 
health  problems  of  man  all  affect  the  practice  of 
nursing,  professional  and  technical.”  All  of  this  is, 
of  course,  true.  We  do  need  more  health  professionals 
who  are  prepared  to  address  themselves  to  the  needs 
of  patients  who  are  not  in  hospitals  and  not  acutely 
ill. 

But  we  do  not  need  fewer  nurses  who  are  prepared 
to  care  for  those  who  are  acutely  ill  and  in  hospitals! 
Indeed,  we  need  many  more  than  we  have  now. 
These  patients  are  the  human  beings  who  need  the 
nurse  most,  just  as  they  need  the  physician  most. 
If  nursing  is  to  gain  the  stature  to  which  it  aspires,  it 
must  realize  that  it  can  never  do  so  by  neglect  of  the 
very  center  of  its  responsibility. 

We  are  not  opposed  to  nursing  education  being 
conducted  in  part  in  “institutions  of  learning,”  but 
we  believe  that  the  educational  activities  of  many  of 
the  hospitals  of  the  country  are  superior  (in  terms  of 
the  proper  objectives  of  the  education  of  a NURSE) 
to  those  of  a significant  percentage  of  institutions 
which  enjoy  the  favor  of  nursing  educators.  The 
aim  might  better  be  twofold — to  build  upon  the 
competence  already  existing  in  our  hospital  schools, 
and  at  the  same  time  to  initiate  a gradual  participa- 
tion of  colleges  and  junior  colleges.  They  could 
then  develop  the  kind  of  integrated  theory  and  prac- 
tice which  the  best  of  the  hospital  schools  have 
achieved.  It  is  interesting  with  regard  to  this 
point  to  note  the  fact  that  even  in  our  university 
nursing  programs,  it  is  the  university  hospital  rather 
than  the  university  itself  that  serves  as  the  principal 
and  proper  locus  of  nursing  education. 

Finally,  although  we  of  course  concede  the  right  of 
the  nursing  profession  to  present  its  point  of  view 
strongly  before  the  public,  we  believe  that  it  is  time 
that  medicine  did  likewise.  We  do  so  now,  not  be- 
cause we  wish  to  block  the  legitimate  aspirations  of 
our  nursing  colleagues,  but  out  of  our  sense  of  re- 
sponsibility. We  do  ask  our  nursing  colleagues  to 
remember  that  while  nursing  can  and  should  be 
independent  in  the  presentation  of  its  distinctive 
point  of  view,  and  in  the  demonstration  of  a proper 
concern  for  the  dignity  of  its  members,  it  cannot  be 
independent  in  the  practice  of  nursing.  This  is 
necessarily  so  when  so  much  of  what  the  nurse  does 
is  the  result  of  medical  evidence,  medical  decisions, 
medical  research,  and  medical  value  judgments.  It 
is  the  physician  who  bears  the  ultimate  responsibility 
for  the  safety  of  human  beings  under  our  laws,  and 
properly  so.  The  fundamental  role  of  the  nurse 
must  necessarily  be  to  help  the  patient  receive  the 
care  which  has  been  decided  upon  by  the  physician. 
This  she  can  do  with  great  skill,  knowledge,  and 
compassion.  But  she  cannot  responsibly  assume 
other  roles  at  the  expense  of  her  own  unique  area  of 
public  service. 

We  hope  that  you,  as  one  of  the  men  responsible  for 
the  over-all  direction  of  health  education  in  this 
country,  will  review  this  problem  in  depth  in  your 
university  in  the  immediate  future.  We  believe  that 
strong  guidance  is  necessary  to  correct  a spreading 
misconception  which  threatens  the  care  of  the  acutely 
ill  patient  across  the  entire  nation. 

Sincerely  yours, 

Vincent  J.  Tesoriero,  M.D.,  Chairman 

Copies  of  this  letter  were  sent  to  the  New 
York  State  Nurses  Association,  the  Hospital 
Association  of  New  York  State,  and  the  Amer- 
ican Medical  Association’s  Committee  on  Nurs- 
ing. A letter  dated  November  2,  1966,  from 
W.  Benson  Harer,  M.D.,  chairman  of  the  AMA’s 
Committee  on  Nursing,  states  “The  entire  mat- 
ter of  the  American  Nursing  Association’s 
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position  paper  on  nursing  education  has  been 
studied  by  the  committee.  As  a result  of  its 
discussion,  the  [AM A]  Committee  on  Nursing 
has  taken  the  following  position:  “Supports  in 
principle  all  nationally  approved  patterns  of 
nurse  education  today.” 

The  Hospital  Association  of  New  York  State 
approved  the  following  statement  on  September 
15,  1966: 

POSITION  STATEMENT  ON  NURSING 
EDUCATION 

The  following  statement  was  drafted  by  the  Com- 
mittee on  Nursing  with  the  advice  of  nursing  per- 
sonnel from  around  the  State,  and  formally  ap- 
proved by  the  Association’s  Board  of  Trustees  at  its 
September  15,  1966,  meeting  in  Albany. 

The  Hospital  Association,  recognizing  that  nurs- 
ing is  broadening  the  scope  of  its  technical  and 
professional  activities,  has  formulated  this  state- 
ment for  the  benefit  of  school  guidance  counsellors. 
The  Association  is  acting  in  its  role  as  spokesman  for 
the  hospitals  of  New  York  State,  which  constitute 
the  major  group  of  employers  of  professional  nurses. 

The  nursing  profession,  in  statements  issued  by  its 
professional  society  and  by  prominent  individuals, 
has  made  pronouncements  regarding  trends  in  nurs- 
ing education  which  hospitals  feel  are  not  in  the  best 
interests  of  the  patients  they  serve.  These  state- 
ments— to  the  effect  that  education  for  those  who 
work  in  nursing  should  take  place  in  institutions  of 
learning  within  the  general  system  of  education— 
would  result  in  the  closing  of  hospital-based  schools 
of  professional  nursing. 

Hospitals  feel  the  statements  are  ill-timed  and  ill- 
based.  They  do  not  believe  in  shifting  all  profes- 
sional nurse  education  to  the  college  campus.  They 
believe  that  hospital  schools  have  a highly  important 
and  permanent  role  to  play  in  the  education  of 
nurses. 

Hospital  schools  have  historically  graduated  most 
of  the  professional  nurses  and  today  still  provide 
about  70  per  cent  of  all  graduates.  They  will  con- 
tinue to  do  so  for  the  indefinite  future,  partly  be- 
cause of  tradition,  but  more  importantly  because 
hospitals  and  physicians  feel  that  the  hospital-school 
graduate  receives  an  education  and  training  superior 
to  that  received  in  collegiate  programs  in  terms  of 
hospital  nursing.  This  superiority  derives  from  a 
continual  integration  of  theory  and  practice,  as 
opposed  to  the  emphasis  on  theory  at  the  expense  of 
practice  which  is  typical  of  most  collegiate  programs. 

The  New  York  State  Nurses  Association 
recently  forwarded  the  following  memorandum: 
“The  New  York  State  Nurses  Association,  in 
accepting  the  concepts  enunciated  in  the  position 
paper  of  the  American  Nurses  Association, 
recognizes  its  responsibility  to  provide  the 
direction  and  guidance  for  the  implementation 
of  the  position  in  New  York  State. 

“The  Association’s  Committee  on  Education 
constructed  a blueprint  for  the  orderly  transi- 
tion of  nursing  education  in  New  York  State. 
This  was  approved  by  the  Association’s  Board 
of  Directors  and  is  now  presented  for  action. 
We  are  pleased  to  enclose  ten  copies  of  ‘A 
Blueprint  for  the  Education  of  Nurses  in  New 
York  State’  for  the  use  of  the  State  Medical 
Society’s  Committee  on  Nursing.  [These  have 
been  sent  to  members  of  the  committee.  ] The 
cooperation  of  the  Committee  in  its  future 
implementation  will  be  essential  to  its  success. 


“Because  of  the  tremendous  importance  of 
the  ‘Blueprint,’  it  will  appear  in  the  January 
issue  of  the  New  York  State  Nurse  in  its  entirety. 
Reprints  can  then  be  made  available  upon 
request.” 

It  is  expected  that  nursing  education  will 
continue  to  be  discussed  at  meetings  of  the 
committee  and  joint  meetings  with  representa- 
tives of  the  Hospital  Association  and  the  Nurses 
Association  during  the  coming  year.  We  feel 
that  discussion  and  collaboration  rather  than 
independent  action  should  be  fostered  and 
that  nursing  education  is  the  concern  of  physi- 
cians. 

Survey  of  Use  of  Joint  Position  State- 
ments. A survey  of  hospitals  in  New  York 
State  regarding  the  implementation  of  the  Joint 
Position  Statements  issued  by  the  Committee 
on  Nursing  of  the  Medical  Society  of  the  State 
of  New  York,  the  New  York  State  Nurses 
Association,  and  the  Hospital  Association  of 
New  York  State  was  made  during  the  summer 
months.  The  answers  to  the  questionnaire 
were  tabulated  by  the  Hospital  Association  as 
follows: 

SUMMARY  OF  FINDINGS 

Questionnaires 

Number  sent  out  373 

Number  returned  181 

Per  cent  returned  48 . 5 

Question  1:  Does  your  hospital  have  a specific 

committee  which  meets  to  deal  with  problems 
related  to  medical  and  nursing  practices  for  which 


there  are  overlapping  responsibilities ? 

Yes  82 

No  96 

No  answer  3 

Total  number  of  hospitals  reporting  181 

Question  1A:  What  is  its  composition ? (Re- 


plies show  committee  compositions  by  cate- 


gorical representation.) 

Medicine,  nursing,  administration  48 

Medicine,  nursing,  administration,  de- 
partment heads  9 

Medicine,  nursing  9 

Medicine,  nursing,  surgery  4 

Medicine  4 

Medicine,  nursing,  adminstration,  surgery  3 
Medicine,  nursing,  governing  board  2 

Medicine,  nursing,  adminstration,  gov- 
erning board  1 

Medicine,  administration,  governing 
board  1 

Medicine,  administration  1 

Total  number  of  hospitals  reporting  82 


Question  IB:  How  often  does  it  meet ? 


Once  every  week  2 

Once  every  two  weeks  1 

Once  every  month  36 

Once  every  two  months  8 

Once  every  three  months  11 

Once  every  six  months  2 
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Infrequently  16 

No  answer  6 

Total  number  of  hospitals  reporting  82 

Question  1C:  Have  you  utilized  the  Joint  Posi- 


tion Statements ? 

Yes  58* 

No  15 

No  answer  9 

Total  number  of  hospitals  re- 
porting 82 


*It  is  interesting  to  note  that  in  addition  to 
the  58  affirmative  replies  recorded  here,  there 
were  13  additional  affirmative  replies  to  Question 
1C  from  hospitals  that  do  not  have  a Medical- 
Nursing  Practices  Committee. 

Question  ID:  What  controversial  procedures 

have  come  before  this  committee ? 

The  answers  received  for  this  question  were 
so  varied  that  any  attempt  to  categorize  them 
would  result  in  decreasing  their  validity.  In 
all,  66  different  procedures,  issues,  and  problems 
were  identified. 

Those  mentioned  most  frequently  are: 

1.  Closed  chest  cardiac  resuscitation 

2.  Insertion  of  intravenous  catheters 

3.  Administration  of  medications 

4.  Administration  of  anesthesia  during  labor 

5.  Administration  of  investigational  drugs 

Sixteen  hospitals  reported  that  no  contro- 
versial procedures  had  come  before  their  com- 
mittees. 

Question  2:  If  your  hospital  does  not  have  a 

specific  committee  to  deal  with  such  problems, 
how  do  you  resolve  medical-nursing  practices 


problems ? 

Executive  committee  of  the  medical 
staff  14 

Meetings  of  standing  committees  14 

Informal  meetings  of  administration, 
nursing,  medicine  14 

Informal  meetings  of  individuals  con- 
cerned 12 

Meeting  of  chief  of  staff  and  director  of 
nursing  1 1 

Meeting  of  the  medical  staff  10 

Director  of  nursing  6 

Chief  of  the  medical  staff  3 

Administrator  3 


Question  3:  Comments. 

The  following  are  some  typical  comments 
about  the  Medical-Nursing  Practices  Commit- 
tees: 

1.  “Worthwhile  committee — shows  great 
promise.” 

2.  “Small  hospitals  do  not  have  a need  of 
formal  mechanisms  such  as  a Medical-Nursing 
Practices  Committee.” 

3.  “Helps  to  solve  problems  before  they 
become  critical.” 

4.  “Improves  mutual  understanding.” 

The  following  are  some  typical  comments 
about  the  Joint  Position  Statements: 

1.  “These  Statements  give  direction  to  our 


Medical-Nursing  Practices  Committee.” 

2.  “The  Statements  caused  the  formation  of 
our  Medical-Nursing  Practices  Committee.” 

3.  “Would  it  be  possible  to  arrange  for  a 
triplicate  mailing  of  the  Statements,  one  each 
to  the  administrator,  president  of  the  staff,  and 
the  director  of  nursing?” 

Position  Statements — 1966.  The  follow- 
ing position  statements  were  approved  during 
the  year  at  joint  meetings  of  the  committee  with 
representatives  of  the  Nurses  Association  and 
the  Hospital  Association: 

I nsertion  of  Intravenous  Catheters.  It  is  agreed 
that,  when  ordered  by  a physician,  the  insertion 
of  intravenous  catheters  is  a procedure  that  can 
be  performed  by  a professional  nurse  qualified 
by  special  training  and  experience  in  the  tech- 
nics involved. 

It  is  to  be  noted  that  this  does  not  include  a 
vein  cutdown. 

It  is  further  agreed  that  a nurse  not  so  trained 
is  legally  obligated  to  refuse  to  do  such  a pro- 
cedure. 

Vaginal  and  Rectal  Examinations  on  Patients 
in  Labor.  A properly  trained  nurse  may  be 
permitted  to  do  rectal  examinations  on  patients 
in  labor  in  the  absence  of  the  obstetrician  in 
order  to  determine  the  progress  of  labor.  This 
committee,  however,  disapproves  a nurse’s 
doing  a vaginal  examination. 

Electric  and  Drug  Shock  Therapy.  Since 
electric  and  drug  shock  therapy  is  attended  by 
the  possibility  of  severe  complications  and 
reactions,  a nurse  should  not  administer  this 
treatment  unless  the  attending  physician  is  at 
the  bedside. 

At  the  September,  1966,  meeting  of  the  Coun- 
cil the  Committee  on  Nursing  was  made  a part 
of  the  Commission  on  Standards  of  Medical 
Care,  Waring  Willis,  M.D.,  chairman. 

Respectfully  submitted, 

Vincent  J.  Tesoriero,  M.D.,  Chairman 

Report  of  Reference  Committee  on 
Standards  of  Medical  Care:  The  following 
report  was  presented  by  Bernard  J.  Hartnett, 
M.D.,  chairman. 

Your  reference  committee  has  reviewed  the 
report  of  the  Committee  on  Nursing,  chaffed  by 
Dr.  Vincent  J.  Tesoriero,  in  great  detail  and 
with  some  mixed  emotions. 

The  American  Nursing  Association  and  the 
National  League  for  Nursing  have  issued  a 
position  statement  on  nursing  education,  which 
is  outlined  in  this  annual  report.  In  effect,  this 
statement  says  that  nursing  education  should 
take  place  in  institutions  of  learning  within  the 
general  system  of  education;  that  is,  college 
level. 

The  Committee  on  Nursing  feels,  and  your 
reference  committee  agrees,  that  improvement 
in  the  quality  of  nursing  education  is  not  only 
desirable  but  is  quite  necessary. 

Your  reference  committee,  however,  is  greatly 
concerned  with  the  present  lack  of  bedside 
nurses.  With  the  present  facilities  available  for 
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training  nurses,  your  committee  feels  that  this 
great  shortage  can  only  be  remedied  by  im- 
provement and  expansion  of  the  training  pro- 
grams in  the  hospital  schools  of  nursing. 

Your  reference  committee  believes  that  the 
Medical  Society  of  the  State  of  New  York  should 
do  everything  in  its  power  to  expand  the  fa- 
cilities for  all  nursing  education,  including 
practical  nurses,  diploma  schools  of  nursing, 
associated  degree  program  schools,  and  bac- 
calaureate degree  nursing. 

The  House,  after  discussion,  voted  to  adopt  this 
portion  of  the  reference  committee  report. 

Ethics 

To  the  House  of  Delegates,  Gentlemen: 

The  Committee  on  Ethics  consists  of  the 
following: 

Joseph  G.  Zimring,  M.D.,  Chairman  . Nassau 


Walter  J.  Clarkson,  Jr.,  M.D Suffolk 

Oscar  Greene,  M.D Essex 

Warren  A.  Lapp,  M.D Kings 


The  Committee  on  Ethics  was  kept  busy  this 
year.  Many  questions  were  settled  quite 
easily.  There  were,  however,  a few  compli- 
cated ones;  some  were  solved,  and  others  are 
still  in  the  process  of  being  answered. 

The  committee  received  one  question  from 
the  Medical  Society  of  the  County  of  Erie 
regarding  loans  from  a local  bank  to  patients 
in  order  to  pay  bills,  with  the  physician  acting 
as  intermediary  agent.  The  committee,  with  the 
approval  of  the  Council,  answered  as  follows: 
“The  Council  of  the  Medical  Society  of  the 
State  of  New  York,  at  its  meeting  on  No- 
vember 18,  1965,  passed  a resolution  stating 
that  doctors  of  medicine  participating  in  any 
credit  card  program  are  unethical.  This 
was  approved  by  the  House  of  Delegates  of 
the  Medical  Society  of  the  State  of  New 
York  at  its  meeting  in  February,  1966. 

“In  regard  to  the  ‘loan’  feature  of  the 
Midland  Charge  Plan,  the  committee  finds 
that  the  physician’s  participation  in  the 
plan  is  not  only  unethical  but  degrading  to 
his  profession.  This  ‘loan’  plan  places  the 
physician  in  the  role  of  an  agent  for  a com- 
mercial enterprise  and  tends  to  commercialize 
and  advertise  medical  practice,  contrary  to 
the  spirit  of  the  Principles  of  Medical  Ethics.” 
There  were  several  inquiries  on  two  old 
problems:  (1)  dispensing  drugs  and  optical 

glasses  by  physicians  and  (2)  ownership  of 
pharmacies  and  optical  dispensing  shops  by 
doctors  of  medicine.  The  answer  to  both  of 
these  questions  is  that  it  is  not  considered 
unethical  to  dispense  drugs  or  glasses  or  to 
own  a pharmacy  or  an  optical  dispensing  shop 
unless  the  patient  is  being  exploited.  Because 
of  the  undesirable  publicity  given  to  the 
medical  profession  by  the  recent  investigations 
by  governmental  agencies  on  this  problem  and 
because  of  easier  accessibility  by  the  patient  to 
commercial  pharmacies  and  commercial  optical 
dispensing  shops,  the  committee  mandated  the 
chairman  to  submit  a resolution  to  the  House  of 
Delegates  on  this  problem. 


A physician  in  Bronx  County  complained 
that  there  were  several  physicians  listed  as 
officers  and  principal  stockholders  of  a propri- 
etary drug  packaging  company  located  in 
New  York  State.  This  problem  was  sent  to 
the  Judicial  Council  of  the  American  Medical 
Association  for  further  investigation;  the 
Judicial  Council  referred  it  back  to  the  Com- 
mittee on  Ethics. 

With  the  onset  of  Titles  18  and  19  in  the 
State  of  New  York,  the  Committee  on  Ethics 
received  many  inquiries  on  the  status  of  the 
full-  or  part-time  physician  employed  by  hos- 
pitals in  regard  to  signing  over  insurance  assign- 
ments to  the  hospital  corporation  for  work  done 
by  him. 

The  Committee  on  Ethics  would  like  to  re- 
emphasize the  fact  that  the  principle  of  assign- 
ing one’s  fees  to  a lay  organization  is  unethical 
(Chapter  III,  Article  VI,  Sections  3 and  6 of  the 
Principles  of  Professional  Conduct  of  the  Medical 
Society  of  the  State  of  New  York). 

In  order  to  ease  the  burden  of  those  physicians 
employed  by  hospitals  either  full-  or  part-time, 
the  committee  has  suggested  the  following: 

1.  That  full-  or  part-time  physician  em- 
ployes do  not  sign  over  their  insurance 
assignments  to  their  employers. 

2.  That  these  physicians  develop  agree- 
ments with  their  employers  under  which  it  is 
stipulated  that  their  salaries  be  reduced  by 
the  amounts  collected  by  them  from  any 
medical  assistance  programs,  programs  of 
insurance,  or  programs  of  direct  billing. 

3.  That  any  fees  received  above  the  limits 
of  his  salary  are  to  be  kept  by  the  physician. 
These  suggestions  were  endorsed  by  the 

Council,  and  it  was  decided  to  give  this  the 
necessary  publicity  in  our  publications. 

Respectfully  submitted, 

Joseph  G.  Zimring,  M.D.,  Chairman 

Report  of  Reference  Committee  on 
Standards  of  Medical  Care:  The  following 
report  was  presented  by  Bernard  J.  Hartnett, 
M.D.,  chairman. 

The  Committee  on  Ethics,  under  the  chair- 
manship of  Dr.  Joseph  G.  Zimring,  had  a rel- 
atively busy  year,  but  the  questions  which  came 
before  it  were  apparently  settled  without  par- 
ticular difficulty  and  with  few  complications. 

The  Committee  on  Ethics  emphasizes  the 
fact  that  “the  principle  of  assigning  one’s  fees 
to  a lay  organization  is  unethical  (Chapter  III, 
Article  VI,  Sections  3 and  6 of  the  Principles  of 
Professional  Conduct  of  the  Medical  Society  of 
the  State  of  New  York).” 

The  committee  suggests:  (1)  that  full-  or 

part-time  physician  employes  do  not  sign  over 
their  insurance  assignments;  (2)  that  these 
physicians  develop  agreements  with  their  em- 
ployers which  stipulate  that  then-  salaries  be 
reduced  by  the  amounts  collected  from  them 
from  any  medical  assistance  programs,  pro- 
grams of  insurance,  or  programs  of  direct  billing; 
(3)  that  any  fees  received  above  the  limits  of 
his  salary  are  to  be  kept  by  the  physician. 
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The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

67-32.  Transfer  of  Coverage  for  Services  of 
“Hospital-Based”  Specialists  from  Blue  Cross  to 
Blue  Shield 

Introduced  by  John  J.  Clemmer,  M.D.,  Section 
on  Pathology,  Clinical  Pathology,  and  Blood 
Banking 

Whereas,  Pathology  has  been  defined 
repeatedly  as  the  practice  of  medicine  and  as 
an  important  integral  part  of  patient  care; 
and 

Whereas,  The  House  of  Delegates  of  the 
American  Medical  Association  at  a recent 
meeting  in  Chicago,  the  College  of  American 
Pathologists,  and  the  American  College  of 
Radiologists  have  adopted  a policy:  “Hos- 
pital-based medical  specialists  are  engaged 
in  the  practice  of  medicine.  The  fees  for 
the  services  of  such  specialists  should  not 
be  merged  with  hospital  charges.  The 
charges  for  the  services  of  such  specialists 
should  be  established,  billed,  and  collected 
by  the  medical  specialist  in  the  same  manner 
as  are  the  fees  of  other  physicians”;  and 

Whereas,  The  number  of  medical  special- 
ists in  other  fields  of  medical  practice  em- 
ployed full  time  in  hospitals  is  increasing 
rapidly;  and 

Whereas,  All  such  other  full-time  specialists 
in  hospitals  will  find  themselves  ultimately 
in  the  same  position  as  the  present  “hospital- 
based”  medical  specialists;  now  therefore  be 
it  hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York,  through  its  elected  and 
executive  officers  and  its  Council,  immediately 
initiate  a program  to  eliminate  from  Blue 
Cross  all  coverage  for  the  services  of  “hos- 
pital-based” specialists,  to  wit,  roentgenol- 
ogists, anesthesiologists,  pathologists,  and 
physiatrists,  and  endeavor  by  all  means  to  have 
such  coverage  shifted  to  Blue  Shield,  so  that 
all  fees  for  physicians’  services  can  be  covered 
in  a consistent  manner;  and  be  it  further 

Resolved,  That  a similar  resolution  be  in- 
troduced by  the  delegates  of  the  Medical 
Society  of  the  State  of  New  York  in  the 
House  of  Delegates  of  the  American  Medical 
Association  at  its  next  meeting. 

Report  of  Reference  Committee  on 
Standards  of  Medical  Care:  The  following 
report  was  presented  by  Bernard  J.  Hartnett, 
M.D.,  chairman. 

Your  reference  committee  discussed  this 
resolution  at  great  length  and  heard  a con- 
siderable amount  of  testimony.  Your  reference 
committee  has  great  sympathy  for  the  intent  of 
this  resolution,  and  has  amended  it  as  follows: 
In  the  third  Whereas,  delete  “medical 
specialists  in  other  fields  of  medical  practice” 
and  substitute  the  word  “physicians”;  in  the 
fourth  Whereas,  change  the  word  “specialists” 
to  “physicians”;  in  the  first  Resolved,  delete 
the  words  from  “immediately  initiate”  through 
“physiatrists,  and,”  and  the  word  “such,” 


and  add  the  words  “for  hospital-based  physi- 
cians” and  “from  Blue  Cross,”  so  that  the  first 
Resolved  will  read  as  follows: 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York,  through  its  elected  and 
executive  officers  and  its  Council,  endeavor 
by  all  means  to  have  coverage  for  hospital- 
based  physicians  shifted  from  Blue  Cross  to 
Blue  Shield,  so  that  all  fees  for  physicians’ 
services  can  be  covered  in  a consistent  man- 
ner; 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

67-40.  Opposition  to  Special  Qualifications  for 
General  Practitioners  Under  Medicaid 

Introduced  by  Medical  Society  of  the  County 
of  Queens 

Whereas,  The  legal  qualification  for  a 
general  practitioner  to  practice  medicine  in 
New  York  State  is  the  license  issued  by  the 
New  York  State  Education  Department; 
and 

Whereas,  General  practitioners  so  licensed 
are  considered  qualified  and  do  treat  their 
own  patients,  including  those  covered  by 
Workmen’s  Compensation,  Blue  Shield,  and 
Medicare  (Title  18);  and 

Whereas,  New  and  arbitrary  qualifica- 
tions have  been  proposed  for  general  practi- 
tioners treating  Medicaid  (Title  19)  patients, 
which  put  such  patients  in  a special  category 
and  still  leave  general  practitioners  not 
meeting  these  new  qualifications  unqualified 
to  treat  Medicaid  patients,  but  qualified  to 
treat  all  other  patients;  and 

Whereas,  These  new  qualifications  sug- 
gested for  general  practitioners  are  (1)  not 
required  by  any  law  since  licensed  doctors 
are  in  fact  qualified  doctors,  (2)  not  the  result 
of  any  study  showing  that  new  qualifications 
are  either  necessary  or  desirable,  (3)  not  in 
any  sense  a guarantee  of  better  medical  care 
for  the  patient;  now  therefore  be  it  hereby 
Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  request  the  Commissioner 
of  Health  of  the  State  of  New  York  to  allow 
all  licensed  general  practitioners  in  the  State 
to  treat  all  Medicaid  patients  not  requiring 
specialist  care. 

67-44.  Opposition  to  Proposed  Requirements  for 

Certification  of  Physician’s  Competence 

Introduced  by  Bronx  County  Medical  Society 

Whereas,  Physicians  are  duly  licensed  to 
practice  medicine  in  the  State  of  New  York; 
and 

Whereas,  Certified  specialists  have  had 
their  competence  further  attested  to  by  the 
various  specialty  boards  and  colleges;  and 
Whereas,  Many  general  practitioners 
maintain  their  professional  skills  by  comply- 
ing with  the  requirements  of  the  American 
Academy  of  General  Practice;  and 
Whereas,  All  these  physicians  have  exer- 
cised their  professional  skills  in  the  treatment 
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of  patients  for  many  years  prior  to  the  advent 
of  Medicaid;  and 

Whereas,  The  proposed  requirements  of  the 
New  York  State  Departments  of  Health  and 
Social  Welfare  for  specialist  qualifications 
and  postgraduate  education  would  interfere 
with  the  practice  of  medicine  by  licensed  and 
qualified  physicians;  and 

Whereas,  This  was  not  intended  by  Con- 
gress when  it  enacted  PL  89-97  or  by  the 
Legislature  of  the  State  of  New  York  when  it 
enacted  the  Medicaid  law;  now  therefore 
be  it  hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  is  unalterably  opposed  to 
any  requirement  of  certification  of  a physi- 
cian’s competence  by  any  agency  other  than 
that  currently  charged  with  this  responsibility 
by  law. 

67-72.  Opposition  to  “Secondary  Licensure” 

Introduced  by  Seventh  District  Branch 

Whereas,  In  the  administration  of  the 
Medical  Assistance  for  Needy  Persons  Act  of 
1966,  Medicaid,  additional  requirements  for 
physician  participation  have  been  proposed, 
over  and  above  the  requirements  for  medical 
licensure;  and 

Whereas,  Such  “secondary  licensure”  will 
interfere  with  the  right  of  the  duly  licensed 
physician  to  practice  his  profession  and  will 
limit  the  patients’  free  choice;  and 

Whereas,  A program  which  provides 
chiropractic  and  Christian  Science  to  the 
public  cannot  be  said  to  be  aimed  at  elevating 
standards  of  medical  care;  now  therefore  be 
it  hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  vigorously  oppose  any 
requirement  for  the  qualification  of  physicians 
to  participate  in  the  Medicaid  or  other  govern- 
ment programs,  since  this  would  constitute 
“secondary  licensure.” 

Report  of  Reference  Committee  on 
Standards  of  Medical  Care:  The  following 
report  was  presented  by  Bernard  J.  Hartnett, 
M.D.,  chairman. 

Resolutions  67-40,  67-44,  and  67-72:  These 
three  resolutions  have  to  do  with  the  subject  of 
qualifications  for  general  practitioners  under 
Medicaid.  We  have  combined  these  three 
into  one,  as  follows: 

Whereas,  The  legal  qualification  for  a 
general  practitioner  to  practice  medicine  in 
New  York  State  is  the  license  issued  by  the 
New  York  State  Education  Department;  and 

Whereas,  General  practitioners  so  licensed 
are  considered  qualified  and  do  treat  their  own 
patients,  including  those  covered  by  Work- 
men’s Compensation,  Blue  Shield,  and  Medi- 
care (Title  18);  and 

Whereas,  New  and  arbitrary  qualifica- 
tions have  been  proposed  for  general  practi- 
tioners treating  Medicaid  (Title  19)  pa- 
tients, which  put  such  patients  in  a special 
category  and  still  leave  general  practitioners 
not  meeting  these  new  qualifications  un- 


qualified to  treat  Medicaid  patients,  but 
qualified  to  treat  all  other  patients;  and 

Whereas,  All  these  physicians  have  exer- 
cised their  professional  skills  in  the  treatment 
of  patients  for  many  years  prior  to  the  advent 
of  Medicaid;  and 

Whereas,  These  new  qualifications  sug- 
gested for  general  practitioners  are  (1)  not 
the  result  of  any  published  study  showing 
that  new  qualifications  are  either  necessary 
or  desirable,  and  (2)  not  in  any  sense  a 
guarantee  of  better  medical  care  for  the 
patient;  and 

Whereas,  We  are  fully  cognizant  of  the 
fact  that  the  Commissioner  of  Health,  under 
the  current  Medicaid  law,  may  set  special 
qualifications  for  general  practitioners  for 
participation  in  the  Medicaid  program;  now 
therefore  be  it  hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  request  the  Commis- 
sioner of  Health  of  the  State  of  New  York 
to  allow  all  licensed  general  practitioners  in 
the  State  to  treat  all  Medicaid  patients  not 
requiring  specialist  care. 

The  House,  after  discussion,  voted  to  remove 
from  the  table  a portion  of  the  report  of  the  Ref- 
erence Committee  on  Medical  Services  on  the 
report  of  the  Committee  on  Public  Medical  Care 
(see  page  1534)  and  the  report  of  the  Reference 
Committee  on  Medicare  and  Medicaid  on  resolu- 
tion 67-71  ( see  page  1581),  both  of  which  had 
been  tabled. 

The  House,  after  discussion,  voted  to  adopt  these 
portions  of  the  reports  of  the  reference  committees 
on  Standards  of  Medical  Care,  Medical  Services, 
and  Medicare  and  Medicaid. 

67-80.  Criteria  for  Specialty  Practice 

Introduced  by  Medical  Society  of  the  County  of 
Queens 

Whereas,  There  is  an  increasing  tendency 
for  political  and  quasipolitical  bodies  to 
set  up  new  restrictive  qualifications  for 
medical  practice  beyond  those  already  in 
existence;  and 

Whereas,  For  specialty  practice  in  ac- 
credited hospitals  acceptable  criteria  have 
already  been  established,  such  as  boards, 
colleges,  Workmen’s  Compensation  specialty 
ratings,  and  evaluation  by  hospital  medical 
boards  and  services;  now  therefore  be  it 
hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  recommend  that  criteria 
already  in  force  in  accredited  hospitals  be  the 
sole  yardstick  for  establishing  eligibility  for 
specialty  practice. 

Report  of  Reference  Committee  on 
Standards  of  Medical  Care:  The  following 
report  was  presented  by  Bernard  J.  Hartnett, 
M.D.,  chairman. 

Your  reference  committee  feels  that  this 
subject  is  closely  related  to  the  one  just  pre- 
viously discussed;  however,  we  have  amended 
this  resolution  by  reversing  the  two  Whereases; 
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by  changing,  in  the  now  second  Whereas,  the 
words  “set  up”  to  the  word  “superimpose”  and 
by  deleting  the  word  “restrictive”;  and  by 
amending  the  Resolved  by  deleting  the  words 
“already  in  force  in”  and  substituting  the  words 
“such  as  those  currently  in  use  by,”  and  by 
putting  the  word  “accredited”  in  quotations,  so 
that  the  Resolved  now  reads  as  follows: 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  recommend  that  criteria 
such  as  those  currently  in  use  by  “accredited” 
hospitals  be  the  sole  yardstick  for  establishing 
eligibility  for  specialty  practice. 

The  House,  after  discussion,  further  amended 
the  Resolved  portion  by  the  addition  of  the  words 
“voluntary,  municipal,  and  proprietary ” and 
the  deletion  of  the  word  “sole,”  so  that  the  Re- 
solved reads  as  follows: 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  recommend  that  criteria 
such  as  those  currently  in  use  by  voluntary, 
municipal,  and  proprietary  “accredited”  hos- 
pitals be  the  yardstick  for  establishing  eligi- 
bility for  specialty  practice. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report  as  amended. 

67-3.  Considerations  in  Assignment  of  Fees  to 
Hospitals  and  Other  Third  Parties 

Introduced  by  Medical  Society  of  the  County 
of  Kings 

Whereas,  The  assignment  of  physicians’ 
professional  fees  to  hospitals  and  other  third 
parties  is  unethical  and  encourages  the  illegal 
professional  practice  of  medicine  by  hospital 
corporations;  and 

Whereas,  Such  corporate  medical  practice 
weakens  the  private  patient-physician  rela- 
tionship; and 

Whereas,  Assignment  to  hospitals  of  their 
professional  fees  by  physicians  under  duress 
will  ultimately  lead  to  the  involuntary  salaried 
employe-status  of  all  physicians  practicing 
in  hospitals,  and  will  destroy  the  private 
practice  of  medicine  in  hospitals  to  the  detri- 
ment of  the  public  welfare  and  the  quality  of 
medical  care;  now  therefore  be  it  hereby 

Resolved,  That  the  members  of  the  Medical 
Society  of  the  State  of  New  York  be  informed 
that  the  assignment  of  professional  fees  to 
hospitals  and  other  lay  groups  under  certain 
conditions  is  unethical  (AMA  Judicial  Council 
Opinions  and  Reports  1966,  Section  6 No.  3) 
and  possibly  in  violation  of  the  laws  of  the 
State  of  New  York. 

67-48.  Assigning  or  Rebating  of  Medicare  or 
Medicaid  Fees 

Introduced  by  Bronx  County  Medical  Society 

Whereas,  The  privilege  of  practicing 
medicine  in  a hospital  should  be  accorded  to 
physicians  on  the  basis  of  individual  character, 
professional  competence,  experience,  and 
judgment;  and 

Whereas,  The  interests  of  the  public  are 


not  served  nor  is  the  patient’s  well-being 
furthered  when  hospital  staff  privileges  are 
contingent  on  assigning  or  rebating  Medicare 
or  Medicaid  fees;  and 

Whereas,  Such  action  may  be  in  violation 
of  the  Principles  of  Ethics  of  the  American 
Medical  Association:  Section  7,  paragraph 
9,  which  reads  as  follows:  “Compulsory  assess- 
ments, that  is  assessments  which  if  not  paid, 
would  automatically  cause  doctors  to  lose  staff 
membership,  are  not  in  the  best  traditions  of 
ethical  practice.  It  is  not  proper  to  condition 
medical  staff  membership  on  compulsory  as- 
sessments for  any  purpose”;  now  therefore 
be  it  hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  interpret  the  assigning 
or  rebating  of  Medicare  or  Medicaid  fees  to 
be  in  violation  of  the  Principles  of  Medical 
Ethics  of  the  American  Medical  Association; 
and  be  it  further 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  urge  the  New  York  State 
Health  Department  to  disapprove  any  hos- 
pital regulation  or  procedure  which  would 
make  hospital  privileges  contingent  on  the 
assigning  or  rebating  to  the  hospital  of  Med- 
icare or  Medicaid  fees  by  physicians. 

Report  of  Reference  Committee  on 
Standards  of  Medical  Care:  The  following 
report  was  presented  by  Bernard  J.  Hartnett, 
M.D.,  chairman. 

Resolutions  67-3  and  67-48,  concerning 
rebating  Medicare  or  Medicaid  fees,  were 
combined  by  our  reference  committee  into 
one  resolution,  which  reads  as  follows: 

Whereas,  The  privilege  of  practicing 
medicine  in  a hospital  should  be  accorded  to 
physicians  on  the  basis  of  individual  char- 
acter, professional  competence,  experience, 
and  judgment;  and 

Whereas,  The  interests  of  the  public  are 
not  served  nor  is  the  patient’s  well-being 
furthered  when  hospital  staff  privileges  are 
contingent  on  assigning  or  rebating  Medicare 
or  Medicaid  fees;  and 

Whereas,  Assignment  to  hospitals  of 
their  professional  fees  by  physicians  under 
duress  will  ultimately  lead  to  the  involuntary 
salaried  employe-status  of  all  physicians 
practicing  in  hospitals,  and  will  destroy  the 
private  practice  of  medicine  in  hospitals  to 
the  detriment  of  the  public  welfare  and  the 
quality  of  medical  care;  now  therefore  be  it 
hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  urge  the  New  York  State 
Health  Department  to  disapprove  any  hos- 
pital regulation  or  procedure  which  would 
make  hospital  privileges  contingent  on  the 
assigning  or  rebating  to  the  hospital  of 
Medicare  or  Medicaid  fees  by  physicians. 

The  House,  after  discussion,  voted  to  adopt  this 
portion  of  the  reference  committee  report. 
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67-20.  Reimbursement  for  Physicians  Serving  on 
Utilization  Committees 

Introduced  by  Nassau  and  Suffolk  County 
Medical  Societies 

Whereas,  the  Medicare  law  requires  that 
all  hospitals  and  nursing  homes  have  stand- 
ing utilization  committees;  and 

Whereas,  Such  utilization  committees 
must  evaluate  and  review  large  numbers  of 
medical  records;  and 

Whereas,  Physicians  must  devote  valu- 
able time  and  effort  in  serving  on  these  legally 
required  committees;  now  therefore  be  it 
hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  recommend  that  hospitals 
and  nursing  homes  establish  criteria  for 
reimbursement  schedules  for  physicians  serv- 
ing as  active  members  or  chairmen  of  hospital 
and  nursing  home  utilization  committees. 

Report  of  Reference  Committee  on 
Standards  of  Medical  Care:  The  following 
report  was  presented  by  Bernard  J.  Hartnett, 
M.D.,  chairman. 

Your  reference  committee  amended  this 
resolution  by  adding  in  the  first  Whereas  the 
words  “and  review”  between  the  words  “utiliza- 
tion” and  “committees”;  and  by  deleting,  in  the 
second  Whereas,  the  words  “such  utilization” 
and  substituting  the  word  “these”;  by  adding, 
in  the  third  Whereas,  the  word  “many”  as  the 
first  word;  and  by  adding  the  words  “without 
reimbursement”  following  the  words  “required 
committees”;  and  by  amending  the  Resolved 
to  read  as  follows: 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  recommend  that  hospitals 
and  nursing  homes  be  required  to  use  the 
criteria  established  by  the  Department  of 
Health,  Education,  and  Welfare  for  reim- 
bursement for  physicians  serving  as  active 
members  or  chair  men  of  hospital  and  nursing 
home  utilization  and  review  committees. 

The  House,  after  discussion,  voted  to  adopt  this 
portion  of  the  reference  committee  report. 

67-37.  Legal  Immunity  for  Members  of  Hospital 
and  Nursing  Home  Utilization  Committees 

Introduced  by  Suffolk  and  Nassau  County 
Medical  Societies 

Whereas,  Hospital  and  nursing  home 
utilization  committees  have  become  a univer- 
sal and  necessary  requirement;  and 

Whereas,  The  Medicare  law  requires 
that  hospitals  and  nursing  homes  be  provided 
with  standing  utilization  committees;  and 

Whereas,  The  legal  liability  for  the  de- 
cisions and  actions  of  these  committees  and 
their  members  is  in  no  way  defined;  now 
therefore  be  it  hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  initiate  and  support 
legislation  to  provide  legal  immunity  for 
members  of  hospital  and  nursing  home  utili- 
zation committees,  in  a manner  similar  to  the 


recently  passed  Good  Samaritan  law. 

Report  of  Reference  Committee  on 
Standards  of  Medical  Care:  The  following 
report  was  presented  by  Bernard  J.  Hartnett, 
M.D.,  chairman. 

Your  reference  committee  added  the  words 
“and  review”  between  the  words  “utilization” 
and  “committee”  in  the  first  Whereas;  deleted 
the  words  “standing  utilization”  in  the  second 
Whereas  and  substituted  the  word  “such” 
and  added  the  words  “and  review”  between  the 
words  “utilization”  and  “committees”  in  the 
Resolved,  so  that  the  Resolved  now  reads  as 
follows: 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  initiate  and  support  legisla- 
tion to  provide  legal  immunity  for  members 
of  hospital  and  nursing  home  utilization  and 
review  committees,  in  a manner  similar  to 
the  recently  passed  Good  Samaritan  Law. 

The  House,  after  discussion,  deleted  the  phrase 
“in  a manner  similar  to  the  recently  passed 
Good  Samaritan  Law”  from  the  Resolved  portion, 
so  that  the  Resolved  reads  as  follows: 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  initiate  and  support 
legislation  to  provide  legal  immunity  for 
members  of  hospital  and  nursing  home  utiliza- 
tion and  review  committees. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report  as  amended. 

67-34.  Assistance  for  Diploma  Schools  of  Nursing 

Introduced  by  Suffolk  and  Nassau  County 
Medical  Societies 

Whereas,  The  acute  shortage  of  registered 
professional  nurses  threatens  the  quality 
and  quantity  of  patient  care  in  hospitals; 
and 

Whereas,  The  closing  of  diploma  schools 
due  to  economic  reasons  creates  an  urgent 
need  for  State  support  to  alleviate  the  short- 
age of  qualified  nurses;  and 

Whereas,  State  Senator  Norman  Lent 
recognizes  the  need  for  financial  aid  in  his 
preliminary  14-point  report  on  “Methods  to 
Correct  the  Nursing  Shortage”;  and 

Whereas,  Senator  Lent’s  recommendations 
do  not  provide  for  direct  financial  aid  to 
diploma  schools;  now  therefore  be  it  hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  petition  State  Senator 
Norman  Lent  and  other  interested  members 
of  the  State  Legislature  to  provide  funds  for 
staffing  and  such  other  assistance  as  may  be 
necessary  to  diploma  schools  of  nursing; 
and  be  it  further 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  urge  the  Legislature  of  the 
State  of  New  York  to  support  all  the  14 
recommendations  made  in  Senator  Lent’s 
report  on  “Methods  to  Correct  the  Nursing 
Shortage.” 
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67-58.  Strengthening  and  Expansion  of  the 
Hospital  Diploma  Schools  of  Nursing 

Introduced  by  Medical  Society  of  the  County  of 
Albany 

Whereas,  There  exists  a severe  shortage 
of  nurses  available  for  hospital  duty;  and 
Whereas,  The  well-trained  and  capable 
graduates  of  hospital  diploma  schools  of 
nursing  supply  the  great  majority  of  the  nurses 
who  engage  in  this  branch  of  the  nursing 
profession;  and 

Whereas,  The  graduates  of  baccalaureate 
and  junior  college  schools  of  nursing  are  for 
the  most  part  not  available  for  hospital 
bedside  nursing;  now  therefore  be  it  hereby 
Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  go  on  record  as  favoring 
the  strengthening  and  expansion  of  the  hos- 
pital diploma  schools  of  nursing;  and  be  it 
further 

Resolved,  That  copies  of  this  resolution  be 
sent  to  the  New  York  State  Legislators  and 
to  the  legislative  committee  which  is  in- 
vestigating the  nursing  situation  in  New  York 
State. 

67-68.  Approval  of  Hospital  Schools  of  Nursing 
(Diploma  Program) 

Introduced  by  Westchester  County  Medical 
Society 

Whereas,  Hospital  schools  of  nursing 
(sometimes  referred  to  as  diploma  program) 
produce  the  greatest  number  of  qualified 
bedside  nurses;  and 

Whereas,  Bedside  nursing  skills  are  best 
acquired  in  hospital-oriented  schools  where 
the  supervision  is  competent  and  experienced; 
and 

Whereas,  Such  nursing  skills  can  be  de- 
veloped only  by  a sufficient  number  of  hours 
of  actual  experience  at  the  bedside;  and 
Whereas,  Hospital  schools  of  nursing 
prepare  nurses  to  assume  full  responsibility 
for  bedside  nursing  at  the  time  of  graduation; 
and 

Whereas,  The  professional  nurse  who  is 
trained  in  a hospital  school  of  nursing  is 
eminently  qualified  to  care  for  the  patient 
and  his  needs  and  has  demonstrated  this 
ability  through  the  years;  and 

Whereas,  The  greatest  need  for  nurses  at 
the  present  time  is  at  the  bedside  of  the 
patients;  now  therefore  be  it  hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  endorse  and  support  the 
program  of  the  hospital  schools  of  nursing 
(diploma  program) ; and  be  it  further 
Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  recommend  that  the 
program  of  the  hospital  schools  of  nursing 
(diploma  program)  be  appropriately  strength- 
ened and  expanded  in  order  to  meet  the  im- 
mediate and  acute  shortage  of  bedside 
nurses;  and  be  it  further 

Resolved,  That  copies  of  this  resolution  be 
sent  to  each  county  medical  society  in  the 
State  of  New  York,  to  the  president  of  the 


American  Medical  Association,  to  the  Gover- 
nor of  the  State  of  New  York,  to  the  Com- 
missioner of  Education  of  the  State  of  New 
York,  to  the  chairman  of  the  Joint  Legislative 
Committee  on  the  Problems  of  Public  Health 
and  Medicare,  to  the  National  League  for 
Nursing,  Department  of  Diploma  Programs, 
to  the  American  Hospital  Association,  and 
to  the  Hospital  Association  of  New  York 
State. 

Report  of  Reference  Committee  on 
Standards  of  Medical  Care:  The  following 
report  was  presented  by  Bernard  J.  Hartnett, 
M.D.,  chairman. 

Resolutions  67-34,  67-58,  and  67—68  have 
to  do  with  hospital  diploma  schools  of  nursing. 

Your  reference  committee  is  in  accord 
with  the  intent  of  these  resolutions,  as  noted 
above  in  this  report,  and  feels  that  attempts 
to  solve  the  present  acute  nursing  shortage 
would  be  improved  by  their  implementation. 
We  have,  therefore,  combined  these  three 
resolutions  into  one,  as  follows: 

Whereas,  Hospital  schools  of  nursing 
(sometimes  referred  to  as  diploma  program) 
produce  the  greatest  number  of  qualified 
bedside  nurses;  and 

Whereas,  Bedside  nursing  skills  are  best 
acquired  in  hospital-oriented  schools  where 
the  supervision  is  competent  and  experienced; 
and 

Whereas,  Such  nursing  skills  can  be  de- 
veloped only  by  a sufficient  number  of  hours 
of  actual  experience  at  the  bedside;  and 

Whereas,  Hospital  schools  of  nursing 
prepare  nurses  to  assume  full  responsibility 
for  bedside  nursing  at  the  time  of  graduation; 
and 

Whereas,  The  professional  nurse  who  is 
trained  in  a hospital  school  of  nursing  is 
eminently  qualified  to  care  for  the  patient 
and  his  needs  and  has  demonstrated  this 
ability  through  the  years;  and 

Whereas,  The  greatest  need  for  nurses  at 
the  present  time  is  at  the  bedside  of  the 
patients;  and 

Whereas,  State  Senator  Norman  Lent 
recognizes  the  need  for  financial  aid  in  his 
preliminary  14-point  report  on  “Methods  to 
Correct  the  Nursing  Shortage”;  and 

Whereas,  Senator  Lent’s  recommendations 
do  not  provide  for  direct  financial  aid  to 
diploma  schools;  now  therefore  be  it  hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  endorse  and  support  the 
program  of  the  hospital  schools  of  nursing 
(diploma  program) ; and  be  it  further 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  recommend  that  the  pro- 
gram of  the  hospital  schools  of  nursing 
(diploma  program)  be  appropriately  strength- 
ened and  expanded  in  order  to  meet  the  im- 
mediate and  acute  shortage  of  bedside  nurses; 
and  be  it  further 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  petition  State  Senator 
Norman  Lent  and  other  interested  members  of 
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the  State  Legislature  to  provide  funds  for 
staffing  and  such  other  assistance  as  may  be 
necessary  to  diploma  schools  of  nursing; 
and  be  it  further 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  urge  the  Legislature  of 
the  State  of  New  York  to  support  all  the  14 
recommendations  made  in  Senator  Lent’s 
report  on  “Methods  to  Correct  the  Nursing 
Shortage”;  and  be  it  further 

Resolved,  That  copies  of  this  resolution  be 
sent  to  each  county  medical  society  in  the 
State  of  New  York,  to  the  president  of  the 
American  Medical  Association,  to  the  Gover- 
nor of  the  State  of  New  York,  to  the  Com- 
missioner of  Education  of  the  State  New  Y ork, 
to  the  chairman  of  the  Joint  Legislative 
Committee  on  the  Problems  of  Public  Health 
and  Medicare,  to  the  National  League  for 
Nursing,  Department  of  Diploma  Programs, 
to  the  American  Hospital  Association,  the 
New  York  State  Nurses  Association,  the 
American  Nurses  Association,  and  the  Hos- 
pital Association  of  New  York  State. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

67-4.  Annual  Staff  Appointments  of  Hospital 
Physicians 

Introduced  by  Medical  Society  of  the  County  of 
Kings 

Whereas,  The  Joint  Commission  on  Hos- 
pital Accreditation  recommends  a system  of 
annual  reappointment  of  physicians  to  an 
accredited  hospital  staff;  and 

Whereas,  In  many  accredited  hospitals 
reappointment  to  the  staff  may  be  withheld 
without  due  cause;  and 

Whereas,  The  threat  of  dismissal  from  the 
staff  or  nonrenewal  of  appointment  has  been 
used  to  intimidate  physicians  and  involve 
them  in  unethical  and  possibly  illegal  prac- 
tices; now  therefore  be  it  hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  petition  the  Joint  Com- 
mission on  Hospital  Accreditation  to  provide: 

1.  a tenure  provision  and  automatic 
reappointment  for  staff  physicians  unless  due 
cause  is  shown  for  withholding  the  annual 
staff  reappointment;  and 

2.  that  any  dismissal  from  or  nonreap- 
pointment of  a physician  to  the  staff  of  an 
accredited  hospital  after  three  consecutive 
years  of  staff  privileges  shall  in  all  cases,  on 
appeal  of  the  deposed  physician,  be  subject  to 
review  and  approval  by  the  proper  committee 
of  the  local  county  medical  society  before 
becoming  binding  or  final. 

67-63.  Hospital  Staff  Tenure 

Introduced  by  Medical  Society  of  the  County 
of  New  York 

Whereas,  At  the  present  time,  a physician’ 
even  though  he  has  served  on  the  staff  of  a 
hospital,  can,  in  most  hospitals,  be  summarily 
dismissed  or  not  reappointed  without  the 


benefit  of  a hearing  by  his  peers  or  even  being 
given  a reason  for  such  actions;  and 

Whereas,  We  believe  that  every  physician 
should  be  heard  by  his  peers  when  the  rec- 
ommendation is  made  that  he  not  be  re- 
appointed or  that  his  staff  privileges  be 
curtailed;  now  therefore  be  it  hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  urge  hospitals  and  hos- 
pital associations  to  adopt  the  following 
procedure  when  a physician  who  has  com- 
pleted a two-year  probationary  period  is 
not  recommended  for  reappointment  to  his 
hospital  staff  position  or  it  is  recommended 
that  his  staff  privileges  be  curtailed: 

1.  The  chairman  of  the  executive  com- 
mittee shall  notify  the  involved  physician  in 
writing  of  the  reason  for  his  not  being  re- 
appointed or  of  having  his  staff  privileges 
curtailed  and  enclose  a copy  of  the  rules 
herein  set  forth. 

2.  If  the  involved  physician  wishes  to 
protest  his  being  dropped  from  the  staff  or 
having  his  privileges  curtailed,  he  shall  so 
notify  the  chairman  of  the  executive  com- 
mittee in  writing.  Upon  receipt  of  such  a 
letter,  the  executive  committee  shall  appoint 
a hearing  committee  whose  duties  shall 
be  to  obtain  all  information  from  the  in- 
volved physician  as  well  as  from  those 
making  the  recommendations  for  nonre- 
appointment or  curtailment  of  privileges. 
The  involved  physician  shall  be  notified 
in  writing  that  a hearing  committee  has 
been  appointed  and  the  date  set  for  the 
hearing.  The  information  obtained  at  the 
hearing  shall  be  presented  to  the  executive 
committee  with  the  recommendations  of  the 
hearing  committee. 

3.  If  the  executive  committee,  after  a 
review  of  the  evidence  presented  by  the 
hearing  committee,  believes  that  the  involved 
physician  should  not  be  reappointed  or  that 
his  staff  privileges  should  be  curtailed,  then 
they  shall  appoint  a judicial  review  com- 
mittee, but  no  member  of  the  hearing  com- 
mittee may  be  a member  of  this  judicial  review 
committee. 

4.  The  judicial  review  committee  shall 
set  a date  for  a hearing  and  notify  the  in- 
volved physician.  The  involved  physician 
may  again  present  evidence,  witnesses,  etc., 
and  may,  if  he  wishes,  have  benefit  of  counsel. 

5.  The  judicial  review  committee,  after 
due  consideration,  shall  make  their  recom- 
mendations to  the  executive  committee. 

6.  The  executive  committee,  after  review 
of  the  judicial  review  committee  recommen- 
dations, shall  make  their  recommendations  to 
the  governing  board. 

7.  If  the  recommendations  of  the  execu- 
tive committee  do  not  agree  with  those  of  the 
governing  board,  the  executive  committee 
shall  be  so  informed  and  the  reasons  given  for 
their  difference  of  opinions. 

8.  In  the  event  that  there  is  a difference  of 
opinion  between  the  governing  hoax'd  and  the 
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executive  committee,  then  the  president  and 
chairman  of  the  executive  committee  of  the 
medical  staff  shall  be  invited  to  a meeting  of 
the  governing  board  or  with  two  members  of 
that  board  and  an  effort  be  made  to  resolve 
these  differences.  (In  the  event  the  president 
and  chairman  are  the  same,  then  the  executive 
committee  shall  appoint  another  member.) 

9.  In  the  event  these  differences  cannot 
be  resolved,  the  decision  of  the  governing 
board  shall  be  final. 

10.  Every  physician  upon  becoming  a 
member  of  the  staff  of  a hospital  where  the 
above  enumerated  principles  are  followed 
shall  agree  to  abide  by  the  final  recommenda- 
tion and  shall  promise  that  he  will  make  no 
effort  under  any  circumstances  to  circumvent 
this  decision;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  strongly  urge  the  Joint 
Commission  on  Accreditation  of  Hospitals 
to  make  the  adoption  of  the  above  procedures 
a requirement  for  hospital  accreditation; 
and  be  it  further 

Resolved,  That  the  delegates  from  the 
Medical  Society  of  the  State  of  New  York 
be  instructed  to  introduce  this  resolution  at 
the  annual  meeting  of  the  delegates  of  the 
American  Medical  Association  in  June,  1967. 

Report  of  Reference  Committee  on 
Standards  of  Medical  Care:  The  following 
report  was  presented  by  Bernard  J.  Hartnett, 
M.D.,  chairman. 

Resolutions  67-4  and  67-63  were  considered 
together,  and  your  reference  committee  feels 
that  67-63  embodies  the  intent  of  both  resolu- 
tions. This  resolution  has  been  amended  by 
changing  the  word  “most”  to  “some”  in  the 
first  Whereas;  by  changing  the  word  “adopt” 
in  the  first  Resolved  to  “consider”;  by  adding 
the  words  “as  a model”  after  the  words  “the 
following  procedure,”  and  by  deleting  the  words 
“two-year.” 

In  the  second  Resolved,  change  the  words 
“make  the  adoption  of”  to  “incorporate”; 
delete  the  words  “a  requirement”  following  the 
words  “the  above  procedures,”  and  substitute 
the  words  “as  guidelines  in  their  model  staff 
bylaws,”  so  that  the  Resolved's  now  read  as 
follows: 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  urge  hospitals  and  hospital 
associations  to  consider  the  following  pro- 
cedure as  a model  when  a physician  who  has 
completed  a probationary  period  is  not  recom- 
mended for  reappointment  to  his  hospital 
staff  position  or  it  is  recommended  that  his 
staff  privileges  be  curtailed: 

1.  The  chairman  of  the  executive  com- 
mittee shall  notify  the  involved  physician  in 
writing  of  the  reason  for  his  not  being  re- 
appointed or  of  having  his  staff  privileges 
curtailed  and  enclose  a copy  of  the  rules  herein 
set  forth. 

2.  If  the  involved  physician  wishes  to 
protest  his  being  dropped  from  the  staff  or 
having  his  privileges  curtailed,  he  shall 


so  notify  the  chairman  of  the  executive 
committee  in  writing.  Upon  receipt  of  such 
a letter,  the  executive  committee  shall  ap- 
point a hearing  committee  whose  duties 
shall  be  to  obtain  all  information  from  the  in- 
volved physician  as  well  as  from  those  making 
the  recommendations  for  nonreappointment 
or  curtailment  of  privileges.  The  involved 
physician  shall  be  notified  in  writing  that 
a hearing  committee  has  been  appointed 
and  the  date  set  for  the  hearing.  The  in- 
formation obtained  at  the  hearing  shall  be 
presented  to  the  executive  committee  with 
the  recommendations  of  the  hearing  com- 
mittee. 

3.  If  the  executive  committee,  after  a 
review  of  the  evidence  presented  by  the 
hearing  committee,  believes  that  the  in- 
volved physician  should  not  be  reappointed 
or  that  his  staff  privileges  should  be  curtailed, 
then  they  shall  appoint  a judicial  review 
committee,  but  no  member  of  the  hearing 
committee  may  be  a member  of  this  judicial 
review  committee. 

4.  The  judicial  review  committee  shall 
set  a date  for  a hearing  and  notify  the  involved 
physician.  The  involved  physician  may 
again  present  evidence,  witnesses,  etc.  and 
may,  if  he  wishes,  have  benefit  of  counsel. 

5.  The  judicial  review  committee,  after 
due  consideration,  shall  make  their  recom- 
mendations to  the  executive  committee. 

6.  The  executive  committee,  after  review 
of  the  judicial  review  committee  recom- 
mendations, shall  make  their  recommenda- 
tions to  the  governing  board. 

7.  If  the  recommendations  of  the  execu- 
tive committee  do  not  agree  with  those  of  the 
governing  board,  the  executive  committee 
shall  be  so  informed  and  the  reasons  given 
for  theh  difference  of  opinions. 

8.  In  the  event  that  there  is  a difference 
of  opinion  between  the  governing  board 
and  the  executive  committee,  then  the  presi- 
dent and  chairman  of  the  executive  com- 
mittee of  the  medical  staff  shall  be  invited  to  a 
meeting  of  the  governing  board  or  with  two 
members  of  that  board  and  an  effort  be  made 
to  resolve  these  differences.  (In  the  event  the 
president  and  chairman  are  the  same,  then 
the  executive  committee  shall  appoint  another 
member.) 

9.  In  the  event  these  differences  cannot 
be  resolved,  the  decision  of  the  governing 
board  shall  be  final. 

10.  Every  physician  upon  becoming  a 
member  of  the  staff  of  a hospital  where  the 
above  enumerated  principles  are  followed 
shall  agree  to  abide  by  the  final  recommenda- 
tion and  shall  promise  that  he  will  make  no 
effort  under  any  circumstances  to  circumvent 
this  decision;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  strongly  urge  the  Joint 
Commission  on  Accreditation  of  Hospitals  to 
incorporate  the  above  procedures  as  guidelines 
in  their  model  staff  bylaws  for  hospital  ac- 
creditation; and  be  it  further 
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Resolved,  That  the  delegates  from  the  Medi- 
cal Society  of  the  State  of  New  York  be  in- 
structed to  introduce  this  resolution  at  the 
annual  meeting  of  the  delegates  of  the  Ameri- 
can Medical  Association  in  June,  1967. 

The  House,  after  discussion,  during  which  the 
reference  committee  chairman  accepted  the  with- 
drawal of  number  10,  voted  to  adopt  this  portion  of 
the  reference  committee  report  in  principle  and  to 
refer  it  to  the  Council. 

67-17.  Disapproval  of  Establishment  of  Closed 
Hospitals 

Introduced  by  Nassau  and  Suffolk  County 
Medical  Societies 

Whereas,  The  increasing  involvement  of 
medicine  in  Medicare  and  Medicaid  will 
augment  the  use  of  hospitals  for  diagnostic 
and  other  procedures;  and 

Whereas,  Under  the  guise  of  “economy,” 
government  agencies,  hospitals,  and  other 
groups  may  find  it  feasible  to  offer  a “pack- 
age” type  of  care  by  creating  closed  institu- 
tions staffed  entirely  by  salaried  personnel; 
and 

Whereas,  Such  arrangements  would  create 
in-hospital  and  out-of-hospital  classes  of 
doctors;  and 

Whereas,  Exchange  of  ideas  among  phy- 
sicians, both  salaried  and  voluntary,  has  been 
and  continues  to  be  mutually  educational,  and 
is  in  the  best  interest  of  better  patient  care; 
and 

Whereas,  The  Federal  government,  the 
AMA,  and  educators  in  the  universities  are 
recognizing  the  important  position  of  the 
practicing  physician  in  the  future  of  medicine; 
now  therefore  be  it  hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  express  its  disapproval  of 
the  establishment  of  closed  hospitals  or  clinics 
staffed  entirely  by  salaried  physicians;  and 
be  it  further 

Resolved,  That  the  American  Medical  Asso- 
ciation, all  recognized  specialty  groups  and 
boards,  and  all  members  of  the  New  York  State 
Legislature  be  informed  of  this  action. 

Report  of  Reference  Committee  on 
Standards  of  Medical  Care:  The  following 
report  was  presented  by  Bernard  J.  Hartnett, 
M.D.,  chairman. 

Your  reference  committee  approves  this 
resolution  as  introduced. 

The  House,  after  discussion,  voted  to  adopt  this 
portion  of  the  reference  committee  report. 

67-18.  Disapproval  of  Corporate  Practice  of 
Medicine 

Introduced  by  Nassau  and  Suffolk  County 
Medical  Societies 

Whereas,  The  establishment  of  closed 
hospitals  or  clinics  staffed  solely  by  salaried 
physicians  is  in  essence  the  corporate  practice 
of  medicine;  and 

Whereas,  The  laws  of  the  State  of  New 


York  specifically  prohibit  the  corporate 
practice  of  medicine  by  individuals  or  groups 
who  engage  physicians  for  this  purpose; 
now  therefore  be  it  hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  go  on  record  as  reaffirm- 
ing its  disapproval  of  the  corporate  practice 
of  medicine  and  the  participation  of  phy- 
sicians in  arrangements  which  lead  to  such 
practice. 

Report  of  Reference  Committee  on 
Standards  of  Medical  Care:  The  following 
report  was  presented  by  Bernard  J.  Hartnett, 
M.D.,  chairman. 

Your  reference  committee  is  very  sympathetic 
with  the  intent  of  this  resolution,  but  feels  that 
it  should  be  referred  to  the  Council  for  legal 
clarification. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

67-13.  Use  of  County  Medical  Claims  Review  and 
Utilization  Committees 

Introduced  by  Medical  Society  of  the  County  of 
Monroe 

Whereas,  Public  Law  89-97  requires 
fiscal  intermediaries  for  Part  B of  Title  18 
to  establish  utilization  controls  and  resolve 
problems  of  use  and  costs  of  medical  services; 
and 

Whereas,  Criteria  for  fiscal  intermediaries 
require  an  effective  relationship  with  the 
medical  profession;  and 

Whereas,  Many  county  medical  societies 
in  the  State  of  New  York  have  established 
insurance  claims  review  committees  for  the 
purpose  of  resolving  problems  of  the  nature 
described  above;  now  therefore  be  it  hereby 
Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  urge  fiscal  intermediaries 
for  Part  B of  Title  18,  PL  89-97,  to  use  the 
services  of  county  medical  society  committees 
to  resolve  problems  of  utilization  and  claims 
review  whenever  and  wherever  possible. 

Report  of  Reference  Committee  on 
Standards  of  Medical  Care:  The  following 
report  was  presented  by  Bernard  J.  Hartnett, 
M.D.,  chairman. 

Your  reference  committee  approves  this  reso- 
lution as  it  appears. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

67-45.  Evaluation  of  the  Quality  of  Medical  Care 
by  Government  Agencies 

Introduced  by  Bronx  County  Medical  Society 

Whereas,  The  quality  of  medical  care 
as  rendered  to  patients  is  of  the  greatest 
concern  to  the  medical  profession;  and 

Whereas,  The  maintenance  and  improve- 
ment of  the  quality  of  medical  care  has  al- 
ways been  the  responsibility  of  the  medical 
profession;  and 

Whereas,  The  quality  of  medical  care  is 
constantly  being  supervised  by  the  medical 
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profession  through  regulatory  agencies  and 
committees;  and 

Whereas,  Any  provision  permitting  govern- 
ment agencies  to  supervise  the  quality 
of  medical  care  or  to  set  standards  for  medical 
care  would  infringe  on  the  freedom  of  the 
practice  of  medicine  and  intrude  on  the  con- 
fidential doctor-patient  relationship;  now 
therefore  be  it  hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  is  unalterably  opposed  to 
the  evaluation  of  the  quality  of  medical  care 
by  any  government  agency;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  reaffirm  the  need  for  the 
continuation  of  the  evaluation  of  medical 
care  by  agencies  of  the  medical  profession 
under  existing  criteria. 

Report  of  Reference  Committee  on 
Standards  of  Medical  Care:  The  following 
report  was  presented  by  Bernard  J.  Hartnett, 
M.D.,  chairman. 

Your  reference  committee  approves  this 
resolution  as  introduced. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

67-76.  Costs  of  Laboratory  Services 

Introduced  by  Medical  Society  of  the  County 
of  Kings 

Whereas,  Many  physicians  are  now  utiliz- 
ing the  services  of  contract  laboratories  and 
hospitals  where  automation  of  laboratory 
services  and  newer  technics  provide  patients 
with  high  quality  services  at  substantially  re- 
duced costs;  and 

Whereas,  The  greater  availability  of  such 
laboratory  services  is  helpful  in  the  care  of 
patients;  and 

Whereas,  the  report  of  the  Judicial  Coun- 
cil of  the  House  of  Delegates  adopted  by  the 
American  Medical  Association  in  November, 
1966,  states  in  part  that  “if  reliable  quality 
laboratory  services  are  available  at  lower  cost, 
the  patient  should  have  the  benefit  of  these 
savings”;  now  therefore  be  it  hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  urge  physicians  and  hos- 
pitals to  use  the  most  efficient  methods  of 
providing  laboratory  services;  and  be  it 
further 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  recommend  to  physicians 
and  hospitals  that  when  such  automated 
laboratory  services  are  obtained  at  lower  cost, 
such  cost  should  be  reflected  in  charges  to 
patients  for  these  services. 

Report  of  Reference  Committee  on 
Standards  of  Medical  Care:  The  follow- 
ing report  was  presented  by  Bernard  J.  Hartnett, 
M.D.,  chairman. 

Your  reference  committee  recommends  that 
the  word  “contract”  in  the  first  Whereas 
be  changed  to  read  “automated,”  and  approves 
the  resolution  with  this  change. 


The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

The  House  voted  to  adopt  the  reference  committee 
report  as  a whole  as  amended. 


Medicare  and  Medicaid 

67-1.  Proposed  Changes  in  Title  19 
Income  Eligibility 

Introduced  by  Medical  Society  of  the  County  of 
Monroe 

Whereas,  The  report  of  the  House  of  Rep- 
resentatives Committee  on  Ways  and  Means 
dated  October  11,  1966,  to  accompany  H.R. 
18225  states  that  Title  19  of  Public  Law  89-97 
was  not  written  to  supplant  health  insurance 
presently  carried  or  presently  provided  under 
collective  bargaining  agreements  for  in- 
dividuals and  families  in  or  close  to  an  average 
income  range;  and 

Whereas,  The  House  Committee’s  report 
also  concerned  itself  that  some  state  plans 
may  reduce  the  incentives  for  persons  sixty- 
five  or  over  to  participate  in  supplementary 
medical  insurance  programs  of  Title  18  of  the 
Social  Security  Act;  the  report  also  stating 
that  this  committee  never  intended  that  Fed- 
eral matching  under  Title  19  would  be  made 
in  the  case  of  a considerable  portion  of  an 
adult  working  population  of  moderate  in- 
come; and 

Whereas,  This  report  further  states  thus 
as  a first  step  in  this  direction  the  committee’s 
bill  would  exclude  from  Federal  matching  the 
medical  assistance  payments  on  behalf  of 
these  adult  relatives  whose  income  exceeds 
the  limits  set  by  the  states  for  money  pay- 
ments under  the  aid  to  the  families  with  de- 
pendent children  program;  and  further  re- 
ports that  it  cautions  the  states  to  avoid  un- 
realistic levels  of  income  and  resources  for 
Title  19  eligibility  purposes;  now  therefore 
be  it  hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  support  the  reduction  of 
income  eligibility  under  Title  19  to  conform 
to  the  standards  as  stated  in  the  October  11, 
1966,  report  of  the  House  Ways  and  Means 
Committee;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  actively  support  the  pol- 
icy that  a compulsory  type  of  parallel  health 
insurance  coverage  be  required  by  the  State 
of  New  York,  insuring  against  the  costs  of 
hospital  and  physicians’  services  in  order  to 
fill  any  gaps  for  the  citizens  of  the  State  of 
New  York  in  insuring  against  health  and 
medical  costs;  and  be  it  further 

Resolved,  That  these  actions  become  the 
official  policy  of  the  Medical  Society  of  the 
State  of  New  York  and  that  the  Society  seek 
appropriate  legislation  in  the  Legislature  of 
the  State  of  New  York  to  implement  these 
policies. 

The  following  explanatory  memorandum  was 
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distributed  with  this  resolution  for  the  informa- 
tion of  the  House. 

Wilbur  D.  Mills,  from  the  Committee  on  Ways  and 
Means,  submitted  the  following 
REPORT 

(To  accompany  H.Il.  18225) 

The  Committee  on  Ways  and  Means,  to  whom  was 
referred  the  bill  (H.R.  18225)  to  amend  title  19  of 
the  Social  Security  Act,  having  considered  the  same, 
report  favorably  thereon  without  amendment  and 
recommend  that  the  bill  do  pass. 

A.  Background  and  Purpose  of  the  Bill.  The 
Congress  included  in  the  Social  Security  Amend- 
ments of  1965  provision  for  grants  to  the  States  for 
a medical  assistance  program — title  19  of  the  Social 
Security  Act.  This  Federal-State  program,  designed 
to  assist  low-income  persons  unable  to  pay  the  cost 
of  medical  care,  was  built  upon  the  principles  of  the 
1960  medical  assistance  for  the  aged  program  by  ex- 
tending them  to  include  needy  children  and  other 
persons  encompassed  within  the  public  assistance 
categories  for  the  blind  and  disabled.  States  avail- 
ing themselves  of  it  were  provided  a more  systematic 
basis  for  medical  payments  on  behalf  of  recipients  of 
public  assistance  and  other  medically  needy  persons. 

States  have  taken  advantage  of  the  new  title 
rapidly.  Some  24  states  and  Puerto  Rico  already 
have  programs  in  operation,  and  a number  of  addi- 
tional ones  are  expected  to  be  in  operation  before 
January  1,  1967.  While  most  of  the  state  plans  raise 
no  question  at  this  time,  a few  go  well  beyond  what 
your  committee  believes  to  have  been  the  intent  of 
the  Congress. 

The  Committee  on  Ways  and  Means  expected  that 
state  plans  submitted  under  title  19  would  afford 
better  medical  care  and  services  to  persons  unable  to 
pay  for  adequate  care.  It  neither  expected  nor  in- 
tended that  such  care  would  supplant  health  insur- 
ance presently  carried  or  presently  provided  under 
collective  bargaining  agreements  for  individuals  and 
families  in  or  close  to  an  average  income  range. 
Your  committee  is  also  concerned  that  the  operation 
of  some  state  plans  may  greatly  reduce  the  incentives 
for  persons  aged  65  or  over  to  participate  in  the 
supplementary  medical  insurance  program  of  title 
18  of  the  Social  Security  Act,  which  was  also  estab- 
lished by  the  Social  Security  Amendments  of  1965. 
The  provisions  of  the  bill  are  directed  toward  elimi- 
nating, insofar  as  Federal  sharing  is  concerned,  these 
clearly  unintended  and,  in  your  committee’s  judg- 
ment, undesirable  actual  and  potential  effects  of  the 
legislation. 

Your  committee  never  intended  that  Federal 
matching  under  title  19  would  be  made  in  the  case  of 
a considerable  portion  of  the  adult  working  popula- 
tion of  moderate  income.  The  qualification  of  this 
group  of  people  through  the  application  of  cash 
assistance  criteria  of  the  aid  to  families  with  depend- 
ent children  program — concepts  of  “physical  and 
mental  incapacity,”  “absence  from  the  home,”  and 
“unemployment” — are  neither  meaningful  nor  work- 
able. Thus,  as  a first  step  in  this  direction,  your 
committee’s  bill  would  exclude  from  Federal  match- 
ing the  medical  assistance  payments  on  behalf  of 
these  adult  relatives  whose  income  exceeds  the  limits 
set  by  the  states  for  money  payments  under  the  aid 
to  families  with  dependent  children  program.  Federal 
participation  would  continue  to  be  available,  at  the 
option  of  the  state,  as  to  the  aged,  the  blind,  the  dis- 
abled, and  the  children  in  the  medically  needy  group. 
This  amendment,  coupled  with  other  provisions  in 
the  bill,  will  result  in  a reduction  of  Federal  expendi- 
tures of  about  $80  million  a year  for  fiscal  year 
1967-68.  The  long-range  savings,  however,  will  be 
of  greater  significance.  The  Chief  Actuary  of  the 


Social  Security  Administration,  in  a memorandum 
printed  in  full  subsequently  in  part  C of  this  report, 
writes : 

It  should  be  noted  that,  although  the  estimated 
reductions  in  Federal  cost  under  the  proposals  to 
modify  title  19  are  relatively  small,  nevertheless, 
these  proposals  will  well  serve  as  a brake  on  undue 
expansion  of  the  program  in  the  future.  It  seems 
quite  likely  that  under  “mature”  conditions,  with 
full  utilization  of  the  provisions  by  those  eligible  to 
do  so,  and  with  expansion  of  the  provisions  of  many 
of  the  state  plans  (and,  similarly,  with  extension  of 
the  concept  of  medical  protection  as  a right  for  those 
meeting  the  eligibility  conditions,  with  free  choice  of 
doctors  and  medical  facilities  and  with  no  difficulties 
placed  in  the  way  of  using  these  services)  so  that  they 
become  much  more  like  the  New  York  plan,  the 
Federal  cost  of  title  19  as  it  now  exists  would  be  as 
much  as  $3  billion  per  year  (or  even  more).  The 
corresponding  estimated  figure  for  title  19  as  it  would 
be  modified  by  the  committee  bill  is  $l'/2  to  $2  bil- 
lion per  year. 

The  Committee  on  Ways  and  Means  at  this  time, 
has  been  unable  to  develop  a formula  applying  specific 
fiscal  limitations  as  to  Federal  participation  in  title 
19  which  would  be  both  effective  and  equitable.  It 
has  given  consideration  to  a number  of  proposed 
methods  of  limiting  future  Federal  financial  liability 
with  respect  to  over-all  limitation  of  state  plans  and 
of  eligibility  limitations  on  the  income  of  individuals 
and  families  for  whom  payments  might  be  made  with 
Federal  financial  participation,  particularly  those 
with  attachments  to  the  labor  force  that  generally 
afford  access  to  health  insurance  protection.  Your 
committee  wishes  to  make  its  intention  clear,  how- 
ever, that  such  a formula  may  be  developed  and  it 
therefore  now  cautions  the  states  to  avoid  unrealistic 
levels  of  income  and  resources  for  title  19  eligibility 
purposes.  Your  committee  will  continue  to  study 
appropriate  means  of  achieving  these  goals  and  ex- 
pects its  staff  and  experts  in  the  Department  of 
Health,  Education,  and  Welfare  to  continue  to  work 
on  the  development  of  appropriate,  objective,  and 
equitable  formulas  to  accomplish  the  desired  results. 

Your  committee  expects  that  the  Department  will 
also  obtain  from  the  states  current  information  as  to 
expenditures,  income  levels,  numbers  of  recipients  by 
type,  and  types  of  services  provided,  and  will  provide 
such  data  to  your  committee  promptly  and  periodi- 
cally so  that  a close  and  constant  oversight  of  the  de- 
velopment of  the  program  can  be  maintained  and  so 
that  corrective  measures  can  be  taken  promptly 
when  they  are  indicated. 

Your  committee  has  been  concerned  that  some 
states  have  not  "bought-in”  for  their  aged  public 
assistance  recipients  under  part  B of  medicare — 
supplementary  medical  insurance — because  such  an 
action  would  require  the  provision  of  similar  benefits 
for  their  public  assistance  recipients  of  all  ages. 
This  situation  has  been  remedied  in  your  committee’s 
bill.  Also,  your  committee  has  concluded  that  the 
“buy-in”  should  not  be  limited  to  aged  persons  on 
cash  assistance,  but  also  it  should  be  extended  to  the 
medically  indigent  aged.  Moreover,  the  bill  provides 
that  medical  expenses  which  could  be  met  under  the 
supplementary  medical  insurance  program,  if  the 
individuals  were  enrolled,  would  not  be  subject  to 
Federal  participation  under  title  19  for  either  cash 
assistance  recipients  or  the  medically  needy. 

Your  committee  has  added  an  option  to  the  “main- 
tenance of  effort”  provision  to  make  it  clear  that  a 
state  need  not  expand  its  medical  assistance  program, 
where  such  an  expansion  is  not  in  the  state's  best 
interest,  merely  to  prevent  the  loss  of  some  Federal 
matching. 

And,  finally,  your  committee  has  eliminated  the 
anomalous  situation  whereby  some  states  cannot 
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avail  themselves  as  to  the  special  75  per  cent  Federal 
matching  provision  for  state  health  department  medi- 
cal personnel  assisting  in  the  administration  of  title 
19  because  these  individuals  are  not  in  the  “single 
state  agency”  designed  under  the  plan. 

Statement  to  Joint  Legislative  Committee  on  the 
Problems  of  Public  Health  and  Medicare , by  Marion  B. 
Folsom,  former  Secretary  of  Health,  Education,  and 
Welfare;  former  chairman  of  the  Governor’s  Com- 
mittee on  Hospital  Costs 

I appreciate  the  opportunity  to  appear  before  your 
committee  to  present  my  views  on  health  insurance 
and  the  other  items  on  your  agenda.  During  the 
past  forty  years,  I have  devoted  much  of  my  time  in 
participating  in  the  development  of  programs — 
private  and  governmental — to  protect  workers  and 
their  dependents  against  the  economic  hazards  of  life: 
ill  health,  dependent  old  age,  accidents,  premature 
death,  and  unemployment.  During  this  period  there 
has  been  great  progress  in  providing  this  protection 
through  development  of  the  governmental  Social 
Security  program  and  the  rapid  growth  of  private 
plans. 

In  the  health  field  the  decision  was  made  in  1934 
not  to  include  health  insurance  in  the  Social  Security 
system.  As  the  result  of  the  substantial  growth  in 
Blue  Cross,  Blue  Shield,  and  other  insurance  plans 
since  that  time,  there  has  been  in  recent  years  little 
pressure  for  governmental  health  insurance  for  the 
working  population.  With  the  increasing  age  of  the 
population,  however,  with  approximately  10  per 
cent  of  the  population  over  sixty-five  and  with  many 
older  people  without  protection  against  increasing 
medical  costs,  it  was  natural  that  agitation  would  de- 
velop for  governmental  action  which  resulted  in  the 
Medicare  legislation  last  year. 

It  is  estimated  that  about  70  per  cent  of  the 
population  is  covered  by  some  type  of  hospital  and 
surgical  insurance  and  25  per  cent  under  the  rapidly 
growing  major  medical  plans.  In  spite  of  this  very 
satisfactory  growth,  there  still  remain  gaps  in  insur- 
ing against  health  and  medical  costs.  While  almost 
all  large  companies  and  many  smaller  companies 
cover  their  employes  for  hospital-surgical  insurance 
in  increasing  number  for  major  medical,  many  com- 
panies do  not  and  much  of  the  coverage  is  inadequate. 
With  the  rising  premium  rates,  it  is  doubtful  whether 
the  proportion  of  population  covered  by  these  private 
plans  can  be  greatly  increased  under  present  methods. 

Unfortunately,  the  group  that  needs  the  protection 
most  is  the  group  with  the  least  coverage.  A study 
made  by  the  Department  of  Health,  Education,  and 
Welfare  in  1963  showed  that  87  per  cent  of  families 
with  incomes  above  $7,000  had  some  kind  of  health 
insurance;  52  per  cent  of  families  with  incomes  be- 
tween $2,000  and  $4,000  had  some;  but  only  one 
third  of  the  families  below  $2,000  had  any  insurance. 
The  report  also  shows  that  the  insurance  carried  by 
the  poorer  people  covered  only  a small  part  of  medical 
care. 

In  upstate  New  York,  Blue  Cross  and  Blue  Shield 
benefits  and  the  total  coverage  under  all  private  plans 
compare  favorably  with  those  throughout  the  coun- 
try. In  most  of  the  upstate  plans,  the  employer  pays 
for  part  and  in  some  cases  all  of  the  premiums  of  Blue 
Cross,  Blue  Shield,  and  major  medical  plans.  The 
situation  in  New  York  City,  however,  is  quite  dif- 
ferent. Only  one  third  of  the  groups  enrolled  in 
January  1963  had  employer  contributions  to  help 
defray  the  cost,  and  the  rest  of  the  subscribers  had  to 
provide  for  the  protection  entirely  on  their  own. 

One  result  of  this  low  participation  by  employers 
in  meeting  the  cost  of  insurance  is  that  the  benefits 
structure  of  the  most  prevalent  plan  in  New  York 
City  is  considerably  below  the  benefits  provided  by 
plans  in  upstate  New  York  and  many  other  areas. 


In  fact,  it  is  one  of  the  lowest  in  the  country.  This 
plan  is  a 21-day  contract,  which  provides  the  patient 
with  fully  paid  hospital  care,  but  for  a maximum  of 
only  three  weeks.  Beyond  that  point  the  benefits 
provide  only  one  half  of  the  hospital  charges.  In 
contrast,  some  of  the  upstate  plans  provide  for  a 
maximum  of  120  days  with  full  coverage  and  for  addi- 
tional coverage  in  extended-care  facilities  and  or- 
ganized home  care.  If  the  benefits  in  this  New  York 
City  plan  were  increased  to  the  level  of  other  plans, 
the  premiums,  of  course,  would  have  to  be  increased 
and  many  subscribers  would  be  forced  to  drop  their 
coverage. 

The  Blue  Shield  plan  in  New  York  City  is  also  well 
below  the  standards  of  plans  in  upstate  and  other 
communities.  For  instance,  the  most  prevalent 
plan  provides  for  sendee  benefits  only  to  those  below 
$4,000  annual  income,  while  the  Rochester  plan  pro- 
vides full  service  cost  up  to  $8,600  income  and  most 
other  plans  up  to  $6,000.  Ninety-eight  per  cent  of 
the  fees  in  the  Rochester  area  are  paid  in  full, 
whereas  a much  smaller  per  cent  in  New  York  City 
are  paid  in  full. 

As  the  result  of  these  low  benefit  provisions  of  Blue 
Cross  and  Blue  Shield — and  probably  of  the  indem- 
nity plans  of  insurance  companies — many  people  in 
the  lower  incomes  are  forced  to  depend  on  relief  be- 
cause of  inability  to  pay  for  the  increasing  cost  of 
hospitalization  and  medical  care. 

The  Governor’s  Committee  on  Hospital  Costs  con- 
sidered this  situation  very  carefully.  It  concluded 
that  in  view  of  the  value  to  the  individual  of  prepaid 
health  insurance,  the  value  to  the  State  of  broader 
and  more  adequate  coverage  of  private  health  insur- 
ance plans,  with  the  resulting  reduction  in  relief  cost, 
that  ways  should  be  found  to  extend  the  protection 
of  these  plans  to  those  now  unprotected.  It  also 
concluded  that  ways  must  be  found  to  develop  ade- 
quate and  appropriate  benefits  for  those  who  are 
covered,  and  to  strengthen  the  financing  and  over-all 
functioning  of  these  plans. 

After  a thorough  study  was  made  by  its  competent 
staff  and  others  expert  in  the  field,  the  committee 
concluded:  “The  single  most  important  step  to  as- 
sure the  people  of  ability  to  obtain  and  to  pay  for 
needed  hospital  care  with  a maximum  of  efficiency 
would  be  the  enactment  of  a State  hospital  insurance 
law.” 

As  the  committee  pointed  out  in  its  report,  there 
are  many  precedents  for  the  State  requiring  insurance 
of  employes  and  others  in  the  public  interest.  Since 
1910,  employes  have  been  required  to  be  insured  for 
medical  care  and  also  loss  of  wages  caused  by  work 
injuries  under  the  Workmen’s  Compensation  Law. 
Since  1935,  the  State  has  required  employes  to  be 
covered  against  loss  of  employment.  In  1949,  the 
State  took  a most  important  step  toward  protecting 
workers  against  health  costs  by  requiring  employes 
to  be  insured  against  the  loss  of  income  during  tem- 
porary disability.  And,  recently,  it  has  required 
licensed  motorists  to  be  insured. 

As  the  committee  stated:  “There  is  no  greater 

reason  to  require  insurance  against  any  of  these 
contingencies  than  to  insist  that  patients  be  insured.” 

This  is  not  a new  proposal.  As  far  back  as  1945, 
a bill  to  this  effect  was  introduced  by  Irving  Ives — - 
who  was  then  the  majority  leader  of  the  Assembly 
and  who  later  participated  in  the  enactment  of  the 
Compulsory  Temporary  Disability  Law. 

The  State  Legislative  Commission  on  Medical  Care 
in  1950  concluded  that  a prepaid  insurance  program 
was  the  best  way  to  make  medical  care  available  to 
all  classes  of  people  in  the  State.  No  action  was 
taken  because  of  heavy  expenditures  required. 

To  quote  from  the  recent  Governor’s  Committee 
report:  “In  the  nearly  twenty  ensuing  years,  much 
of  the  cost  contemplated  by  the  Commission  has  al- 
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ready  been  assumed;  the  additional  experience  it 
deemed  necessary  is  now  at  hand,  and  legislation  is 
now  needed  not  primarily  to  impose  but  in  most 
instances  to  round  out  and  regularize  existing  pro- 
tection . . . 

“Among  the  further  developments  that  now  con- 
front the  people  of  this  State  is  the  spread  of  hospital 
insurance  to  most  people.  The  people  who  remain 
uninsured  are  unlikely  to  be  reached  by  the  means 
now  employed  to  extend  coverage.  Also,  the  pre- 
payment plans  have  shown  a declining  ability  to 
establish  the  minimum  standards  of  the  level  and 
scope  of  benefits  that  are  now  increasingly  necessary. 

"The  majority  of  the  large  companies  in  the  State 
and  many  of  the  smaller  ones  as  well  already  provide 
extensive  health  insurance  to  their  employes.  The 
proposed  hospital  insurance  law  might  require  some 
adjustments  in  the  benefit  plans  provided  by  such 
firms  but  it  would  not  be  expected  to  increase  their 
costs  materially. 

“The  committee  believes  that  the  time  has  come 
to  enact  a hospital  insurance  law  in  New  York  State. 
The  committee  urges  that  New  York  State  lead  in 
developing  this  kind  of  legislation.” 

Specifically,  the  committee  suggested  that  the  fol- 
lowing six  principles  be  observed  in  drafting  the 
legislation : 

(1)  All  employes,  including  self-employed,  and 
their  dependents  should  be  covered; 

(2)  It  should  provide  for  the  basic  standard  of  hos- 
pitalization and  related  services  (similar  to  the 
typical  Blue  Cross  plan)  including  ambulatory,  or- 
ganized home  care,  and  long-term  care; 

(3)  The  employers  and  employes  should  each  be 
required  to  contribute  half  the  cost  of  the  protection ; 

(4)  The  benefits  could  be  provided  by  Blue  Cross, 
the  insurance  companies,  or  an  approved  plan  of  self- 
insurance  ; 

(5)  A provision  should  be  made  for  continuation 
of  protection  during  unemployment; 

(6)  General  responsibility  for  administration  of 
the  program  should  be  vested  in  the  State  Health 
Department. 

One  of  the  defects  of  several  of  the  Blue  Cross 
plans  in  the  State  and  which  is  an  important  factor 
in  increasing  the  cost  of  hospitalization  is  that  bene- 
fits are  provided  in  the  hospital  for  diagnostic  and 
other  services  but  not  for  ambulatory  and  outpatient 
services,  nor  for  services  under  organized  home-care 
units  and  long-term  care  facilities. 

Under  the  proposed  law,  plans  would  have  to  pro- 
vide for  this  care,  which  would  result  in  an  appre- 
ciable number  of  patients  being  adequately  taken 
care  of  with  much  lower  cost.  For  instance,  in 
Rochester  the  Blue  Cross  provides  for  services  under 
organized  home  care.  The  average  daily  cost  in  this 
service  is  one  fourth  that  of  the  acute  general  hos- 
pital; it  is  estimated  that  half  of  the  patients  in  this 
program  would  have  occupied  beds  in  an  acute 
general  hospital. 

The  Governor’s  Committee  had  in  mind  that  the 
legislation  would  take  the  form  of  an  amendment  to 
the  Temporary  Disability  Law,  with  the  provisions 
for  administration  being  quite  similar.  The  mini- 
mum standards  as  to  number  of  days  in  a hospital, 
in  long-term  care,  and  organized  home  care  would  be 
established  in  line  with  the  current  provisions  of 
plans  now  providing  adequate  protection,  with  the 
understanding  that  some  plans  would  probably  want 
to  have  benefits  above  the  minimum  standards. 

While  few  plans  would  meet  the  minimum  stand- 
ards as  to  outpatient,  long-term  care,  and  organized 
home-care  benefits,  the  additional  cost  would  not  be  a 
veiy  large  item.  In  the  long  run  the  savings  to  a 
plan  through  substituting  these  less  expensive  serv- 
ices for  the  expensive  acute  hospital  stays  would  re- 
sult in  lower  cost. 


Practically  all  the  larger  companies  and  those 
doing  interstate  business  already  have  voluntary 
plans  providing  liberal  benefits  and  they  would  be 
very  little  affected  by  the  legislation.  Thus,  this 
would  be  no  basis  for  a contention  that  this  proposal 
would  adversely  affect  New  York  State  business  in 
competition  with  those  outside  the  State.  Many 
smaller  concerns  would  be  affected  and  it  would  be 
expected  that  these  additional  costs  would  be  re- 
flected in  the  prices  of  their  products  or  services, 
but  in  the  long  run  these  initial  costs  would  be 
largely  offset  through  lower  burdens  on  the  general 
tax  system. 

The  situation  in  regard  to  hospitalization  is  quite 
similar  to  that  which  existed  in  connection  with 
the  payment  of  temporary  disability  benefits  prior  to 
the  legislation  in  1949.  As  one  of  those  who  partic- 
ipated in  the  development  of  this  legislation,  I recall 
that  about  65  per  cent  of  employes  in  this  State  were 
covered  under  private  plans,  but  about  35  per  cent 
had  no  protection.  Objection  was  raised  at  the  time 
to  putting  this  additional  burden  on  these  com- 
panies, but  once  the  law  was  in  operation,  the  neces- 
sary adjustments  were  evidently  easily  made  be- 
cause little  opposition  to  the  law  developed.  It  is  my 
opinion  that  we  would  have  similar  results  from  the 
enactment  of  the  proposed  hospitalization  law. 

In  regard  to  costs,  fairly  accurate  estimates  can  be 
made  by  the  actuaries  of  the  insurance  agencies  once 
standard  benefits  have  been  agreed  on.  The  actuaries 
of  the  Health,  Education,  and  Welfare  Department 
could  also  be  helpful  in  estimating  costs. 

I have  not  attempted  to  estimate  the  cost,  but  I 
do  have  the  cost  for  the  Eastman  Kodak  Company, 
which  now  pays  the  total  cost  of  premiums  under  the 
Rochester  Blue  Cross  plan,  which  is  a liberal  plan, 
providing  for  120  days  of  full  hospital  benefits,  plus 
stay  in  extended-care  facilities,  and  for  200  visits 
during  a year  in  the  organized  home-care  program. 
The  cost  of  this  program  to  the  Kodak  Company  in 
1965  was  1.17  per  cent  of  total  payroll.  Based  on 
these  costs,  I would  think  that  minimum  standards 
could  be  established  at  a cost  close  to  1 per  cent  of 
payroll.  This  would  mean  that  the  employer  and 
employe  would  each  have  to  pay  not  much  over  '/s 
of  1 per  cent  of  pay. 

In  establishing  the  rates  of  contribution,  considera- 
tion could  be  given  to  establishing  a lower  percentage 
contribution  rate  for  employes  below  a specified 
annual  income,  say  84,000.  This  would  be  in  line 
with  the  Federal  Old  Age  Insurance  plan,  under 
which  benefits  to  the  lower  income  participants  are 
higher  in  relation  to  their  contributions  than  those  in 
the  middle  and  upper  income  groups. 

The  advantages  to  be  gained  from  the  program 
recommended  by  the  Governor’s  Committee  would 
be  that  practically  all  employed  persons  and  their 
dependents  would  be  protected  against  the  cost  of 
hospitalization,  with  the  resulting  substantial  reduc- 
tion in  the  number  of  people  in  the  low  income 
groups  who  now  must  depend  on  welfare  to  provide 
payments  for  hospitalization.  Not  only  would  there 
be  a savings  to  the  local  and  State  governments  in 
relief  costs,  but  it  would  relieve  the  individual  of  the 
embarrassment  of  going  to  welfare  offices. 

This  legislation  would  obviously  reduce  the  de- 
mands on  the  Medicaid  plan,  regardless  of  the  eligi- 
bility level  which  is  ultimately  established  for  this 
plan. 

The  great  advantage  to  the  plan  is  that  it  would 
substantially  increase  the  coverage  under  existing 
private  health  insurance  plans.  It  would  also  pre- 
vent a reduction  in  the  coverage  under  these  plans 
which  might  well  occur  under  the  Medicaid  plan, 
providing  free  medical  services  to  many  middle- 
income  families  already  covered  under  private  plans. 

As  New  York  State  set  the  lead  in  1949  in  the 
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enactment  of  the  Compulsory  Temporary  Disability 
plan,  another  great  contribution  could  be  made 
toward  the  goal  of  providing  protection  to  all  people 
against  the  high  cost  of  hospitalization  if  New  York 
State  would  now  enact  legislation  of  the  type  sug- 
gested. We  would  thus  be  following  the  policy 
which  has  been  in  effect  since  1935  of  expanding  these 
private  insurance  programs  by  the  voluntary  agencies 
and  it  would  not  be  necessary  to  resort  to  a large- 
scale  governmental  plan.  The  function  of  the  State 
government  would  simply  be  to  see  that  employer 
plans  met  the  standards  established  under  the  legis- 
lation. 

In  a number  of  conversations  which  I had  in 
London  last  month,  with  the  top  officials  of  the 
British  Health  Service,  the  medical  profession,  execu- 
tives of  private  insurance  agencies,  and  hospital 
administrators,  several  expressed  the  view  that  we 
are  fortunate  in  this  country  in  having  such  a large 
coverage  under  these  private  health  programs  and 
that  we  now  had  a real  opportunity  to  fill  the  exist- 
ing gaps  through  this  mechanism,  rather  than  to 
develop  an  expanded  governmental  plan. 

There  is  now  a great  need  for  increased  government 
expenditures  in  the  health  field,  such  as  financial 
assistance  in  the  construction  of  hospitals  and  nurs- 
ing homes,  the  replacement  of  obsolete  hospitals,  the 
training  of  physicians,  nurses,  and  other  health  per- 
sonnel. The  savings  to  the  State  resulting  from  the 
increased  protection  offered  by  private  plans  and 
from  a more  realistic  eligibility  level  under  Medicaid, 
could  be  used  for  these  purposes  to  the  improvement 
of  the  health  of  the  people  in  the  State. 

An  equally  good  case  can  be  made  for  amending 
the  Temporary  Disability  law  also  to  cover  the 
surgical  and  other  medical  costs  covered  by  the 
typical  Blue  Shield  plan.  The  percentage  of  those 
not  covered  for  these  costs  by  Blue  Shield  and  other 
private  plans  probably  reaches  35  per  cent  of  the 
population  of  the  State.  Here,  again,  the  protection 
under  the  New  York  City  plan  is  quite  a little  below 
that  of  the  upstate  plans. 

This  lower  protection  for  medical  costs  above  hos- 
pitalization, results  in  relatively  more  people  going 
on  relief  in  New  York  City. 

The  experience  of  Eastman  Kodak  Company  in 
providing  for  the  full  cost  under  the  Rochester  Blue 
Shield  plan  is  slightly  less  than  one-half  of  1 per  cent 
of  the  payroll. 

In  spite  of  the  strong  arguments  for  providing 
compulsory  coverage  for  medical  costs,  it  would 
probably  be  feasible  to  confine  legislation  at  first  to 
compulsory  hospitalization  insurance,  with  the  idea 
that  when  this  system  is  working  smoothly  the  addi- 
tional protection  can  be  provided  later.  The  same 
policy  could  also  be  adopted  in  regard  to  major 
medical.  This  coverage  is  now  well  below  that  of 
hospitalization  and  surgical  plans,  but  the  coverage 
is  increasing  quite  rapidly.  In  the  course  of  a few 
years,  voluntary  plan  coverage  might  be  as  high  as 
in  the  case  of  Blue  Cross  and  Blue  Shield  and  the 
compulsory  plan  could  be  adopted  more  easily. 

As  the  topics  which  the  committee  is  considering 
at  these  hearings  include  other  items  which  were  dis- 
cussed by  the  Governor’s  Committee,  I would  like 
to  briefly  summarize  certain  recommendations  made 
by  the  committee  requiring  legislation,  on  which  no 
action  has  yet  been  taken.  We  were  gratified  that 
action  was  taken  by  the  Legislature,  soon  after  our 
preliminary  report  was  issued,  providing  for  the 
transfer  of  the  supervision  of  hospitals  to  the  Health 
Department,  strengthening  the  authority  of  the 
Regional  and  State  Planning  Councils,  increasing 
public  representation  on  Blue  Cross  boards,  and  the 
establishment  of  uniform  accounting  procedures  and 
adequate  reporting  by  the  hospitals. 

Among  the  recommendations  on  which  no  action 


has  been  taken  by  the  Legislature  are  the  following: 

—that  grants  be  made  from  the  State  revenue  to 
support  nursing  schools  in  voluntary  hospitals  rather 
than  to  have  these  costs  borne  by  the  patients; 

- — that  the  State  establish  a program  of  grants  to 
voluntary  nonprofit  organizations  for  the  moderniza- 
tion and  construction  of  general  hospitals  and  long- 
term care  facilities; 

— that  grants  be  made  to  assist  in  the  establishment 
of  specific  demonstrations  for  hospitals  to  start  week- 
round  operations  and  the  greater  use  of  hospitals 
during  the  summer  months. 

I would  suggest  that  your  committee  recommend 
consideration  of  each  of  these  measures  by  the  appro- 
priate legislative  committee. 

In  considering  the  problem  of  moderating  the  cost 
of  hospital  care,  the  Governor’s  Committee  described 
a number  of  specific  measures  which  could  be  adopted 
by  individual  hospitals  to  reduce  costs  which  would 
offset  at  least  in  part  the  inevitable  rise  in  per  diem 
costs  due  to  increased  salaries  and  more  complicated 
procedures.  Among  the  measures  we  suggested  were: 
elimination  of  unnecessary  duplication  within  a 
community  of  expensive  equipment  and  services, 
which  would  also  improve  the  quality  of  care;  and 
the  transfer  of  many  patients  from  the  most  expen- 
sive acute  beds  to  facilities  more  appropriate  to  their 
needs,  with  reduction  in  cost,  including  ambulatory, 
outpatient  service,  self-care  units,  extended-care 
units  for  convalescence  and  rehabilitation,  long-term 
care  facilities,  and  organized  home  care.  (A  recent 
survey  by  a medical  society  committee  in  Rochester 
showed  that  20  per  cent  of  the  patients  in  the  general 
hospitals  should  have  been  in  extended  or  long-term 
care  facilities — the  situation  will  probably  worsen 
under  Medicare  next  year.)  Other  measures  sug- 
gested for  moderating  costs  were : effective  utilization 
committees;  pre-admission  testing;  greater  use  of 
drug  formularies;  improved  manpower  utilization, 
training,  and  development;  cooperative  efforts  by 
community  hospitals  in  joint  purchasing,  consoli- 
dated laundry,  consolidated  or  coordinated  labora- 
tories, central  data  processing. 

The  committee  felt  that  much  more  progress  could 
be  made  in  the  adoption  of  these  measures  if  the 
Health  Department,  the  State  Hospital  Review  and 
Planning  Council  would  take  the  initiative  in  stimu- 
lating action  and  assisting  the  hospitals  and  particu- 
larly if  the  Regional  Hospital  Councils  were  strength- 
ened and  if,  in  addition,  strong  local  planning  coun- 
cils were  established  in  all  the  metropolitan  areas. 

Unfortunately,  not  much  has  yet  been  done.  Most 
of  the  regional  councils  have  inadequate  funds  and 
staffs  to  carry  out  these  functions.  Federal  funds 
are  available  for  the  community  councils  but  the 
State  should  increase  its  appropriation. 

The  planning  council  in  the  New  York  City  area 
has  been  doing  a very  good  job,  with  strong  leader- 
ship and  adequate  funds. 

The  Rochester  Regional  Hospital  Council  (cover- 
ing 11  counties)  and  the  Monroe  County  Health 
Council  (formerly  the  Patient  Care  Planning  Coun- 
cil) have  been  very  active  for  several  years  in  en- 
couraging and  assisting  the  hospitals  in  taking  action 
on  many  of  these  measures.  The  activities  of  these 
two  councils  have  been  important  factors  in  holding 
down  the  cost  of  medical  care  to  the  community. 

Due  to  the  work  of  the  councils,  the  active  co- 
operation and  efforts  of  the  medical  profession,  the 
hospitals,  other  health  groups,  and  community 
leaders  in  Rochester  and  due  also  to  the  effects  of 
joint  hospital  capital  fund  drives,  the  cost  of  Blue 
Cross  and  Blue  Shield  premiums  in  Rochester  are 
substantially  below  those  of  other  cities.  For  in- 
stance, the  family  group  Blue  Cross  and  Blue  Shield 
premiums  in  Buffalo,  Syracuse,  and  Albany — with 
about  the  same  benefit  structures — are  on  the  aver- 
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age  30  per  cent  above  the  premiums  in  Rochester. 
Until  recently  there  has  been  very  little  community 
planning  in  these  other  cities.  This  represents  a 
substantial  savings  to  the  people  in  Rochester.  We 
also  find  that  inpatient  hospital  days  per  thousand 
members  of  Blue  Cross  in  these  three  cities  are  about 
30  per  cent  above  Rochester. 

I would  suggest  that  your  committee  recommend 
the  strengthening  of  the  regional  councils  and  the 
establishment  of  strong  local  councils  in  the  principal 
metropolitan  areas,  and  that  the  Health  Department 
assume  a more  active  leadership  in  increasing  the  ef- 
forts of  these  councils  and  the  individual  hospitals  to 
adopt  measures  to  improve  quality  of  care  and  to 
moderate  costs. 

Report  of  Reference  Committee  on 
Medicare  and  Medicaid:  The  following  re- 
port was  presented  by  Albert  B.  Accettola,  M.D., 
chairman. 

Your  reference  committee  noted  with  great 
interest  the  intent  of  this  resolution  and  was 
impressed  with  the  logic  expressed  in  the  ac- 
companying memoranda  (Folsom  statement). 

In  regard  to  compulsory  health  insurance,  we 
believe  it  is  premature  and  unwise  to  give  a 
“blank  check”  endorsement  without  knowing 
specific  details  or  seeing  a finalized  plan. 

However,  you  may  recall  that  this  House  of 
Delegates  recommended  a hospitalization  pro- 
gram based  on  tax  incentives,  utilizing  the 
“Blues”  and  commercial  carriers,  about  six 
years  ago,  which  fell  on  deaf  ears. 

This  Society  has  always  made,  and  we  trust 
will  continue  to  make,  our  appropriate  com- 
mittees available  to  our  legislators  in  offering 
guidance  on  health  legislation  that  is  construc- 
tive and  beneficial  to  the  citizens  of  the  State 
of  New  York. 

We  therefore  recommend  the  following  sub- 
stitute resolution: 

Whereas,  The  report  of  the  House  of 
Representatives  Committee  on  Ways  and 
Means,  dated  October  11,  1966,  to  accom- 
pany H.R.  18225  states  that  Title  19  of 
Federal  Public  Law  89-97  was  intended  to 
afford  better  medical  care  and  service  to 
persons  unable  to  pay  for  adequate  medical 
care;  and 

Whereas,  The  Committee  on  Ways  and 
Means  never  expected  nor  intended  that  such 
care  would  supplant  health  insurance  pres- 
ently carried,  or  presently  provided,  under 
collective  bargaming  agreements  for  indi- 
viduals and  families  in  or  close  to  an  average 
income  range;  and 

Whereas,  The  Committee  on  Ways  and 
Means  never  intended  Federal  matching 
under  Title  19  would  be  made  in  the  case  of  a 
considerable  portion  of  the  adult  working 
population  of  moderate  income;  now  there- 
fore be  it  hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  support  the  reduction  of 
income  eligibility  under  Title  19  to  conform  to 
the  standards  as  stated  in  the  October  11, 
1966,  report  of  the  House  Committee  on  Ways 
and  Means;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  offer  the  services  of  its 


appropriate  committees  to  the  Governor  and 
members  of  the  New  York  State  Legislature  in 
formulating  constructive  and  appropriate 
health  insurance  legislation  to  serve  the  best 
interests  of  the  people  of  the  State  of  New 
York. 

The  House,  after  discussion,  voted  to  further 
amend  the  resolution  by  the  addition  of  the  follow- 
ing: 

That  the  same  resolution  be  transmitted  to 
Representative  Wilbur  D.  Mills,  of  the  House 
Ways  and  Means  Committee,  Secretary  John 
W.  Gardner  of  the  Department  of  Health, 
Education,  and  Welfare,  and  our  local  rep- 
resentatives in  Washington. 

At  this  point  the  House  voted  to  remove  from  the 
table  the  report  of  the  Reference  Committee  on 
Medical  Services  on  resolution  67-36,  ( see  page 
1540)  which  had  been  tabled. 

The  House,  after  discussion,  voted  to  adopt  these 
portions  of  the  reports  of  the  Reference  Com- 
mittees on  Medical  Services  and  on  Medicare  and 
Medicaid,  as  amended. 

67-6.  Right  of  Practitioner  to  Contract  with  Patient 

Introduced  by  Warren  County  Medical  Society 

Whereas,  The  Constitution  of  the  United 
States  prohibits  any  state  from  passing  any 
law  “impairing  the  obligation  of  contracts” 
(Article  I,  Section  10:1);  and 

Whereas,  It  has  been  the  traditional  policy 
of  the  American  Medical  Association  to  op- 
pose any  “exploitation  of  the  services  of  the 
physician”  since  this  is  “harmful  alike  to  the 
profession  of  medicine  and  the  welfare  of  the 
people”  (Section  6,  Principles  of  Medical 
Ethics  1958)  a policy  which  has  been  re- 
affirmed by  the  American  Medical  Associa- 
tion in  recent  requests  for  the  same  options 
in  Medicaid  as  currently  exist  in  Medicare; 
and 

Whereas,  The  Medical  Society  of  the 
State  of  New  York  is  committed  to  seeking  a 
program  of  direct  billing  with  usual,  custom- 
ary, and  prevailing  fees  as  outlined  in  the 
principles  adopted  at  the  special  meeting  of 
the  House  of  Delegates  on  May  26,  1966;  and 
Whereas,  The  Bureau  of  the  Budget  has 
arbitrarily  imposed  a unilateral  fee  schedule; 
now  therefore  be  it  hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  go  on  record  as  supporting 
the  right  of  the  private  practitioner  to  contract 
directly  with  his  patient,  and  that  any  third 
party  involved  not  be  permitted  to  interfere 
with  such  a contract. 

Report  of  Reference  Committee  on 
Medicare  and  Medicaid:  The  following  re- 
port was  presented  by  Albert  B.  Accettola,  M.D., 
chairman. 

While  your  reference  committee  is  in  sym- 
pathy with  the  intent  of  this  resolution,  vendor 
payments  are  dictated  by  Federal  legislation 
through  amendments  to  the  Social  Security  Act 
of  1936  and  Title  19  amendments  to  this  Act. 


June  1,  1967  / New  York  State  Journal  of  Medicine  1565 


At  the  AMA  House  of  Delegates  in  November, 
1966,  a resolution  was  passed,  carrying  out  the 
intent  of  this  resolution  to  provide  Federal 
legislation  amendments  to  permit  direct  pay- 
ment. 

Therefore,  your  reference  committee  recom- 
mends no  action. 

The  House,  after  discussion,  voted  to  amend  the 
reference  committee  report  by  substituting  “ Ap- 
proval of  resolution  67—6 ” for  “no  action ,”  and 
voted  to  adopt  this  portion  of  the  reference  com- 
mittee report  as  amended. 

67-10.  Legislation  to  Establish  Income  Levels 
for  Medicaid 

Introduced  by  Medical  Society  of  the  County 
of  Erie 

Whereas,  The  Medical  Assistance  for 
Needy  Persons  law  of  New  York  State  gives 
the  State  Board  of  Social  Welfare  the  power 
to  determine  who  is  medically  needy;  and 
Whereas,  The  State  Board  of  Social  Wel- 
fare has  by  regulation  determined  that  per- 
sons and  families  with  net  incomes  greatly  in 
excess  of  the  level  of  welfare  maintenance  are 
needy  and  eligible  for  health  care  at  public 
expense;  now  therefore  be  it  hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  initiate  and  support  legis- 
lation in  the  State  Legislature  amending  the 
Medical  Assistance  for  Needy  Persons  law  to 
provide  that  no  person  or  family  shall  be 
eligible  for  health  care  benefits  if  such  person 
or  family  has  a net  income  in  excess  of  50 
per  cent  above  the  level  of  welfare  mainte- 
nance of  a comparable  person  or  family. 

Report  of  Reference  Committee  on 
Medicare  and  Medicaid:  The  following  re- 
port was  presented  by  Albert  B.  Accettola,  M.D., 
chairman. 

Your  reference  committee  realizes  that  this 
is  a controversial  subject  at  this  time.  How- 
ever, we  feel  there  is  merit  in  this  resolution  for 
establishing  a ceiling  for  medically  indigent 
people  in  future  legislation  and  we  recommend 
approval  of  this  resolution. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

67-14.  Legislation  to  Eliminate  Prior  Authorization 
for  Hospitalization  Under  Medicaid 

Introduced  by  Nassau  and  Suffolk  County 
Medical  Societies 

Whereas,  The  regulations  of  the  Depart- 
ment of  Social  Welfare  supposedly  eliminate 
prior  authorization;  and 

Whereas,  The  July  1,  1966,  elimination  of 
prior  authorization  by  administrative  fiat 
deals  only  with  certain  specific  areas  of  ser- 
vice with  the  exception  of  elective  hospital 
admissions;  and 

Whereas,  A majority  of  hospital  admis- 
sions are  not  on  an  emergency  basis  and  there- 
fore require  prior  authorization;  and 

Whereas,  Prior  authorization  for  hospital 


admission  dictates  and  limits  the  judicious 
exercise  of  the  physician’s  clinical  judgment  as 
to  the  indication  and  justification  for  hospital 
admission;  and 

Whereas,  Such  limitation  of  clinical  judg- 
ment may  seriously  impair  the  quality  and 
limit  the  quantity  of  medical  care  a physician 
may  deem  to  be  in  the  best  interest  of  his 
patient;  now  therefore  be  it  hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  adopt  the  policy  that  no 
prior  authorization  be  required  for  hospitaliza- 
tion which  is  deemed  to  be  necessary  by  the 
treating  physician;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  initiate  and  support  legis- 
lation in  the  Legislature  of  the  State  of  New 
York  amending  the  Medicaid  law  to  elimi- 
nate the  requirement  of  prior  authorization. 

Report  of  Reference  Committee  on 
Medicare  and  Medicaid:  The  following  report 
was  presented  by  Albert  B.  Accettola,  M.D., 
chairman. 

Your  reference  committee  recommends  ap- 
proval of  this  resolution. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

67-21.  Recommendation  for  Higher  Conversion 
Factors  in  State  Fee  Schedule 

Introduced  by  Medical  Society  of  the  County  of 
Kings 

Whereas,  It  has  always  been  the  desire 
and  the  purpose  of  the  medical  profession  to 
render  the  highest  quality  of  medical  care  to 
all  people;  and 

Whereas,  This  principle  has  always  been 
maintained  in  providing  medical  service  for 
the  indigent  on  a gratis  basis;  and 

Whereas,  The  maximum  reimbursable 
fee  schedule  approved  by  the  Director  of  the 
Budget  of  the  State  of  New  York  as  of  July, 
1966,  is  below  the  current  level  of  fees  cus- 
tomarily and  usually  charged  by  physicians 
in  the  State  of  New  York;  and 

Whereas,  The  State  Board  of  Social  Wel- 
fare has  accorded  eligibility  for  Medicaid  to 
persons  with  incomes  far  above  the  commonly 
accepted  levels  of  indigency;  and 

Whereas,  The  conversion  factors  adopted 
by  the  Director  of  the  Budget  and  applied 
to  the  Relative  Value  Scale  of  the  Medical 
Society  of  the  State  of  New  York  provide 
inadequate  fees  for  medical  services  to  pa- 
tients in  the  income  level  above  indigency; 
now  therefore  be  it  hereby 

Resolved,  That  this  House  of  Delegates 
strongly  recommend  that  the  conversion  fac- 
tors published  in  the  Medical  Fee  Schedule  of 
the  State  of  New  York  be  raised  to  levels  which 
will  provide  customary  and  usual  fees  for 
medical  services  for  patients  entitled  to  Medi- 
caid. 

Report  of  Reference  Committee  on 
Medicare  and  Medicaid:  The  following  re- 


1566  New  York  State  Journal  of  Medicine  / June  1, 1967 


port  was  presented  by  Albert  B.  Accettola, 
M.D.,  chairman. 

Your  reference  committee  amended  the 
Resolved  clause  to  read  as  follows: 

Resolved,  That  this  House  of  Delegates 
strongly  recommend  that  the  Relative  Value 
Scale  of  the  Medical  Society  of  the  State  of  New 
York,  with  appropriate  conversion  factors,  be 
used  as  a guide  to  provide  usual  and  customary 
fees  for  medical  services  for  patients  entitled  to 
Medicaid  benefits. 

The  House,  after  discussion,  voted  to  amend  the 
report  of  the  reference  committee  by  changing  the 
title  of  67-21  to  “Usual,  Customary,  Prevailing, 
and  Reasonable  Fees";  by  deleting  the  fifth 
Whereas;  and  by  changing  the  Resolved  to  read 
as  follows: 

Resolved,  That  this  House  of  Delegates 
strongly  recommend  that  only  usual  and  cus- 
tomary fees  be  used  as  a basis  for  payment 
for  medical  services  for  patients  entitled  to 
Medicaid  benefits. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report  as  amended. 

67-22.  Rescinding  Requirement  for  Written 
Certification  for  Consultation 

Introduced  by  Medical  Society  of  the  County  of 
Oneida 

Whereas,  The  Medical  Fee  Schedule  adop- 
ted by  the  Director  of  the  Budget  of  the  State 
of  New  York  requires  that  the  attending 
physician  certify  in  writing  that  he  requested 
each  consultation  on  Medicaid  patients;  and 
Whereas,  Providing  such  written  certi- 
fication is  time-consuming  and  bothersome 
both  for  the  attending  physician  and  the  con- 
sultant; and 

Whereas,  This  requirement  implies  doubt 
of  the  veracity  of  the  consultant  when  he 
certifies  on  appropriate  forms  that  he  did  ren- 
der such  consultation  at  the  request  of  the  at- 
tending physician;  now  therefore  be  it  hereby 
Resolved,  That  an  appropriate  committee 
of  the  Medical  Society  of  the  State  of  New 
York  meet  with  officials  of  the  New  York 
State  Department  of  Health  with  the  object 
of  rescinding,  in  all  State-supported  programs, 
the  requirement  that  the  attending  physician 
certify  in  writing  that  he  requested  a consul- 
tation, before  payment  is  made  to  the  con- 
sultant. 

Report  of  Reference  Committee  on 
Medicare  and  Medicaid:  The  following  re- 
port was  presented  by  Albert  B.  Accettola, 
M.D.,  chairman. 

Your  reference  committee  recommends  ap- 
proval of  this  resolution. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

67-33.  Direct  Billing  Under  Title  19 

Introduced  by  Suffolk  and  Nassau  County 
Medical  Societies 

Whereas,  The  defects  and  inequities  of  the 


Medicaid  law  as  implemented  by  New  York 
State  are  slowly  being  resolved  by  negotiation; 
and 

Whereas,  The  recommendations  made  by 
the  House  of  Delegates  at  its  special  meeting 
of  May  26,  1966,  are  now  recognized  by  the 
New  York  State  Departments  of  Health  and 
Welfare  as  both  reasonable  and  sound;  and 
Whereas,  The  intent  of  Title  19  is  to  re- 
move the  stigma  of  charity  and  welfare  from 
the  recipients  of  medical  care  under  this  law; 
and 

Whereas,  Title  18  successfully  accom- 
modates to  a provision  of  direct  billing  for  cus- 
tomary and  usual  fees  and  Title  19  presently 
uses  a fixed  fee  schedule;  and 

Whereas,  40  per  cent  of  our  population 
are  eligible  for  Title  19  benefits;  and 

Whereas,  Coverage  of  a large  segment  of 
our  population  by  a fixed  fee  schedule  has  the 
potential  of  destroying  the  independent  prac- 
tice of  medicine;  now  therefore  be  it  hereby 
Resolved,  That  this  House  of  Delegates  peti- 
tion the  representatives  of  New  York  State 
in  Congress  to  introduce  an  amendment  to  the 
Social  Security  Act  of  1936  and  to  Title  19 
of  PL  89-97  to  permit  state  legislatures  to 
allow  direct  billing  of  usual  and  customary 
fees  under  Title  19  of  PL  89-97. 

Report  of  Reference  Committee  on  Medi- 
care and  Medicaid:  The  following  report  was 
presented  by  Albert  B.  Accettola,  M.D., 
chairman. 

Your  inference  committee  recommends  ap- 
proval of  this  resolution. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

67-42.  Rights  of  Patients  Under  Medicare 
and  Medicaid 

Introduced  by  Bronx  County  Medical  Society 

Whereas,  The  proposed  modification  of 
the  third  principle  “Payment  for  Services 
Involving  Residents  and  Interns,”  as  em- 
bodied in  Part  B of  Title  18  and  in  Title  19 
of  PL  89-97  states  as  follows:  “In  the  case 
of  major  surgical  procedures,  as  defined  by  the 
Joint  Commission  on  Accreditation  of  Hos- 
pitals, and  other  complex  and  dangerous  pro- 
cedures or  situations,  such  personal  and  identi- 
fiable direction  must  include  supervision  in 
person  by  the  attending  physician”;  and 

Whereas,  This  principle  is  designed  to 
safeguard  that  high  caliber  of  care  which  the 
medical  profession  is  committed  to  provide; 
and 

Whereas,  Modification  of  this  principle 
has  been  proposed  which  would  provide  that 
patients  for  whom  payment  will  be  made 
under  Title  18  and  Title  19  would,  in  many 
institutions,  be  placed  under  the  complete 
charge  and  responsibility  of  interns  and  resi- 
dents in  training,  which  modification  further 
connotes  lack  of  personal  supervision  by  the 
attending  physician;  and 

Whereas,  Such  a modification  would  give 
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approval  to  a procedure  wherein  a physician 
would  receive  compensation  for  services  which 
he  did  not  personally  provide  to  the  patient; 
and 

Whereas,  Receipt  of  such  compensation 
would  be  both  unethical  and  dishonest; 
now  therefore  be  it  hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  hereby  record  itself  in 
support  of  the  principle  that  subscribers  to 
Part  B of  Title  18  and  beneficiaries  under 
Title  19  of  PL  89-97,  by  virtue  of  payment 
of  premium  or  eligibility  have  the  same  rights 
to  personal  medical  care  as  those  enjoyed  by 
any  other  private  patient;  and  be  it  further 
Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  hereby  record  itself  in  sup- 
port of  the  principle  that  the  professional  re- 
sponsibility of  a physician  for  service  rendered 
by  an  intern  or  resident  implies  his  personal 
supervision  and  direction,  in  order  for  the  ser- 
vice to  be  considered  identifiable  and  com- 
pensable; and  be  it  further 

Resolved,  That  a copy  of  this  resolution  be 
forwarded  to  the  Secretary  of  Health,  Edu- 
cation, and  Welfare,  to  the  Health  Insurance 
Benefits  Advisory  Council  (HIBAC),  and  to 
the  New  York  State  Departments  of  Health 
and  Social  Welfare  for  their  action. 

Report  of  Reference  Committee  on 
Medicare  and  Medicaid:  The  following  re- 
port was  presented  by  Albert  B.  Accettola, 
M.D.,  chairman. 

Your  reference  committee  recommends  a 
change  in  the  wording  of  the  second  Resolved 
as  follows: 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  hereby  record  itself  in 
support  of  the  principle  that  the  professional 
responsibility  of  a physician  for  service  ren- 
dered by  an  intern  or  resident  requires  the 
certifying  physician’s  personal  attendance, 
supervision,  and  direction,  in  order  for  the 
service  to  be  considered  identifiable  and  com- 
pensable. 

Your  reference  committee  recommends  ap- 
proval of  this  resolution  as  amended. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

67-43.  Free  Choice  of  Physician  and  Medical 
Facility 

Introduced  by  Bronx  County  Medical  Society 

Whereas,  The  free  choice  of  physician 
and  medical  facility  is  an  important  element 
in  the  program  of  Medical  Assistance  for 
Needy  Persons;  and 

Whereas,  The  State  Commissioner  of 
Health  has  certified  to  the  Department  of 
Social  Welfare  a standard  of  medical  care  in 
the  form  of  a proposed  rule  or  regulation 
to  establish  the  principle  of  free  choice  by  the 
patient  of  physician  and  medical  facility;  and 
Whereas,  The  State  Board  has  deemed  it 
to  be  in  the  best  interest  of  recipients  of 


medical  assistance  to  assure  them  free  choice 
of  physician  and  medical  facility;  and 

Whereas,  The  State  Board  of  Social  Wel- 
fare has  therefore  adopted  an  amendment 
to  its  regulations  entitled  85.10  Free  choice  by 
recipients  guaranteed:  “Medical  care  and 

health  services  furnished  pursuant  to  Title 
11  of  the  Social  Welfare  Law  shall  be  pro- 
vided in  accordance  with  regulations  of  the 
Department  and  provisions  of  contracts  en- 
tered into  between  the  Department  and  the 
Department  of  Health  pursuant  to  Section 
365-a  of  the  Social  Welfare  Law,  which  regu- 
lations and  contracts  shall  include  the  right 
of  each  individual  entitled  thereto  to  obtain 
such  medical  care  and  health  services  from 
any  institution,  agency,  or  person  qualified 
to  participate  under  Medical  Assistance,  if 
such  institution,  agency,  or  person  undertakes 
to  provide  him  such  medical  care  and  health 
services”;  now  therefore  be  it  hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  is  unalterably  opposed  to 
the  approval  by  the  Commissioner  of  Health 
of  the  State  of  New  York  of  any  local  plan 
for  the  implementation  of  Title  19  which  con- 
trols in  any  way  the  guarantee  of  free  choice 
of  physician  and  medical  facility  embodied  in 
the  amendment  to  its  regulations  adopted  by 
the  New  York  State  Board  of  Social  Welfare; 
and  be  it  further 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  is  unalterably  opposed  to 
the  “locking  in”  of  any  recipient  to  any  vol- 
untary choice  he  makes  for  any  period  of 
time. 

Report  of  Reference  Committee  on 
Medicare  and  Medicaid:  The  following  report 
was  presented  by  Albert  B.  Accettola,  M.D., 
chairman. 

Your  reference  committee  believes  that  in  the 
first  Resolved  a period  should  come  after  the  word 
“facility,”  and  the  rest  of  the  sentence  should  be 
deleted.  The  first  Resolved  would  then  read  as 
follows: 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  is  unalterably  opposed  to 
the  approval  by  the  Commissioner  of  Health 
of  the  State  of  New  York  of  any  local  plan 
for  the  implementation  of  Title  19  which  im- 
pairs in  any  way  the  guarantee  of  free  choice 
of  physician  and  medical  facility. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

67-46.  Principles  for  Maintaining  High  Quality  of 
Medical  Care  Under  Government-Supported 
Medical  Programs 

Introduced  by  Bronx  County  Medical  Society 

Whereas,  Because  of  the  increase  in  medi- 
cal services  promised  by  government  and  of 
the  ever-increasing  number  of  Federal  and 
State  laws  relating  to  the  control  and  financ- 
ing of  such  services;  and 

Whereas,  Because  the  government  itself 
cannot  provide  medical  service  without  phy- 


1568  New  York  State  Journal  of  Medicine  / June  1,  1967 


sician  cooperation;  and 

Whereas,  Because  of  the  possible  changes 
of  ethical  and  moral  professional  standards 
brought  about  by  recent  legislation,  it  becomes 
necessary  for  us,  as  physicians,  to  restate  those 
ethical,  legal,  and  moral  principles  that  should 
serve  as  a guide  during  negotiations  with 
Federal,  State,  and  local  government  agen- 
cies; and 

Whereas,  Physicians  can  no  longer  ac- 
cept the  responsibility  for  the  maintenance 
of  a high  quality  of  medical  care  as  they  have 
heretofore,  if  these  principles  are  not  ob- 
served; now  therefore  be  it  hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  reaffirm  the  following 
principles: 

1.  The  primary  purpose  of  the  physician 
is  to  provide  appropriate  medical  care  based 
on  scientific  knowledge  to  any  and  all  citizens 
who  desire  it,  within  limits  imposed  by  law. 

2.  Physicians’  services  must  be  available 
under  conditions  which  permit  full  and  in- 
telligent exercise  of  professional  judgment. 

3.  Physicians  must  be  free  to  accept  for 
treatment  those  patients  they  feel  they  can 
benefit. 

4.  Physicians  must  be  free  to  select  such 
therapy  as  in  their  judgment  will  be  most 
beneficial  to  the  patient. 

5.  The  confidentiality  of  physicians’  medi- 
cal records  must  be  maintained. 

6.  Physicians  should  have  a key  role  in 
the  maintenance  of  the  highest  quality  of 
medical  care. 

7.  When  government  assumes  the  re- 
sponsibility of  providing  medical  care  for  a 
large  group  of  citizens,  it  must  be  prepared  to 
reimburse  the  providers  of  such  care  ade- 
quately. 

Report  of  Reference  Committee  on 
Medicare  and  Medicaid:  The  following  re- 
port was  presented  by  Albert  B.  Accettola, 
M.D.,  chairman. 

Your  reference  committee  agrees  with  the 
principles  of  this  resolution  and  recommends  its 
approval. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

67-47.  Use  of  Fiscal  Intermediaries  in 
Medicaid  Programs 

Introduced  by  Bronx  County  Medical  Society 

Whereas,  Title  11  (New  York  State’s 
Medical  Assistance  Program)  will  be  obtain- 
ing a major  portion  of  its  funds  from  Federal 
sources;  and 

Whereas,  The  Federal  government,  in 
programs  it  administers  directly,  such  as 
Medicare,  has  incorporated  the  use  of  fiscal 
intermediaries  both  for  Part  A and  Part  B; 
and 

Whereas,  This  was  done  to  obtain  greater 
support  for  the  programs  from  hospitals  and 
physicians;  and 

Whereas,  Such  support  by  the  hospitals 


and  physicians  in  this  State  would  help  im- 
prove the  functioning  of  this  program  and  lead 
to  its  greater  success;  and 

Whereas,  Legislation  exists  to  permit 
State  and  local  welfare  districts  to  make  use  of 
fiscal  intermediaries  in  the  Medicaid  pro- 
gram; now  therefore  be  it  hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  urge  the  Governor  and  the 
State  Department  of  Social  Welfare  to  endorse 
and  encourage  the  use  of  fiscal  intermediaries 
by  local  welfare  districts,  and  that  all  the 
health  and  welfare  districts  be  urged  to  uti- 
lize fiscal  intermediaries  in  the  operation  of 
their  local  Medicaid  programs. 

Report  of  Reference  Committee  on 
Medicare  and  Medicaid:  The  following  re- 
port was  presented  by  Albert  B.  Accettola, 
M.D.,  chairman. 

Your  reference  committee  recommends  a 
change  in  the  Resolved  portion  of  this  resolution 
for  clarification,  as  follows: 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  urge  the  Governor  and 
State  agencies  to  endorse  and  encourage  the 
use  of  fiscal  intermediaries  by  local  health 
and  welfare  districts  in  the  operation  of 
their  local  Medicaid  programs,  consistent 
with  the  recommendations  of  the  Advisory 
Committee  to  New  York  State  Interdepart- 
mental Committee  on  Health  Economics  of 
the  Medical  Society  of  the  State  of  New  York. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

67-49.  Uusal,  Customary,  and  Prevailing 
Fees  Under  Medicaid 

Introduced  by  Bronx  County  Medical  Society 

Whereas,  Federal  government  regulations 
describing  the  requirements  for  a Medicaid 
program  indicate  that  the  fees  paid  must  be 
acceptable  to  a significant  portion  of  the 
physician  population;  and 

Whereas,  The  regulations  state  further 
that  the  payment  of  usual  and  customary  fees 
may  be  one  of  the  methods  of  reimbursement 
for  physicians’  services;  and 

Whereas,  Many  states  (California,  Dela- 
ware, Michigan,  Vermont,  and  Wisconsin) 
have  already  implemented  Medicaid  pro- 
grams which  provide  payment  of  usual  and 
customary  fees;  and 

Whereas,  The  success  of  the  Medicaid 
program  may  be  jeopardized  if  physicians  do 
not  accept  vendor  payments  as  payment-in- 
full  under  this  program;  now  therefore  be  it 
hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  make  every  effort  to 
bring  about  payment  for  physicians’  services 
in  the  Medicaid  program  on  the  basis  of 
“usual,  customary,  and  prevailing”  fees  to 
insure  the  participation  of  a sufficient  num- 
ber of  physicians  in  the  program  to  meet  the 
requirements  of  the  Department  of  Health, 
Education,  and  Welfare. 
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Report  of  Reference  Committee  on 
Medicare  and  Medicaid:  The  following  re- 

port was  presented  by  Albert  B.  Accettola, 
M.D.,  chairman. 

Your  reference  committee  recommends  ap- 
proval of  this  resolution. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

67-50.  Direct  Reimbursement  to  Patients 
Under  Title  19 

Introduced  by  Bronx  County  Medical  Society 

Whereas,  Public  Law  89-97  makes  no 
specific  provision  for  reimbursing  eligible 
recipients  of  aid  under  Title  19  who  have  paid 
or  wish  to  pay  for  their  own  medical  services; 
and 

Whereas,  The  absence  of  this  provision  ef- 
fectively prevents  Title  19  recipients  from 
obtaining  medical  care  in  the  same  fashion 
as  other  members  of  the  community;  and 

Whereas,  This  omission  deprives  Title  19 
recipients  who  are  covered  under  Part  B of 
Title  18  of  the  option  of  direct  payment  af- 
forded to  other  Title  18  beneficiaries;  now 
therefore  be  it  hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  strongly  support  amend- 
ment of  Title  19  of  Public  Law  89-97  to  permit 
direct  reimbursement  to  patients  who  have 
made  payments  to  physicians  for  medical  ser- 
vices for  those  cases  in  which  physicians  have 
not  accepted  assignments. 

Report  of  Reference  Committee  on 
Medicare  and  Medicaid:  The  following  re- 
port was  presented  by  Albert  B.  Accettola, 
M.D.,  chairman. 

Your  reference  committee  is  in  sympathy 
with  the  intent  of  this  resolution  and  recom- 
mends its  approval. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

67-52.  Rescinding  Requirement  for  Certification 
for  Diagnostic  Procedures 

Introduced  by  Medical  Society  of  the  County 
of  Montgomery 

Whereas,  A physician’s  verbal  or  written 
request  for  outpatient  diagnostic  tests,  in- 
cluding x-rays  and  electrocardiograms,  has 
always  and  customarily  been  honored  and 
considered  proof  of  need  for  such  services; 
and 

Whereas,  “Medical  necessity”  for  such 
services  can  only  depend  on  the  judgment  of 
the  individual  physician  who  is  responsible 
for  treating  the  patient;  and 

Whereas,  The  requirement  for  additional 
statements  of  “medical  necessity”  is  not  only 
superfluous  but  also  an  attack  on  the  phy- 
sician’s integrity  and  on  that  of  the  medi- 
cal profession  as  a whole;  now  therefore  be  it 
hereby 

Resolved,  That  the  Medical  Society  of  the 


State  of  New  York  support  any  member 
physician  who  decides  not  to  sign  special 
forms  for  certification  of  the  need  for  the  use 
of  outpatient  diagnostic  tests,  including  x-rays 
and  electrocardiograms;  and  be  it  further 
Resolved,  That  an  appropriate  committee 
of  the  Medical  Society  of  the  State  of  New 
York  meet  with  officials  of  the  New  York 
State  Department  of  Health  with  the  object 
of  rescinding  this  requirement  and  constitut- 
ing the  oral  or  written  request  by  a phy- 
sician for  the  use  of  these  diagnostic  proced- 
ures as  the  supportive  evidence  required  under 
the  provisions  of  Public  Law  89-97. 

Report  of  Reference  Committee  on  Medi- 
care and  Medicaid:  The  following  report  was 
presented  by  Albert  B.  Accettola,  M.D.,  chair- 
man. 

Your  reference  committee  realizes  that  the 
physicians  in  New  York  State  are  now  being 
excessively  burdened  with  paper  work.  How- 
ever, in  fairness  to  the  fiscal  intermediaries, 
accountability  is  essential.  Therefore,  we  rec- 
ommend disapproval  of  this  resolution. 

The  House,  after  discussion,  voted  not  to  adopt 
the  recommendation  of  the  reference  committee 
and  amended  the  resolved  portions  of  resolution 
67—52  to  read  as  follows: 

Resolved,  That  this  House  of  Delegates  af- 
firm that  a physician’s  request  or  requisition 
for  outpatient  diagnostic  services  constitute 
certification  for  such  services  required  under 
Public  Law  89-97,  and  no  additional  certi- 
fication of  medical  necessity  be  required. 

The  House  voted  to  adopt  this  resolution  as 
amended. 

67-57.  Recommendations  for  Improved  Financial 
and  Administrative  Policies  in  Medicare  and 
Medicaid  Programs 

Introduced  by  Medical  Society  of  the  County  of 
Montgomery 

Whereas,  The  Medical  Society  of  the 
County  of  Montgomery  has  held  that  medical 
assistance  under  the  Medicaid  program  should 
be  governed  by  sound  financial  and  adminis- 
trative policies;  now  therefore  be  it  hereby 
Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  initiate  and  support  legis- 
lation in  the  New  York  State  Legislature  to 
require  the  use  of  fiscal  intermediaries  in  the 
Medicaid  program  in  the  same  manner  as  they 
are  employed  in  the  Federal  Medicare  pro- 
gram; and  be  it  further 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  through  its  officers  and 
appropriate  committees  make  every  effort  to 
bring  about  the  adoption  of  the  “usual 
and  customary”  concept  as  the  basis  for  the 
payment  of  physicians’  fees  for  services 
rendered  under  the  Medicaid  program  as  is 
the  current  practice  under  the  Federal  Med- 
icare program;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  strongly  urge  the  New 
York  State  Departments  of  Health  and  Social 
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Welfare  to  develop  a less  cumbersome  and 
time-consuming  method  of  billing  than  the 
one  now  required  for  those  receiving  assistance 
under  both  the  Federal  Medicare  and  the 
State  Medicaid  programs. 

Report  of  Reference  Committee  on 
Medicare  and  Medicaid:  The  following  report 
was  presented  by  Albert  B.  Accettola,  M.D., 
chairman. 

Your  reference  committee  is  sympathetic 
with  this  resolution  and  recommends  its  ap- 
proval. 

The  House  adopted  this  portion  of  the  reference 
committee  report. 

67-60.  Repeal  of  New  York  State  Legislation 
Implementing  Title  19  of  Federal  Public  Law  89-97 

Introduced  by  Medical  Society  of  the  County  of 
Genesee 

Whereas,  The  implementation  of  Title  19 
of  Federal  Public  Law  89-97,  as  passed  and 
amended  by  the  New  York  State  Legislature 
and  signed  into  law  by  the  Governor,  goes 
far  beyond  the  intent  of  the  Federal  legislation 
in  providing  medical  assistance  to  needy  per- 
sons; and 

Whereas,  Provisions  of  the  New  York 
State  legislation  implementing  Title  19  are 
such  that  it  invokes  all  the  evils  of  socialized 
medicine;  and 

Whereas,  This  law  has  caused  abuse  of 
medical  facilities  and  has  placed  excessive 
demands  on  physicians’  services;  and 

Whereas,  Income  eligibilities  as  they  are 
now  defined  will  potentially  cover  approxi- 
mately eight  million  citizens  of  this  State, 
the  great  majority  of  whom  are  not  medically 
indigent;  and 

Whereas,  This  State  legislation  as  pres- 
ently written  will  make  welfare  patients  out 
of  citizens  capable  of  providing  for  their  own 
medical  care;  and 

Whereas,  The  cost  of  such  legislation  will 
create  additional  and  unnecessary  tax  bur- 
dens on  the  citizens  of  this  State;  now  there- 
fore be  it  hereby 

Resolved,  That  this  House  of  Delegates 
instruct  the  Council  of  the  Medical  Society 
of  the  State  of  New  York  to  inform  the  Gov- 
ernor and  every  member  of  the  New  York 
State  Legislature  that  it  has  withdrawn  its 
support  of  New  York  State  legislation  imple- 
menting Title  19  of  F ederal  Public  Law  89-97 
and  now  goes  on  record  as  favoring  its  out- 
right repeal  so  that  new  legislation  can  be  in- 
troduced which  has  a more  realistic  approach 
to  the  care  of  the  medically  indigent. 

Report  of  Reference  Committee  on 
Medicare  and  Medicaid:  The  following  re- 
port was  presented  by  Albert  B.  Accettola, 
M.D.,  chairman. 

Your  reference  committee  feels  that  resolu- 
tion 67-60  is  embodied  in  the  Supplementary 
Report  of  the  Advisory  Committee  to  New  York 
State  Interdepartmental  Committee  on  Health 


Economics.  Therefore,  your  committee  rec- 
ommends that  no  action  be  taken  on  resolution 
67-60. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

Advisory  Committee  to  New  York  State 
Interdepartmental  Committee  on 
Health  Economics  (Annual) 

To  the  House  of  Delegates,  Gentlemen: 

The  Advisory  Committee  to  the  New  York 
State  Interdepartmental  Committee  on  Health 
Economics  is  composed  of  the  following: 

George  Himler,  M.D.,  Chairman.  New  York 
William  L.  Wheeler,  Jr.,  M.D.,  Cochairman 


New  York 

John  H.  Carter,  M.D Albany 

George  Rehmi  Denton,  M.D Albany 

John  T.  Donovan,  Jr.,  M.D Niagara 

Carl  F.  Freese,  M.D Nassau 

David  S.  Gerbard,  M.D Ulster 

George  McCauley,  M.D Tompkins 

Stewart  C.  Wagoner,  M.D Schenectady 


The  activities  of  the  committee  during  the 
early  part  of  1966  were  detailed  in  the  “white 
paper”  which  was  mailed  to  the  entire  member- 
ship in  May,  1966.  This  report  therefore  covers 
the  period  between  May  26, 1966,  the  date  of  the 
special  meeting  of  the  House  of  Delegates,  and 
November  12,  1966,  the  date  of  this  report. 

Following  the  special  meeting  of  the  House  of 
Delegates,  the  committee  addressed  a letter  to 
Mr.  Donald  Axelrod,  assistant  director  of  the 
Budget  and  chairman  of  the  Interdepartmental 
Task  Force.  The  letter  informed  him  of  the 
actions  of  the  House  of  Delegates,  particularly 
the  rejection  of  the  proposed  fee  schedule  devel- 
oped from  the  Relative  Value  Scale. 

Meeting  of  June  24.  On  June  24, 1966,  the 
committee  met  with  the  Task  F orce  again  to  ex- 
plore areas  of  possible  agreement  and  the  direc- 
tion of  future  action.  It  was  explained  that  the 
mandate  of  the  House  prohibited  the  Advisory 
Committee  from  agreeing  to  any  fee  schedule 
that  was  not  based  on  the  usual,  customary,  and 
prevailing  levels  in  the  communities.  It  was 
also  emphasized  that  whatever  agreements 
might  be  reached  in  the  future  were  to  be  strictly 
contingent  on  the  enforcement  of  free  choice  of 
physician  and  institution  for  Medicaid  patients 
throughout  the  State. 

Mr.  Axelrod  stated  that  the  Task  Force  con- 
sidered a fixed  fee  schedule  necessary  at  that 
time.  He  informed  the  committee  that  the 
Task  Force  report  would  recommend  that  the 
Director  of  the  Budget  and  the  departments  in- 
volved issue  a unilateral  fee  schedule,  based  on 
the  Medical  Society’s  Relative  Value  Scale  with 
reductions  in  unit  values  for  a number  of  office 
and  home  call  line  items.  It  was  the  same 
schedule  that  was  proposed  by  Dr.  Hurd  and  re- 
jected by  the  House.  Mr.  Axelrod  further  in- 
formed the  committee  that,  in  view  of  the  State 
Society’s  refusal  to  agree  to  a fixed  fee  schedule, 
even  on  an  interim  basis,  full  payment  of  the 
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scheduled  fees  would  not  be  enforced  at  the  local 
level. 

Your  committee  responded  that  although  the 
Director  of  the  Budget  might  have  the  authority 
to  proceed  in  this  manner,  the  fee  schedule  was 
unsatisfactory  and  would  cause  widespread  re- 
sentment among  doctors.  It  was  therefore  rec- 
ommended that  the  group  make  a serious  effort 
to  bring  about  the  adoption  of  the  usual, 
customary,  and  prevailing  concept  of  reimburse- 
ment. At  this  time,  the  members  of  the  Task 
Force  were  also  informed  of  the  express  wish  of 
the  House  of  Delegates  that  intermediaries  be 
used  in  the  administration  of  the  Title  19  pro- 
gram wherever  possible.  After  prolonged  dis- 
cussion, the  feeling  crystallized  that  these  two 
proposals  might,  indeed,  be  workable  from  the 
point  of  view  of  the  State.  The  Task  Force 
stated,  however,  that  it  did  not  have  the  author- 
ity to  agree  on  these  principles  and  that,  in  any 
case,  prolonged  discussion  and  study  would  be 
necessary. 

On  the  advice  of  legislative  counsel,  it  was 
agreed  that  the  Municipal  Law  be  reviewed  and 
that,  if  there  were  any  deterrent  in  the  Law  to 
the  use  of  intermediaries,  a corrective  amend- 
ment be  prepared  and  supported  in  order  to  clear 
the  way  should  we  agree  to  the  use  of  carriers  in 
the  future.  This  amendment  was  submitted 
and  ultimately  passed.  It  will  probably  be  of 
great  value  now  in  the  light  of  more  recent  hap- 
penings. 

Meeting  of  June  27.  On  June  27,  1966,  at 
the  request  of  your  chairman,  a meeting  took 
place  in  Albany  between  the  Task  Force  and 
representatives  of  the  Blue  Cross  and  Blue 
Shield  Plans  throughout  the  State.  Since  it  was 
intended  primarily  to  permit  an  exchange  of  in- 
formation between  the  Task  Force  and  the 
Plans,  your  committee  was  not  officially  repre- 
sented although  it  did  send  an  observer.  The 
information  submitted  by  the  Blues  showed  that 
the  levels  of  medical  fees  in  the  various  areas  of 
the  State  ranged  from  parity  with  the  proposed 
maximum  fee  schedule  to  about  90  per  cent  in 
excess  of  it. 

Announcement  of  July  5.  On  July  5, 
1966,  Governor  Rockefeller  announced  the  new 
maximum  fee  schedule  which  is  currently  in 
effect.  He  also  indicated  support  for  the  pre- 
viously mentioned  amendment  to  the  Municipal 
Law.  He  stated  his  intention  that  payment  for 
medical  services  approximate  the  usual,  custom- 
ary, and  prevailing  fee  as  closely  as  possible. 
He  gave  the  Commissioner  of  Health  of  the  State 
the  responsibility  of  recommending  changes  in 
fees  for  physicians  and  other  health  service  pro- 
fessions. Finally,  he  instructed  the  Commis- 
sioner of  Health  to  appoint  an  Interdepart- 
mental Health  Economics  Committee  to  advise 
him  on  necessary  fee  changes  which  he,  in  turn, 
could  recommend  to  the  Director  of  the  Budget. 

Meeting  of  July  19.  On  July  19,  1966,  the 
chairman  of  this  committee  was  invited  to  at- 
tend a meeting  of  the  State  Board  of  Social 
Welfare.  At  the  meeting,  the  Board  adopted  an 


amendment  to  its  regulations  (Chapter  I,  Title 
18)  to  guarantee  recipients  of  medical  as- 
sistance free  choice  of  physician  and  institution. 

Your  chairman  was  much  impressed  by  the 
unanimity  and  enthusiasm  with  which  the  mem- 
bers of  the  Board  supported  this  most  important 
principle.  Nevertheless,  the  amendment  in- 
cluded a phrase  which  was  not  then  considered 
acceptable  to  the  representatives  of  your  Society. 
It  read  as  follows:  “ . . . shall  include  the  right  of 
each  individual  entitled  thereto  to  obtain  such 
medical  care  and  health  services  from  any  insti- 
tution, agency  or  person  qualified  to  participate 
under  medical  assistance,  if  such  institution, 
agency  or  person  undertakes  to  provide  him  such 
medical  and  health  services.” 

The  italicized  portion  of  the  preceding  phrase 
was  objected  to  and  it  was  suggested  that  the 
following  be  inserted  in  its  place:  “ . . . qualified 
and  licensed  to  render  medical  care  and  health 
services. . . . ” 

The  Board  stated  that  since  the  law  placed  the 
responsibility  for  the  quality  of  medical  care  on 
the  Commissioner  of  Health,  it  was  their  opinion 
that  he  had  the  legal  authority  to  require  qualifi- 
cations and  postgraduate  study  of  the  physicians 
who  were  to  participate  in  the  program.  This 
was  backed  by  a legal  interpretation  and  the 
Board  declined  to  make  the  recommended 
change.  There  was  a good  deal  of  debate  on  this 
point  but  the  Board  was  adamant  in  its  stand, 
and  your  representatives,  in  the  interest  of  secur- 
ing the  free-choice  amendment,  conceded  that 
the  Medical  Society  of  the  State  of  New  York 
would  recognize  this  right.  It  was  stipulated, 
however,  that  requirements  must  be  reasonable, 
uniform,  centrally  promulgated  by  the  Commis- 
sioner of  Health,  and  applied  in  such  a manner 
that  all  physicians  would  have  ample  opportu- 
nity to  qualify. 

Shortly  thereafter,  it  became  clear  that  the 
Health  Services  Administration  of  the  City  of 
New  York  intended  to  set  its  own  qualifications 
or,  at  least,  to  mail  applications  and  covering 
letters  to  physicians  which  implied  that  criteria 
were  being  locally  determined.  The  entire 
matter  of  qualifications  was  thereupon  reviewed 
with  the  State  Health  Commissioner,  and  it  was 
established  specifically  that  he  alone  was  em- 
powered to  certify  to  the  State  Welfare  Depart- 
ment what  physician  qualifications  were  to  be 
and  that  no  local  health  or  welfare  agency  could 
modify  them  in  any  way. 

There  has  since  been  protest  by  physicians  in 
some  counties  that  these  requirements  constitute 
a secondary  licensure  for  the  privilege  of  prac- 
ticing among  a certain  segment  of  the  population 
and  that  these  should  not  be  accepted.  Your 
chairman  had  originally  presented  this  point  of 
view,  but  in  view  of  the  legal  opinions  advanced 
and  the  urgent  need  for  a free-choice  guarantee 
which  we  had  not  achieved  through  legislation, 
he  had  withdrawn  it.  The  officers  and  Council 
of  the  Society  had  also  agreed  that  the  Society 
should  not  oppose  the  application  of  reasonable 
criteria  and  postgraduate  study  requirements. 
Your  chairman  has  agreed  with  this  policy  from 
the  beginning  and  still  does.  He  merely  wishes 
to  make  it  clear  that  he  did  not  adopt  it  on  his 
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own  authority. 

Qualifications  and  requirements  have  not  yet 
been  determined,  but  from  preliminary  discus- 
sions it  is  clear  that  these  are  intended  to  be  in- 
clusive rather  than  exclusive  and  to  improve  the 
quality  of  care  rather  than  to  make  it  difficult  for 
doctors  to  participate.  There  will  probably  be 
more  on  this  subject  in  the  supplementary  report 
to  the  House  in  February,  1967. 

Interdepartmental  Health  Economics 
Committee.  On  August  16,  1966,  the  ap- 
pointment of  the  Interdepartmental  Health 
Economics  Committee  was  announced.  It 
supplanted  the  Interdepartmental  Task  Force 
and  was  chaired  by  I.  Jay  Brightman,  M.D., 
Assistant  Commissioner  of  Health  of  the  State  of 
New  York.  It  became  necessary  for  your  com- 
mittee to  review  much  of  the  material  it  had 
covered  with  the  old  Task  Force  for  the  benefit 
of  the  new  group. 

The  first  meeting  was  held  on  September  16, 
1966.  It  was  agreed  immediately  that  the  joint 
committee  would  consider  all  matters  relating  to 
the  implementation  of  Title  19  to  be  within  its 
purview.  It  was  brought  to  the  attention  of  the 
Task  Force  that  many  local  welfare  offices  were 
still  insisting  on  prior  authorization  although  the 
elimination  of  that  requirement  had  been  agreed 
on.  It  was  also  pointed  out  that  some  district 
offices  were  not  paying  the  new  maximum  fee 
schedule  but  Book  V.  Payments,  if  they  were 
being  made  at  all,  were  delayed  for  months. 

On  the  basis  of  a survey  that  had  been  made 
by  the  State  Society  staff  at  the  request  of  the 
chairman,  it  was  brought  out  that  the  utilization 
of  intermediaries  was  being  hampered  by  the  fact 
that  regional  and  district  welfare  offices  had  re- 
ceived no  instructions  from  above  and  were 
therefore  loathe  to  act.  The  commissioner  was 
urged  to  see  that  either  a bulletin  or  a directive 
go  out  to  all  the  welfare  districts  informing  them 
that  it  was  both  legal  and  desirable  that  they  use 
intermediaries  for  the  administration  of  the  Title 
19  program. 

In  a very  general  way,  the  chairman  intro- 
duced the  committee’s  concept  of  the  use  of  local 
or  regional  advisory  and  fee  determining  sub- 
committees. The  possible  ways  in  which  the 
State  could  be  subdivided  for  this  purpose  were 
discussed.  The  chairman  urged  that  such  sub- 
committees be  appointed,  together  with  their 
health  and  welfare  counterparts,  and  that  they 
be  given  the  necessary  instructions  and  defini- 
tions so  that  they  could  proceed  immediately 
with  the  important  task  of  determining  usual 
and  customary  fees  for  their  area  and  suggest 
prevailing  fee  levels. 

It  was  recommended  that  the  county  medical 
societies,  groups  of  these,  or  district  branches 
nominate  the  medical  members  of  their  respec- 
tive subcommittees  and  that  they  be  appointed 
by  the  President  of  the  State  Society.  It  was 
proposed  also  that  these  subcommittees,  in  de- 
veloping their  recommendations,  hear  all  local 
and  regional  specialty  and  general  practice 
groups,  since  it  would  be  impractical  to  give 
them  all  representation  on  the  subcommittees. 

Finally,  your  chairman  proposed  that  once 


these  subcommittees  had  made  their  fee  recom- 
mendations, they  be  continued  on  a permanent 
basis  as  advisory  committees  to  scrutinize  fees, 
establish  procedures,  and  settle  grievances 
within  the  scope  of  their  authority.  The  Health 
Department  was  not  ready  to  commit  itself  to 
these  proposals  and  the  matter  was  put  off  for 
the  next  meeting. 

Questionnaire  to  County  Medical  Socie- 
ties. Your  chairman  then  realized  that  more 
information  from  the  component  county  medi- 
cal societies  and  from  the  specialty  societies 
would  be  necessary  before  the  subcommittees 
could  be  appointed  and  the  fee  studies  could 
begin.  On  September  30,  1966,  he  sent  a 
questionnaire  to  each  county  society  requesting 
the  following  information: 

(1)  The  form  of  subcommittee  they  thought 
would  represent  them  best: 

(а)  Individual  county  society 

(б)  Groups  of  county  societies 

(c)  District  branch 

( d ) Blue  Shield  area  of  operations. 

(2)  The  schedule  on  which  payments  were 
being  made. 

(3)  The  promptness  of  payment. 

(4)  Payment  in  full  or  in  part. 

(5)  Relations  with  local  health  and  welfare 
departments. 

(6)  Their  suggestions  for  improving  the  pro- 
gram. 

The  returns  were  excellent  and  by  the  time  the 
next  meeting  was  held  with  the  Health  Eco- 
nomics Committee,  over  40  of  the  61  counties 
had  responded.  Their  answers  showed  that  in 
most  districts,  payment  was  being  made  on  the 
basis  of  the  new  maximum  fee  schedule,  usually 
in  full.  A few  counties  were  still  paying  on 
Book  V and  some  counties  were  paying  the  new 
maximum  fee  schedule  for  medicine,  surgery, 
and  anesthesia  and  Book  V for  laboratory  and 
x-ray  services.  In  almost  all  instances,  there 
was  considerable  delay  in  payment  and  in  some 
cases  there  had  been  none  made  since  the  incep- 
tion of  the  program. 

Relations  with  the  local  health  and  welfare 
departments  ranged  from  poor  to  excellent. 
Where  these  were  poor,  there  was  invariably 
confusion  about  regulations,  delay  in  payment, 
and  a demand  for  excessive  paper  work  on  the 
part  of  the  physicians. 

Recommendations  for  improvement  of  the 
program,  in  order  of  frequency  were: 

1.  Payment  of  usual,  customary,  and  pre- 
vailing fees. 

2.  The  interim  improvement  of  the  maxi- 
mum fee  schedule  under  which  some  specialties 
were  particularly  poorly  paid. 

3.  The  elimination  of  any  prior  authorization 
requirement.  (Most  counties  that  required 
prior  authorization  did  so  only  for  elective  cases. 
Many,  however,  were  much  more  stringent  in 
their  requirements.) 

4.  The  downward  revision  of  eligibility 
standards. 

5.  Direct  billing  to  patients. 

6.  The  addition  of  laboratory  and  x-ray  pro- 
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cedures  to  the  current  fee  schedule,  especially 
when  these  are  done  in  the  office. 

7.  Enforcement  of  the  payment  of  full 
scheduled  fees. 

8.  Prompt  payment. 

9.  Simplification  of  forms  and  paper  work. 

10.  The  elimination  of  the  requirement  that 
a general  practitioner  certify  that  he  has  re- 
quested a consultation  before  payment  is  made 
to  the  specialist. 

Questionnaires  were  also  sent  to  the  State 
speciality  societies  but  only  one  responded.  The 
chairman  did,  however,  hold  meetings  with  rep- 
resentatives of  anaesthesia,  obstetrics  and  gyne- 
cology, and  internal  medicine.  These  groups 
and  other  specialty  groups  had  had  meetings 
with  the  Health  Department  in  an  effort  to  ob- 
tain relief  from  some  of  the  worst  inequities  of 
the  maximum  fee  schedule.  Six  revisions  had 
been  developed  for  the  fields  of  internal  medi- 
cine, obstetrics  and  gynecology,  clinical  pathol- 
ogy and  laboratory,  radiology,  and  pediatrics. 
The  sixth  was  for  podiatry.  These  schedules 
were  merely  interim  improvements  and  each 
specialty  society  stated  that  it  had  made  no  at- 
tempt to  negotiate  final  fees  nor  had  the  Health 
Department  offered  such  negotiation.  In  view 
of  later  developments,  none  of  these  schedules 
had  been  put  into  effect. 

Regional  Division  of  State.  Armed  with 
the  information  derived  from  the  question- 
naires, your  committee  devoted  almost  an  en- 
tire meeting  to  dividing  the  State  into  areas  for 
the  appointment  of  subcommittees.  In  doing 
so,  it  considered  general  economic  levels  in  the 
areas,  levels  of  medical  fees,  and  the  structure 
of  the  State  Society  as  far  as  district  branches 
and  groups  of  component  county  medical  soci- 
eties were  concerned.  Twelve  regions  were  de- 
cided on.  These  are  not  necessarily  final  since, 
if  such  subcommittees  are  appointed,  changes  in 
distribution  may  be  dictated  by  the  regional  wel- 
fare divisions  of  the  State  as  well  as  the  desires 
of  the  counties,  when  the  lists  are  submitted  for 
their  approval.  Nevertheless  it  was  decided  to 
submit  these  to  the  Health  Economics  Commit- 
tee for  consideration.  They  are  as  follows: 

1.  The  First  District  Branch:  Kings, 

Queens,  Bronx,  Richmond,  and  New  York 

2.  The  Second  District  Branch:  Nassau 

and  Suffolk 

3.  Albany,  Columbia,  Greene,  Rensselaer, 
Schoharie,  Saratoga,  and  Schenectady 

4.  Clinton,  Essex,  Franklin,  Fulton,  Mont- 
gomery, Warren,  Washington,  and  Ham- 
ilton 

5.  Cayuga,  Jefferson,  Lewis,  Onondaga, 
Oswego,  St.  Lawrence,  and  Cortland 

6.  Herkimer,  Oneida,  Madison,  and  Che- 
nango 

7.  Broome,  Chemung,  Delaware,  Otsego, 
Schuyler,  Tioga,  Tompkins 

8.  Monroe 

9.  Livingston,  Ontario,  Seneca,  Steuben, 
Wayne,  Yates 

10.  Allegany,  Cattaraugus,  Chautauqua, 
Erie,  Genesee,  Niagara,  Orleans,  Wyo- 
ming 


11.  Westchester 

12.  Dutchess,  Orange,  Putnam,  Rockland, 
Sullivan,  Ulster. 

Meeting  of  November  10.  On  November 
10,  1966,  another  meeting  was  held  with  the 
Health  Economics  Committee.  Since  the 
Health  Department  had  assumed  its  functions 
on  November  1 and  had  their  personnel  in 
many  of  the  local  welfare  departments,  there 
was  much  more  willingness  to  take  positive 
action. 

Dr.  Ingraham  stated  that  they  had  given  the 
question  of  usual,  customary,  and  prevailing  fees 
much  thought  and  were  of  the  opinion  that  it 
had  to  be  put  into  effect  immediately  if  at  all. 
He  proposed  that  the  Health  Department  pre- 
sent a plan  to  the  Budget  Director  under  which 
medical  payments  could  begin  on  the  basis  of 
usual,  customary,  and  prevailing  by  January, 
1967.  He  proposed  that  the  Health  Depart- 
ment purchase  from  the  intermediaries  that  are 
now  administering  Title  18  in  the  various  areas 
of  the  State,  the  service  of  certifying  the  fees  of 
physicians  to  the  local  welfare  departments.  If 
the  fees  met  the  tests  that  were  applied  to  them 
and  were  certified,  they  would  be  payable  by  the 
welfare  office.  The  intermediaries,  if  they 
agreed  to  provide  the  service  and  could  do  so  at 
an  acceptable  cost,  would  use  the  profiles  and  the 
fee  information  they  already  have  and  could 
therefore  begin  almost  immediately.  Dr.  In- 
graham proposed  that  this  be  tried  for  a period 
of  one  year  at  which  time  the  experience  with  it 
would  be  reviewed.  If  it  was  found  to  be  satis- 
factory it  could  be  continued;  if  not,  he  would 
recommend  the  re-establishment  of  the  maxi- 
mum fee  schedule  with  the  changes  in  fees  for  the 
specialties  that  were  previously  mentioned. 

Your  chairman  made  the  counter  proposal 
that  in  addition  to  having  the  intermediaries 
certify  physicians’  fees  for  payment,  local  and 
regional  advisory  and  fee  determination  com- 
mittees be  appointed  without  delay.  They 
were  to  begin  their  fee  studies  immediately, 
based  on  the  information  made  available  to  them 
by  the  intermediaries,  the  specialty  societies, 
and  the  medical  societies.  As  they  made  their 
recommendations  on  fees,  they  were  to  be  passed 
on  to  the  Commissioner  of  Health  for  his  con- 
sideration and  action. 

The  advantage  of  beginning  fee  studies  from 
the  outset,  rather  than  relying  on  intermediaries 
for  a year,  are  rather  obvious.  To  begin  with, 
the  chairman  questions  whether  the  physicians 
of  this  State  will  agree  to  schedules  that  they 
have  had  no  voice  in  formulating.  In  addition, 
there  is  not  yet  a large  body  of  experience  with 
Title  18  fees.  They  are  less  likely  to  give  rise  to 
complaint  because  the  physician  has  the  option 
of  refusing  assignment  and  billing  the  patient 
directly.  He  is  therefore  less  likely  to  complain 
since  he  is  not  bound  by  the  fee  allowance.  In 
the  Medicaid  program  there  is  no  such  relief 
since  there  is  no  provision  that  would  permit 
direct  billing  of  the  patient.  Furthermore,  the 
Social  Security  Administration  has  allowed  the 
carriers  some  leeway  in  the  determination  of  fees 
and  they  do  not  all  use  the  same  or  comparable 
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methods.  Finally,  in  some  instances,  the  fees 
paid  to  participating  physicians  by  the  plans 
also  limit  Medicare  payments.  Since  many 
Blue  Shield  schedules  are  obsolete  and  have  not 
been  renegotiated  for  some  time,  their  impact  on 
the  Medicaid  fee  schedule  under  such  an  arrange- 
ment is  difficult  to  predict.  Our  proposal  was 
accepted. 

The  Health  Economics  Committee  was  urged 
also  to  consider  the  use  of  intermediaries  for  the 
entire  administration  of  the  assistance  program. 
In  response  to  the  question  on  how  payments 
could  be  made  through  intermediaries,  it  was 
pointed  out  that  the  Social  Security  Administra- 
tion has  solved  the  problem  by  having  a certain 
amount  of  money  on  deposit  with  each  plan  from 
which  payments  are  made  directly.  As  the  fund 
is  used  up,  it  is  replenished.  In  order  for  the 
intermediary  to  make  direct  payments,  there- 
fore, it  is  only  necessary  to  prime  the  pump  with 
an  initial  fund. 

This  approach  will  be  presented  to  Dr. 
Norman  Hurd,  the  Budget  Director,  on  Novem- 
ber 16,  1966,  beyond  the  deadline  for  this  report. 
The  final  outcome  will  be  presented  in  a supple- 
mentary report  to  the  House  in  February,  1967. 

Conclusion.  The  chairman  would  like  to 
extend  his  appreciation  to  Hollis  S.  Ingraham, 
M.D.,  Commissioner  of  Health  of  the  State  of 
New  York,  I.  Jay  Brightman,  M.D.,  Assistant 
Health  Commissioner  and  chairman  of  the 
Interdepartmental  Health  Economics  Commit- 
tee, and  the  other  commissioners  involved  in  the 
development  of  the  Medicaid  program.  They 
have  been  patient,  sympathetic,  and  generally 
sensitive  to  the  viewpoints  advanced  by  your 
committee.  A good  foundation  has  been  estab- 
lished for  the  cooperative  effort  between  govern- 
ment and  the  medical  profession  that  will  be 
needed  to  implement  the  program. 

At  this  writing,  there  is  still  much  to  be  done. 
Present  indications  are  that  the  objectives  are 
attainable  and  your  committee  will  continue  its 
efforts  to  fulfill  the  mandates  of  the  House  of 
Delegates.  It  is  sometimes  difficult  to  keep  the 
members  informed  of  progress  but  we  have  tried 
to  do  so  and  to  consult  the  medical  societies 
when  possible. 

In  closing,  the  chairman  would  like  to  state 
his  indebtedness  to  William  L.  Wheeler  Jr., 
M.D.,  cochairman,  and  to  the  committee  mem- 
bers for  their  unstinting  contributions  of 
thought,  time,  and  energy.  They  have  been  in- 
formed, judicious,  and  restrained  in  dealing  with 
matters  of  great  practical  importance  as  well  as 
high  emotional  content.  Their  advice  has  been 
a source  of  strength  and  encouragement  in  these 
difficult  times. 

Respectfully  submitted, 

George  Himler,  M.D.,  Chairman 

Advisory  Committee  to  New  York  State 
Interdepartmental  Committee  on  Health 
Economics  (Supplementary) 

To  the  House  of  Delegates,  Gentlemen: 

The  report  of  this  committee  which  appeared 
in  the  January  1 Convention  Issue  of  the 


Journal  and  is  in  the  Delegates’  Handbook 
reported  the  actions  and  recommendations  of 
the  committee  through  November  10,  1966. 
Although  not  much  of  a concrete  nature  had  been 
accomplished,  the  report  ended  on  an  optimistic 
note  because  it  seemed  that  the  mandates  of  the 
House  of  Delegates  of  May  26,  1966,  had  been 
accepted  in  principle  and  would  be  implemented 
after  the  State  Health  Department’s  “take- 
over” of  its  Medicaid  functions  on  November  1, 

1966. 

By  December,  1966,  it  became  apparent  that 
the  New  York  State  Commissioner  of  Health  did 
not,  as  we  had  been  led  to  believe,  have  the 
authority  to  fix  physicians’  fees  under  the  Medi- 
caid program.  It  also  became  quite  clear  that 
serious  consideration  of  the  “usual,  customary, 
and  prevailing”  concept  had  been  indefinitely 
postponed.  Under  the  circumstances  a meeting 
with  Governor  Rockefeller  was  requested.  The 
meeting  took  place  on  Monday,  February  6, 

1967,  at  Albany. 

The  body  of  this  supplementary  report  con- 
sists of  the  chairman’s  reports  to  the  Council 
on  the  meetings  of  the  Advisory  Committee 
with  the  New  York  State  Interdepartmental 
Health  Economics  Committee  on  December  15, 
1966,  and  January  18,  1967.  The  supplemen- 
tary report  closes  with  a summary  of  what  took 
place  at  the  meeting  with  the  Governor  and  the 
chairman’s  recommendations  to  the  House  of 
Delegates. 

Meeting  of  December  15.  The  Interdepart- 
mental Health  Economics  Committee  met  at 
the  State  Health  Department,  Albany,  on 
Thursday,  December  15,  1966,  at  1:30  p.m. 
In  addition  to  the  previously  enumerated  mem- 
bers of  the  Advisory  Committee  and  staff,  Dr. 
James  M.  Blake  was  present.  Appearing  for 
the  Department  of  Health  were  Dr.  I.  Jay 
Brightman  and  other  members  of  the  Depart- 
ment staff.  A representative  of  the  State  Osteo- 
pathic Society  and  an  observer  for  the  New  York 
State  Dental  Society  also  attended. 

Dr.  Brightman  introduced  the  subject  of 
physician  qualifications  and  presented  a set  of 
requirements  which  were  accepted  with  minor 
modifications  after  some  discussion. 

On  questioning,  Dr.  Brightman  stated  that 
these  qualifications  were  to  be  published  in  the 
State  Health  Department  manual  and  were  to  be 
State-wide  in  their  application.  He  indicated 
that  the  New  York  City  Health  Services  Ad- 
ministration had  stated  its  intent  of  seeking  legal 
justification  for  modifying  the  State’s  standards 
and  that  the  State  might  have  to  bow  to  legal 
opinion.  Your  committee  insisted  that  the 
standards,  when  established,  must  not  be  sub- 
ject to  local  modification. 

Your  committee  then  raised  the  question  of 
the  immediate  appointment  of  the  regional  ad- 
visory committees.  Dr.  Brightman  stated  that 
he  had  understood  that  these  were  to  be  for  the 
sole  purpose  of  studying  fees  and  that  there 
would  be  no  reason  to  appoint  them  at  the  pres- 
ent time.  Your  committee,  individually,  col- 
lectively, and  repeatedly  informed  him  that  we 
had  made  it  quite  clear  that  we  intended  these 
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subcommittees  to  consider  all  Title  19  matters. 
He  was  further  informed  that  it  was  our  inten- 
tion that  these  be  subcommittees  of  the  Health 
Economics  Committee,  that  their  members  were 
to  be  appointed  by  the  New  York  State  Com- 
missioner of  Health  on  the  nomination  of  the 
county  societies  through  Dr.  Blake,  and  that 
they  report  to  and  be  answerable  to  the  parent 
committee.  It  was  re-emphasized  that  these 
committees  were  to  be  centrally  appointed  and 
that  this  should  be  done  immediately. 

Dr.  Brightman  responded  that  this  had  not 
been  his  Department’s  understanding  and  that 
he  must  consult  with  Dr.  Ingraham,  who  was  on 
vacation.  In  the  discussion  that  followed,  it 
gradually  became  apparent  that  the  Health  De- 
partment had  been  considering  allowing  ad- 
visory committees  to  be  set  up  at  the  individual 
county  or  city  level.  Dr.  Brightman  questioned 
whether  the  Health  Department  had  the  right  to 
appoint  an  advisory  committee  for  New  York 
City  and  thought  that  the  city  might  have  the 
legal  right  to  appoint  its  own. 

Your  chairman,  as  one  who  has  had  wide  ex- 
perience with  New  York  City,  rather  forcibly 
expounded  the  thesis  that  the  Health  Depart- 
ment had  great  latitude  in  its  powers  if  it  was 
willing  to  exercise  them.  He  further  indicated 
that  if  advisory  committees  at  the  county  level 
were  permitted,  it  would  create  50  or  more  such 
groups,  set  a precedent  for  decentralization 
rather  than  the  centralization  we  sought,  and 
create  complete  chaos.  This  was  declared  to  be 
completely  unacceptable  to  the  Advisory  Com- 
mittee. 

The  chairman  further  stated  his  belief  that  an 
advisory  group  appointed  by  the  New  York 
City  Health  Services  Administration  would  be 
completely  dominated  by  that  agency  and  would 
be  without  power  or  purpose.  It  was  clearly 
enunciated  that  in  this  regard,  as  well  as  in  the 
question  of  physician  qualifications,  the  com- 
mittee could  only  accept  central  and  uniform 
procedures  and  regulations.  Any  attempt  to 
divide  the  State  into  New  York  City  and  a re- 
mainder would  precipitate  the  formation  of 
more  splinter  groups  in  the  Society  and  impair 
its  effectiveness  in  representing  its  members. 

Dr.  Brightman  reported  on  the  status  of  the 
usual,  customary,  and  prevailing  fee.  Rep- 
resentatives of  the  Health  Department  and  the 
Department  of  the  Budget  had  made  trips  to 
Baltimore  and  to  Washington  to  study  the  Title 
18  program.  Meetings  have  also  been  held  with 
representatives  of  Blue  Shield  and  Metropolitan. 
It  is  expected  that  the  Budget  Department  will 
shortly  have  the  information  it  requires  for  the 
Director  to  make  a decision.  Dr.  Brightman 
was  guardedly  optimistic.  Your  committee 
informed  him  that  a very  excellent  program 
was  under  way  in  California  and  was  operating 
to  the  satisfaction  of  all  concerned.  It  was  sug- 
gested that  California  officials  be  consulted  for 
data. 

It  was  brought  to  Dr.  Brightman’s  attention 
that  several  voluntary  hospitals  in  New  York 
City  were  accepting  Medicaid  patients  only  as 
ward  service  cases.  The  Health  Department 


had  been  aware  of  this  and  had  consulted  with 
the  Hospital  Associations  in  New  York  City 
in  an  attempt  to  correct  the  practice.  Your 
committee  was  at  a loss  to  understand  why  the 
Department  of  Health,  which  licenses  all  volun- 
tary hospitals  in  the  State,  could  not  eliminate 
this  abuse  on  its  own  authority.  It  was  pointed 
out  that  this  was  clearly  contrary  to  the  intent 
of  the  Federal  law  and  might  well  jeopardize 
the  entire  program  as  far  as  HEW  approval  and 
Federal  matching  funds  were  concerned.  Dr. 
Brightman  promised  further  action  and  an  early 
report. 

Finally,  the  chairman  introduced  photocopies 
of  letters  and  assignment  forms  that  had  been 
sent  to  attendings  at  Morrisania  Hospital.  The 
letters  clearly  threatened  the  physicians  with 
dismissal  if  they  did  not  promptly  execute  the 
forms.  It  was  explained  that  this  practice  was 
becoming  widespread  and  that  the  Advisory 
Committee  strongly  protested  its  continuation. 
Both  the  committee  and  the  legislative  counsel 
expressed  the  opinion  that  the  Health  Com- 
missioner had  the  power  to  prohibit  such 
coercion  and  should  take  steps  to  do  so  immedi- 
ately. Early  action  and  report  were  promised 
on  this  matter  also. 

The  following  discussion  represents  the  opin- 
ions of  the  chairman  only,  although  he  believes 
that  the  members  of  the  committee  would  have 
concurred  if  there  had  been  time  to  consult 
them. 

Your  chairman  has  noted  that  the  Health 
Department  is  indecisive  in  its  approach  to  the 
Title  19  program.  There  is  much  discussion  and 
searching  for  legal  authority  and  precedent  be- 
fore action  is  finally  taken.  It  has  been  im- 
possible to  schedule  advisory  committee  meet- 
ings more  than  on  an  average  of  once  a month 
because  of  the  many  conflicting  schedules  that 
must  be  reconciled.  Under  these  circumstances, 
definitive  action  has  been  deferred  from  month 
to  month  which  is  frustrating  to  your  commit- 
tee and  will  be  unsatisfactory  to  the  membership 
of  the  Society.  The  Health  Department  also 
appears  to  be  susceptible  to  pressure  from  large 
agencies  such  as  the  New  York  City  Health 
Services  Administration,  so  that  many  decisions 
that  we  thought  were  final  are  later  reintroduced 
as  being  merely  tentative. 

It  appears  that  it  will  be  necessary  for  us  to 
insist  on  more  rapid  progress  and  the  chairman 
will  have  some  recommendations  to  make  to 
the  Executive  Committee  in  this  regard.  As  a 
preliminary,  he  has  written  to  Dr.  I.  Jay  Bright- 
man to  re-emphasize  and  reconfirm  the  commit- 
tee’s stand  on  the  matters  that  were  discussed 
and  to  call  for  firm  decisions  at  the  next  meeting. 
The  meeting  was  adjourned  at  5 p.m.  The 
next  meeting  was  tentatively  scheduled  for 
Thursday,  January  12,  1967. 

Meeting  of  January  12.  A meeting  of  the 
Advisory  Committee  with  the  New  York  State 
Health  Economics  Committee  was  held  at  the 
offices  of  the  Health  Department  in  Albany,  on 
January  12,  1967,  at  1:30  p.m.  The  following 
committee  members  were  present:  Doctors 

Denton,  Donovan,  Freese,  Gerbarg,  McCauley, 
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Wagoner,  and  the  chairman.  Also  present  were 
Dr.  Henry  I.  Fineberg,  executive  vice-president, 
Dr.  Samuel  Z.  Freedman,  director  of  the  Divi- 
sion of  Standards  of  Medical  Care,  and  Harry 
Albright,  Esq.,  legislative  counsel.  For  the 
Department  of  Health,  the  following  members 
were  present:  Dr.  Hollis  S.  Ingraham,  Com- 
missioner of  Health,  Dr.  I.  Jay  Brightman, 
chairman  of  the  Health  Economics  Committee, 
and  other  members  of  the  Department.  There 
was  also  one  observer  each  for  the  New  York 
State  Dental  Society  and  the  New  York  State 
Osteopathic  Society. 

In  opening  the  meeting,  your  chairman  in- 
troduced a check-list  intended  to  determine  the 
current  status  of  the  Medicaid  program.  The 
answers  that  were  received  are  the  substance  of 
this  report.  Your  chairman  made  an  initial 
statement  expressing  the  dissatisfaction  of  the 
Advisory  Committee  with  the  progress  that  had 
been  made  to  date  and  its  lack  of  confidence 
in  the  likelihood  of  the  development  of  an  ac- 
ceptable program  under  present  conditions. 

It  was  pointed  out  that  the  current  maximum 
fee  schedule,  even  with  the  proposed  increases 
in  the  various  specialties,  still  fell  30  to  40  per 
cent  short  of  the  going  rates  on  an  over-all  basis. 
It  was  further  stated  that  the  doctors  of  New 
York  had  been  perfectly  willing  to  treat  welfare 
patients  at  reduced  rates  when  such  patients 
were  true  welfare  recipients.  It  was  made  clear, 
however,  that  current  eligibility  requirements 
include  about  50  per  cent  of  all  New  York  State 
residents  in  the  program.  In  accepting  sub- 
standard rates  for  such  a large  percentage  of  their 
practices,  the  doctors  would  be  making  an  eco- 
nomic sacrifice  of  impossible  proportions.  They 
would  not  only  be  supporting  the  Medicaid 
program  out  of  their  personal  tax  payments  but 
would  be  making  a second  and  heavy  contribu- 
tion by  affording  the  State  a “welfare  discount.” 

Dr.  Ingraham  was  informed  that  this  was 
completely  out  of  the  question.  He  was  told 
that  if  the  State  persists  in  offering  doctors  pay- 
ments that  are  so  far  below  current  fees,  the 
Society  would  have  no  choice  but  to  press  for 
legislation  to  establish  eligibility  standards  that 
would  reduce  the  number  of  recipients  to  a rea- 
sonable level.  If  this  is  to  be  nothing  but  an 
expanded  welfare  program,  as  it  now  appears 
to  be,  physicians  may  well  have  to  require  that 
their  patients  depend  on  their  personal  resources 
or  voluntary  insurance  benefits  in  paying  for 
their  care.  It  was  made  clear  that,  in  any  case, 
the  so-called  medically  indigent  have  been  re- 
ceiving care  and  would  continue  to  do  so. 

Dr.  Ingraham  responded,  without  much  con- 
viction, that  hope  for  the  usual,  customary, 
and  prevailing  was  not  entirely  lost.  He  merely 
felt  that,  since  he  had  not  been  able  to  put  it  into 
effect  by  January  1,  he  must  recommend  the 
interim  increases  in  the  various  specialties  that 
he  had  promised.  He  was  informed  that,  while 
the  committee  did  not  oppose  the  revisions,  it 
did  not  approve  them  and  did  not  consider  them 
a satisfactory  substitute.  He  was  further  ad- 
vised that,  since  it  was  now  obvious  that  the 
Department  of  Health  did  not  have  the  au- 


thority to  set  fees  and  since  its  recommendations 
in  this  instance  may  well  be  disregarded,  the 
committee  would  call  for  an  immediate  meeting 
with  Governor  Rockefeller.  Dr.  Ingraham 
concurred  and  stated  that  the  Governor  had  in- 
dicated his  willingness  to  meet  with  representa- 
tives of  the  State  Society.  In  general  discus- 
sion, he  indicated  his  belief  that  there  were  po- 
litical influences,  particularly  in  New  York  City, 
that  opposed  the  usual  and  customary  mech- 
anism on  the  basis  that  it  was  a blank  check  for 
the  doctors.  Governor  Rockefeller  was  pur- 
ported to  share  this  attitude. 

Your  chairman  pointed  out  the  fallacy  of  this 
belief  and  stated  that  the  prevailing  fee  is  a 
statistically  developed  maximum  fee  schedule 
and  as  such  is  every  bit  as  predictable  and  con- 
trollable as  a fixed  fee  schedule.  Dr.  Ingraham 
then  questioned  whether  money  was  available 
to  pay  usual  fees  and  he  was  informed  that  this 
was  not  our  concern.  The  Medical  Society  had 
been  made  the  promise  that  normal  fees  would  be 
paid  for  all  Medicaid  patients  and  that  they 
would  thereby  receive  their  medical  services  in 
the  same  manner  as  patients  with  private  means 
or  insurance  benefits.  If  money  is  not  avail- 
able to  fulfill  this  promise  then  clearly  the  num- 
ber of  beneficiaries  of  the  program  is  too  high. 

The  committee  then  introduced  another  and 
equally  important  matter.  It  has  become  ob- 
vious throughout  the  State,  and  more  par- 
ticularly in  New  York  City,  that  the  State  Wel- 
fare Department  has  made  no  effort  to  develop 
an  organization  that  is  capable  of  administering 
a program  of  this  magnitude.  Generally  speak- 
ing, the  local  welfare  districts  are  uninformed 
and  are  being  left  to  their  own  devices.  There 
has  not  been  the  slightest  effort  to  centralize 
and  unify  the  program  or  to  develop  uniform 
and  efficient  procedures.  In  many  areas, 
there  has  been  no  payment  whatever  for  ser- 
vices rendered  to  Medicaid  patients  nine  full 
months  after  the  effective  date  of  the  law. 
Your  committee  did  not  receive  a satisfactory 
answer  as  to  why  the  physicians  should  wait  so 
long  for  payment  and  why  standards  of  effi- 
ciency were  not  required  of  health  and  welfare 
districts  before  their  programs  were  approved. 
Dr.  Brightman  responded  that  temporary  ap- 
proval must  be  given  to  programs  if  payment  was 
to  be  made  at  all  but  was  unable  to  explain  why 
approval  should  be  continued  if  they  failed  to 
meet  their  obligations  and  why  they  should  con- 
tinue to  receive  matching  State  and  Federal 
funds. 

It  was  explained  to  Dr.  Ingraham  that  in  most 
parts  of  the  State,  physicians  are  still  being  sub- 
jected to  the  lack  of  cooperation,  harrassment, 
and  red  tape  that  has  always  characterized  their 
relationships  with  welfare  agencies.  The  fail- 
ure of  the  Social  Welfare  Department  to  de- 
velop a coherent  State  program  has  merely  per- 
petuated the  inadequacies  and  delays  that  have 
always  plagued  the  recipients  of  welfare  assist- 
ance. 

Both  Dr.  Ingraham  and  Dr.  Brightman  in- 
dicated that  there  was  a limit  to  the  authority 
that  could  be  exercised  over  the  district  offices. 
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They  reverted  for  the  moment  to  the  matter  of 
fees  and  stated  that  there  might  not  be  authority 
for  the  State  Health  and  Social  Welfare  Depart- 
ments to  force  the  local  welfare  districts  to  pay 
scheduled  fees.  They  were  reminded  of  Dr. 
Hurd’s  promise  to  mandate  full  payment  of 
scheduled  fees  and  his  statement  that  his  De- 
partment had  the  power  to  do  so.  It  is  quite 
clear  that  there  is  ample  authority  vested  in  the 
Departments  of  Health,  Social  Welfare,  and  the 
Budget  to  enforce  any  requirement.  What  is 
lacking  is  the  will  to  do  so. 

At  this  time,  Dr.  Brightman  introduced  a 
structure  of  local  and  regional  advisory  com- 
mittees with  an  explanation  of  their  relation- 
ships at  various  levels.  This  was  accepted  for 
information  and  each  committee  member  was 
supplied  with  a copy  of  the  proposed  organiza- 
tion. This  subject  is  too  long  and  involved  to 
discuss  in  this  report.  Your  committee  had  had 
insufficient  prior  information  on  these  proposals 
and  their  consideration  was  therefore  deferred. 

The  question  of  specialist  qualifications  and 
postgraduate  study  requirements  of  generalists 
was  again  raised.  Apparently,  your  committee 
had  undertaken  to  submit  these  requirements  to 
the  Commission  on  the  Standards  of  Medical 
Care  for  their  opinion  and  had  failed  to  do  so. 
The  formal  recommendation  is  hereby  made 
that  this  be  done.  On  questioning,  Dr.  Bright- 
man reconfirmed  the  decision  that  the  qualifica- 
tions and  requirements  were  not  to  become  effec- 
tive until  one  year  after  their  acceptance  or,  at 
the  earliest,  January,  1968. 

The  committee  was  then  provided  with  a 
memorandum  on  prior  authorization  for  ser- 
vices by  physicians  and  dentists.  The  basic 
principle  is  that  prior  authorization  is  not 
to  be  required  for  commonly  utilized  services 
rendered  by  qualified  physicians  and  dentists 
(and  chiropractors?).  Section  367  of  the  Social 
Welfare  Law  is  under  study  to  determine  the 
value  of  the  authorizations  required  under  its 
provisions. 

Present  policy  requires  that  the  services  of  all 
physician  specialists  must  be  originally  recom- 
mended by  the  patient’s  personal  physician  or 
by  the  local  medical  director,  with  the  exception 
of  pediatricians,  ophthalmologists,  and  oto- 
rhinolaryngologists.  Your  committee  pointed 
out  that  this  was  contrary  to  the  habit  patterns 
of  patients  since  many  of  them  consult  special- 
ists directly.  The  matter  continues  to  be  under 
study  by  the  Bureau  of  Medical  Care  and  was 
not  discussed  further. 

Dr.  Brightman  reported  progress  on  the  re- 
quirement made  by  some  hospitals  that  Medi- 
caid patients  be  admitted  only  to  ward  teaching 
services.  He  showed  the  committee  a draft  of 
an  amendment  to  the  hospital  code  which  would 
prohibit  a hospital  from  adopting  any  regulation 
or  procedure  that  would  deprive  a Medicaid 
patient  of  the  services  of  his  personal  physician. 
The  amendment  is  not  now  being  put  into  ef- 
fect because  it  has  been  agreed  that  the  hospital 
associations  will  correct  this  abuse  voluntarily. 

The  question  of  the  payment  of  salaried  phy- 
sicians was  then  raised.  Dr.  Brightman  stated 


that  for  in-hospital  patients,  there  would  be  no 
fee-for-service  payment  available  for  care  ren- 
dered by  salaried  physicians.  The  costs  of  that 
care,  or  rather  the  portion  of  the  doctors’ 
salaries  attributable  to  patient  care,  are  to  be 
included  in  the  per  diem  hospital  rate  on  a cost- 
accounting basis. 

Dr.  Brightman  could  make  no  commitment  on 
payment  of  nonsalaried  physicians  for  clinic 
care.  He  stated  that  the  matter  was  under 
study  by  a Columbia  University  group  and  that 
a final  decision  would  have  to  await  their  rec- 
ommendations. 

It  was  suggested  by  your  committee  that  pay- 
ment for  clinic  care  be,  made  to  nonsalaried 
physicians  on  a fee-for-service  basis.  It  was 
further  proposed  that  such  physicians  develop  a 
standard  proration  with  their  hospitals  in  a 
manner  similar  to  that  provided  for  hospital- 
based  physicians  in  SSA  Form  1554  under  Title 
18.  This  would  permit  hospitals  to  reclaim 
their  legitimate  costs  out  of  the  professional  fees 
and  to  handle  the  details  of  bookkeeping  and 
billing  which  the  clinic  doctors  could  not  do. 
The  matter  was  deferred  until  the  Columbia 
University  report  becomes  available. 

Since  there  is  to  be  no  fee-for-service  payment 
for  salaried  physicians  under  Medicaid,  the 
question  of  the  assignment  of  fees  and  coercion 
in  making  assignments  no  longer  exists.  This  is 
now  confined  entirely  to  Medicare  and  is  there- 
fore not  under  the  jurisdiction  of  the  State 
Health  Department. 

Your  committee  declined  a date  for  a subse- 
quent meeting.  Your  chairman  informed  Dr. 
Ingraham  that  there  was  little  purpose  in 
our  discussing  details  of  the  program  when  the 
entire  plan  as  it  now  stands  is  unsatisfactory  to 
the  medical  profession.  By  doing  so,  we  would 
merely  be  making  commitments  on  the  basis 
of  agreements  and  promises  that  are  later  with- 
drawn. It  was  agreed  that  a meeting  with 
Governor  Rockefeller  should  be  sought  at  an 
early  date,  certainly  well  before  the  annual 
meeting  of  the  House  of  Delegates. 

Your  chairman  recommends  to  the  Council 
that  a very  strong  presentation  be  made  to  the 
Governor  along  the  lines  of  this  report.  If  we 
do  not  receive  definite  assurance  that  the  usual, 
customary,  and  prevailing  fee  concept  will  be 
adopted  and  that  the  State  Welfare  Department 
will  be  required  to  develop  an  acceptable 
modus  operandi,  the  official  position  of  the 
State  Society  on  the  Medicaid  program  should  be 
reviewed. 

As  the  Medicaid  program  stands  at  the  pres- 
ent time,  it  is  clearly  impossible  to  recommend 
to  any  physician  that  he  participate  in  it.  If 
fees  are  to  be  kept  at  the  present  schedules, 
even  with  the  interim  increases,  it  is  the  personal 
opinion  of  the  chairman  that  the  State  Society 
should  withdraw  its  approval  of  the  program  and 
press  for  legislative  reduction  of  the  eligibility 
levels.  The  approval  of  the  State  Society  should 
also  be  contingent  on  the  development  by  the 
Social  Welfare  Department  of  forms,  procedures, 
and  attitudes  that  are  less  distasteful  to  prac- 
ticing physicians  than  their  present  ones. 
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If  this  becomes  necessary,  the  State  Society 
should  be  ready  with  a public  relations  program 
to  justify  its  position  and  to  minimize  its  dis- 
tortion in  the  media  of  public  information. 

Meeting  with  Governor  Nelson  A.  Rocke- 
feller. The  following  representatives  of  your 
Society  met  with  Governor  Rockefeller  in 
Albany  on  February  6,  1967:  James  M.  Blake, 
M.D.,  president;  Frederick  A.  Wurzbach, 
Jr.,  M.D.,  president-elect;  Henry  I.  Fineberg, 
M.D.,  executive  vice-president;  John  H.  Car- 
ter, M.D.,  vice-speaker  and  chairman,  State  Leg- 
islation Committee,  and  George  Himler,  M.D. 

Also  present  were  Hollis  S.  Ingraham,  M.D., 
State  Commissioner  of  Health;  Andrew  Fleck, 
M.D.,  deputy  commissioner  of  health,  and  Louis 
Lefkowitz,  State  Attorney-General.  George 
Foy,  Esq.,  and  Harry  Albright,  Esq.,  appeared 
as  legislative  counsel,  and  there  were  various 
members  of  the  Governor’s  staff  in  attendance. 

Drs.  Blake  and  Carter  discussed  the  Society’s 
legislative  program,  which  is  beyond  the  scope 
of  this  report.  In  addition.  Dr.  Blake  intro- 
duced the  subject  of  Medicaid  and  presented 
some  of  the  reasons  for  our  dissatisfaction  with 
the  program. 

In  elaborating  on  this  theme,  your  chairman 
informed  the  Governor  that  we  considered  the 
Medicaid  program  to  be  completely  disorganized 
from  the  administrative  point  of  view.  It  was 
made  clear  that  we  had  expected  a centralized, 
uniform,  and  relatively  simple  management  of 
the  plan.  Instead,  there  are  currently  as  many 
plans  as  there  are  health  and  welfare  districts, 
and  each  administers  its  portion  of  the  program 
differently. 

In  addition,  the  Governor  was  informed  of  the 
arbitrary  nature  of  some  of  the  rulings  of  these 
district  offices,  the  failure  to  pay  hospitals  and 
physicians  for  services  in  many  areas,  especially 
in  New  York  City,  and  of  their  total  inability 
to  cope  with  a program  of  this  magnitude. 

Many  other  complaints  with  the  administra- 
tive side  of  Medicaid  were  presented.  These 
were  gleaned  from  communications  from  com- 
ponent societies  and  individuals  throughout  the 
State  and  need  not  be  set  forth  in  detail  here. 

The  Society’s  dissatisfaction  with  the  failure 
of  the  Commissioners  of  Health  and  Social 
Welfare  to  encourage  their  district  officials  to 
utilize  intermediaries  in  the  administration  of  the 
medical  assistance  program  was  also  com- 
municated to  the  Governor. 

Finally,  the  necessity  for  the  payment  of 
physicians’  usual  and  customary  fees  was  again 
presented.  The  Governor  was  informed  that 
even  with  the  interim  revisions  for  some  of  the 
specialties,  the  reimbursement  rate  still  fell 
about  30  per  cent  below  the  customary  level 
on  a State-wide  average.  He  was  reminded  of 
his  statements  regarding  his  intention  to  make 
medical  assistance  recipients  equal  in  every 
respect  to  those  who  were  in  a position  to 
pay  for  their  own  care.  He  was  further  re- 
minded that  he  himself  had  advanced  the  con- 
cept that  payment  of  fees  for  medical  services 
on  a usual  or  prevailing  basis  was  necessary  to 
accomplish  this  purpose. 


Your  chairman  informed  the  Governor  that 
the  physicians  of  this  State  are  not  in  a position 
to  support  the  Medicaid  program  by  making 
two  separate  contributions,  one  through  their 
personal  tax  payments  and  a second  by  offering 
the  State  a “welfare  discount”  for  50  per  cent 
or  more  of  their  patients. 

In  the  discussion  that  followed,  the  Governor 
indicated  that  he  was  not  thoroughly  familiar 
with  the  concept  of  “usual,  customary,  and  pre- 
vailing” as  it  is  defined  by  the  Department  of 
Health,  Education,  and  Welfare  and  applied 
in  the  Medicare  program.  Your  chairman  de- 
fined these  terms  for  him  and  stated  that  the 
prevailing  maximum  fees  were  statistically  de- 
veloped, responsive  to  the  general  cost  and  pric- 
ing patterns  in  a particular  area,  and  a reliable 
index  of  the  over-all  cost  of  services  rendered. 
Nevertheless,  the  Governor  insisted  that  he  had 
heard  much  opposition  to  the  method  because 
it  was  generally  believed  that  it  constituted  a 
blank  check  for  physicians.  He  was  assured 
that  we  would  find  other  and  better  terminology 
if  we  could  get  a commitment  from  him  to 
adopt  a payment  schedule  that  was  in  keeping 
with  customary  charges.  We  were  informed  of 
the  financial  tribulations  of  the  Medicaid  pro- 
gram but  were  unsuccessful  in  eliciting  from  the 
Governor  a definite  statement  of  intent. 

The  Governor  also  indicated  that  the  Health 
and  Social  Welfare  Departments  were  having 
much  difficulty  with  the  district  offices  and  that 
they  could  not  control  them.  He  exhorted  us 
to  have  patience  but  could  offer  little  or  no  as- 
surance of  meeting  our  just  demands  except  to 
assure  us  of  his  sympathy  with  our  objectives. 

The  Governor  also  stated  to  your  committee 
that  he  believed  that  one  of  the  answers  to  the 
objections  and  problems  we  had  raised  was  the 
adoption  by  the  State  of  compulsory  health  in- 
surance. Such  health  insurance  would  be  paid 
for  by  employer  and  employe  contributions  and 
would  be  compulsory  for  employers  having  two, 
three,  or  more  employes.  He  stated  that  this 
would  automatically  interpose  the  intermed- 
iaries between  the  State  and  the  physician, 
that  it  would  ease  the  financial  burden  of  the 
Medicaid  program  on  the  taxpayer,  and  diminish 
the  present  difficulties  to  managable  proportions. 

Your  committee  could  get  no  definite  infor- 
mation on  the  proposal,  which  is  apparently 
being  developed  by  several  groups  and  depart- 
ments, and  therefore  cannot  comment  on  whether 
or  not  the  plan  would  be  acceptable  or  useful. 
It  should  be  pointed  out,  however,  that  whether 
or  not  it  proves  to  be  the  panacea  that  it  is  pur- 
ported to  be,  Medicaid  will  still  be  a “major 
medical  carrier,”  in  one  sense  of  the  word,  over 
the  basic  plan,  and  that  the  need  to  rectify  its 
manifest  deficiencies  will  not  be  eliminated  by 
the  adoption  of  compulsory  health  insurance. 

Following  the  meeting,  your  chairman  was 
informed  by  Dr.  Ingraham  that  the  Director  of 
the  Budget  had  adopted  the  upward  revisions 
of  the  July  1, 1966,  schedule  for  internists,  pedia- 
tricians, and  anesthesiologists.  In  the  case 
of  the  anesthesiologists,  this  was  done  by  raising 
the  conversion  factor  from  $4.00  to  $5.00.  He 
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hoped  to  have  the  new  schedules  for  obstetrics 
and  gynecology,  radiology,  and  clinical  pathol- 
ogy adopted  shortly. 

In  view  of  the  foregoing,  your  chairman  is 
strongly  of  the  opinion  that  the  Medical  Society 
of  the  State  of  New  York  should  revise  its  entire 
position  with  respect  to  Medicaid.  He  makes 
the  following  recommendations  to  the  House  of 
Delegates: 

1.  That  the  Medical  Society  of  the  State  of 
New  York  publicly  withdraw  any  approval  of 
the  Medicaid  program  as  it  is  currently  being 
administered,  on  the  basis  that  it  is  not  meeting 
the  need  of  the  people  it  was  intended  to  assist, 
that  it  is  unnecessarily  burdensome  on  the  phy- 
sicians of  the  State,  and  that  there  has  been  no 
identifiable  progress  toward  a consistent  or  use- 
ful program  in  the  ten  months  of  its  existence. 

2.  That  the  President  of  the  Medical  Society 
of  the  State  of  New  York  proceed  immediately 
to  appoint  the  proposed  regional  fee  determina- 
tion committees,  with  or  without  the  participa- 
tion of  the  district  and  regional  health  and  wel- 
fare agencies,  and  that  these  committees  begin 
to  study  fees  in  their  respective  areas.  Specific 
fee  information  will  be  necessary  for  all  future 
discussions  and  negotiations,  and  there  is  none 
available  to  the  Society  at  present.  The  ap- 
pointments to  the  committees  should  be  made 
by  the  president  on  the  basis  of  nominations  or 
recommendations  from  the  county  societies 
and/or  district  branches  involved  in  each  area. 

3.  That  the  House  of  Delegates  reconsider  its 
decision  that  the  “usual,  customary,  and  pre- 
vailing” method  of  fee  determination  be  used 
without  exception  in  negotiating  physicians’ 
fees.  The  object  is  to  achieve  fees  that  are  the 
equivalent  of  those  normally  charged  private 
patients  and  to  develop  a fee  structure  that  re- 
flects regional  differences  and  is  responsive  to 
changes  in  general  costs.  This  aim  can  be  ac- 
complished by  other  means,  including  the  use 
of  the  Relative  Value  Scale  with  regional  multi- 
pliers to  allow  for  differences  in  costs  and  phy- 
sicians’ customs  in  setting  fees. 

4.  That  the  Medical  Society  of  the  State  of 
New  York  make  any  future  approval  of  the 
Medicaid  program  contingent  on  the  implemen- 
tation of  regulations  and  procedures  that  meet 
the  program’s  stated  purposes  and  accord  phy- 
sicians and  other  suppliers  of  services  fair  treat- 
ment. 

5.  That  the  Medical  Society  of  the  State  of 
New  York  call  on  Governor  Nelson  A.  Rocke- 
feller to  take  the  following  steps  immediately: 

a.  To  instruct  the  State  Departments  of 
Health  and  Social  Welfare  to  submit  detailed 
and  workable  plans  for  the  centralized  and  uni- 
form administration  of  the  Medicaid  program. 
These  plans  should  include  specific  proposals 
for  the  dissemination  of  information  to  the  pub- 
lic and  to  physicians,  details  of  enrollment,  rec- 
ord-keeping, billing  requirements,  and  reim- 
bursement to  the  providers  of  services. 

b.  To  instruct  the  State  Departments  of 
Health  and  Social  Welfare  to  create  and  enforce 
satisfactory  standards  of  performance  for  dis- 
trict health  and  welfare  agencies  in  the  adminis- 


tration of  their  local  plans. 

c.  To  support  the  establishment  of  eligibility 
for  Medicaid  assistance  at  income  levels  that 
would  reduce  the  beneficiaries  to  a number  that 
local  and  State  health  and  welfare  agencies  can 
administer  efficiently. 

d.  To  instruct  the  Departments  of  Health 
and  Social  Welfare  to  encourage  their  district 
and  regional  offices  to  employ  the  Medicare  in- 
termediaries in  the  administration  of  Medicaid. 

e.  In  keeping  with  his  avowed  policy,  to 
instruct  the  Director  of  the  Budget  to  adopt,  at 
the  earliest  possible  moment,  a system  of  fee 
determinations  for  providers  of  health  services 
that  will  result  in  reimbursement  at  the  usual, 
customary,  or  reasonable  rate,  and  to  enforce 
payment  of  those  rates  at  the  local  or  district 
level.  One  form  of  such  fee  determination 
could  be  the  “usual,  customary,  and  prevailing” 
concept  as  it  is  applied  in  Medicare. 

Y our  committee  and  its  chairman  regret  their 
inability  to  report  greater  progress.  In  the 
opinion  of  your  chairman,  the  foregoing  rec- 
ommendations represent  the  only  logical  posi- 
tion that  the  Medical  Society  of  the  State  of 
New  York  can  take,  in  view  of  the  chaotic  and 
ineffectual  state  of  the  Medicaid  program  at  this 
time.  This  does  not  preclude  your  committee 
from  continuing  to  advise  the  agencies  responsi- 
ble for  the  administration  of  the  program  nor 
physicians  from  cooperating  with  or  participa- 
ting in  it. 

Respectfully  submitted, 

George  Himler,  M.D.,  Chairman 

Report  of  Reference  Committee  on 
Medicare  and  Medicaid:  The  following  re- 
port was  presented  by  Albert  B.  Accettola, 
M.D.,  chairman. 

In  studying  these  reports,  your  reference  com- 
mittee feels  that  Dr.  Himler  and  his  committee 
did  an  outstanding  job  of  representing  the  Medi- 
cal Society  of  the  State  of  New  York  in  negotiat- 
ing with  the  State  agencies.  The  position  of 
this  committee  was  always  consistent  with  the 
recommendations  that  the  State  Society  man- 
dated at  the  special  session  of  the  House  of  Dele- 
gates, May  26,  1966.  We  also  recognize  the 
frustrations  that  were  encountered  in  the  many 
meetings  held.  We  were  greatly  impressed 
by  the  conclusions  in  the  supplementary  report. 

The  following  resolution  embodying  these 
conclusions  is  submitted  by  your  reference  com- 
mittee for  approval  by  the  House: 

Whereas,  The  Advisory  Committee  to  the 
New  York  State  Interdepartmental  Com- 
mittee on  Health  Economics  has  negotiated 
repeatedly  with  representatives  of  the  State  of 
New  York  during  the  past  nine  months  in  an 
attempt  to  make  Medicaid  serve  the  best 
interests  of  the  people  of  the  State;  and 

Whereas,  The  recommendations  of  the 
Medical  Society  of  the  State  of  New  York  at 
the  special  session  of  its  House  of  Delegates 
on  May  26,  1966,  have  only  been  partially 
implemented;  and 

Whereas,  Repeated  promises  have  been 
made  and  later  broken;  and 
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Whereas,  The  Medicaid  program  appears 
to  be  degenerating  into  nothing  more  than  an 
expanding  welfare  program;  and 

Whereas,  This  trend  is  “short  changing’’ 
our  citizens  by  stigmatizing  them  as  second 
class  citizens;  and 

Whereas,  The  Social  Welfare  Department 
has  not  only  failed  to  develop  a coordinated 
State  program  but  has  been  plagued  by  red 
tape,  indecision,  and  utter  confusion;  and 

Whereas,  The  substandard  payments  of 
services  rendered  have  been  delayed  several 
months  even  when  honored;  and 

Whereas,  Current  negotiations  have 
reached  a veritable  impasse;  now  therefore  be 
it  hereby 

Resolved,  That  the  Medical  Society  of 
the  State  of  New  York  inform  all  concerned  of 
its  untiring  efforts  on  behalf  of  the  people 
of  the  State  of  New  York  to  make  Medicaid  a 
constructive,  workable  plan  consistent  with 
the  intent  of  Federal  Public  Law  89-97;  and 
be  it  further 

Resolved,  That  until  substantial  evidence 
is  forthcoming  from  State  government  rep- 
resentatives that  they  intend  to  honor  their 
commitments  to  the  people  of  the  State  of  New 
York,  the  Medical  Society  of  the  State  of  New 
York  has  no  other  choice  than  to  disapprove 
the  Medicaid  program  as  administered  at  the 
present  time;  and  be  it  further 

Resolved,  That  the  contents  of  this  resolu- 
tion be  given  the  widest  publicity  utilizing 
all  communications  media  in  order  to  inform 
the  Governor,  the  State  Legislators,  Federal 
Legislators,  State  Health  Department,  State 
Social  Welfare  Department,  State  Division 
of  the  Budget,  Department  of  Health, 
Education,  and  Welfare,  all  New  York  State 
physicians,  and  the  general  public;  and  be  it 
further 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  adopt  the  recommenda- 
tions embodied  in  the  supplementary  report 
and  that  suitable  abstracts  of  the  supple- 
mentary report  be  prepared  by  the  Advisory 
Committee  and  sent  to  the  Governor,  the 
Secretary  of  Health,  Education,  and  Welfare, 
and  other  appropriate  agencies;  and  be  it 
further 

Resolved,  That  the  Advisory  Committee 
continue  its  efforts  to  assist  the  responsible 
State  government  officials  and  agencies  in 
making  a currently  inadequate  and  inoperable 
program  workable. 

The  House  voted  unanimously  to  adopt  the 
reference  committee  report  * 

67-71.  Qualifications  for  Physicians  to  Participate 
in  Medicaid  Program 

Introduced  by  Irving  G.  Frohman,  M.D., 
Queens,  as  an  individual 

* Speaker  Himler  called  the  attention  of  the  House  to  the 
fact  that  recommendation  number  3 of  the  Supplementary 
Report  was  negated  by  the  adoption  of  amended  resolution 
67—21  and  that  this  recommendation  would  be  deleted  from 
the  report  before  it  was  distributed  or  abstracts  were  made 
to  be  sent  to  the  Governor,  Secretary  of  Health,  Education, 
and  Welfare,  and  others. 


Whereas,  Legal  counsel  of  the  State  De- 
partment of  Health,  following  consultation 
with  the  Attorney-General,  has  determined 
that  licensed  chiropractors  are  included  as 
providers  of  service  under  the  1966  Medicaid 
law,  without  qualifying  criteria;  and 

Whereas,  Sections  363  and  363a  of  the 
(NYS)  Social  Welfare  Law  defines  medical 
assistance  as  any  “type  of  remedial  care  rec- 
ognized under  State  law,  furnished  by  li- 
censed practitioners  within  the  scope  of  their 
practice  as  defined  by  State  law”;  and 

Whereas,  Subdivision  2 of  S-385a  of  the 
(NYS)  Social  Welfare  Law  defines  medical 
assistance  and,  in  effect,  includes  all  of  the 
care  and  services  specified  in  the  Federal  and 
State  statutes;  and 

Whereas,  The  inclusion  of  the  wording 
“qualified”  as  applying  to  licensed  physicians 
under  the  State  Medicaid  law  appears  to 
violate  the  above  citations;  now  therefore 
be  it  hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  take  appropriate  action  to 
insure  that  licensed  physicians  within  the 
scope  of  their  practice  be  deemed  “qualified” 
under  the  provisions  of  Sections  363  and  363a 
of  the  (NYS)  Social  Welfare  Law;  and  be  it 
further 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  take  appropriate  action, 
to  include  legal  process,  if  necessary. 

Report  of  Reference  Committee  on 
Medicare  and  Medicaid:  The  following  re- 
port was  presented  by  Albert  B.  Accettola, 
M.D.,  chairman. 

Your  reference  committee  has  evaluated  this 
resolution  and  sought  legal  counsel  on  this  mat- 
ter. The  law  requires  the  Department  of 
Health  to  establish  standards  of  qualifications. 
The  qualifications  announced  by  the  State 
Health  Commissioner  have  been  acceptable  to 
our  colleagues  for  years.  Therefore,  the  ref- 
erence committee  recommends  disapproval  of 
this  resolution. 

The  House,  after  discussion,  voted  to  table  this 
portion  of  the  reference  committee  report  ( see 
report  of  Reference  Committee  on  Standards  of 
Medical  Care,  page  1553). 

The  House  voted  to  adopt  the  reference  commit- 
tee report  as  a whole  as  amended. 


Public  Health  and  Education 

Commission  on  Public  Health  and  Education 

To  the  House  of  Delegates,  Gentlemen: 

The  Commission  on  Public  Health  and  Educa- 
tion has  the  following  membership: 

Irving  L.  Ershler,  M.D.,  Chairman . Onondaga 


Franklyn  B.  Amos,  M.D Albany 

Norman  J.  Ashenburg,  M.D Monroe 

Frederick  Beck,  M.D Tompkins 

Marvin  A.  Block,  M.D Erie 
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Matthew  Brody,  M.D Kings 

Arthur  J.  Cracovaner,  M.D New  York 

Irving  Cramer,  M.D Oneida 

James  I.  Farrell,  M.D Oneida 

Marjorie  H.  Greene,  M.D Nassau 

Frederick  A.  Groff,  Jr.,  M.D Schenectady 

Milton  B.  Handelsman,  M.D Kings 

Milton  Helpern,  M.D New  York 

Edward  C.  Hughes,  M.D Onondaga 

Harry  S.  Lichtman,  M.D Kings 

Edward  J.  Lorenze,  M.D Westchester 

Jason  K.  Moyer,  M.D Broome 

Kenneth  B.  Olson,  M.D Albany 

Samuel  R.  Powers,  Jr.,  M.D Albany 

Charles  D.  Sherman,  Jr.,  M.D Monroe 

Norman  Simon,  M.D New  York 


The  Commission  on  Public  Health  and  Edu- 
cation notes  with  sorrow  the  death  on  April  5, 
1966,  of  its  chairman  for  the  past  eight  years, 
James  Greenough,  M.D.  We  have  in  the  past 
months  attempted  to  follow  through  with  the 
many  projects  so  ably  carried  on  by  Dr.  Green- 
ough. 

Cooperation  with  New  York  State  De- 
partment of  Health.  The  Commission  met 
with  representatives  of  the  New  York  State 
Department  of  Health  on  June  15,  1966,  at  the 
State  Health  Department  in  Albany.  Nine- 
teen of  the  Commission’s  committees  were  repre- 
sented at  the  six-hour  meeting,  which  was  at- 
tended by  Hollis  S.  Ingraham,  M.D.,  commis- 
sioner; Granville  W.  Larimore,  M.D.,  first 
deputy  commissioner;  Andrew  C.  Fleck,  Jr., 
M.D.,  deputy  commissioner;  Robert  P.  Whalen, 
M.D.,  deputy  commissioner;  Robert  F.  Korns, 
M.D.,  assistant  commissioner;  and  the  direc- 
tors of  bureaus  of  the  State  Health  Department. 
Also  present  were  Henry  I.  Fineberg,  M.D., 
executive  vice-president,  and  J.  Richard  Burns, 
Esq.,  assistant  executive  vice-president. 

This  was  an  unusually  successful  meeting, 
which  pointed  up  the  fact  that  the  many  changes 
in  legislation  with  regard  to  pure  water;  air 
pollution;  Medicare;  Medicaid;  Heart,  Can- 
cer, and  Stroke;  and  nursing  homes,  have  re- 
sulted in  a state  of  transition,  negotiation,  and 
struggle,  which  makes  it  even  more  important 
to  continue  the  past  great  solidarity  and  co- 
operation between  the  State  Health  Department 
and  the  Medical  Society  of  the  State  of  New 
York. 

Some  of  the  many  areas  of  cooperation  be- 
tween the  Department  and  the  State  Society 
during  the  past  year  were:  the  very  successful 
Conference  on  Coronary  Care  Units  in  Syracuse; 
the  Cardiac  Arrest  Programs  held  throughout 
the  State;  the  setting  up  of  a proctosigmoidos- 
copy teaching  program  in  Syracuse;  the  two- 
day  courses  on  prevention  and  control  of  infec- 
tion in  hospitals,  scheduled  for  Albany,  West- 
chester, Rochester,  and  Buffalo  during  the 
next  eight  months;  the  Joint  Continuation 
Education  Program;  and  the  expanded  measles 
immunization  program  to  eliminate  measles 
as  an  acute  illness  and  as  a cause  of  serious  dis- 
ability such  as  mental  retardation. 

The  format  of  the  Joint  Continuation  Educa- 
tion Program  has  been  altered  slightly  to  per- 


mit the  use  of  teaching  days.  Experience  has 
demonstrated  that  these  are  not  only  popular, 
but  fruitful  in  many  areas  of  the  State. 

Committees.  The  name  of  the  Committee 
on  Diabetes  has  been  changed  to  the  Committee 
on  Metabolic  Diseases,  and  its  scope  has  been 
increased  to  include  all  matters  dealing  with 
metabolic  problems. 

The  name  of  the  Committee  on  Public  Health 
has  been  changed  to  the  Committee  on  Infec- 
tious Diseases.  The  following  subcommittees 
have  been  authorized:  Venereal  Disease,  Hos- 
pital Epidemiology,  Preventive  Medicine,  Trop- 
ical Diseases,  Public  Health  Education,  and 
Liaison. 

A Committee  on  Health  Manpower  has  been 
established  to  deal  with  the  increasing  number 
of  problems  concerning  paramedical  personnel. 

Meetings  Attended.  In  my  official  ca- 
pacity as  chairman,  I attended  the  annual 
sessions  of  the  American  Heart  Association  in 
New  York  City  and  the  Quackery  Conference 
at  State  University  of  New  York  at  Cortland. 
The  program  for  this  conference  was  developed 
by  the  Committee  on  Quackery  in  conjunction 
with  the  Division  of  Communications  and  the 
Public  Relations  Committee.  Arrangements 
for  the  meeting  were  made  by  the  Department 
of  Health  Education  at  the  State  University  at 
Cortland. 

Your  chairman  also  attended  a conference 
on  the  implementation  of  Title  19  in  New  York 
State.  This  was  a forum  with  panel-type 
discussion  produced  by  the  Communications 
Division  and  the  Public  Relations  Committee. 
Participating  in  the  program  were  James  M. 
Blake,  M.D.,  president;  Hollis  S.  Ingraham, 
M.D.,  commissioner  of  health;  George  K. 
Wyman,  commissioner  of  social  welfare;  and 
Aubrey  D.  Gates,  director  of  the  Field  Sendee 
Division  of  the  American  Medical  Association. 

Forensic  Medicine  Symposium.  The 
fourth  annual  symposium  on  Forensic  Medicine, 
Saturday  and  Sunday,  October  8 and  9,  1966, 
at  the  Office  of  the  Chief  Medical  Examiner  of 
New  York  City,  was  enthusiastically  received. 
Sixty-one  physician  coroners,  medical  examiners, 
forensic  pathologists,  investigators,  and  other  in- 
terested persons  attended  the  sessions.  Our  con- 
gratulations and  thanks  go  to  Milton  Helpern, 
M.D.,  for  again  presenting  a very  worthwhile 
teaching  program. 

Miscellaneous.  We  have  been  interested 
to  learn  that  the  Committee  on  Cancer  has 
announced  the  formation  of  district  cancer 
committees  in  the  Fifth  and  Sixth  District 
Branches  to  coordinate  and  implement  cancer 
activities  in  those  districts.  It  is  hoped  that 
other  such  committees  will  be  formed. 

The  Quackery  Conference,  November  9, 
1966,  at  the  State  University  of  New  York  at 
Cortland,  was  attended  by  approximately  400 
individuals  interested  in  health  education. 

Your  attention  is  called  to  the  reports  of  the 
committees  which  show  their  many  activities 
during  the  past  year. 
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Acknowledgments.  I extend  my  thanks 
to  the  members  of  the  committees  as  well  as  to 
the  members  of  the  Commission  for  their  as- 
sistance in  carrying  on  the  work  of  this  Com- 
mission. 

The  Commission  is  extremely  grateful  to 
Hollis  S.  Ingraham,  M.D.,  and  his  staff  at  the 
New  York  State  Department  of  Health.  It  is 
only  by  reason  of  their  cooperation  and  assist- 
ance that  the  work  of  this  Commisson  can  be 
implemented  so  effectively. 

The  chairman  of  the  Commission  wishes  at 
this  time  to  express  sincere  gratitude  and  ap- 
preciation to  Miss  Gretchen  Wunsch.  Without 
her  none  of  this  would  have  been  possible. 
Respectfully  submitted, 

Irving  L.  Ershler,  M.D.,  Chairman 

Report  of  Reference  Committee  on 
Public  Health  and  Education:  The  follow- 
ing report  was  presented  by  George  M.  Saypol, 
M.D.,  chairman. 

The  report  of  the  Commission  on  Public 
Health  and  Education  was  reviewed  and  ac- 
cepted. 

Dr.  Irving  L.  Ershler,  chairman  of  the  Com- 
mission, elaborated  on  this  report.  He  men- 
tioned again  the  continuing  splendid  cooperation 
given  the  Society  by  Hollis  S.  Ingraham,  M.D., 
and  his  staff  at  the  State  Department  of  Health. 
Dr.  Ershler  also  strongly  supported  the  efforts 
of  Dr.  Milton  Helpern  to  effect  improvements  in 
the  cardiopulmonary  teaching  program. 

We  were  reminded  that  the  name  of  the  Com- 
mittee on  Diabetes  has  been  changed  to  the 
Committee  on  Metabolic  Diseases  and  that  its 
scope  has  been  increased  to  include  all  matters 
dealing  with  metabolic  problems. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

Accident  Prevention 

To  the  House  of  Delegates,  Gentlemen: 

The  following  are  members  of  the  Committee 
on  Accident  Prevention: 

Irving  Cramer,  M.D.,  Chairman.  ...  Oneida 

C.  Douglas  Darling,  M.D Tompkins 

James  E.  Holmblad,  M.D Schenectady 

Robert  H.  Kennedy,  M.D New  York 

John  D.  States,  M.D Monroe 

The  committee  held  a telephone  conference 
meeting  on  October  24,  1966,  to  discuss  Federal 
highway  safety  legislation,  namely,  Public 
Law  89—563  and  Public  Law  89—564,  copies  of 
which  had  been  sent  to  the  members. 

The  entire  committee  reviewed  the  Highway 
Safety  Program  of  the  Federal  government  and 
strongly  endorsed  the  implementation  of  the 
program  in  New  York  State.  It  is  noted  that 
this  program  includes  the  appointment  of  a 
National  Advisory  Council  for  Highway  Safety. 
Because  of  the  leadership  and  interest  of  the 
State  of  New  York  in  this  type  of  activity,  the 
committee  recommends  that  a representative 
from  this  State,  and,  particularly,  a physician 


representative  who  is  interested  in  this  program, 
be  considered  for  appointment  as  a member  of 
this  Council.  The  committee  also  recommends 
endorsement  of  the  program  of  the  Department 
of  Motor  Vehicles  of  the  State  of  New  York 
for  having  accident  investigating  teams  at 
various  centers. 

There  was  considerable  discussion  with  re- 
gard to  the  recent  ambulance  legislation  in  the 
State  of  New  York,  and  it  was  pointed  out 
that  there  are  difficulties  in  the  smaller  com- 
munities in  providing  such  services  under  the 
new  law  and  that  there  is  a need  for  regu- 
lation of  the  speed  of  ambulances.  The 
committee  was  unanimous  in  feeling  that  the 
implementation  of  the  ambulance  law  in  its 
present  state  should  be  delayed  pending  con- 
sideration of  its  effect  on  the  small  community 
which  has  volunteer  ambulance  service,  and 
often  has  a funeral  director  who  provides  the 
ambulance  service.  It  is  feared  that  immediate 
implementation  of  this  law  in  the  small  com- 
munities will  result  in  no  ambulance  being 
available.  Copies  of  this  ambulance  law  are 
being  procured  for  members  of  the  committee 
who  will  study  it  further  and  make  other  rec- 
ommendations at  a later  date. 

Your  chairman  attended  the  meeting  of  the 
Commission  on  Public  Health  and  Education  in 
Albany  in  June  and  has  been  active  in  support- 
ing the  safety  and  highway  legislation  of  the 
State  of  New  York,  including  the  State  Re- 
search Project  for  a model  safe  automobile. 
The  motorcycle  regulations  passed  by  the 
State  of  New  York  to  be  effective  January,  1967, 
were  discussed  and  approved  by  the  com- 
mittee, with  members  of  the  committee  feel- 
ing that  this  law  should  be  strengthened  with 
further  regulations,  particularly  in  the  form  of 
“crash  bars”  for  additional  safety  for  motor- 
cycles. 

The  committee  plans  to  meet  again  before 
the  annual  convention. 

Respectfully  submitted, 

Irving  Cramer,  M.D.,  Chairman 

Report  of  Reference  Committee  on 
Public  Health  and  Education:  The  follow- 
ing report  was  presented  by  George  M.  Saypol, 
M.D.,  chairman. 

The  report  of  the  Committee  on  Accident  Pre- 
vention was  reviewed  and  accepted.  A rec- 
ommendation was  approved  that  the  name  of  this 
committee  be  changed  to  the  Accident  and  In- 
jury Prevention  Committee. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

Aging  and  Nursing  Homes 

Report  of  Reference  Committee  on 
Public  Health  and  Education:  The  follow- 
ing report  was  presented  by  George  M.  Saypol, 
M.D.,  chairman. 

No  report  was  submitted  by  the  Committee 
on  Aging  and  Nursing  Homes  since  the  useful- 
ness of  such  a report  was  precluded  by  the 
formulation  of  the  new  Code  for  Nursing  Home 
Accreditation. 
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The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

Alcoholism  and  Drug  Abuse  (Annual) 

To  the  House  of  Delegates,  Gentlemen: 

The  membership  of  the  Committee  on 
Alcoholism  and  Drug  Abuse  is  as  follows: 

Marvin  A.  Block,  M.D.,  Chairman.  . . .Erie 


William  Antopol,  M.D New  York 

Stanley  E.  Gitlow,  M.D New  York 

Donald  B.  Louria,  M.D New  York 

Alvin  R.  Yapalater,  M.D Westchester 


The  field  of  the  Committee  on  Alcoholism  and 
Drug  Abuse  has  expanded  beyond  that  of 
opium  and  its  derivatives.  It  now  covers  a 
spectrum  from  alcohol,  marijuana,  barbiturates, 
amphetamines,  and  methadone  to  glue.  Added 
to  this  is  a class  of  drugs  which  are  not  neces- 
sarily habit-forming  but  still  dangerous  in  the 
hands  of  the  irresponsible  and  uninformed. 
These  have  currently  aroused  popular  and 
scientific  interest  and  are  known  as  hallucino- 
gens, also  termed  psychotomimetic  or  psy- 
chedelic, the  latter  indicating  “mind-revealing.” 
These  include  lysergic  acid  diethylamide  (LSD) , 
mescaline,  psilocybin,  and  bufotenin. 

The  control  of  the  supply  of  these  substances 
is  extremely  complex  since  traffic  in  them  can  be 
initiated  through  a dealer  in  basic  or  inter- 
mediate chemicals,  the  small  but  sophisticated 
laboratories,  and  the  ordinary  crime  syn- 
dicates and  pushers.  To  complicate  the  prob- 
lem even  further,  common  plant  substances, 
such  as  morning  glory  seeds,  which  are  easily 
available,  contain  lysergic  acid  amide  and  other 
psychedelic  substances.  Ingestion  of  these 
can  produce  “wild  reactions”  which,  although 
milder  than  those  of  LSD,  may  have  profound 
effects  in  large  doses. 

In  addition  to  the  barbiturates  and  am- 
phetamines, it  may  be  anticipated  that  meth- 
aqualone,  an  antimalarial  drug  used  in  Africa, 
which  is  also  a sedative  and  hypnotic  drug,  will 
ultimately  reach  our  shores,  as  will  phen- 
metrazine  which  is  being  used  in  England  under 
the  name  “Sweeties.”  The  committee  is  con- 
sidering a suggestion  that  a program  with  re- 
gard to  the  nonhabit-forming  but  still  dangerous 
drugs,  as  well  as  the  habit-forming  ones,  be 
arranged  for  a future  annual  convention. 

The  General  Session  on  “Medical  Aspects  of 
the  Treatment  of  Narcotic  Addiction”  held  at 
the  1966  annual  convention  was  arranged  so 
that  those  concerned  with  the  operation  of 
ongoing  narcotic  programs  were  afforded  an 
opportunity  to  be  heard.  The  program  was 
broad  based,  and  included  most  modalities  of 
treatment,  thus  serving  as  an  excellent  review 
of  the  various  forms  of  current  narcotic  therapy. 
The  ideas  presented  at  times  generated  con- 
siderable and  heated  discussion. 

The  question  of  baselines  for  evaluating  the 
various  programs  was  discussed,  as  were  the 
anticipated  difficulties  in  setting  up  specific 
criteria.  All  programs  are  not  comparable  as 
regards  common  denominators  and  each  in- 
volves one  or  more  different  elements  of  the 
over-all  problem  of  addiction;  that  is,  (1) 


basic  psychiatric  status  of  the  individual; 
(2)  overlay  of  the  underlying  psychiatric  status 
by  addiction;  (3)  psychiatric  and  medical 
status  during  withdrawal  or  detoxification; 
(4)  the  postwithdrawal  and  prerelease  in- 
doctrination; and  (5)  the  postrelease  control, 
including  halfway  houses,  self-help,  and  other 
programs,  as  well  as  ambulatory  narcotic 
administration. 

In  deciding  on  aims  and  goals  of  the  over-all 
narcotics  treatment  problem,  two  categories  are 
to  be  delineated — those  to  be  evaluated  in  the 
light  of  present  knowledge  and  those  to  be 
evaluated  on  the  basis  of  the  ultimate  goal, 
that  of  completely  solving  the  problem.  The 
latter  requires  specified  creative  and  visionary 
project-oriented  investigations,  such  as  de- 
velopment of  methods  for  retaining  the  seda- 
tive and  analgesic  effects  of  narcotics  while 
eliminating  the  addiction  and  dependency  on 
narcotic  drugs.  It  must  be  stressed  that  the 
addictive  nature  of  a drug  is  the  crucial  factor 
which  must  be  controlled  in  order  to  provide 
an  ultimate  cure. 

During  a meeting  of  the  committee  the 
question  was  raised  as  to  whether  or  not  school 
physicians  were  paying  adequate  attention  to 
the  physical  examination  of  students  as  regards 
narcotics  addiction.  The  subject  was  surveyed 
by  the  committee  and  it  was  found  that  in  the 
City  of  New  York  under  the  aegis  of  Sidney 
Leibowitz,  M.D.,  the  medical  director  of  the 
Board  of  Education,  and  Dr.  Richard  Lubell, 
the  associate  superintendent,  school  physicians 
and  nurses,  as  well  as  teachers,  are  specifically 
indoctrinated  to  look  for  puncture  marks  or 
scars,  pinpoint  pupils,  as  well  as  “nodding” 
and  drowsiness  of  the  students.  An  excellent 
20-page  bulletin,  “Teen-Age  Narcotic  Addic- 
tion and  Abuse  of  Chemical  Products,”  has 
been  distributed  widely  by  the  Board  of  Educa- 
tion of  the  City  of  New  York. 

Under  discussion  was  whether  or  not  urine 
examination  for  narcotics  and  other  drugs  would 
be  helpful  in  seeking  out  addicts.  Such  surveys 
could  be  employed  for  all  high-risk  populations. 
However,  besides  intrusion  of  privacy,  it  was 
pointed  out  that  obtaining  urine  specimens  in 
the  course  of  routine  physical  examinations 
would  be  fraught  with  great  legal  obstacles  in 
the  event  such  analyses  revealed  addiction,  since 
the  result  of  the  contemplated  procedures  would 
be  subject  to  “turnover  to  the  authorities.” 
The  results  in  all  likelihood  would  be  inadmis- 
sible as  a violation  of  the  Fourth  Amendment 
which  protects  against  unreasonable  search  and 
seizure,  since  the  courts  zealously  protect  in- 
dividual rights  and  frown  on  “roundabout 
methods”  on  the  part  of  officials.  In  the  case  of 
school  children,  this  attitude  would  be  even 
more  likely  because  the  law  is  especially 
solicitous  of  minors,  even  when  parental  per- 
mission is  obtained.  A similar  climate  exists 
when  dealing  with  individuals  without  sus- 
picion of  guilt. 

It  has  been  suggested  also  that  it  would  be 
worth  while  to  survey  not  only  high-risk  popula- 
tions, but  all  apprehended  individuals  who  are 
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committed  to  jail,  and  even  those  who  volun- 
tarily submit  to  in-hospital  detoxification, 
particularly  in  the  winter  season — a long  period 
of  rest  and  comfort  being  a great  temptation. 
All  of  the  above  surveys  could  provide  fruitful 
and  meaningful  statistics  relating  to  the  in- 
cidence of  the  use  of  narcotics  in  various  popula- 
tions, as  well  as  significant  secondary  and  even 
more  remote  relationships  to  the  non-narcotic 
population. 

Mention  was  made  of  the  new  narcotic  law 
in  relation  to  narcotic  addiction  and  its  effect 
on  the  attitude  of  the  addict.  The  question  of 
voluntary  appearance  for  treatment  was  dis- 
cussed in  the  light  of  the  “very  long  range  re- 
sponsibility” of  the  individual. 

Your  chairman  expresses  his  appreciation  to 
William  Antopol,  M.D.,  for  representing  this 
committee  at  the  meeting  of  the  Commission  in 
Albany,  where  he  presented  the  above  summary. 

The  committee  suggests  that,  because  of  the 
heightened  interest  in  the  dangers  of  alcohol, 
1968  would  be  an  excellent  time  for  a com- 
prehensive program  on  alcoholism  for  presenta- 
tion at  the  annual  convention.  This  committee 
will  be  happy  to  arrange  such  a program. 

Respectfully  submitted, 

Marvin  A.  Block,  M.D.,  Chairman 

Alcoholism  and  Drug  Abuse  (Supplementary) 

To  the  House  of  Delegates,  Gentlemen: 

The  Committee  on  Alcoholism  and  Drug 
Abuse  met  on  December  16,  1966.  The  follow- 
ing matters  were  considered  and  acted  on: 

Alcoholism.  Criteria  for  Admission  to  Gen- 
eral Hospitals  of  Patients  Suffering  from  Al- 
coholism— Drs.  Block  and  Gitlow  were  appointed 
to  draw  up  criteria  for  admission  to  general 
hospitals  of  patients  suffering  from  alcoholism. 
The  American  Medical  Association  has  sug- 
gested that  the  Joint  Commission  on  Accredita- 
tion of  Hospitals  review  its  accreditation  poli- 
cies to  include  the  admission  to  general  hospitals 
of  patients  suffering  from  alcoholism.  The 
purpose  would  be  not  only  to  serve  the  public  to 
a greater  extent  by  admitting  patients  with  al- 
coholism, but  also  to  clear  the  admitting  di- 
agnoses where  patients  suffering  from  alcoholism 
have  been  admitted  without  subterfuge  di- 
agnoses. A further  purpose  would  be  to  en- 
hance the  education  of  house  staffs — interns  and 
residents — by  giving  them  clinical  experience 
in  the  care  of  alcoholic  patients. 

New  Organization  on  Alcoholism — Two  new 
organizations  on  alcoholism  have  been  formed. 
These  are  the  American  Medical  Society  on 
Alcoholism  (an  outgrowth  of  the  New  York 
City  Medical  Society  on  Alcoholism)  headed  by 
Arnold  Zentnor,  M.D.,  and  the  18-member 
National  Advisory  Committee  on  Alcoholism. 
The  new  committee  will  act  as  adviser  to  As- 
sistant Secretary  for  Health  and  Medical  Af- 
fairs, Philip  Lee,  M.D. 

Annual  Meeting — The  committee  plans  to 
present  to  the  convention  chairman  a suggested 
seminar  on  alcoholism  for  possible  presentation 
at  the  1968  convention  of  the  Medical  Society 
of  the  State  of  New  York. 


Drug  Abuse.  Baselines  for  Evaluating  the 
Various  Programs  on  Addiction — Drs.  Antopol, 
Yapalater,  and  Louria  were  appointed  to  draw 
up  criteria  for  the  evaluation  of  the  various 
programs  on  addiction,  to  be  presented  to  the 
Council  for  approval. 

Legislation  with  Regard  to  Syringes — The 
committee  feels  that  nothing  would  be  gained 
by  legislation  calling  for  an  accounting  on  every 
syringe  that  is  sold  as  far  as  the  addict  isconcerned 
since  the  addict  does  not  always  use  this  type  of 
syringe — or  any  syringe.  He  may  use  an  eye 
dropper. 

Annual  Meeting — The  committee  suggests 
that  an  excellent  subject  for  a panel  discussion 
at  the  1968  convention  would  be  “Barbiturates 
and  Sedative  Addiction.” 

Respectfully  submitted, 

Marvin  A.  Block,  M.D.,  Chairman 

Report  of  Reference  Committee  on 
Public  Health  and  Education:  The  follow- 
ing report  was  presented  by  George  M.  Saypol, 
M.D.,  chairman. 

The  reports  of  the  Committee  on  Alcoholism 
and  Drug  Abuse  were  reviewed  and  accepted. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

Cancer 

To  the  House  of  Delegates,  Gentlemen: 

Membership  of  the  Committee  on  Cancer  is  as 
follows: 

Charles  D.  Sherman,  Jr.,  M.D.,  Chairman. . . . 


Monroe 

Richard  D.  Brasfield,  M.D New  York 

Walter  T.  Murphy,  M.D Erie 

Kenneth  B.  Olson,  M.D Albany 

George  H.  Shields,  M.D Oneida 

Herbert  Volk,  M.D Westchester 


The  Committee  on  Cancer  has  had  a busy 
year.  Our  main  activities  can  be  listed  as 
follows: 

1.  At  our  instigation,  the  Medical  Society 
of  the  State  of  New  York  and  the  New  York 
State  Department  of  Health  joined  together 
in  developing  an  advisory  council  at  the  State 
level  for  the  various  regional  medical  programs 
for  Heart  Disease,  Cancer,  and  Stroke.  New 
York  State  already  has  a very  strong  cancer 
control  program  at  the  State  level,  and  it  was 
felt  that  coordination  of  this  program  with  the 
new  programs  being  set  up  on  a regional  basis 
would  be  valuable.  It  was  further  felt  that 
some  aspects  of  the  activities  of  regional  medical 
programs  need  significant  coordination  at  the 
State  level.  These  would  include  such  things 
as  a State-wide  educational  television  program, 
State-wide  tumor  registries,  heart  registries, 
and  so  forth;  a State-wide  cytology  program, 
and  the  like.  The  regional  medical  programs 
and  the  State-wide  coordination  are  just  now 
beginning  to  get  under  way. 

2.  A general  session  on  chemotherapy  for 
the  annual  convention  has  been  developed  and 
is  to  be  presented  from  the  practitioner’s 
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point  of  view.  The  panelists  will  be  Anthony 
Curreri,  M.D.,  professor  of  surgery.  University 
of  Wisconsin;  James  Holland,  M.D.,  chief  of 
medicine  A,  Roswell  Park  Memorial  Institute, 
Buffalo;  and  David  Karnofsky,  M.D.,  Sloan- 
Kettering  Institute,  New  York  City. 

3.  Your  committee  has  stimulated  the 
formation  and  continued  activity  of  a group 
of  tumor  clinic  directors,  both  in  New  York 
City  and  around  the  State.  We  feel  that  this 
is  particularly  important  as  the  newer  cancer 
programs  come  into  being. 

4.  We  have  had  an  active  program  of 
stimulating  the  supply  of  cytotechnicians. 
We  expect  a dramatic  increase  in  requirements 
for  this  very  valuable  tool  with  Medicaid  and 
Medicare  coming  into  being  and  are  asking 
State  and  local  groups  to  develop  better  pro- 
grams for  insuring  that  adequate  numbers  of 
cytotechnicians  are  trained. 

5.  We  are  cooperating  with  the  New  York 
State  Division  of  the  American  Cancer  Society 
in  a State-wide  program  aimed  at  better  con- 
trol of  carcinoma  of  the  colon,  which  is 
the  number  one  serious  cancer  in  the  country. 
Along  this  line,  through  the  Empire  State 
Medical,  Scientific  and  Educational  Founda- 
tion, we  have  asked  for  and  received  a Federal 
grant  to  develop  the  use  of  sigmoidoscopy  in 
the  Syracuse  area. 

6.  We  have  stimulated  the  development  of 
two  district  cancer  committees  which  are  being 
set  up  to  review,  coordinate,  and  implement 
cancer  activities  in  their  local  districts.  We 
feel  that  this  is  a better  mechanism  than  trying 
to  do  the  same  thing  by  counties. 

7.  Our  antismoking  program,  both  on  the 
State-wide  and  national  level,  has  stalled  some- 
what, and  we  are  again  trying  to  strengthen 
existing  programs  and  policies  against  this 
serious  public  health  hazard. 

8.  We  continue  to  be  concerned  about  the 
lack  of  adequately  trained  radiation  therapists, 
who  are  specialists  in  their  field,  the  care  of 
needs  of  cancer  patients  in  New  York  State. 
We  are  trying  to  stimulate  development  of  a 
State-wide  program  to  increase  the  supply  of 
such  trained  therapists.  A resolution  to  this 
effect  will  be  submitted  to  the  House  of  Dele- 
gates. 

9.  Close  cooperation  with  the  Bureau  of 
Cancer  Control  of  the  State  Health  Depart- 
ment continues  to  coordinate  our  activities 
and  our  information,  and  we  have  a significant 
number  of  duplicate  membership  in  these  two 
groups. 

10.  Liaison  with  the  American  College  of 
Surgeons  and  the  American  Cancer  Society 
is  achieved  by  having  representatives  from 
these  groups  attend  our  committee  meetings. 

11.  In  conclusion,  I believe  we  have  had  a 
very  active  year  and  I wish  to  thank  the  mem- 
bers of  my  committee  and  Miss  Gretchen 
Wunsch,  assistant  director  of  the  Division  of 
Scientific  Activities,  for  the  splendid  cooperation 
throughout  the  year. 

Respectfully  submitted, 

Charles  D.  Sherman,  Jr.,  M.D.,  Chairman 


Report  of  Reference  Committee  on 
Public  Health  ahd  Education:  The  follow- 
ing report  was  presented  by  George  M.  Saypol, 
M.D.,  chairman. 

The  Committee  on  Cancer  is  to  be  commended 
for  its  efforts  to  improve  cancer  care  by  increas- 
ing cooperation  with  the  American  Cancer  So- 
ciety, the  development  of  district  cancer  com- 
mittees, and  the  development  of  a consulting 
service  to  be  made  available  to  all  physicians 
without  charge. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

Cardiovascular  Disease 

To  the  House  of  Delegates,  Gentlemen: 

Members  of  the  Committee  on  Cardiovascular 
Disease  are: 

Marjorie  H.  Greene,  M.D.,  Chairman 


Nassau 

Charles  A.  Bertrand,  M.D Westchester 

Joseph  T.  Doyle,  M.D Albany 

Abraham  Jezer,  M.D Bronx 

Irwin  K.  Stone,  M.D Jefferson 


The  committee  met  on  October  19,  1966,  to 
discuss  its  program  for  the  coming  year. 
Stewart  Cooper,  M.D.,  director  of  the  Bureau  on 
Heart  Disease  of  the  New  York  State  Depart- 
ment of  Health,  successor  to  J.  G.  Fred  Hiss, 
M.D.,  who  has  retired  after  many  years  of 
service,  reported  on  the  excellent  program, 
conducted  jointly  by  the  Medical  Society  of  the 
State  of  New  York,  the  New  York  State  Heart 
Assembly,  and  the  New  York  State  Department 
of  Health,  on  Coronary  Care  Units  in  Syracuse 
the  weekend  of  September  10  and  11,  1966. 
This  conference  was  attended,  not  only  by 
people  from  all  over  New  York  State,  but  also 
by  representatives  from  the  entire  country. 

With  regard  to  the  Heart  Disease,  Cancer, 
and  Stroke  Program  in  New  York  State,  the 
committee  feels  that  while  the  larger  regional 
programs  are  being  delineated  and  implemented 
and  the  New  York  State  Committee  on  Heart 
Disease,  Cancer,  and  Stroke  is  working  out 
methods  for  utilizing  this  program  in  New  York 
State,  there  are  many,  many  areas  in  the  State 
which  will  be  at  the  periphery  and  that  it  is 
important  to  get  programs  on  cardiovascular 
disease  to  all  areas  of  New  York  State.  There- 
fore, the  committee  approved  a recommendation 
that  the  Joint  Cardiovascular  Disease  Commit- 
tee, consisting  of  representatives  of  the  New 
York  Heart  Assembly,  the  New  York  State 
Department  of  Health,  and  the  Cardiovascular 
Disease  Committee  of  the  State  Medical  So- 
ciety, be  reactivated.  This  joint  committee  was 
set  up  in  1964  and  presented  the  very  successful 
two-day  program  on  stroke  at  the  annual 
convention  of  the  Society  in  1965,  with  the 
cooperation  of  the  Section  on  Physical  Medicine 
and  Rehabilitation,  the  Section  on  Internal 
Medicine,  and  the  Section  on  Neurology  and 
Psychiatry.  This  program  was  followed  by  a 
program  in  Nassau  County.  The  joint  com- 
mittee became  inactive  when  the  New  York 
State  Committee  on  Heart  Disease,  Cancer,  and 
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Stroke  was  appointed  by  the  Governor  to  co- 
ordinate programs  at  the  State  level. 

In  reactivating  the  joint  committee,  the 
Committee  on  Cardiovascular  Disease  has 
appointed  one  of  its  members,  Charles  Bertrand, 
M.D.,  to  meet  with  Mr.  John  Connolly  of  the 
New  York  Heart  Assembly,  and  with  Dennis 
Young,  M.D.,  chairman  of  the  Post-Graduate 
Medical  Education  Committee  of  the  New  York 
Heart  Assembly,  to  discuss  ways  and  means  of 
implementing  this  program. 

Milton  Helpem,  M.D.,  chairman  of  the 
Committee  on  Forensic  Medicine  of  the  Com- 
mission on  Public  Health  and  Education,  has 
requested  that  the  philosophy  of  the  teaching 
of  closed  chest  cardiopulmonary  resuscitation  be 
reviewed  and  an  attempt  made  to  see  whether  or 
not  some  of  the  disastrous  complications  can  be 
eradicated. 

Dr.  Cooper  has  suggested  that  this  may  be  a 
good  year  to  reactivate  the  joint  teaching 
program  of  the  New  York  State  Department  of 
Health  and  the  State  Medical  Society  for  train- 
ing physicians  and  dentists  in  this  procedure. 
The  committee  expressed  itself  as  feeling  that 
this  program  should  be  given  in  the  smaller 
hospitals  throughout  the  State  rather  than  just 
in  the  large  medical  centers.  Your  chairman 
plans  to  contact  Dr.  Helpem  to  set  up  a joint 
committee  to  review  this  subject. 

Respectfully  submitted, 

Marjorie  H.  Greene,  M.D.,  Chairman 

Report  of  Reference  Committee  on 
Public  Health  and  Education:  The  follow- 
ing report  was  presented  by  George  M.  Saypol, 
M.D.,  chairman. 

The  report  of  the  Committee  on  Cardiovasc- 
ular Disease  was  reviewed  and  accepted. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

Chronic  Pulmonary  Disease 

To  the  House  of  Delegates,  Gentlemen: 

The  Committee  on  Chronic  Pulmonary 
Disease  is  composed  of  the  following  members: 

Frederick  Beck,  M.D.,  Chairman.  .Tompkins 


Harry  Golembe,  M.D Sullivan 

Frank  Clay  Maxon,  Jr.,  M.D Albany 

Carl  Muschenheim,  M.D New  York 


Marshall  Henry  Williams,  Jr.,  M.D..  .Bronx 

During  the  past  year  the  committee  has 
continued  to  represent  the  State  Society  at 
meetings  with  various  groups  working  in  the 
field  of  chronic  respiratory  diseases.  These 
include  the  New  York  State  Tuberculosis  and 
Respiratory  Disease  Association,  the  New  York 
State  Department  of  Health,  the  American 
Thoracic  Society,  and  the  New  York  Trudeau 
Society.  We  are  also  represented  on  the  board 
of  consultants  of  the  New  York  State  Tuber- 
culosis Hospitals. 

In  accordance  with  the  recommendation  of 
the  House  of  Delegates,  we  have  been  working 
with  the  New  York  State  Department  of 
Health  to  increase  the  treatment  facilities  for 
chronic  pulmonary  diseases.  The  proposals 


of  Medicare  and  Medicaid  proved  a source  of 
confusion  in  our  early  efforts  concerning  the 
provision  of  such  facilities  in  the  public  tuber- 
culosis hospitals,  and  we  were  unable  to  have 
the  needed  legislation  introduced  at  the  last 
session  of  the  Legislature.  However,  the  State 
Department  of  Health  is  in  accord  with  our 
suggestions,  and  on  October  13,  Governor 
Rockefeller  announced  a new  State  program 
providing  a number  of  beds  at  the  three  State 
tuberculosis  hospitals.  As  of  this  date  we  have 
no  information  on  the  eligibility  or  financial 
requirements,  nor  do  we  know  what  action  is 
required  of  the  next  Legislature  to  implement 
this  program. 

We  have  continued  to  support  the  activities 
of  the  American  Thoracic  Society  in  attempting 
to  improve  the  teaching  of  pulmonary  disease 
in  our  medical  schools  and  in  supporting  the 
development  of  research  programs  in  this  field. 
We  might  draw  attention  to  such  programs 
already  under  way  in  Erie  and  Queens  Counties. 
It  is  too  early  to  evaluate  properly  the  pul- 
monary disease  screening  program  done  by  the 
State  Department  of  Health  in  Columbia 
County  this  past  year  in  view  of  the  difficulty 
in  arranging  for  adequate  confirmatory  studies. 

We  were  pleased  that,  after  several  years  of 
effort,  a conference  was  arranged  on  tuberculin 
testing  of  school  children,  and  all  interested 
agencies  were  represented.  The  resulting 
manual  issued  by  the  New  York  State  Tuber- 
culosis and  Respiratory  Disease  Association 
should  be  of  great  assistance  in  clarifying  policy 
and  defining  definite  responsibilities  for  health 
department  and  school  medical  personnel. 

It  is  our  thought  that  the  Medicare  and 
Medicaid  programs  will  cause  an  increase  in 
the  demand  for  improved  diagnostic  and 
treatment  facilities  for  chronic  pulmonary 
disease  and  for  that  reason  we  believe  our 
efforts  to  expand  and  improve  such  facilities 
are  warranted. 

Respectfully  submitted, 

Frederick  Beck,  M.D.,  Chairman 

Report  of  Reference  Committee  on  Pub- 
lic Health  and  Education:  The  following  re- 
port was  presented  by  George  M.  Saypol, 
M.D.,  chairman. 

The  report  of  the  Committee  on  Chronic 
Pulmonary  Disease  was  reviewed  and  accepted. 

The  committee  expressed  its  approval  of  the 
development  of  centers  for  the  treatment  of 
chronic  pulmonary  disease. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

Continuing  Education 

To  the  House  of  Delegates,  Gentlemen: 

The  Committee  on  Continuing  Education 
consists  of  the  following  members: 

Franklyn  B.  Amos,  M.D.,  Chairman . Albany 

Marvin  L.  Bloom,  M.D Erie 

Richard  D.  Eberle,  M.D Onondaga 

Robert  Lee  Patterson,  Jr.,  M.D..  .New  York 

Theodore  J.  Prowda,  M.D Oneida 
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Actions  on  Resolutions  from  the  House 
of  Delegates. 

Resolution  64-44.  This  pertains  to  the  up- 
dating of  medical  education  for  all  physicians 
which  was  passed  by  the  House  of  Delgates  in 
1964  and  referred  to  the  Committee  on  Con- 
tinuing Education  for  further  study  and  im- 
plementation. Currently  a study  is  being 
conducted  in  association  with  the  Board  of 
Medical  Examiners,  the  State  Education 
Department,  and  the  Office  of  Professional 
Education,  New  York  State  Health  Department, 
of  the  amount  of  continuing  education  which 
physicians  take.  This  is  being  obtained  on  a 
questionnaire  included  with  registration  for 
1967-1968. 

The  information  will  be  coded,  punched  on 
cards,  and  transferred  to  electronic  tape  from 
which  information  will  be  taken  to  determine 
the  amount  of  continuing  education  now  taken 
by  physicians. 

Resolutions  65-7  and  65-47.  Resolutions 
65-7,  “Establishment  of  Standards  for  Surgical 
Technicians,”  and  65-47,  “Need  for  College 
Training  of  Medical  Technologists  or  Doctor’s 
Aides”: 

The  Community  College  Health  Careers 
Project  developed  by  a committee  chaired  by 
the  Associate  Commissioner  for  Higher  and 
Professional  Education,  State  Education  De- 
partment, and  which  included  the  Deputy  Com- 
missioner of  Health  of  the  State  Health  Depart- 
ment has  recently  reported  the  results  of  a 
State-wide  curriculum  study  of  a need  for  and 
development  of  programs  for  training  techni- 
cians for  the  health  field.  It  is  anticipated  that 
these  curricula  will  be  incorporated  in  the  two- 
year  community  college  programs.  They  in- 
clude 11  identified  health  technicians  but  recog- 
nize that  there  are  many  more.  One  of  the 
11  identified  programs  is  for  surgery  technicians. 

The  report  of  this  committee  has  been  ac- 
cepted by  the  State  University  of  New  York, 
and  steps  are  now  being  taken  to  develop 
the  proposed  courses.  The  report  identifies 
the  need  for  qualified  teachers  and  the  critical 
shortage  of  such  teachers.  It  is  anticipated 
that  these  curricula  will  be  developed  as  rapidly 
as  faculty  permits. 

The  above  was  reported  to  the  Executive 
Vice-President  and  was  accepted  by  the  Council 
on  June  24,  1966. 

Resolutions  65-30  and  66-43.  Report  on  this 
resolution  was  submitted  to  the  Executive  Vice- 
President  in  June  as  follows: 

In  the  preamble  of  this  resolution  there  are 
three  “whereases.” 

1.  States  a prediction  of  an  increasing  short- 
age of  physicians.  This  “whereas”  is  supported 
by  voluminous  material  which  has  appeared  in 
various  publications. 

2.  This  “whereas”  states  that  there  is  no 
prospect  of  marked  increase  of  medical  school 
graduates  in  the  immediate  future.  There  is 
an  increasing  number  of  graduates  of  medical 
schools  but  published  material  confirms  that  this 
increase  is  not  consistent  with  the  increase  in 
population. 


3.  This  “whereas”  is  somewhat  indefinite 
but  when  it  is  related  to  the  following  resolutions 
it  seems  to  indicate  that  a larger  percentage  of 
graduates  should  enter  private  practice. 

The  resolution  itself  is  rather  vague  and  the 
accompanying  report  of  the  reference  committee 
chairman  merely  indicates  that  a study  be 
conducted.  Both  the  resolution  and  the  chair- 
man’s recommendation  would  seem  to  be  on  the 
premise  that  physicians  should  not  enter  re- 
search. This  premise  is  not  supported  by  the 
“whereases”  nor  by  material  to  which  I have 
access.  In  fact,  there  is  great  emphasis  at  the 
present  time  on  research  into  many  of  our  dis- 
eases. 

I believe  this  resolution  should  be  referred 
back  to  the  Bronx  County  Medical  Society 
for  (1)  factual  support  of  the  “whereases”  and 
the  suggestion  incorporated  in  the  resolution 
and  (2)  clarification  of  what  is  meant  by  the 
resolution. 

Recommendation  for  Establishment  of 
Committee  on  Health  Manpower.  Three  of 
the  four  above  resolutions  dealt  with  the  subject 
of  health  manpower  rather  than  with  continuing 
medical  education.  Other  resolutions  and  the 
reports  of  other  committees  under  the  Com- 
mission on  Public  Health  and  Education 
identified  health  manpower  as  a major  concern 
of  the  Society.  There  has  been  consensus 
that  the  health  manpower  problem  is  not  only 
serious  but  in  some  instances  critical.  There 
has  been  much  supporting  evidence  that  any 
major  forward  steps  in  several  of  the  health 
programs  of  concern  to  the  Society  rest  with 
not  only  adequate  numbers  but  the  adequate 
use  of  physicians,  paramedical  personnel,  and 
health  technicians. 

Therefore,  it  was  suggested  through  the  chair- 
man of  the  Commission  on  Public  Health  and 
Education  that  a Committee  on  Health  Man- 
power be  appointed.  This  recommendation 
has  been  transmitted  to  the  Council  for  its  action. 

Meeting  of  Committee.  Only  one  meeting 
of  the  committee  was  held  during  the  year. 
The  major  recommendation  resulting  from  this 
meeting  was  that  a staff  was  needed  to  supple- 
ment the  committee’s  action  and  activities  in 
developing  and  forwarding  a complete  plan 
for  continuing  education  for  the  physicians 
throughout  the  State.  Recommendation  was 
made  that  grant  support  be  sought  from  the 
State  Health  Department,  the  Pub  he  Health 
Service,  drug  companies,  or  other  sources, 
including  contributions  from  the  Society  to 
provide  a staff  through  the  Empire  State 
Medical,  Scientific  and  Educational  Founda- 
tion, Inc.  This  recommendation  was  trans- 
mitted to  the  Director  of  Scientific  Activities. 

Sigmoidoscope  Demonstration  Teaching 
Project.  A project  has  been  developed  over  the 
past  two  years  to  provide  instruction  to  physi- 
cians in  the  diagnosis  of  cancer  of  the  lower 
bowel,  including  the  technic  of  sigmoidoscopy. 
Request  for  funding  of  this  project  in  the  amount 
of  approximately  $60,000  each  year  for  a three- 
year  period  was  submitted  to  the  Cancer 
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Control  Division  of  the  Public  Health  Service. 
The  project  was  developed  by  a joint  committee 
representing  the  Committee  on  Continuing 
Education,  the  Committee  on  Cancer,  the  Com- 
mission on  Public  Health  and  Education,  the 
American  Cancer  Society,  the  New  York  State 
Academy  of  General  Practice,  and  the  New 
York  State  Health  Department.  There  were 
many  meetings  with  representatives  of  the 
Public  Health  Service  during  the  development 
of  the  project  request. 

The  request  was  approved  and  funded  ef- 
fective July  1,  1966.  A project  director  has 
been  selected  and  the  teaching  project  will 
begin  in  the  Syracuse  area  shortly  after  Jan- 
uary 1,  1967. 

Respectfully  submitted, 

Franklyn  B.  Amos,  M.D.,  Chairman 

Report  of  Reference  Committee  on 
Public  Health  and  Education:  The  follow- 
ing report  was  presented  by  George  M.  Saypol, 
M.D.,  chairman. 

The  report  of  the  Committee  on  Continuing 
Education  was  reviewed  and  accepted.  Spe- 
cial reference  was  made  to  the  sigmoidoscope 
demonstration  teaching  project. 

It  was  recommended  that  the  State  Society 
encourage  the  expansion  of  postgraduate  educa- 
tion for  general  practitioners  and  specialists 
through  the  Empire  State  Medical,  Scientific 
and  Educational  Foundation  and  that  the  So- 
ciety, through  the  Foundation,  actively  seek 
financial  support  from  private  and  public  agen- 
cies. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

Diseases  of  the  Eye 

To  the  House  of  Delegates,  Gentleman: 

The  Committee  on  Diseases  of  the  Eye  has 


the  following  members: 

James  I.  Farrell,  M.D.,  Chairman.  . . Oneida 

John  A.  Kennedy,  M.D Jefferson 

Philip  H.  Landers,  M.D Broome 

Walter  C.  Mott,  M.D Albany 

Byron  Smith,  M.D New  York 

There  has  been  no  meeting  of  this  committee 


during  the  past  year.  However,  the  chairman 
attended  the  meeting  of  the  Commission  on 
Public  Health  and  Education  in  Albany  in 
June.  He  has  also  attended  two  meetings  of 
the  board  of  directors  of  the  New  York  State 
Ophthalmological  Society,  on  which  are  most 
members  of  his  committee.  Just  recently  he  has 
consulted  with  the  executive  vice-president  of 
the  Medical  Society  of  the  State  of  New  York, 
by  mail,  concerning  a matter  relating  to  op- 
tometry. 

Respectfully  submitted, 

James  I.  Farrell,  M.D.,  Chairman 

Report  of  Reference  Committee  on 
Public  Health  and  Education:  The  follow- 
ing report  was  presented  by  George  M.  Saypol, 
M.D.,  chairman. 


The  report  of  the  Committee  on  Diseases  of 
the  Eye  was  reviewed  and  accepted. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

Environmental  Health 

To  the  House  of  Delegates,  Gentlemen: 

Members  of  the  Committee  on  Environmental 
Health  are: 

Norman  J.  Ashenburg,  M.D.,  Chairman 


Monroe 

Eric  J.  Cassell,  M.D New  York 

Carl  U.  Demehl,  M.D New  York 

David  W.  Fassett,  M.D Monroe 

Thomas  M.  Gocke,  M.D Onondaga 

Morton  L.  Levin,  M.D Erie 


The  Committee  on  Environmental  Health 
is  just  a little  over  a year  old,  having  been  es- 
tablished as  the  Air  and  Water  Pollution  Com- 
mittee. The  scope  of  the  committee  was  ex- 
panded to  encompass  other  areas,  such  as  prob- 
lems of  solid  waste  disposal,  insecticide  con- 
tamination, and  smoking,  at  the  time  the  name 
was  changed  by  action  of  the  Council.  This 
committee,  however,  is  not  concerned  with 
radiation  control. 

The  committee  has  met  twice  during  the 
past  year  and  plans  to  continue  its  program  to 
stimulate  county  medical  societies,  and  phy- 
sicians individually,  to  assume  a more  active 
role  in  environmental  health  problems.  The 
committee  has  conducted  preliminary  explora- 
tion to  determine  what  is  already  being  done 
at  the  county  level.  Replies  from  a question- 
naire show  that  one  third  of  the  county  societies 
have  public  health  or  environmental  health 
committees  which  seem  to  be  fairly  active  in  the 
field.  The  committee  is  very  much  interested 
in  the  forming  of  environmental  health  com- 
mittees on  a district  branch  level. 

The  committee  has  been  represented  at 
several  legislative  hearings  on  water  and  air 
pollution  and  the  chairman  participated  in  a 
panel  discussion  of  the  problem  at  the  Annual 
Health  Conference  and  in  a program  on  respira- 
tory diseases  at  the  Academy  of  Science. 

The  committee  has  decided  to  carry  on  an 
education  campaign  and  plans  to  prepare  short 
articles  on  what  is  new  in  environmental  health 
and  proposed  legislation  in  the  field  for  presenta- 
tion to  the  New  York  State  Journal  of 
Medicine  and  The  News  of  New  York.  These 
articles  will  deal  with  the  many  reasons  for 
pollution  control,  economic,  nuisance,  health, 
and  so  forth,  and  will  comment  on  pertinent 
legislation. 

The  committee  feels  that  the  increase  of  cig- 
aret  advertising  on  television  should  be  called 
to  the  attention  of  the  National  Association  of 
Broadcasters. 

Respectfully  submitted, 

Norman  J.  Ashenburg,  M.D.,  Chairman 

Report  of  Reference  Committee  on 
Public  Health  and  Education:  The  follow- 
ing report  was  presented  by  George  M.  Saypol, 
M.D.,  chairman. 
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TABLE  I.  Comparison  of  film  activities  of  medical  and  nursing  films 


Category 

1 Qfifi* 

Individual 

Shipments 

Films  Used 

' II7UO 

Individual 

Shipments 

Films  Used 

Private  Physicians 

78 

130 

64 

92 

Medical  Staffs  of  Hospitals 

351 

490 

365 

555 

Medical  Schools 

50 

70 

47 

73 

Pharmacy  Schools 

1 

2 

5 

8 

Nursing  Schools 

2,499 

4,433 

2,467 

3,980 

Public  Health  Staffs 

383 

584 

420 

620 

Voluntary  Health  Agencies 

46 

75 

114 

163 

Colleges — Bio-Sciences 

821 

1,224 

726 

1,101 

Totals 

4,229 

7,007 

4,208 

6,592 

* The  above  table  is  from  the  period  October,  1965,  through  September,  1966. 


The  report  of  the  Committee  on  Environ- 
mental Health  was  reviewed  and  accepted. 
It  was  recognized  that  this  committee  will  be- 
come increasingly  important  because  of  the 
greatly  expanding  legislation  dealing  with  prob- 
lems of  water  and  ah  pollution  in  the  State  of 
New  York. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

Film  Review 

To  the  House  of  Delegates,  Gentlemen: 

Members  of  the  Committee  on  Film  Review 
are  as  follows: 

Kenneth  B.  Olson,  M.D.,  Chairman.  .Albany 


Wilbur  M.  Dixon,  M.D Broome 

James  J.  Quinlivan,  M.D Albany 


The  following  totals  for  the  past  four  years 
indicate  the  increasing  use  of  the  film  library. 
This  increased  use  indicates  both  more  use  of 
old  films  and  new  use  of  new  films. 

During  the  year  156  new  films  were  reviewed. 
Of  this  total,  69  were  approved  and  added  to  the 
library.  There  are  now  992  titles  and  3,162 
prints  in  the  film  library.  Growth  of  the 
library  is  indicated  in  the  following  totals  for 
the  past  four  years: 


Number  of 

Films 

Times  Films 

Year 

Shipped 

Shown 

Attendance 

1963 

24,207 

48,252 

2,366,334 

1964 

25,983 

48,603 

2,836,001 

1965 

23,506 

47,159 

2,793,872 

1966 

26,229 

47,665 

2,946,239 

The  largest  number  of  film  shipments  for  any 
one  month  was  in  March,  1966,  when  2,811 
films  were  shipped. 

Table  I shows  a two-year  comparison  of  the 
film  activities  of  the  medical  and  nursing  films 
listed  in  the  Professional  Film  Catalog  and 
Supplement. 

Respectfully  submitted, 

Kenneth  B.  Olson,  M.D.,  Chairman 

Report  of  Reference  Committee  on 
Public  Health  and  Education:  The  follow- 
ing report  was  presented  by  George  M.  Saypol, 
M.D.,  chairman. 


The  report  of  the  Committee  on  Film  Review 
was  reviewed  and  accepted.  Your  reference 
committee  recommends  that  the  scope  of  this 
committee  be  enlarged  and  that  accordingly  its 
name  be  changed  to  the  Audiovisual  Aids  Com- 
mittee. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

Forensic  Medicine 

To  the  House  of  Delegates,  Gentlemen: 

The  Committee  on  Forensic  Medicine  con- 
sists of  the  following: 

Milton  Helpem,  M.D.,  Chairman.  .New  York 


Richard  Ament,  M.D Erie 

Alfred  Angrist,  M.D Bronx 

John  F.  Devlin,  M.D New  York 

Valentino  D.  B.  Mazzia,  M.D New  York 


The  committee  met  with  members  of  the 
Joint  Committee  with  the  Bar  Association  on 
May  10,  1966,  to  discuss  a medical  examiner 
system  in  New  York  State,  and  the  chairman 
attended  the  meeting  of  the  Commission  on 
Public  Health  and  Education  in  Albany,  June 
15, 1966. 

Medical  Examiner  System.  The  con- 
sensus of  the  committee  was  that  a medical 
examiner  system  throughout  New  York  State  is 
desirable  and  that  it  should  be  organized 
on  a regional  basis  with  grouping  of  counties 
into  districts  rather  than  as  a State  agency. 
The  districts  could  correspond  to  judicial 
districts  or  the  State  Medical  Society  districting 
of  counties.  Either  districting  plan  would 
be  feasible  if  the  counties  cooperate  and  under- 
write the  expense  of  operation.  There  is  a 
precedent  for  the  grouping  of  counties  with  a 
sharing  of  expenses  since  this  is  done  in  Health 
Department  programs  where  a district  officer 
often  covers  multiple  counties  and  is  paid  by 
each.  It  was  learned  that  State  aid  would  be 
granted  to  help  support  medical  examiner 
systems  if  county  health  departments  are 
involved,  as  in  Monroe  County. 

No  new  legislation  will  be  needed  to  establish 
such  a system,  but  the  committee  plans  an 
intensive  campaign  to  educate,  reassure,  and 
convince  county  officers  and  the  public  of  the 
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value  and  advantages  of  an  effective  medical 
examiner  system  organized  on  a nonpolitical 
basis  with  district  medical  examiners  appointed 
and  not  elected.  Organization  of  a medical 
examiner  system  on  a regional  basis  would 
provide  a sufficient  case  load  for  the  medical 
examiner  to  keep  him  active  and  interested  in 
his  work.  It  would  also  eliminate  duplication 
of  appointments  and  equipment.  Personnel  for 
this  work  is  difficult  to  recruit  because  the 
supply  is  short.  The  expertise  of  the  State 
Health  Department  would  be  of  great  help  in 
setting  up  regional  laboratories  for  toxicology 
and  other  related  services. 

It  is  the  feeling  of  the  committee  that  the 
medical  examiner  should  be  a full-time  ap- 
pointee and  his  position  dignified  with  an 
adequate  salary.  He  must  not  only  be  an 
M.D.,  but  a trained  pathologist  and  micros- 
copist.  Coroners,  on  the  other  hand,  are  often 
laymen,  and  even  when  one  is  a physician  he  is 
not  usually  a pathologist.  As  a rule  a pa- 
thologist is  not  called  in  except  in  certain  situa- 
tions, and  then  is  not  always  interested  or 
trained  in  medicolegal  work. 

The  chairman  plans  to  consult  the  pathologists 
since  such  a medical  examiner  system  must 
have  their  backing.  It  is  also  believed  that  it 
might  be  possible  to  integrate  medical  coroners 
into  such  a program,  possibly  as  investigators. 

The  committee  is  considering  a suggestion 
that  it  might  be  well  to  have  a pilot  program  in 
an  upstate  area,  possibly  Broome  County. 

The  chairman  has  stated  that  the  Office  of 
the  Chief  Medical  Examiner  of  the  City  of  New 
York  could  be  called  on  to  train  promising 
qualified  pathologists  and  physicians  for  the 
over-all  work  of  medical  examiner. 

Symposium.  Your  chairman  is  pleased  to 
report  that  the  fourth  annual  Forensic  Medicine 
Symposium  on  October  8 and  9,  1966,  was 
enthusiastically  received.  Sixty-one  medical 
examiners,  forensic  pathologists,  physician  cor- 
oners, and  investigators  attended  the  sessions 
which  were  held  under  the  auspices  of  the 
Medical  Society  of  the  State  of  New  York,  the 
Office  of  Chief  Medical  Examiner  of  the  City 
of  New  York,  the  New  York  State  Department 
of  Health,  and  the  Department  of  Forensic 
Medicine  of  the  New  York  University  School 
of  Medicine.  In  addition  to  the  autopsy 
demonstrations  each  morning  the  topics  this 
year  included:  unsuspected  fatal  violence  in 

various  categories,  traumatic  asphyxial  deaths, 
problems  in  identification  (airplane  crashes, 
bodies  recovered  from  water,  bodies  recovered 
from  fires,  dismembered  bodies),  fatalities 
associated  with  narcotic  addiction,  unusual 
gunshot  and  stab  wounds,  and  other  subjects. 

Miscellaneous.  The  committee  has  been 
informed  that  the  State  Health  Department  is 
working  on  a revision  of  the  format  of  death 
certificates  as  recommended  in  resolution  65- 
23  at  the  meeting  of  the  House  of  Delegates  in 
1965. 

Respectfully  submitted, 

Milton  Helpern,  M.D.,  Chairman 


Report  of  Reference  Committee  on 
Public  Health  and  Education:  The  follow- 
ing report  was  presented  by  George  M.  Saypol, 
M.D.,  chairman. 

The  report  of  the  Committee  on  Forensic 
Medicine  was  reviewed  and  accepted.  The 
reference  committee  strongly  urges  support  of 
Dr.  Helpern’s  proposal  for  the  establishment  of 
medical  examiner  systems  on  a regional  basis. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

General  Practice  and  School  Health 

To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Committee  on  General 
Practice  and  School  Health  are  as  follows: 

Frederick  A.  Groff,  Jr.,  M.D.,  Chairman 


Schenectady 

Herbert  A.  Laughlin,  M.D. . . . Chautauqua 

George  Lim,  M.D Oneida 

Joseph  F.  Palmieri,  M.D Suffolk 

Joseph  B.  Robinson,  M.D Albany 


The  committee  met  on  June  9,  1966,  to 
discuss  the  implementation  of  resolution  66-69, 
“School  Health  Examination  Policies,”  ap- 
proved as  amended  by  the  House  of  Delegates 
at  its  meeting  in  February.  The  resolved  por- 
tion of  this  resolution  as  amended  reads: 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  recommend  that  the 
State  Education  Law  be  amended  to  require 
that  school  children  be  examined  on  entering 
school  and  not  less  than  three  times  in  the 
following  twelve  years — once  in  the  inter- 
mediate grades,  once  at  the  beginning  of 
adolescence,  and  once  before  leaving  school 
and  that  additional  screening  tests  be  held 
each  year  to  evaluate  weight,  height,  vision, 
hearing,  posture,  skin  condition,  and  dental 
health. 

It  was  the  consensus  of  the  members  of  the 
committee  that  since  similar  recommendations 
have  been  made  to  the  State  Education  De- 
partment with  no  result,  a high  level  meeting 
with  the  Commissioner  of  Education,  and 
possibly  the  Board  of  Regents,  should  be  set 
up.  It  was  suggested  that  such  a meeting 
should  include  Dr.  James  Allen,  Commissioner 
of  Education,  James  M.  Blake,  M.D.,  president, 
and  Henry  I.  Fineberg,  M.D.,  executive  vice- 
president. 

This  recommendation  was  presented  to  the 
Council  by  Irving  L.  Ershler,  M.D.,  chairman 
of  the  Commission  on  Public  Health  and 
Education,  and  was  approved. 

Respectfully  submitted, 
Frederick  A.  Groff,  Jr.,  M.D. 

Hard  of  Hearing  and  the  Deaf 

To  the  House  of  Delegates,  Gentlemen: 

The  membership  of  the  Committee  on  Hard 
of  Hearing  and  the  Deaf  consists  of  the  follow- 
ing: 

Arthur  J.  Cracovaner,  M.D.,  Chairman 

New  York 
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Alfred  W.  Doust,  M.D Onondaga 

Marshall  Y.  Soldineer,  M.D Erie 


This  committee  has  not  had  a meeting  during 
the  past  year  since  no  important  matters  were 
referred  to  it. 

Respectfully  submitted, 

Arthur  J.  Cracovaner,  M.D.,  Chairman 
Health  Aspects  of  Ionizing  Radiation 
To  the  House  of  Delegates,  Gentlemen: 

Members  of  the  Committee  on  Health  Aspects 
of  Ionizing  Radiation  are  as  follows: 

Norman  Simon,  M.D.,  Chairman 


New  York 

Arvin  S.  Glicksman,  M.D New  York 

Hendrik  M.  Rozendaal,  M.D. . . Schenectady 


The  Committee  on  Health  Aspects  of  Ioniz- 
ing Radiation  has  joined  with  James  Lade, 
M.D.,  Director  of  Radiological  Safety  of  the 
New  York  State  Department  of  Health,  and  his 
committee,  to  approve  in  principle  the  use  of 
certain  low  level  radioactive  isotopes  for  diag- 
nosis without  the  necessity  of  elaborate  appli- 
cations and  licenses.  It  is  the  opinion  of  the 
committee  that  such  ease  in  restrictions  is  ap- 
propriate, for  there  is  no  public  health  hazard, 
and  no  physician  without  proper  training  or 
equipment  would  be  using  these  low  level  diag- 
nostic doses  of  isotopes. 

The  committee  has  also  been  investigating  a 
problem  involving  contamination  of  jewelry 
with  the  gold  of  spent  radon  seeds,  this  jewelry 
being  radioactive  and  potentially  able  to  cause 
skin  reactions.  A paper  on  this  subject  is  to 
be  published  by  two  members  of  our  committee, 
and  this  paper  will  point  out  the  necessity  of 
monitoring  gold  for  jewelry  to  be  certain  that 
it  contains  no  harmful  radioactive  material. 
Respectfully  submitted, 

Norman  Simon,  M.D.,  Chairman 

Report  of  Reference  Committee  on 
Public  Health  and  Education:  The  follow- 
ing report  was  presented  by  George  M.  Saypol, 
M.D.,  chairman. 

Briefly,  the  General  Practice  and  School 
Health,  Hard  of  Hearing  and  the  Deaf,  and 
Health  Aspects  of  Ionizing  Radiation  reports 
were  reviewed  and  accepted. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

Health  Manpower 

Report  of  Reference  Committee  on 
Public  Health  and  Education:  The  follow- 
ing report  was  presented  by  George  M.  Saypol, 
M.D.,  chairman. 

Your  reference  committee  notes  that  this  new 
committee  has  been  established. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

Infectious  Diseases 

To  the  House  of  Delegates,  Gentlemen: 

Members  of  the  Committee  on  Infectious 
Diseases  are: 


Harry  S.  Lichtman,  M.D.,  Chairman.  Kings 


Marcelle  Bernard,  M.D Bronx 

Thomas  S.  Bumbalo,  M.D Erie 

Joseph  H.  Kinnaman,  M.D Nassau 

Robert  P.  Whalen,  M.D Albany 

Subcommittees: 


Hospital  Epidemiology 
Liaison 

Preventive  Medicine 
Public  Health  Education 
Tropical  Diseases 

Howard  B.  Shookhoff,  M.D.,  Chairman 
New  York 


Venereal  Disease 

Bruce  P.  Webster,  M.D.,  Chairman 
New  York 

The  Committee  on  Public  Health  became  the 
Committee  on  Infectious  Diseases  by  action  of 
the  Council  at  its  meeting  in  June,  1966.  At 
that  time  the  following  subcommittees  were 
authorized: 

Hospital  Epidemiology.  This  field  of 
activity  has  become  a very  important  public 
health  program  to  the  United  States  Public 
Health  Service. 

Liaison.  To  act  as  liaison  with  chairmen  of 
the  public  health  committees  of  county  medical 
societies,  district  branches,  or  coordination 
groups  and  local  health  officers  throughout  the 
State. 

Preventive  Medicine,  (a)  Childhood  and 
adult  immunizations,  that  is,  measles,  tetanus; 
(6)  Chemoprophylaxis,  the  prevention  of  strep- 
tococcal infections,  and  so  forth;  (c)  Biologicals, 
gamma  globulin,  antitoxin,  standardization 
guides. 

Public  Health  Education.  This  sub- 
committee to  feed  back  the  public  health 
activities  of  the  State  Medical  Society  to  the 
practicing  physician. 

Tropical  Diseases.  Malaria,  schistosomiasis, 
and  others. 

Venereal  Disease. 

The  Committee  on  Infectious  Diseases  met 
with  Hollis  S.  Ingraham,  M.D.,  Commissioner, 
New  York  State  Department  of  Health,  in 
May  to  discuss  a request  from  Senator  Robert 
F.  Kennedy  to  James  M.  Blake,  M.D.,  that 
New  York  State  put  on  an  intensive  campaign  to 
immunize  children  from  one  to  twelve  with 
measles  vaccine.  The  committee  approved 
such  a campaign  and  recommended  that  it  be 
implemented  on  a local  level. 

A conference  was  held  on  May  25  with  Julia 
L.  Freitag,  M.D.,  New  York  State  Department 
of  Health,  and  Harold  T.  Fuerst,  M.D.,  New 
York  City  Department  of  Health,  to  discuss  the 
implementation  and  logistics  of  this  program 
and  to  make  plans  for  a letter  to  be  sent  to 
county  medical  societies  over  the  signatures  of 
Dr.  Ingraham  and  Dr.  Blake.  Accordingly 
the  following  letter  was  sent  to  county  medical 
society  presidents,  executive  secretaries,  public 
relations  chairmen,  public  health  chairmen, 
presidents  of  district  branches,  and  district 
health  officers: 


1592  New  York  State  Journal  of  Medicine  / June  1,  1967 


“Since  1963  when  measles  vaccine  became 
available,  large  numbers  of  New  York  State 
children  have  received  the  protection  af- 
forded by  measles  immunization.  The 
physicians  of  the  State  and  the  local  health 
agencies  have  done  a superb  job  in  immuniz- 
ing about  50  per  cent  of  the  400,000  suscep- 
tible children  under  the  age  of  seven.  Public 
awareness  that  measles  need  not  be  considered 
a harmless  and  inevitable  disease  of  child- 
hood has  contributed  greatly  towards  this 
goal.  The  reduction  of  the  incidence  of 
measles  this  year  has  justified  these  efforts 
many  fold. 

“This  partial  achievement  must  be  ex- 
panded to  an  immediate  and  total  goal  of 
eliminating  measles  as  an  acute  illness  and  as 
a cause  of  serious  disability  such  as  mental 
retardation.  To  gain  this  objective  a con- 
certed drive  must  now  be  made  by  the 
combined  efforts  of  the  local  county  medical 
societies,  the  local  health  departments,  and 
the  local  community  volunteer  groups.  The 
vaccine  will  be  provided  by  the  Health 
Department  without  charge  for  the  im- 
munization of  all  susceptible  children. 

“At  a recent  meeting  of  representatives  of 
the  New  York  State  Medical  Society  and  the 
New  York  State  Department  of  Health, 
methods  were  outlined  to  implement  these 
objectives.  It  was  recognized  that  methods 
of  conducting  a measles  eradication  program 
will  vary  depending  upon  local  considerations. 
The  common  denominators  in  this  drive 
will  be  an  all-out  campaign  requiring  max- 
imum community  cooperation  utilizing  a wide 
spectrum  of  community  leaders,  engaging 
every  available  method  of  publicity,  affecting 
maximal  efforts  in  the  fall  and  winter  of 
1966-1967  and  setting  the  spring  of  1967  as 
the  end-point  of  the  campaign.  The  State 
Medical  Society  and  the  State  Health  De- 
partment will  be  available  as  advisers.” 

At  a meeting  of  the  committee  on  November 
11  with  representatives  of  the  State  and  City 
Health  Departments,  Dr.  Freitag  reported  that 
the  following  communities  and  counties  have 
scheduled  such  campaigns:  Syracuse,  Broome, 
Cayuga,  Nassau,  and  Suffolk.  The  committee 
considered  methods  to  further  encourage  action 
on  a local  level  and  plans  to  prepare  a second 
letter  to  be  sent  to  county  medical  societies  and 
district  health  officers. 

With  regard  to  possible  compulsory  measles 
immunization  for  admission  to  school,  the  com- 
mittee expressed  itself  as  feeling  that  im- 
munization should  be  given  at  a much  earlier 
age  than  school  age,  that  is,  at  age  one  or  two. 

Your  chairman  represented  the  Medical 
Society  of  the  State  of  New  York  at  the  regional 
meeting  on  Appalachia,  in  Pittsburgh,  May  5 
and  6,  1966.  The  purpose  of  this  meeting  was 
“to  acquaint  the  health  leadership  from  New 
York,  Pennsylvania,  and  Ohio  with  the  pos- 
sibilities for  effective  utilization  of  health 
funds  available  to  communities  in  Appalachia.” 
Respectfully  submitted, 

Harry  S.  Lichtman,  M D.,  Chairman 


Report  of  Reference  Committee  on 
Public  Health  and  Education:  The  follow- 
ing report  was  presented  by  George  M.  Saypol, 
M.D.,  chairman. 

The  report  of  the  Committee  on  Infectious 
Diseases  was  reviewed  and  accepted.  The 
reference  committee  endorses  the  following  sug- 
gestions made  by  Harry  S.  Lichtman,  M.D., 
chairman,  at  the  hearing: 

That  the  Liaison  and  Public  Health  Educa- 
tion Subcommittees  be  eliminated;  that  the 
Hospital  Epidemiology,  Preventive  Medicine, 
Tropical  Diseases,  and  Venereal  Disease  Sub- 
committees be  retained;  that  the  latter  be 
headed  by  a specialist  in  each  field;  and  that 
the  Infectious  Disease  Committee  be  composed 
of  its  chairman  and  the  heads  of  the  four  sub- 
committees. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

Maternal  and  Child  Welfare 

To  the  House  of  Delegates,  Gentlemen: 

The  Committee  on  Maternal  and  Child 
Welfare  is  comprised  of  the  following  members: 

Edward  C.  Hughes,  M.D.,  Chairman 


Onondaga 

Alfred  E.  Fischer,  M.D New  York 

Robert  M.  George,  M.D Oneida 

George  J.  Lawrence,  Jr.,  M.D Queens 

Curtis  J.  Lund,  M.D Monroe 

E.  Jurgens  Plotz,  M.D Albany 

Clyde  L.  Randall,  M.D Erie 

Olaf  J.  Severud,  M.D Otsego 


The  Committee  on  Maternal  and  Child 
Welfare  has  continued  to  survey  and  analyze 
the  maternal  deaths  and  other  deaths  associated 
with  pregnancy  during  the  past  year  and  wishes 
to  submit  the  following  annual  report. 

The  report  not  only  contains  the  results  of  the 
analysis  of  the  maternal  deaths,  but  also 
includes  the  yearly  report  of  the  Central  New 
York  Maternal  and  Perinatal  Mortality  Study 
which  is  another  function  of  the  Maternal  and 
Child  Welfare  Committee. 

A total  of  765  maternal  deaths  are  now  re- 
corded on  the  punch  card  system  used  by  the 
committee.  Maternal  deaths  are  listed  ac- 
cording to  county  and  hospital.  Analysis  of 
the  official  maternal  mortalities  and  other 
deaths  associated  with  pregnancy  in  1965 
was  made  from  case  reports  submitted  to  the 
committee  by  the  regional  obstetric  consultants 
and  from  death  certificates.  The  New  York 
State  Bureau  of  Maternal  and  Child  Health 
has  provided  the  committee  with  the  following 
data  for  1964  and  1965: 


1964*  1965 f 

Live  births  351,390  336,605 

Fetal  deaths  7,092  6,693 

Maternal  deaths  124  144 

Maternal  mortality 

rate  3.5  4.2 


* Per  10,000  live  births  and  fetal  deaths, 
t Provisional  data. 
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TABLE  I.  Official  maternal  mortalities  1965  death 
certificate  diagnosis 


Death 

Certif-  Case 
icate  Study  Total 


Abortions 

Criminal  abortion  13 

Spontaneous  abortion  1 

Septic  abortion  6 

Incomplete  abortion  2 

Infected  abortion  2 

Induced  abortion, 

method  unspecified  3 

Induced  incomplete 

abortion  1 

Induced  abortion  with 
hemorrhage  2 

Induced  septic 
abortion,  method 
unspecified  9 

Self-induced  abortion  1 

Postabortal  tetanus  1 

Ectopic  pregnancies 

Ruptured  ectopic  6 

Ectopic  pregnancy  with 
infection  1 

Toxemias  of  pregnancy 

and  similar  conditions 
Toxemia  of  pregnancy  1 

Preeclampsia  1 

Eclampsia  5 

Puerperal  eclampsia  2 

Acute  fatty  necrosis  of 
the  liver  1 

Hepatorenal  failure  1 

Renal  failure  1 

Chronic  glomerulo- 
nephritis 0 

Other  causes 

Abruptio  placentae  2 

Placenta  previa  0 

Retained  placental 

tissue  1 

Anesthetic  reaction  1 

Acute  cardiac  failure  1 

Pulmonary  embolism  4 

Puerperal  pulmonary 

embolism  6 

Amniotic  fluid 

embolism  3 

Obstetric  shock  after 

cesarean  section  1 

Delivery  complicated 
by  disproportion  or 
fetal  malpresenta- 
tion  2 

Bacteremic  shock  1 

Thrombophlebitis  1 

Puerperal  phlebitis  4 

Rupture  of  the  uterus  6 

Cervical  laceration 

with  hemorrhage  1 

Inversion  of  the  uterus  0 

Intraperitoneal  hemor- 
rhage due  to 

afibrinogenemia  1 


0 

0 

0 

1 

1 

0 

0 

0 


0 

0 

0 

0 

0 


0 

2 

2 

0 

0 

0 

0 

1 

1 

2 

0 

0 

0 

0 

0 

1 

0 


0 

0 

0 

0 

0 

0 

1 


0 


13 

1 

6 

3 

3 

3 

1 

2 


9 

1 

1 

6 

1 


1 

3 

7 

2 

1 

1 

1 

1 

3 
2 

1 

1 

1 

4 

6 

4 

1 


2 

1 

1 

4 

6 

1 

1 


1 


Postpartum  hemor- 
rhage due  to  atonia 
Postpartum  hemor- 
rhage due  to 
afibrinogenemia 
Postpartum  hemor- 
rhage, cause  un- 
specified 

Postpartum  uterine 
inertia 

Puerperal  cerebral 
hemorrhage 
Puerperal  sepsis 
Delivery  without 
mention  of 
complications 
Cause  of  death,  un- 
known 

Totals 


3 2 5 

10  1 

2 0 2 

10  1 

3 14 

4 2 6 

10  1 

5 0 5 

115  17  132 


Our  analysis  is  based  on  132  official  maternal 
mortalities  and  on  55  deaths  associated  with 
pregnancy  or  the  puerperal  period,  as  shown  in 
Tables  I,  II,  and  III.  Since  this  report  was 
prepared,  additional  case  reports  have  been 
received  from  the  regional  obstetric  consultants, 
and  we  anticipate  that  all  of  the  case  reports 
will  be  submitted  before  the  end  of  1966. 
It  will  be  observed  that  the  maternal  death 
rate  has  increased  during  the  past  year  from 
3.5  to  4.2  per  10,000  live  births  and  fetal  deaths. 

This  year  several  new  obstetric  and  pediatric 
consultants  have  been  appointed  to  the  com- 
mittee. They  are  as  follows:  Region  5 — - 

Manuel  J.  Pearl,  M.D.,  Obstetrics;  Region  6 — 
Peter  Pulrang,  M.D.,  Pediatrics;  Region  7 — 
James  Crossley,  M.D.,  Obstetrics;  Region  10 — 
Allan  Law,  M.D.,  Obstetrics;  and  Region  10 — 
Frank  Disney,  M.D.,  Pediatrics. 

The  committee  has  considered  enlarging  the 
function  of  the  committee  to  attempt  an  analysis 
of  the  perinatal  mortalities  in  Upstate  New 
York  similar  to  the  maternal  mortality  study. 
This  problem,  of  course,  is  far  more  extensive, 
and  plans  are  being  prepared  whereby  such  a 
program  can  be  instituted.  Early  in  the  year 
the  committee  called  a meeting  of  the  obstetric 
and  pediatric  consultants  to  discuss  the  pos- 
sibilities of  extending  the  present  study.  A 
similar  meeting  is  being  planned  for  the  near 
future  to  complete  the  program  which  has 
already  been  tested  by  the  Central  New  York 
Maternal  and  Perinatal  Mortality  Committee. 
This  committee  has  studied  the  perinatal 
deaths  which  have  been  reported  from  27 
hospitals  from  the  regions  surrounding  Syra- 
cuse. These  hospital  records  have  been  copied 
by  photostatic  methods  in  most  hospitals  and 
sent  to  the  central  committee  for  their  critical 
analysis.  The  analyses  have  been  carried  out  by 
Ferdinand  J.  Schoeneck,  M.D.,  and  Merton  C. 
Hatch,  M.D.  These  cases  are  recorded  in  a 
ledger  and  the  data  are  placed  on  punch  cards. 
A total  of  1,263  case  reports  have  been  studied 
by  the  committee.  A report,  based  on  the 
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TABLE  II.  Deaths  associated  with  pregnancy  and 
occurring  in  the  puerperium  (not  official  maternal 
mortalities) 


Death 

Cer- 

tif- 

Causes  icate 

Case 

Study 

Total 

Acute  leukemia 

0 

1 

1 

Acute  yellow  atrophy  of 

the  liver 

0 

1 

1 

Anesthetic  reaction. 

spinal 

0 

1 

1 

Acute  pancreatitis 

1 

0 

1 

Automobile  accidents 

2 

1 

3 

Brain  tumors 

Astrocytoma 

1 

0 

1 

Glioblastoma 

3 

0 

3 

Type  undetermined 

3 

0 

3 

Cardiac  diseases 

Cardiac  disease  with 
malignant  hyper- 

tension 

1 

0 

1 

Cardiac  disease. 

hypertensive 

1 

0 

1 

Congenital  malforma- 

tion  of  the  heart 

1 

0 

1 

Chronic  rheumatic 

fever 

1 

0 

1 

Cardiac  disease. 

functional 

1 

0 

1 

Type  undetermined 

3 

0 

3 

Carcinoma  of  the  breast 

with  metastases 

2 

0 

2 

Carcinoma  of  the  ovary 

with  metastases 

1 

0 

1 

Cerebral  hemorrhage 

5 

0 

5 

Complications  due  to  non- 
therapeutic  surgical 

procedure 

1 

0 

1 

Choriocarcinoma 

0 

1 

1 

Chronic  nephritis 

1 

0 

1 

Diabetes  mellitus 

2 

0 

2 

Epilepsy 

1 

0 

1 

Gonococcal  infection  with 

peritonitis 

1 

0 

1 

Malignant  neoplasm. 

type  undetermined 

1 

0 

1 

Lupus  erythematosus 

1 

0 

1 

Pulmonary  edema,  cause 

undetermined 

1 

0 

1 

Sarcoma 

Mandible  with 

metastases 

1 

0 

1 

Leg  with  metastases 

1 

0 

1 

Skull  with  metastases 

1 

0 

1 

Sickle  cell  anemia 

2 

0 

2 

Cause  of  death  unknown 

9 

1 

10 

— — 

— 

-■  ■ 

Totals 

49 

6 

55 

Potter  classification,  has  been  appended  to  this 
report  (Table  IV). 

The  most  frequent  causes  of  death  seemed  to  be 
associated  with  anoxia  related  to  maternal 
complications  such  as  abruptio  placentae, 
anesthesia  difficulties,  toxemia  of  pregnancy, 


TABLE  III. 

Age  distribution 

Age  Groups 
(Years) 

Totals 

<20 

22 

20  to  25 

41 

26  to  30 

39 

31  to  35 

42 

36  to  40 

31 

40  > 

12 

and  prolonged  labor.  Prematurity  continued 
to  be  the  leading  cause  of  perinatal  mortality. 
In  this  respect,  the  incidence  of  these  cases  has 
increased  slightly  in  the  past  few  years. 

Meetings  with  obstetricians,  pediatricians, 
anesthesiologists,  general  practitioners,  and 
pathologists  have  been  held  in  cities  in  these 
regions.  They  were  well  attended  and  good 
discussions  took  place.  These  meetings,  under 
the  direction  of  Dr.  Hatch,  will  be  continued 
and  extended.  The  committee  is  hoping  that  a 
similar  program  can  be  initiated  in  all  regions  in 
Upstate  New  York.  The  plan  will  need  the 
aid  of  the  obstetric  and  pediatric  consultants, 
and  members  of  the  following  organizations: 
district  health  officers,  representatives  of  the 
American  College  of  Obstetricians  and  Gyne- 
cologists, American  Academy  of  Pediatrics, 
American  Academy  of  General  Practice,  and 
members  of  the  county  medical  societies. 

Research.  Basic  research  of  the  biochem- 
istry of  the  placenta,  endometrium,  and  the 
fetus  has  continued.  The  biochemistry  of  the 
placenta  still  remains  a mystery  to  the  clinician 
and  biochemist.  There  is  evidence  that  carbo- 
hydrate metabolism  is  deranged  in  the  placenta 
of  the  toxemic,  diabetic,  premature,  and  Rh- 
sensitized  placentae.  Although  the  enzymes 
related  to  the  carbohydrate  metabolism  are 
only  slightly  changed  in  their  activity,  the  total 
storage  of  glycogen  is  increased.  This  altera- 
tion is  reflected  in  the  fetus  of  these  patients 
where  the  glycogen  content  of  the  fetal  liver  is 
decreased  almost  to  zero.  This  decreased 
storage  affects  the  survival  rate  of  the  fetus 
after  birth.  This  is  particularly  true  in  the 
diabetic  patient.  A summary  of  these  com- 
parisons is  being  prepared  for  publication. 

The  chromosome  constitution  of  the  cells  of 
the  placenta  is  also  being  studied  in  vitro  in 
normal  and  abnormal  patients.  Some  ir- 
regularities of  the  chromosome  content  are 
being  observed  in  some  placentae. 

This  research  is  being  conducted  by  Dr. 
Tiiu  Csermely  and  Dr.  Albert  Rubulis  with 
laboratories  in  the  Upstate  Medical  Center 
under  the  personal  supervision  of  the  chairman 
of  the  Maternal  and  Child  Welfare  Committee. 
We  are  fortunate  to  have  these  facilities  to 
carry  out  these  experiments. 

Respectfully  submitted, 

Edward  C.  Hughes,  M.D.,  Chairman 
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TABLE  IV.  Analysis  of  1,263  perinatal  deaths  by  Potter  classification 


Causes 


Totals 


Malformations 

10  Brain  and  spinal  cord 

11  Heart  and  blood  vessels 

12  Lungs  and  trachea 

13  Stomach,  intestine,  including 

tracheo-esophageal  fistulas 

14  Kidneys,  bladder,  and  organs  of 

reproduction 

15  Skeleton 

16  Skin  and  muscle 

17  Tumors 

18  Inborn  errors  of  metabolism 

19  More  than  1 potentially  lethal 

malformation 
1 X Other  (mongoloid) 

Trauma 

20  No  autopsy:  symptoms  inter- 

preted as  trauma 

21  Cranial  cavity:  hemorrhage 

from  laceration  of  tentorium 
cerebelli  or  vein  of  Galen 

22  Cranial  cavity:  subdural 

hematoma 

23  Cranial  cavity:  other 


Intraventricular  3 

Hematoma,  right  lateral 

ventrical  1 

Fresh  peripontile  hemorrhage  1 
Cerebral  edema  1 

Subarachnoid  hemorrhage  7 

Cerebral  hemorrhage  4 

Unknown  3 


24  Spinal  cord:  hemorrhage  or 

laceration 

25  Adrenal:  gross  hemorrhage 

26  Liver:  gross  hemorrhage 

27  Other:  rupture  of  uterus 
Anoxia 

30  Abruptio  placentae 

31  Placenta  previa 

32  Cord  prolapse 

33  Cord  knots  and  entanglement 

34  Maternal  hypotension 

35  Anesthesia 

36  Shoulder  dystocia 

37  Delayed  delivery  of  after- 

coming head 

38  Prolonged  labor 

39  Other  causes 


Criminally  induced  abortion  1 

Maternal  heart  disease  2 

Incompetent  cervix  2 

Preeclampsia  3 

Eclampsia  4 

Toxemia  of  pregnancy  5 

Chronic  hypertensive  disease  1 
Maternal  adrenal  in- 
sufficiency 1 

Excessive  sedation  late  in 

labor  1 

Accidental  fall  1 

Diabetes  mellitus  18 

Carcinoma  of  cervix  1 

Rupture  of  uterus  1 

Double  uterus  1 

Abdominal  pregnancy  1 

Uterine  malformation  1 

Placental  insufficiency  21 

Placental  infarction  24 

Circumvallate  placenta  1 

Rupture  of  marginal  sinus  4 

Placental  accreta  4 

Placental  necrosis  3 

Placenta]  degeneration,  un- 
known 1 

Placental  pathology  1 

Hematoma  of  placenta  1 

Infarction  and  fibrosis  of 

placenta  1 


68 

30 

5 

4 


6 

1 

1 

0 

2 


35 

1 

38 


7 


5 

4 

20 


0 

0 

1 

1 


200 

39 

43 

81 

2 

0 

3 


731 


2 

2 

137 


* Potter,  E.  L.:  Pathology  of  the  Fetus  and  Infant,  2nd 

ed.,  Chicago,  Year  Book  Medical  Publishers,  Inc.,  1961. 


Causes 

Totals 

Undetermined  placental 

pathology 

1 

Torsion  of  cord 

2 

Infarcted  umbilical  cord 

2 

Atresia  of  umbilical  cord 

1 

Occult  prolapse  of  cord 

X 

Occlusion  of  cord  vessels 
Velamentous  insertion  of 

3 

cord 

1 

Anomaly  of  cord 

1 

Twisted  umbilical  cord 

3 

Prolapse  of  arm 

1 

Aspiration 

1 

Fetal  narcosis 

1 

Anoxia  due  to  intrauterine 

1 

Aspiration  of  amniotic  fluid 
Polyhydramnios  of  unexplained 

4 

etiology 

1 

Blood  incompatability 

1 

Transverse  presentation 

2 

Pneumomediastinum 

1 

Anoxia 

1 

Unknown 

3 

3 X 

Unknown  cause 

222 

Infection 

40 

Lungs,  probably  intrauterine 

16 

41 

Lungs,  probably  extrauterine 

5 

42 

Intestine,  stomach,  or 

esophagus 

1 

43 

Heart  or  blood  vessels 

1 

44 

Kidneys  or  bladder 

0 

45 

Brain  or  meninges 

5 

46 

Bone,  muscle,  or  skin 

0 

47 

Umbilicus 

2 

48 

Generalized,  bacterial 

7 

49 

Generalized,  viral 

2 

4 X 

Syphilis 

1 

4y 

Other 

4 

Fetal  infection  of  intrau- 
terine origin 

Undetermined  type  of  fetal 

1 

infection 

1 

Unknown 

2 

Blood 

dyscrasias 

50 

ABO  erythroblastosis 

1 

51 

Rh  erythroblastosis  with  fetal 

hydrops 

19 

52 

Rh  erythroblastosis  with 

kemicterus 

12 

53 

Rh  erythroblastosis  without 

hydrops  or  kernicterus 

56 

54 

Hemorrhagic  disease 

1 

55 

Leukemia 

1 

56 

Anemia  from  other  than  above 

causes 

1 

Abnormal  pulmonary  function 

60 

Generalized  atelectasis  with 

hyaline  membrane 

49 

61 

Generalized  atelectasis  without 

hyaline  membrane 

87 

62 

Mild  hyaline  membrane  with- 

out  other  recognizable  cause 
of  death 

1 

Other 

70 

Kernicterus  not  due  to 

erythroblastosis 

0 

71 

Hydrops  without 

erythroblastosis 

1 

72 

Liver  necrosis,  cirrhosis,  etc., 

without  known  cause 

0 

73 

Diffuse  pulmonary  hemorrhage 

without  known  cause 

1 

74 

Other 

1 

Iatrogenic  causes  1 

80  Craniotomy  or  other  destruc- 

tive operation  on  living  fetus  0 

81  Delivery  for  maternal  cause 

prior  to  viability  1 

No  pathologic  state  at  autopsy  with  or 
without  possible  maternal  factors  and 

not  elsewhere  classifiable  24 
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Causes 

Totals 

90 

No  known  maternal  factor 

15 

91 

Toxemia  of  pregnancy 

2 

92 

Glomeruloneph  ritis 

0 

93 

Pyelocystitis 

0 

94 

Diabetes  mellitus 

3 

95 

Heart  disease,  symptomatic 

0 

96 

Preceding  accident 

0 

97 

Preceding  operation 

0 

98 

Over  301  days  gestation  with- 

out  other  complications 

0 

99 

Other 

4 

No  pathologic  state  at 

autopsy 

3 

Multiple  pregnancy 

1 

Conceptuses  not  included  as  fetal  or 
neonatal  deaths 

41 

xo 

Fetus,  with  or  without 

chorionic  vesicle,  normal 
nonmacerated 

25 

XI 

Fetus,  with  or  without  cho- 

rionic  vesicle,  normal  mac- 
erated 

14 

X2 

Fetus,  with  or  without  cho- 

rionic  vesicle,  malformed 
(regardless  of  state  of 
preservation) 

2 

X3 

Chorionic  vesicle,  intact,  with 

absent  or  rudimentary 
embryo 

0 

X4 

Chorionic  vesicle,  ruptured. 

without  embryo  or  fetus 

0 

X5 

Villii,  with  or  without  decidua 

0 

X6 

Decidua  only 

0 

X7 

Hydatidiform  mole 

0 

X8 

Ectopic  pregnancy 

0 

Total  cases 
Autopsy  diagnosis 

376 

1,263 

Confirmed  clinical  diagnosis 
Unconfirmed  clinical 

405 

diagnosis 

460 

Not  classified 

22 

Mental  Hygiene 

To  the  House  of  Delegates,  Gentlemen: 

The  membership  of  the  Committee  on  Mental 
Hygiene  is  as  follows: 

Matthew  Brody,  M.D.,  Chairman Kings 


Gurston  David  Goldin,  M.D New  York 

Frederick  H.  Hesser,  M.D Albany 

Allison  B.  Landolt,  M.D New  York 

Herman  B.  Snow,  M.D Dutchess 

Reginald  R.  Steen,  M.D Nassau 


Our  advisers,  Oscar  Diamond,  M.D.,  Leon- 
ard C.  Lang,  M.D.,  Alexander  Levine,  M.D., 
Marvin  E.  Perkins,  M.D.,  and  Duncan  White- 
head,  M.D.,  have  been  especially  helpful  to  us. 

This  committee  has  been  extremely  active 
during  the  past  year.  Only  two  formal  meetings 
were  held,  but  the  members  of  the  committee 
have  been  in  constant  communication  with  each 
other  by  mail  and  telephone.  The  availability 
of  the  Xerox  machine  has  made  the  conducting 
of  our  affairs  more  efficient  and  effective. 

Two  resolutions  passed  by  the  House  of  Dele- 
gates last  year  (66-85,  “Psychiatric  Units  in  the 
Community  Hospital”;  and  66-54,  “Referral 
of  Patients  with  Mental  Disorders”)  were  re- 
ferred to  the  Committee  on  Mental  Hygiene  for 
action.  In  turn  these  were  referred  to  the  men- 
tal health  committees  of  the  counties  sponsoring 
the  resolutions,  and  in  both  instances  our  col- 
leagues felt  that  the  passage  of  the  resolutions 
by  the  House  of  Delegates  was  sufficient  and 
that  no  further  action  was  necessary. 


Active  liaison  has  been  maintained  on  a State 
level  with  the  Department  of  Mental  Hygiene, 
the  New  York  State  Association  for  Mental 
Health,  and  the  Council  of  the  New  York  State 
District  Branches  of  the  American  Psychiatric 
Association.  Liaison  has  also  been  maintained 
with  the  New  York  City  Department  of  Mental 
Hygiene. 

We  circularized  each  of  the  county  medical 
societies  to  see  whether  or  not  active  subcom- 
mittees on  mental  hygiene  were  operating. 
Twenty-six  responded  that  such  committees 
do  exist;  three  reported  that  while  they  had  no 
subcommittees  on  mental  hygiene,  their  mem- 
bers were  represented  on  the  local  mental  health 
association  and  that  for  those  localities  this  was 
felt  to  be  sufficient.  One  county  society  ap- 
pointed a subcommittee  on  mental  hygiene  in 
response  to  our  communication. 

The  Medical  Society  of  the  County  of  Kings 
has  reported  to  us  that  physicians’  reports  on 
addicts  are  not  confidential  and  are  turned  over 
to  the  Federal  Bureau  of  Narcotics.  This  in- 
formation was  referred  to  our  colleagues  on 
the  Committee  on  Alcoholism  and  Drug  Abuse. 

Representatives  of  the  New  York  Society  for 
Clinical  Psychiatry  and  the  Nassau  County 
Medical  Society  again  requested  the  State  So- 
ciety to  bring  an  Article  78  proceeding  against 
the  State  Education  Department  and  the  Board 
of  Regents,  challenging  the  ruling  of  the  State 
Education  Department  which  permits  nonmedi- 
cal personnel  to  practice  psychotherapy  without 
medical  supervision  and  also  to  oppose  the  De- 
partment’s illegal  issuance  of  licenses  to  practice 
psychology.  This  violates  the  Van  Wiggeren 
Bill,  which  was  passed  after  deliberations  be- 
tween our  Society  and  the  psychologists  during 
which  all  mention  of  “license”  was  changed  to 
“certificate”  and  the  word  “practice”  was  de- 
leted. This  has  been  referred  to  the  Council. 

Jack  Hammond,  M.D.,  represented  this  com- 
mittee at  a meeting  on  mental  retardation  in 
Manchester,  Vermont,  October  4,  5,  and  6, 
1966.  He  reported  to  this  committee  that  he 
was  distressed  at  the  scarcity  of  medical  rep- 
resentation at  this  meeting.  In  the  discussion 
which  followed  his  report,  it  was  suggested 

1.  That  this  committee  have  a Subcommit- 
tee on  Mental  Retardation; 

2.  That  this  committee  suggest  that  the 
Medical  Society  of  the  State  of  New  York  re- 
affirm its  stand  that  patients  in  State  hospitals, 
State  schools,  epileptic  colonies,  and  hospitals 
for  the  criminally  insane  are  entitled  to  the  best 
possible  medical  care  and  that  such  care  should 
always  be  under  medical  supervision.  The 
committee  opposes  the  well-meant,  but  ill- 
advised  moves  to  splinter  and  separate  the 
Department  of  Mental  Hygiene  and  feels  that 
these  would  have  a deleterious  effect  on  those 
patients  mentioned  above. 

Replying  to  a request  from  the  Committee  on 
Nursing,  there  was  considerable  discussion  of  the 
need  for  nurses  in  mental  hospitals  and  of  the 
importance  of  nurses  in  general  hospitals  having 
psychiatric  training.  Our  committee  went  on 
record  as  follows: 
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The  Committee  on  Mental  Hygiene  agrees 
with  the  Committee  on  Nursing  that  in  the  in- 
terest of  good  patient  care  every  effort  should  be 
made  to  assure  the  continuation  of  three-year 
schools  of  nursing  in  New  York  State,  including 
those  attached  to  State  hospitals,  and  strongly 
suggests  that  these  general  hospitals  strengthen 
their  affiliation  with  State  psychiatric  hospitals 
and  vice  versa. 

The  Second  Annual  Congress  for  Mental 
Health  was  held  October  1,  1966,  on  the  subject 
of  “The  Adolescent’s  Crises  Today.”  This 
was  sponsored  by  the  New  York  State  Associa- 
tion for  Mental  Health,  the  Medical  Society 
of  the  State  of  New  York,  and  the  council  of 
the  New  York  State  District  Branches  of  the 
American  Psychiatric  Association.  The  meet- 
ing was  well  attended.  The  papers  given  were 
of  an  unusually  high  quality,  and  arrangements 
have  been  made  to  have  these  papers  published 
in  an  issue  of  the  New  York  State  Journal  of 
Medicine. 

Plans  have  already  been  started  for  the  Third 
Annual  Congress  on  Mental  Health,  on  October 
7,  1967.  This  will  be  supported  similarly  by  the 
State  Association  for  Mental  Health,  the 
State  Medical  Society,  and  the  District 
Branches  of  the  APA. 

Your  chairman  attended  the  twelfth  Annual 
Conference  of  Mental  Health  Representatives 
in  Chicago,  March  18  and  19,  1966.  Also  rep- 
resenting New  York  State  were  Alan  D.  Miller, 
M.D.,  Commissioner  of  Mental  Hygiene;  Hy- 
man M.  Forstenzer,  Second  Deputy  Commis- 
sioner; and  Harvey  J.  Tompkins,  M.D. 

C.  Douglas  Darling,  M.D.,  represented  the 
State  Society  in  Chicago  on  December  13  and 
14,  1966,  at  a well-attended  meeting  on  com- 
munity health  programs. 

This  committee  was  asked  to  investigate  the 
Wisconsin  Sex  Law  and  found  that  New  York 
State  has  a similar  law,  2981-A,  the  so-called 
“Day  to  Life  Sentence.”  This  law  has  not 
been  in  effect  because  of  the  lack  of  facilities  in 
which  such  prisoners  can  be  placed. 

Your  committee  is  presently  preparing  a policy 
on  the  mental  health  team  concept. 

We  have  been  asked  to  furnish  a panel  of 
psychiatrists  for  consultation  by  the  Second 
Judicial  Department.  The  presidents  of  the  nine 
county  medical  societies  in  this  Judicial  De- 
partment and  corresponding  psychiatric  or- 
ganizations have  already  been  contacted  and 
such  a panel  will  be  formed. 

Your  chairman  is  serving  on  an  advisory  com- 
mittee for  the  expansion  of  psychiatric  insurance 
which  seeks  the  same  coverage  for  mental  dis- 
ease as  for  physical  disease. 

At  the  request  of  the  Committee  on  State 
Legislation,  this  committee  unanimously  voted 
as  follows:  The  Committee  on  Mental  Hygiene 
strongly  believes  that  a social  worker  should 
have  the  same  freedom  in  recommending  family 
planning  as  any  other  medical  service. 

We  could  not  close  this  report  without  ex- 
pressing our  great  loss  in  the  passing  of  James 
Greenough,  M.D.,  who  was  a source  of  great 
help  and  inspiration  to  us.  We  are  fortunate 


in  having  Norman  S.  Moore,  M.D.,  and  Irving 
L.  Ershler,  M.D.,  to  supplant  him. 

We  are  grateful  to  Miss  Gretchen  Wunsch 
for  the  enormous  task  she  has  performed  for  us. 
Respectfully  submitted, 

Matthew  Brody,  M.D.,  Chairman 

Report  of  Reference  Committee  on 
Public  Health  and  Education:  The  follow- 
ing report  was  presented  by  George  M.  Say- 
pol,  M.D.,  chairman. 

For  brevity,  Maternal  and  Child  Welfare 
and  Mental  Hygiene  reports  were  reviewed  and 
accepted. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

Metabolic  Diseases 

To  the  House  of  Delegates,  Gentlemen: 

The  membership  of  the  Committee  on  Meta- 
bolic Diseases  is  as  follows: 

Milton  B.  Handelsman,  M.D.,  Chairman.  . . . 


Kings 

Joseph  B.  Cortesi,  M.D Schenectady 

Charles  Weller,  M.D Westchester 


Until  the  November,  1966,  meeting  of  the 
Council,  this  committee  was  known  as  the  Com- 
mittee on  Diabetes.  The  action  of  the  Council 
changed  the  scope  of  the  committee’s  work  and 
its  name  to  include  all  metabolic  diseases. 

Your  chairman  feels  that  this  committee 
should,  in  the  future,  plan  for  more  action  in  its 
field,  especially  in  conducting  a more  intensive 
Diabetes  Detection  Drive  each  November  as  a 
cooperative  venture  by  county  medical  society 
chairmen  of  public  health  (diabetes),  the  Ameri- 
can or  New  York  Diabetes  Association,  and  the 
local  county  health  agencies,  and  suggests  the 
first  for  chairman  of  such  a troika  in  each  county 
to  spark  this  important  phase  of  public  health 
and  education. 

Respectfully  submitted, 

Milton  B.  Handelsman,  M.D.,  Chairman 

Report  of  Reference  Committee  on 
Public  Health  and  Education:  The  follow- 
ing report  was  presented  by  George  M.  Saypol, 
M.D.,  chairman. 

The  report  of  the  Committee  on  Metabolic 
Diseases  was  reviewed  and  accepted,  note  hav- 
ing been  made  previously  of  the  committee’s 
change  in  name. 

Commenting  on  diabetes  detection,  Dr.  Licht- 
man  noted  that  postprandial  blood  chemistries, 
as  routine  hospital  procedure,  have  been  ac- 
cepted by  all  authorities  in  clinical  pathology. 
Our  reference  committee  recommends  adoption 
of  this  procedure. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

Physical  Medicine  and  Rehabilitation 

To  the  House  of  Delegates,  Gentlemen: 

The  Committee  on  Physical  Medicine  and 
Rehabilitation  is  composed  of  the  following 
members: 
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Edward  J.  Lorenze,  M.D.,  Chairman 

Westchester 


Alexander  F.  Carson,  M.D Otsego 

George  G.  Deaver,  M.D New  York 

William  H.  Georgi,  M.D Erie 


The  chairman  of  the  committee  attended  the 
meeting  of  the  Commission  on  Public  Health 
and  Education  held  at  the  State  Health  De- 
partment in  Albany  on  June  15,  1966.  The 
following  matters  were  discussed  at  that  meet- 
ing and  constitute  the  report  of  the  activities 
of  the  committee  during  the  past  year. 

1.  Its  representatives  have  worked  during 
the  year  with  the  New  York  State  Heart 
Assembly,  particularly  in  relationship  with 
the  subcommittee  on  rehabilitation  and  strokes 
of  that  group.  As  a result  of  this  work,  a 
resolution  was  passed  by  the  Heart  Assembly 
and  sent  to  the  Commissioner  of  Insurance 
of  the  State  of  New  York,  requesting  that  con- 
sideration be  given  to  the  inclusion  of  the  acute 
phase  of  rehabilitation  of  stroke  patients  in 
any  health  care  insurance  programs  which 
are  newly  approved.  This  was  done  with  the 
idea  of  considering  rehabilitation  of  the  stroke 
patient,  in  major  part,  as  part  of  the  manage- 
ment of  the  acute  illness  rather  than  as  part  of 
the  management  of  chronic  disease.  In  ad- 
dition, this  group  is  instrumental  in  the  planning 
and  publication  of  Stroke  which  presents  modern 
concepts  of  heart  disease  and  is  distributed  to 
physicians  in  the  State  on  a quarterly  basis. 
The  first  issue  of  this  publication  has  appeared 
and  is  quite  successful. 

2.  Members  of  the  committee  have  worked 
with  representatives  of  the  Division  of  Voca- 
tional Rehabilitation  of  the  State  Education 
Department  in  formulating  new  hearing  evalu- 
ation forms.  This  was  discussed  with  a rep- 
resentative of  the  Public  Health  and  Educa- 
tion Commission  who  was  working  on  this 
problem  separately.  This  new  hearing  evalu- 
ation form  has  been  published  by  the  State 
Division  of  Vocational  Rehabilitation. 

3.  Discussions  have  been  held  with  Blue 
Cross  of  New  York  City  with  regard  to  the 
inclusion  of  rehabilitation  services  in  their 
basic  policy.  The  possibility  for  this  is  en- 
hanced by  the  removal  of  the  load  of  the  aged 
group  from  their  roles.  A research  project 
has  been  designed  by  the  Socio-Medical  Re- 
search Program  of  the  Burke  Rehabilitation 
Center  for  consideration  by  Blue  Cross  as  a 
pilot  study  in  relationship  to  this  problem. 

4.  Resolutions  referred  to  this  committee 
were: 

a.  66-92,  introduced  by  Henry  Fleck, 
M.D.,  Section  on  Physical  Medicine  and  Re- 
habilitation— Resolved,  That  the  Medical  Society 
of  the  State  of  New  York  go  on  record  as  recom- 
mending that  a specialist  in  physical  medicine 
and  rehabilitation  (a  physiatrist) , if  available, 
be  on  the  staff  of  each  extended  care  facility. 

The  committee  endorses  this  recommenda- 
tion and  feels  that  extended  care  facilities  are 
very  likely  to  have  large  numbers  of  patients 
requiring  considerable  physical  medicine  and 
rehabilitation  services.  The  committee  points 


out  that  these  extended  care  beds  are  located 
near  the  department  of  physical  medicine  and 
rehabilitation  in  new  construction  under  Hill- 
Burton.  The  physiatrist  can  be  of  help  in 
the  general  orientation,  organization,  and  oper- 
ation of  such  a unit. 

b.  66-88,  introduced  by  Henry  Fleck,  M.D., 
Section  on  Physical  Medicine  and  Rehabilita- 
tion— Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  initiate  legislation  making 
admission  to  the  licensure  examination  in  physi- 
cal therapy  contingent  on  graduation  from  a school 
fully  approved  by  the  regional  accrediting  body 
for  schools  of  physical  therapy. 

The  committee  in  general  approves  this 
matter,  although  this  should  have  further  dis- 
cussion with  representatives  of  the  State  De- 
partment of  Health  for  its  possible  legal  and 
educational  aspects.  The  enabling  legislation 
for  Medicare  has  a provision  that  such  therapists 
must  be  from  a school  approved  by  the  re- 
gional accrediting  body,  and  this  may  or 
may  not  create  some  problems  for  some  of  the 
schools  of  physical  therapy  in  this  State. 

c.  65-32  and  65-14 — in  essence  these  are 
resolutions  which  request  the  study  of  the 
inclusion  of  general  practitioners  in  the  follow-up 
provisions  of  the  New  York  State  Medical  Re- 
habilitation Program  and  in  the  programs  for 
physically  handicapped  children.  These  reso- 
lutions were  introduced  primarily  because  the 
list  of  conditions  covered  has  been  extended 
to  situations  which  will  require  chronic  care 
from  the  point  of  medical  treatment  and  certain 
general  practitioners  may  have  been  providing 
this  service  in  the  past. 

In  addition,  the  requirement  that  cases  be 
evaluated  at  only  certain  approved  centers 
has  been  questioned,  since  it  requires  the  trans- 
fer of  the  patient  from  his  private  physician 
to  the  hospital  center  and  removes  the  patient 
from  his  own  physician’s  care.  Since  only 
pediatricians  or  internists  approved  and  listed 
by  the  New  York  State  Department  of  Health 
can  do  treatment  outside  the  center,  the  patient 
may  have  to  return  to  a physician  other  than 
his  private  physician  for  follow-up.  It  is 
pointed  out  that  this  destroys  the  freedom  of 
a patient  to  return  to  the  physician  of  his 
choice. 

In  addition,  the  matter  is  further  complicated 
by  Title  19  of  the  PL  89-97  law  and  by  our 
own  State  implementation  of  this.  In  point  of 
fact,  it  raises  a question  as  to  whether  the 
State  Medical  Rehabilitation  Program  and 
the  Physically  Handicapped  Children’s  Pro- 
gram are  any  longer  useful  or  practicable  since 
patients  normally  coming  under  these  programs 
can  now  come  under  the  Title  19  program. 
Since  there  is  a financial  differential  in  which, 
under  Title  19,  the  local  community  would 
have  to  put  up  only  25  per  cent  of  the  cost 
instead  of  50  per  cent,  it  is  most  likely  that 
local  communities  will  make  use  of  Title  19 
programs  and  that  the  Medical  Rehabilitation 
Programs  and  the  Physically  Handicapped 
Children  Programs  will  be  less  attractive. 

It  is  desirable  to  have  freedom  of  choice  of 
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physician  and  to  interfere  as  little  as  possible 
with  the  normal  patterns  of  medical  practice. 
In  the  extended  programs  under  Title  19,  all 
physicians  will  be  involved  rather  than  the 
small  group  at  a center.  Here  again,  however, 
the  State  Department  of  Health  has  responsi- 
bility for  setting  up  standards  for  care,  and 
it  is  not  desired  that  effective  standards  be 
lowered.  Undoubtedly,  a way  can  be  worked 
out  which  will  permit  qualified  physicians  of 
all  types  to  perform  those  functions  for  which 
they  are  qualified.  This  will  have  to  be  spelled 
out.  On  the  other  hand,  the  concept  of 
centers,  where  groups  of  qualified  physicians 
must  work  together  as  a team  with  other 
qualified  paramedical  groups  under  an  organized 
program,  also  has  much  to  recommend  it. 
It  seems  that  we  must  work  out  which  type 
of  case  belongs  in  which  type  of  facility  and 
program. 

The  committee  will  meet  as  soon  as  possible 
with  representatives  of  the  State  Health  De- 
partment, and  perhaps  other  consultants  to 
the  committee,  to  investigate  this  entire  com- 
plex matter.  We  are  awaiting  a decision  by 
the  Health  Department  in  regard  to  which  of 
their  representatives  will  meet  with  us. 

Respectfully  submitted, 

Edward  J.  Lorenze,  M.D.,  Chairman 

Report  of  Reference  Committee  on  Pub- 
lic Health  and  Education:  The  following  re- 
port was  presented  by  George  M.  Saypol,  M.D., 
chairman. 

The  report  of  the  Committee  on  Physicial 
Medicine  and  Rehabilitation  was  reviewed  and 
accepted. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

Quackery 

To  the  House  of  Delegates,  Gentlemen: 

Members  of  the  Committee  on  Quackery 
are  as  follows: 

Jason  K.  Moyer,  M.D.,  Chairman 


Broome 

William  P.  Clark,  M.D Westchester 

Glenn  E.  Jones,  M.D Niagara 


The  untimely  passing  of  James  Greenough, 
M.D.,  delayed  the  continuation  of  the  message 
on  quackery  that  was  started  so  effectively  at 
the  April,  1965,  Congress  on  Quackery  held 
in  New  York  City.  Dr.  Greenough  had  made 
the  original  contacts  with  the  State  University 
of  New  York  College  at  Cortland,  which  has 
a well-developed  Department  of  Health  Edu- 
cation. He  was  then  thinking  of  a continuing 
program,  directed  at  the  younger  generation, 
through  recognized  educational  channels. 

On  April  20,  1966,  your  chairman  met  with 
Henry  I.  Fineberg,  M.D.,  C.  Stewart  Wallace, 
M.D.,  J.  Richard  Bums,  Esq.,  and  Guy  D. 
Beaumont  at  the  Society  headquarters  in  New 
York  City,  for  the  purpose  of  planning  the 
Congress  on  Quackery  program  of  the  com- 
mittee for  the  ensuing  year.  On  May  3 a 


meeting  was  held  with  Dr.  John  S.  Sinacore, 
chairman  of  the  Health  Education  Department, 
State  University  of  New  York  College  at 
Cortland,  to  outline  an  ambitious  program 
for  the  Fall  of  1966. 

Numerous  meetings  have  been  held  and 
with  the  able  assistance  of  the  director  of  the 
Division  of  Communications,  Mr.  Beaumont, 
a four-hour  program,  using  material  from  the 
1965  Quackery  Congress,  was  developed  and 
presented  on  November  9 at  the  Cortland  State 
Teachers  College.  Invitations  were  sent  to 
approximately  800  individuals  who  are  inter- 
ested in  health  education.  Hollis  S.  Ingraham, 
M.D.,  Commissioner  of  Health  for  the  State 
of  New  York,  and  Dr.  James  E.  Allen,  Jr., 
Commissioner  of  Education,  agreed  to  appear 
on  the  program.  The  outcome  of  this  pro- 
gram will  be  presented  in  a supplementary  re- 
port by  the  Quackery  Committee. 

One  of  the  main  reasons  for  presenting  this 
program  to  health  educators  is  not  only  to 
provide  to  them  up-to-date  information  on  the 
status  of  quackery,  which  includes  material 
obtained  from  the  American  Medical  Associ- 
ation Congress  on  Quackery  held  in  October 
of  1966  in  Chicago,  but  also  to  gain  ideas  on 
how  to  present  this  material  to  the  public. 
The  committee  has  in  mind  a continuing  pro- 
gram that  might  be  similar  to  the  antismoking 
programs  that  have  been  presented  in  the 
State  school  systems. 

At  the  time  of  this  writing,  it  appears  that 
there  is  considerable  interest  upstate  in  both 
the  subject  and  the  Cortland  program,  and  if  the 
reception  is  favorable,  the  committee  hopes  to 
expand  its  activities  considerably  in  the  year 
1967. 

Respectfully  submitted, 

Jason  K.  Moyer,  M.D.,  Chairman 

Report  of  Reference  Committee  on  Pub- 
lic Health  and  Education:  The  following  re- 
port was  presented  by  George  M.  Saypol,  M.D., 
chairman. 

The  report  of  the  Committee  on  Quackery 
was  reviewed  and  accepted.  We  commend  es- 
pecially the  excellent  program  put  on  by  Jason 
K.  Moyer,  M.D.,  the  chairman  of  this  com- 
mittee, and  the  Communications  Division  on  the 
subject  of  quackery,  which  was  given  at  the  Cort- 
land State  Teachers  College.  This  was  put  on 
for  the  laity  rather  than  the  profession  and  was 
enthusiastically  received.  It  is  suggested  that 
similar  programs  be  presented  at  the  other  State 
teachers  colleges. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

Rural  Medical  Service 

To  the  House  of  Delegates,  Gentlemen: 

The  Committee  on  Rural  Medical  Service  is 
comprised  of  the  following  members: 

Edward  C.  Hughes,  M.D.,  Chairman 

Onondaga 


LaVerne  Campbell,  M.D Cayuga 

Irwin  Felsen,  M.D Allegany 
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Thurston  L.  Keese,  M.D Onondaga 

Hugh  M.  McChesney,  M.D Oswego 

James  J.  Quinlivan,  M.D Albany 


The  Committee  on  Rural  Medical  Service 
has  continued  to  make  plans  for  a compre- 
hensive program  for  study  and  solution  of 
health  manpower  and  medical  service  in  rural 
New  York  State.  The  chairman  and  some  of 
the  members  of  the  committee  have  visited 
various  areas  of  the  State  where  physician 
shortage  exists  and  discussed  the  problem  with 
citizens  of  these  areas.  The  committee  has 
found  that  the  citizens  of  these  areas  are 
anxious,  apprehensive,  and  even  adamant 
because  they  do  not  have  adequate  physician 
coverage.  The  public  is  seeking  good  medical 
care  as  a citizen’s  right  and  not  as  a luxury 
or  privilege.  Many  rural  areas  already  have 
citizens’  committees,  well  organized,  attempting 
to  obtain  physicians  for  their  respective  areas. 
We  were  impressed  by  the  local  enthusiasm,  by 
the  forcefulness  of  their  demands  and  hopes, 
but  concerned  with  the  widespread  nature  of 
this  (lack  of  medical  care)  problem. 

Study  Grant.  This  year  the  committee  was 
fortunate  to  obtain  a grant  of  $50,000  with  the 
possibility  of  renewal  for  another  year  from  the 
Avalon  Foundation.  The  committee  is  grateful 
for  the  support  of  Mr.  Hamilton,  president  of 
the  Foundation,  and  the  board  of  trustees  for 
granting  this  sum  of  money  to  the  committee. 
The  grant  was  given  to  the  Empire  State 
Medical,  Scientific  and  Educational  Foundation. 

The  specific  aims  of  the  study  are  to  deter- 
mine the  following: 

1.  The  present  distribution  of  physicians 
and,  specifically,  the  areas  in  acute  need  of  a 
physician. 

2.  The  present  demand  for  physicians  in 
communities  of  the  State  with  a population 
under  25,000. 

3.  The  future  needs  of  medical  manpower 
in  these  areas. 

4.  The  available  medical  facilities  in  the 
rural  areas. 

5.  The  attitudes  of  rural  citizens  concerning 
their  needs  and  expectations  with  regard  to 
medical  care. 

6.  The  reactions  and  attitudes  of  physicians 
in  these  areas  regarding  present  and  future 
medical  needs. 

Proposed  Plan.  The  committee  proposes 
to  conduct  a pilot  study  in  three  different  and 
distinct  areas  of  the  State.  Each  area  reflects  a 
slightly  different  medical  need,  primarily  be- 
cause of  its  geographic  relationship  to  large 
urban  centers.  In  two  of  the  areas  medical 
facilities  are  not  locally  available,  and  in  the 
third  medical  services  are  inadequate.  The 
pilot  study  will  allow  the  committee  to  test 
certain  instruments  for  evaluation  of  the  kinds  of 
medical  service  and  manpower  available  in  the 
areas  and  set  up  methods  and  procedures  which 
may  increase  possibilities  of  improving  medical 
coverage.  The  pilot  approach  will  also  enable 
the  researchers  to  make  any  modifications  in 
technics  before  embarking  on  a large  scale 
survey. 


After  the  instruments  have  proved  to  be 
valid,  the  second  step  in  the  study  is  to  make  a 
comprehensive  survey  of  larger  areas,  the 
sampling  consisting  of  one  to  four  counties 
identifying  available  medical  service,  patient 
concentration,  distance  to  obtain  medical  care, 
economic  and  cultural  resources,  hospital  and 
laboratory  facilities,  and  related  health  services 
(such  as  nursing  homes,  and  so  forth) . 

The  third  step  of  the  study  is  to  collate  and 
analyze  the  data  obtained  in  each  area.  This 
information  will  enable  us  to  make  specific 
recommendations  regarding  types  of  medical 
services  needed  in  the  area,  necessary  changes 
in  education  beginning  at  the  medical  school 
level,  and  alteration  of  the  present  concept  of 
medical  practice  in  rural  and  semirural  areas  of 
the  State. 

Three  instruments  and  questionnaires  have 
been  designed  by  the  committee  to  survey  the 
areas : 

1.  The  “physicians’  questionnaire”  will 

determine  the  medical  needs,  present  and 
future,  from  the  professional  perspective.  It  is 
hoped  that  all  physicians  will  give  their  hearty 
cooperation  and  support. 

2.  The  “people’s  questionnaire”  should 

reflect  their  attitudes,  desires,  and  needs  re- 
garding medical  care  and  service.  We  are  con- 
cerned with  the  public’s  idea  of  what  “good” 
medical  care  is  and  should  be;  not  with  the 
intention  of  satisfying  an  ideal  but,  in  fact, 
approximating  necessary  but  presently  lacking 
adequate  medical  services. 

3.  The  third  instrument  is  designated  as  the 

“citizens’  committee  questionnaire.”  The  rea- 
sons for  independently  administering  this 

instrument  to  a citizens’  committee  are:  (a) 

This  group  is  usually  well  organized.  ( b ) 

They  are  closely  attuned  to  the  problems  of  the 
community,  the  needs,  and  so  forth,  (c)  They 
very  often  reflect  community  leadership  and  as 
such  act  as  important  catalysts  in  solving  com- 
munity problems. 

Progress.  The  project  is  well  on  its  way. 
The  staff  members  are  A.  Geno  Andreatta,  a 
cultural  anthropologist  with  several  years  ex- 
perience working  in  a medical  school  setting, 
Mrs.  Karen  Engle  with  experience  in  interview- 
ing, and  Miss  Donna  Spencer,  a secretary. 
Other  personnel  with  experience  in  interviewing 
and  survey  analysis  will  be  added  as  project 
demands  increase. 

The  following  progress  has  been  accomplished: 

1.  The  committee  reviewed  the  literature 
concerning  surveys  made  elsewhere  in  the 
country.  We  would  appreciate  receiving  com- 
ments, suggestions,  and  reports  of  undocumented 
studies  currently  underway  by  other  researchers. 

2.  A brief  survey  of  communities  under 
5,000  in  population  in  four  counties  has  been 
made,  and  it  has  revealed  the  severity  of  the 
problem,  and  the  willingness  and  enthusiasm  of 
the  people  in  these  counties  to  participate  in  the 
project. 

3.  The  three  instruments  described  above 
have  been  prepared  for  initial  testing  and  a 
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preliminary  evaluation  has  been  completed  on 
the  people’s  questionnaire. 

4.  The  committee  has  held  several  meetings 
in  different  areas  of  the  State  with  members  of 
the  organized  citizens’  committees  and  physi- 
cians in  these  areas. 

The  committee  is  hopeful  that  by  such  a 
thorough  study,  conducted  on  three  levels  of 
community  organization  and  in  three  distinct 
areas,  a plan  of  action  may  be  proposed  to  the 
Medical  Society  of  the  State  of  New  York  and 
other  educational  institutions  interested  in 
alleviating  and  solving  the  problems  of  health 
manpower  and  medical  service  shortage. 

We  cordially  and  urgently  invite  the  coopera- 
tion of  physicians  throughout  the  State. 

Respectfully  submitted, 

Edward  C.  Hughes,  M.D.,  Chairman 

Report  of  Reference  Committee  on 
Public  Health  and  Education:  The  follow- 
ing report  was  presented  by  George  M.  Saypol, 
M.D.,  chairman. 

The  report  of  the  Committee  on  Rural  Medi- 
cal Service  was  reviewed  and  accepted.  Dr. 
Hughes  gave  a brief  review  of  the  program  for 
improving  rural  medical  service.  His  commit- 
tee is  currently  making  a survey  of  available 
physician  services  and  community  needs  in 
three  districts  of  upstate  New  York.  This  work 
is  supported  by  a two-year  grant  of  $50,000 
per  year  by  the  Avalon  Foundation  through  the 
Empire  State  Medical,  Scientific  and  Educa- 
tional Foundation.  The  funds  are  insufficient 
to  complete  the  study  and  the  committee  is  cur- 
rently seeking  new  sources  of  revenue. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  reoort. 

Medical  Advisory  Committee  to  the  New  York 
State  Public  High  School  Athletic  Association 

To  the  House  of  Delegates,  Gentlemen: 

The  Medical  Advisory  Committee  to  the 
New  York  State  Public  High  School  Athletic 
Association  consists  of  the  following  members: 

Ralph  S.  Emerson,  M.D.,  Chairman . .Nassau 


Frederick  H.  Grabo,  M.D Oneida 

Eugene  J.  Hanavan,  Jr.,  M.D Erie 

Arthur  Howard,  M.D Fulton 

Joseph  J.  Kaufman,  M.D Wayne 

William  B.  Kintzing,  M.D Nassau 

Alexius  Rachun,  M.D Tompkins 

Murle  Laurens  Rowe,  M.D Monroe 


This  committee  was  appointed  late  in  the 
spring  of  1966  to  advise  and  assist  the  State 
Athletic  Association  in  their  athletic  safety 
program  with  particular  reference  to  football 
injuries. 

The  committee  has  functioned  by  personal 
interviews  and  telephone  conferences  with  the 
State  Athletic  Association  in  the  experimental 
football  study  on  preseason  physical  condition- 
ing. This  study  embodies  the  recommenda- 
tions of  the  National  Federation  of  State  High 
School  Athletic  Associations  and  the  A.M.A.’s 
Committee  on  Medical  Aspects  of  Sports. 


It  is  called  the  5-10-5  preseason  program. 
There  are  over  50,000  high  school  football  ath- 
letes participating  in  the  program.  The  pur- 
pose is  to  minimize  the  preseason  and  early 
season  serious  football  injuries. 

Our  first  joint  sponsored  Athletic  Injury 
Symposium  is  scheduled  on  January  21,  1967, 
at  the  Concord  Hotel  in  Kiamesha.  Dr.  Rowe 
is  chairman  of  the  afternoon  session  on  football 
injuries. 

In  1968  we  hope  to  institute  an  annual  Ath- 
letic Injury  Symposium  in  conjunction  with 
and  preceding  the  State  Medical  Society  meet- 
ing in  February. 

I would  like  to  thank  personally  the  members 
of  this  committee.  Their  fine  cooperation 
during  the  past  year  has  been  invaluable. 
I would  like  also  to  extend  our  appreciation  to 
the  many  physicians  throughout  the  State  who 
are  rendering  a significant  public  service  to  our 
youth  by  cooperating  with  their  local  school 
athletic  programs. 

Respectfully  submitted, 

Ralph  S.  Emerson,  M.D.,  Chairman 

Report  of  Reference  Committee  on 
Public  Health  and  Education:  The  follow- 
ing report  was  presented  by  George  M.  Saypol, 
M.D.,  chairman. 

The  report  of  the  Medical  Advisory  Com- 
mittee to  the  New  York  State  Public  High 
School  Athletic  Association  was  reviewed  and  ac- 
cepted. A recommendation  was  made  and  ap- 
proved by  the  reference  committee  that  the 
title  of  this  committee  be  changed  to  the  Com- 
mittee on  Medical  Aspects  of  Sports  and  that  it 
include  public  and  private  elementary  and  high 
schools. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

67-2.  Basic  Protection  for  the  Traffic  Accident 
Patient 

Introduced  by  Medical  Society  of  the  County  of 
Monroe 

Whereas,  Seriously  injured  traffic  acci- 
dent patients  most  need  financial  protection 
but  under  present  insurance  coverage  receive 
less  than  patients  with  minor  injuries  and  are 
sometimes  denied  financial  protection  en- 
tirely; and 

Whereas,  Present  law  requires  the  deter- 
mination of  “fault”  before  benefits  can  be  paid, 
a determination  which  requires  the  services  of 
courts,  lawyers,  judges,  investigators,  police, 
and  physicians  and  often  delays  payments  to 
accident  victims  for  years;  and 

Whereas,  The  courts  are  jammed  with 
automobile  liability  cases,  many  of  which 
are  minor  “pain-and-suffering”  cases;  and 
Whereas,  Insurance  companies  pay  less 
than  50  cents  per  premium  dollar  in  case 
settlements,  and  insurance  premiums  are 
increasing  every  year;  and 

Whereas,  A legislative  proposal,  com- 
pletely revamping  insurance  protection  for 
traffic  accident  patients,  has  been  proposed  by 
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Keeton  and  O’Connell  of  Harvard  and 
Illinois  Law  Schools  to  establish  the  following 
system: 

1.  Medical,  “out-of-pocket”  payments  and 
90  per  cent  of  lost  wages  up  to  $10,000  would 
be  paid  to  all  traffic  accident  victims  regard- 
less of  fault.  No  awards  would  be  made  for 
“pain-and-suffering  cases.” 

2.  All  cars  and  drivers  would  be  required 
to  carry  such  insurance. 

3.  Only  cases  over  $10,000  and  “pain- 
and-suffering”  cases  over  $5,000  would 
go  to  court;  and 

Whereas,  Actuaries  estimate  that  this 
system  would  reduce  New  York  State  auto- 
mobile insurance  premiums  at  least  15  to  25 
per  cent;  now  therefore  be  it  hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  propose  and  support  legis- 
lation which  will  introduce  the  “Basic  Pro- 
tection for  the  Traffic  Accident  Victim” 
plan  in  New  York  State. 

The  following  memorandum,  a copy  of  an 
article  from  Time  describing  the  plan,  was  dis- 
tributed to  the  House  for  its  information. 

Time,  March  25,  1956:  THE  LAW 

Liability.  Easing  the  Pain  of  Auto  Accidents:  The 
reason  U.S.  court  dockets  are  choked  with  auto- 
accident claims  is  traceable  directly  to  the  hoary  rule 
of  “fault” — the  idea  that  a victim  can  collect  only 
if  he  was  not  negligent  and  the  defendant  was.  Be- 
cause these  issues  are  often  hotly  disputed,  a deserv- 
ing victim  may  have  to  haggle  for  years  before  get- 
ting his  just  award — and  then  lie  may  have  to  share 
about  one  third  of  it  with  his  lawyer.  The  costly, 
complex  process  has  been  steadily  boosting  the  price 
of  auto  insurance,  but  the  amount  paid  out  in  acci- 
dent awards  remains  far  less  than  the  50  cents  of 
each  dollar  that  the  insurance  companies  collect  in 
premiums. 

No  Negotiations.  The  ideal  solution  to  the  prob- 
lem, say  Law  Professors  Robert  Keeton  of  Harvard 
and  Jeffrey  O’Connell  of  Illinois,  would  be  a system 
for  getting  more  money  to  victims  while  charging 
less  for  policies,  and  clearing  most  of  the  accident 
cases  out  of  overworked  courts.  Like  workmen’s  com- 
pensation insurances,  the  professors’  “basic  protec- 
tion plan”  permits  recovery  without  proof  of  fault. 
As  worked  out  in  a new  book,  Basic  Protection  for  the 
Traffic  Victim  (Little,  Brown;  $13.50),  the  plan  re- 
quires every  car  owner  to  carry'  a policy  that  would 
pay  all  of  a victim’s  out-of-pocket  costs — up  to 
$10,000.  These  costs  would  include  hospital  and 
medical  bills  as  well  as  90  per  cent  of  lost  wages  (on 
the  theory  that  100  per  cent  payment  would  en- 
courage malingering),  and  would  be  paid  out  as  they 
actually  occurred  rather  than  in  a lump  sum  alter 
settlement.  Regardless  of  who  was  at  fault  in  an 
accident,  the  injured  driver  and  his  passengers  would 
receive  benefits  immediately  from  the  driver’s  own 
insurance  company  rather  than  the  other  driver’s 
company.  If  both  drivers  were  injured,  they  would 
deal  directly  with  their  own  insurers  and  not  have  to 
await  long  negotiations. 

.Ml  this  would  provide  insurers  with  a far  larger 
kitty  from  which  to  pay  immediate  benefits  because 
(1)  all  drivers  would  contribute  premiums,  and  (2) 
all  damage  suits  involving  less  than  $10,000  would  be 
eliminated.  Moreover,  the  plan  would  also  outlaw 
claims  based  on  pain  or  suffering  unless  they  ex- 
ceeded $5,000.  The  authors  argue  that  it  is  impos- 


sible to  assign  such  damages  an  accurate  dollar  value; 
getting  rid  of  the  smaller  court  claims  would  also  cut 
administrative  and  legal  costs  for  insurance  com- 
panies and  give  them  an  opportunity  to  reduce 
premium  prices.  Some  claimants,  to  be  sure,  might 
initiate  their  pain-and-suffering  claims  over  $5,000. 
But  if  they  did,  they  would  (as  now)  have  to  prove 
both  their  suffering  and  the  other  fellow’s  fault. 

Attractive  idea.  Since  out-of-pocket  costs  would 
be  paid  automatically,  the  only  cases  that  would 
raise  the  fault  issue  and  go  to  a jury  would  be  the 
relatively  few  involving  more  than  $10,000,  or  pain- 
and-suffering  claims  of  more  than  $5,000.  Actuarial 
studies  are  now  under  way  to  determine  exactly  how 
much  money  the  plan  would  save  both  motorists  and 
insurance  companies.  The  idea  seems  so  attractive 
that  several  states  are  studying  possible  adoption; 
in  Michigan,  the  enabling  legislation  has  already  been 
introduced. 

Report  of  Reference  Committee  on 
Public  Health  ahd  Education:  The  follow- 
ing report  was  presented  by  George  M.  Saypol, 
M.D.,  chairman. 

In  view  of  the  legal  implications  of  this 
resolution,  your  reference  committee  recom- 
mends that  it  be  referred  to  the  Council. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

67-11.  Legislation  to  Establish  Motorcycle 
Safety  Regulations 

Introduced  by  Medical  Society  of  the  County  of 
Monroe 

Whereas,  The  number  of  motorcycles  has 
more  than  doubled  in  the  past  five  years  and 
the  number  of  injury  accidents  doubled  in 
1965  alone;  and 

Whereas,  Lower  extremity  injuries  can 
be  prevented  or  minimized  by  crash  bars 
which  protect  the  rider  against  crushing  in- 
juries of  the  lower  extremities  in  side  impact 
accidents  against  the  pavement  or  a vehicle 
coming  from  the  side;  and 

Whereas,  Passengers  fall  off  because  of 
inadequate  or  absent  handholds,  foot  rests, 
saddles,  and  suspension  systems;  and 

Whereas,  Many  of  the  modern  lightweight 
motorcycles  are  not  equipped  with  crash  bars 
or  adequate  provisions  for  a second  rider; 
now  therefore  be  it  hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  sponsor  and  support  legis- 
lation in  the  State  Legislature  to  establish 
motorcycle  safety  regulations  by  requiring 
motorcycle  crash  bars  and  permitting  second 
riders  only  on  motorcycles  with  adequate 
handholds,  foot  rests,  saddles,  and  suspension 
systems. 

Report  of  Reference  Committee  on  Pub- 
lic Health  and  Education:  The  follow- 

ing report  was  presented  by  George  M.  Saypol, 
M.D.,  chairman. 

Your  reference  committee  recommends  ap- 
proval of  this  resolution. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 
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67-12.  Establishment  of  Accident  Investigation 
Teams  (AIT)  at  Medical  Centers 

Introduced  by  Medical  Society  of  the  County  of 
Monroe 

Whereas,  Injuries  and  deaths  from  auto- 
mobile accidents  continue  to  rise  each  year; 
the  number  of  fatalities  in  1966  has  increased 
9 per  cent  and  the  death  rate  per  100,000 
people  has  steadily  risen  since  1961  after  a 
decline  of  fifteen  years;  and 

Whereas,  Basic  facts  concerning  accident 
causation  are  pitifully  lacking,  providing 
little  knowledge  on  which  to  base  future 
automobile  safety  programs;  and 

Whereas,  Multidisciplined  Accident  In- 
vestigation Teams  can  obtain  this  knowledge 
by  comprehensive  detailed  accident  studies; 
and 

Whereas,  Congress  has  provided  funds 
through  Public  Law  89-564  (Highway  Safety 
Law)  for  Accident  Investigation  Teams, 
and  the  New  York  State  Legislature  is  vitally 
interested  in  establishing  Accident  Investiga- 
tion Teams  in  the  State;  and 

Whereas,  Accident  victims  and  witnesses 
are  naturally  reluctant  to  speak  freely  with 
AIT  workers  because  of  fear  that  their  state- 
ments may  be  used  against  them  in  legal 
actions  arising  from  the  accident;  now  there- 
fore be  it  hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  ask  the  New  York  State 
Legislature  to  strongly  support  the  establish- 
ment of  Accident  Investigation  Teams  at 
medical  centers  in  New  York  State  and  to  as- 
sist these  centers  in  obtaining  assistance  from 
the  State  and  the  Federal  government;  and 
be  it  further 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  ask  the  New  York  State 
Legislature  to  provide  legislation  granting  ac- 
cident victims  and  witnesses  immunity  from 
legal  action  arising  from  statements  made  in 
AIT  interviews. 

Report  of  Reference  Committee  on 
Public  Health  and  Education:  The  follow- 
ing report  was  presented  by  George  M.  Saypol, 
M.D.,  chairman. 

After  discussion,  your  reference  committee, 
at  the  request  of  the  proposer  of  the  resolution, 
changed  the  wording  of  the  second  Resolved 
to  read  as  follows: 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  ask  the  New  York  State 
Legislature  to  provide  legislation  granting 
immunity  to  AIT. 

Your  committee  voted  to  refer  the  resolution 
as  changed  to  the  Council  for  further  study. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

67-25.  Legislation  to  Require  Seat  Belts  in 
Taxicabs,  Rental  Cars,  and  Limousines 

Introduced  by  Medical  Society  of  the  County  of 
New  York 


Whereas,  Seat  belts  are  now  mandatory 
for  passenger  cars  in  the  State  of  New  York; 
and 

Whereas,  Numerous  injuries  have  resulted 
from  the  absence  of  seat  belts  in  taxicabs, 
rental  cars,  and  limousines;  and 

Whereas,  The  protection  of  the  citizens 
of  New  York  State  from  injury  resulting  while 
riding  in  these  conveyances  is  a major  con- 
cern; now  therefore  be  it  hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  initiate  and  support  legis- 
lation to  make  it  mandatory  that  public  con- 
veyances, such  as  taxicabs,  rental  cars,  and 
limousines,  be  provided  with  seat  belts  for  the 
use  of  passengers  and  operators. 

Report  of  Reference  Committee  on 
Public  Health  and  Education:  The  follow- 
ing report  was  presented  by  George  M.  Saypol, 
M.D.,  chairman. 

Your  reference  committee  recommends  ap- 
proval of  this  resolution. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

67-29.  Recommendation  for  Medical  Advisory 
Board  to  Bureau  of  Motor  Vehicles 

Introduced  by  Medical  Society  of  the  County  of 
Kings 

Whereas,  It  has  been  definitely  established 
that  highway  transportation  deaths  are  in- 
creasing at  an  alarming  rate;  and 

Whereas,  Every  government  agency  con- 
cerned has  become  cognizant  of  this  fact;  and 
Whereas,  The  Federal  government  has  re- 
alized that  a strict  national  supervising  agency 
is  necessary  and  has  recently  created  a separate 
Federal  Department  of  Transportation;  and 
Whereas,  Almost  all  research  investiga- 
tion and  legislation  have  been  directed  only 
towai'd  correcting  defects  in  equipment;  and 
Whereas,  Little  or  no  attention  has  been 
paid  to  the  persons  in  control  of  motor  vehicles, 
in  spite  of  mounting  evidence  pointing  to  the 
defects  of  the  human  machine  behind  the 
wheel;  now  therefore  be  it  hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  recommend  to  the  Legis- 
lature of  the  State  of  New  York  that  a Medi- 
cal Advisory  Board  be  created  to  advise  the 
Bureau  of  Motor  Vehicles  on  the  physical 
examinations  and  the  supervision  and  control 
of  drivers  with  mental  or  physical  defects 
which  interfere  with  safe  driving. 

Report  of  Reference  Committee  on 
Public  Health  and  Education:  The  follow- 
ing report  was  presented  by  George  M.  Saypol, 
M.D.,  chairman. 

The  reference  committee  recommends  ap- 
proval of  this  resolution  and  refers  it  to  the 
Council  for  implementation  and  direction. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 


1604  New  York  State  Journal  of  Medicine  / June  1,  1967 


67-35.  Education  Program  in  First  Aid  and 
Transportation  of  Injured 

Introduced  by  Suffolk  and  Nassau  County 
Medical  Societies 

Whereas,  A study  of  traffic  fatalities  has 
indicated  that  persons  injured  in  rural  com- 
munities are  almost  four  times  as  likely  to  die 
as  those  hurt  in  urban  counties;  and 

Whereas,  The  higher  fatality  rate  seems 
to  be  related  to  inability  to  provide  adequate 
first  aid  procedures  and  to  get  the  injured  per- 
son to  a hospital  within  a reasonable  period 
of  time;  and 

Whereas,  Even  in  urban  communities 
there  is  room  for  improvement  in  emergency 
first  aid  and  transportation  of  the  injured; 
and 

Whereas,  Part  of  the  program  of  the 
American  College  of  Surgeons  consists  of  a 
committee  on  trauma  for  education  of  non- 
medical personnel  in  first  aid  and  emergency 
transportation;  now  therefore  be  it  hereby 

Resolved , That  the  Medical  Society  of  the 
State  of  New  York  form  a liaison  with  the 
American  College  of  Surgeons  to  produce  a 
network  covering  all  of  New  York  State  with 
transportation  of  the  injured;  and  be  it  fur- 
ther 

Resolved,  That  properly  trained  and  quali- 
fied instructors  be  used  in  this  program  and 
that  it  be  provided  to  police,  firemen,  emer- 
gency rescue  squads,  and  ambulance  and  emer- 
gency room  personnel. 

Report  of  Reference  Committee  on 
Public  Health  and  Education:  The  follow- 
ing report  was  presented  by  George  M.  Saypol, 
M.D.,  chairman. 

This  program  is  now  in  effect  and  we  approve 
this  resolution  in  order  to  indicate  our  endorse- 
ment. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

67-5.  Disapproval  of  Drug  Substitution 

Introduced  by  Warren  County  Medical  Society 

Whereas,  The  most  fundamental  concept 
of  the  practice  of  medicine  is  that  the  attend- 
ing physician  prescribe  the  treatment;  and 

Whereas,  The  physician  at  his  discretion 
may  prescribe  generic  drugs  when  in  his  opinion 
this  constitutes  good  treatment;  and 

Whereas,  For  reasons  removed  from  con- 
sideration of  patient  care,  and  having  to  do 
solely  with  attempts  to  save  money  regardless 
of  the  outcome  of  the  treatment,  the  welfare 
department  has  seen  fit  to  insist  on  the  sub- 
stitution of  generic  drugs  for  prescribed  pro- 
prietary drugs;  and 

Whereas,  Substitution  of  any  drug  on  a 
prescription  is  an  illegal  act  regardless  of 
whether  or  not  the  printed  words  “the  above 
prescription  to  be  filled  with  a generic  drug” 
are  included  on  the  prescription;  and 

Whereas,  The  substitution  of  drugs  by 
nonmedical  personnel  is  manifestly  harmful 


to  the  practice  of  quality  medicine,  to  the  wel- 
fare of  the  patient,  and  to  the  physician’s 
ethical  responsibility;  now  therefore  be  it 
hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  condemn  the  practice 
of  the  substitution  of  any  drug  for  that  which 
has  been  prescribed  by  a physician. 

67-51.  Opposition  to  Compulsory  Use 
of  Generic  Names 

Introduced  by  Bronx  County  Medical  Society 

Whereas,  It  appears  possible  that  State 
government  agencies  may  require  the  use  of 
generic  names  for  all  drugs  prescribed  in  the 
treatment  of  patients  under  Federal  and  State 
subsidized  programs;  and 

Whereas,  Such  a requirement  would  con- 
stitute a hardship  for  such  patients  and  their 
physicians  and  would  interfere  directly  with 
the  practice  of  medicine  in  violation  of  the 
law  and  would  restrict  the  physician’s  free- 
dom to  choose  the  drug  he  believed  most  bene- 
ficial to  his  patient;  and 

Whereas,  Such  a requirement  restricts 
the  physician  and  would  be  injurious  to  the 
competitive  free-enterprise  pharmaceutical 
industry  of  this  nation  which  has  contributed 
so  enormously  to  the  superior  standards  of 
health  care  of  the  United  States  of  America 
and  to  the  improvement  of  health  care  for  all 
people  throughout  the  world;  and 

Whereas,  Such  a requirement  could  con- 
ceivably be  used  in  the  future  as  a mechanism 
to  shackle  and  control  the  pharmaceutical 
industry;  now  therefore  be  it  hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  oppose  any  effort  by  any 
government  agency  to  require  the  use  of 
generic  names  in  the  prescribing  of  drugs  used 
in  the  treatment  of  patients  under  any 
publicly  subsidized  programs. 

Report  of  Reference  Committee  on 
Public  Health  and  Education:  The  follow- 
ing report  was  presented  by  George  M.  Saypol, 
M.D.,  chairman. 

These  two  resolutions  dealing  with  generic 
names  and  drug  substitutions  were  incorporated 
by  your  reference  committee  into  the  following 
substitute  resolution: 

Subject:  Generic  Names  and  Drug  Substitu- 
tion 

Whereas,  The  most  fundamental  concept 
of  the  practice  of  medicine  is  that  the  at- 
tending physician  prescribe  the  treatment; 
and 

Whereas,  The  physician  at  his  discretion 
may  prescribe  generic  drugs  when  in  his  opin- 
ion this  constitutes  good  treatment;  and 
Whereas,  It  appears  possible  that  govern- 
mental agencies  may  require  the  use  of  generic 
names  for  all  drugs  prescribed  in  the  treatment 
of  patients;  and 

Whereas,  Such  a requirement  restricts  the 
principle  of  competitive  free-enterprise  which 
has  contributed  enormously  to  superior  stan- 
dards of  health  care;  and 


June  1,  1967  / New  York  State  Journal  of  Medicine  1605 


Whereas,  The  substitution  of  drugs  by 
nonmedical  personnel  is  manifestly  harmful  to 
the  practice  of  quality  medicine,  to  the 
welfare  of  the  patient,  and  to  the  physician’s 
ethical  responsibility;  now  therefore  be  it 
hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  condemn  the  practice  of 
the  substitution  of  any  drug  for  that  which  has 
been  prescribed  by  a physician;  and  be  it 
further 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  oppose  any  effort  by  a 
governmental  agency  to  require  the  compul- 
sory use  of  generic  names  in  prescribing  drugs. 

The  House,  after  discussion,  voted  to  amend  the 
third  WHEREAS  by  adding  the  phrase  “which 
would  be  in  direct  violation  of  the  practice  of  medi- 
cine as  detailed  in  Section  1801  of  Public  Law 
89-97.” 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report  as  amended. 

67-64.  Narcotic  Addiction  Control  Program 

Introduced  by  Medical  Society  of  the  County  of 
New  York 

Whereas,  There  are  many  private  and 
public  groups  involved  in  the  attempt  to  con- 
trol and  reduce  narcotic  addiction;  and 

Whereas,  The  antinarcotic  addiction  pro- 
gram of  New  York  State  is  extensive  and  com- 
prehensive; and 

Whereas,  The  New  York  State  Legislature 
created  the  Narcotic  Addiction  Control  Com- 
mission to  implement  the  program;  and 

Whereas,  The  Commission  is  the  coordinat- 
ing body  for  the  State;  now  therefore  be  it 
hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  recommend  to  the  Gov- 
ernor and  to  the  New  York  State  Legislature 
that,  in  order  to  effectively  implement  the 
many  existing  private  and  public  programs 
for  the  control  and  reduction  of  narcotic  ad- 
diction, all  Federal  funds  accruing  to  the 
State  for  the  antinarcotic  addiction  battle 
be  channeled  through  the  Narcotic  Addiction 
Control  Commission;  and  be  it  further 

Resolved,  That,  if  such  funds  are  given 
directly  for  specific  research  projects,  the 
Narcotic  Addiction  Control  Commission 
should  be  so  informed  by  the  project  direc- 
tors. 

Report  of  Reference  Committee  on 
Public  Health  and  Education:  The  follow- 
ing report  was  presented  by  George  M.  Saypol, 
M.D.,  chairman. 

Your  reference  committee  recommends  ap- 
proval of  this  resolution. 

The  House  voted  to  adopt  this  portion 
of  the  reference  committee  report. 

67-65.  Disapproval  of  Legislation  Outlawing 
Nondisposable  Hypodermic  Syringes  and  Needles 

Introduced  by  Clinton  County  Medical  Society 


Whereas,  There  has  been  introduced  in  the 
New  York  State  Senate  a bill  (S.  Int.  2344) 
which  would  make  it  unlawful  to  possess, 
furnish,  or  use  any  type  of  hypodermic 
syringe  or  needle  other  than  the  disposable 
type;  and 

Whereas,  Such  a law  would  work  undue 
financial  hardship  on  diabetics  and  other  pa- 
tients who  must  take  frequent  injections; 
and 

Whereas,  Many  small  clinics  cannot  af- 
ford the  extra  cost  of  disposable  syringes  and 
needles;  and 

Whereas,  There  are  still  certain  sizes  and 
types  of  syringe  which  are  not  readily 
available  in  disposable  types;  now  therefore 
be  it  hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  oppose  S.  Int.  2344  which 
makes  it  unlawful  to  possess,  furnish,  or  use 
any  type  of  hypodermic  syringe  or  needle 
other  than  the  disposable  type,  and  any 
similar  legislation. 

Report  of  Reference  Commttee  on 
Public  Health  and  Education:  The  follow- 
ing report  was  presented  by  George  M.  Saypol, 
M.D.,  chairman. 

After  discussion,  your  reference  committee 
amended  this  resolution  by  adding  the  following 
Whereas  to  be  inserted  between  the  present 
first  and  second  Whereas  clauses: 

Whereas,  All  disposable  syringes  and 
needles  do  not  always  match  the  quality  of 
existing  nondisposables;  and 
Your  committee  recommends  approval  of 
this  resolution  as  amended. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

67-66.  Disapproval  of  Mandatory  Semiannual 
Physical  Examinations  for  Food  Handlers 

Introduced  by  Clinton  County  Medical  Society 

Whereas,  A bill  has  been  introduced  in 
the  New  York  State  Assembly  (A.  Int.  1412, 
Stevenson)  which  would  require  a person  pre- 
paring or  serving  food  in  a public  eating  or 
drinking  establishment  to  submit  to  a physical 
examination  by  a physician  of  his  choice  semi- 
annually to  determine  whether  or  not  he  has 
communicable  disease,  with  the  physician  to 
issue  a statement  which  shall  be  given  to  the 
employer,  and  with  a person  not  to  be  em- 
ployed if  he  has  communicable  disease;  and 

Whereas,  Such  examinations  are  without 
value  in  preventing  the  spread  of  food-borne 
diseases;  and 

Whereas,  Such  a law  will  place  additional 
and  unnecessary  demands  on  the  time  of 
physicians  and  the  finances  of  their  patients; 
now  therefore  be  it  hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  oppose  the  enactment  of 
A.  Int.  1412  which  requires  food  handlers  to 
have  semiannual  physical  examinations  and 
which  prohibits  their  employment  if  they  are 
found  to  have  communicable  disease,  and  all 
similar  legislation. 
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Report  of  Reference  Committee  on 
Public  Health  and  Education:  The  follow- 
ing report  was  presented  by  George  M.  Saypol, 
M.D.,  chairman. 

Because  of  legal  implications,  your  reference 
committee  recommends  that  this  resolution  be 
referred  to  the  Council. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

67-26.  Support  for  Revision  of  New  York  State 
Abortion  Laws 

Introduced  by  Medical  Society  of  the  County 
of  New  York 

Whereas,  The  Special  Committee  on  Vol- 
untary Sterilization  and  Therapeutic  Abor- 
tion of  the  Medical  Society  of  the  County 
of  New  York  has  studied  the  problems  con- 
cerned with  the  abortion  laws  of  this  State 
for  almost  two  years;  and 

Whereas,  The  committee  has  sent  a ques- 
tionnaire to  all  the  hospitals  of  New  York 
State,  and  this  questionnaire  has  been  sta- 
tistically evaluated  and  shows  that  an  over- 
whelming majority  of  the  hospitals  of  this  State 
are  in  favor  of  changing  the  present  abortion 
law;  and 

Whereas,  The  committee  held  an  open 
meeting  which  was  well  attended  by  members 
of  the  society,  members  of  the  Legislature  from 
Albany,  representatives  of  the  Judiciary,  the 
District  Attorney’s  offices,  and  individuals 
from  many  of  the  City  departments,  at  which 
most  discussants,  with  the  exception  of  rep- 
resentatives of  Roman  Catholic  hospitals, 
were  in  favor  of  changes  in  the  present  law; 
and 

Whereas,  Statistics  gathered  not  only  in 
New  York  State  but  throughout  the  nation 
have  shown  that  deaths  from  criminal  and 
septic  abortion  constitute  the  one  major 
cause  of  maternal  mortality;  and 

Whereas,  The  Governor  of  the  State  of 
New  York  has  recently  been  quoted  in  the 
press  as  being  in  favor  of  some  revision  in  the 
abortion  laws  of  this  State;  and 

Whereas,  The  present  abortion  laws  in  this 
State  are  archaic  and  contrary  to  present-day 
scientific  thinking;  now  therefore  be  it  hereby 
Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  support  revision  of  the 
abortion  laws  in  accordance  with  the  model 
penal  code  promulgated  by  the  American 
Law  Institute,  as  follows: 

“SECTION  207.11  Part  2— Justifiable 
Abortion.  A licensed  physician  is  justi- 
fied in  terminating  a pregnancy  if:  (a) 

he  believes  there  is  substantial  risk  that 
continuance  of  the  pregnancy  would  gravely 
impair  the  physical  or  mental  health  of  the 
mother  or  that  the  child  would  be  born  with 
grave  physical  or  mental  defect,  or  the 
pregnancy  resulted  from  rape  by  force  or 
its  equivalent,  as  defined  in  Section  207.4 
(1)  or  from  incest  as  defined  in  Section  207.3; 
and  ( b ) two  physicians,  one  of  whom  may  be 
the  person  performing  the  abortion,  have 


certified  in  writing  their  belief  in  the  jus- 
tifying circumstances,  and  have  filed  such 
certificate  prior  to  the  abortion  in  the 
licensed  hospital  where  it  was  to  be  per- 
formed, or  in  such  other  place  as  may  be 
designated  by  law.” 

67-55.  Recommendations  for  Reform 
in  Abortion  Law 

Introduced  by  Medical  Society  of  the  County  of 
Montgomery 

Whereas,  The  Medical  Society  of  the 
County  of  Montgomery  recognizes  the  de- 
sirability of  the  reform  of  existing  laws  regu- 
lating therapeutic  abortion  and  supports  the 
principle  of  such  reform;  and 

Whereas,  The  Medical  Society  of  the 
County  of  Montgomery  does  not  support  the 
proposed  legislation  which  is  to  be  introduced 
in  the  New  York  State  Legislature  because  its 
provisions  may  be  contrary  to  sound  obstet- 
ric principles;  and 

Whereas,  The  Medical  Society  of  the 
County  of  Montgomery  is  of  the  opinion 
that  the  criteria  for  therapeutic  abortion 
may  be  too  broad  in  the  proposed  legislation; 
now  therefore  be  it  hereby 
Resolved,  That  the  Medical  Society  of  the 
State  of  New  York,  through  an  appropriate 
committee,  make  specific  recommendations 
to  the  appropriate  members  of  the  New  York 
State  Legislature  to  insure  the  reform  of  the 
current  laws  governing  therapeutic  abortions 
in  a manner  consistent  with  sound  medical, 
legal,  and  moral  principles. 

Report  of  Reference  Committee  on 
Public  Health  and  Education:  The  follow- 
ing report  was  presented  by  George  M.  Saypol, 
M.D.,  chairman. 

These  two  resolutions,  dealing  with  changes 
in  the  abortion  law,  were  reviewed.  The  clarity 
and  intent  of  resolution  67-26  is  appreciated 
and  the  reference  committee  commends  the 
New  York  County  Medical  Society  for  their 
excellent  study  of  this  problem.  At  the  hear- 
ings of  the  reference  committee  a strong  mi- 
nority expressed  its  opposition  to  any  change 
in  the  present  abortion  law. 

Last  year’s  report  by  the  Reference  Com- 
mittee on  Public  and  Professional  Affairs  (page 
1565  of  the  June  1,  1966,  issue  of  New  York 
State  Journal  of  Medicine)  was  reviewed, 
and  it  was  the  impression  of  the  reference  com- 
mittee that  no  new  evidence  had  been  introduced 
to  justify  changing  the  action  taken  at  that  time. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

During  discussion  of  resolutions  67-26  and 
67-55  George  J.  Lawrence,  Jr.,  M.D.,  moved  that 
revision  of  the  present  absorption  laws  not  be  a 
part  of  the  legislation  program  of  this  State  Medi- 
cal Society. 

The  House,  after  discussion,  voted  to  table  this 
motion  ( see  report  of  Reference  Committee  on  Public 
and  Professional  Affairs,  page  1634). 

The  House  voted  to  adopt  the  report  of  the  ref- 
erence committee  as  a whole  as  amended. 
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Scientific  Activities  and  Publications 

To  Explore  All  Aspects  of  the  District  Branches 

To  the  House  of  Delegates,  Gentlemen: 

The  committee  consists  of  the  following 
members: 

George  T.  C.  Way,  M.D.,  Chairman 

Dutchess 

Carl  Goldmark,  Jr.,  M.D.,  First.  . .New  York 

Reginald  Steen,  M.D.,  Second Nassau 

Samuel  Baer,  M.D.,  Third Rensselaer 

Arthur  Howard,  M.D.,  Fourth Fulton 

Felix  Ottaviano,  M.D.,  Fifth Madison 

George  G.  McCauley,  M.D.,  Sixth . . Tompkins 
Joseph  J.  Kaufman,  M.D.,  Seventh.  . .Wayne 

John  D.  Naples,  M.D.,  Eighth Erie 

Eugene  J.  Lusardi,  M.D.,  Ninth Putnam 

The  Ad  Hoc  Committee  to  Explore  All  Aspects 
of  the  District  Branches  has  been  extremely 
active  during  the  past  year. 

It  was  obvious  that  as  we  approached  the 
perpetual  problem  of  the  district  branches  we 
would  have  to  devote  more  effort  and  depth  to 
this  assignment  than  had  previously  been  done. 

Initially  we  reviewed  the  actions  of  the 
House  of  Delegates  in  respect  to  the  district 
branches  over  the  immediately  past  fifteen- 
year  period.  From  this  study  we  reached  two 
inescapable  conclusions:  (1)  that  the  function 
and  role  of  the  district  branches  are  chronically 
ailing,  and  (2)  that  the  therapy  of  this  condition 
has  been  kicked  around  far  too  long. 

We  next  conducted  an  intensive  survey  of 
the  current  activities  of  each  district  branch  as 
mediated  through  its  respective  committee 
member.  It  was  immediately  obvious  that 
there  is  a wide  range  of  activity  level  within 
the  district  branches. 

Although  it  may  be  somewhat  unfair  to  do 
so,  I must,  for  simplification,  categorize  the 
district  branches  roughly  as  follows:  (1)  a high 
level  and  variety  of  activity  is  being  executed 
in  the  Fourth,  Fifth,  Sixth,  and  Seventh; 
(2)  moderate  activity  in  the  Eighth,  and  (3) 
little  or  no  activity  in  the  Second,  Third,  and 
Ninth.  The  First  District  Branch  is  an  entity 
unto  itself;  the  best  description  thereof  being  a 
Coordinating  Council  that  doesn’t  coordinate. 
The  present  group,  however,  is  an  exception  in 
that  they  are  showing  great  initiative  in  co- 
operation with  the  City  Health  Department. 
This  demonstrates  what  can  be  done  with  proper 
leadership. 

If  we  exclude  the  First  District  Branch, 
which  covers  a population  of  7,767,300  people 
with  22,826  physicians,  we  find  that  the  range 
extends  from  the  Fourth  District  Branch  with 
529,331  people  and  765  physicians  to  the  Second 
District  Branch  with  2,041,984  people  and  3,- 
573  physicians.  The  other  six  district  branches 
lie  scattered  between  these  latter  two  extremes. 

We  have  tried  to  evaluate  the  factors  in- 
volved when  a district  branch  becomes  a 
highly  active  and  effective  organization  in 
contrast  to  one  which  remains  dormant.  It  is 
obvious  that  one  of  the  primary  factors  is  the 
existence  of  a need,  a need  for  a function,  or  a 


responsibility,  or  a program  which  cannot  be 
executed  by  a component  county  society.  The 
second  factor  is  the  quality  of  leadership  available 
in  the  district  branch.  This  leadership  must 
exist;  it  must  recognize  the  regional  need  and 
be  willing  to  answer  that  need  on  a district 
branch  level;  and  lastly,  it  must  be  sensitive 
to  the  ever-changing  role  of  a district  branch 
and  its  component  county  societies. 

No  longer  must  district  branches  and  county 
societies  consider  postgraduate  medical  educa- 
tion as  one  of  their  foremost  roles.  The 
specialty  societies,  the  postgraduate  medical 
education  program  of  the  regional  hospitals, 
and  the  regional  educational  programs  of  the 
various  medical  centers  have  completely  obvi- 
ated this  and  indeed  are  doing  a far  superior 
job.  Any  district  branch  or  county  society 
that  places  emphasis  on  a scientific  program  is 
doomed  to  failure. 

Rather  the  changing  role  of  the  district 
branch  must  concern  itself  with  (1)  internal 
problems  of  organized  medicine,  (2)  our  re- 
lationship with  the  public,  and  (3)  an  ever- 
increasingly  important  role — our  relations  with 
government  agencies.  And  it  is  the  increasing 
accent  on  this  latter  role  that  makes  the  need 
for  activating  and  strengthening  the  district 
branches  all  the  more  significant  and  urgent. 

Many  hours  of  discussion  have  been  expended 
by  the  committee.  Perhaps  the  most  in- 
teresting and  certainly  the  most  radical  prop- 
osition which  was  considered  and  which  is 
not  being  recommended  at  this  time  was  that  of 
reorganizing  the  district  branches  to  coincide 
with  the  Regional  Hospital  Review  and  Plan- 
ning Councils  throughout  the  State.  And 
since  this  last  proposition,  even  though  it  was 
currently  unacceptable,  had  so  much  in  its 
favor,  additional  remarks  are  considered  to  be 
in  order. 

The  Regional  Hospital  Review  and  Planning 
Councils,  from  the  geographic  point  of  view, 
are  not  the  result  of  whimsy  or  chance.  Rather 
they  are  the  findings  of  careful  studies  of 
population  areas  and  the  natural  movement 
thereof  as  they  seek  health  services.  The  real 
significance  of  these  areas  is  further  accentuated 
in  that  the  health  districts  and  welfare  districts 
have  adopted  this  geographic  set-up.  We  would 
like  to  point  out  that  it  is  with  these  health 
and  welfare  districts  that  organized  medicine 
is  going  to  have  to  deal  more  and  more.  And  a 
strong  and  well-organized  district  branch  is 
the  unit  that  must  deal  with  health  and  welfare 
in  the  future. 

Be  that  as  it  may,  the  Ad  Hoc  Committee 
wishes  to  make  the  following  recommendations 
to  the  House  of  Delegates  and  requests  favor- 
able action  thereon: 

1.  There  should  be  a standard  constitution 
and  bylaws  for  each  district  branch  with 
uniform  periods  of  tenure  for  the  elected 
officers. 

2.  The  current  regional  meetings  and 
workshops  sponsored  by  the  State  Society 
should  be  mediated  under  the  aegis  of  the 
district  branches. 
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3.  At  the  time  of  the  annual  convention 
of  the  State  Society,  there  should  be  a work- 
shop for  the  officers  of  the  district  branches 
to  outline  the  functions,  duties,  and  re- 
sponsibilities of  their  offices. 

4.  Whereas  in  the  past  the  officers  and 
staff  of  the  State  Medical  Society  have  always 
been  willing  to  assist  the  district  branches 
when  requested,  it  is  felt  that  there  should  be 
an  altered  policy  as  it  might  pertain  to  those 
district  branches  which  show  little  sign  of 
life.  The  State  Society  might  well  take  the 
initiative,  without  being  requested,  to  see 
whether  or  not  the  district  branch  might  be 
resuscitated. 

In  keeping  with  this  proposed  philosophy, 
we  recommend  the  approval  of  a pilot  proj- 
ect and  study  as  it  might  apply  to  the 
Third  and  Fourth  District  Branches  to  be 
under  the  direction  of  a subcommittee  of  this 
Ad  Hoc  Committee  and  to  be  chaired  by 
Arthur  Howard,  M.D.  We  have  the  as- 
surance of  the  executive  vice-president  that 
the  efforts  of  the  regional  field  representative 
could  be  concentrated  in  this  one  area  for  the 
duration  of  the  pilot  study. 

The  purpose  of  this  study  is  to  see  whether 
or  not,  with  pressure  and  motivation  from 
above,  a district  branch  can  be  revitalized. 

5.  The  Ad  Hoc  Committee  wishes  to  recom- 
mend that  its  activity  be  continued  until  the 
district  branch  problem  be  resolved. 

The  chairman  wishes  to  thank  the  respective 
members  of  his  committee  for  their  time  and 
devotion,  the  staff  of  the  State  Medical  Society 
in  general  for  the  required  research  and  Alice 
Davis  in  particular  for  attending  to  the  thou- 
sand and  one  details,  and  Dr.  Jack  Haldeman, 
president  of  the  Hospital  Review  and  Planning 
Council  of  Southern  New  York,  for  data  and 
assistance  from  his  most  capable  staff. 

Respectfully  submitted, 

George  T.  C.  Way,  M.D.,  Chairman 

District  Branches 

First  District  Branch 

To  the  House  of  Delegates,  Gentlemen: 

The  annual  meeting  of  the  First  District 
Branch  was  held  at  the  Americana  of  New  York, 
New  York  City,  on  February  13,  1966. 

The  minutes  of  the  meeting  held  on  February 
14,  1965,  were  approved  as  circulated. 

The  following  officers  were  elected  for  a term 
of  two  years: 

President — David  Kershner,  M.D.,  Kings 
Vice-President — Frank  W.  Farrell,  M.D., 

Queens 

Secretary — William  L.  Wheeler,  Jr.,  M.D., 

New  York 

Treasurer — Leo  Drexler,  M.D.,  Kings 
Delegate — Leonard  Heimoflf,  M.D.,  Bronx 
Dr.  Drexler,  treasurer,  presented  his  report 
covering  the  period  of  May,  1965,  to  February, 
1966.  The  report  was  accepted. 

Respectfully  submitted, 

David  Kershner,  M.D.,  President 


Following  is  the  report  of  the  Coordinating 
Council,  executive  committee  of  the  First 
District  Branch,  submitted  by  the  chairman  of 
the  Council,  George  Himler,  M.D.,  New  York. 

Coordinating  Council.  The  Coordinating 
Council  of  the  First  District  Branch  has  had  a 
year  of  unparalleled  activity,  much  of  which 
had  to  do  with  the  implementation  of  Title  19 
of  Public  Law  89-97  which,  in  New  York  State, 
has  come  to  be  known  as  Medicaid. 

A special  meeting,  held  on  May  25,  1966,  was 
devoted  to  this  subject.  At  that  time,  the 
chairman  reported  on  a public  hearing  held  by 
the  Welfare  Department  of  New  York  City 
on  May  11,  1966,  to  discuss  the  issue  of  free 
choice  of  physician  and  institution  for  recipients 
of  medical  assistance.  The  majority  of  those 
who  testified  at  the  hearing  were  associated 
with  hospitals  and  medical  centers,  the  New 
York  City  Board  of  Hospitals,  or  with  local 
and  State  health  and  welfare  agencies.  The 
chairman  of  the  Coordinating  Council  submitted 
a statement  in  support  of  free  choice  which  was 
received  with  something  less  than  ecstasy  by 
those  present. 

The  chairman  also  reported  to  the  Council  on 
a personal  interview  with  Mayor  Lindsay  at 
which  he  made  recommendations  to  the  Mayor 
regarding  the  implementation  of  the  medical 
assistance  program  by  the  City  and  also  some 
specific  comments  on  the  plight  of  the  City 
hospital  system.  It  can  now  be  divulged  that 
the  suggestions  made  have  been  disregarded 
without  exception. 

The  members  of  the  Council  were  informed 
also  of  the  sending  of  day  letters  to  34  State 
senators  and  77  assemblymen  in  support  of  a 
free-choice  amendment  to  the  Medicaid  law. 

Finally,  at  the  special  meeting  of  May  25, 
a resolution  was  prepared  to  be  presented  by  the 
First  District  Branch  at  the  special  session  of 
the  House  of  Delegates  of  the  Medical  Society 
of  the  State  of  New  York  on  the  following  day. 
This  resolution  was  intended  to  implement  the 
report  and  recommendations  of  what  was  then 
known  as  the  “Negotiating  Committee.”  Ele- 
ments of  that  resolution  were  incorporated  into 
the  single  substitute  resolution  that  was  pro- 
posed by  the  reference  committee  and  passed  by 
the  House. 

It  should  be  noted  in  this  report  that  four 
members  of  the  Coordinating  Council  served 
on  the  so-called  “Costello  Task  Force  on  City 
Hospitals.”  This  body  met  about  seven  times 
in  plenary  session  with  a number  of  subcom- 
mittee meetings  interspersed.  It  finally  pro- 
duced a set  of  recommendations  which  were 
forwarded  to  the  Mayor  and  to  Alonzo  S. 
Yerby,  M.D.,  then  Commissioner  of  Hospitals. 
It  did  not  include  some  very  important  sug- 
gestions that  had  been  made  by  the  representa- 
tives of  the  Coordinating  Council.  The  first 
of  these  was  that  a complete  review  of  the  ad- 
ministrative policies  and  procedures  of  the 
Department  of  Hospitals  be  made  by  an  ap- 
propriate, impartial  agency.  The  second  was 
that  the  quality  of  the  medical  care  rendered 
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under  the  affiliation  program  be  subjected  to 
careful  scrutiny  by  a competent  and  disin- 
terested organization  such  as  the  New  York 
Academy  of  Medicine.  The  third  was  that  the 
make-up  of  the  Board  of  Hospitals  be  changed 
by  the  appointment  of  one  or  two  of  the  med- 
ical members  of  the  Board  on  the  nomination  of 
the  Coordinating  Council.  Finally,  it  was  urged 
that  the  Mayor  limit  the  tenure  of  members 
of  the  Board  of  Hospitals  to  ten  years  or  two 
terms  to  insure  the  receptivity  of  the  Board 
to  new  ideas  and  to  avoid  adherence  by  it  to 
erroneous  or  obsolete  policies. 

None  of  these  recommendations  found  their 
way  into  the  final  report  of  the  Task  Force. 
The  only  one  that  did  recommended  that  the 
Commissioner  of  Hospitals  find  a way  to  in- 
tegrate local  physicians  into  the  staffs  of  City 
hospitals  and  review  the  staffing  policies  of  the 
affiliated  voluntaries.  There  is  no  evidence 
that  this  is  about  to  be  implemented.  The 
subsequent  history  of  the  City  hospital  system 
and  the  apparent  willingness  of  the  Health 
Services  Administration  to  abandon  municipal 
hospitals  to  the  medical  centers  bears  testimony 
to  the  validity  of  the  recommendations  made 
to  the  Task  Force  by  members  of  the  Coordinat- 
ing Council. 

On  June  6,  1966,  the  Physicians  Guilds  of 
Kings  and  Richmond  Counties,  with  the  sup- 
port of  a number  of  the  county  medical  societies, 
ran  an  advertisement  in  the  New  York  Times 
and  the  Daily  News  urging  the  public  to  sup- 
port the  free-choice  amendment  that  was  then 
before  the  State  Assembly. 

Another  special  meeting  of  the  Coordinating 
Council  was  held  on  July  20,  1966,  at  the  re- 
quest of  the  Bronx  County  Medical  Society. 
The  officers  of  the  county  medical  societies  were 
informed  of  the  action  of  the  New  York  State 
Board  of  Social  Welfare  in  amending  its  regula- 
tions to  guarantee  the  privilege  of  choice  of 
physician  and  institution  to  medical  assistance 
recipients.  This  was  most  welcome  in  view  of 
the  failure  of  the  State  Legislature  to  vote  the 
amendment  to  the  law. 

At  the  same  meeting  a resolution  was  passed 
to  commend  officers  of  the  State  Society,  par- 
ticularly James  M.  Blake,  M.D.,  president; 
Henry  I.  Fineberg,  M.D.,  executive  vice- 
president,  and  William  L.  Wheeler,  Jr.,  M.D., 
past  president,  for  their  role  in  achieving  this 
free-choice  amendment.  It  was  also  voted  to 
request  a meeting  with  Howard  J.  Brown,  M.D., 
to  discuss  the  New  York  City  medical  assistance 
program  further. 

The  chairman  was  requested  to  appoint  an 
ad  hoc  committee  to  study  the  structure  and 
functions  of  the  Coordinating  Council.  The 
committee  was  subsequently  appointed  under 
the  chairmanship  of  Peter  V.  Gugliuzza,  M.D., 
of  Queens. 

At  this  time,  an  Ad  Hoc  Committee  on  Com- 
munications in  Public  Media  was  also  appointed 
in  the  anticipation  that  it  might  become  neces- 
sary for  the  Coordinating  Council  to  take  special 
measures  in  advising  the  public  on  important 
developments  in  the  Medicaid  program.  The 


committee  was  appointed  under  the  chairman- 
ship of  Norton  Luger,  M.D.,  of  Queens. 

On  August  2,  the  presidents  of  the  five  county 
medical  societies  and  the  chairman  of  the  Co- 
ordinating Council  met  with  Howard  J.  Brown, 
M.D.,  health  services  administrator,  in  an  effort 
to  clarify  some  aspects  of  the  medical  assistance 
program  in  New  York  City.  Many  subjects 
were  covered.  These  included  notification  of 
patients  of  their  rights  of  free  choice  of  physician 
and  institution  at  the  time  of  preregistration  or 
registration  for  medical  assistance.  It  was 
agreed  that  booklets  would  be  prepared  and 
made  available  to  physicians  and  registrants 
alike  which  were  to  contain  this  and  other  per- 
tinent information. 

The  general  subject  of  the  qualification  of 
physicians  to  participate  in  the  program  was 
discussed.  From  the  beginning,  the  members 
of  the  Coordinating  Council  assumed  the  posi- 
tion that  such  qualifications,  if  they  were  to 
be  accepted  at  all,  would  have  to  be  promulgated 
by  the  State  Department  of  Health  and  be  uni- 
form throughout  the  State.  In  addition,  these 
were  to  be  reasonable  and  applied  in  a time 
sequence  that  would  prevent  the  exclusion  of 
any  physician  from  the  program  until  he  had 
had  time  to  qualify  and  had  not  done  so. 

In  the  discussion  it  was  brought  out  that  it 
was  intended  that  there  be  four  general  areas 
of  medical  service  to  be  made  available  to  pa- 
tients. These  were  to  be  the  private  practice 
sphere,  approved  voluntary  hospital  programs, 
the  City  hospitals  and  clinics,  and  the  closed 
panel  plan  H.I.P.  The  voluntary  hospitals  and 
H.I.P.  were  to  be  paid  on  a capitation  basis  for 
the  care  of  patients. 

On  September  13,  1966,  representatives  of 
the  Coordinating  Council  met  with  James  G. 
Haughton,  M.D.,  deputy  health  services  ad- 
ministrator, at  the  latter’s  request.  There  was 
further  discussion  of  qualifications  for  physicians 
and  it  was  again  pointed  out  that  the  doctors 
of  New  York  City  did  not  recognize  the  right 
of  any  local  health  or  welfare  agency  to  set 
standards  for  physician  participation  since  that 
would  constitute  every  such  agency  a secondary 
licensing  authority. 

Objection  was  also  made  to  the  portion  of  the 
proposed  medical  plan  that  would  have  de- 
prived patients  in  nursing  homes  of  the  privi- 
lege of  choosing  their  physicians  and  would  have 
further  denied  them  that  right  upon  transfer  to 
another  institution. 

The  “locking  in”  period  of  medical  assistance 
recipients  into  the  system  of  medical  care  chosen 
was  also  discussed.  The  Coordinating  Council 
representatives  did  not  entirely  commit  them- 
selves to  the  necessity  for  this  but  made  the 
strong  recommendation  that  it  not  exceed  ninety 
days  if  it  were  found  to  be  essential  to  the 
administration  of  the  program. 

Billing  procedures  and  the  payment  of 
physicians  for  medical  services  were  also  re- 
viewed. No  specific  conclusions  were  reached 
because  the  program  had  not  been  very  well 
developed  at  this  time.  The  Deputy  Health 
Services  Administrator  did  state  that  claims 
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for  payment  would  be  received  after  October  3, 
1966,  but  that  payments  would  probably  not 
begin  until  after  January,  1967.  This  concluded 
the  meeting. 

Late  in  September,  it  became  known  that  the 
Health  Services  Administration,  in  conjunction 
with  the  Welfare  Department,  was  about  to 
mail  applications  to  physicians  for  participation 
in  the  Medicaid  program.  It  was  also  learned 
that  the  covering  letter  to  be  sent  with  these 
applications  was  to  contain  the  statement, 
“With  the  interim  approval  of  the  New  York 
State  Department  of  Health,  the  Health  Serv- 
ices Administration  is  setting  the  following 
qualifications.  . . .” 

This  brought  about  a heated  exchange  of 
newspaper  interviews  and  statements.  A 
meeting  was  called  for  October  7,  1966,  which 
included  Hollis  S.  Ingraham,  M.D.,  I.  Jay 
Brightman,  M.D.,  several  other  members  of 
the  State  Health  Department,  Howard  J. 
Brown,  M.D.,  James  G.  Haughton,  M.D.,  and 
the  undersigned  chairman  of  the  Coordinating 
Council. 

At  this  meeting  it  was  definitely  established 
that: 

1.  Any  qualifications  that  were  to  be 
applied  to  physicians  participating  in  the 
medical  assistance  program  were  to  be  cer- 
tified by  the  State  Commissioner  of  Health 
and  were  to  be  uniform  throughout  the  State. 
It  was  agreed  that  no  local  health  or  welfare 
agency  could  modify  these  in  any  way. 

2.  It  was  agreed  that,  with  certain  very 
minor  exceptions,  the  “S”  rating  of  the  Work- 
men’s Compensation  Board  was  to  be  a 
qualification  for  a specialist. 

3.  It  was  agreed  that  nursing  home  resi- 
dents were  to  have  free  choice  of  physician 
and  that  they  were  to  have  both  free  choice 
of  physician  and  institution  on  transfer  to  an- 
other facility. 

The  proposed  mailings  of  the  Health  Serv- 
ices Administration  were  modified  to  reflect 
these  agreements. 

The  foregoing  report  represents,  in  bare  out- 
line, the  activities  of  the  Coordinating  Council 
from  the  time  of  the  last  annual  meeting  to 
November  1,  1966.  Space  limitations  forbid 
a more  detailed  presentation.  In  addition  to 
the  above,  regular  meetings  were  held  and  busi- 
ness of  a more  routine  nature  was  transacted. 

At  this  juncture,  the  chairman  would  like 
to  make  a few  comments  on  the  Coordinating 
Council.  Many  of  you  will  remember  that  two 
years  ago,  at  the  beginning  of  his  tenure  in 
office,  he  stated  his  opinion  that  there  was  a 
limited  but  very  definite  area  in  which  the  five 
county  medical  societies  could  and  should 
work  together.  He  stated  his  belief  that  this 
could  be  done  without  the  renunciation  by  any 
county  of  its  autonomy  or  its  prerogatives.  The 
events  of  the  past  two  years  have  confirmed 
and  strengthened  that  opinion. 

It  is  clearly  inevitable  that  with  the  increas- 
ing participation  of  all  levels  of  government  in 
payment  for  medical  care,  the  medical  societies 
will  from  now  on  be  continuously  involved  in 


negotiations  and  discussions  with  State  and 
local  officials.  Since  New  York  City  represents 
a single  political  unit,  the  physicians  of  the 
City  will  best  be  represented  by  the  one  or- 
ganization that  corresponds  to  that  unit, 
namely  the  Coordinating  Council.  It  is  the 
chairman’s  hope  and  belief  that  the  Ad  Hoc 
Committee  to  Study  the  Structure  and  Func- 
tion of  the  Council  will  make  recommendations 
that  will  tend  to  diminish  our  differences  and 
enhance  our  ability  to  work  in  cooperation  in  our 
mutual  interest. 

The  chairman  has  also  made  some  recom- 
mendations to  the  district  branch  with  regard 
to  the  function  of  the  branch  as  a subdivision  of 
the  State  Society  and  its  possible  cooperation 
with  other  district  branches. 

In  closing  this  report,  the  thanks  of  the  chair- 
man are  due  to  the  presidents  of  the  five  county 
medical  societies  during  the  past  two  years  who 
have  accorded  him  the  most  far-reaching  help 
and  cooperation. 

Henry  I.  Fineberg,  M.D.,  executive  vice- 
president  of  the  State  Society,  and  Guy  Beau- 
mont, Mrs.  Alice  Davis,  and  Martin  Tracey,  of 
the  Communications  Division,  have  all  been 
unstinting  of  their  time  and  advice. 

Finally,  our  secretary,  Mrs.  Alice  Salter, 
has  labored  long  and  hard  in  putting  out  the 
voluminous  correspondence  that  appears  to  be 
a failing  of  the  chairman.  Since  all  this  was 
done  on  her  own  time,  her  accuracy  and  prompt- 
ness are  all  the  more  remarkable. 

With  sincere  thanks  for  the  privilege  of  hav- 
ing served  the  Coordinating  Council  in  these 
critical  but  stimulating  times,  the  above  report 
is 

Respectfully  submitted, 

George  Himler,  M.D.,  Chairman 

Second  District  Branch 

To  the  House  of  Delegates,  Gentlemen: 

The  sixtieth  annual  meeting  of  the  Second 
District  Branch  was  held  October  20  to  23, 
1966,  at  the  Carleton  Beach  Hotel,  Bermuda. 
One  hundred  fifty  members,  wives,  and  guests, 
including  James  M.  Blake,  M.D.,  president  of 
the  Medical  Society  of  the  State  of  New  York, 
and  Mrs.  Blake  thoroughly  enjoyed  themselves. 

The  scientific  sessions  were  beautifully  pre- 
sented, one  being  on  “Tuberculosis”  which 
was  given  by  Sherburne  C.  Brown,  M.D., 
and  John  P.  Ruppe,  M.D.,  and  another  one 
on  “Trauma”  given  by  Fred  Bromberg,  M.D., 
Irving  G.  Manning,  M.D.,  and  Raymond  P. 
Smith,  M.D.  Dr.  Blake  discussed  the  sym- 
posium on  tuberculosis  and  Otho  C.  Hudson, 
M.D.,  the  symposium  on  trauma.  We  were 
most  pleased  to  have  as  our  guests  Dr.  McLean 
and  Dr.  Stubbs  from  the  local  Bermuda  Hos- 
pital. 

Needless  to  say,  in  the  afternoons,  the  mem- 
bers and  guests  were  burning  up  the  fairways 
with  their  golf  clubs  and  the  byways  on  their 
motor  bikes.  The  activities  were  so  varied 
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that  it  is  difficult  to  list  them  all,  but  they  are 
known  to  have  included  Sunfish  sailing,  sight- 
seeing, dancing,  deep  sea  fishing  with  success, 
tennis,  swimming,  and  bargain  hunting  at 
father’s  expense. 

Officers  elected  for  the  year  1967  are: 

President — Reginald  R.  Steen,  M.D.,  Nassau 

First  Vice-President— Raymond  F.  Smith, 
M.D.,  Nassau 

Second  Vice-President — William  C.  Porter,  Jr., 
M.D.,  Suffolk 

Secretary — Irving  G.  Manning,  M.D.,  Suf- 
folk 

Treasurer — Otho  C.  Hudson,  M.D.,  Nassau 

Delegate — Otho  C.  Hudson,  M.D.,  Nassau 

Respectfully  submitted, 

John  P.  Ruppe,  Jr.,  M.D.,  President 

Third  District  Branch 

To  the  House  of  Delegates,  Gentlemen: 

The  Third  District  Branch  had  its  annual 
meeting  on  October  8,  1966,  at  Johnstown.  It 
was  decided  at  this  meeting  to  reactivate  the 
executive  committee  of  the  Third  District 
Branch,  only  this  time  it  is  to  be  called  a board 
of  governors.  This  board  is  to  include  the 
presidents  of  all  the  component  county  medical 
societies  in  the  district  branch;  this  combined 
group  will  meet  about  every  two  months  in  a 
central  area  and  to  this  meeting  will  be  invited 
the  field  representative  for  the  Third  District 
Branch.  This  newly  formed  group  will  give 
solidarity  to  the  district  branch,  and  the  gulf 
separating  the  district  branch  from  the  com- 
ponent societies  will  be  narrowed. 

A meeting  of  the  board  of  governors  has  been 
called  for  October  29,  1966,  to  review  all  items 
of  interest  that  are  to  be  brought  to  the  attention 
of  the  Ad  Hoc  Committee  to  Explore  All  Aspects 
of  the  District  Branches  at  its  meeting  in  New 
York  City  on  November  4,  1966. 

An  invitation  from  the  Eighth  District  Branch 
to  send  a delegation  to  the  meeting  in  Syracuse 
on  October  13,  1966,  was  presented.  After 
a lengthy  discussion,  a decision  was  made  not 
to  send  a representative  of  the  Third  District 
Branch  to  the  meeting.  It  was  decided  and 
recorded  in  the  minutes  that  the  Third  District 
Branch  looked  with  favor  on  the  actions  of  the 
State  Society  representatives  and  found  no 
need  to  seek  representation  elsewhere. 

Preliminary  discussions  were  held  concerning 
the  annual  meeting  to  be  held  next  year  jointly 
with  the  Fourth  District  Branch.  A suggestion 
to  hold  the  annual  meeting  in  conjunction  with 
the  State  Society  workshop  found  many  sup- 
porters. 

I sincerely  feel  that  there  is  tremendous  po- 
tential in  the  district  branches.  The  county 
societies  are  more  than  anxious  to  share  their 
burdens  with  cooperative  administrative 
branches.  All  that  is  required  to  make  this 
work  are  interested  district  branch  officers. 

Respectfully  submitted, 
Samuel  Baer,  M.D.,  President 


Fourth  District  Branch 

To  the  House  of  Delegates,  Gentlemen: 

One  can  feel  an  awakening  of  interest  and  a 
new  philosophy  evolving  on  the  role  of  district 
branches  in  organized  medicine.  The  Fourth 
District  Branch  strives  to  furnish  leadership  to 
its  component  county  medical  societies  and  to 
represent  their  common  aspirations  in  the 
deliberations  of  the  State  Medical  Society. 

The  Fourth  District  Branch  held  three  meet- 
ings this  year.  At  the  executive  committee 
meeting  on  April  23,  there  were  ten  physicians 
present.  Two  of  our  members  made  reports  on 
projects  of  vital  interest  to  physicians  in  our 
area.  Irving  Juster,  M.D.,  discussed  his  anti- 
coronary program,  which  now  has  over  200 
people  involved.  William  Raymond,  M.D., 
discussed  the  regional  medical  program  of 
Albany  Medical  College,  which  he  serves  in  an 
advisory  capacity. 

A special  meeting  of  the  Fourth  District 
Branch  was  held  on  June  25  to  deal  with  prob- 
lems arising  out  of  the  New  York  State  Medi- 
caid law.  The  52  physicians  in  attendance 
represented  every  component  county  medical 
society.  Resolutions  were  hammered  out  voic- 
ing opposition  to  socialized  medicine  and  offer- 
ing amendments  to  the  law  to  make  it  possible 
for  physicians  to  continue  to  render  the  very  best 
quality  medical  care  to  their  patients. 

The  annual  joint  meeting  of  the  Third  and 
Fourth  District  Branches  was  held  in  Johns- 
town from  October  7 to  9.  This  was  a grand 
and  gala  weekend  affair.  It  brought  together 
in  a pleasant  atmosphere  members  of  the  med- 
ical profession  with  hospital  officials  and  repre- 
sentatives of  the  business  world.  There  were 
80  physicians  in  attendance.  The  scientific 
session  was  presented  by  Paul  Yu,  M.D.,  pro- 
fessor of  medicine.  University  of  Rochester 
School  of  Medicine,  and  Antonio  Boba,  M.D., 
associate  professor  of  anesthesiology,  Albany 
Medical  College.  The  ladies  luncheon  and 
fashion  show  drew  58  women.  The  banquet 
had  an  overflow  attendance  of  131.  James  M. 
Blake,  M.D.,  president  of  the  Medical  Society 
of  the  State  of  New  York,  and  Mrs.  Walter 
Heldmann,  president  of  the  Woman’s  Auxiliary 
to  the  Medical  Society  of  the  State  of  New 
York,  addressed  the  assemblage.  Total  at- 
tendance for  the  weekend  meeting  was  148. 
There  were  many  favorable  comments  in  the 
newspapers  and  many  “thank  you’’  notes  re- 
ceived. The  meeting  was  successful  in  fulfilling 
its  purpose:  to  educate  and  entertain  the  mem- 
bers and  their  wives,  and  to  maintain  and 
enhance  the  reputation  of  the  district  branches 
and  the  Medical  Society  of  the  State  of  New 
York. 

The  business  meetings  of  the  district  branches 
were  held  during  the  annual  joint  meeting. 
Members  of  the  Fourth  District  Branch  de- 
feated a motion  to  join  the  newly  created 
“Organization  of  Districts  and  County  Medical 
Societies”  because  it  was  felt  our  district  branch 
could  perform  any  of  these  functions  and  it  was 
brought  out  again  that  district  branches  have 
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great  potential  which  is  not  being  used  to  its 
full  extent. 

The  following  officers  were  elected  for  a two- 
year  term: 

President— George  D.  Anderson,  M.D.,  Sara- 
toga 

First  Vice-President — Walter  F.  Harrison, 
Jr.,  M.D.,  Warren 

Second  Vice-President — Ralph  E.  Isabella, 
M.D.,  Schenectady 

Secretary — Francis  X.  Dever,  M.D.,  Warren 

Treasure 1 — Fred  Pipito,  M.D.,  Montgomery 

In  conclusion,  I would  like  to  take  this  oppor- 
tunity to  express  my  appreciation  to  the  staff 
of  the  State  Medical  Society,  Miss  Mollie 
Pesikoff  and  Mr.  Gerald  Sullivan,  to  the  officers 
and  members  of  the  Fourth  District  Branch, 
to  the  Fulton  County  Medical  Society  and  its 
Woman’s  Auxiliary,  and  to  Johnstown  Hospital 
and  its  Ladies  Auxiliary  for  the  fine  cooperation 
and  support  they  so  freely  gave  me  during  my 
term  in  office. 

Respectfully  submitted, 

Arthur  Howard,  M.D.,  President 

Fifth  District  Branch 

To  the  House  of  Delegates,  Gentlemen: 

The  Fifth  District  Branch  held  its  annual 
meeting  during  the  outing  meeting  at  the  Thou- 
sand Islands  Club,  Alexandria  Bay,  on  Saturday, 
September  10,  1966,  in  conjunction  with  the 
Sixth  District  Branch.  As  in  the  past,  the  three- 
day  session  was  extremely  successful  from  the 
scientific,  political,  and  social  points  of  view. 

The  scientific  speakers  at  the  meeting  were 
Hollis  S.  Ingraham,  M.D.,  commissioner  of  the 
New  York  State  Health  Department;  Milton 
Helpem,  M.D.,  chief  medical  examiner  of  the 
City  of  New  York;  and  Peter  Isacson,  M.D., 
associate  professor  of  preventive  medicine, 
State  University  of  New  York  at  Buffalo  School 
of  Medicine. 

The  main  speaker  at  the  Saturday  evening 
banquet  was  Mr.  George  W.  McLellan,  who 
spoke  on  “The  Expandable  World  of  Glass,” 
which  was  extremely  enlightening  and  entertain- 
ing. 

Among  the  many  guests  in  attendance  were 
James  M.  Blake,  M.D.,  president  of  the 
Medical  Society  of  the  State  of  New  York; 
Henry  I.  Fineberg,  M.D.,  executive  vice- 
president  of  the  Medical  Society  of  the  State 
of  New  York;  Frederick  A.  Wurzbach,  Jr., 
M.D.,  president-elect  of  the  Medical  Society  of 
the  State  of  New  York,  and  J.  Richard  Burns, 
Esq.,  assistant  executive  vice-president. 

The  Sixth  District  Branch  acted  as  host  and 
deserves  “congratulations”  for  a job  well 
done. 

The  Fifth  District  Branch  unanimously 
elected  the  following  slate  of  officers  to  serve 
for  the  next  two  years: 

President — Felix  Ottaviano,  M.D.,  Oneida 

First  Vice-President — Theodore  J.  Prowda, 
M.D.,  Sherrill 


Second  Vice-President — Bernard  J.  Hartnett, 
M.D.,  Auburn 

Secretary — William  R.  Carson,  M.D.,  Pots- 
dam 

Treasure) — Robert  B.  Bryant,  M.D.,  Syracuse 

Delegate — Marvin  Brown,  M.D.,  Cleveland 

I am  happy  to  report  that  all  but  one  com- 
ponent county  society  in  the  Fifth  District 
Branch  paid  their  1966  assessment  of  50  cents 
per  active  member  to  help  defray  the  district 
branch  expenses  and  the  Student  American 
Medical  Association  obligation. 

During  1966,  the  Fifth  District  Branch 
Cancer  Subcommittee  held  two  meetings  and  is 
in  the  process  of  organizing  various  programs 
on  a district  branch  level. 

The  Fifth  District  Branch  has  been  active  in 
many  fields  during  the  past  year,  and  I feel 
sure  these  activities  will  expand  during  the 
years  ahead  as  many  medical  problems  are 
being  expedited  at  the  district  branch  level. 

The  executive  committee  will  meet  during 
the  early  part  of  April,  1967,  to  formulate  plans 
for  the  sixth  annual  joint  meeting  of  the  Fifth 
and  Sixth  District  Branches  which  will  be 
held  the  week-end  following  Labor  Day, 
September  8 to  10,  1967,  at  Fred  Waring’s 
Shawnee  Inn,  Shawnee-on-Delaware,  Penn- 
sylvania. 

I wish  to  express  my  appreciation  and  thanks 
to  the  staff  at  1024  Park  Avenue,  Utica,  for 
their  assistance  and  cooperation. 

Respectfully  submitted, 

Felix  Ottaviano,  M.D.,  President 

Sixth  District  Branch 

To  the  House  of  Delegates,  Gentlemen: 

Newly  elected  officers  of  the  Sixth  District 
Branch  assumed  their  responsibilities  in  mid- 
February,  1966.  A meeting  of  the  executive 
committee  was  called  shortly  thereafter  to 
discuss  arrangements,  program,  and  so  forth, 
for  the  annual  Fifth  and  Sixth  District  Branches 
meeting.  The  executive  committee  also  ap- 
proved the  formation  of  a Sixth  District  Branch 
cancer  committee  in  accordance  with  the  wishes 
of  the  State  Society.  The  executive  committee 
also  announced  that  a district-wide  mediation 
committee  had  been  established  and  its  services 
were  available  to  any  component  county  medical 
society,  on  request  of  that  county  society. 

A second  meeting  of  the  executive  committee 
was  held  early  in  June  to  make  final  plans  for 
the  annual  Fifth  and  Sixth  District  Branches 
meeting.  It  was  announced  that  the  meeting 
would  be  held  at  the  Thousand  Islands  Club, 
September  9,  10,  and  11,  1966. 

The  annual  meeting  was  attended  by  ap- 
proximately 130  physicians,  wives,  and  guests. 
Special  guests  of  honor  included  the  president, 
the  president-elect,  and  the  executive  vice- 
president  of  the  State  Society.  Hollis  S. 
Ingraham,  M.D.,  State  health  commissioner, 
and  Mrs.  Ingraham  were  also  guests  of  the 
Fifth  and  Sixth  District  Branches.  The  scien- 
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tific  program  included  a paper  on  “Virology” 
presented  by  Peter  Isacson,  M.D.,  State 
University  of  New  York  at  Buffalo.  Milton 
Helpern,  M.D.,  chief  medical  examiner  of  the 
City  of  New  York,  presented  a paper  on  “Nar- 
cotic Deaths.” 

Because  the  Sixth  District  Branch  was  host 
for  the  1966  annual  joint  meeting,  the  under- 
signed presided  at  the  official  banquet  on  Satur- 
day evening.  A copy  of  his  remarks  follows: 
“It  is  indeed  a pleasure  of  find  a group  of 
physicians  who  are  enjoying  themselves  at  a 
medical  meeting.  Almost  all  meetings  I have 
attended  recently  have  been  angry  discussions 
of  Government  programs.  The  physician  has 
entered  into  a new  area — that  of  barter- 
ing for  fees.  This  is  a field  that  has  been 
somewhat  foreign  to  us  and  possibly  re- 
pugnant. As  we  have  been  making  progress 
in  this  field,  it  has  been  distressing  to  me  to 
find  so-called  splinter  groups  forming  in  the 
State  Society,  threats  of  secession  and  whis- 
pers of  impeachment  of  State  Society  officers 
“In  unity  there  is  strength.  I personally 
feel  that  instead  of  attacking,  we  should  be 
thanking  the  many  conscientious  men  who 
make  up  our  local,  State,  and  national  or- 
ganizations. I am  sure  that  I did  not  realize 
until  recently  the  many  uncompensated  hours 
that  these  men  serve  in  order  to  best  represent 
their  fellow  physicians.  From  the  county 
societies  we  have  the  officers  and  the  dele- 
gates, and  the  same  designations  from  the 
district  branches.  There  are  innumerable 
dedicated  men  who  form  the  guiding  hand 
of  the  State  Society — the  officers  (some  of 
whom  we  are  pleased  to  have  with  us  this 
evening),  the  members  of  the  Council,  Board 
of  Trustees,  and  our  genial  executive  vice- 
president. 

“And  I would  like  to  pay  special  tribute  to 
the  men  who  either  chair  or  serve  on  special 
committees  of  the  State  Society.  These 
are  the  men  who  have  spearheaded  negotia- 
tions with  the  State  Task  Force.  We  may 
not  all  be  happy  with  the  present  situation, 
but  none  of  us  can  deny  the  dedication  of  these 
men.  Negotiations  are  still  open  and  we  are 
slowly  gaining  our  goal.  Constructive  criti- 
cism and  help  are  always  welcome.  I feel 
we  should  all  be  actively  working  to  aid  our 
State  Society.” 

As  regards  other  Sixth  District  Branch  ac- 
tivities, we  have  accomplished  a major  re- 
vision of  our  bylaws  and  are  considering  a 
symposium  for  educators  and  school  physicians 
to  discuss  health  problems  and  health  careers 
recruitment.  The  district  branch  has  pledged 
its  continued  financial  assistance  to  the  Syracuse 
Medical  School  Chapter  of  the  Student  AMA. 

The  undersigned  has  attended  the  special 
House  of  Delegates  meeting,  a Council  meeting 
of  the  State  Society,  and  two  meetings  of  the 
Fifth  and  Sixth  District  Branches  caucus,  as  an 
observer.  It  is  my  intention  to  visit  as  many 
component  counties  as  possible  during  my  term 
of  office. 

Our  district  branch  has  sadly  recorded  the 


death  of  one  of  our  most  dedicated  members, 
James  Greenough,  M.D.,  this  past  year.  We 
shall  miss  the  benefit  of  his  advice  and  assist- 
ance. 

Respectfully  submitted, 

Hugh  D.  Black,  M.D.,  President 

Seventh  District  Branch 

To  the  House  of  Delegates , Gentlemen: 

This  year  heralded  the  implementation  of 
the  Medicare  program  and  the  Medicaid  pro- 
gram. 

The  area  in  which  the  Seventh  District 
Branch  is  involved  probably  had  as  its  most 
notable  accomplishment  its  contribution  to  the 
establishment  of  the  Regional  Utilization  and 
Insurance  Claims  Review  Project.  This  proj- 
ect, founded  by  the  U.S.  Public  Health  Service, 
was  a combination  of  efforts  on  the  part  of  area 
physicians  to  establish  an  effective  relationship 
with  the  agencies  concerned  in  implementing 
the  Medicare  program.  The  program  was 
fully  supported  and  developed  with  the  coopera- 
tion of  the  physicians  of  the  11-county  area. 
During  the  course  of  the  year,  it  not  only 
established  an  approved  utilization  program 
for  all  the  hospitals  in  this  area,  but  it  also 
developed  an  approved  utilization  program  for 
extended  care  facilities  and,  in  so  doing,  con- 
ducted the  first  demonstration  of  utilization  in 
extended  care  facilities. 

Although  the  insurance  claims  review  mech- 
anism has  been  organized,  little  use  has  been 
made  of  it  to  date.  It  has  served  as  a clearing 
house,  however,  for  problems  in  the  initial 
phases  of  implementing  the  Medicare  program 
under  Part  B. 

This  joint  effort  requires  the  cooperation  of 
the  local  and  State  health  agencies,  the  Health 
Council,  Blue  Cross,  Blue  Shield,  and  the 
Metropolitan  and  Travelers  Insurance  Com- 
panies, as  well  as  physicians  of  the  area.  If 
it  has  demonstrated  anything  during  its  short 
period  of  existence,  it  has  emphasized  the  need 
for  all  health  agencies  to  work  together  for  the 
good  of  everyone,  but  primarily  the  patient. 
This  new  area,  although  fraught  with  tensions 
and  transitions  during  its  evolutionary  phases, 
indicates  the  need  for  a dialogue  that  has  not 
taken  place  heretofore  on  the  same  level  as  now 
exists. 

Problems  of  physician  supply  and  physician 
service  are  probably  of  highest  concern,  not 
only  in  this  area,  but  in  other  areas  throughout 
the  country.  Much  correspondence,  advice, 
and  meetings  have  been  carried  out  in  order  to 
try  and  resolve  this  problem  which  becomes 
increasingly  important  to  the  population  served 
in  the  area. 

The  passage  of  the  controversial  Title  19,  or 
Medicaid  program,  in  the  State  of  New  York 
was  probably  of  as  great  importance  as  the 
establishment  of  the  Regional  Utilization  and 
Medical  Review  Project.  The  physicians  of 
the  Seventh  District  Branch,  shocked  by  the 
extent  of  the  Medicaid  program  and  its  pro- 


1614  New  York  State  Journal  of  Medicine  / June  1,  1967 


vision  of  medical  care  to  what  amounted,  in 
some  areas,  as  free  care  for  more  than  50  per 
cent  of  the  population,  engaged  in  a series  of 
meetings  beginning  with  a joint  meeting  held 
with  the  Eighth  District  Branch  in  Buffalo  on 
June  2,  1966 

The  physicians  were  disillusioned  and  cha- 
grined by  what  was  sensed  as  a lack  of  leadership 
by  the  Medical  Society  of  the  State  of  New 
York.  As  a result,  the  presidents,  secretaries, 
and  delegates  of  the  two  district  branches 
unanimously  passed  a resolution  that  a com- 
mittee with  representation  from  each  county 
society  be  appointed  to  investigate  and  make 
recommendations  to  implement  the  formation 
of  a separate  medical  society,  which  culminated 
in  the  formation  of  the  Organization  of  County 
and  District  Medical  Societies.  The  objective 
of  this  organization  is  to  present  to  the  State 
Medical  Society  and  the  public  the  position  of 
the  physicians  of  this  area  as  regards  Title  19. 

The  principal  objective  of  the  upstate  physi- 
cians in  bringing  about  changes  in  the  Medicaid 
law  concerned  the  reduction  of  eligibility  stand- 
ards. In  a resolution  adopted  by  the  Seventh 
District  Branch  on  July  21,  1966,  the  branch 
urged  the  Medical  Society  of  the  State  of  New 
York  to  restate  its  policy  towards  eligibility 
standards  as  being  that  policy  which  limits 
medical  assistance  by  New  York  State  to  the 
truly  indigent  and  needy  and  to  those  with 
catastrophic  illness. 

Among  the  other  actions  which  the  Seventh 
District  Branch  supports  is  the  rescinding  of 
mandatory  membership  in  the  American  Medi- 
cal Association  and  the  provision  of  separate 
slates  for  AMA  delegates  and  AMA  alternate 
delegates. 

The  annual  meeting  of  the  Seventh  and 
Eighth  District  Branches  was  held  at  the 
Bermudiana  Hotel,  Hamilton,  Bermuda,  from 
September  29  through  October  2, 1966. 

The  program  for  Friday,  September  30, 
included  a symposium  on  “Heart,  Stroke,  and 
Cancer  in  Upstate  New  York,”  with  John  T. 
Donovan,  M.D.,  Buffalo,  as  moderator;  Ralph 
C.  Parker,  Jr.,  M.D.,  Rochester,  clinical  asso- 
ciate professor  of  medicine.  University  of 
Rochester  School  of  Medicine,  and  Herbert  E. 
Joyce,  M.D.,  Buffalo,  secretary.  Health  Organi- 
zation of  Western  New  York,  as  participants, 
and  Eli  A.  Leven,  M.D.,  Rochester,  and  Thomas 
S.  Bumbalo,  M.D.,  Buffalo,  as  panel  partici- 
pants. 

On  Saturday,  October  1,  there  was  a sym- 
posium on  “First  Few  Months  of  Medicare  and 
Needed  Changes,”  with  Vincent  I.  Bonafede, 
M.D.,  Sonyea,  as  moderator;  Mr.  Arthur  E. 
Hess,  Washington,  D.C.,  director,  Bureau  of 
Health  Insurance,  U.S.  Department  of  Health, 
Education,  and  Welfare,  and  Ernest  B.  Howard, 
M.D.,  Chicago,  assistant  executive  vice-presi- 
dent, American  Medical  Association,  as  partici- 
pants, and  Mr.  Donald  R.  Robertson  and 
Eugene  J.  Hanavan,  M.D.,  Buffalo,  as  panel 
participants.  The  annual  business  meeting 
was  held  at  noon. 

Saturday  night  the  annual  dinner  was  held, 
with  James  M.  Blake,  M.D.,  Schenectady, 


president  of  the  Medical  Society  of  the  State  of 
New  York,  as  the  principal  speaker.  Dr.  Blake 
explained  the  problems  which  the  State  Medical 
Society  had  encountered  in  working  out  diffi- 
culties in  Title  19,  indicating  that  the  direction 
and  position  of  the  State  Society  was  based 
principally  on  the  stand  taken  at  the  special 
meeting  of  the  State  Society  House  of  Dele- 
gates held  May  26,  1966.  Dr.  Blake  empha- 
sized the  increasingly  important  role  of  the 
State  Medical  Society  in  the  affairs  of  the 
physicians  of  New  York  State  in  relation  to  both 
State  and  F ederal  care  plans. 

It  was  the  consensus  of  the  group  that  the 
annual  meeting  had  been  most  outstanding. 

Although  this  has  been  an  extremely  busy 
and  eventful  year,  with  many  demands  for 
time  and  meetings,  if  it  has  done  nothing  else, 
it  has  brought  the  physicians  of  the  area 
together  on  a number  of  concerns  and  demon- 
strated that  a knowledgeable  profession  can  be 
an  effective  profession  when  sufficiently  moti- 
vated. 

Respectfully  submitted, 

Vincent  I.  Bonafede,  M.D.,  President 

Eighth  District  Branch 

To  the  House  of  Delegates,  Gentlemen: 

The  1966  annual  meeting  of  the  Eighth 
District  Branch  was  held  at  the  Bermudiana 
Hotel,  Hamilton,  Bermuda,  together  with  the 
Seventh  District  Branch. 

The  four-day  session  got  under  way  Septem- 
ber 29,  1966,  with  registration  and  a social  period 
at  the  Bermudiana.  On  September  30  a sym- 
posium on  the  “Heart  Disease,  Cancer,  and 
Stroke  Program  in  Upstate  New  York”  was 
presented.  The  moderator  was  John  T.  Dono- 
van, M.D.  The  panelists  were:  Ralph  C. 

Parker,  M.D.,  clinical  associate  professor  of 
medicine.  University  of  Rochester  School  of 
Medicine,  and  Herbert  E.  Joyce,  M.D.,  secre- 
tary, Health  Organization  of  Western  New 
York.  The  discussion  was  led  by  Eli  A.  Leven, 
M.D.,  Rochester,  and  Thomas  S.  Bumbalo, 
M.D.,  Buffalo. 

On  Saturday,  October  1,  a symposium  on 
“Medicare”  was  moderated  by  Vincent  L. 
Bonafede,  M.D.,  president  of  the  Seventh  Dis- 
trict Branch.  The  panelists  were:  Mr.  Arthur 
E.  Hess,  director,  Bureau  of  Health  Insurance, 
U.S.  Department  of  Health,  Education,  and 
Welfare,  and  Ernest  B.  Howard,  M.D.,  assistant 
executive  vice-president,  American  Medical 
Association.  The  discussants  were:  Mr.  Donald 
R.  Robertson,  Genesee  Valley  Medical  Plan, 
and  Eugene  J.  Hanavan,  M.D.,  Buffalo. 

The  business  meeting  of  the  Eighth  District 
Branch  was  held  on  the  afternoon  of  October  1. 
The  report  of  the  treasurer,  Thomas  S.  Bumbalo, 
M.D.,  was  approved. 

The  day  was  climaxed  with  the  annual  dinner 
at  which  James  M.  Blake,  M.D.,  president  of 
the  Medical  Society  of  the  State  of  New  York, 
was  the  honored  guest  and  principal  speaker. 
Frederick  A.  Wurzbach,  M.D.,  president-elect 
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of  the  Medical  Society  of  the  State  of  New  York, 
was  also  one  of  the  honored  guests. 

The  registration  totalled  237. 

I should  like  at  this  time  to  acknowledge 
with  thanks  the  work  of  the  program  committee 
in  arranging  this  excellent  program.  This  com- 
mittee, headed  by  M.  Edgerton  Deuel,  M.D., 
consisted  of  the  following:  J.  Raymond  Hin- 
shaw,  M.D.,  Milton  Tully,  M.D.,  Ralph  C. 
Parker,  M.D.,  Thomas  S.  Bumbalo,  M.D., 
Eugene  J.  Hanavan,  M.D.,  Herbert  A.  Laugh- 
lin,  M.D.,  and  Alfred  L.  George,  M.D. 

The  Advisory  Council  of  Presidents  and 
Secretaries  of  the  Eighth  District  Branch,  which 
functions  in  a manner  similar  to  the  Coordinat- 
ing Council  of  the  First  District  Branch,  met 
on  January  6,  April  21,  June  2,  and  July  14. 

The  January  6,  1966,  meeting  of  the  Ad- 
visory Council  was  attended  also  by  the 
legislation  and  public  relations  committee 
chairmen.  The  afternoon  was  devoted  to  the 
presentation  of  a program  on  public  relations 
sponsored  by  the  Medical  Society  of  the  State 
of  New  York  through  its  Public  Relations  Com- 
mittee of  which  C.  Stewart  Wallace,  M.D., 
Ithaca,  is  chairman. 

A dinner  followed  the  public  relations  pro- 
gram and  then  a legislative  meeting  of  branch 
leaders  was  held,  at  which  the  speaker  was 
John  H.  Carter,  M.D.,  Albany,  chairman  of  the 
Committee  on  State  Legislation  of  the  Medical 
Society  of  the  State  of  New  York.  His  topic 
was  “The  Legislative  Outlook  for  1966.” 

John  D.  Naples,  M.D.,  retiring  president  of 
the  branch,  chaired  both  the  afternoon  and 
evening  sessions. 

One  item  of  business  foreign  to  legislation  was 
transacted.  The  Advisory  Council  approved  a 
request  by  the  Hospital  Review  and  Planning 
Council  of  Western  New  York  that  it  cosponsor, 
along  with  the  Seventh  District  Branch,  a 
seminar  and  workshop  on  “Hospital  Utiliza- 
tion and  Medical  Audit  Review.”  The  seminar 
and  workshop  was  subsequently  held  in  Roches- 
ter on  March  10. 

At  its  April  21,  1966,  meeting  the  Advisory 
Council  voted  unanimously  against  any  realign- 
ment of  county  medical  societies  between  dis- 
trict branches  and  to  advise  the  Medical  Society 
of  the  State  of  New  York  of  this  action. 

The  June  2 meeting  of  the  Advisory  Council 
was  held  jointly  with  the  Advisory  Council  of 
the  Seventh  District  Branch.  Both  Advisory 
Councils  voted: 

(1)  to  recommend  to  the  Medical  Society  of 
the  State  of  New  York  that  the  site  of  the  State 
Society’s  annual  meeting  be  alternated  with 
upstate  areas  so  that  at  least  one  in  three  of 
these  meetings  is  held  in  the  city  of  Buffalo; 

(2)  that  a committee  be  set  up  to  study  pro- 
gramming and  financing  of  Seventh  and 
Eighth  District  Branch  activities; 

(3)  that  each  of  the  branches  ask  for  repre- 
sentation on  the  negotiating  committee  with  the 
Interdepartmental  Task  Force  established  by 
the  Director  of  the  Budget  of  the  State  of  New 
York. 

The  July  14  meeting  of  the  Advisory  Council 


of  the  Eighth  District  Branch  was  devoted  to 
the  recently  enacted  medical  assistance  program 
for  the  needy. 

In  conclusion,  I should  like  to  acknowledge 
with  gratitude  the  assistance  extended  by  Harry 
Dexter,  field  representative  of  the  Medical 
Society  of  the  State  of  New  York  for  this  area. 

Respectfully  submitted, 

John  T.  Donovan,  M.D.,  President 

Ninth  District  Branch 

To  the  House  of  Delegates,  Gentlemen: 

The  annual  meeting  of  the  Ninth  District 
Branch  was  held  in  the  Americana  Suite  of  the 
Americana  of  New  York  at  5:15  p.m.  on  Feb- 
ruary 14,  1966. 

Eugene  J.  Lusardi,  M.D.,  of  Cold  Spring, 
president,  called  the  meeting  to  order.  Most  of 
the  delegates  from  the  county  medical  societies 
in  the  Ninth  District  Branch  attending  the  con- 
vention were  present. 

The  minutes  of  the  previous  meeting  were 
presented  and  accepted  as  read.  Dr.  Lusardi 
opened  the  discussion  about  the  most  valuable 
way  of  gaining  the  full  potential  of  the  district 
branch  levels.  The  possibility  of  combining 
various  district  branches  was  discussed  also. 
Following  this,  as  is  the  custom  in  this  district 
branch,  the  officers  were  named  to  continue  as 
follows: 

President — Eugene  J.  Lusardi,  M.D.,  Putnam 

First  Vice-President — Arthur  H.  Diedrick, 
M.D.,  Westchester 

Second  Vice-President — Sidney  Miller,  M.D., 
Dutchess 

Secretary — Irving  Weiner,  M.D.,  Orange 

Treasurer — Michael  P.  Lefkowitz,  M.D., 
Rockland 

On  June  17,  1966,  Dr.  Lusardi  found  it  neces- 
sary to  tender  his  resignation  as  president. 
Therefore  the  first  vice-president  is  acting  as 
president,  and  at  the  next  meeting  Putnam 
County  will  be  asked  to  name  the  incoming 
treasurer. 

Respectfully  submitted, 

Arthur  H.  Diedrick,  M.D., 

First  Vice-President 

Report  of  Reference  Committee  on 
Scientific  Activities  and  Publications: 
The  following  report  was  presented  by  Robert  E. 
Healy,  M.D.,  chairman. 

The  reports  of  the  district  branches  and  of  the 
Ad  Hoc  Committee  to  Explore  All  Aspects  of 
the  District  Branches  were  reviewed.  It  is 
obvious  that  there  continues  to  be  a wide  range 
of  activity  on  district  branch  level,  some  being 
quite  active  and  others  being  moderately  to 
totally  inactive. 

The  recommendations  of  the  Ad  Hoc  Com- 
mittee were  discussed  in  detail  with  the  chair- 
man, George  T.  C.  Way,  M.D.,  and  it  is  the 
feeling  of  your  reference  committee  that  serious 
consideration  should  be  given  to  realigning  the 


1616  New  York  State  Journal  of  Medicine  / June  1,  1967 


district  branches  to  correspond  with  the  hos- 
pital service  regions  of  the  State,  since  these  geo- 
graphic units  are  becoming  increasingly  impor- 
tant as  regional  health  and  welfare  programs  are 
developed. 

A pilot  project  and  study  was  suggested  by  the 
Ad  Hoc  Committee  to  involve  the  Third  and 
Fourth  District  Branches  under  a subcommittee 
of  the  Ad  Hoc  Committee  to  be  chaired  by 
Arthur  Howard,  M.D.,  in  an  attempt  to  see 
whether  or  not  concerted  efforts  would  revitalize 
district  branches. 

It  is  the  feeling  of  the  reference  committee 
that  realignment  of  the  district  branches  would 
enable  the  districts  to  preserve  most  of  their 
ongoing  programs  and  at  the  same  time  develop 
increased  activity  on  a regional  basis. 

We  commend  the  Ad  Hoc  Committee  on  their 
thorough  study  and  we  urge  continuance. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

Publication 

To  the  House  of  Delegates,  Gentlemen: 

The  Publication  Committee  consists  of  the 
following  members: 

George  Himler,  M.D.,  Chairman.  New  York 


Philip  J.  Cantor,  M.D Kings 

Clarke  T.  Case,  M.D Oneida 

Reid  R.  Heffner,  M.D Westchester 

Granville  W.  Larimore,  M.D Albany 


William  Hammond,  M.D.,  Editor 

Westchester 

Henry  I.  Fineberg,  M.D.,  Adviser.  . . Queens 

During  1966,  your  Publication  Committee 
met  twice,  on  March  23  and  October  27,  and 
also  conducted  business  by  means  of  a mail 
ballot.  At  each  meeting  reports  were  pre- 
sented by  the  editor,  the  business  manager,  the 
comptroller,  and  the  managing  editor,  and  your 
committee  continued  its  responsibility  for  super- 
vising the  State  Medical  Society’s  official 
publication,  the  New  York  State  Journal  of 
Medicine,  published  semimonthly. 

The  operations  of  the  New  York  State 
Journal  of  Medicine  have  progressed 
smoothly  and  without  major  upheaval  during 
the  past  year.  The  keen  judgment  exhibited 
by  the  editor,  William  Hammond,  M.D.,  con- 
tinues to  be  a major  factor  in  the  high  quality 
and  readability  of  the  Journal.  It  should  be 
noted,  parenthetically,  that  his  erudition  and 
prowess  in  the  field  of  medical  literature  have 
been  recognized  by  another  organization,  the 
American  Medical  Writers’  Association,  which 
he  served  as  president  during  1966. 

The  managing  editor,  Miss  Alvina  Rich  Lewis, 
currently  treasurer  of  the  aforementioned 
AMWA,  supervises  the  production  of  successive 
issues  with  apparently  unruffled  serenity  in  spite 
of  continuing  harassment  by  the  stork  of  new- 
comers on  the  editorial  staff.  In  the  future  a 
low  nubility  index  may  become  a prerequisite 
for  employment  in  this  department.  Undis- 
mayed by  these  distractions,  the  faithful  and 
competent  Journal  staff,  led  by  the  doughty 


Miss  Lewis,  unfailingly  produces  issues  of  a 
degree  of  technical  excellence. 

The  editorial  content  of  the  Journal  has 
not  been  increased  significantly  over  that  of  last 
year  in  spite  of  the  fact  that  advertising  income 
has  been  somewhat  higher.  The  report  of  the 
business  manager  will  set  forth  the  details  of  in- 
come and  expenditures,  but  it  may  be  well  to 
give  some  general  figures  here.  In  November, 
1966,  the  time  of  this  writing,  anticipated  gross 
billing  for  advertising  is  $290,000,  as  compared 
to  $239,000  last  year,  for  an  increase  of  about 
$50,000. 

On  the  other  hand,  increased  production  costs 
have  somewhat  more  than  offset  this  gain  so 
that  the  Journal  will  just  about  break  even  this 
year.  It  is  planned  to  increase  rates  on  display 
advertising  in  1968  to  meet  the  upward  trend  of 
costs  which,  of  course,  has  been  general. 

While  the  increase  in  advertising  income  has 
not  been  startling  in  magnitude,  it  is  neverthe- 
less encouraging  and  reflects  the  enthusiasm  and 
industry  of  Mr.  Joseph  Mullaney,  our  sales 
representative.  There  is  still  manifest  re- 
luctance on  the  part  of  many  companies  to 
resume  advertising  in  state  journals,  but  at 
least  the  decline  seems  to  have  bottomed  out. 

By  maintaining  the  previously  adopted 
minimum  ratio  of  30  per  cent  advertising  matter 
to  70  per  cent  editorial  material,  it  has  been 
possible  to  continue  to  operate  in  the  black  and 
still  produce  issues  that  are  not  too  thin.  This 
latter  factor  is  essential  to  maintain  the  prestige 
of  the  Journal,  on  which  advertising  income 
ultimately  depends. 

The  Business  Division  has  continued  to  seek 
the  services  of  an  associate  sales  representative 
to  share  the  burden  with  Mr.  Mullaney  but  has 
not  yet  been  successful  in  finding  the  right  per- 
son for  the  job.  Although  the  importance  of 
another  staff  member  in  this  department  is 
recognized,  experience  indicates  that  it  is  equally 
important  to  be  certain  of  the  qualifications  and 
motivations  of  the  person  who  is  retained. 
Efforts  will  continue  in  this  direction. 

Editor’s  Report  (William  Hammond, 
M.D.).  During  1966  the  New  York  State 
Journal  of  Medicine  was  published  twice  a 
month,  on  the  1st  and  the  15th,  for  a total  of  24 
issues.  Special  issues  included  the  January  1 
Convention  Issue;  June  1,  Minutes  of  the  1966 
MSSNY  House  of  Delegates;  September  1, 
Minutes  of  the  Special  Session,  MSSNY  House 
of  Delegates;  June  15  and  December  15, 
Semiannual  Indexes. 

For  1966  the  total  number  of  pages,  including 
covers,  was  3,302,  of  which  874.5  were  ad- 
vertising pages,  including  covers,  and  2,427.5 
were  text  pages,  including  covers.  Of  these 
text  pages,  415  were  devoted  to  MSSNY  mat- 
ters. Excluding  these,  the  ratio  of  editorial 
pages  to  advertising  pages  was  69  per  cent  edi- 
torial to  31  per  cent  advertising. 

As  of  the  date  of  this  report,  541  manuscripts 
have  been  submitted,  of  which  309  were  ac- 
cepted, 160  rejected,  215  referred,  33  returned 
for  revision,  and  the  remainder  are  still  under 
consideration. 
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A total  of  316  manuscripts  were  published, 
representing  the  work  of  444  authors.  These 
included  submitted  manuscripts,  annual  meet- 
ing papers,  and  solicited  departmental  material, 
as  follows:  scientific  articles  133,  case  reports 
68,  clinicopathologic  conferences  16,  special 
articles  12,  Recent  Advances  in  Medicine  and 
Surgery  12,  Correlation  Conferences  in  Radi- 
ology and  Pathology  11,  Nutrition  Excerpts  5, 
Clinical  Anesthesia  Conferences  12,  Billsbord  11, 
History  of  Medicine  9,  Medical  Arts  and  Letters 
7,  Proceedings  of  New  York  Allergy  Society  4, 
Brief  Preliminary  Reports  6,  and  Abstracts  of 
Proceedings  of  New  York  Society  for  Thoracic 
Surgery  2. 

Again  and  again  through  the  year  we  receive 
letters  and  telephone  calls  from  authors  ex- 
pressing their  satisfaction  with  the  manner  in 
which  their  manuscripts  have  been  published 
and  amazement  at  the  world-wide  readership  of 
the  Journal  as  indicated  by  the  letters  and  re- 
print requests  they  have  received.  To  quote 
from  one  of  these:  “.  . . I feel  quite  strongly 
that  your  relatively  small  staff  did  just  as  well 
and  in  certain  aspects  performed  superior  to 
some  of  the  national  journals  in  which  I have 
had  the  privilege  to  publish  articles.  You  might 
be  interested  in  knowing  that  the  response  to 
these  articles  has  been  marvelous.  I have  re- 
ceived, thus  far,  over  300  requests  for  reprints 
including  50  or  60  from  continents  other  than 
North  America.  This  certainly  taught  me  that 
the  distribution  of  the  Journal  is  more  far 
reaching  than  I might  have  anticipated. 
Thank  you  once  again  for  this  very  pleasurable 
experience.” 

Twenty  advance  copies  of  the  Journal  are 
provided  to  the  Division  of  Communications 
for  distribution  to  science  writers,  many  of 
whom  use  articles  from  the  Journal  in  their 
news  stories  and  columns.  The  number  of  re- 
quests to  quote,  reprint,  summarize,  abstract, 
and  use  tables  or  illustrations  increases  each 
year. 

We  have  introduced  into  the  Journal  ab- 
stracts of  the  proceedings  of  the  New  York 
Society  for  Thoracic  Surgery.  This  is  an  elite 
group  who  have  been  in  the  forefront  of  this 
field  for  fifty  years.  These  abstracts  will  be  as 
important  in  their  way  as  the  material  we  pub- 
lish from  the  diabetes,  allergy,  and  anesthesi- 
ology societies.  It  speaks  well  for  the  Journal 
that  this  group  has  chosen  to  use  the  Journal 
to  communicate  their  investigations  to  medical 
readers. 

In  May  your  editor  visited  medical  schools 
and  members  of  the  Editorial  Council  upstate, 
in  Buffalo,  Rochester,  Syracuse,  Ithaca,  and 
Albany,  with  excellent  interest  and  cooperation 
from  all. 

Redway  Medal.  The  fifth  annual  Laurance 
D.  Redway  Award  for  Medical  Writing,  es- 
tablished in  memory  of  the  late  editor  of  the 
Journal,  was  presented  at  the  1966  House  of 
Delegates  to  Norman  A.  Harvey,  M.D.,  of 
Glens  Falls,  for  his  series  of  three  articles  on 
“Cybernetic  Applications  in  Medicine,”  which 
appeared  in  the  issues  of  March  15,  April  1,  and 


April  15,  1965.  The  sixth  annual  award  will 
be  presented  at  the  1967  House  of  Delegates. 

Distinguished  Service  Awards.  Carrying  out 
a procedure  inaugurated  at  the  1965  House  of 
Delegates,  awards  for  “distinguished  service  to 
the  New  York  State  Journal  of  Medicine” 
were  presented  at  the  1966  House  of  Delegates. 
President  Waring  Willis  presented  scrolls  to 
Daphne  A.  Roe,  M.D.,  Ithaca,  “for  the  ex- 
cellence of  the  section,  Nutrition  Reports”; 
to  Michael  S.  Bruno,  M.D.,  and  William  B. 
Ober,  M.D.,  New  York  City,  “for  their  dedi- 
cated work  in  presenting  on  a regular  schedule 
the  clinicopathologic  conferences”;  and  to 
Norman  S.  Moore,  M.D.,  Ithaca,  “for  his  long 
and  continuous  service.  ...  No  member  of  the 
Medical  Society  of  the  State  of  New  York  has  a 
longer  or  more  dedicated  history  of  service  to 
the  Journal  . . .” 

Necrology.  We  regret  to  report  two  sad 
events,  the  deaths  of  two  members  of  our 
Associate  Editorial  Board,  Harold  Jacobziner, 
M.D.,  New  York  City,  who  provided  the  poison 
control  reports  for  many  years,  and  George  M. 
Lewis,  M.D.,  New  York  City,  consultant  in 
dermatology. 

American  Medical  Writers'  Association. 
Again  members  of  the  Journal  stalf  have 
participated  in  the  activities  of  the  American 
Medical  Writers’  Association,  both  on  a chapter 
and  on  a national  level.  Your  editor  served  as 
national  president  in  1966  and  was  privileged 
to  preside  in  late  September  at  the  annual 
AMWA  convention  in  New  York  City  at  the 
Waldorf-Astoria,  the  largest  convention  of  the 
organization  ever  held.  The  MSSNY  sub- 
scribed to  a table  for  the  President’s  Dinner  on 
September  30  in  the  Starlight  Roof.  Miss 
Lewis,  the  managing  editor,  completed  her 
fourth  term  as  secretary-treasurer  of  the  na- 
tional AMWA  and  was  elected  treasurer  when 
the  bylaws  were  amended  to  create  two  posi- 
tions. Mr.  Robert  W.  Miller,  Journal  ad- 
vertising production  manager,  has  been  re- 
elected as  treasurer  of  the  Metropolitan  New 
York  Chapter  of  AMWA. 

In  cooperation  with  the  local  chapter,  the 
Journal  sponsored  the  sixth  annual  Medical 
Communications  Day,  on  Friday,  February  18, 
1966,  following  the  adjournment  of  the  MSSNY 
convention,  at  the  Americana,  New  York  City. 
We  find  these  cooperative  endeavors  highly 
satisfactory  and  challenging  to  the  Journal. 

Editors  Dinner.  The  annual  dinner  for  the 
associate  editorial  board,  department  editors, 
members  of  the  Publication  Committee,  and  the 
officers  of  the  State  Society  was  held  on  De- 
cember 21,  1966,  at  the  Canadian  Club  of  the 
Waldorf-Astoria,  New  York  City.  Thirty- 
seven  attended.  Guest  speaker  was  Joseph  E. 
Synder,  M.D.,  Columbia  University  College  of 
Physicians  and  Surgeons.  This  annual  dinner 
is  our  “thank  you”  to  all  who  assist  so  en- 
thusiastically in  maintaining  the  Journal’s  high 
standards. 

MSSNY  Convention.  In  addition  to  having 
a Journal  booth  at  the  annual  State  Society 
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convention,  which  is  staffed  by  members  of  the 
editorial  department,  the  staff  is  involved  in 
other  aspects  of  the  convention.  The  delegates 
handbook,  the  convention  program  book,  and 
advance  copies  of  resolutions  and  supplementary 
reports  are  all  handled  by  the  editorial  depart- 
ment, with  worthwhile  results.  Again  a sav- 
ings of  more  than  $4,000  was  made  possible  by 
using  standing  type  from  the  January  1 issue 
and  by  having  the  editorial  staff  do  the  work  on 
the  convention  program  book.  At  the  House 
of  Delegates,  Miss  Lewis  served  as  coordinator 
and  Mrs.  Mielke  as  workroom  secretary.  A 
record-breaking  total  of  93  resolutions,  21 
annual  and/or  supplementary  reports,  and  8 
reference  committee  reports  passed  through 
their  hands,  in  addition  to  the  annual  reports 
published  in  the  January  1 and  January  15 
issues.  The  Journal  booth  was  staffed  by 
Miss  Smith,  Mrs.  Bryan,  and  Miss  Moor,  while 
Miss  Casey  coordinated  the  office  work  in  order 
to  maintain  the  usual  production  schedule 
during  this  period. 

Staff.  One  change  occurred  in  the  editorial 
staff  during  1966;  on  December  19  Mrs. 
Sharon  Bryan  resigned  her  position  for  ma- 
ternity reasons.  During  her  service  with  the 
Journal  Mrs.  Bryan  has  been  a copy  editor  and 
managing  editor  of  the  MSSNY  Staffoscope, 
the  staff  publication.  We  wish  her  well,  and 
to  replace  her  are  pleased  to  report  the  em- 
ployment, commencing  January  1,  1967,  of 
Miss  Mary  Politano,  formerly  publications 
manager  for  the  Kings  County  Medical  Society. 

To  all  members  of  the  editorial  staff,  the 
editor  expresses  his  deep  appreciation  for  a 
“job  well  done.”  These  staff  members  are 
Miss  Alvina  Rich  Lewis,  managing  editor; 
Miss  Elizabeth  C.  Smith,  manuscript  editor; 
Mrs.  Sharon  Bryan  and  Miss  Jana  Moor,  copy 
editors;  Miss  Frances  E.  Casey,  proofreader; 
Mrs.  Olga  Mielke,  editorial  secretary. 

Advertising  Sales  (J.  Richard  Burns, 
Esq.,  Business  Manager).  In  the  fiscal  year 
1966,  the  total  gross  advertising  billings  were 
$295,957.42,  as  compared  with  1965  gross  ad- 
vertising billings  of  $239,409.56,  or  an  increase 
in  1966  of  $56,409.56.  This  represented  an 
increase  of  more  than  $60,000  in  advertising 
income  over  that  projected  in  the  1966  income 
budget  estimate.  We  anticipate  that  advertis- 
ing revenue  in  1967  will  remain  at  about  the 
same  level  barring  an  unforeseen  tightening  of 
drug  advertising  regulations  by  the  Food  and 
Drug  Administration. 

A state  medical  society  publication,  like  the 
New  York  State  Journal  of  Medicine,  does 
not  make  a profit,  and  without  a membership 
dues  allocation  would  be  hopelessly  in  the  “red.” 
However,  it  is  the  task  and  obligation  of  the 
advertising  sales  department  to  do  everything 
possible  to  narrow  the  gap  between  a “minus” 
figure  and  a “plus”  figure.  Advertising  sales 
in  professional  publications,  such  as  the  Jour- 
nal, have  become  increasingly  difficult,  with 
great  competition  for  advertising  coming  from 
the  national  and  regional  medical  journals,  as 


well  as  from  the  specialty  magazines  and  the 
so-called  “throw-away”  medical  publications. 
A continued  and  determined  effort  to  obtain  a 
volume  of  advertising  commensurate  with  the 
editorial  excellence  and  circulation  of  the 
Journal  continues  to  be  made  by  the  adver- 
tising sales  department  as  is  evidenced  by  the 
heartening  rise  in  gross  advertising  billing  in 
1966. 

We  have  interviewed  a number  of  applicants 
for  the  second  full-time  advertising  sales  repre- 
sentative position  mentioned  in  last  year’s 
report  but  have  not  as  yet  found  a person  meet- 
ing our  personnel  and  budgetary  requirements. 

We  are  again  faced  with  increased  production 
costs  due  to  the  higher  charges  for  printing  and 
paper,  as  well  as  a probable  increase  in  mailing 
fees.  Because  of  increased  costs  now  in  effect 
and  anticipated  further  increases,  we  are  already 
at  work  completely  revising  our  advertising 
rate  schedule  to  become  effective  January  1, 
1968. 

Member  and  paid  circulation  of  the  Journal 
has  continued  to  remain  relatively  constant  and 
for  the  period  ending  December  31,  1966, 
amounted  to  28,458. 

In  large  part  our  continued  success  is  at- 
tributable to  the  energy  and  dedication  of  Mr. 
Joseph  A.  Mullaney,  our  advertising  sales  repre- 
sentative; Mr.  Robert  W.  Miller,  our  adver- 
tising production  manager,  and  Mrs.  Camille 
M.  Cunningham,  our  advertising  administrative 
secretary  and  “Girl  Friday”  who  also  doubles 
as  manager  of  technical  exhibits. 

Conclusion.  The  chairman  would  like  to 
avail  himself  of  this  annual  opportunity  to 
thank  the  members  of  the  editorial  advisory 
board  who  have  been  so  generous  in  their  con- 
tribution of  time  and  effort  both  in  helping  to 
maintain  a continuous  flow  of  outstanding 
scientific  material  and  in  advising  the  editor  on 
the  merit  of  articles  submitted.  They  are  too 
many  to  name  individually,  but  it  should  be 
noted  that  they  have  earned  the  appreciation 
and  the  gratitude  of  every  member  of  the  Society 
for  their  service  to  the  Journal. 

The  chairman  is  pleased  to  note  that  the  Ad 
Hoc  Committee  to  Study  the  Journal  has  had 
no  occasion  to  function,  but  he  is  sure  that  the 
ghostly  presence  looking  over  our  collective 
shoulder  will  stimulate  the  Publication  Com- 
mittee to  avoid  any  occasion  for  it  to  come  out 
of  retirement. 

As  usual,  personal  thanks  are  due  to  Henry 
I.  Fineberg,  M.D.,  executive  vice-president,  and 
to  J.  Richard  Bums,  Esq.,  assistant  executive 
vice-president,  for  their  efficient  management 
of  the  financial  aspects  of  the  Journal’s 
operations  and  their  assistance  to  the  chair- 
man. 

Sincere  thanks  are  also  due  to  the  members  of 
the  Publication  Committee  for  their  faithfulness 
in  attendance  and  for  the  wisdom  and  judgment 
they  bring  to  the  deliberations  of  the  committee. 

Finally,  the  Mack  Printing  Company  has  been 
extremely  efficient  and  cooperative  with  the 
Journal  staff.  Then-  attitude  makes  the  task 
of  publication  much  easier. 
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Since  the  chairman  makes  only  a minimal 
personal  contribution,  he  hopes  that  it  will  not 
be  considered  boastful  or  presumptuous  on  his 
part  to  note  that  the  New  York  State  Journal 
of  Medicine  ranks  very  high  among  state 
journals  and  possibly  at  the  top.  Everyone 
who  has  been  instrumental  in  bringing  about  this 
exalted  state  should  have  been  mentioned  in 
this  report,  but  if  the  undersigned  has  com- 
mitted a serious  oversight,  he  offers  his  humble 
apologies. 

Respectfully  submitted, 

George  Himler,  M.D.,  Chairman 

Report  of  Reference  Committee  on 
Scientific  Activities  and  Publications: 
The  following  report  was  presented  by  Robert 
E.  Healy,  M.D.,  chairman. 

With  regard  to  the  Journal,  we  wish  to  com- 
mend William  Hammond,  M.D.,  for  his  con- 
tinued outstanding  performance  as  editor  of  the 
Journal.  Our  New  York  State  Journal 
of  Medicine  ranks  very  high  among  state 
medical  publications  and  possibly  at  the  top. 
We  thank  Miss  Alvina  Rich  Lewis,  managing 
editor,  and  her  staff  for  producing  issues  of  such 
technical  excellence. 

The  advertising  sales  in  1966  increased  by 
more  than  $60,000  over  the  projected  1966 
income  budget  estimate. 

J.  Richard  Burns,  Esq.,  business  manager, 
and  his  sales  staff  are  making  noteworthy  con- 
tributions toward  keeping  our  Journal  oper- 
ating on  a sound  financial  basis. 

The  House  voted  to  adopt  this  portion  of  the  ref- 
erence committee  report. 

What  Goes  On 

To  the  House  of  Delegates,  Gentlemen: 

The  What  Goes  On  publication,  which  con- 
tained more  than  1,500  notices  of  meetings, 
lectures,  teaching  days,  and  postgraduate 
lectures  during  1966,  now  has  a circulation  of 
49,700.  This  includes  37,857  physicians  in  New 
York  State  and  8,854  physicians  in  New  Jersey; 
921  osteopaths  in  the  two  states;  and  1,656 
persons  in  allied  fields,  such  as  hospitals,  li- 
braries, medical  schools,  newspapers,  medical 
writers,  and  others.  In  addition  to  this,  we 
mail  multiple  copies  of  the  booklet  each  month 
to  other  state  medical  societies,  other  What  Goes 
On  offices  throughout  the  country,  academies  of 
medicine  and  science,  television  and  radio 
science  writers,  and  so  on. 

During  the  summer  months  Lederle  ap- 
proached us  with  the  suggestion  that  we  cut 
down  our  summer  issues  by  combining  May  and 
June  and  July  and  August,  making  a total  of 
ten  issues  in  1967  instead  of  the  usual  twelve. 
Beginning  with  the  January  issue  we  changed 
our  publication  date  from  the  15th  to  the  first 
of  the  month.  We  retained  our  15th-of-the- 
month  deadline  but  will  allow  a six-weeks  period 
in  the  hope  that  the  booklet  will  be  in  the  hands 
of  the  physicians  well  before  the  first  listing  in 
the  issue,  thereby  allowing  time  to  plan  at- 
tendance at  the  meetings. 


The  director  of  scientific  activities  from  the 
California  Medical  Association  spent  about  three 
hours  in  our  office  gathering  information  about 
starting  a What  Goes  On  publication  in  Cali- 
fornia. They  published  their  first  booklet  in 
October,  1966. 

During  the  past  year  we  have  received  many 
letters  and  telephone  calls  from  persons  who 
wish  to  express  their  appreciation  to  the  Medical 
Society  of  the  State  of  New  York  for  the  service 
offered  to  them  by  this  publication.  The  fol- 
lowing comments  are  excerpts  taken  from  some 
of  the  letters: 

“Your  cooperation  has  been  sincerely  ap- 
preciated by  Harry  J.  Alvis,  M.D.,  associate 
dean  for  continuing  medical  education,  and  other 
deans  and  teachers  in  our  Medical  School 
(State  University  of  New  York  at  Buffalo). 
You  may  like  to  know  that  for  Heart  Teaching 
Day  and  Trends  in  Internal  Medicine,  October 
3 to  7,  almost  every  seat  in  the  auditorium  in 
South  Building  was  filled.  Sometimes  all 
seats  were  taken  and  the  late-coming  residents 
had  to  stand  along  the  back  wall.  A fine  sight 
to  see,  largely  thanks  to  you.”  A professor  at 
Columbia  University  College  of  Physicians  and 
Surgeons  wrote,  “ What  Goes  On  is  one  of  your 
most  useful  publications.  I have  lent  my  copy 
to  a temporary  visitor  and  colleague  [who]  will 
take  advantage  of  the  feast  you  offer.”  The 
director  of  alumni  relations  and  development  of 
Cornell  University  Medical  College  wrote, 
“The  hundreds  of  our  alumni  in  New  York 
State  will  be  grateful  for  seeing  [an  announce- 
ment] in  What  Goes  On.” 

Rutgers,  the  State  University  of  New  Jersey, 
professor  and  chairman  of  the  Department  of 
Medicine,  had  this  to  say  in  his  letter,  “I 
appreciate  your  extending  to  me  this  service,  and 
on  the  basis  of  my  initial  examination  of  the 
bulletin,  I assure  you  that  several  members  of 
my  department  will  make  excellent  use  of  this 
material  in  the  future.”  The  administrative 
assistant  of  the  Albany  Medical  College  of 
Union  University,  wrote:  “Thank  you  so  much 
for  extending  your  deadline  for  us.  We  do  feel 
that  your  publication  is  important  for  our 
promotions  and  we  would  not  like  to  miss  your 
issue.” 

Among  our  readers  are  several  from  foreign 
countries;  we  mail  copies  regularly  to  Canada, 
Brazil,  Argentina,  and  Saudi  Arabia.  Also 
on  our  mailing  lists  is  a physician  in  St.  Thomas. 

We  are  pleased  to  report  that  Lederle  Labora- 
tories has  again  renewed  its  purchase  order, 
through  J.  Richard  Burns,  Esq.,  our  assistant 
executive  vice-president  and  director,  Business 
Division,  for  advertising  space  for  the  year  1967. 

A booth  was  maintained  by  What  Goes  On 
at  our  convention  in  February,  1966.  Many 
physicians  stopped  long  enough  to  fill  out  a short 
questionnaire.  We  plan  to  do  this  again  at  our 
1967  convention  and  hope  that  many  more  of 
you  will  take  a few  minutes  to  give  us  your  sug- 
gestions and  comments. 

Respectfully  submitted, 

Norman  S.  Moore,  M.D.,  Director 
Division  of  Scientific  Activities 
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Report  of  Reference  Committee  on 
Scientific  Activities  and  Publications: 
The  following  report  was  presented  by  Robert  E. 
Healy,  M.D.,  chairman. 

What  Goes  On,  under  the  direction  of  Norman 
S.  Moore,  M.D.,  and  The  News  of  New  York, 
under  the  editorship  of  Mr.  Edward  Weiland, 
continue  to  be  of  great  value. 

We  note  that  the  cost  of  these  publications 
remains  underwritten  by  advertising,  making 
the  projects  self-supporting. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

Directory 

(See  report  of  the  Executive  Vice-President, 
page  1500.) 

Report  of  Reference  Committee  on 
Scientific  Activities  and  Publications: 
The  following  report  was  presented  by  Robert  E. 
Healy,  M.D.,  chairman. 

In  its  streamlined  form,  under  the  supervision 
of  Mr.  Jack  O’Brien,  the  Directory  continues  to 
serve  its  useful  purpose,  and  we  note  that  the 
sale  of  the  hard-cover  edition  has  yielded  income 
sufficient  to  defray  the  cost  of  printing. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

Prize  Essays 

To  the  House  of  Delegates,  Gentlemen : 

The  Special  Committee  on  Prize  Essays  con- 
sists of  the  following: 

Alfred  A.  Angrist,  M.D.,  Chairman.  . .Queens 


Benjamin  G.  Dinin,  M.D Westchester 

David  Kimball  Miller,  M.D Erie 


It  was  the  consensus  of  the  members  of  the 
Prize  Essays  Committee  that  no  prize  be  offered 
this  year  pending  the  determination  of  some 
matters  of  policy  in  this  regard. 

This  recommendation  of  the  committee  was 
approved  by  the  Council  at  its  meeting  on 
November  17,  1966.  Consequently,  no  prize 
essay  contest  has  been  held. 

Respectfully  submitted, 

Alfred  A.  Angrist,  M.D.,  Chairman 

Report  of  Reference  Committee  on 
Scientific  Activities  and  Publications:  The 
following  report  was  presented  by  Robert  E. 
Healy,  M.D.,  chan-man. 

The  Special  Committee  on  Prize  Essays  under 
the  chairmanship  of  Alfred  A.  Angrist,  M.D., 
offered  no  prize  this  year  pending  the  deter- 
mination of  some  matters  of  policy  in  this  regard. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

Archives  and  History 

Report  of  Reference  Committee  on 
Scientific  Activities  and  Publications: 
The  following  report  was  presented  by  Robert 
E.  Healy,  M.D.,  chairman. 


It  was  reported  to  us  at  our  reference  com- 
mittee hearings  that,  through  an  arrangement 
with  the  Collection  of  Regional  History  and 
University  Archives  at  Cornell  University  in 
Ithaca,  we  will  have  a depository  for  the 
archives  of  the  Society. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

Convention 

To  the  House  of  Delegates,  Gentlemen: 

1966  Convention.  The  Convention  Com- 
mittee consisted  of  the  following: 

Bernard  J.  Pisani,  M.D.,  Chairman 

New  York 


Frank  LaGattuta,  M.D Bronx 

Frederick  A.  Wurzbach,  Jr.,  M.D.,  ex  officio . . 

Bronx 

E.  Dean  Babbage,  M.D.,  ex  officio Erie 

♦James  Greenough,  M.D.,  ex  officio 


New  York 

William  Hammond,  M.D.,  ex  officio 

Westchester 

* Deceased 

The  160th  Annual  Convention  of  the  Medical 
Society  of  the  State  of  New  York  was  held  at 
the  Americana  in  New  York  City,  from  Monday, 
February  14,  through  Thursday,  February  17, 
1966. 

Registration  figures  follow: 


Physicians 

2,973 

Allied  professions 

842 

(medical  students,  nurses, 

dentists,  technicians,  and 

others) 

Guests 

286 

Technical  exhibitors 

1,107 

Total 

5,208 

The  total  figure  shows  a decrease  in  attend- 
ance of  about  15  per  cent,  while  the  physician 
attendance  shows  a falling  off  of  about  8 per 
cent,  as  compared  with  the  1965  figures. 

House  of  Delegates,  Frederick  A.  Wurzbach, 
Jr.,  M.D.,  Speaker.  The  House  of  Delegates 
met  Monday  through  Thursday,  and  acted  on 
93  resolutions.  Modifications  were  made  to 
improve  working  arrangements  for  the  secre- 
taries who  aided  and  staffed  the  House,  and  the 
work  ran  efficiently. 

Scientific  Program,  Bernard  J.  Pisani,  M.D., 
Chairman.  The  Section  on  Anesthesiology  and 
the  Section  on  Chest  Diseases  combined  for  a 
joint  meeting.  We  continue  to  find  that  joint 
section  meetings  are  valuable  and  want  to  en- 
courage the  sections  to  organize  these. 

Two  General  Session  programs  were  spon- 
sored by  the  American  Therapeutic  Society’s 
Continuing  Education  Program  in  Practical 
Therapeutics,  and  supported  in  part  by  a grant- 
in-aid  from  E.  R.  Squibb  and  Sons.  The 
Academy  of  General  Practice  gave  credit  for 
attendance  at  all  the  general  sessions  to  their 
members  who  registered. 

The  Section  on  Internal  Medicine  meeting  was 
held  jointly  -with  the  New  York  State  Society  of 
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Internal  Medicine  and  supported  by  a post- 
graduate education  grant  from  one  of  the  large 
radiologic  equipment  manufacturing  corpora- 
tions. 

The  following  attendance  was  recorded  at 
the  scientific  meetings: 

General  Sessions — Monday  200,  Tuesday  330, 
Wednesday  200,  Thursday  150. 

Sections — Allergy  120,  Anesthesiology  with 
Chest  Diseases  200,  Dermatology  and  Syphi- 
lology  81,  Gastroenterology  and  Proctology  62, 
General  Practice  110,  Industrial  Medicine  and 
Surgery  50,  Internal  Medicine  350,  Medical- 
Legal  and  Workmen’s  Compensation  Matters 
250,  Neurology  and  Psychiatry  160,  Obstetrics 
and  Gynecology  85,  Ophthalmology  85,  Ortho- 
pedic Surgery  150,  Otolaryngology  105,  Pa- 
thology, Clinical  Pathology,  and  Blood  Banking 
25,  Pediatrics  50,  Physical  Medicine  and 
Rehabilitation  78,  Plastic  Surgery  92,  Preven- 
tive Medicine  and  Public  Health  77,  Radiology 
40,  Space  Medicine  70,  Surgery  75,  Urology  65. 

Session — History  of  Medicine  40. 

Scientific  Exhibits,  Albert  H.  Douglas,  M.D., 
Chairman.  Dr.  Douglas  chaired  the  Scientific 
Exhibits  Subcommittee  for  the  first  time  and 
presented  52  exhibits  of  exceptionally  high 
caliber.  Attendance  was  taken  at  the  door 
of  the  exhibit  hall  and  it  was  gratifying  to  re- 
cord the  large  number  of  doctors  who  came  to 
view  the  exhibits,  as  follows:  Monday  803, 

Tuesday  950,  Wednesday  800,  Thursday  836, 
for  a total  of  3,389.  The  figure,  higher  than 
the  total  physician  registration,  means  that 
some  physicians  were  interested  enough  in  the 
exhibits  to  return  and  review  them. 

Scientific  Exhibits  Awards,  Thurman  B. 
Givan,  M.D.,  Chairman.  This  subcommittee 
chose  three  exhibits  in  each  of  two  categories, 
Clinical  Research  and  Scientific  Research,  for 
special  recognition.  Certificates  of  Award  were 
sent  to  the  authors  of  these  exhibits  after  the 
convention. 

For  the  first  time,  too,  a new  award  was 
offered.  This  is  the  Aesculapius  Award  for  the 
most  outstanding  exhibit,  presented  by  Mead- 
Johnson  Company.  The  exhibitor  was  re- 
warded with  a scroll  and  a $200  honorarium. 
It  was  won  by  a member  of  our  State  Society. 

Scientific  Motion  Pictures,  Kenneth  B.  Olson, 
M.D.,  and  James  J.  Quinlivan,  M.D.,  Cochair- 
men. This  subcommittee  prepared  an  excellent 
motion  picture  program.  Fifty-seven  films 
were  shown  during  the  four-day  period  and  the 
attendance  was  1,263,  an  increase  of  346  viewers 
over  the  previous  year,  it  is  interesting  to 
note  that  films  pertaining  to  smoking  and 
lung  cancer,  childbirth,  and  mental  hygiene 
drew  the  largest  audience.  Mr.  John  Tiley 
from  the  staff  of  the  New  York  State  Depart- 
ment of  Health  supervised  the  running  of  the 
films  and  recorded  attendance.  May  I express 
my  thanks  to  the  State  Health  Department  and 
to  Mr.  Tiley  for  their  deep  interest  and  co- 
operation in  this  phase  of  our  convention  activ- 
ities. 


Technical  Exhibits,  William  B.  Rawls,  M.D., 
Chairman.  In  spite  of  the  attractive  and 
interesting  booths,  the  exhibitors  reported  that 
the  physician  attendance  at  the  booths  was 
disappointing.  It  is  suggested  that  section 
chairmen  mention  at  the  start  and  end  of  all 
section  meetings  that  all  physicians  should  visit 
the  technical  exhibit  area.  They  are  most 
welcome.  The  convention  is,  in  good  part, 
dependent  on  revenues  from  the  ethical  means 
of  displaying  equipment,  medication,  and  so 
forth,  that  is  valuable  to  all  practitioners. 

Mrs.  Camille  M.  Cunningham,  manager  of 
technical  exhibits,  reports  that  all  available 
booth  space  was  sold. 

Dinner  Dance.  Arthur  H.  Diedrick,  M.D., 
Chairman.  The  reception  and  dinner  dance 
in  honor  of  Waring  Willis,  M.D.,  retiring 
president  of  the  Medical  Society  of  the  State 
of  New  York,  was  held  in  the  beautifully 
decorated  Imperial  Ballroom  of  the  Americana. 
About  375  attended.  A signal  honor  was  paid 
to  Dr.  Willis  by  a group  of  his  medical  school 
colleagues  from  Queens  College,  Ontario,  Can- 
ada. They  paid  a surprise  visit  to  the  Ameri- 
cana, were  introduced  at  the  banquet,  and 
reminisced  with  the  president  about  “the  early 
days”  in  a type  of  “This  Is  Your  Life”  program. 

The  dinner  was  excellent  and  the  music  for 
dancing  most  enjoyable,  although  available 
time  for  the  latter  was  abbreviated  by  the  many 
festivities. 

Miscellaneous.  The  Woman’s  Auxiliary  held 
a well-attended  and  successful  convention 
simultaneously  with  the  annual  convention  of 
the  State  Society. 

Cards  of  appreciation  were  sent  to  all  partici- 
pants in  the  scientific  activities  shortly  there- 
after, and  to  all  the  members  of  the  Convention 
Committee  and  its  subcommittees,  as  well  as  to 
the  members  of  the  Medical  Assistants  Associa- 
tion who  helped  at  the  convention. 

1967  Convention.  Norman  S.  Moore,  M.D., 
of  Ithaca,  was  appointed  as  director,  Division  of 
Scientific  Activities.  We  welcome  him  and 
wish  him  well. 

All  the  subcommittees  of  the  Convention 
Committee  have  met  and  made  plans  for  the 
1967  Convention,  to  be  held  at  the  Americana 
from  Sunday,  February  12,  through  Thursday, 
February  16,  1967. 

Several  meetings  have  been  held  with  the  staff 
of  the  Americana  in  an  attempt  to  improve  the 
facilities  for  scientific  meetings.  W e have  reason 
to  believe  that  the  hotel  will  make  an  all-out 
effort  to  improve  the  meeting  rooms  assigned  to 
us,  and  make  them  suitable  for  the  scientific 
meetings  and  more  attractive  and  comfortable 
for  the  audiences. 

Postconvention  surveys  were  held  also  with 
our  staff  members  who  worked  at  the  conven- 
tion in  order  to  evaluate  the  previous  convention 
and  make  suggestions  for  improvement  in  the 
future. 

Acknowledgments.  Your  chairman  expres- 
ses his  appreciation  to  the  members  of  the  Con- 
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vention  Committee  and  all  its  subcommittees,  and 
especially  to  the  entire  staff  of  the  State  Society, 
who  worked  so  cooperatively  and  diligently, 
both  before  and  during  the  convention,  to  make 
it  successful.  To  Mrs.  Camille  M.  Cunning- 
ham, Miss  Alvina  Rich  Lewis  and  the  House  of 
Delegates  staff,  Misses  Mary  Singer,  Gretchen 
Wunsch,  and  Mollie  Pesikoff,  and  to  Mr. 
Charles  S.  Struzinski  and  Mr.  Robert  W.  Miller, 
the  chairman  extends  his  personal  gratitude  for 
a job  well  done  in  specific  areas. 

Respectfully  submitted, 

Bernard  J.  Pisani,  M.D.,  Chairman 
Report  of  Reference  Committee  on 
Scientific  Activities  and  Publications: 
The  following  report  was  presented  by  Robert 
E.  Healy,  M.D.,  chairman. 

We  wish  to  commend  Bernard  J.  Pisani,  M.D., 
and  his  committee  members  for  their  excellent 
technical  and  scientific  program. 

We  note  that  in  the  past  year  there  has  been 
a falling  off  of  the  attendance  at  the  technical 
exhibits.  Your  reference  committee  wishes  to 
urge  all  members  to  help  increase  attendance 
at  these  exhibits,  since  their  success  aids  in  fund- 
ing the  over-all  convention  expense. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

Disaster  Medical  Care 

To  the  House  of  Delegates,  Gentlemen: 

The  Special  Committee  on  Disaster  Medical 
Care  consists  of  the  following: 

Edward  A.  Burkhardt,  M.D.,  Chairman 

New  York 


Irving  G.  Frohman,  M.D Queens 

Harold  T.  Golden,  M.D Herkimer 


During  the  past  year  your  chairman  at- 
tended two  meetings  of  the  AMA  Committee 
on  Disaster  Medical  Care.  These  meetings 
foster  training  at  the  local  hospital  level  to 
handle  mass  casualties  from  natural  or  man- 
made disasters.  This  perhaps  is  a compromise, 
and  a practical  program  with  marked  retreat 
from  the  original  atomic  holocaust  envisioned 
by  the  founders  of  the  Committee  on  Disaster 
Medical  Care. 

The  State  Department  of  Health  continues 
demonstration  programs  in  the  operation  of  the 
emergency  hospitals.  Hospital  accreditation 
demands  assistance  in  developing  disaster 
planning  at  the  local  level. 

There  are  very  few  county  medical  societies 
engaged  in  fostering  training  in  disaster  medical 
care.  In  natural  disasters,  the  police  or  fire 
department  should  be  responsible  for  activating 
medical  personnel.  Spontaneous  response  may 
result  in  rejection  by  these  authorized  emergency 
organizations,  who  resent  outside  help. 

This  committee  has  not  had  a meeting  during 
the  current  year  since  there  were  no  important 
decisions  to  be  made. 

Your  chairman  has  worked  with  this  com- 
mittee for  the  past  twelve  years.  Less  “myopic 
eyes”  might  find  new  fields  to  conquer. 

Respectfully  submitted, 

E.  A Burkhardt,  M.D.,  Chairman 


Report  of  Reference  Committee  on 
Scientific  Activities  and  Publications: 
The  following  report  was  presented  by  Robert 
E.  Healy,  M.D.,  chairman. 

Your  reference  committee  observed  that  the 
chairman  of  this  committee,  Edward  A.  Burk- 
hardt, M.D.,  attended  two  meetings  of  the  AMA 
Committee  on  Disaster  Medical  Care.  Since 
there  were  no  important  decisions  to  be  made, 
the  committee  has  not  met  this  year. 

The  House  voted  to  adopt  this  portion  of  the  ref- 
erence committee  report. 

The  House  voted  to  adopt  the  reference  com- 
mittee report  as  a whole. 


Public  and  Professional  Affairs 

Commission  on  Public  and  Professional  Affairs 

To  the  House  of  Delegates,  Gentlemen: 

The  Commission  on  Public  and  Professional 
Affairs  is  composed  of  the  following  members: 
Solomon  Schussheim,  M.D.,  Chairman . Kings 


John  H.  Carter,  M.D Albany 

Joseph  I.  Kaufman,  M.D Wayne 

C.  Stewart  Wallace,  M.D Tompkins 


As  the  third  year  of  this  Commission  ends, 
your  chairman  feels  somewhat  bewildered  by 
the  complexity  of  the  problems  and  tasks  as- 
signed to  this  Commission. 

The  State  Legislation  and  Federal  Legisla- 
tion Committees  are  submitting  comprehensive 
reports  of  their  activities  and  recommendations. 
At  the  present,  it  is  felt  that  coordination  of  the 
efforts  of  both  these  committees  is  of  paramount 
importance.  During  this  past  year  the  impact 
of  Federal  legislation  on  State  legislation  was 
tremendous.  Medicare  and  Medicaid  belonged 
to  both.  The  implementation  of  Federal  legis- 
lation by  the  State  Legislature  caused  a furor 
in  many  county  societies  and  the  membership 
of  our  State  Medical  Society.  As  a result  of 
persuasive  discussions  and  convincing  factual 
presentations,  the  membership  is  beginning  to 
understand  how  our  elected  officers  and  the 
executive  vice-president  are  attempting  to 
create  order  out  of  chaos. 

The  Public  Relations  Committee  has  worked 
yeomanly,  especially  the  chairman,  C.  Stewart 
Wallace,  M.D.,  to  bring  to  the  attention  of  all 
physicians,  the  pros  and  cons  of  these  vexing 
problems.  The  regional  conferences,  five  in 
number,  although  not  true  forums  for  discus- 
sion at  all  times,  were  presented  in  a dignified 
manner.  The  chairman  of  this  committee  will 
present  in  his  report  not  only  the  success  of 
these  conferences,  but  also  the  many  other  ac- 
tivities in  which  his  committee  engaged. 

The  arm  of  all  the  above-mentioned  com- 
mittees was  the  Division  of  Communications. 
With  resolute  determination  this  department 
has  worked  valiantly  under  the  director,  Guy 
D.  Beaumont,  and  his  staff,  to  further  the  dis- 
semination of  news  and  activities  of  your  presi- 
dent, the  executive  vice-president,  and  the 
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membership.  Special  appreciation  must  be 
noted  for  the  legislation  work  of  Martin  J. 
Tracey. 

Exhaustive  and  tiring  work  it  was — however, 
it  included  a feeling  of  accomplishment. 

Respectfully  submitted, 

Solomon  Schussheim,  M.D.,  Chairman 

Report  of  Reference  Committee  on 
Public  and  Professional  Affairs:  The  follow- 
ing report  was  presented  by  Charles  M.'  Smith, 
M.D.,  chairman. 

The  report  of  Solomon  Schussheim,  M.D., 
chairman  of  the  Commission  on  Public  and 
Professional  Affairs,  was  reviewed.  The  ref- 
erence committee  agrees  with  the  importance 
of  coordination  of  efforts  by  the  State  Legisla- 
tion, the  Federal  Legislation,  and  the  Public 
Relations  Committees,  and  the  maximum  use 
of  the  Division  of  Communications. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

Federal  Legislation  (Annual) 

To  the  House  of  Delegates,  Gentlemen: 

The  committee  consists  of  the  following  mem- 
bers: 

Joseph  J.  Kaufman,  M.D.,  Chairman.  Wayne 

Burton  Allyn,  M.D Rockland 

Herbert  Van  W.  Bergamini,  M.D Essex 

Robert  H.  Cross,  M.D Oneida 

John  T.  Donovan,  Jr.,  M.D Niagara 

James  A.  Moore,  M.D Albany 

George  M.  Saypol,  M.D Westchester 

Lester  R.  Tuchman,  M.D New  York 

Although  the  enactment  of  PL  89-97  (Medi- 
care) left  a void  in  the  normal  activities  peren- 
nially pursued  by  your  Federal  Legislation 
Committee  over  the  past  several  years,  your 
present  committee,  made  up  of  almost  com- 
pletely new  personnel,  including  the  chairman, 
attempted  to  carry  out  the  purposes  for  which  it 
was  created  and  met  on  two  occasions.  These 
meetings  were  called  to  analyze  the  functions  of 
the  committee,  re-evaluate  the  role  it  should 
play  now  that  Medicare  is  law,  and  to  plan  for 
future  activities. 

Insofar  as  this  report  is  being  presented  in 
early  November,  1966,  your  committee  will  sub- 
mit a supplementary  review  of  activities  to  the 
House  in  F ebruary,  1967. 

The  first  meeting  of  your  new  Committee  on 
Federal  Legislation  was  held  May  17,  1966,  at 
State  Medical  Society  headquarters,  New  York 
City.  Your  chairman  presided  at  this  meeting. 
The  following  committee  members  were  present: 
Drs.  Allyn,  Moore,  Saypol,  and  Tuchman. 
Those  members  not  attending  were  Drs.  Cross 
and  Donovan. 

A discussion  of  committee  policy  and  plan  of 
action  for  the  current  year  was  the  main  item  on 
the  agenda.  There  was  an  extended  discussion 
of  activities  of  previous  committees  as  well  as  an 
evaluation  of  the  growing  influence  of  Federal 
legislation  on  State  legislation.  After  the  dis- 
cussion, the  committee  decided  that  there  was  a 


definite  vital  role  for  the  committee  to  play  in 
the  over-all  legislative  activities  of  the  State 
Medical  Society.  Among  the  recommendations 
made  and  approved  by  the  committee  were:  (1) 
the  committee  should  extend  its  area  of  opera- 
tions and  become  a more  active  force;  (2)  com- 
mittee activities  should  be  tied  in  more  closely 
with  the  projects  of  the  AMA;  (3)  efforts  to 
communicate  news  of  Federal  legislation  activi- 
ties should  be  continued  and  increased;  and  (4) 
the  committee  should  work  in  closer  liaison  with 
the  Committee  on  State  Legislation.  In  the 
area  of  communications,  it  was  the  feeling  of  the 
committee  that  Capitol  News  should  be  utilized 
to  the  fullest  extent  in  conveying  news  of  F ederal 
legislation  to  as  many  members  as  is  feasible 
within  reasonable  cost  limitation. 

In  order  to  make  the  members  of  the  commit- 
tee a more  vital  force  in  the  over-all  operation  of 
its  work,  a plan  of  operation  was  agreed  on. 
The  members  of  the  committee  were  to  be  kept 
advised  of  bills  pending  in  Congress  through  the 
AMA  publication,  Legislative  Roundup,  pub- 
lished weekly.  Members  of  the  committee 
would  have  an  opportunity  to  express  their 
views  for  or  against  pending  bills  published  in 
this  bulletin  through  “evaluation  sheets”  fur- 
nished by  the  Legislation  Information  Center. 
These  evaluation  sheets  would  be  filled  out  by 
each  member  and  returned  to  the  Coordinator, 
Legislation  Activities,  who  in  turn  would  make  a 
consensus  of  opinion  of  the  sheets  received  and 
forward  this  summary  to  the  chairman  for  his 
action.  In  this  simplified  procedure,  it  was 
hoped  that  better  knowledge  and  activity  on  the 
part  of  the  individual  committee  members  would 
be  stimulated  so  that  a position  on  bills  can 
readily  be  taken. 

Considerable  time  was  spent  on  directives  sub- 
mitted by  the  Council  and  the  House  of  Dele- 
gates for  consideration  by  the  committee. 
Several  of  these  were  for  information  only; 
namely,  an  amendment  to  the  Social  Security 
Act  to  change  qualifying  dates  concerning  physi- 
cian participation.  Federal  regulation  of  animal 
experimentation,  and  auto  safety  legislation 
pending  in  Congress.  No  action  was  taken  on 
these  directives  since  none  was  necessary.  The 
members  reiterated  the  opposition  previously  ex- 
pressed by  both  the  former  Federal  Legislation 
Committee  and  the  House  of  Delegates  opposing 
HR  82-82,  “Federal  Unemployment  Standards 
Bill.”  Since  this  bill,  however,  had  been  killed 
by  the  House  Ways  and  Means  Committee,  no 
action  was  necessary. 

Two  other  items  were  considered  under  the 
directives  received  from  the  House  of  Delegates. 
Since  the  Committee  on  State  Legislation  con- 
ducts an  annual  conference  for  county  medical 
society  legislation  chairmen  on  State  legislation 
in  the  early  part  of  each  year,  the  committee  de- 
ferred action  concerning  the  holding  of  a confer- 
ence on  Federal  legislation  until  a later  date. 
The  feeling  of  the  members  was  that  it  would 
seem  feasible  and  advisable  to  combine  the  con- 
ference on  Federal  legislation  with  the  meeting 
on  State  legislation. 

The  second  item  concerned  the  trips  to  Wash- 
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ington.  The  committee  recommended  that 
whenever  any  member  of  the  committee,  the 
chairman,  or  the  committee  as  a whole,  believes 
that  a trip  to  Washington  is  necessary  to  bring 
matters  to  the  personal  attention  of  New  York’s 
congressmen  or  senators,  such  a trip  should  be 
authorized  in  the  best  interests  of  the  State 
Medical  Society  and  expenses  should  be  borne 
by  the  State  Society.  Approval  for  such  a trip 
should  be  sought  through  proper  channels  and 
obtained  from  the  proper  authorities. 

This  meeting  was  reported  to  the  Council  sub- 
stantially as  reviewed  above  and  was  approved 
by  the  Council  at  its  June  24,  1966,  meeting. 

The  second  meeting  of  your  committee  was 
held  on  November  10,  1966,  at  the  Holiday  Inn, 
Colonie,  where  the  members  met  for  an  impor- 
tant three-hour  session.  Your  chairman  pre- 
sided at  the  meeting  which  was  attended  by  the 
following  committee  members:  Drs.  Allyn, 

Moore,  Saypol,  and  Tuchman.  Drs.  Cross  and 
Bergamini  did  not  attend.  Others  present  at 
the  meeting  were:  C.  Stewart  Wallace,  M.D., 

chairman,  Committee  on  Public  Relations; 
John  W.  Pompelli,  legislative  representative, 
AMA  Washington  Office;  Maurice  Kramer, 
field  representative,  AMA;  James  Flanigan, 
M.D.;  Guy  D.  Beaumont,  Communications 
Division  director;  Martin  J.  Tracey,  coordi- 
nator, Legislation  Activities;  and  regional 
representatives  Alice  Davis,  Harry  Dexter,  and 
Gerald  Sullivan. 

Others  who  appeared  at  the  meeting,  but 
could  not  remain  because  of  conflicting  commit- 
ments were:  Henry  I.  Fineberg,  M.D.,  execu- 

tive vice-president;  Samuel  A.  Freedman,  M.D., 
director,  Division  on  Standards  of  Medical  Care, 
and  J.  Richard  Burns,  Esq.,  assistant  executive 
vice-president. 

Following  opening  remarks  and  introduction 
by  your  chairman,  and  a review  of  the  commit- 
tee meeting  held  May  17,  1966,  reports  were  re- 
ceived from  the  individual  committee  members. 
Mr.  Pompelli  presented  an  analysis  of  develop- 
ments and  trends  in  Washington  followed  by 
comments  by  Mr.  Kramer  concerning  sugges- 
tions from  the  AMA  Chicago  headquarters  on 
Federal  legislation.  Both  AMA  representatives 
underscored  the  great  importance  of  a recently 
enacted  F ederal  statute  known  as  the  “Com- 
prehensive Public  Health  Planning  and  Services 
Amendment  of  1966”  (S.  3008).  Both  AMA 
representatives  warned  that  this  new  statute 
might  well  be  another  “sleeper”  along  the  lines 
of  Title  19.  As  indicated  later  in  this  report,  the 
committee  took  definite  action  concerning 
further  steps  on  this  new  law. 

Proposals  for  implementation  of  the  commit- 
tee’s activities  were  presented  by  Mr.  Tracey. 
Dr.  Wallace  spoke  briefly  on  public  relations 
aspects  of  legislation  and  introduced  Mr.  Beau- 
mont, who  discussed  public  relations  suggestions 
concerning  Federal  legislation. 

Y our  chairman  presented  an  evaluation  of  the 
past  performances  of  the  committee  and  a dis- 
cussion of  the  future  plans  before  bringing  up, 
for  consideration  of  the  committee,  specific  rec- 
ommendations. Solomon  Schussheim,  M.D., 


chairman.  Commission  on  Public  and  Profes- 
sional Affairs,  was  scheduled  to  close  the  meet- 
ing, but  was  unable  to  attend  because  of  other 
commitments. 

Before  getting  down  to  specific  recommenda- 
tions, the  committee  was  in  agreement  that  a 
recommendation  should  be  made  to  Dr.  Schuss- 
heim, as  chairman  of  the  Commission  on  Public 
and  Professional  Affairs,  to  use  his  good  offices  to 
coordinate  and  integrate  the  activities  of  the 
three  committees  under  his  jurisdiction,  namely, 
Federal  Legislation,  State  Legislation,  and 
Public  Relations,  so  that  there  might  be  cross 
representation  at  meetings  of  these  three  com- 
mittees. 

The  committee  agreed  on  four  items,  listed 
below,  which  were  submitted  to  the  Council  at 
its  November  17,  1966,  meeting.  The  Council 
voted  to  approve  the  supporting  of  legislation  if 
introduced  in  the  90th  Congress,  along  the  lines 
outlined  under  A,  and  accepted  for  information 
the  matters  mentioned  under  B,  C,  and  D. 

A.  Title  19,  Federal  Public  Law  89-97, 
should  be  amended: 

1.  To  permit  “direct  billing” — the  reim- 
bursement of  the  patient  by  the  state 
agency; 

2.  To  require  free  choice  of  physician  and 
facility: 

3.  To  provide  for  payment  of  physician  on 
basis  of  usual  and  customary  charges; 

4.  To  encourage  use  of  insurance  companies 
in  the  implementation  of  state  plans; 

5.  To  provide  that  Federal  contributions 
should  not  be  affected  by  the  identity  of 
the  state  agency  making  payments  under 
the  state  plan; 

6.  To  permit  standards  of  eligibility  to  vary 
within  a state;  and 

7.  To  provide  for  an  advisory  council  of 
physicians  representing  professional  asso- 
ciations in  the  field  of  medicine. 

B.  The  contact  committeemen  program 
should  be  activated  to  the  fullest  extent  and 
county  medical  societies  urged  to  appoint  mem- 
bers to  serve  as  liaison  between  the  medical  pro- 
fession and  the  State  and  Federal  legislators. 
These  men  can  serve  in  the  dual  capacity  of  con- 
tacting both  the  State  legislators  and  congress- 
men. These  committeemen  can  be  used  not 
only  in  emergency  situations,  but  throughout  the 
year  in  educating  our  legislators  concerning 
Medical  Society  policies  regarding  proposed 
legislation.  They  will,  in  summary,  be  in  direct 
contact  with  the  Federal  and  State  Legislation 
Committees,  through  their  county  medical  soci- 
ety legislation  chairmen,  and  will  serve  to  im- 
prove relations  between  the  State  and  county 
societies  as  well  as  promote  our  legislative  and 
public  relations  goals. 

C.  Wider  utilization  of  Capitol  News  so  that 
both  Federal  and  State  legislation  might  be  re- 
ported therein,  as  well  as  greater  use  of  The  News 
of  New  York  and  other  means  of  communications 
for  the  same  purpose. 

D.  A study  of  the  recently  enacted  statute 
entitled  “Comprehensive  Public  Health  Plan- 
ning and  Services  Amendment  of  1966”  (S.  3008) 
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by  members  of  the  committee  with  a view  to  ar- 
riving at  recommendations  concerning  its  imple- 
mentation in  New  York  State. 

The  members  agreed  to  meet  again  on  Satur- 
day, January  14,  1967,  at  State  Society  head- 
quarters, New  York  City.  A report  of  this 
meeting  will  be  submitted  to  the  House  in  your 
committee’s  supplementary  report. 

Legislation  Information  Center.  In  addi- 
tion to  its  function  of  supplying  data  on  State 
legislation,  the  State  Medical  Society’s  Legisla- 
tion Information  Center  has  been  supplying 
materials  and  answering  inquiries  concerning 
Federal  legislation.  A detailed  report  on  this 
valuable  service  of  your  State  Society  is  being 
submitted  by  the  State  Legislation  Committee. 

Your  Federal  Legislation  Committee,  how- 
ever, wishes  to  point  out  and  underscore  the  fact 
that  the  center  was  deluged  with  daily  inquiries 
from  the  public,  particularly  after  the  enactment 
of  Public  Law  89-97  (Medicare).  Your  com- 
mittee believes  that  the  center  is  providing  a 
most  important  service  to  both  the  medical  pro- 
fession and  the  lay  public  and  deserves  the  whole- 
hearted and  continuing  support  of  our  members. 

Your  committee  recommends  that  the  mem- 
bers of  our  State  Society  be  urged  strongly  to 
utilize  to  the  fullest  extent  the  facilities  and 
resources  of  the  center  not  only  in  order  to  be- 
come more  knowledgeable  concerning  proposed 
legislation,  but,  more  important,  that  they  may 
be  equipped  to  take  an  active  effective  part  in 
promoting  our  legislative  goals. 

As  we  all  know,  in  addition  to  furnishing  gen- 
eral information,  the  center  publishes  the  State 
Medical  Society’s  legislation  newsletter,  Capitol 
News.  Recognizing  the  value  of  this  publica- 
tion as  an  excellent  medium  of  communication, 
your  committee  feels,  as  pointed  out  elsewhere  in 
this  report,  that  wider  utilization  should  be  made 
of  this  newsletter  for  disseminating  news  con- 
cerning Federal  legislation. 

Your  committee  wishes  to  express  a word  of 
appreciation  and  commendation  to  all  those 
responsible  for  the  maintenance  of  the  Legisla- 
tion Information  Center  and  the  publication  of 
the  Capitol  News.  These  include:  the  Com- 
munications Division,  headed  by  Guy  D.  Beau- 
mont, director;  Martin  J.  Tracey,  Esq.,  coordi- 
nator, Legislation  Activities,  who  supervises  the 
center  and  the  production  of  Capitol  News,  and 
Ralph  D.  Semerad,  Esq.,  who  prepares  the  copy 
of  the  publication. 

Acknowledgments.  The  chairman  of  your 
committee  wishes  to  acknowledge  his  indebted- 
ness to  all  the  members  of  the  committee  who 
cooperated  so  generously  with  him  in  his  efforts 
to  vitalize  the  group.  He  also  wishes  to  express 
appreciation  to  all  those  who  have  assisted  him 
and  the  members  of  the  committee  in  their  work. 
Among  this  group  are:  Solomon  Schussheim, 

M.D.,  chairman,  Commission  on  Public  and  Pro- 
fessional Affairs;  John  H.  Carter,  M.D.,  chair- 
man, Committee  on  State  Legislation;  C. 
Stewart  Wallace,  M.D.,  chairman,  Committee 
on  Public  Relations;  Henry  I.  Fineberg,  M.D., 
executive  vice-president;  and  J.  Richard  Burns, 
Esq.,  assistant  executive  vice-president. 


The  State  Medical  Society ‘s  staff  is  also 
worthy  of  an  expression  of  our  thanks.  We 
deeply  appreciate  the  assistance  rendered  by  the 
regional  representatives  and  the  secretaries  of 
the  Division  of  Communications. 

Respectfully  submitted, 

Joseph  J.  Kaufman,  M.D.,  Chairman 
Federal  Legislation  (Supplementary) 

To  the  House  of  Delegates,  Gentlemen: 

The  Committee  on  Federal  Legislation,  having 
evolved  in  its  deliberations  additional  recom- 
mendations, submits  the  following  report. 

On  December  5,  1966,  your  chairman,  on 
behalf  of  the  committee,  sent  a letter  to  all  county 
medical  society  legislation  chairmen  alerting 
them  to  the  fact  that  a new  law  had  been  re- 
cently added  to  the  rapidly  growing  number  of 
Federal  statutes  vitally  affecting  the  practice  of 
medicine,  which  could  prove  to  be  a “sleeper” 
type  of  legislation,  with  far  reaching  effects. 

This  law  is  known  as  Public  Law  89-749, 
89th  Congress  (S.  3008),  and  is  entitled  “Com- 
prehensive Health  Planning  and  Public  Health 
Services  Amendments  of  1966.”  In  general, 
the  law  provides  grants  to  states  for  compre- 
hensive state  health  planning,  areawide  health 
planning,  demonstration  projects,  comprehen- 
sive public  health  services,  health  services  de- 
velopment, and  other  activities.  A major  pro- 
vision consolidates  current  specific  categorical 
public  health  grants  into  a single  grant  to  be 
utilized  by  a state  in  accordance  with  its  plan- 
ning program. 

Our  letter  also  pointed  out  that  although  the 
law  had  been  enacted,  it  was  not  the  final  step. 
Congressman  Harley  O.  Staggers,  chairman, 
Interstate  and  Foreign  Commerce  Committee, 
House  of  Representatives,  which  had  recom- 
mended the  law,  stated  in  Congress,  that  “our 
committee  intends  to  go  into  this  entire  subject 
thoroughly  during  the  next  Congress.  Pending 
that  thorough  study,  this  is  a stopgap  measure.” 
In  addition,  the  letter  pointed  out  that  the  cur- 
rent law  had  to  be  implemented  at  the  state 
level. 

Accompanying  this  letter  was  a packet  of 
materials  prepared  by  State  Medical  Society’s 
Legislation  Information  Center  for  the  assist- 
ance of  the  county  medical  society  legislation 
chairmen.  The  committee  requested  them  to 
study  carefully  this  law,  to  alert  their  congress- 
man to  it,  as  well  as  discuss  it  with  him,  and  to 
submit  suggestions  to  your  committee  concern- 
ing implementation  and  amendments. 

Your  chairman  is  pleased  to  report  that  many 
comments  have  been  received  either  orally  or 
in  writing  from  the  county  medical  society  leg- 
islation chairmen.  These  comments  were  con- 
sidered at  our  meeting  which  will  be  reported 
later.  In  this  connection,  your  chairman  should 
like  to  point  out  that,  while  many  responded, 
there  is  need  for  more  cooperation  on  the  part 
of  the  county  medical  societies,  as  groups,  and 
physicians,  as  individuals.  Both  should  be 
urged  to  respond  to  communications  sent  to 
them,  to  carefully  follow  developments,  and  to 
submit  their  own  ideas. 
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The  purpose  of  the  letter  to  the  county  medi- 
cal society  chairmen  was  to  augment  the  study 
then  being  conducted  by  members  of  our  com- 
mittee of  this  newly  enacted  Federal  statute. 
In  order  to  present  their  reports  on  PL  89-749 
and  to  discuss  other  matters  which  might  be  sub- 
mitted to  this  House,  your  committee  met  on 
Saturday,  January  14, 1967,  at  the  Grand  Central 
Y.M.C.A.,  New  York  City. 

Your  chairman  presided  at  the  four-hour 
meeting,  which  was  attended  by  the  following 
members:  Robert  H.  Cross,  M.D.;  John  T. 
Donovan,  Jr.,  M.D.;  James  A.  Moore,  M.D.; 
and  George  M.  Saypol,  M.D.  Members  who 
did  not  attend  the  meeting  were:  Burton 

Allyn,  M.D.,  and  Lester  R.  Tuchman,  M.D., 
both  excused;  and  Herbert  Van  W.  Bergamini, 
M.D.  Also  in  attendance  were:  Henry  I. 

Fineberg,  M.D.,  executive  vice-president;  Sol- 
omon Schussheim,  M.D.,  commission  chairman; 
C.  Stewart  Wallace,  M.D.,  public  relations 
chairman;  Oscar  Diamond,  M.D.,  New  York 
County  Medical  Society  legislation  chairman; 
Maurice  Kramer,  AMA  field  representative; 
Guy  D.  Beaumont,  Communications  Division 
director;  Martin  J.  Tracey,  coordinator,  legis- 
lation activities;  and  Alice  Davis,  regional  rep- 
resentative. 

The  principal  item  on  the  agenda  was  a re- 
port by  each  member  of  the  results  of  his  study 
of  Public  Law  89-749,  89th  Congress  (S.  3008) 
entitled  “Comprehensive  Health  Planning  and 
Public  Health  Services  Amendments  of  1966.” 
This  law  had  been  submitted  to  each  member  of 
the  committee  for  his  individual  study  and 
recommendations,  shortly  after  our  November 
10  meeting.  Following  the  presentation  of  writ- 
ten and  oral  reports  and  considerable  discussion, 
the  committee  agreed  on  specific  recommenda- 
tions concerning  the  new  law  and  other  matters 
which  are  set  forth  later  in  this  report. 

Dr.  Schussheim  concluded  the  meeting  by 
making  several  comments  on  the  items  dis- 
cussed and  future  plans  for  the  Commission.  A 
significant  barometer  of  the  value  of  the  meeting 
and  its  accomplishments  was  the  fact  that  the 
meeting,  which  got  under  way  promptly  at 
10:30  a.m.  on  Saturday  morning,  did  not  ad- 
journ until  about  2:30  p.m.,  after  almost  four 
hours  of  continuous,  constructive,  and  worth- 
while discussion.  A report  of  this  meeting  was 
submitted  to,  and  accepted,  by  the  Council  at 
its  January  26,  1967,  meeting  for  information. 

Committee  Recommendations  to  the  House — 
At  its  January  14,  1967,  meeting,  your  com- 
mittee voted  that  the  following  matters  be 
transmitted  to  the  House  for  action,  as  indicated: 

(A)  Federal  Public  Law  89-749,  89th  Congress 
(S.  3008),  entitled  “ Comprehensive  Health  Plan- 
ning and  Public  Health  Services  Amendments  of 
1966.”  The  MSSNY  should  endorse  the  fol- 
lowing amendments  proposed  by  the  AMA  at 
the  public  hearings  held  by  the  Committee  on 
Interstate  and  Foreign  Commerce,  House  of 
Representatives,  October  11,  1966,  with  the 
modifications  indicated  below: 

1.  In  the  section  concerning  Comprehensive 
State  Health  Planning: 


(a)  provide  that  the  single  state  agency 
shall  be  the  state  health  authority  or  an  in- 
teragency commission  composed  of  represen- 
tatives of  state  agencies  or  departments  con- 
cerned with  health  and  related  activities. 
In  New  York,  this  single  agency  should  be  the 
State  Health  Department; 

(b)  provide  that  a State  Health  Planning 
Council  shall  include  representatives  of  a 
State  Medical  Society,  with  adequate  rep- 
resentation of  practicing  physicians; 

(c)  provide  that  a state  plan  must  be 
approved  by  the  Planning  Council,  that  the 
review  of  the  plan  be  made  in  consultation 
with  the  Council,  and  modifications  be  ap- 
proved by  the  Council. 

2.  Clarify  the  scope  of  any  health  services 
to  be  provided  by: 

(а)  Adding  a definition  of  “public  health 
services”  to  indicate  that  public  health  is  the 
art  and  science  of  maintaining,  protecting, 
and  improving  the  health  through  organized 
community  efforts.  Public  health  services 
should  include:  vital  statistics,  public  health 
education,  environmental  sanitation,  public 
health  laboratories  (if  private  facilities  are 
unavailable). 

(б)  Clarifying  the  program  of  project 
grants  for  health  services  development  to 
relate  to  public  health  within  the  concepts  of 
the  preceding  paragraph. 

3.  Provide  for  the  creation  of  a National 
Advisory  Council  to  the  Surgeon  General  of  the 
Public  Health  Service,  to  implement  the  pro- 
visions of  this  legislation.  This  change  should 
provide  that  the  Council  would  approve  grants 
made  to  the  states  and  approve  changes  made 
from  time  to  time  in  the  state  plans. 

4.  Insert  a provision  in  the  legislation,  sim- 
ilar to  section  1801  of  Federal  Public  Law 
89-97,  which  indicates  that  there  shall  not  be 
any  interference  with  the  practice  of  medicine. 

5.  Delete  in  the  section  concerning  compre- 
hensive public  health  services  the  provision 
that  the  services  be  according  to  standards  set 
by  regulations,  including  standards  as  to  the 
scope  and  quality  of  such  services. 

(B)  Correlation  of  State  and  Federal  Legisla- 
tion Committees  with  Public  Relations  Committee. 
The  members  of  your  committee  are  strongly 
of  the  opinion  that  the  members  of  the  House 
of  Delegates  should  be  made  aware  of  the  grow- 
ing necessity  for  the  interweaving  of  the  activities 
of  the  Federal  and  State  Legislation  Commit- 
tees. The  constantly  growing  intervention  of 
Federal  government  in  State  affairs,  as  evi- 
denced by  Federal  Public  Law  89-97,  Title  19 
(Medicaid),  and  the  new  Federal  statute,  Pub- 
lic Law  89-749,  previously  discussed,  neces- 
sitates closer  interworking  arrangements  be- 
tween these  groups.  Your  committee,  there- 
fore, strongly  requests  that  the  House  endorse 
and  encourage  such  a movement. 

In  addition,  the  need  to  make  our  members  as 
well  as  the  public  aware  of  the  rapidly  develop- 
ing Federal  and  State  laws  and  regulations 
governing  the  health  field,  requires  that  the 
Public  Relations  Committee  play  a more  inti- 
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mate  and  vital  role  in  the  activities  of  both  Fed- 
eral and  State  Legislation  Committees.  Com- 
munications should  emanate  from  our  State 
Medical  Society  concerning  these  developments 
and  be  sent  to  our  members  in  order  to  put  medi- 
cine’s view  in  a proper  light  and  to  inspire  more 
dynamic  action  on  the  part  of  individual  phy- 
sicians. 

(C)  Social  Security  for  Physicians.  Your 
committee  wishes  to  call  to  the  attention  of  the 
House  the  fact  that  a recommendation  originally 
made  by  your  committee  to  this  House  at  its 
February,  1966,  meeting  has  finally  been  ap- 
proved by  the  AMA  House  of  Delegates. 

Your  committee’s  recommendation  was  based 
on  a request  from  an  elderly  physician-member 
of  our  State  Society,  which  had  been  referred 
to  the  committee  by  the  Executive  Committee, 
that  an  attempt  be  made  to  have  Federal  leg- 
islation enacted  which  would  permit  physicians 
covered  by  the  Social  Security  Amendments  of 
1965  to  make  retroactive  payments  toward  So- 
cial Security  in  order  to  qualify  for  larger  bene- 
fits for  themselves,  their  wives,  and  their  sur- 
vivors. Another  factor  recommended  to  the 
House  at  that  time,  for  amendment,  was  the 
starting  date  for  the  computation  of  benefits  for 
physicians.  Following  the  approval  of  our  rec- 
ommendation by  this  House,  our  delegation 
introduced  a resolution  on  this  subject  at  the 
June,  1966,  meeting  of  the  AMA  House  of 
Delegates. 

Following  the  introduction  of  our  resolution 
at  the  1966  annual  meeting  of  the  AMA,  it  was 
referred  to  the  board  of  trustees  for  study  and 
appropriate  action.  At  the  Las  Vegas  meeting, 
November  23  to  30,  1966,  the  AMA  board  re- 
ported to  the  House  that  it  concurred  in  the 
intent  of  the  resolution  and  recommended  that 
appropriate  amendments  to  the  Social  Security 
Law,  as  outlined  in  its  report,  should  be  imple- 
mented. The  reference  committee  of  the  House 
approved  the  board’s  report  and  pointed  out  that 
“all  physicians  who  spoke  to  the  board  stated 
their  approval  of  the  board’s  analysis  of  the 
situation  and  its  intent  to  seek  appropriate 
amendments  to  the  Social  Security  law  so  that 
physicians,  like  other  groups  who  are  brought 
under  the  Social  Security  program  by  earlier 
amendments,  will  be  given  an  opportunity  to 
obtain  similar  treatment.”  The  report  of  the 
reference  committee  was  approved  by  the  AMA 
House  of  Delegates. 

It  is  our  understanding  that  the  AMA, 
through  its  staff,  is  now  taking  steps  to  imple- 
ment the  action  of  the  House  during  the  current 
sessions  of  the  Congress. 

Your  committee  brings  this  to  the  attention 
of  the  House  because  it  feels  that  it  is  an  ex- 
cellent example  of  how  a suggestion  made  by  an 
individual  physician  can  be  successfully  chan- 
neled through  not  only  our  State  Medical 
Society,  but  our  national  organization,  the 
AMA,  in  a minimum  amount  of  time  and  with 
very  favorable  results. 

Respectfully  submitted, 

Joseph  J.  Kaufman,  M.D.,  Chairman 


Report  of  Reference  Committee  on 
Public  and  Professional  Affairs:  The  fol- 
lowing report  was  presented  by  Charles  M. 
Smith,  M.D.,  chairman. 

The  reference  committee  reviewed  the  re- 
ports of  the  committee  chaired  by  Joseph  J. 
Kaufman,  M.D.,  on  Federal  Legislation,  pub- 
lished in  January  1,  1967,  in  the  New  York 
State  Journal  of  Medicine  and  the  supple- 
mentary report  to  the  House  of  Delegates  and 
concurred  in  the  conclusions  of  the  committee. 

We  recommend  endorsement  of  the  amend- 
ments proposed  by  the  AMA  as  noted  in  the 
supplementary  report  particularly  item  4, 
“that  there  shall  not  be  any  interference  with 
the  practice  of  medicine.” 

The  reference  committee  wishes  to  congratu- 
late the  Federal  Legislation  Committee  for  the 
amount  of  work  done  and  the  clarity  of  the  re- 
port. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

State  Legislation  (Annual) 

To  the  House  of  Delegates,  Gentlemen: 

The  Committee  on  State  Legislation  consists 


of  the  following  members: 

John  H.  Carter,  M.D.,  Chairman Albany 

John  C.  Brady,  M.D Erie 

Matthew  Brody,  M.D Kings 

E.  Yale  Clarke,  M.D Warren 

Samuel  Lieberman,  M.D Bronx 

George  G.  McCauley,  M.D Tompkins 

Lawrence  B.  Tilis,  M.D Monroe 


For  the  second  year  in  succession,  the  New 
York  State  Legislature  remained  in  session 
for  a history-making  period  of  six  months. 
During  this  long,  arduous  period,  when  five 
State  Society-sponsored  bills  were  enacted  and 
“Medicaid”  became  law,  your  committee  was 
unusually  vigilant  and  active.  Detailed  reports 
of  the  committee’s  activities  have  been  presented 
to  the  Council  from  time  to  time. 

Since  this  report  is  being  submitted  in  early 
November,  1966,  a supplementary  report  cover- 
ing activities  between  this  date  and  February, 
1967,  will  be  presented  to  the  House  at  that  time. 
. Only  the  high  points  of  the  committee’s  ac- 
tivities are  reviewed  herein  and  will  be  considered 
under  five  categories:  (1)  legislation  conferences; 

(2)  final  action  by  the  State  Legislature  on  the 
State  Medical  Society’s  1966  legislation  program; 

(3)  review  of  six  principles  mandated  by  the 
special  session  of  the  House  of  Delegates;  (4)  pro- 
posed legislation  for  1967;  and  (5)  review  of 
Legislation  Information  Center. 

Legislation  Conferences.  Two  conferences 
of  county  medical  society  legislation  chairmen 
were  held.  The  first  conference  took  place  on 
March  10,  1966,  at  the  Thruway  Motor  Inn, 
Albany.  Some  50  individuals  attended  this 
meeting  called  to  discuss  bills  then  pending 
before  the  State  Legislature  and  to  take  a posi- 
tion on  them.  Actions  taken  by  the  participants 
were  reported  in  Capitol  News,  March  14, 1966. 

The  second  conference  was  held  at  the  Holi- 
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day  Inn,  Albany,  on  November  10,  1966.  The 
purpose  of  this  meeting  was  to  give  the  county 
medical  societies  an  opportunity  to  join  with  the 
State  Society  in  developing  plans  for  the  1967 
session  of  the  New  York  State  Legislature. 
Each  county  medical  society  was  invited,  and 
strongly  urged,  to  present  its  views  in  regard  to 
bills  which  should  be  sponsored,  supported,  or 
opposed,  by  the  State  Medical  Society  during  the 
1967  session.  The  results  of  this  meeting  are 
set  forth  later  in  this  report. 

Final  Legislative  Action,  1966  Session. 
Your  committee  worked  diligently  in  behalf  of 
the  ten-bill  1966  State  legislation  program,  spon- 
sored by  our  State  Medical  Society.  We  are 
pleased  to  report  that  five  of  the  ten  bills  be- 
came law  and  are  of  great  interest  and  impor- 
tance to  the  members  of  our  profession  in  this 
State. 

The  five  new  statutes  are: 

1.  Workmen's  Compensation — Consultation 
Fees  Increase  ( Chapter  186,  Laws  of  1966). 
Amends  Section  13-a,  Workmen’s  Compensa- 
tion Law,  to  increase  from  $25  to  $35,  maximum 
claim  which  maybe  enforceable  against  employer, 
for  specialist  consultation,  surgical  operations, 
physiotherapeutic  procedures,  and  x-ray  exami- 
nations; and  from  $10  to  $15,  for  special  diagnos- 
tic laboratory  tests.  (A.  Int.  3378 — Rossetti). 

2.  Workmen's  Compensation — Arbitration 
Fees  Increase  ( Chapter  207,  Laws  of  1966). 
Amends  Section  13-g,  Workmen’s  Compensa- 
tion Law,  to  increase  from  $25  to  $50  daily  fee 
for  each  member  of  arbitration  committee  for 
medical  bills  or  for  hospital  bills.  (A.  Int. 
3380 — Rossetti) . 

3.  Employment  of  Resident  Physicians  ( Chap- 
ter 223,  Laws  of  1966).  Amends  Section  6512, 
Education  Law,  to  permit  resident  physician 
to  practice  medicine  without  license  if  full-time 
employe  of  state  or  political  subdivision,  in 
hospital  or  institution  and  under  supervision  of 
licensed  physician,  or  if  he  is  in  country  under 
nonimmigration  visa  for  continuation  of  medical 
study  under  supervision  of  licensed  physician 
in  hospital,  to  fix  qualifications  in  case  of  foreign 
medical  graduate,  and  to  change  provisions  re- 
lating to  notice  to  education  department  of  ap- 
pointments of  physicians  by  hospitals.  (A. 
Int.  2833 — Baker). 

4.  Drawing  Blood  for  Alcohol  Tests  ( Chapter 
615,  Laws  of  1966).  Amends  Section  1194, 
Vehicle  and  Traffic  Law,  to  allow  registered 
professional  nurse,  acting  at  request  of  police 
officer,  to  withdraw  blood  for  determining  al- 
coholic content,  as  now  allowed  physician,  with 
testimony  thereof  to  be  received  in  evidence  with 
same  effect  as  if  withdrawal  were  made  by  a 
physician.  (S.  Int.  2263 — Armbruster). 

5.  Exemptions  from  Depressant  and  Stimulant 
Drug  Regulations  ( Chapter  868,  Laws  of  1966). 
Amends  Sections  3371,  3380,  3383,  3387,  3388, 
repeals  Section  3382,  adds  Section  3374,  Pub- 
lic Health  Law,  to  authorize  State  Health  Com- 
missioner by  regulation,  to  exempt  any  depres- 
sant or  stimulant  drug  from  application  of  all 


or  part  of  restriction  relating  to  sale,  when  he 
finds  that  regulation  of  manufacture,  com- 
pounding, processing,  possession  or  disposition 
thereof  is  not  necessary  for  protection  of  public 
health.  Makes  general  changes  in  provisions 
as  to  prescription,  possession,  and  records. 
Provides  for  an  oral  order  to  a pharmacist  fol- 
lowed by  a written  order  within  seventy-two 
hours  for  a particular  patient  in  any  part  of  the 
State.  (S.  Int.  3645 — Thaler). 

The  five  program  bills  which  did  not  pass  were 
the  following: 

A.  Hypnosis  Regulation.  Added  Article 
153-A,  Education  Law,  to  restrict  inducing  of 
hypnosis  to  physicians,  doctors  of  osteopathy, 
and  dentists  licensed  to  practice  in  State.  Teach- 
ing of  methods  would  be  restricted  to  educa- 
tional institutions  chartered  by  New  York,  all 
hospitals  approved  by  social  welfare  department 
or  maintained  or  operated  by  government  agency 
or  under  jurisdiction  of  New  York  City  depart- 
ment of  hospitals,  with  courses  to  be  sponsored 
by  medical  or  dental  society  which  is  direct 
component  of  nationally  recognized  society  of 
AMA,  or  ADA,  or  equivalent,  or  other  society 
or  group  whose  membership  is  restricted  to  such 
licensed  practitioners.  ( Cullen — A.  Int.  4718). 
This  bill  died  in  the  Assembly  Education  Com- 
mittee. 

B.  Body  Donations.  Added  Article  43, 
Public  Health  Law,  to  allow  surviving  spouse,  if 
any,  and  if  none,  all  children  of  legal  age,  to  make 
gift  in  writing  for  scientific,  educational  or  thera- 
peutic use,  of  any  tissue,  organ  or  structure  or 
blood,  from  body  of  deceased  person,  unless  there 
is  reason  to  believe  that  decedent  left  instruc- 
tions otherwise  or  expressed  objection  thereto. 
(S.  Int.  3481 — Lent).  Passed  Senate,  but  died 
in  Assembly  Rules  Committee. 

C.  Use  of  Title  “Doctor."  Added  Article 
155,  Education  Law,  to  prohibit  person,  in 
connection  with  practice  of  profession  or  busi- 
ness having  for  its  purpose,  diagnosis,  treat- 
ment, correction  or  cure  of  any  human  ailment, 
condition,  disease,  injury,  or  infirmity,  from 
holding  himself  out  as  doctor  or  use  title  thereof 
unless  he  actually  was  graduated  and  holds 
degree  from  school,  college,  university,  or  in- 
stitution authorized  to  confer  such  degree.  (A. 
Int.  3449 — Sutton;  S.  Int.  2290 — Gioffre). 
Both  bills  were  amended  and  recommitted  in 
their  respective  houses. 

D.  Therapeutic  Abortions.  Amended  Sec- 
tion 201,  added  Sections  2590-2593,  Public 
Health  Law,  to  permit  physician  and  surgeon 
licensed  to  practice  in  State  to  lawfully  perform 
therapeutic  abortion,  and  other  licensed  prac- 
titioners of  healing  art  to  assist  them,  in  hospital 
approved  by  State  health  department,  subject 
to  approval  by  therapeutic  abortion  committee 
composed  of  hospital  medical  staff  members, 
and  to  fix  qualifications  for  members  of  such 
committee.  (A.  Int.  3844 — Sutton;  S.  Int. 
2003 — Ohrenstein,  Coleman).  Extensive  public 
hearings  were  unable  to  produce  a version  of 
this  bill  acceptable  to  all  interested  parties; 
it  failed  to  get  out  of  committee. 
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E.  Income  Tax  Deduction  for  Medical  School 
Expenses.  Amended  Section  615,  Tax  Law,  to 
allow  personal  income  taxpayer  to  increase  de- 
ductions from  F ederal  adjusted  gross  income  by 
not  more  than  $1,500  for  each  taxpayer  or  de- 
pendent, for  cost  of  tuition,  textbooks,  and  lab- 
oratory fees  paid  or  incurred  during  taxable 
year  in  connection  with  full-time  attendance  at 
accredited  medical  college.  ( A . Int.  1193 — - 
Kirvin;  A.  Int.  3470 — Wolfe).  This  bill, 
meritorious  though  it  was,  could  not  be  expected 
to  make  any  progress  because  of  fiscal  considera- 
tions. It  was  killed  in  committee. 

In  addition  to  the  five  aforementioned  pro- 
gram bills  enacted  into  law,  two  significant 
measures  supported  by  our  State  Society  also 
became  law: 

A.  Ambulance  Service  Licensing  ( L . 1966, 
c.  949 — A.  5959 ) — Ambulance  services  operated 
for  profit  are  required  to  obtain  licenses.  The 
health  commissioner  is  to  adopt  rules  establish- 
ing minimum  standards  for  staffing,  equipping, 
and  operating  ambulance  services;  he  is  also 
given  inspection,  investigation,  and  enforcement 
powers. 

B.  Air  Pollution  Control  ( L . 1966,  c.  902— 
S.  4760) — The  functions  of  the  health  com- 
missioner are  expanded  and  those  of  the  Air 
Pollution  Control  Board  are  revised  in  an  at- 
tempt to  increase  State,  local,  and  private  ef- 
forts to  control  air  pollution.  State  aid  is  pro- 
vided for  local  waste  disposal  efforts,  and  realty 
tax  exemptions  are  offered  for  private  air  pol- 
lution control  facilities. 

While  your  committee  supported  the  proposals 
previously  described,  there  were  many  bills 
before  the  State  Legislature  which  the  committee 
opposed.  Notable  among  these  were  the  peren- 
nial bills  relating  to  chiropractic.  We  report 
with  pleasure  that  in  this  area  the  following  pro- 
posals were  defeated:  16  measures  which  would 
have  altered  or  relaxed  the  present  laws  licens- 
ing chiropractors;  four  bills  which  would  have 
expanded  the  use  of  x-ray  by  chiropractors; 
four  bills  which  would  have  brought  chiroprac- 
tic services  within  the  coverage  of  accident  and 
health  or  medical  expense  indemnity  policies; 
and  three  bills  which  would  have  brought  chiro- 
practic services  within  the  workmen’s  compensa- 
tion and  volunteer  firemen’s  laws. 

Among  the  many  other  bills  opposed  by  your 
State  Society  which  were  defeated  in  the  State 
Legislature  were  bills  which  would  provide  as 
follows:  An  increase  in  the  time  for  bringing  mal- 
practice action;  vesting  of  the  ownership  of 
x-ray  plates  in  the  patient;  requiring  first  aid 
stations  in  court  houses  and  in  certain  business 
places;  requiring  hospitals  to  have  a staff 
physician  on  duty  at  all  times;  authority  for 
filling  prescriptions  with  generic  equivalents;  a 
requirement  that  prescriptions  be  made  out  in 
triplicate;  creation  of  an  advisory  council  in 
optometry  for  social  welfare  purposes;  licens- 
ing of  telephone  answering  services;  creation  of 
a board  of  physiotherapists  for  workmen’s  com- 
pensation purposes;  a requirement  that  lab- 
oratories must  bill  recipients  of  services;  the 


imposing  of  onerous  or  unworkable  restrictions 
on  prescriptions  or  narcotics  sales;  and  revision 
of  the  child  abuse  reporting  law. 

Medical  Assistance  for  Needy  Persons. 
In  addition  to  the  work  outlined  above,  your 
committee  spent  a considerable  amount  of  time 
and  effort  in  relation  to  the  “Medical  Assistance 
for  Needy  Persons  Law”  which  was  enacted 
and  amended  during  the  1966  session  of  the 
State  Legislature.  Your  chairman  already  has 
reported  on  activities  prior  to  May  26,  1966, 
when  he  reported  to  the  special  session  of  this 
House.  Your  chairman,  therefore,  at  this  time 
wishes  to  supplement  that  report,  particularly 
in  regard  to  the  legislation  aspects  of  the  six 
principles  mandated  by  the  special  session  of 
the  House. 

In  spite  of  all  the  commotion  and  confusion 
involving  numerous  bills  introduced  to  amend  the 
so-called  “Medicaid”  Law,  only  five  became 
law.  Two  of  these  new  statutes  implemented 
mandates  of  the  special  session  of  the  House  of 
Delegates. 

These  mandates  were: 

1.  Blue  Cross,  Blue  Shield  and  other  health 
insurance  carriers  be  utilized  in  the  implementation 
of  these  programs. 

Chapter  924,  Laws  of  1966  (S.  Int.  4983; 
Pr.  6080)  amended  the  General  Municipal  Law 
to  authorize  public  welfare  districts  to  contract 
with  Blue  Cross,  Blue  Shield,  and  private  in- 
surance companies  to  act  as  fiscal  intermediaries 
for  the  administration  of  the  medical  assistance 
law. 

2.  Continued  consideration  be  given  to  the 
feasibility  of  deductible  and  coinsurance  features  to 
promote  more  efficient  implementation  of  the  law. 

Chapter  802,  Laws  of  1966  (A.  Int.  6156, 
Pr.  7359)  amended  the  Public  Welfare  Law. 
It  provides  deductibles  for  eligibility  for  medical 
assistance  for  needy  persons  for  other  than  in- 
patient hospital  services.  In  any  calendar  year, 
the  recipient  shall  pay,  either  towards  the  cost  of 
services  or  as  health  insurance  premiums:  (1) 

1 per  cent  of  the  annual  gross  income  of,  or 
attributable  to,  the  applicant  or  recipient;  or 
(2)  5 per  cent  of  that  portion  of  the  annual  net 
income  in  excess  of  80  per  cent  of  applicable 
minimum  income  exemption,  whichever  is  less. 
These  deductibles  apply  to  gross  incomes  of 
$4,500  or  more. 

The  other  three  bills  were  as  follows: 

(a)  Antifraud  amendment  authorizing  sus- 
pension of  assistance  upon  failure  to  provide  full 
disclosure  of  assets.  (L.  1966,  c.  799 — S.  4918). 

( b ) Amends  Social  Welfare  Law  to  protect 
welfare  lien  in  cases  of  third  party  actions  in 
personal  injury  cases.  (L.  1966,  c.  800 — S. 
4919). 

( c ) Antifraud  amendment  requiring  notice 
of  change  in  financial  condition.  (L.  1966, 
c.  801— S.  4920). 

While  legislation  was  not  directly  involved  in 
the  implementation  of  the  four  other  principles 
mandated  by  the  special  session  of  the  House 
of  Delegates,  your  chairman  should  like  to  re- 
port as  follows  in  regard  to  those  principles  which 
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had  a relation  to  the  activities  of  your  com- 
mittee. 

A.  The  right  of  the  patient  to  select  his  own 
physician  be  guaranteed. 

Although  your  committee  continued  its  all- 
out  efforts,  with  the  wholehearted  cooperation 
of  many  of  the  county  medical  societies,  to 
secure  passage  of  the  State  Society’s  free-choice 
amendment  bill  (S.  Int.  4867)  until  there  was 
no  hope  of  its  enactment,  we  were  encouraged 
by  the  fact  that  the  proposal  overwhelmingly 
passed  the  Senate  by  the  vote  of  59-3,  but  were 
disheartened  when  it  died  in  the  Assembly. 
On  July  19,  however,  the  New  York  State  Board 
of  Social  Welfare  unanimously  approved  an 
unequivocal  resolution  establishing  the  free 
choice  of  physician  and  of  medical  care  and 
health  services  in  the  program  of  medical 
assistance  for  needy  persons.  The  mandate  of 
the  board  was  emphatic  in  pointing  out  that  it 
deemed  free  choice  “necessary  for  the  proper 
implementation  of  the  medical  assistance  pro- 
gram and  to  provide  a high  quality  of  services 
and  care.”  This  rule  has  been  duly  filed  with 
the  Secretary  of  State  and,  therefore,  is  effec- 
tive as  a matter  of  law. 

B.  The  patient  not  be  required  to  have  prior 
authorization  in  order  to  obtain  medical  services. 

Effective  July  1,  1966,  a new  regulation, 
promulgated  by  the  New  York  State  Social  Wel- 
fare Department,  eliminated  all  prior  authoriza- 
tion except  for  a few  special  services,  such  as 
nursing  home  care,  elective  hospital  admission, 
and  special  rehabilitation  services.  Physicians 
may  now  treat  most  Medicaid  patients  without 
prior  approval  from  State  or  local  welfare  officials, 
and  local  county  welfare  officials  have  been  ad- 
vised to  this  effect. 

C.  The  principle  for  reimbursement  of  phy- 
sicians be  on  a usual,  customary,  and  prevailing 
basis.  A mechanism  must  be  included  to  permit 
direct  billing  of  the  patient  by  the  physician. 

Although  the  portion  of  this  principle  respect- 
ing fees  will  be  reported  on  by  another  committee, 
we  should  like  to  comment  on  the  direct  billing 
aspect  of  this  principle. 

Concerning  direct  payment,  it  apparently  was 
the  legislative  intent  of  Congress  not  to  permit 
direct  billing  under  Medicaid.  The  New  York 
State  Social  Welfare  Commissioner  has  ruled 
that,  on  the  basis  of  legal  interpretation  he  has 
received,  “The  Federal  intention  of  Title  19  was 
that  there  shall  be  only  vendor  payments  for 
medical  services — moreover,  there  is  no  pro- 
vision made  for  any  other  type  of  payment.” 
In  order  to  accomplish  the  direct  billing  aspects 
of  this  mandate,  therefore,  the  Federal  law  must 
be  amended. 

D.  There  be  adequate  representation  of  prac- 
ticing physicians  on  the  medical  advisory  com- 
mittee to  the  State  and  local  social  welfare  depart- 
ments and  the  State  and  county  medical  societies 
be  consulted  in  regard  to  such  appointments. 

Although  this  recommendation  was  included 
in  the  above-mentioned  free  choice  amendment 
bill  (S.  Int.  4867)  which  died  in  the  State  Legis- 
lature, the  New  York  State  Department  of 


Health  has  arranged  to  satisfy  this  mandate  by 
administrative  action.  The  State  health  com- 
missioner has  established  a State  advisory  com- 
mittee on  medical  care  within  the  health  depart- 
ment. This  committee  includes  physicians 
nominated  by  the  State  Medical  Society  and  will 
represent  several  different  interests,  including 
general  practice,  specialty  practice,  and  health 
economics.  At  the  local  level,  the  State  health 
commissioner  plans  to  require  the  appointments 
of  medical  advisory  committees  from  lists  of 
nominees  submitted  by  the  local  county  medical 
societies. 

Legislation  Information  Center.  Once 
again,  the  Legislation  Information  Center, 
established  two  years  ago  at  State  Society  head- 
quarters, demonstrated  its  value  as  a useful, 
productive  vehicle  for  publicizing  legislative 
news  and  for  answering  questions  about  Federal 
and  State  legislation.  To  achieve  its  goal  of 
furnishing  the  latest  information  about  legisla- 
tion at  both  the  State  and  Federal  levels,  the 
Center  maintains  an  efficient  filing  system  fea- 
turing fact  sheets,  copies  of  important  bills,  and  a 
ready  reference  bulletin  board. 

Following  the  enactment  of  Medicare  at  the 
Federal  level,  and  particularly  after  the  passage 
of  Medicaid  at  the  State  level,  the  Center  was 
inundated  with  requests  for  assistance  and  in- 
formation, not  only  from  the  medical  profes- 
sion, but  particularly  from  the  lay  public. 
The  Center  not  only  furnished  “instant  infor- 
mation” by  answering  inquiries  immediately 
over  the  telephone,  but  also  sent  out  numerous 
quantities  of  literature  in  the  form  of  pamphlets 
and  copies  of  statutes.  Since  these  programs 
are  basically  only  in  their  formative  stage  at  this 
time,  it  is  expected  that  this  type  of  request  for 
assistance  will  continue  in  the  future  on  a year- 
round  basis. 

The  Center,  however,  reached  its  maximum 
point  of  utilization  when  the  State  and  Federal 
legislatures  were  in  session.  During  those 
periods  hundreds  of  requests  for  data  concern- 
ing pending  bills,  especially  in  the  State  Legisla- 
ture, were  received  and  filled.  On  a day-to-day 
basis,  numerous  inquiries  concerning  the  status 
of  bills  received  by  telephone  were  handled  as 
expeditiously  as  possible.  A specific  service 
rendered  by  the  Center  was  the  furnishing  of 
copies  of  proposed  laws,  not  only  to  physicians 
but  to  other  interested  parties.  The  majority 
of  requests  for  assistance  came  from  county 
medical  society  legislation  chairmen,  executive 
secretaries,  hospitals,  health  organizations,  in- 
dividual physicians,  State  Society  division 
directors,  and  other  state  medical  societies. 
In  regard  to  the  latter,  the  Center  was  instru- 
mental in  supplying  data  requested  by  several 
state  medical  societies  which  were  interested  in 
detailed  data  about  important  laws  in  New  York 
State. 

Several  requests  were  received  also  from  the 
staff  of  members  of  the  New  York  State  Legisla- 
ture which  were  filled,  but  when  necessary,  were 
referred  to  legislative  counsel.  Last  but  not 
least,  the  Center  handled  numerous  requests  for 
assistance  from  the  lay  public  on  general  topics 
pertaining  to  State  and  Federal  legislation. 
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One  of  the  principal  and  growing  functions  of 
the  Center  was  the  publication  of  the  State 
Society’s  legislative  bulletin,  Capitol  News. 
Ably  edited  by  Ralph  D.  Semerad,  Esq.,  and 
supervised  by  Martin  J.  Tracey,  Esq.,  coordina- 
tor, Legislation  Activities,  the  bulletin  was 
published  weekly  for  25  issues.  Because  of  the 
effectiveness  of  the  bulletin  in  disseminating 
news,  the  mailing  list  was  increased  considerably 
during  the  past  year.  In  the  hope  that  they 
would  place  the  easily  readable  up-to-the-minute 
comments  about  the  status  of  bills  contained  in 
Capitol  News,  which  reaches  its  readers  every 
Wednesday,  on  their  bulletin  boards,  the  bulletin 
was  mailed  to  all  hospital  administrators  in  New 
York  State.  In  addition,  the  names  of  the 
State  legislators  were  placed  on  the  mailing 
list. 

In  our  continuing  efforts  to  make  Capitol 
News  as  effectual  as  possible,  the  publication 
will  feature  a new  service  in  1967.  Each  issue 
will  contain  a sheet  entitled  “Legislation  Opinion 
Report”  on  which  readers  can  express  their 
views  concerning  which  bills  the  State  Medical 
Society  should  support,  oppose,  or  take  no  ac- 
tion on.  Both  the  individual  opinion  of  the 
reader  on  the  bills  reported  in  the  publication 
can  be  expressed  and  the  official  opinions  of  the 
county  medical  societies. 

Working  closely  with  the  office  of  the  legisla- 
tive counsel,  the  Center  was  instrumental  in 
gaining  the  cooperation  and  support  of  the 
county  medical  societies  concerning  bills  pend- 
ing before  the  State  Legislature.  The  services 
of  the  regional  representatives  were  utilized 
in  special  legislation  projects,  supervised  by  the 
coordinator.  Legislation  Activities.  This  ac- 
tivity was  specially  noticeable  in  the  State 
Medical  Society’s  sponsorship  of  the  free-choice 
amendment  bill.  The  regional  representatives 
contacted  key  physicians  throughout  the  State 
for  the  purpose  of  having  them  present  the 
State  Society’s  endorsement  of  the  proposal  to 
members  of  the  Senate  and  the  Assembly. 

Another  project  continued  by  the  Center  was 
the  function  of  acting  as  a clearing  house  for  the 
distribution  of  reports  on  pending  State  legisla- 
tion, notices  of  public  hearings  by  committees 
of  the  Legislature,  and  reports  on  hearings  which 
the  coordinator  attended  and  monitored. 

As  in  the  previous  year,  a close  liaison  was 
maintained  between  the  coordinator  and  the 
office  of  the  legislative  counsel  in  Albany. 
Between  the  Center  at  State  Society  head- 
quarters and  the  Albany  office  a workable 
system  of  communications  was  maintained. 

Through  our  Legislation  Information  Center 
and  our  publication,  Capitol  News,  we  are  mak- 
ing every  effort  on  behalf  of  your  committee  to 
bring  the  latest  information  legislation  to  medi- 
cal society  officials  and  the  members  of  the  com- 
ponent county  medical  societies.  We  believe 
that  these  instruments  are  most  important  in 
the  furtherance  of  the  work  of  your  committee 
and  strongly  urge  that  all  medical  society  officials 
and  the  members  of  the  county  medical  societies 
utilize  the  facilities  of  our  Center  to  the  utmost. 
These  worthwhile  activities  deserve  the  con- 
tinuing support  of  our  State  Medical  Society. 


Conference  of  County  Legislation  Chair- 
men. The  second  1966  conference  of  county 
medical  society  legislation  chairmen  was  held 
at  the  Holiday  Inn,  Colonie,  on  November  10. 
More  than  100  individuals  attended  the  meet- 
ing, including  county  society  legislation  chair- 
men, executive  secretaries,  and  other  physicians 
representing  their  local  groups.  The  purpose 
of  the  conference  was  to  give  the  county  medical 
societies  an  opportunity  to  present  their  opinions 
on  bills  which  our  State  Medical  Society  should 
sponsor,  support,  or  oppose  during  the  1967 
session  of  the  New  York  State  Legislature. 
At  the  same  time,  the  participants  were  also 
given  the  opportunity  to  submit  their  ideas 
concerning  Federal  legislation  that  might  be 
considered  during  the  coming  90th  session  of 
Congress. 

In  regard  to  State  legislation,  there  were  nu- 
merous suggestions  from  the  floor,  including 
proposals  by  representatives  of  county  medical 
societies  for  inclusion  in  our  1967  State  legisla- 
tion program.  Several  of  the  societies  pre- 
sented written  statements  while  a great  many 
submitted  their  views  orally.  The  consensus 
of  the  participants  seemed  to  be  expressed  in  a 
position  statement  submitted  by  the  Medical 
Society  of  the  County  of  Monroe. 

In  general,  the  participants  accepted  our  in- 
vitation to  speak  out  frankly  and  the  end  result 
was  a lively  give-and-take  session  with  com- 
ments on  past  actions  and  suggestions  for  future 
actions  of  our  State  Society  officials,  particularly 
in  regard  to  Medicaid  legislation.  Your  chair- 
man pointed  out  that  the  committee  was  grate- 
ful for  the  suggestions  made  and  would  take 
them  under  advisement. 

1967  State  Legislation  Program.  Im- 
mediately following  the  conference,  your  com- 
mittee met  to  discuss  the  conference  and  other 
matters.  The  members  of  the  committee  were 
in  agreement  that  the  conference  had  served  a 
good  purpose;  namely,  to  allow  the  representa- 
tives of  the  county  medical  societies  to  voice 
their  opinions  on  past  and  future  legislation. 
The  committee  also  was  in  agreement  that  no 
action  would  be  taken  immediately  on  the  sug- 
gestions made,  but  that  the  materials  should  be 
compiled  and  digested  by  Mr.  Tracey,  coordina- 
tor, Legislation  Activities,  and  submitted  to  the 
committee  for  evaluation  and  suggestions  for 
future  action. 

The  committee  discussed  and  agreed  on  a 
preliminary  tentative  program  of  bills  for  the 
1967  session  of  the  State  Legislature.  The 
committee,  therefore,  requested  approval  of 
the  Council  at  its  November  17, 1966,  meeting  of 
the  following  type  bills  as  part  of  the  State  Medi- 
cal Society’s  1967  State  legislation  program,  and 
the  Council  voted  approval.  All  of  these  bills 
had  been  part  of  our  1966  program,  but  were  not 
enacted  into  law,  as  previously  mentioned  in  this 
report. 

(1)  Hypnosis  Regulation  (A.  Int.  4718 — 
Cullen) 

(2)  Body  Donations  ( S . Int.  3481 — Lent) 

(3)  Use  of  Title  “Doctor”  (A.  Int.  3449 — 
Sutton) 
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(4)  Therapeutic  Abortions  (A.  Int.  3844 — 
Sutton;  S.  Int.  2290 — Gioffre ) 

(5)  Income  Tax  Deductions  for  Medical 
School  Expenses  ( A . Int.  1193 — Kirvin;  A.  Int. 
3470— Wolfe) 

In  addition,  the  committee  agreed  that  the 
Society  should  sponsor  the  introduction  of 
legislation  which  would  make  provision  for  group 
professional  liability  insurance  and  for  control 
by  the  professional  group  concerned  as  the  re- 
sult of  rulings  which  have  been  made  by  the 
New  York  State  Insurance  Department  con- 
cerning our  State  Society  Malpractice  Insur- 
ance Program.  Your  committee  requested 
Council  approval  of  this  addition  to  the  five 
above-mentioned  bills  and  approval  was  granted. 

Acknowledgments.  On  behalf  of  your 
committee,  your  chairman  wishes  to  extend  a 
vote  of  thanks  to  all  who  have  been  of  as- 
sistance to  us  during  the  past  year.  A special 
vote  of  thanks  goes  to:  Solomon  Schussheim, 
M.D.,  chairman.  Commission  on  Public  and 
Professional  Affairs;  Joseph  J.  Kaufman,  M.D., 
chairman,  Federal  Legislation  Committee; 
C.  Stewart  Wallace,  M.D.,  chairman,  Public 
Relations  Committee;  Henry  I.  Fineberg,  M.D., 
executive  vice-president,  and  J.  Richard  Burns, 
Esq.,  assistant  executive  vice-president. 

We  are  also  indebted  to  the  staff  of  the  Divi- 
sion of  Communications  for  the  spirit  of  co- 
operation and  the  great  amount  of  work  done 
on  our  behalf.  For  these  contributions,  we 
thank  Guy  D.  Beaumont,  director;  Martin  J. 
Tracey,  Esq.,  coordinator,  Legislation  Activities, 
who  supervises  the  Legislation  Information 
Center  and  the  production  of  Capitol  News, 
and  Ralph  D.  Semerad,  Esq.,  who  edits  copy 
for  Capitol  News. 

For  their  patient,  capable,  and  untiring  ef- 
forts on  our  behalf  in  Albany  during  the  past 
hectic  year,  we  extend  a very  special  vote  of 
thanks,  once  again,  as  in  the  past,  to  our  legisla- 
tive counsel,  George  W.  Foy,  Esq.,  and  Harry  W. 
Albright,  Jr.,  Esq. 

Respectfully  submitted, 

John  H.  Carter,  M.D.,  Chairman 

State  Legislation  (Supplementary) 

To  the  House  of  Delegates,  Gentlemen: 

Since  the  filing  of  your  committee’s  original 
report  in  late  November,  1966,  the  State  Legis- 
lature convened  and  other  developments  have 
occurred,  the  highlights  of  which  are  the  subject 
of  the  following  supplemental  report. 

On  January  4,  the  New  York  State  Legislature 
convened  for  its  1967  session.  The  Constitu- 
tional Convention  is  scheduled  to  open  on  April 
4, 1967.  Insofar  as  many  of  the  individuals  who 
are  involved  in  the  Legislature  will  also  partic- 
ipate in  the  work  of  the  convention  and  the 
facilities  of  the  Legislature  will  also  be  used,  the 
1967  session  of  the  Legislature  is  expected  to 
be  much  shorter  than  its  two  predecessors. 
The  Legislature  should  adjourn  prior  to  April 
4,  probably  during  the  last  week  of  March. 

As  of  February  4,  1967,  6,370  bills  have  been 


introduced  in  the  Legislature,  as  compared  with 
5,775  in  1966.  Among  the  proposed  laws  thus 
far  introduced  have  been  bills  on  numerous  sub- 
jects which  have  been  watched  very  closely 
because  of  their  relationship  to  the  practice  of 
medicine.  Included  among  these  bills  were  those 
relating  to  Medicaid,  chiropractic,  nursing,  health 
insurance,  Workmen’s  Compensation,  hospitals, 
drugs,  welfare,  malpractice  insurance,  and  other 
topics.  All  bills  of  interest  to  the  medical  pro- 
fession have  been  reported  in  our  weekly  edition 
of  Capitol  News.  In  regard  to  Capital  News, 
your  committee  is  pleased  to  report  that  the 
improvements  in  our  1967  version  have  drawn 
many  compliments  from  its  readers.  In  addi- 
tion to  redesigning  the  envelope,  in  order  to 
make  it  more  readily  distinguishable  from  other 
mail,  the  publication  of  the  Legislation  Opinion 
Report,  through  which  readers  can  express  their 
views  on  pending  bills,  has  received  a very  fine 
reception. 

Although  several  bills  have  been  introduced 
regarding  Medicaid,  no  significant  action  has 
been  taken  on  them  by  the  Legislature  up  to  the 
date  of  this  report.  Other  developments  con- 
cerning Medicaid  will  be  reported  to  the  House 
by  another  committee. 

In  regard  to  our  own  MSSNY  1967  State 
legislative  program,  four  of  our  bills  have  al- 
ready been  introduced.  These  bills  are  the 
following: 

A.  Hypnosis  Regulation.  Adds  Art.  153-  A, 
Education  Law,  to  restrict  inducing  of  hypnosis 
to  physicians,  doctors  of  osteopathy,  and  den- 
tists, licensed  to  practice  in  state,  and  teaching 
thereof,  to  educational  institutions  chartered 
by  New  York,  all  hospitals  approved  by  social 
welfare  department  or  maintained  or  operated 
by  government  agency  or  under  jurisdiction  of 
New  York  City  department  of  hospitals,  with 
courses  to  be  sponsored  by  any  such  society 
which  is  direct  component  of  nationally  recog- 
nized society,  or  equivalent,  or  other  society  or 
group  whose  membership  is  restricted  to  such 
licensed  practitioners.  (S.  Int.  2071 — Staf- 
ford). In  Senate  Education  Committee. 

B.  Body  Donations.  Adds  Art.  43,  Public 

Health  Law,  to  allow  surviving  spouse  and  if 
none,  all  children  of  legal  age,  to  make  gift  in 
writing  for  scientific  educational  or  therapeutic 
use,  of  any  tissue,  organ  or  structure,  or  blood, 
from  body  of  deceased  person,  unless  there  is 
reason  to  believe  that  decedent  left  instructions 
otherwise  or  expressed  objection  thereto.  (S. 
Int.  1408 — Lent;  A.  Int.  2801 — Turshen). 

Senate  bill  passed,  and  is  in  Assembly  Health 
Committee. 

C.  Use  of  Title  “Doctor.”  Adds  Art.  155, 
Education  Law,  to  prohibit  person  in  connection 
with  practice  of  profession  or  business  having  for 
its  purpose,  diagnosis,  treatment,  correction, 
or  cure  of  any  human  ailment,  condition,  dis- 
ease, injury,  or  infirmity,  from  holding  himself 
out  as  doctor  or  use  title  thereof  unless  he  was 
actually  graduated  and  holds  doctor  degree  from 
school,  college,  university,  or  institution  author- 
ized to  confer  such  degree.  (A.  Int.  3937 — - 
Rose).  In  Assembly  Education  Committee. 
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D.  Therapeutic  Abortions.  Amends  Section 
201,  adds  Sections  2590-2593,  Public  Health 
Law,  to  permit  physician  or  surgeon  to  lawfully 
perform  therapeutic  abortion  under  certain 
conditions,  in  hospital  approved  by  state  health 
department,  subject  to  approval  by  committee 
composed  of  hospital  medical  staff  members,  and 
to  fix  qualifications  for  such  members.  (S. 
Int.  349 — Paterson;  A.  Int.  1489 — Browne; 
A.  Int.  370 — Rangel).  The  first  bill  is  in  the 
Senate  Health  Committee  and  the  second  and 
third  are  in  the  Assembly  Codes  Committee. 

The  attention  of  the  House  is  called  to  the  fact 
that  three  public  hearings  were  held  on  the  sub- 
ject of  bills  before  the  Legislature  on  therapeutic 
abortion.  These  hearings  were  held  jointly  by 
Assembly  Standing  Committees  on  Codes  and 
Health.  Carl  Goldmark,  Jr.,  M.D.,  State 
Medical  Society  councillor,  testified  on  behalf 
of  our  State  Medical  Society  at  the  hearing 
held  in  New  York  City  on  February  10.  Dr. 
Goldmark  presented  to  the  committees  the  state- 
ment position  on  therapeutic  abortions  adopted 
by  this  House  at  its  February,  1966,  session. 

A new  and  significant  development  concerning 
proposed  legislation  was  Governor  Rockefeller’s 
proposal  for  a program  of  universal  hospital 
insurance.  Although  no  bill  had  been  intro- 
duced at  the  time  of  the  preparation  of  this 
supplementary  report,  the  press  reports  that  the 
plan  will  require  employers  of  two  or  more  per- 
sons to  subscribe  to  a contributory  insurance 
plan  meeting  health  department’s  minimum 
standards.  This  insurance  would  meet  the  cost 
of  at  least  30  days  of  hospital  care.  The  plan 
would  be  implemented  through  Blue  Cross  and 
other  insurance  carriers.  Your  committee  rec- 
ommends that  the  reference  committee  of  the 
House  give  very  thoughtful  consideration  to  this 
proposal.  Your  committee  also  requests  that 
the  House  direct  what  action  should  be  taken 
by  your  committee,  particularly  in  regard  to  the 
bill  containing  it,  if  it  should  be  introduced  in 
the  State’s  Legislature  by  the  time  the  House  is 
in  session. 

On  February  6,  1967,  your  chairman  and  other 
officials  of  our  State  Medical  Society  met  with 
Governor  Rockefeller  in  Albany.  The  purpose 
of  this  meeting  was  to  review  with  the  Governor 
the  outstanding  Medicare  and  Medicaid  prob- 
lems as  well  as  other  medical  legislation  and 
other  matters. 

In  addition  to  the  above-mentioned  items,  the 
State  Medical  Society  has  also  introduced  legis- 
lation guaranteeing  free  choice  of  physicians 
under  Title  19  and  a second  bill  to  increase  the 
number  of  physicians  on  the  Medical  Advisory 
Board  of  the  Social  Welfare  Department. 

Respectfully  submitted, 

John  H.  Carter,  M.D.,  Chairman 

Report  of  Reference  Committee  on 
Public  and  Professional  Affairs:  The  fol- 
lowing report  was  presented  by  Charles  M. 
Smith,  M.D.,  chairman. 

Your  reference  committee  reviewed  the  de- 
tailed annual  re  port  of  the  State  Legislation 
Committee  and  congratulates  the  committee 


on  the  volume  and  calibre  of  the  work  done  and 
the  improvement  in  our  record  regarding  pas- 
sage of  legislation. 

It  has  been  reported  that  the  Ambulance 
Service  Licensing  Law  has  caused  hardships  in 
many  communities.  We  urge  the  correction  of 
these  inequities  by  the  Health  Department. 

The  report  concerning  Medical  Assistance 
for  Needy  Persons  was  reviewed  and  the  ref- 
erence committee  notes  that  a special  reference 
committee  is  covering  this  subject  matter. 

The  reference  committee  notes  with  en- 
thusiasm the  report  concerning  the  Legislation 
Information  Center  and  the  increasing  utiliza- 
tion of  this  center,  the  upgrading  of  Capitol 
News,  and  the  use  of  hospital  bulletin  boards  for 
dissemination  of  recent  information. 

We  note  the  success  of  the  conference  of  county 
legislation  chairmen  and  recommend  that  it  be 
continued. 

The  reference  committee  approves  of  the  1967 
State  Legislation  program.  These  bills  have 
already  been  approved  by  this  House. 

Your  reference  committee  also  reviewed  the 
supplementary  report  on  State  Legislation,  and 
in  reference  to  item  D — Therapeutic  Abortions, 
reaffirms  the  guidelines  as  approved  by  this 
House  of  Delegates  at  the  1966  session. 

The  reference  committee  reviewed  the  pro- 
posal for  universal  hospital  insurance.  There 
was  a discussion  of  possible  legislation  for  this 
mandatory  health  insurance.  This  has  been 
reported  in  the  press  and  we  have  learned  that  the 
Governor  is  seriously  considering  such  a pro- 
posal, as  is  the  Speaker  of  the  Assembly. 

The  State  Society  is  carefully  watching  these 
developments,  and  your  reference  committee 
urges  that  the  State  Society  do  all  in  its  power 
to  keep  its  membership  fully  apprised  of  all 
important  developments. 

Your  reference  committee  again  wishes  to 
acknowledge  the  extensive  accomplishments  of 
the  State  Legislation  Committee. 

The  House,  after  discussion,  voted  to  adopt  this 
portion  of  the  reference  committee  report. 

At  this  point,  the  House  voted  to  take  from  the 
table  the  motion  made  by  Dr.  Lawrence  during  dis- 
cussion of  the  report  of  the  Reference  Committee 
on  Public  Health  and  Education  ( see  page  1607). 

After  further  discussion  and  clarification  of  the 
position  of  the  State  Legislation  Committee,  Dr. 
Lawrence  withdrew  his  motion. 

Public  Relations  (Annual) 

To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Committee  on  Public 
Relations  are  as  follows: 

C.  Stewart  Wallace,  M.D.,  Chairman 


Tompkins 

John  Lee  Clowe,  M.D Schenectady 

Paul  M.  De  Luca,  M.D Broome 

James  M.  Jones,  M.D Westchester 

Herbert  E.  Joyce,  M.D Erie 

Irving  M.  Pallin,  M.D Kings 

Saul  Zucker,  M.D Bronx 


General.  During  1966,  your  committee, 
with  the  cooperation  of  the  Division  of  Com- 
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munications,  conducted  a variety  of  projects. 
Among  the  high  lights  were  the  television  special 
on  venereal  disease,  the  five  very  successful 
regional  conferences  on  the  subject  of  Title 
18  and  Title  19  as  implemented  in  New  York 
State,  and  the  completion  of  the  “Doctors  at 
Work”  television  series. 

The  committee  has  strived  to  keep  the  mem- 
bership fully  informed  about  matters  of  in- 
terest and  importance  to  the  medical  profession. 
Communications  are  maintained  through  the 
regional  representatives,  The  News  of  New  York, 
letters,  memoranda,  bulletins,  and  the  regional 
conferences.  Through  the  Speakers  Bureau  we 
have  supplied  many  speakers  to  radio  and  tele- 
vision and  to  lay  organizations  to  help  keep  the 
public  informed  on  health  matters  and  the  ac- 
tivities of  the  medical  profession.  We  have  also 
kept  the  public  further  informed  through  news 
releases. 

The  following  is  a brief  report  on  some  of  the 
activities  sponsored  by  your  committee. 

Meetings.  During  1966,  your  Public 
Relations  Committee  held  four  regular  meetings. 
At  these  meetings  the  committee  discussed  and 
took  action  on  our  various  projects.  Your 
chairman  maintained  constant  contact  with 
the  director  of  the  Division  of  Communications 
and  met  with  the  staff  five  times  during  the  year. 

Your  chairman  is  pleased  to  report  that 
Solomon  Schussheim,  M.D.,  chairman,  Com- 
mission on  Public  and  Professional  Affairs,  in- 
dicative of  the  great  interest  he  has  in  develop- 
ing the  potential  of  the  Commission,  attended 
each  of  the  Public  Relations  Committee  meet- 
ings, offering  his  advice  and  counsel. 

Field  Service.  The  personal  contact  and 
service  to  the  county  medical  societies  and  in- 
dividual physicians  by  our  regional  representa- 
tives continues  to  be  one  of  our  most  effective 
means  of  communications. 

During  1966,  in  addition  to  making  personal 
visits  and  rendering  service  to  county  societies 
and  individual  members,  the  regional  representa- 
tives took  on  additional  assignments.  They 
alerted  societies  and  officers  to  each  new  regula- 
tion or  amendment  to  the  Medicaid  law.  In 
some  areas  they  helped  devise  ways  and  means 
of  keeping  the  entire  county  society  member- 
ship informed  of  actions  taken  by  the  State 
Society  in  order  to  keep  communications  flow- 
ing from  the  State  Society,  to  the  county,  to  the 
individual  member. 

The  regional  representatives  continued  to 
promote  the  “Doctors  at  Work”  program  and 
worked  diligently  in  bringing  the  special  tele- 
vision program  on  venereal  disease  to  the  people 
of  the  State  of  New  York  and  in  the  several 
surrounding  states. 

As  an  assigned  duty,  the  regional  representa- 
tives helped  county  societies  plan  Community 
Health  Week  programs  as  well  as  assisting  with 
other  county  projects.  They  also  rendered  ad- 
vice and  assistance  in  planning  county  and 
state  medical  assistants  programs. 

Your  committee  is  pleased  to  report  that 
there  have  been  many  expressions  of  thanks 


and  commendations  on  the  work  of  the  field 
service  representatives.  The  constantly  in- 
creasing number  of  requests  for  their  services 
are  indicative  of  the  success  of  this  service. 

Regional  Conferences.  The  five  regional 
conferences  in  1966  were  devoted  to  the  popular 
subject  of  health  care  legislation.  The  con- 
ferences were  held  in  Buffalo,  Lake  Placid, 
Albany,  Purchase,  and  Syracuse.  At  three  of 
the  conferences  the  New  York  State  Com- 
missioners of  Health  and  Social  Welfare  were 
speakers  and  answered  many  questions  raised 
by  physicians.  The  enthusiasm  expressed  by 
those  attending  the  conferences  supports  your 
committee’s  opinion  that  the  regional  confer- 
ences are  not  only  an  important  means  of  com- 
munications, but  are  also  extremely  successful. 

News  of  New  York.  Under  the  direction  of 
Edward  H.  Weiland,  editor,  The  News  of  New 
York  continues  to  improve  in  content  and  in 
format.  The  News  has  attracted  more  letters 
from  the  membership  than  ever  before  and 
comments  have  been  highly  complimentary. 
In  the  coming  year,  we  are  considering  in- 
creasing the  size  of  certain  issues  of  the  News, 
as  warranted  by  special  occurrences.  Your 
committee  is  pleased  to  report  that  the  agree- 
ment with  the  sole  advertiser  in  The  News 
of  New  York,  a pharmaceutical  manufacturer, 
has  been  extended  through  1967. 

“Doctors  at  Work.”  The  highly  successful 
television  project,  “Doctors  at  Work,”  was 
continued  in  the  upstate  area  during  1966. 
The  program,  a combination  of  film  and  live 
presentation,  brought  health  information  to  the 
public  over  eight  TV  stations  and  gave  many 
of  our  physicians  and  county  medical  societies 
an  opportunity  to  advise  the  public  on  common 
health  problems.  Nineteen  hundred  sixty-six 
was  the  final  year  for  this  project.  Your  com- 
mittee is  now  seeking  a new  type  of  television 
program  because  of  the  interest  of  the  viewing 
public  and  the  eagerness  of  the  TV  stations  to 
continue  a medical  program. 

Television  Special  on  V.D.  With  the  co- 
operation of  the  New  York  State  Department 
of  Health  your  committee  sponsored  a television 
special  on  venereal  disease.  Eleven  TV  stations 
throughout  the  State  broadcast  this  program, 
beamed  primarily  at  teen-agers.  The  stations 
showing  the  program  were  inundated  with  re- 
quests for  literature  and  thousands  of  com- 
plimentary letters,  lauding  the  program,  were 
received.  Flyers  and  letters  announcing  the 
program  were  sent  to  schools,  hospitals,  and 
newspapers  throughout  the  State.  In  addition, 
medical  societies  in  adjoining  states  were  noti- 
fied of  the  program  so  that  they  could  alert 
the  public  in  the  states  of  New  Jersey,  Con- 
necticut, Pennsylvania,  Vermont,  Massachu- 
setts, and  parts  of  Canada. 

No  complaints  regarding  our  airing  this 
subject  have  been  received.  The  success  of 
this  special  television  program  has  encouraged 
your  committee  to  continue  a campaign  against 
venereal  disease  through  1967.  Through  speak- 
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ers  and  other  means  we  will  try  to  reach  every 
young  person  in  the  State  of  New  York. 

Community  Health  Week.  Again,  this 
year,  the  Governor  at  our  request  issued  a proc- 
lamation on  Community  Health  Week.  Two 
stories  on  Community  Health  Week  were  car- 
ried in  The  News  of  New  York  and  a story  was 
also  released  and  carried  by  newspapers  in 
various  parts  of  the  State.  The  regional  rep- 
resentatives assisted  and  worked  with  then- 
counties  in  planning  local  programs  in  support 
of  this  national  health  program. 

Membership  Film  Presentation.  The 
audiovisual  slide  presentation  depicting  the 
services  of  the  State  Medical  Society  to  its 
members  is  completed.  The  regional  representa- 
tives will  commence  presentation  of  this  pro- 
gram to  all  county  medical  societies  and  hos- 
pital staffs  in  1967. 

Speakers  Bureau.  The  State  Medical  Soci- 
ety’s Speakers  Bureau,  operated  through  the 
Division  of  Communications,  was  very  active 
during  1966.  Requests  for  physicians  to  speak 
on  radio  and  television  and  to  fill  speaking 
engagements  for  community  organizations  far 
exceeded  the  demands  of  1965. 

Many  more  newspaper,  magazine,  television, 
and  radio  writers  turned  to  the  Speakers 
Bureau  for  assistance  in  preparing  articles 
and  scripts.  In  order  to  supply  adequate  and 
accurate  information,  arrangements  were  made 
for  these  writers  to  consult  with  Speakers 
Bureau  physicians. 

Annual  Convention.  Through  the  Divi- 
sion of  Communications,  your  committee  pro- 
vided a press  room  for  the  use  of  the  various 
news  media.  The  press  room  was  constantly 
utilized  and  news  coverage  was  given  to  the 
meeting  by  both  local  and  upstate  press  as  well 
as  local  radio  and  TV  stations.  Publicity  was 
also  given  to  the  meeting  by  the  wire  services 
and  national  magazines  through  the  facilities 
of  the  press  room.  Numerous  press,  radio, 
and  television  interviews  with  convention 
participants  were  conducted.  Photographic 
coverage  of  all  events  was  arranged. 

We  received  more  coverage  in  the  daily, 
weekly,  and  trade  press  at  the  1966  convention 
than  ever  before.  Approximately  200  clippings 
have  been  received  to  date.  In  addition, 
news  of  the  convention  was  spread  across  the 
State  and  nation  via  radio  and  television  sta- 
tions. 

Largely  responsible  for  this  outstanding 
coverage  were  the  preconvention  activities  of 
the  Division  of  Communications  and  the  many 
news  releases  sent  out  prior  to  and  during  the 
convention.  A similar,  but  expanded  ap- 
proach, is  planned  for  the  1967  convention. 

In  addition,  presentation  of  fifty-year 
awards,  presidential  citations,  and  scrolls 
was  supervised  by  your  committee  and  the 
Division  of  Communications. 

Special  Meeting — House  of  Delegates. 
Because  of  the  great  interest  in  the  special 


meeting,  reporters  from  all  parts  of  the  State 
as  well  as  TV  camera  crews  and  radio  reporters 
converged  on  the  meeting  headquarters.  Spe- 
cial news  conferences  were  set  up  by  your  com- 
mittee, through  the  Division  of  Communications, 
and  arrangements  were  made  to  make  reporters 
as  comfortable  as  possible  without  the  facilities 
of  a press  room. 

Medical  Assistants  Association.  Assist- 
ance was  given  to  the  MAA  by  the  regional 
representatives  in  planning  county  and  State 
programs.  The  Division  of  Communications 
also  assisted  in  the  revamping  of  the  NYSMAA 
publication.  Reflex.  Irving  M.  Pallin,  M.D., 
a member  of  your  committee,  was  elected  a 
national  adviser  to  the  AMAA  in  appreciation 
of  the  extensive  assistance  he  has  given  this 
movement.  Also,  in  recognition  of  assistance 
given  to  the  NYSMAA,  Guy  D.  Beaumont, 
director  of  the  Division  of  Communications, 
and  Harry  Dexter,  regional  representative,  were 
made  honorary  members  of  the  NYSMAA. 

1967 — Proposed  Programs.  As  previously 
mentioned,  the  committee  plans  to  continue 
the  fight  against  venereal  disease  during  1967. 
Through  speaking  engagements,  the  press, 
radio,  and  television,  the  young  people  of  our 
State  will  be  alerted  to  the  dangers  of  venereal 
disease. 

The  Public  Relations  Committee  is  also 
considering  the  following  suggestions  proposed 
for  1967  programs  by  the  Division  of  Communi- 
cations: 

1.  Support  of  the  AMA  national  program 
to  develop  better  physician-patient  relations. 
Using  the  kit  developed  by  the  AMA,  the 
regional  representatives  will  speak  in  support 
of  this  program  at  every  county  medical  society, 
medical  assistants  chapters,  and,  where  ad- 
visable, to  the  woman’s  auxiliaries. 

2.  Further  emphasis  to  be  placed  on  the 
Speakers  Bureau,  with  the  regional  representa- 
tives developing  contacts  with  service  clubs, 
civic  organizations,  and  others,  promoting  the 
use  by  these  clubs  of  physician-speakers. 

Your  chairman  is  pleased  to  advise  that  Guy 
D.  Beaumont,  director  of  the  Division  of  Com- 
munications, was  elected  chairman  of  the  na- 
tional advisory  committee  to  the  director 
of  the  Division  of  Communications  of  the 
AMA.  Your  committee  wishes  to  commend 
Mr.  Beaumont  for  organizing  and  directing 
the  activities  of  the  Division  of  Communica- 
tions and  for  inspiring  his  team  of  associates 
comprising  the  Division  to  exceptional  service. 

In  addition,  we  commend  Mr.  Martin  Tra- 
cey, coordinator  of  legislation  activities,  for 
his  efforts  in  expanding  the  services  of  the 
Legislative  Information  Bureau  and  keeping 
the  counties  well  informed  regarding  legislation 
activities.  We  commend  our  regional  repre- 
sentatives, Mrs.  Alice  Davis,  Harry  Dexter, 
and  Gerald  Sullivan,  for  their  efforts  supporting 
the  fines  of  communications  between  the  State 
Society  and  the  county  societies,  and  Edward 
Weiland  for  constantly  developing  The  News 
of  New  York  into  a more  effective  organ  of 
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communications.  Commendations  are  also  in 
order  for  Miss  Dorothy  Smith,  Mrs.  Elizabeth 
Hirsch,  and  Miss  Virginia  Beck  for  their  loyal 
and  efficient  secretarial  and  clerical  service. 

And  finally,  I express  my  sincere  thanks  and 
appreciation  to  the  members  of  the  Public 
Relations  Committee  for  their  willing  coopera- 
tion and  wise  counsel  and  for  their  many  hours 
served  on  behalf  of  our  Society. 

Respectfully  submitted, 

C.  Stewart  Wallace,  M.D.,  Chairman 

Public  Relations(Supplementary) 

To  the  House  of  Delegates,  Gentlemen: 

The  Public  Relations  Committee  wishes  to 
add  the  following  information  to  its  original  re- 
port to  this  House.  Your  committee  has  wel- 
comed the  criticism  received  from  the  field  during 
1966  pertaining  to  communication  with  the  gen- 
eral membership.  Almost  invariably  the  criticism 
we  have  received  has  been  sincere,  and  we  have 
given  it  careful  consideration.  We  shall  con- 
tinue to  welcome  constructive  criticism  which 
includes  practical  ideas  for  improvement. 

Your  State  Society  currently  employs  the 
best  methods  of  communication  in  general  use 
by  the  most  progressive  associations.  We 
wish  to  emphasize  that  the  problems  of  com- 
munication we  are  experiencing  are  not  peculiar 
to  the  Medical  Society  of  the  State  of  New  York. 
All  are  common  to  most  large  associations  and 
certainly  to  all  state  medical  societies.  You 
can  be  assured  that  communication  methods 
within  the  Medical  Society  of  the  State  of  New 
York  are  equal  to  the  best  and  superior  to  most. 

Our  present  communication  methods,  as  mem- 
bers of  the  House  know,  include: 

1.  Direct  personal  contact  by  our  officers  and 
other  representatives  of  the  State  Society,  in- 
including  the  field  service  staff; 

2.  Regional  conferences  strategically  located 
throughout  the  State  which  provide  for  an  open- 
iorum  discussion  and  exchange  of  ideas  on  sub- 
jects of  common  interest  in  the  area; 

3.  Information  seminars  and  conferences  per- 
tinent to  a variety  of  subjects,  such  as  legisla- 
tion and  public  relations; 

4.  The  monthly  bulletin,  The  News  of  New 
York; 

5.  The  legislation  newsletter,  Capitol  News, 
published  weekly  during  the  session  of  the  State 
Legislature; 

6.  Legislation  memorandums  issued  by  the 
Legislation  Information  Center; 

7.  Official  bulletins  and  letters  from  the 
president  and  other  officers  of  the  State  Society. 

Your  Public  Relations  Committee  is  keenly 
aware  that,  while  these  tools  of  communication 
are  fundamentally  sound,  there  are  several  fac- 
tors which  prevent  our  realizing  their  maximum 
potentialities.  These  factors  are: 

1.  lack  of  attendance  at  meetings; 

2.  attendance  at  meetings  of  the  same  in- 
terested members,  time  after  time; 

3.  competition  for  the  reading  time  of  the 
physician; 

4.  lack  of  interest  of  some  members  in  county 
and  State  Society  activities; 


5.  lack  of  staff,  facilities,  or  budget  within 
county  societies  to  routinely  relay  important 
information  to  their  membership;  even  county 
society  bulletins  are  inadequate  for  disseminating 
such  information  from  the  standpoint  of  timing. 

The  following  are  the  firm  convictions  of  your 
Public  Relations  Committee: 

1.  That  the  Medical  Society  of  the  State  of 
New  York  should  adopt  a more  vigorous  ap- 
proach to  disseminating  information  to  its 
general  membership — information  concerning 
not  only  the  issues  confronted  by  your  organiza- 
tion, but  information  relating  to  the  attitude  of 
your  Society  pertaining  to  these  issues. 

2.  That  communication  should  be  streamlined 
to  cope  with  emergency  situations  which  fre- 
quently arise,  and  the  president  and  executive 
vice-president  should  be  empowered  to  make  and 
transmit  statements  for  the  Medical  Society  of 
the  State  of  New  York  without  obtaining  ap- 
proval from  any  Medical  Society  of  the  State 
of  New  York  body. 

3.  That,  to  evaluate  the  cost  and  effect  of 
such  a program  of  communication  during  1967, 
the  president  and  other  appointed  officers  should 
release  to  the  entire  membership  communica- 
tions which  are  deemed  urgent  and  of  great  im- 
portance to  the  general  membership. 

Respectfully  submitted, 

C.  Stewart  Wallace,  M.D.,  Chairman 

Report  of  Reference  Committee  on  Pub- 
lic and  Professional  Affairs:  The  following 
report  was  presented  by  Charles  M.  Smith, 
M.D.,  chairman. 

The  reference  committee  reviewed  the  re- 
port and  recognizes  the  volume  of  work  done. 
We  endorse  the  continuance  of  the  program,  par- 
ticularly the  regional  conferences,  which  have 
been  well  received.  We  agree  with  the  pro- 
posed program  for  1967  and  recommend  its 
implementation . 

The  reference  committee  also  reviewed  the 
excellent  supplementary  report  of  the  Public 
Relations  Committee.  It  is  cognizant  of  the 
widespread  criticism  concerning  communications 
by  the  general  membership.  It  also  recognizes 
the  awareness  of  the  Public  Relations  Com- 
mittee of  this  criticism. 

We  endorse  the  suggestions  made  by  the  Public 
Relations  Committee  to  improve  its  function. 

We  recommend  that  the  president  and  execu- 
tive vice-president  be  requested  to  designate 
official  spokesmen  from  the  State  Society,  to 
function  in  their  absence,  so  that  an  official 
spokesman  will  be  available  at  all  times. 

The  reference  committee  acknowledges  the 
problems  faced  by  the  Public  Relations  Com- 
mittee in  regard  to  both  internal  and  external 
communications.  We  urge  expansion  and  im- 
provement in  both  these  fields  and  recommend 
provisions  for  adequate  staffing  and  financing. 

Your  reference  committee,  in  reviewing  Fed- 
eral and  State  Legislation  and  Public  Relations 
Committees’  reports,  wishes  to  emphasize  the 
urgent  need  for  a research  and  planning  depart- 
ment. 
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We  note  that  we  are  continually  reviewing 
efforts  of  third  parties  to  regulate  matters  of 
health  and  practice  of  medicine. 

We  feel  that  our  State  Society  should  show 
initiative  in  matters  pertaining  to  health.  In 
order  to  provide  leadership  and  guidance  in 
these  matters,  a department  of  research  and 
planning  is  a necessity. 

The  reference  committee  congratulates  the 
Public  Relations  Committee  and  staff  on  the 
tremendous  efforts  and  volume  of  work  done  in 
this  year. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

67-8.  Legislation  to  Provide  Free  Choice 
of  Physician 

Introduced  by  Medical  Society  of  the  County  of 
Erie 

Whereas,  Free  choice  of  physician  under 
the  State’s  Medical  Assistance  for  Needy 
Persons  program  is  provided  for  by  regulation 
of  the  State  Board  of  Social  Welfare  and  not  by 
law;  and 

Whereas,  It  is  highly  desirable  that  this 
basic  principle  be  guaranteed  by  law;  now 
therefore  be  it  hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  initiate  and  support  legis- 
lation amending  the  Medical  Assistance  for 
Needy  Persons  law  to  provide  for  free  choice 
of  physician. 

67-16.  Right  of  Medicaid  Patients  to  Select 
Own  Physicians 

Introduced  by  Nassau  and  Suffolk  County 
Medical  Societies 

Whereas,  The  principle,  “the  right  of  the 
patient  to  select  his  own  physician  be  guar- 
anteed,” has  not  been  incorporated  in  the 
Medicaid  law;  and 

Whereas,  At  present  this  right  exists  only 
as  the  result  of  an  amendment  to  its  regulations 
adopted  by  the  New  York  State  Board  of 
Social  Welfare;  now  therefore  be  it  hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  initiate  and  support 
legislation  in  the  Legislature  of  the  State  of 
New  York  to  amend  the  Medicaid  law  to 
provide  Medicaid  beneficiaries  the  right  to 
select  their  own  physicians. 

67-27.  Support  for  McCloskey  Bill  to  Guarantee 
Free  Choice  of  Physician  and  Facility 

Introduced  by  Medical  Society  of  the  County  of 
Erie 

Whereas,  Free  choice  of  physician  and 
medical  facility  under  the  Medical  Assistance 
for  Needy  Persons  program  (Medicaid)  is 
now  provided  for  by  regulation  of  the  State 
Board  of  Social  Welfare;  and 

Whereas,  It  is  highly  desirable  that  this 
right  be  guaranteed  by  law;  and 

Whereas,  A bill,  A.  1140,  by  Assemblyman 
McCloskey  (R.),  has  been  introduced  in  the 
State  Legislature  to  amend  the  law  to  guar- 


antee the  Medicaid  patient  the  right  to  choose 
his  own  physician  and  medical  facility;  now 
therefore  be  it  hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  go  on  record  as  supporting 
the  bill,  A.  1140  by  Assemblyman  McCloskey 
(R.),  introduced  in  the  State  Legislature;  and 
be  it  further 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  work  actively  to  secure 
the  passage  of  this  legislation. 

The  following  (a  copy  of  A.  1140 — McClos- 
key) memorandum  was  distributed  to  the  House 
for  its  information. 

IN  ASSEMBLY — Introduced  by  Mr.  McCloskey — 
read  once  and  referred  to  the  Committee  on  Social 
Welfare  and  Relief 

AN  ACT 

To  amend  the  social  welfare  law,  in  relation  to 
selection  by  recipient  of  medical  assistance  of  persons 
and  institutions  rendering  such  assistance 

The  People  of  the  State  of  New  York,  represented 
in  Senate  and  Assembly,  do  enact  as  follows: 

Section  1.  Subdivision  two  of  section  three  hun- 
dred sixty-five-a  of  the  social  welfare  law,  as  added  by 
chapter  two  hundred  fifty-six  of  the  laws  of  nineteen 
hundred  sixty-six,  is  hereby  amended  to  read  as 
follows: 

2.  “Medical  assistance”  shall  mean  payment  of 
part  or  all  of  the  cost  of  care,  services  and  supplies 
which  are  necessary  to  prevent,  diagnose,  correct 
or  cure  conditions  in  the  person  that  cause  acute  suf- 
fering, endanger  life,  result  in  illness  or  infirmity, 
interfere  with  his  capacity  for  normal  activity,  or 
threaten  some  significant  handicap  and  which  are 
furnished  an  eligible  person  in  accordance  with  the 
provisions  of  this  title,  the  rules  of  the  board  and  the 
regulations  of  the  department.  Such  care,  services 
and  supplies  shall  include,  but  except  for  the  services 
rendered  pursuant  to  paragraphs  (a)  and  ( b ) of  this 
subdivision,  need  not  be  limited  to: 

(a)  services  of  qualified  and  licensed  physicians, 
dentists,  nurses,  optometrists,  podiatrists  and  other 
related  professional  personnel  selected  by  the  recipient; 

(b)  care,  treatment,  maintenance  and  nursing  ser- 
vices in  hospitals,  nursing  homes,  infirmaries  or  other 
eligible  medical  institutions  while  operated  in  com- 
pliance with  applicable  provision  of  this  chapter,  the 
public  health  law,  the  mental  hygiene  law  and  other 
laws,  including  any  provision  thereof  requiring  an 
operating  certificate  or  license,  or  where  such  facilities 
are  not  conveniently  accessible,  in  hospitals  located 
without  the  state  provided,  however,  that  the  recipient 
shall  have  a free  choice  in  the  selection  of  the  particular 
hospital,  nursing  home,  infirmary  or  other  eligible 
medical  institutions  wherein  he  is  to  be  treated; 

(c)  out-patient  hospital  or  clinic  services  in  facilities 
operated  in  compliance  with  applicable  provisions  of 
this  chapter,  the  public  health  law,  the  mental  hy- 
giene law  and  other  laws,  including  any  provisions 
thereof  requiring  an  operating  certificate  or  license, 
or  where  such  facilities  are  not  conveniently  accessi- 
ble, in  any  hospital  located  without  the  state; 

(d)  home  health  care  services,  including  home 
nursing  services  and  services  of  home  aids; 

(e)  drugs,  sickroom  supplies,  eyeglasses,  dentures, 
prosthetic  appliances; 

(f)  physical  therapy  and  related  rehabilitative 
services; 

(g)  laboratory  and  x-ray  services;  and 

(h)  transportation  necessary  to  obtain  care  and 
services  in  accordance  with  this  section. 

2 . This  act  shall  take  effect  immediately. 

Explanation:  Matter  in  italics  is  new. 
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Report  of  Reference  Committee  on 
Public  and  Professional  Affairs:  The  fol- 
lowing report  was  presented  by  Charles  M. 
Smith,  M.D.,  chairman. 

Your  reference  committee  considered  resolu- 
tions 67-8,  67-16,  and  67-27.  We  feel  that 
resolution  67-16  adequately  covers  the  intent 
of  the  other  two  resolutions. 

We  recommend  no  action  on  67-8  and  67-27 
and  approval  of  67-16. 

The  House  after  discussion  voted  to  amend  the 
reference  committee  report  by  approving  67-27 
instead  of  67-16. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report  as  amended. 

67-9.  Repeal  of  Provisions  of  Chapter  795 
of  Laws  of  1965 

Introduced  by  Medical  Society  of  the  County  of 
Erie 

Whereas,  Chapter  795  of  the  Laws  of 
1965  allows  Blue  Cross  plans  in  New  York 
State  to  cover  medical  services  and; 

Whereas,  Blue  Cross  coverage  of  medical 
services  will  tend  to  encourage  and  facilitate 
the  practice  of  medicine  by  hospitals;  now 
therefore  be  it  hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  seek  to  obtain  repeal  of 
the  provisions  of  Chapter  795  of  the  Laws  of 
1965  which  allow  Blue  Cross  plans  in  New 
York  State  to  cover  medical  services. 

Report  of  Reference  Committee  on  Public 
and  Professional  Affairs:  The  following 

report  was  presented  by  Charles  M.  Smith, 
M.D.,  chairman. 

Your  reference  committee  considered  this 
resolution  at  some  length  and  recommends  ap- 
proval. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

67-23.  Use  of  Unpaid  Medicaid  Vouchers 
for  Tax  Payments 

Introduced  by  Medical  Society  of  the  County  of 
Oneida 

Whereas,  Residents  of  the  State  of  New 
York  must  make  tax  payments  on  time  or 
incur  a penalty;  and 

Whereas,  The  New  York  State  Medicaid 
law  which  has  been  in  effect  since  July  1, 
1966,  requires  the  government  agencies  to 
pay  for  medical  care  of  certain  people  of  the 
State;  and 

Whereas,  Such  payments  for  this  care 
rendered  since  July  1,  1966,  have  generally 
been  unpaid  in  spite  of  repeated  efforts  by 
doctors,  dentists,  pharmacists,  and  hospitals 
to  secure  payment;  and 

Whereas,  This  is  creating  a definite  hard- 
ship on  the  providers  of  services  who  in 
many  cases  have  had  to  borrow  money  at 
high  interest  rates  in  order  to  pay  their 
taxes;  now  therefore  be  it  hereby 

Resolved,  That  the  Medical  Society  of  the 


State  of  New  York  request  the  New  York 
State  Tax  Commission  to  accept  due  and 
unpaid  Medicaid  vouchers  at  full  value  in 
payment  of  New  York  State  taxes. 

Report  of  Reference  Committee  on 
Public  and  Professional  Affairs:  The 

following  report  was  presented  by  Charles  M. 
Smith,  M.D.,  chairman. 

Your  reference  committee  considered  the 
resolution  and  is  sympathetic  to  the  background 
from  which  it  evolves.  However,  we  feel  that 
it  is  not  in  order  and  recommend  disapproval. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

67-38.  Opportunity  to  Study  Pending  Health 
Legislation 

Introduced  by  Suffolk  and  Nassau  County 
Medical  Societies 

Whereas,  The  State  Legislature  has  en- 
acted laws  which  have  great  impact  on  ex- 
isting patterns  of  the  practice  of  medicine; 
and 

Whereas,  Legislation  establishing  social 
health  and  medical  programs  is  adopted 
without  adequate  consideration  of  those  who 
must  implement  these  programs;  and 

Whereas,  The  people  who  are  to  benefit 
from  these  programs  have  not  been  adequately 
considered;  and 

Whereas,  Political  considerations  rather 
than  medical  care  or  financial  need  are  often 
the  major  determinants  in  such  programs; 
and 

Whereas,  The  quality  and  effectiveness  of 
these  medical  programs  depend  primarily  on 
their  acceptability  to  physicians  who  must 
render  the  care;  and 

Whereas,  Physicians,  by  virtue  of  their 
training  and  education,  are  in  a prime  posi- 
tion to  pass  judgment  on  these  programs; 
now  therefore  be  it  hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  urge  the  New  York  State 
Legislature  to  afford  the  Society,  district 
branches,  and  component  county  societies 
adequate  and  ample  opportunity  to  study 
and  prepare  comments  on  all  pending  legisla- 
tion relating  to  health  and  medical  care; 
and  be  it  further 

Resolved,  That  this  House  of  Delegates 
urge  each  county  medical  society  and  all 
physicians  to  assume  an  active  leadership 
role  providing  guidance  to  legislators,  local, 
State,  and  Federal,  on  proposed  health  and 
medical  legislation. 

Report  of  Reference  Committee  on 
Public  and  Professional  Affairs:  The  fol- 
lowing report  was  presented  by  Charles  M. 
Smith,  M.D.,  chairman. 

The  committee  reviewed  this  resolution  and 
recognizes  the  intent  and  purposes.  We  recom- 
mend approval. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 
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67-41.  Recommended  Revision  of  Questionnaire 
Distributed  by  State  Education  Department 

Introduced  by  Medical  Society  of  the  County  of 
Queens 

Whereas,  With  the  current  registration  ap- 
plication of  the  State  Education  Department,  a 
questionnaire  was  distributed  by  the  Depart- 
ment to  “develop  an  analysis  of  the  distribu- 
tion of  physicians  in  the  State  of  New  York”; 
and 

Whereas,  The  questionnaire  failed  to 
include  on  the  form  appropriate  space  for 
listing  accrediting  information  which  would 
provide  an  accurate  background  of  the  physi- 
cian’s training  and  experience,  such  as 
membership  in  the  various  specialty  colleges, 
previous  hospital  affiliations,  training  and 
experience  acquired  during  World  War  II, 
the  amount  of  time  spent  in  postgraduate 
work,  and  so  forth;  and 

Whereas,  The  information  on  this  ques- 
tionnaire may  eventually  be  used  as  a means 
to  restrict  physicians  from  practicing  their 
specialties,  especially  since  the  State  Education 
Department  is  interested  only  in  board 
membership;  now  therefore  be  it  hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  inform  the  State  Educa- 
tion Department  of  the  restricted  nature  of 
the  information  they  request  on  the  question- 
naire distributed  with  the  current  registration 
application;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  recommend  to  the  State 
Education  Department  the  following  actions; 

1.  That  the  questionnaire  be  revised  to 
reflect  an  accurate  representation  of  a physi- 
cian’s qualifications; 

2.  That  the  questionnaires  already  com- 
pleted and  returned  to  the  State  Education 
Department  be  discarded;  and  be  it  further 

Resolved,  That  the  delegates  from  the 
Medical  Society  of  the  State  of  New  York  to 
the  House  of  Delegates  of  the  American 
Medical  Association  present  a resolution  at 
the  next  meeting  of  the  House  of  Delegates 
of  the  Aanerican  Medical  Association  appris- 
ing them  of  another  possible  “back  door” 
political  effort  to  hamper  and  restrict  physi- 
cians. 

Report  of  Reference  Committee  on 
Public  and  Professional  Affairs:  The 

following  report  was  presented  by  Charles  M. 
Smith,  M.D.,  chairman. 

The  reference  committee,  being  unclear  as  to 
the  intent  and  purpose  of  the  questionnaire 
referred  to  in  this  resolution,  recommends  that 
the  resolution  and  subject  be  referred  to  the 
Council  for  further  study,  clarification,  and 
appropriate  action. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

67-61.  Disapproval  of  Actions  of  President, 
Council,  and  Legislation  Chairmen  Concerning 
State  Legislation  Implementing  Title  19 


Introduced  by  Medical  Society  of  the  County  of 
Genesee 

Whereas,  The  Medical  Society  of  the 
State  of  New  York  through  its  President, 
Council,  and  legislation  chairmen  endorsed 
the  New  York  State  bill  implementing  Title 
19  of  Federal  Public  Law  89-97;  and 

Whereas,  The  State  Medical  Society, 
through  its  legislative  counsel,  notified  the 
Governor’s  office  that  they  give  all  possible 
assistance  to  the  passage  of  this  measure 
within  the  Legislature  itself;  and 

Whereas,  The  officers  of  the  Medical 
Society  of  the  County  of  Genesee  were  not 
informed  as  to  the  scope  of  this  bill  either 
prior  to  or  during  enactment  of  its  passage, 
and  were  not  consulted  or  in  any  way  asked 
to  express  any  opinion  regarding  the  wishes 
of  this  society  and  its  individual  members 
regarding  this  ill-conceived  legislation;  and 
Whereas,  These  elected  officers  of  the 
Medical  Society  of  the  State  of  New  York 
acted  without  proper  knowledge  and  study 
of  the  legislation  and  its  detrimental  effects 
on  the  freedom  of  physicians  and  the  quality 
of  medical  practice  in  this  State;  and 

Whereas,  These  elected  officers  of  the 
Medical  Society  of  the  State  of  New  York 
have  prevented  those  members  who  are 
opposed  to  this  legislation  any  access  to  the 
official  communications  of  this  Society  while 
at  the  same  time  spending  huge  sums  of 
State  Society  funds  to  justify  their  actions; 
and 

Whereas,  the  views  and  statements  of 
policy  of  these  elected  officers  of  the  Medical 
Society  of  the  State  of  New  Yoi'k  do  not 
reflect  the  opinions  of  the  Medical  Society  of 
the  County  of  Genesse;  now  therefore  be  it 
hereby 

Resolved,  That  this  House  of  Delegates  of 
the  Medical  Society  of  the  State  of  New  York 
express  disapproval  of  the  actions  of  the 
President,  the  Council,  and  the  legislation 
chairmen  for  their  lack  of  proper  prudence 
and  wisdom  which  contributed  so  heavily  to 
the  passage  of  the  present  law  implementing 
Title  19  (Medicaid)  in  New  York  State; 
and  be  it  further 

Resolved,  That  future  legislative  proposals 
of  the  magnitude  and  scope  of  this  law  shall 
be  adequately  and  fully  brought  to  the  atten- 
tion of  the  component  medical  societies  and 
that  these  component  medical  societies  be 
consulted  in  depth  before  any  legislative 
endorsements  are  made. 

Report  of  Reference  Committee  on 
Public  and  Professional  Affairs:  The 

following  report  was  presented  by  Charles  M. 
Smith,  M.D.,  chairman. 

The  reference  committee  recommends  disap- 
proval of  this  resolution. 

The  reference  committee  studied  this  resolu- 
tion at  considerable  length  and  in  depth.  We 
understand  the  feeling  and  sentiment  that  ex- 
isted at  the  time  that  this  resolution  was  pre- 
pared. 
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We  wish  to  point  out  that  the  last,  and  major, 
Resolved  of  this  resolution  has  already  been 
executed  in  the  recommendations  in  the  Public 
Relations  Committee  report,  that  is,  that  ade- 
quate and  prompt  consultation  of  the  com- 
ponent medical  societies  be  employed  before 
any  important  legislative  endorsements  are 
made. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

67-62.  Revision  of  Laws  Concerning  Autopsy  and 
the  Dead  Human  Body 

Introduced  by  Medical  Society  of  the  County  of 
Queens 

Whereas,  There  exist  many  ambiguities, 
conflicts,  and  inadequacies  in  the  numerous 
scattered  statutes  dealing  with  the  dead 
human  body,  as  these  have  been  adopted  at 
many  different  times  to  meet  specific  prob- 
lems; and 

Whereas,  The  legislators  in  Albany  have 
not  clarified  or  resolved  the  existing  prob- 
lems; now  therefore  be  it  hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  petition  the  Governor  to 
survey  existing  law  as  it  pertains  to  the  dead 
human  body  and  to  clarify  the  laws  pertain- 
ing to  the  dead  human  body  and  to  assure 
conformity  with  such  legal  requirements  by 
necessary  compilation  and  review,  and  recom- 
mend a revised  group  of  statutes,  with  such 
additional  statutes  as  such  a survey  may 
indicate;  and  be  it  further 

Resolved,  That  existing  autopsy  law  be 
modernized;  and  be  it  further 

Resolved,  That  trained  dieners  be  permitted 
to  assist  at  an  autopsy  under  the  supervision 
of  a pathologist. 

Report  of  Reference  Committee  on 
Public  and  Professional  Affairs:  The 

following  report  was  presented  by  Charles  M. 
Smith,  M.D.,  chairman. 

The  reference  committee  recommends  ap- 
proval of  this  resolution. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

67-73.  Reaffirmation  of  Support  of  Empire  Medical 
Political  Action  Committee 

Introduced  by  Seventh  District  Branch 

Whereas,  The  need  for  political  effective- 
ness by  the  medical  profession  has  been 
clearly  emphasized  by  recent  laws  and  ad- 
ministrative rulings  in  New  York  State; 
and 

Whereas,  Government  being  a political 
institution,  it  is  the  right  and  duty  of  physi- 
cians, as  citizens,  to  participate  at  both  the 
political  and  legislative  levels  of  government, 
and  to  be  a knowledgeable,  forceful  part  of 
the  electoral  processes;  and 

Whereas,  The  Empire  Medical  Political 
Action  Committee  (EMPAC)  was  formed  in 
1961  as  a nonprofit,  nonpartisan,  unincor- 
porated, Statewide  membership  organization. 


to  provide  the  physicians  of  New  York  State 
with  the  means  of  increasing  their  political 
capabilities;  and 

Whereas,  EMPAC  has  repeatedly  re- 
ceived the  unanimous  approval  of  this 
House  of  Delegates;  now  therefore  be  it 
hereby 

Resolved,  That,  to  increase  the  involvement 
of  the  members  of  the  Medical  Society  of  the 
State  of  New  York  in  their  own  political 
action  group,  EMPAC,  and  in  the  national 
organization,  AMPAC,  the  following  policy 
be  hereby  reaffirmed: 

The  Medical  Society  of  the  State  of 
New  York  supports  the  aims  and  objectives 
of  Empire  Medical  Political  Action  Com- 
mittee, and  urges  its  members  to  join  and 
support  EMPAC;  and  be  it  further 
Resolved,  That  notice  of  this  official  policy 
of  the  Medical  Society  of  the  State  of  New 
York  be  publicized  by  appropriate  means,  in- 
cluding the  newsletter,  the  Journal,  and 
members  of  the  field  staff. 

Report  of  Reference  Committee  on 
Public  and  Professional  Affairs:  The 

following  report  was  presented  by  Charles  M. 
Smith,  M.D.,  chairman. 

The  reference  committee  studied  this  resolu- 
tion at  considerable  length  and  after  consulta- 
tion with  our  legal  counsel,  modified  the  second 
Resolved  as  follows: 

Resolved,  The  notice  of  this  official  policy 
of  the  Medical  Society  of  the  State  of  New 
York  be  publicized  by  appropriate  means. 

Your  reference  committee  approves  this  resolu- 
tion, as  modified. 

The  House,  after  discussion,  voted  to  amend  the 
reference  committee  report  as  follows:  eliminating 
the  fourth  Whereas,  the  first  paragraph  of  the 
first  Resolved,  and  the  entire  second  Resolved  of 
the  resolution. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report  as  amended. 

67-75.  Opposition  to  Major  Surgery  and  Prescrip- 
tion and  Use  of  Narcotics  in  Podiatry 

Introduced  by  E.  J.  Hanavan,  M.D.,  Erie,  as  an 
individual 

Whereas,  The  Joint  Legislative  Commis- 
sion to  revise  the  laws  relating  to  the  pro- 
fessions under  the  jurisdiction  of  the  State 
Education  Department  is  proposing  that  the 
scope  of  podiatry  be  expanded  to  allow  pod- 
iatrists to  perform  major  surgery  on  any  and 
all  structures  of  the  foot  and  to  authorize 
them  to  prescribe  and  use  narcotics;  and 
Whereas,  This  contemplated  expansion 
of  the  scope  of  podiatry  is  not  in  the  public 
interest;  now  therefore  be  it  hereby 

Resolved,  That  the  House  of  Delegates  of 
the  Medical  Society  of  the  State  of  New  York 
assembled  in  annual  convention  go  on  record 
as  being  strongly  opposed  to  the  inclusion  of 
major  surgery  and  the  prescription  and  use  of 
narcotics  in  podiatry  as  proposed  by  the 
Joint  Legislative  Commission  to  revise  the 
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laws  relating  to  the  professions  under  the 

jurisdiction  of  the  State  Education  Depart- 
ment. 

Report  of  Reference  Committee  on 
Public  and  Professional  Affairs:  The 

following  report  was  presented  by  Charles  M. 
Smith,  M.D.,  chairman. 

Your  reference  committee  recommends  ap- 
proval of  this  resolution. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

Ad  Hoc  Committee  to  Study  Revision  of  the  Edu- 
cation Law 

To  the  House  of  Delegates,  Gentlemen: 

The  last  report  of  this  committee  to  this 
House  was  made  in  February,  1965.  No 
report  was  made  last  year  because  there  had 
been  no  activities  concerning  revision  of  the 
New  York  State  Education  Law  on  the  part  of 
the  State  Legislature. 

In  his  1965  report  to  the  House,  James  M. 
Greenough,  M.D.,  then  chairman,  pointed  out 
that  the  committee,  which  had  been  appointed 
at  the  request  of  the  New  York  State  Joint 
Legislative  Committee  to  Revise  and  Simplify 
the  Education  Law,  had  met  three  times  during 
the  year. 

He  also  noted  that  at  a conference  with  John 
G.  Dowd,  Esq.,  then  counsel  to  the  Joint 
Legislative  Committee,  Mr.  Dowd  suggested 
that  the  State  Medical  Society  present  its  ideas 
and  recommendations  in  writing.  He  also 
suggested  that  this  be  presented  in  two  ways, 
from  the  angle  of  (1)  doing  a better  job  within 
the  framework  of  the  present  law  and  regulations 
and  (2)  of  making  a completely  new  proposal, 
if  it  is  felt  that  such  is  desirable. 

Dr.  Greenough  concluded  his  1965  report  by 
stating  that  because  there  have  been  many 
changes  in  the  State  Legislature,  further  action 
must  be  postponed  until  a new  chairman  of  the 
Joint  Legislative  Committee  was  appointed. 

Since  1965  the  entire  matter  of  revision  had 
been  dormant  until  a short  time  ago.  Suddenly, 
the  Joint  Legislative  Committee  sprang  into 
action.  In  early  January,  1967,  Henry  I. 
Fineberg,  M.D.,  executive  vice-president,  re- 
ceived a letter  from  the  committee’s  new 
counsel,  Brainard  Prescott,  Esq.,  that  the  new 
committee  chairman,  Sen.  Clinton  Dominick, 
III,  would  hold  public  hearings  on  the  Fourth 
Confidential  Revision  of  the  Education  Law  on 
January  25  and  26  in  Albany. 

Shortly  following  this  communication,  your 
committee  met  to  discuss  what  action  should 
be  taken  in  regard  to  our  proposals  concerning 
the  revised  draft.  Dr.  Fineberg  also  alerted 
all  the  county  medical  societies  to  the  hearings, 
sent  them  copies  of  the  proposed  revisions  of  the 
Medical  Practice  Act,  and  invited  their  com- 
ments. 

At  its  first  meeting,  on  January  10,  1967,  your 
committee  reviewed  the  proposed  revisions  of 
the  State  Education  Law  that  were  to  be  the 
subject  of  the  public  hearings.  Their  recom- 
mendations were  set  forth  in  a statement 


which  was  presented  on  behalf  of  MSSNY  by 
your  chairman  at  the  public  hearings  conducted 
by  the  Joint  Legislative  Committee,  State 
Education  Building,  Albany,  on  January  25, 
1967.  This  statement  has  been  distributed  to 
the  Council,  Board  of  Trustees,  and  to  all 
county  medical  societies.  Copies  will  be  avail- 
able at  the  reference  committee  for  any  physi- 
cian who  is  interested  in  the  complete  statement. 
At  that  hearing,  we  requested  permission  to  sub- 
mit a supplemental  statement  to  include  any 
actions  taken  by  this  House.  This  permission 
was  granted.  For  the  information  of  the 
House,  the  following  are  some  of  the  highlights  of 
the  statement. 

STATEMENT  HIGHLIGHTS 

(A)  Change  of  Policy.  In  opening  comments 
— recommended  a separate  medical  board  for 
the  licensure  and  discipline  of  doctors  of  medi- 
cine outside  of  the  Education  Department. 
Proposed  specifically  that  the  Board  of  Medical 
Examiners  be  an  independent  board  within  the 
executive  branch  of  government,  consisting  of 
ten  members  who  are  residents  of  New  York 
State,  to  be  divided  into  three  classes: 

1.  The  first  class  shall  consist  of  seven  mem- 
bers appointed  by  the  Governor  from  nomina- 
tions of  doctors  of  medicine,  licensed  to  practice 
medicine  in  New  York  State,  submitted  by  the 
Medical  Society  of  the  State  of  New  York; 

2.  The  second  class  shall  consist  of  one 
member  appointed  by  the  Governor  from  nomin- 
ations of  doctors  of  osteopathy  licensed  to 
practice  medicine  in  New  York  State,  submitted 
by  the  New  York  State  Osteopathic  Associa- 
tion. 

3.  The  third  class  shall  consist  of  two  public 
members,  appointed  by  the  Governor  from 
individuals  not  licensed  to  practice  medicine. 

(B)  Specific  Recommendations  and  Changes  in 
Draft  Submitted.  Recommendations  included 
retention  of  the  good  points  in  the  present  law, 
opposition  to  provisions  that  would  be  detri- 
mental and  approval  of  some  desirable  additions 
which  would  tend  to  strengthen  the  quality  of 
medical  care.  Some  of  these  recommendations 
were: 

1.  Recommended,  if  Board  retained  in  Educa- 
tion Department,  that  basic  present  law  re- 
quiring a minimum  of  nine  members,  who  are 
eligible  to  receive  a license  to  practice  medicine 
and  who  have  been  in  practice  in  this  State  at 
least  five  years,  should  be  continued. 

2.  Recommended  that  the  secretary  of  Board 
of  Medical  Examiners  should  be  a duly  licensed 
doctor  of  medicine. 

3.  Recommended  proposed  Committee  on 
Professional  Conduct  (Grievance  Committee) 
also  be  constituted  similar  to  present  Board. 
Opposed  proposed  elimination  of  unanimous 
consent  rule  in  disciplining  a physician  and 
recommended  its  retention. 

4.  Approved  the  addition  of  “mental  disease” 
in  the  definition  of  “medical  practice.” 

5.  Endorsed  the  proposal  that  doctors  of 
medicine  designate  themselves  as  M.D.’s  and 
doctors  of  osteopathy  as  D.O.’s.  Also  sug- 
gested an  individual  should  not  be  permitted  to 
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use  title  “Doctor”  without  affixing  suitable 
words  or  letters  designating  the  specific  doctoral 
degree  held. 

6.  Opposed  the  omission  of,  and  recommended 
retention  of,  requirement  that  all  candidates  for 
admission  to  examinations  to  practice  medicine 
be  more  than  twenty-one,  a U.S.  citizen,  or  has 
declared  intention  of  becoming  a citizen,  and  is 
of  good  moral  character. 

7.  Suggested  that  present  complicated  regula- 
tions regarding  foreign  medical  graduates  be 
reviewed.  Opposed  proposed  law  in  this  area 
while  recommending  continuation  of  recently 
enacted  statute  on  this  subject. 

8.  Opposed  the  curtailing  of,  or  omitting 
entirely,  several  sections  of  the  present  law 
relating  to  “Questions”  on  examinations; 
“Penalties”  for  violations;  and  “Revocation  of 
Licenses  and  Registration.”  Made  specific 
suggestions  for  retention  of  important  segments 
of  current  statutes. 

9.  Called  attention  to  the  deletion  in  the 
proposed  draft  of  the  “Good  Samaritan  Law.” 
(Advised  inadvertently  omitted  and  will  be 
retained) . 

10.  Pointed  out  that  the  proposed  section  on 
in  anity  and  mental  illness  was  one  of  the  most 
complex  provisions  of  the  proposed  law.  Re- 
quested permission  to  submit  recommendations 
later  after  study,  consultation,  and  decision 
(permission  granted). 

(C)  Paramedical  and  Other  Groups.  Pre- 
sented strong  opposition  to  the  broadening  of 
the  scope  of  practice  of  such  groups.  Com- 
mented on  provisions  concerning  allied  groups, 
particularly  optometry,  podiatry,  and  phar- 
macy. Objected  to  extension  of  definition  of 
podiatry,  permission  to  prescribe  drugs,  and 
administration  of  general  anesthesia. 

(D)  President's  Message.  The  closing  por- 
tion of  the  statement  conveyed  a message  from 
James  M.  Blake,  M.D.,  president.  He  ex- 
pressed deep  concern  with  respect  to  revision  of 
the  Education  Law  since  it  does  not  meet 
today’s  standards  of  scientific  care  as  it  per- 
tains to  medical  services  and  is  in  need  of 
change.  He  emphasized  our  cooperation  with 
the  Legislature  and  government  in  the  past  in 
programs  of  social  progress  and  reform,  despite 
our  misgivings  about  many  of  the  features  and 
with  the  understanding  that  there  would  be 
specific  revisions  of  some  of  these  laws  by 
amendments.  He  reaffirmed  our  willingness  to 
be  available  for  advice  and  to  continue  to 
support  worthwhile  legislation,  but  expressed 
the  opinion  that  our  patience  is  not  inexhaus- 
tible and  that  we  look  forward  to  better  co- 
operation and  consideration  of  our  views  in  the 
future. 

Another  item  acted  on  by  your  committee 
at  its  January  10,  1967,  meeting  was  resolution 
66-56  entitled  “Establishment  of  Code  of 
Ethics  for  Professions  Licensed  to  Treat 
Humans.”  This  resolution  was  referred  to 
your  committee  by  the  Council.  It  points  out 
that  chiropractors  now  licensed  by  the  State 
Education  Department  freely  advertise  their 
services  in  various  media  of  public  communica- 


tions. The  Resolved  states  that  “Medical 
Society  of  the  State  of  New  York  recommend 
that  the  State  Department  of  Education  estab- 
lish, publicize,  and  enforce  a uniform  code  of 
ethics  and  practice  for  all  the  professions  it 
licenses  to  treat  human  beings.” 

After  studying  this  resolution  and  the  draft 
of  the  proposed  revision  of  the  State  Education 
Law,  your  committee  came  to  the  conclusion 
that  the  intent  of  this  resolution  can  be  ful- 
filled through  the  proposed  new  Section  C6510, 
Subdivision  2,  paragraph  o.  This  section 
applies  to  all  professions  licensed  by  the  State 
Education  Department,  including  chiroprac- 
tors. 

The  section,  if  amended  by  adding  the  itali- 
cized language  recommended  by  your  committee, 
would  read  as  follows: 

“2.  The  license  and  registration  granted 
pursuant  to  this  title  may  be  revoked,  sus- 
pended or  annulled  or  such  person  repri- 
manded or  disciplined  by  the  regents  in 
accordance  with  the  provisions  and  procedure 
of  this  title,  after  due  hearing,  in  any  of  the 
following  cases: .... 

“o.  Unprofessional  conduct  as  defined  by 
the  regents,  including,  but  not  restricted  to, 
advertising  in  any  media  of  communication 
and  fee  splitting.” 

Y our  committee  will  include  recommendation 
of  Section  C6510,  Subdivision  2,  paragraph  o, 
as  amended,  in  its  supplemental  statement  to 
the  Joint  Legislative  Committee  to  Revise  and 
Simplify  the  Education  Law.  Your  committee 
also  will  recommend  strongly  that  action  be 
taken  to  insure  better  and  stricter  enforcement 
of  existing  statutes  and  regulations  governing 
the  disciplining  of  the  professions  licensed  by  the 
Education  Department. 

Prior  to  the  public  hearings,  at  the  invita- 
tion of  Mr.  Prescott,  counsel  to  the  Joint 
Legislative  Committee,  we  met  with  him  and 
discussed  our  ideas  concerning  the  draft  sub- 
mitted. We  found  him  most  cooperative. 

Following  the  public  hearings,  your  chairman 
and  advisers  met  on  February  11,  1967,  and 
again  with  the  committee  on  February  12, 
1967,  at  The  Americana,  New  York  City. 
The  purpose  of  this  meeting  was  to  review  the 
comments  submitted  by  the  county  medical 
societies,  which  the  pressure  of  time  did  not 
permit  us  to  study  prior  to  the  hearings,  al- 
though many  of  their  recommendations  were 
included  in  our  statement,  and  to  consider 
recommendations  to  be  made  to  this  House  as 
well  as  the  supplemental  statement  to  the  Joint 
Legislative  Committee. 

Supplementary  Report 

After  studying  the  reports  submitted  by  the 
county  medical  societies,  the  committee  de- 
cided to  eliminate  those  points  which  were 
either  already  covered  in  the  original  statement 
to  the  Joint  Legislative  Committee  or  which  the 
members  felt  were  not  sufficiently  important,  and 
agreed  that  the  following  areas  should  be  com- 
mented on  in  our  supplementary  report  to  the 
Joint  Legislative  Committee: 
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1.  A specific  recommendation  should  be 
made  concerning  the  provision  in  the  proposed 
law,  Section  C6510,  Subdivision  3,  pertaining  to 
the  revocation,  suspension,  or  annulment  of  a 
license  to  practice  a profession  on  the  grounds  of 
insanity  or  mental  illness. 

2.  A recommendation  concerning  the  inclusion 
of  a provision  in  the  proposed  new  law  which 
would  contain  the  policy  of  the  Medical  Society 
of  the  State  of  New  York  in  regard  to  the  corpor- 
ate practice  of  medicine. 

3.  Recommendations  specifically  pointing  out 
objections  to  Article  47  in  the  proposed  law 
covering  the  practice  of  chiropractic. 

4.  Elaborate  on  the  reasoning  for  the  recom- 
mendation in  our  basic  statement  to  the  Joint 
Legislative  Committee  that  the  Board  of 
Medical  Examiners  should  be  taken  out  of  the 
State  Department  of  Education  and  placed  in 
the  executive  branch  of  the  government. 

5.  Rebuttal  of  the  position  taken  by  the 
proponents  of  the  proposed  Article  55  govern- 
ing podiatry,  that  surgical  procedure  on  the 
foot  is  not  major,  but  only  minor,  surgery  and 
does  not  involve  hazard  to  life. 

6.  Recommendations  concerning  the  practice 
of  psychology,  emphasizing  that  the  practice  of 
psychotherapy  is  the  practice  of  medicine  and 
should  not  be  practiced  by  psychologists. 

7.  Endorsement  of  Section  C6514  which 
would  provide  injunctive  relief  to  prevent  the 
illegal  practice  of  any  profession,  including 
medicine,  a procedure  which  the  State  Medical 
Society  has  favored  for  many  years. 

Recommendations  to  House.  In  reviewing 
comments  sent  in  by  county  medical  societies 
the  committee  came  to  the  conclusion  that  three 
suggestions  made  in  regard  to  the  proposed 
revision  of  the  State  Education  Law  should  be 
submitted  to  the  House,  accompanied  by  the 
committee’s  views  on  them,  for  final  decision 
by  the  delegates.  The  following  are  the  three 
suggestions  and  your  committee’s  recommenda- 
tions: 

1.  Require  that  registered  physiotherapists 

administer  physiotherapy  on  the  written  pre- 
scription of  a physician. 

Your  committee  recommends  disapproval  of 

this  suggestion. 

2.  Require  a medical  license  to  practice 
physiotherapy. 

Your  committee  recommends  disapproval  of 

this  suggestion. 

3.  Clarification  of  the  law  that  pathology, 
x-ray,  anesthesiology,  and  electrocardiology 
are  the  practice  of  medicine. 

Your  committee  recommends  disapproval  of 

this  suggestion. 

Your  committee  also  decided  that  two  of  the 
items  already  mentioned  for  inclusion  in  our 
supplementary  statement  to  the  Joint  Legisla- 
tive Committee  should  be  submitted  to  the 
House  for  final  decision.  They  are  the  following: 

(a)  Corporate  practice  of  medicine.  Since 
this  matter  is  included  in  resolution  67-18, 
your  committee  will  abide  by  whatever  action 
is  taken  by  the  House  in  regard  to  this  resolu- 
tion. 


( b ) Revocation,  suspension,  or  annulment 
of  license  to  practice  a profession  on  the  grounds 
of  insanity  or  mental  illness.  Section  C6510  of 
the  proposed  revised  State  Education  Law 
reads  as  follows: 

“3.  The  adjudication  of  insanity  or  mental 
illness,  or  voluntary  commitment  or  admis- 
sion to  a state  hospital  of  any  licentiate  for 
a mental  illness  shall  operate  as  a suspension 
of  the  right  to  practice  of  any  certificate 
holder  under  this  title,  such  suspension  to 
continue  until  restoration  to  or  declaration 
of  sanity  or  mental  competence.  The  rec- 
ord of  adjudication,  judgment  or  order  of 
voluntary  commitment  is  conclusive  evidence 
of  such  insanity  or  mental  illness,  and  upon 
receipt  of  a certified  copy  of  any  such  adjudi- 
cation, judgment,  voluntary  commitment  or 
order  by  the  department  it  shall  immediately 
suspend  the  certificate  of  the  person  adjudged 
or  committed.  The  department  shall  not 
restore  such  certificate  to  good  standing  until 
it  shall  receive  competent  evidence  of  restora- 
tion to  or  declaration  of  sanity  and  until 
it  is  satisfied  that,  with  due  regard  for  the 
public  interest,  said  person’s  right  to  practice 
may  be  safely  reinstated.  Before  reinstating 
such  person,  the  department  may  require  the 
person  to  pass  such  examination  as  it  deems 
appropriate  to  determine  his  present  fitness  to 
resume  his  practice.” 

In  the  comments  submitted  by  the  county 
medical  societies  there  were  numerous  objec- 
tions to  this  section  as  presently  written.  The 
committed  feels  that  the  House  must  decide 
what  specific  recommendations  should  be  made 
to  the  Joint  Legislative  Committee  governing 
this  section.  Your  committee,  therefore,  re- 
quests that  the  reference  committee  draw  up, 
and  submit,  in  writing,  a specific  detailed  re- 
vision of  this  section  for  aproval  by  the  House. 

For  a job  efficiently  and  speedily  accomplished 
under  difficult  circumstances  in  the  prepara- 
tion of  our  statement  and  other  matters  re- 
lated to  the  public  hearing  and  this  report,  your 
committee  wishes  to  thank  the  staff  of  our  State 
Society  and  legislative  counsel.  A particular 
expression  of  appreciation  goes  to  Henry  I. 
Fineberg,  M.D.,  executive  vice-president;  J. 
Richard  Burns,  Esq.,  assistant  executive  vice- 
president;  Harry  W.  Albright,  Jr.,  Esq.,  of 
legislative  counsel,  and  Martin  J.  Tracey,  Esq., 
coordinator,  legislation  activities. 

Respectfully  submitted, 

Walter  T.  Heldmann,  M.D.,  Chairman 

Report  of  Reference  Committee  on 
Public  and  Professional  Affairs:  The 

following  report  was  presented  by  Charles  M. 
Smith,  M.D.,  chairman. 

The  reference  committee  reviewed  this  report 
in  detail.  In  the  first  part  of  this  report  of  the 
Ad  Hoc  Committee  to  Study  Revision  of  the 
Education  Law,  there  is  a series  of  proposed 
changes  for  revision  of  the  Education  Law  in 
which  we  concur. 

We  particularly  endorse  the  recommendations 
for  a separate  medical  board  for  the  licensure 


1644  New  York  State  Journal  of  Medicine  / June  1,  1967 


and  discipline  of  doctors  of  medicine  outside  the 
Education  Department. 

The  reference  committee  agrees  with  the  Ad 
Hoc  Committee’s  recommendations  for  disap- 
proval of  suggestions  1,  2 and  3,  under  the 
section  on  “Recommendations  to  the  House.” 
The  reference  committee  recommends  addi- 
tion of  the  words  “or  incurable  insanity”  to 
Section  C6510,  2 e. 

The  reference  committee  notes  that  the  cur- 
rent proposed  draft  provides  that  the  adjudica- 
tion of  insanity  or  voluntary  commitment 
or  admission  to  a State  hospital  shall  operate 
to  automatically  suspend  a physician’s  right 
to  practice  medicine. 

This  proposal  is  wholly  and  totally  unsatis- 
factory. We  object  to  it  primarily  because 
such  a law  would  serve  as  a deterrent  to  mem- 
bers of  all  the  professions  from  seeking  psychia- 
tric assistance,  for  fear  that  it  might  cause  the 
revocation  of  one’s  license  to  practice  his  pro- 
fession. 

Your  committee  recognizes  that  a physician, 
in  order  to  practice  his  profession,  must  be  fully 
competent  at  all  times,  and  that  the  public 
must  have  a suitable  remedy  when  a physician 
becomes  mentally  ill. 

Accordingly,  we  propose  (1)  the  deletion  of 
the  entire  present  complicated  formula  with 
respect  to  insanity;  (2)  the  formation  by  the 
State  Society  of  its  own  committee  made  up  of 
three  psychiatrists  who  shall  serve  in  an  ad- 
visory capacity  to  control  any  possible  prob- 
lems within  the  profession,  thereby  providing  a 
safeguard  to  the  public,  and  at  the  same  time  an 
appellate  body  for  a physician  under  charges  of 
insanity;  (3)  to  modify  present  language  stat- 
ing as  a broad  ground  that  incurable  insanity 
shall  be  the  grounds  for  the  revocation  of  licenses, 
not  only  for  medicine,  but  for  all  other  profes- 
sions. 

Y our  reference  committee  wishes  to  acknowl- 
edge the  tremendous  volume  of  work  done  by 
the  Ad  Hoc  Committee  to  Study  Revision  of 
the  Education  Law. 

The  House,  after  discussion,  voted  to  adopt  this 
portion  of  the  reference  committee  report. 

The  House  voted  to  adopt  the  reference  com- 
mittee report  as  a whole  as  amended. 

Organization,  Policies, 
and  Legal  Matters 

Malpractice  Insurance  and  Defense 

To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Malpractice  Insurance  and 
Defense  Board  are  as  follows: 

David  Kershner,  M.D.,  Chairman Kings 

Thomas  M.  d’Angelo,  M.D.,  Vice-Chairman. 

Queens 

Raymond  S.  McKeeby,  M.D Broome 

A.  L.  Loomis  Bell,  M.D Kings 

Arthur  L.  Mannix,  Jr.,  M.D.  Westchester 
John  J.  Della  Porta,  M.D Monroe 


Frank  H.  Peters,  M.D New  York 

Walter  T.  Heldmann,  M.D.,  ex  officio 

Richmond 

Thomas  F.  McCarthy,  M.D.,  ex  officio 

Bronx 

William  F.  Martin,  counsel,  ex  officio 

New  York 

James  M.  Arnold,  indemnity  representative, 

ex  officio New  York 

In  its  report  of  April  20,  1966,  to  the  Council, 
the  Board  called  attention  to  the  alarming  in- 
crease in  the  cost  of  disposing  of  suits  and 
claims.  As  in  all  other  fields,  the  effects  of  in- 
flation are  evidenced  by  higher  jury  verdicts  and 
by  the  settlement  demands  of  plantiffs’  attor- 
neys. The  total  cost  of  all  closed  cases,  divided 
by  the  number  of  suits  closed  and  claims  settled, 
gives  the  following  average  costs  for  the  years 


shown: 

1962 

$4,510 

1963 

4,740 

1964 

5,760 

1965 

6,790 

1966  (first  nine  months) 

9,100 

Rising  disposal  costs  mean  that  reserves  for 
known  cases  and  for  those  not  yet  reported 
must  also  be  increased.  It  is  now  evident  that 
the  over-all  premium  increase  of  12.5  per  cent, 
which  went  into  effect  on  September  1,  1966, 
has  fallen  far  short  of  that  required  to  bring 
premiums  paid  into  balance  with  losses  incurred. 
Another  substantial  increase  in  1967  must  be 
anticipated. 

A comparison  of  our  present  rates  of  $200,000/ 
$600,000  limits  with  those  published  by  the 
National  Bureau  of  Casualty  Underwriters, 
effective  November  16,  1966,  for  a few  repre- 
sentative categories  may  be  of  interest. 

Under  the  New  Jersey  State  Society  program, 
rates  in  the  five  metropolitan  counties  for 
$200,000/$600,000  limits  are:  General  surgery, 
$804;  general  practice  and  minor  surgery,  $280; 
and  internal  medicine,  $223.  For  the  remainder 
of  New  Jersey  they  are  the  same  as  the  Upstate 
Bureau  rates  shown  below. 

While  the  State  Society’s  professional  liability 
insurance  program  has  long  been  one  of  the 
important  advantages  of  membership,  partici- 
pation has  never  been  mandatory  and  the  Board 
does  not  believe  that  it  should  be.  At  the  same 
time,  participation  is  not  an  unqualified  right, 
to  be  exercised  whenever  a member  chooses  to 
do  so.  The  continued  existence  of  the  program 
itself  and  the  maintenance  of  a reliable  source 
of  continuous  insurance  must  take  precedence 
over  individual  interests.  The  Society  has 
charged  the  Board  with  the  responsibility  of 
determining  if  the  attitude,  conduct,  method  of 
practice,  or  loss  experience  of  a member  makes 
him  a greater  than  normal  hazard  to  the  pro- 
gram. The  Board  may  conclude  that  a mem- 
ber is  unacceptable  for  insurance  in  the  program 
or  that  he  is  acceptable  only  if  he  is  willing  to 
pay  a higher  than  normal  premium.  In  arriving 
at  its  conclusions,  the  Board  must  be  guided  by 
the  best  judgment  of  its  members,  arrived  at 
after  weighing  all  the  factors  that  affect  insur- 
ability. 
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METROPOLITAN 


UPSTATE 


General  surgery 
General  practice  and  minor 
surgery 

Internal  medicine 


State 

Society 

Bureau 

$753 

$867 

220 

302 

175 

241 

State 


Society 

Bureau 

$400 

$591 

118 

206 

98 

164 

Every  physician  accepted  as  a new  member 
of  the  Society  is  eligible  to  apply  for  insurance. 
If  a member  has  been  dropped  from  member- 
ship and  is  later  reinstated,  he  may  be  un- 
acceptable for  insurance  because  of  reasons  that 
led  to  his  suspension.  If  a member  has  volun- 
tarily withdrawn  from  the  program  and  re- 
applies, his  loss  experience  while  insured  else- 
where must  be  taken  into  account  in  determin- 
ing his  acceptability. 

With  over  18,000  insured  members  and  a con- 
stantly increasing  number  of  applicants,  it  has 
become  impossible  for  the  Board  to  interview 
personally  all  physicians  whose  practices  ap- 
parently represent  greater  than  normal  hazards 
and  to  review  in  detail  all  their  claims.  To 
assist  the  Board  members  in  their  underwriting 
function,  the  Company  has  agreed  to  make 
available  the  services  of  a qualified  underwriter, 
who  will  give  continuous  scrutiny  to  situations 
as  they  develop  and  make  specific  recommen- 
dations to  the  Board.  Although  most  decisions 
will  be  made  on  the  basis  of  recorded  loss  ex- 
perience and  other  available  data,  any  member 
will  be  granted  an  interview  on  request. 

In  order  to  keep  down  the  rates  for  the  many 
insured  members  who  have  had  no  malpractice 
cases,  the  Board  feels  that  a far  greater  number 
of  insureds  should  be  recommended  to  the  Com- 
pany for  computation  of  a special  rate  com- 
mensurate with  the  indicated  greater  risk. 

While  the  disposal  cost  of  malpractice  cases 
has  increased  greatly,  the  number  of  suits  and 
claims  per  insured  member  has  remained  fairly 
stable.  We  believe  this  can  be  attributed  to 
careful  investigation  of  and  firm  resistance  to 
unwarranted  claims  carried  out  by  representa- 
tives of  the  Company  and  of  the  legal  counsel, 
assisted  by  the  county  malpractice  advisory 
committees.  To  the  members  of  these  com- 
mittees and  of  the  specialist  advisory  com- 
mittees, the  Board  again  expresses  its  sincere 
thanks. 

Respectfully  submitted, 

David  Kershner,  M.D.,  Chairman 

Report  of  Reference  Committee  on 
Organization,  Policies,  and  Legal  Matters: 
The  following  report  was  presented  by  Lester  R. 
Tuchman,  M.D.,  chairman. 

The  committee  wishes  to  commend  the  con- 
tinuing diligence,  industry,  and  effective  work 
of  the  Malpractice  Insurance  and  Defense 
Board.  In  an  important  and  delicate  area,  this 
Board  continues  to  function  with  such  excellence 
that  the  absence  of  controversy  about  its  deci- 
sions tends  to  obscure  the  significance  of  its 
activities. 

Sessions  of  the  Malpractice  Insurance  and 


Defense  Board  have  been  attended  by  members 
of  the  reference  committee.  Its  report  bears 
close  and  attentive  reading.  The  committee 
wishes  to  re-emphasize  the  utility  of  consulta- 
tion in  the  prevention  of  malpractice  actions, 
the  necessity  for  maintaining  good  patient-doctor 
relationships,  and  the  exercise  of  extreme  care 
in  the  use  of  our  newer,  powerful  drugs  and  of 
diagnostic  tests  with  a potential  for  untoward 
reactions. 

The  committee  recommends  that  the  members 
of  the  Society  consider  for  themselves  the  use- 
fulness of  the  added  protection  which  the  so- 
called  umbrella  policies  give  against  the  con- 
tingency of  an  unusually  high  award  in  a mal- 
practice action.  Limits  of  $1, 000, 000 '$1,500, - 
000  are  available  under  the  State  Society’s 
Professional  Liability  Insurance  Program  for 
relatively  small  additional  premiums. 

The  reference  committee  wishes  to  thank 
the  hard-working  members  of  the  Board. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

Legal  Counsel 

To  the  House  of  Delegates,  Gentlemen: 

This  is  my  twenty-fourth  annual  report  to  the 
Medical  Society  of  the  State  of  New  York. 
Upon  graduation  from  Columbia  Law  School 
in  June  of  1928,  I entered  the  employ  of  Lloyd 
Paul  Stryker,  who  was  then  counsel  to  the 
Medical  Society,  and  when  he  resigned,  I 
continued  with  Lorenz  J.  Brosnan,  who  was 
his  successor.  When  Lorenz  died,  I was 
appointed  counsel. 

Robert  J.  Bell  and  Harold  Shapero,  my  two 
senior  associates,  have  both  had  a long  and 
distinguished  career  in  this  office. 

Robert  J.  Bell,  the  attorney  for  the  Society, 
was  admitted  to  practice  in  1933  and,  except 
for  a period  spent  as  a lieutenant  in  the  Navy 
during  World  War  II,  has  been  with  this 
office  continuously. 

Harold  Shapero  was  a clerk  in  the  office  of 
Lloyd  Paul  Stryker  while  attending  Brooklyn 
Law  School,  and  from  the  time  of  his  admission 
to  practice  stayed  with  Mr.  Stryker  until 
several  years  before  the  latter’s  death.  Mr. 
Stryker  and  I were  very  dear  friends,  and 
with  his  enthusiastic  blessing  Harold  came  to 
work  for  this  office.  I am  proud  of  the  fact 
that  both  Bob  and  Harold  are  members  of  the 
American  College  of  Trial  Lawyers.  They 
are  almost  continuously  in  court  and  are 
held  in  the  highest  regard  not  only  by  the 
judiciary  and  our  clients  but,  just  as  important, 
by  our  opponents.  Shortly  before  I wrote  this 
report,  each  of  them  finished  a long  and  very 
involved  trial,  and  the  reward  was  a jury 
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verdict  for  each  of  our  clients. 

John  J.  DeLuca  has  been  with  us  for  twenty- 
six  years.  He  conducts  a great  many  exam- 
inations before  trial  and  helps  with  the  prep- 
aration of  cases  and  the  management  of  appeals. 
He  is  a very  shrewd  and  kindly  consultant  and 
he  is  a source  of  great  comfort  to  our  clients. 

We  have  had  for  several  years  a branch  office 
at  847  James  Street,  Syracuse,  so  that  doctors 
upstate  may  have  our  service  readily  available. 
Donald  J.  Fager,  who  has  been  with  us  for 
twelve  years,  runs  that  office.  After  graduat- 
ing from  Notre  Dame  University,  he  entered 
New  York  University  School  of  Law  and  was  on 
the  Law  Review.  Shortly  after  coming  with 
us  he  started  to  try  cases,  and  I feel  that  he  is 
now  one  of  the  finest  young  advocates  in  this 
State.  In  addition  to  many  trials  in  the 
metropolitan  area,  he  has  for  the  last  several 
years  been  engaged  in  the  management  and  trial 
of  our  upstate  litigation.  He  is  held  in  the 
highest  regard  by  the  upstate  bar  and  bench. 

Anthony  Louis  Schiavetti  has  now  been 
with  us  for  six  years.  He  has  taken  on  an 
increasing  number  of  trials  as  well  as  assisting 
with  the  general  detail  work  in  the  office. 

Within  the  last  year  and  a half  Miles  F. 
McDonald,  Jr.,  and  Benjamin  Ira  Gertz,  who 
were  associated  with  this  office,  have  left  us. 
Both  of  them  are  now  associated  with  other 
firms  in  the  city.  We  think  very  highly  of  them 
and  wish  them  well. 

Daniel  Boone,  Jr.,  is  now  in  his  third  year 
of  service.  He  has  tried  several  Supreme  Court 
cases  and  has  done  a good  deal  of  Appellate 
work  and  conducted  many  examinations  before 
trial. 

George  van  Setter,  who  was  a Root  Tilden 
Scholar  at  New  York  University  School  of 
Law,  has  been  admitted  to  practice  since  my 
last  report.  He  has  argued  a number  of  mo- 
tions for  us,  written  appeals,  and  conducted 
examinations  before  trial. 

I am  pleased  to  say  that  we  have  four  addi- 
tions to  our  staff  of  recent  date.  Francis  P. 
Bensel,  a graduate  of  Holy  Cross  College  and 
Fordham  University  School  of  Law,  was  as- 
sociated with  the  Dunnington  law  firm  for 
six  years,  and  desirous  of  becoming  more  active 
as  a trial  lawyer,  came  with  us.  In  the  months 
that  he  has  been  here  he  has  already  tried 
several  cases  and  has  been  a great  help  to  us  in 
many  ways. 

Robert  G.  Harley,  a graduate  of  Georgetown 
University  and  Columbia  Law  School,  after  a 
short  apprenticeship  with  another  law  firm, 
joined  us  and  shortly  thereafter  was  admitted 
to  practice  law.  He  has  conducted  a number 
of  examinations  before  trial. 

Frances  C.  Cassebaum  was  graduated  from 
Bryn  Mawr  College  and  Michigan  Law  School. 
During  the  summer  after  her  second  year  in 
law  school  she  worked  for  us,  and  upon  grad- 
uation returned.  She  recently  passed  her  bar 
examination. 

Walter  G.  Alton,  Jr.,  a graduate  of  Yale 
University  and  Columbia  Law  School,  was 
scheduled  to  come  with  us  upon  his  graduation, 
but  first  put  in  a stint  with  the  Coast  Guard 


and  has  just  come  to  work.  He  is  studying  for 
his  bar  examination. 

Everything  I said  last  year  about  attending 
the  meetings  of  the  Council,  the  Board  of 
Trustees,  and  the  House  of  Delegates  continues 
in  pretty  much  the  same  pattern,  except  that 
there  seem  to  be  more  meetings  all  the  time 
because  of  the  complex  problems  that  face 
organized  medicine. 

There  are  many  county  malpractice  com- 
mittee meetings  to  attend.  Don  Fager  at- 
tends most  of  those  upstate.  The  metropolitan 
and  suburban  ones  are  attended  by  various 
members  of  the  staff.  We  try  to  divide  this 
work  because  the  sessions  are  almost  invari- 
ably held  in  the  evening,  and  it  is  much  better 
if  no  one  member  of  the  staff  is  asked  to  do  too 
much  additional  evening  work  in  any  given 
week.  However,  we  seek  to  obtain  so  far  as 
possible  a continuity  of  attendance  by  assign- 
ing one  man  to  repeated  meetings  of  the  same 
committee.  This  is  advisable  because  dis- 
cussions of  a particular  situation  have  a tend- 
ency to  carry  over  from  one  meeting  to  the 
next. 

I mentioned  last  year  that  I was  engaged  in  a 
protracted  trial  on  three  different  occasions 
involving  a dispute  between  a member  of  the 
staff  of  a hospital  and  the  hospital.  The 
matter  was  finally  disposed  of  in  favor  of  the 
hospital,  but  because  there  is  the  possibility  of 
an  appeal,  I do  not  deem  it  appropriate  to 
discuss  the  matter  in  detail  at  this  time,  but 
it  was  very  time  consuming.  Also,  I spent  many 
days  on  several  intramural  medical  society 
disputes  wherein  the  participants  sought  our 
advice.  I attended  several  meetings  of  the 
Judicial  Council  of  the  Society. 

We  attend  all  meetings  of  the  Malpractice 
Insurance  and  Defense  Board,  and  there  is  a 
continuing  heavy  load  of  work  as  the  volume 
of  claims  and  cases  is  on  the  rise. 

In  addition  to  the  county  malpractice  com- 
mittee meetings  we  attend,  we  were  asked  to 
participate  in  many  symposiums  given  by 
various  organizations.  Some  of  these  include 
the  Medical  Assistants  Society  of  Bronx 
County,  the  clinical  conference  at  the  Methodist 
Hospital  of  Brooklyn,  the  New  York  City 
Casualty  Insurance  Claim  Managers  Council, 
the  Society  of  Plastic  Surgeons  of  Upstate 
New  York,  the  Suffolk  County  Dental  Society, 
the  Westchester  County  Medical  Society,  the 
New  York  State  Society  of  Pathologists,  the 
New  York  University  School  of  Law,  and  the 
Brooklyn-Cumberland  Medical  Center. 

Malpractice.  Not  only  the  medical  pro- 
fession but  all  the  professions  are  seriously 
concerned  about  their  exposure  to  malpractice 
litigation.  The  Wall  Street  Journal  (May  31, 
1966)  is  quoted  as  saying:  “Higher  rates  for 
professional  liability  insurance  will  go  into 
effect  tomorrow  in  several  states  as  a result  of 
sharply  rising  claim  costs,  the  National  Bureau 
of  Casualty  Underwriters  announced.  The 
bureau  said  ‘substantial’  losses  had  been  in- 
curred underwriting  physicians’  and  surgeons’ 
liability  policies  and  that  ‘the  claim  situation  for 
lawyers’  liability  has  become  (so)  critical  that 
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very  few  bureau  companies  now  underwrite 
this  business.’  Higher  claim  costs  also  were 
reported  for  coverage  of  dentists,  chiropodists, 
and  hospitals.” 

This  situation  is  attributed  to:  “higher 

costs  to  a rising  number  of  malpractice  suits,  a 
proportionate  increase  in  suits  decided  against 
professionals  and  generally  larger  damage 
awards.  . . . Losses  and  expenses  on  phy- 
sicians policies  were  $136  for  each  $100  in 
premiums,  and  that  for  surgeons  they  were 
$125.20  per  $100.  . . . The  break-even  point 

for  these  types  of  policies  is  $54  per  $100.  A 
raise  of  28.6  per  cent  for  lawyers’  policies  will  go 
into  effect  in  such  states  as  Connecticut, 
Illinois,  Michigan,  Virginia,  and  the  State  of 
Washington.  Hospital  rates  for  coverage  were 
going  up  from  10  to  25  per  cent  while  chirop- 
odists in  39  states  will  pay  a flat  42.9  per  cent 
more  for  malpractice  protection.” 

There  have  been  an  increasing  number  of 
cases  involving  architects,  engineers,  and  ac- 
countants. The  accounting  profession  has 
been  in  the  limelight  much  of  late  because  of 
several  rather  spectacular  business  failures 
wherein  a number  of  victims  have  charged  that 
the  accounting  practices  employed  gave  rise  to 
a much  less  than  candid  delineation  of  the 
assets  and  liabilities  of  the  companies  involved. 
This  has  led  to  a discussion  in  the  accounting 
profession  of  improvement  and  standardization 
of  practices  used. 

There  was  recently  an  interesting  collection 
of  druggists’  liability  cases,  and  I will  cite  a 
couple  of  them.  In  Thomson  v.  Rexall  Drug 
{1965),  a California  case,  the  plaintiff  had 
suffered  for  many  years  from  arthritis  and 
had  been  on  cortisone.  She  had  her  pre- 
scriptions regularly  filled  by  the  defendant’s 
druggist.  She  brought  a prescription  to  them 
for  cortisone  and  hydroDiuril  pills,  which  were 
pink.  On  a refill  she  was  given  white  or  yellow 
pills.  She  used  these  for  one  month,  got 
worse,  and  when  she  returned  the  bottle  she 
was  told  by  one  of  the  defendant’s  druggists 
that  she  had  the  wrong  type  and  was  given  the 
proper  type  of  pills.  The  bottle  with  the 
“wrong  pills”  was  never  seen  again,  nor  was  the 
offending  druggist  ever  identified.  Shortly 
thereafter  the  plaintiff  became  a helpless 
invalid  and  a diagnosis  was  finally  made  of 
“vasculitis”  (in  addition  to  the  pre-existing 
diseases).  The  jury  found  in  favor  of  the 
plaintiff  to  the  tune  of  $75,000,  and  this  was 
affirmed  on  appeal.  The  recovery  was  based 
on  allegations  of  both  negligence  and  breach  of 
warranty.  Plaintiff  produced  one  expert  who 
theorized  that  the  cause  of  the  vasculitis  was 
probably  an  allergic  reaction  to  whatever 
type  of  wrong  medicine  she  got,  even  though  not 
identified.  In  spite  of  the  fact  that  numerous 
experts  for  the  defense,  including  her  treating 
physician,  gave  testimony  to  the  contrary,  the 
Appellate  Court  held  there  was  sufficient 
conflict  so  that  the  matter  remained  a jury 
question.  This  case  is  of  interest  to  show  on 
what  nebulous  basis  it  is  possible  to  reach  a 
jury  in  a malpractice  case. 

The  case  of  Boudot  v.  Schwallie  involved  the 


eternal  bugaboo  of  lack  of  proper  communica- 
tion over  the  telephone  where  both  the  physi- 
cian and  the  druggist  were  held  for  negligently 
filling  a prescription  causing  brain  damage  which 
resulted  in  a verdict  of  $165,000. 

Another  case,  Niswander  v.  Walgreen  Co., 
involved  a nineteen-year-old  girl  who  was 
awarded  $70,000  where  a prescription  mix-up 
resulted  in  her  taking  anticoagulants  which 
made  her  hemorrhage  when  the  intention 
was  to  prescribe  weight-reducing  pills.  Any- 
one interested  in  this  whole  subject  matter  can 
read  “Liability  for  Negligence  of  Pharmacists,” 
12  Vanderbilt  Law  Review  695  (June,  1959). 

At  least  one  case  that  we  had  during  the  last 
year  seems  to  fit  in  at  this  point  although  it  did 
not  involve  a druggist.  A general  practitioner 
had  a large  bottle  of  formaldehyde  on  a shelf  in 
his  office.  He  had  used  all  but  a small  quantity 
of  it  and,  in  order  to  economize  on  space,  he 
poured  the  remaining  solution  into  a small 
bottle  which  was  unfortunately  labeled  “saline 
solution.”  Sometime  thereafter  an  office  as- 
sistant who  was  not  a nurse  put  the  bottle  on 
his  treatment  table.  When  a young  plasterer 
came  in  with  an  inflammation  of  the  eye,  the 
doctor  applied  what  he  thought  was  saline 
solution,  but  which  was  instead  the  form- 
aldehyde. The  sight  in  the  eye  was  practically 
ruined  and  it  was  cosmetically  disfigured. 
A settlement  in  the  sum  of  $65,000  resulted. 
Insofar  as  possible  bottles  should  not  be  re- 
used, and  wherever  possible  an  application 
should  be  from  an  original  container,  and  the 
doctors  should  examine  it  carefully  before 
applying  the  contents.  A doctor  can  certainly 
control  this  situation  in  his  own  office.  When 
in  a hospital,  if  he  is  given  anything  but  a new 
container  of  a substance,  he  should  apply  all 
his  senses  to  identify  it,  and  I mean  among 
others  sight,  smell,  and  taste. 

Last  year  I quoted  from  Medical  World 
News  a list  of  what  was  then  characterized  as  the 
ten  highest  nationwide  verdicts  and  settle- 
ments in  malpractice  suits.  Since  then  a 
number  of  substantial  verdicts  had  been 
rendered.  There  recently  were  three  infant 
settlements  which  ranged  from  $120,000  to 
$160,000  involving: 

1.  An  attempted  repair  of  an  absent  vagina 
which  led  to  a hysterectomy  in  a fourteen- 
year-old  girl  and  the  further  complication  of  a 
foot  drop  caused  by  an  injection  into  the 
sciatic  nerve; 

2.  Permanent  loss  of  rectal-sphincter  control 
which  followed  an  attempted  repair  of  an 
imperforate  anus;  and 

3.  Total  blindness  in  a nine-year-old  boy 
following  an  attempted  correction  of  congenital 
cataracts. 

The  case  of  Jones  v.  Schumer,  et  al.  was 
decided  in  Kings  County  on  April  1,  1966. 
The  action  was  brought  against  a chiropractor 
and  a physician  and  resulted  in  a verdict 
exonerating  the  physician  and  assessing  $500,- 
000  against  the  chiropractor.  A plaintiffs’ 
bar  bulletin  summarized  it  as  follows:  “The 

chiropractor  manipulated  the  patient’s  back 
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causing  a herniation  of  the  intervertebral  disk 
at  T10-11  and  spinal  cord  damage  with  resulting 
paraplegia.  It  was  the  contention  of  the 
chiropractor  that  the  plaintiff  had  a calcified 
disk  at  the  area  of  herniation,  not  caused  by 
manipulation,  since  no  man  could  generate 
enough  force  to  herniate  a thoracic  disk.  The 
judge  charged  the  jury  that  when  the  chiro- 
practor undertook  to  treat  plaintiff  for  a low 
back  pain,  he  was  practicing  medicine  and  was 
held  to  the  same  standard  as  a medical  doctor.” 
The  physician  was  charged  with  poor  manage- 
ment of  the  case  causing  aggravation  of  the 
injuries  sustained  as  a result  of  the  manipula- 
tion, but,  as  I said,  the  jury  exonerated  him. 
Bob  Bell  of  this  office  represented  the  doctor. 

Recently  in  Westchester  County  there  was  a 
verdict  of  $200,000  rendered  against  a private 
mental  institution  and  the  treating  physician. 
It  was  claimed  that  some  five  months  after  the 
patient’s  discharge  from  the  institution  he  went 
to  the  office  of  the  plaintiff  who  was  an  attorney 
representing  the  former  patient’s  wife.  In 
an  argument  in  the  lawyer’s  office  regarding  the 
wish  of  the  wife  to  get  a divorce,  the  husband 
bit  off  the  nose  of  the  lawyer.  It  was  shown 
that  nearly  $20,000  was  spent  on  plastic  surgery 
and  that  the  treatment  necessary  to  restore 
his  nose  took  over  250  days.  Many  operative 
procedures  were  performed  to  restore  proper 
breathing  and  appearance.  This  matter  is  on 
appeal.  This  case  was  reported  in  the  New 
Rochelle  Standard  Star  newspaper  as  follows: 
“Atty.  Wins  $200,000  by  a Nose.” 

There  was  reference  in  my  last  annual  report 
(see  New  York  State  Journal  of  Medicine, 
January  1,  1966,  page  165)  to  the  case  of 
McDermott  v.  Manhattan  Eye,  Ear  and  Throat 
Hospital,  wherein  the  Court  of  Appeals  sent  the 
case  back  for  a new  trial  after  having  decided 
that  the  plaintiffs  had  a right  to  put  the  de- 
fendant in  a malpractice  case  on  the  stand  and 
ask  him  for  expert  testimony.  Following  that 
decision  by  the  Court  of  Appeals  the  case  was 
retried  and  the  plaintiff  obtained  a verdict  of 
$75,000.  On  June  9,  1966,  the  Appellate 
Division  decided  the  case  as  follows: 

Judgment  reversed  on  the  facts  and  the  law  and 
complaint  dismissed  with  $50  costs  and  disburse- 
ments to  appellants.  Plaintiff  sues  for  malpractice 
in  an  operation  to  transplant  the  cornea  of  plain- 
tiff’s left  eye.  Plaintiff’s  claim  is  based  on  three 
contentions:  choice  of  the  operating  surgeon, 

negligence  in  the  performance  of  the  operation,  and 
that  the  operation  was  contraindicated.  As  to  the 
second  claim,  the  evidence  is  that  the  operation  is 
one  of  extreme  delicacy  requiring  minute  sutures 
on  a curved  surface,  and  during  which  period  the 
transplant  must  be  kept  in  exact  position.  Sta- 
tistics in  evidence  show  that  the  incidence  of  failure 
is  as  high  as  35  per  cent.  There  was  no  evidence  at 
all  to  show  that  the  failure  to  obtain  a favorable 
result  is  indicative  of  either  lack  of  skill  or  careless 
performance.  As  neither  of  these  may  be  deduced 
from  the  fact,  the  verdict  is  without  foundation. 
The  jury  disagreed  on  the  question  of  whether  the 
operation  was  contraindicated.  On  this  branch  of 
the  case,  after  a prior  trial  it  was  decided  that  it  was 
competent  for  plaintiff  to  establish  her  claim  through 
questioning  of  the  defendant  doctors.  This,  plain- 
tiff attempted  to  do,  but  obviously  failed  to  satisfy 


the  jury,  and  we  believe  the  attempt  did  not  even 
raise  an  issue  for  submission  to  them.  It  appears 
without  contradiction  that  prior  to  the  operation 
plaintiff  had  minimal  sight  in  her  left  eye  and  that 
unless  the  operation  was  undertaken  in  a very  short 
period  even  the  remaining  minimum  would  be 
lost  and  she  would  be  totally  blind  in  that  eye. 
The  situation  was  one  of  desperation.  If  nothing 
was  done  blindness  would  soon  ensue.  An  un- 
successful operation  could  produce  no  worse  result. 
Obviously,  an  expectation  of  success  even  less  than 
that  which  might  be  anticipated  under  favorable 
circumstances  would  warrant  going  ahead.  It 
further  appears  that  the  particular  disease  from 
which  plaintiff  was  suffering  has  been  the  subject 
of  intensive  research  in  the  past  decade,  and  certain 
beliefs  professionally  held  and  expressed  in  texts 
have  been  subjected  to  radical  correction.  No  one 
testified  that  in  the  light  of  current  information  the 
operation  would  be  doomed  to  failure;  in  fact,  the 
contrary  was  stoutly  maintained  Support  for 
plaintiff’s  contention  rests  solely  on  the  argument 
made  by  her  counsel  from  his  interpretation  of  the 
medical  texts.  In  view  of  the  situation  in  the  field, 
that  is  not  sufficient  basis  on  which  to  raise  an  issue. 

Subsequent  to  the  above  decision,  an  appeal 
was  taken  by  the  plaintiffs  to  the  Court  of 
Appeals.  The  case  has  been  argued,  and  a 
decision  will  be  forthcoming  soon. 

There  has  recently  been  settled  in  New  York 
for  a total  of  $160,000  a case  involving  a 
number  of  physicians  and  a hospital.  Surgery 
of  the  highest  order  of  skill  had  been  performed 
on  an  elderly  man  for  removal  of  a malignant 
lower  lobe  of  a lung,  but  the  operation  cul- 
minated in  tragedy  because  all  of  the  cyclo- 
propane had  not  been  flushed  out  of  the  patient’s 
lungs  when  a cautery  knife  was  used,  causing  an 
explosion  which  was  fatal  to  the  patient. 

In  New  York  a case  was  just  settled  for 
$150,000.  It  involved  a toxic  neuropathy 
allegedly  produced  by  the  drug  carbarsone. 
While  the  drug  is  usually  quite  safe  in  the 
standard  administration  of  20  pills  over  a 
ten-day  period,  it  was  asserted  that  the  doctor 
neglected  complaints  of  intestinal  upsets,  and 
so  forth,  which  contraindicated  continued  use 
of  this  drug  and  that  he  told  her  to  continue 
until  the  last  of  the  tablets  were  used  up.  The 
plaintiff  who  was  very  sick  to  begin  with  then 
incurred  staggering  hospital  bills  both  at  a 
teaching  institution  and  at  a hospital  for  re- 
habilitation and  is  still  invalided. 

Recently  there  was  tried  a products  liability 
case  where  the  drug  manufacturer  and  a pre- 
scribing doctor  were  sued.  We  represented  the 
latter.  The  charge  was  that  the  drug  manu- 
facturer practiced  deceit  in  reporting  scientific 
tests  done  under  its  auspices,  and  in  addition 
should  have  known  from  early  warnings  of  the 
far-reaching  side-effects  of  the  drug.  The  case 
was  eventually  dismissed  as  to  the  doctor  but  a 
verdict  was  returned  against  the  drug  company 
for  a total  of  $1,200,000,  of  which  $800,000 
was  for  punitive  damages.  The  judge  before 
whom  the  case  was  tried  has  not  as  yet  decided 
the  motions  addressed  to  the  verdict  so  I do  not 
think  it  is  appropriate  to  go  into  any  great 
detail  about  the  case  at  this  time,  but  it  is 
certainly  a warning  of  the  way  the  public 
can  react  to  the  type  of  situations  in  which 
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doctors  are  increasingly  involved. 

I recently  retried  a case  and  was  particularly 
pleased  at  the  defendant’s  verdict.  We  repre- 
sented an  anesthesiologist.  Several  years  ago 
when  the  case  was  tried  for  the  first  time  by  the 
late  Bill  Richardson  of  this  office,  he  obtained  a 
defendant’s  verdict  from  a jury  after  the  case 
had  been  dismissed  as  to  the  surgeon  and  the 
hospital.  No  appeal  was  taken  as  to  the  surgeon 
but  an  appeal  was  taken  as  to  the  hospital 
because  of  the  dismissal  and  the  jury’s  verdict 
in  favor  of  the  anesthesiologist.  The  Appellate 
Division,  Second  Department,  reversed  in  a 
3 to  2 decision,  which  reads: 

In  a medical  malpractice  action,  plaintiffs  appeal, 
as  limited  by  their  brief,  from  so  much  of  a judg- 
ment of  the  Supreme  Court,  Nassau  County,  entered 
October  15,  1964,  as  is  in  favor  of  defendant  hospital 
(upon  the  court’s  dismissal  of  the  complaint  as 
against  the  hospital  at  the  close  of  the  entire  case) 
and  in  favor  of  defendant  Goldsmith  (upon  the 
jury’s  verdict).  Judgment  insofar  as  appealed  from, 
reversed  on  the  law  and  the  facts,  and  a new  trial 
granted  as  against  said  two  defendants,  with  costs  to 
plaintiffs  to  abide  the  event,  the  action  is  severed  as 
to  said  two  defendants. 

No  questions  of  fact  have  been  considered  as  to  the 
defendant  hospital.  In  our  opinion,  plaintiffs 
sufficiently  proved  that  the  injury  occurred  while 
plaintiff  Frances  Matlick  was  under  anesthesia  in 
the  defendant  hospital.  Defendant  Dr.  Gold- 
smith was  the  anesthesiologist.  Unlike  the  situation 
in  Quinones  ».  St.  Vincent's  Hospital  plaintiffs’ 
medical  expert  had  personal  knowledge  of  the  events, 
having  treated  Mrs.  Matlick  some  ten  days  after 
the  occurrence  and  for  several  years  thereafter,  and 
having  participated  in  an  eventual  operation  that 
disclosed  a nerve  condition  specifically  attributed 
to  trauma  by  external  force  occasioned  while  under 
anesthesia  at  the  defendant  hospital  for  an  operation 
unrelated  to  the  area  of  injury.  There  was  sufficient 
history  and  testimony  by  Mrs.  Matlock  to  support 
the  expert’s  opinion. 

It  was  error  to  dismiss  the  complaint  as  against 
the  defendant  hospital  in  view  of  the  above  evidence 
from  which  we  must  draw  all  favorable  inferences  in 
favor  of  plaintiffs.  The  hospital  is  liable  for  any 
negligent  acts  of  its  own  employes  and  the  evidence 
indicates  that  the  hospital  had  concurrent  control 
with  Dr.  Goldsmith  Plaintiffs  are  entitled  to 
have  the  case  go  to  the  jury  on  the  theory  of  res 
ipsa  loquitur  against  both  the  hospital  and  Dr.  Gold- 
smith. For  this  reason  alone  we  are  compelled  to 
hold  that  the  interests  of  justice  require  that  plain- 
tiffs be  granted  a new  trial  against  Dr.  Goldsmith  on 
the  theory  of  res  ipsa  loquitur.  We  would  otherwise 
affirm  the  judgment  as  to  him.  On  this  record,  no 
case  of  ordinary  negligence  can  be  made  out  and  the 
new  trial  should  proceed  solely  on  the  theory  of 
res  ipsa  loquitur. 

Hill,  Hopkins  and  Benjamin,  JJ.,  concur.  Ughetta, 
acting  P.J.  and  Brennan  J.  dissent  and  vote  to 
affirm  the  judgment,  in  so  far  as  appealed  from, 
with  the  following  memorandum:  In  our  opinion, 
the  factual  distinctions  between  Quinones  v.  St. 
Vincent's  Hospital  and  the  instant  case  are  not 
sufficient  to  cause  a different  result  here.  There  was 
no  proof  of  a negligent  act  on  the  part  of  any  of  the 
defendants.  In  resting  upon  the  doctrine  of  res 
ipsa  loquitur,  plaintiff  (Mrs.  Matlick)  was  bound  to 
establish  that  she  sustained  a traumatic  injury 
while  undergoing  the  operation  or  while  recovering 
from  the  effects  of  the  anesthetic  which  had  been 
administered.  There  was  testimony  by  the  anes- 
thesiologist that  plaintiff  had  fully  reacted  at  about 


12:30  p.m.,  when  he  discharged  her  to  the  floor;  by 
the  recovery  room  nurse  that  plaintiff  had  fully 
reacted  before  she  left  the  recovery  room;  by  the 
floor  nurse  that  plaintiff  sat  up  and  put  her  feet  over 
the  bed  at  about  4:00  p.m.;  by  a resident  that 
plaintiff  had  made  no  complaint  of  neck  pain  the 
following  day  when  she  was  discharged;  and  by  the 
gynecologist  that  he  had  no  recollection  of  plaintiff 
having  a complaint  upon  discharge.  As  in  Quinones, 
the  failure  of  a presumably  conscious  plaintiff  to 
testify  as  to  pain  from  the  alleged  traumatic  injury 
on  the  day  of  the  operation  deprived  the  medical 
expert’s  testimony  of  the  necessary  factual  back- 
ground to  fix  the  period  of  unconsciousness  as  the 
time  of  the  injury  and  reduced  his  opinion  on  that 
issue  to  nothing  more  than  speculation.  Accordingly, 
the  judgment  should  be  affirmed,  in  so  far  as  appealed 
from. 

It  is  to  be  noted  that  the  Court  placed  great 
reliance  on  the  opinion  rendered  by  the  doctor 
who  had  taken  care  of  the  patient  shortly 
after  she  left  the  hospital.  This  doctor  ap- 
peared as  a witness  at  the  second  trial.  Space 
does  not  admit  of  my  discussing  the  testimony 
in  full,  but  at  one  place  he  said  that  she  should 
not  have  been  sent  from  the  recovery  room  to 
the  ward  until  her  blood  pressure  had  stabilized. 
The  operation  was  for  the  removal  of  a vaginal 
polyp  and  was  short  in  duration,  and  the  patient 
tolerated  the  procedure  very  well.  We  con- 
tended that  her  blood  pressure  had  stabilized 
and  confronted  him  with  the  record  of  a sub- 
sequent operation  where  he  had  called  in  a 
neurosurgeon  to  do  a spinal  procedure  which  was 
much  longer  than  the  previous  operation,  yet 
the  patient  spent  less  time  in  the  recovery 
room  than  at  our  operation  and  the  blood 
pressure  was  within  a few  milligrams  of  being 
the  same  as  at  the  previous  operation. 

This  put  the  testifying  doctor  in  the  position 
of  being  an  advocate  more  than  an  expert  and 
of  seemingly  going  far  out  of  his  way  to  help 
the  plaintiff’s  cause.  Furthermore,  we  were 
able  to  show  that  unlike  what  the  doctor  said 
the  patient  told  him,  to  wit:  that  when  she 

awoke  from  the  anesthesia  she  was  paralyzed; 
that  she  actually  had  given  a history  prior  to 
the  spinal  operation  to  the  effect  that  the 
paralysis  and  its  attendant  pain  were  not 
present  when  she  came  out  of  the  anesthesia  but 
started  shortly  after  she  left  the  defendant 
hospital. 

Both  the  hospital  represented  by  other 
counsel  and  the  doctor  whom  we  represented 
won  the  case  by  an  11  to  1 jury  verdict  after 
long  deliberation.  We  were  embarrassed  by 
quotations  from  certain  surgical  textbooks  which 
seem  to  indicate  that  it  is  the  duty  of  the  surgeon 
and  the  anesthesiologist  to  stay  with  the  patient 
until  the  patient  responds  from  the  anesthesia 
fully.  I might  say  that  the  judge  before  whom 
we  tried  the  case  had  a strong  feeling  along 
those  lines  himself.  One  thing  we  learned 
during  this  trial  is  that  insofar  as  possible 
elective  surgery  should  not  be  done  on  a Satur- 
day if  it  is  a fact  that  the  recovery  room  is 
lightly  staffed.  In  this  case  it  came  out  that 
while  the  recovery  room  is  staffed  with  several 
people  on  weekdays,  there  is  only  one  present 
on  Saturday. 
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Another  interesting  controversy  was  created 
when  the  administrator  of  the  hospital,  whose 
duties  were  really  confined  mostly  to  the  office, 
testified  that  an  unconscious  patient  can  be 
moved  by  as  few  as  two  people  and  usually  is 
moved  from  the  operating  table  to  a bed  or 
stretcher.  Our  anesthesiologist  said  that  this 
is  not  so,  that  a patient  is  invariably  moved  by 
four  people  with  the  anesthesiologist  carefully 
managing  the  head,  neck,  and  shoulders  and 
is  moved  from  the  operating  table  to  a recovery 
room  bed.  Incidentally,  there  are  several 
textbooks  which  discuss  the  technic  to  be 
employed,  and  these  emphasize  that  four  people 
are  needed  to  move  an  unconscious  person  from 
the  operating  table  to  a bed  or  stretcher: 
one  at  the  head,  one  at  the  feet,  and  one  on  each 
side  of  the  draw  sheet. 

There  was  a recent  upstate  settlement  during 
trial  in  the  sum  of  $90,000  in  a suit  against  a 
hospital,  a surgeon,  and  an  anesthesiologist. 
The  patient  was  a four-year-old  girl  who  wound 
up  with  a peroneal  nerve  paralysis  causing  a 
permanent  foot  drop  which  was  unexplained, 
and  the  case  would  probably  have  gone  to  the 
jury  on  the  theory  of  res  ipsa  loquitur.  The 
plaintiff  contended  that  either  the  child  was 
strapped  too  tightly  or  that  an  injection  into 
the  nerve  caused  the  paralysis. 

A great  many  articles  in  the  field  of  medical 
malpractice  have  been  written  in  legal  pub- 
lications this  last  year.  Illinois  Continuing 
Legal  Education,  July,  1966  issue,  has  an  article 
entitled:  “Liability  of  Physician  for  Defective 
Equipment  and  Contaminated  Drugs.” 

In  the  1966  spring  issue  of  the  University  of 
Florida  Law  Review,  there  appears  an  article 
“Medical  Malpractice  Litigation;  Some  Sug- 
gested Improvements  and  a Possible  Alterna- 
tive,” and  I quote  in  part  therefrom: 

The  Conflict 

From  these  features  of  medical  malpractice  liti- 
gation a heated  controversy  has  arisen  between  the 
medical  profession  and  plaintiffs'  lawyers.  The 
medical  profession  contends  that  the  recent  trends  in 
malpractice  litigation  result  in  increasing  numbers  of 
baseless  claims  against  doctors.  In  general,  phy- 
sicians resent  the  judging  of  their  medical  conduct  by 
a panel  of  laymen  who  are  inherently  sympathetic 
toward  plaintiffs  of  their  own  social  and  economic 
standing  and  unappreciative  of  the  uncertainty  and 
risk  involved  in  medical  practice.  They  distrust  the 
adversary  system  as  a means  of  arriving  at  objective 
fact.  Doctors  generally  hold  in  disdain  the  prac- 
tices of  attorneys  in  manipulating  facts;  attempting 
to  thwart  the  admission  of  evidence  and  invoking 
the  sympathy,  prejudice,  and  emotions  of  juries. 
Viewed  with  particular  contempt  is  the  emerging 
doctrine  of  res  ipsa  loquitur,  which  is  vigorously 
criticized  as  an  artificial  means  of  proof  subject  to 
misapplication  and  abuse.  In  addition  to  the 
financial  effects  of  adverse  judgments  and  increased 
insurance  rates,  the  medical  profession  points  to  the 
damage  to  doctors’  reputations  and  the  influence  on 
medical  practices  as  unjustified  and  dangerous 
consequences  of  the  current  trends, 
s Plaintiff’s  attorneys  reject  the  contention  that 

the  number  of  spurious  claims  and  unwarranted 
recoveries  are  out  of  proportion,  maintaining  in- 
stead that  too  often  malpractice  victims  go  un- 
compensated. They  feel  that  because  of  a special 


status  accorded  the  medical  practitioner  the  law  of 
malpractice  traditionally  favors  physicians  and  con- 
sequently makes  the  plaintiff’s  case  too  difficult  to 
prove.  It  is  further  contended  that  physicians’ 
reluctance  to  testify  is  tantamount  to  a “conspiracy 
of  silence,”  making  the  plaintiff’s  burden  of  proving 
negligence  through  expert  testimony  unduly  heavy. 
As  a partial  remedy  to  this  situation,  it  is  urged  that 
the  application  of  res  ipsa  loquitur  be  expanded, 
forcing  the  defendant  to  come  forward  with  the 
expert  testimony  to  relieve  himself  of  liability. 

Because  of  the  impossibility  of  assessing  the  accu- 
racy of  any  malpractice  determination,  the  contro- 
versy remains  moot.  Adoption  of  proposals  solely 
for  the  purpose  of  protecting  either  physicians  or 
their  patients  would  be  unjustifiable.  Yet,  the 
general  dissatisfaction  displayed  by  both  sides  to 
the  controversy  calls  for  objective  re-examination  of 
the  system. 

As  the  article  develops,  it  is  apparent  that 
there  is  no  simple  solution  to  the  problem  as  all 
alternative  methods  have  certain  disadvantages. 

The  Insurance  Counsel  Journal,  July,  1966, 
contains  an  article,  “Patients,  Litigation  and 
Patience”  by  Harley  J.  McNeal  of  Cleveland, 
Ohio,  and  two  passages  from  this  article  express 
some  of  the  reasons  why  this  type  of  litigation 
has  increased: 

...  As  our  population  increases,  we  find  the 
number  of  malpractice  claims  and  lawsuits  have 
increased  proportionately.  The  public  is  “insurance 
conscious.”  The  majority  of  the  “average  citizens” 
believe  anyone  who  has  been  injured  regardless  of 
fault  is  entitled  to  initiate  legal  action  and  to  recover 
damages  if  at  all  possible.  As  a result,  many 
defendants,  including  physicians  sued  in  malpractice 
actions,  are  needlessly  and  expensively  dragged 
through  the  courts.  At  present,  our  courts  seem 
inclined  to  favor  the  injured  and  submit  the  issues  of 
negligence  and  damages  to  juries  for  determination 
when  there  is  only  the  slightest  proof  of  negligence 
before  the  court.  Inasmuch  as  our  courts  handle 
malpractice  actions  in  the  same  manner,  it  is  ap- 
propriate at  this  point  to  consider  the  rights,  duties, 
and  obligations  of  the  physician  to  his  patients. 

. . . Counsel  now  make  a much  more  careful 
preparation  of  their  cases.  Contested  liability 
questions  are  highlighted  and  carefully  demonstrated 
and  explained  to  the  jury  through  the  use  of  expert 
witnesses,  diagrams,  and  other  items  of  objective 
evidence.  Counsel  are  “putting  on”  their  cases 
more  intelligently  in  that  they  make  every  effort  to 
meet  every  item  of  evidence  introduced  by  opposing 
counsel  with  equally  compelling  evidence.  All  the 
medical  and  scientific  information  available  is  used  to 
overcome  or  equalize,  if  possible,  the  medical  evi- 
dence introduced  by  opposing  counsel. . . 

A publication  of  the  plaintiff’s  bar,  the 
American  Trial  Lawyers  Association  News 
Letter,  constantly  brings  to  the  attention  of  its 
members  interesting  new  cases  in  this  field. 
A Georgia  case  was  cited  wherein  a judgment 
for  the  plaintiff  was  affirmed  against  a hospital. 
The  patient,  who  was  paralyzed,  was  a pipe 
smoker  and  his  bed  caught  on  fire.  The  hospital 
was  chargeable  with  knowledge  of  danger  to 
the  plaintiff  from  being  left  alone  smoking  in 
bed.  They  further  held  that  no  negligence 
could  be  attributed  to  the  plaintiff  because  he 
had  limited  use  of  one  hand,  absent  showing  of 
identity  of  one  who  lit  pipe  and  absent  showing 
that  plaintiff  accepted  the  pipe  knowing  that 
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he  would  be  unattended;  contrary  inference 
demanded  that  a paralyzed  paying  patient 
could  expect  and  rely  on  presence  of  attendants 
if  offered  his  pipe. 

In  Montana  in  the  case  of  Johnson  v.  St. 
Patrick's  Hospital,  the  Supreme  Court  over- 
ruled a prior  ninety-four-year-old  decision 
which  held  that  a three  year  malpractice 
statute  of  limitations  starts  to  run  only  from  the 
date  the  patient  discovered  or  should  have 
discovered  that  a surgical  sponge  had  been 
left  in  his  body  by  hospital  employes,  and  not 
from  the  date  of  the  negligent  act. 

Schulz  v.  Feigal,  decided  in  Minnesota  in 
1966,  involved  a patient  who  had  a heart 
disorder  for  several  years.  He  was  being 
treated  by  the  defendant  doctor  for  an  eye 
irritation  by  vitamin  injections.  An  employe 
of  the  defendant  mistakenly  gave  her  an 
injection  of  a mixture  of  vitamins  and  epi- 
nephrine. She  immediately  realized  her  mistake 
and  took  the  patient  to  the  ECG  room  and 
had  her  lie  down.  The  doctor  was  called  and 
after  examining  the  plaintiff  with  a stethoscope, 
he  gave  her  an  injection  of  promazine  hydro- 
chloride to  counteract  the  epinephrine  re- 
action from  which  she  was  suffering.  Her 
condition  improved  and  he  told  her  to  remain 
on  the  cot.  While  alone  in  the  ECG  room,  the 
patient  became  nauseated  and  fell  while  trying 
to  get  to  the  bathroom.  The  trial  court  in- 
structed the  jury  that  the  patient  could  recover 
for  her  injuries  only  if  there  was  negligence  in 
caring  for  her  after  she  was  given  the  drug  to 
counteract  the  effect  of  the  epinephrine.  On 
appeal  the  Court  held  if  the  succession  of 
events  were  unbroken  by  any  event  for  which 
the  patient  could  be  blamed  and  flowed  from 
the  original  negligent  act,  then  evidence  would 
justify  the  jury’s  finding  that  the  plaintiff’s 
fall  was  the  proximate  result  of  the  original 
negligent  misinjection. 

In  the  case  of  Sylvia  v.  Gobeille  a child  sued 
a doctor  because  he  negligently  failed  to  pre- 
scribe gamma  globulin  for  her  mother  despite 
his  knowledge  of  her  exposure  to  German 
measles  with  the  result  that  the  plaintiff  was 
bom  with  certain  physical  defects.  The  Rhode 
Island  Court  of  Appeals  overruled  a sixty-five- 
year-old  inconsistent  case  which  held  that  the 
injuries  must  occur  at  a time  when  the  fetus  is 
capable  of  living  apart  from  the  mother  and 
said  that  damages  could  be  recovered  for  negli- 
gence in  the  treatment  of  the  mother  which 
produced  prenatal  harm  to  the  unborn  infant. 

Recently  an  item  appeared  in  the  daily  press 
about  a New  Jersey  mother  who  claimed  that 
her  doctor  should  have  aborted  her  when  he 
found  that  she  had  German  measles  so  that  she 
would  not  have  given  birth  to  a defective  child. 
A defective  child  bom  of  such  a mother  is  the 
exception  rather  than  the  rule,  and  the  doctors 
did  not  feel  an  abortion  was  warranted.  There 
has  been  no  decision  as  yet,  but  it  is  certainly 
carrying  things  pretty  far  to  try  and  attach 
liability  in  such  a case. 

Several  cases  in  other  states  have  recently 
decided  that  if  a doctor  gives  assurances  after 


treating  a patient  for  some  time,  that  the  pa- 
tient’s injuries  are  stabilized  in  extent,  and  the 
patient  settles  an  automobile  injury  suit  as  in 
one  case  for  $21,140,  and  then  a great  deal 
more  surgery  is  called  for  and  further  disability 
sustained,  an  action  may  still  be  brought  against 
a doctor  even  though  the  original  action  was 
settled.  The  settlement  of  $21,140  was  made 
after  assurances  by  the  defendant  that  the 
patient  would  gain  a “socially  acceptable 
face.”  Unfortunately,  it  became  clear  that  the 
doctor’s  assurances  were  false  and  two  more 
years  of  surgery  followed  with  “macabre” 
results  graphically  portrayed  by  before  and 
after  pictures,  and  three  plastic  surgeons 
testified  on  behalf  of  the  plaintiff  against  the 
physician  defendant. 

A significant  Illinois  case  involving  the  re- 
sponsibility of  a hospital,  a doctor,  and  nurses  is 
Darling  v.  Charleston  Community  Hospital, 
and  I quote  from  an  article  by  Raymond  D. 
Ogden,  Jr.,  which  appears  in  the  Defense  Re- 
search Institute’s  bulletin,  For  the  Defense. 

Plaintiff  was  admitted  to  the  defendant-hospital 
with  a severely  fractured  leg,  which  eventually  had 
to  be  amputated  as  the  result  of  improper  treatment 
and  care.  The  physician  involved  was  on  the 
hospital’s  emergency  service  but  not  employed  by  the 
hospital.  A cast  was  improperly  applied  and  over 
the  next  fourteen  days,  in  spite  of  warning  signs,  the 
doctor  failed  to  take  timely  remedial  action.  The 
defendant’s  nurses  failed  to  make  constant  checks 
of  the  circulation  in  the  plaintiff’s  legs  as  required. 
There  was  some  reporting  of  the  symptoms  by 
defendant’s  nurses.  However,  all  symptoms  had 
been  noted  on  the  nurses  records  and  the  attending 
physician,  who  was  a general  practitioner,  had  been 
informed  of  plaintiff’s  condition  but  failed  to  act  or 
call  for  consultation  with  a specialist. 

The  court  set  forth  four  bases,  any  one  of  which 
would  support  a finding  of  negligence  on  the  part  of 
the  hospital.  These  were  failure  (1)  to  have  a 
sufficient  number  of  trained  nurses,  (2)  of  the  nurses 
to  bring  the  condition  of  plaintiff’s  leg  to  the  at- 
tention of  the  medical  staff  and  the  hospital  ad- 
ministration, (3)  to  require  consultation  by  the 
hospital  surgical  staff,  and  (4)  to  review  the  treat- 
ment accorded  the  plaintiff  and  require  consultants 
be  called  as  needed. 

I.  CRITERIA  UTILIZED  TO  ASCERTAIN  THE 
STANDARD  OF  CARE  AND  RESULTANT 
DUTIES  THE  HOSPITAL  OWED  THE  PLAIN- 
TIFF: The  court  allowed  the  jury  to  make  use  of 
not  only  custom  in  the  surrounding  area  but  also  the 
standards  (1)  imposed  by  law,  under  Illinois  Health 
Department  Rules  and  Regulations,  and  (2)  self- 
imposed  by  the  hospital  both  in  its  own  bylaws 
and  those  promulgated  by  other  associations  and 
subscribed  to  be  defendant. 

II.  WHO  CURES  THE  PATIENT,  THE 
HOSPITAL  OR  THE  DOCTOR? 

The  Illinois  Court  extracted  a quotation  from  a 
New  York  case,  Bing  v.  Thunig,  to  the  effect  that: 
“Certainly  the  person  who  avails  himself  of  hospital 
facilities  expects  that  the  hospital  will  attempt  to 
cure  him,  not  that  its  nurses  or  other  employes  will 
act  on  their  own  responsibility.” 

The  alleged  negligence  in  Bing  was  that  the  hos- 
pital’s nurses  had  failed  to  remove  linen  which  had 
become  soaked  with  a highly  volatile  substance. 
The  plaintiff-patient  was  injured  when  the  substance 
ignited. 

This  opinion  was  directed  at  the  abolition  of 
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the  veil  of  charitable  immunity  when  injury  results 
from  the  negligence  of  the  hospital’s  agents  who  are 
regularly  employed,  and  salaried  by  the  hospital. 

The  gist  of  Bing  is  that  salaried  personnel,  that  isi 
doctors,  nurses,  interns,  and  so  on,  are  a part  of  the 
hospital  facilities  and  when  a patient  submits  him- 
self to  the  hospital  and  these  employes  care  for  him, 
they  should  be  treated  as  employes  and  not,  in 
essence,  as  independent  contractors. 

This  presents  two  alternatives  in  analyzing 
Darling. 

First,  the  court  has  made  a sweeping  charge  and 
disregarded  all  decisional  law,  which  is  that  a private 
physician  is  not  an  employe  of  a hospital.  The 
court  in  Darling  has  equated  the  doctor  to  an  em- 
ploye because  the  hospital  had  provided  him,  assigned 
him  to  the  patient,  and  held  him  out  to  the  world  as  a 
competent  physician. 

The  second  alternative  is  that  the  court  in  Darling 
has  extracted  a quote  out  of  context  and  as  an 
end  result,  favored  language  over  reason  and  anal- 
ysis. It  has  applied  the  language  of  another  court 
without  clarification  to  a situation  not  intended  by 
the  authoring  court. 

This  still  leaves  the  question  unanswered  as  to 
whether,  when  a patient  is  admitted  into  a hospital 
by  his  private  physician  and  there  is  an  absence  of 
negligence  on  the  part  of  employes  of  the  hospital, 
nurses,  interns,  and  so  on,  but  the  doctor  is  the  sole 
source  of  negligence,  the  hospital  is  still  liable  for 
having  allowed  the  doctor  to  use  its  facilities? 

III.  THE  DARLING  OPINION  v.  REALITY 

Darling  would  impose  at  least  two  duties  on 
nurses.  Aside  from  being  competent  and  being  able 
to  recognize  a deterioration  in  the  plaintiff’s  condi- 
tion, the  nurses  would  have  the  duty  to  (1)  inform 
the  physician,  with  which  there  is  no  quarrel,  and 
(2)  if  the  doctors  fail  to  act,  to  advise  the  hospital 
authorities  so  that  appropriate  action  might  be 
taken,  that  is,  consultation  or  other  remedial  action. 

This  second  duty  has  been  recognized  in  emergency 
situations.  However,  the  problems  arising  out  of 
such  an  imposed  duty  are  that  (1)  it  requires  a 
nurse  to  second-guess  the  doctor  and  in  effect 
practice  medicine  when  she  decides  that  the  doctor 
is  not  discharging  his  duty  to  the  patient,  and  (2) 
this  places  the  nurse  in  a position  of  literally  jeop- 
ardizing her  very  mode  of  existence.  She  must 
“buck”  many  years  of  established  medical  protocol 
by  going  over  the  attending  physician’s  head  when 
she  believes  such  physician  is  not  discharging  his 
duty. 

The  problem  is  as  to  where  the  line  is  to  be  drawn. 
At  what  point  is  the  nurse  to  go  over  the  doctor’s 
head?  What  criteria  are  there? 

It  would  appear  that  Darling  has  imposed  an 
unconscionable  burden  upon  the  nurses  by,  in 
effect,  requiring  them  to  not  just  report  to  their 
supervisor,  but  to  go  all  the  way  to  the  medical 
staff  or  administrator.  Their  failure  to  do  so  may 
well  result  in  liability  on  the  part  of  the  hospital. 

One  of  the  most  interesting  discussions  of  the 
human  factors  that  enter  into  the  treatment  of 
patients  and  sometimes  cause  lawsuits  is  con- 
tained in  the  dissenting  opinion  of  Judge 
Achor  in  the  Indiana  case  of  Ball  Memorial 
Hospital  v.  Freeman  from  which  I quote  in 
part: 

The  care  and  treatment  of  the  patients  involves 
first,  and  foremost,  the  doctor,  over  whom  the 
hospital  has  very  little  control.  There  are  interns, 
over  whom  the  hospital  may  have  more,  but  very 
little  control.  There  are  nurses,  upon  whom  the 
hospital  must  rely  primarily  for  the  care  and  treat- 


ment of  the  patients.  Yet,  the  nurses  are  also 
under  the  control  of  the  doctors  whose  patients  are 
the  patients  of  the  hospital.  Then,  there  are 
student  nurses,  nurses’  aids,  practical  nurses,  volun- 
teers, orderlies,  a veritable  galaxy  of  human  person- 
alities of  varying  skills,  upon  whom  the  hospital 
must  rely. 

Consider  the  human  errors  which  might  reasonably 
result  in  the  limited  area  of  the  communication  be- 
tween doctor  and  nurse,  over  which  the  hospital 
would  have  almost  no  control.  The  handwriting 
of  doctors  is  notoriously  illegible.  Because  of  this 
illegibility,  and  the  practice  of  doctors  to  use  ab- 
breviations in  their  written  prescriptions,  a nurse 
may  confuse  digitoxin  with  digoxin  (or  digitalis). 
She  confuses  the  abbreviation  for  gram  (gm.)  or  the 
abbreviation  for  teaspoonful  (tsp.)  for  tablespoon 
(tbs.).  Or,  she  mistakes  the  direction  for  an  in- 
travenous injection  (IV)  with  that  for  an  intra- 
muscular injection  (IM). 

Similar  errors,  rooted  in  human  frailty,  might 
occur  when  a nurse  calls  a doctor  by  'phone  regarding 
the  condition  of  a patient  and  medication  is  on  an 
oral  or  telephone  order.  For  example,  a doctor 
may  say  castor  oil,  but  a nurse  hears  camphor  oil. 
He  says  15  milligrams  of  a drug,  but  she  under- 
stands it  is  as  50  milligrams.  He  says  argyrol; 
she  interprets  it  as  agoral.  He  says  pavatrine; 
she  hears  it  as  papaverine.  He  says  signemycin,  she 
hears  it  as  sigmagen. 

To  complicate  all  this,  there  is  the  unremitting 
pressure  of  a shortage  of  nurses  and  the  multiplicity 
of  new  drugs,  and  of  patients.  The  nurse  has 
increasingly  little  time  to  handle  her  duties,  yet, 
she  must  know  much  more  about  many  more  drugs 
than  ever  before.  In  the  ten-year  period  from 
1951  through  1960,  it  is  said  that  an  average  of  357 
new  drugs  and  106  new  dosage  forms  (ampules,  for 
example,  instead  of  tablets)  were  produced  every 
year.  It  has  been  estimated  that  three  out  of  every 
four  prescriptions  written  today  are  for  drugs  and 
drug  forms  that  did  not  exist  twenty-five  years  ago. 
It  is  difficult  enough  for  trained  pharmacists  to 
keep  pace  with  all  the  new  drugs  and  their  uses. 
It  is  still  more  difficult  for  nurses,  who  have  many 
other  duties  besides  their  pharmacy  work  which 
they  are  required  to  do  as  professionals,  in  the 
employ  of  hospitals. 

Or  consider  the  circumstance  where  the  patient 
himself  is  largely  responsible  for  his  own  injury  or 
fatality.  There  is  the  patient  who  wilfully  refuses  to 
follow  the  instructions  of  the  nurses.  He  may 
secretly  take  food,  alcohol,  narcotics,  or  other  drugs 
which  are  prohibited  to  him.  Or  he  may  profess 
to  take  medication  which  he  does  not  take.  He  may 
get  out  of  bed  and  overexert  himself,  or  open  a 
window  and  overexpose  himself,  from  which  com- 
plications, such  as  pneumonia  and  death,  may  occur. 
In  each  of  these  events  the  cause  of  injury  or  death 
would  probably  remain  unknown  to  the  manage- 
ment of  the  hospital  and  might  remain  unknown  to 
its  agents  and  servants. 

Too,  there  is  the  known  fact  that  the  human 
body  is  such  that  it  responds  differently  to  the 
same  medication  and  treatment.  Thus,  untoward 
results  frequently  occur,  which  are  beyond  explana- 
tion.. . 

The  so-called  doctrine  of  “informed  consent” 
has  perplexed  the  profession  of  late.  I know 
this  because  when  I am  asked  to  speak  on  the 
problems  of  malpractice,  questions  are  asked 
about  it.  The  plaintiffs’  attorneys  are  in- 
creasingly pleading  the  lack  of  knowledgeable 
consent  and  I have  written  about  it  before, 
but  there  have  been  some  cases  of  recent  date 
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that  are  worth  calling  attention  to. 

In  the  Florida  case  of  Ditlow  v.  Kaplan,  the 
District  Court  decided  that  a physician  must 
adequately  inform  a patient  that  an  operation 
carries  some  danger.  Whether  he  must  spe- 
cifically name  the  risks  depends  on  the  standard 
of  practice  in  the  individual  community. 
Involved  was  a puncture  of  the  esophagus 
during  the  course  of  a gastroscopic  procedure, 
and  the  trial  judge  was  held  correct  in  directing 
a verdict  in  favor  of  Dr.  Kaplan,  because 
of  the  plaintiff’s  failure  to  show  “that  it  was 
accepted  practice  among  gastroenterologists 
and  physicians  of  the  defendant’s  standing  in 
the  community  to  advise  the  patient  of  the 
specific  risk  of  esophageal  perforation.” 

In  an  Arizona  case  Dr.  Shetter  of  Tucson,  an 
ophthalmologist,  was  sued  because  he  had  not 
warned  the  patient  that  glaucoma  might 
result  from  a cataract  operation.  A verdict  of 
$10,000  was  returned.  It  was  brought  out 
that  the  doctor  had  explained  the  operation  in 
detail  and  the  patient  had  undergone  a second 
operation  for  cataracts  on  her  other  eye  by 
another  surgeon.  The  appeals  court  concluded 
that  informed  consent  occurs  “if  the  consentor 
understands  substantially  the  nature  of  the 
surgical  procedure  and  the  possible  results  of 
the  operation.”  Therefore,  it  voided  the 
judgment  against  Dr.  Shetter. 

In  the  case  of  Grosjean  v.  Spencer  the  Iowa 
Supreme  Court  decided  that  a surgeon  need  not 
tell  his  patient  of  all  the  potential  risks  in  an 
impending  operation,  and  this  was  the  first 
review  by  the  Iowa  Supreme  Court  of  what 
constitutes  “informed  consent.”  A complete 
disclosure  of  all  possible  eventualities,  the  court 
said,  “could  so  alarm  the  patient  that  it  would, 
in  fact,  constitute  bad  medical  practice.” 
This  suit  was  brought  by  the  widow  of  a fifty- 
nine-year-old  patient  who,  after  x-rays  revealed 
a small  tumor  on  the  left  colon,  was  advised  to 
have  immediate  surgery.  The  patient  was 
wary  but  the  doctor  carefully  explained  the 
tumor  could  grow  causing  a bowel  obstruction. 
The  patient  consented.  The  tumor  proved  to 
be  malignant. 

Grosjean  progressed  for  two  weeks  after 
surgery  when  he  relapsed.  A bleeding  gastric 
ulcer  and  extensive  peritonitis  were  disclosed  in 
a second  operation  that  was  performed  by 
another  surgeon,  and  Grosjean  died.  The 
widow  contended  that  Dr.  Spencer  had  misled 
her  husband  as  to  the  possible  consequences  of 
the  operation,  and  had  not  disclosed  the 
possibility  of  cancer.  The  trial  court’s  directed 
verdict  of  acquittal  was  sustained. 

At  times  a very  simple  precaution  would 
avoid  a claimed  lack  of  informed  consent  on 
behalf  of  the  patient.  For  instance,  in  one  of 
the  infant  plaintiff  settlements  mentioned 
above,  the  father  claimed  that  he  and/or  the 
mother  had  not  been  told  the  child’s  right 
eye  was  to  be  operated  and  that  only  the  left 
eye  was  cataractous.  The  consent  form  signed 
at  the  hospital  was  so  general  in  trend  that  it 
purported  to  authorize  the  surgeon  to  do 
whatever  surgery  was  necessary.  It  might 
have  had  written  in  “on  right.”  Such  a simple 


precaution  would  have  removed  that  contro- 
versial issue  from  the  case.  It  was  also  brought 
out  that  although  the  doctor  had  given  the 
father  a letter  to  take  to  the  hospital  in  which 
it  was  stated  that  he  was  going  to  operate  on 
the  right  eye,  the  father  said  he  never  opened 
the  letter  and  just  delivered  it  to  the  admission 
office.  The  resident  who  examined  the  child 
characterized  the  pathology  as  a “posterior 
polar  cataract”  which  condition  according  to 
authorities  needs  no  surgery.  The  defendant 
said  the  child  had  a different  type  of  cataract 
which  affected  both  eyes.  After  he  operated  a 
number  of  times,  and  on  both  eyes,  he  still  did 
not  tell  the  parents  that  useful  sight  had  been 
lost,  and  when  other  doctors  made  that  clear, 
the  parents  sued  him.  The  use  of  Latin 
abbreviations  such  as  “o.d.”  for  the  right  eye 
and  “o.s.”  for  the  left  eye  are  at  times  confusing. 
They  assume  knowledge  on  the  part  of  all 
hospital  personnel  which  is  not  always  present. 

Many  experiences  could  be  cited  to  prove 
that  the  best  way  to  avoid  a claim  of  lack  of 
informed  consent  is  to  specify  in  the  consent 
form  the  type  of  treatment  to  be  rendered  and 
make  sure  the  patient  understands  what  is  to 
be  done.  This  especially  applies  in  cases 
involving  correction  of  hearing  defects  where 
there  is,  by  the  very  nature  of  the  ailment, 
limited  communication  between  the  doctor 
and  the  patient.  No  one  could  ever  urge  that 
a consent  to  operate,  no  matter  what  language 
pertaining  to  release  or  indemnification  it  may 
contain,  is  anything  more  than  evidence  that 
the  patient  agreed  to  surgery,  but  the  document 
is  immensely  improved  by  some  specific  refer- 
ence to  the  procedure  contemplated.  Where 
abdominal  surgery  may  involve  the  removal  of 
all  or  part  of  the  sexual  organs,  an  agreement  in 
writing  that  the  surgeon  is  authorized  to  do 
so,  if  advisable,  is  most  comforting  should  the 
patient  later  claim  lack  of  consent. 

To  show  the  exaggerated  extent  to  which  this 
doctrine  is  being  pleaded,  a complaint  was 
served  on  several  doctors  alleging  a lack  of 
informed  consent  because  the  plaintiff  got 
serum  hepatitis  from  a series  of  blood  trans- 
fusions which  were  life  saving,  and  he  had  not 
been  told  such  a complication  might  ensue. 
This  is  done  in  an  attempt  to  overcome  apel- 
late decisions  which  refuse  to  apply  warranty 
principles  to  a blood  transfusion. 

Recently  a fellow  attorney  showed  me  a 
proposed  form  of  consent  for  surgery  which 
was  so  gruesome  in  particularizing  all  of  the 
complications  that  might  ensue  that  I am  sure 
no  impressionable  person  would  sign  it.  Com- 
mon sense  and  the  usual  standard  of  practice 
in  the  community  must  play  a large  part  in  the 
decision  as  to  just  what  a patient  should  be 
told,  and  this  may  very  well  vary  from  patient 
to  patient. 

An  author  recently  pointed  out  what  it  is  the 
patients  want  most.  They  are  not  complaining 
so  much  about  the  quality  of  the  therapy  ren- 
dered but  about  the  manner  in  which  they  are 
handled  from  a standpoint  of  understanding  and 
simple  courtesy.  I have  said  over  and  over 
again  that  even  where  there  is  an  untoward 
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happening,  it  can  be  managed  much  better  if 
sympathy  and  candor  are  practiced  by  the  pro- 
fessional personnel.  The  patient  reacts  much 
better  to  adversity  if  he  feels  that  the  best 
efforts  of  the  staff  are  being  made  in  his  be- 
half. What  I have  said  about  the  reaction  of 
the  patient  to  the  doctor  is  also  true  of  the  jury 
to  a doctor  who  is  on  trial  in  a malpractice  case. 
Recently  we  called  a defendant  to  the  stand. 
The  jury  knew  that  he  had  been  up  a good  part  of 
the  night  taking  care  of  an  emergency.  When 
the  lawyer  started  to  shout  and  yell  at  him,  the 
doctor,  who  had  been  answering  without  any 
attempt  at  evasion,  said:  “Please  don’t  shout 
at  me.”  The  jury  told  me  afterwards  that 
they  were  most  sympathetic  to  him  and  re- 
sented the  attempt  to  abuse  him. 

It  is  a standard  charge  in  a malpractice  case 
that  the  doctor  is  not  held  to  the  highest 
degree  of  care  and  skill  but  only  to  a reason- 
able standard.  We  know  that  this  is  all  most 
judges  and  juries  expect  of  physicians,  but  a 
doctor  is  immeasurably  better  off  if  the  people 
who  are  appraising  his  case  decide  that  on  the 
basis  of  personality  and  character  he  is  worthy 
of  his  calling. 

Acknowledgments.  I wish  to  express  my 
appreciation  to  Henry  I.  Fineberg,  M.D., 
executive  vice-president  of  the  Medical  Society 
of  the  State  of  New  York,  and  J.  Richard 
Burns,  Esq.,  his  assistant,  and  to  all  the  staff 
of  the  Society  who  have  helped  me  with  our 
common  problems. 

I would  also  like  to  express  my  appreciation 
to  Mr.  J.  E.  Linster,  the  vice-president  of  the 
Claim  Department  of  the  Employers  Mutuals 
of  Wausau,  and  to  Messrs.  Marx,  Rogge, 
Hanner,  Bourbeau,  and  Gordon  of  the  New 
York  City  office,  Mr.  Lester  of  the  Buffalo 
office,  Mr.  Bollman  of  the  Syracuse  office,  and 
Mr.  Soderberg  of  the  Rochester  office. 

For  their  capable  management  of  the  State 
Society’s  insurance  program  and  for  their 
patience  with  everyone  in  this  office,  I am  grate- 
ful to  James  Arnold,  Frank  Appleton,  George 
Wright,  and  Thomas  Baldwin  of  H.  F.  Wanvig, 
Inc. 

Respectfully  submitted, 

William  F.  Martin,  Legal  Counsel 

Report  of  Reference  Committee  on 
Organization,  Policies,  and  Legal  Matters: 
The  following  report  was  presented  by  Lester 
R.  Tuchman,  M.D.,  chairman. 

The  lengthy  report  of  legal  counsel  is  a tribute 
to  the  diligence  and  the  high  professional  skill 
of  the  Society’s  counsel  and  his  associates,  and 
we  feel  that  he  has  earned  the  thanks  of  this 
Society. 

The  members  of  the  reference  committee 
would  like  to  point  out  that  if  the  skyrocketing 
costs  of  malpractice  insurance  and  defense  con- 
tinue to  rise,  the  costs  of  insurance  will  shortly 
become  prohibitive.  The  committee  recom- 
mends that  all  necessary  self-policing  aimed  at 
protecting  the  Society’s  members  be  under- 
taken both  at  the  State  and  county  level. 

We  urge  that  each  member  of  the  Society 
read  these  reports  in  detail. 


The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

Bar  Association,  Joint  Committee  with 

To  the  House  of  Delegates,  Gentlemen: 

The  Joint  Committee  of  the  Medical  Society 
of  the  State  of  New  York  and  the  New  York 
State  Bar  Association  consists  of  the  following: 
Medical  Society  of  the  State  of  New  York 
Milton  Helpern,  M.D.,  Chairman.  New  York 

Raymond  J.  Byron,  M.D Schenectady 

Nils  Nordstrom,  Jr.,  M.D Broome 

New  York  State  Bar  Association 

William  F.  Martin,  Esq.,  Chairman 

New  York 

Members  of  the  joint  committee  were  invited 
to  sit  in  on  the  meeting  of  the  Committee  on 
Forensic  Medicine  on  May  10,  1966.  The 
transactions  of  this  meeting  are  recorded  in  the 
annual  report  of  the  latter  committee  which 
dealt  with  (1)  the  proposed  State-wide  medical 
examiner  system  on  a regional  basis  for  New 
York  State  rather  than  a State  medical  exam- 
iner, and  (2)  the  recommendation  that  no  death 
certificate  be  used  for  statistical  purposes  un- 
less the  listed  cause  of  death  is  corroborated  by 
an  autopsy. 

Respectfully  submitted, 

Milton  Helpern,  M.D.,  Chairman 

Report  of  Reference  Committee  on  Or- 
ganization, Policies,  and  Legal  Matters: 
The  following  report  was  presented  by  Lester  R. 
Tuchman,  M.D.,  chairman. 

The  committee  approves  the  report  of  the 
Joint  Committee  with  the  Bar  Association  and 
endorses  its  recommendations. 

The  reference  committee  would  recommend 
to  the  Joint  Committee  with  the  Bar  Association 
further  exploration  of  problems  mutual  to  the 
legal  and  medical  profession. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

Judicial  Council 

To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Judicial  Council  are  as 
follows: 

Edward  T.  Wentworth,  M.D.,  Chairman 

Monroe 

Gerald  D.  Dorman,  M.D New  York 

A.  W.  Martin  Marino,  Sr.,  M.D Kings 

William  P.  Reed,  M.D Westcnester 

William  L.  Wheeler,  Jr.,  M.D..  . New  York 
In  accordance  with  the  requirements  of  Sec- 
tion 1,  Chapter  VI  of  the  Bylaws,  the  Judicial 
Council  held  an  organizational  meeting  on 
February  17,  1966,  immediately  at  the  close  of 
the  annual  meeting  of  the  Society  in  New  York 
City.  Edward  T.  Wentworth,  M.D.,  was 
elected  chairman. 

Walter  T.  Heldmann,  M.D.,  secretary; 
William  F.  Martin,  Esq.,  legal  counsel,  and  J. 
Richard  Burns,  Esq.,  assistant  executive  vice- 
president,  also  attended  the  meeting. 
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On  July  19,  1966,  the  Judicial  Council,  a 
quorum  being  present,  heard  two  appeals,  pur- 
suant to  Section  3 of  Chapter  VI  of  the  Bylaws, 
by  two  physicians  from  decisions  of  the  Medical 
Society  of  the  County  of  Seneca  denying  their 
respective  applications  for  membership  in  that 
society.  Frederick  A.  Wurzbach,  Jr.,  M.D., 
president-elect;  Walter  T.  Heldmann,  M.D., 
secretary;  Henry  I.  Fineberg,  M.D.,  executive 
vice-president;  William  F.  Martin,  Esq., 
legal  counsel,  and  J.  Richard  Burns,  Esq., 
assistant  executive  vice-president,  also  at- 
tended the  meeting. 

The  Judicial  Council,  after  hearing  extensive 
oral  argument  by  the  physician-appellants  and  a 
representative  of  the  county  society,  voted  to 
reverse  the  actions  of  the  county  society  and  to 
remand  the  matters  to  the  county  society  for 
appropriate  action  by  it  to  admit  the  physicians 
to  membership  in  the  Medical  Society  of  the 
County  of  Seneca. 

Respectfully  submitted, 

Edward  T.  Wentworth,  M.D.,  Chairman 

Report  of  Reference  Committee  on  Or- 
ganization, Policies,  and  Legal  Matters: 
The  following  report  was  presented  by  Lester  R. 
Tuchman,  M.D.,  chairman. 

The  report  of  the  Judicial  Council  is  noted  and 
approved. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

Constitution  and  Bylaws  (Annual) 

To  the  House  of  Delegates,  Gentlemen: 

The  Council  Committee  on  Constitution  and 


Bylaws  consists  of  the  following: 

John  E.  Lowry,  M.D.,  Chairman Queens 

E.  Dean  Babbage,  M.D Erie 

Marvin  Brown,  M.D Oswego 


William  F.  Martin,  Esq.,  ex  officio 

New  York 

During  the  year  the  committee  has  studied 
and  reported  to  the  Council  on  amendments  to 
the  bylaws  of  the  Medical  Society  of  the  County 
of  Erie,  a revision  of  the  constitution  and  bylaws 
of  the  Medical  Society  of  the  County  of  New 
York,  and  several  amendments,  including  the 
addition  of  a new  chapter,  to  the  bylaws  of  the 
Sixth  District  Branch. 

At  the  time  of  writing  this  report  the  commit- 
tee has  under  consideration  a proposed  revision 
of  the  constitution  and  bylaws  of  the  Medical 
Society  of  the  County  of  Jefferson.  A supple- 
mentary report  will  be  submitted  to  the  House, 
covering  this  proposed  revision  and  any  other 
proposed  amendments  submitted  in  time  to  be 
studied  by  the  committee  and  acted  on  by  the 
Council  at  its  January  meeting. 

Respectfully  submitted, 

John  E.  Lowry,  M.D.,  Chairman 

Constitution  and  Bylaws  (Supplementary) 

To  the  House  of  Delegates,  Gentlemen: 

Since  our  annual  report,  the  Council,  acting 


on  the  recommendation  of  the  committee,  has 
(1)  approved  an  amendment  to  Article  VIII, 
Section  I of  the  constitution  of  the  Medical 
Society  of  the  County  of  Monroe,  increasing  the 
annual  dues  of  that  society  from  $75  to  $100 
and  (2)  deferred  action  on  a revision  of  the 
constitution  and  bylaws  of  the  Medical  Society 
of  the  County  of  Jefferson.  In  the  latter  case, 
it  was  felt  that  duplication  of  effort  would  be 
avoided  by  withholding  the  committee’s  sug- 
gestions until  after  the  House  of  Delegates  has 
acted  on  proposed  changes  in  the  Bylaws  of  the 
State  Society. 

Respectfully  submitted, 

John  E.  Lowry,  M.D.,  Chairman 

Report  of  Reference  Committee  on 
Organization,  Policies,  and  Legal  Matters: 
The  following  report  was  presented  by  Lester 
R.  Tuchman,  M.D.,  chairman. 

The  reports  of  the  Committee  on  Constitution 
and  Bylaws,  which  deals  with  State  Society  ap- 
proval of  county  society  constitutions  and  by- 
laws, were  read  and  approved. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

New  York  State  Delegation  to  AMA  (Annual) 

To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  delegation  met  in  New 
York  City  on  the  afternoon  of  Thursday,  May 
19, 1966. 

Also,  they  participated  in  the  115th  annual 
convention  of  the  American  Medical  Association 
in  Chicago,  June  26-30,  where  they  attended 
the  meetings  of  the  House  of  Delegates. 

Meeting  of  the  Delegation 

This  conference  was  held  at  the  office  of  the 
State  Society  on  May  19,  for  the  purpose  of 
discussing  our  policies  for  the  AMA  meeting 
in  Chicago. 

Twenty-one  members  of  the  delegation  were 
present;  also,  by  invitation,  the  secretary,  the 
vice-president,  and  members  of  the  staff 
attended. 

The  reports  of  the  meeting  of  the  delegation 
held  on  November  18,  1965,  in  New  York  City, 
and  the  AMA  clinical  convention  in  Phil- 
adelphia, November  28  to  December  1,  1965, 
were  approved  as  published. 

The  delegates’  credentials  were  distributed, 
and  arrangements  were  completed  for  the  trans- 
portation of  the  delegation  to  the  Windy  City. 
Rules  and  regulations  concerning  the  hospitality 
suite  were  announced. 

The  chairman  reported  that  eight  New  York 
delegates  had  been  appointed  to  the  following 
reference  committees:  Amendments  to  Con- 

stitution and  Bylaws,  Executive  Session,  Legis- 
lation and  Public  Relations,  Miscellaneous 
Business,  Public  Health  and  Occupational 
Health,  Sections  and  Section  Work,  Sergeant 
at  Arms,  and  Tellers. 

A number  of  delegates  were  assigned  to  attend 
the  reference  committee  meetings. 

Six  resolutions  mandated  by  the  MSSNY 
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House  of  Delegates  were  reviewed,  and  a seventh 
resolution  presented  by  New  York  County, 
through  Dr.  Goldmark,  was  presented  for 
introduction.  The  latter  was  concerned  with 
the  abuse  of  LSD. 

The  political  picture  was  discussed,  but  no 
definite  decisions  were  made. 

It  was  determined  that  the  New  York  delega- 
tion would  follow  the  Council’s  recommendation 
that  we  oppose  an  increase  in  AMA  dues. 
Also,  it  was  decided  unanimously  to  reaffirm 
that  we  would  adhere  to  the  unit  rule  in  voting 
at  the  AMA  House  of  Delegates. 

The  chairman  called  attention  to  the  Con- 
ference of  Presidents  and  Other  Officers  of 
State  Medical  Associations,  which  was  scheduled 
for  June  26;  Dr.  Givan,  the  president-elect, 
would  deliver  an  address  on  “Today’s  Influence 
on  Tomorrow.” 

AMA  Annual  Meeting 

Representing  the  Medical  Society  of  the  State 
of  New  York,  the  New  York  delegation  to  the 
115th  annual  convention  of  the  American  Med- 
ical Association  House  of  Delegates,  held  in 
Chicago,  June  26  through  June  30,  1966,  in- 
cluded: 

Delegates:  Drs.  Renato  J.  Azzari,  E.  Dean 
Babbage,  James  M.  Blake,  Ralph  S.  Emerson, 
Henry  I.  Fineberg,  John  M.  Galbraith,  Thur- 
man B.  Givan,  Carl  Goldmark,  Jr.,  Walter  T. 
Heldmann,  Milton  Helpem,  George  Hinder, 
John  F.  Kelley,  Warren  A.  Lapp,  George  J. 
Lawrence,  Jr.,  John  C.  McClintock,  Charles 
R.  Mathews,  Norman  S.  Moore,  John  D. 
Naples,  Irving  M.  Pallin,  Bernard  J.  Pisani, 
William  B.  Rawls,  Solomon  Schussheim,  Carlton 
E.  Wertz,  William  L.  Wheeler,  Jr.,  Waring 
Willis,  and  Frederick  A.  Wurzbach,  Jr. 

Alternate  Delegates:  Drs.  Irwin  Felsen  and 
Philip  M.  Standish. 

Others  present  included  Gerald  D.  Dorman, 
M.D.,  AMA  trustee,  and  J.  Richard  Bums, 
Guy  D.  Beaumont,  William  Hammond,  M.D., 
and  Alvina  Rich  Lewis,  staff.  Dr.  Fineberg 
served  as  chairman  of  the  delegation;  Dr. 
Felsen  served  as  delegate  in  place  of  Dr.  Gal- 
braith who  had  to  leave  early,  and  Dr.  Standish 
served  in  place  of  Dr.  Blake  toward  the  end  of 
the  closing  session. 

Also  present  on  occasion  were  the  following 
county  medical  society  executives:  Michael 

McManus,  Broome;  Richard  Trecasse,  Erie; 
Hazel  Spadafora  and  Mary  Politano,  Kings; 
Donald  Irish,  Monroe;  Robert  Potter  and 
Elvira  Tirola,  New  York. 

Meetings.  The  delegation  held  five  meet- 
ings— on  Sunday  night,  June  26,  from  5:30  to 
7:00  p.m.,  and  breakfast  meetings  on  Monday, 
Tuesday,  Wednesday,  and  Thursday,  from 
7:30  to  9:00  a.m.  Matters  coming  before  the 
House  were  discussed  and  actions  decided  on 
specific  issues.  Candidates  for  various  offices 
appeared  briefly  to  meet  the  delegation.  In 
addition,  on  Tuesday,  Wednesday,  and  Thurs- 
day, luncheons  were  provided  informally  for 
the  members  of  the  delegation. 


Resolutions.  Eight  resolutions  were  in- 
troduced by  the  New  York  delegation  and  action 
taken  as  follows: 

1.  Resolution  44  (New  York  resolution  65-6) 
— “Termination  of  Hospital  Staff  Appoint- 
ments,” introduced  by  Dr.  Goldmark,  referred 
to  Reference  Committee  on  Insurance  and 
Medical  Service  B. 

Action:  The  reference  committee  recom- 

mended that  the  resolution  be  amended  to  read: 

Resolved,  That  the  Board  of  Trustees 
direct  the  AMA  Commissioners  to  the  JCAH 
to  urge  adoption,  by  that  body,  of  the  policy 
on  staff  appointments  to  provide  that,  before 
terminating  or  failing  to  renew  an  appoint- 
ment, the  physician  concerned  shall  have  the 
right  to  request  and  have  a hearing  preferably 
before  a committee  of  the  hospital  other  than 
the  committee  which  recommended  termina- 
tion or  nonrenewal  of  such  appointment. 

This  resolution  was  adopted. 

2.  Resolution  45  (New  York  resolution  66-21) 
— “Amendment  to  Social  Security  Act  to  Change 
Qualifying  Dates,”  introduced  by  Dr.  Pallin, 
referred  to  Reference  Committee  on  Legislation 
and  Public  Relations. 

Action:  The  reference  committee  recom- 

mended that  resolution  45  be  referred  to  the 
Board  of  Trustees  for  study  and  appropriate 
action.  This  recommendation  was  adopted. 

3.  Resolution  46  (New  York  resolution  66-39) 
— “Auto  Safety  Legislation  in  U.S.  Senate,” 
introduced  by  Dr.  Heldmann,  referred  to  Refer- 
ence Committee  on  Legislation  and  Public 
Relations. 

Action:  Resolution  46  was  considered  to- 

gether with  resolution  36,  introduced  by  the 
Wisconsin  delegation,  and  the  reference  com- 
mittee recommended  the  following  substitute 
resolves: 

Resolved,  That  the  American  Medical  Asso- 
ciation support  proper  legislation  to  establish 
safety  standards  for  automobiles;  and  be  it 
further 

Resolved,  That  the  Association  continue 
to  offer  to  government,  industry,  and  other 
interested  parties,  its  advice  and  consultation 
on  the  medical  aspects  of  automotive  safety. 
This  substitute  resolution  was  adopted. 

4.  Resolution  47  (New  York  resolution  66-44) 
— “Two-Year  Internships  for  American  Med- 
ical Students,”  introduced  by  Dr.  Schussheim, 
referred  to  Reference  Committee  on  Medical 
Education  and  Hospitals. 

Action:  The  reference  committee  reported 
that  this  resolution  is  identical  to  many  in- 
troduced in  past  years,  that  two-year  intern- 
ships are  currently  in  existence  and  listed  in  the 
AMA  Annual  Directory  of  Approved  Internships 
and  Residencies,  that  past  experience  shows  that 
such  programs  do  not  attract  candidates,  and 
that  this  resolution  serves  no  useful  purpose. 
The  reference  committee’s  recommendation  that 
resolution  47  be  not  adopted  was  carried. 

5 and  6.  Resolution  48  (New  York  resolutions 
66-33,  66-40,  and  66-45) — “Amendment  to 
AMA  Constitution  and  Bylaws  to  Eliminate 
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Discrimination  Because  of  Race,  Creed,  or 
Color,”  introduced  by  Dr.  Wheeler,  and  resolu- 
tion 49  (New  York  resolution  66-71) — “Amend- 
ment to  AMA  Constitution  and  Bylaws  to 
Provide  Appeal  in  Cases  of  Discrimination,” 
introduced  by  Dr.  Wurzbach,  were  referred  to 
the  Reference  Committee  on  Amendments  to 
the  Constitution  and  Bylaws. 

Action:  The  New  York  resolutions  48  and  49 
were  considered  together  with  resolution  4 from 
Connecticut,  resolution  23  from  California, 
resolution  64  from  New  Hampshire,  and  reso- 
lution 75  from  New  Jersey.  The  reference  com- 
mittee recommended  that  in  lieu  of  these  resolu- 
tions the  following  substitute  resolutions  be 
adopted: 

Resolved,  That  the  Council  on  Constitution 
and  Bylaws  be  directed  to  prepare  such 
changes  in  the  Constitution  and  Bylaws  as 
may  be  necessary  to  permit  the  Judicial 
Council  to  receive  and  act  upon  appeals 
filed  by  applicants  who  allege  that  they  have 
been  unfairly  denied  membership  in  a local 
and/or  state  society;  and  be  it  further. 

Resolved,  That  the  Council  on  Constitu- 
tion and  Bylaws  reports  its  recommendations 
on  this  problem  at  the  1966  Clinical  Con- 
vention. 

The  recommendation  of  the  reference  com- 
mittee was  adopted. 

7.  Resolution  50 — “Policy  Statement  on 
Abuse  of  LSD,”  introduced  by  Dr.  Himler, 
referred  to  the  Reference  Committee  on  Miscel- 
laneous Business. 

Action:  The  reference  committee  recom- 

mended that  resolution  50  be  adopted  by  the 
House  of  Delegates  as  an  AMA  policy  state- 
ment; the  recommendation  was  carried. 

8.  Memorial  Resolution — introduced  by  Dr. 
Blake,  was  a memorial  resolution  to  the  late 
James  Greenough,  M.D.,  a member  of  the  AMA 
House  of  Delegates  for  ten  years.  This  was 
adopted  by  a moment  of  silence  with  the  House 
standing. 

Reference  Committees.  Eight  members 
of  the  New  York  delegation  had  been  appointed 
to  serve  on  reference  committees,  as  follows: 
Amendments  to  Constitution  and  Bylaws,  Dr. 
Galbraith;  Executive  Session,  Dr.  Givan; 
Legislation  and  Public  Relations,  Dr.  Rawls, 
chairman;  Miscellaneous  Business,  Dr.  Mathews; 
Public  Health  and  Occupational  Health,  Dr. 
Helpern;  Sections  and  Section  Work,  Dr. 
Babbage;  Sergeant  at  Arms,  Dr.  Lapp;  Tellers, 
Dr.  Schussheim. 

In  addition,  members  of  the  delegation  were 
assigned  as  observers  to  all  reference  com- 
mittees, and  various  members  of  the  delegation 
were  assigned  to  speak  at  reference  committee 
hearings. 

AMA  Dues  Increase.  The  AMA  Board  of 
Trustees  recommended  an  increase  of  $25  in 
annual  dues,  from  $45  to  $70;  the  New  York 
delegation  spoke  against  this  at  the  reference 
committee  hearings  and  voted  as  a unit  against 
the  reference  committee  report  to  approve  the 
increase.  The  final  vote  was  168  for  and  46 
against. 


Elections.  Dr.  Azzari  was  nominated  by 
Charles  L.  Hudson,  M.D.,  incoming  president, 
for  the  Judicial  Council,  and  was  elected  with- 
out opposition.  Other  elections  are  reported  in 
the  attached  report  from  Dr.  Blasingame. 

Hospitality.  Under  the  chairmanship  of 
Dr.  McClintock,  the  New  York  hospitality 
suite  in  the  Palmer  House  was  open  according 
to  the  following  schedule:  Monday,  Tuesday, 

and  Wednesday,  from  12:00  noon  to  2:00 
p.m.,  and  Tuesday  and  Wednesday,  from  5:00 
to  7:00  p.m.  Four  members  of  the  New  York 
delegation  were  assigned  as  hosts  for  each 
session. 

AMA  Report.  The  following  is  a summary 
of  the  proceedings  of  the  AMA  House  of  Dele- 
gates in  Chicago,  as  prepared  by  F.  J.  L.  Blasin- 
game, M.D.,  executive  vice-president. 

Chicago,  June  30 — Federal  health  legislation, 
physicians'  billing  procedures,  medical  ethics,  racial 
discrimination,  health  manpower,  and  an  increase  in 
AMA  annual  dues  were  among  the  major  subjects 
acted  on  by  the  House  of  Delegates  at  the  American 
Medical  Association’s  115th  Annual  Convention  held 
June  26  to  30  in  Chicago. 

Dr.  Milford  O.  Rouse  of  Dallas,  Texas,  speaker  of  the 
House  of  Delegates  for  the  past  three  years,  was 
named  AMA  president-elect  by  acclamation.  He  will 
succeed  Dr.  Charles  L.  Hudson  of  Cleveland,  Ohio,  who 
took  office  at  the  Tuesday  afternoon  inaugural  ceremony 
during  the  Chicago  convention. 

The  1966  AMA  Distinguished  Service  Award  was 
voted  to  Dr.  Warren  H.  Cole  of  Chicago,  head  of  the 
Department  of  Surgery  at  the  University  of  Illinois 
College  of  Medicine,  for  his  work  in  cancer  research  and 
his  many  contributions  to  medical  literature. 

The  Layman’s  Citation  for  Distinguished  Service  was 
awarded  to  Danny  Thomas,  well-known  entertainer  in 
radio,  television,  motion  pictures,  and  the  stage,  for  his 
leadership  in  founding  the  St.  Jude  Children’s  Research 
Hospital  at  Memphis,  Tennessee. 

Final  registration  reached  a total  of  35,506,  made  up 
of  12,445  physicians  and  23,061  guests. 

Federal  Health  Legislation.  The  House  of  Delegates 
received  and  considered  a large  number  of  reports  and 
resolutions  dealing  with  Medicare,  the  expanded  Kerr- 
Mills  program  under  Title  19  of  Public  Law  89-97  and 
other  Federal  laws  or  programs. 

In  accepting  and  commending  a Board  of  Trustees  re- 
port on  Medicare,  the  House  recommended  that  “the 
Association  give  wide  dissemination  to  the  information 
contained  therein,  particularly  its  informed  discussion 
of  direct  billing,  the  basic  purposes  of  utilization  re- 
view, the  rejection  of  compensation  for  service  on  such 
committees  except  in  exceptional  circumstances,  and 
the  proper  placement  of  any  onus  of  responsibility  for 
any  failure  in  the  Medicare  program.” 

The  Board  report  ended  with  the  following  conclu- 
sion: “During  the  past  year  many  individuals  have 

represented  the  American  Medical  Association  and  the 
physicians  of  the  United  States  by  meeting  frequently 
with  officials  of  the  Department  of  Health,  Education, 
and  Welfare.  This  degree  of  cooperation  on  our  part 
should  be  viewed  as  a recognition  by  responsible 
citizens  of  an  obligation  to  obey  the  law  of  the  land, 
including  this  law  with  which  we  disagree.  Our  spe- 
cific purposes  have  been  to  provide  expert  assistance  to 
the  government  so  that  this  law  could  be  implemented  in 
a manner  most  helpful  to  the  beneficiaries  while 
disturbing  the  practice  of  medicine  to  the  minimum 
degree.  Despite  our  best  efforts  it  is  apparent  that 
serious  problems  are  inevitable  in  connection  with  the 
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implementation  of  this  law  and  we  trust  that  the 
physicians  and  the  public  will  place  the  blame  for  such 
deficiencies  squarely  where  they  belong — on  the  Fed- 
eral government. 

“We  are  proud  of  the  role  we  have  assumed  and  in 
many  instances  our  efforts  have  been  productive.  Pro- 
posed forms  were  simplified;  some  unnecessary  forms 
eliminated,  and  a number  of  our  suggestions  was  in- 
corporated in  regulations  and  procedures.  An  in- 
formative ‘Reference  Guide’  for  physicians,  recently 
distributed,  was  prepared  with  consultation  of  AMA 
staff.  Numerous  other  items  will  continue  to  receive 
our  most  serious  study  and  consideration,  and  the 
Board  urges  and  requests  that  every  member  exhibit 
his  personal  diligence  by  supplying  his  local  medical 
society  documented  evidence  of  transgressions  of  the 
spirit  or  the  letter  of  the  law  as  it  is  implemented. 

“The  Board  of  Trustees  intends  to  continue  to  supply 
advice,  guidance,  and  dissent  when  necessary  to  the 
Government  or  to  other  third  parties  on  matters  that 
pertain  to  the  health  of  the  public  and  the  interests  of 
the  medical  profession.” 

The  House  strongly  supported  the  general  concept  of 
individual  responsibility  and  endorsed  a report  from  the 
Council  on  Medical  Service  which  included  the  follow- 
ing statement:  “Since  the  Council  believes  that  the 

current  interest  in  the  doctrine  of  individual  responsi- 
bility stems  in  large  part  from  concern  over  the  matter 
of  assignments  under  PL  89-97,  it  hastens  to  add  that, 
as  a matter  of  American  Medical  Association  policy,  the 
Council  on  Medical  Service  recommends  reaffirmation 
of  the  responsibility  of  individual  physicians  for  deter- 
mining how  they  will  govern  their  professional  practices 
under  this  law  and  that  physicians  should  be  made 
acutely  aware  of  the  manifest  superiorities  of  direct 
billing  as  previously  communicated  to  this  House  in  the 
Council’s  Report  E (A-66)  on  ‘Recommendations  on 
the  Physician’s  Role  in  Medicare.’  ” 

The  latter  report  (Report  E)  was  highly  commended, 
and  the  House  recommended  its  widest  possible  dis- 
semination, including  publication  in  its  entirety  in  a 
prominent  place  in  the  earliest  possible  issue  of  AMA 
News. 

Physicians’  Billing  Procedures.  In  connection  with 
the  Medicare  part  of  Public  Law  89-97,  the  House  also 
adopted  three  resolutions  which  recommended  that 
physicians  use  the  direct  billing  method  rather  than  the 
assignment  procedure.  At  the  same  time,  the  House 
pointed  out  that  adoption  of  these  resolutions  should 
not  be  interpreted  as  contravening  the  statement  ap- 
proved at  the  Special  Session  in  October,  1965,  which 
said:  “The  American  Medical  Association  opposes  any 
program  of  dictation,  interference,  or  coercion,  whether 
direct  or  indirect,  affecting  the  freedom  of  choice  of  the 
physician  to  determine  for  himself  the  extent  and 
manner  of  participation  or  financial  arrangement  under 
which  he  shall  provide  medical  care  to  patients  under 
Public  Law  89-97.” 

In  considering  a resolution  on  the  right  to  bill  patients 
under  Title  19  of  the  law,  the  House  passed  an  amend- 
ment pointing  out  that  direct  billing  has  been  recom- 
mended as  the  billing  method  of  choice  under  Title  18 
by  the  Board  of  Trustees  and  the  Council  on  Medical 
Service.  It  then  said  that  since  there  is  a wide  latitude 
available  to  the  states  in  establishing  administrative 
procedures  under  Title  19,  each  state  medical  associa- 
tion should  work  early  and  diligently  in  its  own  state  so 
that  any  plan  or  law  adopted  in  its  state  for  approval 
under  Title  19  would  include  authorization  for  direct 
billing. 

The  House  also  instructed  the  AMA  Advisory  Com- 
mittee to  the  Department  of  Health,  Education,  and 
Welfare  to  do  all  in  its  power  to  implement  the  intent 
of  the  resolution  at  the  national  level.  In  addition, 
the  House  urged  positive  steps  to  obtain  statutory 
authority  for  a continuing  medical  advisory  committee 
under  Title  19,  and  it  called  on  the  AMA  and  the  state 


societies  to  maintain  added  vigilance  to  eliminate  any 
patterns  which  might  subvert  the  intent  of  Title  19. 

Hospital-Based  Physicians.  The  House  passed  two 
resolutions  involving  billing  and  reimbursement  princi- 
ples affecting  hospital-based  specialists  but  also  of  sig- 
nificance to  all  physicians.  The  first  said: 

“The  Principles  of  Medical  Ethics  declare  that  a 
physician  shall  not  dispose  of  his  services  to  a third 
party  or  ‘lay’  organization,  and 

“Title  18  of  Public  Law  89-97  recognizes  the  princi- 
ple of  the  separation  of  professional  and  hospital  costs 
for  services  rendered  by  hospital-based  physicians:  and 
“This  principle  has  been  advocated  by  the  AMA,  the 
American  College  of  Radiology,  the  American  College 
of  Pathologists,  and  many  regional  organizations,  and 
"A  great  number  of  hospital-based  physicians 
throughout  the  nation  have  declared  their  intention  to 
bill  separately  for  their  professional  services  in  keeping 
with  this  principle;  therefore  be  it 

“Resolved,  That,  since  separate  billing  by  the  physi- 
cian for  his  professional  service  is  a preferred  ethical 
practice,  it  shall  be  deemed  unethical  for  a physician  to 
displace  a hospital-based  physician  who  is  attempting 
to  practice  separate  billing  when  said  displacement  is 
primarily  designed  to  circumvent  separate  billing.” 

The  second  resolution  regretted  that  publication  of 
Medicare  Regulations  #5  was  delayed  until  June  28, 
three  days  before  the  effective  date  of  Medicare,  and 
said  that  these  regulations  do  not  conform  to  the  intent 
of  Congress  as  expressed  in  Section  1801  of  the  Medi- 
care Law.  It  then  declared  that: 

“The  House  of  Delegates  instruct  the  Board  of  Trus- 
tees and  the  Executive  Vice-President  to  request  from 
the  Social  Security  Administration  an  extension  of  date 
of  final  adoption  of  the  proposed  regulations  of  not  less 
than  90  days,  in  order  that  the  American  Medical  As- 
sociation and  all  other  interested  medical  organizations 
be  allowed  reasouable  time  to  study,  and  to  submit,  to 
the  Social  Security  Administration,  data,  views,  or 
arguments  and  pertinent  constructive  comments  and 
suggestions. 

“To  preserve  the  professional  independence  of  medi- 
cal practice  that  the  Board  of  Trustees  and  officers  of 
the  AMA  be  instructed  to  immediately  inform  the 
membership  that  Medicare  Reg.  #5  will  not  apply  to 
physicians  (whether  hospital-based  or  not)  who 

“1.  have  no  financial  relationship  with  a hospital 
covering  medical  services  to  patients; 

“2.  do  not  accept  assignments  but  bill  directly. 

“ The  AMA  News  and  other  appropriate  media  be 
used  to  advise  all  physicians  who  are  developing  con- 
tractual relationships  with  hospitals  for  professional 
service  that  they  should  delay  the  finalization  of  any 
agreements  pending  further  analysis  of  the  implement- 
ing regulations.” 

Medical  Ethics.  In  acting  on  a Board  of  Trustees 
recommendation  that  a physician  may  participate  in 
the  ownership  of  a pharmacy  or  regularly  dispense 
drugs,  remedies,  or  appliances  or  provide  eyeglasses  to 
his  patients  only  when  approved  by  his  component  and 
constituent  medical  associations  and  when  it  is  deter- 
mined by  them  to  be  necessary  in  the  best  interests  of  the 
patient,  the  House  approved  the  following  reference 
committee  statement: 

“The  Principles  of  Medical  Ethics  provide:  ‘Drugs, 
remedies,  or  appliances  may  be  dispensed  or  supplied 
by  the  physician  provided  it  is  in  the  best  interests  of 
the  patient.’  Your  reference  committee  reaffirms  the 
1963  House  of  Delegates  interpretation  of  the  words 
‘in  the  best  interest  of  the  patient,’  which  reads  as 
follows: 

“ ‘It  is  the  opinion  of  the  Judicial  Council  that  this 
language  was  adopted  to  permit  both  the  practicing 
physician  and  the  local  medical  societies  to  evaluate  the 
many  factual  situations  incident  to  prescribing  and 
dispensing  which  are  bound  to  arise  in  the  practice  of 
medicine.  Under  this  language  the  doctor  is  per- 
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mitted  to  exercise  his  own  best  judgment  when  caring 
for  his  patient.  It  is  known  that  there  will  be  situations 
when  it  is  necessary  or  desirable  for  a physician  to  dis- 
pense or  supply  what  he  has  prescribed.  The  Princi- 
ples permit  this  to  be  done.  On  the  other  hand,  this 
broad  language  provides  a means  by  which  a component 
medical  society  can  inquire  into  the  facts  of  a particular 
practice.  The  profession  thus  can  act  to  prevent  abuse 
of  discretion  and  protect  patients  from  exploitation. 
In  essence  this  language  means  that  a physician  in  the 
exercise  of  sound  discretion  may  dispense  ‘in  the  best 
interest  of  his  patient' ; it  does  not  authorize  him  to  dis- 
pense solely  for  his  convenience  or  for  the  purpose  of 
supplementing  his  income.' 

“The  reference  committee  approves  the  goals  sought 
by  the  Board’s  report,  but  disapproves  it  specific  recom- 
mendations. It  notes  that  mechanisms  presently  exist 
for  processing  charges  of  deviation  from  the  foregoing 
ethic  and  urges  that  these  mechanisms  be  made  vitally 
active  at  local  level.  When  charges  of  deviation  de- 
velop, complaints  should  be  made  to  the  local  society 
and  vigorously  processed  by  the  appropriate  committee 
of  that  society.  If  they  are  not  resolved  thereby,  the 
complaints  should  then  be  carried  to  the  state  constitu- 
ent association.  The  prudent  physician  will  always 
seek  the  guidance  of  his  local  medical  society  in  situa- 
tions relating  to  ethical  conduct.” 

The  House  directed  the  Board  of  Trustees  to  take 
action  as  expeditiously  as  possible  to  give  wide  dissemi- 
nation to  the  reference  committee  report. 

Discrimination.  The  House  received  six  resolutions 
dealing  with  the  subject  of  discrimination  against  some 
applicants  for  membership  in  component  medical 
societies.  It  called  attention  to  the  strong  position 
taken  by  the  House  in  1964  but  pointed  out  that  it  is 
difficult  to  follow  the  1964  directive  because  there  is 
now  no  mechanism  at  the  national  level  whereby  a re- 
jected applicant  for  membership  at  county  or  state 
level  may  obtain  a hearing  in  order  to  right  an  alleged 
wrongful  discrimination. 

In  lieu  of  the  six  resolutions,  the  House  adopted  a 
substitute  resolution  which  directed  the  Council  on 
Constitution  and  Bylaws  to  prepare  such  changes  in 
the  Constitution  and  Bylaws  “as  may  be  necessary  to 
permit  the  Judicial  Council  to  receive  and  act  upon 
appeals  filed  by  applicants  who  allege  that  they  have 
been  unfairly  denied  membership  in  a local  and/or 
state  society.”  The  House  asked  the  Council  to  re- 
port its  recommendations  at  the  1966  Clinical  Conven- 
tion. 

Health  Manpower.  On  the  subject  of  health  man- 
power the  House  received  reports  from  the  Board  of 
Trustees,  Council  on  Medical  Education,  and  Council  on 
Medical  Service,  and  also  one  resolution.  In  general, 
all  of  them  urged  the  AMA  to  assume  leadership  and 
mobilize  its  efforts  to  meet  present  and  future  shortages 
in  health  manpower.  The  House  approved  the  Board 
report,  announcing  appointment  of  a Committee  on 
Health  Manpower,  and  adopted  the  resolution.  The 
two  Council  reports  were  referred  to  the  new  Board 
committee. 

In  taking  these  actions,  the  House  approved  a refer- 
ence committee  statement  which  included  the  follow- 
ing: “Your  reference  committee  is  well  aware  of  the 

drastic  shortage  of  health  manpower  that  is  confronting 
the  American  public.  It  is  keenly  appreciative  of  the 
opportunity  presented  to  the  American  Medical  Associ- 
ation to  furnish  leadership  in  the  solution  of  this  prob- 
lem. The  necessary  additional  manpower  in  the  medi- 
cal profession  and  in  allied  health  professions  must  be 
developed.  The  most  effective  and  efficient  utilization 
of  existing  health  manpower  must  be  made  at  all  times. 
This  is  no  time  to  surrender  leadership  to  persons  or 
organizations  outside  of  the  medical  profession.” 

AMA  Dues  Increase.  By  a vote  of  168  to  46,  the 
House  approved  an  increase  in  AMA  annual  dues  from 


$46  to  $70,  effective  January  1,  1967,  thus  confirming  a 
Board  of  Trustees  recommendation  which  was  given 
initial  approval  at  the  1965  Clinical  Convention. 

The  House,  in  approving  the  dues  increase,  accepted 
a reference  committee  statement  which  said:  “It  is 

quite  apparent  that  the  programs  necessary  to  serve 
the  needs  of  the  members  of  the  Association  cannot  be 
conducted  effectively  without  adequate  financing  and  it 
is  equally  apparent  that  such  adequate  financing  is  im- 
possible without  the  dues  increase  requested  by  the 
Board  of  Trustees.  Your  reference  committee  re- 
affirms its  confidence  in  the  judgment  of  the  Board  of 
Trustees  which  has  in  the  past  and  must  in  the  future 
exercise  the  most  careful  and  prudent  stewardship  over 
the  assets  of  the  Association.  The  Board  of  Trustees 
is  the  committee  elected  by  the  House  of  Delegates  to 
investigate  and  control  the  finances  of  the  Association. 
The  appointment  of  any  other  committee  to  perform 
this  function  would  be  most  inappropriate.” 

Other  Actions.  In  considering  106  resolutions,  38 
Board  reports  and  at  least  20  additional  reports  from 
councils  and  other  groups,  the  House  of  Delegates  also: 

Endorsed  the  Declaration  of  Helsinki , already  adopted 
by  the  World  Medical  Association,  as  a guide  to  those 
who  are  engaged  in  clinical  medical  investigation; 

Reaffirmed  its  opposition  to  the  compulsory  assess- 
ment of  hospital  staff  members  in  order  to  raise  funds 
for  hospital  construction; 

Reconsidered  its  action  in  defining  usual,  customary, 
and  reasonable  fees  and  referred  the  matter  back  to  the 
Council  on  Medical  Service  for  further  study; 

Urged  all  state  and  county  medical  societies  to  send 
representatives  to  the  Third  National  Congress  on 
Medical  Quackery  to  be  held  October  7 and  8,  1966.  in 
Chicago; 

Commended  the  American  Medical  Association  Edu- 
cation and  Research  Foundation  for  its  accomplish- 
ments during  the  past  four  years  and  gave  a standing 
vote  of  gratitude  to  Dr.  Raymond  M.  McKeown, 
AMA-ERF  president  since  1962; 

Strongly  endorsed  the  AMA  Volunteer  Physicians 
for  Vietnam  program  and  urged  the  entire  profession 
to  support  it  by  word  and  deed;  approved  a recom- 
mendation by  the  AMA  survey  team  and  the  Board  of 
Trustees  that  the  Association  organize  and  administer 
a program  of  American  assistance  in  medical  education 
in  South  Vietnam  supported  by  the  U.S.  Agency  for 
International  Development;  was  impressed  by  a report 
from  Dean  Pham  Bieu  Tam  of  the  Faculty  of  Medi- 
cine, University  of  Saigon,  and  urged  that  the  AMA  do 
everything  possible  to  assure  that  volunteer  physicians 
caring  for  the  South  Vietnam  civilian  population  are 
properly  supplied  with  medicines  and  other  medical 
supplies; 

Adopted  a resolution  urging  constituent  medical  as- 
sociations to  oppose,  as  detrimental  to  the  public  in- 
terest, any  proposed  legislation  that  would  authorize 
optometrists  to  engage  in  the  diagnosis  or  treatment  of 
disease  or  injury  of  the  eye; 

Approved,  with  minor  editorial  revisions,  a final  re- 
port from  the  Committee  on  Maternal  and  Child  Care 
of  the  Council  on  Medical  Service  dealing  with  the  medi- 
cal care  aspects  of  “Combating  the  Problems  of  Unwed 
Parents”; 

Agreed  with  a strong  policy  statement  condemning 
the  abuse  of  LSD  and  other  non-narcotic  drugs,  point- 
ing out  that  the  illicit  use  of  LSD  is  subverting  and 
vitiating  important  and  necessary  valid  experimental 
studies,  and  recommending  that  the  manufacture  and 
distribution  of  LSD  be  continued  as  needed  under  strict 
control,  with  the  drug  being  made  available  only  to 
competent  research  workers  (physicians  trained  in  its 
use)  on  approval  of  the  Department  of  Health,  Educa- 
tion, and  Welfare; 

Reaffirmed  its  opposition  to  the  compulsory  regula- 
tion of  any  single  method,  such  as  the  use  of  generic 
terms,  of  the  prescribing  of  drugs; 


1660  New  York  State  Journal  of  Medicine  / June  1,  1967 


Offered  AMA  cooperation,  in  order  to  prevent  public 
fear  and  misunderstanding,  to  those  foundations  and 
other  groups  which  request  it  in  clarifying  statistical 
data,  visual  media,  and  other  forms  of  medical  in- 
formation to  be  presented  to  the  public  so  as  to  provide 
an  accurate  view  of  the  problems  or  problem  with 
which  they  are  concerned; 

Adopted  a humorous  resolution  and  an  equally 
humorous  reference  committee  report  which  requested 
that  “in  the  future  full  airconditioning  be  considered  as 
a prerequisite  in  the  selection  of  the  headquarters  hotel 
for  the  annual  AMA  Convention  in  those  cities  where 
the  psychophysiological  effects  of  heat  may  interfere 
with  effective  delegatemanship” ; 

Received  as  information  a comprehensive  report  on 
the  Relation  of  Medicine  and  Osteopathy,  which  con- 
tains much  material  pertinent  to  future  policy  consid- 
erations, and  also  approved  in  principle  a recommenda- 
tion that  doctors  of  osteopathy  be  commissioned  in  the 
Armed  Forces  Medical  Services; 

Agreed  with  a report  recommending  that  the  core 
curriculum  plan  for  continuing  medical  education  be 
not  approved  in  its  present  form,  that  no  further  core 
curricula  be  developed  at  this  time,  and  that  various 
methods  of  continuing  medical  education  be  studied 
under  the  auspices  of  the  Council  on  Postgraduate 
Programs; 

Expressed  its  opposition  to  the  Hart  bill,  S.  2568, 
and  all  similar  legislation; 

Adopted  reports  from  the  Council  on  Medical  Serv- 
ice on  a Model  Emergency  Department  Agreement 
and  on  Multiple  Coverage  in  Voluntary  Health  In- 
surance; 

Approved  Board  reports  on  Exercise  and  Physical 
Fitness,  encouraging  state  and  local  medical  societies  to 
support  the  promotion  of  fitness  programs,  and  on 
Venereal  Disease  Control,  emphasizing  the  continued 
need  for  all  physicians  to  report  all  cases  that  come  to 
their  attention,  and 

Authorized  the  Speaker  of  the  House  to  appoint  a 
Resolutions  Consultation  Committee,  purely  for  edi- 
torial advisory  purposes,  at  subsequent  AMA  conven- 
tions. 

Presidential  Addresses.  Calling  on  the  medical  pro- 
fession for  strength  and  unity  in  resisting  the  present 
socialist  trend  in  this  country,  Dr.  James  Z.  Appel  of 
Lancaster,  Pennsylvania,  retiring  AMA  president,  told 
the  Sunday  opening  session  that  physicians  “must  par- 
ticipate in  the  ranks  of  both  political  parties  and  have  a 
voice  in  the  determination  of  party  policy  and  the  writ- 
ing of  party  platforms.” 

Dr.  Hudson,  in  his  inaugural  address  Tuesday,  de- 
clared that  “we  shall  need  all  of  our  intellectual  and 
scientific  resources  to  cope  with  the  new  economics  of 
medicine”  and  to  prevent  the  extension  of  the  Medi- 
care program,  without  demonstrated  need,  toward  a na- 
tional health  service. 

Speaking  at  the  final  session  of  the  House  on  Thurs- 
day, Dr.  Hudson  said  that  “a  demonstration  of  our 
ability  to  perform  must  clearly  indicate  not  only  our 
competency  in  the  field  of  medicine,  but  also  our  ab  lity 
to  react  to  a new  kind  of  government  thrust  into  health 
care.”  He  warned  that  the  real  threat  to  our  system  of 
medicine  is  not  in  the  details  of  Medicare  implementa- 
tion but  in  the  expansion  of  the  principle  of  social  in- 
surance. 

Election  of  Officers.  In  addition  to  Dr.  Rouse,  the 
new  president-elect,  the  following  officers  were  named: 

Dr.  Eli  S.  Jones,  of  Hammond,  Indiana,  AMA  vice- 
president;  Dr.  Walter  C.  Bornemeier  of  Chicago, 
speaker  of  the  House  of  Delegates,  and  Dr.  Russell  B. 
Roth  of  Erie,  Pennsylvania,  vice-speaker. 

On  the  Board  of  Trustees,  all  for  three-year  terms, 
Dr.  Homer  L.  Pearson  of  Miami,  Florida,  and  Dr. 
Dwight  L.  Wilbur  of  San  Francisco  were  re-elected; 
Dr.  Burtis  E.  Montgomery  of  Harrisburg,  Illinois,  was 


named  to  succeed  Dr.  Percy  E.  Hopkins  of  Chicago, 
who  did  not  run  for  re-election,  and  Dr.  Max  H.  Par- 
rott of  Portland,  Oregon,  succeeded  Dr.  Raymond  M. 
McKeown,  who  was  not  eligible  for  re-election. 

For  the  Council  on  Medical  Education,  Dr.  Kenneth 
C.  Sawyer  of  Denver,  Colorado,  was  re-elected,  and  Dr. 
James  W.  Haviland  of  Seattle,  Washington,  succeeded 
Dr.  Melvin  W.  Breese  of  Portland,  Oregon,  who  did 
not  wish  renomination. 

For  the  Council  on  Medical  Service,  the  House  re- 
elected Dr.  Charles  J.  Ashworth  of  Providence,  Rhode 
Island;  named  Dr.  Guy  A.  Owsley  of  Hartford  City, 
Indiana,  to  succeed  Dr.  Montgomery,  and  elected  Dr. 
John  R.  Kernodle  of  Burlington,  North  Carolina,  to  re- 
place Dr.  Roth. 

Dr.  James  M.  Kolb,  Sr.,  of  Clarksville,  Arkansas,  was 
re-elected  to  the  Council  on  Constitution  and  Bylaws. 
Named  to  the  Judicial  Council  were  Dr.  Renato  J. 
Azzari  of  New  York  City,  to  succeed  Dr.  Robertson 
Ward  of  San  Rafael,  California,  and  Dr.  George  W. 
Petznick  of  Cleveland,  Ohio,  to  succeed  the  late  Dr. 
James  H.  Berge  of  Seattle,  Washington. 

Recently,  we  received  a notice  from  the 
American  Medical  Association  which  informs 
us  that  its  Board  of  Trustees  has  advised  con- 
stituent and  component  medical  societies  not  to 
act  in  support  of  radiologists  or  other  hospital- 
based  specialists  in  disputes  over  hospitals  in 
billing  practices. 

In  effect,  the  AMA  Board  has  suspended  a 
resolution  adopted  by  its  House  of  Delegates 
at  this  year’s  convention  that  held  that  a phy- 
sician specialist  who  replaced  one  dismissed 
from  a hospital  staff  in  a dispute  over  fee  billing 
would  be  guilty  of  unethical  practice. 

In  advising  local  societies  to  abstain  from 
labeling  such  staff  replacements  unethical, 
the  trustees  said  they  were  acting  on  advice 
of  lawyers. 

The  Association’s  lawyers  said  then-  advice 
was  based  on  possible  exposure  of  the  AMA  to 
antitrust  prosecution. 
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New  York  State  Delegation  to  AMA 
(Supplementary) 

To  the  House  of  Delegates,  Gentlemen: 

Since  our  annual  report  to  the  House  of  Dele- 
gates, our  delegates  to  the  American  Medical 
Association  have  participated  in  two  events: 
(1)  a meeting  of  the  delegation,  in  New  York 
City,  on  November  17,  and  (2)  the  20th  clini- 
cal convention  in  Las  Vegas,  Nevada,  from 
November  28  to  30. 

November  17  Meeting  of  Delegation. 

This  meeting  was  held  at  the  office  of  the  So- 
ciety. Sixteen  delegates  attended.  Also  present 
were  one  alternate  delegate,  a section  delegate, 
and  six  members  of  the  staff. 
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The  delegation  stood  for  a moment  of  silence 
in  memory  of  the  late  Leo  E.  Gibson,  a past 
president,  who  had  served  many  years  as  a 
member  of  the  New  York  delegation. 

Henry  I.  Fineberg  was  unanimously  re-elected 
chairman  of  the  delegation. 

The  chairman  announced  that  three  regular 
delegates — E.  Dean  Babbage,  M.D.,  Warren 
A.  Lapp,  M.D.,  and  John  L.  Sengstack,  M.D. — 
would  be  unable  to  attend  the  Las  Vegas  meet- 
ing. The  following  alternates  were  assigned  as 
replacements:  Walter  T.  Heldmann,  M.D., 

for  Dr.  Babbage;  Irving  M.  Pallin,  M.D.,  for 
Dr.  Lapp,  and  John  T.  Donovan,  Jr.,  M.D., 
for  Dr.  Sengstack. 

The  chairman  reported  on  communications 
from  the  AM  A concerning  reservations  and  hotel 
arrangements  at  Las  Vegas.  He  also  read  a 
letter  from  the  AMA  requesting  that  resolutions 
be  submitted  early.  New  York  had  no  resolu- 
tions to  submit.  Credential  cards  were  dis- 
tributed to  all  delegates  present. 

The  chairman  announced  that  four  members 
of  the  MSSNY  delegation  had  been  appointed 
to  reference  committees.  It  was  decided  that 
assignment  of  delegates  to  reference  committee 
meetings  would  be  postponed  until  our  arrival 
in  Las  Vegas,  because  the  speaker  of  the  AMA 
House  is  inaugurating  a new  plan  to  designate 
reference  committees  by  letters,  without  indicat- 
ing the  subjects  concerned.  Also,  it  was  agreed 
to  defer  discussion  on  resolutions  until  the 
first  meeting  of  the  delegation  in  Las  Vegas. 
The  chairman  stressed  strongly  that  all  dele- 
gates should  study  carefully  the  reports  of  the 
AMA  Councils  on  Medical  Education  and  Medi- 
cal Service. 

Informally,  several  topics  which  might  be 
brought  up  at  the  meeting  were  discussed.  It 
was  felt  that  the  implementation  of  Titles  18 
and  19  probably  would  feature  much  of  the 
deliberations,  especiaUy  in  regard  to  direct  bill- 
ing. The  delegation  determined  that  we  would 
support  an  option  method  of  payment,  which 
must  include  a provision  for  direct  billing. 

The  Hospitality  Committee  reported  that  the 
New  York  suite  would  be  open  on  Monday  and 
Tuesday,  November  28  and  29,  from  noon  to 
2 p.m.  and  from  5 to  7 p.m.;  and  on  Wednesday, 
as  long  as  necessary. 

The  chairman  stated  that  breakfast  meetings 
of  the  delegation  would  be  held  on  Tuesday  and 
Wednesday  morning,  and  that  a business  meet- 
ing would  be  held  on  Sunday  evening,  to  be 
followed  by  a buffet  dinner  for  the  delegates, 
their  wives,  and  guests. 

Various  social  affairs  were  announced. 

AMA  Clinical  Convention.  The  20th  Clini- 
cal Convention  of  the  AMA  was  held  at  the 
Dunes  Hotel,  Las  Vegas,  Nevada,  November 
28  to  30. 

The  following  MSSNY  people  attended  the 
various  meetings  and  other  functions: 

Delegates.  Renato  J.  Azzari,  James  M. 
Blake,  George  A.  Burgin,  John  T.  Donovan, 
Jr.,  Ralph  S.  Emerson,  Henry  I.  Fineberg,  John 
M.  Galbraith,  Thurman  B.  Givan,  Carl  Gold- 
mark,  Jr.,  Walter  T.  Heldmann,  Milton  Hel- 


pern,  George  Hinder,  Edward  C.  Hughes, 
John  F.  Kelley,  George  J.  Lawrence,  Jr., 
Charles  R.  Matthews,  John  C.  McClintock, 
Norman  S.  Moore,  Irving  M.  Pallin,  Bernard 
J.  Pisani,  William  B.  Rawls,  Solomon  Schus- 
sheim,  Maus  W.  Stearns,  Jr.,  (section),  Carl- 
ton E.  Wertz,  William  L.  Wheeler,  Jr.,  Waring 
Willis,  Frederick  A.  Wurzbach,  Jr. 

Alternate  Delegates.  Irving  L.  Ershler  and 
Irwin  Felsen. 

Gerald  D.  Dorman,  trustee  of  the  AMA; 
Richard  F.  Treccase,  Erie  County  executive; 
Stephen  K.  Leech,  Onondaga  County  executive; 
and  Robert  D.  Potter,  New  York  County  execu- 
tive also  were  present. 

Members  of  the  Staff.  J.  Richard  Burns  and 
Guy  D.  Beaumont. 

Assignments  of  delegates  to  attend  reference 
committee  meetings  were  made.  The  speaker 
of  the  House  referred  reports  and  resolutions  to 
the  Committee  on  Amendments  to  Constitution 
and  Bylaws  and  to  Committees  A through  G. 
The  delegates  assigned  to  reference  commit- 
tees attended  all  the  necessary  conferences  and 
completed  their  tasks  with  distinction.  This 
was  true  also  of  the  delegates  who  were  desig- 
nated to  appear  at  reference  committee  hearings. 
Their  reports  were  concise  and  well  received. 

As  announced,  our  hospitality  suite  was  open 
officially  as  follows:  Monday  and  Tuesday,  from 
12  noon  to  2 p.m.  and  5 to  7 p.m.;  and  Wednes- 
day, after  12  noon  for  our  delegates  and  their 
wives  only. 

Following  is  “Bing”  Blasingame’s  report  of 
the  convention.  “Bing”  is  executive  vice- 
president  of  the  American  Medical  Association. 

Las  Vegas,  December  1 — Education  for  family  prac- 
tice, billing  and  certification  procedures  under  Public 
Law  89-97,  proposed  revisions  of  the  Selective  Service 
System,  payments  for  professional  services,  compensa- 
tion for  house  officers,  and  use  of  the  terms  “ethical” 
and  “unethical”  were  among  the  major  subjects  acted 
on  by  the  House  of  Delegates  at  the  American  Medical 
Association’s  20th  Clinical  Convention  held  November 
27  to  30  in  Las  Vegas,  Nevada. 

Dr.  Charles  L.  Hudson,  AMA  president,  told  the 
Monday  opening  session  of  the  House  that  the  need  to 
improve  existing  services  and  establish  new  services  for 
the  total  population  should  be  a “top  priority”  oi  the 
medical  profession.  He  proposed  that  the  AMA  and 
the  state  and  county  medical  societies  launch  a con- 
tinuing program,  under  predominantly  private  auspices, 
for  all  persons  of  whatever  age,  race,  creed,  or  color, 
and  he  emphasized  that  it  is  “among  the  needy  and  for- 
merly indigent  that  I feel  we  must  show  interest,  initia- 
tive, and  enterprise.” 

At  the  Wednesday  session,  Dr.  Robert  Mayo  Tenery 
of  Waxahachie,  Texas,  general  surgeon  and  past  presi- 
dent of  the  Texas  Medical  Association,  was  elected  to 
fill  the  unexpired  term  of  the  late  Dr.  William  A. 
Hyland,  ending  June,  1969,  on  the  Council  on  Constitu- 
tion and  Bylaws. 

Final  registration  reached  a grand  total  of  11,226, 
which  was  a record  High  for  an  AMA  Clinical  Conven- 
tion, and  that  included  4,574  physicians,  which  was  the 
third  highest  physician  registration  at  a clinical  conven- 
tion. 

Education  for  Family  Practice.  Calling  it  “a  docu- 
ment of  major  importance  on  a subject  of  vital  signifi- 
cance to  the  health  care  of  the  American  public,”  the 
House  of  Delegates  endorsed  the  recommendations  of 
the  Ad  Hoc  Committee  on  Education  for  Family  Prac- 
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tice  and  authorized  the  Council  on  Medical  Education 
to  develop  and  initiate  plans  for  their  implementation. 
The  long  report  contained  the  following  recommenda- 
tions: 

“A.  Major  efforts  should  be  instituted  promptly  to 
encourage  the  development  of  new  programs  for  the 
education  of  large  numbers  of  family  physicians  for  the 
future,  as  described  in  the  body  of  this  report.  The 
educational  programs  should  relate  to  all  levels  of  medi- 
cal education,  including  premedical  preparation,  medical 
school  education,  internship  and  residency  training,  and 
continuing  medical  education.  Keynotes  should  be 
excellence  comparable  to  programs  in  other  specialties 
and  flexibility  to  permit  the  design  of  programs  which 
will  meet  the  needs  and  interests  of  individual  physi- 
cians. 

“B.  Medical  schools  and  teaching  hospitals  should 
be  urged  to  explore  the  possibility  of  developing  models 
of  family  practice,  in  cooperation  with  the  practicing 
profession. 

“C.  New  sources  of  financial  assistance  should  be 
developed  for  the  support  of  family  practice  teaching 
programs.  Substantial  funds  should  be  made  available 
for  all  aspects  of  the  programs,  including  the  conduct  of 
the  educational  program,  the  recruitment  and  training 
of  full-time  faculty,  the  development  of  facilities  and 
models  of  family  practice,  and  the  conduct  of  research 
in  patient  care  and  community  medicine. 

“D.  Recognition  and  status  equivalent  to  other 
medical  specialties  should  be  given  to  family  practice. 
An  appropriate  system  of  specialty  certification  should 
be  provided  for  those  who  have  completed  approved 
educational  programs  and  have  demonstrated  their 
competence  as  family  physicians.  The  graduate  pro- 
gram (i.e.,  internship-residency  program)  should  be  an 
integrated  whole,  evaluated  for  accreditation  by  one 
body  rather  than  two. 

“E.  Careful  attention  should  be  given  to  other  fac- 
tors which  should  make  the  environment  for  family 
practice  more  favorable  and  serve  as  incentives  to 
medical  students  and  young  physicians  to  enter  this 
field. 

“F.  Careful  study  should  be  made  of  the  effect  of 
premedical  programs  and  the  admission  procedures, 
curricula,  and  student  evaluation  policies  of  medical 
schools  upon  the  production  of  family  physicians.” 

Delegates  and  other  interested  AMA  members  also 
attended  an  open  hearing  Tuesday  morning  on  the  re- 
port of  the  Citizens  Commission  on  Graduate  Medical 
Education,  which  is  similar  in  many  respects  to  the  re- 
port of  the  Ad  Hoc  Committee  on  Education  for  Family 
Practice.  The  commission  report  is  still  under  study 
by  the  AMA  Board  of  Trustees  and  Council  on  Medical 
Education.  The  House  of  Delegates  urged  every 
physician  and  medical  society  to  study  the  report 
(commonly  called  the  “Millis  Report”),  to  evaluate  it 
and  to  present  comments  and  critique  to  the  Board 
prior  to  the  next  session  of  the  House. 

Public  Law  89-97.  The  House  adopted  a resolution 
urging  that  the  American  Medical  Association  advise 
the  Department  of  Health,  Education,  and  Welfare 
that  the  present  requirements  for  certification  and  re- 
certification have  proved  highly  objectionable,  unneces- 
sary, and  do  not  contribute  to  the  quality  of  medical 
care. 

It  also  recommended  that  the  American  Medical 
Association  endeavor  to  bring  about  repeal  of  those 
portions  of  PL  89-97  in  which  the  requirement  for 
physician  certification  of  medical  necessity  appears. 

The  resolution  concluded  by  suggesting  that  the  fiscal 
intermediaries  and  the  American  Hospital  Association 
be  advised  that  AMA  will  be  available  to  assist  in  the 
development  of  appropriate  amendments  to  this  legis- 
lation. The  purpose  of  this  consultation  would  be  to 
discuss  the  complexities  of  the  present  requirement  and 
to  invite  participation  in  the  development  of  amend- 
ments to  the  law  which  will  be  professionally  acceptable 


and  administratively  workable. 

The  House  also  adopted  a resolution  declaring  that 
the  AMA  strongly  support  amendment  of  the  Social 
Security  Act,  including  Title  19,  to  permit  payments 
without  assignments  for  medical  care  of  the  patient. 

The  House  rejected  three  resolutions  and  one  report 
defining  usual,  customary  and  reasonable  charges.  In- 
stead, it  adopted  a resolution  which  said  that  the  defi- 
nitions of  the  words  “usual,”  “customary,”  and 
“reasonable”  be  considered,  within  the  fundamental 
framework  of  individual  determination,  the  responsi- 
bility of  the  constituent  state  medical  societies,  with 
the  understanding  that  the  advice  and  counsel  of  the 
AMA  be  made  available  to  those  states  requesting 
such  assistance. 

Selective  Service  Proposals.  The  House  adopted  a 
report  seeking  federal  legislation  to  establish  a Na- 
tional Commission  on  Health  Resources  and  Medical 
Manpower.  The  commission  would  revise  the  “doctor 
draft”  system  and  establish  physician  allocation  priori- 
ties to  maintain  a proper  balance  of  health  personnel 
in  civilian  and  government  service. 

The  report,  prepared  by  the  Council  on  National  Se- 
curity, cited  three  basic  flaws  in  the  Selective  Service 
System  as  it  pertains  to  the  selection  of  physicians  for 
military  service:  (1)  There  is  no  medical  group  direct- 
ing the  allocation  of  physicians;  (2)  there  is  no  medical 
group  directing  the  priorities  to  be  used  for  calling 
physicians  to  active  duty;  (3)  there  is  a need  for  a 
stronger  medical  voice  within  the  Department  of 
Defense. 

The  proposed  commission  would  be  appointed  by  the 
President  with  consent  of  the  Senate.  It  would  replace 
the  Health  Resources  Advisory  Committee  and  the 
National  Advisory  Committee  to  Selective  Service. 

Prescribing  of  Drugs.  The  House  adopted  a report 
by  the  Board  of  Trustees  reaffirming  the  position  of  the 
AMA  regarding  the  prescribing  of  drugs.  The  report 
states : 

“The  present  policy  of  the  American  Medical  Associa- 
tion is  that  physicians  should  be  free  to  prescribe  drugs 
generieally  or  by  brand  name  for  all  of  their  patients, 
whether  they  are  paying,  Medicare,  or  indigent  pa- 
tients—the  primary  consideration  being  the  best 
interests  of  the  patient.  Medical  considerations  must 
be  paramount  in  the  selection  of  drugs.  In  addition, 
the  physician  also  has  an  obligation  to  be  mindful  of 
the  economic  consequences  of  the  treatment  he  pre- 
scribes.” 

Choice  of  a Laboratory . The  House  adopted  a report 
of  the  Judicial  Council  which  answered  questions  which 
have  been  raised  about  laboratory  services.  The  report 
stated : 

“Medical  considerations,  not  cost,  must  be  para- 
mount when  the  physician  chooses  a laboratory.  The 
physician  who  disregards  quality  as  the  primary  cri- 
terion or  who  chooses  a laboratory  because  it  provides 
him  with  low  cost  laboratory  services  on  which  he 
charges  the  patient  a profit,  is  derelict  in  not  acting  in 
the  best  interests  of  his  patient.  However,  if  reliable 
quality  laboratory  services  are  available  at  lower  cost, 
the  patient  should  have  the  benefit  of  the  savings.” 

Statement  on  Chiropractic.  On  recommendation  of 
the  Board  of  Trustees,  the  House  adopted  a policy 
statement  submitted  by  the  Committee  on  Quackery. 
The  statement  notes  “the  position  of  the  medical  pro- 
fession that  chiropractic  is  an  unscientific  cult  whose 
practitioners  lack  the  necessary  training  and  back- 
ground to  diagnose  and  treat  human  disease”  and 
pointed  out  that  “decisions  by  the  nation’s  highest 
courts  [justify]  the  medical  profession’s  educational 
program  of  alerting  the  nation  to  the  public  health 
threat  posed  by  the  cult  of  chiropractic.” 

Statement  on  Alcoholism.  The  House  reaffirmed  the 
1956  policy  statement  on  admission  of  alcoholics  to 
general  hospitals.  The  statement  urged  hospital 
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administrators  and  medical  staffs  to  look  on  alcoholism 
as  a medical  problem  and  to  admit  patients  who  are 
alcoholics  to  their  hospitals  for  treatment,  with  such 
admissions  being  made  after  due  examination,  investi- 
gation, and  consideration  of  the  individual  patient. 
The  House,  in  Las  Vegas,  recommended  more  adequate 
implementation  of  the  1956  statement  and  urged  that 
"insurance  companies  and  prepayment  plans  be  en- 
couraged to  remove  unrealistic  limitations  on  the  extent 
of  coverage  afforded  for  the  treatment  of  alcoholism.” 

Payments  for  Professional  Services.  To  clarify  AM  A 
policies  as  they  now  exist,  the  House  adopted  the  fol- 
lowing eight-point  statement  regarding  payment  for 
professional  medical  services: 

“1.  It  is  proper  for  the  physician  to  establish  the  fee 
which  he  charges  to  any  patient  for  the  professional 
service  rendered,  with  recognition  of  the  fact  that  a 
duly  constituted  committee  of  his  peers  may  appro- 
priately review  and  pass  on  the  equity  and  justice  of 
his  charge. 

“2.  It  is  proper  for  third  party  agencies  to  make 
payment  of  professional  medical  fees  in  behalf  of 
patients,  with  recognition  of  the  fact  that  the  service 
of  the  physician  has  been  to  the  patient  and  the  lia- 
bility for  payment  rests  primarily  with  the  patient  or 
his  family. 

‘‘3.  It  is  proper  for  a physician  to  work  coopera- 
tively with  other  physicians  in  a team  approach  to  the 
provision  of  medical  service,  with  recognition  of  the 
fact  that  each  cooperating  physician  is  entitled  to  com- 
pensation according  to  the  value  of  his  services,  and 
that  the  charges  attributable  to  each  physician’s  service 
shall  be  made  clearly  known  to  the  patient. 

"4.  It  is  proper  for  a physician  who  provides  per- 
sonal supervision  and  direction  for  a physician-in- 
training to  charge  for  the  professional  medical  service 
rendered. 

"5.  A physician  should  not  enter  into  a contract  or 
agreement  with  a hospital  whereby  the  hospital  acts  as 
the  agent  for  a physician  unless  it  is  with  the  consent 
of  the  physician  and  of  the  medical  staff.  The  physi- 
cian and  the  medical  staff,  as  principals,  should  not  ap- 
prove any  contract  whose  terms  or  conditions  are  in- 
consistent with  the  Principles  of  Medical  Ethics  and 
established  policy  of  the  American  Medical  Association. 

“6.  Physicians,  collectively  in  hospitals,  may  prop- 
erly establish  special  medical  staff  funds,  wholly  under 
their  own  control,  which  they  may  support  as  they  see 
fit  and  disburse  as  they  may  agree. 

“7.  Fees  for  professional  medical  services  are 
properly  paid  only  to  the  responsible  physicians  and 
may  not  be  appropriated  by  any  other  person  or  agency. 

“8.  The  physician  is  the  sole  arbiter  as  to  the  ways 
in  which  he  may  dispose  of  his  professional  income, 
without  duress,  consistent  with  the  laws  of  the  land 
and  the  Principles  of  Medical  Ethics  of  this  Associa- 
tion.” 

Compensation  for  House  Officers.  The  House  ap- 
proved the  first  four  sections  of  a joint  report  by  the 
Council  on  Medical  Education  and  Council  on  Medical 
Service.  Those  sections  provided  new  guidelines  on 
the  utilization  of  private  patients  in  teaching  programs, 
recommended  principles  to  govern  the  assignment  of 
professional  responsibility  of  house  officers  for  the  care 
of  paying  patients,  presented  interpretations  of  the 
1961  statements  by  the  House  concerning  remunera- 
tion of  house  officers  and  the  increasing  responsibility 
of  the  medical  profession  for  the  development  of  appro- 
priate methods  of  financial  support  for  interns  and  resi- 
dents, and  recommended  a statement  to  guide  medical 
staffs  in  the  development  of  additional  funds  to  supple- 
ment, if  necessary,  those  from  hospital  sources. 

The  House  then  modified  or  added  the  final  four  sec- 
tions as  follows: 

E.  The  presently  published  provisions  for  payment 
under  Part  A,  Title  18,  Public  Law  89-97  for  services 


rendered  to  beneficiaries  by  interns  and  residents,  and 
under  Part  B,  Title  18,  Public  Law  89-97  for  services 
rendered  by  attending  physicians  supervising  interns 
and  residents,  are  compatible  with  the  organization  and 
administration  of  programs  of  graduate  medical  educa- 
tion according  to  the  standards  of  the  American  Medi- 
cal Association.  The  principles  embodied  in  these  pro- 
visions should  uniformly  apply  to  regulations  governing 
all  other  third  party  medical  care  plans. 

F.  It  is  recommended  that  sources  and  amount  of 
compensation  for  house  officers  should  be  determined 
by  local  agreement  and  implemented  in  accordance 
with  state  laws  and  the  ethical  principles  and  policy 
positions  of  the  American  Medical  Association. 

G.  The  above  principles  should  be  widely  publicized 
so  that  they  may  be  understood  and  implemented  in 
good  faith  by  all  concerned. 

H.  The  broad  and  complex  nature  of  the  problems 
in  the  financial  area  is  recognized,  and  continued 
studies  and  reports  thereon  by  the  Council  on  Medical 
Service  are  encouraged.  These  should  include  staff 
compensation,  methods  of  fund  collection,  control  and 
disposition,  and  other  pertinent  and  related  matters. 

Use  of  the  Terms  "Ethical”  and  “Unethical.”  The 
Judicial  Council,  which  has  been  asked  to  comment  on 
use  of  the  terms  “ethical”  and  “unethical,”  submitted 
the  following  report  which  was  adopted  by  the  House: 

“Historically,  the  term  ‘ethical’  has  been  used  in 
opinions  and  reports  of  the  Judicial  Council  and  in 
resolutions  adopted  by  the  House  of  Delegates  to  refer 
to  matters  involving  (1)  moral  principles  or  practices, 

(2)  customs  and  usages  of  the  medical  profession,  and 

(3)  matters  of  policy  not  necessarily  involving  issues  of 
morality  in  the  practice  of  medicine.  The  term  ‘un- 
ethical’ has  been  used  to  refer  to  conduct  which  fails 
to  conform  to  these  professional  standards,  customs  and 
usages,  or  policies,  as  interpreted  by  the  American 
Medical  Association. 

“Unethical  conduct  involving  moral  principles,  values, 
and  duties  calls  for  disciplinary  action  such  as  censure, 
suspension,  or  expulsion  from  medical  society  member- 
ship. 

“Failure  to  conform  to  the  customs  and  usages  of  the 
medical  profession  may  call  for  disciplinary  action  de- 
pending on  the  particular  circumstances  involved,  local 
attitudes,  and  how  the  conduct  in  question  may  reflect 
upon  the  dignity  of  and  respect  for  the  medical  profes- 
sion. 

“In  matters  strictly  of  a policy  nature,  a physician 
who  disagrees  with  the  position  of  the  American  Medi- 
cal Association  is  entitled  to  freedom  and  protection  in 
his  point  of  view.” 

Other  Actions.  In  considering  63  resolutions,  22 
Board  reports,  and  a wide  variety  of  additional  reports 
and  materials  from  councils  and  committees,  the  House 
of  Delegates  also: 

Approved  establishment  of  a new  Committee  on 
Continuing  Medical  Education  but  also  urged  that  lines 
of  authority  be  clearly  defined  by  the  Board  of  Trustees 
in  consultation  with  the  Council  on  Medical  Education 
in  order  to  avoid  duplication  of  responsibilities  already 
assigned  to  the  Council ; 

Instructed  AMA  members  of  the  Joint  Commission 
on  Accreditation  of  Hospitals  to  express  grave  concern 
regarding  the  accreditation  of  hospitals  in  which 
laboratories  are  directed  by  nonphysicians  or  physicians 
not  adequately  qualified  in  laboratory  medicine; 

Passed  two  resolutions  opposing  the  “dual  fee”  prac- 
tice of  determining  the  rate  of  payment  for  a physician’s 
services  solely  on  the  basis  of  his  type  of  practice; 

Approved  a Board  report  recommending  that  Social 
Security  laws  be  amended  so  that  physicians  entering 
the  program  for  the  first  time  may  obtain  earlier  eligi- 
bility and  improved  benefits: 

Recognized  the  increasing  importance  of  medical 
society  review  committees,  reaffirmed  the  guidelines 
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published  in  the  November  29,  1965,  issue  of  JAMA 
and  endorsed  additional  principles  recommended  by 
the  Council  on  Medical  Service; 

Urged  continuing,  vigorous  effort  to  dissuade  local 
officials  from  demanding  that  physicians  sign  civil 
rights  compliance  statements  that  are  not  required  by 
law  or  by  Federal  directives; 

Recommended  that  state  medical  societies  seek  the 
passage  of  state  legislation  which  would  provide  a 
physician  who  serves  on  a utilization  review  committee 
immunity  from  litigation  arising  from  the  activities  of 
such  committees; 

Asked  that  the  Board  of  Trustees  direct  the  Council 
on  Legislative  Activities  to  continue  to  pursue  with 
committees  of  Congress  the  need  for  amending  the  Self- 
Employed  Individuals  Tax  Act  to  provide  self-employed 
individuals  with  opportunities  for  deferring  current 
earnings  and  taxes  comparable  to  opportunities  pres- 
ently enjoyed  by  employed  individuals; 

Requested  the  Bureau  of  the  Budget  to  modify  the 
cost  accounting  system  of  Veterans  Hospitals  to  permit 
comparison  with  cost  accounting  in  community  hos- 
pitals to  the  end  that  economy,  efficiency,  and  patient 
care  can  be  properly  assessed  in  Veterans  Hospitals; 

Reaffirmed  its  support  of  the  principle  that  every 
ethical  licensed  doctor  of  medicine  who  needs  and  de- 
sires them  should  have  staff  privileges,  commensurate 
with  his  training  and  skill,  in  at  least  one  accredited 
community  hospital; 

Recommended  that  each  hospital  should  have  at 
least  one  voting  doctor  of  medicine  member  on  its 
governing  board  who,  preferably,  should  either  be  ap- 
pointed or  elected  by  the  hospital  medical  staff  from 
its  membership; 

Pointed  out  that  there  is  a definite  need  for  utiliza- 
tion committees  and  declared  that  tax-supported  hos- 
pitals and  private  hospitals  should  be  governed  by  the 
same  utilization  standards; 

Approved  Board  recommendations  that  “the  AMA 
support  the  need  for  a significant  improvement  in  the 
income  of  the  registered  nurse”  and  that  “the  AMA 
continue  to  support  in  principle  all  current  nationally 
approved  educational  programs  for  nurses”; 

Agreed  with  the  Board  that  the  Council  on  Post- 
graduate Programs  be  renamed  as  the  Council  on 
Scientific  Assembly  and  that  its  functions  be  redefined 
to  enable  concentration  on  AMA  scientific  meetings; 

Adopted  a resolution  that  the  AMA  take  measures 
to  insure  the  attention  of  medical  societies  to  the  need 
for  appropriate  utilization  of  retired  physicians  and 
inactive  nurses; 

Passed  a resolution  on  the  determination  of  elderly 
applicants’  eligibility  for  automobile  liability  insurance 
and  driver  licensure  which  said  that  “although  physi- 
cians are  willing  to  examine  applicants  and  determine 
whether  or  not  the  applicant  meets  specified  physical 
standards  for  automobile  liability  insurance  or  for 
licenses  to  operate  motor  vehicles,  the  determination  of 
what  standards  should  be  required  or  whether  the 
driver  is  insurable  and  should  be  licensed  to  drive  is  the 
responsibility  of  the  insurance  companies  concerned 
and  of  the  state  agencies  issuing  licenses,  respectively”; 

Rescinded  resolution  104  which  had  been  adopted  by 
the  House  in  June,  1966; 

Endorsed  the  principle  of  free  choice  of  physician 
and  medical  facility  under  Title  19  of  Public  Law  89-97 ; 

Urged  that  the  AMA  continue  to  promote  construc- 
tive legislation  improving  existing  governmental  health 
plans  and  continue  to  offer  constructive  advice; 

Authorized  the  Board  of  Trustees  to  continue  the 
AMA  Members  Disability  Program  beyond  August  31, 
1967;  make  every  effort  to  continue  the  program  with 
the  same  premium-benefit  structure;  clarify  the  exist- 
ing program,  and,  if  necessary,  renegotiate  a revised 
program  which  will  be  financially  sound  and  will  pro- 
vide the  best  possible  benefits  and  protection  for 
present  and  future  participants; 


Approved  a Board  recommendation  that  no  special 
section  of  The  AMA  News  be  set  aside  for  county 
society  communications,  but  that  news  of  county 
society  activities  continue  to  be  an  important  part  of 
The  AMA  News; 

Agreed  with  the  Board  that,  effective  January  1, 
1967,  the  AMA  should  discontinue  paying  for  the 
rental  of  the  TWX  equipment  in  state  medical  society 
offices; 

Recommended  that  driver  education  should  be  an 
integral  part  of  the  secondary  school  curriculum  and  be 
offered  to  all  students ; 

Approved  a Council  on  Medical  Service  report  pro- 
viding guidelines  for  collaboration  of  physician,  social 
worker,  and  lawyer  in  helping  the  unmarried  mother 
and  her  child;  and 

Referred  to  the  Board,  for  consideration  and  appro- 
priate implementation,  a resolution  urging  the  AMA  to 
expand  its  programs  and  studies  in  the  field  of  crime 
prevention. 

Awards  and  Presentations.  At  the  Monday  opening 
session  Dr.  Milford  O.  Rouse,  AMA  president-elect 
and  former  speaker  of  the  House,  was  presented  with  a 
mounted  gavel  in  appreciation  of  his  many  years  of  ser- 
vice to  the  House  and  the  Association. 

Contributions  totaling  more  than  $500,000  were  pre- 
sented on  Monday  to  the  American  Medical  Associa- 
tion Education  and  Research  Foundation.  They  were 
as  follows:  Merck  Sharp  and  Dohme,  $100,000;  Cali- 
fornia Medical  Association,  $207,985;  Illinois  State 
Medical  Society,  $185,000;  Utah  Medical  Association, 
$12,957.50;  Medical  and  Chirurgical  Faculty  of  Mary- 
land, $9,110,  and  American  Urological  Association, 
$1,000. 

Glen  W.  Geelhoed  of  Ann  Arbor,  a medical  student 
at  the  University  of  Michigan,  was  announced  on 
Tuesday  as  first-place  winner  in  the  Norman  A.  Welch, 
M.D.,  Medical  Ethics  Essay  Contest  sponsored  by  the 
AMA  Judicial  Council.  At  the  same  session  the  dele- 
gates heard  an  address  by  Dr.  Malcolm  E.  Phelps,  field 
director  of  the  AMA  Volunteer  Physicians  for  Vietnam, 
who  said  that  the  American  physician  is  making  a 
“tremendous  impression”  on  the  South  Vietnamese 
people. 

Respectfully  submitted, 

Henry  I.  Fineberg,  M.D.,  Chairman 

Report  of  Reference  Committee  on  Or- 
ganization, Policies,  and  Legal  Matters: 
The  following  report  was  presented  by  Lester  R. 
Tuchman,  M.D.,  chairman. 

The  extensive  reports  of  the  New  York  State 
Delegation  to  the  American  Medical  Association 
were  carefully  reviewed.  The  committee  feels 
that  the  thanks  of  the  House  are  due  to  our 
delegates  to  the  American  Medical  Association 
for  their  diligent  activities  on  behalf  of  the  Medi- 
cal Society  of  the  State  of  New  York. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

Osteopathy 

To  the  House  of  Delegates,  Gentlemen: 

The  Ad  Hoc  Committee  on  Osteopathy  con- 
sists of  the  following  members: 

Samuel  Wagreich,  M.D.,  Chairman . . . Bronx 

Sol  Axelrad,  M.D Queens 

John  W.  Latcher,  M.D Otsego 

John  H.  Wadsworth,  M.D Schoharie 

The  following  matters  were  discussed  and 
conclusions  reached  at  a joint  meeting  on  May  4, 
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1966,  of  the  Ad  Hoc  Committee  with  represen- 
tatives of  the  New  York  State  Osteopathic  So- 
ciety. Max  L.  Kamen,  D.O.,  presided  at  the 
meeting. 

1.  To  open  the  meeting,  Dr.  Kamen  an- 
nounced that  the  Article  78  proceeding  which 
the  Osteopathic  Society  had  brought  against 
the  State  Education  Department,  in  which  the 
Medical  Society  had  joined  as  amicus  curiae, 
to  contest  the  recognition  in  New  York  of  the 
unearned  M.D.  degree  issued  to  D.O.’s  by  the 
California  College  of  Medicine  was  continuing. 
He  advised  that  the  Education  Department  had 
joined  issue  by  filing  an  answer  to  the  petition 
of  the  Osteopathic  Society  and  that  11  M.D.- 
D.O.’s  had  requested  permission  to  file  amicus 
curiae  briefs  in  support  of  the  Education  De- 
partment’s ruling  recognizing  the  M.D.  degrees 
in  question.  He  said  that  he  believed  the  mat- 
ter would  be  adjudicated  later  in  the  month. 

2.  The  joint  committee  next  took  up  the 
definition  of  the  term  “scientific  medicine” 
as  used  in  the  suggestion  of  the  Medical  Society’s 
1965  House  of  Delegates  concerning  admission  of 
osteopathic  physicians  to  hospital  staffs.  (See 
Section  177  of  the  1965  Proceedings  of  the  House, 
page  1551  of  the  New  York  State  Journal  of 
Medicine  for  June  1, 1965.)  Dr.  Kamen  stated 
that  his  subjective  definition  of  the  term  was 
that  it  meant  the  kind  of  medicine  practiced  by  a 
physician  duly  licensed  to  practice  by  the  State 
of  New  York  and  which  was  in  accordance  with 
the  accepted  standards  customarily  followed  by 
the  medical  profession  in  the  community  in 
which  the  physician  practiced.  A general  dis- 
cussion of  the  subject  followed,  and,  among 
others.  Dr.  Fineberg  observed  that  he  could 
see  no  barrier  to  voluntary  association  by  an 
M.D.  with  a D.O.  who  practiced  the  same 
kind  of  medicine  as  that  practiced  by  the  M.D. 
It  was  called  to  the  attention  of  the  joint  com- 
mittee that  resolution  66-14  of  the  Medical 
Society’s  1966  House  of  Delegates,  calling  for  a 
definition  of  the  term  “scientific  medicine,” 
had  been  referred  by  the  Council  at  its  March 
meeting  to  the  Commission  on  Standards  of 
Medical  Care  for  study  and  report. 

3.  Dr.  Kamen  next  recounted  a problem  aris- 
ing in  Erie  County  as  the  result  of  a ruling  by  the 
ethics  committee  of  the  Medical  Society  of  the 
County  of  Erie  which  was  approved  by  its 
comitia  minora  on  January  18,  1966.  The  rul- 
ing as  printed  in  the  February  1966  Bulletin 
of  the  Medical  Society  of  the  County  of  Erie 
is  as  follows: 

“The  report  of  the  ethics  committee  was 
read  by  its  chairman,  Charles  J.  Woeppel, 
M.D.  In  the  report,  it  was  stated  that  Doc- 
tors Hospital,  an  osteopathic  institution, 
had  asked  an  active  member  of  the  Medical 
Society  to  act  as  senior  surgeon  at  the  hospital 
until  a permanent  senior  surgeon  could  be 
obtained. 

“Motion  was  carried  to  inform  the  active 
member  of  the  current  policy  of  the  Medical 
Society  of  the  County  of  Erie  regarding  this 
situation;  namely,  that  the  Medical  Society 
holds  that  it  is  unethical  for  a doctor  of  medi- 


cine to  engage  in  any  activity  in  an  osteo- 
pathic hospital  having  osteopathic  physicians 
on  its  staff  except  to  act  as  a consultant  therein 
for  an  osteopath  licensed  as  a physician  and  a 
surgeon  in  this  State. 

“Motion  was  also  carried  to  publish  this 
statement  of  policy  in  the  Bulletin  and  to 
circulate  it  to  any  members  of  the  Medical 
Society  to  whom  it  might  be  pertinent  infor- 
mation. 

“Motion  was  carried  to  accept  the  entire 
report  of  the  committee  on  ethics  as  amended 
above.” 

Dr.  Greenman  gave  the  background  of  the 
events  leading  to  this  ruling,  stating  that  when 
Doctors  Hospital,  an  osteopathic  institution  in 
Erie  County,  lost  its  senior  surgeon,  it  requested 
an  M.D.,  who  was  a surgical  consultant  of  the 
hospital,  to  serve  as  senior  surgeon  on  the  hos- 
pital’s staff  on  an  interim  basis  until  a permanent 
surgeon  could  be  obtained.  This  request  was 
cleared  with  the  county  medical  society’s 
president  who  raised  no  objection,  and  the  M.D. 
accepted  the  interim  appointment.  Subse- 
quently the  county  medical  society’s  ethics  com- 
mittee made  the  above  quoted  ruling,  and  the 
M.D.  resigned  as  senior  surgeon. 

During  the  discussion  that  followed,  it  was 
noted  that  the  ethics  committee’s  ruling  still 
permitted  an  M.D.  to  act  as  a consultant  at  an 
osteopathic  hospital  “for  an  osteopath  licensed 
as  a physician  and  a surgeon  in  this  State.” 
Attention  was  called  to  the  action  of  the  1965 
House  of  Delegates  of  the  Medical  Society 
which  permitted  osteopathic  physicians  to  join 
the  staffs  of  voluntary  medical  hospitals  and 
ruled  that  voluntary  associations  by  M.D.’s 
with  D.O.’s  at  such  institutions  was  ethical. 
It  was  constantly  stressed  by  all  members  of  the 
joint  committee  that  the  best  interests  and  best 
medical  care  of  the  patient  was  the  primary  and 
cardinal  concern  of  all  practitioners  of  medicine, 
both  allopathic  and  osteopathic.  Several  speak- 
ers stated  that  they  felt  the  converse  of  the  reso- 
lution mentioned  above  should  be  clearly  de- 
clared, that  is,  that  it  is  permissible  for  M.D.’s  to 
join  the  staffs  of  osteopathic  institutions  not  only 
as  consultants  but  as  active  and  full  members 
of  such  staffs.  Dr.  Wagreich,  after  polling  the 
other  members  of  the  committee  representing 
the  Medical  Society,  said  that  he  would  ask  the 
Council  of  the  State  Medical  Society  to  estab- 
lish a policy  that  it  is  ethical  and  proper  for 
an  M.D.  to  join  the  staff  of  an  osteopathic  hos- 
pital and  render  treatment,  as  well  as  consulta- 
tion, therein. 

Dr.  Wagreich  next  discussed  previous  at- 
tempts to  define  the  term  “manipulation.” 
He  recalled  the  previous  idea  of  having  a joint 
meeting  of  the  D.O.’s  with  the  M.D ’s  at  the 
district  branch  level  to  discuss  this  matter. 
He  went  on  to  explain  that  the  idea  was  never 
implemented  because  of  preoccupation  by  all 
concerned  with  chiropractic  licensure.  Dr. 
Wagreich  stated  that  he  felt  that  the  D.O.’s 
should  explain  to  the  M.D.’s  the  circumstances 
under  which  the  latter  believed  it  proper  to  use 
osteopathic  manipulation  procedures.  Dr. 
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Greenman  said  that,  in  his  view,  there  are  no 
specific  areas  in  which  manipulation  is  used  but 
that  at  the  present  it  is  used  primarily  in  mus- 
cular-skeletal problems.  He  explained  that  a 
matter  of  philosophy  was  involved  and  that  the 
idea  is  to  get  the  body  structure  as  near  normal 
as  possible.  Dr.  Kamen  stated  that  he  would 
use  the  same  treatment  as  M.D.’s  practicing 
in  the  same  community  would  use  for  the  condi- 
tion involved. 

It  was  then  suggested  by  Dr.  Wagreich  that 
consideration  should  be  given  to  the  Medical 
Society  inviting  the  Osteopathic  Society  to  pre- 
sent a “scientific  session”  or  lecture  at  the  an- 
nual convention  of  the  Medical  Society  dealing 
with  osteopathic  manipulation  and  explaining 
its  use  and  purpose.  The  representatives  of 
the  Osteopathic  Society  indicated  great  in- 
terest in  such  a project  in  the  interest  of  better- 
ing mutual  understanding  and  respect  between 
the  professions.  It  was  agreed  that  further 
exploration  and  discussion  of  the  subject  would 
be  had  by  the  joint  committee. 

5.  Dr.  Kamen  next  brought  up  the  subject 
of  the  State  Legislature’s  Joint  Commission  to 
Study  Revision  of  the  Education  Law.  Dr. 
Fineberg  advised  the  committee  of  the  meeting 
of  the  board  of  directors  of  the  New  York  State 
Association  of  Professions  with  Mr.  Lester 
Yugenfriend,  the  new  counsel  to  the  Commission. 
He  indicated  that  Mr.  Yugenfriend  was  recep- 
tive to  suggestions  of  the  learned  professions 
concerning  the  laws  governing  them.  The 
joint  committee  agreed  to  work  together  to 
improve  the  language  and  purposes  stated  in  the 
applicable  statutes  so  as  to  protect  both  the  pub- 
lic and  the  physician  from  improper  encroach- 
ment by  others  on  the  practice  of  medicine. 

The  joint  committee  also  agreed  to  cooperate 
in  combating  the  spread  of  chiropractic. 

Dr.  Kamen  finally  raised  the  question  of  the 
attitude  of  the  individual  members  of  the  com- 
mittee toward  the  interpretation  of  spinal  x- 
rays  by  physicians  other  than  those  rated  in 
radiology.  After  discussion,  it  was  agreed 
that  the  question  would  be  referred  to  the  re- 
spective workmen’s  compensation  committees 
of  the  Osteopathic  Society  and  the  Medical  So- 
ciety for  study  and  recommendation. 

Respectfully  submitted, 

Samuel  Wagreich,  M.D.,  Chairman 

Report  of  Reference  Committee  on 
Organization,  Policies,  and  Legal  Matters: 
The  following  report  was  presented  by  Lester  R. 
Tuchman,  M.D.,  chairman. 

The  annual  report  of  the  Ad  Hoc  Committee 
on  Osteopathy  was  received  and  read.  This 
report  makes  no  recommendation  requiring  ac- 
tion at  this  time. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

67-24.  Specialty  Group  Representation  on  State 
Society  Committees  Negotiating  Methods 
of  Reimbursement 

Introduced  by  Victor  J.  Tofany,  M.D.,  Section 
on  Anesthesiology 


Whereas,  Many  problems  and  misunder- 
standings have  arisen  in  the  past  because  of 
poor  communications;  and 

Whereas,  Organized  medicine  is  striving 
toward  cohesion  rather  than  division  of 
physicians;  and 

Whereas,  The  multiplicity  of  specialty 
groups  has  contributed  to  a wide  variation  in 
fee  structures;  and 

Whereas,  Each  specialty  group  is  best 
qualified  and  most  knowledgeable  concerning 
the  fee  structure  utilized  by  its  individual 
members;  now  therefore  be  it  hereby 

Resolved,  That  all  committees  of  the  Medi- 
cal Society  of  the  State  of  New  York  which 
deal  with  the  development  or  negotiation  of 
methods  of  reimbursement  for  physicians’ 
services  include  a representative  from  each 
specialty  group,  designated  by  said  group; 
and  be  it  further 

Resolved,  That  the  information  provided  by 
the  individual  specialty  group  representatives 
be  given  proper  consideration  by  the  com- 
mittees dealing  with  the  development  or  nego- 
tiation of  methods  of  reimbursement  tor  phy- 
sicians’ services. 

Report  of  Reference  Committee  on  Or- 
ganization, Policies,  and  Legal  Matters: 
The  following  report  was  presented  by  Lester  R. 
Tuchman,  M.D.,  chairman. 

One  resolution  was  referred  to  your  reference 
committee,  67-24,  and  it  was  agreed  with  the 
sponsor  of  this  resolution  that  the  first  three 
Whereas’s  be  eliminated,  and  the  subsequent 
Whereas  and  Resolved  be  changed  to  read: 

Whereas,  Each  specialty  group  is  best 
qualified  and  most  knowledgeable  in  its  own 
area,  and  most  specialty  groups  have  knowl- 
edgeable professional  organizations;  now 
therefore  be  it  hereby 

Resolved,  That  all  committees  of  the 
Medical  Society  of  the  State  of  New  York 
which  deal  with  the  development  or  negotia- 
tion of  methods  of  reimbursement  for  phy- 
sicians’ services  consult  a representative  from 
each  specialty  group,  designated  by  said 
group;  and  be  it  further 

Resolved,  That  the  information  provided 
by  the  individual  specialty  group  representa- 
tives be  given  proper  consideration  by  the 
committees  dealing  with  the  development  or 
negotiations  of  methods  of  reimbursement  for 
physicians’  services. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

The  House  voted  to  adopt  the  reference  com- 
mittee report  as  a whole. 


Miscellaneous  Business 

67-78.  Time  of  Presentation  of  Reference 
Committee  Reports 

Introduced  by  Samuel  Leo,  M.D.,  Bronx,  as  an 
individual 
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Whereas,  Very  important  resolutions  are 
referred  to  reference  committees  required  to 
ponder  over  many  resolutions;  and 

Whereas,  The  chairmen  of  these  com- 
mittees, because  of  the  volume  of  work,  re- 
port to  the  House  of  Delegates  at  a rather  late 
hour  in  the  schedule  of  the  State  Society 
meeting;  and 

Whereas,  Late  in  the  meeting  of  the  House 
of  Delegates,  either  prior  to  or  after  elections, 
there  are  an  unhealthy  number  of  empty 
chairs;  and 

Whereas,  This  situation  prevents  the 
delegates  who  represent  the  membership  at 
large  from  properly  discussing,  criticizing,  or 
modifying  many  important  resolutions;  now 
therefore  be  it  hereby 

Resolved,  That  the  Speaker  of  the  House 
consider  means  whereby  the  reports  of  ref- 
erence committees  may  be  presented  to  the 
House  of  Delegates  at  times  when  attendance 
is  reasonably  good. 

Report  of  Reference  Committee  on 
Miscellaneous  Business:  The  following 

report  was  presented  by  James  F.  Durkin, 
M.D.,  chairman. 

We  are  certain  that  there  has  never  been 
a time  when  a speaker  or  vice-speaker  has  de- 
liberately held  up  a report  so  that  it  could  be 
rushed  for  an  appropriate  time. 

The  Reference  Committee  on  Miscellaneous 
Business  also  agreed  that  the  present  program 
of  starting  the  sessions  on  Sunday  has  helped 
a great  deal  in  allowing  the  free  flow  of  work  from 
the  reference  committees. 

We  approve  resolution  67-78  in  its  full  intent. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 

67-81.  A New  Seal  for  the  Medical  Society  of  the 
State  of  New  York 

Introduced  by  Section  on  Space  Medicine 

Whereas,  A large  number  of  institutions 
and  hospitals  in  the  State  of  New  York, 
either  directly  or  indirectly,  are  benefiting 
from  the  advances  attributable  to  applied 
research  in  the  field  of  space  medicine, 
and  the  use  of  the  seal  of  the  Medical  Society 
of  the  State  of  New  York  through  the  media 
of  communications  reaches  all  four  corners  of 
the  globe;  and 

Whereas,  It  has  been  noticed  that  the  staff 
of  Aesculapius  (Gr.  Asklepios),  the  inter- 
nationally recognized  symbol  of  the  phy- 
sician, appears  on  the  official  seal  of  the 
Medical  Society  of  the  State  of  New  York 
in  an  inverted  position — the  head  of  the  snake 
and  the  top  of  the  staff  are  at  an  angle  of  about 
45  degrees  below  the  horizontal  plane;  and 

Whereas,  Suchan  appearance  of  an  emblem, 
as  described  above,  has  a distinct  negative 
implication  as,  for  example,  the  inverted  cross 
or  inverted  flag;  and 

Whereas,  Research  extending  back  to  the 
forerunner  of  the  Medical  Society  of  the 
State  of  New  York,  the  New  York  Medical 


Society  (1788-July  8,  1806)  has  failed  to  re- 
veal the  existence  of  a medical  seal,  and  re- 
search in  the  subsequent  period  from  1806 
to  date  also  failed  to  shed  any  light  for  the 
motivation  of  the  inversion  of  the  staff  of 
Aesculapius  on  the  one  hundred  and  sixty- 
one-year-old  seal;  and 

Whereas,  Medical  authorities  in  Greece 
(the  traditional  home  of  Asklepios  being 
Epidaurus)  and  many  others  agree  as  to  a 
negative  implication  of  the  staff  in  this  posi- 
tion in  the  present  seal  of  the  Medical  Society 
of  the  State  of  New  York  and  feel  it  should  be 
slanting  or  inclining  the  other  way  by  rotat- 
ing the  staff  180  degrees;  and 

Whereas,  The  presence  of  more  than  one 
laurel  branch  of  the  bay  tree,  a symbol  of 
miraculous  healing  powers  also  used  for  the 
crowning  of  heroes,  appears  superfluous;  and 
Whereas,  Through  the  creation  of  the 
Section  on  Space  Medicine  in  1960  and  the 
establishment  of  the  Liaison  Committee  to  the 
National  Aeronautics  and  Space  Administra- 
tion and  the  membership  of  the  Medical 
Society  of  the  State  of  New  York  in  the  In- 
ternational Astronautical  Federation,  both 
in  1964,  the  Medical  Society  of  the  State  of 
New  York  has  expressed  a pioneering  spirit 
as  well  as  a progressive  attitude  of  the  greater 
majority  of  its  member  physicians,  generalists 
and  specialists  alike,  thus  being  the  only  state 
medical  society  in  the  United  States  to  recog- 
nize formally  the  mission  of  the  physician 
relative  to  the  extension  of  knowledge  of  man 
as  he  moves  out  into  the  cosmos;  now  there- 
fore be  it  hereby 

Resolved,  That  a new  seal  of  the  Medical 
Society  of  the  State  of  New  York  be  designed 
appropriately  to  include,  besides  the  existing 
historic  symbols  of  the  Society,  an  additional 
expression  that  will  be  representative  and 
worthy  of  its  space  age  activities  by  (1)  rec- 
tification to  a proper  position  of  the  staff 
of  Aesculapius  over  a laurel  branch,  and 
(2)  inclusion  of  an  appropriate  cosmic  symbol; 
and  be  it  further 

Resolved,  That  a committee  to  undertake 
the  above  study  be  appointed. 

Report  of  Reference  Committee  on 
Miscellaneous  Business:  The  following  re- 
port was  presented  by  James  F.  Durkin,  M.D., 
chairman. 

The  Reference  Committee  on  Miscellaneous 
Business  is  observant  of  the  extensive  amount 
of  work  performed  by  Dr.  Generales  and  the 
Section  on  Space  Medicine  in  their  historical 
review  of  our  seal,  and  we  express  great  ad- 
miration for  his  distinguished  scholarship. 

We  are  also  cognizant  of  the  great  historical 
significance  of  our  present  seal.  However,  at 
the  present  time,  because  of  the  excessive  cost 
of  the  proposed  new  seal,  we  are  in  favor  of  keep- 
ing our  present  one. 

We,  therefore,  recommend  that  this  resolu- 
tion be  referred  to  the  Council  for  appropriate 
study  and  action. 

The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report. 
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The  House  voted  to  adopt  the  report  of  the  ref- 
erence committee  as  a whole. 


Proposed  Amendments  to 
Constitution  and  Bylaws 

Proposed  amendments  to  the  Constitution 
and  Bylaws  and  to  the  Principles  of  Professional 
Conduct  of  the  Medical  Society  of  the  State  of 
New  York  were  referred  to  the  House  Com- 
mittee on  Constitution  and  Bylaws  and  will  be 
acted  on  at  the  1968  annual  meeting  of  the  House 
of  Delegates. 

These  proposed  amendments  are  as  follows: 

67-7.  Amendment  to  Constitution  to  Include 
District  Branch  Presidents  on  Council 

Introduced  by  Medical  Society  of  the  County 
of  Erie 

Whereas,  Under  the  Constitution  and  By- 
laws no  provision  is  made  as  such  for  district 
branch  representation  on  the  Council;  and 

Whereas,  Provision  for  such  representa- 
tion on  the  Council  would  do  much  to  over- 
come the  dissatisfaction  that  exists  regarding 
the  composition  of  the  Council;  now  there- 
fore be  it  hereby 

Resolved,  That  Article  IV  of  the  Constitu- 
tion entitled  “Council”  be  amended  by 
striking  out  the  words  “and  twelve  other  mem- 
bers elected  by  the  House  of  Delegates” 
and  in  place  thereof  substituting  the  words: 
“Six  members  elected  by  the  House  of 
Delegates  and  the  presidents  of  the  district 
branches”;  so  that  as  amended  Article  IV 
will  read:  “There  shall  be  a Council  composed 
of  the  president,  the  president-elect,  the  vice- 
president,  the  immediate  past  president,  the 
secretary,  the  assistant  secretary,  the  trea- 
surer, the  assistant  treasurer,  the  speaker, 
the  vice-speaker,  the  chairman  of  the  Board 
of  Trustees,  six  members  elected  by  the  House 
of  Delegates,  and  the  presidents  of  the  dis- 
trict branches.” 

67-15.  Amendments  to  Bylaws  to  Change  Date  for 
Payment  of  State  Society  Dues 

Introduced  by  Nassau  and  Suffolk  County  Medi- 
cal Societies 

Whereas,  In  the  past  county  medical  so- 
cieties have  had  to  forward  State  and  AMA 
membership  dues  to  the  Medical  Society  of  the 
State  of  New  York  by  March  1 in  order  for  a 
member  to  continue  to  be  in  good  standing; 
and 

Whereas,  The  collection,  processing,  and 
forwarding  of  these  dues  incurs  a dispropor- 
tionate hardship  on  the  part  of  each  county 
society  to  forward  dues  at  that  time  of  the 
year;  and 

Whereas,  Deferment  of  the  remission  of 
State  dues  until  May  1 would  permit  county 
medical  societies  greater  leeway  and  time  for 
processing;  now  therefore  be  it  hereby 

Resolved,  That  the  Bylaws  of  the  Medical 


Society  of  the  State  of  New  York  be  amended 
as  follows: 

1.  Amend  Section  2 (b)  of  Chapter  1 of 
the  Bylaws  to  change  the  date  “March  1,” 
to  “May  1.” 

2.  Amend  Section  1 (b)  of  Chapter  II  of 
the  Bylaws  to  change  the  date  “April  1” 
to  “May  1.” 

3.  Amend  Section  2,  paragraph  3,  of 
Chapter  XIV  of  the  Bylaws  to  change  the 
dates  “March  1 and  December  31”  to  “May 
1 and  December  31,”  and  “January  1 and 
March  1”  to  “January  1 and  May  1.” 

4.  Amend  Section  5 of  Chapter  XIV  of 
the  Bylaws  to  change  the  words  “the  first 
day  of  April,”  to  “the  first  day  of  May.” 

5.  Amend  Section  9,  second  paragraph,  of 
Chapter  VII  of  the  Bylaws  to  change  the 
words  “the  first  day  of  April”  to  “the  first 
day  of  May.” 

67-56.  Amendment  to  Bylaws  to  Rescind 
Compulsory  Membership  in  American 
Medical  Association 

Introduced  by  Medical  Society  of  the  County  of 
Montgomery 

Whereas,  The  recent  increase  in  dues  by 
the  American  Medical  Association  represents 
an  additional  financial  burden  on  member 
physicians;  and 

Whereas,  Some  members  of  the  Medical 
Society  of  the  County  of  Montgomery  do  not 
feel  that  the  American  Medical  Association 
properly  represents  then-  position  in  political 
and  economic  matters;  now  therefore  be  it 
hereby 

Resolved,  That  the  House  of  Delegates  of 
the  Medical  Society  of  the  State  of  New  York 
rescind  the  requirement  of  compulsory  mem- 
bership in  the  American  Medical  Association 
for  members  of  the  Medical  Society  of  the 
State  of  New  York  by  amending  the  Bylaws 
as  follows: 

1.  Chapter  I,  Section  1,  second  sentence, 
delete  the  words  “and  the  American  Medical 
Association,”  so  that  the  sentence  will  then 
read:  “The  active  and  junior  members  shall 
be  all  active  and  junior  members  in  good  stand- 
ing of  the  component  county  medical  so- 
cieties”; 

2.  Section  2 (c),  delete  the  second  para- 
graph; 

3.  Section  3,  first  sentence,  delete  the 
words  “or  the  American  Medical  Association” 
and  change  the  word  “their”  to  “its”  so  that 
the  sentence  will  then  read:  “A  member  ex- 
pelled from  his  component  county  society  or 
suspended  from  its  rights  and  privileges  shall 
likewise  be  expelled  or  suspended  for  the  same 
period  from  this  Society.” 

67-59.  Amendment  to  Principles  of 
Professional  Conduct 

Introduced  by  Joseph  G.  Zimring,  M.D., 
Nassau,  Councillor 

Resolved,  That  the  Principles  of  Professional 
Conduct  of  the  Medical  Society  of  the  State 
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of  New  York,  Chapter  I,  Section  6,  be  amended 
by  adding,  after  the  fourth  sentence,  the 
following  new  language: 

“An  ethical  doctor  of  medicine  shall  not 
have  a financial  interest  in,  own,  or  operate  a 
pharmacy  unless  it  is  established  to  the  satis- 
faction of  the  county  medical  society  of  the 
county  in  which  the  pharmacy  is  located  or 
is  to  be  located  that  there  is  no  pharmacy  to 
serve  the  public  within  reasonable  distance 
of  the  patient’s  home.  An  ethical  doctor  of 
medicine  shall  not  dispense  medicines  unless 
such  dispensing  is  in  the  best  interest  of  the 
patient  nor  shall  he  own  or  operate  an  optical 
dispensing  shop  unless  it  has  been  established 
to  the  satisfaction  of  the  county  medical 
society  of  the  county  in  which  the  shop  is  to 
be  located  that  there  is  no  commercial  optical 
dispensing  shop  within  a reasonable  distance 
of  the  patient’s  home.” 

67-69.  Amendments  to  Bylaws  to  Delete  the  Word 
“Principal”  and  Clarify  Membership 
Requirements 

Introduced  by  Medical  Society  of  the  County  of 
Queens 

Whereas,  In  accordance  with  modern 
medical  practice  and  as  a result  of  the  pre- 
vailing shortage  of  practicing  physicians,  many 
members  of  the  Medical  Society  of  the  State 
of  New  York  maintain  offices  in  more  than 
one  locality;  and 

Whereas,  Conflicts  have  arisen  in  the 
definition  of  the  term  “principal  office”; 
and  because  there  is  no  uniform  rule  regarding 
eligibility  for  county  society  membership 
throughout  the  State;  now  therefore  be  it 
hereby 

Resolved,  That  the  Bylaws  of  the  Medical 
Society  of  the  State  of  New  York  be  amended 
as  follows: 

1.  Amend  Chapter  I,  Section  4,  6th  line, 
by  deleting  the  words  “principal  office”  and 
substituting  the  word  “practices,”  so  that 
Chapter  I,  Section  4,  first  sentence,  will  then 
read:  “A  member  of  one  county  society  shall 
not  be  permitted  to  transfer  to  membership 
in  another  county  society  until  he  has  paid 
the  current  annual  dues  and  assessments  to 
the  former  county  society  and  he  has  estab- 
lished a legal  residence  or  practices  in  the 
county  to  which  he  desires  transfer,  except 
as  provided  in  Chapter  XIV,  Section  1,  of  the 
Bylaws.” 

2.  Amend  Chapter  I,  Section  4,  second 
sentence,  by  deleting  the  words  “principal 
office”  and  substituting  the  words  “locus  of 
practice,”  so  that  Chapter  I,  Section  4,  second 
sentence,  will  then  read:  “The  question  of 
legal  residence  or  locus  of  practice  shall  be 
verified  by  the  county  medical  society  to 
which  the  member  desires  transfer.” 

3.  Amend  Chapter  XIV,  Section  1,  sec- 
ond sentence,  last  line,  by  deleting  the  words 
“or  has  his  principal  office”  and  inserting  the 
words  “practice  or,”  so  that  Chapter  XIV, 
Section  1,  second  sentence,  will  then  read: 


“Except  by  approval  of  the  Council  of  the 
Medical  Society  of  the  State  of  New  York, 
no  physician  shall  be  an  active  or  junior  mem- 
ber in  a county  medical  society  other  than  that 
of  the  county  in  which  he  practices  or  main- 
tains legal  residence.” 

4.  Amend  Chapter  XIV,  Section  2,  first 
paragraph,  next  to  last  line,  by  deleting  the 
words  “or  principal  office,”  and  inserting  the 
words  “practice  or,”  so  that  Chapter  XIV, 
Section  2,  last  sentence,  will  then  read:  “No 
member,  however,  shall  be  an  active  or 
junior  member  of  more  than  one  component 
county  society,  nor  shall  any  component 
county  society  accept  as  a member  a physician 
who  does  not  practice  or  have  a residence  in 
that  county  in  any  other  way  than  in  accord- 
ance with  the  law  governing  transfers.” 

67-74.  Amendment  to  Bylaws  to  Provide  for 
Election  of  Nominating  Committee 

Introduced  by  Seventh  and  Eighth  District 
Branches 

Whereas,  Generally  accepted  parliamentary 
rules  provide  that  the  nominating  committee 
of  an  established  organization,  such  as  this 
House  of  Delegates,  be  elected  by  the  or- 
ganization, or  by  its  executive  board;  and 

Whereas,  Such  a rule  increases  popular 
representation,  and  tends  to  broaden  the  view- 
points of  elected  officials;  now  therefore  be 
it  hereby 

Resolved,  That  the  Bylaws  of  the  Medical 
Society  of  the  State  of  New  York  be  amended 
as  follows: 

1.  Amend  Chapter  XI,  Section  4,  first 
sentence,  by  deleting  the  words  “Appointed 
by  the  president  in  conformity  with  Chapter 
VII,  Section  1.”  and  substituting  therefor  the 
words  “elected  by  the  House  of  Delegates 
at  its  annual  session.”;  and  in  the  second 
sentence  by  deleting  the  words  “It  shall  con- 
sist of  eleven  members,”  and  substituting 
therefor  the  words  “Eleven  members  shall  be 
elected,”  so  that  Chapter  XI,  Section  4, 
first  and  second  sentences,  will  then  read: 

“The  Nominating  Committee  shall  be 
elected  by  the  House  of  Delegates  at  its  an- 
nual session.  Eleven  members  shall  be 
elected,  one  from  each  district  branch  and 
two  members  at  large.” 

2.  Amend  Chapter  VII,  Section  1,  sec- 
ond sentence,  by  adding  the  words  “except 
the  Nominating  Committee,”  so  that  Chapter 
VII,  Section  1,  second  sentence  will  then  read: 

“He  shall  be  an  ex  officio  member  of  all 
committees  except  the  Nominating  Com- 
mittee.” 


Elections 

Appointment  of  Tellers 

. . . Speaker  Himler  announced  the  appoint- 
ment of  five  supervising  tellers  and  explained 
that,  under  the  supervision  of  these  tellers, 
members  of  the  staff  would  count  the  ballots. 
The  tellers  were  announced  as  follows: 
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C.  Joseph  Delaney,  New  York,  Chairman 

Allen  G.  Gifford,  Rensselaer 

Milton  Gordon,  Suffolk 

Herbert  E.  Joyce,  Erie 

William  J.  McAuliffe,  Cortland 

Nominations 

. . . Speaker  Hinder  introduced  Waring  Willis, 
M.D.,  chairman,  who  presented  the  report  of  the 
Nominating  Committee.  Additional  nomina- 
tions were  made  from  the  floor  for  the  offices 
of  assistant  treasurer  and  vice-speaker  and  for 
delegate  to  the  American  Medical  Association. 
The  final  list  of  nominees  was  as  follows: 
President 

Frederick  A.  Wurzbach,  Jr.,  Bronx 
President-Elect 

Edward  C.  Hughes,  Onondaga 
Vice-President 

A.  W.  Martin  Marino,  Sr.,  Kings 
Secretary 

Walter  T.  Heldmann,  Richmond 
Assistant  Secretary 

Carl  Goldmark,  Jr.,  New  York 
Treasurer 

Thomas  F.  McCarthy,  Bronx 
Assistant  Treasurer 

♦Albert  M.  Schwartz,  New  York 
Joseph  G.  Zimring,  Nassau 
Speaker 

George  Hinder,  New  York 
Vice-Speaker 

John  H.  Carter,  Albany 
♦Charles  R.  Mathews,  Monroe 
Councillors  ( four  for  three  years) 

G.  Rehmi  Denton,  Albany 
Ralph  S.  Emerson,  Nassau 
Swen  L.  Larson,  Chemung 
Walter  S.  Walls,  Erie 
Trustee  ( one  for  five  years ) 

James  M.  Blake,  Schenectady 
Delegates  to  the  AM  A 
Renato  J.  Azzari,  Bronx 
James  M.  Blake,  Schenectady 
Charles  M.  Brane,  Westchester 
George  A.  Burgin,  Herkimer 
L.  Barrett  Davis,  Suffolk 
John  T.  Donovan,  Niagara 
Albert  H.  Douglas,  Queens 
Ralph  S.  Emerson,  Nassau 
Walter  T.  Heldmann,  Richmond 
Milton  Helpern,  New  York 
George  Hinder,  New  York 
R.  Scott  Howland,  Chemung 
Edward  C.  Hughes,  Onondaga 
Joseph  J.  Kaufman,  Wayne 
Warren  A.  Lapp,  Kings 
Andrew  W.  Lawrence,  Suffolk 
George  J.  Lawrence,  Jr.,  Queens 
Herbert  A.  Laughlin,  Chautauqua 
Harry  John  Mellen,  Albany 
Norman  S.  Moore,  Tompkins 
♦John  D.  Naples,  Erie 
John  J.  Noonan,  Rensselaer 
Irving  M.  Pallin,  Kings 
Bernard  J.  Pisani,  New  York 
William  B.  Rawls,  New  York 

* Nominated  from  the  floor. 


John  P.  Ruppe,  Jr.,  Suffolk 
Charles  D.  Sherman,  Jr.,  Monroe 
Arthur  M.  Sullivan,  Dutchess 
C.  Stewart  Wallace,  Tompkins 


Balloting 

. . . The  nominees  for  president-elect,  vice- 
president,  secretary,  assistant  secretary,  trea- 
surer, speaker,  four  councillors  for  three  years, 
and  one  trustee  for  five  years  were  unopposed 
and  were  elected  by  a single  ballot  cast  by  the 
secretary  . . . 

. . . Assistant  Secretary  Goldmark  called  the 
official  roll  for  the  following  members  of  the 
House  to  cast  their  ballots: 


Officers,  Councillors.  Trustees 


James  M.  Blake 
Frederick  A.  Wurzbach, 
Jr. 

Arthur  F.  Gaffney 
Walter  T.  Heldmann 
Carl  Goldmark,  Jr. 
Thomas  F.  McCarthy 
Albert  M.  Schwartz 
George  Hinder 
John  H.  Carter 
Thurman  B.  Givan 
G.  Rehmi  Denton 
Swen  L.  Larson 
Walter  S.  Walls 

William  L. 
Past  Presidents 
Chas.  Gordon  Heyd 
Arthur  J.  Bedell 
Herbert  H.  Bauckus 
Carlton  E.  Wertz 

Norman 


Joseph  G.  Zimring 
Charles  M.  Brane 
John  E.  Lowry 
Edward  Siegel 
C.  Stewart  Wallace 
Irving  L.  Ershler 
Joseph  J.  Kaufman 
Bernard  J.  Pisani 
Solomon  Schussheim 
Gerald  D.  Dorman 
George  A.  Burgin 
John  M.  Galbraith 
John  F.  Kelley 
Waring  Willis 
heeler,  Jr. 

Edward  T.  Wentworth 
Andrew  A.  Eggston 
Renato  J.  Azzari 
Henry  I.  Fineberg 
Moore 


Commissioner,  New  York  State  Department 
of  Health 


Hollis  S.  Ingraham 
District  Delegates 
Marvin  Brown 
Arthur  H.  Diedrick 
Leonard  L.  Heimoff 
Arthur  Howard 

Charles 


Otho  C.  Hudson 
Norman  C.  Lyster 
John  D.  Naples 
Charles  L.  Poskanzer 
M.  Smith 


Section  Delegates 
Matthew  Brody 
John  J.  Clemmer 
E.  Craig  Coats 
Victor  L.  Cohen 
James  H.  Cosgriff,  Jr. 
John  F.  Daly 
Frank  A.  Disney 
James  I.  Farrell 
Henry  Fleck 
Donald  W.  Hall 
Ralph  E.  L.  Hertz 


Herbert  Lansky 
Frederick  Lee  Liebolt 
Edward  Meilman 
Royal  M.  Montgomery 
Arthur  Q.  Penta 
Howard  B.  Rasi 
John  F.  Roach 
Rudolf  H.  Steinharter 
Victor  J.  Tofany 
Milton  Tully 
Antonio  A.  Versaci 


John  J.  Welsh 


Delegates  from  Component  County  Societies 


Albany  (J) 

Gerald  B.  Austin 
John  C.  McClintock 
James  A.  Moore 
Francis  A.  Stephens 

Allegany  (1) 

Irwin  Felsen 


Bronx  (1/f) 

Carl  R.  Ackerman 
Marcelle  T.  Bernard 
James  P.  Casey 
Alan  L.  Goldberg 
Charles  M.  Kapp 
Frank  LaGattuta 
Samuel  Leo 
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Niagara  ( 3 ) 

John  T.  Donovan,  Jr. 
Glenn  E.  Jones 
William  R.  Lewis 
Oneida  (3) 

Clarke  T.  Case 
Irving  Cramer 
George  Lim 
Onondaga  ( 5 ) 

Robert  B.  Bryant* 
Robert  J.  Collins 
Richard  D.  Eberle 
Louis  G.  Fournier 
William  J.  Ryan 
Ontario  (3) 

Robert  M.  Price 
Philip  M.  Standish 
Orange  ( 3 ) 

Allen  H.  Keniston 
William  S.  Montgomery 
John  D.  VanZandt 


Samuel  Lieberman 
Francis  J.  Loperfido 
Joseph  C.  Polifrone 
Isidore  Sternlieb 
Samuel  Wagreich 
Alvin  D.  Yasuna 
Saul  Zucker 
Broome  (3) 

Paul  M.  DeLuca 
John  A.  Kalb 
Jason  K.  Moyer 
Cattaraugus  ( 1 ) 

James  F.  Durkin 

Cayuga  (I) 

Bernard  J.  Hartnett 

Chaidauqua  (3) 

Herbert  A.  Lauglilin 
Garra  L.  Lester 

Chemung  {3) 

R.  Scott  Howland 
Henry  B.  Marshall 

Chenango  ( 1 ) 

Thomas  M.  Flanagan 

Clinton  ( 1 ) 

Leonard  J.  Schiff 

Columbia  ( 1 ) 

Edward  P.  Ginouves 
Cortland  ( 1 ) 

William  J.  McAuliffe 

Delaware  (I) 

Philip  J.  Ilust 

Dutchess  (3) 

James  A.  Robertson* 
Martin  G.  Koloski 
George  T.  C.  Way 

Erie  ( 8 ) 

John  C.  Brady 
Thomas  S.  Bumbalo 
Max  Cheplove 
Duane  H.  Dougherty 
Kenneth  H.  Eckhert 
Eugene  J.  Hanavan,  Jr. 
Herbert  E.  Joyce 
Clarence  Straubinger 
Essex  ( 1 ) 

Earl  Addis  Munyan,  Jr. 
Franklin  ( 1 ) 

Robert  A.  Henderson 
Fulton  ( 1 ) 

Armand  J.  D’Errico 

Genesee  ( 1 ) 

Alfred  L.  George 

Greene  (1) 

Edwin  G.  Mulbury 
Herkimer  ( 1 ) 

Harold  T.  Golden 
Jefferson  (1) 

Thomas  P.  Hamilton 
Kings  (33) 

Lawrence  Ames 
Ernest  Buffone 
Philip  Cohen 
Leo  S.  Drexler 
John  J.  Flynn 
Alfred  P.  Ingegno 
David  Kershner 
Adrian  C.  Lamos 


George  Liberman 
Harry  S.  Lichtman 
Martin  Markowitz 
Bentley  D.  Merrim 
Robert  A.  Moore 
Irving  M.  Pallin 
Louis  Pellman 
Benjamin  J.  Rosenthal 
Ralph  M.  Schwartz 
Milton  B.  Spiegel 
Stanley  Stark 
Leo  J.  Swirsky 
Morris  T.  Tanenhaus 
Vincent  J.  Tesoriero 

Lewis  ( 1 ) 

John  Clinton  Herrman 

Livingston  ( 1 ) 

James  M.  Judd 

Madison  (1) 

Theodore  J.  Prowdaf 

Monroe  (6) 

Hobart  L.  Boyd 
Eli  A.  Leven 
Charles  R.  Mathews 
John  H Morton 
Charles  D.  Sherman,  Jr. 
John  D.  States 

Montgomery  (1) 

Hilbert  Ziskin 

Nassau  (13) 

John  A.  Billows 
Clement  J.  Boccalini 
Jeff  J.  Coletti 
Ralph  S.  Emerson 
Leo  T.  Flood 
Abraham  W.  Freireich 
Frank  M.  Green 
Edward  K.  Horton 
Raymond  F.  Smith 
Reginald  R.  Steen 
Paul  H.  Sullivan 
H.  Lawrence  Sutton 

New  York  (35) 

Edgar  P.  Berry 
Richard  D.  Brasfield 
Edward  A.  Burkhardt 
May  E.  Chinn 
C.  Joseph  Delaney 
Lawrence  Essenson 
James  H.  Ewing 
John  A.  Finkbeiner 
William  IP.  Foege 
Samuel  Z.  Freedman 
Keith  O.  Guthrie,  Jr. 
John  E.  Hammett 
Milton  Helpern 
W.  Graham  Knox 
Thomas  K.  Lammert 
John  A.  Lawler 
Julia  V.  Lichtenstein 
Barbara  Lipton 
Donald  B.  Louria 
Locke  L.  Mackenzie 
Vaughan  C.  Mason 
G.  A.  McLemore,  Jr. 
William  B.  Rawls 
George  M.  Saypol 
Mary  H.  Spalding 


Orleans  (1) 

Angelo  F.  Leone 
Oswego  (1) 

Kent  Wood  Jarvis 
Otsego  (1) 

John  W.  Latcher 
Putnam  (1) 

Garrett  W.  Vink 
Queens  (17) 

Alfred  A.  Angrist 
Sol  Axelrad 
Angelo  R.  Bologna 
Thomas  M.  d'Angelo 
Albert  H.  Douglas 
Harry  H.  Epstein 
Frank  W.  Farrell 
John  L.  Finnegan 
Irving  G.  Frohman 
Peter  V.  Gugliuzza 
George  J.  Lawrence,  Jr, 
Jerome  L.  Leon 
Louis  J.  Morse 
Kurt  Rosenberg 
Ralph  E.  Schlossman 
Lester  R.  Tuchman 
Ezra  A.  Wolff 
Rensselaer  (3) 

Allen  G.  Gifford 
John  J.  Noonan 
Richmond  (3) 

Albert  B.  Accettola 
William  A.  Schwarz  t 
Joseph  F.  Shanaphy 
Rockland  (3) 

Ralph  J.  Greenberg** 
Herbert  Sperling** 
Florian  Yandel,  Jr.** 


St.  Lawrence  (1) 

William  R.  Carson 

Saratoga  ( 1 ) 

Russell  B.  Peacock 

Schenectady  (3) 

John  L.  Clowe 
Ralph  E.  Isabella 
Herbert  J.  Wright,  Jr. 

Schoharie  (1) 

John  H.  Wadsworth 

Schuyler  (1) 

Fritz  Landsberg 

Seneca  (1) 

David  L.  Koch 

Steuben  (3) 

Thomas  S.  Cotton 
Wayne  C.  Templer 

Suffolk  (6) 

Daniel  Friedman 
Milton  Gordon 
Bruce  A.  Harris,  Jr. 
Andrew  W.  Lawrence 
George  E.  Leone 
John  L.  Sengstack 

Sullivan  (1) 

Sirkka  E.  Vuornos 

Tioga  (1) 

George  F.  Pritchard 

Tompkins  (1) 

George  G.  McCauley 

Ulster  (3) 

Milton  M.  Grover,  Jr. 
Edward  F.  Shea 

Warren  (1) 

Walter  F.  Harrison,  Jr. 
Washington  (1) 

Milton  J.  Greenberg 

Wayne  (1) 

James  M.  Flanagan 

Westchester  (8) 

William  A.  Brumfield, 
Jr. 

John  N.  Dill 
William  C.  Felch 
James  Q.  Haralambie 
Robert  E.  Healy 
Reid  R.  Heffner 
Wallace  M.  Sheridan 
Maurice  L.  Woodhull 
Wyoming  (1) 

Willard  J.  Chapin 
Yates  (1) 

Arthur  J.  Horton 


Report  of  Tellers 

. . . Speaker  Himler  called  on  C.  Joseph  Del- 
aney, chairman,  to  give  the  report  of  the  tellers, 
as  follows: 


* Alternate  delegate,  voted  for  Charles  A.  Gwynn,  dele- 
gate. 

t Alternate  delegate,  voted  for  Orlando  F.  Manfredi,  dele- 
gate. 

**  Alternate  delegates,  voted  for  Sheldon  B.  Adler,  Mark 
S.  Masch,  and  Louis  J.  Wagner,  delegates. 


* Alternate  delegate,  voted  for  Henry  S.  Hirst,  delegate, 
t Alternate  delegate,  voted  for  Felix  Ottaviano,  delegate. 
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Assistant  Treasurer 

Albert  M.  Schwartz 127 

Joseph  G.  Zimring 118 

. . . Dr.  Schwartz  was  declared  elected  . . . 
Vice-Speaker 

John  H.  Carter 172 

Charles  R.  Mathews 71 

. . . Dr.  Carter  was  declared  elected  . . . 
Delegates  to  the  A MA 

Ralph  S.  Emerson 200 

Edward  C.  Hughes 190 

Milton  Helpern 189 

Walter  T.  Heldmann 185 

George  Hinder 185 

Rena  to  J.  Azzari 181 

Bernard  J.  Pisani 176 

James  M.  Blake 171 

William  B.  Rawls 149 

Norman  S.  Moore 148 

C.  Stewart  Wallace 146 

Charles  M.  Brane 137 

R.  Scott  Howland 125 

Albert  H.  Douglas 121 

. . . These  14  were  declared  elected  as  delegates 
to  the  AMA,  their  two-year  terms  of  office  to 
start  on  January  1,  1968  . . . 

George  J.  Lawrence,  Jr 116 

George  H.  Burgin 110 

Warren  Lapp 110 

Andrew  W.  Lawrence 95 

Joseph  J.  Kaufman 75 

Irving  M.  Pallin 74 

Herbert  C.  Laughlin 63 

John  R.  Donovan 61 

Charles  D.  Sherman 61 

John  D.  Naples 49 

John  R.  Noonan 28 

Harry  Dan  Mellen 6 

John  R.  Ruppe,  Jr 3 

Paul  H.  Sullivan 3 

. . . These  14  were  declared  elected  alternate 
delegates  to  the  AMA,  then  two-year  terms  of 
office  to  start  January  1, 1968  . . . 

H.  Barrett  Davis 1 

Victor  J.  Tofany 1 


Introduction  of  President-Elect 

. . . Speaker  Hinder  introduced  the  new  presi- 
dent-elect, Edward  C.  Hughes,  who  addressed 
the  House  as  follows: 

To  be  chosen  to  become  the  president-elect 
of  the  Medical  Society  of  the  State  of  New  York 
is  indeed  a distinct  honor.  To  follow  in  the 
footsteps  of  my  illustrious  predecessors  is  an 
added,  respected  honor. 

In  these  times,  when  internal  and  external  pres- 
sures on  the  profession  of  medicine  have  been 
forceful  and  intense,  honor,  like  the  links  of  a 
chain,  becomes  bounded  with  responsibilities. 

I suspect  that  every  incoming  president-elect, 
as  he  feels  the  yoke  of  responsibility  slowly 
tighten  about  his  neck,  wonders  and  tentatively 
plans  what  role  he  will  have  in  guiding  the  Medi- 
cal Society  to  a fuller  and  better  function. 

It  is  apparent  that  if  his  reign  is  to  be  success- 
ful and  progressive,  he  must  share  responsibility 
with  you. 


Ask  for  unanimity  of  action  and  receive 
cooperation  of  spirit,  and  only  by  strong  co- 
operation can  we  expect  to  meet  the  problems 
of  today  and  those  that  we  will  face  on  the  mor- 
row. Cooperation  means  information.  Infor- 
mation means  communication.  Communica- 
tion means  organization  and,  perhaps,  reorgani- 
zation. 

Perhaps  it  is  time  that  we  set  now  our  sights 
on  dedicating  ourselves  to  giving  quality  care 
to  the  people  of  this  State  and,  in  negotiating 
medical  services  and  payment  plans,  there  are 
no  stronger  words  than  quality  medical  care; 
that  we  intend  medical  education  to  our  mem- 
bers throughout  the  State  by  providing  them 
with  the  most  modern  and  convenient  instruc- 
tional methods;  and  that  we  work  together  for  a 
common  goal  of  better  health  for  all  at  every  level 
of  society. 

However,  in  so  doing,  we  must  be  always  alert 
lest  the  so-called  planners  of  medical  care, 
reminiscent  of  the  past,  further  attempt  to 
ruin  this  great  profession. 

Even  more  important,  we  must  be  on  the 
offensive,  becoming  the  strong  and  intelligent 
planners  of  medical  services  and  standards, 
never  being  hampered  by  internal  bickerings  or 
threat  of  dissenting  splinter  groups. 

It  is  with  humility,  sincerity,  and  simplicity 
that  I accept  such  responsibilities  and  hope  that 
my  leadership  will  be  for  whatever  is  best  for  the 
Medical  Society  of  the  State  of  New  York,  its 
26,005  members,  and  the  public,  which  we 
serve. 

Election  of  Life  Members 

The  list  of  physicians  who  had  been  nominated 
by  their  respective  county  medical  societies  for 
election  to  life  membership  in  the  Medical  So- 
ciety of  the  State  of  New  York  was  presented  to 
the  House,  as  follows: 

Erich  Adler,  New  York  City 

Herbert  Adler,  New  York  City 

Gustave  Adlerberg,  Brooklyn 

Reuben  Peter  Alderman,  Wells 

Gregory  I.  Altschuller,  New  York  City 

Emanuel  Joseph  Amoury,  Staten  Island 

Zhivko  Dimitroff  Angeluscheff,  New  York  City 

Benjamin  Apfelberg,  Forest  Hills 

Morris  Astrachan,  Brooklyn 

Mahlon  Hicks  Atkinson,  Catskill 

Giovanni  Autuori,  Brooklyn 

R.  Joseph  Bacchi,  New  York  City 

Vitus  William  Badia,  New  York  City 

William  Howard  Barber,  Jr.,  Mount  Sinai 

Margaret  Witter  Barnard,  Tupper  Lake 

Harold  Ludlow  Barnes,  Richmond  Hill 

Theodore  Baum,  Rome 

Paul  Beck,  Tona wanda 

Harold  Stewart  Belcher,  New  York  City 

Alfred  Lee  Loomis  Bell,  Brooklyn 

Eugene  Bernstein,  The  Bronx 

Frederick  William  Birkman,  White  Plains 

Dwight  Stanley  Bishop,  Oyster  Bay 

Howard  Thomas  Blair,  Brooklyn 

James  Lewis  Blanton,  Clifton  Springs 

Fritz  Jakob  Bloch,  Mount  Vernon 

Jacob  Maurice  Bloom,  New  York  City 

William  Bodenheimer,  Brooklyn 

Abraham  Braunstein,  Long  Island  City 

Raphael  Breakstone,  The  Bronx 
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Salvatore  Brevetti,  New  York  City 

Martin  Brewda,  Johnstown 

John  Brinkman,  Brooklyn 

Rachel  Boris  Bross,  Encino,  California 

E.  Jefferson  Browder,  Hackettstown,  New  Jersey 

LeRoy  Joseph  Butler,  Glens  Falls 

Gustav  Bychowski,  New  York  City 

Alexander  Cameron,  Hempstead 

Laurence  Manley  Campbell,  Brantingliam 

Joseph  J.  Campion,  Richmond  Hill 

Katherine  F.  Carnivale,  Buffalo 

Alexander  Francis  Carson,  Oneonta 

Max  Alfred  Carter,  Forest  Hills 

Harry  Edwin  Chapin,  Lowville 

Giachino  Chianchiano,  Maspeth 

Forris  Ensor  Chick,  Ithaca 

Meyeron  Coe,  Queens  Village 

Samuel  Lewis  Cohen,  New  York  City 

Isidor  Cohn,  Brooklyn 

Morris  Arthur  Cohn,  Monticello 

Ralph  Marvin  Colton,  North  Tonawanda 

Gerald  Charles  Cooney,  Syracuse 

Curlin  Calvert  Craven,  Rye 

Joseph  Croce,  New  York  City 

Winifred  Woodman  Curtis,  Stony  Brook 

John  D’Arecca,  Binghamton 
David  Murray  Davidson,  Brooklyn 
Emanuel  deLalla,  Utica 

Beeckman  Jousseaum  Delatour,  South  Worcester 
Joseph  Ernest  Delmonico,  Sr.,  Syracuse 
Edward  Henry  Dennen,  Rowayton,  Connecticut 
Norman  Mathews  Dennison,  Rochester 
Joseph  Deutsch,  The  Bronx 
J.  Arnold  de  Veer,  East  Williston 
Margaret  A.  Doerr-Muendel,  Queens  Village 
William  Russell  Dolan,  Skaneateles 
Cyril  Harold  Dolly,  New  York  City 
Irving  Drabkin,  Oceanside 
Morris  Lionel  Drazin,  Maspeth 
Lewis  Wilfrid  Dunn,  New  York  City 
Clarence  J.  Durshordwe,  Buffalo 

Joseph  Theodore  Eagan,  Oneonta 
George  Patterson  Eddy,  Niagara  Falls 
Elfride  Wilkiser  Ehrenreich,  New  York  City 
Benjamin  Madison  Eis,  Brooklyn 
Dorian  Eisenklam,  New  York  City 
Henry  William  Eisfelder,  Syosset 
Mary  Rose  Eleston,  New  York  City 
Anny  Elston,  New  York  City 
Aladar  Farkas,  New  York  City 
Laurent  Feinier,  Brooklyn 
Herbert  Charles  Fett,  Sr.,  Brooklyn 
Henry  Field,  Freehold,  New  Jersey 
Abraham  Fine,  Port  Jefferson 
Abraham  Harold  Fineman,  New  York  City 
Martin  Fischer,  New  York  City 
Daniel  Carl  Fisher,  Clarence  Center 
Edward  Joseph  Fitzgerald,  Glens  Falls 
Berthold  Fleischmann,  The  Bronx 
William  Gordon  Flickinger,  Brooklyn 
Otto  Floersheim,  Cambria  Heights 
Caspar  Folkoff,  New  York  City 
Maurice  Forman,  Mount  Vernon 
Greta  F.  Frankley,  New  York  City 
Louis  Freimark,  Brooklyn 
Paul  Freud,  Forest  Hills 
Rudolf  Bernard  Freund,  Utica 
Michael  Friedman,  Brooklyn 
Walter  Erich  Frieler,  New  York  City 
Lesser  M.  Fruchtbaum,  Brooklyn 

John  Joseph  Gainey,  Brooklyn 
Antonio  Alessandro  Garbarino,  New  York  City 
Joseph  Patrick  Garen,  Rochester 
Rubin  Abram  Gerber,  New  York  City 
Robert  Edward  Getting,  Beechhurst 


John  Frederick  Gipner,  Rochester 
Emanuel  Glass,  New  Rochelle 
Robert  Schumann  Glendening,  Andes 
Theodore  Elmer  Goembel,  Buffalo 
Milton  Donald  Goldfein,  Brooklyn 
Bradford  F.  Golly,  Rome 
Edward  Scott  Goodwin,  Menands 
Hirsch  Loeb  Gordon,  New  York  City 
Herman  Gottlieb,  Brooklyn 
Robert  Louis  Gould,  New  York  City 
Maximilian  Grauberg,  New  York  City 
Carl  Hartley  Greene,  Hartsdale 
Jesse  Johnson  Greene,  New  York  City 
Paul  Gross,  New  York  City 
Harry  Karl  Grottewit,  New  York  City 
Erastus  Ingham  Guller,  Hamilton 

Wilhelm  Gustav  Hansen,  Babylon 
William  Barton  Harris,  Milton 
Francis  French  Harrison,  Cooperstown 
Charles  Frank  Hawkins,  Glens  Falls 
Forrest  Hayes,  Flushing 
Roy  Frederick  Herrman,  Rochester 
Louis  Joseph  Hershkowitz,  Jamaica 
Jacob  Herzfeld,  Brooklyn 
Alfred  Adolf  Hesse,  Roscoe 
Ada  Constance  Hirsh,  New  York  City 
Hanna  H.  Hirsh,  New  York  City 
John  George  Fred  Hiss,  Syracuse 
James  Frederic  Hollister,  Valley  Stream 
Eva  Helen  Holt,  Mineola 
Harriet  Hosmer,  Buffalo 
Alice  Helen  Howitt,  Forest  Hills 

Paul  Jacobson,  Wappingers  Falls 
Samuel  Frederick  Jenkins,  New  York  City 
Leif  George  Jensen,  Staten  Island 
Anthony  Leopold  Jordan,  Rochester 
Martin  Jungmann,  New  York  City 

Samuel  Kalter,  Middletown 

Robert  Karpat,  Queens  Village 

Ellis  Kellert,  Schenectady 

Henry  Morris  Kera,  The  Bronx 

Peter  Joseph  Kesseler,  New  York  City 

Christian  Frederick  Ketels,  New  York  City 

E.  Henry  Keutmann,  Rochester 

Raymond  Francis  A.  Kircher,  Albany 

Eva  Chaya  Rivka  Kivelson,  New  York  City 

Benjamin  Kleiner,  Brooklyn 

John  D.  Kniazeff,  Moraga,  California 

Saul  Knopf,  Katonah 

Alfred  Koerner,  New  York  City 

Benjamin  Kogan,  Forest  Hills 

Gustav  Kohlhagen,  Brooklyn 

Susan  Kornstein,  Brooklyn 

Samuel  Korry,  New  York  City 

Jacob  Kroll,  Astoria 

Israel  S.  Kurshnir,  Tannersville 

Jacob  Lanes,  Brooklyn 
John  George  Lang,  New  York  City 
Raymond  George  LaPort,  Lockport 
Chauncey  Martin  Lapp,  Corning 
Reuben  Lavine,  Syracuse 
Morris  Lazerson,  Rochester 
Frederick  Lehmann,  New  York  City 
Nathan  Levine,  Buffalo 
H.  George  Liebmann,  New  York  City 
Max  Liebmann,  New  York  City 
Charles  S.  Lilien,  Brooklyn 
Roy  Ludlum  Lippincott,  Goshen 
Eugene  Livigi,  Brooklyn 
Alvah  Leon  Lord,  Hamburg 
Halloc.k  Luce,  Riverhead 
John  Francis  Lynch,  Woodside 
Erna  Lyon,  Jamaica 

Gilbert  Coffin  MacKenzie,  Pleasant  Valley 
Harry  Aaron  Mackler,  Brooklyn 
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Berthold  Maier,  Lancaster 

Martin  M.  Maliner,  Brooklyn 

Israel  Bernard  Malkin,  Brooklyn 

Jacob  Mandel,  New  York  City 

Frederick  M.  Margaretten,  Miami  Beach,  Florida 

Melvin  S.  Martin,  Warsaw 

Eugene  Leopold  Mayer,  New  Hyde  Park 

Alexis  Tice  Mays,  Brooklyn 

Frank  Raymond  Mazzola,  Jamaica 

James  Andrew  McCullough,  Black  River 

Evan  Williams  McLave,  Jackson  Heights 

Lewis  Follett  McLean,  Buffalo 

Walter  Meeler,  West  Sand  Lake 

Hans  Meinrath,  Forest  Hills 

Morris  Louis  Messenger,  The  Bronx 

Felix  Henry  Metis,  Maspeth 

Michael  W.  Mettenleiter,  New  York  City 

Gerald  Philip  Metzler,  Syracuse 

Nathan  Meyer,  New  York  City 

Helen  Lovena  Miller,  New  York  City 

Isidore  Kennett  Mirkin,  The  Bronx 

Frank  Guy  Moore,  Fort  Lauderdale,  Florida 

Dante  James  Morgana,  Buffalo 

Maurice  Morrison,  Brooklyn 

Alvia  Royce  Morrow,  Cazenovia 

Vincent  Charles  Moscato,  Buffalo 

Morris  Jacobi  Moskowitz,  Rochester 

Gladys  Marie  Muller,  Brooklyn 

Alice  E.  Bennett  Murray,  Buffalo 

Francis  Xavier  Murray,  New  York  City 

Joseph  Nach,  The  Bronx 
Floyd  Guy  Nellis,  Utica 
Morris  E.  Newman,  Buffalo 
Lawrence  Nuccio,  East  Elmhurst 
William  Nussbaum,  Kew  Gardens 
Thomas  Edwin  O’Brien,  Lockport 
Leo  Patrick  O’Donnell,  Pawling 
Albert  William  Olson,  Greenport 
Howard  Osgood,  Buffalo 
Elvira  O.  Ostlund,  White  Plains 

Allan  Laurence  Parlow,  Rochester 
LeRoy  Adolphus  Payne,  Brooklyn 
Henry  L.  Pech,  Sr.,  Buffalo 
Edward  Pecora,  Yonkers 
John  Pepe,  Mohegan  Lake 
Ferdinand  Louis  Perrone,  Oneonta 
Joseph  Lawrence  Pfeifer,  Brooklyn 
Orra  Almira  Phelps,  Wilton 
Julius  Pincus,  New  York  City 
Martin  Plateau,  Woodmere 
John  Podiuk,  Syracuse 
Frederick  Jakob  Pollack,  Elmhurst 
Max  Pollock,  The  Bronx 
Irving  W.  Ponemon,  Jamaica 
Herman  Paul  Posner,  The  Bronx 

Sandor  Rado,  New  York  City 
Milton  Joseph  Raisbeck,  New  York  City 
Elias  Rapoport,  New  York  City 
Israel  Rappaport,  New  York  City 
Abraham  Joseph  Reich,  New  York  City 
Jonas  Reich,  Brooklyn 
Philip  Reichert,  New  York  City 
Fritz  Bernhard  Reif,  Niagara  Falls 
Arthur  John  Reissig,  Kenmore 
Anthony  Arthur  Ressa,  Port  Washington 
Eugene  Retzbach.  Old  Forge 
Howard  Edward  Rogers,  Buffalo 
Julian  Rose,  Brooklyn 
Maximilian  Rosenberg,  Brooklyn 
Monroe  A.  Rosenbloom,  Syracuse 
Rieva  Rosh,  New  York  City 
Walter  Rubin,  Brooklyn 
Carlo  Canio  Russo,  New  York  City 
Julius  Ryback,  New  York  City 
Nelson  Benson  Sackett,  New  York  City 


Jeanette  Sakheim,  New  York  City 

Joseph  Salan,  New  York  City 

Nathaniel  H.  Sandler,  Brooklyn 

Alfred  Schattner,  New  York  City 

Samuel  Schechter,  Briarcliff  Manor 

Louis  Scheib,  New  York  City 

Louis  John  Schmitt,  Williamsville 

Rudolph  Nicholas  Schullinger,  New  York  City 

Cecil  Leonard  Schultz,  Smithtown 

Albert  Schur,  Far  Rockaway 

Samuel  Schwartz,  New  York  City 

Leonard  Shaftan,  The  Bronx 

Joseph  Maroon  Shaw,  Yonkers 

Benjamin  Sherwin,  The  Bronx 

James  Burnett  Shields,  Glens  Falls 

Ernest  Shomberg,  Forest  Hills 

Jane  Henny  Sichell,  New  York  City 

Carl  Frederick  Siekmann,  Kenmore 

William  Victor  Silverberg,  White  Plains 

Victor  Edward  Singer,  New  York  City 

Robert  I.  Skolnick,  New  York  City 

Ralph  Benjamin  Smallman,  Batavia 

Carl  Henry  Smith,  New  York  City 

Max  Louis  Solkow,  Mamaroneck 

Herbert  I.  Spitzel,  White  Plains 

Pincus  Albert  Stahl,  The  Bronx 

Clara  Chaje  Steg,  New  York  City 

Simon  Stein,  New  York  City 

Gotthold  Steinhardt,  Rochester 

Erich  F.  Steinthal,  Newburgh 

Paul  Steinweg,  New  York  City 

Max  M.  Sterman,  New  York  City 

Leon  Arthur  Stetson,  Rochester 

Fred  Waldorf  Stewart,  New  York  City 

Maurice  Joel  Stone,  The  Bronx 

Alfred  S.  Strauss,  New  York  City 

Rudolf  Strauss,  New  York  City 

William  Russell  Strutton,  Orangeburg 

S.  Paul  Suffin,  Larchmont 

Bronislava  Szuldberg,  New  "York  City 

Joseph  Paul  Takach,  Staten  Island 
Nathan  Tandet,  New  York  City 
Francis  Joseph  Tarsney,  Forest  Hills 
Melchiorre  Termini,  New  York  City 
Giles  Sydnor  Terry,  Scarsdale 
Byron  Calvin  Tillotson,  Fort  Edward 
Harry  Tirsch,  New  York  City 
James  Joseph  Toomey,  Poughkeepsie 
Joseph  Tomer,  Loudonville 
Morris  Touriel,  New  York  City 
Solomon  J.  Turel,  New  York  City 
Martin  Edmund  Tyrrell,  Depew 

Frank  H.  Valone,  Rome 

James  Minton  Vaughan,  Mount  Vernon 

Samuel  W.  Vernick,  New  York  City 

Alfred  Hans  Viessmann,  Islip 

Fernand  Vistreich,  Great  Neck 

Beverly  Leland  Vosburgh,  Schenectady 

George  Arthur  Wagner,  Lehigh  Acres,  Florida 

William  Arthur  Wall,  Cortland 

Edward  A.  Walsh,  Woodhaven 

Marie  Pichel  Warner,  New  York  City 

Russell  Merwyn  Weidler,  Frewsburg 

Irving  Weinberg,  Mount  Vernon 

Ernst  Bernhard  Weiner,  New  York  City 

Morris  Montrose  Weiner,  Brooklyn 

Sol  Weiner,  New  Hyde  Park 

Frederick  Weintraub,  Brooklyn 

Charles  Augustus  Weyrmiller,  Brooklyn 

Gonsalvo  Cotobus  Williams,  Jr.,  Dobbs  Ferry 

Herbert  Frank  Wilshusen,  Fryeburg,  Maine 

Aaron  Lionel  Winderman,  The  Bronx 

Augustus  Wolf,  Yonkers 

Maurice  Eugene  Wolf,  New  York  City 

Robert  Ralph  Yanover,  Great  Neck 


June  1,  1967  / New  York  State  Journal  of  Medicine  1675 


The  House  voted  to  elect  these  candidates  to  life 
membership  in  the  Medical  Society  of  the  State  of 
New  York. 


Closing  Proceedings 

Thanks  to  Committees  and  Staff 

. . . Speaker  Himler  expressed  his  thanks  and 


appreciation  to  the  members  of  the  MSSNY 
staff,  the  committees  for  the  convention,  and 
the  staff  of  The  Americana,  for  their  cooperation 
and  work  in  making  the  meeting  a successful 
one . . . 

Adjournment 

. . . Speaker  Himler  adjourned  the  House  at 
11 : 50  a.m.,  sine  die  . . 
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Minutes  of  the  1967  House  of  Delegates 


Minutes  of  the  Annual  Meeting 
of  the  House  of  Delegates 
February  12  to  16,  1967 
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Recommendations  for  Reform  in  (67-55), 
page  1607 

Support  of  Revision  of  State  (67-26),  page 
1607 

See  also  Legislation,  (State) 

Accident  Prevention:  Report,  page  1583 

Accidents:  see  Motor  Vehicle  Safety 

Adams,  Mrs.  Elsie:  see  Addresses 
Addiction:  see  Alcoholism  and  Drug  Abuse 

Addiction  Control  Program:  see  Narcotic  Ad- 

diction 
Addresses 

Adams,  Mrs.  Elsie,  page  1472 
Blake,  James  M.,  M.D.,  pages  1470, 1484, 1490 
Heldmann,  Mrs.  Walter  T.,  page  1471 
Hudson,  Charles  L.,  M.D.,  page  1465 
Hughes,  Edward  C.,  M.D.,  page  1673 
Willis,  Waring,  M.D.,  page  1470 
Wurzbach,  Frederick  A.,  Jr.,  M.D.,  page  1492 
Aging  and  Nursing  Homes,  page  1583 
Air  Pollution:  see  Environmental  Health 

Alcoholism  and  Drug  Abuse:  Reports,  pages 

1584,  1585 

American  Medical  Association 

AMA-ERF:  see  Executive  Vice-President 

Delegation:  Reports,  pages  1656,  1661 

Election  of  Delegates:  see  Constitution  and 

Bylaws 

Judicial  Council:  see  Executive  Vice-Presi- 

dent 

Mandatory  Membership:  see  Constitution 

and  Bylaws 

President’s  Address,  page  1465 
Annual  Meeting  Dates:  see  Executive  Vice- 

President 

Archives  and  History,  page  1621 
Athletic  Association,  Medical  Advisory  Com- 
mittee to  New  York  State  Public  High  School: 
Report,  page  1602 


Awards 

Empire  State  Awards  for  Excellence  in 
Medical  Reporting:  Presentation  to  Mike 

Thomas  and  Marilyn  Berger,  Lorraine 
Dusky,  Long  Island  Daily  Press,  Bingham- 
ton Evening  Press,  page  1474 
Fifty-Year  Service  Awards:  Presentation  to 

Kent  W.  Jarvis,  M.D.,  John  L.  Sengstack, 
M.D.,  page  1475 

Journal  Distinguished  Service  Scrolls:  Pres- 

entation to  Paul  Bunn,  M.D.,  Granville  W. 
Larimore,  M.D.,  Lester  C.  Mark,  M.D., 
page  1473 

President’s  Citations  for  Distinguished  Com- 
munity Service:  Presentation  to  Roger 

C.  Bliss,  M.D.,  Norman  D.  Kathan,  M.D., 
W.  James  MacFarland,  M.D.,  page  1473 
Redway  Medal  and  Award:  Presentation  to 

Milton  Helpern,  M.D.,  page  1472 
Scientific  Exhibit  Awards:  Presentations, 

page  1475 

Television  and  Radio  Awards:  Presentation 

to  CBS  Radio,  WCBS-TV,  WNBC-TV, 
page  1474 

Babbage,  E.  Dean,  M.D.:  see  House  of  Dele- 

gates (Deceased  Members) 

Bar  Association,  Joint  Committee  with:  Re- 

port, page  1655 
Berger,  Marilyn:  see  Awards 

Binghamton  Evening  Press:  see  Awards 

Blake,  James  M.,  M.D.:  see  Addresses 

Bliss,  Roger  C.,  M.D.:  see  Awards 

Blue  Cross:  see  Hospitals,  Legislation  (State) 

Blue  Shield:  Payment  to  Physicians  (67-70), 

page  1541 

Blue  Shield:  see  also  Hospitals 

Budget  and  Finance:  Report,  page  1526 

Building,  Our  Own:  Report,  page  1528 

Bunn,  Paul,  M.D.:  see  Awards 
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Cancer:  Report,  page  1585 

Cardiovascular  Disease:  Report,  page  1586 

CBS  Radio:  see  Awards 

Child  Welfare:  see  Maternal  and  Child  Welfare 

Chronic  Pulmonary  Diseases:  Report,  page 

1587 

Constitution  and  Bylaws 
Amendments  Approved 

Constitution,  Article  VI:  Executive  Vice- 

President,  Duties  of  (66-68) , page  1483 
Bylaws 

Chapter  I,  Section  2(b);  Chapter  II, 
Section  1 (b);  Chapter  VII,  Section  9; 
Chapter  XIV,  Sections  2 and  5:  Dues 
Payment  Date  (66-75),  page  1481 
Chapter  I,  Section  2(c):  Dropped  De- 

linquency Date  (66-78),  page  1481 
Chapter  I,  Section  6:  Life  Membership 

(66-77),  page  1478 

Chapter  I,  Section  7:  Junior  Members 

(66-76),  page  1477;  (66-73),  page  1482 
Chapter  IX,  Section  1:  Expenses  of 

Delegates  (66-65),  page  1482 
Chapter  XIII,  Section  1:  District 

Branch  Presidents  (66-11),  page  1479 
Chapter  XIV,  Section  2:  Dues  Re- 

mission (66-74),  page  1480 
Amendments  Disapproved 
Bylaws 

Chapter  I,  Section  1:  Membership  Re- 

quirement (66-36)  (66-91),  page  1476 
Chapter  I,  Section  6:  Life  Membership 

(66-1),  page  1477;  (66-64),  page  1478 
Chapter  II,  Section  1:  Method  of 

Election  of  Delegates  (66-67),  page 
1480 

Chapter  III,  Section  6:  Election  of 

AM  A Delegates  (66-41),  page  1479; 
(66-66),  page  1483 

Chapter  XI,  Section  4:  Nominating 

Committee  (66-10),  page  1479 
Chapter  XIII,  Section  1:  Election  of 

AM  A Delegates  (66-41),  page  1479 
Amendments  Proposed 

Constitution,  Article  IV,  Council  (67-7), 
page  1669 
Bylaws 

Chapter  I,  Section  2(b);  Chapter  II, 
Section  1(b);  Chapter  VII,  Section  9; 
Chapter  XIV,  Sections  2 and  5:  Dues 

Payment  Date  (67-15),  page  1669 
Chapter  I,  Sections  1,  2(c),  and  3: 
Membership  (67-56),  page  1669 
Chapter  I,  Section  4;  Chapter  XIV,  Sec- 
tion 1 and  2:  Membership  (67-69), 

page  1670 

Chapter  VII,  Section  1;  Chapter  XI, 
Section  4:  Nominating  Committee 

(67-74),  page  1670 

Constitution  and  Bylaws,  Council  Committee 
on:  Reports,  page  1656 

Continuing  Education:  Report,  page  1587 

Convention:  Report,  page  1621 

Coordinating  Council:  see  District  Branches, 

First 

Counsel:  see  Legal  Counsel 

Credentials:  Report,  page  1463 


Deaf:  see  Hard  of  Hearing  and  the  Deaf 

Dependents  Medical  Care:  see  Economics 

Diabetes:  see  Metabolic  Diseases 

Directory,  Medical,  of  New  York  State:  see 

Executive  Vice-President 
Disaster  Medical  Care:  Report,  page  1623 

Disease:  see  under  Chronic  Pulmonary,  In- 

fectious, Metabolic,  Tropical,  Venereal 
Diseases  of  the  Eye:  Report,  page  1589 

District  Branches 
Reports 

To  Explore  All  Aspects  of,  page  1608 
Branches 

First,  page  1609 
Second,  page  1611 
Third,  page  1612 
Fourth,  page  1612 
Fifth,  page  1613 
Sixth,  page  1613 
Seventh,  page  1614 
Eighth,  page  1615 
Ninth,  page  1616 

President:  Term  of  Office:  see  Constitution 

and  Bylaws 

Drug  Abuse:  see  Alcoholism  and  Drug  Abuse 

Drugs:  see  Generic  Drugs 

Dues 

Change  in  Payment  Date:  see  Constitution 

and  Bylaws 

Delinquency,  Change  in  Date:  see  Constitu- 

tion and  Bylaws 

Increase  in  MSSNY  (67-31),  page  1528 
Remission  of:  see  Constitution  and  Bylaws 

Dusky,  Lorraine:  see  Awards 

Economics:  Report,  page  1529 

Education  Law,  Revision  of:  Report,  page  1642 

Elections 

Appointment  of  Tellers,  page  1670 
Balloting,  page  1671 
Life  Members,  page  1673 
Nominations,  page  1671 
Report  of  Tellers,  page  1672 
EMPAC:  see  Legislation  (State) 

Empire  State  Awards:  see  Awards 

Environmental  Health:  Report,  page  1589 

Ethics:  Report,  page  1551 

Executive  Vice-President:  Reports,  pages  1499, 

1513 

Fees 

Assigning  or  Rebating  of  Medicare  and  Medi- 
caid (67-48),  page  1554 
Assignment  to  Hospitals  and  Other  Third 
Parties  (67-3),  page  1554 
Specialty  Group  Representation  on  Nego- 
tiating Committees  (67-24),  page  1667 
See  also  Medicaid  and  Medicare 
Fifty-Year  Service  Awards:  see  Awards 

Film  Review:  Report,  page  1590 

First  Aid:  see  Motor  Vehicle  Safety 

Folsom,  Marion  B.,  Statement:  see  Medicaid 

(Income  Eligibility) 

Food  Handlers:  Disapproval  of  Mandatory 

Semiannual  Physical  Examinations  (67-66), 
page  1606 

Forensic  Medicine:  Report,  page  1590 
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General  Practice  and  School  Health:  Report, 
page  1591 
Generic  Drugs 

Drug  Substitution:  Disapproval  of  (67-5), 

page  1605 

Generic  Names:  Opposition  to  Compulsory 

Use  (67-51),  page  1605 

Government-Assigned  Health  Insurance  (67- 
36),  page  1540 

Hard  of  Hearing  and  the  Deaf:  Report,  page 

1591 

Health  Aspects  of  Ionizing  Radiation:  Report, 

page  1592 

Health  Insurance:  Government  Assigned  (67— 

36),  page  1540 

Health  Manpower,  pages  1588,  1592 
Heart  Disease:  see  Cardiovascular  Disease 

Heldmann,  Mrs.  Walter  T.:  see  Addresses 

Helpern,  Milton,  M.D.:  see  Awards 

Hospital  and  Professional  Relations:  Report, 

page  1546 

Hospital-Based  Physicians:  Report,  page  1545 

Hospital  Epidemiology:  see  Infectious  Diseases 

Hospital  Schools  of  Nursing:  see  Nursing 

(Education) 

Hospitals 

Annual  Physician  Staff  Appointments  (67-4) 
page  1557 

-Based  Specialists:  Transfer  of  Coverage  for 

Services  of  from  Blue  Cross  to  Blue  Shield 
(67-32),  page  1552 

Corporate  Practice  of  Medicine  (67-18) , page 
1559 

Disapproval  of  Establishment  of  Closed  (67- 
17),  page  1559 

Staff  Tenure  (67-63) , page  1557 
See  also  Utilization  Committees 
House  of  Delegates 

Adjournment,  page  1676 
Deceased  Members,  page  1463 
Election:  see  Constitution  and  Bylaws 

Expenses:  see  Constitution  and  Bylaws 

Minutes  (1966)  Approved,  page  1464 
New  Members:  Introduction,  page  1464 

Reference  Committees,  page  1464 
Thanks  Expressed,  page  1676 
Hudson,  Charles  L.,  M.D.:  see  Addresses 

Hughes,  Edward  C.,  M.D.:  see  Addresses 

Hypodermic  Syringes  and  Needles,  Nondis- 
posable: Legislation  Outlawing  (67-65), 

page  1606 

Industrial  Health:  Report,  page  1537 

Infectious  Diseases:  Report,  page  1592 

Injured:  Transportation  of:  see  Motor  Vehi- 

cle Safety 

Internal  Revenue  Service:  see  Executive  Vice- 

President 

Ionizing  Radiation:  see  Health  Aspects  of 

Ionizing  Radiation 

Incoming  President-Elect:  see  Addresses 

Invocation,  page  1463 

Jarvis,  Kent  W.,  M.D.:  see  Awards 

Journal 

Distinguished  Service  Scrolls:  see  Awards 

Publication  Committee:  Report,  page  1617 


Red  way  Award:  see  Awards 

Judicial  Council:  Report,  page  1655 

Kathan,  Norman  D.,  M.D.:  see  Awards 

Labor  Health  Facilities:  Report,  page  1538 

Laboratory  Services:  Costs  of  (67-76),  page 

1560 

Larimore,  Granville  W.,  M.D.:  see  Awards 

Legal  Counsel:  Report,  page  1646 

Legislation  (Federal) 

Committee:  Reports,  pages  1624,  1626 

Public  Law  89-749,  page  1626 
Public  Law  89-97:  see  Medicaid,  Medicare 

Social  Security  for  Physicians,  page  1628 
Legislation  (State) 

Autopsy  and  the  Dead  Human  Body:  Re- 

vision of  Laws  (67-62),  page  1641 
Blue  Cross:  Repeal  of  Chapter  795  (67-9), 

page  1639 

Committee:  Reports,  pages  1628,  1633 

Disapproval  of  Action  of  Officers  (67-61), 
page  1640 

Empire  Medical  Political  Action  Committee: 
Support  of  (67-73),  page  1641 
Free  Choice 

Legislation  to  Provide  (67-8),  page  1638 
McCloskey  Bill  to  Guai'antee  (67-27),  page 
1638 

Right  of  Medicaid  Patients  to  Select  Own 
Physician  (67-16),  page  1638 
Medical  Assistance  for  Needy  Persons,  page 
1630 

Pending  Health  Legislation:  Opportunity  to 

Study  (67-38),  page  1639 
Podiatry,  Expansion  of:  Opposition  to  (67- 

75),  page  1641 
Program  for  1967,  page  1632 
State  Education  Department  Questionnaire 
(67-41),  page  1640 

Tax  Payment:  Use  of  Unpaid  Medicaid 

Vouchers  (67-23),  page  1639 
Life  Members:  Election,  page  1673 

Long  Island  Daily  Press:  see  Awards 

MacFarland,  W.  James,  M.D.:  see  Awards 

Malpractice  Insurance  and  Defense  Board: 
Report,  page  1645 

Mark,  Lester  C.,  M.D.:  see  Awards 

Maternal  and  Child  Welfare:  Report,  page 

1593 

Maternal  Mortality:  see  Maternal  and  Child 

Welfare 

Mediation  and  Insurance  Claims  Review: 
Report,  page  1546 
Medicaid  (Title  19) 

Certification  for  Diagnostic  Procedures:  Re- 

scinding Requirement  for  (67-52),  page 
1570 

Contract  with  Patient:  Right  of  Practitioner 

to  (67-6),  page  1565 
Direct  Billing  Under  (67-33),  page  1567 
Fees 

Assigning  or  Rebating  of  Medicare  or 
Medicaid  (67-48),  page  1554 
Financial  and  Administration  Policies: 
Recommendation  for  Improved  (67-57), 
page  1570 
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Reimbursement,  Direct  to  Patients  (67-50), 
page  1570 

Schedule:  Recommendation  for  Higher 

Conversion  Factors  in  State  (67-21), 
page  1566 

Usual,  Customary,  and  Prevailing  (67-49), 
page  1569 

Fiscal  Intermediaries:  Use  of  (67-47),  page 

1569 

Free  Choice  of  Physician  and  Medical  Facility 
(67-43),  page  1568 

Income  Eligibility:  Proposed  Changes  (67— 

1),  page  1560 

Income  Levels:  Legislation  to  Establish 

(67-10),  page  1566 

Medical  Care:  Principles  for  Maintaining 

High  Quality  Under  Government-Sup- 
ported Programs  (67-46),  page  1568 
MSSNY  Position  Statement,  page  1580 
Prior  Authorization:  Legislation  to  Elim- 

inate (67-14),  page  1566 
Prior  Authorization:  Rescinding  Require- 

ment for  Written  Certification  for  Con- 
sultation (67-22);  page  1567 
Qualifications 

General  Practitioners  (67-40)  page  1552, 
(67-44)  page  1552,  (67-72)  page  1553 
Participating  Physician,  for  (67-71),  page 
1581 

Specialists  (67-80),  page  1553 
See  also:  Public  Medical  Care 

Repeal  of  State  Legislation  Implementing 
(67-60),  page  1571 

Rights  of  Patient  Under  (67-42),  page  1567 
See  also  Legislation  (State),  New  York  State 
Interdepartmental  Committee  on  Health 
Economics 

Medical  Assistance  for  Needy  Persons  (Title  19) : 
see  Medicaid,  Legislation  (State) 

Medical  Assistants  Association:  Address  of 

President,  page  1472 
Medical  Care 

Evaluation  by  Government  Agencies  of 
Quality  of  (67-45),  page  1559 
Principles  for  Maintaining  Quality  Under 
Government-Supported  Programs  (67-46): 
see  Medicaid,  Medicare 
Quality  of:  see  Medicaid,  Medicare 

Medical  Care  Insurance 

Bureau:  Report,  page  1539 

Committee:  Report,  page  1534 

Medical  Examiner  System:  see  Forensic  Medi- 

cine 

Medical  Review 

Committee:  Report,  page  1544 

Use  of  County  Medical  Society  Committees 
(67-13),  page  1559 

Medical  Services,  Commission  on:  Report, 

page  1529 
Medicare  (Title  18) 

Certification  for  Diagnostic  Procedures:  Re- 

scinding Requirements  for  (67-52),  page 

1570 

Fees:  Assigning  or  Rebating  of  (67-48), 

page  1554 

Medical  Care:  Principles  for  Maintaining 

High  Quality  Under  Government-Sup- 
ported Programs  (67-46),  page  1568 


Rights  of  Patient  Under  (67-42),  page  1567 
Use  of  County  Medical  Claims  Review  and 
Utilization  Committees  (67-13),  page  1559 
Memorial  Tribute:  see  House  of  Delegates 

Mental  Hygiene:  Report,  page  1597 

Metabolic  Disease:  Report,  page  1598 

Mills,  Wilbur  D.,  House  Ways  and  Means  Com- 
mittee: see  Medicaid  (Income  Eligibility) 

Motor  Vehicle  Safety 

Accident  Investigation  Teams  (67-12),  page 
1604 

Basic  Protection  for  Traffic  Accident  Patient 
(67-2),  page  1602 

Bureau  of  Motor  Vehicles:  Medical  Advisory 

Board  (67-29),  page  1604 
First  Aid  and  Transportation  of  Injured: 
Scientific  Program  (67-35),  page  1605 
Legislation  to  Establish  Motorcycle  Safety 
Regulations  (67-11),  page  1603 
Seat  Belts  in  Taxicabs,  Rental  Cars,  and 
Limousines  (67-25),  page  1604 

Narcotics 

Addiction  Control  Program  (67-64),  page 
1606 

See  also  Alcoholism  and  Drug  Abuse 
National  Anthem,  page  1463 
News  of  New  York:  see  Public  Relations 

New  York  State  Interdepartmental  Committee 
on  Health  Economics,  Advisory  Committee: 
Reports,  pages  1571,  1575 
Nursing 

Committee:  Report,  page  1547 
Diploma  Schools 

Approval  of  (67-68),  page  1556 
Assistance  for  (67-34),  page  1555 
Strengthening  and  Expansion  (67-58), 
page  1556 

Osteopathy:  Report,  page  1665 

Perinatal  Deaths:  see  Maternal  and  Child  Wel- 

fare 

Physical  Medicine  and  Rehabilitation:  Report, 

page  1598 

Physicians’  Home:  Report,  page  1470 

Physicians  Placement  Bureau:  see  Secretary 

Podiatry:  see  Legislation  (State) 

Pollution,  Ah-  and  Water:  see  Environmental 

Health 

Postgraduate  Education:  see  Continuing  Ed- 

ucation 

President:  Reports,  pages  1484,  1490 

President-Elect:  Report,  page  1492 

President’s  Citations:  see  Awards 

Preventive  Medicine:  see  Infectious  Diseases 

Principles  of  Professional  Conduct:  Amend- 

ment Proposed  (67-59) , page  1669 
Prize  Essays:  Report,  page  1621 

Public  and  Professional  Affairs,  Commission  on: 
Report,  page  1623 

Public  Health  and  Education,  Commission  on: 
Report,  page  1581 

Public  Law  89-97 : see  Medicaid,  Medicare 

Public  Medical  Care:  Reports,  pages  1531, 

1533 

Public  Relations:  Reports,  pages  1634,  1637 

Publication:  Report,  page  1617 

Pulmonary  Disease:  see  Chronic  Pulmonary 

Disease 
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Quackery:  Report,  page  1600 

Radiation:  see  Health  Aspects  of  Ionizing 

Radiation 

Radio  and  Television  Awards:  see  Awards 

Redway  Medal:  see  Awards 

Reference  Committees 
Personnel,  page  1464 

Time  of  Presentation  of  Reports  (67-78),  page 
1667 

Referral  of  Reports  and  Supplementary  Reports, 
page  1465 

Rehabilitation:  see  Physical  Medicine  and 

Rehabilitation 
Relative  Value  Scale 

Correction  of  Inconsistencies  (67-53),  page 
1541 

See  also  Economics 

Representatives  of  Other  State  Medical  Asso- 
ciations: 

Connecticut — Orvan  W.  Hess,  M.D. 

Maine — George  E.  Sullivan,  M.D. 
Massachusetts — Donald  A.  Nickerson,  M.D. 
New  Hampshire — Theodore  H.  Lee,  M.D. 
New  Jersey — Joseph  R.  Jehl,  M.D. 
Pennsylvania  J.  Everett  McClenahan,  M.D. 
Vermont — Roy  V.  Buttles,  M.D.,  page  1472 
Rural  Medical  Service:  Report,  page  1600 

Safety:  see  Motor  Vehicle  Safety 

School  Health:  see  General  Practice  and  School 

Health 

Scientific  Exhibit  Awards:  see  Awards 

Seal  of  MSSNY:  Suggested  Change  (67-81), 

page  1668 

Secretary:  Reports,  pages  1496,  1497 

Sengstack,  John  L.,  M.D.:  see  Awards 

Sigmoidoscope:  Demonstration  Teaching  Proj- 

ect, page  1588 

Social  Security  for  Physicians:  see  Legislation 

(Federal) 

Specialty  Group  Representation  on  State 
Society  Committees  (67-24),  page  1667 
Staff  Appointments:  see  Hospitals 


Standards  of  Medical  Care,  Commission  on: 
Report;  page  1542 

Television  and  Radio  Awards:  see  Awards 

Tenure,  Hospital  Staff:  see  Hospitals 

Thomas,  Mike:  see  Awards 

Title  18:  see  Medicare 

Title  19:  see  Medicaid 

Traffic  Accidents  and  Fatalities:  see  Motor 

Vehicle  Safety 

Treasurer:  Report,  page  1497 

Tropical  Diseases:  see  Infectious  Diseases 

Trustees:  Report,  page  1520 

Uniformed  Services  Health  Benefits  Program: 
see  Medical  Care  Insurance  (Bureau) 

United  Medical  Service:  Withdrawal  of  Designa- 
tion “The  Doctor’s  Plan”  (67-39),  page  1540 
Unrelated  Business  Income:  see  Executive 

Vice-President 
Utilization  Committees 

Reimbursement  for  Physicians  Serving  on 
(67-20),  page  1555 

Use  of  County  Medical  Society  (67-13),  page 
1559 

Venereal  Disease:  see  Infectious  Diseases 

Veterans  Administration,  Liaison  with:  Re- 

port, page  1538 

War  Memorial:  Report,  page  1527 

Water  Pollution:  see  Environmental  Health 

WCBS-TV:  see  Awards 

What  Goes  On:  Report,  page  1620 

Willis,  Waring,  M.D.:  see  Addresses 

WNBC-TV:  see  Awards 

Woman’s  Auxiliary:  Report  of  President, 

page  1471 

Workmen’s  Compensation 

Chiropractors,  Inclusion  Under  (67-67),  page 
1541 

Committee:  Report,  page  1535 

Patient’s  Status  in  Cases:  Informing  Attend- 

ing Physician  (67-79),  page  1542 
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Montgomery 
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67-53 
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Queens 

1641 

67-63 
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New  York 
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Clinton 
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George  Lim 
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Roche  announces  new  £ 

Injectable  Valium  (diazepam)  ^ 

To  gain  more  immediate  control  of  acute  anxiety  and  tension 


• Ready  to  use  (no  reconstitution  needed)  for  I.M.  or 
I.V.  injection. ..the  benefits  of  Valium  (diazepam)  are 
now  available  with  parenteral  speed. 

• Valium  (diazepam)  Injectable  rapidly  calms  acute 
agitation,  tension  and  apprehension. 

Before  prescribing,  please  consult  complete  product  information, 
a summary  of  which  follows: 

INDICATIONS:  Tension  and  anxiety  states.  Psychoneurotic  states, 
moderate  to  severe,  where  anxiety,  apprehension  or  agitation 
exist  alone  or  associated  with  depressive  symptoms.  Somatic 
complaints  which  are  concomitants  of  emotional  factors.  Pre- 
operative anxiety  and  acute  stress  reactions,  used  adjunctively 
in  minor  surgical  procedures,  gastroscopy,  esophagoscopy.  Acute 
alcohol  withdrawal.  Muscle  spasm  associated  with  cerebral  palsy 
and  athetosis. 

CONTRAINDICATIONS:  Infants,  patients  with  a history  of  convul- 
sive disorders,  glaucoma,  or  known  sensitivity  to  drug. 
WARNINGS:  Should  not  be  added  to  parenteral  fluids  or  be  dilu- 
ted. Not  recommended  for  treatment  of  psychotic  or  severely  de- 
pressed patients.  Not  to  be  administered  to  patients  in  shock  or 
coma.  Caution  against  hazardous  occupations  during  therapy. 
Advise  patients  against  simultaneous  ingestion  of  alcohol  and 
other  CNS-depressant  drugs  during  therapy.  Abrupt  discontinu- 
ance after  prolonged  overdosage  may  produce  withdrawal  symp- 
toms similar  to  those  noted  with  barbiturates  and  alcohol. 
Addiction-prone  individuals  should  be  under  careful  surveillance 
during  therapy  with  Valium  (diazepam)  or  other  psychotropic 
drugs.  Safe  use  in  pregnancy  and  in  children  under  age  12  not 
established. 

PRECAUTIONS:  Concurrent  use  with  other  psychotropics  gen- 
erally not  recommended.  Precautions  indicated  for  severely  de- 
pressed or  patients  in  whom  there  is  any  evidence  of  impending 
depression.  Observe  usual  precautions  in  impaired  renal  or  hepa- 
tic function  and  in  patients  who  may  be  suicidal.  Not  recom- 
mended for  bronchoscopy,  laryngoscopy,  or  obstetrical  use. 
Since  effect  with  narcotics  may  be  additive,  appropriate  reduction 
in  narcotic  dosage  is  possible. 

ADVERSE  REACTIONS:  Drowsiness,  fatigue,  ataxia.  Also  re- 
ported: blurred  vision,  changes  in  libido  or  salivation,  confusion, 
constipation,  depression,  diplopia,  dysarthria,  euphoria,  head- 


• Useful  in  alleviating  muscle  spasm  of  cerebral  palsy 
and  athetosis. 

• Acts  with  minimal  side  effects  on  cardiorespiratory 
function. 

Supplied  in:  2-cc  ampuls  (5  mg/cc),  boxes  of  10. 

ache,  hypoactivity,  hypotension,  incontinence,  jaundice,  nausea, 
skin  rash,  slurred  speech,  tremor,  urinary  retention  and  vertigo. 
Paradoxical  reactions  such  as  acute  hyperexcited  states,  anxiety, 
excitement,  hallucinations,  increased  muscle  spasticity,  insomnia, 
rage,  sleep  disturbances  and  stimulation  have  been  reported; 
should  these  occur,  use  of  the  drug  should  be  discontinued. 
Periodic  blood  counts  and  liver  function  tests  advisable  in  long- 
term therapy.  Changes  in  EEG  patterns  observed. 

DOSAGE  AND  ADMINISTRATION:  Individualize  dosage.  Usual 
initial  adult  dose  is  2 to  10  mg  I.M.  or  I.V.  Lower  doses  (usually  2 
mg  to  5 mg)  with  slow  dosage  increase  for  elderly  or  debilitated 
patients  and  when  sedative  drugs  are  added.  In  minor  surgical 
procedures,  gastroscopy  and  esophagoscopy,  5 to  10  mg  I.M.  or 
I.V.  30  min.  prior  to  procedure.  Give  injections  slowly;  take  at 
least  1 min.  for  each  5 mg  (1  cc).  In  acute  conditions  injection  may 
be  repeated  within  1 hr.,  although  interval  of  3-4  hrs.  is  usually 
satisfactory;  not  more  than  30  mg  should  be  given  within  8-hr. 
period. 

Intramuscular:  Deep  intramuscular  injection  should  be  given 
slowly. 

Intravenous:  The  solution  should  be  injected  slowly,  taking  at 
least  one  minute  for  each  5 mg  (1  cc)  given. 

Once  the  acute  symptomatology  has  been  properly  controlled 
with  Injectable  Valium  (diazepam),  the  patient  may  be  placed  on 
oral  therapy  with  Valium  (diazepam)  if  further  treatment  is  re- 
quired. 

HOW  SUPPLIED:  Ampuls,  2 cc,  boxes  of  10.  Each  cc  contains  5 
mg  diazepam  compounded  with  40%  propylene  glycol,  10%  ethyl 
alcohol,  5%  sodium  benzoate  and  benzoic  acid  as  buffers,  and 
1.5%  benzyl  alcohol  as  preservative. 
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The  Mediatric  Age: 

There  is  a growing  senescent  body  of  people  on  their 
way  to  malignant  inactivity,  who  sorely  need  your 
interest  and  direction  to  help  them  back  to  a more  active 
and  useful  life.  There  are  medicines  too,  designed  to  help. 
One  such  has  proved  useful  in  clinical  practice. 


1 


“ Nutritional  and  hormone 
bolstering  of  function  in  the 
aged  may  have  a useful  place 
in  geriatrics.” 

Morgan,  A.  F.:  Gerontologist  2:77 
(June)  1962. 

“Mediatric  (steroid- 
nutritional  compound ) 
capsules,  one  a day,  seem  to 
give  definite  help  to  debilitated 
patients.” 


“A  steroid-nutritional 
compound  ( Mediatric ) was  used 
in  100  patients  to  relieve  some 
of  the  symptoms  caused  by 
degenerative  changes  of  aging 
. . . This  therapy  resulted  in 
improvement  of  75  per  cent 
of  the  patients . . .” 


Arnold,  E.  T.,  Jr.:  Geriatrics  12: 612 
(Oct.)  1957. 


McNeill,  A.  J.:  Clin.  Med.  S:518 
(Mar.)  1961. 

“Intensive  nutritional  therapy 
is  necessary,  especially  in 
elderly  people,  to  correct 
dietary  deficiencies  created  by 
large  losses  of  protein,  vitamins 
and  other  nutrients." 

Riccitelli,  M.  L.:  J.  Am.  Geriatrics  Soc. 
72:489  (May)  1964. 


Mediatric9 

Designed  for  the  “metabolically  spent” 

Nutritional  reinforcement  for  those  who  can’t 
- or  won’t-  eat  properly. . .balanced  amounts  of 
estrogen  and  androgen  to  counteract  declining 
gonadal  hormone  secretion  and  its  sequelae  of 
premature  degenerative  changes... mild 
antidepressant  for  a gentle  “mood”  uplift... 


The  estrogen  component  in  MEDIATRIC  is 
PREMARIN®  (conjugated  estrogens— equine), 
the  natural  estrogen  most  widely  prescribed  for 
its  superior  physiologic  and  metabolic  benefits. 


MEDIATRIC  helps  keep  the  older  patient  alert  and 
active,  helps  relieve  general  malaise,  easy  fatigability, 
vague  pains  in  the  bones  and  joints,  loss  of  appetite,  and 
lack  of  interest  usually  associated  with  declining  gonadal 
hormone  secretion. 


MEDIATRIC  also  provides  nutritional  rein- 
forcement—blood-building  factors  and  vitamin 
supplementation.  It  contributes  a gentle  “mood” 
uplift  through  methamphetamine  HC1. 

Three  different  dosage  forms— Liquid,  Tablets, 
and  Capsules— offer  convenience  and  variety. 


MEDIATRIC  Liquid 

Each  15  cc.  (3  teaspoonfuls)  contains: 

♦Conjugated  estrogens — equine  (Premarin®)  0.25  mg. 

Methyltestosterone  2.5  mg. 

Thiamine  HC1  5.0  mg. 

Cyanocobalamin  1.5  meg. 

Methamphetamine  1.0  mg. 

Contains  15%  alcohol 


contraindication:  Carcinoma  of  the  prostate,  due  to 
methyltestosterone  component. 

warning:  Some  patients  with  pernicious  anemia  may  not 
respond  to  treatment  with  the  Tablets  or  Capsules,  nor  is 
cessation  of  response  predictable.  Periodic  examinations 
and  laboratory  studies  of  pernicious  anemia  patients  are 
essential  and  recommended. 

side  effects:  In  addition  to  withdrawal  bleeding,  breast 
tenderness  or  hirsutism  may  occur. 
suggested  dosages:  Male  and  female:  3 teaspoonfuls  of 
Liquid,  1 Tablet,  or  1 Capsule,  daily  or  as  required. 

In  the  female:  To  avoid  continuous  stimulation  of  breast 
and  uterus,  cyclic  therapy  is  recommended  (3  week  regi- 
men with  1 week  rest  period— Withdrawal  bleeding  may 
occur  during  this  1 week  rest  period). 


MEDIATRIC  Tablets  and  Capsules 

Each  MEDIATRIC  Tablet  or  Capsule  contains: 
♦Conjugated  estrogens — equine  (Premarin®)  0.25  mg. 

Methyltestosterone  2.5  mg. 

Ascorbic  acid 100.0  mg. 

Cyanocobalamin  2.5  meg. 

Intrinsic  factor  concentrate  8.0  mg. 

Thiamine  mononitrate  10.0  mg. 

Riboflavin 5.0  mg. 

Niacinamide  50.0  mg. 

Pyridoxine  HC1  3.0  mg. 

Calc,  pantothenate  20.0  mg. 

Ferrous  sulfate  exsic 30.0  mg. 

Methamphetamine  HC1  1.0  mg. 

♦Orally  active,  water-soluble  conjugated  estrogens  derived 
from  pregnant  mares’  urine  and  standardized  in  terms 
of  the  weight  of  active,  water-soluble  estrogen  content. 


In  the  male:  A careful  check  should  be  made  on  the 
status  of  the  prostate  gland  when  therapy  is  given  for 
protracted  intervals. 

supplied:  No.  910 — MEDIATRIC  Liquid,  in  bottles  of 
16  fluidounces  and  1 gallon.  No.  752— MEDIATRIC 
Tablets,  in  bottles  of  100  and  1,000.  No.  252 — MEDIA- 
TRIC Capsules,  in  bottles  of  30,  100,  and  1,000. 


Mediatric 

steroid-nutritional  compound 


AYERST  LABORATORIES,  NEW  YORK.N.Y.  10017  • Montreal,  Canada 
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For  adolescents,  acne  is  "...an  af- 
fliction which  immediately  separates 
these  people  from  their  confreres."* 
Washing  with  pHisoHex,  from  the 
first  sign  of  acne,  can  help  your  pa- 
tients—even  with  severe  forms  — 
through  the  “acne  decade"  (12-22), 
Three  or  four  thorough  daily 
washes  with  powerful,  antibacterial 
pHisoHex  enhance  acne  regimens. 
Results  help  restore  self-confidence. 
pHisoHex  builds  a cumulative  bac- 
teriostatic film  of  hexachlorophene 
to  protect  acne  skin  between  wash- 
ings, helps  check  the  "infection  fac- 
tor.” pHisoHex  is  especially  effec- 


tive against  Staph  — a frequent  in- 
vader of  acne  lesions. 

A much  more  surface-active  deter- 
gent than  soap,  pHisoHex  removes 
dirt,  emulsifies  oil  and  cleanses 
acne  skin  rapidly  and  thoroughly, 
including  orifices  of  the  sebaceous 
glands,  sweat  glands  and  hair  fol- 
licles. pHisoHex  is  nonalkaline,  hy- 
poallergenic and  “kind"  to  skin. 
pHisoAc®,  a keratolytic  skin-toned 
cream,  is  recommended  with 
pHisoHex  for  local  treatment  in 
acne.  pHisoAc  dries,  peels  and 
masks  lesions,  helps  prevent  come- 
dones, pustules  and  scarring.  It  con- 


tains colloidal  sulfur  6 per  cent, 
resorcinol  1.5  per  cent  and  hexa- 
chlorophene 0.3  per  cent.  Odorless, 
nongreasy  and  pleasant  to  use. 
pHisoHex  is  supplied  in  squeeze 
bottles  of  5 oz.  and  1 pint  and  in 
unbreakable  bottles  of  1 gal. 
pHisoAc  is  supplied  in  tubes  of  1 Va 
oz.,  also  available  in  a combination 
package  with  a 5-oz.  squeeze  bot- 
tle of  pHisoHex. 

'Kligman,  A.  M.,  in  Ludwig,  G.  D..  and 
Elsom,  Katherine  O.  (Eds.):  Am.  Pract. 
13:200,  March,  1962. 

pHisoHe*  and  pHisoAc,  trademark*  reg.  »J.S.  Pat.  Off. 
Wmthrop  Laboratories,  New  York,  N.Y.  10016 
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“ When  I couldn't  even  smell  corned  beef  and  cabbage, 
I decided  it  was  time  for  you.  Doc." 


Maybe  he  doesn't  know  when  he's  well  off.  But  you 
might  want  to  prescribe  long-acting  Novahistine  LP 
anyway. 

Two  tablets  in  the  morning  and  two  in  the  evening  will 
usually  provide  day  and  night  relief  by  helping  to  clear 
congested  air  passages  for  normal,  free  breathing. 
Novahistine  LP  is  formulated  to  provide  continuous 
therapeutic  effect  for  8 to  12  hours.  The  decongestant 
ingredients  help  restore  normal  mucus  secretion  and 
ciliary  activity— physiologic  defenses  against  infection  of 
the  respiratory  tract. 

Use  cautiously  in  individuals  with  severe  hypertension, 
diabetes  mellitus,  hyperthyroidism  or  urinary  retention. 
Caution  ambulatory  patients  that  drowsiness  may  result. 
Each  Novahistine  LP  tablet  contains:  phenylephrine 
hydrochloride,  25  mg.,  and  chlorpheniramine  maleate, 
4 mg. 


PITMAIM-MOORE  Division  of  The  Dow  Chemical  Company,  Indianapolis 
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PROTAMIDE 


colloidal  solution 
of  denatured 
proteolytic  enzyme 


provides  the  selective  fast-acting  relief . . . 


Repeatedly  in  published  clinical  studies,1-10 
investigators  stress  the  following  thera- 
peutic characteristics: 

• relief  of  inflammatory  pain  (non-trau- 
matic)  is  prompt— particularly  when  ad- 
ministered early.1-4 

• disability  time  is  shortened  from  weeks 
to  days.7 

• so  specifically  effective  is  Protamide  that 
a positive  response  is  diagnostic  of  in- 
flammatory neuritis.3-4 

® prompt  relief  is  observed  even  in  oph- 
thalmic herpes  zoster.5-6 

• incidence  of  sequelae  such  as  posther- 
petic neuralgia  is  reduced.1-4 

• consistently  described  as  the  therapy  of 
choice.1-3-6 


Administration: 

In  neuritis  and  herpes  zoster,  one  ampul 
I.M.  daily  for  2 to  5 days  usually  relieves 
pain  completely  in  patients  treated  early. 
Well  tolerated.1-10  However,  inadvertent  in- 
travenous administration  may  cause 
anaphylactoid  reaction. 

—Boxes  of  10  ampuls,  1.3  cc.  each.— 

References:  (1)  Baker,  A.  G.:  Penn.  Med.  J.  63:697- 
698  (May)  1960.  (2)  Smith,  R.  T.:  New  York  Med. 
8:16-19  (Aug.  20)  1952.  (3)  Smith,  R.  T.:  Med.  Clin.  N. 
America  (March)  1957.  (4)  Lehrer,  H.  W.;  Lehrer,  H.  G., 
and  Lehrer,  D.  R.:  Northw.  Med.  54: 1249-1252  (Nov.) 
1955.  (5)  Sforzolini,  G.  S.:  Arch  Ophthal.  62-381-385 
(Sept.)  1959.  (6)  Shupala,  E.:  W.  Virginia  Med.  J. 
56:191-193  (June)  1960.  (7)  Xander,  G.  W.:  Western 
Med.  J:  14-17  (Sept.)  1960.  (8)  Combs,  F.  C„  and 
Canizares,  O.:  New  York  J.  Med.  (Mar.  15)  1952,  pp. 
706-708.  (9)  Marsh,  W.  C.:  U.S.  Armed  Forces  Med.  J. 
1:1045  (Sept.)  1950.  (10)  Love,  T.  R.:  Rocky  Mountain 
Med.  J.  50:873  (Nov.)  1953. 


Detroit,  Michigan  48211 


1691 


In  managing  tense,  anxious  patients 
here's  one  combination  that  makes  sense 
your  understanding  counsel 

and  Serax® 

(oxazepam)  Wyeth 


When  prescribing,  carefully  observe 
dosage  recommendations  and 
appropriate  precautions,  especially 
as  pertaining  to  the  elderly  (see 
Wyeth  literature  or  PDR  as  well  as 
“IN  BRIEF”  below). 

IN  BRIEF. 

Contraindications:  History  of  previous 

Hypersensitivity  to  oxazepam.  Oxazepam  is 
not  indicated  in  psychoses. 

Precautions:  Hypotensive  reactions  are 
are,  but  use  with  caution  where  complica- 
ions  could  ensue  from  a fall  in  blood 
pressure,  especially  in  the  elderly.  With- 
drawal symptoms  upon  discontinuation 
nave  been  noted  in  some  patients  exhibiting 
drug  dependence  through  chronic  over- 
dose. Carefully  supervise  dose  and  amounts 
Drescribed,  especially  for  patients  prone  to 
Hverdose;  excessive,  prolonged  use  in 
susceptible  patients  (alcoholics,  ex-addicts, 
ate.)  may  result  in  dependence  or  habitua- 
;ion.  Reduce  dosage  gradually  after  pro- 
onged  excessive  dosage  to  avoid  possible 
jpileptiform  seizures.  Withdrawal  symp- 
oms  following  abrupt  discontinuance  are 
similar  to  those  seen  with  barbiturates. 
Caution  patients  against  driving  or  oper- 
ating machinery  until  absence  of  drowsiness 
)r  dizziness  is  ascertained.  Warn  patients 
)f  possible  reduction  in  alcohol  tolerance. 
Safety  for  use  in  pregnancy  has  not 
seen  established. 

'lot  indicated  in  children  under  6 years; 
absolute  dosage  for  6-  to  12-year-olds 
not  established. 

Side  Effects:  Therapy-interrupting  side 

affects  are  rare.  Transient  mild  drowsiness 
s common  initially;  if  persistent,  reduce 
fosage.  Dizziness,  vertigo  and  headache 
lave  also  occurred  infrequently;  syncope, 
arely.  Mild  paradoxical  reactions  (excite- 
nent,  stimulation  of  affect)  are  reported 
n psychiatric  patients.  Minor  diffuse  rashes 
morbilliform,  urticarial  and  maculopapular) 
are  rare.  Nausea,  lethargy,  edema,  slurred 
speech,  tremor  and  altered  libido  are  rare 
and  generally  controllable  by  dosage 
■eduction.  Although  rare,  leucopenia  and 
lepatic  dysfunction  including  jaundice 
lave  been  reported  during  therapy.  Periodic 
)lood  counts  and  liver  function  tests  are 
advised.  Ataxia,  reported  rarely,  does  not 
appear  related  to  dose  or  age. 

These  side  reactions,  noted  with  related 
impounds,  are  not  yet  reported:  para- 
toxical  excitation  with  severe  rage  reac- 
ions,  hallucinations,  menstrual  irregular- 
ties,  change  in  EEG  pattern,  blood 
Jyscrasias  (including  agranulocytosis),  blur- 
ed  vision,  diplopia,  incontinence,  stupor, 
Jisorientation,  fever  and  euphoria. 

Availability:  Capsules  of  10,  15  and  30 
THg.  oxazepam. 

Photograph  posed  by  professional  models. 


To  help  you  relieve  anxiety  and  tension 

Serax 

(oxazepam) 

Wyeth  Laboratories  Philadelphia,  Pa. 


Medical  News 


Guide  to  Medicare  drugs  published 

The  Foundation  for  Medical  Information,  Inc., 
has  published  FMI  Medicare  Drugs  which  has 
been  compiled  for  the  prescriber,  administrator, 
supplier,  and  others  affiliated  with  the  Medicare 
program  as  a source  of  information  on  those 
drugs,  antidotes,  diagnostic  and  pharmaceutic 
aids,  and  surgical  aids  which  qualify  under 
Part  A,  of  Public  Law  89-97. 

For  additional  information  write  to:  FMI 

Drug  Data,  Inc.,  Lincoln  Center,  P.O.  Box 
596,  Ansonia  Station,  New  York  10023. 

Cardiology  fellowships  available 

A fellowship  program  in  cardiology  is  being 
offered  by  the  staff  of  the  Institute  for  Car- 
diovascular Diseases  at  the  Good  Samaritan 
Hospital,  Phoenix,  Arizona.  This  is  an  in- 
tensive training  program  specifically  in  the 
areas  of  clinical  care,  intensive  coronary  care 
unit,  electrocardiography,  vectorcardiography, 
phonocardiography,  apex  cardiography,  car- 
diovascular pathology  and  surgery,  cardiac 
catheterization,  selective  angiography,  and 
clinical  investigation.  Also  experimental  car- 
diovascular physiology,  medical  electronics, 
and  statistics  are  part  of  the  program  on  an 
elective  basis. 

Each  fellow  receives  a stipend  of  $7,000.  For 
information  write:  A.  Benchimol,  M.D.,  di- 

rector, Institute  for  Cardiovascular  Diseases, 
Good  Samaritan  Hospital,  1033  East  McDowell 
Road,  Phoenix,  Arizona,  85002. 

Birth  defects  institute  established 

On  April  27,  Governor  Rockefeller  approved 
the  law  establishing  a Birth  Defects  Institute 
within  the  New  York  State  Health  Depart- 
ment. The  purpose  of  the  Institute  is  to  dis- 
cover and  apply  knowledge  which  will  help  to 
lessen  the  tragedy  of  congenital  disease  and  de- 
formity. 

The  Institute  will  pursue  this  objective 
through  three  basic  programs: 

1.  Laboratory  research  into  the  causes, 
diagnosis,  prevention,  and  treatment  of  birth 
defects  including  research  in  medical  genetics, 
molecular  genetics,  and  teratogenesis. 

2.  Population  surveillance  and  research 
among  population  groups  to  determine  patterns, 
trends,  and  probabilities  of  occurrence  of  birth 
defects;  surveillance  of  birth  and  other  vital 
records  to  provide  a warning  system  against 

Material  for  inclusion  in  the  medical  news  section  must  be 
received  six  weeks  prior  to  publication  date. 


birth  defects  and  epidemics;  and  investigations 
into  hereditary  and  environmental  factors  on 
birth  defects. 

3.  Birth  defects  counseling  centers  will  be 
established  in  various  regions  of  the  State  where 
physicians,  parents,  and  potential  parents  can 
obtain  testing  and  diagnostic  services. 

The  Birth  Defects  Institute  will  be  located  in 
Albany  with  regional  counseling  centers  es- 
tablished to  serve  the  western,  central,  and 
eastern  areas  of  the  State  as  well  as  New  York 
City. 

Hemiplegia  registry  established 

A hemiplegia  registry  service  for  the  benefit 
of  stroke  victims  living  in  Westchester  County 
is  being  established  at  Grasslands  Hospital, 
Valhalla,  sponsored  by  Westchester  County 
and  the  New  York  State  Department  of  Health. 
The  registry  will  be  supervised  by  Eugene 
Moskowitz,  M.D.,  director  of  the  Rehabilitation 
Center  at  the  hospital. 

The  registry  will  help  maximize  the  recovery 
of  partially  paralyzed  victims  of  strokes. 
Once  the  acute  phase  of  the  disease  is  over  and 
the  initial  rehabilitation  is  completed,  the 
patient’s  name  will  be  placed  on  a roster  of 
persons  with  residual  handicaps.  The  registry 
will  facilitate  periodic  checks  of  the  patients  to 
ensure  that  they  are  maintaining  their  im- 
provement and  not  regressing. 

Personalities 

Elected.  John  H.  Mulholland,  M.D.,  editor 
of  the  Annals  of  Surgery,  as  president  of  the 
Better  Bellevue  Association  of  Bellevue  Hospi- 
tal Center,  New  York  City. 

Awarded.  The  American  Cancer  Society’s 
New  York  Division,  1966  Annual  National 
Divisional  Award  to  Louis  Berger,  M.D., 
Brooklyn,  for  his  dedicated  and  continuous  efforts 
toward  total  cancer  control  . . . The  American 
Psychiatric  Association’s  Hofheimer  Prize  for 
Research  to  Benjamin  Pasamanick,  M.D.,  asso- 
ciate commissioner  for  research,  New  York 
State  Department  of  Mental  Hygiene;  and  the 
Association’s  Distinguished  Service  Award  to 
Howard  Wieland  Potter,  M.D.,  director  of  the 
graduate  training  program  in  mental  retardation 
at  Letchworth  Village,  Thiells. 

Speaker.  Alexander  Brunschwig,  M.D., 
clinical  professor  of  surgery,  Cornell  University 
Medical  College,  at  a meeting  of  the  Inter- 
national College  of  Surgeons  on  “Surgery  of 
Metastatic  Cancer,  Clinical  and  Experimental 
Studies  on  Host  Resistance  in  Human  Beings.” 
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IN  EMPHYSEMA 


THE 

'EASY-TO-TAKE’ 

AMINOPHYLLINE 


Aminophylline  dura-tabs 

J prolonged -medication  tablets  4V2  gr.  (0.3  Gm.) 


Precautions:  Use  with  caution 
in  patients  with  poor  renal  function 
as  a decreased  rate  of  excretion 
may  lead  to  accumulation  and 
untoward  reactions.  Gastric 
irritation  may  occasionally  be 
observed  in  certain  patients 
sensitive  to  oral  aminophylline. 
Dosage:  Adults,  1 to  2 
Aminophylline  Dura-Tabs 
each  8 or  12  hours,  with  food. 


RARELY  UPSET  THE  STOMACH 

Oral  aminophylline  needn't  disturb  the  stomach-nor  a 
good  night’s  sleep.  Patients  breathe  easier  all  day,  sleep 
better  all  night,  as  each  Aminophylline  Dura-Tab  dose 
provides  effective  therapeutic  activity  for  up  to  12  hours. 
And  unlike  conventional  tablets,  AMINOPHYLLINE 
DURA-TABS  seldom  cause  gastric  distress.  The  special 
Dura-Tab  process  allows  the  gradual  absorption  of  the 
medication  from  the  intestinal  tract  with  only  a small  frac- 
tion of  the  dose  released  in  the  stomach. 


WYNN  Pharmaceuticals,  Inc.,  Phila.,  Pa.  19132  • Manufacturers  of  QUINAGLUTE  DURA-TABS" 

(QUINIDINE  GLUCONATE  5 Gr.) 


»?  * 


k i * 


For  some,  retirement  is  a victory.  For  others,  it  means  defeat.  The  feeling  ol 
being  needed,  appreciated  and  useful  has  been  replaced  by  such  symptoms 
of  depression  as  feelings  of  insecurity,  distrust,  sadness,  hopelessness  anc 
unbearable  boredom. 


; 


I 


$ 


Chairman 
of  the 
‘Bored’ 


Tofranil®,  imipramine  hydrochloride 

Brief  Summary:  Tofranil  produces  remis- 
sion of  symptoms  in  about  3 out  of  4 
patients  with  endogenous  and  reactive 
depressions. 

Contraindications:  Do  not  use  drugs  of  the 
M.A.O.I.  class  with  Tofranil.  Hyperpyretic 
crises,  severe  convulsive  seizures  and  po- 
tentiation of  adverse  effects  can  be  serious 
or  even  fatal.  When  substituting  Tofranil  in 
patients  receiving  an  M.A.O.I.  agent,  allow 
an  interval  of  at  least  7 days.  Tofranil  dos- 


age in  such  patients  should  be  low  and 
increases  should  be  gradual  and  cautious- 
ly prescribed. 

Warning:  Reports  have  suggested  there 
may  be  a risk  of  teratogenesis  with  this 
drug  during  the  first  trimester  of  pregnancy. 
Use  low  dosage  and  care  in  patients  with 
cardiovascular  disease.  Cardiovascular 
complications,  including  myocardial  in- 
farction and  arrhythmias,  have  occurred. 
Precautions:  Do  not  rely  on  this  drug  to 
remove  the  threat  of  suicide  in  seriously 
depressed  patients.  Administer  cautiously 


to  patients  with  increased  intraocular  pres- 
sure, and  to  hyperthyroid  or  thyroid-treated 
patients. 

Adverse  Reactions:  Dryness  of  the  mouth, 
tachycardia,  constipation,  disturbances  of 
accommodation,  sweating,  dizziness, 
weight  gain,  urinary  frequency  or  reten- 
tion, nausea  and  vomiting,  peripheral  neu- 
ritis, mild  parkinson-like  syndrome,  trem- 
ors, rare  cases  of  falling  in  elderly  patients, 
agitation  (including  hypomanic  or  manic 
episodes),  confusional  states  (with  such 
symptoms  as  hallucinations  and  disorien- 


Tofranil 


imipramine 

hydrochloride 


In  depression— 
Brightens  the  mood 


Helps  restore  hope 
and  interest 
in  forward  planning 


Often  eliminates  the 
need  for  hospitalization 

Even  in  patients  treated 
on  an  outpatient  basis, 
rarely  produces  incapac- 
itating drowsiness 


tation),  activation  of  psychosis  in  schizo- 
phrenics, epileptiform  seizures,  orthostatic 
hypotension  and  substantial  blood  pres- 
sure fall  in  hypertensive  patients,  purpura, 
transient  jaundice,  bone  marrow  depres- 
sion including  agranulocytosis,  sensitiza- 
tion and  skin  rash  including  photosensiti- 
zation, eosinophilia,  and  mild  withdrawal 
symptoms  on  sudden  discontinuation  after 
prolonged  treatment  with  high  doses.  Occa- 
sional hormonal  effects  (impotence, 
decreased  libido)  and  estrogenic  effects 
nay  be  observed.  Atropine-like  effects  may 


be  more  pronounced  in  susceptible  patients 
and  in  those  using  anticholinergic  agents. 
Average  Adult  Dosage:  Initially,  one  25  mg. 
tablet  t.i.d.,  increased  to  two  25  mg.  tablets 
t.i.d.  or  q.i.d.,  if  necessary.  Maintenance 
therapy  and  dosage  for  adolescent  and 
geriatric  patients  should  be  lower. 

Not  recommended  for  use  in  children  under 
12  years  of  age. 

Geigy 


Availability:  Round  tablets  of  25  mg.,  tri- 
angular tablets  of  1 0 mg.  for  geriatric  use, 
and  ampuls,  each  containing  25  mg.  in 
2 cc.,  for  I M.  administration.  6565-VI 1 1(B) R 

See  Prescribing  Information  for  full  details. 


Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley.  New  York 


ANNUAL 

CONVENTION 


Medical  Society  of  the  State  of  New  York 

FEBRUARY  11  through  15,  1968 

The  Americana,  New  York  City 


Scientific  Program 

Any  State  Society  member  who  wishes  to  present  a paper 
before  a scientific  section  or  a general  session  is  requested 
to  write  to  Bernard  J.  Pisani,  M.D.,  Chairman  of  Scientific 
Program  Committee  at  the  address  given  below. 

A short  abstract  of  the  proposed  presentation  should  ac- 
company the  letter. 


Scientific  Exhibits 


Requests  for  scientific  exhibit  space  should  be  addressed 
to  Albert  H.  Douglas,  M.D.,  Chairman,  Scientific  Exhibits 
Subcommittee  of  Convention  Committee,  at  the  address 
given  below. 


Scientific  Motion  Pictures 


Requests  to  present  a motion  picture  in  the  motion  picture 
theatre  at  the  convention  should  be  addressed  to  Kenneth 
B.  Olson,  M.D.,  Chairman,  Motion  Picture  Subcommittee, 
at  the  address  given  below. 

Address  all  communications  to  the  chairman 
Medical  Society  of  the  State  of  New  York 
750  Third  Avenue 
New  York,  New  York  10017 
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In  peptic  ulcer... 

antacid 


new 

benefit 


CONTAINS  A BALANCED 
COMBINATION 
OF  THE  MOST  WIDELY 
USED  ANTACIDS— 

FOR  RAPID 
NEUTRALIZATION. 

PLUS  SIMETHICONE— 

TO  CONTROL 
THE  FACTOR  WHICH 
ANTACIDS  ALONE 
CANNOT  INFLUENCE. 


■ In  Mylanta,  aluminum  and  magnesium  hydroxides  are 
balanced  to  minimize  the  chance  of  constipation  or  laxation 
and  still  achieve  rapid  acid  neutralization  and  pain  relief. 

■ The  positive  action  of  simethicone  helps  relieve  the  pain- 
ful gas  symptoms  which  often  accompany  the  peptic  ulcer 
syndrome. 

■ The  nonfatiguing  flavor  and  smooth,  nongritty  consistency 
of  tablets  and  liquid  encourage  continued  patient  coopera- 
tion during  long-term  therapy. 

Composition:  Each  Mylanta  chewable  tablet  or  teaspoonful  (5  ml.) 
of  liquid  contains:  magnesium  hydroxide,  200  mg.;  aluminum  hydrox- 
ide, dried  gel,  200  mg.;  simethicone,  20  mg.  Dosage:  one  or  two  tab- 
lets, weH  chewed  or  allowed  to  dissolve  in  the  mouth,  or  one  or  two 
teaspoonfuls  of  liquid  to  be  taken  between  meals  and  at  bedtime. 


The  Stuart  Company,  Pasadena,  California 
Division  of  Atlas  Chemical  Industries,  Inc. 


Stuart 


1699 


Unless  essential, 

don’t  order  whole  blood  today! 


Order  Platelets 
or  AHG 


Order  Packed 
Red  Cells 


Order 

Plasma 


Abstracts 


Krasnitz,  A.:  Chloroquine  therapy  in  pul- 

monary sarcoidosis,  New  York  State  J.  Med. 
67:  1729  (June  15)  1967. 

Chloroquine  used  on  7 patients  with  chronic 
sarcoidosis  demonstrated  definite  therapeutic 
value  in  cutaneous,  parenchymal  and  hilar,  and 
mediastinal  lymphadenopathy  components  of 
sarcoidosis,  although  the  response  of  the  cutane- 
ous lesions  was  more  consistent.  Chloroquine 
is  useful  not  only  as  an  antimalarial  drug  but 
also  in  treating  rheumatoid  arthritis,  and  dis- 
coid lupus  erythematosus,  has  some  anti- 
inflammatory properties,  and  is  relatively  safe. 

Robinson,  G.,  Delman,  A.  J.,  Grunwald, 
R.  P.,  Stein,  E.,  and  Lister,  J.  W.:  Moni- 

toring cardiac  arrhythmias  during  open-heart 
surgery  by  epicardial  leads,  New  York  State 
J.  Med.  67:  1745  (June  15)  1967. 

The  presence  or  absence  of  heart  block  during 
open-heart  surgery  can  be  determined  by  epi- 
cardial electrographs.  Cardiac  rhythm  cannot 
always  be  delineated  from  electrocardiograms. 
In  30  cases  close  bipolar  atrial  and  ventricular 


Death  rates  decline 


Mortality  rates  among  ordinary  policyholders 
of  the  Metropolitan  Life  Insurance  Company 
declined  during  1966  for  the  third  successive 
year,  states  this  organization. 

The  death  rate  from  all  combined  causes  was 

2 per  cent  lower  than  in  1965  and  3 per  cent 
lower  than  the  average  rate  for  1962  to  1965. 
Except  for  accidents,  all  the  major  causes  of 
death  registered  rate  reductions. 

The  cardiovascular-renal  diseases,  which 
account  for  more  than  half  the  deaths  in  this 
experience,  recorded  a 3-per  cent  reduction 
from  the  mortality  rate  for  1965  and  a 5-per  cent 
reduction  from  the  average  rate  for  1962  to  1965. 

The  death  rate  from  all  forms  of  cancer  de- 
creased 5 per  cent  during  the  year  to  a figure 

3 per  cent  lower  than  the  average  rate  for  the 


electrographs,  an  atrial  unipolar  electrograph, 
and  a lead  II  electrocardiogram  were  monitored 
simultaneously  throughout  each  procedure;  all 
patients  were  in  sinus  rhythm  prior  to  surgery. 
With  this  technic,  the  cardiac  rhythm,  the 
presence  or  absence  of  heart  block,  and  the 
functional  state  of  the  A-V  conducting  system 
can  be  instantaneously  and  reliably  determined 
at  any  time  during  the  surgical  procedure. 


Norton,  M.  L.,  Safrin,  M.,  and  Cutler,  P.: 

Medical  aspects  of  judo,  New  York  State  J. 
Med.  67:  1750  (June  15)  1967. 

Safety  is  emphasized  in  judo,  but  it  is  im- 
portant to  understand  injuries  occurring  among 
practitioners  of  these  technics.  Inherent  trau- 
mas include  bursitis,  cervical  strains,  contusions, 
compression-diruption  of  the  ankle  mortise, 
internal  derangements  of  the  knees,  medial 
humeral  epicondylitis  and  biceps  or  triceps 
tendinitis,  testicular  injury,  and  even  retinal 
detachment.  There  is  a correlation  between 
the  degree  of  activity  and  proteinuria;  hema- 
turia and  glycosuria  are  also  found. 


preceding  four  years.  The  respiratory  cancer 
death  rate,  while  slightly  lower  in  1966  than  in 
1965,  was  nevertheless  3 per  cent  higher  than 
the  average  for  1962  to  1965. 

The  diabetes  mortality  rate  in  1966  declined 
about  7 per  cent,  both  from  its  1965  level  and 
from  the  average  for  1962  to  1965.  The  death 
rate  from  pneumonia  and  influenza  was  some- 
what below  the  figure  for  1965  and  the  average 
for  the  earlier  four-year  period. 

In  contrast  to  these  downward  trends,  the 
death  rate  from  accidents  rose  5 per  cent  over 
1965  and  10  per  cent  over  that  for  1962  to  1965. 
Motor  vehicle  accidents,  which  are  responsible 
for  nearly  half  of  all  accident  fatalities,  showed 
an  even  greater  rise  in  mortality  rates;  8 per 
cent  over  1965  and  17  per  cent  over  the  pre- 
ceding four-year  average.  The  suicide  death 
rate  showed  a small  decline,  but  the  1966  war 
deaths  increased  the  total  mortality  rate  about 
1 per  cent. 
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helps  solve 
“the  other  problem” 
in  venereal  disease 


The  “other  problem”  in  venereal  disease  is  the  sensitivity  of  many  patients  to 
penicillin  and  the  increased  resistance  of  the  gonococcus. 

Regarding  Increased  Resistance— During  the  last  eight  years,  5700  strains  of 
N.  gonorrhoeae  have  been  isolated  and  tested  for  sensitivity  to  penicillin  and 
sulfadiazine  in  the  Public  Health  Laboratory  (Toronto). (1)  In  the  six-month  period  of 
January  to  June,  1966,  no  less  than  18.8  per  cent  of  the  N.  gonorrhoeae  strains 
isolated  required  1.0  unit  of  penicillin  per  ml  to  inhibit  their  growth;  and  8.6  per  cent 
required  more  than  1 .0  unit.  In  contrast,  only  eight  years  ago,  98  per  cent  of  the 
isolates  were  sensitive  to  0.1  unit  of  penicillin  or  less. 

Regarding  Sensitivity— It  has  been  reported  that  approximately  15  per  cent  of  all 
patients  admitted  to  a large  hospital  have  a history  of  being  allergic  or  hypersensitive 
to  penicillin.  It  likewise  has  been  stated  that  conventional  skin  testing  with  penicillin 
is  not  reliable  and  that  more  elaborate  testing  for  sensitivity  is  not  readily  available. (2) 

Regarding  DECLOMYCIN— Excellent  results  have  been  achieved  with 
DECLOMYCIN  as  a therapeutic  alternative  in  a series  of  studies*3'8’  representing  a 
cross-section  of  national  experience  (Los  Angeles,  California;  Columbia, 

So.  Carolina;  Houston,  Texas;  New  York,  New  York;  Boston,  Massachusetts  and 
Washington,  D.C.).  1931  patients  received  DECLOMYCIN  for  treatment  of  acute 
gonorrheal  urethritis.  The  overall  cure  rate  achieved  was  89  per  cent!* 

In  syphilis,  dosage  schedules  of  a total  of  1 2 to  18  Gm  given  in  equally  divided  doses 
over  a period  of  10  to  15  days  should  be  followed. 

*The  above  studies  utilized  DECLOMYCIN  in  a variety  of  dosage  schedules.  The  recommended  adult 
dosage  of  DECLOMYCIN  is  600  mg  divided  into  two  or  four  doses  daily. 


1.  Amies,  C.  R.:  Development  of  Resistance  of  Gonococci  to  Penicillin:  An  Eight-Year  Study. 

Canad.  Med.  /4m.  J.  96(  1 ) : 33  (Jan. 7)  1967.  2.  Garagusi,  V.  F.:  Antibiotic  Review.  Amer.  Fain.  Phys.  11:61 
(Nov.)  1966.  3.  SokolofT,  B.:  Demethylchlortetracycline  Therapy  in  Acute  Gonococcal  Urethritis. 

Clin.  Pharm.  Tlier.  6:350  (May-June)  1965.  4.  Allison,  J.  R.,  Jr.:  Demethylchlortetracycline 
Hydrochloride  in  the  Treatment  of  267  Patients  with  Acute  Gonorrhea:  Results  and  Evaluation.  Antibiol. 
Chemother.  11 :454  (July)  1961.  5.  Vanderstoep,  E.  M.;  Matheson,  T.  E.;  Moore,  M.  B.;  Short,  D.  H., 
and  Knox,  J.  M.:  A Comparison  of  Penicillin  and  Demethylchlortetracycline  in  the  Treatment  of  Acute 
Gonorrheal  Urethritis  in  the  Male.  Southern  Med.  J.  57:201  (Feb.)  1964.  6.  Marmell,  M.  and  Prigot,  A.: 
The  Therapeutic  Value  of  Demethylchlortetracycline  in  Gonorrhea,  Lymphogranuloma  Venereum, 
and  Donovanosis.  Antibiotics  Annual,  1959-1960,  p.  457.  7.  Pochi,  P.  E.  and  Strauss,  J.  S.:  The  Single 
Dose  Treatment  of  Acute  Gonococcal  Urethritis  with  Demethylchlortetracycline.  Antibiot.  Med. 

8:75  (Feb.)  1961.  8.  Greaves,  A.  B.:  Demethylchlortetracycline  in  the  Treatment  of  Venereal  Disease. 
Unpublished  data  on  file,  Medical  Research  Section,  Lederle  Laboratories.  439-6-4797 

DECLOMYCIN 

DEMETHYLCHLOKTETRACYCLINE 

prescribing  information  ► 
on  next  page 
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Tornadoes,  floods, 
and  hurricanes 


helps  solve 

"the  other  problem” 

in  venereal  disease 

Effective  in  a wide  range  of  everyday  infections 
—respiratory,  urinary  tract  and  others— in  the 
young  and  aged— the  acutely  or  chronically  ill— 
when  the  offending  organisms  are  tetracycline- 
sensitive. 

Contraindication:  History  of  hypersensitivity  to 
demethylchlortetracycline. 

Warning—  In  renal  impairment,  usual  doses  may 
lead  to  excessive  accumulation  and  liver  toxicity. 
Under  such  conditions,  lower  than  usual  doses 
are  indicated,  and,  if  therapy  is  prolonged,  serum 
level  determinations  may  be  advisable.  A photo- 
dynamic reaction  to  natural  or  artificial  sunlight 
has  been  observed.  Small  amounts  of  drug  and 
short  exposure  may  produce  an  exaggerated  sun- 
burn reaction  which  may  range  from  erythema  to 
severe  skin  manifestations.  In  a smaller  propor- 
tion, photoallergic  reactions  have  been  reported. 
Patients  should  avoid  direct  exposure  to  sunlight 
and  discontinue  drug  at  the  first  evidence  of  skin 
discomfort.  Necessary  subsequent  courses  of 
treatment  with  tetracyclines  should  be  carefully 
observed. 

Precautions— Overgrowth  of  nonsusceptible  or- 
ganisms may  occur.  Constant  observation  is  es- 
sential. If  new  infections  appear,  appropriate 
measures  should  be  taken.  In  infants,  increased 
intracranial  pressure  with  bulging  fontanels  has 
been  observed.  All  signs  and  symptoms  have 
disappeared  rapidly  upon  cessation  of  treatment. 
Side  Effects— Gastrointestinal  system— anorexia, 
nausea,  vomiting,  diarrhea,  stomatitis,  glossitis, 
enterocolitis,  pruritus  ani.  Skin— maculopapular 
and  erythematous  rashes.  A rare  case  of  exfolia- 
tive dermatitis  has  been  reported.  Photosensitiv- 
ity; onycholysis  and  discoloration  of  the  nails 
(rare).  Kidney— rise  in  BUN,  apparently  dose 
related.  Hypersensitivity  reactions— urticaria,  an- 
gioneurotic edema,  anaphylaxis.  Teeth— dental 
staining  (yellow-brown)  in  children  of  mothers 
given  this  drug  during  the  latter  half  of  preg- 
nancy, and  in  children  given  the  drug  during 
the  neonatal  period,  infancy  and  early  childhood 
(up  to  12  years).  Enamel  hypoplasia  has  been 
seen  in  a few  children.  If  adverse  reaction  or 
idiosyncrasy  occurs,  discontinue  medication  and 
institute  appropriate  therapy. 

Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or 
300  mg  b.i.d.  Should  be  given  1 hour  before  or 
2 hours  after  meals,  since  absorption  is  impaired 
by  the  concomitant  administration  of  high  cal- 
cium content  drugs,  foods  and  some  dairy 
products. 

Capsules:  150  mg;  Tablets:  film  coated,  300  mg, 
150  mg,  and  75  mg  of  demethylchlortetracycline 
HC1. 

DECLOMYCI IV 

DEMETHYIXIHLOKI'ETRACYCLINE 


April’s  tornadoes  in  Illinois  have  alerted  the 
country  to  the  violent  weather  extremes — tor- 
nadoes, floods,  and  hurricanes — that  from  now 
until  the  autumn  will  pose  their  greatest  threat 
to  life  and  property.  These  natural  calamities 
took  986  lives  in  the  United  States,  excluding 
Alaska  and  Hawaii,  in  the  five  years  ending  in 
1966,  according  to  the  Metropolitan  Life 
Insurance  Company.  By  comparison,  there 
were  488  such  deaths  in  1965  alone,  but  only  51 
in  1962. 

Tornadoes,  the  most  lethal  of  these  disasters, 
killed  530  persons  in  the  1962  to  1966  period. 
More  than  half  of  the  fatalities  occurred  in  the 
East  North  central  states  where  a fifth  of  the 
nation’s  population  resides.  Of  the  282  deaths 
in  this  geographic  division,  nearly  90  per  cent 
occurred  on  a single  day,  April  11,  1965,  when  a 
series  of  tornadoes  ripped  across  widely  separate 
parts  of  this  area.  About  half  of  the  deaths 
that  day  were  recorded  in  Indiana  alone. 

The  South  central  states,  likewise  in  the 
tornado  belt,  also  were  hit  hard  by  these 
storms  during  the  five-year  period.  In  the 
eastern  part  of  this  area,  tornadoes  claimed  94 
lives,  more  than  half  of  them  in  Mississippi 
early  in  1966.  The  western  part  recorded  48 
tornado  fatalities,  40  of  them  in  Louisiana  and 
Texas. 

Hurricanes  accounted  for  126  deaths  in  1962 
to  1966.  More  than  half  of  these  fatalities 
occurred  in  1965  when  Hurricane  Betsy  claimed 
75  lives,  the  highest  toll  since  395  were  lost  to 
Hurricane  Audrey  in  1957.  In  both  of  these 
storms,  Louisiana  was  the  scene  of  the  large 
majority  of  deaths. 

Floods,  taking  a rising  mortality  rate  in  recent 
years,  were  responsible  for  330  deaths  in  1962  to 
1966.  The  flood  toll  of  100  in  1964  and  114  in 
1965  far  exceeded  that  of  any  year  since  1955, 
when  floods  claimed  300  lives. 

While  floods  and  tornadoes  are  not  confined 
to  any  season,  they  take  most  of  their  toll  in  the 
spring  and  early  summer  months.  A distinctive 
feature  of  hurricanes  has  been  their  pronounced 
autumn  peak. 


LEDERLE  LABORATORIES.  A Division  of 
American  Cyanamid  Company. 

Pearl  River,  New  York 
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Abstracts  in  Interlingua 


Krasnitz,  A.:  Therapia  a chloroquina  in 

sarcoidosis  pulmonar  ( anglese ),  New  York 
State  J.  Med.  67:  1729  (15  de  junio)  1967. 

Chloroquina,  usate  in  7 patientes  con  chronic 
sarcoidosis,  monstrava  definite  valor  therapeutic 
in  le  componentes  cutanee,  parenchymal,  e hilar 
e de  lymphadenopathia  mediastinal  de  sar- 
coidosis. Le  responsas  del  lesiones  cutanee 
esseva  le  plus  uniforme.  Chloroquina  es  utile 
non  solmente  como  pharmaco  antimalarial  sed 
etiam  in  le  tractamento  de  arthritis  rheumatoide 
e de  discoide  lupus  erythematose.  Illo  ha  le 
proprietate  de  un  certe  action  anti-inflammatori, 
e illo  es  relativemente  salve. 

Robinson,  G.,  Delman,  A.  J.,  Grunwald, 
R.  P.,  Stein,  E.,  e Lister,  J.  W.:  Surveliage 

de  arrhythmias  cardiac  durante  operationes  a 
corde  aperte  per  medio  de  derivationes  epi- 
cardial  {anglese),  New  York  State  J.  Med.  67: 
1745  (15  de  junio)  1967. 

Le  presentia  o absentia  de  bloco  cardiac  in 
chirurgia  a corde  aperte  pote  esser  determinate 
per  electrocardiogrammas  epicardial.  In  30 
casos,  proximemente  implaciate  bipolar  electro- 
grammas  atrial  e ventricular,  un  electrocard io- 
gramma  unipolar  atrial,  e un  electrocardio- 


Medicare— statistics 
and  evaluations 

The  first  findings  in  a survey  of  Medicare 
consisting  of  a statistical  sampling  of  hospital 
and  medical  services  used  by  persons  covered 
by  the  program  and  the  charges  incurred  have 
been  published  in  a recent  issue  of  the  Social 
Security  Bulletin. 

The  report,  giving  information  on  utilization 
and  changes  under  the  medical  insurance  pro- 
gram during  July,  August,  and  September,  1966, 
the  first  three  months  of  operation,  is  based  on 
interviews  with  about  4,000  persons  enrolled  in 
the  voluntary  program  that  covers  physician’s 
bills  and  a wide  variety  of  other  health  services. 

Highlights  of  this  report  on  the  medical  in- 
surance sample  are: 

During  July,  1966,  about  one  third  of  the 


gramma  a derivation  II  esseva  simultaneemente 
tenite  sub  observation  durante  le  procedimento. 
Omne  le  patientes  esseva  in  rhythmo  sinusal 
ante  le  intervention.  Per  medio  de  iste  tech- 
nica,  le  rhythmo  cardiac,  le  presentia  o absentia 
de  bloco  cardiac,  e le  stato  functional  del  systema 
de  conduction  atrio-ventricular  pote  esser  de- 
terminate instantaneemente  e fidedignemente  a 
non  importa  qual  tempore  del  procedimento 
chirurgic. 

Norton,  M.  L.,  Safrin,  M.,  e Cutler,  P.: 

Aspectos  medical  de  judo  {anglese),  New  York 
State  J.  Med.  67:  1750  (15  de  junio)  1967. 

Importantia  es  attribuite  al  principio  de 
salvitate  in  judo,  sed  il  es  indispensabile  que  on 
comprende  le  typos  de  traumatismo  que  pote 
occurrer  in  practicantes  de  iste  technicas.  Le 
traumas  inherentemente  possibile  include  bur- 
sitis, tension  cervical,  contusiones,  disruption  per 
compression  del  cavilia,  interne  disrangiamento 
del  genu,  epicondylitis  medio-humeral  e tendi- 
nitis bicipital  e tricipital,  vulneration  testicular, 
e mesmo  distachamento  retinal.  II  existe  un 
correlation  inter  le  grado  de  activitate  e pro- 
teinuria Hematuria  e glycosuria  es  etiam  in- 
contrate. 


medical  insurance  enrollees,  5.6  million  persons, 
used  medical  services  covered  under  the  pro- 
gram and,  of  this  total,  about  10  per  cent  met 
the  $50  deductible  during  the  month. 

Charges  per  person  using  covered  medical 
services  in  July  averaged  $31. 

Utilization  of  medical  services  increases  some- 
what with  age,  is  greater  for  women  than  men, 
but  does  not  very  materially  by  region. 

The  number  of  enrollees  utilizing  medical 
services  and  total  charges  incurred  remained 
relatively  unchanged  in  August  and  September. 

Approximately  the  same  number  of  people 
met  the  deductible  in  July,  August,  and  Sep- 
tember. 

About  2 million  persons  or  11  per  cent  of  the 
enrollees  met  the  deductible  by  the  end  of 
September. 

By  the  end  of  the  first  quarter  of  operation, 
charges  potentially  reimbursable  by  the  pro- 
gram totaled  about  $227  million. 
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These  7 patients  with 
moderate  to  severe  anxiety 
may  respond  better  to  Mellaril 

1.  Moderate  to  severe  anxiety: 

The  agitated  patient 


2.  Moderate  to  severe  anxiety 

The  patient  under 
situational  stress 


3.  Moderate  to  severe  anxiety: 

The  previously  hospitalized 
psychiatric  patient 


4.  Moderate  to  severe  anxiety: 

The  psychosomatic  patient 


5.  Moderate  to  severe  anxiety: 

The  agitated  geriatric 


6.  Moderate  to  severe  anxiety: 

The  menopausal  patient 


■ 


in  moderate 
to  severe 
anxiety, 

25  mg.  t.i.d. 

Mellaril* 

(thioridazine) 


7.  Moderate  to  severe  anxiety: 

The  constantly  returning 
patient 


Contraindications:  Severely  depressed 
or  comatose  states  from  any  cause, 
and  in  association  with  or  following 
MAO  inhibitors;  severe  hypertensive 
or  hypotensive  heart  disease. 
Precautions:  Hypersensitivity  reactions 
(e.g.,  leukopenia,  agranulocytosis)  and 
convulsive  seizures  are  infrequent. 
Pigmentary  retinopathy  has  been  ob- 
served where  doses  in  excess  of  those 
recommended  were  used  for  long  pe- 
riods of  time.  May  potentiate  central 


nervous  system  depressants,  atropine, 
and  phosphorus  insecticides.  Where 
complete  mental  alertness  is  required, 
administer  the  drug  cautiously  and  in- 
crease dosage  gradually.  In  addition, 
orthostatic  hypotension  (especially  in 
female  patients)  has  been  observed. 
Epinephrine  should  be  avoided  in 
treatment  of  drug-induced  hypotension. 
Side  Effects:  Pseudoparkinsonism  and 
other  extrapyramidal  disorders  are  in- 
frequent; drowsiness,  especially  in 


high  doses  early  in  treatment,  may  oc- 
cur; nocturnal  confusion,  dryness  of 
the  mouth,  nasal  stuffiness,  headache, 
peripheral  edema,  lactation,  galactor- 
rhea, and  inhibition  of  ejaculation  are 
noted  on  occasion;  photosensitivity 
and  other  allergic  skin  reactions  may 
occur  but  are  extremely  rare. 


Before  prescribing,  see  package 
insert  for  full  product 
information. 
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SANDOZ 


Against  these  three  major  pathogens . . . 


V-Cillin  K®  provides  dependable  oral  antibacterial  activity 


because  it  combines  a high  degree  of  in-vitro  activity... 

Staph.  Aureus  (Penicillin-Sensitive)  Streptococcus,  Group  A Diplococcus  Pneumoniae 


Antibiotic 

MIC  (meg. /ml.) 
Median  Range 

MIC  (meg. /ml.) 
Median  Range 

MIC  (meg. /ml.) 
Median  Range 

Penicillin  V 

0.02 

0.02-0.04 

0.02 

0.003-0.4 

0.01 

0.005-0.2 

Penicillin  G 

0.02 

0.005-1.6 

0.005 

0.002-0.2 

0.02 

0.01-0.1 

Methicillin 

1.6 

0.4-6. 3 

0.2 

0.1 -0.4 

0.2 

0.1 -1.6 

Oxacillin 

0.4 

0.1 -3.1 

0.04 

0.02-0.4 

0.1 

0.04-0.8 

Cloxacillin 

0.2 

0.2-0. 8 

0.1 

0.1 -0.8 

- 

- 

Nafcillin 

0.4 

0.2-0. 8 

0.04 

0.02-0.1 

0.02 

0.02-0.2 

Ampicillin 

0.2 

0.1 -0.8 

0.02 

0.01-0.04 

0.02 

0.01-0.04 

Adopted  from  Klein,  J.  O.,  and  Finland,  M.:  New  England  J.  Med. ,269: 1019,  1963. 


with  high  blood  levels,  even  in  the  presence  of  food 


075- 


= 0.5- 


0.25- 


Averages  Obtained  after  Oral 
Administration  to  the  Same  Ten  Adult  Subjects 


V-Cillin  K,  62.5  mg.. 

Buffered  Potassium  , 
Penicillin  G,  125  mg. 


Hours  V2  1 2 3 

Adapted  from  Griffith,  R.  $.,  and  Black,  H.  R . Current  Ther.  Res.,  6 253,  1964. 


r-Cillin  K 

itassium  Phenoxymethyl  Penicillin  fSee  next  page  for  prescribin9  information.) 


New  500  mg.  tablets... a more  convenient  way  to  give  high  doses 


Description:  V-Ciliin  K is  the  potassium  salt  of  V-Cillin®  (phenoxy- 
methyl  penicillin,  Lilly).  This  chemically  improved  form  combines  acid 
stability  with  immediate  solubility  and  rapid  absorption.  Higher  serum 
levels  are  obtained  more  rapidly  with  this  penicillin  than  with  equal 
oral  doses  of  penicillin  G.  The  higher  serum  levels  and  acid  stability  of 
V-Cillin  K make  it  a more  dependable  penicillin  for  oral  use. 

V-Cillin  K,  Pediatric,  is  an  oral  solution  of  clinically  proved  V-Cillin  K 
in  teaspoon  dosage  form.  When  mixed  as  directed,  each  5 cc.  {ap- 
proximately one  teaspoonful)  will  contain  125  mg.  (200,000  units) 
phenoxymethyl  penicillin  as  the  potassium  salt. 

Indications:  V-Cillin  K has  been  shown  to  be  effective  in  the  treatment 
of  streptococcus,  pneumococcus,  and  gonococcus  infections  as  well  as 
infections  caused  by  sensitive  strains  of  staphylococci.  It  may  be  used 
for  the  prophylaxis  of  streptococcus  infections  in  patients  with  a history 
of  rheumatic  fever  and  for  the  prevention  of  bacterial  endocarditis 
after  tonsillectomy  and  tooth  extraction  in  those  patients  with  a history 
of  rheumatic  fever  or  congenital  heart  disease. 

Contraindication:  V-Cillin  K should  not  be  administered  to  a patient 
with  a history  of  penicillin  hypersensitivity. 

Warnings:  In  rare  instances,  the  use  of  penicillin  may  cause  acute 
anaphylaxis  which  may  prove  fatal  unless  promptly  controlled.  This 
type  of  reaction  oppears  more  frequently  in  patients  with  a history  of 
sensitivity  reactions  to  penicillin  and  in  those  with  bronchial  asthma  or 
other  allergies.  Resuscitative  drugs  should  be  readily  available  for 
emergency  administration.  These  include  epinephrine  and  pressor 
drugs  (as  well  as  oxygen  for  inhalation)  for  relief  of  immediate  allergic 
manifestations  and  antihistamines  and  corticosteroids  for  delayed 
effects. 

Precautions:  V-Cillin  K should  be  used  cautiously,  if  at  all,  in  a patient 
with  a strongly  positive  history  of  allergy. 


In  prolonged  therapy  with  penicillin,  and  particularly  with  high  i 
parenteral  dosage  schedules,  frequent  evaluation  of  the  renal  and 
hematopoietic  systems  is  recommended. 

In  suspected  staphylococcus  infections,  proper  laboratory  studies  ' 
(including  sensitivity  tests)  should  be  performed. 

The  use  of  penicillin  may  be  associated  with  the  overgrowth  of 
pencillin-insensitive  organisms.  In  such  cases,  its  administration  should 
be  discontinued,  and  appropriate  measures  should  be  taken. 

Adverse  Reactions:  Although  serious  allergic  reactions  are  much  less  I 
common  with  administration  of  oral  penicillin  than  with  intramuscular 
forms,  manifestations  of  penicillin  allergy  may  occur. 

Penicillin  is  a substance  of  low  toxicity,  but  it  does  possess  a signifi-  I 
cant  index  of  sensitization.  The  following  hypersensitivity  reactions 
associated  with  the  use  of  penicillin  have  been  reported:  skin  rashes 
ranging  from  maculopapular  eruptions  to  exfoliative  dermatitis;  urti- 
caria; and  reactions  resembling  serum  sickness,  including  chills,  fever, 
edema,  arthralgia,  and  prostration.  Severe  and  often  fatal  anaphylaxis 
has  occurred  (see  Warnings).  Hemolytic  anemia,  leukopenia,  throm-  I 
bocytopenia,  and  nephropathy  are  rarely  observed  side-effects  and  1 
are  usually  associated  with  high  parenteral  dosage. 

Administration  and  Dosage:  For  Tablets  V-Cillin  K and  for  V-Cillin  K, 
Pediatric,  the  usual  dosage  ranges  from  125  mg.  (200,000  units)  three  jj 
times  a day  to  500  mg.  (800,000  units)  every  four  hours.  For  infants,  | 
the  daily  dosage  may  be  50  mg.  per  Kg.  of  body  weight  divided  into 
three  doses. 

Beta-hemolytic  streptococcus  infections  without  associated  bac- 
teremia may  be  treated  with  200,000  to  400,0000  units  three  times  a 
day.  Therapy  should  be  continued  for  a minimum  of  ten  days  to  prevent 
development  of  rheumatic  fever  and/or  other  serious  complications.  |i 
Dosage  for  routine  streptococcus  prophylaxis  in  patients  with  a history  ! 
of  rheumatic  fever  or  congenital  heart  disease  may  be  200,000  units 
once  or  twice  daily.  When  such  patients  undergo  tonsillectomy,  tooth 
extraction,  or  other  minor  surgery,  the  prophylactic  dose  should  be 
500,000  units  every  six  hours  given  two  days  prior  to  surgery  and  for 
two  days  postoperatively.  If  oral  medication  is  not  feasible  on  the  day 
of  surgery,  parenteral  therapy  should  be  considered.  Mild  to  moder-  ! 
ately  severe  pneumococcus  pneumonia  has  been  treated  effectively 
with  250  mg.  every  six  hours. 

In  staphylococcus  infections,  400,000  units  or  more  should  be  given 
every  six  to  eight  hours  in  conjunction  with  indicated  surgical  proce- 
dures. 

For  gonorrhea  in  males,  500  mg.  (800,000  units)  every  four  hours  for 
three  doses  may  be  employed;  in  females,  500  mg.  every  four  hours 
for  six  doses  are  recommended.  Refractory  infections  generally  respond 
to  a second  treatment  three  to  four  days  following  completion  of  the 
first.  Treatment  of  gonorrhea  with  severe  complications  should  be 
individualized,  with  prolonged  and  intensive  treatment.  Patients  with  a 
suspected  lesion  of  syphilis  should  have  a dark-field  examination  be- 
fore receiving  penicillin  and  monthly  serologic  tests  for  a minimum  of 
three  months. 

How  Supplied:  Tablets  V-Cillin  K,  U.S.P.,  125  mg.  (200,000  units),  in 
bottles  of  50  and  100;  and  250  mg.  (400,0000  units)  and  500  mg. 
(800,000  units),  in  bottles  of  24  and  100. 

V-Cillin  K,  Pediatric,  for  Oral  Solution,  125  mg.  (200,000  units)  per 
5 cc.  of  solution,  in  40,  80,  and  150-cc.-size  packages. 

Additional  information  available  to  physicians  upon 
request.  Eli  Lilly  and  Company.  Indianapolis.  Indiana 
46 206. 
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Mild  mood  depression, 
poor  appetite,  little 
interest  in  the  present  or 
future.  Does  this  picture 
mean  that  she’s  giving  in 
to  functional  fatigue? 

When  functional  fa- 
tigue is  part  of  her  prob- 
lem, Alertonic  can  help 
counteract  accompanying 
apathy  and  inertia.  It 
helps  lift  mood,  stimulate 
appetite,  and  establish 
new  interest  in  daily  life. 


Pleasant-tasting  Alertonic  combines  pipradrol  hydro- 
chloride—a gentle  cerebral  stimulant— with  an  excel- 
lent vitamin  and  mineral  formula,  in  a satisfying  15% 
alcohol  vehicle. 

Especially  in  the  aging  patient,  nothing  fosters 
confidence  and  a sense  of  well-being  better  than  your 
own  personal  warmth,  understanding,  and  encourage- 
ment. Between  visits,  however,  your  prescription  for 
Alertonic  can  help  keep  your  patient  from  giving  in  to 
functional  fatigue. 

Adequate  dosage  is  important:  Prescribe  Alertonic— 
one  tablespoon  ful  t.i.d.,  30  minutes  before  meals 
. . . tastes  best  chilled. 

And  for  your  patient’s  sake,  prescribe  Alertonic 
in  the  convenient,  economical  one-pint  bottle. 


Each  45  cc.  (3  tablespoonfuls)  contains:  alcohol,  15%,  pipradrol 
hydrochloride,  2 mg.;  thiamine  hydrochloride  (vitamin  B,)  (10 
MDR*),  10  mg.;  riboflavin  (vitamin  BL.)  (4  MDR),  5 mg.;  pyri- 
doxine  hydrochloride  (vitamin  B(;),  1 mg.;  niacinamide  (5  MDR), 
50  mg.;  choline, t 100  mg.;  inositol, t 100  mg.;  calcium  glycero- 
phosphate, 100  mg.  (supplies  2%  MDR  for  calcium  and  for 
phosphorus)  and  1 mg.  each  of  the  following: 
manganese  (as  sulfate),  magnesium  (as  acetate),  zinc  (as  acetate), 
and  molybdenum  (as  ammonium  molybdate). 

'Multiple  of  adult  Minimum  Daily  Requirement  supplied. 

tThe  need  for  these  substances  in  human  nutrition  has  not  been  established. 

Indications:  1.  Functional  fatigue  such  as  that  often  associated 
with:  a depressing  experience  or  stressful  time  of  life;  advanc- 
ing years;  convalescence;  limited  activity  or  confinement.  2.  Poor 
appetite  and  vitamin-mineral  deficiency  as  they  occur  in:  patients 
having  faulty  eating  habits;  geriatric  patients  who  are  losing  interest 
in  food;  patients  convalescing  from  debilitating  illness  or  surgery. 
Contraindications:  As'with  other  drugs  with  CNS  stimulating 
action,  Alertonic  is  contraindicated  in  hyperactive,  agitated  or 
severely  anxious  patients  and  in  chorea  or  obsessive  compulsive 
states. 

Side  effects:  Reports  of  overstimulation  have  been  rare.  Patients  who 
are  known  to  be  unduly  sensitive  to  the  effects  of  stimulant  drugs 
should  be  observed  carefully  in  the  initial  stages  of  treatment. 
Dosage:  Adults,  1 tablespoonful;  children  (over  15  years  old),  1 to 
2 teaspoonfuls;  children  (4  to  15  years  old),  1 teaspoonful.  To  be 
taken  three  times  daily  30  minutes  before  meals. 

THE  WM.  S.  MERRELL  COMPANY 
Division  of  Richardson-Merrell  Inc. 

Cincinnati,  Ohio  45215 


^Merrell^) 


INFLAMMATION: 

A cellular 
fight 

for  life 


! 


A SYNTEX  REPORT  based  on  recently 
developed  hypotheses  about  topical  cor- 
ticosteroids, including  the  cellular 
theories  of  inflammation  by  Thomas  F. 
Dougherty,  Ph  D.,  University  of  Utah. 

You  are  looking  at  a fibroblast  fight- 
ing for  life.  This  cell  — one  of  the 
most  common  found  in  connective 
tissue  — has  literally  been  poisoned 
by  cytotoxins  released  from  other 
cells  that  have  ruptured.  Soon,  if  the 
abnormal  activity  of  this  fibroblast 
does  not  cease,  it,  too,  will  rupture 
and  die  — one  more  casualty  in  the  in- 
flammatory wave  of  destruction  pre- 
cipitated by  injury. 

Until  a short  time  ago  no  one  had 
ever  witnessed  such  a scene  at  the 
cellular  level.  Now,  through  ad- 
vanced cinemicrographic  techniques, 
it  is  possible  to  view  and  photograph 
the  inflammatory  process  as  pro- 
duced experimentally  in  living  ani- 
mal tissue.  This  method  permits  new 
insight  into  the  mechanism  of  inflam- 
mation and  the  role  of  corticoster- 
oids in  therapeutic  management. 
Equally  important,  these  techniques 
shed  new  light  on  factors  that  may 
make  one  corticosteroid  more  effec- 
tive than  another  — factors  that  can 
be  correlated  with  other  chemical, 
biologic,  and  clinical  parameters. 


Visual  evidence  of  how 
corticosteroids  influence 
the  inflammatory  reaction 

Working  with  phase-contrast  cine- 
micrography  on  living  animal  tissue. 
Doctors  Thomas  E Dougherty  and 
David  Berliner  of  the  University  of 
Utah  College  of  Medieine  have  actu- 
ally filmed  cellular  events  that  occur 
during  the  inflammatory  reaction. 
This  remarkable  study*  and  addi- 
tional work  by  these  investigators,  as 
well  as  by  others,  have  established  a 
new  theoretical  biologic  basis  for  the 
antiinflammatory  effect  of  the  corti- 
coster.oids.  (It  must  be  noted  that 
other  theories,  such  as  the  lysosome 
or  so-called  “suicide  bag”  theory, 
have  been  postulated,  although  it  is 
quite  likely  that  there  are  more 
similarities  than  differences  among 
the  various  theoretical  models.) 

The  inflammatory  wave 
of  destruction 

In  this  investigation  an  injurious  in- 
jection of  gelatin  is  used  to  set  off  an 
inflammatory  reaction  in  living 
mouse  tissue.  What  follows  is  a wave 
of  destructive  cellular  activity  that 
comprises  the  inflammatory  re- 
sponse to  injury.  Mast  cells  (which 
contain  heparin,  serotonin  and  hista- 
mine) take  up  water,  swell  and  rup- 
ture, releasing  their  contents,  which 
are  toxic  outside  the  mast  cell  wall. 
These  toxins,  in  turn,  cause  disinte- 
gration of  other  cells  (such  as  fibro- 
blasts) and  the  release  of  additional 
toxic  material.  Capillaries,  too,  take 
up  water  and  leak  unformed  blood 
elements,  causing  edema.  And  poly- 
morphonuclears,  lymphocytes  and 
perithelial  cells  invade  the  inflamed 
site.  As  a result  of  all  these  changes, 
the  cellular  environment  reaches  a 
state  of  turmoil. 


Phase-contrast  microscopy  showing 
mast  cell  before  injury. 


Mast  cell  (after  injury)  has  brohen  up 
and  released  cytotoxins. 


How  corticosteroids 
change  the  picture 

Corticosteroids  appear  to  virtually 
stop  the  abnormal  cellular  activity 
that  constitutes  the  inflammatory  re- 
action. This  permits  the  body’s  na- 
tural resources  to  clear  up  the 
inflamed  area  and  repair  the  dam- 
aged tissue.  This  interpretation  is 
supported  by  the  fact  that  when  the 
injurious  gelatin  solution  is  injected 
simultaneously  with  a corticosteroid 
— Synalar  (fluocinolone  acetonide)  — 
the  inflammatory  pattern  simply 
does  not  develop. 


Fibroblast  in  high  state  of  activity,  much 
distorted. 


Mast  cells  showing  effects  of  cortico- 
steroid action:  cells  are  normal  in  size, 
shape  and  activity. 


In  summarizing  his  study  Doctor 
Dougherty  states:  “...we  also  feel 
this  work  may  explain  why  one  corti- 
costeroid helps  a patient  more  rap- 
idly and  effectively  than  another.  If 
it  does,  it  is  because  one  corticoster- 
oid is  the  fastest,  most  effective  in- 
hibitor of  the  series  of  inflammatory 
events  at  the  tissue  level.” 


\ 


M New  View  of  Corticosteroid  Action  in  In- 
flammatory Dermatoses,  a film  based  on  this 
study,  is  now  available  from  your  Syntex 
representative. 


See  last  page  for  contraindications,  precautions,  side  effects  and  dosage. 


How  advances  in 
chemical  design 
lave  achieved 
greater 

steroid  potency 

The  chemical  modification  of  corti- 
costeroid molecules  from  the  advent 
of  hydrocortisone  to  the  develop- 
ment of  Synalar  (fluocinolone  ace- 
tonide)  is  a prime  example  of  how 
biochemists  can  “design”  to  increase 
therapeutic  activity  and  minimize 
undesirable  side  actions.  Below,  for 
example,  we  see  the  important 
changes  that  were  made  in  reference 
to  the  hydrocortisone  molecule  to 
produce  fluocinolone  acetonide,  one 
of  the  most  active  of  all  topical  corti- 
costeroids. As  a result,  a 0.01%  prep- 
aration of  Synalar  (fluocinolone 
acetonide)  has  been  reported  to  do 
the  work  of  a 1%  hydrocortisone 
product  containing  100  times  more 
cortiscosteroid.  And  it  can  often  do 
it  more  effectively. 

CH,0H 

I 


Hydrocortisone 


ch5oh 

c=o 


Fluocinolone  Acetonide 
(Synalar) 


O a double  bond  between 
carbons  1 and  2 

□ fluorine  substitutions 
at  both  the  6-a, 

and  the  9-a  positions 

□ the  addition  o[  the 
acetonide  at  the  16-a. 
17-a  positions, 

thus  providing 
one  oj  the  most  potent 
topical  corticosteroids 
available. 


L . . 


How  bioassay  tests  are 
used  to  “predict” 
therapeutic  potential 

Biologic  assays  are  another  tool  used 
by  researchers  to  help  establish  the 
relative  activity  of  corticosteroids. 
To  date  no  single  method  of  assaying 
corticosteroid  activity  has  emerged 
as  the  ideal  “yardstick”  for  predict- 
ing therapeutic  potential.  Taken  to- 
gether, however,  these  methods  have 
proved  useful.  When  such  tests  are 
run  on  various  corticosteroids,  a defi- 
nite order  of  corticosteroid  activity 
becomes  evident.  Compounds  with 
the  highest  order  of  activity  may  be 
expected  to  merit  clinical  trial  to  es- 
tablish their  high  therapeutic  poten- 
tial. When  assayed  by  these  methods, 
fluocinolone  acetonide  (Synalar) 
emerges  as  one  of  the  most  active 
topical  corticosteroids,  milligram  for 
milligram,  available  for  clinical  ap- 
plication today. 
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The  Thymus  Involution  Assay1'4 
is  run  on  adrenalectomized  rats.  The 
sizes  of  the  glands  are  measured,  and 
the  degree  of  involution  caused  by 
the  steroid  is  determined  as  an  indi- 
cation of  its  potency.  In  the  above 
photo,  the  comparative  involution  of 
thymus  glands  achieved  with  hydro- 
cortisone and  Synalar  (fluocinolone 
acetonide)  is  shown.  Untreated  con- 
trols (A)  show  normal  size.  Group  B 

— injected  with  1,  2 and  4 mg.  of  hy- 
d rocortisone  — show  progressively 
smaller  thymuses  as  does  Group  C — 
injected  with  fluocinolone  acetonide 

— but  with  only  1/ 500th  the  dose  of 
hydrocortisone. 


The  Antigranuloma  Assay1-4  also 
utilizes  adrenalectomized  rats.  Gran- 
ulomas are  induced  by  subcutaneous 
implantation  of  cotton  pellets  on 
either  side  of  the  thorax.  The  degree 
of  granuloma  inhibition  achieved  by 
a steroid  reflects  its  potency.  The 
above  photo  shows  the  inhibition  of 
granuloma  formation  achieved 
with  hydrocortisone  and  Synalar 
(fluocinolone  acetonide).  Untreated 
controls  (A)  show  large,  red  granu- 
lomas adhering  to  the  pellets.  Group 
B,  receiving  hydrocortisone  and 
Group  C,  receiving  fluocinolone  ace- 
tonide, show  little,  if  any,  granuloma 
formation.  Fluocinolone  acetonide 
produced  the  same  effect  as  hydro- 
cortisone with  only  1/ 500th  the  dose. 
This  assay,  as  well  as  the  thymus 
involution  assay,  measures  systemic 
rather  than  topical  corticosteroid  ac- 
tivity. Nevertheless,  results  by  these 
methods  correlate  well  with  other  as- 
says and  with  the  milligram  poten- 
cies of  topical  steroids  in  current 
clinical  use. 


Worldwide 
clinical 
experience 
confirms  the 
predictable 
therapeutic 
potential  of 
Synalar 

It  is  particularly  gratifying  that  the 
promise  of  the  advanced  chemical 
design  and  high  order  of  bioassay  ac- 
tivity of  Synalar  (fluocinolone  ace- 
tonide)  has  been  confirmed  by 
widespread  therapeutic  application. 
Indeed,  the  impressive  clinical  re- 
sponse rate  of  Synalar  has  been  docu- 
mented in  no  fewer  than  232  papers 
from  22  countries. 


Representative  Clinical  Results  with  Synalar* 
Efficacy  Documented  in  over  4,000  Patients 


Condition 

Number  of 
Publications 

Number  of 
Patients 

Significant 

Improvement* 

Contact 

Dermatitis 

27 

750 

713 

Eczematous 

Dermatitis 

21 

472 

409 

Seborrheic 

Dermatitis 

18 

442 

426 

Atopic 

Dermatitis 

24 

460 

426 

Psoriasis 

36 

1,699 

1,510 

Neurodermatitis 

18 

351 

324 

Total 

144 

4,174 

3,808 

•Complete  bibliography  on  request.  jExpressed  by  the  authors  as  excellent,  very  good, 

good,  complete  remission  of  inflammation,  etc. 


Prescribing  Information 
For  initiation  of  therapy:  Cream  0.025%, 
5 and  15  Gm.  tubes,  425  Gm.  jars;  for 
emollient  effect:  Ointment  0.025%,  15 
Gm.  tubes;  for  maintenance  therapy: 
Cream  0.01%,  15  and  45  Gm.  tubes,  120 
Gm.  jars;  for  intertriginous  or  hairy 
sites:  Solution  0.01%,  20  cc.  and  60  cc. 
plastic  squeeze  bottles;  for  infected  in- 
flammatory dermatoses:  Neo-Synalar® 
Cream  (0.025%  fluocinolone  acetonide, 
neomycin  sulfate,  equivalent  to  0.35% 
neomycin  base),  5 and  15  Gm.  tubes. 
Contraindications:  Tuberculous,  fungal, 
and  most  viral  lesions  of  the  skin,  (in- 
cluding herpes  simplex,  vaccinia,  and 
varicella).  Not  for  ophthalmic  use.  Con- 
traindicated in  individuals  with  a his- 
tory of  hypersensitivity  to  any  of  the 
components.  Precautions:  Synalar  prep- 
arations are  virtually  nonsensitizing  and 
nonirritating.  However,  the  solution  may 
produce  burning  or  stinging  when  ap- 
plied to  denuded  or  fissured  areas.  In 
some  patients  with  dry  lesions,  the  solu- 
tion may  increase  dryness,  scaling  or 
itching.  While  topical  steroids  have  not 
been  reported  to  have  an  adverse  effect 
on  pregnancy,  the  safety  of  their  use  on 
pregnant  females  has  not  absolutely 
been  established.  Therefore,  they  should 
not  be  used  extensively  on  pregnant  pa- 
tients, in  large  amounts,  or  for  pro- 


longed periods  of  time.  Prolonged  use  of 
any  antibiotic  may  result  in  overgrowth 
of  nonsusceptible  organisms;  if  this  oc- 
curs, appropriate  therapy  should  be  insti- 
tuted. When  severe  local  infection  or 
systemic  infection  exists,  the  use  of  sys- 
temic antibiotics  should  be  considered, 
based  on  susceptibility  testing.  Side 
Effects:  Side  effects  are  not  ordinarily 
encountered  with  topically  applied  corti- 
costeroids. As  with  all  drugs,  however,  a 
few  patients  may  react  unfavorably  to 
Synalar  under  certain  conditions.  The 
neomycin  in  Neo-Synalar  Cream  rarely 
produces  allergic  reactions. 
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tivities of  adrenocorticosteroids  in  experimen- 
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Changing  attitudes  in 
day  care  ot  children 


A recent  issue  of  “Currents  in  Public  Health” 
discussed  the  changing  concepts  toward  the 
working  mother.  In  this  question,  there  seems 
to  be  considerable  confusion.  On  the  one  hand, 
mothers  receiving  public  assistance  are  urged  to 
get  jobs;  on  the  other  hand,  we  hear  that  ade- 
quate day  care  facilities  should  not  be  provided 
for  fear  that  women  will  be  encouraged  to  work 
outside  the  home.  For  years,  more  and  more 
children  have  been  neglected — not  willfully  by 
their  parents — but  because  the  society  that  de- 
manded their  parents’  services  did  not  provide 
the  facilities  for  then-  care. 

In  1964  the  mothers  of  12,300,000  children 
under  fourteen  years  of  age  worked.  How 
much  this  attitude  about  day  care  can  harm 
these  children  is  indicated  by  the  following 
figures:  about  1 million  children  under  four- 

teen, including  38,000  under  six,  were  expected  to 
care  for  themselves  while  their  mothers  were  at 
work  (8  per  cent  of  the  total);  615,000  (5  per 
cent)  were  cared  for  by  a relative  under  sixteen 
years  of  age;  and  only  310,000  (2.5  per  cent) 
were  cared  for  in  licensed  day  care  centers, 
after-school  centers,  and  family  day  care  homes. 

The  narrow  concept  of  day  care  as  a child 
welfare  service  separate  from  any  educational, 
recreational,  or  medical  treatment  program  is  no 
longer  valid  in  light  of  present  consideration  for 
the  child  as  a whole.  Day  care  needs  to  be  re- 
garded as  a general  social  service  needed  on  a 
broad  basis,  and  the  day  care  center  as  a poten- 
tially desirable  form  of  supplementary  child 
care  with  social,  educational,  and  develop- 
mental values  and  safeguai'ds  that  typical  in- 
formal arrangements  are  unlikely  to  have. 
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Editorials 


The  sodium  content  of  drinking  water 


Potable  water  in  the  New  York  City  area 
is  revealed  in  studies  by  the  New  York  City 
Health  Department  to  have  an  acceptably 
low  concentration  of  sodium  as  delivered. 
The  sodium  concentration  in  the  City  dis- 
tribution system  ranged  from  3.0  to  9.5  mg. 
per  liter  (or  parts  per  million)  in  the  ten 
months  study  undertaken.  This  might  be 
considered  negligible  in  calculating  sodium 
intake  for  therapeutic  reasons. 

However,  in  the  well  water  areas  of 
Queens  the  use  of  water  softening  apparatus 
by  householders  alters  the  sodium  content 
considerably.  In  two  samples  taken  where 
the  sodium  zeolite  water  softening  appara- 

Time  for  maturity 

The  press  in  this  country  seems  still 
obsessed  with  the  notion  that  there  is 
something  remarkable  and  sensational 
about  the  appointment  of  a Negro  to  high 
position. 

It  is  time  this  misconception  be  decently 
interred. 

Such  appointments  come  as  a result  of 
long  preparation,  hard  work,  ability,  and 
unique  fitness  for  the  job.  No  other 
considerations  apply.  In  fact,  we  have 
laws  proclaiming  this. 

It  serves  no  more  useful  purpose  to 
feature  a person’s  race  in  reporting  a high 
appointment  than  it  would  to  stress  his 
bank  account. 

The  recent  appointment  of  Jane  C. 
Wright,  M.D.,  to  be  Associate  Dean  of  the 
New  York  Medical  College  is  a case  in 
point.  The  news  report  stated  that  Dr. 


tus  was  used  the  ranges  for  sodium  ran  54.0 
to  91.0  and  128.0  to  351.0  mg.  per  liter 
respectively. 

It  is  thus  possible  that  persons  under 
treatment  for  hypertension,  cardiac,  renal, 
or  hepatic  failure  may  receive  the  greater 
part  of  their  permissible  sodium  intake  from 
softened  water  used  for  drinking  and  cook- 
ing. The  use  of  bottled  water  under  such 
conditions  could  alleviate  the  inadvertent 
ingestion  of  this  critical  substance. 
Wherever  water  softeners  employing  so- 
dium compounds  are  used  it  would  be  well 
to  check  for  the  benefit  of  those  patients 
concerned. 


Wright  was  the  first  Negro  woman  to  be 
an  associate  dean  of  a medical  college  and 
that  her  father,  the  late  Louis  T.  Wright, 
M.D.,  was  the  first  Negro  physician  to  be 
appointed  to  the  staff  of  a New  York  City 
hospital.  What  is  the  relevance  of  all 
this?  Dr.  Wright  and  her  father  have 
been  prominent  in  cancer  research  for 
long  years.  They  have  both  earned  en- 
viable reputations  in  the  field. 

It  was  the  privilege  of  this  Journal  to 
publish  a review  article  on  “Cancer  Chem- 
otherapy” by  Jane  C.  Wright,  M.D.,  in 
January,  1961.  This  review,  which  has 
not  yet  outrun  its  usefulness,  is  an  im- 
portant contribution  to  the  literature. 

Science  and  scientific  publication  do  not 
raise  the  issue  of  race,  because  the  matter 
is  immaterial  and  irrelevant.  Eventually 
we  will  all  cross  “the  one  wide  river.” 
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Destroys  Trichomonads  Wherever  They  Are 


Flagyl  seeks  out  the  sites  where  trichomonads 
hide.  Only  a systemic  agent  can.  Only  Flagyl 
does,  selectively  and  effectively. 

Flagyl  destroys  trichomonads  in  the  inner 
crypts,  glands  and  cavities  of  the  genitouri- 
nary tract  in  both  women  and  men.  Conse- 
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ing reinfection. 
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invasion  and  to  the  presumption  of  reinfection 
from  male  consorts,  Flagyl  has  repeatedly  pro- 
duced up  to  100  per  cent  cure  in  large  series 
of  patients. 

When  the  diagnosis  of  trichomoniasis  is 
positive,  Flagyl  is  positive. 

Dosage  and  Administration  — In  women:  one  250- 
mg.  oral  tablet  three  times  daily  for  ten  days.  A vag- 
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when  desired.  When  the  inserts  are  used  one  vagi- 
nal insert  should  be  placed  high  in  the  vaginal  vault 
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In  men  in  whom  trichomonads  have  been  demon- 
strated: one  250-mg.  oral  tablet  twice  daily  for  ten 
days. 

Contraindications  — Pregnancy;  disease  of  the  cen- 
tral nervous  system;  evidence  or  history  of  blood 
dyscrasia. 

Precaution  — Complete  blood  cell  counts  should  be 
made  before,  during  and  after  therapy,  especially  if 
a second  course  is  necessary. 

Side  Effects  — Infrequent  and  minor  side  effects  in- 
clude nausea,  metallic  taste,  furry  tongue  and  head- 
ache. Other  effects,  all  reported  in  an  incidence  of 
less  than  1 per  cent,  are  diarrhea,  dizziness,  vaginal 
dryness  and  burning,  dry  mouth,  rash,  urticaria, 
gastritis,  drowsiness,  insomnia,  pruritus,  sore  tongue, 
darkened  urine,  anorexia,  vomiting,  epigastric  dis- 
tress, dysuria,  depression,  vertigo,  incoordination, 
ataxia,  abdominal  cramping,  constipation,  stomati- 
tis, numbness  of  an  extremity,  joint  pains,  confu- 
sion, irritability,  weakness,  flushing,  cystitis,  pelvic 
pressure,  dyspareunia,  fever,  polyuria,  incontinence, 
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uria. Elimination  of  trichomonads  may  aggravate 
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Scientific  Articles 


Chloroquine  Therapy  in 
Pulmonary  Sarcoidosis 

ALEXANDER  KRASNITZ,  M.D. 

Newburgh,  New  York 

Director,  Orange  County  Chest  Clinic 

Impressed  by  a distinct  improvement 
in  a case  of  pulmonary  sarcoidosis  of  long 
standing  in  a patient  who  was  followed  up  in 
our  clinic  without  showing  any  changes  but 
who  subsequently  sojourned  for  two  years 
in  western  Africa  and  was  treated  with  anti- 
malarial  drugs,  I concluded  that  the  bene- 
ficial effect  must  have  been  due  to  the 
therapy  mentioned. 

A review  of  the  literature  disclosed  that 
chloroquine  has  been  used,  although  to  a 
limited  extent,  since  1947.  H.  L.  Israel, 
M.D.,  of  Philadelphia,  in  a discussion  on 
sarcoidosis,  stated  that  he  had  used  chloro- 
quine “on  and  off”  since  1947. 1 Although 
cutaneous  sarcoidosis  was  first  treated  with 
chloroquine  in  1953, 2 a systematic  study  of 
trial  therapy  with  this  drug  was  not  re- 
ported until  1961  by  Morse  et  al.3  The 
authors,  in  a study  of  7 patients  with  chronic 
sarcoidosis  treated  with  chloroquine,  have 
demonstrated  definite  therapeutic  value  of 
this  drug  both  in  cutaneous,  parenchymal 
and  hilar,  and  mediastinal  lymphadenop- 
athy  components  of  sarcoidosis,  although 
the  response  of  the  cutaneous  lesions  was 
more  consistent.  Some  of  the  cases  that 
were  previously  treated  with  steroids  with- 
out improvement  responded  favorably  to 
chloroquine  therapy.  Of  notable  interest  is 
also  the  fact  that  some  of  the  patients  who 
had  relapses  following  cessation  of  chloro- 
quine responded  well  after  resumption  of 
this  drug. 


chloroquine  used  on  7 patients  with 
chronic  sarcoidosis  demonstrated  definite 
therapeutic  value  in  cutaneous,  parenchymal 
and  hilar,  and  mediastinal  lymphadenopathy 
components  of  sarcoidosis,  although  the  re- 
sponse of  the  cutaneous  lesions  was  more 
consistent.  Chloroquine  is  useful  not  only  as 
an  antimalarial  drug  but  also  in  treating 
rheumatoid  arthritis  and  discoid  lupus 
erythematosus,  has  some  anti-inflammatory 
properties,  and  is  relatively  safe. 


In  the  report  on  the  International  Con- 
ference on  Sarcoidosis  held  June  1 to  3, 
1960,  in  Washington,  D.C.,  Hirsch1  dis- 
cussed the  results  of  a selected  group  of 
chronic  cases  treated  with  250  mg.  twice 
daily  of  chloroquine  for  a period  of  six 
months.  The  series  consisted  of  8 cases, 
and  most  of  them  had  skin  sarcoidosis  and 
showed  improvement.  Two  cases,  how- 
ever, who  had  lung  involvement,  also 
showed  improvement.1 

In  1963  Hunt  and  Yendt2  of  Toronto, 
Canada,  reported  the  successful  treatment 
of  a case  of  sarcoidosis  in  a forty-nine-year- 
old  male  seen  with  hilar  adenopathy,  cor- 
neal opacification,  and  other  complications, 
treated  with  chloroquine,  first  500  mg. 
daily  and  subsequently  reduced  to  250  mg. 
daily,  and  later  changed  to  a chloroquine 
combination  (Triquin),  totaling  seventeen 
months  of  treatment.  This  is  of  interest 
since  the  response  to  steroid  therapy  of  the 
hilar  component  is  not  impressive.  Re- 
markable improvement  in  general  health 
was  also  noted,  and  no  “significant  side- 
effects”  were  reported.  To  be  sure,  in  an 
unpublished  report,  the  editor  of  Year  Book 
of  Medicine  noted  that  a case  treated  with 
chloroquine,  while  showing  an  initially 
favorable  response,  had  a relapse  in  several 
weeks  despite  continuation  of  chloroquine. 4 

Chloroquine  is  chemically  related  to 
quinacrine  hydrochloride,  and  is  7-chloro-4 
(4  diethyl-amino- 1 -methyl  aminobutyl 
amino)  quinoline  with  the  following  struc- 
tural formula: 
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Chloroquine  is  more  soluble  in  an  acid 
than  alkaline  medium  and  is  “almost  com- 
pletely” absorbed  from  the  gastrointestinal 
tract.  The  drug  has  been  shown  in  experi- 
mental animals  to  deposit  in  greater 
amounts  in  the  choroid  and  iris  than  in 
other  tissues  such  as  lung,  liver,  spleen,  and 
kidney;  it  is  also  deposited  in  leukocytes 
and  is  eliminated  in  the  urine  as  a secondary 
amine.  It  may  take  several  weeks  before 
the  drug  disappears  from  the  tissues.  The 
drug  is  eliminated  more  rapidly  the  greater 
the  acidity  of  the  urine  and,  conversely, 
more  slowly  in  an  alkaline  urine.5  It  is  to 
be  noted,  however,  that  chloroquine  has 
been  found  in  plasma,  red  blood  cells,  and 
urine  in  patients  with  chloroquine  retinop- 
athy five  years  after  the  drug  has  been 
taken,  but  that  acidification  with  8 Gm.  of 
enteric-coated  ammonium  chloride  daily  for 
from  three  to  seven  days  resulted  in  excre- 
tion of  the  chloroquine  metabolites  from  the 
urine.6  This,  however,  may  denote  previ- 
ous kidney  or  liver  damage  and  may  well 
account  for  the  development  of  retinopathy 
in  the  first  place. 

Chloroquine  has  been  used  not  only  as  an 
antimalarial  drug  but  has  also  been  found  of 
value  in  the  treatment  of  rheumatoid  ar- 
thritis and  discoid  lupus  erythematosus.  It 
appears  to  have  some  anti-inflammatory 
properties.  Chloroquine  is  a relatively  safe 
drug3-5  and  has  been  tried  in  doses  ranging 
from  250  to  750  mg.  daily  for  prolonged 
periods.5  To  be  sure,  large  doses  given  to  a 
healthy  group  of  volunteers  for  a year  have 
produced  some  visual  disturbances  such  as 
blurring,  difficulty  in  accommodation,  di- 
plopia, changes  in  T wave  but  no  cardiovas- 
cular damage,  headache,  slight  weight  loss, 
mild  skin  eruptions,  and  bleaching  of  the 
hair.  None  of  these  caused  incapacity,  and 
all  were  reversible  on  cessation  of  the  drug.5 
Other  complications  reported  are  whitening 
of  the  lashes,  extraocular  muscle  palsies, 
diminished  corneal  sensitivity,  and  reti- 
nopathy, which  in  the  extreme  may  progress 
to  retinal  degeneration.7  Such  complica- 
tions, however,  are  infrequent  and  even  in 


FIGURE  1.  Case  1.  February  5,  1959.  Productive 
changes  in  left  upper  lobe,  including  lingular  region 
with  similar  but  less  extensive  changes  in  right 
upper  lobe  and  bilateral  hilar  prominence. 

the  extreme  may  be  reversible  in  the  early 
stage. 

The  choice  of  treating  sarcoidosis  with 
chloroquine,  however,  is  not  entirely  a 
choice  between  an  innocuous  drug  against 
one  without  potential  hazards;  for  the  use 
of  steroids,  currently  employed  in  the  treat- 
ment of  sarcoidosis,  as  is  well  known,  is  not 
without  danger.  Corticosteroids  may  pro- 
duce peptic  ulcer  with  complicating  gastric 
hemorrhages,  lowered  resistance  with 
danger  of  infection,  reactivation  of  an  old. 
inactive  tuberculosis,  and  even  vertebral 
fractures.8  In  the  experience  of  the  author, 
euphoria,  talkativeness,  and  changes  of 
personality  resulted  from  treatment  of  sar- 
coidosis with  steroids,  together  with  the  so- 
called  “moon-shaped”  appearance  of  face. 
Although  psychotic  symptoms  are  more 
rare  now  with  the  use  of  smaller  doses  of 
steroids,  these  have  been  reported.9  With- 
drawal symptoms  have  also  been  reported, 
consisting  of  muscular  weakness,  lassitude, 
fatigue,  prostration  with  fever,  chills, 
gastrointestinal  disturbances  (anorexia, 
vomiting,  diarrhea,  cramps),  dizziness, 
mental  depression,  and  electrolyte  changes 
associated  with  adrenal  insufficiency,  such 
as  loss  of  sodium  or  chlorine,  potassium  re- 
tention, and  hypoglycemia.10 


1730  New  York  State  Journal  of  Medicine  / June  15,  1967 


FIGURE  2.  Case  1.  (A)  October  5,  1960.  No  ren 
change,  allowing  for  difference  in  type  of  film. 

Of  particular  interest  in  comparing  chlo- 
roquine  with  steroid  therapy  is  the  fact  that 
an  increase  in  intraocular  pressure  has  been 
reported  as  a result  of  the  use  of  cortico- 
steroids, aggravating  the  glaucomatous 
state,  and  capable  of  producing  a glaucoma- 
tous state  in  normal  people.11 


Case  reports 

Case  1.  A forty-one-year-old  minister  was 
first  examined  at  the  Orange  County  Chest 
Clinic  on  February  5,  1959,  with  a history  of 
several  colds  two  months  before.  Past  history 
revealed  that  a patient  had  had  a biopsy  done  at 
the  hospital  in  Florida  in  September,  1955,  and 
that  he  was  also  treated  for  a kidney  stone. 
A biopsy  report  was  obtained  stating  that  the 
specimen,  “a  gland  from  right  arm  (epitro- 
chlear)”  was  diagnosed  following  microscopic  ex- 
amination as  “chronic  granulomatous  lym- 
phadenitis compatible  with  sarcoidosis.” 

The  patient  was  a well-developed,  well- 
nourished,  white  male,  height  6 feet  l1/*  inches, 
weight  197  pounds.  Examination  of  the  lungs, 
save  for  coarse  breath  sounds,  was  not  remark- 
able. Initial  x-ray  film  of  the  chest,  February 
5,  1959,  taken  at  our  clinic,  showed  productive 
changes  in  the  left  upper  lobe,  including  the 
lingular  region,  with  similar,  although  less  ex- 
tensive, changes  in  the  right  upper  lobe,  with 
considerable  hilar  prominence  (Fig.  1).  Find- 
ings were  consistent  with  sarcoid  of  Boeck. 

The  patient  was  re-examined  on  May  15, 
1959,  when  dullness  in  the  left  upper  lung  field 
and  bronchial  rales  were  noted  posteriorly  at 


change.  (B)  March  23,  1961.  No  remarkable 


the  base  with  wheezing  in  the  right  infraclavicu- 
lar  region.  X-ray  film  of  the  chest  on  May  15, 
1959,  showed  some  progressive  changes  in  the 
left  upper  lobe.  The  patient  was  re-examined 
on  December  14,  1959,  October  5,  1960,  and 
March  23,  1961,  and  while  coarse  post-tussive 
rales  with  inspiratory  wheeze,  right  base  pos- 
terolaterally  wei'e  elicited  on  October  5,  1960, 
x-ray  films  of  the  chest  showed  no  remarkable 
changes  (Fig.  2). 

The  patient  was  lost  to  follow-up  until  Decem- 
ber 4,  1964,  when  he  returned  from  western 
Africa  where  he  had  been  duiing  this  interval  and 
gave  a history  of  having  had  “mild  pleurisy”  and 
having  been  treated  for  malaria.  Examination 
revealed  the  patient  to  have  gained  20  pounds 
and,  save  for  some  impaired  percussion  note  left 
upper  lobe  posteriorly,  the  physical  examination 
was  not  remarkable.  X-ray  film  of  the  chest, 
however,  showed  increase  in  aeration  in  both 
upper  lung  fields,  representing  a distinct  im- 
provement (Fig.  3). 

The  fact  that  there  was  no  change  on  numer- 
ous occasions  prior  to  sojourn  in  Africa  and 
definite  improvement  on  his  return  to  the  United 
States  led  us  to  believe  that  this  may  have  been 
because  of  the  antimalarial  therapy  the  patient 
received.  Subsequent  investigation  showed 
that  the  patient  had  had  malaria  twice  while  in 
Africa  and  that  he  was  treated  with  pyrimetha- 
mine (Daraprim)  50  mg.  a week  for  three  years 
and  that  on  his  return  to  Africa  in  1964  he  was 
placed  on  chloroquine,  and  is  apparently  well. 
It  should  be  noted  that  pyi-imethamine  is 
chemically  l'elated  to  chloroquine,  both  being 
chlorophenyl-ethyl  amines.  The  fact  that  no 
improvement  in  x-i-ay  findings  was  noted  during 
a two-year  follow-up,  but  a distinct  impi'ove- 
ment  after  antimalarial  treatment,  is  strongly 
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FIGURE  3.  Case  1.  December  4,  1964.  Increase 
in  aeration  in  both  upper  lobes,  representing 
improvement. 


suggestive  of  the  favorable  effect  this  drug  had 
on  the  sarcoid  lesion.  To  be  sure,  the  dosage 
was  small,  but  the  prolonged  period  of  therapy 
may  have  favorably  influenced  the  pulmonary 
lesion,  even  with  this  dosage. 

Case  2.  A twenty-one-year-old  Negro  was 
referred  to  the  Orange  County  Chest  Clinic  on 
March  3,  1965,  with  a history  of  chest  cold  a 
month  before,  nonproductive  cough,  a recent 
loss  of  7 pounds,  and  of  having  been  deferred 
from  army  service  because  of  pulmonary  find- 
ings. Past  history  revealed  pneumonia,  right 
lung,  in  1953  with  swollen  glands  in  1964,  and 
some  vague  “stomach  trouble”  in  1963.  Family 
history  was  noncontributory. 

Physical  examination  showed  height  6 feet 
and  weight  143  pounds  (usual  weight  150 
pounds).  The  patient  did  not  appear  seriously 
ill.  Examination  of  the  chest  was  not  remark- 
able. Mantoux  test  revealed  negative  findings 
to  first-,  intermediate-,  and  second-strength 
purified  protein  derivative.  X-ray  findings  on 
March  3,  1965,  showed  accentuation  of  Unear 
markings  to  the  left  upper  lobe  with  nodular 
infiltration  in  the  right  upper  lobe  and  thicken- 
ing and  upward  retraction  of  the  horizontal  fis- 
sure with  bilateral  hilar  prominence  and  in- 
crease in  density  in  the  right  lower  paratracheal 
region;  the  latter  was  suggestive  of  enlarged 
mediastinal  nodes  (Fig.  4).  Complete  blood 
count  was  hemoglobin  12.9  Gm.  per  100  ml., 
white  blood  count  4,450,  lymphocytes  23  per 
cent,  monocytes  4 per  cent,  segmented  neutro- 
phils 71,  bands  2,  platelets  normal,  and  hemat- 
ocrit 38.  In  the  urinalysis,  the  color  was  amber, 
appearance  clear,  specific  gravity  1.023,  albu- 
min negative,  sugar  negative,  acetone  negative, 


FIGURE  4.  Case  2.  March  3,  1965.  Accentuation 
of  linear  markings  to  left  upper  lobe  with  infiltra- 
tion in  right  parahilar  region  and  granular  mottling 
in  right  upper  lobe  with  hilar  prominence.  In- 
crease in  density  in  right  lower  paratracheal  region 
suggests  enlargement  of  mediastinal  nodes. 

and  epithelial  findings  1 to  2 per  high-power 
field  and  calcium  oxalate  crystals.  A scalene 
node  biopsy  done  on  April  13,  1965,  showed 
changes  consistent  with  sarcoid  granuloma. 
Three  sputum  examinations  were  negative  for 
acid-fast  bacilli  on  smear  and  culture. 

The  patient  returned  to  the  clinic  on  April  20, 
1965,  and  complained  of  fatigue  with  expectora- 
tion of  about  a teaspoonful  of  blood  for  three 
consecutive  days  two  weeks  before  and  dyspnea 
on  climbing  steps.  The  examination  showed  an 
operative  scar  in  the  right  supraclavicular  region 
but  was  otherwise  not  remarkable.  X-ray  film  of 
the  chest,  however,  showed  progressive  changes 
(Fig.  5) . The  patient  was  placed  on  chloroquine 
(Aralen)  phosphate  250  mg.  twice  a day.  On 
re-examination  on  May  24,  1965,  the  patient 
stated  subjective  improvement,  although  some 
cough  and  dyspnea  persisted,  but  no  hemopty- 
sis. Some  retrogressive  changes  were  noted  on 
x-ray  film  of  the  chest  (Fig.  6). 

On  re-examination  of  June  28,  1965,  the  pa- 
tient was  asymptomatic,  although  the  weight 
was  137  '/2  pounds,  representing  a slight  weight 
loss.  The  patient  explained  that  he  felt  well 
enough,  and  that  he  worked  twelve  hours  a day, 
eight  hours  on  one  job  as  a laboi'er  and  four 
hours  in  the  evening  as  a cleaner.  Complete 
blood  count  on  June  29,  1965,  showed  a hemo- 
globin of  11.8  Gm.  per  100  ml.,  red  blood  cells 
4,100,000,  white  blood  cells  7,000,  polymorpho- 
nuclear leukocytes  63  per  cent,  lymphocytes  32 
per  cent,  eosinophils  4 per  cent,  basophils  1 per 
cent,  sedimentation  rate  6 mm.  per  hour  (Cut- 
ler), and  hematocrit  42.  X-ray  film,  however, 
showed  no  change  at  this  time. 
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FIGURE  5.  Case  2.  April  20,  1965.  Progressive 
changes  in  right  upper  lobe. 


The  patient  continued  to  feel  well  and  to 
work  on  two  jobs.  X-ray  films  subsequently 
showed  slow  retrogressive  changes.  Chloro- 
quine  dosage  was  changed  to  250  mg.  per  day 
on  December  15,  1965.  On  February  9,  1966, 
a distinct  x-ray  improvement  was  noted  (Fig. 
7).  At  no  time  did  the  patient  complain  of 
ocular  symptoms,  nor  was  leukopenia  noted 
during  treatment.  The  last  ophthalmoscopic 
examination  was  done  on  April  12,  1966,  by  a 
qualified  ophthalmologist,  who  reported  a 20/20 
uncorrected  vision.  “Slit  lamp  examination- 
normal.  No  ocular  pathology.” 

The  chloroquine  treatment  was  discontinued 
on  April  20,  1966,  one  year  from  the  date  of 
initiation.  The  complete  blood  count  toward 
the  end  of  the  treatment  or  on  April  12,  1966, 
showed  no  adverse  changes  and  was  as  follows: 
hemoglobin  12.7  Gm.  per  100  ml.,  red  blood  cells 
4,300,000,  white  blood  cells  8,700,  polymor- 
phonuclear leukocytes  68  per  cent,  lymphocytes 
29  per  cent,  eosinophils  2 per  cent,  and  basophils 
1 per  cent.  The  sedimentation  rate  was  7 mm. 
per  hour  (Cutler).  The  hematocrit  was  40. 

The  patient  was  last  examined  at  our  clinic  on 
May  31,  1966,  about  six  weeks  after  chloroquine 
therapy  was  discontinued,  at  which  time  he  re- 
mained asymptomatic.  X-ray  film  of  the  chest, 
allowing  for  a difference  in  the  type  of  film, 
showed  relative  stability  in  comparison  with 
previous  film  and  marked  improvement  as  com- 
pared with  the  initial  findings  (Fig.  8). 

This  patient  has  apparently  benefited  from 
this  therapy,  since  he  had  shown  progressive 


FIGURE  6.  Case  2.  May  24,  1965.  Increase  in 
aeration  in  right  upper  lobe  with  some  retraction  of 
hilar  component. 


changes  prior  to  initiation  of  chloroquine  and 
retrogressive  changes  following  treatment,  in- 
cluding some  retraction  of  the  hilar  component. 
The  patient  was  able  to  continue  hard  work 
while  under  treatment,  with  no  untoward  effect 
resulting  from  this  drug. 

Case  3.  A twenty-four-year-old  Negro  fe- 
male was  first  examined  in  our  clinic  on  May  10, 
1965,  at  which  time  she  complained  of  non- 
productive morning  cough  and  pain  in  the 
upper  left  front  part  of  the  chest.  Past  history 
and  family  history  were  noncontributory. 

The  physical  examination  showed  a well- 
developed  Negro  female,  twenty-four  years  old, 
and  appearing  somewhat  undernourished.  The 
height  was  63y2  inches,  weight  116 ‘/a  pounds. 
Examination  of  the  chest  gave  negative  findings 
to  auscultation  and  percussion.  Tuberculin, 
Heaf  followed  by  Mantoux  purified  protein 
derivative  second  strength  (0.005  mg.)  gave 
negative  findings.  Complete  blood  count 
showed  hemoglobin  12.9  Gm.  per  100  ml.,  white 
blood  count  6,000,  neutrophils  68  per  cent, 
bands  2,  lymphocytes  30  per  cent,  hematocrit 
40,  total  protein  9 Gm.  per  100  ml.,  albumin  4.5 
Gm.  per  100  ml.,  globulin  4.5  Gm.  per  100  ml., 
and  the  albumin-globulin  ratio  1:1.  X-ray  film 
of  the  chest  on  May  10,  1965,  showed  fine  granu- 
lar mottling  in  both  upper  lobes  with  hilar 
prominence,  both  more  marked  on  the  right  side 
(Fig.  9).  The  findings  were  considered  compat- 
ible with  sarcoidosis  in  view  of  changes  in 
albumin-globulin  ratio,  negative  tuberculin,  and 
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FIGURE  7.  Case  2.  February  9,  1966.  Distinct 
improvement  in  parenchymal  as  well  as  hilar  com- 
ponent. 


plete  resolution  of  lesion  including  some  retraction 
of  hilar  component. 


FIGURE  9.  Case  3.  May  10,  1965.  Fine  granular 
mottling  in  both  upper  lobes  with  hilar  prominence, 
both  more  marked  on  right. 


strongly  suggestive  x-ray  changes.  A scalene 
node  biopsy  was  not  done. 

Re-examination  on  June  4,  1965,  showed  some 
progressive  changes  in  the  right  upper  lobe  with 
some  increase  in  right  hilar  prominence  (Fig. 
10A ' . The  patient  returned  to  the  clinic  on 
July  20,  1965,  when  she  complained  of  slight 
fatigue  with  persistent  chest  pain.  No  changes 
were  noted  on  x-ray  examination  (Fig.  10B). 
The  patient  was  placed  on  chloroquine  phos- 
phate 250  mg.  twice  a day. 

Re-examination  on  September  7, 1965,  showed 
that  wThile  the  patient  had  lost  3Vi  pounds  and 
had  an  occasional  cough,  she  no  longer  had  any 
chest  pain.  X-ray  film  of  the  chest  showed  in- 
crease in  aeration  in  the  left  upper  lobe,  and  the 
lesion  in  the  contralateral  area  appeared  more 
discrete,  representing  an  improvement  (Fig.  11). 
The  complete  blood  count  showed  no  adverse 
changes,  and  the  white  blood  count  was  8,900, 
hematocrit  40,  and  sedimentation  rate  4 mm.  per 
hour.  Urinalysis  showed  a faint  trace  of  albu- 
min with  occasional  white  blood  cells  and  a few 
epithelial  cells.  Normal  funduscopic  examina- 
tion results  and  “No  ocular  pathology”  were  re- 
ported by  the  ophthalmologist.  Re-examina- 
tion on  November  3,  1965,  showed  slight  retro- 
gressive changes  in  the  parenchyma  but  no 
change  in  the  hilar  component.  The  patient 
wTas  seen  on  April  12,  1966,  when  she  was  en- 
tirely asymptomatic  and  continued  to  work  full 
time  as  a floor  worker  in  a factory.  At  this  time 
the  dosage  of  chloroquine  phosphate  was 
changed  to  250  mg.  once  daily. 

The  patient  was  last  examined  on  May  31, 
1966,  and  offered  no  complaints.  Examination 
of  the  chest  gave  negative  results.  X-ray  film 
showed  some  hilar  retraction  without  any  fur- 
ther parenchymal  changes  (Fig.  12). 
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FIGURE  10.  Case  3.  (A)  June  4,  1965.  Some  progression  of  lesion  in  right  upper  lobe.  (B)  July  20,  1965. 
At  initiation  of  treatment,  some  progressive  changes  in  right  upper  lobe  as  compared  with  initial  findings. 


During  the  period  of  observation,  no  adverse 
changes  were  noted  in  the  hemogram.  Periodic 
funduscopic  examinations,  the  last  one  done  on 
May  21,  1966,  were  reported  by  the  ophthal- 
mologist as  “No  pathology”  with  uncorrected 
vision  remaining  at  20/20.  The  patient  con- 
tinues on  chloroquine  therapy  save  for  change 
in  dosage  as  noted. 

Comment 

Since  in  sarcoidosis,  as  is  well  known, 
spontaneous  remission  can  occur,  it  is  diffi- 
cult to  draw  definite  conclusions  as  to  the 
effect  of  any  therapeutic  agent,  especially  in 
view  of  the  limited  number  of  cases  treated 
with  chloroquine.  However,  it  appears 
that  certain  conclusions  are  justifiable. 
Thus,  in  Case  1,  a two-year  follow-up  at  our 
clinic  showed  no  changes  in  the  pulmonary 
lesion,  but  subsequent  treatment  with 
pyrimethamine,  a drug  chemically  related 
to  chloroquine,  over  a three-year  period 
showed  definite  retrogressive  changes.  Ad- 
mittedly, 50  mg.  per  week,  although  taken 
religiously,  is  a small  dose.  The  fact  that 
this  was  extended  over  a period  of  three 
years  may  account  for  the  improvement. 
It  is  to  be  noted  in  connection  with  this  case 
that  old  productive  changes  generally  do 
not  respond  to  steroid  treatment  and  are 
considered  irreversible,  yet  retrogressive 
changes  were  noted  in  this  case  following 
antimalarial  therapy.  Another  thought, 


although  purely  speculative,  is  that  since 
the  optimal  dosage  of  chloroquine  or  any 
other  related  product  for  this  condition  is 
not  known,  it  is  possible  that  smaller  doses 
over  a longer  period  of  time  may  be  effective 
in  bringing  about  retrogressive  changes. 

Case  2 has  shown  progressive  changes  in 
the  pulmonary  lesion  with  clinical  aggrava- 
tion, including  hemoptysis,  prior  to  institu- 
tion of  chloroquine.  The  institution  of  this 
drug  brought  about  clinical  improvement  in 
a relatively  short  time  and,  although  lag- 
ging behind,  subsequent  roentgenologic  im- 
provement followed.  The  patient  was  able 
to  continue  working  hard  on  two  jobs.  At 
no  time  were  there  any  adverse  effects  noted 
referable  to  the  drug  such  as  blurring  of  vi- 
sion, retinal  changes,  or  any  leukopenia, 
despite  the  relatively  high  doses  (500  mg. 
daily  for  about  eight  months,  subsequently 
changed  to  250  mg.  daily). 

In  Case  3,  although  microscopic  proof  was 
lacking,  the  x-ray  findings,  the  negative 
tuberculin,  and  the  changes  in  the  albumin- 
globulin  ratio  make  the  diagnosis  of  sar- 
coidosis strongly  presumptive.  In  this 
case  clinical  and  x-ray  improvement  par- 
alleled. Improvement  in  the  hilar  compo- 
nent, however,  was  not  noted  until  nine 
months  after  therapy  with  chloroquine.  It 
is  to  be  noted  that  steroid  treatment  fre- 
quently has  no  effect  on  the  hilar  compo- 
nent or  affects  it  very  slowly.  This  patient 
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FIGURE  12.  Case  3.  May  31,  1966.  Some  hilar 
retraction  as  compared  with  film  of  July  20,  1965, 
without  further  changes  in  parenchyma. 
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was  also  able  to  continue  full-time  work  and 
had  no  untoward  effect  from  this  drug. 
Hemogram,  if  anything,  showed  an  im- 
provement. No  visual  changes  were  noted 
on  repeat  ophthalmoscopic  examination  by 
a qualified  ophthalmologist. 

Summary 

Experience  with  2 cases  of  pulmonary 
sarcoidosis  treated  with  chloroquine  phos- 
phate and  1 case  of  sarcoidosis  treated  with 
a related  antimalarial  drug  over  a prolonged 
period  of  time  shows  the  beneficial  effect  of 
these  drugs.  A review  of  literature  con- 
firms this  finding.  It  is  suggested  that 
further  studies  be  made  with  chloroquine  in 
the  treatment  of  sarcoidosis. 

220  West  Street 

Newburgh,  New  York  12550 
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Editor’s  Note.  The  universality  of  the  psychoneuroses 
predisposes  to  a multiplicity  of  approaches.  As  in  mountain 
climbing  one  can  get  to  the  summit  by  either  the  white-dot  or  the 
red-arrow  trail.  The  important  thing  to  note  is  that  the  psy- 
choneuroses are  amenable  to  treatment. 

This  article  by  an  authority  in  the  field  points  out  an  approach 
other  than  the  one  proposed  by  William  B.  Terhune,  M.D.,  in 
the  February  15,  1967,  issue  of  the  New  York  State  Journal 
of  Medicine. 

It  is  the  aim  of  both  authors  and  of  this  Journal  to  provoke 
some  thought  on  a subject  which  has  so  large  a place  in  the 
practice  of  medicine. 


Psychodynamic 
Approach  to 
Psychoneurosis 

HYMAN  S.  BARAHAL,  M.D. 
West  Brentwood,  New  York 

Acting  Director,  State  of  New  York  Department  of 
Mental  Hygiene,  Pilgrim  State  Hospital;  Chairman, 
Committee  on  Mental  Health,  Alcoholism  and  Drug 
Addiction,  Suffolk  County  Medical  Society 


It  is  perhaps  more  accurate  to  speak  of 
psychoneurotic  disorders  than  of  a single 
disease  entity.  In  fact  it  is  questionable  as 
to  whether  or  not  viewing  these  conditions 
as  “disease”  in  the  conventional  sense  im- 
plied with  physical  ailments  is  realistic. 
The  psychoneuroses  include  a great  many 
reactions  which  superficially  appear  to  be 
unrelated  but  have  several  features  in  com- 
mon. 

They  are  psychologically  determined. 
No  one  has  been  able  to  demonstrate  any 
chemical  or  physical  basis  for  these  reac- 
tions. Any  physiologic  or  physical  changes 
are  the  results  of  the  psychosomatic  inter- 
play which  goes  on  constantly  in  all  of  us  as 
mind-body  organisms. 

They  are  based  on  early  childhood  experi- 
ences in  the  family  constellation,  involving 
repeatedly  emotionally  traumatic  and  frus- 
trating encounters  with  parental  figures  and 
others. 


The  relationship  between  the  present 
suffering  and  the  past  experiences  is  for  the 
most  part  unknown  to  the  patient. 

What  we  recognize  as  symptoms  are  the 
unconscious  attempts  on  the  part  of  the  in- 
dividual to  handle  these  inner  conflicts, 
self-defeating  and  destructive  as  they  may 
appear. 

When  there  is  a phantasied  failure  in  re- 
solving these  conflicts,  anxiety  or  panic- 
reactions  result. 

They  differ  from  the  more  severe  psy- 
chotic reactions  in  that  the  latter  are  gener- 
ally more  global,  involve  a greater  depar- 
ture from  reality,  and  are  generally,  al- 
though not  necessarily,  more  incapacitating. 


One  of  the  biggest  problems  confronting 
the  medical  profession  is  the  uncertain  state 
of  psychiatric  classification.  Psychiatry, 
reared  in  the  traditions  of  general  medicine, 
has  followed  the  same  classificatory  trends 
and  diagnostic  criteria  used  by  clinicians 
and  pathologists.  Such  classification  in 
general  medicine  has  depended  on  the 
grouping  of  symptoms  and  pathologic- 
changes  into  disease  entities.  In  other 
words,  a disease  can  be  described  and  iden- 
tified by  listing  the  historic  onset  of  symp- 
toms and  complaints,  physical  findings,  labo- 
ratory and  pathologic  changes,  its  course, 
and  treatment.  Unfortunately,  this  ap- 
proach has  not  worked  as  well  in  psychiatry 
as  it  has  in  general  medicine  and  other 
medical  specialties.  The  present  classifica- 
tion in  psychiatry  is  based  on  the  concepts 
set  forth  by  Kraepelin  in  the  nineteenth 
century:  It  was  a turning  point  in  psy- 

chiatry and  was  the  beginning  of  a scientific 
attempt  to  classify  our  knowledge.  How- 
ever, with  our  present-day  understanding  of 
the  origin  of  many  of  the  psychiatric  syn- 
dromes, there  is  a great  need  for  revision 


Classification 
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and  clarification  of  our  diagnostic  criteria. 
There  are  still  many  people  in  the  field  who 
look  on  the  psychiatric  diagnosis  as  an  im- 
portant determinant  in  deciding  on  treat- 
ment. A question  arises,  for  instance,  if  it 
is  possible  for  an  individual  to  have  a diag- 
nosis of  psychoneurosis  at  one  time  and  at 
later  periods  be  legitimately  classified  as 
having  manic  depressive  psychosis,  schizo- 
phrenia, involutional  psychosis,  character 
disturbance,  and  so  forth.  With  the 
single-diagnosis  approach  in  psychiatry  as 
practiced  through  the  years,  how  do  we 
classify  a person  who  shows  typical  psycho- 
neurotic features  at  one  time  and  later 
develops  symptoms  of  schizophrenia  or 
some  other  type  of  mental  illness? 

We  generally  think  of  two  large  groups  of 
psychoneuroses:  (1)  psychoneurosis  with 

symptom  formation,  and  (2)  psychoneurosis 
manifested  chiefly  by  character  disturb- 
ance. 

The  symptom  psychoneuroses  can  show 
themselves  in  many  ways  which  cannot  be 
discussed  fully  in  a short  report  on  the  sub- 
ject. Generally  there  may  be  anxiety, 
psychosomatic  reactions,  phobias,  obses- 
sive-compulsive types  of  behavior,  hypo- 
chondriasis, hysterical  phenomena,  and  vari- 
ous types  of  depressions.  The  character 
disturbances  will  manifest  themselves  by 
behavior  difficulties  such  as  drinking,  homo- 
sexual tendencies,  criminalistic  behavior, 
detachment,  and  various  other  types  of 
social  maladjustment. 

In  practice,  although  we  classify  a patient 
as  having  an  anxiety  reaction,  phobic  reac- 
tion, somatization  reaction,  hysterical  reac- 
tion, and  so  on,  we  recognize  that  this  is 
only  a makeshift  attempt  at  diagnosis  inas- 
much as  every  psychoneurotic  patient,  if 
examined  carefully,  shows  a mixture  of 
these  symptoms,  including  anxiety  and 
somatic  responses  such  as  gastrointestinal 
disturbances  which  had  not  been  recognized 
previously  as  being  of  emotional  origin. 

Psychic  defenses 

When  a country  is  concerned  about  at- 
tack from  a present  or  future  enemy,  it 
builds  up  defenses.  These  defenses  gener- 
ally serve  several  purposes.  First,  they 
tend  to  act  as  a deterrent  against  aggressive 
enemy  action.  Second,  they  create  a se- 
cure feeling  on  the  part  of  the  citizens  that 


they  are  being  protected  against  attack. 
Third,  they  remove  the  necessity  of  con- 
stant preoccupation  with  the  possibility  of 
attack,  thus  releasing  energies  for  handling 
other  important  problems  of  government. 
Not  all  defenses  are  equally  effective.  For 
instance,  the  Maginot  line  in  France  prior 
to  World  War  II  gave  a false  sense  of  secur- 
ity, and  when  the  defense  was  readily 
bridged,  the  result  was  calamitous. 

In  our  emotional  or  psychic  lives,  there 
exists  an  analogous  situation.  In  infancy 
and  childhood  there  frequently  occur  many 
threats  to  the  emotional  well-being  or 
security  of  the  individual.  What  is  the 
nature  of  these  threats?  The  very  process 
of  birth  in  itself  must  be,  from  the  infant’s 
point  of  view  if  he  would  express  it  verbally, 
a cataclysmic  event.  For  about  nine 
months  he  lies  in  the  mother’s  womb  totally 
protected  from  the  environment.  He  is 
covered  by  the  thermostatically  controlled 
soft  blanket  of  uterine  fluids,  free  from 
sounds,  drafts,  and  physical  discomforts. 
He  does  not  have  to  breathe  or  eat  to  sur- 
vive. This  is  all  done  for  him.  Suddenly, 
within  a matter  of  seconds,  he  must  leave 
this  painless  environment,  enter  a new 
world  of  bright  lights,  commotion,  noises, 
moving  giants  of  people,  and  momentarily 
he  has  to  begin  breathing  or  die.  He  begins 
to  suffer  the  pangs  of  hunger  and  other 
bodily  discomforts. 

Whether  this  new  strange  world  is  seen 
by  him  as  receptive  or  frightening  subse- 
quently depends  greatly  on  the  attitudes  of 
the  adults  about  him,  whether  or  not  they 
respond  readily  to  his  various  needs,  physi- 
cal and  emotional,  and  avoid  painful  and 
upsetting  stimuli.  Physically,  the  two 
most  important  functions  of  the  infant  are 
alimentation  and  excretion.  In  both  of 
these  areas  obstacles  have  to  be  met  and 
overcome.  Feeding  becomes  an  important 
area  of  satisfying  not  only  the  basic  physical 
needs  of  the  young  body  but  also  serves  or 
should  serve  as  a means  of  relating  to  the 
mother.  It  has  been  found  by  repeated 
studies,  for  instance,  that  breast-fed  babies 
adjust  better  and  appear  more  secure  and 
happier,  not  because  the  food  elements  are 
superior  to  those  in  bottle  feeding,  but  be- 
cause of  the  warmth,  closeness,  and  protec- 
tiveness of  the  mother  in  the  former.  The 
mouth  serves  not  only  as  a receptor  of  food 
but  also  as  a zone  for  the  reception  of  pleas- 
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ure.  Infants,  even  after  the  hunger  needs 
are  satisfied,  will  continue  to  suck  at  the 
nipple,  breast  or  bottle,  because  of  the 
pleasurable  sensations  involved.  To  fur- 
ther satisfy  such  needs  the  infant  may  in- 
dulge in  thumbsucking,  sucking  at  blankets, 
or  putting  other  objects  in  the  mouth,  in- 
cluding toys.  It  may  be  said  that  the  in- 
fant is  orally  oriented. 

When  the  oral  needs  in  infancy  are  suffi- 
ciently gratified,  the  child  is  able  to  proceed 
to  progressively  more  mature  stages  of 
development,  still  retaining  remnants  of  his 
early  orality  as,  for  instance,  in  the  pleasure 
of  kissing,  enjoyment  of  good  food,  smok- 
ing, and  so  on. 

Many  things  may  happen  during  infancy 
and  early  childhood  to  create  conflict  in  re- 
gard to  oral  functioning.  Oral  gratification 
may  be  interfered  with  in  many  ways  such 
as  the  mother’s  aversion  to  breast  feeding  as 
well  as  to  her  new  responsibility  in  child 
care,  a too-rigid  feeding  schedule  which 
takes  into  consideration  the  hours  of  the 
clock  rather  than  the  child’s  hunger  needs, 
unpleasant  scenes  and  sounds  accompany- 
ing the  feeding  ritual,  the  general  tensional 
state  of  the  mother,  and  many  similar  in- 
fluences. A mother  who  is  overwhelmed 
with  anxiety  regarding  her  role  may  display 
great  concern  at  each  feeding  as  to  whether 
or  not  the  child  had  eaten  sufficiently,  and 
battles  may  start  to  force  more  food  into  the 
child.  The  child  may  respond  with  com- 
pliance by  overeating  or  with  rebellion  by 
refusing  to  eat.  In  either  event  food  be- 
comes a symbol  for  fulfilling  something 
other  than  the  dietary  needs  of  the  indi- 
vidual. Such  an  individual  may  build  up 
defensive  maneuvers  throughout  life  in 
which  overeating  and  the  avoidance  of  food 
become  symbolic  of  these  early  battles  with 
mother,  in  which  overeating  represents 
compliance  with  mother’s  wishes  in  the 
attempt  to  be  loved  and  accepted,  and 
picky  eating  or  avoidance  of  food  charac- 
terizes rebellion  against  mother’s  domina- 
tion. These  defenses  are  unconscious  to 
the  individual  but  certainly  play  important 
roles  in  cases  of  adult  obesity  or  marked 
underweight  or  malnutrition.  These  un- 
fulfilled oral  needs  may  express  themselves 
later  in  life  also  in  a more  highly  symbolized 
manner  through  aggressive  oral  tendencies 
such  as  excessive  anger  expressed  by  word  of 
mouth,  gossip,  hostile  humor,  sarcasm, 


diatribe,  and  similar  manifestations  of  oral 
aggression. 

Such  orally  deprived  individuals  may  also 
spend  their  lives  seeking  for  a benevolent, 
giving  mother  but  never  quite  succeeding. 
Such  people  generally  seek  relationships 
with  women  on  whom  they  can  lean  and  are 
thus  emotionally  like  little  children  who 
want  to  be  taken  care  of.  Individuals  we 
designate  as  alcoholic  are  often  in  this  cate- 
gory, orally  dependent  (drinking)  on  some 
woman  who  has  a reciprocal  need  to  suffer 
at  the  hands  of  a man  (father). 

Bowel  training  can  also  become  a focal 
point  for  later  disturbing  defensive  maneu- 
vers, depending  on  parental  attitudes 
toward  the  excretory  functioning.  The 
healthiest  approach  to  toilet  training  is  to 
assume  a relaxed,  accepting  attitude  toward 
the  child.  Eventually,  after  a period  of 
time,  bowel  control  will  develop  naturally 
with  little  or  no  conflict.  However,  if  the 
mother  has  disturbed  feelings  about  this 
physiologic  activity,  she  will  transmit  her 
anxiety  to  the  child.  A tug  of  war  begins 
and  is  maintained  throughout  the  training 
and  post-training  period.  The  mother  gen- 
erally has  strong  feelings  about  “cleanli- 
ness” and  is  anxious  to  hasten  bowel  control 
to  an  unreasonable  degree.  Such  mothers 
frequently  boast  of  their  success  in  toilet 
training  the  child  before  one  year  of  age  as  if 
this  represented  a desirable  quality.  Such 
an  “accomplishment”  can  only  come  about 
with  accompanying  emotional  damage  to 
the  child.  The  infant  or  child  instinctively 
becomes  aware  of  the  anxiety  that  the 
mother  has  about  bowel  functioning  and 
begins  to  use  this  as  a means  of  controlling 
the  relationship  with  mother.  The  mother 
may  keep  the  child  on  the  toilet  seat  for 
hours  with  the  hope  for  a successful  “out- 
come.” The  child,  on  its  part,  may  refuse 
to  comply,  setting  the  pattern  for  later  pre- 
occupation with  bowel  activity,  constipa- 
tion, and  gastrointestinal  hypochondriasis. 
Or  the  child  may  present  the  mother  with 
the  longed-for  bowel  movement  in  an  at- 
tempt to  gain  acceptance  by  her.  Such 
children  eventually  equate  bowel  function 
with  dirt,  shame,  and  yet  interspersed  with, 
on  an  unconscious  level,  forbidden  pleasur- 
able sensations,  accompanied  by  frequent 
use  of  cathartics,  enemas,  and  sexual  feel- 
ings of  a highly  pleasurable  type  emanating 
from  the  anal  area. 
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The  “dirt”  component  may  have  its  own 
defenses  characterized  by  feelings  of  un- 
acceptability, concern  about  body  odors, 
and  preoccupation  with  and  fear  of  dirt. 
Such  a person  may  become  a compulsive 
housewife,  spending  many  hours  in  cleaning 
up  “dirt,”  compulsive  bathing,  and  hand- 
scrubbing rituals.  Such  people  are  also 
extremely  orderly,  obstinate,  ritualistic, 
and  rigid  in  their  attitudes  about  them- 
selves and  others.  They  are  preoccupied 
with  financial  security,  and  are  overly  de- 
manding and  perfectionistic  toward  them- 
selves and  others. 

Here  we  have,  therefore,  personality 
types  created  out  of  disturbed  relationships 
during  the  early  oral  and  bowel-training 
periods. 

There  are  other  and  perhaps  even  more 
important  early  life  influences  which  are 
significant  in  later  character  formation.  I 
am  referring  to  the  emotional  interplay  be- 
tween the  child  and  his  parents  and  siblings. 

It  is  interesting  to  note  how  often  mastur- 
bation plays  an  important  role  in  the  guilt 
feelings  of  children,  adolescents,  and  adults. 
Inasmuch  as  self-stimulation  is  universal 
not  only  among  human  beings  but  in  the 
animal  kingdom  generally,  the  guilt  asso- 
ciated with  it  must  therefore  be  of  cultural 
origin.  In  some  families  the  discovery  of 
sexual  self-stimulation  in  a child  may  be  the 
basis  for  severe  punishment.  Frequently 
there  is  the  admonishment,  “You  will  go 
crazy  if  you  continue  this  habit.”  A person 
who  grows  up  with  such  guilts  may  become 
involved  with  a terribly  punishing  low  self- 
esteem, avoidance  of  contact  with  others,  a 
hyperreligiosity  in  an  attempt  to  defend 
oneself  against  such  practices,  an  intoler- 
ance of  the  failings  of  others,  a perfection- 
istic approach  to  life’s  problems  and  situa- 
tions, and  many  other  defenses  too  numer- 
ous to  mention  in  this  report.  One  woman 
becomes  very  upset  and  anxious  if  her 
husband  manually  touches  her  genitals 
during  intercourse  because  of  the  masturba- 
tory  significance  that  this  has  had  for  her. 
One  married  woman,  despite  the  fact  that 
contraception  is  important  for  her  health, 
consistently  refuses  to  use  a diaphragm  be- 
cause the  procedure  involves  touching  her 
genitals.  Many  people  who  think  of  self- 
stimulation as  “filthy,”  “obnoxious,” 
“loathsome,”  and  “sinful,”  may  develop  a 
profound  loathing  of  “dirt”  and  will  wash 


their  hands  frequently,  even  using  alcohol 
on  their  hands  in  large  quantities.  One  man 
will  not  touch  the  door  knobs  in  his  home 
without  gloves  and  “protects”  himself 
against  germs  by  frequently  spraying  his 
home  with  antiseptic. 

Similar  protective  measures  may  be 
taken  by  some  people  who  have  guilt  reac- 
tions to  unacceptable  hostile  feelings  such  as 
those  directed  toward  a parent,  a child,  or 
spouse.  One  woman  who  has  unconscious 
hostile  feelings  directed  against  her  husband 
whom  she  ostensibly  consciously  loves  can- 
not tolerate  knives  around  the  house  and 
makes  certain  that  all  knives  are  kept  in  a 
drawer  under  lock  and  key.  This  is  her 
defense  against  inadvertently  “doing  some- 
thing terrible.”  This  same  woman  be- 
comes very  perturbed  when  her  husband  is 
a few  minutes  late  from  work  or  is  away  on  a 
trip.  There  is  always  the  fantasy  of  some 
terrible  calamity  befalling  him. 

Parental  attitudes  toward  each  other, 
their  relationships  with  their  children,  and 
the  interplay  between  the  children,  may 
determine  the  defensive  adjustments  made 
by  each  individual. 

One  frequently  hears  the  advice  that  re- 
gardless how  bad  a marriage  is,  it  is  still 
preferable,  for  the  sake  of  the  children,  to 
separation  or  divorce.  This  is,  of  course, 
not  true.  Nothing  is  more  traumatic  to  the 
present  and  future  well-being  of  a child  than 
to  live  in  a home  situation  full  of  parental 
conflict.  Unknowingly,  each  parent  begins 
to  use  the  child  as  a buffer  in  the  battle 
against  the  other  with  the  result  that  the 
child  develops  strong  feelings  of  guilt  as  if 
to  say,  “I  am  responsible  for  the  disagree- 
ments and  fights  between  my  parents.  If  I 
had  been  a good  child  this  would  not  have 
happened.”  As  a defensive  maneuver  to 
avoid  being  battered  from  both  sides,  the 
child  will  often  join  forces  with  one  or  the 
other  parent.  Such  misdirected  identifica- 
tion may  result  in  disturbed  feelings  toward 
adults  of  both  sexes  later  in  life  and  inter- 
fere with  the  formation  of  meaningful  rela- 
tionships. A parent  who  speaks  disdain- 
fully of  his  or  her  mate  in  front  of  their 
children  causes  considerable  confusion  and 
guilt  in  these  children  because  it  is  impor- 
tant for  the  child  to  be  loved  and  accepted 
by  both  parents  to  gain  the  universally 
sought-after  sense  of  security.  Threatened 
by  the  loss  of  such  parental  warmth  and 
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guidance,  such  children  may  begin,  too 
early  in  life,  to  seek  for  self-sufficiency  by 
joining  up  with  other  disturbed  children  in  a 
united  front,  so  to  speak.  They  may  also 
seek  premature  adulthood  by  participating 
in  unprepared-for  sexual  activities  with 
frequently  resulting  tragedy. 

As  frequently  happens,  many  of  the  argu- 
ments between  the  parents  have  to  do  with 
sexual  maladjustments,  accusations,  and 
counteraccusations.  These  further  result 
in  disturbed  feelings  on  the  part  of  the 
children  with  sexual  conflicts  and  fears 
resulting  therefrom. 

One  married  woman  who  dreads  sexual 
relations  remembers  vividly  being  awak- 
ened frequently  by  the  arguments  between 
her  parents  in  the  next  room  involving 
demands  on  the  part  of  the  father  for 
relationship  and  the  equally  vehement 
refusals  on  the  part  of  the  mother.  This 
little  girl  visualized  the  sexual  relationship 
as  an  assault  by  the  male  on  the  female  with 
the  ultimate  submission  of  the  latter. 

The  ideal  family  situation  which  is  con- 
ducive to  healthy  emotional  growth  of  the 
children,  of  course,  is  one  in  which  both 
parents  are  loving,  congenial,  respectful  of 
each  other’s  needs,  physically  as  well  as 
emotionally  attuned  to  each  other,  demo- 
cratic in  their  relationships  with  each  other 
as  well  as  their  children,  relatively  free  of 
unconscious  guilt,  and  unencumbered  by 
distorted  feelings  about  sex,  aggression,  and 
self-esteem. 

It  can  be  offered  as  an  axiom  that  if  one 
parent  has  disturbed  attitudes,  it  is  quite 
likely  that  the  other  will  as  well  because  un- 
consciously we  often  choose  our  mates  to 
complement  our  own  neurotic  needs.  For 
instance,  a man  who  has  a strong  drive  to 
prove  his  masculinity  by  imposing  his  will 
over  women  will  generally  marry  someone 
who  has  an  equal  need  to  be  dominated  and 
controlled  by  what  she  considers  a strong 
male.  The  boy  reared  in  such  a family  sit- 
uation will  be  apt  to  look  on  any  softness 
and  tenderness  of  the  part  of  a male  as 
evidence  of  weakness  and  to  look  with  dis- 
dain on  the  “weak”  mother  or  women  in 
general.  This  feeling  is  further  aggravated 
by  the  fact  that  such  a mother  is  emotion- 
ally incapable  of  giving  of  herself  to  the  boy 
and  presents  a constant  picture  of  helpless- 
ness and  martyrdom. 

The  defenses  built  up  by  the  boy  may 


take  different  forms.  If  the  “masculine”  ag- 
gressive criteria  set  up  by  the  father  are  not 
extreme,  the  boy  may  identify  himself  with 
the  father  and  make  every  effort  to  emulate 
him.  Such  defenses,  even  though  serving 
certain  inner  conflicts,  may  be  considered 
within  “normal”  limits.  For  instance,  the 
boy  may  invariably  choose  “masculine”  pur- 
suits such  as  athletics,  hunting,  fishing,  and 
active  as  opposed  to  sedentary  jobs.  Such 
a boy  may  look  with  disdain  at  boys  with 
intellectual  or  artistic  interests  as  being 
effeminate.  He  later  will  speak  disparag- 
ingly of  women’s  opinions,  women  drivers, 
and  feminine  unreliability.  He  will  “wear 
the  pants”  in  the  family  and  set  the  rules  of 
family  behavior  in  a rigid  manner. 

If,  however,  the  father’s  approach  is 
particularly  overwhelming,  the  son  may 
become  somewhat  helpless  and  dependent 
and  thus  identify  himself  with  the  ineffec- 
tual mother.  His  fate  may  be  homosexu- 
ality or  low  self-esteem  with  an  incapacity 
for  forming  close  relationships  with  either 
sex.  There  are  many  people  in  our  society 
who  avoid  warm,  loving,  and  lasting  rela- 
tionships because  of  the  fear  of  being  re- 
jected and  hurt. 

The  damage  would  be  considerably  less- 
ened in  such  a situation  were  the  mother  to 
possess  an  accepting,  loving  attitude  and 
not  permit  herself  to  be  completely  sub- 
merged by  her  husband.  Unfortunately, 
this  situation  is  a rarity  since  there  exists  an 
unconscious  selectivity  in  marriage.  It  is 
very  likely  that  the  mother  is  quite  neurot- 
ically involved  as  well. 

A very  common  and  socially  acceptable 
defense  has  been  referred  to  as  sublimation. 
In  this  approach,  the  individual  satisfies 
certain  inner  conflicts  through  helpful, 
satisfying,  fulfilling,  and  perhaps  remunera- 
tive efforts.  For  instance  a girl  who  felt 
neglected  by  her  mother  in  childhood  might 
develop  a strong  urge  to  be  a nurse  and  thus 
indirectly  satisfy  the  need  to  be  nursed  and 
“mothered.”  People  are  undoubtedly  at- 
tracted to  various  fields  of  endeavor  because 
of  unconscious  needs  and  are  thus  able  to 
fulfill  these  needs  while  at  the  same  time 
contributing  important  and  useful  services. 
A surgeon  may  have  been  attracted  to  his 
work  because  of  strong  unconscious  hostil- 
ities which  were  translated  into  socially 
acceptable  goals,  and  I am  certain  that 
many  psychiatrists  are  in  their  specialty 


June  15, 1967  / New  York  State  Journal  of  Medicine  1741 


similarly  because  of  their  personal  emo- 
tional involvement. 

A logical  question  arises  in  connection 
with  sublimation.  If  many  of  our  leaders 
in  all  fields  of  human  endeavor  are  sublimat- 
ing in  their  work  their  own  personal  prob- 
lems, how  effective  or  realistic  are  their 
contributions  to  society?  The  answer  is 
not  an  easy  one.  Many  undoubtedly  have 
sufficiently  subdued  their  own  conflicts  and 
used  their  work  in  a selfless  manner  to  help 
others.  There  are  instances,  however,  of 
professionals  being  so  personally  involved  as 
to  have  many  blind  spots  in  regard  to 
reality.  The  destructive  potentials  of  a 
political  dictator  or  a hostile  physician  can 
be  readily  surmised. 

A very  common  defensive  maneuver  is  an 
outer  display  of  gentle  kindness  covering  up 
strong  destructive  urges.  The  meek,  ob- 
sequious, and  servile  individual  is  defending 
himself  against  the  reverse  drives  involving 
hate  and  destruction  which  from  time  to 
time  come  to  the  surface  in  an  explosive 
manner.  Some  of  Hitler’s  most  sadistic 
followers  had  been  previously  subservient, 
mild-mannered  store  clerks. 

A man  I know  is  known  as  a “do-gooder.” 
He  goes  out  of  his  way  to  help  people,  ini- 
tiates campaigns  for  the  collection  of  cloth- 
ing for  the  poor,  and  is  on  many  committees 
involving  charitable  activities.  This  is  fine. 
However,  the  defense  became  obvious  when 
on  one  occasion  he  happened  to  meet  a 
recipient  of  his  benefactions  and,  in  a loud 
voice,  within  earshot  of  a group  of  people, 
he  asked,  “How  do  you  like  the  suit  I gave 
you?”  The  pain  and  embarrassment 
caused  by  this  remark  cannot  be  estimated. 

A competitive  defense  is  very  common  in 
our  culture.  We  live  in  a competitive 
society,  and  we  are  constantly  in  competi- 
tive situations  in  our  attempts  to  gain  cer- 
tain goals  for  ourselves.  We  must  distin- 
guish, however,  between  realistic  and  neu- 
rotic competition.  For  example,  if  I should 
take  a civil  service  examination  for  a gov- 
ernment job,  I am  competing  with  many 
others,  but  there  is  no  hostility  involved, 
and  I may  not  even  know  my  competitors. 
Or  I may  have  a business  and  employ  every 
legitimate  means  of  improving  sales  without 
harboring  any  ill  feelings  against  anyone. 
In  contrast  to  this  is  the  employe  who  re- 
sents everyone  who  is  promoted  or  gains 
any  form  of  recognition  from  the  employer. 


I know  of  one  instance  where  one  young 
lady  stopped  talking  to  a fellow  employe, 
her  best  friend,  because  the  latter  was  ap- 
pointed to  a better-paying  position.  Then 
there  is  the  excessively  jealous  man  or 
woman  who  looks  at  every  person  as  a 
threat  to  his  or  her  love  life.  The  jealous 
person  in  effect  says  to  himself  uncon- 
sciously, “I  am  not  worthy  of  being  loved. 
If  there  is  another  man  around,  my  wife  (or 
girl  friend)  is  bound  to  care  more  for  him. 
Therefore,  I resent  him  and  wish  him  out  of 
the  way.” 

Many  women  resent  other  women  who 
look  attractive,  dress  tastefully,  and  appear 
friendly,  and  will  do  everything  possible  to 
malign  them. 

The  spheres  of  recreation  and  sports  are 
good  areas  to  explore  for  neurotic  competi- 
tive attitudes.  The  man  who  feels  very  un- 
happy when  he  cannot  get  a low  golf  score, 
even  to  the  point  of  having  to  cheat,  the 
poor  losers  in  poker  and  bridge  games,  and 
even  children  who  react  profoundly  to  los- 
ing spelling  bees  are  good  examples  of 
unrealistic  competitive  reactions.  One 
youngster  was  overjoyed  with  a mark  of  95 
in  a school  examination  until  she  discovered 
that  her  best  friend  received  97.  She  re- 
acted strongly  to  this  with  anger  and  de- 
pression. 

One  man  was  perfectly  happy  with  an  ex- 
pensive high  fidelity  record  player  he  had 
purchased  until  he  discovered  an  associate 
who  had  a better,  more  expensive  set.  His 
set  then  lost  most  of  its  appeal. 

This  competitive  element  shows  itself  in 
many  diverse  areas.  The  possession  of  a 
“status”  automobile  may  be  more  impor- 
tant than  the  actual  need  for  such  a car  or 
the  financial  ability  to  afford  it.  One  man 
must  be  the  first  to  take  off  at  a stop  sign 
and  feels  very  unhappy  when  someone 
passes  him  on  the  road.  It  is  almost  as  if 
the  automobile  represented  and  replaced 
the  power  and  glory  which  he  felt  he  lacked 
personally. 

One  woman  never  has  a kind  word  to  say 
about  anyone,  as  if  her  whole  life  was  a con- 
stant battle  for  survival  against  “enemies” 
who  have  to  be  annihilated. 

The  drive  to  accumulate  great  wealth 
may  be  in  this  category  if  it  involves  a need 
to  gain  power  over  others.  The  custom  of 
“keeping  up  with  the  Joneses”  certainly  has 
its  neurotic  competitive  elements. 
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Neurotic  parents  may  contribute  a great 
deal  to  these  unhappy  strivings.  Parents 
who,  because  of  their  own  feelings  of  inade- 
quacy, place  heavy  demands  on  their 
children  for  accomplishment,  may  create 
the  need  on  the  part  of  the  latter  for  perfec- 
tionism to  be  accepted  and  loved.  Such 
children  may  display  also  marked  sibling 
rivalry  in  what  appears  to  them  a “dog  eat 
dog”  world. 

Treatment 

Therapy  for  many  of  these  defensive 
maneuvers  or,  if  you  wish,  psychoneurotic 
disorders,  may  be  very  tricky.  In  fact  it 
may  be  difficult  to  determine  what  is 
“normal”  (realistic)  and  what  is  illness  (un- 
reality). It  is  not  enough  to  say  to  a person 
who  has  built  up  a boastful  ego-centered  de- 
fense, “Do  you  know  why  you  boast  so 
much?  It  is  really  due  to  the  fact  that  you 
feel  very  inferior  and  are  trying  to  compen- 
sate for  it.”  This  approach  may  have  a 
very  destructive  effect  on  the  individual. 
He  has  spent  a lifetime  defending  himself 
against  these  terrible  feelings  of  low  self- 
esteem. The  grandiosity  is  his  face-saving 
crutch,  and  to  take  it  away  suddenly  may 
be  as  disastrous  as  taking  a crutch  away 
from  a person  with  a fractured  limb.  The 
therapy  therefore  is  directed  toward  a heal- 
ing of  the  feelings  which  created  the  need 
for  the  defensive  crutch,  so  that  the  crutch 
will  no  longer  be  necessary.  In  other 
words,  it  involves  a better  understanding  of 
one’s  mental  and  emotional  functioning. 
Only  then  can  one  develop  a nonhostile 
philosophy  of  life  and  insure  not  only  his 
happiness  but  the  better  integration  of  his 
family. 

The  approach  to  the  neurotic  individual 
should  be  understanding  without  reproach. 
Often,  when  a physician’s  orientation  is 
chiefly  in  terms  of  organic  disease,  he  may 
feel  threatened  by  a patient  who  has  physi- 
cal complaints  that  he  cannot  pinpoint  or 
who  suffers  from  anxiety  reactions  when  no 
observable  basis  for  such  anxiety  exists. 
Dispensing  placebos,  minimizing  or  ridicul- 
ing the  complaints,  resorting  to  questionable 
surgery  or  unnecessary  electroconvulsive 
therapy,  and  assuming  an  authoritarian 
approach  are  often  indications  of  the  physi- 
cian’s own  feelings  of  helplessness.  The 
patient  is  seeking  a meaningful  human  rela- 


tionship and  often  turns  to  his  family  phy- 
sician. If  scorned  and  insulted,  he  becomes 
further  convinced  of  his  hopelessness.  The 
most  common  problems  confronting  psycho- 
neurotic patients  are: 

Low  self-esteem.  Low  self-esteem  is 
generally  based  on  feelings  originating  in 
disturbed  interpersonal  relationships  early 
in  life.  Often  there  is  an  exaggerated  sense 
of  inferiority  based  on  sexual  attitudes  and 
practices  which  many  of  us  accept  as  nor- 
mal. 

Guilt  feelings.  Guilt  feelings  are  usu- 
ally based  on  unconscious  conflicts  involv- 
ing destructive  rage,  hostilities,  sexual  mal- 
adjustment, and  many  other  areas. 

Ambivalence.  Ambivalence  or  the  co- 
existence of  opposite  emotions  such  as  love 
and  hate,  dependency  and  independence, 
masculinity  and  femininity,  and  many  other 
mixed  emotions  is  another  common  prob- 
lem. 

Anxiety.  Anxiety  which  involves  the 
physiologic  reactions  of  fear  when  there  is 
no  visible  threat  is  another  problem.  The 
threat,  of  course,  comes  from  inner  sources. 

Depression  and  panic.  Depression 
and  panic  make  their  appearance  when  the 
defenses  so  patiently  built  up  by  the  indi- 
vidual appear  to  be  crumbling  and  the  pa- 
tient feels  exposed  to  his  helplessness.  This 
happened  recently  to  one  of  my  male  pa- 
tients who  had  adjusted  fairly  well  in  life  by 
defending  himself  against  inner  castration 
fears  by  proving  his  masculinity  through 
promiscuity  and  seeking  out  only  “mascu- 
line” pursuits.  The  greatest  blow  to  his 
ego  came  when  he  found  himself  sexually 
impotent.  It  was  as  if  the  superstructure 
that  he  had  so  meticulously  built  up 
through  the  years  came  crashing  at  his  feet. 

Time  and  understanding  are  the  pre- 
requisites of  effective  treatment  of  the 
psychoneurotic  patient.  It  involves  under- 
standing of  the  psychodynamic  factors  be- 
hind human  behavior,  willingness  to  listen 
to  the  patients’  problems,  and  the  establish- 
ment of  a close  relationship  with  the  patient 
making  it  possible  to  re-educate  him  into  a 
more  productive  and  less  self-defeating 
philosophy  of  life.  This  takes  time,  but 
meanwhile  the  physician  should  not  hesitate 
to  treat  the  more  acute  problems  such  as 
severe  anxiety  or  depression  with  drugs  or 
occasionally  electroconvulsive  therapy. 
These,  however,  should  be  considered  as 
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makeshifts,  sometimes  necessary  to  save  the 
patient’s  life.  The  ultimate  goal,  however, 
is  to  create  a fuller,  happier  individual  who 
can  accept  himself  as  a worth-while  human 
being  and  live  at  peace  with  others. 

Conclusion 

Finally,  it  should  be  said  that  we  are 
living  in  a neurotically  oriented  society.  A 
culture  which  has  not  been  able  to  handle 
effectively  poverty,  racial  prejudice,  wars, 
cruelty,  and  other  inequities,  has  a great 
way  to  go  toward  achieving  emotional 
health.  The  existence  of  a high  divorce 
rate,  extensive  marital  unhappiness,  juve- 
nile delinquency,  homosexuality,  narcotic 
addiction,  alcoholism,  sexual  unhappiness 


Anticoagulant  prophylaxis 
of  thromboembolism 


In  3,880  operations  on  patients  forty  years  old 
or  older  over  a period  of  eighteen  years,  2,371 
were  given  anticoagulant  therapy  prophylacti- 
cally  and  1,509  were  not.  In  the  group  getting 
the  anticoagulants,  the  incidence  of  thrombo- 
embolism was  0.42  per  cent;  in  the  control  group 
the  incidence  was  1.13  per  cent,  more  than 
double.  The  percentage  of  deaths  due  to  em- 
bolus was  5.5  per  cent  in  the  untreated  patients 
and  3.6  in  the  treated.  The  over-all  incidence  of 
thromboembolism  was  0.53  per  cent.  Warfarin 
sodium  (Coumadin)  was  given  to  998  patients. 
In  only  2 of  these  latter  patients  did  mild  throm- 
bophlebitis develop,  and  there  was  no  emboliza- 
tion. In  the  opinion  of  R.  M.  Shepard,  Jr., 
M.D.,  H.  A.  White,  M.D.,  and  A.  L.  Shirky, 
M.D.,  writing  in  a recent  issue  of  the  American 
Journal  of  Surgery,  warfarin  sodium  demon- 
strated its  superiority  over  bishydroxycoumarin 
(Dicumarol).  They  are  also  of  the  opinion 
that  results  of  then-  evaluation  of  the  program 
justify  the  time  and  expense  involved. 

Every  major  operation  in  this  study  included 


of  many  types,  and  other  disturbed  rela- 
tionships is  an  indication  of  our  disturbed 
feelings  and  the  need  for  a re-evaluation  of 
our  social  concepts.  Of  what  value  is  it,  for 
instance,  to  treat  an  individual  for  depres- 
sion and  anxiety  and  then  return  him  to  a 
sick  home  environment?  Our  therapeutic 
hope  for  the  future  must  be  a prophylactic 
one.  This  is  an  area  in  which  every  physi- 
cian can  play  an  important  part.  By 
teaching  and  guiding  our  patients  toward 
an  emotionally  healthier  approach  to  life 
and  better  family  relationships,  we  may 
some  day  begin  to  solve  this  apparently 
overwhelming  problem. 

130  South  Bay  Avenue 
Brightwaters,  New  York 


5,014  patients  having  5,815  separate  operations. 
Of  the  patients  getting  anticoagulants,  bishy- 
droxycoumarin was  given  1,431  and  warfarin 
sodium  to  998.  Pertinent  data  were  transferred 
from  the  records  to  punch  cards  and  analyzed  by 
computer  for  bleeding  complications  relating  to 
anticoagulant  therapy,  the  relation  of  the  type 
of  operation  to  anticoagulant  therapy,  the  inci- 
dence of  thromboembolism  related  to  anticoagu- 
lant therapy,  the  relation  of  deaths  from  embo- 
lism to  the  total  number  of  deaths,  and  the  inci- 
dence of  thrombophlebitis  and  pulmonary 
embolism. 

There  were  229  deaths  in  the  entire  series,  a 
gross  death  rate  of  3.94  per  cent.  Of  these,  11 
(4.8  per  cent)  were  due  to  embolus.  A total  of 
83  deaths  occurred  in  patients  getting  anticoagu- 
lants, and  3 of  these  were  due  to  embolus.  In 
patients  not  getting  anticoagulants,  there  were 
145  deaths,  of  which  8 (5.5  per  cent)  were  due  to 
embolus.  This  experience  demonstrates  that 
the  use  of  anticoagulants  prophylactically  has 
about  halved  the  expected  death  rate.  Of  the 
10  patients  in  whom  the  anticoagulants  failed,  8 
(0.56  per  cent  of  1,431  patients)  got  bishydroxy- 
coumarin, and  2 (0.20  per  cent  of  998  patients) 
got  warfarin  sodium.  The  authors  feel  that  this 
experience  indicates  the  superiority  of  the  latter 
drug. 
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From  the  Cardio-Thoracic  Surgical  Service,  Division 
of  Surgery  and  the  Cardiology  Service,  Division  of 
Medicine,  Montefiore  Hospital  and  Medical  Center 


It  is  of  importance  for  the  cardiac  surgeon 
to  be  aware  of  major  disturbances  in  atrio- 
ventricular conduction  during  open-heart 
surgery,  especially  when  the  lesion  to  be  re- 
paired is  adjacent  to  the  conduction  system. 
Surgically  induced  heart  block  has  a grave 
prognosis,  with  a reported  mortality  rate  of 
30  to  56  per  cent.1-3  The  close  anatomic 
relationship  of  the  conducting  system  of  the 
heart  to  most  ventricular  septal  defects, 
endocardial  cushion  defects,  and  aortic 
valve  lesions  makes  the  occurrence  of  com- 
plete heart  block  a potential  risk  during 
surgical  repair. 2 -8 

The  ability  to  determine  the  exact 
rhythm  of  the  heart  at  any  time  during 
open-heart  surgery  should  result  in  a reduc- 
tion of  the  incidence  of  surgically  induced 
heart  block.  However,  the  cardiac  rhythm 

* Supported  under  U.S.  Public  Health  Service  Grant  HE 
10583-01. 


the  presence  or  absence  of  heart  block 
during  open-heart  surgery  can  be  determined 
by  epicardial  electrographs.  Cardiac  rhythm 
cannot  always  be  delineated  from  electro- 
cardiograms. In  30  cases  close  bipolar 
atrial  and  ventricular  electrographs,  an  atrial 
unipolar  electrograph,  and  a lead  II  elec- 
trocardiogram were  monitored  simultaneously 
throughout  each  procedure;  all  patients  were 
in  sinus  rhythm  prior  to  surgery.  With  this 
technic,  the  cardiac  rhythm,  the  presence  or 
absence  of  heart  block,  and  the  functional 
state  of  the  A-V  conducting  system  can  be 
instantaneously  and  reliably  determined  at 
any  time  during  the  surgical  procedure. 


cannot  always  be  delineated  from  the  elec- 
trocardiogram, because  atrial  activity  is 
often  obscured  on  the  standard  electrocardi- 
ographic tracings. 

This  report  presents  a reliable  and  easily 
applicable  method  for  the  continuous  moni- 
toring of  the  cardiac  rhythm  during  open- 
heart  surgery  by  the  recording  of  epicardial 
electrographs.  The  presence  or  absence  of 
heart  block  can  be  determined  instanta- 
neously at  any  time  during  the  surgical  pro- 
cedure. 

Material  and  methods 

In  30  cases  at  open-heart  surgery,  close 
bipolar  atrial  and  ventricular  electrographs, 
an  atrial  unipolar  electrograph,  and  a lead 
II  electrocardiogram  were  simultaneously 
monitored  throughout  each  surgical  proce- 
dure. All  patients  were  in  sinus  rhythm 
prior  to  surgery. 

Prior  to  cardiopulmonary  bypass,  acrylic 
plaque  electrodes  containing  5 silver  con- 
tacts 2 to  5 mm.  apart  were  sutured  to  the 
epicardial  surface  of  the  right  atrium  near 
the  sinus  node,  to  the  free  wall  of  the  left 
atrium,  and  to  the  epicardial  surface  of  the 
right  ventricle.  The  leads  from  the  epi- 
cardial electrodes  were  connected  to  a 
distribution  box,  so  that  recordings  could  be 
obtained  from  any  combination  of  elec- 
trodes. The  method  used  in  this  study  for 
the  recording  of  electrographs  has  been  pre- 
viously described  in  detail.9-12 

The  P-R  and  R-P  intervals  were  meas- 
ured from  the  earliest  atrial  and  ventricular 
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FIGURE  1.  Recording  from  various  epicardial 
sites.  Simultaneous  right  atrial,  left  atrial,  and 
right  ventricular  close  bipolar  electrographs,  right 
atrial  unipolar  electrograph  (strip  1),  left  atrial  uni- 
polar electrograph  (strip  2),  right  ventricular  uni- 
polar electrograph  (strip  3),  and  lead  II  electro- 
cardiogram. Tracings  obtained  during  normal 
sinus  rhythm.  Note  change  in  configuration  of 
unipolar  electrograph  as  epicardial  site  from  which 
it  was  recorded  altered.  Right  atrial  close  bipolar 
electrograph  precedes  left  atrial  close  bipolar  elec- 
trograph by  constant  interval.  P-R  interval  0.16 
second.  RA,  right  atrial  bipolar  electrograph; 
LA,  left  atrial  bipolar  electrograph;  RV,  right  ven- 
tricular bipolar  electrograph;  RAU,  right  atrial  uni- 
polar electrograph;  RVU,  right  ventricular  unipolar 
electrograph;  L2,  lead  II  electrocardiogram. 
Paper  speed  50  mm.  per  second.  Records  ob- 
tained during  repair  of  valvular  pulmonic  stenosis. 


deflection  recorded  either  in  the  electro- 
graphs or  the  electrocardiograms.  All  rec- 
ords were  taken  on  an  Electronics  for  Medi- 
cine oscilloscopic  photographic  recorder. 
The  epicardial  electrographs  were  obtained 
with  filters  set  at  a frequency  range  of  50  to 
200  cycles  per  second.  Records  were  ob- 
tained at  paper  speeds  of  50  mm.  per  second. 

Results 

By  analysis  of  the  electro  graphs,  the 
cardiac  rhythm  and  the  functional  state  of 
the  A-V  node  could  be  instantaneously  de- 
termined at  all  times  during  each  of  the 
surgical  procedures.  The  time  relationship 
between  atrial  and  ventricular  activation 
was  always  clearly  delineated  by  the  elec- 


trographs (Figs.  1 to  4),  although  atrial 
activity  frequently  could  not  be  seen  on  the 
lead  II  electrocardiogram  (Figs.  2 to  4). 

Figure  1 shows  the  normal  sequence  of 
occurrence  of  the  right  atrial,  left  atrial,  and 
right  ventricular  bipolar  electrographs  dur- 
ing regular  sinus  rhythm.  The  right  atrial 
electrograph  precedes  the  left  atrial  electro- 
graph by  a fixed  interval. 

During  rapid  atrial  rhythms,  the  presence 
or  absence  of  atrioventricular  conduction 
was  clearly  depicted  by  the  electrographs 
but  frequently  not  by  the  electrocardiogram 
(Fig.  2).  There  were  3 instances  of  sinus 
tachycardia  with  normal  A-V  (atrioventric- 
ular) conduction  that  on  the  electrocardio- 
gram appeared  to  be  a nodal  tachycardia. 
In  6 patients,  sinus  or  atrial  tachycardia 
with  first-degree  heart  block  was  demon- 
strated by  the  electrographs,  while  on  the 
electrocardiogram  the  rhythms  appeared  to 
be  nodal  or  ventricular  tachycardia.  In  2 
instances,  during  Wenckebach  cycles,  the 
electrocardiogram  appeared  to  show  a 
trigeminal  rhythm  of  nodal  or  ventricular 
origin  (Fig.  2).  Figure  2 illustrates  a case 
of  atrial  tachycardia  with  varying  A-V  con- 
duction disturbances.  The  electrocardio- 
gram successively  appears  to  show  a nodal 
tachycardia,  a ventricular  tachycardia,  and 
a trigeminal  rhythm.  The  electrographs 
clearly  demonstrate  an  atrial  tachycardia 
with  a progressive  change  in  A-V  conduc- 
tion from  normal  to  first-degree  heart  block 
to  Wenckebach  cycles. 

When  independent  atrial  and  ventricular 
activation  were  at  about  equal  rates,  A-V 
dissociation  was  the  result.  In  6 instances, 
during  A-V  dissociation,  atrial  activity 
could  not  be  seen  on  the  electrocardiogram; 
the  electrocardiographic  interpretation  was 
nodal  tachycardia.  Figure  3 shows  such  an 
example  of  isorhythmic  dissociation  de- 
lineated by  the  electrographs  that  appeared 
to  be  nodal  tachycardia  on  the  electro- 
cardiogram. 

In  14  of  17  instances  of  a ventricular 
rhythm,  retrograde  A-V  conduction  was 
demonstrated  on  the  electrographs  although 
it  could  not  be  seen  on  the  electrocardio- 
gram. Figure  4 illustrates  a slow  ventricu- 
lar rhythm  with  retrograde  activation  and 
1 ; 1 ventriculoatrial  conduction.  The  pres- 
ence of  retrograde  conduction  indicates  a 
functioning  conduction  system.  The  elec- 
trocardiogram shows  an  idioventricular  rate 
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FIGURE  2.  Varying  A-V  conduction.  Simultaneous  right  atrial  and  right  ventricular  close  bipolar  electro- 
graphs, right  unipolar  electrograph,  and  lead  II  electrocardiogram.  Cardiac  rhythm  cannot  be  definitively 
interpreted  from  lead  II  electrocardiogram.  Records  obtained  during  repair  of  interventricular  septal  defect. 
Strip  1:  P waves  cannot  be  seen  clearly  on  lead  II  electrocardiogram.  Tracing  would  be  interpreted  as 
nodal  tachycardia.  Electrographs  show  that  this  is  atrial  tachycardia  with  normal  P-R  interval  (0.17  second). 
Strip  2:  P waves  again  cannot  be  seen  on  lead  II  electrocardiogram,  which  would  be  interpreted  as  ventric- 
ular tachycardia.  Electrographs  demonstrate  this  is  atrial  tachycardia  with  first-degree  heart  block  (P-R 
interval  0.27  second).  Change  in  ventricular  activation  indicated  by  alteration  in  ventricular  activation  indi- 
cated by  alteration  in  ventricular  electrograph  and  widening  of  QRS  complex  of  electrocardiogram.  Strip  3: 
Atrial  activity  can  be  seen  only  intermittently  on  lead  II  electrocardiogram,  which  appears  to  show  nodal  or 
ventricular  trigeminal  rhythm.  Electrographs  clearly  indicate  this  is  second-degree  heart  block  with 
Wenckebach  cycles.  Progressive  prolongation  of  P-R  interval  with  every  fourth  atrial  beat  not  conducted 
(B).  Change  in  ventricular  activation  seen  in  strip  2 still  present.  A,  right  atrial  bipolar  electrograph; 
V,  right  ventricular  bipolar  electrograph;  UP,  right  atrial  unipolar  electrograph;  lead  2,  lead  II  electrocardio- 
gram. Paper  speed  50  mm.  per  second. 

of  41  beats  per  minute.  No  evidence  of 
retrograde  A-V  conduction  or  retrograde 
activation  of  the  atria  can  be  seen  on  the 
lead  II  tracings. 

Comment 

The  recognition  and  proper  interpreta- 
tion of  changes  in  rhythm  during  open- 


heart  surgery  is  of  great  advantage  to  the 
surgeon.  It  is  of  particular  value  during 
the  repair  of  lesions  adjacent  to  the  conduc- 
tion system  of  the  heart  because  of  the  ever- 
present danger  that  heart  block  will 
develop.2-8  The  chief  cause  of  surgically 
induced  heart  block  is  trauma  to  the  cen- 
trally consolidated  conduction  tissue  at  any 
point  from  the  atrioventricular  node 
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through  the  main  tributaries  of  the  bundle 
of  His.8  With  greater  experience  and  better 
surgical  technics,  there  has  been  a reduction 
in  the  incidence  of  surgically  induced  per- 
manent heart  block.6-8’13  However,  injury 
to  the  conduction  system  is  of  such  serious 
consequence  that  even  the  threat  of  its 
occurrence  is  of  great  concern  and  demands 
precise  orientation  and  surgical  technic 
during  cardiac  surgery. 

The  simultaneous  recording  of  electro- 
graphs from  multiple  sites  of  the  dog  heart 
has  been  reported  previously.9-12  The 
present  study  illustrates  the  applicability  of 
this  technic  for  the  precise  monitoring  of 
cardiac  arrhythmias  of  the  human  heart. 
It  is  frequently  difficult  to  determine  the 
cardiac  rhythm  from  the  electrocardiogram, 
because  atrial  activity  cannot  always  be 
delineated  on  the  electrocardiographic  trac- 
ing. The  simultaneous  recording  of  atrial 
and  ventricular  electrographs  from  the  epi- 
cardial  surface  of  the  heart  provides  a 
totally  reliable  method  for  continuous  mon- 
itoring and  instantaneous  analysis  of  the 
cardiac  rhythm  and  the  functional  state  of 
the  A-V  conduction  system.  This  informa- 
tion can  be  obtained  when  it  is  most  essen- 
tial, during  surgical  repair  in  anatomic 
proximity  to  the  specialized  conducting  tis- 
sue. 

The  monitoring  of  epicardial  electro- 
graphs during  open-heart  surgery  reliably 
provides  the  evidence  of  heart  block  as  soon 
as  it  occurs.  In  addition,  on  occasion,  this 
method  will  demonstrate  a functioning  A-V 
conduction  system  when  the  standard  elec- 
trocardiographic tracing  indicates  heart 
block. 

With  the  application  of  this  technic,  the 
functional  state  of  the  A-V  conduction  sys- 
tem can  be  determined  at  all  times  during 
surgery,  and  the  incidence  of  surgically  in- 
duced heart  block  may  be  further  reduced. 


Summary 

A technic  for  the  continuous  monitoring 
of  the  cardiac  rhythm  during  open-heart 
surgery  by  simultaneously  recording  atrial 
and  ventricular  electrographs  is  described. 
With  this  method,  the  cardiac  rhythm,  the 
presence  or  absence  of  heart  block,  and  the 
functional  state  of  the  A-V  conducting  sys- 
tem can  be  instantaneously  determined 
with  complete  reliability  at  all  times  during 
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FIGURE  3.  A-V  dissociation.  Atrial  activity  can- 
not be  seen  on  lead  II  electrocardiogram,  which 
appears  to  show  nodal  tachycardia.  Electrographs 
clearly  demonstrate  that  A-V  dissociation  present. 
Atrial  and  ventricular  rates  almost  identical,  but 
change  in  time  relationship  between  atrial  and 
ventricular  activation  from  beat  to  beat.  No 
conducted  beats.  Paper  speed  50  mm.  per  sec- 
ond. Record  obtained  during  aortic  valve  replace- 
ment with  Starr-Edwards  prosthesis. 
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FIGURE  4.  Retrograde  A-V  conduction  during 
ventricular  rhythm.  Retrograde  P waves  on  lead 
II  electrocardiogram  cannot  be  clearly  separated 
from  QRS  complexes.  Electrocardiogram  would  be 
interpreted  as  idoventricular  rhythm  with  complete 
heart  block.  Electrographs  demonstrate  there  is 
1:1  ventriculoatrial  conduction  present  during  slow 
ventricular  rhythm.  Presence  of  retrograde  con- 
duction and  activation  of  atria  indicated  by  simul- 
taneous occurrence  of  right  and  left  atrial  bipolar 
electrographs,  fixed  interval  between  right  ven- 
tricular and  atrial  electrographs,  and  identical  atrial 
and  ventricular  rate.  Record  obtained  during 
aortic  valve  replacement  with  Starr-Edwards  pros- 
thesis. 

a surgical  procedure.  The  standard  elec- 
trocardiogram frequently  is  incapable  of 
providing  this  information  during  surgical 
repair.  The  monitoring  of  epicardial  elec- 
trographs is  a significant  advance  in  ar- 
rhythmia analysis.  Its  use  should  reduce 
the  incidence  of  surgically  induced  heart 
block. 
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Seats  in  school 
buses  inadequate 

Seats  in  school  buses  were  recently  reported  to 
be  inadequate  for  protecting  the  passengers 
from  injury  and  death  in  a collision.  D.  M. 
Severy,  H.  M.  Brink,  and  J.  D.  Bail'd  of  U.C.L.A. 
found  that  seats  in  these  buses  have  their  backs 
so  low  that  they  can  cause  serious  injury  when 
the  bus  is  struck  from  the  rear  or  head-on. 
Schools  usually  buy  the  least  expensive  and  most 
durable  seats  available,  but  a higher  initial  in- 
vestment would  be  more  profitable  in  the  long 
run. 

During  1965  approximately  3,700  children 
were  injured  in  school-bus  accidents,  an  increase 
of  75  per  cent  over  1960. 

In  this  study,  the  researchers  conducted  three 
experimental  collisions  involving  school  buses 
with  dummies  representing  the  children  and  the 
driver.  In  the  first  experiment,  a 1944  60-pas- 
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senger  school  bus  collided  head-on  with  a 1965 
60-passenger  bus  at  30  mph.  In  the  second  ex- 
periment, an  automobile  was  used  to  strike  the 
stationary  1965  bus  from  behind  at  60  mph,  and 
in  the  third,  a 1966  automobile  rammed  the  sta- 
tionary 1965  bus  on  the  right  side  at  60  mph. 

Recommendations  included  the  following: 

The  bus  design  should  insure  that  the  pas- 
senger compartment  is  securely  attached  to  the 
frame  of  the  bus  by  appropriately  sized  shear 
bolts  at  frequent  intervals  from  front  to  rear  and 
along  both  frame  members.  Tubular  struts, 
protruding  hand  grips,  and  similar  protruding 
structures  should  be  eliminated  as  injury  haz- 
ards in  a collision.  Thin  padding  applied  to 
tubular  struts  and  similar  rigid  structures  is  of 
little  practical  value.  Angular  sections  in  the 
bus  passenger  compartment  should  also  be 
eliminated. 

Finally,  the  report  stated  that  school  buses 
such  as  the  1965  bus  should  have  at  least  four 
clearly  marked  full-size  emergency  escape  routes 
for  the  occupants. 
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T he  current  interest  in  judo  originated 
with  World  War  II  combat  training  of  the 
United  States  troops.  The  progression 
from  a military  objective  to  that  of  a sport 
can  be  traced  through  the  physical  training 
program  of  the  U.S.  Strategic  Air  Command 
of  the  early  1950’s,  National  Amateur 
Athletic  Union  recognition  in  1953,  and 
finally  the  winning  of  the  bronze  medal, 
middleweight  class,  by  the  United  States 
1964  Olympic  entrant,  James  Bregman  of 
Washington,  D.C.1 

The  teaching  of  judo  emphasizes 
safety.2-4  However,  it  is  incumbent  on 
the  physician  and  the  athletic  director  to 
be  cognizant  of  potential  injuries  occurring 
among  practitioners  of  these  activities.5 

Survey  of  injuries 

The  study  of  judo  is  divided  into  (1)  the 
practice  of  falling  (Ukemi),  (2)  standing 
throwing  technics  (Tachi-waza),  (3)  sacri- 
fice technics  (Sutemi-waza),  and  (4)  mat 
work  (Katame  or  Ne-waza).  The  latter 
includes  most  of  the  choking  forms  (Shime- 

* This  study  was  conducted  with  the  cooperation  of  the 
Y.M.C.A.  of  Greater  New  York  and  the  New  York  Yudan- 
shakai. 

t Present  affiliation:  Director  of  Anesthesiology,  Jersey 
City  Medical  Center,  Jersey  City,  New  Jersey;  Consultant, 
B.S.  Poliak  Hospital  for  Chest  Diseases;  Consultant, 
Margaret  Hague  Hospital  for  Women,  Jersey  City,  New 
Jersey 


waza),  bone  locks  (Kansetsu-waza),  and 
holddowns  (Osaekomi-waza). 

Potential  trauma  inherent  in  improper 
break-falling  include  acromioclavicular  bur- 
sitis and/or  separation  and  femoral  lesser 
trochanteric  bursitis,  all  in  forward  roll- 
outs, as  well  as  stand-up  throwing  technics. 
Cervical  strains  from  faulty  backward  roll- 
outs are  not  uncommon.  The  technics  of 
breaking  the  impact  of  the  fall  with  (1) 
the  arm  and  hand  may  lead  to  contusions 
of  the  hypothenar  aspect  of  the  hand  and 
olecranon  bursitis;  (2)  the  heel  and  sole  of 
the  foot  may  potentially  produce  a com- 
pression-disruption of  the  ankle  mortise. 
Internal  derangements  of  the  knees,  from 
pivotal  movements  against  the  partially 
flexed  knees,  are  not  unusual.  Medial  hu- 
meral epicondylitis  and  biceps  or  triceps 
tendinitis  are  of  relatively  frequent  oc- 
currence. Testicular  injury  is  not  unknown 
with  an  improperly  conducted  inner-thigh 
throw  (Uchimata).  Finally,  retinal  detach- 
ment following  a severe  fall  flat  on  the  back 
has  been  observed. 

Surprisingly,  we  have  seen  very  few  in- 
juries to  the  dentition  as  reported  by  Sasa.6 

The  objective  of  choking  technics  is  to 
provide  vascular  compression  of  the  major 
vessels  of  the  neck  leading  to  unconscious- 
ness. While  I have  never  seen  a proved 
case,  the  possibility,  following  repeated 
chokes,  of  cerebral  vein  thrombosis  and/or 
petechial  hypoxic  manifestations  within  the 
brain  substance  must  be  considered,  as  well 
as  reflex  effects  of  carotid  sinus  stimula- 
tion.7 On  the  positive  side  is  the  extremely 
short  time  required  to  induce  loss  of  con- 
sciousness with  these  technics  (one  to  five 
seconds). 

Bone-lock  technics  tend  to  produce  dis- 
ruption of  ligaments  and/or  joint  disloca- 
tion. In  addition  I have  seen  a patient 
with  severe  cauliflower  ear  deformities  fol- 
lowing multiple  headlocks  during  hold- 
down technics. 

Urologic  review 

Past  experience  indicates  that  in  the  nor- 
mal person  not  undergoing  stress  there  is 
very  little  protein  found  in  the  twenty- 
four-hour  urine  output  (about  50  mg.).  It 
was  Von  Luebe  who,  in  1878,  first  noted 
that  exercise  caused  proteinuria.  While 
initial  thoughts  were  that  this  was  related 
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to  present  or  future  renal  disease,  it  soon 
became  evident  that  this  was  relatively 
harmless.  Many  studies  have  been  re- 
ported showing  that  athletic  endeavors  re- 
sult in  proteinuria.7  8 The  albumin-glob- 
ulin ratio  in  urine  after  exercise  is  the  same 
as  in  the  normal  person’s  urine  (about  2:1), 
whereas  in  renal  disease  the  ratio  is  3:1. 
By  immunoelectrophoresis  the  gamma  glob- 
ulin of  exercise  is  determined  to  be  an  ac- 
centuation of  the  process  responsible  for  the 
normal  proteinuria.* 1 2 3 4 5 6 * * 9  Those  athletes  with 
elevated  blood  pressures  and  pulse  rates 
after  exercise  are  the  ones  most  apt  to  have 
proteinuria. 10  It  has  also  been  noted  that 
those  athletes  who  are  better  trained  have 
less  proteinuria. 1 1 Most  investigations  sug- 
gest that  exercise  causes  a decrease  in  the 
renal  blood  flow  because  of  shunting  of  the 
blood  to  the  muscles,  and  that  pooling  of 
the  blood  in  the  extremities,  as  well  as  the 
shunt,  produces  reflex  renal  vasoconstric- 
tion. The  vasoconstriction  causes  an  in- 
crease in  the  permeability  of  the  renal  filter- 
ing membranes,  both  glomerular  endo- 
thelium and  capillary  epithelium.12  When 
the  vasoconstriction  is  released  after  exer- 
cise, increased  proteinuria  occurs.  This 
mechanism  is  similar  to  that  responsible  for 
proteinuria  following  epinephrine  injection 
and  in  postural  proteinuria.  The  part  that 
vasoexciter  material  and  vasodepressor  ma- 
terial play  in  this  mechanism  is  yet  to  be 
completely  elaborated.  If  we  accept  the  in- 
cidence of  hematuria  as  a sensitive  indicator 
of  body  trauma,  we  see  the  following  ac- 
cording to  Kleinian13:  Significant  hema- 

turia was  found  post  exercise  in  27  per  cent 
of  professional  boxers,  25  per  cent  of  college 
basketball  players,  9 per  cent  of  wrestlers, 
and  7 per  cent  of  hockey  players.  We 
might  well  postulate  that  judo  players 
should  fit  in  this  classification  somewhere 
above  wrestlers,  such  as  10  to  12  per  cent. 
Our  experience,  however,  does  not  bear  out 
this  drastic  prediction. 

Study  data 

Our  test  population  included  204  judo 
players  during  activities  ranging  from  class 
sessions  to  intensive  contests  (Shobu). 
Sixty-three  participants  were  studied  under 
more  than  one  category  of  activity.  All 
subjects  were  males,  and  the  ages  ranged 
from  sixteen  to  forty  years.  Height  varied 


safety  is  emphasized  in  judo,  but  it  is  im- 
portant to  understand  injuries  occurring 
among  practitioners  of  these  technics.  In- 
herent traumas  include  bursitis,  cervical 
strains,  contusions,  compression-disruption 
of  the  ankle  mortise,  internal  derangements  of 
the  knees,  medial  humeral  epicondylitis  and 
biceps  or  triceps  tendinitis,  testicular  injury, 
and  even  retinal  detachment.  There  is  a 
correlation  between  the  degree  of  activity  and 
proteinuria;  hematuria  and  glycosuria  are 
also  found. 


from  5 feet  to  6 feet  4y2  inches,  and  weight 
ranged  from  84  to  254  pounds.  Pre-  and 
postexertional  urine  specimens  were  ob- 
tained from  all  test  subjects  included  in  the 
study.  Our  screening  involved  the  use  of 
reagent  strips  (Hema-Combistix)  according 
to  the  technic  of  Leonards14  and  Free, 
Rupe,  and  Metzler.15  Our  findings  are  as 
follows: 

1.  Three  of  141  subjects  manifested  a 
postactivity  heme  myoglobin  chemical  re- 
sponse that  was  in  excess  of  preactivity 
concentrations. 

2.  Two  of  141  subjects  manifested  a 
postactivity  glycosuria  up  to  a comparative 
level  of  0.5  per  cent  or  more. 

3.  Seventy-one  of  the  141  subjects  mani- 
fested a postexertional  pH  shift  from  alka- 
line to  acid,  pH  9 to  5. 

4.  Seven  of  141  subjects  manifested  a 
postexertional  shift  from  acid  to  alkaline. 

5.  Forty-four  of  141  subjects  manifested 
significant  postexertional  proteinuria. 

6.  Ninety  of  141  subjects  showed  sig- 
nificant pre-  and  postexertional  proteinuria. 
Of  these,  18  subjects  had  a past  history 
compatible  with  proteinuria. 

Our  conclusions  based  on  the  entire  204 
subjects  indicated  the  following: 

1.  A distinct  and  arithmetic  correlation 
between  the  degree  of  activity  and  the  de- 

gree of  proteinuria  was  noted. 

2.  The  incidence  of  postactivity  heme 
myoglobin  chemical  response  was  of  the 

order  of  4.2  per  cent  with  the  probability 

of  error  less  than  0.1  per  cent. 

3.  The  incidence  of  postactivity  glyco- 

suria, despite  the  common  practice  of  in- 

creased sugar  intake,  was  2.8  per  cent,  pos- 
sibly explained  by  increased  glycogenolysis 
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for  energy  needs.  However  we  did  find  2 
previously  unsuspected  diabetic  diatheses. 

4.  Postexertional  urine  pH  shifts  of  50 
per  cent  of  subjects  went  from  alkaline  to 
acid  ranges.  The  part  that  dehydration 
and  possible  metabolic  acidosis  from  release 
of  lactic  acid  metabolites  contributed  dur- 
ing exercise  could  explain  this  aspect. 

5.  Postexertional  urine  pH  shifts  of  5 per 
cent  of  subjects  went  from  acid  to  alkaline 
ranges.  Here  we  must  consider  the  phe- 
nomenon of  hyperventilation  leading  to 
respiratory  alkalosis  as  a contributing  fac- 
tor. 

Some  of  the  changes  in  the  last  two 
categories  might  also  be  contributed  to  by 
posterior  pituitary-renal  secretory  suppres- 
sive factors  (antidiuretic  hormone)  plus 
tubular  reabsorption  changes. 

6.  Heme  myoglobin  determinations 
ranged  from  moderate  to  none  detectable. 
The  highest  concentration  found  in  one  of 
our  contestants  was  subsequently  found  to 
be  the  initial  sign  of  a previously  undis- 
covered acute  glomerulonephritis. 

7.  The  range  of  glycosuria  was  from  none 
detectable  to  greater  than  0.5  per  cent. 

8.  Proteinuria  ranged  from  0 to  300  mg. 
per  100  ml.  on  a single  incidental  voided 
specimen.  The  highest  concentrations 
might  also  be  related  to  desquamated 
and/or  exfoliated  renal  pelvic  cells  and 
ureteral  cells.  No  bladder  cells  were  iden- 
tified by  microscopic  examination. 

Electrocardiographic  study 

An  electrocardiographic  review  of  15  of 
our  study  population  revealed  findings  com- 
patible with  the  work  of  Plas.16  We  found 
a predominance  of  sinus  tachycardia,  ST-T 
depressions  reverting  on  resting,  and  elon- 
gation of  QRS  or  QT  reverting  on  resting. 
In  one  subject  with  preexertional  frequent 
unifocal  extrasystoles,  the  pattern  reverted 
to  normal  after  very  vigorous  contest  ac- 
tivity and  returned  to  its  previous  abnormal 
pattern  following  a rest  period.  No  other 
abnormalities  were  found. 

This  report  would  not  be  complete  if  it 
did  not  include  a plea  for  rigorously  con- 
ducted scientific  investigations  of  the  prob- 
lems alluded  to.  Thus,  it  is  our  sincere 


hope  that  this  article  will  serve  as  a stimulus 
to  others,  either  to  substantiate  and  add  to 
or  attempt  to  refute  our  observations.  We 
would  hope,  however,  that  some  thought 
would  be  given  to  elucidating  the  basic 
pharmacophysiologic  mechanisms  rather 
than  mere  reporting  of  observed  facts.  Re- 
search of  this  nature  would  prove  of  inesti- 
mable value,  both  for  the  field  of  sports 
medicine  and  basic  pathophysiology. 

Summary 

The  teaching  and  practice  of  judo  requires 
an  awareness  of  potential  injury  hazards. 
General  injury  categories  have  been  pre- 
sented. A urologic  survey  suggests  that 
the  postexertional  findings  are  no  greater 
than  are  known  for  other  sports.  The 
electrocardiographic  findings,  while  showing 
a variety  of  abnormalities,  all  revert  to 
normal  patterns  with  rest.  A plea  is  made 
for  further  more  rigorous  studies  of  sports 
participants. 
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Hemolytic  Anemia,  Lymphocytosis, 
and  Lung  Lesion 


Case  history 

Francisco  Rodriguez,  M.D.:  A sixty- 
one-year-old  white  male  was  admitted 
to  the  Beekman-Downtown  Hospital 
because  of  recurrent  chest  pain  of  one 
week  duration.  The  patient  had  been 
told  that  he  had  anemia  over  a period  of 
several  years.  One  month  before  admis- 
sion he  noted  the  onset  of  shortness  of 
breath  and  generalized  weakness.  One 
week  prior  to  admission  he  experienced 
sudden  painful  pressure  sensations  in  the 
left  anterior  side  of  the  chest  radiating  to 
the  precordium  and  accompanied  by  in- 
creased shortness  of  breath.  The  pain 
disappeared  after  an  hour.  He  thereafter 
noticed  dizziness  when  rising  from  a sitting 
position,  was  occasionally  nauseated,  and 
felt  feverish.  On  the  day  of  admission  the 
patient  noted  recurrence  of  the  precordiai 
pain  and  severe  shortness  of  breath  while 
walking  rapidly.  He  consulted  his  pri- 
vate physician  who  took  an  electrocardio- 
gram and  advised  admission  to  the  hospital 
with  a diagnosis  of  suspected  myocardial 
infarction.  For  many  years  the  patient 
had  been  a chain  cigaret  smoker.  A left 
hydrocele  had  been  diagnosed  many  years 
ago  but  had  caused  no  difficulty.  The 
past  history  and  family  history  were  not 
remarkable. 

Physical  examination  on  admission  re- 
vealed a blood  pressure  of  95  systolic,  70 
diastolic;  the  pulse  rate  was  96,  the  re- 
spiratory rate  18  per  minute;  the  tempera- 
ture was  99.6  F.  He  was  a well-nourished 
white  male  with  generalized  pallor  but  in 


no  apparent  respiratory  distress.  The 
conjunctivas  and  mucous  membranes  were 
pale.  The  cardiac  examination  revealed 
a normal  sinus  rhythm  and  a Grade  II  to 
VI  blowing  systolic  murmur  along  the 
left  sternal  border  and  at  the  apex.  The 
spleen  was  palpable  1 to  2 fingerbreadths 
below  the  left  costal  margin.  A hydrocele 
of  the  left  testicle  measured  10  by  6 cm. 
One  plus  ankle  edema  was  present  bilater- 
ally. 

Laboratory  examinations  revealed  a he- 
moglobin of  7 Gm.  per  100  ml.;  hemato- 
crit 20;  the  white  blood  count  28,800  with 
a differential  count  of  18  segmented  forms 
and  82  lymphocytes;  there  were  many 
smudge  cells  and  many  immature  lympho- 
cytes. The  blood  smear  showed  many 
spherocytes,  moderate  polychromasia,  and 
moderate  anisocytosis.  There  were  7 per 
cent  reticulocytes  and  the  platelet  count 
was  226,000  per  cubic  milliliter.  The 
routine  urinalysis  showed  a trace  of  al- 
bumin and  a faintly  positive  test  result  for 
bile;  the  specific  gravity  was  1.013;  the 
microscopic  examination  was  not  remark- 
able. The  serum  iron  and  iron-binding 
capacity  were  within  normal  limits.  He- 
moglobin electrophoresis  showed  100  per 
cent  normal  adult  hemoglobin.  Red  cell 
fragility  test  indicated  increased  fragility. 
The  direct  Coomb’s  test  was  4 plus  posi- 
tive; the  indirect  Coomb’s  test  was  faintly 
positive.  The  VDRL  test  showed  nega- 
tive findings.  The  heterophil  agglutina- 
tion test  was  positive  in  a dilution  of 
1 : 14.  The  blood  urea  nitrogen  was  23  mg., 
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the  fasting  blood  sugar  114  mg.,  the  blood 
uric  acid  6.4  mg.  per  100  ml.  The  serum 
glutamic  oxaloacetic  transaminase,  the 
serum  lactic  acid  dehydroginase,  the  serum 
calcium,  and  the  serum  phosphorus  were 
within  normal  limits. 

Successive  blood  counts  showed  pro- 
gressive anemia  to  5.6  Gm.  per  100  ml. 
The  direct  Coomb’s  test  on  repeated 
studies  was  strongly  positive  and  there 
was  also  a positive  reaction  in  all  phases  of 
blood  typing  and  cross  matching.  Trans- 
fusion, therefore,  was  initially  withheld. 

Radiologic  examinations  included  an 
initial  chest  x-ray  film  which  showed 
transverse  cardiac  enlargement,  some  dif- 
fuse accentuation  of  pulmonary  markings 
bilaterally,  and  a coalescence  of  markings 
in  the  right  lower  lung  field  (Fig.  1).  An 
area  of  bronchopneumonia  was  suspected 
in  the  latter  area.  An  abdominal  x-ray 
film  showed  an  enlarged  spleen  and  a slight 
deformity  of  the  right  iliac  bone.  Skull 
x-ray  examination  findings  were  negative. 
Serial  electrocardiograms  showed  R-T  seg- 
ment depression  but  no  progressive  changes 
indicative  of  a myocardial  infarction. 

The  patient  maintained  a low-grade  fever 
to  100.5  F.  during  the  first  ten  days. 
Chest  pain  subsided  after  the  first  hospital 
day;  however,  the  patient  complained  of 
pain  in  the  calves  and  in  the  soles  of  the 
feet.  Homans’  sign  was  positive  bilaterally, 
with  slight  tenderness  in  the  popliteal 
fossae.  A sternal  marrow  aspiration  was 
done  on  the  second  hospital  day  and  re- 
vealed a marked  erythroid  hyperplasia  and 
a moderate  increase  in  lymphocytes  to 
27  per  cent  (Fig.  2).  A repeat  marrow 
examination  showed  a similar  cellular 
pattern. 

On  the  fourth  hospital  day,  the  patient 
was  started  on  dexamethasone  (Decadron), 
tetracycline,  magnesium-aluminum  hy- 
droxide (Maalox),  and  vitamin  K.  The 
patient’s  spleen  remained  persistently  pal- 
pable, without  detectable  lymphadenop- 
athy.  Daily  hemoglobin  determinations 
remained  within  the  range  of  7 to  8 Gm. 
per  100  ml.;  the  reticulocytes  rose  to  35 
per  cent  and  the  white  blood  count  to 
125,000  per  cubic  milliliter  (Fig.  3). 
The  bilirubin  was  1.8  mg.,  with  a direct 
fraction  of  1.4  mg.  per  100  ml.  The  plasma 
prothrombin  time  was  23.4  seconds  (con- 
trol 13.9  seconds);  the  platelets  decreased 


FIGURE  1.  Initial  chest  x-ray,  showing  cardiac  en- 
largement and  minimal  bronchopneumonia  in 
right  lower  lobe. 


FIGURE  2.  Bone  marrow,  showing  the  marked  ery- 
throid hyperplasia. 


to  154,000;  the  serum  fibrinogen  was  under 
75  mg.  per  100  ml.  (normal  over  125  mg.). 
Repeated  prothrombin  times  remained 
prolonged  at  twenty  seconds.  In  spite  of 
normal  color  and  consistency,  the  stool 
was  guaiac  positive.  The  urine  appeared 
dark.  The  direct  Coomb’s  test  remained 
strongly  positive.  Repeated  efforts  to 
cross  match  for  blood  transfusion  were 
interfered  with,  due  to  the  presence  of 
autoantibodies;  however,  two  transfusions 
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FIGURE  3.  Peripheral  blood  smear  exhibiting 
marked  lymphocytosis. 


were  administered  slowly  without  reaction. 
The  patient  continued  to  complain  of 
generalized  weakness  and  shortness  of 
breath,  and  at  times  was  mentally  con- 
fused. 

On  the  tenth  hospital  day,  a repeat  chest 
x-ray  film  showed  some  resolution  of  the 
infiltration  in  the  right  lower  lung  field,  but 
there  was  still  some  accentuation  of  pul- 
monary markings.  The  temperature  re- 
mained normal  throughout  the  balance  of 
the  hospital  stay  until  three  days  before 
death. 

On  the  eighteenth  hospital  day,  the 
patient  passed  approximately  850  cc.  of 
fresh  blood  per  rectum;  his  blood  pressure 
fell  to  70/30  without  other  signs  of  shock. 
Two  units  of  whole  blood  were  adminis- 
tered without  difficulty.  In  spite  of  con- 
tinued steroid  therapy,  the  gastrointestinal 
bleeding  ceased  and  the  hemoglobin  stabil- 
ized at  8 to  9 Gm.  Three  days  later  the 
stool  guaiac  findings  became  negative. 
The  white  blood  count  dropped  to  30,000, 
with  53  segmented  forms,  4 nonsegmented 
forms,  41  lymphocytes,  and  2 monocytes. 
Many  lymphocytes  appeared  immature 
and  were  associated  with  many  sludge 
cells.  The  blood  smear  also  showed  slight 
hypochromia,  slight  poikilocytosis,  many 


FIGURE  4.  Portable  chest  x-ray  film,  showing  right 
pleural  effusion  and  involvement  of  lower  portion  of 
right  lung. 


spherocytes,  and  16  per  cent  reticulocytes. 
The  platelet  count  remained  at  122,000. 
The  direct  Coomb’s  test  became  less 
positive  with  steroid  therapy.  The  total 
serum  protein  was  4.4  Gm.  and  the  globulin 
1.4  Gm.  per  100  ml.  The  patient’s  edema 
diminished  with  the  use  of  hydrochlorthi- 
azide.  The  serum  sodium  was  137  mEq., 
the  chlorides  83  mEq.,  and  the  potassium 

2.6  mEq.  per  liter. 

On  the  twenty-sixth  hospital  day  the 
patient  complained  of  pain  in  the  right 
upper  lumbar  region,  and  during  the  next 
two  days  began  to  cough  up  large  amounts 
of  yellow  sputum.  The  lungs  were  clear 
on  physical  examination.  The  chest  x-ray 
film  on  the  twenty-ninth  hospital  day 
showed  recurrence  of  the  infiltration  in  the 
right  lower  lung  field.  Sputum  cultures 
showed  Proteus  vulgaris,  alpha  hemolytic 
streptococcus,  and  Friedlander’s  bacillus. 
The  carbon  dioxide-combining  power  was 
42  mEq.,  the  serum  sodium  139  mEq., 
the  chlorides  85  mEq.,  and  the  potassium 
3 mEq.  per  liter.  The  direct  Coomb’s 
test  result  again  became  strongly  positive. 
The  reticulocyte  count  decreased  to  6.2 
per  cent.  The  total  bilirubin  remained  at 

1.7  mg.  per  100  ml.  By  the  thirty-third 
hospital  day,  scattered  rales  were  audible 
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in  both  lung  fields,  and  a portable  chest 
x-ray  film  indicated  the  presence  of  a right 
pleural  effusion  in  addition  to  the  lung 
infiltration  (Fig.  4).  There  was  a recur- 
rence of  the  pretibial  edema. 

During  the  final  week,  the  patient  was 
treated  with  procaine  penicillin,  ACTH 
(adrenocorticotrophic  hormone)  gel,  dexa- 
methasone,  and  hydrochlorthiazide.  His 
temperature  rose  suddenly  to  101.6  F.  and 
terminally  reached  104.2  F.  The  white 
blood  count  was  35,500,  with  68  per  cent 
lymphocytes,  many  of  which  still  appeared 
immature;  21  per  cent  segmented  forms 
with  toxic  granulations;  and  8 per  cent 
nonsegmented  forms,  2 per  cent  monocytes, 
and  1 per  cent  eosinophil.  The  reticulo- 
cytes increased  to  17  per  cent.  The  pa- 
tient’s weakness  and  shortness  of  breath 
increased;  numerous  wheezes  and  rhonchi 
were  audible  over  both  lung  fields.  De- 
cubitus ulcerations  were  noted  over  the 
back.  On  the  forty-first  hospital  day, 
the  patient  developed  shallow  rapid  respi- 
rations with  no  response  to  nasal  oxygen; 
respirations  ceased  early  on  the  following 
morning. 


Discussion 

Sheldon  P.  Rothenberg,  M.D.*:  In  a 

case  of  this  sort  there  is  a variety  of  hidden 
problems.  I found  it  very  useful  in  the 
past  to  keep  a close  eye  on  the  pathologist 
during  my  clinicopathologic  discussions 
because  if  he’s  frowning  then  I must  be  close 
to  the  mark,  and  if  he’s  smiling  then  I 
must  be  way  off. 

In  brief  review  we  find  a sixty-one-year- 
old  man  who  had  been  anemic  for  several 
years  and  who  appears  to  have  a lympho- 
proliferative  disorder  which  I would  classify 
as  chronic  lymphocytic  leukemia.  Lym- 
phoproliferative  disease  is  characterized  by 
overgrowth  of  cells  arising  from  a common 
stem  cell.  The  primary  diseases  of  this 
group  are  lymphosarcoma,  reticulum  cell 
sarcoma,  follicular  lymphoma,  chronic  lym- 
phocytic leukemia,  and  perhaps  Walden- 
strom’s macroglobulinemia.  By  contrast, 
myeloproliferative  disease  is  a disorder  of 
proliferating  cells  whose  origin  is  probably 

* Assistant  Professor  of  Medicine  and  Associate  Director  of 
Hematology,  New  York  Medical  College;  Consulting  Hema- 
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different  from  that  of  the  lymphocyte. 
This  group  includes  polycythemia  vera, 
chronic  myelogenous  leukemia,  myelo- 
fibrosis, and  primary  thrombocytosis.  It 
is  quite  common  in  lymphoproliferative 
disease  to  find,  as  we  do  in  this  case,  an 
acquired  hemolytic  anemia  with  the  pro- 
duction of  auto-immune  antibodies.  How- 
ever, we  have,  in  addition,  the  problem  of 
gastrointestinal  bleeding  and  a complicat- 
ing pulmonary  disease  which  requires 
explanation. 

Lymphocytic  leukemia  can  be  prolonged 
and  asymptomatic  for  many  years  with  an 
elevated  white  count,  lymphadenopathy 
and  an  enlarged  spleen,  all  of  which  may 
remain  rather  stable  for  a long  time  until 
sudden  progression  occurs.  Since  there  is 
a history  of  anemia  here,  it  is  quite  possible 
that  this  patient  may  have  had  chronic 
leukemia  for  some  time  before  this  recent 
explosive  deterioration. 

On  admission  his  hemoglobin  was  7 Gm., 
the  white  count  was  elevated,  and  there 
was  an  absolute  lymphocytosis.  I had 
the  opportunity  of  reviewing  the  peripheral 
smears  and  marrow  aspirates.  First,  poly- 
chromasia  was  strikingly  evident  on  the 
blood  smear  as  a bluish  tint  to  the  stained 
red  blood  cells.  This  indicates  an  increase 
in  reticulocyte  production,  usually  in 
response  to  red  cell  loss  either  from  bleeding 
or  hemolysis.  A more  definitive  demon- 
stration of  reticulocytes  requires  a supra- 
vital stain.  There  also  was  an  appreciable 
number  of  spherocytes  on  the  peripheral 
smear.  Spherocytosis,  of  course,  can  be 
due  to  a congenital  abnormality,  but  it  can 
also  be  the  result  of  antibodies  coating  the 
red  blood  cells.  The  direct  Coomb’s  test 
result  was  strongly  positive  indicating  that 
the  patient’s  red  cells  were  coated  with 
gamma  globulin,  which  is  generally  ac- 
cepted as  being  an  antibody. 

The  interesting  feature  in  this  case  was 
that  the  marrow  was  not  infiltrated  by 
lymphocytes  to  the  extent  one  would  expect 
in  a chronic  lymphocytic  leukemia,  es- 
pecially where  there  is  a significant  periph- 
eral lymphocytosis.1  At  first  I suspected 
that  this  unusual  marrow  might  be  due 
to  the  use  of  steroids,  but  I was  informed 
that  this  smear  was  taken  prior  to  their 
administration.  I have  no  explanation 
for  this  phenomenon  except  that  the  amount 
of  bone  marrow  infiltration  is  a relative 
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matter  and  may  vary  from  one  site  of 
aspiration  to  another.  This  finding  would 
certainly  not  turn  me  away  from  a diag- 
nosis of  a lymphoproliferative  disorder. 
As  was  done  in  this  case,  at  least  two  areas 
of  bone  marrow  should  be  aspirated. 
One  marrow  aspirate  represents  only  a 
fraction  of  total  functioning  hemato- 
poietic tissue,  and  the  changes  noted  in  a 
single  area  may  not  entirely  reflect  the  whole 
picture.  Perhaps  there  was  a great  out- 
pouring of  endogenous  steroids  due  to  the 
stress  of  the  illness,  and  this  suppressed  the 
marrow  infiltration  by  lymphocytes.  But, 
this  is  only  broad  speculation.  Inci- 
dentally, the  marrow  infiltration  may  be 
quite  extensive  in  some  cases  of  lympho- 
cytic leukemia,  and  yet,  interestingly 
enough,  there  may  be  a brisk  reticulocy  tosis 
in  response  to  hemolysis.  The  patient 
had  a marked  rise  of  peripheral  white 
cells  to  125,000  following  the  use  of  steroids. 
We  see  this  quite  commonly  during  such 
therapy  in  chronic  lymphocytic  leukemia. 
At  the  same  time,  the  lymph  nodes  and 
the  spleen  may  shrink  markedly  in  size. 

I am  interested  in  the  fact  that  bile  was 
noted  in  the  urine,  albeit  a trace.  This 
could  not  be  due  to  elevation  of  the  indi- 
rect bilirubin  in  the  serum  since  this  un- 
conjugated form  is  not  excreted  in  the 
urine.  Therefore,  I would  suspect  that 
if  the  choluria  was  a true  finding  the  pa- 
tient may  have  some  degree  of  liver  dis- 
ease. Sometimes  dark  urine  will  occur 
in  hemolytic  diseases  as  a result  of  in- 
creased excretion  of  urobilinogen.  Uro- 
bilinogen, itself,  is  colorless,  but  its  oxida- 
tion product  has  a dark  color.  It  is  true 
that  discolored  urine  can  sometimes  be 
caused  by  excessive  intravascular  hemol- 
ysis; the  serum  haptoglobin  becomes 
saturated  with  hemoglobin,  and  the  excess 
hemoglobin  in  the  serum  is  excreted  in  the 
urine.  This  will  occur  when  the  hemo- 
globin concentration  in  the  serum  is  above 
150  mg.  per  100  ml.  The  association  of 
dark  urine  and  pain  in  the  calves  raises  this 
possibility  of  intravascular  hemolysis,  but 
if  hemoglobin  is  causing  a change  in  the 
urine  color  it  should  also  cause  dark  serum. 

The  cross  matching  in  the  patient  was 
interesting.  The  major  cross  match  is  an 
effort  to  determine  the  presence  of  any 
antibody  in  the  patient’s  serum  against 
the  donor’s  cells.  However,  we  often  find 


no  such  antibody  in  the  serum  even  though 
the  patient’s  red  cells  be  well  coated  with 
antibody.  This  should  cause  no  trouble 
with  the  major  cross  match.  In  this  case, 
however,  the  major  cross  match  was  in- 
compatible and  the  indirect  Coomb’s  test 
result  was  equivocally  positive — both  tests 
indicating  that  the  patient  probably  had 
an  incomplete  antibody  in  the  serum. 
As  I said  before,  the  strongly  positive 
direct  Coomb’s  test  findings  indicated  the 
coating  of  the  patient’s  red  blood  cells 
with  antibody. 

Mrs.  Charlotte  Cohn:  Could  I add, 

Dr.  Rothenberg,  that  we  in  the  blood  bank 
found  it  very  difficult  to  be  certain  about 
the  exact  blood  type  of  the  patient,  be- 
cause of  these  autoantibodies. 

Dr.  Rothenberg:  I agree  this  may 

be  the  case  if  there  is  strong  autoaggluti- 
nation. When  it  is  not  possible  to  obtain  a 
compatible  cross  match,  and  the  patient 
needs  blood  desperately,  the  only  thing 
you  can  do  is  find  donor  cells  which  are 
the  least  incompatible  with  the  patient’s 
serum  and  then  administer  the  blood 
slowly.  May  we  review  the  x-ray  films? 

John  Batillas,  M.D.:  The  initial 

roentgenogram  of  the  chest  shows  an  en- 
larged cardiac  silhouette  with  prominence 
of  the  left  ventricular  segment.  There  is 
an  area  of  parenchymal  infiltration  in  the 
right  lower  lobe  consistent  with  broncho- 
pneumonia. I see  no  evidence  of  hilar 
or  mediastinal  adenopathy.  A follow-up 
examination  of  the  chest  three  days  later 
shows  partial  resolution  of  this  broncho- 
pneumonia. X-ray  examination  of  the 
abdomen  shows  the  splenomegaly,  but  the 
liver  shadow  does  not  appear  enlarged. 
Roentgenograms  of  the  skull  and  the  right 
lower  ribs  do  not  demonstrate  any  ab- 
normality. Re-examination  of  the  chest, 
approximately  one  month  after  admission, 
again  indicated  parenchymal  infiltration 
at  the  right  base.  There  is  a small  pleural 
effusion  with  blunting  of  the  right  costo- 
phrenic  angle  and  prominence  of  the  hori- 
zontal fissure.  The  final  study  of  the  chest 
five  weeks  after  admission  demonstrates 
an  increase  in  the  infiltration  on  the  right, 
with  consolidation  of  the  inferior  portion 
of  the  right  upper  lobe,  and  more  extensive 
infiltration  in  the  right  lower  lobe.  The 
right  costophrenic  angle  is  obliterated 
because  of  a pleural  effusion.  There  is  also 
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parenchymal  infiltration  in  the  left  upper 
lung  field  at  this  time. 

Dr.  Rothenberg:  I was  wondering  if 

this  radiolucent  area  in  the  right  lower 
lung  field  could  possibly  be  an  abscess 
cavity. 

Dr.  Batillas:  No,  there  is  no  definite 

evidence  of  abscess  formation,  although  the 
final  examination  was  obtained  by  means  of 
a portable  apparatus  and  detail  is  ob- 
scured. The  shadows  in  question  may  be 
due  to  irregular  areas  of  infiltration  with 
confluence  and  superimposition  of  the 
right  scapula. 

Dr.  Rothenberg:  Would  the  lesion  in 

the  left  upper  lung  suggest  tuberculosis? 

Dr.  Batillas:  That’s  possible,  al- 

though the  lesion  developed  over  a short 
period  of  time  toward  the  end  of  the  pa- 
tient’s illness,  and  because  of  that  we  were 
less  inclined  to  suspect  tuberculosis. 

John  T.  Flynn,  M.D.:  In  reviewing  the 

history,  I find  that  the  patient  initially 
complained  of  precordial  pain  on  exertion. 
The  next  day  he  noted  pain  in  the  left 
lower  lumbar  region  radiating  around  into 
the  left  chest  and  associated  with  shortness 
of  breath. 

Dr.  Rothenberg:  Well  then,  I will 

have  to  add  coronary  insufficiency  to  my 
previous  diagnoses.  The  pain  in  the  left 
side  of  the  chest  could  have  been  due  to  a 
splenic  or  pulmonary  infarct.  Patients 
with  intravascular  hemolysis  are  inclined 
to  have  thromboses  due  to  the  thrombo- 
plastic  material  released  from  the  red  cells. 
Pulmonary  emboli  may  follow  as  a conse- 
quence of  this.  This  tendency  to  throm- 
boses could  cause  a myocardial  infarction; 
however,  the  patient’s  electrocardiogram 
appeared  to  be  normal. 

I would  like  to  comment  on  the  prolonged 
one-stage  prothrombin  time  which  was  re- 
ported to  be  twenty-three  seconds.  The 
fibrinogen  and  platelets  were  also  reported 
to  be  below  normal.  It  is  important  to  re- 
member that  the  prothrombin  time  can  be 
prolonged  simply  because  the  fibrinogen  is 
reduced.  A reduction  of  fibrinogen,  plate- 
lets, and  perhaps  Factor  II  (prothrombin), 
suggests  that  intravascular  coagulation  may 
have  been  occurring  secondary  to  the  severe 
hemolysis.  This  process  might  give  rise  to 
pulmonary  infarctions  with  secondary  ne- 
crotic lesions. 

The  edema  presumably  was  not  cardiac 


or  hepatic  in  origin  since  there  were  no  other 
clinical  or  laboratory  findings  to  suggest 
these  causes.  There  was  no  proteinuria,  so 
that  a nephrotic  syndrome  could  not  be  im- 
plicated. I would  suspect  that  the  edema 
was  related  to  the  anemia.  The  exact 
mechanism  for  this  is  unknown  but  is  prob- 
ably caused  by  some  capillary  anoxia  which 
leads  to  increased  permeability  to  intravas- 
cular fluid. 

I am  particularly  interested  in  the  pleural 
fluid  because  the  lungs  appear  to  be  the 
source  of  the  terminal  complications. 
There  are  several  possible  causes  of  lung  dis- 
ease in  chronic  lymphocytic  leukemia.  Leu- 
kemic infiltration  of  the  lung  may  occur, 
and  this  may  be  so  widespread  as  to  lead  to 
alveolar  capillary  block.  Other  possibilities 
are  pleural  involvement  with  effusions  and 
recurrent  pulmonary  infections  secondary 
to  hypogammaglobulinemia.  Patients 
with  lymphoproliferative  disease  often  have 
low  to  absent  gamma  globulin  with  im- 
paired antibody  production.  It  is  thus  a 
paradox  that  the  patient  is  able  to  produce 
auto-immune  antibodies  and  yet  is  not  able 
to  produce  antibodies  against  invading  bac- 
teria. Such  patients  are  very  susceptible  to 
bacterial  infection,  both  gram  positive  and 
gram  negative,  and  in  this  case  we  notice  a 
variety  of  bacteria  including  Friedlander’s 
bacillus.  I suspected  that  in  the  presence 
of  Friedlander’s  bacillus,  an  abscess  cavity 
might  be  present.  Since  the  patient  did 
not  improve  on  penicillin  and  an  effusion 
was  seen  on  the  x-ray  film,  empyema  is  also 
a strong  possibility. 

My  examination  of  the  pleural  fluid 
showed  lymphocytes  and  clusters  of  bac- 
teria resembling  cocci.  There  was  some 
yellow-stained  material  which  made  me 
think  of  the  sulfur  granules  of  actinomyco- 
sis. No  culture  for  actinomycoses  was  re- 
ported here.  As  I reviewed  the  subject,  I 
learned  that  certain  bacterial  products  also 
have  a yellow-staining  appearance.  Pa- 
tients with  leukemia,  and  particularly  those 
treated  with  steroids,  are  susceptible  to 
fungus  infection  and  to  acute  tuberculous 
pneumonia.  Were  any  sputum  studies 
done  for  acid-fast  organisms? 

Lewis  Bronstein,  M.D.:  The  patient 

developed  his  most  serious  pulmonary  find- 
ings late  in  his  hospital  course,  with  a rapid 
progression.  We  were  not  impressed  with 
the  likelihood  of  tuberculosis  as  the  cause  of 
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this  acute  deterioration.  Furthermore,  the 
sputum  was  negative  for  acid-fast  bacilli. 

Dr.  Rothenberg:  I should  add  one  ad- 

ditional pulmonary  complication  seen  in 
chronic  lymphocytic  leukemia,  that  is,  en- 
largement of  hilar  nodes  which  tends  to  con- 
strict a bronchus  and  leads  to  obstruction 
and  infection. 

At  this  time  I would  like  to  consider  a 
cause  for  the  rectal  bleeding.  The  bright 
red  blood  described  presumably  came  from 
the  colon.  It  might  be  secondary  to  bleed- 
ing from  diverticulitis.  A duodenal  ulcer 
in  the  presence  of  steroid  therapy  may 
hemorrhage  with  rapid  passage  of  blood 
through  the  entire  gastrointestinal  tract. 
Another  possibility  is  a cancer  of  the  colon 
since  there  is  an  increased  frequency  of  neo- 
plasms in  patients  with  chronic  lymphocytic 
leukemia.2  There  is  no  satisfactory  expla- 
nation for  this  except  that  an  impaired  im- 
munologic mechanism  may  permit  the 
growth  of  single  malignant  cells  which 
otherwise  would  have  been  destroyed.  I 
would  assume  that  hypokalemic  alkalosis 
was  related  to  steroid  therapy  and  the  pro- 
longed use  of  hydrochlorothiazide  (Hydro- 
Diuril). 

In  conclusion,  I think  the  patient  has  the 
following:  chronic  lymphocytic  leukemia 

associated  with  auto-immune  hemolytic 
anemia;  increased  susceptibility  to  infec- 
tion as  a result  of  poor  antibody  production 
and  steroid  therapy;  an  infection  of  the 
lung,  either  bacterial  or  fungal  with  necrosis 
and  abscess  formation;  and  either  divertic- 
ulitis or  a colon  neoplasm  as  the  cause  of 
gastrointestinal  bleeding. 

Seymour  Fink,  M.D.:  I’d  like  to  men- 

tion also  that  the  gastrointestinal  bleeding 
might  come  from  lymphocytic  infiltration  of 
the  stomach  or  intestine. 

Dr.  Rothenberg:  Very  true,  this  is  a 

common  lesion  of  the  gastrointestinal  tract 
in  lymphoproliferative  disease. 

Harold  Coppersmith,  M.D.:  Would 

you  consider  the  presence  of  bile  in  the  urine 
to  be  a result  of  pulmonary  infarction? 

Dr.  Rothenberg:  In  the  absence  of 

liver  disease,  simple  pulmonary  infarction 
may  cause  some  degree  of  jaundice  but  it 
should  not  result  in  bile  in  the  urine.  This 
type  of  jaundice  is  due  to  unconjugated 
bilirubin  which  is  not  excreted  by  the  kid- 
neys. Bile  in  the  urine  would  still  suggest 
to  me  that  there  was  some  element  of 


hepatic  disease  present. 

Dr.  Flynn:  Dr.  Batillas  recently  di- 

rected my  attention  to  an  almost  identical 
case  of  suspected  lymphoproliferative  dis- 
ease with  an  added  finding  of  generalized 
lymphadenopathy.  That  patient  also 
showed  a high  white  blood  count  with  lym- 
phocytosis, some  lymphocytic  infiltration  of 
the  marrow,  and  an  elevated  gamma  glob- 
ulin. At  post  mortem,  the  patient  was 
found  to  have  widespread  tuberculosis, 
without  any  evidence  of  leukemia.  Inas- 
much as  the  patient  under  discussion  de- 
veloped an  auto-immune  process,  would  this 
influence  you  to  discard  tuberculosis  as  the 
primary  diagnosis? 

Dr.  Rothenberg:  Yes,  I would  agree. 

Auto-immune  hemolytic  disease  is  rarely 
the  result  of  bacterial  infections  and  is  not, 
to  my  knowledge,  found  in  tuberculosis. 

Fidel  Brigino,  M.D.:  If  acid-fast  bac- 

teria cannot  be  blamed  for  the  occurrence  of 
auto- immune  disease,  what  comment  would 
you  make  on  the  fact  that  sarcoid  is  some- 
times found  with  auto-immune  disease? 

Dr.  Rothenberg:  I am  not  sure  that  I 

can  explain  that.  Perhaps  sarcoid  is  a 
manifestation  of  some  other  underlying  dis- 
ease process,  but  it  has  not  been  proved  to 
be  caused  by  tuberculosis,  per  se. 

Dr.  Coppersmith:  Isn’t  it  true  that 

tuberculosis  and  sarcoid  can  coexist  and 
even  merge  one  into  the  other? 

Dr.  Rothenberg:  I have  always  had 

some  reservations  about  this  association. 
So  often  cases  of  sarcoidosis  have  been  in- 
advertently admitted  to  tuberculosis  sani- 
taria and  thus  exposed  to  acid-fast  infec- 
tion. Also  we  are  treating  sarcoid  with 
steroids  which  may  tend  to  aggravate  latent 
but  possibly  unrelated  tuberculosis. 

Dr.  Coppersmith:  But  there  are  still 

cases  in  which  tuberculosis  seems  to  occur 
“de  novo”  in  patients  with  sarcoidosis. 

Dr.  Rothenberg:  Yes,  and  in  fact  in 

the  European  literature  there  is  still  some 
doubt  as  to  whether  or  not  the  two  diseases 
are  separate. 3 But  to  the  best  of  my  knowl- 
edge, bacterial  disease  per  se  is  rarely  asso- 
ciated with  auto-immune  hemolytic  disease. 

Clinical  diagnoses 

1.  Chronic  lymphocytic  leukemia,  with 
auto-immune  hemolytic  anemia 

2.  Terminal  confluent  bronchopneu- 
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monia,  right  lower  lobe,  with  pleural  effusion 
and  suspected  empyema 

3.  Arteriosclerotic  heart  disease 

4.  Recent  myocardial  infarction 

Dr.  Rothenberg’s  diagnoses 

1.  Chronic  lymphocytic  leukemia  with 
auto-immune  hemolytic  anemia 

2.  Infection  of  the  lung,  bacterial  or 
fungal,  with  necrosis  and  abscess  formation 

3.  Diuerticulosis  or  neoplasm  of  colon 
with  gastrointestinal  bleeding 


Pathologic  report 

Basil  Moumgis,  M.D.:  The  major 

anatomic  findings  at  postmortem  examina- 
tion were  in  the  respiratory  system.  The 
right  pleural  cavity  anteriorly  was  partially 
obliterated  by  fibrinopurulent  exudate  and 
posteriorly  contained  1,200  cc.  of  blood- 
tinged  purulent  fluid.  This  was  probably 
the  fluid  which  Dr.  Rothenberg  had  an  op- 
portunity to  examine.  The  left  pleural 
cavity  was  completely  free  of  adhesions  or 
fluid.  In  both  lower  lobes  there  were  pal- 
pable nodules  which  on  section  were  actually 
indistinct  foci  of  reddish  consolidation. 
Microscopically  these  proved  to  be  areas  of 
diffuse  acute  bronchopneumonia.  In  the 
right  upper  lobe  there  was  a necrotic  hemor- 
rhagic pseudocyst  measuring  6 cm.  in  great- 
est diameter  from  which  foul-smelling  gas 
and  bloody  purulent  fluid  escaped  after  sec- 
tioning. This  area  showed  necrosis  of  pul- 
monary tissue  and  thrombi  in  adjacent 
arteries.  No  gross  thrombi  or  emboli  were 
seen  in  the  major  pulmonary  arteries. 
Both  lungs  showed  dry,  consolidated  yel- 
lowish-brown areas  of  bronchopneumonia 
with  microscopic  abscesses  (Fig.  5A). 
Within  these  abscesses  there  were  fungi 
which  had  the  appearance  of  the  mycelia  of 
Aspergillus  (Fig.  5B). 

With  regard  to  the  reticuloendothelial 
system,  there  was  very  little  found  grossly 
to  suggest  a diagnosis  of  lymphoprolifera- 
tive  disease.  There  were  scattered  soft 
lymph  nodes  in  the  neck,  pulmonary  hila, 
and  porta  hepatis,  but  these  nodes  were 
only  moderately  enlarged  and  were  not 
confluent.  Microscopically,  however,  atyp- 
ical lymphocytic  cells  had  infiltrated 
through  the  capsules  of  some  lymph  nodes 
into  the  surrounding  adipose  tissue  (Fig.  6). 
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FIGURE  5.  Section  of  lung.  (A)  Abscess  forma- 
tion with  colony  of  Aspergillus.  (B)  Higher-power 
view  (PAS  stain)  showing  mycelia  of  Aspergillus. 


Other  nodes  showed  definite  hypocellular- 
ity.  The  bone  marrow  was  hyperplastic 
but  definitely  not  infiltrated  by  lympho- 
cytes. These  findings  together  with  the 
antemortem  peripheral  blood  and  bone 
marrow  smears  support  a diagnosis  of  lym- 
phoproliferative  disease.  However,  we 
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FIGURE  6.  Section  of  lymph  node  showing  capsu- 
lar infiltrate  by  lymphocytes  (arrows). 


must  remember  that  the  postmortem  pic- 
ture of  lymphocytolysis  reflects  a long 
period  of  steroid  therapy. 

The  spleen  was  moderately  enlarged, 
weighing  340  Gm.;  the  very  soft  pulp  sug- 
gested so-called  “septic”  splenitis.  There 
were  several  small  peripheral  infarcts  in  the 
spleen  whose  microscopic  appearance  cor- 
related chronologically  with  the  episode  of 
left  posterior  chest  pain.  Small  mural 
thrombi  were  seen  microscopically  in  sec- 
tions of  the  posterior  wall  of  the  left  ventri- 
cle where  there  was  an  old  fibrotic  myo- 
cardial infarct.  These  thrombi  were  the 
most  likely  source  of  the  splenic  infarcts. 

The  liver  was  congested  with  some  hep- 
atocellular degeneration  and  microscopic 
bile  stasis.  Although  these  findings  may  be 
insufficient  to  explain  the  elevated  direct 
bilirubin  and  the  bile  in  the  urine,  we  should 
again  take  the  effect  of  steroids  into  ac- 
count. 

I have  no  explanation  for  the  episode  of 
intestinal  hemorrhage.  The  entire  gastro- 
intestinal tract  was  free  of  lesions  except  for 
several  diverticula  of  the  colon,  none  of 
which  showed  any  evidence  of  active  inflam- 
mation or  hemorrhage. 

Other  incidental  pathologic  findings  in- 
cluded a colloid  nodular  goiter,  a small  fetal 


adenoma  of  the  thyroid,  an  hemangioma  of 
the  liver,  chronic  cholecystitis  and  choleli- 
thiasis, and  benign  prostatic  hyperplasia. 

Dr.  Coppersmith:  Are  you  sure  that 

this  is  aspergillosis?  I would  expect  the 
patient  to  have  had  blackish  sputum. 

Dr.  Bronstein:  The  patient  did  not 

cough  up  black  sputum  but  considerable 
amounts  of  yellow  sputum. 

Dr.  Moumgis:  It  was  my  impression 

that  the  lungs  contained  bacterial  pneu- 
monia; however,  on  staining  the  lungs  we 
found  some  hyphae  which  were  positive  to 
para-aminosalicylic  acid  (PAS)  and  which 
impressed  me  as  being  aspergillus.  I must 
admit  that  fungus  did  not  grow  out  on  cul- 
ture. The  postmortem  culture  showed 
only  coagulase-positive  Staphylococcus  au- 
reus. It  is  possible  that  in  choosing  a site 
for  culture  I missed  the  areas  which  con- 
tained the  fungus.  The  most  impressive 
thing,  of  course,  was  the  broken-down  por- 
tion of  necrotic  lung  which  presumably  re- 
sulted from  infection. 

Dr.  Coppersmith:  Was  there  any  evi- 

dence of  thrombi  in  the  lower  extremities? 

Dr.  Moumgis:  To  the  extent  that  I was 
able  to  examine  the  veins  of  the  lower  legs,  I 
found  no  appreciable  evidence  of  thrombi  in 
them. 

Dr.  Flynn:  Dr.  Moumgis,  what  differ- 

ences of  opinion,  if  any,  do  you  and  Dr. 
Rothenberg  have  about  the  final  diagnosis? 

Dr.  Moumgis:  The  concept  of  lympho- 

proliferative  disorder  as  defined  by  Dr. 
Rothenberg  is  generally  accepted  by  most 
clinical  hematologists  and  pathologists. 
The  difficult  question  to  answer  is  whether 
we  are  dealing  with  chronic  lymphocytic 
leukemia  or  with  lymphocytic  lymphoma. 
Chronic  lymphocytic  leukemia  is  usually 
associated  with  a marked  lymphocytosis, 
lymphocytic  bone  marrow  infiltration,  lym- 
phadenopathy,  and  splenomegaly.  In  this 
case,  only  lymphocytosis  and  splenomegaly 
were  found  during  life,  while  the  bone  mar- 
row infiltration  was  minimal  at  best.  At 
autopsy,  the  findings  in  the  reticuloendo- 
thelial system  were  even  more  obscured  by 
the  lymphocytolysis  which  resulted  from 
the  steroid  therapy.  Even  so,  we  found 
tell-tale  evidence  of  perinodal  infiltration  by 
atypical  lymphocytes.  This  suggests  that 
the  lymph  nodes  may  have  been  the  pri- 
mary site  of  the  disease,  even  though  they 
were  never  palpable.  The  occurrence  of 
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lymphomatous  cells  in  the  peripheral  blood 
with  very  little  marrow  involvement  may 
be  observed  in  malignant  lymphoma.4 
Therefore,  I favored  a diagnosis  of  a well- 
differentiated  malignant  lymphoma. 

Dr.  Rothenberg:  I do  not  think  it  is 

possible  to  distinguish  chronic  lymphocytic 
leukemia  from  lymphocytic  lymphosarcoma 
by  histologic  examination  of  a lymph  node. 
The  diagnosis  of  chronic  lymphocytic  leu- 
kemia is  usually  made  by  clinical  criteria. 
The  term  leukemia  implies  that  the  bone 
marrow  and  peripheral  blood  show  evidence 
of  proliferating  cells.  While  the  bone  mar- 
row in  this  case  did  not  show  the  typical  find 
ings  of  a chronic  lymphocytic  leukemia,  the 
peripheral  blood  had  such  a striking  degree 
of  lymphocytosis  that  by  definition  alone, 
chronic  lymphocytic  luekemia  appears  to  be 
the  preferable  diagnosis. 

Dr.  Flynn:  To  the  clinician  of  the 

future,  a specific  differentiation  between 
these  two  aspects  of  lymphoproliferative 
disease  may  be  very  important  from  the 
standpoint  of  treatment.  At  the  present 
time,  both  conditions  can  be  treated  with 
similar  agents.  Steroids  and  alkylating 
agents  such  as  chlorambucil  and  cyclophos- 
phamide (Cytoxan)  can  be  used  in  both  sit- 
uations; however,  nitrogen  mustards  would 
not  be  used  either  in  luekemia  or  in  lympho- 


Accidental electric  shock 

Use  and  misuse  of  the  electric  current  in  the 
home  needs  to  be  stressed  in  everyday  living, 
recently  stated  R.  E.  Marland,  M.D.,  Chief  of 
the  Injury  Control  Program  of  the  National 
Center  for  Urban  and  Industrial  Health.  People, 


sarcoma  with  bone  marrow  involvement. 
In  addition,  an  auto-immune  hemolytic 
anemia  in  either  condition  would  be  treated 
with  steroids. 

Final  anatomic  diagnoses 

1.  Lymphoproliferative  disease  ( lympho- 
cytic lymphoma,  well-differentiated)  with  ret- 
rogressive changes  secondary  to  steroid  ther- 
apy 

2.  Acute  confluent  bronchopneumonia, 
aspergillosis 

3.  Multiple  pulmonary  thrombi,  with  pul- 
monary infarcts  and  secondary  necrosis  of 
right  upper  lobe 

4.  Empyema,  right  pleural  cavity 

5.  Old  myocardial  infarct  of  left  ventricle 
with  mural  thrombi 

6.  Multiple  splenic  infarcts 

7.  Hepatic  congestion  with  central  lobular 
necrosis 
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he  thinks,  actually  reveal  a versatility  in  finding 
new  ways  to  become  part  of  the  electric  circuit. 
Housewives,  for  example,  to  save  time,  often 
plug  hairdryers  to  an  outlet,  attaching  the  dryer 
to  the  head,  keeping  it  turned  on  while  bathing, 
washing  dishes,  or  doing  the  laundry.  Be- 
cause her  body  in  grounded,  an  electrically  un- 
safe appliance  could  cause  injury  or  death. 
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Lesion  of  Proximal  Fibula 


Case  history 

Y.  Hiramatsu,  M.D.  *:  A twenty-eight- 

year-old  male  was  in  an  accident  three 
weeks  prior  to  admission  and  at  that  time 
had  some  pain  in  his  left  calf.  One  week 
later  his  lateral  upper  calf  was  diffusely 
firm  without  redness.  Films  were  made 
three  weeks  after  the  accident. 

Edward  Carsky,  M.D.f:  The  films 

show  involvement  of  the  proximal  fibula 
with  bone  destruction,  sclerosis,  and  peri- 
osteal reaction  (Fig.  1).  In  some  areas  the 
periosteal  reaction  is  homogeneous,  and  in 
others  there  is  a layering  or  “onion-peel” 
pattern.  Evaluation  of  the  soft  tissues  is 
very  important  in  this  type  of  case,  but  all 
that  one  can  see  is  a general  increase  in  the 
density  of  the  soft  tissues  with  no  actual 
bulging  of  the  muscle  planes. 

Malignant  bone  tumor  and  chronic 
osteomyelitis  are  the  two  conditions  which 
must  be  considered  since  both  conditions 
can  produce  the  type  of  bone  destruction, 
sclerosis,  and  periosteal  reaction  that  is 
present.  A primary  cancer  is  more  likely 
than  metastatic  disease  because  of  the  age 
of  the  individual.  Of  the  primary  malig- 
nant tumors,  osteogenic  sarcoma,  Ewing’s 
tumor,  and  primary  reticulum  cell  sarcoma 
all  occur  in  this  age  group.  This  does  not 
have  the  appearance  of  the  usual  osteogenic 
sarcoma  (Fig.  2).  The  presence  of  a soft- 

* Resident  Department  of  Radiology,  Upstate  Medical 
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tissue  abnormality  is  a significant  feature 
of  this  case.  A mass  large  enough  to  be 
palpable  would  probably  be  calcified  .if  it 
represented  osteogenic  sarcoma.  The  x-ray 
appearance  of  Ewing’s  sarcoma  may  be 
quite  varied.  However,  bone  destruction, 
bone  production,  and  periosteal  reaction 
are  common,  and  involvement  of  soft  parts 
is  almost  invariably  present.1  Reticulum 
cell  sarcoma  may  have  a similar  appearance 
but  is  less  often  associated  with  soft-tissue 
abnormality. 

Chronic  osteomyelitis  must  also  be  given 
very  definite  consideration  since  the  bone 
changes  are  fairly  characteristic  and  the 
history  certainly  could  be  compatible  with 
this  diagnosis. 

One  feature  which  often  does  help  to 
make  the  distinction  between  osteomyelitis 
and  tumor  is  the  appearance  of  the  soft 
tissues.  The  soft  tissue  mass  associated 
with  neoplasms  often  displaces  the  muscles, 
and  this  displacement  is  readily  apparent  on 
the  film.  Such  a finding  is  not  present  in 
this  patient.  On  the  other  hand,  with 
osteomyelitis  the  muscles  and  fat  surround- 
ing the  bone  become  edematous  and  swollen 
without  muscle  displacement.  There  is 
often  a clinical  distinction  present  as  well; 
a well-defined  mass  may  be  evident  with 
malignant  bone  tumor  and  a less  firm, 
poorly  defined  mass  with  osteomyelitis. 

In  the  present  case  there  is  no  muscle 
displacement,  and,  therefore,  I would  favor 
chronic  osetomyelitis,  although  I believe  an 
unequivocal  distinction  between  chronic 
osteomyelitis  and  malignant  bone  tumor  is 
not  possible. 
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FIGURE  1.  Radiographs  demonstrating  bone  destruction  and  sclerosis  of  proximal  fibula  with  layering  of 
periosteal  new  bone.  (A)  Anteroposterior.  (B)  Lateral.  Note  poorly  defined  soft-tissue  mass  (arrows). 


Dr.  Carsky’s  diagnosis 

Osteomyelitis,  acute,  of  fibula.  (?)  Retic- 
ulum cell  sarcoma  or  Ewing's  sarcoma  of 
fibula 

E.  Robert  Heitzman,  M.D.*:  I think 
this  is  really  the  way  the  roentgen  evalua- 
tion ought  to  be  left.  It  is  nice  to  come  to 
a specific  diagnosis,  but  if  two  possibilities 
are  going  to  fit  the  appearance  equally  well, 
that’s  where  one  ought  to  stop. 

Physician:  The  parallel  layering  of  the 

periosteum  led  me  to  feel  that  this  was 
Ewing’s  sarcoma  because  of  the  “onion- 
peel”  appearance. 

Dr.  Carsky:  If  this  were  a primary 

malignant  tumor  I would  feel  that  reticulum 
cell  sarcoma  would  be  more  likely  than 
Ewing’s,  not  because  of  the  appearance  so 
much  as  the  age  of  the  patient. 

Dr.  Heitzman:  I think  it  is  also  fair 

to  say  that  no  pattern  of  periosteal  new 
bone  is  specific  for  any  malignant  bone 
tumor  nor  even  necessarily  indicative  of 

* Associate  Professor,  Department  of  Radiology,  Upstate 
Medical  Center. 


whether  the  lesion  is  malignant  or  benign. 
Probably,  however,  a spiculated  or  multi- 
laminated  appearance  should  suggest  a 
more  active  disease  process.2 

Bedros  Markarian,  M.D.f:  The  leg 

was  frozen  and  cut  into  serial  1-cm.  sections. 
Tumor  was  found  in  the  head  and  diaphysis 
of  the  fibula  with  destruction  of  the  bone 
and  extension  into  the  surrounding  soft 
tissue.  The  tumor  mass  measured  7 by  7 
by  11  cm. 

Microscopically,  there  are  sheets  of 
polyhedral-shaped  anaplastic  cells  with  nu- 
clei containing  much  chromatin  material, 
giving  it  a smoky  dark  blue  color.  The 
cytoplasmic  borders  are  indistinct.  In  a 
few  areas,  there  are  pseudorosettes  simu- 
lating a neuroblastoma.  In  other  areas 
some  of  the  cells  appear  to  be  growing 
around  vessels,  and  it  was  this  “perithelial” 
pattern  which  influenced  Ewing  to  think 
that  this  tumor  arose  from  blood  vessels. 
The  current  concept  of  histogenesis  is  that 
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it  arises  from  primitive  mesenchyma  within 
the  bone  marrow  cavity.  There  was  no 
invasion  of  the  joint  capsule. 

Our  frozen  section  diagnosis  and  our  final 
diagnosis  in  this  case  was  Ewing’s  sarcoma. 

Joseph  Whalen,  M.D.*:  The  pic- 

tures of  the  specimen  show  that  the  tumor 
mass  is  invading  muscle  rather  than  dis- 
placing it.  Maybe  this  is  the  kind  of  soft- 
tissue  mass  that  can  simulate  an  osteo- 
myelitis because  it  is  growing  into  the 
muscle  and  replacing  it  rather  than  displac- 
ing it. 

Dr.  Carsky:  It  has  been  my  impression 

that  quite  often  a neoplastic  mass  will  push 
soft  tissues  ahead  of  it  and  permit  you  to 
see  a localized,  well-defined  displacement 
of  muscle  planes.  I think  this  has  been  a 
helpful  sign  to  distinguish  inflammatory 
disease  from  tumor.  Since,  in  this  case, 
the  tumor  invades  the  muscle,  this  sign  was 
misleading. 

Dr.  Heitzman:  In  1961  a series  of  well 

over  100  Ewing’s  tumors  reported  from  the 
Mayo  Clinic  showed  that  approximately 
one  fourth  were  detected  in  the  third 
decade.3  They  also  pointed  in  their  review 
that  in  many  instances  the  distinction  be- 
tween osteomyelitis  and  Ewing’s  tumor  was 
impossible  on  clinical  and  radiographic 
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Fires  and  explosions 

Each  year  over  7,000  persons  in  the  United 
States  lose  their  lives  in  fires  and  explosions, 
according  to  the  Metropolitan  Life  Insurance 
Company.  This  accident  toll  is  exceeded  only 
by  motor  vehicle  fatalities  and  deaths  from  falls. 

The  number  and  rate  of  fatalities  from  fire 
and  explosions  have  been  fairly  constant  in  re- 
cent years.  In  1964,  the  latest  year  for  which 
data  are  available,  the  death  rate  from  this  cause 
was  3.9  per  100,000  population  moderately  lower 
than  the  figure  of  4.3  in  1963.  The  rate  varied 
only  slightly  from  4 per  100,000  during  the  five 
years  prior  to  1963. 

Fires  and  explosions  exact  their  heaviest  toll 
in  winter.  The  number  of  deaths  from  such  ac- 
cidents begins  to  accelerate  sharply  in  October 
with  the  advent  of  colder  weather  and  the  in- 
creased use  of  heating  facilities.  About  40 
per  cent  of  the  annual  loss  of  life  from  this  cause 


FIGURE  2.  Photomicrograph  of  tumor  showing 
polyhedral  anaplastic  cells  with  indistinct  cyto- 
plasmic consistent  with  Ewing’s  sarcoma  (X  230). 


grounds.  I think  this  is  a case  that  further 
emphasizes  this  point. 

Final  diagnosis 

Ewing's  sarcoma,  left  fibula 
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occurs  in  the  three-month  period  from  December 
through  February.  The  spring  months — March, 
April,  and  May — account  for  another  25  per 
cent. 

The  large  majority  of  deaths  from  fires  and 
explosions  occur  in  private  homes  and  apart- 
ments. In  1963  to  1964  the  number  killed  by 
fires  in  and  about  dwelling  places  represented 
85  per  cent  of  the  total  deaths  in  fires  at  all 
sites.  This  was  an  annual  average  of  6,300, 
more  than  twenty  times  the  number  lost  from 
fires  in  industrial  places,  including  mines  and 
quarries,  or  public  buildings. 

Most  victims  of  fatal  fire  injuries  die  in  acci- 
dents in  which  only  a few  lives  are  lost.  How- 
ever, conflagrations  reponsible  for  five  or  more 
fatalities  are  not  infrequent.  During  the  1958 
to  1964  period,  there  were  at  least  336  such  cata- 
strophic fires,  taking  a toll  of  2,441  lives,  mostly 
in  private  dwellings  and  apartments.  This 
accounted  for  almost  5 per  cent  of  all  deaths 
from  fires  and  explosions  in  the  United  States 
during  this  period. 
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A_„  the  maternal  risks  associated 
with  intrauterine  devices  have  been  well 
documented  and  tabulated,  the  hazards  to 
the  fetus  in  IUCD  (intrauterine  contracep- 
tive device)  failure  have  not  been  stressed. 

Several  investigators  have  reported  on 
the  incidence  of  unintended  pregnancies 
with  the  device  in  situ.  The  smaller-size 
devices,  whether  spiral,  loop,  or  bow,  are 
more  apt  to  allow  pregnancy  than  their 
larger  counterparts. 

In  the  series  compiled  by  Satterthwaite, 
Arandes,  and  Negron,1  there  were  40  preg- 
nancies, 25  with  the  device  in  place.  Eight- 
een pregnancies  occurred  with  the  small 
loop,  but  in  only  10  did  the  device  remain  in 
situ.  Seventeen  of  the  18  carried  to  term 
with  the  delivery  of  normal  infants,  the 
others  terminated  in  abortion.  Of  the  8 


pregnancies  with  the  small  spiral  in  situ,  2 
carried  uneventfully  to  term  after  early  re- 
moval of  the  device.  The  spiral  could  not 
be  removed  in  the  other  6 cases.  Three  of 
these  aborted;  2 in  the  first  trimester,  the 
other  at  five  and  a half  months  after  severe 
pain  and  occult  hemorrhage.  The  tail  of 
the  device  was  found  embedded  in  a retro- 
placental  clot.  One  patient  required  cesar- 
ean section  at  seven  and  a half  months  for 
abruptio  placentae  with  resultant  fetal  loss. 
The  remaining  2 delivered  normal  full-term 
infants  with  small  spirals  in  utero.  The 
same  authors  reported  four  pregnancies 
with  the  large  loop  in  utero.  One  was  re- 
moved early  with  subsequent  delivery  of  a 
normal  infant  at  term.  Two  aborted  in  the 
first  trimester.  The  other  delivered  a 4- 
pound  premature  infant  at  thirty-three 
weeks  after  an  episode  of  painless  bleeding 
one  week  prior  to  the  onset  of  labor.  The 
diagnosis  in  the  last  case  was  marginal  pla- 
centa praevia,  and  the  loop  was  found  lying 
free  on  the  maternal  surface  of  the  pla- 
centa. With  the  large  spiral  in  situ,  2 preg- 
nancies occurred.  One  aborted  at  two 
months  while  the  other  continued  normally 
to  term  after  removal  of  the  device.  It  is 
worthy  of  note  that  in  all  cases,  removal  of 
the  device  was  followed  by  normal  delivery 
at  term. 

In  the  Second  International  Conference 
of  Intrauterine  Contraception,  Hall2  and 
Zipper,  Garcia,  and  Pastene3  have  also  re- 
ported a large  number  of  pregnancies  with 
the  intrauterine  device.  No  mention  is 
made  of  fetal  abnormalities  in  the  term 
deliveries. 

In  Lehfeldt,  Kulka,  and  Liebmann’s4  se- 
ries there  were  4 pregnancies  with  the  de- 
vice in  situ.  Two  aborted  and  2 carried  to 
term,  one  of  whom  had  normal  twins. 

Several  other  investigators  reporting  on 
pregnancy  with  the  device  in  situ  made  no 
mention  of  concurrent  fetal  abnormalities 
in  term  deliveries.5-11 

Tietze12  has  stated  that  50  per  cent  of 
IUCD  in  situ  pregnancies  aborted.  The 


1766  New  York  State  Journal  of  Medicine  / June  15, 1967 


FIGURE  1.  Normal  placenta  showing  location  of 
device  on  its  maternal  surface  and  appended  fetus 
papyraceus. 


high  figure  in  his  opinion  was  because  of  the 
incalculable  number  of  induced  abortions. 

It  thus  appears  that  when  an  IUCD  fails, 
there  is  an  increased  incidence  of  abortions, 
concealed  hemorrhage,  and  prematurity. 
Nowhere,  however,  is  there  mentioned  the 
association  of  an  IUCD  with  a fetal  abnor- 
mality. The  obvious  rarity  of  this  phe- 
nomenon has  dictated  the  submission  of 
our  case  report  for  publication. 

Case  report 

A twenty-seven-year-old  white  para 
3-0-0-3  conceived  nine  months  after  inser- 
tion of  a number  5 Birnberg  Bow.5  The  de- 
vice was  inserted  on  August  13,  1964.  Her 
last  menstrual  period  was  May  1,  1965,  and 
her  expected  date  of  confinement  was  Feb- 
ruary 8,  1966.  The  patient’s  prenatal 
course  was  uncomplicated,  and  on  Febru- 
ary 7,  1966,  she  was  admitted  in  active  la- 
bor with  a footling  breech  presentation. 
The  patient  delivered  a 3,600-Gm.  micro- 
cephalic  infant  in  good  condition.  At- 
tached to  the  margin  of  the  placenta,  a 
small  amorphous  mass  enclosed  in  a mem- 
branous sac  was  noted.  On  closer  inspec- 
tion, a fetus  papyraceus  measuring  17  cm. 
in  length  and  weighing  60  Gm.  was  identi- 
fied. There  was  a 25-cm.  fibrous  umbilical 
cord  extending  to  this  fetus  from  the  mar- 
gin of  the  normal  placenta.  Only  one  pla- 
centa was  present,  and  the  Birnberg  Bow 
was  adherent  to  its  maternal  surface 
(Fig.  1). 

The  patient  had  a normal  postpartum 
course  and  was  discharged  February  12, 
1966.  The  microcephalic  infant  did  well 


and  was  transferred  to  an  institution  for  the 
mentally  retarded. 

Pathologic  diagnosis  was  “normal  pla- 
centa and  fetus  papyraceus  with  atrophied 
umbilical  cord.” 

Microcephalia  was  confirmed  by  skull 
x-ray  of  the  infant.  Craniostenosis  was  not 
present. 

Comment 

The  problem  of  pregnancy  with  an  IUCD 
in  situ  has  been  recently  dealt  with  in  a sur- 
vey of  several  noted  investigators.13  The 
combined  experience  did  not  indicate  any 
causal  relationship  between  fetal  injury  and 
the  presence  of  an  intrauterine  device  in  a 
term  delivery.  None  of  the  investigators 
queried  was  able  to  document  a fetal 
anomaly  in  association  with  an  IUCD. 

If  the  device  lies  outside  the  fetal  mem- 
branes it  is  extraovular,  and  one  therefore 
would  not  expect  it  to  interfere  with  the 
developing  embryo.  Its  location  on  the 
maternal  surface  of  the  placenta  could  ex- 
plain the  occurrence  of  retroplacental  hem- 
orrhage. On  the  other  hand,  should  the  de- 
vice impinge  on  the  site  of  implantation,  it 
could  conceivably  impede  normal  implanta- 
tion. This  in  turn  would  interfere  with 
oxygenation  and  nutrition  of  the  developing 
embryo,  both  important  factors  in  the  path- 
ogenesis of  congenital  anomalies. 

Another  mechanism  by  which  an  IUCD 
might  cause  an  anomaly  is  direct  trauma  to 
a developing  structure.  Hall2  in  a recent 
article  published  an  x-ray  of  an  IUCD  in 
direct  contact  with  the  fetal  cranium. 
Since  microcephalia  can  be  primary  and  ap- 
pear as  a transmissible  genetic  defect  or 
secondary  to  trauma  such  as  radiation,  tox- 
oplasmosis, or  anoxia,  its  appearance  in 
IUCD  failure  is  a theoretical  possibility.1415 

Statistics  on  the  incidence  of  fetus  papy- 
raceus delivered  with  a well-developed  twin 
could  not  be  found,  and  statistics  on  the  in- 
cidence of  microcephalia  are  not  available. 
Although  the  incidence  of  congenital  mal- 
formation is  more  common  in  twins  than 
singletons,  the  simultaneous  occurrence  of 
microcephalia  and  fetus  papyraceus  must 
indeed  be  a rare  phenomenon. 16 

There  have  been  over  100,000  IUCD  in- 
sertions as  last  reported  in  the  proceedings 
of  the  Second  International  Congress  on 
Intrauterine  Contraceptions. 17  The  over- 
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all  incidence  of  pregnancy  is  in  the  range  of 
2 to  2.5  per  cent  or  2,000  to  2,500  pregnan- 
cies. Taking  only  Tietze  and  Lewit’s18 
cumulative  data  in  which  this  hospital  par- 
ticipated, we  note  the  occurrence  of  278 
pregnancies  in  16,734  patients.  One  hun- 
dred forty-nine  pregnancies  occurred  with 
the  device  in  situ  at  the  time  of  conception. 
A microcephalic  or  perhaps  some  other  mal- 
formation would  not  be  surprising  on  the 
basis  of  statistical  chance  alone  since  the  in- 
cidence of  congenital  malformation  de- 
tected at  birth  is  3.5  per  cent.19  No  men- 
tion is  made  of  an  anomalous  delivery  in  the 
last  review  on  intrauterine  contraception.20 
The  double  anomaly  in  our  case  represents  a 
particularly  rare  phenomenon.  Although 
its  association  with  an  IUCD  may  be  coin- 
cidental, the  increasing  use  of  the  IUCD  for 
mass  population  control  makes  reporting  of 
cases  such  as  ours  mandatory. 

Summary 

An  unusually  rare  anomaly  associated 
with  conception  and  delivery  with  an  IUCD 
(intrauterine  contraceptive  device)  in  situ 
has  been  presented. 

References 

1.  Satterthwaite,  A.  P.,  Arandes,  E.,  and  Negron,  M.  E.: 
Experiences  with  intrauterine  devices  in  Puerto  Rico,  in 
Segal,  S.  J.,  Southam,  A.  L.,  and  Shafer,  K.  D.,  Eds.:  Intra- 
uterine Contraception,  Amsterdam,  Excerpta  Medica 
International  Congress  Series  86,  1964,  p.  76. 


Trials  of  editing 


A recent  issue  of  Saturday  Review  included  this 
whimsical  comment  by  Marie  Longyear,  man- 
ager of  editing  services  at  McGraw-Hill  Book 
Company  who  observes  that  “A  forceful  type 
of  expression  is  what  the  writer  can  be  able  to 
achieve  following  perusal  of  the  following  rules 
as  to  good  usage  and  grammar  which  all  writers 
ought  to  be  appraised  of.”  And  then  continues: 

Subject  and  verb  always  has  to  agree  . . . 

Being  bad  grammar,  the  writer  will  not  use 
dangling  participles  . . . 

Parallel  construction  with  coordinate  conjunc- 
tions is  not  only  an  aid  to  clarity  but  also  is  the 
mark  of  a good  writer  . . . 

Do  not  use  a foreign  term  when  there  is  an 
adequate  English  quid  pro  quo  . . . 


2.  Hall,  R.  E.:  Comparative  merits  of  the  spiral,  loop, 
and  bow,  in  ibid.,  p.  66. 

3.  Zipper,  J.,  Garcia,  M.  L.,  and  Pastene,  L.  L.:  Intra- 
uterine contraception  with  the  use  of  a flexible  nylon  ring,  in 
ibid.,  p.  88. 

4.  Lehfeldt,  H.,  Kulka,  E.  W.,  and  Liebmann,  G.  H.: 
Comparative  study  of  intrauterine  contraceptive  devices, 
Obst.  & Gynec.  26:  679  (Nov.)  1965. 

5.  Birnberg,  C.  H.,  and  Burnhill,  M.  S.:  A new  intra- 
uterine contraceptive  device.  Am.  J.  Obst.  & Gynec.  89:  137 
(1964). 

6.  Fuchs,  K.,  Griinstein,  S.,  and  Peretz,  A.:  An  intra- 
uterine silkworm-gut  ring  for  contraception,  Fertil.  & Steril. 
15  : 338  (1964). 

7.  Hall,  H.  H.,  Stone,  M.  L.,  Sedlis,  A.,  and  Chabon, 
I.:  The  intrauterine  ring  for  conception  control,  ibid.  15:  618 
(1964). 

8.  Lippes,  J.:  Contraception  with  intrauterine  plastic 

loops,  Am.  J.  Obst.  & Gynec.  93:  1024  (Dec.  1)  1965. 

9.  Margulies,  L.  C.:  Intrauterine  contraception:  a new 
approach,  Obst.  & Gynec.  24:  515  (1964). 

10.  Oppenheimer,  W.:  Prevention  of  pregnancy  by  the 
Graefenberg  ring  method;  a re-evaluation  after  28  years’ 
experience.  Am.  J.  Obst.  & Gynec.  78:  446  (1959). 

11.  Razzak,  M.  K.  A.:  Intrauterine  contraceptive  de- 

vices, in  Tietze,  C.,  and  Lewit,  S.,  Eds.:  Intrauterine  Con- 
traceptive Devices,  Amsterdam,  Excerpta  Medica  Inter- 
national Congress  Series  54,  1962,  p.  53. 

12.  Tietze,  C.:  Intrauterine  conception,  in  Segal,  S.  J., 
Southam,  A.  L.,  and  Shafer,  K.  D.,  Eds.:  Intrauterine  Con- 
traception, Amsterdam,  Excerpta  Medica  International 
Congress  Series  86,  1964,  p.  117. 

13.  Ob.-Gyn.  Collected  Letters  of  the  International 
Correspondence  Society  of  Obstetricians  and  Gynecologists, 
Series  7,  February  1,  1966,  p.  19. 

14.  Ford,  F.  R.:  Diseases  of  the  Nervous  System  in 

Infancy,  Childhood  and  Adolescence,  4th  ed.,  Springfield, 
Illinois,  Charles  C Thomas,  1960,  p.  242. 

15.  Schaffer,  A.  J.:  Diseases  of  the  Newborn,  Philadel- 
phia, W.  B.  Saunders  Company,  1960,  p.  605. 

16.  Guttmacher,  A.  F.,  and  Kohl,  S.  G.:  The  fetus  of 
multiple  gestations,  Obst.  & Gynec.  12:  528  (1958). 

17.  Berelson,  B.:  Application  of  intrauterine  contracep- 
tion in  family  planning  programs,  in  Segal,  S.  J.,  Southam, 
A.  L.,  and  Shafer,  K.  D.,  Eds.:  Intrauterine  Contraception, 
Amsterdam,  Excerpta  Medica  International  Congress  Series 
86,  1964,  p.  9. 

18.  Tietze,  C.,  and  Lewit,  S.:  Intrauterine  contracep- 

tion: effectiveness  and  acceptability,  in  ibid.,  p.  98. 

19.  Mellin,  G.  W.:  The  frequency  of  birth  defects,  in 
Fishbein,  M.,  Ed.:  Birth  Defects,  Philadelphia,  J.  B.  Lippin- 
cott  Company,  1963,  p.  8. 

20.  Segal,  S.  J.,  Southam,  A.  L.,  and  Shafer,  K.  D.,  Eds.: 
Intrauterine  Contraception,  Amsterdam,  Excerpta  Medica 
International  Congress  Series  86,  1964. 


If  you  must  use  a foreign  term,  it  is  de  rigor 
to  use  it  correctly  . . . 

It  behooves  the  writer  to  avoid  archaic  ex- 
pressions . . . 

Do  not  use  hyperbole;  not  one  writer  in  a 
million  can  use  it  effectively  . . . 

Avoid  cliches  like  the  plague  . . . 

Mixed  metaphors  are  a pain  in  the  neck  and 
ought  to  be  thrown  out  the  window  . . . 

In  scholarly  writing,  don’t  use  contractions  . . . 

A truly  good  writer  is  always  especially  care- 
ful to  practically  eliminate  the  too-frequent  use 
of  adverbs  . . . 

Use  a comma  before  nonrestrictive  clauses 
which  are  a common  source  of  difficulty  . . . 

Placing  a comma  between  subject  and  predi- 
cate, is  not  correct . . . 

Parenthetical  words  however  should  be  en- 
closed in  commas  . . . 

Consult  the  dictionary  frequently  to  avoid 
mispelling ... 
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The  august  28,  1965,  issue  of  the  New 
York  Times  contains  a description  of  the 
history,  beliefs,  and  aims  of  the  Jehovah’s 
Witnesses.  Excerpts  from  it  are  quoted  in 
the  following. 

The  Jehovah’s  Witnesses  are  not  a church; 
although  they  are  a Christian  sect  ....  They 
remain  aloof  from  “foreign  entanglements  with 
ecclesiastical  bodies— Protestant  and  Roman 
Catholic  . . . The  fellowship  of  the  Witnesses 
is  founded  on  a common  conviction  that  they 
have  the  only  true  faith  because,  unlike  other 
Christians,  they  follow  the  Bible  “all  the  way” 
not  half  way,  as  a veteran  spokesman  for  the 
group  once  put  it . . . The  theocratic  Witnesses 
will  take  no  part  in  the  wars  of  this  world. 
Their  conscientious  objection  to  military  serv- 
ice has  brought  them  into  conflict  with 
governmental  authorities,  wherever  they  are 
found.  In  the  United  States  these  objections 
have  been  upheld  by  the  Supreme  Court. 

All  Witnesses  feel  called  to  the  ministry  of 
preaching  and  teaching  the  faith.  The  mem- 
bers claim  exemption  from  military  service  on 
this  count,  then,  as  well  as  on  the  general 
claim  of  conscientious  objection. 

Another  singular  belief  that  has  called 
secular  attention  to  the  Witnesses  is  their 
objection  to  blood  transfusions.  To  back  up 


their  conviction  that  transfusions  are  sinful 
they  cite  Leviticus  17:10  “Whatsoever  man 
eateth  any  manner  of  blood  I will  . . . cut  him 
off  from  among  his  people  . . . Members  of  the 
group  proclaim  that  “temporary  death”  is 
always  preferable  to  incurring  God’s  wrath  by 
breaking  this  or  any  other  commandment. 

However,  the  use  of  their  own  blood  is 
acceptable  provided  it  is  returned  to  the  body 
immediately.  Stored  blood  or  blood  not 
immediately  used  is  unacceptable. 1 

We  wish  to  report  a case  in  which  all  ob- 
jections were  met  by  the  use  of  autotrans- 
fusion. 

Case  report 

A seventeen-year-old  Caucasian  youth, 
a cross-country  runner  for  the  high  school 
team,  was  admitted  at  11 : 45  p.m.  on  August 
11,  1965,  with  the  history  of  having  been 
hit  by  a body  block  to  the  left  side  while 
playing  football  between  7 : 00  and  8 : 00 
p.m.  He  complained  of  severe  pain  in  the 
abdomen  on  reaching  home  and  subse- 
quently fainted  twice.  He  was  brought  to 
the  hospital  at  once,  at  11:45  p.m. 

On  admission  his  blood  pressure  was 
112/78,  pulse  75,  and  respirations  16.  An 
intravenous  injection  of  5 per  cent  glucose 
in  water  was  started,  and  he  received  2,000 
cc.  while  in  the  emergency  room.  A diag- 
nosis of  ruptured  spleen  was  made,  and  he 
was  referred  to  us.  He  was  seen  about 
12 : 30  a.m.  at  which  time  his  color  was  good, 
his  blood  pressure  was  110/60,  and  pulse 
100.  He  complained  of  severe  thirst  as 
well  as  pain  in  both  upper  quadrants  and 
both  shoulders.  He  also  demonstrated 
some  air  hunger.  Since  admission  his 
blood  pressure  had  varied  between  110/60 
and  90/40  with  a pulse  at  times  of  120.  We 
were  also  informed  that  he  was  a Jehovah’s 
Witness  and  that  he  and  his  mother  refused 
blood  transfusions.  The  physical  exami- 
nation was  negative  aside  from  pain  elicited 
on  deep  breathing.  The  abdomen  showed 
moderate  distention  with  some  muscle  re- 
sistance but  very  little  rebound  pain.  The 
bowel  sounds  were  diminished  but  present. 
The  urinalysis  was  normal,  and  the  white 
blood  cell  count  was  10,800  with  64  per  cent 
granulocytes.  The  family  was  informed 
that  if  we  felt  it  was  absolutely  necessary 
we  would  give  blood  despite  their  refusal, 
and  we  ordered  1,000  cc.  of  blood  typed  and 
cross-matched.  He  was  taken  to  the  oper- 
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ating  room  about  1:00  a.m.  In  discussing 
the  use  of  blood,  it  was  decided  to  try  auto- 
transfusion. Three  vacuum  bottles  (pro- 
prietary) containing  100  cc.  of  citrate  solu- 
tion for  the  drawing  of  blood  were  obtained 
and  also  a large  sterile  “catch”  bottle  which 
was  attached  to  wall  suction. 

A high  left  rectus  incision  was  made  and 
the  abdomen  opened  demonstrating  the 
presence  of  a tremendous  amount  of  un- 
clotted blood.  Examination  of  the  spleen 
showed  it  to  be  between  two  and  three  times 
the  normal  size,  but  no  laceration  could 
be  found  on  the  convexity.  There  were 
several  dense  adhesions  to  the  diaphragm 
which  made  the  examination  difficult. 
The  splenic  pedicle  was  then  examined,  and 
no  definite  laceration  could  be  found.  A 
rapid  examination  of  the  liver  showed  it  to 
be  intact.  On  re-examination  of  the  spleen, 
a thin  long  clot  was  found  attached  to  the 
omentum  in  the  pedicle  area.  The  spleen 
was  then  rapidly  removed  by  ligation  and 
suturing  of  the  pedicle.  The  abdomen  was 
cleared  of  blood  as  far  as  possible,  and  clo- 
sure was  about  to  begin  when  he  suddenly 
began  hemorrhaging  from  the  pedicle  area. 
The  gastrocolic  omentum  was  rapidly 
grasped  and  cut  exposing  the  area  and  the 
bleeding  points  clamped  and  ligated. 
Some  veins  which  had  been  pinched  off 
had  apparently  slipped  from  the  ligatures. 
The  abdomen  was  again  cleansed  of  blood 
and  operation  terminated  by  closure  with- 
out drainage.  Examination  of  the  spleen 
showed  the  presence  of  a 2-inch  tear  in  the 
lower  pedicle  area. 

During  the  procedure  approximately 
1,500  cc.  of  blood  had  been  obtained  and 
immediately  returned  to  the  patient.  Be- 
cause of  our  emergency  setup,  it  was  neces- 
sary to  empty  the  blood  from  the  catch  bot- 
tle into  a basin  and  then  aspirate  this  into 
the  vacuum  bottles  containing  the  citrate 
solution.  There  was  no  straining  of  the 
blood  except  that  which  occurred  while 
passing  through  the  filter  in  the  disposable 
blood  transfusion  set.  Weekes,  Stone,  and 
McCann2  have  suggested  the  use  of  tandem 
vacuum  bottles  which  obviate  the  basin 
and  are  less  likely  to  be  contaminated. 

When  admitted  to  the  recovery  room, 
his  blood  pressure  was  122/70.  During  the 
entire  procedure  the  systolic  blood  pressure 
had  remained  between  120  and  110  with 
pulse  104  and  respirations  24.  A Levin  tube 


was  inserted  after  surgery,  and  he  was  placed 
on  chloramphenicol  (Chloromycetin),  500 
ml.  twice  a day.  At  8:00  a.m.  he  passed 
a large  amount  of  bloody  urine.  His 
white  blood  cell  count  was  15,000  with  83 
per  cent  granulocytes,  hemoglobin  15.8 
Gm.  per  100  ml.,  and  hematocrit  38. 

On  the  first  postoperative  day  the  urine 
showed  150  red  blood  cells  per  high-power 
field,  the  albumin  was  150  mg.  per  100  ml., 
and  the  blood  urea  nitrogen  13.5  mg.  per  100 
ml.  There  was  an  elevation  of  the  temper- 
ature for  approximately  seven  days,  but 
otherwise  he  was  in  good  condition.  He  was 
put  on  liquids  after  forty-eight  hours.  The 
urine  cleared  completely  in  about  thirty-six 
hours.  Convalescence  was  otherwise  un- 
eventful, and  he  was  discharged  on  August 
21,  1965. 

Comment 

The  use  of  autotransfusion  is  not  new. 
In  a discussion  on  this  subject,  Allen  stated 
that  in  1818  an  obstetrician  named  John 
Blundell  had  reported  10  cases  of  post- 
partum hemorrhage  on  moribund  patients 
in  which  he  used  the  vaginal  blood  with  5 re- 
coveries. 3 Thies  in  1914  used  the  abdominal 
blood  in  3 cases  of  ectopic  pregnancy 
successfully.2  Since  then  blood  from  the 
peritoneal  and  pleural  cavities  has  been 
used  including  bleeding  from  the  spleen  and 
liver  and  even  including  large-  and  small- 
bowel  lacerations  with  surprisingly  good  re- 
sults considering  the  critical  condition  of 
the  patient  and  the  magnitude  of  the  sur- 
gery.4 The  infection  problem  in  those 
cases  also  having  bowel  lacerations  was  sur- 
prisingly low.  Only  1 case  in  7 died  be- 
cause of  infection  associated  with  the  trans- 
fusion.2 In  cases  of  ectopic  pregnancy  3 
fatalities  were  reported,  but  the  blood  in  the 
peritoneum  was  more  than  three  days  old.2 
Death  was  believed  due  to  a toxin,  possibly 
free  hemoglobin,  which  resulted  in  irrevers- 
ible shock  in  2 and  ileus  in  the  third.  In 
liver  lacerations  the  presence  of  bile  in  the 
blood  of  experimental  animals  caused  de- 
pressed changes  in  the  central  nervous  sys- 
tem and  heart  muscle  and  destroyed  red 
blood  cells.  In  clinical  practice  these  ef- 
fects have  not  been  noted,  possibly  because 
the  amount  of  bile  was  not  sufficient. 

Autotransfusion  is  not  necessarily  an 
emergency  procedure.  In  elective  surgery, 
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500  to  2,500  cc.  of  blood  have  been  drawn 
in  1-  or  2-unit  (500  to  1,000  cc.)  lots  at  in- 
tervals of  three  to  seven  days,  and  even 
as  long  as  thirty  days  before  surgery.3  It 
is  estimated  that  if  such  a procedure  was 
done  routinely,  it  would  save  30  per  cent  of 
the  blood  now  used  and  cause  fewer  reac- 
tions of  any  kind.5  However,  in  the  case  of 
Jehovah’s  Witnesses,  only  blood  which  is 
returned  to  the  body  immediately  is  accept- 
able. Cooley  et  al.6  have  reported  7 cases 
of  Jehovah’s  Witnesses  operated  on  for 
heart  surgery  with  6 recoveries.  The  fatal 
case  was  in  a patient  who  hemorrhaged 
four  hours  postoperatively,  and  the  family 
refused  transfusion. 

Blood  reactions,  acute  and  chronic,  are 
due  to  severe  hepatitis,  incompatability, 
blood  grouping,  bacterial  contamination, 
and  circulatory  overloading.  Autotrans- 
fusions correct  all  but  the  bacterial  contam- 
ination, and  that  is  minimal.  Of  43  cases 
of  ectopic  pregnancy  subjected  to  bacterial 
study,  33  were  sterile,  and  infection  in  the 
others  was  found  to  be  due  to  air  contam- 
ination.2 

Liability 

We  have  been  informed  by  the  legal  rep- 
resentative for  the  insurance  company 
covering  the  members  of  the  New  York 
State  Medical  Society  that  the  insurance 
company  would  be  responsible  for  any  judg- 
ment awarded  against  an  insured  member 
in  a civil  action  resulting  from  the  giving  of 
a blood  transfusion  against  the  express 
wishes  of  the  patient.  The  insurance  com- 


pany would  not  be  liable  for  any  damages 
resulting  from  a criminal  action  for  the 
same  reason. 

Summary 

A case  has  been  presented  of  hemorrhage 
due  to  ruptured  spleen  in  a Jehovah’s  Wit- 
ness who  was  treated  by  autotransfusion 
with  uneventful  recovery. 

Autotransfusion  as  an  adjunct  to  the  pres- 
ent use  of  blood  is  suggested,  especially  in 
emergencies.  The  apparatus  for  auto- 
transfusion is  available  in  most  hospitals. 

Addendum 

We  have  recently  constructed  a setup 
utilizing  the  citrated  bottles  (2)  joined  side 
by  side  utilizing  inverted  Y -tubes  connected 
to  the  suction  at  one  end  and  to  the  abdo- 
men at  the  other.  One  tube  functions  at  a 
time,  enabling  constant  utilization  of  suc- 
tion plus  replacement  of  filled  container 
with  an  empty  citrated  container. 
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Important  to  the  early  diagnosis  of 
aneurysm  of  the  aorta  distal  to  the  arch  is 
the  realization  that  it  is  possible  for  such 
lesions  to  appear  to  the  right  of  the  midline 
only  in  either  the  thorax  or  the  abdomen. 
While  right  presentation  is  almost  the  rule 
in  aneurysms  of  the  ascending  aorta  and  is 
common  in  the  arch,  the  possibility  of  en- 
largement to  the  right  is  frequently  over- 
looked once  the  aorta  has  attached  itself 
closely  to  the  spine. 

Epstein  and  Friedman1  felt  that  presenta- 
tion to  the  right  of  aneurysms  of  the 
descending  aorta  was  quite  rare  and  pub- 
lished the  case  of  a man  with  a mass  in  the 
right  hilus  diagnosed  ante  mortem  as 
bronchogenic  carcinoma.  The  man  died  of 
rupture  into  his  right  lung  of  what  proved 
to  be  an  aneurysm  of  the  descending  aorta. 
In  a survey  of  5,636  cases  from  12  earlier 
series  of  thoracic  aneurysms,  the  two  au- 
thors were  unable  to  find  a case  of  proved 
presentation  to  the  right  backed  by  x-ray 
and  necropsy  findings.  Ten  years  later 
Davis  and  Winsor2  published  7 cases  of 
descending  aorta  aneurysm,  one  of  which 
appeared  as  a mass  in  the  right  hilus,  the 
other  as  a mass  in  the  right  cardiophrenic 
angle.  They  provided  clues  for  recognizing 
these  masses  as  being  aortic  in  origin  as  well 
as  listing  sound  differential  diagnoses. 


The  search  for  large  series  of  aneurysms 
to  check  on  the  incidence  of  right-sidedness 
inevitably  leads  to  the  past  wherein  one 
finds  a high  incidence  of  syphilitic  saccular 
aneurysms.  Review  of  series  such  as 
Boyd’s3  containing  4,000  cases  with  125 
upper  descending  and  50  lower  descending 
aneurysms  and  Kampmeier’s4  containing 
633  thoracic  aneurysms,  177  in  the  descend- 
ing aorta,  reveals  that  10  to  14  per  cent 
rupture  into  the  right  pleural  cavity.  Sim- 
ilar percentages  rupture  into  the  right  lung 
or  into  the  esophagus. 

Abdominal  lesions  included  the  series  of 
Hubeny  and  Pollack,6  Kampmeier,6  and 
Scott.7  All  dwelt  mainly  on  syphilitic  sac- 
cular aneurysms,  but  none  describes  a case 
seen  radiographically  exclusively  to  the 
right. 

The  present  report  concerns  4 cases  of 
aortic  aneurysm:  one  aneurysm  was  in  the 
descending  aorta,  two  were  thoracico- 
abdominal,  and  one  was  aortoiliac.  All  of 
these  appeared  roentgenographically  as  ex- 
clusively right  thoracic  or  abdominal 
masses.  They  occurred  between  October, 
1954,  and  October,  1964,  among  101  pa- 
tients. These  patients  had  83  abdominal, 
20  thoracic,  and  5 thoracico-abdominal 
aneurysms.  During  this  period  there  were 
79,353  admissions. 

Case  reports 

Case  1.  This  patient  was  a fifty-five- 
year-old  white  man  who  was  well  known  to 
the  Veterans  Administration  Hospital,  The 
Bronx,  New  York,  as  a result  of  25  admis- 
sions in  twenty-seven  years  for  various 
complications  of  Buerger’s  disease.  His 
first  admission  to  the  Manhattan  Veterans 
Administration  Hospital  on  August  6,  1955, 
was  for  ulcerations  of  both  feet,  phlebitic 
dermatitis  of  both  legs,  and  symptoms  sug- 
gesting duodenal  ulcer  which  the  patient 
claimed  he  had  had  for  several  years,  but 
which  were  never  well  controlled  by  even 
the  strictest  ulcer  regimen. 

The  patient  had  normal  blood  pressure 
and  no  signs  of  cardiovascular  disease  other 
than  peripheral  vascular  insufficiency.  Se- 
rology gave  negative  results. 

Radiologic  examination  showed  a mass 
in  the  right  cardiophrenic  angle  (Fig.  1A) 
which  displaced  the  barium-filled  esophagus 
anteriorly  (Fig.  IB).  Tomography  and 
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FIGURE  1.  Case  1.  (A)  Mass  in  right  cardio- 
phrenic  angle.  (B)  Esophagus  displaced  ante- 
riorly. (C)  Aneurysm  at  necropsy  with  homograft 
bypass  to  superior  mesenteric  and  left  renal  ar- 
teries. Markers  indicate  from  above  down:  celiac, 
superior  mesenteric,  both  renal,  and  inferior 
mesenteric  arteries. 


venous  angiocardiography  demonstrated 
that  the  mass  was  an  aneurysm. 

Surgical  treatment  was  not  considered 
feasible  at  the  time.  The  patient  was  dis- 
charged on  November  3,  1955,  asympto- 
matic. 

On  February  14,  1956,  three  and  a half 
months  later,  the  patient  was  admitted  as 
an  emergency  case  with  severe  left-sided 
lower-chest  pain  radiating  to  the  left  flank 
and  left  lower  quadrant  for  three  days.  He 
was  in  apparent  shock  and  was  prepared 
immediately  for  operation  with  the  diagno- 
sis of  ruptured  thoracico-abdominal  aneu- 
rysm. 

At  operation  a large  aneurysm  extending 
from  ninth  thoracic  vertebra  to  the  bifur- 
cation of  the  abdominal  aorta  was  dis- 
covered. A homograft  anastomosed  end- 
to-side  to  the  descending  aorta  proximally 
and  side-to-end  to  the  superior  mesenteric 
and  left  renal  arteries  distally  was  all  that 
could  be  accomplished  under  the  patient’s 
condition.  Postoperatively  the  patient  died 
on  the  second  day  in  anuria  and  with  a 
temperature  of  105  F. 

Postmortem  examination  revealed  a sac- 


cular aneurysm  of  the  lower  thoracic  and 
abdominal  aorta,  the  mouth  of  which  was 
located  just  distal  to  and  right  of  the  celiac 
axis  (Fig.  1C).  No  rupture  or  dissection 
was  evident.  A fusiform  aneurysm  of  the 
right  iliac  artery  was  also  noted.  The  liver 
was  afflicted  with  widespread  central  necro- 
sis. The  spleen  showed  hemorrhagic  necro- 
sis. The  aneurysm  proved  to  be  arterio- 
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sclerotic.  Of  additional  interest  was  the 
lack  of  duodenal  or  gastric  ulceration. 

Comment.  In  retrospect  this  patient’s 
“ulcer”  symptoms  were  probably  because  of 
local  pressure  of  the  aneurysm  as  well  as 
gastroduodenal  ischemia. 

Case  2.  This  patient  was  a sixty-nine- 
year-old  white  male  with  a history  of  “half  a 
dozen  strokes”  during  the  previous  ten 
years.  He  had  had  compression  fractures 
of  the  first  thoracic  vertebra  and  the  first 
lumbar  vertebra  in  1957  and  nailing  of  a 
right  hip  fracture  in  1959.  In  1961  he  had 
been  admitted  for  physiotherapy. 

Admission  on  February  19,  1962,  was  for 
painless  hematuria.  A moderately  enlarged 
prostate  gland  was  noted  in  addition  to 
blood  pressure  of  170/100  and  a Grade  III 
out  of  a possible  IV  apical  holosystolic  mur- 
mur. No  localizing  signs  pointing  to  pre- 
vious cerebrovascular  insufficiency  were 
present. 

Abdominal  and  spinal  x-ray  films  showed 
a mass  to  the  right  side  with  calcified  wall 
describing  a reversed  figure  “3”  (Fig.  2A). 
The  radiologist  commented  on  the  rarity  of 
such  a presentation  to  the  right  and  pos- 


tulated this  was  secondary  to  scoliosis  and 
rotation  of  the  lumbar  spine  to  the  right. 

Direct  surgical  attack  was  considered  the 
only  means  of  saving  the  patient  from  death 
due  to  rupture  of  the  aortic  or  the  right  iliac 
component  of  the  aneurysm.  Therefore  on 
March  23,  1962,  the  patient  underwent 
exploration.  An  8-  by  15-cm.  aneurysm 
commencing  about  2.5  cm.  below  the  renal 
arteries,  extending  over  the  inferior  vena 
cava  to  which  it  was  very  adherent,  and 
continuing  essentially  undiminished  in  cali- 
ber onto  the  right  common  iliac  artery  was 
found.  There  was  a small  left  common 
iliac  saccular  aneurysm  in  addition  (Fig. 
2B).  Resection  and  graft  were  carried  out 
with  ligation  of  the  inferior  mesenteric  ar- 
tery and  both  hypogastric  arteries.  The 
patient  died  fourteen  hours  later  in  shock 
with  rectal  bleeding. 

Necropsy  revealed  infarction  of  the  distal 
sigmoid  colon  and  upper  rectum.  The 
graft  and  its  anastomoses  were  intact.  The 
remaining  vessels  were  severely  atheroscle- 
rotic. The  heart  was  enlarged  and  was  the 
seat  of  old  rheumatic  mitral  disease.  The 
brain  showed  no  areas  of  vascular  damage. 
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Comment.  This  patient  had  advanced 
arteriosclerosis  which  may  be  as  damaging 
to  collateral  as  it  is  to  principal  blood 
supply.  The  now  well-recognized  compli- 
cation of  infarction  of  organs  supplied  by 
the  inferior  mesenteric  artery  in  aneu- 
rysmectomy, especially  when  collateral  via 
the  hypogastric  arteries  is  lost,  was  dem- 
onstrated fatally  here. 

Many  abdominal  aneurysms  have  been 
palpated  more  to  the  right  of  the  midline 
than  to  the  left,  but  we  are  not  aware  that 
they  have  been  seen  only  to  the  right 
radiologically. 

Case  3.  This  patient  was  a sixty-year- 
old  white  male  admitted  on  January  31, 
1962.  On  December  9,  1961,  at  another 
hospital  he  had  undergone  a right  carotid 
endarterectomy  for  recurrent  episodes  of 
left-arm  weakness.  During  that  hospital- 
ization, a mass  had  been  noted  just  below 
the  hilus  of  the  right  lung.  Further  roent- 
gen studies  were  described  as  establishing 
the  diagnosis  of  the  descending  thoracic 
aneurysm. 

On  admission  to  our  hospital,  the  patient 
had  residual  weakness  of  the  left  hand  and 
left  side  of  the  face.  No  cardiovascular 
abnormalities  were  detectable  on  physical 
examination.  There  was  a severe,  excori- 
ated, erythematous  dermatitis  over  the 
scalp,  face,  neck,  and  all  extremities.  There 
was  generalized  lymphadenopathy.  Se- 
rology gave  negative  results. 

Chest  roentgenograms  revealed  a rounded 
density  near  the  right  lung  hilus  (Fig.  3A). 
Confirmation  that  the  mass  was  indeed  a 
saccular  aneurysm  of  the  descending  aorta 
present  to  the  right  was  obtained  by 
esophagram  and  angiocardiography  (Fig. 
3B). 

Since  the  aneurysm  was  small  and  asymp- 
tomatic, plans  for  surgical  treatment  were 
deferred  while  efforts  were  made  to  diagnose 
and  treat  the  worsening  dermatitis.  Skin, 
lymph  node,  and  marrow  biopsies  failed  to 
shed  light  on  the  cause  of  the  condition. 
His  cerebrovascular  disease  ultimately 
caused  his  death  on  May  16,  1962. 

Autopsy  permission  was  denied. 

Comment.  Although  barium  studies  and 
tomography  strongly  suggested  aneurysm, 
only  angiography  differentiated  the  actual 
aneurysm  from  kinking  of  the  descending 
aorta  toward  the  right  side.  The  earlier 


FIGURE  3.  Case  3.  (A)  Chest  roentgenogram  on 
admission  showing  rounded  density  in  lower  right 
hilus.  (B)  Aortic  phase  of  anteroposterior  venous 
angiocardiogram  shows  not  only  filling  of  mass  but 
also  irregular  thickness  of  wall.  Earlier  right-sided 
heart  phase  of  same  series  excluded  mass  arising 
from  that  portion  of  circulation. 

phases  of  the  same  study  also  excluded  the 
possibility  that  the  aneurysm  originated 
from  the  right  side  of  the  heart,  the  pulmo- 
nary artery,  or  the  noncoronary  sinus  of 
Valsalva.8 

Case  4.  A sixty-year-old  Negro  male 
was  first  admitted  on  February  23,  1963, 
for  symptoms  suggestive  of  hypertension, 
anemia,  and  weight  loss.  He  had  been  dis- 
charged from  the  Navy  in  1943  for  “high 
blood  pressure.”  He  was  admittedly  alco- 
holic. 

Although  his  blood  pressure  was  recorded 
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FIGURE  4.  Case  4.  (A)  Chest  roentgenogram  on  second  admission.  (B)  Esophagus  on  this  upper  gas- 
trointestinal series  appears  pushed  anteriorly  by  mass  just  above  cardia.  Duodenal  cap  appears  com- 
pressed from  above.  (C)  Aneurysm  in  situ  at  necropsy. 


in  the  range  of  150/80  on  several  occasions, 
he  was  noted  to  have  2 plus  retinopathy, 
mild  left  ventricular  hypertrophy,  and  early 
congestive  failure  which  promptly  cleared 
on  digitalis  treatment.  Serology  and  spinal 
fluid  were  negative.  After  other  causes  of 
anemia  had  been  excluded  and  with  obvious 
improvement  on  hospital  diet,  it  was  con- 
cluded that  his  anemia  was  caused  by  mal- 
nutrition, a complication  of  his  alcoholism. 

X-ray  studies  revealed  an  uncoiled  aorta, 
mild  left  ventricular  hypertrophy,  and  di- 
verticula of  the  right  colon.  No  abnormal- 
ities were  noted  on  esophagram  and  upper 
gastrointestinal  series. 

On  May  14,  1964,  the  patient  was  re- 
admitted with  the  same  symptoms.  His 
blood  pressure  was  180/108.  His  liver  was 
firm,  not  tender,  and  palpable  3 finger- 
breadths  below  the  costal  margin. 

The  anemia,  consisting  of  hemoglobin  5.4 
Gm.  per  100  ml.  and  hematocrit  19,  was 
more  severe  than  on  his  first  admission. 
Serology  gave  negative  results  as  before. 
Once  again  extensive  anemia  and  cirrhosis 
studies  were  not  helpful. 

Roentgen  studies  consisted  of  chest  films 
and  upper  gastrointestinal  and  large-bowel 
series.  All  showed  a rounded  mass  in  the 
right  cardiophrenic  angle  (Figs.  4A  and  B) 
which  in  retrospect  had  been  present  al- 
though somewhat  smaller  in  similar  exami- 
nations on  his  previous  admission  fifteen 
months  before.  Tomograms  showed  a faint 


rim  of  calcification  in  the  mass. 

On  June  26,  1964,  the  patient  began  a 
febrile  course  with  temperatures  ranging 
between  101  to  104  F.  and  virtually  no 
symptoms.  Cultures  of  urine,  sputum,  and 
blood  were  negative.  On  July  2,  1964,  a 
pericardial  rub  was  heard,  and  a few  days 
later  a second  rub  was  heard  at  the  right 
lung  base.  The  patient  developed  mild 
pleuritic  pain  in  the  right  posterior  chest 
and  attacks  of  singultus.  Re-examination 
several  days  later  revealed  pulsations  over 
the  liver  just  to  the  right  of  the  midline  and 
signs  of  fluid  at  the  right  base  medially. 
Following  a review  of  all  available  x-ray 
films,  a diagnosis  of  right-presenting  tho- 
racic or  thoracico-abdominal  aortic  aneu- 
rysm was  made.  While  being  prepared  for 
aortography,  the  patient  lapsed  into  shock 
and  shortly  died. 

Postmortem  examination  revealed  a 
thoracico-abdominal  saccular  aneurysm, the 
bulk  of  which  lay  to  the  right  of  the  spine 
and  the  mouth  of  which  lay  to  the  right  of 
and  proximal  to  the  celiac  axis  (Fig.  4C). 
Blood  (1,600  cc.)  was  found  in  the  right 
pleural  cavity,  having  escaped  through  two 
holes  in  the  aneurysm  wall.  The  aneurysm 
measured  10  cm.  in  diameter.  A second 
saccular  aneurysm  measuring  4 cm.  in  di- 
ameter was  found  incidentally  in  the  left 
common  iliac  artery.  Generalized  arterio- 
sclerosis compatible  with  a man  twenty-five 
years  older  than  the  patient  was  also  found. 
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There  was  a fatty  liver  and  arteriolar 
nephrosclerosis. 

Comment.  This  patient  was  highly 
atherosclerotic  as  well  as  hypertensive,  but 
apparently  not  luetic. 

Symptoms  of  the  aneurysm  were  absent 
until  early  rupture  which  was  announced  by 
fever  alone.  As  leakage  progressed,  mild 
right  posterior  chest  pain  and  attacks  of 
singultus  were  experienced.  Signs  consist- 
ent with  pneumonitis,  pericarditis,  and 
pleural  fluid  could  be  elicited. 

Although  symptoms  and  signs  suggesting 
rupture  of  an  aneurysm  into  the  right 
pleural  cavity  made  operation  urgent,  in- 
formation that  could  be  obtained  by  antero- 
grade aortography  regarding  the  full  extent 
of  the  aneurysm  was  considered  vital  to  the 
surgeon. 

Calcification  of  the  rim  of  the  mass  had 
been  demonstrated  by  tomography,  but  this 
is  not  pathognomonic  of  aneurysm  since  it 
is  also  seen  in  enterogenous  or  other  cysts 
of  the  mediastinum.  Moreover,  such  cysts 
are  capable  of  increasing  in  size,  causing 
adjacent  pneumonitis,  and  even  producing 
massive  hemothorax.9 

Comment 

Location  and  etiology  of  aneurysm. 
A striking  feature  of  the  aneurysm  literature 
is  the  difference  in  location  and  etiology  ex- 
pressed by  writers  pre-  and  post-World  War 
II.  Boyd  in  1924 3 found  only  4.4  per  cent 
of  thoracic  aneurysms  in  the  descending 
aorta,  while  Halpert  and  Willms  in  1962 10 
noted  31.5  per  cent  in  that  location,  dissect- 
ing aneurysms  excluded.  The  ratio  of  tho- 
racic to  abdominal  aneurysms  has  reversed 
with  the  thoracic  to  abdominal  ratio  chang- 
ing from  11 : l4  to  1 : 2.5. 10 

A reversal  in  the  ratio  between  syphilitic 
and  arteriosclerotic  aneurysms  is  also  seen. 
In  earlier  days  thoracic  aneurysms  were  80 
per  cent  or  more  syphilitic,4  upper  abdomi- 
nal aneurysms  95  per  cent,  and  lower  ab- 
dominal aneurysms  30  per  cent  syphilitic.6,7 
By  1960  only  one  abdominal  aneurysm  in 
30  was  due  to  syphilis, 10  and  even  suprarenal 
abdominal  aneurysms  were  nearly  3 to  1 
arteriosclerotic. 

The  phenomena  of  changing  location  and 
causes  are  well-summarized  by  Maniglia 
and  Gregory11  who,  after  extracting  101 
aneurysms  from  6,000  autopsies  between 


1906  and  1951,  concluded  that:  (1)  since 
1931  syphilitic  aneurysms  had  declined  and 
those  due  to  arteriosclerosis  had  increased 
while  the  incidence  of  aneurysms  and  the 
racial  distribution  of  autopsies  had  stayed 
constant;  (2)  thoracic  aneurysms  decreased 
and  abdominal  aneurysms  increased,  or  a 
shift  distalward  of  aneurysms  occurred  as 
arteriosclerosis  became  more  prominent  as 
the  cause;  and  (3)  the  peak  incidence  of 
aneurysms  came  nearly  two  decades  later 
as  arteriosclerosis  became  the  predominant 
cause. 

As  the  shift  distalward  continues,  more 
aneurysms  will  occur  in  the  descending  and 
abdominal  aortas.  Presentation  entirely  to 
the  right  side  will  be  seen  more  often. 

Diagnosis.  With  the  possible  exception 
of  Case  1 whose  “ulcer”  symptoms  may  well 
have  been  manifestations  of  the  growth  of 
his  thoracico-abdominal  aneurysm,  the 
arteriosclerotic  aneurysms  reported  here 
were  asymptomatic,  until  rupture,  as  in 
Case  4.  Failure  of  descending  aorta  aneu- 
rysms to  produce  symptoms  or  signs  until 
they  rupture  or  become  quite  massive  is 
characteristic. 4 Upper  abdominal  aneu- 
rysms are  less  silent  as  they  gradually 
involve  important  visceral  branches. 
Symptoms  are  variable  in  lower  abdominal 
aneurysms  and  may  be  absent  in  30  per  cent 
of  cases.12  Many  are  diagnosed  by  chance 
through  physical  examinations,  at  surgery, 
or  by  roentgen  studies  for  unrelated  disease. 
Always  one  must  remember  that  bone 
erosion  by  arteriosclerotic  lesions  is  uncom- 
mon in  contrast  to  those  due  to  syphilis.12 
Thus  long  histories  of  back  or  intercostal 
pain  often  are  not  elicited.  All  of  our  cases 
demonstrated  this  point. 

Since  diagnosis  will  depend  on  roentgen- 
ography in  so  many  cases,  one  must  review 
the  principal  clues  available  through  the 
simpler  examinations  in  this  medium.  In 
the  case  of  lower  abdominal  aneurysms 
which  are  arteriosclerotic  in  at  least  95  per 
cent  of  cases,  the  correct  diagnosis  will  be 
made  on  the  usual  abdominal  views  or 
better  still  with  technics  designed  to  show 
the  lumbosacral  spine.  Pyelography  may 
reveal  deviation  of  the  course  of  a ureter  or 
proximal  dilatation.  Estes12  found  that 
85.9  per  cent  of  his  cases  were  diagnosed 
correctly  by  roentgenography.  The  im- 
portant clues  were:  scattered  calcification, 
77.6  per  cent;  aortic  mass  or  “enlarge- 
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ment,”  53.7  per  cent;  linear  or  curvilinear 
calcification,  11.9  per  cent;  and  spine  ero- 
sion, 7.5  per  cent. 

Diagnosis  of  descending  or  thoracico- 
abdominal  aneurysms  when  small  or  pre- 
senting only  to  the  right  may  be  difficult. 
Those  descending  aorta  aneurysms  present 
in  the  vicinity  of  the  hilus  of  the  right  lung 
where  they  appear  as  rounded  mediastinal 
masses  somewhat  posterior  in  location  must 
be  differentiated  from:  (1)  lymphadenop- 

athy,  benign  or  malignant;  (2)  broncho- 
genic carcinoma;  (3)  bronchogenic,  enterog- 
enous, or  lymphatic  cyst;  (4)  pulmonary 
artery  or  vein  aneurysm;  (5)  neurogenic 
tumor;  (6)  paraspinal  abscess;  (7)  menin- 
gocele; (8)  right  ventricular  aneurysm;  (9) 
syphilitic  aneurysm  of  noncoronary  sinus  of 
Valsalva;  (10)  esophageal  tumors,  benign 
and  malignant;  (11)  paramediastinal  fluid; 
and  (12)  tortuous,  kinked  aorta. 

In  the  right  cardiophrenic  angle  such 
rounded  tumors,  once  again  appearing  prin- 
cipally posteriorly,  may  be  confused  with: 

(1)  intrapulmonary  lobar  sequestration; 

(2)  enterogenous  cyst;  (3)  para-esophageal 
hiatus  hernia;  (4)  epiphrenic  diverticulum; 
(5)  pericardial  cyst;  (6)  neurogenic  tumor; 
and  (7)  tortuous,  kinked  aorta. 

Davis  and  Winsor2  describe  the  charac- 
teristics of  descending  aorta  aneurysms 
present  to  the  right:  (1)  they  stay  with  the 

descending  aorta  in  all  projections;  (2)  they 
displace  the  esophagus,  usually  anteriorly; 

(3)  there  may  be  calcification  of  the  wall; 

(4)  there  may  be  erosion  of  vertebrae;  and 

(5)  there  may  be  pulsation  of  the  mass. 

In  combination  these  signs  will  be  diag- 
nostic. Singly,  only  (1)  is  really  helpful. 
Any  anterior  spinal  abnormality  may  dis- 
place the  esophagus.  Bronchogenic  and 
enterogenous  cysts  occasionally  have  calci- 
fied rims.  Any  tumor  may  erode  the  spine. 
Pulsations  are  often  only  transmitted  and 
conversely,  aneurysms  may  fail  to  cause 
visible  pulsations. 

Special  mention  must  be  made  of  the  tor- 
tuous, kinked,  or  buckled  aorta.  Klein  and 
Walsh13  postulated  that  the  descending 
aorta,  fixed  at  two  points,  subclavian  artery 
and  diaphragm,  but  able  to  overcome  the 
anchoring  of  small,  relatively  elastic,  inter- 
costal arteries,  will  kink  and  buckle  to  com- 
pensate for  elongation.  This  may  occur  in 
any  direction,  and  the  aorta  may  change 
direction  in  three  dimensions  within  the 


same  short  segment.  Such  “double  kinks” 
may  appear  as  small  saccular  aneurysms  or 
tumors  on  more  than  one  roentgen  view. 
Steinberg1415  has  commented  similarly  on 
these  phenomena  produced  by  the  aging, 
arteriosclerotic  aorta  and  notes  the  useful- 
ness of  the  left  anterior  oblique  view  in  trac- 
ing the  bends  and  kinks. 

Diagnosis  of  aneurysm  of  the  descending 
and  thoracico-abdominal  regions  can  usu- 
ally be  settled  by  routine  barium  studies 
and  tomography  in  the  anteroposterior  and 
left  anterior  oblique  projections.  Angio- 
cardiography and  anterograde  aortography 
have  added  confirmation  and  assisted  the 
surgeon  in  appreciating  the  complete  anat- 
omy of  the  lesion  as  well  as  the  condition  of 
the  aorta  above  and  below. 


Summary 

Aneurysms  of  the  descending,  thoracico- 
abdominal,  and  abdominal  aortas  may  be 
present  radiographically  entirely  to  the 
right.  Perforation  into  right-sided  spaces 
and  viscera  occurs  in  descending  aorta 
aneurysms  in  at  least  10  per  cent  of  cases. 
Four  cases  of  aneurysm  present  to  the  right 
exclusively  on  radiologic  observation  are 
discussed.  One  of  these  ruptured  into  the 
right  pleura  fatally. 

It  has  been  shown  that  as  syphilis  de- 
clines and  arteriosclerosis  becomes  more 
often  the  cause  of  aneurysm,  there  is  a shift 
distalward  of  aneurysms  favoring  the  de- 
scending thoracic  and  abdominal  aorta  as 
their  loci.  As  a result  right  presentation 
will  become  a source  of  confusion  more 
often. 

Diagnosis  will  usually  be  confusing  when 
the  aneurysm  is  seen  as  a mass  in  the  right 
hilus  or  in  the  right  cardiophrenic  angle.  A 
variety  of  tumors,  cysts,  congenital  anom- 
alies, hernias,  and  kinks  of  the  aorta  are 
brought  to  mind.  Roentgenographically 
the  most  important  sign  is  a mass  remaining 
with  the  aorta  in  all  projections. 

Roentgen  methods  of  differentiating 
aneurysms  from  other  masses  to  the  right 
consist  principally  of  barium  studies  and 
tomography  in  addition  to  oblique  views. 
Angiography  offers  confirmation  as  well  as 
more  exact  anatomic  information  useful  to 
the  surgeon. 
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Epidemiology  of  human  leukemia 


Review  of  recent  epidemiologic  studies  about 
the  origin  of  leukemia,  conducted  by  J.  F. 
Fraumeni,  Jr.,  M.D.,  and  reported  in  a recent 
issue  of  Journal  of  the  National  Cancer  Institute, 
revealed  the  following; 

Mortality  statistics  have  for  the  first  time 
shown  a regression  in  leukemia  rates  for  all  ages 
from  one  through  seventy-four  years  among  the 
U.S.  white  population,  but  not  among  the  U.S. 
nonwhite  population  or  in  England.  The  possi- 
bility that  this  decline  resulted  from  decreasing 
exposure  to  x-rays  in  medical  practice  was  not 
supported  by  an  analysis  of  the  limited  mortality 
data  available  on  cytologic  types  which  should 
be  unequally  affected  by  radiation. 

Recent  leukemia  mortality  rates  for  Japanese 
and  the  U.S.  nonwhite  children  suggest  the 
eminence  of  an  age  peak  at  three  to  four  years 
similar  to  that  previously  found  among  the 
U.S.  white  population  and  in  England. 


Little  evidence  has  been  found  to  support  the 
hypothesis  that  aggregates  of  childhood  leukemia 
or  patient-pet  clusters  represent  foci  of  infection. 
Despite  recent  searches  for  other  infectious 
patterns  in  the  distribution  of  human  leukemia, 
the  observation  most  suggestive  of  a viral  in- 
fluence is  the  geographic  distribution  reported 
for  Burkitt’s  lymphoma  in  Africa. 

Recent  observations  have  extended  knowledge 
of  groups  who  are  born  with  or  who  acquire, 
from  ionizing  radiation  or  chemicals,  a high  risk 
of  leukemia.  Compilation  of  case  reports  of 
certain  genetic  diseases  suggested  that  the  heri- 
table disorders  associated  with  cytogenetic  de- 
fects predispose  to  leukemia,  whereas  disorders 
with  immunologic  deficiencies  are  related  to  the 
lymphomas.  There  was  a consistency  among 
these  observations  which  supports  the  notion 
that  the  pre-existing  abnormalities  have  patho- 
genic significance,  rather  than  being  concomi- 
tants of  the  neoplastic  process.  Further  study 
of  high-risk  groups  should  significantly  enhance 
opportunities  for  recognition  of  etiologic  agents 
and  mechanisms  in  leukemogenesis. 
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Elevated  levels  of  cholesterol,  triglyc- 
erides, and  phospholipids  are  found  in  the 
blood  in  a number  of  conditions  both 
congenital  and  acquired.1  Idiopathic  hy- 
perlipemia ( Buerger-Griitz  disease)  is  trans- 
mitted as  an  autosomal  recessive  char- 
acteristic.2 This  condition  occurs  among 
siblings,  and  consanguinity  has  been  re- 
ported. Genetic  studies  show  that  only 
one  of  the  two  types  of  hyperlipemia  is 
found  among  affected  members  in  a given 
family.  Idiopathic  hyperlipemia  may  re- 
sult from  defective  enzyme  transport.3-5 
The  lipoprotein  lipase  is  responsible  for  the 
breakdown  of  triglycerides  to  free  fatty 
acids.  This  enzyme  has  to  be  activated 
in  vivo.2  Heparin  may  also  participate 
in  the  action  of  lipoprotein  lipase,  possibly 
serving  as  a cofactor  for  the  enzyme.6 

Secondary  hyperlipemia  may  be  caused 
by  various  diseases.  The  liver  is  par- 
ticularly involved  in  the  metabolism  of 
lipids,  and  it  is  the  chief  site  for  both  the 
synthesis  and  removal  of  cholesterol,  phos- 
pholipids, and  fatty  acids  from  the  blood.7  -9 
Hepatitis  and  consequent  hepatic  cell 
injury  disturb  lipid  metabolism. 10  In 


nephrotic  syndrome  hypoalbuminemia  could 
conceivably  result  in  an  aberration  of 
lipoprotein  metabolism  and  transport.11 
In  chronic  and  acute  pancreatitis  a variety 
of  lipid  disturbance  may  be  manifest.12  In 
uncontrolled  diabetes,6  myxedema,13  alco- 
holism, and  von  Gierke’s  disease,5  hy- 
perlipemia may  be  so  severe  as  to  cause 
diagnostic  difficulties. 

The  diagnosis  of  hyperlipemia  is  sug- 
gested by  the  turbid  milky  appearance  of 
the  plasma  and  can  be  confirmed  by 
elevated  levels  of  trigylcerides  with  a 
secondary  increase  in  phospholipids  and 
cholesterol. 

Although  treatment  with  a low-fat  diet 
may  reduce  hyperlipemia,  various  com- 
pounds such  as  pancreatic  extract  (Lipo- 
K),*14-16  nicotinic  acid,17-19  hormones,  sul- 
fonylureas,20  heparin,21  and  glucagon  may 
well  assist  in  the  satisfactory  management 
of  hyperlipemia. 

The  pancreatic  extract  contains  pan- 
creatic lipolytic  factors  which  decholesterize 
tissue  deposits,  act  as  vasodilators,  and 
restore  viability  to  smaller  blood  vessels. 

Case  report 

A forty-two-year-old  white  male  em- 
ployed in  an  industrial  plant  as  a super- 
visory employe  was  first  admitted  to  this 
hospital  on  May  15,  1965.  The  chief 
complaint  was  swelling  of  both  feet. 

First  admission,  May  15,  1965.  Phys- 
ical examination  revealed  a blood  pressure 
of  154/96  mm.  Hg.  The  liver  edge  was 
palpable  2 fingerbreadths  below  the  right 
costal  margin.  Both  ankles  were  swollen. 
The  hemoglobin  was  13.7  Gm.  per  100 
ml.,  and  the  white  blood  count  was  14,100 
with  a normal  differential.  The  urinalysis 
revealed  a trace  of  albumin  and  6 to  8 
white  blood  cells  per  high-power  field. 
The  fasting  blood  sugar  was  94  mg.,  blood 
urea  nitrogen  16  mg.,  and  blood  uric  acid 
7.4  mg.  per  100  ml. 

Radiography  of  ankles  and  chest  re- 
vealed no  abnormalities.  The  patient  was 
treated  with  probenecid  (Benemid)  0.25 
Gm.  daily  for  gouty  arthritis.  He  was 
discharged  on  this  regimen  of  1 tablet 
0.25  Gm.  of  probenecid  daily  which  has 
been  continued  until  the  present  time. 

* Furnished  by  Marcen  Laboratories,  Inc.,  New 
Rochelle,  New  York. 
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Second  admission,  November  22,  1965. 
The  patient  was  readmitted  with  the  chief 
complaint  of  emesis,  lack  of  appetite,  and 
loose  watery  stools  four  to  five  times  daily 
for  two  days.  History  revealed  this  man 
as  being  a heavy  drinker.  The  patient  ad- 
mitted to  drinking  six  to  eight  bottles  of 
beer  daily  for  the  past  seven  years. 

Physical  examination  showed  the  heart 
enlarged  bilaterally.  The  liver  was  pal- 
pable 4 fingerbreadths  below  the  right 
costal  margin.  The  blood  pressure  was 
180/110  mm.  Hg.  A presumptive  diagno- 
sis of  cirrhosis  of  the  liver  was  made.  The 
patient  was  treated  symptomatically  with 
high-protein,  high-carbohydrate,  high-vita- 
min, and  low-fat  diet.  The  patient  re- 
mained on  probenecid  0.25  Gm.  daily. 
The  hemoglobin  was  14.6  Gm.  per  100 
ml.,  and  the  white  blood  count  was  6,400 
with  a normal  differential.  Urinalysis 
was  essentially  negative.  The  test  for 
bile  gave  negative  results  while  urobilino- 
gen was  present.  Protein-bound  iodine 
was  4.6  micrograms,  and  the  prothrombin 
time  was  13  seconds.  Enzyme  tests  were 
elevated,  the  serum  glutamic  oxalopyruvic 
transaminase  was  84  and  the  serum 
glutamic  pyruvic  transaminase  75  units 
(normal  values  0 to  40  units).  Serum 
bilirubin  was  direct  0.1  mg.  and  total 
bilirubin  1.6  mg.  per  100  ml.  Sulfobromo- 
phthalein  sodium  test  showed  12  per  cent 
retention.  The  phenolsulfonphthalein  test 
showed  62  per  cent  excretion  at  one  hour 
and  fifteen  minutes.  The  fasting  blood 
sugar  was  78  mg.  and  the  blood  urea 
nitrogen  13  mg.  per  100  ml.  Alkaline 
phosphatase  level  was  9 King-Armstrong 
units.  The  total  cholesterol  was  480  mg. 
with  the  cholesterol  esters  equivalent  to 
54  per  cent.  An  initial  uric  acid  deter- 
mination was  9.1  mg.  The  patient  was 
discharged  with  a diagnosis  of  cirrhosis 
of  the  liver. 

Third  admission,  May  3,  1966.  The 
patient  was  readmitted  for  the  third  time. 
Between  this  admission  and  his  previous 
admission,  he  had  been  hospitalized  in 
another  institution  because  of  nausea  and 
emesis.  On  admission  the  chief  complaint 
was  loss  of  appetite,  nausea,  and  emesis. 
The  patient  had  continued  to  drink  six  to 
eight  bottles  of  beer  and  also  smoked  two 
packages  of  cigarets  each  day. 


FIGURE  1.  Lactescence  of  blood  serum  on  ad- 
mission. 

Physical  examination  revealed  a blood 
pressure  of  124/80  mm.  Hg,  a regular  pulse 
rate  of  80  per  minute,  and  a temperature 
of  98  F.  The  liver  was  enlarged  and 
palpable  4 fingerbreadths  below  the  costal 
margin.  There  was  no  ascites.  The  heart 
was  in  regular  sinus  rhythm  with  bilateral 
enlargement.  Other  findings  were  essen- 
tially normal.  One  liter  of  5 per  cent 
glucose  in  saline  was  given  for  dehydration. 
A blood  sample  taken  at  this  time  revealed 
lactescence  of  the  blood  serum  (Fig.  1). 
A clinical  diagnosis  of  hyperlipemia,  sec- 
ondary to  cirrhosis  of  the  liver  was  made. 
Symptomatic  treatment  was  given. 

Second  hospital  day.  The  total  blood 
lipids  were  11,395  mg.,  serum  cholesterol 
1,165  mg.,  phospholipids  1,865  mg.,  and 
trigylcerides  7,840  mg.  per  100  ml.  (Fig. 


June  15,  1967  / New  York  State  Journal  of  Medicine  1781 


FIGURE  2.  Comparative  regression  of  lipids. 


2).  Two  hours  after  injection  of  100 
mg.  heparin,  the  blood  cholesterol  was 
1,085  mg.,  phospholipids  1,625  mg.,  triglyc- 
erides 5,400  mg.,  and  total  lipids  8,640 
mg.  per  100  ml.  The  serum  lipase  was 
1.7  units.  Serum  amylase  was  176  amy- 
loclastic  units  which  was  just  slightly  above 
the  normal  of  30  to  150  units.  Urinalysis 
was  negative.  The  hemoglobin  was  17.6 
Gm.  per  100  ml.,  and  the  white  blood  count 
was  6,600  per  cubic  millimeter.  The 
differential  was  normal  as  was  a fasting 
blood  sugar,  blood  urea  nitrogen,  alkaline 
phosphatase,  and  prothrombin  time. 
Measurements  of  twenty-four-hour  stool 
specimens  showed  a total  lipid  of  0.6  Gm. 
per  day.  The  patient  continued  to  be 
treated  symptomatically  for  nausea  and 
emesis. 

Third  hospital  day.  On  the  third  hospital 
day,  twenty-four  hours  after  the  preceding 
biochemical  analyses,  the  blood  serum 
was  still  lactescent.  The  serum  cholesterol 
was  900  mg.,  the  blood  amylase  128  units, 
lipase  1.2  units,  and  a fasting  blood  sugar 
of  84  mg.  and  a postprandial  sugar  of  100 
mg.  per  100  ml.  The  hemoglobin  was 
21  Gm.  per  100  ml.,  and  the  white  blood 
count  10,700  per  cubic  millimeter  with  a 


normal  differential.  Bleeding  and  clotting 
times  were  normal,  and  the  blood  platelet 
count  was  120,000  per  cubic  millimeter. 
The  serum  enzymes  remained  elevated  with 
a serum  glutamic  oxalopyruvic  transami- 
nase of  480  and  serum  glutamic  pyruvic 
transaminase  of  240  units.  Serum  bilirubin 
was  within  normal  limits.  A sulfobromo- 
phthalein  sodium  test  showed  17  per  cent 
dye  retention  at  forty-five  minutes.  A 
serum  protein  electrophoretic  pattern  re- 
vealed a total  protein  of  5.1  Gm.,  albumin 
2.6  Gm.,  and  a globulin  fraction  of  2.5 
Gm.  per  100  ml.  with  normal  alpha  1 and  2, 
beta,  and  gamma  globulins. 

A liver  biopsy  was  performed  using  a 
Menghini  needle.  The  histologic  report 
showed  changes  of  periportal  (interstitial) 
hepatitis  with  excessive  vacuolation  of  the 
liver  cells  apparently  because  of  marked 
fatty  changes  (Fig.  3). 

A rheumatoid  arthritis  latex  agglutina- 
tion test  on  this  same  day  showed  a strongly 
positive  qualitative  test  reaction  but  on 
quantitative  testing  showed  no  reaction. 

Fourth  hospital  day.  A glucose  tolerance 
test  showed  a normal  fasting  glucose  of  95 
mg.  with  a rise  to  166  mg.  per  100  ml.  at 
one  hour  and  a mild  decline  to  148  mg. 
per  100  ml.  at  two  hours.  A trace  of  re- 
ducing substance  was  found  in  the  urine 
accompanying  the  one-hour  blood  speci- 
men. 

Treatment  and  management.  During 
the  first  three  days  of  hospitalization,  the 
patient  received  glucose  and  saline,  vita- 
min B complex  with  vitamin  C (Berocca- 
C),  and  10  per  cent  invert  sugar  with 
electrolytes  (Travert).  Following  the  his- 
tologic diagnosis,  nicotinic  acid  300  mg. 
four  times  a day  plus  multiple  vitamins 
and  a low-fat  diet  were  initiated.  On 
the  following  day  the  cholesterol  level 
was  900  mg.  per  100  ml.  On  the  fifth  day 
the  pancreatic  extract,  2 cc.  intramuscularly 
twice  daily,  was  added.  The  cholesterol 
level  dropped  to  584  mg.  per  100  ml.  The 
blood  serum  which  had  been  extremely 
lactescent  was  now  clear  and  straw  colored 
(Fig.  4).  On  the  seventh  day  pancreatic 
extract  was  given  orally,  3 capsules  four 
times  daily,  the  nicotinic  acid  was  reduced 
to  200  mg.  four  times  daily,  and  tolbuta- 
mide (Orinase)  0.5  Gm.  daily  was  added. 
The  cholesterol  level  on  the  eighth  day 
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FIGURE  3.  Liver  biopsy  showing  changes  of  peri- 
portal (interstitial)  hepatitis  with  excessive  vaculo- 
lization  of  liver  cells  apparently  due  to  marked  fatty 
changes. 


after  admission  was  436  mg.  per  100  ml. 
and  on  the  twenty-first  day  was  290  mg. 
per  100  ml.  (Fig.  2).  The  cholesterol 
ester  level  was  maintained  at  61  to  71  per 
cent  of  the  total  cholesterol.  The  hemo- 
globin level,  although  initially  21  Gm. 
per  100  ml.,  was  now  at  a level  of  13.5  Gm. 
per  100  ml.  The  patient’s  general  con- 
dition had  greatly  improved. 

Comment 

With  a microscopic  diagnosis  of  inter- 
stitial hepatitis  with  marked  fatty  deposits, 
no  elevation  of  bilirubin  or  signs  of  jaundice, 
a diagnosis  of  deficiency  hepatitis  in  a 
chronic  alcoholic  patient  was  made.22 
In  this  type  of  individual  the  diet  is  usually 
grossly  deficient  in  the  various  protective 
food  substances.  Early  or  progressive 
cirrhosis  of  the  liver  can  certainly  result 
from  deficiency  hepatitis. 

The  patient  had  been  treated  for  gout 
and  consistently  had  high  uric  acid  values. 
The  one  borderline  high  uric  acid  (7.4 
mg.)  we  believe  due  to  dehydration  and 
liver  cirrhosis. 

Hemoconcentration,  present  during  the 
second  day  of  hospitalization,  rapidly  de- 
creased to  a normal  level  with  the  decrease 
in  total  lipids.  The  high  normal  values 
for  serum  amylase  and  serum  lipase  on  the 
second  day  of  admission  were  in  all 
probability  caused  by  the  excessive  amount 
of  total  lipid  present  in  the  blood,  because 
with  the  decrease  in  total  lipid,  the  amylase 
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FIGURE  4.  Total  cholesterol  changes  as  followed 
during  fifteen  days  hospitalization. 

and  lipase  values  were  subsequently  normal. 
A secretin  test  for  chronic  pancreatitis  was 
not  done. 

The  protein-bound  iodine  and  butanol- 
extractable  iodine  serum  low  values  were 
due  to  decreased  lipoprotein  and  dis- 
turbances in  the  metabolism  of  the  liver. 

Theories  in  literature 

The  association  of  serum  lipid  ab- 
normality and  liver  disease  has  been  known 
since  1862  when  Flint23  described  the 
accumulation  of  “cholesterine”  (cholesterol) 
in  the  blood  of  patients  with  liver  disease 
as  the  result  of  decreased  extraction  of  this 
substance  by  the  bile.  Subsequent  obser- 
vations disclosed  that  this  increase  in 
serum  cholesterol  concentration  was  largely 
unesterified  (free)  fraction  so  that  the  ratio 
of  free  and  total  cholesterol  was  elevated.24 

Man  et  al.  in  194525  showed  that  lipoid 
phosphorus  and  cholesterol  were  elevated 
in  certain  patients  with  liver  disease. 

Ehrich  et  al.ie  and  most  biochemists 
agree  that  with  an  increase  in  low-density 
lipids  such  as  triglyceride,  the  serum  is 
milky.  Phillips27  concluded  that  parenchy- 
mal injury  of  hepatic  tissue  caused  a de- 
creased serum  lysolecithin.  The  serum 
lipids  impair  the  esterification  of  fatty  acids 
in  the  formation  of  triglyceride  and  the 
synthesis  of  beta-lipoprotein  complexes 
essential  for  transport  of  triglyceride  in 
serum. 

These  theories  support  the  diagnosis  of 
hyperlipemia  secondary  to  liver  disease 
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caused  by  a deficiency  hepatitis  and 
probable  early  cirrhosis  of  the  liver. 

It  is  our  belief  that  in  the  present  case 
diet  and  nicotinic  acid,  while  possibly 
effective,  would  not  reduce  the  cholesterol 
content  sufficiently.  Fiske,  Chu,  and 
Chang15  and  Wolffe16  advocate  the  use  of 
the  pancreatic  enzyme  for  treatment  of 
high  cholesterol  values.  With  the  use  of 
this  pancreatic  extract,  we  were  able  to 
reduce  the  cholesterol  phospholipid  and 
total  lipids  to  normal  values.  The  tri- 
glyceride levels  were  reduced  from  7,840 
mg.  to  389  mg.  (normal  values  30  to  135 
mg.  per  100  ml.).  Thirty  days  after  initial 
hospitalization  the  patient’s  cholesterol 
was  275  mg.,  phospholipids  271  mg., 
triglyceride  389  mg.,  and  total  lipids  1,059 
mg.  per  100  ml. 
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Necrology 


Edward  E.  Best,  M.D.,  of  New  York  City, 
died  on  February  19  at  the  age  of  seventy-nine. 
Dr.  Best  graduated  from  Howard  University 
College  of  Medicine  in  1910.  He  was  a member 
of  the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Herbert  Howard  Burger,  M.D.,  of  Brooklyn, 
died  on  April  27  at  the  age  of  sixty-two.  Dr. 
Burger  graduated  from  University  and  Bellevue 
Hospital  Medical  College  in  1930.  He  was  an 
attending  surgeon  (off  ward  Service)  at  Brook- 
dale  Medical  Center,  an  associate  attending 
surgeon  at  Brooklyn-Cumberland  Medical  Cen- 
ter, and  an  attending  surgeon  at  Flatbush 
General  Hospital  and  Kings  Highway  Hospital. 
A Fellow  of  the  International  College  of  Sur- 
geons, Dr.  Burger  was  a member  of  the  Medical 
Society  of  the  County  of  Kings,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Austin  James  Canning,  M.D.,  of  Highland 
Falls,  died  on  May  7 at  the  age  of  seventy-nine. 
Dr.  Canning  graduated  from  the  University  of 
Pennsylvania  School  of  Medicine  in  1911. 
Retired  from  the  Army,  he  had  been  director 
of  the  State  Rehabilitation  Hospital  at  Haver- 
straw. 

Bernard  DavidofT,  M.D.,  of  Woodside,  died 
on  April  3 at  the  age  of  sixty-six.  Dr.  DavidofT 
graduated  from  University  and  Bellevue  Hos- 
pital Medical  College  in  1921.  He  was  at- 
tending obstetrician  and  gynecologist  at  Boule- 
vard Hospital,  Long  Island  City.  A Diplomate 
of  the  American  Board  of  Obstetrics  and 
Gynecology  and  a Fellow  of  the  American 
College  of  Obstetricians  and  Gynecologists, 
Dr.  DavidofT  was  a member  of  the  Queens 
County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American 
Medical  Association. 

Otto  Fliegel,  M.D.,  of  Brooklyn  and  New 
York  City,  died  on  April  29  at  the  age  of 
seventy.  Dr.  Fliegel  received  his  medical  de- 
gree from  the  University  of  Vienna  in  1922. 
He  was  chief  of  surgery  at  the  Veterans  Ad- 
ministration Outpatient  Clinic  in  Brooklyn. 
A Diplomate  of  the  American  Board  of  Ortho- 
pedic Surgery,  Dr.  Fliegel  was  a member  of  the 
New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 


Isidore  Harry  Goldberger,  M.D.,  of  The 
Bronx,  died  on  May  9 at  the  age  of  seventy- 
eight.  Dr.  Goldberger  graduated  from  Uni- 
versity and  Bellevue  Hospital  Medical  College 
in  1910.  He  was  director  emeritus  of  health 
education  for  the  New  York  City  Board  of 
Education  and  a consulting  pediatrician  at 
Morrisania  Hospital.  A Diplomate  of  the 
American  Board  of  Pediatrics,  Dr.  Goldberger 
was  a member  of  the  American  Public  Health 
Association,  the  American  School  Health  Asso- 
ciation, the  New  York  Academy  of  Medicine, 
the  Bronx  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Barnet  Morris  Hershfield,  M.D.,  of  New 

York  City,  died  on  April  10  at  the  age  of  sixty- 
seven.  Dr.  Hershfield  graduated  from  Long 
Island  College  Hospital  in  1925.  He  was  con- 
sulting physician  in  internal  medicine  at 
Jewish  Memorial  Hospital.  A Diplomate  of 
the  American  Board  of  Internal  Medicine  and  a 
Fellow  of  the  American  College  of  Physicians, 
Dr.  Hershfield  was  a member  of  the  American 
Geriatrics  Society,  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

George  Hirschfeld,  M.D.,  of  Baldwin,  died 
on  April  18  at  the  age  of  seventy-five.  Dr. 
Hirschfeld  received  his  medical  degree  from  the 
University  of  Halle,  Germany,  in  1919.  He 
was  a member  of  the  American  Academy  of 
General  Practice,  the  American  Geriatrics 
Society,  the  Nassau  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Siegfried  Aleksander  Low,  M.D.,  of  New 

York  City,  died  on  January  16  at  the  age  of 
seventy-five.  Dr.  Low  received  his  medical 
degree  from  the  University  of  Vienna  in  1918. 
Retired,  he  had  been  associate  dermatologist 
at  Stuyvesant  Polyclinic  Hospital  in  New  York 
City.  Dr.  Low  was  a member  of  the  New  York 
County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Benjamin  Newman,  M.D.,  of  Brooklyn,  died 
on  April  4 at  the  age  of  seventy-four.  Dr. 
Newman  graduated  from  the  Medical  College 
of  Virginia  in  1915.  He  was  a consulting 
pediatrician  at  Kings  County  Hospital.  A 
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Diplomate  of  the  American  Board  of  Pediatrics, 
Dr.  Newman  was  a member  of  the  American 
Academy  of  Pediatrics,  the  Kings  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Herman  Shann,  M.D.,  of  Brooklyn,  died  on 
March  30  at  the  age  of  ninety-one.  Dr.  Shann 
graduated  from  University  and  Bellevue  Hospi- 
tal Medical  College  in  1907.  He  was  a con- 
sulting surgeon  at  Brooklyn  Jewish  Hospital. 
A Fellow  of  the  American  College  of  Surgeons, 
Dr.  Shann  was  a member  of  the  Kings  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Leo  Michael  Szamek,  M.D.,  of  Copiague, 
died  on  March  5 at  the  age  of  eighty-three. 
Dr.  Szamek  received  his  medical  degree  from 
the  University  of  Vienna  in  1908.  He  was  a 
consulting  obstetrician  and  gynecologist  at 
Lakeside  Hospital.  Dr.  Szamek  was  a member 
of  the  Suffolk  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 


Jack  Harold  Tabor,  M.D.,  of  New  York 
City,  died  on  April  6 at  the  age  of  fifty-two. 
Dr.  Tabor  graduated  from  New  York  University 
Medical  College  in  1938.  He  was  a member  of 
the  American  Psychiatric  Association,  the  New 
York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  Yoi'k,  and  the 
American  Medical  Association. 

Wilbur  Carlton  Travis,  M.D.,  of  Northport, 
died  on  April  3 at  the  age  of  seventy-four. 
Dr.  Travis  graduated  from  Long  Island  College 
Hospital  in  1913.  He  was  emeritus  surgeon  at 
Huntington  Hospital.  Dr.  Travis  was  a mem- 
ber of  the  Suffolk  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Harold  Zobel,  M.D.,  of  Northport,  died  on 
March  4 at  the  age  of  sixty-seven.  Dr.  Zobel 
graduated  from  Long  Island  College  Hospital  in 
1921.  He  was  chief  psychiatrist  of  the  Con- 
tinued Treatment  Service,  Veterans  Administra- 
tion Hospital,  Northport.  A Diplomate  of  the 
American  Board  of  Psychiatry  and  Neurology 
(Psychiatry),  Dr.  Zobel  was  a member  of  the 
American  Psychiatric  Society. 
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Books  Received 


The  following  books  were  received  during  the  month  of  April,  1967  * 


Clinical  Examination.  Edited  by  John  Mac- 
leod,  M.B.  Second  edition.  Octavo  of  587 
pages,  illustrated.  Edinburgh,  E.  & S.  Living- 
stone, Ltd.  (Baltimore,  The  Williams  & Wilkins 
Company),  1967.  Cloth,  $12. 

Documentary  History  of  Psychiatry.  By 

Charles  E.  Goshen,  M.D.  Octavo  of  904 
pages,  illustrated.  New  York,  Philosophical 
Library,  1967.  Cloth,  $20. 

Second  Symposium  on  Advanced  Medicine. 
Proceedings  of  a Conference  held  at  the 
Royal  College  of  Physicians  of  London  29th 
November-3rd  December,  1965.  Edited  by 
J.  R.  Trounce,  M.D.  Octavo  of  378  pages, 
illustrated.  Baltimore,  The  Williams  and  Wil- 
kins Company,  1966.  Cloth,  $10.75. 

The  Skin:  A Clinicopathological  Treatise. 

By  Arthur  C.  Allen,  M.D.  Second  edition. 
Quarto  of  1182  pages,  illustrated.  New  York, 
Grune  & Stratton,  1967.  Cloth,  $48.50. 

ANA  Clinical  Sessions.  American  Nurses’ 
Association  1966  San  Francisco.  Octavo  of 
272  pages.  New  York,  Appleton-Century- 
Crofts,  1967.  Cloth,  $8.50. 

Ciba  Foundation  Symposium  on  Principles 
of  Biomolecular  Organization.  Edited  by 
G.  E.  W.  Wolstenholme,  M.A.,  and  Maeve 
O’Connor,  B.A.  With  141  illustrations.  Oc- 
tavo of  491  pages.  Boston,  Little,  Brown  and 
Company,  1966.  Cloth,  $15. 

Ciba  Foundation  Symposium  on  Ethics  in 
Medical  Progress:  with  special  reference  to 
transplantation.  Edited  by  G.  E.  W.  Wol- 
stenholme, M.A.,  and  Maeve  O’Connor,  B.A. 
Octavo  of  257  pages.  Boston,  Little,  Brown 
and  Company,  1966.  Cloth,  $11.75. 

Advances  in  Anesthesiology:  Muscle  Re- 
laxants.  Edited  by  Lester  C.  Mark,  M.D., 
and  E.  M.  Papper,  M.D.  Octavo  of  118  pages, 
illustrated.  New  York,  Hoeber  Medical  Divi- 

*  Books  received  for  review  are  acknowledged  promptly  in 
this  column.  No  other  obligation  is  assumed  for  the  courtesy 
of  those  sending  them  for  this  purpose.  Selection  for  review 
is  made  on  the  basis  of  merit  and  reader  interest. 


sion,  Harper  & Row,  Publishers,  1967.  Cloth, 
$6.75. 

Ward  Procedures  and  Techniques.  By 

Philip  Cooper,  M.D.  Octavo  of  303  pages, 
illustrated.  New  York,  Appleton-Century- 
Crofts,  1967.  Paper,  $6.75. 

Comprehensive  Mental  Health  Services 
For  The  Deaf.  By  John  D.  Rainer,  M.D., 
and  Kenneth  Z.  Altshuler,  M.D.  Octavo  of 
191  pages,  illustrated.  New  York,  Department 
of  Medical  Genetics,  New  York  State  Psychi- 
atric Institute,  Columbia  University,  1966. 
Cloth. 

Drugs  and  Pharmacy  on  Stamps.  By 

George  Griffenhagen,  R.Ph.,  M.S.  Octavo  of 
94  pages,  illustrated.  Milwaukee,  American 
Topical  Association,  1967.  Paper,  $5.00. 
(Handbook  No.  55) 

Abortion:  Legal  and  Illegal.  A Dialogue 
Between  Attorneys  and  Psychiatrists. 

Edited  by  Jerome  M.  Kummer,  M.D.  Octavo 
of  63  pages.  Santa  Monica,  Calif.,  The  Editor, 
1967.  Paper,  $2.95. 

Proceedings  of  the  Symposium  on  Cata- 
strophic Illness:  Impact  on  Families; 

Challenge  to  the  Professions.  Held  Oc- 
tober 6th  and  7th,  1966  at  Hotel  Biltmore,  New 
York,  N.Y.  Octavo  of  72  pages,  illustrated. 
New  York,  Cancer  Care  Inc.  of  the  National 
Cancer  Foundation,  1967.  Paper,  $2.00. 

Physiology  of  Muscular  Exercise.  Edited 
by  Carleton  B.  Chapman,  M.D.  Proceedings 
of  a Symposium  held  February  7-9,  1966  in 
Dallas,  Texas.  Quarto  of  226  pages,  illustrated. 
New  York,  The  American  Heart  Association, 
Inc.,  1967.  Paper,  $3.00.  (American  Heart 
Association  Monograph  Number  Fifteen) 

Modern  Treatment.  Volume  4,  Number  2, 
March  1967.  Treatment  of  Shock.  Guest 
Editor  Leslie  A.  Kuhn,  M.D.  Treatment  of 
Arterial  Disorders  of  the  Extremities. 
Guest  Editor  David  I.  Abramson,  M.D. 
Octavo.  Illustrated.  New  York,  Hoeber  Med- 
ical Division,  Harper  & Row,  Publishers,  1967. 
Published  bimonthly  (six  numbers  a year). 
Paper,  $16  per  year. 
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CONVENTION  Medical  Society  of  the  State  of  New  York 

FEBRUARY  11  through  15,  1968 

The  Americana,  New  York  City 


Scientific  Program 

Any  State  Society  member  who  wishes  to  present  a paper 
before  a scientific  section  or  a general  session  is  requested 
to  write  to  Bernard  J.  Pisani,  M.D.,  Chairman  of  Scientific 
Program  Committee  at  the  address  given  below. 

A short  abstract  of  the  proposed  presentation  should  ac- 
company the  letter. 


Scientific  Exhibits 


Requests  for  scientific  exhibit  space  should  be  addressed 
to  Albert  H.  Douglas,  M.D.,  Chairman,  Scientific  Exhibits 
Subcommittee  of  Convention  Committee,  at  the  address 
given  below. 


Scientific  Motion  Pictures 


Requests  to  present  a motion  picture  in  the  motion  picture 
theatre  at  the  convention  should  be  addressed  to  Kenneth 
B.  Olson,  M.D.,  Chairman,  Motion  Picture  Subcommittee, 
at  the  address  given  below. 

Address  all  communications  to  the  chairman 
Medical  Society  of  the  State  of  New  York 
750  Third  Avenue 
New  York,  New  York  10017 
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HENNESSY 

The  Hennessy  Bras  Arm©  trade'T‘ar 
assures  the  finest  quality 


Also  available  in  handy  half-pints 

80  Proof  • Schieffelin  A Co.,  N.  Y. 


HOLBROOK  MANOR  Tomeg 

Five  Acres  of  Pinewo-  ded  Grounds 

SENILE— AGED 

Non-sectarian,  dietary  laws  observed 
Medical  Director,  O.  L.  Friedman,  M.D.,  Q.P.,  M.A.P.A. 
HOLBROOK,  L.  I.  N.  Y.  Office;  TRafalgar  7-2666 


TRAINED  MEDICAL  ASSISTANTS 

to  save  your  valuable  lima,  assume  responsibility  for  appoint- 
ments, patients,  records,  assist  you  with  lab.  X-ray,  E.K.G., 
B.M.R.,  ate.  The  Mandl  School  for  Medical  A Dental  Assist- 
ants has  been  training  in  these  fields  for  43  years.  Our  grad- 
uates have  sound  professional  skills.  Free  Placement  Service. 

Mandl  School 

175  Fulton  Ave.,  Hempstead,  L.l.  (516)  IV  1-2774 
EST.  1924  - Licensed  by  the  State  of  New  York  ____ 
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PHYSICIANS  WANTED 


LONG  ISLAND,  NASSAU  COUNTY  GENERAL  PRAC- 
tice  group  needs  associate;  no  investment  needed.  Salary 
to  start,  partnership  in  one  year  if  compatible.  (516) 
PY  8-8011. 


INTERNIST,  BOARD-QUALIFIED  OR  BOARD-CERTI- 
fied,  wanted  to  associate  with  two-man  group  of  internists 
in  southeast  Nassau  County.  Box  557,  % NYSJM. 


INTERNIST  OR  FAMILY  PHYSICIAN,  ALPHA 
Omega  Alpha,  or  equivalent  in  ambition  and  ability  for 
large  office,  hospital  and  nursing  home  practice.  Work 
with  an  internist  and  a family  physician  in  Massapequa, 
Long  Island,  5 l/t  day  week.  Starting  salary  $30,000  per 
annum,  then  increases  leading  to  partnership.  Call  (516) 
799-7700. 


EXCELLENT  OPPORTUNITY  FOR  RADIOLOGIST, 
certified  or  eligible,  finishing  residency,  to  associate  with 
radiologist  in  very  busy  department.  Pleasant  community 
near  universities.  All  activities.  Professional  billing. 
Box  561,%  NYSJM. 


HELP  WANTED:  INTERNIST,  SURGEON  AND  GEN- 
eral  practitioner,  needed  to  join  small  group  in  Western 
New  York.  Excellent  facilities.  Ideal  for  young  physician 
or  older  M.D.  who  wishes  semi-retirement.  Box  560,  % 
NYSJM. 


RADIOLOGIST,  BOARD-CERTIFIED  OR  BOARD- 
eligible  for  275-bed  upstate  New  York  hospital.  To  asso- 
ciate with  two  Board  radiologists;  26,000  diagnostic  cases 
yearly,  orthovoltage  therapy.  Remuneration  open.  Send 
curriculum  vitae  to  Box  566,  % NYSJM. 


ALLEGANY:  PSYCHIATRIST  TO  DIRECT  NEW 

community  mental  health  center.  Will  assist  in  develop- 
ing services.  Program  in  planning  stage.  Fine  oppor- 
tunity for  man  of  vision  to  help  create  pioneer  service  in 
area.  Salary  up  to  $25,000.  Extensive  private  practice 
could  be  developed  in  addition  to  director  duties.  Oppor- 
tunity for  part-time  teaching,  graduate  level,  nearby  uni- 
versity. Staff  of  center  to  include  clinical  psychologist, 
psychiatric  social  worker  and  secretary.  Write:  Dr. 

William  L.  Pulos,  Box  1166,  Alfred,  N.Y.  14802;  or  call 
Dr.  Pulos  person-to-person  collect  587-5611. 


GENERAL  PRACTITIONER  TO  ASSIST  IN  LARGE 
North  Shore,  Suffolk  County,  N.Y.  practice.  N.Y. 
license,  under  40  years  of  age.  Box  567,  % NYSJM. 


STAFF  PHYSICIANS,  INTERNISTS,  PSYCHIATRISTS: 
Modern  psychiatric  hospital  near  Phila. — New  York  area 
with  interdisciplinary  approach  to  patients’  services  in 
multi-unit  structure.  Annual  salary  to  $20,000  depending 
upon  qualifications.  Excellent  low-cost  family  staff  hous- 
ing with  all  benefits.  Fully  approved  residency  training  in 
psychiatry.  Contact:  Harry  H.  Brunt,  Jr.,  M.D.,  Medi- 
cal Director,  Ancora  Hospital,  Hammonton,  N.J.  08037. 


LOCUM  TENENS:  GENERAL  PRACTICE,  NO  OB- 

stetrics,  western  New  York  village,  near  medical  center. 
Physician  with  one  or  more  years  hospital  training  and 
New  York  license;  remuneration  to  $600  weekly,  living 
quarters  available.  For  six  to  eight  weeks  of  July  and 
August.  Box  568,  % NYSJM. 


GENERAL  PRACTITIONER  OR  INTERNIST 
needed:  Attractive,  friendly,  rural  non-farm,  upstate  New 
York  area,  population  6,200.  New  office  space  available 
soon.  Nearest  hospital,  urban  area,  15  miles.  Excellent 
schools,  good  place  to  raise  children.  Write:  Mrs.  Harold 
Bartz,  R.D.  1,  Newark  Valley,  N.Y.  13811,  or  call  (607) 
642-3661. 


POSITIONS  WANTED 


MEDICAL  ASSISTANTS  AND  SECRETARIES.  LAB- 
oratory  Techs.  Well  trained  and  highly  qualified  personnel 
(male  & female).  Phone  CH  2-2330  Ext.  6,  Placement 
Dept.,  or  write  Eastern  School  for  Physicians’  Aides,  Dept. 
69,  85  Fifth  Ave.,  New  York,  N.  Y.  10003.  (Founded 
1936  by  two  member  physicians.) 


MISCELLANEOUS 


OFFICE  PLANNING,  FROM  ARCHITECTURAL 
drafting,  blue  prints,  through  finished  interiors,  by  trained 
interior  designer  with  medical  background.  S.  L.  Emmet, 
415  East  52nd  St.,  N.Y.C.  PL  1-2877. 


ELECTROLYSIS:  PUT  YOURSELF  IN  OUR  HANDS 

with  confidence.  Superfluous  hair  removed  permanently 
without  scars.  No  case  too  small,  no  case  too  far  advanced 
Special  attention  and  care  given  to  young  girls.  Free 
consultation,  by  appointment.  Lucille  Bouchard,  R.  I.  li- 
cense, 174  East  82nd  Street,  New  York,  N.  Y.  RE  7-1066. 


BILLS  COLLECTED— ABUSE  IS  RULED  OUT— 
tactful  yet  successful — 40  years  of  top  service  to  doctors 
and  hospitals- — Mail  billhead  for  details.  Crane  Dis- 
count Corp.,  220  W.  42nd  St.,  New  York,  N.Y.  10036. 
LO  5-2943. 


PRACTICES  FOR  SALE  OR  RENT 


LONG  ISLAND,  NEW  YORK:  GENERAL  PRACTICE, 
also  suitable  for  specialists.  Modem  8-room  equipped 
office,  attractive  2-story  furnished  home.  Center  of  town, 
near  ocean.  Available  July  1st.  Price  reasonable.  Box 
547,  % NYSJM. 


FOUR-YEAR  GROWING  PRACTICE,  INTERNAL 
medicine,  Queens,  New  York.  Office  fully  equipped,  in- 
cluding X-ray  and  EKG.  Available  July  1967.  Reason — 
drafted.  P.O.  Box  405,  Bayside,  New  York  11361. 


ACTIVE  GENERAL  PRACTICE  FOR  SALE,  IRVING- 
ton,  N.J.  Fully  equipped  office  in  medical  building  in 
apartment  complex  housing  5,000  people.  Would  also 
interest  internist.  Leaving  to  specialize.  Will  introduce. 
Phone  (201)  375-7600  or  Box  565,  % NYSJM. 


GENERAL  PRACTICE,  LOWER  WESTCHESTER 
County.  Established  twenty-five  years.  Office-residence 
available;  great  potential  for  energetic  person.  Doctor 
deceased.  (914)  GR  8-1377. 


E.N.T.  PRACTICE  WITH  OFFICE,  FULLY  EQUIPPED 
and  furnished,  for  sale  or  sublease.  Located  in  best  part 
of  Manhattan.  Drafted  into  Army  and  must  leave 
quality  and  excellent  income  E.N.T.  practice  to  lucky, 
interested  party.  Terms  to  suit.  Arthur  S.  Brenner, 
M.D.,  20  East  68th  St.,  New  York,  N.Y.  10021.  Phone 
TR  9-6600. 
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REAL  ESTATE  FOR  SALE  OR  RENT 


REAL  ESTATE  FOR  SALE  OR  RENT— CONT’D 


NEW  YORK  DUTCHESS  COUNTY:  NEW  MEDICAL 
building  in  Wappingers  Falls,  Poughkeepsie  area,  occupied 
by  D.D.S.,  orthodontist,  and  Ob-Gyn.  Office  available 
for  all  specialties.  Critical  physician  shortage  because  of 
pulation  explosion.  Address:  Martin  Rabin  D.D.S.,  65 
uth  Clinton  St.,  Poughkeepsie.  N.Y.  (914)  454-0322 


TERMINATING  30  YEAR  ACTIVE,  GENERAL  PRAC- 
tice  and  proctology  March  31,  1967.  Entering  Public 
Health  Service.  Well  planned  building  for  two  practi- 
tioners. Two  furnished  apartments  2nd  floor.  X-ray, 
laboratory  facilities.  New  York  State  Finger  Lakes 
wine  area,  Hammondsport,  New  York.  4 miles  from  new, 
75-bed  hospital.  Sell  or  lease  office  building.  Modem 
ranch  dwelling  built  Sept.  1965  on  premises,  for  sale. 
Write  or  phone:  Eldred  J.  Stevens,  M.D.,  Hammonds- 

port, N.Y.  14840;  (607)  569-2344  or  2345. 


OFF  PARK  AVE.,  TWO  ADJACENT  PSYCHIATRIST’S 
offies:  Air-conditioned,  attractive.  Eighties  (one  block 
from  Lexington  Ave.  86th  St.  express  stop).  Share  wait- 
ing room  with  one  other  psychiatrist.  Reasonable  rents. 
Contact:  Ned  Marcus,  M.D.,  110  East  87th  St.,  New 

York,  N.Y.  10028. 


CENTRAL  WESTCHESTER,  9 YEAR  OLD  SPLIT- 
level  home/office  combination;  3 bedrooms,  2 baths,  sepa- 
rate maids  room  and  bath,  living  room,  formal  dining 
room,  center  hall,  library-den.  Large  screened  flag-stone 

f>orch  with  built-in  barbecue.  Separate  doctor’s  office  on 
ower  level  with  large  study  (private  office  or  consultation 
room),  1 treatment  room  with  all  plumbing  and  wiring, 
dark  room,  powder  room,  waiting  room.  North  Street 
school  area  of  White  Plains.  Beautiful  grounds.  High 
50’s.  Must  be  seen.  (914)  WH  9-2218. 


f 

HOUSE  FOR  SALE  OR  RENT  IN  ROCKLAND 
County:  Home-office  combination,  presently  occupied  by 
M.D.  One-half  mile  from  hospital  on  one  acre  of  ground, 
on  main  artery.  Parking  area,  colonial  four-bedrooms,  one 
and  a half  baths,  20’  panelled  living  room,  two-car  garage. 
M.  Kaufer,  (914)  EL  7-0364. 


FOR  SALE:  JUST  TAKE  OVER  4-YEAR  LEASE  IN 
recently  modernized  office.  Growing  internal  medicine 
practice  located  along  Doctor’s  Row  in  heart  of  lovely 
upstate  college  city.  Physician  in  great  demand.  Will 
introduce  and  leave  records.  Reason — leaving  for  partner- 
ship. Box  569,  % NYSJM. 


BEDFORD  VILLAGE,  N.Y.  LAST  2 SUITES  AVAIL- 
able  in  new  professional  building.  Ideal  location  for  med- 
ical practice.  700  sq.  ft.  each,  starting  at  $260/mo.  Pres- 
ent tenants  include  bank,  pharmacy,  dentist,  and  account- 
ant. Center  of  town,  on  the  Village  Green.  Call  Bixler, 
(914)  BE  4-3647. 


HOSPITAL  FOR  SALE— WESTCHESTER  COUNTY. 
Excellent  profit  opportunity  for  group  of  physicians. 
David  Jaret  Corp.,  18  E.  41  St.,  N.Y.C.  Est.  40  yrs. 
(212)  MU  4-2400. 


PORT  WASHINGTON:  1 BLOCK  FROM  R.R.,  2 

treatment  rooms,  all  utilities  & air-conditioning  present; 
reception  rm.,  lab.,  dark  room,  lavatory,  business  office, 
private  office.  Large  private  parking  area.  (516)  PO 
7-2626. 


STONY  BROOK:  PERFECT  MEDICAL  LOCATION, 

will  be  one  block  from  new  State  Univ.  Medical  School. 
Faces  busy  thoroughfare.  3,000  new  houses  within  two 
miles.  Forced  to  sell  beautiful  9-room  Colonial,  2-car 
garage  suitable  for  office,  ‘/s  acre  of  woods.  Top  location 
in  prestige  area.  (516)  751-2290. 


EXCELLENT  OPPORTUNITY— SPACE  AVAILABLE 
in  modem,  new,  air-conditioned  professional  building  in  a 
growing  community.  Sal  Corindo,  Route  32,  Central 
Valley,  New  York  10917.  Tel:  928-6193. 


FOUR-ROOM  PROFESSIONAL  SUITE  FOR  RENT  IN  A 
3,000  family,  middle  income  cooperative  housing  develop- 
ment. London  Terrace  with  2,000  families  nearby  offers 
additional  support.  Midtown  Manhattan.  Call  or  write 
Lester  Goldberg,  Penn  Station  South  Cooperative,  321 
Eighth  Ave.,  New  York,  N.Y.  OR  5-3200. 


Project  HOPE 
Washington,  D.C.  20007 

I am  enclosing  $ to  help 

send  HOPE  to  the  many  countries 
who  need  her. 

Name — ■ 

S tree  t — 


L 


City. 


Zip. 
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Breast,  cancer  of,  occult,  bronchogenic  carcinoma  simulated 
by  solitary  metastasis  from,  589 
Breast,  carcinoma  of,  and  asymptomatic  tuberous  sclerosis, 
593 

Bronchogenic  Carcinoma  Simulated  by  Solitary  Metastasis 
From  Occult  Cancer  of  Breast  (Lisa,  Rosenblatt,  and 
Baldwin),  589 

Brow  Presentation  (Bednoff  and  Thomas),  803 

Calculi;  hourglass  gallbladder,  933 
Cancer 

bladder;  importance  of  pretreatment  assessment,  1284 
carcinoma  of  breast  and  asymptomatic  tuberous  sclerosis, 
593 

defibrination  syndrome  in;  treatment  with  heparin,  452 
occult,  of  breast,  bronchogenic  carcinoma  simulated  by 
solitary  metastasis  from,  589 
skin,  at  tuberculin  test  site,  710 
see  also  Carcinoma,  Tumor(s) 

Carcinoma 

bladder  cancer;  importance  of  pretreatment  assessment, 
1284 

bronchogenic,  simulated  by  solitary  metastasis  from  occult 
cancer  of  breast,  589 

defibrination  syndrome  in  cancer;  treatment  with  heparin, 
452 

jaundice,  ascites,  and  pancreatic  mass  [Clinicopathologic 
Conference],  1063 

skin  cancer  at  tuberculin  test  site,  710 

supervoltage  roentgenography  with  linear  accelerator,  414 
Carcinoma  of  Breast  and  Asymptomatic  Tuberous  Sclerosis 
(Tsukada  and  Pickren),  593 
see  also  Cancer,  Tumor  (s) 

Carcinosarcoma  of  Thyroid  Gland  (Rube,  Cabrera,  and 
Pickren),  716 
Cardiac 

arrhythmias,  monitoring,  during  open-heart  surgery  by 
epicardial  leads,  1745 

atrial  flutter  as  manifestation  of  digitalis  toxicity,  713 
basis  for  effects  of  atrial  dynamics  on  ventricular  function, 
675 

medical  aspects  of  judo,  1750 
scanning  of  heart,  1406 

Cardiac  Arrhythmias  in  Myotonic  Dystrophy  (Rosenthal  and 
Chaffee),  940 

Cardiac  Rhythm  and  Localization  of  His  Bundle  During 
Open  Heart  Surgery;  Method  for  Exact  Determination 
[Abstracts,  Proceedings,  New  York  Society  for  Thoracic 
Surgery!  (Robinson,  Delman,  Grunwald,  and  Lister),  1329 
see  also  Heart 

Cardiopulmonary  bypass,  resection  of  solitary  tracheal 
papilloma  using,  1166 

Cataract  Extraction  With  Kelman  Cryostylet  (Jones, 
Wahlig,  Golesic,  and  Armenia),  1170 
Cathartic  Colon  (Ziter),  546 

Chemical  messengers,  external;  II.  Natural  history  of 
schizophrenia,  1144;  III.  Mind  and  body  in  schizophrenia, 
1287 

Chest  pain,  substernal  [Correlation  Conferences  in  Radiology 
and  Pathology],  567 

Child,  preschool,  problem  of  accidents  to,  913 
Child,  psychoneurologically  impaired;  community  mental 
health  clinic  approach,  902 
Childbirth:  brow  presentation,  803 


Chloroquine  Therapy  in  Pulmonary  Sarcoidosis  (Krasnitz), 
1729 

Cholangitis:  diarrhea  and  fever  associated  with  gram-nega- 
tive septicemic  shock  [Clinicopathologic  Conference],  263 
Cholecystitis:  diarrhea  and  fever  associated  with  gram-nega- 
tive septicemic  shock  [Clinicopathologic  Conference],  263 
Chronic  Beryllium  Lung  Disease;  Disease  in  Search  of  Work 
History  (Neu  and  Schreiber),  1184 
Chronic  diseases,  multiple  screening  tests  for,  302 
Classification;  section  headings  in  medical  and  dental  litera- 
ture, 468 

Cleft  palate;  before  an  adenoidectomy- — stop!  look!  and 
listen!,  681 

Clinical  Anesthesia  Conference  (Series),  274,  570,  1181,  1321, 
1431 

Clinical  Applications  of  Electronystagmography  (Cohen), 
407 

Clinical  Use  of  Autogenous  Blood  Frozen  in  Liquid  Nitrogen; 
Application  in  Patient  Requiring  Gastrectomy  (Gerst, 
Horowitz,  Rowe,  Allen,  and  Kellner),  830 
Clinicopathologic  Conference  (Series),  263,  436,  560,  702, 
812,  1063,  1311,  1753 
Colitis 

cathartic  colon,  546 

granulomatous  (Crohn’s  disease  of  colon);  differentiation 
from  idiopathic  ulcerative  colitis,  244 
toxic;  complication  of  ulcerative  colitis  [Correlation  Con- 
ferences in  Radiology  and  Pathology],  270 
Colloidal  sulfide  liver  and  spleen  scanning  with  data  blending, 
technetium  99m,  291 
Colon,  cathartic,  546 

Colon,  perforation  of,  during  barium  enema,  278 
Colostomies  and  Ileostomies;  New  Concepts  in  Management 
(Marino  and  Marino),  1046 
Coma 

and  hyperosmolar  dehydration  in  diabetes  mellitus,  823 
prolonged,  with  recovery  [Clinical  Anesthesia  Confer- 
ence], 1181 

weakness,  and  jaundice  [Clinicopathologic  Conference], 
702 

Combat  training:  medical  aspects  of  judo,  1750 
Complications  From  Use  of  Surgical  Mesh  in  Repair  of 
Hernias  (Thorbjamarson  and  Goulian),  1189 
Compound  Presentation  of  Fetus  (Weissberg  and  Weingold), 
936 

Congenital  Ureterorenal  Abnormality  [Correlation  Confer- 
ences in  Radiology  and  Pathology],  1316 
Constrictive  Pericarditis  Caused  by  Hodgkin’s  Disease 
(Duane  and  Rottino) , 288 

Contraceptive  device,  intrauterine,  failure  associated  with 
anomalous  full-term  delivery,  1766 
Contraceptives:  impairment  of  diabetic  control  by  nor- 

ethynodrel  with  mestranol,  1073 
Correlation  Conferences  in  Radiology  and  Pathology  (Series) , 
270,  567,  819,  1070, 1316, 1763 

Corticosteroids:  current  trends  in  bronchial  asthma;  part  I 
[Recent  Advances  in  Medicine  and  Surgery],  921 
Counterpulsation,  comparison  of  bypass  of  left  side  of  heart 
with;  myocardial  assist  [Abstracts,  Proceedings,  New 
York  Society  for  Thoracic  Surgery],  1328 
(Crohn’s  disease  of  colon);  granulomatous  colitis;  differen- 
tiation from  idiopathic  ulcerative  colitis,  244 
Cryostylet,  Kelman,  cataract  extraction  with,  1170 
Cryosurgery,  New  York,  cradle  of  [History  of  Medicine],  465 
Current  Attitude  Toward  Appendicitis  (Wiles),  787 
Current  Trends  in  Bronchial  Asthma  [Recent  Advances  in 
Medicine  and  Surgery]  (Siegal),  part  I 921,  part  II  1057 

da  Orta,  Garcia,  (1500-1568),  life  and  times  of  [Medical 
Arts  and  Letters],  604 

Defibrination  Syndrome  in  Cancer;  Treatment  with  Heparin 
(Miller  and  Davison),  452 

Dehydration,  hyperosmolar,  and  coma  in  diabetes  mellitus, 
823 

Delivery,  full-term,  anomalous,  intrauterine  contraceptive 
device  failure  associated  with,  1766 
Diabetes  mellitus,  hyperosmolar  dehydration  and  coma  in, 
823 

Diabetic  control  by  norethynodrel  with  mestranol,  impair- 
ment of,  1073 

Diaphragmatic  Hernia  and  Allied  Conditions  [Panel  Dis- 
cussion], 663 

Diarrhea  and  Fever  Associated  With  Gram-Negative  Septi- 
cemic Shock  [Clinicopathologic  Conference],  263 
Diarrhea,  fever,  and  enlarging  abdominal  mass  [Clinico- 
pathologic Conference],  560 

Dicyclomine  hydrochloride,  effect  of,  on  narrow-angle 
glaucoma,  917 
Diet  and  psoriasis,  587 

see  also  Nutrition  Reports  (Series) 

Digestion:  treatment  of  intestinal  malabsorption  [Recent 

Advances  in  Medicine  and  Surgery],  806 
Digitalis  toxicity,  atrial  flutter  as  manifestation  of,  713 
Dilatation,  pneumatic,  in  lower  esophageal  ring,  1081 
Distention  of  the  Bladder  from  Overhydration  During 
Anesthesia  [Clinical  Anesthesia  Conference],  1321 
Drug(s) 

adverse  effects  of  ethacrynic  acid,  1438 
chloroquine  therapy  in  pulmonary  sarcoidosis,  1729 
effect  of  dicyclomine  hydrochloride  on  narrow-angle 
glaucoma,  917 
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hypotension  following  use  of  monoamine  oxidase  inhibitor 
[Clinical  Anesthesia  Conference],  570 
review  of  headache;  part  III  [Recent  Advances  in  Medi- 
cine and  Surgery],  552 
Duodenitis,  regional,  461 

Dysphagia;  diaphragmatic  hernia  and  allied  conditions 
[Panel  Discussion],  663 

Dysphagia:  pneumatic  dilatation  in  lower  esophageal  ring, 
1081 

Dystrophy,  myotonic,  cardiac  arrhythmias  in,  940 

Ear,  nose,  and  throat  infections,  antimicrobials;  role  in 
treatment  of;  group  A streptococcal  disease,  252 
Echoencephalography  in  Neurologic  Diagnosis;  Critical 
Evaluation  of  A-Scan  Technic  (Time-Amplitude  Detection 
of  Fixed  Echoes)  ((Schlagenhauff,  Mazurowski,  and 
Smith),  1035 

Edema;  adverse  effects  of  ethacrynic  acid,  1438 
Effect  of  Dicyclomine  Hydrochloride  on  Narrow-Angle 
Glaucoma  (Chalfin),  917 

Effects  of  Suggestion  on  Pruritus  With  Cutaneous  Lesions 
in  Chronic  Myelogenous  Leukemia  (Ament  and  Milgrom), 
833 

Effusion,  rheumatoid  pericardial,  angiocardiography  in 
diagnosis  of,  578 

Electromicroscope  and  its  Application  in  Otology  (Good- 
win), 799 

Electronic  thermometer,  advantages  of,  1411 
Electronystagmography,  clinical  applications  of,  407 
Electrophoresis,  hemoglobin;  clinical  pathology  correlations 
of  hemoglobinopathies  and  thalassemias,  1275 
Emergency  room,  New  York  Hospital,  1965,  quantitative 
survey  of,  1335 
Emotional  disturbances 

current  trends  in  bronchial  asthma;  part  I [Recent  Ad- 
vances in  Medicine  and  Surgery],  921 
psychodynamic  approach  to  psychoneurosis,  1737 
psychoneurologically  impaired  child;  community  mental 
health  clinic  approach,  902 
psychoneuroses;  special  point  of  view,  535 
treatment  of  obese  patient  [Nutrition  Reports],  1425 
Emphysema;  what  patient  can  teach  doctor  about  inhala- 
tional  therapy;  remarks  on  evolution  of  physiologic  treat- 
ment of  chronic  pulmonary  disease,  726 
Encephalitis:  weight  gain  and  somnolence  [Clinicopathologic 
Conference],  436 

Enema,  barium,  perforation  of  colon  during,  278 
Enteritis:  regional  duodenitis,  461 

Enterocolitis;  gross  rectal  bleeding  in  newborn  [Correlation 
Conferences  in  Radiology  and  Pathology  ] , 1070 
Enzyme  Changes  Following  Prednisone-Induced  Remission 
in  Progressive  Muscular  Dystropy  (Burckhardt  and 
LaDue),  598 

Epidemic  of  Acute  Histoplasmosis  in  Western  New  York 
State  (Gordon  and  Ziment),  235 
Epidemiology:  epidemic  of  acute  histoplasmosis  in  Western 
New  York  State,  235 
Epidermal  necrolysis,  toxic,  721 

Erythroblastosis  Fetalis  with  Amniotic  Fluid  Studies  and 
Intra-Uterine  Fetal  Transfusions;  Clinical  Evaluation  and 
Management  (Cherry  and  Rosenfield) , 403 
Esophageal  Leiomyoma  Simulating  Aortic  Aneurysm  [Cor- 
relation Conferences  in  Radiology  and  Pathology],  819 
Esophageal  ring,  lower  pneumatic  dilatation  in,  1081 
Ethacrynic  acid,  adverse  effects  of,  1438 

Ethnic  groups;  blood  pressure  comparisons  in  tropical  Afri- 
cans and  Peruvians;  II.  Follow-up  studies  in  tropical  Afri- 
cans, 724 

Evaluation  of  New  Oral  Penicillin  G (Baratta),  418 
External  Chemical  Messengers;  II.  Natural  History  of 
Schizophrenia,  1144;  III.  Mind  and  Body  in  Schizo- 
phrenia, (Wiener),  1287 

Facial  palsy,  peripheral,  throughout  the  ages;  art  in  medi- 
cine [Medical  Arts  and  Letters],  1331 
Fallout:  radioactive  isotopes  in  laboratory  medicine,  897 
Fetal  transfusions,  erythroblastosis  fetalis  with  amniotic 
fluid  studies  and  intra-uterine;  clinical  evaluation  and 
management,  403 

Fetus,  compound  presentation  of,  936 

Fetus:  intrauterine  contraceptive  device  failure  associated 
with  anomalous  full-term  delivery,  1766 
Fever  and  diarrhea  associated  with  gram-negative  septicemic 
shock  [Clinicopathologic  Conference],  263 
Fever,  Diarrhea,  and  Enlarging  Abdominal  Mass  [Clinico- 
pathologic Conference],  560 

Fibula,  proximal,  lesion  of  [Correlation  Conferences  in 
Radiology  and  Pathology],  1763 
Foreign  object:  what  wheezes  isn’t  always  asthma,  1075 
Fracture,  midline  sagittal,  of  maxilla,  459 

Fracture  of  lumbar  vertebra  and  intestinal  perforation 
caused  by  lap-type  seat  belt,  930 

Gallbladder,  hourglass,  933 

Garcia  da  Orta  (1500—1568),  life  and  times  of  [Medical 
Arts  and  Letters],  604 

Gastrectomy,  application  in  patient  requiring;  clinical  use  of 
autogenous  blood  frozen  in  liquid  nitrogen,  830 
Glaucoma,  narrow-angle,  effect  of  dicyclamine  hydrochloride 
on,  917 

Granulomatous  Colitis  (Crohn’s  Disease  of  Colon);  Differen- 


tiation from  Idiopathic  Ulcerative  Colitis  (Beranbaum), 
244 

Gross  Rectal  Bleeding  in  Newborn  [Correlation  Conferences 
in  Radiology  and  Pathology],  1070 

Headache,  review  of  [Recent  Advances  in  Medicine  and 
Surgery],  part  I 255,  part  II  426,  part  III  552 
Heart 

abnormal  Q waves  in  child  with  myocarditis,  283 
angiocardiography  in  diagnosis  of  rheumatoid  pericardial 
effusion,  578 

aortic  aneurysms  of  right  side,  1772 
cardiac  arrhythmias  in  myotonic  dystrophy,  940 
left  side  of,  with  counterpulsation,  comparison  of  bypass 
of;  myocardial  assist  [Abstracts,  Proceedings,  New  York 
Society  for  Thoracic  Surgery],  1328 
monitoring  cardiac  arrhythmias  during  open-heart  surgery 
by  epicardial  leads,  1745 

pregnancy  complicated  by  patent  ductus  arteriosus  with 
reversal  of  flow,  573 
scanning  of,  1406 

Heart-Lung  Bypass  Support  for  Extended  Thoracic  Surgery 
[Abstracts,  Proceedings,  New  York  Society  for  Thoracic 
Surgery]  (Beattie,  Cliffton,  Murphy,  Ryan,  Wright,  and 
Howland),  1330 
see  also  Cardiac 

Heart  block:  monitoring  cardiac  arrhythmias  during  open- 
heart  surgery  by  epicardial  leads,  1745 
Hemoglobin  Electrophoresis;  Clinical  Pathology  Correla- 
tions of  Hemoglobinopathies  and  Thalassemias  (Krieg  and 
Henry),  1275 

Hemoglobinopathies  and  thalassemias,  clinical  pathology 
correlations  of;  hemoglobin  electrophoresis,  1275 
Hemolytic  Anemia,  Lymphocytosis,  and  Lung  Lesion 
[Clinicopathologic  Conference],  1753 
Hemorrhage 

defibrination  syndrome  in  cancer;  treatment  with  heparin, 
452 

diaphragmatic  hernia  and  allied  conditions  [Panel  Dis- 
cusion],  663 

massive,  autotransfusion  for,  due  to  ruptured  spleen  in 
Jehovah’s  Witness,  1769 
post  rhinoplasty,  management  of,  550 
Hemorrhagic  Necrosis  in  Pituitary  Tumors;  (Pituitary 
Apoplexy)  (Castaneda  Adriano  and  Al-Mondhiry),  1448 
Hemosiderosis,  parenchymal,  megaloblastic  anemia  asso- 
ciated with,  444 

Heparin,  treatment  with;  defibrination  syndrome  in  cancer, 
452 

Hepatic  Failure,  Intestinal  Obstruction,  and  Lump  in  Neck 
[Clinicopathologic  Conference],  1311 
see  also  Liver 
Hernia  (s) 

complications  from  use  of  surgical  mesh  in  repair  of,  1189 
diaphragmatic,  and  allied  conditions  [Panel  Discussion], 
663 

pneumatic  dilatation  in  lower  esophageal  ring,  1081 
Hirschsprung’s  disease,  operative  correction  of  anal  and 
rectal  strictures  following  repeated  pull-through  pro- 
cedures for,  600 

His  bundle  during  open  heart  surgery,  cardiac  rhythm  and 
localization  of;  method  for  exact  determination  [Abstracts, 
Proceedings,  New  York  Society  for  Thoracic  Surgery], 
1329 

Histoplasmosis  in  Western  New  York  State,  epidemic  of 
dcute  235 

History  of  Medicine  (Series),  465,  946,  1193 
Hodgkin’s  disease,  constrictive  pericarditis  caused  by,  288 
Hodgkin’s  disease:  weight  gain  and  somnolence  [Clinico- 

pathologic Conference],  436 
Hourglass  Gallbladder  (Blair  and  Hughes),  933 
Hour  of  Birth  (Erhardt,  Nelson,  and  McMahon),  421 
Human  Tetanus  Antitoxin  (Holtzman,  Miller,  Murphy,  and 
Marin),  276 

Hydration:  distention  of  the  bladder  from  overhydration 
during  anesthesia  [Clinical  Anesthesia  Conference],  1321 
Hyperlipemia,  secondary,  management  of,  by  pancreatic 
extract,  1780 

Hyperosmolar  Dehydration  and  Coma  in  Diabetes  Mellitus 
(Drapkin  and  Matz),  823 

Hypnosis:  effects  of  suggestion  on  pruritus  with  cutaneous 
lesions  in  chronic  myelogenous  leukemia,  833 
Hypopituitarism  in  Male  (Blechman  and  Yuzon),  1077 
Hypertension  Following  Use  of  Monoamine  Oxidase  Inhibitor 
[Clinical  Anesthesia  Conference],  570 
Hypotension:  pregnancy  complicated  by  patent  ductus 

arteriosus  with  reversal  of  flow,  573 
Hypothermic  Ventricular  Perfusion;  Evaluation  of  Use  in 
Cerebrovascular  Occlusion  (Javid  and  Owens),  248 
Hypoxia,  restlessness — sign  of  [Clinical  Anesthesia  Confer- 
ence], 1431 

Ileostomies  and  colostomies;  new  concepts  in  management, 
1046 

Impairment  of  Diabetic  Control  by  Norethynodrel  with 
Mestranol  (Reder  and  Tulgan),  1073 
Implanted  Transvenous  Pacing  [Abstracts,  Proceedings, 
New  York  Society  for  Thoracic  Surgery]  (Furman  and 
Escher),  1327 

Implants,  tumor,  with  direct  dose  measurements,  iridium- 
192  for,  424 
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Infarct:  weakness,  jaundice,  and  coma  [Clinicopathologic 
Conference],  702 

Infarction:  gross  rectal  bleeding  in  newborn  [Correlation 

Conferences  in  Radiology  and  Pathology],  1070 

Inhalational  therapy,  what  patient  can  teach  doctor  about; 
remarks  on  evolution  of  physiologic  treatment  of  chronic 
pulmonary  disease,  726 

Inhibitor,  monoamine  oxidase,  hypertension  following  use  of 
[Clinical  Anesthesia  Conference],  570 

Innominate  Artepr  Steal  Syndrome  [Abstracts,  Proceedings, 
New  York  Society  for  Thoracic  Surgery]  (Yahr,  Furman, 
and  Robinson)  ,1328 

Intestinal  malabsorption,  treatment  of  [Recent  Advances 
in  Medicine  and  Surgery],  806 

Intestinal  obstruction,  lump  in  neck,  and  hepatic  failure 
[Clinicopathologic  Conference],  1311 

Intestinal  Perforation  and  Fracture  of  Lumbar  Vertebra 
Caused  by  Lap-Type  Seat  Belt  (Haddad  and  Zickel),  930 

Intrauterine  Contraceptive  Device  Failure  Associated  with 
Anomalous  Full-Term  Delivery  (Beck,  Bimbaum,  and 
Schlossberg) , 1766 

Iridium-192  for  Tumor  Implants  with  Direct  Dose  Measure- 
ments (Simon) , 424 

Iso-immunization:  erythroblastosis  fetalis  with  amniotic 

fluid  studies  and  intra-uterine  fetal  transfusions;  clinical 
evaluation  and  management,  403 

Isotopes,  radioactive,  in  laboratory  medicine,  897 


Jaundice,  Ascites,  and  Pancreatic  Mass  [Clincopathologic 
Conference],  1063 

Jaundice,  weakness,  and  coma  [Clinicopathologic  Confer- 
ence], 702 

Judo,  medical  aspects  of,  1750 


Kidney:  congenital  ureterorenal  abnormality  [Correlation 

Conferences  in  Radiology  and  Pathology],  1316 
Kidney:  role  of  renal  scanning  in  urologic  diagnosis,  542 
see  also  Renal 

Knighton,  Sir  William,  M.D.  (1776—1836);  physician  and 
keeper  of  the  privy  purse  [Medical  Arts  and  Letters],  293 

Lawmen,  Medicine  Men,  and  Good  Samaritans  (Foster),  957 
Leads,  epicardial,  monitoring  cardiac  arrhythmias  during 
open-heart  surgery  by,  1745 

Legal  problems:  lawmen,  medicine  men,  and  good  Samari- 
tans, 957 

Leiomyoma,  esophageal,  simulating  aortic  aneurysm  [Corre- 
lation Conferences  in  Radiology  and  Pathology],  819 
Lesion  (s) 

cutaneous,  in  chronic  myelogenous  leukemia,  effects  of 
suggestion  on  pruritus  with,  833 
Lung,  hemolytic  anemia,  and  lymphocytosis  [Clinico- 
pathologic Conference],  1753 

resection  of  solitary  tracheal  papilloma  using  cardio- 
pulmonary bypass,  1166 

Lesion  of  Proximal  Fibula  [Correlation  Conferences  in 
Radiology  and  Pathology],  1763 
Leukemia,  chronic  myelogenous,  effects  of  suggestion  on 
pruritus  with  cutaneous  lesions  in,  833 
Life  and  Times  of  Garcia  da  Orta  (1500-1568)  [Medical  Arts 
and  Letters]  (Pelner),  604 

Literature,  medical  and  dental,  section  headings  in,  468 
Liver 

and  spleen  scanning  with  data  blending,  technetium  99m 
colloidal  sulfide,  291 

hepatic  failure,  intestinal  obstruction,  and  lump  in  neck 
[Clinicopathologic  Conference],  1311 
management  of  secondary  hyperlipemia  by  pancreatic 
extract,  1780 
see  also  Hepatic 

Long  Road  to  Nirvana;  Dissertation  on  Marijuana  (Pelner), 
952 

Lung(s) 

chloroquine  therapy  in  pulmonary  sarcoidosis,  1729 
disease,  chronic  beryllium;  disease  in  search  of  work 
history,  1184 

-heart  bypass  support  for  extended  thoracic  surgery  [Ab- 
stracts, Proceedings,  New  York  Society  for  Thoracic 
Surgery],  1330 

lesion,  hemolytic  anemia,  and  lymphocytosis  [Clinico- 
pathologic Conference],  1753 

what  patient  can  teach  doctor  about  inhalational  therapy; 
remarks  on  evolution  of  physiologic  treatment  of  chronic 
pulmonary  disease,  726 
see  also  Pulmonary 
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(Series) 

Megaloblastic  Anemia  Associated  with  Parenchymal  Hemo- 
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[Clinicopathologic  Conference],  1311 
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Norethynodrel  with  mestranol,  impairment  of  diabetic  con- 
trol by, 1073 

Nose,  throat,  and  ear  infections,  antimicrobials:  role  in 
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and  Surgery],  1174 

Pancytopenia,  Septic  Manifestations,  and  Renal  Failure  in 
Elderly  Male  [Clinicopathologic  Conference],  812 
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Surgery]  (Cameron  and  Ballinger),  1414 
Perforation,  intestinal,  and  fracture  of  lumbar  vertebra 
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in;  II.  Follow-up  studies  in  tropical  Africans,  724 
Physiological  treatment  of  chronic  pulmonary  disease, 
remarks  on  evolution  of;  what  patient  can  teach  doctor 
about  inhalational  therapy,  726 
Plastic  surgery:  analysis  of  325  consecutive  rhytidectomies, 
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Prolonged  Coma  With  Recovery  [Clinical  Anesthesia  Con- 
ference], 1181 

Prosthetic  mitral  valve,  mechanism  of  thrombus  formation 
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Psychodynamic  Approach  to  Psychoneurosis  (Barahal),  1737 
Psychoneurologically  Impaired  Child;  Community  Mental 
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Quantitative  Survey  of  New  York  Hospital  Emergency 
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Chloromycetin 

(chloramphenicol) 

PARKE-DAVIS 

PARKE,  DAVIS  i COMPANY,  Detroit,  Michigan  48131 

Complete  information  for  usage 
available  to  physicians  upon  request. 
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DEMETHYLCHLOBTEIHACYCLINE 
provides  high  activity  levels 


one  300  mg 
tablet  b.i.d. 

or 

one  150  mg 
capsule  q.i.d. 


Ellective  in  a wide  range  of  everyday  infections— respiratory,  urinary  tract  and  others 
—in  the  young  and  aged— the  acutely  or  chronically  ill— when  the  offending  organ- 
isms are  tetracycline-sensitive. 

Contraindication— History  of  hypersensitivity  to  demethylchlortetracycline. 
Warning—  In  renal  impairment,  usual  doses  may  lead  to  excessive  systemic  ac- 
cumulation and  liver  toxicity.  Under  such  conditions,  lower  than  usual  doses  are 
indicated  and,  if  therapy  is  prolonged,  serum  level  determinations  may  be  advis- 
able. A photodynamic  reaction  to  natural  or  artificial  sunlight  has  been  observed. 
Small  amounts  of  drug  and  short  exposure  may  produce  an  exaggerated  sunburn 
reaction  which  may  range  from  erythema  to  severe  skin  manifestations.  In  a 
smaller  proportion,  photoallergic  reactions  have  been  reported.  Patients  should 
avoid  direct  exposure  to  sunlight  and  discontinue  drug  at  the  first  evidence  of 
skin  discomfort. 

Precautions  and  Side  Effects— Overgrowth  of  nonsusceptible  organisms  may  occur. 
Constant  observation  is  essential.  If  new  infections  appear,  appropriate  measures 
should  be  taken.  Use  of  demethylchlortetracycline  during  tooth  development  (last 
trimester  of  pregnancy,  neonatal  period  and  early  childhood)  may  cause  discolora- 
tion of  the  teeth  (yellow-grey-brownish).  This  effect  occurs  mostly  during  long-term 
use  but  has  also  been  observed  in  short  treatment  courses.  In  infants,  increased 
intracranial  pressure  with  bulging  fontanels  has  been  observed.  All  signs  and 
symptoms  have  disappeared  rapidly  upon  cessation  of  treatment.  Side  reactions 
include  glossitis,  stomatitis,  proctitis,  nausea,  diarrhea,  vaginitis  and  dermatitis.  If 
adverse  reaction  or  idiosyncrasy  occurs,  discontinue  medication  and  institute 
appropriate  therapy.  Anaphylactoid  reactions  have  been  reported. 

Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or  300  mg  b.i.d.  Should  be  given  1 hour 
before  or  2 hours  after  meals,  since  absorption  is  impaired  by  the  concomitant 
administration  of  high  calcium  content  drugs,  foods  and  some  dairy  products. 
Capsules:  150  mg;  Tablets:  film  coated,  300  mg,  150  mg,  and  75  mg  of  demethyl- 
chlortetracycline HCI. 
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Now,  whenever  you  want  the 
Valiumresponse  in  minutes 

(diazepam) 

...in  the  emergency  room 

...on  the  medical  and  surgical  wards 

...in  office  and  home  crisis  situations 
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a name  you  can  count  on 
when  it  counts 

CHLOROMYCETIN 

(CHLORAMPHENICOL) 


Complete  information  for  usage  available  to  physicians  upon  request, 
^arke.  Davis  & Company,  Detroit,  Michigan  48232 
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digestive 


disorders: 


B and  C vitamins  aid  therapy.  Nausea,  vomiting,  and  severe  diarrhea  may 
seriously  interfere  with  the  digestion  and  absorption  of  nutrients.  STRESSCAPS 
capsules,  containing  therapeutic  quantities  of  vitamins  R and  C,  may  help  meet 
the  needs  of  these  patients.  In  digestive  disorders,  as  in  many  stress  conditions, 
STRESSCAPS  vitamins  aid  therapy. 


Each  capsule  contains: 

Vitamin  B|  (as  Thiamine  Mononitrate)  10  mg 

Vitamin  Ba  (Riboflavin)  10  mg 

Vitamin  B*  (Pyridoxine  HCI)  2 mg 

Vitamin  Bia  Crystalline  4 mcgm 

Vitamin  C (Ascorbic  Acid)  300  mg 

Niacinamide  100  mg 

Calcium  Pantolhenate  20  mg 

Recommended  intake  Adults,  1 capsule 
daily,  for  the  treatment  of  vitamin  deficien- 
cies Supplied  in  decorative  ' reminder 
jars  of  30  and  100;  bottles  of  500 


Stomans 

Stress  Formula  Vitamins  Lederle  .H. 
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at  hand  for 
instant  relief. . . 
constant  security 


BRONKOMETER 

(isoetharine  0.6%;  phenylephrine  0.125%;  thenyldiamine  0.05%) 
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for  asthma 


Potent  bronchodilation 
...lasts  for  hours 


Bronkometer  acts  fast:  Decongests... clears  out 
tenacious  mucus  . . . increases  vital  capacity  . . . 
with  minimal  side  effects.  Contains  isoetharine*, 
Breon’s  different  and  exclusive  bronchodilator, 
thenyldiamine  and  the  bronchovasoconstrictor 
phenylephrine.  Balanced  formula.  A complete, 
ready-to-use  unit. 

♦Dilabron®,  brand  of  isoetharine 

"INSTANT  AIR"  for 

EMPHYSEMA,  CHRONIC  BRONCHITIS,  ASTHMA 

BRONKOMETER* 

BREON  LABORATORIES  INC. 

90  Park  Avenue,  New  York,  N.  Y.  10016 


COMPOSITION : Bronkometer  delivers  at  the  mouthpiece  200 
metered  doses  of;  350  meg  isoetharine  methanesulfonate  (0.6%); 
70  meg  phenylephrine  HCI  (0.125%);  and  30  meg  thenyldiamine  HCI 
(0.05%)  with  saccharin,  menthol  and  fluorochlorohydrocarbons  as 
inert  propellants.  Preserved  with  ascorbic  acid  0.1%  and  alcohol  30%. 

RECOMMENDED  DOSAGE:  One  or  two  inhalations  with  at  least 
one  minute  between  inhalations.  Occasionally  more  may  be  required. 
In  most  cases,  inhalations  need  not  be  repeated  more  often  than 
every  four  hours.  Dosage  should  be  adjusted  to  the  severity  of  the 
condition  and  to  patient’s  response. 

PRECAUTIONS;  Bronkometer  is  relatively  free  from  cardio- 
vascular and  other  side  effects,  but  the  usual  precautions  associated 
with  sympathomimetic  amines  should  be  observed.  Bronkometer 
should  not  be  administered  simultaneously  with  epinephrine  or 
similar  compounds  because  of  the  possibility  of  tachycardia,  although 
it  may  be  alternated  with  these  agents.  Dosage  must  be  carefully 
adjusted  in  patients  with  hyperthyroidism,  hypertension,  acute 
coronary  disease,  cardiac  asthma,  limited  cardiac  reserve  and  in 
individuals  sensitive  to  sympathomimetic  amines. 

SUPPLIED:  10  ml  pressurized  aerosol  vials  complete  with  meas- 
ured dose  valve  and  oral  nebulizer. 


CANTIL 

(mepenzolate  bromide) 


LAKESIDE 


Diarrhea,  one  of  the  most  vexing  symptoms 
of  common  G.  I.  disorders  can  often  be 
curbed  with  Cantil  (mepenzolate  bromide), 
bringing  welcome  relief  to  the  harassed 
patient.  Relatively  specific  for  the  hyper- 
active colon,  it  helps  reduce  diarrhea,  pain 
and  spasm  with  minimal  effect  on  other 
viscera.  Cantil  (mepenzolate  bromide)  is 
indicated  whenever  these  symptoms  are 
associated  with  irritable  colon,  gastroenter- 
itis, diverticulitis,  and  mild  to  moderate 
ulcerative  colitis. 

It  is  an  anticholinergic  drug  without  narcotic 
properties.  Side  effects  are  usually  mild. 


IN  BRIEF:  One  or  two  tablets  three  times  a day  and 
one  or  two  at  bedtime  usually  provide  prompt  relief. 
Cantil  with  Phenobarbital  may  be  prescribed  if  seda- 
tion is  required. 

Dryness  of  the  mouth,  blurring  of  vision,  constipation, 
nausea,  vomiting,  bloating  and  dizziness  may  occur 
but  are  usually  mild  and  transitory.  Urinary  retention 
is  rare.  Caution  should  be  observed  in  prostatic  hyper- 
trophy—withhold  in  glaucoma.  Contraindicated  in  pa- 
tients sensitive  to  phenobarbital  and/or  Cantil  (me- 
penzolate bromide);  in  toxic  megacolon,  obstruction 
of  G.  I.  or  G.  U.  tract. 

SUPPLIED:  CANTIL  (mepenzolate  bromide)— 25  mg. 
per  scored  tablet.  Bottles  of  100  and  250.  CANTIL  with 
PHENOBARBITAL  — containing  in  each  scored  tablet 
16  mg.  phenobarbital  (warning:  may  be  habit  form- 
ing) and  25  mg.  mepenzolate  bromide.  Bottles  of  100 
and  250. 


KESIOE  LABORATORIES,  INC.,  Milwaukee,  Wisconsin  53201 
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Tissue's  healing  nicely 
Yet  anxiety  slows] 


ill 


his  steps  toward  recovery. 


By  helping  overcome  anxiety  and  tension  which  can 
thwart  the  convalescent’s  progress,  Equanil  (me- 
probamate) often  may  play  an  important  role  in 
medical  and  surgical  aftercare. 


Cautions:  Carefully  supervise  dose  and  amounts  prescribed,  especially  for  patients  prone  to  overdose 
themselves.  Excessive  prolonged  use  may  result  in  dependence  or  habituation  in  susceptible  persons— 
as  ex-addicts,  alcoholics,  severe  psychoneurotics.  After  prolonged  high  dosage,  drug  should  be  withdrawn 
gradually  to  avoid  possibly  severe  withdrawal  reactions  including  epileptiform  seizures.  Side  effects 
include  drowsiness  and,  rarely,  allergic  or  idiosyncratic  reactions.  These  reactions,  sometimes  severe, 
can  develop  in  patients  receiving  only  1 to  4 doses  who  have  had  no  previous  contact  with  meprobamate. 
Mild  reactions  are  characterized  by  urticarial  or  erythematous  maculopapular  rash.  Acute  non-thrombo- 
cytopenic  purpura  with  petechiae,  ecchymoses,  peripheral  edema  and  fever  have  been  reported. 
If  an  allergic  reaction  occurs,  meprobamate  should  be  stopped  and  not  reinstituted.  Severe  reactions, 
observed  very  rarely,  include  angioneurotic  edema,  bronchial  spasms,  fever,  fainting  spells,  hypo- 
tensive crises  (1  fatal  case),  anaphylaxis,  stomatitis  and  proctitis  (1  case)  and  hyperthermia.  Warn 
patients  of  possible  reduced  alcohol  tolerance.  Should  drowsiness,  ataxia,  or  visual  disturbances 
occur,  dose  should  be  reduced.  If  symptoms  persist,  patients  should  not  operate  vehicles  or 
dangerous  machinery.  A few  cases  of  leucopenia,  usually  transient,  have  been  reported  follow- 
ing prolonged  dosage.  Other  blood  dyscrasias— aplastic  anemia  (1  fatal  case),  thrombocyto, 
penic  purpura,  agranulocytosis  and  hemolytic  anemia— have  occurred  rarely,  almost  always 
in  the  presence  of  known  toxic  agents.  One  fatal  case  of  bullous  dermatitis  following  inter- 
mittent use  of  meprobamate  with  prednisolone  has  been  reported.  Prescribe  very  cautiously 
for  patients  with  suicidal  tendencies.  Suicidal  attempts  should  be  treated  with  immediate 
gastric  lavage  and  appropriate  supportive  therapy. 

Contraindications:  History  of  sensitivity  to  meprobamate. 

Composition:  Tablets,  200  mg.  and  400  mg.  meprobamate.  Coated 
Tablets,  Wyseals®  Equan  il  (meprobamate)  400  mg.  Continuous- 
Release  Capsules,  Equanil  L-A  (meprobamate)  400  mg. 

Wyeth  Laboratories 
Philadelphia,  Pa. 
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For  adolescents,  acne  is  "...an  af- 
fliction which  immediately  separates 
these  people  from  their  confreres.'* 
Washing  with  pHisoHex,  from  the 
first  sign  of  acne,  can  help  your  pa- 
tients—even  with  severe  forms  — 
through  the  “acne  decade"  (12-22). 
Three  or  four  thorough  daily 
washes  with  powerful,  antibacterial 
oHisoHex  enhance  acne  regimens. 
Results  help  restore  self-confidence. 
oHisoHex  builds  a cumulative  bac- 
eriostatic  film  of  hexachlorophene 
o protect  acne  skin  between  wash- 
ngs,  helps  check  the  “infection  fac- 
or."  pHisoHex  is  especially  effec- 


tive against  Staph— a frequent  in- 
vader of  acne  lesions. 

A much  more  surface-active  deter- 
gent than  soap,  pHisoHex  removes 
dirt,  emulsifies  oil  and  cleanses 
acne  skin  rapidly  and  thoroughly, 
including  orifices  of  the  sebaceous 
glands,  sweat  glands  and  hair  fol- 
licles. pHisoHex  is  nonalkaline,  hy- 
poallergenic and  “kind”  to  skin. 
pHisoAc®,  a keratolytic  skin-toned 
cream,  is  recommended  with 
pHisoHex  for  local  treatment  in 
acne.  pHisoAc  dries,  peels  and 
masks  lesions,  helps  prevent  come- 
dones, pustules  and  scarring.  It  con- 


tains colloidal  sulfur  6 per  cent, 
resorcinol  1.5  per  cent  and  hexa- 
chlorophene 0.3  per  cent.  Odorless, 
nongreasy  and  pleasant  to  use.. 
pHisoHex  is  supplied  in  squeeze 
bottles  of  5 oz.  and  1 pint  and  in 
unbreakable  bottles  of  1 gal. 
pHisoAc  is  supplied  in  tubes  of  1 Va 
oz.,  also  available  in  a combination 
package  with  a 5-oz.  squeeze  bot- 
tle of  pHisoHex. 

•Kiigman,  A M.,  in  Ludwig,  G.  D..  and 
Elsom,  Katherine  O.  (Eds  ):  Am.  Pract. 
13:200,  March,  1962. 
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When  did  you  last  attend  a convention,  doctor? 

Maybe  you  could  manage  more  often  to  attend  stimulating  conven- 
tions in  this  country  and  abroad  — if  you  didn’t  have  to  spend  so  much  time 
on  collections. 


That’s  one  problem  GHI  Participating  Doctors  do  not  have  with  their 
GHI  patients.  Services  to  such  patients  are  paid  for  promptly  — usually  within 
five  working  days  — and  with  almost  no  effort  on  the  doctors’  part.  This  is 
just  one  of  the  many  reasons  why  more  and  more  of  your  colleagues  are 
becoming  GHI  Participating  Doctors. 

Maybe  you  should,  too.  Our  Professional  Relations  Department  will 
be  glad  to  answer  your  questions.  Why  not  call  or  write,  today? 


HEALTH 


GHI/221  PARK  AVENUE  SOUTH,  NEW  YORK,  N.Y.  10003/Phone:  777-6000 
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THERE  IS  NO  GENERIC  EQUIVALENT 


A reputation  is  earned,  not  bestowed.  Your  Rx  for  a 
pharmaceutical  specifying  a brand  or  manufacturer’s  name 
expresses  confidence  in  the  manufacturer’s  integrity, 
uncompromising  production  standards, 
quality  control,  and  his  dedication  to  the  public  welfare. 
There  is  no  generic  equivalent  for  reputation; 
it  cannot  be  bought  or  duplicated. 


Pharmaceutical 
Manufacturers  Association 
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Advertising  Council 


1155  Fifteenth  St.,  N.  W„ 
Washington,  D C.  20005 


This  message  is  brought  to  you  as  a courtesy  of  this  publication 
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Medical  News 


Gynecologic  pathology  subject  of  course 

A postgraduate  course  in  applied  gynecologic 
pathology,  sponsored  jointly  by  Downstate 
Medical  Center  and  The  Long  Island  Jewish 
Hospital  will  begin  Sptember  7.  The  course 
will  stress  correlation  between  clinical  aspects 
and  pathology;  subject  matter  will  be  covered 
by  lantern  slide  presentation,  scopicon  micro- 
scopic projection,  and  demonstration  of  gross 
specimens.  The  final  portion  of  each  session  will 
be  devoted  to  individual  examination  of  class 
slides. 

There  will  be  at  least  42  hours  of  instruction. 
Classes  will  be  held  regularly  on  Thursdays  from 
1:00  to  4:00  p.m.  at  the  hospital.  Students 
are  asked  to  provide  their  own  microscopes. 
The  class  is  limited  to  20  students;  tuition  fee 
is  $100.  Instructors  are  H.  I.  Colman,  M.D., 
A.  H.  Rosenthal,  M.D.,  J.  I.  Berman,  M.D., 
D.  J.  Casper,  M.D.,  and  N.  Platt,  M.D. 

Application  should  be  made  to  the  Committee 
on  Medical  Education,  The  Long  Island  Jewish 
Hospital,  New  Hyde  Park,  New  York. 

Manual  on  child  health  care 
standards  published 

The  American  Academy  of  Pediatrics  has 
published  a comprehensive  detailed  report  on 
child  health  care  standards.  The  manual, 
entitled  Standards  of  Child  Health  Care,  pro- 
vides information  on  perinatal  care,  neonatal 
care,  preventive  pediatrics,  care  of  the  child 
during  illness,  equipment  and  facilities  needed 
for  child  health  care,  use  of  allied  health  per- 
sonnel, pediatric  records,  continuing  educa- 
tion, community  responsibilities,  consultations 
and  referrals  in  pediatric  practice,  and  pediatric 
manpower. 

Standards  of  Child  Health  Care  is  intended  not 
only  to  serve  as  a guide  for  practicing  pedia- 
tricians, especially  those  now  in  training,  but 
also  seeks  to  assist  those  who  will  plan  or 
administer  future  child  health  programs. 

The  manual  costs  $2.00  per  copy  and  may  be 
obtained  by  writing  to:  American  Academy  of 

Pediatrics,  1801  Hinman  Avenue,  Evanston, 
Illinois  60204. 

Material  for  nclusion  in  the  medical  news  section  must 
be  received  six  weeks  prior  to  publication  date. 


Clinical  Center  to  study  ataxia 
telangiectasia  syndrome 

The  cooperation  of  physicians  is  requested  in 
the  referral  of  patients  for  a study  of  ataxia 
telangiectasia  syndrome  being  conducted  by  the 
Medical  Neurology  Branch,  National  Institute 
of  Neurological  Diseases  and  Blindness  at  the 
Clinical  Center,  National  Institutes  of  Health, 
Bethesda,  Maryland. 

Selected  patients  with  this  syndrome  will  be 
admitted  to  the  Clinical  Center  for  study  of  their 
neurologic  and  immune  status,  particularly 
immunoglobulin  metabolism  and  for  evaluation 
of  endocrine  function.  Upon  completion 
of  their  studies,  patients  will  be  returned  to  the 
care  of  the  referring  physician  who  will  receive  a 
full  report  of  the  studies  done. 

Physicians  interested  in  having  their  patients 
considered  for  admission  to  this  study  may 
write  or  telephone: 

Dale  E.  McFarlin,  M.D.,  Clinical  Center, 
Room  10-N-310,  National  Institutes  of  Health, 
Bethesda,  Maryland  20014.  The  telephone 
number  is  656-4000,  extension  65930,  area 
code  301. 


Personalities 

Appointed.  Stanley  B.  Kahane,  M.D.,  New 
York  City,  as  medical  director  of  the  Gouver- 
neur  Health  Services  Program  which  is  ad- 
ministered by  the  Beth  Israel  Medical  Center 
. . . Sylvester  Carter,  M.D.,  New  York  City, 
as  Civilian  Aide  to  the  Secretary  of  the  Army 
for  Southern  New  York. 

Awarded.  The  New  York  State  Depart- 
ment of  Health’s  new  Distinguished  Service 
Awards  to:  Joseph  H.  Kinnaman,  M.D.,  Nas- 

sau County  Health  Commissioner;  Morris 
Schaeffer,  M.D.,  assistant  commissioner  and 
general  director,  New  York  City  Health  De- 
partment Bureau  of  Laboratories;  John  J. 
Bourke,  M.D.,  assistant  commissioner  in  charge 
of  the  State  Health  Department’s  division  of 
hospital  review  and  planning;  and  Mr.  Edward 
J.  Coyne,  assistant  director  of  the  State  De- 
partment’s office  of  fiscal  management. 
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NUMA 


DURA-TABS® 

for  prolonged  aid  to  ventilation 


Each  Numa  Dura-Tab  provides: 

theophylline  225  mg. 

ephedrine  HCI 50  mg. 

butabarbital 25  mg. 

( Warning:  butabarbital  may  be  habit-forming.) 


Numa  Dura-Tabs  provide  prolonged  three-way 
action  to  ease  breathing.  Theophylline,  a potent 
bronchodilator  with  minimal  effect  on  the  CNS, 
opens  air  passages  and  reduces  bronchial  spasm. 
Ephedrine  HCI  improves  breathing  capacity 
through  its  decongestant  action.  Butabarbital,  a 
mild  sedative,  allays  fear  and  apprehension. 


Dosage:  One  Numa  Dura-Tab  every  8 to  12  hours 
helps  keep  the  asthmatic  patient  symptom-free 
all  day/all  night. 

Precautions:  Use  with  caution  in  cardiovascular 
or  hyperthyroid  disease,  severe  hypertension, 
circulatory  collapse,  prostatic  hypertrophy,  or 
glaucoma. 


WYNN  Pharmaceuticals,  Inc.  Phila. , Pa.  19132  • Manufacturers  of  QUINAGLUTE  ® DURA-TABS® 

(QUINIDINE  GLUCONATE  5 Gr 
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Medical  Meetings 


Medical  aspects  of  sports  topic  of  meeting 

The  sixth  postgraduate  Conference  on  Medi- 
cal Aspects  of  Sports,  sponsored  by  the  Univer- 
sity of  Rhode  Island  and  the  Rhode  Island  Medi- 
cal Society,  will  be  held  August  17  and  18  at 
Keaney  Gymnasium,  University  of  Rhode  Is- 
land. 

The  program  will  feature  Albert  S.  Hyman, 
M.D.,  past  president  of  the  American  College  of 
Sports  Medicine  who  will  speak  on  “The  Estima- 
tion of  Cardiovascular  Fitness.”  The  following 
topics  will  be  included:  “Preseason  and  Post- 
season Exercises  in  College  Football,”  Kenneth 
Rawlinson,  head  trainer,  Oklahoma  University; 
“Medical  Aspect  of  Making  Weight  in 
Athletes,”  Donald  L.  Cooper,  M.D.,  director  of 
the  hospital  and  clinic,  Oklahoma  State  Univer- 
sity; “Knee  Injuries,  Diagnosis,  and  Treat- 
ment,” Fred  Alman,  Jr.,  M.D.,  member  of  the 
President’s  Council  on  Physical  Fitness;  “Com- 
mon Problems  of  the  Foot  in  Athletes,”  A.  A. 
Savastano,  M.D.,  orthopedic  surgeon,  Depart- 
ment of  Athletics,  University  of  Rhode  Island; 
“The  Athlete  with  a Nerve  Pinch”  James  S. 
Feurig,  M.D.,  director  health  center,  Michigan 
State  University;  “Conditioning  in  College  and 
Professional  Hockey,”  Zellio  Toppazzini,  head 
hockey  coach,  Providence  College;  and  “Con- 
ditioning in  College  and  Professional  Basket- 
ball,” Bill  van  Bredakolff,  coach,  Los  Angeles 
Lakers. 

Symposium  offered  on  marine  drugs 

A symposium  on  “Drugs  From  the  Sea,” 
sponsored  by  the  Marine  Technological  Society, 
the  Bio-Instrumentation  Advisory  Council  of  the 
American  Institute  of  Biological  Sciences,  and 
the  University  of  Rhode  Island  College  of 
Pharmacy,  is  to  be  held  August  27  through  29  at 
the  University  of  Rhode  Island’s  College  of 
Pharmacy,  Kingston. 

The  program  will  be  moderated  by  Heber  W. 
Youngken,  Jr.,  Ph.D.,  dean,  College  of  Phar- 
macy, University  of  Rhode  Island,  and  will 
feature  a “Review  of  Certain  Marine  Plant 
Life  for  Drug  Investigational  Purposes,”  Ara 
DerMerderosian,  Ph.D.,  assistant  professor  of 
pharmacognosy,  Philadelphia  College  of  Phar- 
macy; “Problems  in  the  Biological  and 
Pharmacological  Evaluation  of  Marine  Or- 
ganisms,” John  J.  DeFeo,  Ph.D.,  professor  of 
pharmacology.  University  of  Rhode  Island. 
Other  speakers  will  be  Bruce  Halstead,  Ph.D., 
director  of  the  Internal  Biotoxicological  Center 

Material  for  inclusion  in  the  medical  meetings  section  must 
be  received  six  weeks  prior  to  publication  date. 


of  the  World  Life  Research  Institute,  Colton, 
California;  Sidney  Upham,  Ph.D.,  vice-presi- 
dent and  director  of  research,  Marine  Colloids, 
Inc.,  Rockland,  Maine;  David  Schwimmer, 
Ph.D.,  Western  Regional  Research  Labora- 
tories, U.  S.  Department  of  Agriculture,  Albany, 
California;  and  Paul  R.  Burkolder,  Ph.D., 
Lamont  Geological  Observatory,  Columbia 
University,  New  York  City. 

Medical  writers  to  meet 

The  twenty-seventh  annual  meeting  of  the 
American  Medical  Writers’  Association 
(AMWA)  is  to  be  held  September  21  through 
24  at  the  Palmer  House,  Chicago,  Illinois. 

The  program  is  designed  for  both  physicians 
and  journalists  with  interest  in  the  field  of  medi- 
cal writing.  Attendance  is  open  to  both  mem- 
bers and  nonmembers  of  AMWA. 

Educating  medical  writers;  ethics  in  medical 
journalism;  new  methods  of  approaching  the 
literature;  drug  information  as  viewed  by  gov- 
ernment, industry,  and  the  journals;  and  medi- 
cal news  for  the  physicians  will  be  features  of 
this  meeting. 

For  further  information  write  to:  American 
Medical  Writers’  Association,  Post  Office  Box 
267,  Arlington,  Virginia  22210. 

Clinical  chemists  and  pathologists  to  meet 

A combined  meeting  of  the  American  As- 
sociation of  Clinical  Chemists,  Upstate  Section, 
and  the  New  York  State  Society  of  Pathologists 
is  to  be  held  October  27  and  28  at  the  Thruway 
Inn,  Albany.  The  meeting  will  feature  a panel 
discussion  on  “Functional  and  Structural  Cor- 
relations in  Normal  Mechanisms  and  Diseases 
of  the  Liver.” 

For  further  information  write  to:  A.  P. 

Gewanter,  M.D.,  Samaritan  Hospital,  Peoples 
and  Burdett  Avenues,  Troy,  New  York  12180. 

Course  offered  in  gastroenterology 

Advances  in  diagnosis  and  treatment  of 
gastrointestinal  diseases  and  a comprehensive 
discussion  of  diseases  of  the  esophagus,  stomach, 
pancreas,  liver  and  gallbladder,  and  colon  and 
rectum  will  be  the  subject  of  the  annual  Post- 
graduate Course  in  Gastroenterology,  sponsored 
by  the  American  College  of  Gastroenterology, 
to  be  held  November  2 through  4 at  The  Bilt- 
more,  Los  Angeles,  California. 

For  further  information  and  enrollment  write 
to:  American  College  of  Gastroenterology,  33 
West  60th  Street,  New  York,  New  York  10023. 
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Medical  Schools 


Albany  Medical  College 

To  be  honored  by  East  Africa  University. 

Jack  N.  P.  Davies,  M.D.,  professor  of  pathology, 
will  receive  an  honorary  degree  from  the  Uni- 
versity of  East  Africa  at  a university  congrega- 
tion in  Nairobi,  Kenya,  in  October,  1967.  Dr. 
Davies  will  receive  an  honorary  degree  of  Doc- 
tor of  Science  in  recognition  of  his  many  con- 
tributions to  the  knowledge  of  African  diseases. 

New  member  of  research  faculty.  Dr. 
Leon  Goldberg,  Surrey,  England,  has  joined  the 
research  faculty  of  the  College.  He  has  also 
been  appointed  research  professor  of  pathology 
as  well  as  associate  director  of  the  College’s 
Institute  of  Experimental  Pathology  and  Tox- 
icology. Until  his  appointment  he  was  direc- 
tor of  the  British  Industrial  Biological  Re- 
search Association  and,  currently,  is  chairman 
of  the  World  Health  Organization’s  Scientific 
Group  on  Procedures  for  Investigating  In- 
tentional and  Unintentional  Food  Additives. 
He  has  served  as  consultant  to  the  Joint  U.N. 
Food  and  Agricultural  Organization /WHO 
Expert  Committee  on  Food  Additives. 

First  operational  grant.  The  first  opera- 
tional grant  has  been  awarded  to  the  College 
under  terms  of  the  Federal  government’s  heart, 
cancer,  and  stroke  legislation.  This  operational 
program  is  designed  to  help  make  latest  de- 
velopments in  diagnosis  and  treatment  of  heart 
disease,  cancer,  stroke,  and  related  diseases 
readily  available  to  the  American  people. 
The  grant  provides  $914,627,  for  the  first  year 
of  operations  of  a two-year  grant.  The  ac- 
tivities of  the  Albany  Regional  Program  will  be 
coordinated  by  Frank  M.  Woolsey,  Jr.,  M.D., 
associate  dean  and  chairman,  Department  of 
Postgraduate  Medicine,  working  in  cooperation 
with  a regional  advisory  group  broadly  rep- 
resentative of  all  the  health  resources  of  the 
region.  Members  of  the  advisory  group  are: 
Robert  J.  Gilston,  M.D.,  Amsterdam;  Gerald 
L.  Haidak,  M.D.,  Pittsfield,  Massachusetts; 
William  H.  O’Brien,  M.D.,  Albany;  Robert 
C.  King,  D.D.S.,  Delmar;  Helen  F.  Middle- 
worth,  R.N.,  Albany;  Girard  J.  Craft,  M.D., 
Delmar;  Joseph  T.  Doyle,  M.D.,  Slingerlands; 
Charles  Eckert,  M.D.,  Loudonville;  Thomas 
Hale,  M.D.,  and  William  P.  Nelson,  III,  M.D., 
Slingerlands;  Leonard  D.  Policoff,  M.D.,  Al- 
bany; Bernard  Siegel,  Delmar;  James  Bord- 
ley,  III,  M.D.,  Cooperstown;  Louis  E.  Breglia, 
Poughkeepsie;  George  W.  Graham,  M.D., 
Schenectady;  Lee  R.  Tompkins,  M.D.,  Liberty; 
William  H.  Raymond,  M.D.,  Johnstown;  Doris 
S.  Rome,  M.D.,  Albany;  F.  Donald  Lewis, 
Latham;  Hollis  S.  Ingraham,  M.D.,  Albany; 


John  J.  A.  Lyons,  M.D.,  Feura  Bush;  Ewald  B. 
Nyquist,  LL.D.,  and  James  J.  Warren,  Albany. 

Albert  Einstein  College  of  Medicine 

Sigma  computer  system.  The  College  of 
Medicine  has  ordered  a Sigma  computer  system 
from  Scientific  Data  Systems.  It  will  serve 
as  the  nucleus  for  a physiologic  research  com- 
puter center.  When  the  system  is  in  full  oper- 
ation, it  will  allow  research  laboratories  through- 
out the  College  to  be  simultaneously  connected 
directly  to  a Sigma  7. 

Commonwealth  Fund  grant.  The  College 
is  one  of  the  three  leading  university  medical 
schools  to  receive  a grant  from  the  Common- 
wealth Fund  for  fundamental  reforms  in  the 
patterns  of  hospital  services  and  education  in 
the  health  professions.  An  experimental  pro- 
gram with  Lincoln  Hospital  to  train  people  from 
the  community  for  health-service  careers  will 
be  financed  by  the  grant  for  $300,000. 

Cornell  University  Medical  College 

Elected  president  of  alumni  association. 

Milton  Helpern,  M.D.,  visiting  professor  of 
pathology,  assistant  professor  of  clinical  medi- 
cine, and  chief  medical  examiner  of  New  York 
City,  was  elected  president  of  the  College’s 
Alumni  Association  for  a two-year  term.  Dr. 
Helpern  is  also  professor  and  chairman  of  fo- 
rensic medicine  at  New  York  University  School 
of  Medicine. 

New  appointment.  Frederick  Beck,  M.D., 
has  received  the  appointment  as  chairman,  De- 
partment of  University  Health  Service,  clinical 
director  and  physician-in-chief.  Sage  Hospital- 
Gannett  Medical  Clinic,  for  one  year.  Dr. 
Beck  assumes  his  post  July  1 and  is  replacing 
Norman  S.  Moore,  M.D.,  who  announced  his 
retirement  in  April. 

Elected  to  membership.  Walsh  McDermott, 
M.D.,  Livingston  Farrand  Professor  and  chair- 
man, Department  of  Public  Health,  has  been 
elected  a member  of  the  National  Academy  of 
Sciences. 

Graduation  exercises  held.  On  June  7, 
83  medical  graduates  received  the  Doctor  of 
Medicine  degree.  Dr.  James  A.  Perkins,  presi- 
dent, presided  at  the  ceremonies  and  conferred 
the  degrees.  Dean  John  E.  Deitrick  adminis- 
tered the  Hippocratic  Oath  to  the  new  phy- 
sicians. 
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The  low  back  pain  that  is  most  frequently  seen  in  general  practice 
is  mechanical  in  nature,  i.e.,  postural  back  pain,  joint  dysfunction  and 
acute  back  strain.'  2 For  this  type  of  discomfort,  a conservative  regimen 
is  usually  sufficient  to  relieve  aches  and  pains,  and  to  help  keep 
the  patient  functioning.  Components  of  this  basic  program  include: 


oea  If  the  patient  is  in  the 
pain-spasm-cycle . . . there  is  no  alternative 
or  substitute  for  absolute  bed  rest. . ,”3 


^ethocarbam' 

750  mg 


ClKll  M'lCt 


'Ortmul  loll 


'OBINS! 


Heat  "A  very  valuable 

method  of  applying 
heat  at  home  is  a prolonged 
;;  hot  bath..."5 

fflfl  ./  J iM  ® (g  , 
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Board 

"Boards  should  be  ordered  under 
the  mattress . . . these  boards  act 
by  immobilizing  the  spine..."4 

Heated  for  relief  of  skeletal  muscle  spasm.  Contraindicated  in 
oersensitive  patients.  Side  Effects  (lightheadedness,  dizziness, 

>wsiness,  nausea)  may  occur  rarely,  but  usually  disappear  on  reduced 
sage.  Hypersensitivity  reactions  develop  infrequently.  See  product 
rature  for  further  details.  Also  available:  Robaxin®  Tablets 
sthocarbamol,  500  mg. ) Robaxin  Injectable  (methocarbamol,  1 Gm./lOcc.) 
erences:  (1 ).  Godfrey,  C.M.:  Applied  Therap.  8.-950,  1966.  (2) . Gottschalk, 
GP  33-91,  1966.  (3).  Rowe,  M.l.=  J.  Occup.  Med.  2.-219,  1960. 

'■  Cozen,  L.;  South  Dakota  J.  Med.  18-26,  1965.  (5).  Soto-Hall,  R.; 
id.  Sc.  14:23,1963.  (6).  Weiss,  M.  and  Weiss,  S.:  J.  Am.  Osteopath.  A. 

142, 1962.  (7).  Feuer,  S.G.,  el  a/..-  New  York  J.  Med.  62:1985, 1962. 


Robaxin-750 

(methocarbamol,  750  mg.  capsule- 
shaped tablets)  A well-tolerated6 
skeletal  muscle  relaxant,  methocar- 
bamol helps  relieve  spasm 
“...without  interfering  with  normal 
tone  and  movement."7  And  there 
is  little  likelihood  of  sedation.6 


A’H 


ROBINS 


A.  H.  ROBINS  COMPANY 
RICHMOND,  VIRGINIA  23220 
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Downstate  Medical  Center 

Hospital  administration  program.  Irvin 
J.  Cohen,  M.D.,  has  been  appointed  professor 
and  chairman  of  the  Hospital  Administration 
Program.  Since  1962  he  has  been  executive 
vice-president  of  Maimonides  Medical  Center 
and  will  continue  in  this  position. 

Faculty  appointments  and  promotions. 

Wilfred  E.  Toreson,  M.D.,  has  been  appointed 
professor  of  pathology.  Andor  A.  Weiss,  M.D., 
has  been  appointed  senior  lecturer  in  rehabilita- 
tion medicine  concurrent  with  his  recent  ap- 
pointment as  director,  Rehabilitation  Medicine, 
The  Long  Island  Jewish  Hospital/Queens  Hos- 
pital Center  Affiliation.  Bohdan  E.  Dobias, 
M.D.,  has  been  appointed  clinical  assistant  pro- 
fessor of  pediatrics;  Norman  L.  Gootman, 
M.D.,  director  of  pediatric  cardiology,  The  Long 
Island  Jewish  Hospital/Queens  Hospital  Cen- 
ter Affiliation,  has  been  appointed  clinical  as- 
sistant professor  of  pediatrics  and  also  Gabriel  A. 
Nigrin,  M.D.;  Dr.  Horacio  Ferreyra  Moyano, 
professorial  lecturer  in  physiology;  Austin  D. 
Potenza,  M.D.,  clinical  assistant  professor  in 
plastic  surgery.  Promoted  are:  Arnold  Moltz, 
M.D.,  and  Norman  A.  Posner,  M.D.,  to  as- 
sistant professors  in  obstetrics  and  gynecology; 
William  H.  Becker,  M.D.,  clinical  assistant  pro- 
fessor in  medicine;  and  Joanna  H.  Sher,  M.D., 
clinical  assistant  professor  in  pathology. 

Dr.  Oliver  receives  award.  Jean  Redman 
Oliver,  M.D.,  Distinguished  Service  Professor 
Emeritus  of  Pathology,  was  the  recipient  of  the 
Gold  Headed  Cane  awarded  by  the  American 
Association  of  Pathologists  and  Bacteriologists 
in  March. 

Alumni  association.  Newly  elected  officers 
of  the  Alumni  Association  are:  A.  W.  Martin 
Marino,  Jr.,  M.D.,  president;  Horace  Herbsman, 
M.D.,  president-elect;  Stanley  D.  Berliner, 
M.D.,  vice-president;  Ben  Albert  Borkow, 
M.D.,  secretary;  Ira  H.  Tepper,  M.D.,  trea- 
surer; and  Loton  H.  Rasmussen,  M.D.,  historian. 
Councillors  elected  for  a three-year  term  are: 
Antonio  V.  Mascatello,  M.D.,  Joseph  S.  Silver- 
berg,  M.D.,  Ralph  Sussman,  M.D.,  and  Avir 
Kagan,  M.D. 

John  M.Tortora,  M.D.,  Victor  Trager,  M.D., 
and  Ralph  Brancaccio,  M.D.,  will  serve  as 
councillors  for  a one-year  term  ending  in 
1968. 

New  president  inaugurated.  Dr.  Joseph  K. 
Hill  was  inaugurated  as  second  president  of 
Downstate  on  May  5.  In  the  afternoon  follow- 
ing Dr.  Hill’s  inauguration,  Governor  Nelson  A. 
Rockefeller  delivered  the  dedication  address  at 
the  dedication  ceremonies  of  the  $25-million 
State  University  Hospital. 

Lectures.  Adrian  Kantrowitz,  M.D.,  pro- 
fessor of  surgery,  spoke  on  “New  Horizons  in 
Cardiac  Surgery,”  at  the  annual  lecture  spon- 


sored by  the  Student  Council  in  March.  In 
April,  Dr.  Jacob  Bronowski,  senior  Fellow  of  the 
Salk  Institute  for  Biological  Studies,  spoke  on 
“The  New  Philosophy  of  Biology,”  at  the  lec- 
ture sponsored  by  Sigma  Xi;  Thomas  S.  Szasz, 
M.D.,  professor  of  psychiatry,  Upstate  Medical 
Center,  spoke  on  “The  Insanity  Plea  and  the 
Insanity  Verdict,”  at  the  special  lecture  spon- 
sored by  the  Student  American  Medical  As- 
sociation; and  the  Rendich  Memorial  Lecture 
was  given  by  Felix  G.  Fleischner,  M.D.,  con- 
sultant visiting  radiologist,  Massachusetts  Gen- 
eral Hospital,  Boston,  on  “Recurrent  Pul- 
monary Embolism  and  Chronic  Cor  Pulmonale.” 
In  May,  the  annual  Jean  Redman  Oliver  Lec- 
ture was  presented  by  Stanley  E.  Bradley, 
M.D.,  Bard  Professor  and  chairman,  Depart- 
ment of  Medicine,  Columbia  University  Col- 
lege of  Physicians  and  Surgeons.  Dr.  Bradley 
discussed  “Geometrical  Determinants  of  Urine 
Formation  in  Health  and  Disease.” 

Director  of  program  in  continuing  educa- 
tion. Charles  M.  Plotz,  M.D.,  associate  pro- 
fessor of  medicine,  has  been  named  director  of 
the  new  office  of  Continuing  Education,  which 
will  plan  and  carry  out  a program  of  continuing 
education  courses  in  various  branches  of  the 
medical  and  health  related  professions.  The 
primary  purpose  of  the  Program  is  to  help  keep 
practicing  physicians,  nurses,  and  other  pro- 
fessions informed  about  new  developments  in 
then-  fields. 

Although  the  courses  cannot  be  applied 
toward  a degree,  they  may  be  used  to  fulfill 
conditions  required  by  Medicaid  and  by  the 
American  Academy  of  General  Practice. 

Grants.  A total  of  $543,780  was  received  dur- 
ing February,  1967,  from  the  National  In- 
stitutes of  Health  and  other  agencies  for  21 
grants.  This  provides  for  renewal  of  12  studies 
already  in  progress,  one  supplement,  and  the 
initiation  of  eight  new  research  projects.  Dur- 
ing March,  a total  of  $886,203.67,  was  received 
from  the  NIH  and  other  agencies  for  27  grants. 
This  provides  for  renewal  of  14  studies  already 
in  progress,  9 supplements,  and  the  initiation  of 
four  new  projects. 


New  York  Medical  College 

Commencement  ceremony.  The  108th 
commencement  ceremony  was  held  on  June  1 
in  the  sanctuary  of  the  Cathedral  Church  of  St. 
John  the  Divine.  Dr.  David  Denker,  president- 
elect of  the  College,  delivered  the  address — 
“The  Idea  of  a College:  Man’s  Oldest  Dream.” 
The  Doctor  of  Medicine  degree  was  conferred 
on  104  men  and  13  women.  Lawrence  B. 
Slobody,  M.D.,  vice-president  and  acting  dean, 
presided  at  the  graduation  exercises.  J.  Fred- 
erick Eagle,  M.D.,  dean-elect,  presented  greet- 
ings; The  Hippocratic  Oath  was  administered 
to  the  new  doctors  by  Walter  L.  Mersheimer, 
M.D.,  chairman,  Department  of  Surgery. 

continued  on  page  1833 
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DOCTOR, 

Here  is  the  expanded  Abbott 
anorectic  program  designed  to 
meet  the  individual  needs  of 
your  overweight  patients. 


THE  PRODUCT 

ABBOTT 

ANORECTIC 

PROGRAM 

DESOXYN®  Gradumet®  5mg  a 

METHAMPHETAMINE  HYDROCHLORIDE  IN  LONG-RELEASE  DOSE  FORM 

10  mg.  ED  15  mg  ED 

DESBUTAL*  10  Gradumet 

10  mg.  METHAMPHETAMINE  HYDROCHLORIDE,  60  mg.  SODIUM  PENTOBARBITAL 

FRONT  ^ SIDE 

DESBUTAL  15  Gradumet 

15  mg.  METHAMPHETAMINE  HYDROCHLORIDE,  90  mg.  SODIUM  PENTOBARBITAL 

FRONT  [3  SIDE  j l 

MOOD  ELEVATION 


DESOXYN  Gradumet 

Smooth  appetite  control  plus  mood  elevation 

Typically,  the  obese  patient  is  a repeat  dieter. 
And  with  each  failure,  the  task  looks  more 
hopeless.  Therefore,  it  is  often  just  as  im- 
portant to  lift  the  mood  as  to  curb  the  appe- 
tite. Desoxyn  Gradumet  does  just  that.  It 
gently  elevates  and  sustains  the  mood.  And 
no  other  product— amphetamine  or  non-am- 
phetamine—is  more  effective  in  suppressing 
appetite. 


DESBUTAL  Gradumet 

For  patients  who  can't  take  plain  amphetamine 

Desbutal  Gradumet  contains  2 drugs,  each 
in  its  own  tablet  section,  combined  back  to 
back  to  form  a single  tablet.  One  section 
contains  Desoxyn  to  suppress  the  appetite 
and  lift  the  mood ; the  other  contains  Nem- 
butal® (pentobarbital)  to  soothe  the  patient 
and  counteract  any  excessive  stimulation. 
The  drugs  are  released  in  an  effective  dosage 
ratio  throughout  the  day. 


CONTROLLED-RELEASE 


HOW  IT  DIFFERS  FROM 
LONG-RELEASE 

The  Gradumet  is  made  up  of  thousands  of 
interconnecting  channels,  much  like  a 
sponge.  These  channels— filled  with  a drug 
—end  at  the  outer  surface  of  the  tablet.  When 
fluid  comes  in  contact  with  the  Gradumet, 
the  drug  in  the  outer  ends  of  the  channels 
dissolves.  As  the  fluid  makes  its  way  up  the 
channels,  there  is  a continuous  release  of 
medication. 


THIS  IS  A RELEASE 
YOU  CAN  COUNT  ON 


Since  the  rate  of  release  is  rigidly  determined 
by  the  size  and  number  of  channels,  the 
Gradumet  is  able  to  provide  controlled-re- 
lease  as  well  as  long-release.  Patients  get  a 
measured  amount  of  medication,  moment  by 
moment,  throughout  the  day— from  a single 
ora!  dose. 


THE  PROGRAM 


ABBOTT 

ANORECTIC 

PROGRAM 


WEIGHT  CONTROL 
BOOKLET 

To  help  your  obese  patients  understand  why 
they  are  overweight— and  what  they  can  do 
about  it— Abbott  has  a booklet  called  "The 
Secret  of  Controlling  Your  Weight."  It  is 
available  to  your  patients  only  through  you. 
Here  is  a partial  list  of  the  topics  covered  : 
Why  you  are  overweight 
Rewards  of  weight  reducing 
Balanced  meals 
Helpful  hints 
Hunger  between  meals 
Snacks 

Weekly  weighings 
Exercise 

Holidays,  vacations,  special  events 
Leanness  and  longevity 
Each  topic  is  covered  on  one  page  in  simple 
and  easy-to-understand  language.  At  the 
back  of  the  booklet,  there  is  a list  of  160 
foods  showing  their  caloric  content. 


the 

secret 

of 


controlling 
your  weight 


FOOD  DIARY 


The  Food  Diary  is  designed  to  help  the  over- 
weight patient  follow  your  eating  instruc- 
tions. Space  is  provided  for  breakfast,  lunch, 
supper,  and  even  snacks.  By  writing  every- 
thing down  that's  eaten  each  day,  the  patient 
is  constantly  reminded  that  she's  trying  to 
change  her  eating  habits.  And  you  are  fur- 
nished with  a written  record  of  how  well 
she's  doing. 

This  booklet  also  lists  the  caloric  content  of 
160  foods. 


See  Brief  Summary  on  next  page. 


THE  PRICE 


ABBOTT 

ANORECTIC 

PROGRAM 


ECONOMY 


Desoxyn  Gradumet  and  Des- 
butal  Gradumet  are  so  reason- 
ably priced  that  patients  in 
many  cases  save  enough 
(compared  to  other  leading 
long-release  anoretics)  to  get 
five  weeks  of  medication  for 
the  price  of  four. 


FREE  SUPPLIES 


f/<  C 

(w 

? 


the 

the 

I seeret 


of 


the 

f seeret ] 
of 

eontroUiny 
your  treiyhi 


eon  t roll ii 

( your  ireiy  — —J 


— 


There  are  four  weight  control  booklets,  each 
with  the  same  text,  but  with  a different  sam- 
ple in  the  back  of  the  booklet  to  meet  your 
individual  patient's  needs.  You  have  your 
choice  of  Desoxyn  Gradumet  in  10  mg.  or 
15  mg.  strengths  as  well  as  Desbutal  10 
Gradumet  and  Desbutal  15  Gradumet.  The 
Food  Diary  is  the  same  for  all  of  the  weight 
control  booklets. 

Your  Abbott  man  will  be  happy  to  supply 
you  with  booklets.  Just  ask  him. 

CONTRAINDICATIONS:  Methampheta- 
mine  (in  Desoxyn  and  Desbutal)  is  contraindi- 
cated in  patients  taking  a monoamine  oxidase 
inhibitor.  Do  not  use  pentobarbital  (in  Desbu- 
tal) in  persons  hypersensitive  to  barbiturates. 


PRECAUTIONS,  SIDE  EFFECTS:  Observe 
caution  in  patients  with  hypertension,  cardio- 
vascular disease,  hyperthyroidism,  old  age,  or 
those  sensitive  to  sympathomimetic  drugs. 
Prolonged  usage  may  lead  to  tolerance  or  psy- 
chic dependence.  Careful  supervision  is  neces- 
sary to  avoid  chronic  intoxication  and 
addiction. 

Amphetamine  side  effects  such  as  a headache, 
excitement,  agitation,  palpitation  or  cardiac 
arrhythmia  usually  may  be  controlled  by  re- 
ducing the  dose.  Paradoxically-induced  de- 
pression is  an  indication  to  withdraw  the  drug. 
Pentobarbital  (in  Desbutal)  may  cause  skin 
rash.  Nervousness  or  excessive  se-  ( 

dation  with  Desbutal  is  usually 

ABBOTT 

transient.  70io69  


Gradumet — Long-release  dose  form.  Abbott  U S Pat  No  2,987,445 


JUDGE  ANTIBIOTIC/OINTMENTS  HERE 


Results  on  skin  are  final  proof  of  any  topical  antibiotic’s  effectiveness 


No  in  vitro  test  can  duplicate  a clinical  situation  on  living  skin.  ‘Neosporin’  (polymyxin  B 
— bacitracin -neomycin)  Ointment  has  consistently  proven  its  effectiveness  in  thousands  of 
cases  of  bacterial  skin  infection.  The  spectra  of  the  three  antibiotics  overlap  in  such  a way 
as  to  provide  bactericidal  action  against  most  pathogenic  bacteria  likely  to  be  found  topically. 
Diffusion  of  the  antibiotics  from  the  special  petrolatum  base  is  rapid  since  they  are  insoluble 
in  the  petrolatum,  but  readily  soluble  in  tissue  fluids.  The  Ointment  is  bland  and  nonirritating. 

Caution:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in  overgrowth  of  nonsuscep- 
tible  organisms  and/or  fungi.  Appropriate  measures  should  be  taken  if  this  occurs.  Articles  in  the 
current  medical  literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to  neomycin. 
The  possibility  of  such  a reaction  should  be  borne  in  mind. 

Contraindications:  This  product  is  contraindicated  in  those  individuals  who  have  shown  hyper- 
sensitivity to  any  of  its  components. 

Supplied:  Tubes  of  1 02.,  V2  02.  with  applicator  tip,  and  Va  02.  with  ophthalmic  tip. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


‘NEOSPORIN’ 


brand 


POLYMYXIN  B-BACITRACIN-NEOMYCIN 

OINTMENT 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.Y. 


’ 

helps  keep  calories  at  arm’s  length 


Most  persons  have  a tendency 
to  regain  lost  weight  easily. 

Preludin  is  made  to  order  for  such 
patients.  It  effectively  curbs  ap- 
petite and  helps  them  stick  to 
their  diets. 

Preludin  keeps  patients  active. 
Because  moderate  exercise  is 
usually  more  feasible  for  patients 
who  are  not  grossly  overweight, 
Preludin  should  be  doubly  benefi- 
cial for  them.  It  promotes  a sense 

Preludin®tablets  of  25  mg. 
Endurets®prolonged-action  tablets  of  75  mg. 

Dosage:  One  25  mg.  tablet  two  or  three  times  daily, 
or  one  75  mg.  Endurets  tablet  once  daily. 
Contraindications:  Severe  coronary  artery  disease, 
hyperthyroidism,  severe  hypertension,  nervous 
instability,  and  agitated  prepsychotic  states.  Do  not 
use  with  other  CNS  stimulants,  including  MAO 
inhibitors. 

Warning:  Do  not  use  during  the  first  trimester  of 
pregnancy  unless  potential  benefits  outweigh 
possible  risks. 

Precautions:  Use  with  caution  in  moderate  hyper- 
tension and  cardiac  decompensation.  Cases  involving 
abuse  of  or  dependence  on  phenmetrazine  hydro- 


of  well-being  that  activates 
patients...  makes  them  feel  like 
doing  things. ..and  prompts 
them  to  get  the  exercise  your 
weight-control  program  calls  for. 

Preludin  effectively  reduces 
appetite.  Preludin's  ability  to  help 
patients  shed  weight  has  been 
described  in  more  than  300  pub- 
I ished  cl i n ica I reports  involving  more 
than  10,000  patients.  It  will  work  in 
your  weight-control  programs  too. 

chloride  have  resulted  in  a psychotic  illness 
manifested  by  restlessness,  mood  or  behavior 
changes,  hallucinations,  or  delusions.  Do  not 
exceed  recommended  dosage. 

Side  Effects:  Dryness  or  unpleasant  taste  in  the 
mouth,  urticaria,  and  (rarely)  overstimulation, 
insomnia,  dizziness,  nausea,  urinary  frequency 
or  nocturia,  or  headache. 

For  complete  details,  please  see  full  Prescribing 
Information.  (B)46-560A 

Under  license  from  Boehringer  Ingelheim  G.m.b.H. 

Geigy  Pharmaceuticals.  Division  of  j 

Geigy  Chemical  Corporation.  Ardsley,  New  York 
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Ilosone®  provides  more  antibacterial  activity 
than  any  other  oral  erythromycin 


Acid  stable,  better  absorbed . . . Ilosone 
produces  faster,  higher,  more  prolonged 
blood  levels,  even  in  the  presence  of  food13 

Because  it  is  the  most  active  form  of  oral 
erythromycin,  Ilosone  can  help  assure 
consistently  greater  antibacterial  activity 
at  the  site  of  infection.  Ilosone  produces 
peak  antibacterial  blood  levels  two  to  four 
times  those  of  other  erythromycin 
preparations.1-2  Not  only  are  these  levels 
attained  earlier,  but  they  are  maintained 
for  much  longer  periods.  Even  the 
presence  of  food  does  not  seem  to  affect 
the  activity  of  Ilosone.1'3 

In  the  treatment  of  patients  with  bacterial 
infections  susceptible  to  erythromycin, 
Ilosone  has  compiled  an  excellent 
therapeutic  record.  Since  it  exerts  its 
greatest  activity  against  gram-positive 
organisms,  it  is  particularly  useful  in 
common  respiratory  and  soft-tissue 
bacterial  infections.  Ilosone  kills— not 
merely  inhibits— streptococci, 
pneumococci,  and  more  strains  of 
staphylococci  than  any  other  macrolide 
antibiotic.  This  bactericidal  action, 
coupled  with  the  high  antibacterial  levels 


attained,  makes  Ilosone  especially  valuable 
in  patients  with  low  host  resistance,  such 
as  infants,  debilitated  individuals,  and 
diabetics. 


Ilosone  has  shown  no  cross-resistance  with 
penicillin  and  may  be  effective  against 
organisms  that  have  become  resistant  to 
that  agent.  Despite  its  high  antibacterial 
activity,  Ilosone  has  demonstrated  a low 
incidence  of  side  reactions.  Blood 
dyscrasias,  ototoxicity,  and  tooth  staining 
have  not  been  observed.  Infrequent 
cases  of  drug  idiosyncrasy,  manifested  by 
a cholestatic  jaundice,  have  occurred, 
but  there  have  been  no  known  definite 
residual  effects. 


Now  available: 

New!  Ready-mixed  Ilosone  Liquid  125! 
(Contains  erythromycin  estolate  equiva- 
lent to  125  mg.  erythromycin  base  per 
5-cc.  teaspoonful.) 


Ilosone 
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Erythromycin  Estolate 


( See  next  page  for  prescribing  information.) 


Ilosone*/  the  most  active  oral  form  of  erythromycin 


Description : Ilosone  is  the  most  active  form  of  oral  erythromy- 
cin that  has  been  developed.  Because  it  is  stable  in  acid,  well 
absorbed,  and  excreted  in  lesser  amounts  in  the  bile,  it  provides 
faster,  higher,  and  longer-lasting  levels  of  antibacterial  activity 
(ABA)  in  the  serum,  even  when  taken  with  food,  than  do  com- 
| parable  doses  of  erythromycin. 

| Indications:  Ilosone  is  indicated  in  infections  caused  by  micro- 
j organisms  sensitive  to  its  action  (especially  staphylococci,  hemo- 
lytic streptococci,  and  pneumococci) . The  drug  is  therefore  useful 
i in  a high  proportion  of  bacterial  diseases  encountered  in  clinical 
; practice  and  particularly  in  the  treatment  of  bacterial  infections 
of  the  upper  and  lower  respiratory  tract  and  soft  tissues. 

In  the  treatment  of  acute  bacterial  pharyngitis  and  tonsillitis, 
this  antibiotic  has  promptly  eradicated  the  bacteria  (streptococci) 
and  has  produced  a parallel  prompt  clinical  improvement.  There 
have  been  no  group  A beta-hemolytic  streptococci  resistant  to 
this  preparation.  In  beta-hemolytic  streptococcus  infections, 
treatment  should  be  maintained  for  ten  days  to  prevent  the  de- 
velopment of  rheumatic  fever  or  glomerulonephritis. 

Erythromycin  estolate  has  proved  to  be  very  effective  in  pneu- 
mococcus pneumonia  and  in  acute  bronchitis  with  pneumococci 
i on  culture.  Bronchopneumonia  and  otitis  media  in  children  have 
responded  well  to  its  use. 

The  antibiotic  has  been  used  very  successfully  in  staphylococ- 
cus infections.  Good  therapeutic  results  have  been  obtained  in 
soft-tissue  infections,  abscesses,  cellulitis,  carbuncles,  wound  in- 
fections, and  furunculosis. 

In  serious  staphylococcus  infections,  erythromycin  prepara- 
tions should  be  used  only  in  combination  therapy  with  other 
antimicrobial  agents.  As  is  the  case  with  any  treatment  regimen 
used  in  these  severe  conditions,  surgical  procedures  should  be 
performed  when  indicated,  and  large  dosages  of  the  antimicro- 
bial agents  should  be  employed.  In  this  fashion,  Ilosone  has  been 
j effective  in  staphylococcus  pneumonia,  osteomyelitis,  septicemia, 
i empyema,  and  meningitis. 

Multiple  500-mg.  doses  of  the  drug  have  also  been  useful  in 
; gonorrhea  and  syphilis.  Since  penicillin  is  the  drug  of  choice  for 
| the  treatment  of  syphilis  and  gonorrhea,  erythromycin  estolate 
; should  be  employed  for  these  infections  only  in  patients  with  a 
: history  of  penicillin  allergy.  Also,  other  infections  due  to  suscep- 
tible bacteria  in  patients  known  to  be  hypersensitive  to  penicillin 
or  other  antibiotics  may  be  considered  for  treatment  with  Ilosone. 
, Contraindications:  Ilosone  is  contraindicated  in  patients  with  a 
known  history  of  sensitivity  to  this  drug  and  in  those  with  pre- 
' existing  liver  disease  or  dysfunction. 

j Adverse  Reactions:  Data  obtained  from  seven  years’  use  of  pro- 
i pionyl  erythromycin  ester  and  erythromycin  estolate  (Ilosone) 
indicate  that  hepatic  dysfunction  with  or  without  clinical  jaun- 
dice may  occur  during  or  following  courses  of  therapy  with  the 
drug. 

Changes  in  liver  function  tests  in  such  cases  have  been  indica- 
tive of  intrahepatic  cholestasis.  The  symptoms  appear  to  be  the 
result  of  a form  of  sensitization.  The  initial  symptoms  have  de- 
veloped in  some  cases  after  a few  days  of  treatment  but  generally 
have  followed  one  or  two  weeks  of  continuous  therapy  or  several 
courses  of  the  drug.  Symptoms  reappear  promptly,  usually  within 
forty-eight  hours,  if  the  drug  is  readministered  to  sensitive  pa- 
tients. Eosinophilia  was  noted  in  peripheral  blood  counts.  The 
findings  readily  subsided  without  apparent  residual  effects  when 
treatment  was  discontinued.  Recovery  was  delayed  in  one  re- 
ported instance.  The  physician  indicated  in  this  case  that  either 
drug-induced  jaundice  or  viral  hepatitis  may  have  been  respon- 
sible for  the  findings. 

In  one  clinical  study  involving  ninety-three  patients  treated 
> with  the  antibiotic,  three  cases  of  jaundice  were  observed  and  an 
j additional  eleven  cases  developed  some  changes  in  liver  function 
j tests.  Three  of  the  patients  had  abnormal  liver  function  tests  a 
! second  time  on  readministration  of  the  drug. 

Even  though  it  is  assumed  that  not  all  cases  of  jaundice  have 
been  reported,  it  seems  clear  that  the  number  is  small  compared 
with  the  amount  of  drug  that  has  been  used.  Reported  cases  have 
included  persons  in  whom  there  had  been  administered  other 
drugs  known  to  be  associated  at  times  with  hepatic  side-effects 
and  cases  in  which  the  presence  of  viral  hepatitis  or  other  dis- 
ease may  have  been  responsible  for  the  findings.  In  some  of  the 
cases,  associated  gastro-intestinal  symptoms  simulated  the  colic 
of  biliary  tract  disease.  In  other  instances,  clinical  symptoms 
and  results  of  liver  function  tests  resembled  findings  in  extra- 
hepatic  obstructive  jaundice.  It  appears  that  the  occurrence  of 
jaundice  after  administration  of  Ilosone  is  infrequent,  but 
further  investigations  are  being  made  to  estimate  its  incidence 
more  accurately. 


In  those  cases  mentioned  above  in  which  jaundice  appeared  to 
be  definitely  related  to  use  of  the  drug,  laboratory  findings  were 
characterized  by  increased  direct-reacting  bilirubin,  elevated 
alkaline  phosphatase  levels,  negative  or  weakly  positive  cephalin 
flocculation  and  thymol  turbidity  tests,  elevated  serum  glutamic 
oxalacetic  transaminase  levels,  peripheral  eosinophilia,  and  nor-! 
mal  cholecystograms. 

Individual  idiosyncrasy  seems  evident  since  jaundice  has  not 
been  reported  in  other  patients  taking  prolonged  courses  of  the 
medication.  Patients  with  chronic  infection  have  been  given  1 to 
to  2 Gm.  of  the  drug  daily  for  periods  of  two  to  six  months,  and 
patients  with  rheumatic  fever  have  taken  prophylactic  doses  of 
0.5  Gm.  daily  for  two  years  without  difficulty.  In  one  group  of 
144  patients  who  received  the  drug  daily  for  two  years,  no  jaun^ 
dice  was  noted.  It  was  of  interest  that  members  of  six  of  thes$ 
patients’  families,  who  were  not  taking  the  drug,  had  episodes 
of  jaundice  during  the  study  period. 

Transaminase  and  serum  alkaline  phosphatase  levels  were 
determined  in  a group  of  fifty-four  adults  and  children  who  took 
250  mg.  of  Ilosone  daily  for  an  average  of  sixteen  months  as 
iheumatic  fever  prophylaxis.  The  results  were  compared  with 
those  of  a similar  group  of  forty-four  patients  who  received  pen- 
icillin. There  were  no  cases  of  jaundice  in  either  group.  Elevation 
of  SGPT  and  serum  alkaline  phosphatase  levels  during  the  course 
of  treatment  was  observed  in  one  patient  treated  with  Ilosone 
and  in  two  patients  treated  with  penicillin.  Seven  other  patients 
in  the  group  receiving  Ilosone  and  four  others  in  the  penicillin 
group  showed  elevations  in  one  of  the  tests  at  some  time  during 
administration  of  the  drugs. 

Very  satisfactory  therapeutic  results,  without  toxicity,  were 
reported  in  102  pediatric  patients  who  received  short-term  (ten- 
day)  courses  of  Ilosone  in  the  treatment  of  streptococcus  infec-l 
tions.  Results  of  liver  function  tests  in  these  patients  were 
comparable  to  those  in  a similar  control  group  who  had  received 
penicillin. 

Gastro-intestinal  disturbances  not  associated  with  hepatic  ef- 
fects are  observed  in  a small  proportion  of  individuals  as  a result 
of  a local  stimulating  effect  of  the  medication  on  the  alimentary  J 
tract;  however,  the  normal  intestinal  gram-negative  bacterial 
flora  is  not  appreciably  altered  by  erythromycin  drugs. 

Although  allergic  manifestations  are  uncommon  with  the  use! 
of  erythromycin,  there  have  been  occasional  reports  of  urticaria,,  i 
skin  eruptions,  and,  on  rare  occasions,  anaphylaxis. 
Administration  and  Dosage:  Ilosone  is  administered  orally. 

Ilosone  Pulvules®,  Ilosone  Liquid  125,  Ilosone,  125,  for  Oral 
Suspension,  Ilosone  Drops,  Ilosone  Chewable  Tablets. 

For  infants  and  for  children  under  twenty-five  pounds  of  body 
weight,  the  usual  dosage  is  5 mg.  per  pound  every  six  hours ; for 
children  twenty-five  to  fifty  pounds,  125  mg.  every  six  hours.  ; 
(Tablets  Ilosone  Chewable  should  be  chewed  or  crushed  and 
swallowed  with  water.) 

For  adults  and  for  children  over  fifty  pounds,  the  usual  dosage 
of  Ilosone  is  250  mg.  every  six  hours. 

For  severe  infections,  these  dosages  may  be  doubled. 

When  larger  doses  are  indicated,  parenteral  erythromycin 
therapy  should  be  considered. 

In  the  treatment  of  syphilis,  the  recommended  total  dosage  is’ 
20  to  30  Gm.  given  in  divided  doses  for  a period  of  ten  to  fifteen 
days.  Close  follow-up  of  the  patient  is  necessary  since  erythro- 
mycin drugs  have  not  had  adequate  evaluation  in  all  stages  of 
syphilis.  Examinations  of  spinal  fluid  are  recommended  as  part 
of  the  follow-up  therapy. 

For  gonorrhea,  500  mg.  four  times  a day  for  four  days  are 
recommended.  In  the  treatment  of  gonorrhea,  patients  with  a 
suspected  lesion  of  syphilis  should  have  a dark -field  examination 
before  receiving  antibiotics,  and  monthly  serologic  tests  should 
be  made  for  a period  of  three  months. 

How  Supplied:  Pulvules  Ilosone,  Capsules,  N.F.,  125  and  250  mg. 
(equivalent  to  base),  in  bottles  of  24  and  100. 

Ilosone  Liquid  125,  Oral  Suspension,  U.S.P.,  125  mg.  (equivalent 
to  base)  per  5-cc.  teaspoonful,  in  60-cc.  and  pint-size  packages.) 

Ilosone,  125,  for  Oral  Suspension,  N.F.,  125  mg.  (equivalent 
to  base)  per  5-cc.  teaspoonful,  in  60  and  150-cc.-size  packages.) 

Ilosone  Drops,  5 mg.  (equivalent  to  base)  per  drop,  in  lO-cc.-size 
packages,  with  dropper  calibrated  at  25  and  50  mg. 

Tablets  Ilosone  Chewable,  N.F.,  125  mg.  (equivalent  to  base), 
in  bottles  of  50.  [032767]) , 

References:  1.  Griffith,  R.  S.,  and  Black,  H.  R.:  Am.  J.  M.  Sc.,  247:69,  1964.1 

2.  Griffith,  R.  S..  and  Black,  H.  R.:  Antibiotics  & Chemother..  J2.398.  1962.1  ; 

3.  Hirsch.  H.  A.,  Pryles,  C.  V.,  and  Finland,  M.:  Am.  J.  M.  Sc., 

252:198,  1960. 

Additional  information  available  to  physicians  upon  request. 

Eli  Lilly  and  Company,  Indianapolis,  Indiana  UG20C. 
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Jackson  E.  Spears,  chairman,  Board  of  Trus- 
tees, conferred  the  degrees. 

University  of  Rochester  School  of  Medicine 
and  Dentistry 

A Lederle  medical  faculty  award  winner. 
William  A.  Peck,  M.D.,  has  been  named  to 
share  a grant  of  $250,000  made  annually  by 
Lederle  Laboratories.  This  award  is  granted  to 
medical  school  faculty  for  their  dedication  to 
medical  teaching  and  to  maintain  the  high 
caliber  of  medical  education  and  to  encourage 
medical  teachers  and  investigators  to  remain  in 
their  disciplines. 


Upstate  Medical  Center 

Dr.  Mueller  addresses  graduates.  C.  Bar- 
ber Mueller,  M.D.,  professor  and  chairman  of 
surgery,  delivered  the  address  at  commencement 
exercises  held  on  May  28.  Leon  G.  Berman, 
M.D.,  clinical  professor,  Department  of  Sur- 
gery, administered  The  Oath  of  the  Universal 
Physician.  The  Class  of  1967  was  presented 
by  Dr.  Carlyle  Jacobsen,  president,  with  Julius 
B.  Richmond,  M.D.,  announcing  the  candidates 
for  Doctor  of  Medicine.  W.  W.  Westerfeld, 
dean,  School  of  Graduate  Studies,  was  chief 
marshal;  Donald  Samson,  M.D.,  associate  pro- 
fessor of  medicine;  Robert  F.  Rohner,  M.D., 
assistant  professor  of  pathology,  and  two  junior 
medical  students  served  as  marshals. 


Abstracts 


Blumenfield,  M.,  and  Glickman,  L.:  Ten 

months  experience  with  LSD  users  admitted  to 
county  psychiatric  receiving  hospital,  New 
York  State  J.  Med.  67:  1849  (July  1)  1967. 

Of  25  users  of  LSD  brought  to  the  hospital, 
all  had  obtained  their  drugs  from  illegal  sources, 
and  23  were  admitted  to  the  hospital.  Most 
often  symptoms  leading  to  admission  followed 
ingestion  by  several  hours  and  continued  to 
increase  until  admission  became  necessary. 
The  users  were  predominantly  white  and  young, 
the  average  school  grade  completed  was  10.6, 
and  none  was  engaged  in  a profession.  Eighteen 
had  had  psychiatric  treatment;  80  per  cent 
were  diagnosed  as  schizophrenic  or  borderline 
schizophrenic  patients.  They  were  admitted 
because  of  attempted  suicide,  attempted  homi- 
cide, smashing  furniture,  attempted  pedophilia, 
prolonged  anxiety,  and  confusion  and  hallucina- 
tions; 88  per  cent  admitted  to  using  at  least 
one  other  addicting,  habituating,  or  psychedelic 
drug;  20  per  cent  were  overtly  homosexual; 
and  40  per  cent  had  histories  of  arrests. 


Goldschlager,  A.  W.,  Freeman,  L.  M.,  and 
Davis,  P.  J.:  Pericardial  effusions  and  echo- 
cardiography; false  results  with  ultrasound 
reflection  method,  New  York  State  J.  Med. 
67:  1854  (July  1)  1967. 


To  confirm  the  presence  of  pericardial 
effusion  in  patients  with  enlarged  cardiac 
silhouettes,  an  ultrasound  reflection  method, 
A-mode  echocardiography,  has  proved  useful 
and  reliable.  The  incidence  of  false  positive 
results  is  high,  but  false  negative  results  have 
not  before  been  found.  A series  of  38  patients 
suspected  of  having  pericardial  effusions  were 
studied,  comparing  the  echocardiographic  tech- 
nic with  the  standard  isotope  photoscan 
method.  Both  false  positive  and  false  negative 
results  were  found  with  the  ultrasound  method. 
These  may  be  caused  by  the  interference  of  effu- 
sions. 

Khan,  Q.  A.,  and  Zinner,  E.  N.:  Spon- 

taneous rupture  of  esophagus;  Boerhaave’s 
syndrome,  New  York  State  J.  Med.  67: 
1859  (July  1)  1967. 

It  has  been  found  in  the  past  two  decades 
that  early  diagnosis  plus  an  active  therapeutic 
program  can  lead  to  a successful  outcome  in 
rupture  of  the  esophagus.  Treatment  consists 
of  conservative  management  and  radical  mea- 
sures: thoracotomy  and  repair  of  esophageal 
rent,  surgical  drainage  of  mediastinum,  or  both. 
Perforation  can  occur  as  a result  of  instrumenta- 
tion or  foreign  body,  by  a neoplasm  or  long- 
standing disease  of  the  esophagus,  or  spon- 
taneously. 
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Abstracts  in  In  ter  lingua 


Blumenfield,  M.,  e Glickman,  L.:  Dece 

menses  de  experientia  con  usa tores  de  LSD, 
admittite  a un  hospital  psychiatric  de  reception 
regional  ( anglese ),  New  York  State  J.  Med. 
67:  1849  (1  de  julio)  1967. 

Omne  le  25  usatores  de  LSD  presentate  al 
hospital  habeva  obtenite  lor  drogas  ab  fontes 
illegal.  Un  total  de  23  esseva  admittite  al 
hospital.  In  le  majoritate  del  casos,  le  symp- 
tomas  motivante  le  hospitalisation  sequeva  le 
ingestion  per  plure  horas.  Illos  se  aggravava 
usque  le  hospitalisation  deveniva  necessari. 
Le  usatores  esseva  predominantemente  de  racia 
blanc  e de  juvene  etates.  Le  duration  medie  del 
scholation  formal  esseva  10,6  annos.  Nulle 
del  subjectos  habeva  un  profession.  Un  total 
de  18  habeva  recipite  tractamento  psychiatric. 
In  80  pro  cento,  le  diagnose  esseva  schizophrenia 
o schizophrenia  liminal.  Le  rationes  exteme 
pro  le  hospitalisation  esseva  tentativa  de 
suicidio,  tentativa  de  homicidio,  destruction  de 
mobilares,  aggression  pedophilic,  stato  pro- 
longate de  anxietate,  e confusion  e hallucina- 
tiones.  Le  admission  del  uso  de  un  o plure 
altere  drogas  psychedelic  o a potentia  habituatori 
esseva  obtenite  ab  88  pro  cento  del  subjectos. 
Le  incidentia  de  homosexualitate  patente  esseva 
20  pro  cento,  e 40  pro  cento  del  subjectos  habeva 
un  antecedente  de  arresto. 

Goldschlager,  A.  W.,  Freeman,  L.  M.,  e 
Davis,  P.  J,:  EfFusiones  pericardial  e echo- 

cardiographia;  false  resultatos  con  le  methodo 
del  reflexion  de  ultrasono  {anglese).  New  York 
State  J.  Med.  67:  1854  (1  de  julio)  1967. 


Traffic  accidents  in  1966 

The  Travelers  Insurance  Companies  of  Hart- 
ford, Connecticut,  have  summed  up  the  traffic 
accident  data  of  1966  in  a recent  report: 

The  total  highway  accident  deaths  was 
52,500,  an  increase  of  8 per  cent  over  the  previ- 
ous year. 

The  total  of  injuries  from  this  cause  was 
4,400,000,  an  increase  of  300,000  over  1965. 


Pro  confirmar  le  presentia  de  effusion  peri- 
cardial in  patientes  con  allargate  silhouettas 
cardiac,  un  methodo  a reflexion  de  ultrasono, 
i.e.,  echocardiographia  modo  A,  se  ha  provate 
practic  e fidedigne.  Le  incidentia  de  resultatos 
falsemente  positive  es  alte,  sed  resultatos  false- 
mente  negative  ha  non,  usque  nunc,  essite  re- 
portate.  Esseva  studiate  un  serie  de  38  pa- 
tientes in  qui  le  suspicion  de  effusion  pericardial 
esseva  justificate.  Le  studio  includeva  le  com- 
paration  del  technica  echocardiographic  con 
le  methodo  standard  a photoscrutinio  con  iso- 
topos.  Le  methodo  echocardiographic  rend- 
eva  resultatos  tanto  falsemente  positive  como 
etiam  falsemente  negative.  II  es  possibile  que 
illos  esseva  causate  per  le  interferentia  del 
effusiones. 

Khan,  Q.  A.,  e Zinner,  E.  N.:  Rupturation 

spontanee  del  esophago;  syndrome  de  Boer- 
haave  {anglese),  New  York  State  J.  Med.  67: 
1859  (1  de  julio)  1967. 

Ha  essite  trovate  in  le  curso  del  passate  duo 
decennios  que  un  precoce  diagnose,  sequite  de 
un  active  programma  therapeutic,  pote  resultar 
in  un  favorabile  successo  in  rupturation  del 
esophago.  Le  tractamento  consiste  de  mesuras 
conservatori  o de  mesuras  radical.  Istos  es: 
thoracotomia  e reparo  del  fissura  esophagee 
e/o  drainage  del  mediastino.  Perforation  pote 
occurrer  como  resultato  del  instrumentation  o 
del  presentia  de  un  corpore  alien.  Illo  pote 
esser  causate  per  un  neoplasma  o morbo  eso- 
phagee de  longe  duration.  Illo  etiam  pote  oc- 
currer spontaneemente. 


The  number  of  pedestrian  casualties  was 
286,800. 

Almost  88  per  cent  of  the  vehicles  involved 
were  passenger  cars. 

Almost  32  per  cent  of  the  drivers  involved  in 
the  fatal  accidents  were  under  twenty-five 
years  of  age. 

Four  out  of  five  personal  injury  accidents 
occurred  in  clear  weather  on  dry  roads. 

The  number  of  deaths  occurring  on  weekends 
was  20,950,  40  per  cent  of  total  deaths  listed. 
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AQUATAG  (Benzthiazide)  is  a potent,  orally 
active,  nonmercurial,  diuretic  agent.  It  is  effective 
orally  in  producing  diuresis  in  edema  states, 
where  it  is  therapeutically  comparable  to  mercu- 
rials given  parenterally.  AQUATAG  (Benzthia- 
zide) is  mildly  antihypertensive  in  its  own  right 
and  enhances  the  action  of  other  antihyperten- 
sive drugs  when  used  in  combination. 

DIURETIC  ACTION:  Clinically,  the  oral  administration  of  AQUATAG  (benzthiazide)  re- 
sults in  diuretic  activity  within  two  hours  with  maximal  natriuretic,  chloruretic,  and  diuretic 
effects  occurring  during  the  fourth,  fifth  and  sixth  hours.  Maintenance  of  response  con- 
tinues for  approximately  12  to  18  hours.  Acidosis  is  an  unlikely  complication  since  thera- 
peutic doses  of  AQUATAG  (benzthiazide)  do  not  appreciably  increase  bicarbonate 
excretion.  Edematous  patients  receiving  50  mg.  of  AQUATAG  (benzthiazide)  daily  for 
five  days  developed  a maximal  increase  in  the  rate  of  sodium  excretion  on  the  first  day, 
and  maintained  this  high  rate  until  depletion  of  excessive  body  stores  of  sodium. 

In  congestive  heart-failure  patients,  AQUATAG  (benzthiazide)  produced  the  same 
weight  loss,  during  a 48-hour  treatment  period  as  did  a maximally  effective  dose  of 
hydrochlorothiazide. 

DOSAGE:  Diuresis,  initially  50  to  200  mg.,  maintenance  25  to  150  mg.,  daily.  Hyper 
tension  50  to  100  mg.  initially,  adjusted  to  50  mg  t.i  d or  downward  to  minimal  effective 
dosage  level. 

WARNINGS:  Use  with  caution  in  the  presence  of  renal  disease  as  azotemia  may  be 
precipitated  or  increased.  In  patients  with  advanced  hepatic  disease,  electrolyte  imbal- 
ance may  result  in  hepatic  coma  Dosage  of  coadministered  antihypertensive  agents 
should  be  reduced  by  at  least  50%.  In  cases  of  suspected  electrolyte  imbalance,  serum 
electrolyte  determinations  should  be  performed  and  imbalance,  if  any.  corrected.  Stenosis 
or  ulcer  of  small  intestine  have  been  reported  with  coated  potassium  formulas,  and 
surgery  has  been  required  and  deaths  have  occurred.  Based  on  surveys  of  both  United 
States  and  foreign  physicians,  incidence  of  these  lesions  is  low  and  a causal  relationship 
in  man  has  not  been  definitely  established  Until  further  experience  has  been  obtained, 
the  use  of  the  drug  iq  pregnant  patients  should  be  weighed  against  possible  hazards 
to  the  fetus. 

CONTRAINDICATIONS:  AQUATAG  (benzthiazide)  is  contraindicated  in  progressive 
renal  disease  or  dysfunction  including  increasing  oliguria  and  azotemia.  Continued 
administration  of  this  drug  is  contraindicated  in  patients  who  show  no  response  to  its 
diuretic  or  antihypertensive  properties.  Severe  hepatic  disease  is  a relative  contra- 
indication. (See  ''Warnings’’  above ) 

PRECAUTIONS  AND  SIDE  EFFECTS:  Electrolyte  imbalance  with  hypokalemia  (digitalis 
toxicity  may  be  precipitated),  hypochloremic  alkalosis  and  hyponatremia  may  occur. 
Patients  with  cirrhosis  should  be  observed  for  impending  hepatic  coma  and  hypokalemia. 
Other  reactions  may  include  blood  dyscrasias.  hyperuricemia  and  gout,  nausea,  jaundice, 
anorexia,  vomiting,  diarrhea,  dizziness,  paresthesia,  photosensitivity  and  headache. 
Hepatic  fetor,  tremor,  confusion  and  drowsiness  are 
signs  of  impending  pre  coma  and  coma  in  patients 
with  cirrhosis.  Insulin  requirements  may  be  altered 
in  diabetes.  AQUATAG  (benzthiazide)  should  be 
used  with  caution  post-operatively  as  hypokalemia 
is  not  uncommon.  Potassium  supplementation  may  be 
advisable  pre-  and  post-operatively.  There  have  been 
occasional  reports  of  thrombocytopenia,  leukopenia, 
agranulocytosis,  aplastic  anemia  and  precipitation  of 
acute  pancreatitis  or  jaundice. 

Before  prescribing  or  administering,  read  the  pack- 
age insert  or  file  card  available  on  request. 

Available  as  25  or  50  mg.  scored  tablets. 

Request  clinical  samples  and  literature  on  your 
letterhead. 


S.J.TUTAG 

& COMPANY 

Detroit.  Michigan  48234 
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Buy  Bonds 
where  you  work. 


He  does. 


He  works  for  the  government  — a trav- 
eling man.  Like  seven  out  of  ten  gov- 
ernment employees,  he  invests  in  U.S. 
Savings  Bonds.  He  saves  for  the  future 
— his  own  and  America’s  — when  he 
puts  something  into  Savings  Bonds 
every  payday.  Bonds  are  a good  deal. 
They  earn  a good  return  and  make  you 
feel  good  when  you  buy  them.  Buy  U.S. 


Savings  Bonds  where  you  bank,  or  join 
the  Payroll  Savings  Plan  where  you 
work.  You’ll  walk  a bit  taller. 

Bond  facts : Savings  Bonds  pay  you 
back  $4  for  every  $3  in  only  seven 
years  . . . are  replaced  free  if  lost,  de- 
stroyed or  stolen  . . . have  special  tax 
advantages  . . . can  be  redeemed  when- 
ever the  need  arises. 


U.S.  Savings  Bonds 

The  U.S.  Government  does  not  pay  for  this  advertisement.  It  is  presented  as  a public 
service  in  cooperation  with  the  Treasury  Department  and  The  Advertising  Council. 
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Vacation  trip.... 


Motion  sickness? 


This  time  it’ll  be  different.  Emetrol  taken  before  the 
trip  begins  will  usually  prevent  nausea  and  vomiting. 
Emetrol  is  effective  and  safe... most  helpful  where  safe- 
ty is  most  important.  It  acts  locally -not  systemically. 


WILLIAM  H.  RORER,  INC.. 
Fort  Washington,  Pa. 


Emetrol® 

phosphorated  carbohydrate 
solution 

emesis  control 


Your  State  Society  Malpractice  Insurance  Program 

gives  you 


STABILITY . . . 


a strong  insurance  company  and  a program  that 
has  provided  continuous  protection  for  the  past 
forty-six  years. 


SUPERVISION 


by  the  Malpractice  Insurance  and  Defense  Board 
of  the  Society. 


SERVICE  . . . 


by  the  Society’s  Legal  Counsel  for  the  defense 
of  suits;  by  experienced  Company  personnel  for 
the  investigation  of  claims;  and  by  this  office 
for  all  mattery  relating  to  your  professional 
liability  insurance. 


James  M.  Arnold  Frank  W.  Appleton 

Indemnity  Representative  Asst.  Indemnity  Representative 

c/o  H.  F.  Wanvig,  Inc.,  2 Park  Ave.,  N.  Y.,  N.  Y.  10016 
MUrray  Hill  4-3211 
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Smallpox  vaccination 
complications  preventable 

Morbidity  and  mortality  rates,  even  today 
associated  with  smallpox  vaccinations,  would 
drastically  decline,  were  the  primary  vaccina- 
ations  delayed  until  after  the  first  year  of 
life,  feel  J.  M.  Neff,  M.D.,  et  al.,  writing  in  a 
recent  issue  of  the  New  England  Journal  of 
Medicine.  Another  factor,  they  mention,  would 
be  greater  care  on  the  part  of  the  physicians 
in  screening  patients  for  known  contraindica- 
tions to  vaccination.  These  observations  were 
based  on  results  of  a study  of  postvaccination 
complications  identified  in  433  patients  in  the 
United  States  in  1963. 

The  rate  of  complications  following  primary 
smallpox  vaccination  was  seventeen  times  that 
following  revaccination,  and  the  rate  in  children 
under  one  year  of  age  was  more  than  three  times 
that  of  any  other  age  group.  Generalized  vac- 
cinia and  accidental  infection  were  the  most 
common  complications,  accounting  for  20.8  and 
13.6  respectively  per  1 million  primary  vacci- 
nations. Occurring  less  frequently  were  eczema 
vaccinatum,  skin  rashes,  vaccinia  necrosum,  and 
postvaccinal  encephalitis. 

Theoretically,  no  less  than  two  thirds  of  these 
complications  are  preventable,  the  authors  feel. 
Cases  of  auto-inoculation,  particularly  those 
that  were  coprimary,  might  have  been  prevented 
by  more  care  in  technic  at  the  time  of  the  vacci- 
nation. 

Generally  accepted  contraindications  to  vac- 
cination based  on  this  and  other  studies  are  the 
following:  eczema,  past  history  of  eczema  or 
eczema  in  a household  member;  any  other  type 
of  active  skin  disorder;  an  antibody-deficiency 
disease;  leukemia,  lymphoma,  Hodgkin’s  dis- 
ease or  other  blood  dyscrasias;  treatment  with 
immunosuppressive  agents,  corticosteroids,  or 
radiation;  and  pregnancy.  It  was  stressed  that 
excess  vaccine  should  be  removed  from  the  site 
of  vaccination  to  diminish  the  risk  of  auto-in- 
oculation. 


Tandearil* 

oxyphenbutazone 


Therapeutic  Effects:  Tandearil  is  a nonhormonal  compound 
which  may  rapidly  resolve  inflammation  and  help  restore 
normal  joint  function.  Its  action  does  not  affect  pituitary- 
adrenal  function  or  impair  immune  responses.  Its  value 
in  osteoarthritis  is  especially  noteworthy  because  this 
disorder  responds  inconsistently  to  steroids  and  is 
often  resistant  to  salicylates.  Further,  indomethacin  is 
limited  only  to  osteoarthritis  of  the  hip,  whereas  oxyphen- 
butazone is  effective  in  all  forms  of  the  disease. 

Contraindications:  Edema;  danger  of  cardiac  decompen- 
sation; history  or  symptoms  of  peptic  ulcer;  renal, hepatic 
or  cardiac  damage;  history  of  drug  allergy;  history  of  blood 
dyscrasia.  The  drug  should  not  be  given  when  the  patient 
is  senile  or  when  other  potent  drugs  are  given  concurrently. 

Warning:  If  coumarin-type  anticoagulants  are  given  simul- 
taneously, watch  for  excessive  increase  in  prothrombin 
time.  Pyrazole  compounds  may  potentiate  the  pharmaco- 
logic action  of  sulfonylurea,  sulfonamide-type  agents  and 
insulin.  Carefully  observe  patients  receiving  such  therapy. 
Use  with  great  caution  in  the  first  trimester  of  pregnancy. 

Precautions:  Obtain  a detailed  history  and  a complete 
physical  and  laboratory  examination,  including  a blood 
count.  The  patient  should  be  closely  supervised  and  should 
be  warned  to  report  immediately  fever,  sore  throat,  or 
mouth  lesions  (symptoms  of  blood  dyscrasia);  sudden 
weight  gain  (water  retention);  skin  reactions;  black  or  tarry 
stools  or  other  evidence  of  intestinal  hemorrhage.  Make 
regular  blood  counts.  Discontinue  the  drug  and  institute 
countermeasures  if  the  white  count  changes  significantly, 
granulocytes  decrease,  or  immature  forms  appear.  Use 
greater  care  in  the  elderly  and  in  hypertensives. 

Adverse  Reactions:  The  most  common  are  nausea,  edema 
and  drug  rash.  The  drug  has  been  associated  with  peptic 
ulcer  and  may  reactivate  a latent  peptic  ulcer.  Infre- 
quently, agranulocytosis,  or  a generalized  allergic  reaction 
may  occur  and  require  withdrawal  of  medication.  Stoma- 
titis. salivary  gland  enlargement,  vomiting,  vertigo  and 
languor  may  occur.  Leukemia  and  leukemoid  reactions 
have  been  reported  but  cannot  definitely  be  attributed  to 
the  drug.  Thrombocytopenic  purpura  and  aplastic  anemia 
may  occur.  Confusional  states,  agitation,  headache, 
blurred  vision,  optic  neuritis  and  transient  hearing  loss 
have  been  reported,  as  have  hyperglycemia,  hepatitis, 
jaundice,  and  several  cases  of  anuria  and  hematuria.  With 
long-term  use,  reversible  thyroid  hyperplasia  may  occur 
infrequently.  Moderate  lowering  of  the  red  cell  count 
due  to  hemodilution  may  occur. 

Dosage  in  Osteoarthritis:  The  initial  daily  dosage  in  adults 
is  300-600  mg.  in  divided  daily  doses.  When  improvement 
occurs,  dosage  should  be  decreased  to  the  minimum 
effective  level;  this  should  not  exceed  400  mg.  daily,  and 
is  often  achieved  with  only  100-200  mg.  daily. 

For  complete  details,  please  refer  to  full  prescribing 
information.  6562-VI(B)R 

Availability:  Tablets  of  100  mg. 
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Tandearir  helps  osteoarthritic 
oxyphenbutazone  joints  move  again 


Sperling.  I L : 3 Years'  Experience 
with  Oxyphenbutazone  in  the 
Treatment  of  Rheumatic  Disorders, 
Applied  Therapeutics  6:117,  1964. 
Watts,  T.W.,  Jr.:  Treatment  of  Rheu- 
matoid Disorders  with  Oxyphenbu- 
tazone, Clin.  Med.  73:65, 1966. 
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Permissions:  When  material  is  reproduced 

from  other  sources,  full  credit  must  be  given  to 
both  author  and  publisher  and  written  permis- 
sion from  these  sources  included.  Where  work 
is  reported  from  a governmental  service  or 
institution,  clearance  by  requisite  authority 
should  accompany  the  manuscript. 

References:  References  should  be  limited  to 
those  citations  noted  in  the  text.  A complete 
review  of  the  literature  is  rarely  desirable.  The 
references  must  be  typed  double-spaced  and  are 
to  be  numbered  as  they  appear  consecutively  in 
text,  with  their  positions  in  the  text  indicated. 
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Editorials 


Electrocardiograms  of  the  month 


An  understanding  of  electrocardiography 
is  of  importance  to  all  practicing  physi- 
cians, although  expert  knowledge  need  not 
be  necessary.  The  broad  concepts  of  the 
usefulness  of  the  electrocardiogram,  as  well 
as  its  limitations,  is  important  not  only  to 
medical  men  but  also  to  the  surgical 
specialist. 

The  purpose  of  the  Electrocardiograms 
of  the  Month  will  be  to  teach  some  of 
the  fundamentals  of  electrocardiography. 


There  will  be  no  esoteric  presentations. 
An  attempt  will  be  made  to  correlate  the 
electrocardiogram  with  the  clinical  findings 
and  to  demonstrate  the  value  of  proper 
electrocardiographic  interpretations  in  pa- 
tient care. 

At  times,  there  are  differences  of  opinion 
concerning  an  electrocardiographic  inter- 
pretation. The  authors  anticipate  these 
differences  and  will  welcome  alternative 
views. 


Expansion  of  basic  sciences  of  medicine  into  new  fields  now 
at  the  ready  stage 


Five  new  programs  in  biomedicine  will  be 
offered  at  the  Downstate  Medical  Center  in 
Brooklyn  as  the  first  step  toward  the 
“Medical  School  of  the  Future”  described 
in  the  inaugural  address  of  Downstate’s 
president,  Dr.  Joseph  K.  Hill,  on  May  5, 
1967.  One  of  the  67  units  of  the  State 
University  of  New  York,  Downstate  has 
the  fourth  largest  medical  school  enrollment 
in  the  nation. 

Announcement  of  the  new  programs 
came  only  a few  days  after  Dr.  Hill  pre- 
dicted that  in  the  future  all  medical  schools 
would  become  biomedical  centers  “con- 
cerned not  only  with  man’s  physical  being 
and  the  ills  that  beset  him,  but  with  his 
socioeconomic  problems  and  the  environ- 
ment that  so  influences  him.” 

In  his  inaugural  address  as  Downstate’s 
second  president,  Dr.  Hill  said  that  in 
keeping  with  the  dictum  that  “the  whole 
man  deserves  a whole  education”  all  the 
sciences  and  studies  that  affect  and  are 
affected  by  life  itself  will  be  incorporated 
into  the  curricula  of  the  emerging  biomedi- 
cal center. 


As  a beginning,  educators  may  have  to 
“take  off  the  blinders”  and  recognize  that 
developments  in  the  study  of  human  biol- 
ogy and  medicine  merit  a dramatic  expan- 
sion of  the  basic  disciplines.  “Likely  can- 
didates in  the  biomedical  sciences,”  he  said, 
“should  be  established  as  full  fledged 
departments.” 

Downstate  is  taking  the  first  step  toward 
the  medical  school  of  the  future  now,  Dr. 
Hill  said.  Programs  in  genetics,  cultural 
anthropology,  biomathematics,  biophysics, 
and  physical  chemistry  are  scheduled  to  be- 
gin in  September,  1968,  as  part  of  a new 
College  of  Biomedical  and  Behavioral  Sci- 
ences in  the  Medical  Center. 

Dr.  Hill  observed  that  at  the  present 
time  medical  schools  usually  relegate  these 
subjects  to  “a  little-used  corner  of  an  al- 
ready occupied  laboratory.”  However, 
“the  understanding  of  man  and  his  biology 
are  too  important  for  them  not  to  have 
lebensraum  of  their  own.” 

A search  for  professors  who  can  develop 
and  staff  the  new  programs  is  under  way. 
At  the  start  courses  will  be  offered  on  the 
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graduate  level  leading  to  the  master  of  sci- 
ence and  doctor  of  philosophy  degrees. 
Eventually  there  will  also  be  undergraduate 
studies. 

Legal,  ethical,  and  philosophical  prob- 
lems raised  by  burgeoning  sciences  are 
pinching  the  medical  man,  Dr.  Hill  said. 
Experimentation  with  human  subjects  and 
immortality,  legal  abortion,  the  use  of 
fertility  drugs — all  place  strains  on  our  ex- 
isting value  systems.  Dr.  Hill  believes 
that  before  too  long  medical  schools  may 


have  to  establish  biomedical  law,  history, 
philosophy,  and  even  theology  courses  as 
basic  science  programs. 

Technical  advances  in  medicine  are  pro- 
gressing at  such  a rapid  rate  that  they  have 
outrun  our  established  values.  There  is 
need  for  reevaluation  of  the  impact  of  medi- 
cal science  on  our  mores.  It  is  a forward 
step  to  create  at  our  universities  depart- 
ments which  will  do  this.  Their  influence 
will  be  greatly  needed  as  the  pace 
accelerates. 


Share 

Your 

Medical 

Journals 

With 

Colleagues 

Overseas 


The  doctors  of  the  U.S.A.  are  being  asked  to  send  their  medical  journals — 
after  they  have  read  them — to  colleagues  overseas  (Asia,  Latin  America, 
and  Africa)  who  wish  to  have  access  to  current  medical  literature  but, 
either  because  of  currency  regulations  or  actual  cost  involved,  cannot 
themselves  subscribe  to  medical  periodicals.  We  can  supply  you  with 
the  name,  address,  and  medical  specialty  of  doctors  in  these  areas  who 
would  be  happy  to  receive  these  much  wanted  journals,  ( particularly 
specialty  journals),  which  you  will  mail  direct  to  your  overseas  colleague. 

This  is  a direct  “Doctor-to-Doctor”  program  which  is  being  sponsored  by 
the  American  Medical  Association  with  the  collaboration  of  The  World 
Medical  Association  to  help  alleviate  the  lack  of  current  medical  publica- 
tions and  to  further  international  good  will.  Your  cooperation  in  this 
program  will  be  greatly  appreciated  and  your  contact  with  these  colleagues 
in  other  countries,  we  can  assure  you,  will  prove  very  gratifying.  If  you 
wish  to  participate  in  this  program,  send  your  name,  address,  and  titles  of 
journals  you  will  contribute  to  DOCTOR-TO-DOCTOR  PROGRAM. 
The  World  Medical  Association,  10  Columbus  Circle,  New  York,  New 
York  10019. 
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'an  you  pick  the 
raveler  who  should  not 
ake  Dramamine? 


Obviously  the  airline  pilot-and  only  because  Dramamine  will  cause 
drowsiness  in  some  individuals  and  therefore  should  be  used  with  caution 
in  persons  who  operate  complex  or  dangerous  machinery.  Any  of  the 
others  may  confidently  take  Dramamine  for  fast  relief  or  reliable  prophy- 
laxis, whenever  nausea  or  vomiting  threatens  or  occurs. 
Dramamine-remarkably  safe  and  effective— is  probably  the  most  exten- 
sively validated  antinauseant-antiemetic  agent  in  use  today:  proved  by 
controlled  and  double-blind  studies  and  backed  by  almost  two  decades  of 
worldwide  clinical  success.  Why  not  recommend  Dramamine  to  your  patients? 
sage:  Adults-50  mg.  in  tablet  or  liquid  form,  every  four  to  six  hours.  Childrens  to  8 years  old-12.5  to  25  mg. 
d or  t.i.d.  Childrens  to  12  years  old— 25  to  50  mg.  b.i.d.  dr  t.i.d. 

iw  Supplied: Tablets,  50  mg.,  uncoated,  scored,  yellow;  bottles  of  100  and  1000,  vials  of  12.  Liquid,  12.5  mg. 
r 4 cc.,  pint  bottles.  Supposicones®,  100  mg.,  boxes  of  12.  Ampuls,  250  mg.,  serum  type,  boxes  of  6 and  25. 
ecautions:  Dramamine.  notably  nontoxic  itself,  may  mask 
3 symptoms  of  streptomycin  toxicity.  Patients  should  be 
utiorted  against  operating  automobiles  or  dangerous  ma- 
inery  because  of  possible  drowsiness. 

Research  in  the  Service  of  Medicine 
G.  D.  Searle  & Co.,  Chicago,  Illinois  60680 
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MERCUHYDRIN 

(meralluride  injection) 


LAKESIDE 
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Twenty  years  ago  the  publication  of  "A 
System  for  the  Routine  Treatment  of  the  Failing 
Heart"1  established  a schedule  of  diuretic 
therapy  as  a primary  factor  in  the  treatment 
of  acute  congestive  failure.  With  emphasis 
upon  daily  injections  of  Mercuhydrin 
(meralluride  injection)  until  dry  weight  was 
obtained,  Gold,  et  al.  achieved  a 40%  increase 
in  improvement,  in  VS  the  time,  over  other 
methods  then  current.  Today,  most  medical 
texts  continue  to  recommend  parenteral 
mercurials  in  acute  congestive  failure  when 
prompt  diuresis  is  indicated. 

Recently  Modell2  has  stated:  "The  mercurial 
diuretics  are  the  injectable  diuretics  of  choice 
since  they  are  the  most  potent  as  well  as  the 
most  dependable.  Their  toxicity  is  not  an 
important  consideration  either  by  comparison 
with  other  potent  diuretics  or  in  relation  to  the 
seriousness  of  the  conditions  in  which  they 
provide  such  excellent  relief.” 


IN  BRIEF 

Mercuhydrin  is  indicated  in  edema  of  cardiac  or 
hepatic  origin  and  in  the  nephrotic  syndrome;  it  is 
contraindicated  in  acute  nephritis  and  in  anuric  or 
oliguric  states.  The  usual  adult  dose  is  one  to  two 
cc.  daily  or  every  other  day  until  “dry  weight”  is 
obtained.  Sensitivity  is  rare  but  small  initial  doses 
are  advised  to  minimize  potential  reactions;  ver- 
tigo, fever,  and  rash  have  occurred.  Overdosage 
may  produce  electrolyte  depletion,  muscle  cramps, 
and  G.  I.  reactions.  Supplied:  1 cc.  and  2 cc.  am- 
puls in  boxes  of  12,  25  and  100;  10  cc.  rubber 
capped,  multiple-dose  vials  (intramuscular  or  sub- 
cutaneous use  only)  in  boxes  of  6 and  100. 


1. Gold,  Harry,  ef  al.:  A System  for  the  Routine  Treat- 
ment of  the  Failing  Heart,  The  American  Journal  of 
Medicine,  Vol.  Ill,  No.  6:665-692  (Dec.)  1956. 

2.  Modell,  Walter:  Drugs  of  Choice  1966-1967,  p.  97, 
1966. 
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The  Tubex  Closed-Injection  System  means 


‘I 


Efficiency  and  convenience 

Tubex  injectables  are  ready  for  immediate  use.  No 
measuring  of  doses;  no  filling  of  syringes.  Saves 
professional  time.  Easy  to  store  in  the  office,  easy 
to  carry  on  house  calls. 

Precision  and  protection  from  cross  contamination 

Tubex  injectables  are  premeasured,  accurately  and  clearly 
identified  as  to  name,  dose,  control  number  and 
expiration  date  (if  any).  Used  once,  then  discarded, 

Tubex  prefilled  sterile  cartridge-needle  units  cannot 
cause  cross  contamination. 


Coverage  of  virtually  all  injection  needs 

The  wide  range  of  drugs  available  in  Tubex  sterile 
cartridge-needle  units  can  meet  over  70%  of  common 
private  practice  injectable  needs.  For  drugs  not  yet  in 
Tubex  form,  empty  sterile  cartridge-needle  units  can 
usually  be  employed — and  retain  most  advantages 
of  the  system. 


TUBEX 


Closed  Injection  System 


If  you  are  already  using  Tubex  in  your  office  and  don't  have  a waiting-room  placard 
Wyeth  will  be  happy  to  send  you  one.  A postcard  will  do. 


Wyeth  Laboratories 
Professional  Service 
Box  8299 

Philadelphia,  Pa.  19101 


Scientific  Articles 


Ten  Months  Experience 
With  LSD  Users  Admitted 
to  County  Psychiatric 
Receiving  Hospital 


MICHAEL  BLUMENFIELD,  M.D. 

Brooklyn,  New  York 
LEWIS  GLICKMAN,  M.D. 
Brooklyn,  New  York 

Resident  in  Psychiatry  (Dr.  Blumenfield), 
Director,  Psychiatric  Admissions  and  Consultation 
Service  (Dr.  Glickman),  Kings  County  Hospital 
Center;  Assistant  Professor  of  Psychiatry, 
State  University  of  New  York  Downstate  Medical 
Center  College  of  Medicine  (Dr.  Glickman) 


Untoward  reactions  consisting  of  pro- 
longed psychosis,  severe  anxiety  states, 
recurrence  of  LSD  (lysergic  acid  diethyl- 
amide)-induced  symptoms  without  fur- 
ther intake,  and  suicidal  and  homicidal 
behavior  resulting  from  LSD  ingestion 
have  been  reported  by  a number  of  au- 
thors.1-5 Two  series  of  patients  believed 
to  have  been  admitted  to  a hospital  be- 
cause of  reactions  to  LSD  have  recently 
been  reported  from  Bellevue  Hospital  in 
New  York  City  and  the  University  of 
California  Medical  Center  in  Los  Angeles.4  5 
The  Bellevue  workers  reported  admission 
of  27  patients  because  of  reactions  to  LSD 
in  a four-month  period  from  March  to 
June,  1965,  or  about  0.4  per  cent  of  all 
admissions  during  that  period.  The  Uni- 
versity of  California  investigators  reported 
that  they  had  seen  “70  patients  with  LSD 


of  25  users  of  lsd  brought  to  the  hospital, 
all  had  obtained  their  drugs  from  illegal 
sources,  and  23  were  admitted  to  the  hospital. 
Most  often  symptoms  leading  to  admission 
followed  ingestion  by  several  hours  and  con- 
tinued to  increase  until  admission  became 
necessary.  The  users  were  predominantly 
white  and  young,  the  average  school  grade 
completed  was  10.6,  and  none  was  engaged 
in  a profession.  Eighteen  had  had  psychi- 
atric treatment;  80  per  cent  were  diagnosed 
as  schizophrenic  or  borderline  schizophrenic 
patients.  They  were  admitted  because  of 
attempted  suicide,  attempted  homicide,  smash- 
ing furniture,  attempted  pedophilia,  pro- 
longed anxiety,  and  confusion  and  hallucina- 
tions; 88  per  cent  admitted  to  using  at  least 
one  other  addicting,  habituating,  or  psychedelic 
drug;  20  per  cent  were  overtly  homosexual ; 
and  40  per  cent  had  histories  of  arrests. 


reactions  in  a seven-month  period  between 
September,  1965,  and  April,  1966,  of  whom 
25  were  admitted  to  the  hospital.”  The 
group  of  70  comprised  12  per  cent  of  those 
seen  in  their  psychiatric  emergency  room. 
All  the  patients  reported  from  both  centers 
had  obtained  LSD  illegally.  We  would 
like  to  add  our  experiences  to  those  re- 
ported by  these  two  groups  of  workers  and 
point  out  some  characteristics  of  the  hos- 
pitalized LSD  users  we  have  seen  which 
differ  from  the  patients  previously  re- 
ported. 

Twenty-five  patients  who  admitted  self- 
administration of  LSD  were  brought  or 
presented  themselves  to  the  psychiatric 
emergency  room  of  the  Kings  County 
Hospital  Center  between  August  15,  1965, 
and  June  15,  1966.  The  hospital  center 
acts  as  a psychiatric  receiving  hospital 
for  the  borough  of  Brooklyn,  a community 
of  approximately  2.6  million.  About 
20,000  persons  are  seen  in  the  psychiatric 
emergency  room  each  year,  and  of  these 
about  one  half  are  admitted  to  the  hospital. 
During  the  ten-month  study  period,  the 
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LSD  users  comprised  about  0.3  per  cent 
of  the  patients  admitted. 

Of  the  25  users  seen,  all  obtained  their 
drugs  from  illegal  sources.  Twenty-three 
of  the  25  were  admitted  to  the  hospital. 
The  symptoms  responsible  for  the  admis- 
sion of  14  of  the  23  had  their  initial  onset 
within  one  day  of  LSD  intake.  After  the 
LSD  ingestion,  there  were  sometimes 
symptoms  of  anxiety  or  panic  which  then 
remitted  for  weeks  or  months  before  there 
was  an  exacerbation  which  led  to  the  pa- 
tient’s admission.  Most  often,  however, 
the  symptoms  leading  to  admission  fol- 
lowed by  several  hours  the  ingestion  of 
LSD  and  continued  to  increase  until  ad- 
mission became  necessary  several  hours, 
days,  or  weeks  later.  Nine  of  the  23  pa- 
tients admitted  had  a history  of  LSD  in- 
gestion, but  no  temporal  relationship  could 
be  established  between  the  onset  of  the 
symptoms  responsible  for  their  admission 
and  LSD  intake.  The  presenting  symp- 
toms of  this  latter  group  either  did  not 
change  after  LSD  ingestion  or  had  their 
onset  long  after  the  last  LSD  ingestion. 
Further  data  on  the  part  played  by  LSD 
ingestion  in  the  cause  of  the  symptoms 
which  led  to  admission  will  be  presented 
elsewhere.6 

Two  patients  were  not  admitted;  1 
whose  presenting  symptoms  were  tem- 
porally related  to  LSD  intake  and  1 whose 
symptoms  were  not.  The  first  had  per- 
sistent anxiety  since  having  taken  LSD 
six  weeks  before  he  was  seen  in  the  psy- 
chiatric emergency  room.  The  second  pa- 
tient had  fears  of  homosexual  and  violent 
impulses  since  his  release  from  a prison 
mental  hospital  six  weeks  prior  to  being 
seen,  although  he  had  not  taken  LSD  for 
twelve  months. 

At  least  one  of  the  authors  examined  23 
of  the  25  patients  almost  always  within  one 
day  of  admission.  Two  patients  were 
released  from  the  hospital  before  they  could 
be  seen  by  either  author. 

Results 

All  25  patients,  of  which  18  were  male 
and  7 female,  were  between  eighteen  and 
thirty  years  of  age  with  an  average  age  of 
twenty-two.  Twenty  were  white  and  5 
were  nonwhite.  These  included  3 Negroes, 
1 Puerto  Rican,  and  1 Chinese.  Twelve 


TABLE  I.  Number  of  LSD  ingestions  in  LSD  users 
admitted  to  psychiatric  division,  Kings  County 
Hospital 


Number  of  Times 
LSD  Ingested 

Number  of 
Patients 

1 

5 

2 to  5 

10 

6 to  10 

2 

More  than  10 

5 

Unknown 

3 

Total 

25 

were  Catholic,  7 were  Jewish,  5 were 
Protestant,  and  1 patient’s  religion  was 
unknown.  The  LSD-user  group  included 
a higher  proportion  of  whites  than  our  other 
admissions  which  are  approximately  one 
half  nonwhite.  The  religious  distribution 
is  about  that  which  would  be  expected  in 
our  hospital  if  a predominantly  white 
sample  of  patients  were  chosen. 

Thirty  per  cent  of  the  patients  were 
students,  and  26  per  cent  were  unemployed. 
Fourteen  or  56  per  cent  had  not  completed 
high  school.  The  average  grade  completed 
was  10.6.  Eight  or  32  per  cent  had  at- 
tended college,  but  only  1 had  been  gradu- 
ated. None  was  engaged  in  a profession. 
A survey  of  25  consecutive  admissions  of 
white  male  inpatients  between  eighteen 
and  thirty  without  histories  of  LSD  use 
revealed  that  only  3 or  12  per  cent  had 
attended  college,  and  the  average  grade 
completed  was  10. 

Eighteen  or  72  per  cent  of  the  LSD  users 
had  had  psychiatric  treatment  prior  to 
their  experience  with  LSD.  Of  these,  10 
had  been  admitted  to  a hospital,  and  8 had 
received  some  form  of  outpatient  care. 
At  the  time  of  their  admission,  2 were 
under  psychiatric  care.  One  was  being 
treated  with  tranquilizers  at  a clinic  which 
he  attended  monthly,  and  another  was 
being  seen  weekly  for  psychotherapy. 

Twenty  per  cent  reported  using  LSD 
once,  60  per  cent  between  two  and  ten 
times,  and  20  per  cent  more  than  ten  times 
(Table  I). 

Of  the  14  patients  seen  because  of  symp- 
toms whose  onset  immediately  followed 
LSD  ingestion,  7 behaved  in  ways  dan- 
gerous to  themselves  or  others  (Table  ID. 
This  behavior  included  4 suicide  attempts, 
3 by  wrist  slashing  and  1 by  overdose  of 
aspirin.  There  were  2 attempted  homi- 


1850  New  York  State  Journal  of  Medicine  / July  1,1967 


TABLE  II.  Symptoms  leading  to  admission  whose 
onset  immediately  followed  LSD  ingestion 


Symptoms 

Number  of 
Occurrences 

Attempted  suicide 

4 

Attempted  homicide 

2 

Smashing  furniture 

1 

Attempted  pedophilia 

1 

Prolonged  anxiety  reaction 

4 

Confusion  and  hallucinations 

2 

Total 

14* 

* One  patient  attempted  both  suicide  and  homicide. 


cides.  In  addition,  1 patient  smashed 
the  furniture  in  his  parents’  house,  and  1 
disrobed  in  the  street  and  made  a sexual 
advance  to  a five-year-old  boy.  Four 
patients  underwent  prolonged  anxiety  re- 
actions, and  2 had  episodes  of  psychosis 
with  confusion,  delusions,  and/or  hallucina- 
tions. 

Fifteen  or  60  per  cent  of  our  patients  were 
diagnosed  as  schizophrenic  patients  and 
5 or  20  per  cent  as  “borderline”  schizo- 
phrenic patients.  Seven  of  these  20  had 
sociopathic  features.  Of  the  remaining 
5,  2 were  diagnosed  as  sociopaths  without 
psychosis,  and  3 were  undiagnosed. 

Ten  or  40  per  cent  had  been  arrested, 
most  frequently  more  than  once.  The 
arrests  were  for  car  theft,  burglary,  rob- 
bery, possession  of  narcotics,  and  drunken 
driving.  Five  or  20  per  cent  of  the  pa- 
tients were  overtly  homosexual. 

Of  the  25  patients  22  or  88  per  cent  ad- 
mitted to  using  at  least  one  other  addict- 
ing, habituating,  or  psychedelic  drug. 
Eighteen  or  75  per  cent  used  at  least  two 
others  and  12  or  48  per  cent  at  least  three 
others.  In  almost  all  cases  the  use  of 
these  drugs  extended  over  at  least  several 
months  and  most  frequently  over  several 
years.  Of  the  22  drug  users,  18  used 
marihuana,  13  barbiturates,  11  heroin, 
7 dextroamphetamine  sulfate  (Dexedrine), 
2 mescaline,  and  2 morning  glory  seeds. 
In  addition,  5 used  alcohol  to  the  point 
where  it  seriously  interfered  with  their 
ability  to  function.  Of  these  5,  1 re- 
ported experiencing  frequent  “blackouts” 
when  drinking  at  parties  at  age  eighteen, 
1 stated  she  had  “delirium  tremens”  at 
age  nineteen,  and  1 was  arrested  six  times 
for  speeding  while  drinking. 

When  there  was  psychiatric  treatment, 
arrests,  overt  homosexuality,  and/or  use 


TABLE  III.  Disposition  of  LSD  users  seen  in 
psychiatric  emergency  room  of  Kings  County 
Hospital 


Number  of 
Patients 

Per 

Cent 

Disposition 

10 

40 

Admitted  and  transferred 
to  State  hospitals  after 
one  to  two  weeks  obser- 
vation 

3 

12 

Admitted  and  transferred 
to  State  hospitals  after 
prolonged  care  one  to 
three  months,  in  Kings 
County 

6 

24 

Admitted  and  signed  out 
against  advice 

4 

16 

Admitted  and  discharged  in 
own  custody 

2 

8 

Not  admitted 

Total  25 

100 

TABLE  IV.  Characteristics  of  LSD  users  seen  at 
three  hospitals;  social  factors  (per  cent) 

University  of 
California 


Descrip- 

tion 

Kings  County 
Hospital* 

Bellevuef 

at  Los 
Angeles** 

Race 

80  white 

Not  stated 

Predomi- 

nantly 

white 

Sex 

72  male 

Not  stated 

75  male 

Age 

Eighteen  to 
thirty 
(years) 

1 over  thirty 
(years) 

Young 

Education 

56  High  school 
dropouts,  32 
attended  col- 
lege, 4 were 
graduated 

Most  attended 
college,  17 
were  gradu- 
ated 

Not  stated 

Work 

56  students  or 

Good  employ- 

Majority  stu- 

unemployed; 

ment  record, 

dents  or 

no  profes- 

17  executive 

unem- 

sionals 

or  profes- 
sional 

ployed,  no 
profes- 
sionals 

Police 

records 

40 

Not  stated 

14 

* Data  based  on  25  patients,  23  of  whom  were  admitted, 
f Data  based  on  first  12  patients  of  a total  of  27  admitted. 
**  Data  based  on  70  patients  of  whom  25  were  admitted 
and  other  disposition  made  for  45. 


of  other  drugs,  these  almost  always  ante- 
dated the  first  use  of  LSD. 

Of  the  23  patients  admitted  to  the 
hospital,  10  were  transferred  to  State  hos- 
pitals after  a short  period  of  observation 
(Table  III).  Three  were  treated  for  pe- 
riods of  one  to  three  months  in  our  hospital 
and  then  transferred  to  State  hospitals. 
Six  wefe  discharged  against  physician’s 
advice  on  contract  to  relatives,  and  only 
4 were  discharged  from  our  hospital  as 
well  enough  to  return  to  the  community. 
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TABLE  V.  Characteristics  of  LSD  users  seen  at 
three  hospitals;  psychiatric  factors  (per  cent) 


Description 

Kings  County 
Hospital* 

Bellevue  f 

University  of 
California 
at  Los 
Angeles** 

Diagnosis 

60  psychotic, 
20  border- 
line 

58  psychotic, 
25  border- 
line 

36  psychotic, 
39  charac- 
ter dis- 
order or 
neurotic 

Experience 
with  other 
drugs 

88 

92 

40ff 

Heroin  users 

40 

Not  stated 

10  addicts 

Previous 

psychiatric 

care 

72 

Not  stated 

37*** 

Overtly 

homo- 

sexual 

20 

Not  stated 

Not  stated 

Received 
LSD  from 
illegal 
sources 

100 

100 

100 

* Data  based  on  25  patients,  23  of  whom  were  admitted, 
t Data  based  on  first  12  patients  of  a total  of  27  admitted. 
**  Data  based  on  70  patients  of  whom  25  were  admitted 
and  other  disposition  made  for  45. 

ft  In  the  six-week  period  before  admission. 

***  No  data  available  for  45  per  cent  of  patients. 

Comment 

Our  patients  are  similar  to  those  re- 
ported recently  from  University  of  Cal- 
ifornia at  Los  Angeles  Medical  Center  and 
Bellevue  in  that  they  are  preponderately 
young,  white  males.  They  differ  from  the 
patients  reported  from  University  of  Cali- 
fornia in  that  they  include  a much  higher 
percentage  of  patients  who  used  other 
drugs  prior  to  LSD  ingestion  and  a higher 
percentage  of  patients  who  attempted 
suicide  and  homicide.  They  differ  from 
groups  reported  from  California  in  that 
our  LSD  user  group  contains  a higher  per- 
centage of  heroin  users  and  law  offenders 
(Tables  IV  to  VI). 

It  appears  that  the  use  of  LSD  is  spread- 
ing to  some  members  of  lower  socioeconomic 
groups.  Many  of  these  users  are  high 
school  dropouts  with  histories  of  antisocial 
behavior  and  criminal  offenses  as  well  as 
previous  experience  with  other  habituating 
and  addicting  drugs  including  heroin. 
It  is  difficult  to  compare  the  incidence 
rate  of  LSD  use  in  this  more  poorly  edu- 
cated group  with  that  in  other  groups 
where  LSD  use  had  previously  been  re- 
ported, such  as  college  students,  “beat- 
niks,” and  individuals  with  artistic,  philo- 
sophic, religious,  and  creative  interests. 
We  do  not  know  what  percentage  of  LSD 
users  in  each  socioeconomic  group  are  seen 


TABLE  VI.  Suicidal  and  homicidal  reactions  to 
LSD  use  in  patients  admitted  to  three  hospitals 
(per  cent) 


Symptoms 

Kings 

County 

Hospital 

Bellevue 

University  of 
California  at 
Los  Angeles 

Suicide  ideation  with- 

out  attempt 

0 

16* 

7 

Suicide  attempts 

20 

8t 

7 

Homicidal  ideation 

0 

8** 

0 

without  attempt 

Homicide  attempts 

8 

0 

0 

* Two  patients,  friends  thought  they  couldn’t  control 
patient  or  prevent  him  from  hurting  self, 
t One  patient  fell  out  of  window. 

**  One  patient  stood  immobile  with  upraised  knife  unable 
to  decide  whether  or  not  to  plunge  it  into  friend’s  back. 


TABLE  VII.  Admission  rates  of  LSD  users  at  three 
hospitals 


Description 

Kings  County 
Hospital 

Bellevue 

University  of 
California  at 
Los  Angeles 

Number  of 

25  (23 

27  (all 

70  (25 

patients 

admitted) 

admitted) 

admitted) 

Number  of 
months  dur- 
ing which 
study  was 
made 

10 

4 

7 

Average  num- 
ber of 
months 

2.5 

6.5 

7 

Per  cent  of 
admissions 

0.3 

0.4 

4 

in  hospital  admitting  areas.  The  lower 
percentage  of  LSD  users  seen  at  our  hos- 
pital and  Bellevue  as  compared  with  Uni- 
versity of  California  at  Los  Angeles  may 
not  reflect  a real  difference  in  incidence 
rate  between  the  socioeconomic  groups 
which  use  a county  compared  with  those 
that  use  a university  hospital  (Table  VII). 
The  California  group  reported  a “larger 
number  of  admissions  of  patients  with  LSD 
reactions,  both  relative  and  real,  than  in 
other  facilities  in  the  Los  Angeles  area.”6 
The  authors  suggest  as  reasons  for  this 
the  “prevalence  of  a rumor  that  ‘UCLA 
takes  care  of  acid  heads’  and  the  central 
location  of  the  medical  center  which  seems 
to  attract  those  persons  using  LSD  from 
the  Hollywood  ‘show  business’  area,  the 
‘beatnik’  beach  areas,  and  the  West  Los 
Angeles  campus  area.” 

A few  years  ago  social,  economic,  and 
educational  considerations  seemed  to  dic- 
tate whether  heroin  or  LSD  was  used. 
For  example,  in  1964  Killam  compared 
LSD  and  heroin  users  as  follows: 

The  social  mores,  special  languages,  meth- 
ods of  proselytizing,  and  psychological  de- 
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pendence  are  so  strikingly  similar  in  the  two 
groups  that  it  causes  one  to  speculate  concern- 
ing any  real  differences.  There  are  certainly 
wide  social  and  educational  differences  be- 
tween the  heroin  addict  and  the  habitual 
LSD  user.  Today  the  former  is  uneducated, 
a member  of  a minority  ethnic  group,  from 
economically  inferior  urban  neighborhoods, 
and  because  of  the  poor  quality  of  the  heroin 
available,  not  physically  dependent  on  the 
drug.  The  habitual  LSD  user  has  a college 
education  or  better,  has  had  every  oppor- 
tunity of  freedom  from  ethnic  impediments, 
and  is  from  modern  suburbia.  He,  too,  is  not 
physically  dependent  on  the  drug.  Could  it 
be  that  there  are  underlying  sociopsychologi- 
cal  factors  predisposing  one  to  seek  facile 
relief  from  social  pressures  that  are  common 
but  manifested  differently  according  to  the 
social  stratum  of  the  individual?7 

These  social  and  educational  differences 
that  Killam  notes  may  be  disappearing  in 
that  40  per  cent  of  our  LSD  users  had  had 
experience  with  heroin. 

It  is  our  impression  many  of  our  patients 
in  the  lower  socioeconomic  group  switched 
from  heroin  and  other  addicting  drugs  to 
LSD  when  they  sensed  they  were  in  danger 
of  psychotic  decompensation  because  of 
increased  environmental  stresses.  When 
LSD  users  in  this  group  were  hospitalized, 
88  per  cent  were  felt  to  be  in  need  of  long- 
term hospitalization.  It  is  our  experience 
that  this  resulted  not  so  much  from  the 
pharmacologic  effect  of  the  LSD  as  from 
the  individuals’  previous  psychiatric  dif- 
ficulties and  their  life  situation  at  the  time 
they  decided  to  take  the  LSD.  Further 
data  on  the  hospitalized  users’  motivations 
for  LSD  ingestion  will  be  reported  else- 
where.6 

Summary 

Of  25  patients  with  a history  of  LSD 
use  seen  in  the  psychiatric  emergency  room 
of  Kings  County  Hospital  over  a ten- 
month  period,  13  were  admitted  with 
symptoms  whose  onset  was  temporally 
related  to  recent  LSD  ingestion.  These 
included  4 suicide  attempts,  2 attempted 
homicides,  1 episode  of  smashing  furniture, 
1 sexual  attempt  on  a five-year-old  boy, 


4 prolonged  anxiety  reactions,  and  2 
episodes  of  prolonged  psychosis.  The  LSD 
users  seen  were  predominantly  white  males 
between  eighteen  and  thirty  years  of  age. 
Eighty-eight  per  cent  had  experience  with 
other  psychedelic,  habituating,  and  ad- 
dicting drugs.  These  included  heroin  in 
40  per  cent.  Seventy-two  per  cent  had  had 
previous  psychiatric  treatment.  In  ad- 
dition, 80  per  cent  were  psychotic  or 
“borderline.”  Forty  per  cent  had  prior 
police  records,  and  20  per  cent  were  actively 
homosexual.  All  these  difficulties  ap- 
peared to  have  long  antedated  the  use  of 
LSD.  Thirteen  were  transferred  to  State 
hospitals,  6 signed  out  by  relatives  against 
advice,  and  only  4 were  discharged  in  their 
own  custody  as  well  enough  to  return  to  the 
community. 

LSD  use  appears  to  be  spreading  to  some 
members  of  lower  socioeconomic  groups 
without  intellectual  or  artistic  interests  who 
previously  had  not  been  interested  in  it 
but  who  used  other  drugs  often  including 
heroin.  When  these  individuals  take  LSD 
and  are  later  brought  or  present  them- 
selves to  our  psychiatric  emergency  room, 
most  are  found  to  be  in  need  of  long-term 
hospitalization.  This  need  for  hospitaliza- 
tion does  not  appear  to  be  solely  or  even 
to  the  largest  extent  to  represent  a toxic 
effect  of  drug  ingestion  but  rather  the  in- 
teraction of  chronic  psychiatric  conflicts 
and  current  environmental  pressures. 
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most  of  these  technics  has  been  reviewed  by 
Burch  and  Phillips.1  In  the  past  year, 
several  groups  have  reported  an  ultrasound 
reflection  method,  A-mode  echocardiog- 
raphy, in  the  diagnosis  of  pericardial  ef- 
fusion.2-5 The  reliability  of  this  technic 
has  been  emphasized,  although  Kraines6 
has  noted  the  incidence  of  false  positive  re- 
sults to  be  high.  False  negative  results 
have  not  been  reported. 

We  have  recently  studied  a series  of  38 
patients  suspected  of  having  pericardial  ef- 
fusions, comparing  the  echocardiographic 
technic  with  the  standard  isotope  photoscan 
method.  Because  both  false  positive  and 
false  negative  results  with  the  ultrasound 
method  were  frequent  in  our  series,  we  are 
detailing  our  findings.  We  report  that  the 
presence  of  pleural  effusion  may  interfere 
with  the  technic  and  that  fluid  localized 
anteriorly  within  the  pericardial  sac  may 
not  be  detected  by  the  echo  method. 

Methods 


A NUMBER  of  diagnostic  methods  are 
available  to  confirm  the  presence  of  peri- 
cardial effusion  in  patients  with  enlarged 
cardiac  silhouettes.  The  usefulness  of 

* Present  address:  Selfridge  Air  Force  Base,  Mt.  Clemens. 
Michigan. 

t Present  address:  Gerontology  Branch,  N.  I.  H.,  Balti- 
more City  Hospitals,  Baltimore,  Maryland  21224. 


Echocardiography  was  performed  in  38 
patients  with  the  Ekoline  20  ultrasonoscope 
and  camera.  * * The  standard  A-mode  scan 
was  employed  as  described  by  Feigenbaum, 
Waldhausen,  and  Hyde2  and  Moss  and 
Bruhn.4  The  2.25-megacycle,  3/4-inch  trans- 
ducer emits  a 1 -microsecond  ultrasound 
impulse  at  a rate  of  200  per  second  and  was 

**  Smith-Kline  Instrument  Company,  Philadelphia,  Penn- 
sylvania. 


FIGURE  1.  Case  4.  (A)  Positive  isotope  photoscan  from  patient  superimposed  on  chest  film.  Also 
right  pleural  effusion.  (B)  Positive  echocardiogram  from  same  patient.  Additional  echo  (d)  seen  be- 
yond posterior  heart  wall  reflection  (c).  (a)  represents  transducer-chest  wall-anterior  heart  wall  echo 
complex. 


1 
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to  confirm  the  presence  of  pericardial 
effusion  in  patients  with  enlarged  cardiac 
silhouettes,  an  ultrasound  reflection  method, 
A-mode  echocardiography,  has  proved  useful 
and  reliable.  The  incidence  of  false  positive 
results  is  high,  but  false  negative  results  have 
not  before  been  found.  A series  of  38  patients 

suspected  of  having  pericardial  effusions  were 
studied,  comparing  the  echocardiographic 
technic  with  the  standard  isotope  photoscan 
method.  Both  false  positive  and  false  nega- 
tive results  were  found  with  the  ultrasound 
method.  These  may  be  caused  by  the  inter- 
ference of  effusions. 


positioned  in  the  fourth  left  anterior  inter- 
costal space  and  directed  posteriorly, 
postero-inferiorly,  or  posterolaterally  until 
the  posterior  heart  wall  reflection  was 
recognized  oscilloscopically  by  its  move- 
ment and  location.  During  all  examina- 
tions, coarse  and  fine  gain  settings  were 
held  at  low  levels.  Patients  were  exam- 
ined in  the  sitting,  supine,  and  left  lateral 
decubitus  positions.  A second,  less  dy- 
namic echo  signal  beyond  the  posterior 
heart  wall  reflection  was  assumed,  when 
present,  to  represent  the  interface  between 
pericardial  fluid-parietal  pericardium  and 
lung.  For  a “positive  echocardiogram” 
see  Figure  1.  Mitral  valve  reflections  were 
often  noted.  Technically  satisfactory  rec- 
ords were  obtained  from  all  patients. 

The  group  was  also  subjected  to  isotope 
photoscanning  of  the  heart,  as  described 
by  Sklaroff,  Charkes,  and  Morse.7  In  addi- 
tion, results  of  pericardicentesis  or  post- 
mortem examinations  were  available  for  8 
patients  in  the  series. 

At  our  institution  the  isotope  photoscan 
is  the  routine  diagnostic  standard  for  con- 
firmation of  the  presence  of  pericardial 
effusion.  Positive  echocardiographic  rec- 
ords were  termed  false  positive  when  simul- 
taneous photoscans  were  negative.  Nega- 
tive echocardiographic  records  were  termed 
false  negative  when  the  isotope  photoscan 
was  positive. 

The  data  are  summarized  in  Table  I. 
A-mode  echocardiograms  and  an  example  of 
isotope  photoscanning  are  represented  in 
Figures  1 to  3. 

Comment 

Echocardiography  depends  on  the  reflec- 
tion (echo)  of  pulsed  high-frequency  sound 
vibrations  at  interfaces  of  sound-conducting 
media  which  have  different  acoustic  imped- 
ances. Normally,  in  the  region  of  the 
posterior  heart  wall,  a single  interface 
exists,  probably  comprised  of  ventricular 
wall  and  intraventricular  blood.  When 
fluid  accumulates  in  the  pericardial  sac,  an 
additional  interface  is  created  between  lung 
and  parietal  pericardium-pericardial  fluid, 
and  an  additional  echo  is  recorded.  Re- 
ports of  the  echo  technic  have  described  its 
safety,  simplicity,  and  reliability,  using  the 
carbon  dioxide4-5  and  other  methods3  as 
comparative  standards. 


In  other  series  false  negative  results  have 
not  been  reported.  False  positive  results 
have  been  occasionally  obtained,3-5  but 
only  one  series  has  recorded  a significant 
number  of  such  findings.6  The  series  re- 
ported here  has  confirmed  a significant 
correlation  between  the  echocardiographic 
and  the  photoscan  methods  only  when  the 
photoscan  is  positive.  We  have  confirmed 
that  the  postpericardicentesis  echocardio- 
gram returns  to  normal  in  patients  who 
have  had  effusions  as  in  Cases  2 to  5 
(Fig.  2). 

False  negative  echo  studies 

In  our  series  4 patients  had  negative 
echocardiograms  and  positive  photoscans 
(false  negative  echocardiograms).  Two  of 
these  patients  at  autopsy  had  150  ml.  or 
more  of  effusion  localized  anteriorly  in  the 
pericardial  sac,  undetected  by  the  A-mode 
echo  technic.  Resolution  of  anterior  heart 
wall  and  chest  wall  echoes  with  the  standard 
A-mode  method  is  inconsistent.  When  an 
echo-free  space  is  present  between  dynamic 
anterior  heart  wall  echo  activity  and  the 
chest  wall  echo  as  in  Figure  2,  this  space 
may  represent  pericardial  fluid.3  In  8 
patients  of  our  series  whose  echo  records 
revealed  such  an  echo-free  space,  however, 
5 had  no  effusion  demonstrated  by  photo- 
scan, and  autopsy  confirmed  the  absence  of 
effusion  in  1 case.  In  a series  of  29  patients 
with  pericardial  effusions,  Feigenbaum, 
Zaky,  and  Waldhausen3  reported  positive 
anterior  wall  echo  findings  in  only  13, 
despite  the  fact  that  it  is  common  for  the 
major  volume  of  an  effusion  to  be  located 
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TABLE  I.  Tabulation  of  clinical  data 


Condition 
and  Case 
Number 

Age 

(Years) 

Sex 

Photo- 

Diagnosis  scan 

Echo- 

cardio- 

gram 

Pleural 

Effusion 

Remarks 

Patients  with  pericardial  effusions  proved  by  paracentesis  or  autopsy; 

photoscan  and  echocardiogram  both  positive 

i 

63 

F 

Bacterial  pericarditis 

+ 

+ 

No 

150  ml.  purulent  pericardial  fluid  at  post- 
mortem pericardicentesis 

2 

14 

F 

Idiopathic  pericarditis 

+ 

+ 

No 

1,000  ml.  fluid  at  pericardicentesis;  echo- 
cardiogram normal  post  paracentesis 

3 

54 

M 

Tuberculosis 

+ 

+ 

No 

1,000  ml.  fluid  at  pericardicentesis;  echo- 
cardiogram normal  post  paracentesis 

4 

52 

M 

Idiopathic  pericarditis 

+ 

+ 

Yes 

200  ml.  fluid  at  pericardicentesis;  echo- 
cardiogram normal  post  paracentesis; 
right  pleural  effusion 

5 

28 

M 

Idiopathic  pericarditis  -f-  + No  1,000  ml.  fluid  at  pericardicentesis;  echo- 

cardiogram normal  post  paracentesis 

Patients  with  pericardial  effusions  documented  by  photoscan  only 

6 

29 

M 

Uremia 

+ 

+ 

Yes 

Left  pleural  effusion 

7 

66 

F 

?Systemic  lupus  erythema- 
tosus 

+ 

+ 

Yes 

Left  pleural  effusion 

8 

37 

M 

Rheumatic  heart  disease 

+ 

+ 

No 

9 

57 

M 

Arteriosclerotic  heart  disease; 
congestive  heart  failure 

+ 

+ 

No 

10 

67 

F 

Rheumatic  heart  disease 

+ 

+ 

No 

11 

38 

M 

Idiopathic  pericarditis; 
hepatitis 

+ 

+ 

No 

12 

59 

M 

Myxedema 

+ 

+ 

No 

Effusion  confirmed  by  angiocardiography 

13 

62 

F 

Arteriosclerotic  heart  disease; 
congestive  heart  failure 

+ 

+ 

No 

14 

70 

F 

Arteriosclerotic  heart  disease; 
congestive  heart  failure 

+ 

+ 

No 

15 

41 

M Rheumatic  heart  disease; 
postcardiac  surgery 

Patients  without  pericardial  effusions 

+ + No  ... 

photoscan  and  echocardiogram  negative 

16 

53 

F 

Rheumatic  heart  disease 

— 

— 

No 

17 

35 

F 

Rheumatic  heart  disease 

— 

— 

No 

18 

32 

M 

Hepatic  failure;  uremia 

— 

— 

No 

19 

29 

M 

Idiopathic  pericarditis 

— 

— 

No 

20 

54 

M 

Arteriosclerotic  heart  disease; 
congestive  heart  failure 

No 

21 

43 

F 

Idiopathic  myocardiopathy 

— 

— 

No 

22 

51 

M 

Idiopathic  myocardiopathy 

— 

— 

No 

23 

79 

M 

Arteriosclerotic  heart  disease; 
congestive  heart  failure 

— 

No 

24 

65 

M 

Uremia 

— 

— 

No 

25 

27 

M 

South  African  endomyocardial 
fibrosis 

No 

Patients  without  pericardial  effusion  by  photoscan: 

echocardiogram  positive  (false  positive) 

26 

38 

F 

Idiopathic  myocardiopathy 

- 

+ 

No 

27 

70 

M 

Arteriosclerotic  heart  disease 

— 

+ 

Yes 

Right  pleural  effusion 

28 

29 

M 

Uremia 

+ 

Yes 

Bilateral  pleural  effusions;  echocardio- 
gram also  positive  with  patient  in 
lateral  decubitus  position 

29 

30 

F 

Rheumatic  heart  disease 

— 

+ 

No 

30 

58 

F 

Bacterial  endocarditis 

+ 

Yes 

Bilateral  pleural  effusions;  echocardio- 
gram normal  with  patient  in  lateral 
decubitus  position  and  after  left  thora- 
centesis 

31 

74 

F 

Arteriosclerotic  heart  disease; 
congestive  heart  failure 

+ 

Yes 

Bilateral  pleural  effusions;  echocardio- 
gram normal  with  patient  in  lateral 
decubitus  position 

32 

60 

F 

Myxedema 

+ 

Yes 

Left  pleural  effusion;  echocardiogram 
normal  with  patient  in  lateral  decubitus 
position 

33 

82 

M 

Arteriosclerotic  heart  disease; 
congestive  heart  failure 

+ 

Yes 

Left  pleural  effusion;  no  pericardial  effu- 
sion at  autopsy 

34 

32 

F 

Idiopathic  myocardiopathy 

+ 

Yes 

Right  pleural  effusion;  echocardiogram 
also  positive  with  patient  in  lateral 
decubitus  position;  no  pericardial  effu- 
sion at  autopsy 

Patients  with  pericardial  effusions  documented  by  paracentesis  or  photoscan;  echocardiogram  negative  (false  negative) 


35 

36 

F 

Systemic  lupus  erythema- 
tosus; hypothyroidism 

+ 

— 

No 

150  ml.  serous  pericardial  fluid  localized 
anteriorly  at  autopsy 

36 

47 

F 

Myxedema 

+ 

— 

No 

37 

45 

M 

Idiopathic  pericarditis 

+ 

— 

No 

38 

80 

F 

Myxedema 

+ 

No 

200  ml.  serous  pericardial  fluid  demon- 
strated at  autopsy 

1856  New  York  State  Journal  of  Medicine  / July  1,  1967 


FIGURE  2.  Case  5.  (A)  Positive  echocardiogram  from  patient.  Record  obtained  prior  to  pericardicentesis. 
Echo-free  space  between  (a)  and  (b)  assumed  to  represent  effusion  between  chest  wall  and  anterior  heart 
wall.  Isotope  photoscan  positive.  (B)  Posterior  heart  wall  echocardiogram  negative  following  pericar- 
dicentesis. Anterior  echo-free  space  reduced  in  diameter.  Note  that  base  line  scales  differ  in  two  records. 


FIGURE  3.  Case  31.  (A)  Positive  echocardiogram  from  patient.  Record  obtained  with  patient  in  supine 
position.  Subject  had  bilateral  pleural  effusions.  Echo-free  space  seen  between  chest  wall  (a)  and  heart 
wall  (b),  but  photoscan  negative.  (B)  Negative  echocardiogram  obtained  from  same  patient  when  subject 
placed  in  left  lateral  decubitus  position.  Chest  x-ray  film  in  decubitus  position  revealed  left-sided  effusion 
had  layered  out  along  thoracic  wall,  (m)  mitral  leaflet  reflection. 


anteriorly  or  interiorly  in  the  pericardial 
sac.8,9 

In  efforts  to  improve  resolution  of  the 
anterior  heart  wall  we  have  used  posterior 
chest  wall  placement  of  the  transducer  and 
esophageal  placement  of  a 6/ifi-inch  trans- 
ducer* with  emission  directed  toward  the 
anterior  chest  wall.  Neither  method  is 
satisfactory.  Feigenbaum,  Zaky,  and  Wald- 
hausen3  have  recently  reported  B-mode 
(time-motion  or  slow-sweep)  echocardiog- 
raphy for  evaluation  of  the  anterior  heart 
wall.  This  technic  permits  resolution  of 
motion  of  interfaces  which  contribute  to  the 

* Smith-Kline  Instrument  Company,  Philadelphia,  Penn- 
sylvania. 


transducer-chest  wall-anterior  heart  wall 
echo  complex.  Standardization  of  this 
technic  may  eliminate  the  possibility  of 
false  negative  echocardiograms  due  to  an- 
terior collections  of  pericardial  fluid. 

False  positive  echo  studies 

Nine  patients  in  this  series  had  false  posi- 
tive records.  Two  of  these  patients  came 
shortly  to  autopsy  and  had  no  effusion  or 
pericardial  disease.  Previous  isolated  re- 
ports of  false  positive  results  have  been 
attributed  either  to  faulty  echo  technic3  5 or 
insensitivity  of  the  technic  to  which  the 
echo  method  was  compared.4  We  are  of 
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the  opinion,  however,  that  the  majority  of 
the  false  positive  records  in  the  present 
series  were  due  to  the  presence  of  pleural 
effusions.  We  believe  the  A-scan  echo- 
cardiogram cannot  differentiate  fluid  in  the 
posterior  pericardial  space  from  fluid  in  the 
retrocardiac  pleural  space.  In  1 patient 
with  a false-positive  echo  record  and  left- 
sided pleural  effusion,  thoracentesis  was 
followed  by  a return  to  normal  of  the  echo- 
cardiogram (Case  30).  In  3 other  patients 
with  small  or  moderate  left-sided  pleural 
accumulations,  echocardiograms  with  the 
patients  in  the  left  lateral  decubitus  posi- 
tion were  normal  as  in  Cases  31  to  33  (Fig. 
3).  Simultaneous  decubitus  chest  x-ray 
films  demonstrated  that  the  pleural  fluid 
had  layered  out  along  the  lateral  thoracic 
wall;  the  decubitus  position  does  not  alter 
the  echo  record  in  patients  with  docu- 
mented pericardial  effusions.  When  a large 
collection  of  pleural  fluid  is  present,  the  de- 
cubitus position  may  not  drain  the  retro- 
cardiac  pleural  space  and  the  false  positive 
record  may  remain  so  in  decubitus. 

Other  causes  for  false 
positive  echo  studies 

Soulen,  Lapayowker,  and  Gimenez5  have 
suggested  that  false  positive  results  may  be 
due  to  echoes  from  the  descending  thoracic 
aorta.  The  interventricular  septum  has 
also  been  suggested  to  be  a source  of  an  ad- 
ditional echo  which  may  lead  to  the  erro- 
neous diagnosis  of  an  effusion.10  Feigen- 
baum,  Zaky,  and  Waldhausen3  have  sug- 
gested that  various  intracardiac  struc- 
tures— such  as  papillary  muscles,  mitral 
ring,  and  mitral  leaflets — may  confuse  the 
echocardiographic  record.  Anlaysis  of 
these  various  deflections  with  the  B-mode 
instrument  may  obviate  such  potential 
sources  of  error;  each  structure  has  char- 
acteristic movement  which  the  B-mode  can 
define. 

Conclusions 

Echocardiography  (ultrasound  reflection) 
has  been  performed  in  a series  of  38  patients 
with  enlarged  cardiac  silhouettes  in  an 
effort  to  detect  pericardial  effusion.  The 
standard  A-mode  echocardiogram  was  com- 


pared with  the  isotope  photoscan  technic. 
Confirmatory  evidence  was  available  in  9 
patients  subjected  to  pericardiocentesis  or 
autopsy.  Disagreement  between  the  echo 
and  photoscan  methods  was  found  in  13 
cases,  34  per  cent.  False  negative  echo- 
cardiograms are  reported  for  the  first  time 
and  attributed  in  at  least  2 cases  to  anterior 
localization  of  pericardial  fluid  undetected 
by  the  echo  technic.  It  is  felt  that  A-mode 
echocardiography  does  not  reliably  resolve 
anterior  heart  wall  and  chest  wall  echo 
activity. 

Among  the  patients  with  false  positive 
records,  pleural  fluid  in  the  retrocardiac 
pleural  space  appeared  to  mimic  pericardial 
effusion  on  the  echocardiogram.  Pleural 
effusions  have  not  been  recognized  previ- 
ously as  possible  sources  of  false  positive 
echo  results.  It  is  felt  that  the  echo 
method  has  inadequacies  which,  if  not  rec- 
ognized, may  lead  to  erroneous  diagnoses. 

Addendum 

Preliminary  results  of  this  study  have 
appeared  elsewhere  in  abstract  form.11 
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Rupture  of  the  esophagus  is  but  one  of 
many  diseases  whose  prognosis  has  changed 
vastly  in  the  past  two  decades.  Yet  it 
was  only  in  1939  that  Wagner1  often  became 
quoted  for  his  pessimistic  note  about  the 
deaths  from  esophageal  perforation,  “this 
tragic  fate  can  almost  never  be  averted 
by  surgical  intervention;  even  if  the 
surgery  is  carried  out  by  a most  skillful 
surgeon”;  and  as  late  as  1946  Eliason  and 
Welty2  had  stated  “the  mortality  reported 
so  far  in  spontaneous  rupture  of  the  esoph- 
agus is  100  per  cent.” 

Numerous  conjectures  and  theories  have 
been  proposed  from  time  to  time  regarding 
the  pathogenesis  of  rupture;  yet,  the  cor- 
rect etiologic  concept  remains  unknown. 
However,  early  diagnosis  accompanied  by 
an  active  therapeutic  program  can  lead 
to  a successful  outcome  in  this  rare  con- 
dition. With  this  in  mind  we  shall  review 
the  literature  illustrating  the  current  views 
of  the  clinical  picture  and  management  of 
this  entity  along  with  a case  report  of  our 
own. 

Historical  review 

Boerhaave3  first  described  spontaneous 
rupture  of  the  esophagus  in  1724  presenting 
a detailed  account  of  the  death  of  Baron 


it  has  been  found  in  the  past  two  decades 
that  early  diagnosis  plus  an  active  therapeutic 
program  can  lead  to  a successful  outcome  in 
rupture  of  the  esophagus.  Treatment  con- 
sists of  conservative  management  and  radical 
measures:  thoracotomy  and  repair  of  eso- 

phageal rent,  surgical  drainage  of  mediasti- 
num, or  both.  Perforation  can  occur  as  a 
result  of  instrumentation  or  foreign  body, 
by  a neoplasm  or  long-standing  disease 
of  the  esophagus,  or  spontaneously. 


de  Wassenaer,  General  Admiral  of  Hol- 
land, who  had  attempted  to  induce  vomit- 
ing after  an  overindulgence  at  the  table. 
While  straining  at  vomiting  he  experienced 
a sudden  excruciating  pain  in  his  chest. 
Within  a short  time  he  became  “shocky” 
and  dyspneic. 

Signs  of  subcutaneous  emphysema  ap- 
peared a little  later.  His  fatal  termination 
came  eighteen  hours  after  the  appearance 
of  his  first  symptom.  An  autopsy  recorded 
mediastinal  emphysema,  bilateral  emphy- 
sema, and  a fresh  rupture  in  the  lower 
third  of  the  esophagus  which  had  a tract 
leading  to  the  mediastinum. 

Relatively  few  cases  were  reported  during 
the  following  two  centuries.  Noteworthy 
among  them  are  that  of  Meyer4  in  1859 
who  is  credited  with  the  first  clinical  diag- 
nosis made  before  death  and  of  Fitz  in 
1877s  who  presented  an  up-to-date  critical 
review  of  this  condition  and  added  a sixth 
documented  case  of  his  own. 

Etiology 

Perforation  of  esophagus  can  occur  (1) 
as  a result  of  instrumentation  or  foreign 
body,  (2)  by  a neoplasm  or  long-standing 
disease  of  the  esophagus,  or  (3)  spon- 
taneously.6 

Spontaneous  rupture  of  the  esophagus  or 
“Boerhaave’s  syndrome”  is  defined  as  an 
esophageal  rent  presumably  in  a normal 
esophagus  where  existence  of  pre-existing 
disease  is  hard  to  demonstrate.  It  can 
also  be  caused  by  an  external  force  or  by 
a foreign  body  in  the  esophagus.7 

Etiology  of  this  condition  remains  dis- 
puted ever  since  the  first  comprehensive 
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account  of  this  syndrome  was  given  by 
Fitz  in  1877. 5 He,  however,  thought  the 
cause  of  this  condition  to  be  a phenomenon 
of  postmortem  autolysis  rather  than  an 
antemortem  perforation.  This  concept  was 
sharply  challenged  by  MacKenzie  in  1884s 
who,  while  working  on  human  cadavers, 
noted  that  it  needed  53/4  to  11  pounds  of 
pressure  per  square  inch  to  cause  the  rup- 
ture of  a normal  human  esophagus,  and 
this  amount  of  pressure  is  usually  built 
up  during  the  act  of  vomiting.  Zenker  arl 
Von  Zeiemssen9  in  1877  had  shown  that  a 
longitudinal  pull  of  8.5  Kg.  was  necessary 
to  perforate  the  esophagus;  and  during 
the  course  of  the  experiment  the  mucous 
membrane  sustained  the  pressure  more 
efficiently  than  the  muscular  coat  of  the 
esophagus.  In  the  present  century  Duval10 
in  1921  demonstrated  that  perforation 
of  the  esophagus  was  possible  by  distention 
of  the  viscus  by  air.  He  also  emphasized 
that  it  is  the  rapid  rise  in  pressure  that 
matters  most  rather  than  the  absolute 
pressure  itself.  In  a more  extensive  work 
on  isolated  segments  of  the  human  gastro- 
intestinal tract,  Burt  in  1931 11  was  able 
to  demonstrate  that  the  outer  layer  of  the 
esophagus  ruptured  at  3.49  pounds  per 
square  inch  of  pressure  while  the  mucosa 
needed  4.07  pounds  per  square  inch  for  its 
rupture.  A similar  conclusion,  that  it  was 
the  velocity  of  pressure  used  and  not  the 
absolute  amount  of  pressure  which  causes 
rupture,  was  drawn  by  Kinsella  et  al.,10 
who  carried  out  investigations  on  fresh 
human  cadavers  and  noted  the  bursting 
pressure  by  means  of  slow  and  fast  air 
distention  applied  by  a Baumomanometer 
bulb  connected  to  the  esophagus  above 
the  aortic  arch  through  a tube.  They 
also  conducted  experiments  on  the  esoph- 
agus of  a child  of  four  months  and  con- 
cluded that  approximately  four  times  more 
pressure  is  required  to  rupture  a child’s 
esophagus  than  is  needed  for  an  adult 
esophagus.  Another  remarkable  experi- 
mental work  on  an  infant  esophagus  was 
presented  by  Chunn  and  Geppert,12  who 
subjected  a dissected  esophagus  of  an  infant, 
three  days  old,  to  slowly  increasing  intra- 
mural pressure  and  noted  that  rupture  oc- 
curred in  the  posterior  part  of  the  esophagus 
near  the  cardia  at  a pressure  of  11  pounds. 
It  was  pointed  out  by  various  workers  that 
spontaneous  rupture  nearly  always  occurs 


in  the  terminal  3 to  4 inches  of  the  esoph- 
agus.8,12’13 

Mosher14  noted  certain  interesting  an- 
atomic points  about  the  terminal  segment 
of  the  esophagus.  These  are:  (1)  Eso- 
phageal muscles  at  the  lower  end  terminate 
in  a conical  fashion  with  the  tapered  end 
being  extremely  thin;  (2)  an  inherent 
weakness  exists  at  the  site  of  entrance  of 
vessels  and  nerves  into  the  musculature  of 
the  lower  end  of  the  esophagus;  (3)  the 
esophageal  muscles  at  the  lower  end  are 
relatively  weaker  than  the  muscles  of  the 
stomach;  (4)  segmental  defects  are  found 
in  the  circular  layer  at  the  lower  end  of 
the  esophagus;  and  (5)  esophageal  angula- 
tion at  the  left  diaphragmatic  cone  is  an 
important  factor  in  perforation  of  the 
esophagus. 

A slightly  different  concept  of  the  eti- 
ology of  spontaneous  perforation  was  sug- 
gested by  Burt  in  1931. 11  He  believed 
this  condition  resulted  from  many  factors 
operating  simultaneously , such  as  congenital 
lower  esophageal  weakness,  acute  ulcera- 
tion due  to  digestive  action  of  regurgitated 
gastric  juice,  and  sudden  increase  in  in- 
tramural esophageal  pressure. 

Beattie15  stimulated  the  tuber  cinereum 
of  animals  experimentally  and  noted  a 
hyperperistalsis  and  hyperemia  of  the 
stomach.  This  explains  the  vomiting  and 
occasional  spontaneous  rupture  of  the 
esophagus  due  to  meningitis  and  other 
intracranial  lesions.16 

During  recent  years  Wangensteen17  has 
revolutionized  the  etiologic  concept  of 
Boerhaave’s  syndrome  by  maintaining  that 
although  occasional  cases  of  this  condition 
involve  hydrostatic  phenomena,  they  are 
quite  secondary.  He  had  strong  convic- 
tions that  the  reflux  of  acid-peptic  juice 
into  the  esophagus  was  the  likely  etiologic 
factor  involved  in  perforation.  He  quoted 
the  work  of  Ferguson  et  al.,  Cross  et  al., 
and  Cushing  to  support  his  hypothesis. 
The  frequency  of  antecedent  dyspepsia 
often  observed  in  this  syndrome  reinforces 
this  concept.  Wangensteen  also  com- 
mented on  the  nomenclature  of  the  con- 
dition and  suggested  that  the  word  “spon- 
taneous” should  be  deleted  and  the  disease 
be  named  “acid-peptic  perforation  of  the 
esophagus.”  In  a fascinating  experiment 
on  dogs,  Andersen,  Bernatz,  and  Grindlay18 
attempted  to  simulate  clinical  conditions  of 
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esophageal  perforation  by  obstructing  and 
distending  the  esophagus  with  a bolus  of 
meat.  They  concluded  that  stretching 
and  compressing  the  esophageal  wall  caused 
ischemia  and  that  proteolytic  enzymes 
acting  on  the  ischemic  tissue  were  capable 
of  damaging  the  wall  of  the  esophagus  to  the 
extent  of  perforation. 

Earlier,  Seybold,  Johnson,  and  Leary19 
had  suggested  an  initial  limited  lacer- 
ation of  the  mucosa  of  the  esophagus  with 
suppuration  preceding  perforation  to  be 
the  causative  mechanism  of  spontaneous 
rupture  of  the  esophagus.  They  also 
claimed  that  rapid  acid-peptic  erosion  oc- 
curs in  the  esophagus  before  actual  rup- 
ture takes  place.  A similar  opinion  was 
also  expressed  by  Palmer  in  195220  who 
formulated  the  hypothesis  of  minute  in- 
trinsic laceration  of  the  esophagus  as  the 
definitive  cause  and  abnormal  rise  of  pres- 
sure as  the  precipitating  factor.  He 
believed  that  the  minute  erosions  of  the 
esophagus  were  the  result  of  dietary  and 
alcoholic  indiscretions  associated  with  a 
history  of  violent  vomiting. 

Marston  and  Valk  in  195921  reviewed  the 
actual  circumstances  under  which  spon- 
taneous perforation  of  the  esophagus  have 
been  observed  to  occur.  They  mentioned 
that  it  may  occur  during  sleep,  while 
reading,  or  when  watching  television. 
Among  strenuous  circumstances  they  had 
listed:  walking  down  the  street,  bending 
over  to  fix  a carriage  wheel,  the  act  of 
straining  at  stool,  eating  or  drinking  fluid 
to  push  down  a bolus  of  food,  prolonged 
difficult  labor,  vomiting  while  swallowing 
barium,  and  so  forth.  They  finally  con- 
cluded “in  most  instances,  rupture  of  the 
esophagus  is  probably  the  result  of  multiple 
and  not  of  solitary  factors.”  Minimal 
trauma  from  food  ingestion,  peptic  regurgi- 
tation, vomiting,  esophageal  sphincter 
spasm  and  muscular  incoordination  from 
vagal  fatigue,  and  loss  of  cortical  in- 
fluences.” 

Reviewing  the  age  and  sex  of  these  pa- 
tients, Perkoff  in  1961 22  held  that  about  80 
per  cent  of  these  patients  are  males  in  an 
age  group  of  forty  to  sixty  years. 

The  nomenclature  of  this  condition  as 
“Boerhaave’s  syndrome”  was  proposed 
by  Bruno,  Grier,  and  Ober  in  1963, 23 
probably  for  the  first  time,  perhaps  to  pay 
tribute  to  the  pioneer  author  of  the  subject. 


Symptomology 

A history  of  antecedent  dyspepsia  is 
present  in  40  per  cent  of  the  cases.21  The 
ratio  of  males  to  females  is  5 : 1 and  the  age 
is  commonly  in  the  fifth  and  sixth  decades.23 
The  subject  is  frequently  chronically  al- 
coholic with  a history  of  frequent  emesis, 
and  a history  of  dysphagia  is  sometimes 
available. 

The  first  common  symptom  usually  en- 
countered is  the  appearance  of  sudden 
severe  crushing  pain  in  the  epigastrium 
and  lower  thoracic  region  following  a bout 
of  prolonged  and  strenuous  vomiting. 
Sometimes  there  is  only  severe  and  re- 
peated retching  instead  of  the  vomiting.24 
Vomitus  generally  consists  of  food  par- 
ticles or  dark-brown  “coffee  ground”  ma- 
terial. Hematemesis  is  not  usually  a 
feature  of  the  disease,  but  a small 
amount  of  blood  mixed  with  the  vomitus 
is  not  uncommon.  The  pain  often  lo- 
calizes in  the  left  lower  hemithorax  or 
substernally;  occasionally  it  radiates  around 
the  back  and  between  the  shoulder  blades. 
Shortly,  dyspnea  and  cyanosis  develop 
because  of  mediastinal  emphysema  and 
tension  pneumothorax.  Later,  swelling  of 
the  neck  and  face  may  be  noted  resulting 
from  subcutaneous  emphysema.  If  the 
condition  remains  unrecognized  for  some 
time  a violent  thirst  appears  followed  by 
shock  and  collapse.  The  patient  often 
prefers  sitting  in  a flexed  position.  If  he 
survives  for  a few  days,  pyrexia  with  chills 
and  a picture  of  severe  acute  infection  de- 
velops because  of  chemical  irritation  and 
inflammatory  processes  in  the  mediastinum 
and  pleura  caused  by  the  passage  of  food. 

When  esophageal  rupture  is  suspected 
it  is  important  to  evaluate  and  rule  out 
the  various  clinically  allied  conditions,  such 
as  coronary  thrombosis,  dissecting  an- 
eurysm of  aorta,  pulmonary  embolism, 
spontaneous  pneumothorax,  perforated 
peptic  ulcer,  mesenteric  thrombosis,  acute 
pancreatitis,  and  diaphragmatic  hernia. 

Physical  examination 

The  patient  presents  a picture  of  in- 
tense agony  because  he  is  unable  to  lie 
flat,  is  drenched  in  cold  perspiration,  and 
is  usually  pale  although  cyanotic.  Res- 
pirations are  hurried  and  labored,  tem- 
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perature  subnormal,  pulse  rapid  and  weak, 
and  marked  hypertension.  In  an  hour 
or  so  following  rupture  cervical  emphysema 
is  noted  in  60  per  cent  of  cases. 21  A swollen 
face  is  most  often  noted  because  of  sub- 
cutaneous emphysema.  Physical  ex- 
amination of  the  chest  at  this  time  is 
usually  unrevealing  except  for  splinting 
of  his  chest.  Signs  of  air  with  fluid  on  one 
or  both  sides,  more  frequently  on  the  left, 
may  be  demonstrated.  Hydrothorax  is 
observed  in  85  per  cent  of  cases  even  though 
pleural  penetration  is  present  in  77  per 
cent. 20  • 2 1 Heart  sounds  are  heard  distantly , 
and  a systolic  crunching  sound  is  often 
present  (Hamman’s  sign). 

Examination  of  the  abdomen  reveals 
tenderness  and  rigidity  in  upper  quadrants 
while  the  lower  abdomen  is  conspicuously 
spared.  In  short,  the  clinical  signs  are 
shock,  mediastinal  and  cervical  emphy- 
sema, and  pneumothorax  with  slight  but 
progressive  pleural  effusion  in  a patient 
who  is  seized  with  sudden  and  sharp  epigas- 
tric and  lower  chest  pain.  Later,  if  the 
patient  survives  he  is  seized  by  a spiking 
fever  due  to  inflammatory  process  pro- 
ceeding into  the  mediastinum  and  pleura. 
Also  hoarseness  of  voice  may  be  noted  due 
to  irritation  of  the  recurrent  laryngeal 
nerve. 

Laboratory  diagnosis 

As  late  as  1958,  more  than  50  per  cent  of 
the  cases  of  spontaneous  rupture  were  un- 
recognized. 

However,  it  is  always  preferable  to  ob- 
tain an  upright  x-ray  film  to  avoid  missing 
the  presence  of  fluid  in  the  chest.  A con- 
trast medium  like  iodized  oil  (Lipiodol)  or 
propyliodine  (Dionosil)  is  often  used  to 
demonstrate  the  rent  in  the  esophagus  and 
fistulous  tract.26  26  The  use  of  barium  as  a 
contrast  medium  is  not  advised.27 

Air  beneath  the  diaphragm  is  not  a com- 
mon feature.  Marston  and  Valk21  noted 
that  subdiaphragmatic  air  has  never  been 
reported  on  x-ray  examination  of  these 
patients  but  sometimes  seen  retroperi- 
toneally  at  post  mortem  (see  case  report 
for  exception).  Esophagoscopy  carries  the 
risk  of  further  enlarging  the  laceration 
and  is,  therefore,  rarely  used.25 

If  fluid  is  obtained  by  thoracentesis  it 
should  be  titrated  for  free  hydrochloric  acid. 


Prognosis 

The  prognosis  of  spontaneous  rupture  of 
the  esophagus  was  extremely  gloomy  before 
1941,  but  advances  in  diagnostic  pro- 
cedures and  better  surgical  skill  have  com- 
pletely changed  the  outlook.21  In  the 
absence  of  correct  surgical  treatment  and 
efficient  conservative  management,  a fa- 
tality rate  of  over  50  per  cent  has  been 
recorded  within  twenty-four  hours  and  90 
per  cent  within  forty-eight  hours.  The 
remainder  may  live  for  a few  days.23 

Samson28  reviewing  the  literature  on  this 
subject  noted  that  a direct  repair  can  cause 
a mortality  rate  of  33  per  cent  and  a mor- 
bidity range  of  thirteen  to  twenty-two  days, 
while  the  drainage  procedure  was  re- 
sponsible for  a mortality  rate  of  47  per 
cent  with  a morbidity  range  of  six  weeks 
to  one-half  year. 

The  prognosis  in  infants  is  worse;  only 
1 newborn  with  spontaneous  rupture  of 
the  esophagus  was  reported  to  have  sur- 
vived.29 However,  Chunn  and  Geppert12 
reported  a successfully  repaired  esophagus 
in  an  infant  by  a thoracoabdominal  ap- 
proach. 

Treatment 

The  treatment  of  rupture  of  the  esoph- 
agus should  be  early  and  energetic.  It 
may  be  outlined  as  (1)  conservative  man- 
agement and  (2)  radical  measures  con- 
sisting of  thoracotomy  and  repair  of  eso- 
phageal rent,  or  surgical  drainage  of  medi- 
astinum, or  both.7-30 

The  conservative  line  of  treatment  re- 
quires rest  to  the  esophagus,  treatment  of 
shock,  relieving  tension  of  the  mediastinum 
and  thorax,  and  preventing  infection.  To 
avoid  further  catastrophe  to  the  esoph- 
agus it  is  imperative  that  it  should  be  un- 
disturbed. This  is  accomplished  by  allow- 
ing no  oral  feeding  and  giving  atropine 
to  keep  the  pharynx  dry.  Although  naso- 
gastric suction  is  useful  for  observing  any 
bleeding  and  for  decompressing  the 
stomach,  the  use  of  a gastric  tube  is  hazard- 
ous.25 Electrolytes  and  fluid  repletion 
with  a judicious  use  of  vasopressors  should 
be  instituted  early  as  a measure  to  combat 
shock.  To  treat  tension  pneumothorax 
a rubber  catheter  should  be  inserted  into 
the  second  intercostal  space  anteriorly 
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through  a stab  wound,  the  tube  connected 
to  an  underwater  seal,  and  a negative  pres- 
sure of  a few  centimeters  of  water  should  be 
maintained  by  a pump.31  If  there  is  a 
large  collection  of  fluid  in  the  plueura,  it 
demands  immediate  thoracentesis  to  re- 
lieve dyspnea  and  any  mediastinal  dis- 
placement. Large  doses  of  bactericidal 
antibiotics  should  be  used  early. 

The  aim  of  surgery  is  to  repair  the  rent 
and  to  drain  out  secretions  or  pus  around 
the  ruptured  esophagus  causing  medi- 
astinitis,  mediastinal  abscess,  and/or  pleural 
effusion  with  empyema.  If  the  diagnosis 
is  made  within  six  hours  of  rupture,  pri- 
mary closure  of  the  rupture  should  be  at- 
tempted. In  the  event  the  diagnosis  is 
made  after  six  hours  a drainage  procedure 
should  be  done  first.25  Successful  recovery 
has  been  reported  following  opening  of  the 
posterior  mediastinum  by  a stab  wound 
from  an  infradiaphragmatic  approach  dur- 
ing laparotomy.  Rapid  improvement  in 
the  patient’s  condition  by  draining  out  the 
mediastinum  was  observed  by  Perkoff.22 
It  is  of  interest  that  the  first  successful 
drainage  procedure  used  in  patients  with 
spontaneous  rupture  of  the  esophagus  was 
performed  by  Frink  in  1941,  followed  by 
Overholt  in  1943, 32  and  Graham  in  1944. 

Barret  is  credited  with  suturing  a rup- 
ture of  the  esophagus  in  1947  for  the  first 
time.  Subsequently  Perkoff22  in  1961  re- 
viewed the  50  successful  cases  of  surgical 
repair  in  the  literature  to  that  date. 

Transthoracic  exposure  is  generally  pre- 
ferred in  repair  procedures,  although  Per- 
koff felt  the  thoracoabdominal  approach 
was  ideal  for  repairing  the  esophagogastric 
junction.  It  also  affords  an  opportunity 
to  perform  a gastrostomy  which  is  needed 
to  feed  the  patient  and  for  gastric  suction. 
Blalock25  performed  primary  resection  of 
the  perforated  segment  with  esopha  go- 
gastrostomy  in  2 cases  of  rupture  of  the 
esophagus  and  obtained  good  results. 
Small  leaks  are  best  handled  conserva- 
tively. There  have  been  reported  cases  of 
instrumental  perforation  of  the  esophagus 
managed  successfully  with  conservative 
treatment. 

Case  report 

A fifty-eight-year-old  white  man  came  to  the 
Charles  S.  Wilson  Memorial  Hospital  the  eve- 


ning of  April  3, 1962  complaining  of  sudden  severe 
epigastric  and  chest  pain.  While  eating  corn 
flakes  in  the  morning  he  felt  as  if  food  had 
“stuck”  at  the  level  of  the  xiphoid  process.  He 
attempted  to  wash  down  the  bolus  of  food  with  a 
swallow  of  water.  He  could  feel  that  the  bolus 
had  passed  down  successfully,  but  in  turn  he  was 
seized  with  a severe  midepigastric  pain  which  a 
little  later  radiated  upward  to  the  anterior 
chest.  This  became  progressively  worse  and 
persisted  until  the  time  of  examination.  There 
was  no  history  of  nausea,  vomiting,  or  retching 
prior  to  the  onset  of  pain. 

Past  history  revealed  several  episodes  of  dys- 
phagia which  required  passing  of  an  esophago- 
scope  for  the  removal  of  pieces  of  meat.  He  had 
a rib  resection  over  the  left  chest  for  empyema 
about  thirty  years  ago.  Recently  a neurologist 
had  evaluated  the  weakness  of  his  limbs  but 
could  not  come  to  a definite  conclusion.  A 
careful  interrogation  revealed  no  previous  his- 
tory of  angina,  hypertension,  or  peptic  ulcer. 
He  had  been  feeling  well  for  the  past  several 
months.  He  was  not  alcoholic. 

Physical  examination  revealed  an  acutely  ill 
patient  with  agonizing  pain.  He  was  not  in 
shock  or  clinically  dehydrated.  Blood  pressure 
was  130/70,  pulse  rate  110  and  regular,  respira- 
tions 20,  and  temperature  101  F.  Chest  was 
asymmetrical  with  bulging,  and  a surgical  scar 
was  noted  on  the  left  lower  hemithorax.  There 
was  no  evidence  of  subcutaneous  or  mediastinal 
emphysema.  Trachea  was  central.  The  lungs 
were  clear  to  percussion,  a few  fine  rales  were 
heard  over  the  base  of  the  right  lung  and  left 
axillary  area  on  auscultation,  and  the  breath 
sounds  were  diminished  over  the  left  lower  lobe. 
Heart  sounds  were  normal  in  tone  and  were  un- 
associated with  murmur  or  friction  rub.  Abdo- 
men was  found  to  be  distended  and  tympanitic 
with  marked  tenderness  and  guarding  over  the 
upper  quadrants.  Bowel  sounds  were  hypo- 
active.  Radial,  femoral,  and  pedal  pulses  of 
both  sides  were  normal. 

The  white  blood  count  was  8,450  with  86  per 
cent  polymorphonuclear  leukocytes,  segments 
52  per  cent,  and  bands  34  per  cent.  Hemo- 
globin was  15.5  Gm.  and  hematocrit  45.  Elec- 
trocardiogram reading  was  within  normal  limits 
except  it  showed  a sinus  tachycardia.  Urinaly- 
sis showed  normal  findings.  X-ray  films  of  the 
chest  revealed  an  old  left  thoracoplasty  with 
small  patches  of  infiltration  in  the  right  median 
base.  No  free  air  could  be  recognized  in  the 
mediastinum.  Radiologic  survey  of  the  abdo- 
men revealed  a marked  distention  of  the 
stomach  with  an  air  shadow  along  the  lesser 
curvature  of  the  stomach  but  outside  the  gastric 
lumen  (Fig.  1A).  The  patient  was  then  fed 
some  barium,  and  a small  amount  was  found  to 
extravasate  into  the  lower  mediastinum  (Fig. 
IB).  Earlier  a gastroenterologist  was  consulted 
who  had  diagnosed  perforation  of  the  esophagus 
which  had  resulted  in  chemical  pneumonitis. 
The  patient  was  started  on  antibiotics,  intra- 
venous fluid,  and  peroral  feeding  was  withheld. 

On  June  4 the  white  blood  count  was  9,300 
with  86  per  cent  neutrophils,  69  per  cent  seg- 
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FIGURE  1.  (A)  Air  outside  the  gastrointestinal  tract, 
junction  into  the  lower  mediastinum. 


ments,  17  per  cent  bands,  hemoglobin  14.6  Gm„ 
and  hematocrit  46.  Occult  blood  in  the  stool 
was  found  to  be  1 plus.  The  serum  amylase  was 
33  units  and  serum  glutamic  oxaloacetic  trans- 
aminase was  43  units.  Serum  electrolytes  were: 
sodium  134,  potassium  4,  and  chlorides  92  mEq. 
per  liter.  Repeat  fluoroscopy  examination  re- 
vealed the  residual  of  the  previous  barium  in  the 
lower  mediastinum  and  free  air  shadows  along 
the  lesser  curvature  of  the  stomach  and  lower 
mediastinum.  A chest  x-ray  film  on  this  day 
revealed  some  pleuritis  developing  over  the 
right  base  of  the  lung  with  questionable  shadow 
of  air  high  in  the  mediastinum.  The  patient 
was  taken  to  surgery,  and  a thoracotomy  was 
performed.*  The  left  lung  was  found  to  adhere 
to  the  chest  wall  and  diaphragm  by  firm  fibrous 
pleural  adhesions  because  of  the  previous 
empyema.  The  lung  was  mobilized  with  some 
difficulty,  and  when  the  mediastinum  was  ex- 
posed greyish  discoloration  of  the  pleura  and 
adjacent  fat  was  observed.  The  mediastinal 
structure  was  severely  edematous,  and  a small 
sliding  hiatal  hernia  was  present.  There  was  a 
linear  rent  in  the  esophagus  which  was  about  6 
cm.  in  length.  The  rent  was  on  the  left  side  and 
it  extended  about  1 1/2  cm.  down  into  the  stomach. 
The  esophagus  was  mobilized  with  considerable 
difficulty,  and  proper  exposure  of  the  opening  in 
the  stomach  required  division  of  the  esophageal 
hiatus  and  radial  incision  of  the  diaphragm 
anteriorly  and  to  the  left.  The  margins  of  the 
esophageal  rent  were  extremely  indurated  and 
friable,  and  it  was  evident  that  a two-layer 
closure  was  not  possible.  Accordingly  the  rent 
in  the  esophagus  was  closed.  No  attempt  was 
made  to  correct  the  hiatal  hernia;  the  opening 
in  the  diaphragm  was  closed,  and  underwater 
seal  drainage  of  the  pleural  space  and  routine 


* Surgery  performed  by  Mark  H.  Williams,  M.D. 


(B)  Barium  extravasating  from  cardioesophageal 


closure  of  the  operative  wound  was  then  done. 
A gastrostomy  was  also  done.  The  patient  was 
given  750  cc.  of  whole  blood,  and  the  blood 
pressure  was  controlled  with  levarterenol  (Levo- 
phed)  during  surgery. 

The  patient  had  a difficult  postoperative 
period.  He  continued  to  run  a remittent 
pyrexia  ranging  between  102  to  103  F.  and  later 
developed  a cough  with  scanty  expectoration. 
On  the  eighth  postoperative  day  a friction  rub 
in  the  right  axillary  area  with  a flat  note  to  per- 
cussion and  faint  breath  sound  was  detected. 
A chest  x-ray  film  at  this  time  confirmed  the 
diagnosis  of  pleural  effusion. 

A thoracentesis  on  the  right  side  was  under- 
taken two  days  later  because  of  increasing  evi- 
dence of  pleural  effusion,  and  500  cc.  of  straw- 
colored  clear  fluid  was  removed.  The  patient 
became  afebrile  following  thoracentesis.  The 
recovery  after  this  was  uneventful.  During  all 
this  period  feeding  was  given  through  the  gas- 
trostomy tube.  X-ray  visualization  of  the 
esophagus  following  a barium  swallow  on  June 
25  revealed  no  evidence  of  a tear  in  the  esopha- 
gus. After  another  five  days  of  ambulation  and 
oral  feeding  which  he  tolerated  well  the  patient 
was  discharged.  He  subsequently  had  no  fur- 
ther difficulty  with  swallowing.  However,  two 
years  later  he  died  of  carcinoma  of  the  tongue 
with  metastases. 


Comment 

The  case  presented  flashes  a few  in- 
teresting clinical  and  therapeutic  side- 
lights. 

The  age  and  sex  of  the  patient  were 
quite  in  conformity  with  those  noted  by 
previous  observers  of  this  entity.  Con- 


1864  New  York  State  Journal  of  Medicine  / July  1,1967 


trary  to  the  usual  history  of  large  meals 
and  alcoholic  bouts  prior  to  the  rupture 
these  excesses  were  denied  by  the  patient. 
Neither  was  it  associated  with  vomiting  or 
retching  at  any  time.  However,  strikingly 
enough,  a definitive  history  of  several 
episodes  of  dysphagia,  corrected  by  re- 
moval of  pieces  of  meat  from  the  esoph- 
agus, was  obtained.  In  the  absence  of 
any  specific  symptoms,  as  demonstrated 
by  several  endoscopic  examinations  and 
also  during  surgery,  one  is  tempted  to 
believe  this  patient  perhaps  had  some  sort 
of  anatomic  anomaly  of  congenital  nature 
in  the  lower  end  of  the  esophagus.  The 
possibility  of  neurologic  disease  must  also 
be  considered.  Characteristically  pleural 
involvement  in  most  ruptures  has  been 
described  to  be  in  the  left  hemithorax, 
but  in  this  case  the  prior  thoracotomy  on 
the  left  side  resulted  in  fibrosis  causing 
the  right  pleural  involvement.  The  im- 
portance of  early  diagnosis,  emphasized 
so  often  in  the  literature,  was  very  vivid 
in  this  case. 

The  stormy  postoperative  period  in  this 
case  may  be  accounted  for  by  the  delay 
in  surgery. 

Follow-up  of  the  patient  revealed  that 
he  had  no  difficulty  in  eating  after  surgery. 

Summary 

1.  In  abdominal  thoracic  disease  of  an 
acute  nature  the  possibility  of  spontaneous 
rupture  of  the  esophagus  should  be  con- 
sidered and  the  diagnosis  be  confirmed  by 
appropriate  studies.  Association  of  cer- 
vical emphysema,  if  present,  is  diagnostic. 

2.  A historical  review  of  the  patho- 
genesis and  localization  of  rupture  of  the 
esophagus  is  presented  together  with  the 
recent  methods  in  treating  the  disease. 

3.  The  eponym  of  Boerhaave’s  syn- 
drome has  been  adopted  as  the  title  of  this 
review  to  recognize  the  author  of  the  first 
clinical  description  of  the  syndrome. 
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T he  original  purpose  for  the  organiza- 
tion of  the  New  York  Allergy  Society  was 
to  provide  a forum  for  the  young  members 
of  local  allergy  departments.  This  meet- 
ing was  planned  because  there  was  a re- 
newed interest  in  this  type  of  program.  We 
have  four  reports.  Two  of  them  will  be 
published  in  full  and  two  in  abstract  form, 
and  we  have  requested  that  both  the 
speakers  and  the  discussants  keep  within 
their  time  limits. 


Respiratory  Arrest  in  Asthma* 


MICHAEL  A.  DIAMOND,  M.D. 

New  York  City 
LOUIS  B.  LEVOVSKY,  M.D. 

New  York  City 

Residents  in  Allergy,  Robert  A.  Cooke  Institute 
of  Allergy,  The  Roosevelt  Hospital 


Death  from  bronchial  asthma  occurs  in 
two  ways.  Type  I death  follows  a pro- 
gressive downhill  course,  while  Type  II 
death  occurs  suddenly,  unexpectedly,  in  a 
relatively  well  asthma  patient.  This  classi- 

* This  work  was  supported  by  training  grant  5T1-AI-201- 
06  from  the  National  Institute  of  Allergy  and  Infectious  Di- 
seases, Bethesda,  Maryland. 


fication  of  Roe1  may  also  be  applied  to 
respiratory  failure:  Type  I refers  to 

gradual,  chronic  respiratory  failure  that 
occurs  over  hours  or  days;  Type  II  refers 
to  sudden,  unexpected  respiratory  failure 
that  occurs  over  a period  of  minutes. 

Roe1  reports  12  cases  of  sudden  death  in 
asthma.  It  is  the  purpose  of  this  report  to 
present  2 patients  with  asthma  and  Type  II 
respiratory  failure  who  did  not  die.  They 
are  presented  to  emphasize  the  difference 
between  Type  I and  Type  II  respiratory 
failure  and  to  discuss  the  possible  cause  of 
Type  II  respiratory  failure. 

Pulmonary  function  studies  were  done 
on  both  patients,  one  twenty  minutes  and 
the  other  two  hours  after  admission  to  the 
emergency  room.  Vital  capacity,  one- 
second  forced  expiratory  volume,  and 
maximal  midexpiratory  flow  rate  were  done 
and  calculated  on  a Goddart  spirometer  or 
a McKesson  Vitalor.  Peak  expiratory 
flow  rate  was  obtained  by  direct  reading  on 
a Wright  peak  flow  meter.  Predicted 
values  for  the  vital  capacity  and  maximal 
midexpiratory  flow  rate  were  obtained  from 
Bates  and  Christie.2  The  predicted  one- 
second  forced  expiratory  volume  was  ar- 
bitrarily defined  as  75  per  cent  of  the 
predicted  vital  capacity.  Predicted  values 
for  the  peak  expiratory  flow  rate  were  ob- 
tained from  the  nomogram  of  Leiner  et  al.3 

Case  reports 

Case  1.  A thirty- two-year-old  Puerto  Rican 
male  had  intermittent  asthma  since  childhood. 
For  the  past  two  years  his  asthma  had  been 
perennial.  Four  days  before  admission  to 
Roosevelt  Hospital,  he  began  to  wheeze  while 
chipping  paint  from  the  roof  of  a dusty  garage. 
His  wheezing  persisted  for  four  days  and  re- 
quired isoproterenol  nebulization  and  subcu- 
taneous epinephrine  on  three  successive  days. 
He  returned  to  the  garage  the  day  of  admission 
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TABLE  I.  Pulmonary  function  studies 


Case  Number  and  Day 

Vital 

Capacity 

One-Second 
F orced 
Expiratory 
Volume 

Maximal 
Mid- 
expiratory 
Flow  Rate 

Peak 

Expiratory 
Flow  Rate 

Total  Lung 
Capacity 

1 

First  (45  minutes  after  arrest) 

2.2 

1.0 

0.46 

160 

Second 

180 

Thud 

280 

Ninth 

4.35 

2.6 

1.7 

400 

Eleventh 

4.15 

2.55 

2.6 

6.2 

Normal 

4.15 

3.1 

4.0 

570 

5.6 

A 

First  (2  hours  after  arrest) 

1.8 

0.90 

0.40 

175 

First  (10  hours  after  arrest) 

2.26 

1.0 

0.60 

200 

4.3 

Second 

2.82 

1.13 

0.65 

4.55 

Normal 

3.40 

2.56 

3.8 

435 

4.7 

and,  after  chipping  paint  again,  developed 
severe  wheezing.  He  returned  home,  and  his 
dyspnea  became  worse,  despite  repeated  use  of 
an  isoproterenol  nebulizer.  He  was  conscious 
when  placed  in  a car  eight  blocks  from  the  hos- 
pital. 

On  admission  to  the  emergency  room,  the  pa- 
tient was  unconscious,  apneic,  and  deeply 
cyanotic.  The  pulse  was  strong,  and  heart 
sounds  were  good.  Blood  pressure  was  not  re- 
corded. 

He  was  given  0.3  ml.  of  epinephrine  1:1,000 
intramuscularly,  intubated  with  an  endotracheal 
tube,  and  ventilated  easily,  first  with  an  Ambu 
bag,  then  with  a Bird  respirator.  After  five 
minutes,  he  began  to  move  his  limbs.  Intra- 
muscular epinephrine,  0.5  ml.,  was  given,  and 
intravenous  aminophylline,  250  mg.,  was  in- 
jected slowly  over  a five-minute  interval.  By 
this  time,  ten  minutes  after  arrival,  his  vital 
capacity  was  2.2  L.  (53  per  cent  predicted),  one- 
second  forced  expiratory  volume  1 L.,  maximal 
midexpiratory  flow  rate  0.46  L.  per  second,  and 
peak  expiratory  flow  rate  160  L.  per  minute.  A 
chest  x-ray  and  electrocardiogram  taken  at  this 
time  both  showed  normal  findings. 

Intravenous  hydrocortisone,  300  mg.,  and 
aminophylline,  1.5  Gm.,  were  given  on  the  first 
and  second  hospital  days.  On  the  third  day  he 
was  placed  on  oral  aminophylline,  240  mg.  every 
six  hours,  and  prednisone,  20  mg.  per  day. 
Prednisone  was  tapered,  then  discontinued  on 
the  seventh  hospital  day.  He  was  discharged 
on  an  oral  aminophylline-ephedrine  compound 
and  isoproterenol  nebulizer.  He  has  done  well 
for  two  months.  Intradermal  tests  showed 
3 plus  reactions4  to  dust  1 : 10,  mixed  grasses 
100  protein  nitrogen  units,  and  trees  100  protein 
nitrogen  units. 

Case  2.  A twenty- two-year-old  Puerto  Rican 
female  had  had  asthma  since  childhood.  Her 
attacks  increased  in  frequency  three  years  be- 
fore admission.  In  the  week  preceding  admis- 
sion, she  developed  an  upper  respiratory  infec- 
tion with  purulent  sputum.  On  the  night  of 
admission,  she  developed  severe  asthma  which 
was  not  relieved  by  injected  epinephrine.  She 


was  conscious  on  entering  the  ambulance  but 
was  unconscious  on  arrival  in  the  emergency 
room.  Her  heart  sounds  were  good,  pulse 
strong,  and  blood  pressure  130/80.  She  was 
cyanotic  and  unresponsive  to  pain.  There 
were  contractions  of  the  intercostal  and  supra- 
clavicular muscles,  but  breath  sounds  were  not 
heard.  The  pupils  were  dilated;  however,  they 
responded  to  light.  A nasotracheal  tube  was 
inserted,  and  she  was  easily  ventilated  through 
the  tube,  first  by  an  Ambu  bag  and  later  by  a 
Bird  respirator.  Epinephrine,  0.5  ml.,  was 
given  subcutaneously,  and  an  intravenous  in- 
fusion of  500  ml.  of  5 per  cent  dextrose  in  water 
with  500  mg.  of  aminophylline  was  given  over  a 
twenty-minute  period.  Ten  minutes  after  in- 
tubation she  became  restless.  Five  minutes 
later  she  extubated  herself.  Approximately 
twenty  minutes  had  elapsed  from  arrival  in  the 
emergency  room  to  complete  recovery  of  con- 
sciousness, at  which  time  there  was  moderate 
bilateral  wheezing  and  only  mild  distress.  A 
chest  x-ray  film  taken  at  this  time  was  within 
normal  limits.  The  electrocardiogram  showed  a 
sinus  tachycardia.  Venous  blood  taken  shortly 
after  the  respiratory  arrest  showed  sodium  130, 
potassium  3.6,  chloride  100,  and  bicarbonate  ion 
17.  One  hour  after  arrival  in  the  emergency 
room,  the  arterial  carbon  dioxide  pressure  was 
25  mm.  Hg,  oxygen  saturation  92  per  cent,  and 
pH  7.34.  Two  hours  after  the  arrest,  her  vital 
capacity  was  1.8  L.  (53  per  cent  predicted),  one- 
second  forced  expiratory  volume  0.9  L.,  maxi- 
mal midexpiratory  flow  rate  0.4  L.  per  second, 
and  peak  expiratory  flow  rate  175  L.  per  minute. 
Over  the  first  hospital  day  she  was  treated  with 
400  mg.  of  hydrocortisone  and  1.5  Gm.  of 
aminophylline  intravenously.  She  received  15 
mg.  of  prednisone  orally  on  the  second  and  third 
hospital  days  and  was  discharged  on  10  mg.  of 
prednisone  a day.  Ampicillin  was  given  daily 
in  a dose  of  1 Gm.  orally.  Intermittent  posi- 
tive-pressure breathing  with  isoproterenol  nebu- 
lization  was  given  four  times  a day  during  her 
hospitalization.  Repeat  pulmonary  function 
tests  showed  gradual  improvement  (Table  I). 
No  further  allergy  work-up  was  done.  She  left 
the  hospital  on  the  fourth  hospital  day  and  has 
done  well. 
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Comment 

When  death  from  asthma  follows  a 
slowly  progressive  downhill  course  (Type 
I),  it  is  known  that  there  is  inspissation  of 
bronchial  mucous  plugs,  carbon  dioxide 
retention,  anoxia,  and  right-sided  heart 
strain  and  that  death  is  the  result  of  one 
or  all  of  these  factors.2,5  The  cases  de- 
scribed progressed  from  a state  of  moderate 
dyspnea  to  coma  in  a matter  of  minutes, 
and  thus  must  be  classified  as  Type  II 
respiratory  failure.  When  these  patients 
were  first  seen,  they  both  had  strong  heart 
beats.  It  is  extremely  unlikely  that  each 
patient  had  a cardiac  arrest  and  spon- 
taneous resumption  of  heart  contractions 
before  arriving  in  the  hospital.  It  follows, 
therefore,  that  respiratory  failure  is  the 
event  that  caused  coma . 

“Hypoventilation  exists  when  an  in- 
sufficient volume  of  fresh  air  enters  the 
alveoli  each  minute  relative  to  the  meta- 
bolic activity  of  the  body.”6  Hypoventila- 
tion can  be  caused  by  depression  of  the 
respiratory  centers  by  anesthesia,  pro- 
longed anoxia,  and  high  concentrations  of 
carbon  dioxide,  or  hypoventilation  can  be 
peripheral  in  origin.  “Hypoventilation  al- 
ways results  in  anoxemia  and  carbon  dioxide 
retention  when  the  patient  is  breathing 
air.”6  Carbon  dioxide  retention  is,  there- 
fore, both  a result  and  a cause  of  hypo- 
ventilation. 

The  patients  presented  were  given  no 
respiratory  depressant,  and  they  were 
breathing  air.  By  definition,  any  carbon 
dioxide  retention  that  they  had  was 
secondary  to  hypoventilation.  Therefore, 
central  respiratory  depression  was  not  the 
initial  cause  of  respiratory  failure. 

Hypoventilation  of  peripheral  origin  can 
be  caused  by  laryngeal  edema,  airway  ob- 
struction, a reflex  phenomenon,  or  broncho- 
spasm.  Laryngeal  edema  was  not  present 
because  the  patients  were  intubated  easily. 

Airway  obstruction  by  generalized 
mucous  plugging  is  found  in  the  bronchioles 
of  people  who  die  from  asthma.7  Mar- 
chand  and  van  Hasselt8  described  13 
patients  in  status  asthmaticus  who  were 
treated  with  intermittent  positive-pressure 
assisted  ventilation.  They  noted  that 
“positive  pressures  greater  than  50  cm.  of 
water  are  always  required”  to  ventilate 
these  people.  By  contrast,  normal  people 


given  intermittent  positive-pressure  breath- 
ing require  10  to  20  cm.  of  water  pressure 
to  ventilate  their  lungs.  The  high  pressure 
needed  in  Type  I asthma  is  thought  to 
result  from  the  presence  of  thick  tenacious 
mucus  in  the  bronchioles.  In  the  2 
patients  presented  in  this  report  mechanical 
ventilation  was  easy  and  required  only 
minimal  pressure.  Sputum  was  scanty  as 
judged  by  cough,  vomitus,  and  suctioned 
material.  Because  of  the  ease  of  mechan- 
ical ventilation  and  the  scanty  sputum, 
generalized  mucous  plugging  was  probably 
not  present  in  these  patients. 

Apnea  can  occur  as  a reflex  phenomenon 
after  inflation  of  the  lungs.  The  Herring- 
Breuer  inhibito-inspiratory  reflex  (the  in- 
flation reflex)  terminates  respiration  and  in- 
hibits central  respiratory  activity  in  gen- 
eral. This  reflex  is  “weak  in  healthy  man 
unless  the  lung  inflation  is  large.”9  It  is 
felt  that  the  lungs  are  overinflated  in  acute 
asthma.  The  inflation  reflex  could  have 
produced  apnea  in  the  patients  presented. 

Bronchospasm  was  present  in  both 
patients,  since  they  were  wheezing  before 
and  after  the  respiratory  arrest.  Pulmo- 
nary function  tests  after  the  arrest  provide 
further  evidence  of  bronchospasm.  Anti- 
gen-antibody reactions  with  histamine  re- 
lease and  irritation  of  the  respiratory 
epithelium  from  the  nose  to  the  bronchi 
are  among  the  known  causes  of  broncho- 
spasm.10 A sudden  increase  in  broncho- 
spasm, if  severe  enough  to  occlude  inter- 
mediary bronchi,  would  produce  severe 
hypoventilation  with  carbon  dioxide  re- 
tention and  anoxemia.  Termination  of 
bronchospasm  by  injected  epinephrine 
would  then  permit  ventilation  to  be  re- 
sumed. 

There  is  no  evidence  that  cardiac  arrest 
occurred  in  either  of  the  cases  presented. 
Both  patients  had  acute  respiratory  failure 
which  responded  to  artificial  ventilation 
and  bronchodilators.  They  were  lucid^and 
had  normal  chest  x-ray  film  and  electro- 
cardiogram findings  twenty  minutes  after 
entering  the  hospital  in  coma.  Each 
patient  had  a vital  capacity  of  53  per  cent 
of  the  predicted  value  when  first  studied 
but  still  had  severe  obstruction  to  airflow 
as  shown  by  the  maximal  midexpiratory 
flow  rate  of  less  than  0.5  L.  per  second. 
The  fact  remains,  however,  that  the 
patients  were  comatose  and  responded  in  a 
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remarkably  short  period  of  time,  quite  un- 
like the  response  seen  in  Type  I asthma. 

The  possible  causes  of  respiratory  failure 
have  been  outlined.  The  most  likely  cause 
of  the  respiratory  arrests  was  severe 
bronchospasm  or  a vagal  reflex  action; 
either  explains  the  ease  of  intubation,  the 
lack  of  resistance  to  ventilation,  and  the 
response  to  pharmacologic  agents. 

Summary 

t 

There  are  two  types  of  death  in  asthma. 
The  course  of  Type  I death  is  slow  and 
occurs  over  hours  or  days.  Type  II  death 
is  sudden  and  unexpected  and  occurs  in 
relatively  well  asthma  patients.  In  this 
article,  2 patients  with  asthma  who  had  un- 
expected respiratory  arrests  and  survived 
are  studied.  Had  they  died,  they  would 
have  been  classified  as  Type  II  deaths. 
Physiologic  mechanisms  are  presented,  and 
a hypothesis  of  the  sequence  of  events  lead- 
ing to  Type  II  death  is  formulated. 

Truesdale  Clinic,  Fall  River, 
Massachusetts  (Dr.  Levovsky) 
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Question  and  answer  period 

Dr.  Siegel:  Dr.  Diamond’s  and  Dr. 

Levovsky’s  report  is  now  open  for  discus- 
sion. 

Joseph  H.  Fries,  M.D.:  I have  another 
suggestion  to  make,  and  that  is  that  this 
may  be  a “hysterical”  phenomenon.  As  you 
know,  there  are  possibilities  of  muscular 
paralysis,  vascular  paralysis,  vocal  paral- 


ysis, or  a situation  in  which  all  the  breath- 
ing muscles  are  brought  into  play.  I would 
strongly  advise  having  a case  of  this  sort 
surveyed  by  a consulting  psychiatrist. 

Dr.  Diamond:  Hysteria  certainly  could 

have  been  the  initiating  cause,  but  the  end 
result  here  was  respiratory  arrest.  These 
people  were  comatose,  they  were  unrespon- 
sive to  pain.  As  far  as  we  could  tell,  this 
was  not  hysterical,  this  was  real.  We  felt 
that  if  these  people  were  not  ventilated, 
they  would  have  died. 

Sheppard  Siegal,  M.D.:  Well,  at  any 

rate,  if  you  look  over  the  literature  that’s 
been  written  for  about  the  past  ten  years 
concerning  sudden  and  unexpected  deaths 
in  asthma,  you  find  that  they  have  been 
speculating  for  some  time  as  to  what  the 
mechanism  of  death  is.  It  seems  to  me 
that  a lot  of  the  material  suggests  that  some 
asthmatic  patients  have  a great  deal  of 
mucus  in  their  bronchi  for  long  periods  of 
time,  especially  those  who  have  had  asthma 
since  early  childhood.  There  is,  for  ex- 
ample, an  entity  called  mucoid  impaction  of 
the  bronchi,  which  most  of  us  have  scarcely 
heard  of  and  yet  which  is  described  in  the 
literature.  This  is  where  long-standing 
asthma  shows  actual  impaction  of  the 
mucus  that  can  be  seen  on  the  x-ray  film, 
often  associated  with  atelectasis.  These 
people  are  sometimes  operated  on  because 
they  are  thought  to  have  some  other  kind 
of  lesion  of  the  lung.  But  the  important 
point  is  that  they  have  a great  deal  of 
mucus  in  their  bronchi  all  the  time. 

Recently  Williams'1  described  a death 
that  occurred  very  suddenly  in  an  asth- 
matic patient  who  had  just  had  some  pul- 
monary function  studies  which  seemed  to 
show  that  his  condition  was  not  serious; 
and  yet,  very  suddenly,  he  was  dead  in 
precisely  the  way  that  is  described  here. 
At  post  mortem  he  was  found  to  have  ex- 
tensive plugging  throughout  his  lungs  just 
as  if  he  had  died  in  status  asthmaticus. 
No  one  understood  how  he  could  have 
developed  the  plugging  so  rapidly  in  view 
of  the  fact  that  his  pulmonary  function 
studies  suggested  that  he  didn’t  have  such 
extensive  plugging.  But  many  of  the  post 
mortems  of  people  who  have  died  a sud- 
den death  in  asthma  have  actually  showed 
widespread  plugging.  I think  what  we 
have  to  assume  is  that  they  are  somehow 
making  a compensatory  arrangement  for 
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the  plugging  that  is  there  all  the  time; 
that  at  a certain  point  in  time,  they  either 
plug  everything  off  completely  and  die  of 
asphyxia,  or  perhaps  there  are  added  ele- 
ments of  spasm  which,  in  turn,  is  the  ter- 
minal event  that  causes  death  in  what  is 
essentially  an  asphyxial  death. 

Voice:  Many  people  who  have  gotten 

aminophylline  intravenously  have  died. 
Would  it  be  preferable  to  use  the  steroids  in- 
stead of  aminophylline? 

Dr.  Diamond:  Corticosteroids  do  not 

work  quickly,  that  is,  over  a period  of 
minutes.  Intravenous  aminophylline  and 
epinephrine  by  any  parenteral  route  work 
almost  immediately.  Both  of  these  people 
were  given  intravenous  hydrocortisone,  but 
I am  sure  it  had  no  effect  on  their  acute 
course. 

Voice:  Could  Dr.  Diamond  say  some- 

thing about  the  carbon  dioxide  pressure  of 
25  which  was  found  on  one  of  his  patients? 
I am  under  the  impression  that  this  is  fre- 
quently found  in  hyperventilation  syn- 
dromes of  various  sorts  and  is  somewhat 
unusual  in  patients  with  severe  broncho- 
spasm. 

Dr.  Diamond:  I can  say  from  my 

unpublished  data  from  studying  blood 
gases  in  asthma  that  most  asthmatic 
patients  who  are  sick  enough  to  be  in  a 
hospital  hyperventilate,  and  their  carbon 
dioxide  pressure  is  30  to  35.  Very  few  of 
them  get  this  low,  25  or  22.  The  fact  that 
her  venous  bicarbonate  was  17  shows  that 
she  had  been  hyperventilating  for  some 
time,  because  you  can’t  drop  your  venous 
bicarbonate  acutely.  Evidently,  people 
with  asthma  can  transport  carbon  dioxide 
pretty  well.  They  can  still  ventilate,  but 
they  do  have  trouble  transporting  oxygen, 
probably  because  they  are  plugging  off  some 
areas  and  have  minor  shunts  which  drop 
their  oxygen  saturation  to  about  90  per 
cent. 

Alvin  I.  Goldfarb,  M.D.:  I would  like 

to  point  out  to  Dr.  Diamond  a recent 
article  by  Leeks,  Wood,  and  Kravis^  who 
demonstrated  in  children  in  status  asth- 
maticus  a low  venous  bicarbonate  and  a low 
carbon  dioxide  pressure.  But  then  later, 
it  gets  very  bad,  and  as  they  continue  to 
plug  up,  their  carbon  dioxide  rises.  How- 
ever, it  occurred  to  me  that  in  both  of  these 
cases  if  these  people  had  not  actually 
breathed  or  gasped  on  their  way  to  the 


hospital,  and  it  took  them  at  least  three  to 
five  minutes  to  get  there,  they  should  have 
had  brain  damage.  They  should  have 
been  pretty  well  gone  by  the  time  they 
arrived,  and  I think  that  these  people  prob- 
ably were  gasping  on  the  way  there.  They 
weren’t  really  on  their  way  out  until  after 
you  began  working  on  them  and  reversed 
the  process. 

Dr.  Diamond:  These  people  were  not 

breathing.  They  were  obviously  cyanotic. 
I’m  sure  that  they  would  have  died  had 
we  not  intervened,  but  I can’t  prove  this. 
They  may  have  been  gasping  on  their  way 
to  the  hospital,  but  these  gasps  were  in- 
effective if  they  were  so  cyanotic  that  we 
could  recognize  it  grossly.  I don’t  know 
how  long  they  were  not  ventilating,  but  it 
was  not  long  enough  to  kill  them  and  not 
long  enough  to  cause  brain  damage.  Prob- 
ably young  people  can  stand  anoxia  for  a 
longer  period  of  time  than  older  people. 

Murray  Dworetzky,  M.D.:  I suggest 

that  the  term  “respiratory  arrest”  might 
possibly  not  be  justified  for  a variety  of 
reasons.  One  was  mentioned  by  Dr. 
Goldfarb,  and  the  other  is  that  I am  not 
really  sure  that  the  term  “respiratory 
arrest”  would  be  justified  even  if  the  patient 
wasn’t  moving  any  air.  Obviously  they 
were  moving  air  or  they  would  have  been 
dead  in  that  much  time.  If  they  were 
working  and  moving  their  chests,  unless 
you  presume  these  were  agonal  and  pre- 
mortem  gasps  which  were  totally  in- 
effectual, I don’t  really  think  that  that  term 
is  entirely  justified.  I think  that  these 
people  obviously  had  acute,  fulminating, 
severe  asthma,  more  of  the  bronchospastic 
type,  with  a minimum  of  plugging,  with 
which  we  are  all  familar;  and  I think  that 
the  point  made  of  the  carbon  dioxide  pres- 
sure is  a very  important  one.  It  is  anal- 
ogous to  the  diabetic  person  who  comes  in 
with  a bladder  full  of  urine  with  4 plus  sugar 
in  it  and  very  low  blood  sugar.  She  has 
covered  herself  with  a shot  of  insulin,  and 
when  she  gets  into  the  emergency  room  she 
will  be  treated  incorrectly  unless  care  is 
taken*  And  it  is  quite  possible  that  the  2 
patients  were  hyperventilating,  as  so  many 
of  our  asthmatic  patients  are  all  of  the  time, 
and  then  suddenly  had  acute  attacks  and 
came  into  the  hospital  with  the  syndrome 
that  you  describe. 

Dr.  Diamond:  Probably  a better  term 
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would  be  “acute  ventilatory  failure”  rather 
than  “respiratory  arrest.” 

Bernard  B.  Levine,  M.D.:  It  seems 

to  me,  from  what  I have  heard,  that  there  is 
nothing  else  you  can  call  it  but  “respiratory 
arrest.”  As  I understand  it,  the  patients 
were  not  breathing  when  first  seen  by  the 
doctor.  This  really  is  an  acute  ventilatory 
failure  which  is  a term  to  describe  a patient 
who  is  breathing  but  who  can’t  exchange 
gas  properly  or  who  can’t  respire  in  the 
very  broad  sense  of  the  term.  This  is 
truly  acute  respiratory  failure  as  far  as  I can 
see. 

a Williams,  M.  H.,  Jr.,  and  Levin,  M.:  Sudden  death  from 
bronchial  asthma,  Am.  Rev.  Resp.  Dis.  94:  608  (Oct.)  1966. 

6 Leeks,  H.  I.,  Wood,  D.,  and  Kravis,  L.  P.:  Childhood 
status  asthmaticus.  Recent  clinical  and  laboratory  observa- 
tions and  their  application  in  treatment,  Clin.  Pediat  5:  209 
(Apr.)  1966. 
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The  clinical  picture  of  mongolism 
(Down’s  syndrome)  is  well  known  to  most 
physicians.  A review  of  recent  literature 
(1954  to  1965),  however,  failed  to  reveal 
any  investigation  of  the  allergic  state  in 
mongolism.  Since  this  syndrome  is  asso- 
ciated with  a basic  chromosomal  abnor- 
mality involving  the  21  chromosome,  in- 
terest was  aroused  as  to  whether  or  not  this 
defect  would  have  any  effect  on  sympto- 
matic manifestations  of  allergy  or  on  cer- 
tain tests  which  are  of  fundamental 
clinical  value  in  evaluating  the  allergic 
status  of  a patient. 

Because  of  the  lack  of  such  information, 
the  authors  undertook  an  initial  allergy 
survey  of  28  mongoloid  children,  hoping  to 


obtain  some  answers  or  clues  to  the  follow- 
ing questions: 

1.  Do  mongoloid  individuals  manifest 
allergic  symptoms? 

2.  Is  the  tendency  toward  the  allergic 
state  inherited  by  individuals  with  Down’s 
syndrome  in  the  same  pattern  as  in  the 
normal  population? 

3.  Are  reagins  produced  by  children 
with  mongolism? 

4.  If  they  do  produce  reagins,  is  the 
quality  of  their  skin  adequate  to  elicit 
positive  skin  test  results  with  allergenic 
extracts? 

5.  Is  the  morphology  of  their  eosinophils 
normal? 

6.  Would  nasal  smears  reveal  an  in- 
crease in  eosinophil  cells? 

7.  Can  a dermographic  response  to  a 
simple  pressure  stroke  be  demonstrated 
in  these  patients? 

Methods 

In  response  to  requests  sent  to  the  par- 
ents of  55  mongoloid  children  who  had 
attended  the  clinic  of  the  Division  of 
Pediatric  Psychiatry,  Department  of  Pedi- 
atrics, at  the  Jewish  Hospital  of  Brooklyn,  28 
children  were  brought  in  for  an  initial 
allergy  survey.  Their  ages  ranged  from 
four  to  fourteen  years;  there  was  one  pair, 
a male  and  a female,  who  were  siblings. 
An  allergy  history  of  the  parents,  siblings, 
and  of  each  mongoloid  child  was  obtained. 
The  specific  questions  asked  concerned  (1) 
hay  fever,  (2)  asthma  and  wheezing,  (3) 
eczema  and  hives,  (4)  food  intolerances,  (5) 
recurrent  “colds”  or  “sinus  trouble,”  (6) 
chronic  or  recurring  cough,  (7)  itching  or 
rubbing  of  eyes,  and  (8)  migraine  head- 
aches. Intracutaneous  tests  were  then 
performed  with  extracts  prepared  by  the 
allergy  laboratory  of  the  Jewish  Hospital  of 
Brooklyn  (Table  I).  Nasal  smears  were 
done  on  each  patient.  Venous  blood  was 
obtained  so  that  eosinophil  morphology 
could  be  determined.*  A simple  stroke  of 
the  skin  of  the  forearm  was  performed  on 
each  patient  with  a weighted  instrument  to 
determine  if  any  cases  of  dermographism 
were  present  among  the  patients  being 
studied. 

* These  studies  were  carried  out  by  A.  Morrison,  M.D., 
Division  of  Hematology,  Department  of  Pediatrics,  of  the 
Jewish  Hospital  of  Brooklyn. 


July  1,1967  / New  York  State  Journal  of  Medicine  1871 


TABLE  I.  Extracts  used  for  intracutaneous 
testing* 


Test 

Mixture 

Initial  visit 

Dust 

1:10 

2 Ragweed 

0.01 

6 Tree 

0.01 

4 Tree 

0.01 

Alternaria 

1:1,000 

Timothy 

0.01 

Plaintain 

0.01 

Wheat 

1:10 

Chocolate 

0.025 

Diluting  fluid 

Second  series 

6 Tree 

0 . 1 and  0 . 2 

4 Tree 

0.1  and  0.2 

2 Ragweed 

0.1 

Timothy 

0.1 

Alternaria 

1:100 

Diluting  fluid 

* Pollen  extracts  prepared  in  milligrams  of  total  nitrogen 
per  milliliter. 


The  skin  of  4 of  the  28  children  who 
appeared  at  the  initial  session  was  not 
tested  because  of  their  lack  of  cooperation 
or  because  of  their  having  skin  which  could 
possibly  give  rise  to  difficulty  in  the  inter- 
pretation of  the  skin  tests,  that  is  vitiligo  or 
unusually  coarse  skin.  These  4 children 
were  not  included  in  the  results  of  this 
investigation. 

Eleven  of  the  12  children  whose  initial 
skin  tests  gave  positive  results  or  who  had 
a positive  personal  or  familial  history  for 
allergies  were  recalled  for  the  second  session 
of  skin  testing,  the  extracts  used  being  of 
greater  concentration  than  those  used  at  the 
time  of  initial  testing  (Table  I). 

Results 

At  the  time  of  the  initial  visit,  a history 
of  allergy,  that  is  asthma  or  hay  fever, 
was  obtained  in  9 families  of  the  24  patients 
who  were  subsequently  given  skin  tests, 
showing  a familial  incidence  of  atopy  of  37.5 
per  cent.  Two  patients,  Cases  1 and  2, 
with  positive  intracutaneous  tests  results, 
also  had  a history  of  personal  and  familial 
allergy.  Case  1,  a ten-year-old  Caucasian 
boy,  had  a history  of  recurrent  asthma.  He 
had  5 paternal  aunts  and  uncles  with  a his- 
tory of  hay  fever.  Skin  testing  with  rag- 
weed extract  yielded  positive  reactions  on  2 
occasions.  Case  2,  an  eight-year-old  Cau- 
casian girl,  had  a history  of  a skin  eruption 


TABLE  II.  Suggestive  atopy  without  skin  reactions 


Case 

Number 

Personal 

History 

Family 

History 

Skin  Test 
Results 

3 

None 

Positive 

Negative 

4 

S.H.* 

Positive 

Negative 

5 

S.H.* 

Positive 

Negative 

6 

S.H.* 

Negative 

(?) 

7 

S.H.* 

Positive 

Negative 

8 

Positive 

Positive 

Negative 

9 

Negative 

Positive 

(?) 

10 

Negative 

Positive 

Negative 

* History  suggestive  of  allergic  complaints. 


due  to  milk  during  infancy.  She  had  a 
sister  with  a history  of  recurrent  wheezing  in 
late  summer.  Skin  testing  in  this  case 
also  yielded  a positive  reaction  to  ragweed 
extract.  The  incidence,  therefore,  of  per- 
sonal and  familial  histories  of  atopy  asso- 
ciated with  positive  skin  test  results  in  the 
patients  studied  was  2 : 24,  or  8.3  per  cent. 

Table  II  is  a compilation  of  8 other 
patients  whose  skin  test  results  were  nega- 
tive or  questionably  positive  and  who  had 
a suggestive  or  positive  personal  or  family 
history  of  allergy.  The  mother  of  Case  3,  : 
a seven-year-old  Caucasian  girl,  had  a 
history  of  sneezing  in  the  mornings  during 
the  summer;  the  patient’s  brother  had 
asthma.  The  patient,  however,  did  not 
have  any  allergic  symptoms,  and  skin  test  : 
results  proved  to  be  negative.  Case  4,  an 
eight-year-old  Negro  boy,  had  a history  of 
a chronic  cough,  which  might  be  inter- 
preted as  a suggestive  symptom  of  atopy; 
his  mother  had  a history  of  hay  fever,  and  a 
brother  had  asthma.  No  positive  skin 
test  results  were  obtained  in  this  patient,  j 
Case  5,  an  eight-year-old  Caucasian  boy, 
had  a suggestive  history  of  “sinus  trouble”  j 
and  bronchitis.  His  mother  and  a sister 
had  hay  fever,  while  his  father  had  a history 
of  “sinus  trouble.”  Positive  skin  test  re- 
sults were  not  observed  in  this  patient 
either.  Case  6 was  a ten-year-old  Cau- 
casian boy  who  had  nasal  congestion  during 
the  summer  but  whose  family  had  no 
history  of  atopy.  A questionably  positive 
skin  test  result  to  ragweed  (slightly  posi-  j 
tive)  was  obtained.  Case  7 an  eight-year- 
old  Cuban  boy,  had  a suggestive  history  of 
atopy  in  that  he  had  a chronic  dry  cough; 
his  mother  had  a history  of  asthma,  while 
his  father  suffered  from  nasal  congestion. 
Skin  test  results  proved  to  be  negative. 
Case  8 was  a five-year-old  Caucasian  boy 
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who  had  a history  of  asthma  during  the 
winter  and  experienced  nasal  congestion 
when  exposed  to  cats.  He  had  a sister  who 
, had  hay  fever  symptoms  during  the  spring 
and  summer.  Again,  no  positive  skin  test 
findings  were  elicited.  Case  9,  a seven- 
year-old  Caucasian  girl,  had  no  personal 
history  of  allergy;  however,  her  father  had 
a history  of  hay  fever,  and  a brother  had 
recurrent  nasal  congestion.  A question- 
ably positive  skin  test  result  to  Alternaria 
was  obtained.  Case  10,  a five-year-old 
Caucasian  boy,  had  no  history  of  allergy 
and  did  not  show  any  positive  test  findings. 
His  father  had  a history  of  hay  fever. 

Two  patients,  Cases  6 and  9,  had  a 
history  of  an  eruption  following  penicillin 
therapy.  Cases  1 and  8 each  had  a history 
of  asthma  associated  with  respiratory  tract 
infections.  Cases  7 and  10  had  nasal 
i eosinophil  counts  of  4 and  9 per  cent  respec- 
tively. 

The  phenomenon  of  dermographism  was 
not  observed  in  any  of  the  patients  in- 
I eluded  in  this  investigation.  The  mor- 
phology of  the  eosinophil  cells  from  the  blood 
j of  the  28  patients  included  in  this  survey 
j was  reported  to  be  within  normal  limits. 

Conclusions 

A random  group  of  24  mongoloid  children 
underwent  an  allergy  survey.  Three  of  the 
children  (12.5  per  cent)  had  definite 
allergic  symptoms.  Two  of  these  3 chil- 
dren had  positive  skin  test  results  to  rag- 
weed extract  and  a family  history  of  allergy. 
The  incidence  of  correlation  of  positive 
personal  and  family  histories  of  allergy  with 
positive  skin  test  results  was  8.3  per  cent, 
i Suggestive  atopic  histories  were  obtained 
in  4 other  cases.  Nine  of  the  24  families 
(37.5  per  cent)  had  positive  atopic  histories. 
Blood  eosinophil  morphology  was  normal. 
Dermographism  was  not  elicited  in  any  of 
the  patients.  The  presence  of  eosinophils 
in  the  nasal  secretions  of  2 patients  was 
noted. 

The  findings  of  this  investigation  would 
seem  to  indicate  that  individuals  having 
Down’s  syndrome  are,  at  the  least,  as  ca- 
pable of  inheriting  the  allergic  state  as  the 
normal  population.  The  abnormality  of 
the  21  chromosome  associated  with  mon- 
golism, therefore,  does  not  appear  to  be  an 
inhibitory  or  excitatory  factor  in  the 


hereditary  transmission  of  the  allergic 
state.  Whether  or  not  the  incidence  of 
clinical  allergy  in  mongoloid  children  is 
significantly  different  from  that  of  the 
normal  population  would  require  the  in- 
vestigation of  a greater  number  of  patients 
than  those  included  in  the  present  study. 

Question  and  answer  period 

Dr.  Siegel:  Dr.  Weiss’s  and  Dr.  Grol- 

nick’s  report  is  open  for  discussion. 

Voice:  Isn’t  the  fact  that  mongoloid 

children  have  a higher  incidence  of  re- 
current respiratory  infection  a complicating 
factor  in  your  study? 

Dr.  Weiss:  I am  fully  cognizant  of  this 

fact  and  tried  to  omit  from  this  study  any 
case  of  allergic  symptoms  which  was  due 
solely  to  infection. 

James  H.  Barnard,  M.D.:  Was  the 

patient  who  was  cat  sensitive  by  history 
(Case  8)  tested  with  cat? 

Dr.  Weiss:  No. 

Voice:  Were  you  looking  for  abnor- 

malities in  the  eosinophil  morphology  of 
these  children?  Could  you  enlighten  us  as 
to  what  you  were  looking  for,  even  though 
you  didn’t  find  any  apparent  abnormalities? 

Dr.  Weiss:  We  were  simply  attempt- 

ing to  uncover  any  abnormalities  in  the 
various  entities  related  to  the  allergic  state 
that  might  be  caused  by  the  basic  chromo- 
somal defect  associated  with  mongolism. 

Voice:  The  same  question  might  be 

asked,  I suppose,  about  the  incidence  of 
dermographism  as  an  evidence  of  allergy. 

Dr.  Grolnick:  We  initiated  the  survey 

on  a hunch.  Talking  to  many  of  the  men 
of  the  department  and  others  who  are  doing 
allergy,  it  was  evident  that  few  of  the  men 
had  seen  any  case  of  mongolism  with 
allergic  manifestations.  That’s  why  we 
undertook  this  study. 

It  may  be  interesting  to  note  that  in  that 
last  mixed  group  an  incidence  of  close  to 
40  per  cent  with  miscellaneous  factors 
which  might  point  to  allergy  were  found. 
We  hope  to  pursue  this  particular  area 
further  at  some  future  date. 
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Penicillin-Induced 
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Several  cases  of  positive  findings  on 
Coombs  test  for  hemolytic  anemia  asso- 
ciated with  penicillin  therapy  have  recently 
been  described.  In  the  2 cases  studied  by 
Kuhns  and  Levine,*  patients’  red  blood 
cells  seemed  to  be  coated  with  antibodies 
of  BPO  (benzylpenicilloyl)  hapten  specific- 
ity. These  antibodies  were  also  present  in 
the  patients’  serum.  The  BPO  group  has 
been  shown  to  be  the  major  haptenic  deter- 
minant of  hypersensitivity,  although  minor 
haptenic  determinants  of  penicillin  hyper- 
sensitivity also  exist. 

We  studied  the  mechanism  by  which 
BPO-specific  antibodies  become  bound  to 
red  blood  cells  in  some  patients  with  peni- 
cillin-induced hemolytic  anemia  by  testing 
red  blood  cells  from  various  patients  for 
bound  BPO  residues  and  immunoglobulins 
utilizing  Coombs  technics  and  by  studying 
the  reaction  of  red  blood  cells  with  peni- 
cillin under  physiologic  conditions  in  vitro. 
The  red  blood  cells  from  a high  percentage 
of  patients  under  treatment  with  benzyl- 
penicillin  appear  to  be  coated  with 
benzylpenicilloyl  haptenic  groups.  BPO 
groups  appear  to  become  covalently  bound 
to  the  red  cell  surface  proteins  by  reaction 
with  penicillin  in  vivo.  This  chemical 
reaction  was  demonstrated  to  occur  also 
under  physiologic  conditions  in  vitro.  In  a 
small  percentage  of  these  patients,  red  cell 
bound  immunoglobulins  could  also  be 
detected.  Hapten-inhibition  experiments 
indicated  that  these  are  BPO-specific  anti- 
bodies which  were  also  detected  in  the 
serums. 

These  data  indicate  that  one  mechanism 

* Abstracted,  Annual  Meeting,  American  Society  of  Blood 
Banks,  Miami,  Florida,  1965. 


of  immunohemolytic  anemia  induced  by 
penicillin  is  that  BPO  haptenic  groups  first 
become  covalently  coupled  to  the  red  cell 
surfaces,  and  that,  secondarily,  circulating 
BPO-specific  antibodies  bind  to  the  red 
cell  surface  BPO  groups. 

Ragweed  Pollen  Extracts 
Prepared  by  Sonication 
and  Other  Methods 

DONALD  G.  MCKABA,  M.D. 

New  York  City 
DIETER  H.  SUSSDORF,  PH.D. 

New  York  City 

Clinical  Instructor  in  Medicine  (Dr.  McKaba), 
and  Assistant  Professor  of  Microbiology 
(Dr.  Sussdorf),  Cornell  University  Medical  College 


Ragweed  pollen  was  extracted  by  three 
different  technics:  stirring  for  forty-eight 
hours,  homogenization  for  fifteen  minutes, 
and  sonication  for  fifteen  minutes.  Ex- 
tracts were  also  prepared  by  various  com- 
binations of  these  methods.  The  three 
basic  extracts  and  one  prepared  by  a com- 
bined procedure  (extensive  stirring  follow- 
ed by  sonication)  were  then  evaluated  as 
to:  (1)  protein  yield  (Biuret  method); 

(2)  allergenic  activity  in  ragweed-sensitive 
volunteers  determined  by  skin  testing;  (3) 
allergenic  stability,  determined  by  skin 
testing  after  storage  at  minus  15  C.  for 
variable  periods  of  time;  and  (4)  molecular 
characteristics  on  Sephadex  G25  and  G100 
chromatography. 

The  results  indicate  that  sonication  pro- 
duced ragweed  extracts  of  comparable  pro- 
tein yield,  skin-test  activity,  and  a high 
degree  of  stability,  thereby  indicating  that 
sonication  is  a highly  effective,  rapid 
method  of  preparing  ragweed  extracts. 

The  Sephadex  results  showed  no  qualita- 
tive difference  in  the  three  extracts  studied, 
and  extension  of  this  work  suggested  that 
most  of  the  protein  responsible  for  the 
allergenicity  of  ragweed  pollen  has  a mo- 
lecular weight  between  5,000  and  70,000. 
The  importance  of  performing  comparative 
skin  testing  within  a close  time  interval 
was  also  discussed. 
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T he  relative  inaccessibility  of  the 
retroperitoneal  space  causes  considerable 
difficulty  in  the  clinical  detection  and 
evaluation  of  mass  lesions  situated  in  this 
location.  A variety  of  radiographic  proce- 
dures have  been  employed  in  an  attempt  to 
surmount  this  problem. 1 The  conventional 
methods  of  examination  such  as  barium 
studies  of  the  gastrointestinal  tract,  in- 
travenous pyelography,  and  inferior  vena 
cavography2  all  rely  on  structural  displace- 
ment and  pressure  phenomena  to  detect  a 
mass  lesion,  but  frequently  these  signs  fail 
to  distinguish  intrinsic  organ  enlargement. 
While  organ  displacement  is  useful  in 
detecting  the  possible  presence  of  a retro- 
peritoneal mass,  it  is  nonspecific  and  yields 
no  information  concerning  the  histologic 
character  of  the  lesion.  More  specialized 
and  sophisticated  studies  include  retro- 
peritoneal pneumography,3  -5  nephrotomog- 
raphy,3,6 and  lymphangiography.  These 
technics  offer  greater  specificity,  especially 
lymphangiography.7 

In  contrast  to  these  procedures  arteriog- 
raphy investigates  the  intrinsic  vascula- 
ture of  a specific  organ  or  mass  lesion. 
Since  the  vascular  pattern  frequently  re- 


TABLE 1.  Retroperitoneal  mass 
by  arteriography 

lesions  studied 

Condition 

Number  of 
Patients 

Malignant 

8 

Reticulum  cell  sarcoma 

2 

Granulosa  cell  tumor 

1 

Seminoma 

1 

Anaplastic  carcinoma 

1 

Lymphosarcoma 

1 

Adrenal  cell  carcinoma 

1 

Metastatic  adenocarcinoma, 

1 

mucin  producing 
Benign 

5 

N eurilemmoma 

2 

Retroperitoneal  cyst 

2 

Retroperitoneal  hematoma 

1 

Total 

13 

flects  the  underlying  pathologic  process, 
this  technic  yields  primary  diagnostic 
information. 

Considerable  attention  has  recently  been 
focused  in  the  literature  on  the  arterio- 
graphic  characteristics  of  visceral  retro- 
peritoneal organ  tumors.8-14  Except  for 
mention  of  the  potential  value  of  this  tech- 
nic in  several  review  articles  and  case 
reports,  no  discussion  of  its  specific  applica- 
tion to  primary  nonvisceral  retroperitoneal 
tumors  is  available.15-18  It  is  the  purpose 
of  this  presentation  to  report  our  results  of 
the  arteriographic  findings  in  a series  of 
nonvisceral  retroperitoneal  mass  lesions 
and  present  illustrative  examples. 

Material  and  methods 

The  variety  of  histologic  tissues  en- 
countered in  the  retroperitoneal  area  has 
prompted  the  pathologic  classification  of 
lesions  into  those  originating  from  the 
retroperitoneal  abdominal  organs,  such 
as  kidney,  pancreas,  liver,  spleen,  and 
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adrenal  gland,  and  those  considered  pri- 
mary, arising  from  the  retroperitoneal 
connective  tissues.619  For  the  purposes 
of  this  presentation  we  have  chosen  to 
exclude  all  lesions,  benign  or  malignant,  of 
the  kidney,  pancreas,  spleen,  and  liver. 
The  relative  rarity  of  many  of  the  primary 
retroperitoneal  tumors  makes  it  difficult 
for  any  one  investigator  to  encounter 
personally  more  than  a limited  number. 
We  have  had  the  opportunity  to  perform 
arteriographic  studies  in  13  patients  with 
either  benign  or  malignant  retroperitoneal 
mass  lesions.20  The  lesions  investigated  are 
shown  in  Table  I.  In  each  case  the  lesion 
was  histologically  verified  by  biopsy,  surgi- 
cal exploration,  or  autopsy. 

Selective  arteriography  of  the  celiac  and 
superior  mesenteric  arteries  was  performed 
in  each  case  by  the  percutaneous  trans- 
femoral  technic.21  In  one  case  the  inferior 
mesenteric  artery  was  investigated  selec- 
tively. In  those  patients  with  mass  lesions 
that  suggested  renal  origin  by  intravenous 
pyelography,  selective  renal  arteriography 
and/or  aortography  was  performed. 

Selective  lumbar  arteriography  was  per- 
formed in  3 patients  in  whom  celiac  and/or 
superior  mesenteric  arteriography  failed  to 
yield  evidence  of  the  lesion’s  arterial  blood 
supply.  The  technic  utilized  employed  a 
radiopaque  catheter  (red,  Odman-Ledin, 
outer  diameter  2.3  mm.).  The  catheter  had 
a preformed  hooked  tapered  tip  and  was 
manipulated  into  the  desired  lumbar  artery 
under  television  image-amplified  fluoro- 
scopic control.  Radiopaque  contrast,  8 to 
10  cc.  of  60  per  cent  methylglucamine 
diatrizoate  (Renografin)  was  injected  at 
3 Kg.  of  pressure.  Serial  films  were 
obtained  using  a Schonander  cut-film 
changer  programmed  at  two  per  second  for 
three  seconds,  one  per  second  for  four 
seconds,  and  then  one  per  two  seconds  for 
eight  seconds.  The  usual  pain  following 
contrast  injection  into  an  intercostal  or  lum- 
bar artery  was  not  encountered  in  the  2 
patients  with  dilated  vessels  but  was  noted 
in  the  1 patient  with  a normal-sized  ves- 
sel. 

Results 

The  arteriographic  observations  may  be 
separated  into  indirect  and  direct  radio- 
graphic  signs.  The  indirect  signs  are 


general  and  only  indicate  the  presence  of  a 
mass  whereas  the  direct  signs  help  assess 
its  histologic  character. 

The  indirect  signs  are:  (1)  arterial  or 
venous  vessel  displacement;  (2)  displace- 
ment of  contrast-filled  organs  or  bowel 
loops.  One  or  both  of  these  findings  was 
noted  in  every  lesion,  whether  benign  or 
malignant,  and  confirmed  the  presence  of  a 
retroperitoneal  mass.  Further,  they  fre- 
quently served  to  establish  the  approximate 
size  of  the  mass. 

The  direct  signs  are:  (1)  arterial  lumen 
irregularity;  (2)  tumor  vessels;  (3)  tumor 
stain  or  contrast  blush;  (4)  venous  channel 
occlusion;  (5)  venous  collateral  circulation; 
and  (6)  a vascularity.  The  direct  signs 
are  usually  the  hallmark  of  a malignant 
lesion  except  for  avascularity.  Some  of 
these  arteriographic  signs  have  been  ob- 
served by  other  authors  in  carcinomas  of 
the  abdominal  organs,  brain,  and  extremi- 
ties. One  finding  reported  in  other  malig- 
nant tumors  but  not  encountered  in  any 
of  the  retroperitoneal  masses  studied  was 
early  venous  filling. 

Arterial  lumen  irregularity.  Arte- 
rial lumen  irregularity  was  noted  in  3 of 
the  8 malignant  lesions,  namely  in  a 
reticulum  cell  sarcoma  (Fig.  1),  a seminoma 
(Fig.  5),  and  a metastatic  adenocarcinoma 
(Figs.  7A  and  B).  The  arteries  involved 
were  respectively,  the  transverse  pancreatic 
artery  and  a middle  colic  artery  branch, 
a lumbar  artery,  and  the  splenic  artery. 
This  finding  results  from  encasement  of  the 
artery  in  tumor  and  presents  a fairly 
characteristic  arteriographic  appearance, 
usually  involving  only  a short  segment  of 
the  vessel. 

Tumor  vessels.  Tumor  vessels  usually 
reflect  the  neovascularity  encountered  in 
some  malignant  tumors.  Arteriographi- 
cally  they  appear  as  fine  vessels  arranged 
in  a disorderly  pattern  with  irregular 
luminal  caliber  (Figs.  4 D,  E,  and  F). 
These  vessels  were  observed  in  5 of  the  8 
malignant  masses  but  were  not  present  in 
the  seminoma,  lymphosarcoma,  and  ana- 
plastic carcinoma.  This  finding  was  also 
interpreted  to  be  present  in  1 of  the  2 
histologically  benign  neurilemmomas. 

Tumor  stain.  Arteriographically  tumor 
stain  is  appreciated  as  a localized  area  of 
contrast  blush  (Figs.  3 B and  C),  frequently 
poorly  demarcated,  and  usually  associated 
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with  tumor  vessels.  This  finding  was 
observed  in  4 of  the  8 malignant  lesions. 
In  the  2 reticulum  cell  sarcomas  no  tumor 
stain  was  noted  despite  the  presence  of 
tumor  vessels.  The  anaplastic  carcinoma 
showed  signs  of  faint  tumor  stain  but  no 
distinct  tumor  vessels.  The  neurilem- 
moma that  showed  signs  of  tumor  vessels 
was  also  thought  to  have  tumor  stain. 

Venous  occlusion.  Venous  occlusion 
was  noted  in  2 of  the  8 malignant  lesions, 
and  in  both  instances  involved  the  splenic 
vein.  It  occurred  in  1 case  of  reticulum 
cell  sarcoma  and  in  the  case  of  metastatic 
adenocarcinoma,  where  it  was  associated 
with  mesenteric  venous  collateral  circula- 
tion which  filled  the  portal  vein  in  a cen- 
tripetal manner  (Fig.  7C). 

Avascularity.  The  five  benign  lesions, 
as  distinguished  from  the  malignant  masses, 
were  characterized  by  avascularity  (Fig. 
8B),  except  for  the  (2)  cases  of  neurilem- 
moma (Figs.  10  and  11B). 

Utilizing  the  arteriographic  findings  it 
was  possible  to  predict  correctly  the  benign 
or  malignant  histologic  pattern  in  9 of  the 
13  patients  or  69  per  cent.  In  the  8 histo- 
logically malignant  lesions,  2 failed  to 
exhibit  direct  arteriographic  findings  of 
malignant  disease.  In  the  5 histologically 
benign  lesions,  2 demonstrated  arterio- 
graphic findings  of  malignant  disease. 
In  none  of  the  13  lesions  was  a specific  cell 
type  predictable  from  the  arteriographic 
findings. 

In  both  histologically  benign  and  malig- 
nant masses  of  the  same  cell  type  different 
arteriographic  patterns  were  encountered 
(Figs.  1,  2B  10,  and  11B).  There  were 
also  instances  of  benign  and  malignant 
lesions  where  the  tumor  derived  its  blood 
supply  from  multiple  vessels  (Figs.  4 A, 
B,  and  C;  and  10).  The  following  case 
reports  will  illustrate  the  arteriographic 
features  encountered,  beginning  with  the 
various  malignant  changes  through  to  the 
benign  lesions. 

Case  Reports 

Case  1.  A forty-seven-year-old  Negro  male 
was  admitted  to  Presbyterian-University  Hos- 
pital for  abdominal  pain,  weight  loss,  and  an 
enlarging  left  supraclavicular  mass.  The  phys- 
ical examination  confirmed  the  presence  of 
hard  lobulated  supraclavicular  nodes  and  re- 
vealed a firm  fixed  epigastric  mass  not  clearly 


FIGURE  1.  Case  1.  Simultaneous  injection  of 
celiac  and  superior  mesenteric  arteries  at  3 seconds 
demonstrates  lumen  irregularity  of  transverse 
pancreatic  artery  (thin  arrow)  and  branch  of  the 
middle  colic  artery  (thick  arrow).  Superior  mesen- 
teric artery  (SM)  and  upper  jejunal  branches  dis- 
placed (curved  arrow)  by  reticulum  cell  sarcoma. 


distinguishable  from  the  liver.  An  upper 
gastrointestinal  x-ray  series  suggested  the 
possibility  of  a gastric  or  pancreatic  carcinoma 
which  was  also  the  clinical  impression. 

Arteriographic  findings.  Simultaneous  selec- 
tive injection  of  the  celiac  and  superior  mesen- 
teric arteries  demonstrated  luminal  irregularity 
of  the  transverse  pancreatic  artery  and  a 
branch  of  the  middle  colic  artery  (Fig.  1).  The 
splenic  vein  was  occluded  but  no  mesenteric 
collaterals  were  observed.  The  arterial  and 
venous  findings  suggested  a pancreatic  carci- 
noma. 

Pathologic  findings.  At  autopsy  a 20-by  30- 
cm.  mass  was  present  in  the  mesentery  and 
retroperitoneum  and  invaded  the  stomach. 
The  microscopic  sections  demonstrated  a reticu- 
lum cell  sarcoma. 

Comment.  The  arteriographic  findings  con- 
firmed the  presence  of  a malignant  retroperi- 
toneal mass.  However,  the  arterial  irregu- 
larity of  the  pancreatic  and  mesenteric  vessels 
was  not  specific  for  a pancreatic  carcinoma. 

Case  2.  A fifty-five-year-old  white  woman, 
nine  months  prior  to  admission  to  Presbyterian- 
University  Hospital,  noted  the  onset  of  severe 
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FIGURE  2.  Case  2.  (A)  Large  mass  occupied  left 
upper  quadrant  displacing  but  apparently  not 
invading  stomach.  No  separate  splenic  outline 
noted.  (B)  Selective  celiac  arteriogram  at  3 sec- 
onds shows  celiac  artery  (c)  and  its  splenic  branch 
(S)  displaced  by  mass.  Usual  intrasplenic  arterial 
pattern  disorganized  and  tumor  vessels  (arrow 
heads)  diffusely  evident  in  this  reticulum  cell  sar- 
coma. 

burning  epigastric  pain,  anorexia,  and  easy 
fatigability.  On  physical  examination  a left 


upper  quadrant  mass  was  palpable  which  was  ’ 
not  distinguishable  from  an  enlarged  spleen.  | 
An  upper  gastrointestinal  x-ray  series  (Fig.  2A)  1 
and  an  intravenous  pyelogram  confirmed  the  f 
presence  of  a mass,  but  were  not  helpful  in  * 
distinguishing  the  mass  from  splenic  enlarge-  1 
ment.  The  laboratory  studies  and  marrow 
aspirations  were  inconclusive,  but  the  clinical  ' 
diagnosis  was  lymphoma.  The  patient  was 
started  on  steroid  therapy  with  symptomatic  * 
improvement  and  moderate  diminution  in 
spleen  size.  However,  this  improvement  was 
temporary,  and  an  arteriogram  was  performed 
to  evaluate  the  spleen  size  and  retroperitoneal 
area. 

Arteriographic  findings.  The  selective  celiac  | 
arteriogram  (Fig.  2B)  demonstrated  displace-  j 
ment  of  the  celiac  artery  and  its  splenic  artery 
branch  by  the  mass.  The  intrasplenic  arterial 
pattern  was  disorganized  and  tumor  vessels 
were  diffusely  evident.  In  the  venous  phase  the 
normal  splenogram  was  absent.  The  splenic 
vein  was  dilated  and  displaced  caudally.  The 
impression  was  a malignant  retroperitoneal 
tumor. 

Surgical  findings.  The  stomach  was  draped 
over  a large  nodular  cystic  retroperitoneal  mass 
that  incorporated  the  spleen. 

Pathologic  findings.  The  histologic  character 
of  the  mass  was  a reticulum  cell  sarcoma. 

Comment.  The  malignant  features  of  this 
mass  were  evident  arteriographically,  but  the 
pattern  was  in  sharp  contrast  to  Case  1 with  a 
similar  pathologic  cell  type.  In  Case  2,  tumor 
vessels  were  seen,  but  no  arterial  lumen  irregu-  I 
larity  was  evident. 

Case  3.  A fifty-five-year-old  white  woman  > 
was  admitted  to  Presbyterian-University  Hos- 
pital for  the  first  time  because  of  the  sudden 
onset  of  left  renal  colic  and  hematuria.  She 
had  been  in  good  health  except  for  an  ovarian  f 
malignant  tumor,  resected  and  irradiated  fifteen  ? 
years  previously.  Physical  examination  re-  I 
vealed  left  lower  quadrant  tenderness  on  palpa-  l 
tion,  and  a urinalysis  confirmed  the  hematuria.  I 
An  intravenous  pyelogram  demonstrated  good 
renal  function  bilaterally  and  lateral  displace-  | 
ment  of  the  left  ureter  with  no  loss  of  the  psoas  I 
shadow.  An  upper  and  lower  gastrointestinal 
barium  x-ray  study  showed  normal  findings. 

Arteriographic  findings.  A clearly  outlined, 

10  cm.  in  diameter,  left  retroperitoneal  mass 
was  noted  (Fig.  3A).  The  lesion  was  relatively 
avascular  for  its  size,  but  distinct  tumor  vessels 
and  stain  were  observed  (Figs  3B  and  C).  The 
mass  was  thought  to  be  malignant. 

Surgical  findings.  An  8-cm.  in  diameter  en-  g 
capsulated  mass  was  located  in  the  left  retro-  J 
peritoneal  area  at  the  lower  pole  of  the  kidney,  * 
displacing  the  left  ureter.  The  mass  was  re-  . 
sected,  and  no  other  evidence  of  intra-  or 
extraperitoneal  tumor  was  noted. 

Pathologic  findings.  Grossly,  large  areas  of 
hemorrhage  and  necrosis  were  noted  in  the 
tumor.  The  cell  type  was  a granulosa  cell 
tumor,  and  review  of  the  previous  tumor  sec-  1 
tions  from  1952  demonstrated  a similar  lesion 
at  that  time. 
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Comment.  This  case  demonstrates  that, 

I fifteen  years  after  the  primary  tumor  was  re- 
j sected,  arteriography  was  useful  in  predicting 
| the  malignant  nature  of  what  proved  to  be 
la  metastatic  ovarian  lesion. 

Case  4.  An  eighty-three-year-old  white  man 
i was  admitted  to  Presbyterian-University  Hos- 
[ pital  for  evaluation  of  intermittent  epigastric 
| fullness,  progressive  anorexia,  and  weight  loss. 

I Physical  examination  revealed  hepatic  enlarge- 
ment and  a left  upper  quadrant  and  flank  mass 

II  that  was  indistinguishable  from  the  spleen. 
An  upper  gastrointestinal  x-ray  series  four 

j years  previously  was  said  to  have  demonstrated 
j splenomegaly,  and  an  intravenous  pyelogram 


one  year  earlier  showed  displacement  of  the 
left  kidney  and  probable  splenomegaly.  The 
clinical  impression  was  lymphosarcoma. 

Arteriographic  findings.  There  was  a large, 
fairly  well  circumscribed  mass  in  the  left 
retroperitoneal  area,  deriving  its  blood  supply 
from  the  left  renal  capsular  arteries,  superior 
mesenteric,  and  celiac  artery  branches,  and 
from  the  left  lumbar  arteries  (Fig.  4).  Tumor 
vessels  were  observed  in  diffuse  areas  and  were 
relatively  sparse  in  relation  to  the  size  of  the 
lesion.  The  spleen  was  not  enlarged,  and  the 
left  kidney  was  displaced  caudally.  The  mass 
was  thought  to  be  malignant. 

Surgical  findings.  A mass  15  by  20  cm.  in 
size,  firmly  adherent  to  the  retroperitoneum 
on  the  left  side  was  found.  The  mass  was  free 
of  the  pancreas,  kidney,  and  stomach,  but  be- 
cause of  its  size  and  broad  base,  was  deemed  un- 
resectable  and  thus  only  biopsied. 

Pathologic  findings.  The  microscopic  sec- 
tions were  interpreted  as  a malignant  tumor  of 
the  retroperitoneum,  probably  an  adrenal  cell 
carcinoma. 

Comment.  The  abnormal  vessels  were  a 
prominent  feature  in  this  lesion.  This  case 
also  demonstrates  that  retroperitoneal  tumors 


FIGURE  3.  Case  3.  (A)  Distal  jejunal  and  ileal 
branches  (thin  arrows)  of  superior  mesenteric 
artery  (SM)  displaced  by  a mass  and  leave 
avascular  area  over  the  left  psoas  muscle. 
Left  ureter  (thick  arrow)  laterally  displaced. 
Note  mass  receives  no  blood  supply  from 
mesenteric  artery.  (B)  At  1 second  the  tumor 
supplied  by  arteries  arising  directly  from  aorta 
(arrows)  and  intercostal  arteries.  (C)  At  7 
seconds  note  tumor  stain  (thick  arrow)  in  this 
granulosa  cell  tumor. 
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FIGURE  4.  Case  4.  (A)  Selective  left  arteriogram  at  2 seconds  shows  left  kidney  displaced  caudally  and 
rotated.  Left  renal  artery  gives  rise  to  inferior  adrenal  artery  (straight  arrow)  and  capsular  branches  (curved 
arrow)  that  partly  supply  mass.  (B)  At  5 seconds  five  irregular  tumor  vessels  and  minimal  stain  present 
(arrows).  (C)  Selective  superior  mesenteric  arteriogram  at  3 seconds;  observe  tumor  blood  supply  from 
branches  of  mesenteric  and  celiac  artery  (arrows).  Note  displaced  splenic  artery  (S),  spleen,  and  mesen- 
teric branches.  Celiac  artery  stenosis  with  collateral  circulation  incidental  finding.  (D)  Selective  left 
twelfth  lumbar  arteriogram  at  3 seconds  extensive  communication  with  other  lumbar,  phrenic,  and  adrenal 
arteries.  (E)  At  9 seconds  tumor  vessels  (arrows)  remained  contrast  filled.  Note  their  irregular  character. 
(F)  At  13  seconds  observe  tumor  stain  and  relative  avascularity  in  this  adrenal  cell  carcinoma. 


may  derive  their  blood  supply  from  multiple 
visceral  and  parietal  arteries. 

Case  5.  A forty-two-year-old  white  male 
was  admitted  to  Presbyterian-University  Hos- 
pital for  evaluation  of  recurrent  abdominal  pain, 
nausea,  increasing  constipation,  and  recent 
onset  of  abdominal  distention.  Three  years 
previously  a right  orchidectomy  was  performed 
for  seminoma  of  the  testicle.  No  postoperative 
irradiation  had  been  given.  Physical  examina- 
tion revealed  a hard  irregular  right  upper  quad- 


rant mass  which  was  slightly  tender.  The 
laboratory  studies  showed  abnormal  liver 
function  tests  indicative  of  parenchymal  dis- 
ease. The  clinical  impression  was  possible 
hepatoma  or  metastatic  disease.  Intravenous 
pyelography  demonstrated  minimal  lateral  dis- 
placement of  the  right  lower  renal  pole  and 
proximal  ureter. 

Arteriographic  findings.  Several  right  inter- 
costal and  lumbar  arteries  were  stretched  and 
one  vessel  appeared  narrowed,  as  though 
encased  in  tumor  (Fig.  5).  The  light  renal 
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FIGURE  5.  Case  5.  Aortogram  demonstrated 
that  twelfth  right  intercostal  artery  curved 
cephalad  and  concentrically  narrowed.  Third  right 
lumbar  artery  also  asymmetric  compared  to  normal 
left  side.  Observe  how  right  renal  artery  displaced 
cephalad.  No  tumor  vessels  or  stain  noted  in  this 
seminoma. 

artery  was  bowed  upward  and  the  kidney  dis- 
placed laterally.  The  findings  suggested  a 
malignant  lesion. 

Surgical  findings.  There  was  an  extremely 
firm  lobulated  right  retroperitoneal  mass  ex- 
tending from  the  aortic  bifurcation  upward 
almost  to  the  diaphragm. 


Pathologic  findings.  The  biopsy  section  dem- 
onstrated a metastatic  seminoma  in  the  retro- 
peritoneal space  and  lymph  nodes. 

Comment.  The  only  definite  arteriographic 
finding  of  malignant  disease  was  the  luminal 
narrowing  of  the  intercostal  artery.  Neither 
tumor  vessels  nor  staining  were  noted  despite 
the  large  size  and  malignant  nature  of  the  lesion. 

Case  6.  A thirty-eight-year-old  white  man 
was  admitted  to  Presbyterian-University  Hos- 
pital with  recurrent  sharp  generalized  abdom- 
inal pain,  progressive  shortness  of  breath,  and 
recent  severe  weight  loss.  The  physical  ex- 
amination showed  tenderness  in  the  midepi- 
gastrium where  a hard  irregular  mass  was 
palpated.  The  superficial  abdominal  veins 
were  dilated.  An  upper  gastrointestinal  x-ray 
examination  demonstrated  anterior  displace- 
ment of  the  antrum  as  well  as  of  the  first  and 
second  portions  of  the  duodenum. 

Arteriographic  findings.  The  distal  jejunal 
and  ileal  branches  of  the  superior  mesenteric 
artery  were  spread  apart,  and  the  contrast- 
filled  loops  of  bowel  were  displaced  (Fig.  6). 
Faint  tumor  stain  was  noted  in  the  left  para- 
aortic area  without  distinct  tumor  vessels 
arising  from  the  lumbar  arteries.  The  findings 
indicated  a malignant  mass. 

Surgical  findings.  The  left  retroperitoneal 
space  was  occupied  by  a mass  that  completely 
encircled  the  aorta  and  compressed  the  vena 
cava.  Although  the  mass  was  separate  from 
the  kidney,  adrenal,  and  pancreas,  it  was  un- 
resec table. 

Pathologic  findings.  The  microscopic  sections 
showed  an  anaplastic  carcinoma  of  no  specific 
organ  origin. 


3s  6s 


FIGURE  6.  Case  6.  (A)  At  3 seconds  aorta  convex  toward  the  right  due  to  left  paravertebral  mass.  (B) 
At  6 seconds  diffuse  areas  of  contrast  stain  (arrows)  noted  without  presence  of  distinct  tumor  vessels  in 
this  anaplastic  carcinoma. 
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FIGURE  7.  Case  7.  (A)  Selective  celiac  injection  at  2 seconds  demonstrated  segmental  narrowing  of 
splenic  artery  in  its  midthird  (arrow).  Celiac  and  gastroduodenal  arteries  displaced  by  enlarged  liver. 
Note  disorderly  intrahepatic  arterial  pattern  due  to  tumor  infiltration.  (B)  At  12  seconds  observe  tumor 
stain  (arrows)  of  metastatic  deposit  near  hilum  of  spleen  (S).  (C)  In  venous  phase  note  splenic  vein 
(thick  arrow)  occluded  near  hilum.  Mesenteric  collaterals  veins  (thin  arrow)  had  formed  in  this  mucin- 
producing  adenocarcinoma. 


Comment.  The  tumor,  deriving  its  blood 
supply  from  the  lumbar  arteries,  demonstrated 
a rather  avascular  pattern. 

Case  7.  A fifty-eight-year-old  white  woman 
was  admitted  to  Magee-Women’s  Hospital  for 
evaluation  of  anorexia,  weight  loss,  and  right 
upper  quadrant  pain.  Five  years  previously 
a carcinoma  of  the  sigmoid  colon  had  been 
resected.  The  physical  findings  demonstrated 
an  enlarged,  firm,  and  tender  liver.  No  other 
abdominal  organs  or  masses  were  palpable. 
The  liver  function  studies  were  abnormal  and 
compatible  with  parenchymal  disease.  The 
clinical  impression  was  metastatic  liver  infiltra- 
tion. 

Arteriographic  findings.  The  selective  celiac 
injection  (Figs.  7A  and  B)  showed  a segmental 
narrowing  of  the  splenic  artery  in  its  mid- 
third.  In  the  venous  phase  there  was  a 
localized  area  of  contrast  blush.  The  splenic 
vein  was  occluded,  and  mesenteric  venous 
collaterals  were  demonstrated  (Fig.  7C).  The 
arteriographic  findings  suggested  a pancreatic 
carcinoma. 

Surgical  findings.  Several  firm  enlarged 
retroperitoneal  masses  were  palpated.  The 
liver  was  firm  and  infiltrated  by  tumor  nodules. 

Pathologic  findings.  Biopsies  of  both  areas 
demonstrated  a metastatic  mucus-producing 
adenocarcinoma  of  the  colon. 

Comment.  The  arteriographic  findings  in- 
volving both  the  splenic  artery  and  vein  were 
highly  suggestive  of  a primary  pancreatic 
carcinoma,  but  the  pathologic  data  failed  to 
support  this  assumption. 

Case  8.  A fifty-five-year-old  man  was  ad- 
mitted to  Presbyterian-University  Hospital  for 
increasing  vague  chest  discomfort,  occasional 
heartburn,  and  chronic  arthritic  type  of  pain 
in  the  arms.  The  history  was  unremarkable 
but  the  physical  examination  revealed  a firm 
nontender  right  upper  quadrant  mass  extending 
to  the  midline  and  down  to  the  umbilicus.  It 


was  indistinguishable  from  the  liver.  The 
clinical  impression  was  hepatomegaly  of  un- 
determined origin  or  a possible  abdominal  muscle 
wall  tumor.  The  upper  and  lower  gastro- 
intestinal barium  x-ray  series  demonstrated 
anterior  displacement  of  the  duodenum  and 
upward  displacement  of  the  hepatic  flexure 
respectively  (Fig.  8A). 

Arteriographic  findings.  The  middle  and 
ileocolic  branches  of  the  superior  mesenteric 
artery  were  displaced  by  a round  distinctly 
outlined  avascular  mass  measuring  17  cm. 
in  diameter  (Figs.  8B  and  9A).  The  mass 
displaced  the  right  kidney  and  ureter  (Figs. 
9B  and  C).  Neither  tumor  vessels  nor  stain 
were  evident.  The  mass  impinged  on  the  right 
common  iliac  artery,  and  the  lesion  was  thought 
to  be  a benign  cyst. 

Surgical  findings.  There  was  a 15  cm.  in 
diameter,  thick- walled  cyst  situated  in  the  right 
upper  portion  of  the  retroperitoneum.  The 
posteromedial  aspect  of  the  cyst  was  densely 
adherent  to  the  inferior  vena  cava  and  right 
common  iliac  artery.  No  major  vessels  ap- 
peared to  enter  the  cyst  which  was  not  con- 
nected to  any  organ.  Resection  of  the  cyst 
was  difficult  because  of  its  adherence  to  the 
vena  cava. 

Pathologic  findings.  The  cyst  weighed  1,475 
Gm.  and  was  filled  with  1,300  cc.  of  thick 
grayish-black  fluid.  The  microscopic  sections 
demonstrated  no  recognizable  lining  and  were 
interpreted  as  showing  a benign  retroperitoneal 
cyst  of  an  undetermined  type. 

Several  days  postoperatively  the  patient 
developed  a fatal  pulmonary  embolus.  An 
autopsy  examination  revealed  a thrombus 
occluding  the  right  ventricular  outflow  tract. 
The  size  of  this  thrombus  corresponded  to 
the  diameter  of  the  inferior  vena  cava. 

Comment.  This  large  retroperitoneal  lesion 
demonstrated  the  avascular  pattern  of  a benign 
cyst.  The  size  of  the  mass  was  sufficient  to 
displace  both  intra-  and  extraperitoneal  struc- 
tures. 
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FIGURE  8.  Case  8.  (A)  Barium-filled  hepatic 
flexure  displaced  by  extrinsic  mass  homogeneous 
in  density  and  with  a distinct  margin.  (B)  Selective 
superior  mesenteric  arteriogram  at  2 seconds. 
Middle  colic  (thick  arrow)  and  right  colic  (thin 
arrow)  stretched  around  avascular  mass. 
Contrast-filled  bowel  loops  displaced  by  mass.  No 
tumor  vessels  or  stain  noted. 

Case  9.  A sixty-nine-year-old  white  woman 
was  admitted  to  Presbyterian-University  Hos- 
pital for  evaluation  of  a possible  left  renal 
mass.  The  patient  was  asymptomatic  at  the 
time  of  admission,  but  three  months  previously 
had  sustained  trauma  to  the  left  lower  ribs 
following  a fall.  Rib  fractures  had  been  re- 
ported at  that  time.  A physical  examination 
revealed  a rounded,  firm,  smooth  left  flank 
mass.  The  clinical  impression  was  a pseudo- 
cyst of  the  pancreas  or  a renal  cyst.  A drip 
infusion  pyelogram  with  laminography  demon- 
strated not  only  a left  upper  pole  renal  cyst 
but  also  another  ill-defined  retroperitoneal  mass 
separate  from  the  kidney.  An  upper  gastro- 


intestinal x-ray  series  revealed  extrinsic  pres- 
sure on  the  greater  curvature  of  the  stomach 
with  anterior  displacement  of  the  antrum. 

Arteriographic  findings.  The  celiac  and  su- 
perior mesenteric  arteries  provided  the  blood 
supply  to  this  retroperitoneal  mass  (Fig.  10). 
There  was  hypervascularity  with  tumor  vessels 
and  stain.  The  inferior  mesenteric  vein  was 
displaced,  but  the  splenic  vein  appeared  normal. 
The  mass  was  thought  to  be  malignant. 

Surgical  findings.  A large  tumor  with  a 
grossly  sarcomatous  appearance  was  located  in 
the  retroperitoneum  and  was  not  attached  to 
any  organ.  It  was  adherent  to  the  lesser 
omental  sac  and  posterior  wall  of  the  stomach. 
The  dense  adhesions  caused  difficulty  in  re- 
section and  made  it  impossible  to  identify 
specific  vessels. 

Pathologic  findings.  The  tumor  mass  was 
11  cm.  in  diameter  with  a necrotic  center  and 
numerous  cystic  spaces  filled  with  blood  clots. 
The  histologic  sections  revealed  a benign 
neurilemmoma. 

Comment.  This  large  retroperitoneal  mass 
with  its  dual  visceral  blood  supply  and  an 
anteriographic  pattern  highly  suspicious  of 
malignant  disease  was,  in  fact,  a benign  tumor 
of  nerve  sheath  origin. 


Case  10.  A fifty-three-year-old  white  man 
was  admitted  to  Presbyterian-University  Hos- 
pital for  evaluation  of  a left  lower  quadrant 
mass.  Six  months  previously  the  patient  had 
been  injured  in  an  automobile  accident  which 
resulted  in  an  exploratory  laparotomy  at  another 
hospital  because  of  suspected  visceral  perfora- 
tion. At  that  operation  a retroperitoneal 
mass  was  described,  and  no  perforation  or  site 
of  hemorrhage  was  found.  However,  no  further 
information  was  available  concerning  the  mass. 
The  patient  seemed  to  make  an  uneventful 
recovery  except  for  one  syncopal  episode  in  the 
interim.  The  patient  had  no  gastrointestinal 
or  genitourinary  symptoms  and  no  weight  loss 
or  anorexia.  A physical  examination  revealed  a 
large,  firm,  fixed  mass  in  the  left  lower  quadrant 
of  the  abdomen,  apparently  attached  to  the 
retroperitoneum.  On  rectal  examination  the 
mass  was  palpable  and  could  not  be  separated 
from  the  prostate.  The  clinical  impression  was 
a malignant  tumor  of  mesenchymal  origin. 

Arteriographic  findings.  A relatively  avascu- 
lar mass  was  noted  displacing  the  bladder, 
inferior  mesenteric  artery,  and  the  ileal  branches 
of  the  superior  mesenteric  artery  (Fig.  11  A). 
It  received  its  blood  supply  from  dilated  left 
lumbar  arteries  which  on  selective  injection 
communicated  freely  with  the  iliac  vessels 
(Fig.  11B).  The  lesion  was  thought  to  be 
malignant  because  of  its  hypervascularity,  but 
neither  definite  tumor  vessels  nor  stain  were 
evident. 

Surgical  findings.  The  entire  left  lower  quad- 
rant of  the  abdomen  was  occupied  by  a retro- 
peritoneal mass  that  extended  down  into  the 
true  pelvis  and  displaced  the  bladder  and 
rectosigmoid  to  the  right.  The  entire  lesion 
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was  resected,  but  because  of  its  adherence  to 
surrounding  structures  it  had  to  be  morselized. 

Pathologic  findings.  The  tumor  grossly 
weighed  460  Gm.,  was  well  encapsulated  and 
contained  a cystic  cavity  that  measured  7 cm. 
in  diameter.  The  microscopic  sections  demon- 
strated a benign  neurilemmoma. 

Comment.  The  arteriographic  findings  were 
equivocal  and  failed  to  definitely  categorize 
the  lesion’s  benign  histologic  character. 

Case  11.  A seventy-year-old  white  man  was 
admitted  to  Presbyterian-University  Hospital 
for  investigation  of  recurrent  pulmonary  emboli 


of  undetermined  origin.  The  patient  had 
noted  anorexia,  intermittent  vomiting,  and 
diffuse  abdominal  pain  associated  with  disten- 
tion. He  had  been  given  anticoagulants  be- 
cause of  the  pulmonary  thromboembolic  disease. 
A physical  examination  demonstrated  an  in- 
distinct left  upper  quadrant  mass.  The  gastro- 
intestinal barium  x-ray  studies  and  an  intra- 
venous pyelogram  were  normal.  The  clinical 
impression  was  a probable  pancreatic  carcinoma. 

Arteriographic  findings.  The  superior  mes- 
enteric arteriogram  demonstrated  displacement 


FIGURE  9.  Case  8.  (A)  Selective  superior 
mesenteric  arteriogram,  venous  phase.  Mesen- 
teric veins,  like  arteries  in  Fig.  8B,  stretched^and 
surround  mass.  (B)  Aortogram  at  1 second 
demonstrated  displaced  right  renal  artery  and 
kidney.  Mass  not  of  renal  origin.  Aorta  dis- 
placed to  the  left  and  right  common  iliac  artery 
(arrow)  compressed  by  mass.  (C)  At  4 seconds 
right  ureter  conspicuously  displaced.  Lumbar 
arteries  normal  in  this  benign  retroperitoneal 
cyst. 


of  the  upper  jejunal  branches  by  an  extrinsic 
mass  that  also  displaced  bowel  loops  in  the  same 
location  (Fig.  12).  There  were  no  findings 
to  indicate  a pancreatic  carcinoma.  The  ar- 
teriographic changes  suggested  a benign  retro- 
peritoneal process. 

Surgical  findings.  A large  resolving  hema- 
toma was  noted  in  the  left  retroperitoneal  area 
in  the  region  of  the  kidney.  No  malignant 
mass  was  found,  and  the  inferior  vena  cava 
was  ligated. 

Comment.  Although  the  history  suggested 
a possible  malignant  reti'operitoneal  mass,  the 
arteriographic  findings  indicated  a benign 
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FIGURE  10.  Case  9.  (A)  Selective  celiac  arteriogram  at  1 second  demonstrated  several  arterial  branches 
(arrows)  originated  from  splenic  artery  (S)  and  provided  mass  with  part  of  its  blood  supply.  (B)  At  7 seconds 
there  was  diffuse  hypervascular  pattern  typical  of  tumor  vessels  and  stain.  (C)  Selective  superior  mesen- 
teric arteriogram  at  3 seconds  showed  displacement  of  main  artery  (SMA)  and  middle  colic  branch  (thick 
arrow).  This  latter  vessel  dilated  and  displaced  caudally  by  mass.  (D)  At  7 seconds  there  were  tumor 
vessels  and  stain  (arrows)  similar  but  not  as  intense  as  in  (A).  Mass  was  a histologically  benign  neurilem- 
moma. 
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FIGURE  11.  Case  10.  (A)  Selective  superior  mesenteric  arteriogram  at  2 seconds.  Ileal  mesenteric 
arterial  branches  (thin  arrows)  and  bowel  loops  displaced  by  pelvic  mass.  Bladder  (b)  and  ureters  (thick 
arrows)  also  displaced.  (B)  Selective  lumbar  arteriography  demonstrated  dilated  lumbar  artery  (thick 
arrow)  serving  as  source  of  blood  to  the  mass.  Immediate  visualization  of  left  internal  iliac  artery  (thin 
arrow)  indicating  hypervascularity,  and  mass  is  slightly  denser  in  outline  (arrow  heads)  suggesting  malig- 
nant change.  Mass  was  proved  to  be  histologically  benign  neurilemmoma. 


lesion.  The  hematoma  was  attributed  to  the 
anticoagulant  therapy. 

Conclusions 

In  this  series  arteriography  was  successful 
in  establishing  the  preoperative  diagnosis 
of  a retroperitoneal  mass  in  all  patients 
studied.  This  compares  favorably  with  a 
60  to  65  per  cent  diagnostic  accuracy 
usually  cited  utilizing  only  conventional 
radiographic  technics  for  localizing  retro- 
peritoneal lesions.21-  22  The  intimate  an- 
atomic relationship  between  a mass  and  its 
blood  supply  appears  to  be  the  factor 
responsible  for  this  improved  diagnostic 
accuracy.  Thus,  these  vessels  reflect  the 
presence  of  a mass  more  readily  than  do  the 
gastrointestinal  or  urinary  structures  usu- 
ally implicated  by  other  technics. 

Arteriographic  evaluation  further  per- 
mits the  differentiation  of  benign  from 
malignant  lesions  in  the  majority  of 
retroperitoneal  masses.  This  predicta- 
bility depends  on  the  vascular  pattern 
observed  since  it  reflects  the  histologic 
process.  The  useful  arteriographic  criteria 
are  vessel  displacement,  tumor  vessels  and 
stain,  vessel  encasement  with  resultant 


FIGURE  12.  Case  11  Selective  superior  mesen- 
teric arteriogram  at  2 seconds.  Several  of  upper 
jejunal  branches  (arrows)  deflected  by  left  para- 
vertebral mass.  Bowel  loops  in  same  location  dis- 
placed. No  signs  of  malignant  lesion  in  this  re- 
solving retroperitoneal  hematoma. 

lumen  irregularity,  avascularity,  and  occlu- 
sion. 
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The  vascular  pattern  of  any  tumor  de- 
pends on  several  factors:  (1)  the  cell  type 
from  which  it  originates;  (2)  the  growth 
potentiality  of  that  tissue;  and  (3)  the 
dynamic  factors  of  tissue  growth  such  as 
necrosis  and  cyst  formation.  Considering 
the  variety  of  cell  types  and  their  growth 
potential  that  constitute  the  retroperitoneal 
tissues,  it  is  not  surprising  that  a whole 
spectrum  of  arterio graphic  patterns  may  be 
anticipated  and  were  observed  in  this 
series.  Even  in  masses  of  the  same  cell 
type,  namely  the  2 reticulum  cell  sarcomas, 
the  arteriographic  manifestations  were  dif- 
ferent, corresponding  to  differences  in  their 
growth  patterns.  Also,  the  2 benign 
neurilemmomas  had  distinctly  different 
arteriographic  findings.  Stout23  has  indi- 
cated that  the  histology  of  peripheral  nerve 
tumors  is  richly  varied  in  appearance  and 
nature,  apparently  due  to  the  remarkable 
versatility  of  the  cells  comprising  them. 
This  lack  of  a specific  arteriographic  pattern 
corresponding  to  a particular  histologic 
cell  type  need  not  be  discouraging,  since 
the  features  distinguishing  a benign  from  a 
malignant  lesion  may  still  be  present. 

In  assessing  the  accuracy  of  arterio- 
graphic predictability  in  the  8 histologically 
proved  malignant  lesions,  6 betrayed  defi- 
nite arteriographic  features  of  malignant 
disease.  In  the  other  2 lesions,  1 demon- 
strated only  equivocal  findings  while  the 
other  failed  to  show  any  malignant  findings. 
The  lesion  that  demonstrated  equivocal 
tumor  stain  was  an  anaplastic  carcinoma, 
but  Melicow19  points  out  that  these 
are  relatively  uncommon  retroperitoneal 
tumors.  The  other  lesion  was  a lympho- 
sarcoma. Since  these  tumors  primarily 
involve  the  lymph  nodes,  lymphangiog- 
raphy rather  than  arteriography  is  the 
preferable  technic  for  their  evaluation. 

Application  of  the  same  arteriographic 
criteria  to  the  5 histologically  benign 
lesions  demonstrated  that  3 were  correctly 
interpreted  as  benign  while  2 were  falsely 
positive  for  malignant  disease.  The  2 
latter  lesions  were  the  neurilemmomas. 
It  is  anticipated  that  further  application 
of  this  technic  to  these  lesions  will  minimize 
the  errors  of  interpretation. 

It  may  be  asked  of  what  significance  it  is 
to  know  whether  a retroperitoneal  mass  is 
benign  or  malignant,  since  surgery  appears 
to  be  the  treatment  of  choice  in  either 


event.  This  question  can  only  be  answered 
by  considering  some  of  the  factors  of  surgi- 
cal management  for  retroperitoneal  mass 
lesions.  Donnelly6  in  a review  of  the 
literature  states  that  the  immediate  opera- 
tive mortality  rate  in  retroperitoneal  lesions 
is  high,  ranging  from  16  to  20  per  cent. 
This  results  from  the  fact  that  these 
tumors  are  adherent  to  vital  structures,  and 
surgery  of  considerable  magnitude  is  re- 
quired to  assure  their  complete  removal. 
In  1 of  our  cases,  a patient  with  an  asympto- 
matic benign  cyst  discovered  on  abdominal 
palpation,  surgical  resection  was  difficult  be- 
cause of  dense  adhesions  to  the  inferior  vena 
cava.  Several  days  after  surgery  the  pa- 
tient suddenly  died  from  a massive  embolus 
in  the  right  ventricular  outflow  tract,  pre- 
sumably dislodged  from  the  inferior  vena 
cava.  Preoperatively  a diagnosis  of  benign 
cyst  had  been  established  by  arteriography. 

It  is  further  noteworthy  that  the  re- 
portable resection  rate  for  these  lesions 
after  exploratory  laparotomy  ranges  from 
only  8 to  35  per  cent.6  This  low  resecta- 
bility rate  reflects  the  large  size  and 
extensive  infiltration  of  adjacent  tissues  at 
the  time  these  retroperitoneal  masses  are 
usually  discovered.  In  our  series,  only  1 of 
the  8 malignant  lesions  was  deemed  re- 
sectable at  surgical  exploration.  However, 
in  6 of  these  8 cases  the  arteriographic 
findings  correctly  predicted  the  malignant 
character  of  the  lesion  preoperatively. 
This  suggests  that  the  arteriographic  fea- 
tures of  malignant  diseases  may  be  useful 
in  predicting  resectability  and  consequently 
might  assist  in  lowering  the  operative 
mortality  rate.  Thus,  in  view  of  the  high 
operative  mortality  rate  and  low  resecta- 
bility rate  it  seems  that  the  preoperative 
predictability  of  a benign  from  a malignant 
lesion  might  be  useful. 

Summary 

A series  of  13  patients,  8 with  malignant 
and  5 with  benign  retroperitoneal  mass 
lesions,  were  studied  mainly  by  selective 
arteriography.  Specifically  excluded  from 
this  series  were  patients  with  masses 
arising  from  the  visceral  retroperitoneal 
organs  of  the  kidney,  pancreas,  and  liver. 
The  arteriographic  findings  were  successful 
in  locating  the  lesion  in  every  patient  and 
suggesting  its  approximate  size.  There 
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were  definite  arteriographic  patterns  that 
suggested  the  mass  was  either  histologically 
benign  or  malignant.  The  arteriographic 
findings  in  lesions  with  the  same  histologic 
cell  type  were  not  always  similar.  The 
arteriographic  assessment  of  malignant 
tumors  was  correct  in  6 of  the  8 histologi- 
cally malignant  lesions.  In  the  5 histo- 
logically benign  lesions,  arteriographic 
evaluation  was  correct  in  3.  It  is  sug- 
gested that  the  arteriographic  findings 
may  be  helpful  preoperatively  in  evaluating 
surgical  resectability. 
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save  lives  and  almost  always  prevent,  to  a large 
degree,  various  head  accidents.  Head  accidents, 
it  has  been  proved,  cause  most  fatalities  where 
motorcycles  are  involved. 

Motorcyclists  in  Georgia,  Michigan,  and  New 
York  are  now  required  by  law  to  wear  safety 
helmets.  Other  states  with  similar  pending 
legislation  include  California,  Colorado,  Con- 
necticut, Illinois,  Indiana,  Iowa,  Kansas,  Massa- 
chusetts, Maine,  Maryland,  Minnesota,  Mis- 
souri, Montana,  Nevada,  New  Mexico,  North 
Dakota,  Pennsylvania,  Rhode  Island,  South 
Carolina,  South  Dakota,  Utah,  Washington, 
West  Virginia,  Wisconsin,  and  Wyoming. 
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Various  theories  have  been  proposed  to 
explain  the  conjugation  of  drugs  and  endog- 
enous metabolites.  It  has  been  suggested 
that  these  biochemical  processes  have  been 
elaborated  as  an  adaptation  to  our  terres- 
trial environment,  because  in  our  evolution- 
ary move  from  an  aquatic  existence  we  have 
lost  the  function  of  direct  elimination  of 
toxic  compounds  via  the  gill  clefts  or  skin 
into  the  water.  In  support  of  this  theory, 
it  has  been  shown  that  drug-metabolizing 
enzymes  are  largely  absent  from  the  livers 
of  fish,  although  fish  livers  do  contain  small 
amounts  of  glucuronyl  transferase  in  the 
microsomes.1  Tadpoles  lack  drug-metab- 
olizing enzymes,  but  it  has  been  demon- 
strated that  frogs  conjugate  phenols  to  form 
glucuronides  when  there  is  an  adequate 
supply  of  glucose  or  as  ethereal  sulfates 
when  starvation  is  induced.  2 

Detoxication  mechanisms 

Although  Chick3  has  pointed  out  that 
conjugation  may  not  primarily  be  con- 
sidered a detoxication  mechanism  in  the 
sense  that  it  renders  a drug  inert,  it  is  gen- 
erally accepted  that  the  chief  role  of  drug- 
metabolizing  enzymes  is  to  convert  lipid- 
soluble  foreign  compounds,  which  are  toxic 
and  poorly  excreted,  into  nontoxic,  water- 
soluble  derivatives,  which  can  be  easily 


eliminated.4  Frequently  conjugation  in- 
volves chemical  combination  of  the  drug  or 
metabolite  with  either  a mineral  acid  or  an 
organic  acid,  which  may  be  an  amino  acid. 
Sherlock5  has  reminded  us  that  these  reac- 
tions necessitate  the  presence  of  both  the 
substrate  and  the  enzyme  required  for  con- 
jugation and  further  that  the  process  re- 
quires energy,  normally  supplied  by  high- 
energy  compounds  in  the  liver.  While  it 
has  been  demonstrated  in  animal  experi- 
ments that  conjugation  can  occur  in  the  kid- 
ney and  in  the  gastrointestinal  tract,  the 
liver  is  the  most  important  organ  in  which 
these  reactions  occur. 

The  questions  which  must  be  considered 
are  whether  dietary  deficiencies  can  impair 
detoxication  mechanisms  and  whether  the 
process  of  detoxication  can  induce  specific 
nutrient  depletion.  If  malnutrition  de- 
creases the  efficiency  of  detoxication  mech- 
anisms, then  it  may  be  supposed  that  acute 
and  chronic  drug  toxicity  would  be  more  fre- 
quent and  serious  in  poorly  nourished  per- 
sons than  in  other  people.  Conversely, 
decreased  conjugation  of  drugs  would  imply 
that  the  therapeutic  dose  level  and  fre- 
quency of  administration  of  a pharma- 
cologic agent  could  be  reduced  in  certain 
states  of  malnutrition.  Perhaps  the  con- 
ventional method  for  estimating  drug  dose 
on  the  basis  of  body  weight  has  to  be  re- 
assessed. Many  of  the  substrates  used  in 
conjugation  are  derived  from  nutrients,  as 
for  example  sulfate  which  is  obtained  by 
metabolism  of  sulfur-containing  amino 
acids  ingested  in  the  diet.6  Similarly  glu- 
cose is  required  for  the  synthesis  of  uridine 
diphosphate  glucuronic  acid  from  which 
glucuronides  are  formed.7  If  conjugation 
mechanisms  have  precedence  over  nutri- 
tional requirements,  then  it  may  be  sup- 
posed that  if  dietary  sulfur,  in  the  form  of 
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amino  acids,  is  deficient,  sulfate  would  be 
formed  by  catabolism  of  tissue  protein,  or 
when  exogenous  glucose  is  unavailable, 
glucose  would  be  made  available  by  gluco- 
neogenesis.  In  other  words,  the  question 
arises  as  to  whether  conjugation  mecha- 
nisms impose  special  nutrient  requirements. 
In  spite  of  extensive  research,  the  answers 
to  these  problems  are  far  from  complete. 
At  the  present  time,  however,  it  may  be  of 
some  value  to  review  current  knowledge  of 
the  field  and  to  make  a critical  appraisal  of 
recent  animal  studies. 

Sulfate  conjugation  and 
protein  depletion 

The  biosynthesis  of  sulfate  conjugates  in- 
volves two  major  biochemical  reactions, 
including  first,  sulfate  activation,  which  is 
catalyzed  by  the  same  enzymes  irrespective 
of  the  type  of  sulfate  acceptor  that  is  in- 
volved and  second,  sulfate  transfer,  which 
requires  group-specific  or  acceptor-specific 
enzymes.8  9 The  role  of  adenosine  triphos- 
phoric acid  in  the  synthesis  of  ester  sulfate 
has  been  well  recognized.  It  has  been 
shown  by  Robbins  and  Lipmann10  that  the 
first  stage  in  this  process  consists  in  forma- 
tion of  “active  sulfate”  from  inorganic  sul- 
fate, which  involves  chemical  reaction  of 
adenosine  triphosphate  with  the  sulfate  to 
give  adenosine-3  '-phospho-5  '-phosphosul- 
fate.  The  formation  of  active  sulfate  oc- 
curs in  two  stages:  first,  reaction  of  inor- 
ganic sulfate  with  adenosine  triphosphate  to 
give  adenosine- 5 '-phosphosulfate  and  sec- 
ond, the  reaction  of  this  intermediate  with 
further  adenosine  triphosphate  to  give 
adenosine  -3 '-  phospho - 5 ' - phosphosulfate. 
The  first  reaction  is  catalyzed  by  adenosine 
triphosphate  sulfurylase  and  the  second  by 
adenosine  phosphosulfate  kinase.11  Trans- 
ferase enzymes  then  transfer  the  sulfate  to 
appropriate  acceptors  which  may  be  phe- 
nols, steroids  or  indoles,  or  hexosamine 
derivatives. 9 Binkley12  showed  that  die- 
tary sulfate  is  not  the  usual  substrate  in 
these  reactions,  but  that  cystine,  derived 
from  dietary  protein,  is  the  main  source  of 
sulfate  used  in  ester  sulfate  synthesis. 
Evidence  has  since  been  obtained  by  the 
author  and  by  others  that  methionine  sulfur 
may  also  be  utilized  in  the  production  of 
sulfate.1314  Apparently  taurine  sulfur  can 
only  be  used  when  the  taurine  is  broken 


down  by  microbiologic  action.  Bray  et 
a/.,15  in  a series  of  kinetic  studies,  showed 
that  in  rabbits  ester  sulfate  formation  pro- 
ceeded at  a rate  which  was  independent  of 
the  amount  of  phenol  present  above  a 
certain  level  in  the  body.  When  a sulfate 
precursor  such  as  cystine  was  administered 
simultaneously  with  phenol,  the  percentage 
of  the  phenol  conjugated  with  sulfate  in- 
creased. It  has  also  been  shown  by  the 
author14  that  when  cystine  is  given  to 
protein-depleted  rats,  the  amount  of  indoxyl 
conjugated  with  sulfate  to  form  indican  is 
increased.  These  experiments  have  sug- 
gested that  the  availability  of  sulfate  pre- 
cursors and  hence  of  sulfate  ions  limits  the 
rate  of  sulfate  conjugation.  Whether  when 
dietary  sulfate  precursors  are  deficient,  sul- 
fate conjugation  is  markedly  decreased  or 
even  ceases  has  not  been  fully  established. 
It  was  shown  by  Wellers16  that  administer- 
ing indole  to  protein-deficient  rats  caused 
growth  inhibition  and  that  growth  was 
resumed  when  cystine  or  methionine  was 
added  to  the  diet.  This  suggests  that  when 
dietary  sulfate  sources  are  unavailable, 
sulfate  may  be  formed  by  catabolism  of  tis- 
sue protein.  On  the  other  hand,  since  it 
has  been  established  that  glucuronide  for- 
mation proceeds  at  a rate  dependent  on  the 
amount  of  the  drug  or  metabolite  requiring 
conjugation,  it  has  been  postulated  that 
conjugation  with  glucuronic  acid  will  take 
place  as  an  alternate  detoxication  mech- 
anism when  sulfate  from  dietary  sources  is 
inadequate. 17 

Effect  of  food  deprivation 
on  glucuronide  synthesis 

Glucuronide  formation  occurs  mainly  in 
the  liver  but  also  in  the  kidney  and  in  the 
skin. 18  Glycogen  is  subjected  to  phospho- 
roly  tic  cleavage  by  phosphorylase  to  produce 
glucose-l-phosphate,  which  participates 
with  uridine  triphosphate  to  form  uridine 
diphosphate-alpha- D -glucose.  This  reac- 

tion is  catalyzed  by  uridyl  transferase.  Then 
uridine  diphosphate-alpha-D-glucose  under- 
goes oxidation  by  a specific  dehydrogenase, 
utilizing  diphosphopyridine  nucleotide  to 
give  uridine  diphosphate  glucuronic  acid.19 
This  latter  compound  serves  as  a glucuronyl 
donor  to  a variety  of  acceptors  including 
drugs  and  endogenous  metabolites.  The 
enzyme  beta  glucuronidase  has  a hydrolytic 
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function  splitting  off  glucuronic  acid  and 
also  apparently  allowing  transfer  of  the  free 
drug  or  hormone,  previously  conjugated, 
onto  the  target  tissue.20 

Both  the  formation  of  glucuronides  and 
the  transfer  of  drugs  and  other  compounds 
under  the  action  of  beta  glucuronidase  are 
influenced  by  nutritional  factors.  While  it 
is  known  that  the  glucuronyl  transferase 
enzyme  is  deficient  in  fetal  livers  as  well  as 
in  the  livers  of  newborn  animals  and  pre- 
mature infants,2122  it  has  also  been  demon- 
strated that  starvation  reduces  the  rate  of 
synthesis  of  the  glucuronyl  transferase  pro- 
tein in  infant  animals.23  The  activity  of 
uridine  diphosphate  glucose  dehydrogenase 
is  lower  in  the  liver  of  fasted  than  of  fed 
rats.  On  the  other  hand  beta  glucuronidase 
activity  is  higher  both  in  the  liver  and  in  the 
intestine  of  fasted  than  of  well-fed  ani- 
mals.24 Since  glucuronide  formation  de- 
pends essentially  on  the  adequacy  of  liver 
glycogen  stores,  it  is  not  surprising  that  this 
biochemical  function  is  depressed  by  starva- 
tion, not  only  because  the  specific  enzyme 
proteins  are  deficient,  but  also  because  this 
substrate  is  depleted. 

Nutritional  factors  affecting 
hepatic  drug  metabolism 

Starvation  depresses  hepatic  microsomal 
drug  metabolism  both  in  vivo  and  in  vitro, 
but  it  is  the  oxidative  pathways  which  are 
mainly  affected.  According  to  Dixon,  Shul- 
tice,  and  Fouts25  there  is  an  actual  loss 
of  microsomal  enzyme  protein  during  food 
deprivation.  However,  the  picture  has 
been  complicated  by  the  findings  of  Kato 
and  Gillette26  who  showed  that  in  rats  the 
effects  of  starvation  depend  on  the  sex  of 
the  animal,  in  that  males  show  impairment 
of  certain  microsomal  enzymes  during  star- 
vation, while  females  show  the  opposite 
effect. 

In  a recent  editorial  it  was  pointed  out 
that  whereas  in  well-fed  animals  barbiturate 
administration  resulted  in  a stimulation  of 
oxidative  enzyme  systems  in  the  liver,  pro- 
moting drug  metabolism,  starvation  or  ad- 
ministration of  vitamin  C or  calcium- 
deficient  diets  inhibited  this  process. 27  Pre- 
viously it  was  shown  that  scorbutic  guinea 
pigs  are  more  sensitive  than  normal  guinea 
pigs  to  pentobarbital,  procaine,  and  the 
muscle  relaxant  zoxazolamine.28  This  in- 


creased sensitivity  was  explained  by  de- 
creased activity  of  the  enzyme  systems 
which  metabolize  the  drugs. 

Influence  of  malnutrition  on 
drug  tolerance  in  man 

In  spite  of  the  extensive  studies  showing 
that  various  forms  of  malnutrition  may  in- 
fluence drug  metabolism  and  decrease  the 
efficiency  of  detoxication  mechanisms  in 
laboratory  animals,  the  relevance  of  these 
investigations  to  the  treatment  of  human 
disease  has  not  been  adequately  assessed. 
In  1948,  when  cinchophen  and  its  deriva- 
tives were  still  being  used  in  the  treatment 
of  gout  and  as  analgesic  agents  in  conditions 
varying  from  neuritis  to  toothache,  Hue- 
per29  published  a long  article  on  the  uses 
and  abuses  of  these  drugs.  In  discussing 
their  hepatotoxicity,  he  suggested  that  the 
adequacy  of  the  diet  was  important  in  the 
prevention  of  untoward  reactions,  and  he 
justified  his  recommendations  by  pointing 
out  that  preservation  of  the  glycogen  con- 
tent of  the  liver  might  promote  detoxica- 
tion. However,  he  gave  no  proof  from 
human  studies  that  the  composition  of  the 
diet  actually  altered  therapeutic  tolerance. 
Indeed,  nearly  twenty  years  later,  definitive 
studies  of  the  effects  of  dietary  deficiency  or 
secondary  malnutrition  due  to  disease  on 
drug  tolerance  are  not  available. 

Although  information  derived  from  ani- 
mal studies  has  shown  that  detoxication 
mechanisms  may  be  species  specific  and 
thus  both  the  substrates  and  enzymes  re- 
quired for  drug  metabolism  may  not  be  the 
same,  in  different  species  there  is  a con- 
siderable body  of  information  to  suggest 
that  the  data  derived  from  rat  studies  in 
relation  to  detoxication  may  be  applicable 
to  man.  Chloramphenicol  toxicity  as  well 
as  toxicity  due  to  water-soluble  vitamin  K 
analogues  is  more  severe  in  newborn  infants 
and  newborn  rats  than  in  older  children  and 
more  mature  rats.30  31  It  has  been  shown 
in  the  case  of  chloramphenicol  that  this  is 
due  at  least  in  part  to  the  deficiency  of 
glucuronyl  transferase  in  the  liver  of  the 
newborn  and  thus  an  inability  to  metabo- 
lize the  drug  to  form  a glucuronide.  Since 
it  has  been  shown  that  food  limitation  de- 
lays the  development  of  glucuronyl  trans- 
ferase in  the  rat  and  in  the  rabbit,7  23  it  is 
very  possible  that  this  also  occurs  in  man. 
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If  so,  this  would  be  a very  strong  contra- 
indication to  dietary  restriction  during  drug 
administration  in  early  life.  There  is  little 
or  no  discussion  in  the  literature  pertaining 
to  the  effects  of  famine  or  protein  calorie 
malnutrition  on  drug  tolerance,  nor  has  it 
been  stated  whether  desired  therapeutic 
effects  can  be  achieved  with  a lower  dosage 
of  a particular  drug  in  a protein- deficient 
or  starved  subject.  Clearly  this  dearth  of 
information  may  be  due  to  the  very  re- 
stricted supply  of  drugs  in  many  famine 
areas,  and  in  certain  instances  malabsorp- 
tion may  diminish  the  absorption  of  drugs. 
However,  in  view  of  the  world  food  shortage 
and  the  present  prevalence  of  malnutrition 
in  underdeveloped  areas,  it  is  very  impor- 
tant to  assess  the  effects  of  nutritional 
status  on  drug  metabolism  in  man.  Since 
it  has  been  shown  in  laboratory  animals 
that  deficiency  of  substrhte  or  enzymes  for 
drug  conjugation  may  be  due  to  malnutri- 
tion, it  is  very  probable  that  this  is  also  true 
in  human  subjects,  and  therefore  caution 
should  be  exercised  in  prescribing  drugs  for 
those  who  are  malnourished,  both  young 
and  old.  Protein  malnutrition  may  cause 
not  only  fatty  infiltration  of  the  liver  and 
nutritional  cirrhosis  but  also  may  make  the 
liver  more  vulnerable  to  the  biochemical 
effects  of  drugs  because  of  diminished  con- 
jugation. Further,  it  appears  that  drug 
administration  infers  special  nutritional  re- 
quirements because,  as  shown  in  the  rat 
studies,  the  substrates  required  for  conjuga- 
tion are  frequently  derived  from  the  diet. 
Finally  we  in  an  affluent  society  cannot 
afford  to  be  unaware  of  this  problem  since 
the  very  patients  to  whom  pharmacologic 
agents  will  be  given  in  full  dosage  and  for 
prolonged  periods  are  so  often  those  whose 
nutritional  status  has  been  impaired  by  the 
primary  disease  for  which  the  drugs  are 
recommended.  While  emphasis  has  been 
rightly  placed  on  the  carcinogenic  and 
teratogenic  properties  of  drugs,  this  should 
not  lead  to  a neglect  either  of  the  effect  of 
nutritional  status  on  drug  tolerance  or  of 
the  chances  of  iatrogenic  malnutrition. 
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Postoperative  Hypotension 


Hypotension  constitutes  one  of  the 
most  common  complications  encountered 
in  the  recovery  room  and  may  be  due  to 
many  causes.  Rational  therapy  depends 
on  the  knowledge  of  the  underlying  etiology. 
In  an  attempt  to  determine  the  cause  of 
moderate  postoperative  hypotension,  the 
following  2 interesting  cases  were  ob- 
served. 

Case  reports 

Case  1.  A sixty-year-old  well-nourished 
woman  was  scheduled  for  an  elective  tendon 
graft  following  a laceration  of  the  right  flexor 
pollicis  longus  tendon  sustained  two  months 
previously.  The  patient  was  known  to  have 
hypertension,  having  been  informed  by  her 
family  physician  that  her  blood  pressure  was 
usually  170/90.  However,  she  had  never  been 
treated  for  hypertension.  On  admission  to  the 
hospital,  her  blood  pressure  was  recorded  at 
170/90,  pulse  76  and  regular.  She  had  moder- 
ate cardiomegaly  and  a Grade  II  systolic 
murmur.  Electrocardiogram  showed  normal 
findings.  The  patient  was  medicated  pi'e- 
operatively  with  pentobarbital  50  mg.  and 
atropine  0.4  mg.,  intramuscularly.  On  arrival 
in  the  operating  room  she  was  calm  and  co- 
operative; blood  pressure  was  130/70,  pulse  rate 
80,  respiration  18.  Since  the  decline  in  blood 
pressure  was  attributed  to  the  preoperative 
sedation,  the  patient  was  anesthetized  with 
cyclopropane-oxygen  in  the  usual  manner. 

Presented  and  discussed  at  a conference  held  at  the  Hospital 
of  the  Albert  Einstein  College  of  Medicine,  The  Bronx, 
New  York,  February  27,  1967.  Clinical  Anesthesia  Con- 
ferences are  held  on  the  fourth  Monday  of  each  month. 


During  induction,  the  blood  pressure  rose  to 
150/80  and  then  fell  gradually  to  120/80  with 
a pulse  rate  ranging  around  88.  The  patient 
left  the  operating  room  after  one  hour  of 
surgery  with  a blood  pressure  of  120/80. 

In  the  recovery  room  she  was  fully  conscious, 
warm,  dry,  pink,  and  lying  comfortably  with- 
out any  pillows.  However,  her  blood  pressure 
remained  between  120/80  and  110/70  with  a 
pulse  rate  of  around  80.  Blood  loss  had  been 
estimated  at  50  cc.  A microhematocrit  taken 
in  the  recovery  room  revealed  no  change  from 
the  preoperative  value.  Chronic  hypovolemia 
seemed  unlikely  in  this  well-nourished  woman. 
Repeat  electrocardiogram  showed  no  changes 
from  the  previous  tracing.  Venous  pressure 
was  not  elevated.  The  patient  was  asked  once 
more  and  again  denied  having  taken  any  drugs 
for  either  hypertension  (Rauwolfia  serpentina) 
or  nervousness  (phenothiazines) . She  also 
denied  ever  having  received  steroids.  At  this 
point  the  patient  became  alarmed  about  the 
blood  pressure  discussions  and  volunteered  the 
information  that  all  her  previous  pressure 
readings  had  been  taken  on  the  right  arm,  on 
which  she  now  had  a partial  forearm  cast. 
A blood  pressure  cuff  was  applied  to  the  right 
arm  and  a reading  of  150/90  obtained  while  the 
pressure  on  the  left  arm  remained  at  110/70. 
This  difference  of  40  mm.  Hg  in  the  systolic 
pressure  of  the  two  upper  extremities  persisted 
during  the  postoperative  period  and,  following 
further  workup  it  was  felt  to  be  caused  by  a 
calcified  plaque  in  the  left  axillary  or  brachial 
artery. 

Case  2.  A fifty-eight-year-old  woman  was 
admitted  for  elective  umbilical  herniorrhaphy. 
She  had  always  been  in  good  health,  but  oc- 
currences of  bradycardia  had  been  observed  by 
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her  family  physician  for  the  past  three  years. 
Physical  examination  and  laboratory  results 
were  within  normal  limits.  Admission  elec- 
trocardiogram reading  was  normal  with  a heart 
rate  of  60  per  minute.  Blood  pressure  was  re- 
corded at  150/84,  hematocrit  44,  and  hemoglo- 
bin 14.3  Gm. 

The  patient  was  medicated  with  meperidine 
hydrochloride  50  mg.,  promethazine  hydrochlo- 
ride (Phenergan)  25  mg.,  and  scopolamine  0.4 
mg.  and  arrived  in  the  operating  room  alert 
and  calm  with  a blood  pressure  of  140/80  and  a 
pulse  rate  of  72.  Anesthesia  was  induced  with 
150  mg.  of  thiopental  sodium  and  maintained 
with  nitrous  oxide-oxygen-halothane  by  mask 
and  oropharyngeal  airway.  Blood  loss  was 
minimal.  During  the  seventy-five  minutes  of 
anesthesia,  blood  pressure  varied  between 
140/80  and  126/76,  while  the  pulse  rate  ranged 
from  72  to  88.  The  patient  left  the  operating 
room  awake  and  in  good  condition. 

In  the  recovery  room  her  blood  pressure  was 
140/80,  pulse  rate  76.  She  was  warm,  dry, 
and  pink.  Fifteen  minutes  later,  the  anesthesi- 
ologist was  hastily  summoned  to  the  recovery 
room  because  of  a fall  in  blood  pressure  to 
110/88  with  pulse  rate  of  52.  He  found  the 
patient  conscious,  comfortable,  and  with  good 
color.  Taking  the  blood  pressure  himself,  he 
obtained  a reading  of  140/80.  Electrocardio- 
gram showed  a normal  pattern  unchanged  from 
the  previous  tracing  but  with  pulse  rate  of 
52  to  54.  The  recovery  room  nurse  was  asked 
to  take  another  blood  pressure  determination 
and  again  reported  a value  of  110/90  mm  Hg. 
It  was  pointed  out  to  her  that  by  deflating  the 
cuff  too  rapidly  she  had  missed  the  true  levels 
in  this  patient  with  bradycardia. 

Comment 

Moderate  arterial  hypotension  in  the 


early  postanesthetic  period  is  frequently  due 
to  a change  in  position  or  physical  move- 
ment during  transport.  When  the  efficiency 
of  a patient’s  compensatory  cardiovascular 
mechanisms  is  diminished  by  anesthetic, 
analgesic,  tranquilizing,  or  antihyperten- 
sive drugs,  “postural”  hypotension  may 
easily  develop  following  a slight  head-up 
tilt  or  following  a change  from  lithotomy 
or  lateral  position  to  the  supine  position. 
Stimulation  of  cutaneous  or  proprioceptive 
receptors  by  ungentle  motion  may,  like- 
wise, cause  a decrease  in  arterial  pressure. 
The  underlying  mechanism  appears  to  be 
pooling  of  blood  in  the  lower  extremities 
or  the  periphery  with  subsequent  reduction 
in  arterial  pressure.  Moderate  postanes- 
thetic hypotension  may  also  result  from  a 
decrease  in  retained  carbon  dioxide  or  a 
decrease  in  circulating  catecholamines  sec- 
ondary to  termination  of  the  surgical  stimu- 
lus or  discontinuance  of  sympathomimetic 
anesthetic  agents.  Vasopressor  drugs  are 
the  accepted  treatment  for  this  type  of 
hypotension. 

These  2 cases  illustrate  the  importance  of 
establishing  a diagnosis  prior  to  institution 
of  therapy.  Had  these  patients  been 
treated  with  pressor  drugs,  abnormally  high 
blood  pressure  levels  might  have  resulted 
with  accompanying  hazard  of  cerebro- 
vascular complication.  Regarding  the  first 
case  one  may  conclude  that  the  practice  of 
routinely  taking  blood  pressure  on  both 
arms  is  still  of  real  value. 


Number  one  hundred  sixty-nine  in  a series  of  Clinical  Anesthesia  Conferences 
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QUESTION  1.  What  is  the  arrhythmia  as  seen  in  leads  I and  II?  The  patient  is  a sixty-four-year-old  male 
with  bronchopneumonia. 


initial  tracing  20  min.  after  Quinidine 


QUESTION  2.  What  is  the  rhythm  in  each  of  the  four  strips? 
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Electro- 
cardiograms 
of  the  Month 


ELUCIDATION 


Question  1.  There  is  aberrant  conduc- 
tion of  the  regular  ventricular  beats  at  a 
rate  of  166.  The  QRS  duration  is  0.12 
seconds.  The  differential  diagnosis  is 
either  a supraventricular  tachycardia  with 
aberrant  conduction  or  ventricular  tachy- 
cardia. The  diagnosis  is  established  by  the 
identification  of  P waves  (atrial  activity). 
In  lead  aVl,  the  P waves  may  be  seen  beat- 
ing at  a rate  of  100  and  independent  of  the 
ventricular  beats.  This  is  further  proved 
with  an  esophageal  lead  which  demon- 
strates large  P waves.  Careful  examina- 
tion of  lead  I also  reveals  the  diagnosis; 
clearly  demonstrable  P waves  follow  the 
third,  fifth,  and  seventh  ventricular  com- 
plexes. 

In  lead  II,  atrial  activity  is  not  identifi- 
able. When  a rapid  ventricular  rate  is 
present  with  a prolongation  of  the  QRS  of 
greater  than  0.12  seconds,  one  must  dif- 
ferentiate supraventricular  from  ventricular 
tachycardia.  A careful  search  must  be 
made  for  P waves  in  each  lead.  Explora- 
tory leads  such  as  bipolar  chest  leads,  eso- 
phageal leads,  or  right  atrial  leads  may  be 
necessary.  The  diagnosis  of  ventricular 
tachycardia  is  justified  only  when  the  atrial 


rate  is  independent  of,  and  slower  than,  the 
ventricular  rate.  Further  confirmatory 
evidence  such  as  fusion  and  capture  beats 
may  be  present  in  some  electrocardiograms. 

Question  2.  The  initial  record  is  a 
paroxysmal  supraventricular  tachycardia 
at  a rate  of  166.  No  P waves  are  visible. 
Following  the  initial  record,  0.4  Gm.  of 
quinidine  was  given  to  this  patient  intra- 
muscularly. Twenty  minutes  later  the 
rhythm  had  converted  to  a sinus  rhythm 
with  bigeminy  due  to  atrial  premature 
beats  which  are  aberrantly  conducted. 
Note  the  P wave  preceding  each  of  these 
beats.  Four  hours  after  quinidine,  the 
supraventricular  tachycardia  recurred  at  a 
slower  rate  of  125.  At  this  time,  the  P 
waves  are  again  buried  in  the  preceding  T 
wave.  Six  hours  after  a second  dose  of 
quinidine,  0.4  Gm.  intramuscularly,  sinus 
rhythm  with  premature  atrial  beats,  some 
aberrantly  conducted,  has  been  restored 
with  a longer  Q-T  interval. 

These  tracings  illustrate  several  of  the 
actions  of  quinidine.  (1)  It  converts 
paroxysmal  supraventricular  tachycardia 
to  regular  sinus  rhythm.  (2)  The  recur- 
rent supraventricular  tachycardia  was  at  a 
slower  rate,  because  of  the  quinidine  effect 
of  decreasing  automaticity  of  the  ectopic 
focus.  (3)  Quinidine  prolongs  electrical 

systole,  as  indicated  in  the  final  record  by 
the  prolongation  of  the  Q-T  interval. 
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Methyldopa  was  introduced  into  the 
treatment  of  high  blood  pressure  several 
years  ago.1 

It  was  found  to  have  fewer  side-effects 
than  other  antihypertensive  agents  and 
was  well  tolerated.  Fever,  edema,  and 
liver  disease,  usually  of  a mild  nature,  were 
described  as  the  most  important  toxic 
effects.2  We  wish  to  present  a case  of 
severe  hepatocellular  damage  following  the 
administration  of  methyldopa. 

Case  report 

A thirty-seven-y ear-old  Negro  was  re- 
ferred to  the  hypertension  clinic  of  the 
Metropolitan  Hospital  in  November,  1964. 
He  was  a known  hypertensive  patient  since 
1960,  and  his  present  complaint  was  pain 
in  the  chest  and  abdomen.  There  was  no 
previous  history  of  kidney  or  liver  disease, 
and  he  had  never  been  icteric.  Until  1963 

* This  study  was  supported  by  National  Heart  Institute 
Grant  HE  0846-01  (SRC). 

t Recipient  of  the  Career  Scientist  Award  of  the  Health 
Research  Council  of  the  City  of  New  York,  under  contract 
i-342.  Present  address:  Research  Foundation,  Washington 
Hospital  Center,  110  Irving  Street,  N.W.  Washington, 
D.C.  20010. 


FIGURE  1.  Liver  function  tests  during  methyl- 
dopa-induced  liver  toxicity. 


he  had  drunk  up  to  half  a pint  of  whisky 
daily. 

The  patient  started  taking  methyldopa 
250  mg.  four  times  daily  on  November  24, 
1964.  On  January  27,  1965,  venous  blood 
was  drawn  for  several  investigations  and 
frozen.  The  serum  glutamic  oxalopyruvic 
transaminase  in  this  serum,  estimated  a 
month  later,  was  90  units. 

His  illness  started  on  February  12,  1965, 
with  nausea,  vomiting,  epigastric  pain,  and 
loss  of  appetite.  In  the  next  ten  days  he 
lost  some  20  pounds  of  weight.  On 
February  16,  methyldopa  was  reduced  to 
250  mg.  twice  a day  since  his  blood  pressure 
was  then  almost  normal.  On  February 
17,  he  consulted  the  hospital  emergency 
service  because  of  dyspepsia  and  was  given 
six  tablets  of  diphenhydramine  50  mg.,  one 
to  be  taken  every  four  hours.  On  February 
20,  he  noticed  that  his  eyes  were  yellow 
and  was  admitted  to  the  hospital  on  Febru- 
ary 23,  suffering  from  evident  jaundice, 
anorexia,  and  loss  of  weight. 

On  the  day  of  admission  he  was  still  tak- 
ing methyldopa.  His  blood  pressure  was 
150/110,  and  his  liver  was  palpable  to  2 
fingerbreadths.  He  complained  of  epigas- 
tric pain  and  general  malaise.  He  had  a 
moderate  degree  of  pruritus,  and  the  stools 
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FIGURE  2.  Microscopic  picture  of  liver  toxicity 
induced  by  methyldopa.  (A)  Focal  necrosis  and 
round-cell  infiltration  (hematoxylin  and  eosin 
stain  X 195).  (B)  Councilman  body  in  hepatic 
tissue  (hematoxylin  and  eosin  stain  X710). 


were  acholic.  Thus  the  first  clinical  im- 
pression suggested  obstructive  jaundice. 
Figure  1 portrays  the  significant  liver 
tests  on  admission  and  at  intervals  there- 
after. 

He  had  traces  of  urobilinogen  and  large 
amounts  of  bilirubin  in  the  urine.  As  can 
be  seen  serum  bilirubin,  alkaline  phos- 
phatase, and  serum  glutamic  oxalopyruvic 
transaminase  increased  steadily  during  the 
ten  days  after  admission,  with  the  serum 
glutamic  oxalopyruvic  transaminase  reach- 
ing a peak  value  of  1,120  units  and  the 
bilirubin  reaching  up  to  30.3  mg.  per  100  ml. 
Total  serum  proteins,  albumin-globulin 
ratio,  and  serum  cholesterol  were  normal. 
Prothrombin  time  was  sixteen  seconds, 
compared  to  thirteen  seconds  as  the  control 
value.  Coagulation  studies  on  March  8 
and  March  17  revealed  a moderate  pro- 
longation of  the  prothrombin  time.  There 
was  a decrease  in  the  plasma  contents  of 
prothrombin,  factor  VII,  factor  IX,  and 
factor  X.  Factor  V and  fibrinogen  were 
normal.  These  findings  are  consistent 
with  vitamin  K deficiency. 

Anorexia  continued,  and  the  jaundice 
gradually  deepened.  For  several  days 
his  general  condition  was  quite  worrisome. 
The  patient  was  given  no  medication  but 
was  kept  strictly  in  bed  and  received  a 
high-calorie  diet. 

Fifteen  days  after  admission  he  started 
improving  gradually  without  exaceraba- 
tions.  His  clinical  condition  and  liver 


status  improved  steadily,  and  he  was  dis- 
charged on  April  8,  1965.  His  stool  then 
was  of  normal  color,  the  urine  of  light  yellow 
color.  The  coagulation  factors  done  on 
March  29  returned  to  normal  values. 
Laboratory  data  on  discharge  were:  bili- 
rubin 1.6  mg.  per  100  ml.,  serum  glutamic 
oxalopyruvic  transaminase  10  units,  and 
alkaline  phosphatase  4.6  King-Armstrong 
units. 

A liver  biopsy,  performed  on  March  17 
when  he  was  only  slightly  icteric,  showed 
intact  hepatic  architecture  with  wide- 
spread focal  necrosis  and  extensive  exudate, 
especially  around  central  veins  and  in 
portal  tracts.  A few  eosinophils  were 
present  and,  in  addition,  a rare  Councilman 
body  (Fig.  2). 

Comment 

The  A.M.A.  council  on  drugs,  in  its 
initial  assessment  of  methyldopa,  listed  1 
case  of  jaundice  among  several  patients  in 
whom  focal  necrosis  compatible  with  hy- 
persensitivity had  been  revealed  by  liver 
biopsy.3  Dollery  and  Harington4  related 
only  one  instance  of  definite  hepatic 
damage  with  jaundice  and  high  transami- 
nases among  150  patients  and  expressed 
doubt  as  to  the  significance  of  minor 
transaminase  elevations  without  other  ab- 
normalities. Horwitz  and  Sjoerdsma5 
found  1 case  of  slight  jaundice,  although 
several  with  liver  function  abnormalities, 
among  125  subjects.  Weil,  Barbour,  and 
Chesne6  saw  “physical  signs  of  jaundice 
without  subjective  discomfort”  in  1 among 
25  patients. 

In  a review  of  untoward  effects  of 
methyldopa  observed  since  mid-1963,  the 
Medical  Letter  of  Drugs  and  Therapeutics 7 
mentions  “liver  function  disturbances  with 
biopsy  evidence  of  necrosis.”  Morin,  Tur- 
mel,  and  Fortier8  reported  a general 
impairment  of  liver  function  and  lym- 
phocytic and  reticular  cell  infiltration  in 
liver  biopsy  in  1 among  28  patients. 

The  March,  1965,  card  of  “de  Haen 
Drugs  in  Use”  quotes  1 case  of  mild 
hepatitis  among  46  patients  on  methyldopa 
(Aldomet).  Three  additional  cases  have 
been  reported  to  the  Food  and  Drug  Ad- 
ministration* who  all  developed  moderate 

* Courtesy,  Bureau  of  Medicine,  Food  and  Drug  Ad- 
ministration, Washington,  D.C. 
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to  severe  jaundice  following  methyldopa 
and  improved  following  the  withdrawal  of 
this  agent. 

The  histologic  examination  of  a biopsy 
specimen  in  our  patient  showed  the  picture 
of  a viral  hepatitis  with  spotty  necrosis  and 
inflammatory  infiltration.  This  resembles 
the  liver  cell  damage  described  after  iproni- 
azid medication. 

We  are  aware  of  the  fact  that  this 
histologic  picture  is  indistinguishable  from 
viral  hepatitis.9,  10  However,  our  patient 
had  not  received  injections  or  transfusions 
during  the  preceding  six  months.  At  the 
onset  of  jaundice  he  was  taking  methyl- 
dopa, a drug  which  induced  slight  to 
moderate  liver  necrosis  in  several  reported 
cases.7  A challenge  with  this  drug  could 
not  be  considered  under  the  circumstances. 
We  conclude  that  this  patient’s  liver 
disease  could  have  been  induced  by  alpha- 
methyldopa  and  is  worth  while  reporting. 
The  cases  already  published  differ  from 
ours,  since  our  patient  was  severely  ill  with 
marked  subjective  symptoms.  Although 
the  medication  was  suspended  a few  days 
after  the  onset  of  his  complaints,  both  his 
clinical  state  and  the  laboratory  results 
showed  a deterioration  of  his  hepatic  func- 
tion for  the  following  fifteen  days. 

Consumption  of  alcohol  for  several  years 
prior  to  our  patient’s  illness  was  noted. 
This  was  discontinued  in  1963.  The 
failure  of  liver  biopsy  to  demonstrate 
either  fatty  liver  or  pre-existing  cirrhosis 
excludes  alcoholism  as  an  etiologic  factor 
in  his  liver  disease. 

The  elevation  of  serum  glutamic  oxalo- 
pyruvic  transaminase  at  a time  when  the 


patient  showed  no  objective  signs  of  liver 
cell  damage  emphasizes  the  necessity  for 
regular  study  of  liver  function  during 
methyldopa  medication. 

Summary 

A case  of  a thirty-seven-year-old  Negro 
patient  is  reported  who  developed  severe 
hepatocellular  damage  with  jaundice  while 
treated  with  alpha-methyldopa  for  high 
blood  pressure.  Regular  estimation  of 
liver  function  tests,  serum  glutamic  oxalo- 
pyruvic  transaminase  and  alkaline  phos- 
phatase, during  long-term  methyldopa 
treatment  is  recommended. 
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T ORSION  OF  THE  UNDISEASED  fallopian 
tube  in  a premenarchal  female  is  a rare 
occurrence.1-3  In  a thorough  review  of 
tubal  torsion  in  1937,  Blum  and  Sayre1  de- 
scribed 1 patient  of  their  own,  3 others 
from  the  literature,  and  the  criteria  which 
they  thought  should  be  fulfilled  before  this 
diagnosis  is  warranted.  We  will  report  1 
new  case,  the  first  to  be  published  since 
their  article.  Other  authors  have  ade- 
quately reported  and  discussed  torsion  of 
the  undiseased  fallopian  tube  after  the 
menarche,2-4  torsion  of  the  diseased  tube 
with  or  without  ovary  involvement,5-7  and 
torsion  of  the  undiseased  tube  and 
ovary.8-11 

Case  report 

A white  eleven-and-a-half-year-old  pre- 
menarchal female  was  first  admitted  to  the 
North  Shore  Hospital  on  January  5,  1966. 
Her  past  history  was  essentially  negative. 
Breast  development  began  at  age  ten. 
Vaginal  discharge  and  vulval  pruritus  had 
been  present  for  two  months.  Twenty- 
four  hours  prior  to  admission  there  was  an 
onset  of  nausea  preceded  by  epigastric  pain 
which  later  shifted  to  the  lower  left  quad- 


rant of  the  abdomen.  The  only  position  of 
relative  comfort  was  sitting.  Bowel  func- 
tion had  been  normal  on  the  day  prior  to 
admission,  but  no  bowel  movement  or 
passage  of  flatus  had  occurred  thereafter. 
Slight  dysuria  was  present  during  micturi- 
tion and  for  several  seconds  afterwards. 

At  the  time  of  admission,  the  tempera- 
ture was  100.6  F.,  the  pulse  was  110  per 
minute,  blood  pressure  was  130/90,  and 
respirations  were  20  per  minute.  Positive 
physical  findings  were  limited  to  abdominal 
and  rectal  examinations.  Palpation  of  the 
soft,  flat  abdomen  revealed  no  masses  or 
muscle  spasm.  Slight  bilateral  lower  quad- 
rant pain,  greater  on  the  left,  was  present. 
An  erythematous  maculopapular  rash  in- 
volving the  labia  minora  and  portions  of 
the  labia  majora  was  seen  in  addition  to  the 
moderate  amount  of  white  vaginal  dis- 
charge coming  out  of  a small  hymenal 
opening.  On  rectal  examination,  the  uterus 
was  felt  in  the  midline  with  a very  tender 
4-cm.  doughy  fullness  posterior  and  slightly 
to  the  left. 

The  admission  laboratory  data  were: 
hemoglobin  13.5  Gm.  per  100  ml.,  white 
blood  cells  18,800  per  cubic  centimeter 
with  a shift  to  the  left,  polymorphonuclear 
cells  81,  lymphocytes  10,  monocytes  9, 
platelets  adequate,  and  urinalysis  negative 
except  for  a 1 plus  acetone. 

After  four  hours  in  the  hospital  the 
temperature  was  101.6  F.,  and  the  ab- 
dominal findings  were  more  marked.  Sur- 
gery was  deemed  advisable.  The  ab- 
dominal cavity  was  entered  through  a 
suprapubic  midline  incision,  and  300  cc. 
of  blood-stained  fluid  were  noted.  Ex- 
amination of  the  pelvis  revealed  a distended 
and  twisted,  two  and  a half  times  in  a 
counterclockwise  manner,  gangrenous  left 
fallopian  tube.  The  appendix,  left  ovary, 
uterus,  right  tube,  and  ovary  appeared 
normal,  and  palpation  of  the  other  organs 
of  the  abdominal  cavity  gave  negative 
findings.  A left  salpingectomy  and  an 
incidental  appendectomy  were  performed. 
The  patient’s  postoperative  course  was 
uneventful,  and  she  was  discharged  on  the 
seventh  postoperative  day. 

In  the  pathology  report,  the  appendix 
was  described  as  grossly  normal.  Micro- 
scopic examination  revealed  “congestion 
of  the  serosa  with  prominence  of  the  sub- 
mucosal lymphoid  germinal  centers  in  an 
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otherwise  normal  appendix.”  The  fallo- 
pian tube  measured  7.5  by  4.5  cm.,  and 
when  opened,  thick  reddish  fluid  with 
evidence  of  clotting  was  noted.  The  wall 
was  diffusely  and  uniformly  hemorrhagic. 
The  inner  lining  and  the  serosal  surface 
were  free  of  any  changes  except  for  the 
widespread  hemorrhage.  A probe  could 
not  be  passed  through  either  the  fibriated 
end  or  the  proximal  end.  Microscopic 
examination  revealed  recent  hemorrhage 
with  numerous  polymorphonuclear  leuko- 
cytes and  an  occasional  focus  of  necrosis. 
There  was  no  evidence  of  fibrosis  or  of  a 
chronic  inflammatory  process. 

Comment 

The  cause  of  tubal  torsion  is  unknown. 
The  most  commonly  quoted  theories  are:1 
(1)  hemodynamic  theory  which  states  that 
the  veins  of  the  mesosalpinx  are  longer  than 
the  arteries.  The  venous  congestion  creates 
a spiral  course  and  favors  torsion;  (2)  the 
Ellheim  theory  of  sudden  changes  in  body 
position;  (3)  anatomic  malformation  in 
the  mesosalpinx  or  the  tube;  (4)  the  physio- 
logic theory  concerning  abnormalities  in  the 
peristalsis  of  the  tube  leading  to  torsion; 

(5)  hydrosalpinx  secondary  to  pre-existing 
disease  in  childhood,  such  as  a vulvovagini- 
tis, acute  exanthema,  or  tuberculosis; 

(6)  trauma;  and  (7)  drug  reaction  causing 
spasm  of  the  tube. 

It  is  usually  stated  that  twisting  on  the 
right  side  is  clockwise,  on  the  left  side  is 
counterclockwise,8  and  that  the  right  side 
is  more  commonly  involved. 1>8'12 

One  of  the  problems  that  arises  in  dis- 
cussing torsion  of  a normal  tube  is,  by 
what  criteria  can  you  consider  a tube,  now 
diseased,  previously  normal.  Anspach13 
stated  that  a normal  tube  would  not  twist. 
On  the  other  hand,  Blum  and  Sayre1  did 
believe  this  entity  exists  and  proposed  the 
following  criteria:  (1)  Torsion  should  have 
occurred  in  a virginal  genital  tract;  (2)  in 
cases  of  uncertain  virginity,  the  age  should 
be  left  to  the  beginning  of  puberty  (thirteen 
to  fourteen  years  of  age);  (3)  the  ovary 
and  the  adnexa  on  the  other  side  should 
not  have  shown  any  gross  abnormal  process 
on  operative  inspection;  (4)  a careful 
pathologic  examination  must  have  been 
done.  It  should  not  have  revealed  any 
evidence  of  chronic  inflammation,  neo- 


plasm, or  pregnancy;  and  (5)  if  the  torsion 
was  on  the  right  side,  the  appendix  must  be 
normal. 

There  are  no  classic  symptoms  or  set  of 
laboratory  tests  to  guide  the  clinician  to 
the  diagnosis.  Sharp  colicky  pain  of 
sudden  onset  which  may  be  persistent  or 
transient  is  usually  described.  There  is 
occasionally  a history  of  previous  milder 
episodes  of  similar  pain.  Slight  dysuria 
and  urinary  frequency  may  be  experienced. 
Abdominal  tenderness  on  the  affected  side 
with  guarding  and  rebound  is  invariably 
noted  along  with  a decrease  of  bowel 
activity  and  passage  of  flatus.  On  rectal 
examination  a tender  mass  will  often  be 
felt  in  the  pelvic  area.  Low-grade  tem- 
perature elevation,  100  to  101  F.,  increased 
pulse,  and  elevation  of  the  white  blood 
count  to  20,000  per  high-power  field  with 
a moderate  shift  to  the  left  is  to  be  ex- 
pected. 

The  diagnosis  of  this  entity  is  rarely 
made  preoperatively.  If  the  torsion  occurs 
on  the  right  side,  the  preoperative  diagnosis 
is  usually  appendicitis  and  the  individual  is 
operated  on  without  delay.  If  the  left 
tube  is  involved,  there  is  often  prolonged 
observation  prior  to  surgery. 

The  proper  method  of  treatment  is  a 
laparotomy  with  performance  of  a salpin- 
gectomy. 

Verification  that  a tube  was  normal  prior 
to  twisting  is  obviously  difficult  to  accom- 
plish. If  the  criteria  suggested  by  Blum 
and  Sayre1  are  applied  to  our  case,  we  note 
that: 

1.  The  patient  was  an  eleven-year-old 
premenarchal  virgin. 

2.  No  vulvovaginitis  existed  prior  to 
two  months  before  her  hospital  admission. 
The  vulvovaginitis  was  not  severe  and  had 
required  no  therapy.  In  ascribing  hydro- 
salpinx to  a vulvovaginitis,  the  statement 
“earlier  in  childhood”  is  often  used.1,6  8 In 
this  case  it  would  seem  unlikely  that  a 
hydrosalpinx  would  have  developed  in  a 
two-month  period  or  that  disease  would  be 
present  in  only  one  tube.  It  is  also  worth 
noting  that  Thomas,1  in  discussing  a 
fourteen-year-old-girl  with  tubal  torsion, 
stated  that  if  the  fluid  within  the  tube  is 
amber,  tan,  or  clear  stained,  there  was 
probably  a previous  hydrosalpinx.  Braun- 
stein,  Ryan,  and  McCormick5  in  their 
report  agreed  with  this  concept. 
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3.  The  left  ovary  and  right  adnexa 
showed  no  gross  evidence  of  abnormality. 

4.  On  pathologic  examination  the  fluid 
was  not  tan  or  amber  colored,  but  thick 
and  red  with  some  evidence  of  clotting. 
There  was  no  microscopic  evidence  of  a 
chronic  tubal  infection.  The  appendix 
had  some  serosal  congestion  and  prom- 
inence of  the  germinal  centers  but  was 
otherwise  normal. 

It  is  important  to  prove  that  the  fallopian 
tube  was  previously  normal,  but  the  weight 
of  the  evidence  in  this  case  supports  that 
concept. 

Summary 

Torsion  of  the  undiseased  fallopian  tube 
in  a premenarchal  female  is  rare. 

One  new  case  is  reported,  and  reference 
to  the  4 previously  published  cases  is  made. 

The  criteria  for  making  this  diagnosis  are 
reviewed. 


Swimming  pool  accidents 

The  U.S.  Public  Health  Service  predicted 
recently  that  there  will  be  more  than  350  resi- 
dential pool  fatalities  this  year  unless  pool 
owners  take  preventive  measures  even  before 
the  swimming  season  begins.  Of  this  number, 
about  250  will  die  in  backyard  pools,  with  the 
remainder  in  motel,  hotel,  and  apartment  pools. 

The  reason  for  this  seems  to  be  that  the  swift 
growth  of  home  swimming  pools  has  far  out- 
distanced the  ability  of  home  owners  to  operate 
them  safely.  There  are  now  more  than  500,000 
in-ground  pools,  2 million  portable  swimming 
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pools,  and  about  10  million  plastic  wading 
pools  in  the  United  States. 

A study  conducted  by  the  Recreational  Safety 
of  the  Injury  Control  Program  disclosed  that 
230  persons,  over  half  of  them  children  under 
ten,  died  in  home  pools  in  1965.  The  Public 
Health  Service  predictions  are  based  in  part  on 
this  report. 

The  study  found  that  more  than  half  of  all 
pool  fatalities  could  have  been  prevented  by  (1) 
adequate  fencing  and  other  protection  around 
the  pool,  (2)  constant  adult  supervision  of 
children  when  near  the  water,  and  (3)  instruction 
of  young  children  in  water-survival  knowledge 
and  skills  at  the  earliest  possible  age. 
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Although  lymphomas  and  leukemias  may 
involve  any  body  organ,  being  seen  as  a pri- 
mary testicular  tumor  is  quite  unusual  and 
may  present  a confusing  picture  in  regard  to 
diagnosis  and  management.  The  following 
case  report  illustrates  this  point. 

Case  report 

An  eighteen-year-old,  single,  white  stu- 
dent was  admitted  to  the  Kew  Gardens 
General  Hospital  on  January  20,  1965,  be- 
cause of  swelling  of  the  right  testis.  There 
was  a questionable  history  of  injury  to  the 
testis  one  year  before,  but  the  swelling  had 
been  noticeable  for  only  two  months.  Sys- 
temic review,  past  history,  and  family  his- 
tory were  unremarkable  except  for  the  fact 
that  one  paternal  uncle  had  died  of  Hodg- 
kin’s disease.  The  physical  examination 
was  completely  negative  at  this  time  except 
for  testicular  swelling.  There  was  no  evi- 
dence of  any  pallor,  adenopathy,  or  hepato- 
splenomegaly.  The  right  testis  was  en- 
larged to  6-  by  8-cm.  size,  did  not  transmit 
light,  and  was  nontender.  The  left  testis 
was  normal  in  size  and  consistency,  and 
there  was  no  inguinal  adenopathy  noted. 
A complete  blood  count  was  normal.  A 
fasting  blood  sugar  was  73  mg.  per  100  ml., 
blood  urea  nitrogen  16  mg.  per  100  ml.,  and 


urinalysis  was  normal.  A 17-ketosteroid 
determination  was  3.5  mg.  in  twenty-four 
hours  (normal  9 to  24  mg. ) . A chest  roent- 
genogram showed  normal  findings. 

On  January  21,  1965,  a right  orchiectomy 
was  performed  by  George  Golding,  M.D. 
The  pathologic  impression  was  seminoma  of 
the  testis,  and  review  of  the  sections  by 
Arthur  C.  Allen,  M.D.,  of  the  Downstate 
New  York  Medical  School  confirmed  this 
impression  (Fig.  1A).  Recovery  was  un- 
eventful, and  between  February  3 and 
March  16,  1965,  the  patient  was  given  a 
course  of  cobalt  teletherapy.  A dose  of 
2,300  rads  was  administered  to  the  epigas- 
tric area  and  2,500  rads  to  the  right  lumbar, 
iliac,  inguinal,  and  femoral  areas.  A 2-cm. 
lymph  node  which  appeared  in  the  right 
femoral  area  disappeared  following  the  radi- 
ation. A chest  x-ray  on  February  3,  1965, 
showed  normal  findings.  Blood  counts 
done  during  the  course  of  radiation  are 
listed  in  Table  I.  Although  there  was  some 
leukopenic  response,  it  was  not  extreme. 

Following  completion  of  his  radiation 
therapy,  the  patient  complained  of  weak- 
ness, dizziness,  and  epistaxis.  During  the 
next  week  several  ecchymoses  developed  on 
the  arms  and  legs.  A blood  count  per- 
formed on  March  23,  1965,  showed  a white 
cell  count  of  142,000  per  cubic  millimeter. 
The  platelet  count  was  62,000  per  cubic 
millimeter,  bleeding  time  6.5  minutes,  and 
coagulation  time,  nine  minutes.  The  pro- 
thrombin time  was  sixteen  seconds,  control 
fifteen  seconds. 

The  patient  was  admitted  to  the  Wyckoff 
Heights  Hospital  in  Forest  Hills,  New 
York,  on  March  23,  1965.  He  was  acutely 
ill,  restless,  and  perspiring.  A subscleral 
hematoma  was  present  in  the  left  eye,  but 
no  hemorrhages  were  present  in  the  fundi. 
The  palate  showed  multiple  petechiae. 
Numerous  soft  supraclavicular  lymph  nodes 
were  palpable  bilaterally,  and  there  were 
similar  lymph  nodes  in  the  axillary  and  in- 
guinal areas.  The  heart  and  lung  examina- 
tions showed  only  sinus  tachycardia.  The 
edge  of  the  spleen  was  palpable  4 finger- 
breadths  below  the  left  costal  margin. 
The  liver  was  palpable  3 fingerbreadths  be- 
low the  right  costal  margin.  The  right 
groin  area  showed  pigmentation  due  to  radi- 
ation therapy,  but  the  orchiectomy  site  was 
well  healed  and  no  masses  were  palpable. 
The  left  testis  was  normal,  the  right  absent. 
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FIGURE  1.  (A)  Original  slide  of  testis. 


Multiple  ecchymoses  were  present  over 
both  extremities. 

A chest  x-ray  revealed  increased  broncho- 
vascular  markings.  Blood  studies  shown 
in  Table  I revealed  a picture  of  acute  leuke- 
mia. Bone  marrow  aspiration  showed  re- 
placement with  primitive  stem  cells. 
Other  findings  were  as  follows:  urinalysis 
2 plus  albumin,  15  to  20  white  blood  cells 
per  high-power  field.  Serum  uric  acid  was 
14.8  mg.  per  100  ml.  Total  serum  bilirubin 
was  0.4  mg.  per  100  ml.,  direct  0.2  mg.  per 
100  ml.,  indirect  0.2  mg.  per  100  ml. 
Serum  glutamic  oxaloacetic  transaminase 
was  74  units.  Serum  glutamic  pyruvic 
transaminase  was  140  units,  lactic  dehydro- 
genase 1,800  units.  Alkaline  phosphatase 
was  8.1  Bodansky  units,  cephalin  floccula- 
tion test  was  negative  in  twenty-four  hours. 

Therapy  included  massive  doses  of  intra- 
venous corticosteroids  and  6-mercaptopu- 
rine  orally.  A leukopenic  response  oc- 
curred, and  vincristine  was  substituted  for 
the  6-mercaptopurine.  Thirty-five  hun- 
dred ml.  of  fresh  blood  were  given,  but  de- 
spite all  efforts  the  patient’s  condition  be- 
came progressively  worse.  The  patient 
developed  bilateral  loss  of  vision  and  ex- 
pired on  April  1,  1965,  his  ninth  hospital 
day. 

Postmortem  examination  showed  an  ex- 
tensive lymphoblastic  leukemia.  A mas- 
sive occipital  hemorrhage  was  the  cause  of 
the  blindness.  The  microscopic  appear- 
ance of  the  spleen  is  shown  in  Figure  IB. 


(B)  Postmortem  view  of  spleen. 


Comment 

The  testis  may  frequently  be  involved  in 
disease  of  the  reticuloendothelial  system. 
However,  most  standard  texts  of  hema- 
tology do  not  stress  testicular  lymphomas 
or  leukemias. 1,2  Involvement  of  the  testis 
may  be  primary  or  secondary.  This  differ- 
ence is  often  impossible  to  ascertain  at  the 
time  of  diagnosis.  The  diagnosis  of  a pri- 
mary lymphoma  or  leukemia  of  the  testis 
can  be  made  only  if  the  testicular  tumor  is 
removed  and  no  evidence  of  further  dis- 
semination occurs  after  many  years.  It 
would  seem  that  most  testicular  involve- 
ment is  secondary  to  disseminated  general- 
ized disease. 

In  most  series  of  testicular  tumors,  in- 
volvement by  lymphoma,  including  lym- 
phosarcoma and  reticulum  cell  sarcoma,  is 
not  common.  Eckert  and  Smith3  noted  35 
cases  of  lymphoma  in  a series  of  665  tes- 
ticular tumors.  Melicow4  and  Melicow  and 
Uson5  noted  4 patients  with  lymphosar- 
coma of  the  testis  in  125  testicular  tumors. 
They  state  that  “Anaplastic  seminoma  and 
bizarre  lymphoma  may  be  confused  for  one 
another,  particularly  when  presenting 
symptom  is  a scrotal  mass.” 

In  many  large  series  of  testicular  tumors, 
less  than  2.4  per  cent  fall  into  the  miscella- 
neous group  which  includes  lymphomas.6 
Acute  leukemia  seen  as  a testicular  swelling 
is  even  more  unusual.  Friedman  and 
Moore7  in  a report  of  922  cases  of  testicular 
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TABLE  I.  Laboratory  findings 
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cent;  and  white  blood  count  to  nucleated  ratio  red  blood  count,  9 to  1. 


tumor  and  Wershub8  in  a recent  treatise  on 
the  testis  make  no  mention  of  this  occur- 
rence. In  a supplement  to  the  British 
Journal  of  Urology,  Gowing9  found  66  cases 
of  malignant  lymphoma  among  995  testicu- 
lar tumors,  an  incidence  of  6 per  cent. 
These  were  generally  classified  as  “poorly 
differentiated”  and  included  a wide  variety 
of  tumors.  Peak  incidence  was  in  the 
sixty-  to  eighty-year  age  group,  and  the 
pathologic  picture  was  most  often  consist- 
ent with  lymphosarcoma.  Because  of  the 
pleomorphism,  differentiation  between  re- 
ticulum cells  and  neoplastic  lymphocytes 
could  not  always  be  made.  The  chief 
differential  was  seminoma,  and  because  of 
the  difference  in  prognosis  and  management 
this  diagnosis  must  be  ascertained.  The 
series  includes  only  1 certain  case  of  acute 
leukemia.  This  was  a fifty-five-year-old 
Turkish  Cypriote  who,  one  month  following 
orchiectomy,  had  a white  blood  count  of 
18,300  with  10  per  cent  pleomorphic  blast 
cells.  The  marrow  showed  90  per  cent  un- 
differentiated cells  with  a high  mitotic  ratio. 
The  patient  died  two  months  after  the  testis 
had  been  removed. 

In  our  case,  the  initial  histologic  diagno- 
sis was  seminoma.  In  the  absence  of  any 
clue  to  the  diagnosis  of  leukemia,  therapy 
was  directed  toward  this  diagnosis  and  co- 
balt teletherapy  was  given.  Review  of  the 
leukemic  tissue  post  mortem  (Fig.  IB)  re- 
vealed a pattern  similar  to  the  original  tes- 
ticular tumor  (Fig.  1A),  and  on  review  of  the 
testicular  tissue,  it  was  felt  that  this  was 
acute  leukemia  initially.  Since  this  patient 
had  a normal  hemogram  at  the  time  of 
orchiectomy,  no  marrow  investigation  was 
considered. 

Melicow  and  Uson5  state  that  leukemia, 
especially  in  children,  may  show  testicular 
infiltration  characteristic  of  secondary  inva- 
sion of  lymphoma.  They  note  that  the 
leukemic  cell  invasion  is  diffuse,  and  the 
infiltration  separates  and  engulfs  the  tu- 
bules. In  contrast,  primary  tumors  of  the 
testis  compress  the  surrounding  tissue,  but 
there  is  preservation  of  the  compressed  tis- 


sue structure.  A line  of  demarcation  may 
sometimes  be  in  tumors  but  is  never  present 
in  lymphomatous  involvement.  The  pres- 
ence of  bilateral  testicular  involvement, 
generalized  adenopathy,  and  hepatospleno- 
megaly,  if  present,  would  point  to  the  diag- 
nosis of  lymphoma.  Perhaps  most  impor- 
tant is  the  awareness  that  leukemia  or 
lymphoma  may  involve  the  testis  and  in- 
deed may  be  seen  as  a testicular  tumor. 
Only  in  this  way  would  the  proper  thera- 
peutic regimen  be  instituted. 


Summary 

An  eighteen-year-old  boy  was  seen  with  a 
painless  right  testicular  tumor.  Orchiec- 
tomy was  performed,  and  the  histologic 
impression  was  seminoma.  The  patient 
was  given  localized  radiation  therapy  and 
subsequently  developed  the  full-blown  pic- 
ture of  an  acute  leukemia.  Postmortem 
examination  of  tissues  and  review  of  the 
original  testicular  tumor  showed  a similar 
histologic  appearance,  and  it  was  felt  in 
retrospect  that  this  picture  was  acute  leu- 
kemia at  onset,  seen  as  a testicular  tumor. 
Although  not  common,  a small  percentage 
of  testicular  tumors  are  lymphomas  or  leu- 
kemic, and  this  diagnosis  must  be  con- 
sidered. Only  then  will  the  proper  man- 
agement be  instituted. 
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Auto-Immune  Disease 
with  Neoplasm 
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Many  clinical  reports  show  combina- 
tions, transitions,  and  interrelationships 
among  the  so-called  “collagen,”  “collagen- 
vascular,”  or  “auto-immune”  group  of 
diseases.  Hartzell  in  1917 1 commented 
that  an  acute  variety  of  systemic  lupus 
erythematosus  may  follow  chronic  discoid 
lupus  erythematosus,  and  many  workers 
have  observed  similarities2  “7  as  well  as 
transitions  between  other  “auto-immune” 
diseases.8  ~12  Laboratory  findings  have  also 
shown  overlap  since  Volpe  and  Hauch  in 
195513  reported  the  L.E.  (lupus  erythema- 
tosus) cell  phenomenon  in  scleroderma, 
another  presumed  “auto-immune”  disease. 
In  1886  Reismayer  of  St.  Louis,  according 
to  Pringle,14  first  reported  epithelioma  de- 
veloping on  a lesion  consistent  with  chronic 
discoid  L.E.,  and  the  older  literature  con- 
tains many  reports  supporting  this.15,16 
The  following  case  is  presented  as  an  ex- 
ample of  multiple  findings  consistent  with 
two,  possibly  three,  “auto-immune”  dis- 
eases and  neoplasia. 

Case  report 

A forty-eight-year-old  white  woman  dur- 
ing her  first  pregnancy  of  seven  at  the  age 
of  thirty-seven  years,  eleven  years  ago, 
developed  asymmetric  vitiliginous  patches 
on  her  face  and  neck;  some  of  these  areas 
later  repigmented.  Ten  years  ago,  red, 


slightly  pruritic  fine  scaling  maculae  de- 
veloped on  her  scalp,  neck,  arms,  forearms, 
and  anterior  side  of  the  chest;  these  have 
slowly  enlarged.  Progressive  lethargy  be- 
gan at  the  same  time.  For  five  years  she 
has  had  progressive  difficulty  in  swallowing, 
anorexia,  weight  loss,  and  blurred  vision. 
Three  years  prior  to  admission,  she  noted 
abdominal  bloating  and  constipation  alter- 
nating with  diarrhea.  Her  fingertips  be- 
came sore  and  blanched  on  exposure  to 
cold,  but  did  not  become  blue  or  red  with 
warming.  Subsequently,  all  fingertips  ul- 
cerated and  healed  with  shortening  and 
tightening  of  the  overlying  skin.  One  year 
prior  to  admission  she  was  admitted  to  a 
hospital  with  pneumonia,  and  roentgen 
studies  demonstrated  findings  consistent 
with  scleroderma  of  the  esophagus,  duo- 
denum, proximal  jejunum,  ileum,  and 
lungs.  L.E.  cell  preparation  showed  nega- 
tive findings.  She  again  was  admitted  to  a 
hospital  for  pneumonia  six  months  before 
admission  to  The  New  York  Hospital. 
One  month  before  admission  she  was  ad- 
mitted to  a hospital  for  bilateral  vulvectomy 
and  groin  dissection  for  a grade  II  squamous 
cell  carcinoma  of  the  right  labium  majus, 
a small  focus  of  grade  II  squamous  cell 
carcinoma,  and  an  area  of  leukoplakia  of 
the  left  labium  majus.  Neither  the  pa- 
tient’s history  nor  the  clinical  record  indi- 
cates the  duration  of  these  lesions.  Prior 
to  the  surgical  procedure  she  was  given 
systemic  adrenal  steroids  which  were  ta- 
pered postopera tively.  In  March,  1965, 
she  was  admitted  to  The  New  York  Hospi- 
tal for  bilateral  lens  extraction  for  subcap- 
sular  cataracts  and  in  April,  1965,  was  seen 
in  dermatologic  consultation  by  the  author. 

On  physical  examination,  the  patient  was 
a generally  emaciated  white  female  with  an 
expressionless  face.  She  had  dry,  brit- 
tle, lusterless,  fractured,  and  disheveled 
frontal  hair.  There  was  atrophy  of  the 
margin  of  the  tongue  and  flattening  of  the 
papillae.  On  the  scalp,  face,  neck,  upper 
extremities,  and  anterior  side  of  the  chest 
were  found  three  types  of  various-sized 
lesions:  some  were  macular,  slightly  ery- 
thematous, finely  scaling  with  irregular 
borders  and  follicular  plugs;  others  were 
irregularly  annular  areas  of  hypopigmented 
to  vitiliginous  maculae  (Fig.  1A);  and  some 
lesions  on  the  arms,  forearms,  and  an- 
terior side  of  the  chest  were  dull  red,  oval, 
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FIGURE  1.  (A)  Lesions  of  anterior  neck  area  showing  vitiliginous  patches  and  erythematous,  finely 
scaling  patches  with  irregular  borders  and  follicular  plugging.  (B)  Close-up  view  of  dull  red,  oval,  plateau- 
like, verrucose  plaque  on  right  forearm. 


plateau-like  verrucose  plaques  with  in- 
durated, erythematous  borders  (Fig.  IB). 
The  fingertips  were  shortened,  tapered, 
and  atrophied  with  minimal  tightening  of 
the  overlying  skin.  The  liver  was  palpa- 
ble 3 fingerbreadths  below  the  right  costal 
margin.  Blood  pressure  was  90/70  mm. 
Hg. 

Laboratory  findings  were  as  follows: 
hematocrit  32,  erythrocyte  sedimentation 
rate  27/10  per  hour,  white  blood  count  7.5 
cubic  millimeters;  serologic  test  for  syphilis 
gave  negative  findings;  repeated  urinalyses 
and  specific  gravity  never  above  1.010  and 
intermittent  proteinuria;  direct  Coombs’ 
test  gave  positive  findings;  indirect  Coombs’ 
test  gave  negative  findings;  latex  fixation 
4 plus;  L.E.  slide  agglutination  strongly, 
positive;  antinuclear  antibodies-comple- 
ment  fixation  test  strongly  positive;  des- 
oxyribose  nucleic  acid  precipitation  test 
negative;  desoxyribose  nucleic  acid  skin 
test,  negative;  and  total  protein  5.5  Gm., 
albumin  2.8  Gm.,  globulin  2.7  Gm.; 
carotene  15  micrograms;  serum  iron  69 
micrograms,  and  total  iron-binding  ca- 
pacityllO  micrograms  per  100  ml.;  and  D- 
xylose  3.2  Gm. 

The  electrocardiogram  demonstrated  S-T 
segment  and  T-wave  abnormalities  consist- 
ent with  a healed  myocardial  infarction 
or  scleroderma. 


X-ray  films  of  the  chest  showed  fibrotic 
reaction  of  the  lower  lobes.  Flexion  de- 
formity of  fingers  and  erosion  and  bony 
demineralization  of  the  terminal  phalanges 
were  seen  on  films  of  the  hands.  The 
esophagram  and  gastrointestinal  series 
revealed  diminished  peristalsis;  marked 
dilatation  of  the  esophagus,  duodenum, 
and  jejunum;  and  paralysis  of  the  ileum. 
Esophageal  and  small-intestinal  biopsies 
showed  microscopically  subtotal  atrophy 
of  the  mucosa  with  submucosal  fibrosis. 

A skin  biopsy  from  a verrucose  plaque 
on  the  right  forearm  demonstrated  marked 
hyperkeratosis,  follicular  plugging,  and 
intermittent  verrucose  acanthosis  of  the 
epidermis  with  areas  of  pseudoepithelio- 
matous  hyperplasia  and  invasion  sug- 
gestive of  premalignant  condition  (kerato- 
acanthoma-like);  there  also  was  spotty 
liquescent  degeneration  of  the  basal  layer 
and  basophilic  degeneration  of  the  collagen 
with  a patchy,  chiefly  perivascular,  lym- 
phocytic infiltrate  in  the  dermis  (Fig.  2). 

From  a macular  lesion  of  the  left  side 
of  the  neck  which  was  clinically  consistent 
with  “burned-out”  chronic  discoid  L.E., 
the  microscopic  examination  showed  hyper- 
keratosis and  irregular  acanthosis  of  the 
epidermis;  spotty  liquescent  degeneration 
of  the  basal  layer;  increased  pigmentation 
in  the  melanophores  of  the  upper  cutis; 
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FIGURE  2.  Biopsy  from  verrucose  lesion  demon- 
strates hyperkeratosis,  follicular  plugging,  and 
intermittent  areas  of  pseudoepitheliomatous  hy- 
perplasia and  invasion  suggestive  of  premalignant 
condition  (keratoacanthoma-like);  spotty  liques- 
cent degeneration  of  basal  layer;  and  basophilic 
degeneration  of  collagen  with  patchy,  chiefly  peri- 
vascular, and  lymphocytic  infiltrate  in  dermis. 


and  basophilic  degeneration  of  the  collagen 
with  a patchy,  perivascular  infiltrate  in 
the  dermis. 

These  findings  were  considered  con- 
sistent with  discoid  lupus  erythematosus. 

Comment 

The  patient’s  first  evidence  of  disease 
was  the  appearance  thirteen  years  ago  of 
“vitiliginous  spots”  on  her  face  and  neck, 
part  of  which  repigmented.  On  physical 
examination  macular  areas  of  hypopig- 
mentation  were  seen.  Beigelman,  Goldner, 
and  Bayles  in  1953 17  reported  15  cases 
of  progressive  systemic  sclerosis,  6 with 
areas  of  vitiligo  and  10  with  areas  of 
hyperpigmentation;  Tuffanelli  and  Winkel- 
mannw  consider  pigmentary  changes  as 
useful  findings  in  differentiating  acro- 
sclerosis  from  dermatomyositis  and  lupus 
erythematosus.  So-called  lupus  hair,  sim- 
ilar to  that  evident  in  this  patient,  was 
first  described  by  Armas-Cruz19  and  re- 
cently emphasized  by  Tuffanelli  and 
Dubois.20  Vasospastic  phenomenon  of 
fingertips  has  been  associated  with  many 
diseases  of  the  “auto-immune”  group.21'  22 
On  the  basis  of  the  patient’s  other  pro- 
gressive symptoms,  a diagnosis  of  pro- 
gressive systemic  sclerosis  of  the  acro- 
sclerotic  type  according  to  the  classification 
of  Tuffanelli  and  Winkelmann18  23  was 
made.  Involvement  includes  the  eyes, 


cardiopulmonary  system,  bone,  kidney 
(possibly),  and  gastrointestinal  tract  with 
malabsorption  syndrome.  Verrucose 
plaques  have  been  reported  consistent  with 
chronic  discoid  L.E.  and  are  known  to  have 
the  possibility  of  developing  into  basal  cell 
carcinoma  or  more  commonly  into  squa- 
mous cell  carcinoma.21'  24  The  patient 
had  bilateral  vulvectomy  and  groin  dis- 
section for  squamous  cell  carcinoma  of  the 
right  and  left  labium  majus  and  leuko- 
plakia of  the  left  labium  majus.  It  cannot 
be  documented  whether  the  neoplasms 
developed  on  previous  sites  of  lesions  of 
chronic  discoid  L.E.  or  leukoplakia.  In- 
creased incidence  of  neoplasia  with  pro- 
gressive systemic  sclerosis  as  well  as 
other  “auto-immune”  diseases  such  as 
dermatomyositis,  systemic  L.E.,  and  poly- 
arteritis nodosa,  have  been  reported.25 
Many  reports  point  out  that  the  L.E.  cell 
test,  as  well  as  other  serologic  tests  in- 
cluding those  for  hemagglutinins,  such  as 
the  desoxyribose  nucleic  acid  precipitation 
test,  when  showing  positive  results,  are 
nonspecific  although  supportive  for  dis- 
eases of  the  “auto-immune”  group.8  22'  26-29 
From  available  clinical,  physical,  and 
laboratory  findings,  it  cannot  be  deter- 
mined if  systemic  L.E.  is  present. 

The  manifestations  of  the  “collagen,” 
“collagen-vascular,”  or  “auto-immune”  dis- 
eases seen  in  this  patient  add  support  to 
the  point  of  view  that  these  are  part  of  a 
spectrum  of  disease  processes.  The  added 
neoplasia  may  be  fortuitous  or  could  open 
another  channel  of  speculation  about  the 
immunologic  aspects  of  carcinoma  in  hosts 
with  aberrant  immunologic  responses. 
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will  most  affect  man’s  future.  In  our  country, 
close  to  50  per  cent  of  our  water  is  used  for 
irrigation,  while  40  per  cent  is  taken  up  by 
industry.  The  latter  fact  is  not  surprising 
when  one  learns  that  it  takes  770  gallons  of 
water  to  refine  one  barrel  of  petroleum,  65,000 
gallons  to  produce  a ton  of  steel,  and  250  tons  of 
water  to  make  one  ton  of  paper. 

The  generation  of  electricity  is  also  a great 
consumer  of  water,  since  for  each  ton  of  coal 
burned  in  a steam-power  plant,  600  to  1,000 
tons  of  water  are  required.  The  fact  that  we 
are  largely  a nation  of  meat-eaters  has  a signifi- 
cant effect  on  our  agricultural  use  of  water, 
since  it  takes  3,000  gallons  of  water  to  produce 
just  1 pound  of  beef. 
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in  records 

of  newborn  babies  have  come  to  light  in  a 
study  conducted  by  the  Empire  State  Med- 
ical, Scientific  and  Educational  Foundation, 
Inc.  The  most  frequent  shortcoming  ob- 
served in  48  per  cent  of  the  records  re- 
viewed was  the  total  lack  of  medical  orders 
for  the  newborn  child.  The  study  also 
revealed  a general  lack  of  record  keeping  for 
the  newborn  infant,  particularly  in  the 
smaller  hospitals.  These  findings  were  a 
side  light  of  a continuing  medical  audit 
program  that  dates  back  to  1963  when  the 
New  York  State  Legislature  passed  amend- 
ment 206  (j)  of  the  Public  Health  Law 
which  charged  the  state  commissioner  of 
health  with  the  conduct  of  medical  audits. 
The  Medical  Society  of  the  State  of  New 
York  and  the  State  of  New  York  Depart- 
ment of  Health  cosponsored  a project  to 
develop  methods  of  evaluating  the  quality 
of  medical  care  rendered  by  physicians 
in  the  hospitals  of  the  State.  The  project 
was  placed  with  the  Empire  State  Medical, 
Scientific  and  Educational  Foundation,  Inc. 


First  study 

The  first  study*  involved  mothers  and 
newborn  infants  admitted  to  hospitals 
in  the  Rochester  Service  Region  in  1963, 
an  11 -county  area  in  the  west  central  por- 
tion of  the  State  extending  from  Lake 
Ontario  to  the  Southern  Tier  and  with  a 
total  population  of  1.1  million  people. 

This  study  was  initiated  in  fall,  1964, 
and  because  of  many  complex  factors 
was  not  completed  until  December,  1966. 
Factors  such  as  obtaining  the  support  of 
the  county  and  district  medical  societies, 
the  voluntary  participation  of  all  29  short- 
term general  hospitals’  medical  and  ad- 
ministrative staffs,  developing  a data  col- 
lection and  analysis  system,  and  recruiting 
30  practicing  obstetricians  and  30  practic- 
ing pediatricians  to  evaluate  the  quality  of 
medical  care  rendered  to  1 ,258  mothers  and 
1,198  newborn  infants  for  a total  of  more 
than  5,000  separate  clinical  evaluations 
were  a few  of  the  many  problems. 

In  the  Rochester  region  there  were  29 
short-term  general  hospitals  with  obstetric 
services. 

Fifteen  of  these  hospitals  had  a total  bed 
capacity  of  25  to  73,  classified  as  small;  six 
hospitals  had  capacities  of  93  to  136  beds, 
classified  as  medium;  and  eight  hospitals 
had  bed  capacities  of  212  to  701,  classified 
as  large. 

All  hospitals  cooperated  in  the  study  on  a 
voluntary  basis. 

The  study  was  designed  to  appraise  the 
quality  of  obstetric  and  pediatric  care,  using 
the  peer  judgment  method.  Six  major 
obstetric  complications  (stillbirths,  neo- 
natal deaths,  primary  cesarean  sections, 
preeclampsia,  breech  extractions,  and  pla- 
centa praevia)  and  a small  sample  of  un- 
complicated deliveries  were  selected  for  re- 
view. 

* Trainor,  P.  E.:  Rochester  region  perinatal  study.  New 
York  State  J.  Med.  67:  1205  (May  1)  1967. 
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FIGURE  2.  Medical  orders. 


FIGURE  1.  Separate  infant  record. 


Evaluation 

The  medical  record  format  as  well  as 
chart  quality  was  evaluated  independently 
by  our  staff  medical  record  librarian.  Each 
record  was  judged  by  criteria  that  included 
(1)  separate  infant  record,  (2)  medical 
orders,  (3)  written  diagnosis  on  the  face 
sheet,  (4)  agreement  of  written  diagnosis 
with  the  coded  diagnosis,  (5)  agreement  of 
written  diagnosis  with  autopsy  diagnosis, 
and  (6)  first  dated  medical  entry.  Medical 
orders  are  defined  as  medical  orders  either 
individually  written,  mimeographed  stand- 
ing orders  signed  by  the  physician,  or  oral 
orders.  No  written  diagnosis  meant  either 
no  diagnosis  written,  an  incomplete  diagno- 
sis, or  an  incorrect  diagnosis.  Only  major 
discrepancies  in  diagnosis  recording  and 
coding  were  considered  as  incomplete  or  in- 
correct. Dated  medical  entry  refers  to  the 
first  entry:  either  admission  physical, 

progress  note,  or  medical  orders.  This  re- 
port is  based  on  high  lights  of  the  chart 
quality  evaluation,  and  the  results  are  re- 
ported by  hospital  size  groupings  of  small, 
medium,  and  large.  The  evaluation  of  the 
quality  of  medical  care  rendered  is  not  in- 
cluded in  this  report. 

Record  review 

The  per  cent  of  cases  with  separate  infant 
records  by  hospital  size  is  illustrated  in 
Figure  1. 

A total  of  471  records  was  reviewed  from 
15  small  hospitals.  Reviewers  found  that 
345  cases  or  73.2  per  cent  had  separate  in- 
fant’s records.  In  126  records  the  infant’s 
record  was  included  as  a part  of  the 
mother’s  chart.  All  of  these  126  records 
originated  in  four  hospitals.  The  charts 
from  two  of  these  hospitals  had  no  medical 
orders,  very  few,  if  any,  progress  notes,  and 


FIGURE  3.  Written  diagnosis  on  face  sheet. 


very  few  initial  and/or  discharge  examina- 
tion notes.  In  another  of  these  hospitals 
the  only  infant  record  was  a single  graphic 
sheet  which  contained  minimal  clinical  in- 
formation. In  the  fourth  hospital  the 
baby’s  record  was  mixed  in  the  middle  of 
the  mother’s  record,  and  there  was  no  place 
to  record  the  baby’s  diagnosis — nor  was  it 
recorded. 

Of  a total  of  249  cases,  248  or  99.6  per 
cent,  from  the  six  medium-sized  hospitals 
surveyed,  had  a separate  infant  record. 

Of  a total  of  478  cases,  476  or  99.6  per 
cent,  cases  at  the  eight  large  hospitals  had 
separate  records  for  the  baby. 

The  per  cent  of  cases  with  medical  orders 
by  hospital  size  is  illustrated  in  Figure  2. 

Of  the  471  total  infant  records  from  the 
small  hospitals,  219  or  46.5  per  cent,  had 
medical  orders  either  written  or  noted  as 
“verbal.”  Two  hospitals  had  no  medical 
orders  at  all.  These  were  two  of  the  four 
hospitals  that  had  no  separate  infant  rec- 
ords. In  eleven  hospitals  24  to  90  per  cent 
of  each  hospital’s  cases  had  medical  orders 
present.  Only  2 of  the  15  small  hospitals 
had  medical  orders  for  all  charts  reviewed. 

Only  109  cases  out  of  a total  of  249  from 
the  medium-size  hospitals,  or  43.8  per  cent, 
had  medical  orders. 

Of  a total  of  478  records  from  the  large- 
size  hospitals,  302  or  63.2  per  cent,  had 
medical  orders. 

The  per  cent  of  cases  with  written  diagno- 
sis on  face  sheet  by  hospital  size  is  illus- 
trated in  Figure  3. 
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HOSPITAL  SIZE 

FIGURE  4.  Written  diagnosis  in  agreement  with 
coded  diagnosis. 


Two  of  the  15  small  hospitals  had  no 
written  diagnoses  on  any  face  sheets;  a 
third  hospital  had  no  written  diagnosis  for 

42.2  per  cent  of  its  records.  These  three 
hospitals  also  had  no  infant  record,  nor  was 
the  infant’s  diagnosis  written  on  the  face 
sheet  of  the  mother’s  record.  Only  1 case 
from  the  remaining  12  hospitals  lacked  a 
written  diagnosis  on  the  face  sheet.  Eighty- 
three  per  cent  of  the  total  cases  in  the  small 
hospitals  did,  however,  have  a written  diag- 
nosis on  the  face  sheet. 

Two  hundred  forty-eight  cases  out  of  a 
total  of  249  from  the  medium-size  hospi- 
tals, or  99.6  per  cent,  had  a written  diagno- 
sis on  the  face  sheet. 

Two  hundred  forty-six  of  the  248  cases,  or 

99.3  per  cent,  from  the  large-size  hospitals 
had  written  diagnosis  on  the  face  sheet. 

The  per  cent  of  cases  in  agreement  be- 
tween written  and  coded  diagnosis  by 
hospital  size  is  illustrated  in  Figure  4. 

Two  of  the  small  hospitals  had  no  infant 
diagnoses,  either  written  or  coded.  At  the 
remaining  13  small  hospitals,  there  was  90.2 
per  cent  agreement  between  the  written  and 
coded  diagnosis.  Four  hospitals  had  100 
per  cent  agreement,  eight  had  85  to  98  per 
cent  agreement,  and  one  had  only  33.3  per 
cent  agreement  between  the  written  and 
coded  diagnosis.  There  was  a 77.3  per  cent 
agreement  between  written  and  coded  diag- 
nosis for  all  cases  in  the  small  hospitals. 

Two  hundred  thirty-seven  of  249  total 
cases  from  the  medium-size  hospitals,  or 
95.2  per  cent,  were  in  agreement  in  the 
comparison  of  written  and  coded  diagnoses. 

There  was  agreement  in  434  out  of  the 
478  cases  from  the  large-size  hospitals,  or 

90.4  per  cent,  between  written  and  coded 
diagnosis.  For  various  hospitals  the  per 
cent  of  agreement  varied  from  74  to  98  per 
cent. 


FIGURE  5.  Agreement  between  written  and 
autopsy  diagnosis. 


FIGURE  6.  Dated  first  medical  entry. 


The  per  cent  of  cases  in  agreement  be- 
tween written  and  autopsy  diagnosis  by 
hospital  size  is  illustrated  in  Figure  5. 

Of  the  18  infants  autopsied  in  small-size 
hospitals,  there  was  agreement  between  the 
written  and  autopsy  diagnoses  in  14,  or  77.7 
per  cent,  of  the  cases. 

Of  the  13  infants  autopsied  in  medium- 
size  hospitals,  there  was  agreement  in  11,  or 
84.6  per  cent,  between  the  written  and 
autopsy  diagnosis. 

Of  the  47  infants  autopsied  in  large-size 
hospitals,  there  was  agreement  between  the 
written  and  autopsy  diagnosis  in  33,  or  70.2 
per  cent,  of  the  cases. 

The  per  cent  of  cases  with  dated  first 
medical  entry  by  hospital  size  is  illustrated 
in  Figure  6. 

Three  hundred  eighty-six  out  of  471  cases 
from  small-size  hospitals,  or  81.9  per  cent, 
had  a dated  first  medical  entry.  Three 
hundred  thirty-seven  of  the  386  cases  were 
dated  within  the  first  day  of  life  of  the  in- 
fant, and  49  were  dated  when  the  infant  was 
two  or  more  days  old. 

Two  hundred  fourteen  of  the  249  cases 
from  medium-size  hospitals,  or  85.9  per 
cent,  had  a dated  first  medical  entry,  200  of 
the  214  cases  were  dated  within  the  first  day 
of  life  of  the  infant,  and  14  were  dated  when 
the  infant  was  two  or  more  days  old. 

Two  hundred  seventy-six  out  of  478  total 
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cases  from  the  large-size  hospitals,  or  57.7 
per  cent,  had  a dated  first  medical  entry. 
Two  hundred  twenty-four  of  the  276  cases 
were  dated  within  the  first  day  of  life  of  the 
infant,  and  52  cases  were  dated  when  the  in- 
fant was  two  or  more  days  old. 

Comment 

Three  major  deficiencies  that  were  found 
in  all  the  hospitals  regardless  of  size  were 
(1)  the  lack  of  medical  orders,  (2)  lack  of 
dates  on  medical  notes,  and  (3)  of  those  first 
medical  notes  which  were  dated,  a delay  of 
two  days  or  more  between  the  time  of  birth 
and  the  date  of  the  note.  Also  four  of  the 
29  hospitals  did  not  keep  a separate  record 
for  the  infant.  These  hospitals,  all  small 
ones,  lacked,  either  entirely  or  in  part,  prog- 


Asymptomatic patient 
with  gallstones 

In  a study  designed  to  gather  data  on  the 
mortality  and  morbidity  rates,  both  early  and 
late,  associated  with  the  removal  of  silent  gall- 
stones, B.  P.  Colcock,  M.D.,  R.  P.  Killen,  M.D., 
and  N.  G.  Leach,  M.D.,  writing  in  a recent  issue 
of  American  Journal  of  Surgery,  review  134 
patients  with  cholelithiasis  in  whom  there 
were  no  symptoms  referable  to  the  biliary  tract 
but  who  underwent  cholecystectomy.  Indica- 
tive of  the  rarity  of  asypmtomatic  cholelithia- 
sis is  the  fact  that  these  134  patients  represented 
an  incidence  of  only  about  4 per  cent  of  the 
total  number  of  cases  operated  on  over  an  eight- 
year  period.  Of  the  134  patients  only  15  (11 
per  cent)  had  common  duct  exploration,  and  no 
common  duct  stones  were  found  in  any,  suggest- 
ing that  early  surgery,  while  the  patient  is  still 
asymptomatic,  may  reduce  the  incidence  of 
common  duct  disease.  By  way  of  contrast,  of 
the  2,978  symptomatic  patients  the  common 


ress  notes,  admission  and  discharge  sum- 
maries, and  either  written  or  coded  diagno- 
sis or  both. 

Conclusion 

Item  C-4,  section  734.3,  of  the  State 
Hospital  Code  of  1966,  states  that  “every 
hospital  having  maternity  and  newborn 
services  shall  keep  records  of  each  maternity 
patient  and  infant,  including  admission, 
progress  and  discharge  notes,  medical 
orders,  results  of  tests  and  examinations.” 

Cooperation  of  hospital  administrators 
has  been  exemplary  in  implementing  hos- 
pital code  procedures.  It  has  been  in  keep- 
ing with  a long  tradition  of  improving  pa- 
tient care.  There  is  no  better  place  to 
continue  such  a tradition  than  in  the  hos- 
pital’s maternity  service  where  life  begins. 


duct  was  explored  in  28.6  per  cent  and  stones 
were  found  in  9 per  cent.  There  was  1 post- 
operative death  (0.7  per  cent),  and  no  post- 
operative complications  were  related  to  the 
operation.  Thus  it  was  concluded  that  choleli- 
thiasis, even  without  symptoms,  is  an  indication 
for  surgery  unless  there  are  strong  contraindica- 
tions. 

Many  patients  were  seen  for  primary  disease 
in  other  systems  or  were  referred  from  elsewhere. 
Most  were  examined  because  of  abdominal 
symptoms.  Roentgenographic  evidence  of  chole- 
lithiasis was  present  in  114.  In  the  other  20 
patients,  the  diagnosis  was  made  at  celiotomy 
performed  for  other  conditions,  including  aortic 
aneurysm,  regional  enteritis,  and  uterine  fibroma. 
Oral  cholecystography  accounted  for  98  diagno- 
ses. In  34,  cholecystograms  were  not  taken,  since 
the  gallstones  were  evident  on  some  other  study. 
By  cholecystography  and  intravenous  cholangi- 
ography, the  gallbladder  was  visualized  in  87 
patients  (65  percent).  Of  these,  71  had  multiple 
stones  and  16  simple  stones.  In  13  the  gall- 
bladder could  not  be  visualized  by  oral  chole- 
cystography or  intravenous  cholangiography. 
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Chaff  from  the  Bedside  Table  of  an  Insomniac.  VII. 


Message  out  of  Albany  intercepted  and  de- 
coded by  our  private  operative: 

Honestly  we  must  confess 
Medicaid’s  a helluva  mess. 

* * * 

Imagine  the  predicament  of  an  instructor  in 
economics,  some  fifty  years  from  now,  attempt- 
ing to  explain  to  his  class  why  the  fiscal  criterion 
for  medical  indigency  in  the  years  1966  and 
1967  was  $3,800  in  California,  $4,000  in  Pennsyl- 
vania, but  $6,000,  after  taxes,  in  New  York. 

* * * 

Recently  the  Supreme  Court  of  the  United 
States  felt  it  incumbent  to  emphasize  a basic 
principle  of  English  Common  Law,  namely  that 
an  accused  criminal  is  presumed  innocent  until 
proved  guilty;  and  to  implement  this  decision, 
they  laid  down  certain  “rules  of  the  road”  to 
cover  the  process  of  interrogation,  as  well  as 
definite  strictures  dealing  with  legal  representa- 
tion, and  specified  rigid  criteria  as  to  the  validity 
of  confessions  by  the  accused. 

There  is  no  desire  here  to  disparage  this  con- 
cern for  the  rights  of  the  accused  criminal,  but 
one  can’t  help  wishing  someone  would  become 
interested  in  the  plight  of  the  law-abiding  citizen 
in  his  relationship  to  the  various  government 
bureaus,  whether  local,  state,  or  Federal.  Once 
involved,  be  it  parking  charges  for  a stolen 
automobile  stashed  in  a municipal  garage,  the 
packaging  of  milk  in  a container  different  from 
that  specified,  or  a legitimate  deduction  on  an 
income  tax  return,  one  soon  learns  that  the 
government  bureau  involved  is  the  accuser,  the 
investigator,  the  judge,  and  the  jury.  There  is  no 
such  nonsense  as  a presumption  of  innocence; 
rather  the  presumption  is  that  of  guilt,  and  it 
devolves  on  the  accused  to  prove  his  innocence 
and  not  on  the  bureau  to  prove  his  guilt. 
One  must  not  only  prove  innocence,  but  also  do 
it  in  the  method  prescribed  by  the  bureau. 

For  example,  suppose  the  police  have  reason 
to  believe  either  through  secret  information, 
or  tangible  clue,  or  methodology  that  a certain 
safe  cracker  was  the  perpetrator  of  a criminal 
act;  however,  the  accused  claims  that  at  the 
time  of  the  crime  he  was  outside  the  area  attend- 
ing the  “International  Convention  of  Safe 
Makers  and  Security  Devices”;  whereupon  the 
police  and  the  prosecution  must  investigate  to 
prove  or  disprove  his  alibi. 

In  contrast,  assume  a business  man  or  a 
professional  worker  claims  as  a deduction  the 
expense  of  attending  the  annual  meeting  of  his 
occupational  group.  The  meeting  is  a regular 


one  and  not  a postconvention  tour  or  a meeting 
on  some  luxury  cruiser,  so  there  is  no  question 
as  to  its  legitimacy.  The  Internal  Revenue 
Service  decides  to  disallow  it,  giving  as  their 
reason  a lack  of  proof.  Here,  there  is  no  such 
nonsense  as  a presumption  of  innocence  and  no 
duty  of  the  accuser  to  prove  the  contention  of 
guilt;  instead,  the  burden  of  proof  falls  on  the 
accused,  and  not  only  that,  it  must  be  proof 
within  the  limits  circumscribed  by  the  accuser. 
For  instance,  you  might  produce  a cancelled 
check  of  payment  to  the  hotel  only  to  be  told 
that  it  is  not  acceptable  proof;  or  you  can  pro- 
duce written  affidavits  from  the  executive  officer 
of  the  organization  certifying  you  actually 
attended  and  participated  in  the  meeting,  but 
this  is  not  acceptable.  You  must  produce  the 
itemized  hotel  bill.  It  probably  will  never  be 
any  different;  yet  somehow  one  wishes  that 
somewhere  between  marriages  and  celebration 
of  eightieth  birthdays,  the  highest  tribunal 
could  find  time  to  protect  the  rights  of  the  non- 
criminal and  law-abiding  citizenry  of  these 
United  States  of  America. 

* * * 

Every  year  my  friends  from  the  faculty  and 
administration  groups  of  our  universities  boast 
of  the  higher  degree  of  ability,  motivation,  knowl- 
edge, and  maturity  of  today’s  student  bodies  as 
compared  with  the  past;  and  they  just  about 
have  me  sold,  when  along  comes  Easter  Week 
and  Fort  Lauderdale. 

* * * 

Could  it  be  that  the  time  has  come  when  we 
should  stop  thinking  of  ourselves  as  Hawks  or 
Doves  and  start  thinking  of  ourselves  as  Eagles? 
* * * 

While  browsing  through  a medical  newspaper 
recently,  I came  across  an  article  summary 
which  stated  that  research  had  determined  that 
the  peak  of  male  hormone  production  takes 
place  during  the  early  hours  of  the  day.  I 
always  knew  that  in  these  days  of  scientific 
progress  and  basic  research  someone  would 
come  up  with  a reason  for  mornings. 

* * * 

Everyone  sees  the  world  about  him  from  an 
observation  tower  of  his  own  self-interest;  it  is  a 
view  often  distorted  by  past  experiences  and 
undoubtedly  colored  by  his  own  desires.  So 
it  is  understandable  that  many  medical  special- 
ists, particularly  those  who  are  academically 
oriented,  plead  for  changes  in  our  present  medi- 
cal curriculum  to  provide  more  time  and  atten- 
tion to  the  teaching  of  their  own  specialties. 
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Therefore,  it  is  with  full  realization  of  some 
degree  of  personal  bias  that  I still  have  the 
temerity  to  offer  to  the  medical  schools  of  the 
United  States  my  opinion  of  what  I consider  a 
must  for  the  preparation  of  today’s  medical 
school  student  to  practice  present-day  medicine: 
a course  in  simple  bookkeeping  and  contract 
law.  Let’s  not  kid  ourselves:  The  practice  of 

medicine  has  fallen  under  the  domination  of  the 
man  with  the  pencil  and  the  adding  machine; 
fees  depend  not  on  the  service  rendered  but  on 
the  provisions  of  the  contract  both  small  and 
large  print;  and  as  the  programs  grow  larger 
and  more  centralized  there  is  less  and  less 
flexibility  and  nothing  left  but  the  rigidity  of  legal 
phraseology. 

* * * 

A recent  published  report  states  that  the 
psychiatric  casualties  in  World  War  II  were 


about  105  per  thousand  men,  in  the  Korean  War 
they  were  55  per  thousand,  and  in  Viet  Nam 
they  are  15  per  thousand.  The  reason  for  this 
significant  decline  is  said  to  be  Secretary  McNa- 
mara’s ruling  that  limits  the  period  of  service 
in  the  Viet  Nam  Sector  to  one  year  for  every 
combatant. 

I would  not  presume  to  question  the  conclu- 
sion that  the  low  incidence  of  psychiatric  casual- 
ties may  be  due  to  the  definitive  limitation  of  the 
period  of  service,  but  must  admit  the  thought 
has  occurred  to  me  that  at  least  a contributory 
cause  is  that  most  of  the  potential  psychiatric 
problems  seem  to  be  over  here,  parading  with 
placards  bearing  treasonable  or  obscene  state- 
ments, burning  draft  cards  or  American  flags, 
and  preaching  sedition  between  nervous  break- 
downs. 

WRC 


Patient  cooperation 
in  taking  medicines 


Multiple  urine  tests  for  a period  of  six  months 
indicated  that  15  out  of  50  outpatients  (30  per 
cent)  supposed  to  be  getting  isoniazid  and  14 
of  33  (42  per  cent)  in  those  supposed  to  be 
also  getting  aminosalicylic  acid  were  uncooper- 
ative. R.  A.  Maddock,  Jr.,  M.D.,  recently 
writing  in  the  J.A.M.A.,  says  that  in  this  era 
of  potent  and  dangerous  drugs,  patient  relia- 
bility becomes  particularly  important.  In  this 
group  of  patients  for  whom  both  drugs  were 
prescribed,  more  omitted  taking  aminosalicylic 
acid,  even  though  both  were  apparently  equally 
acceptable.  In  all  attempts  to  evaluate  patient 
cooperation,  the  hazards  are  thus  demonstrated 
in  relying  on  such  evidence  as  clinic  attendance, 
prescription  pickup  data,  and  response  to 
therapy. 

The  50  patients  involved  in  this  study  were 
all  from  the  outpatient  department.  There 
were  20  men  and  30  women  ranging  in  age  from 


seventeen  to  seventy-eight;  45  were  Negro 
and  5 white.  Instruction  for  taking  the  medi- 
cines was  understood  perfectly  by  90  per  cent. 
All  were  receiving  prescriptions  for  isoniazid, 
and  33  were  supposed  to  be  taking  aminosalicylic 
acid  as  well.  For  each  patient  3 or  more  uri- 
nary samples  were  collected  over  a six-month  pe- 
riod, but  the  patient  did  not  know  that  the 
urine  was  tested  for  drugs.  At  the  end  of  the 
study,  clinical  tests  were  used  to  determine 
whether  any  of  these  factors  correlated  with 
cooperation  or  lack  of  it. 

The  study  could  show  no  relationship  between 
noncooperation  in  taking  medicine  and  environ- 
mental, educational,  and  socioeconomic  factors. 
The  problem  is  also  complicated  by  the  demon- 
strated fact  that  patients  will  cooperate  in 
taking  one  drug  while  they  are  uncooperative 
about  another.  Some  authors  have  shown  the 
tendency  of  some  patients  to  become  progres- 
sively less  cooperative  about  taking  medicines 
during  a long  course  in  therapy.  In  patients 
on  combination  therapy,  isoniazid  was  taken 
more  faithfully  than  aminosalicylic  acid. 
This  latter  drug  was  not  given  alone,  so  single- 
drug cooperation  could  not  be  compared. 
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Malpractice  Insurance 
and  Defense 


The  following  report  to  the  Council,  presented  by  David  Kershner,  M.D.,  chairman 
of  the  Malpractice  Insurance  and  Defense  Board,  was  unanimously  approved  by 
the  Council  at  its  meeting  on  May  25,  1967,  at  the  Hotel  Lexington,  New  York  City. 

Report  of  Malpractice  Insurance  and  Defense  Board 


To  the  Council,  Gentlemen: 

In  its  annual  report,  the  Board  pointed  out 
that  a substantial  increase  in  professional  liabil- 
ity insurance  premiums  for  the  year  commencing 
September  1,  1967,  must  be  anticipated.  Be- 
cause of  the  marked  increase  required,  we  believe 
that  a detailed  explanation  of  the  reasons  there- 
for should  be  given  to  the  Council  and  to  mem- 
bers insured  in  the  State  Society  program. 

For  the  ten-year  period  1956-1965,  while 
many  revisions  were  made  on  the  basis  of  both 
county  and  specialty  experience,  the  average 
State-wide  premium  for  basic  ($5,000/$15,000) 
limits  increased  by  only  $8.00 — from  $111  in  1956 
to  $119  in  1965.  During  the  same  period,  the 
average  premium  paid  by  insured  members  in- 
creased from  $199  to  $247,  a large  part  of  which 
was  due  to  decisions  of  most  insureds  to  raise 
their  limits  of  coverage. 

As  of  the  end  of  1965,  the  Company  noted  an 
upward  trend  in  loss  experience  of  such  severity 
that  an  over-all  increase  of  25  per  cent  in  total 
premium  income  seemed  to  be  warranted.  In 
order  to  modify  the  effect  of  such  a large  in- 
crease, and  also  in  the  hope  of  some  improve- 
ment in  the  near  future,  only  one  half  of  the  in- 
dicated increase  was  made.  Instead  of  an  im- 
provement, a further  deterioration  during  1966 
was  noted,  adversely  affecting  nearly  all  past 
policy  years  including  the  few  that  had  previ- 
ously shown  an  acceptable  loss  ratio. 

While  it  is  possible  that  the  experience  of  more 
recent  years  will  improve  should  outstanding 
cases  be  closed  for  less  than  present  reserves,  it 
is  apparent  that  the  older  policy  years  have  re- 
sulted in  losses  to  the  Company  even  when  re- 
serves are  not  taken  into  account.  This  means 
that  losses  as  they  developed  from  year  to  year 
were  greater  than  those  anticipated  at  the  time 
premium  rates  were  computed. 

The  following  comparison  of  the  cost  of  closed 
cases  during  the  past  few  years  illustrates  the 
marked  trend  toward  higher  disposal  costs. 
These  figures  are  the  result  of  dividing  the  total 
cost  of  all  closed  cases  during  the  year  shown  by 
the  number  of  suits  closed  plus  the  number  of 
claims  settled,  thus  eliminating  reported  events 


that  did  not  develop  into  suits  or  claims,  as  well 
as  claims  that  were  closed  with  no  payment  to 
the  claimant.  The  figures  are  as  follows: 

1963  $4,740 

1964  5,760 

1965  6,790 

1966  8,810 

The  simplest  answer  to  why  closing  costs  have 
increased  is  inflation.  A survey  of  suits  closed 
during  1966  shows  that  the  policy  year  in  which 
the  alleged  malpractice  occurred  preceded  the 
year  of  closing  by  an  average  of  more  than  five 
years.  This  means  that  premium  rates,  if  they 
are  to  be  adequate,  must  take  into  account 
future  inflation,  which  it  is  generally  conceded 
will  amount  to  from  3 to  5 per  cent  a year,  pro- 
vided it  is  kept  within  “acceptable”  limits. 

In  addition  to  payments  for  pain  and  suffering 
and  for  lost  wages,  both  of  which  are  increased 
by  inflation,  a jury  verdict  or  settlement  demand 
includes  the  cost  of  doctor  and  hospital  bills, 
whether  or  not  these  have  been  paid  by  the 
plaintiff.  These  costs  too  are  subject  to  infla- 
tion. An  article  in  the  AM  A News  of  March  20, 
1967,  states  that  hospital  daily  charges  during 
1966  increased  16.5  per  cent  and  that  the  aver- 
age annual  increase  from  1960  to  1965  was  5.8 
per  cent. 

Based  on  the  loss  experience  of  the  last  three 
expired  policy  years,  an  over-all  rate  increase  of 
30  per  cent  is  indicated.  For  the  reasons  out- 
lined above,  the  Company  feels  that  nothing  less 
than  this  is  acceptable.  Commencing  Septem- 
ber 1,  1967,  however,  the  Company  has  agreed 
to  decrease  its  expense  loading  to  a new  low  of 
20  per  cent,  which  means  that  80  cents  of  every 
premium  dollar  will  be  available  for  losses. 

Having  decided  on  the  amount  of  the  over-all 
increase,  the  next  problem  was  how  best  to  allo- 
cate the  increase  among  the  premium  classes  and 
territorial  divisions  of  the  State.  Unfortu- 
nately, the  heaviest  losses  continue  to  be  in  the 
same  specialties  and  areas  that  bore  the  brunt  of 
last  year’s  increase.  By  a formula  worked  out  by 
the  Company’s  actuaries  and  approved  by  the 
Society’s  consulting  actuary  and  the  New  York 
State  Insurance  Department,  percentage 
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TABLE  I.  Percentage  changes 


r-p  ) . 

Premium  Class 

Metro- 

politan 

Suburban 

I* 

Suburban 

lit 

Upstate 

1A 

(Otolaryngology  including  cosmetic  plastic  sur- 
gery, orthopedic  surgery,  neurosurgery) 

40 

40 

40 

40 

1 

(Anesthesiology,  surgical  specialties  other  than 
those  listed  under  1A  and  2) 

39 

27 

40 

20 

2 

(Ophthalmology,  proctology,  general  practice  in- 
cluding major  surgery) 

35 

23 

40 

16 

3 

(General  practice  including  limited  major  surgery) 

40 

32 

40 

25 

4 

(Radiology,  general  practice,  and  specialties  in- 
cluding only  minor  surgery) 

37 

25 

40 

19 

5 

(Internal  medicine,  pathology  and/or  hematology, 
pediatrics,  general  practice,  and  specialties  that 
do  not  include  surgery) 

26 

13 

40 

6 

6 

(Physical  medicine,  preventive  medicine,  public 
health,  psychiatry  and/or  neurology) 

11 

-2 

40 

-10 

* Westchester  and  Orange  Counties, 
f Suffolk,  Rockland,  Sullivan,  and  Ulster  Counties. 


TABLE  II.  Old  and  new  rates  for  $100,000/$300,000  limits 


Metropolitan — - — Suburban  I — - - — Suburban  II—'  - — Upstate — - 


Premium  Class 

Old 

New 

Old 

New 

Old 

New 

Old 

New 

1A 

$834 

$1,168 

$665 

$931 

$724 

$1,013 

$440 

$617 

1 

742 

1,029 

595 

754 

645 

902 

394 

472 

2 

454 

615 

368 

454 

400 

561 

245 

285 

3 

360 

505 

287 

380 

314 

438 

191 

239 

4 

217 

297 

185 

231 

203 

283 

117 

139 

5 

173 

217 

137 

155 

149 

209 

96 

103 

6 

129 

143 

107 

105 

117 

163 

78 

70 

Additional  Charges  ( State-wide ) 

Old 

New 

Superficial  x-ray  therapy 

$ 50 

$ 64 

Deep  and  superficial  x-ray  therapy 

80 

105 

Electroshock  therapy 

141 

183 

changes  have  been  allocated  as  shown  in  Table  I. 
This  formula  takes  into  account  the  general 
trend  toward  increased  costs  and  the  relative 
severity  of  losses  among  the  territorial  divisions 
and  premium  classes.  The  maximum  increase  is 
40  per  cent,  even  though  in  certain  instances  this 
is  less  than  that  indicated  by  losses. 

The  old  and  new  rates  for  $100,000/$300,000 


limits  of  insurance  are  shown  in  Table  II. 

The  Board  recommends  that  the  Council  ap- 
prove the  new  rate  schedule  as  proposed.* 

Respectfully  submitted, 

David  Kershner,  M.D.,  Chairman 

* Unanimously  approved  by  the  Council  on  May  25 
1967. 
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Necrology 


Walter  Palmer  Anderton,  M.D.,  of  New  York 
City,  died  on  May  16  at  Harkness  Pavilion, 
Columbia-Presbyterian  Medical  Center  at  the 
age  of  eighty-one.  Dr.  Anderton  graduated  in 
1911  from  Columbia  University  College  of 
Physicians  and  Surgeons.  He  was  a consulting 
physician  at  Knickerbocker  Hospital  and  an 
associate  attending  (inactive)  physician  at 
Presbyterian  Hospital.  From  1947  to  1951 
he  was  an  associate  clinical  professor  of  medicine 
at  Columbia  University  College  of  Physicians 
and  Surgeons.  From  1945  to  1958  he  was  sec- 
retary of  the  Medical  Society  of  the  State  of  New 
York;  and  in  1951  when  he  retired  from  active 
practice  he  became,  in  addition,  general  man- 
ager of  the  State  Medical  Society.  Dr.  Ander- 
ton was  a Diplomate  of  the  American  Board  of 
Internal  Medicine,  a Fellow  of  the  American 
College  of  Physicians,  and  a member  of  the  New 
York  Academy  of  Medicine,  the  New  York 
Gastroenterological  Society,  the  New  York 
County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Bert  W.  Brooks,  M.D.,  of  Rochester,  died  on 
May  18  at  Rochester  General  Hospital  at  the 
age  of  forty -five.  Dr.  Brooks  graduated  in 
1952  from  Jefferson  Medical  College  of  Phila- 
delphia. Since  1966  he  had  been  medical  direc- 
tor of  the  Xerox  Corporation  and  was  responsi- 
ble for  the  administration  and  development  of  an 
expanded  and  broadened  corporate  medical 
program.  Dr.  Brooks  was  a member  of  the 
Monroe  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Joseph  Jerome  Burso,  M.D.,  of  New  York 
City,  died  on  January  7 at  the  age  of  sixty-three. 
Dr.  Burso  graduated  in  1931  from  Georgetown 
University  School  of  Medicine.  He  was  a 
member  of  the  New  York  County  Medical  So- 
ciety, the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Julius  Martin  Dan,  M.D.,  of  Brooklyn,  died 
on  May  22  at  the  age  of  sixty-six.  Dr.  Dan 
graduated  in  1925  from  Long  Island  College 
Hospital.  He  was  an  attending  ophthalmologist 
at  Jewish  Chronic  Disease  Hospital  and  an  as- 
sociate attending  ophthalmologist  at  Brooklyn 
Eye  and  Ear  Hospital  and  the  New  York  Eye 
and  Ear  Infirmary.  Dr.  Dan  was  a Diplomate 
of  the  American  Board  of  Ophthalmology,  a 
Fellow  of  the  American  College  of  Surgeons,  and 
a member  of  the  American  Academy  of  Oph- 
thalmology and  Otolaryngology,  the  American 


Ophthalmological  Society,  the  New  York  So- 
ciety for  Clinical  Ophthalmology,  the  Medical 
Society  of  the  County  of  Kings,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Frank  Seymour  Davenport,  M.D.,  of  Troy, 
died  on  April  11  at  Samaritan  Hospital  at  the 
age  of  sixty- nine.  Dr.  Davenport  graduated 
in  1928  from  Harvard  University  Medical  School. 
He  was  health  officer  for  the  Towns  of  Sand  Lake 
and  Poestenkill  and  physician  for  the  Averill 
Park  Central  School  District.  During  World 
War  II  he  served  as  a captain  in  the  Army  Medi- 
cal Corps  and  took  part  in  the  North  Africa, 
Sicily,  and  Normandy  campaigns.  He  had  also 
served  on  the  Rensselaer  County  Health  Board. 
Dr.  Davenport  was  a member  of  the  Rensselaer 
County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Charles  Joseph  Gubitose,  M.D.,  of  The 
Bronx  and  Bronxville,  died  on  May  13  at  his 
home  at  the  age  of  sixty-one.  Dr.  Gubitose 
graduated  in  1929  from  Georgetown  University 
School  of  Medicine.  He  was  an  associate  at- 
tending surgeon  at  Fordham  Hospital  and  an 
adjunct  surgeon  at  Union  Hospital  of  The  Bronx. 
Dr.  Gubitose  was  a Fellow  of  the  International 
College  of  Surgeons,  a Fellow  of  the  American 
College  of  Angiology,  and  a member  of  the 
American  Geriatrics  Society,  the  Bronx  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Morrison  LeRoy  Haviland,  M.D.,  of  Glens 
Falls,  died  on  November  27,  1966,  at  the  age  of 
eighty-three.  Dr.  Haviland  graduated  in  1902 
from  Johns  Hopkins  University  School  of  Medi- 
cine. Retired,  he  was  a member  of  the  Warren 
County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Sol  Hirsch,  M.D.,  retired,  of  The  Bronx,  died 
on  May  14  at  his  home  at  the  age  of  seventy- 
six.  Dr.  Hirsch  graduated  in  1914  from  Uni- 
versity and  Bellevue  Hospital  Medical  College. 
He  was  a member  of  the  Bronx  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Elizabeth  Wright  Hubbard,  M.D.,  of  New 

York  City,  died  on  May  22  at  her  home  at  the 
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age  of  seventy-one.  Dr.  Hubbard  graduated  in 
1921  from  Columbia  University  College  of 
Physicians  and  Surgeons.  One  of  the  first  six 
women  to  graduate  from  the  College  of  Phy- 
sicians and  Surgeons,  she  was  a former  president 
of  the  New  York  State  and  New  York  County 
Homeopathic  Medical  Societies  and  from  1959 
to  1960  was  president  of  the  American  Institute 
of  Homeopathy  and  editor  of  its  journal.  Dr. 
Hubbard  was  a member  of  the  New  Y ork  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Irving  Ostrow,  M.D.,  of  Poughkeepsie,  died 
at  Vassar  Brothers  Hospital  on  May  6 at  the 
age  of  sixty-four.  Dr.  Ostrow  graduated  in 
1930  from  Cornell  University  Medical  College. 
He  was  assistant  director  at  Hudson  River 
State  Hospital.  Dr.  Ostrow  was  a Diplomate 
of  the  American  Board  of  Otolaryngology,  a 
Diplomate  of  the  American  Board  of  Psychia- 
try and  Neurology  (Psychiatry) , and  a member 
of  the  American  Psychiatric  Association,  the 
Dutchess  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  Ameri- 
can Medical  Association. 

Louis  Allen  Parmenter,  M.D.,  of  Corinth, 
died  on  April  22  at  his  home  at  the  age  of  eighty- 
four.  Dr.  Parmenter  graduated  in  1904  from 
Cornell  University  Medical  College.  He  was  an 
honorary  member  of  the  medical  staffs  at 
Corinth  and  Saratoga  Hospitals.  He  was 


Bypass  operations  patients 
should  be  re-examined 

Patients  who  have  had  an  intestinal  bypass 
operation  to  promote  weight  loss  should  be  re- 
examined frequently,  it  was  stated  in  a recent 
issue  oiJ.A.M.A.  Complications  such  as  conges- 
tive heart  failure,  liver  degeneration,  and  other 
metabolic  disorders  have  been  observed  in  pa- 
tients and  in  laboratory  animals  following  this 
type  of  surgery. 

The  theory  behind  the  bypass  operation  is 
that  with  a shortened  small  intestine  the  body 
will  be  unable  to  absorb  some  of  the  food  it  con- 
sumes, and  that  this  will  lead  to  weight  reduc- 
tion. This  has  been  found  to  be  true  both  in 
experimental  animals  and  human  beings.  The 
bypassed  intestinal  loop,  however,  apparently 
produces  a variety  of  unpredictable  complica- 


medical director  of  the  International  Paper 
Company  for  fifty-six  years  until  his  retirement 
in  1966,  and  for  many  years  had  served  also  as 
health  officer  in  Corinth  and  physician  for  the 
Corinth  public  schools.  Dr.  Parmenter  was  a 
member  of  the  Saratoga  County  Medical  So- 
ciety, the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Robert  Skolnick,  M.D.,  of  New  York  City, 
died  on  December  26, 1966,  at  the  age  of  seventy. 
Dr.  Skolnick  graduated  in  1920  from  Uni- 
versity and  Bellevue  Hospital  Medical  College. 
He  was  a member  of  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Francis  X.  Timoney,  M.D.,  of  New  York 
City,  retired,  died  on  May  21  at  the  age  of  sixty- 
eight.  Dr.  Timoney  graduated  in  1921  from 
Fordham  University  School  of  Medicine.  He 
had  been  an  attending  surgeon  at  St.  Vincent’s 
Hospital  of  the  City  of  New  York,  St.  Clare’s 
Hospital,  and  a consulting  surgeon  at  St. 
Joseph’s  Hospital  (Yonkers).  From  1939  until 
his  retirement,  he  had  been  a police  surgeon. 
Dr.  Timoney  was  a Diplomate  of  the  American 
Board  of  Surgery,  a Fellow  of  the  American 
College  of  Surgeons,  and  a member  of  the  New 
York  Academy  of  Medicine,  the  New  York 
County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 


tions,  their  immediate  cause  as  yet  undeter- 
mined. 

Dogs  which  had  an  intestinal  section  removed 
showed  weight  loss  for  several  months,  followed 
by  a return  of  up  to  75  per  cent  of  their  original 
weight  without  complications.  This  is  an  alter- 
native surgical  method,  removing  a section  of 
the  small  intestine  rather  than  bypassing  it. 
Nutritional  deficiencies  following  this  procedure 
have  been  frequently  reported.  Dogs  which  un- 
derwent the  bypass  operation  showed  progres- 
sive deterioration,  with  death  occurring  in  three 
to  five  months. 

Sometimes  the  only  complaint  following  this 
operation  is  diarrhea,  but  this  can  only  give  a 
false  sense  of  security.  Patients  who  have  had 
this  operation  should  be  examined  frequently. 
If  signs  of  liver  derangement  or  any  other 
metabolic  disorder  are  found,  revisional  surgery 
should  be  considered  before  the  complications 
become  irreversible. 
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Books  Reviewed 


Psychopathology  of  Schizophrenia.  Edited 
by  Paul  H.  Hoch,  M.D.,  and  Joseph  Zubin, 
Ph.D.  The  Proceedings  of  the  Fifty-Fourth 
Annual  Meeting  of  the  American  Pys- 
chopathological  Association,  Held  in  New 
York  City,  February  1964.  Octavo  of  582 
pages,  illustrated.  New  York,  Grune  & Strat- 
ton, 1966.  Cloth,  $19.75. 

Dr.  Jerome  D.  Frank,  president  of  the  meet- 
ing, paid  a well-earned  accolade  to  the  late  Paul 
H.  Hoch,  M.D.,  Commissioner  of  Mental  Hy- 
giene of  the  State  of  New  York,  in  this  volume. 
Dr.  Hoch  was  the  recipient  of  the  Hamilton 
Memorial  Award  and  made  outstanding  con- 
tributions to  our  knowledge  of  schizophrenia. 

This  book  is  divided  into  six  parts,  each  fol- 
lowed by  discussion  and  references.  Herein 
one  finds  up-to-date  presentations  encompassing 
phenomenology  and  clinical  aspects,  psychology, 
neurochemistry  and  genetics,  clinical  research, 
therapy,  diagnosis,  classification,  and  prognosis. 

Foremost  American  psychiatrists  herein  have 
made  available  longitudinal  as  well  as  cross- 
sectional  studies  of  this  protean  mental  illness 
which  afflicts  1 per  cent  of  the  population  and 
accounts  for  some  two  thirds  of  the  patients  in 
mental  hospitals.  Basic  research,  psychother- 
apy, electroshock,  pharmacotherapy,  diet,  and 
other  forms  of  treatment  such  as  occupational 
therapy  and  group  therapy  give  encouragement 
toward  the  therapeutic  conquest  of  the  various 
schizophrenias.  Infant,  child,  and  adolescent 
types  of  schizophrenia  are  receiving  more  and 
more  attention  as  well  as  prediction  studies. 

The  general  practitioner  with  profit  could 
browse  through  this  highly  commendable 
“progress  report”  on  a “medical”  enigma  prob- 
ably first  described  3,300  years  ago. 

The  publisher  deserves  credit  for  the  sturdy, 
attractive  format,  and  easy-to-read  print  on 
nongloss  paper. — Frederick  L.  Patry,  M.D. 

Human  Development.  Edited  by  Frank 
Falkner,  M.D.  Quarto  of  644  pages,  illus- 
trated. Phila.,  W.  B.  Saunders  Company, 
1966.  Cloth,  $20. 

The  editor  of  this  excellent  collection  of  essays 
on  the  various  aspects  of  human  growth  is  co- 
ordinator of  the  Center  for  International  Growth 
Studies  of  Children,  an  institution  apparently 
based  in  France.  He  is  also  chairman  of  the 
Department  of  Pediatrics  of  the  University  of 
Louisville  School  of  Medicine  in  Kentucky. 
Dr.  Falkner  states  in  the  introduction  that  this 
work  is  the  result  of  his  belief  that  the  time  has 
come  to  collect  the  scattered  information  about 
human  growth  under  a single  cover  so  that  this 
volume  may  be  available  as  a reference  book 


for  students  interested  in  human  biology  and  act 
as  a stimulus  to  those  seeking  areas  for  further 
research. 

The  coterie  of  collaborating  authors  is  truly 
international.  France,  Norway,  Denmark,  and 
the  United  States  are  represented. 

The  task  of  putting  together  a study  of  such 
scope  must  have  been  quite  arduous.  Evei'y 
aspect  of  human  growth  whether  molecular, 
chromosomal,  enzymatic,  cellular,  chemical, 
immunologic,  physiologic,  neurologic,  gross 
anatomic,  or  cultural  is  treated  in  detail  suffi- 
ciently minute  to  satisfy  the  assumed  audience 
which  hopefully  might  include  physicians,  stu- 
dents of  human  biology,  and  of  the  paramedical 
sciences.  The  amount  of  knowledge  of  human 
growth  that  we  have  extracted  from  nature  is 
immense  but  the  multitude  of  details  still  to  be 
learned  in  order  to  make  our  understanding 
truly  adequate  is  enormous. 

Everything  about  the  book  is  excellent.  The 
text  runs  easily  even  in  those  articles  which  have 
required  translation.  There  is  a very  interest- 
ing appendix  containing  many  drawings  and 
photographs  illustrating  stages  of  embryonic 
and  fetal  development.  There  is  a surprisingly 
detailed  reference  table  giving  the  correlated 
facts  of  human  development.  The  index  is 
adequate. 

All  the  essays  are  excellent.  One  of  the  most 
interesting  is  that  of  Edward  Churchill,  pro- 
fessor of  mathematics  and  director  of  the  An- 
thropology Research  Project  at  Antioch  College, 
Ohio.  Dr.  Churchill  discusses  the  help  which 
mathematics  can  offer  in  planning  the  structure 
of  an  experiment  and  proving  the  value  of  ap- 
parent positive  findings.  But  he  warns  that 
pushing  mathematical  standards  of  excellence 
to  their  limit  may  create  a sterile  approach  both 
to  the  conduct  of  research  and  to  its  interpreta- 
tion, so  that  much  may  be  lost  that  is  of  value. 
The  warning  seems  timely. 

This  book  really  should  be  read  by  all  phy- 
sicians, especially  pediatricians,  in  order  to 
bring  themselves  abreast  of  the  latest  knowledge 
of  human  development. — Kenneth  Jennings, 
M.D. 


Aging  and  Levels  of  Biological  Organiza- 
tion. Edited  by  Austin  M.  Brues  and  George 
A.  Sacher.  Octavo  of  353  pages,  illustrated. 
Chicago,  The  University  of  Chicago  Press, 
1965.  Cloth,  $5.00. 

This  book  reads  like  a stenographic  report  of  a 
conference  sponsored  by  the  National  Institutes 
of  Health.  Very  few  learned  scientists  have 
individually  read  as  much  as  any  of  the  par- 
ticipants each  have  written  about  aging. 
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The  qualitative  judgment  that  goes  into  find- 
ings of  pathologists  makes  it  difficult  to  deter- 
mine values  in  human  medicine.  Genetics 
and  environmental  determination  of  the  aging 
process  were  studied  on  humans.  The  par- 
ticipants studied  radiation-induced  aging.  They 
examined  the  metazoan  aging  at  all  levels  of 
organization  ranging  from  molecules  and  cells 
to  ecosystems.  The  lack  of  proper  identifica- 
tion of  the  participants  is  noted. 

The  book  is  dedicated  to  the  late  Henry 
Quastler  who  pointed  out  at  the  symposium 
that  the  study  of  senescence  is  characterized  by 
speculation  and  too  seldom  subjected  to  experi- 
mentation.— Bernard  Seligman,  M.D. 

Little  Strokes.  By  Walter  C.  Alvarez,  M.D. 
Octavo  of  190  pages.  Philadelphia,  J.  B. 
Lippincott  Company,  1966.  Cloth,  $8.00. 

In  the  half  century  during  which  the  medical 
profession  has  looked  to  Walter  Alvarez,  M.D., 
for  expert  opinion  and  wise  counsel,  it  probably 
has  had  no  more  reason  to  be  grateful  than  at 
present — for  this  little  volume  on  the  little 
cerebral-vascular  accidents  that  constitute  far 
from  a little  problem  in  contemporary  practice. 
This  preeminent  gastroenterologist  has  brought 
forth  a major  contribution  in  a different, 
though  decidedly  not  distant,  area  concerning 
which,  through  subjective  as  well  as  objective 
experience,  he  also  has  become  a leading  author- 
ity. An  unquestioned  labor  of  love,  this  book 
represents  the  fruition  of  years  of  observation — 
a compendium  of  information  on  a subject  to 
which  the  author  has  repeatedly  called  attention 
in  a dedicated  mission  to  alert  his  colleagues  to 
this  now  major  public  as  well  as  professional 
concern. 

Seven  chapters  delineate  in  great  detail  the 
protean  manifestations — symptoms  somewhat 
more  than  signs — that  generate  suspicion, 
though  they  do  not  establish  the  diagnosis  of 
little  strokes.  The  individual  sections  probably 
are  best  perused  selectively,  for  while  each  em- 
phasizes a special  aspect,  apart  from  the  purely 
historical  notes,  the  division  is  necessarily  ar- 
bitrary and  the  material  is  frequently  overlap- 
ping. It  also  seems  repetitious,  a feature  which, 
together  with  the  rambling  raconteur’s  style 
and,  especially,  the  superabundance  of  credits 
and  quotes  within  the  text,  makes  for  uneven, 
inefficient  and,  in  some  respects,  even  ineffec- 
tive reading.  However,  the  extensive  docu- 
mentation has  its  overriding,  positive  aspects, 
particularly  in  view  of  the  difficulties  of  dif- 
ferential diagnosis,  prognosis,  and  treatment. 

Although  the  variable  and  unpredictable  nat- 
ural history  of  this  condition  permits  elements 
of  optimism  as  well  as  of  fatalism,  evidence  of  a 
“little  stroke”  should  put  the  physician  on 
notice  that  his  patient  is  likely  to  be  a different 
person — emotionally  if  not  physically  or  in- 
tellectually. It  also  should  remind  him  of  his 
own  personal  vulnerability  to  this  endemic 
threat — a constant,  critical  cognizance  required 
of  anyone  whose  judgment  and  skill  are  so  im- 


portant to  the  community  well  being. — Robert 
W.  Hillman,  M.D. 

Pediatric  and  Adolescent  Gynecology.  By 
Howard  W.  Jones,  Jr.,  M.D.,  and  Richard  H. 
Heller,  M.D.  Quarto  of  333  pages,  illustrated. 
Baltimore,  The  Williams  & Wilkins  Company, 
1966.  Cloth,  $11.50. 

The  authors  are  members  of  the  teaching  staff 
of  Johns  Hopkins  University  School  of  Medi- 
cine; Dr.  Jones  is  a gynecologist  and  Dr.  Heller 
is  a pediatrician.  In  the  introduction  the 
authors  state  that  the  individual  clinician  is 
presented  with  pediatric  and  adolescent  gyne- 
cologic problems  rarely  and  therefore  cannot 
build  an  adequate  fund  of  experience  on  which  to 
rely  in  diagnosing  and  treating  such  conditions. 

The  book  is  an  answer  to  this  need  and  is  so 
arranged  that  the  busy  practitioner  may  rapidly 
find  the  exact  information  he  is  seeking.  How- 
ever, the  volume  is  not  ponderous  and  will  amply 
repay  the  physician  who  takes  the  time  to  read 
it  through.  The  approach  is  almost  purely 
somatic.  There  is  very  little  on  the  psycho- 
logic or  behavioral  aspects  of  sexual  maturation. 

In  the  first  part  of  the  book  the  anatomic, 
embryologic,  and  physiologic  bases  of  preadult 
gynecology  are  outlined.  Then  follow  chapters 
on  anomalies,  infections  and  rape,  tumors, 
and  finally  on  endocrinologic  disorders. 

About  90  pages  are  allotted  to  the  differential 
diagnosis  and  treatment  of  intersex  problems. 
Operative  and  rehabilitative  measures  are  de- 
scribed and  illustrated  in  considerable  detail. 

Finally  there  is  a chapter  discussing  dysmenor- 
rhea, a subject  of  vital  concern  to  the  practicing 
physician  and  pediatrician.  Unfortunately  no 
effective  tricks  for  treatment  are  included. 

The  whole  work  is  well  put  together  and  emi- 
nently answers  the  need  which  the  authors 
rightly  assume  exists. — Kenneth  Jennings, 
M.D. 

Roentgen  Signs  in  Clinical  Practice.  Vol- 
ume I.  Basic  Principles  and  Radiology  of 
the  Skeletal  System.  Volume  II.  Radi- 
ology of  the  Chest,  Genitourinary  System 
and  Gastrointestinal  Tract.  By  Isadore 
Meschan,  M.D.  Octavo  of  1,831  pages,  il- 
lustrated. Philadelphia,  W.  B.  Saundersj  Com- 
pany, 1966.  Cloth,  $38  the  set. 

This  is  the  second  edition  of  a text  which  has 
already  proved  useful.  The  revision  brings  the 
material  up  to  date.  In  addition  to  radiologic 
illustrations,  there  are  many  fine  explanatory 
drawings.  Much  clinical  information  is  in- 
cluded. 

While  these  two  volumes  do  not  furnish  en- 
cyclopedic coverage,  nonetheless  they  were 
found  to  be  superior  reference  texts  in  a busy 
radiologic  department.  They  are  recommended 
to  radiologists,  radiologic  residents,  and  general 
practitioners  who  will  find  it  necessary  to  under- 
stand radiologic  interpretation. — Mortimer  R. 
Camiel,  M.D. 
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ANNUAL 

CONVENTION 


Medical  Society  of  the  State  of  New  York 

FEBRUARY  11  through  15, 1968 

The  Americana,  New  York  City 


Scientific  Program 

Any  State  Society  member  who  wishes  to  present  a paper 
before  a scientific  section  or  a general  session  is  requested 
to  write  to  Bernard  J.  Pisani,  M.D.,  Chairman  of  Scientific 
Program  Committee  at  the  address  given  below. 

A short  abstract  of  the  proposed  presentation  should  ac- 
company the  letter. 


Scientific  Exhibits 


Requests  for  scientific  exhibit  space  should  be  addressed 
to  Albert  H.  Douglas,  M.D.,  Chairman,  Scientific  Exhibits 
Subcommittee  of  Convention  Committee,  at  the  address 
given  below. 


Scientific  Motion  Pictures 


Requests  to  present  a motion  picture  in  the  motion  picture 
theatre  at  the  convention  should  be  addressed  to  Kenneth 
B.  Olson,  M.D.,  Chairman,  Motion  Picture  Subcommittee, 
at  the  address  given  below. 

Address  all  communications  to  the  chairman 
Medical  Society  of  the  State  of  New  York 
750  Third  Avenue 
New  York,  New  York  10017 
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New  York  State  Journal  of  Medicine 

Issue  Dates:  1 st  and  1 5th  of  each  month. 

Closing  Date:  25  days  preceding  issue  date. 

ALL  ADVERTISEMENTS  ARE  PAYABLE  IN  ADVANCE 

Rates:  50  words  or  less,  $10.00  per  insertion;  additional  words  are 
1 0^  each.  Box  numbers,  50^  extra,  per  insertion. 
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should  appear  at  the  end  of  your  copy,  and  be  included  in  the 
total  number  of  words. 
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Index  to  Advertised  Products 


Antiarthritics 

Tandearil  (Geigy  Pharmaceuticals) 1838-1839 

Antibiotics 

Chloromycetin  (Parke,  Davis  & Company) 3rd  cover 

Declomycin 

(Lederle  Labs.,  Div.  Amer.  Cyanamid  Co.). . . .4th  cover 

llosone  (Eli  Lilly  & Company) 1830,  1831,  1832 

Neosporin  (Burroughs  Wellcome  Company,  Inc.)..  1827 

Antidiarrheals 

Cantil  (Lakeside  Laboratories) 1807 

Antihistaminics 

Co-Pyronil  (Eli  Lilly  & Company) 1840 

Antivertigo 

Dramamine  (G.  S.  Searle  & Company) 1845 

Appetite  suppressants 

Desbutal/Desoxyn 

(Abbott  Laboratories) 1823,  1824,  1825,  1826 

i . . ~ ~ : ni : i ioto  loon 


Preludin  (Geigy  Pharmaceuticals) 1828-1829 

Bronchodilator  decongestants 

Bronkometer  (Breon  Laboratories) 2nd  cover 


HOLBROOK  MANOR  NKG 

Five  Acres  of  Pinewo^  ded  Grounds 

SENILE— AGED 

Non-sectarian,  dietary  laws  observed 
Medical  Director,  O.  L.  Friedman,  M.D.,  Q.P.,  M.A.P.A. 
HOLBROOK,  L.  I.  N.  Y.  Office;  TRafalgar  7-2666 


NEED  QUICK  RESPONSE? 
Want  Good  Results? 

Experience  proves  that  you  get  both  in 
the  classified  ad  section  of  the  New  York 
State  Journal  of  Medicine. 


Bronchodilator  sedatives 

Numa  Dura-Tabs  (Wynn  Pharmaceuticals,  Inc.)...  1817 

Dermatologic  preparations 

pHisoHex  (Winthrop  Laboratories) 1811 

Disposable  parenteral  medication  system 

Tubex  (Wyeth  Laboratories) 1847-1848 

Emesis  controlants 

Emetrol  (William  H.  Rorer,  Inc.) 1837 

Oral  diuretics 

Aquatag  (S.  J.  Tutag  & Company) 1835 

Parenteral  diuretics 

Mercuhydrin  (Lakeside  Laboratories) 1846 

Sedatives 

Valerianets-Dispert 

(Standard  Pharmaceutical  Co.,  Inc.) 1925 


Skeletal  muscle  relaxants 

Robaxin  (A.  H.  Robins  Company,  Inc.) 

Tranquilizers 

Equanil  (Wyeth  Laboratories) 
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An  Effective 

Non-Barbiturate  Sedative 


VALERIANETS 
-DISPERT 

A tasteless,  odorless  and  harmless  mild  hypnotic 
free  from  the  habit  forming  properties  of  barbitu- 
rates. Will  induce  restful  sleep  and  sedation  in 
cases  of  nervous  excitement,  depressive  states, 
menopausal  molimena,  insomnia. 

Each  chocolate  coated  tablet  contains:  Ext.  of 
Valerian  (highly  concentrated)  0.05  gm.  dis- 
pergentized,  Dose:  1 or  2 tablets  daily. 
Supply:  Bottles  of  50,  at  all  pharmacies. 
Please  send  for  samples. 


STANDARD  PHARMACEUTICAL  CO.,  INC. 
10  Fairchild  Court  Plainview,  N.  Y.  11803 


1808-1809 
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PHYSICIANS  WANTED 


LONG  ISLAND,  NASSAU  COUNTY  GENERAL  PRAC- 
tice  group  needs  associate;  no  investment  needed.  Salary 
to  start,  partnership  in  one  year  if  compatible.  (516) 
PY  8-8011. 


INTERNIST  OR  FAMILY  PHYSICIAN,  ALPHA 
Omega  Alpha,  or  equivalent  in  ambition  and  ability  for 
large  office,  hospital  and  nursing  home  practice.  Work 
with  an  internist  and  a family  physician  in  Massapequa, 
Long  Island,  S'/s  day  week.  Starting  salary  $30,000  per 
annum,  then  increases  leading  to  partnership.  Call  (516) 
799-7700. 


EXCELLENT  OPPORTUNITY  FOR  RADIOLOGIST, 
certified  or  eligible,  finishing  residency,  to  associate  with 
radiologist  in  very  busy  department.  Pleasant  community 
near  universities.  All  activities.  Professional  billing. 
Box  561,  % NYSJM. 


HELP  WANTED:  INTERNIST,  SURGEON  AND  GEN- 
eral  practitioner,  needed  to  join  small  group  in  Western 
New  York.  Excellent  facilities.  Ideal  for  young  physician 
or  older  M.D.  who  wishes  semi-retirement.  Box  560,  % 
NYSJM. 


PHYSICIAN  (LICENSED  N.Y.  STATE)  FULL  TIME, 
(4  to  5 days  per  week).  Light  work,  Social  Security, 
retirement  and  health  benefits,  an  Equal  Opportunity 
Employer.  American  Red  Cross,  Buffalo  Regional  Blood 
Center,  786  Delaware  Ave.,  Buffalo,  N.Y.  14209.  Call 
(716)  886-7500. 


ANESTHESIOLOGIST,  FULL  OR  PART-TIME  FOR 
surgery  and/or  obstetrics.  H.  Berger,  M.D.,  St.  John’s 
Hospital,  Queens.  IL  7-1300. 


IMMEDIATE  OPENINGS  FOR  ANESTHESIOLOGISTS, 
Board  certified  or  eligible,  with  New  York  State  license  to 
join  a major  New  York  City  medical  center,  fully  ac- 
credited and  university  affiliated.  Will  work  in  newly 
constructed  surgical  pavilion  with  active  neuro,  surgical, 
thoracic,  and  orthopedic  services.  No  Ob/Gyn.  Im- 
mediate association  possible.  Please  reply  in  confidence  to 
Box  571,  % NYSJM! 


YOUNG  GENERAL  PRACTITIONER  WANTED:  N.Y. 
State  license.  To  be  associated  with  55-bed,  fully  ac- 
credited, proprietary  hospital  60  miles  N.W.  N.Y.  City. 
No  investment.  Future  unlimited.  Inquire  Box  570,'  % 
NYSJM. 


OPHTHALMOLOGIST  FOR  SOLO  PRACTICE. 
Unique  situation  creates  need  for  young,  capable  man. 
375-bed  hospital,  drawing  from  about  150,000  people,  has 
very  well  equipped  eye  instrumentarium.  Three  of  five 
present  ophthalmologists  are  approaching  retirement. 
Two  men  are  overburdened.  Attractive  summer  and  win- 
ter resort  area  and  cultural  center  with  several  colleges. 
Area  is  very  stable  economically.  Write  to  Superinten- 
dent, Glens  Falls  Hospital,  Glens  Falls,  N.Y.  12801. 


POSITIONS  WANTED 


MEDICAL  ASSISTANTS  AND  SECRETARIES.  LAB- 
oratory  Techs.  Well  trained  and  highly  qualified  personnel 
(male  & female).  Phone  CH  2-2330  Ext.  6,  Placement 
Dept.,  or  write  Eastern  School  for  Physicians’  Aides,  Dept. 
69,  85  Fifth  Ave.,  New  York,  N.  Y.  10003.  (Founded 
1936  by  two  member  physicians.) 


RADIOLOGIST,  AGE  35,  BOARD-CERTIFIED,  DE- 
sires  directorship  of  150-200  bed  hospital.  Would  accept 
equal  association  N.Y.  metropolitan  area.  Box  573,  % 
NYSJM. 


PRACTICES  FOR  SALE  OR  RENT 


E.N.T.  PRACTICE  WITH  OFFICE,  FULLY  EQUIPPED 
and  furnished,  for  sale  or  sublease.  Located  in  best  part 
of  Manhattan.  Drafted  into  Army  and  must  leave 
quality  and  excellent  income  E.N.T.  practice  to  lucky, 
interested  party.  Terms  to  suit.  Arthur  S.  Brenner, 
M.D.,  20  East  68th  St.,  New  York,  N.Y.  10021.  Phone 
TR  9-6600. 


FOUR- YEAR  GROWING  PRACTICE,  INTERNAL 
medicine,  Queens,  New  York.  Office  fully  equipped,  in- 
cluding X-ray  and  EKG.  Available  July  1967.  Reason — 
drafted.  P.O.  Box  405,  Bayside,  New  York  11361. 


GENERAL  MEDICAL  PRACTICE  IN  FLUSHING- 
Bayside  area.  Lucrative  and  very  successful  for  20  years. 
Fully  equipped  with  X-ray,  central  air-conditioning,  etc. 
Hospital  appointment  assured.  Specializing  out  of  state. 
Terms  arranged.  Sale  or  lease.  Box  572,  % NYSJM. 


WOODSIDE,  NEW  YORK:  GENERAL  PRACTICE 

with  two  family  house  attached.  1 block  from  every 
form  of  N.Y.C.  transportation.  Very  active,  33  year  old 
practice.  Fully  equipped  6 room,  air-cond.  office,  6 rm. 
apt.  upstairs,  full  basement,  2-car  garage.  Perfect  for 
young  doctor.  Widow  can  help  with  financing.  (212) 
551-7110. 


“/  have  the  worse  case  of  whatever  it  is  they've  seen 
in  recent  months!” 
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MISCELLANEOUS 


INTERNIST  HAS  LIMITED  BUT  LUXURIOUS  AC- 
commodations  in  his  Ocho  Rios,  Jamaica  house  for  selected 
post-coronary  patients  in  need  of  habilitation.  Stay  not 
to  extend  over  a six  week  period.  Complete  resume  of 
illness  with  instructions  as  to  specific  therapy  to  accompany 
patient.  For  further  particulars  reply  to  Box  564,  % 
NYSJM. 


OFFICE  PLANNING,  FROM  ARCHITECTURAL 
drafting,  blue  prints,  through  finished  interiors,  by  trained 
interior  designer  with  medical  background.  S.  L.  Emmet, 
415  East  52nd  St.,  N.Y.C.  PL  1-2877. 


BUY  SAVINGS  BONDS 


Help  HOPE 


Project  HOPE 
Washington,  D.C.  20007 

I am  enclosing  ? io  help 

send  HOPE  to  the  many  countries 
who  need  her. 

Name 

Street — 

City Zip 

Please  make  checks  payable  to 
Project  HOPE.  All  contributions  are 
tax  deductible. 


Two  dozen  countries  are  waiting  for 
the  medical  knowledge 
and  care  the  hospital 
ship  HOPE  can  bring 
to  their  peoples.  Will 
you  help?  Send  your 
contribution  to  Project 
HOPE,  Wash.,  D.C. 


Published  as  a Public  Service  by  this  publi- 
cation. 


PRESTIOE  LOCATION 

For  Medical— Dental  Group 
and  Individual  Practitioners. 

"EXECUTIVE  TOWERS” 

1020  GRAND  CONCOURSE,  BRONX 

23-Story  Air  Conditioned  Apt.  Bldg,  (corner  165th  St.) 


Exclusively  Reserved  for  Professional  use. 
PRIVATE  ENTRANCES 
2 FLOORS  • PRIVATE  ELEVATORS 
CENTRAL  AIR-CONDITIONING 
IMMEDIATE  OCCUPANCY 
Attractive,  Unfurnished  Apartments  for 
Medical  & Nursing  Personnel 

Apply  Renting  Office  on  property  • CY  3-5545 
Carol  Management  Corp.,  Owner — Builder 


REAL  ESTATE  FOR  SALE  OR  RENT 


NEW  YORK  DUTCHESS  COUNTY:  NEW  MEDICAL 
building  in  Wappingers  Falls,  Poughkeepsie  area,  occupied 
by  D.D.S.,  orthodontist,  and  Ob-Gyn.  Office  available 
for  all  specialties.  Critical  physician  shortage  because  of 
population  explosion.  Address:  Martin  Rabin  D.D.S.,  65 
South  Clinton  St.,  Poughkeepsie.  N.Y.  (914)  454-0322 


TERMINATING  30  YEAR  ACTIVE,  GENERAL  PRAC- 
tice  and  proctology  March  31,  1967.  Entering  Public 
Health  Service.  Well  planned  building  for  two  practi- 
tioners. Two  furnished  apartments  2nd  floor,  X-ray, 
laboratory  facilities.  New  York  State  Finger  Lakes 
wine  area,  Hammondsport,  New  York.  4 miles  from  new, 
75-bed  hospital.  Sell  or  lease  office  building.  Modern 
ranch  dwelling  built  Sept.  1965  on  premises,  for  sale. 
Write  or  phone:  Eldred  J.  Stevens,  M.D.,  Hammonds- 

port, N.Y.  14840;  (607)  569-2344  or  2345. 


BEDFORD  VILLAGE,  N.Y.  LAST  2 SUITES  AVAIL- 
able  in  new  professional  building.  Ideal  location  for  med- 
ical practice.  700  sq.  ft.  each,  starting  at  $260/mo.  Pres- 
ent tenants  include  bank,  pharmacy,  dentist,  and  account- 
ant. Center  of  town,  on  the  Village  Green.  Call  Bixler, 
(914)  BE  4-3647. 


RENT,  MEDICAL  OFFICE,  FRESH  MEADOWS, 
Flushing,  N.Y.  Spacious,  share  waiting  room  with  D.D.S. 
Excellent  location  for  generalist,  internist,  pediatrician,  or 
group.  Unopposed,  densely  populated.  Incumbent  intern- 
ist leaving  area.  Exceptional  opportunity.  Lease.  196-11 
69th  Ave.,  Fresh  Meadows,  N.Y.  Call  (212)  OL  7-9641. 


BROOKLYN,  NEW  YORK:  PRIME  SITE  FOR  MEDI- 

cal-professional  building.  Superb  location.  Will  lease 
land  or  build  to  suit  your  needs.  Fronting  parking; 
directly  opposite  large  housing  project;  adjoining  shopping 
center.  Ideal  for  doctor-dentist  group  or  specialties. 
Can  build  3,000  sq.  ft.  Excellent  opportunity.  Much 
new  construction  in  area.  A.  I.  Rhine  (212)  945-1585. 


BEAUTIFUL,  LARGE  COLONIAL  HOUSE,  LOCATED 
on  suburban  main  street  comer,  with  large  lot.  Room  for 
parking  from  quiet  side  street.  Ideal  for  doctor  wanting 
an  office  in  his  home.  Twelve  rooms,  six  bedrooms  (four 
have  their  own  baths),  4'/2  baths,  large  living  room,  over- 
sized family  room,  additional  playroom,  lovely  yard,  many 
extras.  Owner  is  moving  for  job  change.  Priced  for 
quick  sale.  Asking  $42,000.  Ernest  W.  Reed,  484  Fair- 
mount  Ave.,  West  EUicott,  Jamestown,  New  York  14701 
(beautiful  Chautauqua  County).  Tel:  (716)  487-0078,  or 
(516)  747-7387. 


FULLY  EQUIPPED  DOCTOR’S  OFFICE,  GENERAL 
practice  of  medicine  available;  4>/a  rooms  main  floor 
large  apartment  house  building,  88-44  161  St.,  Jamaica, 
Queens.  Other  professionals  in  the  building.  All  equip- 
ment and  entire  office  available.  Most  reasonable  terms 
with  favorable  rental  and  option  for  long  term  as  doctor 
retires.  Call  (212)  DI  2-7754,  Roth. 
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Your  first  source  for  professional  information 


Medic 
of  Ne 


1966 


O 


ctory 


State 


Over  33,000  registered  physicians  in  New  York  State 
are  individually  listed  with  pertinent  professional  data! 


• Location  by  town. 

• Full  name  and  address. 

• Office  hours  and  telephone  number. 

• Medical  school  and  year  of  graduation. 

• Certification  by  American  Boards  in 
Medical  Specialties. 

• Fellowship  in  the  American  College  of 
Allergists,  Anesthesiologist,  Angiology, 
Cardiology,  Chest  Physicians,  Gastro- 
enterology, Obstetricians  and  Gyne- 
cologists, Pathologists,  Physicians,  Pre- 
ventive Medicine,  Radiology,  and  Sur- 
geons, and  the  International  College  of 
Surgeons. 


• Qualified  Psychiatrists  certified  by  New 
York  State  Department  of  Mental 
Hygiene. 

• Qualifications  for  general  and  special 
work  under  the  Workmen’s  Compensa- 
tion Act  of  New  York  State. 

• Membership  in  Medical  Societies. 

• Medical  staff  and  research  appoint- 
ments in  voluntary,  government,  and 
accredited  proprietary  hospitals  in 
York  State  (official  titles). 

• The  complete  Faculty  Lists  of  all  Medi- 
cal Colleges  within  New  York  State 

• Medical  Staffs  of  all  Union  Health 
Centers  in  New  York  State 


The  Directory  remains  the  complete  authoritative  compilation  of  professional  data  on 
all  practicing  physicians  in  this  .State.  It  is  essential  to  every  physician;  and  is  a con- 
stant source  of  reference  for  hospitals,  medical  schools,  insurance  companies,  legal  firms, 
pharmaceutical  houses,  medical  associations,  libraries,  foundations,  private  industry, 
labor  unions,  and  public  agencies. 


MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 
750  Third  Avenue,  New  York,  N.Y.  10017 

I enclose  $ for copy(s)  of  the  1966  Edition  of  the  MEDICAL  DIREC- 

TORY OF  NEW  YORK  STATE 


Name  (Please  Print) 


Address 


City  State  Zip 

$25.00  plus  5%  NYS  sales  tax  in  N.Y.  City;  2%  outside  N.Y.  City. 
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Roche  announces  new 

Injectable  Valium  (diazepam) 

o gain  more  immediate  control  of  acute  anxiety  and  tension 


Ready  to  use  (no  reconstitution  needed)  for  I.M.  or 
J.  injection... the  benefits  of  Valium  (diazepam)  are 
3w  available  with  parenteral  speed. 

Valium  (diazepam)  Injectable  rapidly  calms  acute 
citation,  tension  and  apprehension. 

ifore  prescribing,  please  consult  complete  product  information, 
summary  of  which  follows: 

DICATIONS:  Tension  and  anxiety  states.  Psychoneurotic  states, 
Dderate  to  severe,  where  anxiety,  apprehension  or  agitation 
ist  alone  or  associated  with  depressive  symptoms.  Somatic 
mplaints  which  are  concomitants  of  emotional  factors.  Pre- 
<erative  anxiety  and  acute  stress  reactions,  used  adjunctively 
minor  surgical  procedures,  gastroscopy,  esophagoscopy.  Acute 
:ohol  withdrawal.  Muscle  spasm  associated  with  cerebral  palsy 
d athetosis. 

ONTRAINDICATIONS:  Infants,  patients  with  a history  of  convul- 
/e  disorders,  glaucoma,  or  known  sensitivity  to  drug. 

4RNINGS:  Should  not  be  added  to  parenteral  fluids  or  be  dilu- 
1 Not  recommended  for  treatment  of  psychotic  or  severely  de- 
essed  patients.  Not  to  be  administered  to  patients  in  shock  or 
ma.  Caution  against  hazardous  occupations  during  therapy. 
Ivise  patients  against  simultaneous  ingestion  of  alcohol  and 
her  CNS-depressant  drugs  during  therapy.  Abrupt  discontinu- 
es after  prolonged  overdosage  may  produce  withdrawal  symp- 
ms  similar  to  those  noted  with  barbiturates  and  alcohol. 
Idiction-prone  individuals  should  be  under  careful  surveillance 
ring  therapy  with  Valium  (diazepam)  or  other  psychotropic 
ugs.  Safe  use  in  pregnancy  and  in  children  under  age  12  not 
tablished. 

iECAUTIONS:  Concurrent  use  with  other  psychotropics  gen- 
ally  not  recommended.  Precautions  indicated  for  severely  de- 
essed  or  patients  in  whom  there  is  any  evidence  of  impending 
pression.  Observe  usual  precautions  in  impaired  renal  or  hepa- 
function  and  in  patients  who  may  be  suicidal.  Not  recom- 
jnded  for  bronchoscopy,  laryngoscopy,  or  obstetrical  use. 
nee  effect  with  narcotics  may  be  additive,  appropriate  reduction 
narcotic  dosage  is  possible. 

)VERSE  REACTIONS:  Drowsiness,  fatigue,  ataxia.  Also  re- 
rted:  blurred  vision,  changes  in  libido  or  salivation,  confusion, 
nstipation,  depression,  diplopia,  dysarthria,  euphoria,  head- 


• Useful  in  alleviating  muscle  spasm  of  cerebral  palsy 
and  athetosis. 

• Acts  with  minimal  side  effects  on  cardiorespiratory 
function. 

Supplied  in:  2-cc  ampuls  (5  mg/cc),  boxes  of  10. 

ache,  hypoactivity,  hypotension,  incontinence,  jaundice,  nausea, 
skin  rash,  slurred  speech,  tremor,  urinary  retention  and  vertigo. 
Paradoxical  reactions  such  as  acute  hyperexcited  states,  anxiety, 
excitement,  hallucinations,  increased  muscle  spasticity,  insomnia, 
rage,  sleep  disturbances  and  stimulation  have  been  reported: 
should  these  occur,  use  of  the  drug  should  be  discontinued. 
Periodic  blood  counts  and  liver  function  tests  advisable  in  long- 
term therapy.  Changes  in  EEG  patterns  observed. 

DOSAGE  AND  ADMINISTRATION:  Individualize  dosage.  Usual 
initial  adult  dose  is  2 to  10  mg  I.M.  or  I.V.  Lower  doses  (usually  2 
mg  to  5 mg)  with  slow  dosage  increase  for  elderly  or  debilitated 
patients  and  when  sedative  drugs  are  added.  In  minor  surgical 
procedures,  gastroscopy  and  esophagoscopy,  5 to  10  mg  I.M.  or 
I.V.  30  min.  prior  to  procedure.  Give  injections  slowly;  take  at 
least  1 min.  for  each  5 mg  (1  cc).  In  acute  conditions  injection  may 
be  repeated  within  1 hr.,  although  interval  of  3-4  hrs.  is  usually 
satisfactory;  not  more  than  30  mg  should  be  given  within  8-hr. 
period. 

Intramuscular:  Deep  intramuscular  injection  should  be  given 
slowly. 

Intravenous:  The  solution  should  be  injected  slowly,  taking  at 
least  one  minute  for  each  5 mg  (1  cc)  given. 

Once  the  acute  symptomatology  has  been  properly  controlled 
with  Injectable  Valium  (diazepam),  the  patient  may  be  placed  on 
oral  therapy  with  Valium  (diazepam)  if  further  treatment  is  re- 
quired. 

HOW  SUPPLIED:  Ampuls,  2 cc,  boxes  of  10.  Each  cc  contains  5 
mg  diazepam  compounded  with  40%  propylene  glycol.  10%  ethyl 
alcohol,  5%  sodium  benzoate  and  benzoic  acid  as  buffers,  and 
1.5%  benzyl  alcohol  as  preservative. 

dvROCHE^3 

Roche  Laboratories 

Division  of  Hoffmann  - La  Roche  Inc. 
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ild  mood  depression, 
oor  appetite,  little 
terest  in  the  present  or 
uture.  Does  this  picture 
lean  that  she’s  giving  in 
o functional  fatigue? 

When  functional  fa- 
igue  is  part  of  her  prob- 
em,  Alertonic  can  help 
counteract  accompanying 
ipathy  and  inertia.  It 
tielps  lift  mood,  stimulate 
appetite,  and  establish 
fiew  interest  in  daily  life. 


Pleasant-tasting  Alertonic  combines  pipradrol  hydro- 
chloride—a gentle  cerebral  stimulant— with  an  excel- 
lent vitamin  and  mineral  formula,  in  a satisfying  1 5 % 
alcohol  vehicle. 

Especially  in  the  aging  patient,  nothing  fosters 
confidence  and  a sense  of  well-being  better  than  your 
own  personal  warmth,  understanding,  and  encourage- 
ment. Between  visits,  however,  your  prescription  for 
Alertonic  can  help  keep  your  patient  from  giving  in  to 
functional  fatigue. 


Adequate  dosage  is  important:  Prescribe  Alertonic— 
one  tablespoonful  t.i.d.,  30  minutes  before  meals 
. . . tastes  best  chilled. 

And  for  your  patient’s  sake,  prescribe  Alertonic 
in  the  convenient,  economical  one-pint  bottle. 


Each  45  cc.  (3  tablespoonfuls)  contains:  alcohol,  15%,  pipradrol 
hydrochloride,  2 mg.;  thiamine  hydrochloride  (vitamin  Bt)  (10 
MDR*),  10  mg.;  riboflavin  (vitamin  Bj)  (4  MDR),  5 mg.;  pyri- 
doxine  hydrochloride  (vitamin  B6),  1 mg.;  niacinamide  (5  MDR), 
50  mg.;  choline, t 100  mg.;  inositol, t 100  mg.;  calcium  glycero- 
phosphate, 100  mg.  (supplies  2%  MDR  for  calcium  and  for 
phosphorus)  and  1 mg.  each  of  the  following: 
manganese  (as  sulfate),  magnesium  (as  acetate),  zinc  (as  acetate), 
and  molybdenum  (as  ammonium  molybdate). 

•Multiple  of  adult  Minimum  Daily  Requirement  supplied. 
tThe  need  for  these  substances  in  human  nutrition  has  not  been  established. 

Indications:  1.  Functional  fatigue  such  as  that  often  associated 
with:  a depressing  experience  or  stressful  time  of  life;  advanc- 
ing years;  convalescence;  limited  activity  or  confinement.  2.  Poor 
appetite  and  vitamin-mineral  deficiency  as  they  occur  in:  patients 
having  faulty  eating  habits;  geriatric  patients  who  are  losing  interest 
in  food;  patients  convalescing  from  debilitating  illness  or  surgery. 
Contraindications:  As  with  other  drugs  with  CNS  stimulating 
action,  Alertonic  is  contraindicated  in  hyperactive,  agitated  or 
severely  anxious  patients  and  in  chorea  or  obsessive  compulsive 
states. 

Side  effects:  Reports  of  overstimulation  have  been  rare.  Patients  who 
are  known  to  be  unduly  sensitive  to  the  effects  of  stimulant  drugs 
should  be  observed  carefully  in  the  initial  stages  of  treatment. 
Dosage:  Adults,  1 tablespoonful;  children  (over  15  years  old),  1 to 
2 teaspoonfuls;  children  (4  to  15  years  old),  1 teaspoonful.  To  be 
taken  three  times  daily  30  minutes  before  meals. 
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A Plegine  (Phendimetrazine  bitartrate)  tablet 
taken  an  hour  before  each  meal  affords  peak 
activity  at  mealtime,  when  it  is  needed  most. 
Reminds  patients  to  eat  according  to  your 
prescribed  diet  plan. 

ti.d,Plegine 

I Phendimetrazine  Ditartrate 

provides  peak  appetite  suppression  when  its  needed  most 


Indications:  Recommended  in  the  management  of 
excessive  appetite  leading  to  obesity. 


Cautions  and  Contraindications:  No  adverse  effects  on 
blood  pressure,  heart  rate,  and  respiration  have  been 
reported.  However,  as  is  true  for  all  medications  of  this 
type,  Plegine  (Phendimetrazine  bitartrate)  is  not  rec- 
ommended for  patients  with  coronary  disease,  severe 
hypertension,  or  thyrotoxicosis,  and  should  be  used 
with  caution  in  highly  nervous  or  agitated  individuals. 


Side  Effects:  There  have  been  occasional  reports  of  in- 
somnia and  nervousness.  Rare  instances  of  mouth 
dryness,  nausea,  blurring  of  vision,  dizziness,  consti- 
pation, and  stomach  pain  have  been  noted. 
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the  Searing  Pa/Ms  of 
Inflammatory  Neuritis 


PROTAMIDE 


colloidal  solution 
of  denatured 
proteolytic  enzyme 


provides  the  selective  fast-acting  relief . . . 


Repeatedly  in  published  clinical  studies,110 

investigators  stress  the  following  thera- 
peutic characteristics: 

« relief  of  inflammatory  pain  (non-trau* 
matic)  is  prompt— particularly  when  ad- 
ministered early.1-4 

• disability  time  is  shortened  from  weeks 
to  days/ 

• so  specifically  effective  is  Protamide  that 
a positive  response  is  diagnostic  of  in- 
flammatory neuritis.3’4 

• prompt  relief  is  observed  even  in  oph- 
thalmic herpes  zoster.5  6 

• incidence  of  sequelae  such  as  posther- 
petic neuralgia  is  reduced.1-4 

• consistently  described  as  the  therapy  of 
choice.1’3-6 


Administration: 

In  neuritis  and  herpes  zoster,  one  ampul 
I.M.  daily  for  2 to  5 days  usually  relieves 
pain  completely  in  patients  treated  early. 
Well  tolerated.1-10  However,  inadvertent  in- 
travenous administration  may  cause 
anaphylactoid  reaction. 

—Boxes  of  10  ampuls,  1.3  cc.  each.— 

References:  (1)  Baker,  A.  G.:  Penn.  Med.  J.  63:697- 
698  (May)  1960.  (2)  Smith,  R.  T.:  New  York  Med. 
8:16-19  (Aug.  20)  1952.  (3)  Smith,  R.  T.:  Med.  Clin.  N. 
America  (March)  1957.  (4)  Lehrer,  H.  W.;  Lehrer,  H.  G., 
and  Lehrer,  D.  R.:  Northw.  Med.  54: 1249-1252  (Nov.) 
1955.  (5)  Sforzolini,  G.  S.:  Arch  Ophthal.  62-381-385 
(Sept.)  1959.  (6)  Shupala,  E.:  W.  Virginia  Med.  J. 
56:191-193  (June)  1960.  (7)  Xander,  G.  W.:  Western 
Med.  1:14-17  (Sept.)  1960.  (8)  Combs,  F.  C.,  and 
Canizares,  O.:  New  York  J.  Med.  (Mar.  15)  1952,  pp. 
706-708.  (9)  Marsh,  W.  C.:  U.S.  Armed  Forces  Med.  J. 
1:1045  (Sept.)  1950.  (10)  Love,  T.  R.:  Rocky  Mountain 
Med.  J.  SO: 873  (Nov.)  1953. 
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NORPRAMIN* 

(desipramine  hydrochloride) 


ANTIDEPRESSANT  FOR  RAPID  IMPROVEMENT 


At  the  recommended  dosage  level 
—initially,  150  mg.  per  day- 
gratifying  remission  of  the  signs 
and  symptoms  of  depression 
typically  begins  in  2-5  days.  Its 
specificity  for  depression, 
rapidity  of  action  and  usually  mild 
side  effects  are  significant  rea- 
sons for  prescribing  NORPRAMIN 
(desipramine  hydrochloride)  in 
depression  of  any  type  . . . any 
degree  of  severity. 

A few  patients,  sensitive  to 
central  nervous  system 
stimulants  may  become  restless 
as  depression  is  lifted— in  such 
cases  dosage  may  be  reduced 
or  a tranquilizer  added. 


LAKESIDE 


IN  BRIEF: 

INDICATIONS:  In  depression  of  any  kind 
— neurotic  and  psychotic  depressive  re- 
actions; manic-depressiveor  involutional 
psychotic  reactions. 

CONTRAINDICATIONS:  Glaucoma,  ure- 
thral or  ureteral  spasm,  recent  myocar- 
dial infarction,  severe  coronary  heart 
disease,  epilepsy.  Should  not  be  given 
within  two  weeks  of  treatment  with  a 
monoamine  oxidase  inhibitor. 

RELATIVE  CONTRAINDICATIONS:  (1) 

Patients  with  a history  of  paroxysmal 
tachycardia.  (2)  Patients  receiving  con- 
comitant therapy  with  thyroid,  anticho- 
linergics or  sympathomimetics  may  ex- 
perience potentiation  of  effects  of  these 
drugs.  (3)  Safety  in  pregnancy  has  not 
been  established. 

PRECAUTIONS:  (1)  Outpatient  use  of 
desipramine  hydrochloride  should  not 
be  substituted  for  hospitalization  when 
risk  of  suicide  or  homicide  is  considered 
grave.  (2)  If  serious  adverse  effects  oc- 


cur, reduce  dosage  or  alter  treatment. 
(3)  In  patients  with  manic-depressive 
illness  a hypomanic  state  may  be  in- 
duced. (4)  Discontinue  drug  as  soon  as 
possible  prior  to  elective  surgery. 
ADVERSE  EFFECTS:  Side  effects,  usually 
mild,  may  include:  dry  mouth,  consti- 
pation, dizziness,  palpitation,  delayed 
urination,  “bad  taste,”  sensory  illusion, 
tinnitus,  anxiety,  agitation  and  stimula- 
tion, insomnia,  sweating,  drowsiness, 
headache,  orthostatic  hypotension, 
flushing,  nausea,  cramps,  weakness, 
blurred  vision  and  mydriasis,  rash, 
tremor,  allergy,  agranulocytosis,  altered 
liver  function,  ataxia,  and  extrapyrami- 
dal  signs. 

DOSAGE:  Optimal  results  are  obtained 
at  a dosage  of  50  mg.,  t.i.d.  (150  mg./ 
day).  SUPPLIED:  NORPRAMIN  (desipra- 
mine hydrochloride)  tablets  of  25  mg.; 
bottles  of  50,  500  and  1000;  and  tablets 
of  50  mg.,  in  bottles  of  30,  250  and 


1000. 

LAKESIDE  LABORATORIES,  INC.,  Milwaukee,  Wisconsin  53201 
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Medical  Meetings 


Seminar  on  hospital  use  of  computers 

Using  computer  systems  in  hospitals  will  be 
the  subject  of  three  seminars  to  be  held  Septem- 
ber 11  through  15  at  the  Hilton  Hotel  in  New 
York  City. 

The  program  will  include  concurrent  seminars 
on  “Computer  Use  for  Patient  and  Third-Party 
Billing,’’  “Electronic  Data  Processing  for  the 
Smaller  Hospital,”  and  “Computers  in  Patient 
Care.” 

The  registration  fee  for  each  of  the  meetings, 
including  lunch,  is  $195.  Reduced  rates  for 
multiple  registrations  are  available.  For  addi- 
tional information  write  to:  Joan  Lewis,  Com- 
puter Usage  Education,  51  Madison  Avenue, 
New  York  10010. 

Course  offered  in  radiation  procedures 

An  intensive  course  in  the  use  of  specialized 
radiation  technics  in  the  treatment  of  malignant 
disease  is  to  be  held  at  The  Long  Island  Jewish 
Hospital/Queens  Hospital  Center  Affiliation 
September  25  through  29,  9:00  a.m.  to  5:00 
P.M.  daily. 

A feature  of  the  course  is  “Operative  Radium 
Day”  to  be  held  September  27.  Program 
chairmen  are  Leonard  B.  Goldman,  M.D.,  at- 
tending radiologist,  and  Gerald  Shapiro,  M.S., 
senior  physicist,  Department  of  Radiation 
Therapy,  Queens  General  Hospital. 

Tuition  fee  for  the  complete  course  is  $150  and 
$10.00  for  the  radium  day  only.  For  informa- 
tion write  to:  Jan  Smulewicz,  M.D.,  director, 
Department  of  Radiology,  The  Long  Island 
Jewish  Hospital/Queens  Hospital  Center  Affilia- 
tion, 82-64  164th  Street,  Jamaica,  New  York 
11432. 

AMA  conference  on  medical 
aspects  of  sports 

The  ninth  national  conference  on  the  Medical 
Aspects  of  Sports,  sponsored  by  the  American 
Medical  Association  under  the  auspices  of  its 
Committee  on  the  Medical  Aspects  of  Sports,  is 
to  be  held  in  Houston,  Texas,  at  the  Hotel 
America  on  November  26.  The  Conference  is 
held  in  conjunction  with  and  on  the  first  day  of 
the  Clinical  Convention  of  the  AMA. 

Material  for  inclusion  in  the  medical  meetings  section  must 
be  received  six  weeks  prior  to  publication  date. 


Included  in  the  conference  will  be  forums 
and  discussion  sections  relating  to  prevention  of 
knee  injuries,  sports  cardiology,  and  quackery 
in  sports.  Two  sessions  wiU  be  devoted  to  a 
series  of  common  clinical  conditions  of  rather 
variable  significance  in  the  athletic  setting,  such 
as  gastroenteritis,  concussions,  genitourinary 
tract  injuries,  and  rib  injuries.  At  the  con- 
ference luncheon,  Eduardo  Hay,  M.D.,  director 
general  of  the  Centro  Deportivo  Olimpico 
Mexicano,  will  discuss  the  preparations  for  the 
1968  Olympic  Games. 

For  further  information  write  to:  Committee 
on  the  Medical  Aspects  of  Sports,  American 
Medical  Association,  535  North  Dearborn 
Street,  Chicago,  Illinois  60610. 

Postgraduate  course  offered 
in  ophthalmology 

The  eighteenth  annual  Postgraduate  Course  in 
Ophthalmology,  sponsored  by  the  Department 
of  Ophthalmology  of  the  State  University  of 
New  York  Upstate  Medical  Center  in  Syracuse, 
will  be  held  at  the  Hotel  Syracuse,  December  1 
and  2. 

The  following  guest  lecturers  will  participate: 
Robert  W.  Hollenhurst,  M.D.,  Rochester, 
Minnesota;  Arthur  H.  Keeney,  M.D.,  Phila- 
delphia, Pennsylvania;  and  Philip  Knapp, 
M.D.,  New  York  City. 

Tuition  fee  is  $30  and  the  course  is  limited  to 
70  members.  Reservations  will  be  accepted  in 
the  order  in  which  applications,  accompanied 
by  checks,  are  received.  For  further  informa- 
tion write  to:  James  L.  McGraw,  M.D.,  State 
University  of  New  York  Upstate  Medical 
Center  in  Syracuse,  766  Irving  Avenue,  Syra- 
cuse, New  York  13210. 

Bombay  to  host  meeting  on  rheumatism 

The  First  Congress  of  the  South  East  Asia 
and  Pacific  Area  League  (Seapal)  Against 
Rheumatism  is  to  be  held  February  17  through 
February  21, 1968  in  Bombay,  India. 

The  closing  date  for  submitting  papers  and 
registration  for  scientific  exhibits  for  the  meeting 
is  September  15.  For  further  information  write 
to:  M.  M.  Desai,  secretary-general,  Indian 

Rheumatism  Association,  Fateh  Manzil,  457-59, 
Lamington  Road,  Bombay,  India. 
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New 

view  of  an 
oral 

contraceptive 
at  work 

Although  suppression  of  ovulation  remains 
the  primary  mode  of  action  of  oral  contra- 
ceptives, newer  knowledge  indicates  that 
products  like  Norinyl-1—  a combination  of 
both  low-dosage  progestogen  and  estrogen 
for  the  full  treatment  cycle— may  provide 
multiple  action  that  helps  explain  their  un- 
excelled record  of  contraceptive  effective- 
ness. This  report  explores  the  possible 
secondary  protective  mechanisms  offered  by 
combined  hormonal  administration. 

Accumulating  evidence  has  indicated  that 
sparse,  highly  viscous  cervical  mucus  has  a 
possible  adverse  effect  on  the  motility  and 
survival  of  spermatozoa. 

The  estrogen-opposing  progestational  ingre- 
dient of  Norinyl-1  (norethindrone  1 mg.  with 
mestranol  0.05  mg.)  changes  the  usual  mid- 
cycle picture  of  a thin,  watery  cervical  mucus. 
The  result  — a built-in  barrier  that  appears  to 
inhibit  sperm  from  reaching  the  ovum  should 
one  be  released.  The  inset  in  the  adjoining 
photograph  shows  immobile  spermatozoa  as 
they  appear  in  cervical  mucus  taken  from  a 
patient  treated  with  Norinyl-1. 


See  last  page  for  contraindications,  precautions, 
side  effects  and  dosage. 


I 


i. 

i 

i 


How  the  estrogen-opposing 
action  of  Norinyi-1  creates 
cervical  mucus  that  may  be  hostile 
to  sperm  penetration 

Normally,  estrogen  activity  during  the  fertile  midcycle  stimulates  the  production  of  a 
profuse  and  watery  cervical  mucus  that  permits  maximum  sperm  motility  and 
promotes  penetration. 

But  what  happens  when  Norinyl-1  is  administered?  Its  potent  progestogen,  norethindrone, 
opposes  estrogen  stimulation  of  cervical  mucus.  Consequently,  the  amount  of  mucus 
decreases  and  its  viscosity  increases.  This  results  in  a sparse  but  thick  mucus  barrier 
that  appears  to  diminish  the  vitality  of  the  sperm  and  to  impair  its  powers  of  penetration. 

The  role  of  viscous  cervical  mucus  as  a secondary  action  of  Norinyl-1 

In  a report  on  89  patients  taking  this  medication,*  cervical  mucus  obtained  from  cycle  day  5 
to  cycle  day  29  appeared  scant  and  thick  and  exhibited  little  or  no  Spinnbarkeit. 

In  the  opinion  of  this  investigator,  the  effect  on  cervical  mucus  may  be  sufficient  to 
prevent  conception. 

♦Cohen,  M.  R.:  Symposium:  Mechanisms  of  Action  of  Low  Dosage  Oral  Contraceptive,  Yale  University  Medical  Center,  New  Haven,  Conn.,  April  6,  1967. 


Normal  cervical  mucus  at  midcycle 
in  untreated  patient 
is  known  to  permit  sperm  motility... 
promote  sperm  penetration. 


Cervical  mucus  is  thin  and  watery  with  a stretchability 
(Spinnbarkeit)  of  15  to  20  cm. 


Thin,  watery  mucus  crystallizes  into  this  well-defined, 
fernlike  pattern  within  a minute. 


Spermatozoa  appear  healthy,  are  active 
and  freemoving. 


Viscous  cervical  mucus  at  midcycle 
produced  by  Norinyl-1 
appears  to  impair  sperm  vitality... 
inhibit  penetration. 


Cervical  mucus  is  scanty,  thick  and  viscous. 
Spinnbarkeit  is  1 cm.  or  less. 


Immobile  spermatozoa  as  they  appear  in  cervical  mucus 
taken  from  a patient  treated  with  Norinyl-1. 


How  NorinyM 
alters  normal 
endometrial  responses- 
another  possible 
protective  mechanism 

.et  us  suppose  that  an  ovum  is  released  — as  occurs  in  an 
occasional,  rare  case  — and  somehow  a sperm  succeeds  in 
>enetrating  the  cervical  mucus  barrier.  Should  this  come  about, 

>ne  additional  action  of  Norinyl-1  may  protect  the  patient 
rom  unwanted  pregnancy.  The  theory  is  that  progestogen  intake 
nakes  endometrial  tissue  unreceptive  to  implantation. 


,1*1. 


Endometrium  of 
intreated  patient 


Endometrium  produced 
\ by  Norinyl-1  Z 


ee  last  page  lor  contraindications,  precautions,  side  effects  and  dosage. 
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formally,  the  endometrium  progresses  through 
proliferative  phase  stimulated  by  estrogen  and  a 
ecretory  phase  stimulated  by  progesterone. 

the  secretory  phase  the  endometrium  is 
sceptive  to  the  fertilized  ovum. 


When  Norinyl-1  is  administered  its  progestogen 
component  — norethindrone  — accelerates  the 
secretory  phase  and  suppresses  glandular  and 
vascular  development. 


effective  fertility  control 
on  half  the  previous  dosage 

maintains  ratio 
of  the  established 
norethindrone/  mestranol 
combination 

lower  cost 


Nonnyll 

Reduction  of  oral  contraceptive  dosage  to  lowest  effective  levels  has 
become  a well-accepted  principle  of  conservative  medical  practice. 
In  keeping  with  this  view,  Norinyl  is  now  available  in  a new  strength 
in  which  both  norethindrone  and  mestranol  are  reduced  50  percent. 
Studies  show  that  Norinyl-1  achieves  fertility  control  with  only  1.05 
mg.  of  combined  progestogen  and  estrogen  per  tablet. 

Norethindrone  was  first  reported  for  use  as  a progestational  agent  in 
human  beings  in  1955.  Norethindrone  2 mg.  with  mestranol  0.1  mg.,  as 
an  oral  contraceptive,  is  currently  in  use  by  over  2,000,000  women. 
Clinical  experience  now  establishes  that  Norinyl-1  also  amply  meets 
the  criteria  of  reliability  and  safety.* 

♦Symposium  on  Low-Dosage  Oral  Contraception.  Palo  Alto,  Calif.,  July  15.  1965. 


PRESCRIBING  INFORMATION 
Contraindications:  1.  Patients  with  thrombo- 

phlebitis or  with  a history  of  thrombophlebitis 
or  pulmonary  embolism.  2.  Liver  dysfunction  or 
disease.  3.  Patients  with  known  or  suspected 
carcinoma  of  the  breast  or  genital  organs.  4.  Un- 
diagnosed vaginal  bleeding. 

Warnings:  1.  Discontinue  medication  pending 
examination  if  there  is  sudden  partial  or  com- 
plete loss  of  vision  or  if  there  is  a sudden  onset 
of  proptosis,  diplopia,  or  migraine.  If  examina- 
tion reveals  papilledema  or  retinal  vascular 
lesions,  medication  should  be  withdrawn.  2. 
Since  the  safety  of  Norinyl-1  in  pregnancy  has 
not  been  demonstrated,  it  is  recommended  that 
for  any  patient  who  has  missed  two  consecutive 
periods,  pregnancy  should  be  ruled  out  before 
continuing  the  contraceptive  regimen.  If  the  pa- 
tient has  not  adhered  to  the  prescribed  schedule, 
the  possibility  of  pregnancy  should  be  consid- 
ered at  the  time  of  the  first  missed  period.  3. 
Detectable  amounts  of  the  active  ingredients  in 
oral  contraceptives  have  been  identified  in  the 
milk  of  mothers  receiving  these  drugs.  The 
significance  of  this  dose  to  the  infant  has  not 
been  determined. 

Precautions:  1.  The  pretreatment  physical  exam- 
ination should  include  special  reference  to 
breast  and  pelvic  organs,  as  well  as  a Papani- 
colaou smear.  2.  Endocrine  and  possibly  liver 
function  tests  may  be  affected  by  treatment 
with  Norinyl-1.  Therefore,  if  such  tests  are  ab- 
normal in  a patient  taking  Norinyl-1,  it  is  recom- 
mended that  they  be  repeated  after  the  drug 
has  been  withdrawn  for  2 months.  3.  Under  the 
influence  of  estrogen-progestogen  preparations, 
preexisting  uterine  fibroids  may  increase  in 
size.  4.  Because  these  agents  may  cause  some 
degree  of  fluid  retention,  conditions  that  may 
be  influenced  by  this  factor,  such  as  epilepsy, 
migraine,  asthma,  cardiac,  or  renal  dysfunc- 
tion, require  careful  observation.  5.  Although  a 
cause  and  effect  relationship  has  not  been 
established,  Norinyl-1  should  be  used  with  cau- 
tion in  patients  with  a history  of  cerebrovascu- 
lar accident.  6.  In  relation  to  breakthrough 
bleeding,  as  in  all  cases  of  irregular  bleeding 
per  vaqinam,  nonfunctional  causes  should  be 
borne  in  mind.  In  cases  of  undiagnosed  vaginal 
bleeding,  adequate  diagnostic  measures  are 


indicated.  7.  Patients  with  a history  of  psychic 
depression  should  be  carefully  observed  and 
the  drug  discontinued  if  the  depression  recurs 
to  a serious  degree.  8.  Any  possible  influence 
of  prolonged  Norinyl-1  therapy  on  pituitary, 
ovarian,  adrenal,  hepatic  or  uterine  function 
awaits  further  study.  9.  A decrease  in  glucose 
tolerance  has  been  observed  in  a small  percent- 
age of  patients  on  oral  contraceptives.  The 
mechanism  of  this  decrease  is  obscure.  For  this 
reason,  diabetic  patients  should  be  carefully 
observed  while  receiving  Norinyl-1  therapy.  10. 
Because  of  the  occasional  occurrence  of  throm- 
bophlebitis and  pulmonary  embolism  in  pa- 
tients taking  oral  contraceptives,  the  physician 
should  be  alert  to  the  earliest  manifestations  of 
the  disease.  A cause  and  effect  relationship  has 
not  been  demonstrated.  11.  Because  of  the  ef- 
fects of  estrogens  on  epiphyseal  closure, 
Norinyl-1  should  be  used  judiciously  in  young 
patients  in  whom  bone  growth  is  not  complete. 

12.  The  age  of  the  patient  constitutes  no  abso- 
lute limiting  factor,  although  treatment  with 
Norinyl-1  may  mask  the  onset  of  the  climacteric. 

13.  The  pathologist  should  be  advised  of 
Norinyl-1  therapy  when  relevant  specimens  are 
submitted. 

Side  Effects:  The  following  adverse  reactions 
have  been  observed  with  varying  incidence  in 
patients  receiving  oral  contraceptives:  nausea, 
vomiting,  gastrointestinal  symptoms,  break- 
through bleeding,  spotting,  change  in  men- 
strual flow,  amenorrhea,  edema,  chloasma, 
breast  changes  (tenderness,  enlargement  and 
secretion),  loss  of  scalp  hair,  change  in  weight 
(increase  or  decrease),  changes  in  cervical  ero- 
sion and  cervical  secretions,  suppression  of  lac- 
tation when  given  immediately  postpartum, 
cholestatic  jaundice,  erythema  multiforme,  ery- 
thema nodosum,  hemorrhagic  eruption,  mi- 
graine, rash  (allergic),  itching,  rise  in  blood 
pressure  in  susceptible  individuals,  mental 
depression. 

The  following  occurrences  have  been  ob- 
served in  users  of  oral  contraceptives.  A cause 
and  effect  relationship  has  not  been  estab- 
lished: thrombophlebitis,  pulmonary  embolism, 
neuroocular  lesions. 

The  following  laboratory  results  may  be 


altered  by  the  use  of  oral  contraceptives:  in- 
creased bromsulphalein  retention  and  other 
hepatic  function  tests,  coagulation  tests  (in- 
crease in  prothrombin,  factors  VII,  VIII,  IX  and 
X),  thyroid  function  (increase  in  PBI  and  buta- 
nol extractable  protein-bound  iodine  and  de- 
crease in  T3  values),  metapyrone  test,  pregnane- 
diol  determination. 

Other  side  effects  reported  to  have  occurred 
in  association  with  use  of  this  drug  are  dizzi- 
ness, hirsutism,  pains  in  legs,  back,  chest  and 
abdomen,  dysuria,  drowsiness,  vaginal  dis- 
charge, libido  increased  and  decreased,  erup- 
tions, hyper  menorrhea,  hypomenorrhea, 
increased  appetite,  G.U.  infections,  varicose 
veins,  abdominal  fullness,  acne,  headache, 
nervousness,  allergies,  blurred  vision,  pain  in 
eyes,  and  itching  in  eyes.  For  complete  clinical 
data,  see  package  insert. 

Dosage  and  Administration:  1.  One  tablet  of 
Norinyl-1  is  administered  orally  for  20  days 
beginning  on  day  5 of  the  menstrual  cycle. 
(Count  day  1 of  the  cycle  as  the  first  day  of 
menstrual  bleeding.)  Repeat  this  dosage  sched- 
ule for  each  cycle.  2.  If  no  menstrual  period 
occurs  after  a cycle  of  treatment  (20  tablets)  in 
which  patient  adhered  to  the  schedule,  the  pa- 
tient must  be  instructed  to  resume  taking  the 
Norinyl-1  tablets  7 days  after  the  previous  20- 
day  course  was  completed.  For  example,  if  the 
last  pill  of  a previous  cycle  had  been  taken  on 
a Sunday,  then  a new  cycle  of  treatment  should 
begin  on  the  following  Sunday.  3.  In  the  post- 
partum woman,  it  is  recommended  that  the 
first  cycle  of  treatment  should  begin  on  day  5 
of  the  first  menstrual  cycle.  However,  Norinyl-1 
should  not  be  administered  during  lactation. 
Availability:  Norinyl-1  (norethindrone  1 mg. 
with  mestranol  0.05  mg.)  - Dispensers  of  20  and 
60  and  bottles  of  250  tablets. 


norethindrone  — «n  original  steroid  from 
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M"  ^ in  Pickwick  Papers 

IS  THE  FIRST  RECORDED  CASE  OF 
OBESITY  WITH  NARCOLEPSY 

DR.  C.  SIDNEY  BUR  WELL  COINED  THE 
TERM  “ PICKWICKIAN  SYNDROME  "IN  1955 


Obese  Epitaph 

English  graveyard 


T^Cost  of 

AMBAR  EXTENTABS 

IS  APPROXIMATELY  / 
\ ONE-HALF  THAT  OF 
\ OTHER  LEADING  \ 
" \ APPETITE 

^ ‘SUPPRESSANTS. 

AN  IMPORTANT  FACTOR 
#/  LONG-TERM  THERAPY/ 


CONTROL  FOOD  AND  MOOD  ALL  DAY  LONG  WITH  A SINGLE  MORNING  DOSE 


One  Ambar  Extentab  before  breakfast  can 
help  control  most  patients’  appetite  for  up 
to  12  hours.  Methamphetamine,  the  appe- 
tite suppressant,  gently  elevates  mood  and 
helps  overcome  dieting  frustrations.  Pheno- 
barbital,  the  sedative  in  Ambar,  controls  irritability  and 
anxiety... helps  maintain  a state  of  mental  calm  and  equa- 
nimity. Both  work  together  to  ease  the  tensions  that  erode 
the  willpower  during  periods  of  dieting. 

Also  available:  Ambar  #1  Extentabs®— methamphetamine 
hydrochloride  10  mg.,  phenobarbital  64.8  mg.  (1  gr.)  (Warn- 
ing: may  be  habit  forming). 


AMBAR  #2 

EXTENTABS 


methamphetamine  HC1  15  mg., 
phenobarbital  64.8  mg.  (1  gr.) 
(Warning:  may  be  habit  forming) 


BRIEF  SUMMARY/lndications:  Ambar 
® suppresses  appetite  and  helps  offset  emo- 
tional reactions  to  dieting.  Contraindica- 
tions: Hypersensitivity  to  barbiturates  or 
sympathomimetics;  patients  with  advanced 
renal  or  hepatic  disease.  Precautions:  Administer  with  cau- 
tion in  the  presence  of  cardiovascular  disease  or  hypertension. 
Side  Effects:  Nervousness  or  excitement  occasionally  noted, 
but  usually  infrequent  at  recommended  dosages.  Slight  drows- 
iness has  been  reported  rarely.  See  package  insert  for  further 
details.  a.  h.  robins  company,  MC 
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Medical  News 


Health  examination  survey  to  be  held 

A health  examination  survey  conducted  by 
the  National  Center  for  Health  Statistics,  De- 
partment of  Health,  Education,  and  Welfare, 
will  be  held  in  the  New  York  City  area,  and  in 
Rockland,  Suffolk,  Nassau,  and  Westchester 
Counties  for  a three  month  period  beginning 
August  28.  The  purpose  of  this  survey  is  to 
collect  data  by  means  of  direct  health  examina- 
tions of  representative  samples  of  the  United 
States  population. 

Free  cancer  consultation  service  offered 

As  part  of  its  over-all  program  to  help  im- 
prove the  quality  of  medical  care  for  cancer 
patients,  the  American  Cancer  Society’s  New 
York  City  Division  has  established  a free  con- 
sultation service  to  assist  in  the  diagnosis  and 
treatment  of  cancer  patients  which  is  available 
to  all  practicing  physicians  in  the  Borough  of 
Manhattan. 

The  service  consists  of  39  board  certified 
specialists,  all  particularly  interested  in  cancer 
and  representing  15  areas  of  specialty  medical 
practice.  These  are  breast,  thoracic,  geni- 
tourinary, gynecology,  head  and  neck,  dental, 
general  abdominal,  bone,  sarcoma  of  soft  tissue, 
eye,  melanoma,  chemotherapy  (including  leu- 
kemia and  lymphomas),  radiation  therapy, 
plastic  surgery  and  skin,  and  the  central  nervous 
system. 

Panel  members  have  agreed  to  serve  as 
consultants  without  fee.  Queries  to  the  service 
will  be  handled  on  a rotating  basis  within  each 
specialty  practice  area.  Physicians  who  wish 
to  consult  with  members  of  the  panel  are 
requested  to  call  the  New  York  City  Division’s 
Education  Department  at  Plaza  9-3500. 

Monroe  County  Medical  Society 
announces  writing  award 

The  Trauma  Committee  of  the  Monroe 
County  Medical  Society,  Inc.,  announced  the 
establishment  of  an  award  to  stimulate  interest 
in  the  study  of  trauma.  Sponsored  by  the 
Independent  Insurance  Agents  of  Monroe 
County,  Inc.,  a prize  of  $200  will  be  awarded  to 
the  medical  student  or  physician  presenting  the 
best  paper  on  trauma  (accident)  prevention, 
treatment,  or  education. 

For  further  information  write  to:  Donald  M. 
Irish,  executive  director,  Medical  Society  of  the 
County  of  Monroe,  Inc.,  1441  East  Avenue, 
Rochester,  New  York  14610. 

Material  for  inclusion  in  the  medical  news  section  must  be 
received  six  weeks  prior  to  publication  date. 


Upstate  Medical  Center  offers 
television  seminars 


The  State  University  of  New  York  at  Buffalo 
School  of  Medicine  is  presenting  a series  of 
televised  seminars  for  the  practicing  physicians 
on  Sunday  and  Monday  evenings  at  10:30 
p.m.  and  repeated  Tuesday  and  Thursday 
evenings  at  10:00  p.m.  on  WNYC-TV,  UHF 
channel  31. 

The  topic  for  the  programs  scheduled  for 
July  17  through  August  8 will  be  “Selected 
Aspects  of  Gastroenterology.”  Other  programs 
will  be:  August  7 through  31,  “Hematologic 
Disorders”;  September  3 through  21,  “Cardio- 
vascular Problems”;  and  September  24  through 
October  5,  “Pediatric  Problems.” 


Personalities 

Elected.  At  the  annual  meeting  of  the 
American  Dermatological  Association  held  May 
28  through  June  1 in  Colorado  Springs,  Colo- 
rado: Anthony  N.  Domonkos,  M.D.,  associate 
clinical  professor  of  dermatology,  Columbia 
University  College  of  Physicians  and  Surgeons, 
as  treasurer;  and  Carl  T.  Nelson,  M.D.,  pro- 
fessor of  dermatology,  Columbia  University 
College  of  Physicians  and  Surgeons,  as  a direc- 
tor ...  As  officers  of  the  New  York  Rheuma- 
tism Association,  Inc.:  Thomas  G.  Kantor, 

M.D.,  president;  Henry  G.  Kunkel,  M.D., 
president-elect;  Albert  W.  Grokoest,  M.D., 
vice-president;  and  Arthur  I.  Snyder,  M.D., 
secretary-treasurer.  All  are  from  New  York 
City  ...  As  president  of  the  New  York  Heart 
Association,  William  J.  Welch,  M.D.,  associate 
professor  of  clinical  medicine,  New  York  Uni- 
versity Post-Graduate  Medical  School;  and  as 
first  vice-president,  Maclyn  McCarty,  M.D., 
physician  in  chief,  Rockefeller  University  . . . 
As  president  of  the  American  Association  of 
Planned  Parenthood  Physicians,  Howard  C. 
Taylor,  Jr.,  M.D.,  director,  International 
Institute  for  the  Study  of  Human  Reproduction 
at  Columbia  University  . . . As  eastern  vice- 
president  of  The  American  Academy  of  Facial 
Plastic  and  Reconstructive  Surgery,  Inc.,  John 
S.  Lewis,  M.D.,  New  York  City;  and  as  a 
director,  Robert  M.  Hui,  M.D.,  New  York 
City  . . . As  officers  of  The  Central  New  York 
Society  of  Pathologists:  Thomas  Simon,  M.D., 
Syracuse,  president;  Alfred  Bragoli,  M.D., 
Cortland,  treasurer;  and  Nathan  A.  Cohen, 
M.D.,  Syracuse,  secretary  ...  As  president  of 
the  American  Radium  Society,  John  L.  Pool, 
M.D.,  clinical  associate  professor  of  surgery, 
Cornell  Medical  College. 

continued  on  page  1951 
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following 

infection 

B and  C vitamins  are  therapy:  STRESSCAPS  B and  C vitamins  in  thera- 
peutic amounts . . . help  the  body  mobilize  defenses  during  convalescence . . . aid 
response  to  primary  therapy.  The  patient  with  a severe  infection,  and  many 
others  undergoing  physiologic  stress,  may  benefit  from  STRESSCAPS  capsules. 


Each  capsule  contains: 

Vitamin  B,  (as  Thiamine  Mononitrate)  10  mg 

Vitamin  B2  (Riboflavin)  10  mg 

Vitamin  B*  (Pyridoxine  HCI)  2 mg 

Vitamin  B12  Crystalline  4 mcgm 

Vitamin  C (Ascorbic  Acid)  300  mg 

Niacinamide  100  mg 

Calcium  Pantothenate  20  mg 

Recommended  intake:  Adults,  1 capsule 
daily,  for  the  treatment  of  vitamin  deficien- 
cies. Supplied  in  decorative  “reminder” 
jars  of  30  and  100;  bottles  of  500. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 

«*««->  3612 


These  7 patients  with 
moderate  to  severe  anxiety 
may  respond  better  to  Mellaril 


1.  Moderate  to  severe  anxiety: 

The  agitated  patient 


2.  Moderate  to  severe  anxiety 

The  patient  under 
situational  stress 


3.  Moderate  to  severe  anxiety: 

The  previously  hospitalized 
psychiatric  patient 


4.  Moderate  to  severe  anxiety: 

The  psychosomatic  patient 


5.  Moderate  to  severe  anxiety: 

The  agitated  geriatric 


6.  Moderate  to  severe  anxiety: 

The  menopausal  patient 


7.  Moderate  to  severe  anxiety: 

The  constantly  returning 
patient 


in  moderate 
to  severe 
anxiety, 

25  mg.  t.i.d. 

Mellaril' 

(thioridazine) 


Contraindications:  Severely  depressed 
or  comatose  states  from  any  cause, 
and  in  association  with  or  following 
MAO  inhibitors;  severe  hypertensive 
or  hypotensive  heart  disease. 
Precautions:  Hypersensitivity  reactions 
(e.g.,  leukopenia,  agranulocytosis)  and 
convulsive  seizures  are  infrequent. 
Pigmentary  retinopathy  has  been  ob- 
served where  doses  in  excess  of  those 
recommended  were  used  for  long  pe- 
riods of  time.  May  potentiate  central 


nervous  system  depressants,  atropine, 
and  phosphorus  insecticides.  Where 
complete  mental  alertness  is  required, 
administer  the  drug  cautiously  and  in- 
crease dosage  gradually.  In  addition, 
orthostatic  hypotension  (especially  in 
female  patients)  has  been  observed. 
Epinephrine  should  be  avoided  in 
treatment  of  drug-induced  hypotension. 
Side  Effects:  Pseudoparkinsonism  and 
other  extrapyramidal  disorders  are  in- 
frequent; drowsiness,  especially  in 


high  doses  early  in  treatment,  may  oc- 
cur; nocturnal  confusion,  dryness  of 
the  mouth,  nasal  stuffiness,  headache, 
peripheral  edema,  lactation,  galactor- 
rhea, and  inhibition  of  ejaculation  are 
noted  on  occasion;  photosensitivity 
and  other  allergic  skin  reactions  may 
occur  but  are  extremely  rare. 


Before  prescribing,  see  package 
insert  for  full  product 
information. 


SANDOZ  PHARMACEUTICALS,  HANOVER,  N.J.  • ORIGINAL  RESEARCH  SERVING  THE  PHYSICIAN 


SANDOZ 


Against  these  three  major  pathogens... 


Beta-Hem 

Streptococci 


Pneumococci 


/-  Cillin  K®  provides  dependable  oral  antibacterial  activit; 


because  it  combines  a high  degree  of  in-vitro  activity... 


Staph.  Aureus  (Penicillin-Sensitive)  Streptococcus,  Group  A Diplococcus  Pneumoniae 
MIC  (meg. /ml.)  MIC  (meg. /ml.)  MIC  (meg. /ml.) 

Antibiotic  Median  Range  Median  Range  Median  Range 


Penicillin  V 

0.02 

0.02-0.04 

0.02 

0.003-0.4 

0.01 

0.005-0.2 

Penicillin  G 

0.02 

0.005-1.6 

0.005 

0.002-0.2 

0.02 

0.01-0.1 

Methicillin 

1.6 

0.4-6. 3 

0.2 

0.1 -0.4 

0.2 

0.1-1 .6 

Oxacillin 

0.4 

0.1  -3.1 

0.04 

0.02-0.4 

0.1 

0.04-0.8 

Cloxacillin 

0.2 

0.2-0. 8 

0.1 

0.1 -0.8 

- 

- 

Nafcillin 

0.4 

0.2-0. 8 

0.04 

0.02-0.1 

0.02 

0.02-0.2 

Ampicillin 

0.2 

0.1 -0.8 

0.02 

0.01-0.04 

0.02 

0.01-0.04 

Adapted  from  Klein,  J.  O.,  and  Finland,  M.:  New  Englond  J.  Med., 269: 1019,  1963. 


with  high  blood  levels,  even  in  the  presence  of  food 


Adapted  from  Griffith,  R.  $.,  and  Black,  H.  R.;  Current  Ther.  Res.,  6 253,  1964. 


V-Cillin  K’0_ 

Potassium  Phenoxymethyl  Penicillin 


(See  next  page  for  prescribing  information.) 


New  500  mg.  tablets... a more  convenient  way  to  give  high  doses 


■"IF* 


Description:  V-Cillin  K is  the  potassium  salt  of  V-Cillin®  (phenoxy- 
methyl  penicillin,  Lilly).  This  chemically  improved  form  combines  acid 
stability  with  immediate  solubility  and  rapid  absorption.  Higher  serum 
levels  are  obtained  more  rapidly  with  this  penicillin  than  with  equal 
1 oral  doses  of  penicillin  G.  The  higher  serum  levels  and  acid  stability  of 
V-Cillin  K make  it  a more  dependable  penicillin  for  oral  use. 

V-Cillin  K,  Pediatric,  is  an  oral  solution  of  clinically  proved  V-Cillin  K 
in  teaspoon  dosage  form.  When  mixed  as  directed,  each  5 cc.  (ap- 
' proximately  one  teaspoonful  ] will  contain  125  mg.  (200,000  units) 
phenoxymethyl  penicillin  as  the  potassium  salt. 

Indications:  V-Cillin  K has  been  shown  to  be  effective  in  the  treatment 
of  streptococcus,  pneumococcus,  and  gonococcus  infections  as  well  as 
infections  caused  by  sensitive  strains  of  staphylococci.  It  may  be  used 
I for  the  prophylaxis  of  streptococcus  infections  in  patients  with  a history 
i of  rheumatic  fever  and  for  the  prevention  of  bacterial  endocarditis 
I after  tonsillectomy  and  tooth  extraction  in  those  patients  with  a history 
j of  rheumatic  fever  or  congenital  heart  disease. 

Contraindication:  V-Cillin  K should  not  be  administered  to  a patient 
' with  a history  of  penicillin  hypersensitivity. 

Warnings:  In  rare  instances,  the  use  of  penicillin  may  cause  acute 
■;  anaphylaxis  which  may  prove  fatal  unless  promptly  controlled.  This 
I type  of  reaction  appears  more  frequently  in  patients  with  a history  of 
i sensitivity  reactions  to  penicillin  and  in  those  with  bronchial  asthma  or 
other  ollergies.  Resuscitative  drugs  should  be  readily  available  for 
emergency  administration.  These  include  epinephrine  and  pressor 
drugs  (os  well  as  oxygen  for  inhalation)  for  relief  of  immediate  allergic 
manifestations  and  antihistamines  and  corticosteroids  for  delayed 
effects. 

Precautions:  V-Cillin  K should  be  used  cautiously,  if  at  all,  in  a patient 
with  a strongly  positive  history  of  allergy. 


In  prolonged  therapy  with  penicillin,  and  particularly  with  high 
parenteral  dosage  schedules,  frequent  evaluation  of  the  renal  and 
hematopoietic  systems  is  recommended. 

In  suspected  staphylococcus  infections,  proper  laboratory  studies 
(including  sensitivity  tests)  should  be  performed. 

The  use  of  penicillin  may  be  associated  with  the  overgrowth  of 
pencillin-insensitive  organisms.  In  such  cases,  its  administration  should 
be  discontinued,  and  appropriate  measures  should  be  taken. 

Adverse  Reactions:  Although  serious  allergic  reactions  are  much  less 
common  with  administration  of  oral  penicillin  than  with  intramuscular 
forms,  manifestations  of  penicillin  allergy  may  occur. 

Penicillin  is  a substance  of  low  toxicity,  but  it  does  possess  a signifi- 
cant index  of  sensitization.  The  following  hypersensitivity  reactions 
associated  with  the  use  of  penicillin  have  been  reported:  skin  rashes 
ranging  from  maculopapular  eruptions  to  exfoliative  dermatitis;  urti- 
caria; and  reactions  resembling  serum  sickness,  including  chills,  fever, 
edema,  arthralgia,  and  prostration.  Severe  and  often  fatal  anaphylaxis 
has  occurred  (see  Warnings).  Hemolytic  anemia,  leukopenia,  throm- 
bocytopenia, and  nephropathy  are  rarely  observed  side-effects  and 
are  usually  associated  with  high  parenteral  dosage. 

Administration  and  Dosage:  For  Tablets  V-Cillin  K and  for  V-Cillin  K, 
Pediatric,  the  usual  dosage  ranges  from  125  mg  (200,000  units)  three 
times  a day  to  500  mg.  (800,000  units)  every  four  hours.  For  infants, 
the  daily  dosage  may  be  50  mg.  per  Kg.  of  body  weight  divided  into 
three  doses. 

Beta-hemolytic  streptococcus  infections  without  associated  bac- 
teremia may  be  treated  with  200,000  to  400,0000  units  three  times  o 
day.  Therapy  should  be  continued  for  a minimum  of  ten  days  to  prevent 
development  of  rheumatic  fever  and/or  other  serious  complications. 
Dosage  for  routine  streptococcus  prophylaxis  in  patients  with  a history 
of  rheumatic  fever  or  congenital  heart  disease  may  be  200,000  units 
once  or  twice  daily.  When  such  patients  undergo  tonsillectomy,  tooth 
extraction,  or  other  minor  surgery,  the  prophylactic  dose  should  be 
500,000  units  every  six  hours  given  two  days  prior  to  surgery  and  for 
two  days  postoperatively.  If  oral  medication  is  not  feasible  on  the  day 
of  surgery,  parenteral  therapy  should  be  considered.  Mild  to  moder- 
ately severe  pneumococcus  pneumonia  has  been  treated  effectively 
with  250  mg.  every  six  hours. 

In  staphylococcus  infections,  400,000  units  or  more  should  be  given 
every  six  to  eight  hours  in  conjunction  with  indicated  surgical  proce- 
dures. 

For  gonorrhea  in  males,  500  mg.  (800,000  units)  every  four  hours  for 
three  doses  may  be  employed;  in  females,  500  mg.  every  four  hours 
for  six  doses  are  recommended.  Refractory  infections  generally  respond 
to  a second  treatment  three  to  four  days  following  completion  of  the 
first.  Treatment  of  gonorrhea  with  severe  complications  should  be 
individualized,  with  prolonged  and  intensive  treatment.  Patients  with  a 
suspected  lesion  of  syphilis  should  have  a dark-field  examination  be- 
fore receiving  penicillin  and  monthly  serologic  tests  for  a minimum  of 
three  months. 

How  Supplied:  Tablets  V-Cillin  K,  U.S.P.,  125  mg.  (200,000  units),  in 
bottles  of  50  and  100;  and  250  mg.  (400,0000  units)  and  500  mg. 
(800,000  units),  in  bottles  of  24  and  100. 

V-Cillin  K,  Pediatric,  for  Oral  Solution,  125  mg.  (200,000  units)  per 
5 cc.  of  solution,  in  40,  80,  and  150-cc.-size  packages. 

Additional  information  available  to  physicians  upon 
request.  Eli  Lilly  and  Company,  Indianapolis,  Indiana 
4620 6. 
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continued  from  page  1944 

Awarded.  Currier  McEwen,  M.D.,  pro- 
fessor of  medicine.  New  York  University  School 
of  Medicine,  the  Presidential  Citation  of  New 
York  University. 

Appointed.  Seymour  K.  Fineberg,  M.D., 
clinical  associate  in  medicine.  New  York  Medi- 
cal College,  as  chief  of  the  Diabetes  Center 


Clinic  at  Metropolitan  Hospital . . . Vincent 
J.  Fontana,  M.D.,  director  of  pediatrics,  St. 
Vincent’s  Hospital,  as  consultant  to  the  Mayor 
and  to  the  Health  Services  Administration  of 
the  City  of  New  York  to  coordinate  the  study 
of  child  neglect  and  abuse  . . . James  A.  Brice, 
M.D.,  Woodbury,  as  director  of  Suffolk  Psy- 
chiatric Hospital. 


Month  in  Washington 


The  Department  of  Health,  Education,  and 
Welfare  (HEW)  is  making  a broad  study  of 
prescription  drugs  which  will  be  the  basis  of  a 
recommendation  on  whether  their  costs  should 
be  covered  by  Medicare  when  they  are  used  out- 
side a hospital.  H.E.W.  Secretary  John  W. 
Gardner  appointed  a task  force  of  H.E.W.  offi- 
cials to  evaluate  the  study  and  make  the 
recommendation. 

“Prescription  drugs  are  an  essential  element  of 
modern  medical  care,”  Gardner  said.  “In  the 
last  twenty-five  years  we  have  witnessed  greater 
advances  in  the  use  of  drugs  than  in  the  whole 
previous  history  of  medicine.  Today  drugs  and 
biologicals  make  possible  the  prevention  and 
successful  treatment  of  illnesses  that  were  seri- 
ous and  frequently  fatal. 

“Yet  for  many  older  Americans  the  cost  of 
needed  drugs  prescribed  by  a physician  is  a 
heavy  burden,  representing  15  to  20  per  cent  of 
their  medical  care  costs.  Many  older  Ameri- 
cans find  themselves  with  limited  financial 
resources  at  the  very  time  that  age  brings  an  in- 
creasing incidence  of  chronic  disease  and  greater 
needs  for  medical  care,  including  prescription 
drugs.” 

President  Johnson  directed  last  January  that 
Gardner  “undertake  immediately  a comprehen- 
sive study  of  the  problems  of  including  the  cost 
of  prescription  drugs  under  Medicare.”  Studies 
on  some  aspects  of  the  question  were  started 
then  and  are  near  completion.  Other  specific 
studies  are  in  various  stages  of  progress.  But 
Congress  may  decide  the  issue  before  the  full 
study  is  completed.  The  Senate  Finance  Com- 
mittee will  hold  hearings  this  summer  on  such  a 
Medicare  extension.  Philip  R.  Lee,  M.D.,  assist- 
ant H.E.W.  secretary  and  chairman  of  the  task 
force,  said  that  even  if  the  study  is  incomplete, 
H.E.W.  will  take  a stand  when  the  Senate 
Finance  Committee  takes  up  the  legislation. 

One  bill  would  finance  Medicare  coverage  of 
drugs  by  increasing  the  cost  of  monthly  premi- 
ums from  $3.00  to  $4.00  for  the  voluntary  doctor 
bills  insurance  program  (Plan  B)  for  persons  sixty- 
five  and  over.  Sponsored  by  Senator  Joseph  M. 

Prepared  by  the  Washington,  D.C.,  Office  of  the  American 
Medical  Association. 


Montoya  (Democrat,  New  Mexico),  the  bill 
would  provide  that  generic  drugs  rather  than 
trade  name  products  be  used  whenever  possible. 

Another  bill  is  sponsored  by  chairman  Russell 
B.  Long,  (Democrat,  Louisiana),  the  Senate’s 
leading  critic  of  the  drug  industry.  It  would 
spur  generic  purchasing  for  all  federally-con- 
nected welfare  programs. 

“The  task  force  will  examine  a number  of 
factors  which  are  closely  involved  with  the  use  of 
prescription  drugs  and  with  present  and  pro- 
posed methods  of  purchasing  them,”  Lee  said. 
“Many  of  these  factors  concern  not  only  drug 
costs — and  who  pays  them — but  also  the  quality 
of  Medicare  care.” 

Among  the  major  areas  listed  for  task  force 
study  are: 

1.  Present  patterns  of  drug  prescription  by 
physicians. 

2.  Present  patterns  of  prescription-drug  use 
and  expense  by  patients. 

3.  Present  resources  used  to  meet  drug  costs 
(including  personal  resources,  aid  from  relatives, 
insurance,  and  government  assistance) . 

4.  Present  drug  cost  coverage  programs  (in- 
cluding Federal,  state,  commercial  insurance, 
union,  and  foreign  programs) . 

5.  Distribution  systems  (including  independ- 
ent pharmacies,  central  pharmacies,  mail-order 
distribution,  physician  dispensing,  and  hospital 
dispensing) . 

6.  Reimbursement  factors  (including  deter- 
mination of  costs,  coinsurance,  deductibles,  and 
limitations  on  dollar  costs,  drug  quantities,  and 
drug  types). 

7.  Accounting  methods  (including  nomen- 
clature, coding,  and  data  processing) . 

8.  Pharmacologic  aspects  (including  generic 
versus  clinical  equivalents) . 

9.  Clinical  aspects  (including  formulatory 
systems) . 

10.  Legal  and  fiscal  aspects. 

11.  Impact  of  proposed  methods  of  purchas- 
ing prescription  drugs  on  the  costs  and  quality 
of  patient  care,  on  the  medical  profession,  on  the 
pharmacy  profession,  on  the  drug  industry,  and 
on  government. 

continued  on  page  1952 
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the  diet  is  faulty, 
the  appetite  poor, 
or  the  loss  of  food 
is  excessive 

through  vomiting 
or  diarrhea — 

Valentine’s 

MEAT  EXTRACT 

stimulates  the  appetite, 

increases  the  flow  of 
digestive  juices, 

provides:  supplementary 
amounts  of  vitamins,  minerals 
and  soluble  proteins, 

extra-dietary  vitamin  Bu, 

protective  quantities  of 
potassium,  in  a palatable  and 
readily  assimilated  form. 


Debilita 

gascrorn. 

conditio 


I Tostoperatively 


Supplied  in  bottles  of  2 or  6 fluidounces. 

Dosage  is  1 teaspoonful  two  or  three  times 
daily;  two  or  three  times  this  amount  for 
potassium  therapy.  Dilute  with  two  or 
more  equal  volumes  of  water. 

VALENTINE  Company,  Inc. 

RICHMOND  21,  VIRGINIA 


continued  from  page  1951 

sk  ♦ ♦ 

Surgeon  General  William  H.  Stewart,  M.D., 
says  that  measles  (Rubella)  should  be  eradi- 
cated this  year  but  other  cripplers  and  killers 
like  venereal  disease  and  cancer  still  baffle  re- 
searchers. “This  year,  1967,  may  well  go  down 
in  history  as  the  year  of  measles  eradication  in 
the  United  States,”  Stewart  told  a house  ap- 
propriations subcommittee,  in  testimony  re- 
cently published.  Steward  said  the  measles 
vaccine,  licensed  four  years  ago,  is  “bringing  the 
disease  to  the  vanishing  point.”  The  Public 
Health  Service  researchers  now  are  working  with 
an  experimental  vaccine  trying  to  conquer 
German  measles,  he  said.  Other  health  prob- 
lems, such  as  cancer,  heart  disease,  and  gonor- 
rhea continue,  however,  to  pose  numerous  re- 
search problems,  Stewart  reported. 

Stewart  told  the  appropriations  subcommittee 
that  the  “fastest  rising  causes  of  death  and  disa- 
bility” in  this  nation  are  emphysema  and  other 
chronic  respiratory  diseases.  He  said  deaths 
from  emphysema  and  chronic  bronchitis  have 
increased  about  nine  times  in  the  last  twenty 
years,  causing  more  than  60,000  deaths  a year. 

The  Federal  health  official,  who  estimated 
that  some  300,000  people  die  each  year  in- 
directly from  smoking,  also  reported  that  a new 
less  dangerous  cigaret  may  be  developed. 
“There  is  reason  to  believe  that  the  develop- 
ment of  a less  hazardous  cigaret  is  potentially 
within  reach,”  he  said.  But  he  put  no  time- 
table on  development  of  this  type  of  cigaret. 

* * * 

The  American  Medical  Association  supports 
all  except  one  provision  of  legislation  (S.  780) 
that  would  expand  the  Federal  government’s 
role  in  the  Federal-state  program  to  curb  air 
pollution. 

In  a letter  to  the  Senate  Subcommittee  on  Air 
and  Water  Pollution,  F.  J.  L.  Blasingame,  M.D., 
executive  vice-president  of  the  AMA,  pointed 
out  that  the  AMA  has  been  directing  the  atten- 
tion of  physicians  and  other  health  workers  to 
the  problems  of  air  pollution  through  a series  of 
meetings  and  its  publications.  He  also  noted 
that  the  AMA  has  supported  such  legislation  in 
past  years. 

“In  spite  of  past  legislation  and  on-going 
Federal,  state,  and  local  programs  which  are 
carried  on  in  cooperation  with  private  industry, 
the  American  Medical  Association  recognizes 
that  air  pollution  continues  as  a major  environ- 
mental problem,”  Dr.  Blasingame  said.  “In- 
creased program  emphasis  on  research  and  de- 
velopment in  technics  of  air  pollution  control 
and  abatement  is  worthy  of  the  support  of  the 
medical  profession. 

“The  bill  before  you  contains  one  provision 
which  we  cannot  support.  Section  107  of 
S.  780  would  require  the  Secretary  of  H.E.W.  to 
establish  emission  standards  for  certain  indus- 
tries. On  the  basis  of  present  information  and 
understanding  of  the  relationship  between  emis- 
sions and  the  effect  it  has  on  surrounding  air, 
such  a requirement  is  unrealistic  and  would  not 
accomplish  its  intended  purpose.” 
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“ When  I couldn't  even  smell  corned  beef  and  cabbage, 
I decided  it  was  time  for  you.  Doc.” 


Maybe  he  doesn't  know  when  he's  well  off.  But  you 
might  want  to  prescribe  long-acting  Novahistine  LP 
anyway. 

Two  tablets  in  the  morning  and  two  in  the  evening  will 
usually  provide  day  and  night  relief  by  helping  to  clear 
congested  air  passages  for  normal,  free  breathing. 
Novahistine  LP  is  formulated  to  provide  continuous 
therapeutic  effect  for  8 to  12  hours.  The  decongestant 
ingredients  help  restore  normal  mucus  secretion  and 
ciliary  activity— physiologic  defenses  against  infection  of 
the  respiratory  tract. 

Use  cautiously  in  individuals  with  severe  hypertension, 
diabetes  mellitus,  hyperthyroidism  or  urinary  retention. 
Caution  ambulatory  patients  that  drowsiness  may  result. 
Each  Novahistine  LP  tablet  contains:  phenylephrine 
hydrochloride,  25  mg.,  and  chlorpheniramine  maleate, 
4 mg. 


PITMAN-MOORE  Division  of  The  Dow  Chemical 


Company,  Indianapolis 
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• EMPHYSEMA 

• ASTHMA 

• CHRONIC  BRONCHITIS 

• BRONCHIECTASIS 
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Each  tablet  contains: 

Potassium  Iodide 195  mg. 

Aminophylline 130  mg. 

Phenobarbital,  Caution:  May  be  habit  forming.  . . 21  mg. 

Ephedrine  HC1 16  mg. 

FEDERAL  LAW  PROHIBITS 


DISPENSING  WITHOUT  PRESCRIPTION 

Precautions:  Usual  for  aminophylline-ephedrine- 
phenobarbital.  Iodides  may  cause  nausea,  long  use 
may  cause  goiter.  Discontinue  if  symptoms  of 
iodism  develop. 

Iodide  contraindications:  tuberculosis,  pregnancy. 

DOSAGE 

One  tablet,  with  full  glass  of 
water,  3 or  4 times  daily. 

Dispensed  in  bottles  of  100  and  1000  tablets. 

MUDRANE  GG — Formula,  dosage  and  package  identi- 
cal to  Mudrane — except — 100  mg.  glyceryl  guaiacolate 
replaces  the  potassium  iodide.  The  value  of  Mudrane 
cannot  be  enjoyed  by  a small  group  in  which  K.I.  is 
contraindicated.  Mudrane  GG  is  prepared  for  this  group. 

MUDRANE  GG  ELIXIR  — Four  5 cc  teaspoonfuls  is 
equivalent  to  one  Mudrane  GG  tablet.  Dosage  adjusted 
to  age  and  weight  of  child.  Mudrane  GG  Elixir  is  for 
pediatric  patients  and  those  who  think  they  cannot  swal- 
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Results,  read  at  48  to  72  hours,  are  comparable 
in  accuracy  to  those  of  older  standard  intradermal  tests.  The 
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stable  for  two  years.  Side  effects  are  possible  but  rare:  vesiculation, 
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Abstracts 


Rubin,  E.  H.:  Rheumatoid  lung,  New  York 
State  J.  Med.  67:  (July  15)  1967. 


Rheumatoid  arthritis  is  not  confined  to  the 
locomotor  system,  but  the  lungs  and  other 
organs  may  be  affected.  Pleural,  pericardial, 
and  pulmonary  lesions  accompanying  rheu- 
matoid disease  and  seen  on  chest  x-ray  films 
often  indicate  rheumatoid  lungs,  if  other  evi- 
dence is  absent.  Pleural  effusion  is  the  most 
frequent  manifestation,  the  second  and  roent- 
genologically  most  striking  is  diffuse  interstitial 
pulmonary  fibrosis;  the  third  the  nodular  non- 
pneumoconiotic  form;  and  the  fourth,  Caplan’s 
syndrome  or  rheumatoid  pneumoconiosis.  The 
lungs  may  be  part  of  the  basic  rheumatoid  dis- 
ease. 


Abrams,  E.:  Renal  manifestations  of  Boeck’s 
sarcoid,  New  York  State  J.  Med.  67:  (July 
15)  1967. 

Sixty  cases  of  sarcoidosis  with  renal  complica- 
tions are  reviewed  and  an  additional  case  re- 
ported. Initial  symptoms  included  weight  loss, 
weakness,  dyspnea,  anorexia,  fatigue,  cough, 
and  polyuria,  with  lung  involvement  the  most 
consistent  manifestation.  The  cases  are  re- 
viewed with  regard  to  renal  involvement,  ab- 
normalities in  calcium  metabolism,  steroid 
therapy,  and  the  steroid  suppression  test. 
Azotemia,  albuminuria,  hypercalcemia,  hypos- 
thenuria, microscopic  cylindruria,  hematuria, 
and  pyuria  were  found  almost  consistently, 
with  frequent  findings  of  hyperglobulinemia, 
nephrolithiasis,  and/or  nephrocalcinosis.  Other 
abnormalities  are  noted. 


Abstracts  in  In  ter  lingua 


Rubin,  E.  H.:  Pulmon  rheumatoide  ( anglese ), 

New  York  State  J.  Med.  67:  2014  (15  de 
julio)  1967. 

Arthritis  rheumatoide  non  es  restringite  al 
systema  locomotori.  Etiam  le  pulmon  e altere 
organos  pote  esser  afficite  per  illo.  Lesiones 
pleural,  pericardial,  e pulmonar  que  es  visibile 
in  pelliculas  roentgenographic  frequentemente 
indica — quando  illos  accompania  morbo  rheu- 
matoide— le  presentia  de  pulmon  rheumatoide, 
mesmo  si  nulle  altere  evidentia  supporta  file 
prognose.  Effusion  pleural  es  le  manifestation 
le  plus  frequente.  Le  secunde — e roentgenolog- 
icamente  le  plus  frappante — manifestation  es 
diffuse  fibrosis  pulmonar  interstitial.  Le  tertie 
es  le  nonpneumoconiotic  forma  nodular.  Le 
quarte  es  syndrome  de  Caplan  o pneumoconiosis 
rheumatoide. 


Abrams,  E.:  Manifestationes  renal  de  sar- 

coide  de  Boeck  {anglese),  New  York  State  J. 
Med.  67:  2019  (15  de  julio)  1967. 

Es  revistate  60  casos  de  sarcoidosis  con  com- 
plicationes  renal.  Un  caso  additional  es  re- 
portate.  Le  symptomas  initial  includeva  per- 
dita  de  peso,  debilitate,  dyspnea,  anorexia, 
fatiga,  tusse,  e polyuria.  Affectiones  pulmonar 
esseva  le  manifestationes  le  plus  uniforme.  Le 
material  es  analysate  con  respecto  al  affection 
renal,  a anormalitates  del  metabolismo  de 
calcium,  al  therapia  a steroides,  e al  test  de 
suppression  a steroide.  Azotemia,  albuminuria, 
hypercalciemia,  hyposthenuria,  cylindruria  mi- 
croscopic, e pyuria  esseva  notate  in  quasi  omne 
le  casos,  con  un  frequente  constatation  de  hyper- 
globulinemia, nephrolithiasis,  e o nephrocal- 
cinosis. Altere  anormalitates  es  notate. 
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In  peptic  ulcer... 

antacid 
therapy 

with  a 


new 

benefit 


CONTAINS  A BALANCED 
COMBINATION 
OF  THE  MOST  WIDELY 
USED  ANTACIDS— 

FOR  RAPID 
NEUTRALIZATION. 

PLUS  SIMETHICONE— 

TO  CONTROL 
THE  FACTOR  WHICH 
ANTACIDS  ALONE 
CANNOT  INFLUENCE. 


■ In  Mylanta,  aluminum  and  magnesium  hydroxides  are 
balanced  to  minimize  the  chance  of  constipation  or  laxation 
and  still  achieve  rapid  acid  neutralization  and  pain  relief. 

■ The  positive  action  of  simethicone  helps  relieve  the  pain- 
ful gas  symptoms  which  often  accompany  the  peptic  ulcer 
syndrome. 

■ The  nonfatiguing  flavor  and  smooth,  nongritty  consistency 
of  tablets  and  liquid  encourage  continued  patient  coopera- 
tion during  long-term  therapy. 


Composition:  Each  Mylanta  chewable  tablet  or  teaspoonful  (5  ml.) 
of  liquid  contains:  magnesium  hydroxide.  200  mg.;  aluminum  hydrox- 
ide, dried  gel,  200  mg.;  simethicone,  20  mg.  Dosage:  one  or  two  tab- 
lets, well  chewed  or  allowed  to  dissolve  in  the  mouth,  or  one  or  two 
teaspoonfuls  of  liquid  to  be  taken  between  meals  and  at  bedtime. 


The  Stuart  Company,  Pasadena,  California 
Division  of  Atlas  Chemical  Industries,  Inc. 
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Editorials 


Walter  Palmer  Anderton,  M.D. 


Walter  Palmer  Anderton,  M.D.,  died  on 
May  16, 1967,  at  the  age  of  eighty-one.  He 
had  been  retired  as  Executive  Manager  and 
Secretary  of  the  Medical  Society  of  the 
State  of  New  York  for  the  past  eight  years. 

His  term  of  service  to  the  Society,  from 
1945  to  1958,  bridged  a period  of  tremen- 
dous speed-up  and  advance  in  the  science  of 
medicine.  Trained  in  the  Oslerian  school 
of  individual  responsibility  to  the  individual 
patient  he  carried  forward  this  ideal 
throughout  his  professional  life.  Dr.  An- 
derton helped  to  develop  the  operations  of 
the  Medical  Society  from  one  with  limited 
objectives  and  small  staff  to  one  of  far- 
reaching  and  complex  objectives  with  a 
considerably  enlarged  staff. 

Dr.  Anderton’s  period  of  service  from 
World  War  II  to  the  opening  of  the  sixth 
decade  of  the  century  encompassed  many 
revolutionary  changes;  not  only  in  the  un- 
derstanding and  treatment  of  disease  but  in 
expansion  of  responsibility  of  the  medical 
profession  to  the  public  at  large  as  well  as  to 
the  individual  patient. 

Dr.  Anderton’s  counsels  of  prudence  dur- 
ing this  critical  period  kept  the  Society  on  a 
true  course.  The  Journal  editors  were 
deep  in  his  confidence  and  indebted  to  his 
advice. 

Courtly  manners  and  gentility  are  fast 
disappearing  from  our  civilization,  more  the 


Joseph  Merante 


WALTER  PALMER  ANDERTON,  M.D. 

pity — the  loss  of  Dr.  Anderton  adds  one 
more  measure  to  this. 


Costs  of  operating  medical  schools 


Figures  recently  released  by  the  Associa- 
tion of  American  Medical  Colleges  show  for 
the  period  of  1964  to  1965  an  all  time  high 
level  of  operating  costs  of  medical  schools. 
Federal  contribution  is  proportionately 


small.  If  medical  manpower  needs  are  to 
be  met  all  sources  of  support  for  the  medical 
schools  must  increase  their  giving,  and 
better  mechanisms  for  obtaining  unre- 
stricted funds  must  be  developed. 
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TABLE  I.  Regular  operating  program  expenditures  (in  thousands  of  dollars)  per  individual  school 


Academic 

Year 

Minimum* 

Maximum 

Average 

Total 

No.  of 
Schools 

1958-59 

648.0 

$5,956.0 

$2,157.0 

$174,791 

85 

1959-60 

735.7 

8,676.7 

2,234.4 

192,158 

86 

1960-61 

795.6 

7,208.6 

2,461.0 

214,108 

87 

1961-62 

690.3 

8,037.8 

2,754.9 

239,679 

87 

1962-63 

757.1 

8,761.7 

2,943.6 

256,096 

87 

1963-64 

939.3 

8,811.7 

3,385.0 

286 , 158 

87 

1964-65 
Percentage 
Increase  1958- 

1,063.5 

9,882.7 

3,781.3 

319,665 

87 

59  to  1964-65 

64% 

66% 

75% 

83% 

2% 

* Minimum  expenditures  exclude  two-year  schools  of  medicine. 


TABLE  II.  Annual  expenditures  from  funds  for 
regular  operating  programs  of  four-year  medical 
schools  1959  and  1965 

No.  of  4-year 
- — Medical  Schools — < 
Annual  Expenditure  Level  1958-59  1964-65 


Less  than  $1  million 

12 

Between  $1  and  $2  million 

34 

16 

Between  $2  and  $3  million 

20 

18 

Between  $3  and  $4  million 

6 

18 

Between  $4  and  $6  million 

9 

20 

Between  $6  and  $8  million 

9 

More  than  $8  million 

3 

Total 

81 

84 

Medical  school  expenditures  for  regu- 
lar operating  programs  in  1964-65 
reached  a new  high  of  $319.7  million,  an 
increase  of  12  per  cent  over  the  previous 
year’s  expenditures.  Regular  operating 
program  expenditures  are  made  in  sup- 
port of  the  education  and  service  func- 
tion of  the  medical  school  from  such  in- 
tramural fund  sources  as  state  appropria- 
tions, general  university  funds,  gifts, 
grants,  tuition  and  endowment  income. 
Both  state  supported  and  privately  sup- 
ported medical  schools  are  having  in- 
creasing difficulty  in  meeting  the  mount- 
ing costs  of  regular  operations  and  the  in- 
creasing demands  for  expanded  educa- 
tional programs.  Congressional  recog- 
nition of  this  need  resulted  in  the  amend- 


ment in  1965  of  the  “Health  Professions 
Educational  Assistance  Act,”  enabling 
the  Surgeon  General  to  make  basic  im- 
provement grants  to  U.S.  medical  schools 
to  support  regular  educational  programs. 
In  1966,  a total  of  $6.6  million  was 
awarded  to  U.S.  medical  schools  or  an 
average  of  $76  thousand  per  school. 
These  federal  funds,  while  urgently 
needed,  have  served  to  meet  only  a small 
portion  of  the  need  for  additional  support 
for  the  regular  operating  programs  of 
U.S.  medical  schools. 

Table  I presents  the  total  dollar  value 
of  regular  operating  program  expendi- 
tures for  each  of  the  academic  years 
1958-59  through  1964-65.  Also  pre- 
sented are  the  minimum,  maximum  and 
average  per  school  expenditures  in  each 
year  and  the  percentage  increase  in  the 
period  1958-59  to  1964-65. 

A distribution  of  the  annual  regular 
operating  program  expenditures  of  four- 
year  schools  of  medicine  is  presented  in 
Table  II  for  the  academic  years  of  1958 
and  1964.  In  1958,  57%  of  the  schools 
expended  $2  million  or  less  for  regular 
operations  whereas  in  1964  only  19%  of 
the  schools  expended  less  than  $2  million. 

The  increased  level  of  expenditures  for 
regular  operating  programs  are  dwarfed 
by  comparison  with  the  more  than  three- 
fold increase  in  sponsored  program  ex- 
penditures that  has  occurred  in  the  pe- 
riod 1959-1965. 
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Destroys  Trichomonads  Wherever  They  Are 


Flagyl  seeks  out  the  sites  where  trichomonads 
hide.  Only  a systemic  agent  can.  Only  Flagyl 
does,  selectively  and  effectively. 

Flagyl  destroys  trichomonads  in  the  inner 
crypts,  glands  and  cavities  of  the  genitouri- 
nary tract  in  both  women  and  men.  Conse- 
quently, Flagyl  is  capable  not  only  of  curing 
trichomoniasis  in  women  but  also  of  prevent- 
ing reinfection. 

Correctly  used,  with  due  attention  to  repeat 
courses  of  treatment  for  resistant,  deep-seated 
invasion  and  to  the  presumption  of  reinfection 
from  male  consorts,  Flagyl  has  repeatedly  pro- 
duced up  to  100  per  cent  cure  in  large  series 
of  patients. 

When  the  diagnosis  of  trichomoniasis  is 
positive,  Flagyl  is  positive. 

Dosage  and  Administration  — In  women:  one  250- 
mg.  oral  tablet  three  times  daily  for  ten  days.  A vag- 
inal insert  of  500  mg.  is  available  for  local  therapy 
when  desired.  When  the  inserts  are  used  one  vagi- 
nal insert  should  be  placed  high  in  the  vaginal  vault 
each  day  for  ten  days,  and  concurrently  two  oral 
tablets  should  be  taken  daily. 


In  men  in  whom  trichomonads  have  been  demon- 
strated: one  250-mg.  oral  tablet  twice  daily  for  ten 
days. 

Contraindications  — Pregnancy;  disease  of  the  cen- 
tral nervous  system;  evidence  or  history  of  blood 
dyscrasia. 

Precaution  — Complete  blood  cell  counts  should  be 
made  before,  during  and  after  therapy,  especially  if 
a second  course  is  necessary. 

Side  Effects  — Infrequent  and  minor  side  effects  in- 
clude nausea,  metallic  taste,  furry  tongue  and  head- 
ache. Other  effects,  all  reported  in  an  incidence  of 
less  than  1 per  cent,  are  diarrhea,  dizziness,  vaginal 
dryness  and  burning,  dry  mouth,  rash,  urticaria, 
gastritis,  drowsiness,  insomnia,  pruritus,  sore  tongue, 
darkened  urine,  anorexia,  vomiting,  epigastric  dis- 
tress, dysuria,  depression,  vertigo,  incoordination, 
ataxia,  abdominal  cramping,  constipation,  stomati- 
tis, numbness  of  an  extremity,  joint  pains,  confu- 
sion, irritability,  weakness,  flushing,  cystitis,  pelvic 
pressure,  dyspareunia,  fever,  polyuria,  incontinence, 
decreased  libido,  nasal  congestion,  proctitis  and  py- 
uria. Elimination  of  trichomonads  may  aggravate 
candidiasis. 

Dosage  Forms 

Oral— 250-mg.  tablets.  Vaginal— 500-mg.  inserts 
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Imferon® 

(iron  dextran  injection) 


There's  as  much  iron  . . . 250  mg. 
. . . in  a 5 cc.  ampul  of  Imferon 
(iron  dextran  injection) 
as  in  a pint  of  whole  blood. 

When  iron  deficient 
patients  are  intolerant  of  oral 
iron  ...  or  orally  administered 
iron  proves  ineffective  or 
impractical ...  or  if  the  patient 
cannot  be  relied  upon  to  take 
oral  iron  as  prescribed,  Imferon 
(iron  dextran  injection) 
dependably  increases 
hemoglobin  and  rapidly 
replenishes  iron  reserves. 

Precise  dosage  is  easily 
calculated. 


LAKESIDE 


IN  BRIEF:  ACTION  AND  USES:  A single  dose  Of 
Imferon  (iron  dextran  injection)  will  measur- 
ably begin  to  raise  hemoglobin  and  a complete 
course  of  therapy  will  effectively  rebuild  iron 
reserves.  The  drug  is  indicated  only  for  specifi- 
cally-diagnosed cases  of  iron  deficiency  anemia 
and  then  only  when  oral  administration  of  iron 
is  ineffective  or  impractical.  Such  iron  defi- 
ciency may  include:  patients  in  the  last  trimester 
of  pregnancy;  patients  with  gastrointestinal  dis- 
ease or  those  recovering  from  gastrointestinal 
surgery;  patients  with  chronic  bleeding  with 
continual  and  extensive  iron  losses  not  rapidly 
replenishable  with  oral  iron;  patients  intolerant 
of  blood  transfusion  as  a source  ol  iron;  infants 
with  hypochromic  anemia;  patients  who  cannot 
be  relied  upon  to  take  oral  iron. 

COMPOSITION:  Imferon  (iron  dextran  injection) 
is  a well-tolerated  solution  of  iron  dextran  com- 
plex providing  an  equivalent  of  50  mg.  in  each 
cc.  The  solution  contains  0.9%  sodium  chloride 
and  has  a pH  of  5. 2-6.0.  The  10  cc.vial  contains 
0.5%  phenol  as  a preservative. 

ADMINISTRATION  AND  DOSAGE:  Dosage,  based 
upon  body  weight  and  Gm.  Hb / lOOcc.of  blood, 
ranges  from  0.5  cc.  in  infants  to  5.0  cc.  in 
adults,  daily,  every  other  day,  or  weekly.  Initial 
test  doses  are  advisable.  The  total  iron  require- 
ment for  the  individual  patient  is  readily  ob- 
tainable from  the  dosage  chart  in  the  package 
insert.  Deep  intramuscular  injection  in  the 
upper  outer  quadrant  of  the  buttock,  using  a 
Z-track  technique,  (with  displacement  of  the 
skin  laterally  prior  to  injection),  insures  absorp- 
tion and  will  help  avoid  staining  of  the  skin.  A 
2-mch  needle  is  recommended  for  the  adult  of 
average  size. 


SIDE  EFFECTS:  Local  and  systemic  side  effects 
are  few  Staining  of  the  skin  may  occur  Exces- 
sive dosage,  beyond  the  calculated  need,  may 
cause  hemosiderosis.  Although  allergic  or  ana- 
phylactoid reactions  are  not  common,  occa- 
sional severe  reactions  have  been  observed, 
including  three  fatal  reactions  which  may  have 
been  due  to  Imferon  (iron  dextran  injection). 
Urticaria,  arthralgia,  lymphadenopathy,  nau- 
sea, headache  and  fever  have  occasionally 
been  reported. 

PRECAUTIONS:  If  sensitivity  to  test  doses  is 
manifested,  the  drug  should  not  be  given. 
Imferon  (iron  dextran  injection)  must  be  ad- 
ministered by  deep  intramuscular  injection 
only.  Inject  only  in  the  upper  outer  quadrant  of 
the  buttock,  not  in  the  arm  or  other  exposed 
area. 

CONTRAINDICATIONS:  Imferon  (iron  dextran  in- 
jection) is  contraindicated  in  patients  sensitive 
to  iron  dextran  complex.  Since  its  use  is  in- 
tended for  the  treatment  of  iron  deficiency  ane- 
mia only  it  is  contraindicated  in  other  anemias. 

CARCINOGENICITY  POTENTIAL:  Using  relatively 
massive  doses.  Imferon  (iron  dextran  injection) 
has  been  shown  to  produce  sarcoma  in  rats, 
mice  and  rabbits  and  possibly  in  hamsters,  but 
not  in  guinea  pigs.  The  risk  of  carcinogenesis, 
if  any  in  man,  following  recommended  therapy 
with  Imferon  (iron  dextran  injection)  appears 
to  be  extremely  small. 

SUPPLIED:  2 cc.  ampuls,  boxes  of  10;  5 cc  am- 
puls, boxes  of  4;  10  cc.  multiple  dose  vials. 
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Introductory  Remarks 

C.  DOUGLAS  DARLING,  M.D. 

Ithaca,  New  York 


On  behalf  of  the  sponsoring  committee 
and  the  three  sponsoring  agencies,  I wel- 
come you.  Our  theme  this  year  is  “The 
Adolescent’s  Crises  Today.”  We  are  focus- 
ing on  the  adolescent  in  the  singular  and  the 
crises  he  faces  in  the  plural.  He  is  tomor- 
row’s bulkwark  against  increasing  pres- 
sures, crises,  and  even  total  destruction. 
Let  us  be  serious  and  thoughtful  as  we  pro- 
ceed. 


CLAUDE  D.  PRICE 
Albany,  New  York 


As  in  the  past,  the  authors  prepared  their 
reports  in  advance,  and  these  were  circu- 
lated to  the  other  participants  and  to  the 
audience.  This  gives  the  discussants  and 
the  audience  more  opportunity  to  respond. 
In  this  dialogue  framework  we  also  find 
creative  thinking,  suggestions,  and  solu- 
tions. 

Governor  Rockefeller  in  his  message  last 
year  stated  that  those  in  State  government 
awaited  the  results  of  our  deliberations.  He 
also  expressed  the  hope  that  these  sessions 
would  become  an  annual  tradition.  With 
this  session  the  tradition  is  established. 
Your  deliberations  are  requested  and  read 
throughout  our  country. 


ROBERT  T.  PORTER,  M.D. 

New  York  City 


/"adolescence  has  traditionally  been  recog- 
nized as  a stressful  period  of  life,  with  its 
own  inevitable  crises  attendant  on  re- 
linquishing the  secure  but  constricting 
family  relationships  and  striving  for  a new, 
adult  social  role. 

In  an  historical  era  when  changes  in 
society  itself  seem  to  be  progressing  at  a 
logarithmically  increasing  rate,  there  might 
even  be  said  to  be  a sort  of  “cultural  shock” 


from  one  generation  to  the  next.  Ac- 
cordingly it  would  not  seem  odd  if  the 
ordinary  crises  of  adolescence  were  affected 
and  perhaps  intensified  by  the  rapid  societal 
changes,  even  if  these  are  ultimately  of 
great  value. 

For  purposes  of  mental  health  as  well 
as  for  the  general  social  welfare  of  the  com- 
munity and  the  nation,  it  would  be  im- 
portant to  understand  how  environmental 
factors  affect  the  outcome  of  this  phase 
of  development  when  the  conscious  struggle 
for  identity  may  still  be  so  decisive  for 
adult  adjustment. 

Finding  an  adequate  capacity  for  mature 
heterosexual  love  is  considered  one  of  the 
crucial  tasks  of  adolescence.  The  ap- 
parently revolutionary  shifts  in  sexual 
attitudes  and  customs  which  have  been 
occurring  for  several  decades  constitute 
perhaps  the  most  dramatic  change  in 
the  social  environment  of  adolescents  to- 
day. Graham  B.  Blaine,  M.D.,  has  had  a 
wide  experience  with  adolescents,  first 
as  school  physician  for  a preparatory  school 
and  subsequently  as  a psychiatrist  on 
college  health  services.  He  has  written 
extensively  on  the  emotional  problems  of 
adolescence. 

Only  a generation  or  two  ago,  in  most 
geographic  regions  or  cultural  groups,  it  was 
assumed  there  were  generally  shared  moral 
and  ethical  standards,  grounded  for  the 
most  part  in  an  established  religion.  To- 
day there  is  serious  talk  among  theologians 
on  such  themes  as  “God  is  Dead.”  If 
religion  is  a less  binding  force  today  than 
in  the  past,  then  to  what  extent  and  how 
does  the  adolescent  find  a continuity  of 
his  moral  and  ethical  standards  with  those 
of  the  older  generation?  This  question  will 
be  addressed  by  Bernard  L.  Pacella,  M.D., 
a psychoanalyst  and  child  psychiatrist. 

Anna  Freud  has  said: 

I take  it  that  it  is  normal  for  an  adolescent 
to  behave  for  a considerable  length  of  time 
in  an  inconsistent  manner;  to  fight  his 
impulses  and  to  accept  them;  to  ward  them  off 
successfully  and  to  be  overrun  by  them; 
to  love  his  parents  and  to  hate  them;  to 
revolt  against  them  and  to  be  dependent  on 
them;  to  be  deeply  ashamed  to  acknowledge 
his  mother  before  others  and,  unexpectedly, 
to  desire  heart-to-heart  talks  with  her;  to 
thrive  on  imitation  of  and  identification  with 
others  while  searching  unceasingly  for  his 
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own  identity;  to  be  more  idealistic,  artistic, 
generous,  and  unselfish  than  he  will  ever  be 
again,  but  also  the  opposite:  self-centered,  ego- 
istic, calculating.  Such  fluctuations  between 
extreme  opposites  would  be  deemed  highly 
abnormal  at  any  other  time  of  life.  At  this 
time  they  may  signify  no  more  than  that  an 
adult  structure  of  personality  takes  a long  time 
to  emerge,  that  the  ego  of  the  individual  in 
question  does  not  cease  to  experiment  and  is 
in  no  hurry  to  close  down  on  possibilities.* 

How  many  of  the  acute  crises  of  indi- 
vidual adolescents  indicate  real  emergencies 
warranting  professional  help — what  kinds 
of  help  do  we  offer  today — and  how  ac- 
ceptable and  useful  does  the  adolescent 
find  this  help?  Edward  J.  Hornick,  M.D., 
a former  chairman  of  the  Committee  on 
Adolescence  of  the  Group  for  the  Advance- 
ment of  Psychiatry  and  a past  president 
of  the  Society  for  Adolescent  Psychiatry, 
will  discuss  such  emergencies. 

For  a generation  whose  childhood  or 
adolescence  spanned  the  depression  years 
of  the  1930’s,  the  impact  of  affluence  on 
the  adolescent  would  have  seemed  a largely 
academic  question.  In  the  1950’s  and 
1960’s,  affluence  is  clearly  a real  factor  in  the 
lives  of  a great  many  adolescents.  William 
A.  Schonfeld,  M.D.,  who  practices  in 
Westchester  County  and  is  a past  president 
of  the  Society  for  Adolescent  Psychiatry 
and  a fellow  of  both  the  American  Psy- 
chiatric Association  and  the  American 
Academy  of  Pediatrics,  will  discuss  some 
effects  of  socioeconomic  affluence  on  adoles- 
cents. 

While  there  have  always  been  those  who 
were  relatively  prosperous  and  those  who 
suffered  social  and  economic  deprivations, 
there  appears  to  be  an  intensified  impact 
of  poverty  and  restriction  of  opportunity 
in  a society  whose  constitution  guarantees 
equal  rights  at  a time  when  media  of  mass 
communication  confront  even  the  children 
of  the  poor  with  constant  glimpses  of  the 
privileges  of  their  well-to-do  fellow  citizens. 
What  some  of  the  consequences  may  be  for 
adolescents  who  experience  deprivations 
and  disadvantages  will  be  the  subject  of 
Harvey  Bluestone,  M.D.  Dr.  Bluestone 
was  formerly  Director  of  Psychiatry  for 
the  City  of  New  York  Department  of 

* Freud,  A.:  Adolescence,  in  Psychoanalytic  Study  of  the 
Child,  New  York,  International  Universities  Press,  1958,  vol. 
13,  p.  275. 


Correction  and  Chief  Psychiatrist  at  Sing 
Sing  Prison. 


Sex  and  the  Adolescent 

GRAHAM  B.  BLAINE,  JR.,  M.D. 
Cambridge,  Massachusetts 

Chief  of  Psychiatry, 
Harvard  University  Health  Services 


Religious  training  and  formal  educa- 
tion are  understood  to  be  responsibilities 
of  parents,  schools,  and  the  church  or 
temple,  and  the  role  of  each  is  fairly  clearly 
defined.  However,  when  it  comes  to 
giving  knowledge  and  imparting  standards 
of  behavior  in  regard  to  sex  there  is  wide- 
spread confusion  not  only  about  from  whom 
instruction  should  come  but  also  about 
just  what  should  be  said  to  young  people 
about  such  important  subjects  as  pre- 
marital intercourse,  masturbation,  and 
homosexuality.  Attitudes  toward  these 
subjects  are  different  now  from  what  they 
were  when  the  present  generation  of 
parents  were  adolescents.  Such  matters 
are  talked  about  more  freely,  and  much 
of  the  rationale  behind  the  sexual  mores 
of  the  thirties  simply  does  not  apply  to- 
day. For  this  and  many  other  reasons 
the  patterns  of  sexual  behavior  in  America 
and  elsewhere  are  changing.  The  facts 
indicate  that  young  people  today  are 
living  by  a set  of  values  different  from  the 
generation  preceding  them. 

The  information  which  supports  these 
conclusions  lies  in  two  principal  areas: 
first  the  figures  for  illegitimate  births  and, 
second,  polls  taken  over  the  years  which 
give  us  information  about  the  number  of 
women  who  have  experienced  intercourse 
before  marriage.  The  national  illegitimacy 
rate  has  more  than  tripled  over  the  past 
twenty-five  years.  At  the  present  time 
1 out  of  every  18  babies  born  is  born  out 
of  wedlock. 

The  first  study  related  to  premarital 
intercourse  was  done  in  1929.  It  reported 
that  35  per  cent  of  the  women  polled  who 
were  college  graduates  were  not  virgins 
at  the  time  of  marriage  as  compared  with 
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50  per  cent  of  the  college-educated  men. 
By  1938  the  figures  had  risen  a little  to 
37  per  cent  nonvirgins  among  women 
college  graduates  and  61  per  cent  of  the 
men.  This  would  seem  to  indicate  that 
college  men  in  the  thirties  were  finding 
their  sexual  partners  elsewhere  than  on 
their  own  campus.  In  1953  two  major 
polls  were  taken  by  responsible  teams  of 
sociologists,  and  these  showed  that  the 
number  of  nonvirgin  college  women  grad- 
uates had  risen  to  50  per  cent  and  of  men 
to  67  per  cent.  It  is  important  to  realize 
that  the  statistics  quoted  apply  to  college 
graduates  and  do  not  provide  any  accurate 
estimate  of  how  many  of  these  women  were 
or  were  not  virgins  at  the  time  of  gradua- 
tion from  college.  The  number  who  ex- 
perienced premarital  intercourse  may  have 
had  their  first  experience  before,  during,  or 
after  college,  but  a number  of  college 
physicians  and  psychiatrists  have  stated 
that  they  believe  that  the  trend  suggested 
by  these  surveys  has  continued  during  the 
ten  years  since  the  last  published  surveys. 
Statistics  as  well  as  professional  opinion 
support  the  conclusion  that  more  college 
men  have  intercourse  with  the  girls  they 
date  instead  of  with  prostitutes  or  pick-ups 
as  in  previous  years.  The  custom  of 
visiting  the  local  whorehouse  a couple  of 
times  a month  while  at  the  same  time  going 
steady  with  a nice  girl  seems  to  be  less 
and  less  common.  In  addition,  the  “ma- 
donna-prostitute complex”  which  prevents 
young  men  from  marrying  because  they 
can  think  of  sex  only  in  terms  of  a socially 
unacceptable  type  of  girl  whom  they  would 
not  marry  is  reported  to  be  less  prevalent 
as  a symptom  in  psychiatrists’  offices. 
There  are  still  many  young  men  who  para- 
doxically wish  to  find  that  the  girl  they 
marry  is  a virgin  but  who  also  expect  to  sleep 
with  every  girl  they  date  before  committing 
themselves  to  the  one  girl  whom  they 
expect  by  some  magic  to  have  remained 
pure.  This  is  not  a strictly  modern  mas- 
culine expectation.  Witness  William 
Shakespeare  speaking  through  Ophelia 
( Hamlet , Act  IV): 

Young  men  will  do’t,  if  they  come  to’t.  . . . 

Quoth  she,  “Before  you  tumbled  me 

You  promised  me  to  wed.” 

He  answers: 

“So  would  I ha’  done  by  yonder  sun 

An’  thou  hadst  not  come  to  my  bed.” 
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Causes  of  change  in  sex  mores 

The  apparent  trend  toward  greater 
sexual  freedom  in  high  school  and  college 
students  may  well  be  leading  us  toward 
cultural  morality  close  to  what  is  now  an 
accepted  way  of  life  in  Norway  and  Sweden 
where  premarital  intercourse  has  gained 
far  greater  general  acceptance  than  here. 
This  change  is  undoubtedly  influenced, 
as  it  has  been  in  Scandinavia,  by  the  in- 
creasingly strong  demands  from  women  for 
equality  on  all  levels.  Apparently  they 
have  come  to  envy  man’s  relatively  greater 
freedom  in  the  sexual  area  as  much  as  they 
envy  his  wider  vocational  choices  and 
higher  salaries.  Women  perceive  the 
double  standard  as  keeping  them  from 
enjoying  the  pleasures  of  love  making 
which  men  enjoy  without  as  serious  social 
condemnation.  This  is  not  the  universal 
feminine  attitude,  but  there  is  a significant 
female  rebellion  against  traditional  mas- 
culine sexual  prerogatives:  not  in  the 

direction  of  curbing  men  but  rather  toward 
releasing  women. 

Improvement  in  the  efficiency  of  con- 
traceptive technics  by  the  discovery  of  oral 
contraceptives  and  the  spreading  of  in- 
formation about  them  in  magazines  and 
the  press  has  contributed  to  lessening  the 
fear  of  an  unwanted  pregnancy.  Physi- 
cians feel  quite  free  to  fit  diaphragms  with- 
out asking  questions  about  whether  this 
request  comes  from  a married  or  an  un- 
married individual,  and  drug  stores  are 
less  and  less  particular  about  requiring 
a prescription  when  they  sell  contraceptive 
pills  as  evidence  about  the  relative  safety 
and  lack  of  toxicity  accumulates.  Girls 
speak  quite  unashamedly  with  each  other 
about  contraceptive  methods. 

Despite  widespread  knowledge  of  con- 
traceptive technics  and  the  ease  and  sim- 
plicity with  which  they  can  be  employed, 
a number  of  young  people  simply  do  not 
listen  or  prefer  to  ignore  what  they  hear. 
Many  of  the  girls  who  become  pregnant 
claim  never  to  have  been  told  how  to  pre- 
vent conception.  Others  have  been  mis- 
informed. If  we  face  the  facts — for  ex- 
ample, that  there  were  201,700  reported 
illegitimate  births  in  1957  and  that  10 
per  cent  of  all  the  women  in  the  country 
have  had  a premarital  pregnancy — then 
we  cannot  avoid  the  conclusion  that  we 

/ July  15,  1967 


must  more  seriously  assume  the  respon- 
sibility of  informing  our  children  accurately 
and  completely  about  how  to  protect  them- 
selves and  particularly  their  innocent  and 
unwelcome  offspring  from  the  tragedy 
and  injustice  of  illegitimacy.  Those  who 
argue  that  talking  about  birth  control 
encourages  licentiousness  are  not  facing 
the  facts  about  where  we  stand  at  the  mo- 
ment and  where  we  are  going.  Information 
of  this  sort  should  be  part  of  the  curriculum 
in  late  high  school  and  college.  It  can  be 
taught  in  the  context  of  giving  helpful  ad- 
vice, not  in  a moralizing  fashion  nor  with 
the  assumption  that  every  listener  will  be 
using  contraceptives  before  marriage. 

Another  factor  partly  responsible  for 
an  increase  in  premarital  sexual  relations 
is  a decline  in  the  impact  and  effectiveness 
of  church  training  and  religious  experience. 
The  modern  emphasis  on  science  with  its 
factual,  strictly  rational,  and  unemotional 
approach  to  issues  of  all  kinds  has  con- 
tributed to  a rejection  on  the  part  of  some 
young  people  of  traditional  ethical  prin- 
ciples which  are  based  on  religious  precepts 
and  an  essentially  spiritual  sense  of  good 
and  evil.  Adolescents  today  more  than 
in  earlier  times  are  demanding  logical 
reasons  for  ethical  standards.  It  does 
not  suffice  to  speak  to  them  in  terms  of 
some  kind  of  natural  moral  law  or  about  a 
feeling  of  what  is  right  and  wrong.  To  be 
willing  to  restrain  themselves  and  to  exert 
self-control,  they  need  also  to  know  that  the 
consequences  of  their  behavior  are  going 
to  be  harmful  or  disadvantageous  to  their 
own  success  or  happiness.  Feelings  of 
guilt  or  fear  of  eternal  damnation  simply 
do  not  have  the  inhibiting  and  restricting 
effect  on  adolescents  as  a whole  now  which 
they  did  a generation  ago.  However, 
there  are  still  many  young  men  and 
women  for  whom  absolute  morality  has 
meaning,  and  their  high  standards  need  to 
be  reinforced  by  their  religion  as  it  is 
presented  to  them  by  their  priests,  min- 
isters, and  rabbis  within  church  and  temple 
as  well  as  in  counseling  encounters. 

Kinsey  reporting  in  1953  found  that 
religiously  devout  women  were  about 
20  per  cent  more  likely  to  be  virgins  at  the 
time  of  their  marriage  than  those  he  de- 
scribed as  “inactive”  in  regard  to  religion. 
This  proportion  remained  the  same  ir- 
respective of  denomination,  being  nearly 


equal  in  women  of  Protestant,  Catholic, 
and  Jewish  faith.  Religious  tradition  is 
the  slowest  of  all  traditions  to  yield  or 
bend  to  new  discoveries,  and  it  can  hardly 
be  used  as  an  accurate  guide  to  what  is 
psychologically  best  for  all  in  terms  of 
moral  behavior.  Still,  for  those  for  whom 
the  old  standards  are  most  comfortable, 
for  whatever  reasons,  religion  can  be  an 
important  bulwark.  The  tendency  of  some 
religious  counselors  to  abandon  a spiritual 
appeal  in  favor  of  a more  down-to-earth 
psychiatric  one  appears  to  have  lost  them 
some  formerly  devout  followers,  and  this 
hybrid  approach  has  attracted  very  few. 
It  would  appear  that  through  the  present 
transition  period  a thorough- going  tradi- 
tionally religious  approach  should  be  main- 
tained by  church  leaders  and  advisors  for 
the  benefit  of  those  who  can  be  truly  helped 
by  this  kind  of  guidance  and  this  kind 
only. 

Progress  toward  a way  of  life  which  will 
allow  sexual  intercourse  for  those  who  are 
unmarried  without  legal  or  ethical  restric- 
tions appears  to  some  observers  to  be 
healthy  progress  and  not  to  represent  a 
“lowering”  of  moral  standards  or  in  any 
sense  a “degeneration”  of  our  culture  but 
rather  simply  a change  in  the  manner  that 
men  and  women  are  to  be  allowed  to  be- 
have sexually  with  each  other.  There  are 
two  ways,  however,  in  which  such  a change 
should  be  seen  as  the  beginning  of  a gen- 
erally harmful  rather  than  a healthy  trend: 
These  are  first,  in  regard  to  illegitimacy  and 
second,  in  the  effect  of  such  a change  on  the 
institution  of  marriage  itself. 

Causes  of  unwanted  pregnancy 

The  figures  quoted  show  that  illegitimate 
births  are  on  the  rise,  this  despite  the  in- 
creased efficiency  and  dissemination  of 
birth  control  information.  The  continued 
rise  in  unwanted  pregnancies  is  directly 
related  to  the  increase  in  premarital  and 
extramarital  intercourse  which  in  turn 
is  often  a function  of  the  unconscious 
desire  of  one  or  another  of  the  partners  to 
get  or  make  pregnant.  For  some  girls 
neither  the  enjoyment  of  intercourse  nor 
the  achievement  of  orgasm  is  sufficient 
proof  of  femininity.  Although  con- 
sciously they  may  believe  that  they  have 
no  desire  to  have  a baby,  unconsciously 
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they  may  harbor  a strong  wish  to  prove 
themselves  adequate  as  women  by  pro- 
ducing a child.  This  unconscious  need 
for  fulfillment  is  often  manifested  by  a 
refusal  to  use  contraception  or  by  “forget- 
fulness” in  this  regard. 

In  some  girls  it  is  expressed  by  trans- 
parent rationalizations  such  as:  “It  takes 
away  the  feeling”  or  “If  you  really  love 
me  you  will  take  a chance.”  For  still 
other  girls  becoming  pregnant  constitutes 
a means  of  binding  a man  more  closely 
to  her.  It  increases  his  obligation  and 
may  force  him  into  marriage. 

Girls  coming  to  college  from  high  school, 
particularly  those  who  live  far  away  from 
the  campus,  are  bound  to  feel  lost  and 
lonely  during  their  first  months  away  from 
home.  They  are  particularly  open  to 
the  development  of  overly  dependent, 
desperate  relationships.  A graduate  stu- 
dent told  a typical  story  of  this  sort  to 
a marriage  counselor  a few  years  ago.  She 
had  come  to  college  at  sixteen  from  a 
small  town  in  Iowa.  An  only  child  with 
deeply  religious  parents,  she  had  been 
carefully  brought  up  but  had  always  been 
adventurous,  anxious  to  be  independent 
and  to  explore  new  horizons.  Coming 
to  college  seemed  to  her  second  only  in 
greatness  to  entering  heaven  itself.  During 
the  early  weeks  of  her  freshman  year  she 
thought  she  was  very  happy  but  spent 
most  of  her  time  writing  home  about  how 
happy  she  was,  usually  a good  indication 
of  underlying  loneliness.  At  a get-to- 
gether dance  she  met  a senior  who  seemed 
exceptionally  mature  to  her.  He  had  been 
brought  up  locally  and  knew  his  way  around 
town.  Soon  the  relationship  burgeoned 
into  a highly  emotional  love  affair.  The 
two  were  inseparable,  and  the  sexual  at- 
traction on  the  man’s  part  was  very  strong. 
The  girl’s  whole  life  centered  around  him, 
and  rather  than  risk  losing  her  principal 
emotional  prop  she  began  sleeping  with  him 
in  his  college  room.  Sex  relations  were 
not  pleasant  for  her  because  of  the  strong 
guilt  she  felt  and  because  she  believed  she 
was  not  satisfying  him.  Unconsciously 
she  began  to  fear  that  he  would  leave  her. 
Several  times  she  lied  to  him  about  her 
“safe”  period,  and  before  long  she  was 
pregnant.  After  much  soul  searching,  the 
couple  were  secretly  married.  She  left 
college  for  a year  and  then  returned  to 


finish  her  studies  while  her  husband  worked 
at  the  family  shoe  store.  He  became  more 
and  more  mundane  and  boring  to  her.  She 
wanted  to  study  medicine  and  had  broad 
intellectual  and  political  interests  while 
he  was  interested  only  in  merchandising 
and  watching  television.  Neither  of  them 
could  muster  much  interest  in  their  baby. 
In  the  end  they  were  divorced.  She  went 
on  to  medical  school,  and  he  stayed  with  the 
store.  Neither  has  remarried,  and  the 
baby  is  being  brought  up  by  his  grand- 
parents. 

Young  men  also  may  feel  an  unconscious 
need  to  prove  their  virility  by  impregnating 
a woman.  Good  performance  as  a lover 
even  with  a number  of  different  girls  often 
does  not  make  them  feel  truly  manly  until 
they  know  that  their  efforts  have  proved 
fruitful.  Sometimes  sophisticated  un- 
married couples  who  come  for  help  after 
the  girl  is  pregnant  claim  to  be  utterly 
mystified  as  to  how  they  could  have  been 
so  careless  as  to  allow  pregnancy  to  occur. 
Further  investigation  reveals  in  many 
such  instances  that  the  young  man  in- 
volved has  had  feelings  of  inferiority  and 
fears  inadequacy.  He  may  have  had  a 
need  to  prove  himself  and  his  neglect  of 
protective  measures  on  numerous  oc- 
casions often  is  clearly  related  to  times 
when  he  felt  particularly  ineffective  and 
was  more  than  usually  moved  to  demon- 
strate his  potency. 

Results  of  unplanned  pregnancies 

The  steps  necessarily  taken  following 
an  unplanned  pregnancy — adoption  of  the 
child,  abortion,  or  premature  marriage — are 
clearly  unfortunate  ones  and  their  in- 
creasing frequency  would  seem  to  be  a 
cogent  argument  for  holding  the  line 
against  permissiveness  on  the  part  of 
parents  and  college  authorities  in  respect 
to  premarital  intercourse. 

Another  factor  to  be  considered  in  this 
regard  is  the  effect  of  unlimited  experience 
before  marriage  on  postmarital  sexual  be- 
havior. Kinsey  found  that  29  per  cent 
of  the  married  women  in  his  sample  who 
were  not  virgins  when  they  were  married 
had  at  least  one  affair  after  marriage  by 
the  age  of  forty,  whereas  only  13  per  cent 
of  those  who  were  virgins  at  marriage  had 
become  involved  in  an  extramarital  sexual 
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relationship  by  the  same  age.  These 
statistics  cannot  be  interpreted  as  proving 
that  premarital  intercourse  causes  ex- 
tramarital affairs,  for  it  could  be  logically 
assumed  that  women  who  give  up  their 
virginity  early  are  characterologically  more 
inclined  to  be  liberal  in  their  attitude 
toward  sex.  They  might  well  be  inclined 
toward  a postmarital  relationship  by  na- 
ture, and  their  earlier  sexual  activity  can- 
not be  construed  definitely  as  a causative 
factor  in  their  later  behavior.  However, 
the  correlation  between  premarital  in- 
tercourse and  postmarital  affairs  at  least 
suggests  that  one  influences  the  other. 
While  it  is  true  that  affairs  are  better 
tolerated  today  by  both  husbands  and 
wives,  still  infidelity  by  one  or  another 
partner  constitutes  a cause  for  divorce 
in  many  instances.  Anything  which  con- 
tributes to  the  shockingly  high  divorce 
rate  in  this  country  and  the  consequent  ill 
effects  on  children  should  be  discouraged, 
and  encouragement  of  premarital  sexual 
relations  would  seem  to  be  one  thing  which 
is  contributory. 

In  Scandinavia  attitudes  toward  pre- 
marital sex  are  far  more  liberal  than  in 
this  country,  and  sociologists  have  made 
careful  studies  of  the  effect  of  this  more 
permissive  morality  on  marriage.  They 
have  found  that  since  the  stigma  of  marry- 
ing a girl  who  is  already  pregnant  has  been 
removed,  the  incidence  of  divorce  has 
not  risen,  but  the  number  of  extramarital 
affairs  has  increased.  It  would  seem 
logical  to  assume  that  a family  environ- 
ment which  includes  a philandering  father 
or  a promiscuous  mother  or  both  would  be 
less  healthy  for  children  than  one  in  which 
fidelity  prevailed.  Another  observation 
made  by  students  of  the  Scandinavian 
“Utopia”  is  that  since  the  advent  of  the 
new  morality  there  has  been  an  increase 
in  the  number  of  orphans  put  up  for  adop- 
tion. A reluctance  on  the  part  of  engaged 
couples  to  go  through  with  marriage  after 
pregnancy  has  occurred  seems  to  account 
for  this  significant  increase  in  illegitimate 
births.  The  Scandinavian  experiment, 
then,  does  not  provide  us  with  convincing 
evidence  that  acceptance  of  the  sex  act 
as  part  of  courtship  contributes  anything 
helpful  to  the  climate  of  the  marriage  and 
the  home  after  the  wedding,  if  the  latter 
indeed  takes  place  at  all. 


Attitudes  of  parents  and  schools 

Parents  as  well  as  authorities  in  schools 
and  colleges  should  not  be  ahead  of  the 
times  in  their  attitudes  toward  sexual 
morality.  Instances  of  pushing  children 
and  students  too  far  and  too  fast  in  this 
respect  are  quite  common.  Most  psy- 
chiatrists are  familiar  with  fathers  who 
arrange  liaisons  for  their  sons  with  prosti- 
tutes or  other  ladies  of  easy  virtue  to 
“make  men”  of  them.  There  are  mothers, 
too,  who  slip  a diaphragm  to  daughters 
who  had  no  thought  of  becoming  sexually 
involved  until  that  very  moment.  Colleges 
often  unwittingly  condone  or  encourage 
sexual  behavior  in  their  students  which  is 
far  in  advance  of  the  cultural  and  family 
mores  of  the  moment.  Men’s  colleges, 
for  instance,  in  response  to  the  demand  of 
students,  changed  their  rules  to  allow  girls 
to  be  entertained  in  the  dormitory  rooms 
as  early  as  1952.  Such  permissiveness  can 
have  serious  emotional  consequences.  One 
sophomore  at  one  of  these  colleges  came 
to  their  psychiatric  clinic  in  a deep  de- 
pression This  was  precipitated  by  over- 
whelming fears  about  being  a homosexual. 
The  story  he  told  was  pathetic.  Although 
more  dramatic  and  extreme  than  most, 
it  was  typical  in  character  of  many  that 
are  seen  in  college  health  clinics  each  year. 
He  lived  in  a two-bedroom  suite  with  a 
pair  of  classmates.  Two  afternoons  a 
week  one  roommate  had  exclusive  use  of 
the  rooms,  and  on  the  other  three  after- 
noons the  second  roommate  took  over  by 
himself  to  make  love  with  his  girl  of  the 
moment.  These  young  men  were  quite 
sure  that  they  were  entirely  justified  in 
asserting  their  rights  to  use  the  room  for 
these  sexual  forays.  Although  there  would 
have  been  some  encroachment  on  their 
activities  by  further  sharing,  they  also 
expressed  both  contempt  and  surprise 
about  the  fact  that  the  third  inhabitant 
of  the  rooms  did  not  engage  in  similar 
pleasures.  One  day  they  taunted  him 
until  he  agreed  to  be  “fixed  up,”  and  a 
tryst  was  arranged  by  them  for  him  with 
a giri  who  had  been  primed  ahead  of  time 
to  exert  her  seductive  charms  to  the  fullest 
and  lure  him  into  a sexual  experience. 
As  might  be  expected  the  student  found 
himself  impotent  in  this  situation  for  which 
he  was  neither  emotionally  nor  sexually 
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ready.  He  brooded  about  his  failure  and 
became  increasingly  convinced  that  he  was 
hopelessly  perverted.  His  roommates 
eventually  became  concerned  enough  about 
his  state  of  mind  to  take  him  to  a psy- 
chiatrist. Treatment  was  successful  in 
restoring  this  student  to  emotional  health, 
but  the  problem  would  never  have  arisen 
at  all  had  the  pressure  from  the  environ- 
ment not  forced  him  into  a situation  for 
which  he  was  unprepared. 

Of  course  when  the  authorities  at  these 
colleges  liberalized  their  dormitory  rules 
they  did  not  do  so  in  the  expectation  that 
the  bedrooms  would  become  love  nests. 
The  students  requesting  the  changes  were 
asking  that  they  be  trusted  to  behave  in 
a circumspect  fashion,  and  perhaps  the 
leaders  who  persuaded  the  administration 
to  change  their  policy  did  take  advantage 
of  the  rules  only  to  share  study  dates  and 
engage  in  intellectual  discussions  with  their 
girls  in  the  living  rooms  of  the  suites; 
but  it  seems  ironical  that  a college  dormi- 
tory should  be  the  only  legal  place  where 
unmarried  couples  can  share  a bedroom. 
No  hotel,  motel,  club,  and  few  private 
homes  would  allow  this.  It  is  easy  to 
register  at  a motel  with  a girl  who  is  not 
one’s  wife,  but  this  involves  using  a false 
name,  making  patently  obvious  the  fact 
that  a law  is  being  broken.  Many  other 
universities  including  some  well-respected 
women’s  colleges  have  liberalized  their 
dormitory  regulations  in  recent  years 
perhaps  unaware  that  they  are  giving  tacit 
consent  to  the  mutual  enjoyment  of  the 
hospitality  of  a bed.  This  is  a generosity 
above  and  beyond  that  given  or  approved 
of  by  most  parents  as  well  as  the  law  of 
the  land.  This  permissiveness  would  seem 
to  put  an  unhealthy  degree  of  pressure  on 
that  segment  of  the  student  population 
looking  for  help  in  curbing  their  natural 
impulses  as  well  as  on  that  other  group 
of  students  who  are  not  ready  to  meet 
this  kind  of  challenge,  although  they  may 
not  know  this  themselves. 

Some  women’s  colleges  have  given  up 
rules  about  signing  in  and  allowed  their 
students  unlimited  overnight  permissions. 
This  has  deprived  some  of  the  girls  a 
protection  which  had  been  valued  highly. 
Often  the  number  of  students  who  need 
to  be  able  to  say  that  the  college  requires 
that  they  sleep  in  the  dormitory  is  smaller 


than  the  number  who  would  like  unlimited 
freedom  in  this  regard,  but  this  more 
dependent  minority  deserves  support  from 
college  authorities. 

After  such  a policy  change  in  one  col- 
lege, a student  contributed  a poem  to  the 
college  newspaper  entitled  “Cassandra  or 
Virtue  Rewarded”  and  reading  in  part: 

The  evening  pressed  on  and  so  did  he 
But  his  argument  weakened  at  a rapid  rate 
F or  the  later  it  got  the  more  she  was  right 
In  saying  “It’s  liable  to  keep  me  too  late.” 
So  at  half  past  twelve  she  rose  to  go 
And  he  said,  “Cassandra,  you  may  think  it’s 
fun.” 

She  repulsed  him  secure  in  her  purity  and 
The  thought  she  had  to  be  in  by  one. 

So  she  went  to  her  virginal  pillow  in  peace 
And  awoke  next  morning  to  find  by  her  side 
A note  to  a bunch  of  white  roses  attached 
Saying,  “Cassie  my  dear,  will  you  please  be 
my  bride? 

For  a man  must  take  pleasure  wherever  he 
can. 

But  in  choosing  the  mother  of  his  son 
He  wants  a woman  faithful  and  strong 
And  bound  and  determined  to  be  in  by  one.” 

Areas  of  sexual  perplexity 
in  college  women 

Further  indication  that  college  girls  are 
confused  and  distressed  about  the  rapidity 
with  which  sexual  mores  are  changing  can 
be  gleaned  from  the  nature  of  the  questions 
they  ask  in  courses  on  marriage  and  dating 
given  under  the  auspices  of  university 
health  or  counseling  services.  Such  lec- 
tures with  opportunities  given  to  hand  in 
written  questions  have  been  held  at  several 
girls’  colleges  recently.  Typical  questions 
framed  slightly  differently  in  the  various 
colleges  but  similar  in  general  nature  are: 

1.  What  are  the  psychological  and 
physical  effects  on  boys  of  heavy  petting? 

2.  How  can  a boy  be  brought  to  orgasm 
short  of  intercourse? 

3.  Is  it  true  that  premarital  intercourse 
prepares  a girl  for  greater  sexual  happiness 
in  marriage? 

4.  Do  individuals  want  sex  more  after 
once  having  experienced  intercourse? 

5.  Does  petting  to  climax  become  a 
habit  and  something  which  becomes  more 
desired  than  intercourse? 

6.  Name  the  reasons  why  a girl  should 
be  a virgin  at  the  time  of  marriage. 

Reading  between  the  lines  of  these 
questions  and  judging  from  the  reactions 
of  the  girls  to  answers  frankly  given,  it 
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seems  clear  that  the  problem  of  how  to 
justify  virginity  against  the  importunate 
demands  of  the  men  whom  they  love  is 
uppermost  in  the  girls’  minds.  Because 
society  today  still  derogates  the  non- 
virginal woman  more  than  the  sexually 
experienced  young  man,  these  girls  feel  an 
understandable  reluctance  and  a hesita- 
tion about  being  able  to  take  their  places 
happily  and  guiltlessly  as  complete  sexual 
partners  to  their  boy  friends  before  mar- 
riage. College  rules  and  expressed  pa- 
rental attitudes  should  bolster  and  protect 
both  the  girls  and  the  young  men  who  are 
not  yet  ready  to  adopt  for  themselves 
the  more  advanced  sexual  standards  which 
represent  the  forefront  of  what  appears 
to  be  a movement  toward  greater  sexual 
freedom.  Those  ready  to  take  their  place 
in  the  vanguard  will  find  ways  to  live  by 
their  own  rules.  Colleges  must  be  careful 
not  to  push  their  students  ahead  of  what 
is  normal  by  present-day  cultural  and 
family  standards,  but  instead  to  take  a clear 
and  firm  stand  in  the  middle  of  the  con- 
tinuum. Their  responsibility  in  loco  pa- 
rentis and  their  humanitarian  feeling  for 
their  students  leaves  them  no  other  choice. 

Conflict  of  values 
between  home  and  school 

While  colleges  should  not  by  their 
regulations  or  lack  of  them  imply  a moral 
attitude  which  is  more  liberal  than  that 
of  the  average  family  or  our  culture  in 
general,  parents  on  the  other  hand  must 
be  careful  not  to  be  too  far  behind  the 
times  in  the  restrictions  which  they  im- 
pose on  their  children  and  which  in  turn 
reflect  a code  of  ethics  to  be  complied  with 
or  rebelled  against  by  their  children. 
When  the  conflict  between  parental  stand- 
ards which  have  become  internalized  and 
made  part  of  conscience  and  the  standards 
of  a college  community  come  too  drastically 
into  conflict,  serious  illness  can  develop. 

A few  years  ago  a college  freshman  sought 
psychiatric  help  on  the  recommendation 
of  her  college  adviser  because  of  a fear  of 
being  with  people  which  was  so  severe  that 
she  had  been  unable  to  leave  her  room  for 
two  weeks.  In  the  course  of  her  treat- 
ment it  became  clear  that  this  regression 
was  directly  related  to  the  girl’s  conflict 
over  sex.  She  had  been  brought  up  in  a 
highly  moral  family  and  one  in  which 


great  emphasis  had  been  placed  on  religion. 
After  attending  parochial  schools  she  had 
been  sent  to  a church  boarding  school  for 
girls.  Her  father  who  was  a lawyer  for- 
bade her  dating  during  high  school  years 
but  seemed  little  concerned  about  her 
choice  of  college  feeling,  apparently,  that 
she  would  have  learned  sufficient  self- 
discipline  and  been  indoctrinated  solidly 
enough  with  high  moral  standards  to  re- 
main uninfluenced  by  contemporaries  or 
by  lax  authorities  for  the  rest  of  her  life. 
His  daughter  chose  a rather  unorthodox 
college  where  the  curriculum  emphasized 
music  and  the  arts  rather  than  the  more 
usual  course  material.  It  was  located  near 
a larger  men’s  college,  and  a free  and  easy 
attitude  had  been  adopted  by  both  in- 
stitutions in  regard  to  visiting  privileges. 

While  it  is  true  that  this  girl  knew  what 
she  was  getting  into  and  had  purposely 
picked  a college  which  would  allow  her  to 
“live  a little,”  she  was  surprised  to  find 
that  no  limits  on  behavior  were  set  by  the 
institution  or  by  the  student  government. 
Within  a few  days  she  had  consciously 
decided  to  have  an  affair,  feeling  com- 
pletely reconciled  in  her  mind  to  the  good 
sense  of  her  decision  and  experiencing  no 
conscious  fear  or  uncertainty  about  it. 
It  was  not  long  before  she  found  a sopho- 
more in  the  “brother”  college  who  was 
attractive  to  her  and  was  glad  to  cooperate 
in  this  project  to  broaden  her  experience. 
It  was  only  two  days  after  starting  her 
affair  that  she  began  to  feel  nervous  in 
class.  Within  a week  her  symptoms  had 
increased  to  the  point  where  she  could  not 
go  to  the  dining  hall  and  had  to  have  her 
meals  brought  to  her  by  her  roommate. 
During  the  following  two  weeks  before 
her  condition  was  reported  to  her  faculty 
adviser  she  felt  too  frightened  to  leave 
her  room  at  all  and  became  so  anxious  when 
girls  other  than  her  roommate  came  to  her 
room  that  she  would  vomit.  It  was  not 
until  she  had  been  in  treatment  for  several 
months  that  she  was  able  to  completely 
believe  that  her  symptoms  were  related  in 
any  way  to  her  sexual  experience.  For 
weeks  she  maintained  that  in  her  mind 
having  an  affair  was  perfectly  moral 
and  something  she  had  wanted  to  under- 
take for  a year  or  two  before  she  came  to 
college.  She  was  sure  that  she  had  ex- 
perienced no  qualms  about  having  inter- 
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course  and  had  thoroughly  enjoyed  it. 
Gradually  however  as  she  became  ac- 
quainted with  her  unconscious  she  began 
to  feel  the  guilt  she  had  been  repressing 
and  to  understand  that  it  was  her  shame 
that  had  made  her  avoid  her  colleagues  and 
hide  in  her  room. 

Basis  for  morality  today 

The  case  described  is  a good  example  of 
the  way  in  which  logic  can  be  undermined 
by  feeling.  Yet  telling  this  story  to  every 
logically  minded  young  person  who  is 
arguing  the  good  sense  of  premarital  in- 
tercourse will  not  be  convincing.  What 
then  can  be  used  as  a basis  for  morality 
now  that  fear  seems  to  have  lost  its  effect 
for  so  many?  Formerly  fear  of  venereal 
disease,  fear  of  pregnancy,  and  fear  of 
hell  fire  had  meaning  enough  to  be  emo- 
tionally effective  in  maintaining  the  old 
standards  of  chastity  and  continence  to  a 
far  greater  degree  than  is  true  today.  If 
these  standards  do  lead  to  a more  stable 
way  of  life  for  society  as  a whole,  and  there 
is  good  evidence  that  they  do,  then  by 
what  means  can  they  be  made  meaningful 
to  today’s  college  and  high  school  stu- 
dents? Undoubtedly  by  dealing  with  them 
on  their  own  terms  and  in  their  own 
language,  quid  pro  quo  logic,  in  addition  to 
reinforcing  the  previously  effective  bases 
for  those  who  are  helped  by  them. 

One  premise  which  is  logical  to  assume 
but  over  which  there  is  bound  to  be  much 
controversy  is  that  the  double  standard 
has  some  merit  and  is  backed  up  by  certain 
clearly  definable  differences  between  men 
and  women  which  go  beyond  the  anatomic. 
The  three  relevant  ways  in  which  their 
differences  are  manifested  are  principally 
in  the  distinctiveness  of  female  jealousy, 
sexual  arousal,  and  orgasm.  While  some 
may  argue  that  the  influence  of  our  culture, 
specifically  the  male  attitude,  may  have 
brought  about  the  presently  characteristic 
feminine  reactions  in  these  three  areas, 
such  a stand  is  hard  to  defend  since  these 
attributes  appear  to  be  very  deeply  and 
basically  set  within  the  personality. 

Women  certainly  feel  strong  jealousy. 
“Hell  hath  no  fury  like  a woman  scorned” 
is  proved  to  be  an  eternal  verity  many 
times  over  each  day,  but  the  quality  of 
this  jealousy  seems  to  be  distinct  from 
that  of  the  male.  A girl  resents  with 


bitter  hatred  a current  intrusion  on  the 
relationship  between  herself  and  her  lover, 
but  past  liaisons  cause  her  far  less  concern. 
Men  on  the  other  hand  because  of  the  high 
premium  they  put  on  their  own  degree  of 
virility  as  it  compares  with  others,  feel 
jealous  of  all  competition  present  or  past. 
The  fact  that  so  much  importance  is 
attached  to  virginity  by  fiances  and  so 
relatively  little  by  fiancees  is  only  one 
example  of  this  difference  in  the  character 
of  jealousy  in  the  two  sexes.  Others  can 
be  seen  in  the  relative  indifference  girls 
show  about  the  previous  dating  experience 
of  their  boy  friends  as  opposed  to  the  de- 
gree of  paranoid  rage  so  frequently  dis- 
played by  men  who  have  found  out  or 
think  they  have  found  out  about  sexual 
dalliance  on  the  part  of  their  wives  or  girl 
friends.  Women  become  exceedingly  and 
perhaps  as  unreasonably  angry  at  other 
women  who  steal  their  husbands’  affections, 
but  purely  sexual  adventures  do  not  in- 
spire such  consuming  rage.  Women  do 
not  feel  as  basically  threatened  by  com- 
petition in  the  sexual  realm  as  do  men. 

Sexual  appetite  without  specific  phys- 
ical arousal  is  not  naturally  as  strong  in 
women  as  in  men.  Most  women  do  not 
feel  hungry  for  a sexual  experience  until 
they  have  become  accustomed  to  it  or  are 
excited  by  a kiss  or  other  form  of  physical 
contact.  The  fact  that  fewer  girls  mastur- 
bate than  boys  would  seem  to  be  a result 
of  their  relatively  less  powerful  feeling  of 
frustration.  Men  think  about  sex  more 
than  women,  and  their  urges  are  subject 
to  a stronger  and  more  frequent  ebb  and 
flow.  Most  girls  if  not  involved  in  necking 
and  petting  situations  could  postpone  in- 
tercourse until  after  marriage  without 
any  feeling  of  deprivation,  whereas  most 
boys  could  not. 

Female  orgasm  is  more  difficult  to 
achieve,  comes  later  in  the  sexual  act,  and 
is  usually  only  possible  in  the  context  of 
love  and  trust.  It  is  more  prolonged 
and  gentle  in  nature  than  that  of  the  male. 
These  facts  seem  to  reinforce  the  general 
impression  that  sex  has  a different  meaning 
to  a woman  than  to  a man  in  physiologic, 
psychological,  and  biologic  terms  and  leads 
to  the  logical  conclusion  that  there  should 
indeed  be  separate  standards  for  each  sex. 
However,  to  return  to  the  old  practice 
which  allowed  men  a moderate  degree  of 
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sexual  freedom  while  women  were  expected 
to  remain  chaste  would  bring  back  the 
days  of  the  brothel,  the  harlot,  and  the 
back-street  wife  with  all  the  vice  and  crime 
that  went  with  it. 

So  if  we  follow  “old  fashioned”  logic  we 
end  up  with  a restoration  of  the  double 
standard  with  its  many  disadvantages, 
and  if  we  follow  the  present  generation’s 
logic  we  increase  illegitimacy  and  weaken 
the  marriage  and  family  bond.  There 
seems  to  be  no  thoroughly  satisfactory 
answer  to  the  problems  presented  by  our 
instinctual  sex  drive.  Perhaps  this  is 
why  the  story  of  the  eating  of  the  apple  in 
the  Garden  of  Eden  is  so  deeply  appealing. 
The  serpent  brought  about  the  release  of  a 
force  within  man  and  woman  which  is 
beyond  our  complete  comprehension  and 
control,  and  yet  without  it  we  would  not  exist 
at  all.  In  the  end  we  probably  must  be  con- 
tent to  watch  the  pendulum  swing  from 
permissiveness  to  restrictiveness  and  back 
again,  as  each  generation  becomes  dis- 
satisfied with  what  it  has  inherited  from 
the  previous  one  and  strives  to  find  another 
answer  to  a problem  as  old  as  mankind 
itself.  This  perplexing  situation  needs  to 
be  defined  in  honest  terms  to  high  school 
and  college  students.  Parents  are  usually 
too  embarrassed  and  unsure  themselves  to 
provide  the  necessary  facts  or  to  discuss  the 
basic  ethica1  and  practical  issues  frankly 
with  their  adolescent  sons  and  daughters. 
Often  they  can  deal  with  the  straight- 
forward anatomic  questions  of  young 
children,  but  they  often  add  to  the  con- 
fusion as  well  as  increase  the  shame  and 
guilt  of  their  teen-age  children  by  trying 
to  do  what  is  far  better  handled  by  dis- 
cussion groups  in  schools,  colleges,  and 
churches.  Here  the  experts  in  medicine, 
ethics,  and  psychology  can  discuss  what 
the  young  people  bring  to  them  and  answer 
their  questions  in  the  best  way  we  know 
how  to  answer  them  today. 

Morals,  Ethics,  and  Religion 

BERNARD  L.  PACELLA,  M.D. 

New  York  City 

Associate  Clinical  Professor  of  Psychiatry, 

College  of  Physicians  and  Surgeons,  Columbia  University 

If  I were  to  address  a group  of  adoles- 


cents, I would  change  the  title  of  the 
presentation  today  from  “Morals,  Ethics, 
and  Religion,”  to  “Immorality,  Sex,  and 
Atheism.”  The  audience  would  be  more 
curious,  if  not  more  interested,  and  I 
could  make  exactly  the  same  presentation. 
To  speak  of  good  to  the  adolescent  is 
boring,  to  speak  of  evil  is  fascinating.  He 
is  particularly  attracted  to  what  is  con- 
sidered sinful,  illegal,  taboo,  and  “way 
out.”  But,  he  would  like  to  rationalize 
his  interest  as  based  on  an  intellectual, 
scientific,  and  objective  attitude  and  on 
the  need  to  determine  independently  and 
by  himself  what  is  wrong  or  right  for  him. 
He  would  avoid  the  admission  that  he  is 
primarily  instinctively  drawn  to  these  sub- 
jects. 

In  these  few  introductory  remarks,  I 
have  implied  the  intense  curiosity  of  the 
adolescent  and  his  reawakend  instinctual 
strivings,  both  sexual  and  aggressive, 
and  his  developing  unconscious  defenses 
of  denial,  rationalization,  and  intellec- 
tualization.  What  does  all  of  this  have  to 
do  with  morals,  ethics,  and  religion  in  the 
adolescent?  Well,  if  these  features  of  his 
life  are  to  be  understood,  they  must  be 
seen  not  only  in  the  background  of  the  time 
period,  culture,  subculture,  and  group  in 
which  he  exists,  but  also  in  the  framework 
of  a mental  apparatus  which  has  certain 
specific  characteristics  of  development, 
structure,  and  functioning,  irrespective  of 
the  cultural  forces. 

However,  it  seems  likely  that  in  any 
period  of  history  the  adolescent  has  created 
problems  for  the  adult.  When  some  of 
my  friends  tell  me  that  as  teen-agers  we 
were  saints,  I am  impelled  to  remark  that 
“there  is  no  sinner  like  a young  saint.” 
But  there  is  undoubtedly  a change  in  the 
cultural  and  subcultural  climate.  Years 
ago,  we  did  not  live  in  a permissive  age  as 
we  do  today;  there  was  a substantially 
different  attitude  toward  the  “acting  out” 
of  sexual  and  aggressive  (or  assertive) 
drives  in  the  adolescent,  and  he  was  obliged 
to  deviate  these  drives  into  other  more 
acceptable  channels  and  also  to  employ 
more  fantasy  and  less  undesirable  action. 
Freud’s  brilliant  remark  that  the  progress 
of  civilization  throughout  history  has  de- 
pended on  the  rebellion  of  the  son  against 
the  father  is  a tangential  reference  to  the 
surge  of  rebellious  feeling  which  char- 
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acterizes  the  adolescent’s  mind  but  which 
he  must  learn  to  harness  for  creative, 
productive,  and  proper  social  use.  Freud 
was  firmly  opposed  to  “raw”  discharges  of 
sexual  and  aggressive  impulses  without 
moral  or  ethical  controls;  and  he  was  quite 
insistent  that  for  good  mental  health  the 
ego,  with  its  adherence  to  the  needs  and 
demands  of  society  and  the  family,  and 
likewise  its  awareness  of  the  needs  for 
appropriate  instinctual  discharge,  must 
reign  supreme  over  the  driving  instinctual 
forces  and  utilize  them  creatively  and 
properly  rather  than  be  used  by  them. 
His  scientific  writings  probably  played  a 
significant,  if  not  dominant,  role  in  the 
gradual  development  of  a more  permissive 
attitude  on  the  part  of  society  toward 
youth  and  perhaps  toward  itself.  Freud, 
however,  has  been  widely  misunderstood 
by  many  laymen  over  the  years,  and,  as  a 
consequence,  the  permissiveness  has  some 
times  become  distorted  to  the  point  of 
being  uncontrolled  or  “amorphous,”  rather 
than  controlled  or  circumscribed. 

For  purposes  of  this  discussion,  I will 
employ  the  terms  morals  and  ethics  as 
synonymous  and  the  term  religion  in  a 
separate  context.  The  practice  of  a 
church-centered  religion  involves  strict 
adherence  to  a set  of  rules  and  formalized 
rituals  in  addition  to  an  acceptance  of  the 
authority  of  the  church  body.  Adherence 
to  a value  system  which  embodies  con- 
ventional moral  conduct  and  ethics  im- 
plies a considerable  repression  and  sup- 
pression of  aggressive  and  sexual  impulses 
associated  with  the  adequate  develop- 
ment of  conscience  (super-ego).  Because 
the  adolescent’s  instinctual  drives  are 
relatively  more  intense  than  those  of 
older  adults  and  his  ego  defenses  and 
sublimatory  processes  less  structured,  his 
“mental  energies”  are  taxed  more  heavily 
than  those  of  the  adult  to  inhibit  these 
impulses  to  the  extent  that  their  expressions 
conform  to  the  demands  of  society,  his 
religious  group,  and  the  demands  of  his 
own  value  system  embodied  in  the  con- 
science. If  the  adolescent  is  to  give  up 
direct  instinctual  (sexual  and  aggressive) 
gratifications  in  response  to  family,  societal, 
and  conscience  demands,  he  needs  to  ob- 
tain something  in  return.  Maturation 
implies  such  “bartering.”  From  the  con- 
science he  receives  self-approval,  providing 


he  has  adequate  conscience  development, 
and  from  family  and  society  he  expects 
high  regard,  praise,  and  “fringe  benefits.” 
From  his  own  group,  however,  he  gets 
variable  responses,  depending  on  the  ad- 
olescent subculture  and  group. 

But  let  us  return  to  the  expected  rewards 
from  the  various  agencies.  The  develop- 
ment of  conscience  depends  in  substantial 
part  on  the  attitudes  of  the  family  and 
society  to  instinctual  demands,  and  if 
these  attitudes  are  permissive,  conscience 
becomes  less  demanding;  and  if  the  family 
and  society  implicitly  or  explicitly  condone 
or  do  not  condemn  a free  sexual  life,  there 
will  be  less  benefit  and  reward  for  main- 
taining a moral  existence,  or,  to  put  it 
differently,  less  criticism  of  an  amoral  or 
immoral  existence. 

During  the  past  twenty  years  or  more, 
there  has  undoubtedly  developed  a greater 
degree  of  permissiveness  in  our  culture 
toward  sexual  and  aggressive  acting-out 
in  the  adolescent.  The  tendency  of  society 
has  been  to  try  to  understand  and  explain 
these  actions  of  the  adolescent,  rather 
than  only  to  restrict  or  punish.  With  the 
stress  on  an  objective  science  of  behavior, 
there  has  also  developed  the  tendency  for 
inquiry  into  motivation  instead  of  inquiry 
into  punishment. 

Attitudes  of  society 

This  has  also  been  an  “adolescent  age”; 
the  past  decade  has  fostered  increasing 
attention  on  the  adolescent,  to  the  extent 
that  this  amounts  to  “adolescent  adula- 
tion” at  the  present  time.  Certainly  the 
commercial  interests  have  not  been  lax  in 
these  attentions,  both  in  exploiting  and 
expanding  this  adulation.  Thus,  the  music 
and  record  companies,  TV  shows,  teen- 
age literature,  dances,  music  festivals,  and 
even  riots  and  political  and  civic  action 
have  been  organized  for  adolescent  in- 
terest and  participation.  Teen-age  fads 
in  dress  and  appearance  have  spread  like 
a contagion,  and  frequently  these  mani- 
festations of  the  grotesque  are  represented 
as  expressions  of  anticonventionalism,  de- 
fiance, hostility,  independence,  assertive- 
ness, uniqueness,  and  individuality.  But 
it  also  represents  the  opposite,  namely, 
adherence  to  the  “standards”  and  customs 
of  their  peer  group,  a need  for  identity 
with  the  group,  and  an  enhancement  of 
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ego  through  participation  in  the  group 
“ideals”  and  ideas.  This  need  to  become 
closely  associated  with  their  peer  group 
and  to  be  distinct  from  their  parents  as 
individuals  has  been  substantially  sup- 
ported by  mass  communications  media, 
particularly  television.  It  has  been  said 
that  TV  has  tended  to  induce  an  aliena- 
tion of  family  members  from  each  other, 
since  intrafamily  communication  has  been 
replaced  by  the  oneway  communication 
with  TV;  but  if  TV  has  been  responsible 
for  alienation  of  family  members,  it  seems 
also  to  have  increased  the  tendency  toward 
group  action  and  mass  identity  among  the 
teen-age  population. 

The  permissive  attitude  of  parents, 
teachers,  educators,  and  other  authority 
figures,  with  a consequent  reduction  of 
their  authoritarian  roles;  the  greater 
degree  of  scientific  objectivity  in  our 
technologic  age  applied  to  the  study  of 
behavior  and  its  motivations;  and  the 
contagious  spread  of  identity  formulae 
for  the  adolescent  by  the  mass  media  are 
significant  factors  operating  to  reduce  the 
interest  of  the  adolescent  in  church-cen- 
tered religion.  These  factors  may  account 
partially  for  an  increasing  trend  toward 
secularization  and  away  from  the  tradi- 
tional church-centered  and  family-cen- 
tered religiosity  and  religious  patterns. 
However,  it  certainly  would  be  of  interest 
and  importance  to  develop  a statistical 
curve  and  an  acceleration  factor  which 
compares  the  adult  with  the  adolescent 
in  relation  to  changing  attitudes  toward 
religion  and  religious  practices.  This  would 
vary  with  different  sections  of  the  country, 
also  with  urban  or  rural  areas,  and  with 
different  denominations  and  educational 
levels,  among  other  variables. 

Adolescent  view  of  morality 

But  we  approach  a more  difficult  problem 
when  we  attempt  to  assess  the  adolescent’s 
views  toward  morality  and  ethics.  There 
is  a tendency  to  associate  morality  with 
religion,  so  that  if  religious  practice  be- 
comes “contaminated”  with  increased  secu- 
larization, it  is  thought  that  the  moral 
life  of  the  individual  and  of  society  must 
decline,  although  this  is  refuted  by  some 
of  the  decisions  of  the  recent  Vatican  Ecu- 
menical Council. 


I do  not  wish  to  get  into  the  dialectics  of 
theological  and  philosophical  meanings 
of  morality,  so  for  present  purposes  I will 
use  the  term  to  indicate  behavior  which 
society  considers  acceptable  and  proper  in 
the  traditional  sense.  This  implies  a value 
system  geared  to  orthodox  Judaeo-Chris- 
tian  morality.  If  the  adolescent  strays 
from  this  morality,  he  is  termed  immoral  or 
amoral.  Statistics  seem  to  indicate  that 
over-all,  the  adolescent  has,  at  least  tem- 
porarily, strayed;  he  is  sexually  freer  and 
more  prone  toward  sexual  indulgence  than 
the  adolescents  of  twenty-five  or  more 
years  ago.  He  knows  more  about  sexual 
functioning,  venereal  disease,  contracep- 
tion, and  pregnancy  than  his  predecessors  of 
earlier  years.  Do  we  automatically  say 
that  his  value  systems  have  undergone  a 
deterioration?  I don’t  believe  so. 

Today,  we  maintain  an  elaborate  my- 
thology concerning  the  adolescent.  We  con- 
sider him  confused,  torn  by  ambivalence, 
obsessed  by  lofty  aspirations,  yet  over- 
whelmed by  uncontrollable  instincts;  ex- 
periencing intense  frustrations  spawned 
by  the  transition  between  childhood  and 
adulthood,  uncertain  regarding  his  identity, 
and  frantically  using  changing  idealized 
figures  to  establish  his  shifting  position 
in  the  world;  and  desperately  looking  for 
meanings  in  life  and  despairingly  finding  no 
satisfying  answers.  This  psychologic  over- 
view of  the  adolescent  may  have  been 
partially  true  during  the  Victorian  period, 
but  today  represents  a myth  to  which  we 
cling,  perhaps  nurtured  by  our  own  wishes 
and  retrospective  falsifications  with  pro- 
jection of  our  own  adolescent  years.  Ask 
most  adolescents  if  they  feel  confused,  and 
the  answer  will  probably  be  emphatically 
in  the  negative.  True,  they  may  actually 
be  more  confused  than  they  are  aware, 
but  they  act  with  a certainty,  with  a direct- 
ness, with  a frankness,  and  a dispatch  that 
is  usually  expressive  of  less  bewilderment 
than  that  prevailing  in  most  adults.  I 
would  like  to  quote  a beautiful  statement 
from  Grotjahn*  in  a recent  article  en- 
titled “The  New  Technology  and  our  Age- 
less Unconscious”:  “.  . . like  Apollo  who 

travelled  over  the  sky  in  his  glorious  sun 
chariot,  the  adolescent  has  succeeded 
again  in  fitting  the  sports  car  into  his  body 

* Grotjahn,  M.:  The  new  technology  and  our  ageless 

unconscious,  Psychoanal.  Forum  Is  8 (1966). 
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scheme,  gladly  risking  his  life  while  play- 
ing ‘chicken,’  hair  flying  like  Absalom’s, 
roaring  with  anal  impertinence  noisily 
and  aggressively  down  the  road,  departing 
from  nowhere  and  arriving  nowhere.  He 
is  the  picture  of  individual  dominance  and 
of  narcissistic  bliss.” 

The  adolescent  is  more  prone  to  act  out 
his  instinctual  strivings  in  a society  less 
authoritarian  and  not  as  restrictive  nor  as 
punitive  as  formerly,  where  he  readily 
gains  identity  strength  via  the  mass  com- 
munication media.  But,  although  he  is 
less  moral  in  the  traditional  sense  and  less 
self-restricting  in  gratifying  instinctual 
drives,  he  never  actually  loses  the  tradi- 
tional qualities  of  the  value  systems  spon- 
sored by  the  Judaeo-Christian  morality. 
In  fact,  he  confronts  more  openly  these 
values  and  wishes  to  apply  logic  and  ration- 
ale to  them.  But  he  is  a victim  of  society’s 
improper  or  “amorphous”  permissiveness 
and  “adolescent  adulation,”  and  his  at- 
tempts at  scientific  objectivity  and  logic 
are  usually  wistful  rationalizations.  His 
mob  actions  in  academic  institutions  are 
exercises  in  aggressive  discharge  rather 
than  creative  group  performance  in  pursuit 
of  better  education;  and  his  ready  in- 
volvement in  the  use  of  exotic  drugs  and 
unique  apparel  are  testimony  to  his  in- 
tense curiosity,  his  need  for  narcissistic  and 
exhibitionistic  expression,  and  his  urge  to 
experience  a distinct  identity  separate  from 
the  adult  and  yet  part  and  parcel  of  his 
peer  group.  But  he  requires  and  uncon- 
sciously demands  intelligent  controls, 
logical  authoritarianism,  and  an  honestly 
but  firmly  applied  morality.  This  is,  in 
fact,  a necessity  for  his  development  and 
maturation. 

The  adolescent  carries  with  him  pro- 
found biologic  roots  for  the  maintenance  of 
traditional  and  orthodox  value  systems. 
These  roots  are  firmly  fixed  in  the  very 
early  years  of  child  development,  par- 
ticularly in  the  phase  of  life  centering 
about  the  oedipal  complex.  During  this 
phase  of  development,  roughly  between 
the  ages  of  four  to  six  years,  the  parent  of 
the  opposite  sex  is  idolized,  and  somewhat 
later  both  parents  are  then  idealized.  This 
overestimation  of  the  parents,  in  which  they 
can  do  no  wrong,  lingers  on  as  an  actual 
component  of  the  psychic  life  of  a person, 
consciously  or  unconsciously,  even  when 


the  adolescent  consciously  rebels  against 
the  parent  or  is  hostile  to  him. 

Seldom  will  an  adolescent  view  with 
equanimity  any  extramarital  relationship  of 
a parent;  and  unless  such  action  of  a parent 
is  flagrant  or  repeatedly  observed  by  the 
child,  he  represses  the  awareness  of  pa- 
rental infidelity  and  it  becomes  lost  to 
memory.  He  personalizes  such  an  act 
of  the  parent  as  unfaithfulness  toward 
him  and  is  very  uncomfortable  or  un- 
believing if  the  idea  is  presented  to  him. 
Thus,  in  his  mind  he  puritanically  main- 
tains not  only  that  the  parent  can  do  no 
wrong,  but  also  must  do  no  wrong.  This 
represents  the  childhood  and  adolescent 
myth  concerning  their  parents  and  in- 
dicates that  adolescents  still  harbor  the 
traditional  morality  (conscience)  which 
they  apply  not  only  to  the  parents,  but 
also  must  employ  in  evaluating,  consciously 
or  unconsciously,  their  own  actions  and 
morality.  Thus,  in  spite  of  their  own 
acting  out  of  sexual  impulses  and  their 
rationalizations  to  justify  them,  they  still 
consider  them  as  basically  wrong  and 
still  shower  greater  respect  and  awe  on  the 
girl  who  maintains  her  virginity.  In  his 
conscious  expressions  of  and  demands  for 
sexual  freedom,  the  adolescent  is  unaware 
that  his  own  unconscious  does  not  ac- 
tually accept  any  immoral  sexual  acting 
out.  Because  of  this,  he  represses  an 
awareness  of  these  aspects  of  his  conscience; 
but  they  frequently  rear  their  annoying 
heads  to  plague  him,  to  make  him  feel 
guilty,  and  cause  him  to  rationalize  away 
his  guilt,  or  to  intellectualize  by  intro- 
spective philosophizing  or  by  the  develop- 
ment of  neurotic  symptoms.  Certainly, 
the  youth  of  today  are  not  the  same  rah- 
rah  college  Joes  of  yesteryear  when  the 
criteria  for  admission  to  the  schools  were 
geared  more  toward  economic  and  social 
status  than  academic  performance,  and 
it  was  customary  to  drink  hard,  eat  heartily, 
and  attend  all  the  football  games.  The 
adolescent  of  today  is  more  keenly  aware 
of  civic  problems  and  international  issues; 
he  is  more  interested  in  the  process  of 
education  and  the  acquisition  of  academic 
skills  and  knowledge;  and  he  is  more  in- 
terested in  the  arts  and  the  sciences,  less 
interested  in  displays  of  good  clothes  and 
“nice  manners.”  His  denial  of  these  in- 
terests, of  course,  has  gone  to  rather  bi- 
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zarre  extremes.  If  the  girl  of  yesteryear 
was  more  genteel,  more  polite,  more  con- 
tained, less  defiant,  more  compliant,  let 
us  also  remember  the  earlier-mentioned 
phrase  “that  there  is  no  sinner  like  a young 
saint.” 

Need  for  guidelines 

Someone  said  that  an  adolescent  is  a 
person  who  thinks  he  has  an  open  mind 
when  it  is  merely  vacant.  Be  that  as  it 
may,  I believe  his  mind  is  not  that  vacant, 
nor  is  it  “open”;  it  seeks  openness  and 
frankness  to  the  point  of  a tyranny  of 
logic,  which  assists  the  adolescent  to  at- 
tempt to  repress  or  deny  his  own  feelings  of 
dependency;  he  is  actually  in  search  of 
some  order  and  some  restrictions  and  guide- 
lines from  his  elders.  We  must  continue 
to  provide  these  guidelines  in  accordance 
with  our  Judaeo-Christian  ethic  and  mo- 
rality, but  at  the  same  time  understand  that 
he  needs  to  feel  that  he  can  develop  his 
own  value  system  which,  in  the  long  run, 
will  vary  little  from  that  which  we  regard 
as  traditional  and  proper. 

Thus,  his  faith  and  religion  have  be- 
come temporarily  more  tenuous;  but  his 
values  and  ethic  remain  essentially  un- 
changed. To  paraphrase  John  Wesley, 
“Some  people  have  just  enough  religion 
to  make  them  uncomfortable.”  The  ad- 
olescent always  has  at  least  just  enough 
morality  to  make  him  basically  uncom- 
fortable in  “acting  out.” 
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T hree  sets  of  categories  are  presented. 
The  first  category  will  be  the  subsequent 
fates  of  anxiety  after  its  initial,  often 
momentary  appearance  in  adolescence. 
The  second  category  will  outline  the  per- 
spectives in  which  adolescence  may  be 


seen.  The  final  category  will  be  the  emer- 
gencies in  which  anxiety  presents  itself. 

Anxiety 

Anxiety  is  the  magic  elixir  through  which 
all  the  base  metal  of  intolerable  impulses 
and  conflicts  pass  on  their  way  to  symptom 
and  character  formation.  We  have  learned 
from  Freud’s  1926  article  to  regard  anxiety 
as  signal  anxiety  which  alerts  the  observer 
to  a psychological  implosion.  Its  eventual 
utility  depends  on  the  fate  of  its  impact  on 
the  organism  at  a given  point  in  time.  The 
following  paragraphs  outline  some  of  the 
courses  taken  by  anxiety. 

The  anxiety  may  remain  as  a symptom 
with  its  characteristic  subjective  and  ob- 
jective experience.  Many  adolescents  will 
complain  that  they  feel  nervous  all  the 
time,  that  they  sweat  in  tight  places,  that 
their  hearts  beat  like  trip-hammers,  or  that 
they  find  themselves  short  of  breath. 

The  anxiety  may  become  a defense 
mechanism  which  will  be  effective  and  ap- 
propriate or  bothersome  and  crippling. 
The  classical  defense  mechanisms  of  ad- 
olescence described  by  Anna  Freud  in 
1936  were  asceticism  and  intellectualiza- 
tion.  The  bursts  of  asceticism  and  in- 
tellectualization  may  follow  anxiety  de- 
riving from  either  sexual  or  aggressive 
impulses  or  from  fear  of  what  the  peer  or 
parent  society  will  say  about  such  thoughts, 
words,  or  deeds.  Actually  the  adolescent 
is  likely  to  try  out  the  entire  roster  of 
defensive  postures  before  arriving  at  the 
combination  of  defenses  which  will  be  him- 
self or  herself.  In  addition  to  the  two 
already  mentioned,  denial  and  reaction 
formation  are  noteworthy.  The  adolescent 
is  often  unable  to  see  unpleasant  aspects 
in  the  world  about  himself.  He  will  deny 
for  example  that  a girl  has  really  left  him, 
or  she  will  deny  that  her  boy  friend  is 
stupid.  Another  common  defense  mech- 
anism during  this  age  period  is  reaction 
formation.  Asceticism  is  one  example  of 
this,  excessive  neatness  is  another. 

Anxiety  may  be  manifested  psychoso- 
matically.  At  this  age  the  relation  between 
the  individual  and  his  society  is  crucial,  and 
the  skin  is  the  palpable  and  visible  in- 
tervening surface  between  the  two.  Hence, 
even  a minor  illness  such  as  acne  may 
generate  considerable  anxiety.  The  acne 
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of  adolescence  is  primarily  an  expression 
of  the  estrogen-androgen  imbalance  which 
produces  an  increased  activity  of  the 
sebaceous  glands  leading  to  the  keratinous 
obstruction  of  the  orifices.  It  persists  for 
two  or  three  years  with  exacerbations  and 
remissions  and  clears  in  most  instances  by 
the  age  of  twenty.  Some  exacerbations 
seem  related  to  emotional  crises.  Very 
often  the  adolescent  will  regard  his  own 
acne  as  a mark  of  inner  badness  mani- 
fested by  forbidden  sexual  fantasies  or  by 
masturbation.  Atopic  eczema  develops  in 
young  people  who  are  overly  dependent, 
conscientious,  and  tense.  Anxiety  both 
precedes  and  accompanies  a breaking  out 
of  acne  or  dermatitis.  Obesity  and  men- 
strual disorders  are  common  sequels  at 
this  age  to  adolescent  anxiety. 

One  of  the  commonest  paths  of  anxiety 
in  adolescence  is  acting  out,  acting  up, 
and  just  plain  action.  Neuromuscular 
and  hormonal  development  at  this  stage 
is  such  that  the  adolescent  gets  tremendous 
zest  out  of  the  use  of  his  body  in  sports, 
running,  or  movement.  Watching  junior 
high  school  and  high  school  students  move 
between  classes  gives  one  a sense  of  how 
powerfully  young  people  use  their  bodies. 
It  is  no  accident  that  the  chief  cause  of 
death  in  adolescence  is  accidents. 

Anxiety  may  be  so  great  that  it  may 
disorganize  the  personality,  with  psychotic 
regression  and  withdrawal.  Indeed,  the 
most  useful  way  to  regard  psychotic  be- 
havior in  adolescence  is  to  study  it  in 
relation  to  developmental  processes. 
Thomas  French  once  described  2 cases 
whose  psychotic  behavior  was  necessary 
for  them  to  break  out  of  the  cramping 
constraints  imposed  by  their  families. 
When  seen  in  this  developmental  light  and 
dealt  with  promptly,  the  psychotic  be- 
havior of  the  patient  can  often  be  faced  and 
solved. 

Anxiety  may  also  precede  or  accompany 
an  affective  outburst,  usually  a depression. 
It  was  once  thought  that  adolescents  don’t 
get  depressed.  The  recent  work  of  Master- 
son  disproves  this  eloquently.  Many  “ac- 
cidental” deaths  are  really  suicides. 

Perspectives  on  adolescence 

Three  useful  angles  of  observation  on 
the  teen-ager  are  the  physiologic,  the  so- 
ciologic, and  the  psychological. 


Puberty  brings  to  the  adolescent  an  in- 
creased sense  of  strength  and  power  as 
well  as  the  need  to  deal  with  these  enor- 
mously increased  sexual  and  aggressive 
energies.  This  is  a physiologic  variable, 
but  it  must  be  studied  in  its  psychological 
and  sociologic  meaning.  Almost  every 
girl  begins  to  menstruate  between  the 
ages  of  ten  and  sixteen,  but  it  makes  a 
great  deal  of  difference  whether  menarche 
occurs  at  ten  or  at  sixteen.  It  is  a wry 
truth  that  psychopathology  among  twelve- 
year-olds  is  found  almost  exclusively  with 
the  tall  girls  and  short  boys. 

This  leads  naturally  into  the  sociologic 
framework  where  the  role  of  the  teen- 
ager in  his  world  is  studied.  One  way  of 
categorizing  these  relations  is  to  observe 
the  teen-ager  in  relation  to  his  parents,  his 
peers,  and  society.  The  relation  to  parents 
is  one  of  increasing  separation.  As  the 
teen-ager  parts  company  with  his  family, 
he  initially  falls  back  on  a peer  group,  and 
then  gradually  gets  involved  in  hetero- 
sexual relations  which  become  the  basis 
of  a new  family.  Each  step  in  this  proc- 
ess is  a matter  of  two  steps  forward,  one 
to  three  steps  back,  with  anxiety.  The 
adolescent  is  unsure  of  himself,  his  parents, 
and  his  peers. 

He  is  also  unsure  about  any  change  in 
his  larger  society.  There  is  much  publicity 
about  the  adolescent  rebellion  against  adult 
society.  Not  nearly  enough  attention  has 
been  paid  to  the  essential  conservatism  of 
the  adolescent  community.  Remmers  and 
Radler  documented  how  49  per  cent  of 
teen-agers  believe  large  masses  of  people 
are  incapable  of  determining  what  is  and 
what  is  not  good  for  them;  46  per  cent  were 
against  having  any  more  women  hold  public 
office;  33  per  cent  say  people  who  refuse 
to  testify  against  themselves  should  be 
made  to  talk  or  be  severely  punished. 
Seymour  Lipset  recently  found  that  the 
great  majority  of  college  students  support 
the  Viet  Nam  war  and  are  notably  more 
bellicose  than  their  elders.  We  tend  to 
assume  that  all  teen-agers  rebel. 

The  teen-ager’s  psychological  tasks  are 
to  decide  on  his  sexuality,  to  determine  his 
vocation,  to  separate  from  his  family,  and 
to  settle  his  values.  Each  of  these  assign- 
ments is  monumental.  The  expectation 
of  this  society  that  they  will  be  accom- 
plished between  twelve  and  twenty  is 
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extraordinarily  ambitious  and  forces  the 
teen-ager  to  much  effort,  considerable 
anxiety,  and  not  infrequently  to  sympto- 
matology conditions. 

Emergencies 

The  emergencies  in  which  anxiety  pre- 
sents clinical  symptoms  may  be  cate- 
gorized within  the  clinical  course  anxiety 
follows  or  in  the  particular  perspective  or 
developmental  task  with  which  the  ad- 
olescent is  struggling,  as  already  discussed. 

It  is  helpful  to  recognize  that  any  be- 
havioral difficulty,  any  piece  of  psychosis, 
and  any  defensive  operation  of  the  ego  is 
at  this  age  an  attempt  of  the  organism 
to  mature.  Once  this  central  issue  is  ap- 
preciated, it  is  then  possible  to  pinpoint  the 
source  of  the  anxiety  in  the  adolescent  and 
to  deal  with  it  as  a difficulty  in  one  or 
another  aspect  of  growth. 

This  pinpointing  may  be  done  within 
the  categories  already  mentioned  and  may 
be  physiologic,  sociologic,  and  psychologi- 
cal. There  is  plentiful  anxiety,  for  ex- 
ample, about  the  rate  and  extent  of  one’s 
growth,  about  the  size  and  placement  of 
breasts,  about  the  size  and  configuration 
of  the  genitals.  I am  convinced  that 
Froelich’s  syndrome  is  a rarity  but  that 
relatively  overweight  boys  with  relatively 
small  genitals  are  commonplace. 

The  teen-ager’s  anxiety  about  his  par- 
ents, his  peers,  and  society  are  proverbial. 
The  rise  in  anxiety  at  examination  and  the 
arguments  over  the  car  and  the  curfew 
reflect  his  problems  with  parents.  The 
concern  the  teen-ager  has  about  his  peer 
rating,  his  dating  prowess,  and  his  sports 
performance  are  evidence  of  his  dependence 
on  peer  approval.  In  his  confrontation 
with  society  the  adolescent  gets  anxious 
over  peace,  civil  rights,  religion,  and 
drugs. 

The  psychological  tasks  of  maturation 
have  their  correlative  anxieties.  In  the 
process  of  achieving  sexual  identity,  for 
example,  the  adolescent  is  often  anxious. 
Such  anxiety  is  frequently  labeled  homo- 
sexual, but  this  is  debatable.  It  may  also 
be  disturbatory  or  heterosexual  in  origin. 
The  decision  about  one’s  vocation  in- 
volves the  loaded  question  of  being  like 
or  unlike  one’s  father  or  mother.  Separa- 
tion from  the  family  is  likely  to  provoke 


anxiety  in  both  the  adolescent  and  the 
family.  Not  only  is  a freshman  in  college 
homesick  but  the  parents  at  home  are 
often  depressed.  In  the  process  of  achiev- 
ing a stable  set  of  values,  the  adolescent 
repeatedly  questions  society’s  goals  and 
values.  When  there  is  considerable  dif- 
ference between  society’s  values  and  his 
own,  anxiety  follows. 

Comment 

There  are  two  morals  to  this  category 
game:  The  first  is  that  anxiety  is  a univer- 
sal characteristic  of  life  and  that  its  fate  is 
highly  variable;  the  second  is  that  anxiety 
must  be  understood  in  relation  to  the 
growth  and  differentiation  of  the  adolescent 
person  in  its  widest  connotations. 

11  West  73rd  Street 
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Socioeconomic  affluence  has  been 
found  to  play  an  important  preparatory 
and  determining  role  in  how  a youth  copes 
with  his  adolescent  crises. 

In  the  past,  studies  of  youths  who  are 
deviant  from  an  adult  viewpoint  have  been 
largely  confined  to  disadvantaged  socio- 
economic groups.  Recently,  however, 
there  have  been  many  reports  on  deviant 
behavior  and  emotional  disorders  among 
affluent  young  people  in  high  schools  and 
colleges,  with  much  sensational  publicity 
focused  on  the  suburbs  and  numerous 
books  and  articles  published  on  the  “up 
beat,”  the  “new  breed,”  or  the  “shook-up 
generation.”  I feel  that  we  can  learn  a 
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great  deal  about  the  attitudes  and  needs 
of  all  young  people  by  studying  the  reac- 
tion of  this  “new  species”  of  socioeconomi- 
cally affluent  adolescents. 

The  age-old  contention  that  delinquency 
in  youth  is  the  prerogative  of  the  poor  is 
totally  invalid.  It  is  no  more  true  than 
the  notion  that  happiness  is  synonymous 
with  wealth  and  anxiety  with  poverty  or 
that  money  and  virtue  reinforce  each  other. 
The  point  is  that  slum  youths  are  more 
frequently  arrested  and  forced  to  face  the 
consequences  of  their  acts,  while  those  of 
affluent  families  are  able  to  get  away  with 
it  because  of  the  consideration  extended  by 
law-enforcement  agencies  on  the  assump- 
tion that  the  affluent  family  will  “do  some- 
thing about  the  youth,”  or  charges  are 
dropped  because  the  affluent  parent  pays 
the  cost  of  damages  incurred. 

The  fact  remains  that  progressively  more 
adolescents  in  suburban  areas  and  col- 
leges are  involved  in  a variety  of  antisocial 
and  asocial  acts.  In  this  light  it  would  be 
well  to  review  some  of  the  specific  factors 
associated  with  affluence — in  the  family, 
the  individual  adolescent,  and  in  the 
adolescent  subculture — that  are  contribut- 
ing to  the  confusion  and  the  unfavorable 
outcome  of  the  crises  of  adolescents. 

Affluence  of  family 

Early  parent-child  relationships  and  at- 
titude “programming”  play  a vital  role 
in  the  youth’s  concept  of  his  own  im- 
portance, the  sources  from  which  he  de- 
sires status,  his  degree  of  independence, 
his  method  of  assimilating  new  values, 
his  concept  of  his  own  capacity  for  doing 
things  for  himself,  his  ability  to  withstand 
frustration,  his  need  for  pleasure  and  im- 
mediate gratification,  his  sense  of  re- 
sponsibility, and  the  type  of  defenses  he 
uses  when  his  security  or  self-esteem  is 
threatened.  Security  and  abundance  in 
the  present  and  optimism  for  the  future 
should  create  in  affluent  families  ideal 
physical  and  emotional  conditions  for 
bringing  up  their  children.  Ironically, 
this  is  too  often  not  the  case. 

Many  of  these  privileged  children  are 
given  too  many  material  things  but  are 
deprived  emotionally.  Such  youngsters 
do  not  know  the  joy  of  waiting  for  some- 
thing or  dreaming  and  anticipating.  From 


birth  they  never  had  to  wait  for  the  ful- 
fillment of  any  wish.  They  could  have 
anything  they  wanted  when  they  wanted  it 
and  often  even  before  they  knew  they 
wanted  it.  They  were  deprived  of  the 
wholesome  experience  of  learning  to  cope 
with  reasonable  frustrations.  This  often 
leads  to  a need  for  immediate  gratification 
of  all  desires. 

To  be  sure,  affluence  alone  is  not  the 
single  cause  of  this  deprivation.  The 
present  confusion  about  values  and  stand- 
ards contributes  to  the  problem  as  well  as 
a lazy  abdication  by  parents  from  making 
demands  for  fear  of  incurring  their  chil- 
dren’s anger.  In  other  families  it  results 
from  a projection  of  the  emotional  needs 
parents  cannot  satisfy  in  their  own  lives: 
They  attempt  to  fulfill  what  they  consider 
the  needs  of  their  offspring  with  material 
gifts.  Many  parents  in  our  affluent  society 
have  an  intense  desire  to  avoid  any  anxiety 
or  tension,  which  they  convey  to  their 
children,  and  set  an  example  for  over  self- 
indulgence. 

Parents  often  project  onto  their  children 
their  own  drives  and  needs.  At  times  this 
may  be  constructive,  but  at  other  times  it 
is  a vicarious  neurotic  fulfillment  which 
they  may  have  successfully  repressed  in 
their  climb  to  affluence.  It  often  leads  to 
acts  of  delinquency  unconsciously  sanc- 
tioned by  the  parents.  All  too  often  ad- 
olescent problems  are  a symptom  of  family 
disorder. 

In  the  drive  for  material  success,  many 
a commuting  father  finds  the  demands  of 
his  working  day  time  so  great  that  he  is 
prevented  from  being  with  his  family,  and 
this  leads  to  paternal  deprivation.  Then, 
too,  the  drive  for  social  participation  in 
the  suburban  fun  cult  creates  the  weekend 
golf  widow  or  the  father  lost  to  sailing  or 
marathon  viewing  of  TV  sports  events. 
We  are  concerned  about  the  effect  of  the 
absentee  father  on  the  development  of 
boys  in  the  suburbs.  The  mother  be- 
comes the  authority  figure  in  the  family, 
and  the  father  often  does  not  become  in- 
volved until  there  is  serious  trouble. 

Not  only  is  there  a reversal  of  parental 
role,  but  the  mother  often  functions  in  a 
bisexual  social  capacity,  which  adds  up  to 
a blurring  of  sexual  differences.  This 
situation  has  created  a matriarchal  society 
and  may  account  for  unconscious  feminine 
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identification  in  many  boys  and  confusion  in 
girls  as  to  what  constitutes  the  feminine  role. 

Another  overwhelming  pressure  on  the 
adolescent  is  the  “great  expectation  syn- 
drome.” Affluent  parents  cram  all  kinds 
of  lessons  and  cultural  and  social  expe- 
riences down  the  child’s  throat.  This  is 
done  not  so  much  to  stimulate  or  satisfy 
a need  in  the  child  as  to  satisfy  a need  in 
the  parent  which  the  children  are  aware  of. 
Parties,  dating,  dances,  and  the  need  to  be 
popular  are  initiated  too  early,  and  so 
pressured  is  the  child  toward  a social  life 
that  by  the  time  he  reaches  high  school  he 
is  bored  with  the  usual.  In  short,  affluent 
children  get  too  much  too  soon. 

Another  “great  expectation”  is  academic 
success  with  the  goal  of  admission  to  the 
“right”  college,  starting  in  many  affluent 
families  when  the  child  is  first  admitted  to 
school.  Often  such  ambitions  are  un- 
realistic and  create  a fear  of  inadequacy  in 
a child.  He  soon  comes  to  realize  that  his 
goals  need  not  be  learning  but  rather  grades. 
Often  this  leads  to  cheating  when  the  going 
gets  tough,  in  the  child  who  wants  to  please 
his  parents,  setting  a pattern  of  behavior. 
In  some  instances  the  child  deliberately  or 
unconsciously  uses  academic  failure  as  a 
weapon  of  retaliation  against  the  parents. 

Child-rearing  attitudes  in  the  last  gen- 
eration among  affluent  families  have  added 
pitfalls.  Parents  and  educators  have  been 
permissive  and  shied  away  from  “thwart- 
ing.” Freedom  of  expression  and  action, 
regardless  of  others,  has  been  encouraged. 
Then,  too,  the  high  value  placed  by  democ- 
racies on  liberty,  political  and  social,  has 
been  translated  into  stressing  freedom  of 
expression  and  thought.  Carried  too  far, 
this  emphasis  may  entail  rejection  of 
authority.  Just  as  in  the  political  realm 
liberty  without  obligation  is  anarchy,  so  in 
the  adolescent’s  world  freedom  without 
responsibility  yields  anarchy  or  what  Wyle 
called  pediarchy.  Youth  must  learn  to 
accept  responsibility  along  with  freedom. 

Thus  affluent  families  impose  a multitude 
of  pressures  on  their  children;  over  per- 
missiveness, overstimulation,  overgratifica- 
tion, hence  overdeprivation. 

Affluence  of  adolescent  subculture 

The  social  group  to  which  a youth 
gravitates  depends  on  his  self  concepts. 


There  is  the  group  whose  values  match 
those  of  the  older  generation.  They 
want  what  the  affluent  society  has  to  give 
and  are  optimistic  about  succeeding.  They 
aspire  to  education  and  professional  train- 
ing and  develop  a sense  of  identity  which 
resolves  the  discontinuity  between  child- 
hood and  adulthood  and  bridges  the  gap 
between  generations.  Although  they  are 
teen-agers,  they  are  not  truly  a part  of  the 
teen-age  subculture.  They  see  themselves 
as  well  motivated  and  adjusted  and  in  high 
school  refer  to  themselves  as  “collegiates.” 
Other  teen-agers  may  refer  to  them  as 
“squares.”  Many  of  these  youths,  how- 
ever, may  temporarily  deviate  from  their 
parents’  concepts  in  grappling  with  the 
adolescent  tasks  of  achieving  identity, 
heterosexual  adjustment,  and  emancipa- 
tion from  parental  control,  but  ultimately 
they  revert  to  it.  Others  want  the  same 
things,  but  lack  the  intellect,  talent,  or 
culture,  to  attain  them;  they  often  become 
disillusioned  because  they  cannot  achieve 
ego  identity. 

Another  heterogeneous  group  of  youths 
are  disenchanted  with,  and  alienated  from, 
the  expressed  standards  of  their  families, 
adult  society,  and,  in  general,  “The  Estab- 
lishment.” Attractiveness  and  popu- 
larity are  major  concerns  here.  Hap- 
piness with  absence  of  anxiety  is  a means 
and  an  end  in  itself.  Group  activities 
and  group  acceptance  are  of  the  utmost 
importance,  often  achieved  at  a cost  to 
individuality.  There  is  a rejection  of 
adult  roles  and  standards  and  authority 
figures.  There  is  considerable  restless- 
ness, boredom,  and  a craving  for  excite- 
ment. It  is  this  group  which  is  growing, 
along  with  our  society’s  affluence. 

Today  our  young  people  are  facing  a 
“crisis  of  purpose”  which  is  perhaps  more 
difficult  to  deal  with  than  the  crisis  of 
economics  faced  by  those  from  economically 
and  socially  deprived  homes.  A sur- 
prisingly large  number  of  these  young  peo- 
ple view  our  society  as  a “rat  race.”  They 
see  the  adult  world  to  which  they  are 
headed  as  a cold,  mechanical  arena  where 
one  simply  goes  through  the  motions  of 
“playing  the  game.”  To  them  it  is  es- 
sential to  stay  “cool,”  detached,  and  un- 
committed. 

Some  want  to  change  the  world  and  feel 
forced  into  detachment  and  premature 
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cynicism  because  the  affluent  society  seems 
to  offer  them  so  little  that  is  relevant, 
stable,  and  meaningful.  They  are  in  search 
of  values,  goals,  or  institutions  to  which 
they  could  be  genuinely  committed. 
Many  have  learned  the  effectiveness  of  civil 
disobedience  from  the  integration  move- 
ment and  are  fighting  for  their  own  “rights” 
to  have  a say  in  the  world  in  which  they 
live:  a “participating  democracy.”  Given 
something  like  the  Peace  Corps,  which 
promises  challenge  and  genuine  expression 
of  idealism,  an  extraordinary  number  of 
young  people  are  prepared  to  drop  every- 
thing and  join  up. 

Many  of  the  alienated  young  people 
revert  to  special  clothing,  special  hair 
styles,  beards,  footwear,  bizarre  behavior, 
and  new-sound  music  in  a calculated 
campaign  for  autonomy,  to  differentiate 
them  from  the  adult  world  and  to  shock 
and  alarm  dissident  adults. 

The  “beatniks”  who  are  only  one  small 
part  of  this  group  may  be  characterized 
as  persons  of  generally  low  energy  level 
who  regard  a certain  despairing  look  in 
clothes,  personal  appearance,  and  the  way 
they  live  as  essential  to  their  status  as 
deviant  members  of  society.  Many  of 
them  admire  and  aspire  to  artistic  and 
intellectual  expression,  but  reject  academic 
and  vocational  achievement.  They  try 
to  remain  forever  in  the  youth  culture. 
Hippies,  who  are  part  of  this  subgroup, 
stress  love,  giving,  and  oriental  philoso- 
phies and  detach  themselves  from  the 
realities  of  today. 

Another  subgroup  of  youth  may  be 
called  “sickniks.”  They  have  lost  their 
freedom  of  choice  and  act  in  a deviant 
manner  because  of  the  pressures  of  their 
emotional  problems.  Many  of  them  never 
fitted  into  the  society  in  which  they  lived 
from  childhood.  They  alternate  between 
feeling  lonely  and  excluded  from  society 
and  feeling  superior  to  it.  They  band 
together  on  street  corners,  food  shops,  bars, 
at  pot  parties,  on  college  campuses  to  gain 
support  for  the  compensating  convictions  of 
superiority  and  allow  a certain  release  from 
loneliness.  Such  youths  have  no  fanatical 
zeal  or  any  cause  to  fight.  Because  of  their 
odd-ball  self-image  there  is  no  externaliza- 
tion  of  aggression.  Some  are  more  seri- 
ously disturbed  than  others. 

However,  the  subgroup  with  which  we 


are  particularly  concerned  includes  the 
large  number  of  young  people  from  socio- 
economic affluent  society  who  fall  into  the 
category  of  “the  new  breed”  or  the  “new 
species”  of  adolescents. 

While  adolescents  have  always  wanted  to 
be  alike,  because  being  different  to  them 
means  being  inferior,  today’s  adolescents 
seem  driven  by  a compulsion  to  follow  the 
herd.  The  affluence  of  their  families  as 
well  as  their  own  affluence  give  them  the 
opportunity  to  cater  to  their  needs. 

Adolescence,  the  time  of  fads  and  fancies 
where  nonconformity  seems  the  order  of 
the  day,  is  in  fact  the  age  of  absolute  con- 
formity. The  herd  instinct  is  at  its  great- 
est, assuring  anonymity  in  numbers.  This 
accounts  for  the  paradox  of  nonconforming 
conformity.  In  dealing  with  this  age  group 
we  must  be  acutely  aware  of  the  unvoiced 
terror  these  youths  have  of  being  dif- 
ferent. They  may  appear  outlandishly 
dressed  or  behaved  to  adults,  but  their 
very  nonconformation  has  identified  them 
with  themselves,  allowing  group  assertive- 
ness with  individual  self-effacement. 

Naturally,  not  all  affluent  adolescents  are 
driven  by  an  equally  strong  compulsion 
to  follow  the  herd,  but  few  escape  it.  The 
ones  most  affected  are  those  whose  group 
status  is  somewhat  precarious  or  those 
who  want  to  improve  their  standing.  The 
only  adolescents  who  seem  able  to  retain 
their  individuality  are  the  few  whose  posi- 
tion is  so  secure  that  nothing  can  shake  it, 
those  whose  status  is  hopeless,  and  those 
who  are  not  interested  enough  in  peer 
activities  to  care. 

There  are  two  main  reasons  for  the  ad- 
olescent’s willingness  to  relinquish  his 
individuality  for  peer  conformity  besides 
the  tasks  inherent  to  adolescence.  For 
one  thing,  the  status-seeking  “keeping  up 
with  the  Joneses”  culture  has  provided  the 
adolescent  with  a model  of  conformity 
ever  since  he  left  his  crib.  He  is  confronted 
with  conformists  at  home,  in  the  neighbor- 
hood, and  at  school.  For  another,  there 
is  the  high  value  set  on  popularity.  If  it 
is  necessary  to  follow  the  crowd  to  gain  its 
acceptance,  he  will  pay  the  price.  If,  on 
the  other  hand,  being  an  individual  means 
loneliness  and,  even  worse,  a derogatory 
attitude  from  his  peers,  he  will  do  all 
within  his  power  to  avoid  having  this 
happen  to  him. 
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In  our  class-conscious  culture  of  today, 
it  would  be  surprising  if  the  adolescent 
were  not  anxious  to  be  identified  with  the 
leading  crowds.  He  knows  that  the  way 
to  make  this  possible  is  to  have  the  right 
status  symbols  as  he  understands  them, 
which  symbols  often  do  not  parallel  his 
family’s  concepts  of  status.  The  less 
secure  he  is,  the  more  preoccupied  he  be- 
comes with  these  symbols. 

The  symbols  change  from  year  to  year. 
Last  year  it  was  belonging,  togetherness, 
going  steady.  In  high  school  you  went 
steady,  in  college  you  were  pinned.  This 
year  it  is  no  longer  going  steady,  it  is 
“steady  going” — go,  Go,  GO.  Having  a 
date  is  unimportant.  Status  comes  from 
“fitting  in”  with  everyone.  Date  or  no 
date,  the  thing  is  to  be  with  people,  to  be 
going  somewhere. 

Similarly,  not  so  long  ago,  to  be  able  to 
drive  the  family  car  was  the  thing.  Today, 
the  big  family  car  is  out.  Now  it  is  a small 
sports  car,  preferably  his  own;  and  even 
! that  is  rapidly  changing  into  a motor- 
cycle not  only  for  boys  but  also  for  girls. 

Involvement  is  in.  Youth  latches  on  to 
what  tangible  causes  it  can  find:  civil 

rights,  anti-Vietnam,  antidraft,  and  the 
many  social  hypocrisies  and  inconsisten- 
cies of  our  society.  It  is  true  that  the 
largest  number  merely  talk  about  involve- 
ment and  only  a small  proportion  are  ac- 
tivists. 

The  new  values  come  from  the  types 
adolescents  are  choosing  as  their  heroes, 
mass  media  that  glamorize  extravagance 
and  paint  thrift  as  dowdy,  bombard  youth 
i with  erotic  stimulation.  Some  of  the  new 
values  arise  within  the  peer  group  itself.  If 
the  group  as  a whole  gives  its  stamp  of 
approval  to  certain  behavior,  it  is  accepted 
as  right.  If  it’s  okay  to  cheat,  you  cheat. 
If  “everybody”  is  smoking  pot,  you  join 
right  in;  if  the  thing  to  do  is  to  be  sexually 
promiscuous,  you  go  right  along,  disregard- 
ing the  consequences.  Too  often,  the 
behavior  is  not  motivated  by  convictions 
but  merely  by  following  the  crowd. 

The  adolescent  subculture  is  based  on 
affluence  and  leisure.  The  mass  media 
catering  to  youth  foster  the  discretionary 
spending  and  unique  buying  habits  of  the 
young  people  who  spent  over  18  billion 
dollars  last  year  and  influenced  the  spend- 


ing of  another  35  billion  dollars  by  adults. 
The  teen-age  market  and  the  subculture 
that  shapes  its  consumers’  needs  is  now 
important  to  our  economy.  The  affluence 
that  created  the  adolescent  subculture 
now  leans  on  it  quite  heavily.  Phenomena 
like  the  Beatles  are  the  result  of  the  eco- 
nomic affluence  of  youth. 

Adults  are  overwhelmed  by  the  large 
numbers  of  youth  involved  in  any  project 
to  which  they  commit  themselves.  This  is 
to  be  expected  because  of  their  uniform 
interests,  their  enjoyment  of  mass  involve- 
ment, their  mobility,  the  leisure  time  avail- 
able to  them,  and  the  fact  that  they  consti- 
tute a large  part  of  our  total  population. 
Forty  per  cent  of  the  population  of  the 
United  States  is  under  twenty  years  of 
age,  and  adolescents  have  a tendency  to 
congregate  whether  it  be  for  a folk  festival, 
a sporting  event,  a song  fest,  or  to  attend 
an  open  house.  Adults  become  frightened 
because  so  little  can  change  a crowd  into 
a mob.  We  are  concerned  by  the  vengeful 
resentment  that  seems  to  underlie  many 
of  today’s  explosions.  It  indicates  a boil- 
ing rage  combined  with  a deep  contempt 
for  law  and  order. 

Affluence  has  contributed  to  these  prob- 
lems in  many  ways,  first  by  giving  the 
youth  the  mobility  to  congregate  and  the 
financial  resources  to  travel  and  to  pur- 
chase tickets.  But  it  has  also  created  the 
attitude  that  money  can  pay  for  any 
damages.  It  may  be  said  that  boredom 
and  righteous  indignation  seem  to  be  in- 
gredients that  most  often  make  for  an 
explosive  milieu.  Riots  usually  occur  at 
times  when  scheduled  activities  are  at  a 
minimum  and  a good  deal  of  loose  energy 
has  been  accumulated. 

Affluence  of  individual  adolescent 

One  thing  to  remember  about  adolescents 
is  that  gaining  recognition  and  prestige, 
matters  associated  with  sex,  and  acquiring 
independence  are  their  chief  preoccupa- 
tions. 

The  youth’s  self-awareness  and  body 
image  are  based  largely  on  how  his  parents, 
peers,  and  society  see  him  and  how  he 
interprets  their  evaluation  of  him.  Com- 
plicated and  distorted  communications 
from  all  about  him  impinge  on  the  young 
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person  so  that  he  has  no  clear  signals  to  go 
by.  Advertising  media  and  purveyors  of 
assorted  ideologies  tell  him  what  he  is, 
what  he  should  be,  and  how  he  ought  to  act. 

Seeking  a way  out,  he  first  turns  inward 
to  mobilize  his  inner  resources.  But  this 
may  be  inadequate  to  allow  for  personal 
assessment  because  abstract  thinking  has 
not  developed  sufficiently  or  has  been 
distorted  because  of  emotional  conflicts. 
He  also  turns  to  an  earlier  trusted  identifica- 
tion model,  but  often  finds  that  he  or  she 
preaches  one  set  of  values  and  acts  accord- 
ing to  another.  Feeling  abandoned  by  the 
adult  world,  most  teen-agers  turn  to  their 
peer  group  as  a model  for  their  behavior. 

The  adolescent  subculture  is  not  static 
but  ever  changing,  one  trend  being  the 
earlier  entrance  of  children  into  it.  Among 
the  factors  accounting  for  this  new  pre- 
cocity are  earlier  physiologic  maturation, 
an  indirect  result  of  affluence  with  its 
better  nutrition  and  good  medical  atten- 
tion and  increased  outdoor  activities; 
the  widespread  aping  of  the  older  adoles- 
cent by  the  younger  one;  and  permissive- 
ness and  perhaps  encouragement  by  parents. 

Why  do  so  many  youths  from  affluent 
families  revert  to  slum  area  behavior? 
Is  it  to  escape  from  middle-class  bounds? 
Is  it  basically  the  youth’s  desire  to  avoid 
the  pressures,  expectations,  and  demands 
of  his  affluent  class  and  his  belief  that 
less  is  expected  of  the  lower  class  in  terms 
of  education,  vocational  adjustment,  living 
conditions,  and  moral  values?  There  is 
a growing  pattern  of  emotional  uninvolve- 
ment. Many  of  the  young  people  lack 
the  drive  to  achieve  affluence  which  mo- 
tivated their  parents  because,  unlike  their 
parents,  they  know  nothing  but  security. 
They  want  all  that  money  can  buy  but 
resent  the  demands  affluence  may  create. 

Too  many  of  today’s  affluent  adolescents, 
however,  tend  to  follow  the  philosophy  of 
“let  John  do  it.”  John  may  be  parents, 
teachers,  or  Uncle  Sam.  They  may  be 
meticulous  about  maintaining  their 
disheveled  appearance,  but  school  as- 
signments are  thrown  together,  home 
chores  are  neglected,  they  are  constantly 
late  for  appointments,  do  not  bother  to 
answer  party  invitations  but  show  up 
anyway,  and  raid  the  refrigerator  without, 
regard  to  whether  food  is  intended  for  the' 
next  meal.  They  ask  a girl  to  go  steady 


and  drop  her  if  they  find  someone  else  who 
strikes  their  fancy.  They  come  late  for 
part-time  jobs  and  drop  them  without 
notice,  and  they  rush  into  marriage  with 
no  thought  of  how  they  are  going  to  sup- 
port the  marriage. 

This  irresponsibility  has  often  been 
cultivated  in  the  individual  since  early 
childhood.  Yet  parents  and  teachers  are 
surprised  when  it  does  not  miraculously 
disappear  with  adolescence.  Closely  re- 
lated to  this  lack  of  responsibility  is  the 
unfavorable  attitude  toward  work.  Hav- 
ing been  waited  on  hand  and  foot,  many 
develop  the  habit  of  putting  forth  as  little 
as  possible.  They  look  on  work  as  an 
evil.  If  they  can  get  reasonably  good 
grades  by  cheating,  why  study?  If  they 
can  hold  down  a job  by  turning  out  a 
minimum  of  work,  why  “kill  yourself  for 
a slavedriver?”  If  they  can  get  the  gist 
of  a classic  by  seeing  the  movie  based  on 
the  book  or  reading  a digest,  why  read  the 
book? 

The  rise  in  family  and  national  income 
has  extended  the  period  of  youth  by  allow- 
ing longer  periods  of  dependency,  placing 
a premium  on  more  and  more  formal  educa- 
tion, and  providing  the  means  to  educate 
a larger  proportion  of  young  people.  In 
affluent  families  the  adolescent’s  earnings 
from  after  school  or  vacation  jobs  are  not 
needed.  Those  who  do  work  are  motivated 
by  a wish  for  greater  independence,  to 
make  a desired  purchase,  or  to  satisfy  their 
need  to  achieve. 

Affluence,  too,  means  free  time  to  get 
into  mischief  or  do  as  one  pleases.  If  the 
parents  become  too  demanding,  the  adoles- 
cent has  a powerful  weapon  over  them. 
He  will  threaten  to  drop  out  of  school, 
leave  home  and  get  a job,  knowing  that 
his  parents  and  society  want  him  to  con- 
tinue his  education. 

Despite  the  fact  that  more  and  more 
adolescents  are  going  to  college  and  pro- 
fessional schools,  it  is  not  always  proof  of 
intellectual  interests.  It  may  be  merely 
the  thing  to  do,  a way  of  making  a higher 
income  in  the  future,  or  meeting  the  right 
people.  Many  girls  who  attend  college 
do  so  not  to  “pursue  learning  but  to  learn 
pursuing,”  their  objective  being  a husband. 

There  is  also  a tendency  to  stay  in  col- 
lege as  a way  of  avoiding  vocational  or  life 
commitments  and  retaining  their  role  as 
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carefree  students.  Many  continue  their 
education  to  avoid  military  induction. 
Anti-intellectualism  is  also  evident  in  the 
youth  who  cheats  rather  than  study  or  who 
fails  and  drops  out  of  school.  Neverthe- 
less, there  are  many  who  are  highly  moti- 
vated to  study  and  learn. 

Today’s  adolescent  feels  that  all  mem- 
bers of  the  older  generation  are  out  of  tune 
with  the  times.  He  develops  a derogatory 
attitude  toward  all  people  over  thirty. 
This  negative  attitude  is  reinforced  by  what 
he  sees  and  hears  around  him.  Lack  of 
respect  and  esteem  for  age  and  experience 
and  adoration  of  youth  are  so  much  a part 
of  the  American  scene  that  it  would  be 
unrealistic  to  expect  the  adolescent  to  feel 
otherwise. 

As  a result,  the  adolescent  deprives  him- 
self of  the  guidance  of  anyone  old  enough 
and  experienced  enough  to  offer  it.  Since 
adolescents  reject  the  values  and  opinions 
of  older  people,  they  turn  to  their  peers  for 
advice.  Also,  there  is  constant  friction 
in  the  home.  Expecting  parents  to  pay 
their  bills  and  assume  many  responsibilities 
for  their  daily  life,  they  say  hands  off  when 
it  comes  to  doing  what  their  parents  expect 
of  them.  Family  friction  has  always  existed 
where  adolescents  were  striving  to  gain 
independence,  but  this  derogatory  attitude 
toward  the  very  people  who  are  expected  to 
do  so  much  for  them  is  a bitter  pill  for 
parents  to  swallow  who  pride  themselves  on 
the  affluence  they  achieved  and  are  so  often 
motivated  by  a desire  to  make  their  chil- 
dren’s lives  easier  and  happier. 

While  adolescents  have  always  been 
critical  of  their  elders,  it  was  never  so 
fully  and  tactlessly  expressed  as  today. 
A favorite  indoor  sport  is  debunking  those 
in  authority,  whether  it  be  parents,  teacher, 
principal,  or  government. 

Of  course  it  is  desirable  that  adolescents 
make  a contribution  to  progress.  It  is 
not  the  criticism  and  suggestions  for  reform 
that  adults  resent.  It  is  the  rude  and 
derogatory  manner  of  presenting  it.  What 
the  adolescent  does  is  to  sit  in  judgment 
on  his  parents  and  teachers  rather  than 
cooperate  and  work  together  for  the  im- 
provement of  the  home  or  school.  The 
adult  in  turn  resents  and  rejects  the  youth’s 
involvement,  further  complicating  the  sit- 
uation. There  is  a greater  than  ever  need 


for  youth  and  adults  to  work  together  to 
resolve  the  problems  of  our  society. 

Every  generation  of  adolescents  has  felt 
that  the  rules  and  laws  of  society  were  too 
strict.  But  today’s  young  people  seem  to 
feel  that  laws  are  made  to  be  broken. 
Parents  complain  that  their  children  are 
impossible  to  control,  that  they  do  exactly 
as  they  please.  Most  teachers  spend  more 
time  maintaining  order  than  teaching. 
The  police  are  busier  with  the  antics  of 
teen-agers  than  with  adult  criminality. 

To  members  of  the  older  generation  who 
believe  that  to  spare  the  rod  is  to  spoil 
the  child,  the  cause  lies  in  the  laxity  of  our 
child-training  methods.  This  is  too  pat 
an  explanation,  although  true  in  part. 
Corporal  punishment  is  hardly  the 
way  to  make  a child  into  a law-abiding 
citizen,  but  sparing  the  child  of  any  neces- 
sity for  toeing  the  mark  is  a factor.  Hence, 
the  child  believes  he  is  a law  unto  himself; 
by  adolescence  he  disregards  the  laws  of  the 
land  as  well  as  family  rules  and  regulations. 
However,  let  us  not  forget  that  much  of  this 
disregard  for  laws  is  a reflection  of  the 
attitudes  of  our  society.  We  cannot  on  one 
hand  condone  civil  disobedience  and  the 
right  to  ignore  so-called  bad  laws  and  expect 
youth  to  accept  the  limitations  placed  on 
him. 

Adolescence  is  a time  for  dreaming,  and 
today’s  adolescent  is  no  exception.  But 
he  goes  much  further.  He  is  convinced 
he  will  reach  the  pot  of  gold  at  the  rain- 
bow’s end  with  a minimum  of  effort.  If 
he  fails,  it  will  be  someone  else’s  fault. 
Today’s  adolescent  feels  anything  is  pos- 
sible. It  is  very  difficult  to  get  young 
people  to  understand  the  despair  of  the 
Great  Depression  and  a life  without  se- 
curity. 

Today’s  affluent  adolescents  may  be  a 
new  species,  but  newness  is  not  synonymous 
with  superiority  or  contentment.  Cer- 
tainly they  have  more  advantages,  socially, 
culturally,  and  educationally,  than  in  the 
past.  It  is  true  that  the  threat  of  atomic 
annihilation  hovers  over  them,  but  every 
generation  has  had  its  tribulations.  They 
have  more  knowledge  and  sophistication, 
but  there  is  ample  evidence  that  far  too 
many  whose  hereditary  endowments  and 
cultural  advantages  would  normally  lead 
to  high  achievements  are  turning  into 
second-rate  students,  workers,  and  citizens. 
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Many  of  today’s  adolescents  are  far  from 
happy.  They  are  bored,  jaded,  and  disil- 
lusioned. Many  turn  to  alcohol,  drugs, 
and  narcotics  to  relieve  their  anxieties 
and  make  them  feel  more  adequate.  There 
are  far  too  many  who  suffer  from  feelings 
of  inadequacy,  question  their  own  worth, 
wonder  if  life  is  worth  living,  and  too  often 
commit  suicide  as  an  escape  from  reality. 

To  be  happy  a person  must  not  only  have 
a feeling  of  confidence  that  he  can  achieve 
success  within  his  capacities,  but  also  he 
must  retain  a sense  of  individuality  and 
identity.  Too  many  of  today’s  adolescents 
do  not  have  this.  They  are  slaves  to  the 
demands  of  their  subculture  and  I fear 
are  headed  for  a life  where  conformity  to 
the  herd  will  rule  their  every  thought  and 
act. 

There  is  an  increasing  occurrence  of 
vandalism,  mugging,  rape,  burglaries,  and 
crowd  disturbances  emanating  from  affluent 
youth.  An  apparent  lack  of  logic  char- 
acterizes most  of  the  offenses.  Often 
there  is  a kind  of  satisfying  need  of  the 
moment,  impulsiveness  coupled  with  a 
complete  disdain  of  authority.  On  ap- 
prehension, the  typical  reaction  is  defiance, 
unrepentence,  and  absence  of  anxiety. 

Official  statistics  do  not  reflect  the  true 
incidence  of  deliquency  among  affluent 
youths  because  so  much  of  it  is  never  re- 
corded. Most  suburban  teen-agers  never 
have  any  trouble  with  the  police,  but  their 
lives  seem  to  be  affected  by  the  same  kind 
of  random  wandering  and  reaching  out  for 
thrills  as  motivates  those  who  do  get  into 
trouble.  “Where’s  the  action?”  is  the 
motto.  There  is  a ceaseless  hunt  for 
action.  They  cruise  in  their  cars  seeking 
parties  to  crash,  pool-hopping  in  the  sum- 
mer, and  racing  on  parkways. 

Affluence  brought  the  mobility  of  the  car. 
As  mentioned  before,  the  family  car  has 
lost  its  prestige,  and  youth  searches  for  a 
sports  car,  an  aggressive  car,  stealing  it  for 
an  evening’s  pleasure  if  necessary.  The 
motorcycle  has  greater  mobility  and  thrill. 
Wheels  mean  something  to  a boy  in  late 
adolescence,  a self-concept  he  may  not 
be  able  to  achieve  through  more  socially 
accepted  channels. 

Criminal  behavior  touches  respectable 
parents  to  the  quick.  Some  children  often 
unconsciously  select  this  kind  of  behavior 
to  harass  their  parents.  The  youth  who 


steals  while  he  has  money  in  his  pockets 
is  a headache  to  merchants  in  suburban 
communities.  When  caught  they  say, 
“Everyone’s  doing  it,  why  pick  on  me?” 
Some  observers  blame  TV  shows  for  the  dis- 
turbing patterns  of  violence  in  the  first 
television-bred  generation.  But  this  is  not 
limited  to  the  affluent  youth. 

The  pointlessness  of  most  early  teen- 
age vandalism  without  pilferage  perplexes 
parents  and  police.  When  the  vandals  are 
asked  what  lies  behind  their  actions,  they 
say  they  “don’t  know.”  A common  an- 
swer is,  “For  kicks,”  or  “To  get  even.” 
But  they  don’t  say  with  whom.  Vandalism 
in  schools  has  reached  such  proportions  that 
wanton  destruction  must  be  provided  for  in 
the  budgets.  The  telephone  company  is 
also  victimized  by  culprits  prying  money 
out  of  coin  boxes. 

Riotous  behavior  of  the  affluent  youth  is 
an  extension  of  rebellion.  In  itself  rebellion 
may  serve  a constructive  purpose,  but  it 
becomes  destructive  when  it  is  expressed  in 
ways  that  are  permanently  self-defeating  to 
the  individual,  such  as  serious  under- 
achievement in  school,  antisocial  behavior 
or  sexual  delinquency  in  girls,  or  when  it 
results  in  property  damage  or  physical  in 
jury  to  others. 

Feelings  of  guilt  or  fear  of  eternal  damna- 
tion simply  do  not  have  inhibiting  and  re- 
stricting effects  on  adolescents  today.  Of 
course  there  are  still  many  young  men  and 
women  for  whom  absolute  morality  has  a 
meaning.  There  is  a great  deal  of  validity 
to  the  contention  of  many  investigators 
that  today’s  youth  are  more  open,  defiant, 
and  daring  in  their  sexual  behavior.  The 
prevailing  college  value  is  not  chastity  but 
fidelity. 

Early  child  care  attitudes  and  permissive- 
ness, concern  about  frustration,  and  en- 
couragement of  immediate  gratification  of 
all  desire  in  our  affluent  families  have  con- 
tributed to  changing  sexual  mores.  In  ad- 
dition, there  is  the  significant  female  rebel- 
lion against  traditional  masculine  sexual 
prerogatives,  not  to  curb  men  but  rather  to 
release  women.  There  are  also  the  exam- 
ples set  by  adults  in  our  affluent  society  in- 
cluding wife  swapping  and  rampant  in- 
fidelity. The  youth’s  affluence  has  con- 
tributed to  the  problem  by  creating  oppor- 
tunities for  sexual  involvement,  making 
contraceptive  pills  available,  the  assurance 
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that  mother  will  pay  for  an  abortion  if 
necessary,  and  the  basic  feeling  that  money 
will  take  care  of  anything  that  may  arise. 
The  affluence  of  our  society  in  turn  has 
made  the  demand  for  babies  for  adoption  so 
great  that  this  solution  for  one’s  mistakes  is 
always  available  to  the  white  youth. 

The  large  numbers  of  reported  illegiti- 
mate births,  the  high  percentage  of  women 
of  all  ages  who  are  pregnant  at  the  time  they 
are  married,  the  statistics  on  abortions,  as 
well  as  the  increase  in  venereal  disease  all 
indicate  the  depth  of  the  problem. 

The  decline  of  the  effectiveness  of  re- 
ligious training  seems  to  be  a part  of  our 
affluent  culture.  Adolescents  today,  more 
than  in  earlier  times,  are  demanding  logical 
reasons  for  ethical  standards.  It  is  not 
enough  to  speak  to  them  in  terms  of  some 
kind  of  moral  law  or  a feeling  of  what  is 
right  or  wrong.  Only  those  youths  who 
realize  that  the  consequences  of  their  be- 
havior are  going  to  be  harmful  to  their  own 
welfare  and  the  welfare  of  those  they  love 
are  willing  to  restrain  themselves  and  exert 
self-control. 

As  for  the  use  of  drugs  by  the  young 
people  today,  there  is  evidence  that  the 
greater  amount  of  cash  in  the  hands  of  teen- 
agers has  made  this  group  attractive  to 
pushers,  although  the  spread  is  through 
social  contagion,  through  “friends”  rather 
than  professional  pushers.  It  is  fallacious 
to  try  to  contend  with  problems  created  by 
the  use  of  marihuana,  barbiturates,  and 
amphetamines  in  the  same  way  as  LSD  or 
heroin  just  because  they  are  all  illegal.  The 
problems  of  psychological  dependency  must 
be  differentiated  from  pharmacologic  addic- 
tion. Much  of  the  thrill  attached  to 
taking  drugs  is  directly  related  to  the  satis- 
faction the  participants  gain  from  realizing 
how  horrified  their  parents  would  be  if  they 
knew  what  was  going  on  as  well  as  creating 
a bond  with  their  peers. 

The  social  and  moral  implications  involv- 
ing the  use  of  drugs  are  important.  Apart 
from  taking  drugs  to  satisfy  the  rebellious 
impulses  is  the  search  for  a change  of  mood 
to  throw  off  the  depression  which  is  so  often 
inherent  in  the  low  self-esteem  in  many 
young  people.  They  have  a need  to  be  con- 
stantly happy:  are  searching  for  “instant 

happiness.”  Many  adolescents  are  in- 
trigued by  death.  In  poetry  and  song  they 
are  often  fascinated  by  tragedy  and  early 


death.  This  may  be  related  to  the  perva- 
sive feeling  of  alienation  of  many  adoles- 
cents from  affluent  families.  The  avail- 
ability of  money,  the  boredom  of  leisure, 
the  inability  to  find  satisfactions  and  iden- 
tity, and  the  permissiveness  which  invades 
our  affluent  society  all  add  to  the  allure  of 
drugs. 

Comment 

As  a result  of  the  philosophy  of  our  socio- 
economically affluent  society  which  has  in- 
corporated the  need  to  fulfill  one’s  every 
desire  immediately,  the  wish  to  avoid  frus- 
tration at  any  cost,  the  urge  to  be  con- 
stantly happy,  and  the  peer  acceptance  of 
evasion  as  a way  of  life,  many  a youth  has 
nm  away  from  the  problems  and  frustra- 
tions of  the  realities  of  living.  When  the 
school  grades  do  not  live  up  to  his  expecta- 
tions or  what  the  youth  considers  the  ex- 
pectations of  his  parents,  he  sees  himself  as 
a failure  and  will  drop  out  of  school.  When 
the  academic  failures  become  associated 
with  social  failures  or  failure  of  a love  affair, 
he  will  run  away  from  college.  When  the 
teen-agers’  marriage  does  not  allow  for  con- 
stantly being  on  the  go  and  perpetual 
ecstasy  he  rushes  to  get  a divorce.  Too 
often,  when  the  youth  finds  himself  over- 
whelmed by  life,  he  turns  to  drugs,  alcohol, 
withdrawal,  or  suicide  as  escape. 

When  youth’s  rebellion  takes  the  form  of 
involvement  and  a sincere  effort  to  effect 
reasonable  changes  in  our  society,  then  it 
can  have  meaning;  but  if  it  merely  defies  the 
patterns  of  our  society  as  a way  of  attract- 
ing attention  or  escaping  boredom,  then  it 
serves  no  social  purpose.  There  can  be 
little  question  that  socioeconomic  affluence 
is  the  cause  of  many  problems  of  youth  in 
one  sector  of  our  population,  but  so  is  our 
political  affluence  with  its  freedom  of  think- 
ing, freedom  of  speech,  and  freedom  of 
action.  However,  no  ones  feels  that  the 
answer  would  be  to  relinquish  any  of  these 
privileges.  What  we  must  do  is  to  utilize 
our  affluence  and  rights  in  a more  construc- 
tive manner.  Adult  society  must  include 
youth  in  a meaningful  way  in  various  local 
committees  and  projects  to  help  decide  the 
many  exciting  and  significant  things  that 
are  going  on  in  our  communities.  Young 
people  should  be  accepted  as  individuals  by 
adults  to  share  their  uncertainties,  their 
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troubles,  and  their  triumphs.  We  must  en- 
courage a continued  dialogue  with  adoles- 
cents and  invite  them  to  join  us  in  finding 
solutions  to  their  own  crises  and  those  of  the 
society  in  which  they  live. 

62  Waller  Avenue 

Disadvantages 
and  Deprivation 

HARVEY  BLUESTONE,  M.D. 

New  York  City 

Director  of  Psychiatry,  New  York  City  Community 
Mental  Health  Board,  Assistant  Professor  of 
Psychiatry,  New  York  School  of  Psychiatry 

F or  the  purpose  of  this  report  I will  de- 
fine a disadvantaged  individual  as  one  who 
is  poor  and  is  a member  of  a minority 
group.  In  this  city  these  disadvantages 
frequently  coexist  in  the  Negro  and  Puerto 
Rican  population.  They  lead  to  concrete 
deprivations  in  housing,  education,  and 
work  opportunity.  Examination  of  in- 
dices of  mental  health  needs  show  a clear 
correlation  of  ethnic  composition  and  family 
income  with  employment  status,  unemploy- 
ment, persons  on  relief,  aid  to  dependent 
children,  poor  housing  conditions,  school 
dropouts,  mental  retardation,  narcotic  ad- 
diction, and  admissions  to  State  mental 
hospitals. 

Gross  deprivations 

Eight  of  the  ten  health  center  districts 
ranking  highest  in  juvenile  delinquency  also 
rank  highest  in  admissions  to  State  mental 
hospitals  (Table  I).1  These  are  all  highly 
impoverished  areas. 

The  unfortunate  situation  of  the  people 
of  central  Harlem  which  ranks  first  in  the 
city  both  in  juvenile  offenses  and  admissions 
to  State  hospitals  is  further  exemplified  in 
Table  II.2 

The  disadvantaged  status  of  the  people  of 
Harlem  extends  even  to  the  infant  mortality 
rate,  double  that  of  greater  New  York.  A 
comparison  of  the  population  of  Manhattan 
and  Queens  further  highlights  the  close  cor- 
relation of  economic  status  and  ethnic 
composition  with  indices  of  social  disad- 


vantage and  mental  disorder  (Table  III).1 

These  relationships  are  even  more  strik- 
ing if  one  looks  at  individual  highly  im- 
poverished areas. 

A report  issued  by  the  Bureau  of  Labor 
Statistics3  notes  that  “High  rates  of  unem- 
ployment in  New  York  City’s  five  boroughs 
are  closely  tied  to  the  levels  of  income  and 
education  and  to  the  population  makeup  in 
local  neighborhoods.”  The  report  offers 
census  figures  of  2,160  local  communities  in 
New  York  City’s  five  boroughs.  These 
figures  show  that  the  neighborhoods  with 
the  highest  unemployment  rates  are  char- 
acterized by  large  proportions  of  nonwhite 
and  Puerto  Rican  residents,  by  relatively 
low  levels  of  educational  attainment  and  in- 
come, and  by  low  percentages  of  teen-agers 
enrolled  in  high  school.  These  groups  are, 
of  course,  the  youngest  in  the  population  of 
the  city.  The  data  also  reveal  that  New 
York  City  is  really  many  cities  within  a 
city,  each  with  its  own  economic  and  social 
profile  and  with  its  own  special  problems. 

While  most  of  the  aforementioned  infor- 
mation is  based  on  1960  data,  nothing 
within  our  experience  indicates  that  any 
substantial  change  has  taken  place.  It  is 
clear  that  disadvantages  and  deprivations 
are  closely  tied  to  poverty  and  the  status 
allocated  to  certain  ethnic  groups.  A few 
shifts  may  have  occurred  in  that  some 
neighborhoods  may  have  joined  the  group 
of  the  grossly  disadvantaged  and  deprived 
while  perhaps  some  have  left  it. 

Effects  on  personality 

In  addition  to  the  gross  deprivations  of 
the  disadvantaged  status,  an  examination 
of  effects  on  personalities  should  be  made. 
It  is  obvious  that  the  private  practitioner  of 
psychiatry  rarely  sees  disadvantaged  per- 
sons in  his  practice  because,  for  one  thing, 
they  cannot  pay  the  fees.  Yet  these  are 
major  target  populations  for  the  commu- 
nity psychiatrist.  In  addition,  however, 
disadvantaged  people  might  well  not  seek 
psychiatric  treatment  even  if  payment  for 
this  treatment  were  made  available.  The 
association  of  seeing  a psychiatrist  with 
“going  crazy”  and  being  locked  up  in  a state 
hospital  is  difficult  to  overcome  in  groups 
with  limited  education  and  sophistication. 
The  verbal  nature  of  many  of  our  treatment 
forms  are  of  limited  usefulness  to  people 
who  do  not  communicate  freely  and  ade- 
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TABLE  I.  Ten  highest-ranking  health  center  districts  in  rates  of  juvenile  offenses  per  1,000  population, 
seven  to  twenty  years  old,  and  admission  rates  to  State  mental  hospital  from  those  districts1 


- — Juvenile  Offenses*—' 

Admissions  to  State  Hospitals  t 

Health  Center  District 

Rank 

Rate 

Rank 

Rate 

Central  Harlem 

1 

108.1 

1 

38.5 

Fort  Greene 

2 

98.8 

5 

26.1 

East  Harlem 

3 

87.8 

7 

24.3 

Bedford 

4 

86.0 

4 

26.9 

Red  Hook-Gowanus 

5 

81.4 

8 

22.2 

Riverside 

6 

70.4 

6 

26.1 

Morrisania 

7 

69.3 

15 

17.2 

Mott  Haven 

8 

66.5 

13 

17.4 

Bushwick 

9 

64.7 

10 

19.7 

Williamsburg-Greenpoint 

10 

62.9 

9 

19.9 

* Calendar  year  1962. 
t Year  ended  March  31,  1961. 


TABLE  II.  Comparative  situation 
of  central  Harlem  per  1,0002 


Index 

Central 

Harlem 

New 

York 

City  Ratio 

Juvenile  delinquency  rate 
Aid-to-dependent  children 
rate  in  population 

102.2 

43.2 

2:4 

under  18 

Youth  venereal  disease 

226.5 

72.0 

3:1 

rate 

110.3 

17.2 

6:4 

Homicide  rate 

Infant  mortality  rate  of 

3.1 

0.5 

6:2 

live  births 

51.8 

25.7 

2:1 

quately  by  words.  The  forthcoming 
greatly  expanded  programs  for  the  “medi- 
cally indigent”  provide  a new  challenge  to 
the  psychiatric  profession  to  meet  the  needs 
of  the  poor,  uneducated,  and  otherwise  dis- 
advantaged segments  of  our  population. 

In  institutional  work  of  any  kind,  the 
picture  is  radically  different.  Almost  the 
entire  caseload  of  the  mental  health  staff  is 
made  up  of  deprived  and  disadvantaged 
persons  because  almost  the  entire  popula- 
tion of  our  institutions  is  so  constituted. 
In  my  considerable  experience  as  a psychia- 
trist in  jails  and  prisons,  I have  never  seen 
anyone  who  was  from  what  one  might  call 
advantaged  status.  In  the  State  mental 
hospitals,  certainly  in  my  experience,  the 
presence  of  a middle  class,  educated  indi- 
vidual is  such  a rarity  that  he  gets  singled 
out  for  special  interest  and  treatment. 

The  city  prisons  which  do  not  house  seri- 
ous offenders  are  substantially  populated  by 
people  who  have  committed  the  following 
“crimes”:  drug  addiction  plus  poverty, 

alcoholism  plus  poverty,  or  prostitution 
plus  poverty. 


TABLE  III.  Indices  of  disadvantage1 


Factors 

Manhattan 

Queens 

Per  cent  of  population 
White 

62.3 

90.5 

Nonwhite 

24.4 

8.5 

Puerto  Rican 

13.3 

1.0 

Median  family  income 

$5,870 

$7,290 

Admissions  to  State 
hospitals  per  1,000 

3.1 

2.1 

Terminations  from 
psychiatric  clinics 
per  1,000 

8.5 

5.3 

Public  assistance  recip- 
ients per  1,000 

71.4 

13.0 

Aid  to  dependent  chil- 
dren under  18  years 
old  per  1,000 

190.2 

29.3 

Juvenile  delinquency 
(7  to  20) 

Offenses  per  1,000 
youths 

72.4 

34.1 

Arrests  per  1,000 
youths 

36.4 

17.7 

In  my  experience,  there  are  no  well-to-do 
drug  addicts,  alcoholic  persons,  or  prosti- 
tutes in  our  prisons.  This  poverty  is  an 
integral  part  of  the  crime  for  which  these 
people  are  being  punished.  Poor  addicts 
and  alcoholics  are  “treated”  in  our  prisons, 
rich  ones  in  our  hospitals.  Poor  prostitutes 
are  “whores”  and  reside  in  jails,  slums,  or 
the  streets.  Well-to-do  prostitutes  are 
“call  girls,”  models,  or  starlets  and  are  our 
neighbors  in  respectability.  In  fact,  one 
might  say  that  our  prisons  and  public 
mental  hospitals  are  institutions  for  the 
poor. 

Adolescent  deprivation 

The  situation  of  the  deprived  adolescent 
is  a particularly  unfortunate  one.  In  the 
New  York  City  prison  system  there  are 
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some  964  adolescents  aged  sixteen  to 
twenty-one  awaiting  trial  and  894  adoles- 
cents serving  sentences.4 

In  the  New  York  State  hospital  system, 
there  are  4,211  individuals  aged  fifteen  to 
twenty-four  in  instititions  for  mental  ill- 
ness.5 In  the  New  York  State  prisons  there 
are  5,839  youths  aged  sixteen  to  twenty.6 

An  example  of  the  disadvantage  of  being 
“disadvantaged”  is  the  stealing  of  a car,  a 
common  adolescent  offense.  This  is  usu- 
ally done  for  the  purpose  of  joy  riding  and  is 
frequently  related  to  showing  off  and  to 
proving  one’s  superiority.  Regardless  of 
the  motivation  of  the  act,  however,  the 
consequences  might  vary  tremendously  de- 
pending on  whether  one  is  “advantaged”  or 
“disadvantaged.”  To  start  with,  a disad- 
vantaged adolescent  might  well  go  to  jail 
while  he  is  awaiting  trial,  while  a more  ad- 
vantaged youth  might  be  placed  on  bail 
since  his  family  would  have  sufficient  re- 
sources for  this  purpose.  The  detrimental 
consequences  of  going  to  jail  rather  than 
being  placed  on  bail  have  been  well-docu- 
mented in  the  publication  Bail  in  the  United 
States:  19641  based  among  other  sources 

on  the  pioneering  work  done  by  the  VERA 
Foundation  in  the  jails  of  this  city.  In 
addition  to  the  inhumanity  of  confining 
people  who  have  not  yet  been  found  guilty 
of  a crime,  this  document  points  out  that 
the  chances  of  being  sentenced  are  much 
greater  when  one  goes  to  court  from  jail 
rather  than  bail  status  and  that  the  sen- 
tences tend  to  be  more  severe.  Despite  the 
reforms  instituted  as  a result  of  this  work 
there  are  still,  as  has  been  pointed  out,  964 
adolescents  in  New  York  City  jails  now 
awaiting  trial.  This  is  clearly  a practice 
detrimental  to  the  poor  adolescent,  which 
adds  to  present  and  probably  future  disad- 
vantages and  disabilities.  Further,  in  case 
the  accused  is  found  guilty,  many  of  the 
factors  which  might  determine  a sentence  of 
probation  weigh  heavily  to  the  advantage  of 
the  “advantaged.”  These  factors  include  a 
responsible  intact  family  and  the  opportu- 
nities for  psychiatric  treatment,  education, 
and  jobs. 

There  are  many  determinants  involved  in 
the  high  incidence  of  mental  and  social  dis- 
turbance in  deprived  adolescents  in  this 
city.  Being  of  a rejected  minority  status  is 
quite  clearly  a major  psychological  disad- 


vantage. In  Youth  in  the  Ghetto,  Clark8  is 
quoted  saying: 

. . .When  one  examines  the  theoretical 
discussions  and  systematic  studies  of  the 
effects  of  rejected  minority  status  upon  the 
personality  development  of  children,  and 
when  one  tries  to  organize  all  of  this  material 
into  a total  pattern,  certain  conclusions  and 
suggestions  clearly  emerge.  Rejected  minor- 
ity status  has  an  unquestioned  detrimental 
effect  upon  the  personality  of  children. 
No  systematic  study  or  theoretical  article 
dealing  with  this  problem  suggests  that  a 
human  being  subjected  to  prejudice,  discrim- 
ination, or  segregation  benefits  thereby. 
There  is  convincing  evidence  that  the  per- 
sonality damage  associated  with  these  social 
pressures  is  found  among  all  children  subject 
to  them,  without  regard  to  racial,  nationality 
or  religious  background.  The  resulting  per- 
sonality distortions  therefore  must  be  under- 
stood as  the  consequences  of  social  pressures 
rather  than  as  reflections  of  any  inherent  group 
characteristics. 

As  minority-group  children  learn  the  in- 
ferior status  to  which  they  are  assigned  and 
observe  that  they  are  usually  segregated 
and  isolated  from  the  more  privileged  members 
of  their  society,  they  react  with  deep  feelings 
of  inferiority  and  with  a sense  of  personal 
humiliation.  Many  of  them  become  confused 
about  their  own  personal  worth.  Like  all 
other  human  beings,  they  require  a sense  of 
personal  dignity  and  social  support  for  posi- 
tive self-esteem.  Almost  nowhere  in  the 
larger  society,  however,  do  they  find  their 
own  dignity  as  human  beings  respected  or 
protected.  Under  these  conditions,  minor- 
ity-group children  develop  conflicts  with 
regard  to  their  feelings  about  themselves  and 
about  the  value  of  the  group  with  which  they 
are  identified.  Understandably  they  begin 
to  question  whether  they  themselves  and 
their  group  are  worthy  of  no  more  respect 
from  the  larger  society  than  they  receive. 
These  conflicts,  confusions,  and  doubts  give 
rise  under  certain  circumstances  to  self- 
hatred  and  rejection  of  their  own  group. 

The  detrimental  influence  of  disruption  in 
Negro  families  is  developed  in  detail  by 
Kardiner  and  Ovesey.9  They  conclude: 

The  causes  of  the  lack  of  social  cohesion 
in  the  lower  classes.  . .depend  essentially  on 
the  lower  affectivity  potential  that  results 
from  the  broken  home,  the  absence  of  de- 
pendable parental  figures,  the  vanishing 
father,  the  working  mother  who  has  no 
time  to  care  for  her  children,  the  loveless 
discipline  to  which  the  children  are  exposed, 
the  inability  to  idealize  parental  figures  who 
frustrate  more  than  they  satisfy  dependency 
cravings,  the  distorted  relations  between  the 
sexes,  the  female-dominance  in  a male- 
oriented  society,  the  disparagement  of  the 
masculine  ideal,  the  universal  mistrust  and 
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essentia]  isolation  of  the  lower-class  Negro. . . . 
All  of  these  factors  have  their  origin  in  the 
lower  economic  opportunities  of  the  Negro. 
Tn  all  the  personality  studies  of  lower-class 
Negroes,  this  vicious  circle  begins  in  the 
inability  of  the  father  to  be  a dependable 
provider.  If  the  couple  starting  on  a 
marriage  come  from  broken  homes,  each 
already  has  a preconception  of  what  to  ex- 
pect from  his  or  her  mate,  based  on  parental 
example.  They  explode  at  the  first  frustra- 
tion. Women  who  have  better  earning  power 
leave  or  permit  themselves  to  be  deserted 
by  their  husbands.  The  children  are  placed 
with  foster  parents  who  treat  them  badly, 
and  so  on.  In  other  words,  in  the  lower 
classes,  the  psychological  opportunity  for 
creating  strong  affective  ties  within  the  family 
is  lacking.  In  consequence,  when  they  are 
thrust  into  prematurely  independent  posi- 
tions to  shift  for  themselves,  they  already 
have  a distrust  of  all  human  relations  and 
do  not  join  into  them  readily.  They  have 
too  much  suspicion  and  a long  unconscious 
backlog  of  suppressed  hatred.  It  is  on  top 
of  all  this  that  the  frustrations  imposed  by 
discrimination  are  piled  up.  It  is  no  wonder 
that  the  capacity  for  affectivity  of  the  lower- 
class  Negro  in  this  group  tends  to  be  perma- 
nently shattered.  We  found  a seemingly  better 
affectivity  potential  in  the  middle  and  upper 
classes,  where  the  conditions  of  living  more 
closely  resembled  the  whites,  and  hence, 
better  and  more  persistent  types  of  related- 
ness. . . 

The  causes  of  lack  of  cohesion  lie,  there- 
fore, in  the  kind  of  personality  that  is  bred 
in  lower-class  families — and  this  in  turn  is 
traceable  to  the  inability  of  these  families 
to  maintain  the  material  and  emotional 
conditions  that  conduce  to  strong,  affec- 
tionate intrafamilial  relationships  to  start 
with,  and  later  to  others  outside  the  family. 

Disturbances  of  identification  in  late 
childhood  in  disadvantaged  youth  (class  V 
in  their  well-known  scheme)  is  highlighted 
by  Hollingshead  and  Redlich10: 

. . .Possibly  the  large  number  of  antisocial 
reactions  of  class  V boys  and  girls  who 
aggressively  “act  out”  may  be  related  to 
disturbances  in  identification  in  [the  late 
childhood]  phase  of  the  developmental  cycle. 
It  is  also  possible  that  more  intensive  sex- 
ualization  plays  a role  in  the  class  V child’s 
inhibition  to  learn  in  school.  However,  the 
lack  of  proper  identification  with  “good” 
social  models  is  probably  a more  pertinent 
explanation.  Differentiation  of  elementary 
sexual,  aggressive,  and  dependency  drives 
have  become  marked  along  class  lines.  We 
see  this  most  clearly  in  the  aggressive  be- 
havior of  children  in  different  classes.  For- 
mal schooling  divides  children  among  class 
lines.  This  differentiation  begins  at  a time 
when,  according  to  psychoanalytic  theory, 
the  foundations  of  personality  are  established. 


This  is  the  time  when  the  neighborhood  and 
the  school  determine  whether  “good”  man- 
ners, that  is,  manners  of  classes  I,  II,  and  III, 
will  replace  “crudeness”  and  violence  or 
whether  official  restraints  imposed  by  teachers 
and  juvenile  authorities  check  uninhibited 
gratification.  “Nice”  children  of  the  upper 
and  middle  classes  become  differentiated  from 
the  “bad”  children  of  the  lower  classes. 
Faulty  identity  formation  or  malignant 
identity  diffusion  may  impel  “bad”  children 
unconsciously  into  juvenile  delinquency,  and 
in  a later  phase  into  the  gangland  of  the 
underworld.  It  is  not  coincidence  that  the 
public  psychiatric  clinic  for  children  in  this 
community  [New  Haven]  is  filled,  in  large 
part,  with  class  V boys  and  girls  sent 
there  by  the  juvenile  court  or  school  author- 
ities. These  children  come  mainly  from  a 
domiciliary  institution  caring  for  children 
from  disorganized  homes.  Furthermore,  it 
is  not  a matter  of  chance  that  the  state 
reformatory  and  other  prisons  are  filled  by 
a disproportionately  large  percentage  of 
young  adults,  males  and  females,  from  classes 
IV  and  V.  In  fact,  some  95  to  98  per  cent  of 
the  inmates  in  the  state  prison  are  from 
classes  IV  and  V. 

Cloward  and  Ohlin11  make  a persuasive 
case  for  lack  of  opportunity  determining  de- 
linquent behavior  in  disadvantaged  and  de- 
prived adolescents.  They  state: 

A common  source  of  alienation  from  the 
dominant  norms  of  a social  group  is  failure, 
or  the  anticipation  of  failure,  in  achieving 
success-goals  by  socially  approved  means. 

When  a social  system  generates  severe 
problems  of  adjustment  for  occupants  of  a 
particular  social  status,  it  is  possible  that  a 
collective  challenge  to  the  legitimacy  of  the 
established  rules  of  conduct  will  emerge.  . . . 
This  is  especially  likely  to  occur  where  a 
democratic  ideology  exists,  espousing  equality 
of  opportunity  and  universally  high  aspira- 
tions for  success.  Since  discrepancies  be- 
tween aspiration  and  opportunity  are  likely 
to  be  experienced  more  intensely  at  some 
social  positions  than  at  others,  persons  in 
status  locations  where  the  discrepancy  is 
most  acute  may  develop  a common  per- 
ception and  sense  of  indignation  about  their 
disadvantages  as  contrasted  with  the  ad- 
vantages of  others.  Interaction  among  those 
sharing  the  same  problem  may  provide 
encouragement  for  the  withdrawal  of  senti- 
ments in  support  of  the  established  system 
of  norms.  Once  freed  of  allegiance  to  the 
existing  set  of  rules,  such  persons  may  devise 
or  adopt  delinquent  means  of  achieving 
success. 

The  foregoing  observations  highlight  the 
fact  that  minority  status,  family  disruption, 
identification  disturbances,  and  lack  of  op- 
portunity are  major  determinants  in  the 
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psychological,  social,  and  behavioral  char- 
acteristics of  the  disadvantaged  and  de- 
prived adolescent. 

Recommendations 

Recommendations  for  the  improvement 
of  the  conditions  described  encompass  a 
catalogue  of  political,  economic,  social,  edu- 
cational, judicial,  medical,  and  mental 
health  measures.  These  include  the  great 
society  programs  on  a scale  sufficient  to 
meet  the  enormous  needs  of  urban  disad- 
vantaged persons.  Required  are  anti- 
poverty measures,  job  training,  and  equal 
housing,  educational,  and  employment  op- 
portunities. Good  general  medical  care 
and  help  in  family  planning  and  manage- 
ment are  essential.  Equal  justice  for  all, 
including  reform  of  bail  procedures,  are 
needed. 

In  the  area  of  specific  mental  health 
measures,  direct  mental  health  services 
must  be  provided  equally  for  all  who  need 
them  regardless  of  the  individual’s  re- 
sources. The  Federal  Community  Mental 
Health  Center’s  Act  and  Regulations 12  spec- 
ify that  comprehensive  mental  health  pro- 
grams be  provided  regardless  of  financial 
ability. 

This  Federal  legislation  has  given  great 
impetus  to  the  planning  and  development  of 
locally  based  comprehensive  mental  health 
care.  The  Federal  regulations  specify  that 
populations  served  by  such  centers  be  be- 
tween 75,000  and  200,000  people.  Some  50 
centers  will  be  required  to  serve  the  popula- 
tion of  this  city.  City,  State,  Federal,  and 
voluntary  efforts  are  being  coordinated  by 
the  Community  Mental  Health  Board  to 
provide  this  network  of  centers  in  accord- 
ance with  local  needs.  These  will  include: 
(1)  inpatient  services;  (2)  outpatient  serv- 
ices; (3)  partial  hospitalization  such  as  day 
care,  night  care,  and  weekend  care;  (4) 
emergency  services  with  twenty-four-hour 
coverage;  (5)  consultation  and  education 
services  available  to  community  agencies 
and  professional  personnel;  (6)  diagnostic 
services;  (7)  rehabilitative  services,  includ- 
ing vocational  and  educational  programs; 
(8)  precare  and  aftercare  in  the  community, 
including  foster  home  placement,  home 
visiting,  and  half-way  houses;  (9)  training; 
and  (10)  research  and  evaluation. 

Care  for  the  adolescent  will  be  an  integral 


part  of  these  services.  Continuity,  com- 
prehensiveness, and  local  availability  will 
be  of  particular  value  to  disadvantaged  and 
deprived  persons.  Neighborhood  facilities 
which  provide  immediate  services  to  meet 
adolescent  crises;  easy  accessibility  of 
short-term  hospitalization  when  required; 
and  close  association  of  vocational,  reha- 
bilitative, and  educational  agencies  are  ex- 
pected to  be  of  effective  help  to  the  adoles- 
cent who  especially  requires  a full  range  of 
easily  available  community  services. 

Delivering  mental  health  services  on  a 
local  basis  will  offer  the  individuals  residing 
in  the  area  opportunity  for  active  participa- 
tion in  program  development.  We  must 
avail  ourselves  of  all  possible  knowledge  of 
disadvantaged  and  deprived  persons  so  that 
we  may  develop  appropriate  new  technics 
for  the  care  of  this  large  segment  of  our 
population.  We  must  widely  disseminate 
and  apply  all  knowledge  we  have  of  preven- 
tion, care,  and  rehabilitation.  And  we 
must  train  mental  health  specialists  and 
nonprofessional  workers  to  deal  with  this 
population  adequately. 

Many  of  the  required  measures  in  all  the 
fields  mentioned  have  been  started;  much 
remains  to  be  done. 
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Discussions 

Philip  Brogadir,  Ph.D.,*  Buffalo,  New 
York.  As  I read  through  the  reports  which 

* Chief  Psychologist,  Buffalo  General  Hospital. 
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have  been  presented  by  our  panel  I was  re- 
minded of  a recent  conference  we  held  in 
Buffalo  concerning  community  mental 
health  centers  generally  and,  specifically, 
the  one  which  we  are  now  in  the  process  of 
establishing  in  our  community.  One  pri- 
mary question,  among  many  others, 
emerged:  Should  we  spend  most  of  our  en- 

ergies on  treating  the  symptoms  of  people 
who  have  supposedly  gone  astray  from  the 
established  societal  paths  which  lead  to  the 
good  life,  or  do  we  rather  do  a soul-searching 
re-evaluation  of  this  “good  life”  to  under- 
stand why  few  people  ever  do  really  “make 
the  scene,”  as  some  adolescents  would 
phrase  it.  Another  way  of  putting  the 
question,  and  this  is,  I feel,  the  question  all 
of  us  here  must  face,  is  “Do  we  remain  care- 
takers of  the  establishment  regardless  of  its 
value?”  I think  that  every  member  of  our 
panel  has  ably  presented  an  explanation  of 
symptomatology,  of  the  fact  that  many 
adolescents  are  in  trouble,  are  unhappy,  do 
exhibit  different  surface  behavior  from 
adults  in  a manner  which  shakes  us  up. 
They  have  also  suggested  modes  of  treating 
this  symptomatology.  But  I also  feel  that 
some  of  the  panel  have  touched  not  at  all, 
some  not  sufficiently,  on  the  core  issues  be- 
neath the  so-called  adolescent  problem:  the 
unhappiness  and  discomfort  and  neuroses 
that  afflict  us  all  to  some  extent.  We  can 
go  about  treating  symptoms,  but  the  under- 
lying difficulties  will  remain. 

Dr.  Blaine  seems  to  me  to  commit  a two- 
fold error  in  his  thinking;  first,  in  assuming 
that  the  basic  values  and  desires  and  needs 
of  the  present  adolescent  generation  are 
different  from  those  of  adults,  and  second, 
that  the  current  cultural  values  and  stand- 
ards of  behavior  of  adult  society  are  such 
that  they  do  afford  relative  happiness  if 
followed.  He  seems  to  be  advocating  a 
stricter  regimen  for  adolescents  to  help  them 
either  to  stay  within  or  return  to  the  fold,  to 
a life  which  would  be  a good  one.  Dr. 
Pacella  correctly  emphasizes  his  belief  that 
adolescents  do  not  have  different  basic 
values  from  adults.  He  points  out  that 
each  child  forms  his  value  system  in  the  only 
way  he  can,  by  an  internalization  of  the 
values  of  the  parents  and  of  society  as  repre- 
sented through  the  parents.  But  he  then 
proposes,  as  does  Dr.  Blaine,  that  our 
course  of  action  should  be  to  help  our 
youngsters  maintain  or  return  to  the 


Judaeo-Christian  value  system.  He  is  im- 
plying that  we  can  fulfill  the  promise  which 
he  advocates  we  should  make  to  our  chil- 
dren, “Be  the  way  I am,  do  the  way  I do, 
and  life  will  be  good.” 

I like  the  way  Dr.  Schonfeld  squarely 
faces  the  issue  of  just  how  we  adults  with 
our  own  distorted  value  system  contribute 
to  the  problems  of  children;  he  seems  to 
recognize  fully  that  adolescents  are  part  and 
parcel  of  our  society,  not  a segment  gone 
astray.  His  description  of  the  pitfalls  of 
affluence  contains  many  excellent  points 
with  which  I think  we  would  all  agree.  But 
I feel  that  he  too  readily  finds  an  explana- 
tion of  our  basic  problems  in  the  rising 
socioeconomic  structure,  glossing  over  the 
hard  facts  that  some  children  of  all  classes 
are  disturbed  and  that  many  wealthy  ado- 
lescents are  fine,  adjusted  people  or,  I 
should  say,  no  more  disturbed  than  the  rest 
of  us.  As  I am  sure  he  knows,  concentrat- 
ing too  much  on  the  negative  aspects  of 
affluence  is  like  accepting  a statement  that 
holds  that  all  our  troubles  started  because 
the  rigid  structure  of  the  society  of  Middle- 
Ages  Europe  was  disrupted.  To  me  this  is 
a description  rather  than  an  explanation. 
After  reading  Dr.  Schonfeld’s  comments  I 
wished  that  he  had  spent  less  time  in  de- 
scribing the  negative  behavior  of  today’s 
adolescents,  as  if  angry  with  them,  and  ad- 
dressed himself  to  the  meaning  and  reasons 
behind  the  distorted  values  of  our  culture, 
adult  and  adolescent.  Being  annoyed  with 
ourselves  is  understandable,  but  I think  it  is 
as  purposeless  to  concentrate  on  the  nasti- 
ness of  some  adolescents  as  it  is  to  keep 
emphasizing  that  slum  Negroes  are  dirty. 
Not  all  adolescents  are  nasty,  and  not  all 
slum  Negroes  are  dirty,  and,  at  any  rate, 
we  must  understand  what’s  behind  the  be- 
havior. We’re  all  in  the  same  boat  in  the 
larger  sense,  all  troubled  and  discontented, 
although  we  may  display  the  emotions 
differently. 

Evaluation 

The  prerogative,  indeed  the  task  of  the 
discussant  is  to  criticize.  I admit  that  it  is 
a nice  place  to  be,  a position  in  which  I can 
display  some  sublimated  or  partially  sub- 
limated aggression.  But,  since  I imagine 
that  some  pointed  remarks  will  be  coming 
back  the  other  way,  I might  as  well  also 
assume  the  prerogative  of  developing  some 
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of  the  thoughts  to  which  I,  thus  far,  have 
alluded.  These  remarks  will  be  centered 
around  two  points;  first,  that  adolescents 
are  motivated  by  and  react  to  much  the 
same  values,  expectations,  and  conflicts  as 
do  adults,  and,  second,  that  these  expecta- 
tions are  so  impossible,  these  values  so  con- 
tradictory, these  conflicts  so  hidden,  that 
unhappiness  and  disturbance  must,  of 
necessity,  be  the  result. 

Our  culture  seems  to  be  dedicated  too,  to 
function  around,  to  earnestly  believe  in  two 
guiding  principals  which  have  just  about 
been  deified.  These  are  acquisition  and 
omnipotence.  Psychoanalytically,  we  may 
say  that  we  are  like  hungry,  needful  chil- 
dren who  feel  that  we  can  somehow  reach  the 
point  where  we  can  have  all  we  want  and 
whatever  we  want.  Existentially,  we  may 
describe  it  as  never  accepting  the  fact  that 
we  must  die  and  that  we  have  only  what  we 
have,  right  here  and  right  now.  It  is  not 
only  that  we  want,  we  want  supremely  and 
absolutely.  There  is  always  something  out 
there  to  reach  for  with  the  promise  that  this 
time  it  will  be  what  we  really  wanted. 
We’re  all  familiar  with  the  quest  for  mate- 
rial goods  in  the  adult  society;  the  larger 
house,  the  second  car,  the  vacation  A-frame, 
the  boat.  We  also  hunger  for  the  genuine 
happiness,  the  really  close  friendship,  the 
true  love,  the  bigger  and  better  orgasm. 
And  we  honestly  believe  that  we  can  reach 
our  form  of  nirvana,  that  we  can  live  for- 
ever, avoid  anxiety,  and  be  truly  like  a god. 
We  have  to  believe  it  because  it’s  ingrained 
and  stamped  in,  a part  and  parcel  of  our 
heritage,  our  culture,  our  environment.  To 
suggest  otherwise  is  heretical  and  what’s 
more  important,  sick.  It’s  unmanly  for 
men  and  weak  for  women.  It’s  inadequacy 
and  cowardice.  It’s  obviously  an  issue 
which  is  so  threatening  that  we  can’t  even 
think  about  it,  evaluate  it,  reason  about  it. 
We  believe  it  and  make  ourselves  miserable 
in  the  impossible  quest  for  fulfillment. 

Suggestions 

If  we  faced  up  to  what  we  are  and  what 
we  desire,  we  might  just  have  a chance. 
Trouble,  is,  we’re  in  the  bind  of  contradic- 
tory demands.  Get  yours  but  don’t  cheat, 
experience  joy  but  always  use  decorum, 
achieve  orgasm  but  always  be  a lady,  love 
people  but  never  more  than  your  wife. 


What  we  observe  in  our  adolescents  is  an 
interaction  effect  of  two  variables;  the  kids 
are  aping  us  and  yet  are  still  free  enough  of 
the  establishment  to  throw  our  failures  in 
our  faces  and  try  it  their  way.  Which 
makes  more  sense:  the  adolescent  trying 

to  feel  more,  to  experience,  to  find  the  un- 
findable  by  way  of  the  LSD  trip,  or  the  adult 
following  the  ad  man’s  promise  that  “some- 
thing wonderful  happens”  if  you  buy  his 
car?  The  advertisers  know  where  to  hit  us. 
I think  the  adolescent  is  trying  for  the  same 
thing  as  the  adult,  and  I think  his  way  is  at 
the  same  time  more  bold  and  more  sensitive 
than  ours,  although  he  won’t  be  any  more 
successful,  not  for  any  longer  periods  than  we 
are  on  our  triple  martinis.  He  still  won’t 
be  able  to  enjoy  the  stars  on  a clear  night 
nor  the  colors  of  the  sunset;  much  too  trite. 
One  thing,  the  adolescent  and  the  deprived 
Negro  and  like  groups  are  more  honest  than 
we  are.  They  admit  that  they  want  in. 
What  we  can’t  stand  is  that  they  constantly 
throw  our  inadequacies  at  us.  The  adoles- 
cent is  telling  us,  often  without  his  con- 
sciously realizing  it,  that  the  promise  we 
made  to  him,  of  really  making  it  and  of 
beating  the  game  by  emulating  us  is  a false- 
hood. He’s  also  letting  us  know  that  we’ve 
been  talking  out  of  two  sides  of  our  mouths 
with  our  contradictory  values  and  morals, 
contradictions  inherent  in  our  marriages, 
families,  society,  and  Judaeo-Christian  es- 
sence. But  he’s  trapped  too,  and  will  con- 
tinue for  a short  time  in  his  own  way  to  try 
to  achieve  our  common,  impossible  goal. 
Chances  are  that,  as  Dr.  Blaine  pointed  out, 
before  too  long,  he’ll  be  right  in  step,  using 
identical  technics  of  the  adult  world,  buying 
the  same  car,  and  longing  for  the  same  sail- 
boat and  the  same  woman  with  her  promise 
of  real  love.  We  don’t  have  to  fear,  at  any 
rate,  that  our  way  of  life  will  not  be  per- 
petuated. 

I’d  like  to  relate  to  you  an  experience  I 
just  had  which  so  well  exemplifies  these 
points.  Yesterday,  just  prior  to  leaving  for 
the  airport,  I saw  and  heard  a car  screeching 
around  a corner  near  my  home.  This  is  a 
dangerous  practice;  there  are  no  sidewalks 
in  the  area  and  children  often  play  in  the 
streets.  I felt  a flash  of  anger  and  then 
noticed  that  the  laughing  driver  was  a 
youngster  in  his  late  teens.  Very  quickly  I 
made  the  visceral  and  mental  connections 
and  experienced  a nicely  prejudiced  reac- 
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tion;  reckless  kids  showing  off  don’t  give  a 
damn  for  anyone  else,  or  something  like 
that.  Later  on,  however,  in  a calmer 
moment  I was  able  to  reflect  on  another  TV 
commercial  and  ask  myself  just  who  is 
guilty  of  what.  The  commercial  shows  a 
phallic  type  in  cowboy  dress  (part  of  our 
adolescent  hangover)  wielding  a bull  whip. 
He  whips  the  covering  tarpaulin  off  a new 
automobile,  exposing  it  in  all  its  shining, 
400-hundred-horsepower  glory.  He  enters 
and  tears  off,  tires  screeching,  dust  flying,  to 
appropriate  accompanying  music  and 
cheers  of  encouragement  from  the  an- 
nouncer. I won’t  speculate  too  much 
about  the  appeal  of  this  particular  ad  to 
homosexual,  sadistic,  voyeuristic,  narcissis- 
tic needs  and  the  like.  Suffice  it  to  say 
that  the  man  in  the  ad  was  not  a teen-ager, 
they  seldom  are.  He  was  an  adult,  of  the 
same  generation  as  ours,  and  it  was  to  this 
generation  that  the  ad  people  were  appeal- 
ing. Do  you  feel  age  creeping  in,  power 
diminishing,  are  women  less  attracted  to 
you,  pay  less  attention  to  you?  Get  our 
car  and  drive  it  like  a reckless  adolescent 
and  you’ll  be  able  to  kid  yourself  into  think- 
ing you  are  one.  Getting  back  to  my 
young  neighbor,  was  he  not  behaving 
pretty  much  the  way  we  direct  him,  and  is  it 
not  that  we  get  so  angry  at  him  because  he 
can  still  act  the  way  we’d  like,  but  don’t 
dare?  You  see,  I think  that  most  of  us  do 
not  drive  our  cars  the  way  that  cowboy 
does,  but  I also  think  that  we’d  sometimes, 
in  the  impossible  attempt  to  hold  what  we 
never  had  in  the  first  place,  very  much  like 
to. 

Comment 

Briefly,  what  to  do?  I’ll  try,  in  a few 
sentences  to  act  like  the  omniscient  god  my- 
self. I think  that  we,  first  of  all,  must  face  up 
to  the  inherent  contradiction  in  our  Judaeo- 
Christian  way  of  life  as  practiced  in  present 
society.  We  may  still  have  to  double-talk 
to  our  kids,  but  let’s  at  least  know  we’re 
doing  it.  We  can  admit  to  our  children 
that  we’re  contradictory,  that  we  don’t 
know  all  the  answers,  that  we  haven’t  made 
it.  Second,  and  this  is  extremely  difficult, 
let’s  evaluate  the  very  values  we’ve  as- 
sumed without  question,  evaluate  our  own 
essence.  Let’s  run  the  risk  of  being  the 
deviant,  the  coward,  the  inadequate  ones, 
and  ask  ourselves  what  it’s  all  about. 


Maybe  we’ll  find  that  the  derogatory  names 
do  not  apply  or  even  that  it’s  all  right  some- 
times to  be  inadequate.  Helping  ourselves 
in  this  manner  will  be  helping  our  children. 
At  least  we’ll  be  able  to  feel,  a little  more, 
that  we’re  all  members  of  the  same  human 
species  who  need  and  feel  and  hurt  alike, 
and  maybe  can  even  talk  about  it  together. 

Frank  J.  Curran,  M.D.,  * New  York  City. 
I would  like  to  extend  my  appreciation  to 
the  five  panel  members  for  the  material 
which  they  presented  in  such  a clear,  pre- 
cise, and  instructive  fashion. 

Dr.  Hornick  stated  that  he  couldn’t  re- 
member a single  instance  indicating  a rela- 
tionship between  the  onset  of  the  menarche 
and  neurotic  symptoms.  As  I listened  to 
him  talk  I began  to  do  some  free  associating, 
and  I remembered  quite  distinctly  the  case 
of  a young  adolescent  girl  who  was  sent  to 
Bellevue  Hospital  for  mental  observation 
because  of  a severe  phobic  reaction.  She 
had  refused  for  a long  time  to  ride  on  sub- 
ways or  crowded  buses  and  finally  refused 
to  leave  her  home,  even  to  attend  school. 
In  the  course  of  my  studies  of  this  girl  I 
learned  that  her  symptoms  began  shortly 
after  her  first  menstrual  period.  She  was 
unprepared  for  this  phenomenon  and  re- 
ported to  her  mother  that  she  was  afraid  she 
was  bleeding  to  death.  The  mother  reacted 
by  slapping  her  across  the  face  and  saying 
to  her,  “Never  let  a boy  or  a man  touch 
you.”  The  girl,  reared  under  strict  disci- 
pline in  an  orthodox  family,  tried  to  follow 
out  blindly  her  mother’s  order.  She  began 
to  avoid  crowded  places  for  fear  that  a boy 
or  a man  might  accidentally  bump  into  her. 
Her  symptoms  finally  led  to  her  refusal  to 
leave  the  home  and  her  hospitalization.  I 
do  not  wish  to  imply  that  the  mother’s 
statement  to  a normal  girl  would  have 
caused  such  a severe  reaction.  Obviously 
the  girl  had  other  problems  prior  to  her 
menses,  but  the  onset  of  her  menstrual 
period  precipitated  her  neurotic  pattern  and 
the  symptoms  described. 

We  know  from  a statistical  viewpoint 
that  we  have  more  people  in  the  adolescent 
age  range  today  than  we  have  ever  had 
previously.  It  is  to  be  expected,  there- 
fore, with  the  increase  in  the  number  of 
adolescents  there  will  be  an  increase  in  the 
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number  of  adolescent  problems.  However, 
emotional  crises  in  adolescents  have  been 
with  us  for  many  generations. 

Comment 

In  my  work  on  the  male  adolescent  ward  of 
Bellevue  Psychiatric  Hospital  between  1937 
and  1946,  followed  later  by  my  work  as  the 
director  of  a child  guidance  clinic  in  Char- 
lottesville, Virginia,  and  still  later  as  a pri- 
vate practitioner  of  child  psychiatry  in  New 
York  City  since  1959,  I have  the  impression 
that  the  basic  problems  are  the  same  but 
that  the  manifestations  of  these  problems 
vary  from  time  to  time.  In  the  1930’s  some 
teen-agers  were  brought  to  Bellevue  be- 
cause of  the  use  of  marihuana.  Today 
they  are  referred  for  using  “pep”  pills  or 
L.S.D.  Rebellion  against  authorities  with 
aggression  and  hostility  was  as  outstanding 
thirty  years  ago  as  it  is  today.  For  exam- 
ple, in  the  first  six  months  of  the  existence  of 
the  male  adolescent  ward  at  Bellevue  in  1937 
4 boys  under  the  age  of  sixteen  were  sent  in 
for  observation  after  they  had  murdered 
other  people.  Then,  as  now,  fewer  girls 
than  boys  were  labeled  as  delinquent,  and 
the  chief  reason  that  adolescent  girls  were 
taken  to  the  courts  and  sent  for  psychiatric 
observation  was  because  of  their  sexual 
activities.  The  parents  feared  venereal  dis- 
ease or  pregnancies.  Today,  in  contrast, 
more  parents  urge  their  family  doctor  or 
pediatrician  to  give  their  daughters  “the 
piU.” 

Dr.  Blaine  quoted  the  Kinsey  report  with 
reference  to  the  finding  that  40  per  cent  of 
males  had  homosexual  experiences.  My 
reaction  to  this  is  to  remind  you  that  much 
of  the  work  of  Dr.  Kinsey  and  his  asso- 
ciates was  based  on  interviews  with  adults 
who  were  asked  to  report  about  their  child- 
hood and  adolescent  sexual  experiences. 
Dr.  Kinsey  and  his  group  spent  a consider- 
able time  at  BeUevue  Psychiatric  Hospital. 
It  was  my  recofiection  that  he  interviewed 
staff  members  more  than  he  interviewed 
patients.  The  staff  members  came  from  a 
different  socioeconomic  level  from  the 
majority  of  Bellevue  patients.  My  own 
work  with  the  adolescents  at  Bellevue  indi- 
cated that  the  majority  of  teen-age  boys  of 
the  lower  socioeconomic  level  began  their 
heterosexual  activities  prepuberty  and 
early  adolescence,  and  they  rarely  engaged 
in  homosexual  practices.  In  contrast,  the 


boys  from  the  middle  and  upper  economic 
echelon  had  their  sexual  outlet  in  masturba- 
tion or  in  homosexual  participation. 

Again,  let  me  congratulate  the  speakers, 
and  offer  also  my  congratulations  to  the 
program  committee  for  bringing  this  vital 
topic  to  our  attention. 

James  P.  Catell,  M.D.,*  New  York  City. 
These  remarks  are  focused  on  the  reports 
of  Dr.  Pacella  and  Dr.  Schonfeld,  the  ones 
that  were  sent  to  me  for  study  before  the 
congress  convened.  Each  of  these  men  has 
provided  a definitive  statement  on  his  re- 
spective topic:  “Morals,  Ethics,  and  Reli- 

gion” and  “Socioeconomic  Affluence.” 
One  cannot  dispute  the  basic  theses  of  either 
of  these  men.  However,  there  are  one  or 
two  questions  to  be  raised  and  points  to  be 
made. 

Dr.  Pacella  concludes  on  a relatively  op- 
timistic theme:  The  values  and  the  ethics  of 
the  adolescent  remain  essentially  unchanged 
from  those  of  his  parents.  Dr.  Schonfeld 
concludes  that  the  parental  generation  is 
obligated  to  encourage  a continued  dialogue 
with  adolescents  and  invite  them  to  join  us 
in  finding  solutions  to  their  own  crises  and 
to  those  of  the  society  in  which  we  live. 

Posing  as  devil’s  advocate,  as  well  as 
functioning  as  a kind  of  angel’s  advocate,  I 
would  like  to  comment  on  another  dimen- 
sion of  data  in  the  area  of  adolescent  be- 
havior and  to  raise  some  questions. 

Affluent  effect 

A1  Capp,  the  sardonic,  latter-day  philos- 
opher and  long-time  author  of  the  comic 
strip,  “Li’l  Abner,”  gave  a commencement 
address  last  May.  Referring  to  the  affluent 
society,  he  noted  that  he  was  not  ac- 
quainted with  a single  family  that  was  not 
having  trouble  just  getting  by — and  what 
kind  of  affluence  is  that?  I mention  this  to 
note  that  the  cult  of  affluence  has  pervaded 
the  relatively  disadvantaged  urbanites  as 
well  as  the  suburbanites,  Recently,  a 
bright  and  attractive  Negro  adolescent  was 
brought  to  the  emergency  room  of  an  upper 
west-side  Manhattan  hospital  for  smashing 
the  furniture  of  his  apartment.  He  is 
fatherless  and  his  mother  works  at  New 
York  University.  The  issue  was  his 
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mother’s  refusal  to  buy  him  $25  shoes  and 
$20  shirts  that  would  keep  him  “in”  with 
his  group  at  the  George  Washington  High 
School.  He  notes  that  girls  come  to  school 
functions  wearing  mink  jackets  and  boys 
drive  fancy  convertibles.  Our  presenters 
have  emphasized  the  “logic”  that  our 
adolescents  insist  on.  This  boy  had  a 
logical  argument  that  was  completely 
divorced  from  reality. 

There  is  a climate  of  permissiveness  and 
“instant  ecstasy”  that  somehow  has  been 
taken  over  by  lower-income  parents  and  by 
those  on  welfare.  Somehow  these  people 
provide  an  unending  supply  of  candy  and 
sweets  to  their  children  and  wonder  why 
they  have  feeding  problems.  These  par- 
ents fail  to  take  a stand  about  school  at- 
tendance, and  we  see  children  who  are  said 
to  have  school  phobias. 

Much  of  what  Dr.  Schonfeld  has  de- 
scribed is  a domestic  chaos,  a lack  of  pa- 
rental leadership  and  family  relatedness. 
This  kind  of  climate  is  not  restricted  to  the 
suburbs  but  seems  to  have  infected  rela- 
tively disadvantaged  areas  in  the  city. 

Family  structure 

Half  of  the  population  of  the  United 
States  is  under  twenty-five  years  of  age. 
Most  of  these  people  were  born  and  reared 
during  periods  of  national  emergency: 
World  War  II,  the  Korean  war,  and  the 
atomic  age.  Many  had  years  of  broken 
homes  in  the  sense  of  having  had  fathers  at 
war,  mothers  working,  and  all  were  sub- 
jected to  the  parental  reaction  to  the  vast 
technological  advances  of  recent  decades. 
The  family  hearth  and  the  kitchen  stove 
have  been  replaced  by  television.  The 
uniting  warmth  of  the  fire  has  been  replaced 
by  the  isolating  influence  of  the  cold  “tube.” 
Mobility  has  increased  tremendously.  The 
adult  can  usually  absorb  the  concept  of 
“home  is  where  your  hat  is.”  Infants  and 
children  have  difficulty  in  comprehending 
that  “home  is  where  your  diaper  is.”  This 
leads  me  to  wonder  about  Dr.  Pacella’s  faith 
in  the  programmed  conscience  that  he  postu- 
lates for  youth:  the  idolized  parent.  The 
dynamics  of  family  structure  today  are  very 
different  from  those  of  the  first  decade  of 
this  century  and  radically  different  from 
those  of  the  second  and  third  decades. 
Most  of  today’s  teen-agers’  parents  lived 


through  the  depression  during  the  thirties 
and  had  spent  their  earlier  years  reacting  to 
their  parents’  perceptions  of  World  War  I 
and  the  economic  and  social  developments 
of  the  twenties.  During  the  great  depres- 
sion, a young  man  confronted  Dr.  Harry 
Emerson  Fosdick  of  Riverside  Church  with 
the  query:  “Can  a young  man  lead  a good 

Christian  life  on  $16  a week?”  Dr.  Fos- 
dick replied:  “That’s  about  all  you  can 

live.” 

My  point  is  that  the  issue  is  not  affluence 
but  the  philosophy  of  affluence.  During 
the  thirties,  no  parent  could  underwrite  his 
teen-agers’  nonproductive  living,  and  few 
could  support  a child  in  college.  However, 
many  went  to  college  and  worked  to  sup- 
port themselves.  Undoubtedly,  some  of 
the  parental  permissiveness  is  related  to 
granting  children  a quantity  and  quality  of 
economic  and  social  freedom  that  the  parent 
was  never  able  to  realize. 

One  sees  a certain  pattern  again  and 
again:  People  behave  as  one  expects  or 

anticipates  that  they  will  behave.  This 
reaction  can  be  seen  in  any  office  situation 
between  superior  and  employe.  It  is  much 
more  evident  in  the  relationships  between 
parents  ar‘vl  children  and  adolescents,  the 
younger  people  being  more  perceptive. 
Much  of  the  behavior  of  adolescents,  as 
Adelaide  Johnson  * pointedout  years  ago,  is  a 
dramatization  of  the  unconscious  wishes  of 
one  or  both  of  the  parents.  The  father  who 
storms  about  and  calls  his  daughter  a whore 
for  using  cosmetics  drives  her  to  sexual  ex- 
perimentation and  to  unmarried  mother- 
hood, despite  her  knowledge  of  contracep- 
tive devices. 

New  York  newspapers  report  on  the  mis- 
deeds of  teen-agers.  Fortunately,  the 
smaller  suburban  journals  devote  signifi- 
cant space  to  the  accomplishments  of  teen- 
agers. In  view  of  their  numbers,  even 
these  newspapers  may  not  give  them  the 
coverage  they  deserve.  All  of  these  ac- 
tivities include  active  or  tacit  leadership  by 
parents  and  other  interested  adults. 

Dr.  Schonfeld  has  been  a prime  inno- 
vator and  leader  in  this  area,  and  West- 
chester County  is  a much  better  place  for 
teen-agers  and  adults  as  a result  of  his 
efforts.  His  restricted  time  did  not  allow 
him  to  comment  on  the  positive  aspects  of 
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teen-agers’  dynamic  resources.  There  are 
about  a dozen  youth  councils  in  Westchester 
County.  These  are  made  up  of  interested 
adults  who  send  representatives  to  attend 
meetings  and  to  exchange  ideas  on  a county 
basis.  In  several  areas,  there  was  a denial 
of  the  existence  of  problems  with  youths. 
In  some,  an  effort  was  made  to  engage 
youth  in  some  kind  of  constructive  pro- 
gram. This  resulted  in  fantastic  develop- 
ments. In  several  areas,  the  adolescents 
wanted  a meeting  place  and,  given  a little 
support,  were  happy  to  make  it  into  a youth 
center.  The  leaders  of  the  rebels  became 
the  leaders  of  the  organized  youth  groups, 
but  failure  of  disciplined  participation  was 
unacceptable. 

In  addition,  there  are  a variety  of  unac- 
claimed activities  of  adolescents.  They  go 
from  various  suburban  communities  to 
Harlem  to  participate  in  the  private  opera- 
tion Headstart  at  the  Elmendorf  Reformed 
Church.  Harvard  students  go  to  state 
hospitals  for  the  mentally  ill.  Many  young 
people  are  in  the  Peace  Corps,  and  more  are 
in  the  Urban  Corps.  Many  adolescents  are 
engaged  in  scouting,  Y activities,  and 
church  activities.  All  of  this  they  enjoy, 
and  they  are  developing  their  r';  sources  and 
contributing  to  the  commonwealth.  To 
save  a life,  either  physically  or  spiritually,  is 
not  news,  and  so  none  of  this  is  recorded  in 
the  urban  press.  The  minority  who  take  a 
life  or  a limb  or  who  commit  some  other 
kind  of  felony  are  given  much  attention  in 
the  press.  Does  this  policy  encourage 
felonious  behavior? 

Mabel  Ross,  M.D.,  Boston,  Massachu- 
setts. Some  very  important  aspects  of  the 
crises  facing  adolescents  of  today  have  been 
brought  out.  It  is  most  reassuring  to  hear 
that  some  of  the  panelists  are  not  too  pessi- 
mistic about  the  generation  now  moving 
into  adulthood  and  that  some  feel  the  reac- 
tions of  the  adolescents  of  today  differ  from 
those  of  earlier  periods  more  in  form  of  ex- 
pression than  in  principle. 

One  of  the  disturbing  factors  for  those  of 
us  who  are  no  longer  young  is  that  many 
youngsters  are  defying  our  concepts  of 
morals,  ethics,  and  religion,  but  are  at  the 
same  time  striving  toward  idealistic  goals  of 
personal  and  group  behavior.  When  they 
accuse  society  in  general  and  certain  adults 
in  particular  of  “hypocrisy,”  there  is  an  un- 


comfortable awareness  of  a grain  of  truth  in 
the  accusation,  and,  at  the  same  time,  we 
are  at  a loss  as  to  how  to  present  to  them 
acceptably  our  ethical  and  moral  standards. 
We  are  also  faced  with  the  fact  that  stand- 
ards of  behavior  can  vary  in  families  and  in 
ethnic  groups  without  impairing  the  indi- 
vidual’s personal  development  or  social 
functioning. 

Comment 

It  may  be  that  the  fact  that  we  survived 
our  own  adolescence  blinds  us  to  the  anxi- 
eties inherent  in  the  maturing  period  of 
human  growth.  Dr.  Hornick  has  stressed 
the  fact  that  anxiety  is  not  always  evidence 
of  trouble  but  may  indicate  strength  and 
growth. 

During  the  1930’s  and  later,  adolescent 
behavior  difficulties  and  rebellion  were  ex- 
plained as  related  to  the  depression. 
Today  we  are  explaining  similar  behavior  as 
related  to  affluence.  Perhaps  we  should 
look  to  the  factors  in  socioeconomic  change 
which  affect  the  social  and  individual  bal- 
ance of  the  adolescent.  It  is  apparent  that 
we  have  not  yet  found  the  answers. 

Adolescents  now,  as  in  the  past,  have  to 
harmonize  what  they  have  been  taught  with 
what  they  have  seen,  the  past  of  their 
parents  with  the  future  which  they  face,  and 
their  vision  of  a reformed  world  with  the 
world’s  resistance  to  change.  Let  us  hope 
that  we  adults  aid  more  than  we  hinder  and 
learn  to  differentiate  between  pathologic 
conditions  and  the  tensions  of  growth. 

Rev.  Samuel  B.  Wheeler,  S.T.L.,* 
Albany,  New  York.  The  first  point  I 
would  like  to  make  concerns  the  nature  of 
religion.  Too  often  religion  is  identified 
with  ethics  or  moral  code,  or  perhaps  a set 
of  sanctions  or  threats  to  impose  a moral 
code.  Religion  does  often  involve  ethical 
principles,  does  enforce  or  reinforce  codes  of 
behavior,  but  this  is  not  its  essence.  For 
me,  religion  is  a place  of  encounter  with 
God,  with  an  absolute  who,  in  the  Judaeo- 
Christian  tradition,  takes  the  form  of  a 
person,  a father,  calling  us  to  responsibility 
and  love.  For  the  Christian,  more  spe- 
cifically, these  values  of  responsibility  and 
love  are  embodied  in  Christ  who  bids  us  to 
love  one  another  as  He  has  loved  us,  even  to 
the  point  of  pledging  our  lives  for  others. 
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Religion  then  in  general,  and  the  Judaeo- 
Christian  tradition  in  particular,  is  a source 
of  meaning  for  those  who  can  take  the  risk 
of  loving  freely  and  gratuitously.  It  in- 
volves a call  to  a kind  of  maturity.  The 
meaning  that  religion  gives  to  life,  I think,  is 
essentially  personal  inasmuch  as  we  en- 
counter or  meet  the  person  of  God  in  the 
things  that  we  do. 

There  are  three  reasons  for  doing  things: 
because  someone  tells  us  to  do  them,  be- 
cause we  think  that  they  are  the  right  thing 
to  do,  and  because  by  them  we  may  respond 
to  the  love  that  someone  has  for  us.  These 
three  levels  of  morality  are  not  necessarily 
mutually  exclusive,  but  religion  deals  essen- 
tially with  the  third  level,  in  which  human 
behavior  becomes  a way  of  having  dialogue 
with  God.  Religion  understood  thus  does 
involve  some  assumptions  about  man  and 
the  world  which  can  lead  to  ethical  princi- 
ples; but  ethics  itself,  rational  human  be- 
havior, depends  primarily  on  human  reason 
rather  than  on  revelation.  This  distinction 
between  religion  and  ethics,  which  I was 
happy  to  see  Dr.  Pacella  also  made,  has  not 
always  been  clear  even  within  the  church; 
and  today  religion  still  does  function  at 
times  as  a giver  of  norms  backed  up  by 
threats  or  punishment  or  the  lure  of  salva- 
tion. The  real  task  of  religion  as  far  as 
morals  are  concerned,  for  adolescents  or  for 
adults,  is  to  infuse  them  with  the  meaning 
that  springs  from  a personal  relation  to  God. 

The  second  point  is  quite  simple.  It  has 
to  be  observed  that  even  for  adolescents, 
morality  involves  more  than  the  challenge 
of  sex  and  that  adolescents  do  betray  real 
concern  for  social  issues  such  as  race,  civil 
rights,  and  peace,  as  well  as  concern  for 
their  more  immediate  personal  problems. 

Third,  with  respect  to  the  problems 
raised  by  Dr.  Blaine  concerning  the  absence 
of  any  real  legal  outlets  for  the  sexual  drive 
of  adolescents,  it  must  be  said  that  the 
Catholic  Church  still  regards  premarital  or 
extramarital  sexual  activities  as  sinful,  al- 
though certainly  there  is  a much  greater 
awareness  on  the  part  of  moralists  that 
guilt  in  such  things  as  adolescent  masturba- 
tion is  minimal  or,  in  many  cases,  nonexist- 
ent. This  position  on  the  sinfulness  of 
certain  kinds  of  sexual  expression  does  in- 
deed cause  anxiety,  but  perhaps  anxiety  is 
not  altogether  bad  if  it  can  lead  to  a more 
mature  and  meaningful  evaluation  of  sex. 


I would  also  question  sex  education  in  the 
schools,  whether  full  sex  education  can  be 
given  when  there  is  today  so  much  confu- 
sion among  adults  about  the  meaning  of  sex 
and  the  norms  that  should  govern  it. 

Comment 

Dr.  Pacella  has  pointed  out  the  need  for 
moral  and  ethical  controls  and  for  a logical 
authority,  and  I would  certainly  agree  with 
this  need;  but  I am  not  so  sure  that  such 
logical,  moral,  and  ethical  controls  flow  im- 
mediately from  Judaeo-Christian  values; 
that  is,  I simply  want  to  repeat  that  religion 
per  se  is  not  the  same  as  morals. 

Dr.  Hornick  has  pointed  out  the  fact 
that,  among  the  tasks  of  adolescents,  a deci- 
sion about  values  is  most  important.  It 
seems  to  me  that  it  is  here  that  religion  can 
have  the  greater  influence  in  questioning 
the  values  of  the  world  and  proclaiming  the 
values  of  the  human  person,  or  worship,  or 
real  human  community,  and  not  least  the 
knowledge  of  a God  who  is  savior  as  well  as 
judge. 

The  remarks  of  Dr.  Schonfeld  about  the 
influence  of  affluence  on  modern  adolescents 
points  again  to  the  crisis  of  purpose  and 
meaning  in  our  society. 

The  remarks  of  Dr.  Bluestone  on  the  tre- 
mendous difficulties  of  the  poor  inspire  me 
to  speak  for  the  moment  as  the  president 
of  a mental  health  society.  Here  is  a 
sphere  of  action  that  mental  health  societies 
should  explore.  Perhaps  they  might  serve 
in  direct  work  with  teen-agers  among  the 
poor,  helping  to  provide  the  needed  accept- 
able models  for  behavior.  As  far  as  that 
goes,  mental  health  societies  might  seek  to 
involve  themselves  with  all  teen-agers,  not 
only  the  poor,  in  seeing  to  it  that  conditions 
for  a healthy  growth  are  provided. 

Dr.  Ross  mentioned  the  involvement  of 
today’s  youth.  Let’s  try  to  help  the  teen- 
agers especially  from  poverty  situations  to 
involve  themselves  in  finding  particular 
places  in  life. 

When  I was  first  asked  by  Claude  Price  to 
be  on  this  panel,  I told  him  that  I don’t 
understand  anything  about  adolescents  but 
that  I like  them.  My  participation  in  the 
program  has  brought  me  some  particular 
understanding  and  has  encouraged  me, 
knowing  that  so  many  others  like  them  too. 
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T wo  different  approaches  are  apparent 
in  the  brief  comments  from  our  panelists 
and  from  their  more  extended  reports. 
One  is  that  we  just  sit  this  problem  out,  and 
this  approach  comes  through  from  Dr. 
Blaine  and  Dr.  Pacella,  particularly,  and  to 
some  extent  from  Dr.  Schonfeld.  The 
other  is  that  we  can’t  afford  to  sit  it  out 
and  that  we  must  intervene  actively.  Dr. 
Brogadir  called  for  this  active  intervention. 
I find  myself  in  agreement  with  him.  The 
intervention  must  be  in  relation  to  all  of  so- 
ciety and  not  just  into  the  lives  of  adoles- 
cents. 

Moreover,  it  must  be  an  intervention  in 
which  the  adolescent  participates  and  must 
be  based  on  goals  which  are  common  to  all 
of  us,  adolescents  and  adults. 

State  hospital  admissions 

I would  like  to  make  one  or  two  points. 
The  first  relates  to  Dr.  Schonfeld’s  com- 
ments about  the  increase  in  state  hospital 
admission  rates  in  the  adolescent  age  group. 
My  comment  stems  from  Mr.  Wheeler’s  re- 
mark, “I  don’t  understand  them,  but  I like 
them.”  Is  it  that  we  don’t  like  the  adoles- 
cents in  our  communities,  that  we  don’t 
even  like  them  in  our  own  families?  Is  the 
increase  in  the  admission  rates  of  adoles- 
cents at  our  state  hospitals  more  nearly  a 
product  of  our  not  liking  them  and  not 
being  willing  to  provide  for  them  at  home 
and  in  community  services  than  of  any  real 
increase  in  the  incidence  of  mental  illness 
among  adolescents? 

Throughout  the  history  of  our  country 
our  state  hospitals  have  been  places  of  last 
resort.  Although  we  are  transforming 
many  of  them  into  community-related  fa- 
cilities, most  of  them  are  still  isolated.  Is 
this  business  of  admitting  them  to  state 
hospitals  a reflection  of  our  unwillingness  to 


come  to  grips  with  the  problems  which  their 
behavior  reflects? 

Intervention 

Another  point  of  difference  among  our 
speakers,  both  panelists  and  discussants,  is 
also  related  to  the  question  of  whether  we 
intervene  or  “just  wait  out  the  problem.” 
Is  there  a real  di  fference  in  the  problems  of 
adolescents  of  thirty  or  forty  years  ago  and 
those  of  today?  I recall  Dr.  Ross’  com- 
ment about  the  threat  of  nuclear  destruc- 
tion. I tend  to  agree  with  those  who  feel 
that  the  basic  problems  and  issues  may  be 
the  same  but  that  the  quantitative  differ- 
ences produce  qualitative  change.  If  we 
sit  out  the  problem  we’ll  only  have  to  deal 
with  it  later.  A real  increase  in  out-of- 
wedlock  births  is  shown  by  our  data.  It 
isn’t  a self-liquidating  problem. 

Although  we  are  a mixed  group,  some 
with  a general  concern  as  interested  citizens 
who  have  joined  voluntary  associations  and 
some  with  professional  responsibilities,  in 
both  cases  this  problem  is  something  we 
face  one  way  or  another  on  a day-to-day 
basis. 

Dr.  Pacella  pointed  up  a dichotomy. 
Some  of  the  speakers  concentrated  on 
parents  who  are  too  rich  and  others  on  no 
parents  or  too  few  parents  or  single  parents, 
single  in  both  senses.  I’m  not  sure  that  the 
number  in  between  these  two  extremes  is 
very  large.  I say  this  deliberately  because 
I feel  that  both  as  professionals  and  as  in- 
terested laymen  we  may  write  off  the  prob- 
lem on  the  ground  that  the  two  extremes 
represent  minorities  of  the  total  population 
and  that  the  problems  of  adolescents  which 
were  described  to  us  do  not  truly  represent 
the  problems  of  the  bulk  of  our  adolescent 
population. 

Conclusion 

My  concern,  and  I hope  yours,  is  that  we 
need  to  address  ourselves  significantly  to 
the  way  we  have  structured  life  for  our 
young  people  on  the  one  hand  and  on  the 
other  to  the  way  we  have  structured  our 
helping  services.  We  need  to  find  out  what 
we  are  not  doing  and  to  evaluate  what  we 
are  doing,  so  that  we  can  all  help  our  young 
ones  grow  up  and  contribute  to  a better 
society  for  all  of  us. 
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The  theme  chosen  for  this  Second  An- 
nual Congress,  “The  Adolescent’s  Crises 
Today,”  is  a very  large  and  complex  one 
which  challenges  most  of  our  daily  certain- 
ties. I am  deeply  conscious  of  the  fact  that 
many  of  you  are  specialists  in  this  particu- 
lar area,  whereas  I come  as  a generalist  with 
relatively  limited  experience.  I therefore 
have  no  ambition  to  instruct  but  rather  to 
examine  a very  few  of  the  many  topics  re- 
viewed by  the  five  panelists. 

Frames  of  reference 

I will  assume  that  most  of  us  agree  on 
what  we  mean  by  adolescence,  namely  a 
universal  experience  associated  with  physi- 
ologic changes  during  which  boys  and  girls 
acquire  the  capacity  for  reproduction  and 
establish  an  identity  and  personality  struc- 
ture. I offer  no  fixed  beliefs  about  the  rele- 
vance of  these  changes  to  the  internal  ex- 
periences or  the  external  relations  of  adoles- 
cents, whether  orderly  and  pacific  or  dis- 
orderly and  turbulent,  even  though  histor- 
ical and  cross-cultural  studies  seem  to  favor 
some  of  the  biologic  processes  required  for 
growth  and  maturation  of  the  personality  as 
compared  with  cultural  factors,  as  vital  as 
these  are  in  the  same  processes.1-5  It  is 
curious  that  more  cultures  do  not  give  in- 
stitutional expression  to  this  common  ex- 
perience. 

Benedict6  pointed  out  that  society  and  the 
individual  must  be  sufficiently  congruent  to 
meet  their  mutual  needs.  The  individual’s 
narcissistic,  erotic,  and  aggressive  patterns 
can  be  controlled  by  acquired  internal  and 
external  systems  in  ways  which  make  highly 
probable  the  continuity  of  society  and  yet 
permit  sufficient  freedom  to  permit  optimal 
(minimal)  individual  satisfactions  to  make 
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it  all  seem  worth  while.  These  involve  the 
familiar  value  systems  including  hope,  faith, 
belief,  and  purpose. 

It  has  often  been  recommended  that  we 
examine  the  possibilities  for  greater  ritual- 
ization  of  this  period,  but  the  diversity  of 
the  American  scene  prevents  widespread 
formalization,  and  the  American  credo  of 
freedom  and  individuality,  which  I favor, 
has  motivated  President  Pusey  of  Harvard 
to  speak  up  against  a year  of  Federal  service 
for  all  young  men  and  women,  as  attractive 
as  this  might  be  to  many,  witness  the  Peace 
Corps.  Cross-cultural  comparisons  are 
most  helpful  in  showing  us  through  exam- 
ples from  the  past  that  the  ambiguities  in- 
volved in  defining  the  adolescent  are  not  a 
recent  invention,  in  spite  of  our  rapidly 
changing  society  and  the  increasing  number 
of  uncertainties  which  apparently  are  being 
generated  in  the  domestic,  international, 
scientific,  industrial,  and  economic  scene. 

On  reviewing  the  problems  being  dis- 
cussed in  the  five  panels,  I find  myself  rely- 
ing on  the  biologic-evolutionary-develop- 
mental background  for  such  concepts  and 
opinion  as  I may  have.  These  seem  to  furn- 
ish the  context  in  which  we  can  hope  to  find 
the  concepts  and  methods  for  improving  the 
mental  health  of  all  citizens,  including 
adolescents.  It  appears  unlikely  that  the 
major  issues  facing  adolescents  can  be 
solved  piecemeal,  whether  they  are  those 
peculiar  to  or  limited  to  adolescence  or  are 
those  which  they  share  with  all  adults. 
Adolescents  must  be  seen,  for  the  most  part, 
as  an  important  component  of  the  socio- 
economic fabric  which  will  be  amenable  to 
improvement  insofar  as  related  cultural  sys- 
tems can  be  improved. 

The  conventional  biologic  approach  also 
offers  the  hope  that  new  findings  in  the 
areas  of  genetics,  gestation,  infancy,  and 
childhood  can  be  integrated  with  the  newer 
sociocultural  data  and  concepts  which  will 
help  us  understand  adolescence  as  a bio- 
social transition  state  between  childhood 
and  adulthood,  which,  however,  has  its  own 
identity  with  its  own  critical  problems. 
The  logical  problems  involved  in  this  con- 
cept can  be  simplified,  it  seems  to  me,  if  we 
recall  Heraclitus’  summary  “All  is  flux, 
nothing  is  stationary”  (500  B.C.).  Just 
as  our  physiologic-hormonal-enzymal  and 
allied  psychological  systems  have  develop- 
mental phases,  so  also  do  our  social,  eco- 
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nomic,  domestic,  and  occupational  careers. 
Our  professional  skills  and  marital  life  can 
be  seen  as  major  themes  having  develop- 
mental phases  with  critical  periods  which 
are  more  or  less  in  harmony  (in  phase)  with 
other  forces.  There  are  no  truly  fixed 
periods  in  a static  sense  but  only  relatively 
stable  periods  when  the  dynamic  forces  are 
in  approximate  equilibrium.  From  this 
point  of  view,  it  is  apparent  that  we  lack 
much  sound  information  about  the  growth 
and  development  of  an  organism,  the  form- 
ative processes  of  an  ego  and  superego,  or 
of  external  and  internal  control  mecha- 
nisms. We  must  depend  on  relatively 
limited  knowledge  gained  in  clinical,  field, 
or  educational  settings  rather  than  by  care- 
fully planned  studies  with  adequate  cross- 
cultural  comparisons  about  the  immense 
range  of  individual  differences  in  our  basic 
biologic  heritage.  Nowhere  is  this  more 
apparent  than  in  attempting  to  assess  the 
norms  of  sexual  behavior.  The  Kinsey 
studies  probably  remain  the  largest  survey, 
and  this  has  definite  limitations.  Only  last 
year  have  the  physiologic  studies  of  Masters 
and  Johnson7  appeared  in  book  form.  Yet 
these  activities  may  be  of  considerable  im- 
portance in  the  ability  of  the  adolescent  to 
cope  with  his  own  drives  and  to  develop  the 
means  to  control  them  within  expected 
limits.  The  same  comment  may  be  made 
about  the  amount  of  energy  or  lack  of  it  and 
its  disposition  and  the  capacity  for  anxiety, 
denial,  repression,  suppression,  delay  of  in- 
stinctual gratification,  symbolic  thinking, 
intellectual  defenses,  and  many  other  ego 
activities.89 

At  the  level  of  social  interaction  we  do  not 
have  as  many  certainties  as  we  would  like 
about  the  significance  of  family  size  and 
ordinal  position,10  the  number  of  rooms  in 
which  the  children  grow  up,  family  struc- 
ture and  personality,11  peer  relations,  social 
background  and  school  experience,  or 
language  as  a variable  in  social  interaction 
and  in  the  integration  or  disintegration  of 
social  groups  (sociolinguistics).  These  are 
of  crucial  importance  in  the  crises  involving 
race  relations  and  the  more  refined  conflicts 
between  different  ethnic  groups. 

It  seems  that  most  workers  in  the  field  of 
adolescence  agree  on  the  use  of  working 
models,  known  as  psychodynamic,  which 
are  derived  more  or  less  from  Freudian  psy- 
choanalysis, together  with  the  considerable 


contributions  of  Erikson,4  such  as  the 
search  for  identity,  identity  crises,  identity 
diffusion,  moratorium,  and  the  eight  stages 
of  development.  While  I believe  these 
models  to  be  the  best  available  and  am  im- 
pressed by  the  excellent  work  being  done 
currently,  it  is  necessary  to  point  out  that 
these  models  do  not  lend  themselves  easily 
to  experimental  verification,  nor  do  we  have 
genuinely  convincing  measurements  of 
change  in  many  vital  areas  of  human  be- 
havior. While  we  are  doing  much  better  in 
this  decade  than  previously  in  coming  to 
grips  with  these  problems,  we  still  do  not 
have  a good  model  for  “mind”  or  a unified 
theory  of  affect  either  physiologic,  psycho- 
logical, or  social  which  enhances  our  ability 
to  predict  and  control  behavior. 

Under  the  impact  of  experimental  findings 
on  exploratory  behavior  and  cognate  phe- 
nomena, motivation  theory  is  undergoing  some 
extensive  remodeling.  The  findings  have 
opened  our  eyes  to  the  pervasive  psycho- 
logical importance  of  collative  variables 
and  arousal.  We  find  ourselves  forced  to 
recognize  that  the  disturbances  that  motivate 
behavior  can  come  not  only  from  external 
irritants,  visceral  upheavals,  and  depriva- 
tion of  vital  substances,  but  also  from  clashes 
between  processes  going  on  in  the  central 
nervous  system.  Related  to  these  additional 
sources  of  motivation,  there  must  be  a wide 
range  of  hitherto  overlooked  reinforcing 
conditions  that  can  promote  learning  of  new 
behavior  patterns.  In  opening  up  these 
new  prospects,  the  study  of  curiosity,  ex- 
ploration and  epistemic  (acquiring  stored 
knowledge)  behavior  merges  with  develop- 
ments in  several  other  areas  of  psychological 
research  including  personality  theory,  ethol- 
ogy, child  development,  education,  atti- 
tude change,  social  interaction  esthetics, 
and  humor.12 

You  are  all  familiar  with  the  technical 
questions  involved  in  defining  scientific 
methods,  so  I need  not  expand  on  this  topic 
at  this  time.  The  lack  of  comprehensive 
concepts  and  basic  data  necessarily  forces  us 
to  tentative  formulations  about  limited 
populations.  One  example  may  illustrate 
the  difficulty.  Some  investigators  are  in- 
clined to  believe  that  all  adolescents  should 
have  crises  to  achieve  maturity  because 
some  adolescents,  often  very  disturbed  pa- 
tients, undergo  severe  crises  as  described  by 
Erikson.413-15  Others  find  populations  in 
which  the  model  adolescent  does  not  ex- 
perience severe  emotional  crises.1617 

Erikson  himself  points  out  that  many 
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adolescents  suffer  no  dramatic  conflict  and 
“rather  painlessly  fit  themselves  and  are 
fitted  into  the  ideology  of  their  age,  finding 
no  discrepancy  between  its  formulation  of 
past  and  future  and  the  daily  tasks  set  by 
the  dominant  technology”  (p.41).418 

Some  writers  prefer  to  think  of  the  minor 
crises  as  transitional  states  or  relatively 
smooth  transformations  without  great  pain. 
Such  transitions  involving  the  very  same 
problems  facing  the  adolescent  may  occur 
at  other  stages  of  life  also:  oocupational 

choice,  competition,  physical  intimacy,  and 
self-definition.  Green19  makes  the  valid 
point  that  these  transition  states  may  be  re- 
garded as  challenges  or  opportunities  even 
in  adult  life.  Although  change  of  life  style 
or  occupation  or  even  new  explorations  in 
intimacy  may  end  unhappily,  the  prospect 
of  at  least  partial  success  exists  and  may  be 
a liberation  from  a dreary  state  of  aliena- 
tion20 or  inadequate  personality.21  Most  of 
us  in  the  professions  with  strong  middle- 
class  morality  apparently  abhor  those  who 
desert  us  for  other  pursuits,  but  it  seems 
likely  to  me  that  more  people  will  have  the 
necessary  combination  of  qualities  to  enable 
them  to  make  such  major  transformations 
in  the  fifth  and  sixth  decades  than  hereto- 
fore. In  three  or  four  decades  the  proba- 
bilities suggest  that  such  changes  will  be 
commonplace  if  not  mandatory  as  enforced 
leisure  comes  to  most  of  the  population. 

It  seems  unlikely  that  anything  less  than  a 
well-controlled  study  of  comparative  popu- 
lations of  adequate  size  will  give  us  a rea- 
sonable insight  into  this  problem  and  those 
linked  to  it,  such  as  social  patterns,  atti- 
tudes toward  parents,  and  sexual  behavior. 
I am  impressed  by  the  findings  of  many 
college  psychiatrists  that  most  students, 
possibly  up  to  80  per  cent  in  this  decade,  do 
not  differ  markedly  as  far  as  can  be  deter- 
mined by  current  methods  from  those  in  the 
twenties  and  thirties.  We  know  that  there 
were  rebels  and  deviants  then  as  there  are 
now,  but  I know  of  no  convincing  studies 
showing  differences.  I have  been  told  that 
the  current  group  of  high  school  and  college 
students  are  much  more  conscious  of  their 
power  to  compel  attention  from  authority 
figures  by  sit-ins,  demonstrations,  and 
strikes,  but  I do  not  know  how  general  this 
is  beyond  the  highly  publicized  campus 
activities  in  a few  places.  I am  quite  pre- 
pared to  believe  that  adolescents  now  vary 


from  those  in  earlier  decades  in  their  moti- 
vation and  behavior,  but  as  scientists  we 
should  not  be  misled  by  the  fallacy  of  small 
samples.  I must  confess  to  some  bias  from 
my  own  observations  of  young  patients  and 
children  of  my  acquaintance.  By  and 
large,  allowing  for  exceptions,  which  would 
be  less  than  10  per  cent,  most  adolescents  I 
know  are  succeeding  very  well  in  their  per- 
sonal and  professional  lives  and  compare 
favorably  with  their  parents.  I would  even 
go  farther  and  call  to  mind  those  children, 
and  I am  sure  all  of  you  know  many  more 
examples,  where  one  parent  is  severely 
disturbed,  and  sometimes  both  parents  are 
suffering  from  major  personality  conflicts, 
yet  the  children  grow  up  without  visible 
severe  crises  and  even  achieve  high  excel- 
lence in  our  major  competitive  universities. 
I do  not  deny  the  very  real  failures  but 
would  like  to  know  more  about  the  factors 
making  for  flexibilities  and  endurance  which 
make  possible  successful  adaptation  in  our 
complex  society. 

As  a biologist  who  believes  in  a more  or 
less  orderly  developmental  sequence  of  the 
growing  human  being  with  probable,  al- 
though as  yet  ill-defined,  critical  periods  of 
learning  which  are  somehow  linked  up  to 
physiologic  stages  of  maturation,  I am  im- 
pressed by  the  fact  that  many,  if  not  most 
of  the  problems  of  adolescence  are  not  solely 
the  direct  result  of  immediate  pressure 
situations  but  rather  are  a complex  result  of 
a long  chain  of  motivations  including  the  re- 
emergence  of  those  of  the  oedipal  period. 
These  earlier  unresolved  sexual  and  aggres- 
sive conflicts  are  intensified  by  the  forces  of 
pubertal  maturation  and  also  by  fears  of  an 
outside  world.  The  latter  may  be  genu- 
inely hostile  to  the  strivings  of  the  vacillat- 
ing adolescent  whose  controls  are  not  good 
enough  to  succeed  in  a competitive  world. 
It  has  been  said  that  the  adolescent  is  not 
merely  an  older  child  nor  is  he  really  a 
young  adult.  His  relations  to  his  family 
are  much  more  complex,  particularly  in  the 
strain  put  on  a family  that  may  well  have 
fragile  ties  and  have  adult  members  with  in- 
creasing problems  of  their  own  without  the 
surplus  energy  or  social  skills  to  deal  with 
the  moody,  changeable  adolescent. 

If  this  is  often  true,  it  imposes  on  us  the 
large  burden  of  helping  parents,  teachers, 
and  the  other  caretaking  professions  to  be 
better  in  their  jobs  in  this  area,  because 
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superficial  solutions  may  often  be  inade- 
quate. Yet,  paradoxically,  we  all  know  the 
deep  satisfaction  to  be  had  in  helping  calm 
an  apparently  severe  adolescent  storm  in  a 
relatively  few  hours  of  calm  listening  with 
reassurance.  The  many  splendid  clinical 
accounts  describe  much  better  than  I can 
the  turbulence  of  the  adolescent  learning 
how  to  control  his  impulses  and  how  to  live 
with  other  people,  and  you  do  not  need  this 
reminder  in  dealing  with  the  therapeutic 
problems  facing  you. 

I would  like  to  ask  another  question 
which  may  have  far-reaching  importance 
but  which  I had  not  had  much  enlighten- 
ment on  in  spite  of  its  wide  prevalence  and 
our  acceptance  of  it,  namely:  What  are 

the  large  social  results  of  a prolonged  de- 
pendence beyond  physiologic  adolescence? 
How  does  this  differ  in  the  various  ethnic 
and  economic  groups?2  What  orders  of 
autonomy  are  forced  on  deprived  children 
so  that  their  capacities  for  growth  are  im- 
paired? It  is  axiomatic  that  the  prolonged 
infancy  and  childhood  of  Homo  sapiens  is 
the  price  of  our  high  potential  for  flexibility 
and  growth  even  though  it  has  disadvan- 
tages compared  with  other  primates.  Does 
the  prolonged  dependency,  whatever  its 
relation  to  “adolescence”  proper,  offer 
similar  promise  of  a more  cultivated  popu- 
lation. Erikson5  has  made  out  an  excellent 
case  for  a “moratorium,”  a resting  period 
during  which  the  ego  integrative  forces  have 
a better  opportunity  to  operate.  We  see 
this  principle  working  well  in  a goodly 
number  of  college  dropouts  who  return  to 
college  and  carry  on  successfully.  Erikson3 
points  out  that  both  Luther  and  Freud  en- 
joyed very  long  moratoriums,  probably  up 
to  ten  years,  before  coming  to  grips  with  the 
major  problems  of  their  careers.  Many 
other  notable  men,  including  Darwin  and 
G.  B.  Shaw,  could  be  added  to  the  list. 

Even  though  prolonged  growth  periods 
may  be  essential  for  some  men  of  genius,  is 
it  clear  that  similar  periods  of  dependency 
are  useful  for  large  populations?  Is  this  apt 
to  be  good  or  bad  for  the  survival  of  our  own 
civilization,  or  will  it  be  the  best  in  the  long 
run  for  all  the  nations  when  we  eventually 
learn  how  to  control  wars  between  nations? 
The  decisions  made  regarding  the  control 
of  adolescent  behavior  may  directly  affect 
our  ability  to  fight  wars.  From  all  Viet 
Nam  reports  the  young  men  in  uniform, 


who  are  recently  converted  civilian  teen- 
agers for  the  most  part,  are  doing  a splendid 
job  with  good  morale  in  spite  of  rather  in- 
tolerable climatic  and  battle  conditions,  dis- 
ease, and  a very  definite  battle  morbidity 
and  mortality.  Leaving  aside  the  policy 
question  of  whether  we  should  be  fighting 
on  foreign  soil  and  related  questions,  we 
should  not  lose  sight  of  this  performance  by 
young  men  from  rich  and  poor  families 
alike.  In  comparison  with  the  recruitment 
procedures  and  morale  level  of  most  of  our 
wars,  including  the  Revolution  and  the  Civil 
War,  the  ability  of  our  young  men  to  adapt 
to  very  unusual  patterns  under  conditions 
of  extreme  heat,  wetness,  jungle,  and 
swamp,  without  a visible  and  fixed  enemy, 
seems  unusually  good.  Are  we  according 
these  behavior  patterns  the  respect  of  close 
scrutiny  that  we  are  giving  to  a few  hundred 
postadolescents  who  are  in  revolt  against 
the  Establishment,  however  defined,  includ- 
ing university  administrations?  Numerous 
observers  point  out  that  service  in  the 
armed  forces  may  be  the  most  educational 
experience  many  of  them  have  ever  had, 
and  that  in  several  senses.  For  a few  of  the 
underprivileged  they  are  eating  more  pro- 
tein of  higher  quality  than  ever  before. 
More  are  experiencing  exposure  to  those 
novelties  associated  with  travel  into  new 
situations  of  all  kinds,  ending  of  course  with 
the  entirely  different  people  of  Viet  Nam. 
Many  are  learning  the  true  meaning  of  a 
unified  group  working  for  an  ideal,  altru- 
istic and  not  easily  defined  but  definitely  felt, 
when  one  is  a member  of  a small  group 
whose  lives  depend  on  one  another  under 
conditions  of  hardship  and  danger.  It  is  an 
elemental  fact,  said  often  by  many  and  re- 
peated most  recently  by  Jim  Lucas  the 
journalist  on  his  return  to  the  United  States 
in  August,  1966,  that  there  is  more  genuine 
selflessness  and  kindness  in  an  active  battle 
line  than  anywhere  else.  I have  experi- 
enced it  myself  and  often  wonder  at  the 
paradox.  The  tragedy  is  that  this  altruism 
and  good  will  often  disappear  a very  few 
miles  behind  the  front.  Yet  to  work  with 
others  for  a common  purpose  even  once 
must  have  its  usefulness  in  the  memory  of 
those  who  survive  to  return  to  their  sepa- 
rate careers. 

It  would  be  valuable  to  know  which 
eighteen-year-olds  had  strong  enough  egos 
not  to  be  corrupted  by  the  temptations  of 
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army  life  overseas,  as  some  of  our  colleagues 
report,  and  yet  be  able  to  benefit  by  the  pos- 
itive gains.  In  contrast,  it  would  be  most 
helpful  if  we  could  select  those  who  would 
be  much  better  soldiers  at  twenty  or 
twenty-one  years  of  age  when  they  could 
handle  their  sexual  and  aggressive  drives 
more  skillfully.  In  any  event,  our  govern- 
ment is  going  to  use  the  Army  as  an  agency 
in  the  war  against  poverty  by  keeping  sev- 
eral hundred  thousand  rejectees  in  the  serv- 
ice to  provide  education  and  basic  training 
in  occupational  skills  which  will  enable  them 
to  become  better  self-supporting  citizens. 

Transition  without  precedent 

The  problems  and  crises  of  adolescence 
cover  a wide  spectrum  of  questions  involv- 
ing research  methods,  application  of  what 
knowledge  we  have  from  genetics  to  cul- 
tural anthropology  and  international  rela- 
tions, physiologic  and  psychosocial  compo- 
nents dating  from  conception  or  earlier,  to 
ideals  of  the  future  which  are  not  easily  or 
definitely  definable.  I will  review  briefly 
those  elements  in  the  growth  process  which 
can  be  studied  with  a hope  of  more  specific 
recommendations  as  we  learn  to  deal  with 
the  major  variables  concerned. 

Since  you  are  all  acutely  aware  of  the  ac- 
celerated changes  in  our  society  and  are 
bombarded  daily  with  reminders,  both  con- 
crete and  academic,  of  these  many  changes, 
I need  only  mention  this  background  to  dis- 
cuss one  familiar  but  vital  activity,  namely 
the  change  in  focus  from  the  individual  to 
the  large  group  in  the  health  professions 
since  World  War  II.  While  the  funda- 
mental purpose  of  medicine  and  its  allied 
professions  has  always  been  the  discovery, 
transmission,  and  application  of  the  best 
scientific  knowledge  for  the  benefit  of  every 
citizen  in  an  effective  manner,  with  due  re- 
gard for  his  dignity  and  constitutional  free- 
doms, it  is  only  now  that  large  sums  have 
mobilized  sufficient  pressure  to  make  “total 
health”  care  a coming  reality  for  most  of  our 
people.  While  former  concepts  of  public 
health  and  preventive  medicine  charted  the 
way  to  bring  to  bear  large  resources  to  im- 
prove health  for  everyone,  the  methods  and 
goals  were  very  modest  compared  with  the 
need.  We  are  now  trying  to  do  much  more 
than  merely  bring  better  health  oppor- 
tunity to  each  individual  person  as  a patient 


or  prospective  patient.  We  now  see  that 
we  must  use  our  tremendous  resources  and 
skills  to  attack  the  new  and  urgent  problems 
inherent  in  our  complex  and  overcrowded 
communities.  It  is  no  longer  enough  to  try 
piecemeal  solutions  to  the  problems  of  nu- 
trition; infectious  diseases;  sanitation; 
pollution  of  air,  soil,  and  water;  maternal 
and  child  health;  juvenile  delinquency; 
narcotic  addiction;  school  dropouts  and 
runaways;  work  disabilities  and  absentee- 
ism; alcoholism;  divorce;  recidivism;  and 
so  on. 

The  investigation  and  utilization  of  in- 
dividual psychodynamics  within  the  con- 
text of  the  psychosocial  matrix  is  now  and 
will  continue  to  be  the  proper  work  of 
health  experts  to  help  patients  as  they  come 
to  us;  but  we  must  also  attack  those  socio- 
economic problems  which  are  far  larger  than 
those  of  the  individual  and  his  immediate 
family.  Multilevel  interdisciplinary  stud- 
ies of  large  groups  and  populations  give 
more  promise  of  prevention  by  means  of 
large-scale  social  action  and  massive  social 
welfare.  We  are  now  in  a position  to  help 
large  numbers  of  patients  and  potential  pa- 
tients through  these  national  programs  than 
ever  before.  Whether  we  favor  the  model 
of  intrapsychic  conflict  caused  by  external 
pressures  or  the  model  that  the  disturbed 
relationships  of  the  patient  with  his  family 
and  society  are  the  illness  rather  than  its 
cause,  we  must  look  at  the  social  field  in 
which  the  disturbance  occurs.  22-24  We  have 
said  that  adolescent  crises  occur  as  a result 
of  past,  present,  and  future  forces  acting  on 
a sensitive  but  often  tough  (enduring) 
growing  organism  in  search  of  an  integrated 
identity  of  its  own  which  will  enable  it  to  ob- 
tain sufficient  satisfactions,  rewards,  and 
security  to  make  life  seem  worth  while.  It 
is  a period  of  preparation  and  growth  as  well 
as  a period  of  survival  for  its  own  sake. 
We  can  sympathize  with  his  question: 
preparation  for  what?  The  adolescent 
must  make  decisions  about  which  goals  he 
wants  to  follow  and  which  methods  will 
serve  him  best. 

Current  realities  and  probable  futures 

If  adults  are  to  be  genuinely  useful  to 
adolescents,  they  can  furnish  them  with 
better  models  through  the  personal  exam- 
ples of  their  own  lives.  This  is  a bootstrap 
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operation,  but  vital  for  most  of  the  other 
solutions.  If  adults  have  reasonably  firm 
working  hypotheses,  however  tentative  and 
flexible  in  some  respects,  it  is  very  likely 
that  most  of  our  young  will  respond.  It  is 
often  difficult  for  us  to  teach  by  example 
how  to  prepare  for  living  with  the  unknown 
patterns  of  the  future,  to  tolerate  uncer- 
tainty with  fortitude  if  not  serenity,  and  to 
view  change  as  desirable  and  advantageous 
on  the  whole  for  the  bulk  of  humanity,  even 
though  it  may  bring  periods  of  distress  to 
many  of  us  during  the  transitions.  In 
many  ways  it  is  dangerous  and  challenging 
“to  live  at  the  level  of  our  times.”25  We 
must  invent  better  ways  to  live  with  deci- 
sions from  the  Supreme  Court  on  a five  to 
four  vote  and  Congressional  actions  decided 
by  tiny  margins.  The  major  uncertainties 
related  to  nuclear  warfare,  cold  wars,  inter- 
planetary flights,  and  foreign  relations 
which  divert  billions  of  dollars  away  from 
education,  health,  and  welfare  programs 
which  could  ease  many  problems  need  deep 
and  close  scrutiny  to  help  the  young  decide 
who  they  want  to  be  and  what  they  want  to 
do. 

The  conflicting  opinions  about  overpopu- 
lation are  not  reassuring.  If  we  are  seri- 
ously threatened  with  overcrowding,  what 
attitudes  are  most  reasonable  about  con- 
traception for  control  of  the  size  of  families, 
abortions,  suicide,  and  even  care  for  the  in- 
firm and  aged.  Undoubtedly  judicious  solu- 
tions will  be  found  in  time  for  reconciliation 
of  our  conflicting  goals,  but  in  the  mean- 
time we  must  expect  turbulence  and  learn  to 
live  with  it  intelligently,  without  panic, 
overly  simplified  panaceas,  or  a hardened 
indifference.  The  same  holds  true  for  a 
multitude  of  social  injustices  involving  race 
relations  and  underprivileged  groups. 

We  are  growing  accustomed  to  Big  Busi- 
ness, Big  Labor  and  Big  Government. 
Few  of  us  are  prepared  to  deal  with  Big 
Crime  as  described  in  a documentary  TV 
(NBC,  August  23,  1966)  in  which  the  claim 
was  made  that  this  is  our  largest  industry 
because  people  want  the  products  and  serv- 
ices offered  and  are  not  alive  to  the  destruc- 
tive aspects  of  organized  gambling,  nar- 
cotics, loan  sharks,  and  so  forth.  It  is  not 
easy  to  speak  judicially  about  juvenile  de- 
linquency as  a distinctive  phenomenon  in  a 
world  of  adult  corruption. 

As  we  move  into  a socioeconomic  climate 


where  the  guaranteed  annual  wage,  health 
services,  and  other  social  welfare  programs 
become  realities  for  most  people,  we  must 
expect  changes  in  the  value  systems  of  our 
young.  As  you  know,  it  is  predicted  by  our 
economists  that  more  and  more  people  will 
gradually  have  less  meaningful  jobs.  With 
the  decline  in  work  skills  and  work  respon- 
sibility, there  may  well  appear  a decline  in 
work  morality  and  general  responsibility, 
because  for  many  of  us  this  is  the  prin- 
cipal center  of  our  waking  life.  With- 
out meaningful  work,  many  of  us  have  no 
identity.  For  many  persons  the  purpose  of 
work  is  to  give  substance  and  meaning  to 
life.  Substitutes  must  and  can  be  found  in 
education  at  all  levels,  big  art  and  little  art, 
services  of  all  kinds,  in  sports  and  hob- 
bies, and  in  cultivation  of  new  modes  for 
constructive  uses  of  leisure.  However,  as 
Freud  pointed  out  in  1930  in  Civilization 
and  its  Discontents,'26  reworked  since  by 
others  including  Marcuse27  and  Kerr,28  not 
to  mention  1984 29  and  Brave  New  World,30 
the  increasing  pressures  of  civilization  may 
cause  a decline  in  pleasure  which  will  be 
most  painful.  Our  young  must  face  the 
prospect  of  a decline  in  pleasure  accom- 
panied by  enforced  leisure  until  our  corpo- 
rate intelligence  can  invent  methods  for 
training  which  will  prepare  them  for  this 
new  sociocultural  organization.  Revital- 
ized educational  methods  by  inspiring 
teachers  are  urgently  required,  but  our  cur- 
rent value  system  does  not  encourage  our 
best  people  to  enter  this  arena. 

Obviously  we  need  leadership  to  con- 
struct new  value  systems  which  will  help 
the  young  find  meaning  and  purpose  in  life 
and,  hopefully,  sufficient  intimacy  and  per- 
sonal gratification  for  narcissistic,  aggres- 
sive, and  sexual  needs  to  make  the  effort 
worth  while.  Organized  religions  can  help 
a great  deal,  but  we  must  look  to  other 
sociocultural  systems  to  carry  much  of  the 
load.  We  want  to  avoid  authoritarian  sys- 
tems at  all  costs,  but  we  recognize  that  large 
masses  of  people  and  adequate  programs  re- 
quire planning  and  increased  centralization 
of  authority. 

Under  these  increasing  pressures  one  can 
ask  how  much  the  biologic  organism  called 
Homo  sapiens  can  tolerate?  In  view  of  a 
five- million-year  history,  the  odds  would 
favor  the  inherent  adaptability  of  at  least  a 
few  of  our  race  to  survive  most  assaults, 
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even  though  civilization  as  we  like  to  think 
of  ourselves  may  well  deteriorate  from  time 
to  time.  To  those  who  would  like  to  im- 
prove the  odds  in  favor  of  mankind  by 
planning  improved  comprehensive  public- 
health  policies,  the  question  will  occur: 
Who  determines  these  policies?  Obviously, 
we  are  now  in  the  political  arena,  and  you  are 
all  knowledgeable  and  equipped  to  make 
your  wishes  known.  To  help  our  young 
grow  into  more  moral  lives  which  seem 
worth  living,  we  must  furnish  them  with 
intimate  examples.  In  addition  to  better 
parental  prototypes  (archtypes,  ideals,  ex- 
emplar, models),  we  must  learn  how  to  place 
our  most  competent  educators  where  they 
can  do  the  most  good.  I do  not  know 
where  this  may  be  or  how  it  can  be  done  on 
a significant  scale.  It  may  be  that  the 
rural  and  urban  slums  deserve  more  talent 
than  they  now  have.  We  also  need  more 
and  better  counseling  services;  more  post 
high  school  programs  of  a terminal  nature; 
more  effective  help  for  providing  jobs, 
transportation,  health,  education,  and  wel- 
fare services  where  people  actually  live  in 
the  changing  ecologic  patterns  rather  than 
in  historical  political  units  which  are  no 
longer  viable;  and  a crash  program  to  speed 
up  the  flow  of  cultural  experience  into  rural 
and  urban  slums. 

We  need  more  libraries  circulating  more 
books,  more  statewide  educational  television 
networks,  greater  participation  of  local  people 
in  the  creative  and  performing  arts,  more 
and  better  refresher  courses  for  professional 
practitioners  in  medicine,  law,  and  engineer- 
ing, and  stepped  up  participation  of  the  people 
in  the  industrial  environment,  and  in  rural 
planning  programs.31 

While  in  no  way  do  I downgrade  the 
proper  concern  of  professional  investigators, 
scholars,  and  teachers  in  their  basic  dis- 
cipline, and  in  fact  hope  that  they  will 
prosper  and  multiply  so  that  they  will  be 
able  to  give  us  better  facts  and  methods  on 
which  to  base  socioeconomic  decisions,  it 
must  be  reasserted  that  we  must  first  feed 
the  hungry  and  make  life  more  livable  to 
make  education,  acculturation,  and  other 
measures  more  effective.  Sen.  Abraham 
Ribicoff,  chairman  of  the  Senate  committee 
on  urban  affairs,  says  that  96  billion  dollars 
have  been  spent  in  the  past  ten  years  on 
slum  clearance,  public  facilities,  and  transit 
systems  without  satisfactory  results. 


Mayor  John  Lindsay  has  been  quoted  as 
saying  that  it  will  require  50  billion  dollars 
over  ten  years  to  make  New  York  City  liv- 
able. Sen.  Hugh  Scott  (Pa.)  and  Rep.  F. 
Bradford  Morse  (Mass.)  have  introduced  a 
bill  to  create  a “National  Commission  on 
Public  Management”  to  study  the  systems- 
management  approach  to  public  problems. 
California  is  now  exploring  various  com- 
puter-based technics  to  studies  of  transpor- 
tation, management,  waste,  crime,  and  in- 
formation control.  “New  York  State  is 
developing  a computer-based  identification 
and  intelligence  system  for  law  enforce- 
ment, and  the  city  is  moving  toward  an  in- 
tegrated computer-based  information  sys- 
tem linking  all  agencies.”32 

I do  not  know  that  these  measures  will 
alter  the  incidence  of  schizophrenia,  nor  is 
there  adequate  information  available  about 
how  this  may  change  those  forms  of  be- 
havior known  as  alcoholism,  delinquency, 
sociopathy,  or  their  prevalence  and  inci- 
dence in  urban  areas  as  compared  to  West- 
chester, Bucks,  or  Fairfield  counties.  The 
universities,  particularly  the  research  and 
scholarly  enterprises,  must  learn  how  to  live 
with  government,  both  local  and  Federal, 
and  with  industry  and  commerce,  so  that 
they  will  not  lose  their  identities  and  proper 
functions  in  the  new  wave  of  social  reform. 
I see  no  reason  why  they  cannot  do  so  in 
spite  of  the  urgent  demands  being  made  on 
them  at  this  time  for  accepting  huge,  un- 
precedented burdens  for  which  they  are  not 
well  prepared,  if  they  show  imagination  and 
flexibility  in  providing  leadership.33-36 
While  it  is  humorous  to  refer  to  “the  routini- 
zationof  charisma,”  since  by  definition  those 
qualities  of  extraordinary  spiritual  power 
attributed  to  persons  or  offices  capable  of 
eliciting  popular  support  in  the  direction  of 
human  affairs  are  quite  uncommon,  we 
must  invent  ways  to  dramatize  such  leader- 
ship when  it  seems  worth  while  to  assist 
young  and  old  alike  to  work  together  with  a 
firm  belief  in  the  task  in  hand.  Large  and 
small  rituals  must  be  created  to  help  in  this 
task  as  guidelines  and  support  when  spirits 
droop  and  energies  flag.  How  to  do  this  as 
Peace  Corps  has  done  without  creating 
monsters  like  Hitler’s  Youth  Movement  is 
a nice  problem.  We  have  spoken  of  the  ad- 
vantages and  dangers  of  the  prolonged 
moratorium  for  many  adolescents.  I would 
stress  the  advantages  and  warn  against  pre- 
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mature  closures.  Some  scholars  like  Man- 
delbaum36  predict  the  real  possibility  of  the 
“passing  of  mass  society”  if  affluence  and 
leisure  with  freedom  for  serious  self-cultiva- 
tion exist. 

We  can  help  parents  and  educators  in 
their  search  for  ways  to  help  the  adolescent 
deal  with  his  intensification  of  sexual,  ag- 
gressive, and  narcissistic  drives;  with  the 
disappointments  keenly  felt  when  his  ideal- 
ism projected  onto  adults  and  peers  make  it 
necessary  to  build  new  defenses;  with  the 
revolt  inspired  by  the  hope  for  better  things 
to  come;  and  with  the  inculcation  of  value 
systems  which  will  make  for  better  human 
beings.37 

Farnsworth38  says 

. . .the  enlargement  of  the  task  of  education 
to  include  the  attainment  of  emotional 
maturity,  supplementing  the  traditional  aim 
of  developing  intellectual  power  is  long  over- 
due. It  would  aid  young  people  in  finding 
their  place  in  life  with  less  incapacitating 
conflict. 

He  outlines  ten  qualities  which  can  be 
taught  by  precept  and  example  from  in- 
fancy to  maturity  which  are  invaluable  for 
life  in  a complex  world.  He  makes  the 
point  that  psychiatrists  have  a real  stake 
here  because  we  should  not  restrict  our  in- 
terest to  the  “end  results  of  man’s  inhuman- 
ity to  man.”  The  U.S.  Office  of  Education 
reports  that  three  out  of  every  ten  persons  in 
United  States  are  in  schools.  They  esti- 
mated that  in  the  fall  of  1966,  there  would  be 
56  million  young  people,  from  six  to  twenty- 
five  years  of  age  in  schools. 28  Past  studies 
show  that  at  least  10  per  cent  of  these  have 
serious  emotional  problems  which  impair 
their  efficiency.  Since  conventional  treat- 
ment is  impossible  because  it  would  mean 
300  or  more  patients  per  psychiatrist,  new 
methods  must  be  found  for  a broad-based 
program. 

Farnsworth,  like  many  others,  including 
Congressmen  who  are  aware  of  the  problem, 
also  points  out  that  we  are  not  using  knowl- 
edge we  now  have.  “For  example,  the 
exact  formula  for  the  Los  Angeles  riots  is 
outlined  in  this  book,  compiled  more  than 
two  years  prior  to  the  event.”39 

The  struggles  of  the  human  race  for 
thousands  of  years  have  been  related  to  the 
task  of  surviving  physical  adversity — espe- 
cially the  adversities  of  disease,  of  bad  weather, 
and  inadequate  food  supply.  As  science 
masters  ignorance,  and  as  technology  facili- 
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tates  our  physical  existence,  we  face  another 
set  of  problems,  for  which  we  are  but  poorly 
prepared  by  tradition  or  experience.  Masters 
as  never  before  over  nature,  we  now  must 
face  the  nature  of  ourselves.  Can  we 
survive  this  physical  prosperity  that  science 
has  brought  us?  Can  we  survive  property 
and  power?  We  have  come  to  know  the 
value  of  loyalty,  honor,  and  generosity. 
We  know  by  experience  that  they  help  us 
through  times  of  adversity.  But  what  can 
we  find  scientifically  to  avail  us  against 
the  corruption,  jealousy,  selfishness,  pride, 
vanity,  and  lust  for  power  that  make  physical 
prosperity  so  desperately  difficult  to  survive? 
Is  there  nothing  that  psychology,  psychiatry, 
mental  hygiene,  and  the  scientific  attitude 
can  offer  in  this  new  task  of  survival?  We 
cannot  dismiss  that  question  by  saying, 
“Oh,  that  is  a matter  for  moralists.”  If 
science  cannot  help  us  to  control  ourselves 
then  scientific  knowledge,  delightful  as  it 
is,  will  prove  hardly  better  than  did  the 
apple  to  Adam  and  Eve  whose  enraptured 
eating  of  it  began  their  exit  from  Paradise. 

Out  of  the  scientific  study  of  the  anatomy 
of  human  relationships,  a study  that  has  at 
last  begun,  there  will  come  a physiology  of 
social  behavior  and  at  long  last,  or  perhaps 
sooner  than  we  expect,  there  will  come  a 
mental  hygiene,  that  we  “may  have  life  and 
have  it  more  abundantly.”  Let  us  turn  to 
these  tasks  with  eager  humility.40 
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Reactor 

Reginald  S.  Lourie,  M.D.,*  Washington, 
D.C.  In  reacting  to  what  we  have  just 
heard  from  Dr.  Brosin,  there  is  only  one 
way  we  can  think  of  such  a scholarly  and 
global  picture  of  what  we  have  been  facing, 
as  we  deal  with  the  whole  problem  of 
adolescents.  Dr.  Brosin  presents  this  prob- 
lem in  a perspective  that  I think  is  unique: 
historical,  present,  future,  and  so  on,  as  well 
as  weaving  it  into  what  we  heard  this  morn- 
ing from  a very  distinguished  and  percep- 
tive group  of  fellow  professionals. 

* President,  U.S.  Joint  Commission  on  Mental  Health  of 
Children;  Director,  Department  of  Psychiatry,  Children’s 
Hospital  and  Hillcrest  Children’s  Center. 


I want  to  react  to  the  whole  subject  that 
we  are  discussing,  as  well  as  to  Dr.  Brosin’s 
report,  and  react  to  it  in  terms  of  the  way  it 
looks  to,  shall  we  say,  a developmental 
psychiatrist. 

We  are  not  really  dealing  with  simple 
adolescent  crises;  we  are  dealing  with 
multiple  levels  of  adolescent  crises.  We 
have  different  levels  of  adolescent  stages. 
In  other  words,  there  are  crises  of  early 
adolescence,  of  middle  adolescence,  and  of 
later  adolescence  (young  adulthood). 
Each  of  them  has  some  specific  earmarks. 
If  we  look  for  the  common  denominators 
such  as  we  have  been  hearing  about  today, 
there  is  one  theme  that  seems  to  run 
through  all  of  the  presentations.  I was 
glad  that  Dr.  Brosin  discussed  it  in  his  talk: 
This  is  the  theme  of  flexibility. 

Flexibility  of  the  human  being  is  a very 
poorly  defined  component  of  the  human 
makeup.  However,  it  is  one  of  the  most 
crucial,  if  we  can  build  it  in  and  preserve 
whatever  flexibility  the  individual  starts  out 
with.  In  other  words,  when  Dr.  Blaine 
takes  about  a double  standard,  we  have  to 
rear  individuals  to  meet  at  least  that  double 
standard  so  they  can  shift  from  one  to 
another.  Unfortunately,  it  is  more  than  a 
double  standard  that  our  adolescents  are 
facing  and  that  we  are  presenting  to  them  in 
the  world  that  we  are  trying  to  prepare  them 
for. 

It  is  a triple,  quadruple,  quintuple  type  of 
standard  that  we  are  offering  them.  And, 
if  they  have  the  flexibility  to  move  from  one 
set  of  standards  to  another,  we  are  build- 
ing in  the  best  kind  of  insurance  that  we  can 
find  for  their  being  able  to  handle  multiple 
crises  at  multiple  levels. 

As  an  example,  a youngster  needs  to  learn 
that  there  is  one  set  of  standards  for  lan- 
guage out  in  the  street,  another  at  home, 
another  in  the  classroom,  and  another  on 
the  school  playground.  When  the  young- 
ster has  the  flexibility  to  be  able  to  shift 
from  one  set  of  standards  to  the  other,  he 
can  handle  the  crises  that  arise.  Or,  as  we 
find  with  many  of  our  adolescents,  they 
seem  to  weather  this  supposed  trouble 
period  of  development  with  relative  ease. 
The  youngster  who  gets  into  trouble  is,  of 
course,  the  one  who  can’t  help  but  translate 
the  language  of  the  streetinto  theclassroom. 

Now,  if  we  multiply  that  example,  we 
begin  to  see  what  we  are  aiming  toward  as 
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we  build  a more  complex  society.  We 
begin  to  see  how  we  have  to  provide  the  op- 
portunity for  an  increased  number  of 
choices,  as  Dr.  Brosin  pointed  out. 

Some  of  these  choices  are  scary.  We 
brought  up  the  whole  question  of  nuclear 
war.  One  way  of  looking  at  it  is  the  way 
Einstein  looked  at  it  when  he  was  presented 
with  the  idea  of  what  was  going  to  happen 
when  the  developing  bomb  would  wipe  out 
the  world,  particularly  the  people  in  it. 
Einstein  shrugged  his  shoulders  and  said, 
“Well,  maybe  that’s  all  to  the  good.  The 
fishes  will  crawl  out  of  the  sea,  take  over  on 
the  land,  and  start  all  over  again.  Maybe 
they’ll  do  it  better.” 

Obviously,  there  are  other  solutions  that 
we  are  looking  for.  We  can  provide  some, 
but  not  all,  of  the  answers  to  these  solutions 
earlier  in  life.  But  we  need  to  be  sure  of 
what  goes  into  the  makeup  of  that  indi- 
vidual before  he  reaches  adolescence. 
When  he  reaches  adolescence  and  is  in  the 
crises,  we  are  fighting  fire,  and  we  need 
every  bit  of  good  fire-fighting  equipment 
that  we  can  find.  At  the  same  time,  it  is 
from  the  happenings  in  these  crises  that  we 
need  to  learn  what  kind  of  fireproofing  will 
be  necessary,  then  we  can  read  back.  In 
other  words,  where  there  is  juvenile  delin- 
quency, psychopathy,  and  so  forth,  we 
should  find  where  the  crimes  were  committed. 

They  were  committed  ten  or  fifteen  years 
earlier  within  the  value  systems  that  were 
brought  into  these  youngsters’  perceptions 
of  the  environment  and  of  the  community 
that  we  are  asking  them  to  adjust  to. 

For  example,  suppose  we  offer  these 
youngsters  only  limited  choices  in  learning 
how  to  get  people  to  move.  If  violence  is 
the  manner  in  which  you  create  such  move- 
ment, then  when  they  are  put  in  this  posi- 
tion as  adolescents,  isn’t  it  quite  logical  to 
expect  that  they  will  use  the  very  limited 
choices  for  creating  movement  that  have 
been  part  of  their  experience?  You  can  see 
what  I mean  by  increased  flexibility  and  in- 
creased number  of  choices.  We  have  to  get 
back  to  the  points  where  these  distortions 
occur. 

Dr.  Brosin  exhorted  us  to  proceed  and 
obtain  more  information  and  at  the  same 
time  states  that  there  exists  a lot  of  knowl- 
edge. This  is  very  true.  For  example, 
one  study  shows  the  mental  capacities  in 
developmental  terms  of  adolescents.  It 


finds  that  the  deprived  adolescent  grows 
up  with  a concreteness  of  thinking,  in  other 
words,  a lack  of  ability  to  think  in  abstract 
terms. 

Where  does  that  come  from?  Well,  we 
begin  to  see  as  we  look  around  our  slum 
neighborhoods  (our  hospital  in  Washington 
is  in  the  middle  of  such  a setting).  We  see 
three-year-olds  who  can  perform  the  shop- 
ping for  bread  and  milk  and  who  can  cross 
the  busy  streets  with  the  milk,  bread,  and 
correct  change.  They  manage  to  get  this 
complicated  job  done  without  disaster, 
except  that  if  you  ask  them  “What  else  was 
in  that  store?”  they  can’t  tell  you. 

In  other  words,  to  be  able  to  carry  out 
this  kind  of  precocious  survival  operation, 
there  is  a course  accomplished  on  the  basis 
of  putting  on  blinders  to  all  kinds  of  other 
components  in  the  environment.  The 
concreteness  of  thinking  becomes  estab- 
lished quite  early,  long  before  it  reaches  the 
point  where  we  have  to  deal  with  it  in 
remedial  terms,  even  in  Headstart  pro- 
grams. The  kind  of  struggle  that  the 
adolescent  faces  very  often  is  “How  can  I 
increase  my  flexibility?” 

We  can  see  adolescence  as  a great  op- 
portunity for  youngsters.  In  develop- 
mental terms,  it  is  maybe  the  third  or 
fourth  opportunity  that  they  have  had  to 
solve  problems  in  the  range  of  development 
up  to  that  point.  Most  of  them  will  find 
the  answers,  particularly  if  we  make  the 
opportunities  available.  Some  of  them  do 
learn  how  to  be  more  flexible,  how  to  think 
abstractly,  and  so  on.  We  do  not  have  to 
be  pessimistic  about  the  fact  that  we  have 
brought  into  adolescence  some  of  these 
concrete-thinking,  violence-oriented  young- 
sters. It  can  be  remedied.  If  it  couldn’t, 
we  wouldn’t  be  in  business.  We  wouldn’t 
be  sitting  around  here  thinking  of  what  else 
we  can  do  in  our  clinics. 

Method.  Now,  in  terms  of  what  we  can 
do,  we  are  under  attack  in  our  traditional 
professional  patterns.  The  sociologists, 
anthropologists,  and  so  forth,  who  until 
recently  had  been  trained  to  think  in  terms 
of  look  and  describe  but  don’t  touch,  have 
gotten  impatient  with  us.  They  say  that 
the  medical  model  isn’t  working;  it  can’t 
reach  enough  people.  They  further  say 
that  we  do  a good  job  within  our  clinic 
walls  and  within  our  hospital  walls,  but 
there  is  much  more  that  needs  to  be  done. 
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We  have  known  all  of  this. 

But,  they  say  “If  you’re  not  going  to  do 
it,  we’ll  do  it.”  They  go  to  the  legislators 
and  exclaim,  “Let’s  abandon  the  old  way. 
Let’s  set  up  new  social  systems  and  new 
social  patterns.”  On  the  one  hand,  the 
legislators  are  listening  and  saying,  “Maybe 
they’re  right.”  Then  they  listen  to  us  and 
say,  “Maybe  our  old  friends  are  right  too.” 
The  legislators  support  both,  and  then  there 
exists  a kind  of  polarity  that  pulls  the  com- 
munity, individuals,  and  others  in  opposite 
directions. 

This  is  a situation  that  we  face  in  the  new 
U.S.  Joint  Commission  on  the  Mental 
Health  of  Children  as  we  try  to  think 
through,  in  relation  to  its  objectives,  the 
areas  it  will  study  and  what  it  will  recom- 
mend. I am  happy  to  report  to  you  that 
we  found  that  by  taking  people  from  the 
two  polarities,  we  could  get  them  to  bring 
their  thinking  together.  In  this  way,  the 
work  of  the  joint  commission  goes  ahead  on 
the  basis  of  dovetailing  our  developmental 
models  with  the  social  action  models. 
This  is  a remarkable  kind  of  juxtaposition 
that  has  taken  place.  I think  it  is  a signal 
of  our  hopes  for  the  future,  in  accommo- 
dating our  old  knowledge  to  the  concepts  of 
social  change,  new  parameters,  and  new 
ways  of  thinking. 

If  we  are  to  take  an  over-all  look  at  this 
field,  I am  reminded  of  a dreary  day  this 
past  summer  when  we  were  sitting  in  the 
London  airport  waiting  to  fly  up  to  the 
International  Child  Psychiatry  Congress. 
It  was  a long  wait  due  to  the  cancelling  of 
planes  and  delaying  of  schedules.  Anna 
Freud  arrived,  also  on  her  way,  and 
brightened  our  day  just  by  commenting 
about  the  activities  around  us  in  the  air- 
port. We  were  admiring  the  rose-cheeked, 
bright-eyed  young  children  who  were 
getting  into  everything.  We  were  deplor- 
ing the  long-haired  teen-agers,  some  of 
them  with  beards,  sloppy  clothes,  and  mini- 
skirts. Miss  Freud  said,  “There  was  a com- 
ment in  our  clinic  that  we  know  what 
makes  them  stupid,  and  it’s  usually  the 
school,  but  who  makes  them  ugly?” 

Is  this  what  we’re  hearing  about  this 
morning — the  ugly  adolescent?  Of  course, 
what  is  it  that  makes  them  ugly?  It  is 
what  happens  earlier.  And,  if  we  look  at 
the  total  spectrum,  it  is  very  interesting  to 


see  how  we  as  adults  generally,  and  in  the 
broader  perspective,  expect  the  adolescents 
to  be  our  informants  about  what  they  are 
having  to  face  in  the  new  complexities  of 
the  world. 

The  other  day  I was  very  interested  to 
hear  the  editor  of  Time  magazine  state  that 
it  is  toward  adolescents  that  the  magazine 
aims  its  advertising  for  automobiles  and 
other  products.  The  reason  is  that  Time 
has  found  that  the  adolescent  is  the  greatest 
factor  in  determining  which  kind  of  car  the 
family  buys.  So,  there  is  a two-way 
operation  functioning  that  we  must  not 
forget  about. 

Dr.  Brosin  raised  the  question  regarding 
the  need  for  greater  ritualization.  I would 
suggest  possibly  that  our  adolescents  are 
doing  this,  although  not  always  in  ways 
that  we  would  like.  However,  they  are 
trying  to  order  their  world,  order  their 
drives,  and  so  forth.  If  we  haven’t  given 
them  the  wherewithal  within  the  family  to 
accomplish  this  in  ways  that  fit  within  the 
standards  and  values  that  we  hold  most 
dear,  I would  suggest  that  they  are  going 
to  have  to  check  out  which  new  values  they 
can  locate. 

Comment.  In  closing,  I might  say  that 
we  should  look  at  this  whole  problem  in 
terms  of  what  the  basic  rights  of  children 
are  to  be  normal.  We  don’t  have  all  of  the 
answers  to  this,  except  that  we  know  that 
it  is  our  obligation  to  meet  those  basic 
rights.  The  crises  that  the  adolescent 
faces  are  part  of  his  trying  to  find  the 
answers  to  his  rights  so  he  can  grow  up  and 
be  as  normal  as  possible.  If  he  can’t  make 
it  or  if  the  discrepancy  between  what  we 
have  given  him  and  what  he  is  facing  is  too 
great,  then  he  can’t  exercise  the  jump.  Or 
his  basic  makeup  may  be  so  different,  so 
rigid,  or  has  become  so  concrete  that  he 
can’t  make  the  jump  between  his  function- 
ing and  what  is  expected  or  toward  what  he 
is  trying  to  reach. 

Of  course  we  are  going  to  have  crises. 
Of  course  we  will  have  to  get  our  fire- 
fighting equipment  out,  polish  it  up,  and 
organize  it  into  better  fire-fighting  equip- 
ment. But,  we  must  always  be  willing  to 
let  the  adolescents  find  out  what  their 
rights  are,  particularly  if  we  haven’t  given 
these  rights  to  them  as  their  heritage  before 
they  reached  the  adolescence  stage. 
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T he  topic  I have  chosen  seems  hardly  ap- 
propriate for  the  occasion.  Howard  Lilien- 
thal,  M.D.,  the  founder  of  our  society,  was 
a pioneer  thoracic  surgeon.  To  speak  on 
the  rheumatoid  lung,  a rather  bizarre  “med- 
ical” disease,  does  not  convey  the  recent  ad- 
vances in  thoracic  surgery,  a field  in  which 
I am  not  qualified,  but  a subject  more  in 
keeping  with  the  memory  of  the  physician 
we  are  honoring  this  evening.  However,  I 
find  some  comfort  in  the  knowledge  that 
Dr.  Lilienthal  was  not  only  an  eminent  sur- 
geon; he  was  also  a discerning  clinician. 
This  is  well  illustrated  in  a statement  of  Dr. 
Lilienthal  which  I had  occasion  to  quote 
twenty  years  ago  and  which  I would  like  to 
repeat.  “Listen — by  this  command  I do 
not  mean  to  stress  the  importance  of  auscul- 
tation and  percussion,  but  to  listen  to  the 
patient  as  you  hear  his  history.”1,2  And 
it  takes  a lot  of  listening  and  probing  before 
one  dares  claim  that  an  otherwise  unex- 
plained pleural  effusion  or  diffuse  pulmo- 
nary infiltrations  or  disseminate  microcys- 
tic  areas  on  a chest  x-ray  film  of  a patient 
with  rheumatoid  arthritis  represent  rheu- 
matoid lungs. 

It  has  been  known  for  many  years  that  a 
relatively  high  incidence  of  pleural,  pericar- 
dial, and  pulmonary  lesions  accompany 
rheumatoid  arthritis.  The  observations 

* Seventeenth  Annual  Howard  Lilienthal  Lecture.  Pre- 
sented at  the  Annual  Dinner  Meeting,  New  York  State 
Chapter  of  the  American  College  of  Chest  Physicians, 
New  York  City,  February  14,  1967. 


were  made  on  the  basis  of  postmortem  stud- 
ies, and  the  findings  were  ascribed  to  sec- 
ondary complications.  The  recognition 
that  such  lesions  may  be  an  integral  part  of 
the  disease  is  a relatively  recent  develop- 
ment. In  1948  Ellman  and  Ball3  drew  at- 
tention to  the  fact  that  rheumatoid  arthritis 
is  not  confined  to  the  locomotor  system  but 
that  the  lungs  and  other  organs  may  be  af- 
fected. These  authors  coined  the  term 
“rheumatoid  disease,”  in  preference  to 
rheumatoid  arthritis. 

My  first  experience  with  pulmonary  le- 
sions in  rheumatoid  disease,  and  the  most 
striking  example  I have  met  to  date,  was  in 
a thirty-year-old  man.  The  patient  was 
under  my  observation  at  the  Montefiore 
Hospital  in  1936  and  again  in  1938.  The 
patient  had  been  previously  treated  for  sus- 
pected tuberculosis,  but  at  no  time  were 
acid-fast  bacilli  recovered  from  the  sputum. 
Over  the  years  he  developed  a crippling  ar- 
thritis. The  pulmonary  lesions  were  in 
keeping  with  progressive  diffuse  fibrosis  and 
cystic  changes.  I did  not  recognize  then 
that  the  pulmonary  lesions  were  part  of  the 
rheumatoid  disease.  The  patient  died  sud- 
denly of  asphyxia  in  spite  of  tracheostomy 
and  other  measures.  At  necropsy  the  lungs 
showed  diffuse  interstitial  fibrosis  and 
honeycombing  with  minute  cysts  and  di- 
lated bronchioles.  The  stroma  was  infil- 
trated with  lymphocytes,  plasma  cells,  and 
eosinophils.  No  acid-fast  bacilli  were 
found.  The  cause  of  death  was  a papilloma 
of  the  larynx,  not  a rare  complication  of 
rheumatoid  disease.  The  deformed  joints 
were  associated  with  characteristic  rheuma- 
toid subcutaneous  nodules.  I was  sufficient- 
ly impressed  at  the  time  with  the  unusual 
findings  that  I subsequently  published 
reproductions  of  the  chest  x-ray  films  and 
photos  of  the  postmortem  findings. 4 

Incidence 

Physicians  practicing  in  arthritis  clinics 
and  dealing  for  the  most  part  with  ad- 
vanced forms  of  the  disease  seldom  recog- 
nize the  pleuro pulmonary  lesions.  Chest 
x-ray  films  are  taken  at  irregular  intervals, 
if  at  all.  The  attending  physician  may  be 
satisfied  with  a report  dictated  by  a radiolo- 
gist who  is  often  in  no  position  to  appreci- 
ate the  roentgen  findings.  The  physical 
condition  of  the  patient  may  be  such  that 
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rheumatoid  arthritis  is  not  confined  to 
the  locomotor  system,  but  the  lungs  and  other 
organs  may  be  affected.  Pleural,  pericardial, 
and  pulmonary  lesions  accompanying  rheu- 
matoid disease  and  seen  on  chest  x-ray  films 
often  indicate  rheumatoid  lungs,  if  other 
evidence  is  absent.  Pleural  effusion  is  the 
most  frequent  manifestation;  the  second  and 
roentgenologically  most  striking  is  diffuse 
interstitial  pulmonary  fibrosis;  the  third 
the  nodular  nonpneumoconiotic  form;  and 
the  fourth,  Caplan’s  syndrome  or  rheuma- 
toid pneumoconiosis.  The  lungs  may  be 
part  of  the  basic  rheumatoid  disease. 


adequate  positioning  for  chest  roentgen- 
ography may  be  difficult.  But  if  the  physi- 
cian is  aware  that  the  lungs  may  be  in- 
volved as  part  of  the  systemic  disease,  the 
interpretation  of  the  chest  x-ray  findings  is 
not  difficult.  At  one  time  diagnostic  lung 
biopsies  were  necessary,  but  they  are  sel- 
dom needed  for  this  purpose  now. 5 

It  is  well  to  bear  in  mind,  however,  that 
not  all  lung  lesions  in  patients  with  rheuma- 
toid disease  are  part  of  the  basic  disturb- 
ance; also  that  joint  and  muscle  pains  are 
prominent  in  systemic  connective  tissue  and 
vascular  diseases,  and  these  may  be  associ- 
ated with  pulmonary  lesions.  It  may  take 
months,  even  years,  before  the  rheumatoid 
stage  evolves  into  a recognizable  multisys- 
tem pattern.  But  in  the  absence  of  evi- 
dence pointing  to  a diffuse  connective-tissue 
disease,  such  as  systemic  lupus  erythemato- 
sus, progressive  systemic  sclerosis,  dermato- 
myositis,  or  one  of  the  more  esoteric  vascu- 
lar diseases,  rheumatoid  disease  is  a defina- 
ble entity,  and  in  such  the  lung  lesions  often 
represent  an  additional  facet  of  the  rheuma- 
toid disease.6 

It  has  been  estimated  that  in  arthritis 
clinics  perhaps  less  than  5 per  cent  of  pa- 
tients show  pleuropulmonary  lesions  in 
keeping  with  the  disease.  However,  if  one 
analyzes  the  material  critically,  it  becomes 
apparent  that  pleuropulmonary  lesions  are 
found  much  more  often  in  arthritic  patients 
with  active  disease  than  in  those  with  inac- 
tive disease  or  in  control  groups.7  Patter- 
son, Harville,  and  Pierce8  found  8 instances 
of  pulmonary  disease  in  702  rheumatoid  ar- 
thritis patients.  I have  seen  at  least  twice 
as  many  among  comparatively  few  such  pa- 
tients. Of  course,  when  such  patients  come 
to  my  attention,  the  symptoms  relating  to 
the  pleuropulmonary  disease  are  more 
pressing,  and  this  explains  the  disparity. 

I will  limit  my  remarks  to  rheumatoid 
lung  disease.  There  are  no  symptoms  or 
signs  pathognomonic  of  the  rheumatoid 
lung.  The  histories  of  many  patients  indi- 
cate pre-existing  hypersensitivity,  but  this 
applies  also  to  other  diffuse  connective-tis- 
sue diseases.  In  the  majority  the  joint 
symptoms  had  been  present  for  months, 
usually  years,  before  the  appearance  of 
pleuropulmonary  lesions.  Occasionally 
symptoms  referable  to  the  lungs  appear  at 
the  time  of  recrudescence  of  the  arthritis 
and,  in  rare  cases,  precede  the  arthritic 


manifestations.  In  the  chronic  stages  of 
rheumatoid  lung  disease,  the  symptoms  and 
physical  signs  are  those  commonly  encoun- 
tered in  fibrosing  and  bronchiectatic  lungs 
irrespective  of  the  cause.  There  is  cough, 
expectoration,  painful  articular  deformities, 
loss  of  weight,  and  often  signs  of  heart 
failure. 

Pleural  effusion 

The  most  frequent  manifestation  of  the 
rheumatoid  lung  is  a pleural  effusion.  The 
incidence  of  rheumatoid  pleurisy  is  quite 
high  in  the  active  stages  of  the  disease,  but 
an  exact  figure  cannot  be  given.  The 
pleurisy  is  often  small,  fleeting,  and  occa- 
sionally bilateral.  It  may  be  indolent,  in 
time  becomes  encysted,  and  even  shows 
lipid  deposition.  Of  a group  of  180  pa- 
tients with  rheumatoid  arthritis  seen  during 
a two-year  period,  Horler  and  Thompson9 
found  9 with  pleural  effusions  for  which  no 
cause  other  than  the  rheumatoid  process 
could  be  discovered.  Two  of  these  also  had 
parenchymatous  lung  lesions.  As  will  be 
apparent  shortly,  the  frequent  presence  of 
pleural  effusion  is  caused  by  the  fact  that 
the  rheumatoid  lesions  favor  the  cortico- 
pleural  layer  of  the  lung. 

The  pleural  effusion  may  precede  the 
painful  joints  or  appear  simultaneously  or 
at  the  time  of  recrudescence  of  the  disease. 
In  most  cases  the  joint  involvement  had 
been  present  for  many  years  before  the  ap- 
pearance of  the  pleural  effusion.10  Pulmo- 
nary infiltrations,  either  transient  or  perma- 
nent, may  accompany  the  pleuritis.  Lung 
biopsies  show  much  more  involvement  than 
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is  discernible  roentgenologically.5  Active 
rheumatoid  pleurisy  may  be  associated  with 
pericarditis.  Sokoloff11  found  evidence  of 
healed  idiopathic  pericarditis  to  be  17  times 
more  common  among  patients  with  rheu- 
matoid arthritis  than  among  other  patients. 
Several  instances  have  been  reported  of  con- 
strictive pleuritis  necessitating  decortica- 
tion. On  histologic  examination  rheuma- 
toid granulomas  were  found  instead  of  a 
suspected  malignant  condition. 

Carr  and  Power12  have  drawn  attention 
to  the  unusually  low  concentration  of  glu- 
cose in  rheumatoid  pleural  effusion  as  com- 
pared with  a simultaneously  drawn  blood 
sample.  These  authors  found  values  as 
low  as  5 to  17  mg.  per  100  ml.  instead  of  the 
expected  half  value  of  the  blood  sample. 
This  phenomenon  is  also  encountered  in 
tuberculous  effusions.  In  the  absence  of 
tuberculosis,  the  finding  of  a low  concentra- 
tion of  glucose  in  pleural  fluid  is  of  diagnos- 
tic value.  Dodson  and  Hollingsworth13 
found  evidence  suggesting  that  perhaps 
rheumatoid  pleurisy  produces  substances 
that  interfere  with  glucose  entering  into  the 
effusion.  Lee  et  aZ.14  reported  the  first  2 
cases  of  rheumatoid  pleural  effusion  in 
which  a high  titer  of  rheumatoid  factor  was 
found.  Ball  and  Whitfield15  and  also 
Berger  and  Seckler16  reported  the  finding  of 
certain  ringlike  inclusion  bodies  (rheuma- 
toid arthritis  cells)  in  the  pleural  fluid  of  pa- 
tients with  rheumatoid  disease  similar  to 
the  inclusion  bodies  demonstrated  by  Hol- 
lander et  al. 17  in  synovial  fluid.  The  nature 
of  these  cells  is  still  to  be  determined. 

Interstitial  pulmonary  fibrosis 

The  second  and  roentgenologically  most 
striking  manifestation  of  the  rheumatoid 
lung  is  diffuse  interstitial  pulmonary  fibro- 
sis. As  in  the  case  of  pleural  effusion,  inter- 
stitial pulmonary  fibrosis  may  precede,  ac- 
company, or  follow  the  appearance  of  the 
rheumatoid  joints.  Because  of  the  fre- 
quent accompaniment  of  bronchiolitis, 
bronchiolectasis,  and  honeycombing  of  the 
lungs  in  the  late  stages,  auscultation  may 
elicit  fine  “cellophane”  rales,  especially  at 
the  lung  bases.  Such  rales  can  often  be 
elicited  in  diffuse  fibrosing  pulmonary  le- 
sions irrespective  of  the  cause,  including 
progressive  systemic  sclerosis,  dermatomy- 
ositis,  and  the  Hamman-Rich  syndrome. 


In  1955  I18  described  diffuse  interstitial  pul- 
monary fibrosis  in  several  patients  with 
rheumatoid  arthritis.  Diagnostic  lung  bi- 
opsies were  done  because  the  lesions  simu- 
lated malignant  condition  or  tuberculosis. 
Histologically  and  roentgenologically  the  le- 
sions were  practically  identical  with  those 
encountered  in  the  chronic  stages  of  the 
Hamman-Rich  syndrome.19  There  was  a 
nonspecific  fibrosis,  nonbacterial,  with 
mononuclear  cell  infiltration.  A similarity 
of  lesions  does  not,  of  course,  prove  a com- 
mon origin  since  the  lungs  possess  limited 
ability  to  react  specifically  to  the  many  irri- 
tants and  infections  to  which  they  are  ex- 
posed. However,  in  some  cases  of  diffuse 
interstitial  pulmonary  fibrosis  of  unknown 
cause  without  coexisting  rheumatoid  ar- 
thritis, serologic  studies  and  the  fact  that 
rheumatoid  manifestations  may  appear 
later  suggest  that  the  lung  lesions  represent 
rheumatoid  disease.  This  view  is  shared 
by  others.20-22 

Nodular  nonpneumoconiotic 
rheumatoid  disease 

This  brings  up  the  third  form  of  pleuro- 
pulmonary  disease,  truly  rheumatoid,  since 
the  lesions  duplicate  histologically  the  sub- 
cutaneous nodule  found  at  rheumatic  joints. 
I have  recently  had  under  observation  a pa- 
tient, a storekeeper,  with  an  onset  of  pro- 
gressive shortness  of  breath.  The  roentgen 
findings  were  in  keeping  with  the  Hamman- 
Rich  syndrome.  The  patient  refused  hos- 
pitalization for  functional  and  other  studies. 
Three  years  later  rheumatoid  arthritis 
developed  for  the  first  time,  and  the  disease 
evolved  into  a crippling  stage.  The  pulmo- 
nary disease  progressed,  the  lungs  sustain- 
ing recurrent  rupture.  After  repeated  at- 
tempts at  deflation  and  decortication,  the 
patient  died.  The  autopsy  showed  nodular 
rheumatoid  pleuropulmonary  lesions  and 
interstitial  pulmonary  fibrosis.  The  nodu- 
lar lesions  were  identical  histologically  with 
the  rheumatoid  nodules  of  subcutaneous 
tissue.  The  interstitial  fibrosis  was  similar 
to  that  of  the  Hamman-Rich  syndrome. 
As  often  happens  with  rarities,  I saw  an- 
other patient  at  approximately  the  same 
time,  a woman  of  seventy  with  nodular 
rheumatoid  pleuropulmonary  disease.  In 
this  patient  also,  the  presence  of  the  rheu- 
matoid nodules  was  confirmed  at  necropsy. 
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In  addition  to  these  2 patients,  I have  found 
38  similar  cases  with  nodular  rheumatoid 
pleuropulmonary  disease  reported  in  the 
literature.23  The  lesions  are  found  chiefly 
in  the  corticopleural  layer  of  the  lung,  the 
nodules  consisting  of  a central  zone  of  de- 
generation or  necrosis,  at  times  showing 
central  ulceration,  an  intermediate  zone  of 
proliferating  cells,  mainly  fibroblasts  ar- 
ranged radially  (palisading),  and  a periph- 
eral zone  of  inflammatory  tissue.  The 
larger  nodules  may  cavitate  and,  since  the 
lesions  are  situated  peripherally,  the  lung 
may  ulcerate  and  rupture  as  in  the  case 
cited. 

Caplan's  syndrome 

Nodular  rheumatoid  lung  disease  is  much 
more  often  found  in  arthritic  coal  miners, 
among  arthritic  patients  exposed  to  sand- 
blasting, and  brass,  iron,  pottery,  and  as- 
bestos workers.  This  combination,  recog- 
nized as  Caplan’s  syndrome  or  rheumatoid 
pneumoconiosis,  is  featured  by  large  nodu- 
lar pulmonary  densities  simulating  meta- 
static neoplasm.24  Cavitations  may  occur 
in  the  larger  masses.  In  some  the  lesions 
in  the  lungs  have  been  found  to  precede  the 
development  of  joint  symptoms.  Most  of 
the  reported  cases,  now  numbering  more 
than  600,  have  been  encountered  on  the 
Continent,  chiefly  in  Great  Britain.  Sur- 
prisingly few  histologically  confirmed  cases 
have  been  reported  in  this  country.  The 
nature  of  the  pulmonary  lesions  in  Caplan’s 
syndrome  is  rather  ill  defined.  Gough, 
Rivers,  and  Seal26  concluded  that  coal 
miners  with  rheumatoid  arthritis  react  ab- 
normally to  the  collagen  produced  in  infec- 
tive pneumoconiosis.  In  the  absence  of 
histologic  confirmation,  there  is  always  the 
possibility  that  one  is  dealing  with  slowly 
evolving  metastatic  lesions  in  a patient  with 
rheumatoid  disease  and  pneumoconiosis.  I 
have  seen  2 such  patients. 

Summary 

The  lungs,  especially  the  pleura,  may  be 
affected  in  rheumatoid  disease  as  part  of  the 
basic  disturbance.  Pleuropulmonary  le- 
sions usually  appear  after  the  development 
of  the  arthritis.  At  times  symptoms  refer- 
able to  the  lungs  and  joints  appear  syn- 
chronously and,  on  rare  occasion,  pleuropul- 


monary manifestations  precede  the  joint 
symptoms.  Pleural  effusions  are  most  fre- 
quent, the  fluid  characteristically  contain- 
ing low  concentrations  of  glucose,  at  times 
high  titers  of  rheumatoid  factor,  and  also 
high  concentrations  of  lactic  acid  dehydro- 
genase. Ringlike  inclusion  bodies  (rheu- 
matoid arthritis  cells)  have  been  demon- 
strated in  the  fluid.  Diffuse  interstitial 
fibrosing  lesions  indistinguishable  from 
those  characterizing  the  Hamman-Rich 
syndrome  are  also  encountered.  There  is 
some  evidence  that  diffuse  interstitial  fibro- 
sis of  undetermined  cause  may  be  rheuma- 
toid even  in  the  absence  of  overt  joint  dis- 
ease. Nodular  lesions  duplicating  the 
histology  of  the  subcutaneous  rheumatoid 
granuloma  have  been  demonstrated  in  a 
sizable  number  of  cases.  Such  nodular  le- 
sions are  much  more  often  encountered  in 
arthritic  patients  exposed  to  dusty  occupa- 
tions. The  diagnosis  of  the  rheumatoid 
lung  depends  primarily  on  recognizing  the 
fact  that  the  lungs  may  be  part  of  the  basic 
disease. 

2021  Grand  Concourse 
The  Bronx,  New  York  10453 
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Health spending  increases, 
physicians’  share  unchanged 

Americans  are  increasing  their  spending  for 
health  care,  reports  the  A.M.A.  News.  But 
they  still  spent  more  for  liquor  and  tobacco 
($21.4  billion)  in  1965  than  for  hospital,  drug, 
and  physicians’  bills  combined  ($19.8  billion). 

Spending  for  health  care  totaled  $28  billion  in 
1965  according  to  figures  of  the  U.S.  Depart- 
ment of  Commerce.  This  is  an  increase  of 
9.5  per  cent  from  the  $25.2  billion  spent  in  1964. 

Hospitals  receive  the  largest  share  of  health- 
care spending — about  30  cents  of  every  dollar. 
The  total  spent  on  hospital  care  in  1965  was 
$8.4  billion. 

Other  portions  of  the  health-care  dollar  were 
divided  among  drugs,  16.4  cents;  dentists,  9.6 
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cents;  health  insurance,  7 cents;  appliances,  4.4 
cents;  and  miscellaneous  expenses,  4.9  cents. 

The  remaining  27.7  cents  goes  to  physicians. 
This  percentage  was  unchanged  from  1964  but 
has  declined  slightly  over  the  years.  Twenty 
years  ago,  physicians  received  about  28  cents  of 
every  health-care  dollar. 

These  expenditures  were  reported  for  health 
care  in  1965:  hospitals,  $8.4  billion;  physicians, 
$6.8  billion;  drugs,  $4.6  billion;  dentists,  $2.7 
billion;  health  insurance,  $2  billion;  appliances, 
$1.1  billion;  and  other  services,  $1.4  billion. 

Health  care  represented  about  6.5  per  cent  of 
personal  spending  in  1965.  Americans  also 
spent  about  19.7  per  cent  of  their  income  on 
food;  9 per  cent  on  clothing,  accessories,  and 
jewelry;  19.1  per  cent  on  care  and  maintenance  ‘ 
of  homes;  2.8  per  cent  on  maintenance  of  other 
possessions;  and  2.5  per  cent  for  transportation 
and  communications. 
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|n  the  past  two  decades  much  work  has 
been  done  to  elucidate  the  pathophysiology 
of  the  abnormal  calcium  metabolism  seen  in 
some  patients  with  sarcoidosis,  particularly 
those  with  evidence  of  renal  involvement. 
The  purpose  of  this  report  is  twofold,  first 
to  report  an  additional  case  of  sarcoidosis 
with  hypercalcemia  and  renal  involvement 
which  responded  very  atypically  to  the 
steroid  suppression  test,  and  second  to  review 
the  cases  of  sarcoidosis  reported  in  the 
English  literature  with  regard  to  (1)  renal 
involvement,  (2)  abnormalities  in  calcium 
metabolism,  (3)  steroid  therapy,  and  (4) 
the  steroid  suppression  test. 

The  60  cases  which  were  reviewed  in- 
cluded those  with  either  definite  clinical 
evidence  of  sarcoidosis  with  azotemia  or 
definite  histologic  evidence  of  sarcoidosis 
with  either  hypercalcemia,  azotemia,  or 
calcific  renal  deposits  demonstrated  by  x- 
ray.1-35  The  frequency  of  occurrence  of 
most  signs  and  symptoms  in  these  patients 
with  renal  involvement  was  similar  to  that 
seen  in  patients  with  generalized  sarcoido- 

* Supported  in  part  by  Grants  AM  07343,  HD  00674,  and 
FR  50  from  the  National  Institutes  of  Health,  Bethesda, 
Maryland. 


sixty  cases  of  sarcoidosis  with  renal  com- 
plications are  reviewed  and  an  additional  case 
reported.  Initial  symptoms  included  weight 
loss,  weakness,  dyspnea,  anorexia,  fatigue, 
cough,  and  polyuria,  with  lung  involvement 
the  most  consistent  manifestation.  The  cases 
are  reviewed  with  regard  to  renal  involvement, 
abnormalities  in  calcium  metabolism,  steroid 
therapy,  and  the  steroid  suppression  test. 
Azotemia,  albuminuria,  hypercalcemia,  hy- 
posthenuria, microscopic  cylindruria,  hema- 
turia, and  pyuria  were  found  almost  consist- 
ently, with  frequent  findings  of  hyperglobu- 
linemia,  nephrolithiasis,  and/or  nephrocal- 
cinosis.  Other  abnormalities  are  noted. 


sis.:,B  Polyuria  was  noted,  however,  in  28 
per  cent  of  the  61  patients  with  renal  in- 
volvement but  was  not  a notable  complaint 
in  those  without  renal  involvement.  For- 
ty-six of  the  60  patients  reviewed  had  hy- 
percalcemia, 9 had  normal  serum  calcium 
concentrations,  and  5 did  not  have  calcium 
values  reported.  The  most  frequent  initial 
symptoms  in  these  60  cases  were  weight 
loss,  weakness,  dyspnea,  anorexia,  fatigue, 
cough,  and  polyuria.  Involvement  of  the 
lung  was  the  most  consistent  manifestation 
present  on  the  initial  examination  in  these 
patients. 

Case  report 

A forty-five-year-old  Puerto  Rican  male  was 
first  examined  in  another  hospital  in  1957  one 
week  after  passage  of  a renal  stone.  An 
intravenous  pyelogram  revealed  prompt  ex- 
cretion of  the  dye  bilaterally  and  right  nephro- 
lithiasis. During  the  following  seven  years 
the  patient  was  admitted  to  a hospital  three 
times  for  complaints  of  right  flank  pain,  hem- 
aturia, andt  he  passage  of  stones  in  his  urine. 
His  blood  pressure  was  normal  during  these 
seven  years.  On  two  occasions  hepatomegaly 
was  noted.  Hemoglobin  was  13.6  to  15.7 
Gm.  per  100  ml.,  erythrocyte  sedimentation  rate 
59  to  99  mm.  per  hour,  white  blood  cell  count 
8,400  to  12,000  per  cubic  millimeter  with  2 to 
20  per  cent  eosinophils;  urine  specific  gravity 
1.002  to  1.010,  trace  to  2 plus  albuminuria, 
intermittent  microscopic  pyuria,  hematuria, 
and  calcium  oxalate  crystalluria;  blood  urea 
nitrogen  17  to  63  mg.  per  100  ml.,  creatinine 
4.9  to  5.1  mg.  per  100  ml.,  total  protein  7.8 
Gm.  per  100  ml.,  albumin  4.2  Gm.  per  100  ml., 
calcium  9 to  11.6  mg.  per  100  ml.,  phosphorus 
3.6  to  5.1  mg.  per  100  ml.,  alkaline  phosphatase 
12.3  to  13  King-Armstrong  units,  and  uric  acid 
6.1  mg.  per  100  ml. 
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Intravenous  pyelography  demonstrated  cal- 
cific densities  within  the  right  and  left  calyceal 
systems,  right  caliectasis,  and  small  calcific 
densities  overlying  the  left  renal  shadow. 
Cystoscopy  revealed  slight  prostatic  enlarge- 
ment and  a small  stone  over  the  trigone. 
Bilateral  retrograde  pyelography  in  1961  sug- 
gested obstruction  at  the  right  ureteropelvic 
junction.  A right  ureterolithotomy  was  per- 
formed, and  two  calculi  were  removed  from  the 
upper  part  of  the  ureter.  Chemical  analysis  of 
the  calculi  was  not  reported.  The  patient’s 
blood  urea  nitrogen  subsequent  to  the  pro- 
cedure decreased  from  62  mg.  to  33  mg.  per  100 
ml. 

He  was  followed  in  the  outpatient  depart- 
ment of  another  hospital  where  he  reported 
passing  renal  stones  on  many  occasions  during 
the  spring  of  1964.  On  May  29,  1964,  the 
following  serum  values  were  noted:  calcium  12 
mg.  per  100  ml.,  phosphorus  3.7  mg.  per  100 

ml. ,  and  alkaline  phosphatase  14.2  King- 
Armstrong  units.  Intravenous  pyelography  in 
June,  1964,  demonstrated  bilateral  nephro- 
calcinosis. 

On  September  9,  1964,  the  patient  was 
admitted  to  the  urology  service  of  the  Bronx 
Municipal  Hospital  Center.  He  complained  of 
nocturia,  dysuria,  polyuria,  and  polydipsia  in 
the  year  and  a half  prior  to  this  admission. 
There  was  no  history  of  weight  loss,  nausea, 
vomiting,  cramps,  or  other  symptoms  referable 
to  the  gastrointestinal  tract,  or  any  history  of 
fever,  chills,  bone  pain,  or  excessive  vitamin  or 
milk  ingestion. 

Additional  history  revealed  that  he  had  been 
admitted  to  a hospital  in  1956  for  hemoptysis 
due  to  pulmonary  tuberculosis.  Sputum  cul- 
tures were  positive  for  acid-fast  bacilli,  and 
chest  x-ray  films  demonstrated  a right  upper 
lobe  infiltration  which  cleared  on  treatment  with 
isoniazid,  para-aminosalicylic  acid,  and  strep- 
tomycin. Subsequent  x-ray  films  have  con- 
tinued to  show  blunting  of  both  costophrenic 
angles,  a right  upper  lobe  fibrotic  infiltrate, 
and  bilateral  hilar  node  calcification.  Recent 
sputum  smears  had  not  shown  acid-fast  bacteria, 
and  hemoptysis  had  not  recurred. 

Physical  examination  revealed  a thin  male 
with  a blood  pressure  of  125/75,  pulse  72  per 
minute  and  regular.  There  was  bilateral 
arcus  senilis,  band  degeneration,  posterior 
synechiae,  and  anterior  capsular  lenticular 
opacities  compatible  with  old  iritis.  The 
breath  sounds  were  diminished  at  both  apices, 
and  there  were  occasional  coarse  basilar  rales 
and  diffuse  wheezes  bilaterally.  The  heart  was 
not  enlarged,  and  there  was  a Grade  II  out  of 
VI  precordial  systolic  murmur.  The  liver  and 
spleen  were  not  palpable,  and  the  prostate  was 
slightly  enlarged  and  smooth. 

The  laboratory  data  were:  white  blood  cell 
count  3,100  to  14,800  per  cubic  millimeter 
with  6 to  9 per  cent  eosinophils,  hematocrit  39 
to  42,  hemoglobin  12.3  to  13.4  Gm.  per  100  ml., 
and  erythrocyte  sedimentation  rate  31  to  87 

mm.  per  hour.  Urinalyses  showed  specific 
gravity  1.004  to  1.015,  0 to  4 plus  glucosuria,  0 


to  3 plus  albuminuria,  intermittent  pyuria,  and 
hematuria.  Total  eosinophils  were  583  per 
cubic  millimeter,  blood  urea  nitrogen  41  to  48 
mg.  per  100  ml.,  serum  calcium  11.6  to  13.16 
mg.  per  100  ml.,  phosphorus  3.7  to  4.2  mg.  per 
100  ml.,  alkaline  phosphatase  3.6  Bodansky 
units,  uric  acid  7 to  7.6  mg.  per  100  ml.,  creati- 
nine 3.6  to  4.5  mg.  per  100  ml.,  bilirubin  0.1 
mg.  per  100  ml.,  thymol  turbidity  10  to  11  units 
(normal  0 to  4),  cephalin  flocculation  3 plus, 
sulfobromophthalein  sodium  retention  6 per 
cent  at  forty-five  minutes,  serum  glutamic 
oxaloacetic  transaminase  34  units,  serum  glu- 
tamic pyruvate  transaminase  10  units  (normal 
up  to  40  units),  and  acid  phosphatase  0.15  to 
0.45  (normal  up  to  0.9  units).  The  serum 
protein  electrophoresis  showed:  total  protein 

9 Gm.  per  100  ml.;  gamma  globulin  30.7, 
beta  globulin  9.7,  alpha-2  globulin  9.3,  alpha-1 
globulin  3.9,  and  albumin  40.4  per  cent.  The 
glucose  tolerance  test  revealed  a fasting  value  of 
100  mg.  per  100  ml.,  a peak  value  of  178  mg. 
per  100  ml.  at  thirty  minutes,  and  116  mg.  per 
100  ml.  at  two  hours.  A Sia’s  test,  examination 
of  the  urine  for  Bence-Jones  protein,  and  urine 
protein  electrophoresis  gave  normal  results. 
The  intermediate  purified  protein  derivative, 
stool  guaiac,  and  sputum  smears  for  acid-fast 
bacillus  all  gave  negative  results.  On  a 500-mg. 
calcium  and  1,100-mg.  phosphorus  diet,  the 
urinary  calcium  excretion  was  100  to  260  mg. 
per  twenty-four  hours,  and  the  urinary  protein 
excretion  was  330  to  910  mg.  per  twenty-four 
hours.  One  of  six  stools  contained  Schistosoma 
ova.  Maximum  urine  osmolarity  was  322 
milliosmols  six  hours  after  the  injection  of  5 
units  of  vasopressin  (Pitressin)  intramuscularly. 
Electrocardiogram  was  RSR  and  PR  0.18 
second,  QRS  0.06  second,  and  T flat  in  I and 
inverted  in  aVl.  Pulmonary  function  tests 
showed:  carbon  dioxide  tension  37  mm.  Hg, 
arterial  oxygen  saturation  90.2  per  cent,  single 
breath  diffusing  capacity  7.2  cc.  per  minute  per 
millimeter  Hg  (normal  26.7  cc.  per  minute  per 
millimeter  Hg),  total  lung  capacity  5.54  L. 
body  temperature,  pressure,  and  saturation 
(normal  5.76  L.),  vital  capacity  2.4  L.  (normal 
4.4  L.),  timed  vital  capacity  80  per  cent  in 
three  minutes  (normal  95  per  cent),  maximal 
midexpiratory  flow  late  0.92  L.  per  second 
(normal  2 to  4 L.  per  second),  and  residual 
volume  per  total  lung  capacity  56  per  cent 
(normal  20  to  40  per  cent).  These  pulmonary 
function  studies  were  interpreted  as  compatible 
with  obstructive  airway  disease  or  sarcoidosis. 

Radiographic  examination  of  the  chest  dem- 
onstrated extensive  bilateral  hilar  node  cal- 
cification, minimal  fibronodular  disease  of  both 
apices,  basilar  parabronchial  inflammatory  dis- 
ease, and  emphysematous  changes.  Tomog- 
raphy failed  to  reveal  enlarged  hilar  nodes. 
Pyelography  showed  nephrocalcinosis,  nephro- 
lithiasis, and  normal  calyceal  systems.  X-ray 
films  of  the  hands  gave  unremarkable  findings, 
and  no  lytic  lesions  were  seen  on  bone  survey. 

A liver  biopsy  specimen  showed  scattered 
hyalinized  granulomas.  A rectal  biopsy  re- 
vealed Schistosoma  ova.  Conjunctival  biopsy, 
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FIGURE  1.  Calcium  balance  studies.  Patient 
placed  on  diet  containing  500  mg.  calcium  and  1,100 
mg.  phosphorus  for  thirty  days.  During  first  ten- 
day  period  control  studies  obtained,  during  second 
ten-day  period  patient  placed  on  prednisone  40  mg. 
a day,  and  last  ten-day  period  used  to  obtain  post- 
treatment data.  Note  characteristic  response  in 
serum  calcium  levels  and  fecal  calcium  excretion 
and  paradoxical  response  in  urinary  calcium  excre- 
tion. 

bone  marrow  aspiration,  and  endobronchial 
biopsy  of  the  right  middle  lobe,  right  upper 
lobe,  and  left  upper  lobe  bronchi  and  carina 
were  unremarkable. 

The  patient  was  placed  on  a diet  contaning  500 
mg.  calcium  and  1,100  mg.  phosphorous  for  thirty 
days  while  calcium  balance  studies  were  per- 
formed. During  the  first  ten  days,  control  studies 
were  obtained.  During  the  second  ten-day  period 
he  was  placed  on  prednisone  40  mg.  a day,  and 
the  final  ten-day  period  was  used  to  obtain  post- 
treatment data.  Calcium  balance  studies  were 
continued  for  about  two  more  weeks  while  the 
patient  was  on  a normal  house  diet  which 
contained  800  to  900  mg.  calcium  and  1,300  to 
1,500  mg.  phosphorus  per  day. 

While  receiving  prednisone  the  serum  calcium 
decreased  from  10.6  to  9.6  mg.  per  100  ml.,  the 
fecal  calcium  excretion  increased  from  160 
to  400  mg.  per  twenty-four  hours,  and  urinary 
calcium  excretion  increased  from  an  average  of 
200  mg.  to  325  mg.  per  twenty-four  hours 
(Fig.  1).  In  the  poststeroid  period  the  serum 
calcium  remained  essentially  normal,  but  the 
urine  calcium  excretion  decreased  to  an  average 
of  170  mg.  per  twenty-four  hours. 

Since  discharge  from  the  hospital  the  patient 
has  been  asymptomatic.  Kveim  tests  per- 


formed with  two  different  antigens  were  positive 
for  sarcoidosis.  Five  months  after  the  ten-day 
course  of  prednisone  therapy  his  blood  urea 
nitrogen  was  46  mg.  per  100  ml.,  the  serum  cal- 
cium 11.1  mg.  per  100  ml.,  and  the  urine  cal- 
cium 171  mg.  per  twenty-four  hours  on  an  un- 
restricted diet. 

Comment.  This  patient  was  seen  with  a 
history  of  pulmonary  tuberculosis,  renal 
colic,  nephrolithiasis,  and  nephrocalcinosis 
and  was  found  to  have  hypercalcemia  and 
azotemia.  The  differential  diagnosis  was 
primarily  between  hyperparathyroidism 
and  sarcoidosis.  It  was  difficult  to  estab- 
lish the  diagnosis  on  the  basis  of  the  clinical 
findings.  The  hilar  adenopathy  and  vis- 
ceromegaly which  are  characteristic  of  sar- 
coidosis were  not  present.  The  band  kera- 
topathy was  compatible  with  a hypercal- 
cemic  state,  and  the  old  uveitis  was  com- 
patible with  either  tuberculosis  or  sarcoido- 
sis. The  pulmonary  infiltrates  could  be  at- 
tributed to  fibrosis  secondary  to  inactive 
tuberculosis,  and  the  pulmonary  function 
tests  were  interpreted  as  compatible  with 
obstructive  airway  disease  and  /or  sarcoido- 
sis. The  hepatic  granulomas,  while  sugges- 
tive of  sarcoidosis,  were  compatible  with 
schistosomiasis  which  he  was  shown  to  have 
by  both  rectal  biopsy  and  stool  examina- 
tion. The  presence  of  azotemia  rendered 
interpretation  of  phosphate  clearance  and 
phosphate  tubular  absorption  tests 
uncertain. 

The  patient  was  therefore  placed  on  a 
calcium  balance  study  during  which  he  was 
given  prednisone  for  ten  days.  As  ex- 
pected in  patients  with  sarcoidosis,  the 
serum  calcium  concentration  decreased  and 
fecal  calcium  excretion  increased.  Unex- 
pectedly, however,  the  urine  calcium  excre- 
tion increased  to  an  average  of  300  mg.  per 
twenty-four  hours  during  the  period  of 
steroid  administration.  The  typical  re- 
sponse to  steroids  in  a hypercalcemic  pa- 
tient with  sarcoidosis  is  a decrease  in  the 
urinary  excretion  of  calcium.  Increases  in 
urinary  calcium  excretion  have  been  noted 
to  occur  transiently  during  steroid  therapy 
in  several  patients  with  sarcoidosis,  with 
and  without  associated  hypercalce- 
mia.220-2626 In  only  1 case,  however,  did 
the  hypercalciuria  persist  for  more  than  a 
ten-day  period  despite  continued  steroid 
therapy.26  The  hypercalciuria  in  that  case 
was  attributed  to  the  earlier  and  concom- 
itant administration  of  calciferol.  In  an- 
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TABLE  I.  Relation  of  hypercalcemia  to  the  oc- 


currence  of  clinical  findings  in 
coidosis* 

patients  with  sar- 

Pa- 

Pa- 

tients 

tients 

With 

Patients 

With- 

No 

With 

out 

Re- 

Hy- 

Hy- 

ported 

percal- 

percal- 

Calcium 

Clinical 

cemia 

cemia 

Values 

Findings 

(47) 

(9) 

(5) 

Azotemia 

40(41) 

6(7) 

4(4) 

Albuminuria 

31(32) 

6(7) 

4(4) 

Hyperglob- 

ulinemia 

28(42) 

6(7) 

3(3) 

Hypercalciuria 

23(26) 

2(2) 

Hyposthenuria 

21(22) 

2(3) 

2(2) 

N ephrocalcinosis 

14(28) 

1(7) 

0(1) 

N ephrolithiasis 

12(22) 

5(7) 

0(1) 

* Numbers  in  parentheses  indicate  total  patients  examined 
for  a particular  finding. 


other  patient  with  normocalcemia,  hyper- 
calciuria  occurred  when  the  cortisone  dose 
was  increased  from  150  to  300  mg.16  The 
explanation  for  this  paradoxical  effect  on 
urinary  calcium  is  not  clear. 

In  the  present  case  the  increased  urinary 
excretion  of  calcium  was  accompanied  by 
slight  elevation  of  the  blood  urea  nitrogen 
which  returned  to  control  levels  after  pred- 
nisone was  discontinued.  It  was  felt  that 
the  decrease  in  serum  calcium  values  and  in- 
creased fecal  calcium  excretion  were  most 
consistent  with  the  pattern  seen  in  sarcoido- 
sis. The  diagnosis  was  later  confirmed  by 
the  positive  Kveim  test  results.  It  re- 
mains possible  that  he  has  concomitant  hy- 
perparathyroidism,3738 but  this  seems  un- 
likely particularly  in  view  of  the  effect  of 
prednisone  on  the  hypercalcemia. 

Clinical  spectrum 

The  most  frequent  initial  symptoms  of 
the  61  cases  (60  from  the  literature  plus  the 
present  case)  of  sarcoidosis  with  renal  in- 
volvement were  nonspecific.  However, 
these  patients  differed  from  other  patients 
with  sarcoidosis  with  respect  to  a higher 
incidence  of  polyuria,  renal  colic,  frequency, 
and  nocturia,  and  a much  lower  incidence  of 
hilar  adenopathy  (28  per  cent  of  the  61  pa- 
tients examined  radiographically).36  Hy- 
pertension was  present  in  9 patients  with 
hypercalcemia  and  in  3 patients  for  whom 
calcium  values  were  not  reported.  It  was 


TABLE  II.  Duration  of  sarcoidosis,  judged  by 
onset  of  symptoms,  prior  to  the  development  of 
renal  disease  or  evidence  of  abnormal  calcium 
metabolism 


Duration  Prior  to  Onset 
of  Renal  Disease  or 
Calcium  Abnormalities 

Number  of 
Patients 

<3  months 

25 

3 to  6 months 

3 

6 to  12  months 

6 

1 to  2 years 

8 

2 to  3 years 

5 

3 to  4 years 

2 

4 to  5 years 

1 

5 to  10  years 

6 

10  to  15  years 

3 

15  or  more  years 

1 

Unknown 

1 

Total 

61 

not  noted  in  any  of  the  patients  without  hy- 
percalcemia. Retinal  exudates  and  hemor- 
rhages were  described  in  4 patients,2123  291 
only  1 of  whom  was  hypertensive.  In  26  of 
the  31  patients  who  had  radiographic  ex- 
aminations of  their  phalanges  no  abnormal 
condition  was  found.  This  is  in  contrast  to 
the  usual  incidence,  15  to  25  per  cent,  of 
bone  involvement  in  sarcoidosis.39  Nega- 
tive radiographic  examination  does  not  pre- 
clude granulomatous  infiltrations  of  bone, 
particularly  marrow  infiltrations,  which  may 
not  be  visualized  on  x-ray  film.24  40 

The  incidence  of  some  of  the  major  lab- 
oratory findings  in  these  61  patients  is  out- 
lined in  Table  I.  Azotemia,  albuminuria, 
hypercalcemia,  hyposthenuria,  microscopic 
cylindruria,  hematuria,  and  pyuria  were 
found  almost  consistently.  Hyperglobu- 
linemia  was  a frequent  finding,  and  nephro- 
lithiasis and/or  nephrocalcinosis  occurred  in 
about  half  of  the  patients.  Renal  calcific 
abnormalities,  hyposthenuria,  and  abnor- 
mal urinary  sediments  were  noted  in  some 
patients  without  hypercalciuria  or  hyper- 
calcemia. 

The  duration  of  the  disease  prior  to  the 
onset  of  renal  involvement,  hypercalcemia, 
and/or  hypercalciuria  was  fairly  short  in 
most  cases  in  this  series  (Table  II).  Twen- 
ty-five patients  were  seen  with  symptoms  of 
less  than  three  months  duration,  and  an- 
other 25  had  symptoms  of  less  than  five 
years  duration.  Two  patients  manifested  a 
fulminant  course  with  the  rapid  develop- 
ment of  hypertension  and  azotemia  within 
two  years  of  their  initial  symptoms.2126 
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There  are  no  long-range  follow-up  studies 
on  the  course  of  the  disease  in  patients  with 
renal  complications.  Nine  of  these  61  pa- 
tients died6  7111518'24'27'29'34;  6 died  of  renal 
insufficiency  within  twenty-eight  months  to 
seven  years  after  the  onset  of  symp- 
toms.6-7-  11-24-27-29 

Comment 

Granulomatous  invasion  of  the  kidney 
has  been  assumed  to  be  the  main  cause  of 
renal  insufficiency  in  sarcoidosis.23  The  re- 
ported pathologic  data  suggest  that  renal 
granulomatous  involvement  is  usually  nei- 
ther massive  nor  extensive.  Mechanical 
impairment  of  renal  function  by  parenchy- 
mal damage  was  suggested  in  a few 
cases. 5-6- 41  The  available  data  are  not  ade- 
quate to  permit  a correlation  between  the 
pathologic  finding  of  renal  granulomas  and 
any  clinical  symptom  or  sign.  Indeed 
granulomas  were  found  incidentally  during 
the  postmortem  examination  of  patients 
with  sarcoidosis  who  had  no  urinary  symp- 
toms.42-47 It  seems  quite  likely  that  renal 
insufficiency  in  sarcoidosis  is  related  prima- 
rily to  the  disturbances  in  calcium 
metabolism. 

Calcium  metabolism 

The  characteristic  abnormalities  of  cal- 
cium metabolism  in  sarcoidosis  are  hyper- 
calcemia, hypercalciuria,  and  decreased 
fecal  calcium  excretion.216  26  48  Dietary 
calcium,  however,  is  an  important  factor  in 
the  magnitude  of  these  abnormalities. 
Fecal  calcium  excretion  usually  increases 
with  an  increased  calcium  intake.216-20  26'48 
Low-calcium  diets  may  induce  some  de- 
crease in  the  hypercalcemia, 2-3-16-22-23-32  with 
an  associated  decrease  in  urinary  calcium 
excretion.2- 16- 20  Reinstitution  of  a normal 
calcium  diet  may  restore  the  hypercalcemia 
and  hypercalciuria,  and  these  may  be  fur- 
ther increased  by  adding  additional  calcium 
to  the  diet. 20 

The  hypercalciuria  may  not  be  attributed 
solely  to  an  increase  in  the  gastrointestinal 
absorption  of  calcium  since  patients  with 
sarcoid  and  hypercalcemia  who  are  given  a 
low-calcium  diet  and  respond  with  a dimi- 
nution in  serum  and  urine  calcium  levels  may 
continue  to  excrete  urinary  calcium  in  ex- 
cess of  their  intake.  2-16-20-26- 48 


The  role  played  by  bone  in  the  genesis  of 
the  abnormalities  in  calcium  metabolism  in 
sarcoidosis  is  not  certain.  It  has  been 
stated  that  “most  patients  with  sarcoidosis 
do  not  develop  demineralization  of  the 
bones  despite  long  continued  hypercal- 
ciuria.”16 Nevertheless,  abnormalities  in 
the  rates  of  bone  formation  and  resorption 
have  been  demonstrated  using  calcium-47.48 
The  entire  subject  of  calcium  metabolism  in 
sarcoidosis  has  been  reviewed  by  Bell,  Gill, 
and  Bartter. 48 

Steroid  therapy 

Glucocorticoid  therapy  has  been  consist- 
ently effective  in  the  correction  of  hyper- 
calcemia2-8-12-14-16-20-26-26-28-30-33-48  -50  and  hy- 
percalciuria2-8-13-16-20'26-28-48-49  and  improve- 
ment or  correction  of  the  azotemia2-6-8-12  - 
14,16.25,28.31,32,49  jn  sarcoidosis.  Improve- 
ment of  urine-concentrating  ability12- 13  28 
and  sediment  abnormalities13-26  has  also 
been  noted.  The  mechanism  of  these  bene- 
ficial effects  may  be  the  reversal  of  the  in- 
creased gastrointestinal  absorption  of  cal- 
cium,2-16-20-26-48  even  in  the  presence  of  vita- 
min D.2-26-48  In  the  presence  of  increased 
dietary  calcium  and  vitamin  D ingestion, 
however,  steroids  may  not  produce  a re- 
versal of  the  hypercalciuria.48  During  ster- 
oid therapy  hypercalcemia  usually  remits 
within  three  days  to  one  month.  Recur- 
rence of  symptoms  may  be  noted  on  discon- 
tinuing or  decreasing  the  dose  of  ster- 
oids.16-25 Initial  therapy  was  most  often 
100  mg.  of  cortisone  with  a maintenance 
dose  of  37.5  mg.  Failure  to  affect  the  hy- 
percalciuria48 or  fecal  calcium  excretion20 
despite  a favorable  effect  on  the  hypercal- 
cemia16 has  been  noted.  In  1 case,  the  pro- 
gressive development  of  renal  granulomas 
was  noted  despite  the  concomitant  success- 
ful treatment  of  hypercalciuria  with  ster- 
oids.20 Low-calcium  diets  may  be  associ- 
ated with  negative  calcium  balance16-20-48 
and  are  thus  not  desirable  for  long-term 
therapy.  Spontaneous  remissions  of  hy- 
percalcemia have  been  reported  to 
occur.  '• 13-31-32 

Differential  diagnosis 

Many  clinical  features  in  sarcoidosis  with 
renal  complications  are  similar  to  those  in 
hyperparathyroidism  with  renal  insuffi- 
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ciency.50  There  are  no  routine  laboratory 
tests  which  help  in  differentiating  between 
hypercalcemia  and  renal  insufficiency  sec- 
ondary to  hyperparathyroidism  and  that 
secondary  to  sarcoidosis.  In  sarcoidosis 
the  serum  phosphorus  is  usually  normal  or 
elevated  as  it  may  be  in  hyperparathyroid- 
ism with  azotemia.  Even  with  a positive 
biopsy  for  sarcoidosis,  the  possibility  of  the 
concomitant  occurrence  of  both  diseases 
exists.37  38  61  Neck  exploration  has  often 
been  performed  to  clarify  the  diagnosis.22 

The  steroid  suppression  test  is  very  useful 
for  differentiating  sarcoidosis,  as  well  as 
several  other  causes  of  hypercalcemia,  from 
hyperparathyroidism.  Whereas  balance 
studies  are  useful  in  following  the  urine  and 
fecal  calcium  excretions,  the  usual  practice 
has  been  to  follow  the  course  of  the  serum 
calcium  concentration  over  a five-  to  seven- 
day  period  while  the  patient  is  given  200  to 
400  mg.  of  cortisone  daily.52  This  regimen 
may  be  inadequate.  Responses  have  oc- 
curred in  some  patients  within  this  period  of 
time,2' 20  31  but  about  two  weeks  or  more  have 
been  necessary  in  other  cases  where  a lower 
dose  of  steroids  was  used.21214'16'20'25'26'28 
The  extent  to  which  the  response  is  dose 
related  is  not  clear  and  requires  further 
study. 

The  steroid  suppression  test  is  quite  use- 
ful since  patients  with  hyperparathyroid- 
ism, who  pose  the  main  problem  in  differ- 
ential diagnosis,  do  not  usually  respond  to 
glucocorticoids.53  -55  In  hyperparathyroid- 
ism serum  calcium  concentrations  usually 
remain  unchanged  or  even  rise  somewhat,51 
and  the  urinary  calcium  changes  are  slight 
and  variable.56  The  fecal  calcium  excretion 
usually  remains  unchanged.  False  positive 
responses  to  steroids  have  been  reported  in 
a few  patients  with  proved  hyperparathy- 
roidism.5157 

Summary 

Sixty  previously  reported  cases  of  sarcoid- 
osis with  renal  complications  have  been  re- 
viewed, and  an  additional  case  is  reported. 
The  clinical  findings  and  course,  the  re- 
sponse to  therapy,  and  the  abnormalities  in 
calcium  metabolism  have  been  discussed. 
The  problem  of  differentiating  the  hyper- 
calcemia of  sarcoidosis  from  that  of  hyper- 
parathyroidism is  noted,  and  attention  is 
directed  to  the  applicability  and  reliability 


of  the  steroid  suppression  test.  In  the  case 
reported  administration  of  steroids  caused  a 
decrease  in  blood  and  fecal  calcium  but  an 
increase  in  urinary  calcium.  The  explana- 
tion for  this  paradoxical  effect  on  urinary 
calcium  is  not  clear. 
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Selection  of  an  antibiotic  for  the  treat- 
ment of  an  infection  is  based  on  a number  of 
determinants,  chief  among  which  is  the 
identity  of  the  etiologic  agent  and  the  com- 
parative effectiveness  of  each  antimicrobial 
against  the  bacterial  species  involved.  The 
choice  is  further  conditioned  by  the  absorp- 
tion and  excretion  characteristics  of  the 
contemplated  drug  or  drugs  in  relation  to 
the  nature  and  site  of  the  infection,  the 
toxic  potential  of  each  prospective  medica- 
tion, and  personal  toleration  or  idiosyn- 
cracy  of  the  patient. 

Because  antibiotic  resistance  patterns  are 
constantly  changing,  frequent  reassessment 
of  the  efficacy  of  each  antibiotic  against 
each  bacterial  species  concerned  in  human 
infections  is  essential  to  ascertain  the  ex- 
tent and  degree  of  this  untoward  develop- 
ment. Pertinent  information  in  this  re- 
gard provides  the  clinician  with  a rational 
basis  for  provisionally  selecting  the  anti- 
microbial or  antimicrobials  most  apt  to 
prove  therapeutically  successful  until  the 
actual  susceptibility  status  of  the  involved 
etiologic  organism  can  be  determined  by 
the  laboratory. 

This  is  a report  of  current  antibiotic  sus- 
ceptibility of  a variety  of  pathogenic  bacte- 


rial species  as  manifested  by  the  proportion 
of  strains  belonging  to  each  species  that  are 
sensitive  or  resistant  to  each  antimicrobial 
agent.  These  data  have  been  derived  from 
results  of  antibiotic  sensitivity  determina- 
tions performed  on  microorganisms  re- 
covered in  1966  in  the  diagnostic  bacteri- 
ology laboratory  of  The  Mount  Sinai  Hos- 
pital from  submitted  clinical  specimens. 
The  analysis  has  been  greatly  facilitated 
and  expedited  by  the  development  and  ini- 
tiation of  an  IBM  punch  card  system  con- 
sisting of  specially  designed  cards  on  which 
antibiotic  susceptibility  results  performed 
on  each  microorganism  have  been  entered.1 
All  cards  were  subjected  to  a computer  at 
the  end  of  the  year,  and  the  findings  ob- 
tained form  the  basis  for  this  report. 

Antibiotic  sensitivity  method 

The  method  employed  to  test  antibiotic 
susceptibility  is  a modified  two-tube  dilu- 
tion method  for  each  antibiotic.2  Test 
concentration  contained  in  the  first  tube 
was  equivalent  to  the  blood  level  achieved 
with  a particular  agent  after  administration 
of  average  therapeutic  doses  and  that  of  the 
second  tube  with  massive  doses.  Since 
these  test  criteria  correspond  to  existent 
body  conditions,  good  correlation  between 
the  laboratory  findings  and  achieved  thera- 
peutic effect  should  ensue. 

Test  concentrations  for  each  antibiotic 
per  milliliter  in  tubes  1 and  2 respectively 
were:  penicillin  1 and  10  units  and  erythro- 
mycin 1 and  2;  tetracycline  2 and  4;  poly- 
myxin B 2 and  5;  lin corny cin  hydrochloride 
monohydrate  2 and  10;  ampicillin,  sodium 
oxacillin,  and  sodium  methicillin  5 and  10; 
novobiocin  and  vancomycin  hydrochloride 
5 and  15;  chloramphenicol  and  sodium 
cephalothin  7.5  and  15;  neomycin  sulfate 
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TABLE  I.  Antimicrobial  susceptibility  of  gram-positive  pathogenic  microorganisms  isolated  in  1966 


Antibiotic 

and 

Susceptibility 

Staph. 

aureus 

Staph. 

albus 

Str. 

faecalis 

(entero- 

coccus) 

Beta- 

homolytic 

strepto- 

coccus 

Str. 

viridans 

Diplo- 

coccus 

pneu- 

moniae 

(Pneumo- 

coccus) 

Clos- 

tridium 

per- 

fringens 

(B. 

welchii) 

Ampicillin 

Total 

Sensitive 

60 

30 

220 

190 

Moderately 

sensitive 

5 

10 

Per  cent  sus- 
ceptible 

58.3 

90.9 

Cephalothin 

Total 

759 

46 

230 

24 

82 

102 

Sensitive 

693 

42 

50 

23 

80 

100 

Moderately 

sensitive 

48 

4 

40 

1 

2 

4 

Per  cent  sus- 
ceptible 

97.6 

100 

39.1 

100 

100 

100 

Chloramphenicol 

Total 

1,512 

48 

796 

376 

153 

250 

32 

Sensitive 

1,152 

40 

588 

370 

147 

244 

31 

Moderately 

sensitive 

244 

2 

34 

3 

3 

3 

1 

Per  cent  sus- 
ceptible 

92.3 

87.5 

78.1 

99.2 

98 

98.8 

100 

Erythromycin 

Total 

1,514 

46 

794 

376 

147 

214 

Sensitive 

1,270 

36 

506 

365 

132 

210 

Moderately 

sensitive 

22 

4 

34 

3 

3 

2 

Per  cent  sus- 
ceptible 

85.3 

87 

68 

97.9 

91.8 

99.1 

Lincomycin 

Total 

1,506 

46 

73 

26 

11 

20 

Sensitive 

1,350 

40 

0 

24 

11 

19 

Moderately 

sensitive 

44 

2 

2 

1 

1 

Per  cent  sus- 
ceptible 

92.6 

91.3 

2.7 

96.2 

100 

100 

Neomycin 

Total 

205 

40 

32 

Sensitive 

190 

18 

5 

Moderately 

sensitive 

10 

12 

Per  cent  sus- 
ceptible 

97.5 

75 

15.6 

Novobiocin 

Total 

757 

44 

796 

254 

72 

84 

Sensitive 

685 

42 

146 

231 

60 

84 

Moderately 

sensitive 

36 

330 

2 

3 

Per  cent  sus- 
ceptible 

95.2 

95 . 5 

59.8 

91.7 

87.5 

100 

Penicillin 

Total 

1,514 

46 

794 

391 

147 

254 

31 

Sensitive 

376 

24 

118 

364 

123 

250 

23 

Moderately 

sensitive 

538 

8 

562 

23 

21 

1 

2 

Per  cent  sus- 
ceptible 

60.4 

69.6 

85.6 

99 

98 

98.8 

80.6 

(i continued ) 
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TABLE  I.  continued 


Antibiotic 

and 

Susceptibility 

Staph. 

aureus 

Staph. 

albus 

Str. 

faecalis 

(entero- 

coccus) 

Beta- 

hemolytic 

strepto- 

coccus 

Str. 

viridans 

Diplo- 

coccus 

pneu- 

moniae 

(Pneumo- 

coccus) 

Clos- 

tridium 

per- 

fringens 

(B. 

welchii) 

Oxacillin 

Total 

1,518 

46 

32 

Sensitive 

1,452 

44 

0 

Moderately 

sensitive 

24 

0 

Per  cent  sus- 
ceptible 

97.2 

95.7 

0 

Methicillin 

Total 

170 

Sensitive 
Moderately 
sensitive 
Per  cent  sus- 
ceptible 
Streptomycin 
Total 
Sensitive 
Moderately 
sensitive 
Per  cent  sus- 
ceptible 

150 

15 

97.1 

70 

50 

71.4 

72 

16 

8 

33.3 

Tetracycline 

Total 

1,518 

46 

798 

390 

153 

260 

32 

Sensitive 

916 

22 

154 

241 

90 

200 

13 

Moderately 

sensitive 

178 

4 

80 

9 

3 

Per  cent  sus- 
ceptible 

72.1 

56.5 

29.3 

64.1 

58.8 

76.9 

50 

Vancomycin 

Total 

205 

78 

45 

64 

18 

Sensitive 

200 

60 

41 

62 

18 

Moderately 

sensitive 

6 

2 

2 

Per  cent  sus- 
ceptible 

97.6 

84.6 

95.6 

100 

100 

Sulfonamide 

Total 

150 

168 

141 

32 

Sensitive 

50 

18 

15 

22 

Moderately 

sensitive 

2 

Per  cent  sus- 
ceptible 

33.3 

10.7 

10.6 

75 

and  streptomycin  10  and 

20;  and 

sulfon- 

biotic,  the 

numbers 

found  sensitive  and 

amide  100  and  250  micrograms. 

Results 

Findings  observed  with  the  various  gram- 
positive and  gram-negative  pathogenic  bac- 
terial species  tested  are  included  in  Tables  I 


moderately  sensitive,  and  the  percentage  of 
susceptible  strains.  With  respect  to  the 
latter,  sensitive  or  moderately  sensitive 
strains  were  considered  as  susceptible  since 
they  were  inhibited  by  therapeutically  at- 
tainable concentrations  of  the  antibiotic  un- 
der test. 


and  II.  Contained  in  the  tables  are  the 
total  number  of  strains  belonging  to  each 
species  that  were  tested  against  each  anti- 


It  may  be  noted  that  no  data  concerned 
with  colistin  (Coly-mycin),  kanamycin  sul- 
fate, and  oleandomycin  phosphate  have 
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TABLE  II.  Antimicrobial  susceptibility  of  gram-negative  pathogenic  microorganisms  isolated  in  1966 


Antibiotic  and 
Susceptibility 

E.  Coli 

Para- 

colon 

bacillus 

A. 

aerogenes 

Indole 

positive 

B. 

proteus 

Ps.  aeru- 
ginosa 
(B.  pyo- 
cyaneus 

Proteus 

mirab- 

ilis 

Salmo- 

nella 

species 

Shi- 

gella 

species 

Hemo- 

philus 

influ- 

enzae 

Ampicillin 

Total 

186 

172 

50 

48 

22 

42 

23 

42 

Sensitive 

60 

16 

34 

0 

11 

28 

13 

27 

Moderately  sensitive 

36 

16 

6 

0 

8 

5 

3 

Per  cent  susceptible 

51  6 

18  6 

80 

0 

50 

85.7 

78.3 

71.4 

Cephalothin 

Total 

256 

204 

46 

48 

25 

Sensitive 

24 

20 

12 

2 

5 

Moderately  sensitive 

104 

40 

12 

2 

15 

Per  cent  susceptible 

50 

29  4 

52.2 

8.3 

80 

Chloramphenicol 

Total 

998 

24 

1,166 

620 

796 

64 

44 

23 

47 

Sensitive 

768 

18 

308 

274 

38 

28 

39 

18 

43 

Moderately  sensitive 

40 

3 

148 

182 

30 

19 

1 

3 

1 

Per  cent  susceptible 

81 

87.5 

39.1 

73.5 

8.5 

73.4 

90.9 

91.3 

93.6 

Neomycin 

Total 

1 ,002 

24 

1,164 

616 

776 

64 

43 

23 

Sensitive 

872 

21 

816 

528 

616 

52 

39 

22 

Moderately  sensitive 

32 

2 

52 

40 

88 

7 

3 

Per  cent  susceptible 

90.2 

95.8 

74.6 

92.2 

90  7 

92  2 

97.7 

95.7 

Polymyxin 

Total 

996 

24 

1,156 

110 

792 

64 

Sensitive 

674 

16 

598 

2 

462 

0 

Moderately  sensitive 

120 

5 

198 

6 

180 

0 

Per  cent  susceptible 

79.7 

87.5 

68.9 

7.3 

81 . 1 

0 

Penicillin 

Total 

47 

Sensitive 

15 

Moderately  sensitive 

14 

Per  cent  susceptible 

61.7 

Streptomycin 

Total 

1,000 

24 

1,158 

612 

794 

64 

43 

23 

47 

Sensitive 

620 

17 

606 

452 

158 

50 

11 

12 

40 

Moderately  sensitive 

36 

2 

54 

24 

334 

8 

15 

1 

3 

Per  cent  susceptible 

65.6 

79.2 

57 

77.8 

62 

90.6 

60.5 

56.5 

91.5 

Tetracycline 

Total 

1 ,000 

24 

1,166 

614 

746 

64 

43 

23 

47 

Sensitive 

100 

1 

54 

20 

12 

2 

1 

3 

35 

Moderately  sensitive 

252 

9 

134 

16 

14 

19 

5 

3 

Per  cent  susceptible 

35.2 

41.7 

16.1 

5.9 

3.5 

3.1 

46.5 

34,8 

80.9 

Sulfonamide 

Total 

188 

135 

24 

23 

Sensitive 

79 

15 

8 

1 

Moderately  sensitive 

22 

1 

Per  cent  susceptible 

52.7 

11.1 

33.3 

8.7 

Erythromycin 

Total 

47 

Sensitive 

71 

Moderately  sensitive 

11 

Per  cent  susceptible 

46.8 

been  included.  This  is  because  only  a 
small  statistically  insignificant  number  of 
strains  were  tested  against  these  antimicro- 
bials. However,  a high  degree  of  cross  re- 
activity exists  between  colistin  and  poly- 
myxin B,  kanamycin  and  neomycin,  and 
between  oleandomycin  and  erythromycin 
to  the  extent  that  a strain  sensitive  or  resist- 
ant to  one  is  usually  similarly  sensitive  or 
resistant  to  the  other.  Antibacterial  activ- 
ity of  any  of  these  untested  antibiotics  can 
therefore  be  deduced  from  the  results  ob- 
tained with  the  particular  counterpart  of 
each. 

Considering  gram-positive  bacterial  spe- 
cies, Staphylococcus  aureus  strains  were 
susceptible  to  a wide  variety  of  antimicro- 


bial agents  and  to  a very  high  degree  to 
many  (Table  I).  Well  over  90  per  cent 
were  susceptible  to  cephalothin,  vancomy- 
cin, neomycin,  oxacillin,  novobiocin,  linco- 
mycin,  and  chloramphenicol  in  descending 
order.  Erythromycin  inhibited  85.3  per 
cent  of  these  strains,  tetracycline  and  strep- 
tomycin 72.1  and  71.4  per  cent  respectively, 
and  penicillin  and  ampicillin  were  active 
against  approximately  60  per  cent  of  the 
staphylococci  tested.  Sulfonamide,  how- 
ever, was  effective  against  only  33.3  per 
cent.  Antibiotic  susceptibilities  of  the 
Staphylococcus  albus  strains  were  essen- 
tially similar  to  those  noted  for  Staph, 
aureus. 

The  situation  with  respect  to  Streptococ- 
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FIGURE  1.  Comparative  effectiveness  of  different  antimicrobial  agents  against  Escherichia  coli,  Strepto- 
coccus faecalis,  Staphylococcus  aureus,  Aerobacter  aerogenes,  B.  proteus,  and  Pseudomonas  aeruginosa 
in  1966. 


cus  faecalis  was  found  to  be  less  safactis- 
tory.  Although  90.9  per  cent  were  suscep- 
tible to  ampicillin,  85.6  per  cent  to  penicillin 
(14.9  per  cent  sensitive,  70.7  per  cent 
moderately  sensitive),  and  84.6  per  cent  to 
vancomycin,  only  three  quarters  to  about 
one  half  of  these  enterococci  were  suscepti- 
ble to  chloramphenicol,  neomycin,  erythro- 
mycin, and  novobiocin  and  about  40  to  30 
per  cent  to  cephalothin,  streptomycin,  and 
tetracycline.  Lincomycin  and  oxacillin, 
despite  their  high  degree  of  effectiveness 
against  staphylococci,  were  almost  com- 
pletely inactive  against  Str.  faecalis. 

Beta-hemolytic  streptococcus,  Strepto- 
coccus viridans,  and  Diplococcus  pneu- 
moniae strains  were  highly  susceptible  to  all 
antibiotics  tested  with  the  exception  of 
tetracycline  and  sulfonamide.  The  status 


of  tetracycline,  in  view  of  its  widespread 
clinical  usage,  is  of  particular  interest. 
Only  between  60  to  75  per  cent  of  these  im- 
portant pathogens  are  now  susceptible  to  its 
action  as  contrasted  with  their  former  al- 
most universal  susceptibility  to  this  thera- 
peutic agent. 

All  strains  of  Clostridium  perfringens 
proved  susceptible  to  chloramphenicol  as 
were  80.6  per  cent  to  penicillin,  but  only  50 
per  cent  and  15.6  per  cent  were  inhibited  by 
tetracycline  and  neomycin,  respectively. 

As  for  the  gram-negative  pathogenic  bac- 
teria between  90  to  80  per  cent  of  Esche- 
richia coli  strains  were  susceptible  to  neomy- 
cin, chloramphenicol,  and  polymyxin  B; 
65.6  per  cent  to  streptomycin;  approxi- 
mately 50  per  cent  to  sulfonamide,  ampi- 
cillin, and  cephalothin;  and  only  35.2  per 
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cent  to  tetracycline  (Table  II).  A similar 
spectrum  and  range  of  antibiotic  activity 
was  observed  with  paracolon  bacillus. 

Aerobacter  aerogenes  strains  were  found 
much  more  antibiotic-resistant  than  E.  coli. 
About  three  fourths  of  the  strains  in  the 
former  category  were  susceptible  to  neomy- 
cin and  polymyxin  B,  57  per  cent  to  strep- 
tomycin, but  only  39.1  per  cent  were  inhib- 
ited by  chloramphenicol,  29.4  per  cent  by 
cephalothin,  and  less  than  20  per  cent  by 
ampicillin,  tetracycline,  and  sulfonamide. 

Antibiotic  susceptibilities  of  the  indole- 
positive Bacillus  proteus  and  Proteus 
mirabilis  strains  were  essentially  similar. 
Neomycin  proved  most  active  (92.2  per 
cent);  80  to  73.5  per  cent  were  inhibited  by 
ampicillin  (P.  mirabilis  50  per  cent),  strep- 
tomycin, and  chloramphenicol;  and  52.2 
per  cent  (P.  mirabilis  80  per  cent)  by 
cephalothin.  Polymyxin  B (7.3  per  cent) 
and  tetracycline  (5.9  per  cent)  were  essen- 
tially ineffectual  against  isolates  of  B. 
proteus. 

The  high  degree  of  antibiotic  resistance 
exhibited  by  Pseudomonas  aeruginosa  is 
evident.  Although  90.7  and  81.8  per  cent 
of  these  strains  were  inhibited  by  neomycin 
and  polymyxin  B,  respectively  and  62  per 
cent  by  streptomycin,  only  about  8.5  per 
cent  were  susceptible  to  chloramphenicol 
and  cephalothin,  3.5  per  cent  to  tetracy- 
cline, and  none  to  ampicillin. 

Salmonella  and  Shigella  strains  were 
relatively  susceptible  to  both  neomycin  and 


Metabolic  acidosis 

The  development  of  significant  metabolic 
acidosis  in  4 out  of  12  asthmatic  children  during 
exercise,  but  none  on  18  controls,  is  reported  in 
a recent  issue  of  Journal  of  the  Kentucky  State 
Medical  Association  by  P.H.  Beaudry  et  al. 


chloramphenicol  (over  90  per  cent).  Sus- 
ceptibility of  these  enteric  pathogens  to 
ampicillin  ranged  around  80  per  cent,  to 
streptomycin  60  per  cent,  and  to  tetracy- 
cline about  40  per  cent.  Only  8.7  per  cent 
of  the  Shigella  strains  proved  susceptible  to 
sulfonamide  in  vitro  despite  the  reputed 
clinical  effectiveness  of  this  medication. 

Chloramphenicol  was  most  active  against 
Hemophilus  influenzae  (93.6  per  cent),  fol- 
lowed by  streptomycin  (91.5  per  cent), 
tetracycline  (80.9  per  cent),  and  ampicillin 
(71.4  per  cent).  Sixty-one  per  cent  were 
susceptible  to  penicillin  (about  evenly  di- 
vided between  sensitive  and  moderately 
sensitive  strains)  and  46.8  per  cent  to 
erythromycin. 

The  relative  effectiveness  of  each  of  the 
antibiotics  against  the  6 bacterial  species 
most  commonly  involved  in  human  infec- 
tions, namely  Staph,  aureus,  Str.  faecalis, 
E.  coli,  A.  aerogenes,  B.  proteus,  and  Ps. 
aeruginosa  is  presented  graphically  (Fig.  1). 
Reference  to  this  graph  should  provide  a 
convenient  guide  for  the  selection  of  an 
antibiotic  or  antibiotics  with  the  greatest 
probability  potential  against  infections 
caused  by  each  of  these  species. 
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Since  the  arterialized  capillary  partial  pressure 
of  carbon  dioxide  remained  normal  while  the 
respiratory  exchange  ratio  rose,  the  genesis  of 
this  acidosis  is  not  obvious. 

The  mean  forced  expiratory  volume  was  sig- 
nificantly lower  and  the  mean  dead  space  sig- 
nificantly greater  at  rest  and  during  exercise  in 
the  asthmatic  patient  group  than  in  the  control 
group. 
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Mediastinal  Tuberculosis 
Simulating  Esophageal  Tumor 


Case  history 

Six  months  before  his  first  admission, 
the  patient,  a forty-six  year-old  Puerto 
Rican  male,  had  migratory  shoulder  girdle 
pain  which  subsided  after  two  months.  For 
three  months  he  had  increasing  difficulty  in 
swallowing.  For  one  month  he  regurgi- 
tated a small  amount  of  all  his  feedings  and 
could  prevent  this  only  by  taking  small, 
frequent  feedings.  However,  he  could  take 
fluid  with  no  difficulty. 

For  two  months  he  had  an  aching,  dull 
pain  beneath  the  lower  sternum  which  ex- 
tended to  the  mid-dorsal  area  of  the  spine. 
His  appetite  became  poor,  and  he  had  lost 
20  pounds  in  weight  during  the  six-month 
period.  There  had  been  no  hematemesis, 
tarry  stools,  or  cough.  He  was  admitted 
because  of  a filling  defect  of  the  esophagus, 
found  during  a gastrointestinal  x-ray  exam- 
ination. 

Past  history  and  family  history  were  non- 
contributory. His  physical  examination 
was  within  normal  limits  except  for  evi- 
dence of  weight  loss.  The  only  significant 
laboratory  finding  was  a hemoglobin  of 
12.7  Gm.  A tuberculin  test  gave  negative 
results. 

An  esophagoscopy  was  performed.  In 
the  middle  third  of  the  esophagus  there  was 
a raised  area  posteriorly.  A biopsy  was 
taken  which  revealed  no  neoplasm.  Twelve 


FIGURE  1.  Teleroentgenogram  of  chest  shows 
poor  inspiratory  effort  with  a high  position  of  the 
diaphragm.  No  evidence  of  active  pulmonary  dis- 
ease, but  fullness  of  superior  mediastinum. 

days  later  an  exploratory  thoracotomy  was 
performed. 

Radiologic  discussion 

Nathaniel  Finby,  M.D.:  The  admis- 

sion chest  roentgenogram  showed  no  evi- 
dence of  abnormality  except  for  slight 
fullness  of  the  superior  mediastinal  shadow 
(Fig.  1).  No  parenchymal  pulmonary 
disease  or  mediastinal  lymphadenopathy 
was  recognized.  The  patient  was  unable 
to  take  a deep  breath,  and  the  high  position 
of  the  diaphragm  was  thought  to  contribute 
to  the  fullness  of  the  mediastinum.  There 
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FIGURE  2.  Roentgenograms.  (A)  Lateral  and  (B)  left  posterior  oblique  projections  of  esophagus  show  area 
of  abnormality  at  junction  of  proximal  and  middle  thirds  of  esophagus.  There  appears  to  be  filling  defect 
as  well  as  diverticulum  or  ulcer  formation  in  this  area.  Mucosa  appeared  distorted.  Cineradiographic 
study  confirmed  these  findings  and  showed  incomplete  obstruction  in  area  of  disease. 


was  no  evidence  of  tracheal  deviation,  and 
the  bony  structures  appeared  intact. 

Examination  of  the  upper  gastroin- 
testinal tract  showed  a persistent  irregu- 
larity along  the  right  posterior  margin  of 
the  proximal  third  of  the  esophagus  (Fig. 
2).  There  was  a filling  defect  within  the 
esophagus  with  irregular  margins  as  well  as 
a diverticulum-like  outpouching  of  the 
esophagus  which  persisted  throughout  the 
examination.  The  stomach,  duodenum, 
and  visualized  portions  of  the  small  intes- 
tine were  of  normal  appearance. 

Cineradiographic  study  of  the  esophagus 
confirmed  the  abnormality  at  the  junction 
of  the  proximal  and  the  middle  third  of  the 
esophagus.  At  the  time  of  cineradio- 
graphic study  there  was  some  narrowing  in 
this  region  associated  with  incomplete 
obstruction  to  the  flow  of  barium.  The 
radiologic  impression  was  carcinoma  of  the 
esophagus. 

Surgical  discussion 

John  P.  West,  M.D.:  A mass  involved 
the  middle  third  of  the  esophagus.  The 


mass  was  composed  of  densely  adherent, 
enlarged  lymph  nodes  which  were  firmly 
attached  to  the  esophageal  wall  which  was 
greatly  thickened  in  this  area.  Although 
no  carcinoma  was  found  on  frozen  section, 
we  could  not  be  certain  that  there  was  not  a 
carcinoma  arising  from  the  esophageal 
mucosa.  Therefore,  the  esophagus  was 
opened.  The  mucosa  appeared  normal. 
Some  of  the  lymph  nodes  and  a full  thick- 
ness of  the  esophageal  wall  were  removed. 

Course.  The  patient  recovered  well 
from  his  surgery,  until  the  fourteenth  day 
after  operation,  although  he  continued  to 
have  difficulty  with  swallowing.  Roent- 
genographic  study  of  the  esophagus  at  this 
time  revealed  a small  tract  arising  from  the 
right  posterior  wall  of  the  esophagus  and 
extending  a short  distance  into  adjacent 
tissue.  The  esophagus  was  displaced  by  an 
extrinsic  mass,  presumably  a local  inflam- 
matory reaction.  Further  x-ray  studies 
revealed  a widening  of  the  mediastinum 
and  evidence  of  inflammatory  disease  in 
the  right  upper  lobe,  presumably  caused  by 
the  esophageal  sinus.  The  disease,  how- 
ever, did  not  progress,  and  the  patient  was 
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(discharged  to  be  followed  in  the  outpatient 
(department.  During  his  last  two  weeks  in 
the  hospital,  the  patient  had  a productive 
cough. 

The  patient  was  seen  frequently  as  an 
outpatient  because  his  wound  continued  to 
drain.  He  was  readmitted  to  the  hospital 
for  debridement  of  the  draining  wound  two 
and  one-half  months  after  his  discharge. 
During  this  hospitalization,  a culture  of  his 
sputum,  obtained  during  his  visits  as  an 
outpatient,  was  reported  as  positive  for 
mycobacterium  tuberculosis.  The  tissue 
debrided  from  the  chest  wound  was  charac- 
terized by  granulomatous  inflammation, 
but  no  organisms  were  demonstrable  in  it. 

Result.  Because  of  the  culture  report 
the  patient  was  transferred  to  Triboro  Hos- 
pital where  he  remained  from  June  29, 
1962,  until  February  6,  1963.  His  tuber- 
culosis was  considered  arrested  at  the  time 
of  his  discharge,  and  he  was  followed  until 
September,  1966,  at  the  Manhattanville 
Clinic.  No  further  organisms  were  re- 
covered, and  the  patient  is  now  living  in 
Puerto  Rico. 

Pathologic  discussion 

Charles  F.  Begg,  M.D.:  The  lymph 
nodes  removed  during  his  first  operation 
had  evidence  of  chronic  inflammation  but 
no  granulomatous  areas.  The  esophageal 
biopsy  was  characterized  by  chronic  in- 
flammatory changes,  again  with  no  evi- 
dence of  granulomas.  The  curettings  from 
the  wound  during  the  second  hospital  ad- 
mission were  composed  of  granulation 
tissue  in  which  there  were  many  non- 
caseating  granulomas  and  some  with  casea- 
tion. 

Comment 

Dr.  Finby:  It  is  a well-established 

aphorism  in  diagnostic  radiology  that  true 
dysphagia  is  usually  associated  with  an 
organic  lesion.  This  is  particularly  true 
in  men,  especially  when  the  dysphagia  has 
its  onset  with  solid  foods  and  is  progressive. 
Roentgen  study  of  the  esophagus  in  such  a 
patient  should  not  be  terminated  until 
every  effort  has  been  made  to  document  the 
lesion.  Cineradiography  has  been  ex~ 
temely  helpful  for  problem  cases. 


True  dysphagia  in  a forty-six-year-old 
man  could  be  due  to  intrinsic  or  extrinsic 
disease,  but  the  most  common  findings  are 
esophagitis,  usually  related  to  a hiatus 
hernia,  or  neoplasm,  usually  carcinoma 
that  is  primary  in  the  esophagus  or 
stomach. 

Mediastinal  tuberculosis  is  usually  seen 
roentgenographically  in  association  with 
active  pulmonary  disease.  The  “primary” 
form  of  tuberculosis  in  which  the  pulmo- 
nary lesion  is  not  seen  but  mediastinal 
lymph  nodes  are  prominent  is  not  often 
seen  in  the  adult. 1 

Mediastinal  tuberculosis  may,  of  course, 
be  unrelated  to  lung  disease  but  associated 
with  lymph  node  involvement  in  the  abdo- 
men, presumably  entering  the  body  through 
the  intestinal  tract,  the  “bovine  type.” 
This  is  even  more  rarely  encountered  in 
this  country. 

Primary  tuberculosis  of  the  esophagus 
is  also  a rare  lesion.  Rubinstein,  Pastrana, 
and  Jacobson,2  in  a case  report  of  tubercu- 
lous esophagitis  associated  with  advanced 
bilateral  pulmonary  tuberculosis,  point 
out  that  the  esophagus  may  become  in- 
fected with  tuberculosis  from  tuberculous 
sputum,  usually  with  a pre-existing  surface 
lesion  as  a prerequisite;  by  extension  from 
tuberculous  lesions  of  the  larynx  and 
pharynx;  as  a locus  in  the  course  of  general- 
ized disseminated  miliary  tuberculosis;  and 
by  contiguous  extension  from  caseous 
hilar  lymph  nodes  or  tuberculous  spondy- 
litis. 

Hawes3  discussed  the  roentgen  features 
when  the  esophagus  is  involved  with  tuber- 
culous mediastinitis.  He  clearly  demon- 
strates that  the  esophageal  changes  are 
related  to  pressure,  adhesions,  or  actual 
involvement  of  the  mucosal  surface  by  the 
mediastinal  disease. 

The  roentgen  appearance  in  our  present 
patient  is  in  keeping  with  Hawes’  descrip- 
tion of  similar  cases,  but  my  differential 
diagnosis  would  still  indicate  cancer  as  the 
most  likely  possibility.  Infection  or 
trauma,  such  as  perforation  by  a foreign 
body,  might  be  included  but  would  usually 
be  very  unlikely  without  a suggestive 
clinical  pattern. 

It  is  interesting  to  note  that  less  severe 
forms  of  tuberculous  mediastinitis,  usually 
in  childhood,  probably  cause  minimal  in- 
volvement of  the  esophagus  but  prominent 
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FIGURE  3.  Esophagus  runs  from  top  to  bottom  of 
photograph,  just  to  left  of  center.  Enlarged  nodes 
surround  it. 


adhesions,  resulting  in  the  traction  diver- 
ticula of  the  esophagus  we  so  commonly 
encounter. 

Dr.  Begg:  The  esophageal  obstruction 
was  caused  by  enlarged  lymph  nodes  as 
indicated  in  Figure  3.  The  evidence  that 
this  lymph  node  involvement  was  caused  by 
tuberculosis  is  not  direct  since  the  small 
lymph  nodes  removed  at  surgery  contained 
no  granulomatous  inflammation.  How- 
ever, the  subsequent  discovery  of  acid-fast 
organisms  in  the  sputum  and  granuloma- 
tous inflammation  in  the  draining  wound 
are  strong  circumstantial  evidence  that 
the  lymph  node  enlargement  in  the  medias- 
tinum was  caused  by  tuberculosis  (Fig.  4). 

Hawes  in  19443  presented  a series  of 
cases  of  esophageal  involvement  by  tuber- 
culosis and  reviewed  the  literature  on  this 
subject.  There  were  many  instances  of 
esophageal  compression  or  distortion  by 
tuberculous  infection,  and  in  some  cases 
the  wall  of  the  esophagus  was  also  involved 
by  the  inflammation.  With  the  decreasing 


FIGURE  4.  Tissue  debriefed  from  draining  thora- 
cotomy wound.  Large  collections  of  epithelioid 
histiocytes  with  necrosis  in  center  of  some  collec- 
tions. 

incidence  of  tuberculosis  since  the  dis- 
covery of  effective  therapy,  cases  of  this 
sort  have  become  extremely  rare. 

In  adults  it  is  most  uncommon  to  have 
enlargement  of  mediastinal  lymph  nodes 
as  the  result  of  tuberculosis  without  very 
apparent  pulmonary  involvement.  Such 
a combination  of  circumstances  is  far  more 
common  in  children  after  primary  exposure 
to  tuberculosis.  The  fact  that  the  tuber- 
culin test  result  in  this  man  was  negative 
when  applied  during  his  first  admission  and 
was  positive  several  months  later  suggests 
strongly  that  this  is  a case  of  primary 
tuberculosis. 
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Necrology 


Perry  Dean  Croft,  M.D.,  of  Katonah,  died  on 
May  29  at  the  age  of  forty-five.  Dr.  Croft 
graduated  in  1945  from  McGill  University 
Faculty  of  Medicine.  He  was  clinical  director 
of  psychiatry  at  Four  Winds.  Dr.  Croft  was  a 
Diploma te  of  the  American  Board  of  Psychiatry 
and  Neurology  (Psychiatry)  and  a member  of  the 
American  Psychiatric  Association,  the  West- 
chester County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Hyman  Danish,  M.D.,  of  Brooklyn,  died  on 
May  19  at  Victory  Memorial  Hospital  at  the 
age  of  seventy-six.  Dr.  Danish  graduated  in 
1914  from  the  Medical  College  of  Virginia.  He 
was  an  attending  otolaryngologist  at  Samaritan 
Hospital  of  Brooklyn  and  a member  of  the 
medical  staff  of  the  International  Longshore- 
men’s Association’s  Brooklyn  Medical  Center. 
Dr.  Danish  was  a Diplomate  of  the  American 
Board  of  Otolaryngology. 

Carmelo  Eugene  DeAngelis,  M.D.,  of  Yon- 
kers, died  on  May  29  at  St.  John’s  Riverside 
Hospital  at  the  age  of  fifty-five.  Dr.  DeAngelis 
graduated  in  1937  from  New  York  University 
School  of  Medicine.  He  was  an  attending 
physician  in  the  tumor  clinic  and  director  of 
pathology  at  St.  John’s  Riverside  Hospital, 
director  of  pathology  at  Yonkers  Professional  and 
Dobbs  Ferry  Hospitals,  and  director  of  the 
Bureau  of  Laboratories  of  Public  Health  for 
the  City  of  Yonkers.  Dr.  DeAngelis  was  a 
Diplomate  of  the  American  Board  of  Pathology 
(Clinical  Pathology  and  Pathologic  Anatomy), 
a Fellow  of  the  American  College  of  Pathologists, 
and  a member  of  the  American  Geriatrics  So- 
ciety, the  Yonkers  and  Westchester  Academies 
of  Medicine,  the  Westchester  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Adrian  Eugene  Donnelly,  M.D.,  of  Flushing, 
died  on  June  5 at  Flushing  Hospital  and  Dis- 
pensary at  the  age  of  sixty-six.  Dr.  Donnelly 
graduated  in  1927  from  University  and  Bellevue 
Hospital  Medical  College.  He  was  an  attend- 
ing dermatologist  at  Flushing  Hospital  and  Dis- 
pensary and  a clinical  assistant  dermatologist 
at  City  Hospital  Center  at  Elmhurst.  Dr. 
Donnelly  was  a member  of  the  Medical  Society 
of  the  County  of  Queens,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Lowell  Brown  Eckerson,  M.D.,  of  Red  Bank, 
New  Jersey,  formerly  of  Brooklyn,  retired, 


died  on  June  8 at  the  age  of  seventy-six.  Dr. 
Eckerson  graduated  in  1915  from  Long  Island 
College  Hospital.  He  was  a consulting  phy- 
sician at  Huntington  Hospital  and  director 
emeritus  of  medicine  at  St.  John’s  Episcopal 
Hospital.  Dr.  Eckerson  was  a Diplomate  of 
the  American  Board  of  Internal  Medicine  and  a 
member  of  the  Medical  Society  of  the  County  of 
Kings,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Edward  Raymond  Egan,  M.D.,  of  Buffalo, 
died  on  May  12  at  the  age  of  sixty-three.  Dr. 
Egan  graduated  in  1929  from  Georgetown  Uni- 
versity School  of  Medicine.  He  was  an  assist- 
ant attending  surgeon  at  St.  Francis  Hospital. 
Dr.  Egan  was  a member  of  the  Erie  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Grover  C.  Emery,  M.D.,  of  Brooklyn,  died 
on  June  2 at  The  New  York  Hospital  at  the 
age  of  eighty.  Dr.  Emery  graduated  in  1910 
from  the  University  of  Vermont  College  of 
Medicine.  In  both  World  Wars  he  was  a Navy 
lecturer  on  divers’  and  submariners’  afflictions 
and  had  served  as  medical  supervisor  of  con- 
struction on  most  of  the  City’s  river  tunnels. 
Dr.  Emery  was  a member  of  the  Medical  Society 
of  the  County  of  Kings,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medi- 
cal Association. 

William  Frank  Fowler,  M.D.,  of  Rochester, 
died  on  April  29  at  Rochester  General  Hospital 
at  the  age  of  eighty-eight.  Dr.  Fowler  grad- 
uated in  1902  from  New  York  Homeopathic 
Medical  College  and  Flower  Hospital.  He  was 
an  honorary  member  of  the  medical  staff  at 
Highland  Hospital  of  Rochester.  Dr  Fowler 
was  a member  of  the  Rochester  Academy  of 
Medicine,  the  Monroe  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Winifred  Hope  Franklin,  M.D.,  of  New  York 
City,  died  as  the  result  of  an  accidental  gun 
shot  on  June  8 at  her  home  in  Somers,  at  the 
age  of  sixty-four.  Dr.  Franklin  graduated  in 
1929  from  Cornell  University  Medical  College. 
She  was  an  assistant  attending  physician  at 
Presbyterian  Hospital. 

Giles  Osborn  Gardner,  M.D.,  of  Utica,  died 
on  June  6 in  Riverton,  New  Jersey,  at  the  age 
of  seventy-four.  Dr.  Gardner  graduated  in 
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1920  from  Hahnemann  Medical  College  and 
Hospital  of  Philadelphia.  He  was  an  attend- 
ing surgeon  at  St.  Luke’s-Memorial  Hospital 
Center.  Dr.  Gardner  was  a member  of  the 
Utica  Academy  of  Medicine,  the  Oneida  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Charles  J.  Garity,  M.D.,  of  Woodside,  died 
on  May  12  at  the  age  of  sixty.  Dr.  Garity 
graduated  in  1932  from  University  and  Bellevue 
Hospital  Medical  College.  He  was  an  attend- 
ing surgeon  at  St.  John’s  Queens  Hospital. 
Dr.  Garity  was  a member  of  the  Medical  Society 
of  the  County  of  Queens,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Jacob  Kertzman,  M.D.,  of  Yonkers,  died  on 
June  4 at  the  age  of  sixty-five.  Dr.  Kertzman 
graduated  in  1926  from  Syracuse  University 
College  of  Medicine.  He  was  director  of  ob- 
stetrics at  Yonkers  General  Hospital  and  a 
consulting  obstetrician  at  Dobbs  Ferry  Hospital. 
Dr.  Kertzman  was  a Fellow  of  the  American 
College  of  Obstetricians  and  Gynecologists  and 
a member  of  the  Yonkers  Academy  of  Medicine, 
the  Westchester  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

David  Lieberman,  M.D.,  of  Brooklyn,  died 
on  February  5,  1965,  at  the  age  of  seventy-two. 
Dr.  Lieberman  graduated  in  1921  from  Fordham 
University  School  of  Medicine. 

Leo  Loewe,  M.D.,  of  Brooklyn  and  New  York 
City,  died  on  May  30  at  The  Mount  Sinai 
Hospital  at  the  age  of  seventy-one.  Dr.  Loewe 
graduated  in  1918  from  Cornell  University 
Medical  College.  He  was  a consulting  phy- 
sician at  Jewish  Hospital  of  Brooklyn,  Jewish 
Chronic  Disease  Hospital,  Maimonides  Hospital 
of  Brooklyn,  and  Peninsula  General  Hospital. 
Dr.  Loewe  was  a Diplomate  of  the  American 
Board  of  Internal  Medicine,  a Fellow  of  the 
American  College  of  Angiology,  a member  of  the 
American  Geriatrics  Society,  the  American 
Association  of  Pathologists  and  Bacteriologists, 
the  Society  for  Experimental  Biology  and  Medi- 
cine, the  New  York  Academy  of  Medicine,  the 
New  York  Pathological  Society,  the  New  York 
County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medi- 
cal Association. 

Kristaps  Mailepors,  M.D.,  of  Poughkeepsie, 
died  on  January  2 at  the  age  of  sixty-four.  Dr. 
Mailepors  received  his  medical  degree  from  the 
University  of  Latvia,  Riga,  in  1931.  He  was 
supervising  psychiatrist  at  Hudson  River  State 
Hospital.  Dr.  Mailepors  was  a member  of  the 
American  Psychiatric  Association,  the  Dutchess 
County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medi- 
cal Association. 


Anthony  George  Maratea,  M.D.  of  Staten 
Island,  died  on  March  21  at  the  age  of  seventy- 
two.  Dr.  Maratea  graduated  in  1918  from 
University  and  Bellevue  Hospital  Medical  Col- 
lege. He  was  a consulting  obstetrician  at  St. 
Vincent’s  Hospital.  Dr.  Maratea  was  a mem- 
ber of  the  Richmond  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Eugene  I.  Melnikoflf,  M.D.,  of  Astoria,  died 
on  May  20  at  the  age  of  sixty-eight.  Dr. 
Melnikoff  received  his  medical  degree  from  the 
University  of  Belgrade  in  1930.  He  was  a 
member  of  the  Medical  Society  of  the  County  of 
Queens,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Solomon  Mosher,  M.D.,  of  Albany,  died  on 
June  3 at  the  age  of  seventy-five.  Dr.  Mosher 
graduated  in  1931  from  Albany  Medical  Col- 
lege. He  was  a member  of  the  Albany  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

George  Nathanson,  M.D.,  of  Brooklyn,  died 
on  May  25  at  his  home  at  the  age  of  seventy- 
three.  Dr.  Nathanson  graduated  in  1914 
from  University  and  Bellevue  Hospital  Medical 
College.  He  was  a member  of  the  American 
Geriatrics  Society. 

James  Alexander  Robertson,  M.D.,  of 
Brooklyn,  died  on  May  31  at  Carson  T.  Peck 
Memorial  Hospital  at  the  age  of  fifty-seven.  Dr. 
Robertson  graduated  in  1935  from  Columbia 
University  College  of  Physicians  and  Surgeons. 
He  was  an  associate  director  of  obstetrics  and 
gynecology  at  Carson  T.  Peck  Memorial  Hos- 
pital. Dr.  Robertson  was  a Fellow  of  the 
American  College  of  Obstetricians  and  Gyn- 
ecologists, a Fellow  of  the  American  College  of 
Surgeons,  a member  of  the  Medical  Society  of 
the  County  of  Kings,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Stanley  Martin  Rubin,  M.D.,  of  Yonkers, 
died  on  May  12  at  the  age  of  forty-eight.  Dr. 
Rubin  graduated  in  1944  from  Georgetown 
University  School  of  Medicine.  He  was  an  at- 
tending surgeon  at  Y onkers  General  Hospital,  an 
associate  attending  surgeon  at  St.  Joseph’s  and 
Yonkers  Professional  Hospitals,  and  an  adjunct 
surgeon  at  Montefiore  Hospital.  Dr.  Rubin 
was  a Diplomate  of  the  American  Board  of 
Surgery,  a Fellow  of  the  American  College  of 
Surgeons,  a Fellow  of  the  International  College 
of  Surgeons,  and  a member  of  the  Westchester 
and  Yonkers  Academies  of  Medicine,  the  West- 
chester County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Fred  C.  Sabin,  M.D.,  of  Little  Falls,  died  on 
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June  2 at  Little  Falls  Hospital  at  the  age  of 
seventy-three.  Dr.  Sabin  graduated  in  1921 
from  the  University  of  Maryland  School  of 
Medicine  and  College  of  Physicians  and  Sur- 
geons. He  was  an  honorary  surgeon  at  Little 
Falls  Hospital.  A retired  health  officer,  of 
Little  Falls,  Dr.  Sabin  was  a member  of  the 
Industrial  Medical  Association,  the  Utica 
Academy  of  Medicine,  the  Herkimer  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Rupert  Cyril  Sancho,  M.D.,  of  New  York 
City,  died  on  May  24  at  Wickersham  Hospital 
at  the  age  of  sixty-seven.  Dr.  Sancho  graduated 
in  1929  from  Howard  University  College  of 
Medicine.  He  was  a member  of  the  New  York 
County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Joseph  Harry  Singer,  M.D.,  of  The  Bronx, 
died  on  May  13  at  the  age  of  eighty-two.  Dr. 
Singer  graduated  in  1910  from  Long  Island 
College  Hospital.  He  was  a member  of  the 
Bronx  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Leon  G.  Small,  M.D.,  of  Woodbourne,  died 
on  April  21  at  Monticello  Hospital  at  the  age  of 
sixty-four.  Dr.  Small  received  his  medical 
degree  from  the  University  of  Basel  in  1927. 
He  was  an  attending  member  of  the  medical 
staffs  of  Monticello  (Monticello)  and  Liberty 
Maimonides  (Liberty)  Hospitals.  Dr.  Small 
was  a member  of  the  Sullivan  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Arnold  Francis  Snyder,  M.D.,  of  Flushing, 
died  on  June  4 at  Booth  Memorial  Hospital  at 


Measles — new  look 
at  a serious  disease 

Measles  is  the  most  contagious  childhood 
disease.  It  often  is  not  harmless,  despite  pop- 
ular belief,  killing  or  leaving  lifelong  aftereffects 
such  as  mental  retardation,  loss  of  hearing, 
measles  encephalitis,  or  measles  pneumonia,  to 
name  just  a few.  Two  million  children  in  the 
United  States  get  measles  every  year,  and  1 out 
of  6 of  these  develop  a serious  complication. 
In  foreign  countries  this  disease  is  even  more 
dangerous;  in  parts  of  Africa  and  South  America 


the  age  of  fifty-eight.  Dr.  Snyder  graduated  in 
1936  from  the  Royal  College  of  Physicians  and 
Surgeons,  Edinburgh.  He  was  an  attending 
member  of  the  medical  staff  in  general  practice 
at  Parsons  Hospital  and  an  adjunct  general 
practitioner  at  Jewish  Memorial  Hospital. 
Dr.  Snyder  was  a member  of  the  American 
Geriatrics  Society,  the  Medical  Society  of  the 
County  of  Queens,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 


Sam  Switzer,  M.D.,  of  The  Bronx,  died  on 
June  4 at  the  age  of  thirty-six  from  injuries  re- 
ceived in  an  automobile  accident.  Dr.  Switzer 
graduated  in  1956  from  New  York  University 
College  of  Medicine.  He  was  an  assistant  at- 
tending physician  at  Bronx  Municipal  Hospital 
Center,  a consulting  physician  in  diabetes  at 
Lincoln  Hospital,  and  an  assistant  professor  of 
medicine  at  the  Albert  Einstein  College  of 
Medicine. 


William  J.  Tracy,  M.D.,  of  Hornell,  died  on 
April  27  at  St.  James  Mercy  Hospital  at  the  age 
of  eighty-one.  Dr.  Tracy  graduated  in  1909 
from  the  University  of  Buffalo  School  of 
Medicine.  He  was  a consulting  surgeon  at  St. 
James  Hospital.  Dr.  Tracy  was  a Fellow  of  the 
American  College  of  Surgeons  and  a member  of 
the  Steuben  County  Medical  Society,  the  Medi- 
cal Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 


Hans  Zepler,  M.D.,  of  Brooklyn,  died  on 
January  28  at  the  age  of  seventy-five.  Dr. 
Zepler  received  his  medical  degree  from  the 
University  of  Greifswald  in  1919.  He  was  a 
member  of  the  Medical  Society  of  the  County  of 
Kings,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 


it  is  responsible  for  one  out  of  four  deaths  among 
children. 

This  disease  is  usually  spread  by  coughing  or 
sneezing.  The  infection  is  contagious  for  about 
nine  days,  four  days  before  the  rash  appears  to 
about  five  days  after. 

All  children  should  be  vaccinated  against 
measles  as  soon  as  they  are  one  year  old,  since 
almost  half  of  the  measles  cases  occur  in  children 
under  five.  Although  this  vaccine  has  been 
available  since  1963,  more  than  8 million  chil- 
dren in  the  U.S.  are  still  unprotected  against  this 
danger.  Most  of  these  are  under  two  years  of 
age,  the  age  when  serious  complications  are 
most  likely  to  occur. 
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Officers  / County  Medical  Societies  / 1967 

TOTAL  MEMBERSHIP  AS  OF  JANUARY  1,  1967—26,127 


County 


President 


Secretary 


Treasurer 


Albany 

Allegany 

Bronx 

Broome 

Cattaraugus . 

Cayuga 

Chautauqua . 
Chemung.  . 
Chenango  . . 

Clinton 

Columbia 
Cortland 
Delaware .... 
Dutchess.  . . . 

Erie 

Essex 

Franklin 

Fulton 

Genesee 

Greene 

Herkimer ... 

Jefferson 

Kings 

Lewis 

Livingston 

Madison 

Monroe 

Montgomery . 

Nassau 

New  York  . 

Niagara 

Oneida 
Onondaga.  . . . 

Ontario 

Orange 

Orleans. 
Oswego . 
Otsego 
Putnam 
Queens . . 
Rensselaer 
Richmond 
Rockland 
St.  Lawrence. 

Saratoga 

Schenectady . 
Schoharie  . . . 

Schuyler 

Seneca 

Steuben 

Suffolk 

Sullivan 

Tioga 
Tompkins . 

Ulster 

Warren  . 
Washington. 
Wayne.  . 
Westchester. 
Wyoming 
Yates 


H.  John  Mellen Albany 

Stephen  Spink Belfast 

Francis  J.  Loperfido Bronx 

Andrew  B.  Adams Binghamton 

Albert  F.  X.  Gunther.  . Salamanca 

Arthur  E.  Harris  Auburn 

Myron  B.  Franks Jamestown 

Arthur  D.  Smith Elmira 

Robert  M.  Griffin.  . Norwich 

William  L.  Ladue Plattsburgh 

Carl  G.  Whitbeck  Hudson 

Edward  P.  Cummins Cortland 

Charles  W.  Jones Walton 

Herman  B.  Snow Poughkeepsie 

Edward  C.  Rozek Kenmore 

William  Vilardo Ticonderoga 

John  T.  St.  Mary Malone 

Robert  L.  Kemp Gloversville 

Edward  J.  Fox Batavia 

Joseph  R.  Cally Catskill 

Donald  R.  Davidson,  II Ilion 

J.  R.  Recupero Alexandria  Bay 

Robert  A.  Moore Brooklyn 

Louis  A.  Avallone Lowville 

John  W.  Stoll Mt.  Morris 

Theodore  J.  Prowda Sherrill 

Gerald  L.  Glaser Rochester 

Alton  J.  Spencer Amsterdam 

Frank  M.  Green.  .Rockville  Centre 

C.  Joseph  Delaney New  York 

William  C.  Stein,  Jr Lockport 

George  Lim Rome 

Bruce  E.  Chamberlain.  . . Syracuse 

Erich  Hirsch Geneva 

Edward  A.  Kearney Newburgh 

James  L.  Sterling Medina 

Marcus  A.  Wuerschmidt. . . .Oswego 

Cornelius  F.  Ryan Oneonta 

Ammiel  D.  Schwartz Brewster 

Peter  V.  Gugliuzza Hollis 

Joseph  P.  Lasko Troy 

Charles  H.  Thom Staten  Island 

Florian  Yandel,  Jr Nanuet 

George  H.  Hanlon Gouverneur 

Claire  K.  Amyot.  .Saratoga  Springs 
Raymond  J.  Byron.  . . Schenectady 
Thomas  W.  Greenlees.  . . Cobleskill 
Paul  F.  Willwerth . . . Montour  Falls 

William  K.  Major Waterloo 

Mario  A.  Argentieri Hornell 

John  P.  Ruppe,  Jr Islip 

L.  G.  Denman.  . Livingston  Manor 

George  F.  Pritchard Owego 

Frank  S.  Janas Ithaca 

Francis  LoGalbo Kingston 

Walter  F.  Harrison,  Jr.  Glens  Falls 
Joseph  C.  Pender  Cambridge 

Joseph  J.  Kaufman  Newark 

W.  A.  Brumfield,  Jr.  While  Plains 

Newland  W.  Fountain Warsaw 

Robert  O.  Jensen Penn  Yan 


Fred  Ennis  Dexter Albany 

Irwin  Felsen Wellsville 

Anthony  L.  Danza  . .New  Rochelle 
Constance  Vitanza ....  Binghamton 

O.  Dean  Knight Franklinville 

Charles  E.  Sieger Auburn 

Robert  B.  Wright Jamestown 

John  H.  Burke,  Jr Elmira 

Judson  K.  Albaugh Norwich 

Hans  Littna Plattsburgh 

Thomas  C.  Seymour Hudson 

Roy  B.  Parsons,  Jr Cortland 

Marvin  L.  Huyck Walton 

Robert  C.  Barbieri . . . Poughkeepsie 

Julia  M.  Cullen Buffalo 

H.  V.  W.  Bergamini.  . Lake  Placid 

Leon  Passino Malone 

David  V.  Clough Gloversville 

Laurence  G.  Roth Batavia 

Barbara  K.  Vosburgh ....  Coxsackie 

Harold  F.  Buckbee Dolgeville 

George  Glynn  Couch. . . .Watertown 

Ralph  M.  Schwartz Brooklyn 

John  Harry  Brooks Lowville 

G.  Emerson  Learn Mt.  Morris 

Asa  J.  Smith Oneida 

Harry  C.  Miller Rochester 

Roger  Conant Amsterdam 

Vincent  V.  Madonia . . . Garden  City 
William  L.  Wheeler,  Jr..  .New  York 

Theodore  T.  Bronk Lewiston 

Thomas  A.  Clark Utica 

William  W.  Faloon Syracuse 

Edward  P.  O’Hanlon.  .Canandaigua 
Richard  E.  Passenger. . . Newburgh 

Antoine  A.  Nassar Albion 

William  F.  Quigley Oswego 

John  M.  Constantine Oneonta 

Alan  G.  Schwartz Carmel 

Ralph  E.  Schlossman . .S.  Ozone  Park 

John  H.  F.  Coughlin,  Jr Troy 

Joseph  S.  Sidoti Staten  Island 

Burton  Allyn Spring  Valley 

William  R.  Carson Potsdam 

Robert  F.  Yates  Saratoga  Springs 
William  J.  Farrell,  Jr. . Schenectady 

Peter  O.  Garner Cobleskill 

Joseph  Y.  Roberts . . . Watkins  Glen 

Charles  M.  Smith Waterloo 

Donald  F.  Coon Bath 

George  E.  Leone Riverhead 

Alan  R.  Fried.  . . .Livingston  Manor 

Clyde  E.  Maxwell Waverly 

Robert  H.  Broad.  . . . Ithaca 

Frederic  W.  Holcomb,  Jr. . . Kingston 

Clyde  A.  Swift Glens  Falls 

John  L.  McCann  Hudson  Falls 

Joseph  Asm Newark 

Robert  A.  Mayers  Port  Chester 

Richard  T.  Williams Warsaw 

John  L.  Shultz Penn  Yan 


Joseph  T.  Doyle Albany 

Kurt  Zinner Wellsville 

J.  C.  Polifrone Bronx 

Vincent  G.  Hammond . . Binghamton 

Richard  A.  Leone Olean 

Richard  Buffington Auburn 

Glen  M.  Ebersole Jamestown 

Ross  E.  Hobler Elmira 

Parker  J.  Ward,  Jr Norwich 

J.  William  Heins Plattsburgh 

Thomas  C.  Seymour Hudson 

Nicholas  J.  Gabriel Cortland 

Marvin  L.  Huyck Walton 

Joseph  F.  Rignanese.  Poughkeepsie 

Duane  H.  Dougherty Buffalo 

H.  V.  W.  Bergamini . . . Lake  Placid 

Leon  Passino Malone 

William  H.  Raymond.  . Johnstown 

James  G.  McCutcheon Batavia 

Mahlon  H.  Atkinson Catskill 

Donald  C.  Buckbee Dolgeville 

George  Glynn  Couch. . . Watertown 

Israel  L.  Schmierer Brooklyn 

John  Harry  Brooks Lowville 

G.  Emerson  Learn Mt.  Morris 

George  R.  Gillmore Hamilton 

Joseph  D.  Kepes Rochester 

Helen  M.  Blanchard.  . . Amsterdam 

Louis  Bush Baldwin 

Richard  D.  Brasfield  . . . New  York 
Robert  M.  Rose  . North  Tonawanda 

Murray  L.  Nusbaum Utica 

Linus  W.  Cave Syracuse 

Edward  P.  O’Hanlon.  .Canandaigua 
Richard  E.  Passenger.  . . .Newburgh 

Antoine  A.  Nassar Albion 

William  F.  Quigley Oswego 

John  M.  Constantine Oneonta 

Jacob  H.  Buchbinder Brewster 

Franz  L.  Ebstein Forest  Hills 

Julien  A.  Hebert Troy 

William  C.  Frederick.  .Staten  Island 
Bernard  H.  Berson . . Spring  Valley 

Maurice  J.  Elder Massena 

William  H.  Moore  Saratoga  Springs 
Alexander  J.  Arony ....  Schenectady 

Franz  Konta Richmondville 

Joseph  Y.  Roberts.  . .Watkins  Glen 

Charles  M.  Smith Waterloo 

William  J.  MacFarland Horneil 

Anthony  F.  Fragola West  Islip 

Alan  R.  Fried.  . . Livingston  Manor 

Walter  S.  Dietrich Owego 

Leroy  K.  Young Ithaca 

Lewis  M.  Neporent Kingston 

Betty  L.  Voelker Glens  Falls 

John  E.  Glennon Granville 

Joseph  Asin  . . Newark 

Warren  W.  Leeds Yonkers 

Richard  T.  Williams Warsaw 

John  L.  Shultz Penn  Yan 


2040  New  York  State  Journal  of  Medicine  / July  15,  1967 


Investment 

Advisory 

Service 

Providing  portfolio  supervision  for  both  indi- 
vidual and  institutional  investors  on  a fee  basis. 

Direct  inquiries  to  Investment  Advisory  Department 


LOEB,  RHOADES  & CO. 

MEMBERS  NEW  YORK  STOCK  EXCHANGE,  AMERICAN  STOCK 
EXCHANGE  AND  PRINCIPAL  COMMODITY  EXCHANGES 

42  WALL  STREET,  N.  Y.  10005 


375  Park  Avenue,  N.Y.  10022 


MOVING  SOON? 

Let  Us  Be  The  First  To  Know  Of  Your  New  Address! 

Six  weeks  notice  is  required  to  effect  a change  of  address.  Com- 
plete and  mail  the  form  below  to:  Circulation  Department,  New  York 

State  Journal  of  Medicine,  75 0 Third  Avenue,  New  York,  N.  Y.  10017. 


r 


Old  address 


Name 

Please  Print 


New  Address 

(Send  Journal  Number  Street 

here ) 


City  State  Zip  Code 

Effective  Date: 

I J 
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PHYSICIANS  WANTED 


LONG  ISLAND,  NASSAU  COUNTY  GENERAL  PRAC- 
tice  group  needs  associate;  no  investment  needed.  Salary 
to  start,  partnership  in  one  year  if  compatible.  (516) 
PY  8-8011. 


ANESTHESIOLOGIST,  FULL  OR  PART-TIME  FOR 
surgery  and/or  obstetrics.  H.  Berger,  M.D.,  St.  John’s 
Hospital,  Queens.  1L  7-1300. 


OPPORTUNITY  FOR  A BOARD  ELIGIBLE  OBS/GYN 
man.  Expanding  community  hospital,  university  town, 
Syracuse  Metropolitan  region.  Send  curriculum  vitae 
to  Laurence  K.  Rainsford,  M.D.  President,  Medical 
Staff,  Community  Memorial  Hospital,  Hamilton,  New 
York. 


WANTED:  PHYSICIAN  UNDER  35  TO  TAKE  OVER 
busy  general  practice  in  resort  area  on  South  Shore,  Long 
Island.  Leaving  to  enter  residency.  Will  stay  to  intro- 
duce. Must  have  New  York  State  license.  OB  and  sur- 
gery optional.  Attractive  terms  available.  Send  full 
personal  particulars  to  Box  575,  % NYSJM. 


RADIATION  THERAPY  NEEDS  MORE  PHYSICIANS: 
Major  Pittsburgh  institution  offers  unique  opportunity 
for  training  in  radiation  therapy,  leading  to  Board  certi- 
fication. Position  open  to  physicians  in  general  practice 
and  to  physicians  with  training  in  internal  medicine, 
pathology  and  allied  specialties.  Salary  commensurate 
with  number  of  dependents,  age  and  experience.  Con- 
tact: John  C.  Frich,  Jr.,  M.D.,  Department  of  Radia- 
tion, Allegheny  General  Hospital,  Pittsburgh,  Pa.  15212. 


INTERNIST  OR  FAMILY  PHYSICIAN  FOR  MEDICAL 
group,  suburb  New  York  City.  Initial  contract  leading  to 
partnership.  Starting  salary  up  to  $19,000.  Include  com- 
plete curriculum  vitae  in  reply.  Box  574,  % NYSJM. 


PHYSICIAN  WITH  EXPERIENCE  OR  INTEREST  IN 
Neuropsychiatry- — for  position  on  neuropsychiatric  serv- 
ice of  a university-affiliated  general  hospital.  Salary 
range  $12,873  to  $20,585.  Licensure  in  any  state.  Non- 
citizens will  be  considered.  Non-discrimination  in 
employment.  Write:  Chief  of  Staff,  Veterans  Adminis- 

tration Hospital,  3495  Bailey  Ave.,  Buffalo,  New  York 
14215. 


POSITIONS  WANTED 


MEDICAL  ASSISTANTS  AND  SECRETARIES.  LAB- 
oratory  Techs.  Well  trained  and  highly  qualified  personnel 
(male  & female).  Phone  CH  2-2330  Ext.  6,  Placement 
Dept.,  or  write  Eastern  School  for  Physicians’  Aides,  Dept. 
69,  85  Fifth  Ave.,  New  York,  N.  Y.  10003.  (Founded 
1936  hy  two  member  physicians.) 


BUY  SAVINGS  BONDS 


POSITIONS  WANTED— CONT’D 


RADIOLOGIST,  AGE  35,  BOARD-CERTIFIED,  DE- 
sires  directorship  of  150-200  bed  hospital.  Would  accept 
equal  association  N.Y.  metropolitan  area.  Box  573,  % 
NYSJM. 


MISCELLANEOUS 


OFFICE  PLANNING,  FROM  ARCHITECTURAL 
drafting,  blue  prints,  through  finished  interiors,  by  trained 
interior  designer  with  medical  background.  S.  L.  Emmet, 
415  East  52nd  St.,  N.Y.C.  PL  1-2877. 


ELECTROLYSIS.  PUT  YOURSELF  IN  OUR  HANDS 
with  confidence.  Superfluous  hair  removed  permanently 
without  scars.  No  case  too  small,  no  case  too  far  advanced. 
Special  attention  and  care  given  to  young  girls.  Free 
consultation,  by  appointment.  Lucille  Bouchard,  R.  I.  li- 
cense, 174  East  82nd  Street,  New  York,  N.  Y.  RE  7-1066. 


BILLS  COLLECTED— ABUSE  IS  RULED  OUT— 
tactful  yet  successful — 40  years  of  top  service  to  doctors 
and  hospitals- — Mail  billhead  for  details.  Crane  Dis- 
count Corp.,  220  W.  42nd  St.,  New  York,  N.Y.  10036. 
LO  5-2943. 


PRACTICES  FOR  SALE  OR  RENT 


E.N.T.  PRACTICE  WITH  OFFICE,  FULLY  EQUIPPED 
and  furnished,  for  sale  or  sublease.  Located  in  best  part 
of  Manhattan.  Drafted  into  Army  and  must  leave 
quality  and  excellent  income  E.N.T.  practice  to  lucky, 
interested  party.  Terms  to  suit.  Arthur  S.  Brenner, 
M.D.,  20  East  68th  St.,  New  York,  N.Y.  10021.  Phone 
TR  9-6600. 


GENERAL  PRACTICE,  WILLIAMSBURG  SECTION 
of  Brooklyn,  N.Y.  Excellent  opportunity  in  fully 
equipped,  air-conditioned  office  in  income  producing 
building.  Practice  for  sale  with  or  without  property 
and  equipment.  Call  (516)  IV  1-3232. 


NEED  QUICK  RESPONSE? 
Want  Good  Results? 


Experience  proves  that  you  get  both  in 
the  classified  ad  section  of  the  New  ) ork 
Stale  Journal  of  Medicine. 
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MAIL  EARLY 


REAL  ESTATE  FOR  SALE  OR  RENT 


NEW  YORK  DUTCHESS  COUNTY:  NEW  MEDICAL 

building  in  Wappingers  Falls,  Poughkeepsie  area,  occupied 
by  D.D.S.,  orthodontist,  and  Ob-Gyn.  Office  available 
for  all  specialties.  Critical  physician  shortage  because  of 
population  explosion.  Address:  Martin  Rabin  D.D.S.,  65 
South  Clinton  St.,  Poughkeepsie.  N.Y.  (914)  454-0322 


BEDFORD  VILLAGE,  N.Y.  LAST  2 SUITES  AVAIL- 
able  in  new  professional  building.  Ideal  location  for  med- 
ical practice.  700  sq.  ft.  each,  starting  at  $260 /mo.  Pres- 
ent tenants  include  bank,  pharmacy,  dentist,  and  account- 
ant. Center  of  town,  on  the  Village  Green.  Call  Bixler, 
(914)  BE  4-3647. 


FULLY  EQUIPPED  OPHTHALMOLOGIC  OFFICE 
available  for  rent  or  share.  Luxurious  building.  Will 
also  rent  part  of  the  office  to  another  physician.  Phone: 
(212)  SU  7-6710. 


Project  HOPE 
Washington,  D.C.  20007 

I am  enclosing  $ to  help 

send  HOPE  to  the  many  countries 
who  need  her. 

Name 

Street 

City Zip 

Please  make  checks  payable  to 
Project  HOPE.  All  contributions  are 
tax  deductible. 


Two  dozen  countries  are  waiting  for 
the  medical  knowledge 
and  care  the  hospital 
ship  HOPE  can  bring 
to  their  peoples.  Will 
you  help?  Send  your 
contribution  to  Project 
HOPE,  Wash.,  D.C. 

Published  as  a Public  Service  by  this  publi- 
cation. 


RETIRING  DOCTOR  HAS  ALL  BRICK  HOME  AND 
offices  with  all  equipment  and  many  customers.  High 
growth  area  also  enhances  business.  Small  town  atmos- 
phere 70  miles  north  of  New  York  City.  Home  includes  4 
bedrooms,  new  family  room  and  2 full  baths.  Beautiful 
grounds,  easy  maintenance.  Everything  in  top  condition. 
Price:  $26,600.  Rovac  Real  Estate,  6 Vassar  Rd.,  Pough- 
keepsie, N.Y.  12603.  Call  (914)  462-0400. 


PLAINVIEW,  L.  I.  PHYSICIAN’S  HOME-OFFICE  FOR 
sale.  Excellent  location,  established  general  practice,  re- 
cords available.  3 bedroom  ranch,  5 room  wood-paneled 
office,  separate  entrance.  Central  air-conditioning,  alum- 
inum siding,  gunite  swimming  pool.  Tel:  (516)  938-3027. 


July  15,  1967  / New  York  State  Journal  of  Medicine  2043 


Index  to  Advertised  Products 


HOLBROOK  MANORS 

Five  Acres  of  Pinewo'  ded  Grounds 

SENILE— AGED 

Non-sectarian,  dietary  laws  observed 
Medical  Director,  O.  L.  Friedman,  M.D.,  Q.P.,  M.A.P.A. 
HOLBROOK,  L.  I.  N.  Y.  Office;  TRafalgar  7-2666 


Tenth  Annual  Teaching  Seminar 

MEDICAL  WRITERS’  INSTITUTE 


At  the  Princeton  Club, 
15  W.  43rd  St.,  N.Y.C. 


October  23rd,  1967 
Membership  Limited 
J.  F.  Montague,  M.D. 

104  E.  40th  St.  N.Y.  16,  N.Y. 


TRAINED  MEDICAL  ASSISTANTS 

to  save  your  valuable  lima,  assume  responsibility  for  appoint- 
ments, patients,  records,  assist  ye-j  with  lab.  X-ray,  E.K.G., 
ate.  The  Mandl  School  for  Medical  & Dental  Assist- 
ants has  been  training  in  these  fields  for  43  years.  Our  grad- 
uates have  sound  professional  skills.  Free  Placement  Service. 

Mandl  School 

175  Fulton  Avc.,  Hempstead,  L.l.  (516)  IV  1-2774 
EST.  1924  - Licensed  by  the  State  of  New  York 


PAIN 

STOPS 


ULCER 

HEALS 


Hemorrhage  and  epigastric  pain  are  the  most 
serious  symptoms  of  peptic  ulcer.  Probably 
20-25%  of  all  patients  experience  massive 
bleeding  at  some  time  or  other. 


After  3-6  weeks  treatment  with  ROMACH  tablets, 
the  ulcer  crater  shows  healing  81%  of  cases. 
A satisfactory  therapeutic  response  was  reported 
in  90%  of  the  cases.  Epigastric  pain  was  relieved 
in  92%  of  cases. 


The  therapeutic  effective  ingredient  is  ROTERIZED 
bismuth  subnitrate  350  mg.  combined  with  stan- 
dard antacids.  No  acid  rebound,  no  adverse 
reactions,  no  contraindications. 


Dosage,  2 tablets  in  warm  water 
immediately  after  meals,  3 times 
daily.  Available  in  boxes  of  60,  150, 
660  and  1000  tablets.  At  all  drug 
stores. 


ROR  Chemical  Co.,  2268  First  Ave.,  N.  Y.  10035 


Gentlemen:  inys>-/ 

Please  send  me  professional  samples  and  reprints  of 
published  articles. 

ROR  Chemical  Co.,  2268  First  Ave.,  New  York  10035 


Dr 

City Zone  State 

Street  


Analeptic-vitamins 

Alertonic  (Wm.  S.  Merrell  Company) 1930-1931 

Analgesics 

Protamide  (Sherman  Laboratories) 1935 

Antacids 

Mylanta  (Stuart  Company) 1957 

Romach  (ROR  Chemical  Company) 2044 


Antibiotics 

Chloromycetin  (Parke,  Davis  & Company) 3rd  cover 

Declomycin 

(Lederle  Labs.,  Div.  Amer.  Cyanamid  Co.).... 4th  cover 
V-Cillin  K (Eli  Lilly  & Company) 1948-1949, 1950 

Antidepressants 

Norpramin  (Lakeside  Laboratories) 1937 

Antihistaminics 

Co-Pyronil  (Eli  Lilly  & Company) 

Antihistamine-decongestants 

Novahistine-LP  (Pitman-Moore) 

Antitrichomonads 

Flagyl  (G.  D.  Searle  & Company) 1963 

Appetite  suppressants 

Ambar  (A.  H.  Robins  Company) 

Plegine  (Ayerst  Laboratories) 

Bronchodilator-secretion  liquifiers 

Mudrane  (Wm.  P.  Poythress  & Company,  Inc.) 

Diagnostic  aids 
Tine  Test 

(Lederle  Labs.,  Div.  Amer.  Cyanamid  Co.) 

Dietary  supplements 

Meat  Extract  (Valentine  Company) 

Hematinics 

Fergon  (Breon  Laboratories) 1955 

Multivitamins 

Stresscaps 

(Lederle  Labs.,  Div.  Amer.  Cyanamid  Co.) 1945 


Oral  contraceptives 

Norinyl  (Syntex  Laboratories) 1939, 1940-1941, 1942 

Parenteral  hematinics 

Imferon  (Lakeside  Laboratories) 1964 

Tranquilizers 

Mellaril  (Sandoz  Pharmaceuticals) 1946-1947 

Valium  (Roche  Laboratories) 2nd  cover-1929 


. . . . 1943 

. . . . 1933 

....  1954 

. . . . 1955 

....  1952 


1958 

1953 
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MERCUHYDRIN 

(meralluride  injection) 


LAKESIDE 


Twenty  years  ago  the  publication  of  "A 
System  for  the  Routine  Treatment  of  the  Failing 
Heart”1  established  a schedule  of  diuretic 
therapy  as  a primary  factor  in  the  treatment 
of  acute  congestive  failure.  With  emphasis 
upon  daily  injections  of  Mercuhydrin 
(meralluride  injection)  until  dry  weight  was 
obtained,  Gold,  et  al.  achieved  a 40%  increase 
in  improvement,  in  V3  the  time,  over  other 
methods  then  current.  Today,  most  medical 
texts  continue  to  recommend  parenteral 
mercurials  in  acute  congestive  failure  when 
prompt  diuresis  is  indicated. 

Recently  Modell2  has  stated:  "The  mercurial 
diuretics  are  the  injectable  diuretics  of  choice 
since  they  are  the  most  potent  as  well  as  the 
most  dependable.  Their  toxicity  is  not  an 
important  consideration  either  by  comparison 
with  other  potent  diuretics  or  in  relation  to  the 
seriousness  of  the  conditions  in  which  they 
provide  such  excellent  relief." 


IN  BRIEF 

Mercuhydrin  is  indicated  in  edema  of  cardiac  or 
hepatic  origin  and  in  the  nephrotic  syndrome;  it  is 
contraindicated  in  acute  nephritis  and  in  anuric  or 
oliguric  states.  The  usual  adult  dose  is  one  to  two 
cc.  daily  or  every  other  day  until  “dry  weight”  is 
obtained.  Sensitivity  is  rare  but  small  initial  doses 
are  advised  to  minimize  potential  reactions;  ver- 
tigo, fever,  and  rash  have  occurred.  Overdosage 
may  produce  electrolyte  depletion,  muscle  cramps, 
and  G.  I.  reactions.  Supplied:  1 cc.  and  2 cc.  am- 
puls in  boxes  of  12,  25  and  100;  10  cc.  rubber 
capped,  multiple-dose  vials  (intramuscular  or  sub- 
cutaneous use  only)  in  boxes  of  6 and  100. 


1.  Gold,  Harry, et  a/.;  A System  for  the  Routine  Treat- 
ment of  the  Failing  Heart,  The  American  Journal  of 
Medicine,  Vol.  Ill,  No.  6:665-692  (Dec.)  1956. 

2.  Modell,  Walter:  Drugs  of  Choice  1966-1967,  p.  97, 
1966. 

LAKESIDE  LABORATORIES,  INC. .Milwaukee,  Wisconsin  53201 
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The  Media  trie"  Age: 

Many  patients,  with  or  without  a functional  illness,  show  symptoms  of 
an  aging  metabolism:  disinterest . . . lassitude . . .vague  aches  and  pains. 

Mediatric™  can  help  them  lead  a more  active,  useful  life. 


2046 


Candidates  for  Mediatric 

Commonly  heard  complaints  from  your  geri- 
atric patients  may  indicate  an  underlying  dis- 
order that  may  require  immediate  attention 
—and  definitive  therapy.  But,  with  or  with- 
out an  underlying  functional  illness,  the  pa- 
tients’ physical  and  emotional  well-being 
may  be  enhanced  by  adjunctive  steroid-nutri- 
tional therapy.  That’s  why  so  many  patients 
just  like  these  are  suitable  candidates  for 
MEDIATRIC  from  their  very  first  visit. 

“A  steroid-nutritional  compound  (Mediatric) 
was  used  in  100  patients  to  relieve  some  of 
the  symptoms  caused  by  degenerative  changes 
of  aging ” This  therapy  resulted  in  im- 

provement of  75  per  cent  of  the  patients. 

McNeill,  A.  J.:  Clin.  Med.  5:518  (Mar.) 
1961. 


The  estrogen  component  is  PREMARIN® 
(conjugated  estrogens  — equine),  the  orally 
active,  natural  estrogen  most  widely  pre- 
scribed for  its  physiologic  and  metabolic 
benefits.  The  combination  of  estrogen  and 
methyltestosterone  can  help  maintain  an  an- 
abolic balance  to  forestall  premature  estro- 
gen-related degenerative  changes. 

MEDIATRIC  also  supplies  a small  amount 
of  methamphetamine  to  provide  a gentle 
mood  uplift;  and  nutritional  supplements  spe- 
cially selected  to  meet  the  needs  of  the  aging. 

MEDIATRIC  helps  keep  the  older  patients 
alert  and  active;  helps  relieve  general  ma- 
laise, easy  fatigability,  vague  pains  in  the 
bones  and  joints,  and  lack  of  interest  so  often 
associated  with  declining  gonadal  hormone 
secretion. 


contraindication:  Carcinoma 
of  the  prostate,  due  to  methyl- 
testosterone  component. 
warning:  Some  patients  with  per- 
nicious anemia  may  not  respond 
to  treatment  with  the  Tablets  or 
Capsules,  nor  is  cessation  of 
response  predictable.  Periodic 
examinations  and  laboratory 
studies  of  pernicious  anemia 
patients  are  essential  and  recom- 
mended. 

side  effects:  In  addition  to  with- 


drawal bleeding,  breast  tenderness 
or  hirsutism  may  occur. 
suggested  dosages:  Male  and 
female:  1 Tablet  or  Capsule,  or  3 
teaspoonfuls  Liquid,  daily  or  as 
required. 

In  the  female:  To  avoid  continu- 
ous stimulation  of  breast  and 
uterus,  cyclic  therapy  is  recom- 
mended (3  week  regimen  with 
1 week  rest  period  — Withdrawal 
bleeding  may  occur  during  this 
1 week  rest  period). 


In  the  male:  A careful  check 
should  be  made  on  the  status  of 
the  prostate  gland  when  therapy 
is  given  for  protracted  intervals. 
supplied:  No.  752— MEDIATRIC 
Tablets,  in  bottles  of  100  and 
1,000. 

No.  252  — MEDIATRIC  Cap- 
sules, in  bottles  of  30,  100,  and 
1,000. 

No.  910— MEDIATRIC  Liquid, 
in  bottles  of  16  fluidounces  and 
1 gallon. 


Steroid-nutritional  compound 

Each  MEDIATRIC 

TABLET  or  CAPSULE 

Each  1 5 cc.  (3  teaspoon- 
fuls) of  MEDIATRIC 

contains: 

LIQUID  contains: 

Conjugated  estrogens — equine  (PREMARIN®) 

0.25  mg. 

0.25  mg. 

Methyltestosterone 

2.5  mg. 

2.5  mg. 

Methamphetamine  HC1 

1.0  mg. 

1.0  mg. 

Cyanocobalamin 

2.5  meg. 

1.5  meg. 

Intrinsic  factor  concentrate 

8.0  mg. 



Thiamine  HC1 

— 

5.0  mg. 

Thiamine  mononitrate 

10.0  mg. 



Riboflavin 

5.0  mg. 



Niacinamide 

50.0  mg. 



Pyridoxine  HC1 

3.0  mg. 



Calcium  pantothenate 

20.0  mg. 



Ferrous  sulfate  exsiccated 

30.0  mg. 



Ascorbic  acid 

100.0  mg. 

— 

(Contains  15%  alcohol) 

6740 


Mediatric 


tablets  • capsules  • liquid 


AYERST  LABORATORIES  • New  York,  N.  Y.  10017  • Montreal,  Canada 
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For  adolescents,  acne  is  "...an  af- 
fliction which  immediately  separates 
these  people  from  their  confreres.'* 
Washing  with  pHisoHex,  from  the 
first  sign  of  acne,  can  help  your  pa- 
tients—even  with  severe  forms  — 
through  the  “acne  decade”  (12-22). 
Three  or  four  thorough  daily 
washes  with  powerful,  antibacterial 
DHisoHex  enhance  acne  regimens. 
Results  help  restore  self-confidence. 
oHisoHex  builds  a cumulative  bac- 
eriostatic  film  of  hexachlorophene 
to  protect  acne  skin  between  wash- 
ings, helps  check  the  "infection  fac- 
tor." pHisoHex  is  especially  effec- 


tive against  Staph— a frequent  in- 
vader of  acne  lesions. 

A much  more  surface-active  deter- 
gent than  soap,  pHisoHex  removes 
dirt,  emulsifies  oil  and  cleanses 
acne  skin  rapidly  and  thoroughly, 
including  orifices  of  the  sebaceous 
glands,  sweat  glands  and  hair  fol- 
licles. pHisoHex  is  nonalkaline,  hy- 
poallergenic and  “kind"  to  skin.  . 
pHisoAc®,  a keratolytic  skin-toned 
cream,  is  recommended  with 
pHisoHex  for  local  treatment  in 
acne.  pHisoAc  dries,  peels  and 
masks  lesions,  helps  prevent  come- 
dones, pustules  and  scarring.  It  con- 


tains colloidal  sulfur  6 per  cent, 
resorcinol  1.5  per  cent  and  hexa- 
chlorophene  0.3  per  cent.  Odorless, 
nongreasy  and  pleasant  to  use.* 
pHisoHex  is  supplied  in  squeeze 
bottles  of  5 oz.  and  1 pint  arid  in,' 
unbreakable  bottles  of  1 gal. 
pHisoAc  is  supplied  in  tubes  of  1Vr*;; 
oz.,  also  available  in  a combination 
package  with  a 5-oz.  squeeze  bot-  • 
tie  of  pHisoHex. 

■ i 

'Kligman,  A.  M.,  in  Ludwig,  G.  D.,  and 
Elsom,  Katherine  O.  (Eds  ):  Am.  Pract. 
13:200,  March,  1962. 


pHisoHex  and  pHisoAc,  trademarks  reg.  U.S,  Pat.  Off. 
Wmthrop  Laboratories,  New  York,  N.Y. 10016 
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Frightened  patients 
when  they  want  a cure, 
bid  any  price,  and 
any  pain  endure; 
but  when  the  doctor’s  remedies  appear 
the  cure’s  too  easy,  and  the  price  too  dear . 


These  lines  have  just  as  much  point 
today  as  in  1701,  when  Daniel  Defoe  wrote 
them.  Apparently  there’s  nothing  new  about  doctors’ 
collection  problems. 


There  is  something  new,  however,  about  the  way  one  group 
of  doctors  avoids  such  problems.  GHI  Participating  Doctors  are  paid  directly 
and  promptly  for  services  to  GHI  subscribers  — usually  within  five  working 
days.  How  many  of  your  patients  settle  their  accounts  with  you  that  quickly? 

But  this  is  just  one  of  many  advantages  of  becoming  a GHI  Participating 
Doctor.  Our  Professional  Relations  Department  will  be  glad  to  tell  you 
about  the  others.  Why  not  write  or  phone  today? 

HEALTH 


GHI/ 221  PARK  AVENUE  SOUTH,  NEW  YORK,  N.Y.  10003/Phone:  777  6000 
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“low  man” 
in  acne 

By  far  the  most  significant  development 
in  the  therapy  of  acne  has  been  the  use 
of  broad-spectrum  antibiotics  for  the 
control  of  infection — and  in  particular, 
the  use  of  the  tetracyclines. ' After  initial 
suppressive  therapy,  the  maintenance 
dose  is  kept  as  low  as  possible.  You 
can  provide  low-dosage  therapy  most 
conveniently  with  DECLOMYCIN,  the 
long-acting,  broad-spectrum  antibiotic. 

With  DECLOMYCIN  you  can  maintain 
high  blood  and  tissue  levels  for  extended 
periods  on  minimal  dosage.  And 
because  of  longer  persistence 
time  in  the  bloodstream,  a missed  dose 
need  not  impair  effectiveness  of 
therapy.  Isn’t  DECLOMYCIN  the  logical 
broad-spectrum  antibiotic  for  low-dosage 
therapy  in  acne? 

1.  Witten,  V.  H.  and  Helfman,  R.  J.:  in  Modell,  W.:  Drugs 
of  Choice  1966-1967.  C.  V.  Mosby  Co.,  St.  Louis,  p.  732. 

DECLOMYCIN 

DEMETHYECHLORTETRACYCLINE 


Prescribing  information  on  next  page. 


hor  a wide  range  or  everyday 
infections — respiratory, 
urinary  tract  and  others— 
in  the  young  and  aged— the 
acutely  or  chronically  ill. 

“low  man”in  acne 

DECLOMYCIN  Demethylchlortetracycline  should  be 
equally  or  more  effective  therapeutically  than  other  tetra- 
cyclines when  the  offending  organisms  are  tetracycline- 
sensitive. 

Contraindication:  History  of  hypersensitivity  to  demethyl- 
chlortetracycline. 

Warning— In  renal  impairment,  usual  doses  may  lead  to 
excessive  accumulation  and  liver  toxicity.  Under  such 
conditions,  lower  than  usual  doses  are  indicated,  and,  if 
therapy  is  prolonged,  serum  level  determinations  may  be 
advisable.  A photodynamic  reaction  to  natural  or  artifi- 
cial sunlight  has  been  observed.  Small  amounts  of  drug 
and  short  exposure  may  produce  an  exaggerated  sun- 
burn reaction  which  may  range  from  erythema  to  severe 
skin  manifestations.  In  a smaller  proportion,  photo- 
allergic  reactions  have  been  reported.  Patients  should 
avoid  direct  exposure  to  sunlight  and  discontinue  drug  at 
the  first  evidence  of  skin  discomfort.  Necessary  subse- 
quent courses  of  treatment  with  tetracyclines  should  be 
carefully  observed. 

Precautions— Overgrowth  of  nonsusceptible  organisms 
may  occur.  Constant  observation  is  essential.  If  new  in- 
fections appear,  appropriate  measures  should  be  taken. 

In  infants,  increased  intracranial  pressure  with  bulging 
fontanels  has  been  observed.  All  signs  and  symptoms 
have  disappeared  rapidly  upon  cessation  of  treatment. 

Side  Effects— Gastrointestinal  system— anorexia,  nausea, 
vomiting,  diarrhea,  stomatitis,  glossitis,  enterocolitis,  pru- 
ritus ani.  Skin— maculopapular  and  erythematous  rashes.  : 
A rare  case  of  exfoliative  dermatitis  has  been  reported. 
Photosensitivity;  onycholysis  and  discoloration  of  the 
nails  (rare).  Kidney— rise  in  BUN,  apparently  dose  re- 
lated. Hypersensitivity  reactions— urticaria,  angioneurotic 
edema,  anaphylaxis.  Teeth  — dental  staining  (yellow- 
brown)  in  children  of  mothers  given  this  drug  during  the 
latter  half  of  pregnancy,  and  in  children  given  the  drug 
during  the  neonatal  period,  infancy  and  early  childhood. 
Enamel  hypoplasia  has  been  seen  in  a few  children.  If 
adverse  reaction  or  idiosyncrasy  occurs  discontinue  med- 
ication and  institute  appropriate  therapy. 

Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or  300  mg 
b.i.d.  Should  be  given  1 hour  before  or  2 hours  after 
meals,  since  absorption  is  impaired  by  the  concomitant 
administration  of  high  calcium  content  drugs,  foods  and 
some  dairy  products.  Treatment  of  streptococcal  infec- 
tions should  continue  for  10  days,  even  though  symp- 
toms have  subsided. 

Capsules:  150  mg;  Tablets:  film  coated,  300  mg,  150 
mg,  and  75  mg  of  demethylchlortetracycline  HCI. 

DECIjOMYCIIS 

DEMETHYLCHLOKTErRACYCLINE 

LEDERLE  LABORATORIES,  A Division  of 
American  Cyanamid  Company,  Pearl  River,  New  Yorf 


Medical  News 


Clinical  Center  studies  blood  hyperviscosity 

The  cooperation  of  physicians  is  requested  in 
a continuous  clinical  study  of  Waldenstrom’s 
macroglobulinemia  and  related  hyperviscosity 
syndromes  being  conducted  by  the  National 
Cancer  Institute  at  the  Clinical  Center,  Na- 
tional Institutes  of  Health,  Bethesda,  Mary- 
land. 

Of  interest  are  patients  with  retinopathy, 
mucous  membrane  bleeding,  vertigo,  or  other 
clinical  disorders  associated  with  elevated 
serum  viscosity.  The  studies  will  include  a 
thorough  evaluation  of  clinical  status  and 
measurement  of  pulmonary  and  cardiac  blood 
flow  before  and  after  reduction  of  serum  vis- 
cosity by  plasmapheresis.  Anticipated  hos- 
pitalization is  about  three  weeks. 

Physicians  interested  in  having  their  pa- 
tients considered  for  this  study  may  write  or 
telephone  John  R.  Wunderlich,  M.D.,  Clinical 
Center,  Room  4B-18,  National  Institutes  of 
Health,  Bethesda,  Maryland  20014.  The  tele- 
phone number  is  656-4000,  Extension  65461, 
area  code  301. 


New  York  physicians  members  of  teaching 
symposium  in  Peru 

Seven  physicians  from  Columbia  University 
College  of  Physicians  and  Surgeons  served  as 
faculty  members  of  a two-week  teaching  sym- 
posium, “International  Course  of  Pediatrics 
for  Postgraduates  and  Interns,”  which  took 
place  in  Peru  June  17  through  19. 

Material  for  inclusion  in  the  medical  news  section  must  be 
received  six  weeks  prior  to  publication  date. 


The  teaching  team  was  headed  by  L.  Stanley 
James,  M.D.,  associate  professor  of  pediatrics, 
and  included:  David  H.  Baker,  M.D.,  as- 

sociate professor  of  radiology  and  pediatrics; 
Horace  L.  Hodes,  M.D.,  clinical  professor  of 
pediatrics;  Arthur  B.  Voorhees,  Jr.,  M.D.,  as- 
sociate professor  of  clinical  surgery;  Thomas 
V.  Santulli,  M.D.,  professor  of  surgery;  Herbert 
Rackow,  M.D.,  associate  professor  of  anes- 
thesiology; and  Joan  Leeming,  M.D.,  associate 
professor  of  pediatrics,  Babies  Hospital,  Co- 
lumbia-Presbyterian  Medical  Center. 


Installed.  Edwin  W.  Gates,  M.D.,  Niagara 
Falls,  as  president  of  the  American  Diabetes 
Association,  Inc. 

Awarded.  An  Award  of  Special  Honor  by 
the  International  Narcotic  Enforcement  Officers 
Association  to  Donald  B.  Louria,  M.D.,  New 
York  City,  for  his  contribution  in  the  medical 
and  education  field  of  narcotic  problems  and 
especially  for  his  work  in  rebuttal  of  Dr.  Timo- 
thy Leary’s  theory  on  LSD  (lysergic  acid  diethyl- 
amide). 

Elected.  Melvin  D.  Yahr,  M.D.,  New  York 
City,  as  secretary-treasurer  and  editor  of  trans- 
actions; and  Robert  J.  Joynt,  M.D.,  Rochester, 
New  York,  as  a two-year  council  member,  of  the 
American  Neurological  Association. 

Speaker.  George  T.  Pack,  M.D.,  attending 
surgeon  emeritus,  Memorial  Hospital  for  Cancer 
and  Allied  Diseases,  at  a meeting  of  the  South 
African  Medical  Society.  He  will  also  serve  as 
visiting  lecturer  in  surgery  at  the  four  medical 
schools,  at  Pretoria,  Durban,  Cape  Town,  and 
the  University  of  Witwatersrand  in  Johannes- 
burg, July  17  through  August  3. 


Personalities 
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Medical  Meetings 


Courses  offer  physician  training  in  medical 
hypnosis  and  psychiatry 

Two  postgraduate  courses  in  Basic  Medical 
Hypnosis  and  Hypnosis  and  Psychiatry  for  all 
physicians  are  being  conducted  by  Herbert 
Spiegel,  M.D.,  at  Columbia  University  College 
of  Physicians  and  Surgeons. 

The  basic  courses  in  medical  hypnosis  will 
consist  of  seven  classes,  all  of  which  will  be 
held  on  Saturdays  from  10:00  a.m.  to  5:00  p.m. 
The  inclusive  dates  of  the  course  are  October  7 
through  November  18.  This  course  will  feature 
lectures,  case  demonstrations,  practice  sessions, 
movies,  slides,  and  seminars  designed  to  pre- 
sent technics  and  theories  of  hypnosis  in  clinic 
medicine  from  the  perspectives  of  diagnosis, 
therapy,  and  research.  Registration  fee  is 
$175.  A personal  interview  may  be  required. 

The  second  course,  Hypnosis  and  Psychiatry, 
is  open  only  to  psychiatrists  who  have  taken 
the  basic  hypnosis  course  or  the  equivalent. 
The  course  will  consist  of  four  classes,  all  of  which 
will  be  held  on  Saturdays,  January  6 through 
28,  1968,  from  10:00  a.m.  to  5:00  p.m.  The 
course  will  include  lectures,  seminars,  and  case 
material  to  elaborate  the  various  technics  with 
which  hypnosis  can  facilitate  the  psychothera- 
peutic process.  A personal  interview  may  be 
required.  Registration  fee  is  $100. 

F or  further  information  and  application  forms 
write:  Melvin  D.  Yahr,  M.D.,  assistant  dean, 

Material  for  inclusion  in  the  medical  meetings  section  must 
be  received  six  weeks  prior  to  publication  date. 


Prognosis  by  scoring  technic 
in  hyaline  membrane  disease 


A statistical  method  for  predicting  the  prob- 
ability of  survival  of  infants  with  hyaline  mem- 
brane disease  was  devised  by  M.  T.  Stahlman, 
M.D.,  et  al.,  writing  of  this  in  a recent  issue  of 
the  New  England  Journal  of  Medicine.  In  this 
method,  each  patient  is  scored  on  the  basis  of 
five  weighed  variables:  arterial-blood  oxygen 
tension  with  the  infant  breathing  100  per  cent 


College  of  Physicians  and  Surgeons,  630  West 
168th  Street,  New  York  10032. 

Nutrition  and  metabolism  conference  to  be 
held  in  Philadelphia 

The  twelfth  annual  Conference  on  Nutrition 
and  Metabolism,  sponsored  by  the  Committee 
on  Nutrition  and  Metabolism  of  the  Phila- 
delphia County  Medical  Society,  the  Phila- 
delphia Pediatric  Society,  and  the  Council  on 
Foods  and  Nutrition  of  the  American  Medical 
Association,  will  be  held  October  18  at  the 
Philadelphia  County  Medical  Society. 

Subjects  to  be  discussed  include  phenyl- 
ketonuria, hypoglycemia  in  children,  and  gout 
and  osteoporosis.  Guest  participants  will  be 
Selma  Snyderman,  M.D.,  New  York  University 
School  of  Medicine;  Angelo  DiGeorge,  M.D., 
Temple  University  School  of  Medicine;  John 
H.  Talbott,  M.D.,  editor,  Journal  of  the  Ameri- 
can Medical  Association;  Leo  Lutwak,  M.D., 
Cornell  University  Graduate  School  of  Nutri- 
tion; and  Philip  L.  White,  M.D.,  Secretary, 
Council  on  Foods  and  Nutrition,  American 
Medical  Association. 

This  course  is  accepted  for  credit  by  the 
American  Academy  of  General  Practice.  For 
further  information  contact:  Michael  G.  Whol, 
M.D.,  or  Charles  R.  Shuman,  M.D.,  cochairmen, 
Committee  on  Nutrition  and  Metabolism, 
Philadelphia  County  Medical  Society,  2100 
Spring  Garden  Street,  Philadelphia,  Pennsyl- 
vania 19130. 


oxygen  during  spontaneous  respiration,  arterial- 
blood  pH,  birth  weight,  spontaneous  respiratory 
rate,  and  serum  potassium.  Data  on  115  in- 
fants with  the  clinical  diagnosis  of  hyaline  mem- 
brane disease  were  used  to  devise  the  method 
and  determine  the  weighting  factors. 

The  scoring  allows  the  severity  of  each  case  to 
be  objectively  determined  shortly  after  birth, 
facilitating  the  design  of  experiments  to  examine 
new  thereapeutic  modalities.  In  this  way, 
both  control  and  treatment  groups  can  be  more 
nearly  matched,  allowing  a more  sensitive  test 
of  new  methods  utilizing  a minimum  of  pa- 
tients. 
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POLYMYXIN  B-BACITRACIN 

OINTMENT 

for  topical  antibiotic  therapy  with  minimum 
risk  of  sensitization 


‘POLYSPORrM 

POLYMYXIN  B-BACITitACfl 


Caution:  As  with  other  antibiotic  products,  prolonged  use  may 
result  in  overgrowth  of  nonsusceptible  organisms,  including 
fungi.  Appropriate  measures  should  be  taken  if  this  occurs. 

Supplied  in  V2  oz.  and  1 oz.  tubes. 

Complete  literature  available  on  request  from  Professional 
Services  Dept.  PML. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC. 
Tuckahoe,  N.Y. 


OINTMENT 

Wp  prevent  infection  ill* 

^ornsjund  abrasion**® 

aid  in  healing* 


Investment 

Advisory 

Service 

Providing  portfolio  supervision  for  both  indi- 
vidual and  institutional  investors  on  a fee  basis. 

Direct  inquiries  to  Investment  Advisory  Department 


LOEB,  RHOADES  & CO. 

MEMBERS  NEW  YORK  STOCK  EXCHANCE,  AMERICAN  STOCK 
EXCHANGE  AND  PRINCIPAL  COMMODITY  EXCHANGES 


42  WALL  STREET,  N.  Y.  10005 


375  Park  Avenue,  N.Y.  10022 
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Book  Notes 


Practical  Dermatology.  By  George  M.  Lewis, 
M.D.,  and  Clayton  E.  Wheeler,  Jr.,  M.D.  Third 
edition.  Octavo  of  679  pages,  illustrated. 
Philadelphia,  W.  B.  Saunders  Company,  1967. 
Cloth,  $12.50. 

This  small  text  is  concerned  primarily  with  the 
more  common  skin  disorders.  It  was  written 
especially  for  medical  students,  physicians  who 
are  not  dermatologists,  and  for  those  who  are 
beginning  to  specialize  in  the  field.  Black  and 
white  photographic  illustrations  are  used 
throughout,  as  the  authors  felt  that  a large 
number  in  this  form  have  more  teaching  value 
than  a few  in  color. 

Anatomy  of  the  Human  Body.  By  Henry 
Gray,  F.R.S.  Edited  by  Charles  Mayo  Goss, 
M.D.  Twenty-eighth  Edition.  Quarto  of 
1,448  pages,  illustrated.  Philadelphia,  Lea  & 
Febiger,  1966.  Cloth,  $22.50. 

New  drawings  and  illustrations  together  with 
new  material  serve  to  bring  this  well-known 
publication  up  to  date.  It  has  been  entirely 
reset  with  new  type  in  a two-column  format. 
Almost  completely  rewritten,  it  conforms  to  the 
1965  Nomina  Anatomica  throughout. 

The  Physiological  Basis  of  Medical  Practice. 

By  Charles  Herbert  Best,  M.D.,  and  Norman 
Burke  Taylor,  M.D.  Eighth  edition.  Quarto 
of  1,793  pages,  illustrated.  Baltimore,  The 
Williams  & Wilkins  Company,  1966.  Cloth, 
$17. 

Originally  designed  to  link  the  laboratory  and 
clinic  in  order  to  promote  continuity  of  phys- 
iologic teaching  throughout  the  undergraduate 
course,  this  publication  remains  the  standard 
work  in  its  field.  Major  changes  and  additions 
with  several  new  contributors  characterize  this 
eighth  edition. 

A Manual  of  Tropical  Medicine.  By  George 
W.  Hunter,  III,  Ph.D.,  William  W.  Frye,  M.D., 
and  J.  Clyde  Swartzwelder,  Ph.D.  Fourth 
edition.  Octavo  of  931  pages,  illustrated. 
Phila.,  W.  B.  Saunders  Company,  1966.  Cloth, 
$18.50. 

With  increasing  travel  among  different  nations 
in  recent  decades  a knowledge  of  tropical  medi- 
cine is  becoming  more  important  to  Americans. 
This  work  was  first  issued  during  World  War 
II  for  the  use  of  the  Armed  Forces  in  tropical 
areas.  It  presents  both  epidemiologic  and 
clinical  aspects  in  concise  form,  and  is  suitable 
for  medical  and  graduate  students,  as  well  as  for 
personnel  in  medicine,  public  health,  micro- 
biology, and  allied  fields. 


Tandearil 

oxyphenbutazone 

Tandearil  in  Painful  Shoulder 

Therapeutic  Effects:  Stiffness  and  pain  may  diminish 
within  2 days,  and  full  mobility  may  be  restored 
within  a week.  These  effects  are  obtained  with 
oxyphenbutazone  alone  or  combined  with  physio- 
therapy or  local  hormonal  injections.  The  drug  is 
usually  well  tolerated  and  does  not  affect  pituitary- 
adrenal  function  or  immune  response. 

Contraindications:  Edema;  danger  of  cardiac  decom- 
pensation; history  or  symptoms  of  peptic  ulcer; 
renal,  hepatic  or  cardiac  damage;  history  of  drug 
allergy;  history  of  blood  dyscrasia.  The  drug  should 
not  be  given  when  the  patient  is  senile  or  when  other 
potent  drugs  are  given  concurrently. 

Warning:  If  coumarin-type  anticoagulants  are  given 
simultaneously,  watch  for  excessive  increase  in 
prothrombin  time.  Pyrazole  compounds  may  poten- 
tiate the  pharmacologic  action  of  sulfonylurea, 
sulfonamide-type  agents  and  insulin.  Carefully 
observe  patients  receiving  such  therapy.  Use  with 
great  caution  in  the  first  trimester  of  pregnancy. 

Precautions:  Obtain  a detailed  history  and  a com- 
plete physical  and  laboratory  examination,  includ- 
ing a blood  count.  The  patient  should  be  closely 
supervised  and  should  be  warned  to  report  immedi- 
ately fever,  sore  throat,  or  mouth  lesions  (symptoms 
of  blood  dyscrasia);  sudden  weight  gain  (water  re- 
tention) ; skin  reactions;  black  or  tarry  stools  or 
other  evidence  of  intestinal  hemorrhage.  Make  regu- 
lar blood  counts.  Discontinue  the  drug  and  institute 
countermeasures  if  the  white  count  changes  signifi- 
cantly, granulocytes  decrease,  or  immature  forms 
appear.  Use  greater  care  in  the  elderly  and  in 
hypertensives. 

Adverse  Reactions:  The  most  common  are  nausea, 
edema  and  drug  rash.  The  drug  has  been  associated 
with  peptic  ulcer  and  may  reactivate  a latent  peptic 
ulcer.  Infrequently,  agranulocytosis,  or  a general- 
ized allergic  reaction  may  occur  and  require  with- 
drawal of  medication.  Stomatitis,  salivary  gland  en- 
largement, vomiting,  vertigo  and  languor  may  occur. 
Leukemia  and  leukemoid  reactions  have  been  re- 
ported but  cannot  definitely  be  attributed  to  the 
drug  Thrombocytopenic  purpura  and  aplastic 
anemia  may  occur.  Confusional  states,  agitation, 
headache,  blurred  vision,  optic  neuritis  and  tran- 
sient hearing  loss  have  been  reported,  as  have 
hyperglycemia,  hepatitis,  jaundice,  and  several 
cases  of  anuria  and  hematuria.  With  long-term  use, 
reversible  thyroid  hyperplasia  may  occur  infre- 
quently. Moderate  lowering  of  the  red  cell  count  due 
to  hemodilution  may  occur. 

Dosage  in  Painful  Shoulder:  600  mg.  daily  in  divided 
doses  for  2 to  3 days;  300  mg.  daily  thereafter.  Usual 
duration  of  therapy:  2 to  7 days. 

Availability:  Tablets  of  100  mg.  6562-VI(B)R 

For  complete  details,  please  refer  to  full  prescribing 
information. 


Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York 
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Geigy 


Tandearil  helps  painful  shoulders 

oxyphenbutazone  mQve  agajn 


Please  see  ad- 
joining page  lor 
brief  prescribing 
summary. 

TA-5094PC 


Sperling.  I.L.: 

Applied  Therap.  6 117. 

1964  

Rosenbaum.  E.E..  and 
Schwarz,  G R North- 
west Med  61:927,1962 


3 out  of  4 painful  shoulder  patients 
respondedwell 

84.2%MDf  127  patients 

81%  of  48  patients  
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Books  Received 


The  following  books  were  received  during  the  month  of  May,  1967  * 


The  Neurologic  Examination.  By  Russell 
N.  DeJong,  M.D.  Third  edition.  Quarto  of 
1,151  pages,  illustrated.  New  York,  Hoeber 
Medical  Division,  Harper  & Row,  1967.  Cloth, 
$29.50. 

Comprehensive  Textbook  of  Psychiatry. 
Edited  by  Alfred  M.  Freedman,  M.D.,  and 
Harold  I.  Kaplan,  M.D.  Quarto  of  1,666 
pages,  illustrated.  Baltimore,  The  Williams 
and  Wilkins  Company,  1967.  Cloth,  $24.75. 

The  Comparative  Anatomy  and  Histology 
of  the  Cerebellum  from  Myxinoids  through 
Birds.  By  Olof  Larsell,  Ph.D.  Edited  by 
Jan  Jansen,  M.D.  Quarto  of  291  pages, 
illustrated.  Minneapolis,  The  University  of 
Minnesota  Press,  1967.  Cloth,  $14. 

Resuscitation.  By  D.  K.  Brooks,  M.D. 
Octavo  of  323  pages,  illustrated.  Baltimore, 
The  Williams  & Wilkins  Company,  1967. 
Cloth,  $13. 

Pathologic  Physiology;  Mechanisms  of 
Disease.  By  William  A.  Sodeman,  M.D.,  and 
William  A.  Sodeman,  Jr.,  M.D.  Fourth  edi- 
tion. Quarto  of  1,051  pages,  illustrated. 
Philadelphia,  W.  B.  Saunders  Company,  1967. 
Cloth,  $19. 

Atlas  of  Surgical  Operations.  Volume  II. 

By  Robert  M.  Zollinger,  M.D.,  and  Robert  M. 
Zollinger,  Jr.,  M.D.  Folio  of  188  pages, 
illustrated.  New  York,  The  Macmillan  Com- 
pany, 1967.  Cloth,  $20. 

Urologic  Roentgenology.  By  Marcy  L. 
Sussman,  M.D.,  George  Jacobson,  M.D.,  and 
E.  Howard  Jayne,  M.D.  Quarto  of  302  pages, 
illustrated.  Baltimore,  The  Williams  & Wil- 
kins Company,  1967.  Cloth,  $17. 

Lexicon  Technicum:  or  an  Universal  Eng- 

lish Dictionary  of  Arts  and  Sciences. 
Volume  I and  II.  By  John  Harris.  A facsim- 
ile of  the  London  edition  of  1704.  The  Sources 
of  Science,  No.  28.  Quarto.  Illustrated.  New 
York,  Johnson  Reprint  Corporation,  1966. 
Cloth. 

Textbook  of  Gynecology.  By  John  I.  Brewer, 
M.D.,  and  Edwin  J.  DeCosta,  M.D.  Fourth 
edition.  Octavo  of  918  pages,  illustrated. 

* Books  received  for  review  are  acknowledged  promptly  in 
this  column.  No  other  obligation  is  assumed  for  the  cour- 
tesy of  those  sending  them  for  this  purpose.  Selection  for 
review  is  made  on  the  basis  of  merit  and  reader  interest. 


Baltimore,  The  Williams  & Wilkins  Company, 
1967.  Cloth,  $17. 

Exhaustion:  Causes  and  Treatment.  By 

Sam  E.  Roberts,  M.D.  Octavo  of  262  pages, 
illustrated.  Emmaus,  Penna.,  Rodale  Books, 
Inc.,  1967.  Cloth,  $5.95. 

Clinical  Judgment.  By  Alvan  R.  Feinstein, 
M.D.  Octavo  of  414  pages,  illustrated.  Balti- 
more, The  Williams  & Wilkins  Company,  1967. 
Cloth,  $9.50. 

Pathology  Annual.  Volume  2, 1967.  Series 
Editor  Sheldon  C.  Sommers,  M.D.  Octavo  of 
427  pages,  illustrated.  New  York,  Appleton- 
Century-Crofts,  1967.  Cloth,  $13.75. 

Annual  Review  of  Medicine.  Volume  18, 
1967.  Arthur  C.  De  Graff,  Editor.  William 
P.  Creger,  Associate  Editor.  Octavo  of  559 
pages,  illustrated.  Palo  Alto,  Calif.,  Annual 
Reviews,  Inc.,  1967.  Cloth,  $8.50. 

Public  Education  about  Cancer.  Research 
findings  and  theoretical  concepts.  Pre- 
pared by  the  Committee  on  Public  Education 
of  the  Commission  on  Cancer  Control.  Re- 
search and  background  material  by  Michael  S. 
Goodstadt.  Octavo  of  103  pages.  New  York, 
Springer-Verlag,  1967.  Cloth,  $9.50.  (UICC 
Monograph  Series — Volume  5) 

The  Child’s  Conception  of  Space.  By  Jean 
Piaget  and  Barbel  Inhelder.  Translated  from 
the  French  by  F.  J.  Langdon  and  J.  L.  Lunzer. 
Duodecimo  of  490  pages,  illustrated.  New 
York,  W.  W.  Norton  & Company,  Inc.,  1967. 
Paper,  $2.95. 

Doctors  and  Nurses  in  Industry:  Social 

Aspects  of  In-plant  Medical  Programs.  By 

Rhoda  L.  Goldstein,  Ph.D.,  and  Bernard  Gold- 
stein, Ph.D.  Octavo  of  96  pages.  New  Bruns- 
wick, N.J.,  Research  Section  Institute  of 
Management  and  Labor  Relations,  Rutgers — 
The  State  University,  1967.  Paper,  $2.00. 

Clinical  Obstetrics  and  Gynecology.  Vol- 
ume 10  Number  1,  March  1967.  Hormones 
in  Reproduction.  Edited  by  Robert  B. 
Jaffe,  M.D.  Female  Urology.  Edited  by 
Tiffany  J.  Williams,  M.D.  Octavo.  Illus- 
trated. New  York,  Hoeber  Medical  Division, 
Harper  & Row,  1967.  Published  quarterly 
(four  numbers  a year) . Cloth,  $18  per  year. 

continued  on  page  2069 
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DOCTOR, 


Here  is  the  expanded  Abbott 
anorectic  program  designed  to 
meet  the  individual  needs  of 
your  overweight  patients. 


THE  PRODUCT 

ABBOTT 

ANORECTIC 

PROGRAM 

DESOXYN*  Gradumet*  5mg  a 

METHAMPHETAMINE  HYDROCHLORIDE  IN  LONG-RELEASE  DOSE  FORM 

10  mg.  Q 15  mg  £3 

DESBUTAL®  10  Gradumet 

10  mg.  METHAMPHETAMINE  HYDROCHLORIDE,  60  mg.  SODIUM  PENTOBARBITAL 

FRONT  a,  SIDE  ) 

DESBUTAL  15  Gradumet 

15  mg.  METHAMPHETAMINE  HYDROCHLORIDE,  90  mg.  SODIUM  PENTOBARBITAL 

FRONT  £3  SIDE 

• W 

MOOD  ELEVATION 


DESOXYN  Gradumet 

Smooth  appetite  control  plus  mood  elevation 

Typically,  the  obese  patient  is  a repeat  dieter. 
And  with  each  failure,  the  task  looks  more 
hopeless.  Therefore,  it  is  often  just  as  im- 
portant to  lift  the  mood  as  to  curb  the  appe- 
tite. Desoxyn  Gradumet  does  just  that.  It 
gently  elevates  and  sustains  the  mood.  And 
no  other  product— amphetamine  or  non-am- 
phetamine—is  more  effective  in  suppressing 
appetite. 


DESBUTAL  Gradumet 

For  patients  who  can't  take  plain  amphetamine 

Desbutal  Gradumet  contains  2 drugs,  each 
in  its  own  tablet  section,  combined  back  to 
back  to  form  a single  tablet.  One  section 
contains  Desoxyn  to  suppress  the  appetite 
and  lift  the  mood ; the  other  contains  Nem- 
butal® (pentobarbital)  to  soothe  the  patient 
and  counteract  any  excessive  stimulation. 
The  drugs  are  released  in  an  effective  dosage 
ratio  throughout  the  day. 


CONTROLLED-RELEASE 

HOW  IT  DIFFERS  FROM 
LONG-RELEASE 

The  Gradumet  is  made  up  of  thousands  of 
interconnecting  channels,  much  like  a 
sponge.  These  channels— filled  with  a drug 
—end  at  the  outer  surface  of  the  tablet.  When 
fluid  comes  in  contact  with  the  Gradumet, 
the  drug  in  the  outer  ends  of  the  channels 
dissolves.  As  the  fluid  makes  its  way  up  the 
channels,  there  is  a continuous  release  of 
medication. 


THIS  IS  A RELEASE 
YOU  CAN  COUNT  ON 


Since  the  rate  of  release  is  rigidly  determined 
by  the  size  and  number  of  channels,  the 
Gradumet  is  able  to  provide  controlled-re- 
lease  as  well  as  long-release.  Patients  get  a 
measured  amount  of  medication,  moment  by 
moment,  throughout  the  day— from  a single 
ora!  dose. 


THE  PROGRAM 


ABBOTT 

ANORECTIC 

PROGRAM 


WEIGHT  CONTROL 
BOOKLET 

To  help  your  obese  patients  understand  why 
they  are  overweight— and  what  they  can  do 
about  it— Abbott  has  a booklet  called  "The 
Secret  of  Controlling  Your  Weight."  It  is 
available  to  your  patients  only  through  you. 
Here  is  a partial  list  of  the  topics  covered : 
Why  you  are  overweight 
Rewards  of  weight  reducing 
Balanced  meals 
Helpful  hints 
Hunger  between  meals 
Snacks 

Weekly  weighings 
Exercise 

Holidays,  vacations,  special  events 
Leanness  and  longevity 
Each  topic  is  covered  on  one  page  in  simple 
and  easy-to-understand  language.  At  the 
back  of  the  booklet,  there  is  a list  of  160 
foods  showing  their  caloric  content. 


the 

secret 

of 


controlling 
your  weight 


FOOD  DIARY 


The  Food  Diary  is  designed  to  help  the  over- 
weight patient  follow  your  eating  instruc- 
tions. Space  is  provided  for  breakfast,  lunch, 
supper,  and  even  snacks.  By  writing  every- 
thing down  that's  eaten  each  day,  the  patient 
is  constantly  reminded  that  she's  trying  to 
change  her  eating  habits.  And  you  are  fur- 
nished with  a written  record  of  how  well 
she's  doing. 

This  booklet  also  lists  the  caloric  content  of 
160  foods. 


See  Brief  Summary  on  next  page. 


THE  PRICE 


ABBOTT 

ANORECTIC 

PROGRAM 


ECONOMY 
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Desoxyn  Gradumet  and  Des- 
butal  Gradumet  are  so  reason- 
ably priced  that  patients  in 
many  cases  save  enough 
(compared  to  other  leading 
long-release  anoretics)  to  get 
five  weeks  of  medication  for 
the  price  of  four. 


FREE  SUPPLIES 
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FOOd'f'  DIARY 


There  are  four  weight  control  booklets,  each 
with  the  same  text,  but  with  a different  sam- 
ple in  the  back  of  the  booklet  to  meet  your 
individual  patient's  needs.  You  have  your 
choice  of  Desoxyn  Gradumet  in  10  mg.  or 
15  mg.  strengths  as  well  as  Desbutal  10 
Gradumet  and  Desbutal  15  Gradumet.  The 
Food  Diary  is  the  same  for  all  of  the  weight 
control  booklets. 

Your  Abbott  man  will  be  happy  to  supply 
you  with  booklets.  Just  ask  him. 

CONTRAINDICATIONS:  Methampheta- 
mine  (in  Desoxyn  and  Desbutal)  is  contraindi- 
cated in  patients  taking  a monoamine  oxidase 
inhibitor.  Do  not  use  pentobarbital  (in  Desbu- 
tal) in  persons  hypersensitive  to  barbiturates. 


PRECAUTIONS,  SIDE  EFFECTS:  Observe 
caution  in  patients  with  hypertension,  cardio- 
vascular disease,  hyperthyroidism,  old  age,  or 
those  sensitive  to  sympathomimetic  drugs. 
Prolonged  usage  may  lead  to  tolerance  or  psy- 
chicdependence.  Careful  supervision  is  neces- 
sary to  avoid  chronic  intoxication  and 
addiction. 

Amphetamine  side  effects  such  as  a headache, 
excitement,  agitation,  palpitation  or  cardiac 
arrhythmia  usually  may  be  controlled  by  re- 
ducing the  dose.  Paradoxically-induced  de- 
pression is  an  indication  to  withdraw  the  drug. 
Pentobarbital  (in  Desbutal)  may  cause  skin 
rash.  Nervousness  or  excessive  se- 
dation with  Desbutal  is  usually 
transient.  701069 


Gradumet— Long-release  dose  form,  Abbott  U S Pat  No.  2.987,445 


“Freedom  must  be  at  all  times  defended, 
because  it  is  at  all  times  besieged.  Not  all  of  us 
are  called  to  fight  on  the  battlefield.  Many 
of  us  must,  quietly  and  firmly,  do  what  we  can  and 
all  that  we  must,  here  at  home.  Buying  Bonds, 
regularly,  is  as  important  to  this  nation  in  the  long 
reach  of  history  as  almost  anything  we  can  do.” 


President  Johnson  displays  the  first  Freedom  Share. 


Now  there  is  a new  way 
for  Americans  to  help 
their  country— and  help 
themselves  as  well. 

When  you  buy  U.S.  Savings 
Bonds  regularly— through 
Payroll  Savings  where  you 
work  or  Bond-a-Month 


where  you  bank— you  are  also 
entitled  to  purchase 
new  Freedom  Shares. 

Freedom  Shares  are 
short-term  Savings  Notes. 
They  pay  a higher  return 
than  Savings  Bonds  (4.74% 
when  held  to  maturity 


in  4%  years),  may  be  bought 
one-for-one  with  Bonds 
in  four  denominations,  and 
are  redeemable  after 
one  year.  You  will  find 
complete  information 
where  you  work  or  bank. 


Do  your  share. 

Sign  up  for  U.  S.  Savings  Bonds, 
new  Freedom  Shares. 


The  U.S.  Government  does  not  pay  for  this  advertisement.  It  is  presented  as  a public  service  in 
cooperation  with  the  Treasury  Department  and  The  Advertising  Council. 
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Ilosone®  provides  more  antibacterial  activity 
than  any  other  oral  erythromycin 


Acid  stable,  better  absorbed . . . Ilosone 
produces  faster,  higher,  more  prolonged 
blood  levels,  even  in  the  presence  of  food13 

Because  it  is  the  most  active  form  of  oral 
erythromycin,  Ilosone  can  help  assure 
consistently  greater  antibacterial  activity 
at  the  site  of  infection.  Ilosone  produces 
peak  antibacterial  blood  levels  two  to  four 
times  those  of  other  erythromycin 
preparations.12  Not  only  are  these  levels 
attained  earlier,  but  they  are  maintained 
for  much  longer  periods.  Even  the 
presence  of  food  does  not  seem  to  affect 
the  activity  of  Ilosone.13 

In  the  treatment  of  patients  with  bacterial 
infections  susceptible  to  erythromycin, 
Ilosone  has  compiled  an  excellent 
therapeutic  record.  Since  it  exerts  its 
greatest  activity  against  gram-positive 
organisms,  it  is  particularly  useful  in 
common  respiratory  and  soft-tissue 
bacterial  infections.  Ilosone  kills— not 
merely  inhibits— streptococci, 
pneumococci,  and  more  strains  of 
staphylococci  than  any  other  macrolide 
antibiotic.  This  bactericidal  action, 
coupled  with  the  high  antibacterial  levels 


attained,  makes  Ilosone  especially  valuable 
in  patients  with  low  host  resistance,  such 
as  infants,  debilitated  individuals,  and 
diabetics. 

Ilosone  has  shown  no  cross-resistance  with 
penicillin  and  may  be  effective  against 
organisms  that  have  become  resistant  to 
that  agent.  Despite  its  high  antibacterial 
activity,  Ilosone  has  demonstrated  a low 
incidence  of  side  reactions.  Blood 
dyscrasias,  ototoxicity,  and  tooth  staining 
have  not  been  observed.  Infrequent 
cases  of  drug  idiosyncrasy,  manifested  by 
a cholestatic  jaundice,  have  occurred, 
but  there  have  been  no  known  definite 
residual  effects. 


Now  available: 

New!  Ready-mixed  Ilosone  Liquid  125! 
(Contains  erythromycin  estolate  equiva- 
lent to  125  mg.  erythromycin  base  per 
5-cc.  teaspoonful.) 


Ilosone 

Erythromycin 


5% 

Estolate 


( See  next  page  for  prescribing  information.) 


Ilosone*/  the  most  active  oral  form  of  erythromycin 


Description:  Ilosone  is  the  most  active  form  of  oral  erythromy- 
cin that  has  been  developed.  Because  it  is  stable  in  acid,  well 
absorbed,  and  excreted  in  lesser  amounts  in  the  bile,  it  provides 
faster,  higher,  and  longer-lasting  levels  of  antibacterial  activity 
(ABA)  in  the  serum,  even  when  taken  with  food,  than  do  com- 
parable doses  of  erythromycin. 

Indications:  Ilosone  is  indicated  in  infections  caused  by  micro- 
organisms sensitive  to  its  action  (especially  staphylococci,  hemo- 
lytic streptococci,  and  pneumococci) . The  drug  is  therefore  useful 
in  a high  proportion  of  bacterial  diseases  encountered  in  clinical 
practice  and  particularly  in  the  treatment  of  bacterial  infections 
of  the  upper  and  lower  respiratory  tract  and  soft  tissues. 

In  the  treatment  of  acute  bacterial  pharyngitis  and  tonsillitis, 
this  antibiotic  has  promptly  eradicated  the  bacteria  (streptococci) 
and  bas  produced  a parallel  prompt  clinical  improvement.  There 
have  been  no  group  A beta-hemolytic  streptococci  resistant  to 
this  preparation.  In  beta-hemolytic  streptococcus  infections, 
treatment  should  be  maintained  for  ten  days  to  prevent  the  de- 
velopment of  rheumatic  fever  or  glomerulonephritis. 

Erythromycin  estolate  has  proved  to  be  very  effective  in  pneu- 
mococcus pneumonia  and  in  acute  bronchitis  with  pneumococci 
on  culture.  Bronchopneumonia  and  otitis  media  in  children  have 
responded  well  to  its  use. 

The  antibiotic  has  been  used  very  successfully  in  staphylococ- 
cus infections.  Good  therapeutic  results  have  been  obtained  in 
soft-tissue  infections,  abscesses,  cellulitis,  carbuncles,  wound  in- 
fections, and  furunculosis. 

In  serious  staphylococcus  infections,  erythromycin  prepara- 
tions should  be  used  only  in  combination  therapy  with  other 
antimicrobial  agents.  As  is  the  case  with  any  treatment  regimen 
used  in  these  severe  conditions,  surgical  procedures  should  be 
performed  when  indicated,  and  large  dosages  of  the  antimicro- 
bial agents  should  be  employed.  In  this  fashion,  Ilosone  has  been 
effective  in  staphylococcus  pneumonia,  osteomyelitis,  septicemia, 
empyema,  and  meningitis. 

Multiple  500-mg.  doses  of  the  drug  have  also  been  useful  in 
gonorrhea  and  syphilis.  Since  penicillin  is  the  drug  of  choice  for 
the  treatment  of  syphilis  and  gonorrhea,  erythromycin  estolate 
should  be  employed  for  these  infections  only  in  patients  with  a 
history  of  penicillin  allergy.  Also,  other  infections  due  to  suscep- 
tible bacteria  in  patients  known  to  be  hypersensitive  to  penicillin 
or  other  antibiotics  may  be  considered  for  treatment  with  Ilosone. 
Contraindications:  Ilosone  is  contraindicated  in  patients  with  a 
known  history  of  sensitivity  to  this  drug  and  in  those  with  pre- 
existing liver  disease  or  dysfunction. 

Adverse  Reactions:  Data  obtained  from  seven  years’  use  of  pro- 
pionyl  erythromycin  ester  and  erythromycin  estolate  (Ilosone) 
indicate  that  hepatic  dysfunction  with  or  without  clinical  jaun- 
dice may  occur  during  or  following  courses  of  therapy  with  the 
drug. 

Changes  in  liver  function  tests  in  such  cases  have  been  indica- 
tive of  intrahepatic  cholestasis.  The  symptoms  appear  to  be  the 
result  of  a form  of  sensitization.  The  initial  symptoms  have  de- 
veloped in  some  cases  after  a few  days  of  treatment  but  generally 
have  followed  one  or  two  weeks  of  continuous  therapy  or  several 
courses  of  the  drug.  Symptoms  reappear  promptly,  usually  within 
forty-eight  hours,  if  the  drug  is  readministered  to  sensitive  pa- 
tients. Eosinophilia  was  noted  in  peripheral  blood  counts.  The 
findings  readily  subsided  without  apparent  residual  effects  when 
treatment  was  discontinued.  Recovery  was  delayed  in  one  re- 
ported instance.  The  physician  indicated  in  this  case  that  either 
drug-induced  jaundice  or  viral  hepatitis  may  have  been  respon- 
sible for  the  findings. 

In  one  clinical  study  involving  ninety-three  patients  treated 
with  the  antibiotic,  three  cases  of  jaundice  were  observed  and  an 
additional  eleven  cases  developed  some  changes  in  liver  function 
tests.  Three  of  the  patients  had  abnormal  liver  function  tests  a 
second  time  on  readministration  of  the  drug. 

Even  though  it  is  assumed  that  not  all  cases  of  jaundice  have 
been  reported,  it  seems  clear  that  the  number  is  small  compared 
with  the  amount  of  drug  that  has  been  used.  Reported  cases  have 
included  persons  in  whom  there  had  been  administered  other 
drugs  known  to  be  associated  at  times  with  hepatic  side-effects 
and  cases  in  which  the  presence  of  viral  hepatitis  or  other  dis- 
ease may  have  been  responsible  for  the  findings.  In  some  of  the 
cases,  associated  gastro-intestinal  symptoms  simulated  the  colic 
of  biliary  tract  disease.  In  other  instances,  clinical  symptoms 
and  results  of  liver  function  tests  resembled  findings  in  extra- 
hepatic  obstructive  jaundice.  It  appears  that  the  occurrence  of 
jaundice  after  administration  of  Ilosone  is  infrequent,  but 
further  investigations  are  being  made  to  estimate  its  incidence 
more  accurately. 


In  those  cases  mentioned  above  in  which  jaundice  appeared  to 
be  definitely  related  to  use  of  the  drug,  laboratory  findings  were 
characterized  by  increased  direct-reacting  bilirubin,  elevated 
alkaline  phosphatase  levels,  negative  or  weakly  positive  cephalin 
flocculation  and  thymol  turbidity  tests,  elevated  serum  glutamic 
oxalacetic  transaminase  levels,  peripheral  eosinophilia,  and  nor- 
mal cholecystograms. 

Individual  idiosyncrasy  seems  evident  since  jaundice  has  not 
been  reported  in  other  patients  taking  prolonged  courses  of  the 
medication.  Patients  with  chronic  infection  have  been  given  1 to 
to  2 Gm.  of  the  drug  daily  for  periods  of  two  to  six  months,  and 
patients  with  rheumatic  fever  have  taken  prophylactic  doses  of 
0.5  Gm.  daily  for  two  years  without  difficulty.  In  one  group  of 
144  patients  who  received  the  drug  daily  for  two  years,  no  jaun- 
dice was  noted.  It  was  of  interest  that  members  of  six  of  these 
patients’  families,  who  were  not  taking  the  drug,  had  episodes 
of  jaundice  during  the  study  period. 

Transaminase  and  serum  alkaline  phosphatase  levels  were 
determined  in  a group  of  fifty-four  adults  and  children  who  took 
250  mg.  of  Ilosone  daily  for  an  average  of  sixteen  months  as 
l'heumatic  fever  prophylaxis.  The  results  were  compared  with 
those  of  a similar  group  of  forty-four  patients  who  received  pen- 
icillin. There  were  no  cases  of  jaundice  in  either  group.  Elevation 
of  SGPT  and  serum  alkaline  phosphatase  levels  during  the  course 
of  treatment  was  observed  in  one  patient  treated  with  Ilosone 
and  in  two  patients  treated  with  penicillin.  Seven  other  patients 
in  the  group  receiving  Ilosone  and  four  others  in  the  penicillin 
group  showed  elevations  in  one  of  the  tests  at  some  time  during 
administration  of  the  drugs. 

Very  satisfactory  therapeutic  results,  without  toxicity,  were 
reported  in  102  pediatric  patients  who  received  short-term  (ten- 
day)  courses  of  Ilosone  in  the  treatment  of  streptococcus  infec- 
tions. Results  of  liver  function  tests  in  these  patients  were 
comparable  to  those  in  a similar  control  group  who  had  received 
penicillin. 

Gastro-intestinal  disturbances  not  associated  with  hepatic  ef- 
fects are  observed  in  a small  proportion  of  individuals  as  a result 
of  a local  stimulating  effect  of  the  medication  on  the  alimentary 
tract;  however,  the  normal  intestinal  gram-negative  bacterial 
flora  is  not  appreciably  altered  by  erythromycin  drugs. 

Although  allergic  manifestations  are  uncommon  with  the  use 
of  erythromycin,  there  have  been  occasional  reports  of  urticaria, 
skin  eruptions,  and,  on  rare  occasions,  anaphylaxis. 
Administration  and  Dosage:  Ilosone  is  administered  orally. 

Ilosone  Pulvules®,  Ilosone  Liquid  125,  Ilosone,  125,  for  Oral 
Suspension,  Ilosone  Drops,  Ilosone  Chewable  Tablets. 

For  infants  and  for  children  under  twenty-five  pounds  of  body 
weight,  the  usual  dosage  is  5 mg.  per  pound  every  six  hours;  for 
children  twenty-five  to  fifty  pounds,  125  mg.  every  six  hours. 
(Tablets  Ilosone  Chewable  should  be  chewed  or  crushed  and 
swallowed  with  water.) 

For  adults  and  for  children  over  fifty  pounds,  the  usual  dosage 
of  Ilosone  is  250  mg.  every  six  hours. 

For  severe  infections,  these  dosages  may  be  doubled. 

When  larger  doses  are  indicated,  parenteral  erythromycin 
therapy  should  be  considered. 

In  the  treatment  of  syphilis,  the  recommended  total  dosage  is 
20  to  30  Gm.  given  in  divided  doses  for  a period  of  ten  to  fifteen 
days.  Close  follow-up  of  the  patient  is  necessary  since  erythro- 
mycin drugs  have  not  had  adequate  evaluation  in  all  stages  of 
syphilis.  Examinations  of  spinal  fluid  are  recommended  as  part 
of  the  follow-up  therapy. 

For  gonorrhea,  500  mg.  four  times  a day  for  four  days  are 
recommended.  In  the  treatment  of  gonorrhea,  patients  with  a 
suspected  lesion  of  syphilis  should  have  a dark-field  examination 
before  receiving  antibiotics,  and  monthly  serologic  tests  should 
be  made  for  a period  of  three  months. 

How  Supplied:  Pulvules  Ilosone,  Capsules,  N.F.,  125  and  250  mg. 
(equivalent  to  base),  in  bottles  of  24  and  100. 

Ilosone  Liquid  125,  Oral  Suspension,  U.S.P.,  125  mg.  (equivalent 
to  base)  per  5-cc.  teaspoonful,  in  60-cc.  and  pint-size  packages. 

Ilosone,  125,  for  Oral  Suspension,  N.F.,  125  mg.  (equivalent 
to  base)  per  5-cc.  teaspoonful,  in  60  and  150-cc.-size  packages. 

Ilosone  Drops,  5 mg.  ( equivalent  to  base)  per  drop,  in  lO-cc.-size 
packages,  with  dropper  calibrated  at  25  and  50  mg. 

Tablets  Ilosone  Chewable,  N.F.,  125  mg.  (equivalent  to  base), 
in  bottles  of  50.  [0327671 

References:  1.  Griffith.  K.  S.,  and  Black,  H.  R. : Am.  J.  M.  Sc.,  £47:69,  1664. 

2.  Griffith.  R.  S..  and  Black.  H.  R. : Antibiotics  & Chemother..  JS.-398.  1962. 

3.  Hirsch.  H.  A.,  Pryles,  C.  V.,  and  Finland,  M.:  Am.  J.  M.  Sc., 

25».198,  1960. 

Additional  information  available  to  physicians  upon  request. 

Eli  Lilly  and  Company , Indianapolis,  Indiana  4 6206 . 


continued  from  page  2060 

Cardiovascular  Surgery  1966.  Edited  by 
C.  Frederick  Kittle,  M.D.  Council  on  Cardio- 
vascular Surgery,  American  Heart  Association, 
Scientific  Sessions,  New  York,  N.Y.,  October 
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The  Medical  Clinics  of  North  America. 
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Infectious  Diseases — Prevention  and  Im- 
munization. Francis  J.  Sweeney,  Jr.,  M.D., 
Guest  Editor.  Octavo.  Philadelphia,  W.  B. 
Saunders  Company,  1967.  Published  Bi- 
Monthly  (six  numbers  a year).  Cloth,  $21  per 
year. 


Abstracts 


Prutting,  J.:  Lack  of  correlation  between 

antemortem  and  postmortem  diagnoses,  New 
York  St  ate  J.  Med.  67:  2081  (Aug.  1)  1967. 

Antemortem  diagnosis  is  frequently  refuted, 
clarified,  modified,  or  elaborated  by  postmortem 
examination.  Nothing  is  more  instructive 
than  autopsy.  Autopsy  is  needed  to  correct 
false  diagnoses  and  to  enhance  medical  knowl- 
edge and  diagnostic  skill. 

Philip,  R.  S.:  Amniotic  fluid  embolism,  New 

York  State  J.  Med.  67:  2085  (Aug.  1)  1967. 

To  prevent  amniotic  fluid  embolism,  unwar- 
ranted inductions  and  unnecessary  stimulations 
of  labor  which  cause  tumultuous  or  tetanoid 
uterine  contractures  are  interdicted.  Also, 
an  airway  with  positive  pressure  oxygen  must  be 
supplied  along  with  papaverine  hydrochloride 
for  reflex  vasospasm,  atropine-like  agents  for 
cardiac  depressor  reflexes,  treatment  of  shock 
titrated  against  the  treatment  of  pulmonary 
edema,  and,  if  the  patient  survives  the  initial 
insult,  fibrinogen  and  blood.  With  early  symp- 
toms, intrauterine  pressure  can  be  reduced  by 
amniotomy. 

Tow,  D.  E.,  and  Wagner,  H.  N.,  Jr.:  Lung 

scanning  in  pulmonary  diseases,  New  York 
State  J.  Med.  67:  2089  (Aug.  1)  1967. 


Blood  flow  measurement  is  based  on  the  prin- 
ciple of  conservation  of  material.  Regional 
pulmonary  blood  flow  is  measured  as  described 
by  injecting  macroaggregates  of  human  serum 
albumin  intravenously.  The  amount  of  radio- 
activity in  various  regions  of  the  lungs  is  deter- 
mined by  quantitative  radionuclide  scanning. 
The  regional  concentration  of  the  labeled  par- 
ticles in  the  lungs  is  directly  related  to  the  pul- 
monary arterial  blood  flow.  The  technic  is 
useful  in  studying  pulmonary  diseases  such  as 
pulmonary  embolism,  tuberculosis,  bronchogenic 
carcinoma,  and  emphysema. 

Owens,  G.,  and  Passalis,  K.:  Arterial  hypo- 

tension as  temporary  means  to  control  cata- 
strophic elevation  of  cerebral  venous  pressure; 
experimental  study.  New  York  State  J.  Med. 
67:  2096  (Aug.  1)  1967. 

Arterial  hypotension  should  be  considered  in 
human  beings  as  an  emergency  procedure  in  the 
face  of  cerebral  venous  engorgement  due  to  out- 
flow blockade.  The  effect  of  systemic  arterial 
hypotension  as  a technic  for  temporarily  reduc- 
ing the  harmful  effects  of  venous  engorgement 
was  studied  in  dogs.  It  is  possible  to  maintain 
cortico-electric  activity  when  systemic  arterial 
pressure  equals  and  occasionally  surpasses  cere- 
bral intravenous  (sinus)  pressures.  It  appears 
that  collateral  venous  outflow  paths  develop 
rapidly  and  sufficiently  to  reduce  brain  swelling. 
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Abstracts  in  Interlmgua 


Prutting,  J.:  Dyscorrelation  inter  diagnoses 

ante  e post  morte  ( anglese ),  New  York  State 
J.  Med.  67:  2081  (1  de  augusto)  1967. 

Le  diagnose  de  ante  morte  es  frequentemente 
modificate,  clarificate,  negate,  o complementate 
per  le  diagnose  post  morte.  Nihil  es  plus  infor- 
mative que  le  necropsia.  Necropsias  es  necessari 
pro  corriger  false  diagnoses  e pro  avantiar 
nostre  cognoscentias  medical  e nostre  habilitate 
diagnostic. 

Philip,  R.  S Embolismo  de  liquido  amnio  tic 
(anglese).  New  York  State  J.  Med.  67:  2085 

(1  de  augusto)  1967. 

Pro  prevenir  embolismo  de  liquido  amniotic, 
le  induction  del  parturition,  si  del  toto  dis- 
pensable, e un  stimulation  non-necesse  del 
labores,  que  causarea  tumultuose  o tetanoide 
contracturas  uterin,  debe  esser  reguardate 
como  interdicite.  In  plus,  un  via  aeree  con 
oxygeno  a pression  positive  debe  esser  providite 
insimul  con  hydrochloruro  de  papaverina  (pro 
vasospasmos  reflexe),  agentes  atropino-simile 
(pro  reflexos  cardio-depressori) , tractamento  de 
choc  (titrate  contra  le  tractamento  de  edema 
pulmonar),  e — si  le  patiente  supervive  al 
insulta  initial — fibrinogeno  e sanguine.  Quando 
le  symptomas  es  notate  precocemente,  le 
pression  intrauterin  pote  esser  reducite  per 
amniotomia. 

Tow,  D.  E.,  e Wagner,  H.  N.,  Jr.:  Radio- 
scrutinio  in  morbos  pulmonar  (anglese).  New 
York  State  J.  Med.  67:  2089  (1  de  augusto) 

1967. 


Le  mesuration  del  fluxo  de  sanguine  es 
basate  super  le  principio  del  conservation  de 
material.  Le  regional  fluxo  de  sanguine  pul- 
monar es  mesurate,  como  describite,  per  le 
injection  intravenose  de  macroaggregatos  de 
human  albumina  serai.  Le  quantitate  de 
radioactivitate  in  varie  regiones  del  pulmon  es 
determinate  per  un  quantitative  scrutinio 
radionuchdic.  Le  concentration  regional  del 
marcate  particulas  in  le  pulmones  es  directe- 
mente  relationate  con  le  fluxo  de  sanguine  pul- 
mono-arterial.  Le  technica  es  utile  in  studiar 
morbos  pulmonar  tal  como  embolismo  pul- 
monar, tuberculose,  carcinoma  bronchogene,  e 
emphysema. 

Owens,  G.,  e Passalis,  K.:  Hypotension 

arterial  como  medio  temporari  pro  le  sub- 
jugation de  catastrophic  elevationes  del  tension 
cerebro-1 venose;  studio  experimental  (anglese). 
New  York  State  J.  Med.  67:  2096  (1  de 

augusto)  1967. 

Hypotension  arterial  debe  esser  considerate 
in  humanos  como  un  mesura  de  urgentia  in  le 
presentia  de  congestion  cerebro-venose  se- 
cundari  a un  blocage  del  effluxo.  Le  effecto  de 
un  hypotension  arterial  in  le  ch-culation  major 
como  technica  serviente  a reducer  tempor- 
arimente  le  effectos  nocive  de  congestion 
venose  esseva  studiate  in  canes.  II  es  possibile 
mantener  le  activitate  cortico-electric  quando 
le  tension  arterial  del  circulation  major  es 
equal  e,  occasionalmente,  superior  al  tension 
cerebro-venose  (sinusal).  II  pare  que  collateral 
vias  de  effluxo  venose  se  disveloppa  rapide- 
mente  e sufficientemente  pro  reducer  le  con- 
gestion del  cerebro. 
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nursing  care  for  cancer  patients- 

...a  major  concern  for  their  families,  and  for  their  physicians.  In  a unique  pioneering 
service,  the  American  Cancer  Society  is  deeply  involved  in  finding  a solution. 
Recognizing  the  phenomenal  growth  of  nursing  homes  — aware  of  the  shortage  of 
nurses  — knowing  the  implications  of  the  extended  care  benefits  of  Medicare  — the 
Society  has  launched  a dramatic  educational  demonstration  project  on  cancer  nursing 
for  nursing  home  staff.  Special  emphasis  is  on  colostomy  irrigation,  care  of  the  laryn- 
gectomized  patient,  care  of  an  ileal  bladder,  and  emergency  nursing.  To  achieve 
maximum  application  of  this  plan,  a cadre  of  nurses  is  being  trained  by  the  Society  to 
conduct  cancer  nursing  courses  in  nursing  homes  throughout  the  nation. 

This  endeavor  has  been  warmly  endorsed  by  the  American  Nurses  Association  and 
other  professional  organizations.  We  feel  sure  that  such  a program,  bringing  skilled 
nursing  care  to  the  bedside  of  the  cancer  patient,  will  be  enthusiastically  received  by 
the  medical  profession. 
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Editorials 


Physician  heal  thyself 

Results  of  health  screening  examinations  among  a body  of  physicians  and 
employees  in  the  Kings  County  Medical  Society  as  reported  by  the  Subcom- 
mittee on  Adult  Health 


The  following  is  a brief  summary  of  the 
results  of  the  sixth  biennial  physical  and 
health  screening  examinations  conducted 
December  5,  1966,  to  December  16,  1966, 
at  the  Sunset  Park  and  Bushwick  Health 
Centers  of  the  Health  Department. 
Twelve  examining  sessions  were  held  from  2 
to  5 p.m.  Two  hundred  and  forty-three 
(243)  examinations  were  performed  on  phy- 
sicians and  county  society  staff  members 
including  eighteen  (18)  females. 

The  age  distribution  of  the  examinees 
who  indicated  their  ages  was:  Up  to  40 

years  10%;  41  to  50  years  12%;  51  to  60 
years  41%;  61  to  70  years  30%;  over  70 
years  7 % . 

The  time  from  the  last  previous  complete 
examinations:  Within  one  year  28%;  one 

to  two  years  53  % ; two  to  three  years  8 % ; 
three  to  four  years  3 % ; 5 years  and  longer 
8%. 

The  abnormalities  encountered  in  the  243 
examinations  are  tabulated  in  the  order  of 
frequency: 

Overweight  (defined  as  more  than  10 
pounds  over  the  maximum  allowable 
weight  for  large  frame  men  of  the 


stated  height) 76 

Hearing  loss — mainly  moderate  and  of 

the  high  frequency  type 76 

Electrocardiographic  abnormalities.  . . 

50 

Prostatic  enlargement 32 

Pulmonary  function  abnormality.  .31 

Arterial  hypertension 26 

Elevated  post-prandial  blood  sugar.  . . 


(8  apparently  unsuspected) 
Leukocytosis 25 


Organic  eye  diseases  including  4 in- 


creased ocular  tension 20 

Enlarged  calcified  aorta 19 

Radiologic  cardiac  enlargement ....  16 

Pulmonary  or  pleural  fibrosis 16 

Other  blood  smear  abnormalities.  . . 13 
Hernia — various 9 


Other  significant  isolated  findings  were 
one  strongly  suspicious  vaginal  cytology, 
(1)  thyroid  nodule,  (1)  tongue  papilloma, 
(1)  suspicious  pulmonary  mass,  (1)  rectal 
erosion. 

It  must  be  pointed  out  again  that  the 
above  tabulation  does  not  represent  a true 
incidence  of  these  conditions  in  the  ex- 
amined group  although  the  figures  are  simi- 
lar to  those  noted  previously.  Many  phy- 
sicians had  had  special  examinations  in  the 
recent  past  such  as  proctologic,  ophthal- 
mologic, EKG,  ENT,  and  others.  These 
were  frequently  omitted  or  refused  in  our 
examinations  tending  to  reduce  the  inci- 
dence of  abnormal  findings. 

All  results  have  been  forwarded  to  the 
respective  examinees.  None  are  retained 
by  the  society.  The  x-ray  films  taken  are 
available  for  pick-up  at  the  society. 

The  Chairman  of  the  Subcommittee  sin- 
cerely wishes  to  thank  the  approximately 
two  hundred  and  five  individuals  and  or- 
ganizations who  cooperated  so  willingly  in 
this  work.  These  will  be  mentioned  indi- 
vidually in  a later  issue  of  the  County 
Society  Bulletin. 

Marcus  Wiener,  M.D.,  Chairman 
Subcommittee  on  Adult  Health 

One  can  live  and  work  with  practically  all 
of  these  findings  but  it  is  truth  to  say  that 
knowing  of  them  one  can  live  and  work 
more  intelligently. 
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Any  State  Society  member  who  wishes  to  present  a paper 
before  a scientific  section  or  a general  session  is  requested 
to  write  to  Bernard  J.  Pisani,  M.D.,  Chairman  of  Scientific 
Program  Committee  at  the  address  given  below. 

A short  abstract  of  the  proposed  presentation  should  ac- 
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Scientific  Exhibits 


Requests  for  scientific  exhibit  space  should  be  addressed 
to  Albert  H.  Douglas,  M.D.,  Chairman,  Scientific  Exhibits 
Subcommittee  of  Convention  Committee,  at  the  address 
given  below. 


Scientific  Motion  Pictures 


Requests  to  present  a motion  picture  in  the  motion  picture 
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Address  all  communications  to  the  chairman 
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750  Third  Avenue 
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ake  Dramamine? 


Obviously  the  airline  pilot-and  only  because  Dramamine  will  cause 
drowsiness  in  some  individuals  and  therefore  should  be  used  with  caution 
in  persons  who  operate  complex  or  dangerous  machinery.  Any  of  the 
others  may  confidently  take  Dramamine  for  fast  relief  or  reliable  prophy- 
laxis, whenever  nausea  or  vomiting  threatens  or  occurs. 
Dramamine-remarkably  safe  and  effective— is  probably  the  most  exten- 
sively validated  antinauseant-antiemetic  agent  in  use  today:  proved  by 
controlled  and  double-blind  studies  and  backed  by  almost  two  decades  of 
worldwide  clinical  success.  Why  not  recommend  Dramamine  to  your  patients? 


ssage:  Adults- 50  mg.  in  tablet  or  liquid  form,  every  four  to  six  hours.  Childrens  to  8 years  old-12.5  to  25  mg. 

d or  t.i.d.  Children- 8 to  12  years  old-25  to  50  mg.  b.i.d.  dr  t.i.d. 
ow  Supplied:  Tablets,  50  mg.,  uncoated,  scored,  yellow;  bottles  of  100  and  1000,  vials  of  12.  Liquid,  12.5  mg. 
jr  4 cc.,  pint  bottles.  Supposicones®,  100  mg.,  boxes  of  12.  Ampuls,  250  mg.,  serum  type,  boxes  of  6 and  25. 
recautions:  Dramamine,  notably  nontoxic  itself,  may  mask  i 

e symptoms  of  streptomycin  toxicity.  Patients  should  be  I R 

iutioned  against  operating  automobiles  or  dangerous  ma-  j 
linery  because  of  possible  drowsiness.  brand  of 

Research  in  the  Service  of  Medicine 
G.  D.  Searle  & Co.,  Chicago,  Illinois  60680 


SEAF^LE 


Dramamine 

dimenhydrinate 
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CANTIL 

(mepenzolate  bromide) 


LAKESIDE 


Diarrhea,  one  of  the  most  vexing  symptoms 
of  common  G.  I.  disorders  can  often  be 
curbed  with  Cantil  (mepenzolate  bromide), 
bringing  welcome  relief  to  the  harassed 
patient.  Relatively  specific  for  the  hyper- 
active colon,  it  helps  reduce  diarrhea,  pain 
and  spasm  with  minimal  effect  on  other 
viscera.  Cantil  (mepenzolate  bromide)  is 
indicated  whenever  these  symptoms  are 
associated  with  irritable  colon,  gastroenter- 
itis, diverticulitis,  and  mild  to  moderate 
ulcerative  colitis. 

It  is  an  anticholinergic  drug  without  narcotic 
properties.  Side  effects  are  usually  mild. 


IN  BRIEF:  One  or  two  tablets  three  times  a day  and 
one  or  two  at  bedtime  usually  provide  prompt  relief. 
Cantil  with  Phenobarbital  may  be  prescribed  if  seda- 
tion is  required. 

Dryness  of  the  mouth,  blurring  of  vision,  constipation, 
nausea,  vomiting,  bloating  and  dizziness  may  occur 
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H.  L.  Mencken  defined  a judge  as  “a  law 
student  who  grades  his  own  papers.”  A 
similar  view  might  be  taken  of  the  physician 
who  fails  to  submit  his  diagnostic  skills  to 
that  impartial  grader,  the  autopsy.  It  is 
disappointing  to  have  one’s  diagnosis  of 
coronary  occlusion  become,  at  autopsy,  a 
pulmonary  embolism,  ruptured  aortic  aneu- 
rysm, dissecting  aneurysm,  or  an  abdominal 
disease  such  as  pancreatitis,  but  nothing  is 
more  instructive. 

The  case  for  the  autopsy  rests  solidly  on 
the  well-documented  fact  that  antemortem 
diagnosis  is  frequently  refuted,  clarified, 
modified,  or  elaborated  by  postmortem  ex- 
amination. The  case  against  the  autopsy 
rests  on  shakier  grounds,  principally  lay  re- 
sistance and  the  lack  of  time  by  profes- 
sional personnel  to  perform  the  autopsy. 

In  the  competition  for  the  time  of  the 
physician,  the  autopsy  has  two  strikes 
against  it:  the  emotional  reactions  of 

people,  including  some  physicians,  and  the 

* This  report  is  a part  of  a program  by  The  Foundation  for 
the  Advancement  of  Medical  Knowledge  toward  the  support 
of  pathology  and  the  autopsy. 


antemortem  diagnosis  is  frequently  re- 
futed, clarified,  modified,  or  elaborated  by 
postmortem  examination.  Nothing  is  more 
instructive  than  autopsy.  Autopsy  is  needed 
to  correct  false  diagnoses  and  to  enhance  medi- 
cal knowledge  and  diagnostic  skill. 


difficulties  in  obtaining  consent  because  of 
archaic  state  laws.  But  means  must  be 
found  to  educate  the  reluctant  and  to  bring 
about  a change  in  such  laws.  If  unfinished 
autopsies  pile  up  in  the  pathologist’s  office, 
the  solution  is  not  attacking  the  autopsy 
but  supplying  the  pathologist  with  the 
equipment  of  modern  technology.1 

Literature 

The  literature  abounds  with  examples  of 
antemortem  versus  postmortem  discrepan- 
cies. Some  of  the  more  striking  examples 
include: 

Pulmonary  embolism.  Of  pulmonary 
embolism  cases  studied  at  autopsy,  an  aver- 
age of  less  than  50  per  cent  had  been  diag- 
nosed correctly  ante  mortem.  This  figure 
ranges  from  10  to  89  per  cent  in  various 
series.2  Hodgson  and  Good3  believe  pul- 
monary embolism  to  be  responsible  for 
47,000  deaths  annually  in  the  United 
States.  The  awareness  of  the  incidence  of 
pulmonary  embolism,  as  detected  by  au- 
topsy, has  enhanced  treatment  and  preven- 
tion. Extensive  use  of  the  autopsy  can 
only  increase  medical  knowledge  about  this 
dreaded  pathologic  process. 

Gastrointestinal  hemorrhage.  In 
200  terminal  cases  of  gastrointestinal  hem- 
orrhage, autopsy  showed  the  clinical  diag- 
nosis to  be  incorrect  33  per  cent  of  the  time. 
The  most  common  causes  of  hemorrhage 
were  peptic  ulcer  (85  patients)  and  esoph- 
ageal varices  (70  patients).  Bleeding 
peptic  ulcer  was  misdiagnosed  in  37  cases. 
Esophageal  varices  were  incorrectly  diag- 
nosed as  peptic  ulcers  in  11  cases,  and  gas- 
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trointestinal  bleeding  was  completely 
missed  in  16  patients.4 

Liver  abscess.  Of  85  cases  of  liver  ab- 
scess, 53  were  unsuspected  during  life  and 
first  discovered  at  autopsy.5 

Bronchogenic  carcinoma.  Metastatic 
lesions,  particularly  those  affecting  bronchi, 
may  produce  clinical  and  histologic  findings 
which  suggest  a diagnosis  of  primary  bron- 
chogenic carcinoma.  Positive  differentia- 
tion may  not  be  possible  without  autopsy. 
Primary  bronchogenic  carcinoma  may  ap- 
pear evident  clinically  and  be  confirmed  by 
roentgenogram  and  by  supraclavicular 
lymph  node  biopsy,  only  to  be  discovered 
at  autopsy  to  be  secondary  to  carcinoma  of 
some  other  organ,  such  as  the  pancreas.6 
In  the  pancreas,  disease  may  flourish  before 
any  symptoms  appear  or  before  any 
changes  in  roentgenogram  isotope  studies 
or  chemical  analyses  become  evident. 
When  secondary  lesions  from  such  a hidden 
site  appear  in  the  lung,  they  often  are  diag- 
nosed as  primary. 

Syphilitic  aortitis.  A review  of  13,082 
autopsies  performed  at  Kings  County  Hos- 
pital Center  in  Brooklyn,  New  York,  be- 
tween 1950  and  1960,  revealed  100  cases  of 
syphilitic  aortitis  in  which  only  17  had  been 
correctly  diagnosed  ante  mortem.7 

Sarcoidosis.  A review  of  6,706  consec- 
utive autopsies  in  Malmo,  Sweden,  showed 
histologic  evidence  of  disseminated  sarcoid- 
osis in  43  cases  (0.64  per  cent)  of  which 
only  3 had  been  clinically  recognized  before 
death.8 

Renal  infarction.  Autopsy  data  sug- 
gest that  the  vast  majority  of  renal  infarc- 
tions are  unrecognized.9 

Cirrhosis  of  the  liver.  Hallen  and 
Norden10  point  out  that  cirrhosis  of  the  liver 
may  cause  few  if  any  symptoms,  especially 
in  elderly  patients  with  other  major  dis- 
eases. It  often  is  detected  only  at  autopsy. 

Acute  pancreatitis.  Acute  pancreati- 
tis is  frequently  misdiagnosed,  clinically 
manifesting  itself  as  some  type  of  pulmo- 
nary disease:  pneumonia,  pleurisy,  or 

pleural  effusion.  It  may  manifest  itself 
atypically  as  acute  renal  failure,  ascites,  or 
shock.  Recent  autopsy  studies  have 
shown  it  to  masquerade  as  subcutaneous 
nodular  fat  necrosis,  clinically  indistin- 
guishable from  erythema  nodosum.11 

Myocarditis.  Riccitelli12  claims  that 
pathologists  have  stood  alone  in  stressing 


the  importance  of  myocarditis  as  a disease 
entity.  He  cites  Saphir  who  found  that 
myocarditis  was  present  in  4 per  cent  of 
6,000  autopsy  cases.12  In  another  series  of 
625  autopsies,  it  was  found  that  in  9 per 
cent  of  the  cases  there  were  inflammatory 
changes  in  the  myocardium.  “In  these  pa- 
tients, myocarditis  was  rarely  diagnosed 
before  death  and  in  most  of  them  it  was  not 
even  suspected.” 12 

Bacterial  endocarditis.  In  a report 
from  the  Philadelphia  General  Hospital  of 
96  patients  with  bacterial  endocarditis  who 
died  and  came  to  autopsy,  the  diagnosis  of 
bacterial  endocarditis  was  “more  often 
missed  than  made.”13 

Over-all  discrepancies.  In  a recent 
report  from  France  it  was  demonstrated 
that  in  1,000  autopsied  cases,  antemortem 
diagnosis  was  accurate  only  55.4  per  cent  of 
the  time.  In  23.5  per  cent  of  the  cases, 
there  were  serious  ancillary  pathologic  con- 
ditions which  had  not  been  diagnosed 
clinically.14 

Other  findings 

These  are  but  a few  of  the  many  docu- 
mented discrepancies. 

What  other  discrepancies  might  there  be 
in  the  70  per  cent  of  deaths  in  the  United 
States  which  are  not  examined  by  autopsy? 
What  is  the  incidence  of  antemortem  versus 
postmortem  discrepancies  in  hospitals  with 
low  autopsy  rates? 

The  department  of  pathology  at  one  hos- 
pital was  interested  in  an  increase  in  their 
autopsy  rate  for  their  teaching  program. 
A survey  showed  that  the  autopsy  rate  was 
maintained  largely  by  a few  physicians 
whose  percentage  of  autopsies  was  between 
70  and  90  per  cent.  A program  to  stimu- 
late interest  in  the  autopsy,  however,  in- 
creased markedly  the  general  percentage  of 
the  hospital  and  the  number  of  participat- 
ing physicians.  The  department  of  pa- 
thology held  “organ  recitals”  once  a week 
late  in  the  afternoon,  when  physicians  were 
more  likely  to  be  free,  for  a review  of  au- 
topsy findings.  Cases  of  interest  were  pre- 
sented from  time  to  time  at  monthly  con- 
ferences, and  the  pathologists  discussed 
autopsy  cases  at  a monthly  review  of  deaths 
before  the  medical  board.  In  this  way  the 
staff  was  made  aware  of  any  antemortem 
versus  postmortem  discrepancies. 15 
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One  of  the  more  glaring  areas  of  inexact 
diagnosis  as  demonstrated  by  autopsy  is 
coronary  occlusion,  cynically  regarded  by 
some  as  a “wastebasket  diagnosis”  for  any 
inexplicable  sudden  death.  The  following 
case  history  indicates  how  an  autopsy  can 
correct  the  diagnosis  and  enhance  accurate 
statistics. 


Case  report 

I received  a long-distance  call  from  the  hus- 
band of  a patient  who  had  died  suddenly  the 
night  before  of  a “massive  coronary  occlusion.” 
The  couple  had  been  eating  in  a restaurant  when 
the  patient  clutched  her  throat,  became  cya- 
notic, and  fainted.  A physician  in  the  restaurant 
examined  her  and  guessed  that  she  was  the  vic- 
tim of  a massive  coronary  occlusion.  She  was 
pronounced  dead  by  an  ambulance  physician 
who  listed  the  cause  of  death  as  massive  cor- 
onary thrombosis.  The  husband  reported  that 
his  wife  had  been  eating  steak  at  dinner.  She 
had  wine,  preceded  by  martinis.  The  patient 
had  a history  of  frequent  gagging  after  a few 
drinks.  I suggested  that  an  autopsy  be  per- 
formed. Later  the  pathologist  told  me  that  he 
had  found  a slightly  scarred  heart  valve  but 
little  else.  Therefore,  he  was  changing  the 
cause  of  death  to  l’heumatic  heart  disease!  I 
asked  if  he  had  checked  the  larynx,  and  he  re- 
ported seeing  what  appeared  to  be  a small  clot 
in  the  larynx,  as  if  the  patient  had  bled  a bit. 
He  was  asked  to  recheck  “the  clot”  and  returned 
a few  minutes  later  to  report  that  it  was  a piece 
of  steak  which  had  occluded  the  airway. 

Comment.  The  significance  of  this  case 
history  is  the  role  of  the  postmortem  exami- 
nation in  pointing  out  how  the  woman’s  life 
might  have  been  saved  and  how  waste- 
basket diagnoses  are  still  common  in  what 
should  be  a scientific  discipline.  The 
spouse  of  any  chronic  choker  should  be 
taught  how  to  remedy  such  a condition. 
The  physician  in  the  restaurant  learning 
that  she  had  grasped  her  throat  and  turned 
cyanotic  immediately,  might  have  deduced 
that  a person  who  had  been  drinking  and 
eating  steak  simultaneously  could  well  be  a 
candidate  for  impaction  of  a foreign  body  in 
the  larynx,  the  so-called  “cafe  coronary.” 
Manual  removal  or  an  emergency  tracheot- 
omy with  a restaurant  knife  might  have 
saved  the  patient’s  life. 

Had  the  family  accepted  the  original 
diagnosis,  another  false  statistic  for  coro- 
nary occlusion  would  have  been  recorded. 
Without  autopsy — careful,  thorough  au- 
topsy— we  cannot  expect  to  learn  the  true 


incidence  of  “cafe  coronaries”  or  even  the 
true  incidence  of  coronary  occlusion. 

Comment 

That  autopsies  often  correct  diagnoses  is 
not  so  much  a reflection  on  the  state  of 
diagnostic  medicine  today  as  it  is  an  objec- 
tive commentary  on  how  much  medicine 
still  has  to  learn. 

Diagnostic  medicine  is  continually  im- 
proving, especially  with  such  refinements 
and  improvements  as  ultrasonics,  electro- 
microscopy, isotope  scanning,  arteriogra- 
phy, serum  enzyme  studies,  percutaneous 
intracavitary  electrocardiography,  per- 
oral intestinal  biopsy,  and  even  biatrial 
intracardi^i  phonocardiography.  But 
these  valuable  technics,  unfortunately,  are 
not  readily  available  for  everyday  diagnos- 
tics. The  equipment  is  expensive,  and  in- 
terpretation of  results  is  often  difficult. 
Even  when  such  highly  refined  technics  are 
a standard  part  of  diagnostics,  there  might 
well  continue  to  be  a lag  between  diagnosis 
and  ultimate  confirmation  at  the  autopsy. 
Until  the  unlikely  day  when  diagnostic 
medicine  is  close  to  100  per  cent  accurate, 
there  will  be  a need  for  the  autopsy  to  cor- 
rect, as  well  as  to  confirm.  Beyond  that 
utopian  day,  there  will  be  a place  for  the 
autopsy  for  its  contributions  to  our  under- 
standing of  disease  and  the  evaluation  of 
treatment,  research,  and  tissue  and  hor- 
mone salvage  for  the  living. 

This  should  not  be  such  a revolutionary 
concept  in  a society  which  prides  itself  on 
the  high  quality  of  its  standards  of  medical 
care  and  research.  In  Soviet  metropolitan 
hospitals,  virtually  every  death  is  examined 
at  autopsy.  Even  when  a patient  has  died 
at  home  of  seemingly  evident  causes,  rela- 
tives frequently  request  an  autopsy. 16 

Professional  resistance  or  apathy  to  the 
autopsy  is  still  an  important  obstacle  which 
cannot  be  ignored.  The  practicing  physi- 
cian must  be  convinced  that  routine  post- 
mortem examinations  will  enhance  his  own 
medical  knowledge  and  diagnostic  skill. 
Moreover,  once  he  is  convinced,  his  success 
in  convincing  the  next  of  kin  to  give  per- 
mission for  an  autopsy  increases  dramati- 
cally. The  participation  of  the  clinician  in 
the  autopsy  today  is  widely  regarded  as  in- 
cidental. This  is  unfortunate,  because  the 
autopsy  enhances  the  skill  and  knowledge 
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of  the  clinician.  Meaningful  mortality  and 
morbidity  statistics  can  be  assembled  only 
by  analysis  of  postmortem  observations, 
not  by  guesswork,  no  matter  how  educated 
the  guesser. 

Conclusion 

I have  purposely  confined  my  remarks  to 
the  diagnostic  aspects  of  the  autopsy  and  to 
the  role  of  the  practicing  physician.  This 
is  not  to  say  that  I am  unaware  of  the  im- 
portance of  “dynamic  pathology”  in  educa- 
tion and  forensic  medicine.  Nor  am  I un- 
aware of  the  psychological,  legal,  and  prac- 
tical difficulties  inherent  in  any  attempt  to 
increase  the  autopsy  rate  in  this  country. 
The  improvement  of  medical  statistics  and 
the  ultimate  improvement  of  diagnostics  is 
of  sufficient  importance  in  medicine  to 
warrant  an  honest,  thorough  evaluation  of 
the  autopsy  and  our  attitudes  toward  it. 

We  stand  today  at  an  awkward,  uncom- 
fortable point  in  medical  development. 
We  are  between  the  age  of  diagnosis  by  as- 
sumption, history,  and  simple  tests,  and  the 
age  in  which  the  computer  and  more  elabo- 
rate diagnostic  technics  and  services  will  re- 
move the  guesswork  from  diagnostics  and 
narrow  the  gap  between  antemortem  and 
postmortem  diagnosis. 


Senior  citizens 
in  New  York  State 

Longevity,  the  ultimate  reward  of  good 
health,  is  on  the  upswing  in  New  York  State, 
according  to  the  State  of  New  York  Department 
of  Health.  No  state  in  the  nation  has  more 
residents  in  the  Medicare-age  bracket,  sixty-five 
and  older,  than  New  York.  Membership  in  the 
elite  centenarian  club  has  quadrupled  in  one 
decade.  In  the  most  recent  estimate,  more  than 
’ ,000  New  York  State  residents  are  one  hundred 
'/ears  old  or  older.  Even  motherhood  is  en- 
oyed  by  an  older-age  group:  Each  year,  some 

360  babies  are  born  in  the  State  to  women  forty- 
five  to  fifty.  One  or  two  births  a year  are  re- 
ported in  which  the  mother’s  ages  are  given  as 
over  fifty.  According  to  the  latest  figures.  New 
York  State  has  1,865,000  residents  aged  sixty- 
five  or  older.  The  number  of  people  in  this  age 
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group  is  expected  to  increase  steadily,  reaching 
nearly  3 million  by  the  year  2000. 

Among  State  Health  Department  programs, 
one  of  particular  help  to  older  persons  involves 
screening  clinics  for  various  chronic  diseases. 
Some  12,000  people  were  given  a total  of  50,000 
tests  last  year  at  multiple  disease  screening 
clinics  in  18  communities. 

Major  chronic  diseases  that  affect  the  elderly 
include  arthritis,  heart  trouble,  diabetes,  cancer, 
stroke,  and  vision  impairment.  Studies  have 
shown  that  in  the  population  as  a whole,  45 
per  cent  of  the  people  have  at  least  one  of  these 
conditions.  In  the  sixty-five-and-older  group, 
this  percentage  rises  to  83. 

Incidentally,  although  New  York  State  has 
the  largest  block  of  elderly  citizens,  it  is  by  no 
means  an  “old  State.”  According  to  1965 
census  figures,  New  York’s  sixty-five-and-older 
group  comprises  10.2  per  cent  of  the  total 
population.  Seventeen  other  states  have  higher 
percentages. 
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Amniotic  Fluid  Embolism 


to  prevent  amniotic  fluid  embolism,  un- 
warranted inductions  and  unnecessary  stimu- 
lations of  labor  which  cause  tumultuous  or 
tetanoid  uterine  contractures  are  interdicted. 
Also,  an  airway  with  positive  pressure  oxygen 
must  be  supplied  along  with  papaverine  hy- 
drochloride for  reflex  vasospasm,  atropine- 
like agents  for  cardiac  depressor  reflexes, 
treatment  of  shock  titrated  against  the  treat- 
ment of  pulmonary  edema,  and,  if  the  patient 
survives  the  initial  insult,  fibrinogen  and 
blood.  With  early  symptoms,  intrauterine 
pressure  can  be  reduced  by  amniotomy. 


ROLAND  S.  PHILIP,  M.D.* 
New  York  City 

Intern,  St.  Luke's  Hospital,  Newburgh,  New  York 


|n  1926  meyer1  described  an  entity  causing 
sudden  maternal  death  in  a twenty-one- 
year  old  multipara.  This  observation  was 
not  noted,  and  in  1941  Steiner  and  Lush- 
baugh2  reported  8 cases  of  what  they  called 
pulmonary  embolism  by  amniotic  fluid. 
They  described  the  disease  as  follows: 

The  onset  of  illness  was  usually  by  hard  or 
violent  labor  pains.  In  several  instances  the 
uterus  was  in  tetany.  Shortly  thereafter  the 
patient  passed  into  shock.  The  patient  had  a 
chill  or  felt  cold.  She  was  restless,  dyspneic, 
and  cyanotic.  The  blood  pressure  fell  quickly 
to  shock  levels.  The  pulse  became  first  rapid 
and  then  was  not  obtainable. 

The  major  autopsy  finding  which  they 
considered  pathognomonic  for  the  condition 
was  the  presence  in  the  pulmonary  blood 
vessels  of  emboli  consisting  of  epithelial 
squamae  or  amorphous  debris,  or  of  mucin 
alone,  or  in  any  and  all  combinations. 
They  proceeded  to  cite  a series  of  animal 
experiments  in  which  they  caused  a similar 
condition  by  the  injection  of  unfiltered 
human  amniotic  fluid  and  the  absence  of 
the  condition  by  the  use  of  filtered  amniotic 
fluid.  They  postulated  that  the  mecha- 
nism of  action  is  by  a type  of  anaphylactoid 
shock  triggered  by  the  amniotic  fluid. 
They  added  that  this  is  a frequent  occur- 
rence with  an  incidence  of  about  1 in  8,000 
obstetric  cases. 

In  1947  Hemmings3  reported  a case  of 
amniotic  fluid  embolism  in  which  the  pa- 
tient presented  signs  of  terminal  bleeding 
from  the  nose,  gums,  and  subcuticular 
tissues.  In  the  same  year  Gross  and  Benz4 
reported  an  additional  3 cases  and  noted 
that  in  1 of  these  cases  blood  drawn  by 
aspiration  from  the  right  side  of  the  heart  or 

* Present  affiliation:  Resident,  Department  of  Surgery, 

Kings  County  Hospital,  Brooklyn,  New  York. 


from  the  inferior  vena  cava,  on  centrifuga- 
tion, may  show  three  strata  instead  of  the 
usual  two.  The  extra  layer  is  on  top  and 
consists  of  amniotic  fluid  and  mucus. 
Eastman5  made  an  editorial  comment  at 
that  time  cautioning  against  the  unwar- 
ranted application  of  this  syndrome  to  all 
cases  of  unexplained  death  in  labor,  espe- 
cially those  not  confirmed  by  autopsy. 
Steiner,  Lushbaugh,  and  Frank  in  19496  re- 
ported an  additional  case  of  amniotic  fluid 
embolism,  at  which  time  they  suggested 
that  the  frequency  of  this  disorder  might  be 
less  than  they  originally  thought.  Shotton 
and  Taylor7  reported  another  case  of  this 
syndrome  and  reviewed  the  literature  on 
the  subject.  Their  case  had  several  dis- 
tinctions; it  was  the  first  case  on  record  in 
which  it  was  possible  by  naked  eye  exam- 
ination to  see  particles  of  vernix  caseosa  in 
the  blood  contained  in  the  heart  and  where 
a cerebral  embolism  appeared  as  a contribu- 
tory cause  of  death.  Shotton  and  Taylor 
felt  that  the  cause  of  death  was  an  anaphy- 
lactoid type  of  shock. 

Leary  and  Hertig8  in  the  routine  exam- 
ination of  post-partum  placentas  noted  that 
tears  in  the  amnion  may  permit  the  passage 
of  fluid  from  the  amniotic  cavity  into  the 
potential  space  between  the  amnion  and  the 
chorion,  and  they  suggested  that  if  the 
intrauterine  pressure  was  greatly  increased, 
the  chorion  might  rupture,  permitting 
amniotic  fluid  to  come  into  contact  with  the 
open  uterine  sinusoids.  They  postulated 
that  with  the  examination  of  the  placenta 
in  future  cases  of  amniotic  fluid  embolism 
the  pathogenesis  of  this  disorder  might  be 
discovered.  Landing9  postulated  that  the 
most  important  factors  in  the  pathogenesis 
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of  this  syndrome  are  premature  separation, 
placenta  accreta,  cesarean  section,  and 
ruptured  uterus,  and  they  share  in  common 
the  feature  of  abnormally  opened  uterine 
vessels,  either  decidual  or  myometrial,  and 
that  these  vessels  appear  to  be  the  point  of 
entrance  of  the  amniotic  fluid. 

In  1950  Weiner  and  Reid10  in  reporting  a 
case  of  amniotic  fluid  embolism  noted  the 
prevalence  of  bleeding  among  the  women 
affected  by  this  syndrome,  and  their  hy- 
pothesis was  that  there  is  a thromboplastin- 
like substance  present  in  the  amniotic  fluid 
which  can  be  inactivated  by  heparin.  If 
this  substance  is  liberated  into  the  general 
circulation,  intravascular  clotting  would 
take  place  causing  depletion  of  the  circulat- 
ing fibrinogen  and  leading  to  postpartum 
hemorrhage  and  shock.  In  1952  Ratnoff 
and  Vosburgh11  reported  a case  of  amniotic 
fluid  embolism  accompanied  by  a bleeding 
tendency.  They  summarized  this  inco- 
agulability as  follows:  “This  clotting  defect 
was  associated  with  hypofibrinogenemia, 
excessive  plasma  thrombin-inhibitory  ac- 
tivity, slight  thrombocytopenia,  and  in- 
creased plasma  fibrinolytic  activity.”  In 
1953  Reid,  Weiner,  and  Roby12  reported  a 
case  of  presumptive  amniotic  fluid  embo- 
lism with  hypofibrinogenemia  in  which  the 
patient  survived  following  replacement 
therapy  consisting  of  fibrinogen  and  whole 
blood.  They  suggested  that  this  syndrome 
might  better  be  referred  to  as  “ ‘amniotic 
fluid  infusion,’  [since]  such  a term  would 
denote  more  clearly  the  resultant  physio- 
logical effect  and  would  avoid  the  connota- 
tion that  death  is  due  entirely  to  the  me- 
chanical blockage  of  the  pulmonary  arteries 
by  amniotic  debris.”  They  thought  that 
the  amount  and  the  rate  of  infusion  of  the 
amniotic  fluid  would  determine  the  final 
outcome.  Later  in  that  year  Reid,  Weiner, 
and  Roby13  presented  an  additional  5 cases 
of  amniotic  fluid  embolism  with  the  survival 
of  4 patients  by  replacement  therapy. 
They  stated  that  the  fact  the  syndrome 
occurs  in  the  majority  of  instances  near  the 
end  of  the  first  stage  of  labor  suggests  that  a 
certain  set  of  circumstances  is  needed  for 
its  development.  These  include  both  an 
available  portal  of  escape  and  the  forceful 
ejection  of  the  amniotic  fluid  from  the 
uterus.  With  respect  to  avenues  of  en- 
trance of  amniotic  fluid  into  the  maternal 
circulation,  there  are  two  possibilities. 


The  first  of  these  involves  a rupture  of  the 
membranes  somewhere  in  the  upper  seg- 
ment of  the  uterus  with  the  eventual  escape 
of  the  fluid  through  the  uteroplacental  site. 
The  second  outlet  is  through  the  endocervi- 
cal  veins  which  become  lacerated  during  the 
course  of  normal  labor.  The  upper  portion 
of  the  cervix  is  thought  to  be  incorporated 
in  the  lower  uterine  segment  during  the 
course  of  labor,  and  so  the  open  endocervi- 
cal  veins  would  be  patent  to  amniotic  fluid 
if  either  the  membranes  ruptured  early 
or  if  they  did  not  completely  cover  the 
endocervix. 

Graham  in  1955 14  reported  a case  of  fatal 
amniotic  fluid  embolism  in  which  the  infant 
was  saved  by  rapid  cesarean  section. 

In  1957  Tuller15  presented  a case  of 
amniotic  fluid  embolism  and  a review 
of  the  literature.  He  concluded  that  afi- 
brinogenemia, at  least  in  some  cases,  is  a re- 
sult of  intravascular  coagulation  attendant 
on  the  release  of  thromboplastic  material 
into  the  circulation. 

Barno  and  Freeman  in  1959 16  presented 
15  cases  of  amniotic  fluid  embolism.  The 
rate  of  incidence  was  1 per  37,323  live  births 
in  the  Minnesota  Maternal  Mortality 
Study.  The  most  common  predisposing 
factor  was  exceptionally  strong  uterine 
contractions,  one  half  of  the  cases  of  which 
were  pituitary  extract  induced.  In  almost 
all  the  cases  (14  out  of  15)  the  membranes 
had  ruptured  prior  to  the  onset  of  symp- 
toms, and  4 of  the  15  patients  manifested 
blood  incoagulability. 

In  1962  Halmagyi,  Starzecki,  and  Shear- 
man17 reported  on  experimentally  produced 
amniotic  fluid  embolism  in  sheep.  These 
authors  concluded  that  pulmonary  hy- 
pertension and  compliance  fall,  causing 
arterial  hypoxemia,  were  the  major  conse- 
quences of  intravenously  administered 
amniotic  fluid,  due  primarily  to  the  particu- 
late material  found  in  the  fluid,  and  that 
these  particles  act  in  some  active  manner  to 
cause  the  symptoms.  They  found  that 
heparin  did  not  protect  these  animals  from 
the  noxious  effects  of  the  amniotic  fluid  but 
that  all  effects  of  amniotic  fluid  embolism 
were  prevented  or  abolished  by  the  ad- 
ministration of  isoproterenol.  The  sug- 
gestion was  made  that  this  drug  might  also 
be  beneficial  in  human  subjects. 

Aguillon  et  al.  also  in  196218  presented  an 
analysis  of  60  cases  of  amniotic  fluid  embo- 
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lism  and  concluded  that  this  entity  usually 
takes  place  in  an  elderly  multipara  who  has 
borne  a large  baby  after  a difficult  and  pro- 
longed labor.  The  symptoms  start  during 
or  just  after  delivery,  and  when  the  dura- 
tion of  symptoms  is  short  the  predominant 
factors  are  pulmonary  and  respiratory  dis- 
tress, shock,  and  death.  When  the  dura- 
tion is  prolonged,  hemorrhage  is  a compli- 
cating factor  with  hypofibrinogenemia  an 
underlying  cause. 

In  1964  Lee  and  Framptom19  described  a 
case  of  probable  fatal  amniotic  fluid  embo- 
lism caused  by  intra-amniotic  glucose  in- 
duction in  an  oxytocin-stimulated  uterus, 
followed  by  acute  renal  failure.  They 
postulated  that  during  the  injection  of 
glucose  some  amniotic  fluid  was  forced  into 
the  general  circulation  causing  an  anaphy- 
lactoid reaction  in  addition  to  the  mechani- 
cal obstruction  by  the  particulate  material. 

Thompson  and  Budd  in  1965 20  reviewed  6 
cases  of  erroneous  diagnosis.  They  sug- 
gested that  more  care  be  taken  in  the  post- 
mortem diagnosis  of  the  clinical  syndrome 
and  that  if  autopsy  findings  differ  from 
previous  expectations,  this  should  be  noted 
on  the  death  certificate  so  as  to  increase 
the  accuracy  of  statistics  and  to  avoid 
putting  this  syndrome  into  “Eastman’s5 
wastebasket”  of  poor  obstetrical  practice. 

In  1964  the  perinatal  study  of  the 
Foundation  for  Medical  Research21  re- 
ported an  incidence  of  amniotic  fluid  embo- 
lism of  2.7  per  100,000.  The  following  2 
cases  of  this  entity  occurred  at  Saint  Luke’s 
Hospital,  Newburgh,  New  York,  in  a five- 
year  period. 

Case  reports 

Case  1.  This  was  the  first  St.  Luke’s  admis- 
sion of  a forty-three-year-old  white  female, 
gravida  2 para  1,  with  a last  menstrual  period  on 
September  2,  1959.  Her  expected  date  of 
confinement  was  July  20,  1960.  She  was  about 
one  week  overdue  and  had  painless  vaginal  bleed- 
ing the  day  prior  to  admission.  There  had 
been  no  fetal  movements  present  for  about  two 
weeks  prior  to  admission.  At  admission  there 
was  a scant  serous  drainage  noted,  and  there 
were  no  uterine  contractions  present.  During 
vaginal  examination  there  was  a loss  of  about 
300  cc.  of  blood  which  occurred  again  when  the 
membranes  were  ruptured.  The  cervix  was 
soft  and  an  oxytocin  (Pitocin)  infusion  was 
started  (1  cc.  per  500  cc.  dextrose  and  water). 
The  cervix  dilated  well;  fairly  strong  uterine 
contractions  occurred  every  two  minutes  with 


good  relaxation  between  contractions.  The 
patient  was  given  nitrous  oxide  anesthesia  which 
was  not  effective;  the  patient  continued  to  push. 
After  delivery  of  the  head  the  patient  was 
cyanotic,  and  an  endotracheal  tube  was  in- 
serted. Delivery  of  the  macerated  fetus  was  fol- 
lowed by  a 500  to  600  cc.  hemorrhage  of  old 
blood  possibly  mixed  with  some  amniotic  fluid. 
The  patient  took  several  sighing  respirations 
but  remained  cyanotic.  Artificial  respiration 
along  with  open  cardiac  massage  and  pacemaker 
stimulation  were  attempted  with  no  success. 
Total  length  of  labor  was  fifty-four  minutes; 
first  stage  fifty  minutes,  second  stage  three 
minutes,  and  third  stage  one  minute. 

Autopsy  examination  of  the  thorax  revealed 
slight  dilatation  of  the  right  auricle  and  ventricle 
and  a small  myocardial  hemorrhage  in  the  left 
ventricle.  Examination  of  the  respiratory 
system  showed  the  pleural  cavities  were  normal; 
the  lungs  were  pale  in  color  with  multiple  super- 
ficial areas  of  atelectasis;  the  larynx  and  trachea 
were  clear;  and  the  bronchi  contained  mucus 
but  no  obstruction.  Microscopic  examination 
showed  several  of  the  small  pulmonary  arteries 
and  capillaries  contained  squamous  epithelial 
cells  and  amorphous  debris.  The  same  type  of 
particles  were  found  in  blood  aspirated  from  the 
inferior  vena  cava.  Petechial  hemorrhages 
were  found  in  the  skin  of  the  abdomen.  Ante 
mortem  fibrinogen  was  410  mg.  per  100  ml.  and 
post  mortem  fibrinogen  2 mg.  per  100  ml. 

Case  2.  This  was  the  first  St.  Luke’s  Hos- 
pital admission  of  a twenty-one-year-old  white 
female,  gravida  1,  para  0,  with  a last  menstrual 
period  on  January  21,  1964,  and  an  expected 
date  of  confinement  of  October  28,  1964.  She 
was  admitted  on  October  24, 1964,  at  4:40  a.m., 
having  spontaneously  started  labor  October  23, 
1964,  at  8 : 00  p.m.  The  ante-partum  course  was 
uneventful.  At  admission  the  contractions 
were  irregular,  mild  in  intensity,  and  the  mem- 
branes were  intact.  A soap  suds  enema  was 
given  along  with  200  mg.  of  secobarbital 
(Seconal)  at  6:45  a.m.  Her  blood  pressure  was 
130/70;  fetal  heart  was  140;  and  contractions 
were  irregular.  At  8:45  a.m.  1 cc.  of  sparteine 
sulfate  (Spartocin)  was  given  intramuscularly. 
By  9:45  a.m.  the  contractions  were  every  two  to 
three  minutes,  moderate  to  fairly  strong,  forty 
to  forty-five  seconds  in  duration;  fetal  heart 
rate  was  144.  The  patient’s  condition  remained 
the  same  until  1:05  p.m.  when  the  patient  was 
given  100  mg.  of  meperidine  hydrochloride 
(Demerol)  and  0.4  mg.  scopolamine  was 
given  intramuscularly.  At  3:45  p.m.  the  cervix 
was  8 cm.  dilated,  and  the  membranes  were 
artificially  ruptured.  At  4:15  p.m.,  after  a first 
stage  of  labor  of  twenty  hours  and  fifteen 
minutes,  the  cervix  was  fully  dilated.  The 
fetus  was  present  in  the  vertex  at  plus  2 in  the 
left  occipitotransverse  position.  Elliott  for- 
ceps were  applied,  and  by  a key-in-lock  ma- 
neuver the  baby  was  rotated  to  an  anterior  posi- 
tion and  delivered  at  4:21  p.m.  with  an  Apgar 
score  of  10.  The  second  stage  of  labor  had  a 
duration  of  six  minutes;  1 cc.  of  oxytocin  was 
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given  intramuscularly,  and  the  placenta  was 
delivered  three  minutes  later  at  4:24  p.m.  by  a 
modified  Crede’s  maneuver.  A left  medio- 
lateral  episiotomy  had  been  performed,  and 
during  the  repair  bleeding  was  minimal.  At 
4:35  p.m.  her  blood  pressure  was  100/78.  At 
4:40  P.M.  it  was  unobtainable  and  an  infusion  of 
500  cc.  of  5 per  cent  dextrose  and  water  with  1 
cc.  oxytocin  was  started.  The  blood  pressure 
increased  to  about  80  systolically  and  levar- 
terenol  (Levophed)  was  added.  Dextran  (Plavo- 
lex)  was  also  instituted.  The  patient’s  blood 
pressure  was  about  66/40.  The  fundus  was 
alternating  between  boggy  and  firm.  Bilateral 
sulcus  tears  were  repaired,  and  the  uterus  and 
vagina  were  packed.  The  blood  pressure  im- 
proved to  78/40.  By  8:00  p.m.  the  blood  pres- 
sure was  falbng  to  60/40;  the  uterus  was  re- 
packed. Additional  whole  blood  was  given. 
At  9:40  p.m.  the  blood  pressure  was  unobtain- 
able, and  additional  levarterenol  was  given 
along  with  hydrocortisone,  all  to  no  avail. 
The  patient  expired  at  10:45  p.m. 

The  autopsy  showed  bilateral  atelectasis 
of  the  lungs.  Amorphous  debris  and  squamous 
epithelial  cells  were  found  in  the  small  blood 
vessels  of  the  lungs  and  in  blood  drawn  from  the 
inferior  vena  cava.  Fibrinogen  was  77  mg.  per 
100  ml. 

The  treatment  of  these  cases  was  ineffec- 
tive as  has  most  often  been  the  case.  This 
is  in  part  because  the  pathogenesis  of  this 
disorder  is  unknown.  Originally  it  was 
thought  that  an  anaphylactoid  reaction  was 
its  cause,  and  that  the  treatment  consisted 
in  combating  the  shock  by  fluid  replace- 
ment and  vasoconstrictors. 2 Following 
this  a clotting  mechanism  defect  was  estab- 
lished, and  in  addition  to  volume  replace- 
ment it  was  necessary  to  add  an  adequate 
quantity  of  fibrinogen.3  Roller22  thought 
that  if  intravascular  clotting  occurs  heparin 
should  be  used  in  addition  to  the  replace- 
ment of  blood  and  fibrinogen.  Halmagyi, 
Starzecki,  and  Shearman17  suggested  that 
isoproterenol  might  be  useful  as  an  adju- 
vant to  therapy  or  as  a prophylactic 
measure. 

Conclusion 

The  therapy  of  amniotic  fluid  embolism 
must  in  the  first  place  consist  of  prevention, 
which  means  the  interdiction  of  unwar- 
ranted inductions  and  unnecessary  stimula- 
tions of  labor  which  cause  tumultuous  or 
tetanoid  uterine  contractures.  Second,  in 
the  treatment  of  this  entity  an  airway  with 
positive  pressure  oxygen  must  be  supplied 
along  with  papaverine  hydrochloride  for 


reflex  vasospasm,  atropine-like  agents  for 
cardiac  depressor  reflexes,  treatment  of 
shock  titrated  against  the  treatment  of  pul- 
monary edema,  and  if  the  patient  survives 
the  initial  insult,  fibrinogen  and  blood. 
Embolization  is  thought  to  occur  at  the  end 
of  the  second  stage  of  labor,  and  if  symp- 
toms occur  at  this  early  stage,  a reduction  in 
the  intrauterine  pressure  is  advised.  This 
is  usually  accomplished  by  amniotomy. 18 

230  West  79th  Street 


References 

1.  Meyer,  J.  R.:  Erabolia  pulmonar  amnio-caseosa, 

Brasil-med.  2:  301  (1926). 

2.  Steiner,  P.  E.,  and  Lushbaugh,  C.  C.:  Maternal  pul- 
monary embolism  by  amniotic  fluid  as  cause  of  obstetric  shock 
and  unexpected  deaths  in  obstetrics,  J.A.M.A.  117:  1245 
(1941). 

3.  Hemmings,  C.  T.:  Maternal  pulmonary  embolism 

by  the  contents  of  amniotic  fluid,  Am.  J.  Obst.  & Gynec.  53: 
303  (1947). 

4.  Gross,  P.,  and  Benz,  E.  J.:  Pulmonary  embolism  by 
amniotic  fluid,  report  of  3 cases  with  a new  diagnostic  proce- 
dure, Surg.  Gynec.  & Obst.  85:  315  (1947). 

5.  Eastman,  N.  J.:  Editorial  comment,  Obst.  & Gynec. 
Surv.  3:  35  (1948). 

6.  Steiner,  P.  E.,  Lushbaugh,  C.  C.,  and  Frank,  H.  A.: 
Fatal  obstetric  shock  from  pulmonary  emboli  of  amniotic 
fluid.  Am.  J.  Obst.  & Gynec.  58:  802  (1949). 

7.  Shotton,  D.  M.,  and  Taylor,  C.  W.:  Pulmonary 

embolization  by  amniotic  fluid  (report  of  a fatal  case  together 
with  a review  of  the  literature),  J.  Obst.  & Gynaec.  Brit. 
Emp.  56:  46  (1949). 

8.  Leary,  O.  C.,  Jr.,  and  Hertig,  A.  T.:  The  pathogenesis 
of  amniotic-fluid  embolism.  I.  Possible  placental  factors; 
aberrant  squamous  cells  in  placentas.  New  England  J.  Med. 
243:  588  (1950). 

9.  Landing,  B.  H.:  The  pathogenesis  of  amniotic-fluid 
embolism.  II.  Uterine  factors,  ibid.  243:  590  (1950). 

10.  Weiner,  A.  E.,  and  Reid,  D.  E.:  The  pathogenesis  of 
amniotic-fluid  embolism.  III.  Coagulant  activity  of  am- 
niotic fluid,  ibid.  243:  597  (1950). 

11.  Ratnoff,  O.  D.,  and  Vosburgh,  G.  J.:  Observations 
on  the  clotting  defect  in  amniotic-fluid  embolism,  ibid.  247: 
970  (1952). 

12.  Reid,  D.  E.,  Weiner,  A.  E.,  and  Roby,  C.  C.:  Pre- 
sumptive amniotic  fluid  infusion  with  resultant  postpartum 
hemorrhage  due  to  afibrinogenemia,  report  of  a case,  J.A.M.A. 
152:  227  (1953). 

13.  Idem:  Intravascular  clotting  and  afibrinogenemia, 

the  presumptive  lethal  factors  in  the  syndrome  of  amniotic 
fluid  embolism.  Am.  J.  Obst.  & Gynec.  66:  465  (1953). 

14.  Graham,  H.  K.:  Amniotic  fluid  embolism,  ibid.  70: 
657  (1955). 

25.  Tuller,  M.  A.;  Amniotic  fluid  embolism,  afibrino 
genemia,  and  disseminated  fibrin  thrombosis;  case  report  and 
review  of  the  literature,  ibid.  73:  273  (1957). 

16.  Barno,  A.,  and  Freeman,  D.  W.:  Amniotic  fluid 

embolism,  ibid.  77:  1199  (1959). 

17.  Halmagyi,  D.  F.,  Starzecki,  B.,  and  Shearman,  R.  P.: 

Experimental  amniotic  fluid  embolism:  mechanism  and 

treatment,  ibid.  84:  251  (1962). 

18.  Aguillon,  A.,  Andjus,  T.,  Grayson,  A.,  and  Race, 
G.  J.:  Amniotic  fluid  embolism:  a review,  Obst.  & Gynec. 
Surv.  17:  619  (1962). 

19.  Lee,  H.  A.,  and  Framptom,  J.:  Case  of  intra-amniotic 
glucose  induction  followed  by  nonfatal  amniotic  fluid  embo- 
lism and  acute  renal  failure,  Am.  J.  Obst.  & Gynec.  90:  554 
(1964). 

20.  Thompson,  W.  B.,  and  Budd,  J.  W.:  Erroneous 

diagnoses  of  amniotic  fluid  embolism,  ibid.  91:  606  (Mar.) 
1965. 

21.  Foundation  for  Medical  Research:  Perinatal  study, 

personal  communication,  November  6,  1964. 

22.  Roller,  F.:  Clinical  and  genetic  aspects  of  coagu 

lopathies  with  special  emphasis  on  generalized  intravascular 
clotting,  Ann.  Int.  Med.  62:  744  (Apr.)  1965. 


2088  New  York  State  Journal  of  Medicine  / August  1,  1967 


Lung  Scanning  in 
Pulmonary  Diseases* 


blood  flow  measurement  is  based  on  the 
principle  of  conservation  of  material.  Re- 
gional pulmonary  blood  flow  is  measured  as 
described  by  injecting  macroaggregates  of 
human  serum  albumin  intravenously.  The 
amount  of  radioactivity  in  various  regions  of 
the  lungs  is  determined  by  quantitative  radio- 
nuclide scanning.  The  regional  concentra- 
tion of  the  labeled  particles  in  the  lungs  is 
directly  related  to  the  pulmonary  arterial 
blood  flow.  The  technic  is  useful  in  studying 
pulmonary  diseases  such  as  pulmonary  embo- 
lism, tuberculosis,  bronchogenic  carcinoma, 
and  emphysema. 


DONALD  E.  TOW,  M.D. 
Baltimore,  Maryland 
HENRY  N.  WAGNER,  JR.,  M.D. 

Baltimore,  Maryland 

From  the  Departments  of  Medicine  and  Radiology, 
the  Johns  Hopkins  Medical  Institutions 


V arious  technics  of  blood  flow  measure- 
ment can  be  derived  from  the  basic  principle 
of  conservation  of  material.  The  fate  of  an 
amount  of  indicator  (Q)  flowing  into  a 
region  can  be  described  by  the  following 
equation: 

Q = Qa  + Qm  + Qe  (1) 

Qa  is  the  amount  that  will  accumulate,  Qm 
is  the  amount  that  will  be  metabolized, 
and  Qe  is  the  remainder  that  will  flow  out. 
When  the  time  dimension  is  considered, 
equation  1 becomes: 


Thus 


_Q 

At 


equals  F,Ci  and  output  from  the 


region 


Qe 

At 


equals  F0C0, 


where  F0  is 


out- 


flow of  blood  and  C0  the  outflow  concen- 
tration. Equation  2 can  be  rewritten: 


ft  - F‘c<  - (m  + F"c") 


(3) 


The  development  of  a particular  applica- 
tion of  the  principle  of  conservation  of 
material  depends  on  what  parameters  are 
available  for  measurement.  Sapirstein1 
measured  regional  blood  flow  in  rats  from 
the  distribution  of  radioactive  potassium 
by  quantifying  the  distribution  of  the  in- 
dicator as  soon  as  it  had  arrived  by  way  of 
arterial  blood  flow  but  before  the  radio- 
activity had  passed  through  the  region. 
Thus: 


(4) 


Q _ Qa  , Qm  . Qe 
At  At  ' At  ' At 


The  rate  of  accui  ulation,  is  the  dif- 

Q 

ference  of  input  — and  rate  of  metabolism 

fail 

plus  output  Provided  mixing  is 

complete  before  delivery  to  the  system, 
input  is  equal  to  the  product  of  blood  flow 
Fi  and  concentration  Ci  into  the  region. 
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This  equation  describes  the  basic  prin- 
ciple of  measuring  regional  pulmonary 
blood  flow  by  intravenous  injection  of 
MAA  (macroaggregates  of  human  serum 
albumin).  We  determine  the  amount  of 
radioactivity  in  various  regions  of  the 
lungs  by  quantitative  radionuclide  scan- 
ning. Because  of  their  size,  the  macroag- 
gregates become  lodged  in  the  pulmonary 
capillaries,  and  there  is  insignificant  me- 
tabolism of  the  particles  during  the  period 
of  observation.  Since  the  conditions  of 
equation  4 are  met,  the  regional  concentra- 
tion of  the  labeled  particles  in  the  lungs  is 
directly  related  to  the  pulmonary  arterial 
blood  flow. 
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Macroaggregates  of 
human  serum  albumin 

In  1956  Halpern  et  al.2  introduced  the 
use  of  aggregates  of  human  serum  albumin 
as  a type  of  particle  that  offered  important 
advantages  in  the  study  of  phagocytosis. 
In  contrast  to  other  particles  such  as 
carbon,  thorium  dioxide,  saccharated  iron 
oxide,  chromic  phosphate,  and  colloidal 
gold  which  remain  in  phagocytic  cells 
almost  indefinitely,  the  albumin  aggregates 
can  be  metabolized  after  ingestion  by  these 
cells.  When  the  albumin  particles  are 
aggregated  under  appropriate  conditions, 
large  aggregates  are  formed  and  are  referred 
to  as  macroaggregated  albumin  which  have 
a median  size  of  about  15  microns.  The 
MAA  particles  are  sufficiently  large  to 
result  in  their  lodging  in  the  pulmonary 
capillary  bed  in  the  first  passage  through 
the  lungs. 

When  the  MAA  are  examined  undiluted 
under  light  microscope,  the  preparation 
appears  as  conglomerates  of  different 
shapes.  The  majority  have  a diameter  on 
the  order  of  50  microns.  When  diluted  in 
physiologic  saline,  the  conglomerates  can  be 
observed  to  break  up  into  smaller  aggre- 
gates of  a more  uniform  particle  size. 
More  than  85  per  cent  by  weight  of  the 
protein  was  distributed  in  the  particle 
range  of  9.2  microns  or  greater.  The 
frequency  distribution  of  sizes  followed  a 
logarithmic  normal  probability  distribution. 

Data  on  the  physical  characteristics  of 
the  MAA  particles,  the  biologic  behavior 
in  man  and  experimental  animals,  the 
efficiency  of  the  lungs  in  extracting  the 
particles,  the  variability  of  distribution  of 
the  MAA  particles  throughout  the  lungs, 
and  the  validity  of  the  MAA  method  in 
measuring  regional  pulmonary  arterial  cir- 
culation have  been  published  elsewhere.3  4 


Safety  and  dosimetry 

No  hemodynamic  or  immunologic  tox- 
icity has  been  observed  to  date  in  more  than 
2,000  patient  scans.  Patients  ranged  in 
age  from  newborn  to  one  hundred  one  years 
and  had  a variety  of  cardiopulmonary 
diseases. 

Details  on  dosimetry  have  been  presented 
elsewhere.4  Based  on  300  microcuries  of 
iodine-131  MAA  for  a 70-Kg.  man.  the 


FIGURE  1.  (A)  Chest  radiograph  of  normal  sub- 
ject. (B)  Lung  scan.  Lung  scanned  from  pos- 
terior projection  with  subject  in  supine  position. 
Detector  mounted  under  scanningtable. 


absorbed  dose  in  rads  is  as  follows:  Total 
body,  0.1;  blood,  0.30  to  0.44;  gonadal. 
0.10  to  0.40;  liver,  0.34;  and  average 
lung,  1.20  to  1.80. 


Quantification  in  man 

Quantification  of  the  regional  distribu- 
tion of  radioactivity  in  human  subjects 
can  be  obtained  by  means  of  multiple 
stationary  detectors  or  by  a single  detector 
which  scans  the  thorax  in  a predetermined 
pattern.  The  latter  is  simplest  in  design 
and  operation.  A large  crystal  detector, 
because  of  its  sensitivity,  can  greatly  de- 
crease the  time  required  to  complete  the 
scanning  process. 

Our  subjects  were  lying  supine  during  the 
scanning  procedure  with  the  detector 
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mounted  beneath  the  subject  and  moving 
at  a linear  speed  of  85  inches  per  minute. 
Data  were  recorded  by  two  scalers  as  well 
as  photographically.  In  the  photographic 
image,  the  pattern  of  distribution  of 
radioactivity  could  be  seen.  Quantitative 
analysis  of  the  regional  distribution  of 
radioactivity  was  accomplished  in  several 
ways.  One  method  was  to  count  the 
number  of  dots  printed  during  the  scanning 
procedure.  These  are  linearly  related  to 
the  regional  radioactivity.  This  method  is 
tedious  since  it  is  necessary  to  count  a 
large  number  of  dots  closely  placed. 

The  density  of  the  film  could  also  be 
used  for  quantification,  provided  the  system 
was  calibrated  to  correct  for  the  response 
function  of  the  film. 

The  data  were  also  recorded  by  means  of 
two  separate  scalers,  one  recording  the 
activity  in  the  left  lung,  the  other  the  right. 
Counts  were  recorded  usually  from  each  six 
scanning  lines  corresponding  to  2-cm.  seg- 
ments of  the  lung.  The  radioactivity  in 
particular  segments  of  lung  was  expressed 
as  a percentage  of  the  total  radioactivity 
in  the  lungs.  At  present,  we  use  automatic 
print-out  equipment  to  record  the  seg- 
mental concentration  of  radioactivity;  a 
computer  is  used  to  facilitate  the  necessary 
calculations. 

Technical  consideration 

Because  the  particles  settle  on  standing, 
gently  sloshing  before  withdrawal  is  neces- 
sary to  insure  uniform  distribution  of  the 
aggregates.  The  MAA  is  injected  while 
the  patient  lies  quietly  in  the  supine  posi- 
tion. 

The  regional  distribution  of  pulmonary 
arterial  blood  flow  is  influenced  by  gravity 
and  phasic  variation  of  the  respiratory 
cycle J Therefore  we  routinely  inject  the 
MAA  over  several  seconds  to  average  the 
respiration  cycle.  Scanning  is  usually  per- 
formed shortly  after  the  injection,  although 
no  difference  in  the  pattern  of  blood  flow 
distribution  was  observed  whether  scanning 
was  performed  shortly  after  injection  or  up 
to  one  and  a half  hours  later. 

The  configuration  of  the  scanning  image 
follows  closely  the  anatomic  contour  of  the 
lungs  (Fig.  1).  If  only  one  projection  is 
obtained,  scanning  from  the  posterior  as- 
pect is  preferred,  because  more  lung  tissue 


FIGURE  2.  (A)  Chest  radiograph  of  patient  with 
pulmonary  embolism  to  right  lower  lung.  (B) 
Lung  scan.  Posterior  projection  showing  reduc- 
tion of  radioactivity.  (C)  Lung  scan.  Right  lateral 
projection  showing  almost  complete  absence  of 
radioactivity  in  lower  portion  of  lung. 

is  located  posteriorly.  Scanning  from  a 
lateral  projection  is  frequently  very  in- 
formative. An  example  is  shown  in  Figure 
2.  This  patient  had  clinically  certain 
pulmonary  embolism  affecting  the  base 
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FIGURE  3.  (A)  Chest  radiograph  of  patient  with 
multiple  pulmonary  embolism;  unremarkable. 
(B)  Scan  shows  multiple  areas  of  decreased  radio- 
activity in  left  upper,  right  upper,  middle,  and  lower 
lungfields.  Finding  proved  at  operation. 


of  the  right  lung.  The  region  of  decreased 
radioactivity  is  better  demonstrated  in  the 
right  lateral  projection. 

Applications 

Because  of  its  technical  simplicity  and 
safety,  pulmonary  scanning  has  been  ap- 
plied to  a variety  of  clinical  and  research 
areas.  Scintillation  scanning  of  the  lungs 
after  the  injection  of  labeled  macroaggre- 
gated  albumin  is  useful  whenever  informa- 
tion about  regional  pulmonary  arterial 
blood  flow  is  needed.  The  first  important 
clinical  use  of  lung  scanning  was  the  detec- 


tion of  pulmonary  emboli.3,5  Useful  in- 
formation has  also  been  provided  in  the 
early  diagnosis  of  malignant  growths  and 
in  the  study  of  the  degree  of  involvement  of 
the  pulmonary  circulation  in  tuberculosis, 
pneumonia,  emphysema,  atelectasis,  and 
congenital  anomalies  of  the  cardiopulmo- 
nary system. 

Pulmonary  embolism 

Pulmonary  embolism  is  the  most  com- 
mon of  the  serious  disorders  affecting  the 
pulmonary  circulation.  In  many  patients 
the  diagnosis  of  fatal  pulmonary  embolism 
is  often  made  only  at  necropsy.  It  is 
difficult  to  establish  a firm  diagnosis,  since 
the  signs  and  symptoms  of  pulmonary 
embolism  often  closely  resemble  those  of 
other  serious  cardiorespiratory  diseases. 
Increased  attention  is  now  being  directed 
toward  an  accurate  diagnosis  of  pulmonary 
embolism  because  of,  in  large  part,  the 
introduction  of  improved  methods  for 
management  of  this  potentially  fatal  com- 
plication. The  establishment  of  a firm 
diagnosis  of  both  the  site  and  magnitude  of 
the  pulmonary  embolism  is  of  prime  impor- 
tance in  taking  advantage  of  the  improved 
methods  of  management. 

An  example  of  a lung  scan  and  chest 
radiograph  is  shown  in  Figure  3 of  a 
patient  with  multiple  pulmonary  embo- 
lisms. One  should  suspect  pulmonary  em- 
bolism if  one  finds  multiple  avascular  areas 
on  the  scan,  particularly  if  no  parenchymal 
lesions  are  seen  on  the  x-ray  film  of  the 
chest.  This  has  usually  been  the  case,  both 
in  the  experimental  emboli  in  dogs  and  in 
patients  subsequently  proved  to  have  mas- 
sive embolisms.  Particularly  helpful  is  the 
finding  of  a corresponding  zone  of  increased 
radiolucency,  initially  reported  by  Wester- 
mark6  and  recently  extended  by  Torrance.7 

On  the  other  hand,  if  there  is  a lesion  on 
the  x-ray  of  the  chest,  from  our  past  ex- 
perience, regardless  of  whether  the  lesion 
is  the  result  of  an  infarction,  pneumonia, 
atelectasis,  abscess,  or  tumor,  the  area  will 
be  avascular  as  far  as  the  pulmonary  ar- 
terial blood  flow  is  concerned,  and  an  area 
of  decreased  radioactivity  will  be  found 
on  the  lung  scan. 

The  size  of  the  smallest  lesion  that  can  be 
detected  is  not  known  with  certainty, 
although  it  is  likely  that  lesions  less  than  a 
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FIGURE  4.  Carcinoma  of  lung.  (A)  Radiograph. 
(B)  Scan  shows  complete  absence  of  pulmonary 
arterial  blood  flow  to  right  upper  lung. 


few  centimeters  in  diameter  would  be 
missed  with  present  scanning  equipment. 

Pulmonary  tuberculosis 

Recently  in  67  patients  with  chronic 
pulmonary  tuberculosis,  regional  pulmo- 
nary arterial  blood  flow  was  measured  by 
quantitative  radioisotope  scanning  of  the 
lungs  after  intravenous  administration  of 
macroaggregated  iodinated  I131  serum  al- 
bumin.8 The  most  significant  finding  was  a 
decrease  in  the  pulmonary  arterial  blood 
flow  to  the  diseased  areas  in  all  cases, 
usually  to  a greater  extent  than  had  been 
expected  from  the  size  of  the  lesion  in  the 
chest  roentgenogram.  It  was  impossible 
to  predict  the  extent  or  severity  of  altera- 
tion in  the  pulmonary  blood  flow  from  the 
chest  radiograph.  Similar  findings  were 
reported  by  Cicero  and  Celis9  who  used 
angiocardiography.  Lung  scanning  was 


FIGURE  5.  Carcinoma  of  lung.  (A)  Extent  of 
reduction  of  pulmonary  arterial  blood  flow  un- 
suspected from  chest  radiograph.  (B)  Scan. 


helpful  in  the  evaluation  of  the  relative 
involvement  of  the  two  lungs  and  in  several 
cases  aided  in  the  decision  regarding  the 
extent  of  pulmonary  resection. 

Bronchogenic  carcinoma 

The  application  of  lung-scanning  technic 
in  the  early  diagnosis  of  bronchogenic 
carcinoma  has  been  reported  elsewhere.10 
Scans  from  12  patients  showed  obstruction 
of  pulmonary  arterial  blood  flow  to  a degree 
unsuspected  from  the  size  of  the  lesion  on 
the  chest  radiograph.  In  1 patient,  whose 
radiograph  of  the  chest  and  scan  are  shown 
in  Figure  4,  the  radiograph  showed  only 
borderline  widening  of  the  superior  medias- 
tinum. The  scan  indicated  almost  com- 
plete absence  of  blood  flow  to  the  right 
upper  lung,  while  the  contralateral  lung 
appeared  normal.  In  another  patient, 
Figure  5,  the  lesion  was  apparently  con- 
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FIGURE  7.  Bullous  emphysema.  (A)  Areas  of 
Impairment  cannot  be  predicted  from  chest  radio- 
graph. (B)Scan. 


regions.  We  are  investigating  the  use  of 
lung  scans  in  the  early  diagnosis  of  broncho- 
genic carcinoma  in  patients  with  unex- 
plained chest  signs  or  symptoms  such  as 
hemoptysis,  hilar  mass  of  unknown  cause, 
and  chest  pain  with  unrevealing  radiograph. 

Emphysema 

In  recent  years,  advances  in  pulmonary 
physiology  have  made  possible  detailed 
studies  of  emphysema.  Although  it  is 
recognized  that  there  are  localized  forms  of 
the  disease,  such  as  bullous  emphysema  or 


FIGURE  6.  Diffuse  emphysema.  (A)  Radiograph. 
(B)  Scan  demonstrates  severe  involvement  in 
localized  areas. 

fined  to  the  right  lower  lung  field  as  shown 
by  the  radiograph.  The  scan  indicated 
the  nearly  complete  involvement  of  the 
whole  right  lung.  These  observations  led 
us  to  perform  experiments  in  dogs  which 
indicated  that  partial  bronchial  obstruction 
decreases  regional  pulmonary  blood  flow  to 
a degree  that  can  easily  be  detected  by 
scanning  with  the  MAA.  Liese11  has 
suggested  that  changes  in  pulmonary  ves- 
sels may  be  common  in  early  cases  of 
bronchogenic  carcinoma.  Such  an  effect 
may  be  structural  or  functional,  the  latter 
possibly  resulting  from  regional  hypoxia 
which  can  cause  shunting  of  pulmonary 
arterial  blood  flow  away  from  the  hypoxic 
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unilateral  involvement  of  one  lung 
(Macleod’s  syndrome),  it  is  not  well  known 
that  the  functional  dearrangement  even 
in  the  so-called  generalized  disease  is 
frequently  localized  to  well-defined  areas. 
Functional  studies  of  the  lungs  have  been 
facilitated  by  the  radioactive  gas  method, 
such  as  carbon-15-oxygen,  and  xenon- 
133.12,13  We  have  applied  the  MAA 
method  to  measuring  regional  pulmonary 
arterial  blood  flow  in  patients  with  various 
forms  of  emphysema.  In  large  numbers 
of  patients,  the  blood  flow  was  markedly 
reduced  in  easily  defined  areas.  Figure 
6 is  an  example.  This  patient  was  thought 
to  have  diffuse  emphysema.  In  some  pa- 
tients with  apparent  bullous  emphysema, 
localized  avascular  regions  were  found  in 
areas  not  thought  to  be  involved  by  chest 
radiograph  (Fig.  7).  In  most  of  the 
patients  studied  to  date,  there  was  poor 
correlation  between  the  degree  and  localiza- 
tion of  radiolucency  on  the  radiograph  and 
the  distribution  of  pulmonary  arterial 
blood  flow  as  indicated  by  scanning.  Lung 
scanning  is  technically  less  complex  than 
the  radioactive  gas  method  in  supple- 
menting other  pulmonary  function  studies, 
providing  information  on  degree  and  local- 
ization of  involvement  and  following 
progress  of  the  disease. 


Summary 

The  technic  of  measuring  regional  pul- 
monary arterial  blood  flow  after  intra- 


Several acids  deleted  from 
national  formulary  and  U.S. 
pharmacopoeia  because  of  toxicity 


The  deletion  of  boric  acid,  methyl  salicylate, 
ammoniated  mercury,  and  camphor  from  the 
national  formulary  and  the  U.S.  pharmacopoeia 
because  of  their  toxicity  has  been  urged  by  H.  C. 


venous  injection  of  labeled  macroaggre- 
gates of  human  serum  albumin  is  simple 
and  safe.  The  application  of  the  method 
to  the  clinical  and  research  study  of  pul- 
monary diseases  such  as  pulmonary  embo- 
lism, tuberculosis,  bronchogenic  carcinoma, 
and  emphysema  is  becoming  well  estab- 
lished. 
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Shirkey,  M.D.,  reporting  this  in  a recent  issue  of 
the  American  Academy  of  Pediatrics  Newsletter. 

Boric  acid,  it  was  pointed  out,  has  caused 
toxicity  and  death  by  the  topical,  oral,  and 
parenteral  routes.  Its  principal  danger  lies  in 
its  widespread  availability.  Methyl  salicylate 
has  been  labeled  by  some  as  the  most  dangerous 
of  salicylates.  Ammoniated  mercury  represents 
the  last  potential  cause  of  acrodynia  in  the  U.S. 
and,  although  it  is  popularly  used  to  treat 
impetigo,  it  represents  inferior  therapy  for  this 
and  other  infectious  lesions. 
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W/hen  for  reasons  of  tumor  surgery  or 
trauma  the  superior  longitudinal  sinus  must 
be  abruptly  ligated,  severe  venous  engorge- 
ment may  lead  to  death.  Various  authors 
have  reported  their  experiences  under  these 
conditions.  Olivecrona1  cited  a 20  per  cent 
mortality  rate  in  patients  with  meningio- 
mas of  the  falx  requiring  resection  of  a 
partially  occluded  superior  longitudinal 
sinus.  This  was  twice  their  mortality  rate 
in  instances  of  complete  occlusion  of  the 
sinus.  Jaeger  in  19512  stated  that  “ligation 
or  resection  of  the  superior  longitudinal 
sinus  can  be  performed  at  any  point  that 
does  not  require  the  ligation  of  the  unob- 


structed rolandic  inflow  of  cortical  veins 
into  the  sinus.”  Browder  and  Kaplan  in 
1950 3 commented  on  the  importance  of 
collateral  venous  channels  and  in  cadavers 
and  at  postmortem  studies  demonstrated 
that  venous  pathways  communicated  freely 
throughout  all  areas  of  the  cerebral  cortex. 
They  listed  the  important  potential  shunts 
as  “the  emissaries  connecting  the  superior 
sagittal  sinus  with  the  diploe  and  scalp  and 
the  collaterals  established  in  the  cerebral 
veins.”  Meirowsky4  and  Swanson  and 
Fincher6  concluded  that  the  dire  neurologic 
sequelae  associated  with  traumatic  occlu- 
sion of  the  dural  sinus  posterior  to  the 
rolandic  veins  might  be  temporary  and  that 
the  extent  and  duration  of  the  presenting 
neurologic  deficit  might  depend  more  on 
local  damage.  Mechanisms  for  develop- 
ment of  collateral  venous  outflow  paths 
would  seem  vital.  Equally  necessary 
would  be  technics  to  prevent  instantaneous 
brain  damage  while  collaterals  developed. 
Efforts  to  duplicate  the  human  situation  in 
animals  have  generally  been  unsatisfactory. 
Owens  et  al.  in  19576  observed  that  in  mon- 
keys cerebral  venous  outflow  via  the 
superior  longitudinal  sinus  was  tolerated 
whether  anterior  or  posterior  to  the  rolandic 
veins.  Others  had  noted  tolerance  of 
superior  longitudinal  sinus  occlusion  in  cats 
and  dogs.7  A suitable  animal  model  sys- 
tem was  unavailable  for  study  of  cerebral 
venous  outflow  problems  until  recently. 
Ausman,  Van  Nimwegen,  and  Owens,8 
while  demonstrating  in  dogs  that  free  flow 
potential  existed  between  the  superior 
longitudinal  sinus  and  cortical  capillaries, 
developed  a technic  of  high-pressure  perfu- 
sion of  the  cerebral  venous  system.  It 
seemed  that  by  using  this  technic  it  might 
be  possible  to  simulate  in  dogs  the  cerebral 
venous  engorgement  found  in  human  beings 
after  superior  longitudinal  sinus  occlusion 
posterior  to  the  rolandic  veins.  Prelimi- 
nary studies  indicated  that  a condition  of 
cerebral  engorgement  could  be  produced. 
It  therefore  became  of  interest  to  study  the 
effects  of  systemic  arterial  hypotension  as  a 
technic  for  temporarily  reducing  the  harm- 
ful effects  of  venous  engorgement. 

Methods 

Ten  mongrel  dogs  were  anesthetized  with 
pentobarbital  sodium  30  mg.  per  kilogram. 
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FIGURE  1.  Exposed  brain  of  dog  39.  Cannula  in 
superior  longitudinal  sinus  located  by  arrow. 
Dilated  venous  channels  apparent  but  cerebral 
swelling  absent. 

A femoral  artery  and  vein  were  cannulated, 
and  the  dog  was  then  placed  in  a head 
holder.  A bilateral  craniectomy  was  per- 
formed exposing  the  superior  surfaces  of 
both  cerebral  hemispheres.  The  superior 
longitudinal  sinus  was  then  occluded  just 
distal  to  the  torcula,  and  a polyethylene 
catheter  was  inserted  just  anterior  to  the 
site  of  occlusion  (Fig.  1).  This  cannula 
was  then  connected  via  a Y tube  to  a 
Statham  gauge  transducer  and  to  a source 
of  blood  to  be  infused  under  pressure. 


arterial  hypotension  should  be  considered, 
in  human  beings  as  an  emergency  procedure  in 
the  face  of  cerebral  venous  engorgement  due  to 
outflow  blockade.  The  effect  of  systemic  ar- 
terial hypotension  as  a technic  for  temporarily 
reducing  the  harmful  effects  of  venous  engorge- 
ment was  studied  in  dogs.  It  is  possible  to 
maintain  cortico-electric  activity  when  sys- 
temic arterial  pressure  equals  and  occasionally 
surpasses  cerebral  intravenous  (sinus)  pres- 
sures. It  appears  that  collateral  venous  out- 
flow paths  develop  rapidly  and  sufficiently  to 
reduce  brain  swelling. 


Continuous  cortico-electric  monitoring  was 
carried  out.  Femoral  arterial  pressures, 
superior  longitudinal  sinus  pressure,  electro- 
encephalogram, and  electrocardiogram  were 
recorded  on  a Grass  polygraph.  Systemic 
arterial  hypotension  to  levels  around  35  to 
50  mm.  Hg  was  produced  by  rapid  arterial 
bleeding.  This  pressure  range  was  main- 
tained by  occasional  administration  of 
blood  intravenously  and  by  further  re- 
moval via  the  femoral  artery.  At  the  point 
that  the  35  mm.  Hg  mark  was  reached, 
blood  infusion  under  pressure  via  the 
superior  longitudinal  sinus  was  begun. 
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FIGURE  2.  Record  of  dog  6 with  development  of  rapid  electroencephalogram  changes  despite  arterial 
hypotension.  Intrasinus  pressure  recorded  at  around  25  to  30  mm.  Hg,  arterial  pressure  at  around  30  mm. 
Hg.  This  electroencephalogram  response  noted  in  6 of  8 normotensive  dogs  also. 
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FIGURE  3.  Composite  records.  (A)  Dog  39.  Superior  longitudinal  sinus  pressures  ranged  from  260  to  325 
mm.  water  with  flow  rates  of  10  to  31  drops  per  minute  for  a total  of  310  cc.  for  three  hours.  Electroen- 
cephalogram changes  apparent  but  compatible  with  cortical  survival.  (B)  Dog  120.  Arterial  pressure  ranged 
at  around  50  mm.  Hg  (mean).  Infusion  rate  much  slower  here  with  equal  superior  longitudinal  sinus  pres- 
sure response  to  that  noted  in  Figure  3A.  Collateral  circuits  in  this  animal  not  as  efficient  as  in  dog  39. 


Rates  of  sinus  blood  infusion  were  adjusted 
according  to  sinus  pressure  and  electroen- 
cephalogram activity.  Hypotension  and 
sinus  infusion  were  maintained  for  three 
hours  except  in  those  instances  where  irre- 
versible shock  occurred  after  shorter  periods 
of  low  arterial  pressures. 


Results 

In  another  series  using  normotensive  an- 
imals, it  was  possible  to  produce  iso-electric 
electroencephalogram  activity  in  6 of  8 dogs 
during  sinus  infusion  in  about  three  minutes 
with  pressures  ranging  from  200  to  400  mm. 
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water.  Figure  2 depicts  such  an  event  in 
an  animal  made  hypotensive.  Within  four 
minutes  of  superior  longitudinal  sinus  infu- 
sion at  pressures  of  325  to  350  mm.  water, 
electric  silence  resulted.  Two  of  10  ani- 
mals reacted  in  this  fashion.  Figure  3 is 
representative  of  the  other  8.  Electroen- 
cephalogram activity  remained  present  al- 
though distinctly  altered  at  the  conclusion 
of  three  hours  of  sinus  infusion  at  ranges  of 
280  to  400  mm.  of  water. 

Survival  studies  were  not  attempted. 
Microscopic  examination  of  brains  from  an- 
imals in  these  acute  studies  failed  to  reveal 
any  evidence  of  capillary  extravasation  of 
red  blood  cells.  No  efforts  were  made  to 
establish  the  presence  or  absence  of  cerebral 
edema.  Engorgement  of  the  vasculature  of 
the  exposed  cerebral  cortex  was  obvious 
throughout  each  experiment.  In  contrast, 
however,  to  the  studies  in  normotensive  an- 
imals, cerebral  swelling  was  not  present. 

Comment 

Several  items  of  interest  occurred  during 
these  experiments.  First  of  all  it  has  been 
possible  to  maintain  cortico-electric  activity 
when  systemic  arterial  pressure  has  been 
equaled  and  occasionally  surpassed  by  cere- 
bral intravenous  (sinus)  pressures.  It 
would  be  necessary  to  demonstrate  that  the 
elevated  venous  pressure  was  transmitted  to 
the  capillaries.  In  fact,  such  transmission 
probably  did  not  take  place.  Visually,  cere- 
bral swelling  was  not  present  as  had  been  ob- 
served in  normotensive  animals.  It  would, 
therefore,  appear  that  collateral  venous  out- 
flow paths  developed  rapidly  and  suffi- 
ciently to  reduce  brain  swelling.  The  out- 
flow paths  in  a dog  have  already  been  shown 
by  others  to  be  sufficient  to  absorb  any 
blockade  in  sinus  outflow.  Whether  or  not 
under  the  artificially  arranged  circum- 
stances reported  here  any  extrapolation  can 
be  made  remains  to  be  determined.  It 
would  appear,  however,  that  arterial  hypo- 


tension should  be  considered  in  human  be- 
ings as  an  emergency  procedure  in  the  face 
of  cerebral  venous  engorgement  due  to  out- 
flow blockade.  Since  arterial  and  venous 
pressure  contribute  to  the  state  of  brain 
equilibrium,  it  would  be  logical  to  reduce 
arterial  pressure  in  face  of  an  otherwise  irre- 
ducible venous  pressure.  In  any  event, 
such  a reduction  might  facilitate  placement 
of  a superior  longitudinal  sinus  graft  or  re- 
pair of  a rolandic  vein  using  a dissecting 
microscope. 

Summary 

In  hypotensive  dogs  it  has  been  possible 
to  elevate  superior  longitudinal  sinus  pres- 
sures to  ranges  of  20  to  30  mm.  Hg  (200  to 
400  mm.  water)  for  periods  of  three  hours 
while  maintaining  cortico-electric  activity. 
In  a series  of  normotensive  animals  and  in  2 
of  10  hypotensive  animals,  this  venous  pres- 
sure elevation  produced  cortico  iso-electric 
activity  within  four  minutes.  It  is  sug- 
gested that  reduction  of  systemic  arterial 
pressure  might  be  considered  as  a tempo- 
rary emergency  maneuver  in  a clinical  situ- 
ation in  which  the  superior  longitudinal 
sinus  is  occluded  posterior  to  the  rolandic 
inflow  channels. 
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In  late  1959,  Congress  appropriated  $1.5 
million  for  community  cancer  demonstra- 
tion projects.  Additional  funds  have  been 
appropriated  each  year  since  then,  and  this 
money  is  available  in  the  form  of  grants 
from  the  U.S.  Public  Health  Service  to  en- 
courage and  assist  state  and  local  agencies 
and  institutions  to  develop,  extend,  and 
evaluate  community  programs  and  activi- 
ties directed  to  the  prevention  and  control 
of  cancer. 

Those  eligible  to  apply  for  these  grants 
are  state  and  public  agencies  and  national, 
state,  and  local  nonprofit  organizations  con- 
ducting or  assisting  community  programs 
for  the  prevention  and  control  of  cancer. 
Each  project  application  is  evaluated  on  its 
own  merits;  first  by  the  commissioner  of 
health  of  the  respective  state,  second  by  the 
regional  office  of  the  U.S.  Public  Health 


Service,  and  then  reviewed  by  the  advisory 
committee  to  the  Federal  cancer  control 
program. 

Projects  which  initiate  new  or  extend  ex- 
isting programs  of  cancer  control  activities 
in  institutions,  communities,  or  among  spe- 
cific groups  may  be  financially  supported. 
The  response  from  agencies  and  institutions 
in  New  York  State  has  been  very  favorable, 
and  New  York  State  at  the  present  time  has 
received  approval  for  more  community  can- 
cer demonstration  project  grants  than  any 
other  state.  A comparison  as  to  how  New 
York  State  has  benefited  in  reference  to 
other  large  states  is  shown  in  Table  I which 
summarizes  the  grants  to  institutions  from 
Federal  appropriations  during  the  fiscal 
year  July  1, 1965,  to  June  30, 1966. 

Because  of  different  starting  dates,  many 
of  the  projects  referred  to  in  Table  I are  still 
in  some  stage  of  activity  or  development, 
and  few  have  been  completed.  It  is  worth 
while  listing  what  is  in  the  process  of  being 
accomplished  by  these  projects. 

Among  the  19  training  grants,  we  can 
expect:  (1)  improved  cancer  conferences 

and  expanded  cancer  registry  operation  in 
seven  hospitals;  (2)  formal  training  of  30 
cytotechnicians  in  five  schools  of  cytotech- 
nology.  This  includes  one  physician  being 
trained  in  cytology;  (3)  the  training  of 
eight  technicians  in  radiotherapy  at  three 
hospitals;  (4)  the  training  of  one  dentist  in 
oral  pathology  and  two  dentists  in  head  and 
neck  prosthetics  at  two  dental  schools;  (5) 
the  training  of  70  radiologist-technician 
teams  in  mammography  at  two  hospitals; 
and  (6)  other  training  programs  such  as  oral 
cancer  education  and  sigmoidoscopy 
training. 

Among  the  21  project  grants,  we  can  ex- 
pect: (1)  initiation  of  admission  uterine 

cytology  programs  at  22  hospitals  with  a 
goal  of  178,000  additional  cytology  exami- 
nations during  the  year  among  these  hos- 
pitals. This  should  lead  to  the  detection  of 
over  700  additional  cases  of  cancer  of  the 
cervix;  (2)  an  evaluation  by  one  agency  of 


TABLE  I.  Community  Cancer  Demonstration  Project  grants 


. — — Training  Grants — — - Project  Grants • - — Total 

State  Number  Amount  Number  Amount  Number  Amount 


New  York 

19 

$441,419 

21 

$1,134,312 

40 

$1,575,731 

Pennsylvania 

8 

219,773 

13 

500,634 

21 

720,407 

California 

7 

180,711 

9 

331,514 

16 

512,225 

A 
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the  effect  of  contraceptive  methods  on  the 
incidence  of  cancer  of  the  cervix;  (3)  initia- 
tion by  two  agencies  of  two  programs  in 
reference  to  the  hazards  of  smoking;  and 
(4)  expansion  of  activities  in  reference  to 
programmed  learning,  oral  cancer  detec- 

Location 


tion,  and  cancer  rehabilitation  in  three 
institutions. 

Of  particular  interest  to  New  York  State 
physicians  would  be  those  projects  actively 
in  progress  within  the  State  at  the  present 
time.  These  are  as  follows: 

Training  and  Date  Grant 


Roswell  Park  Memorial  Institute,  Buffalo 

Memorial  Hospital  for  Cancer  and  Allied 
Diseases,  New  York  City 
Mount  Sinai  Hospital,  New  York  City 

Research  Foundation  of  State  University 
of  New  York  Upstate  Medical  Center 
in  Syracuse 

Health  Research  Inc.  (Division  of  Lab- 
oratories and  Research,  State  of  New 
York  Department  of  Health) 
Community  Hospital  at  Glen  Cove 

Cornell  University  Medical  College,  New 
York  City 

City  Hospital  Center  at  Elmhurst, 
Queens 

Booth  Memorial  Hospital,  Queens 

Health  Research  Inc.,  Roswell  Park 
Memorial  Institute,  Buffalo 
St.  Vincent’s  Hospital,  Richmond 

Jewish  Hospital  of  Brooklyn 

St.  Francis  Hospital,  The  Bronx 

Maimonides  Hospital  of  Brooklyn 

New  York  University  School  of  Medi- 
cine, New  York  City 
Research  Foundation  of  State  University 
of  New  York  at  Buffalo  School  of 
Medicine 

Research  Foundation  of  State  University 
of  New  York  Upstate  Medical  Center 
in  Syracuse 

Beekman-Downtown  Hospital,  New 
York  City 

Health  Research  Inc.,  Roswell  Park 
Memorial  Institute,  Buffalo 
The  Brooklyn-Cumberland  Medical 
Center,  Brooklyn 


Cytotechnology  (July  1,  1966,  to  June 
30,  1967) 

Cytotechnology  (September  1,  1966,  to 
August  31,  1967) 

Radiotherapy  technology  (January  1, 
1966,  to  December  31,  1966) 
Cytotechnology  (August  1,  1966,  to 
July  1,  1967) 

Cytotechnology  (November  1,  1966,  to 
October  31,  1967) 

Mammography  (July  1,  1966,  to  June 
30,  1967) 

Cytotechnology  (September  1,  1966,  to 
August  31,  1967) 

Mammography  (January  11,  1966,  to 
December  31,  1966) 

Clinical  cancer  in  a community  hos- 
pital (July  1,  1966,  to  June  30,  1967) 
Clinical  cancer  in  a community  hospital 
(July  1,  1966,  to  June  30,  1967) 
Clinical  cancer  in  a community  hospital 
(July  1,  1966,  to  June  30,  1967) 
Clinical  cancer  in  a community  hospital 
(July  1,  1966,  to  June  30,  1967) 
Clinical  cancer  in  a community  hospital 
(July  1,  1966,  to  June  30,  1967) 
Clinical  cancer  in  a community  hospital 
(July  1,  1966,  to  June  30,  1967) 
Maxillofacial  prosthetics  (July  1,  1966, 
to  June  30,  1967) 

Clinical  oral  pathology  (July  1,  1966, 
to  June  30,  1967) 

Radiotherapy  technology  (September 
1,  1966,  to  August  31,  1967) 

Clinical  cancer  in  a community  hospital 
(July  1,  1966,  to  June  30,  1967) 
Radiotherapy  technology  (September 
1,  1966,  to  August  31,  1967) 
Cytotechnology  (January  1,  1967,  to 
December  31,  1967) 


$ 19,600 
$ 18,900 
$ 36,484 
$ 19,600 

$ 9,800 

$ 25,132 
$ 12,200 
$ 21,371 
$ 17,387 
$ 26,857 
$ 22,950 
$ 25,986 
$ 11,335 
$ 43,740 
$ 42,552 
$ 12,936 

$ 29,521 

$ 19,861 
$ 21,241 
$ 12,600 


Location 

Planned  Parenthood  of  the  Manhattan 
and  The  Bronx,  New  York  City 

Albert  Einstein  College  of  Medicine 
of  Yeshiva  University,  The  Bronx 

The  Brookdale  Hospital  Center, 
Brooklyn 

The  Bronx-Lebanon  Hospital  Center, 
The  Bronx 

New  York  Medical  College,  New  York 
City 

Maimonides  Hospital  of  Brooklyn, 
Coney  Island  Hospital,  Brooklyn 


Cervical  Cancer  Casefinding  and  Date 

Admission  cytology  (July  1,  1966,  to 
June  30,  1967) 

Admission  cytology  (April  1,  1966,  to 
March  31,  1967) 

Admission  cytology  (July  1,  1966,  to 
June  30,  1967) 

Admission  cytology  (July  1,  1966,  to 
June  30,  1967) 

Admission  cytology  (July  1,  1966,  to 
June  30,  1967) 

Admission  cytology  (July  1,  1966,  to 
June  30,  1967) 


Grant 
$ 73,800 

$111,698 

$ 30,900 

$ 40,900 

$ 61,518 

$ 63,510 
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Location 


Cervical  Cancer  Casefinding  and  Date 


Grant 


St.  Francis  Hospital,  The  Bronx 

Research  F oundation  of  State  University 
of  New  York  Downstate  Medical 
Center  College  of  Medicine,  Brooklyn 

The  Brooklyn-Cumberland  Medical  Cen- 
ter, Brooklyn 

Research  Foundation  of  State  University 
of  New  York  at  Buffalo  School  of 
Medicine 

Meadowbrook  Hospital,  Hempstead 

The  Mount  Sinai  Hospital,  New  York 
City 

Beth  Israel  Hospital,  New  York  City 

St.  Vincent’s  Hospital  of  the  City  of  New 
York 

Montefiore  Hospital,  The  Bronx 

New  York  University  School  of  Medi- 
cine, New  York  City 


June  30,  1967) 

dmission  cytolo 
June  30,  1967) 
dmission  cytolo 
June  30,  1967) 


Admission 
June  30, 
Admission 
June  30, 
Admission 
June  30, 
Admission 
June  30, 
Admission 
June  30, 
Admission 
June  30, 


1967) 

cytolo 

1967) 

cytolo 

1967) 

cytolo 

1967) 

cytolo 

1967) 

cytolo 

1967) 


(October  1,  1966, 
1967) 

$ 

35,314 

(July 

1, 

1966, 

to 

$105,559 

(July 

1, 

1966, 

to 

$ 

51,504 

(July 

1, 

1966, 

to 

$ 

55 , 236 

(July 

1, 

1966, 

to 

$ 

46,228 

(July 

1, 

1966, 

to 

$ 

45 , 148 

(July 

1, 

1966, 

to 

$ 

62,026 

(July 

1, 

1966, 

to 

$ 

42,675 

(July 

1, 

1966, 

to 

$ 

79,912 

(July 

1, 

1966, 

to 

$104,489 

Location 


Other  Projects  and  Date  Grant 


University  of  Rochester  School  of  Medi- 
cine and  Dentistry,  Rochester 

St.  Francis  Hospital,  Poughkeepsie 

New  York  University  School  of  Medi- 
cine, New  York  City 

Research  Foundation  of  State  University 
of  New  York  Upstate  Medical  Center 
in  Syracuse 

State  of  New  York  Department  of 
Health,  Albany 

Empire  State  Medical,  Scientific,  and 
Educational  Foundation,  New  York 
City,  Medical  Society  of  the  State  of 
New  York 

University  of  Rochester  School  of  Medi- 
cine and  Dentistry,  Rochester 


Programmed  learning  (July  1,  1966,  to 
December  31,  1966) 

Oral  cancer  detection  (September  1, 
1965,  to  December  31,  1966) 

Cancer  rehabilitation  (July  1,  1966,  to 
June  30,  1967) 

Antismoking  education  (July  1,  1966, 
to  June  30,  1967) 

Antismoking  education  (July  1,  1966, 
to  February  28,  1967) 

Sigmoidoscopy  teaching  program  (July 
1,  1966,  to  June  30,  1967) 


Self-instruction  programs  for  cancer 
control  (January  1, 1967,  to  December 
31,  1967) 


$ 6,314 

$ 5,656 
$ 39,535 
$ 34,028 

$ 19,520 
$ 51,350 

$ 41,262 


Conclusion 

Further  information  may  be  obtained 
from  the  Bureau  of  Cancer  Control  or  the 
U.S.  Public  Health  Service.  Application 
blanks  may  be  obtained  from  the  Regional 


Medical  Director,  U.S.  Public  Health 
Service,  Region  II,  42  Broadway,  New 
York  10004. 

855  Central  Avenue 
Albany,  New  York  12206 
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Clinicopathologic 

Conference 

MICHAEL  S.  BRUNO,  M.D.,  and 
WILLIAM  B.  OBER,  M.D.,  Editors 


Lenox  Hill  Hospital 
New  York  City 

September  30,  1966 

Conducted  by  MICHAEL  S.  BRUNO,  M.D., 
and  WALTER  W.  FISCHER,  M.D. 

Discussed  by  JOHN  0.  VIETA,  M.D. 
and  LAWRENCE  P.  SHEA,  M.D. 


Recent  Onset  of  Pruritis,  Weight 
Loss,  and  Dark-Colored  Urine 


Case  history 

Stephen  Carter,  M.D.:  A seventy- 

seven-year-old  white  female  was  admitted 
to  Lenox  Hill  Hospital  August  16,  1966,  be- 
cause of  generalized  pruritis,  anorexia,  and 
weight  loss  of  20  to  25  pounds  in  the  past  two 
months  associated  with  dark-colored  urine 
and  lighter  stools.  There  was  no  history  of 
abdominal  pains,  fever,  or  chills.  She  was 
referred  to  her  local  doctor  who  found  her  to 
be  recently  mildly  diabetic,  and  she  was 
placed  on  chlorpropamide  (Diabenese)  250 
mg.  per  day.  There  was  no  history  of  prior 
liver  or  gallbladder  disease  and  no  known 
exposure  to  hepatotoxic  agents.  Fifteen 
years  prior  to  admission  she  had  a 
“fatty  tumor”  removed  from  the  mesen- 
tery of  the  colon,  and  ten  years  previously  a 
hysterectomy  was  performed  for  fibroids. 
Seven  years  prior  to  admission  the  patient 
had  a left  nephrolithotomy. 

In  January,  1966,  she  was  first  admitted 
to  Lenox  Hill  Hospital  for  an  episode  of 
acute  right  sciatic  pain  ascribable  to  osteo- 
arthritis. At  that  time  the  erythrocytic 
sedimentation  rate  was  29  mm.  per  hour, 
alkaline  phosphatase  17.5  King-Armstrong 
units,  and  the  lumbosacral  x-ray  films 
revealed  osteoarthritis  and  a localized  area 
of  increased  bone  density  in  the  wing  of  the 
right  ilium  adjacent  to  the  sacroiliac  articu- 
lation. A flat  film  of  the  abdomen  demon- 
strated right  upper  quadrant  calcified 
stones,  and  an  intravenous  pyelogram  re- 
vealed a left  calyceal  diverticulum  and 
cystocele.  She  responded  to  conservative 
symptomatic  management. 


There  was  no  family  history  of  tuberculo- 
sis or  diabetes  mellitus.  The  patient  was  a 
nonsmoker  and  nondrinker,  and  she  denied 
all  other  specific  or  localizing  symptoms. 

Physical  examination  on  admission  re- 
vealed the  patient  to  be  an  obese  elderly 
white  female,  who  was  alert,  oriented,  coop- 
erative, and  appearing  her  stated  age.  She 
was  in  no  distress  but  showed  evidence  of 
recent  weight  loss.  The  blood  pressure  was 
158/88  mm.  Hg,  pulse  90  per  minute  and 
regular,  respirations  16  per  minute,  and 
temperature  100  F.  There  was  scleral 
icterus.  Examination  of  the  head,  neck, 
heart,  and  lungs  was  unrevealing.  The 
abdomen  was  soft,  obese,  and  not  dis- 
tended; the  liver  was  palpated  3 to  4 finger- 
breadths  below  the  right  costal  margin. 
It  appeared  firm,  slightly  irregular  and 
nontender,  and  had  a sharp  edge;  no  kid- 
ney or  spleen  were  palpable.  The  bowel 
sounds  were  normal.  A healed  left  flank 
scar  and  midsuprapubic  and  right  para- 
median suprapubic  scar  were  seen.  A sug- 
gestion of  an  apricot-sized  moveable  and 
nontender  mass  2.5  cm.  below  the  umbilicus 
to  the  right  of  the  midline  was  felt  which 
seemed  to  move  with  respiration.  There 
were  numerous  senile  keratoses  over  the 
abdomen,  face,  and  back.  The  extremities 
had  no  edema  or  clubbing,  and  there  was  no 
adenopathy. 

Laboratory  examination  revealed  that  the 
urine  contained  20  to  25  white  blood  cells 
and  2 to  4 red  blood  cells  per  high-power 
field  with  no  bile  or  urobilinogen  present. 
The  hemoglobin  was  14.2  Gm.  per  100  ml. 
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and  hematocrit  42.  The  white  blood  cell 
count  was  10,190  with  77  per  cent  poly- 
morphonuclear leukocytes  with  3 nonseg- 
mented  forms,  19  per  cent  lymphocytes, 
and  4 per  cent  eosinophils.  The  sedi- 
mentation rate  was  65  mm.  per  hour.  The 
blood  sugar  was  98  mg.  per  100  ml.,  blood 
urea  nitrogen  14  mg.,  and  uric  acid  4.3  mg. 
per  100  ml.  A post-prandial  sugar  was  132 
mg.  per  100  ml.  The  liver  profile  revealed 
a prothrombin  time  of  16  seconds  with  a 
control  of  12  seconds,  serum  glutamic 
oxaloacetic  transaminase  69  units,  serum 
glutamic  pyruvic  transaminase  65  units, 
lactic  acid  dehydrogenase  210  units,  total 
cholesterol  336  mg.  per  100  ml.  with  free 
cholesterol,  240  mg.  per  100  ml.  (71.5  per 
cent)  and  esters  96  mg.  per  100  ml.,  cephalin 
flocculation  2 plus,  thymol  turbidity  1 unit, 
and  total  serum  bilirubin  7 mg.  per  100  ml. 
with  a 4.8-mg.  direct  fraction.  The  alka- 
line phosphatase  was  46.4  King-Armstrong 
units  and  total  protein  7.1  Gm.  per  100  ml. 
with  albumin  4.1  Gm.  and  globulin  3 Gm. 
per  100  ml.  The  calcium  was  11.7  mg.  per 
100  ml.,  phosphorus  2.5  mg.  per  100  ml., 
and  amylase  49  units.  The  stool  had  a 
trace  of  bile  and  a trace  of  blood  (Hematest). 
An  electrocardiogram  revealed  left  axis  de- 
viation, ventricular  premature  systoles,  and 
S-T  and  T-wave  changes  consistent  with 
diffuse  myocardial  disease. 

Chest  roentgenograms  revealed  general- 
ized enlargement  of  the  heart  in  its  trans- 
verse diameter  with  the  aorta  diffusely 
dilated  and  tortuous.  A flat  film  of  the 
abdomen  compared  to  the  x-ray  films  taken 
during  the  prior  hospital  admission  period 
showed  increased  sclerosis  about  the  inferior 
aspect  of  the  right  sacroiliac  articulation 
with  fusion  inferiorly  but  were  otherwise 
unchanged.  The  radiopaque  stones  in  the 
right  upper  quadrant  had  changed  their 
position,  now  being  situated  in  the  fundus 
of  the  gallbladder,  and  the  gallbladder 
shadow  was  larger.  The  inferior  margin  of 
the  liver  was  lower  in  position  than  previ- 
ously. A barium  enema  showed  a high  and 
lateral  cecum  in  a ventral  hernia.  An  in- 
dentation was  noted  in  the  transverse  colon 
which  was  thought  to  be  caused  by  an  en- 
larged gallbladder,  and  there  was  a highly 
suggestive  cecal  filling  defect.  An  upper 
gastrointestinal  x-ray  series  revealed  con- 
siderable extrinsic  pressure  on  the  lateral 
aspect  of  the  second  portion  of  the  duo- 


denum. A highly  suggestive  widening  of 
the  second  and  third  portions  of  the  duo- 
denum were  noted  along  with  some  extrin- 
sic pressure  on  the  inner  aspect  of  this  area. 
Serial  small- bowel  x-ray  films  showed  a slow 
progress  of  the  barium  through  the  small 
bowel.  The  defect  in  the  cecum  was  again 
demonstrated  on  the  twelve-hour  x-ray  film 
but  was  thought  probably  to  represent  a 
prominent  ileocecal  valve. 

A celiac  arteriogram  demonstrated  a 
larger  than  average  size  gastroduodenal 
artery.  The  distal  portion  of  the  gastro- 
duodenal artery  appeared  to  be  displaced 
anteriorly,  and  the  gastroepiploic  artery 
was  elevated  in  both  projections.  When 
the  x-ray  films  of  the  filled  vessels  were 
superimposed  on  comparable  projections  of 
the  gastrointestinal  series,  there  appeared 
to  be  a mass  lesion  in  the  pancreatic  head 
area  outlined  by  the  elevated  and  displaced 
duodenum.  Considerable  stretching  of  the 
cystic  arteries  around  the  dilated  gallblad- 
der containing  calcifications  were  seen.  A 
rose  bengal  radioactive  iodine  liver  scan  de- 
scribed an  even  distribution  throughout  a 
liver  of  normal  size  and  configuration  with 
no  focal  defects.  A closed  percutaneous 
Menghini  needle  biopsy  was  performed,  and 
the  specimen  revealed  only  severe  bile 
stasis.  An  operation  was  performed  on  her 
ninth  hospital  day. 

Discussion 

John  O.  Vieta,  M.D.*:  The  patient  is 

an  obese  seventy-seven-year-old  female, 
who  for  about  two  months  had  diffuse 
pruritis,  dark-colored  urine,  light-colored 
stools,  was  anorexic  and  had  lost 
weight.  She  did  not  recall  having  pain, 
fever,  or  chills.  Prior  radiographic  exami- 
nation during  hospitalization  eight  months 
previously  revealed  radiopaque  gallstones. 
Other  than  chlorpropamide  no  other  drugs 
had  been  taken.  The  liver  was  enlarged, 
and  there  was  scleral  icterus  with  an  in- 
creased serum  bilirubin.  Thus  from  the 
history,  physical  examination,  and  a mini- 
mum of  laboratory  analyses,  one  can  deduce 
that  the  patient  had  a condition  interfering 
with  normal  bile  metabolism  so  that 
jaundice  developed. 

Before  going  on  to  a differential  diagnosis 

* Attending  Physician,  Department  of  Surgery,  Lenox  Hill 
Hospital. 
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of  painless  jaundice,  a number  of  other 
points  should  be  mentioned.  The  patient 
had  had  three  prior  surgical  procedures,  a 
hysterectomy  for  fibromyomata,  removal  of 
a “fatty  tumor”  of  the  mesentery,  and  an 
operation  for  stones  in  the  left  kidney  re- 
sulting in  a persistent  roentgeno  graphic 
abnormality.  It  would  be  unlikely  for  her 
to  have  had  a fibromyosarcoma  of  the 
uterus  or  a liposarcoma  of  the  mesentery, 
although  both  may  be  slow  growing  at 
times,  giving  rise  to  hepatic  metastases  at  a 
remote  date.  The  renal  operation  was  for 
nephrolithiasis  and  not  for  tuberculosis. 

While  she  was  in  the  hospital  eight 
months  before  for  “sciatica,”  roentgeno- 
grams of  the  ilium  disclosed  some  sclerosis 
near  the  right  sacroiliac  joint;  the  alkaline 
phosphatase  of  17.8  mg.  then  was  slightly 
elevated.  The  x-ray  films  did  not  appear 
to  be  diagnostic  of  monostotic  Paget’s  dis- 
ease or  of  metastatic  bone  disease.  The 
patient  was  not  suffering  from  diabe- 
tes then,  and  she  was  not  treated  with  any 
hepatotoxic  drugs  nor  were  any  transfusions 
given. 

Physical  examination  on  admission  dur- 
ing the  current  hospital  period  revealed  the 
presence  of  a mass  the  size  of  an  apricot  in 
the  right  upper  abdominal  quadrant  with 
the  liver  somewhat  enlarged  and  slightly 
irregular  in  contour.  Was  the  suggested 
mass  the  fundus  of  the  gallbladder;  was  it  a 
metastatic  deposit  in  the  omentum;  or  was 
it  a tumor  felt  through  the  abdominal  wall? 
Neither  the  mass  nor  the  liver  were  tender 
to  palpation. 

Numerous  skin  excrescences,  such  as 
senile  keratoses,  were  noted.  If  they  were 
of  recent  origin  and  resembled  acanthosis 
nigricans  clinically,  they  might  suggest  the 
presence  of  an  intra-abdominal  gastroin- 
testinal neoplasm.  Most  elderly  women 
exhibit  the  common  senile  keratoses  that 
are  of  little  significance.  There  is  no  men- 
tion of  xanthomata,  spider  angiomas,  or 
other  skin  lesions  that  might  be  associated 
with  chronic  liver  disease. 

Could  the  liver  enlargement  have  been 
caused  by  passive  congestion  secondary  to 
arteriosclerotic  cardiovascular  disease  com- 
plicated by  heart  failure?  There  is  no 
edema,  cyanosis,  or  ancillary  findings  to 
support  this  concept.  Could  the  patient 
have  had  portal  cirrhosis  of  the  liver  to  ex- 
plain the  hepatomegaly?  There  are  too 


many  factors  lacking  to  support  this  diag- 
nosis and  too  many  other  findings  that 
would  have  to  be  otherwise  explained. 
Could  the  pruritus  have  been  due  to  Hodg- 
kin’s disease  or  mycosis  fungoides?  For 
the  reasons  already  mentioned,  I hardly 
think  so. 

I will  digress  for  a moment  from  other 
laboratory  data  and  discuss  a pragmatic  re- 
view of  the  pathophysiology  of  jaundice.1-3 
Most  of  the  bilirubin  is  a product  of  the 
breakdown  of  hemoglobin  in  the  reticulo- 
endothelial system,  with  60  per  cent  of  this 
system  in  the  Kupflfer’s  cells  of  the  liver. 
In  the  blood  stream  bilirubin  is  bound  to 
serum  albumin.  When  bilirubin  enters  the 
liver  cell  in  the  lipid  soluble  form  (indirect 
reacting)  it  is  conjugated  with  glucuronic 
acid.  This  converts  the  lipid-soluble  bili- 
rubin (indirect  reacting)  into  a water-solu- 
ble conjugated  form  (prompt  reacting 
bilirubin)  which  is  secreted  into  the  bile 
canaliculi  eventually  draining  into  the 
duodenum.1  The  conjugated  bilirubin  is 
converted  in  the  small  intestine  into  meso- 
bilirubinogen  and  stercobilinogen,  collec- 
tively labeled  urobilinogen,  most  of  which 
is  excreted  in  the  feces.  Some  stercobilino- 
gen is  reabsorbed  via  the  portal  system  and 
reprocessed  in  the  liver  which  extracts  most 
of  it  and  re-excretes  it  in  the  bile.  Only  a 
minimum  is  excreted  as  urobilinogen  in  the 
urine. 

Jaundice  arises  under  the  following  con- 
ditions, and  thus  is  broadly  classifiable  into 
medical  and  surgical  jaundice.  The  former 
is  due  to  increased  bilirubin  load  as  occur- 
ring in  congenital  or  acquired  hemolytic 
anemia  in  the  adult,  or  hemolytic  disease  in 
the  newborn,  or  in  incompatible  blood 
transfusion.  If  there  is  an  abnormality  of 
the  liver  cells  interfering  with  bilirubin  up- 
take or  conjugation  as  occurs  in  neonatal 
jaundice,  viral  hepatitis,  or  chronic  hepa- 
titis from  various  etiologic  factors,  jaundice 
again  may  be  present.  Then  there  is  de- 
fective bile  canalicular  or  small  bile  duct 
transport  or  intrahepatic  cholestasis,  result- 
ing in  obstructive  jaundice  without  true 
mechanical  obstruction.  Examples  in  this 
category  would  be  primary  biliary  cirrhosis, 
jaundice  due  to  such  drugs  as  chlorproma- 
zine  hydrochloride,  or  obstructive  jaundice 
of  the  pregnant  female.  The  mixed  type 
with  unconjugated  and  conjugated  hyper- 
bilirubinemia is  characteristic  of  liver  cell 
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disease  wherein  two  or  more  of  these 
mechanisms  are  operative. 

Surgical  jaundice  or  extrahepatic  chole- 
stasis is  caused  by  obstruction  of  major  bile 
ducts  and  may  be  mechanically  correctable. 
Conditions  causing  this  category  of  jaun- 
dice include:  congenital  atresia,  choledo- 
cholithiasis,  obstruction  due  to  fibrosis  of 
the  sphincter  of  Oddi,  bile  duct  injury  with 
stricture  formation,  ductal  inflammatory 
conditions  such  as  in  sclerosing  cholangitis 
or  pancreatitis,  neoplastic  obstructions 
from  Vater’s  papilla  to  the  confluence  of 
the  right  and  left  main  bile  ducts  in  the 
liver,  or  parasitic  diseases,  such  as  hydatid 
disease. 4 

With  this  as  an  outline  then,  the  first  step 
in  the  diagnosis  of  a jaundiced  patient  is  to 
determine  whether  hyperbilirubinemia  is  of 
the  unconjugated,  conjugated,  or  mixed 
type.  The  urinalysis  here  showed  negative 
results  for  bile  and  urobilinogen.  The 
latter  is  probably  explainable  by  an  ob- 
struction so  complete  that  no  bile  is  enter- 
ing the  duodenum. 

To  assay  urine  urobilinogen  accurately  it 
is  essential  to  test  freshly  voided  urine  from 
a patient  when  no  antibiotic  is  being  ad- 
ministered. Stagnant  urine  containing 
urobilinogen  is  oxidized  to  urobilin  and 
antibiotics  in  the  intestinal  tract  suppress 
bacteria,  reducing  the  conversion  of  bili- 
rubin to  urobilinogen.  In  hyperbilirubi- 
nemia due  to  biliary  tract  obstruction,  bili- 
rubin typically  appears  in  urine  with  little 
or  no  urobilinogen. 

The  erythrocyte  sedimentation  rate  is 
elevated,  and  the  white  blood  cell  count  is 
also  increased  with  a shift  to  the  left.  Ele- 
vation of  the  sedimentation  rate  is  often 
found  with  an  obstructing  common  duct 
stone  or  when  there  is  a change  in  the  globu- 
lin fraction  due  to  a neoplastic  process. 
The  4 per  cent  eosinophilia  is  not  signifi- 
cant, although  these  cells  may  be  increased 
when  intrahepatic  cholestasis  is  due  to 
chlorpromazine  hydrochloride.  The  serum 
alkaline  phosphatase  is  significantly  ele- 
vated to  46.4  King-Armstrong  units  and  is 
most  suggestive  of  a mechanical  obstruc- 
tion. This  enzyme’s  range  is  usually  above 
30  units  in  choledochal  stone  obstruction 
and  is  most  frequently  in  the  30-  to  100-unit 
range  when  found  in  association  with  peri- 
ampullary neoplasia.  The  serum  enzymes 
are  slightly  increased  as  in  cholestatic 


FIGURE  1.  Demonstrates  soft  tissue  shadow  of 
normal-size  gallbladder  containing  several  stones. 


jaundice  or  extrahepatic  obstruction.  Com- 
plete obstruction  leads  to  only  modest  ele- 
vation of  lactic  acid  dehydrogenase  in  the 
absence  of  concurrent  hepatic  metastases 
or  necrosis.5  Marked  increases  in  enzyme 
values  may  be  present  when  there  are  me- 
tastases in  the  liver  and  in  extensive  carci- 
noma without  hepatic  metastases.  The 
total  cholesterol  of  336  mg.  per  100  ml.  has 
a low  percentage  of  the  esterified  fraction. 
Liver  cell  damage  is  characterized  by  a re- 
duction in  the  absolute  amount  of  the  esters. 
The  increased  cholesterol  value  is  another 
parameter  suggesting  an  obstructive  ele- 
ment. 

At  this  point  it  might  be  of  some  interest 
to  have  our  radiologist  review  the  x-ray 
films  of  this  case. 

Fred  Pezzulli,  M.D.:  The  roentgeno- 

graphs of  interest  in  this  case  are  limited  to 
the  abdomen. 

During  her  first  admission,  in  January,  an 
abdominal  x-ray  film  shows  the  soft  tissue 
shadow  of  the  gallbladder  which  appears 
normal  in  size.  Within  it  are  several  char- 
acteristic-appearing gallstones.  It  is 


2106  New  York  State  Journal  of  Medicine  / August  1,  1967 


FIGURE  2.  Air  contrast  barium  enema  study 
demonstrating  extrinsic  pressure  produced  by  en- 
larged gallbladder  containing  calcified  stones. 


highly  unusual  to  see  the  shadow  of  a nor- 
mal gallbladder  without  contrast  studies 
(Fig.  1).  Incidentally  noted  is  an  area  of 
bony  density  at  the  inferior  aspect  of  the 
right  sacroiliac  joint. 

During  the  patient’s  second  admission,  in 
August,  a barium  enema  examination  was 
done.  A cecal  defect  was  noted  which  was 
presumed  to  be  a prominent  ileocecal  valve 
due  to  its  configuration  and  the  lack  of 
mucosal  alterations.  The  cecum  was  situ- 
ated quite  anteriorly  and  presumed  to  be 
residing  within  a ventral  hernia.  The  pre- 
viously noted  gallbladder  shadow  is  re- 
identified and  is  seen  to  be  much  larger  at 
this  time  and  indenting  the  proximal  por- 
tion of  the  transverse  colon  (Fig.  2).  The 
gallstones  are  seen  lying  within  the  fundus 
of  the  gallbladder.  A gastrointestinal  x-ray 
series  was  performed  two  days  later,  and 
several  findings  of  interest  are  noted  (Fig. 
3A).  The  gallbladder  is  reidentified.  In 
addition  to  the  stones  in  the  fundus,  one  is 
noted  to  be  in  the  region  of  the  cystic  duct. 
Whether  this  represents  a stone  that  has 
migrated  or  one  that  has  been  present  but 


FIGURE  3.  Gastrointestinal  series.  (A)  Extrinsic 
pressure  along  lateral  aspect  of  duodenal  sweep  by 
enlarged  gallbladder.  (B)  Smooth  extrinsic  pres- 
sure along  medial  aspect  of  duodenal  sweep. 

not  previously  identified,  cannot  be  stated. 
In  addition  there  is  a smooth  extrinsic  pres- 
sure defect  along  the  medial  aspect  of  the 
duodenal  loop  (Fig.  3B).  The  compression 
along  the  lateral  aspect  of  the  duodenal 
sweep  was  obviously  due  to  an  enlarged 
gallbladder.  To  evaluate  the  nature  of  the 
medial  compression  a selective  celiac  arteri- 
ogram was  done.  Anteroposterior  and 
oblique  projections  of  the  opacified  celiac 


August  1,  1967  / New  York  State  Journal  of  Medicine  210? 


FIGURE  4.  (A  and  B)  Selective  celiac  arteriograms  demonstrating  anterior  displacement  of  superior  pan- 
creaticoduodenal artery  without  tumor  vessels. 


artery  and  its  branches  were  obtained. 
There  was  an  apparent  anterior  displace- 
ment of  the  superior  pancreaticoduodenal 
artery  (Fig.  4).  Tumor  vessels  were  not 
demonstrated.  A radiograph  with  the 
stomach  and  duodenum  opacified  and 
the  superior  pancreaticoduodenal  artery 
sketched  in  illustrates  the  relationship  of 
this  artery  to  the  duodenal  sweep  (Fig.  5). 
In  conclusion,  the  radiographic  findings  in 
this  patient  demonstrate  the  presence  of  an 
enlarging  gallbladder  with  stones,  one  of 
which  is  in  the  region  of  the  cystic  duct,  and 
evidence  of  medial  compression  of  the 
duodenal  loop  by  a mass  which  does  not 
show  tumor  vessels  angiographically. 

Dr.  Vieta:  I presume  then  that  an 

intravenous  cholangiogram  was  not  done 
because  of  the  hyperbilirubinemia,  which  is 
certainly  correct.  Percutaneous  cholangi- 
ography introduces  the  obvious  hazard  of 
bleeding  or  bile  peritonitis  and  is  a risky 
procedure  at  best.6 

I am  a little  uneasy  about  the  report  of 
the  questionable  cecal  defect,  but  our 
radiologist  doubts  the  presence  of  a neo- 
plasm in  the  colon,  and  I accept  this  hy- 


FIGURE  5.  Opacified  stomach  and  duodenum 
with  superimposed  sketch  of  superior  pancreatico- 
duodenal artery  showing  pertinent  relationships. 


pothesis  but  with  trepidation.  The  en- 
larged liver  with  some  irregularity  could  de- 
note metastatic  disease  from  a variety  of 
sources  within  the  abdomen  or  elsewhere; 
the  transverse  colon  and  duodenum  were 
both  indented  by  a “large  gallbladder.” 
The  gastrointestinal  study  depicts  a normal 
stomach  with  extrinsic  pressure  and  widen- 
ing on  the  inner  aspect  of  the  duodenum. 


2108  New  York  State  Journal  of  Medicine  / August  1,  1967 


There  is  slow  progress  of  the  barium 
through  the  small  intestine.  Is  this  due  to 
a deficit  of  bile  within  the  gut  or  is  it  due  to 
a neurogenic  element  caused  by  metastatic 
disease  about  the  celiac  plexus  or  root  of  the 
mesentery?  The  celiac  arteriogram  shows 
a probable  “mass  lesion”  in  the  region  of  the 
head  of  the  pancreas,  and  if  one  inspects  the 
arteriogram  the  prominent  gastroduodenal 
artery  is  undoubtedly  due  to  the  left  gastric 
artery  arising  from  this  stem  rather  than 
from  the  celiac  axis  proper.  Arteriogram 
results  in  this  area  are  said  to  be  accurate  in 
only  about  two  thirds  of  the  cases  even 
when  selective  arteriography,  such  as 
hepatic  artery  canalization,  is  done  and 
better  definition  of  the  head  of  the  pancreas 
is  obtained.7  These  show  no  tumor  stain, 
and  this  “mass  lesion”  could  be  one  of  many 
lesions  such  as  tumor,  cyst,  aneurysm,  or 
large  gallstones.  In  one  series  reported, 
where  the  patients  were  later  surgically  ex- 
plored, arteriogram  results  were  found  to  be 
accurate  in  10  of  15  cases;  in  5 of  9 cases 
where  cancer  of  the  head  of  the  pancreas 
was  present  and  confirmed  by  surgical  ex- 
ploration. The  rose  bengal  I131  liver  scan 
revealed  no  focal  defects,  but  scanning  will 
not  usually  detect  lesions  less  than  2 cm.  in 
size.  One  can  only  say  that  based  on  this 
report  there  is  no  large  hepatic  mass  such  as 
one  finds  in  a hepatoma  or  with  multiple 
large  metastases.  The  liver  biopsy  re- 
vealed severe  bile  stasis  which  is  seen  in  ob- 
structive jaundice  of  surgical  nature,  chol- 
angiolitic  cirrhosis,  and  other  intrahepatic 
cholestases  from  the  canaliculi  to  the  inter- 
lobar bile  channel.  The  liver  biopsy  in  this 
instance  carried  the  same  potential  hazards 
as  percutaneous  cholangiography  and  prob- 
ably contributed  little  to  the  clinical  diagno- 
sis. 

I believe  that  from  the  history,  the  liver 
function  tests,  the  routine  roentgenograms, 
the  angiograms,  and  the  liver  biopsy,  one 
can  exclude:  cirrhosis  of  the  liver,  viral 

hepatitis,  and  the  other  common  types  of 
medical  jaundice  enumerated  previously. 
We  are  left  then  with  the  diagnosis  of 
cholestasis,  and  the  question  that  I now 
must  answer  is  only  localization  of  the  proc- 
ess. Is  this  an  instance  of  intrahepatic  or 
of  extrahepatic  cholestasis,  and  what  is  the 
exact  cause?  There  are  a group  of  patients 
in  whom  surgical  jaundice  is  simulated  al- 
though the  lesion  is  intrahepatic.  Only  by 


liver  biopsy  or  exploratory  surgery  is  the 
exact  diagnosis  possible.  Sherlock2  states 
that  intrahepatic  cholestasis  is  related  to 
interference  with  bile  flow  from  the  hepatic 
microsome  to  the  main  bile  ducts.  Bile 
accumulates  in  the  hepatic  and  Kupffer’s 
cells  as  conjugated  bilirubin.  If  bile  does 
not  reach  the  duodenum  along  its  normal 
pathway,  the  clinical  syndrome  with  its 
variants  as  related  in  this  patient  ensues. 
The  etiologic  factor  other  than  as  it  relates 
to  prognosis  is  relative.  One  may  list  such 
entities  as  (1)  Dubin- Johnson  and  Rotor 
syndromes  or  “black  liver”  forms  of  conju- 
gated idiopathic  bilirubinemia;  (2)  hepa- 
titis with  cholestatic  features;  (3)  acute 
hepatitis  in  an  alcoholic  person;  and  (4) 
post-necrotic  cirrhosis  with  the  macronod- 
ules characterized  by  cholestasis,  xan- 
thomas, and  long  history.  The  level  of  bili- 
rubinemia in  each  of  these  entities  may  be 
ordinarily  depressed  with  treatment  by  a 
short  course  of  corticosteroid  therapy, 
“corticosteroid  whitewash”;  (5)  jaundices 
due  to  obstruction  in  the  microscopic  ducts 
occurring  after  ingestion  of  some  progestins, 
methyltestosterone,  or  in  pregnancy;  (6) 
ductular  cholestasis,  such  as  chlorproma- 
zine  hydrochloride;  (7)  ductal  narrowing  as 
in  primary  biliary  cirrhosis;  (8)  intra- 
hepatic biliary  atresia,  a chronic  fibrosing 
inflammatory  lesion  of  larger  ducts;  (9)  pri- 
mary sclerosing  cholangitis,  mainly  extra- 
hepatic  ducts,  with  this  symptom  occurring 
following  pancreatitis  or  concurrently  with 
ulcerative  colitis  or  retroperitoneal  fibrosis; 
(10)  secondary  sclerosing  cholangitis  due  to 
a stone,  a stricture,  or  other  forms  of  chronic 
extrahepatic  biliary  obstructions  with  chol- 
angitis; and  (11)  cholangiocarcinomas. 

Drug-induced  cholestasis  must  always  be 
considered  when  a patient  has  jaundice 
especially  if  one  is  almost  certain  that  the 
lesion  is  extrahepatic.8  9 Against  the  diag- 
nosis is  the  history  of  no  known  ingestion  of 
a drug  that  is  considered  hepatotoxic,  the 
history  of  considerable  weight  loss,  and  the 
presence  of  fever.  The  size  of  the  liver  in 
this  case  is  compatible  with  the  diagnosis  of 
drug-induced  cholestasis  as  is  the  marked 
elevation  of  alkaline  phosphatase.  There 
are  obviously  many  similarities  between 
intrahepatic  cholestasis  secondary  to  the  in- 
gestion of  certain  drugs  and  cholestasis  due 
to  mechanical  extrahepatic  factors,  but  the 
weight  of  evidence  here  favors  the  latter 


August  1,  1967  / New  York  State  Journal  of  Medicine  2109 


situation  and  must  receive  our  individual 
attention  at  this  point. 

The  striking  x-ray  film  demonstration  of 
a large  gallbladder  actually  enlarging  during 
the  period  of  observation  with  resulting 
compression  on  the  duodenum  and  trans- 
verse colon,  together  with  the  normal  liver 
function  studies,  particularly  the  enzyme 
values  and  the  arteriograms  that  strongly 
suggest  a mass  lesion  in  the  pancreas,  repre- 
sent overwhelming  support  for  the  diagnosis 
of  a mechanical,  potentially  surgically  cor- 
rectable lesion  involving  the  extrahepatic 
biliary  tract. 

The  last  matter  to  be  considered  is  the 
nature  of  the  extrahepatic  obstruction. 10 
In  favor  of  the  possibility  of  a common  bile 
duct  stone  are  the  visualized  stones  in  the 
gallbladder,  since  20  per  cent  of  patients 
with  cholelithiasis  have  choledocholithiasis 
as  well.  The  depth  of  jaundice  and  the  de- 
gree of  elevation  of  the  alkaline  phosphatase 
as  well  as  low-grade  fever  and  leukocytosis 
are  compatible  with  the  diagnosis  of  chole- 
docholithiasis. The  markedly  enlarged 
gallbladder,  the  considerable  weight  loss, 
and  anorexia  are  points  that  favor  other  di- 
agnoses. There  was  no  history  of  biliary 
colic;  however  10  per  cent  of  patient  with 
obstructive  jaundice  due  to  stones  never 
have  pain.6  It  is  worthy  of  mention  that 
about  70  per  cent  of  the  causes  of  obstruc- 
tive jaundice  are  benign  conditions.4 

Painless  obstructive  jaundice  in  a female 
patient  of  this  age  suggests  the  possibility  of 
a periampullary  carcinoma.  The  presence 
of  anorexia  and  weight  loss  of  considerable 
degree  is  normally  quite  prominent  in  this 
condition.  The  enlarged  gallbladder  with 
stones  denotes  bile  stasis.  There  is  a 20  per 
cent  association  of  periampullary  neoplasms 
and  calculous  disease  of  the  biliary  tract. 
It  must  not  be  assumed  that  gallstones  are 
indicative  of  benign  biliary  tract  disease  or 
of  pancreatitis. 9 

It  is  unusual  for  certain  pathognomonic 
signs  to  be  misleading,  such  as  an  enlarged 
gallbladder  in  extrahepatic  obstruction. 
Of  note,  the  enlarged  organ  could  be  due  to 
partial  cystic  duct  obstruction  by  stone. 
Why  hydrops  and  not  empyema  appear  is 
never  clear  in  any  certain  case.6  A stone  in 
the  cystic  duct  with  partial  common  duct 
obstruction  and  pancreatitis  thus  causing  a 
mass  in  the  area  of  the  head  of  the  pancreas 
with  relative  elevation  of  the  bilirubin  is  an 


attractive  explanation  in  this  case,  al- 
though unlikely  from  a statistical  point  of 
view. 

With  such  a limited  anatomic  area  to  con- 
sider in  extrahepatic  biliary  obstruction, 
one  cannot  exclude  consideration  of  other 
conditions  as  well.  In  carcinoma  of  the 
gallbladder  which  appears  most  often  in  the 
seventh  and  eighth  decades  in  females,  early 
metastases  to  the  area  of  the  hepatoduo- 
denal ligament  and  head  of  the  pancreas  are 
found  and  about  80  per  cent  of  these  pa- 
tients have  concomitant  gallstones.  Pa- 
tients usually  have  a history  compatible 
with  cholecystitis  over  the  years  with  colic, 
chills,  and  fever,  and  from  50  to  80  per  cent 
also  have  jaundice.  Once  jaundice  occurs 
it  usually  persists. 

Primary  malignant  tumors  of  the  extra- 
hepatic bile  ducts  occur  mostly  in  females, 
giving  rise  to  painless  obstructive  jaundice. 
The  course  is  more  rapid  once  jaundice 
develops,  and  the  degree  of  hyperbilirube- 
nemia  in  this  condition  is  typically  pro- 
found. 

Malignant  lesions  in  other  parts  of  the 
abdomen  with  metastases  to  the  porta  hepa- 
tis  or  tumors  of  the  duodenum,  stomach,  or 
colon  directly  involving  the  area  of  the  com- 
mon duct,  or  cystadenocarcinoma  of  the 
pancreas  which  grows  slowly  and  metasta- 
sizes late  are  possible  diagnoses  with  sub- 
stantive features  here.  A tumor  of  the 
liver  compressing  the  ducts  near  the  fissure 
may  have  been  ruled  out  by  the  negative 
findings  of  the  photoscan.  Percutaneous 
cholangiography  is  of  special  value  in  diag- 
nosis of  these  tumors  since  they  most  often 
develop  near  the  confluence  of  the  right  and 
left  hepatic  ducts. 

In  fibrosing  stenosis  of  the  biliary  ducts, 
the  gallbladder  is  small.  In  primary  biliary 
cirrhosis  there  is  a large  liver,  a protracted 
history,  the  usual  stigmata  of  deranged 
metabolism  of  estrogens,  and  prominent 
splenic  enlargement.  Pancreatitis  with  ob- 
struction of  the  major  bile  duct  may  rarely 
be  of  the  silent  type.'2-  6 Stenosis  of  the 
papilla  of  Vater  causes  about  12  per  cent  of 
the  obstructions  of  the  major  bile  ducts  in 
some  series  of  cases.4  In  these  patients 
there  is  usually  a history  of  prior  gallbladder 
disease  or  surgery  for  its  relief.  This  entity 
frequently  mimics  the  prior  or  concomitant 
cholecystitis. 

However,  I believe  we  can  narrow  this 
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FIGURE  6.  Liver  section  showing  casts  of  inspis- 
sated bile  in  many  canaliculi. 


diagnosis  down  to  three  conditions.  The 
association  of  obstructive  jaundice  with 
recent  rapid  and  unexplained  weight  loss 
and  no  significant  anemia  is  highly  sugges- 
tive of  pancreatic  malignant  disease. 
There  is  said  to  be  a three-fold  increase  in 
incidence  of  cancer  of  the  pancreas  in  pa- 
tients with  diabetes  as  well.  The  blood 
chemistries  are  entirely  compatible  with 
this  condition.  In  addition,  we  have  radio- 
graphic  evidence  of  a mass  in  or  near  the 
head  of  the  pancreas  interpreted  as  such 
both  in  the  radiographic  studies  of  the 
duodenum  and  the  arteriograms.  Angio- 
graphic demonstration  of  a tumor  depends 
on  displacement  of  normal  arteries  as  shown 
here,  but  we  see  no  tortuous  nutrient  ves- 
sels, tumor  stain,  or  venous  lakes.  A cyst, 
for  instance,  will  displace  normal  arteries 
but  will  not  have  a tumor  vascular  pattern. 

Vital  information  regarding  any  fluctua- 
tion or  steady  rise  in  the  values  of  the  serum 
bilirubin  is  not  given.  A trace  of  bile  and 
blood  is  present  in  the  stool.  Thus  only  in 
carcinoma  of  the  ampulla  of  Vater  where 
the  obstruction  is  incomplete  due  to  a fri- 
able tumor  of  the  papillary  type  would  one 
get  variable  and  lower  levels  of  bilirubin  in 
contradistinction  to  carcinoma  of  the  head 
of  the  pancreas  where,  once  jaundice  is 
present,  it  steadily  increases  until  relieved 
by  surgery. 

I believe  two  other  diagnoses  are  even 
more  tenable:  (1)  carcinoma  of  the  am- 

pulla of  Vater  with  stones  in  an  enlarging 
gallbladder;  and  (2)  calculous  biliary  tract 
disease  with  a stone  in  a cystic  duct  that 
parallels  the  common  duct  and  causes 
partial  obstruction  of  the  common  duct, 
concomitant  pancreatitis,  and  hydrops  of 


the  gallbladder.  I reluctantly  choose  the 
latter,  and  for  only  one  reason — the  low 
value  of  the  bilirubin.  If  I knew  this  was 
the  first  reading  alone  and  that  subsequent 
values  were  progressively  higher,  I would 
have  favored  the  diagnosis  of  carcinoma  of 
the  ampulla  of  Vater.  This  I fear  will  not 
probably  be  the  correct  diagnosis. 

Joseph  Kessler,  M.D.:  I was  the  resi- 

dent who  followed  this  patient  during  her 
hospital  stay.  Repeat  bilirubin  levels  with 
fractionation  were  drawn.  On  the  fifth 
hospital  day  the  serum  bilirubin  was  10  mg. 
per  100  ml.  with  6.7  mg.  per  100  ml.  being 
direct  reacting  bilirubin  which  definitely 
showed  an  increase  in  her  obstructive  com- 
ponent. 

Michael  S.  Bruno,  M.D.:  I saw  this  pa- 
tient in  consultation  one  week  prior  to  ad- 
mission, and  at  that  time  her  liver  profile 
was  normal  except  for  some  elevation  in  her 
alkaline  phosphatase.  The  patient  was  not 
clinically  icteric,  and  the  serum  bilirubin 
was  normal. 

Dr.  Vieta:  Then  it  became  clearer  that 

jaundice  was  of  very  recent  origin  and  that 
it  was  rather  rapidly  increasing;  perhaps 
the  diagnosis  of  carcinoma  of  the  ampulla  of 
Vater  should  be  put  into  first  position. 

William  J.  Eisenmenger,  M.D.:  The 

defect  on  the  inner  aspect  of  the  duodenum 
and  the  tumor  mass  in  the  region  of  the 
head  of  the  pancreas  that  is  seen  in  the  celiac 
arteriograms  may  possibly  be  caused  by  a 
markedly  dilated  common  bile  duct. 

Dr.  Bruno:  I would  certainly  agree 

with  Dr.  Eisenmenger  on  that  point.  One 
of  the  crucial  lessons  to  be  learned  by  this 
case  is  the  question  of  what  constitutes  a 
normal  celiac  arteriogram,  and  even  more 
important,  the  interpretation  of  an  ab- 
normal finding  and  its  significance.  We 
have  not  had  enough  experience  with  celiac 
arteriography  to  have  as  yet  fully  estab- 
lished the  normal  variables  for  this  proce- 
dure. There  is  no  question  that  consider- 
able anterior  displacement  of  the  superior 
pancreaticoduodenal  artery  was  present 
and  that  a tumor  stain  and  what  has  come 
to  be  called  tumor  configuration  of  blood 
vessels  was  not  present.  Was  this  a tumor 
mass,  a malignant  condition  in  the  head  of 
the  pancreas,  causing  this  displacement 
without  a tumor  stain  or  tumor  configura- 
tion of  the  adjacent  blood  vessels?  Or  was 
this  a tumor  mass,  or  a space-occupying  or 
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FIGURE  7.  (A)  Medium-power  view  of  ampulla  of  Vater  showing  invasion  of  submucosal  tissue  by  neo- 
plastic glands  with  papillary  structures.  (B)  High-power  view  of  neoplastic  gland.  Columnar  epithelial 
cells  show  loss  of  normal  polarity  and  moderate  nuclear  pleomorphism. 


displacing  lesion,  or  a condition  in  the  region 
of  the  pancreatic  head  not  of  malignant 
origin  that  was  still  associated  with  ob- 
struction? The  answer  to  these  questions 
is  the  key  to  our  diagnosis.  With  more  ex- 
perience perhaps  celiac  plexus  arteriography 
will  become  a more  refined  diagnostic  tool. 
The  decision  to  explore  this  patient  sur- 
gically was  made,  and  the  operation  was 
performed  on  the  ninth  hospital  day.  Let 
us  call  on  the  surgeon  who  performed  the 
exploratory  surgery  for  his  comments. 

Clinical  diagnoses 

1.  Carcinoma  of  the  head  of  the  pancreas 
with  obstructive  jaundice 

2.  Diabetes  mellitus 

Dr.  Vieta’s  diagnoses 

1 . Cystic  duct  stone  with  compression  of  the 
adjacent  common  bile  duct  with  hydrops  of  the 
gallbladder  and  secondary  pancreatitis 

2.  ? Carcinoma  of  the  ampulla  of  Vater 
with  associated  cholelithiasis 

Francis  Z.  Reinus,  M.D.:  Exploration 

of  the  right  upper  quadrant  of  this  patient’s 
abdomen  revealed  a dilated  slightly  red- 
dened gallbladder  containing  stones  and  a 
dilated  common  duct  with  a diameter  of 
about  21/*  cm.  containing  no  obvious  for- 
eign bodies.  In  the  region  of  the  ampulla 
of  Vater  an  olive-shaped  tumor  mass  was 
found  which  was  thought  to  be  an  impacted 
gallstone.  Palpation  of  the  head  of  the 
pancreas  revealed  no  evidence  of  a tumor. 


The  liver  was  slightly  enlarged  and  finely 
nodular,  and  there  was  no  gross  evidence  of 
metastatic  disease.  To  determine  the  na- 
ture of  the  mass  in  the  region  of  the  ampulla 
of  Vater,  the  common  duct  was  explored 
and  found  to  be  completely  obstructed  at 
the  ampulla.  To  determine  further  the  na- 
ture of  the  mass  the  duodenum  was  opened, 
and  protruding  into  the  lumen  of  the  duo- 
denum at  the  ampulla  of  Vater  was  a firm 
growth  approximately  1 cm.  in  height  and  1 
cm.  in  diameter.  This  was  exactly  at  the 
point  of  the  opening  of  the  ampulla  into  the 
duodenum.  The  growth  was  amputated 
within  the  lumen  of  the  duodenum,  and  a 
portion  sent  for  frozen  section. 

With  palpation  inside  the  duodenum 
there  was  a suggestion  of  infiltration  medi- 
ally. Because  of  the  patient’s  age  it  was 
elected  not  to  do  a pancreatoduodenectomy, 
although  this  operation  would  have  been 
ideal  for  this  situation  in  a younger  indi- 
vidual. Rather  than  do  an  extensive  proce- 
dure, a duodenocholedochostomy  was  done 
to  take  care  of  biliary  tract  drainage.  In 
addition  a cholecystectomy  was  performed 
because  of  the  presence  of  stones  in  the  gall- 
bladder. The  wound  was  drained,  and 
postoperatively  the  patient  did  moderately 
well  for  about  ten  days.  Excessive  drain- 
age from  the  wound  led  to  the  fear  of  a leak 
in  the  anastomosis.  However,  this  was 
shown  not  to  be  present  when  the  patient 
was  given  dye  to  swallow  and  none  ap- 
peared in  the  drainage.  It  was  felt  that  the 
drainage  was  ascitic  fluid,  and  when  the 
drain  was  removed  the  drainage  stopped. 
After  the  twelfth  day  the  patient’s  condi- 
tion started  to  deteriorate.  She  stopped 
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eating,  became  quite  weak  and  couldn’t  get 
out  of  bed,  and  developed  obvious  ascites. 
Finally,  the  day  before  her  death  the  pa- 
tient developed  a prominent  tachycardia 
associated  with  dyspnea  and  cyanosis  not 
responsive  to  digitalization,  diuretics,  and 
oxygen.  Our  medical  colleagues  were  con- 
cerned about  the  possibility  of  multiple 
pulmonary  emboli,  and  before  much  more 
could  be  done  she  expired.  Unfortunately 
in  spite  of  all  efforts  autopsy  permission 
could  not  be  obtained. 

Dr.  Bruno:  May  we  have  the  pathol- 

ogy report. 

Lawrence  P.  Shea,  M.D.:  * Microscopic 
sections  of  the  liver  biopsy  specimen  re- 
vealed numerous  green  plugs  of  inspissated 
bile  in  the  canaliculi  in  all  zones  of  the 
hepatic  lobules  (Fig.  6).  In  the  portal 
areas  there  was  a slightly  increased  amount 
of  loose  fibrous  tissue  containing  a few 
lymphocytes  and  an  occasional  segmented 
eosinophilic  and  neutrophilic  leukocyte. 

The  biopsy  specimen  of  the  ampulla  of 
Vater  consisted  of  2 irregular  portions  of 
moderately  firm  reddish-tan  to  grayish- 
white  tissue  measuring  0.9  and  0.7  cm.  in 
maximum  diameter  respectively.  Micro- 
scopic sections  of  the  duodenal  tissue 
showed  invasion  of  the  mucosal  and  sub- 
mucosal tissue  by  large  glandular  structures 
lined  by  moderately  well-differentiated 
columnar  epithelium  (Fig.  7).  The  tall 
columnar  cells  showed  some  loss  of  polarity 
and  frequently  lined  the  surfaces  of  papil- 
lary invaginations  of  the  lumen.  The  cyto- 
plasm of  the  neoplastic  cells  was  slightly 
basophilic  and  finely  vacuolated.  Their 
hyper  chromatic  nuclei  were  moderately 
pleomorphic  and  contained  occasional  mi- 
totic figures. 

* Associate  Pathologist,  Lenox  Hill  Hospital. 


The  gallbladder  measured  6.5  cm.  in 
length  and  4 cm.  in  transverse  diameter. 
The  serosal  surface  was  smooth  and  glisten- 
ing. The  wall  measured  0.1  to  0.2  cm.  in 
thickness.  The  mucosa  was  soft  and  tan. 
The  lumen  contained  several  granular  black 
calculi  measuring  0.4  to  0.9  cm.  in  diameter. 
Microscopic  sections  of  the  gallbladder  re- 
vealed slight  fibrosis  of  the  mucosa  and 
muscularis.  In  the  fibrous  tissue  there 
were  numerous  dense  foci  of  lymphocytes 
admixed  with  a few  plasma  cells  and  seg- 
mented eosinophilic  and  neutrophilic  leuko- 
cytes. 

Final  anatomic  diagnoses 

1.  Bile  stasis  of  liver 

2.  Adenocarcinoma  of  ampulla  of  Vater 

3.  Chronic  cholecystitis 

4.  Cholelithiasis 
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lead  1 
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v>  V2  v3  v4  v5  V6  B 

QUESTION  3.  What  is  the  significance  and  interpretation  of  these  serial  electrocardiograms?  The  patient 
is  a sixty-year-old  physician  with  intermittent  aching  chest  pain  not  related  to  activity. 
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QUESTION  4.  These  are  serial  electrocardiograms  obtained  from  a thirty-five-year-old  woman  admitted 
in  coma.  She  had  no  history  of  heart  disease,  drug  intake,  or  previous  illness.  What  are  the  diagnostic 
possibilities? 


Electro- 
cardiograms 
of  Month 


ELUCIDATION 


Question  3.  (A)  The  first  electrocardi- 

ogram, January  2,  1965,  shows  regular  sinus 
rhythm  and  is  within  normal  limits.  (B) 
The  second  tracing,  January  28,  1965,  ob- 
tained during  an  episode  of  chest  discom- 
fort, revealed  marked  S-T  elevation  in 
leads  II,  III,  and  aVf,  with  reciprocal  de- 
pression of  S-T  in  lead  I and  a VI.  (C)  On 
the  next  day,  January  29,  the  electro- 
cardiogram has  returned  to  normal  as  in 
(A).  The  T-wave  inversion  in  aVf  is  not 
significant. 

The  transient  elevation  of  the  S-T  seg- 
ment during  chest  pain  is  occasionally 


found  during  attacks  of  typical  angina  and 
confirms  this  diagnosis.  The  more  common 
electrocardiographic  change  during  an 
anginal  seizure  is  transient  depression  of  the 
S-T  segment. 

Question  4.  (A)  The  first  electrocardi- 

ogram, obtained  on  January  19,  1966,  re- 
vealed a flat  T wave  in  lead  I but  is  other- 
wise within  normal  limits.  (B)  Eight  days 
later,  the  electrocardiogram  shows  deeply 
inverted  T waves  in  leads  I,  II,  aVl,  and 
V2  to  V6.  Postmortem  examination  re- 
vealed a normal  heart.  The  patient  died  of 
subarachnoid  hemorrhage. 

The  T-wave  changes  are  nonspecific; 
such  abnormalities  may  be  of  cardiac  or 
noncardiac  origin.  Acute  intracranial 
lesions  such  as  hemorrhage  may  be  associ- 
ated with  significant  T-wave  abnormalities 
in  the  absence  of  cardiac  disease. 
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Severe  Gastrointestinal  Distention 
During  Nitrous  Oxide-Oxygen  Anesthesia 


T HE  inhalation  OF  nitrous  oxide-oxygen 
mixtures  in  concentrations  exceeding 
40  to  50  per  cent  produces  increases  in  the 
volume  and/or  pressure  of  gases  contained 
in  body  cavities  or  hollow  organs.  The 
intestinal  gas  volume  increases  steadily 
with  time.1  In  patients  with  intestinal 
obstruction,  this  may  lead  to  severe  gas- 
trointestinal distention  as  illustrated  in  the 
following  case  report. 

Case  report 

A sixty-five-year-old  male  patient  with  a his- 
tory of  hematuria  and  diagnosis  of  bladder 
tumor  was  admitted  to  the  hospital  for  trans- 
urethral resection.  Physical  examination  and 
laboratory  results  were  within  normal  limits  ex- 
cept for  urinary  findings  of  protein  and  red  cells. 
Transurethral  biopsy  of  the  bladder  under  spinal 
anesthesia  revealed  a squamous  cell  carcinoma. 
Eight  days  later,  after  further  diagnostic  proce- 
dures, the  patient  underwent  cystectomy  and 
ileal  conduit  under  nitrous  oxide-oxygen  anes- 
thesia supplemented  with  thiopental  sodium  and 
meperidine  hydrochloride.  He  tolerated  this 
seven-hour  procedure  well.  Forty-eight  hours 
after  surgery  he  developed  an  ileus  which  was 
only  slightly  relieved  by  a nasogastric  tube.  Be- 

Presented  and  discussed  at  a conference  held  at  the  Hos- 
pital of  the  Albert  Einstein  College  of  Medicine,  The  Bronx, 
New  York,  March  27,  1967.  Clinical  Anesthesia  Conferences 
are  held  on  the  fourth  Monday  of  each  month. 


cause  the  distention  progressed  and  x-ray  ex- 
amination findings  were  indicative  of  mechanical 
obstruction  an  exploratory  laparotomy  was  per- 
formed on  the  sixth  postoperative  day. 

Preoperative  medication  for  the  exploratory 
laparotomy  consisted  of  75  mg.  of  meperidine 
hydrochloride,  75  mg.  of  secobarbital,  and  0.4 
mg.  of  atropine.  When  the  patient  arrived  in  the 
operating  room,  his  blood  pressure  was  130/70 
mm.  Hg,  pulse  rate  136  beats  per  minute,  and 
respiratory  rate  16  per  minute.  Following  pre- 
oxygenation anesthesia  was  induced  with  250 
mg.  of  thiopental  sodium  intravenously,  and  60 
mg.  of  succinylcholine  chloride  were  injected  to 
facilitate  endotracheal  intubation.  Anesthesia 
was  continued  with  a nitrous  oxide  and  oxygen 
mixture  at  the  rate  of  3:1  L.  for  the  first  ten 
minutes  and  3:2  L.  for  the  remaining  one  hun- 
dred minutes.  In  addition,  the  patient  received 
21  mg.  of  d-tubocurarine  and  90  mg.  of  meperi- 
dine hydrochloride  in  10-mg.  increments.  Blood 
pressure  was  stable  at  120/70  mm.  Hg; 
pulse  rate  slowed  to  80  beats  per  minute.  Res- 
pirations were  assisted  or  controlled.  As  the  op- 
eration progressed  the  bowel  became  in- 
creasingly distended.  The  surgeon  experienced 
great  difficulty  in  replacing  the  bowel  and  clos- 
ing the  peritoneum  despite  adequate  muscular 
relaxation.  This  caused  considerable  delay  in 
an  otherwise  short  operative  procedure  which 
consisted  of  enterolysis,  tube  gastrostomy,  and 
tube  enterostomy.  In  the  recovery  room  the 
Levin  tube  was  connected  to  a low  Gomco  suc- 
tion, and  oxygen  was  administered  by  naso- 
pharyngeal catheter.  The  abdominal  distention 
gradually  decreased,  and  the  patient  made  an 
uneventful  recovery. 
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Comment 

The  gas  contained  in  a body  cavity  is  in 
equilibrium  with  the  blood  and  the  atmos- 
phere. In  the  presence  of  a normal  circu- 
lation, the  speed  of  equilibrium  of  gases  be- 
tween the  atmosphere  and  a gas-containing 
cavity  is  proportional  to  their  solubility 
in  blood  and  inversely  proportional  to  the 
square  root  of  their  molecular  weights. 
If  the  gas  content  of  the  atmosphere  or  the 
body  cavity  changes  gas  molecules  will 
move  from  the  space  in  which  the  partial 
pressure  is  higher  to  the  one  in  which  it  is 
lower.  During  nitrous  oxide  inhalation 
the  partial  pressure  of  nitrous  oxide  in  the 
blood  rises  rapidly;  at  the  same  time 
nitrogen  is  exhaled  and  the  partial  pressure 
of  nitrogen  in  the  blood  falls.  As  equilib- 
rium between  blood  and  body  cavity  takes 
place,  nitrogen  molecules  pass  from  the 
cavity  to  the  blood  and  nitrous  oxide 
molecules  enter  the  cavity.  However, 
since  the  solubility  coefficient  of  nitrous 
oxide  (0.468)  is  36  times  greater  than  that 
of  nitrogen  (0.013),  more  nitrous  oxide 
molecules  diffuse  into  the  cavity  than 
nitrogen  molecules  are  diffusing  out  of  it.2'3 


In  the  gastrointestinal  tract  this  results 
in  an  increase  of  the  contained  gasvolume.1 4 
The  marked  gastrointestinal  distention 
which  developed  in  this  patient  may  have 
been  due  to  such  a mechanism,  for  com- 
plications caused  by  the  diffusion  of  large 
volumes  of  the  relatively  highly  soluble 
nitrous  oxide  into  gas-containing  compart- 
ments have  been  reported  during  pneumo- 
encephalography with  air;5  in  patients 
with  pneumothorax,  pneumoperitoneum, 
or  pneumopericardium;6  and  in  patients 
with  adynamic4  or  mechanical  ileus.1 
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T he  occurrence  of  pernicious  anemia  and 
polycythemia  vera  in  the  same  patient  is 
unusual  but  not  rare.1-4  Approximately 
35  such  cases  are  now  on  record.  Perni- 
cious anemia  followed  by  polycythemia  vera 
terminating  in  chronic  myelogenous  leuke- 
mia has  been  reported  only  twice,5  6 and  the 
sequence  of  pernicious  anemia,  polycythe- 
mia vera,  and  acute  myelogenous  leukemia 
has  been  described  only  once  before.7  The 
present  communication  describes  another 
case  of  this  most  unusual  sequence  of 
hematologic  illnesses  in  the  same  patient. 

Case  report 

A sixty-nine-year-old,  white,  American- 
born,  Jewish,  businessman  was  first  seen  on 

* Aided  by  a Training  Grant  (TI-5-AM-05349)  from  the 
National  Institute  of  Arthritis  and  Metabolic  Disease, 
U.S.  Public  Health  Service,  Washington,  D.C. 


October  11,  1955,  with  complaints  of  diffi- 
culty in  walking  and  paresthesias  of  the  toes 
and  fingers  of  three  months  duration.  Five 
years  previously  he  had  had  similar  but 
milder  symptoms  which  disappeared  follow- 
ing a series  of  injections  of  a liver  extract  of 
unknown  amount.  For  two  years  he  had 
noticed  occasional  hot  flushes  and  some  gen- 
eralized pruritus,  especially  after  bathing. 
The  latter  two  symptoms  had  been  less 
marked  during  the  three  months  immedi- 
ately preceding  his  initial  visit.  Physical 
examination  revealed  the  following  abnor- 
malities: a firm  spleen  palpable  1 cm.  below 
the  left  costal  margin  and  impaired  position 
and  vibration  senses  bilaterally  in  the  lower 
extremities.  Examination  of  the  urine 
gave  normal  results.  Gastric  analysis  re- 
vealed no  free  hydrochloric  acid  after  a sin- 
gle intramuscular  injection  of  50  mg.  of 
histamine.  Serum  bilirubin  was  1.7  mg. 
per  100  ml.  Peripheral  blood  examination 
revealed  a macrocytic  anemia,  with  a mean 
corpuscular  hemoglobin  of  34  micrograms 
and  a mean  corpuscular  volume  of  116 
cubic  microns  (Fig.  1A).  Bone  marrow 
aspiration  revealed  marked  erythroid  hy- 
perplasia (myeloid  to  erythroid  ratio  of  1 to 
1),  many  megaloblasts,  giant  metamyelo- 
cytes, and  normal  myelopoiesis  and  throm- 
bopoiesis  (Fig.  IB).  Schilling  tests  were 
performed.  Only  1.2  per  cent  of  an  orally 
administered  test  dose  of  0.4  micrograms  of 
vitamin  B12  containing  0.23  microcuries  of 
cobalt-58  was  excreted  in  the  urine  during 
the  first  twenty-four  hours.  The  test  was 
repeated  using  0.49  micrograms  of  vitamin 
B12  containing  0.49  microcuries  of  cobalt-60 
to  which  30  mg.  of  potent  intrinsic  factor 
(Abbott)  had  been  added,  and  30  per  cent 
of  the  radioactivity  was  detected  in  the 
total  twenty-four-hour  urine  specimen. 
Treatment  with  100  micrograms  intramus- 
cular vitamin  B12  given  twice  weekly  was 
begun  for  one  month,  and  then  100  micro- 
grams B12  were  administered  twice  monthly 
intramuscularly.  There  was  marked  im- 
provement of  the  neurologic  symptoms  over 
a four-month  period.  Therapy  was  con- 
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FIGURE  1.  (A)  Peripheral  blood  smear,  1955,  showing  macrocytosis  of  erythrocytes  and  hypersegmentation 
of  neutrophilic  leukocytes.  (B)  Bone  marrow  aspirate,  1955,  showing  megaloblastic  erythropoiesis. 
(Wright’s  Giemsa  Stain  X 570). 


tinued  as  described,  and  eight  months  after 
the  onset  of  vitamin  B12  therapy  the  patient 
complained  only  of  slight  tingling  of  the 
fingers  and  toes  but  had  noted  recent  re- 
currence of  itching  which  was  most  bother- 
some after  bathing  in  warm  water.  Physi- 
cal examination  now  showed  a florid  facies 
with  moderate  plethora  of  the  conjunctivas 
and  oral  mucous  membranes.  The  spleen 
tip  now  extended  3 cm.  below  the  left  costal 
margin.  The  urine  was  normal.  Serum 
uric  acid  was  6 mg.  per  100  ml.  The  hemo- 
globin was  18.3  Gm.  per  100  ml.,  and  the 
hematocrit  was  68.  There  were  9,790,000 
red  cells  per  cubic  millimeter,  25,600  white 
blood  cells  per  cubic  millimeter,  and  400,000 
platelets  per  cubic  millimeter.  The  mean 
corpuscular  hemoglobin  was  now  19  micro- 
grams, and  the  mean  corpuscular  volume 
was  69  cubic  microns.  The  reticulocyte 
count  was  2.2  per  cent.  The  patient  was 
treated  by  phlebotomy  of  2,000  cc.  of 
blood  over  a six-week  period  and  then  given 
3 microcuries  of  oral  radioactive  phospho- 
rus (chromic  radio-phosphate)  on  two  sepa- 
rate occasions  three  months  apart.  By 
early  1957,  two  years  later,  the  spleen  was 


no  longer  palpable,  and  the  patient  was 
asymptomatic.  Throughout  the  next  two 
years,  1957  to  1959,  3,000  cc.  of  blood  were 
removed  in  six  bleedings  at  approximately 
four-month  intervals.  During  the  follow- 
ing five  years,  1959  to  1963,  the  patient  re- 
ceived intermittent  courses  of  oral  chloram- 
bucil (Leukeran)  with  a total  dose  of  approx- 
imately 6 Gm.  (Fig.  2).  In  1964  iron-de- 
ficiency anemia  was  diagnosed;  the  hemo- 
globin and  hematocrit  had  dropped  from 
16.4  Gm.  per  100  ml.  and  54  respectively  to 
10.1  Gm.  per  100  ml.  and  38  respectively. 
Oral  iron  was  administered  in  a dose  of  600 
mg.  daily  for  approximately  one  year.  A 
carcinoma  of  the  right  colon  was  discovered 
and  resected  in  October,  1964,  following 
which  the  patient  made  an  uneventful  re- 
covery. In  May,  1965,  ten  years  after  the 
onset  of  the  initial  illness,  the  hemoglobin 
and  hematocrit  had  risen  to  15.6  Gm.  per 
100  ml.  and  56  respectively,  and  iron  therapy 
was  stopped.  In  June,  1965,  the  patient  felt 
well  but  described  a two-  to  three-day 
period  of  hematuria  and  dysuria.  A urine 
culture  did  not  reveal  any  pathogens. 
Leukopenia  of  3,950  per  cubic  millimeter 
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FIGURE  2.  Chart  showing  clinical  course  and  serial  blood  counts  in  patient  with  pernicious  anemia,  poly- 
cythemia vera,  and  acute  myeloblastic  leukemia. 


and  a rare  promyelocyte  and  myeloblast 
were  seen  on  the  peripheral  blood  smear. 
One  month  later  the  patient  was  seen  with 
purpura,  edema  of  the  lower  extremities, 
weakness,  and  fever.  The  spleen  was  felt 
3 finger  breadths  below  the  left  costal  mar- 
gin, and  the  liver  was  enlarged  2 finger- 
breadths  below  the  right  costal  border. 
Peripheral  blood  examination  revealed  an 
anemia  with  a hemoglobin  of  11  Gm.  per 
100  ml.  and  a hematocrit  of  37.  The  plate- 
let count  had  dropped  to  26,000  per  cubic 
millimeter,  and  the  differential  leukocyte 
count  revealed  the  following:  3 per  cent 
myeloblasts,  2 per  cent  promyelocytes,  8 
per  cent  myelocytes,  8 per  cent  metamyelo- 
cytes, 4 per  cent  nonsegmented  neutrophils, 
48  per  cent  segmented  neutrophils,  1 per 
cent  eosinophils,  1 per  cent  basophils,  11 
per  cent  lymphocytes,  and  14  per  cent 
monocytes  (Fig.  3A).  Over  half  of  the  cells 
in  the  bone  marrow  aspirate  were  myelo- 
blasts (Fig.  3B).  The  serum  uric  acid  was 
16.2  mg.  per  100  ml.  The  patient  was  ad- 
mitted to  the  hospital  one  week  later  at 
which  time  the  white  blood  count  was 
50,000  per  cubic  millimeter  and  the  number 
of  myeloblasts  in  the  peripheral  blood  26 


per  cent.  On  the  day  following  admission, 
before  antileukemic  therapy  could  be  insti- 
tuted, he  developed  cardiac  arrest  and 
could  not  be  resuscitated. 

Postmortem  examination  revealed  the 
spleen  and  liver  to  be  enlarged,  weighing 
1,350  and  2,250  Gm.  respectively.  Pete- 
chial hemorrhages  were  present  in  the  skin, 
epicardium,  endocardium,  renal  pelvis,  and 
the  gastrointestinal  tract.  Scattered  pul- 
monary hemorrhages  were  observed  bilat- 
erally. Uric  acid  deposits  were  noted  in 
the  renal  medulla,  and  numerous  urate 
bladder  calculi  were  found.  There  was 
cardiac  hypertrophy  (500  Gm.  total  weight 
with  a 1.5-cm.  width  left  ventricular  wall), 
mild  coronary  sclerosis,  and  bronchopneu- 
monia of  the  left  lower  lobe.  Microscopic 
examination  revealed  extensive  leukemic 
infiltration  of  the  liver,  spleen,  kidney, 
lungs,  and  bone  marrow.  In  addition, 
there  was  myeloid  metaplasia  in  the  liver, 
and  scattered  binuclear  cells  were  seen  in 
the  spleen.  The  thyroid  demonstrated 
plasma  cell  and  lymphocytic  infiltration. 
There  was  megakaryocytosis  in  the  bone 
marrow  where  the  predominant  cells  seen 
were  myeloblasts. 
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FIGURE  3.  (A)  Peripheral  blood  smear,  1965,  showing  myeloblasts.  (B)  Bone  marrow  aspirate,  1965,  show- 
ing infiltration  with  myeloblasts.  (Wright's  Giemsa  Stain  X 570). 


Comment 

A patient  is  reported  who  developed 
polycythemia  vera  following  the  initiation 
of  vitamin  Bu  therapy  for  Addisonian 
pernicious  anemia.  Ten  years  after  the 
diagnosis  of  polycythemia  vera  was  made, 
he  developed  acute  myeloblastic  leukemia. 
The  clinical  and  laboratory  findings  were 
characteristic  for  each  of  the  three  hemato- 
logic disorders. 

One  can  only  speculate  in  this  case 
whether  the  pernicious  anemia  antedated 
the  polycythemia  or  whether  the  polycy- 
themia vera  was  masked  by  the  pernicious 
anemia.  If  the  polycythemia  were  masked 
by  the  coexistent  pernicious  anemia,  then  it 
is  conceivable  that  treatment  with  vitamin 
Bi2  may  have  elicited  the  full  clinical  expres- 
sion of  the  “suppressed”  polycythemia.  In 
favor  of  this  speculation  is  the  fact  that  at 
the  time  the  patient  was  seen  with  signs 
and  symptoms  of  vitamin  Bi2  deficiency,  he 
gave  a two-year  history  of  hot  flushes  and 
pruritus  after  bathing  and  also  had  an  en- 
larged spleen.  Splenomegaly  is  found  in 
over  80  per  cent  of  cases  with  polycythemia 
vera  but  can  also  be  present  in  3 per  cent  or 
more  of  patients  with  pernicious  anemia.8 


In  favor  of  the  speculation  that  the  perni- 
cious anemia  antedated  the  polycythemia 
vera  is  the  history,  several  years  earlier,  of 
difficulty  in  walking  and  paresthesias  of  the 
toes  and  fingers  which  disappeared  follow- 
ing a series  of  injections  of  liver  extract. 

Pernicious  anemia  and  polycythemia 
vera  have  been  reported  in  the  same  pa- 
tient.1-4 Polycythemia  vera  can  occur  in 
patients  with  pernicious  anemia  following 
treatment  with  vitamin  B,2  or  for  a short 
period  of  time  prior  to  the  onset  of  perni- 
cious anemia.1-49'10 

In  most  instances  where  polycythemia 
and  pernicious  anemia  coexist,  the  perni- 
cious anemia  is  of  the  Addisonian  “idio- 
pathic” type.  Klipstein11  recently  re- 
ported the  first  case  of  polycythemia  vera 
following  vitamin  B[2  therapy  for  pernicious 
anemia,  in  this  instance  secondary  to  gas- 
trectomy. In  addition,  Gronbaek  and  Lar- 
sen12 describe  polycythemia  vera  develop- 
ing in  a patient  after  administration  of 
folic  acid  for  anticonvulsant-induced  mega- 
loblastic anemia. 

Pernicious  anemia  is  a deficiency  disease 
which  may  be  hereditary  in  nature  or  sec- 
ondary to  an  immunologic  disorder  or 
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both.13  14  Pernicious  anemia  has  been  re- 
ported in  association  with  a variety  of 
hematologic  disorders  in  addition  to  poly- 
cythemia vera.1-4  Thus  acquired  hemo- 
lytic anemia,15  multiple  myeloma,16-19 
Hodgkin’s  disease,17  Waldenstrom’s  macro- 
globulinemia, 17  diffuse  hypergammaglobu- 
linemia,17 thrombocythemia,19  and  my- 
eloid metaplasia19  have  all  been  described 
coexisting  with  pernicious  anemia.  Leu- 
kemoid  responses  to  infections  occur  in  pa- 
tients with  pernicious  anemia20  as  well  as  in 
patients  with  the  megaloblastic  folic  acid 
deficiency  of  pregnancy.21  Chronic  lym- 
phatic leukemia  coexisting  with  pernicious 
anemia  is  reported  by  several  authors.22-26 
A recent  report  cites  improvement  in  both 
the  pernicious  anemia  and  the  lymphatic 
leukemia  following  therapy  with  vitamin 
Br>.27  At  least  6 cases  of  pernicious  anemia 
complicated  by  acute  granulocytic  leukemia 
have  been  reported28-33  and  at  least  seven 
instances  where  pernicious  anemia  termi- 
nated in  chronic  granulocytic  leuke- 
mia.31’34-38 

Although  megaloblastic  changes  in 
erythrocytes  are  sometimes  seen  in  acute 
myeloblastic  leukemia,  this  observation 
does  not  represent  true  pernicious  anemia 
with  a defect  in  absorption  of  vitamin  B,2 
but  may  represent  ineffective  utilization  of 
vitamin  B12. 

The  unusual  sequence  of  pernicious 
anemia,  polycythemia  vera,  and  chronic 
myelogenous  leukemia  has  only  been  re- 
ported twice,5  6 and  polycythemia  vera  pre- 
ceded by  pernicious  anemia  and  terminat- 
ing in  acute  myelogenous  leukemia  has  only 
been  described  once  before.7 

Polycythemia  vera  is  usually  considered 
a proliferative  disease,  either  benign  or 
malignant,  which  may  terminate  in  acute 
leukemia.  A suggestion  regarding  the 
cause  of  some  cases  of  increased  red  blood 
cell  mass  may  be  deduced  from  the  well-rec- 
ognized associations  of  polycythemia  with 
congenital  heart  disease  or  pulmonary  in- 
sufficiency39 or  neoplasms  of  the  kidney, 
liver,  lung,  brain,  and  uterus.40  In  some 
cases,  excessive  erythropoietic  stimulating 
activity  can  be  demonstrated  in  the  neo- 
plasm. Occasionally  the  polycythemia  dis- 
appears following  extirpation  of  the  tumor. 
Benign  renal  cysts  may  also  show  erythro- 
poietic stimulating  activity.41 

The  termination  of  polycythemia  vera  in 


acute  myeloblastic  leukemia  may  represent 
the  natural  course  of  the  disease.  Recently, 
however,  it  has  been  shown  by  Modan  and 
Lilienfeld42  that  this  fatal  outcome  of  poly- 
cythemia is  related  to  radioactive  phos- 
phorus administration  or  x-ray  therapy  of 
the  polycythemia. 

Polycythemia  is  certainly  a proliferative 
disorder  and,  since  pernicious  anemia  is  a 
deficiency  disease,  the  simultaneous  occur- 
rence of  both  diseases  in  the  same  patient  is 
probably  coincidental.  However,  Barath 
and  Fulop43  postulate  that  pernicious  ane- 
mia and  polycythemia  vera  are  opposite 
extremes  of  a spectrum  of  underproduction 
and  overproduction  of  myeloid  elements. 
Morris44  also  considers  polycythemia  to  be 
the  antithesis  of  pernicious  anemia  with 
over-  and  underproduction  respectively  of 
“Addison”  (intrinsic  factor)  in  the  two  dis- 
eases, analogous  to  hypo-  and  hyperthy- 
roidism. Engel  and  Stickney2  postulate 
that  the  failure  of  the  erythropoiesis-stimu- 
lating  factor  to  return  to  normal  levels  fol- 
lowing treatment  of  pernicious  anemia  may 
lead  to  polycythemia  vera.  Douglas  and 
Rif  kind 4 suggest  that  polycythemia  in- 
creases the  requirements  for  vitamin  B12  for 
erythropoiesis,  thus  accelerating  a tendency 
for  a vitamin  B,2  deficiency  to  manifest 
itself. 

Another  possible  relationship  between 
pernicious  anemia  and  polycythemia  vera 
is  the  following:  During  the  period  of 

megaloblastic  anemia  due  to  vitamin  Bi2 
deficiency,  there  is  marked  proliferation  of 
the  red  cell  compartment,  albeit  in  an  ab- 
normal manner.  When  vitamin  Bt2  is  sup- 
plied, the  red  cells  are  able  to  be  formed  in  a 
normal  manner,  but  the  proliferative  activ- 
ity of  the  bone  marrow  in  certain  individu- 
als may  not  return  to  a normal  level.  Thus 
an  overproduction  of  erythroid  cells  results. 
Similarly  the  granulocytic  abnormalities 
present  during  vitamin  BI2  deficiency,  such 
as  giant  metamyelocytes,  may  not  revert  to 
normal  but  overshoot.  The  bone  marrow 
may  respond  as  a unit,  and  this  would 
account  for  the  leukocytosis  and  thrombo- 
cytosis sometimes  seen  following  cyanoco- 
balamin  therapy.19 

However,  pernicious  anemia  and  polycy- 
themia probably  have  different  causes.  In 
addition,  polycythemia  has  been  reported 
following  folic  acid  therapy12  and  following 
vitamin  Bi2  treatment  of  a megaloblastic 
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anemia  secondary  to  gastrectomy. 11  These 
facts  lead  one  to  believe  that  the  coexistence 
of  polycythemia  vera  and  pernicious  anemia 
in  one  patient  is  coincidental. 

Summary 

A patient  who  had  pernicious  anemia, 
polycythemia  vera,  and  acute  myelogenous 
leukemia  in  sequence  is  reported. 

Acknowledgments.  The  authors  are  indebted  to 
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Maneuvers  for  inflating  the  middle 
ear  are  contraindicated  in  the  presence  of 
purulent  infection  in  the  nasopharynx, 
eustachian  tubes,  or  middle  ear.1  Over- 
enthusiastic  use  of  Politzer’s  method  of 
middle  ear  inflation  by  a patient  resulted 
in  bilateral,  purulent,  otitis  media  followed 
within  hours  by  the  development  of  Hemo- 
philus influenzae  meningitis.  We  believe 
that  this  is  the  first  time  such  an  occurrence 
has  been  reported. 

Case  report 

A forty-one-year-old  dentist  employed 
Politzer’s  maneuver  daily  during  May  and 
June  of  each  year  to  inflate  bilaterally  re- 
tracted ear  drums  and  improve  his  hearing. 
The  otitis  was  serous,  and  since  this  condi- 
tion was  accompanied  by  sneezing  and  itch- 
ing, it  was  thought  to  be  allergic  in  nature. 
To  perform  Politzer’s  maneuver  air  is  in- 
troduced into  a nostril  from  a bulb  with  the 
other  nostril  pinched  closed,  while  the  in- 
dividual swallows,  pronounces  K-K-K,  or 
holds  water  in  his  mouth.2  Air  rushes  up 
the  eustachian  tube  into  the  middle  ear. 

During  January,  1966,  the  patient  de- 


veloped sinusitis  and  a postnasal  drip  de- 
scribed by  his  wife  as  green  in  color.  He 
began  to  experience  difficulty  in  hearing, 
and  by  employing  Politzer’s  technic  2 or  3 
times  a day  always  managed  to  improve 
his  hearing.  One  day,  brief  use  of  the  tech- 
nic failed,  and  he  continually  repeated  the 
air  insufflation  over  a ten-minute  period 
without  success.  Bilateral  ear  pain,  nausea, 
vomiting,  fever,  and  chills  developed  rap- 
idly. He  was  examined  and  found  to  have 
a temperature  of  104  F.  His  right  ear  drum 
was  bulging,  red,  and  granular.  There  was 
no  nuchal  rigidity.  The  remainder  of  the 
examination  was  normal.  He  was  injected 
with  300,000  units  of  procaine  penicillin, 

300.000  units  of  crystalline  penicillin,  and 

600.000  units  of  benzathine  penicillin. 

Within  six  hours  his  fever  remitted,  but 

he  became  disoriented  and  somnolent.  He 
was  seen  again,  found  to  have  nuchal  ri- 
gidity, and  was  admitted  to  the  hospital. 
On  admission  he  was  disoriented  and  alter- 
nately somnolent  and  combative.  Both 
ear  drums  were  injected  and  bulging.  His 
pharynx  was  slightly  red.  Nuchal  rigidity 
was  present.  Lumbar  puncture  revealed 
cloudy  fluid  with  a cell  count  of  9,600  per 
milliliter;  98  per  cent  of  the  cells  were  poly- 
morphonuclear leukocytes.  Direct  gram 
stain  of  the  spinal  fluid  exhibited  a gram- 
negative rod  which  gave  a positive  quellung 
reaction  for  Hemophilus  influenzae,  type  B. 
The  same  organism  was  cultured  from  his 
spinal  fluid. 

Intravenous  therapy  using  sulfadiazine 
and  chloramphenicol  was  begun.  After 
ninety-six  hours  of  treatment  he  was  alert, 
oriented,  and  showed  no  neurologic  abnor- 
mality. Subsequent  electroencephalogram, 
skull  films,  and  complete  sinus  films  re- 
vealed no  abnormalities.  Blood  glucose 
determinations  and  electrophoretic  study  of 
his  immune  globulins  revealed  no  abnor- 
malities. Two  myringotomies  performed 
on  his  right  ear  because  of  residual  hearing 
difficulty  released  small  amounts  of  sterile 
fluid. 

Comment 

The  chief  clinical  characteristics  of 
Hemophilus  influenzae  meningitis — vom- 
iting, nuchal  rigidity,  headache,  lethargy, 
confusion,  and  irritability — are  similar  to 
symptoms  of  bacterial  meningitis  of  any 
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etiology.3  Hemophilus  meningitis,  how- 
ever, is  rare  in  adults  and  until  1962  only 
55  cases  had  been  reported  in  those  over 
the  age  of  twenty.  Purulent  otitis  media 
or  sinusitis  appears  to  be  of  major  etiologic 
importance  in  adults  and  was  present  in  4 
of  a series  of  11  adult  cases.4  The  anatomic 
pathway  to  the  meninges  from  the  ear  is 
along  blood  vessels,  perivascular  or  peri- 
neural sheathes,  and  through  cavities  in 
bone.2  Our  patient’s  maneuver  blew  in- 
fected air  from  his  nasopharynx  directly 
into  his  middle  ear  cavities.  Otitis  media 
and  meningitis  followed  shortly. 

Summary 

The  first  case  of  Hemophilus  meningitis 
resulting  from  incorrect  application  of  an 


Dizziness  as  a feature 
of  specific  diseases 

Six  specific  conditions  of  which  dizziness  is  a 
feature  are  Meniere’s  disease,  multiple  sclerosis, 
vascular  insufficiency,  postviral  labyrinthitis, 
cerebellopontile  angle  lesions,  and  psychoneuro- 
sis. R.  J.  Caparosa,  M.D.,  writing  in  a recent 
issue  of  Postgraduate  Medicine,  notes  that  al- 
though little  can  be  done  in  many  of  these  pa- 
tients, in  certain  ones  symptomatic  care,  sympa- 
thy, antivertiginous  drugs  and,  where  indicated, 
surgery,  may  be  helpful. 

In  Meniere’s  disease  the  dizzy  spells  are  epi- 
sodic, coming  on  without  an  aura  and  lasting 
from  a half  hour  up  to  three  or  four  hours,  leav- 
ing the  patient  feeling  well  or  slightly  weak.  A 
usually  added  feature  in  this  disease  is  tinnitus, 
hearing  loss,  and  a feeling  of  fullness  in  the  ear. 
Treatment  consists  of  sympathy,  patient  avoid- 
ance of  stress,  histamine  sensitization,  and  ad- 
ministration of  propantheline  bromide  (Pro- 
Banthine)  or  phenobarbital. 

The  dizziness  associated  with  multiple  sclero- 
sis may  mimic  that  of  Meniere’s  disease,  but  in 
multiple  sclerosis  the  nystagmus,  instead  of  dis- 


otolaryngologic maneuver  is  reported. 
Pressure  technics  for  correction  of  retracted 
ear  drums  should  not  be  attempted  in  the 
presence  of  bacterial  infection  of  the  si- 
nuses, nasopharynx,  eustachian  tubes,  or 
middle  ears. 

175  King  Street,  Chappaqua, 
New  York  10514  (Dr.  Joffe) 
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appearing  when  the  attack  is  over,  may  persist 
for  weeks  or  indefinitely.  Definitive  diagnosis 
depends  on  study  of  gamma  globulin  in  the 
cerebrospinal  fluid.  The  treatment  consists  of 
symptomatic  care. 

In  vascular  insufficiency  dizziness  is  usually 
precipitated  or  aggravated  by  sudden  move- 
ments. It  is  usually  more  severe  in  the  morn- 
ing. The  patient  should  move  slowly,  and 
nicotinic  acid  may  be  given  for  placebo  effect. 

Postviral  labyrinthitis  may  follow  influenza  of 
other  viral  upper  respiratory  infections  and  per- 
sist for  two  or  three  weeks.  Antivertiginous 
drugs  should  be  given. 

In  cerebellopontile  angle  lesion,  excellent  re- 
sults have  been  obtained  when  eighth-nerve 
tumors  were  removed  through  the  ear.  If  the 
tumors  are  small  enough,  this  procedure  can  be 
carried  out  with  minimal  morbidity  and  mor- 
tality rates.  This  is  in  contrast  to  the  risks  of 
craniotomy.  An  early  sign  is  one-sided  hearing 
loss;  the  dizziness  comes  later.  If  the  patient 
is  already  ataxic,  the  tumor  will  be  large. 

In  psychoneurosis,  although  it  is  common  for 
a psychoneuritic  patient  to  complain  of  dizziness, 
it  should  not  be  forgotten  that  he  is  also  capable 
of  having  severe  organic  disease.  Antivertig- 
inous drugs  or  phenobarbital  may  be  given. 
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T he  coexistence  of  diabetes  mellitus  and 
Addison’s  disease  has  been  documented  in 
recent  reviews, 1-5  and  an  auto-immune 
cause  for  this  association  has  been  sug- 
gested.6 

There  are  three  reports  of  pregnancies 
with  this  dual  complication.7-9  We  wish 
to  describe  the  course  of  pregnancy  in  a 
thirty-year-old  woman  with  diabetes  melli- 
tus and  Addison’s  disease  who  was  previ- 
ously reported  by  Selby. 10 

Case  report 

A thirty-year-old  Caucasian,  gravida  2, 
para  1,  was  referred  to  the  U.S.  Naval 
Hospital,  Bethesda,  Maryland,  on  Novem- 
ber 11,  1965,  at  twenty-seven  weeks  of 
gestation.  The  diagnosis  of  diabetes  melli- 
tus was  made  at  eight  and  a half  years  when 
insulin  therapy  was  begun.  During  her 
first  pregnancy,  at  the  age  of  twenty-four 
years,  she  was  admitted  to  a hospital 
because  of  recurrent  severe  hypoglycemic 
reactions.  Increased  buccal  and  skin  pig- 

* The  opinions  and  assertions  contained  herein  are  those 
of  the  authors  and  are  not  to  be  construed  as  official  or  reflect- 
ing the  views  of  the  Navy  Department. 

t Present  address:  U.S.  Naval  Medical  Research  Unit  2, 
Box  14,  APO,  San  Francisco,  California  96263. 


mentation  was  present,  and  blood  pressure 
was  98/60.  Urinary  17-ketosteroids  and 
17-hydroxycorticoids  were  low  and  the 
response  to  ACTH  inadequate  (Table  I). 
Cortisol  therapy  resulted  in  marked  im- 
provement and  decrease  in  pigmentation. 
Insulin  requirements  rose,  and  she  had  no 
further  severe  hypoglycemic  reactions.  At 
five  months  of  gestation,  she  delivered  a 
premature  infant  which  did  not  survive. 

Since  1961  she  had  remained  on  37.5  mg. 
cortisone  acetate  and  30  to  40  units  NPH 
insulin  daily.  During  her  present  preg- 
nancy, insulin  requirements  rose  in  the 
second  trimester.  Management  became  a 
problem  with  alternating  periods  of  hyper- 
and  hypoglycemia,  and  she  was  transferred 
to  this  hospital.  At  the  time  of  admission, 
she  was  taking  50  units  of  NPH  insulin 
with  5 units  of  crystalline  insulin  in  the 
morning  and  5 to  10  units  of  NPH  insulin 
in  the  afternoon. 

Physical  examination.  The  blood 
pressure  was  100/60.  Height  was  5 feet 
and  33A  inches.  Weight  was  122  pounds. 
The  usual  nonpregnant  weight  was  110 
pounds.  Capillary  microaneurysms  were 
present.  Peripheral  chorioretinal  lesions 
suggestive  of  histoplasmosis  were  noted  in 
both  eyes.  There  was  slight  ankle  edema. 

Laboratory  studies.  Urinalysis  gave 
normal  results  except  for  4 plus  glycosuria; 
hemoglobin  was  11.2  Gm.  per  100  ml.; 
hematocrit  35;  white  blood  cell  count 
11,000  with  81  per  cent  neutrophils;  fasting 
blood  sugar  198  mg.  per  100  ml.;  blood 
urea  nitrogen  15  mg.  per  100  ml.;  sodium 
133  mEq.  per  liter;  potassium  4 mEq. 
per  liter;  carbon  dioxide  21  mEq.  per 
liter;  chloride  104  mEq.  per  liter;  creat- 
inine 0.8  mg.  per  100  ml.;  protein- bound 
iodine  7 micrograms  per  100  ml.;  and  tri- 
iodothyronine red  blood  cell  uptake  10.5 
per  100  ml.,  normal  in  our  laboratory  dur- 
ing pregnancy.  Electrocardiogram  gave 
normal  results.  Chest  x-ray  film  revealed 
bilateral  hilar  calcifications.  Skin  tests 
with  purified  protein  derivative-S  (5  test 
units),  purified  protein  derivative-G  (Gauss 
strain),  purified  protein  derivative-B  (Bat- 
tey  strain),  coccidioidin,  and  purified  pro- 
tein derivative  2 (250  test  units)  gave  nega- 
tive findings.  Histoplasmin  skin  test 
caused  a 10-mm.  induration.  Urinary  ster- 
oid values  are  given  in  Table  I. 

Course.  The  cortisone  acetate  dosage 
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TABLE  I.  Urinary  excretion  of  17-ketosteroids  and  17-hydroxycorticoids 


Date 

17-ketosteroids 
(mg.  per 
twenty-four 
hours) 

17-hydroxycorti- 
coids (mg.  per 
twenty-four 

hours)  Remarks 

January,  I96010 

3.3 

5.0 

Control 

January,  I96010 

4.1 

8.0 

Third  day  following  40  units  of  ACTH  gel  intra- 
muscularly twice  daily  for  three  days 

November,  1965 

15 

13.2 

4.4 

Pregnant  and  receiving  37.5  mg.  cortisone  acetate 
daily 

22 

13.5 

5.0 

Pregnant  and  receiving  37.5  mg.  cortisone  acetate 
daily 

29 

11.1 

4.7 

Pregnant  and  receiving  37.5  mg.  cortisone  acetate 
daily 

December,  1965 

6 

12.6 

3.9 

Pregnant  and  receiving  37.5  mg.  cortisone  acetate 
daily 

13 

9.8 

3.4 

Pregnant  and  receiving  37.5  mg.  cortisone  acetate 
daily 

January,  1966 

10 

Delivered  mature  infant 

19 

3.4 

1.3 

Dexamethasone  2.25  mg.  per  day 

20 

2.8 

0.53 

Dexamethasone  2.25  mg.  per  day 

21 

2.1 

1.6 

Dexamethasone  2.25  mg.  per  day 

22 

3.1 

0.48 

Dexamethasone  2.25  mg.  per  day 

23 

3.2 

0 

Dexamethasone  2.25  mg.  per  day 

24 

5.2 

1.7 

Dexamethasone  2.25  mg.  per  day 

25 

6.0 

0 

Dexamethasone  2.25  mg.  per  day,  ACTH  gel  40 
units  intramuscularly  twice  daily 

26 

6.3 

0.89 

Dexamethasone  2.25  mg.  per  day,  ACTH  gel  40 
units  intramuscularly  twice  daily 

28 

2.6 

0.76 

Dexamethasone  2.25  mg.  per  day,  ACTH  gel  40 
units  intramuscularly  twice  daily 

29 

1.4 

0 

Dexamethasone  2.25  mg.  per  day,  ACTH  gel  40 
units  intramuscularly  twice  daily 

of  37.5  mg.  per  day  was  not  changed. 
Ankle  edema  occurred  intermittently,  and 
mineralo-corticoids  were  not  necessary. 
To  prevent  frequent  hypoglycemic  reac- 
tions, the  diet  was  raised  from  1,800 
to  2,000  to  2,400  calories  with  afternoon 
and  bedtime  snacks.  NPH  insulin  dosage 
gradually  increased  until  mid-December, 
thirty-three  weeks  of  gestation,  when  she 
was  receiving  80  units  in  the  morning  and 
10  units  at  bedtime.  Twenty-four-hour 
urine  glucose  varied  between  14  and  34 
Gm.  On  December  16,  thirty-three  and  a 
half  weeks  of  gestation,  she  had  her  first 
hypoglycemic  reaction  (blood  sugar  37 
mg.  per  100  ml.).  At  thirty-four  and  a 
half  weeks  of  gestation,  polyhydramnios 
was  clinically  suspected.  Diuretic  therapy 
was  instituted,  and  excess  salt  was  avoided. 
Weight  decreased  from  133  V*  pounds  on 
December  24  to  123  '/2  pounds  on  January 
10.  Insulin  dosage  was  gradually  reduced, 
and  on  the  day  prior  to  delivery,  January 


10,  she  received  50  units  of  NPH  insulin. 
Hypoglycemic  reactions  occurred  occasion- 
ally (Fig.  1). 

At  thirty-seven  weeks  of  gestation,  three 
days  before  planned  cesarean  section,  corti- 
sone acetate  was  increased  to  50  mg.  per 
day.  On  the  day  prior  to  the  planned 
procedure,  she  had  an  uneventful  spontane- 
ous labor,  delivering  an  8-pound  3-ounce 
female  infant  with  an  Apgar  score  of  6 from 
a breech  presentation  under  saddle  block 
anesthesia.11 

On  the  morning  of  delivery,  NPH  insulin 
was  reduced  to  10  units.  An  intravenous 
infusion  of  5 per  cent  dextrose  was  con- 
tinued until  evening.  Crystalline  insulin 
was  used  as  necessary.  During  labor  she 
was  given  100  mg.  of  hydrocortisone  hemi- 
succinate  intravenously,  followed  by  corti- 
sone acetate  25  mg.  intramuscular  every 
eight  hours  for  3 doses.  No  mineralo-corti- 
coids were  used.  On  the  second  post- 
partum day,  37.5  mg.  of  cortisone  acetate 
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FIGURE  1.  Fasting  blood  sugars,  urinary  estriol  excretion,  and  daily  insulin  and  cortisone  dosage. 


orally  and  30  units  of  NPH  insulin  were 
given.  On  the  eighth  postpartum  day, 
cortisone  acetate  was  changed  to  dexa- 
methasone  0.75  mg.  three  times  a day, 
and  one  week  later  a stimulation  study  with 
ACTH  gel  40  units  intramuscularly  twice 
daily  for  five  days  was  performed.  The 
adrenal  glands  were  unresponsive  (Table 
I).  Cortisone  acetate  12.5  mg.  three  times 
a day  was  resumed.  Insulin  requirements 
returned  to  prepregnancy  levels  of  35 
units  of  NPH  insulin  and  5 units  of  crystal- 
line insulin  daily. 

The  baby  did  well  initially.  On  the  fifth 
day  after  birth,  a heart  murmur  having 
both  systolic  and  diastolic  components  was 
heard.  Respiratory  distress  occurred,  and 
congestive  heart  failure  with  cyanosis  on 
crying  developed  despite  digitalization. 
Cardiac  catherization  was  followed  by  an 
emergency  thoracotomy  with  a pulmonary 
banding  operation.  The  infant  died 
shortly  following  the  procedure.  Autopsy 
showed  normal  adrenal  glands  and  pan- 
creas. Severe  congenital  heart  disease 
was  present  with  common  ventricle;  func- 
tional mitral  valvular  stenosis;  atrial  septal 
defect;  defective  rotation  of  the  great 


vessels,  atria,  and  ventricles;  and  myo- 
cardial hypertrophy. 

Immunologic  studies.  Antibodies  to 
thyroid,  adrenal,  and  gastric  mucosa  per- 
formed by  fixed  and  unfixed  Coomb’s  tech- 
nic and  agglutinins  to  adrenal  tissue  were 
not  demonstrated  in  maternal  or  cord  blood 
sera.*  Fluorescent  antibody  complement 
test  on  the  infant’s  adrenal  gland  gave  neg- 
ative results,  f 

Comment 

The  association  of  Addison’s  disease  and 
diabetes  mellitus  has  been  stressed,1-4  and 
a recent  review  cites  113  collected  cases.5 
Thyroid  insufficiency  may  coexist 
(Schmidt’s  syndrome).  An  auto-immune 
cause  has  been  proposed  for  such  multiple 
endocrine  deficiencies  as  well  as  for  some 
cases  of  isolated  Addison’s  disease.  Fifty 
per  cent  of  71  patients  with  Addison’s 
disease  were  found  to  have  circulating 
adrenal  antibodies,  and  in  two  thirds  of 

* Performed  by  Robert  M.  Blizzard,  M.D.,  Johns  Hopkins 
Hospital,  Baltimore,  Maryland. 

f Performed  by  Kenneth  W.  Sell,  M.D.,  Tissue  Bank, 
National  Naval  Medical  Center  Bethesda,  Maryland. 
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these,  complement-fixing  antibodies  were 
also  present.6  In  a recent  study  of  two 
families  with  hereditary  Addison’s  disease, 
diabetes  mellitus  was  found  in  only  one 
family.12  This  suggests  that  this  form  of 
Addison’s  disease  and  diabetes  mellitus  do 
not  represent  a single  genetic  defect. 

Our  patient  is  believed  to  have  an  in- 
fectious cause,  histoplasmosis,  for  her  Addi- 
son’s disease,  as  was  proposed  by  Selby  in 
1962. 10  No  adrenal  antibodies  were  de- 
tected in  her  sera.  She  had  a positive 
histoplasmin  skin  test  result,  bilateral  hilar 
calcifications  on  chest  x-ray,  peripheral 
chorioretinal  lesions,  and  spent  her  early 
years  in  western  Kentucky,  an  endemic 
area  for  histoplasmosis. 

We  were  able  to  find  only  three  reports 
of  pregnancy  in  association  with  diabetes 
mellitus  and  Addison’s  disease.7-9  Osier 
and  Pedersen’s9  case  developed  diabetes 
mellitus  shortly  after  treatment  of  Addi- 
son’s disease  with  cortisone  was  instituted. 
She  was  hospitalized  from  confirmation  of 
pregnancy  until  delivery  and  managed  with 
cortisone,  desoxy  corticosterone  acetate, 
salt,  diet,  and  insulin.  Hydramnios  devel- 
oped, and  the  fetus  died  before  planned 
cesarean  section.  Gurling,  Rackow,  and 
Smith’s7  case  developed  diabetes  mellitus 
requiring  insulin  in  the  fifth  month  of 
pregnancy.  The  infant  was  born  alive  in 
the  thirty-eighth  week  spontaneously.  The 
patient  went  into  shock  from  a ruptured 
uterus  immediately  thereafter,  but  re- 
covered following  treatment  with  blood 
transfusions,  intravenous  fluids,  and  corti- 
sone. Rambert  and  Herve’s8  patient  be- 
came pregnant  after  the  diagnosis  of  Ad- 
dison’s disease  was  made.  A full-term 
normal  infant  was  delivered  by  cesarean 
section.  Blood  sugars  were  normal  during 
pregnancy,  but  she  had  a diabetic  glucose 
tolerance  curve  after  delivery.  During  a 
second  pregnancy  two  years  later,  cortisone 
was  reduced  by  half  in  the  sixth  month  of 
gestation.  Adrenal  cortical  insufficiency 
developed  within  one  week.  Hyperglyce- 
mia, hyperkalemia,  and  acidosis  followed 
treatment  with  large  doses  of  cortisone  and 
intravenous  fluids.  The  fetus  did  not  sur- 
vive. Insulin  was  not  necessary  in  the 
postpartum  period,  although  the  diabetic 
glucose  tolerance  curve  persisted. 

As  is  noted  from  these  case  reports,  com- 
plications are  frequent  in  these  patients. 


From  the  experience  with  our  case,  the 
following  is  selected  for  comment: 

1.  Hospitalization  early  in  the  preg- 
nancy is  desirable. 

2.  Cesarean  section  is  planned  at  thirty- 
seven  to  thirty-eight  weeks  of  gestation. 

3.  Management  of  Addison’s  disease  is 
adjusted  to  ensure  well-being  and  electrolyte 
balance.  Adequate  gluco-corticoid  support 
for  our  patient  throughout  pregnancy  was 
provided  with  37.5  mg.  of  cortisone  acetate 
(Fig.  1).  Additional  mineralo-corticoids 
were  not  required;  indeed,  diuretics  had  to 
be  administered  for  excessive  fluid  retention. 
Edema  is  uncommon  in  Addisonian  sub- 
jects receiving  maintenance  doses  of  corti- 
sone and  had  not  been  a problem  in  our 
patient  prior  to  pregnancy.  Progesterone 
may  play  an  important  part  in  sodium 
balance.  The  secretion  of  this  steroid 
appears  to  be  linked  to  that  of  aldosterone. 13 

4.  Insulin  is  adjusted  frequently  to 
meet  the  changing  requirements  during 
pregnancy.  In  the  first  trimester,  insulin 
sensitivity  is  frequently  increased.  With 
growth  of  the  placenta,  insulin  antagonists 
(placental  lactogen)  are  produced,  and  the 
degradation  of  insulin  by  the  placenta  is 
accelerated.1415  These  rising  insulin  re- 
quirements are  met  if  keto-acidosis  with 
its  threat  to  fetal  survival  is  to  be  avoided. 
Because  hypoglycemia  can  precipitate  early 
labor,  recurrent  reactions  because  of  overly 
strict  control  are  equally  unacceptable. 
Frequent  blood  sugar  determinations  are 
necessary,  since  renal  threshold  during 
pregnancy  may  be  low  (approximately 
120  mg.  per  100  ml.  in  our  patient).16 

5.  During  delivery  additional  adreno- 
corticosteroids  are  required.  Administra- 
tion of  intramuscular  cortisone  acetate, 
which  is  effective  for  eight  to  twelve  hours, 
together  with  an  infusion  of  short-acting 
hydrocortisone  hemisuccinate,  is  advanta- 
geous. Since  insulin  requirement  will  fall 
abruptly  after  parturition,  less  insulin  is 
given  on  the  morning  of  delivery.  On  the 
first  postpartum  day,  insulin  is  admin- 
istered according  to  results  of  urine  and 
blood  tests.  Thereafter,  prepregnancy  lev- 
els are  resumed.  Increasing  the  dosage 
of  corticosteroids  several  days  prior  to 
delivery  is  a matter  of  individual  preference. 

6.  Clinical  evaluation,  fetal  electro- 
cardiography, ultrasonic  Doppler’s  inspec- 
tion of  fetal  heart  beat  and  movements,17 
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and  estriol  and  pregnanediol  excretion  are 
helpful  parameters  of  fetal  viability.  The 
major  estrogen  of  pregnancy,  estriol,  is 
synthesized  by  the  placenta  from  fetal 
16  alpha-hydroxydehydroepiandrosterone. 18 
Values  under  4 mg.  per  day  during  the 
third  trimester  are  usually  considered  in- 
compatible with  survival  of  the  fetus  in 
utero  for  more  than  forty-eight  hours.16 
A fall  in  insulin  requirements  suggests 
decreased  production  of  insulin  antagonists, 
placental  lactogen,  and  implies  danger  to 
the  fetus.  In  our  patient  estriol  excretion 
remained  adequate,  and  Doppler  ultra- 
sonic fetal  heartbeats  were  normal  despite 
falling  insulin  requirements  during  the 
thirty-fourth  week  of  gestation  (Fig.  1). 
A falling  protein-bound  iodine  and/or  a 
rising  triiodothyronine  red  blood  cell 
uptake  during  pregnancy  may  also  signal 
impending  fetal  death,  since  the  increase  in 
thyroxine-binding  globulin  which  elevates 
the  protein-bound  iodine  and  depresses  the 
triiodothyronine  red  blood  cell  uptake 
during  gestation  is  dependent  on  adequate 
estrogen  production. 

Summary 

The  case  of  a thirty-year-old  female  with 
diabetes  mellitus  and  Addison’s  disease 
during  pregnancy  is  reported  and  manage- 
ment discussed.  This  is  the  fourth  known 
case  in  the  literature.  We  believe  that  this 
association  will  become  more  frequent  as 
medical  management  of  the  two  endocrine 
disturbances  improves. 
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Auto-immune  hemolytic  anemia  is  a 
symptom  that  commonly  occurs  during  the 
course  of  chronic  malignant  lymphoprolifer- 
ative  diseases  such  as  chronic  lymphocytic 
leukemia  and  lymphosarcoma.  The  fre- 
quency of  this  symptom  has  been  reported 
as  high  as  30  per  cent.1-3  This  hemolytic 
syndrome,  evidenced  by  anemia,  reticulocy- 
tosis,  and  a positive  antihuman  globulin 
test  result,  occurs,  with  rare  exception,  in 
close  temporal  relationship  to  the  time  of 
diagnosis  of  the  lymphoid  tumor.13  Sur- 
vival of  patients  with  lymphosarcoma,  par- 
ticularly when  small-bowel  involvement 
occurs,  is  usually  quite  short.4  5 The  pres- 
ent case  is  of  interest  on  two  accounts. 
First,  the  patient  has  survived  and  still  ap- 
pears to  be  free  of  tumor  after  seventeen 
years  (as  far  as  can  be  determined  by  our 
tests),  despite  the  widespread  intra-abdom- 

* Supported  by  funds  from  The  Zelda  Grossberg  Leukemia 
Foundation,  The  Health  Research  Council  of  the  City  of  New 
York  (U-1702),  and  Damon  Runyon  Memorial  Fund 
(DR6-911). 


inal  disease  at  the  time  of  laparotomy,  and 
the  fact  that  no  therapy  was  administered. 
Second,  and  perhaps  more  interesting,  is 
that  auto-immune  hemolytic  anemia  first 
made  its  appearance  fifteen  years  after  the 
initial  diagnosis  of  lymphosarcoma.  This 
is  an  exceedingly  long  interval  when  com- 
pared with  cases  previously  described  by 
others.1-3 

Case  report 

A twenty-six-year-old  white  Hebrew 
male  was  admitted  to  The  Brookdale  Hos- 
pital Center  for  the  fourth  time  in  July, 
1964.  His  chief  complaints  at  that  time 
were  headaches  of  three  months  duration, 
severe  particularly  in  the  morning.  Ac- 
companying these  headaches  was  increas- 
ing weakness,  fatigability,  and  dark  urine. 
Historic  review  indicated  that  at  the  age  of 
eight,  1949,  he  had  first  been  admitted  to 
this  hospital  with  severe  abdominal  pain. 
A laparotomy  was  performed,  and  a tumor 
of  the  jejunum  and  enlarged  regional  lymph 
nodes  were  found  and  removed.  Histo- 
logic study  revealed  lymphosarcoma  with 
ulceration  of  the  jejunal  tumor.  The  re- 
gional lymph  nodes  also  showed  lymphosar- 
coma. No  radiation  or  chemotherapy  were 
administered.  In  the  ensuing  years,  the 
patient  has  failed  to  demonstrate  any  evi- 
dence of  recurrence.  He  has  had  two  ad- 
missions, one  in  1954  and  one  early  in  1964 
for  renal  calculi.  The  remainder  of  the 
history  is  unrevealing. 

Physical  examination.  The  physical 
examination  revealed  a well-developed, 
well- nourished  white  male  with  pallor  and 
scleral  icterus.  There  was  no  significant 
lymphadenopathy  or  organomegaly.  Lab- 
oratory studies  indicated  hemoglobin  4.6 
Gm.  per  100  ml.,  reticulocyte  count  of 
26  per  cent,  and  positive  direct  and  in- 
direct Coombs’  test  results.  Bone  mar- 
row showed  marked  erythroid  hyperplasia. 
All  preparations  gave  negative  results. 
X-ray  films  of  the  chest,  barium  enema, 
and  upper  gastrointestinal  and  intravenous 
pyelograms  were  nonrevealing.  The  di- 
agnosis of  auto-immune  hemolytic  anemia 
was  made,  and  therapy  with  80  mg. 
of  prednisone  a day  was  initiated.  The 
therapeutic  response  was  satisfactory,  and 
the  steroids  were  then  reduced  to  a level  of 
10  mg.  per  day  and  have  been  maintained 
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on  that  level.  The  patient  has  been  seen  in 
the  ambulatory  clinic  and  has  sustained  a 
good  subjective  response  and  an  adequate 
hemoglobin  of  13  Gm.  per  100  ml.  There 
is,  however,  persistent  evidence  of  hemoly- 
sis, elevated  reticulocyte  count  of  6 per  cent, 
and  a positive  Coombs’  test  result,  both 
direct  and  indirect. 

Comment 

Although  the  physical  examination  and 
available  x-ray  studies  prior  to  steroid 
therapy  failed  to  disclose  evidence  of  the 
original  tumor  at  this  time,  the  patient’s 
refusal  to  undergo  more  extensive  studies, 
liver  or  scalene  node  biopsy,  limit  the  as- 
suredness with  which  we  can  assess  whether 
or  not  the  lymphosarcoma  is  persisting. 

Reports  from  other  groups  indicate  that 
the  expected  survival  when  lymphosarcoma 
involves  small  intestine  is  about  four  to  six 
months4-6;  although  occasional  cases  with 
survivals  up  to  nine  years  have  been  re- 
ported.6 The  present  case  is  of  follow-up 
interest  because  he  was  originally  included 
in  Mestel’s  study  in  1959s  at  which  time  he 
was  the  only  survivor,  ten  years  post  diag- 
nosis, of  the  13  cases  reported  by  that  au- 
thor. Review  of  the  circumstances  that 
may  account  for  his  favorable  course  is  un- 
fortunately disappointing.  While  hemo- 
lytic anemia  may  occur  with  the  frequency  of 
30  per  cent  during  the  course  of  malignant 
lymphoproliferative  disease,  the  occurrence 
of  this  symptom  is  extremely  unusual  after 
such  a lengthy  period  of  freedom  from  other 
manifestations  of  the  tumor. 12  For  exam- 
ple, in  the  cases  studied  by  Videbaek,2  the 
longest  interval  between  the  initial  diagno- 
sis of  lymphoproliferative  disease  and  auto- 
immune hemolytic  anemia  was  twelve  years 
in  1 patient. 

The  most  compelling  reason  for  consider- 
ing that  this  individual  continues  to  harbor 
tumor  is,  in  fact,  the  observation  that  auto- 
immune hemolytic  anemia  does  have  such 
an  inordinately  high  association  with  lym- 
phosarcoma.1-3’1 The  high  incidence  of 
auto-immune  hemolytic  anemia  in  lympho- 
proliferative disease  has  been  explained  on 
the  basis  of  a mutant  lymphoid  population 
which  maintains  the  property  of  immuno- 
logic competence.8  9 Presumably,  this  cell 
population  fails  to  recognize  the  host 
erythrocytes  as  being  part  of  the  host  itself. 


This  loss  of  tolerance  to  self  by  the  tumor 
has  been  likened  to  the  experimental  cir- 
cumstance of  runt  disease  or  the  graft  ver- 
sus host  response.10  Runt  disease,  a syn- 
drome seen  in  laboratory  animals,  is  charac- 
terized by  a failure  to  thrive,  weight  loss, 
dermatitis,  diarrhea,  splenomegaly,  a posi- 
tive direct  Coombs’  test  result,  and  leuko- 
penia. This  complex  can  readily  be  in- 
duced when  the  offspring  (F1  hybrid  or 
host)  resulting  from  the  mating  of  two  dif- 
ferent, highly  inbred  mouse  strains,  is  in- 
jected with  the  suspension  of  maternal 
(graft)  spleen  cells.  Presumably,  the  host 
is  unable  to  recognize  the  maternal  cells  as 
being  different  from  itself  since  they  both, 
in  fact,  share  the  same  maternal  genetic 
makeup.  The  inoculated  cells,  on  the 
other  hand,  being  immunologically  com- 
petent and,  therefore,  capable  of  recogniz- 
ing the  paternal  contribution  to  the  growing 
fetus  as  foreign,  mount  an  immunologic  at- 
tack on  the  fetal  host.  Runting  may  be 
visualized  as  a graft  (the  maternal  cell)  ver- 
sus host  (the  developing  fetus)  reaction. 
The  mechanism  by  which  the  relative 
equanimity  between  the  graft  and  host  may 
be  disturbed  is  not  clear.  It  has  been  sug- 
gested that  some  trigger  mechanism  may  be 
required  to  disrupt  the  state  of  harmony. 
This  trigger  mechanism  may  be  therapy  for 
the  tumor  itself,  such  as  radiation  or  an 
alkylating  agent.1112  Pertinent  with  re- 
gard to  this  speculation  are  the  animal  ex- 
periments of  Schwartz  and  Beldotti. 11 
Mice,  for  reasons  not  explained,  that  failed 
to  develop  runt  disease  following  the  injec- 
tion of  parental  spleen  cells,  were  permitted 
to  rest  for  six  months.  At  that  time,  when 
clinical  and  serologic  test  results  appeared 
to  be  normal,  400  r of  total  body  radiation 
was  administered  to  the  animals.  These 
experimental  subjects  then  promptly  devel- 
oped a rapidly  progressive  and  fatal  runting 
syndrome  with  all  the  parameters  of  the 
graft  versus  host  response.  This  clear  set 
of  experiments  suggest  that  immunologi- 
cally competent  cells  may,  in  fact,  lie  dor- 
mant for  variable  periods  of  time  and  are 
called  to  attack  only  when  some  trigger 
mechanism  supervenes  with  resultant  auto- 
aggressive  disease.  Specific  questioning  of 
our  patient,  however,  failed  to  reveal  any 
obvious  inciting  agent  to  account  for  the  on- 
set of  auto-immune  hemolytic  anemia 
seventeen  years  after  the  initial  diagnosis 
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and  at  a time  when  he  was  apparently  free 
of  tumor.  The  relation  of  chronic  lympho- 
proliferative  disease  and  auto-immunity  has 
been  commented  on  by  many  authors.8  9 
It  has  been  suggested  that  persistent  im- 
munization may  eventually  result  in  au- 
tonomous growth  of  the  immunologically 
competent  or  lymphosarcoma  cells.  The 
course  followed  by  our  patient,  on  the  other 
hand,  would  suggest  that,  in  fact,  the  path- 
way may  be  a reversible  one;  namely 
chronic  lymphoproliferative  disease  of  a 
malignant  type  may,  for  reasons  not  at  all 
clear  at  present,  revert  to  a more  benign 
(from  clinical  and  morphologic  points) 
state.  This  hypothesis  has  not,  to  our 
knowledge,  been  proferred  previously  and 
offers  interesting  possibilities  for  new  exper- 
imental approaches. 

Summary 

A case  with  unexpectedly  long  survival 
following  the  findings  of  widespread  intra- 
abdominal lymphosarcoma  and  the  ex- 
traordinarily late  development  of  auto- 
immune hemolytic  anemia  is  described. 
The  relevant  literature  is  reviewed,  and  the 
possibility  that  malignant  lymphoprolifera- 


tive disease  may  convert  to  a 
hyperimmunity  is  suggested. 


state  of 


Acknowledgment.  The  authors  thank  Felix  Wrob- 
lewski,  M.D.,  Director  of  Medicine  and  Medical  Education, 
for  his  constructive  review  of  the  manuscript. 


References 


1.  Rosenthal,  M.  C.,  et  al .;  The  auto-immune  hemolytic 
anemia  of  malignant  lymphocytic  disease,  Blood  10:  197 

(1955). 

2.  Videbaek,  A.:  Primary  (idiopathic)  auto-immune 

haemolytic  anaemia,  Acta  med.  scandinav.  171:  449  (1962). 

3.  Dacie,  J.  V.:  The  hemolytic  anemias  (congenital  and 
acquired),  in  The  Autoimmune  Hemolytic  Anemias,  11th  ed., 
New  York,  Grune  & Stratton,  Inc.,  1962,  pt.  2,  p.  594. 

4.  Usher,  F.  C.,  and  Dixon,  E.  F.:  Lymphosarcoma  of 
the  intestines,  Gastroenterology  1:  166  (1943). 

5.  Mestel,  A.  L.:  Lymphosarcoma  of  the  small  intes- 
tines in  infancy  and  childhood,  Ann.  Surg.  149:  87  (1959). 

6.  Charache,  H.:  Primary  lymphosarcoma  of  the  intes- 
tine, Am.  J.  Surg.  59:  601  (1943). 

7.  Dausset,  J.,  and  Colombani,  J.:  The  serology  and 
the  prognosis  of  128  cases  of  autoimmune  hemolytic  anemia. 
Blood  14:  1280  (1959). 

8.  Fudenberg,  H.  H.:  Immunologic  deficiency,  auto- 

immune disease,  and  lymphoma:  observations,  implications, 
and  speculations,  Arthritis  Rheum.  9 : 464  (June)  1966. 

9.  Dameshek,  W.,  Schwartz,  R.,  and  Oliver,  H.:  Cur- 
rent concepts  of  autoimmunization:  an  interpretive  review, 
Blood  17:  775  (1961). 

10.  Oliner,  H.,  Schwartz,  R.,  and  Dameshek,  W.:  Studies 
in  experimental  autoimmune  disorders.  I.  Clinical  and 
laboratory  features  of  autoimmunization  (runt  disease)  in 
the  mouse,  ibid.  17:  20  (1961). 

11.  Schwartz,  R.  S.,  and  Beldotti,  L.:  Hemologous  dis- 
ease reactivation  by  x-radiation,  Science  140:  171  (1963). 

12.  Lewis,  F.  B.,  Schwartz,  R.  S.,  and  Dameshek,  W.: 
X-radiation  and  alkylating  agents  as  possible  “trigger” 
mechanisms  in  the  autoimmune  complications  of  malignant 
lymphoproliferative  disease,  Clin.  Exp.  Immun.  1:  3 (1966)* 


Medical  Society  of  the  State  of  New  York 
Annual  Convention 


February  11  through  15,  1968 
The  Americana,  New  York  City 


2134  New  York  State  Journal  of  Medicine 


August  1,  1967 


Intussusception  Due  to 
Pyogenic  Granuloma  of  Ileum 

BENJAMIN  A.  PAYSON,  M.D. 

New  York  City 
CHARLES  M.  KARPAS,  M.D. 

New  York  City 
PHILIP  EXELBY,  M.D. 

New  York  City 

Attending  Surgeon  (Dr.  Payson),  Chairman, 
Department  of  Pathology  (Dr.  Karpas), 
Senior  Surgical  Resident 
(Dr.  Exelby),  Beekman-Downtown  Hospital 


Benign  lesions  of  the  gastrointesti- 
nal tract  arise  from  a variety  of  mesenchy- 
mal and  epithelial  structures  and,  less  fre- 
quently, as  a result  of  an  inflammatory  proc- 
ess. Such  inflammatory  lesions  of  the  in- 
testine are  not  only  interesting  as  morpho- 
logic entities,  but  also  are  important  to  the 
clinicians  who  deal  directly  with  obscure 
tumors  of  the  abdomen.  These  inflam- 
matory processes  may  develop  into  tumor- 
like masses  of  sufficient  size  to  cause  an  in- 
tussusception.1,2 

Intussusception  in  infants  is  common  and 
usually  spontaneous.  By  contrast  it  is  in- 
frequently observed  in  adults  and  may  pre- 
sent a bizarre  clinical  picture.3-5  The 
most  frequent  site  is  in  the  ileum6  and  is 
usually  “led”  by  a polypoid  tumor.7  The 
following  presentation  is  an  unusual  case 
of  intussusception  in  the  ileum  occurring  in 
a middle-aged  male  due  to  a solitary  inflam- 
matory lesion. 

Case  report 

A forty-five-year-old  male  was  admitted 
to  Beekman-Downtown  Hospital  with  a 


three-day  history  of  severe  cramping  ab- 
dominal pain  associated  with  vomiting  and 
constipation.  For  three  months  he  suf- 
fered episodes  of  intermittent  and  general- 
ized abdominal  pain  accompanied  by  flat- 
ulence and  dyspepsia.  The  pains  were 
“cramp-like”  in  nature,  unrelated  to  food, 
and  apparently  subsided  spontaneously  af- 
ter a few  hours.  X-ray  studies  of  the  gas- 
trointestinal tract  two  months  prior  to  ad- 
mission revealed  a duodenal  ulcer.  He 
was  treated  by  a bland  diet  and  antacids 
with  no  appreciable  relief  of  symptoms. 
Six  months  previously  a diagnosis  of  Laen- 
nec’s  cirrhosis  was  made  following  percu- 
taneous liver  biopsy.  There  was  no  history 
of  previous  abdominal  surgery. 

Examination  showed  the  patient  was 
well  hydrated  and  did  not  appear  acutely 
ill.  His  blood  pressure  was  100/70,  pulse 
110  and  irregular.  The  lungs  were  clear, 
and  there  was  no  evidence  of  cardiac  failure. 
The  abdomen  was  soft,  flat,  and  non-tender 
with  normal  bowel  sounds.  Rectal  exam- 
ination did  not  reveal  blood  or  mucus. 
The  hemoglobin  was  12.4  Gm.  per  100  ml., 
white  blood  count  10,900  with  75  per  cent 
neutrophils,  16  per  cent  lymphocytes,  and 
9 per  cent  monocytes.  The  serum  electro- 
phoretic pattern  demonstrated  an  increase 
in  both  alpha- 1-globulin  and  alpha-2-glob- 
ulin.  Urinalysis  gave  no  abnormal  results. 
Stools  were  repeatedly  negative  for  occult 
blood.  The  serum  amylase  on  admission 
was  51  units.  An  electrocardiogram  showed 
rapid  atrial  fibrillation.  The  chest  x-ray 
film  and  flat  plate  film  of  the  abdomen,  on 
admission,  showed  normal  findings. 

Shortly  following  admission  his  symp- 
toms abated  considerably,  and  he  moved 
his  bowels.  On  the  fourth  hospital  day  a 
gastrointestinal  x-ray  series  was  performed 
which  revealed  a mildly  deformed  duodenal 
bulb  and  a few  dilated  loops  of  small  in- 
testine. Unfortunately,  no  late  x-ray  films 
were  taken  for  follow-up.  The  following 
day  the  patient  developed  severe  cramping 
abdominal  pains  and  vomited  several 
times.  He  had  no  bowel  movement  for 
twenty-four  hours  and  was  not  passing 
flatus.  Surgical  consultation  was  requested, 
and  examination  revealed  a distended  abdo- 
men with  high-pitched  bowel  sounds.  A 
Cantor  tube  was  passed,  and  an  attempt 
was  made  to  decompress  the  bowel  by  suc- 
tion. Intravenous  fluids  were  given,  and 
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FIGURE  1.  Arrows  indicate  site  of  intussuscep- 
tion. Portion  of  bowel  wall  dissected  away  re- 
vealing infarcted  tumor. 
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FIGURE  2.  Cut  section  of  pyogenic  granuloma 
demonstrates  darkened  area  of  infarction.  Note 
true  stalk  is  not  evident. 


antibiotic  medication  was  started.  The 
long  tube  had  progressed  into  the  small 
bowel  draining  3,000  cc.  in  the  first  twenty- 
four  hours,  and  the  patient’s  distention  was 
greatly  relieved.  However,  the  next  day  he 
again  suffered  severe  cramps,  and  at  this 
time  a firm  ovoid  mass  became  palpable  in 
the  right  lower  quadrant.  The  mass  was 
freely  movable  and  tender  to  touch.  On 
the  basis  of  these  findings,  an  exploratory 
operation  was  performed  with  a preopera- 
tive diagnosis  of  intussuscepting  small- 
bowel  tumor. 

At  operation  the  diagnosis  was  confirmed. 
Almost  2 feet  from  the  ileocecal  junction 
there  was  an  obvious  ileo-ileal  intussus- 
ception led  by  a firm  tumor  mass  which 
measured  approximately  6 cm.  in  greatest 
diameter.  The  intussusception  with  the 
tumor  mass  completely  obstructed  the  lu- 
men of  the  ileum.  The  distal  ileum  was 
collapsed  while  the  proximal  bowel  was  dis- 
tended, thickened,  and  edematous.  Be- 
cause of  early  gangrenous  changes  no  at- 
tempt was  made  to  reduce  the  intussus- 
ception. The  involved  area  was  resected 
and  end-to-end  anastomosis  performed. 

The  postoperative  course  was  unevent- 
ful. The  patient  was  discharged  2 weeks 
after  operation,  at  which  time  he  was  eating 
a regular  diet  and  having  regular  bowel 
movements. 


Pathology 

Gross.  The  specimen  consisted  of  a sec- 
tion of  small  intestine  telescoped  into  itself 
and  characterized  by  marked  dilatation  of 
the  bowel  proximal  to  the  intussusception. 
The  distal  portion,  or  the  intussuscipiens, 
was  collapsed.  At  the  junction  of  dilatation 
and  collapse  a large,  firm,  and  discrete  tu- 
mor mass  could  be  palpated.  Complete  re- 


FIGURE  3.  Exuberant  proliferation  of  fibroblasts 
and  capillaries  associated  with  scattered  inflam- 
matory cells.  Marked  edema  obscures  demon- 
stration of  fibrillary  reticulum  (reticulum  stain). 


duction  of  the  intussusception  was  impos- 
sible which  necessitated  a longitudinal  dis- 
section of  the  bowel  for  further  examination 
(Fig.  1).  The  dissected  intestine  measured 
50  cm.  in  length  and  revealed  a 7.5-cm. 
polypoid  lesion  at  the  point  of  telescoping. 
This  tumor  mass  was  firm;  its  cut  surface 
showed  a light-tan,  fish-flesh  lesion  capped 
by  a peripheral  rim  of  hemorrhagic  and 
necrotic  changes  (Fig.  2).  The  tumor  was 
confined  to  the  bowel  wall  with  no  apparent 
involvement  of  the  mesentery.  The  latter 
was  markedly  congested  and  showed  nu- 
merous subserosal  petechiae. 

Microscopic.  The  sections  were  fixed 
in  10  per  cent  neutral  formalin  and  were 
stained  with  hematoxylin  and  eosin.  In 
addition  reticulum  and  trichrome  stains 
were  used.8  Microscopic  examination  re- 
vealed exuberant  proliferation  of  capillaries 
associated  with  moderate  fibroplasia.  In 
foci  when  the  granulation  tissue  was  edem- 
atous many  cells  were  stellate  in  shape 
(Fig.  3).  All  sections  contained  a moderate 
number  of  polymorphonuclear  leukocytes, 
a significant  percentage  of  which  were  eo- 
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sinophils.  Occasional  dilated  and  moder- 
ately thick-walled  vessels  were  evident. 
The  trichrome  stains  indicated  scattered 
connective  tissue  fibers.  There  was  a con- 
spicuous absence  of  smooth  muscle  ele- 
ments. Elastic  tissue  stain  demonstrated 
strands  of  fibrillary  type  structures  which 
were  less  distinct  in  the  edematous  areas. 
The  lesion  was  interpreted  as  a granuloma 
pyogenicum  of  the  small  intestine. 

Comment 

Tumor-like  inflammatory  masses  of  the 
gastrointestinal  tract  comprise  a group  of 
lesions  which  may  vary  considerably  in 
their  morphologic  appearance,  site  of  origin, 
and  etiology.  The  name  “inflammatory 
polyp”  defines  the  nature  and  structure  of 
the  growth  and  can  be  considered  an  all- 
inclusive  term.  However,  when  one  or  two 
of  the  various  inflammatory  components 
predominate  with  or  without  an  associated 
specific  feature,  such  as,  retention  cyst  or 
foreign  body,  a more  definite  term  is  em- 
ployed.9 Despite  the  rationale  for  clas- 
sifying these  lesions  based  on  their  struc- 
ture, histologic  appearance,  etiology,  or 
age  of  patient,  they  represent  a heteroge- 
neous group  in  which  a specific  diagnosis  can- 
not always  be  rendered.  It  may  not  always 
be  possible  to  make  a precise  taxonomic 
distinction  among  these  lesions,  and  the 
vocabulary  used  may  conceal  rather  than 
clarify  the  undetermined  nature  of  the 
process.  Tumor-like  masses  with  many 
eosinophils  similar  in  appearance  to  this 
case  have  been  called  eosinophilic  granulo- 
mata.2' 10-12  Helwig  and  Ranier13  preferred 
the  designation  of  inflammatory  fibroid 
polyp  since  the  adjective  “fibroid”  indicates 
its  fibrous  character,  and  it  simulates  a fi- 
broma. Furthermore,  the  term  eosino- 
philic granuloma  suggests  either  a lesion  re- 
lated to  the  reticuloendothelioses,  or  one 
with  an  allergenic  background  which  is  un- 
likely with  a solitary  lesion. 1011  On  the 
other  hand,  Stout14  suggests  that  lesions 
called  fibromata  are  probably  leiomyomata 
largely  replaced  by  fibrous  tissue,  and  true 
fibromata  do  not  arise  de  novo  in  this  locale. 
The  lesion  in  the  case  presentation  was  a 
simple  protruding  growth  of  inflammatory 
granulation  tissue  characterized  by  nu- 
merous capillaries  with  varying  degrees  of 
dilatation  and  a minimal  number  of  fibrous 


structures.  Despite  the  presence  of  eosino- 
phils the  diagnosis  of  pyogenic  granuloma 
defines  the  nature  of  the  lesion  more  closely 
than  the  term  eosinophilic  granuloma.15 
Eosinophils  are  ubiquitous  throughout  the 
gastrointestinal  tract  and  are  not  unique  to 
inflammatory  tumors;  therefore,  incorpo- 
rating their  name  into  the  diagnosis  serve 
no  useful  purpose.  The  marked  vascularity 
of  our  lesion  suggests  that  the  pathogenesis 
is  similar  to  those  pyogenic  granulomata 
of  the  skin  and  oral  mucosa,  such  as  a pri- 
mary vascular  lesion  with  secondary  inflam- 
matory changes. 16 

A review  of  the  literature  reveals  that 
this  type  of  inflammatory  polypoid  tumor, 
granuloma  pyogenicum,  is  most  unusual  in 
the  ileum.  Although  these  lesions  have 
been  designated  under  varying  names,  the 
basic  condition  appears  to  be  similar,  and 
clinically  they  produce  some  interference 
of  intestinal  motility.  In  a series  of  44 
cases  with  inflammatory  type  polyps,  Klep- 
inger  and  Pontius17  described  14  pyogenic 
granulomas,  only  1 of  which  occurred  in  the 
ileum.  This  patient  was  an  adult  who  clin- 
ically presented  symptoms  of  a blind-loop 
obstruction.  The  authors  stressed  that  a 
history  of  preceding  trauma  or  infectious 
process  was  often  associated  with  these 
tumor-like  masses.  Our  case  was  unusual 
in  that  the  lesion  produced  an  intussus- 
ception, and  furthermore,  there  was  no 
antecedent  history  of  infection,  trauma,  or 
allergy. 

Intussusception  in  the  adult  is  uncom- 
mon, and  when  it  occurs  it  is  generally  due 
to  a distant  neoplasm.  The  present  case 
in  which  the  leading  point  was  a pyogenic 
granuloma  is  exceedingly  rare,  and  to  our 
knowledge  has  not  been  previously  re- 
corded. Regardless  of  the  cause  it  is 
stressed  that  the  management  should  be  in 
conformity  with  accepted  surgical  princi- 
ples. At  laparotomy  strenuous  efforts 
should  not  be  made  to  reduce  the  intussus- 
ception unless  the  head  can  be  easily 
“milked”  from  the  lumen  of  the  intussus- 
cipiens.  Resection  of  the  causative  lesion 
as  well  as  all  questionable  viable  bowel  is 
mandatory. 

Summary 

A case  of  intussusception  of  the  ileum  in 
an  adult  due  to  a pyogenic  granuloma  is  re- 
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ported.  The  diagnosis  was  suggested  clin- 
ically by  chronic  recurrent  small-bowel  ob- 
struction associated  with  a movable  abdom- 
inal mass.  A review  of  the  pertinent  lit- 
erature fails  to  reveal  a previous  report  of 
intussusception  due  to  this  lesion  in  an 
adult. 
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Long  Nylon  catheters  for 
prolonged  intravenous  infusion 


A study,  recently  conducted  by  R.  B.  Roy, 
R.  H.  Wilkinson,  M.D.,  and  C.  E.  Bayliss, 
M.D.,  and  reported  in  the  Canadian  Medical 
Association  Journal,  revealed  that  of  300  patients 
given  intravenous  therapy  by  routine  venipunc- 
ture, 90  (30  per  cent)  bad  phlebitis  of  varying 
severity.  Because  of  this  extremely  high  com- 
plication rate,  it  was  decided  to  experiment  with 
the  use  of  long  plastic  (Nylon)  catheters  with 
the  tip  located  in  a central  vessel,  the  basilic 
vein,  through  a cut-down.  From  a total  of  101 
patients  so  treated,  only  4 catheters  had  to  be 
removed  because  of  phlebitis.  In  the  group  as 
a whole,  the  most  common  complication  was  the 
obstruction  of  the  catheter  by  clotted  blood. 
This  low  incidence  of  phlebitis  is  explained  by 
the  location  of  the  tip  of  the  catheter  in  a large 
central  vessel  and  the  composition  of  the  cath- 
eter material. 

The  indications  for  case  selection  are  (1)  the 
prospect  of  long-term  infusion  of  chemothera- 
peutic agents,  (2)  long-term  infusion  of  anti- 
biotic agents,  (3)  the  possibility  that  the  intra- 
venous therapy  will  be  needed  for  seven  or  more 
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days,  (4)  the  need  to  monitor  central  venous 
pressure,  and  (5)  to  establish  a satisfactory 
intravenous  route  in  patients  with  poor  veins  or 
in  those  who  are  restless. 

The  longer  the  time  that  the  catheter  remains 
in  the  vein,  the  greater  the  chance  of  phlebitis, 
so  the  101  patients  were  divided  into  four  groups 
according  to  the  duration  of  therapy:  group  1, 
up  to  seven  days;  group  2,  eight  to  fourteen 
days;  group  3,  fifteen  to  twenty-eight  days; 
and  group  4,  twenty-nine  days  and  over. 

Tbe  introduction  of  all  catheters  was  done  by 
one  operator  to  maintain  consistency  of  proce- 
dure. Since  the  objective  was  to  introduce  a 
catheter  into  a central  vein  with  ease,  the 
cephalic  vein  was  not  considered  acceptable 
because  of  the  sharp  angle  formed  at  its  junction 
with  the  axillary  vein.  An  easier  route  was 
found  via  the  basilic  vein  which  forms  the  axil- 
lary vein  without  angulation  or  torsion.  The 
cut-down  was  made  relatively  high  on  the  arm 
to  avoid  the  complications  of  elbow  joint  move- 
ment. 

In  group  1,  27  patients,  complications  were  as 
follows:  phlebitis  1,  obstruction  of  catheter  9, 
and  removal  of  catheter  by  patient  himself  1. 
Group  2,  39  patients,  had  phlebitis  3,  and  ob- 
struction of  catheter  1.  Group  3,  29  patients, 
had  removal  of  catheter  by  patient  1.  Group  4, 
5 patients,  had  no  complications. 
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P ulmonary  alveolar  proteinosis  is  a rare 
disease  of  unknown  cause.  It  was  first  de- 
scribed by  Rosen,  Castleman,  and  Liebow 
in  1958. 1 About  100  cases  have  been  re- 
ported in  medical  literature. 

Pulmonary  alveolar  proteinosis  involves 
the  lungs  only.  It  is  not  believed  to  be  a 
systemic  disease.  It  occurs  mainly  in 
adults  between  the  ages  of  twenty  and  fifty, 
more  commonly  in  males  than  in  females. 
However,  cases  in  young  children  have  been 
reported.2 

In  pulmonary  alveolar  proteinosis,  the 
pulmonary  alveoli  are  diffusely  filled  with 
pink-staining  material  which  contains  pro- 
tein and  lipids. 3 

The  nature  of  the  protein  components  is 
still  an  open  question.  How  the  material 
passes  into  the  alveoli  remains  a matter  of 
speculation.  The  theory  of  some  kind  of 
capillary  injury  of  undetermined  origin, 
which  permits  the  escape  of  serum  (passive 
transudation),  appears  the  most  attractive. 4 

In  the  postmortem  examinations  of  re- 
ported cases,  the  macroscopic  findings  re- 
vealed multiple  yellow  and  yellow- gray 
nodules,  firm  to  palpation.  On  pressure, 
puslike  substance  was  observed  to  ooze 
from  the  surface.  On  microscopic  exami- 
nation, the  principal  changes  consisted  of 
the  filling  of  large  groups  of  alveoli  by 
proteinaceous  material.  The  material  also 
filled  distal  air  spaces  including  small 
bronchioles.  There  were  minimal  or  no 
changes  in  the  alveolar  septa.  No  inflam- 
matory reaction  or  fibrosis  was  reported.5  6 

Case  report 

The  case  we  now  present  is  that  of  a white 
male,  age  twenty-six,  living  in  the  city,  and 


working  as  produce  manager  in  a local 
supermarket. 

It  was  difficult  to  determine  exactly  the 
onset  of  the  disease.  The  most  significant 
feature  of  his  complaints  was  shortness  of 
breath  which  appeared  a year  and  a half 
prior  to  his  admission  to  the  hospital. 

There  was  steady  worsening  of  the  dysp- 
nea. In  the  early  stages,  the  dyspnea 
occurred  only  after  walking  briskly. 
Later,  even  a few  steps  across  the  room 
would  bring  on  shortness  of  breath.  This 
handicapped  him  to  such  an  extent  that  he 
was  obliged  to  stop  working. 

Loss  of  appetite  resulted  in  a 15-pound 
weight  loss  in  the  last  year.  He  expecto- 
rated sputum  which  was  creamy  in  color 
and  chunky  in  appearance.  Prior  to  the 
onset  of  the  disease,  the  patient  had  smoked 
about  30  cigarets  a day.  In  hospital,  lab- 
oratory studies  were  all  normal  or  negative 
in  result. 

X-ray  findings  were  those  of  a diffuse, 
more  or  less  symmetrical,  bilateral  infiltra- 
tion of  the  lung  fields.  It  was  heavier  in 
the  central  portions  and  fading  to  the 
periphery.  The  bases  and  the  apices  of  the 
lungs  were  relatively  clear.  On  closer 
examination,  we  saw  in  the  right  lung 
poorly  defined  areas  of  mottling.  In  the 
left  lung  the  mottling  was  more  confluent 
(Fig.  1). 

There  was  no  evidence  of  calcification. 
The  hilar  lymph  nodes  were  not  enlarged. 
The  cardiac  shadow  was  of  normal  size  and 
shape.  Both  costophrenic  sinuses  were 
free. 

The  almost  uniform  haze  of  the  involved 
areas  of  the  lungs  had  a so-called  “ground 
glass”  appearance. 

The  x-ray  findings  in  pulmonary  alveolar 
proteinosis  are  not  specific  and  closely  simu- 
late those  of  pulmonary  edema.2  X-ray 
differentiation  from  many  other  intra-alve- 
olar  involvements  is  sometimes  extremely 
difficult.  It  is  necessary  to  take  into  con- 
sideration the  clinical  picture.  In  spite  of 
massive  pulmonary  involvement  evident  in 
the  roentgenograms,  the  clinical  signs  are 
very  meager.  For  many  months  respira- 
tory complaints  are  absent.7  Then  gradu- 
ally there  develops,  on  exertion,  a progres- 
sive dyspnea  incapacitating  the  patient,  as 
in  our  case. 

The  diagnosis  of  pulmonary  alveolar  pro- 
teinosis was  confirmed  by  pulmonary  biopsy.6 
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FIGURE  1.  Mottling  in  lungs.  (A)  Right  lung,  areas  of  mottling  poorly  defined.  (B)  Left  lung,  mottling 
more  confluent. 


Prognosis  in  pulmonary  alveolar  protein- 
osis is  reserved.  There  is  a tendency  in 
this  condition  for  infection  to  occur.  Such 
infection,  although  apparently  minor  in 
nature,  may  lead  to  death.9-10 

Also,  patients  without  recognized  super- 
imposed infection  may  die  because  of  pro- 
gressive respiratory  failure  when  the  in- 
volvement of  the  lungs  is  extensive. 

Summary 

A case  of  alveolar  proteinosis  has  been 
reported.  This  is  a condition  of  unknown 
cause.  It  is  a rare  disease  which  occurs 
primarily  in  young  people. 

There  is  a discrepancy  between  the 
meager  clinical  signs  and  the  massive 
radiologic  findings.  The  outstanding  clini- 
cal feature  is  a progressive  dyspnea. 

We  present  this  report  to  draw  this  condi- 
tion to  the  attention  of  the  radiologist.  In 
most  instances,  diagnosis  can  be  made  only 
by  lung  biopsy.  Prognosis  is  reserved.  If 
the  roentgenographic  appearance  of  the 
chest  reveals  changes  similar  to  those  of 
pulmonary  edema,  it  is  always  wise  to  take 


into  consideration  in  differential  diagnosis 
the  possibility  of  pulmonary  alveolar 
proteinosis. 
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It  is  hardly  necessary  to  inform  readers 
that  Sir  Arthur  Conan  Doyle  created  Sher- 
lock Holmes,  the  most  striking  and  popular 
character  in  detective  fiction;  that  Doyle 
was  originally  a physician;  and  that  some 
of  Holmes’s  most  penetrating  powers  of  de- 
duction were  based  on  the  didactic  method 
of  another  physician,  the  celebrated  Joseph 
Bell,  M.D.,  of  the  Edinburgh  Infirmary. 
Conan  Doyle  was  educated  at  Stonyhurst, 
then  took  his  M.B.  at  Edinburgh  in  1881 
and  his  M.D.  in  1885.  Bell  was  his  teacher; 
he  emphasized  what  might  be  called  “the 
practiced  eye,”  the  importance  of  close 
examination  and  attention  to  physical  de- 
tails, the  empirical  observation  of  the  pa- 
tient, and  the  legitimate  inferences  which 
might  be  drawn  therefrom. 

Doyle  began  practice  at  Southsea,  a 
suburb  of  Portsmouth,  in  1882  and  prac- 
ticed there  until  1890.  The  first  of  the 
Sherlock  Holmes  stories  was  A Study  in 
Scarlet  (1887),  and  the  series  of  short  stories 
began  with  “A  Scandal  in  Bohemia”  in  the 
Strand  Magazine  (1891).  Also  in  1891 
Doyle  went  to  Vienna  to  take  courses  in 
ophthalmic  surgery  and  opened  an  office 
near  Harley  Street  later  that  year.  No  pa- 
tients came,  and  he  decided  to  devote  him- 
self to  writing;  it  must  be  conceded  that  he 


was  a more  successful  writer  than  physician. 
It  would  be  rash  to  claim  that  the  Sherlock 
Holmes  stories  had  great  literary  merit. 
They  are  genre  pieces,  somewhat  broadly 
drawn,  and  they  tend  to  be  repetitious. 
One  should  remember  that  Doyle’s  grand- 
father was  John  Doyle,  the  well-known  po- 
litical caricaturist  of  the  first  half  of  the 
nineteenth  century,  and  his  uncle  was  Dick 
Doyle,  the  cartoonist  for  Punch.  Conan 
Doyle’s  literary  values  were  of  the  same 
kidney.  One  might  reasonably  compare 
the  Holmes  canon  with  the  operettas  of 
Gilbert  and  Sullivan;  it  is  not  unreasonable 
for  a boy  of  twelve  to  think  that  Sherlock 
Holmes  is  “great  stuff”  or  Gilbert  and  Sulli- 
van’s pieces  “great  music.”  If,  however, 
such  a judgment  persists  past  adolescence, 
the  lad  is  done  for. 

Persistence  of  adolescent  tastes  into  adult 
life  is  not  uncommon,  and  in  recent  years 
there  has  sprung  up  a cult  of  Sherlockolatry . 
One  hears  of  such  sects  in  this  cult  as  “The 
Baker  Street  Irregulars,”  and  one  wonders 
by  what  mechanism  they  manage  to  make 
their  adolescent  fantasies  come  true.  The 
method  seems  to  involve  minimizing  Conan 
Doyle  to  the  point  of  nihilipilification  and 
acting  on  the  assumption  that  the  fictional 
events  described  in  the  novellas  and  short 
stories  actually  occurred  in  real  time  and 
real  place.  One  can  suspend  one’s  disbelief 
for  an  evening,  but  for  a decade  or  two??? 

Despite  the  prominence  accorded  John  H. 
Watson,  M.D.,  in  the  tales,  almost  none  of 
the  plots  seem  to  hinge  on  medical  evidence, 
nor  are  medical  phenomena  more  than  de- 
tails: Jefferson  Hope’s  aortic  aneurysm  in 

A Study  in  Scarlet,  Thaddeus  Sholto’s  fears 
about  his  mitral  valve  in  “The  Sign  ol 
Four,”  the  temporary  concealment  of  Lady 
Beatrice  Norberton’s  death  from  natural 
causes  in  “The  Adventure  of  Shoscombe  Old 
Place,”  the  scent  of  chloroform  in  “The 
Disappearance  of  Lady  Frances  Carfax,” 
and  the  rather  grotesque  detail  of  the  sev- 
ered human  ears  in  “The  Adventure  of  the 
Cardboard  Box.”  The  only  two  stories  in 
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the  canon  in  which  medical  experience  is 
central  rather  than  peripheral  to  the  plot 
are  “The  Adventure  of  the  Blanched  Sol- 
dier,” in  which  Godfrey  Emsworth  is  found 
not  to  have  leprosy  but  rather  pseudo- 
leprosy or  ichthyosis,  and  “The  Adventure 
of  the  Dying  Detective,”  in  which  Holmes 
feigns  illness  to  trap  the  murderer  into 
showing  his  hand. 

One  curious  feature  of  Doyle’s  story 
based  on  Holmes’s  mock  illness  is  that  he 
does  not  come  out  with  a frank  diagnosis; 
we  are  left  in  the  nosologic  darkness  as  to 
what  illness  Holmes  was  feigning.  It  is 
clear  that  the  entity  was  a “tropical  dis- 
ease.” Doyle  was  too  sound  a doctor 
and  had  too  much  experience  with  tropical 
medicine  not  to  have  had  some  disease 
clearly  in  mind  when  he  wrote  it.  Al- 
though the  scene  of  “The  Dying  Detective” 
is  set  in  London  circa  1888-1889,  Doyle  did 
not  write  it  until  at  least  1912,  as  it  first 
appeared  in  the  Strand  Magazine  in  1913. 
It  appeared  in  the  collection  of  stories 
titled  His  Last  Bow  in  1917,  four  years  later. 
One  must  recall  that  in  1881,  shortly  before 
setting  up  in  practice,  Doyle  did  a turn  as 
ship’s  surgeon  on  the  Mayumba,  a cargo- 
and-passenger  vessel  running  to  the  West 
Coast  of  Africa.  He  even  caught  the 
“fever”  himself  and  was  seriously  ill.  Even 
though  he  had  barely  begun  to  write  stories 
and  sketches,  he  wrote  “I  don’t  intend  to  go 
to  Africa  again.  The  pay  is  less  than  I 
could  make  by  my  pen  in  the  same  time, 
and  the  climate  is  atrocious.”  However, 
circumstances  change,  and  when  the  Boer 
War  developed  in  1899,  Conan  Doyle  be- 
came the  physician-in-chief  to  the  Langham 
Hospital,  a volunteer  unit  which  served 
nobly  at  Bloemfontein  in  1890  in  the  face  of 
a disastrous  dysentery  epidemic.  Not  only 
did  Sherlock  Holmes’s  creator  have  first- 
hand experience  of  tropical  medicine  in 
Africa,  but  also  his  brother  Innes  Doyle  had 
served  for  several  years  in  India  and  was 
back  in  England  when  “The  Dying  Detec- 
tive” was  being  planned.  There  is  every 
reason  to  believe  that  Conan  Doyle  was  well 
informed  about  tropical  diseases  and  had  a 
host  of  friends  and  acquaintances  who  could 
supply  any  information  he  did  not  have  at 
his  finger  tips. 

Given  this  premise,  let  us  see  if  we  can 
elucidate  the  nature  of  the  dying  detec- 
tive’s disease. 


Features  of  disease 

We  first  learn  that  Holmes  lies  ill  at  22 IB 
Baker  Street  when  Mrs.  Hudson  comes  to 
Dr.  Watson’s  office  and  says,  “He’s  dy- 
ing . . .For  three  days  he  has  been  sinking, 
and  I doubt  if  he  will  last  the  day.”  Im- 
mediately we  learn  that  a healthy  man  is  al- 
most moribund  after  an  illness  of  only  three 
days  duration.  The  only  other  informa- 
tion pertinent  to  the  medical  history  which 
Mrs.  Hudson  is  able  to  supply  is  that 
Holmes  had  been  working  on  a case  down  at 
Rotherhite,  in  an  alley  near  the  river;  that 
he  brought  the  disease  back  with  him;  and 
that  for  three  days  he  has  had  neither  food 
nor  drink.  She  mentions  no  vomiting,  but 
English  landladies  can  be  very  refined  when 
they  so  choose.  Nonetheless,  we  expect 
that  the  patient  will  be  anorectic  and  de- 
hydrated. 

Watson  hastens  to  Holmes’s  bedside. 
Curiously,  we  are  never  told  where  Wat- 
son’s office  was,  but  the  trip  by  hansom  cab 
could  not  have  taken  long.  We  learn  in 
passing  that  Holmes  has  refused  medical  at- 
tention until  that  afternoon  when  he 
finally  permitted  Mrs.  Hudson  to  call  in  his 
old  friend  and  cohort.  Watson’s  trained 
medical  eye  picks  out  the  salient  features:  a 
gaunt,  wasted  face,  the  eyes  with  the  bright- 
ness of  fever,  the  hectic  flush  on  the  cheeks, 
dark  crusts  clinging  to  the  lips,  the  thin 
hands  twitching  incessantly  on  the  coverlet, 
the  voice  croaking  and  spasmodic,  and  the 
patient  lying  listless.  Clearly,  Holmes  is  in 
the  last  stages  of  an  infectious  disease,  ex- 
hausted. 

The  scene  develops.  Holmes  imperi- 
ously refuses  to  let  Watson  approach  him. 
He  gives  a semblance  of  a history  and  a hint 
as  to  the  diagnosis: 

I know  what  is  the  matter  with  me.  It  is  a 
coolie  disease  from  Sumatra — a thing  the 
Dutch  know  more  about  than  we,  though 
they  have  made  little  of  it  up  to  date.  One 
thing  only  is  certain.  It  is  infallibly  deadly, 
and  it  is  horribly  contagious. 

This  delimits  the  diagnostic  possibilities 
quite  sharply:  a highly  infectious  disease 

endemic  in  Sumatra,  frequently  observed  in 
the  coolies. 

Watson  scouts  the  dangers  of  contagion: 
“Good  heavens,  Holmes!  Do  you  suppose 
that  such  a consideration  weighs  with  me 
for  an  instant.  It  would  not  affect  me  in 
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the  case  of  a stranger.  So  you  imagine  it 
would  prevent  me  from  doing  my  duty  to  so 
old  a friend?”  Here  Doyle  paints  the  pic- 
ture of  the  brave  physician,  the  faithful 
servant  of  the  sick,  impervious  to  his  own 
dangers.  Yet  Holmes  keeps  Watson  at  a 
distance.  Watson  defers  to  the  master  de- 
tective, but  “Let  him  be  my  master  else- 
where, I at  least  was  his  in  a sick-room.” 
Holmes  resorts  to  argumentum  ad  homi- 
nem: 

If  I am  to  have  a doctor  whether  I will  or 
not,  let  me  at  least  have  someone  in  whom  I 
have  confidence  . . . you  are  only  a general 
practitioner  with  very  limited  experience  and 
mediocre  qualifications  . . . What  do  you 
know,  pray,  of  Tapanuli  fever?  What  do 
you  know  of  the  black  Formosa  corruption? 

What  indeed  does  anyone  know  of  these 
dread  diseases?  Watson  volunteers  to  call 
in  Sir  Jasper  Meek  or  Penrose  Fisher,  even 
Dr.  Ainstree,  the  greatest  living  authority 
on  tropical  diseases,  who  fortunately  is  now 
in  London.  However,  none  of  these  distin- 
guished pundits  will  do.  What  do  the 
doctors  know  of  exotic  disease  in  London  in 
the  1890’s?  Tchah!  they  had  not  even 
heard  of  the  nuciform  sac  until  Bernard 
Shaw  invented  it  a decade  later  for  Cutler 
Walpole,  the  surgeon  in  The  Doctor's  Di- 
lemma. Even  to  this  day  there  are  experts 
in  tropical  disease  who  will  swear  they  have 
never  heard  of  the  Formosa  black  rot. 

Soon  Holmes  becomes  delirious.  He 
wonders  how  a battery  feels  when  it  pours 
electricity  into  a nonconductor.  (The 
sexual  symbolism  is  obvious.  Many  men 
have  felt  that  way  about  their  tepid  wives, 
but  Holmes  was  a bachelor.)  The  toxic 
delirium  continues;  Watson  describes  it  as 
raving  insanity.  Finally,  Holmes  sends 
Watson  to  summon  Culverton  Smith,  not  a 
medical  man  but  a planter,  a well-known 
resident  of  Sumatra.  Apparently  Smith 
has  had  to  cope  with  an  outbreak  of  the  dis- 
ease on  his  plantation.  Watson  arrives 
chez  Culverton  Smith;  the  house  in  Lower 
Burke  Street  between  Notting  Hill  and 
Kensington  has  an  air  of  smug  and  demure 
respectability.  Watson  informs  Smith  of 
the  gravity  of  Holmes’s  illness.  Smith  de- 
scribes Holmes  as  “an  amateur  of  crime,  as 
I am  of  disease  . . . for  him  the  villain,  for 
me  the  microbe.”  He  points  to  his  bottles 
and  jars:  “These  are  my  prisons.  Among 

these  gelatine  cultivations  some  of  the  very 


worst  offenders  in  the  world  are  now  doing 
time.” 

From  this  point  the  denouement  is  swift. 
Smith  cannot  resist  seeing  Holmes  on  his 
deathbed,  but  he  is  being  lured  into  a trap. 
Watson  had  told  him  that  the  source  of 
Holmes’s  infection  was  the  Chinese  sailors 
in  the  East  End,  but  Smith  knows  far 
better.  When  he  arrives,  Watson  is  con- 
cealed behind  Holmes’s  sickbed.  Holmes 
is  delirious  and  complains  of  pain,  a some- 
what crampy  pain.  Smith  tells  him  that 
the  coolies  used  to  do  some  squealing  toward 
the  end.  He  has  Holmes  recollect  receiving 
an  ivory  box  in  the  mail.  The  box  had  a 
sharp  spring  which  drew  blood.  Smith 
pockets  the  box  and  taxes  Holmes  with 
knowing  too  much  about  the  death  of 
Victor  Savage  who  had  died  in  four  days 
from  a similar  illness.  Holmes  feebly  asks 
Smith  to  turn  up  the  gas,  then  calls  out  in  a 
normal  voice  for  a cigarette  and  a match. 
As  Smith  stands  bewildered  at  the  detec- 
tive’s rapid  return  to  normal  voice  and  man- 
ner, Inspector  Morton  enters,  having  been 
signaled  by  the  turned-up  gas  flame,  claps 
the  darbies  on  Culverton  Smith  after  a bit 
of  a scuffle,  and  charges  him  with  the  mur- 
der of  Victor  Savage  and  the  attempted 
murder  of  Sherlock  Holmes. 

Holmes  then  explains  to  Watson  some  of 
the  tricks  of  malingering:  vaseline  on  the 

forehead,  belladonna  in  the  eyes,  rouge  over 
the  cheek  bones,  crusts  of  beeswax  around 
the  lips,  a bit  of  incoherent  delirious  conver- 
sation, and  not  letting  the  doctor  come  too 
close.  He  assuages  Watson’s  feelings: 
“Could  I fancy  that  your  astute  judgment 
would  pass  a dying  man  who,  however 
weak,  had  no  rise  of  pulse  or  temperature? 
At  four  yards  I could  deceive  you  ...” 
Then  they  leave  Baker  Street  for  a nourish- 
ing repast  at  Simpson’s.  The  question 
remains  unanswered:  What  disease  did 

Doyle  have  Holmes  simulate? 

Elucidation 

The  picture  is  that  of  a serious,  poten- 
tially fatal  infectious  disease.  Holmes  tells 
Watson  that  it  is  contagious,  but  this  is  a 
ruse  to  keep  him  at  a distance  so  that  he  can 
be  deceived  and  tell  a convincing  tale  to 
Culverton  Smith.  The  latter  has  no  fear  of 
approaching  the  dying  detective,  so  we  may 
conclude  that  either  the  disease  is  not  con- 
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tagious  or  else  that  Smith  has  acquired  im- 
munity to  it.  It  is  safer  to  consider  the  dis- 
ease noncontagious,  since  the  only  con- 
tagious diseases  that  can  be  so  rapidly  fatal 
are  smallpox  and  pneumonic  plague,  neither 
of  which  fits  the  picture.  However,  the  dis- 
ease is  transmissible  by  inoculation  with  in- 
fective material. 

Infectious  diseases  are  caused  by  a vari- 
ety of  different  types  of  organism  ranging 
from  the  grossly  visible  nematode  round- 
worms  down  to  the  ultramicroscopic  virus 
particles,  and  including  fungi,  spirochetes, 
bacteria,  and  rickettsia.  I think  we  are  on 
safe  ground  in  excluding  metazoan  infec- 
tions by  nematodes  or  Platyhelminthes  (flat 
worms),  and  such  protozoan  infections  as 
amebiasis,  malaria,  and  trypanosomiasis  can 
also  be  eliminated  from  consideration  after 
a moment’s  reflection.  The  only  form  of 
malaria  that  might  be  rapidly  fatal  would 
be  the  cerebral  form  of  Plasmodium  fal- 
ciparum malaria;  although  the  patient  is 
described  as  delirious,  that  is  hardly 
enough.  Likewise,  it  is  easy  enough  to  dis- 
miss spirochetal  or  fungal  diseases;  none  of 
them  would  have  such  a sudden  onset  nor  so 
fulminant  a course.  In  this  fashion  we 
have  quickly  eliminated  any  number  of  the 
so-called  tropical  diseases. 

None  of  the  common  bacterial  pathogens 
seems  to  fit  the  picture,  nor  should  they 
necessitate  calling  in  a specialist  in  tropical 
diseases,  since  they  are  all  common  in  Great 
Britain  and  the  Continent.  However,  cer- 
tain infections  with  gram-negative  bacilli 
can  be  rapidly  overwhelming,  for  example 
Friedlander’s  bacillus  pneumonia  and  Sal- 
monella bacteremia.  But  there  is  no 
clinical  evidence  of  a blood-tinged  sputum 
nor  the  swinging  temperature  of  a bacter- 
emia. Anthrax  can  be  fatal  in  three  or  four 
days,  and  it  can  be  inoculated  through  an 
abraded  skin;  but  anthrax  was  well  known 
to  European  medicine  in  the  1880’s  and 
1890’s  as  some  of  Koch’s  original  studies 
were  carried  out  on  that  disease.  We  are 
left  with  a consideration  of  viral  and  ricket- 
tsial diseases. 

Most  of  the  common  viral  diseases  are 
self-limited:  acute  exanthemas,  infectious 

mononucleosis,  herpes  simplex,  and  herpes 
zoster.  There  is  no  reason  to  suspect  any 
of  the  neurotropic  viruses  such  as  poliomye- 
litis, rabies,  or  the  various  encephalitides — 
even  though  the  sinking  voice  might  suggest 


bulbar  involvement,  even  though  the  pa- 
tient complained  of  thirst,  even  though 
delirium  was  a prominent  feature.  All 
these  seem  incidental  to  a generalized  infec- 
tion rather  than  signs  pointing  to  one  or 
another  area  in  the  central  nervous  system. 
Yellow  fever  can  be  excluded  by  the  ab- 
sence of  jaundice,  even  though  the  patient 
was  examined  by  gaslight  late  on  a dull 
November  afternoon.  Of  the  viral  diseases 
which  may  be  rapidly  fatal  there  remain 
psittacosis  and  influenza;  the  latter  is 
rarely  fatal  unless  there  is  pneumonia,  and 
the  former  usually  runs  a longer  course  be- 
fore the  patient  succumbs.  Nonetheless, 
the  rules  of  detective  fiction  and  even  med- 
ical detection  do  permit  a parrot  to  be 
brought  in  as  the  deus  ex  machina. 

Let  us  consider  those  few  diseases  known 
to  be  due  to  rickettsia,  We  can  immedi- 
ately exclude  Q fever,  rickettsialpox,  and 
trench  fever,  since  they  are  not  fatal. 
Rocky  Mountain  spotted  fever  is  geograph- 
ically eliminated.  Typhus  fever  falls  into 
two  main  groups,  the  epidemic  louse-borne 
type  and  the  endemic  murine  flea-borne 
type.  There  is  also  Brill-Zinsser  disease,  a 
variant  of  louse-borne  typhus  which  is  not 
fatal.  Although  both  forms  of  typhus  are 
found  in  the  tropics,  they  are  world- wide  in 
their  distribution  and  certainly  would  be 
recognized  by  any  European  physician;  one 
would  scarcely  call  Mr.  Culverton  Smith  as 
a consultant. 

There  remains  one  rickettsial  disease 
which  is  a strong  probability:  tsutsuga- 

mushi  disease,  also  known  as  scrub  typhus, 
and  as  inundation  fever.  Although  widely 
studied  in  Japan  after  its  first  description  in 
1810  by  Kakuju  Hashimoto,  the  disease 
was  not  studied  by  Western  doctors  until 
the  Dutch  encountered  it  in  Sumatra  and 
Malaya.  Here  lies  the  value  of  the  clue 
supplied  by  the  patient  himself,  “ . . .a 
coolie  disease  from  Sumatra — a thing  the 
Dutch  know  more  about  than  we.”  As  we 
now  know,  a generation  later,  the  disease  is 
caused  by  Rickettsia  orientalis  and  trans- 
mitted to  man  by  the  bite  of  a mite. 
Coolies  working  in  rice  paddies  are  exposed 
to  the  mites  when  the  paddies  are  flooded 
for  irrigation  purposes  or  when  rivers  over- 
flow their  banks  in  the  lowlands;  hence  the 
name  inundation  fever.  The  usual  name, 
tsutsugamushi  disease,  is  a redundancy, 
since  it  was  not  named  after  a mythical  Dr. 
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Tsutsugamushi  but  was  named  from  the 
portmanteauing  of  two  Japanese  words 
transliterated  into  English,  “tsutsuga”  (dis- 
ease) plus  “mushi”  (mite);  hence  “tsutsu- 
gamushi disease”  literally  means  mite-dis- 
ease disease.  Let  us  examine  its  natural 
history  and  see  how  well  it  fits  our  pa- 
tient, that  hawk-eyed  old  masquerader. 

Following  the  bite  of  the  mite,  the  incu- 
bation period  varies  from  six  to  eighteen 
days,  but  the  usual  interval  is  ten  to  twelve 
days.  The  onset  is  sudden  with  chills, 
fever,  headache,  and  general  malaise.  An 
eschar  usually  develops  at  the  site  of  the 
mite  bite,  but  this  is  less  common  in  Ori- 
entals than  in  whites.  Possibly  one  reason 
why  no  eschar  is  mentioned  by  Doyle  is  that 
his  information  about  the  disease  came 
mainly  from  studies  in  Oriental  patients, 
and  he  did  not  think  it  was  of  diagnostic  im- 
portance. The  absence  of  an  eschar  does 
not  rule  out  the  disease.  Also,  a mite  bite  is 
not  quite  the  same  mode  of  inoculation  of 
rickettsiae  as  a coiled  steel  spring  with  a 
sharp  end,  which  might  not  leave  an  eschar. 
Hence  the  eschar  was  omitted.  Another 
clinical  feature,  one  common  to  most 
rickettsial  diseases,  is  a reddish,  slightly 
raised  macular  rash  over  the  body  which 
appears  between  the  fifth  and  eighth  day  of 
illness.  Holmes  is  not  described  as  having 
a rash,  but  we  must  remember  that  he  was 
seen  on  the  third  day,  too  early  for  the  rash, 
that  his  whole  body  was  not  exposed  for 
examination,  that  the  illumination  was 
poor,  and  that  the  rash  may  be  evanescent. 
We  can  attach  no  weight  to  the  failure  to 
describe  a rash.  Lymphadenopathy  of 
some  degree  is  almost  always  present; 
nodes  draining  an  eschar  may  become  quite 
large,  but  they  do  not  break  down  and  sup- 
purate. Here  we  can  see  how  Doyle  re- 
mains a caricaturist,  drawing  the  clinical 
picture  in  broad  strokes,  omitting  the  finer 
details. 

In  addition  to  apathy  and  headache 
(Watson  describes  Holmes  as  “listless”), 
mental  confusion  and  disorientation  occur,  a 
form  of  toxic  delirium  which  Doyle  portrays 
convincingly.  In  serious  cases  coma  may 
supervene,  often  heralding  death.  Muscu- 
lar twitching  has  been  reported,  hence  the 
detail  of  the  hands  twitching  on  the  cover- 
let. The  death  rate  is  variable.  In  Japan 


the  rate  varies  from  40  to  60  per  cent,  in 
Burma  and  Malaya  from  5 to  20  per  cent, 
and  in  New  Guinea  and  the  islands  near  it 
from  1 to  25  per  cent.  As  one  would  ex- 
pect, the  age  and  general  health  of  the  pa- 
tient are  important  in  determining  the  prog- 
nosis; the  mortality  rate  rises  sharply  after 
the  age  of  forty,  and  Holmes  would  have 
been  about  forty  at  the  time.  The  viru- 
lence of  the  strain  of  R.  orientalis  may  be 
important,  and  we  may  be  sure  that  Culver- 
ton  Smith  selected  his  most  virulent  strain. 
The  coexistence  of  malaria  or  dysentery  has 
an  adverse  effect  on  prognosis,  and  so  would 
drug  addiction,  one  imagines.  Holmes’s 
cocaine  addiction  would  have  done  him  no 
good  in  this  respect. 

The  terminal  picture  may  be  dominated 
by  signs  related  to  the  central  nervous  sys- 
tem very  much  like  the  ones  Holmes  simu- 
lated, but  terminal  pneumonitis  with  a dry 
hacking  cough  and  moist  rales  in  the  chest 
is  not  uncommon,  nor  is  terminal  circula- 
tory collapse  rare,  with  or  without  cardiac 
arrhythmia,  for  myocarditis  is  found  at 
autopsy  with  some  frequency.  It  was  un- 
necessary for  Doyle  to  add  these  items  to 
the  symptomatology;  there  was  no  chance 
given  to  examine  the  “patient,”  and  the 
picture  was  convincing  enough.  The 
cramps  which  made  the  coolies  squeal,  a 
phrase  so  apt  for  the  pukka  sahib  tradition, 
can  be  attributed  to  agonal  paralytic  ileus. 

However,  the  mode  of  onset,  the  symp- 
toms, and  the  clinical  course  are  not  very 
specific;  they  are  common  to  a number  of 
infections,  exotic  and  otherwise.  Such  di- 
agnostic procedures  as  a leukocyte  count, 
the  Weil-Felix  agglutination  test,  or  identi- 
fication of  the  rickettsia  in  smears  are  not 
mentioned.  The  latter  two  were  unknown 
to  Doyle,  not  discovered  when  the  story  was 
written.  The  chief  clue  remains  a matter 
of  geography:  “a  coolie  disease  from 

Sumatra.”  One  of  the  names  applied  to 
tsutsugamushi  disease  is  pseudotyphus  of 
Sumatra,  and  another  is  Sumatran  mite 
fever.  No  other  name  for  a disease  honors 
that  fertile  island,  and  we  are  perforce  led  to 
a clinical  diagnosis  of  tsutsugamushi  dis- 
ease. 

Unlike  other  clinicopathologic  confer- 
ences, there  was  no  autopsy,  and  there  is  no 
pathologist  to  refute  us! 
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tration, Liaison  Committee  with 

C.  D.  J.  Generales,  M.D.,  New  York  City, 
Chairman 

William  Antopol,  M.D.,  New  York  City 
Albin  V.  Kwak,  M.D.,  Depew 
Nathaniel  Reich,  M.D.,  Brooklyn 
Harry  Dan  Vickers,  M.D.,  Little  Falls 

Disaster  Medical  Care 

Irving  G.  Frohman,  M.D.,  Rockway  Beach, 
Chairman 

James  D.  Bradley,  M.D.,  Plattsburgh 
Harold  T.  Golden,  M.D.,  Herkimer 

Medical  Aspects  of  Sports 

Ralph  S.  Emerson,  M.D.,  Roslyn  Heights, 
Chairman 

Frederick  H.  Grabo,  M.D.,  Rome 
Eugene  J.  Hanavan,  Jr.,  M.D.,  Buffalo 
Arthur  Howard,  M.D.,  Johnstown 
Joseph  J.  Kaufman,  M.D.,  Newark 
William  B.  Kintzing,  M.D.,  Manhasset 
Alexius  Rachun,  M.D.,  Ithaca 
Murle  Laurens  Rowe,  M.D.,  Rochester 

Medicine  and  Religion 

Virgil  J.  Sager,  M.D.,  Schenectady,  Chair- 
man 

Eleanor  J.  Murphy,  M.D.,  Rye 

Publication 

George  Himler,  M.D.,  New  York  City, 
Chairman 

Philip  J.  Cantor,  M.D.,  Brooklyn 
Reuben  M.  Cares,  M.D.,  Kings  Park 
Robert  E.  Healy,  M.D.,  Mount  Kisco 
John  W.  Hirshfeld,  M.D.,  Ithaca 
Granville  W.  Larimore,  M.D.,  Albany 

Research  and  Planning 

John  M.  Galbraith,  M.D.,  Glen  Cove,  Chair- 
man 

Renato  J.  Azzari,  M.D.,  The  Bronx 
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James  M.  Blake,  M.D.,  Schenectady 
Joseph  J.  Kaufman,  M.D.,  Newark 
Robert  E.  Westlake,  M.D.,  Syracuse 

Ad  Hoc  Committees 

for  Our  Own  Building 

Renato  J.  Azzari,  M.D.,  The  Bronx,  Chair- 
man 

Gerald  D.  Dorman,  M.D.,  New  York  City 
John  M.  Galbraith,  M.D.,  Glen  Cove 
Norman  S.  Moore,  M.D.,  Ithaca 
Waring  Willis,  M.D.,  Bronxville 

to  Explore  all  Aspects  of  the  District 
Branches 

George  T.  C.  Way,  M.D.,  Poughkeepsie, 
Chairman 

Carl  Goldmark,  Jr.,  M.D.,  New  York  City, 
First 

Reginald  Steen,  M.D.,  Hempstead,  Second 
Samuel  Baer,  M.D.,  Troy,  Third 
Arthur  Howard,  M.D.,  Johnstown,  Fourth 
Felix  Ottaviano,  M.D.,  Oneida,  Fifth 
George  G.  McCauley,  M.D.,  Ithaca,  Sixth 
Joseph  J.  Kaufman,  M.D.,  Newark,  Seventh 
John  D.  Naples,  M.D.,  Buffalo,  Eighth 
Arthur  H.  Diedrick,  M.D.,  Port  Chester, 
Ninth 

Revision  of  the  Education  Law,  to  Study 
the 

Walter  T.  Heldmann,  M.D.,  Staten  Island, 
Chairman 

John  M.  Galbraith,  M.D.,  Glen  Cove 
Francis  A.  Stephens,  M.D.,  Albany 
Victor  J.  Tofany,  M.D.,  Rochester 
William  L.  Wheeler,  Jr.,  M.D.,  New  York 
City 

OEO  Clinics,  on 

Walter  T.  Heldmann,  M.D.,  Staten  Island, 
Chairman 

Special  Committees 

House  Committee  on  Constitution  and 
Bylaws 

Carl  Goldmark,  Jr.,  M.D.,  New  York  City, 
Chairman 

Irving  L.  Ershler,  M.D.,  Syracuse 
Swen  L.  Larson,  M.D.,  Elmira 
Jason  K.  Moyer,  M.D.,  Binghamton 
Isidore  Sternlieb,  M.D.,  The  Bronx 
William  F.  Martin,  Esq.,  New  York  City, 
ex  officio 

Executive  Committee  of  the  Council 

Frederick  A.  Wurzbach,  Jr.,  M.D.,  The 
Bronx,  Chairman 

Edward  C.  Hughes,  M.D.,  Syracuse 


William  L.  Wheeler,  Jr.,  M.D.,  New  York 
City 

Waring  Willis,  M.D.,  Bronxville 


Carl  Goldmark,  Jr.,  M.D.,  New  York  City 
John  E.  Lowry,  M.D.,  Flushing 

Osteopathy,  on 

Samuel  Wagreich,  M.D.,  The  Bronx,  Chair- 
man 

Sol  Axelrad,  M.D.,  Woodhaven 
John  W.  Latcher,  M.D.,  Oneonta 
John  H.  Wadsworth,  M.D.,  Cobleskill 

Technical  Advisory  Committee  on  Medical 
Care 

George  Himler,  M.D.,  New  York  City, 
Cochairman 

William  L.  Wheeler,  Jr.,  M.D.,  New  York 
City,  Cochairman 
John  H.  Carter,  M.D.,  Albany 
George  Rehmi  Denton,  M.D.,  Albany 
John  T.  Donovan,  Jr.,  M.D.,  Lockport 
Carl  F.  Freese,  M.D.,  Hempstead 
David  S.  Gerbarg,  M.D.,  Kingston 
George  G.  McCauley,  M.D.,  Ithaca 
Stewart  Clyde  Wagoner,  M.D.,  Schenectady 

Joint  Legislative  Committee  re  Proposed 
Health  Insurance  Law,  to  Confer  with 

Ralph  S.  Emerson,  M.D.,  Roslyn  Heights, 
Chairman 

John  Lee  Clowe,  M.D.,  Schenectady 
George  Himler,  M.D.,  New  York  City 
Herbert  E.  Joyce,  M.D.,  Buffalo 
Eli  A.  Leven,  M.D.,  Rochester 
Wallace  M.  Sheridan,  M.D.,  White  Plains 
Edward  Siegel,  M.D.,  Plattsburgh 
Robert  W.  Smith,  M.D.,  Chenango  Bridge 
Robert  E.  Westlake,  M.D.,  Syracuse 


Walter  T.  Heldmann,  M.D.,  Staten  Island 
Thomas  F.  McCarthy,  M.D.,  The  Bronx 
James  M.  Blake,  M.D.,  Schenectady 
Bernard  J.  Pisani,  M.D.,  New  York  City 
C.  Stewart  Wallace,  M.D.,  Ithaca 

Judicial  Council 

A.  W.  Martin  Marino,  Sr.,  M.D.,  Brooklyn, 
Chairman 

Gerald  D.  Dorman,  M.D.,  New  York  City 
William  P.  Reed,  M.D.,  Larchmont 
William  L.  Wheeler,  Jr.,  M.D.,  New  York 
City 

Joseph  G.  Zimring,  M.D.,  Long  Beach 
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Labor  Health  Facilities 

William  H.  Foege,  M.D.,  New  York  City, 
Chairman 

Theodore  Rosenthal,  M.D.,  New  York  City 
Louis  Venet,  M.D.,  New  York  City 

Malpractice  Insurance  and  Defense  Board 

David  Kershner,  M.D.,  Brooklyn,  Chairman 
Raymond  S.  McKeeby,  M.D.,  Binghamton 
Alfred  L.  L.  Bell,  M.D.,  Brooklyn 
Arthur  J.  Mannix,  Jr.,  M.D.,  Larchmont 
John  J.  Della  Porta,  M.D.,  Rochester 
Frank  Hart  Peters,  M.D.,  New  York  City 
Thomas  M.  d’ Angelo,  M.D.,  Jackson  Heights 
Thomas  F.  McCarthy,  M.D.,  The  Bronx, 
ex  officio 

Walter  T.  Heldmann,  M.D.,  Staten  Island, 
ex  officio 

William  F.  Martin,  Esq.,  New  York  City, 
ex  officio 

James  M.  Arnold,  New  York  City,  Executive 
Secretary 

New  York  State  Association  of  Profession 

(Three  representatives,  elected  annually.) 
Henry  I.  Fineberg,  M.D.,  New  York  City 
Frederick  A.  Wurzbach,  Jr.,  M.D.,  The  Bronx 
Solomon  Schussheim,  M.D.,  Brooklyn 

Trustees  Committees 

Investment 

Waring  Willis,  M.D.,  Bronxville,  Chairman 
James  M.  Blake,  M.D.,  Schenectady 
William  L.  Wheeler,  Jr.,  M.D.,  New  York 
City 


New  York  State  Medical  Assistants  Associ- 
ation, Advisory  Committee  to  the 
Irving  M.  Pallin,  M.D.,  Brooklyn,  Chairman 
C.  Stewart  Wallace,  M.D.,  Ithaca 
Walter  F.  Harrison,  Jr.,  M.D.,  Glens  Falls 


Nominating  Committee 

James  M.  Blake,  M.D.,  Schenectady,  Chair- 
man, Fourth  District  Branch 

George  Himler,  M.D.,  New  York  City, 
First  District  Branch 

Ralph  S.  Emerson,  M.D.,  Roslyn,  Second 
District  Branch 

James  A.  Moore,  M.D.,  Albany,  Third  Dis- 
trict Branch 

Irving  L.  Ershler,  M.D.  Syracuse,  Fifth 
District  Branch 

Swen  L.  Larson,  M.D.,  Elmira,  Sixth  District 
Branch 

Charles  D.  Sherman,  Jr.,  M.D.,  Rochester, 
Seventh  District  Branch 

George  L.  Collins,  Jr.,  M.D.,  Buffalo,  Eighth 
District  Branch 

George  T.  C.  Way,  M.D.,  Poughkeepsie, 
Ninth  District  Branch 


War  Memorial 

John  M.  Galbraith,  M.D.,  Glen  Cove, 
Chairman 

George  A.  Burgin,  M.D.,  Little  Falls 
John  F.  Kelley,  M.D.,  Utica 
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Harold  Kennedy  Bell,  M.D.,  of  Brooklyn, 
died  on  June  23  at  his  home  at  the  age  of  eighty. 
Dr.  Bell  graduated  from  the  Columbia  Uni- 
versity College  of  Physicians  and  Surgeons  in 
1910  and  served  during  World  War  I in  the 
Army  Medical  Corps.  He  was  a senior  con- 
sulting surgeon  at  Methodist  Hospital  of 
Brooklyn  and  a former  president  of  the  Brooklyn 
Surgical  Society.  A Diploma te  of  the  American 
Board  of  Surgery  and  a Fellow  of  the  American 
College  of  Surgeons,  Dr.  Bell  was  a member  of 
the  Medical  Society  of  the  County  of  Kings, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Morris  Beyer,  M.D.,  of  Brooklyn,  died  on 
April  29  at  the  age  of  eighty-two.  Dr.  Beyer 
graduated  from  the  Long  Island  College  Hos- 
pital in  1908.  He  was  a member  of  the  Medical 
Society  of  the  County  of  Kings,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Meyer  H.  G.  Blatt,  M.D.,  of  New  York  City, 
died  on  June  22  at  his  home  in  Forest  Hills 
at  the  age  of  seventy-two.  Dr.  Blatt  graduated 
from  University  and  Bellevue  Hospital  Medi- 
cal College  in  1915  and  served  in  World  War  I 
with  the  Army  Medical  Corps.  He  was  an 
attending  endocrinologist  and  a clinical  as- 
sistant in  obstetrics  and  gynecology  at  Belle- 
vue Hospital.  Dr.  Blatt  was  a member  of 
the  Medical  Society  of  the  County  of  Kings, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Morris  Bobrow,  M.D.,  of  New  York  City, 
died  on  June  4 at  the  age  of  eighty.  Dr. 
Bobrow  graduated  from  University  and  Belle- 
vue Hospital  Medical  College  in  1907.  He 
was  a member  of  the  New  York  County  Medi- 
cal Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical 
Association. 

Alexander  Bonis,  M.D.,  of  New  York  City, 
died  on  June  2 at  the  age  of  sixty-eight.  Dr. 
Bonis  received  his  medical  degree  from  the 
University  of  Leipzig  in  1923.  He  was  an 
associate  attending  roentgenologist  at  Bellevue 
Hospital.  A Diplomate  of  the  American  Board 
of  Radiology  and  a Fellow  of  the  American 
College  of  Gastroenterology,  Dr.  Bonis  was  a 
member  of  the  New  York  Roentgen  Society, 
the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 


James  W.  W.  Dimon,  M.D.,  of  Utica,  died 
on  January  7 at  his  home  at  the  age  of  eighty- 
two.  Dr.  Dimon  graduated  from  Johns  Hop- 
kins University  School  of  Medicine  in  1909 
and  served  with  the  Army  Medical  Corps 
during  World  War  I.  He  was  an  attending 
physician  in  internal  medicine  at  Faxton  and 
Utica  State  Hospitals  and  was  a consultant  in 
internal  medicine  at  Marcy  State  Hospital.  A 
Fellow  of  the  American  College  of  Chest 
Physicians,  Dr.  Dimon  was  a member  of  the 
Utica  Academy  of  Medicine,  the  New  York 
State  Society  of  Internal  Medicine,  the  Oneida 
County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Clarence  E.  Dungan,  M.D.,  of  Binghamton 
and  Hancock,  died  on  June  9 at  the  Bingham- 
ton General  Hospital  at  the  age  of  fifty-five. 
Dr.  Dungan  graduated  from  the  University 
of  Rochester  School  of  Medicine  and  Dentistry 
in  1938.  He  served  in  the  Army  Medical 
Corps  during  World  War  II  and  after  the  war 
at  the  headquarters  of  the  European  Command 
in  Heidelberg.  He  had  been  chief  medical 
officer  in  Arizona  with  the  Bureau  of  Indian 
Affairs  and  was  associate  medical  examiner  for 
the  Workmen’s  Compensation  Board  in  Bing- 
hamton. Dr.  Dungan  was  a member  of  the 
Delaware  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Bradford  F.  Golly,  M.D.,  of  Rome,  died  on 
May  16  at  Rome  City  Hospital  at  the  age  of 
sixty-five.  Dr.  Golly  graduated  from  Syra- 
cuse University  College  of  Medicine  in  1926 
and  had  practiced  in  Rome  until  his  retire- 
ment in  June  of  1966.  He  had  been  an  at- 
tending surgeon  at  Rome  Hospital  and  Murphy 
Memorial  Hospital.  Dr.  Golly  was  a member 
of  the  Rome  and  Utica  Academies  of  Medicine, 
the  Oneida  County  Medical  Society,  the  Medi- 
cal Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

James  Rochester  Granger,  M.D.,  of  Amity- 
ville,  died  on  March  8 at  the  age  of  sixty-two. 
Dr.  Granger  graduated  from  Howard  Univer- 
sity College  of  Medicine  in  1935.  He  was  an 
associate  attending  in  general  practice  at 
Lakeside  Hospital,  Copiague.  Dr.  Granger 
was  a member  of  the  American  Academy  of 
General  Practice,  the  Suffolk  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Asso- 
ciation. 
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Wirt  Clarence  Groom,  M.D.,  of  Pough- 
keepsie, died  on  January  18  at  the  age  of  eighty. 
Dr.  Groom  graduated  from  the  University 
of  Michigan  Medical  School  in  1912.  A 
Diplomate  of  the  American  Board  of  Psy- 
chiatry and  Neurology  (Psychiatry),  he  was 
a member  of  the  American  Psychiatric  Asso- 
ciation, the  Dutchess  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Richard  Horace  Hoffmann,  M.D.,  of  New 
York  City,  died  on  June  18  at  Lenox  Hill 
Hospital  at  the  age  of  eighty.  Dr.  Hoffmann 
graduated  from  Cornell  University  Medical 
College  in  1908.  He  studied  psychiatry  at  the 
Clearing  House  for  Mental  Defectives  and 
served  as  a neuropsychiatrist  at  Columbia- 
Presbyterian  Hospital.  He  testified  as  an 
expert  witness  in  several  celebrated  criminal 
cases,  including  the  trial  of  the  Lindbergh 
kidnapper,  Hauptmann.  As  president  of  the 
Institute  for  Human-Animal  Relationships, 
Dr.  Hoffmann  had  worked  for  legislation  to 
allow  pets  in  housing  developments.  He  was 
a member  of  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Asso- 
ciation. 

Harry  Keil,  M.D.,  of  New  York  City,  died  on 
June  14  at  Montefiore  Hospital  at  the  age 
of  sixty-three.  Dr.  Keil  graduated  from  Uni- 
versity and  Bellevue  Hospital  Medical  College 
in  1929.  He  was  an  associate  attending  der- 
matologist at  Montefiore  Hospital.  Dr.  Keil 
was  a Diplomate  of  the  American  Board  of 
Dermatology,  Inc. 

Alexander  Leon  Landau,  M.D.,  of  Jackson 
Heights,  died  on  May  8 at  the  age  of  eighty. 
Dr.  Landau  received  his  medical  degree  from 
the  University  of  Vienna  in  1911. 

William  Joseph  Laufer,  M.D.,  of  Oceanside, 
died  on  November  19,  1966,  at  the  age  of 
fifty-four.  Dr.  Laufer  received  his  medical 
degree  from  the  University  of  Bologna  in 
1938.  He  was  a member  of  the  American 
Psychiatric  Association,  the  Nassau  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Sidney  Levy,  M.D.,  of  Brooklyn,  died  on 
May  28  at  the  age  of  sixty-three.  Dr.  Levy 
graduated  from  the  St.  Louis  University  School 
of  Medicine  in  1930.  He  was  on  the  general 
practice  staff  at  Unity  Hospital.  Dr.  Levy 
was  a member  of  the  Medical  Society  of  the 
County  of  Kings,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Melvin  S.  Martin,  M.D.,  of  Warsaw,  died 
on  May  5 at  the  Wyoming  County  Community 


Hospital  at  the  age  of  sixty-two.  Dr.  Martin 
graduated  from  the  University  of  Minnesota 
Medical  School  in  1931.  He  had  been  at- 
tending radiologist  at  the  Wyoming  County 
Community  Hospital  for  almost  twenty  years. 
A Diplomate  of  the  American  Board  of  Radi- 
ology (Roentgenology),  Dr.  Martin  was  a 
member  of  the  Buffalo  Academy  of  Medicine, 
the  New  York  Roentgen  Society,  the  Wyoming 
County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Charles  Samuel  Moiel,  M.D.,  of  Jamaica 
and  Roslyn  Heights,  died  on  May  7 at  the  age 
of  sixty-two.  Dr.  Moiel  graduated  from  the 
Tulane  University  School  of  Medicine  in  1929. 
He  was  an  assistant  attending  physician  at 
Physicians  Hospital.  Dr.  Moiel  was  a member 
of  the  American  Academy  of  General  Practice, 
the  Queens  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Emanuel  A.  Neuren,  M.D.,  of  Jericho, 
died  on  June  10  at  the  age  of  fifty-three.  Dr. 
Neuren  graduated  from  the  St.  Louis  University 
School  of  Medicine  in  1938.  He  was  a member 
of  the  Nassau  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Anthony  Louis  Scaramoza,  M.D.,  of  The 
Bronx,  died  on  February  17  at  the  age  of  sixty- 
two.  Dr.  Scaramoza  graduated  from  the 
Georgetown  University  School  of  Medicine 
in  1930.  He  was  a staff  physician  at  Park- 
chester  and  Pelham  Bay  General  Hospitals. 
Dr.  Scaramoza  was  a member  of  the  Bronx 
County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Charles  Shookhoflf,  M.D.,  of  Massapequa, 
died  on  May  14  at  the  age  of  eighty-two. 
Dr.  Shookhoff  graduated  from  Cornell  Uni- 
versity Medical  College  in  1910.  He  was  a 
consulting  cardiologist  at  Long  Beach  Me- 
morial Hospital  and  at  the  Jewish  Hospital 
of  Brooklyn.  A Diplomate  of  the  American 
Board  of  Internal  Medicine  and  a Fellow  of 
the  American  College  of  Physicians,  Dr. 
Shookhoff  was  a member  of  the  Medical 
Society  of  the  County  of  Kings,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Bernard  Francis  Smith,  M.D.,  of  Brooklyn, 
died  on  June  17  at  the  age  of  forty-six.  Dr. 
Smith  graduated  from  New  York  Medical 
College,  Flower  and  Fifth  Avenue  Hospitals, 
in  1944.  He  was  a clinical  assistant  attending 
in  orthopedic  surgery  at  St.  Charles  Hospital 
and  Orthopedic  Clinic. 

Paul  Steinweg,  M.D.,  of  New  York  City, 
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died  on  May  2 at  the  age  of  seventy-four. 
Dr.  Steinweg  received  his  medical  degree  from 
the  University  of  Heidelberg  in  1920.  He  was 
a consultant  in  obstetrics  and  gynecology 
at  Sydenham  Hospital.  A Diplomate  of  the 
American  Board  of  Obstetrics  and  Gynecology 
and  a Fellow  of  the  American  College  of  Sur- 
geons, Dr.  Steinweg  was  a member  of  the  New 
York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Robert  F.  Wagner,  M.D.,  of  Central  Islip, 
died  on  April  27  at  the  age  of  fifty-three. 
Dr.  Wagner  graduated  from  the  University 
of  Pennsylvania  School  of  Medicine  in  1939 
and  served  in  the  Army  Medical  Corps  during 
World  War  II.  He  was  assistant  director 
of  Central  Islip  State  Hospital  and  a research 
consultant  at  the  Brookhaven  National  Lab- 
oratory. A Diplomate  of  the  American  Board 
of  Psychiatry  and  Neurology  (Psychiatry), 
Dr.  Wagner  was  a member  of  the  American 
Psychiatric  Association,  the  Suffolk  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Alfred  M.  Wedd,  M.D.,  of  Rochester,  died 
on  May  12  at  the  age  of  eighty.  Dr.  Wedd 


Benign  postmenopausal 
vaginal  bleeding 


When,  after  complete  investigation  of  a pa- 
tient with  postmenopausal  vaginal  bleeding,  no 
other  evidence  of  uterine  malignant  condition 
can  be  found,  the  physician  is  faced  with  a major 
problem  of  whether  or  not  uterine  cancer  exists 
or  will  develop.  Data  from  a study  of  1,257 
such  women  and  the  same  number  of  matched 
controls,  observed  for  from  ten  to  forty  years, 
indicate  that  carcinoma  of  the  uterine  corpus  will 
develop  in  about  5 per  cent  of  the  women  with 
bleeding.  About  half  of  these  tumors  will  de- 
velop before  the  third  year  after  the  initial  visit, 
and  other  gynecologic  cancers  will  develop  in  an 
additional  2 to  3 per  cent. 

This  study,  conducted  by  F.  P.  Paloucek, 
M.D.,  J.  B.  Graham,  M.D.,  and  C.  L.  Randall, 
M.D.,  and  reported  in  a recent  issue  oiJ.A.M.A., 
revealed  that  the  1,257  study  cases  all  had  had  a 


graduated  from  Western  Reserve  University 
School  of  Medicine  in  1916.  He  was  a senior 
associate  attending  physician  at  Strong  Me- 
morial Hospital,  a consulting  physician  at 
Rochester  General  Hospital,  and  a consulting 
cardiologist  at  Genesee  Hospital.  A Diplomate 
of  the  American  Board  of  Internal  Medicine 
and  a Fellow  of  the  American  College  of  Phy- 
sicians, Dr.  Wedd  was  a member  of  the  Monroe 
County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Morris  Witten,  M.D.,  of  Brooklyn,  died  on 
May  17  at  the  age  of  fifty-four.  Dr.  Witten 
graduated  from  New  York  University  College 
of  Medicine  in  1937.  He  was  chief  of  radiology 
at  the  Veterans  Administration  Hospital  Out- 
patient Department.  Dr.  Witten  was  a Diplo- 
mate of  the  American  Board  of  Radiology. 

Carl  A.  Zoll,  M.D.,  of  New  York  City,  died 
on  March  12  at  the  age  of  seventy.  Dr.  Zoll 
graduated  from  the  University  of  Louisville 
School  of  Medicine  in  1930.  He  was  a member 
of  the  American  Geriatrics  Society,  the  New 
York  Academy  of  Medicine,  the  New  York 
County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 


spontaneous  menopause  and  were  selected  from 
a larger  group  to  exclude  those  who  had  had 
radiation  or  hysterectomy  after  their  initial  visit. 
Each  case  was  closed  when  a complete  medical 
history  had  been  obtained  between  the  time  of 
the  patient’s  original  visit  and  December  1, 
1963.  As  of  that  date,  99  per  cent  of  both  study 
and  control  groups  were  complete.  Lost  to 
follow-up  were  10  study  and  10  control  cases. 

A master  table  was  presented  in  which  the 
type  and  number  of  cases,  uterine  and  extra- 
uterine,  developed  in  the  study  and  control  cases. 
To  assess  the  number  of  carcinomas  that  may 
have  been  missed  or  were  at  a stage  of  develop- 
ment too  early  for  detection  at  the  original  visit, 
the  data  were  subdivided  to  show  those  car- 
cinomas that  developed  at  any  time  after  the 
first  visit  and  those  that  developed  more  than 
three  years  after  this  visit.  The  number  of 
gynecologic  cancers  that  developed  in  the  con- 
trol group  was  insignificant.  The  incidence  of 
extrapelvic  cancers  was  the  same  in  both  the 
study  and  control  groups,  and  the  distribution 
was  similar. 
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Books  Reviewed 


Closing  the  Gap  Between  Medicine  and 
Psychiatry.  By  Wilfred  Dorfman,  M.D.  Oc- 
tavo of  209  pages,  illustrated.  Springfield, 
111.,  Charles  C Thomas,  1966.  Cloth,  $8.50. 

The  author  is  a fortunate  example  of  the  com- 
bination of  certification  of  the  American  Boards 
in  both  Internal  Medicine  and  also  Psychiatry. 
He  writes  authoritatively  from  a vast  experience 
in  which  psychosomatic  medicine  is  his  foremost 
child.  He  dedicates  the  book  to  “The  True 
Physician — who  treats  the  total  personality  and 
not  merely  the  ailing  part.” 

The  contents  are  divided  into  five  parts  which 
can  be  seen  as  an  admirable  integration  for 
closing  of  “the  gap.”  In  part  I is  found  prob- 
lems of  gastroenterology,  cardiovascular  dis- 
orders, dermatology,  metabolic  and  endocrine 
deviations,  arthritis,  and  allergy  with  psycho- 
physiologic  symptomatology. 

Part  II  extends  psychiatric  considerations  to 
etiologic  factors  pertaining  to  heredity,  socio- 
cultural roots,  defense  mechanisms,  and  psycho- 
dynamic interpretations,  biochemical  and  neuro- 
physiologic considerations,  schizophrenia  and 
depression.  Disorders  associated  with  impair- 
ment of  brain  tissue  function  and  those  of  psy- 
chogenic origin  also  come  in  for  enlightened  dis- 
cussion. 

Part  III  emphasizes  principles  in  the  manage- 
ment of  emotional  illness,  having  first  brought  to 
recognition  emotional  factors  revealed  in  “body 
protests”  oftimes  disguising  depression  and  other 
psychic  factors.  Seasoned  remarks  on  doctor- 
patient  relationship  and  goals  with  limitations 
of  a nonpsychiatrist  are  helpfully  formulated  for 
better  psychotherapy.  The  author  reminds  us 
that  electroconvulsive  therapy  has  not  been 
replaced  by  promising  advances  in  psychophar- 
macology but  is  still  the  treatment  of  choice  of 
severe  depression  with  the  inevitable  possibility 
of  suicide.  Precious  time  should  not  be  wasted 
by  trying  various  drugs  when  one  sees  an  en- 
dogenous depression  rooted  in  manic-depressive 
reaction,  involutional  depression,  cerebral  ar- 
teriosclerotic and  senile  depression  as  well  as  in 
severe  schizo-affective  and  depressive  components 
of  schizophrenic  reactions.  Favorable  responses 
may  be  obtained  from  four  to  six  ECT’s  de- 
pending upon  the  phase  of  the  depressive  cycle 
and  the  perennial  factor  of  individual  differences. 

Part  IV  emphasizes  psychopharmacologic 
aids,  minor  and  major  tranquilizers,  and  anti- 
depressants. 

Part  V succinctly  brings  to  the  front  the  ever- 
growing need  for  more  psychiatric  training  for 
the  nonpsychiatrist  for  effective  integration  of 
psychiatry  with  medicine.  To  this  end  the 
psychiatric  unit  is  a must  in  every  general  hos- 
pital that  professes  to  treat  the  whole  person 
with  his  inextricable  emotional  and  somatic 


components.  The  many  psychiatric  courses 
for  general  practitioners  and  other  nonpsychi- 
atric physicians  have  proved  their  worthwhile- 
ness in  closing  the  gap. 

Preventive  psychiatry  is  a public  health  prob- 
lem in  which  all  physicians  should  participate. 
It  is  heartening  to  observe  the  treatment  of 
varying  degrees  of  mental  illness  locally,  with 
the  eradication  of  the  archaic  stigma  of  mental 
disease,  and  at  the  same  time  making  for  pre- 
vention, improvement,  cure,  or  social  recovery 
with  early  return  of  the  patient  to  the  family. 
The  financial  saving  is  great.  The  retention  of 
the  patient  in  the  home  area  without  separation 
from  family  by  commitment  to  far  away  psy- 
chiatric hospitals  is  also  an  important  fact  which 
the  physician  and  the  layman  should  heed  for 
the  therapeutic,  economic,  and  humanistic  as- 
pects. 

Dr.  Dorfman  writes  in  a clear,  readable  style 
free  of  jargon  and  hypothetical  armchair  spec- 
ulations. Every  student  of  medicine,  practi- 
tioner, and  those  in  the  health-helping  profes- 
sions would  do  well  to  have  this  highly  commend- 
able volume  at  arm’s  reach. — Frederick  L. 
Patry,  M.D. 

Advances  in  Blood  Grouping.  Volume  II. 

By  Alexander  S.  Wiener,  M.D.  Octavo  of  454 
pages,  illustrated.  New  York,  Grune  & Strat- 
ton, 1965.  Cloth,  $12.50. 

This  text  is  the  second  volume  of  Dr.  Weiner’s 
papers  on  blood  groups  and  problems  relating 
thereto.  It  extends  a wealth  of  carefully  docu- 
mented details  to  numerous  areas  previously 
unchartered  in  immunohematology.  It  is  re- 
markable that  progress  in  blood  grouping  may  be 
followed  by  simply  selecting  the  appropriate 
publication  of  this  fine  investigator.  This  454- 
page  text  considers  fundamental  principles  re- 
lating to  nomenclature,  nonhuman  primate 
blood  groups,  review  of  A-B-O,  M-N  and  Rh 
types,  medicolegal  aspects  of  blood  grouping, 
and  erythroblastosis  fetalis.  There  is  lacking 
in  this  regard  evaluation  of  intrauterine  fetal 
transfusion. 

This  book  is  recommended  as  a fine  reference 
source  for  recent  concepts  and  is  of  remarkable 
historic  value. — Alan  N.  Morrison,  M.D. 

Ciba  Foundation  Symposium  on  Transcul- 
tural  Psychiatry.  Edited  by  A.  V.  S.  de- 
Reuck,  M.Sc.,  and  Ruth  Porter,  M.R.C.P. 
With  10  illustrations.  Octavo  of  396  pages. 
Boston,  Little,  Brown  and  Company,  1965. 
Cloth,  $12. 

Since  the  founding  of  the  Ciba  Foundation, 
London,  in  1947,  this  is  the  first  symposium  on 
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psychiatry.  It  is  significant  that  the  trans- 
cultural  aspects  have  been  formulated  by  24 
outstanding  scientists  in  the  fields  of  anthro- 
pology and  psychiatry,  amplified  by  psychologic 
and  epidemiologic  supplements.  Professor  E. 
D.  Wittkower,  Department  of  Psychiatry, 
McGill  University,  deserves  thanks  for  propos- 
ing this  symposium,  aided  by  his  colleague, 
Dr.  H.  B.  M.  Murphy.  Sir  Aubrey  Lewis,  who 
was  chairman  of  this  timely  symposium,  played 
the  role  of  the  seasoned  catalyst  who  also  made 
timely  comments. 

The  contents  are  divided  into  four  parts  and 
are  spiced  by  Sir  Aubrey’s  opening  and  closing 
remarks.  In  the  introduction,  Dr.  Wittkower 
reviewed  recent  developments  in  transcultural 
psychiatry.  This,  as  well  as  other  topics,  was 
followed  by  a discussion,  a free-for-all  for  the 
membership.  Dr.  A.  I.  Hallowell,  Department 
of  Anthropology,  University  of  Pennsylvania, 
chose  as  his  topic,  “Hominid,  Evolution,  Cul- 
tural Adaptation  and  Mental  Dysfunctioning.” 

“Cross-Cultural  Variations  in  Psychiatric 
Symptomatology”  included  “Schizophrenic  and 
borderline  states”  by  T.  A.  Lambo  of  Nigeria; 
“Phenomenology  of  affective  disorders  in  Chi- 
nese and  other  cultures”  by  P.  M.  Yap  of  Hong- 
kong; and  “Housing  and  mental  health  in  de- 
veloping countries”  by  J.  Z.  Hes  of  the  Depart- 
ment of  Social  Psychiatry,  Talbieh  Psychiatric 
Hospital,  Jerusalem,  Israel. 

“Cross-Cultural  Variations  in  Care  of  the 
Mentally  111”  included  presentations  by  Profes- 
sor J.  B.  Loudon,  School  of  Social  Studies, 


University  College,  Swansea,  Wales;  and  “Cul- 
tural elements  in  the  response  to  treatment”  by 
Professor  G.  M.  Carstairs,  Department  of  Psy- 
chological Medicine,  University  of  Edinburgh. 

“Interaction  of  Social  and  Cultural  Factors 
in  Mental  Health”  began  with  the  subject, 
“Changing  patterns  of  adolescence”  by  Martha 
Wolfenstein,  Department  of  Psychiatry,  Albert 
Einstein  College  of  Medicine,  Yeshiva  Uni- 
versity, New  York.  Professor  A.  H.  Leighton, 
Department  of  Psychiatry,  Cornell  University 
Medical  College,  discussed  “Cultural  change 
and  psychiatric  disorder.” 

This  was  followed  by  “adult  roles”  presented 
by  Margaret  Mead. 

The  final  section  was  devoted  to  “Method- 
ology” which  included  “Methods  of  psychiatric 
research  in  Africa”  by  E.  L.  Margetts;  “The 
epidemiological  approach  to  transcultural  psy- 
chiatric research”  by  H.  B.  M.  Murphy;  and 
“Transcultural  diagnosis  of  mental  health  by 
means  of  psychological  tests”  by  G.  A.  DeVos. 

Although  this  symposium  primarily  is  printed 
for  the  professionals  above  noted,  the  inquiring 
physician,  in  general  practice  or  in  one  of  the 
specialties,  will  find  herein  pertinent  food  for 
thought  about  the  effects  of  cultures  and  civiliza- 
tion on  the  patterns  of  mental  deviation  and  dis- 
ease. It  is  encouraging  to  note  a ground  swell- 
ing of  concern  by  physicians  in  transcultural 
studies,  so  important  for  ecumenical  achievement 
in  promoting  health  and  the  prevention  and 
treatment  of  disease. — Frederick  L.  Patry, 
M.D. 
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PHYSICIANS  WANTED 


LONG  ISLAND,  NASSAU  COUNTY  GENERAL  PRAC- 
tice  group  needs  associate;  no  investment  needed.  Salary 
to  start,  partnership  in  one  year  if  compatible.  (516) 
PY  8-8011. 


ANESTHESIOLOGIST,  FULL  OR  PART-TIME  FOR 
surgery  and/or  obstetrics.  H.  Berger,  M.D.,  St.  John’s 
Hospital,  Queens.  IL  7-1300. 


WANTED:  PHYSICIAN  UNDER  35  TO  TAKE  OVER 
busy  general  practice  in  resort  area  on  South  Shore,  Long 
Island.  Leaving  to  enter  residency.  Will  stay  to  intro- 
duce. Must  have  New  York  State  license.  OB  and  sur- 
gery optional.  Attractive  terms  available.  Send  full 
personal  particulars  to  Box  575,  % NYSJM. 


INTERNIST  OR  FAMILY  PHYSICIAN  FOR  MEDICAL 
group,  suburb  New  York  City.  Initial  contract  leading  to 
partnership.  Starting  salary  up  to  $19,000.  Include  com- 
plete curriculum  vitae  in  reply.  Box  574,  % NYSJM. 


PHYSICIAN  WITH  EXPERIENCE  OR  INTEREST  IN 
Neuropsychiatry- — for  position  on  neuropsychiatric  serv- 
ice of  a university-affiliated  general  hospital.  Salary 
range  $12,873  to  $20,585.  Licensure  in  any  state.  Non- 
citizens will  be  considered.  Non-discrimination  in 
employment.  Write:  Chief  of  Staff,  Veterans  Adminis- 

tration Hospital,  3495  Bailey  Ave.,  Buffalo,  New  York 
14215. 


PEDIATRICIAN,  BOARD  CERTIFIED  OR  ELIGIBLE 
for  private  practice  of  pediatrics  in  suburban  New  York 
City  area.  Guarantee  $30,000.  Community  hospital 
will  furnish  free  office  and  receptionist.  Apply:  M. 

Lawrence  Giampe,  M.D.,  Chief  of  Staff,  Butterfield  Me- 
morial Hospital,  Cold  Spring,  New  York. 


WESTERN  NEW  YORK  COMMUNITY  NEEDS  GEN- 
eral  practitioner.  Write  C.  H.  Krochmal,  Administrator, 
Dansville  Memorial  Hospital,  Dansville,  New  York. 


INTERNIST,  FULL  OR  PART-TIME;  BOARD-QUALI- 
fied  or  eligible.  Montefiore  Medical  Group  associated  with 
Montefiore  Hospital.  Starting  annual  salary  $18,000. 
Substantial  yearly  increases.  Outstanding  fringe  benefits. 
Write  Shirley  Grossman,  M.D.,  3455  Steuben  Ave.,  Bronx, 
N.Y.  10467,  or  call  (212)  920-5150. 


GENERAL  PRACTITIONER,  MEDICINE,  PEDI- 
atrics,  obstetrics,  minor  surgery,  to  practice  family  medi- 
cine in  suburban  Albany  in  a group  practice  (currently 
three).  Richard  S.  Heinig,  M.D.,  (518)  785-5881. 


BUY  SAVINGS  BONDS 


POSITIONS  WANTED 


MEDICAL  ASSISTANTS  AND  SECRETARIES.  LAB- 
oratory  Techs.  Well  trained  and  highly  qualified  personnel 
(male  & female).  Phone  CH  2-2330  Ext.  6,  Placement 
Dept.,  or  write  Eastern  School  for  Physicians’  Aides,  Dept. 
69,  85  Fifth  Ave.,  New  York,  N.  Y.  10003.  (Founded 
1936  by  two  member  physicians.) 


RADIOLOGIST,  AGE  35,  BOARD-CERTIFIED,  DE- 
sires  directorship  of  150-200  bed  hospital.  Would  accept 
equal  association  N.Y.  metropolitan  area.  Box  573,  % 


BOARD  CERTIFIED  RADIOLOGIST  IS  LOOKING  FOR 
part-time  position  in  hospital,  clinic  or  medical  group. 
Also  coverage  in  the  evening  or  weekend.  Box  578,  % 
NYSJM. 


RADIOLOGIST,  BOARD  CERTIFIED  IN  DIAGNOSIS, 
therapy  and  nuclear  medicine,  with  training  in  special 
procedures  (vasculography) , desires  position  as  head  of 
department  in  small  or  medium  size  hospital  in  New  York 
or  suburban  area.  Box  577,  % NYSJM. 


MISCELLANEOUS 


OFFICE  PLANNING,  FROM  ARCHITECTURAL 
drafting,  blue  prints,  through  finished  interiors,  by  trained 
interior  designer  with  medical  background.  S.  L.  Emmet, 
415  East  52nd  St.,  N.Y.C.  PL  1-2877. 


INTERNIST  HAS  LIMITED  BUT  LUXURIOUS  Ac- 
commodations in  his  Ocho  Rios,  Jamaica  house  for  selected 
post-coronary  patients  in  need  of  habilitation.  Stay  not 
to  extend  over  a six  week  period.  Complete  resume  of 
illness  with  instructions  as  to  specific  therapy  to  accompany 
patient.  For  further  particulars  reply  to  Box  564,  % 
NYSJM. 


NEED  QUICK  RESPONSE? 
Want  Good  Results? 


Experience  proves  that  you  get  both  in 
the  classified  ad  section  of  the  New  York 
State  Journal  of  Medicine. 
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“If  he  wants  to  stay  he’ll  have  to  leave  the  buzzer 
alone.” 


PRACTICES  FOR  SALE  OR  RENT 


RADIOLOGY  PRACTICE,  LONG  ISLAND.  VERY 
active  radiology  practice  available  immediately.  Several 
salaried  hospital  positions  available  with  practice.  Box 
576,  % N YSJM. 


REAL  ESTATE  FOR  SALE  OR  RENT 


NEW  YORK  DUTCHESS  COUNTY:  NEW  MEDICAL 

building  in  Wappingers  Falls,  Poughkeepsie  area,  occupied 
by  D.D.S.,  orthodontist,  and  Ob-Gyn.  Office  available 
for  all  specialities.  Critical  physician  shortage  because  of 
population  explosion.  Address:  Martin  Rabin  D.D.S.,  65 
South  Clinton  St.,  Poughkeepsie.  N.Y.  (914)  454-0322 


NEW  CONSTRUCTION,  GROUND  FLOOR,  WALK-IN. 
Corner  of  Bainbridge  Ave.  & Mosholou  Pkwy.  Beauti- 
ful view.  $200.  3 room  professional.  OL  2-5859  or  OL 

5-4230. 


RENT,  MEDICAL  OFFICE,  FRESH  MEADOWS, 
Flushing,  N.Y.  Spacious,  share  waiting  room  with  D.D.S. 
Excellent  location  for  generalist,  internist,  pediatrician,  or 
group.  Unopposed,  densely  populated.  Incumbent  intern- 
ist leaving  area.  Exceptional  opportunity.  Lease.  Call 
(212)  OL  7-9641. 


VALLEY  STREAM,  8 ROOM  HOUSE,  ATTACHED 
professional  office,  equipment  and  records  for  sale.  Suit- 
able for  individual  or  group  practice.  Call  (516)  VA  5-4556, 
or  (212)  GR  1-9053. 


PROFESSIONAL 

CONDOMINIUM 

OWNERSHIP 

APARTMENTS 

IN  NEWLY  ESTABLISHED 

HIGH  INCOME  AREA 
in 

QUEENS,  N.Y. 

Suitable  For  Single 
Or  Dual  Practice 
Exceptional  Tax  Shelter 
Only  10%  Down  Payment 
PLYMOUTH  HOUSE 
85-09  151st  Avenue 
Lindenwood,  Howard  Beach 

(212)  VI  8-6900 


FOR  SALE:  GARDEN  CITY,  NEW  YORK,  BRICK 

colonial  house-attached  office.  Internist  retiring  due  to 
illness.  Established  practice,  8 room  office  suitable  2-3 
men.  Records  and  equipment,  including  X-ray,  available. 
Terms  negotiable.  Reply  P.O.  Box  244,  Garden  City,  or 
call  (516)  CH  8-6878. 


FLATBUSH:  2373  OCEAN  PARKWAY  (NEAR  AVE.  X). 
New  luxury  apt.  house;  separate  street  entrance;  3‘A 
rooms,  $125  month;  concession.  Adjacent  residential 
apt.  also  available.  Call  owner,  ask  for  Mr.  Schwab: 
(212)  HY  4-7900. 


PRESTIGE  LOCATION 

For  Medical— Dental  Group 
and  Individual  Practitioners. 

"EXECUTIVE  TOWERS" 

1020  GRAND  CONCOURSE,  BRONX 
23-Story  Air  Conditioned  Apt.  Bldg,  (corner  165th  St.) 


Exclusively  Reserved  for  Professional  use. 
PRIVATE  ENTRANCES 
2 FLOORS  • PRIVATE  ELEVATORS 
CENTRAL  AIR-CONDITIONING 
IMMEDIATE  OCCUPANCY 
Attractive,  Unfurnished  Apartments  for 
Medical  & Nursing  Personnel 

Apply  Renting  Office  on  property  • CY  3-5545 
Carol  Management  Corp.,  Owner — Builder 
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Coca-Cola  has  the  taste  you  never 
get  tired  of.  Always  refreshing. 
That’s  why  things  go  better  with 
Coke  after  Coke  after  Coke. 

TRADE-MARK  ® TRADEMARK  ® TRADE-MARK  ® 


"COCA-COLA"  AND  "COKE"  ARE  REGISTERED  TRADE-MARKS  WHICH  IDENTIFY  ONLY  THE  PRODUCT  OF  THE  COCA-COLA  COMPANY. 
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et  Subject  A is 
verreacting  to  the 
epeated  stressor... 
hile  Subject  B shows 
jss  somatic  reaction 
) the  acute 
sychic  stress. 


^ In  Subject  B on  Valium  (diaz- 
epam), respiratory  measure- 
ments remain  more  nearly 
regular  during  second  viewing 
of  the  same  movie  sequence. 
He  shows  less  somatic  reac- 
tion to  the  repeated  stress. 


Now:  Valium  (diazepam)  effect  in  reducing 
certain  somatic  reactions  to  acute  psychic 
stress  measured  quantitatively  in  double- 
blind study.  Using  a stress-provoking  movie  film, 
investigators  at  the  Psychiatric  and  Psychosomatic 
Research  Institute  of  Cedars-Sinai  Medical  Center 
in  Los  Angeles  have  demonstrated  that  certain 
somatic  changes  due  to  acute  stress  can  be  meas- 
ured and  statistically  evaluated.  In  the  course  of 
these  studies,  nonanxious  subjects  appeared  to 
adapt  to  repeated  stress  situations,  while  anxious 
subjects,  interestingly,  showed  reactivity  on  second 
confrontation  with  the  same  stressor  film.  Using  this 
difference  as  a yardstick.  Valium  (diazepam)  was 
compared  with  placebo  in  36  anxious  subjects  under 
double-blind  control: 

1.  Measuring  the  somatic  language  of  psychic 
stress.  The  use  of  “stressor  films”  offers  a standard- 
ized and  reproducible  stimulus,  simulating  certain 
real-life  situations  in  a laboratory-controlled  set- 
ting. In  this  study,  an  adventure  film  showed  four 
men  fighting  against  seemingly  insurmountable 
odds,  in  constant  danger  of  death. 

2.  Four  physiologic  parameters  recorded  and 
correlated  to  give  a composite  score  reflect- 
ing certain  somatic  manifestations  of  acute 
stress.  Polygraph  measurements  were  made  simul- 
taneously for  each  subject  throughout  the  100-minute 
film.  These  included  EKG,  GSR  (galvanic  skin  re- 
sistance), respiratory  excursions  and  finger  pulse 
volume. 

3.  Objective  data  statistically  measure  certain 
somatic  reactions  to  acute  stress.  Polygraph 
tracings  of  respiratory  excursions  shown  at  left  re- 
veal a clear  difference  between  Valium  (diazepam) 
and  placebo  response.  The  tracings  of  all  four 
physiological  parameters  were  quantified  and  ana- 
lyzed statistically.  After  the  second  showing  of  the 
film  one  week  later,  analysis  of  the  composite  ANS|R 
scores  showed  a statistically  significant  difference 
(at  the  t<0.001  level)  between  subjects  on  Valium 
(diazepam)  and  those  on  placebo. 

Of  the  scores  for  the  four  individual  parameters 
measured,  those  for  galvanic  skin  resistance  (GSR) 
and  respiratory  excursions  were  statistically  signif- 
icant. Differences  in  cardiac  activity  and  finger 
pulse  volume  were  not  significant.  The  only  side 
effect  reported  was  drowsiness  in  13  subjects  on 
Valium  (diazepam)  and  in  7 on  placebo. 

4.  The  investigators  concluded  that  in  anx- 
ious-neurotic individuals  Valium  (diazepam) 
is  effective  in  reducing  certain  autonomic 
nervous  system  reactions  to  acute  stress.1’2 

In  this  text,  adaptation , defined  in  psychodynamic 
terms,  is  “stimulus  mastery” ; reactivity  signifies 
overreaction,  from  the  norm,  to  a given  stimulus. 

References:  1.  Clemens,  T.  L.,  and  Selesnick,  S.  T. : Dis.  Nerv. 
Syst.,  28 :98,  1967.  2.  Selesnick,  S.  T.,  and  Clemens,  T.  L. : From 
research  film  “Motion  Picture  Films  in  Psychosomatic  Re- 
search,” available  from  Roche  Laboratories. 


VALIUM" 

(diazepam)  Roche 


3 ' 

Buy  Bonds  where  you  work. 
They  do. 


Over  90%  of  the  101st  Airborne  Division's  1st  Brigade  has 
signed  up  for  U.S.  Savings  Bonds  through  the  Payroll  Savings 
Plan.  That’s  what  their  Minute  Man  flag  signifies.  These  men, 
now  in  Vietnam,  deserve  your  support.  When  you  purchase 
Savings  Bonds  regularly,  you  show  the  men  of  the  1st  Brigade 
you’re  with  them.  And  you  walk  a bit  taller. 


Buy  U.  S.  Savings  Bonds 

The  U.S.  Government  floes  not  pay  for  this  advertisement . It  is  presented  a>  a public 
service  in  cooperation  with  the  Treasury  Department  and  the  Advertising  Council. 
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alcoholism: 

B and  C vitamins  aid  therapy.  Therapeutic  amounts  of  B and  C vitamins  can 
be  important  in  the  management  of  the  alcoholic  patient.  In  alcoholism,  as  in 
many  chronic  illnesses,  STRESSCAPS  vitamins  aid  therapy. 


Each  capsule  contains: 

Vitamin  Bj  (Thiamine  Mononitrate)  10  mg 

Vitamin  B2  (Riboflavin)  10  mg 

Vitamin  B*  (Pyridoxine  HCI)  2 mg 

Vitamin  B12  Crystalline  4 mcgm 

Vitamin  C (Ascorbic  Acid)  300  mg 

Niacinamide  100  mg 

Calcium  Pantothenate  20  mg 


Recommended  intake:  Adults,  1 capsule  daily, 
for  the  treatment  of  vitamin  deficiencies.  Sup- 
plied in  decorative  “reminder"  jars  of  30  and 
100;  bottles  of  500. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 

691-6-3942 
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IN  EMPHYSEMA 


Aminophylline  dura-tabs 

J prolonged -medication  tablets  4V£  gr.  (0.3  Gm.) 


Precautions:  Use  with  caution 
in  patients  with  poor  renal  function 
as  a decreased  rate  of  excretion 
may  lead  to  accumulation  and 
untoward  reactions.  Gastric 
irritation  may  occasionally  be 
observed  in  certain  patients 
sensitive  to  oral  aminophylline. 

Dosage:  Adults,  1 to  2 
Aminophylline  Dura-Tabs 
each  8 or  12  hours,  with  food. 


RARELY  UPSET  THE  STOMACH 

Oral  aminophylline  needn’t  disturb  the  stomach-nor  a 
good  night's  sleep.  Patients  breathe  easier  all  day,  sleep 
better  all  night,  as  each  Aminophylline  Dura-Tab  dose 
provides  effective  therapeutic  activity  for  up  to  12  hours. 
And  unlike  conventional  tablets,  AMINOPHYLLINE 
DURA-TABS  seldom  cause  gastric  distress.  The  special 
Dura-Tab  process  allows  the  gradual  absorption  of  the 
medication  from  the  intestinal  tract  with  only  a small  frac- 
tion of  the  dose  released  in  the  stomach. 


WYNN  Pharmaceuticals,  Inc.  Phila. , Pa.  19132  • Manufacturers  of  QUINAGLUTE  ® DURA-TABS  5' 
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Night  Leg  Cramps... Unwelcome  Bedfellow 
In  Diabetes!  Arthritis?  and  Peripheral  Vascular  Disorders2 


now ...  specific  therapy  for  night  leg  cramps 


QUINAMM 


Consistently  effective,  QUINAMM  provided  com- 
plete relief  in  94%  of  200  patients  studied,  many  of 
whom  were  severe  cases  refractory  to  other  medica- 
tion.3 Your  prescription  for  one  tablet  at  bedtime 
often  controls  painful  night  cramps  with  the  initial 
dose  . . . helps  restore  restful  sleep. 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON  MERRELL  INC 

PHILADELPHIA,  PENNSYLVANIA  19144 


Prescribing  Information:  Composition:  Each  white,  bev- 
eled,  compressed  tablet  contains:  Quinine  Sulfate  260  mg. 
and  Aminophylline  195  mg.  Contraindication:  QUINAMM 
is  contraindicated  in  pregnancy  because  of  its  quinine  con- 
tent. Precautions:  Aminophylline  may  produce  intestinal 
cramps  in  some  instances,  and  quinine  may  produce  symp- 
toms of  cinchonism,  such  as  tinnitus,  dizziness,  and  gastro- 
intestinal disturbance.  Discontinue  use  if  ringing  in  the  ears, 
deafness,  skin  rash,  or  visual  disturbances  occur.  Dosage: 
One  tablet  upon  retiring.  Where  necessary,  dosage  may  be 
increased  to  one  tablet  following  the  evening  meal  and  one 
tablet  upon  retiring.  Supplied:  Bottles  of  100  and  500  tablets. 
References:  1.  Shuman,  C.:  Am.  J.  Med.  Sci.,  225:54,  1953. 
2.  Perchuk,  E.,  et  al.:  Angiology,  12:102,  1961.  3.  Rawls,  W., 
et  al.:  Med.  Times,  87:818,  1959.  6/67  Q-706A 
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Unique  Nitrospan  micro-dialysis  process* 
important  dimension -TIME -to  nitroglycerin 


Helps  decrease  frequency  and  severity  of  attacks;  often  and  vomiting  may  occur.  Overdoses  may  cause  flushing, 
I increases  exercise  tolerance.  Decreases  need  for  sub-  dizziness,  tachycardia,  headache  and  syncope, 
lingual  nitroglycerin,  increases  patient  confidence. 

Smooth,  continuous  release  independent  of  gastrointes- 
B final  functions  reduces  headache  and  other  side  effects 
I,  that  might  result  from  peak  concentrations  of  tablet  or 
| intermittent-release  preparations. 

Indication  and  Dosage:  For  prophylactic  use  only  in  an- 
*'  gina  pectoris,  1 capsule  every  12  hours.  Precautions:  For 
prophylaxis  only,  not  for  relief  of  acute  anginal  attacks. 
l'i  Tolerance  to  nitrites  may  develop  on  long-continued  use. 
i Contraindications:  Idiosyncrasy  to  nitroglycerin,  and 
tj  early  myocardial  infarction.  Side  Effects:  With  use  of 
i nitrites,  transient  headache,  postural  hypotension,  nausea 


*The  micro-dialysis  cell.  Nitrospan’s  timed-release  mech- 
anism is  different  from  those  usually  employed  in  sus- 
tained-action capsules,  which  rely  on  unpredictable 
digestive  processes.  The  nitroglycerin  in  Nitrospan  cap- 
sules is  contained  within  hundreds  of  dialysis  cells  of 
controlled  permeability.  The  contents 
of  each  micro-dialysis  cell  are  released 
by  diffusion  rather  than  disintegration, 
at  a continuous  rate  independent  of 
gastrointestinal  action.  Only  the  pres- 
ence of  fluid  is  required. 


dialysis  cells  of 

r*fl 

; 'W 


brand  of 


NITROSPAN 

CAPSULES 

nitroglycerin 


2.5  mg.  in  micro-dialysis  cells 

For  a starter  supply  of  NITROSPAN,  write:  USV  PHARMACEUTICAL  CORPORATION,  800  Second  Avenue,  New  York,  N.Y.  10017 


When  moderate 
to  severe  anxiety 
strikes  home... 

( the  agitated  geriatric ) 


His  teen-age 
granddaughter 
won't  invite 
friends 
home 
because 
of  his 
outbursts. 


for  moderate  to  severe  anxiety 

Mellaril 


,r'"  "4 


-4^ 


* i 


(thioridazine) 
25  mg.  t.i.d.  ^ 


His  slovenly  room 
and  habits  create 
more  tension. 


His  disturbances  at 
the  table  make  every 
meal  a nightmare. 


His  daughter 
can't  please  him. 
There  is  ’’just  no 
living  with  him.” 


-■ r • 


See  following  page  for  prescribing  information 
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When  moderate  to  severe 
anxiety  strikes  home . . . 

Anxiety  that  seriously  interferes  with  the 
individual's  performance  at  work,  at  home, 
or  in  the  community  may  be  regarded  as 
moderate  to  severe  in  degree. 

Mellaril  often  recommends  itself  to  treatment 
of  moderate  to  severe  anxiety  because  it 

• helps  control  the  most  frequent  symptoms: 
marked  tension,  agitation,  apprehension, 
restlessness,  hypermotility 

• often  alleviates  anxiety-induced  somatic 
complaints 

•frequently  helps  strengthen  emotional  re- 
sources 

• helps  the  patient  maintain  realistic  contact 
with  environment,  closer  harmony  with 
family 

Thus,  when  you  consider  the  anxiety  moder- 
ate to  severe  . . . consider  Mellaril. 
Contraindications:  Severely  depressed  or  coma- 
tose states  from  any  cause,  and  in  association 
with  or  following  MAO  inhibitors;  severe  hyper- 
tensive or  hypotensive  heart  disease. 
Precautions:  Hypersensitivity  reactions  (e.g., 
leukopenia,  agranulocytosis)  and  convulsive 
seizures  are  infrequent.  Pigmentary  retinopathy 
has  been  observed  where  doses  in  excess  of 
those  recommended  were  used  for  long  periods 
of  time.  May  potentiate  central  nervous  system 
depressants,  atropine,  and  phosphorus  insec- 
ticides. Where  complete  mental  alertness  is 
required,  administer  the  drug  cautiously  and 
increase  dosage  gradually.  In  addition,  ortho- 
static hypotension  (especially  in  female 
patients)  has  been  observed.  Epinephrine 
should  be  avoided  in  treatment  of  drug-induced 
hypotension. 

Side  Effects:  Pseudoparkinsonism  and  other 
extrapyramidal  disorders  are  infrequent;  drows- 
iness, especially  in  high  doses  early  in  treat- 
ment, may  occur;  nocturnal  confusion,  dryness 
of  the  mouth,  nasal  stuffiness,  headache, 
peripheral  edema,  lactation,  galactorrhea,  and 
inhibition  of  ejaculation  are  noted  on  occasion; 
photosensitivity  and  other  allergic  skin  reac- 
tions may  occur  but  are  extremely  rare. 

Before  prescribing,  see  package  insert  for  full 
product  information. 


for  moderate  to  severe  anxiety 

Mellaril 

(thioridazine) 

25  mg.  t.i.d. 

1_'  SAN  DOZ 


Selling  medical  accounts  receivable  for 
discount  disapproved 

The  Committee  on  Ethics  of  the  Medical  So- 
ciety of  the  State  of  New  York,  after  carefully 
reviewing  the  question  of  physicians  selling  or 
assigning  medical  accounts  receivable  to  dis- 
count organizations  to  facilitate  payment,  rec- 
ommended approval  of  the  following  reso- 
lution to  the  Council  of  the  Medical  Society  of 
the  State  of  New  York.  The  Council  approved 
this  resolution  at  its  June  8 meeting. 

“Resolved  that  the  Council  of  the  Medical 
Society  of  the  State  of  New  York  disapprove 
the  assignment  of  medical  accounts  receiv- 
able or  the  selling  of  medical  accounts  re- 
ceivable for  a discount  to  any  organiza- 
tion.” 

The  Council’s  approval  was  based  on  the 
following  facts: 

(1)  Chapters  256  and  257  of  the  New  York 

State  Medical  Assistance  for  Needy  Persons 
Law,  implementing  Title  19  of  Federal  Public 
Law  89-97,  states:  “Any  payments  with  re- 

| spect  to  any  medical  assistance  shall  be  made  to 
the  person,  institution.  State  department  or 
agency  or  municipality  supplying  such  medical 
assistance,  except  as  otherwise  permitted  or 
required  by  applicable  Federal  and  state  pro- 
visions, including  the  rules  of  the  board  and 
regulations  of  the  department.” 

(2)  Article  131,  section  6514,  of  the  Pro- 

fessional Education  law  of  the  State  of  New 
York  states:  “The  license  or  registration  of 

a practitioner  of  medicine,  osteopathy,  or 
physiotherapy  may  be  revoked,  suspended,  or 
annulled  . . . after  due  hearing  in  any  of  the 
following  cases:  . . . (f)  that  a physician,  osteo- 
path, or  physiotherapist  has  directly  or  in- 
directly requested,  received,  or  participated  in 
the  division,  transference,  assignment,  rebate, 
splitting,  or  refunding  of  a fee  for,  or  has  directly 
or  indirectly  requested,  received  or  profited  by 
means  of  a credit  or  other  valuable  considera- 
tion as  a commission,  discount,  or  gratuity  in 
connection  with  the  furnishing  of  medical  or 
dental  care,  diagnosis,  or  treatment,  or  service 
including  x-ray  examination  and  treatment, 

Article  II,  section  30,  of  the  Professional  Edu- 
cation Law  further  states:  “Unprofessional 

conduct  in  the  practice  of  medicine  shall  in- 
clude but  not  be  limited  to  the  following:  (c) 

the  revealing  of  facts,  data,  or  information  ob- 

Material  for  inclusion  in  the  medical  news  section  must  be 
received  six  weeks  prior  to  publication  date. 
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syndrome  is  complicated 
by  hypertension  or  heart 
disease- 

ORAL 

ELIXOPHYLLIN’ 

Each  15  cc.  contains  theophylline  80  mg.;  alcohol  3 cc. 

. . . has  consistently  provided 
rapid,  sustained  bronchodilation,1 
without  the  hazards  of  epine- 
phrine-like  drugs. 


Used  in  recommended  t.i.d.  dosage  “[Elixo- 
phyllin]  . . . rapidly  produces  an  effective 
blood  level  comparable  to  that  produced  when 
the  drug  is  administered  intravenously.”2 
Such  serum  levels  have  been  correlated3  with 
a proven  significant  increase  in  pulmonary 
function.  By  maintaining  effective  broncho- 
dilation with  Elixophyllin,  the  incidence  of 
acute  attacks  may  be  reduced,  increasing 
damage  to  bronchial  tissue  arrested,  function- 
ing tissue  preserved,  and  progression  toward 
intractable  emphysema  retarded. 

' Unusually  well  tolerated  — Unlike  many 
available  compounds,  the  theophylline  in 
Elixophyllin  is  not  precipitated  in  the  pres- 
ence of  gastric  acid,  and  thereby  avoids  gas- 
tric irritation.  Moreover,  by  remaining  in 
solution,  Elixophyllin  is  carried  without  delay 
into  the  blood  stream  for  predictable  broncho- 
dilative  action. 


Simple,  precise  oral  medication  — minimizes  danger  of 
self-overmedication: 

Adults,  45  cc.  (3  tablespoonfuls)  before  breakfast,  at 
3 P.M.,  and  before  retiring.  After  two  days,  30  cc. 
(2  tablespoonfuls)  t.i.d.  Does  not  contain  epinephrine- 
like drugs;  alcoholic  content  is  non-grain,  hypo-aller- 
genic. May  be  contraindicated  in  peptic  ulcer  and  gout. 


1.  Corroborated  by  40  published  studies. 

2.  Miller,  W.  F.:  Postgrad.  Med.  35:230-239  (Mar.)  1966. 

3.  Jackson,  R.  H.,  et  al.:  Dis.  Chest  45:75-85  (Jan.)  1964. 
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Professionally  posed 


Anxiety  and  tension  stemming  from  organic  illness  may  undermine  your 
patient’s  cooperation  and  possibly  retard  success  of  primary  therapy. 

If  his  emotional  symptoms  persist  in  the  face  of  your  counsel  and 
reassurance,  you  may  want  to  consider  adjunctive  use  of  Serax 
(oxazepam).  It  is  indicated  in  anxiety,  tension,  agitation,  irrita- 
bility, and  anxiety  associated  with  depression.  May  be  used  in 
a broad  range  of  patients,  usually  with  considerable  dosage 
flexibility. 

When  prescribing,  carefully  observe  dosage  recommenda- 
tions and  appropriate  precautions,  especially  as  pertain- 
ing to  the  elderly  and  when  complications  could  ensue 
from  a fall  in  blood  pressure.  (See  Wyeth  literature  or 
PDR  as  well  as  “IN  BRIEF”  below.) 

IN  BRIEF. 

Contraindications:  History  of  previous  hypersensitivity  to 
oxazepam.  Oxazepam  is  not  indicated  in  psychoses. 

Precautions:  Hypotensive  reactions  are  rare,  but  use  with  caution 
where  complications  could  ensue  from  a fall  in  blood  pressure, 
especially  in  the  elderly.  Withdrawal  symptoms  upon  discon- 
tinuation have  been  noted  in  some  patients  exhibiting  drug 
dependence  through  chronic  overdose.  Carefully  supervise 
dose  and  amounts  prescribed,  especially  for  patients  prone 
to  overdose;  excessive,  prolonged  use  in  susceptible  patients 
(alcoholics,  ex-addicts,  etc.)  may  result  in  dependence  or 
habituation.  Reduce  dosage  gradually  after  prolonged 
excessive  dosage  to  avoid  possible  epileptiform  seizures. 
Withdrawal  symptoms  following  abrupt  discontinuance 
are  similar  to  those  seen  with  barbiturates.  Caution 
patients  against  driving  or  operating  machinery  until 
absence  of  drowsiness  or  dizziness  is  ascertained.  Warn 
patients  of  possible  reduction  in  alcohol  tolerance.  Safety 
for  use  in  pregnancy  has  not  been  established. 

Not  indicated  in  children  under  6 years;  absolute  dosage 
for  6-  to  12-year-olds  not  established. 

Side  Effects:  Therapy-interrupting  side  effects  are  rare. 
Transient  mild  drowsiness  is  common  initially;  if  persistent, 
reduce  dosage.  Dizziness,  vertigo  and  headache  have  also 
occurred  infrequently;  syncope,  rarely.  Mild  paradoxical 
reactions  (excitement,  stimulation  of  affect)  are  reported  in 
psychiatric  patients.  Minor  diffuse  rashes  (morbilliform, 
urticarial  and  maculopapular)  are  rare.  Nausea,  lethargy, 
edema,  slurred  speech,  tremor  and  altered  libido  are  rare 
and  generally  controllable  by  dosage  reduction.  Although 
rare,  leucopenia  and  hepatic  dysfunction  including  jaundice 
have  been  reported  during  therapy.  Periodic  blood  counts  and 
liver  function  tests  are  advised.  Ataxia,  reported  rarely,  does 
not  appear  related  to  dose  or  age.  These  side  reactions,  noted 
with  related  compounds,  are  not  yet  reported;  paradoxical 
excitation  with  severe  rage  reactions,  hallucinations,  menstrual 
irregularities,  change  in  EEG  pattern,  blood  dyscrasias  (including 
agranulocytosis),  blurred  vision,  diplopia,  incontinence,  stupor, 
disorientation,  fever  and  euphoria. 

Availability:  Capsules  of  10,15  and  30  mg.  oxazepam. 


To  help  you  relieve  anxiety  and  tension 


Serax 

oxazepam 


Wyeth  Laboratories 
Philadelphia,  Pa. 
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tained  in  a professional  capacity  relating  to  a 
patient  or  his  records  without  first  obtaining 
consent  of  the  patient  or  his  duly  authorized 
representative,  except  if  duly  required  by  a court 
of  competent  jurisdiction  or  stature.”  Medi- 
caid bills  must  contain  the  name  of  the  patient, 
diagnosis,  and  treatment.  Therefore,  if  these 
bills  are  assigned  or  sold  to  an  outside  organiza- 
tion for  a discount,  the  physician  reveals  im- 
portant information  about  the  patient  without 
the  patient’s  consent. 

(3)  Also,  the  Principles  of  Professional  Con- 
duct of  the  Medical  Society  of  the  State  of 
New  York  forbids  the  divulging  of  any  confi- 
dential information  acquired  by  the  physician 
in  treating  a patient. 

(4)  The  Judicial  Council  of  the  American 
Medical  Association,  in  its  Opinions  and  Re- 
ports 1966,  states  the  following:  “The  Council 
looks  with  disfavor  on  the  use  of  this  service 
(billing  service)  and  similar  operations  by  phy- 
sicians because  of  the  implication  of  advertising 
and  patient  solicitation.  Further,  the  Council 
does  not  believe  that  these  kinds  of  plans  up- 
hold the  dignity  and  honor  of  the  profession.” 


U.S.  and  Mexico  discontinue  smallpox 
vaccination  requirement 

U.S.  Public  Health  Service  Surgeon  General 
William  H.  Stewart  and  Raphael  Moreno  Valle, 
M.D.,  Mexican  secretary  of  health  and  welfare, 
announced  on  June  7,  that  travelers  between  the 
United  States  and  Mexico  will  no  longer  be  re- 
quired to  present  a smallpox  vaccination  cer- 
tificate, provided  they  have  visited  no  other 
countries  within  14  days  prior  to  crossing  the 
border. 


New  biomedical  communications 
program  started 

The  U.S.  Public  Health  Service,  effective  July 
1,  has  created  a consolidated  biomedical  com- 
munications program  to  speed  transfer  of  re- 
search information  to  medical  practitioners. 

By  merging  the  National  Medical  Audiovisual 
Center,  formerly  the  Public  Health  Service 
Audiovisual  Facility,  into  the  National  Library 
of  Medicine,  the  Service  strengthens  its  national 
effort  in  medical  education  with  particular  em- 
phasis on  continuing  education  of  health  prac- 
titioners. This  will  also,  in  effect,  provide  a 
central  resource  for  biomedical  information  in 
all  forms,  audiovisuals  as  well  as  print  materials. 

The  National  Library  of  Medicine  collects, 
organizes,  and  makes  available  biomedical 
information  through  the  nation’s  medical  li- 
braries to  researchers,  clinicians,  and  educators. 
Its  computer-based  Medical  Literature  Analysis 
and  Retrieval  System  (MEDLARS)  provides 
bibliographic  access  to  more  than  500,000  ar- 
ticles in  the  world’s  biomedical  journal  literature. 


Einstein  College  Hospital  installs  powerful 
new  linear  accelerator 

A new  supervoltage  linear  accelerator  for  x-ray 
ti'eatment  of  cancer,  the  most  powei*ful  of  its 
kind  in  the  country,  is  being  installed  in  the 
Hospital  of  the  Albert  Einstein  College  of  Medi- 
cine, The  Bronx. 

The  new  advanced  type  of  linear  accelerator 
has  a maximum  output  of  10  million  electron 
volts  of  x-rays.  Because  of  this  increase  in 
energy  output,  the  time  required  for  treatment 
of  each  patient  can  be  appreciably  reduced. 

Another  major  advantage  of  the  linear  ac- 
celei'ator  is  that  it  provides  gi'eater  precision 
because  its  enei'gy  beam  can  be  focused  down  to 
3 mm.  or  less.  This  makes  it  possible  to  zero 
in  on  small  areas  of  internal  organs  while  pro- 
tecting adjacent  noi'mal  tissues. 

The  linear  accelerator  is  particularly  effec- 
tive for  the  treatment  of  deep-seated  tumors, 
such  as  cancers  within  the  head,  neck,  and  the 
genitourinary  tract,  as  well  as  for  localized 
Hodgkin’s  disease.  The  unit  can  also  be  used 
for  whole  body  irradiation  and  for  research  pur- 
poses. 

Clinical  Center  studies  chylous  ascites 

The  cooperation  of  physicians  is  requested  in 
the  refeiTal  of  patients  for  a study  of  chylous 
ascites  being  conducted  by  the  metabolism 
branch  of  the  National  Cancer  Institute  at  the 
Clinical  Center  of  the  National  Institutes  of 
Health  in  Bethesda,  Maryland. 

Of  interest  are  patients  with  chylous  effusions 
including  those  with  effusions  secondary  to  con- 
genital lymphatic  abnormalities,  trauma,  local- 
ized or  diffuse  retroperitoneal  disease  (including 
pancreatitis),  and  neoplasm.  Studies  will  be 
directed  at  determining  the  relationship  of  as- 
cites to  lymphatic  abnormalities,  immunologic 
defects,  serum  protein  depletion,  and  protein- 
losing gastroenteropathy. 

Selected  patients  will  be  admitted  to  the 
Clinical  Center,  receive  full  diagnostic  work-up, 
and  on  completion  of  these  studies,  patients  will 
be  returned  to  the  care  of  the  refei'ring  physician 
who  will  receive  a full  report.  Where  possible, 
recommendations  for  therapy  will  also  be  made 
available  to  the  referring  physician. 

Physicians  interested  in  having  their  patients 
considered  for  this  study  may  write  or  telephone: 
Warren  Strober,  M.D.,  or  Thomas  A.  Wald- 
mann,  M.D.,  Clinical  Center,  Room  4-N-110, 
National  Institutes  of  Health,  Bethesda,  Mary- 
land 20014.  The  telephone  number  is  656-4000, 
Extension  66480,  ai’ea  code  301. 

Personalities 

Appointed.  James  T.  Grace,  Jr.,  M.D., 
Buffalo,  as  director  of  Roswell  Park  Memorial 
Institute.  . . Alvin  L.  Ureles,  M.D.,  Rochester, 
as  chief  of  medicine,  Genesee  Hospital,  and 
associate  professor  of  medicine  at  the  University 
of  Rochester  School  of  Medicine  and  Dentistry. 
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Drixoral™ 


More  details 
on  Drixoral  and 
this  mechanical  man 
next  month. 


V 

available 
from  Schering 
next  month 
Drixoral' 

Sustained-Action  Tablets 
brand  of  dexbrompheniramine  maleate 
and  d-isoephedrine  sulfate 

Each  tablet  contains 
dexbrompheniramine  maleate  6 mg., 
and  d-isoephedrhe  sulfate  120  mg. 

but  you  can 
try  it 
sooner 


we  know 
that  you  won't 
be  convinced 
until  you  try 
Drixoral 
yourself 


Most  oral  decongestants  produce  adequate  or  good  results 
in  most  patients  with  rhinitis  and  other  U.R.I.  disorders. 

An  oral  decongestant's  bid  for  superiority 
must  be  justified  by  a demonstrated  increase  in  excellent 
results  in  more  patients.  And  that  is  exactly  what 
double-blind  and  crossover  studies  have  indicated 
about  a coming  entry  into  the  oral  decongestant  field  from  Schering 


Next  month,  you  will  be  able  to  prescribe 
DRIXORAL  Sustained-Action  Tablets  twice  daily  for 
24-hour  relief  of  upper  respiratory  mucosal  congestion 
in  seasonal  and  perennial  nasal  allergies,  acute 
rhinitis  and  rhinosinusitis,  acute  and  subacute  sinusitis, 
eustachian  tube  blockage,  and  secretory  otitis  media. 


S»*  last  page  of  advertisement  for  clinical  considerations. 


BUSINESS 
REPLY  MAIL 


Postage  will  be  paid  by 


FIRST  CLASS 


SCHERING  CORPORATION 
P.O.  BOX  1133 
UNION,  NEW  JERSEY  07083 


Depl.  T 


Sobering 

introduces 

Drixoral" 


Double-blind 
and  crossover  studies1  ’ 
show  superior  results 
with  an 

oral  decongestant, 
but... 


see 

previous  page 
for  special 
pre-introductory 
sample  offer  for 
New  Drixoral 

Sustained-Action  Tablets 
brand  of  dexbrompheniramine  maleate 
and  d-isoephedrine  sulfate 


Each  tablet  contains  dexbrompheniramine  maleate  6 mg., 
and  d-isoephedrine  sulfate  120  mg. 


Cllnlcil  considerations:  Confrafnd/csffons-DRIXORA 
nol  be  given  lo  children  under  12  yeare  ol  age.  Uni 
eludlee  support  the  safely  of  this  preparation  for  us 
gestation,  DRIXORAL  should  not  be  administered 
nant  women.  Precaution/  — Although  Isoephedrlno 
practically  no  pressor  effect  In  normotenslve  Indlv 
should  be  used  with  caution  In  patients  with  hype 
coronary  artery  disease  and  hyperthyroidism.  Oesbro 

Iness,  should  this  occur,  the  patient  should  nol  o 


receiving  DRIXORAL.  Although  very  Infrequent  co 
suggestive  of  sympathomimetic  side  effects  have  bee 
possible  side  effects  of  sympathomimetic  origin  Incl 
sly,  tension,  restlessness,  nervousness,  tremor,  w 


lion  of  blood  pressure,  sweating,  mydriasis,  anore 
sea,  vomlllng,  dizziness,  constipation,  and  dysurla 
vesical  sphincter  spasm.  For  more  complete  details 

Sobering  Representative  or  Medical  Services  Do 
Union,  New  Jersey  07083. 


References: 

1.  Pullen,  F.  W.  2nd,  and  Montgomery.  W.  W : Arch.  Otolaryng. 
77:24, 1963. 

2.  Frank,  D.  I.:  Curr.  Therap.  Res.  6:158,  1964. 

3.  Flerberg,  A.  A.:  Ann.  Allergy  22:324.  1964.  s-isi 


See  Iasi  page  of  advertlaement  for  clinical  conslderattong. 


Month  in  Washington 


John  W.  Gardner,  secretary  of  Health,  Educa- 
tion, and  Welfare,  called  on  the  medical  profes- 
sion and  others  in  the  health  field  to  “search  for 
new  and  less  expensive  ways  of  doing  things.” 
This  was  the  main  theme  of  his  talk  at  the  wind- 
up session  of  a two-day  National  Conference  on 
Medical  Costs  attended  by  300  physicians,  hos- 
pital administrators,  and  other  leaders  in  the 
various  aspects  of  health  care.  He  said  the  con- 
ference discussions  “reflected  a universal  recog- 
nition that  change  is  necessary.” 

“We  cannot  go  on  as  we  have  in  the  past,” 
Gardner  said.  “New  patterns  will  be  necessary. 
Those  who  entertain  some  apprehension  as  to 
what  the  new  patterns  will  be  had  better  plunge 
in  and  experiment  with  their  own  preferred  solu- 
tions. . . . Standing  back  and  condemning  the 
solutions  that  others  devise  won’t  stem  the  tide 
of  change ... 

“ . . . there  is  not  yet  any  agreement  as  to  what 
a more  perfect  system  would  look  like.  It  seems 
likely  that  we  will  go  through  a period  of  experi- 
mentation and  in  true  American  fashion  may 
end  up  with  several  variations  in  different  parts 
of  the  country,  suiting  local  preferences  and  con- 
ditions. 

“Whether  the  health  care  system  of  the  future 
should  develop  around  the  hospital  as  an  organ- 
izational focus,  or  around  the  payment  mecha- 
nism, or  around  group  practice  plans,  or  around 
all  of  these  in  some  sort  of  collaboration  with 
state  health  planning  councils,  or  whether  other 
variants  will  merge,  is  still  a wide-open  ques- 
tion. . . 

“Essentially.  . the  challenge  is  before  the 
health  profession.  They  must  join  the  search 
for  solutions.  They  must  be  willing  to  re-ex- 
amine and  overhaul  long-established  practices. 
The  search  for  new  and  better  and  less  expensive 
ways  of  doing  things  must  be  carried  on  by  hos- 
pitals, medical  schools,  community  agencies,  and 
by  the  thousands  of  individual  physicians  serv- 
ing the  health  needs  of  people ... 

Acceptance  of  such  responsibility  by  those  in 
the  private  sector,  Gardner  said,  “is  the  best  in- 
surance against  the  government  having  to 
shoulder  more  than  its  share  of  corrective  meas- 
ures.” 

Citing  appointment  of  an  advisory  committee 
to  study  hospital  effectiveness,  Gardner  said 
that  HEW  will  do  its  part  in  the  search  for  more 
efficient  practices.  The  committee  is  to  report 
by  the  end  of  this  year. 

Milford  O.  Rouse,  M.D.,  president  of  the 
American  Medical  Association,  commended  the 
Administration  “for  showing  its  concern  for  ris- 

Prepared  by  the  Washington,  D.C.,  Office  of  the  American 
Medical  Association. 


ing  health  care  costs  by  calling  a national  confer- 
ence on  the  problem. 

“The  AMA  and  its  member  physicians  pledge 
to  accept  their  responsibilities  in  finding  solu- 
tions to  this  vital  problem,”  he  said.  “We  ex- 
pect that  other  full  members  of  the  health 
team — dentists,  hospitals,  nurses,  pharmacists 
and  pharmaceutical  companies,  the  insurance  in- 
dustry, and  others — will  do  likewise. 

“We  hope  the  Administration  will  also  accept 
its  responsibility  to  find  ways  to  ease  the  burden 
of  inflation  which  contributes  substantially  to 
inflating  the  cost  of  medical  care.  We  hope  the 
Administration  will  call  a moratorium  on  new 
health  legislation  until  existing  programs  can  be 
critically  evaluated  to  eliminate  overlapping  and 
duplication  and  to  achieve  maximum  conserva- 
tion of  tax  funds.  We  hope  available  tax  money, 
particularly  in  the  health  field,  can  be  used  to 
help  those  who  really  need  help  while  allowing 
our  more  fortunate  citizens  to  accept  responsi- 
bility for  their  own  care.” 

* * * 

Congress  passed  and  President  Johnson  signed 
into  law  a bill  that  entends  the  program  of  grants 
for  the  construction  of  community  health  centers 
for  three  years,  until  June  30,  1970.  It  author- 
izes the  appropriations  of  $50  million  for  fiscal 
year  1968  and  $70  million  for  1970. 

The  amended  law  also  extends  the  program  of 
grants  for  the  initial  staffing  of  community  men- 
tal health  centers  for  an  additional  two  years 
(until  1970)  and  authorizes  the  appropriation  of 
$26  million  for  fiscal  1969  and  $32  million  for 
fiscal  1970.  An  appropriation  of  $30  million  al- 
ready was  authorized  for  fiscal  1968. 

* * * 

President  Johnson  signed  into  law  legislation 
extending  the  draft  for  four  years.  It  includes  a 
provision  continuing  special  pay  for  physicians 
and  dentists. 

The  new  law  also  continues  the  authority  to 
defer  medical  students  until  completion  of  in- 
ternship. In  the  future,  foreign  physicians  in 
this  country  will  be  liable  to  draft  up  to  age 
thirty-five,  the  same  as  for  Americans.  Under 
the  old  law,  foreign  physicians  were  exempt  from 
age  twenty-six. 

The  present  blanket  military  exemption  for 
Public  Health  Service  officers  serving  on  loan  to 
other  agencies  such  as  Food  and  Drug  Admin- 
istration was  removed  despite  protests  by  the 
agencies  involved.  Such  assignments  with 
draft  exemption  can  now  be  made  only  to  the 
Coast  Guard,  Bureau  of  Prisons,  and  Environ- 
mental Services  Administration.  The  Amer- 
ican Medical  Association  had  asked  Congress  to 

continued  on  page  2187 
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Against  these  three  major  pathogens . . . 


Penicillin-Sensitive 
Staphylococci 


Beta-Heme 

Streptococci 


-Cillin  K®  provides  dependable  oral  antibacterial  activity 


because  it  combines  a high  degree  of  in-vitro  activity... 


Antibiotic 


Staph. Aureus(Penicillin-Sensitive)  Streptococcus,  Group  A 
MIC  (meg. /ml.)  MIC  (meg. /ml.) 

Median  Ronge  Median  Range 


Diplococcus  Pneumoniae 

MIC  (meg. /ml.) 
Median  Range 


Penicillin  V 

0.02 

0.02-0.04 

0.02 

0.003-0.4 

0.01 

0.005-0.2 

Penicillin  G 

0.02 

0.005-1.6 

0.005 

0.002-0.2 

0.02 

0.01-0.1 

Methicillin 

1.6 

0.4-6. 3 

0.2 

0.1 -0.4 

0.2 

0.1  -1.6 

Oxacillin 

0.4 

0. 1-3.1 

0.04 

0.02-0.4 

0.1 

0.04-0.8 

Cloxacillin 

0.2 

0.2-0.8 

0.1 

0.1 -0.8 

- 

- 

Nafcillin 

0.4 

0.2-0. 8 

0.04 

0.02-0.1 

0.02 

0.02-0.2 

Ampicillin 

0.2 

0.1 -0.8 

0.02 

0.01-0.04 

0.02 

0.01-0.04 

Adapted  from  Klein,  J.  O.,  and  Finland,  M.:  New  England  J.  Med. ,269:1019,  1963. 


with  high  blood  levels,  even  in  the  presence  of  food 


Averages  Obtained  after  Oral 
Administration  to  the  Same  Ten  Adult  Subjects 


V-Cillin  K,  62.5  mg.' 


Buffered  Potassium  . 
Penicillin  G,  125  mg. 


Hours  V2  1 2 3 4 

Adapted  from  Griffith,  R.  S.,  ond  Black,  H.  R.;  Current  Ther.  Res.,  6 253,  1964. 
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V-Cillin  K 


Potassium  Phenoxymethyl  Penicillin 


(See  next  page  for  prescribing  information.) 


New  500  mg.  tablets... a more  convenient  way  to  give  high  doses 


Description:  V-Cillin  K is  the  potassium  solt  of  V-Cillin®  (phenoxy- 
methyl  penicillin,  Lilly) . This  chemically  improved  form  combines  acid 
stability  with  immediate  solubility  and  ropid  absorption.  Higher  serum 
levels  ore  obtained  more  rapidly  with  this  penicillin  than  with  equal 
oral  doses  of  penicillin  G.  The  higher  serum  levels  and  acid  stability  of 
V-Cillin  K make  it  a more  dependable  penicillin  for  oral  use. 

V-Cillin  K,  Pediatric,  is  an  orol  solution  of  clinically  proved  V-Cillin  K 
in  teaspoon  dosage  form.  When  mixed  as  directed,  each  5 cc.  (ap- 
proximately one  teaspoonful)  will  contain  125  mg.  (200,000  units) 
phenoxymethyl  penicillin  as  the  potassium  salt. 

Indications:  V-Cillin  K has  been  shown  to  be  effective  in  the  treatment 
of  streptococcus,  pneumococcus,  and  gonococcus  infections  as  well  as 
infections  caused  by  sensitive  strains  of  staphylococci.  It  may  be  used 
for  the  prophylaxis  of  streptococcus  infections  in  patients  with  o history 
of  rheumatic  fever  and  for  the  prevention  of  bacterial  endocarditis 
after  tonsillectomy  and  tooth  extraction  in  those  patients  with  a history 
of  rheumatic  fever  or  congenital  heart  disease. 

Contraindication:  V-Cillin  K should  not  be  administered  to  a patient 
with  a history  of  penicillin  hypersensitivity. 

Warnings:  In  rare  instances,  the  use  of  penicillin  may  cause  acute 
onophylaxis  which  may  prove  total  unless  promptly  controlled.  This 
type  of  reoction  appears  more  frequently  in  patients  with  a history  of 
sensitivity  reactions  to  penicillin  and  in  those  with  bronchiol  asthma  or 
other  allergies.  Resuscitative  drugs  should  be  readily  available  for 
emergency  administration.  These  include  epinephrine  and  pressor 
drugs  (os  well  as  oxygen  for  inhalation)  for  relief  of  immediate  allergic 
manifestations  and  antihistamines  and  corticosteroids  for  delayed 
effects. 

Precautions:  V-Cillin  K should  be  used  cautiously.  If  ot  all,  in  a patient 
with  a strongly  positive  history  of  ollergy. 


In  prolonged  therapy  with  penicillin,  and  particularly  with  high 
parenteral  dosage  schedules,  frequent  evaluation  of  the  renal  and 
hematopoietic  systems  is  recommended. 

In  suspected  staphylococcus  infections,  proper  laboratory  studies 
(including  sensitivity  tests)  should  be  performed. 

The  use  of  penicillin  may  be  associated  with  the  overgrowth  of 
pencillin-insensitive  organisms.  In  such  cases,  its  administration  should 
be  discontinued,  and  appropriate  measures  should  be  taken. 

Adverse  Reactions:  Although  serious  allergic  reactions  are  much  less 
common  with  administration  of  oral  penicillin  than  with  intramuscular 
forms,  manifestations  of  penicillin  allergy  may  occur. 

Penicillin  is  a substance  of  low  toxicity,  but  it  does  possess  a signifi- 
cant index  of  sensitization.  The  following  hypersensitivity  reactions 
associated  with  the  use  of  penicillin  have  been  reported:  skin  roshes 
ranging  from  maculopaputar  eruptions  to  exfoliative  dermatitis;  urti- 
caria,- and  reactions  resembling  serum  sickness,  including  chills,  fever, 
edema,  arthralgia,  ond  prostration.  Severe  and  often  folal  anaphylaxis 
has  occurred  (see  Warnings).  Hemolytic  anemia,  leukopenia,  throm- 
bocytopenia, and  nephropathy  are  rarely  observed  side-effects  and 
ore  usually  associated  with  high  parenteral  dosage. 

Administration  and  Dosage:  For  Tablets  V-Cillin  K and  for  V-Cillin  K, 
Pediatric,  the  usual  dosage  ranges  from  125  mg.  (200,000  units)  three 
times  a day  to  500  mg.  (800,000  units)  every  four  hours.  For  infants, 
the  daily  dosage  may  be  50  mg.  per  Kg.  of  body  weight  divided  into 
three  doses. 

Beta-hemolytic  streptococcus  infections  without  associated  bac- 
teremia may  be  treated  with  200,000  to  400,0000  units  three  times  o 
day.  Therapy  should  be  continued  for  a minimum  of  ten  days  to  prevent 
development  of  rheumatic  fever  and/or  other  serious  complications. 
Dosage  for  routine  streptococcus  prophylaxis  in  patients  with  a history 
of  rheumatic  fever  or  congenital  heart  disease  may  be  200,000  units 
once  or  twice  doily.  When  such  patients  undergo  tonsillectomy,  tooth 
extraction,  or  other  minor  surgery,  the  prophylactic  dose  should  be 
500,000  units  every  six  hours  given  two  days  prior  to  surgery  and  for 
two  days  postoperatively.  If  orol  medication  is  not  feosible  on  the  day 
of  surgery,  parenteral  therapy  should  be  considered.  Mild  to  moder- 
ately severe  pneumococcus  pneumonia  has  been  treated  effectively 
with  250  mg.  every  six  hours. 

In  staphylococcus  infections,  400,000  units  or  more  should  be  given 
every  six  to  eight  hours  in  conjunction  with  indicated  surgical  proce- 
dures. 

For  gonorrhea  in  males,  500  mg.  (800,000  units)  every  four  hours  for 
three  doses  may  be  employed;  in  females,  500  mg.  every  four  hours 
for  six  doses  ore  recommended.  Refractory  infections  generally  respond 
to  o second  treatment  three  to  four  days  following  completion  of  the 
first.  Treatment  of  gonorrhea  with  severe  complications  should  be 
individualized,  with  prolonged  and  intensive  treatment.  Patients  with  a 
suspected  lesion  of  syphilis  should  hove  o dark-field  examination  be- 
fore receiving  penicillin  and  monthly  serologic  tests  for  o minimum  of 
three  months. 

How  Supplied:  Tablets  V-Cillin  K,  U.S.P.,  125  mg.  (200,000  units),  in 
bottles  of  50  and  100;  and  250  mg.  (400,0000  units)  ond  500  mg. 
(800,000  units),  in  bottles  of  24  ond  100. 

V-Cillin  K,  Pediatric,  for  Oral  Solution,  125  mg.  (200,000  units)  per 
5 cc.  of  solution,  in  40,  80,  and  150-cc.-size  packages.  (032067) 

Additional  information  available  to  physicians  upon 
request.  Eli  Lilly  and  Company,  Indianapolis,  Indiana 
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allow  no  draft  exemptions  for  non-military  serv- 
ice. 

* * * 

Milford  O.  Rouse,  M.D.,  Dallas,  Texas,  Amer- 
ican Medical  Association  president,  said  that 
Sargent  Shriver,  director  of  the  Office  of  Eco- 
nomic Opportunity,  was  in  error  when  he  ac- 
cused the  AMA  of  being  opposed  to  medical  care 
for  the  poor  because  the  AMA  is  opposed  to  the 
O.E.O.’s  slum  health-care  centers.  Dr.  Rouse 
said  the  AMA  is  opposed  to  the  O.E.O.  projects 
because  the  health  care  problems  in  the  slums 
can  be  taken  care  of  under  existing  programs, 
particularly  Medicaid. 

“There  is  already  too  much  proliferation  of 
wasteful  overlapping  Federal  health  programs,” 
Dr.  Rouse  said. 


“Also  of  concern  to  physicians  is  the  fact  that 
at  times  it  seems  that  government  is  too  quick  to 
set  up  health  care  programs  without  consulting 
with  those  who  know  most  about  health  care — 
physicians.” 

The  AMA  president  also  said  Shriver  was  mis- 
informed about  the  AMA’s  position  on  helping 
those  who  need  help.  “I  am  now  and  always 
have  been  in  full  accord  with  the  AMA’s  long- 
standing position  that  those  who  need  help  in 
financing  health  care  should  receive  it,”  Dr. 
Rouse  said. 

“The  AMA,  however,  is  opposed  to  the  doling 
out  of  tax  funds  to  the  wealthy  and  well-to-do. 
The  expenditure  of  public  funds  for  those  who 
can  well  afford  to  finance  their  own  health  care 
limits  the  amount  of  resources  available  to  those 
who  do  need  it.  Such  a policy  cannot  be  justi- 
fied morally  or  economically.” 


Medical  Meetings 


Forensic  medicine  subject  of  symposium 

Milton  Helpern,  M.D.,  chief  medical  examiner 
of  the  City  of  New  York,  will  again  conduct  a 
symposium  on  forensic  medicine.  This  fifth 
symposium  will  be  held  in  the  Office  of  the  Chief 
Medical  Examiner,  520  First  Avenue,  New  York 
City,  on  Saturday  and  Sunday,  October  28  and 
29. 

The  symposium  will  be  sponsored  jointly  by 
the  Office  of  the  Chief  Medical  Examiner  of  the 
City  of  New  York,  the  Department  of  Forensic 
Medicine  of  New  York  University  Post-Grad- 
uate Medical  School,  the  Medical  Society  of  the 
State  of  New  York,  and  the  New  York  State 
Department  of  Health. 

Intraventricular  conduction  disturbances 
topic  of  seminar 

A seminar  on  “Intraventricular  Conduction 
Disturbances”  including  ventricular  extra- 
systoles and  the  Wolff-Parkinson- White  Syn- 
drome, is  to  be  held  October  28  and  29  at  the 
DeGoesbriand  Memorial  Hospital,  Burlington, 
Vermont.  The  seminar  is  sponsored  by  the 
Vermont  Heart  Association  and  the  University 
of  Vermont  in  collaboration  with  the  American 
College  of  Cardiology.  In  addition  to  the 

Material  for  inclusion  in  the  medical  meetings  section  must 
be  received  six  weeks  prior  to  publication  date. 


faculty  members  of  the  University  of  Vermont, 
the  program  will  include  M.  Rosenbaum,  M.D., 
Buenos  Aires,  Argentina;  M.  Lev,  M.D., 
Chicago,  Illinois;  and  J.  Boineau,  M.D.,  Dur- 
ham, North  Carolina. 

For  further  information  contact:  Eugene 

Lepeschkin,  M.D.,  cardiovascular  research  unit, 
DeGoesbriand  Memorial  Hospital,  Burlington, 
Vermont  05401. 

Glaucoma  subject  of  seminar 

A semiannual  Seminar  on  Glaucoma,  conduct- 
ed by  Abner  S.  Rosenberg,  M.D.,  and  Daniel 
Kravitz,  M.D.,  will  be  held  November  13 
through  15  at  the  Brooklyn  Eye  and  Ear  Hospi- 
tal. The  course  will  feature  the  use  of  the  gonio- 
prism  and  applanation  tonometry,  as  well  as 
the  demonstration  and  discussion  of  tonography 
and  other  diagnostic  methods,  including  the 
Maklakov  and  tonair  tonometers,  and  the  scleral 
suction  cup.  Practical  experience  is  given  by 
using  patients  selected  from  the  clinic. 

Registration  is  limited  to  6 ophthalmologists. 
Applications,  together  with  payment  of  a $75 
fee,  will  be  accepted  in  the  order  received.  For 
further  information  and  application  forms  con- 
tact: Abner  S.  Rosenberg,  M.D.,  director. 

Glaucoma  Center,  Brooklyn  Eye  and  Ear 
Hospital,  29  Greene  Avenue,  Brooklyn,  New 
York  11238. 
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Albert  Einstein  College  of  Medicine 

Promoted.  Robert  Turell,  M.D.,  was  pro- 
moted to  full  clinical  professor  of  surgery  on 
July  1. 

Cornell  University  Medical  College 

Professor  and  chairman  of  surgery.  C. 

Walton  Lillehei,  M.D.,  professor  of  surgery, 
University  of  Minnesota,  has  been  named  Lewis 
Atterbury  Stimson  Professor  of  Surgery,  chair- 
man, Department  of  Surgery,  The  New  York 
Hospital-Comell  Medical  Center,  and  surgeon 
in  chief,  The  New  York  Hospital.  Dr.  Lillehei 
will  assume  his  duties  on  November  1.  Frank 
Glenn,  M.D.,  who  has  held  these  posts  for  the 
past  twenty  yeai's,  will  become  an  emeritus 
professor  of  the  College. 

Downstate  Medical  Center 

Honorary  degree  received.  Dr.  Joseph  K. 
Hill,  President  of  Downstate,  was  awarded  the 
honorary  degree  of  Doctor  of  Science  by  Long 
Island  University  at  its  commencement  cere- 
monies on  June  6. 

Purdue  Frederick  top  award.  Ralph  M. 
Wynn,  M.D.,  associate  professor  of  obstetrics 
and  gynecology,  has  received  the  $2,500  first 
prize  Purdue  Frederick  Award  for  “excellence 
in  medical  research.”  The  awards  honor 
authors  of  outstanding  scientific  reports  pre- 
sented at  district  meetings  of  the  American 
College  of  Obstetrics  and  Gynecology  and  the 
papers  are  judged  by  the  editorial  board  of 
Obstetrics  and  Gynecology.  Dr.  Wynn’s  subject 
was  “Comparative  Electron  Microscopy  of  the 
Placental  Junctional  Zone.” 

Dean’s  staff  appointments.  David  M. 
Kydd,  M.D.,  professor  of  medicine,  has  been 
promoted  from  assistant  to  associate  dean. 
Dr.  Jerome  P.  Parnell,  associate  professor  of 
anatomy,  has  been  named  assistant  dean. 

Appointments  and  promotions.  Recent 
appointments  to  the  College  of  Medicine  in- 
clude: Leanor  D.  Haley,  M.D.,  professor  of 

pathology;  Abraham  Lapidot,  M.D.,  assistant 
professor  of  otorhinolaryngology;  and  Ben- 
jamin LoPresto,  M.D.,  to  clinical  assistant 
professor  of  obstetrics  and  gynecology. 

Promoted  were:  Isidore  Daichman,  M.D., 

to  professorial  lecturer  of  obstetrics  and  gyne- 
cology; Marta  Garret,  M.D.,  to  associate 
professor  of  pathology;  Aaron  Kornblau,  M.D., 
to  assistant  professor  of  anesthesiology;  and 
Julius  E.  Stolfi,  M.D.,  director  of  medicine. 


The  Brooklyn  Hospital  division  of  The  Brook- 
lyn-Cumberland  Medical  Center,  to  clinical  pro- 
fessor of  medicine.  Dr.  Stolfi,  who’s  appoint- 
ment becomes  effective  September  1,  1967, 
is  governor  of  New  York  Downstate  II  of  the 
American  College  of  Physicians. 

Grants.  A total  of  $749,098.50,  was  received 
during  April  and  May,  1967,  for  37  grants. 
This  provides  for  the  initiation  of  five  new  re- 
search projects,  14  supplements,  and  the  re- 
newal of  18  already  in  progress. 

New  York  University  School  of  Medicine 

New  assistant  deans.  Arthur  E.  Lindner, 
M.D.,  and  Jacobus  Louw  Potter,  M.D.,  have 
been  appointed  assistant  deans.  Dr.  Lindner 
became  an  instructor  of  medicine  at  the  School 
in  1962  and  is  now  assistant  professor  of  med- 
icine. He  is  principal  investigator  under  a 
grant  from  the  National  Institutes  of  Health  in  a 
study  of  gastric  secretory  mechanisms  in  the 
rat.  Dr.  Potter  served  as  research  fellow  in  the 
Department  of  Pathology  at  the  School  from 
1958  to  1960,  and  became  an  associate  pro- 
fessor, Department  of  Medicine,  in  1962  after  a 
two-year  interlude  as  a research  fellow  at 
Northern  General  Hospital,  Edinburgh. 

Upstate  Medical  Center 

New  assistant  professors  of  medicine  and 
faculty  advisors.  Philip  R.  Aronson,  M.D., 
Norwich;  Clarke  T.  Case,  M.D.,  Utica;  Her- 
bert K.  Ensworth,  M.D.,  Ithaca;  Sam  R. 
Mason,  Jr.,  M.D.,  Cortland;  David  D.  O’- 
Brien, Jr.,  M.D.,  Oswego;  Asa  J.  Smith,  M.D., 
Oneida;  Lawrence  H.  E.  Smith,  M.D.,  Auburn; 
Irwin  K.  Stone,  M.D.,  Watertown;  John  T. 
Walters,  M.D.,  Binghamton;  and  Eugene  M. 
Wyso,  M.D.,  Johnson  City,  have  been  ap- 
pointed assistant  professors  of  medicine  at 
Upstate  and  will  serve  as  faculty  advisors  to 
the  Central  New  York  Regional  Medical  Pro- 
gram. 

Through  the  program,  the  medical  profession, 
nurses,  and  allied  medical  personnel,  medical 
institutions,  and  health  organizations  in  the 
15-county  Central  New  York  area  are  teaming 
together  to  improve  resources  for  combatting 
heart  disease,  cancer,  stroke,  and  related 
conditions.  Upstate  serves  as  headquarters. 
The  counties  are:  Broome,  Cayuga,  Chenango, 

Cortland,  Franklin,  Herkimer,  Jefferson,  Lewis, 
Madison,  Oneida,  Onondaga,  Oswego,  St. 
Lawrence,  Tioga,  and  Tompkins.  Similar  proj- 
ects are  being  developed  in  the  Albany, 
Rochester,  and  Buffalo  areas. 
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Imferon® 

(iron  dextran  injection) 


There’s  as  much  iron  . . . 250  mg. 
. . . in  a 5 cc.  ampul  of  Imferon 
(iron  dextran  injection) 
as  in  a pint  of  whole  blood. 

When  iron  deficient 
patients  are  intolerant  of  oral 
iron  ...  or  orally  administered 
iron  proves  ineffective  or 
impractical ...  or  if  the  patient 
cannot  be  relied  upon  to  take 
oral  iron  as  prescribed,  Imferon 
(iron  dextran  injection) 
dependably  increases 
hemoglobin  and  rapidly 
replenishes  iron  reserves. 

Precise  dosage  is  easily 
calculated. 


IAKISIDE 


IN  BRIEF:  ACTION  AND  USES:  A single  dose  of 
Imferon  (iron  dextran  injection)  will  measur- 
ably begin  to  raise  hemoglobin  and  a complete 
course  of  therapy  will  effectively  rebuild  iron 
reserves.  The  drug  is  indicated  only  for  specifi- 
cally-diagnosed cases  of  iron  deficiency  anemia 
and  then  only  when  oral  administration  of  iron 
is  ineffective  or  impractical.  Such  iron  defi- 
ciency may  include:  patients  in  the  last  trimester 
of  pregnancy;  patients  with  gastrointestinal  dis- 
ease or  those  recovering  from  gastrointestinal 
surgery;  patients  with  chronic  bleeding  with 
continual  and  extensive  iron  losses  not  rapidly 
replenishable  with  oral  iron;  patients  intolerant 
of  blood  transfusion  as  a source  of  iron;  infants 
with  hypochromic  anemia;  patients  who  cannot 
be  relied  upon  to  take  oral  iron. 

COMPOSITION:  Imferon  (iron  dextran  injection) 
is  a well-tolerated  solution  of  iron  dextran  com- 
plex providing  an  equivalent  of  50  mg.  in  each 
cc.  The  solution  contains  0.9%  sodium  chloride 
and  has  a pH  of  5. 2-6.0. The  10  cc.vial  contains 
0.5%  phenol  as  a preservative. 

ADMINISTRATION  and  DOSAGE:  Dosage,  based 
upon  body  weight  and  Gm.  Hb/ 100  cc.  of  blood, 
ranges  from  0.5  cc.  in  infants  to  5.0  cc.  in 
adults,  daily,  every  other  day,  or  weekly.  Initial 
test  doses  are  advisable.  The  total  iron  require- 
ment for  the  individual  patient  is  readily  ob- 
tainable from  the  dosage  chart  in  the  package 
insert.  Deep  intramuscular  injection  in  the 
upper  outer  quadrant  of  the  buttock,  using  a 
Z-track  technique,  (with  displacement  of  the 
skin  laterally  prior  to  injection),  insures  absorp- 
tion and  will  help  avoid  staining  of  the  skin  A 
2-inch  needle  is  recommended  for  the  adult  of 
average  size. 


SIDE  EFFECTS:  Local  and  systemic  side  effects 
are  few.  Staining  of  the  skin  may  occur.  Exces- 
sive dosage,  beyond  the  calculated  need,  may 
cause  hemosiderosis.  Although  allergic  or  ana- 
phylactoid reactions  are  not  common,  occa- 
sional severe  reactions  have  been  observed, 
including  three  fatal  reactions  which  may  have 
been  due  to  Imferon  (iron  dextran  injection). 
Urticaria,  arthralgia,  lymphadenopathy,  nau- 
sea, headache  and  fever  have  occasionally 
been  reported. 

PRECAUTIONS:  If  sensitivity  to  test  doses  is 
manifested,  the  drug  should  not  be  given. 
Imferon  (iron  dextran  injection)  must  be  ad- 
ministered by  deep  intramuscular  injection 
only.  Inject  only  in  the  upper  outer  quadrant  of 
the  buttock,  not  in  the  arm  or  other  exposed 
area. 

CONTRAINDICATIONS:  Imferon  (iron  dextran  in- 
jection) is  contraindicated  in  patients  sensitive 
to  iron  dextran  complex.  Since  its  use  is  in- 
tended for  the  treatment  of  iron  deficiency  ane- 
mia only  it  is  contraindicated  in  other  anemias. 

CARCINOGENICITY  POTENTIAL:  Using  relatively 
massive  doses,  Imferon  (iron  dextran  injection) 
has  been  shown  to  produce  sarcoma  in  rats, 
mice  and  rabbits  and  possibly  in  hamsters,  but 
not  in  guinea  pigs.  The  risk  of  carcinogenesis, 
if  any  in  man,  following  recommended  therapy 
with  Imferon  (iron  dextran  injection)  appears 
to  be  extremely  small. 

SUPPLIED:  2 cc  ampuls,  boxes  of  10;  5 cc  am- 
puls, boxes  of  4;  10  cc.  multiple  dose  vials. 


LAKESIDE  LABORATORIES,  INC.,  Milwaukee,  Wisconsin  52201 
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• ASTHMA 

• CHRONIC  BRONCHITIS 

• BRONCHIECTASIS 


Each  tablet  contains: 

Potassium  Iodide 195  mg. 

Aminophylline 130  mg. 

Phenobarbital,  Caution:  May  be  habit  forming.  . . 21  mg. 

Ephedrine  HC1 16  mg. 

FEDERAL  LAW  PROHIBITS 
DISPENSING  WITHOUT  PRESCRIPTION 


Precautions:  Usual  for  aminophylline-ephedrine- 

phenobarbital.  Iodides  may  cause  nausea,  long  use 
may  cause  goiter.  Discontinue  if  symptoms  of 
iodism  develop. 

Iodide  contraindications:  tuberculosis,  pregnancy. 

DOSAGE 

One  tablet,  with  full  glass  of 
water,  3 or  4 times  daily. 

Dispensed  in  bottles  of  100  and  1000  tablets. 

MUDRANE  GG — Formula,  dosage  and  package  identi- 
cal to  Mudrane — except — 100  mg.  glyceryl  guaiacolate 
replaces  the  potassium  iodide.  The  value  of  Mudrane 
cannot  be  enjoyed  by  a small  group  in  which  K.I.  is 
contraindicated.  Mudrane  GG  is  prepared  for  this  group. 

MUDRANE  GG  ELIXIR  — Four  5 cc  tcaspoonfuls  is 
equivalent  to  one  Mudrane  GG  tablet.  Dosage  adjusted 
to  age  and  weight  of  child.  Mudrane  GG  Elixir  is  for 
pediatric  patients  and  those  who  think  they  cannot  swal- 
low tablets.  Dispensed  in  pint  and  half  gallon  bottles. 

WM.  P.  POYTHRESS  & CO.,  INC. 

RICHMOND,  VIRGINIA  23217 
Manufacturers  of  ethical  pharmaceuticals  since  1856 
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In  peptic  ulcer... 

antacid 
therapy 

with  a 


new 

benefit 


CONTAINS  A BALANCED 
COMBINATION 
OF  THE  MOST  WIDELY 
USED  ANTACIDS— 

FOR  RAPID 
NEUTRALIZATION. 

PLUS  SIMETHICONE— 

TO  CONTROL 
THE  FACTOR  WHICH 
ANTACIDS  ALONE 
CANNOT  INFLUENCE. 


■ In  Mylanta,  aluminum  and  magnesium  hydroxides  are 
balanced  to  minimize  the  chance  of  constipation  or  taxation 
and  still  achieve  rapid  acid  neutralization  and  pain  relief. 

■ The  positive  action  of  simethicone  helps  relieve  the  pain- 
ful gas  symptoms  which  often  accompany  the  peptic  ulcer 
syndrome. 

■ The  nonfatiguing  flavor  and  smooth,  nongritty  consistency 
of  tablets  and  liquid  encourage  continued  patient  coopera- 
tion during  long-term  therapy. 


Composition:  Each  Mylanta  chewable  tablet  or  teaspoonful  (5  ml.) 
of  liquid  contains:  magnesium  hydroxide,  200  mg.;  aluminum  hydrox- 
ide, dried  gel,  200  mg.;  simethicone,  20  mg.  Dosage:  one  or  two  tab- 
lets, well  chewed  or  allowed  to  dissolve  in  the  mouth,  or  one  or  two 
teaspoonfuls  of  liquid  to  be  taken  between  meals  and  at  bedtime. 


The  Stuart  Company,  Pasadena,  California 
Division  of  Atlas  Chemical  Industries,  Inc. 


Stuart 


2191 


INFLAMMATION: 

A cellular 
fight 

for  life 


A SYNTEX  REPORT  based  on  recently 
developed  hypotheses  about  topical  cor- 
ticosteroids, including  the  cellular 
theories  of  inflammation  by  Thomas  F. 
Dougherty,  Ph  D.,  University  of  Utah. 

You  are  looking  at  a fibroblast  fight- 
ing for  life.  This  cell  — one  of  the 
most  common  found  in  connective 
tissue  — has  literally  been  poisoned 
by  cytotoxins  released  from  other 
cells  that  have  ruptured.  Soon,  if  the 
abnormal  activity  of  this  fibroblast 
does  not  cease,  it,  too,  will  rupture 
and  die  — one  more  casualty  in  the  in- 
flammatory wave  of  destruction  pre- 
cipitated by  injury. 

Until  a short  time  ago  no  one  had 
ever  witnessed  such  a scene  at  the 
cellular  level.  Now,  through  ad- 
vanced cinemicrographic  techniques, 
it  is  possible  to  view  and  photograph 
the  inflammatory  process  as  pro- 
duced experimentally  in  living  ani- 
mal tissue.  This  method  permits  new 
insight  into  the  mechanism  of  inflam- 
mation and  the  role  of  corticoster- 
oids in  therapeutic  management. 
Equally  important,  these  techniques 
shed  new  light  on  factors  that  may 
make  one  corticosteroid  more  effec- 
tive than  another  — factors  that  can 
be  correlated  with  other  chemical, 
biologic,  and  clinical  parameters. 


Visual  evidence  of  how 
corticosteroids  influence 
the  inflammatory  reaction 

Working  with  phase-contrast  cine- 
micrography  on  living  animal  tissue. 
Doctors  Thomas  E Dougherty  and 
David  Berliner  of  the  University  of 
Utah  College  of  Medieine  have  actu- 
ally filmed  cellular  events  that  occur 
during  the  inflammatory  reaction. 
This  remarkable  study*  and  addi- 
tional work  by  these  investigators,  as 
well  as  by  others,  have  established  a 
new  theoretical  biologic  basis  for  the 
antiinflammatory  effect  of  the  corti- 
costeroids. (It  must  be  noted  that 
other  theories,  such  as  the  lysosome 
or  so-called  “suicide  bag”  theory, 
have  been  postulated,  although  it  is 
quite  likely  that  there  are  more 
similarities  than  differences  among 
the  various  theoretical  models.) 

The  inflammatory  wave 
of  destruction 

In  this  investigation  an  injurious  in- 
jection of  gelatin  is  used  to  set  off  an 
inflammatory  reaction  in  living 
mouse  tissue.  What  follows  is  a wave 
of  destructive  cellular  activity  that 
comprises  the  inflammatory  re- 
sponse to  injury.  Mast  cells  (which 
contain  heparin,  serotonin  and  hista- 
mine) take  up  water,  swell  and  rup- 
ture, releasing  their  contents,  which 
are  toxic  outside  the  mast  cell  wall. 
These  toxins,  in  turn,  cause  disinte- 
gration of  other  cells  (such  as  fibro- 
blasts) and  the  release  of  additional 
toxic  material.  Capillaries,  too,  take 
up  water  and  leak  unformed  blood 
elements,  causing  edema.  And  poly- 
morphonuclears,  lymphocytes  and 
perithelial  cells  invade  the  inflamed 
site.  As  a result  of  all  these  changes, 
the  cellular  environment  reaches  a 
state  of  turmoil. 


Phase-contrast  microscopy  showing 
mast  cell  before  in  jury. 


Mast  cell  (after  injury)  has  broken  up 
and  released  cytotoxins. 


How  corticosteroids 
change  the  picture 

Corticosteroids  appear  to  virtually 
stop  the  abnormal  cellular  activity 
that  constitutes  the  inflammatory  re- 
action. This  permits  the  body’s  na- 
tural resources  to  clear  up  the 
inflamed  area  and  repair  the  dam- 
aged tissue.  This  interpretation  is 
supported  by  the  fact  that  when  the 
injurious  gelatin  solution  is  injected 
simultaneously  with  a corticosteroid 
— Synalar  (fluocinolone  acetonide)  — 
the  inflammatory  pattern  simply 
does  not  develop. 


Fibroblast  in  high  state  of  activity,  much 
distorted. 


In  summarizing  his  study  Doctor 
Dougherty  states:  “...we  also  feel 
this  work  may  explain  why  one  corti- 
costeroid helps  a patient  more  rap- 
idly and  effectively  than  another.  If 
it  does,  it  is  because  one  corticoster- 
oid is  the  fastest,  most  effective  in- 
hibitor of  the  series  of  inflammatory 
events  at  the  tissue  level.” 


*A  New  View  of  Corticosteroid  Action  in  In- 
flammatory Dermatoses,  a film  based  on  this 
study,  is  now  available  from  your  Syntex 
representative. 


Mast  cells  showing  effects  of  cortico- 
steroid action : cells  are  normal  in  size, 
shape  and  activity. 


See  last  page  for  contraindications,  precautions,  side  effects  and  dosage . 


How  advances  in 
chemical  design 
\ave  achieved 
greater 

steroid  potency 

The  chemical  modification  of  corti- 
costeroid molecules  from  the  advent 
of  hydrocortisone  to  the  develop- 
ment of  Synalar  (fiuocinolone  ace- 
tonide)  is  a prime  example  of  how 
biochemists  can  “design”  to  increase 
therapeutic  activity  and  minimize 
undesirable  side  actions.  Below,  for 
example,  we  see  the  important 
changes  that  were  made  in  reference 
to  the  hydrocortisone  molecule  to 
produce  fiuocinolone  acetonide,  one 
of  the  most  active  of  all  topical  corti- 
costeroids. As  a result,  a 0.01%  prep- 
aration of  Synalar  (fiuocinolone 
acetonide)  has  been  reported  to  do 
the  work  of  a 1%  hydrocortisone 
product  containing  100  times  more 
cortiscosteroid.  And  it  can  often  do 
it  more  effectively. 

CHa0H 

I 


Hydrocortisone 


CH,0H 

c=o 


Fiuocinolone  Acetonide 
(Synalar) 

D a double  bond  between 
carbons  1 and  2 

□ fluorine  substitutions 
at  both  the  6-a, 

and  the  9-a  positions 

□ the  addition  of  the 
acetonide  at  the  16-a. 
17-a  positions. 

thus  providing 
one  of  the  most  potent 
topical  corticosteroids 
available. 
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How  bioassay  tests  are 
used  to  “predict” 
therapeutic  potential 

Biologic  assays  are  another  tool  used 
by  researchers  to  help  establish  the 
relative  activity  of  corticosteroids. 
To  date  no  single  method  of  assaying 
corticosteroid  activity  has  emerged 
as  the  ideal  “yardstick”  for  predict- 
ing therapeutic  potential.  Taken  to- 
gether, however,  these  methods  have 
proved  useful.  When  such  tests  are 
run  on  various  corticosteroids,  a defi- 
nite order  of  corticosteroid  activity 
becomes  evident.  Compounds  with 
the  highest  order  of  activity  may  be 
expected  to  merit  clinical  trial  to  es- 
tablish their  high  therapeutic  poten- 
tial. When  assayed  by  these  methods, 
fiuocinolone  acetonide  (Synalar) 
emerges  as  one  of  the  most  active 
topical  corticosteroids,  milligram  for 
milligram,  available  for  clinical  ap- 
plication today. 
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The  Thymus  Involution  Assay1'* 
is  run  on  adrenalectomized  rats.  The 
sizes  of  the  glands  are  measured,  and 
the  degree  of  involution  caused  by 
the  steroid  is  determined  as  an  indi- 
cation of  its  potency.  In  the  above 
photo,  the  comparative  involution  of 
thymus  glands  achieved  with  hydro- 
cortisone and  Synalar  (fiuocinolone 
acetonide)  is  shown.  Untreated  con- 
trols (A)  show  normal  size.  Group  B 

— injected  with  1,  2 and  4 mg.  of  hy- 
drocortisone —show  progressively 
smaller  thymuses  as  does  Group  C — 
injected  with  fiuocinolone  acetonide 

— but  with  only  l/500th  the  dose  of 
hydrocortisone. 
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The  Antigranuloma  Assay1-*  also 
utilizes  adrenalectomized  rats.  Gran- 
ulomas are  induced  by  subcutaneous 
implantation  of  cotton  pellets  on 
either  side  of  the  thorax.  The  degree 
of  granuloma  inhibition  achieved  by 
a steroid  reflects  its  potency.  The 
above  photo  shows  the  inhibition  of 
granuloma  formation  achieved 
with  hydrocortisone  and  Synalar 
(fiuocinolone  acetonide).  Untreated 
controls  (A)  show  large,  red  granu- 
lomas adhering  to  the  pellets.  Group 
B,  receiving  hydrocortisone  and 
Group  C,  receiving  fiuocinolone  ace- 
tonide, show  little,  if  any,  granuloma 
formation.  Fiuocinolone  acetonide 
produced  the  same  effect  as  hydro- 
cortisone with  only  l/500th  the  dose. 
This  assay,  as  well  as  the  thymus 
involution  assay,  measures  systemic 
rather  than  topical  corticosteroid  ac- 
tivity. Nevertheless,  results  by  these 
methods  correlate  well  with  other  as- 
says and  with  the  milligram  poten- 
cies of  topical  steroids  in  current 
clinical  use. 


Worldwide 
clinical 
experience 
confirms  the 
predictable 
therapeutic 
potential  of 
Synalar 

It  is  particularly  gratifying  that  the 
promise  of  the  advanced  chemical 
design  and  high  order  of  bioassay  ac- 
tivity of  Synalar  (fluocinolone  ace- 
tonide)  has  been  confirmed  by 
widespread  therapeutic  application. 
Indeed,  the  impressive  clinical  re- 
sponse rate  of  Synalar  has  been  docu- 
mented in  no  fewer  than  232  papers 
from  22  countries. 


Prescribing  Information 
For  initiation  of  therapy:  Cream  0.025%, 
5 and  15  Gm.  tubes,  425  Gm.  jars;  for 
emollient  effect:  Ointment  0.025%,  15 
Gm.  tubes;  for  maintenance  therapy: 
Cream  0.01%,  15  and  45  Gm.  tubes,  120 
Gm.  jars;  for  intertriginous  or  hairy 
sites:  Solution  0.01%,  20  cc.  and  60  cc. 
plastic  squeeze  bottles;  for  infected  in- 
flammatory dermatoses:  Neo-Synalar® 
Cream  (0.025%  fluocinolone  acetonide, 
neomycin  sulfate,  equivalent  to  0.35% 
neomycin  base),  5 and  15  Gm.  tubes. 
Contraindications:  Tuberculous,  fungal, 
and  most  viral  lesions  of  the  skin,  (in- 
cluding herpes  simplex,  vaccinia,  and 
varicella).  Not  for  ophthalmic  use.  Con- 
traindicated in  individuals  with  a his- 
tory of  hypersensitivity  to  any  of  the 
components.  Precautions:  Synalar  prep- 
arations are  virtually  nonsensitizing  and 
nonirritating.  However,  the  solution  may 
produce  burning  or  stinging  when  ap- 
plied to  denuded  or  fissured  areas-  In 
some  patients  with  dry  lesions,  the  solu- 
tion may  increase  dryness,  scaling  or 
itching.  While  topical  steroids  have  not 
been  reported  to  have  an  adverse  effect 
on  pregnancy,  the  safety  of  their  use  on 
pregnant  females  has  not  absolutely 
been  established.  Therefore,  they  should 
not  be  used  extensively  on  pregnant  pa- 
tients, in  large  amounts,  or  for  pro- 
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Representative  Clinical  Results  with  Synalar* 


Efficacy  Documented  in  over  4,000  Patients 


Condition 

Number  of 
Publications 

Number  of 
Patients 

Significant 

Improvement! 

Contact 

Dermatitis 

27 

750 

713 

Eczematous 

Dermatitis 

21 

472 

409 

Seborrheic 

Dermatitis 

18 

442 

426 

Atopic 

Dermatitis 

24 

460 

426 

Psoriasis 

36 

1,699 

1,510 

Neurodermatitis 

18 

351 

324 

Total 

144 

4,174 

3,808 

•Complete  bibliography  on  request.  fExprcssed  by  the  authors  as  excellent,  very  good, 

good,  complete  remission  of  intlummation,  etc. 


longed  periods  of  time.  Prolonged  use  of 
any  antibiotic  may  result  in  overgrowth 
of  nonsusceptible  organisms;  if  this  oc- 
curs, appropriate  therapy  should  be  insti- 
tuted. When  severe  local  infection  or 
systemic  infection  exists,  the  use  of  sys- 
temic antibiotics  should  be  considered, 
based  on  susceptibility  testing.  Side 
Effects:  Side  effects  are  not  ordinarily 
encountered  with  topically  applied  corti- 
costeroids. As  with  all  drugs,  however,  a 
few  patients  may  react  unfavorably  to 
Synalar  under  certain  conditions.  The 
neomycin  in  Neo-Synalar  Cream  rarely 
produces  allergic  reactions. 

References:  1.  Lemer,  L.  J.,  Bianchi,  A., 
Turkheimer,  A.  R.,  Singer,  F.  M.,  and 
Borman,  A.:  Anti-inflammatory  steroids:  po- 
tency, duration  and  modification  of  activities. 
Ann  NY  Acad  Sci  116:1071  (Aug.  27)  1964. 
2.  Idem:  Comparison  of  anti-granuloma,  thy- 
molytic  and  glucocorticoid  activities  of  anti- 
inflammatory steroids.  Proc  Soc  Exp  Biol 
Med  116:385  (June)  1964.  3.  Ringler,  A.:  Ac- 
tivities of  adrenocorticosteroids  in  experimen- 
tal animals  and  man,  in  Dorfman,  R.  I.: 
Methods  of  hormone  research.  New  York, 
Academic  Press,  1964.  vol.  III.  pp.  234-280. 
4.  Gubersky,  V.  R.:  To  be  published. 
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Abstracts 


McGovern,  J.  B.,  and  Mannix,  H.,  Jr.: 

Thirty-year  surgical  experience  with  thyroid 
cancer.  New  York  State  J.  Med.  67:  2207 

(Aug.  15)  1967. 

The  two  currently  favored  operations  for  re- 
sectable, well-differentiated  thyroid  carcinoma 
are  total  thyroidectomy  and  hemithyroidec- 
tomy.  Radical  neck  dissection  is  under  debate, 
but  is  certainly  justified  in  all  cases  with  clin- 
ically palpable  neck  nodes.  A long  history  of 
thyroid  mass  does  not  rule  out  the  presence  of 
thyroid  carcinoma  since  such  tumors  may  rep- 
resent malignant  degeneration  of  a benign 
thyroid  condition  or  slowly  growing  well-dif- 
ferentiated cancers.  This  report  is  based  on  152 
patients  with  established  diagnosis  of  thyroid 
cancer  over  a thirty-year  period. 

Kelley,  M.  L.,  Jr.:  Ileocolic  junctional  zone; 

physiologic  evaluation  and  clinical  implications. 
New  York  State  J.  Med.  67:  2215  (Aug.  15) 
1967. 

Because  of  its  remoteness  and  inaccessibility, 
physiologic  and  clinical  data  regarding  the  ileo- 
colic junctional  site  have  not  increased  as  have 
data  concerning  other  gastrointestinal  junctional 
zones.  Investigations  were  carried  out  on  dogs, 
using  manometric  and  cineradiographic  studies, 
anatomic  observations,  and  experiments  on  the 
responses  of  the  ileocolic  junction  to  intesti- 
nal distention.  Tiny  pressure-sensitive  devices 
were  withdrawn  through  this  area,  and  models 
of  the  junctional  segment  were  produced  by 
intraluminal  injection  of  expanding  silicone 
foam  rubber.  Motor  disorders  at  the  site  of 
confluence  of  small  and  large  bowel  may  be 
responsible  for  many  unexplained  lower  abdom- 
inal symptoms 


Furman,  S.,  Escher,  D.  J.  W.,  and  Solomon, 

N.:  Transvenous  cardiac  pacing,  New  York 

State  J.  Med.  67:  2223  (Aug.  15)  1967. 

Implanted  transvenous  pacing,  utilizing  an 
externalized  pulse  generator  for  either  brief  or 
protracted  periods,  is  the  method  of  choice 
because  stress  to  the  patient  during  institution 
of  permanent  cardiac  pacing  is  small,  the  pace- 
maker and  intracardiac  electrode  are  subjected 
to  less  mechanical  stress  than  during  myo- 
cardial placement  of  leads,  and  the  lead  and 
electrode  system  is  subjected  to  less  electro- 
chemical stress  than  leads  placed  directly  into 
the  myocardium.  During  twenty  months,  75 
implants  were  performed  with  21  additional 
procedures  for  revision  of  the  implants;  these 
are  described.  Postoperative  mortality  rates 
are  low,  and  the  method  is  useful  in  patients 
who  would  otherwise  not  have  undergone  per- 
manent pacing. 

Cahill,  K.  M.:  Medicine  and  diplomacy  in  the 

tropics,  New  York  State  J.  Med.  67:  2229 

(Aug.  15)  1967. 

Medicine  is  one  of  the  few  fields  that  is  im- 
mune from  the  sensitivities  and  misinterpreta- 
tions  of  recipient  nations  and  is  a powerful  way  to 
foster  international  understanding.  The  phy- 
sician should  be  incorporated  into  every  phase 
of  development  in  a growing  land.  Knowledge 
of  tropical  medicine  is  increasingly  important. 
Research  centers  can  be  established  to  meet 
local  needs  and  to  enlarge  research  knowledge. 
Highly  mobile  units  working  within  the  frame- 
work of  existing  research  centers  would  not 
only  solve  existing  health  problems  but  also 
would  yield  thorough  health  pictures  of  the 
areas  under  study  if  routine  analyses  are  done. 
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Brief  Summary:  Tofranil  produces  remis- 
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patients  with  endogenous  and  reactive 
depressions. 

Contraindications:  Do  not  use  drugs  of  the 
M.A.O.I.  class  with  Tofranil.  Hyperpyretic 
crises,  severe  convulsive  seizures  and  po- 
tentiation of  adverse  effects  can  be  serious 
or  even  fatal.  When  substituting  Tofranil  in 
patients  receiving  an  M.A.O.I.  agent,  allow 
an  interval  of  at  least  7 days.  Tofranil  dos- 


age in  such  patients  should  be  low  and 
increases  should  be  gradual  and  cautious- 
ly prescribed. 

Warning:  Reports  have  suggested  there 
may  be  a risk  of  teratogenesis  with  this 
drug  during  the  first  trimester  of  pregnancy. 
Use  low  dosage  and  care  in  patients  with 
cardiovascular  disease.  Cardiovascular 
complications,  including  myocardial  in- 
farction and  arrhythmias,  have  occurred. 
Precautions:  Do  not  rely  on  this  drug  to 
remove  the  threat  of  suicide  in  seriously 
depressed  patients.  Administer  cautiously 


to  patients  with  increased  intraocular  pres- 
sure, and  to  hyperthyroid  or  thyroid-treated 
patients. 

Adverse  Reactions:  Dryness  of  the  mouth, 
tachycardia,  constipation,  disturbances  of 
accommodation,  sweating,  dizziness, 
weight  gain,  urinary  frequency  or  reten- 
tion, nausea  and  vomiting,  peripheral  neu- 
ritis, mild  parkinson-like  syndrome,  trem- 
ors, rare  cases  of  falling  in  elderly  patients, 
agitation  (including  hypomanic  or  manic 
episodes),  confusional  states  (with  such 
symptoms  as  hallucinations  and  disorien- 
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|j  tation),  activation  ot  psychosis  in  schizo- 
i phrenics,  epileptiform  seizures,  orthostatic 
i]  hypotension  and  substantial  blood  pres- 
sure fall  in  hypertensive  patients,  purpura, 

! transient  jaundice,  bone  marrow  depres- 
;|  sion  including  agranulocytosis,  sensitiza- 
! tion  and  skin  rash  including  photosensiti- 
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[I  symptoms  on  sudden  discontinuation  after 
||  prolonged  treatment  with  high  doses.  Occa- 
sional hormonal  effects  (impotence, 
decreased  libido)  and  estrogenic  effects 
may  be  observed.  Atropine-like  effects  may 
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be  more  pronounced  in  susceptible  patients 
and  in  those  using  anticholinergic  agents. 
Average  Adult  Dosage:  Initially,  one  25  mg. 
tablet  t.i.d  , increased  to  two  25  mg.  tablets 
t.i.d.  or  q.i.d  , if  necessary.  Maintenance 
therapy  and  dosage  for  adolescent  and 
geriatric  patients  should  be  lower. 

Not  recommended  for  use  in  children  under 
12  years  of  age. 
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Editorials 


Results  of  the  national  intern  matching  program  for  1967 


A record  8,000  medical  graduates  par- 
ticipated in  the  sixteenth  annual  National 
Intern  Matching  Program  (hereinafter 
designated  as  NIMP)  in  1967. 

It  can  be  seen  that  the  small  and  non- 
affiliated  hospital  is  at  a great  disadvantage. 
A 50-bed  hospital  can  function  well  with 
the  use  of  only  its  own  attending  staff. 
But  as  the  number  of  patients  increases 
problems  of  staff  coverage  increase.  A 
system  of  satellite  hospitals  to  medical 
centers  with  peripatetic  house  staff  sharing 
might  help  to  solve  this  problem. 

The  boot-strap  solution  is  being  tried 


but  it  is  not  enough.  The  record  shows 
that  the  house  staff  problem  worsens: 

The  proportion  of  interns  matched  to 
federal  service  hospitals  and  hospitals 
with  minor  teaching  affiliations  has 
remained  relatively  constant  over  the 
past  eight  years.  Hospitals  with  major 
affiliations  have  drawn  increasingly  larger 
proportions  of  NIMP  participants. 

Figure  1 depicts  the  percentage  of  all 
NIMP  participants  matched  to  hospitals 
on  the  basis  of  their  teaching  affiliation 
status  in  the  years  1952  through  1967. 


Percentage  Matched 


FIGURE  1.  Percentage  of  NIMP  participants  matched  to  major  affiliated  hospitals,  minor  affiliated  hos- 
pitals, and  nonaffiliated  hospitals,  1952  to  1967. 
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TABLE  I.  Experience  of  NIMP  participants  according  to  matching  results 


Total  NIMP  Participants — 


NIMP 

1953 

1965 

1966 

1967 

Participants 

Number 

% of 

Number 

% of 

Number 

% of 

Number 

% of 

Matched  to 

Matched 

Total 

Matched 

Total 

Matched 

Total 

Matched 

Total 

Major  teaching  hospital 

2,643 

43.8 

4.218 

55  5 

4,451 

56  8 

4,633 

57  9 

Nonaffiliated  hospital 

2,138 

35.4 

2,053 

27  0 

2,056 

26.2 

1,948 

24.4 

Minor  teaching  hospital 

473 

7.9 

507 

6.7 

495 

6.3 

599 

7.5 

Federal  service 

490 

8.1 

564 

7.4 

586 

7.5 

573 

7.1 

Total  Matched 

5,744 

95.2 

7,342 

96  6 

7,588 

96.8 

7,753 

96.9 

Unmatched 

289 

4.8 

256 

3.4 

248 

3.2 

247 

3.1 

Total  Participants 

6,033 

100.0 

7,598 

100.0 

7,836 

100,0 

8,000 

100.0 

TABLE  II.  Matching  experience  of  hospitals  with  and  without  major  medical  school  affiliations 

Per  Cent  1953  1967 

of  Interns  . Major  Medical  School  Affiliations- . . Major  Medical  School  Affiliations . 


Obtained 

Through 

NIMP 

Hospitals 
Number  % 

Number 

Sought 

Interns 

Number 

Matched 

% 

Matched 

Hospitals 
Number  % 

Number 

Sought 

Interns 

Number 

Matched 

% 

Matched 

50-100 

97 

65.0 

2,859 

2,354 

82.3 

149 

77.2 

5,190 

4,384 

84.5 

0-  49 

52 

35.0 

1,017 

289 

28.4 

44 

22.8 

836 

249 

30.0 

Total 

149 

100.0  3,876  2,643 

No  Medical  School  Affiliations 

68.2 

193 

100.0  6,026  4,633 

No  Medical  School  Affiliations 

76.9 

50-100 

186 

32.3 

2,105 

1 , 660 

78.8 

110 

24.0 

1,735 

1 ,443 

83  2 

0-  49 

390 

67.7 

3.444 

478 

13.9 

349 

76.0 

4,537 

505 

11.1 

Total 

576 

100.0 

5,549 

2,138 

38  5 

459 

100 . 0 

6,272 

1 ,948 

31.1 

This  illustration  clearly  shows  the  rise 
in  proportion  of  graduating  medical 
students  choosing  major  affiliated  hos- 
pitals, and  the  concomitant  decline 
in  the  proportion  selecting  nonaffiliated 
hospitals. 

The  gradual  trend  shift  depicted  in 
Figure  1 can  also  be  seen  in  the  distribu- 
tion of  NIMP  participants  in  the  three 
most  recent  years  as  shown  in  Table  I. 
The  dramatic  effects  of  this  trend  are 
seen  in  a direct  comparison  of  the  NIMP 
program  of  1967  with  the  NIMP  pro- 
gram of  1953.  Major  teaching  hospitals 
in  1967  showed  a gain  in  the  proportion 
of  interns  received  of  14.1  per  cent  over 
the  1953  level.  Nonaffiliated  hospitals 
showed  an  11.0  per  cent  decline  in  the 
proportion  of  interns  received  in  1967 
as  compared  with  the  1953  level.  The 


slight  shifts  in  the  proportion  of  interns 
matched  to  federal  service  hospitals  and 
minor  teaching  hospitals  appear  to  be 
random  fluctuations  that  do  not  reflect 
a change  in  trend. 

Table  II  compares  the  relative  success 
of  hospitals  in  obtaining  interns  through 
the  NIMP  for  hospitals  with  major  af- 
filiation and  for  hospitals  with  no  medical 
school  affiliation.  In  1967,  77  per 

cent  of  hospitals  with  a major  affiliation 
received  more  than  one  half  of  their 
desired  total  intern  quota  through  NIMP 
as  compared  with  65  per  cent  receiving 
more  than  one  half  of  the  interns  sought 
in  1953.  The  proportion  of  nonaffiliated 
hospitals  receiving  more  than  one  half  of 
the  interns  sought  through  the  NIMP 
program  dropped  from  32  per  cent  in 
1953  to  24  per  cent  in  1967. 
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Curing  trichomoniasis  is  an  inside  job 


1.  Cervical  glands 

2.  Periurethral  glands 

3.  Skene's  glands 

4.  Bartholin's  glands 

5.  Anal  fissure 


brand  of 

metronidazole 


destroys  trichomonads  where  no  topical  treatment  can 


Flagyl  repeatedly  has  produced 
cure  rates  of  95  to  100  per  cent 
in  large  series  of  patients  with 
trichomoniasis. 

Similar  high  rates  of  cure 
may  confidently  be  expected 
when  infected  consorts  are 
treated  concurrently. 

Flagyl  achieves  its  unparal- 
leled rate  of  cure  because  it  is 
the  only  agent  which  makes 
both  the  serum  and  the  urine 
lethal  to  Trichomonas  vaginalis 
organisms. 

Flagyl  achieves  its  unparal- 
leled rate  of  cure  because  it  des- 
troys trichomonads  in  the  inner 


crypts,  glands  and  cavities 
where  no  topical  treatment  can. 

Dosage  and  Administration 
In  women:  one  250-mg.  oral  tablet  three 
times  daily  for  ten  days.  A vaginal  insert 
of  500  mg.  is  available  for  local  therapy 
when  desired.  When  the  inserts  are  used 
one  vaginal  insert  should  be  placed  high 
in  the  vaginal  vault  each  day  for  ten 
days,  and  concurrently  two  oral  tablets 
should  be  taken  daily. 

In  men  in  whom  trichomonads  have  been 
demonstrated:  one  250-mg.  oral  tablet 
twice  daily  for  ten  days. 

Contraindications 

Pregnancy:  disease  of  the  central  nerv- 
ous system;  evidence  or  history  of  blood 
dyscrasia. 

Precaution 

Complete  blood  cell  counts  should  be 
made  before  and  after  therapy,  especially 
if  a second  course  is  necessary. 


Side  Effects 

Infrequent  and  minor  side  effects  include 
nausea,  metallic  taste,  furry  tqngue  and 
headache.  Other  effects,  all  reported  in 
an  incidence  of  less  than  1 per  cent,  are 
diarrhea,  dizziness,  vaginal  dryness  and 
burning,  dry  mouth,  rash,  urticaria,  gas- 
tritis, drowsiness,  insomnia,  pruritus, 
sore  tongue,  darkened  urine,  anorexia, 
vomiting,  epigastric  distress,  dysuria, 
depression,  vertigo,  incoordination, 
ataxia,  abdominal  cramping,  constipa- 
tion, stomatitis,  numbness  of  an  extrem- 
ity, joint  pains,  confusion,  irritability, 
weakness,  flushing,  cystitis,  pelvic  pres- 
sure, dyspareunia,  fever,  polyuria, 
incontinence,  decreased  libido,  nasal 
congestion,  proctitis  ancf  pyuria.  Elimi- 
nation of  trichomonads  may  aggravate 
candidiasis. 

Dosage  Forms 
Oral— 250-mg.  tablets 
Vaginal— 500-mg.  inserts 
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“George  wants  to  know  if  it's  okay  to  take  his  cold 
medicine  now,  Doctor,  instead  of  seven  o'clock  ?” 


The  long-continued  action  of  Novahistine  LP 
should  help  you  both  get  a good  night's  sleep. 
Two  tablets  in  the  morning  and  two  in  the  evening 
will  usually  provide  round-the-clock  relief  by  help- 
ing clear  congested  air  passages  for  freer  breathing. 
Novahistine  LP  also  helps  restore  normal  mucus 
secretion  and  ciliary  activity— normal  physiologic 
defenses  against  infection  of  the  respiratory  tract. 
Use  cautiously  in  individuals  with  severe  hyperten- 
sion, diabetes  mellitus,  hyperthyroidism  or  urinary 
retention.  Caution  ambulatory  patients  that  drowsi- 
ness may  result.  Each  Novahistine  LP  tablet  con- 
tains: phenylephrine  hydrochloride,  25  mg.,  and 
chlorpheniramine  maleate,  4 mg. 


NOVAHISTINE8  LP 


PITMAIM-MOORE  Division  of  The  Dow  Chemical  Company,  Indianapolis 
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Thirty-Year  Surgical 
Experience  with 
Thyroid  Cancer 


J.  BRUCE  MCGOVERN,  M.D. 

New  York  City* 
HENRY  MANNIX,  JR.,  M.D. 

New  York  City 

Instructor  in  Surgery  (Dr.  McGovern),  Clinical  Associate 
Professor  of  Surgery  (Dr.  Mannix),  Cornell  University 
Medical  College;  Senior  Surgical  Resident  (Dr.  McGovern), 
Associate  Attending  Surgeon  (Dr.  Mannix),  The 
New  York  Hospital 


riLTHOUGH  surgery  is  generally  agreed  to 
be  the  preferred  method  of  treating  differ- 
entiated thyroid  carcinoma,  the  question  of 
what  constitutes  adequate  resection  re- 
mains unsettled.  Thus,  some  have  con- 
sidered partial  lobectomy  or  subtotal  thy- 
roidectomy adequate.1-3  Others  believe 
that  lobectomy  alone  is  sufficient.4  Crile, 
McNamara,  and  Hazard5  have  advocated 
lobectomy  and  local  excision  of  involved 
cervical  lymph  nodes.  Frazell  and  Foote6 
have  stressed  the  frequency  of  impalpable 
cervical  lymph  node  metastasis  and  have 
recommended  lobectomy  with  radical  neck 
dissection.  Clark,  White,  and  Russell7 
have  demonstrated  the  frequency  of  micro- 
scopic multicentric  carcinomatous  foci  in 
the  contralateral  lobe  and  have  contended 
that  total  thyroidectomy  is  the  treatment  of 
choice.  Black8  has  preferred  almost  total 
thyroidectomy  with  preservation  of  the  con- 
tralateral posterior  thyroid  capsule  as  a 


* Presently  at  Boston  Children’s  Hospital,  Boston,  Massa- 
chusetts. 


the  two  currently  favored  operations  for 
resectable,  well-differentiated  thyroid  car- 
cinoma are  total  thyroidectomy  and  hemi- 
thyroidectomy . Radical  neck  dissection  is 
under  debate,  but  is  certainly  justified  in  all 
cases  with  clinically  palpable  neck  nodes. 
A long  history  of  thyroid  mass  does  not 
rule  out  the  presence  of  thyroid  carcinoma 
since  such  tumors  may  represent  malignant 
degeneration  of  a benign  thyroid  condition 
or  slowly  growing  well-differentiated  cancers. 
This  report  is  based  on  152  patients  with 
established  diagnosis  of  thyroid  cancer  over 
a thirty-year  period. 


means  of  reducing  the  incidence  of  per- 
manent hypoparathyroidism. 

Such  diversity  of  opinion  is  largely  attrib- 
utable to  the  nature  of  the  disease  proc- 
ess. Results  from  all  forms  of  therapy  in 
differentiated  thyroid  carcinoma  are  ini- 
tially good.  Because  these  tumors  are  rel- 
atively uncommon,  few  institutions  ac- 
cumulate sufficiently  large  series  of  patients 
to  yield  statistically  meaningful  results. 
This  form  of  cancer  is  prone  to  extreme 
chronicity,  and  long-term  follow-up  is  re- 
quired. There  is  confusion  over  pathologic 
classification.  Some  authors  reserve  the 
term  “differentiated”  for  pure  histologic 
types,  others  use  it  for  tumors  with  a pre- 
dominant papillary  or  follicular  pattern, 
and  still  others  for  tumors  with  any  area  of 
well-differentiated  histologic  pattern. 
There  is  no  standard  therapeutic  regimen, 
and  few  groups  have  had  a sufficiently  large 
experience  with  more  than  one  type  of  oper- 
ation to  warrant  comparisons. 

While  this  report  suffers  from  many  of 
these  shortcomings,  it  does  encompass  a 
moderately  large  experience  with  patients 
treated  by  several  types  of  surgical  manage- 
ment and  then  followed  over  a long  period 
of  time.  The  clinical  material  on  which  it 
is  based  was  reviewed  to  ascertain  whether 
any  single  type  of  surgical  management 
offered  significant  advantages  over  all 
others. 
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TABLE  I.  Age  span  of  patients 


Age  (Years) 

Number  of  Patients 

10  to  19 

6 

20  to  29 

17 

30  to  39 

24 

40  to  49 

28 

50  to  59 

38 

60  to  69 

22 

70  to  79 

16 

80  to  89 

1 

TABLE  II.  Findings  on  admission 


Number 

of 

Per 

Findings 

Patients 

Cent 

Thyroid  tumor  only 
Thyroid  tumor  plus  unilateral 

89 

58.5 

cervical  adenopathy 

22 

14.5 

Thyroid  tumor  plus  bilateral 
cervical  lymphadenopathy 
Unilateral  cervical  lymphad- 

5 

3.3 

enopathy  only 
Bilateral  cervical  lymphad- 

15 

9.9 

enopathy  only 

No  evidence  of  cancer  (treated 

0 

elsewhere  or  found  at 
autopsy) 

11 

7.2 

Signs  of  distant  metastasis 

only 

10 

6.6 

Material 

This  report  is  based  on  152  patients,  who 
constitute  the  total  pavilion  experience 
with  thyroid  cancer  at  the  The  New  York 
Hospital-Cornell  Medical  Center,  in  the 
thirty-year  period  from  1932  through  1962. 
All  cases  seen  during  this  period  are  re- 
ported, including  those  who  died  of  unre- 
lated causes  and  whose  tumors  were  first 
discovered  at  autopsy  and  those  previously 
treated  elsewhere  and  referred  for  con- 
sultation or  further  therapy.  In  every  case, 
the  diagnosis  was  established  by  pathologic- 
examination  of  tissue  obtained  from  the 
thyroid  tumor  itself  or  from  its  metastases. 
All  cases  diagnosed  before  death  were  fol- 
lowed with  yearly  examinations  until  they 
died  or  were  lost  to  follow-up. 

Results 

Of  the  152  patients,  106  (67.7  per  cent) 
were  female  and  46  (30.3  per  cent)  were 
male.  The  age  span  is  given  in  Table  I. 
The  youngest  patient  was  a girl  of  thirteen, 
the  oldest,  a man  of  eighty-three.  Whereas 
the  majority  of  patients  fell  into  the  so- 
called  cancer-age  groups,  47  (30.8  per  cent) 
were  less  than  forty  years  old.  Of  the  47 
patients  under  forty,  4 (8.5  per  cent)  sub- 
sequently died  of  thyroid  cancer.  Of  105 
patients  aged  forty  or  more,  37  (35.2  per 
cent)  succumbed  to  their  disease;  this  em- 
phasizes the  greater  degree  of  malignancy 
in  the  older  patients. 

Thirty-three  patients  had  noted  a mass 
in  the  neck  less  than  one  month  prior  to 
being  seen  at  the  hospital.  Twenty-five 
had  noted  it  between  one  and  six  months, 
10  between  six  months  and  one  year,  19  be- 
tween one  and  two  and  one-half  years,  10 
between  two  and  a half  and  five  years,  and 
4 between  five  and  ten  years.  Twenty- 
seven  patients  had  noted  a neck  mass  for 


over  ten  years  before  the  diagnosis  of  thy- 
roid carcinoma  was  made.  The  longest 
duration  reported  was  fifty  years,  but  1 pa- 
tient had  noted  a mass  for  over  forty  years, 
and  5 had  noted  one  for  over  thirty  years. 

Only  3 patients  1 2 per  cent ) had  a history 
of  prior  radiation  therapy.  A thirty-two- 
year-old  woman  allegedly  underwent  a two 
and  a half-year  course  of  monthly  treat- 
ments with  radiation  therapy  for  Graves’ 
disease.  Thirty  years  later  she  had  a left 
hemithyroidectomy  for  follicular  carci- 
noma. She  remains  free  of  disease  eight 
years  after  operation  at  The  New  York 
Hospital.  A fifty-nine- year-old  woman  re- 
ceived 2,000  r to  the  neck  for  Graves’  dis- 
ease. Four  months  later  unresectable  fol- 
licular carcinoma  was  diagnosed  by  cervical 
lymph  node  biopsy.  She  died  of  dis- 
seminated cancer  twenty  months  after  the 
biopsy.  A twenty-four-year-old  mentally 
retarded  man  gave  a history  of  having  re- 
ceived 3,550  r to  the  upper  chest  and  neck 
following  partial  excision  of  an  intrathoracic 
malignant  thymoma  twelve  years  prior  to 
admission.  A hemithyroidectomy  and  rad- 
ical neck  dissection  were  performed  for 
papillary  thyroid  cancer  metastatic  to 
cervical  lymph  nodes.  Eleven  years  later 
he  died  of  a peritonsillar  abscess  and  gen- 
eralized septicemia.  No  residual  thyroid 
cancer  was  found  at  autopsy. 

When  first  seen  at  The  New  York  Hospi- 
tal, 122  patients  had  not  been  previously 
treated.  Two  had  had  no  treatment  save 
for  biopsy  of  a lymph  node  or  bony  metasta- 
sis. Ten  had  undergone  subtotal  lobec- 
tomy; 1,  hemithyroidectomy;  4,  subtotal 
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FIGURE  1.  Sites  of  predilection  in  22  patients  with 
metastases  other  than  to  lymph  nodes  when  first 
seen. 

thyroidectomy;  and  3,  total  thyroidec- 
tomy. Four  had  had  prior  radical  surgery, 
and  6 had  received  radiation  therapy  only. 

The  findings  on  admission  physical  ex- 
amination appear  in  Table  II. 

In  83  cases  (54.4  per  cent),  a single  nodule 
was  palpated,  and  in  26  (17.2  per  cent),  a 
multinodular  gland  was  described  in  the  ad- 
mission physical  examination.  A dif- 
fusely enlarged  thyroid  gland  was  found  in 
13  (6.6  per  cent),  and  no  thyroid  enlarge- 
ment was  present  in  30  cases  (19.7  per  cent). 

Vocal  cord  palsy  as  noted  by  indirect 
laryngoscopy  was  present  in  14  patients 
(9.2  percent),  9 of  whom  eventually  died  of 
thyroid  cancer.  Of  the  remaining  5,  2 died 
of  other  causes  with  no  recurrence  at  the 
time  of  death,  1 was  lost  to  follow-up  after 
three  years,  and  2 are  living,  apparently  free 
of  cancer. 

Tracheal  deviation  noted  by  physical  ex- 
amination and/or  chest  roentgenogram  was 
present  in  55  (36.2  per  cent). 

Twenty-two  patients  had  metastases 
other  than  to  lymph  nodes  when  first  seen; 
13  had  metastases  to  the  bones,  10  to  the 
lungs,  2 to  the  brain,  2 to  the  liver,  and  1 
each  to  the  kidney  and  pancreas.  The 
skull,  thoracic  vertebrae,  pelvis,  ribs, 
sternum,  sacrum,  humerus,  and  femur  were 
the  bones  involved,  in  the  order  of  descend- 
ing frequency  (Fig.  1). 

Radioactive  iodine  scintiscan  was  per- 


TABLE  III.  Other  thyroid  diseases  associated  with 
carcinoma 


Thyroid  Disease 

Number 
of  Patients 

Hyperthyroidism 

11 

Hypothyroidism 

2 

Thyroiditis 

1 

Nontoxic  nodular  goiter 

4 

Adenoma 

6 

formed  on  only  12  patients.  In  10  of  these 
the  thyroid  nodule  was  considered  “cold,” 
and  in  2,  iodine  pickup  from  the  nodule  was 
the  same  as  that  from  the  surrounding  nor- 
mal gland. 

Carcinoma  was  associated  with  other 
thyroid  disease  in  24  patients,  as  shown  in 
Table  III. 

Thyroid  cancer  was  diagnosed  before 
operation  in  40  of  the  152  cases.  In  67,  the 
patient  was  thought  to  have  benign  thyroid 
disease,  although  in  most  of  these,  carci- 
noma was  considered  among  the  diagnostic- 
possibilities.  In  18  cases,  some  other  diag- 
nosis, such  as  thyroglossal  duct  cyst,  bra- 
chial cleft  cyst,  or  Hodgkin’s  disease,  was 
made.  In  19  cases,  the  diagnosis  was 
known  because  of  prior  biopsy  of  the  tumor 
or  a metastasis.  Eight  cases  were  found  at 
autopsy.  The  over-all  accuracy  of  pre- 
operative diagnosis  was  only  32  per  cent 
(40  out  of  125). 

Fibrous  adherence  of  the  cervical  strap 
muscles  to  the  tumor  was  noted  in  the 
surgeon’s  operative  note  24  times  (15.8  per 
cent)  and  not  mentioned  in  92  (60.5  per 
cent).  In  36  patients  this  was  not  deter- 
mined. 

The  operator  considered  the  tumor  to  be 
confined  to  one  lobe  in  75  (49.4  per  cent) 
cases,  one  lobe  and  the  isthmus  in  14  (9.2 
per  cent),  the  isthmus  alone  in  5 (3.3  per 
cent),  and  to  both  lobes  in  22  (14.5  per 
cent) . In  36  cases  this  was  not  determined. 

Gross  tumor  invasion  of  the  pharynx, 
larynx,  and  trachea  was  noted  to  be  present 
in  13  (8.4  per  cent),  absent  in  106  (70  per 
cent),  and  not  determined  in  33  (21.7  per 
cent). 

Invasion  of  the  carotid  sheath  was  seen  in 
12  (7.9  per  cent),  absent  in  104  (68.5  per 
cent),  and  not  determined  in  36. 

The  recurrent  laryngeal  nerve  was  grossly 
involved  by  tumor  in  7 cases  (4.6  per  cent) 
and  without  apparent  involvement  in  107 
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TABLE  IV.  Surgical  treatment  used 


Treatment 

Number 

of 

Patients 

Per 

Cent 

Subtotal  thyroid  lobectomy 

16 

10.5 

Hemithyroidectomy 

20 

13.1 

Subtotal  thyroidectomy 

10 

6.6 

Total  thyroidectomy 

28 

18.4 

Hemithyroidectomy  and  rad- 

ical  neck  dissection 

16 

10.5 

Total  thyroidectomy  and  rad- 

ical  neck  dissection 

19 

12.5 

Radical  neck  dissection  only 

1 

0.7 

Miscellaneous  operations* 

12 

8.0 

No  surgical  treatment 

30 

19.7 

* These  include  laminectomy,  craniotomy,  hypophysec- 
tomy,  and  tracheotomy. 


(70  per  cent).  Involvement  was  not  deter- 
mined in  38  cases. 

Gross  tumor  invasion  of  the  cervical  strap 
muscles  was  present  in  13  (8.6  per  cent),  ab- 
sent in  103  (68  per  cent),  and  not  deter- 
mined in  36. 

In  97  cases  the  operator  considered  the 
tumor  resectable,  and  a curative  operation 
was  attempted.  In  24  cases  the  tumor  was 
considered  unresectable,  and  the  operative 
procedure  was  either  abandoned  or  some 
sort  of  palliative  resection  performed.  In 
31  cases  the  neck  was  not  explored,  and 
hence  resectability  was  not  determined. 
The  resectability  rate  of  patients  subjected 
to  neck  exploration  was  80  per  cent  (97  out 
of  121). 

Eighty-nine  patients  (58.5  per  cent)  were 
treated  by  surgery  alone.  Twenty-seven 
(17.6  per  cent)  received  surgery  and  radia- 
tion therapy.  Nine  (5.9  per  cent)  had 
radiation  therapy  only,  and  30  (19.7  per 
cent)  were  not  treated. 

The  various  forms  of  surgical  treatment 
employed  are  outlined  in  Table  IV. 

Subtotal  thyroidectomy  implies  the  re- 
moval of  the  greater  portion,  but  not  all,  of 
both  lobes. 

A simple  pathologic  classification  of  the 
thyroid  tumors  removed  is  presented  in 
Table  V. 

Two  of  the  patients  with  small-cell  car- 
cinoma could  be  classified  as  having  been 
cured.  One,  a sixty-four-year-old  woman, 
died  of  other  causes  eight  years  following 
total  thyroidectomy  and  radiation  therapy. 
The  patient  was  clinically  free  of  tumor  at 
the  time  of  death.  No  autopsy  was  per- 
formed. The  second  patient,  a woman  aged 


TABLE  V.  Classification  of  cancers 


Tumors 

Number 

of 

Patients 

Per 

Cent 

Differentiated  carcinomas 

Papillary  adenocarcinoma 

73 

48.0 

F ollicular  adenocarcinoma 

55 

36.2 

Undifferentiated  carcinomas 

Small-cell  carcinoma 

7 

4.6 

Giant-cell  carcinoma 

17 

11.2 

fifty-four,  died  of  other  causes  seven  months 
following  hemithyroidectomy  and  radiation 
therapy.  She  likewise  was  clinically  free  of 
tumor.  No  autopsy  was  performed. 

All  but  1 of  the  17  patients  with  giant- 
cell carcinoma  were  dead  of  cancer  by  one 
year,  their  average  life  span  following  sur- 
gery being  3.7  months.  The  one  remark- 
able exception  was  a thirty-nine-year-old 
woman  who  underwent  total  thyroidectomy 
for  a giant-cell  carcinoma.  Six  months 
later,  a local  recurrence,  proved  by  biopsy, 
was  successfully  treated  with  radiation 
therapy,  and  twenty-two  years  later  she  is 
still  alive  and  free  of  tumor  (Fig.  2). 

Of  the  differentiated  carcinomas,  88  were 
considered  to  be  resectable  at  the  time  of 
surgery.  The  end  results  of  these  cases  are 
shown  in  Table  VI. 

Of  the  33  patients  with  resectable  dif- 
ferentiated carcinomas  treated  by  hemi- 
thyroidectomy, 19  had  tumors  less  than  5 
cm.  in  diameter,  11  larger  than  5 cm.,  and 
in  3,  no  measurement  was  recorded. 


FIGURE  2.  Marked  degree  of  anaplasia  clear  in 
this  photomicrograph.  Several  pathologists  re- 
viewed slide  and  all  agreed  with  diagnosis  of  giant- 
cell carcinoma  (X  245). 
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TABLE  VI.  Fate  of  88  differentiated  thyroid  carcinomas  resected  for  cure  according  to  type  of  operation 


Minimum  Follow-Up  (Years) 
5 10  15 

Total 
(Per  Cent) 

Results 

<5 

20 

Partial  lobectomy  and  subtotal 
thyroidectomy  (16  patients) 

Cures:  free  of  cancer 

0 

1 

3 

1 

1 

6 (37.5) 

Failures 

Recurrent  cancer 

0 

0 

0 

0 

0 

Dead  of  cancer 

2 

2 

0 

0 

0 

Dead  with  cancer 

0 

0 

0 

0 

0 

10  (62.5) 

Lost  to  follow-up 

1 

3 

1 

1 

0 

Hemithyroidectomy  (33  patients) 

Cures:  free  of  cancer 

5 

9 

10 

1 

0 

25  (75.8) 

Failures 

Recurrent  cancer 

0 

0 

0 

0 

0 

Dead  of  cancer 

3 

0 

0 

0 

0 

Dead  with  cancer 

0 

1 

0 

0 

0 

8 (24 . 2) 

Lost  to  follow-up 

2 

2 

0 

0 

0 

Total  thyroidectomy  (39  patients) 

Cures:  free  of  cancer 

4 

13 

9 

6 

0 

32  (82.1) 

Failures 

Recurrent  cancer 

0 

0 

0 

0 

0 

Dead  of  cancer 

3 

0 

0 

0 

0 

Dead  with  cancer 

0 

0 

0 

0 

0 

7 (17.9) 

Lost  to  follow-up 

1 

2 

1 

0 

0 

Among  the  39  patients  treated  by  total 
thyroidectomy,  the  tumors  were  less  than 
5 cm.  in  diameter  in  22  and  larger  than  5 
cm.  in  diameter  in  17. 

In  55  of  the  110  patients  undergoing 
thyroid  surgery,  cervical  lymph  nodal  tissue 
was  removed.  This  figure  includes  the  36 
standard  radical  neck  dissections  listed  in 
Table  IV  as  well  as  19  more  limited  local 
excisions  of  jugular  or  paratracheal  lymph 
nodes.  In  15  cases  the  cervical  nodes  were 
not  involved.  Of  39  cases  in  which  unilat- 
eral cervical  nodes  contained  tumor,  this 
had  been  clinically  suspected  in  11.  In  1 
case  tumor  involved  bilateral  cervical  nodes, 
and  this  had  been  clinically  palpated.  Six- 
teen of  the  36  standard  radical  neck  dis- 
sections listed  in  Table  IV  were  done  on 
patients  with  clinically  involved  neck  nodes. 
Seven  (43.7  per  cent)  of  these  neck  speci- 
mens contained  cancerous  lymph  nodes. 

The  types  of  surgical  complications  fol- 
lowing the  110  thyroid  operations  are  illus- 
trated in  Table  VII.  There  were  2 post- 
operative deaths. 

Of  the  47  patients  undergoing  total  thy- 
roidectomy, 4 (8.5  per  cent)  incurred  per- 
manent hypoparathyroidism,  and  10  (21.2 
per  cent  manifested  transient  hypopara- 
thyroidism. 

Of  the  36  patients  treated  with  hemithy- 
roidectomy,  1 subsequently  required  addi- 


TABLE  VII.  Types  of  surgical  complications 


Complications  Number 


Permanent  recurrent  nerve  palsy  6 

Transient  recurrent  nerve  palsy  (less 

than  one  year)  5 

Permanent  hypoparathyroidism  4 

Transient  hypoparathyroidism  (less 

than  one  year)  11 

Lower  facial  palsy  (mandibular 

branch  of  the  facial  nerve)  7 

Accessory  nerve  palsy  3 

Hypoglossal  nerve  palsy  1 

Subcutaneous  emphysema  and  hy- 
dropneumothorax 1 

Wound  infection  1 

Death  from  respiratory  obstruction 

on  fourth  postoperative  day  1 

Death  from  hemorrhage  on  fifth 

postoperative  day  1 


tional  surgery  because  of  recurrent  tumor 
in  the  residual  thyroid  gland.  Of  the  8 
hemithyroidectomized  patients  in  Table  VI 
considered  failures,  2 had  recurrent  tumor  in 
the  remaining  thyroid  gland. 

Radioactive  iodine  therapy  was  utilized 
postoperatively  on  6 patients;  5 had  un- 
dergone subtotal  and  1 total  thyroidectomy. 
None  of  these  patients  received  any  meas- 
urable benefit  from  this  therapy. 

Twenty-five  patients  were  placed  on 
thyroxine  120  mg.  (or  its  equivalent)  per 
day  or  more  following  thyroid  surgery. 
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Most  of  these  were  operated  on  in  recent 
years,  and  it  is  as  yet  not  possible  to  meas- 
ure any  beneficial  effect. 

Comment 

The  2 : 1 female  to  male  sex  ratio  is  in  ac- 
cordance with  most  published  series  on 
thyroid  cancer.14-6  The  propensity  of  this 
disease  to  attack  young,  and  not  infre- 
quently attractive,  women,  together  with 
its  sometimes  indolent  course,  is  responsible 
for  the  reluctance  of  many  surgeons  to  em- 
ploy radical  surgery. 

A classification  by  age  into  decades  in- 
dicates that  this  disease  attacks  a somewhat 
younger  group  of  patients  than  do  most 
other  carcinomas.  The  unfavorable  prog- 
nostic significance  of  age  over  forty,  recur- 
rent nerve  palsy,  and  thyroid  tumor  greater 
than  5 cm.  in  diameter,  is  borne  out  by  fol- 
low-up mortality  figures  in  these  three 
groups  of  35.2  per  cent,  64.3  per  cent,  and 
40.6  per  cent,  respectively.9 

Many  of  the  patients  is  this  series  had 
noted  a neck  mass  for  a considerable  period 
of  time,  in  7 cases  over  thirty  years.  Gen- 
erally, these  patients  sought  medical  atten- 
tion because  of  the  recent  onset  of  rapid  tu- 
mor growth,  hoarseness,  dyspnea,  pain,  or 
some  other  new  symptom  which  caused 
alarm.  It  is  possible  to  speculate  whether 
these  cases  represent  malignant  degenera- 
tion of  a nodular  goiter  or  adenoma,  or,  on 
the  other  hand,  an  extremely  slow-growing 
differentiated  carcinoma.  In  one  case,  a 
forty-eight-year-old  woman  gave  a history 
of  having  first  noted  a goiter  twenty-three 
years  before  admission.  Her  tumor  proved 
to  be  predominantly  giant-cell  carcinoma 
with  some  follicular  elements.  This  could 
represent  a case  of  dedifferentiation  of  a 
well-differentiated  tumor.  Three  other  pa- 
tients, all  females,  reported  thyroid  tumors 
of  fifty,  twenty-seven,  and  twenty-five  years 
duration.  All  of  these  proved  to  be  giant- 
cell carcinomas,  and  all  3 patients  were  dead 
within  four  months. 

A history  of  radiation  to  the  head  and 
neck  during  infancy  and  childhood  was 
found  in  only  2 per  cent  of  cases.  This  low 
figure  is  a reflection  of  the  adult  population 
of  this  series.  Other  series  limited  to  car- 
cinoma in  children  have  shown  a 50  to  80 
per  cent  incidence  of  prior  radiation  ther- 
apy, an  average  of  8.7  years  prior  to  hospi- 


tal admission.10  There  is  no  reported  re- 
lationship between  radiation  to  the  neck  in 
adults  and  the  subsequent  development  of 
thyroid  cancer. 

In  54.5  per  cent  of  the  cases,  the  patients 
were  seen  with  the  classical  thyroid  nodule. 
It  is  noteworthy,  however,  that  17.2  per 
cent  of  the  carcinomatous  glands  were  mul- 
tinodular. Veith  et  al. 1 1 have  recommended 
treating  these  by  observation  only,  with- 
holding surgery.  Without  doubt,  the  mul- 
tinodular glands  in  the  present  series  un- 
derwent a selective  process  in  the  hospital 
clinics,  whereby  only  those  which  were  sus- 
pected of  a malignant  condition  were  refer- 
red to  the  surgeons.  The  task  of  operating 
on  every  multinodular  gland  has  been  stated 
to  be  too  great,  and  unjustified  by  the  can- 
cer yield.11  This  is  held  particularly  true 
in  goiter-endemic  areas,  where  nodular 
goiters  are  found  in  one  third  to  one  half  of 
the  adult  female  population.  Neverthe- 
less, as  the  present  series  shows,  carcinoma 
may  present  itself  as  a multinodular  tumor. 
Those  who  choose  to  treat  such  cases  by 
thyroid  hormone  suppression  and  observa- 
tion assume  a considerable  responsibility, 
and  they  should  be  prepared  to  proceed 
with  surgery  if  the  gland  does  not  shrink 
promptly.  Even  such  care  as  this  will  miss 
the  occasional  carcinoma  which  shrinks  on 
hormone  suppression. 12 

Radioactive  iodine  scintiscan  was  con- 
firmatory in  10  of  the  12  cases  where  it  was 
applied.  Little  reliance  is  being  placed 
on  this  test  because  of  the  well-known  false 
positives  given  by  fibrotic  and  calcified 
nodules,  hemorrhagic  adenomas,  cysts,  and 
nodular  thyroiditis.  Radioactive  iodine 
scan  contributed  to  the  differentiation  be- 
tween benign  and  malignant  nodules  in 
only  7 per  cent  of  one  series  of  169  cases.13 

Thyroid  carcinoma  was  associated  with  a 
variety  of  other  diseases  of  this  gland.  The 
associations  with  myxedema,  nontoxic  nod- 
ular goiter,  and  thyroiditis  have  been  com- 
mented on  before.14  A common  factor  in 
these  conditions  is  elevated  levels  of  thyroid- 
stimulating  hormone.  It  is  this  excessive 
stimulation  of  the  gland  by  the  thyroid- 
stimulating  hormone  that  some  consider  pre- 
cursory to  hyperplasia  and  then  neoplasia. 
Eleven  of  the  152  patients  (7.3  per  cent) 
had  a history  of  hyperthyroidism.  This  ex- 
ceeds the  predicted  incidence  of  this  disease 
in  a normal  population.  Nine  of  the  11 
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cases  were  toxic  when  first  seen,  with  basal 
metabolic  rates  ranging  between  plus  24  and 
plus  73.  The  other  patients  were  euthyroid 
when  first  seen  but  gave  a history  of  therapy 
for  hyperthyroidism.  There  were  7 follic- 
ular and  4 papillary  carcinomas  in  this 
group.  Two  of  the  patients  so  affected  re- 
main alive  and  free  of  tumor  following  sur- 
gery, 3 are  dead  of  thyroid  cancer,  and  2 
died  of  other  causes  with  no  residual  thy- 
roid cancer  being  found  at  autopsy.  Four 
were  lost  to  follow-up,  1 with  unresectable 
and  metastatic  disease  when  lost. 

Accuracy  of  diagnosis  was  surprisingly 
low,  32  per  cent.  In  44.5  per  cent  a diag- 
nosis of  benign  thyroid  disease  was  made, 
although  suspicion  of  a malignant  condition 
prompted  surgery  in  many  instances. 
From  this  it  is  clear  that  the  malignancy  of  a 
thyroid  nodule  cannot  safely  be  deter- 
mined by  palpation.  The  low  level  of 
clinical  diagnostic  accuracy  should  be  con- 
sidered in  choosing  to  follow  a “benign- 
feeling”  thyroid  tumor. 

Fibrous  adherence  of  the  strap  muscle  to 
the  tumor  in  the  absence  of  actual  muscle 
invasion  has  been  noted  by  others. c This 
was  sufficiently  prominent  to  merit  mention 
in  15.8  per  cent  of  the  operative  reports  in 
this  series. 

The  breadth  of  surgical  therapy  can  be 
seen  from  the  wide  variety  of  operations  per- 
formed. There  has  been  no  standard  oper- 
ation for  thyroid  cancer  at  The  New  York 
Hospital-Cornell  Medical  Center.  The 
magnitude  of  each  operation  has  been  in- 
dividually determined  for  each  patient  and 
each  tumor.  In  recent  years  subtotal  lo- 
bectomy and  subtotal  thyroidectomy  have 
been  largely  abandoned  as  inadequate. 

Four  patients  with  extensive  local  and 
metastatic  disease  underwent  hypophysec- 
tomy  in  an  effort  to  remove  a hypothecated 
stimulation  of  tumor  growth  by  pituitary 
thyroid-stimulating  hormone.  In  none  of 
the  cases  was  the  fatal  course  of  the  disease 
altered.  All  4 patients  had  advanced  local 
and  metastatic  tumors  when  subjected  to 
pituitary  ablation.  At  such  a late  stage  in 
the  disease,  the  tumor  may  well  become  in- 
dependent of  pituitary  hormone  influence, 
if  indeed  it  ever  really  is  dependent. 

The  pathologic  classification  of  the  can- 
cers is  shown  in  Table  V.  They  are  divided 
into  two  broad  groups:  differentiated  car- 
cinoma and  undifferentiated  or  anaplastic 


carcinoma.  In  many  cases  the  tumors  were 
not  a pure  histologic  type  but  multiple 
blends.  In  every  case  the  tumor  was  clas- 
sified according  to  its  predominant  histo- 
logic patterns.  It  was  apparent  that  these 
different  histologic  classes  are  not  separate 
entities  but  merge  one  into  another,  much 
like  the  lymphomas,  with  a spectrum  from 
well-differentiated  pure  papillary  adeno- 
carcinoma to  anaplastic  giant-cell  carci- 
noma. In  several  instances  an  originally 
well-differentiated  tumor  became  progres- 
sively more  anaplastic  with  successive  re- 
currences. 

Table  VI  is  an  attempt  to  shed  light  on 
the  perplexing  problem  of  what  constitutes 
adequate  surgery  for  the  resectable,  well- 
differentiated  thyroid  carcinoma.  Of  the 
two  currently  favored  operations,  total 
thyroidectomy  gives  a slightly  higher  per- 
centage of  cures  (82.1  per  cent)  than  does 
hemithyroidectomy  (75.8  per  cent).  The 
figures  involved  are  small,  lack  statistical 
significance,  and,  at  best,  merely  indicate  a 
trend.  Comparison  of  both  groups  with 
the  measured  size  of  the  tumor  shows  that 
neither  group  had  a disproportionate  num- 
ber of  tumors  greater  than  5 cm.  in  diameter. 
Balancing  and  probably  overweighing  the 
slight  advantage  gained  by  total  thyroidec- 
tomy is  a disturbingly  high  percentage  of 
patients  rendered  permanently  hypopara- 
thyroid  by  the  operation,  8.5  per  cent  in  this 
series  and  up  to  33  per  cent  in  others  that 
have  been  reported. 

Much  of  the  impetus  for  the  current 
popularity  of  total  thyroidectomy  stems 
from  the  finding  of  microscopic  multicen- 
tric foci  of  carcinoma  in  the  contralateral 
clinically  normal-appearing  thyroid  lobe. 
This  finding  has  been  reported  as  being  pres- 
ent in  58  per  cent  of  glands  when  total 
gland  histologic  preparations  are  made.7 
Proponents  of  hemithyroidectomy  argue 
that  these  microscopic  foci  are  laboratory 
findings  and  not  necessarily  clinically  sig- 
nificant. They  cite  as  evidence  the  low 
(3.7  per  cent)  recurrence  rate  of  carcinoma 
in  the  contralateral  lobe  following  hemi- 
thyroidectomy. 16  Of  the  36  patients  in  this 
series  undergoing  hemithyroidectomy  for 
cure,  3 later  proved  to  have  carcinoma  in 
the  residual  thyroid  gland.  One  of  these 
underwent  successful  reoperation  and  re- 
mains well.  Two  are  dead. 

The  place  of  radical  neck  dissection  in 
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surgery  for  differentiated  thyroid  cancer  is 
also  under  debate.  In  the  present  series, 
prophylactic  neck  dissections  performed  on 
clinically  negative  necks  yielded  positive 
lymph  nodes  in  43.7  per  cent  of  cases. 
Other  larger  series  report  positive  lymph 
nodes  in  61.2  per  cent  of  operative  cases.6 
In  thyroid  cancer  surgery  as  in  the  surgery 
of  other  types  of  malignant  growths,  the 
paramount  objective  is  eradication  of  all 
tumor  at  the  first  definitive  operation. 
Thyroid  carcinoma  tends  to  assume  a more 
aggressive  and  anaplastic  form  with  each 
successive  recurrence,  and  these  recurrences 
become  increasingly  more  difficult  to  ex- 
tirpate by  present  surgical  procedures. 
Certainly  radical  neck  dissection  is  justified 
in  all  cases  with  clinically  palpable  neck 
nodes.  On  the  basis  of  our  experience  and 
the  larger  experience  of  others,  it  would  ap- 
pear to  be  good  judgment  to  employ  this 
procedure  in  cases  with  clinically  negative 
necks,  except  where  other  medical  condi- 
tions militate  against  radical  surgery. 

Summary 

A long  history  of  thyroid  mass  does  not 
rule  out  the  presence  of  thyroid  carcinoma. 
Such  tumors  may  represent  malignant  de- 
generation of  a benign  thyroid  condition  or 
slowly  growing  well-differentiated  cancers. 

Thyroid  carcinoma  not  infrequently  is 
seen  as  a multinodular  gland.  An  associa- 
tion was  noted  between  carcinoma  of  the 
thyroid  and  hyperthyroidism.  Preopera- 
tive diagnostic  accuracy  in  predicting  ma- 
lignant thyroid  disease  was  low. 

Both  hemithyroidectomy  and  total  thy- 
roidectomy give  roughly  comparable  cure 


rates  when  applied  to  resectable  differen- 
tiated thyroid  carcinoma.  Permanent  hy- 
poparathyroidism occurred  in  8.5  per  cent 
of  patients  undergoing  total  thyroidectomy. 
Radical  neck  dissection  in  the  treatment  of 
differentiated  thyroid  carcinoma  appears 
justified  by  the  incidence  of  positive  lymph 
nodes,  43.7  per  cent  in  clinically  uninvolved 
necks. 
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In  recent  years  much  information  has 
been  obtained  regarding  the  pharyngo- 
esophageal, gastroesophageal,  gastroduo- 
denal, and  rectoanal  junctional  areas  of  the 
alimentary  tract  by  the  application  of  in- 
traluminal pressure  recording  and  cineradi- 
ographic  technics.1-7  Because  of  its  re- 
mote location  and  inaccessibility  to  investi- 
gation, physiologic  and  clinical  data  regard- 
ing the  ileocolic  junctional  site  have  not  in- 
creased accordingly.  The  objective  of  this 
report  is  to  review  past  and  current  studies 
concerning  this  comparatively  remote  seg- 
ment of  the  gut  in  an  attempt  to  put  the  site 
of  confluence  of  small  and  large  bowel  into 
somewhat  the  same  perspective  as  that 
shared  by  other  gastrointestinal  junctional 
zones. 
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because  of  its  remoteness  and  inaccessi- 
bility, physiologic  and  clinical  data  regarding 
the  ileocolic  junctional  site  have  not  in- 
creased as  have  data  concerning  other  gas- 
trointestinal junctional  zones.  Investigations 
were  carried  out  on  dogs,  using  manometric 
and  cineradiographic  studies,  anatomic  ob- 
servations, and  experiments  on  the  responses 
of  the  ileocolic  junction  to  intestinal  dis- 
tention. Tiny  pressure-sensitive  devices  were 
withdrawn  through  this  area,  and  models  of 
the  junctional  segment  were  produced  by 
intraluminal  injection  of  expanding  silicone 
foam  rubber.  Motor  disorders  at  the  site 
of  confluence  of  small  and  large  bowel  may  be 
responsible  for  many  unexplained  lower  ab- 
dominal symptoms. 


Investigations  by  others 

Caspar  Bauhin  is  said  to  have  discovered 
the  so-called  ileocecal  valve  in  1597.  His 
method  of  demonstration  was  that  still  em- 
ployed, at  times,  to  illustrate  its  mechanical 
competency  by  showing  that  in  the  dead 
bowel  resistance  is  maintained  against  a 
moderate  pressure  of  water  seeking  passage 
from  the  large  to  the  small  bowel,  whereas, 
flow  is  unhindered  in  the  reverse  direction.8 

Bayliss  and  Starling  in  19009  observed 
the  motor  activity  of  the  denervated  bowel 
of  anesthetized  dogs  who  had  been  purged 
with  castor  oil  and  given  morphine.  With 
the  bowel  in  a warm  saline  bath,  they  noted 
contractions  which  passed  down  the  ileum, 
over  the  ileocolic  junction,  and  onto  the 
colon. 

Elliott  in  1904s  recorded  contractions  in 
the  ileocolic  junctional  area  of  ether- 
anesthetized  cats  via  a lO-mm.-long,  water- 
filled  balloon  following  electric  stimulation 
of  the  splanchnic  nerves,  intravenous  injec- 
tion of  epinephrine,  and  compression  of  the 
abdominal  aorta. 

Hannes  in  1920 10  and  Tonnis  in  1924 11 
studied  dogs  and  cats  with  fistulas  of  the 
distal  ileum  and  proximal  colon  into  which 
tinted  liquids  were  injected.  Their  results, 
based  on  whether  or  not  the  fluids  issued 
from  one  or  the  other  of  the  fistulas,  sug- 
gested that  the  point  of  juncture  was  open 
in  fasted  animals,  closed  in  those  who  had 
eaten,  and  closed  when  the  colon  was  filled. 

Hinrichsen  and  Ivy  in  1931 12  reported  a 
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number  of  observations  regarding  the  ileo- 
colic area  of  dogs.  In  anesthetized  animals, 
vagal  stimulation  often  produced  relaxation 
followed  by  contraction  of  the  junctional 
zone,  whereas  splanchnic  nerve  stimulation 
usually  resulted  in  contraction.  The  zone 
was  also  directly  observed  in  4 conscious 
dogs  through  a colonic  fistula  and  was  de- 
scribed as  a contracted  ring  which  remained 
closed  except  when  the  ileum  was  discharg- 
ing its  contents.  In  these  animals,  barium 
solution  injected  into  the  ileum  stopped  at 
the  junction  of  small  and  large  bowel  and 
did  not  pass  through  in  significant  amounts 
until  they  were  fed. 

White  et  al.  in  1934 13  recorded  pressures 
in  the  junctional  zone  of  a fistulous  ulcera- 
tive colitis  patient  and  found  that  it  was 
“relaxed  much  of  the  time.”  Moderate 
pressure  increases  developed  when  a wave 
approached  from  the  ileum.  More  power- 
ful contractions  occurred  when  the  proximal 
colon  was  also  contracting.  The  junction 
consistently  relaxed  following  epinephrine 
injection  while  its  motor  activity  was  in- 
creased by  pilocarpine  hydrochloride. 

Bargen,  Wesson,  and  Jackman  in  194014 
inserted  a balloon  into  the  ileocolic  junction 
of  a woman  with  ileal,  colonic,  and  cecal 
fistulas.  Contraction  was  recorded  follow- 
ing digital  stimulation  of  any  of  the  stomas. 
Intramuscular  injection  of  epinephrine  re- 
sulted in  relaxation  of  the  junction  while 
intramuscular  acetylcholine  produced  a 
prompt  decrease  in  its  tone  followed  in  2.5 
minutes  by  a gradual  increase  in  pressure. 

Buirge  in  1944 16  measured  pressures  in 
the  junction  of  a twenty-six-year-old 
woman  with  an  exteriorized  cecum  and 
lower  ileum.  The  junction  of  this  patient 
did  not  maintain  a state  of  prolonged  con- 
traction, but  pressures  in  it  increased  fol- 
lowing digital  stimulation.  The  findings 
suggested  to  the  author  that  a muscular 
band  capable  of  increased  contractility  was 
located  within  the  terminal  ileum  just 
proximal  to  the  junction. 

Ulin  and  Deutsch  in  1950 16  observed  and 
photographed  the  ileocecal  papilla  through 
a sigmoidoscope  passed  via  the  cecos- 
tomy  of  a seventy-year-old  woman  one  day 
before  death.  It  appeared  as  a conical  pro- 
jection looking  like  “a  cervix  protruding 
into  the  vagina”  with  the  orifice  tightly 
closed  and  puckered.  Neostigmine  methyl- 
sulfate  (Prostigmin)  administration  had  no 


FIGURE  1.  Operative  procedure  performed  to 
make  canine  ileocolic  segment  accessible  to 
manometric  and  radiographic  studies.  Small  inset 
shows  colonic  stoma  on  dog’s  left  and  ileal  stoma 
on  right  with  pressure-recording  balloon  and 
catheter  in  place. 


effect,  but  following  an  injection  of  atro- 
pine, liquid  material  extruded  from  the 
opening. 

Rendleman  et  al.  in  195817  performed 
studies  on  anesthetized  dogs  to  determine 
the  adequacy  of  the  ileocolic  junctional  zone 
as  a mechanism  to  prevent  regurgitation. 
The  competency  of  the  area  when  the  colon 
was  filled  under  pressure  varied  from  com- 
plete incompentency  to  competency  at  28 
cm.  of  water  pressure  with  a mean  of  13.4 
cm.  of  water.  After  death  in  the  same 
animals,  the  resistance  to  reflux  was  higher 
than  in  life  in  over  half  the  dogs,  the  average 
being  19  cm.  of  water.  These  investigators 
also  measured  in  human  beings  the  pressure 
at  which  reflux  of  barium  from  the  large  to 
the  small  intestine  occurred  during  barium 
x-ray  examinations  of  the  colon.  Pressures 
necessary  to  produce  reflux  ranged  from  10 
to  97  cm.  of  water  with  a mean  of  36.6. 

Gazet  and  Jarrett  in  1964  and  19661S19 
reviewed  the  data,  much  of  which  is  con- 
flicting, concerning  the  effect  of  sympa- 
thomimetic and  parasympathomimetic 
drugs  on  the  ileocolic  junction.  Their 
findings  based  on  in  vitro  studies  of  smooth 
muscle  excised  from  the  junction  in  human 
beings,  monkeys,  cats,  and  dogs,  and  in  vivo 
experiments  utilizing  anesthetized  cats  and 
dogs  indicated  that  there  is  a characteris- 
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FIGURE  2.  (A)  Entire  pressure  profile  of  ileocolic 
segment  as  5-  by  10-mm.  balloon  moved  at  step- 
wise intervals  from  ileum  into  colon.  Each  break 
in  base  line  indicates  0.5-cm.  withdrawal  of  balloon. 
Zone  of  elevated  pressure  detected  as  balloon 
passed  from  small  to  large  bowel.  Pressure 
plateau  at  each  end  of  tracing  produced  when 
balloon  traversed  ileal  and  colonic  stomas  in  ab- 
dominal wall.  (B)  Zone  of  increased  pressure  in- 
terposed between  large  and  small  gut  recorded  by 
5-  by  10-mm.  balloon  in  another  dog  as  drawn  from 
colon  into  ileum.  (C)  Tracing  from  same  animal 
shown  in  (A).  Pressures  in  junctional  area  low  at 
time  of  this  experiment  but  its  location  identified 
despite  this  because  of  abrupt  change  to  charac- 
teristic small-bowel  motility  pattern  as  balloon 
moved  across  zone  from  colon  to  ileum.  Slow  con- 
tractions of  colon  can  be  easily  differentiated  from 
rapid  rhythmical  ileal  motor  activity  with  area  of 
usually  increased  pressure  between  two. 

tically-reacting  area  of  circular  muscle  lo- 
cated in  the  terminal  0.5  to  2 cm.  of  the 
ileum,  pointing  to  the  existence  of  a spe- 
cialized structure  at  this  site.  Contraction 
of  the  area  was  produced  by  epinephrine, 
norepinephrine,  and  acetylcholine,  while  re- 
laxation occurred  following  administration 
of  isoproterenol.  Stimulation  of  sympa- 
thetic nerves  consistently  resulted  in  con- 
tractions of  the  area,  while  stimulation  of 
the  vagi  sometimes  produced  contraction 
and  at  other  times  relaxation. 

The  variation  in  responses  to  vagal 
stimuli  was  attributed  to  cholinergic  fibers 
in  the  vagi  producing  contraction  with 
adrenergic  vagal  fibers  bringing  about  re- 
laxation. 

These  studies,  while  delineating  some  of 
the  motor  characteristics  and  responses  to 
stimulation  of  the  ileocolic  junctional  zone, 
have  been  made  by  acute  experiments  on 
anesthetized  or  dead  animals,  in  patients 
with  diseased  bowels,  or  in  vitro.  Few  pre- 


cise intraluminal  pressure  measurements  at 
the  junction  have  been  performed. 

Researches  in  our  laboratory 

We20  have  carried  out  investigations  of 
the  ileocolic  junctional  area  utilizing  re- 
cently developed  quantitative  research 
technics  under  somewhat  more  physiologic 
conditions. 

Manometric  and  cineradiographic 
studies.  Healthy  adult  dogs  trained  to  lie 
quietly  on  their  backs  while  the  ileocolic 
junctional  zone  was  studied  were  used. 
The  animals  were  prepared  with  fistulas 
consisting  of  a segment  10  to  15  cm.  in 
length  on  either  side  of  the  ileocolic  junction 
which  retained  its  normal  innervation  and 
blood  supply.  Continuity  of  the  bowel  was 
re-established  and  the  fecal  stream  diverted 
by  an  ileocolostomy.  Enterocutaneous 
stomas  were  constructed  to  provide  access 
to  the  ileal  and  colonic  segments  (Fig.  1). 

Small-caliber  water-filled  polyethylene 
tubes  connected  to  externally  located  trans- 
ducers were  used  to  detect  pressures  which 
were  then  recorded  photokymographically. 
Three  types  of  pressure-sensitive  devices 
were  employed:  a lateral  orifice  open-tip,  a 
distal  open-tip  covered  by  a 5-  by  10-mm. 
balloon,  and  a distal  opening  covered  by  a 
7-  by  7-mm.  balloon.  Each  unit  was  drawn 
by  0.5-cm.  stepwise  movements  through  the 
entire  length  of  the  isolated  segment  includ- 
ing the  colonic  and  ileal  stomas  at  either 
end.  After  every  move,  pressures  were  re- 
corded for  from  ten  to  fifteen  seconds  and 
the  mean  pressures  measured  and  expressed 
as  centimeters  of  water  above  atmospheric 
pressure.  Numerous  experiments  were 
done  in  which  the  units  were  drawn  from 
ileum  to  colon  and  from  colon  to  ileum.  A 
zone  of  increased  pressure  was  usually  de- 
tected interposed  between  the  small  and 
large  bowel  (Fig.  2).  The  length  of  the 
zone  was  from  0.5  to  3 cm.,  average  1 cm.20 
Figure  3 shows  the  mean  pressures  at  every 
0.5-cm.  station  of  the  ileum,  junction,  and 
colon  as  recorded  by  each  of  the  three  units 
when  they  were  moved  from  small  to  large 
gut. 

Mean  pressures  at  the  center  of  the 
zone  were  almost  identical  with  ileal  to 
colonic  or  colonic  to  ileal  movement  of  the 
units  (Table  I). 
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Combined  cineradiographic  and  pressure 
studies  were  also  performed.20  When  the 
segment  was  filled  with  barium,  the  junc- 
tional zone  appeared  as  a cone-shaped  struc- 
ture, its  apex  directed  toward  the  colon. 
The  base  of  the  cone  on  the  ileal  side  fre- 
quently was  seen  as  a radiolucent,  circular, 
or  oval  region  surrounded  by  a ring  of 
barium  producing  a “mushroom  cap”  con- 
figuration. The  zone  of  elevated  pressure 
was  recorded  when  the  units  were  in  this 
cone-shaped  structure  or  within  what  ap- 
peared to  be  1 cm.  or  less  of  its  apical  colonic 
segment. 

The  consistency  with  which  the  zone  of 
high  pressure  between  ileum  and  colon  was 
demonstrated  suggests  that  a pressure  bar- 
rier usually  exists  between  the  two  under 
the  conditions  of  these  experiments.  Since 
the  zone  of  elevated  pressure  was  not  only 
recorded  by  the  open-tipped  catheters  but 
also  its  magnitude  bore  a relationship  to  the 
diameters  of  the  recording  unit  used,  it 
would  appear  that  the  dimensions  of  the 
narrowing  at  the  junctional  segment  were 
reflected  by  the  devices. 

Anatomic  observations.  In  the  dog 
the  small  intestine  passes  continuously 
into  the  colon  rather  than  meeting 
it  at  a right  angle  as  it  does  in  human 
beings.  No  intraluminal  narrowing  can  be 
demonstrated  when  the  canine  bowel  is  ex- 
cised and  opened,  the  smooth  mucosal  sur- 
face and  gut  wall  giving  little  hint  of  an 
anatomic,  valvular,  or  sphincteric  struc- 
ture. However,  we  have  shown  that  an 
intraluminal  indentation  is  molded  on  casts 
of  the  ileocolic  junction  made  in  living  and 
dead  dogs  by  the  injection  into  the  bowel 
lumen  of  expanding  polysiloxane  elastomers 
which  produce  synthetic  foam  rubber  casts 


TABLE  I.  Pressures  at  center  of  canine  ileocolic 
junction;  centimeters  of  water  above  atmospheric 
pressure* 


Units 

Units 

Drawn 

Drawn 

From 

From 

Ileum  to 

Colon 

Device 

Colon 

to  Ileum 

Lateral  orifice, 

open-tip 

21.7  ±3.19 

19.7  ± 1.43 

5-  by  10-mm.  bal- 

loon 

32.8  ± 4.05 

37.7  ± 2.16 

7-  by  7-mm  bal- 

loon 

43.1  ±4.38 

47.0  ± 7.13 

* Standard  error  of  the  mean  follows  ± sign. 


of  the  gut.  In  49  of  55  animals,  a circum- 
ferential indentation  at  the  site  of  the  con- 
fluence of  ileum  and  colon  was  imprinted  on 
the  molds  (Fig.  4). 21  The  tissue  responsi- 
ble for  this  distinctive  indentation  is  an  in- 
traluminal projection  composed  of  smooth 
muscle  derived  from  the  inner  circular  mus- 
cle coat  of  the  ileum  and  covered  by  transi- 
tional epithelium.  The  villous  ileal  mucosa 
is  transformed  at  the  site  of  the  concentric 
muscular  structure  to  a moderately  thick 
colonic-type  mucosa  which  becomes 
abruptly  thinner  at  its  distal  margin,  blend- 
ing into  characteristic  colonic  epithelium. 
These  findings  can  be  taken  as  an  indication 
that  a sphincter  does  exist  at  the  ileocolic 
junctional  site  in  dogs  and  that  the  narrow- 
ing is,  in  all  probability,  responsible  for  the 
zone  of  elevated  pressure  recorded  when 
pressure-sensitive  devices  are  moved 
through  the  zone  in  either  direction. 
Stretching  of  the  gut  wall  by  the  expanding 
silicone  rubber  molds  provides  anatomic 
definition  of  this  less  distensible  annular 
structure  which  is  not  apparent  in  the  “non- 
molded  bowel.”  Demonstration  of  its 
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FIGURE  4.  Expanding  silicone  foam  rubber  molds 
of  canine  ileocolic  junctional  segment.  Concentric 
indentation  at  site  of  confluence  of  ileum  (left)  and 
colon  (right)  imprinted  on  each  of  molds.  Cast  of 
cecum  (above)  which  joins  colon  just  distal  to 
ileocolic  junction  also  shown  in  each  of  models. 

existence  appears  to  depend  on  the  use  of  a 
distending  influence  to  differentiate  it  from 
surrounding  tissues. 

Responses  of  ileocolic  junction  to 
intestinal  distention.  Subsequent  ex- 
periments in  conscious  animals  were  per- 
formed to  ascertain  the  effects  of  intestinal 
distention  on  pressures  at  the  ileocolic  junc- 
tion. 

With  a 0.5-  by  2-cm.  recording  balloon 
fixed  in  the  junction,  another  miniature 
balloon  was  briefly  distended  in  either  the 
large  or  small  bowel  and  the  subsequent 
pressure  events  at  the  junction  recorded 
(Fig.  5). 22  When  the  distending  influence 
was  produced  in  the  ileum  in  131  experi- 
ments, a decline  in  pressure  at  the  junction 
indicating  relaxation  occurred  51  times 
while  relaxation  followed  by  an  elevation  of 
pressure  over  resting  junctional  zone  tone 
representing  contraction  developed  53  times 
(Fig.  6).  Contraction  alone  was  recorded 
on  only  15  occasions,  while  no  response  oc- 
curred 12  times. 

When  the  distending  stimulus  was  in  the 
colon  in  88  experiments,  relaxation  was  re- 
corded only  6 times,  relaxation  followed  by 
contraction  10  times,  contraction  52  times, 
and  no  response  20  times.22 

We  interpret  these  data  as  indicating  that 
the  pressure  changes  at  the  canine  ileocolic 
junction  in  response  to  brief  intestinal  dis- 
tention develop  in  a characteristic,  although 
not  stereotyped  fashion.  The  type  of  reac- 
tion differs  with  the  site  of  stimulation.  A 
decline  in  junctional  pressure  with  ileal 
stimulation  sometimes  followed  by  contrac- 


FIGURE 5.  Schematic  representation  of  barium- 
filled  canine  ileocolic  segment  as  identified  in 
cineradiographic  sequences  showing  radiopaque 
0.5-  by  2-cm.  recording  balloon  positioned  in  cone- 
shaped  junctional  zone.  Outlines  of  ileum,  colon, 
and  cecum  also  indicated  as  is  silhouette  of  dis- 
tending balloon.  Dotted  lines  indicate  expansion 
of  ileal  wall  by  inflation  of  miniature  stimulating 
balloon. 


tion  would  facilitate  passage  of  material 
through  the  junction  from  small  to  large 
bowel.  The  finding  that  colonic  distention 
more  frequently  produces  contraction  alone, 
thus  increasing  pressures  in  the  zone,  would 
inhibit  reflux  of  material  from  the  large  into 
the  small  intestine.  These  findings  fit  into 
the  classical  concept  of  the  “law  of  the  in- 
testine” proposed  byBayliss  and  Starling,9  23 
later  called  the  myenteric  reflex  by  Cannon, 
that  the  response  of  the  gut  to  local  stimula- 
tion consists  of  a contraction  of  the  smooth 
muscle  above  and  relaxation  below  the 
stimulated  area. 

The  pressure  response  patterns  of  the 
junction  to  ileal  and  colonic  distention  lend 
support  to  the  idea  that  a mechanism  exists 
at  this  site  which  responds  to  distending 
stimuli  and  by  relaxing  or  contracting  or 
both  facilitates  passage  of  material  from 
small  to  large  gut  while  impeding  movement 
of  bowel  contents  in  the  opposite  direction. 

Comment 

In  this  dissertation  on  the  ileocolic  junc- 
tion, the  terms  “sphincter”  and  “valve” 
have  been  studiously  avoided  to  avert  con- 
troversy regarding  terminology.  The  defi- 
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FIGURE  6.  Decline  of  junctional  zone  pressure 
(relaxation)  followed  by  increase  above  resting 
tone  (contraction)  in  response  to  ileal  distention. 
Time  of  inflation  indicated  by  first  arrow  and  defla- 
tion by  second. 

nition  of  a sphincter  is  a matter  of  some 
contention.  Physiologically,  it  may  be  de- 
fined as  a zone  of  elevated  pressure  inter- 
posed between  two  areas  of  lesser  pressure 
which  responds  in  a characteristic  way  to 
stimulation.  In  anatomic  terms,  a sphinc- 
ter is  often  thought  of  as  a ring-shaped 
muscle  that  surrounds  a natural  opening  in 
the  body  which  can  open  or  close  it  by  ex- 
panding or  contracting.  Another  definition 
is  an  annular  muscle  surrounding  and  able 
to  contract  or  close  a bodily  opening. 

A flap  or  flutter  valve  has  another  mean- 
ing: It  is  a structure  which  allows  material 

to  pass  through  in  one  direction  but  resists 
retrograde  flow  when  pressure  is  exerted  on 
its  opposite  aspect. 

Our  pressure  studies  have  regularly  re- 
corded a zone  of  elevated  pressure  inter- 
posed between  the  ileum  and  colon. 
Whether  this  area  is  a true  sphincter,  a 
valve,  or  simply  a narrowed  area,  is  open  to 
question.  As  has  been  pointed  out  by  one 
expert  in  intraluminal  manometry,  zones  of 
increased  pressure  were  also  recorded  when 
the  units  passed  through  the  stomas  in  the 
abdominal  wall  because  of  their  compres- 
sion by  the  narrowed  bowel  at  these  sites.24 
Furthermore,  no  pressure  gradient  across 
the  zone  of  elevated  pressure  has  as  yet  been 
delineated. 

However,  the  structure  of  the  junction’s 
intraluminal  configuration  demonstrated  in 
molds  of  the  segment  conforms  to  the  ana- 
tomic concept  of  a sphincter.  When  this 


finding  is  coupled  with  the  responses  of  the 
junctional  area  to  distention  from  above 
and  below,  the  criteria,  both  anatomic  and 
physiologic,  for  a sphincter  at  this  location 
have  been  at  least  partially  satisfied. 

The  pressure  characteristics  of  the  ileo- 
colic junction  seem  more  comparable  to  the 
gastroduodenal  area0  than  the  gastroesopha- 
geal23 and  rectoanal  sites7  in  that  their 
pressure  profiles  are  less  distinctive  and  the 
responses  to  stimulation  more  difficult  to  as- 
certain. Our  researches,  particularly  when 
viewed  in  the  light  of  the  findings  of  other 
investigators,  indicate  that  there  is  a 
mechanism  at  the  confluence  of  the  small 
and  large  bowel  which  is  important  in  main- 
taining normal  physiologic  function  of  the 
gut  at  this  site  but  which  can  be  dispensed 
with  without  drastic  adverse  effects  on  the 
body.  The  function  of  this  zone  is  un- 
doubtedly to  retain  bowel  contents  in  the 
small  intestine  until  the  processes  of  diges- 
tion and  absorption  have  been  completed. 
The  junctional  area  probably  controls,  to  a 
large  extent,  the  passage  of  small-bowel 
material  into  the  colon  by  a method  similar 
to  that  in  which  the  pylorus  regulates  the 
passage  of  gastric  contents  from  stomach  to 
duodenum. 

The  anatomic  features  as  well  as  the  pres- 
sure characteristics  of  the  ileocolic  junction 
are  also,  in  all  likelihood,  a means  of  pre- 
venting bacterial  contamination  of  the 
small  intestine.  If  these  mechanisms  are 
impaired  or  ineffective,  proliferation  of  ab- 
normal bacterial  flora  in  the  small  gut  with 
subsequent  adverse  effects  on  absorption 
could  develop. 

Clinical  implications 

The  role  of  the  ileocolic  junctional  area  In 
the  production  of  abdominal  symptoms  re- 
mains a mystery.  Investigation  of  some 
patients  with  right-sided  abdominal  pain 
and  tenderness  has  demonstrated  an  en- 
larged ileocecal  junction  by  x-ray.  This  in- 
crease in  size  has  been  attributed  to  edema 
of  the  mucosa  and  submucosa,  herniation  or 
prolapse  of  ileal  mucosa  into  the  colon,  sub- 
mucosal fat  accumulations,  inflammation 
of  the  area,  and  benign  and  malignant 
tumors. 26 

Gazet,26  in  addition  to  reviewing  the  lit- 
erature on  the  “ileocecal  valve  syndrome,” 
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described  a patient  with  persistent  right 
lower  abdominal  pain  and  frequent,  loose, 
bulky  stools.  A smooth  filling  defect  was 
found  by  x-ray  in  the  lower  part  of  the 
cecum.  At  operation,  this  was  found  to  be 
caused  by  a soft  thickening  of  the  superior 
portion  of  the  ileocecal  junction  which  was 
removed  and  histologically  shown  to  be  a 
submucous  lipoma.  Smooth  muscle  ex- 
cised from  the  distal  ileum  responded  to 
parasympathomimetic  and  sympathomi- 
metic drugs  in  patterns  indicating  “sphinc- 
teric  function.”25  It  was  felt  that  inflamma- 
tion and  edema  secondary  to  the  lipoma  had 
produced  hypertrophy  and  spasm  of  the 
sphincteric  component  of  the  ileocolic  junc- 
tional mechanism  which  was  thereby  re- 
sponsible for  the  patient’s  symptoms. 

Although  a resting  zone  of  elevated  pres- 
sure at  the  ileocolic  junction  has  not  been 
demonstrated  in  man,  these  findings  suggest 
the  possibility  of  symptoms  due  to  motor 
abnormalities  in  this  area.  Functional 
changes  in  the  zone  may  explain  the  poor 
correlation  between  clinical  manifestations 
and  the  size  of  the  valve  as  demonstrated  by 
x-ray.26  One  can  only  conjecture  as  to  the 
instances  of  unexplained  right-sided  ab- 
dominal pain  attributed  to  the  irritable 
bowel  syndrome  which  actually  are  caused 
by  analogous  motor  dysfunctions  of  the 
ileocolic  junction. 

Delay  of  an  as  yet  unrecognized  toxic 
factor  in  the  stream  of  chyme  just  proximal 
to  the  ileocolic  junction  has  been  postulated 
as  an  etiologic  factor  in  regional  enteritis 
(terminal  ileitis).27  Although  speculative, 
this  theory  further  accentuates  the  impor- 
tance of  this  area  in  the  pathogenesis  of  an 
important  and  poorly  understood  disease  of 
the  lower  alimentary  tract. 

A potential  utilization  of  the  ileocolic 
mechanism  in  surgical  practice  is  the  trans- 
position of  the  area  to  the  lower  portion  of 
the  stomach  as  a substitute  for  the  pylorus. 
This  has  been  shown  in  dogs  to  be  an  effec- 
tive method  for  slowing  gastric  emptying 
after  removal  of  the  pylorus.28 

I Much  further  study  is  needed  both  in  the 
form  of  physiologic  research  and  clinical  in- 
vestigation to  ascertain  the  normal  motility 
characteristics  of  the  ileocolic  junction. 
The  inaccessibility  of  the  area  continues  to 
inhibit  accumulation  of  data  comparable  to 
that  which  we  now  have  regarding  other 
junctional  sites  of  the  alimentary  tract. 


One  should  be  reminded  of  the  remarkable 
amount  of  information  which  has  accumu- 
lated in  recent  years  about  the  gastroesoph- 
ageal sphincter  by  the  utilization  of  pres- 
sure studies  in  documenting  manometric 
explanations  for  symptoms  which  were  pre- 
viously attributed  to  purely  functional  dis- 
orders. The  ileocolic  junction  may  also  be 
hypotonic  or  hypertonic,  relax  poorly,  con- 
tract excessively,  or  fail  to  act  in  coordina- 
tion with  the  adjacent  segments  of  ileum 
and  colon. 

Advancements  in  modern  medicine  and 
surgery  have  decreased  the  availability  of 
fistulous  human  subjects  in  whom  the  more 
recently  developed  technics  of  studying  in- 
traluminal intestinal  motility  can  be  ap- 
plied. It  is  therefore  necessary  to  develop 
new  ideas  and  technology  for  the  investiga- 
tion of  the  ileocolic  junction  in  human 
beings.  Pressure  measurements  in  and  ad- 
jacent to  the  junction  should  be  made  in 
patients  undergoing  abdominal  surgery. 
The  pressure  profile  of  the  area  in  man  could 
thus  be  delineated.  Transmission  of  pres- 
sures from  the  zone  via  one  or  more  tele- 
metering capsules  would  provide  similar 
data  under  more  physiologic  conditions. 
Detailed  cineradio graphic  study  of  the  junc- 
tion is  another  method  which  deserves  a 
trail  in  ascertaining  the  function  of  the 
ileocolic  segment  in  health  and  disease. 

It  is  hoped  that  both  physiologists  and 
clinicians  will  focus  more  attention  on  this 
important  and  still  neglected  junctional 
zone  of  the  mid-  and  lower  intestinal  tract. 

Summary 

Because  of  its  remote  location  and  inac- 
cessibility to  investigation,  much  less  is 
known  by  both  clinicians  and  physiologists 
about  the  ileocolic  area  of  the  gut  than 
other  junctional  sites  of  the  alimentary 
tract.  By  the  withdrawal  of  tiny  pressure- 
sensitive  devices  through  this  area  in  dogs,  a 
zone  of  elevated  pressure  interposed  be- 
tween the  small  and  large  bowel  has  been 
consistently  demonstrated.  Models  of  the 
junctional  segment  produced  by  intra- 
luminal injection  of  expanding  silicone  foam 
rubber  have  shown  a concentric  indentation 
imprinted  at  the  site  of  confluence  of  ileum 
and  colon.  This  was  produced  by  a ridge 
of  smooth  muscle  derived  from  the  inner 
smooth-muscle  coat  of  the  small  bowel  and 
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covered  by  a distinctive  transitional  mu- 
cosa. Ileal  distention  usually  produced  re- 
laxation, often  followed  by  contraction,  of 
the  junctional  segment,  while  colonic  stimu- 
lation more  frequently  resulted  in  contrac- 
tion. These  findings  indicate  a specialized 
structure  at  the  ileocolic  junction  which  is 
important  in  controlling  passage  of  material 
from  small  to  large  bowel  while  inhibiting 
movement  in  the  opposite  direction.  Al- 
though our  current  state  of  knowledge  re- 
garding this  area  is  minimal  and  imperfect, 
there  is  evidence  to  suggest  that  motor  dis- 
orders at  the  site  of  confluence  of  small  and 
large  bowel  may  be  responsible  for  many 
unexplained  lower  abdominal  symptoms. 
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to  February,  1967,  revealed  that  the  annual 
suicide  rate  among  physicians  was  at  least  33 
per  million,  double  that  of  white  American 
males  as  a group. 

For  psychiatrists,  the  rate  was  found  to  be  at 
least  70  per  1 million,  four  times  that  of  the 
general  white  male  population. 

In  this  study,  reported  in  a recent  issue  of 
J.A.M.A.,  suicides  had  accounted  for  26  per 
cent  of  deaths  occurring  in  physicians  twenty- 
five  to  thirty-nine  years  old,  compared  with  9 
per  cent  for  white  males  of  the  same  age. 
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Transvenous 
Cardiac  Pacing* 


IMPLANTED  TRANSVENOUS  PACING,  utilizing 
an  externalized  pulse  generator  for  either 
brief  or  protracted  periods,  is  the  method 
of  choice  because  stress  to  the  patient  dur- 
ing institution  of  permanent  cardiac  pacing 
is  small,  the  pacemaker  and  intracardiac 
electrode  are  subjected  to  less  mechanical 
stress  than  during  myocardial  placement  of 
leads,  and  the  lead  and  electrode  system 
is  subjected  to  less  electrochemical  stress 
than  leads  placed  directly  into  the  myo- 
cardium. During  twenty  months,  75  im- 
plants were  performed  with  21  additional 
procedures  for  revision  of  the  implants; 
these  are  described.  Postoperative  mortality 
rates  are  low,  and  the  method  is  useful  in 
patients  who  would  otherwise  not  have  under- 
gone permanent  pacing. 


SEYMOUR  FURMAN,  M.D. 
The  Bronx,  New  York 
DORIS  J.  W.  ESCHER,  M.D. 
The  Bronx,  New  York 
NORMAN  SOLOMON,  M.D. 
The  Bronx,  New  York 

From  the  Divisions  of  Surgery  and  Medicine, 
Montefiore  Hospital  and  Medical  Center 


T ransvenous  pacing  of  the  heart  has  been 
in  clinical  use  from  1958.*  1 2 * Since  that  time 
large  groups  of  patients  have  been  subjected 
to  both  short-term  and  long-term  cardiac 
pacing  via  the  transvenous  route.2  3 Most 
patients  now  undergoing  pacemaker  im- 
plantation are  controlled  preoperatively  via 
the  transvenous  route4  as  are  patients  with 
acute  myocardial  infarction,5  and  progres- 
sively more  and  more  patients  are  controlled 
permanently  with  implanted  transvenous 
pacemakers.6  Large  groups  of  patients  con- 
trolled with  transvenous  pacing  have  been 
described,  and  all  have  been  characterized 
by  a low  incidence  of  lead  or  electrode 
breakage,  ease  of  institution  of  pacing,  and 
absence  of  intravascular  thrombosis  or 
embolization  without  the  use  of  antico- 
agulant agents.7 

The  authors8  have  managed  more  than 
220  patients  via  the  transvenous  route, 
utilizing  an  externalized  pulse  generator  for 
either  brief  or  protracted  periods.  Two 
such  patients  are  now  in  the  seventh  year  of 

* Supported  in  part  by  U.S.  Public  Health  Service  grant 
HE  04666-07  and  HE  09368-02. 

Presented  at  the  Scientific  Session  of  the  New  York 
Society  for  Thoracic  Surgery,  New  York  City,  November  17, 
1966.  Abstract  appeared  in  the  May  15,  1967,  issue  of  the 
New  York  State  Journal  of  Medicine,  p.  1327. 


continuous  ambulatory  outpatient  trans- 
venous stimulation  of  the  heart.  This 
group  demonstrated  as  well  the  benign  in- 
stitution of  pacing  and  indicated  the  possi- 
bility of  a relatively  smooth  postoperative 
course,  if  the  problems  attendant  on  a 
transcutaneous  foreign  body,  the  pacemaker 
catheter  and  electrode,  could  be  resolved  by 
total  implantation  of  catheter  electrode  and 
pulse  generator. 

In  the  authors’  hands,  the  method  of 
choice  for  pacing  of  the  heart  has  thus  be- 
come implanted  transvenous  pacing.  This 
preference  is  based  on  three  features: 

1.  Stress  to  the  patient  during  institu- 
tion of  permanent  cardiac  pacing  is  small, 
so  that  few  if  any  patients  need  be  denied 
the  benefits  of  pacemaker  therapy  for  their 
complete  heart  block.  Implantation  is  per- 
formed with  local  anesthesia  and  sedation, 
little  blood  is  lost,  and  no  blood  has  been 
administered  during  or  after  any  of  the 
procedures.  Usually,  only  the  meal  imme- 
diately preceding  the  operative  procedure 
is  missed,  and  problems  of  hydration  and 
alimentation  barely  exist  despite  the  ad- 
vanced age  of  the  patient  population.9 

2.  The  pacemaker  and  intracardiac  elec- 

trode are  subjected  to  less  mechanical  stress 

than  during  myocardial  placement  of 

leads. 1011  This  has  been  reflected  in  our 

series  in  a much  lower  incidence  of  lead 
fracture.  Only  2 of  75  patients  have  suf- 

fered a lead  fracture,  and  these  at  the  area 

of  the  shoulder  where  a great  deal  of  motion 

occurs. 
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3.  The  lead  and  electrode  system  is 
subjected  to  less  electrochemical  stress  than 
leads  placed  directly  into  the  myocardium. 
The  movements  of  the  catheter  tip  are  less 
vigorous  and  contained  to  a greater  degree 
than  motion  of  the  ventricular  myocardium. 
Since  the  positive  terminal  (anode)  of  leads 
implanted  in  the  myocardium  lies  within 
an  electrochemical  system,  electrolysis  and 
erosion  of  this  terminal  occur  for  all  but 
noble  metals,  such  as  platinum.  The  use 
of  a unipolar  Elgiloy*  cathode  and  a large- 
area  (25  cm.2)  anode  on  the  pulse  generator! 
minimizes  the  deleterious  effect  on  this  lead 
system  of  electrolysis.  When  catheter-con- 
ductive elements  are  not  exposed  to  elec- 
trolysis, they  can  be  constructed  for  me- 
chanical durability  and  flex  resistance.  The 
exposed  electrodes  are  mechanically  un- 
stressed and  therefore  may  be  noble  metals, 
such  as  platinum  electrode  catheters.  * * 

Description  of  equipment 

The  Medtronic  catheter  pacemaker  has  a 
pulse  generator  of  140  Gm.,  6.4  cm.  in 
diameter,  and  2.5  cm.  thick.  Its  output  is 
variable  up  to  a maximum  of  5 volts.  The 
output  waveform,  at  maximum  output,  is 
that  of  a capacitor  discharge,  1.7  milli- 
seconds in  duration,  and  rate  is  variable 
from  60  to  120  impulses  per  minute. 

The  58  cm.  long  bipolar  catheter  electrode 
leads  are  Elgiloy  helical  coils  with  a plati- 
num tip  of  caplike  configuration  and  a 
proximal  platinum  ring,  each  4.1  mm.  in 
diameter  and  2 mm.  wide,  separated  by  1.6 
cm.  The  insulating  material  is  heat-cured 
medical-grade  silicone  rubber.  The  cylin- 
dric  portion  of  the  catheter  bearing  the 
electrodes  is  4 cm.  long  and  4.1  mm.  in 
diameter,  approximately  12  to  13  French. 
The  shaft  is  elliptic,  4.1  mm.  in  the  greater 
diameter,  and  2 mm.  in  the  lesser,  approxi- 
mately 8 French.  The  proximal  portion 
of  the  catheter  bifurcates  into  two  limbs, 
terminating  as  two  steel  pins  which  fit  into 
the  positive  and  negative  terminals  of  the 
pulse  generator,  which  are  then  enclosed 
in  silicone  rubber  boots  continuous  with 
the  covering  of  the  pacemaker  itself.  Flex- 

* Elgin  National  Watch  Company  trademark  for  an  alloy 
of  cobalt,  chromium,  nickel,  molybdenum,  iron,  and  manga- 
nese. 

t Cordis  Corp.,  Atrior  or  Ventricor,  Miami,  Florida. 

**  Manufactured  by  Medtronic  Inc.,  Minneapolis,  Minn., 
and  IJ.S.  Catheter  and  Instrument  Corp.,  Glens  Falls,  N.Y. 


ible  stainless  steel  guide  wires  introduced 
into  each  of  the  helical  coils  via  the  longi- 
tudinally perforated  pins  lend  the  rigidity 
requisite  for  catheter  placement,  allow  rota- 
tion and  change  in  direction  of  catheter 
insertion,  and  may  be  bent  to  lend  a tem- 
porary curve  to  its  tip. 

The  Cordis  Ventricor  pulse  generator 
weighs  140  Gm.,  is  5.7  cm.  in  diameter,  and 
2.3  cm.  thick.  Its  open  circuit  output  is 
6.6  volts  and  maximum  current  output  10 
milliamperes.  Rate  is  factory  preset  at 
70  to  72  impulses  per  minute,  and  the  wave 
form  is  that  of  a capacitor  discharge,  2 
milliseconds  in  duration.  The  output  of 
the  unit  is  via  a unipolar  catheter  cathode, 
with  the  anode  as  the  stainless  steel  back- 
plate  of  the  unit  itself.  Fabrication  of  the 
catheter  is  of  silicone  rubber  enclosing  a 
helical  coil  of  Elgiloy,  the  proximal  terminal 
of  which  is  a longitudinally  perforated  pin 
inserted  into  the  pulse  generator  plug.  The 
tip  is  an  Elgiloy  rod,  4 mm.  of  which  pro- 
trudes beyond  the  insulation  and  is  equal 
to  the  uniform  catheter  diameter  of  2.3  mm., 
7 French,  throughout  its  length  of  62  cm. 
A short  conical  “shoulder,”  just  proximal 
to  the  tip,  increases  the  hold  of  the  catheter 
within  the  ventricle.  A single  guide  wire, 
inserted  through  the  proximal  pin  to  the 
catheter  tip,  facilitates  insertion  and  ma- 
nipulation. Both  Medtronic  and  Cordis 
catheters  are  quite  limp  when  the  guide 
wires  have  been  removed,  and  the  only 
feasible  position  for  both  is  the  apex  of  the 
right  ventricle. 

The  Cordis  Standby  Ventricor  is  inter- 
changeable with  the  asynchronous  Vent- 
ricor. It  provides  a basic  rate  of  70  to  72 
beats  per  minute  with  pacer  impulses  emit- 
ted at  intervals  of  0.86  seconds  on  a regular 
asynchronous  basis.  A QRS  complex  with 
an  intraventricular  electrical  field  greater 
than  plus  or  minus  2 millivolts  stops  the 
pacer  timing  cycle  and  begins  a recycle.  A 
ventricular  complex  falling  less  than  400 
milliseconds  from  the  preceding  pacer  or 
spontaneous  QRS  complex  will  not  block 
the  next,  since  it  falls  into  the  pacemaker 
sensor  refractory  period. 

A radiofrequency  pacemakerff  has  an 
internal  receiving  capsule  attached  to  a 
standard  C-51  bipolar  cardiac  cath- 
eter,*** number  6 French  in  size.  The 

ft  Airborne  Instrument  Laboratory,  Melville,  N.Y. 

***  U.S.  Catheter  and  Instrument  Company. 
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transmitting  antenna  is  attached  to  the 
skin  overlying  the  receiving  capsule  and 
connected  to  the  pulse  generator,  which 
consists  of  a separable  pack  of  eight  500- 
milliampere-hour  mercury  cells  and  the 
transmitting  electronic  circuit.  The  pace- 
maker rate  is  infinitely  variable  between 
30  and  120  asynchronous  impulses  per 
minute,  and  the  output  may  be  varied  from 
0 to  18  to  22  radiofrequency  volts.  The 
carrier  signal  from  the  pulse  generator  to  re- 
ceiver capsule  is  2 megacycles  and  is  recti- 
fied to  produce  a 1 -millisecond  biphasic 
impulse.  The  catheter  tip  is  placed  either 
in  the  apex  of  the  right  ventricle  or,  as  the 
authors  prefer,  in  the  midright  ventricle. 
This  catheter  is  sufficiently  stiff  to  allow 
manipulation  without  a stiffener. 

Choice  of  vein  of  entry 

While  any  vein  of  the  root  of  the  neck  or 
pectoral  region  is  satisfactory  for  entry, 
the  cephalic  vein,  right  or  left,  is  usually 
elected  for  catheter  placement  into  the 
venous  system.  The  common  denomi- 
nator of  desirability  is  the  lack  of  motion  of 
this  area  relative  to  the  venous  sytem  and 
the  right  ventricle.  While  the  external 
jugular  vein  is  satisfactory  and  is  usually 
adequate  in  size  and  position,  the  cephalic 
vein  offers  several  advantages.  An  incision 

Iin  the  deltopectoral  groove  places  the 
cephalic  vein  directly  within  the  operative 
field,  while  exposure  of  the  external  jugular 
vein  requires  a second  incision  in  the  neck. 

[Looping  of  the  catheter  subcutaneously 
over  the  clavicle  subjects  it  to  greater  flex- 
ion and  angulation  that  exists  when  both 
catheter  and  pulse  generator  are  inferior  to 
the  clavicle. 12  The  cephalic  vein  joins  the 
subclavian  vein  at  the  deltopectoral  tri- 
angle, and  the  pacemaker  catheter  should 
be  inserted  as  near  as  is  possible  to  this 
junction,  allowing  sufficient  length,  1 cm., 
for  ligatures  about  the  vein  and  catheter 
and  for  easy  manipulation.  The  vein  is 
freed,  ligated  distally,  and  looped  proxi- 

(mally  with  0 mersilene*  ligatures.  A 
short  incision  between  the  two  ligatures 
allows  introduction  of  the  catheter  tip. 
Sixty-seven  per  cent  of  all  patients  had  a 
cephalic  vein  of  adequate  size  while  94  per 
cent  of  all  patients  in  whom  the  smaller 

* Ethicon  Dacron  polyester,  Ethicon  Inc.,  Somerville,  N.  J. 


Cordis  catheter  was  used  had  satisfactory 
cephalic  veins  available. 

With  the  fluoroscope  positioned  over  the 
thorax,  the  electrode  catheter  is  advanced 
into  the  right  ventricle.  If  uncertainty 
exists  whether  or  not  the  catheter  is  in- 
traventricular, it  may  be  advanced  to  the 
pulmonary  artery,  out  into  the  radiographic 
lung  field,  and  then  withdrawn  into  the 
right  ventricle.  To  facilitate  maneuver- 
ability, the  single  guide  wire  of  the  Cordis 
catheter  or  the  guide  wire  to  the  catheter 
tip  of  the  Medtronic  catheter  may  be 
curved  by  drawing  it  gently  between  the 
approximated  index  finger  and  thumb. 
With  careful  reinsertion  so  as  not  to  damage 
the  helical  spring,  this  curve  will  be  im- 
parted to  the  catheter  tip,  allowing  ad- 
vancement into  the  apex  of  the  right  ven- 
tricle. This  is  a critical  maneuver,  since 
stability  of  pacing  depends  on  a true  apical 
position,  and  safety  from  perforation  de- 
mands that  the  catheter  not  project  undue 
pressure  against  the  thin  right  ventricular 
myocardium.  With  the  catheter  tip  in  the 
right  ventricular  apex,  with  a smooth  cath- 
eter course,  without  buckling  or  bending 
within  the  apex  of  the  right  ventricle,  and 
without  redundant  catheter,  the  guide 
wires  are  removed  and  the  catheter  posi- 
tion is  again  noted.  In  the  anteroposterior 
projection  the  catheter  should  point  left 
laterally,  with  the  tip  as  close  to  a retro- 
sternal position  as  possible  in  the  lateral 
projection.  If  this  position  is  maintained, 
once  the  stiff  guide  wires  are  removed  and 
during  vigorous  inhalation,  exhalation,  and 
cough,  the  catheter  may  be  assumed  to  be 
in  a satisfactory  position. 

Sterile  lead  wires  from  a calibrated  pace- 
maker placed  off  the  operative  field  are 
then  attached  to  the  two  catheter  terminal 
pins,  with  the  negative  terminal  to  the  tip; 
with  the  Ventricor,  the  negative  lead  is 
attached  to  the  catheter  and  the  positive 
to  subcutaneous  tissue  via  a large  surface 
area  metal  contact  (a  metal  retractor  may 
be  used).  The  electrical  threshold  of  stim- 
ulation for  cardiac  contraction  is  monitored 
with  the  calibrated  pacemaker.  An  electri- 
cal threshold  of  cardiac  contraction  of  2.5 
milliamperes  or  below  is  acceptable  as  in- 
dicative of  adequate  position  and  adequate 
cardiac  response  for  the  Medtronic  cath- 
eter. A threshold  of  1 milliampere  or 
less  is  necessary  for  the  Ventricor.  Any 
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threshold  higher  than  either  of  these  figures 
indicates  that  while  fluoroscopic  position 
of  the  catheter  may  appear  adequate,  it  is 
not  for  optimal  stimulation.  As  an  antici- 
pated increment  in  threshold  of  three  to 
four  times  that  at  the  time  of  implantation 
occurs,  the  chronic  threshold  may  rise 
above  the  pacer  output  unless  a satisfactory 
acute  threshold  is  attained.  The  pulse  gen- 
erator is  also  tested  across  a 500-ohm  load, 
to  ascertain  that  rate,  current  output,  and 
pulse  duration  meet  manufacturer’s  spec- 
ifications. Two  units  have  been  rejected 
at  this  preimplantation  test. 

Adequate  apical  positioning  cannot  be 
overemphasized,  since  a nonapical  position 
will  often  result  in  intermittent  or  absent 
ventricular  capture  in  the  postoperative 
period.  The  apex  of  the  right  ventricle 
should  be  carefully  sought,  and  will  usually 
occupy  a position  well  lateral  to  the  shadow 
of  the  vertebral  column  in  the  anteropos- 
terior projection  and  immediately  retro- 
sternal in  the  lateral  projection.  With  the 
catheter  tip  well  advanced  into  the  apex  of 
the  right  ventricle  and  with  pacing  consist- 
ent, the  catheter  is  tied  securely  to  the 
vein.  This  maneuver  is  of  great  importance 
since  laxness  of  the  catheter  in  the  vein  al- 
lows it  to  move,  and  the  catheter  will  tend 
to  be  extruded  from  the  right  ventricular 
apex.  The  most  satisfactory  ligature  ma- 
terial has  been  mersilene,  0 in  size,  with 
five  distinct  ligatures  used  to  fasten  the 
catheter  to  the  vein.  Dacron  ligature  is 
used  since  wire  will  cut  and  destroy  the  sili- 
cone rubber,  while  silk  ligatures  lose  their 
tensile  strength  and  loosen  with  time. 13 
The  catheter  is  then  attached  to  the  pulse 
generator  either  via  the  silicone  rubber 
plug  of  the  Cordis  Ventricor  or  the  two 
rubber  boots  of  the  Medtronic  pacemaker. 
Pacemaker  stimuli  not  producing  a ven- 
tricular response  are  at  this  time  a warning 
that  all  is  not  well  and  that  the  situation 
will  deteriorate.  With  pacing  consistent, 
the  appropriate  areas  are  sealed  with  Si- 
lastic medical  adhesive  silicone  type  A.  * 
Subcutaneous  placement  of  the  pulse  gener- 
ator is  more  critical  than  in  the  abdomen, 
since  less  loose  skin  is  present  over  the  pec- 
toral subcutaneous  fatty  tissue.  The  pri- 
mary incision  for  exposure  of  the  cephalic 
vein  is  utilized  and  a flap  developed  in- 
teriorly. This  flap  should  include  the  full 

* Dow-Coming  Corporation,  Midland,  Michigan. 


thickness  of  the  skin  and  subcutaneous 
tissue,  dissected  off  the  fascia  overlying  the 
pectoralis  major  muscle.  An  adequate  flap 
must  be  developed  so  that  no  skin  tension 
exists  with  suture  closure  of  the  pulse  gen- 
erator pocket.  Despite  careful  hemostasis, 
such  a pocket  will  weep  a substantial 
volume  of  serosanguineous  fluid  and  should 
therefore  be  drained.  A suction  drain  such 
as  Hemo-Vact  is  suitable  for  this  purpose, 
and  one  may  anticipate  an  average  of  75  to 
100  cc.  of  drainage. 

For  implantation  of  the  radio-frequency- 
receiving element,  additional  length  in- 
teriorly is  attained  by  tunneling  the  cath- 
eter to  the  nipple  level  on  the  chest.  The 
receiver  is  then  implanted  over  the  ribs  at 
the  anterior  axillary  line  and  is  allowed 
little  motion  so  as  not  to  decouple  from  the 
overlying  antenna. 

Clinical  experience 

Seventy-five  transvenous  implants  have 
been  performed  by  the  authors  during  the 
past  twenty  months  with  21  additional  pro- 
cedures for  revision  of  these  implants. 
Twenty-seven  have  been  Medtronic,  16 
Cordis  Standby  Ventricor,  28  fixed-rate 
Cordis  Ventricor  units,  and  4 Airborne 
Instrument  Laboratory’s  radio-frequency 
pacemakers. 

There  were  34  women  and  41  men  with 
an  age  range  of  thirty-two  to  eighty-nine 
years.  Eighteen  patients  were  in  the  ninth 
decade. 

Five  secondary  procedures  were  for  re- 
positioning a catheter  tip  which  had  moved 
from  its  position  in  the  apex  because  of 
loosening  of  the  stay  sutures  or  because  of 
inadequate  initial  placement.  Skin  erosion 
over  the  pacemaker  required  three  pro- 
cedures. One  in  a patient  whose  wound 
failed  to  heal  and  had  far  advanced  hepatic 
failure  and  a serum  albumin  of  1.8  Gm. 
per  100  ml.,  and  the  other  2 because  of  in- 
adequate size  of  the  subcutaneous  pocket. 
Two  procedures  were  required  because  of 
recoil  of  the  electrode  catheter  from  the 
ventricular  apex  to  the  right  atrium.  One 
of  these  recoils,  a Cordis  catheter,  led  to 
the  introduction  by  the  manufacturer  of  a 
slightly  less  flexible  catheter,  with  re- 
duction in  this  problem.  One  recent  re- 

t Zimmer,  Warsaw,  Indiana. 
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coil  was  resolved  by  use  of  a more  resilient 
unipolar  unit,  model  C-50.  * 

Five  Medtronic  5870-C  pulse  generators 
were  replaced  in  the  late  postimplant  pe- 
riod, because  of  a change  in  the  pacemaker 
rate.  One  radio-frequency-receiving  cap- 
sule was  replaced  when  an  internal  short 
circuit  caused  cessation  of  pacing. 

One  Medtronic  pacing  system  was  re- 
placed by  a free  floating  C-51  bipolar  cath- 
eterf  using  the  Medtronic  5870-C  pulse 
generator  because  the  adequately  placed 
catheter  tip  could  not  stimulate  the  heart 
below  an  initial  output  of  12.7  milliamperes, 
and  in  the  late  postoperative  period  ven- 
tricular threshold  rose  above  the  pacemaker 
output.  The  use  of  the  C-51  catheter,  free 
floating  in  the  ventricles  and  with  smaller 
electrodes,  resolved  the  threshold  problem. 

Four  Cordis  systems  required  revision 
because  of  threshold  increases.  In  each 
instance  the  catheter  electrode  used  was  a 
cylinder  6 mm.  long  and  2.3  mm.  in  di- 
ameter. This  electrode  has  now  been  re- 
placed by  one  4 mm.  long  and  2.3  mm.  in 
diameter.  Electrode  surface  area  has  been 
decreased  by  one-third,  acute  thresholds 
have  been  correspondingly  lowered,  and 
threshold  increases  above  pacer  output 
have  been  eliminated. 

Two  electrode  breaks  have  occurred. 
One  helical  coil  of  stainless  steel  of  the  Med- 
tronic system  fractured  over  the  humeral 
head,  a point  of  repeated  flexion.  The  sec- 
ond, a Cordis  catheter,  underwent  axial 
rotation  in  the  subcutaneous  tissue  pro- 
ducing a tight  knot,  tore  the  silicone  rubber 
insulation,  and  developed  a subcutaneous 
short  circuit  with  cessation  of  cardiac 
stimulation.  This  catheter  later  developed 
a distinct  wire  break. 

The  lead  break  in  the  anodal  helical  coil 
was  corrected  by  converting  the  system  to 
unipolar  intracavitary  cathodal  stimulation 
by  baring  the  anode  in  the  subcutaneous 
tissue.  The  short  circuit  was  repaired  by 
removal  of  the  redundant  catheter  and  end- 
to-end  splice  of  the  remaining  catheter. 

(One  defect  in  the  radio-frequency  system 
was  a pacemaker  tachycardia  which  re- 
quired replacement  of  the  pulse  generator 
without  a secondary  operative  procedure. 
This  defect  has  not  previously  been  noted 
in  the  radio-frequency  pacing  system. 

* CJ.S.  Catheter  and  Instrument  Corp. 
t U.S.  Catheter  and  Instrument  Corp. 


Deaths.  Four  deaths  ocurred  in  this 
series.  An  eighty-year-old  man  who  had 
had  multiple  episodes  of  massive  gastro- 
intestinal hemorrhage  with  no  apparent 
cause  exsanguinated  at  home  on  the  forty- 
fifth  postimplant  day.  Autopsy  revealed 
an  adequately  positioned  electrode  and  a 
functional  pacemaker. 

The  second  death,  that  of  an  eighty-nine- 
year-old  male,  resulted  from  renal  failure 
with  progressive  nitrogen  retention  on  the 
twenty-seventh  postimplant  day.  Autopsy 
was  refused. 

The  third  death  occurred  in  a seventy- 
eight-year-old  male  who  preoperatively 
had  had  severe  angina  pectoris  as  well  as 
Stokes-Adams  seizures.  His  seizures  were 
controlled,  but  the  angina  pectoris  pro- 
gressed in  severity.  He  expired  suddenly, 
at  home,  six  months  after  implantation. 
Autopsy  was  refused,  but  the  pacer  had 
been  noted  to  be  functional  several  days 
prior  to  his  death. 

The  fourth  death  occurred  six  weeks 
after  a standby  implant  in  a patient  who 
had  had  demonstrated  brain  and  coronary 
artery  emboli,  a prosthetic  mitral  valve  re- 
placement, and  progressive  congestive  heart 
failure.  Autopsy  findings  were  of  a func- 
tioning catheter  and  pacemaker  and  an 
electrode  fixed  into  the  right  ventricular 
apex  with  a neo-endothelial  sheath.  The 
tricuspid  valve  was  found  to  be  markedly 
insufficient. 

Comment 

Implanted  transvenous  pacemakers  have 
extended  the  utility  and  safety  of  cardiac 
pacing  by  introducing  the  ease  and  du- 
rability of  transvenous  pacing  to  permanent 
use.  The  reduction  in  patient  stress 
through  the  use  of  local  anesthesia  and 
avoidance  of  thoracotomy  and  the  use  of 
metals  highly  resistant  to  electrolytic  action 
has  been  significant  in  reducing  patient 
mortality  and  morbidity  rates.  Indeed, 
there  is  a large  group  of  patients  in  this 
series  who  would  not  have  been  subjected 
to  thoracotomy  for  pacemaker  implantation 
but  would  have  been  maintained  on  long- 
term exteriorized  transvenous  pacing. 

A great  number  of  problems  have  been 
found  and  resolved  during  this  period.  The 
requirement  that  the  silicone  rubber  cath- 
eter be  firmly  fixed  into  position  at  its 
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entrance  into  the  venous  system  has  been 
established.  The  need  for  accurate  place- 
ment of  the  electrode  tip  into  the  apex  of 
the  right  ventricle  cannot  be  overstressed, 
and  the  use  of  lateral  as  well  as  antero- 
posterior fluoroscopy  is  necessary  to  insure 
adequate  positioning.  The  major  problems 
that  both  the  Medtronic  and  the  Cordis 
units  displayed  was  development  of  thresh- 
old above  the  pacer  output  and  occasional 
ejection  of  the  catheter  electrode  from  the 
apex  of  the  right  ventricle.  This  problem 
has  been  resolved  for  the  Cordis  unit  by 
catheter  modifications  which  produced 
somewhat  greater  catheter  resilience  and 
ability  to  hold  an  intraventricular  position, 
and  a smaller  electrode  and  thus  a higher 
usable  current  density. 

Standby  pacing,  described  in  this  com- 
munication, has  proved  itself  to  be  extremely 
valuable  for  the  significant  group  of  pa- 
tients who  have  Stokes-Adams  seizures 
associated  with  long  periods  of  sinus 
rhythm  or  other  conducted  activity.  The 
standby  pacer  provides  a basic  rate  of  70 
beats  per  minute  without  competition  with 
spontaneous  activity. 

Conclusion 

Implanted  transvenous  pacing  has  been 
accomplished  with  low  postoperative  mor- 
tality rates  and  has  been  used  in  patients 
who  would  otherwise  not  have  undergone 
permanent  pacing.  The  use  of  transvenous 
pacing  allows  the  use  of  equipment  more 
durable  in  initial  design  because  of  resist- 


ance to  flexion  fatigue  and  because  of  re- 
sistance to  electrolytic  action  on  the  elec- 
trodes themselves.  Standby  pacing,  not 
previously  used  as  a direct  implant,  has 
been  brought  into  extensive  use  via  the 
transvenous  route  and  has  been  extremely 
effective  in  the  management  of  multiple 
cardiac  arrhythmias. 
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Anyone  visiting  or  working  in  a foreign 
country  becomes  involved — willingly  or  un- 
willingly, wittingly  or  unwittingly — in  the 
political  intercourse  of  his  native  and  host 
nations.  Not  all  such  contacts  are  felici- 
tous, but  the  modern  diplomat  has  assidu- 
ously ingratiated  all  the  happy  ones  into  his 
armamentarium  and  apparently  continues 
to  seek  any  potential  bridges  in  fostering  in- 
ternational understanding. 

In  today’s  world  of  newly  emerging  na- 
tions and  powerful  ideologic  blocs,  diplo- 
macy is  restricted  by  few  traditions  and 
assumes  many  unorthodox  cloaks.  As  the 
nations  of  the  tropics  have  become  inde- 
pendent, the  Eastern  and  Western  blocs 
have  assisted  and  wooed  them  with  almost 
every  conceivable  form  of  aid.  Unjust  as  it 
may  seem,  many  new  governments  have  not 
consistently  accepted  these  grants  with  a 
gratitude  untainted  by  the  lingering  suspi- 
cion that  the  giver  covertly  seeks  only  his 
own  good. 

Thus,  the  visiting  airport  builder  or  road 
maker  may  find  his  efforts  cited  as  proof  of 
the  militaristic  nature  of  his  “colonialistic” 
government.  The  agricultural  attache  is 
accused  of  destroying  traditional  methods, 
the  dam  builder  of  flooding  the  land,  and 
the  guest  teacher  of  indoctrinating  or  de- 
luding the  young.  Few  fields  are  immune 
from  the  sensitivities  and  misinterpreta- 
tions of  recipient  nations.  Few  forms  of 
aid  can  be  offered  with  the  assurance  that 
both  donor  and  recipient  countries  will  ex- 

* This  report  was  presented  at  the  1965-1966  meeting  of 
the  American  Friends  of  the  Middle  East,  New  York  City. 


medicine  is  one  of  the  few  fields  that  is 
immune  from  the  sensitivities  and  misin- 
terpretations of  recipient  nations  and  is  a 
powerful  way  to  foster  international  under- 
standing. The  physician  should  be  incor- 
porated into  every  phase  of  development  in  a 
growing  land.  Knowledge  of  tropical  medi- 
cine is  increasingly  important.  Research 
centers  can  be  established  to  meet  local  needs 
and  to  enlarge  research  knowledge.  Highly 
mobile  units  working  within  the  framework 
of  existing  research  centers  would  not  only 
solve  existing  health  problems  but  also  would 
yield  thorough  health  pictures  of  the  areas 
under  study  if  routine  analyses  are  done. 


perience  the  dramatic  impact  of  immediate 
benefit  as  well  as  the  long-term  effect  of 
hard- won  mutual  diplomatic  respect.  Few 
projects  can  be  completed  with  the  assur- 
ance that  later  political  changes  will  not 
confuse  or  mitigate  the  good  that  is  done. 
Medicine  is  such  a field. 

Medicine  is  one  of  the  professions  of  man- 
kind in  which  brotherhood  is  such  an  inte- 
gral way  of  life  that  it  neither  needs  nor  ac- 
knowledges admonitions  about  racial,  eco- 
nomic, religious,  or  national  inequality. 
To  the  sick  it  is  irrelevant  to  specify  the 
origins  of  the  medicine  or  medical  man. 
To  the  local  physicians,  always  understaffed 
and  overworked  in  the  tropics,  the  chance 
to  discuss  new  technics  and  old  methods 
with  colleagues  from  other  lands  is  one  of 
the  satisfactions  and  responsibilities  that 
physicians  were  noted  to  enjoy  when  the 
Ebers  papyrus  was  composed  on  the  banks 
of  the  Nile  3,500  years  ago. 

The  universal  appeal  of  medicine  has 
been  well  understood  by  missionary  socie- 
ties, for  example,  who  have  proselytized  by 
the  godly  example  of  curing  the  ill  and  im- 
proving the  public  health.  Medical  im- 
provements have  followed  the  businessman, 
the  soldier,  even  the  tyrant  into  the  tropics; 
only  the  modern  American  statesman  seems 
oblivious  to  the  patent  diplomatic  and  med- 
ical benefits  that  would  accrue  by  incorpo- 
rating the  physician  into  every  phase  of  de- 
velopment in  a growing  land.  Medicine  is 
possibly  the  last,  and  certainly  the  finest, 
untapped  resource  of  international  di- 
plomacy. 
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History 

The  role  of  medicine  in  international 
diplomacy  is  not  new.  The  great  Arab 
physician,  Avicenna,  served  his  kings  not 
only  with  medicines  but  with  his  presence 
and  reputation  in  the  role  of  international 
emissary.  In  our  country  it  is  significant 
that  six  of  the  signers  of  the  Declaration  of 
Independence  were  physicians  and,  in  this 
age  of  L.B.J.,  it  may  be  even  more  appro- 
priate to  note  that  the  last  president  of  the 
independent  state  of  Texas  was  a physician. 
One  can  find  similar  examples  in  almost  all 
lands:  Clemenceau  in  France,  Kubitschek 
in  Brazil,  Ayora  in  Ecuador,  and  Banda  in 
Malawi.  A.  Laraki,  M.D.,  a Moroccan 
physician,  has  recently  been  appointed  his 
nation’s  ambassador  to  the  United  States. 

If  one’s  argument  for  increased  medical- 
diplomatic  collaboration  was  predicated 
even  on  the  solely  selfish  demands  of  medi- 
cine, there  would  be  adequate  reason  and 
rich  precedent.  Bartholin,  one  of  the  great 
scholars  of  the  sixteenth  century,  advised 
his  sons  as  follows: 

In  our  age  such  great  usefulness  redounds 
to  the  physician  from  his  travels  that  no  one 
puts  much  faith  in  the  authority  of  a physi- 
cian who  has  not  set  foot  outside  his  native 
land,  and  although  each  may  have  at  home  in 
abundance  those  things  which  are  necessary 
for  medical  instruction,  nevertheless  they 
ought  to  be  strengthened  or  increased  by  a 
comparison  with  things  abroad.  There  is  a 
vast  delight  and  pleasure  in  gazing  upon 
foreign  lands  and  fields,  mountains  and  rivers, 
observing  the  benignity  of  nature’s  variety 
everywhere,  the  different  conditions  of  the 
sick  in  homes  and  in  hospitals  with  their  great 
number  of  beds,  which  can  readily  be  seen 
here  and  there,  examining  the  methods  for 
treating  the  patients,  enjoying  the  conversa- 
tion of  the  learned  men  and  calling  forth 
their  experiences,  and  visiting  the  labora- 
tories, the  furnaces  of  the  chemists,  the  phar- 
macies and  unguent  shops  ... 

Osier,  America’s  Avicenna  and  Rhazes 
rolled  into  one,  re-emphasized  this  need  in 
our  own  country: 

Let  our  young  men,  particularly  those  who 
aspire  to  teaching  positions,  go  abroad.  They 
can  find  at  home  laboratories  and  hospitals 
as  well  equipped  as  any  in  the  world,  but  they 
may  find  abroad  more  than  they  knew  they 
sought — widened  sympathies,  heightened 
ideals  and  something  perhaps  of  Welt-Kultur 
which  will  remain  through  life  as  the  best 
potection  against  the  vice  of  nationalism.  . . . 

Full  knowledge,  which  alone  disperses  the 


mists  of  ignorance,  can  only  be  obtained  by 
travel  or  by  a thorough  acquaintance  with 
the  literature  of  the  different  countries. 
Personal,  first-hand  intercourse  with  men  of 
different  lands,  when  the  mind  is  young  and 
plastic,  is  the  best  vaccination  against  the  dis- 
ease (nationalism).  . . . 

During  the  past  five  years  I have  had  the 
privilege  of  intimate  contact  with  numerous 
diplomatic  facilities  while  being  associated 
with  and  later  directing  American  medical 
research  teams  working  in  various  tropical 
areas.  It  is  on  experiences  born  of  such  la- 
bors, and  the  impressions  formed  therefrom, 
that  this  article  is  written;  although  refer- 
ence is  made  here  to  the  potential  of  tropical 
disease-diplomatic  collaboration,  many  of 
the  comments  would  be  equally  applicable 
if  a surgeon,  an  internist,  or  even  a psychia- 
trist considered  this  problem.  Tropical 
medicine  is  a fortunate  example  in  that  it  is 
so  intimately  involved  with  the  major  medi- 
cal needs  of  the  world  and  that  these  ill- 
nesses constitute  the  contagious  epidemics 
that  so  dramatically  alter  a nation’s  life  and 
whose  control  often  demands  international 
assistance. 

No  other  field  of  medicine  has  been  so  in- 
fluenced by  the  march  of  science  in  this  cen- 
tury as  that  of  tropical  diseases.  Because 
of  both  the  domestic  pressures  in  pushing 
back  our  own  frontiers  and  a traditional 
isolationist  political  philosophy,  the  United 
States  contributed  relatively  little  to  this 
dramatic  tale  until  the  global  scope  and 
effect  of  infection  in  World  War  II  made  a 
knowledge  of  tropical  diseases  obligatory 
for  American  military  men.  Since  1945  our 
role  as  leader  of  the  Western  world  has 
brought  additional  political  and  economic 
reasons  for  concern  in  this  field.  The  ever- 
increasing  number  of  air  travelers  from  the 
tropics  to  our  shores  now  adds  another 
pragmatic  basis  for  expanded  efforts  and 
interest  in  international  health. 

Several  medical  schools  in  this  country 
have  fostered  programs  that  enable  stu- 
dents and  young  physicians  to  obtain  part 
of  their  training  in  the  tropics.  In  the 
tropics  there  are  also  a number  of  illustrious 
American  medical  centers  such  as  the  virus 
laboratories  of  the  Rockefeller  Foundation, 
the  Leonard  Wood  Leprosy  Foundation, 
numerous  missionary  organizations,  and 
various  cooperative  projects  between  the 
National  Institutes  of  Health  or  local  medi- 
cal schools  and  foreign  governments.  But 
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the  mission  of  all  these  programs  is  highly 
specialized,  and  since  their  medical  staffs 
are  small  and  already  committed,  it  may  be 
difficult  or  impossible  for  them,  on  short 
notice,  to  incorporate  themselves  thor- 
oughly in  the  acute,  urgent  problems  of  new 
nations  plagued  by  epidemics  or  in  the 
difficulties  of  ambassadors,  willing  to  assist 
but  handicapped  by  inadequate  medical 
advice. 

Only  a few  American  medical  institutions 
in  the  tropics,  such  as  those  located  in 
Egypt,  Panama,  Malaysia,  and  Puerto 
Rico,  have  a sufficient  number  of  trained 
personnel  to  carry  out,  on  short  notice, 
comprehensive,  multidisciplinary  research. 
Although  few  in  number,  the  scientific 
equipment  and  research  facilities  of  these 
establishments  is  without  parallel  in  the 
tropics.  Whether  under  military  or  civilian 
aegis,  the  goal  of  each  center  is  similar — 
that  is,  to  study  endemic  diseases  of  the 
area  in  their  natural  surroundings. 

It  is  from  these  research  centers  that  I be- 
lieve the  most  practical  and  meaningful  be- 
ginning in  diplomatic-medical  collaboration 
could  be  initiated.  A single  example  in 
Africa  will  demonstrate  the  mutual  benefits 
that  can  accrue. 

After  the  severe  drought  of  1964  in 
Somalia,  dysentery  was  noted  to  be  compli- 
cating widespread  famine.  The  cause  of 
this  dysentery  outbreak  was  unknown,  and 
when  it  was  apparent,  from  a mortality  rate 
rising  to  15  per  cent,  that  the  standard  ther- 
apy employed  there  was  ineffective,  the 
Ministry  of  Health  invited  an  American  re- 
search team  to  investigate  and  advise.  By 
establishing  a field  laboratory  in  the  center 
of  the  afflicted  area  it  was  possible,  within 
one  month,  to  identify  the  causative  organ- 
ism and  determine  its  range  of  antibiotic 
sensitivities.  The  American  embassy  in 
Mogadiscio  was  then  able  to  act  and  sup- 
plied four  physicians  and  14  technicians 
from  an  Army  tactical  group,  a large  quan- 
tity of  surplus  foods,  and  antibiotics.  The 
dysentery  epidemic  was  broken,  and  a 
Somali  official  reported  “it  was  the  best 
thing  the  United  States  ever  did  here.”  An 
American  official  viewed  the  same  effort,  in 
somewhat  cryptic  State  Department  par- 
lance, as  “the  neatest  aid  package  ever  seen 
in  Somalia.”  Somalia  has  benefited  by  the 
knowledge  accrued  and  the  attention  fo- 
cused on  its  needs,  while  medical  research 


has  availed  itself  of  the  opportunity  of 
studying  an  epidemic  without  being  sub- 
merged in  the  enormous  administrative 
problems  of  establishing  a health  service  in 
an  extremely  undeveloped  land. 

Suggestions 

The  establishment  of  additional  Ameri- 
can research  centers  in  areas  of  the  tropics, 
other  than  the  major  sites  noted,  may  seem 
to  be  the  ideal  solution.  It  is,  however,  an 
unrealistic  one.  The  paucity  of  investi- 
gators willing  and  qualified  to  work  in  trop- 
ical diseases,  coupled  with  the  enormous  ex- 
pense of  initiating  a research  center,  make 
such  a proposal  untenable.  An  alternative 
would  be  the  provision  of  highly  mobile 
units  working  within  the  framework  of  ex- 
isting research  centers,  American  medical 
schools,  and  embassy  systems. 

Areas  of  interest  for  each  of  the  major 
American  research  units  should  be  zoned. 
A field  unit  capable  of  rapid  movement  from 
the  central  laboratories  into  the  throes  of  an 
epidemic  anywhere  within  the  sphere  of  in- 
terest should  be  established.  A memo- 
randum regarding  the  capacity  and  inter- 
ests of  this  unit  should  be  sent  to  American 
ambassadors  in  the  area. 

The  State  Department’s  contribution  to 
the  success  of  the  mobile  unit  will  be  depend- 
ent on  its  awareness  of  the  medical  re- 
sources available,  on  its  appreciation  of  the 
value  of  the  team’s  presence  during  the 
acute  phase  of  the  epidemic,  and  it  is  obvi- 
ously essential  that  the  State  Department 
clearly  understand  the  customs  and  limita- 
tions peculiar  to  ethical  medical  public 
relations. 

Regardless  of  the  particular  goal  of  each 
trip,  an  attempt  should  be  made  to  obtain  a 
thorough  health  picture  of  the  area.  Thus, 
biologic  specimens,  serum,  and  stools  should 
be  collected  for  later  analysis  at  the  main 
laboratory  even  though  the  primary  aim  of 
the  trip  be  to  investigate  an  unrelated  prob- 
lem. The  application  of  elaborate  scien- 
tific tools  at  the  main  laboratories  to  speci- 
mens obtained  from  diseases  that  are  rare 
and  vanishing,  or  occur  in  isolated  areas,  is 
an  opportunity  that  should  not  be  forfeited. 

415  West  51st  Street 
New  York,  New  York  10019 
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On  October  29,  1960,  “The  Medical 
Scene,”  a short  story  by  Miss  Lillian  Ross, 
appeared  within  the  pages  of  the  New 
Yorker  magazine.  Subsequently  seven 
more  pieces  were  published,  which  traced 
the  careers  of  Dr.  Spencer  Fifield,  a bum- 
bling vaguely  necrophiliac  internist,  and 
his  psychoanalyst,  Dr.  A1  Blauberman.  By 
the  time  the  series  had  been  expanded  and 
rearranged  in  novella  form,  Vertical  and 
Horizontal,1  Dr.  Blauberman  was  being 
gleefully  called  up  in  the  service  of  massive 
resistance  by  any  number  of  recalcitrant 
analysands;  successful  dodgers  of  psycho- 
therapy cited  Blauberman’ s fatuous  inter- 
pretations to  explain  away  their  reluctance 
to  consult  a psychiatrist;  and  those  un- 
happy souls — they  are  far  from  few — who 
remembered  unhappy  fifty-minute  hours, 
found  comfort  in  Miss  Ross’  barbs  and  Dr. 
Fifield’s  delirium  of  agonizing  reappraisal. 

Although  a prominent  analyst  recently 
greeted  his  lecture  audience  with:  “Ladies, 
gentlemen,  and  Dr.  Blauberman,  wherever 
you  may  be  . . . the  psychiatric  commu- 
nity seems  to  have  neglected,  at  least  pub- 
licly, the  arrival  of  Dr.  Blauberman  as  a 
significant  moral  force  for  our  time.  Psy- 
chiatrists do  not,  after  all,  differ  greatly 


from  other  professionals  in  their  capacity 
for  defending  themselves  by  closing  ranks 
with  truly  awesome  silence.  I suppose  that 
everyone  hoped  that  Miss  Ross  would 
eventually  cease  to  be  plagued  by  what- 
ever bee  was  under  her  bonnet  and  leave  us 
to  continue  the  good  work  in  relative  peace. 

It  cannot  be  easily  ignored  that  Miss  Ross 
is  only  the  latest  of  our  increasingly  vocif- 
erous critics;  in  recent  years,  analysts  have 
been  losing  that  curious  aura  of  remote 
sanctity  they  once  could  claim.  If  the 
lawyer’s  error  is  left  hanging  in  the  air  and 
surgery’s  mistake  buried  underground,  the 
contretemps  of  today’s  psychotherapist  is 
often  dissected  over  martinis.  When  ex- 
posed to  this  cocktail  party  carping,  the 
embattled  psychiatrist  assumes  his  char- 
acteristic vertical  position,  back  against 
wall,  and  calmly  explains  that  only  the 
specialist  with  years  of  training  can  pass 
accurate  judgment  on  the  intricate  events 
of  a therapeutic  encounter.  He  is  quick  to 
point  out  that  the  public  gab  which  sur- 
rounds his  daily  efforts  inevitably  distorts 
valued  communication,  rendering  criticism 
unknowing,  naive,  and  perhaps  referable  to 
some  neurotic  warp  of  the  critic. 

While  I would  never  take  issue  with  this 
line  of  defense,  I am  somehow  reminded  of 
Winston  Churchill’s  mot  to  the  effect  that 
you  never  help  your  dignity  much  by  stand- 
ing on  it.  For  Miss  Ross  undoubtedly  has 
hit  us  where  it  hurts,  and  her  arrows  stick 
fast:  like  it  or  not,  Dr.  Blauberman  and 

Sailboat  Selzer  are  here  to  stay.  Now, 
character  assassination  will  certainly  do  us 
no  honor;  I mean  the  type  of  scurrilous 
attack  whose  genre  is  unique  to  our  calling: 
the  evocation  of  various  subtle  aberra- 
tions— penis  envy,  faulty  bowel  training, 
existential  guilt,  or  what  have  you.  Miss 
Ross’  digs  were  made  in  the  spirit  of  good 
rotten  fun,  but  one  also  detects  in  her  par- 
ody a genuine  concern  for  our  welfare.  If 
our  image  has  slipped  a bit,  blaming  the 
public  neurosis  may  only  be  begging  the 
issue.  Miss  Ross  clearly  deserves  consid- 
eration and  answer. 

Psychiatry  in  literature 

To  begin,  Miss  Ross’s  charge  that 
psychoanalysts  have  evolved  into  incurable 
squares  appears  even  more  intriguing  when 
we  recall  that  the  principles  of  psychoana- 
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lytic  inquiry  were  formulated  by  a Founding 
Father  who  might  himself  qualify  for  “out- 
group” membership: 

(Freud’s)  ethnic  pride  projects  his  desire 
for  that  unhampered  critical  utterance  which 
is  the  religion  of  the  “infidel  Jew,”  standing 
on  the  edge  of  an  alien  culture  and  per- 
petually arrayed  against  it  . . . his  minority 
group  loyalty  reinforced  his  image  of  an 
embattled  psycho-analytic  minority  . . ,2 

The  new  discipline  initially  met  with  a 
favorable  reception  by  a few  courageous 
individuals  with  genius  and  farsightedness 
enough  to  recognize  its  validity.  However, 
psychoanalysis  was  also  enthusiastically 
taken  up  by  many  of  the  neurotic,  the  dis- 
possessed, the  creative,  and  the  idle  chatter- 
boxes who  only  wanted  to  be  completely 
au  courant  with  any  notion  which  had  a 
reputation  for  being  modern  and  deliciously 
scandalous.  Then,  and  probably  now, 
there  was  a tremendous  disproportion  be- 
tween the  number  treated  and  those  merely 
interested  in  the  philosophy  behind  the 
method. 

In  the  first  thirty  years  of  the  century,  as 
the  striking  sociologic,  anthropologic,  and 
even  political  ramifications  of  Freud’s  theo- 
ries first  exploded  on  the  contemporary 
scene,  the  analyst  often  found  himself 
thrust  into  the  vanguard  of  nonconformity, 
if  solely  on  the  basis  of  his  inevitable  iden- 
tification with  the  expanding  popular  liter- 
ature about  his  field.  But  with  the  wide- 
spread dissemination  of  analytic  doctrines 
accomplished  by  mass  media  and  the  in- 
creasingly greater  accessibility  of  physician 
to  patient,  familiarity  itself  has  bred  a cer- 
tain disenchantment. 

Norman  Mailer,3  the  noted  American 
novelist  and  essayist,  is  another  of  our  most 
outspoken  and  literate  critics,  and  he  bears 
a certain  kinship  to  Miss  Ross.  In  his  pro- 
vocative study,  “The  White  Negro,”  he 
acknowledges  a debt  to  the  old  arch-hip- 
sters  of  the  Viennese  movement,  notably 
Wilhelm  Reich,  and  calls  out  our  current 
practitioners  as  apostates  from  Hip,  grey- 
witted  bourgeois  who  have  sold  their  birth- 
right in  favor  of  considerably  safer  values 
which  get  no  analyst  in  trouble  with  any 
Establishment: 

Sedentary,  middle  class,  most  analysts  are 
obliged  to  be  more  proper  than  proper  . . . 


the  analyst  is  Gibraltar  in  a pathless  middle 
class  sea,  his  guiding  torch  is  lit  by  money  . . ,3 

The  therapist  quietly  decays  into  an 
apostle  of  normalcy,  a medical  Babbitt  who 
suppresses  with  unrelenting  vigor  the 
passion  of  his  more  talented  clients.  Far 
from  holding  its  once  powerful  attraction 
for  the  artist,  classical  analysis  now  repre- 
sents the  antithesis  of  spontaneous  creative 
expression: 

. . . the  success  of  psychoanalysis  (which 
even  ten  years  ago  gave  promise  of  becoming 
a direct  major  force)  diminishes  because  of  its 
. . . incapacity  to  handle  patients  more  com- 
plex, more  experienced,  more  adventurous 
than  the  analyst  himself  . . . The  patient  is 
not  so  much  changed  as  aged  . . . the  result  for 
all  too  many  patients  is  a diminution  ...  of 
their  most  interesting  qualities  and  vices. 
The  patient  is  indeed  not  so  much  altered  as 
worn  out  . . . less  bright,  less  willful,  less 
destructive,  less  creative  . . ,4 

This  rather  sweeping  generalization  does 
have  some  bite  when  we  view  Blauberman 
in  action.  In  “Night  and  Day,  Day  and 
Night”  his  analyst  tells  Spencer  one  Friday 
afternoon:  “Forget  associating.  You  go 
for  a fun  weekend.  Forget  the  analysis, 
mmmm?”1  Dr.  Fifield  is  well  into  his 
fifteenth  year  of  therapy;  Blauberman’s 
injunction  rings  singularly  hollow.  His 
powers  of  obsessive  self-observation  in- 
credibly hypertrophied,  his  treatment  a 
chaos  of  morbid  introspection  and  endless 
psychopathologic  nit  picking,  how  can 
Spencer  act  like  anything  but  the  miserable 
suburban  schnook  Blauberman  has  care- 
fully shaped,  with  malice  aforethought? 

Mailer3  implies  that  our  profession  let 
artists  down  when  offices  on  Park  Avenue 
started  going  up;  appropriate  to  the  in- 
evitable egocentricity  of  the  hipster,  he  is 
most  concerned  with  what  analysts  might 
have  done  for  the  psychopathic  patient 
“more  complex,  more  experienced,  more 
adventurous  than  the  analyst  himself.” 
Artists  may  take  what  they  imagine  any 
system  of  belief  might  offer  in  the  way  of 
expanding  their  gifts,  only  to  turn  away 
bitterly  when  belief  seems  to  fail  their  tal- 
ent, whether  faith  has  led  them  to  dialectic 
materialism,  peyote,  or  the  couch.  How- 
ever, the  science  of  psychotherapy  shall 
not  be  defined  by  the  needs  of  hipsters  and 
never  pretended  to  cater  to  the  specific  itch 
of  any  group,  “in”  or  “out.”  Psychoanal- 
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ysis  was  born  painfully  out  of  the  attempt 
to  grasp  meaning  in  the  universal  signs  and 
symbols  of  mental  illness,  in  phenomena 
which  are  notoriously  no  respecters  of  class 
or  value  systems.  If  analytic  principles  can 
illuminate  the  motives  of  a Michelangelo, 
they  should  also  help  us  alleviate  the  suffer- 
ing of  a phobic  businessman. 

In  “The  White  Negro”  Mailer3  indicates 
a sure  cure  for  psychopathy:  acting  out. 
He  deliberately  excommunicates  the  psy- 
chopath from  a rational  understanding  of 
his  darker  impulses,  seeking  no  apology  for 
doing  so.  Miss  Ross  appears  more  con- 
cerned with  the  fallibility  of  Dr.  Blauber- 
man  than  the  philosophy  of  Hip.  She  uses 
ostensible  hipsters  like  Annie  Melvin  and 
Eph  Samuels  to  castigate  the  withered 
sensibilities  of  her  analysts.  Annie  and 
Eph  are  ingenuous  and  quite  harmless,  but 
the  White  Negro  is  given  to  us  as  an  in- 
tellectual savage.  Miss  Ross’s  satire  also 
is  more  damning  than  Mailer’s  cynicism, 
because  she  depicts  so  clearly  how  analytic 
disasters  and  failure  of  technic  or  of  nerve, 
or  simple  humanity,  may  affect  the  emo- 
tional health  of  hipster  and  housewife  alike; 
those  who,  in  the  best  of  faith,  entrust 
their  treatment  to  the  Blaubermans 
among  us,  stand  the  risk  of  being  rendered 
into  gutless  marionettes,  with  strings 
twitched  by  intellectually  corrupt  cowards. 

There  are  no  lack  of  references  to  ana- 
lysts of  character  in  Vertical  and  Horizontal. 
Annie  Melvin’s  brother,  a physician,  says: 

“There  must  be  some  nonjerky  ana- 
lysts . . . only  they’re  busy  working  . . . 
and  you  never  hear  about  them  . . ,”5 
Miss  Ross  takes  pains  not  to  let  us  hear 
about  them  too  often;  after  all,  Blauber- 
man’s  boobery  does  make  funnier  copy  than 
the  obvious  competence  of  Dr.  Hans  Radel- 
sheim,  the  therapist  who  finally  rescues  the 
jazzman  Eph  Samuels  from  the  Fifield- 
Blauberman  entente.  Radelsheim  is  smart, 
humane,  and  worthy  of  our  respect.  So 
seem  many  of  his  colleagues  who  only, 
however,  barely  make  the  background. 
These  men  usually  are  emigres  from  the 
European  analytic  schools.  Contemporary 
American-born  therapists  such  as  Sailboat 
Selzer  look  foolish  and  provincial  by  com- 
parison, sorry  products  of  a metropolitan 
neurosis.  Paradoxically,  in  Miss  Ross’s 
medical  scene,  it  is  the  younger  analysts 
who  are  conservative,  intellectually  viti- 


ated, and  hidebound  by  tradition,  not 
their  older  teachers. 

The  modern  therapist 

If  the  excellence  of  Radelsheim  and 
others  like  him  is  taken  as  a fait  accompli, 
it  is  because  the  good  guys  have  little  in- 
trinsic interest  for  Miss  Ross;  she  is  too 
busy  catching  up  with  bad  guys.  Dr. 
Blauberman  is  first  and  foremost  a bad 
person.  He  is  next  a poor  therapist,  al- 
though it  may  be  splitting  hairs  to  sort  out 
and  assign  his  flaws  to  human  nature  or 
analytic  nurture.  Sententious  blowhards 
like  him  have  a nasty  knack  for  dovetailing 
their  dispositions  with  some  of  the  more  un- 
favorable, to  the  layman,  aspects  of  analytic 
practice:  the  relative  secrecy  with  which 
analysts  pursue  their  work,  the  difficulty 
one  therapist  may  encounter  in  passing 
accurate  judgment  on  just  what  the  devil 
another  physician  is  doing  behind  his  door, 
and  finally,  the  genuine  inability  of  the  pa- 
tient to  evaluate  his  analyst’s  performance, 
once  caught  up  in  the  tangled  web  of  trans- 
ference. 

Dr.  Blauberman  has  undergone  strenuous 
training;  he  possesses  all  the  signs  of  hon- 
orable accreditation  and  yet  remains  an 
offensively  dull  clod.  If  his  errors  are  fla- 
grant, they  are  by  no  means  new.  Years 
of  schooling,  the  endless  hours  a young 
therapist  shares  with  more  experienced 
men  in  tearing  his  patient’s  communica- 
tions apart,  should  continually  acquaint 
us  with  the  potential  for  fallibility  the  pro- 
fession harbors.  Everyone,  psychiatrist 
or  psychoanalyst,  makes  mistakes  like 
Blauberman’s  at  one  point  or  another,  but 
usually  quite  early  in  the  game  when  the 
checks  and  balances  of  a training  program 
provide  us  with  supervisors  who  can  tell  us 
that  we  should  know  better. 

For  instance,  Blauberman  has  an  irri- 
tating propensity  for  showering  his  patients 
with  uncalled-for  advice.  Analysts  in 
Vertical  and  Horizontal  are  forever  giving 
pointed  lessons  in  “coping.”  Housewives 
must  buy  Balenciagas  to  bolster  their 
sagging  egos,  poor  Dr.  Fifield  is  directed  to 
fix  his  bovine  fantasy  life  on  upper  middle- 
class  college  women,  for  in  Blauberman’s 
myopic  view  Barnard  College  and  its  sister 
institutions  are  the  ultimate  reservoirs  of 
gals  with  plenty  of  “give-love.”  Why  not: 
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didn’t  Blauberman  himself  marry  a Bar- 
nard graduate?  But  we  may  wonder  who 
really  asked  the  doctor  for  this  homely  ki- 
bitzing and  who  needs  it. 

Errors  in  therapy 

Undoubtedly  many  patients  give  a de- 
ceptive appearance  of  wanting  to  be  told 
how  to  run  their  lives.  Confronted  by  the 
overwhelming  demands  of  the  analysand 
who  is  only  too  glad  to  confuse  a casual 
observation  with  an  imperious  command, 
the  therapist  who  is  worth  his  salt  should 
consider  what  currency  an  admonition  to 
action  will  hold  in  analytic  work.  If  pa- 
tients all  contain  within  themselves  a 
small  child  begging  for  controls,  its  twin 
is  a wild  Indian  who  chafes  miserably  at 
authoritarian  gestures.  Tell  the  patient 
what  to  do  and  how  to  do  it  long  and  loudly 
enough,  and  any  therapy  which  intends  to 
do  more  than  support  the  patient’s  defense 
inevitably  comes  to  wrack.  I certainly  do 
not  wish  to  imply  here  that  the  analyst 
should  not  be  entitled  to  give  realistic  in- 
formation on  subjects  which  the  patient 
shows  considerable  ignorance  of.  But  it  is 
not  fair  to  thrust  half-baked  Weltan- 
schauungs  down  his  throat. 

There  are  more  disturbed  cases  in  which 
the  psychiatrist  may  justifiably  intervene 
in  the  patient’s  pattern  of  living.  Here, 
however,  maximum  value  is  achieved  when 
the  patient  knows  that  we  are  telling  him 
what  not  to  do  rather  than  what  to  do. 
This  is  not  idle  sophistry:  the  difference,  al- 
though often  subtle,  is  quite  real.  In  work- 
ing with  a violent  psychotic  patient,  even  at 
the  moment  of  applying  restraints,  the 
therapist  will  bear  in  mind  that  future  more 
healthy  assertions  of  the  self  will  be  both  ex- 
pected and  desirable.  The  patient’s  striv- 
ing for  freedom  of  choice  may  be  mightily 
obscured  by  strong  passive  wishes.  Never- 
theless, such  striving  must  be  recognized, 
cherished,  and  consistently  interpreted  if 
our  efforts  are  to  succeed. 

Analysis  of  Blauberman 

“The  Ordeal  of  Dr.  Blauberman,”  the 
longest  story  of  the  series,  provides  us  with 
a vivid  textbook  of  analytic  boo-boos. 
Ephraim  Samuels,  a promising  young  clar- 


inetist, was  working  intensively  with  an 
elderly  teacher  when  he  became  afflicted 
with  a severe  case  of  hepatitis  and  had  to 
abandon  his  music.  In  this  setting  he 
develops  a mild  depression,  meets  Fifield, 
the  analytic  evangelist,  and  is  referred  to 
Dr.  Blauberman. 

Miss  Ross  may  be  implying  that  Eph  has 
no  place  on  the  couch;  that  he  is  merely  a 
very  gifted  young  man  groping  to  find  him- 
self who  has  been  temporarily  afflicted  with 
the  self-limited  blues.  With  an  obvious 
bias,  I do  believe  that  Eph’s  symptoms 
stem  from  neurotic  conflict  and  fall  well 
within  the  province  of  the  psychotherapist. 
As  the  story  opens  we  learn  that  Eph’s 
mother  has  been  dead  for  a relatively  short 
time.  Eph  still  lives  with  his  father  and  is 
obviously  attached  to  this  gentle  man  as 
well  as  the  entire  family  circle,  each  member 
of  which  has  an  appetite  for  uncalculating 
nonconformity  which  Eph  shares  com- 
pletely and  unselfconsciously. 

Eph  comes  across  as  a very  appealing 
person,  but  he  has  not  really  made  it  out- 
side his  home  in  any  sense.  His  professional 
life  is  restricted  to  occasional  appearances 
in  Village  jazz  spots  and  a rather  dependent 
relationship  with  the  old  clarinet  teacher. 
If  women  don’t  seem  to  bother  him,  they 
do  not  hold  much  interest  for  him  either. 
His  strongest  emotional  investment  re- 
mains in  the  klatch  of  accepting  kooks  he 
grew  up  with;  it  is  precisely  this  invest- 
ment which  arouses  Blauberman’s  hostility 
so  irrationally  and  implacably. 

From  the  first  session,  this  analyst  ob- 
viously has  great  expectations  for  his  pa- 
tient. This  in  itself  is  a very  bad  sign. 
Blauberman’s  hopes  have  little  to  do  with 
what  kind  of  unique  human  being  the  pa- 
tient might  be.  Flaubert  said  that  every 
bourgeois  contains  the  debris  of  a poet; 
scratch  an  analyst  and  you  may  occasion- 
ally find  a frustrated  artist  with  a proclivity 
for  refreshing  himself  vicariously  through 
the  lives  of  his  patients.  Alas,  Blauber- 
man’s pretentions  are  not  even  so  much 
artistic  as  socioeconomic.  An  inveterate 
social  climber,  he  continually  carps  to  Spen- 
cer about  his  exclusion  from  the  charmed 
circle  of  witty  ex- Viennese  practitioners. 

With  remarkable  callousness,  Blauber- 
man denies  the  originality  of  any  patient, 
regardless  of  background  or  earning  capac- 
ity. He  dismisses  the  majority  of  his  cases 
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as  “driftwood”  in  his  own  mind,  but  con- 
tinues to  treat.  His  patients  are  being 
swindled  five  times  a week  and  don’t  know 
it.  Eph’s  originality  intrigues  him;  Blau- 
berman  wants  Eph  to  fulfill  his  musical 
promise  in  the  analyst’s  own  queasy  image 
of  health;  through  the  mass  media,  by 
meeting  celebrities,  and  going  after  the  big 
buck.  Blauberman’s  dim  vision  of  the  artist 
is  compounded  of  what  Blauberman  is  (fi- 
nancially solvent,  and  it  took  a long  time  to 
get  there),  and  of  what  he  wishes  to  be  (a 
very  popular  fella).  His  small  soul  holds 
forth  dreary  promises  of  smug  split-level 
comfort.  The  more  he  leaches  life  from 
his  patient  to  satisfy  his  own  constricted 
ego,  the  greater  the  damage  to  Eph’s 
emotional  well-being,  which  is  already 
seriously  compromised. 

Blauberman  perceives  Eph’s  dependence 
on  family,  father,  and  teacher  as  through  a 
glass,  very  darkly.  He  repeatedly  inter- 
prets Eph’s  fear  of  competition,  his  wishes 
to  cleave  forever  to  the  security  of  home. 
These  interpretations  are  correct  as  far  as 
they  go,  but  when  Eph  begins  to  present 
his  core  conflicts  with  increasing  intensity, 
Blauberman’s  own  unresolved  difficulties 
emerge  and  are  largely  responsible  for  the 
inevitable  destruction  of  the  analysis. 

At  the  age  of  twenty-eight,  Eph  is  under- 
going a kind  of  delayed  adolescence,  an 
identity  crisis  after  a long  moratorium. 
His  older  siblings  have  managed  to  fit 
themselves  into  roles  outside  the  home. 
The  youngest  son  of  a man  who  recently 
lost  his  wife,  Eph  lives  with  the  father  and 
cares  for  him  the  way  mother  did  when  she 
was  alive;  simultaneously,  he  receives  an 
almost  maternal  sustenance  from  the  lonely 
older  man: 

Pop  is  a big  lemonade  drinker  ...  so  I got 
to  be  one,  too  ...  I guess  that’s  a great  ex- 
ample of  how  unseparated  from  him  I am  . . . 
whenever  I’m  practicing  he  always  makes  a 
large  pitcher  of  cold  lemonade  and  leaves  it 
handy  for  me  to  get  at  . . . then  he’ll  retire 
and  read  a book  and  listen  to  me  practice  . . ,6 

Blauberman  responds  to  this  rather  touch- 
ing scene  with  characteristic  peevishness;  his 
interpretation  contains  just  enough  of  the 
truth  to  wound  his  patient  seriously:  “So 
maybe  your  father  should  go  to  an  analyst 
to  wean  him  away  from  you,  yes?”7 

We  know  that  Blauberman’s  own  father 
was  an  autocratic  lower-class  Jew;  Blau- 


berman had  to  fight  terrifically  to  get  free 
of  him  and  all  the  penury  he  stood  for. 
Tragically,  the  analyst  has  never  really 
been  freed.  He  continues  to  quarrel  with 
father,  demonstrating  his  independence  by 
the  wealth  and  respectability  which  ana- 
lytic practice  has  yielded  up.  By  encour- 
aging his  patients  to  rebel  against  their  par- 
ents (he  pulls  this  off  with  Spencer,  too), 
he  can  maintain  the  illusion  of  detachment 
from  his  own  unlucky  past. 

At  a psychoanalytic  society  meeting,  one 
of  the  old  guard  asserts  that: 

Analysts  possibly  are  not  too  well  prepared 
to  deal  . . . with  situations  in  which  parents 
might  have  a good  effect  on  their  children 
rather  than  the  opposite  . . ,8 

Blauberman  hears  this  and  gives  a snort 
of  disgust.  There  is  no  definition  for  love  in 
his  lexicon,  although  from  hostility  he 
knows  plenty.  He  demands  that  Eph  grow 
up,  since  being  a baby  is  not  conducive  to 
“get-well”;  he  hammers  away  unrelent- 
ingly at  Eph’s  unconscious  anger  toward 
Joseph  but  remains  peculiarly  insensitive 
to  the  genuine  affection  which  son  holds  for 
father.  He  never  grasps  how  Eph’s  frustra- 
tion mounts  as  his  powerful  strivings  for  ma- 
turity are  countered  by  equally  powerful 
wishes  to  be  taken  care  of.  Eph  cannot  de- 
fine his  identity  as  musician  or  man  with- 
out accusing  himself  of  an  angry  revolt 
against  an  internalized  image  of  the  beloved 
nonconformist  with  whom  he  also  identifies 
so  strongly.  Perhaps  Eph  represses  his 
search  for  more  meaningful  goals  because 
he  is  fearful  that  father  will  somehow  aban- 
don him,  as  mother  did,  through  a death 
which  left  father  and  son  clinging  so  desper- 
ately to  each  other.  One  gets  the  distinct 
impression  that,  like  so  many  patients  with 
a depressive  turn  of  mind,  Eph  hopelessly 
confuses  assertion  with  aggression. 

Since  Blauberman  makes  such  a large 
personal  investment  in  Eph’s  potential  for 
success,  it  is  not  surprising  that  the  analyst 
should  become  so  frustrated  and  irritable 
when  Eph’s  therapy  seems  to  bog  down. 
As  treatment  progresses,  Eph  develops 
insomnia,  feels  more  depressed  and  con- 
fused, loses  interest  in  music,  and  finally 
stops  practicing  altogether.  Blauberman 
performed  an  immense  disservice  to  the 
analytic  work  when  he  condemned  the  pa- 
tient’s past  without  considering  its  mean- 
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ingfulness  to  the  man  who  had  to  live 
through  it.  When  Eph  goes  on  to  reject 
achievement  on  Blauberman’s  terms,  the 
doctor  turns  furiously  on  his  patient  and 
literally  blames  him  for  his  symptoms: 

It  was  all  one  big  mess.  Transference,  that 
sine  qua  non  of  analyzability,  was  now  kaput 
. . . True,  Ephraim  had  formed  a kind  of 
attachment  to  him  ...  he  had  talked  about  his 
relationship  with  various  members  of  his 
family  . . . but  they  had  got  nowhere.  They 
hadn’t  worked  a damn  thing  through.  Dr. 
Blauberman  had  gone  way  beyond  the  call  of 
duty  for  this  boy,  but  Ephraim  wanted  to  re- 
main tied  to  his  teacher,  to  his  father,  to  his 
family.  . . . The  promise  of  Ephraim  as  a dif- 
ferent kind  of  patient  grew  dim  . . . the  more 
Dr.  Blauberman  heard  about  the  father  and 
the  Samuels  family,  the  more  fed  up  he  be- 
came . . . There  was  nothing  he  didn’t  know 
about  that  world,  and  he  didn’t  want  to  be 
reminded  of  it  any  more  than  he  wanted  to  be 
pushed  back  into  it.9 

Once  Blauberman  imagines  that  his 
orders  are  not  being  obeyed,  as  far  as  he  is 
concerned  the  transference  has  dissolved 
completely.  But  the  persistence  with 
which  Eph  continues  to  speak,  by  words  or 
by  acting  out,  to  a therapist  who  has  long 
ceased  to  listen,  adequately  attests  to  the 
ongoing  strength  of  an  unanalyzed  trans- 
ference. 

Let  go  of  your  father,  says  Blauberman, 
leave  off  this  childishness  with  the  music 
teacher;  it  is  all  unmanly.  Eph  listens  and 
chooses  to  give  up  his  clarinet.  The  gesture 
is  complex.  Having  severed  the  bonds  with 
his  sheltering  past,  he  turns  to  his  new  par- 
ent, the  doctor,  and  says:  “I’ve  tried  to  be 
good,  to  be  grown  up,  to  do  what  you  want, 
now  it’s  your  turn  to  take  care  of  me.”  The 
depth  of  Eph’s  subsequent  depression  dem- 
onstrates the  keenness  of  his  sense  of  dep- 
rivation and  object  loss,  as  does  the 
mounting  dependency  on  the  secobarbital 
which  Blauberman,  responding  uncon- 
sciously, gives  him  in  increasing  quantities. 

Eph’s  abandonment  of  art  also  expresses 
a growing  resistance  toward  the  painful 
process  of  analysis,  even  so  poorly  con- 
ducted, which  threatens  his  neurotic  equi- 
librium. Adopting  the  position  of  the  ana- 
clitic  infant,  he  is  telling  the  therapist: 
“See  how  all  these  people  you  told  me  to 
get  rid  of  were  so  important  to  me.  Look 
what  happens  to  me  when  I let  go  of  them — 


I can’t  even  work!  If  I can’t  have  them, 
there  is  nothing  else  I want,  not  from  you, 
not  from  anyone,  not  even  from  myself!” 

Resistance  is  a nonspecific  phenomenon 
which  eventually  would  have  arisen 
whether  a Blauberman  was  on  the  case  or 
not.  But  this  particular  analysand  is  well 
within  his  rights  to  develop,  over  and  above 
transferential  resentment,  some  genuine 
misgivings  about  his  doctor’s  hardheaded- 
ness.  The  therapist  with  integrity  takes 
his  patient’s  transference  seriously  but 
never  personally.  If  the  patient  manages 
to  pick  up  an  unresolved  pocket  of  neurosis 
in  the  personality  of  the  analyst,  the  thera- 
pist owes  it  to  the  analysand,  and  to  him- 
self, to  turn  his  consideration  dispassion- 
ately inward  and  resolve  countertrans- 
ference problems,  if  needs  be,  with  the  help 
of  further  control  analysis.  The  growing 
literature  on  countertransference  amply 
indicates  that  an  honest  appraisal  of  why 
a patient  makes  us  feel  or  act  a certain  way 
may  give  us  important  insights  into  just 
what  the  patient  is  trying  to  tell  us  about 
himself,  if  only  we  will  be  calm  enough  to 
listen. 

Blauberman  takes  Eph  Samuel’s  trans- 
ference personally,  but  never  seriously 
enough.  For  him,  Eph’s  depression,  his 
unwillingness  to  make  music  or  to  accept 
interpretations,  are  all  gauntlets  flung 
down  before  the  therapist,  challenges  which 
Blauberman  resents  too  deeply  ever  to  ap- 
proach with  any  degree  of  lucidity.  Be- 
cause he  forgets  to  link  his  patient’s  past 
with  the  present  narrative  of  the  analysis 
and  because  he  will  not  permit  himself  to 
examine  his  own  foibles,  Blauberman  can 
only  rant  and  condemn  the  patient  for  a 
lazy  beatnik  who  could  get  well  if  he  wanted 
to,  but  who  prefers  to  remain  a dependent 
bum. 

Blauberman  rejects  this  young  rebel  who 
has  the  temerity  to  refuse  his  particular 
brand  of  “get-well”  with  self-righteous  in- 
dignation. He  decides  abruptly  to  break 
off  analysis  and  refers  Eph  back  to  Dr. 
Fifield  for  “physical”  treatment  of  his  se- 
conal  addiction.  Having  provoked  the  pa- 
tient’s ravenous  dependency  without  the 
least  comprehension  of  its  sources,  he  pro- 
poses to  leave  Eph  high  and  dry.  At  this 
juncture,  Eph  is  really  presented  with  a 
choice  between  suicide  and  salvation.  He 
shows  infinitely  better  common  sense  than 
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Blauberman,  by  arranging  a consultation 
with  Hans  Radelsheim. 

Blauberman’s  behavior  waxes  more  ab- 
surd when  faced  with  the  consultation.  He 
urged  the  patient  to  separate  from  friends 
and  family  and  then  abandoned  him,  but 
he  absolutely  cannot  tolerate  the  idea  of 
another  analyst  coming  into  the  picture  to 
perform  a salvage  operation.  Aside  from 
his  pathologic  jealousy  of  Radelsheim’s 
professional  status,  Blauberman’s  own  sick 
attachment  to  his  patient  renders  it  im- 
possible for  him  to  let  go  of  Eph.  He 
counters  the  consultation  with  his  own  rec- 
ommendation for  hospital  care,  again  un- 
consciously intuiting  the  passive  dependent 
wishes  of  the  patient,  barring  Radelsheim 
from  the  picture: 

If  I couldn’t  analyze  you,  no  analyst  can 
analyze  you  . . . there  is  no  need  to  see  Radel- 
sheim any  more  ...  I will  not  be  treating  you 
for  awhile,  but  once  you  choose  an  analyst, 
there  is  something  of  the  analyst  that  stays 
with  you  always  . . ,10 

What  a horrible  perversion  of  the  helpful 
premise  that,  although  analysis  may  ter- 
minate, the  analyst’s  interpretations  will 
always  exist  to  enrich  the  patient’s  life,  for 
years  to  come!  Blauberman,  the  analyst 
with  a despotic  father,  would  prove  himself 
a better  parent  to  his  patients  than  any 
they  could  possibly  dredge  up  out  of  the 
past  or  any  other  analyst  they  might  pres- 
ently seek  out  because  of  his  incompetence. 
The  Greeks  called  this  measure  of  over- 
weaning pride  hubris;  the  Jews  name  it 
chutzba.  In  any  language,  it  has  no  cur- 
rency in  analytic  therapy. 

As  if  to  teach  the  same  senseless  lesson 
to  himself,  Blauberman  arranges  a free  con- 
sultation with  the  Samuels  family.  He 
slugs  it  out  with  them  toe  to  toe,  plays  the 
frustrated  savior,  and  portrays  Ephraim  as 
a recalcitrant  slob  who  won’t  do  his  ana- 
lytic homework.  The  family,  much  to  his 
genuine  surprise,  will  have  none  of  him. 
Nonconformists  they  all  may  be,  and  even 
slightly  neurosed,  but  they  are  fundamen- 
tally nicer  people  than  Blauberman.  They 
feel  that  they  can  take  better  care  of  Eph 
than  his  analyst,  and  they  are  quite  right. 
Blauberman  loses  his  fight  with  them  as  all 
such  fights  are  lost,  on  the  battleground  of 
his  own  unresolved  transference,  where  he 


is  eternally  tom  by  his  anger  toward  the 
unloving  figures  out  of  his  dismal  past,  by 
his  hopes  that  someone  will  care  for  him. 

If  Blauberman  is  incapable  of  under- 
standing the  love  Eph’s  family  bear  for  each 
other,  at  least  he  can  be  pathetically  moved 
by  it,  like  a little  boy  with  his  nose  pressed 
against  the  glass  of  the  candy  store  window: 

“I’ll  stick  with  pop.  Ephraim  said.” 
“Pop,”  Dr.  Blauberman  found  himself  say- 
ing aloud,  as  if  he  was  trying  the  word  out . . . 
so  he  wants  Pop.  Let  Pop  have  him  But 
Dr.  Blauberman  felt  a curious  pang  . . . They 
stood  quietly  for  a moment,  looking  at  him  in 
silence.  Then  they  started  out  of  the  office. 
Dr.  Blauberman  had  meant  to  stay  in  his 
chair,  but  instead  he  got  up  and  trailed  the 
family  out  to  the  waiting  room,  expecting 
them  to  stop,  to  say  they  would  do  what  he 
had  advised.  He  wanted  them  to  get  out  of 
his  sight,  but  he  wanted,  also  to  hold  on  to 
them  a little  longer  . . ,u 

Conclusion 

Blauberman’s  original  sin  is  the  presump- 
tion of  absolute  self-knowledge.  Given  an 
incredible  lack  of  insight  into  the  subtle 
pressures  of  his  own  past,  most  of  his  errors 
inescapably  follow.  A physician  may  chose 
psychiatry  for  his  lifework  because  of  un- 
resolved neurotic  hungers,  but  the  spirit  of 
honest  inquiry  which  will  maintain  him  in 
our  profession  must  be  free  from  all  the 
narrowing  prejudice  which  neurosis  implies. 
It  remains  a harrowing  reality  that  there 
exist  cold  ungiving  men  who  continue  to 
bind  suffering  patients  to  themselves  in  the 
name  of  rational  enlightenment;  were  this 
not  so,  Miss  Ross’  stories — and  she  is  not 
altogether  fair  to  the  profession — might 
never  have  had  to  be  written. 
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Progressive  Dysphagia, 
Cardiac  Arrhythmias, 
and  Congestive  Heart  Failure 

Case  history 

Lilia  Villena,  M.D.:  A seventy-eight- 

year-old  Chinese  male  was  admitted  to  the 
Beekman-Downtown  Hospital  with  com- 
plaints of  dysphagia  and  increasing  weak- 
ness for  three  months. 

About  three  or  four  months  before  ad- 
mission, the  patient  noticed  onset  of  gen- 
eralized weakness  with  an  increase  in  sever- 
ity together  with  progressive  inability  to 
swallow  solid  foods,  although  he  continued 
to  be  able  to  ingest  liquids.  His  appetite 
steadily  diminished,  and  at  the  time  of  ad- 
mission swallowing  was  associated  with  pain 
and  a sense  of  tightness  in  the  neck.  Over 
a two-month  period,  he  had  noticed  increas- 
ing cough  with  yellowish  sputum  and  oc- 
casional burning  on  urination. 

The  patient  had  been  known  to  have 
diabetes  for  seventeen  years,  controlled  by 
oral  tablets  three  times  a day  over  the  past 
several  years.  Six  years  before  admission, 
he  had  weighed  about  245  pounds  but  since 
that  time  had  lost  approximately  120 
pounds.  The  chronologic  features  of  the 
patient’s  history  were  obscured  by  a lan- 
guage barrier.  In  1927  the  patient  had 
undergone  an  operation  for  a peptic  ulcer. 
In  1957  he  had  sustained  an  injury  to  the 
left  side  of  the  chest  which  required  surgical 
intervention  of  indeterminate  nature. 

On  admission,  physical  examination  re- 
vealed a conscious,  apparently  alert  Chinese 
male,  mildly  short  of  breath,  with  edema 
of  the  lower  extremities.  The  blood  pres- 
sure was  100  systolic,  70  diastolic;  pulse 


rate  92,  respiratory  rate  26  per  minute; 
and  temperature  99.2  F.  The  positive 
physical  findings  included  patchy  pigmen- 
tation of  the  skin  of  the  forehead;  a small 
nodular  mass  on  the  left  upper  eyelid;  a 
Grade  II  to  III  retinopathy  bilaterally; 
poor  dental  hygiene  with  numerous  extrac- 
tions; and  slightly  enlarged  firm  lymph 
nodes  in  the  right  supraclavicular  area  and 
in  the  left  posterior  triangle  of  the  neck. 
There  was  a small  transverse  surgical  scar 
in  the  left  lower  axilla.  A moderate  in- 
crease in  the  anterior-posterior  diameter  of 
the  chest  was  noted  together  with  a few 
crepitant  rales  at  both  lung  bases  posteri- 
orly. The  liver  edge  was  firm,  nontender, 
and  palpable  3 to  4 fingerbreadths  below  the 
right  costal  margin.  There  was  a well- 
healed  surgical  scar  in  the  right  upper 
quadrant  of  the  abdomen.  Both  lower  ex- 
tremities showed  a 1 to  2 plus  pitting  edema, 
a leathery  texture  of  the  skin,  and  scattered 
patches  of  depigmentation  over  the  left 
pretibial  area  and  sacral  region.  Neuro- 
logic examination  revealed  absent  vibration 
and  position  senses  in  both  lower  extremities 
and  impaired  coordination  in  both  arms. 
All  deep  tendon  reflexes  were  absent  with 
equivocal  extensor  plantar  responses. 

The  routine  urinalysis  showed  a specific 
gravity  of  1.022  and  a trace  of  albumin. 
The  hemoglobin  was  11  Gm.  per  100  ml.; 
the  hematocrit  30;  the  white  blood  count 
8,600  per  cubic  millimeter;  the  differential 
count  revealed  62  per  cent  segmented  forms, 
9 per  cent  nonsegmented  forms,  23  per  cent 
lymphocytes,  and  6 per  cent  monocytes. 
The  serologic  test  for  syphilis  was  weakly 
positive  on  several  occasions.  The  blood 
urea  nitrogen  was  40  mg.  and  the  fasting 
blood  sugar  60  mg.  per  100  ml.;  the  carbon 
dioxide  combining  power  was  24.4  mEq., 
serum  sodium  135  mEq.,  serum  chlorides 
101  mEq.,  and  serum  potassium  4.6  mEq. 
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FIGURE  1.  X-ray  film  series.  (A)  Initial  film  showing  cardiac  enlargement  and  accentuated  pulmonary 
markings.  (B)  Barium  enema  showing  annular  lesion  in  distal  sigmoid  (arrow).  (C)  Barium  swallow  show- 
ing dilatation  of  upper  two-thirds  esophagus,  with  narrowing  and  displacement  of  lowest  one-third  (arrow). 


per  liter.  The  total  bilirubin  was  0.7  mg. 
per  100  ml.  with  a direct  fraction  0.1  mg. 
The  cephalin  flocculation  test  was  3 plus, 
and  the  thymol  turbidity  6.9  units  (normal 
0 to  2).  The  acid  phosphatase  was  0.8 
Gutman  units  (normal  0 to  4).  The  serum 
cholesterol  was  176  mg.  per  100  ml.  The 
serum  glutamic  oxaloacetic  transaminase 
was  75  units  (normal  10  to  40);  the  serum 
lactic  acid  dehydrogenase  was  1,050  units 
(normal  below  400).  The  total  serum  pro- 
tein was  7.4  Gm.  (albumin  3.2  Gm.,  glob- 
ulin 4.2  Gm.)  per  100  ml. 

The  initial  chest  x-ray  film  showed  a 
markedly  enlarged  cardiac  silhouette,  dif- 
fuse accentuation  of  pulmonary  markings 
bilaterally  compatible  with  pulmonary  con- 
gestion, and  an  elevation  of  the  left  leaf  of 
the  diaphragm.  There  were  some  old 
healed  fractures  of  the  left  ribs;  a portion 
of  the  left  ninth  rib  has  been  resected  (Fig. 
1A).  Barium  enema  was  attempted  but 
the  patient  was  unable  to  retain  the  contrast 
material,  and  the  examination  was  not  satis- 
factory. The  postevacuation  film  sug- 
gested the  presence  of  an  annular  lesion  in 
the  sigmoid  portion  of  the  colon  (Fig.  IB). 
Gastrointestinal  x-ray  studies  showed  mod- 
erate dilatation  of  the  upper  two-thirds  of 
the  esophagus  with  tortuosity  and  narrow- 
ing of  the  lower  third  and  delay  in  the  pas- 
sage of  contrast  material  (Fig.  1C).  There 
was  no  definite  evidence  of  intrinsic  disease 
of  the  esophagus.  The  stomach  showed 
evidence  of  a partial  gastrectomy  but  no 
other  abnormalities. 

The  initial  electrocardiogram  showed 


sinus  bradycardia,  first  degree  atrioventric- 
ular block,  and  deeply  inverted  T-waves 
in  the  precordial  leads. 

On  the  day  of  admission  the  patient’s 
temperature  rose  to  100.4  F.  and  during  the 
next  three  days  recurrently  spiked  to 
102.4  F.  The  patient  became  increasingly 
short  of  breath  with  the  onset  of  auricular 
fibrillation  and  with  more  numerous  rales  at 
both  lung  bases.  The  venous  pressure 
measurement  was  146  mm.  of  water.  A re- 
peat white  blood  count  was  12,700;  the 
differential  count  showed  62  per  cent  seg- 
mented forms,  5 per  cent  nonsegmented 
forms,  26  per  cent  lymphocytes,  and  7 per 
cent  monocytes.  Repeat  fasting  blood 
sugars  were  140  mg.  and  88  mg.  per  100  ml. 
The  congestive  heart  failure  was  treated 
with  digoxin,  mercurial  diuretics,  amino- 
phylline,  and  oxygen  with  some  improve- 
ment. The  patient  was  transferred  to  the 
intensive  care  unit  on  the  fourth  hospital 
day. 

During  the  next  few  days,  the  patient’s 
electrocardiogram  showed  progressive  in- 
crease of  the  atrioventricular  block  with  in- 
termittent episodes  of  auricular  flutter  and 
eventually  persistent  auricular  fibrillation 
with  a slow  nodal  rhythm.  The  patient 
continued  to  be  intermittently  dyspneic  with 
numerous  crepitant  rales  over  both  lung 
fields.  A portable  chest  x-ray  film  taken 
at  this  time  again  showed  the  marked  car- 
diac enlargement,  atherosclerotic  changes 
in  the  aorta,  and  accentuated  pulmonary 
markings  in  the  lower  lung  fields  and  in 
the  right  midlung  field.  There  was  a small 
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amount  of  fluid  in  each  pleural  cavity. 

Repeat  urinalyses  showed  1 to  2 plus  al- 
buminuria and  negative  tests  for  sugar. 
Urine  cultures  revealed  bacterial  counts  be- 
low 1,000  per  cubic  milliliter,  with  occa- 
sional colonies  of  beta  hemolytic  streptococ- 
cus and  coagulase  negative  Staphylococcus 
albus.  Stool  cultures  grew  out  Esche- 
richia coli,  paracolon  bacillus,  and  alpha 
hemolytic  streptococcus. 

During  the  patient’s  six  weeks  hospital 
stay,  he  continued  to  have  a low-grade  fever 
to  101  F.;  he  remained  short  of  breath  with 
frequent  cough  and  persistent  coarse  rales 
throughout  both  lung  fields.  Laboratory 
examinations  during  his  hospital  course 
showed  an  elevated  blood  urea  nitrogen  of 
48  mg.  per  100  ml.;  the  serum  glutamic 
oxaloacetic  transaminase  remained  elevated 
(60  to  90  units);  the  serum  lactic  acid  de- 
hydrogenase on  repeated  examination  was 
1,240  units,  1,150  units,  and  1,840  units. 
The  white  blood  count  rose  to  18,300  with 
32  per  cent  lymphocytes  one  week  after  ad- 
mission but  thereafter  was  normal  with 
92  per  cent  segmented  forms.  The  serum 
sodium  fell  to  121  mEq.  and  the  chlorides  to 
85  mEq.  per  liter  during  diuretic  therapy; 
the  hemoglobin  rose  to  14  Gm.  per  100  ml. 
The  serum  calcium,  alkaline  phosphatase, 
protein-bound  iodine,  serum  creatinine,  and 
blood  ammonia  remained  normal.  During 
the  fourth  hospital  week,  the  serum  biliru- 
bin was  1.1  mg.  per  100  ml.,  with  a direct 
reading  of  0.5  mg.  The  total  serum  protein 
was  6.9  Gm.,  (albumin  3 Gm.,  globulin 
3.9  Gm.)  per  100  ml. 

The  patient’s  electrocardiograms  taken 
at  frequent  intervals  showed  intermittent 
auricular  flutter,  auricular  fibrillation,  vary- 
ing degrees  of  atrioventricular  block, 
Wenckebach’s  phenomenon,  and  varying 
ventricular  rates. 

Pulmonary  function  studies  showed  an 
arterial  oxygen  tension  of  52  mm.  Hg 
(normal  95  to  100);  an  oxygen  saturation 
of  85  per  cent  (normal  97);  and  arterial 
pH  7.6  (normal  7.35  to  7.45).  The  plasma 
carbon  dioxide  combining  power  was  51.14 
volumes  per  cent  (normal  53  to  77). 
Repeat  arterial  pH  was  7.61  and  the 
plasma  pH  7.63.  These  findings  were  in- 
terpreted as  indicating  marked  arterial 
oxygen  desaturation  with  a striking  alkalo- 
sis. Hyperventilation  was  suspected  as  the 
cause  of  these  changes. 


The  patient’s  generalized  weakness  per- 
sisted with  continuing  dysphagia  and  poor 
oral  fluid  intake.  He  developed  intermit- 
tent mild  diarrhea,  burning  discomfort  in 
the  lower  abdomen,  and  progressive  edema 
of  the  lower  extremities.  On  the  thirty- 
second  hospital  day,  a portable  chest  x-ray 
film  showed  consolidation  in  the  lingula  and 
in  the  left  lower  lobe  of  the  lung;  vascular 
congestion  was  noted  in  both  lower  lung 
fields.  During  the  next  few  days,  the  pa- 
tient became  progressively  stuporous  and 
developed  a ventricular  rate  of  160  per 
minute  with  atrial  flutter.  On  the  morning 
of  the  thirty-ninth  hospital  day  he  suddenly 
became  apneic  and  failed  to  respond  to  re- 
suscitative  measures. 

Discussion 

Bernard  Kabakow,  M.D.*:  In  re- 

viewing the  history,  briefly,  we  have  an 
elderly  Chinese  man  with  long-standing 
diabetes  mellitus,  retinopathy,  and  poly- 
neuropathy. There  is  suggestive  x-ray  film 
evidence  of  a sigmoid  lesion.  F urthermore, 
there  were  complaints  of  weakness  and 
progressive  dysphagia  in  the  last  five 
months  of  his  life.  During  hospitalization, 
his  liver  enlarged  progressively,  and  ter- 
minally he  developed  fever,  arrhythmias, 
and  worsening  cardiac  failure  which  was 
resistant  to  the  usual  therapeutic  measures. 
As  much  as  I would  like  to  relate  all  the 
clinical  features  of  this  case  to  a single  dis- 
ease process,  I find  this  difficult.  I will 
have  to  suggest,  eventually,  several  diag- 
noses which  I feel  best  fit  the  clinical  pic- 
ture. May  we  review  the  x-ray  films? 

John  Battilas,  M.D.:  The  x-ray  film 

of  the  chest  indicates  the  presence  of  a huge 
heart  with  congestive  changes  in  both  lung 
fields  (Fig.  1A).  Review  of  the  entire 
series  of  chest  x-ray  films  shows  some  im- 
provement in  the  pulmonary  congestion, 
but  on  the  other  hand  it  reveals  increased 
amounts  of  infiltration  or  consolidation  in 
the  lower  portions  of  the  lung  fields.  Re- 
view of  the  barium  enema  suggests  a con- 
stricting lesion  of  the  sigmoid,  although  the 
examination  itself  was  not  entirely  satis- 
factory because  the  patient  could  not  retain 
the  barium  (Fig.  IB).  The  repeat  barium 
enema  was  not  attempted  because  of  the 

* Associate  Attending  Physician,  Beekman-Downtown 
Hospital  and  Beth  Israel  Medical  Center. 
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patient’s  condition.  The  examination  of 
the  esophagus  showed  it  to  be  tortuous, 
narrowed,  and  displaced  to  the  left,  ap- 
parently by  an  extrinsic  lesion,  possibly  by  a 
tortuous  aorta,  or  a mediastinal  mass 
(Fig.  1C). 

Dr.  Kabakow:  The  two  major  reasons 

for  the  patient’s  hospital  admission  were 
dysphagia  and  weight  loss.  Because  of 
language  difficulties,  we  are  uncertain 
whether  the  marked  weight  loss  in  the  five 
and  one-half  years  prior  to  his  dysphagia 
was  due  to  uncontrolled  diabetes,  to  self- 
imposed  dietary  restriction,  or  to  other  rea- 
sons. During  the  four  months  prior  to  ad- 
mission, he  developed  progressive  painful 
dysphagia,  at  first  for  solid  foods  and  sub- 
sequently for  liquids.  The  causes  for 
dysphagia  are  many.  We  can  eliminate 
obvious  lesions  of  the  mouth,  pharynx,  and 
larynx.  A breakdown  in  the  neuromuscu- 
lar mechanisms  of  swallowing  may  be  seen 
in  myasthenia  gravis,  bulbar  palsy,  and 
cerebrovascular  disease  but  not  to  my 
knowledge  in  tabes  or  in  diabetic  visceral 
neuropathy  which  I will  discuss  later. 
Achalasia  of  the  esophagus  is  usually  seen  in 
young  adults,  although  a few  cases  have 
been  described  as  beginning  in  patients 
over  sixty-five  years  of  age.  The  x-ray 
picture  of  achalasia  is  that  of  a dilated,  tor- 
tuous esophagus  showing  ineffective,  ir- 
regular, and  uncoordinated  contractions 
ending  in  a smooth  tapering  distal  segment. 
Our  patient  did  not  show  this  type  of  de- 
formity. 

Dysphagia  can  be  due  to  simple  mechani- 
cal obstruction.  Carcinoma  of  the  distal 
esophagus  which  I favor  as  the  most  likely 
diagnosis,  most  commonly  occurs  in  this 
age  group.  It  does  not  produce  as  much 
proximal  dilatation  as  achalasia  and  is  much 
more  likely  to  cause  anorexia,  weight  loss, 
and  pain.  This  type  of  neoplasm  would 
account  for  the  liver  enlargement  since  in 
approximately  20  per  cent  of  the  cases,  it 
spreads  to  the  liver  and  lungs. 

An  extrinsic  compression  of  the  esopha- 
gus could  be  caused  by  mediastinal  lesions 
such  as  aortic  aneurysms,  amyloid  or  neuro- 
genic tumors,  lymphomas,  or  marked  lym- 
phadenopathy.  For  the  sake  of  complete- 
ness, I would  like  to  mention  the  following 
possibilities:  inflammatory  stricture  of  the 
esophagus  such  as  is  seen  after  prolonged 
intubation;  adenocarcinoma  of  the  stomach 


with  esophageal  involvement;  gastric  mu- 
cosa in  the  lower  esophagus  with  ulceration 
and  stricture;  and  scleroderma  of  the 
esophagus.  We  have  no  specific  evidence 
to  support  any  one  of  these  suggestions. 

I would  like  to  put  in  perspective  certain 
incidental  clinical  and  laboratory  findings. 
The  absence  of  position  and  vibration 
senses  in  the  legs  and  the  impaired  coordina- 
tion in  the  upper  extremities  might  repre- 
sent a tabes  dorsalis  or  might  be  part  of  a 
diabetic  neuropathy.  We  note  in  the  pro- 
tocol a positive  VDRL  finding  confirmed  at 
the  New  York  City  Board  of  Health.  Was 
a lumbar  puncture  done? 

Dr.  Villena:  No,  it  was  not. 

Dr.  Kabakow:  The  whitish  patches 

over  the  tibia  and  the  sacrum  might  repre- 
sent a kind  of  leukodermia  seen  with  ter- 
tiary lues.  Such  areas  of  depigmentation 
indicate  the  sites  of  healed  syphilitic  skin 
lesions.  On  the  other  hand,  I do  not  be- 
lieve the  liver  enlargement  represents  a he- 
par  lobatum  nor  is  there  clear-cut  evidence 
of  a thoracic  aneurysm  which  might  cause 
dysphagia.  There  was  no  aortic  insuffi- 
ciency which  so  often  causes  intractable 
heart  failure,  and  furthermore  multiple 
gummas  of  the  myocardium  and  diffuse 
syphilitic  myocarditis  are  both  very  rare 
entities.  Although  the  patient  may  have 
had  active  syphilis  at  one  time,  I do  not  feel 
that  the  major  symptoms  can  be  attributed 
to  lues. 

I would  now  like  to  turn  my  attention  to 
the  hepatic  enlargement.  At  least  four 
disease  processes  come  to  mind  in  any  at- 
tempt to  tie  together  the  enlarged  liver, 
cardiac  symptoms,  and  signs  of  renal  disease. 
First,  hemachromatosis  can  cause  heart 
failure,  arrhythmias,  and  hepatic  cirrhosis, 
in  addition  to  diabetes.  However,  the  main 
points  against  hemachromatosis  here  are 
the  lack  of  skin  pigmentation  and  a seven- 
teen-year-old history  of  diabetes.  The 
average  duration  of  life  after  the  onset  of 
diabetes  in  hemachromatosis  is  about  three 
years.1  Also,  hemachromatosis  is  usually 
not  associated  with  vascular  retinopathy 
such  as  this  patient  showed. 

Second,  I should  mention  primary  amy- 
loidosis as  a condition  which  causes  intrac- 
table heart  failure  and  arrhythmias  and 
sometimes  affects  the  liver  and  kidney.  In 
this  connection,  a biopsy  of  the  gingiva2  or 
of  the  rectal  wall3  would  have  been  helpful. 
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A third  interesting  possibility  is  sarcoido- 
sis which  can  involve  the  heart,  the  kidney, 
the  liver,  and  other  internal  organs,  often 
with  an  elevation  of  gamma  globulin  and  a 
febrile  course.  Here  again,  a biopsy  is 
needed.  Also,  sarcoidosis  is  known  to  be 
extremely  rare  in  Orientals.4 

A fourth  possibility  is  congestive  heart 
failure  on  the  basis  of  arteriosclerotic  cor- 
onary disease.  On  statistical  grounds 
alone,  since  the  patient  had  long-standing 
diabetes  with  arteriosclerotic  changes  in  the 
aorta,  I would  favor  the  diagnosis  of  exten- 
sive coronary  arteriosclerosis.  He  prob- 
ably had  one  and  possibly  more  coronary 
occlusions,  extensive  myocardial  fibrosis  in- 
volving septum  and  conducting  systems, 
left  ventricle  hypertrophy,  and  possibly 
pericardial  effusion. 

In  going  over  the  electrocardiograms,  I 
note  three  features  of  significance.  First, 
we  see  a progression  of  arrhythmias  from 
first  degree  atrioventricular  heart  block  to 
atrioventricular  dissociation,  atrial  flutter, 
and  fibrillation.  Second,  there  are  serial 
T-wave  changes  which  are  most  evident  in 
the  midprecordial  and  anteroseptal  leads 
of  the  electrocardiogram.  Third,  what  I 
think  is  of  great  significance  is  a progressive 
deepening  of  the  S waves  in  lead  I and  in 
aVl,  together  with  a rise  in  the  R waves  in 
leads  III,  aVf,  and  in  Vt.  This  signifies  to 
me  a change  in  cardiac  axis.  The  progres- 
sive development  of  strain  of  the  right  side 
of  the  heart  suggests  the  likelihood  of  mul- 
tiple pulmonary  emboli  as  a major  cause  of 
his  intractable  congestive  heart  failure  and 
temperature  elevation.  Could  some  of  the 
heart  shadow  on  the  x-ray  film  be  due  to  a 
pericardial  effusion? 

Dr.  Battilas:  Yes,  it  might.  There  is 

right-sided  and  left-sided  enlargement  of  the 
heart  which  could  go  along  with  a pericar- 
dial effusion.  Incidentally,  the  lateral  seg- 
ment'of  the  left  ninth  rib  has  been  removed. 

Dr.  Kabakow:  Are  there  any  other 

bone  lesions  visible? 

Dr.  Battilas:  No. 

Dr.  Kabakow:  Is  there  any  history 

pertinent  to  this  rib  resection? 

Stanley  Yormak,  M.D.:  We  have  no 

complete  information  on  this  finding  al- 
though there  may  have  been  a repair  of  a 
hernia  at  this  site.  The  hernia  apparently 
was  related  to  a local  injury  to  the  chest, 
which  occurred  aboard  ship  and  may  not 


have  been  given  immediate  medical  atten- 
tion. 

Dr.  Kabakow:  Do  the  x-ray  films  sug- 

gest any  relation  between  this  operation  and 
the  present  distortion  of  the  esophagus? 

Dr.  Battilas:  No,  I don’t  think  so. 

The  gastrointestinal  x-ray  series  showed 
that  the  patient  had  been  subjected  to  a 
Billroth  procedure  with  a partial  resection 
of  the  stomach.  The  films  do  not  suggest  a 
carcinoma  or  a hiatus  hernia. 

George  Schreiber,  M.D.:  The  dis- 

placement of  the  esophagus  might  have 
been  a consequence  of  the  chest  operation  or 
of  a postoperative  complication,  such  as  a 
subphrenic  abscess.  I am  also  interested  in 
the  evaluation  of  the  lymph  nodes  especially 
in  the  supraclavicular  region. 

Dr.  Villena:  These  lymph  nodes 

seemed  to  be  discrete  and  easily  palpated. 
We  were  doubtful  about  their  significance 
in  a patient  who  had  lost  a great  deal  of 
weight.  No  biopsy  of  these  nodes  was  done. 

Dr.  Kabakow:  I would  be  surprised  at 

the  presence  of  metastatic  neoplasm  in  these 
nodes,  if  we  found  that  the  primary  site  was 
in  the  lower  portion  of  the  esophagus.  At 
the  same  time,  I would  be  more  reluctant  to 
consider  the  sigmoid  colon  as  the  primary 
site  because  of  the  clinical  course  and  the 
very  doubtful  barium  enema  findings. 

Seymour  Fink,  M.D.:  This  is  not  the 

picture  of  a carcinoma  of  the  lower  esopha- 
gus, but  I believe  nodes  in  the  supraclavicu- 
lar region  can  be  secondary  to  such  a car- 
cinoma. 

Dr.  Yormak:  Our  own  diagnoses  when 

we  saw  this  patient  in  the  intensive  care 
unit  included  a carcinoma,  most  probably 
primary  in  the  sigmoid.  We  also  con- 
sidered the  possibility  of  mediastinal 
gumma  or  thoracic  aneurysm  to  explain  the 
esophageal  displacement. 

Norman  Blackman,  M.D.:  I am  not 

sure  that  this  shadow  on  the  x-ray  film  is 
entirely  due  to  the  heart  itself;  it  looks  to 
me  as  though  there  might  be  a density  be- 
hind the  heart. 

Dr.  Battilas:  Unfortunately,  we  are 

trying  to  evaluate  chest  findings  from  the 
gastrointestinal  x-ray  series  and  only  from 
posteroanterior  and  oblique  views.  I just 
can  not  say  whether  there  is  any  evidence  of 
a mass  in  this  area;  I believe  the  trachea 
bifurcates  at  this  point  and  gives  an  ap- 
pearance of  a denser  mass  below  it. 
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FIGURE  2.  Photograph  showing  tumor  mass  in- 
volving right  atrium  (RA)  extending  into  ventricle 
(opened  anteriorly).  Arrow  indicates  tumor  re- 
placing epicardial  fat  and  surrounding  coronary 
vessel. 

Clinical  diagnoses 

1.  Arteriosclerotic  cardiovascular  disease; 
myocardial  fibrosis ; progressive  congestive 
heart  failure 

2.  Carcinoma  of  colon? 

3.  Diabetes  mellitus;  diabetic  neuropathy 

Dr.  Kabakow’s  diagnoses 

1.  Arteriosclerotic  cardiovascular  disease; 
diffuse  myocardial  fibrosis;  congestive  heart 
failure,  intractable 

2.  Suspected  pulmonary  emboli 

3.  Carcinoma  of  lower  esophagus 

4.  Neoplasm  of  colon? 

5.  Diabetes  mellitus 

Pathologic  report 

Basil  Moumgis,  M.D.:  The  outstand- 

ing finding  at  autopsy  was  a massive  en- 
largement of  the  mediastinum  involving  the 
heart,  regional  lymph  nodes,  and  supportive 
tissues  (Fig.  2).  The  heart  weighed  1,500 
Gm.  and  was  covered  by  fibrinous  material 
within  a thickened  pericardium.  The 
marked  mediastinal  enlargement  was  due 


to  a moderately  firm,  pale  tan,  fleshy  tumor 
mass  which  infiltrated  the  mediastinal 
structures  extensively  and  irregularly. 

Microscopically,  the  neoplasm  was  com- 
posed of  poorly  differentiated  reticulum 
type  cells  intimately  associated  with  a dif- 
fuse network  of  reticulum  fibers.  On 
special  stain  (Gridley  silver),  these  fibers  ap- 
peared to  surround  individual  cells  as  well 
as  clusters  of  cells  (Fig.  3A).  The  architec- 
tural configuration  and  cytologic  alteration 
was  that  of  a reticulum  cell  sarcoma  ( malig- 
nant lymphoma). 

There  was  extensive  malignant  reticulum 
cell  involvement  of  the  epicardial  fat,  par- 
ticularly about  the  atrioventricular  groove 
with  direct  extension  into  the  myocardial 
tissue  of  both  atrium  and  ventricle  (Fig.  3B). 
The  neoplastic  process  extended  into  the 
base  of  the  mitral  valve  where  it  formed  a 
polypoid  mass. 

The  hilar  and  mediastinal  lymph  nodes 
were  completely  incorporated  into  the  tu- 
mor so  that  they  could  not  be  specifically 
identified.  There  was  distortion  and  nar- 
rowing of  the  lower  esophagus  as  a result  of 
the  extrinsic  pressure  of  large  coalescing 
lymphomatous  tumor  masses.  The  esoph- 
ageal mucosa  was  completely  intact. 
Similar  findings  were  noted  in  the  gastroin- 
testinal tract,  particularly  in  the  colon. 

The  liver  weighed  only  1,500  Gm.,  and  its 
apparent  clinical  enlargement  was  probably 
due  to  a depression  of  the  diaphragm.  The 
liver  was  entirely  free  of  neoplasm  and 
microscopically  showed  only  a moderate 
acute  congestion  and  slight  fatty  changes. 
In  each  pleural  space  there  was  1,000  cc.  of 
slightly  turbid  fluid,  and  the  pleurae  were 
heavily  infiltrated  by  the  reticulum  cell 
sarcoma.  The  spleen  was  only  slightly  en- 
larged and  oddly  enough  was  not  involved 
in  the  malignant  lymphomatous  process. 
Microscopically,  we  could  find  only  a mod- 
erate amount  of  splenic  congestion.  The 
reticulum  cell  sarcoma,  however,  did  in- 
volve the  peritoneal  and  retroperitoneal 
lymph  nodes,  adrenal  glands,  and  kidneys. 

Incidentally  there  was  no  cardiovascular 
or  visceral  evidence  of  lues.  The  brain  and 
spinal  cord  were  not  examined,  and  so  we 
cannot  comment  on  the  possibility  of  cere- 
brospinal or  meningovascular  involvement. 

Dr.  Schreiber:  What  about  the  sig- 

moid colon  where  there  was  supposed  to  be 
a lesion? 
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FIGURE  3.  (A)  Gridley  strain  showing  intimate  association  of  malignant  reticulum  cells  with  argyrophilic 
fibers  (X  315).  (B)  Low-power  view  of  left  ventricle  demonstrating  marked  tumor  cell  infiltration  of  myo- 
cardium. Myocardial  fibers  appear  as  pale  irregular  areas  (hematoxylin  and  eosin  stain). 


Dr.  Moumgis:  There  was  no  primary 

carcinoma  found  in  this  area;  but  there  was 
a lymphomatous  infiltration  of  the  submu- 
cosa in  this  region  just  as  there  was  infiltra- 
tion in  so  many  other  organs. 

John  T.  Flynn,  M.D.:  Knowing  your 

special  interest  in  neoplastic  disease,  Dr. 
Kabakow,  I wonder  whether  any  specific 
therapy  for  this  type  of  lymphosarcoma 
might  have  helped  the  patient  during  life. 

Dr.  Kabakow:  I doubt  this  very  much. 

Treatment  of  reticulum  cell  sarcoma  is  not 
very  satisfactory.  If  you  treat  it  with 
x-radiation  in  one  place,  it  will  subside  but 
then  appear  elsewhere.  You  might  try  to 
treat  this  patient  with  cyclophosphamide  or 
vincristine,  but  even  if  the  patient  had  a 
remission  of  the  disease,  it  would  not  be  a 
sustained  one. 

Charles  M.  Karpas,  M.D.:  I would 

like  to  mention  the  fact  that  the  change  in 
the  patient’s  serum  protein  pattern  was 
most  likely  responsible  for  the  positive 
cephalin  flocculation  reaction  in  spite  of  the 
absence  of  any  significant  liver  disease. 
As  you  know,  a quantitative  change  in  the 
relationship  of  albumin  and  gamma  globulin 
is  one  of  the  factors  influencing  the  cephalin 
flocculation.  Furthermore,  the  consist- 
ently elevated  serum  lactic  acid  dehydro- 
genase was  probably  due  to  the  extensive 
neoplasm.5 

Dr.  Kabakow:  There  has  been  de- 

scribed a “prediagnostic  state  of  lymphoma” 
in  which  the  patients  show  abnormal  retic- 
ulum cells  on  buffy-coat  preparations  and 
elevations  of  the  globulin  fractions  ap- 


parently elaborated  during  the  course  of 
early  proliferation  of  the  lymphoma.5 

Dr.  Moumgis:  In  a review  of  the  litera- 

ture, I was  interested  to  learn  that  the 
heart  is  involved  in  20.7  per  cent  of  the 
autopsied  cases  of  reticulum  cell  sarcoma.7 
In  most  instances  the  infiltration  is  neither 
as  massive  nor  extensive  as  in  this  case. 
Still  an  occasional  patient  may  present 
symptoms  of  congestive  failure  as  the  first 
manifestation  of  the  lymphosarcoma. 

Final  anatomic  diagnoses 

1.  Reticulum  cell  sarcoma  involving  me- 
diastinal lymph  nodes  with  esophageal  com- 
pression, pericardium,  left  atrium,  left  ventri- 
cal, base  of  mitral  valve;  gastrointestinal  tract; 
peritoneal  and  retroperitoneal  lymph  nodes; 
adrenals  and  kidneys 

2.  Bilateral  pleural  effusions 
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Renal  Mass  Lesion 
with  Polycythemia 


Case  history 

Y.  Hiramatsu,  M.D.*:  A sixty-one- 

year-old  white  male  was  admitted  with  the 
chief  complaint  of  weakness  of  the  left  side 
of  the  body.  He  had  sustained  a severe 
cerebrovascular  accident  five  weeks  prior 
to  admission  for  which  he  had  been  ad- 
mitted to  another  hospital.  At  that  time 
it  was  found  that  his  hematocrit  was  54. 
Phlebotomy  was  done  until  the  patient’s 
hematocrit  was  45,  but  since  that  time  the 
hematocrit  had  again  risen  to  polycythemic 
levels.  No  pulmonary  symptoms  had 
been  noted.  The  patient  gave  no  history 
of  pulmonary  disease. 

The  patient  was  afebrile.  Blood  pressure 
was  130/90.  A left  hemiparesis  was  ap- 
parent. Physical  examination  gave  other- 
wise essentially  negative  results.  There 
were  no  abnormal  physical  findings  in  the 
chest. 

The  hematocrit  on  admission  was  55; 
white  blood  count  12,100;  the  platelet 
count  was  normal;  urinalysis  was  negative; 
and  red  cell  volume  was  found  to  be  ele- 
vated. 

Richard  Gerle,  M.D.f:  A drip  infu- 

sion pyelogram  was  performed  (Fig.  1). 
There  is  evidence  of  a mass  lesion  at  the 
lower  pole  of  the  kidney  on  the  left  side 
through  which  one  can  see  a portion  of  the 

* Resident,  Department  of  Radiology,  Upstate  Medical 
Center. 
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FIGURE  1.  Anteroposterior  laminagram  from  drip 
infusion  pyelogram.  Note  mass  (arrows)  through 
which  lower  pole  of  left  kidney  is  visible. 


lower  pole  of  the  left  kidney.  There  is  no 
evidence  of  renal  calcification.  Since  a large 
volume  of  contrast  material  was  injected 
there  has  been  excellent  concentration  bi- 
laterally. The  lower  pole  calyces  on  the 
left  are  impressed  on  and  distorted  by  the 
mass  but  do  not  appear  to  be  invaded  by  it. 
A dense  nephrogram  is  visible  on  the  right 
and  at  the  upper  pole  on  the  left.  No  such 
similar  nephrogram  is  visible  in  the  region 
of  the  mass.  Lamina grams  were  obtained 
in  both  frontal  and  lateral  projections. 
The  lateral  tomographic  study  shows  the 
mass  lesion  to  be  very  smooth  and  rounded 
as  it  extends  forward  into  the  retroperi- 
toneal fat  which  outlines  it  very  sharply 
(Fig.  2).  The  ureters  are  not  dilated. 

In  a patient  with  secondary  polycy- 
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FIGURE  2.  Lateral  laminagram  from  the  same 
examination.  Large  mass  is  displacing  lower 
calyx  posteriorly.  Note  that  very  round  mass  is 
sharply  outlined  by  retroperitoneal  fat  being 
pushed  forward  by  lesion. 


themia,  but  without  lung  disease,  renal 
tumor  is  certainly  a strong  possibility. 
The  roentgen  features  demonstrated  on  the 
intravenous  pyelogram  are  somewhat  more 
consistent  with  the  benign  lesion,  but  in  a 
patient  with  a renal  mass  lesion  and  a high 
hematocrit  I would  think  first  of  hyper- 
nephroma. In  evaluating  intravenous  py- 
elo  grams  we  always  try  to  differentiate  renal 
tumor,  renal  cyst,  renal  carbuncle,  and 
acute  renal  infarction.  I think  this  distinc- 
tion can  be  very  difficult,  if  not  impossible, 
and  I think  the  only  study  that  will  do  this 
definitively  is  a renal  arteriogram. 

Joseph  Whalen,  M.D.*:  Cysts  and 

even  hydronephrosis  can  be  associated  with 
secondary  polycythemia. 

Dr.  Gerle:  I am  aware  of  this  oc- 

currence in  renal  cell  carcinoma  and  in 
hydronephrosis,  but  I’m  not  aware  that  a 
renal  cyst  alone  will  do  this. 

E.  Robert  Heitzman,  M.D.f:  A renal 
arteriogram  was  performed  (Fig.  3). 
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FIGURE  3.  Selective  left  renal  arteriogram  shows 
avascular  mass  displacing  major  intrarenal  vessels 
at  lower  pole.  Later  films  in  sequence  demonstrate 
discrete  interface  between  mass  and  adjacent 
normal  renal  tissue  visualized  in  nephrographic 
phase.  This  suggests,  with  other  roentgen  find- 
ings, that  lesion  is  benign. 

Dr.  Gerle:  The  arterial  branches  at 

the  lower  pole  of  the  left  kidney  again  show 
compression  and  displacement.  The  re- 
maining arterial  branches  to  the  kidney 
appear  normal.  There  is  no  evidence  of 
tumor  circulation  within  the  mass.  A very 
discrete  interface  is  developed  between  the 
mass  lesion  and  the  adjacent  nephrogram. 
There  is  no  evidence  of  vascular  occlusion. 
I see  no  evidence  of  a large  capsular  vessel 
supplying  the  mass,  which,  if  present,  might 
suggest  the  mass  to  be  either  a renal  car- 
buncle or  a renal  carcinoma. 

For  these  reasons  it  would  appear  to  me 
that  the  mass  lesion  is  benign,  and  I would 
make  a diagnosis  of  renal  cyst  despite  the 
evidence  of  secondary  polycythemia. 

Dr.  Gerle’s  diagnosis 

Benign  renal  cyst  with  secondary  poly- 
cythemia 

Dr.  Hiramatsu:  The  patient  was  op- 

erated on  and  a blue-domed  cyst  about  12 
cm.  in  diameter  was  removed. 

Bedros  Markarian,  M.D.**:  We  re- 

ceived a 6-  by  4-  cm.  fragment  of  fibrofatty 
tissue.  Microscopically  the  cyst  wall  con- 
sists of  smooth  muscle  within  which  there 
are  many  thick- walled  vessels.  No  lining 

**  Instructor,  Department  of  Pathology,  Upstate  Med- 
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layer  can  be  discerned.  Outside  the  cyst 
wall  are  focal  accumulations  of  lympho- 
cytes, some  atrophic  tubules  filled  with  pink 
hyaline  material,  and  a single  glomerulus  to 
prove  that  this  is  renal  tissue.  There  is  also 
a small  amount  of  surrounding  fat.  It 
appears  as  though  the  cyst  has  compressed 
and  destroyed  the  adjacent  renal  tissue. 

The  microscopic  appearance  of  this  cyst 
is  compatible  with  that  of  a benign  renal  cyst 
with  prominence  of  vessels  in  the  wall  of  the 
cyst. 

Dr.  Heitzman:  Following  surgery  the 

patient’s  hematocrit  has  slowly  dropped  to 
42,  and  a repeat  blood  volume  study  has 
shown  normal  red  cell  volume.  In  1963 
Rosse1  reported  that  fluid  removed  from 
some  renal  cysts  stimulated  erythropoiesis. 
In  3 of  his  patients  the  hematocrit  returned 
to  normal  after  excision.  As  you  know, 
extracts  from  hypernephroma  also  have  had 


erythropoietic  activity.  Apparently,  sec- 
ondary polycythemia  occurs  in  about  2 
per  cent  of  patients  who  have  hyper- 
nephroma.2 Following  excision  of  hyper- 
nephroma, the  elevated  hematocrit  usually 
falls  to  normal.  If  the  patient  again  de- 
velops polycythemia,  one  must  strongly 
consider  that  the  patient  has  developed 
recurrent  neoplastic  disease. 

Final  diagnosis 

Benign  renal  cyst  with  secondary  poly- 
cythemia 
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|n  1945,  Cogan1  described  a syndrome 
which  now  bears  his  name  in  which  non- 
syphilitic  interstitial  keratitis  was  associ- 
ated with  vestibuloauditory  symptoms. 
Either  the  ocular  or  the  vestibuloauditory 
symptoms  could  appear  first,  but  the  other 
would  characteristically  follow  within  a few 
days  or  weeks.  Unlike  syphilitic  inter- 
stitial keratitis  which  produced  diffuse 
ground  glass  or  opalescent  opacification  of 
the  cornea  with  corneal  thickening,  the 
cases  described  by  Cogan1  exhibited  deep 
yellowish-white  nodular  opacities  which  ap- 
peared to  be  infiltrates.  Also,  in  contrast 
to  syphilis,  there  was  no  appreciable 
iridocyclitis,  and  vascularization  was  less 
intense.  The  granular,  patchy  infiltrates 
were  located  predominantly  in  the  posterior 
half  of  the  cornea.  In  analyzing  his  cases, 
he  satisfactorily  excluded  other  causes  of 
interstitial  keratitis  such  as  tuberculosis, 
mumps,  influenza,  and  herpes  zoster.  In 
reporting  additional  cases  in  1949,  he2 
commented  on  the  relative  mildness  of  the 
ocular  process  and  its  day-to-day  fluctua- 
tion which  was  in  contrast  to  the  interstitial 
keratitis  of  congenital  syphilis.  Other  dis- 
tinguishing ocular  features  were  described 
and  the  vestibuloauditory  reactions  docu- 
mented. The  latter  were  characterized  by 


onset  with  symptoms  resembling  Meniere’s 
disease  followed  by  rapid  development  of 
deafness  which  also  served  to  distinguish  it 
from  congenital  syphilis. 

The  deafness  tended  to  be  permanent 
and,  in  contrast  to  classical  Meniere’s  dis- 
ease, the  vertigo  did  not  recur  after  the  first 
episode.  No  suspicion  that  the  syndrome 
might  be  part  of  a constitutional  disease 
existed  at  that  time.  In  1950  Lindsay  and 
Zuidema3  reported  3 cases  and  emphasized 
the  bilateral  nature  of  the  hearing  loss.  Of 
interest  is  the  fact  that  one  of  their  cases 
developed  unexplained  cardiomegaly  and 
hemoptysis  six  months  after  onset  of  the 
ocular  symptoms,  raising  the  question  of 
generalized  disease.  In  1952  polyarteritis 
was  shown  to  be  a cause  of  bilateral  deaf- 
ness with  degenerative  changes  in  both 
eighth  nerves  consisting  of  demyelination, 
fragmentation,  and  irregular  beading  of  axis 
cylinders.4  This  was  further  emphasized 
in  1953  by  Oliner  et  al.'°  who  reported  a case 
of  Cogan’s  syndrome  in  an  individual  with 
polyarteritis  nodosa.  Other  cases  associ- 
ated with  polyarteritis  or  other  cardiovas- 
cular abnormality  appeared  in  the  litera- 
ture,6-11 although  many  patients  tended  to 
live  on  and  remain  well  apart  from  their 
deafness. 10>  12  The  suspicion  of  an  underly- 
ing hypersensitivity  reaction,  however,  ex- 
isted.1314 In  none  of  the  cases  reported 
did  the  ocular  process  progress  to  blindness. 
Norton  and  Cogan,  reporting  in  1959 12  on  a 
follow-up  of  two  to  fourteen  years  of  13 
cases,  reported  2 deaths,  both  in  young 
people,  one  of  whom  had  rheumatic  heart 
disease.  Several  of  the  remainder  were  hy- 
pertensive, and  6 had  manifestations  of 
cardiovascular  disease. 

We  have  had  the  opportunity  of  seeing  3 
cases  of  this  syndrome  in  recent  years. 
One  of  these  exhibits  constitutional  disease 
and  findings  compatible  with  polyarteritis 
nodosa,  and  another  is  noteworthy  in  that 
an  involved  eye  was  removed,  providing  an 
opportunity  to  report  the  ocular  abnormal 
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condition  in  a case  satisfying  the  clinical 
criteria  of  Cogan’s  syndrome. 

Case  reports 

Case  1.  A twenty-five-year-old  Negro 
construction  worker  was  admitted  to  the 
Buffalo  Veterans  Administration  Hospital 
on  July  28,  1959,  for  treatment  of  vertigo 
and  deafness. 

On  entry  into  military  service  in  May, 

1954,  his  serologic  test  for  syphilis  gave 
negative  results,  and  he  was  in  excellent 
health  until  developing  a penile  sore  in 
September,  1955,  and  gonorrhea  in  October, 

1955.  His  serology  now  gave  positive  re- 
sults, and  he  received  7.2  million  units  of 
penicillin  without  conversion  of  the  serol- 
ogy results.  Shortly  thereafter,  he  began 
to  experience  episodes  of  vertigo,  tinnitus, 
and  nausea,  and  in  December,  1955,  sudden 
bilateral  deafness  supervened  which  grew 
worse  over  a period  of  time  as  his  other 
complaints,  conversely,  although  persisting, 
became  less  troublesome.  Additional  peni- 
cillin was  administered  in  March,  1956,  be- 
cause of  presumed  otitis  media,  but  a study 
in  May,  1956,  showed  the  loss  to  be  a nerve 
deafness.  Cold  caloric  testing  in  April, 
1958,  showed  no  reaction  in  either  ear. 
X-ray  films  of  the  skull  and  mastoid  bones 
were  unremarkable  and  investigation  for 
allergy  nonrevealing.  A battery  of  sero- 
logic tests  for  syphilis  continued  to  give 
positive  results,  and  after  failure  of  regi- 
mens of  salt  restriction  and  antihistamines 
he  was  given  8.4  million  units  of  penicillin 
in  October,  1958.  In  December,  1958,  he 
was  started  on  a sixty- day  course  of  pred- 
nisone in  maximum  dosage  of  20  mg.  daily 
without  benefit,  and  he  ultimately  sought 
admission  for  relief  of  his  longstanding 
complaints. 

On  admission,  vital  signs  were  normal 
and  blood  pressure  was  130/84  mm.  Hg. 
Apart  from  his  deafness,  he  was  a normal, 
muscular,  well-nourished  Negro.  Urinaly- 
sis, peripheral  blood  count,  and  spinal  fluid 
were  normal,  but  blood  serology  gave  posi- 
tive results.  He  was  treated  with  dimen- 
hydrinate  (Dramamine),  thiamine,  and 
chlorpheniramine  maleate  (Chlor-Tri- 
meton)  with  slight  improvement  and  dis- 
charged in  August,  1959. 

On  December  12  he  developed  sudden  left 
eye  pain,  tearing,  and  photophobia  and  was 


readmitted  on  December  18,  1959.  Exam- 
ination revealed  clouding  of  the  left  cornea 
and  a hazy  opacity  on  its  left  lateral  margin. 
Because  both  his  and  his  wife’s  serology 
gave  positive  results,  a presumptive  diagno- 
sis of  syphilitic  interstitial  keratitis  was 
made  and  18.9  million  units  of  penicillin  ad- 
ministered. Hydrocortisone  and  atropine 
were  instilled  topically,  and  he  showed 
slight  improvement  by  January  20,  1960, 
when  he  was  discharged.  However,  pain 
and  tearing  increased,  and  he  was  read- 
mitted for  enucleation,  presumably  to  fore- 
stall sympathetic  ophthalmia  in  the  unin- 
volved eye.  The  left  eye  by  now  exhibited 
corneal  scarring,  scleral  flushing,  and  opaci- 
fication of  the  anterior  chamber.  It  was 
removed  in  March,  1960,  and  an  additional 
40  million  units  of  penicillin  administered. 

The  surgical  specimen  was  examined  by 
the  Armed  Forces  Institute  of  Pathology 
which  made  a diagnosis  of  chronic  intersti- 
tial keratitis.  The  gross  and  microscopic 
descriptions  follow. 

Gross  findings.  The  specimen  consisted 
of  a firm  left  eye  measuring  24.5  by  25  by 
24  mm.  A band  of  opaque  scar  extended 
horizontally  across  the  anterior  surface  of 
the  cornea.  The  limbal  margins  were 
deeply  pigmented.  Faint  light  was  visible 
through  the  pupil  on  transillumination. 
The  block  for  sectioning  was  taken  in  the 
vertical  plane.  Engorged  blood  vessels 
radiated  from  the  optic  disk.  There  were 
minute  folds  in  the  macular  region.  The 
opaque  lens  was  in  place.  The  intact, 
slightly  cloudy  vitreous  body  was  of  normal 
consistency.  There  was  deep  pigmentation 
of  the  iris,  ciliary  body,  and  choroid.  A 
dark  brown  pigment  was  present  in  the 
chamber  angle.  The  optic  nerve  was  too 
short  for  a cross  section. 

Microscopic  findings.  The  cornea  ex- 
hibited marked  irregularity  in  the  contour 
of  both  its  outer  and  inner  surfaces.  The 
epithelium  was  atrophic  but  generally  in- 
tact. Bowman’s  membrane  was  intact 
centrally  but  largely  absent  at  the  periph- 
ery where  there  was  severe  scarring  and 
vascularization.  Associated  with  the  in- 
growth of  blood  vessels  was  an  intense  in- 
filtration by  plasma  cells  and  lymphocytes. 
Centrally  where  the  blood  vessels  were  also 
present  in  all  layers,  the  plasma  cell  reaction 
was  less  intense,  but  there  was  an  associated 
diffuse  infiltration  by  polymorphonuclear 
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FIGURE  1.  Case  1.  Sagittal  section  of  eyeball, 
showing  distribution  of  major  corneal  infiltrates. 

leukocytes  and  other  inflammatory  cells. 
On  one  side  toward  the  periphery  in  the 
deeper  stromal  layers  there  were  foci  of 
necrosis  and  accumulations  of  epithelioid 
cells,  Descemet’s  membrane  was  intact,  and 
the  corneal  endothelium  exhibited  vacuoli- 
zation. There  was  a light  mononuclear  in- 
filtration in  the  trabecula  and  anterior 
chamber  angle.  Extremely  narrow  periph- 
)0  eral  anterior  synechiae  were  present,  but 
the  chamber  angle  was  essentially  open. 
i-  The  uveal  tract  was  largely  detached  from 
ar  the  sclera,  but  no  definite  exudate  was  pres- 
ent in  the  suprachoroidea.  The  posterior 
segment  was  otherwise  not  remarkable 
(Figs.  1 and  2). 

Results.  The  diagnosis  was  chronic  in- 
terstitial keratitis. 

He  was  readmitted  in  December,  1960, 
because  of  redness,  soreness,  periorbital 
swelling,  and  partial  corneal  opacification  of 
the  remaining  eye.  He  was  totally  deaf. 
The  peripheral  blood  contained  rare  L.E. 
(lupus  erythematosus)  cells.  Serum  albu- 
min was  5.4  and  globulin  2.7  Gm.  per  100 


% C 

FIGURE 2.  Casel.  Cross  sections  through  cornea 
at  different  magnifications  showing  inflammatory 
infiltrates.  (A)  X 95,  (B)  X 230,  (C)  X 300. 

ml.  Serum  calcium  was  10.5  mg.  per  100 
ml.  Electrocardiogram  gave  normal  re- 
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suits.  He  received  12  million  units  of  peni- 
cillin without  benefit.  A diagnosis  of  non- 
syphilitic interstitial  keratitis  with  nerve 
deafness  (Cogan’s  syndrome)  was  made  and 
a response  obtained  to  prednisone,  80  mg. 
daily,  supplemented  by  topical  ophthalmic 
hydrocortisone  and  neomycin.  The  eye 
improved  dramatically  and  vision  restored 
to  20/25. 

Symptoms  recurred  on  a tapered  pred- 
nisone dosage,  and  he  was  readmitted  in 
February,  1961,  with  partial  corneal  opaci- 
fication and  diffuse  bulbar  conjunctival  in- 
jection. The  peripheral  blood  picture  was 
normal,  and  no  L.E.  cells  were  seen. 
Blood  urea  nitrogen  was  normal.  Serum 
cholesterol  was  elevated  (514  and  486  mg. 
per  100  ml.  on  two  determinations),  but 
iodine-131  uptake  and  serum  protein  elec- 
trophoretic pattern  were  normal.  Skin  and 
muscle  biopsies  were  unremarkable.  Kol- 
mer  complement  fixation  and  cardiolipin 
complement  fixation  were  strongly  positive, 
but  the  Treponema  immobilization  test  was 
nonreactive.  He  again  responded  to  corti- 
costeroid therapy  and  has  done  well  there- 
after on  doses  of  prednisone  varying  from  5 
to  15  mg.  daily  depending  on  recrudes- 
cences of  burning  and  lacrimation.  The 
vision  is  still  correctable  to  20/20,  and  his 
general  health  was  excellent  when  last  seen 
in  September,  1966. 

Case  2.  A twenty-nine-year-old  postal 
employe  in  April,  1958,  developed  a series 
of  difficulties  inaugurated  by  chills,  fever, 
painful  erythema,  and  swelling  of  the  left 
foot  and  a swollen  left  testicle.  This  sub- 
sided briefly  but  was  followed  by  tinnitus 
and  difficulty  in  hearing  and  then  by  con- 
stitutional complaints  and  painful,  injected 
eyes  leading  to  hospitalization  elsewhere  in 
May,  1958,  where  fever,  injected  scleras, 
fullness  of  the  scrotum,  and  left  medial 
malleolar  tenderness  were  noted.  There 
was  anemia  and  striking  leukocytosis,  but 
L.E.  cells  were  not  found  in  the  peripheral 
blood.  He  was  treated  with  antibiotics 
without  benefit,  and  when  erythematous 
swelling  involved  the  ears  and  bridge  of 
nose,  triamcinolone  was  given  with  remis- 
sion of  active  disease.  On  discharge,  initial 
symptoms  recurred,  he  became  aware  of 
poor  balance,  and  finally  sought  admission 
to  the  Buffalo  Veterans  Administration 
Hospital  on  July  21,  1958.  His  past  his- 


tory was  unremarkable  except  for  episodes 
of  loose  stools  in  1956  attributed  to  colitis 
and  a clinical  diagnosis  of  peptic  ulcer  in 
1957. 

Examination  showed  evidence  of  recent 
weight  loss,  slightly  elevated  optic  disks 
with  blurred  borders,  bilateral  nerve  deaf- 
ness, splenomegaly,  swelling  of  the  left 
ankle  and  left  proximal  interphalangeal 
joints,  a shuffling  broad-based  gait,  and  a 
positive  Romberg  test  result. 

Laboratory  studies  showed  urinary  spe- 
cific gravities  up  to  1.027.  The  initial  anal- 
yses showed  normal  results,  but  later  sedi- 
ments contained  up  to  15  to  20  erythrocytes 
and  7 to  9 leukocytes  per  high-power  field. 
The  peripheral  blood  initially  contained 
9,500  leukocytes  per  cubic  millimeter  with  a 
shift  to  the  left  in  the  differential  count. 
Hemoglobin  was  10.1  Gm.  per  100  ml., 
hematocrit  35,  reticulocyte  count  0.9  per 
cent,  and  sedimentation  rate  100  mm. 
per  hour  ( Wester gren).  Leukocyte  counts 
fluctuated  between  5,000  and  12,000  with 
eosinophils  up  to  10  per  cent.  Hemoglobin 
level  rose  to  12  Gm.  per  100  ml.  at  discharge 
with  a hematocrit  of  42.  The  sedimenta- 
tion rate  remained  in  the  vicinity  of  the  ad- 
mission level.  Studies  for  L.E.  cells  in  the 
peripheral  blood  were  repeatedly  negative. 
Blood  determinations  of  nonprotein  nitro- 
gen, fasting  glucose,  uric  acid,  calcium, 
phosphorus,  and  bilirubin  were  normal. 
Serial  serum  albumin-globulin  ratios  were 
2.9: 3.3,  3.4: 2.5,  and  3.7: 2.7.  Serologic 
test  for  syphilis,  Coombs’  test,  and  Witeb- 
sky-Rubin  test  gave  negative  results. 
Bentonite  test  reaction  was  positive  in  a 
1 : 8 dilution.  C-reactive  protein  reaction 
was  positive.  Antistreptolysin  titer  was 
50  Todd  units  per  milliliter.  Spinal  fluid 
was  normal.  Stools  were  repeatedly  nega- 
tive for  occult  blood.  Skin  testing  with 
intermediate  strength  purified  protein  de- 
rivative was  negative.  Intravenous  py- 
elography, upper  gastrointestinal  series, 
and  x-ray  films  of  the  chest,  skull,  spine, 
ankles,  wrists,  and  hands  were  all  unre- 
markable. Biopsy  of  the  skin  and  an  in- 
guinal lymph  node  revealed  only  hyper- 
plasia and  nonspecific  inflammatory 
changes  in  the  node.  An  audiogram  re- 
vealed a 70-  to  100-decibel  loss  bilaterally 
for  both  air  and  bone  conduction.  Electro- 
encephalogram showed  normal  findings. 

On  admission  he  was  treated  with  aspirin 
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on  the  presumption  he  was  suffering  from 
early  rheumatoid  arthritis.  The  vestibular 
symptoms  were  attributed  to  the  strepto- 
mycin administered  at  the  other  hospital 
and  the  hearing  loss  not  related  at  all  to  the 
remainder  of  the  symptom  complex.  He 
remained  afebrile  throughout,  but  joint 
effusion  occurred  transiently  in  both  knee 
joints.  He  complained  of  a “haze”  in 
front  of  his  eyes,  but  initial  slit  lamp  exam- 
ination was  unremarkable  and  perimetry 
was  normal.  However,  a slit  lamp  exam- 
ination in  September,  1958,  showed  an  in- 
terstitial keratitis  on  the  right.  The  tin- 
nitus responded  partially  to  dimenhydri- 
nate,  and  the  hearing  was  improved  slightly 
by  a hearing  aid.  Because  of  the  multiplic- 
ity of  systems  involved,  a diagnosis  of  a 
collagen  disorder  was  considered  but  not 
established  by  any  test  or  biopsy. 

He  improved  sufficiently  to  be  discharged 
on  October  17,  1958,  and  was  followed  on  an 
outpatient  basis  where  complaints  of  re- 
current diarrhea,  abdominal  pain,  insomnia, 
and  agitation  were  treated  with  a variety 
of  proprietary  sedatives,  analgesics,  tran- 
quilizers, and  antispasmodic  drugs.  The 
deafness  persisted,  and  cold  caloric  testing 
in  January,  1959,  showed  a nonreactive 
vestibular  apparatus.  In  early  1959,  he 
was  troubled  by  purulent  nasal  discharge, 
right  infra-orbital  pain,  and  chronic  nasal 
stuffiness,  which  were  attributed  to  chronic 
sinusitis.  He  was  also  treated  for  pustular 
acne  on  the  posterior  thorax  and  neck. 
Eventually,  because  of  recurrent  aches, 
weakness,  anorexia,  fatigue,  and  malaise,  he 
was  readmitted  on  June  29, 1959.  Physical 
findings  included  slight  left  facial  weakness, 
questionable  slurred  speech,  a large  right 
axillary  lymph  node,  and  a string  of  smaller 
nodes  on  the  left.  Fundi  were  normal. 
The  Romberg  test  still  gave  positive  results, 
and  the  palpable  spleen  unchanged.  Uri- 
nalyses and  the  erythrocytic  sedimentation 
rate  were  now  normal.  A platelet  count 
and  serum  determinations  of  sodium,  po- 
tassium, chloride,  bicarbonate,  glutamic 
oxalacetic  transaminase,  and  pyruvic  trans- 
aminase were  all  normal.  Chest  x-ray  film 
and  electrocardiogram  were  unremarkable. 
Sigmoidoscopy  gave  negative  findings. 
Biopsy  of  a right  axillary  node  revealed 
nonspecific  reactive  hyperplasia.  Bone 
marrow  was  normal.  His  course  was  char- 
acterized by  intermittent  low-grade  fever 


and  persistence  of  tinnitus,  deafness,  hazi- 
ness of  vision,  dizziness,  muscle  twitching, 
fatigability,  joint  stiffness,  and  assorted 
aches.  A trial  of  antihistamine  therapy 
was  ineffectual,  and  he  was  discharged  on 
January  28,  1960,  essentially  unchanged. 
His  complaints  persisted  in  the  course  of 
follow-up  and  were  managed  symptomati- 
cally with  salicylates.  In  October,  1960. 
upper  gastrointestinal  series  revealed  nor- 
mal results. 

On  February  28,  1961,  after  a three- week 
history  of  diarrhea,  cramps,  and  weight  loss, 
he  was  admitted  for  the  third  time.  Previ- 
ous studies  were  repeated  and  were  essen- 
tially unchanged.  His  urine  was  negative 
for  Bence-Jones  protein  and  5-hydroxyin- 
dolacetic  acid.  C-reactive  protein  reaction 
was  negative.  Serum  cholesterol  and  basal 
metabolic  rates  were  normal.  Stool  cul- 
ture, barium  enema,  and  small-bowel  series 
all  gave  normal  findings.  He  was  treated 
symptomatically  and  discharged  on  March 
24,  1961. 

Several  days  later  he  developed  calf 
cramps,  swelling  of  the  knees,  and  upper 
respiratory  symptoms  followed  by  pruritic 
red  spots  on  the  legs.  On  readmission  on 
April  10,  1961,  he  exhibited  discrete,  ele- 
vated, nontender,  hemorrhagic  lesions  ex- 
tending from  the  dorsum  of  the  foot  to  the 
midcalf.  The  peripheral  blood  showed  a 
drop  in  hemoglobin  to  10.7  Gm.  per  100  ml. 
and  hematocrit  to  35.  A throat  culture 
grew  no  pathogens,  and  a tourniquet  test 
gave  negative  results.  The  skin  lesions 
disappeared  rapidly,  and  he  was  discharged 
on  April  24,  1961. 

Ten  days  prior  to  his  fifth  admission  on 
July  9,  1961,  he  developed  transient  left 
popliteal  swelling  and  erythema  and  ery- 
thema of  both  lower  legs  followed  by  stiff- 
ness in  the  calves,  thighs,  and  groins.  The 
crampy  diarrhea  and  papular  lesions  on  the 
legs  recurred.  On  examination  he  was  pale 
and  had  edema  and  tenderness  of  the  dor- 
sum of  the  feet.  Scattered  skin  lesions  in 
various  stages  of  evolution  were  present  on 
the  legs.  Hemoglobin  had  dropped  to  9.6 
Gm.  per  100  ml.  and  hematocrit  to  32. 
Sedimentation  rate  was  81  mm.  in  one  hour 
(Westergren).  One  of  several  stools  was 
positive  for  occult  blood.  Platelet  counts 
were  normal  and  L.E.  preparations  nega- 
tive. He  was  again  considered  to  have 
a collagen  disorder.  He  improved  spon- 
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taneously,  and  was  discharged  on  July 
22,  1961.  A swollen  elbow  and  showers  of 
petechiae  and  small  ecchymoses  on  the 
lower  extremities  led  to  his  sixth  admission 
on  October  1,  1961,  for  biopsy  of  one  of  the 
lesions.  This  disclosed  blood  vessels  in  the 
dermis  surrounded  by  a heavy  polymor- 
phonuclear infiltrate  containing  frequent 
eosinophils  and  disrupting  the  vessel  wall. 
Scattered  polymorphonuclear  leukocytes 
and  small  hemorrhages  were  present  in  the 
surrounding  tissue.  A diagnosis  of  acute 
arteritis  or  pathergic  angiitis  with  mild 
ecchymosis  was  made,  and  the  patient  was 
discharged  on  October  3,  1961. 

His  subsequent  course  has  been  unre- 
markable, and  when  last  seen  in  July,  1965, 
his  condition  was  unchanged. 

Case  3.  A twenty-eight-year-old  photo 
enlarger  was  admitted  on  November  30, 
1964,  with  a three-day  history  of  vertigo, 
nausea,  and  a tendency  to  fall  to  the  left 
while  walking. 

He  had  suffered  severe  injuries  to  the 
head,  trunk,  and  extremities  in  a truck 
accident  in  1957,  entailing  lengthy  hospital- 
ization elsewhere  culminating  in  initial  ad- 
mission here  from  December  14,  1962,  to 
April  10,  1963,  for  a withered  left  foot  and 
chronically  draining  os  calcis.  He  even- 
tually underwent  a below-the-knee  amputa- 
tion and  was  fitted  with  a prosthesis.  A 
variety  of  antibiotic  agents  had  been  ad- 
ministered intermittently  from  the  time 
of  the  original  injury.  An  eye  disorder 
termed  “chronic  iritis”  appeared  during  the 
course  of  the  1963  hospitalization  and  re- 
sponded to  topical  hydrocortisone  and 
atropine.  The  eyes  flared  during  the  sum- 
mer of  1964  and  were  treated  by  an 
ophthalmologist. 

On  November  28,  1964,  two  days  prior  to 
readmission,  he  noted  objective  vertigo, 
nausea,  anorexia,  a tendency  to  veer  to  the 
left  when  walking,  and  hyperacute  hearing. 
Symptoms  persisted,  and  he  was  admitted. 

He  was  slightly  built  but  well  nourished 
and  not  acutely  ill.  Vital  signs  were  nor- 
mal and  blood  pressure  138/84  mm.  Hg. 
The  left  pupil  was  larger  than  the  right,  but 
this  was  related  to  the  antecedent  brain  in- 
jury. The  superficial  conjunctival  vessels 
were  injected.  The  ear  drums  were  nor- 
mal. There  were  well-healed  left  scapular 
surgical  and  abdominal  sympathectomy 


scars.  The  left  leg  had  been  amputated  be- 
low the  knee,  and  there  was  a moderate 
foot  drop  0)1  the  right,  residual  from  the  old 
injury.  Gait  with  a prosthesis  was  stable. 
On  elevation  of  the  upper  extremities,  there 
was  a slight  leftward  drift  bilaterally  and  a 
downward  drift  of  the  left  upper  extremity. 

The  peripheral  blood  contained  11,000 
leukocytes  per  cubic  millimeter  with  a nor- 
mal differential  count.  Hemoglobin  was 
13.8  Gm.  per  100  ml.  and  hematocrit  45. 
Sedimentation  rate  was  16  mm.  in  one  hour 
(Westergren).  Blood  urea  nitrogen,  sugar, 
and  protein  fractionation  were  normal. 
Latex  fixation  and  serologic  tests  for  syph- 
ilis gave  negative  findings.  Blood  was 
positive  for  C-reactive  protein,  but  a prep- 
aration for  L.E.  cells  was  negative.  X-ray 
film  of  the  chest  and  electrocardiogram  were 
unremarkable.  Electroencephalogram 

showed  a diffuse  slow  wave  abnormality. 
Tuberculin  reaction  was  negative.  Initial 
audiogram  on  December  8 showed  an 
average  loss,  in  the  range  of  250  to  4,000 
cycles  per  second,  of  45  decibels  on  the 
right  on  air  conduction  and  28  on  bone 
conduction.  Air  conduction  on  the  left 
showed  an  average  27-decibel  loss  and  bone 
conduction  an  average  37-decibel  loss.  A 
repeat  audiogram  on  December  21  showed 
losses  in  a similar  range,  but  a third  test  on 
January  13,  1965,  showed  improvement  of 
air  conduction  on  the  right  to  an  average 
28-decibel  loss  and  bone  conduction  to  18- 
decibel  loss.  Corresponding  values  on  the 
left  were  8 and  15  respectively.  Caloric 
testing  showed  diminished  responsiveness 
bilaterally.  The  findings  were  interpreted 
as  showing  vestibular  involvement  and 
nerve  deafness  with  contributory  conduc- 
tive features. 

Following  admission  he  continued  to 
complain  of  headache,  dizziness,  tinnitus, 
and  staggering,  and  exhibited  nystagmus  on 
right  lateral  gaze.  He  displayed  hearing 
loss  to  conversational  tones,  and  this  was 
confirmed  by  audiometry.  He  was  treated 
with  dimenhydrinate  25  mg.,  four  times  a 
day  and  the  tinnitus  and  vertigo  gradually 
subsided.  His  eyes,  however,  grew  worse 
following  admission  with  marked  tearing, 
periorbital  pain,  headache,  and  injection 
of  conjunctival  vessels.  On  December  2, 
corrected  vision  was  right  eye  20/30  and 
left  eye  20/25.  The  right  conjunctiva  was 
hyperemic,  and  the  right  cornea  showed 
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slight  superficial  staining  with  fluorescin. 
The  media  were  clear  and  the  fundi  normal. 
A diagnosis  of  keratoconjunctivitis  was 
made,  and  the  eye  grew  rapidly  worse  on 
topical  therapy.  On  December  7,  the 
anterior  half  of  both  corneas  showed  a con- 
fluent diffuse  infiltration  without  corneal 
staining  or  involvement  of  irides  or  lenses. 
The  possibility  of  drug  allergy  was  con- 
sidered and  topical  medication  discon- 
tinued. Re-examination  on  December  9 
showed  a stippled  infiltration  in  the  anterior 
cornea  bilaterally.  These  changes  together 
with  the  auditory  and  vestibular  defects 
suggested  a diagnosis  of  Cogan’s  syndrome. 
By  January  5,  1965,  slit  lamp  examination 
showed  complete  corneal  clearing.  The 
eyes  were  clinically  normal,  and  vision  had 
improved  to  right  eye  20/25  and  left  eye 
20 /20.  The  eyes  flared  on  January  18, 1965, 
with  violent  injection  on  the  right  and  only 
slight  reaction  on  the  left  but  subsided  on 
topical  hydrocortisone  drops.  His  vestibu- 
lar difficulty  did  not  recur,  and  audiometry 
two  weeks  preceding  discharge  on  February 
1,  1965,  showed  the  improvement  pre- 
viously noted. 

He  was  last  evaluated  in  March,  1966, 
and  was  still  asymptomatic.  Examination 
revealed  slight  residual  interstitial  opacifi- 
cation of  the  right  cornea  and  mixed  deaf- 
ness of  mild  degree  on  audiometry.  Sev- 
eral L.E.  preparations  were  negative,  and 
no  antinuclear  antibodies  could  be  demon- 
strated. Peripheral  blood,  urine,  electro- 
cardiogram, and  chest  x-ray  film  all  re- 
vealed normal  findings. 

Comment 

The  cases  reported  not  only  satisfy  the 
criteria  for  diagnosis  of  Cogan’s  syndrome, 
but  also  the  findings  cannot  reasonably  be 
accounted  for  by  other  causes  of  interstitial 
keratitis  and  deafness,  either  singly  or  in 
combination. 

The  more  common  causes  of  sudden  deaf- 
ness are  usually  unilateral  and  consist  pri- 
marily of  suppurative  labyrinthitis,  tumor, 
leukemia,  bacterial  and  viral  infection, 
ischemic  vascular  disease,  vasomotor  dis- 
turbances, Paget’s  disease,  and  acute  aller- 
gic reactions.3  None  of  these  can  be  in- 
criminated in  our  cases. 

Syphilis  is  a reported  cause  of  bilateral 
deafness  in  less  than  1 per  cent  of  cases  of 


untreated  acquired  syphilis,  but  early 
treatment  with  penicillin  is  usually  help- 
ful.15 The  converse  occurred  in  the  first 
case. 

Bilateral  interstitial  keratitis  is  seen 
largely  in  congenital  syphilis,  and  only  3 per 
cent  of  cases  represent  acquired  syphilis.16 
Other  causes  of  interstitial  keratitis,  such 
as  tuberculosis,  leprosy,  and  focal  viral  in- 
fection, are  more  apt  to  be  unilateral  and 
associated  with  scleritis  and  iridocyclitis. 
The  keratitis  of  acquired  syphilis  is  also 
usually  monocular  and  limited  to  one  sector 
of  the  cornea.  It  is  usually  a late  mani- 
festation of  the  disease  and  associated  with 
anterior  uveitis  and  thickening  of  vessel 
walls.  Where  involvement  is  bilateral,  the 
process  in  the  second  eye  follows  the  first 
within  days  to  weeks  with  associated  irido- 
cyclitis and  vascularization  followed  by  im 
provement.  As  with  deafness  of  syphilitic 
origin,  penicillin  is  effective  in  treatment 
of  acquired  syphilitic  keratitis.  Deafness 
occurs  in  only  4 per  cent  of  these  cases  of 
keratitis  and  appears  months  or  years 
later.1 

There  may  be  no  abrupt  inception  to  the 
nonsyphilitic  type,  and  the  cornea  may  not 
change  greatly  over  several  months.  It  is 
more  involved  by  discrete  infiltrates  and 
not  apt  to  have  a ground  glass  appearance. 
There  is  no  appreciable  iridocyclitis.  The 
course  tends  to  be  more  persistent,  yet  shows 
greater  fluctuations  in  intensity.  The 
infiltrates  may  fluctuate  in  intensity  and  in 
distribution,  no  longer  being  considered  to 
localize  selectively  in  the  posterior  cornea. 17 
Fair  and  Levi18  noted  both  anterior  and 
posterior  infiltrates,  centrally  and  near  the 
limbus,  sometimes  in  the  same  patient  at 
different  stages  of  the  disease. 

It  became  apparent  to  a number  of  ob- 
servers including  Norton  and  Cogan12  and 
Cogan  and  Dickersin,19  in  the  years  follow- 
ing Cogan’s  first  report,  that  the  ves- 
tibuloauditory  symptoms  and  nonsyph- 
ilitic interstitial  keratitis  were  frequently 
part  of  a constitutional  disease  with  a car- 
diovascular component.  Polyarteritis  and 
rheumatic  heart  disease  were  associated 
more  frequently  than  one  could  ascribe  to 
chance,  and  the  suspicion  arose  that  the 
vestibuloauditory  and  ocular  manifesta- 
tions might  be  the  result  of  a hypersensi- 
tivity state  of  unknown  cause. 

Cogan  and  Dickersin,19  commenting  on 
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the  autopsy  studies  of  Fisher  and  Hell- 
strom,20 suggested  that  the  finding  of  sys- 
temic vasculitis  in  the  absence  of  angiitis 
in  the  eye  and  ear  might  be  the  result  of 
hypersensitivity  to  drugs  employed  in  a 
futile  attempt  to  treat  the  presenting  Co- 
gan’s  complex.  However,  it  has  been 
demonstrated  that  drugs  are  potential 
causative  agents  of  Cogan’s  syndrome  it- 
self. A vermicide  (Whipcide,  3 methyl- 
l-pentyn-3  yl  acid  phthalate),  was  shown 
to  be  responsible  for  moderate  deafness  and 
keratitis  in  2 patients,  with  the  abnor- 
malities regressing  on  withdrawal  of  the 
agent.21  It  has  also  been  established  ex- 
perimentally that  ocular  lesions  with  fea- 
tures strikingly  similar  to  human  coun- 
terparts could  be  produced  by  sensiti- 
zation to  a foreign  antigen.22  The  degree 
and  type  of  reaction  corresponded  closely 
with  blood  antibody  levels  to  the  antigen 
ranging  from  iritis  at  low  titers  to  corneal 
inflammatory  infiltrates  at  higher  titers. 

Serrins,  Harrison,  and  Chandler17  ob- 
served that  half  the  reported  cases  had 
symptoms,  signs,  or  laboratory  findings 
indicative  of  systemic  disease.  They  also 
noted  that,  like  the  ocular  symptoms,  the 
auditory  symptoms  may  exacerbate  and 
remit  for  a time  before  leading  to  complete 
hearing  loss.  An  anatomic  study  of  the 
vestibuloauditory  apparatus  in  an  autop- 
sied  case  with  vascular  lesions  resembling 
polyarteritis  nodosa  showed  inflammatory 
changes  in  the  ligamentum  spirale,  degener- 
ation of  the  spiral  and  vestibular  ganglia, 
displacement  of  Reissner’s  membrane, 
edema  of  the  cochlea  and  semicircular 
canals,  degenerative  changes  in  the  organ 
of  Corti,  and  demyelination  of  the  eighth 
nerve  proximal  to  its  division  into  vestibu- 
lar and  cochlear  branches.  This  descrip- 
tion confirmed  a previous  report  by  Fisher 
and  Hellstrom.20  By  contrast,  acquired 
syphilis  involves  the  vessels  supplying  the 
inner  ear  and  neural  elements  in  an  oblitera- 
tive endarteritic  process  associated  with 
some  lymphocytic  infiltration  of  the  cochlea 
and  spiral  ganglion. 16 

Fisher  and  Hellstrom,20  in  a detailed 
pathologic  study  of  a fatal  case  of  Cogan’s 
syndrome  with  features  of  severe  cardiovas- 
cular disease  resembling  both  polyarteritis 
nodosa  and  thromboangiitis  obliterans, 
describe  lymphocytic  infiltration  of  the 
cornea  and  vascularization  by  newly  formed 


capillaries  but  no  focal  vascular  lesions  in 
vessels  supplying  the  eye  that  could  account 
for  the  alterations  observed.  A vasculitis 
was  present  elsewhere,  however,  involving 
medium-sized  and  small  vessels  in  the  ex- 
tremities, heart,  kidney,  liver,  and  spleen. 

The  first  case,  Case  1,  of  the  group  being 
reported  now,  satisfies  Cogan’s  criteria  ex- 
cept for  the  lag  of  several  years  in  appear- 
ance of  the  ocular  disorder  following 
permanent  deafness  and  remission  of  initial 
vertigo.  The  histologic  picture  of  the 
enucleated  eye,  however,  is  remarkably 
similar  to  the  description  of  Fisher  and 
Hellstrom.20  The  intense  infiltration  of 
the  periphery  of  Bowman’s  membrane  with 
plasma  cells  and  lymphocytes  and  the 
severe  scarring  and  vascularization  indicate 
a chronic  process,  but  acute  inflammatory 
changes  are  present  centrally.  It  is  not 
clear  whether  the  foci  of  necrosis  seen  in  the 
periphery  represent  an  effect  of  this  inflam- 
matory process  or  whether  they  are  a pri- 
mary phenomenon. 

The  role  of  syphilis  in  this  patient  merits 
comment.  While  he  undoubtedly  had  the 
disease,  it  is  unlikely  that  after  7.2  million 
units  of  penicillin  he  would  have  developed 
vestibuloauditory  and  keratitic  lesions  due 
to  that  disease,  and  this  became  increas- 
ingly apparent  with  each  succeeding  course 
of  the  drug.  On  the  other  hand,  develop- 
ment of  the  complex  in  the  wake  of  penicil- 
lin treatment  is  at  least  consistent  with  the 
possibility  of  a hypersensitivity  reaction  to 
the  drug.  It  is  of  interest  that  the  case 
reported  by  Quinn  and  Falls13  also  had  a 
persistently  positive  blood  Kahn  reaction 
but  a negative  Treponema  immobilization 
test  and  a nonreactive  spinal  fluid. 

The  second  patient,  Case  2,  has  a per- 
manent vestibuloauditory  defect,  but  his 
earlier  ophthalmologic  difficulties  have 
shown  no  indication  of  reactivation  over  a 
follow-up  period  of  several  years.  In  this 
case,  the  Cogan’s  complex  is  a part  of  a 
widespread  disorder  suggestive  of  vasculitis 
or  collagen  disease. 

The  third  patient.  Case  3,  had  concurrent 
evidence  of  interstitial  keratitis  and  vestib- 
uloauditory loss  after  antecedent  episodes 
of  “iritis”  over  the  preceding  two  years 
which  could  have  been  forerunners  of  the 
same  process.  As  mentioned,  there  is  an 
experimental  basis  for  such  speculation.22 
His  history,  from  the  time  of  his  injury  in 
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1957  to  the  appearance  of  the  Cogan’s  com- 
plex in  1964,  was  characterized  by  pro- 
tracted infections,  use  of  many  drugs,  and 
disturbances  of  circulation  and  innervation. 
One  can  only  speculate  whether  or  not  any 
of  this  was  responsible  for  his  recent  diffi- 
culties and,  if  so,  the  pathogenic  mechanism 
of  the  responsible  factor. 

The  age  of  all  our  patients  is  below  the 
mean  of  our  hospital  population  and  coi- 
responds  with  the  reported  peak  incidence 
of  the  syndrome  in  the  second  and  third 
decade.  Because  of  the  youth  of  these 
patients  and  the  vital  point  established  in 
the  twenty  years  since  Cogan’s  initial  ob- 
servation that  the  syndrome  is  frequently 
only  one  aspect  of  a more  serious  gen- 
eralized disease,  long-term  follow-up  is  most 
important. 

Summary 

Three  cases  of  Cogan’s  syndrome  (non- 
syphilitic interstitial  keratitis  with  vestib- 
uloauditory  involvement)  are  presented 
and  the  distinctive  features  reviewed 
against  the  pattern  of  previously  reported 
cases.  The  gross  and  histologic  findings  in 
the  enucleated  eye  of  1 of  these  patients  are 
described. 

3495  Bailey  Avenue 
Buffalo,  New  York  14215 
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Since  Huckabee’s1  -6  description  of  lactic 
acidosis,  this  malady  has  been  observed  in  a 
variety  of  circumstances.  Many  of  these 
patients  have  had  diabetes  mellitus.  Since 
several  had  been  treated  with  phenformin 
(DBI),  this  material  was  suspected  of  being 
involved  in  the  etiology  of  this  almost  uni- 
formly fatal  malady.  Tranquada,  Bern- 
stein, and  Martin7  reported  3 elderly  pa- 
tients who  demonstrated  the  disease  after 
treatment  with  phenformin.  These  in- 
vestigators reasoned  that  renal  failure  was 
responsible  for  the  retention  of  this  antidia- 
betic material  which,  in  turn,  caused  the  re- 
tention of  excess  lactic  acid.  Huckabee,8 
however,  doubts  that  phenformin  is  the 
causative  agent  and  is  of  the  opinion  that 
insulin-treated  diabetic  patients  demon- 
strate this  defect  in  lactate  metabolism  as 
often  as  those  treated  with  phenformin. 

The  purpose  of  this  report  is  to  present  a 
review  of  the  case  of  a young  woman  who 
suffered  severe  diabetic  (?)  acidosis  and 
complicating  lactic  acidosis  after  a “crash” 
reducing  diet.  The  diabetic  state  and  keto- 
sis rapidly  disappeared  under  massive  doses 
of  insulin  only  to  be  replaced  by  metabolic 
acidosis  due  to  lactic  acid  accumulation 
from  which  she  eventually  succumbed. 

Case  report 

The  patient  was  a thirty-seven-year-old 
white  woman  who  came  to  the  emergency 
room  of  the  Richmond  Memorial  Hospital 
at  midnight,  October  29,  1965,  complaining 


of  breathlessness.  She  gave  a history  of 
using  reducing  pills,  later  discovered  to  be 
chlorthiazide,  amphetamine,  and  desiccated 
thyroid,  in  conjunction  with  an  extremely 
restricted  diet  so  that  she  had  lost  40 
pounds  (19  Kg.)  in  one  month.  Since  she 
was  obviously  agitated,  the  intern  on  duty 
assumed  that  she  was  using  excessive 
amounts  of  amphetamine-like  drugs  in  her 
reducing  regimen.  He  prescribed  chlor- 
promazine  hydrochloride  (Thorazine),  50 
mg.,  and  suggested  that  she  be  admitted  for 
further  study  in  the  morning.  He  stated 
that  she  did  “not  look  acutely  ill.”  The 
floor  nurse  who  saw  her  later  noted  that  she 
complained  of  difficulty  in  breathing,  rate 
32,  pulse  100,  and  temperature  97.8  F.  (36.5 
C.),  blood  pressure  160/80,  eyes  dilated, 
and  very  frightened.  During  the  night  she 
received  oxygen  for  the  breathlessness  and 
128  mg.  of  sodium  phenobarbital  intra- 
muscularly for  increasing  apprehension. 
By  3:00  a.m.  she  was  sleeping  “very 
soundly”  (nurse’s  note). 

At  7:00  a.m.,  she  could  not  be  aroused. 
The  odor  of  acetone  was  apparent,  and  ap- 
propriate blood  and  urine  specimens  were 
obtained  at  once.  Even  before  the  results 
were  reported,  200  units  of  regular  insulin 
were  given  intravenously.  At  7:45  a.m. 
the  blood  sugar  was  370  mg.  per  100  ml. 
Blood  urea  nitrogen  was  20  mg.  per  100  ml., 
and  the  urine  showed  4 plus  sugar,  4 plus 
acetone,  and  100  mg.  per  100  ml.  of  albumin. 
Massive  amounts  of  insulin  were  prescribed 
in  conjunction  with  saline,  bicarbonate,  and 
later  with  dextrose  and  water,  since  the 
acetonemia  persisted  for  some  time  after 
the  dextrose  levels  reached  normal.  The 
exact  amounts  were  1,600  units  of  regular 
insulin,  3,500  cc.  of  normal  saline  with  40 
mEq.  per  liter  of  potassium  chloride,  1,500 
cc.  of  5 per  cent  dextrose  in  water,  and  37.5 
Gm.  of  sodium  bicarbonate.  By  3:00  a.m. 
on  October  31  the  patient  had  become  both 
sugar-  and  acetone-free,  and  it  is  interesting 
to  note  that  from  that  time  forward  she 
never  required  insulin  again.  Both  sugar 
and  acetone  were  absent  from  all  subse- 
quent urine  specimens.  Blood  sugar  levels 
remained  consistently  within  normal  range. 
However,  during  the  first  day,  the  blood 
sugar  had  reached  levels  as  high  as  524. 
The  admission  (7:30  a.m.,  October  30, 
1965)  electrolyte  study  revealed  sodium 
136,  potassium  2.5,  chloride  100,  and  bicar- 
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TABLE  I.  Laboiatory  data 


Description 

October 
30,  1965 
7:45 

A.M. 

October 
30,  1965 
11:00 
A.M. 

October 
31,  1965 
3:00  - 

A.M. 

November,  1965 • 

14  6 

Blood  sugar  (mg.  per  100  ml.) 

370 

524 

122 

104 

102 

95 

Blood  urea  nitrogen  (mg.  per  100  ml.) 

20 

22 

46 

224 

146 

Blood  uric  acid 

4.2 

Urine  sugar 

4 plus 

Urine  acetone 

4 plus 

Sodium 

136 

139 

143 

143 

Potassium 

2.5 

2.7 

3.0 

4.5 

Chloride 

100 

95 

91 

91 

Bicarbonate 

14 

18 

20 

22 

pH 

7.2 

7.15 

6.9 

7.4 

Anion  gap  (mEq.  per  liter) 

22 

26 

32 

30 

Arterial  lactic  acid  (mEq.  per  liter) 

48  5 

Arterial  pyruvic  acid  (mEq.  per  liter) 

2.3 

* 

Renal  output  (cc.) 

lOt 

184 

270** 

* After  375  Gm.  (10  ampules)  of  sodium  bicarbonate. 

t Absent  blood  pressure,  no  urinary  output,  shock. 

**  Blood  pressure  maintained  without  vasopressor  materials. 

(Note:  only  pertinent  laboratory  findings  are  included) . 

bonate  14.  The  pH  was  7.2.  There  was 
an  anion  gap  of  22  mEq.  per  liter.  A part 
of  this  may  have  been  keto  acids.  By  3 : 00 
a.m.  when  the  urine  was  sugar-  and  acetone- 
free,  the  pH  had  dropped  to  7.15,  and  now 
the  anion  gap  had  increased  to  26  mEq.  per 
liter.  This  could  not  be  accounted  for. 
During  the  next  day  the  anion  gap  in- 
creased progressively  to  32  mEq.  per  liter. 

A lactic  acid  determination  made  on  arterial 
blood  showed  48  mEq.  per  liter  and 
2.3  mEq.  per  liter  of  pyruvic  acid.  Since 
she  was  acetone-free  at  this  point  and  the 
pH  had  now  reached  the  almost  impossible 
level  of  6.9,  it  was  evident  that  the  missing 
anion  was  lactic  acid.  Use  of  sodium  bi- 
carbonate (37.5  Gm.)  10  ampules  daily  and 
sufficient  potassium  chloride  (40  mEq.)  to 
bring  the  serum  potassium  to  4.5  mEq.  per 
liter  restored  the  pH  to  7.4.  However, 
during  this  period,  the  patient’s  general 
condition  was  very  poor  indeed.  The  blood 
pressure  could  not  be  obtained  without  the 
use  of  vasopressor  materials.  Later  that 
day  the  urinary  output  practically  disap- 
peared. Cell  blocks  of  the  small  quantities 
of  urine  that  could  be  obtained  failed  to  dis- 
close any  evidence  of  papillary  necrosis  of 
the  kidney.  During  the  next  few  days  the 
blood  urea  nitrogen  mounted  from  46  to  as 
high  as  224.  A high  fever  appeared  which 
was  apparently  related  to  the  presence  of  a 
considerable  degree  of  pulmonary  conges- 
tion. Rales  were  heard  bilaterally  with 
bronchial  breathing  over  the  right  base 


posteriorly.  X-ray  films  disclosed  the 
presence  of  “bilateral  pulmonic  consolida- 
tion.” 

On  November  6,  the  seventh  day  of  her 
illness,  the  patient  seemed  better.  She  had 
a renal  output  of  270  cc.,  the  blood  urea 
nitrogen  had  fallen  to  146,  and  the  blood 
pressure  was  maintained  without  the  use 
of  vasopressor  materials.  The  laboratory 
data  are  described  in  Table  I.  She  an- 
swered questions  intelligently  and  was  able 
to  relate  a good  deal  of  her  history  which 
indicated  that  there  were  no  diabetic  pa- 
tients in  her  family,  and  that  aside  from  the 
reducing  regimen  which  she  had  embraced 
she  had  not  been  to  see  a physician  for  many 
years.  She  had  had  no  serious  diseases  in 
the  past. 

At  11:30  p.m.  on  November  7 her 
blood  pressure  fell  to  70/50.  Levartere- 
nol  (Levophed)  bitartrate  was  again  ad- 
ministered intravenously.  The  pressure 
promptly  rose  to  110/70,  but  convulsive 
movements  appeared  in  her  extremities. 
She  vomited  about  1,000  cc.  of  dark  brown- 
to-black  fluid,  the  pressure  dropped  to  70/40 
despite  the  vasopressors,  and  the  respira- 
tions became  slower.  Tremors  continued, 
and  the  blood  pressure  was  soon  unobtain- 
able. A large  amount  of  black  fluid  poured 
out  of  the  rectum.  She  rapidly  lapsed  into 
coma  and  was  pronounced  dead  at  1:50 
a.m. 

Autopsy.  The  final  diagnosis  was  se- 
vere tracheobronchitis,  bilateral  broncho- 


August  15,  1967  / New  York  State  Journal  of  Medicine  2259 


pneumonia,  pulmonary  edema,  pleural  effu- 
sion bilaterally  of  300  cc.,  bilateral  severe 
nephrosis  with  severe  cystitis,  intestinal 
hemorrhage,  uterine  hemorrhage,  fatty 
metamorphoses  of  the  liver,  and  ascites  of 
1,200  cc. 

Microscopic  study  of  the  pancreas  re- 
vealed degenerative  changes  in  the  islands 
of  Langerhans  compatible  with  diabetes  and 
minute  foci  of  acute  pancreatitis.  The  kid- 
neys showed  necrosis  of  many  distal  tubules 
with  desquamation  of  epithelial  cells. 
Other  cells  showed  marked  hydrophilous 
changes.  No  cause  for  hemorrhage  could 
be  found  in  any  area  of  the  gastrointestinal 
tract. 

Comment.  This  patient  probably  had 
latent  or  unrecognized  diabetes.  She  suf- 
fered an  acute  exacerbation  of  this  illness 
while  undergoing  rapid  weight  reduction 
with  supplementary  amphetamine,  thiazide 
diuretics,  and  thyroid.  When  she  was  ad- 
mitted, the  intern  on  service  unfortunately 
did  not  suspect  that  her  agitation  might  be 
due  to  an  organic  cause.  Consequently 
definitive  treatment  for  the  diabetic  ketosis 
was  delayed  for  hours.  Following  the  cor- 
rection of  the  glycosuria  and  acetonemia, 
metabolic  acidosis  became  apparent  with  an 
anion  gap  because  of  an  accumulation  of  ex- 
cess lactate.  During  this  experience,  or 
perhaps  even  preceding  it,  she  suffered  an 
acute  respiratory  tract  infection.  Later 
circulatory  collapse  ensued  with  shock  and 
complicating  renal  failure.  On  the  last  day 
of  her  life  when  she  seemed  much  better 
both  clinically  and  chemically,  she  experi- 
enced a profound  gastrointestinal  hemor- 
rhage and  expired  in  shock. 

The  place  of  the  pancreatitis  as  the  possi- 
ble cause  of  the  diabetes  and  shock  which  in 
turn  precipitated  cellular  hypoxia  and  lactic 
acidosis  can  only  be  surmised.9  The  renal 
tubular  damage  described  in  the  autopsy 
may  have  been  due  to  potassium  depletion 
or  diminished  renal  circulation. 

Normal  lactic  acid  metabolism 

Both  the  production  and  removal  of  lac- 
tate are  functions  of  every  tissue  with  the 
exception  of  the  erythrocyte.  Little  of  this 
material  is  excreted,  and  even  a nephrec- 
tomized  animal  would  not  accumulate  much 
of  this  ion.  It  is  impossible  to  implicate  a 
single  organ  in  the  production  of  lactic  acid 


accumulation,  because  even  the  removal  of 
any  one  organ  would  not  impede  the  lactate 
utilization  or  production  of  all  other  organs. 
Lactate  is  removed  and  produced  at  a cellu- 
lar level  under  the  influence  of  lactic  acid 
dehydrogenase. 

Theoretically  it  would  seem  that  overpro- 
duction, decreased  utilization,  or  decreased 
availability  of  the  enzyme  (lactic  dehydro- 
genase) must  be  responsible  for  the  appear- 
ance of  high  blood  lactic  acid  levels  and  the 
clinical  picture  which  has  been  described. 

Yet  there  is  no  reason  to  believe  that 
either  of  these  phenomena  takes  place  or 
that  any  combination  of  them  is  responsible 
for  the  appearance  of  the  syndrome.  The 
proof  that  enzyme  lack  is  not  the  precipitat- 
ing factor  lies  in  the  failure  of  blood  lactate 
to  rise  after  the  experimental  intravenous 
injection  of  several  hundred  millimols  of 
lactate.4  It  would  seem  that  the  fault  lies 
primarily  in  the  presence  of  a serious  oxygen 
debt  at  the  cell  membrane.  These  patients 
do  not  exhibit  hypoxemia.  Patients  with 
respiratory  and  cardiac  disease  with  low 
oxygen  tension  are  not  those  with  the  worst 
prognosis  in  lactic  acidemia.  In  fact  this 
association  is  rarely  found.  Obviously  if  a 
patient  were  to  have  low  oxygen  saturation 
for  any  cause,  the  condition  would  respond 
at  once  to  the  correction  of  this  abnor- 
mality. Thus,  the  presence  of  normal  oxy- 
gen levels  in  the  blood  would  indicate  a poor 
outlook  for  the  patient  because  he  has  a 
cellular  hypoxia  which  cannot  be  corrected 
by  oxygen  administration. 

Perhaps  hyperbaric  oxygen  would  force 
this  material  into  the  cell.10  We  unfor- 
tunately did  not  have  the  facilities  to  use 
this  modality  or  the  opportunity  to  transfer 
her  to  an  appropriate  center  for  such  ther- 
apy. On  the  other  hand  the  presence  of 
low  pH  and  an  anion  gap,  where  the  sum  of 
chloride  and  bicarbonate  ions  is  signifi- 
cantly lower  than  the  sodium  level,  with  a 
marked  increase  of  lactate  over  pyruvate,  is 
an  ominous  sign  indeed.  If  arterial  oxygen 
is  reduced  and  oxygen  therapy  fails  to  re- 
lieve the  excess  lactate,  then  a serious  out- 
come may  be  expected. 

Perhaps  this  is  the  time  to  review  the  bio- 
chemistry of  this  disease.  Normally  di- 
phosphopyridine  (DPN)  acts  in  oxidizing 
lactic  acid  to  pyruvic  acid  and  reduced  di- 
phosphopyridine  (DPNH»)  according  to  the 
following  equation: 


2260  New  York  State  Journal  of  Medicine  / August  15,  1967 


Lactic 

H H O Dehydrogenase  H O 

III  II 

H — C — C — C -f  DPN  (Diphosphopyridine)  H — C — C — C + DPNH2 

I I I or  I II  I or 

H OH  OH  NAD  (Nicotinamine  Adenine  H O OH 

Dinucleotide)  NADH-. 

Lactic  Acid  Pyruvic  Acid 


The  reduced  diphosphopyridine  must  be 
oxidized  to  diphosphopyridine  to  enter  the 
cycle  again.  Should  cellular  hypoxia  be 
present,  this  reversal  of  the  equation  cannot 
take  place.  There  is  then  an  insufficient 
amount  of  diphosphopyridine  available,  the 
equation  cannot  proceed  to  the  right,  and 
lactic  acid  must  accumulate. 

In  serious  instances  of  this  disease,  lactate 
may  accumulate  in  quantities  as  high  as 
twenty  to  forty  times  the  pyruvate  level. 
Both  must  always  be  ascertained  to  make 
an  accurate  diagnosis,  because  the  ratio  of 
lactate  to  pyruvate  is  more  important  than 
the  level  of  either  of  these  alone.  It  is 
physiologic  for  both  to  rise  together.  This 
occurs  during  fever,  exercise,  hyperventila- 
tion, epinephrine,  glucose,  insulin  or  bicar- 
bonate administration,  and  so  on,  and  is  not 
diagnostic  of  the  fatal  variety  of  excess 
lactate  accumulation.  It  is  preferable  to 
use  arterial  blood  because  muscle  contrac- 
tion in  the  arm  with  the  veins  occluded  by  a 
tourniquet  will  cause  the  physiologic  pro- 
duction of  lactic  acid  which  cannot  escape 
into  the  general  circulation.  Thus  a falsely 
high  lactate  level  will  be  obtained.  When 
an  anion  gap  appears  in  metabolic  acidosis, 
lactic  acid  should  be  measured.  It  may  not 
be  assumed  that  this  is  the  cause  of  the  gap, 
because  salicylic  acid  in  salicylism;  formic 
acid  in  methyl  alcoholism;  ketoglutaric 
acid  in  hepatic  failure;  phosphate,  sul- 
phates, or  other  organic  acids  in  renal  fail- 
ure, and  aceto-acetic  acid  in  diabetic  coma 
may  be  the  offending  anion. 

Huckabee4  has  elaborated  a formula  for 
determining  the  degree  of  lactic  acid  tox- 
icity: 

XL  = (LN  - LO)  - (Pn  - Po)  (Lo  Po) 
in  which 

XL  = Excess  lactate 

LN  = Lactate  level  in  arterial  blood 

LO  = Normal  lactate  level  (0.618  mEq.  per 
liter) 

Pn  = Pyruvate  level  in  arterial  blood 

Po  = Normal  pyruvate  level  (0.142  mEq. 
per  liter) 

Normal  Lo/Po  = 0.618/0.142  = 4.35 


Thus  the  normal  excess  of  lactate  over  py- 
ruvate is  roughly  5 to  1.  Volumes  in  excess 
of  10  to  1 are  significant. 

Our  patient  had  48.5  mEq.  per  liter  of 
lactate  and  2.3  mEq.  per  liter  of  pyruvate,  a 
ratio  of  20  to  1,  and  a lactate  level  many 
times  the  normal  average  of  0.618.  If  we 
substitute  our  figures  in  Huckabee’s  for- 
mula. 

XL  = (48.5  - 0.618  - (2.3  - 0.142)  X 
(0.618/0.142) 

XL  = (47.882  - 2.158)  X 4.35 

XL  = 45.724  X 4.35 

XL  = 198.8.  This  is  diagnostic  of  lactic 
acidosis. 

Comment 

The  cause  of  this  almost  uniformly  fatal 
condition  is  not  known.  While  there  seems 
to  be  some  relation  to  diabetes  and  particu- 
larly to  the  use  of  phenformin  therapy,  this 
really  has  not  stood  up  under  close  analysis. 
As  indicated  earlier,  Huckabee1-6  does  not 
feel  that  phenformin  is  the  only  cause  or 
even  a significant  cause  of  the  condition. 
However,  in  an  individual  with  severe 
metabolic  acidosis,  it  would  seem  phen- 
formin should  be  avoided  since  its  use 
might  increase  the  production  of  lactic  acid. 
This,  however,  is  no  condemnation  of  the 
use  of  phenformin  for  the  maturity  onset, 
ketosis-resistant  diabetic  patient.  Simi- 
larly it  would  seem  prudent  to  avoid  the  use 
of  sixth  molar  sodium  lactate  in  the  treat- 
ment of  acidosis  when  the  cause  of  the  anion 
gap  has  not  been  accurately  ascertained, 
since  it  would  be  inadvisable  to  give  lactate 
to  an  individual  who  might  be  suffering 
from  an  inability  to  handle  the  lactate  he  is 
already  producing.  Huckabee  is  of  the 
opinion  that  circulatory  collapse  is  likely  to 
produce  lactacidemia.  Thus  it  may  be  a 
cause  rather  than  an  effect  of  this  syn- 
drome. When  he  could  induce  circulatory 
deterioration  in  dogs  there  was  a falling  in 
the  cardiac  output,  an  increase  in  pulse  rate, 
and  a fall  in  blood  pressure.  Under  these 
circumstances  lactate  accumulated,  and 
even  the  inhalation  of  100  per  cent  oxygen 
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had  no  effect  whatever  on  the  progression  of 
the  disease  to  its  fatal  outcome.  Similar 
experiments  which  Huckabee  has  made  in 
this  area  would  indicate  that  increasing  lac- 
tate levels  accompanied  by  a concomitant 
rise  in  pyruvate  levels  are  not  dangerous. 
However,  when  lactic  acid  accumulates  by 
alteration  in  the  state  of  oxidation  of  di- 
phosphopyridine  without  a change  in  py- 
ruvate, or  when  pyruvate  rise  is  not  as  rapid 
as  that  of  lactate,  it  would  seem  that  the 
dangerous  variety  of  this  malady  is  develop- 
ing. 

An  effective  supply  of  oxygen  has,  in  the 
latter  instance,  failed  to  reach  the  cells. 
It  has  not  kept  pace  with  their  meta- 
bolic needs  and  reflects  a serious  defect. 
Whether  this  lack  of  oxygen  has  its  origin  in 
circulatory,  respiratory,  hematologic,  or 
cellular  dysfunction  seems  to  make  little  or 
no  difference.  Cellular  damage  and  death 
are  the  usual  outcome.  The  tissue  hypoxia 
might  conceivably  be  corrected  by  the  open- 
ing of  additional  capillaries,  but  when  there 
is  circulatory  collapse  this  compensatory 
mechanism  is  no  longer  operating.  Simi- 
larly, where  the  patient  is  suffering  from 
shock,  hypoxia  cannot  be  corrected  by  the 
administration  of  oxygen.  Catecholamines 
may  have  a tendency  to  make  it  worse. 
Certainly  they  did  not  help  our  patient. 
This  patient  did  go  into  circulatory  collapse 
as  measured  more  by  her  failure  of  renal 
output  than  by  her  falling  blood  pressure. 
Therefore,  Huckabee’s  interpretation  of  the 
sequence  of  events  may  have  application 
here. 

Treatment 

For  the  most  part  this  is  a fatal  disease. 
Therapy  may  correct  some  of  the  biochem- 
ical abnormalities  which  are  the  result  of 
the  disease  but  rarely  influences  the  still  un- 
known cause.  In  fact  we  do  not  know 
whether  or  not  cellular  hypoxia  really  exists, 
although  it  seems  plausible,  nor,  as  indi- 
cated, do  we  know  whether  circulatory  fail- 
ure is  the  cause  or  the  result  of  the  lactic 
acid  accumulation.  The  former  seems 
more  likely. 

We  were  successful  in  raising  the  pH  in 
our  case  by  large  amounts  of  water  and  bi- 
carbonate, and  this  seems  reasonable,  but 
this  biochemical  improvement  rarely  has 
altered  the  clinical  results  in  the  reported 


cases.  The  treatment  of  this  form  of  acido- 
sis is  similar  to  the  treatment  of  diabetic 
acidosis  prior  to  insulin.  Then  too  we 
treated  the  biochemical  results  of  the  dis- 
ease rather  than  its  cause. 

Oxygen  is  theoretically  necessary,  but  de- 
livery of  this  material  by  mask,  tent,  or  any 
other  conventional  route  has  not  alleviated 
the  lack  of  this  substance  at  the  cell  mem- 
brane or  intracellularly  where  it  is  needed 
desperately.  In  fact  most  fatal  cases 
have  adequate  arterial  oxygen  saturation. 
Should  the  opportunity  offer  again,  I would 
follow  Smith’s10  suggestion  and  use  hyper- 
baric oxygen  in  an  effort  to  force  this  ele- 
ment into  the  cell.  Dialysis  likewise  prob- 
ably treats  the  accumulated  lactic  acid,  not 
the  cause.  Ewy  et  al. 1 1 kept  a patient  alive 
for  nine  days  with  this  technic.  One  ques- 
tions how  this  therapy  can  work  since  lactic 
acid,  in  itself,  is  nontoxic  and  is  at  best  only 
a residue  of  unbuffered  acid.  Likewise  the 
usual  dialysate  solution  contains  40  mEq.  of 
lactate!  Thus  it  might  add  rather  than 
subtract  this  substance. 

Oxidizing  agents  would  seem  indicated  to 
transpose  reduced  diphosphopyridine  into 
diphosphopyridine  so  that  it  can  re-enter 
the  lactic-pyruvate  cycle.  One  of  5 pa- 
tients so  treated  with  methylene  blue  sur- 
vived.12 Unfortunately  this  substance 
which  has  significant  theoretic  oxidation- 
reduction  potential  has  uncertain  protein 
binding  and  enters  cells  unpredictably  or 
not  at  all. 

As  indicated,  Waters,  Hall,  and 
Schwartz13  and  Schwartz  and  Waters14 
question  the  advisability  of  using  0.6-molar 
sodium  lactate  in  such  a patient. 

There  is  reason  to  suspect  that  intracellu- 
lar potassium  depletion  may  be  a factor  in 
this  disease.  Many  of  the  reported  pa- 
tients, like  our  own,  show  an  early  hypo- 
kalemia. While  this  may  not  reflect  intra- 
cellular levels,  intravenous  potassium  chlo- 
ride may  prove  valuable.15  The  large 
amounts  of  sodium  as  infused  sodium  bicar- 
bonate may  initiate  or  aggravate  potassium 
depletion. 

Since  the  patients  have  circulatory  fail- 
ure, there  is  diminished  renal  output  with 
an  increasing  blood  urea  nitrogen.  This 
train  of  circumstances  results  in  uremic  aci- 
dosis. This  may  be  because  of  deficient 
ammonium  excretion,  and  the  lactic  acid 
may  accumulate  because  of  failure  to  neu- 
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tralize  it. 16,17  Such  materials  as  trometha- 
mine  might  be  used  to  act  as  an  intracellu- 
lar alkali. 18  The  dose  of  bicarbonate  ad- 
ministered must  be  quite  large  so  as  to  in- 
sure intracellular  alkalosis,  for  the  lactic 
acid  is  probably  found  both  intra-  and  ex- 
tracellularly. 

Perhaps  the  hypercapnia  is  the  cause  and 
not  the  result  of  the  acidosis.  This  concept 
has  not  been  ruled  out  as  a cause  for  lactic 
accumulation.19 

Summary 

A patient  with  lactic  acidosis  has  been  de- 
scribed. She  was  seen  with  all  the  features 
of  this  syndrome  including  an  anion  gap, 
serum  acidosis  in  the  absence  of  acetonemia, 
and  intractability.  All  of  our  therapeutic 
efforts  succeeded  in  correcting  only  bio- 
chemical abnormalities  but  failed  to  correct 
the  underlying  intracellular  derangement. 

Until  the  exact  nature  of  this  defect  is  as- 
certained, fatality  will  probably  be  the  rule 
rather  than  the  exception. 

This  patient  was  unique  in  that  she  was 
the  first  instance  of  this  disease  to  follow  a 
“crash”  reducing  program. 

The  exact  details  of  her  diet  are  not  avail- 
able. She  was  advised  to  follow  a 700- 
calory  diet.  However,  her  husband  reports 
that  she  previously  stated  that  she  did  not 
eat  all  of  it  and  on  some  days  drank  only 
water.  Her  caloric  intake  was,  no  doubt, 
quite  restricted,  for  she  lost  40  pounds  (19 
Kg.)  in  thirty  days.  Cubberley,  Polster, 
and  Schulman'20  reported  that  fasting  regi- 
mens produced  lactic  acidosis  in  diabetic 
patients.  This  patient’s  blood  uric  acid 
levels  were  not  increased.  Therefore  it  is 
unlikely  that  she  fasted  completely. 
Whether  the  desiccated  thyroid,  the  am- 
phetamines, the  thiazides,  or  the  starvation 
were  responsible  together,  separately,  in 
some  combination,  or  not  at  all,  for  the  ap- 


pearance of  this  syndrome  is  a matter  of 
conjecture. 
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T he  recorded  cases  of  ileovesical  fistula 
are  surprisingly  few.  However,  when  en- 
countered, they  present  an  interesting  prob- 
lem which  commands  the  attention  of  the 
urologist.  A review  of  the  literature  has 
disclosed  no  previously  recorded  case  of 
ileovesical  fistula  secondary  to  reticulum 
cell  sarcoma. 

In  1949  the  United  States  death  rate  for 
diseases  of  the  lymphatic  system  was  4.2 
per  100,000,  and  6.2  per  cent  of  these  were 
due  to  reticulum  cell  sarcoma.  The  peak 
frequency  occurs  in  the  sixth  decade,  with 
males  being  more  frequently  affected  than 
females.  Reticulum  cell  sarcoma  is  less 
common  in  Negroes  than  in  Caucasians. 
Involvement  of  the  tissues  of  the  genitouri- 
nary system,  particularly  the  prostate, 
testes,  and  kidney,  has  been  noted  in  as 
many  as  59  per  cent  of  the  cases.  The 
terminal  ileum  is  the  most  frequent  part  of 
the  small  bowel  to  be  affected. 1 

Case  report 

A forty-eight-y ear-old  Negro  female  was 
admitted  to  the  Queens  Hospital  Center  on 
September  29,  1965,  because  of  urgency  of 
urination,  hematuria,  terminal  pneuma- 
turia,  and  passage  of  fecaloid  material  per 
urethra  for  one  month  prior  to  admission. 

Physical  examination  revealed  a chron- 
ically ill  patient  with  marked  suprapubic 
tenderness.  No  abdominal  masses  were 
palpable.  Pelvic  examination  revealed  an 
enlarged  fibroid  uterus.  Blood  urea  nitro- 


FIGURE1.  Intravenous  pyelogram.  Twenty-four- 
hour  film  revealing  hypaque  throughout  small 
and  large  bowel. 


gen  on  admission  was  10  mg.  per  100  ml., 
and  fasting  blood  sugar  was  492  mg.  per  100 
ml.  Urinalysis  disclosed  3 plus  sugar  and 
3 plus  acetone.  Serum  electrolytes  were 
normal.  Hemoglobin  was  8.1  Gm.  per  100 
ml.  A chest  x-ray  film  revealed  essentially 
normal  findings,  and  the  electrocardiogram 
disclosed  a sinus  tachycardia.  Blood 
transfusions  were  instituted  because  of  con- 
tinuing gross  hematuria.  The  diabetes 
was  controlled  with  regular  insulin  and  in- 
travenous fluid  administration. 

The  intravenous  pyelogram  revealed  bi- 
lateral calycectasis  with  right  ureteral  dila- 
tation to  the  level  of  the  ureterovesical 
junction.  A twenty-four-hour  film  re- 
vealed hypaque  throughout  the  entire  colon 
suggesting  a fistulous  tract  (Fig.  1). 

Barium  enema  revealed  filling  of  the  en- 
tire colon  and  a portion  of  the  terminal 
ileum  without  evidence  of  intrinsic  disease 
or  fistulas.  A cystogram  revealed  good 
bladder  filling  with  extensive  reflux  into  the 
right  colon  and  ileum  (Fig.  2). 

Cystoscopy  revealed  a raised,  irregular 
area,  3 cm.  in  diameter,  with  surrounding 
bullous  edema  in  the  midline,  at  the  junc- 
tion between  the  fundus  and  dome  of  the 
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FIGURE  2.  Cystogram  revealing  extensive  reflux 
nto  ileum  and  right  colon. 


bladder.  A fistulous  opening  was  noted 
within  this  area.  The  remainder  of  the 
bladder  revealed  evidence  of  chronic 
inflammation. 

On  October  18,  1965,  an  exploratory 
laparotomy  was  performed.  The  urinary 
bladder,  several  loops  of  terminal  ileum, 
and  the  uterus  were  bound  down  in  a 
phlegmonous  mass.  One  loop  of  terminal 
ileum  communicated  with  the  bladder 
through  an  abscess  cavity  (Fig.  3).  En- 
larged internal  iliac  nodes  were  present. 
Approximately  30  cm.  of  ileum  was  resected, 
and  an  ileotransversostomy  and  a seg- 
mental resection  of  the  bladder  were 
performed. 

Microscopic  examination  of  the  specimen 
revealed  extensive  infiltration  of  the  wall  of 
the  small  intestine  and  urinary  bladder  and 
replacement  of  mesenteric  nodes  by 
malignant  lymphoma  of  reticulum  cell  vari- 
ety (Fig.  4).  The  final  diagnosis  was 
reticulum  cell  sarcoma  originating  in  the 
terminal  ileum  and  involving  the  mesentery 
and  urinary  bladder,  with  perforation  of  the 
small  intestine  and  urinary  bladder. 

The  patient  was  discharged  on  the  seven- 
teenth postoperative  day  and  received 
cobalt  therapy  in  the  outpatient  depart- 
ment. A three-month  follow-up  visit  re- 
vealed the  patient  to  be  in  general  good 
health  without  urinary  symptoms.  An  in- 
travenous pyelogram  and  cystogram  re- 
vealed normal  results.  Cystoscopy  re- 




FIGURE  3.  Gross  specimen  of  ileum  and  bladder. 
Arrow  pointing  to  abscess  cavity  which  communi- 
cated with  ileum  and  bladder. 


FIGURE  4.  Section  of  urinary  bladder  wall  show- 
ing extensive  infiltration  by  reticulum  cell  sarcoma. 


vealed  a reddened  edematous  area  at  the 
dome  of  the  bladder. 

Comment 

Black  and  Bolt2  conducted  an  extensive 
review  of  vesicointestinal  fistulas  reported 
during  the  period  1888  to  1951.  They 
found  481  cases  recorded  in  sufficient  detail 
to  analyze  and  noted  41  ileovesical  fistulas, 
an  incidence  of  8.5  per  cent. 
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Trauma,  inflammatory  disease,  and  neo- 
plasia are  responsible  for  the  large  majority 
of  ileovesical  fistulas.  Traumatic  fistulas 
are  commonly  produced  by  surgical  injury. 
Inflammatory  conditions  represent  the 
most  common  cause  of  fistula.  Williams3 
collected  365  cases  of  regional  ileitis  and 
noted  23  ileovesical  fistulas.  Tuberculous 
enteritis,  acute  suppurative  appendicitis, 
and  Meckel’s  diverticulitis  are  other  in- 
flammatory causes  of  ileovesical  fistula. 
Williams,3  in  a review  of  148  cases  of  vesico- 
intestinal fistulas,  found  no  neoplastic  cause 
of  ileovesical  fistula.  Carcinoma  of  the 
urinary  bladder  and  lymphomas  have  been 
cited  as  causes  by  others.2’4 

A long  period  of  urinary  symptoms  usu- 
ally precedes  the  establishment  of  a frank 
ileovesical  fistula.  Irritative  symptoms 
such  as  frequency  of  urination,  urgency, 
dysuria,  and  hematuria  are  the  results  of  an 
acute  cystitis.  Passage  of  fecaloid  material 
is  pathognomonic  and  represents  a rela- 
tively late  stage  of  the  disease.  Pneuma- 
turia  is  highly  suggestive  although  not  an 
absolute  sign  since  passage  of  gas  might 
follow  previous  instrumentation  or  result 
from  fermentation  by  a gas-producing 
organism. 

The  passage  of  fecaloid  material  per 
urethra  and  pneumaturia  may  also  indicate 
a vesicocolonic  or  vesicorectal  fistula.  A 
definitive  diagnosis  of  ileovesical  fistula  is 
established  by  a combination  of  cystoscopic 
and  roentgenologic  demonstration  of  the 
fistulous  tract. 

Cystoscopic  observation  of  the  fistulous 
opening  is  not  always  possible.  Often  one 
gains  only  presumptive  evidence  in  the 
form  of  a localized  area  of  cystitis  and 
edema.  The  fistulous  tract  may,  on  occa- 
sion, be  successfully  catheterized  cysto- 
scopically,  thus  demonstrating  its  course. 
The  cystogram  may  provide  an  exact  diag- 
nosis by  revealing  an  extravesical  extension 
of  the  contrast  medium  into  the  bowel. 
Barium  swallow  aids  in  the  diagnosis  of  the 
underlying  bowel  disease  but  is  much  less 
efficacious  in  depicting  the  actual  fistula. 
The  use  of  various  dyes  to  demonstrate  a 
communication  between  the  intestinal  tract 
and  the  bladder  may  assist  in  the  location  of 
the  fistulous  opening.  However,  the  actual 
localization  of  the  fistula  often  must  await 
surgical  exploration. 


Treatment 

Among  the  factors  influencing  the  treat- 
ment of  ileovesical  fistula  are  the  nature  of 
the  underlying  disease  and  its  duration,  the 
patient’s  general  condition,  and  the  status 
of  the  urinary  tract. 

In  general,  the  treatment  consists  of  re- 
section of  the  fistulous  tract,  ileum,  and  the 
involved  portion  of  the  urinary  bladder. 
The  specific  treatment  of  the  previously 
enumerated  causes  of  ileovesical  fistula  has 
been  well  documented.2,3 

Radiation  therapy  is  the  principal  and 
most  reliable  method  of  treatment  for  the 
majority  of  patients  with  reticulum  cell 
sarcoma.  According  to  Pack  and  Ariel,5 
adequate  surgical  extirpation  in  selected  pa- 
tients should  be  employed  wherever  possi- 
ble for  unicentral  reticulum  cell  sarcoma, 
whether  in  a single  node-bearing  region  or  in 
a viscus. 

The  median  survival  time  for  reticulum 
cell  sarcoma  is  1.8  years,  and  the  five-year 
survival  rate  is  22.6  per  cent.6 

Summary 

An  ileovesical  fistula  due  to  reticulum  cell 
sarcoma,  believed  to  be  the  first  such  re- 
ported case,  has  been  presented.  The 
cause,  clinical  features,  and  diagnosis  of 
ileovesical  fistula  have  been  reviewed.  The 
generally  accepted  method  of  treatment  has 
been  outlined.  It  is  emphasized  that  a 
long  period  of  urinary  symptoms  usually 
precedes  the  establishment  of  a frank  ileo- 
vesical fistula.  Early  diagnosis  of  ileovesical 
fistulas  will  greatly  simplify  the  treatment 
and  significantly  decrease  the  morbidity 
rate. 
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T he  treatment  of  diabetic  acidosis  has 
become  routine  in  most  hospitals  through- 
out the  United  States.  The  death  of  a 
patient  in  diabetic  acidosis  is  usually  be- 
cause of  a concomitant  illness  or  some  other 
complication  of  diabetes  mellitus.  Physi- 
cians have  become  aware  of  the  need  for 
electrolyte  replacement  during  the  correc- 
tion of  the  acidotic  state,  particularly  the 
adequate  replacement  of  the  potassium 
deficit.  Rules  concerning  the  rapidity 
with  which  potassium  should  be  replaced 
have  been  established  and  in  most  cases 
will  lead  to  the  proper  management  of  the 
patient.  We  recently  had  the  opportunity 
to  treat  a woman  with  diabetic  acidosis  who 
required  unusually  large  amounts  of  po- 
tassium during  her  treatment. 

Case  report 

A twenty-nine-year-old,  married,  Puerto 
Rican  housewife  was  admitted  to  the 
Cumberland  Division  of  The  Brooklyn- 
Cumberland  Medical  Center  on  February 
3,  1966,  with  the  chief  complaint  of  weak- 
ness, marked  thirst,  vomiting,  and  epi- 
gastric pain  of  three  days  duration.  The 
patient,  a known  diabetic  patient  for  eight 


years,  had  been  admitted  to  another  hos- 
pital in  1958  with  abdominal  pain,  vomit- 
ing, and  fever.  The  patient  noted  that  her 
current  complaints  resembled  the  symptoms 
of  her  earlier  hospitalization.  At  that  time 
she  had  been  operated  on  for  suspected 
gallbladder  disease;  however,  all  findings 
were  normal  at  laparotomy.  Postopera- 
tively,  the  patient  had  been  diagnosed  as 
having  diabetes  mellitus  and  she  had  subse- 
quently been  treated  with  35  units  of 
isophane  insulin  per  day.  Although  the 
patient  was  followed  in  a diabetic  clinic  for 
six  years,  her  visits  were  irregular  with 
erratic  control  of  her  diabetes.  Six  months 
prior  to  admission,  the  patient  stopped 
taking  her  insulin  because  she  noted  “fre- 
quent insulin  reactions.”  These  “reac- 
tions” consisted  of  weakness  and  light- 
headedness and  usually  occurred  in  the 
late  afternoon.  During  the  six  months 
prior  to  admission,  the  patient  gradually 
lost  10  to  15  pounds  of  body  weight.  One 
week  prior  to  admission  she  noted  the 
gradual  onset  of  anorexia,  which  was  fol- 
lowed by  vomiting,  abdominal  pain,  thirst 
without  polyuria,  and  fever  with  a non- 
productive cough. 

Past  history.  The  patient  had  had 
five  pregnancies,  delivering  two  viable  term 
children,  weighing  9 and  9.5  pounds  re- 
spectively. Following  the  second  delivery 
by  cesarean  section,  her  fallopian  tubes  had 
been  ligated.  She  had  had  three  mis- 
carriages, and  one  living  child  has  been 
diagnosed  as  having  congenital  heart 
disease. 

Family  history.  A mother  and  a 
maternal  aunt  have  diabetes  mellitus. 
Physical  examination  on  admission  revealed 
a small,  quiet,  dehydrated,  Puerto  Rican 
female  who  was  drowsy  but  conscious, 
breathing  deeply  at  a rate  of  32  per  minute. 
Blood  pressure  was  120/80  mm.  Hg,  pulse 
105  per  minute  and  regular,  and  tempera- 
ture 98  F.  Head,  ears,  nose,  and  throat 
were  normal.  Eyeballs  were  moderately 
hard,  pupils  reacted  to  light,  and  fundi  re- 
vealed tortuous  blood  vessels  without 
hemorrhages,  exudates,  or  microaneurysms. 
The  neck  was  supple.  Lungs  were  clear. 
In  the  heart,  sounds  were  normal,  there 
were  no  murmurs,  and  the  heart  was  not 
enlarged.  The  abdomen  was  soft,  no 
masses  were  palpable,  and  there  were  two 
well-healed  vertical  midline  scars,  no  ten- 
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TABLE  I.  Intravenous  fluid  and  electrolyte  therapy 
during  treatment 


February, 

1966 

Time 

Treatment  of  Patient 

3 

5:00  a.m 

1 ,000  cc.  normal  saline 

3 

6:00  a.m. 

500  cc.  Ringer’s  lactate 

3 

10:00  a.m. 

1 .000  cc.  dextrose  5 per  cent  and 
Ringer’s  lactate  20  mEq.  potas- 
sium chloride,  50  cc.  50  per  cent 
dextrose 

3 

NOON 

1,000  cc.  dextrose  5 per  cent  and 
saline,  40  mEq.  potassium  chlo- 
ride, 20  mEq.  potassium  chloride 
injected  directly  via  tubing 

3 

2.00  p.M. 

1,000  cc.  dextrose  5 per  cent  and 
water,  2 ampules  sodium  bicar- 
bonate (88  mEq.),  40  mEq. 
potassium  chloride 

3 

4 :00  p.m. 

1,000  cc.  dextrose  5 per  cent  and 
and  saline,  1 ampule  sodium 
bicarbonate  (44  mEq.),  20  mEq. 
potassium  chloride 

3 

7:00  p.m. 

1,000  cc.  dextrose  5 per  cent  and 
water,  40  mEq.  potassium  chlo- 
ride 

3 

9:00  p.m. 

1,000  cc.  Ringer’s  lactate,  40  mEq. 
potassium  chloride 

3 

10:00  p.m. 

1,000  cc.  normal  saline,  40  mEq. 
potassium  chloride 

3 

11:30  p.m. 

1,000  cc.  dextrose  5 per  cent  and 
water,  40  mEq.  potassium  chlo- 
ride 

4 

1:00  a.m. 

1,000  cc.  normal  saline,  40  mEq. 
potassium  chloride 

4 

3:00  a.m. 

1,000  cc.  dextrose  5 per  cent  and 
water,  40  mEq.  potassium  chlo- 
ride 

4 

5:00  a.m. 

1,000  cc.  Ringer’s  lactate 

4 

9:00  a.m. 

1,000  cc.  dextrose  5 per  cent  and 
water,  begun  on  oral  potassium 
60  mEq.  per  day 

4 

11:30  a.m. 

1,000  cc.  normal  saline 

derness,  no  distention,  and  bowel  sounds 
were  normal.  The  extremities  were  nor- 
mal, and  the  pulses  were  intact.  Neuro- 
logic examination  revealed  grossly  normal 
results  with  no  abnormal  reflexes  noted. 

The  patient  was  admitted  to  the  hospital 
and  begun  on  intravenous  fluids  and  insulin 
therapy  (Table  I).  Seven  hours  following 
admission  the  patient’s  acidosis  had  im- 
proved, but  she  continued  to  be  lethargic 
and  complained  of  severe  weakness.  At 
this  time  her  pulse  was  noted  to  be  irregular, 
and  an  electrocardiogram  revealed  frequent 
premature  contractions,  prolonged  Q-T 
and  Q-U  intervals,  flat  T waves,  and  defi- 
nite U waves.  The  patient  complained 
of  difficulty  in  breathing,  diaphragmatic 
pain,  and  was  noted  to  have  Kussmaul- 
type  respirations.  When  the  patient  de- 
veloped a cardiac  arrhythmia,  it  was  real- 
ized that  she  was  severely  hypokalemic. 
This  was  confirmed  by  the  finding  of  a 
serum  potassium  concentration  of  2 mEq. 
per  liter.  The  patient  was  given  20  mEq. 
of  potassium  chloride  intravenously  over  a 


ten-minute  period.  Following  this,  she  re- 
ceived 40  mEq.  of  potassium  chloride  slowly 
in  1,000  cc.  of  dextrose  and  water.  Shortly 
thereafter  it  was  noted  that  the  patient  was 
complaining  of  more  severe  muscular  weak- 
ness while  difficulty  in  breathing  continued. 
Neurologic  examination  revealed  the  ab- 
sence of  deep  tendon  reflexes  and  poor 
motor  power.  Because  of  these  findings 
she  was  given  a further  intravenous  injec- 
tion of  20  mEq.  of  potassium  chloride  over 
a five-  to  ten-minute  period.  At  this  time 
it  had  become  apparent  that  the  patient’s 
potassium  depletion  was  severe  and  would 
require  larger  amounts  of  potassium  than 
usually  administered  to  patients  in  diabetic 
acidosis.  Blood  chemistries  continued  to 
confirm  a hypokalemic  state  and  thus, 
the  rapidity  of  administration  of  potassium 
chloride  was  increased  with  the  patient 
receiving  40  mEq.  per  liter  per  hour  over 
the  next  four  hours.  After  approximately 
eighteen  hours  hospitalization  the  patient 
had  received  280  mEq.  of  potassium.  The 
patient’s  weakness  had  improved,  her 
breathing  was  deeper  and  less  labored,  and 
the  frequency  of  respirations  had  decreased 
from  40  to  25  per  minute.  Over  the  next 
four  hours  she  received  an  additional  80 
mEq.  of  potassium,  and  approximately 
twenty-six  hours  after  admission  the  pa- 
tient’s clinical  status  and  blood  chemistries 
had  returned  to  near  normal  levels,  with  a 
serum  potassium  of  3.8  mEq.  per  liter 
(Table  II).  The  patient  was  placed  on  a 
diet  supplemented  by  oral  potassium,  and 
over  the  next  five  days  her  diabetes  came 
under  fair  control  on  35  units  of  isophane 
insulin.  She  was  discharged  one  week  after 
admission  on  this  dose  of  insulin  and  a 
2,100-calorie  diabetic  diet  to  be  followed  in 
the  diabetic  clinic. 

Comment 

This  patient  exhibited  many  clinical  find- 
ings associated  with  hypokalemia:  muscular 
weakness,  lethargy,  cardiac  arrhythmia, 
electrocardiogram  abnormalities,  air  hun- 
ger, and  a dilute  copious  urine. 1 During  the 
last  few  years,  physicians  treating  patients 
with  diabetic  acidosis  have  become  well 
aware  of  the  danger  of  hypokalemia.2  One 
is  constantly  warned  that  after  a few 
hours  of  glucose  and  insulin  therapy,  the 
patient  may  well  manifest  signs  and  symp- 
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toms  of  hypokalemia,  a state  which,  if 
allowed  to  go  untreated,  may  lead  to  cardiac 
arrhythmias  and  death.2  On  the  other 
hand,  the  physician  is  concomitantly  wary 
of  giving  a patient  large  quantities  of 
potassium  therapy  too  rapidly.  Guide- 
lines have  been  developed  indicating  the 
usual  safe  rates  of  hourly  and  daily  po- 
tassium administration.3-6  Also,  one  must 
be  assured  of  adequate  urinary  output  be- 
fore potassium  therapy  is  instituted.  The 
sudden  administration  of  a large  concentra- 
tion of  potassium  can  lead  to  a transient 
hyperkalemia  which  can  induce  cardiac 
arrhythmias  including  asystole. 

The  potassium  depletion,  in  this  patient, 
was  much  greater  than  the  physicians  car- 
ing for  her  had  realized  on  admission.  Her 
history  of  vomiting  did  not  seem  to  be 
excessive  for  diabetic  acidosis,  and  she  had 
no  complaints  of  diarrhea  or  other  recog- 
nized excessive  losses  of  potassium.  She 
had  been  eating  well  until  approximately 
three  days  prior  to  admission,  when  ab- 
dominal pain,  anorexia,  and  vomiting 
began.  However,  one  must  remember  that 
this  patient  had  not  been  taking  her 
prescribed  insulin  for  six  months,  and  ex- 
changeable potassium  is  commonly  low 
in  diabetic  patients.7  During  this  period  of 
time  she  had  lost  10  to  15  pounds  in  body 
weight  and  probably  had  been  gradually 
depleting  her  electrolytes,  particularly  po- 
tassium, as  intracellular  acidosis  developed. 
This  situation  caused  potassium  to  traverse 
the  cellular  barrier  to  the  extracellular 
fluid.  Thus,  on  admission,  the  patient’s 
serum  potassium  level  provided  a false  im- 
pression of  total  body  potassium  stores.  As 
treatment  of  her  acidosis  progressed,  not 
only  was  potassium  carried  into  the  cells  by 
the  action  of  glucose  and  insulin,  but  as 
sodium  and  hydrogen  left  the  cells  in  a 
more  alkaline  medium,  further  potassium 
entered  the  cells.  As  these  events  occurred, 
absolute  hypokalemia  became  evident, 
initiating  a transient  arrhythmia.  Sim- 
ilarly, the  patient’s  symptoms  of  weakness, 
lethargy,  and  other  neuromuscular  com- 
plaints including  shallow  respiration  have 
been  noted  and  were  probably  due  to  de- 
creased muscular  depolarization  as  the 
ratio  between  her  intracellular  and  extra- 
cellular potassium  was  altered.8 

This  patient  was  so  markedly  depleted  of 
potassium  that  she  sustained  a marked 


diuresis  during  the  first  eighteen  hours  in 
the  hospital  probably  secondary  to  the 
hypokalemic  damage  to  her  renal  tubules. 
The  patient  had  a urinary  output  of  ap- 
proximately 12  L.  during  a period  when  she 
received  12  L.  of  intravenous  fluid.  Urine 
specific  gravity  was  consistently  low,  in- 
dicating that  the  patient’s  kidneys  were 
apparently  unable  to  concentrate  urine. 
We  were  reassured  that  she  had  not  sus- 
tained permanent  tubular  damage  by  the 
subsequent  elaboration  of  a concentrated 
urine.  The  renal  lesion  seen  in  hypo- 
kalemia was  first  described  by  Reiman  and 
Schwartz9  and  is  resistant  to  posterior 
pituitary  antidiuretic  hormone.  Such 
lesions  may  be  transient  or  permanent. 

Severe  hypokalemia  has  been  noted  in 
cases  of  protracted  vomiting,  intestinal 
drainage,  fistula  drainage,  severe  diarrhea, 
or  in  patients  with  specific  renal  lesions  or 
congential  lesions,  such  as  familial  periodic 
paralysis.10  Urinary  loss  is  noted  in  renal 
tubular  acidosis  or  potassium-losing  ne- 
phritis11 and  starvation;  excessive  diuretic 
therapy,  particularly  if  the  patient  is  on  a 
low-sodium  diet,  can  also  lead  to  potassium 
diuresis.12  Amphotericin  B,13  corticoste- 
roids, ACTH,  and  aldosterone  excess  also 
have  been  implicated  in  inducing  hypo- 
kalemic states.14  Dilution  can  lead  to 
signs  and  symptoms  of  hypokalemia  despite 
adequate  body  stores.  As  noted,  when 
treating  a patient  with  hypokalemia  who  is 
acidotic,  any  change  in  pH  toward  a more 
alkaline  state  will  cause  potassium  to  enter 
the  cells  and  increase  the  relative  hypo- 
kalemia.15 

The  usual  patient  with  hypokalemia  is 
seen  with  signs  and  symptoms  of  anorexia, 
nausea,  vomiting,  abdominal  distention, 
decreased  bowel  sounds,  paralytic  ileus, 
muscular  weakness,  decreased  deep-tendon 
reflexes,  obtunded  sensorium,  thirst,  poly- 
uria, and  bilateral  symmetrical  flaccid 
paralysis.  The  loss  of  deep-tendon  reflexes 
is  noted  first  in  the  legs  and  later  the  arms. 
Respiratory,  pharyngeal,  facial,  and  ocular 
muscles  are  also  affected,  and  the  patient 
may  develop  severe  tetany  either  due  to  the 
hypokalemic  state,  or  occasionally  during 
replacement  therapy  the  previously  pro- 
tected low  calcium  level  may  become  more 
markedly  accentuated  precipitating  tetany. 
Electrocardiographic  findings  include  long, 
broad  T waves,  prolonged  Q-T  or  Q-U 
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intervals,  U waves,  depressed  T waves 
(particularly  in  the  precordial  leads),  de- 
pressed S-T  segments,  and  prolonged  P-R 
intervals.16  Usually,  patients  will  begin 
to  develop  symptoms  at  3 mEq.  per  liter 
or  less17;  however,  as  noted,  serum  po- 
tassium levels  can  appear  falsely  high  dur- 
ing dehydration  or  acidotic  states.  Po- 
tassium deficiency  may  add  to  carbohydrate 
intolerance,  accelerating  the  development 
of  ketoacidosis. 18 

Therapy  is  usually  by  potassium  replace- 
ment intravenously  or  orally  with  one  of  the 
available  chloride  salts.  The  deficit  in  a 
patient  in  severe  hypokalemia  may  be  as 
much  as  250  mEq.  but  deficits  of  800  to  1,000 
mEq.  have  been  noted.1719  Usually  such 
a deficit  should  be  replaced  slowly,  at  a rate 
of  20  to  40  mEq.  per  hour.  If  possible, 
sodium-containing  solutions  should  be 
avoided  until  potassium  is  replaced,  since 
these  will  merely  accentuate  the  hypoka- 
lemic state.19  Similarly,  insulin  therapy 
which  increases  cellular  uptake  of  potassium 
and  reversal  of  protein  catabolism  should  be 
minimized.'20  '21  The  electrocardiogram  of- 
ten can  be  used  to  monitor  the  patient’s  re- 
sponse and  as  a means  of  avoiding  transient 
hyperkalemia.  The  patient  with  diabetic 
acidosis  will  usually  require  40  to  80  mEq. 
of  potassium  during  his  period  of  treatment; 
however,  there  are  cases  reported  of  up  to 
500  mEq.  of  potassium  being  required  dur- 
ing a twenty-four-hour  period.19  The  360 
mEq.  requirement  of  this  patient  of  less 
than  40  Kg.  body  weight  was  unusually 
high. 

Summary 

A twenty-nine-year-old  patient  with 
diabetic  acidosis  required  360  mEq.  of 
potassium  chloride  for  successful  treatment 
of  associated  hypokalemia.  The  patient 
exhibited  many  manifestations  of  severe 
potassium  depletion  including  muscular 
weakness,  respiratory  difficulties,  and  car- 
diac arrhythmias.  Vigorous  intravenous 
therapy  was  necessary  to  reverse  a dan- 
gerous condition. 


39  Auburn  Place 
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Paul  Joseph  Bivona,  M.D.,  of  Brooklyn,  died 
on  July  1 at  the  age  of  sixty-four.  Dr.  Bivona 
graduated  in  1927  from  University  and  Bellevue 
Hospital  Medical  College.  He  was  an  attending 
surgeon  at  Wyckoff  Heights  Hospital.  Dr. 
Bivona  was  a Fellow  of  the  American  College 
of  Surgeons  and  a member  of  the  Medical  Society 
of  the  County  of  Kings,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Med- 
ical Association. 

Sprague  Carleton,  M.D.,  of  New  York  City, 
retired,  died  on  July  6 at  Doctors  Hospital  at 
the  age  of  eighty-six.  Dr.  Carleton  graduated 
in  1906  from  New  York  Homeopathic  Medical 
College  and  Flower  Hospital.  Professor  emeri- 
tus of  urology  at  New  York  Medical  College  and 
Flower  and  Fifth  Avenue  Hospitals,  he  had  also 
been  an  attending  urologic  surgeon  at  Flower  and 
Fifth  Avenue  Hospitals  and  a consulting  urol- 
ogist at  Metropolitan  and  Yonkers  General 
Hospitals.  Dr.  Carleton  was  a Diplomate  of 
the  American  Board  of  Urology,  a F ellow  of  the 
American  College  of  Surgeons,  and  a member  of 
the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

William  E.  Cudmore,  M.D.,  of  Buffalo,  died 
on  May  15  at  Buffalo  General  Hospital  at  the 
age  of  sixty-four.  Dr.  Cudmore  graduated  in 
1927  from  Queens  University  Faculty  of  Med- 
icine, Kingston,  Ontario.  He  was  supervising 
psychiatrist  at  Buffalo  State  Hospital.  Dr. 
Cudmore  was  a Diplomate  of  the  American 
Board  of  Psychiatry  and  Neurology  (Psychi- 
atry). 

Giuseppe  A.  W.  D’ Andrea,  M.D.,  of  Whites- 
boro,  died  on  June  15  at  his  home  at  the  age  of 
sixty-five.  Dr.  D’Andrea  graduated  in  1926 
from  University  and  Bellevue  Hospital  Medical 
College.  He  was  a member  of  the  Oneida 
County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Med- 
ical Association. 

Edsall  DuBois  Elliott,  M.D.,  of  Lake  George, 
died  on  May  21  at  Glens  Falls  Hospital  at  the 
age  of  eighty-three.  Dr.  Elliott  graduated  in 
1909  from  Columbia  University  College  of  Phy- 
sicians and  Surgeons.  For  forty  years,  until 
his  retirement  in  1964,  he  had  served  as  medical 
director  for  the  Glens  Falls  School  system.  He 
was  an  honorary  consulting  obstetrician  at  Glens 
Falls  Hospital.  Dr.  Elliott  was  a member  of 
the  Glens  Falls  Academy  of  Medicine,  the 
Warren  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 


Merl  E.  Fisk,  M.D.,  of  Mamaroneck,  died  on 
December  18, 1966,  at  the  age  of  sixty-two.  Dr. 
Fisk  graduated  in  1931  from  Yale  University 
School  of  Medicine.  She  was  a member  of  the 
Westchester  County  Medical  Society,  the  Med- 
ical Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Milton  D.  Goldfein,  M.D.,  of  Brooklyn,  died 
on  May  3 at  the  age  of  seventy-one.  Dr.  Gold- 
fein graduated  in  1917  from  Long  Island  College 
Hospital.  He  was  an  attending  otolaryngol- 
ogist at  Jewish  Hospital  of  Brooklyn  and  Brook- 
lyn Women’s  Hospital.  Dr.  Goldfein  was  a 
Diplomate  of  the  American  Board  of  Otolar- 
yngology and  a member  of  the  Medical  Society  of 
the  County  of  Kings,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Max  Lerner,  M.D.,  of  Brooklyn,  died  on  April  1 
at  the  age  of  sixty-three.  Dr.  Lerner  graduated 
in  1926  from  Long  Island  College  Hospital.  He 
was  an  assistant  attending  dermatologist  at 
Kings  County  Hospital  Center.  Dr.  Lerner 
was  a member  of  the  Medical  Society  of  the 
County  of  Kings,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Russell  Galbraith  MacRobert,  M.D.,  of 

New  York  City  and  Larchmont,  died  on  July  9 
at  the  Bronx  Veterans  Administration  Hospital 
at  the  age  of  seventy-seven.  Dr.  MacRobert 
graduated  in  1912  from  Western  Ontario  Fac- 
ulty of  Medicine  of  the  University  of  London 
and  in  1916  from  the  University  of  Toronto 
Faculty  of  Medicine.  He  was  a consulting 
neuropsychiatrist  at  Lenox  Hill  Hospital.  Dr. 
MacRobert  was  a Diplomate  of  the  American 
Board  of  Psychiatry  and  Neurology  and  a mem- 
ber of  the  American  Psychiatric  Association, 
the  American  Academy  of  Neurology,  the  Acad- 
emy of  Psychosomatic  Medicine,  the  American 
Society  of  Clinical  Hypnosis,  the  Pan-American 
Medical  Association,  the  Association  for  Re- 
search in  Nervous  and  Mental  Disease,  the  New 
York  and  Westchester  Academies  of  Medicine, 
the  New  York  Neurological  Society,  the  New 
York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

John  Sturdivant  Read,  M.D.,  of  Brooklyn, 
died  on  January  1 at  the  age  of  ninety-one.  Dr. 
Read  graduated  in  1902  from  Long  Island  Col- 
lege Hospital.  He  had  been  a consulting  urol- 
ogist at  Long  Island  College  Hospital,  Swedish 
Hospital  in  Brooklyn,  and  Coney  Island  Hos- 
pital. Dr.  Read  was  a Diplomate  of  the  Ameri- 
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can  Board  of  Urology,  a Fellow  of  the  American 
College  of  Surgeons,  and  a member  of  the  Ameri- 
can Urological  Association,  the  New  York 
Academy  of  Medicine,  the  Medical  Society  of 
the  County  of  Kings,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Med- 
ical Association. 


Clarence  O.  Rottger,  M.D.,  of  Buffalo,  died  on 
May  12  at  the  age  of  eighty-two.  Dr.  Rottger 
graduated  in  1919  from  the  University  of  Buf- 
falo School  of  Medicine.  Retired,  Dr.  Rottger 
was  a member  of  the  Erie  County  Medical  So- 
ciety, the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Moses  Charles  Simon,  M.D.,  of  Brooklyn, 
died  on  July  2 at  Jewish  Hospital  of  Brooklyn 
at  the  age  of  sixty-nine.  Dr.  Simon  graduated 
in  1925  from  the  University  of  Arkansas  School 
of  Medicine.  He  was  an  associate  attending 
otolaryngologic  surgeon  at  Coney  Island  Hos- 
pital and  chief  of  ear,  nose,  and  throat  at  Coney 
Island  Hospital  and  chief  of  ear,  nose,  and 
throat  at  Coney  Island  Hospital  Outpatient 
Department.  Dr.  Simon  was  a Diplomate  of 
the  American  Board  of  Otolaryngology  and  a 
member  of  the  Medical  Society  of  the  County 
of  Kings,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Asso- 
ciation. 

Harry  George  Stack,  M.D.,  of  Brooklyn, 
died  on  January  31  at  the  age  of  seventy-four. 
Dr.  Stack  graduated  in  1922  from  Ohio  State 
University  College  of  Medicine.  He  was  a re- 
tired Lieutenant  Colonel  of  the  United  States 
Army  Medical  Corps.  Dr.  Stack  was  a mem- 
ber of  the  Medical  Society  of  the  County  of 
Kings,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Clarence  Proctor  Thomas,  M.D.,  of 

Rochester,  died  on  June  13  at  the  age  of  seventy- 
eight.  Dr.  Thomas  graduated  in  1915  from 
Columbia  University  College  of  Physicians  and 
Surgeons.  Retired,  he  was  an  honorary  phy- 
sician at  Rochester  General  Hospital  and  a con- 
sulting physician  at  Genesee  Hospital.  Dr. 
Thomas  was  a member  of  the  Rochester  Acad- 
emy of  Medicine,  the  Monroe  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Asso- 
ciation. 


Robert  John  Thomas,  M.D.,  of  Auburn,  died 
on  May  27  at  the  age  of  sixty-two.  Dr.  Thomas 
graduated  in  1931  from  the  University  of 
Rochester  School  of  Medicine  and  Dentistry. 
He  was  a consulting  physician  in  geriatrics  at 
Mercy  Hospital.  Dr.  Thomas  was  a member  of 
the  Cayuga  County  Medical  Society,  the  Medi- 
cal Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 
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Abstracts  in  Interlingua 


McGovern,  J.  B.,  e Mannix,  H.,  Jr.:  Trenta 

annos  de  experientia  chirurgic  in  le  tractamento 
de  cancere  thyroide  ( anglese ),  New  York 
State  J.  Med.  67:  2207  (15  de  augusto)  1967. 

Le  duo  currentemente  preferite  opera tiones  in 
casos  de  resecabile  e ben  differentiate  carci- 
noma thyroide  es  (1)  thyroidectomia  total  e (2) 
hemithyroidectomia.  Radical  section  cervical 
ha  protagonistas  e opponentes  sed  es  certemente 
justificate  in  omne  casos  de  clinicamente  pal- 
pabile  nodos  cervical.  Un  prolongate  historia 
de  massa  thyroide  non  exclude  le  presentia  de 
carcinoma  thyroide,  proque  a vices  tal  tumores 
representa  un  degeneration  maligne  de  un 
benigne  condition  thyroide  o lentemente  cres- 
cente  ben  differentiate  canceres.  Le  presente 
reporto  es  basate  super  experientias  con  152 
patientes  qui  habeva  ben  establite  diagnoses  de 
cancere  thyroide  e qui  esseva  vidite  in  le  curso 
de  un  periodo  de  trenta  annos. 


Kelley,  M.  L.,  Jr.:  Zona  de  junction  ileo- 

colic; evalutation  physiologic  e repercussiones 
clinic  (anglese),  New  York  State  J.  Med.  67: 
2215  (15  de  augusto)  1967. 

In  consequentia  del  inaccessibilitate  del  sito  de 
junction  ileo-colic,  datos  physiologic  e clinic 
relative  a illo  non  ha  devenite  plus  abundante 
como  il  ha  essite  le  caso  relative  al  sito  del  junc- 
tion gastro-intestinal.  Esseva  effectuate  stu- 
dios in  canes — con  le  utilisation  de  technicasma- 
nometric  e cineradiographic,  de  observationes 
anatomic,  e de  experimentos — con  respecto  al 
responsas  del  junction  ileo-colic  a distension 
intestinal.  Micrissime  apparaturas  a sensi- 
bilitate  pressural  esseva  trahite  a transverso  le 
area  in  question,  e modellos  del  segmento  junc- 
tional esseva  producite  per  le  injection  intra- 
luminal de  expanditori  cauchu  spumose  a sili- 
cona.  Disordines  de  function  motori  al  sito 
del  confluentia  de  intestino  tenue  e crasse  es 
possibilemente  responsabile  pro  numerose  in- 
explicate  symptomas  infero-abdominal. 


Furman,  S.,  Escher,  D.  J.  W.,  e Solomon, 

N.:  Pacemaker  cardiac  transvenose  (anglese). 
New  York  State  J.  Med.  67:  2223  (15  de 
augusto)  1967. 

Pacemakers  a implantation  transvenose,  uti- 
lisante  un  externalisate  generator  de  pulso  pro 
breve  o extense  periodos,  es  le  methodo  de 
election,  proque  le  stress  occasionate  pro  le 
patiente  in  le  activation  permanente  del  pace- 
maker es  micre,  proque  le  pacemaker  e le  elec- 
trodo  intracardiac  es  subjicite  a minus  stress 
mechanic  que  in  le  placiamento  myocardial  de 
derivationes,  e proque  le  derivation  e le  systema 
electrodic  es  subjicite  a minus  stress  electro- 
mechanic que  derivationes  placiate  directe- 
mente  ad  in  le  myocardio.  In  le  curso  de  vinti 
menses,  75  implanta tiones  esseva  effectuate, 
con  21  procedimentos  additional  pro  le  read- 
justamento  del  implantas.  Istos  es  describite. 
Le  mortalitate  post-operatori  es  basse.  Le 
methodo  es  utile  in  patientes  in  qui  alteramente 
le  beneficio  de  un  pacemaker  permanente  non 
haberea  essite  attingibile. 

Cahill,  K.  M.:  Medicina  e diplomatia  in  le 

tropicos  (anglese).  New  York  State  J.  Med. 
67:  2229  (15  de  augusto)  1967. 

Le  campo  del  medicina  es  un  del  pauc  nu- 
merose campos  con  immunitate  contra  le  sen- 
sibilitates  e misinterpretationes  del  parte  de 
nationes  “recipiente.”  Illo  offere  potente  me- 
dios  pro  promover  le  comprension  mutual  inter 
le  populos.  Le  medico  deberea  esser  incor- 
porate in  omne  phase  del  disveloppamento  de 
un  pais  ancora  crescente.  Familiaritate  con 
le  medicina  tropic  deveni  de  plus  in  plus  im- 
portante.  Centros  de  recerca  pote  esser  es- 
tablite pro  satisfacer  requirimentos  regional  e 
pro  allargar  nostre  cognoscentias  relative  al 
recerca.  Aggregates  de  alte  mobilitate,  lab- 
orante  intra  le  quadro  de  jam  existente  centros 
de  recerca,  solverea  non  solmente  le  existente 
problemas  sanitari  sed  etiam  providerea  precise 
impressiones  del  situation  sanitari  in  areas  sub 
studio  quando  analyses  routinari  es  effectuate. 
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PHYSICIANS  WANTED 


LONG  ISLAND,  NASSAU  COUNTY  GENERAL  PRAC- 
tice  group  needs  associate;  no  investment  needed.  Salary 
to  start,  partnership  in  one  year  if  compatible.  (516) 
PY  8-8011. 


WESTERN  NEW  YORK  COMMUNITY  NEEDS  GEN- 
eral  practitioner.  Write  C.  H.  Krochmal,  Administrator, 
Dansville  Memorial  Hospital,  Dansville,  New  York. 


INTERNIST,  FULL  OR  PART-TIME;  BOARD-QUALI- 
fied  or  eligible.  Montefiore  Medical  Group  associated  with 
Montefiore  Hospital.  Starting  annual  salary  $18,000. 
Substantial  yearly  increases.  Outstanding  fringe  benefits. 
Write  Shirley  Grossman,  M.D.,  3455  Steuben  Ave.,  Bronx, 
N.Y.  10467,  or  call  (212)  920-5150. 


GENERAL  PRACTITIONER,  MEDICINE,  PEDI- 
atrics,  obstetrics,  minor  surgery,  to  practice  family  medi- 
cine in  suburban  Albany  in  a group  practice  (currently 
three).  Richard  S.  Heinig,  M.D.,  (518)  785-5881. 


INTERNIST  OR  FAMILY  PHYSICIAN  FOR  MEDICAL 
group,  suburb  New  York  City.  Initial  contract  leading  to 
partnership.  Starting  salary  up  to  $19,000.  Include  com- 
plete curriculum  vitae  in  reply.  Box  574,  % NYSJM. 


PHYSICIAN  WITH  EXPERIENCE  OR  INTEREST  IN 
Neuropsychiatry- — for  position  on  neuropsychiatric  serv- 
ice of  a university-affiliated  general  hospital.  Salary 
range  $12,873  to  $20,585.  Licensure  in  any  state.  Non- 
citizens will  be  considered.  Non-discrimination  in 
employment.  Write:  Chief  of  Staff,  Veterans  Adminis- 

tration Hospital,  3495  Bailey  Ave.,  Buffalo,  New  York 
14215. 


RADIATION  THERAPY  NEEDS  MORE  PHYSICIANS: 
Major  Pittsburgh  institution  offers  unique  opportunity 
for  training  in  radiation  therapy,  leading  to  Board  certi- 
fication. Position  open  to  physicians  in  general  practice 
and  to  physicians  with  training  in  internal  medicine, 
pathology  and  allied  specialties.  Salary  commensurate 
with  number  of  dependents,  age  and  experience.  Con- 
tact: John  C.  Frich,  Jr.,  M.D.,  Department  of  Radia- 

tion, Allegheny  General  Hospital,  Pittsburgh,  Pa.  15212. 


PHYSICIANS.  ARE  YOU  GETTING  TIRED  OF  THE 
city  rat  race?  Would  you  like  to  add  10  years  to  your 
life  span?  Join  a group  forming  to  conduct  emergency 
suite  at  a community  hospital  60  miles  outside  of  N.  Y.  City 
on  the  beautiful  South  Shore  of  Long  Island  just  20  minutes 
by  ferry  to  Fire  Island  in  one  of  the  fastest  growing  towns 
of  Brookhaven  in  one  of  the  fastest  growing  counties  in 
the  U.S.  If  interested  please  contact  Box  581,  % 
NYSJM. 


SURGEON.  BOARD  CERTIFIED  OR  ELIGIBLE  TO 
join  a multi-specialty  group  with  an  established  surgery 
department.  Thoracic  training  desirable.  Southern  New 
York  State.  Salary  one  year,  early  partnership.  Reply 
Box  582,  % NYSJM. 


PHYSICIANS  WANTED— CONT’D 


INTERNIST-CARDIOLOGIST  TO  ASSOCIATE  WITH 
well  established  internist-gastroenterologist  in  rapidly 
growing  Mid-Hudson  Valley  community.  Salary  first 
year,  leading  to  full  partnership.  Box  579,  % NYSJM. 


PHYSICIANS  TO  COVER  EMERGENCY  ROOM, 
guaranteed  annual  salary  $22,500.  Apply  Administrator, 
The  Elizabeth  A.  Horton  Memorial  Hospital,  Middletown, 
New  York,  10940. 


ANESTHESIOLOGIST:  N.Y.C.  HOSPITAL.  BOARD 

Eligible.  N.Y.  License.  Minimum  $27,000 — also  part- 
time  anesthesiologist  for  nights  and  week-ends.  Box 
580,  % NYSJM. 


GENERAL  PRACTITIONER  OR  INTERNIST  TO 
locate  in  Roxbury,  N.Y.  Nearby  is  Margaretville  Hos- 
pital, fully  accredited  and  about  to  be  replaced.  Four 
season  recreation  area  in  Catskill  Mountains.  Good  social 
and  educational  facilities.  Guaranteed  income.  W.  B. 
Sheldon,  Margaretville,  New  York  12455. 


INTERNSHIPS.  AMA  APPROVED.  ROTATING.  ST. 
Joseph’s  Hospital,  Yonkers,  N.Y.  Accredited  175  bed 
hospital.  Integrated  educational  program  organized  by 
director  of  Medical  Education.  Abundant  in-patient 
and  out-patient  material  for  clinical  training.  Annual 
stipend  $7200  plus  modem  living  accommodations. 
Openings — August  1967.  Apply:  Administrator,  St.  Jo- 

seph’s Hospital,  Yonkers,  N.Y.  10701 


MISCELLANEOUS 


OFFICE  PLANNING,  FROM  ARCHITECTURAL 
drafting,  blue  prints,  through  finished  interiors,  by  trained 
interior  designer  with  medical  background.  S.  L.  Emmet, 
415  East  52nd  St.,  N.Y.C.  PL  1-2877. 


ELECTROLYSIS:  PUT  YOURSELF  IN  OUR  HANDS 

with  confidence.  Superfluous  hair  removed  permanently 
without  scars.  No  case  too  small,  no  case  too  far  advanced. 
Special  attention  and  care  given  to  young  girls.  Free 
consultation,  by  appointment.  Lucille  Bouchard,  R.  I.  li- 
cense, 174  East  82nd  Street,  New  York,  N.  Y.  RE  7-1066. 


BILLS  COLLECTED— ABUSE  IS  RULED  OUT— 
tactful  yet  successful- — 40  years  of  top  service  to  doctors 
and  hospitals — Mail  billhead  for  details.  Crane  Dis- 
count Corp.,  220  W.  42nd  St.,  New  York,  N.Y.  10036. 
LO  5-2943. 
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POSITIONS  WANTED 


MEDICAL  ASSISTANTS  AND  SECRETARIES.  LAB- 
oratory  Techs.  Well  trained  and  highly  qualified  personnel 
(male  & female).  Phone  CH  2-2330  Ext.  6,  Placement 
Dept.,  or  write  Eastern  School  for  Physicians’  Aides,  Dept. 
69,  85  Fifth  Ave.,  New  York,  N.  Y.  10003.  (Founded 
1936  by  two  member  physicians.) 


RADIOLOGIST,  AGE  35,  BOARD-CERTIFIED,  DE- 
sires  directorship  of  150-200  bed  hospital.  Would  accept 
equal  association  N.Y.  metropolitan  area.  Box  573,  % 
NYSJM. 


BOARD  CERTIFIED  RADIOLOGIST  IS  LOOKING  FOR 
part-time  position  in  hospital,  clinic  or  medical  group. 
Also  coverage  in  the  evening  or  weekend.  Box  578,  % 
NYSJM. 


RADIOLOGIST,  BOARD  CERTIFIED  IN  DIAGNOSIS, 
therapy  and  nuclear  medicine,  with  training  in  special 
procedures  (vasculography),  desires  position  as  head  of 
department  in  small  or  medium  size  hospital  in  New  York 
or  suburban  area.  Box  577,  % NYSJM. 


REAL  ESTATE  FOR  SALE  OR  RENT 


FOR  SALE:  GARDEN  CITY,  NEW  YORK,  BRICK 

colonial  house-attached  office.  Internist  retiring  due  to 
illness.  Established  practice,  8 room  office  suitable  2-3 
men.  Records  and  equipment,  including  X-ray,  available. 
Terms  negotiable.  Reply  P.O.  Box  244,  Garden  City,  or 
call  (516)  CH  8-6878. 


NEW  YORK  DUTCHESS  COUNTY:  NEW  MEDICAL 

building  in  Wappingers  Falls,  Poughkeepsie  area,  occupied 
by  D.D.S.,  orthodontist,  and  Ob-Gyn.  Office  available 
for  all  specialities.  Critical  physician  shortage  because  of 

§opulation  explosion.  Address:  Martin  Rabin  D.D.S.,  65 
outh  Clinton  St.,  Poughkeepsie.  N.Y.  (914)  454-0322 


110-11  72ND  AVENUE,  FOREST  HILLS,  QUEENS. 
Available  8 rooms  suitable  for  medical  offices  and/or 
medical  laboratory.  Private  entrance  in  new  7-story  luxury 
building.  Apartment  can  be  subdivided.  Professional  2 
room  apartment  available  in  luxury  10-story  building  in 
same  area.  Agent  on  premises.  Phone:  BO  3-3918. 


BURNT  HILLS,  N.Y.  A LARGE  4 BEDROOM  Co- 
lonial with  office  facilities  consisting  of  waiting  room, 
office,  examination  room,  x-ray  room,  laboratory.  An 
expanding  area  close  to  Albany.  Young  professional 
population  from  nearby  major  industry.  Ideal  for  pedia- 
trician. Reason  for  sale:  Retirement.  Phone  518- 

346-1264  for  appointment.  Blake  Realty,  Inc. 


REAL  ESTATE  FOR  SALE  OR  RENT— CONT’D 


40  SUTTON  PL. 

EXCELLENT  OPPORTUNITY  FOR 

DOCTOR’S  OFFICE 

Most  desirable  location  in  Manhattan 
AGENT  ON  PREMISES 


WESTCHESTER.  AIR-CONDITIONED  HOME-OFFICE 
for  sale  or  rent.  Excellent  growing  area  bordering  over 
500  apartments,  elementary  and  junior-senior  high  school, 
shopping,  bus.  Separate  entrance  to  three-room  pro- 
fessional suite.  Complete  privacy  in  home  and  back- 
yard. Huge  panelled  den  with  built-ins.  Many  extras. 
Mid  40’s.  914  Wh.  6-2646,  914  Wh.  6-2465. 


GROUP  PRACTICE:  3 OFFICE  SUITES  AVAILABLE 

in  new  Kinnelon  Medical  Center,  28  miles  from  N.Y.  C. 
in  northern  New  Jersey.  Present  medical  occupants  are  a 
surgeon,  gynecologist  and  cancer  detection  and  research, 
Inc.  Call  (212)  RE-7-9488. 


LAKE  MAHOPAC,  N.Y.  PRIME  LOCATION.  ALL 
modern  stone  front  and  brick  two  family  residence,  garage, 
beautiful  grounds,  private  beach.  Ideal  for  physician 
combining  office  and  home  in  a rapidly  growing  area. 
Two  separate  entrances.  Convenient  to  everything. 
$35,000.  914  MA  8-6833. 


FULLY-EQUIPPED,  AIR-CONDITIONED,  BRAND 
new  pediatrician’s  office  to  sub-let.  Available  everyday 
and  evenings.  Ideal  for  psychiatrist,  allergist,  etc. 
Private  entrances.  Centrally  located  near  Briarcliff, 
Scarborough,  Croton.  Write:  G.  S.  Goldstein,  M.D., 

2 Charter  Circle,  Ossining,  N.Y. 


AVAILABLE  FOR  RENT.  PART-TIME  PSYCHIA- 
trist’s  office.  3 rooms  and  bath.  Can  be  used  Monday, 
Wednesday,  Friday,  Saturday,  plus  all  evenings.  Fully 
furnished  air-conditioned.  Ground  floor  apartment  office 
building.  East  50’s  near  Lexington  Ave.  Cleaning  in- 
cluded— low  rental.  Call  516-FR4-7110.  Immediate 
usage. 


EQUIPMENT 


SACRIFICE  SALE:  PEDIATRIC  HORIZONTAL 

fluoroscope  in  very  good  condition;  an  X-ray  unit  may  be 
inserted.  Two  infant  and  two  adult  scales;  one  castle 
water  and  one  Dak  dry  heat  sterilizer;  one  upright  fluore- 
scent magnifier;  one  Baumanometer  BP;  two  white  enamel 
tables  with  drawer  16X20.  If  interested,  write  H.  G. 
Grayzel,  M.D.  62  Midwood  St.,  Brooklyn,  N.Y.  11225. 


BUY  SAVINGS  BONDS 
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NORPRAMIN 

(desipramine  hydrochloride) 


ANTIDEPRESSANT  FOR  RAPID  IMPROVEMENT 


At  the  recommended  dosage  level 
—initially,  150  mg.  per  day- 
gratifying  remission  of  the  signs 
and  symptoms  of  depression 
typically  begins  in  2-5  days.  Its 
specificity  for  depression, 
rapidity  of  action  and  usually  mild 
side  effects  are  significant  rea- 
sons for  prescribing  NORPRAMIN 
(desipramine  hydrochloride)  in 
depression  of  any  type  . . . any 
degree  of  severity. 

A few  patients,  sensitive  to 
central  nervous  system 
stimulants  may  become  restless 
as  depression  is  lifted— in  such 
cases  dosage  may  be  reduced 
or  a tranquilizer  added. 


LAKESIDE 


IN  BRIEF: 

INDICATIONS:  In  depression  of  any  kind 
— neurotic  and  psychotic  depressive  re- 
actions; manic-depressive  or  involutional 
psychotic  reactions. 

CONTRAINDICATIONS:  Glaucoma,  ure- 
thral or  ureteral  spasm,  recent  myocar- 
dial infarction,  severe  coronary  heart 
disease,  epilepsy.  Should  not  be  given 
within  two  weeks  of  treatment  with  a 
monoamine  oxidase  inhibitor. 

RELATIVE  CONTRAINDICATIONS:  (1) 

Patients  with  a history  of  paroxysmal 
tachycardia.  (2)  Patients  receiving  con- 
comitant therapy  with  thyroid,  anticho- 
linergics or  sympathomimetics  may  ex- 
perience potentiation  of  effects  of  these 
drugs.  (3)  Safety  in  pregnancy  has  not 
been  established. 

PRECAUTIONS:  (1)  Outpatient  use  of 
desipramine  hydrochloride  should  not 
be  substituted  for  hospitalization  when 
risk  of  suicide  or  homicide  is  considered 
grave.  (2)  If  serious  adverse  effects  oc- 


cur, reduce  dosage  or  alter  treatment. 
(3)  In  patients  with  manic-depressive 
illness  a hypomanic  state  may  be  in- 
duced. (4)  Discontinue  drug  as  soon  as 
possible  prior  to  elective  surgery. 
ADVERSE  EFFECTS:  Side  effects,  usually 
mild,  may  include:  dry  mouth,  consti- 
pation, dizziness,  palpitation,  delayed 
urination,  "bad  taste,”  sensory  illusion, 
tinnitus,  anxiety,  agitation  and  stimula- 
tion, insomnia,  sweating,  drowsiness, 
headache,  orthostatic  hypotension, 
flushing,  nausea,  cramps,  weakness, 
blurred  vision  and  mydriasis,  rash, 
tremor,  allergy,  agranulocytosis,  altered 
liver  function,  ataxia,  and  extrapyrami- 
dal  signs. 

DOSAGE:  Optimal  results  are  obtained 
at  a dosage  of  50  mg.,  t.i.d.  (150  mg./ 
day).  SUPPLIED:  NORPRAMIN  (desipra- 
mine hydrochloride)  tablets  of  25  mg.; 
bottles  of  50,  500  and  1000;  and  tablets 
of  50  mg.,  in  bottles  of  30,  250  and 


1000. 

LAKESIDE  LABORATORIES,  INC.,  Milwaukee,  Wisconsin  53201 
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When  do  you  read  the  journals,  doctor? 

Don’t  you  wish  you  could  keep  pace  with  the  fast-breaking  develop- 
ments in  your  field  of  interest?  Perhaps  you  could  if  you  did  not  have  to 
spend  so  much  of  your  time  and  energy  on  collections. 

GHI  Participating  Doctors  may  not  read  the  journals  any  more  care- 
fully than  their  colleagues,  but  they  have  less  of  an  excuse.  After  all,  for 
them,  there  are  no  collection  problems  with  their  GHI  patients.  GHI  payments 
reach  such  doctors  directly  — and  quickly,  usually  within  five  working  days. 

Even  if  you’re  all  caught  up  on  the  journals,  you  may  have  other  uses 
for  the  time  you’d  save  as  a GHI  Participating  Doctor.  Wouldn’t  it  be  nice  to 
have  a choice? 

Get  the  whole  GHI  participation  story,  today.  Call  or  write  our  Pro- 
fessional Relations  Department. 


HEALTH 


GHI/221  PARK  AVENUESOUTH,  NEW  YORK,  N.Y.  10003  • Phone:777-6000 
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Tissue's  healing  nicely. 
Yet  anxiety  slows 
his  steps  toward  recovery. 

By  helping  overcome  anxiety  and  tension  which  can 
thwart  the  convalescent’s  progress,  Equanil  (me- 
probamate) often  may  play  an  important  role  in 
medical  and  surgical  aftercare. 

Cautions:  Carefully  supervise  dose  and  amounts  prescribed,  especially  for  patients  prone  to  overdose 
themselves.  Excessive  prolonged  use  may  result  in  dependence  or  habituation  in  susceptible  persons— 
as  ex-addicts,  alcoholics,  severe  psychoneurotics.  After  prolonged  high  dosage,  drug  should  be  withdrawn 
gradually  to  avoid  possibly  severe  withdrawal  reactions  including  epileptiform  seizures.  Side  effects 
include  drowsiness  and,  rarely,  allergic  or  idiosyncratic  reactions.  These  reactions,  sometimes  severe, 
can  develop  in  patients  receiving  only  1 to  4 doses  who  have  had  no  previous  contact  with  meprobamate. 
Mild  reactions  are  characterized  by  urticarial  or  erythematous  maculopapular  rash.  Acute  non-thrombo- 
cytopenic  purpura  with  petechiae,  ecchymoses,  peripheral  edema  and  fever  have  been  reported. 
If  an  allergic  reaction  occurs,  meprobamate  should  be  stopped  and  not  reinstituted.  Severe  reactions, 
observed  very  rarely,  include  angioneurotic  edema,  bronchial  spasms,  fever,  fainting  spells,  hypo- 
tensive crises  (1  fatal  case),  anaphylaxis,  stomatitis  and  proctitis  (1  case)  and  hyperthermia.  Warn 
patients  of  possible  reduced  alcohol  tolerance.  Should  drowsiness,  ataxia,  or  visual  disturbances 
occur,  dose  should  be  reduced.  If  symptoms  persist,  patients  should  not  operate  vehicles  or 
dangerous  machinery.  A few  cases  of  leucopenia,  usually  transient,  have  been  reported  follow- 
ing prolonged  dosage.  Other  blood  dyscrasias— aplastic  anemia  (1  fatal  case),  thrombocyto- 
penic purpura,  agranulocytosis  and  hemolytic  anemia— have  occurred  rarely,  almost  always 
in  the  presence  of  known  toxic  agents.  One  fatal  case  of  bullous  dermatitis  following  inter- 
mittent use  of  meprobamate  with  prednisolone  has  been  reported.  Prescribe  very  cautiously 
for  patients  with  suicidal  tendencies.  Suicidal  attempts  should  be  treated  with  immediate 
gastric  lavage  and  appropriate  supportive  therapy. 

Contraindications:  History  of  sensitivity  to  meprobamate. 

Composition:  Tablets,  200  mg.  and  400  mg.  meprobamate.  Coated 
Tablets,  Wyseals®  Equanil  (meprobamate)  400  mg.  Continuous- 
Release  Capsules,  Equanil  L-A  (meprobamate)  400  mg. 

Wyeth  Laboratories 
Philadelphia,  Pa. 
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antibacterial  skin  detergent  with  3%  hexachlorophene 


“Acne  occurs  so  commonly  in  the  adoles- 
cent that  it  may  almost  be  regarded  as 
part  of  the  physiological  process  of  grow- 
ing up.”*  Washing  with  pHisoHex  three 
or  four  times  a day  helps  the  teen-ager 
control  his  acne. 

Exclusive  use  of  antibacterial  pHisoHex  builds  and 
maintains  a film  of  hexachlorophene  on  the  skin. 
(pHisoHex  contains  powerful  hexachlorophene  in 
an  optimal  concentration— 3 per  cent.)  pHisoHex 
helps  protect  acne  skin  against  surface  infection, 
especially  by  Staph,  even  between  washes. 

pHisoHex  rapidly  detaches  and  disperses  soil  and 
oils  into  the  suds  and  thoroughly  cleanses  the 
orifices  of  the  sebaceous  glands,  sweat  glands  and 
hair  follicles.  pHisoHex  is  nonalkaline  (pH  5.5— 
same  as  skin),  hypoallergenic  and  “kind”  to  skin. 


pHisoAc®,  a keratolytic  skin-toned  cream,  is  rec- 
ommended for  use  with  pHisoHex  for  local  treat- 
ment of  acne.  pHisoAc  helps  dry,  peel  and  mask 
lesions.  It  contains  colloidal  sulfur  6 per  cent, 
resorcinol  1.5  per  cent  and  hexachlorophene  0.3 
per  cent.  Odorless,  nongreasy. 

pHisoHex  is  supplied  in  squeeze  bottles  of  5 oz. 
and  1 pint  and  in  unbreakable  bottles  of  1 gal. 
pHisoAc  in  tubes  of  I'A  oz.,  also  in  a combination 
package  with  a 5-oz.  bottle  of  pHisoHex. 

*Medovy,  Harry:  Canad.  M.A.J. 90A354,  June  13, 1964. 


pHisoHex  and  pHisoAc,  trademarks  reg.  U.S.  Pat.  Off. 

yj/f/jy/irop 

Winthrop  Laboratories,  New  York,  N<Y.  10016 
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BREAK  A 
DIET  CYCLE, 
TODAY. 


On-again,  off-again  dieting  is  the  worst  kind. 


f 


Send  for  them.  Fasts  are  slow 
ways  to  lose  weight. 


On  the  8th  day  of  most  “7-day  diets,"  people  are  too 
busy  eating  to  tell  you  how  much  they  lost. 

It’s  just  that  week  diets  are  weak.  And  the  rhythm 
method  of  girth  control  just  doesn’t  work. 

As  a professional,  there’s  something  you  can  do  about  it. 

You  can  replace  fads  with  facts.  And  you  can  supplant 
short-term  plans  with  long-range  easy-to-follow  diets. 

That’s  what  prompted  preparation  of  research-tested 
scientific  diets  which  are  offered  to  you  free.  They’re 
a realistic  balance  of  the  4 food  groups — meat, 
bread  and  cereals,  fruits  and  vegetables  and 
dairy  foods.  They’re  diets  you’d  write 
yourself  if  you  had  the  time. 


Cily 

State  Zip 

National  Dairy  Council 

Greater  New  York  Program  facts. not fabs 

Dept.  N 9,  202  E.  44th  Street,  New  York,  New  York  10017 


PROJECT 


WEIGHT 


WATCH 
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ASTHMATIC 

AIRWAYS— 

AND  HELPS 
KEEP  THEM 
OPEN 


NUMA 


DURA-TABS® 

for  prolonged  aid  to  ventilation 


Each  Numa  Dura-Tab  provides: 


theophylline  225  mg. 

ephedrine  HCI 50  mg. 

butabarbital 25  mg. 


I Warning:  butabarbital  may  be  habit-forming.) 


Numa  Dura-Tabs  provide  prolonged  three-way 
action  to  ease  breathing.  Theophylline,  a potent 
bronchodilator  with  minimal  effect  on  the  CNS, 
opens  air  passages  and  reduces  bronchial  spasm. 
Ephedrine  HCI  improves  breathing  capacity 
through  its  decongestant  action.  Butabarbital,  a 
mild  sedative,  allays  fear  and  apprehension. 


Dosage:  One  Numa  Dura-Tab  every  8 to  12  hours 
helps  keep  the  asthmatic  patient  symptom-free 
all  day/all  night. 

Precautions:  Use  with  caution  in  cardiovascular 
or  hyperthyroid  disease,  severe  hypertension, 
circulatory  collapse,  prostatic  hypertrophy,  or 
glaucoma. 


WYNN  Pharmaceuticals,  Inc.  Phila. , Pa.  19132  • Manufacturers  of  QUINAGLUTE  ® DURA-TABS® 

(QUINIDINE  GLUCONATE  5 gr.) 


Medical  Meetings 


Queens  hospital  to  hold 
cancer  teaching  day 

“The  Early  Recognition  of  Cancer”  is  to  be 
the  subject  of  a teaching  conference  which  will 
be  held  September  20,  9:00  a.m.  to  5:00  p.m., 
at  the  Nursing  School  Auditorium,  Queens 
Hospital  Center,  164th  Street  and  Grand  Cen- 
tral Parkway,  Jamaica,  New  York.  The  faculty 
members  of  the  Department  of  Surgery  of  the 
Long  Island  Jewish  Hospital  and  Queens  Hos- 
pital Center  Affiliation  will  participate  in  the 
program. 

Institute  offers  postgraduate 
course  in  psychiatry 

The  William  Alanson  White  Institute  is  of- 
fering a series  of  postgraduate  seminars  in  psy- 
chiatry to  general  practitioners,  internists,  and 
medical  specialists.  Each  seminar  will  consist  of 
8 weekly  two-hour  sessions  and  physicians  may 
take  more  than  one  seminar.  Each  course  will 
be  limited  to  8 physicians  and  will  be  conducted 
by  a practicing  psychoanalyst  on  the  faculty  of 
the  Institute.  Registration  fee  is  $10. 

Topics  and  dates  are  as  follows: 

— Emotional  Problems  in  Medical  Practice, 
Thursdays,  October  5 through  November  30, 
8:30  to  10:30  p.m.  and  Wednesdays,  April  3 
through  May  22,  1968,  8:30  to  10:30  p.m. 

— Advanced  Seminar  on  Emotional  Problems 
in  Medical  Practice,  Tuesdays,  April  ^ through 
May  21,  1968,  7:00  to  9:00  p.m. 

— Emotional  Problems  of  Children  .and  Ado- 
lescents in  Medical  Practice,  Mondays,  October 
2 through  November  20,  8:00  to  10:00  p.m. 

— Sexual  Problems  in  Medical  Practice, 
Thursdays,  April  4 through  May  23,  1968, 
8:30  to  10:30  p.m. 

— Emotional  Problems  Arising  in  the  Practice 
of  Obstetrics  and  Gynecology,  Tuesdays,  April 
2 through  May  21,  1968,  8:00  to  10:00  P.M. 

For  further  information  contact:  Sondra  Wilk, 
registrar,  The  William  Alanson  White  Institute 
of  Psychiatry,  Psychoanalysis,  and  Psychology, 
20  West  74th  Street,  New  York  10023. 

Upstate  Medical  Center  offers 
refresher  course  in  anesthesia 

A “Postgraduate  Refresher  Course  in  Anes- 
thesia” will  be  conducted  by  the  Department  of 
Anesthesia  of  the  State  University  of  New  York 
Upstate  Medical  Center,  Syracuse,  October  19 
thorough  21.  Participating  faculty  members 

Material  for  inclusion  in  the  medical  meetings  section  must 
be  received  six  weeks  prior  to  publication  date. 


include:  Allen  B.  Dobkin,  M.D.,  professor  and 
chairman;  Jacob  S.  Israel,  M.D.,  professor; 
Peter  H.  Byles,  M.D.,  associate  professor; 
William  Evers,  M.D.,  associate  professor;  Louis 
Eisenberg,  M.D.,  assistant  professor;  Pauline 

A.  Pieloch,  M.D.,  assistant  professor;  and  Gabor 

B.  Racz,  M.D.,  assistant  professor. 

The  course  will  cover  the  following  topics: 
methoxyflurane  anesthesia,  anesthesia  for  the 
geriatric  patient,  treatment  of  acute  poisonings 
with  central  nervous  system  depressant  drugs, 
chest  trauma,  the  patient  with  chronic  pul- 
monary insufficiency,  antihypertensive  drugs 
and  anesthesia,  anesthesia  for  the  cardiac  pa- 
tient for  noncardiac  surgery,  pre-  and  postopera- 
tive arrhythmias,  cardiopulmonary  resuscitation 
external  cardiac  compression,  and  direct  arti- 
ficial respiration. 

The  fee  for  the  course  is  $20.  Information 
concerning  registration  may  be  obtained  by 
writing:  Postgraduate  Medical  Education  Office, 
State  University  of  New  York  Upstate  Medical 
Center,  766  Irving  Avenue,  Syracuse,  New  York 
13210. 

Cytology  society  to  meet 

The  fifteenth  annual  scientific  meeting  of  the 
American  Society  of  Cytology  is  to  be  held  Oc- 
tober 21  through  23  at  the  Denver-Hilton  Hotel, 
Denver,  Colorado.  For  further  information 
contact:  Warren  R.  Lang,  M.D.,  secretary- 

treasurer,  1025  Walnut  Street,  Philadelphia, 
Pennsylvania  19107. 

Electromyography  and  electrodiagnosis 
subjects  of  course 

The  Department  of  Rehabilitation  Medicine 
of  New  York  Medical  College,  Center  for 
Chronic  Disease,  is  offering  a one  week  course  for 
physicians  in  “Electromyography  and  Electro- 
diagnosis” October  23  through  27.  Topics 
to  be  covered  include:  Fundamentals  of  Nerve 

and  Muscle  Physiology;  Electrical  Activity  of 
Nerve  and  Muscle;  Electronics;  Instrumenta- 
tion; Physiologic  Basis — Clinical  Application; 
Clinical  Laboratory;  and  Recent  Advances. 
Directors  of  the  course  are  Osvaldo  Miglietta, 
M.D.,  associate  professor,  and  Joseph  Rogoff, 
M.D.,  clinical  professor,  Department  of  Re- 
habilitation Medicine. 

Tuition  fee  is  $150.  Enrollment  is  limited 
and  applications  should  be  submitted  by  Oc- 
tober 2.  For  information  and  applications  con- 
tact: Mrs.  A.  J.  Washington,  Jr.,  Department 
of  Rehabilitation  Medicine,  Bird  S.  Coler  Hos- 
pital, Welfare  Island,  New  York  10017. 

continued  on  page  2292 
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CANTIL 

(mepenzolate  bromide) 


LAKESIDE 


Diarrhea,  one  of  the  most  vexing  symptoms 
of  common  G.  I.  disorders  can  often  be 
curbed  with  Cantil  (mepenzolate  bromide), 
bringing  welcome  relief  to  the  harassed 
patient.  Relatively  specific  for  the  hyper- 
active colon,  it  helps  reduce  diarrhea,  pain 
and  spasm  with  minimal  effect  on  other 
viscera.  Cantil  (mepenzolate  bromide)  is 
indicated  whenever  these  symptoms  are 
associated  with  irritable  colon,  gastroenter- 
itis, diverticulitis,  and  mild  to  moderate 
ulcerative  colitis. 

It  is  an  anticholinergic  drug  without  narcotic 
properties.  Side  effects  are  usually  mild. 


IN  BRIEF':  One  or  two  tablets  three  times  a day  and 
one  or  two  at  bedtime  usually  provide  prompt  relief. 
Cantil  with  Phenobarbital  may  be  prescribed  if  seda- 
tion is  required. 

Dryness  of  the  mouth,  blurring  of  vision,  constipation, 
nausea,  vomiting,  bloating  and  dizziness  may  occur 
but  are  usually  mild  and  transitory.  Urinary  retention 
is  rare.  Caution  should  be  observed  in  prostatic  hyper- 
trophy—withhold  in  glaucoma.  Contraindicated  in  pa- 
tients sensitive  to  phenobarbital  and/or  Cantil  (me- 
penzolate bromide);  in  toxic  megacolon,  obstruction 
of  G.  I.  or  G.  U.  tract. 

SUPPLIED:  CANTIL  (mepenzolate  bromide)— 25  mg. 
per  scored  tablet.  Bottles  of  100  and  250.  CANTIL  with 
PHENOBARBITAL  — containing  in  each  scored  tablet 
16  mg.  phenobarbital  (warning:  may  be  habit  form- 
ing) and  25  mg.  mepenzolate  bromide.  Bottles  of  100 
and  250. 


LAKESIDE  LABORATORIES,  INC.,  Milwaukee,  Wisconsin  53201 
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Forensic  medicine  subject  of  symposium 

Milton  Helpem,  M.D.,  chief  medical  examiner 
of  the  City  of  New  York,  will  again  conduct  a 
symposium  on  forensic  medicine.  This  fifth 
symposium  will  be  held  in  the  Office  of  the  Chief 
Medical  Examiner,  520  First  Avenue,  New  York 
City,  on  Saturday  and  Sunday,  October  28  and 
29. 

The  symposium  will  be  sponsored  jointly  by 
the  Office  of  the  Chief  Medical  Examiner  of  the 
City  of  New  York,  the  Department  of  Forensic 
Medicine  of  New  York  University  Post-Grad- 
uate Medical  School,  the  Medical  Society  of  the 
State  of  New  York,  and  the  New  York  State 
Department  of  Health. 


Columbia  to  hold  lectures 
on  medical  history 

A series  of  lectures  on  “Science  in  Human  Af- 
fairs” will  be  given  by  Rene  Dubos,  Ph.D., 
November  6 through  9,  at  Columbia  University 
College  of  Physicians  and  Surgeons.  Columbia’s 
Institute  for  the  Study  of  Science  in  Human 
Affairs  is  sponsoring  the  lectures  with  the  sup- 
port of  the  Josiah  Macy,  Jr.  Foundation. 

The  specific  titles  and  dates  are  as  follows: 
November  6 — The  New  Pessimism;  November 
7 — Science  and  Social  Evolution;  November  8 — 
Teleology  and  the  Direction  of  Science;  and 
November  9 — Science  as  Knowledge  of  Conse- 
quences. 


Medical  News 


Hodgkin's  disease  subject  of  study 

The  cooperation  of  physicians  is  requested  in  a 
continuing  study  of  Hodgkin’s  disease  being 
conducted  by  the  National  Cancer  Institute  at 
the  Clinical  Center,  National  Institutes  of 
Health,  Bethesda,  Maryland. 

Particularly  desired  are  patients  who  have 
had  no  previoug  treatment  or  minimal  prior 
treatment.  All  clinical  stages  of  biopsy-proved 
disease  are  acceptable.  The  major  purpose  of 
the  study  is  tp  determine  the  curative  potential 
of  intensive  radiotherapy  in  localized  cases  and 
to  evaluate  combination  chemotherapy  and 
x-irradiation  in  patients  with  generalized  in- 
volvement. 

Physicians  interested  in  having  their  patients 
considered  for  the  study  may  write  or  telephone: 
Paul  P.  Carbone,  M.D.,  Clinical  Center,  Room 
12-N-226,  National  Institutes  of  Health, 
Bethesda,  Maryland  20014.  The  telephone 
number  is  656-4000,  Extension  64251,  area  code 
301. 

Clinic  Center  studies  chronic 
myelogenous  leukemia 

The  cooperation  of  physicians  is  requested  in  a 
continuing  study  of  chronic  myelogenous  leu- 
kemia being  conducted  by  the  National  Can- 
cer Institute  at  the  Clinical  Center,  National 
Institutes  of  Health,  Bethesda,  Maryland. 

Patients  of  all  ages  with  high  white  blood 
cell  counts  and  platelet  counts  are  needed  for 
studies  of  newer  chemotherapeutic  agents  and  as 

Material  for  inclusion  in  the  medical  news  section  must  be 
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a source  of  white  cells  and  platelets  for  in  vitro 
and  in  vivo  study. 

Physicians  who  wish  to  have  their  patients 
considered  for  the  study  may  write  or  telephone: 
Paul  P.  Carbone,  M.D.,  Clinical  Center,  Room 
12-N-226,  National  Institutes  of  Health, 
Bethesda,  Maryland  20014.  The  telephone 
number  is  656-4000,  Extension  64251,  area 
code  301. 


Personalities 

Appointed.  Barry  L.  Singer,  M.D.,  Brooklyn, 
New  York,  as  clinical  director  of  the  Madeleine 
Borg  Child  Guidance  Institute  of  the  Jewish 
Board  of  Guardians  . . . Heskel  M.  Haddad, 
M.D.,  New  York  City,  as  director  of  ophthal- 
mology, Beth  Israel  Medical  Center.  . . Ian  T. 
Loudon,  M.D.,  Glens  Falls,  as  assistant  health 
commissioner  in  charge  of  the  Division  of  Hos- 
pital Review  and  Planning,  New  York  State 
Department  of  Health. 

Elected.  As  Officers  of  the  Pediatric  Section 
of  the  Medical  Society  of  the  County  of  Kings 
and  Academy  of  Medicine  of  Brooklyn,  Inc.: 
Lawrence  Kuskin,  M.D.,  president;  Herman  B. 
Katzman,  M.D.,  vice-president;  Bernard  Red- 
ner,  M.D.,  secretary;  and  Ira  Wallace  Leibner, 
M.D.,  treasurer.  . . as  president  of  the  American 
Physicians’  Art  Association,  Maurice  L.  Tain- 
ter,  M.D.,  vice-president,  Sterling  Drug  Inc. 

Retired.  John  J.  Bourke,  M.D.,  as  assistant 
commissioner  for  the  Division  of  Hospital  Re- 
view and  Planning,  New  York  State  Depart- 
ment of  Health. 


2292  New  York  State  Journal  of  Medicine  / September  1,  1967 


“low  man” 
in  acne 


By  far  the  most  significant  development 
in  the  therapy  of  acne  has  been  the  use 
of  broad-spectrum  antibiotics  for  the 
control  of  infection — and  in  particular, 
the  use  of  the  tetracyclines. ' After  initial 
suppressive  therapy,  the  maintenance 
dose  is  kept  as  low  as  possible.  You 
can  provide  low-dosage  therapy  most 
conveniently  with  DECLOMYCIN,  the 
long-acting,  broad-spectrum  antibiotic. 

With  DECLOMYCIN  you  can  maintain 
high  blood  and  tissue  levels  for  extended 
periods  on  minimal  dosage.  And 
because  of  longer  persistence 
time  in  the  bloodstream,  a missed  dose 
need  not  impair  effectiveness  of 
therapy.  Isn’t  DECLOMYCIN  the  logical 
broad-spectrum  antibiotic  for  low-dosage 
therapy  in  acne? 

1.  Witten,  V.  H.  and  Helfman,  R.  J.:  in  Modell,  W.:  Drugs 
of  Choice  1966-1967.  C.  V.  Mosby  Co.,  St.  Louis,  p.  732. 

I-)IXI/)MY(IN 

DEMETHYLCHLORTETRACYCLINE 


Prescribing  information  on  next  page. 


hor  a wide  range  ot  everyday 
infections — respiratory, 
urinary  tract  and  others— 
in  the  young  and  aged— the 
acutely  or  chronically  ill. 

“low  man”in  acne 

DECLOMYCIN  Demethylchlortetracycline  should  be 
equally  or  more  effective  therapeutically  than  other  tetra- 
cyclines when  the  offending  organisms  are  tetracycline- 
sensitive. 

Contraindication:  History  of  hypersensitivity  to  demethyl- 
chlortetracycline. 

Warning— In  renal  impairment,  usual  doses  may  lead  to 
excessive  accumulation  and  liver  toxicity.  Under  such 
conditions,  lower  than  usual  doses  are  indicated,  and,  if 
therapy  is  prolonged,  serum  level  determinations  may  be 
advisable.  A photodynamic  reaction  to  natural  or  artifi- 
cial sunlight  has  been  observed.  Small  amounts  of  drug 
and  short  exposure  may  produce  an  exaggerated  sun- 
burn reaction  which  may  range  from  erythema  to  severe 
skin  manifestations.  In  a smaller  proportion,  photo- 
allergic  reactions  have  been  reported.  Patients  should 
avoid  direct  exposure  to  sunlight  and  discontinue  drug  at 
the  first  evidence  of  skin  discomfort.  Necessary  subse- 
quent courses  of  treatment  with  tetracyclines  should  be 
carefully  observed. 

Precautions— Overgrowth  of  nonsusceptible  organisms 
may  occur.  Constant  observation  is  essential.  If  new  in- 
fections appear,  appropriate  measures  should  be  taken. 

In  infants,  increased  intracranial  pressure  with  bulging 
fontanels  has  been  observed.  All  signs  and  symptoms 
have  disappeared  rapidly  upon  cessation  of  treatment. 

Side  Effects— Gastrointestinal  system— anorexia,  nausea, 
vomiting,  diarrhea,  stomatitis,  glossitis,  enterocolitis,  pru- 
ritus ani.  Skin— maculopapular  and  erythematous  rashes. 

A rare  case  of  exfoliative  dermatitis  has  been  reported. 
Photosensitivity;  onycholysis  and  discoloration  of  the 
nails  (rare).  Kidney— rise  in  BUN,  apparently  dose  re- 
lated. Hypersensitivity  reactions— urticaria,  angioneurotic 
edema,  anaphylaxis.  Teeth  — dental  staining  (yellow- 
brown)  in  children  of  mothers  given  this  drug  during  the 
latter  half  of  pregnancy,  and  in  children  given  the  drug 
during  the  neonatal  period,  infancy  and  early  childhood. 
Enamel  hypoplasia  has  been  seen  in  a few  children.  If 
adverse  reaction  or  idiosyncrasy  occurs  discontinue  med- 
ication and  institute  appropriate  therapy. 

Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or  300  mg 
b.i.d.  Should  be  given  1 hour  before  or  2 hours  after 
meals,  since  absorption  is  impaired  by  the  concomitant 
administration  of  high  calcium  content  drugs,  foods  and 
some  dairy  products.  Treatment  of  streptococcal  infec- 
tions should  continue  for  10  days,  even  though  symp- 
toms have  subsided. 

Capsules:  150  mg;  Tablets:  film  coated,  300  mg,  150 
mg,  and  75  mg  of  demethylchlortetracycline  HCI. 

I)IXIX)MY(IN 

DEM  ETHYLCH  L0KTETR  ACYCLI NE 


LEDERLE  LABORATORIES,  A Division  of 
American  Cyanamid  Company,  Pearl  River,  New  York. 


Buy  Bonds  where  you  work. 

They  do. 

Over  90%  of  the  101st  Airborne  Division’s  1st  Brigade  lias 
signed  up  for  U.S.  Savings  Bonds  through  the  Payroll  Savings 
Plan.  That’s  what  their  Minute  Man  flag  signifies.  These  men, 
now  in  Vietnam,  deserve  your  support.  When  you  purchase 
Savings  Bonds  regularly,  you  show  the  men  of  the  1st  Brigade 
you’re  with  them.  And  you  walk  a bit  taller. 


Buy  U.  S.  Savings  Bonds 

The  U.S.  Government  does  not  pay  for  this  advertisement . It  is  presented  as  a public 
service  in  cooperation  with  the  Treasury  Department  and  the  Advertising  Council. 
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Abstracts 


Tuncer,  M.,  Graham,  R.,  and  Graham,  J.: 

Diagnostic  efficiency  in  invasive  cervical  cancer. 
New  York  State  J.  Med.  67:  2317  (Sept.  1) 
1967. 

Since  cancer  of  the  cervix  is  found  in  an  ac- 
cessible location,  has  an  effective  cytologic  de- 
tection test,  and  is  easily  confirmed  by  biopsy, 
it  should  be  easily  controlled.  To  study  the 
problem  of  mismanaged  diagnoses,  100  patients 
were  observed.  Of  these,  89  had  symptoms  re- 
lated to  the  disease  and  11  were  asymptomatic. 
Histories  were  taken  to  determine  the  extent  of 
examinations,  smears,  biopsies,  and  initial 
physicians.  Cytologic  examination  was  not 
utilized  as  much  as  expected  in  this  series. 
No  time  limit  should  be  set  on  a repeat  of  a sus- 
picious smear;  this  delays  the  diagnosis.  Er- 
rors in  cytology  are  four  times  too  high. 

Schwalb,  E.:  Clinical  considerations  of  cere- 
bral dysfunction  in  children,  New  York  State 
J.  Med.  67:  2320  (Sept.  1)  1967. 

The  child  with  brain  dysfunction  can  be  con- 
verted into  a productive  human  being.  However, 
the  diagnosis  is  difficult.  Over  100  children 
were  studied,  with  diagnosis  based  on  criteria 
of  intelligence  and  behavior,  including  hyper- 
activity, impulsiveness,  attention  span,  persev- 
eration, and  emotional  lability,  as  well  as  other 
disorders.  New  learning  must  be  based  on  ac- 
curate diagnosis,  and  a successful  therapeutic 
approach  can  result  in  a contributing  human 
being. 

Sodee,  D.  B.:  Radioisotope  scanning  of  pan- 
creas, New  York  State  J.  Med.  67:  2325 
(Sept.  1)  1967. 


The  pancreas  can  be  visualized  directly 
through  radioisotope  scanning  employing  sele- 
nium-75 selenomethionine  and  a large-crystal 
commercial  photoscanner.  This  method  demon- 
strates the  normal  pancreas  and  aids  in  predict- 
ing pancreatic  carcinoma.  By  placing  the  pa- 
tient in  a supine  position  with  the  left  side  ele- 
vated 6 inches  from  the  posterior  axilla  to  the 
table,  accurate  visualization  is  obtained  be- 
cause the  angle  throws  the  liver  away  from  the 
pancreatic  bed.  The  procedure  is  recom- 
mended only  to  patients  under  forty  years  of 
age. 

Goldzieher,  M.  A.:  Endocrinologic  aspects 

of  dermatology,  New  York  State  J.  Med. 
67:  2328  (Sept.  1)  1967. 

It  is  helpful  to  evaluate  the  relationship  be- 
tween the  patient’s  hormonal  status  and  his 
skin.  Hypothyroidism  is  more  likely  in  short, 
stocky  individuals;  hyperthyroidism  in  in- 
dividuals with  a lanky  build,  blue  eyes,  and 
blond  hair.  The  skin  of  the  hypothyroid  per- 
son tends  to  be  pale  yellowish,  and  thicker, 
firmer,  and  drier  than  that  of  the  euthyroid  per- 
son. The  skin  of  a person  with  hyperthyroidism 
is  rather  elastic,  moist,  with  “peaches  and 
cream”  color.  Misuse  of  corticosteroids  has 
harmed  its  reputation.  Hypothyroid  persons 
are  not  capable  of  transforming  carotin  into 
vitamin  A in  the  absence  or  inadequacy  of  the 
thyroid  gland,  and  lack  of  the  vitamin  causes 
skin  dryness,  roughness,  and  scaling.  Thyroid 
medication  relieves  the  pathologic  condition 
only  gradually,  whereas  if  vitamin  A is  added, 
especially  topically,  the  improvement  is  rapid. 
Adrenal  and  pituitary  suppression  can  be  fore- 
stalled by  careful  medication. 
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DOCTOR, 

Here  is  the  expanded  Abbott 
anorectic  program  designed  to 
meet  the  individual  needs  of 
your  overweight  patients. 


ABBOTT 

THE  PRODUCT 


ABBOTT 

ANORECTIC 

PROGRAM 


DESOXYN*  Gradumet'  5m9  a 

METHAMPHETAMINE  HYDROCHLORIDE  IN  LONG-RELEASE  DOSE  FORM 

10  mg.  ED  1 5 mg  ED 

DESBUTAL*  10  Gradumet 

10  mg.  METHAMPHETAMINE  HYDROCHLORIDE,  60  mg.  SODIUM  PENTOBARBITAL 

FRONT  ^ SIDE  j 

DESBUTAL  15  Gradumet 

15  mg.  METHAMPHETAMINE  HYDROCHLORIDE,  90  mg.  SODIUM  PENTOBARBITAL 

FR°NT  ^ $IDE  (j 

MOOD  ELEVATION 


DESOXYN  Gradumet 

Smooth  appetite  control  plus  mood  elevation 

Typically,  the  obese  patient  is  a repeat  dieter. 
And  with  each  failure,  the  task  looks  more 
hopeless.  Therefore,  it  is  often  just  as  im- 
portant to  lift  the  mood  as  to  curb  the  appe- 
tite. Desoxyn  Gradumet  does  just  that.  It 
gently  elevates  and  sustains  the  mood.  And 
no  other  product— amphetamine  or  non-am- 
phetamine—is  more  effective  in  suppressing 
appetite. 


DESBUTAL  Gradumet 

For  patients  who  can't  take  plain  amphetamine 

Desbutal  Gradumet  contains  2 drugs,  each 
in  its  own  tablet  section,  combined  back  to 
back  to  form  a single  tablet.  One  section 
contains  Desoxyn  to  suppress  the  appetite 
and  lift  the  mood ; the  other  contains  Nem- 
butal® (pentobarbital)  to  soothe  the  patient 
and  counteract  any  excessive  stimulation. 
The  drugs  are  released  in  an  effective  dosage 
ratio  throughout  the  day. 


CONTROLLED-RELEASE 

HOW  IT  DIFFERS  FROM 
LONG-RELEASE 

The  Gradumet  is  made  up  of  thousands  of 
interconnecting  channels,  much  like  a 
sponge.  These  channels— filled  with  a drug 
—end  at  the  outer  surface  of  the  tablet.  When 
fluid  comes  in  contact  with  the  Gradumet, 
the  drug  in  the  outer  ends  of  the  channels 
dissolves.  As  the  fluid  makes  its  way  up  the 
channels,  there  is  a continuous  release  of 
medication. 


THIS  IS  A RELEASE 
YOU  CAN  COUNT  ON 


Since  the  rate  of  release  is  rigidly  determined 
by  the  size  and  number  of  channels,  the 
Gradumet  is  able  to  provide  control/ed-re- 
lease  as  well  as  long-release.  Patients  get  a 
measured  amount  of  medication,  moment  by 
moment,  throughout  the  day— from  a single 
ora!  dose. 


THE  PROGRAM 


ABBOTT 

ANORECTIC 

PROGRAM 


WEIGHT  CONTROL 
BOOKLET 

To  help  your  obese  patients  understand  why 
they  are  overweight— and  what  they  can  do 
about  it— Abbott  has  a booklet  called  "The 
Secret  of  Controlling  Your  Weight."  It  is 
available  to  your  patients  only  through  you. 
Here  is  a partial  list  of  the  topics  covered  : 
Why  you  are  overweight 
Rewards  of  weight  reducing 
Balanced  meals 
Helpful  hints 
Hunger  between  meals 
Snacks 

Weekly  weighings 
Exercise 

Holidays,  vacations,  special  events 
Leanness  and  longevity 
Each  topic  is  covered  on  one  page  in  simple 
and  easy-to-understand  language.  At  the 
back  of  the  booklet,  there  is  a list  of  160 
foods  showing  their  caloric  content. 


secret 


controlling 
gour  weight 


FOOD  DIARY 


The  Food  Diary  is  designed  to  help  the  over- 
weight patient  follow  your  eating  instruc- 
tions. Space  is  provided  for  breakfast,  lunch, 
supper,  and  even  snacks.  By  writing  every- 
thing down  that's  eaten  each  day,  the  patient 
is  constantly  reminded  that  she's  trying  to 
change  her  eating  habits.  And  you  are  fur- 
nished with  a written  record  of  how  well 
she's  doing. 

This  booklet  also  lists  the  caloric  content  of 
160  foods. 
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See  Brief  Summary  on  next  page. 


THE  PRICE 


ABBOTT 

ANORECTIC 

PROGRAM 


ECONOMY 


Desoxyn  Gradumet  and  Des- 
butal  Gradumet  are  so  reason- 
ably priced  that  patients  in 
many  cases  save  enough 
(compared  to  other  leading 
long-release  anoretics)  to  get 
five  weeks  of  medication  for 
the  price  of  four. 


FREE  SUPPLIES 
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There  are  four  weight  control  booklets,  each 
with  the  same  text,  but  with  a different  sam- 
ple in  the  back  of  the  booklet  to  meet  your 
individual  patient's  needs.  You  have  your 
choice  of  Desoxyn  Gradumet  in  10  mg.  or 
15  mg.  strengths  as  well  as  Desbutal  10 
Gradumet  and  Desbutal  15  Gradumet.  The 
Food  Diary  is  the  same  for  all  of  the  weight 
control  booklets. 

Your  Abbott  man  will  be  happy  to  supply 
you  with  booklets.  Just  ask  him. 

CONTRAINDICATIONS:  Methampheta- 
mine  (in  Desoxyn  and  Desbutal)  is  contraindi- 
cated in  patients  taking  a monoamine  oxidase 
inhibitor.  Do  not  use  pentobarbital  (in  Desbu- 
tal) in  persons  hypersensitive  to  barbiturates. 


PRECAUTIONS,  SIDE  EFFECTS:  Observe 
caution  in  patients  with  hypertension,  cardio- 
vascular disease,  hyperthyroidism,  old  age,  or 
those  sensitive  to  sympathomimetic  drugs. 
Prolonged  usage  may  lead  to  tolerance  or  psy- 
chic dependence.  Careful  supervision  is  neces- 
sary to  avoid  chronic  intoxication  and 
addiction. 

Amphetamine  side  effects  such  as  a headache, 
excitement,  agitation,  palpitation  or  cardiac 
arrhythmia  usually  may  be  controlled  by  re- 
ducing the  dose.  Paradoxically-induced  de- 
pression is  an  indication  to  withdraw  the  drug. 
Pentobarbital  (in  Desbutal)  may  cause  skin 
rash.  Nervousness  or  excessive  se- 
dation with  Desbutal  is  usually 
transient.  7oio69 


Gradumet— Long-release  dose  form.  Abbott:  U.S.  Pat.  No.  2,987,445 


ANNUAL 

CONVENTION  Medical  Society  of  the  State  of  New  York 

FEBRUARY  11  through  15,  1968 

The  Americana,  New  York  City 


Scientific  Program 

Any  State  Society  member  who  wishes  to  present  a paper 
before  a scientific  section  or  a general  session  is  requested 
to  write  to  Bernard  J.  Pisani,  M.D.,  Chairman  of  Scientific 
Program  Committee  at  the  address  given  below. 

A short  abstract  of  the  proposed  presentation  should  ac- 
company the  letter. 


Scientific  Exhibits 


Requests  for  scientific  exhibit  space  should  be  addressed 
to  Albert  H.  Douglas,  M.D.,  Chairman,  Scientific  Exhibits 
Subcommittee  of  Convention  Committee,  at  the  address 
given  below. 


Scientific  Motion  Pictures 


Requests  to  present  a motion  picture  in  the  motion  picture 
theatre  at  the  convention  should  be  addressed  to  Kenneth 
B.  Olson,  M.D.,  Chairman,  Motion  Picture  Subcommittee, 
at  the  address  given  below. 


Address  all  communications  to  the  chairman 
Medical  Society  of  the  State  of  New  York 
750  Third  Avenue 
New  York,  New  York  10017 
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Ilosone®  provides  more  antibacterial  activity 
than  any  other  oral  erythromycin 


Acid  stable,  better  absorbed . . . Ilosone 
produces  faster,  higher,  more  prolonged 
blood  levels,  even  in  the  presence  of  food13 

Because  it  is  the  most  active  form  of  oral 
erythromycin,  Ilosone  can  help  assure 
consistently  greater  antibacterial  activity 
at  the  site  of  infection.  Ilosone  produces 
peak  antibacterial  blood  levels  two  to  four 
times  those  of  other  erythromycin 
preparations.12  Not  only  are  these  levels 
attained  earlier,  but  they  are  maintained 
for  much  longer  periods.  Even  the 
presence  of  food  does  not  seem  to  affect 
the  activity  of  Ilosone.1’3 

In  the  treatment  of  patients  with  bacterial 
infections  susceptible  to  erythromycin, 
Ilosone  has  compiled  an  excellent 
therapeutic  record.  Since  it  exerts  its 
greatest  activity  against  gram-positive 
organisms,  it  is  particularly  useful  in 
common  respiratory  and  soft-tissue 
bacterial  infections.  Ilosone  kills— not 
merely  inhibits— streptococci, 
pneumococci,  and  more  strains  of 
staphylococci  than  any  other  macrolide 
antibiotic.  This  bactericidal  action, 
coupled  with  the  high  antibacterial  levels 


attained,  makes  Ilosone  especially  valuable 
in  patients  with  low  host  resistance,  such 
as  infants,  debilitated  individuals,  and 
diabetics. 

Ilosone  has  shown  no  cross-resistance  with 
penicillin  and  may  be  effective  against 
organisms  that  have  become  resistant  to 
that  agent.  Despite  its  high  antibacterial 
activity,  Ilosone  has  demonstrated  a low 
incidence  of  side  reactions.  Blood 
dyscrasias,  ototoxicity,  and  tooth  staining 
have  not  been  observed.  Infrequent 
cases  of  drug  idiosyncrasy,  manifested  by 
a cholestatic  jaundice,  have  occurred, 
but  there  have  been  no  known  definite 
residual  effects. 


Now  available: 

New!  Ready-mixed  Ilosone  Liquid  125! 
(Contains  erythromycin  estolate  equiva- 
lent to  125  mg.  erythromycin  base  per 
5-cc.  teaspoonful.) 


Ilosone’ 

Erythromycin 


700970 

Estolate 


( See  next  page  for  prescribing  information.) 


Ilosone-/  the  most  active  oral  form  of  erythromycin 


Description : Ilosone  is  the  most  active  form  of  oral  erythromy- 
cin that  has  been  developed.  Because  it  is  stable  in  acid,  well 
absorbed,  and  excreted  in  lesser  amounts  in  the  bile,  it  provides 
faster,  higher,  and  longer-lasting  levels  of  antibacterial  activity 
(ABA)  in  the  serum,  even  when  taken  with  food,  than  do  com- 
parable doses  of  erythromycin. 

Indications:  Ilosone  is  indicated  in  infections  caused  by  micro- 
organisms sensitive  to  its  action  (especially  staphylococci,  hemo- 
lytic streptococci,  and  pneumococci) . The  drug  is  therefore  useful 
I in  a high  proportion  of  bacterial  diseases  encountered  in  clinical 
I practice  and  particularly  in  the  treatment  of  bacterial  infections 
| of  the  upper  and  lower  respiratory  tract  and  soft  tissues. 

: In  the  treatment  of  acute  bacterial  pharyngitis  and  tonsillitis, 

this  antibiotic  has  promptly  eradicated  the  bacteria  (streptococci) 
! and  has  produced  a parallel  prompt  clinical  improvement.  There 
! have  been  no  group  A beta-hemolytic  streptococci  resistant  to 
| this  preparation.  In  beta-hemolytic  streptococcus  infections, 
I treatment  should  be  maintained  for  ten  days  to  prevent  the  de- 
! velopment  of  rheumatic  fever  or  glomerulonephritis. 

! Erythromycin  estolate  has  proved  to  be  very  effective  in  pneu- 
I mococcus  pneumonia  and  in  acute  bronchitis  with  pneumococci 
: on  cultui'e.  Bronchopneumonia  and  otitis  media  in  children  have 

; responded  well  to  its  use. 

The  antibiotic  has  been  used  very  successfully  in  staphylococ- 
! cus  infections.  Good  therapeutic  results  have  been  obtained  in 
soft-tissue  infections,  abscesses,  cellulitis,  carbuncles,  wound  in- 
fections, and  furunculosis. 

In  serious  staphylococcus  infections,  erythromycin  prepara- 
tions should  be  used  only  in  combination  therapy  with  other 
antimicrobial  agents.  As  is  the  case  with  any  treatment  regimen 
used  in  these  severe  conditions,  surgical  procedures  should  be 
performed  when  indicated,  and  large  dosages  of  the  antimicro- 
bial agents  should  be  employed.  In  this  fashion,  Ilosone  has  been 
effective  in  staphylococcus  pneumonia,  osteomyelitis,  septicemia, 
empyema,  and  meningitis. 

Multiple  500-mg.  doses  of  the  drug  have  also  been  useful  in 
gonorrhea  and  syphilis.  Since  penicillin  is  the  drug  of  choice  for 
the  treatment  of  syphilis  and  gonorrhea,  erythromycin  estolate 
should  be  employed  for  these  infections  only  in  patients  with  a 
history  of  penicillin  allergy.  Also,  other  infections  due  to  suscep- 
tible bacteria  in  patients  known  to  be  hypersensitive  to  penicillin 
or  other  antibiotics  may  be  considered  for  treatment  with  Ilosone. 
Contraindications:  Ilosone  is  contraindicated  in  patients  with  a 
known  history  of  sensitivity  to  this  drug  and  in  those  with  pre- 
existing liver  disease  or  dysfunction. 

Adverse  Reactions:  Data  obtained  from  seven  years’  use  of  pro- 
pionyl  erythromycin  ester  and  erythromycin  estolate  (Ilosone) 
indicate  that  hepatic  dysfunction  with  or  without  clinical  jaun- 
j dice  may  occur  during  or  following  courses  of  therapy  with  the 
drug. 

Changes  in  liver  function  tests  in  such  cases  have  been  indica- 
tive of  intrahepatic  cholestasis.  The  symptoms  appear  to  be  the 
result  of  a form  of  sensitization.  The  initial  symptoms  have  de- 
veloped in  some  cases  after  a few  days  of  treatment  but  generally 
have  followed  one  or  two  weeks  of  continuous  therapy  or  several 
courses  of  the  drug.  Symptoms  reappear  promptly,  usually  within 
forty-eight  hours,  if  the  drug  is  readministered  to  sensitive  pa- 
tients. Eosinophilia  was  noted  in  peripheral  blood  counts.  The 
findings  readily  subsided  without  apparent  residual  effects  when 
treatment  was  discontinued.  Recovery  was  delayed  in  one  re- 
ported instance.  The  physician  indicated  in  this  case  that  either 
drug-induced  jaundice  or  viral  hepatitis  may  have  been  respon- 
sible for  the  findings. 

In  one  clinical  study  involving  ninety-three  patients  treated 
with  the  antibiotic,  three  cases  of  jaundice  were  observed  and  an 
] additional  eleven  cases  developed  some  changes  in  liver  function 
i tests.  Three  of  the  patients  had  abnormal  liver  function  tests  a 
second  time  on  readministration  of  the  drug. 

Even  though  it  is  assumed  that  not  all  cases  of  jaundice  have 
; been  reported,  it  seems  clear  that  the  number  is  small  compared 
with  the  amount  of  drug  that  has  been  used.  Reported  cases  have 
included  persons  in  whom  there  had  been  administered  other 
drugs  known  to  be  associated  at  times  with  hepatic  side-effects 
and  cases  in  which  the  presence  of  viral  hepatitis  or  other  dis- 
ease may  have  been  responsible  for  the  findings.  In  some  of  the 
cases,  associated  gastro-intestinal  symptoms  simulated  the  colic 
I of  biliary  tract  disease.  In  other  instances,  clinical  symptoms 
! and  results  of  liver  function  tests  resembled  findings  in  extra- 
hepatic  obstructive  jaundice.  It  appears  that  the  occurrence  of 
jaundice  after  administration  of  Ilosone  is  infrequent,  but 
further  investigations  are  being  made  to  estimate  its  incidence 
more  accurately. 


In  those  cases  mentioned  above  in  which  jaundice  appeared  to  I 
be  definitely  related  to  use  of  the  drug,  laboratory  findings  were  I 
characterized  by  increased  direct-reacting  bilirubin,  elevated 
alkaline  phosphatase  levels,  negative  or  weakly  positive  cephalin 
flocculation  and  thymol  turbidity  tests,  elevated  serum  glutamic 
oxalacetic  transaminase  levels,  peripheral  eosinophilia,  and  nor- 
mal eholecystograms. 

Individual  idiosyncrasy  seems  evident  since  jaundice  has  not  : 
been  reported  in  other  patients  taking  prolonged  courses  of  the  ■ 
medication.  Patients  with  chronic  infection  have  been  given  1 to  l 
to  2 Gm.  of  the  drug  daily  for  periods  of  two  to  six  months,  and 
patients  with  rheumatic  fever  have  taken  prophylactic  doses  of 
0.5  Gm.  daily  for  two  years  without  difficulty.  In  one  group  of 
144  patients  who  received  the  drug  daily  for  two  years,  no  jaun- 
dice was  noted.  It  was  of  interest  that  members  of  six  of  these  i 
patients’  families,  who  were  not  taking  the  drug,  had  episodes 
of  jaundice  during  the  study  period. 

Transaminase  and  serum  alkaline  phosphatase  levels  were 
determined  in  a group  of  fifty-four  adults  and  children  who  took 
250  mg.  of  Ilosone  daily  for  an  average  of  sixteen  months  as 
rheumatic  fever  prophylaxis.  The  results  were  compared  with 
those  of  a similar  group  of  forty-four  patients  who  received  pen-  i 
icillin.  There  were  no  cases  of  jaundice  in  either  group.  Elevation 
of  SGPT  and  serum  alkaline  phosphatase  levels  during  the  course  j 
of  treatment  was  observed  in  one  patient  treated  with  Ilosone 
and  in  two  patients  treated  with  penicillin.  Seven  other  patients  | 
in  the  group  receiving  Ilosone  and  four  others  in  the  penicillin 
group  showed  elevations  in  one  of  the  tests  at  some  time  during 
administration  of  the  drugs. 

Very  satisfactory  therapeutic  results,  without  toxicity,  were  ; 
reported  in  102  pediatric  patients  who  received  short-term  (ten-  | 
day)  courses  of  Ilosone  in  the  treatment  of  streptococcus  infec-  ' 
tions.  Results  of  liver  function  tests  in  these  patients  were  ,, 
comparable  to  those  in  a similar  control  group  who  had  received  i 
penicillin. 

Gastro-intestinal  disturbances  not  associated  with  hepatic  ef- 
fects are  observed  in  a small  proportion  of  individuals  as  a result 
of  a local  stimulating  effect  of  the  medication  on  the  alimentary 
tract;  however,  the  normal  intestinal  gram-negative  bacterial 
flora  is  not  appreciably  altered  by  erythromycin  drugs. 

Although  allergic  manifestations  are  uncommon  with  the  use 
of  erythromycin,  there  have  been  occasional  reports  of  urticaria, 
skin  eruptions,  and,  on  rare  occasions,  anaphylaxis. 

Administration  and  Dosage:  Ilosone  is  administered  orally. 

Ilosone  Pulvules®,  Ilosone  Liquid  125,  Ilosone,  125,  for  Oral 
Suspension,  Ilosone  Drops,  Ilosone  Chewable  Tablets. 

For  infants  and  for  children  under  twenty-five  pounds  of  body 
weight,  the  usual  dosage  is  5 mg.  per  pound  every  six  hours;  for 
children  twenty-five  to  fifty  pounds,  125  mg.  every  six  hours. 
(Tablets  Ilosone  Chewable  should  be  chewed  or  crushed  and 
swallowed  with  water.) 

For  adults  and  for  children  over  fifty  pounds,  the  usual  dosage 
of  Ilosone  is  250  mg.  every  six  hours. 

For  severe  infections,  these  dosages  may  be  doubled. 

When  larger  doses  are  indicated,  parenteral  erythromycin 
therapy  should  be  considered. 

In  the  treatment  of  syphilis,  the  recommended  total  dosage  is 
20  to  30  Gm.  given  in  divided  doses  for  a period  of  ten  to  fifteen 
days.  Close  follow-up  of  the  patient  is  necessary  since  erythro- 
mycin drugs  have  not  had  adequate  evaluation  in  all  stages  of 
syphilis.  Examinations  of  spinal  fluid  are  recommended  as  part 
of  the  follow-up  therapy. 

For  gonorrhea,  500  mg.  four  times  a day  for  four  days  are 
recommended.  In  the  treatment  of  gonorrhea,  patients  with  a 
suspected  lesion  of  syphilis  should  have  a dark-field  examination 
before  receiving  antibiotics,  and  monthly  serologic  tests  should 
be  made  for  a period  of  three  months. 

How  Supplied:  Pulvules  Ilosone,  Capsules,  N.F.,  125  and  250  mg. 
(equivalent  to  base) , in  bottles  of  24  and  100. 

Ilosone  Liquid  125,  Oral  Suspension,  U.S.P.,  125  mg.  (equivalent 
to  base)  per  5-cc.  teaspoonful,  in  60-cc.  and  pint-size  packages. 

Ilosone,  125,  for  Oral  Suspension,  N.F.,  125  mg.  (equivalent 
to  base)  per  5-cc.  teaspoonful,  in  60  and  150-cc.-size  packages. 

Ilosone  Drops, 5mg.  (equivalent  to  base)  per  drop, in  lO-cc.-size 
packages,  with  dropper  calibrated  at  25  and  50  mg. 

Tablets  Ilosone  Chewable,  N.F.,  125  mg.  (equivalent  to  base), 
in  bottles  of  50.  [0327671 

References:  1.  Griffith,  R.  S.,  and  Black.  H.  R.:  Am.  J.  M.  Sc.,  H7: 69,  1964. 

2.  Griffith.  R.  S..  and  Black.  H.  R.:  Antibiotics  & Chemother..  if. 398.  1962. 

3.  Hirsch.  H.  A.,  Pryles,  C.  V.,  and  Finland,  M.:  Am.  J.  M.  Sc., 

fJS.198,  1960.  ' ' 

Additional  information  available  to  p hysicians  upon  request. 

Eli  Lilly  and  Company,  Indianapolis,  Indiana  1,6S0C.  , J 


Investment 

Advisory 

Service 

Providing  portfolio  supervision  for  both  indi- 
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Abstracts  in  Interlingua 


Tuncer,  M.,  Graham,  R.,  e Graham,  J.: 

Efficacia  diagnostic  in  invasive  cancere  cervical 
( anglese ),  New  York  State  J.  Med.  67:  2317 
(1  de  septembre)  1967. 

Viste  que  le  sito  de  cancere  del  cervice  es 
accessibile,  viste  que  il  existe  un  efficace  test 
cytologic  pro  su  detection,  e viste — in  plus — 
que  le  presentia  del  condition  es  facile  a con- 
firmar  per  biopsia,  on  supponerea  que  illo  non 
escappa  prestemente  al  detection.  Pro  studiar 
le  problema  del  diagnoses  mancate,  un  gruppo 
de  100  patientes  esseva  observate.  De  istes, 
89  habeva  symptomas  relationate  con  le  morbo; 
11  esseva  asymptomatic.  Un  documentation 
anamnestic  esseva  compilate  con  le  objectivo 
de  determinar  le  grado  al  qual  examines — e 
frottis  e biopsias — habeva  essite  effectuate  e 
lo  que  habeva  essite  le  rolo  del  medico  initial. 
Le  modalitate  del  examine  cytologic  non  esseva 
utilisate  in  iste  serie  con  le  frequentia  expectate. 
Nulle  limite  in  tempore  deberea  esser  acceptate 
pro  le  repetition  de  frottis  suspecte.  Per 
retardar  ille  mesura  on  retarda  possibilemente  le 
diagnose.  Errores  cytologic  ha  un  frequentia 
que  es  quatro  vices  troppo  alte. 

Schwalb,  E.:  Considerationes  clinic  de  dys- 

function cerebral  in  juveniles  {anglese).  New 
York  State  J.  Med.  67:  2320  (1  de  septembre) 
1967. 

Le  patiente  pediatric  con  dysfunction  cerebral 
pote  esser  promovite  al  rango  de  un  productive 
membro  del  societate  human.  Tamen,  le 
diagnose  es  difficile.  Plus  que  100  casos  esseva 
studiate,  con  le  diagnoses  basate  in  criterios  de 
intelligentia  e comportamento,  incluse  hyper- 
activitate,  impulsivitate,  extension  del  attention, 
perseveration,  e labilitate  emotional,  si  ben 
como  altere  disordines.  Le  nove  apprendimento 
debe  esser  basate  in  un  accurate  diagnose.  Un 
successose  programma  therapeutic  pote  resultar 
in  un  creatura  human  qui  pote  contribuer. 

Sodee,  D.  B.:  Scrutinage  radioisotopic  del 


pancreas  {anglese).  New  York  State  J.  Med. 
67:  2325  (1  de  septembre)  1967. 

Le  pancreas  pote  esser  visualisate  directe- 
mente  per  scrutinage  radioisotopic  con  le  uso  de 
selenomethionina  a selenium-75  e un  photo- 
scrutinator  commercial  a grande  crystallo.  Le 
methodo  demonstra  normalitate  del  pancreas 
e es  de  adjuta  in  predicer  carcinoma  pancreatic. 
Si  le  patiente  es  placiate  in  position  supin,  con 
su  latere  sinistre  elevate  a un  distantia  de  6 
pollices  ab  le  axilla  posterior  usque  ad  le  tabula, 
le  obtenite  visualisation  es  accurate,  proque  le 
angulation  remove  le  hepate  ab  le  lecto  pan- 
creatic. Le  procedimento  es  recommendate 
solo  in  patientes  de  minus  que  quaranta  annos  de 
etate. 

Goldzieher,  M.  A.:  Aspectos  endocrinologic 

del  dermatologia  {anglese),  New  York  State 
J.  Med.  67:  2328  (1  de  septembre)  1967. 

Es  utile  evalutar  le  relation  inter  le  stato 
hormonal  del  patiente  e le  condition  de  su  pelle. 
Hypothyroidismo  es  plus  probabile  in  curte  e 
robuste  subjectos  e hyperthyroidismo  in  sub- 
jectos  de  laxe  construction  longastre.  Le  pelle 
del  subjecto  hypothyroide  tende  a esser  palli- 
demente  jalnastre  e plus  spisse,  plus  firme,  e 
plus  sic  que  illo  del  subjecto  euthyroide.  Le 
pelle  de  un  subjecto  con  hyperthyroidismo  es 
satis  elastic,  humide,  e de  un  complexion 
reminiscente  de  “persicas  e crema.”  II  es  le 
abuso,  non  le  uso  del  corticosteroides  que  ha 
minate  lor  reputation.  Subjectos  hypothyroide 
es  incapace  a transformar  carotina  ad  in  vita- 
mina  A in  consequentia  del  manco  o del  in- 
sufficientia  del  glandula  thyroide,  e absentia  de 
ille  vitamina  causa  in  le  pelle  siccitate,  asperi- 
tate,  e le  formation  de  scalias.  Medication 
thyroide  allevia  le  condition  pathologic  solo 
gradualmente,  sed  quando  vitamina  A es  ad- 
dite — particularmente  in  application  topic — 
le  melioration  es  rapide.  Un  meticulose  medi- 
cation pote  evitar  suppression  adrenal  e pit- 
uitari. 
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CYDRIL* 

(levamfetamine  succinate  TUTAG) 


f Cydrilat2p.m. 

f Appetite  control  at  6 
Sleep  at  10 


Action  and  Uses:  Cydril  (levamfetamine  succinate)  is  a chemo- 
pharmaceutical  approach  to  aid  the  obstinately  obese.  Cydril  (levam- 
ietamme  succinate  i provides  the  appetite  depressant  action  of  amphet- 
amines but  exhibits  fewer  unwanted  side  reactions. 

Dosage:  Adults  and  'teenagers',  one  fli  Cydril  (levamfetamine  sue 
cinate)  Granucap*  daily. 


Side  Effects: Occasionally  cardiovascular  and  gastrointestinal  reactions 
may  produce  dry  mouth,  metallic  taste,  anorexia,  nausea,  diarrhea, 
headache,  chilliness,,  pallor  or  flushing,  sweating,  diuresis,  and 
arrhythmias. 

Contraindications:  Cydril  (levamfetamine  succinate)  should  not  be 
used  in  the  presence  of  severe  hypertension,  angina  pectoris,  hyper- 
thyroidism, and  Raynaud's  disease. 

•Granucap  is  the  Tutag  brand  of  sustained  release  capsule  manu- 
factured to  release  the  contents  over  a period  of  approximately  6 to 
10  hours. 

Caution:  Federal  law  prohibits  dispensing  without  prescription. 

Full  product  information  available  on  request  or  see  page  1122  in 
your  1967  PDR. 


For  more  about  CYDRIL  and 
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Wfnfhrop 


announces 

a breakthrough  in  the 
control  ot  pain 

Tnhviii 

brand  of  1 # 

pentazocine 

(as  lactate) 

a potent,  injectable  non-narcotic 

For  every  physician 
who  has  ever  prescribed  morphine 


Talwin  is  the  new  potent  non-narcotic  inject- 
able analgesic  which  is  indicated  for  relief  of 
all  types  and  degrees  of  pain  in  acute  and 
chronic  disorders.  Talwin  30  mg.  is  usually  as 
effective  an  analgesic  as  morphine  10  mg.  or 
meperidine  75  to  100  mg.,  but  needs  no  nar- 
cotics controls;  its  duration  of  action  may 
sometimes  be  less  than  that  of  morphine. 


Talwin  is  relatively  free  from  adverse  effects 
of  morphine,  such  as  constipation,  urinary  re- 
tention, or  severe  respiratory  depression.  It 
has  been  used,  in  varying  dosages,  in  over 
12,000  patients  for  relief  of  pain  of  medical 
disorders,  of  active  labor  and  postoperative 
pain;  also  for  preoperative  or  preanesthetic 
medication,  and  as  an  adjunct  to  anesthesia. 


A brochure  incorporating  analyzed  information  on 
Talwin  is  available.  The  completeness  of  the  informa- 
tion will  permit  you  to  evaluate  the  role  Talwin  can 
play  in  your  practice. 

You  can  depend  on  Talwin  to  relieve  pain: 
WHATEVER  the  intensity  of  the  pain 
the  cause  of  the  pain 
the  site*  of  the  pain 
the  duration  of  the  pain 
the  chronicity  of  the  pain 
the  age*  of  the  patient 


Talwin  does  not  require  a narcotics  prescription 

The  World  Health  Organization  Expert  Committee  on 
Dependence-Producing  Drugs  concluded  that  ". . . 
there  was  no  need  at  this  time  for  narcotics  control  of 
pentazocine  [Talwin]  internationally  or  nationally.” 
{WHO  Tech.  Rep.  Ser.,  No.  343,  1966,  p.  6.) 

It  is  our  sincere  belief  that  the  discovery  of  Talwin  by 
Winthrop  Laboratories  will  be  of  great  value  to  you 
and  your  patients  for  whom  you  may  have  to  prescribe 
a potent  analgesic. 

sTalwin  should  not  be  used  for  patients  with  increased  in- 
tracranial pressure,  head  injury  or  pathologic  brain  con- 
ditions. 

tUntil  sufficient  experience  is  gained,  it  should  not  be  ad- 
ministered to  children  under  12  years  of  age. 
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Talwin  — brand  of  pentazocine  (as  lactate) 


Contraindications:  Increased  Intracranial  Pressure,  Head 
Injury,  or  Pathologic  Brain  Conditions  in  which  clouding 
of  sensorium  is  undesirable.  Talwin  (brand  of  pentazo- 
cine) should  not  be  administered  in  these  cases,  since 
drug-induced  sedation,  dizziness,  nausea,  or  respiratory 
depression  could  be  misleading. 

Precautions:  Pregnancy.  No  teratogenic  or  embryotoxic 
effects  attributable  to  the  use  of  Talwin  have  been  seen 
in  extensive  reproductive  studies  in  animals;  however, 
like  all  new  drugs,  Talwin  should  be  given  with  caution 
to  pregnant  women.  A large  number  of  patients  in  labor 
have  received  the  drug  with  no  adverse  reactions  other 
than  those  that  occur  with  commonly  used  strong  anal- 
gesics. However,  as  with  other  strong  analgesics,  Talwin 
should  be  used  with  caution  in  women  delivering  pre- 
mature infants. 

Ambulatory  Patients.  Since  sedation,  dizziness,  and  occa- 
sional euphoria  have  been  noted,  ambulatory  patients 
should  be  warned  not  to  operate  machinery,  drive  cars, 
or  unnecessarily  expose  themselves  to  hazards. 

Certain  Respiratory  Conditions.  The  possibility  that  Talwin 
(brand  of  pentazocine)  may  cause  respiratory  depression 
should  be  considered  in  treatment  of  patients  with  bron- 
chial asthma.  Talwin  (brand  of  pentazocine)  should  be 
administered  only  with  caution  and  in  low  dosage  to  pa- 
tients with  respiratory  depression  (e.g.,  from  other  medi- 
cation, uremia,  or  severe  infection),  obstructive  respira- 
tory conditions,  or  cyanosis. 

Patients  Dependent  on  Narcotics.  Because  Talwin  is  a 
narcotic-antagonist,  patients  dependent  on  narcotics  and 
receiving  Talwin  may  occasionally  experience  certain 
withdrawal  symptoms.  Talwin  should  be  given  with  spe- 
cial caution  to  such  patients.  It  has  been  observed  that 
some  patients  previously  given  narcotic-analgesics  for  one 
month  or  longer  had  mild  withdrawal  symptoms  when  the 
drug  was  replaced  with  the  analgesic,  Talwin.  After  a 
short  period  of  adjustment  the  subjects  were  usually  able 
and  willing  to  continue  taking  Talwin,  and  relief  of  pain 
was  satisfactory. 

Nonaddicted  Patients  Receiving  Narcotics.  Symptoms  be- 
lieved to  be  indicative  of  antagonism  to  the  opiate  may  be 
observed  rarely  with  administration  of  Talwin  to  patients 
receiving  opiates  for  a short  time.  Intolerance  or  unto- 
ward reactions  are  seldom  observed  after  administration 
of  Talwin  to  patients  who  have  received  single  doses  or 
who  have  had  limited  exposure  to  narcotics. 

Impaired  Renal  or  Hepatic  Function.  Although  laboratory 
tests  have  not  indicated  that  Talwin  (brand  of  pentazo- 
cine) causes  or  increases  renal  or  hepatic  impairment, 
the  drug  should  be  administered  with  caution  to  patients 
with  such  impairment.  Extensive  liver  disease  appears  to 
predispose  to  greater  side  effects  (e.g.,  marked  apprehen- 
sion, anxiety,  dizziness,  sleepiness)  from  the  usual  clini- 
cal dose,  and  may  be  the  result  of  decreased  metabolism 
of  the  drug  by  the  liver. 

Myocardial  Infarction.  As  with  all  drugs,  Talwin  (brand  of 
pentazocine)  should  be  used  with  caution  in  patients  with 
myocardial  infarction  who  have  nausea  or  vomiting. 

Biliary  Surgery.  Until  further  experience  is  gained  with 
the  effects  of  Talwin  on  the  sphincter  of  Oddi,  the  drug 
should  be  used  with  caution  in  patients  about  to  undergo 
surgery  of  the  biliary  tract. 

Adverse  Effects:  Talwin  is  relatively  free  from  the  unde- 
sirable side  effects  associated  with  morphine,  such  as 
constipation,  urinary  retention,  or  severe  respiratory  de- 
pression. Furthermore,  Talwin  produces  less  nausea,  vom- 
iting, and  diaphoresis  than  meperidine. 

In  over  12,000  patients  who  received  Talwin  intramus- 
cularly, subcutaneously,  or  intravenously,  nausea,  the 
most  frequent  adverse  effect,  occurred  in  approximately 
5.0  per  cent.  In  decreasing  order  of  occurrence  were  ver- 
tigo, dizziness  or  lightheadedness;  vomiting;  and  eu- 
phoria. Respiratory  depression  was  reported  as  an  adverse 
reaction  in  1.0  per  cent. 

The  incidence  of  each  of  the  other  adverse  effects  was 
well  below  1.0  per  cent:  constipation,  circulatory  depres- 
sion, diaphoresis,  urinary  retention,  alteration  in  mood 
(nervousness,  apprehension,  depression,  floating  feeling), 
hypertension,  sting  on  injection,  headache,  dry  mouth, 


flushed  skin  including  plethora,  altered  uterine  contrac- 
tions during  labor,  dermatitis  including  pruritus,  dreams, 
paresthesia,  and  dyspnea  occurred  rarely  after  adminis- 
tration of  Talwin  (brand  of  pentazocine).  Furthermore, 
each  of  the  following  adverse  reactions  occurred  in  less 
than  0.1  per  cent:  tachycardia,  visual  disturbance  (blurred 
vision,  diplopia  and  nystagmus),  hallucinations,  disorien- 
tation, weakness  or  faintness,  muscle  tremor,  chills,  aller- 
gic reactions  including  edema  of  the  face,  taste  alteration, 
insomnia,  diarrhea,  cramps,  and  miosis;  laryngospasm  in 
one  patient. 

Talwin  has  not  produced  severe  respiratory  embarrass- 
ment in  adults  (never  apnea),  even  with  large  amounts. 
A small  number  of  newborn  infants  whose  mothers  re- 
ceived Talwin  during  labor  had  transient  apnea.  The  inci- 
dence of  temporary  diminution  in  the  rate  or  strength  of 
uterine  contractions  is  low  after  administration  of  Talwin, 
similar  to  that  following  meperidine  hydrochloride.  (In 
reporting  no  interference  with  normal  labor  in  patients 
receiving  Talwin,  one  investigator  further  stated  that  the 
drug  may  increase  uterine  activity.)  Generally,  no  signif- 
icant fetal  heart  rate  change  occurs. 

Laboratory  tests  of  blood  and  of  liver  and  kidney  func- 
tions have  revealed  no  significant  abnormalities.  A mini- 
mum and  probably  insignificant  increase  in  the  per  cent 
of  eosinophils  in  peripheral  blood  counts  and  bone  mar- 
row occurred  occasionally. 

Talwin  is  well  tolerated  by  patients  with  diabetes  mellitus, 
and  no  changes  in  insulin  requirements  have  been  ob- 
served. 

Dosage  and  Administration:  Adults,  Excluding  Patients  in 
Labor.  Average  recommended  single  parenteral  dose  is 
30  mg.,  by  intramuscular,  subcutaneous,  or  intravenous 
route;  may  be  repeated  every  three  to  four  hours.  Pain 
has  been  relieved  in  most  patients  with  not  more  than 
three  doses  daily.  Infrequently,  selected  patients  have  re- 
ceived single  doses  as  high  as  60  mg.  Patients  in  Labor. 
A single,  intramuscular  30  mg.  dose  has  been  most  com- 
monly administered.  An  intravenous  20  mg.  dose  has 
given  adequate  pain  relief  to  some  patients  in  labor  when 
contractions  become  regular,  and  this  dose  may  be  given 
two  or  three  times  at  two-  to  three-hour  intervals,  as 
needed. 

Children  Under  12  Years  of  Age.  Since  clinical  experience 
in  children  under  twelve  years  of  age  is  limited,  the  use 
of  Talwin  (brand  of  pentazocine)  in  this  age  group  is  not 
recommended. 

Duration  of  Therapy.  Patients  with  chronic  pain  who  re- 
ceived Talwin  for  prolonged  periods  (e.g.,  over  300  days) 
experienced  no  withdrawal  symptoms  even  when  admin- 
istration was  stopped  abruptly;  furthermore,  there  was 
no  tolerance  to  the  analgesic  effect. 

CAUTION.  Talwin  should  not  be  mixed  in  the  same  syringe 
with  soluble  barbiturates  because  precipitation  will  occur. 

Treatment  of  Overdosage  or  Respiratory  Depression. 
Talwin  has  not  produced  apnea  or  severe  respiratory  em- 
barrassment in  adults,  even  in  large  doses.  Occasionally, 
however,  moderate  respiratory  depression  may  occur. 
Means  of  maintaining  oroper  oxygenation  should  be  avail- 
able in  case  of  overdosage  or  respiratory  depression,  and 
methylphenidate  (Ritalin®)  should  be  administered  par- 
enterally.  The  usual  narcotic-antagonists,  such  as  nal- 
orphine, are  not  effective  respiratory  stimulants  for 
depression  due  to  Talwin. 

How  Supplied:  Ampul s of  1 ml.,  containing  Talwin®  (pen- 
tazocine) as  lactate  equivalent  to  30  mg.  base  and  2.8 

mg.  sodium  chloride,  in  Water  for  Injection.  Boxes  of  10, 
25,  and  100. 

Multiple  dose  vials  of  10  ml.,  each  1 ml.  containing 
Talwin  (pentazocine)  as  lactate  equivalent  to  30  mg. 
base,  2 mg.  acetone  sodium  bisulfite,  1.5  mg.  sodium 
chloride,  and  1 mg.  methylparaben  as  preservative,  in 
Water  for  Injection.  Boxes  of  1. 

The  pH  of  Talwin  solutions  is  adjusted  between  4 and  5 
with  lactic  acid  and  sodium  hydroxide. 


Winthrop  Laboratories,  New  York,  N.Y.  10016 
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tear,  moisten,  compare-that’s  all! 
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Editorials 


Air  pollution 


Air  pollution  is  a definite  health  hazard. 
We  could  live  if  we  had  to  with  its  un- 
sightly fallout  and  disagreeable  odor  but 
we  must  not  permit  its  more  serious  adverse 
effects  on  those  suffering  from  heart  and 
lung  disorders.  High  concentrations  of 
pollutants  caused  4,000  deaths  in  London 
in  1952  and  22  deaths  in  Donora,  Pennsyl- 
vania, in  1948.  In  addition,  property 
damage  to  crops,  to  buildings,  to  metals, 
and  to  fabrics  has  been  estimated  by  the 
Federal  Government  to  amount  to  11 
billion  dollars  a year. 

There  are  five  main  sources  of  air  pol- 
lution. 

Foremost  is  the  motor  vehicle.  An- 
nually 90  million  of  these  machines  con- 
stantly emit  contaminated  gases  into  the  air. 

Next  highest  offender  is  industry. 
Smelters,  refineries,  steel  and  paper  mills, 
and  the  electric  utilities  which  produce  this 
form  of  energy  from  the  combustion  of 
hydrocarbon  fuels. 

Home  and  office  heating  by  these  fuels 
and  incineration  of  wastes  complete  the 
felony. 

As  the  gross  national  product  rises  gross 
pollution  also  rises  in  direct  ratio. 

There  is  an  awareness  of  this  monstrous 
problem  and  it  is  being  attacked  on  many 
fronts. 

There  is  no  indication  that  the  motor 
vehicle  can  be  abolished  since  it  is  funda- 
mental to  our  prosperity  and  convenience. 
It  can  be  modified  however  to  produce  a 
minimum  of  noxious  exhaust.  This  is 
done  by  carburetor  and  ignition  adjust- 
ment, by  a blow-back  device  which  re- 
turns gases  to  the  intake  manifold  for  re- 
burning, and  by  an  after-burning  device 
in  the  muffler. 


Another  point  of  attack  is  in  the  de- 
velopment of  electric  power  for  vehicles. 
Research  is  advancing  in  this  and  it  is  to  be 
hoped  that  electric  powered  buses  for  urban 
use  will  come  along  in  due  course.  Also 
a turbine-powered  combustion  engine  which 
produces  a low  amount  of  pollutants  is  in 
an  advanced  stage  of  development. 

Devices  are  available  to  industry  for 
stack  control  of  gases  and  particulates. 

The  addition  of  natural  gas  to  number  2 
oil  fuel,  while  it  will  increase  cost  by  44 
per  cent  will  reduce  sulfur  dioxide  output 
by  98  per  cent.  This  result  should  be 
worth  the  cost. 

The  collection  of  fly  ash  trapped  by  stack 
filters  and  electrostatic  precipitators  will 
pose  a problem  in  ultimate  disposal.  It 
is  estimated  that  by  1970,  30-million  tons 
of  this  material  will  have  to  be  disposed. 
Tests  are  now  underway  to  determine 
the  feasibility  of  using  this  in  the  manufac- 
ture of  concrete  block  and  road  surfacing 
materials. 

Technology,  which  in  the  meat  packing 
industry  uses  everything  but  the  squeal, 
will  find  similar  solutions  here. 

Last,  the  rapid  development  of  atomic- 
energy  for  power  may  eventually  solve 
many  of  the  industrial  pollution  problems 
and  has  already  made  a significant  start 
in  the  electric  utility  field. 

According  to  well  informed  authority 
it  will  cost  only  3 billion  dollars  a year  to 
cut  air  pollution  by  two  thirds. 

The  need  is  imperative,  the  technology 
is  here. 

All  that  is  necessary  now  is  the  will  of 
the  people  to  press  industry  for  these 
advances  and  foot  the  bill  for  their  use  in 
the  civic  environment. 
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Announcement 


1967  District  Branch  Meetings 


Branch 


First 


Second 


Third 

and 

Fourth 


Fifth 

and 

Sixth 


Seventh 

and 

Eighth 


Ninth 


Date 


Sunday,  February  12 


Thursday,  Friday,  Saturday, 
Sunday,  Monday,  Tuesday, 
Wednesday,  Thursday, 
November  9,  10,  11,  12,  13,  14, 
15,  16 


Saturday,  Sunday,  September  9, 
10 


Friday,  Saturday,  Sunday, 
September  8,  9,  10 


Sunday,  Monday,  Tuesday, 
Wednesday,  October  1,  2,  3,  4 


Monday,  February  13 


Place 


The  Americana, 
New  York  City 


Dorado  Beach  Hotel, 
Dorado,  Puerto  Rico 


Sagamore  Hotel, 
Lake  George 


Fred  Waring’s 
Shawnee  Inn, 
Shawnee-on-Delaware, 
Pennsylvania 


Whiteface  Inn, 
Lake  Placid 


The  Americana, 
New  York  City 
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uanyou  picKine 
traveler  who  should  not 
take  Dramamine? 


Obviously  the  airline  pilot-and  only  because  Dramamine  will  cause 
drowsiness  in  some  individuals  and  therefore  should  be  used  with  caution 
in  persons  who  operate  complex  or  dangerous  machinery.  Any  of  the 
others  may  confidently  take  Dramamine  for  fast  relief  or  reliable  prophy- 
| V laxis,  whenever  nausea  or  vomiting  threatens  or  occurs. 

Dramamine-remarkably  safe  and  effective— is  probably  the  most  exten- 
sively  validated  antinauseant-antiemetic  agent  in  use  today:  proved  by 
controlled  and  double-blind  studies  and  backed  by  almost  two  decades  of 
BMi  JHHI  worldwide  clinical  success.  Why  not  recommend  Dramamine  to  your  patients?  ■ 


Dosage:  Adults-50  mg.  in  tablet  or  liquid  form,  every  four  to  six  hours.  Childrens  to  8 years  old-12.5  to  25  mg. 
b i d or  t.i.d.  Children-B  to  12  years  old-25  to  50  mg.  b.i.d.  or  t.i.d. 

How  Supplied: Tablets,  50  mg.,  uncoated,  scored,  yellow;  bottles  of  100  and  1000,  vials  of  12.  Liquid,  12.5  mg. 
per  4 cc.,  pint  bottles.  Supposicones®,  100  mg.,  boxes  of  12.  Ampuls,  250  mg.,  serum  type,  boxes  of  6 and  25. 
Precautions:  Dramamine,  notably  nontoxic  itself,  may  mask 
the  symptoms  of  streptomycin  toxicity.  Patients  should  be 
cautioned  against  operating  automobiles  or  dangerous  ma- 
chinery because  of  possible  drowsiness. 

1 Research  in  the  Service  of  Medicine 

G.  D.  Searle  & Co.,  Chicago,  Illinois  60680 


SEARLE 


Dramamine 

dimenhydnnate 


1 


Photo  professionally  posed. 

Mike  expects  a penicillin  inlection. 

He’s  about  to  be  pleasantly  surprised. 


His  physician  is  going  to  prescribe  an  oral  penicil- 
lin—PEN  • VEE&  K (potassium  phenoxymethyl  peni- 
cillin). It’s  usually  so  rapidly  and  completely 
absorbed  that  therapeutic  serum  levels  are  pro- 
duced in  15  to  30  minutes.  Higher  serum  levels 
generally  last  longer  than  with  oral  penicillin  G. 

Indications:  Infections  susceptible  to  oral  penicillin  G:  prophylaxis  and 
treatment  of  streptococcal  infections;  treatment  of  pneumococcal,  gono- 
coccal, and  susceptible  staphylococcal  infections;  prophylaxis  of  rheu- 
matic fever  in  patients  with  a previous  history  of  the  disease. 

Contraindications:  Infections  caused  by  nonsusceptible  organisms; 
history  of  penicillin  sensitivity. 

Warnings:  Acute  anaphylaxis  (may  prove  fatal  unless  promptly  con- 
trolled) is  rare  but  more  frequent  in  patients  with  previous  penicillin 
sensitivity,  bronchial  asthma  or  other  allergies.  Resuscitative  (epineph- 
rine, aminophylline,  pressor  amines)  and  supportive  (antihistamines, 
methylprednisolone  sodium  succinate)  drugs  should  be  readily  available. 
Other  rare  hypersensitivity  reactions  include  nephropathy,  hemolytic 
anemia,  leucopenia  and  thrombocytopenia.  In  suspected  hypersensi- 


tivity, evaluation  of  renal  and  hematopoietic  systems  is  recommended. 
Precautions:  In  suspected  staphylococcal  infections,  perform  proper 
laboratory  studies  including  sensitivity  tests.  If  overgrowth  of  non- 
susceptible organisms  occurs  (constant  observation  is  essential), 
discontinue  penicillin  and  take  appropriate  measures.  Whenever  allergic 
reactions  occur,  withdraw  penicillin  unless  condition  being  treated  is 
considered  life  threatening  and  amenable  only  to  penicillin.  Penicillin 
may  delay  or  prevent  appearance  of  primary  syphilitic  lesions.  Gonorrhea 
patients  suspected  of  concurrent  syphilis  should  be  tested  serologically 
for  at  least  3 months.  When  lesions  of  primary  syphilis  are  suspected, 
dark-field  examination  should  precede  use  of  penicillin.  Treat  beta- 
hemolytic  streptococcal  infections  with  full  therapeutic  dosage  for  at 
least  10  days  to  prevent  rheumatic  fever  or  glomerulonephritis.  In 
staphylococcal  infections,  perform  surgery  as  indicated. 

Adverse  Reactions  (Penicillin  has  significant  index  of  sensitization): 
Skin  rashes,  ranging  from  maculopapular  eruptions  to  exfoliative 
dermatitis;  urticaria;  serum  sickness-like  reactions,  including  chills, 
fever,  edema,  arthralgia  and  prostration.  Severe  and  often  fatal  anaphy- 
laxis has  been  reported  (see  "Warnings”). 

Composition:  Tablets— 125  mg.  (200,000  units),  250  mg.  (400,000 
units),  500  mg.  (800,000  units);  Liquid— 125  mg.  (200,000  units)  and 
250  mg.  (400,000  units)  per  5 cc. 


0RA  PenVeeK 

(potassium  nhenoxvmethvl  penicillin) 


Scientific  Articles 


Diagnostic  Efficiency 
in  Invasive 
Cervical  Cancer 

MUSTAFA  TUNCER,  M.D. 
Buffalo,  New  York 
RUTH  GRAHAM 
Buffalo,  New  York 
JOHN  GRAHAM,  M.D. 
Buffalo,  New  York 

From  the  Department  of  Gynecology,  Roswell 
Park  Memorial  Institute,  and  the  State  University 
of  New  York  at  Buffalo  School  of  Medicine 


Cancer  of  the  cervix  should  be  easily 
controlled  because  it  is  found  in  an  accessi- 
ble location,  it  has  an  effective  cytologic 
detection  test,  and  it  is  easily  confirmed  by 
biopsy.  In  a clinic  dealing  with  this 
disease,  patients  are  seen  from  time  to  time 
whose  diagnosis  has  been  badly  managed. 
To  determine  the  magnitude  and  character 
of  this  problem,  we  have  observed  a series 
of  consecutive  cases  coming  to  the  gyne- 
cologic clinic  of  Roswell  Park  Memorial 
Institute  from  July  1,  1965,  to  April  30, 
1966.  During  this  prospective  study  cover- 
ing a ten-month  period,  100  patients  with 
invasive  cancer  of  the  cervix  and  18  pa- 
tients with  carcinoma  in  situ  were  seen. 

The  18  patients  who  were  proved  to 
have  carcinoma  in  situ  of  the  cervix  had  a 
pelvic  examination  on  their  first  visit  to  the 
physician.  All  had  smears  taken,  16  of 
which  were  positive  and  2 suspicious. 
Three  had  biopsies  at  the  initial  examina- 
tion which  were  positive.  This  particular 


since  cancer  of  the  cervix  is  found  in  an 
accessible  location,  has  an  effective  cytologic 
detection  test,  and  is  easily  confirmed  by  bi- 
opsy, it  should  be  easily  controlled.  To  study 
the  problem  of  mismanaged  diagnoses,  100  pa- 
tients were  observed.  Of  these,  89  had  symp- 
toms related  to  the  disease  and  1 1 were  asymp- 
tomatic. Histories  were  taken  to  determine 
the  extent  of  examinations,  smears,  biopsies, 
and  initial  physicians.  Cytologic  examina- 
tion was  not  utilized  as  much  as  expected  in 
this  series.  No  time  limit  should  be  set  on  a 
repeat  of  a suspicious  smear;  this  delays  the 
diagnosis.  Errors  in  cytology  are  four  times 
too  high. 


group  is  the  product  of  good  diagnosis  and 
is  not  the  concern  of  this  report. 

Of  the  100  primary  invasive  cancer 
patients,  34  were  in  Stage  I,  39  in  Stage  II, 
18  in  Stage  III,  and  9 in  Stage  IV.  Careful 
histories  were  taken  from  each  patient 
and  her  referring  physician  to  find  out  the 
symptoms  bringing  the  patient  to  her 
physician,  whether  or  not  a pelvic  examina- 
tion was  done  at  first  visit,  what  was  the 
initial  diagnosis,  whether  or  not  a smear  or 
biopsy  was  taken  at  the  first  visit  and  the 
result,  and  whether  a gynecologist  or  a 
nonspecialist  saw  the  patient  initially. 

Symptoms 

The  symptoms  bringing  the  patient  to  her 
physician  were  related  to  her  disease  in  89. 
These  were  discharge,  vaginal  bleeding 
(either  postcoital  or  intermenstrual),  or 
pelvic  pain.  In  11  patients,  there  were  no 
symptoms  suggestive  of  cervical  cancer:  5 

Stage  I,  4 Stage  II,  1 Stage  III,  and  1 Stage 
IV. 

Pelvic  examination 

Ninety-four  patients  had  pelvic  examina- 
tions on  their  first  visits  to  a physician.  An 
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TABLE  I.  What  was  done  at  first  visit 


Physician 

History 

Only 

Smear 

Only 

Pelvic 

Exami- 

nation 

Only 

Pelvic 

Exami- 

nation 

and 

Smear 

Pelvic 

Exami- 

nation, 

Biopsy, 

and 

Smear 

Pelvic 

Exami- 

nation 

and 

Biopsy 

Total 

General  practitioner 
General  practitioner  and  gyne- 

3 

2 

11 

9 

4 

10 

39 

cologist 

1 

2 

3 

8 

11 

25 

Gynecologist 

3 

3 

19 

11 

36 

invasive  cancer  of  the  cervix  was  found  on 
routine  pelvic  examination  and  positive 
smear  in  5 patients  without  symptoms. 
Three  of  these  were  inmates  of  a mental 
hospital  where  routine  physical  and  cyto- 
logic examinations  are  mandatory.  Two  of 
the  6 who  had  no  examination  were  referred 
directly  to  Roswell  Park  Memorial  Institute 
with  an  impression  of  cancer  by  history. 
The  remaining  4 were  managed  as  follows: 
One  was  treated  for  hypothyroidism  for 
seven  months  despite  severe  vaginal  bleed- 
ing, 1 was  observed  for  hematuria  for  three 
months,  1 was  observed  for  vaginal  bleeding 
for  one  month,  and  for  1 no  examination 
was  done,  but  a dilatation  and  curettage 
was  suggested  and  done  within  two  weeks. 
The  patient  followed  for  seven  months  with 
the  diagnosis  of  hypothyroidism  had  a III  b 
lesion  when  finally  referred  to  Roswell  Park 
Memorial  Institute  and  died  within  a year 
of  her  disease  despite  a full  course  of  radia- 
tion therapy.  She  was  twenty-seven  years 
old. 

Initial  diagnosis 

Seventy-six  had  a correct  initial  diagno- 
sis. The  remaining  24  had  an  initial  diag- 
nosis of  cervicitis,  vaginal  bleeding  due  to 
pregnancy,  menopausal  symptoms,  or  a 
normal  genital  tract.  One  patient  was 
diagnosed  as  having  vaginal  bleeding  due  to 
hypertension,  although  her  bleeding  came 
from  a Stage  IV  cancer  of  the  cervix  with 
bladder  involvement.  She  died  of  her  dis- 
ease within  three  months  of  admission  to 
Roswell  Park  Memorial  Institute. 

Biopsy 

A specimen  for  histologic  diagnosis  was 
taken  at  the  first  visit  in  64  cases,  and  all 


but  1 were  reported  as  positive.  All  the  bi- 
opsies were  reviewed,  and  there  was  agree- 
ment on  the  diagnosis  in  all  64  cases. 

Cytologic  smears 

It  is  perplexing  in  these  days  of  wide- 
spread application  of  the  cytologic  method 
that  less  than  half  of  the  patients  with  inva- 
sive carcinoma  had  a smear  taken.  Of  the 
48  patients  who  had  a smear  at  the  initial 
examination,  it  was  reported  positive  in  37, 
suspicious  in  4,  and  negative  in  7.  All 
smears  were  reviewed.  The  37  positive 
cases  were  confirmed.  Six  of  the  7 negative 
smears  and  all  4 of  the  suspicious  had  defi- 
nite cancer  cells.  One  smear  had  been 
called  negative  by  the  acridine-orange 
fluorescence  method,  but  when  restained 
was  found  to  contain  numerous  cancer  cells. 
One  of  the  negative  smears  was  considered 
negative  on  review. 

The  4 patients  who  had  suspicious  smears 
at  their  initial  examination  had  a delay  in 
diagnosis  from  two  to  eighteen  months. 
These  smears  were  reported  as  “suspicious, 
should  be  repeated  in  three  months.” 
Since  the  laboratory  indicated  that  there 
was  no  need  to  repeat  the  smear  immedi- 
ately, both  the  physician  and  the  patient 
were  falsely  reassured. 

Four  of  the  patients  with  negative  smears 
had  delay  of  more  than  two  months  in  their 
diagnosis,  1 as  long  as  twenty-four  months. 

Physician  seeing  patient  first 

Sixty-four  of  the  patients  were  seen  first 
by  a general  practitioner,  and  25  or  9 per 
cent  subsequently,  within  a month,  were 
referred  to  a gynecologist*  before  referral  to 

* Gynecologist  as  used  to  here  refers  to  a Diplomate  of  the 
American  Board  of  Gynecology  and  Obstetrics. 
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TABLE  II.  Time  from  first  visit  to  definitive  diag- 
nosis according  to  initial  physician,  in  days 


Physician 

1 to 
14 

15  to 
30 

— 61  and  more — ■ 
31  to  Patients 
60  Per  Cent 

General 

practitioner 

16 

12 

2 

9 

23 

General 

practitioner 
and  gyne- 
cologist 

18 

4 

1 

2 

8 

Gynecologist 

26 

5 

3 

2 

5 

Totals 

60 

21 

6 

13 

13 

Roswell  Park  Memorial  Institute.  As  can 
be  seen  in  Table  I,  the  gynecologist  did  not 
rely  on  pelvic  examination  alone,  since  90 
per  cent  of  the  patients  had  either  histologic 
or  cytologic  specimens  taken  at  the  initial 
visit.  The  general  practitioner  did  not 
avail  himself  of  these  additional  diagnostic 
aids  as  often,  utilizing  them  only  in  60  per 
cent  of  the  cases  seen. 

This  is  reflected  in  the  speed  with  which 
the  diagnosis  of  cancer  of  the  cervix  was 
made,  as  shown  in  Table  II.  A delay  of 
more  than  two  months  was  more  common  in 
the  patients  seen  by  nonspecialists.  Thir- 
teen patients  had  a delay  in  establishing 
their  diagnosis  of  over  two  months.  In  1, 
the  delay  was  due  to  administration.  A 
four-month  interval  was  required  to  place  a 
patient  on  the  welfare  roll.  In  2 instances 
the  delay  was  the  patient’s  responsibility. 
In  the  other  10  patients,  the  delay  was  the 
physician’s,  for  the  patients  were  followed 
with  an  erroneous  diagnosis. 

Comment 

From  this  study  several  points  of  empha- 
sis are  pertinent. 

There  is  a small  but  significant  group  of 
patients,  11  per  cent,  with  invasive  cancer 
of  the  cervix  who  deny  any  symptoms  sug- 
gestive of  the  disease. 

Although  pelvic  examination  was  per- 
formed at  the  initial  visit  in  94  patients,  the 
disease  in  the  cervix  was  not  recognized  in 
15.  It  is  apparent  that  there  is  need  for 
more  education  in  this  area,  since  2 of  these 
patients  had  Stage  III  b lesions,  4 Stage  11,3 
Stage  I,  2.5  cm.  or  more  in  diameter,  and  4 


TABLE  III.  Time  from  first  visit  to  definitive  diag- 
nosis according  to  cytology  report,  in  days 


Results 

1 to 
14 

15  to 
30 

-—61  and  more— 
31  to  Patients 
60  Per  Cent 

Positive 

25 

9 

2 13 

Negative 

1 

2 

1 3 43 

Suspicious 

1 3 75 

Stage  I,  less  than  2.5  cm.  in  diameter.  The 
risk  of  following  patients  with  either  gyne- 
cologic or  urologic  symptoms  without  pelvic 
examination  is  indicated  by  the  fact  that  2 
of  the  4 patients  were  dead  of  cancer  in  less 
than  a year. 

Cytologic  examination  was  not  utilized  as 
much  as  expected  in  this  series.  In  New 
York  State,  figures  indicate  that  16  out  of 
every  100  women  have  a cytologic  examina- 
tion yearly.  Yet  in  this  group  of  women, 
the  majority  with  symptoms,  only  48  had  a 
smear  examination  done.  Undoubtedly  in 
some  it  was  omitted  because  the  diagnosis 
was  obvious.  In  others  it  was  not  done  be- 
cause of  the  erroneous  belief  that  bleeding  is 
a contraindication.  Blood  in  the  smear 
presents  no  problem  in  its  processing  and 
evaluation.  A 20  per  cent  (10  of  48)  error 
in  cytologic  diagnosis  indicates  a poor  level 
of  proficiency,  which  is  about  four  times  the 
rate  of  error  in  first-quality  laboratories. 
One  point  that  has  become  obvious  during 
this  study  is  that  no  time  limit  should  be  set 
by  the  laboratory  for  the  repeat  of  a sus- 
picious smear.  This  only  delays  the  diag- 
nosis. Suspicious  smears  should  be  re- 
peated immediately.  In  only  2 cases  seen 
by  specialists  was  the  diagnosis  delayed  be- 
yond two  months,  and  in  both  instances  the 
specialist  was  misled  by  negative  smears. 
The  time  from  the  first  visit  to  definitive  di- 
agnosis according  to  cytology  report  is 
shown  in  Table  III. 

Cancer  of  the  cervix  should  be  borne  in 
mind  for  all  pelvic  symptoms  of  bleeding, 
discharge,  or  pain.  Pelvic  examination 
must  be  done  with  greater  care  and  thought, 
for  in  16  per  cent  the  cancer  was  missed. 
Cytology  should  be  applied  more  fre- 
quently. Higher  standards  in  cytology  are 
needed  because  the  errors  are  four  times  too 
high. 
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The  development  of  a normal  child’s  be- 
havior follows  a predictable  inherent  pat- 
tern. He  moves  from  year  to  year  with  a 
conformity  which  has  come  to  characterize 
normal  growth.  When  he  diverges  from 
the  normal  pattern  of  behavior  develop- 
ment, he  is  considered  a problem.  It  ap- 
pears that  the  development  of  behavior 
patterns  is  molded  by  three  major  factors 
(Fig.  1).  The  inherited  physical  and  psy- 
chological attributes,  the  development  and 
adaptation  of  the  nervous  system,  and  the 
environment — home,  school,  church — play 
roles  in  the  development  of  behavior.  If 
any  side  of  the  triangle  goes  wrong,  be- 
havior disorders  may  arise.  We  are  going 
to  explore  the  child  with  brain  dysfunction. 
Establishing  this  diagnosis  is  particularly 
important  because  parent  and  teacher  un- 
derstanding of  the  problem,  drug  therapy, 
and  appropriate  educational  help  can  con- 
vert such  children  into  productive  human 
beings. 

Definitions 

Unfortunately,  the  nosology  of  brain 
dysfunction,  minimal  brain  damage,  or  in- 
jury means  something  different  to  everyone 


FIGURE  1.  Factors  influencing  development  of 
behavior  pattern. 


because  there  is  no  stereotype  of  this  disor- 
der. One’s  bewilderment  is  increased  not 
only  with  the  variations  of  behavior  mani- 
fested by  these  children  but  also  by  the 
different  professional  disciplines:  optome- 
try, psychiatry,  education,  psychology, 
pediatrics,  and  neurology,  which  are  in- 
volved in  the  diagnosis  and  treatment. 

Although  this  disorder  is  a neurologic 
one,  relatively  few  pediatricians  and  neu- 
rologists are  experienced  in  detecting  signs 
of  minimal  brain  damage  because  they  are 
not  thoroughly  at  home  in  evaluating  chil- 
dren psychologically  and  psychiatrically. 
Earlier,  the  brain  damage  label  was  affixed 
primarily  to  children  who  were  retarded  or 
suffering  from  cerebral  palsy.  In  fact, 
Strauss  and  Lehtinen,1  who  did  much  to 
elucidate  the  problem,  worked  solely  with 
such  children.  Recently,  however,  it  has 
been  discovered  that  the  diagnosis  of  brain 
dysfunction  is  indeed  much  more  wide- 
spread than  had  ever  been  thought. 
Screening  studies  in  nineteen  California 
school  districts  by  Frostig,  Lefever,  and 
Whittlesey2  indicated  that  10  to  20  per  cent 
of  all  children  have  some  of  the  stigmas  of 
the  so-called  “brain  injured.” 

We  have  studied  over  100  children  and 
base  our  diagnosis  of  brain  dysfunction  on 
the  following  criteria: 

I.  Near  average,  average,  or  above 
average  intelligence  as  determined  by  psy- 
chologic testing  with  due  regard  to  errors 
secondary  to  the  visual  perceptual  problem 
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TABLE  I.  History  and  prevalence  of  behavioral 
complex;  99  patients  with  minimal  brain  dys- 
function 


Symptoms 

Marked 

Moderate 

Hyperactivity  * 

55 

23 

Impulsiveness* 

59 

21 

Short  attention  span* 

63 

26 

Perseveration* 

88 

11 

Emotional  lability* 

50 

22 

Dyscalculia 

34 

35 

Dyslexia 

31 

23 

Dysgraphia 

48 

20 

Accident  prone 

0 

16 

Sleep  disturbances 

20 

4 

* Both  parents  and  teacher  agreed  on  symptoms,  other- 
wise placed  in  lower  classification. 


II.  Behavioral  symptom  complex  with- 


out  thought  as  to  cause 

A. 

Hyperactivity 

B. 

Impulsiveness 

C. 

Short  attention  span 

D. 

Perseveration 

E. 

Emotional  lability 

it  is  important  to  define  at  least  some  of 
these  terms  to  avoid  confusion  of  these  sub- 
jective symptoms  since  we  feel  that  unless 
these  criteria  are  met,  brain  dysfunction  is 
not  to  be  diagnosed. 

Hyperactivity.  To  us  hyperactivity 
does  not  refer  to  the  amount  of  motor  activ- 
ity that  is  present,  for  these  children  may 
have  a normal  amount  of  motor  activity. 
Hyperactivity  is  activity  without  clear  di- 
rection, without  focus  or  object.  It  is  ir- 
relevant, shifting  quickly,  and  flitting  from 
one  object  or  activity  to  another.  These 
children  cannot  refrain  from  reacting  to  ex- 
traneous stimuli  and  thus  do  not  react  to 
the  educational  matter  at  hand. 

Impulsiveness.  By  impulsiveness  we 
mean  an  inability  to  refrain  from  meddling. 
The  child  cannot  keep  from  touching  and 
handling  objects,  particularly  in  an  environ- 
ment which  is  colorful  and  stimulating. 
He  is  unable  to  refrain  from  stimuli  that 
elicit  a motor  response. 

Short  attention  span.  The  thinking 
in  children  with  short  attention  span  is 
fleeting.  Their  measured  attention  span  is 
one  to  three  minutes.  The  child  is  unable 
to  concentrate.  He  is  distractible.  Weak 
extraneous  stimuli  divert  him  from  the  sub- 
ject at  hand.  Any  noise  or  any  moving  or 
brilliant  object  may  be  the  source  of  inter- 
ference. These  children  really  do  not  lack 


the  child  with  brain  dysfunction  can  be 
converted  into  a productive  human  being. 
However,  the  diagnosis  is  difficult.  Over  100 
children  were  studied,  with  diagnosis  based  on 
criteria  of  intelligence  and  behavior,  including 
hyperactivity,  impulsiveness,  attention  span, 
perseveration,  and  emotional  lability,  as  well 
as  other  disorders.  New  learning  must  be 
based  on  accurate  diagnosis,  and  a successful 
therapeutic  approach  can  result  in  a contribut- 
ing human  being. 


attention  but  rather  they  have  forced  atten- 
tion to  any  and  every  stimulus.  The  child 
with  brain  dysfunction  also  seems  to  possess 
a prolonged  aftereffect,  a continuance  of  in- 
terference, leading  to  inertia  and  an  inabil- 
ity to  shift  from  one  act  to  a new  one. 

Perseveration.  The  brain-damaged 
child  with  perseveration  possesses  a pro- 
longed aftereffect,  a continuance  of  inter- 
ference. This  interferes  with  the  stimulus 
of  a subsequent  nature.  He  reacts  to  unes- 
sential detail.  He  has  an  urge  to  continue 
what  was  started  even  if  it  is  inappropri- 
ate. This  perseveration  has  been  inter- 
preted as  negativism  or  stubbornness.  It 
may,  however,  be  a defense  mechanism 
against  the  threatened  frustrations  of  shift- 
ing to  a new  activity  in  which  success  is  un- 
certain. Obviously,  the  child  is  more  com- 
fortable continuing  to  do  what  he  is  doing 
and  shows  no  interest  in  garnering  new 
experiences. 

Emotional  lability.  High-strung,  ag- 
gressive children  with  emotional  lability  are 
easily  moved  to  tears  or  laughter.  Table  I 
summarizes  some  of  our  findings. 

Motor  disturbances.  Children  with 
motor  disturbances  often  are  called  clumsy 
or  awkward.  Usually  this  involves  fine 
motor  movement  such  as  buttoning,  cut- 
ting, typing,  drawing,  and  writing,  or  rapid 
alternating  movements  leading  to  poor 
over-all  coordination  such  as  bicycle  riding, 
sports,  and  so  on.  A summary  of  our  neu- 
rologic findings  is  found  in  Table  II. 

Mixed  dominance  and/or  right-left 
disorientation.  Right-left  knowledge  is 
normally  established  between  seven  and 
eight  years,  but  disorientation  can  be  diag- 
nosed in  the  five-  to  six-year-old  using 
methods  described  by  Critchley.3 
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TABLE  II.  Language  and  neurologic  findings 


Findings 

Number 

Neurologic 

Tremors 

2 

Hyperreflexia 

13 

Extensor  plantar  reflex 

11 

Mild  hemiparesis 

3 

Clumsiness 

58 

Fine  motor  incoordination 

30 

Rapidly  alternating  move- 

ment  and  incoordination 

31 

Normal 

56 

Language 

Dysarthria 

8 

Slow,  slurred 

7 

Immature  for  age 

29 

Stutter 

8 

Abnormal 

50 

Visual  perceptual  impairment. 
Children  with  visual  perception  impairment 
have  difficulties  in  the  differentiation  and 
integration  of  new  visual  stimuli  resulting 
in  deficiency  in  recognition  of  numbers,  in 
spelling,  and  in  handwriting. 

Paradoxical  reaction  to  phenobarbi- 
tal.  With  a paradoxical  reaction  to  3 mg. 
per  kilogram  of  phenobarbital,  the  behavi- 
oral symptom  complex  worsens  and  the  pa- 
tients become  more  unmanageable.  Table 
I summarizes  some  of  our  findings.  Dex- 
troamphetamine should  then  improve  the 
behavioral  symptom  complex. 

Other  factors.  It  should  be  made 
clear  presently  that  we  have  seen  other 
similar  but  not  identical  disorders.  It  also 
appears  that  the  intelligence  quotient  and 
the  process  of  maturation  suppress  the  be- 
havioral symptoms.  We  therefore  find 
that  this  diagnosis  is  difficult  to  establish 
using  the  criteria  outlined  in  children  over 
the  age  of  nine  and  in  those  children  with  a 
high  intelligence  quotient. 

These  are  some  of  the  factors  that  have 
stimulated  the  semantic  debate  and  the 
confusion  over  the  terminology  of  brain 
dysfunction. 

Etiology 

During  the  first  two  to  three  years  of  life 
the  brain  undergoes  rapid  change  in  size, 
structure,  and  function,  and  this  must  in  it- 
self make  the  neuronal  chains  more  suscep- 
tible to  alterations.  We  all  know  that  the 
immature  nervous  system  is  more  hyperac- 
tive than  the  mature  one,  so  that  what  we 


call  pathologic  hyperkinesia  in  a six-year- 
old  child  can  easily  be  seen  glancing  around 
at  our  physiologic  hyperkinetic  two-year-old 
children.  All  these  factors,  coupled  with 
the  prowess  of  the  immature  nervous  sys- 
tem to  suffer  birth  injury,  to  be  prone  to 
early  childhood  infections,  and  to  be  prone 
to  external  injury  or  genetic  influences, 
make  it  more  likely  that  damage  of  some 
kind  indeed  plays  the  etiologic  role  in  this 
disorder.  In  our  100  children,  we  have 
only  infrequently  been  able  to  establish  a 
brain  damage  history  (Table  II). 

It  is  known  that  more  boys  have  minimal 
brain  dysfunction  than  girls.  We  had  41 
girls  and  58  boys  with  a disproportionately 
high  percentage  of  girls  in  the  eight-year-old 
group  (24  girls  and  10  boys)  (Table  III). 

How  can  one  explain  this?  The  brain 
weight  at  birth  is  375  Gm. ; at  one  year  it  is 
1,000  Gm.  and  at  fifteen  years  1,300  Gm. 
The  head  circumference  in  the  first  year  of 
life  goes  up  1 cm.  per  month  with  a maxi- 
mum growth  in  the  first  six  months  and 
leveling  off  thereafter.  The  impetus  for 
the  growth  of  the  head  is  the  growth  of  the 
underlying  brain.  It  is  of  interest  that  up 
to  the  third  year  of  life,  girls’  brains  grow  at 
a more  rapid  rate  than  boys’,  and  this  par- 
ticularly applies  to  the  cerebellum,  so  per- 
haps we  have  here  an  example  of  why  the 
motor  maturation  and  coordination  of  girls 
tends  to  be  more  advanced  than  boys. 
The  weight  of  the  cerebellum  of  girls  in- 
creases by  more  than  100  per  cent  in  the 
first  six  months  of  life,  whereas  in  boys  it 
only  increases  by  about  50  per  cent.  Girls 
have,  eventually,  a little  more  of  the  body 
than  brain  and  vice  versa  in  boys.  Girls, 
incidentally,  end  up  around  the  eight-year 
level  with  100  Gm.  less  brain  weight  than 
boys. 

Nevertheless,  it  is  the  feeling  of  most  ob- 
servers that  a neurologic  defect  exists  in 
some  of  these  children  with  its  inception  at 
a prenatal  or  postnatal  period.  There 
may,  indeed,  be  differing  etiologic  groups, 
such  as  those  with  maturational  lag  and  the 
so-called  neurologically  impaired  on  a cere- 
bellar or  cerebral  basis,  which  can  only  in- 
frequently be  distinguished  by  methods  cur- 
rently available.  The  symptoms  of  these 
groups  are  indistinguishable  from  those 
groups  of  children  with  a positive  history 
(sucking  problems  and  so  on)  or  a positive 
neurologic  examination  result. 
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TABLE  III.  Retrospective  analysis  of  previous 
central  nervous  system  insult  by  history* 


Number 

of 

History  Patients 

Clinic 

Private 

Significant  antenatal 
history 

14 

Illness  in  maternal 
history 

1 

6 

Bleeding  in  ma- 
ternal history 

2 

8 

Difficult  labor 

4 

6 

Premature  (white, 
weight  less  than 
5 pounds;  Negro, 
weight  less  than 
4 pounds,  8 
ounces) 

11 

7 

4 

Neonatal  complica- 
tions 

15 

Cyanosis 

1 

1 

Jaundice 

1 

2 

Feeding  problems 

3 

10 

Colic 

3 

11 

Postnatal  complica- 
tions 

1 

Head  injury 

1 

0 

Seizures! 

1 

0 

* Total  patients,  104;  minimal  brain  damage  99,  develop- 
mental aphasia  5. 

t Epileptic  patients  not  screened. 


Differential  diagnosis 

Congenital  dyslexia  refers  to  children 
who  have  difficulties  in  integrating  auditory 
and  visual  stimuli  despite  the  fact  that 
they  may  perceive  them  correctly.  They 
also  have  mixed  dominance  and  right- 
left  disorientation  but  little  dyscalculia, 
little  motor  or  speech  difficulties,  and 
normal  reactions  to  phenobarbital  and 
dextroamphetamine. 4 

Environmental  deprivation  syndrome  in- 
volves children  with  behavioral  symptoms 
in  school  not  unlike  those  earlier  detailed. 
A strict  maternally  dominated  home  and 
passive  or  absent  fathers,  normal  per- 
formance and  low  normal  verbal  intelli- 
gence quotient,  normal  visual  perception, 
and  no  motor  deficits  are  usually  found. 

Developmental  aphasia  involves  children 
with  brain  dysfunction  with  receptive  and 
expressive  difficulties.  They  also  seem  to 
have  difficulty  in  auditory  discrimination 
and  differentiation. 

There  are  also  children  with  minimal 
brain  dysfunction  without  behavioral 
symptom  complex  with  high  verbal  intelli- 
gence quotient. 


Last,  there  are  children  with  the  chronic 
brain  syndrome  of  infantile  hydrocephalus, 
as  recently  described  by  Hagberg  and 
Sjorgen.5 

Cause,  prognosis,  and  therapy 

What  happens  to  the  “brain-damaged” 
child  and  his  family?  Children  with  the 
aforementioned  perceptual  disorders  are, 
of  course,  unable  to  attain  the  standards 
set  by  society.  All  sorts  of  difficulties 
arise.  The  social  problem  is  one  that  is 
most  devastating  for  the  parents,  for  the 
family,  for  the  unafflicted  child,  and  for  the 
frustrated  afflicted  one.  Constant  friction 
and  rubbing  off  on  the  parents  causes  the 
“parental  split.”  In  most  instances,  the 
father  refuses  to  recognize  that  the  child 
has  a difficulty,  and  thus  the  mother  has  to 
go  it  alone,  even  after  the  school  can  no 
longer  handle  the  situation  and  informs  the 
parents  of  the  child’s  inadequacies.  The 
child  with  perceptual  difficulties  gets  little 
support  from  the  family.  Rejection,  frus- 
tration, and  “acting  up”  are  the  ultimate 
consequences.  Thus,  many  are  suspended 
from  school  before  initial  referral. 

Two  possibilities  exist  for  this  child: 
school  failure  and  emotional  problems  or 
overcoming  the  handicap  and  becoming  a 
contributing  human  being. 

What  can  be  done  in  the  home  and  the 
school  to  help?  A great  deal  could  be 
done  in  the  home,  provided  the  home 
looks  on  the  child  as  a challenge  rather 
than  a problem.  But  in  many  cases,  the 
father  refuses  to  recognize  the  problem. 
Thus,  the  parental  split  causes  inertia,  and 
the  child  flounders.  In  another  wide 
number  of  cases,  both  parents  refuse  to 
recognize  the  problem.  He  becomes  a 
difficult  child,  a nuisance,  a bad  child, 
somebody  you  can’t  live  with,  somebody 
you  can’t  reason  with,  and  somebody  you 
have  to  strike  out  against.  Frustration 
builds  up  in  the  child,  and  if  he  is  in  a 
school  situation  that  is  not  conducive  to 
his  learning,  he  has  a terrible  time,  with 
the  result  being  a wasted  human  being. 

What  can  be  done  in  school?  This  is  not 
a problem  of  remedial  reading  or  psycho- 
analysis. It  is  a total  problem  of  new 
learning  based  on  an  accurate  diagnosis, 
something  rarely  performed.  The  educa- 
tor needs  a description  of  the  psycho- 
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pathology  involved.  Out  of  this  descrip- 
tive diagnosis,  the  teacher  should  be  able 
to  conceptualize  and  implement  a technic 
for  teaching  each  child  based  on  the 
characteristics  of  the  abnormal  condition 
found.  A workable  semantic  framework 
that  can  be  understood  by  all  is  a necessity. 
To  accomplish  this  end,  medico-psychologic 
educational  interdisciplinary  evaluation  and 
therapy  are  mandatory.  Early  recognition 
in  the  preschool  child  could  thus  result  in  a 
more  successful  therapeutic  approach. 

Conclusion 

Brain  dysfunction  as  a unique  syndrome 
demarcated  from  other  “organic  syn- 
dromes” has  been  described. 

350  South  Broadway 


Intrauterine  contraceptive 
device  effective  in  all  species 

The  general  effectiveness  of  intrauterine  con- 
traceptive devices  in  all  animal  species  was 
agreed  on  as  being  satisfactory  in  a recent 
National  Institute  of  Child  Health  and  Human 
Development  meeting,  but  surprising  variations 
in  the  antifertility  effects  in  different  animals 
were  noted. 

Headed  by  P.  A.  Corfman,  M.D.,  and  S. 
Segal,  M.D.,  the  physiologists,  veterinarians, 
and  physicians  attending  the  conference  dis- 
cussed their  studies  relating  to  effects  of  the  de- 
vices in  various  animal  species  including  the 
fowl,  mouse,  rat,  rabbit,  guinea  pig,  goat,  sheep, 
pig,  cow,  water  buffalo,  monkey,  and  human  be- 
ing. 

Contraceptive  effects  noted  in  these  different 
species  included  inhibition  of  ovulation,  water 
buffalo;  decrease  in  period  of  corpus  luteum 


Hicksville,  New  York  11801 

Acknowledgment.  The  author  would  like  to  thank 
Frank  D’Esposito,,  M.D.,  for  help  in  preparing  the  raanu- 
script. 


References 

1.  Strauss,  A.  A.,  and  Lehtinen,  L.:  Psychopathology 

and  Education  of  the  Brain  Injured  Child.  New  York,  Grune 
& Stratton,  Inc.,  1947,  vol.  1. 

2.  Frostig,  M.,  Lefever,  D.  W.,  and  Whittlesey,  J.  R.  D.: 
A developmental  test  of  visual  perception  for  evaluating 
normal  and  neurologically  handicapped  children,  Percept. 
Motor  Skills  12:  383  (1961). 

3.  Critchley,  M.:  Developmental  Dyslexia,  London, 

Heineman,  1964. 

4.  Schwalb,  E.:  Minimal  Brain  Damage,  Congenital 
Dyslexia,  and  Developmental  Aphasia,  to  be  presented  at 
the  First  Congress  of  the  International  Association  for  the 
Scientific  Study  of  Mental  Deficiency,  Montpellier,  France, 
September  12  to  20,  1967. 

5.  Hagberg,  B.,  and  Sjorgen,  I.:  The  chronic  brain 

syndrome  of  infantile  hydrocephalus.  A follow-up  study 
of  63  spontaneously  arrested  cases,  Am.  J.  Dis.  Child.  112: 
189  (Sept.)  1966. 


function,  guinea  pig,  sheep,  pig,  and  cow;  al- 
tered ovum  transport  speed  through  the  oviduct, 
unaffected  in  the  rat,  rabbit,  and  sheep,  de- 
pressed in  the  chicken  and  mouse,  and  increased 
in  superovulated  monkeys;  sperm  transport,  un- 
affected in  most  animals  except  sheep;  and 
fertilization,  unaffected  in  rodents  and  cattle 
but  prevented  in  sheep.  To  date,  no  major 
systemic  effects  of  the  devices  have  been  de- 
tected, and  a variety  of  estrogen-like  effects  are 
of  unknown  significance. 

Also  discussed  were  the  different  shapes  and 
compositions  of  intrauterine  contraceptive  de- 
vices used  in  various  species,  since  some  of  these 
differences  may  affect  the  device’s  antifertility 
properties. 

It  was  concluded  that  intrauterine  contra- 
ceptive devices  are  proved  biologic  tools  and  are 
aiding  in  giving  science  more  knowledge  about 
reproductive  processes.  However,  it  was  ob- 
served that  a great  deal  more  careful  research  is 
needed  before  the  mode  of  antifertility  action  of 
these  devices  will  be  completely  understood. 
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Radioisotope 
Scanning  of  Pancreas 

D.  BRUCE  SODEE,  M.D.* 
Cleveland  Heights,  Ohio 

Director  of  Nuclear  Medicine,  Doctors  Hospital 
and  Renner  Clinic  Foundation,  Cleveland  Heights, 
Ohio;  Assistant  Clinical  Professor  of  Radiology, 
George  Washington  University,  Washington,  D.C. 

\A/e  have  now  established  that  we  can 
visualize  the  pancreas  directly  through  radi- 
oisotope scanning.  Employing  selenium- 
75  selenomethionine  and  the  large-crystal 
commercial  photoscanner,  we  can  now 
demonstrate  the  normal  pancreas  and  aid 
the  physician  in  the  prediction  of  pancreatic 
carcinoma. 1 

I shall  present  a synopsis  of  our  technic 
and  our  clinical  results  from  1962  to  1966. 

Methods 

Equipment.  We  utilize  a Picker  Mag- 
nascanner  model  6184P  with  a 5-  by  2-inch 
sodium  iodide  crystal  and  an  85-hole  broad- 
focus  5-inch  resolution  depth  lead  colli- 
mator. In  addition  to  a photoscan,  we  also 
obtain  a color  digital  print-out. 

Preparation  of  the  patient.  Follow- 
ing a four-  to  six-hour  fast,  35  Gm.  of  glu- 
cose are  administered  intravenously,  fol- 
lowed one-half  hour  later  by  the  intravenous 
administration  of  Se75  selenomethionine, 
3.5  microcuries  per  kilogram  body  weight 
and  never  less  than  200  microcuries  per  pa- 
tient. 

Presented  at  the  160th  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  Section  on 
Internal  Medicine,  joint  meeting  with  New  York  State 
Society  of  Internal  Medicine,  February  17,  1966. 

* By  invitation. 


the  pancreas  can  be  visualized  directly 
through  radioisotope  scanning  employing 
selenium-75  selenomethionine  and  a large- 
crystal  commercial  photoscanner.  This 
method  demonstrates  the  normal  pancreas  and 
aids  in  predicting  pancreatic  carcinoma.  By 
placing  the  patient  in  a supine  position  with 
the  left  side  elevated  6 inches  from  the  posterior 
axilla  to  the  table,  accurate  visualization  is  ob- 
tained because  the  angle  throws  the  liver  away 
from  the  pancreatic  bed.  The  procedure  is 
recommended  only  to  patients  under  forty 
years  of  age. 


Patient  position.  Early  in  our  series, 
the  anteroposterior  view  was  utilized  and  we 
had  difficulty  delineating  the  neck,  body, 
and  tail  of  the  pancreas.  The  patient  is 
now  placed  in  a supine  position  with  the  left 
side  elevated  6 inches  from  the  posterior 
axilla  to  the  table.  This  angle  approxi- 
mates 10  degrees. 

Scanning  technic.  The  probe  is  manu- 
ally moved  over  the  abdomen  until  the  high- 
est count  rate  of  the  liver  is  located,  beween 
4,000  and  7,000  counts  per  minute.  The 
porta  hepatis  is  found  and  marked  on  the 
patient.  The  pancreatic  area,  just  inferior 
to  the  porta  hepatis,  is  then  carefully 
searched.  The  collimator  is  placed  at  a 
focal  depth  1 to  2 cm.  above  the  level  of  the 
vertebral  column  while  the  search  is  being 
made.  The  normal  pancreas,  during  this 
time  period,  will  have  accumulated  between 
2,500  and  3,000  counts  per  minute. 


TABLE  I.  Technic  of  pancreatic  scanning 


Type  and 

Technic  Description 


Isotope 

Se76 

Dose 

250  microcuries 

Time  post  dose 

30  minutes  to 

2 hours 

Maximum  counts  per 

minute 

2,500  to  3,000 

Scan  speed 

24 

Line  spacing 

0.2 

Dot  factor 

4 

Range 

6,000 

Time  constant 

0.04 

Density 

75 

Range  differential 

20  to  30 

Pulse  height  analyzer 

230  to  330 

Collimator 

5 inch  broad 
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FIGURE  1.  Variants  of  pancreatic  shape. 


At  times  the  exact  position  of  the  head  is 
difficult  to  ascertain.  This  can  be  corrected 
by  presetting  the  scanner  to  select  any 
count  rate  at  the  level  of  2,500.  These 
counts  will  be  recorded  on  the  photoscan. 

Employing  this  procedure,  accuracy  in 
visualization  of  the  pancreas  will  be  ob- 
tained. As  a rule,  if  there  is  no  visualiza- 
tion of  the  pancreas,  we  know  we  are  dealing 
with  an  abnormality.  The  mechanics  of 
the  scanning  procedure  utilizing  the  Picker 
Magnascanner  are  tabulated  in  Table  I. 

Time  of  scanning.  The  initial  pan- 
creatic scan  requires  thirty-five  to  forty 
minutes  for  completion.  We  scan  from  the 
umbilicus  toward  the  diaphragm.  After 
the  initial  scan  has  been  developed,  we  are 
then  able  to  concentrate  on  any  abnormal- 
ities that  are  visualized. 

Criteria  of  interpretation 

The  interpreter  will  always  take  note  of 
the  maximum  count  rate  found  in  the  pan- 
creatic head.  If  the  count  rate  in  this  area 
is  below  2,500  counts  per  minute,  abnor- 
mality is  suspected  unless  the  patient  is 
grossly  obese  or  extremely  mesomorphic. 
The  measured  size  of  the  pancreatic  head  is 
also  important  to  the  interpreter. 

Tumors  of  the  neck  or  body  of  the  pan- 


TABLE  II.  Total  clinical  results,  August,  1962,  to 
March,  1966 


Diagnosis 

Number 

of 

Patients 

Interpretations 

Ab- 

Normal  normal 

Normal 

151 

146 

5 

Carcinoma 

27 

1 

26 

Clinically 

abnormal 

42 

8 

34 

No  follow-up 

available 

15 

13 

2 

T echnically 

unsatisfactory 
Total  patients 

18 

253 

creas  are  almost  impossible  to  visualize  by 
scanning  since  the  pancreas  is  very  thin  in 
these  areas. 

Normal  variants  of  pancreatic  shape  are 
illustrated  in  Figure  1. 

In  pancreatitis  there  is  no  gross  anatomic 
abnormality  noted  by  pancreatic  scanning. 
We  have  only  noted  a gross  decrease  in 
normal  counting  rate  over  the  diseased  pan- 
creas. 

Clinical  results 

Normal  pancreas.  Utilizing  our  pres- 
ent technic,  the  normal  pancreas  is  well 
visualized  in  approximately  95  per  cent  of 
the  patients  (Table  II).  The  slight  angle  of 
the  body  that  is  employed  throws  the  liver 
away  from  the  pancreatic  bed,  allowing 
visualization  of  all  segments  of  the  pancreas 
(Fig.  2). 

Pancreatic  carcinoma.  In  26  of  27 
cases  of  pancreatic  carcinoma,  the  scan 
series  was  interpreted  initially  as  abnormal, 
compatible  with  pancreatic  carcinoma. 

We  have  noted  that  it  is  easier  to  inter- 
pret the  early  pancreatic  carcinomas  than 


FIGURE  2.  Illustration  of  normal  pancreatic  scan. 
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FIGURE  3.  Illustrative  scan  of  patient  with  proved 
carcinoma  of  head  of  pancreas. 

the  carcinomas  that  have  completely  re- 
placed pancreatic  tissue  (Fig.  3). 

Pancreatitis.  In  acute  pancreatitis 
there  is  almost  complete  lack  of  concentra- 
tion of  selenomethionine  in  pancreatic  tis- 
sue. In  those  patients  with  proved  chronic 
pancreatitis  whom  we  have  studied,  the 
scan  has  not  been  of  clinical  value. 

In  a percentage  of  the  cases  of  proved 
chronic  pancreatitis,  there  has  been  a de- 
crease in  the  concentration  of  selenomethio- 
nine in  the  pancreas.  However,  dealing 
with  an  organ  as  deeply  situated  in  the  body 
as  the  pancreas,  we  cannot  put  great  empha- 
sis on  small  changes  in  counting  rate. 

Pancreatic  adenomas.  In  this  area, 
there  is  only  one  pancreatic  adenoma  that 
was  located  in  the  head  of  the  pancreas. 
In  this  case,  the  adenoma  was  successfully 
localized  to  the  pancreatic  head  preopera- 
tively. 

Metastatic  disease  to  the  pancreas. 
In  the  cases  presented  to  us  with  metastatic 
disease  to  the  pancreas  and/or  invasion  of 
the  pancreas,  the  scan  was  of  clinical  value 
in  the  following  3 patients:  One  patient 

had  metastatic  renal  cell  carcinoma  which 
localized  in  the  pancreatic  head.  The  other 
2 cases  had  direct  invasion  of  the  pancreas 
by  carcinoma  of  the  common  bile  duct. 
Filling  defect  in  the  tail  of  the  pancreas  with 
metastatic  disease  to  the  liver  is  seen  in 
Figure  4. 

Comment 

At  the  present  time,  pancreatic  scanning 
is  the  only  approach  to  direct  visualization 


FIGURE  4.  Filling  defect  in  tail  of  pancreas  with 
metastatic  disease  to  liver.  Surgery  confirmed 
carcinoma  of  tail  of  pancreas. 


of  pancreatic  tissue  without  surgical  explo- 
ration. 

The  technic  of  pancreatic  scanning  is  pre- 
sented with  the  clinical  results  of  253  pa- 
tients studied  by  this  modality.  The  re- 
sults of  our  patient  population  reveal  that 
pancreatic  scanning  employing  Se75  seleno- 
methionine and  a large-crystal  commercial 
photoscanner  is  a reliable  modality  in  the 
prediction  of  the  normal  pancreas  and  pan- 
creatic carcinoma. 

We  believe  that  all  patients  with  signs 
and  symptoms  of  suspected  pancreatic  car- 
cinoma should  undergo  this  procedure. 
We  restrict  this  recommendation  only  to  pa- 
tients under  forty  years  of  age. 

12345  Cedar  Road 
Cleveland  Heights,  Ohio  44106 
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MAX  A.  GOLDZIEHER,  M.D. 

New  York  City 
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T he  image  of  modern  endocrinology  is 
closely  linked  to  sophisticated  biochemical 
procedures  capable  of  determining  minute 
amounts  of  hormones  and  their  derivatives 
in  blood  plasma  or  urine.  Even  the  secre- 
tion rate  of  the  various  steroid  hormones 
can  be  determined  with  great  accuracy. 
Such  elaborate  procedures  are  not  always 
practicable  nor  are  they  needed  when  the 
dermatologist  wants  to  evaluate  the  re- 
lationship between  the  patient’s  hormonal 
status  and  his  skin.  Even  the  general 
practitioner  may  benefit  substantially  from 
adequate  information  about  what  hor- 
mones can  do  to  the  normal  and,  especially, 
to  the  pathologic  skin. 

Body  build 

Should  our  interest  be  focused  on  the 
patient’s  thyroid  gland,  we  do  well  in 
considering  his  body  build,  for  evidence 
of  hypothyroidism  is  more  likely  in  a short 
or  stocky  individual;  whereas  a lanky 
build,  especially  if  associated  with  blue 
eyes  and  blond  hair,  is  more  often  found  in 
persons  with  hyperthyroidism.  Looking 
at  the  skin  of  these  individuals  one  is  im- 
pressed with  the  pale-yellowish  color  in 
the  persons  with  a hypothyroid  condition 
whose  skin  is  likely  to  be  thicker,  firmer, 
and  drier  than  that  of  the  euthyroid  person. 
Quite  in  contrast  the  skin  of  a person  with 
hyperthyroidism  is  rather  elastic,  moist 

Presented  under  the  auspices  of  the  Division  of  Derma- 
tology, Department  of  Medicine,  Downstate  Medical  Center, 
December  7,  1966. 


of  surface,  and  its  color  is  more  often  than 
not  of  the  “peaches  and  cream”  variety. 
The  more  rapid  blood  circulation  of  the 
person  with  a hyperthyroid  condition  ex- 
plains the  higher  color,  increased  warmth, 
and  tendency  to  perspiration  whereas  the 
yellowish  tint  of  the  skin  of  a person  with 
hypothyroidism  is  mainly  caused  by  the 
presence  of  carotin.  These  individuals 
are  not  capable  of  transforming  carotin 
into  vitamin  A in  the  absence  or  inade- 
quacy of  the  thyroid  gland.  Consequently 
the  shortage  of  this  important  vitamin 
becomes  the  main  cause  of  the  skin’s 
dryness,  roughness,  and  scaling  tendency. 
Thyroid  medication  relieves  the  pathologic 
condition  of  the  skin  only  gradually  and 
slowly,  whereas  the  added  administration 
of  vitamin  A,  especially  if  applied  topically, 
brings  remarkably  rapid  improvement. 

Pretibial  myxedema  is  not  a common 
occurrence,  but  it  has  been  observed  in 
both  hypo-  and  hyperthyroidism.  Hence 
these  peculiar  circumscribed  changes  of 
the  skin  cannot  be  explained  by  either  a 
lack  or  an  excess  of  the  thyroid  hormone. 
There  is  a striking  analogy  with  the  pro- 
gressive exophthalmos  noted  in  the  course 
of  hyperthyroidism  and  after  thyroidec- 
tomy or  the  use  of  radioactive  iodine. 
This  alarming  manifestation  has  been 
blamed  on  the  production  by  the  pituitary 
gland  of  the  “long-acting  factor,”  al- 
though the  origin  of  this  substance  else- 
where in  the  body  has  also  been  postulated. 
Be  that  as  it  may,  we  had  startling  success 
in  the  treatment  of  the  exophthalmos  and 
obtained  regression  of  both  periocular 
and  retrobulbar  edema.  The  successful 
therapy  consisted  of  a concentrated  attack 
on  the  secretory  activity  of  the  pituitary 
gland.  Our  dosage  included  25  to  50 
micrograms  of  tri-iodothyronine,  1.25  to 
2.5  mg.  of  conjugated  estrone  sulfate,  and 
a corticosteroid  preparation,  such  as  dex- 
amethasone,  starting  with  3 mg.  daily 
and  gradually  reducing  it  to  0.75  mg. 
given  every  third  day.  I had  no  opportu- 
nity to  try  this  therapy  on  pretibial  myx- 
edema, but  I presume  that  it  would  be 
equally  effective  in  that  condition. 

Skin  conditions 

The  male  with  a hypogonad  or  eunuchoid 
condition  is  quite  readily  recognized  by 
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the  pale  waxy  appearance  of  his  skin. 
Spectrophotometric  studies  which  we  per- 
formed quite  some  time  ago  showed  us 
that  the  peculiar  color  is  due  to  a combina- 
tion of  carotin,  melanin,  and  reduced 
hemoglobin.1  The  consistency  of  the  in- 
tegument of  the  male  with  a hypogonad 
condition  also  differs  from  that  of  the 
ordinary  male;  it  is  thinner  and  flabbier 
as  one  would  expect  in  view  of  the  lack  of 
anabolic  male  hormone. 

Pubic  hair  may  be  present  in  normal 
quantity,  although  it  is  likely  to  be  of 
gynecoid  distribution.  The  body  is  usually 
hairless  except  in  the  case  of  one  who  has 
received  massive  hormone  therapy.  The 
hair  on  the  head,  on  the  other  hand,  is 
unusually  abundant  in  contrast  to  the 
hairless  face  or  the  scanty  growth  of  beard. 

It  is  very  interesting  that  the  ample 
hair  of  the  eunuchoid  person  is  shed  very 
rapidly  in  the  course  of  testosterone  ther- 
apy in  patients  whose  male  relatives  are 
of  the  balding  type.2  Thus  we  can  con- 
clude that  common  baldness  is  the  con- 
sequence of  the  combination  of  a hereditary 
predisposition  with  an  excess  of  male 
hormone,  at  least  in  relation  to  the  toler- 
ance of  the  hair  roots.  This  point  is 
further  illustrated  by  the  fact  that  in  a 
case  of  virilism  in  the  female  or  even  in 
lesser  degrees  of  androgen  overproduction, 
hair  loss  of  the  scalp  is  a common  oc- 
currence. Effluvium  is  often  complained 
of  especially  by  the  postmenopausal  fe- 
male whose  perhaps  only  slightly  in- 
creased androgen  production  is  no  longer 
compensated  for  by  adequate  secretion 
of  estrogen.  We  have  applied  estrogen 
topically  to  the  scalp  of  such  women  and 
have  ascertained  in  carefully  controlled 
experiments  on  a large  number  of  patients 
that  topical  estrogen  reduced  the  hair  loss 
to  normal  proportions  in  84  per  cent  of 
the  cases.3  We  have  also  tried  this 
therapy  in  the  male  and  found  a somewhat 
less  frequent  response  but,  even  at  best, 
with  one  major  difference:  Interruption 

of  the  treatment  in  the  male  is  followed 
promptly  by  recurrence  of  the  effluvium, 
whereas  many  women  could  discontinue  the 
treatment  after  six  to  eight  weeks  without 
relapse. 

Topical  application  of  estrogen  to  the 
scalp  is  not  indicated  if  there  are  any 
visible  abnormalities  with  the  exception 


it  is  helpful  to  evaluate  the  relationship  be- 
tween the  patient’s  hormonal  status  and  his 
skin.  Hypothyroidism  is  more  likely  in 
short,  stocky  individuals;  hyperthyroidism  in 
individuals  with  a lanky  build,  blue  eyes,  and 
blond  hair.  The  skin  of  the  hypothyroid 
person  tends  to  be  pale  yellowish,  and 
thicker,  firmer,  and  drier  than  that  of  the 
euthyroid  person.  The  skin  of  a person  with 
hyperthyroidism  is  rather  elastic,  moist,  with 
“peaches  and  cream ” color.  Misuse  of 
corticosteroids  has  harmed  its  reputation. 
Hypothyroid  persons  are  not  capable  of  trans- 
forming carotin  into  vitamin  A in  the  absence 
or  inadequacy  of  the  thyroid  gland,  and  lack  of 
the  vitamin  causes  skin  dryness,  roughness, 
and  scaling.  Thyroid  medication  relieves  the 
pathologic  condition  only  gradually,  whereas  if 
vitamin  A is  added,  especially  topically,  the 
improvement  is  rapid.  Adrenal  and  pitu- 
itary suppression  can  be  forestalled  by  careful 
medication. 


of  dandruff  which  usually  diminishes  in 
the  course  of  estrogen  therapy.  It  was 
of  interest,  therefore,  to  investigate  the 
relation  of  estrogen  to  the  keratinization 
of  the  epidermis.  We  studied  this  aspect 
on  the  aged  skin.4  Biopsies  were  ex- 
amined of  corresponding  areas  of  the  skin 
of  old  women,  and  biopsies  were  repeated 
from  adjacent  areas  after  application  of 
estrogen  on  the  one  side  and  the  hormone- 
free  vehicle  on  the  control  side.  The 
epidermis  of  the  aged  skin  is  quite  thin 
and  often  reduced  to  only  2 layers  of  small 
cells.  Underneath  the  cutis  the  extreme 
paucity  of  capillaries  is  striking,  and  frag- 
mentation of  the  collagen  bundles  is 
noticeable.  The  elastic  fibrils  are  also 
reduced  in  numbers  and  badly  fragmented. 
After  application  of  estrogen  for  two  weeks, 
changes,  in  the  sense  of  a return  to  normal, 
are  quite  apparent,  and  a practically 
normal  structure  presents  itself  after  three 
weeks  treatment.  Continued  application 
of  estrogen  does  not  produce  further  de- 
velopments, nor  does  the  epithelial  pro- 
liferation ever  exceed  physiologic  limits. 
Actually  topical  application  of  excessive 
amounts  of  estrogen  over  a prolonged 
period  tends  to  produce  a paradoxic  re- 
gression of  the  changes  with  a return  to 
the  original  atrophic  structure.5  Another 
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prominent  feature  of  topical  application 
of  estrogen  is  the  increase  in  the  formation 
of  keratohyalin  granules  and  the  normal 
keratinization  of  the  epidermis. 

These  observations  induced  us  to  apply 
estrogen  to  hyperkeratotic  lesions  on  hands 
and  feet,  and  while  the  result  was  most 
gratifying  in  otherwise  unresponsive  cases 
of  keratoderma  palmarum,  we  were  only 
occasionally  successful  when  applying  it 
to  corns.  The  effectiveness  of  estrogen 
on  changes  of  the  epidermis  is  not  sur- 
prising if  we  recall  the  spectacular  response 
of  the  kraurotic  vulva  to  either  topical 
or  systemic  therapy,  and  especially  to 
combined  estrogen  therapy. 

Dermatologists  who  have  been  par- 
ticularly interested  in  exploring  the  effects 
of  estrogen  on  the  skin  have  observed 
satisfactory  response  in  varied  dermatoses 
such  as  hemorrhagic  telangiectasis,  sclero- 
derma, lichen  sclerosus,  Fox-Fordyce  dis- 
ease, hydroa  vacciniforme,  and  pruritus.6 

Acne  has  been  recognized  as  a disease 
in  which  the  function  of  the  sebaceous 
glands  is  altered  by  the  impact  of  andro- 
gens whereby  the  accumulating  sebum 
becomes  susceptible  to  pyogenic  infection. 
It  is  most  interesting  that  acne  starts  in 
the  young  male  at  puberty  and  seems  to 
terminate  spontaneously  when  full  man- 
hood is  attained.  The  only  exception  is 
the  male  with  hypogonadism  who  often 
presents  new  eruptions  even  well  past  his 
thirtieth  year.  In  the  female,  acne  also 
is  noted  mostly  during  adolescence  and 
particularly  premenstrually.  We  do  not 
know  why  the  maturing  skin  loses  its  suscep- 
tibility to  the  development  of  acne.  This, 
however,  is  in  keeping  with  the  observation 
that  both  male  and  female  sex  steroids 
grow  less  effective  with  advancing  years. 
The  tiny  penis  of  a sexually  retarded  adoles- 
cent responds  spectacularly  to  testosterone 
therapy. 

Much  more  massive  doses  are  ineffectual 
in  the  middle-aged  man  whose  phallus  is 
below  average  size.  Similarly  cyclic  estro- 
gen-progesterone therapy  combined  with 
topical  administration  of  estrogen  is  capable 
of  inducing  growth  of  the  hypoplastic  breast 
gland  in  the  teen-ager,  but  the  same  treat- 
ment is  ineffectual  in  the  twenties  or  later 
on  in  life. 

For  the  therapy  of  acne  in  boys  one  can 
use  estrogen  topically,  preferably  com- 


bined with  corticosteroids.  In  the  fe- 
male, systemic  estrogen  therapy  can  be 
added  provided  it  is  limited  to  the  second 
postovulation  half  of  the  menstrual  cycle.7 
In  both  sexes,  however,  better  results  are 
obtained  by  the  addition  of  an  effective 
antibiotic  given  over  a period  of  six  to 
ten  days,  four  times  a day  at  first,  and 
thereafter  intermittently  as  required  by 
the  circumstances. 

The  use  of  corticosteroids  in  dermatology 
is  so  widespread  that  comments  as  to  the 
usefulness  or  desirability  of  such  medication 
seem  unnecessary.  Nor  is  there  any  need 
to  discuss  the  indications  for  such  hor- 
monal therapy. 

It  might  be  preferable  to  say  a few  words 
about  the  mechanics  of  the  hormonal 
action  and  about  the  technic  of  medi- 
cation. 

Corticoids  are  usually  prescribed  for 
their  well  documented  anti-inflammatory 
effects,  but  one  tends  to  overlook  the 
question  of  how  such  anti-inflammatory 
action  is  induced.  It  seems  certain  that 
the  principle  impact  of  the  hormone  is  on 
membranes,  membranes  of  any  kind,  which 
become  less  permeable  under  the  influence 
of  corticosteroids.  Hence  exudation,  one 
of  the  chief  features  of  the  inflammatory 
process,  is  reduced  both  in  respect  to  the 
leaking  of  fluid  and  the  migration  of  cells 
from  blood  vessels.  This  obviously  re- 
duces swelling  and  the  pain  created  by 
tissue  tension.  It  also  interferes  with  the 
reflexes  on  capillary  circulation  and  blood 
flow  in  general. 

Infections 

The  claim  has  been  made,  on  the  basis 
of  animal  experiments,  that  corticoids 
reduce  resistance  against  infection.  This 
claim  is  correct  in  respect  to  the  enormous 
pharmacologic  doses  which  have  been 
used  in  animal  experiments.  Let  us  not 
forget,  however,  that  any  infection  acts 
as  a prompt  stimulus  of  the  adrenal  cortex 
and  elicits  increased  secretion.  The  in- 
creased, but  still  physiologic,  amount  of  the 
hormone  is  of  therapeutic  value  not  only 
when  supplied  by  Mother  Nature  but  also 
when  given  by  an  astute  physician  and 
does  not  call  forth  the  same  paralyzing 
effects  obtained  by  the  use  of  an  unphysio- 
logically  large  dosage. 


! 
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Comment 

Corticosteroids  are  widely  used,  but 
unfortunately  not  always  wisely;  the 
abuse  consisting  of  unnecessarily  large 
doses  or  prolonged  uninterrupted  ad- 
ministration. Such  ill-advised  use  of  this 
hormone  has  spoiled  its  reputation  although 
it  was  originally  hailed  as  a “miracle  drug.” 
Among  the  harmful  effects  mentioned 
so  often,  osteoporosis  ranks  in  the  fore- 
front. Yet  the  calcium-mobilizing  effect 
of  the  steroids  should  not  hold  us  back 
from  using  them  because  it  is  well  estab- 
lished that  addition  of  sex  hormones  not 
only  forestalls  but  actually  cures  osteo- 
porosis. Hence  when  prolonged  therapy 
seems  indicated,  the  appropriate  sex  hor- 
mone should  be  added.  Duodenal  ulcers 
have  been  reported  as  another  untoward 
side-effect,  but  their  frequency  does  not 
appear  alarming,  at  least  in  my  experi- 
ence of  over  twenty-five  years.  Patients 
who  are  affected  with  hyperacidity  or  show 
any  other  ulcerogenic  tendencies  should 
be  given  antacids  or  propantheline  bromide 
(Pro-Banthlne)  prophylactically  in  the 
course  of  corticoid  therapy. 

Finally,  the  question  of  suppression  of 
cortical  and  pituitary  function  arises  with 
its  sinister  implications.  Of  course,  this 
suppressive  effect  does  not  seem  to  be  quite 
so  ominous  any  more  since  bilateral  adren- 
alectomy is  being  performed,  and  the 
patients  are  kept  comfortable  indefinitely 
on  corticoid  substitution.  Moreover,  we 
can  readily  forestall  suppression  of  the 
adrenals  and  pituitary,  even  during  long- 
continued  administration  of  corticoids, 
by  making  therapy  an  intermittent  one. 


After  the  first  satisfactory  response  is  ob- 
tained, the  medication  is  reduced  gradually 
to  whatever  maintenance  dosage  is  needed; 
subsequently  the  total  amount  required 
should  be  given  in  one  dose  in  the  morning, 
on  alternating  days,  or  at  the  rate  of  two 
days  on  and  two  days  off.  It  is  well  to  re- 
member that  not  every  corticoid  tablet  is  ex- 
actly equivalent  in  every  respect  to  all 
others,  irrespective  of  the  manufacturer’s 
claims.  It  seems  well  established  that  pred- 
nisone and  prednisolone  or  their  methylated 
derivatives  are  shorter  acting  than  some  of 
the  other  more  potent  corticoids  and, 
therefore,  lend  themselves  far  better  to 
intermittent  therapy.  With  these  guide 
lines  in  mind,  therapy  with  corticoids  is 
not  fraught  with  more  danger  than  the  use 
of  any  other  potent  drug.  Its  effective- 
ness as  topical  application  in  a great 
variety  of  inflammatory  or  allergic  skin 
lesions  accounts  for  its  widespread  use- 
fulness in  dermatologic  therapy. 
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T he  problem  of  the  teen-age  pregnancy 
has  been  receiving  a great  deal  of  thought, 
both  in  the  United  States  and  abroad. 
The  absolute  number  of  teen-age  marriages 
has  been  steadily  rising  in  this  country, 
and  the  percentage  of  marriages  occurring 
between  teen-agers  has  been  increasing  at 
a proportionally  faster  rate  than  marriages 
in  general  among  the  remainder  of  the 
population.1  In  1959  in  the  United  States, 
39  per  cent  of  all  brides  were  teen-agers 
compared  with  33  per  cent  only  ten  years 
earlier.  Along  with  the  rise  in  teen-age 
marriages  are  the  grim  reminders  of  mul- 
tiple problems.  The  highest  divorce  rate 
occurs  among  couples  married  in  their 
teens,  being  three  to  four  times  higher  than 
those  married  at  a later  date.2  Further, 
as  the  number  of  teen-age  marriages  has 
increased,  there  has  been  a progressively 
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rising  number  of  babies  born  to  teen-age 
mothers.  Whereas  in  1950  27  per  cent  of 
first  babies  were  born  to  mothers  in  their 
teens,  the  proportion  had  increased  to  36 
per  cent  by  1959. 3 

One  of  the  major  problems  of  teen-age 
marriage  is  the  association  with  premarital 
pregnancy.3  In  California,  it  would  ap- 
pear that  approximately  50  per  cent  of 
marriages  between  two  high  school  students 
involve  an  already  conceived  pregnancy.4 
In  Maryland,  pregnancy  looms  as  the 
number  1 condition  resulting  in  teen-agers 
leaving  school  prior  to  graduation.1  Preg- 
nancy is  the  cause  of  teen-agers  leaving 
school  more  than  twice  as  often  as  all  other 
medical  and  physical  conditions  put  to- 
gether. And  even  more  frequent  than  the 
pregnancy  related  to  a hastily  conceived 
or  early  marriage  is  the  pregnancy  which 
is  associated  with  an  out-of-wedlock  con- 
dition, with  the  accompanying  social  pres- 
sures and  condemnation  which  such  a con- 
dition causes. 

The  problem  of  out-of-wedlock  preg- 
nancy in  general  has  also  been  receiving 
greater  attention.  In  the  United  States, 
in  1938,  there  were  87,900  pregnancies  re- 
ported in  unwed  mothers,  comprising  3.6 
per  cent  of  the  total  number  of  live  births. 
By  1960,  the  figure  had  reached  approxi- 
mately 225,000,  equaling  5.2  per  cent  of 
that  year’s  births.6  In  England,  in  1961, 

I child  out  of  20  was  born  illegitimately,  1 
in  8 was  conceived  outside  of  marriage, 
and  1 in  4 mothers  conceived  their  first- 
born offspring  before  marriage.7  In  New 
York  City,  in  1946,  3 per  cent  of  all  preg- 
nancies were  illegitimate;  by  1959  this 
figure  had  reached  8 per  cent  and  by  1963 

II  per  cent.8  Between  1940  and  1957, 
2.5  million  surviving  illegitimate  children 
were  born  in  the  United  States.6  Of  this 
figure,  approximately  40  per  cent  were 
born  to  white  mothers,  and  60  per  cent 
were  born  to  nonwhite  mothers.  This 
figure,  however,  is  extremely  misleading, 
because  it  can  in  no  way  take  into  account 
the  over  1 million  abortions  performed 
illegally  in  the  United  States  per  year,  of 
which  the  overwhelming  majority  are  per- 
formed on  white  women.9  As  has  been 
indicated,  a high  percentage  of  out-of- 
wedlock  pregnancies  occur  in  females  under 
the  age  of  twenty.6  Of  all  out-of-wedlock 
pregnancies,  2.1  per  cent  occur  under  the 
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age  of  fifteen;  88.7  per  cent  of  all  preg- 
nancies occurring  to  females  under  the  age 
of  fifteen  are  conceived  out  of  wedlock. 10 

From  the  medical,  social,  and  educational 
points  of  view,  the  pregnant  teen-ager  rep- 
resents a high-risk  individual.  The  issues 
are  extremely  complex.  Medically,  the 
unwed  mother  receives  considerably  less 
adequate  care  than  her  married  peer,  and, 
as  has  been  pointed  out,  the  pregnant 
teen-ager  often  falls  into  this  category. 
Perhaps  the  poor  quality  of  prenatal  care 
is  associated  with  the  same  of  out-of-wed- 
lock  pregnancy.  Regardless  of  the  cir- 
cumstances, in  New  York  City,  for  ex- 
ample, whereas  45  to  47  per  cent  of  married 
females  received  prenatal  care  in  the  first 
trimester,  only  6.6  per  cent  of  out-of-wed- 
lock females  received  similar  care.  Over 
80  per  cent  of  married  females  received 
prenatal  care  by  the  end  of  the  second  tri- 
mester; only  50  per  cent  of  unwed  mothers 
received  such  care. 10  As  has  been  pointed 
out,  educationally  pregnancy  has  been  the 
most  frequent  cause  of  dropout  from  school 
for  one  to  one  and  a half  years  in  the  life  of 
a teen-ager.  Obviously,  for  many,  this 
results  in  the  premature  termination  of 
school  attendance.  Socially,  the  problem 
is  very  difficult  to  evaluate.  Most  reports 
concerning  the  problem  areas  have  come 
from  homes  for  unwed  mothers  or  agencies 
where  patients  are  receiving  extensive  case- 
work. Yet  most  teen-age  pregnancies  are 
not  cared  for  under  such  circumstances. 
First  of  all,  maternity  homes  can  care  for 
only  20,000  patients  annually. 11  This  is 
less  than  10  per  cent  of  the  out-of-wedlock 
pregnancies.  Further,  patients  attending 
such  homes  usually  need  to  have  some  so- 
cial mobility  and  financial  backing  since 
the  average  cost  is  $750  to  $1,000.  Thus, 
the  poor  are  usually  excluded.  In  addi- 
tion, only  12  per  cent  of  the  females  attend- 
ing the  homes  are  nonwhite  in  spite  of  the 
previously  mentioned  data  which  stated 
that  60  per  cent  of  all  illegitimate  births 
occur  in  the  nonwhite  population. 

Almost  all  of  the  nursing  homes  encour- 
age their  patients  to  plan  for  adoption. 
Nationally,  only  29  per  cent  of  children 
from  out-of-wedlock  pregnancies  are 
adopted.  Seventy  per  cent  of  white  illegiti- 
mate pregnancies  and  5 per  cent  of  nonwhite 
pregnancies  terminate  in  adoption. 11  The 
lower  figure  for  the  nonwhite  pregnancy 


rate  is  usually  assumed  to  be  related  to  cul- 
tural acceptability.  However,  a more  rea- 
sonable understanding  includes  the  reality 
of  the  nonadoptability  of  nonwhite  children 
because  of  the  unavailability  of  adoptive 
parents.  Studies  which  have  come  from 
agencies  where  patients  are  receiving  ex- 
tensive care  work  also  are  biased  in  that 
the  clients  are  often  those  with  consider- 
able social  mobility.  Only  1 out  of  6 out- 
of-wedlock  mothers  receives  voluntary  or 
public  social  service  at  the  present  time.11 

Because  of  the  major  medical,  educa- 
tional, and  social  problems  which  teen-age 
pregnancies  present  to  the  individual  un- 
dergoing the  pregnancy,  to  the  baby  re- 
sulting from  the  pregnancy,  and  to  the 
community  which  has  to  deal  with  both 
the  mother  and  the  infant,  it  has  seemed 
most  appropriate  to  try  to  evolve  a com- 
prehensive interdisciplinary  approach  to 
the  over-all  care  of  the  teen-age  pregnant 
female.  Such  a program  was  set  up  in 
Syracuse  and  Onondaga  County  in  the  fall 
of  1965,  with  full  function  by  late  spring, 
1966.  This  program,  known  as  the  Y- 
MED  (Young  Mothers  Educational  De- 
velopment) program  was  an  attempt  to 
provide  an  unique  medical,  social,  psy- 
chological, and  educational  service  for 
pregnant  adolescents.  The  program,  as 
established,  was  extremely  broadly  based, 
attempting  to  meet  the  needs  of  the  indi- 
viduals and  provide  both  the  mother  and 
the  infant  with  maximum  opportunity  to 
lead  useful,  productive,  and  fulfilled  lives 
within  the  society.  The  program,  in  many 
concepts,  is  unique  and  differs  from  other 
services  throughout  the  country.  In  the 
following  paragraphs,  an  attempt  will  be 
made  to  explore  the  medical,  educational, 
social,  and  psychological  problems  facing 
the  program  at  its  inception  and  the  meth- 
ods of  solution  utilized  by  the  program  in 
an  attempt  to  overcome  some  of  these  prob- 
lems. 

Medical  program 

Over  the  last  decade  there  has  been  a 
gradual  change  in  the  concept  of  prenatal 
care.  Impetus  for  this  change  has  come, 
in  part,  from  the  realization  that,  at  least 
in  the  United  States,  the  curve  for  maternal 
and  perinatal  mortality  rates  has  become 
a straight  line,  with  little  subsequent  im- 
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provement.  Although  basic  philosophies 
differ  in  various  areas  as  to  how  best  to 
approach  this  problem,  much  interest  has 
turned  to  the  identification  of  “high-risk 
pregnancies”  and  then  to  directing  inten- 
sive care  toward  this  group  of  patients.12 
Wider  prenatal  screening  for  subclinical 
entities  such  as  urinary  tract  infection, 
diabetes,  congenital  heart  disease,  genital 
cancer,  hypothyroidism,  anemia,  viral  dis- 
ease, and  genetic  abnormalities  has  been 
added  to  previous  routines  for  evaluation. 
Closer  attention  toward  detection  of  vene- 
real disease,  with  its  recent  increased  prev- 
alence, has  been  made  mandatory.  The 
role  of  drugs,  genetics,  habits,  and  nutri- 
tion, with  special  attention  to  protein  in- 
take, has  been  stressed.  Prenatal  hospital- 
ization for  evaluation  and  control  of  special 
medical  problems  has  assumed  an  increas- 
ingly important  role.  In  addition  to  their 
basic  medical  value,  such  procedures  have 
served  to  impress  on  the  patient  the  fact 
that  the  medical  team  is  concerned  about 
her  pregnancy  and  maternal  outcome  and 
have  helped  to  draw  her  into  a greater 
self-awareness  and  participation  in  solving 
her  problems.  Earlier  consultation  with 
the  pediatric  team  and  involvement  of 
other  appropriate  specialists  have  been 
found  to  have  obvious  advantages.  In 
general,  then,  the  increasing  role  of  pre- 
ventive medicine  in  obstetrics  with  a con- 
centrated interdisciplinary  approach  to  the 
high-risk  pregnancy  group  has  been  the 
basis  of  the  modern  concept  of  prenatal  care. 

Is  the  adolescent  unwed  pregnancy  at 
high  risk?  Although  the  overwhelming 
majority  of  authors  would  answer  that 
such  pregnancies  are  at  high  risk,  a review 
of  the  obstetric  literature  on  this  subject 
reveals  a variety  of  opinions  about  what 
may  be  the  predicted  outcome  of  the  young 
unwed  pregnancy.  The  variability  of  re- 
sults noted  in  studies  of  the  young  primi- 
gravida  probably  reflects  the  particular 
group  of  patients  that  the  author  studied. 
Stearn13  reported  on  30  unwed  primiparas 
under  the  age  of  sixteen  in  England  and 
found  that  there  was  some  increased  in- 
cidence of  excessive  weight  gain,  hyper- 
tension, and  toxemia,  but  that  in  general 
the  young  mothers  did  well.  He  noted  no 
prematurity,  perinatal  death,  or  need  for 
abdominal  delivery  and  found  that  a gen- 
erally good  mental  attitude  prevailed.  In 


his  discussion  he  quoted  Caso  and  Di- 
Fonzo14  who  stated,  “Pregnancy  in  young 
girls  is  not  a cause  for  anxiety  and  the 
young  mother  shows  an  excellent  capacity 
for  maternity  while  the  infants  are  of  high 
vitality.”  Most  American  authors,  how- 
ever, disagree.  Pakter  et  al.,1&  studying  a 
large  group  of  adolescent  pregnancies  in 
New  York  City,  found  that  pregnancy  com- 
plications were  more  frequent  in  the  un- 
married group.  They  noted  an  increased 
incidence  of  toxemia,  syphilis,  prematurity, 
maternal  death,  and  infant  death,  da- 
man and  Bell,16  Aznar  and  Bennett,17 
Polliakoff,18  and  Mussio19  also  stressed  the 
increased  incidence  of  toxemia  in  this 
group  of  patients.  Hassan  and  Falls20 
reported  on  159  young  primiparas  between 
the  ages  of  twelve  and  fifteen  compared  to 
control  groups  of  twenty-two-year-old  pri- 
miparas, and  all  patients  delivered  at  two 
Chicago  hospitals.  They  found  that  the 
study  group  had  an  increased  incidence  of 
excessive  weight  gain,  prolonged  labor, 
toxemia,  cesarean  section,  cervical  lacer- 
ation, premature  labor,  and  neonatal  and 
perinatal  death.  Stine,  Rider,  and  Sweeney5 
reviewed  records  for  Baltimore  residents 
in  1961  and  compared  neonatal  death  rates 
and  prematurity  rates  by  age  and  race  of 
the  mother.  Their  figures  revealed  a 
marked  racial  difference  in  all  age  groups, 
with  the  nonwhite  population  contributing 
a significantly  higher  rate  of  pregnancy 
loss.  In  addition,  age  alone,  regardless 
of  race,  seemed  to  play  a significant  factor 
with  increased  prematurity  and  neonatal 
death  rates  in  the  groups  under  twenty 
years  old  and  especially  in  those  under  age 
seventeen.  Battaglia,  Frazier,  and  Helle- 
gers21  reviewed  all  deliveries  at  the  Johns 
Hopkins  Hospital  for  the  years  1939  to 
1960  and  compared  mothers  age  fourteen 
or  less  with  control  groups  of  fifteen  to 
nineteen-year-old  nonwhite  mothers  and 
the  entire  clinic.  They  found  a signifi- 
cantly increased  incidence  of  prematurity, 
perinatal  death,  toxemia,  and  contracted 
pelvis  in  the  group  under  age  fourteen. 
With  few  exceptions,  it  would  appear, 
then,  that  most  authors  have  found  sig- 
nificant increases  in  the  incidence  of  ex- 
cessive weight  gain,  toxemia,  fetopelvic 
disproportion,  prolonged  labor,  prematur- 
ity, perinatal  loss,  and  even  maternal  loss 
in  the  very  young  mother.  Nutritional 
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problems,  anemia,  hyperemesis,  emotional 
problems,  and  lack  of  prenatal  care  are 
also  frequently  mentioned.  In  addition, 
the  increased  incidence  of  prematurity 
would  appear  to  be  of  further  significance 
in  that,  besides  contributing  to  large  per- 
centage of  neonatal  loss,  extremely  low 
birth  weight  infants  who  survive  have  been 
found  to  have  a much  higher  incidence  of 
mental  subnormality  and  neurologic  def- 
icit in  later  life.22’23 

It  would  appear,  therefore,  that  the 
adolescent  unwed  pregnancy  is  definitely 
at  risk.  The  reasons  for  this  appear  to  be 
complex.  Perhaps,  in  part,  the  difficulties 
can  be  related  to  the  state  of  adolescence 
itself.  Although  the  very  ability  to  con- 
ceive in  itself  suggests  a considerable  degree 
of  physiologic  maturation,  certainly  the 
adolescent  is  in  a state  of  flux  physiologi- 
cally and  metabolically.  Many  of  the  organ 
systems,  such  as  the  thyroid  gland  and  the 
pancreas,  are  already  being  stressed  by  the 
growth  processes  of  adolescence,  and  the 
effects  of  the  additional  stress  of  pregnancy 
are  unknown.  Further,  adolescence  is 
known  to  be  a stage  of  life  which  is  com- 
pounded by  poor  nutritional  habits.  In 
pregnancy  where  diet  is  of  major  impor- 
tance, such  poor  habits  would  assume  even 
greater  significance.  Since  out-of-wedlock 
pregnancy  connotes  social  unacceptability, 
these  patients  have  numerous  social, 
emotional,  and  economic  problems,  all  of 
which  can  be  expected  to  have  dilatory 
effects  on  both  body  physiology  and  the 
patient  seeking  and  accepting  medical  care. 
In  addition,  since  many  of  the  patients 
who  neither  illegally  abort  themselves  nor 
enter  a nursing  home  are  from  the  lower 
socioeconomic  classes,  there  is  the  very  real 
question  of  the  adequacy  of  the  metabolic 
and  nutritional  background  prior  to  the 
pregnancy.  In  many,  there  is  obviously 
a dietary  deficiency  of  long  standing.  It 
would  further  appear  that  a significant 
percentage  of  such  pregnant  adolescent 
females  have  had  difficulty  in  the  past  in 
relating  to  authority  figures  such  as 
teachers  and  counselors.  It  would  not  be 
unlikely  that  such  difficulties  would  con- 
tinue in  relationship  to  the  medical  author- 
ities during  a pregnancy.  Finally,  it  is 
noteworthy  that  there  generally  exists  a 
supervision  gap  in  adolescent  medicine  in 
general. 


With  the  previously  mentioned  concepts 
in  mind,  the  medical  program  at  Y-MED 
was  established.  The  over-all  concept  of 
this  program  was  to  provide  an  extremely 
broadly  based  service  which  would  be 
unique  in  intensity  and  degree  of  personal 
attention.  Girls  were  to  be  given  care 
from  the  earliest  possible  point  in  preg- 
nancy, and  this  care  was  to  continue 
throughout  the  pregnancy,  labor,  delivery, 
and  first  postpartum  period.  In  addition,  a 
nursery  was  provided  with  a threefold  goal: 
to  give  infant  care  to  allow  the  mothers  to 
return  to  school;  to  give  good  medical  super- 
vision and  stimulation  to  the  infants  during 
the  first  year  of  life,  thus  giving  the  infants  a 
better  start  in  life;  and  to  create  an  at- 
mosphere which  would  allow  the  mothers 
to  learn  good  technics  of  child  care,  tech- 
nics which  would,  hopefully,  carry  over 
into  subsequent  years. 

From  the  start,  the  traditional  “clinic” 
concept  was  abandoned.  While  operating 
within  the  framework  of  a medical  center 
program,  the  girls  were  treated  completely 
as  private  patients.  This  was  done  both 
in  an  attempt  to  provide  more  effective 
medical  care  and  to  allow  the  patients  to 
establish  meaningful  relationships  with 
physicians,  perhaps  the  first  meaningful 
patient-physician  relationships  in  their 
lives.  Two  senior  residents  were  the 
permanent  physicians  in  a group  practice 
arrangement  under  the  guidance  of  the 
medical  directors.  They  met  the  girls  at 
the  initial  visit  and  followed  them  through 
the  pregnancy,  labor,  delivery,  and  post- 
partum period.  The  girls  were  always 
given  appointments  to  see  their  physicians 
with  no  long  waits  in  an  impersonal  room. 
If  an  emergency  developed,  the  patients 
could  call  the  physicians  through  a twenty- 
four-hour  answering  service.  When  labor 
ensued,  again  the  individual  relationship 
prevailed.  Their  physician  was  called; 
he  would  come  to  the  hospital  and  follow 
the  girls  as  any  other  private  patients. 
Pediatric  care  was  arranged  in  a similar 
manner.  An  instructor  in  pediatrics  served 
as  the  program  pediatrician.  During  the 
course  of  the  pregnancy,  all  of  the  girls  in- 
dividually met  with  him  to  discuss  future 
pediatric  needs.  After  delivery,  he  cared 
for  the  infants  in  the  hospital,  visiting  with 
the  mothers  and  informing  them  of  prog- 
ress. When  the  children  returned  to  the 
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nursery,  he  carefully  supervised  their  care. 

The  obstetricians,  pediatrician,  and 
nurses  conducted  classes  in  small  groups  for 
the  girls.  These  classes  met  an  average  of 
three  to  four  times  per  week.  The  girls 
were  taught  basic  facts  about  their  bodies, 
pregnancy,  delivery,  and  infant  care. 
Questions  were  encouraged,  and  frequently 
the  discussions  turned  into  seminars  re- 
volving around  the  girls’  fears  and  anxieties. 
Twice  weekly  staff  conferences  were  held. 
All  members  of  the  program,  including 
physicians,  nurses,  educators,  social  work- 
ers, consultants,  and  members  of  appro- 
priate agencies  met  to  discuss  each  new 
patient  and  all  patients  with  special  prob- 
lems. At  these  sessions,  long-range  goals 
for  the  girls  could  be  discussed  and  plans 
could  be  made  and  modified  as  seemed 
appropriate.  In  all  matters  the  program 
was  “girl  oriented.”  Whatever  was  best 
for  each  individual  girl  was  always  the  ma- 
jor consideration. 

In  this  manner  a medical  program  of  a 
unique  nature  has  been  established  to  work 
in  conjunction  with  the  over-all  Y-MED 
program.  Care  has  been  taken  to  appre- 
ciate the  special  problems  of  this  group  of 
high-risk  pregnant  adolescents,  and  their 
individuality  is  always  the  main  consider- 
ation. Clinically,  it  would  appear  that  the 
results  should  be  extremely  rewarding.  Al- 
though a detailed  review  would  be  pre- 
mature at  this  time  because  of  the  short 
duration  of  the  program,  up  to  the  time  of 
writing  this  article,  in  spite  of  multiple 
mild  prenatal  complications,  not  a single 
perinatal  death  has  been  noted.  In  ad- 
dition to  the  rewards  of  improved  medical 
care  and  pregnancy  outcome,  it  would  fur- 
ther appear  that  this  program  will  offer  an 
opportunity  for  research  in  the  poorly 
understood  field  of  adolescent  medicine 
and  obstetrics  with  the  possibility  of  cor- 
relating subsequent  infant  development 
with  previous  metabolic,  social,  and  psy- 
chological pregnancy  problems. 

Social  service  data 

Just  as  the  preceding  section  identified 
the  adolescent  pregnant  female  as  a high- 
risk  problem  medically,  from  a social  serv- 
ice point  of  view  the  pregnant  adolescent, 
and  especially  the  unwed  adolescent,  rep- 
resents a high-risk  client  with  problems 


which  are  multiple  in  nature.  In  this  sec- 
tion, an  attempt  will  be  made  to  discuss 
some  of  the  general  critical  areas  of  social 
service  need,  especially  as  it  pertains  to 
pregnant  girls  within  the  lower  socioeco- 
nomic groups.  In  addition,  some  of  the 
early  figures  which  are  beginning  to  be 
available  from  the  Y-MED  project  itself 
are  to  be  presented. 

Pregnant  adolescents  can  be  classified 
into  two  major  categories:  the  pregnant 

adolescent  who  conceals  pregnancy,  and  the 
adolescent  who  does  not  conceal  pregnancy. 
Services  and  policies  of  agencies  generally 
are  geared  to  the  adolescent  concealing  the 
pregnancy,  continuing  her  education,  and 
eventually  returning  to  “normal  activities.” 
As  has  been  previously  mentioned,  these 
girls  are  usually  members  of  the  middle 
class  population  who  are  financially  able  to 
leave  home,  enter  another  environment, 
and  with  some  assurance  plan  on  adoption 
for  their  babies.  Agency  services  for  the 
pregnant  adolescent  not  concealing  her 
pregnancy  have  been  limited  to  continued 
financial  assistance  and  determination  of 
paternity.  Public  school  and  even  cor- 
rectional institutions  exclude  girls  who  are 
pregnant.  Prior  to  January  1,  1966,  no 
agency  in  Onondaga  County  accepted  girls 
for  counseling  services  if  these  girls  planned 
to  keep  their  babies  or  if  there  was  no  plan 
for  concealment.  As  a result,  there  is 
little  or  no  information  regarding  the  prob- 
lems and  backgrounds  of  this  population. 
There  has  been  a belief  within  the  com- 
munity at  large  that  the  population  who 
do  not  conceal  the  pregnancy  and  keep 
their  infants  do  so  because  of  a cultural 
acceptance  by  their  families  and  friends. 
This  theory  is  especially  accepted  in  regard 
to  the  adolescent  nonwhite  pregnant  fe- 
male. As  has  been  previously  mentioned, 
there  are  no  valid  statistics  to  support  this 
theory.  Rather,  it  would  appear  that  at 
least  part  of  the  willingness  of  the  females 
to  keep  and  care  for  their  babies  is  related 
to  the  unavailability  of  adoptive  homes  and 
agencies  to  provide  major  counseling. 
Since  it  has  already  been  stated  that  the 
agencies  provide  counseling  primarily  for 
mothers  who  are  planning  to  conceal  and 
surrender  their  babies,  and  since  lower 
socioeconomic  girls  in  general  and  nonwhite 
girls  in  particular  do  not  have  the  alterna- 
tive of  concealment  and  surrender,  ob- 
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viously  the  lower  socioeconomic  adolescents 
receive  the  least  counseling  and  the  least 
effective  social  service  care  in  general. 
Further,  on  a nationwide  level,  even  where 
programs  have  been  set  up  to  help  the  preg- 
nant adolescent,  most  of  the  programs  have 
concentrated  on  the  high  achiever  or  girl 
with  her  first  pregnancy.  Where  there  has 
been  a choice,  the  girl  with  the  best  social 
prognosis  has  been  accepted  for  care.  Ob- 
viously the  girl  who  needs  the  care  most  and 
who  represents  the  highest  risk  from  a social 
service  point  of  view  is  most  frequently  ex- 
cluded from  programs  on  whatever  level 
they  exist.  Therefore,  in  setting  up  the 
Y-MED  program,  a major  attempt  has 
been  made  to  exclude  no  adolescent  girls 
who  require  services  regardless  of  previous 
social  complications  or  unacceptability. 

During  its  first  year  of  activity  (social 
service  counseling  preceded  full  medical  and 
educational  facilities  by  approximately  six 
months),  125  pregnant  adolescents  were 
referred  to  the  program  from  all  sources. 
Thirty-six  per  cent  were  referred  from  the 
city  and  county  school  system,  19  per  cent 
were  referred  by  friends  of  the  family  or 
the  girl,  18  per  cent  from  medical  clinics, 
25  per  cent  from  other  sources,  and  2 per 
cent  were  self-referrals.  Of  the  125  girls 
referred,  97  per  cent  enrolled  in  the  pro- 
gram. The  majority  of  those  who  failed 
to  enroll  did  this  during  the  early  part  of 
the  program  before  the  full  establishment 
of  medical  and  educational  facilities.  Four 
of  the  girls  were  twelve  or  thirteen,  22  were 
fourteen  to  fifteen,  66  were  sixteen  to  seven- 
teen, 24  were  eighteen  to  nineteen,  and  2 
were  twenty  years  of  age.  In  only  26  per 
cent  of  the  cases  were  the  girls  living  with 
both  parents.  Fifty- three  per  cent  of  the 
parents  had  separated,  and  in  15  per  cent 
of  the  cases  one  of  the  parents  was  deceased. 
Although  the  majority  of  the  girls  enrolled 
did  so  with  the  first  pregnancy,  21  per  cent 
of  the  girls  had  already  had  a prior  preg- 
nancy, with  3 having  been  pregnant  two 
times  in  the  past.  More  than  85  per  cent 
of  the  girls  had  received  partial  or  full 
support  from  the  Department  of  Welfare. 

The  social  background  of  the  girls  re- 
quires some  further  comment.  There  have 
been  significant  factors  appearing  in  a large 
number  of  the  girls’  case  histories  which 
have  begun  to  establish  patterns  of  prob- 
lem areas.  A large  number  of  the  girls  re- 


ferred have  had  an  early  history  of  repeated 
unexplained  absences  from  school.  Often 
this  history  stems  from  the  age  of  ten  or 
under.  Many  of  the  girls  have  had  a 
truancy  record,  and  a number  have  already 
been  adjudged  delinquent.  Of  the  67  girls 
acknowledging  church  affiliations,  70  per 
cent  were  inactive  or  not  attending  church 
at  all  at  the  time  of  their  referral.  Sixty- 
four  of  the  girls  freely  discussed  prior  sexual 
experiences.  Of  this  group,  73  per  cent 
had  had  sexual  experiences  for  two  or  more 
years  prior  to  the  pregnancy.  The  history 
of  early  sex  experience  and  lack  of  interest 
in  school  is  significant  in  view  of  the  re- 
peated absences  and  later  truancy.  This 
pattern,  coupled  with  the  poor  housing  en- 
vironment, should  alert  the  community  or 
should  be  an  indication  of  preventive  social 
education  and  leisure-time  activities  for  the 
preteen  girls,  especially  those  in  slum  areas. 

The  following  problem  areas  observed  by 
the  social  work  staff  are  incomplete  but 
represent  a large  enough  number  of  the 
enrolled  students  to  be  significant.  Several 
of  the  girls  have  appeared  to  be  of  low  in- 
tellectual capacity  with  some  degree  of 
emotional  instability  or  mental  retardation. 
Frequently  these  girls  appeared  unable  or 
unwilling  to  protect  themselves  from  the 
males  in  and  around  their  household. 
When  these  factors  were  combined,  as  they 
often  were,  with  high  population  density  in 
the  area  of  residence,  poor  relationship  with 
parents,  particularly  the  mother  and/or 
stepfather,  a continuous  pattern  of  adoles- 
cent pregnancies  by  other  siblings  in  the 
family,  and  a lack  of  understanding  or  in- 
terest in  the  client’s  problems  by  one  or 
both  her  parents,  obviously  the  stage  was 
being  set  for  the  present  pregnancy.  In 
addition,  there  was  frequently  an  inability 
to  participate  in  meaningful  leisure-time 
activity.  There  was  little  or  no  knowledge 
of  meaningful  activity  for  individuals  or 
family  groups.  Frequently  the  girls  dem- 
onstrated hostility  toward  one  or  both 
parents.  As  has  already  been  mentioned, 
there  was  an  early  disinterest  in  school.  As 
one  reviews  these  data,  there  is  the  in- 
creasing feeling  of  the  need  for  community 
resources  to  screen  and  work  with  the  ado- 
lescents and  preadolescents  who  are  in  need 
of  early  supportive  care  which  may  prevent 
one  or  more  of  the  pregnancies  experienced 
by  these  girls. 
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The  125  girls  referred  to  the  program 
during  its  first  year  have  been  from  the  city 
of  Syracuse  and  Onondaga  County.  Of 
some  note  is  that  each  of  the  62  census 
tracts  within  the  city  of  Syracuse  has  had 
at  least  one  girl  referred  to  the  program. 
However,  more  than  50  per  cent  of  the  girls 
come  from  9 of  the  census  tracts  which  are 
located  in  the  lowest  socioeconomic  areas. 
When  the  girls  have  come  from  other  census 
tracts,  they  generally  have  been  from  the 
lower  socioeconomic  families  within  these 
areas.  This,  of  course,  would  be  expected 
since  the  more  mobile  middle  class  girl  would 
be  the  one  more  likely  to  try  to  conceal  or 
even  abort  the  pregnancy.  The  large  ma- 
jority of  the  girls  have  become  indentified 
with  the  Y-MED  program.  For  that 
large  majority  the  program  has  been  geared 
in  curriculum  to  maintain  the  interest  and 
continuous  education,  counseling,  and  med- 
ical care.  Of  considerable  significance  has 
been  the  interest  of  the  girls  in  maintaining 
affiliation  with  the  program  and  working 
with  the  social  workers  even  after  returning 
to  the  public  school  system.  As  the  pro- 
gram has  progressed,  in  addition  to  the 
already  mentioned  recognition  of  the  need 
to  detect  problem  girls  prior  to  pregnancy, 
there  has  been  an  awareness  of  the  obvious 
need  for  supporting  services  for  the  infants 
of  those  adolescents  who  will  be  keeping 
their  babies.  The  program  has  also  rec- 
ognized and  is  trying  to  answer  the  need  of 
an  aggressive  new  type  of  approach  by  the 
community  for  finding  foster  homes  and 
adoptive  homes  for  infants  of  girls  who 
want  to  and  need  to  surrender  for  adoption. 
Further,  it  would  appear  that  there  is  a 
need  for  a type  of  foster  home  which  could 
accept  both  the  mother  and  infant  for 
supportive  guidance  and  help  when  con- 
ditions indicate  that  the  girl  is  ill-advised 
to  return  to  her  home  after  the  termination 
of  the  pregnancy  and  adoption  does  not 
appear  desirable  or  appropriate  to  the 
mother.  All  of  these  are  now  areas  which 
are  being  actively  explored  with  hopes  for 
possible  future  solution. 

Educational  program 

The  educational  program  of  the  Y-MED 
center  has  been  faced  with  the  problem  of 
the  “high-risk”  student  in  a magnitude 
comparable  to  the  problems  already  men- 


tioned within  the  medical  and  social  work 
programs.  By  nature  of  the  previously 
mentioned  factors  which  constitute  a bias 
in  population  selection,  the  girls  who  enter 
the  Y-MED  program  are  often  the  girls 
with  the  most  complex  educational  prob- 
lems. Pakter  et  al. 10  found  that  two  thirds 
of  the  girls  of  school  age  who  were  pregnant 
had  I.Q.s  (intelligence  quotients)  below 
90,  and  one-third  had  I.Q.s  below  75.  It 
is  important  to  note,  at  this  point,  however, 
that  the  I.Q.  of  such  a study,  while  re- 
flecting educational  difficulty,  cannot  be 
used  as  an  adequate  criterion  of  the  girl’s 
intellectual  capacity.  Girls  from  slum 
families,  with  little  parental  support  and 
low  educational  motivation,  will  score 
lowest  on  the  I.Q.  tests,  with  scores  often 
being  unrelated  to  true  educability.  How- 
ever, the  I.Q.  measurements  as  reported 
would  inversely  correlate  with  the  ease  of 
educability  faced  by  the  school  system. 
The  problems  of  the  educator  are  further 
complicated  by  the  variability  within  the 
group.  Although  the  bulk  of  the  girls  may 
have  had  low  I.Q.  testing  and  prior  school 
difficulty,  a significant  number  of  girls 
would  still  represent  average  educational 
achievers  with  desires  for  future  education. 
Several  of  the  programs  already  in  exist- 
ence have  coped  with  the  problem  by 
either  eliminating  the  low  achiever,  fo- 
cusing primarily  on  the  high  achiever,  or 
else  by  having  an  extremely  limited  ed- 
ucational facility.  Within  the  Y -MED  pro- 
gram such  a concept  has  been  untenable. 
The  feeling  educationally  has  been  that  all 
girls  should  achieve  the  maximum  ed- 
ucation of  which  they  are  capable.  Fur- 
ther, in  addition  to  the  educational  op- 
portunities, schools  do  represent  an  avenue 
for  transmitting  society’s  standards  to  the 
student.  Therefore,  the  achievement  of 
the  educational  program  must  also  be 
judged  by  its  ability  to  help  the  girls  be- 
come useful  and  productive  citizens  within 
the  society  at  large. 

New  York  State  law  dictates  that  a girl 
attending  school  who  is  known  to  be  preg- 
nant may  remain  in  school  until  such  time 
as  her  condition  becomes  observable  to 
others  or,  in  the  judgment  of  the  school 
staff,  is  detrimental  to  the  pupil  or  to  the 
morale  of  other  students.  In  either  case, 
the  decision  is  left  to  the  discretion  of  the 
principal  as  to  when  exemption  is  requested. 
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Educationally,  in  spite  of  homebound  pro- 
grams, the  girl  who  does  leave  school  be- 
cause of  pregnancy  usually  becomes  a drop- 
out. When  there  is  no  plan  for  adoption 
of  the  infant,  a period  of  one  to  two  years 
can  pass  before  the  girl  can  re-enter  school. 
Consequently,  these  girls  fall  far  behind 
in  schoolwork,  and  especially  if  motivation 
has  previously  been  poor,  a high  percentage 
of  the  girls  never  return  for  further  formal 
education.  Thus,  obvious  needs  can  be 
seen:  that  of  preventing  the  girl  from  fall- 
ing behind  in  her  class  work,  of  giving  her 
every  opportunity  to  progress  at  the  same 
rate  as  if  she  were  not  pregnant,  and  of 
allowing  her  to  achieve  her  maximum  po- 
tential educationally  and  socially.  These 
are  needs  which  the  Y-MED  education 
program  has  been  attempting  to  solve,  and 
they  are  ones  which  have  been  largely 
neglected  in  the  past. 

The  program  is  set  up  to  raise  the  educa- 
tion of  the  girls  in  several  areas.  It  offers 
continuous  instruction  in  the  academic 
areas  for  those  operating  on  a grade  level. 
Basic  education  is  offered  for  those  func- 
tioning below  their  grade  level.  Office 
and  business  instruction  in  nonacademic 
areas  are  presented  as  options  for  all,  and 
are  encouraged,  especially  for  those  who  do 
not  desire  a traditional  academic  program. 
An  attempt  is  made  to  develop  salable 
skills  for  the  nonreturners  by  providing 
information  and  basic  skills  for  the  world 
of  work  and  by  providing  assistance  into 
relationships  with  other  existing  agencies 
within  the  community.  For  those  plan- 
ning to  continue  education,  attempts  are 
made  to  provide  preparation  for  re-entry 
into  school  by  giving  intensive  guidance 
to  the  girls  while  they  are  in  the  program 
and  also  by  encouraging  the  girls  to  return 
later  for  individual  sessions  with  the  staff 
and  for  group  discussions  with  other  girls 
facing  the  same  problems. 

One  of  the  major  problems  encountered 
in  the  educational  program  is  worthy  of 
sharing.  Almost  90  per  cent  of  the  girls 
have  been  operating  below  grade  level  with 
approximately  3 to  5 per  cent  entering  from 
institutions  for  the  mentally  retarded. 
Only  10  per  cent  are  operating  on  grade 
level  or  above.  Over  50  per  cent  have  had 
attendance  problems  prior  to  entering 
school,  and  approximately  15  to  25  per 
cent  have  had  difficulties  with  school 


authorities.  The  school  backgrounds  of 
the  girls  have  ranged  from  the  seventh  to 
the  twelfth  grades.  However,  most  are 
deficient  in  basic  skills  and  are  behind  in 
their  actual  achievement  level.  Many  of 
the  girls,  in  spite  of  having  passed  9 to  10 
grades  within  the  school  system,  are  barely 
able  to  read  and  write  their  names.  With 
the  aid  of  a team  planning  unit,  the  edu- 
cational area  has  been  organized  to  teach 
the  subjects  in  two  separate  groups.  One 
group  has  concentrated  on  junior  high 
school  girls  and  the  other  on  senior  high 
school  achievers.  Further,  within  each 
group,  by  necessity,  the  girls  have  been 
broken  down  into  what  would  constitute 
tutorial  type  of  teaching.  Where  groups 
show  deficiencies  or  needs  in  one  area,  the 
teacher  can  work  with  a group  of  six  or 
seven  students.  Such  areas  include  basic 
English  skills,  reading,  writing,  and  speech 
difficulties  since  many  of  the  girls  have  had 
basic  problems  in  communication.  Where 
more  individualized  areas  of  needs  occur, 
the  teachers  divide  the  groups  still  further 
and  often  work  with  the  girls  on  a one-to- 
one  basis.  For  example,  some  of  the  girls 
will  be  working  on  French  III,  American 
history,  or  social  studies,  while  other  girls 
will  be  working  on  basic  reading  skills. 
While  one  girl  was  preparing  to  pass  the 
regents  in  French,  another  was  learning  the 
alphabet  and  the  most  fundamental  skills. 
Obviously,  the  educational  problems  have 
been  complex.  The  only  alternative  would 
have  been  to  exclude  girls  who  were  under- 
achievers, or  the  contrary,  which  would 
have  been  equally  unacceptable,  to  exclude 
the  achievers.  The  Y-MED  program  has 
refused  to  do  either.  Again,  this  decision 
would  appear  to  demonstrate  the  program’s 
uniqueness.  Although  the  problems  have 
been  complex  and  at  times  almost  over- 
whelming, this  very  individualized  ap- 
proach to  education  seems  to  be  meeting 
the  needs  of  the  individual  girls.  One  of 
the  encouraging  signs  is  the  growing  num- 
ber of  girls  evoking  an  interest  in  returning 
to  school  or  demonstrating  a desire  to  con- 
tinue their  education  in  some  form. 

Psychologic  services 

Previous  sections  of  the  report  have 
dealt  with  medical,  educational,  and  social 
problems  of  the  teen-age  pregnant  female 
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as  being  those  of  a high-risk  nature.  The 
psychological  aspects  of  the  Y-MED  pro- 
gram can  be  approached  as  being  high  risk 
from  a twofold  point  of  view.  The  first 
would  be  the  psychological  problems  of  the 
patient  herself  which  are  of  major  com- 
plexity. The  second  would  be  the  issues 
which  arise  in  evolving  a program  which  can 
have  a chance  of  fulfilling  the  goals  already 
presented  in  the  report. 

The  psychological  problems  which  are 
encountered  in  attempting  to  care  for  these 
girls  adequately  are  considerable.  One  is 
dealing  with  the  problem  of  a group  of 
girls  who  have  been  exposed  to  deprivation 
in  some  or  all  areas  of  development — dep- 
rivation, at  least,  from  middle  class  stand- 
ards. The  girls  have  been  underachievers 
educationally,  truants,  and  often  delin- 
quents from  society’s  point  of  view.  Par- 
ents, where  existent,  have  provided  weak 
and  confused  standards.  Often  the  struc- 
ture of  the  family  has  been  shaky,  and  the 
girls  have  been  subjected  to  conditions  of 
overcrowding  and  social  interaction  of  a 
far  different  variety  from  that  known  to 
middle-class  peers.  Motivations,  expec- 
tations, and  aspirations  are  indeed  very 
different.  Ability  to  relate  to  possibly 
helpful  authority  figures  is  complicated  by 
mistrust  and  previous  experiences  which 
have  portrayed  authority  figures  as  not 
always  being  those  in  whom  it  is  desirable 
to  confide.  In  addition,  within  the  group, 
individual  girls  can  be  expected  to  have 
varying  problems,  often  of  major  signifi- 
cance. The  role  of  the  psychological 
services,  from  the  point  of  view  of  the 
girls,  therefore,  must  be  extensive. 

In  addition  to  the  psychotherapeutic 
function  for  an  obviously  high-risk  class  of 
girls,  there  is  the  other  area  raised,  that  of 
the  complexity  of  evolving  not  only  a pro- 
gram with  the  ideals  and  goals  of  the  Y- 
MED  program,  but  also  a program  which 
can  effectively  meet  some  of  the  goals. 
The  possibilities  of  such  effective  results 
focus  on  the  group  known  as  the  staff: 
physicians,  educators,  psychologists,  social 
workers,  teachers,  nurses,  and  sometimes 
various  other  types  of  personnel  involved 
in  a program.  Although  the  people  ad- 
ministering a program  may  be  dedicated 
to  the  enhancement  of  the  social,  emotional, 
intellectual,  educational,  and  physical  de- 
velopment of  the  girls,  their  abilities  to 


communicate  and  relate  effectively  are  of 
major  importance  in  the  success  or  failure 
of  the  program.  It,  therefore,  seems 
appropriate  to  report  briefly  on  some  of  the 
difficulties  encountered  by  the  program  in 
its  growth  toward  maturity. 

It  has  been  the  hope  that  through  a re- 
spectful orientation  of  the  girls,  such  as 
acceptance  of  them  and  their  values  at  any 
point  in  time,  and  exposure  to  alternatives 
as  well,  the  possibility  for  identification  with 
new  models  is  enhanced  with  resulting 
positive  behavioral  changes  in  all  areas  of 
development.  The  key  phase  in  this  state- 
ment is  “a  respectful  orientation  to  the 
girls.”  This  is  difficult  for  it  means  that 
all  the  members  of  the  staff  have  to  have 
insight,  not  only  into  the  behavior  of  the 
girls,  but  into  their  own  behavior  as  well. 
Unless  this  is  done,  none  of  the  members  of 
the  staff  can  really  give  to  the  girls,  but  in- 
stead will  use  the  girls  to  enhance  their 
status  and  position  or,  put  more  generally, 
to  satisfy  their  own  needs. 

The  psychiatric  program  at  the  Y-MED 
center,  therefore,  also  exists  to  escalate  the 
communication  possibilities  between  the 
staff  and  the  girls.  This  can  be  done  in 
part  by  providing  a variety  of  services  such 
as  consultations  on  “problem  girls,”  psy- 
chological testing  when  necessary,  direct 
psychotherapeutic  intervention,  or  the  de- 
velopment of  referral  machinery  for  such 
possibilities.  All  this  helps  the  staff  under- 
stand the  girls,  but  this  is  not  enough.  The 
staff  has  to  understand  itself — each  person 
has  to  be  self-conscious,  each  has  to  always 
ask  “what  do  I want  and  why  do  I want 
it?”  Unless  each  staff  person  can  be  sensi- 
tive to  himself,  the  possibility  of  being  sen- 
sitive to  the  girls’  needs  is  seriously  limited. 
To  meet  these  needs,  the  staff  attempts  to 
provide  frequent,  open,  and  nondefensive 
communication.  People  are  thoughtful 
and  affectful.  Each  staff  member  is  re- 
sponsible to  every  other.  No  one  is  or 
should  be  outside  the  realm  of  praise  for  a 
task  well  done  on  one  hand,  or  of  critical 
orientation  to  an  incident  of  insensitivity  on 
the  other.  Some  of  the  psychological  inter- 
reactions come  out  of  staff  meetings  that  are 
held  at  the  Y-MED  center  twice  weekly. 
But  some  of  the  most  significant  informa- 
tion has  been  gathered  by  paying  special  at- 
tention to  what  might  be  called  the  “grape- 
vine”: passing  comments  at  lunch,  in  the 
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halls,  discussions  after  hours,  and  the  like. 
This  is  to  be  expected  since  there  are  always 
some  discrepancies  between  the  appearance 
(the  rather  formal  situations  in  conferences) 
and  the  reality  (the  wider  matrix  of  ongoing 
events  and  experiences)  which  often  goes 
unmarked  in  the  press  of  time,  immediate 
crises,  and  the  tendency  in  any  program  to 
stress  the  group  at  the  expense  of  the  in- 
dividuals in  it. 

Communications  between  persons  take 
place  in  a variety  of  ways,  only  one  of  which 
is  through  spoken  words.  The  actual 
words  said  may  be  very  different  from  what 
is  communicated.  The  content  of  the  mes- 
sage the  listener  receives  depends  on  both 
the  speakers  and  the  hearer.  The  speaker 
combines  words  with  the  tone  of  voice,  in- 
flection, gestures,  facial  expressions,  bodily 
actions,  and  general  attitudes.  The  hearer 
must  interpret  the  spoken  words  in  as  many 
of  these  modes  of  communication  as  he  can 
grasp.  For  example,  a nurse  may  say  to  a 
teacher,  “whenever  you  have  any  trouble, 
let  me  know  and  I will  help  you.”  The 
teacher  may  be  getting  two  messages  at  this 
point,  the  explicit  message,  and  another, 
which  is,  “If  you  need  to  send  for  me,  you 
are  ineffectual  and  weak.”  True,  she  may 
be  misinterpreting  the  nurse,  but  in  this  in- 
stance, reaction  to  the  statement  may  de- 
termine the  teacher’s  course  of  action. 
Further,  the  statement  itself  may  have 
additional  meanings.  If  the  teacher  ac- 
cepts the  nurse’s  explicit  message,  the  nurse 
may  take  over  during  an  argument  between 
two  or  three  of  the  girls.  The  problem  be- 
tween the  girls  may  be  solved,  but  the  nurse 
may  be  transmitting  her  authority  to  the 
girls  and  downgrading  the  teacher.  Over  a 
period  of  time,  similar  events  may  block  out 
the  possibility  of  helpful  assistance  by  the 
teacher.  Her  confusion  and  frustration 
may  decrease  her  effectiveness  and  sensi- 
tivity. Without  her  realizing  it,  to  ward 
off  perceptions  of  herself  as  helpless  and  im- 
potent, she  becomes  more  rigid  in  her  ac- 
tions with  the  girls.  In  the  process,  the 
relationship  needed  by  the  girls  may  be  lost. 
The  girls  may  be  thrust  back  into  a familiar 
pattern.  Their  family  lives  have  been 
marked  by  a lack  of  clear  and  meaningful 
communication  with  their  parents,  and 
their  substitute  for  that  has  been  a distinct 
subsystem  among  siblings.  If  the  teacher 
has  to  retreat  from  a warm  and  effective  re- 


lationship with  the  girls,  they  draw  back  to 
the  more  familiar  system  which  has  op- 
erated in  their  lives  to  the  present  time. 

In  the  Y-MED  center  when  fruitful  rela- 
tionships between  teacher  and  adolescent, 
physician  and  adolescent,  social  worker  and 
adolescent,  or  other  authority  figure  and 
adolescent  have  broken  down,  the  adoles- 
cent needs  often  by  result  become  second- 
ary. The  authority  figures  are  usually  un- 
aware that  their  ineffectiveness  is  directly 
proportional  to  the  difficulties  they  are  ex- 
periencing. In  the  staff  meetings,  issues 
such  as  these  are  repeatedly  brought  up. 
Difficulties  in  communication  between  one 
professional  member  and  another  are 
probed.  Attempts  are  made  to  explore 
conflicts  between  staff  members,  to  iron  out 
interpretations  of  individual  roles  and  sen- 
sitivity, and  to  share  knowledge  about  ob- 
served aspects  of  girls’  behavior  with  one 
another.  People  are  not  spared  interpreta- 
tions of  ineffectiveness.  Consultants  are 
encouraged  to  work  more  closely  with  the 
girls.  Roles  are  often  redefined.  Al- 
though on  a day-to-day  basis  feelings  of  dis- 
couragement may  occur,  there  has  been  a 
gradual  picture  of  a sensitive  and  dedicated 
staff  ironing  out  their  own  problems  and 
slowly  taking  the  steps  which  make  them 
more  effective  as  administrators,  teachers, 
social  workers,  and  clinicians.  Thus,  what 
may  in  actuality  be  described  as  staff  group 
therapy,  appears  to  have  a positive  bonus 
allowing  more  effective  over-all  care  for  the 
individual  girls. 

Comment 

The  preceding  sections  of  the  report  have 
attempted  to  review  the  problems  of  the 
adolescent  mother,  especially  the  adolescent 
mother  from  lower  socioeconomic  areas. 
Further,  an  attempt  has  been  made  to  de- 
scribe at  least  in  part  the  operations,  goals, 
and  beginning  achievements  of  a program 
designed  to  answer  some  of  these  needs. 
The  Y-MED  program,  sponsored  by  Syra- 
cuse and  Onondaga  County,  would  appear 
to  be  unique  among  programs  throughout 
the  country.  In  operation  since  Novem- 
ber, 1965,  it  has  attempted  on  an  integrated 
basis  to  meet  the  medical,  social,  educa- 
tional, and  psychological  problems  of  teen- 
age pregnant  females  in  a comprehensive 
manner.  Recognizing  that  in  these  girls 
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pregnancy  cannot  be  separated  from  the 
total  life  situation,  the  program  has  at- 
tempted to  offer  all  services  under  one  roof. 
No  girl  has  been  turned  away  regardless  of 
the  complexity  of  her  educational,  intellec- 
tual, social,  and  psychological  background. 

Because  of  the  complex  problems  pre- 
sented by  the  girls,  each  part  of  the  program 
has  innovated  experimental  approaches  to 
patient  service.  The  medical  aspects  of  the 
program  have  encouraged  individual  physi- 
cian-patient relationships,  with  the  patient 
knowing  her  physician  over  a period  of  time 
and  with  her  realizing  that  he  will  be  present 
at  the  time  of  delivery.  Appointments 
have  been  encouraged.  Long  clinic-type 
waits  have  been  eliminated.  To  date,  a 
large  review  is  impossible  because  of  the 
short  duration  of  the  program.  However, 
important  meaningful  relationships  have 
developed  between  the  girls  and  the  staff; 
up  to  the  time  of  writing  this  article,  as  has 
been  mentioned,  not  a single  perinatal  death 
has  been  noted. 

Socially,  at  times  the  problems  have  been 
staggering.  Overcrowding  of  the  homes, 
inadequate  parent-child  relationships,  fa- 
milial patterns  of  instability,  and  transient 
males  drifting  in  and  out  of  the  homes  have 
been  but  a few  of  the  problems.  Planning 
baby  care  has  required  a multifaceted  ap- 
proach. Efforts  have  been  begun  to  create 
avenues  for  adoption  and  foster  home  place- 
ment, whereas  few  had  been  previously 
available.  A large  nursery  has  been  pro- 
vided where  infants  may  receive  care  while 
their  mothers  attend  school  to  continue  edu- 
cation. Further,  technics  of  child  rearing 
have  become  an  important  part  of  the  over- 
all program.  A major  attempt  is  being 
made  to  give  the  infants  stimulation  in  the 
nursery  and  to  teach  the  mothers  patterns 
of  infant  care  which  will  allow  greater  possi- 
bilities for  the  childern  to  succeed  in  life. 
Educationally,  because  of  the  aim  of  the 
program  to  exclude  no  girl,  a great  deal  of 
flexibility  has  been  necessary.  Education 
has  been  promoted  on  multiple  levels.  A 
program  most  closely  resembling  tutoring 
has  been  set  up.  Girls  who  function  as 
seniors  in  high  school  have  been  taught  at 
the  same  time  as  girls  who  are  at  a first 
grade  level.  The  goals  have  been  estab- 
lished on  an  individual  basis.  For  some, 
high  school  graduation  and  subsequent  col- 
lege education  are  possibilities.  Even  for 


the  low  achiever,  however,  the  possibilities 
of  learning  skills  which  may  be  of  benefit  in 
later  life  are  significant.  One  of  the  signs  of 
major  achievement  has  been  the  relatively 
consistent  attendance  by  girls  who,  previ- 
ously in  regular  school  systems,  had  marked 
problems  of  truancy  and  delinquency. 
Girls  have  appeared  to  identify  with  the 
program.  Following  delivery  one  of  the 
frequent  comments  has  been,  “When  can  I 
return  to  school?” 

From  a psychological  point  of  view,  the 
problem  has  been  twofold,  treating  the  girls 
and  at  the  same  time  helping  the  staff  to 
solve  some  of  the  difficult  problems  which 
even  sensitive  individuals  face  in  attempt- 
ing to  begin  such  a program.  Individual 
girls  have  needed  urgent  consultation  and 
therapy.  But  one  of  the  major  services  has 
been  the  constant  seeking  to  interpret  feel- 
ings and  philosophies  which  could  in  any 
way  influence  the  program  and  the  indi- 
vidual girls. 

Conclusion 

Obviously,  after  only  one  year,  the  pro- 
gram is  too  young  to  assess.  Yet  at  the 
same  time,  it  would  appear  that  the  results 
are  showing  an  exciting  trend.  If  infant 
problems  continue  to  be  prevented  as  at 
present,  the  possibility  of  eliminating  some 
of  the  future  problems  within  the  children 
for  the  community  and  school  systems  five 
years  off  may  indeed  be  a reality.  With  the 
individual  girls  themselves,  it  would  appear 
that  strides  have  been  made.  The  accept- 
ance by  the  girls  of  the  personnel  and  in 
turn  the  medical,  educational,  and  social 
programs,  has  been  most  gratifying.  It 
would  appear  a high-risk  group  from  every 
conceivable  point  of  view  is  making  strides 
which  can  perhaps  result  in  steps  to  re-enter 
the  community  as  more  useful  and  produc- 
tive citizens,  as  well  as  being  citizens  with  a 
chance  to  enjoy  life  in  a more  meaningful 
way.  As  further  results  become  available, 
the  findings  will  be  shared. 
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New  Jaw  Spreader 
for  Trismus 


LOUIS  ABELSON,  M.D.,  F.A.C.A. 

New  York  City 

From  the  Department  of  Anesthesiology,  University 
Hospital  of  the  New  York  University  Medical  Center 


All  now  recognize  the  importance  of 
avoiding  anoxia  with  its  resultant  damage 
to  the  brain,  heart,  and  other  organs. 
Convulsive  states  such  as  may  occur  in 
epilepsy,  disorders  of  the  brain,  hyper- 
pyrexia, trauma,  or  other  injuries  about 
the  mouth  may  result  in  the  clenched  jaws 
of  trismus  and  in  cyanosis. 

For  many  years,  a hard  rubber  or  wooden 
corkscrew  was  part  of  the  equipment  on 
anesthesia  and  emergency  trays.  This 
device  was  more  decorative  than  effective 
(Fig.  1). 

We  adopted  the  fundamental  intent  of 
the  old  corkscrew  and  altered  it  so  as  to 
achieve  the  function  for  which  it  had 
originally  been  designed.  Our  new  plastic 
jaw  spreader  starts  with  a spike  at  the 
apex  of  the  cone,  leading  into  a spiral 
groove,  deep  enough  to  engage  the  teeth 
without  skidding.  The  widest  portion  of 
the  track  terminates  in  a lV^-inch  expan- 
sion. At  the  top  is  a butterfly  finger  grip 
(Fig.  2).* 

Usage 

The  jaw  spreader  is  used  by  selecting 
any  interval  between  the  teeth,  although 
its  efficiency  is  increased  when  inserted  as 
far  posteriorly  as  possible.  It  is  pushed 

* Manufactured  by  Gold  Medical  Supply,  Ltd.,  Box  34, 
Brooklyn,  New  York,  New  York  11210. 


FIGURE  1.  Old  model  jaw  spreader. 


inward,  using  a clockwise  motion.  The 
teeth  will  then  be  eased  upward  on  the 
trough  until  the  widest  portion  of  the  track 
is  reached.  A dental  mouth  prop  should 
then  be  inserted,  smooth  side  up  and  down, 
larger  opening  facing  operator,  and  pushed 
back  as  far  as  possible;  the  spreader 
should  then  be  removed.  It  is  advisable 
to  pass  a string  through  the  hole  in  the 
prop.  The  mouth  can  then  be  cleared  of 
any  obstructing  material.  If  spontaneous 
ventilatory  drive  is  inadequate,  mouth-to- 
mouth  resuscitation  or  positive- pressure 
oxygen  should  be  used  if  available. 


Results 

This  jaw  spreader  has  been  used  suc- 
cessfully by  a cancer  group  in  a problem 
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FIGURE  2.  New  model  jaw  spreader. 


case  of  a malignant  condition  in  the  jaw 
where  the  postradiation  scarring  produced 
almost  complete  occlusion  of  the  mouth. 1 

About  150  ambulance,  emergency  room,2 
and  ventilatory  problem  cases  have  been 
treated  within  the  last  two  years.  There 
has  been  no  report  of  failure  to  effectuate 
opening  of  the  mouth  or  of  any  trauma  to 
the  teeth  or  the  jaw  as  a result  of  its  use. 
It  was  noted  that  often  in  cases  of  epilepsy 
the  use  of  the  jaw  spreader  would  cause 


subsidence  of  the  attack  and,  if  the  prop 
and  spreader  were  removed  too  soon,  the 
attack  would  reappear. 

143  West  73rd  Street 
New  York,  New  York  10023 
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and  WALTER  W.  FISCHER,  M.D. 

Discussed  by  LESTER  J.  HONIG,  M.D., 
and  THEODORE  KIM,  M.D. 


Intermittent  Intestinal 
Obstruction  and  Protein- 
Losing  Enteropathy 


Case  history 

Stephen  Carter,  M.D.:  A sixty-seven- 

year-old  white  female  was  admitted  to 
Lenox  Hill  Hospital  for  the  second  time 
with  a chief  complaint  of  vomiting  of  one 
week  duration.  The  history  of  the  pres- 
ent illness  dated  back  to  two  weeks  prior 
to  admission  when  the  patient  began  ex- 
periencing low  back  pain  radiating  to  the 
right  inguinal  area  that  was  not  associated 
with  dysuria,  hematuria,  frequency,  or 
fever.  Vomiting  began  one  week  later, 
occurring  at  an  unspecified  period  of  time 
after  eating.  There  was  diarrhea  and  an 
alleged  weight  loss  of  12  pounds  in  one 
week.  Generalized  abdominal  pain,  hem- 
atemesis,  and  melena  was  denied.  The 
patient  gave  a history  of  being  anemic  for  a 
three-week  period  for  which  she  had  been 
given  vitamin  Bi2  and  ferrous  sulfate 
(Feosol)  by  a local  physician.  Her  first 
Lenox  Hill  Hospital  admission  was  in  Sep- 
tember, 1965,  when  she  developed  a 
Staphylococcus  aureus  pneumonia  which 
had  been  successfully  treated  with  chlor- 
amphenicol (Chloromycetin).  Her  past 
surgical  history  included  an  appendectomy 
and  hysterectomy  fifteen  years  previously. 
The  rest  of  the  review  of  systems  was  un- 
remarkable. 

On  admission  the  patient  appeared  to  be 
a well-developed,  well-nourished,  sallow, 
white  female  in  no  acute  distress.  The 
blood  pressure  was  140  systolic  and  80  di- 


astolic. The  pulse  was  98  per  minute  and 
regular,  and  the  temperature  was  98  F. 
Examination  of  the  head,  eyes,  ears,  nose, 
and  throat  showed  negative  findings.  The 
lungs  were  clear  to  percussion  and  auscul- 
tation. The  heart  did  not  appear  clinically 
enlarged,  the  rhythm  was  regular,  and  a 
grade  II  to  IV  nonradiating  systolic  mur- 
mur was  heard  at  the  apex.  The  abdominal 
examination  was  unremarkable;  there  was 
no  costovertebral  angle  tenderness,  masses, 
or  organomegaly.  The  rectal  examination 
was  unrevealing. 

The  initial  hemoglobin  was  11.1  Gm. 
per  100  ml.,  the  hematocrit  33,  and  the 
white  blood  count  was  17,500,  with  58  seg- 
mented polymorphonuclear  leukocytes,  14 
nonsegmented,  and  38  lymphocytes.  The 
urinalysis  showed  a specific  gravity  of  1.021, 
2 plus  albumin,  5 to  7 red  blood  cells,  and 
12  to  15  white  blood  cells  per  high-power 
field.  The  blood  urea  nitrogen  was  52  mg., 
serum  creatinine  2 mg.,  the  blood  sugar  118 
mg.,  serum  calcium  9.7  mg.,  serum  phos- 
phorus 5.3  mg.,  and  serum  uric  acid  9.8  mg. 
per  100  ml.  Cystoscopy  and  retrograde  py- 
elography were  performed  the  following  day 
and  negative  findings  were  reported.  Vom- 
iting continued,  necessitating  the  passage  of 
a Levin  tube;  the  vomitus  was  Hematest 
positive.  Roentgenograms  of  the  upper 
gastrointestinal  tract  revealed  a severe  de- 
formity of  the  duodenum  with  a small  ulcer 
crater  in  the  midportion  of  the  cap.  The 


2346  New  York  State  Journal  of  Medicine  / September  1,  1967 


duodenal  sweep  and  neighboring  small  in- 
testine showed  some  degree  of  dilatation 
with  a coarsened  mucosal  pattern.  At  six 
hours  there  was  considerable  gastric  re- 
tention with  a small  amount  of  barium  pro- 
ceeding through  the  small  bowel  with  none 
of  it  having  reached  the  cecum.  A chest 
x-ray  film  was  unremarkable. 

Severe  hypochloric  alkalosis  developed, 
with  chlorides  below  50  mEq.  per  liter, 
bicarbonate  48  mEq.  per  liter,  calcium 
8.5  mg.  per  100  ml.,  phosphorus  8.6  mg.  per 
100  ml.,  and  the  blood  urea  nitrogen  rising 
to  99  mg.  per  100  ml.  The  serum  creati- 
nine was  5.8  mg.  per  100  ml.  The  total 
protein  was  5.6  Gm.  with  albumin  2.8  Gm. 
and  globulin  2.8  Gm.  per  100  ml.  The 
prothrombin  time  was  consistently  elevated 
to  the  range  of  seventeen  seconds  with  a 
control  of  thirteen  seconds.  Serum  glu- 
tamic oxaloacetic  transaminase,  serum  lac- 
tic acid  dehydrogenase,  bilirubin,  cephalin 
flocculation,  thymol  turbidity,  and  alkaline 
phosphatase  determinations  were  all  within 
normal  limits.  Protein  electrophoresis  re- 
vealed an  albumin  of  47.2  per  cent,  alphaj 
globulin  7.4  per  cent,  alpha2  18.5  per  cent, 
beta  12  per  cent,  and  gamma  14.8  per  cent. 
A serum  magnesium  was  2.9  mg.  per  100  ml. 
With  vigorous  electrolyte  replacement  ther- 
apy, the  alkalosis  was  corrected,  and  the 
blood  urea  nitrogen  and  serum  creatinine 
values  returned  to  normal  limits.  The 
hemoglobin  began  to  fall;  ten  days  after 
admission  it  was  8.1  Gm.  per  100  ml.  with 
a hematocrit  of  23,  and  2 units  of  whole 
blood  were  given.  The  temperature  which 
had  been  in  the  range  of  100  F.  then  rose  to 
between  101  and  102  F.  There  was  no  chill 
or  cough,  but  some  dyspnea  was  noted.  A 
chest  roentgenogram  demonstrated  a pleu- 
ral effusion  on  the  right  side  with  infiltrates 
at  the  base  of  the  upper  and  lower  lobes  of 
the  right  lung. 

Antibiotic  therapy  was  begun  five  days 
after  admission  with  the  administration 
of  chloramphenicol  in  a dose  of  2 Gm.  per 
day  with  no  apparent  effect.  It  was  there- 
fore discontinued.  A trial  of  sodium  oxa- 
cillin (Prostaphlin)was  next  given  in  a dose 
of  1 Gm.  intramuscularly  every  six  hours 
for  eleven  days,  again  with  little  effect. 
This  drug  was  discontinued,  and  sodium 
cephalothin  (Keflin)  in  a dose  of  1 Gm. 
per  day,  was  administered  intravenously 
over  a period  of  five  days  with  incomplete 


clearing  of  the  pulmonary  infiltrates.  The 
temperature  still  remained  elevated.  Blood 
cultures  at  the  time  were  not  helpful  since 
no  growth  was  obtained.  Stool  cultures 
grew  out  nonhemolytic  Escherichia  coli. 
Urine  cultures  grew  out  Aerobacter  aero- 
genes  of  under  100  colonies  per  cubic  cen- 
timeter and  on  another  occasion  a mondial 
organism. 

The  patient  continued  to  vomit  with  any 
attempt  at  sustained  feeding,  and  the  use 
of  nasogastric  suction  was  required.  Feed- 
ing was  very  difficult,  and  electrolyte  re- 
placement was  a constant  problem.  Since 
the  ulcer  did  not  appear  to  be  healing,  sur- 
gery was  performed  twenty-three  days 
after  admission.  At  surgery  the  stomach 
and  small  bowel  were  described  as  edem- 
atous, the  liver  appeared  grossly  normal, 
and  there  was  marked  scarring  of  the  duo- 
denum. A bilateral  vagectomy  and  ante- 
rior isoperistaltic  gastrojejunostomy  was 
performed.  Prior  to  surgery  the  serum  albu- 
min had  dropped  to  1.9  Gm.  per  100  ml. 
with  globulin  remaining  at  2.8  Gm.  per 
100  ml.  Postoperatively  the  gastroenter- 
ostomy seemed  not  to  function.  The  ab- 
domen remained  distended,  and  any  at- 
tempt to  remove  the  Levin  tube  resulted 
in  copious  vomiting.  Gastric  suction 
through  the  Levin  tube  returned  consist- 
ently large  amounts  of  fluid,  and  electrolyte 
replacement  therapy  was  difficult.  The 
patient  remained  febrile,  and  a large  right 
pleural  effusion  accumulated.  Thoracen- 
tesis revealed  a straw-colored  fluid  with 
33,000  white  blood  cells  and  9,590  poly- 
morphonuclear leukocytes  per  cubic  milli- 
meter. The  fluid  contained  2.8  Gm.  per 
100  ml.  of  protein  and  80  mg.  per  100  ml. 
of  glucose.  Cultures  of  this  material  grew 
out  hemolytic  E.  coli  which  was  also  grown 
out  of  one  of  many  blood  cultures  at  the 
same  time.  The  hemoglobin  continued  to 
drop,  necessitating  many  transfusions.  The 
serum  iron  was  42  with  an  iron-binding 
capacity  of  203.  It  became  necessary  to 
insert  a Cantor  tube  which  passed  easily 
through  the  gastroenterostomy.  Some 
dilatation  of  the  small  bowel  was  noted  on 
the  x-ray  film.  As  there  was  a question  of 
intestinal  obstruction,  another  exploratory 
laparotomy  was  performed  one  month  after 
the  first  surgical  procedure.  On  opening 
the  abdomen,  several  hundred  centimeters 
of  clear,  amber-colored  fluid  were  removed. 
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There  were  no  adhesions,  nor  was  there  any 
evidence  of  fibrin  reaction  within  the  ab- 
dominal cavity.  The  surgeon  remarked 
that  the  abdomen  looked  exactly  as  it  had  a 
month  previously;  the  gastroenterostomy 
was  intact  and  patent.  The  upper  small 
bowel  was  still  edematous  and  thickened, 
but  there  was  considerable  peristaltic  ac- 
tivity distal  to  the  gastrojejunostomy. 
There  was  no  evidence  of  obstruction  or 
perforation.  The  stomach  was  atonic  and 
the  wall  edematous  and  thickened.  A 
gastrostomy  was  performed  for  feeding  pur- 
poses. Postoperatively  the  patient  con- 
tinued on  a downhill  course.  There  were 
still  recurrent  pulmonary  infections  resist- 
ant to  a wide  variety  of  antibiotics.  De- 
spite vigorous  gastrostomy  and  parenteral 
feedings  with  casein  hydrolysate  (Amigen) 
and  plasma  protein  fraction  (Plasmanate), 
the  albumin  continued  to  fall  reaching  a 
level  of  1.1  Gm.  per  100  ml.  A course  of 
steroid  therapy  had  no  effect  except  for 
transient  euphoria.  The  patient  expired 
nine  weeks  after  admission  to  the  hospital. 

Discussion 

Lester  J.  Honig,  M.D.*:  In  summary, 

this  is  a case  of  a sixty-seven-year-old  white 
female  with  a history  of  low  back  pain  radi- 
ating to  the  right  groin,  vomiting,  diarrhea, 
weight  loss,  anemia,  and  a history  of  a 
Staph,  aureus  pneumonia  seven  months 
previously. 

Subsequent  studies  revealed  a duodenal 
ulcer  with  evidence  of  partial  obstruction, 
as  well  as  dilatation  and  a coarsened  mu- 
cosal pattern  of  the  duodenal  sweep  and 
jejunum.  The  patient  apparently  became 
markedly  dehydrated,  developed  prerenal 
azotemia,  and  severe  hypochloremic  alkalo- 
sis. There  was  also  evidence  of  malabsorp- 
tion and  a progressive  drop  in  serum  albu- 
min. Her  course  was  complicated  by  re- 
current pulmonary  infections,  pleural  effu- 
sion, and  some  ascites. 

In  spite  of  a gastroenterostomy  and  bi- 
lateral vagectomy,  the  patient  had  to  be  re- 
explored because  of  continuing  suspicion  of 
intestinal  obstruction.  She  expired  ap- 
proximately nine  weeks  after  admission  to 
the  hospital. 

A summary  of  the  laboratory  studies  indi- 
cates that  the  hemoglobin  and  hematocrit 

* Associate  Physician,  Lenox  Hill  Hospital. 


showed  a progressive  drop  until  blood  trans- 
fusions were  given.  The  white  blood  count 
was  slightly  elevated  at  times.  The  sedi- 
mentation rate  initially  was  elevated  to  65 
mm.  per  hour,  dropped  to  normal  after  anti- 
biotics were  administered,  and  then  rose 
again  terminally.  The  blood  urea  nitrogen 
and  creatinine  were  markedly  elevated  ini- 
tially but  dropped  to  normal  levels  during 
the  course  of  therapy.  The  calcium  level 
dropped  from  9.7  to  a low  of  6.8  and  the 
phosphorus  from  a high  of  8.6  to  normal 
levels.  The  serum  albumin  which  was  2.8 
Gm.  at  the  time  of  admission  dropped  to  the 
exceedingly  low  level  of  1.1  Gm.  per  100  ml., 
while  the  globulin  remained  at  a normal 
level  of  approximately  2.8  Gm. 

The  stool  guaiac  tests  showed  moderately 
positive  findings  on  two  occasions.  The 
fasting  blood  glucose  was  elevated  to  157  on 
one  occasion.  The  uric  acid  was  markedly 
elevated  to  9.8,  and  the  prothrombin  time 
remained  consistently  elevated.  The  re- 
mainder of  the  liver  function  tests  and  the 
magnesium  level  were  within  normal  limits. 
The  protein  electrophoresis  showed  an  ele- 
vation of  the  alphai  and  alpha2  globulins. 
A stool  culture  showed  a nonhemolytic  E. 
coli,  and  the  blood  culture  grew  out  an  E. 
coli  organism  on  May  29.  The  urine  cul- 
ture revealed  an  A.  aerogenes  and  a non- 
hemolytic enteroccocus — under  100  col- 
onies per  cubic  centimeter.  Numerous 
studies  reveal  the  presence  of  significant 
bacteruria.  In  clean  voided  specimens  100,- 
000  or  more  organisms  per  cubic  centimeter 
were  repeatedly  found.  A count  of  less 
than  1,000  per  cubic  centimeter  is  generally 
not  considered  indicative  of  infection.  The 
Monilia  reported  on  April  28  could  have 
been  secondary  to  antibiotic  therapy  or  may 
represent  a contaminant.  Finally,  the 
throat  cultures  revealed  mixed  flora. 

The  imposing  list  of  varied  and  potent 
antibiotics  used  attests  to  the  refractoriness 
of  the  pulmonary  infections  and  the  deter- 
mination of  the  attending  physicians. 

It  might  be  well  to  review  the  gastroin- 
testinal x-ray  films  at  this  time.  I would 
like  to  pose  the  following  questions  concern- 
ing this  patient’s  x-ray  films: 

1.  Was  there  any  evidence  of  perfora- 
tion? 

2.  Do  you  see  any  signs  of  fistula  forma- 
tion? 
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3.  Is  there  any  evidence  of  osteomalacia 
or  rarefaction  of  bone? 

Fred  Pezzulli,  M.D.:  I will  limit  my 

remarks  to  the  films  of  the  gastrointestinal 
system. 

A review  of  her  first  abdominal  scout 
films  shows  only  a liver  with  a low  inferior 
border.  Her  first  upper  gastrointestinal  x- 
ray  series  shows  a coarsening  of  the  mucosal 
pattern  in  the  duodenal  sweep  and  proximal 
jejunum  along  with  some  dilatation.  At 
six  hours  there  is  considerable  gastric  reten- 
tion. Five  days  later  her  flat  films  show 
gaseous  distention  of  the  stomach  and  the 
following  day  moderately  distended  loops 
throughout  the  small  bowel.  This  disten- 
tion is  continually  seen  on  the  next  follow- 
up films,  but  there  is  no  evidence  of  lo- 
calized intestinal  obstruction,  and  the  films 
are  not  suggestive  of  a mechanical  small- 
bowel  obstruction.  There  are  no  air  fluid 
levels  seen.  There  is  no  evidence  of  per- 
foration on  any  of  the  films  nor  is  there  any 
sign  of  fistula  formation.  The  osseous 
structures  were  unremarkable  with  no  evi- 
dence of  osteomalacia  or  bone  rarefaction. 

Dr.  Honig:  I believe  it  would  be  ad- 

vantageous to  try  to  explain  some  of  the 
profound  biochemical  changes  before  dis- 
cussing the  differential  diagnosis.1  With 
high  gastrointestinal  obstruction  the  blood 
chloride  is  reduced  because  of  the  loss  of  hy- 
drochloric acid  in  the  vomitus,  and  this  is, 
of  course,  aggravated  by  constant  aspira- 
tion. The  alkali  reserve  is  increased  due  to 
an  initial  increase  of  sodium  and  potassium 
in  the  blood  in  the  form  of  bicarbonate. 
Kidney  function  is  impaired  because  of  de- 
hydration, and  prerenal  azotemia  super- 
venes. The  blood  urea  nitrogen,  uric  acid, 
and  creatinine  are  proportionately  in- 
creased. Inorganic  phosphates  are  also  in- 
creased. The  low  serum  calcium  could  be 
accounted  for  in  several  ways:  inadequate 

intake  due  to  obstruction,  inadequate  ab- 
sorption by  an  inflamed  small  intestine,  a 
decreased  serum  albumin,  and  fecal  loss  in 
the  presence  of  azotemia.  The  magnesium 
level  was  apparently  determined  because  of 
the  excessive  loss  of  gastrointestinal  secre- 
tions, the  prolonged  fluid  therapy,  and 
severe  infection.  It  was  found  to  be  nor- 
mal. Both  organic  and  inorganic  iron  are 
absorbed  chiefly  from  the  stomach  and  duo- 
denum and  both  were  decreased.  Chronic 
blood  loss,  uremia,  and  infection  probably 


contributed  to  this  patient’s  iron  deficiency 
anemia.  It  is  my  understanding  that  this 
patient  had  also  received  chloramphenicol 
during  her  first  admission.  An  increased 
incidence  of  aplastic  anemia  has  been  re- 
ported with  second  or  repeated  courses  of 
chloramphenicol.  However,  there  is  noth- 
ing in  the  protocol  to  substantiate  this  pos- 
sibility. Since  the  liver  function  tests  were 
normal,  we  must  assume  that  the  elevated 
prothrombin  time  was  due  to  malabsorption 
of  vitamin  K.  The  alpha2  globulin  is  in- 
creased in  many  cases  of  primary  familial 
amyloidosis,  and  the  alpha!  and  alpha2 
globulins  may  be  elevated  in  infectious  dis- 
eases, collagen  diseases,  and  carcinoma.2 

Increases  of  uric  acid  are  due  usually  to 
altered  kidney  function,  gout,  heavy  metal 
poisons,  leukemia,  polycythemia,  lym- 
phomas, and  multiple  myeloma.  In  this 
patient  we  have  only  evidence  of  disturbed 
renal  function.3  With  hypoproteinemia 
there  is  a reduction  in  the  colloid  osmotic 
pressure;  consequently,  edema  and  transu- 
dates will  form  when  the  serum  albumin  is 
less  than  2.5  Gm.  per  100  cc.  This  un- 
doubtedly accounts  for  this  patient’s  as- 
cites. 

The  protocol  states  that  thoracentesis  re- 
vealed a straw-colored  fluid  with  33,000 
white  blood  cells,  9,590  polymorphonuclear 
leukocytes,  a fluid  protein  of  2.8  Gm.,  and 
glucose  of  80  mg.  per  100  ml.  The  predom- 
inating cells  were  actually  round  cells.  In 
an  exudate  the  protein  is  usually  about  3 
Gm.  or  more  per  100  cc.  The  glucose  level  is 
usually  80  mg.  or  less  per  100  cc.  in  exudates 
because  of  the  glycolytic  action  of  bacteria 
and  leukocytes.  Dr.  Carter  informed  me 
that  at  least  one  acid-fast  study  was  done, 
and  that  was  reported  to  be  negative. 

Cultures  of  this  fluid  grew  out  hemolytic 
E.  coli  which  was  also  grown  out  of  one  of 
many  blood  cultures.  Enteric  bacteria 
frequently  predominate  in  the  bronchial 
secretions  of  patients  under  treatment  with 
penicillin  or  broad  spectrum  antibiotics. 4 
In  most  instances  this  is  not  significant  and 
simply  represents  the  emergence  of  un- 
affected bacterial  strains  following  the  sup- 
pression of  the  primary  pathogens.  How- 
ever, at  times  there  may  be  tissue  invasion 
by  the  newly  emergent  organism.  Gram- 
negative bacteriuria  can  also  originate  from 
lesions  of  the  bowel  such  as  regional  enteritis 
and  especially  following  perforation.  Exu- 
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dates  infected  by  E.  coli  may  have  a fecal 
odor,  but  they  are  usually  odorless  or  have  a 
sickeningly  sweet  odor. 

Hypoalbuminemia  due  to  excessive  loss  of 
albumin  into  the  gastrointestinal  tract  is 
now  a well-established  entity. 6 A wide 
variety  of  diseases  may  be  associated  with 
this  abnormality.  Prominent  among  these 
are  giant  rugal  hypertrophy  of  the  stomach 
(Menetrier’s  disease),  neoplasms  of  the 
stomach  and  intestine,  nontropical  sprue, 
Whipple’s  disease,  regional  enteritis,  ulcera- 
tive colitis,  megacolon,  and  constrictive 
pericarditis.  In  addition,  protein-losing 
enteropathy  may  present  signs  of  an  idio- 
pathic disorder.  At  least  two  pathologic 
entities  have  been  associated  with  the  idio- 
pathic form.  These  are  intestinal  lym- 
phangiectasia and  nonspecific  inflamma- 
tory, or  granulomatous,  disease  of  the  small 
intestine.  The  latter  is  perhaps  worthy  of 
some  consideration  in  this  case. 

Regional  enteritis  of  the  jejunum  is  usu- 
ally part  of  a universal  ileojejunitis,  al- 
though rarely  it  may  occur  in  isolated  form. 
As  in  the  ileum,  narrowing,  ulceration,  and 
fistula  formation  may  take  place.  If  the 
enteritis  is  sufficiently  diffuse  or  if  a sub- 
stantial segment  of  jejunum  is  involved, 
malabsorption  may  result  with  severe  con- 
stitutional effects  such  as  anemia,  pro- 
thrombin deficiency,  and  tetany.  In  at 
least  10  per  cent  of  patients  regional  enter- 
itis of  the  small  bowel  eventually  involves 
the  right  colon,  segmental  portions  of  the 
rest  of  the  large  bowel,  the  rectosigmoid,  or 
rarely,  the  entire  colon.  British  investiga- 
tors consider  the  colonic  involvement  al- 
most exclusively  of  the  same  nature  as  that 
of  the  small  bowel,  that  is  granulomatous 
disease  primarily  affecting  lymphoid  tissue 
resulting  in  considerable  thickening  of  the 
bowel  wall  with  narrowing  of  the  lumen  and 
complicated  by  fistula  formation  and  anal 
disease. 

Others  consider  the  associated  colonic 
symptoms  characteristic  of  ulcerative 
colitis,  primarily  involving  the  mucosa  and 
submucosa,  without  any  significant  thick- 
ening or  stricture  of  the  bowel  wall. 

The  clinical  features  of  granulomatous  in- 
volvement of  the  stomach  and  duodenum 
are  mainly  those  of  obstruction  and  include 
gastric  retention,  vomiting,  and  epigastric 
pain  aggravated  by  the  ingestion  of  food. 
Later,  malnutrition,  anemia,  and  hypopro- 


teinemia  become  prominent  and  disturbing 
sequelae. 

The  earliest  discernible  change  in  the 
small  bowel  is  thickening  and  flattening  of 
the  valvulae  conniventes.  Perforation 
may  result  in  a localized  abscess  or  a fistu- 
lous tract  between  adjoining  loops  of  bowel. 
Occult  blood  in  the  stools  is  a common  fea- 
ture of  uncomplicated  regional  enteritis  and 
a contributing  factor  to  the  usual  hypo- 
chromic anemia. 

Consequences  of  specific  deficiencies  such 
as  ascites  due  to  hypoproteinemia,  bleeding 
caused  by  malabsorption  of  vitamin  K,  and 
tetany  due  to  loss  of  calcium  and  vitamin  D 
may  complicate  the  clinical  course.  The 
kidneys  may  show  some  glomerulitis  with 
endothelial  proliferation. 

Tuberculosis  of  the  stomach  is  exceed- 
ingly rare.  It  may  resemble  carcinoma  be- 
cause of  an  ulcer  with  an  indurated  margin 
which  fails  to  heal  in  response  to  the  usual 
therapy  for  peptic  ulcer  or  because  of  exten- 
sive infiltration  of  the  gastric  wall  producing 
the  picture  of  linitis  plastica.  In  either 
case  the  diagnosis  can  be  made  only  by  ex- 
ploratory operation. 

Tuberculosis  of  the  intestine  usually  in- 
volves the  ileocecal  region,  and  it  is  usually 
secondary  to  pulmonary  tuberculosis  and 
swallowed  tubercle  bacilli.  Less  commonly 
intestinal  infection  is  primary,  as  by  inges- 
tion of  contaminated  milk,  or  secondary  to 
chronic  tuberculous  peritonitis.  Malab- 
sorption may  result  from  a blockage  of  the 
lymphatic  system  of  the  small  bowel. 

Lymphomas  of  all  histologic  types  com- 
prise 3 to  5 per  cent  of  malignant  gastric 
neoplasms.  Patients  with  lymphoma  com- 
plain of  dyspepsia,  anorexia,  and  epigastric 
pain.  Bleeding,  anemia,  and  cachexia  are 
less  frequent  than  in  patients  with  carci- 
noma. Large  rugal  folds  should  always 
alert  one  to  the  possibility  of  lymphomatous 
infiltration.  The  mucosa  also  may  become 
superficially  ulcerated. 

In  the  small  intestine  most  of  the  lym- 
phomas occur  in  the  ileum  with  its  greater 
amount  of  lymphoid  tissue.  Lymphomas  in- 
vade the  walls  of  the  gut  to  produce  a semi- 
rigid tube  and  serosal  adhesions.  Infiltrated 
loops  of  bowel  are  frequently  palpable. 
The  malabsorption  syndrome,  secondary 
to  lymphoma  of  the  small  bowel  and 
mesentery,  may  be  clinically  and  roentgeno- 
graphically  identical  to  that  of  adult  celiac 
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disease.  However,  they  differ  in  several 
ways.  In  contrast  to  adult  celiac  disease, 
which  predominates  in  females,  80  per  cent 
of  small-bowel  lymphomas  with  malabsorp- 
tion occur  in  males.  The  symptoms  are 
likely  to  be  of  much  shorter  duration  and  to 
include  crampy  abdominal  pain  and  fever. 
Lymphadenopathy  and  hepatosplenomeg- 
aly  do  not  appear  until  late  in  the  course. 
These  patients  also  may  have  a moderate  to 
severe  anemia. 

In  recent  years  the  syndrome  of  mesen- 
teric vascular  insufficiency  has  been  in- 
creasingly recognized.  It  occurs  in  both 
sexes  but  is  more  common  in  old  men.  Hy- 
poxia of  the  intestinal  mucosa  leads  to  mal- 
absorption and,  by  still  unknown  mecha- 
nisms, to  disturbances  of  motility.  These 
symptoms  of  ischemia  may  precede  intes- 
tinal infarction.  It  is  often  difficult  to  dis- 
tinguish arterial  from  venous  occlusion,  for 
both  produce  a cyanotic,  edematous  intes- 
tinal wall  with  serosanguineous  fluid  both 
within  the  lumen  and  free  in  the  peritoneal 
cavity. 

The  symptoms  include  abdominal  pain, 
weight  loss,  and  diarrhea.  The  pain  is  usu- 
ally periumbilical,  is  always  worse  fifteen 
minutes  to  three  hours  after  eating,  and  is  in 
proportion  to  the  size  of  the  preceding  meal. 
Nausea  and  vomiting  may  also  occur. 
Gastrointestinal  x-ray  films  are  usually  neg- 
ative, but,  rarely,  a short  segment  of  small 
intestine  may  show  narrowing  of  the  lumen 
and  coarse  mucosal  markings. 

The  Zollinger-Ellison  syndrome  is  charac- 
terized by  single  or  multiple  nonbeta  cell 
islet  adenomas  of  the  pancreas;  outputs  of 
hydrochloric  acid  exceeding  normal  values 
10  to  20  times;  ulcers  in  the  esophagus, 
second,  third,  and  fourth  portions  of  the  du- 
odenum and  in  the  jejunum,  in  addition  to 
the  stomach  and  duodenal  bulb;  and  poor 
response  to  medical  management  or  to  sur- 
gical treatment,  including  vagotomy.7 
Gastric  hypersecretion  is  characteristic, 
with  twelve-hour  overnight  resting  volumes 
of  2 to  3 L.,  in  the  absence  of  pyloric  ob- 
struction. Intractable  diarrhea  is  a feature 
in  many  patients,  and  inactivation  of  the 
pancreatic  enzymes  by  the  hyperacidity 
may  lead  to  malabsorption. 

Cancer  of  the  pancreas  must  be  given 
serious  consideration.8  Although  carci- 
noma of  the  pancreas  may  be  painless,  pain 
is  often  the  first  symptom.  Weight  loss. 


anorexia,  nausea,  and  vomiting  are  very 
common  complaints.  Diarrhea  may  also  be 
one  of  the  earliest  symptoms,  and  malab- 
sorption results  when  the  pancreatic  secre- 
tions are  prevented  from  entering  the  small 
intestine.  Bleeding  into  the  gastrointes- 
tinal tract,  manifested  by  occult  blood  in 
the  stool,  is  noted  in  about  59  per  cent  of 
cases.  Glucose  tolerance  tests  show  ab- 
normal results  in  about  40  per  cent  of  cases, 
and  even  frank  diabetes  may  ensue.  As- 
cites and  peripheral  edema  are  usually  late 
manifestations.  Changes  noted  on  x-ray 
films  may  include  widening  of  the  duodenal 
loop,  changes  in  the  mucosal  pattern  and 
rigidity  of  the  duodenal  wall,  and  disturbed 
motor  activity  of  the  small  bowel. 

Obstruction  of  the  pancreatic  duct  and 
atrophy  of  the  pancreas  increase  acid  secre- 
tion and  the  incidence  of  peptic  ulcer 
through  loss  of  neutralizing  alkaline  intes- 
tinal content  and  also  by  humoral  stimula- 
tion. 

Amyloidosis  comes  to  mind  when  one 
considers  that  the  patient  had  an  elevated 
alpha2  globulin,  albuminuria,  hypoprotein- 
emia,  ascites,  thickening  of  the  stomach  and 
upper  small  bowel,  evidence  of  malabsorp- 
tion, and  repeated  pulmonary  infections.9 

Stool  examinations  for  ova  and  parasites 
were  not  performed,  but  it  should  be  men- 
tioned that  Giardia  lamblia  infestationof  the 
small  intestine  may  at  times  cause  severe 
diarrhea,  abdominal  distress,  and  vomit- 
ing and  can  also  produce  a malabsorption 
syndrome. 

Necator  americanus  (hookworm)  lives 
mainly  in  the  jejunum  and  may  be  asso- 
ciated with  anemia,  edema  (including  the 
serous  cavities),  a dilated  stomach,  nausea, 
vomiting,  diarrhea,  occult  blood  in  the 
stools,  albuminuria,  and  a malabsorption 
syndrome. 

Scleroderma  should  also  be  mentioned  be- 
cause of  the  disturbance  in  the  alpha  globu- 
lins.10 Involvement  of  the  small  bowel 
may  lead  to  stasis,  bacterial  overgrowth, 
and  malabsorption.  Intermittent  ileus 
may  simulate  the  picture  of  complete  in- 
testinal obstruction. 

Whipple’s  disease,  or  lipophagic  intestinal 
granulomatosis,  occurs  predominantly  in 
males  and  is  manifested  by  arthritis,  poly- 
serositis, postprandial  pain,  lymphadenop- 
athy, fever,  and  steatorrhea. 

All  of  these  possible  diagnoses  are  worthy 
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of  discussion,  but  there  is  only  one  entity 
which,  I believe,  would  pull  together  all  the 
loose  ends  in  this  case.  I am  referring  to  an 
acute  bacterial  enterocolitis.  In  recent 
years  enteropathogenic  E.  coli,  classified  by 
serotyping,  have  been  shown  to  produce  a 
severe  enterocolitis  with  malabsorption, 
low-serum  calcium,  low-serum  proteins,  and 
low  plasma  prothrombin  concentration. 4 
The  protocol  indicates  that  E.  coli  was 
grown  from  the  stool,  blood,  and  pleural 
exudate.  Of  course,  a subacute  staphylo- 
coccus pseudomembranous  enterocolitis 
could  also  produce  this  picture,  but  we  have 
nothing  to  support  this  diagnosis  other  than 
a history  of  a Staph,  aureus  pneumonia 
seven  months  previously. 

Clinical  diagnoses 

1.  Partial  intestinal  obstruction 

2.  Duodenal  ulcer 

3.  Azotemia 

4.  Bronchopneumonia 

Dr.  Honig’s  diagnoses 

1.  Duodenal  ulcer  with  partial  obstruc- 
tion 

2.  Hypochloremic  alkalosis 

3.  Prerenal  azotemia 

4.  Acute  bacterial  enterocolitis 

5.  Bronchopneumonia 

6.  Adynamic  ileus 

7.  Enterocolic  fistula 

Theodore  H.  Kim,  M.D.  *:  At  the  time 

of  autopsy  the  intestinal  tract  showed 
striking  pathologic  findings.  Particularly, 
the  entire  colon  was  markedly  distended 
consisting  of  slightly  friable,  or  focally  ne- 
crotic, but  mostly  grayish  thick  bowel  wall 
(Fig.  1).  The  small  intestine  also  revealed 
a thick  muscle  wall  which  was  grayish-waxy 
in  color  with  a relatively  firm  consistency. 
The  peritoneal  surface  was  covered  by  thin, 
fibrinous,  inflammatory  exudate,  but  no 
intestinal  perforation  was  noted.  The 
gastrojejunostomy  region  was  intact.  On 
opening  the  gastrointestinal  tract,  the  mu- 
cosa of  the  colon  was  markedly  edematous 
and  diffusely  dark  reddish  revealing  numer- 
ous small  superficially  situated  yellowish 
abscesses,  ranging  from  a few  millimeters  to 

* Adjunct  in  Pathology,  Lenox  Hill  Hospital. 


FIGURE  1.  Amyloidosis  of  small  intestine  involving 
entire  thickness  of  wall. 


1 cm.,  which  were  distributed  uniformly 
throughout  the  entire  colonic  and  rectal 
mucosa.  Cut  surfaces  of  the  colonic  wall 
consisted  of  rather  thick,  grayish  or  focally 
purplish,  necrotic  areas.  The  small  intes- 
tinal mucosa  was  diffusely  edematous,  but  it 
was  well  preserved  except  for  a focus  of 
small  ulceration  situated  distal  to  the  gas- 
trojejunostomy. There  was  a healed  duo- 
denal ulcer  in  the  proximal  portion  of  the 
duodenum  which  measured  5 mm.  in  diam- 
eter, revealing  no  significant  scarrings. 
The  gastric  wall  also  revealed  similar  gross 
features.  The  lungs  were  heavy,  edema- 
tous, and  congested,  and  there  were  patchy 
inflammatory  lesions  in  both  lower  lobes. 
The  heart  weighed  400  Gm.,  and  it  was 
slightly  enlarged.  The  myocardium  re- 
vealed focally  slightly  pale-grayish  areas 
ranging  from  1 to  4 mm.  The  remaining 
organs  of  the  body  were  grossly  unremark- 
able. Microscopically,  a fundamental 
pathologic  finding  of  the  gastrointestinal 
tract  was  a severe  amyloidosis  involving  the 
mucosae,  submucosae,  and  muscle  walls, 
particularly  involving  the  vasculature  of  the 
submucosal  areas  (Fig.  2A).  Some  areas 
showed  a patchy  distribution,  but  many 
areas  revealed  coalescent  masses  of  amy- 
loid. The  blood  vessels  in  the  wall  of  the 
esophagus  were  prominently  involved.  The 
myocardium  and  urinary  bladder  also  re- 
vealed a patchy  distribution  of  the  amyloid 
deposits  (Fig.  2B).  The  remaining  organs 
or  tissues  of  the  body  revealed  no  parenchy- 
mal involvement,  but  the  systemic  blood 
vessels  revealed  varying  degrees  of  the 
amyloid  deposits  in  the  vessel  walls  (Fig. 
3A).  Congo  red  and  crystal  violet  stains  of 
the  involved  tissues  produced  the  typical 
color  for  amyloid  material.  When  the 
tissues  were  stained  with  the  iodine  followed 
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FIGURE  2.  Amyloidosis  (A)  of  mucosa  and  submucosa  of  small  intestine,  and  (B)  of  heart  causing  pressure 
atrophy  of  myocardial  fibers. 


FIGURE  3.  (A)  Blood  vessels  of  submucosa  of  intestine  showing  amyloid  deposits  in  blood  vessel  walls 
(high-power  magnification).  (B)  Edematous  and  hyperemic  colonic  mucosa  showing  acute  bacterial  colitis 
with  numerous  superficially  situated  abscesses  involving  entire  colon  and  rectum. 


by  diluted  sulfuric  acid  solution,  the  lesion 
containing  amyloid  became  blue-black. 
Sections  of  the  abscesses  of  the  colonic  mu- 
cosa were  mostly  composed  of  neutrophils, 
and  they  were  rather  discrete,  surrounded 
by  moderately  edematous  focally  hemor- 
rhagic adjacent  mucosae  (Fig.  3B).  Cul- 
ture of  the  abscesses  revealed  mixed  gram- 
negative bacilli  and  enterococci,  however, 
on  the  basis  of  the  local  gross  finding,  the 
possibility  of  staphylococcus  infection  could 
not  be  ruled  out. 

Largely  on  the  basis  of  its  anatomic  dis- 
tribution, usually  four  distinctive  patterns 
of  amyloidosis  occur:  (1)  primary  amyloi- 

dosis, (2)  secondary  amyloidosis,  (3)  amy- 
loidosis associated  with  multiple  myeloma, 
and  (4)  isolated  amyloidosis,  although  the 
amyloid  itself  has  almost  identical  morpho- 
logic characteristics.  Secondary  amyloido- 
sis occurs  in  the  patient  suffering  from  a 
protracted  primary  disease  associated  with 
extensive  tissue  breakdown  such  as  in  tu- 


berculosis, chronic  suppurative  osteomyeli- 
tis, and  chronic  arthritis.  This  patient  did 
not  have  these  diseases  nor  did  he  have 
multiple  myeloma.  Primary  amyloidosis 
usually  involves  tissues  or  organs  derived 
from  mesoderm.  Any  one  or  all  of  these 
organs  may  be  involved,  particularly  the 
tongue,  heart,  gastrointestinal  tract,  blood 
vessel  walls,  and  skeletal  muscle  of  the 
body.  In  this  unfortunate  patient,  pri- 
mary organs  involved  were  the  gastrointes- 
tinal tract,  esophagus,  urinary  bladder, 
heart,  and  the  systemic  blood  vessels.  The 
liver,  kidneys,  spleen,  adrenals,  and  thyroid 
revealed  amyloid  deposits  only  in  the  blood 
vessel  walls.  The  patient  had  a primary 
systemic  amyloidosis  which  was  terminally 
complicated  by  an  acute  suppurative  bac- 
terial colitis.  The  final  complication  in  this 
unfortunate  constellation  of  events  was  an 
acute  peritonitis. 

Michael  S.  Bruno,  M.D.:  The  gastro- 

intestinal tract  and  its  appendages  play  a 
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major  role  in  plasma  protein  metabolism 
and  homeostasis.  The  liver,  of  course,  is 
the  principal  site  of  synthesis  of  albumin 
and  all  other  plasma  proteins  as  well,  with 
the  important  exception  of  gamma  globulin. 
Recent  radioisotope  metabolic  balance 
studies  have  demonstrated  that  the  physio- 
logic catabolism  of  plasma  protein,  particu- 
larly albumin,  occurs  primarily  in  the  gas- 
trointestinal tract.  It  has  been  further 
demonstrated  that  in  a variety  of  local  in- 
testinal and  systemic  disease  states,  the 
local  loss  of  albumin  may  reach  major  pro- 
portions, resulting  in  profound  hypoalbum- 
inemia  with  all  of  its  related  clinical  seque- 
lae. This  imposing  group  of  diseases  has 
been  classified  as  protein-losing  gastro- 
enteropathies.  Amyloid  infiltration  of  the 
gastrointestinal  tract,  as  seen  in  this  case,  is 
a rather  unusual  example  of  this  classic  en- 
tity. 

The  role  of  the  gastrointestinal  tract  as 
the  site  of  loss  of  albumin  in  this  group  of 
diseases  was  not  fully  appreciated  prior  to 
the  use  of  isotope  labeling  of  human  albu- 
min. Simple  nitrogen  balance  studies  are 
misleading  as  protein  secreted  into  the 
stomach  and  intestine  is  rapidly  digested 
into  amino  acids.  As  a result  the  fecal  ni- 
trogen is  usually  normal  in  the  protein-los- 
ing enteropathies.  Using  radioactive  io- 
dine-labeled human  serum  albumin  repre- 
sented a breakthrough  in  methodology  and 
offered  us  the  opportunity  of  adequately 
studying  protein  metabolism  for  the  first 
time.  Using  these  technics,  it  has  been 
conclusively  demonstrated  that  plasma  pro- 
teins are  excreted  into  the  gut,  often  in  tre- 
mendous quantities,  and  that  this  loss  rep- 
resents the  major  factor  in  the  development 
of  hypoalbuminemia  and  the  resulting  con- 
stellation of  physiologic  events  often  seen 
with  this  group  of  diseases. 


These  technics  have  been  further  im- 
proved with  the  use  of  radioactive  iodine- 
labeled  polyvinyl  pyrrolidine  (I131  PVP). 
This  is  a synthetic  polymer  of  high  molecu- 
lar weight  in  the  range  of  the  smaller  protein 
molecules  such  as  albumin.  It  circumvents 
the  disadvantage  of  iodine  release  and  reab- 
sorption that  is  encountered  when  iodine- 
labeled  human  albumin  is  used  as  the  ve- 
hicle. This  previously  seriously  affected 
balance  studies  as  radioactivity  of  feces  and 
intestinal  content  became  altered  and  some- 
what unpredictable. 


Final  anatomic  diagnoses 

1 . Primary  amyloidosis  involving  the  gas- 
trointestinal tract,  heart,  urinary  bladder,  and 
systemic  blood  vessels 

2.  Acute  bacterial  colitis 

3.  Acute  peritonitis 

4.  Bronchopneumonia 

5.  Duodenal  ulcer,  healed 
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QUESTION  5.  Two  electrocardiograms  were  performed  on  a thirty-year-old  woman  fourteen  months  apart. 
What  is  the  interpretation  of  the  electrocardiograms,  and  what  are  the  possible  clinical  diagnoses? 
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QUESTION  6.  This  tracing  was  obtained  on  a forty-five-year-old  man  with  a history  of  previous  myocardial 
infarct.  What  is  the  interpretation? 


Electro- 
cardiograms 
of  Month 


ELUCIDATION 


Question  5.  The  electrocardiogram 
dated  10/9/65  shows  regular  sinus  rhythm 
at  a rate  of  95  per  minute.  The  QRS 
complexes  are  widened  to  0.14  seconds. 
The  Q wave  is  absent  in  leads  I,  a VI,  V5, 
and  V6,  with  a delayed  R wave.  The  T 
wave,  however,  is  upright  in  these  leads. 
These  changes  represent  a ventricular  con- 
duction delay  of  the  left  bundle  branch 
block  type.  The  electrocardiogram  of 
12/17/66  has  a normal  contour  with  a 
QRS  of  0.06  seconds.  There  is  no  delayed 
R wave  in  leads  I,  aVl,  V6,  and  V6,  although 
a Q wave  is  not  present  in  these  leads. 
The  conduction  is  now  normal.  The  only 
abnormalities  are  the  nonspecific  T-wave 
changes  in  leads  I,  II,  aVf,  V4,  V5,  and  V6. 

The  presence  of  and  the  disappearance 
of  left  bundle  branch  block  in  a thirty- 
year-old  woman  is  unusual.  Drug  toxicity 
from  quinidine  or  procaine  amide  might 
produce  left  bundle  branch  block.  Oc- 
casionally left  bundle  branch  block  may 


occur  transiently  during  a bout  of  tachy- 
cardia. Left  bundle  branch  block  in  this 
patient  was  due  to  myocarditis.  Follow- 
ing a period  of  from  seven  to  eight  months 
of  bed  rest,  the  patient  was  improved 
clinically.  The  electrocardiogram  reflects 
this  improvement. 

Question  6.  The  tracing  shows  regular 
sinus  rhythm  and  left  axis  deviation  of  a 
pathologic  degree,  greater  than  minus  30 
degrees.  There  are  ventricular  premature 
contractions  in  aVr,  V3,  and  V4.  There  is 
a QS  pattern  in  Vi,  V>,  and  V3,  with  a small 
initial  R wave  in  V4.  A small  Q wave  is 
present  in  lead  aVl  with  the  S-T  slightly 
elevated  and  the  T wave  inverted.  The 
normally  conducted  beats,  although  sug- 
gestive, are  not  diagnostic  of  an  infarct. 
QS  complexes  with  upright  T waves  in 
leads  Vi,  V2,  and  V3  may  be  seen  in  in- 
dividuals without  infarction.  The  ab- 
normal left  axis  deviation,  however,  is 
suggestive  of  myocardial  damage.  Of  par- 
ticular interest  is  the  broad  Q wave  fol- 
lowed by  a negative  T wave,  occurring  in 
the  premature  ventricular  beat  seen  in 
lead  V3.  This  pattern,  when  seen  in  a 
ventricular  premature  beat,  is  further 
evidence  of  myocardial  infarction. 
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Airway  Problem  During 
Thoracic  Surgery  in 
Patient  with  Tuberculosis 


T HERE  HAS  BEEN  a resurgence  of  the 
surgical  treatment  of  pulmonary  tuber- 
culosis in  recent  years.  In  one  municipal 
hospital  specializing  in  chest  diseases,  the 
number  of  major  pulmonary  operations  for 
tuberculosis  rose  from  20  in  1964  to  43  in 
1966.  Resectional  surgery  is  indicated  in 
chemotherapy  failures,  in  destroyed  lungs, 
and  in  symptomatic  bronchiectases.  Tho- 
racoplasty or  extraperiosteal  plombage  is 
desirable  in  certain  retreatment  cases. 1 
The  anesthetic  management  of  patients 
with  active  tuberculosis  is  associated  with 
specific  problems  one  of  which  is  illustrated 
in  the  following  case  report. 

Case  report 

A forty-six-year-old  woman  was  admitted  to 
the  hospital  with  tuberculosis  of  the  right  lung 
complicated  by  bronchopleural  fistula,  lung 
abscess,  and  empyema.  Physical  examination 
was  within  normal  limits  except  for  sinus 
tachycardia  of  100  to  110  and  the  stated  lung 
symptoms.  Blood  volume,  arterial  oxygen  and 
carbon  dioxide  tensions,  and  pH  were  found  to 
be  borderline  normal,  and  the  patient  was 

Presented  and  discussed  at  a conference  held  at  the  Hos- 
pital of  the  Albert  Einstein  College  of  Medicine,  The  Bronx, 
New  York,  January  30,  1967.  Clinical  Anesthesia  Con- 
ferences are  held  on  the  fourth  Monday  of  each  month. 


scheduled  for  a right  pleuropneumonectomy. 

Preoperative  medication  of  secobarbital 
(Seconal)  100  mg.,  promethazine  (Phenergan)  25 
mg.,  and  atropine  0.4  mg.  was  administered 
intramuscularly  seventy-five  minutes  prior  to 
the  scheduled  time  of  surgery.  The  patient 
arrived  in  the  operating  room  calm  and  co- 
operative. She  received  6 L.  per  minute  of 
oxygen  for  five  minutes  and  was  then  induced 
into  anesthesia  with  thiamylal  (Surital)  50  mg., 
halo  thane  (Fluo  thane) , and  oxygen.  A number 
37  double-lumen  endobronchial  catheter  (Car- 
len’s  catheter)  was  passed  under  direct  vision 
without  difficulty,  and  both  cuffs  were  inflated. 
Anesthesia  was  maintained  with  nitrous  oxide- 
oxygen  in  a 1:1  mixture  and  halothane  in  0.2 
to  0.5  per  cent  concentrations.  An  intravenous 
infusion  of  0.2  per  cent  succinylcholine  was  used 
intermittently. 

The  patient  was  placed  in  a left  lateral  posi- 
tion. Following  exposure,  the  right  lung  was 
excluded  from  ventilation  by  clamping  the 
rubber  connector  to  the  right  endobronchial 
lumen.  Immediately  after  exclusion  of  the 
right  lung,  high  pressures  (verified  mano- 
metrically)  became  necessary  to  achieve  ade- 
quate ventilation  of  the  left  lung,  and  an 
Engstrom  ventilator  was  utilized  to  overcome 
the  increased  resistance.  Intermittent  deter- 
minations of  arterialized  capillary  blood  pH  dis- 
closed values  varying  between  7.25  and  7.35. 
Twelve  hundred  ml.  of  whole  blood  and  1,800 
ml.  of  lactated  Ringer’s  solution  were  infused 
during  the  five  hours  of  anesthesia  and  four  and 
one-half  hours  of  surgery.  Following  removal 
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of  the  Carlen’s  catheter  at  the  end  of  surgery, 
the  patient’s  tidal  volume  was  380  to  400  ml. 
as  determined  with  a Wright  respirometer  and 
mask;  her  respiratory  rate  was  24  per  minute. 
Postoperative  blood  values  were;  hematocrit 
44,  pH  7.44,  actual  carbon  dioxide  pressure  33 
mm.  Hg,  base  excess  0.4  mEq.  per  liter,  buffer 
base  84  mEq.  per  liter,  and  total  carbon  dioxide 
22.9  mEq.  per  liter.  The  patient  made  an  un- 
eventful recovery. 

Comment 

The  use  of  the  Carlen’s  double-lumen 
catheter  provides  several  advantages  during 
thoracic  operations.  Primarily,  when  pa- 
tients are  placed  in  the  lateral  position,  the 
catheter  prevents  the  spread  of  blood,  pus, 
and  infected  secretions  from  the  diseased 
upper  lung  to  the  healthy  lower  lung.  In 
addition,  either  lung  can  be  suctioned  while 
inflation  of  the  opposite  lung  secures  ade- 
quate ventilation.  The  use  of  this  tube 
also  allows  the  lung  on  which  the  operative 
procedure  is  being  performed  to  be  col- 
lapsed intermittently  thus  assuring  a quiet 
surgical  field.  Isolation  of  the  operated 
lung  from  the  respiratory  circuit  permits 
division  and  closure  of  the  bronchus  with- 
out application  of  a bronchial  clamp.  This 
minimizes  the  trauma  to  the  bronchial 
stump  and  may  decrease  the  incidence  of 
bronchopleural  fistulas. 2 However,  the 
narrow  lumen  supplying  each  lung  is  a dis- 
tinct disadvantage  in  that  there  is  consider- 
able restriction  to  the  flow  of  gases.  Resist- 
ance studies  of  endotracheal  tubes  have 
shown  that  the  internal  diameter  has  the 
greatest  influence  on  resistance.3  The  Car- 
len’s catheter  is  available  in  various  sizes 
with  the  internal  diameter  of  each  side  meas- 
uring 6 mm.,  7 mm.,  or  8 mm.4  This  is 
equivalent  to  single-lumen  catheters  size 
24  to  30  F.3  High  inflating  pressures  are 
required  to  overcome  the  resistance,  and 
expiration  may  be  retarded  unless  a nega- 
tive pressure  phase  is  utilized  to  increase 
the  pressure  difference  between  alveoli  and 


mouth.  The  Engstrom  ventilator  is  ideally 
suited  for  the  management  of  such  prob- 
lems. It  is  a time-cycled,  volume-con- 
trolled  ventilator  with  a positive  and  nega- 
tive pressure  phase.  The  fresh  gas  which 
enters  the  patient’s  lungs  is  supplied  sepa- 
rately from  the  mechanism  which  provides 
the  energy  for  inflation.  Barring  leaks  in 
the  system,  the  set  minute-volume  ventila- 
tion is  maintained  irrespective  of  changes  in 
lung  characteristics.5 

Double-lumen  endobronchial  catheters 
are  not  essential  for  preventing  spread  of  in- 
fection when  thoracic  operations  are  per- 
formed in  the  prone  position.  Bronchial 
blockers  also  obviate  the  use  of  double- 
lumen catheters,  but  blockers  become  dis- 
lodged easily  and,  by  their  very  nature,  do 
not  permit  ventilation  or  suctioning  of  the 
excluded  lung.6  Two  different  prone  posi- 
tions are  commonly  employed.  In  the 
Parry-Brown  position,  the  patient  is  placed 
face  down  with  a pillow  under  the  pelvis 
and  a 4-inch  rest  under  the  chest;  the  table 
is  tilted  to  flex  the  upper  thorax  downward. 
In  the  Overholt  position,  the  patient  is 
prone  with  some  degree  of  lateral  and 
Trendelenburg  tilts  achieved  by  a special 
table.7  The  use  of  these  positions  should 
be  considered  especially  in  female  patients 
in  whom  only  the  small  size  Carlen’s 
catheter  can  be  introduced. 
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Case  Reports 


Accidental  Exposure 
to  Perchloroethylene 

GAMLIEL  SALAND,  M.D.,  F.A.C.P. 

New  York  City 

Chief  Medical  Officer,  City  of  New  York  Fire  Department 

T HE  CLEANING  ESTABLISHMENTS  ill  the 
City  of  New  York  have  eliminated  the  use 
of  carbon  tetrachloride  for  cleaning  clothes. 
Instead  they  are  using  tetrachloroethylene 
which  is  presumed  to  be  safer  when  human 
beings  are  exposed  to  its  fumes.  A study 
of  the  firemen  who  had  been  exposed  to  a 
concentration  of  fumes  for  a short  period 
of  time  has  shown  evidence  of  hepatic  tox- 
icity. The  incident  is  reported  in  the  hope 
that  proper  safeguards  against  exposure  to 
the  fumes  of  this  product  may  be  taken. 
Whenever  exposure  is  necessary,  an  air 
mask  should  be  worn  and  exposed  skin  sur- 
faces should  be  covered. 

Case  report 

On  September  15,  1962,  at  1:30  p.m., 
Brooklyn  Fire  Department  headquarters 
received  a telephone  call  that  there  was  a 
leak  of  fumes  at  a dry  cleaning  establish- 
ment. An  engine  and  ladder  company  re- 
sponded with  a total  of  9 members,  and 
found  a four-story  structure,  the  street 
level  of  which  was  used  as  a dry  cleaning 
store.  The  store  contained  many  dry- 
cleaning  machines  operated  automatically 
by  inserting  a coin  in  a slot.  Clothing 
would  be  dropped  in  the  machine,  and 
perchloroethylene  would  be  run  into  the 
machine.  The  clothing  would  be  agitated 
for  a length  of  time,  and  any  unused  per- 
chloroethylene would  then  be  filtered  and 


sent  via  a pipe  to  a receptacle  and  could 
then  be  re-used. 

When  the  firemen  arrived  at  the  scene 
they  found  2 girls  as  the  only  attendants; 
these  girls  had  telephoned  in  the  complaint. 
Fumes  were  present  on  the  main  floor,  and 
while  the  girls  did  not  feel  ill,  they  were  up- 
set that  the  fumes  were  present.  The  9 
members  commanded  by  a captain  pro- 
ceeded to  all  parts  of  the  building  to  try  to 
determine  the  source  of  the  fumes,  and  in 
a few  minutes  it  was  decided  that  the  fumes 
came  from  the  cellar.  On  the  main  floor  the 
fumes  were  not  very  strong,  but  in  the 
cellar  they  were  quite  noticeable  and  were 
described  as  a heavy  unpleasant  perfume. 
After  a period  of  two  to  three  minutes,  the 
leak  was  found.  It  was  caused  by  an  open 
drain  pipe  of  perchloroethylene  pouring  into 
an  open  container.  All  9 men  were  exposed 
to  a heavy  concentration  of  these  fumes  for 
a period  of  three  minutes  without  masks. 
All  machines  were  stopped  so  there  would 
be  no  further  drainage  of  perchloroethylene, 
since  this  was  a clear  health  violation  and 
the  source  of  the  hazard.  When  the  9 men 
came  out  of  the  fumes  into  the  open  air, 
they  all  complained  of  feeling  “woozy.” 
There  was  no  irritation  of  the  eyes,  mucous 
membranes,  or  the  respiratory  tract.  The 
sensation  was  as  though  they  wanted  to 
reach  out  and  touch  an  object  but  somehow 
could  not  reach  it.  After  going  out  into 
fresh  air,  the  symptoms  left  them  and  they 
all  felt  well. 

The  men  were  examined  at  the  Fire  De- 
partment medical  office  the  next  morning, 
and  all  appeared  normal  except  for  two  men 
who  showed  moderate  hypertension.  Ar- 
rangements were  made  for  these  men  to  be 
studied  at  Bellevue  Hospital,  but  for  some 
unaccountable  reason  they  were  not  ad- 
mitted until  twelve  days  later.  They  were 
studied  there  for  a period  of  six  days.  The 
following  studies  were  performed:  a com- 
plete physical  examination,  hematocrit, 
hemoglobin,  white  blood  count,  sedimen- 
tation rate,  urinalysis,  stool  examination, 
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TABLE  I.  Positive  findings 


Case 

Number 

Date  Tested 

Serum 

Glutamic 

Oxaloacetic 

Transaminase 

White 

Blood 

Count 

Urine 

Hepato- 

megaly 

Spleno- 

megaly 

1 

September  27,  1962 

30 

— 

0 

0 

0 

2 

September  27,  1962 

47 

5,850 

0 

0 

0 

2 

November  19,  1962 

28 

— 

0 

0 

0 

3 

September  27,  1962 

47 

4,050 

0 

0 

0 

3 

October  19,  1962 

25 

5,800 

— 

— 

— 

4 

September  27,  1962 

47 

10,850 

Occasional  red 
blood  cells 

0 

0 

4 

October  19,  1962 

21 

9,600 

— 

— 

— 

4 

November  19,  1962 

— 

— 

0 

— 

5 

September  27,  1962 

47 

4,750 

0 

0 

0 

5 

November  19,  1962 

11 

— 

— 

— 

— 

6f 

September  27,  1962 

55 

6,350 

0 

+ 

+ 

6t 

October  19,  1962 

12 

6t 

November  7,  1962 

3 finger- 
breadths 

6t 

November  29,  1962 

Not  felt 

Not  felt 

7 

September  27,  1962 

42 

4,450 

0 

0 

0 

7 

October  19,  1962 

13 

8,100 

— 

— 

— 

8 

September  27,  1962 

42 

5,200 

0 

0 

0 

8 

November  19,  1962 

23 

— 

— 

— 

— 

9 

September  27,  1962 

42 

3,700 

Trace  of  pro- 
tein 

0 

0 

9 

October  19,  1962 

7,700 

0 

— 

— 

9 

November  23,  1962 

28 

— 

- 

- 

— 

* The  date  of  exposure  in  all  cases  was  September  15,  1962. 

t In  Case  6,  the  total  protein,  albumin-globulin  ratio,  and  sulfobromophthalein  test  results  were  all  normal. 


electrocardiogram,  blood  urea  nitrogen, 
blood  sugar,  cephalin  flocculation,  serum 
bilirubin,  serum  glutamic  oxaloacetic 
transaminase,  and  serum  glutamic  pyruvic 
transaminase. 

No  one  was  jaundiced,  one  member  who 
had  hypertension  showed  some  T-wave 
changes,  and  otherwise  the  electrocardio- 
grams showed  normal  results.  Most  of 
these  tests  gave  negative  results.  The  only 
positive  findings  were  in  three  of  the  tests, 
namely;  the  serum  glutamic  oxaloacetic 
transaminase,  white  blood  count,  and  the 
urine. 

Serum  glutamic  oxaloacetic  trans- 
aminase. Eight  of  the  9 members 
showed  an  elevation  of  serum  glutamic 
oxaloacetic  transaminase.  In  7 of  these, 
the  serum  glutamic  oxaloacetic  trans- 
aminase reverted  to  a normal  level  in 
twenty-two  days.  The  eighth  case  reverted 
to  normal  on  the  second  test  that  was  done 
forty-five  days  later  (Table  I). 

White  blood  count.  Three  members 
showed  a slight  depression  of  the  total  white 
count  twelve  days  after  exposure.  The 
white  count  returned  to  normal  in  all  cases 
twenty-two  days  later. 


Urine.  One  member  showed  an  occa- 
sional red  blood  cell  in  the  urine,  and  1 
showed  albumin  twelve  days  after  exposure. 
In  both  cases  normality  ensued  twenty-two 
days  later. 

Hepatomegaly  and  splenomegaly. 
Hepatomegaly  and  splenomegaly  were 
found  in  1 member  twelve  days  post  ex- 
posure. Forty-one  days  later  he  had  only 
a hepatomegaly  of  only  3 fingerbreadths, 
and  twenty-two  days  later,  sixty-three 
days  post  exposure,  the  liver  was  not  felt. 

Comment 

Perchloroethylene  is  liquid  at  normal 
temperature,  clear,  white,  and  with  a chlo- 
roform-like  ethereal  odor.  It  is  nonflam- 
mable. It  is  toxic  by  inhalation,  by  pro- 
longed contact  with  the  skin  or  mucous 
membrane,  or  when  taken  by  mouth. 1 The 
generally  recognized  maximum  allowable 
concentration  for  safety  purposes  is  200 
parts  per  million  of  volume  in  air  for  an 
8-member  working  exposure.1,2  Single 
cases  of  exposure  to  tetrachloroethylene 
have  been  reported  with  resulting  liver 
damage.3,4 
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Stewart  et  al .2  point  out  that  an  acute  ex- 
posure to  tetrachloroethylene  may  be  in 
fact  a chronic  exposure  from  the  body’s 
standpoint  because  of  the  compound’s  ex- 
cretion rate.  Tetrachloroethylene  has  been 
found  to  have  an  exceedingly  prolonged  ex- 
ponential decay  in  the  postexposure  expired 
air.2  Liver  function  studies  may  show  ab- 
normal results  in  the  two  or  three  weeks 
following  exposure,  at  a time  when  the  pa- 
tient is  completely  asymptomatic.  This 
statement  describes  the  findings  in  our 
series  almost  perfectly.  While  no  tests  were 
done  immediately  following  exposure,  later 
testing  (twelve  days)  revealed  evidences  of 
liver  damage  in  8 of  9 men.  However,  all 
returned  to  normal  within  twenty-two  to 
sixty-three  days. 

The  acute  exposure  was  a short  three 
minutes  of  concentrated  fumes.  It  is  fair 


to  assume  that  longer  exposure  to  such  con- 
centration might  have  produced  more  se- 
vere liver  damage.  While  Stewart4  found 
the  serum  glutamic  pyruvic  transaminase 
to  be  of  value,  we  found  the  serum  glutamic 
oxaloacetic  transaminase  to  be  more  indica- 
tive of  liver  damage. 

278  Spring  Street 
New  York,  New  York  10013 
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Staphylococcal 
Endocarditis  in 
Narcotic  Addict  with 
Marfan’s  Syndrome* 


DAVID  N.  COHEN,  M.D. 
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DONALD  KAYE,  M.D. 
New  York  City 

Senior  Student  (Dr.  Cohen),  Assistant 
Professor  of  Medicine  (Dr.  Kaye),  Cornell 
University  Medical  College,  New  York  City 


FIGURE  1.  View  of  roof  of  mouth  in  patient  demon- 
strating high-arched  palate. 


T he  association  of  endocarditis  and 
narcotic  addiction  has  been  reported  be- 
fore.1-13 The  purpose  of  this  report  is  to 
review  the  cases  of  endocarditis  in  drug  ad- 
dicts recorded  in  the  English  literature  and 
to  report  a heroin  addict  with  Marfan’s 
syndrome  who  developed  staphylococcal 
endocarditis. 

Case  report 

A twenty-one-year-old  white  man  was 
admitted  to  The  New  York  Hospital  for 
the  first  time  on  December  5,  1962,  because 
of  fever,  chills,  and  epigastric  pain. 

At  the  age  of  nineteen  the  patient  had 
become  addicted  to  heroin  which  he  in- 
jected intravenously.  Two  months  before 
admission  to  The  New  York  Hospital  he 
became  febrile,  and  x-ray  film  of  the  chest 
at  another  hospital  demonstrated  evidence 
of  pneumonia.  Staphylococcus  aureus  was 

* Supported  by  the  Health  Research  Council  of  The  City 
of  New  York  under  Contract  U-1107  and  by  Grants  AI 
03285-05  and  HE  03479-06  from  the  U.S.  Public  Health 
Service. 

t Present  affiliation:  Resident  in  Ophthalmology  at  the 

Massachusetts  Eye  and  Ear  Infirmary,  Boston,  Massa- 
chusetts. 


isolated  from  his  blood,  and  treatment  was 
started  with  intramuscular  procaine  pen- 
icillin. On  the  third  day  of  therapy  a rash 
was  noted,  and  penicillin  was  discontinued. 
Auscultation  of  the  heart  revealed  a loud 
apical  systolic  murmur  which  had  not  been 
heard  on  previous  examinations.  Tetra- 
cycline, erythromycin,  and  chloramphenicol 
were  administered  for  five  weeks,  during 
which  time  he  became  afebrile,  and  re- 
peated cultures  of  his  blood  were  sterile. 
After  seven  weeks  of  hospitalization  he  was 
discharged.  Two  days  later  he  experienced 
the  onset  of  fever,  chills,  and  pain  in  the 
midepigastric  region  of  his  abdomen,  and 
he  was  readmitted  to  The  New  York  Hos- 
pital. 

The  past  history  revealed  that  when  the 
patient  was  two  years  old  a right-sided  con- 
genital inguinal  hernia  had  been  repaired, 
and  at  age  ten  he  had  accidentally  severed 
his  right  middle  finger  at  the  metacarpo- 
phalangeal joint.  At  age  twenty  the  pa- 
tient had  been  admitted  to  a hospital  for 
hepatitis. 

The  patient’s  parents,  grandparents,  a 
heterozygous  male  twin,  and  a twenty-six- 
year-old  sister  were  all  short  and  stocky. 
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FIGURE  2.  Patient  with  clenched  fists  and  thumbs 
in  position  of  opposition.  Distal  portion  of  each 
thumb  extended  beyond  ulnar  edge  of  palm. 
Middle  finger  of  right  hand  accidentally  amputated 
in  childhood. 

There  was  no  family  history  of  poor  vision, 
kyphosis,  long  limbs,  or  inguinal  hernias. 

Physical  examination  revealed  a tall,  thin 
young  man  in  moderate  distress.  The 
blood  pressure  was  95  systolic,  45  diastolic. 
Rectal  temperature  was  103  F.,  the  pulse 
was  116,  and  the  respirations  28.  There 
was  a scar  in  the  left  antecubital  fossa.  The 
skull  was  long  and  narrow  with  numerous 
exostoses  along  the  sagittal  suture.  Bi- 
lateral colobomas  of  the  lenses  and  firmly 
attached  zonules  were  noted  on  slit  lamp 
examination.  He  had  a high-arched  palate 
(Fig.  1).  The  lungs  were  clear.  The  heart 
was  slightly  enlarged,  and  there  was  a sys- 
tolic thrill  along  the  left  sternal  border. 
There  was  a left  ventricular  heave.  A 
harsh  blowing  Grade  IV  to  VI  holosystolic 
murmur  was  present  at  the  apex  and  radi- 
ated to  the  axilla.  A third  heart  sound 
gallop  was  audible  at  the  apex.  The  neck 
veins  were  distended  at  45 -degree  elevation 
of  the  head  and  trunk.  The  liver  edge  was 
palpable  6 cm.  below  the  right  costal  mar- 
gin and  was  tender.  The  spleen  was  not 
palpable.  The  extremities  were  thin,  but 
there  was  no  loss  of  strength.  The  middle 
finger  of  the  right  hand  was  absent.  There 
were  no  Janeway’s  lesions,  Osier’s  nodes, 
or  splinter  hemorrhages.  Ligaments  were 
lax,  permitting  hyperextension  of  the 
fingers  and  wrist.  The  fingers  were  more 
than  1.5  times  as  long  as  the  metacarpal 
bones,  and  the  thumb  was  so  long  that  on 
opposition  it  extended  beyond  the  ulnar 
edge  of  the  palm  (Fig.  2).  His  arm  span 
was  235  cm.,  and  his  height  was  190  cm. 


FIGURE  3.  Demonstration  of  tall  slender  habitus, 
long  limbs,  arachnodactyly,  and  dorsal  kyphosis  in 
patient. 


The  distance  from  the  vertex  to  the  pubic 
bone  was  86  cm.,  and  the  distance  from  the 
pubic  bone  to  the  soles  of  the  feet  was  104 
cm.  (Fig.  3).  There  was  kyphoscoliosis  of 
the  thoracic  vertebrae. 

Urinalysis  gave  normal  findings.  The 
hemoglobin  was  11.4  Gm.  per  100  ml.,  and 
the  white  cell  count  was  14,000.  The  blood 
urea  nitrogen  was  16  mg.  per  100  ml.  The 
V.D.R.L.  test  gave  negative  results. 
Staph,  aureus,  coagulase  positive,  was  iso- 
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lated  from  two  cultures  of  blood.  A chest 
x-ray  film  revealed  generalized  enlargement 
of  the  heart  with  pulmonary  vascular  con- 
gestion. 

The  patient  was  given  digitalis  treat- 
ment, and  therapy  was  instituted  with  1 
Gm.  of  methicillin  sodium  intramuscularly 
every  four  hours.  He  became  afebrile  over 
the  next  twenty-four  hours.  Subsequently 
the  staphylococcus  isolated  from  the  pa- 
tient’s blood  was  shown  to  be  inhibited  by 
0.024  micrograms  per  milliliter  of  penicillin 
G and  1.56  micrograms  per  milliliter  of 
methicillin  sodium.  Therefore,  methicillin 
sodium  was  discontinued,  and  he  was 
treated  with  20  million  units  of  penicillin  G 
daily  by  the  intravenous  route.  The  total 
duration  of  antibiotic  therapy  was  six 
weeks.  During  the  course  of  antibiotic 
therapy,  he  had  one  episode  of  transient 
anterior  right-sided  chest  pain  which  in- 
creased with  respirations.  X-ray  film  of  the 
chest  at  the  time  showed  a right  lower  lobe 
pulmonary  infiltrate  suggestive  of  pulmo- 
nary infarction.  Repeated  cultures  of  blood 
were  sterile,  and  he  was  discharged  from 
the  hospital  one  week  after  penicillin  ther- 
apy had  been  discontinued. 

He  was  admitted  to  The  New  York  Hos- 
pital for  the  third  time  on  April  29,  1963, 
for  cardiac  catheterization.  Catheteri- 
zation of  the  right  side  of  the  heart  dem- 
onstrated an  increased  right  atrial  pressure, 
and  the  pulse  wave  indicated  tricuspid  re- 
gurgitation. Tricuspid  stenosis  was  not 
present.  Pulmonary  “capillary”  pressure 
tracings  showed  a regurgitant  wave  reach- 
ing as  high  as  50  mm.  Hg  demonstrating 
mitral  insufficiency.  The  pulmonary  “cap- 
illary” pressure  tracing  did  not  demonstrate 
any  of  the  characteristics  of  mitral  stenosis. 
There  was  a threefold  increase  in  pulmo- 
nary vascular  resistance  and  moderate 
pulmonary  arterial  hypertension,  with  a 
mean  pulmonary  artery  pressure  of  41  mm. 
Hg.  A catheter  was  passed  through  the 
femoral  artery  to  the  aortic  valve.  The  form 
of  the  aortic  pressure  tracing  was  normal. 
Radiopaque  contrast  material  was  injected, 
and  no  regurgitation  into  the  left  ventricle 
was  noted.  The  cardiac  output  was  2.85 
L.  per  minute,  less  than  half  normal.  The 
patient  was  discharged  on  the  twenty-third 
hospital  day. 

On  July  10,  1963,  two  months  after  car- 
diac catheterization,  the  patient  was  re- 
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admitted  for  cardiac  surgery.  Utilizing  a 
cardiopulmonary  bypass,  the  mitral  valve 
leaflets  were  removed  and  a Starr-Edwards 
ball  valve  prosthesis  was  sewn  into  the  mi- 
tral annulus.  Grossly  the  mitral  valve  leaf- 
lets were  thickened  and  fibrotic.  Micro- 
scopically they  were  infiltrated  with  dense 
fibrous  tissue  with  focal  calcific  areas  con- 
sistent with  healed  bacterial  endocarditis. 
No  cultures  were  taken.  On  the  first  post- 
operative day  the  blood  pressure  gradually 
fell  and  finally  could  not  be  maintained 
with  large  doses  of  intravenous  norepi- 
nephrine, and  the  patient  died. 

At  autopsy  there  was  hypertrophy  and 
dilatation  of  all  chambers  of  the  heart  and 
the  annuli  of  all  the  valves.  The  Starr 
valve  was  functionally  competent,  as  tested 
by  injection  of  water  into  the  left  ventricle. 
The  aortic,  tricuspid,  and  pulmonic  valves 
were  normal.  There  was  no  dilatation  of 
the  sinuses  of  Valsalva  or  of  the  aorta. 
There  was  a small  transverse  tear  in  the 
intima  of  the  aorta  1 cm.  above  the  aortic 
valve  from  which  a dissecting  aneurysm  ex- 
tended 2.5  cm.  distally  within  the  media. 
Microscopic  examination  of  the  aorta,  pul- 
monary arteries,  and  renal  arteries  revealed 
degeneration  of  the  muscle  fibers  of  the  ar- 
terial wall,  disruption  and  fragmentation  of 
the  elastic  fibers,  and  cystic  areas  contain- 
ing material  that  stained  metachromatically 
with  toluidine  blue.  The  dissected  space  in 
the  aorta  was  filled  with  blood  and  thrombi. 
Some  areas  of  the  intima  and  media  showed 
extensive  fibrosis.  Acute  and  passive  hy- 
peremia was  present  in  the  liver,  spleen, 
kidneys,  and  alimentary  tract.  There  was 
central  hepatic  necrosis.  The  pathologic 
diagnoses  included  Marfan’s  syndrome  with 
cystic  medial  necrosis  of  the  aorta  and  the 
pulmonary  and  renal  arteries  and  a dis- 
secting aneurysm  of  the  ascending  aorta. 

Comment 

Thirty-five  cases  of  bacterial  or  fungal 
endocarditis  in  narcotic  addicts  have  been 
reported  previously  and  are  listed  in  Table 
I.  The  clinical  diagnosis  of  endocarditis 
was  confirmed  by  autopsy  in  12  of  20  heroin 
addicts  and  10  of  15  opium,  morphine,  or 
dihydromorphinone  hydrochloride  addicts. 

In  the  heroin  addicts,  staphylococci  and 
Candida  species  were  the  microorganisms 
most  commonly  isolated,  and  the  tricuspid 
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TABLE  I.  Cases  of  endocarditis  in  narcotic  addicts* 


Case 

Number 

Reported  By 

Narcotic 

Causative 
M icroorganism 

Valve  Involved 

Confirmed 
by  Autopsy 

i 

Olsson  and  Romansky1 

Heroin 

Staph,  aureus 

Tricuspid 

No 

2 

Olsson  and  Romansky1 

Heroin 

Staph,  aureus 

Tricuspid 

No 

3 

Olsson  and  Romansky1 

Heroin 

Staph,  aureus 

Tricuspid 

No 

4 

Olsson  and  Romansky 1 

Heroin 

Staph,  aureus 

Tricuspid 

Yes 

5 

Hussey  et  al.2 

Heroin 

Staph,  aureus 

T ricuspid 

Yes 

6 

Hussey  et  al.2 

Heroin 

Staph,  aureus 

Tricuspid 

Yes 

7 

Hussey  et  al.2 

Heroin 

Staph,  aureus 

Tricuspid 

Yes 

8 

Hussey  et  al.2 

Heroin 

Pseudomonas 

aeruginosa 

Aortic 

Yes 

9 

Zeller  et  al  J 

Heroin 

Staph,  aureus 

Tricuspid 

No 

10 

Wilhelm  et  al.4 

Heroin 

Staph,  aureus 

Tricuspid 

No 

11 

Wilhelm  et  al.4 

Heroin 

Staph,  albus 

Tricuspid 

No 

12 

Wilhelm  et  al.* 

Heroin 

Staph,  albus 

Tricuspid 

No 

13 

Romansky  and  Holmes5 

Heroin 

Staph,  aureus 

Aortic 

No 

14 

Kearns6 

Heroin 

Ps.  aeruginosa 

Aortic  and  mitral 

Yes 

15 

Wikler  et  al.7 

Heroin 

Candida  parakrusei 

Mitral 

Yes 

16 

Helpem14  and  Wiener, 
cited  by  Wikler  et  al.7 

Heroin 

C.  parakrusei 

Mitral 

Yes 

17 

Helpem14  and  Wiener, 
cited  by  Wikler  et  al.7 

Heroin 

C.  parakrusei 

Mitral 

Yes 

18 

Peery,  cited  by  Wikler 
et  al.7  Zimmerman8 

Heroin 

Candida  guillier- 
mondi 

Mitral 

Yes 

19 

Joachim  and  Polayes9 

Heroin 

C.  parakrusei 

Aortic 

Yes 

20 

Andriole  et  al. 10 

Heroin 

C.  parakrusei 

Aortic 

Yes 

21 

Wilder" 

Dihydromorphinone 

hydrochloride 

Staph,  aureus 

Tricuspid 

Yes 

22 

Luttgens12  15 

Opium 

Nonhemolytic 
streptococcus  f 

Aortic** 

Yes 

23 

Luttgens12.15 

Morphine 

N onhemoly tic 
streptococcus 

Aorticft 

Yes 

24 

Luttgens1215 

Morphine 

Nonhemolytic 

streptococcus 

Aortic** 

Yes 

25 

Luttgens1215 

Morphine  and  opium 

N onhemoly  tic 
streptococcus 

Aortic 

Yes 

26 

Luttgens1215 

Morphine  and  opium 

Nonhemolytic 

streptococcus 

Aortic  and 

possibly  mitral 

No 

27 

Luttgens1215 

Morphine 

N onhemoly  tic 
streptococcus 

Aortic  and 

possibly  mitral 

No 

28 

Luttgens1215 

Morphine 

N onhemoly  tic 
streptococcus 

Aortic  and  mitral 

Yes 

29 

Luttgens1215 

Opium 

Streptococcus 

faecalis 

Mitral 

Yes 

30 

Luttgens1215 

Morphine 

Str.  faecalis 

Aortic 

No 

31 

Luttgens1215 

Opium 

Contaminated 

culture 

Aortic  and 

possibly  mitral 

No 

32 

Luttgens12  15 

Opium 

Escherichia  coli 

Aortic** 

Yes 

33 

Luttgens1215 

Morphine 

Aerobacter 

aerogenes 

Mitral 

No 

34 

Luttgens1215 

Morphine  and 

dihydromorphinone 

hydrochloride 

Ps.  aeruginosa 

Tricuspid 

Yes 

65 

McMillan  and  Wilbur13 

Morphine 

Staph,  aureus 

Aortic  and  mitral 

Yes 

* Two  cases  reported  by  Olsson  and  Romansky1  are  not  included  because  cultures  of  blood  were  sterile,  no  heart  murmurs 
were  heard,  and  autopsies  were  not  performed. 

t At  autopsy  a fungus  was  seen  in  histologic  sections  of  the  vegetation  but  was  not  cultured. 

**  Secondary  involvement  of  the  mitral  valve, 
ft  Secondary  involvement  of  the  mitral  and  tricuspid  valves. 


valve  was  the  most  frequent  site  of  involve- 
ment. As  shown  in  Table  II,  12  of  20 
heroin  addicts  (60  per  cent)  had  staphylo- 
coccal endocarditis,  and  in  11  of  these  12 
patients  the  tricuspid  valve  was  involved. 
Six  of  the  20  heroin  addicts  (30  per  cent) 
had  endocarditis  caused  by  Candida  species. 
In  contrast,  in  opium,  morphine,  and  di- 
hydromorphinone  hydrochloride  addicts, 
streptococci  were  the  microorganisms  most 
commonly  isolated,  and  the  aortic  and  mi- 
tral valves  were  the  most  frequent  sites  of 
involvement. 

Only  about  10  per  cent  of  cases  of  bac- 


terial endocarditis  are  caused  by  staph- 
ylococci, and  fungal  endocarditis  is  even 
less  frequent.16  Furthermore,  only  5 per 
cent  of  all  cases  of  endocarditis  involve  the 
right  side  of  the  heart. 17  The  reason  for  the 
extremely  high  incidence  of  fungal  and 
staphylococcal  endocarditis  and  the  associa- 
tion of  staphylococcal  endocarditis  with 
tricuspid  valve  involvement  in  heroin  ad- 
dicts is  not  clear.  It  is  of  interest  that  the 
heroin  addict  presented  in  this  report  and 
Case  13  in  Table  I are  the  only  reported 
heroin  addicts  with  staphylococcal  endo- 
carditis not  involving  the  tricuspid  valve. 
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TABLE  II.  Microorganism  and  heart  valve  involved  in  35  narcotic  addicts  with  endocarditis 


15  Opium,  Morphine,  and 
Dihydromorphinone 

20  Heroin  Addicts Hydrochloride  Addicts 


Description 

Total 
Number 
of  Cases 

Proved 

by 

Autopsy 

No 

Autopsy 

Total 

Proved 

by 

Autopsy 

No 

Autopsy 

Total 

M icroorganism 

Staphylococcus 

14 

4 

8 

12 

2 

0 

2 

Candida  species 

6 

6 

0 

6 

0 

0 

0 

Streptococcus 

9 

0 

0 

0 

6 

3 

9 

Others 

6 

2 

0 

2 

2 

2 

4 

Heart  valve:  primarily  involved 

Tricuspid 

13 

4 

7 

11 

2 

0 

2 

Aortic  and/or  mitral 

22 

8 

1 

9 

8 

5 

13 

The  portal  of  entry  for  the  microorgan- 
isms causing  endocarditis  in  addicts  is  most 
likely  related  to  contaminated  narcotics  and 
equipment  or  the  nonsterile  methods  used 
by  “mainline”  (intravenous)  addicts.  One 
of  the  possible  sources  of  contamination  of 
narcotics  is  the  practice  of  adding  foreign 
material  to  “cut”  (dilute)  the  drug.  Wikler 
et  al.1  analyzed  11  samples  of  heroin  and 
found  that  lactose,  sucrose,  mannitol,  or 
other  sugars  of  unspecified  types,  starch, 
cinchona  alkaloids,  brucine,  or  procaine 
hydrochloride  had  been  added  to  the  nar- 
cotic. Moreover,  these  investigators  were 
able  to  isolate  fungi  (species  unstated)  from 
several  of  these  samples.  Luttgens12  and 
Hussey  and  Katz18  as  well  as  the  patient 
presented  here  have  described  the  usual 
method  of  introducing  a narcotic  into  a 
vein.  The  drug  is  dissolved  in  water  in  a 
bottle  cap  or  spoon  and  then  is  sucked 
through  cotton  into  an  eye  dropper.  An 
unsterile  needle  is  attached  to  the  eye 
dropper  and  introduced  into  the  vein  with- 
out first  wiping  the  skin  with  an  antiseptic. 
The  equipment  is  often  shared,  sometimes 
without  even  a cold  water  rinse  between  in- 
jections. 

There  has  been  a high  incidence  of  septic 
pulmonary  infarction  in  narcotic  addicts 
with  endocarditis;  14  of  35  (40  per  cent)  of 
the  cases  listed  in  Table  I (Cases  1 to  7, 
9 to  12,  21,  32,  and  34)  as  well  as  the  pa- 
tient presented  in  this  report  had  episodes 
consistent  with  septic  pulmonary  infarc- 
tion. Septic  pulmonary  emboli  can  origi- 
nate from  vegetations  on  the  tricuspid  valve 
(all  13  patients  with  primary  tricuspid  valve 
involvement  had  septic  pulmonary  emboli) 
or  from  septic  thrombophlebitis  occurring 
at  the  site  of  injection  of  the  narcotic. 


It  is  of  interest  that  the  patient  pre- 
sented in  this  report  had  Marfan’s  syn- 
drome as  described  by  McKusick.19  20  He 
had  arachnodactyly,  dolichocephaly,  high- 
arched  palate,  kyphoscoliosis,  and  pes 
planus.  His  arm  span  was  greater  than  his 
height,  and  he  had  an  upper  to  lower  body 
segment  ratio  of  0.83.  Normal  is  0.93, 
while  patients  with  Marfan’s  syndrome  are 
usually  in  the  range  of  0.85.  He  also  had 
cystic  medial  necrosis  of  the  aorta  and 
other  large  arteries  with  a dissecting  an- 
eurysm of  the  ascending  aorta.  Although 
he  did  not  have  ectopia  lentis,  he  had  bi- 
lateral colobomas  of  the  lenses  which  have 
been  described  in  a number  of  cases  of  Mar- 
fan’s syndrome.21  There  was  no  family 
history  of  the  disease,  but  according  to 
McKusick,19  about  15  per  cent  of  cases  of 
Marfan’s  syndrome  arise  de  novo. 

Bacterial  endocarditis  is  a rare  complica- 
tion of  Marfan’s  syndrome,  and  a total  of 
only  3 cases  have  been  described  in  the 
world’s  literature.20  22  23  The  patient  pre- 
sented in  this  report  had  no  cardiac  murmur 
prior  to  the  onset  of  endocarditis,  and  the 
mitral  valve  demonstrated  only  the  residua 
of  healed  bacterial  endocarditis.  Since 
there  was  no  predisposing  lesion  of  the 
mitral  valve,  Marfan’s  syndrome  cannot  be 
considered  a predisposing  factor  in  the  de- 
velopment of  endocarditis. 

Summary 

A case  of  endocarditis  caused  by  Staph- 
ylococcus aureus  in  a narcotic  addict  with 
Marfan’s  syndrome  is  described.  Cases  of 
bacterial  and  fungal  endocarditis  in  nar- 
cotic addicts  reported  previously  are  dis- 
cussed with  respect  to  the  pathogenesis, 
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causative  microorganisms,  and  valves  in- 
volved. 
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Retirement  crisis  workshop 
sponsored  by  institute 

A two-part  workshop  aimed  at  conceptualiza- 
tion of  the  retirement  crisis  was  recently  held 
by  the  National  Institute  of  Child  Health  and 
Human  Development. 

Chaired  by  F.  Carp,  M.D.,  of  this  Institute, 
the  sessions  brought  together  specialists  in  aging 
from  across  the  country  for  informal  discussions 
of  retirement  in  developmental  terms. 

The  assembled  psychologists,  sociologists, 
physicians,  and  government  experts  met  to  over- 
come one  of  the  most  serious  limitations  to  re- 
search efforts  in  the  study  of  retirement.  That 
is  the  lack  of  adequate  formulation  of  the  devel- 
opmental aspects  of  the  period  in  a person’s  life 
known  as  retirement. 
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Among  concepts  discussed  during  the  work- 
shop were  the  definition  of  retirement,  the  ges- 
tation period  of  retirement,  individual  con- 
straints at  the  time  of  retirement,  the  meaning 
of  work,  what  actually  happens  during  this  pe- 
riod of  transition  and  adjustment,  and,  how 
different  types  of  people  may  resolve  the  retire- 
ment crisis.  Also,  what  observed  effects  are  the 
results  of  aging  and  which  result  from  retire- 
ment, health  and  retirement,  the  social  context 
of  retirement,  and  the  positive  aspects  of  activ- 

ity. 

This  institute  will  follow  up  this  workshop 
with  conferences  and  other  working  groups  of 
experts  who  will  meet  during  the  next  two  years. 
These  groups  will  help  to  clarify  the  concepts 
formulated  during  the  workshop  and  move  to- 
ward development  of  an  active  research  program 
in  retirement  within  the  Institute’s  Adult  Devel- 
opment and  Aging  branch. 
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T here  are  few  reports  in  the  American 
literature  about  the  familial  occurrence  of 
amyotrophic  lateral  sclerosis  despite  the 
fact  that  the  European  literature  is  replete 
with  them.  We  have  been  able  to  study  a 
family  of  4 sisters  and  1 brother  in  which  3 
sisters,  aged  sixty-five,  sixty,  and  fifty-six, 
and  the  brother  showed  neurologic  signs. 
Two  of  the  sisters  had  unequivocal  signs  and 
symptoms  of  amyotrophic  lateral  sclerosis 
confirmed  by  electromyography;  the  third 
sister  had  electromyographic  evidence  with- 
out clinical  signs;  the  fourth  sister  refused 
to  be  interviewed;  and  the  brother,  who 
was  interviewed  but  not  examined,  showed 
evidence  of  speech  impairment  suggestive  of 
the  disease.  The  father  died  at  age  seventy 
in  a car  accident.  The  mother  is  said  to 
have  had  rheumatic  heart  disease  and 
exacerbations  of  some  ill-defined  condition 
involving  her  extremities,  especially  on  her 
left  side;  she  apparently  died  of  a stroke  at 
age  sixty.  No  family  history  could  be  ob- 
tained indicating  neurologic  disease  in  other 
relatives. 

Case  reports 

Case  1.  A sixty- three-year-old  white, 
thin,  poorly-developed  female  was  admitted 


to  the  Hebrew  Hospital  for  Chronic  Sick  on 
October  27,  1965  with  a diagnosis  of  cardiac 
decompensation,  multiple  sclerosis,  and  mus- 
cular dystrophy.  She  had  had  hypertension 
for  ten  years.  She  was  said  to  have  had  a 
stroke  in  April,  1965,  with  involvement  of 
her  right  leg.  A similar  episode  occurred 
one  month  later  involving  the  same  side  but 
this  time  her  ability  to  swallow  was  impaired. 
In  July,  1965,  the  patient  had  edema  of  the 
lower  extremities  and  was  treated  with  digi- 
talis for  cardiac  decompensation.  Six 
months  before  admission  the  family  noted 
alterations  in  the  patient’s  speech  pattern, 
and  during  this  period  her  ambulation  grad- 
ually became  impaired.  On  examination 
the  patient  was  well  oriented  and  alert. 
Although  she  could  communicate  ade- 
quately with  complete  sentences,  appropri- 
ate vocabulary,  and  sentence  structure,  she 
was  dysarthric,  exhibiting  symptoms  in- 
volving phonation,  rhythm  patterns,  rate, 
and  articulation  to  a lesser  degree.  Her 
tongue  showed  fasciculations  which  were 
also  noted  in  the  arms  and  thighs  without 
provocation  by  tapping.  The  blood  pres- 
sure was  195/105,  pulse  was  80  and  regular, 
heart  was  not  enlarged,  no  murmurs  were 
present,  and  sounds  were  only  fair,  A2 
greater  than  P2.  The  lungs  were  clear. 
The  abdomen  was  normal.  The  lower  ex- 
tremities exhibited  bilateral  foot  drop  and  4 
plus  edema  to  midleg.  Her  reflexes  were 
slightly  diminished,  neither  Babinski’s  nor 
Hoffmann’s  signs  were  present.  There  was 
weakness  and  marked  muscle  atrophy  in  all 
extremities. 

The  ancillary  workup  including  complete 
and  differential  blood  counts,  urinalysis, 
fasting  blood  sugar,  blood  urea  nitrogen, 
blood  cholesterol,  total  protein  and  albumin- 
globulin  ratio,  cephaline  flocculation,  thy- 
mol turbidity,  and  blood  serology  were  all 
within  normal  range.  The  electrocardio- 
gram showed  some  S-T  changes  suggesting  a 
digitalis  effect.  The  chest  x-ray  film 
showed  increased  markings  at  the  left  lung 
base.  Electromyographic  studies  of  the 
tibialis  anterior,  extensor  hallucis  longus, 
gastrocnemius,  vastus  medialis,  and  exten- 
sor digitorum  communis  of  both  lower  ex- 
tremities showed  fibrillation  at  rest. 
Speech  analysis  disclosed  the  character  of 
the  dysarthria  as  suggestive  of  amyotrophic 
lateral  sclerosis. 

Following  admission  there  was  a rapid 
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and  progressive  deterioration  in  the  pa- 
tient’s condition.  Her  speech  became  un- 
intelligible. She  became  bedridden.  Two 
months  after  admission  she  died  suddenly. 
A postmortem  examination  with  special 
reference  to  the  spinal  cord  disclosed  micro- 
scopic evidence  of  degeneration  of  anterior 
horn  cells  as  well  as  degeneration  of  cortico- 
spinal tracts  indicative  of  amyotrophic 
lateral  sclerosis. 

Anatomical  diagnoses.  (2)  Amyo- 
trophic lateral  sclerosis 

2.  Marked  muscular  atrophy  of  body  and 
extremities 

3.  Intracranial  tumor  (?)  meningioma  of 
right  sphenoid  bone 

4.  Pulmonary  emphysema 

5.  Marked  occlusive  coronary  atherosclero- 
sis 

6.  Generalized  arteriosclerosis 

7.  Chronic  cholecystitis  with  cholelithiasis 

8.  Decubitus  ulcer  over  sacrum 

Autopsy  examination.  Autopsy  ex- 
amination shows  marked  muscle  wasting  of 
the  upper  and  lower  extremities  involving 
the  muscles  of  the  arms,  forearms,  hands 
and  fingers,  thighs,  legs,  and  feet.  There  is 
bilateral  foot  drop  present.  There  is  a 
decubitus  ulcer  over  the  sacral  region  3 
inches  in  maximum  dimension.  The  pu- 
pils are  dilated;  rigor  mortis  is  absent;  and 
cyanosis  of  the  fingernails  is  present. 

The  scalp  is  incised  and  reflected.  The 
galea  shows  no  evidence  of  trauma.  The 
calvarium  is  removed.  The  brain  weighs 
1,100  Gm.  Attached  to  the  sphenoid  bone, 
just  to  the  right  of  the  sella  turcica,  is  a soft 
fleshy  red  tumor  mass  measuring  3 cm.  in 
maximum  dimension.  This  fleshy  tumor 
mass  is  intimately  adherent  to  the  under- 
surface of  the  right  frontal  lobe  and  is  at- 
tached to  the  right  first  olfactory  cranial 
nerve.  The  brain  has  been  saved  for  fixa- 
tion and  will  be  described  after  cutting. 
The  sphenoid  bone  is  very  superficially  in- 
vaded by  this  fleshy  tumor  mass  up  to  a 
distance  of  only  several  millimeters.  The 
pituitary  is  attached  to  the  tumor  mass. 

The  body  is  opened  through  a midline 
incision.  The  lungs  are  markedly  em- 
physematous and  meet  in  the  midline. 
The  heart  weighs  180  Gm.  Coronary  ves- 
sels show  marked  calcific  atherosclerosis 
with  narrowing  of  the  lumen  down  to  20  per 
cent  of  its  normal  diameter  in  some  areas. 


The  valves  are  natural.  Myocardium  is 
reddish  brown.  No  areas  of  infarction,  old 
or  recent,  are  noted  grossly.  The  peri- 
toneal cavity  is  not  abnormal.  The  liver  is 
dark  purplish  brown  in  color;  weighs  1,000 
Gm.  and  on  sectioning  is  congested.  The 
gallbladder  contains  a single  rounded  stone, 
dark  green  in  color,  measuring  2 cm.  in 
maximum  dimension.  The  pancreas  and 
adrenals  are  natural.  The  kidneys  weigh 
180  Gm.  each,  and  section  shows  congestion. 
The  spleen  weighs  80  Gm.,  is  purplish  red  in 
color  and  section  shows  it  to  be  firm.  The 
stomach  and  small  and  large  bowel  are 
natural.  Abdominal  aorta  shows  moderate 
atherosclerosis.  The  uterus  is  small,  and 
ovaries  are  small  and  fibrotic.  A portion  of 
the  spinal  cord  is  removed  and  saved 
for  fixation  and  future  sectioning.  There  is 
atrophy  of  the  muscle  groups  of  the  chest, 
diaphragm,  and  psoas  muscles,  as  well  as 
the  abdominal  muscles. 

Microscopic  examination.  Sphenoid 
bone  tumor  reveals  a meningioma  with 
superficial  invasion  of  the  periosteum. 
The  pituitary  shows  congestion.  The 
spinal  cord  shows  degeneration  of  anterior 
horn  cells  as  well  as  degeneration  of  cortico- 
spinal tracts. 

Clinical  diagnosis.  (2)  Amyotrophic 
lateral  sclerosis 

2.  Occlusive  coronary  atherosclerosis  of 
heart  marked  with  patchy  myocardial  fibrosis 

3.  Chronic  uterine  cystic  cervicitis 

4.  Acute  central  lobular  congestion  of  the 
liver 

5.  Arterial  nephrosclerosis 

6.  Moderate  to  marked  atrophy  of  volun- 
tary muscle  fibers 

7.  Pulmonary  emphysema  and  interstitial 
fibrosis  of  lungs 

8.  Interstitial  fibrosis  and  fatty  infiltration 
of  pancreas 

9.  Acute  and  chronic  congestion  of  spleen 

10.  Adrenal  congestion 

Gross  neuropathology.  The  cerebral 
dura  is  not  available  for  examination.  The 
hemispheres  are  symmetrical.  There  is 
slight  gyral  flattening  over  the  convexities 
and  mild  leptomeningeal  thickening.  The 
flattening  of  the  gyri  might  be  due  to  arti- 
fact. Received  with  the  specimen  is  an  ir- 
regular mass  of  tissue  measuring  2 cm.  in 
diameter  which  is  firm,  granular,  and  whit- 
ish gray.  The  prosector  states  the  actual 
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FIGURE  1.  Cross  section  of  pectoral  muscle  show- 
ing size  variation  of  groups  of  muscle  fibers.  Note 
few  areas  showing  phagocytosis  of  individual  mus- 
cle fibers.  (Hematoxylin  and  eosin  stain). 


mass  was  approximately  4 cm.  in  diameter 
and  was  solidly  attached  to  the  dura  cover- 
ing the  sphenoid  ridge  on  the  right  side. 
The  circle  of  Willis  is  partially  disrupted 
and  displays  focal  atheromatous  changes 
along  the  basilar  and  middle  cerebral  arte- 
ries. The  optic  nerves  appear  normal. 
Not  all  cranial  nerves  are  available  for 
evaluation  because  of  postmortem  tear  but 
they  appear  essentially  unremarkable. 
There  is  no  evidence  of  increased  intra- 
cranial pressure.  There  is  an  impression 
that  both  cerebellar  hemispheres  are  mod- 
erately shrunken  symmetrically. 

Coronal  sections  reveal  a moderate  thin- 
ning of  the  cerebral  cortex  in  the  frontal  and 
temporal  lobes.  The  centra  semiovale 
appear  unremarkable.  There  is  moderate 
dilatation  of  the  ventricular  system.  No 
softening  or  other  lesions  are  present  any- 
where in  the  cerebral  hemisphere.  The 
basal  ganglia  are  intact.  The  substantia 
nigra  is  well  pigmented.  Midbrain  and 
pons  appear  normal.  At  the  level  of  the 
medulla,  the  pyramids  appear  slightly 
shrunken.  In  the  upper  portion  of  the 
cervical  cord,  there  is  obvious  chalk-white 
discoloration  of  the  pyramidal  tract. 


FIGURE  2.  Section  of  motor  cortex  showing  slight 
decrease  in  neurons  in  layers  3 and  5 with  shrunken 
pyknotic  nuclei  and  eosinophilic  cytoplasm. 
(Hematoxylin  and  eosin  stain). 

A segment  of  spinal  cord  measures  13  cm. 
in  length.  The  dural  covering,  on  external 
examination  of  the  cord,  is  unremarkable. 
On  cross  section,  the  pyramidal  tract  is  firm, 
chalk-white,  and  well  demarcated.  This  is 
more  obvious  in  the  upper  portion  but  ex- 
tends down  to  the  lumbar  areas. 

Neuropathology,  microscopic.  Hema- 
toxylin and  eosin  stains  of  cross  and  longi- 
tudinal sections  of  the  abdominal,  pectoral, 
and  deltoid  muscles  show  variation  in  size  of 
groups  of  muscle  fibers.  Many  groups  of 
muscle  fibers  are  atrophied  and  show  a uni- 
form decrease  in  size.  There  are,  in  addi- 
tion, a few  areas  showing  phagocytosis  of 
individual  muscle  fibers  (Fig.  1). 

Hematoxylin  and  eosin  stain  of  a section 
of  the  tumor  shows  psammoma  bodies,  ag- 
gregates of  uniform  cells  with  confluent  cy- 
toplasm, and  minimal  intervening  vascular 
trabeculae.  There  are  some  giant  cells 
seen.  There  is  no  calcification  or  cyst  for- 
mation. 

Hematoxylin  and  eosin  stain  of  a section 
from  the  motor  cortex  shows  a slight  de- 
crease in  the  number  of  neurons  in  layers  3 
and  5.  The  neurons  have  shrunken  pyk- 
notic nuclei  and  eosinophilic  cytoplasm. 
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FIGURE  3.  Cross  section  of  medulla  oblongata 
showing  decreased  number  of  neurons  in  hypo- 
glossal nucleus  and  inferior  olives  with  spongy 
changes  and  pallor  of  the  pyramids.  (Hema- 
toxylin and  eosin  stain). 


The  decrease  in  number  of  neurons  becomes 
more  prominent  with  Nissl’s  stain.  In 
Bodian  preparation,  no  plaques  or  tangles 
are  noted.  Nissl’s,  myelin,  Bodian,  fat,  and 
hematoxylin  and  eosin  preparations  of  the 
internal  capsule  show  no  significant  mor- 
phologic change  (Fig.  2). 

Hematoxylin  and  eosin  preparation  of  the 
medulla  shows  a decrease  in  the  number  of 
neurons  in  the  hypoglossal  nucleus  and  in- 
ferior olives.  It  shows  spongy  changes  and 
pallor  of  the  pyramids.  On  myelin  prepa- 
ration, the  demyelinization  of  pyramids  is 
noted.  With  Nissl’s  and  Bodian  stains,  the 
change  in  morphology  becomes  more  prom- 
inent (Fig.  3). 

Multiple  sections  of  different  segments  of 
the  cord  studied  with  hematoxylin  and 
eosin,  myelin,  Nissl’s,  and  Bodian  prepara- 
tions show  a decrease  in  the  number  of 
neurons  in  the  ventral  horns.  The  remain- 
ing nerve  cells  show  various  degenerative 
changes;  many  are  shrunken  and  contain 
an  excess  of  lipofuscin.  There  is  marked 
demyelinization  of  the  anterolateral  cortico- 
spinal tracts  and  well-preserved  posterior 


FIGURE 4.  Cross  section  of  cervical  spine  showing 
some  pallor  of  spinothalamic  tract  and  posterior 
columns.  (Hematoxylin  and  eosin  stain). 


columns  which  is  illustrated  on  the  section 
from  the  thoracic  segment.  In  sections  of 
the  lumbar  cord,  there  is  some  pallor  of 
spinothalamic  tract  and  posterior  columns 
(Fig.  4). 

Pathologic  diagnoses.  (I)  Amyo- 
trophic lateral  sclerosis 

2.  Meningocytic  meningioma 

3.  Neurogenic  and  myopathic  change  in 
muscle 

4.  Ascending  tract  demyelination  due  to 
undetermined  cause 

Case  2.  The  second  patient,  a sixty- 
year-old  woman,  was  interviewed  and 
examined  on  December  15,  1965.  She  had 
had  lower  urinary  tract  difficulties  for  four 
years  which  had  been  diagnosed  at  another 
institution  “many  years”  ago  as  spastic  hy- 
pertonic neurogenic  bladder  secondary  to 
multiple  sclerosis.  She  was  wheelchair- 
ridden  for  several  years.  Her  speech  was 
dysarthric  with  symptoms  involving  phona- 
tion,  rhythm  patterns,  and,  to  a lesser  de- 
gree, articulation.  Communication  was 
adequate  with  complete  sentences  that  were 
appropriate  in  the  use  of  vocabulary  and 
sentence  structure.  The  tongue  showed 
fasciculations.  Her  reflexes  were  spastic 
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throughout;  Babinski’s  and  Hoffmann’s 
signs  were  3 plus  bilaterally;  atrophy  and 
reduced  muscle  power  of  the  intrinsic  mus- 
cles of  the  hands  were  present;  the  biceps 
were  intact  bilaterally  but  the  triceps  were 
weak;  the  shoulder  muscles  were  intact; 
there  was  bilateral  foot  drop,  adductor 
spasm,  and  spastic  paralysis  of  both  lower 
extremities.  Ankle  clonus  was  not  present. 

Laboratory  examinations  revealed  a 
urine  which  was  yellow,  clear,  and  acid; 
urinalysis  showed  a specific  gravity  of  1.018, 
was  negative  for  sugar,  albumin  was  1 plus, 
and  microscopic  examination  showed  nega- 
tive results.  The  hemaglobin  was  12.9  Gm. 
per  100  ml.;  the  hematocrit  was  39.5.  The 
white  blood  count  was  7,800  with  segments 
66,  lymphocytes  30,  monocytes  4,  and  the 
smear  showed  normal  findings.  The  eryth- 
rocyte sedimentation  rate  was  50  mm.  in 
one  hour.  Blood  serology  (slide  test)  was 
nonreactive;  fasting  blood  sugar  was  109 
mg.  per  100  ml.  Blood  urea  nitrogen  was 
13  per  100  ml.  The  serum  cholesterol  was 
295  mg.  per  100  ml.  The  total  protein  was 
8.3  Gm.  per  100  ml.  with  albumin  4.9, 
globulin  3.4,  and  an  albumin-globulin  ratio 
of  1.4:1;  thymol  turbidity  was  7. 4 units;  and 
cephalin  flocculation  was  3 plus  in  twenty- 
four  hours.  The  alkaline  phosphatase  was 
13.5  Bodansky  units. 

The  electromyographic  study  disclosed 
fibrillations  at  rest  in  the  right  tibialis  an- 
terior, the  right  extensor  hallucis  longus, 
and  the  right  and  left  gastrocnemius.  The 
left  tibialis  anterior,  the  right  extensor 
digitorum  communis,  and  the  right  biceps 
showed  fibrillations  and  fasciculations. 
The  diagnosis  was  amyotrophic  lateral 
sclerosis,  active  in  the  upper  extremity  and 
burned  out  in  the  lower  extremities  which 
were  highly  fibrotic. 

Speech  evaluation  disclosed  that  pho na- 
tion was  strained,  and  there  was  reduced 
rate  with  impairment  of  rhythm  and  re- 
duced inflection.  Articulation  was  affected 
so  that  T and  L sounds  were  at  times 
omitted  or  substituted.  There  was  limited 
tongue  lateralization  and  although  protru- 
sion and  retraction  were  adequate,  repeti- 
tive motions  were  slow.  Fasciculations 
were  noted  in  the  tongue.  The  patient  was 
referred  back  to  the  outpatient  department 
of  the  hospital  where  she  was  being  treated. 
At  the  last  report,  March  1,  1966,  her  condi- 
tion had  somewhat  deteriorated. 


Case  3.  The  third  sister,  age  fifty-six, 
was  examined.  She  had  no  complaints 
and  her  past  history  was  not  contributory. 
Her  general  physical  examination  showed 
negative  results  as  did  the  ancillary  labora- 
tory examinations.  Her  reflexes  were  hy- 
peractive, no  abnormal  reflexes  were  elic- 
ited, and  muscle  power  was  normal  in  all  ex- 
tremities. 

The  electromyographic  examination 
showed  fasciculation  in  the  right  extensor 
hallucis  longus  and  the  right  tibialis  anterior 
muscles.  Analysis  of  her  speech  disclosed 
a mild  dysarthria  with  symptoms  involving 
phonation  and  rhythm  patterns.  During 
examination  phonation  became  strained 
from  time  to  time,  the  voice  becoming 
hoarse  and  nasal.  There  were  pauses  for 
breath  at  inappropriate  times  and  sudden 
increases  in  volume.  Limited  ability  to 
elevate  the  tongue  was  demonstrated. 

Comment 

Amyotrophic  lateral  sclerosis  described 
by  Charcot  one  hundred  years  ago  is  a nerve 
cell  disorder,  the  cause  of  which  remains  un- 
known. A great  number  of  agents  have 
been  proposed  as  causative  factors  including 
trauma,  infections,  intoxications,  deficien- 
cies, metabolic  disorders,  and  enzymatic 
dysfunctions. 

The  role  of  heredity  is  far  from  clear,  al- 
though the  disorder  encountered  in  Guam 
and  the  Pacific  Islands  is  clearly  genetically 
determined. 1-5  In  the  western  world,  with 
a relatively  low  incidence  of  the  disease,  the 
hereditary  aspect  has  as  yet  to  be  proved.2 

The  degenerative  process,  involving  an- 
terior horn  cells,  pyramidal  tracts,  as  well 
as  internuncial  cells,  leads  to  instability  of 
the  anterior  horn  cell  membrane  not  unlike 
that  which  occurs  in  spasticity  due  to  spinal 
transection.  As  a consequence  of  the  re- 
moval of  inhibitory  influences  the  cell  re- 
ceives more  segmental  excitatory  stimuli 
than  it  would  normally,  and  its  resting  po- 
tential shifts  toward  the  threshold  value  of 
excitation.  This  shift  favors  a tendency 
toward  oscillation  and  the  state  of  hyper- 
excitability which  in  turn  favors  repetitive 
and  spontaneous  activity.6  However,  the 
possibility  that  the  anterior  horn  cell  mem- 
brane is  directly  damaged  by  some  noxious 
agent  or  that  a failure  of  the  metabolic 
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machine  of  the  cell  produces  a defective 
membrane  should  not  be  excluded.  The  fir- 
ing of  the  cell  is  a random  event  and  leads  to 
the  excitation  of  the  muscle  fibers  attached 
to  the  terminal  axon  fibers.  In  the  muscle  a 
suitable  electrode  is  capable  of  recording 
this  random  activity  of  the  cell  as  fascicula- 
tion.  The  classical  type  of  amyotrophic 
lateral  sclerosis  involves  mainly  anterior 
horn  cells,  and  fasciculation  can  readily  be 
seen  with  the  naked  eye  or  observed 
through  movement  of  the  electrode  in  the 
muscle.  With  the  advance  of  the  disorder 
the  cells  succumb,  and  the  muscle  becomes 
denervated,  motor  unit  by  motor  unit. 
This  event  can  be  detected  as  fibrillation. 
This  neurogenic  atrophy  is  a prominent 
symptom  of  amyotrophic  lateral  sclerosis. 
Other  variants  involving  internuncial  areas 
of  the  spinal  cord  and  medulla  produce 
symptoms  of  spasticity  and  spastic  paraly- 
sis as  well  as  bulbar  difficulties. 

In  the  third  sister,  a diagnosis  of  amyo- 
trophic lateral  sclerosis  could  not  have  been 
made  because  of  the  near  absence  of  clinical 
symptoms.  However,  the  electromyogram 
showed  some  fasciculations.  Her  speech 
was  also  affected,  because  of  her  inability  to 
elevate  the  tongue.  The  latter  symptom 
makes  the  diagnosis  presumptive  for  fascic- 
ulations alone  do  not  indicate  amyotrophic 
lateral  sclerosis;  degeneration  of  cells  has  to 
be  demonstrated  with  fibrillations  in  the 
muscles  examined  to  make  the  diagnosis 
acceptable.  It  is  interesting  to  note  that 
one  sister  was  considered  to  have  multiple 
sclerosis  for  a number  of  years.  Early  elec- 


Child abuse 

It  was  recently  disclosed  by  Commissioner 
George  K.  Wyman  that  the  State  Department 
of  Social  Welfare  has  recorded  416  cases  of  sus- 
pected child  abuse  in  New  York  State  during  the 
year  1966.  This  total,  however,  probably  rep- 
resents only  a small  part  of  the  true  number 
of  cases. 

Physicians,  dentists,  osteopaths,  and  hospitals 
have  been  required  to  submit  reports,  under 
guarantees  of  immunity  from  civil  or  criminal 
liability.  In  addition,  a new  law  also  mandates 
reporting  by  chiropractors,  optometrists,  podia- 
trists, registered  nurses,  and  Christian  Science 
practitioners,  with  the  same  immunity  provi- 
sions. 


tromyography  would  have  helped  to  estab- 
lish the  real  nature  of  the  disease. 

The  appearance  of  amyotrophic  lateral 
sclerosis  in  4 siblings  in  various  stages  of 
development  is  a rather  unusual  occurrence. 
In  view  of  the  total  absence  of  information 
about  other  members  of  the  family  who  re- 
mained in  Europe  and  an  inconclusive  his- 
tory of  the  parents,  a hereditary  element 
cannot  be  adduced.  It  will  be  of  interest  to 
follow  the  course  of  the  disease  in  the  not 
greatly  affected  siblings  and  in  their  off- 
spring. 

Conclusion 

In  a family  of  5 siblings,  2 classical,  and  2 
presumptive  cases  of  amyotrophic  lateral 
sclerosis  have  been  presented.  The  value 
of  early  electromyographic  exploration  has 
been  shown. 
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About  45  per  cent  of  the  cases  reported  dur- 
ing 1966  involved  children  between  the  ages  of 
one  and  four.  Another  28  per  cent  were  less 
than  a year  old,  and  slightly  more  than  25  per 
cent  were  between  five  and  sixteen  years  old. 
Of  the  children  involved,  213  were  boys  and  203 
girls. 

New  York  City  accounted  for  301  cases,  while 
the  remaining  115  were  scattered  among  the  22 
local  welfare  departments  and  societies  report- 
ing. In  the  State  as  a whole,  hospitals  reported 
almost  85  per  cent  of  the  cases  and  physicians 
another  12  per  cent.  The  remaining  3 per  cent 
were  reported  by  various  other  sources. 

These  victims  of  parental  maltreatment  num- 
ber more  than  the  victims  of  the  other  three 
worst  child  killers:  leukemia,  cystic  fibrosis,  or 
muscular  dystrophy. 
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TABLE  I.  Case  reports  of  vesicouterine  fistulas 


Uterovesical  Fistula 


JOHN  M.  TORTORA,  M.D.,  F.A.C.S. 

Brooklyn,  New  York 
BILL  HORTON,  M.D.,  F.A.C.S. 

Brooklyn,  New  York 

From  the  Department  of  Obstetrics  and  Gynecology, 
The  Brooklyn-Cumberland  Medical  Center 


Uterovesical  fistula  is  an  unusual 
lesion.  The  literature  of  the  nineteenth 
and  early  twentieth  centuries  contains  only 
occasional  references  to  this  type  of  fistula; 
200  cases  were  reported  up  to  1901.  Be- 
cause of  improved  obstetric  and  surgical 
technics,  this  entity  has  been  rarely  re- 
ported in  recent  years.  A review  of  the 
literature  for  the  last  sixty-four  years  shows 
that  only  43  more  instances  of  this  lesion 
were  recorded.  These  are  outlined  in 
Table  I.  Most  of  the  contributions  to  the 
literature  are  by  obstetrician-gynecolo- 
gists, since  these  fistulas  follow  accidents  in 
this  area  of  specialization.79-1116 

Vesicouterine  fistulas  may  be  divided 
into  two  categories  by  the  internal  cervical 
os:  (1)  vesicocorporeal,  in  which  the  tract  is 
above  the  internal  os;  and  (2)  vesicocervi- 
cal, in  which  the  tract  is  below  the  internal 
os.  Most  of  the  fistulas  fall  into  the  latter 
category. 

Neugebauer1  in  1889  published  a resume 
of  all  recorded  cases  of  uterovesical  fistula  to 
date.  Of  the  165  total  that  he  reported, 
only  1 was  noted  to  be  above  the  internal  os. 
The  remaining  cases  were,  in  reality,  be- 
tween the  bladder  and  the  cervix.  In  1901 
Sarabezalles  added  36  more,  all  below  the 
internal  os.2  Up  to  1949  an  additional  15 
cases  were  documented  by  various  authors. 
Of  these  only  4 more  communicated  with 
the  body  of  the  uterus.  Recently,  Herr- 
mann, Tarr,  and  Stier15  added  1 more  case 


Author 

Year 

Below 
Internal  Os 
or  Not 
Speci- 
fied 

Above 

Internal 

Os 

Neugebauer1 

(review) 

1889 

164 

1 

Sarabezalles2 

1901 

36 

Various  authors 

1949 

15 

4 

Jonquau3 

1909 

1 

Hess 

1926 

1 

Rubins 

1926 

1 

Lube 

1930 

1 

Kirchner 

1933 

1 

Burr4 

1939 

1 

Williams  and 
Shaw5 

1943 

1 

Frank6 

1945 

1 

Stening 

1950 

1 

Musset  and 
Mazingarbe7 

1950 

2 

Bond  and 
Rogers 

1952 

1 

Kraatz 

1954 

1 

Nourse  and 
W ishard8 

1954 

1 

Raub 

1955 

1 

Faulk  and 
Tancer 

1956 

3 

Guillet  and 
Auvigne9 

1958 

2 

Ezes10 

1959 

1 

Williams11 

1959 

1 

Magri12 

1960 

1 

Hudson13 

1962 

2 

Rauch  and 
Rodgers14 

1962 

1 

Herrmann,  Tarr, 
and  Stier15 

1963 

1 

1 

Longo 

1964 

1 

Totals 

243 

6 

that  involved  the  body  of  the  uterus. 
Thus,  of  the  total  243  recorded  reports  of 
vesicouterine  fistulas,  6 were  between 
corpus  and  bladder,  and  all  the  remaining 
were  below  the  internal  os.  This  case  is 
the  seventh  recorded  fistula  occurring  be- 
tween the  corpus  uteri  and  the  bladder. 

Etiology 

In  past  years,  the  most  common  cause 
producing  a vesicouterine  fistula  was  pres- 
sure necrosis.  This  resulted  from  compres- 
sion of  the  fetal  head  against  the  bladder  in 
long  labors. 17  The  devitalized  tissue  there- 
from resulted  in  fistula  formation.  In 
modern  times,  the  wider  use  of  operative 
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obstetrics,  with  its  resultant  trauma,  had 
indeed  become  the  leading  etiologic  factor. 
Surgical  accidents  either  with  the  curet  or 
during  a cesarean  section  account  for  a 
small  percentage.  Advanced  carcinoma  of 
the  uterus  or  bladder  or  infections  such  as 
tuberculosis  have  caused  vesicouterine 
fistulas.  Irradiation  per  se,  whether  by 
external  x-ray  therapy  or  local  application 
of  radium,  is  rarely  a causative  factor.  If 
so,  it  is  usually  attributable  to  faulty 
technic.5 

Case  report 

A thirty-six-year-old,  white,  para  3-0-0-3, 
whose  last  menstrual  period  had  been 
February  26,  1964,  was  admitted  to  The 
Brooklyn-Cumberland  Medical  Center  on 
March  1,  1964,  with  a history  of  “bloody 
urine  during  menstruation.”  In  July, 
1963,  an  elective  repeat  low-flap  cesarean 
section  had  been  performed.  Two  weeks 
following  this  procedure,  she  noted  hema- 
turia for  the  first  time.  Shortly  thereafter 
she  became  incontinent  of  urine  on  the 
slightest  exertion,  such  as  walking  or  lifting. 
This  rapidly  progressed  to  constant  loss  of 
urine,  even  enuresis.  The  incontinence 
was  associated  with  frequent,  severe,  lower 
abdominal  pain  which  on  occasion  was  in- 
tense enough  to  cause  her  to  “faint.”  The 
urine  was  clear  until  two  days  before  her  ex- 
pected period,  when  it  became  bloody  and 
remained  so  until  the  end  of  the  menses. 
The  remainder  of  her  history  was 
noncontributory. 

Laboratory  work-up  was  all  within  nor- 
mal limits.  A uterogram  clearly  demon- 
strated a fistula  between  the  bladder  and 
the  body  of  the  uterus  above  the  internal  os 
(Fig.  1).  Cystoscopic  examination  showed 
a small  elevated  area  surrounded  by  edema 
in  the  midline  on  the  posterior  superior  wall 
of  the  bladder.  No  definite  opening  was 
seen.  Mild  cystitis  was  present. 

Because  of  the  patient’s  age  and  the  de- 
sire to  retain  her  reproductive  faculty,  it 
was  decided  to  excise  the  fistulous  tract  and 
effect  a repair  of  both  the  involved  organs. 
When  the  patient  was  prepared  for  lapa- 
rotomy, a Foley  catheter  was  placed  in  the 
bladder.  The  distal  end  was  connected  to 
a two-way  stop  clock  and  irrigating  bottle 
so  the  bladder  could  be  filled  easily  and 
emptied  quickly.  Under  satisfactory  gen- 


FIGURE  1.  Uterograms  showing  dye  in  uterus  and 
bladder  with  visualization  of  uterovesical  fistula. 
(A)  Anteroposterior  view.  (B)  Left  posterior  ob- 
lique view.  (C)  Right  posterior  oblique  view. 

eral  anesthesia,  the  old  midline  scar  was  ex- 
cised and  the  peritoneal  cavity  was  entered. 
There  was  no  evidence  of  any  leakage  of 
urine  into  the  peritoneal  cavity.  The  pos- 
terior wall  of  the  bladder  was  densely  ad- 
herent to  the  anterior  wall  of  the  uterus. 
The  bladder  was  distended  with  normal 
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saline  containing  methylene  blue,  but  we 
failed  to  delineate  the  fistula.  The  bladder 
was  opened  and  the  fistulous  ostium  identi- 
fied. A wedge-shaped  incision  was  made 
around  the  ostium,  removing  it  from  the 
bladder,  tagging  it  with  a suture,  and  laying 
it  back.  The  bladder  defect  was  closed  in 
two  layers.  The  first  layer  was  submucosal 
with  interrupted  chromic  number  000  su- 
tures, followed  by  a continuous  chromic 
atraumatic  number  000  suture.  The  surgi- 
cal incision  into  the  bladder  was  closed  in  a 
similar  fashion.  The  integrity  of  the  su- 
ture line  was  demonstrated  by  distending 
the  organ  with  normal  saline  colored  with 
methylene  blue.  At  this  point  the  advisa- 
bility of  leaving  a cystostomy  was  con- 
sidered and  rejected.  It  was  felt  that 
bladder  drainage  would  be  adequate  with 
the  Foley  catheter  alone.  The  fistulous 
tract  was  then  dissected  free  with  difficulty 
to  the  anterior  surface  of  the  uterus,  where 
the  opening  was  found  to  be  just  above  the 
internal  os.  The  entire  tract  was  excised 
by  cutting  through  the  myometrium  into 
the  uterine  cavity.  Thereby  both  ostia 
with  the  entire  fistulous  tract  were  removed 
in  toto.  The  uterus  was  closed  in  two 
layers  with  interrupted  chromic  number  00 
sutures.  Blood  loss  was  minimal.  The 
abdomen  was  closed  in  layers  with  inter- 
rupted black  silk  sutures  to  the  skin.  The 
Foley  catheter  was  left  in  situ  and  con- 
nected to  bottle  drainage.  The  patient  was 
placed  on  oral  tetracycline  therapy.  The 
first  two  postoperative  days  the  patient’s 
temperature  was  elevated  to  101  F.  This 
reverted  to  normal  on  the  third  day  and  re- 
mained so  until  her  discharge  on  the  four- 
teenth postoperative  day.  The  patient 
had  a smooth  convalescence.  She  was  out 
of  bed  the  day  following  the  procedure  with 
minimal  discomfort.  There  was  no  ab- 
dominal distention  or  gastrointestinal  or 
urinary  complaints.  Her  appetite  was 
good.  There  was  no  pain.  Tetracycline 
therapy  was  discontinued  on  the  fifth  post- 
operative day.  The  indwelling  catheter 
was  removed  on  the  twelfth  day  following 
operation.  Catheterization  for  residual 
urine  never  exceeded  5 cc.  Frequent  fol- 
low-up visits  disclosed  the  patient  to  be 
completely  asymptomatic  with  full  control 
of  her  bladder,  no  incontinence,  and  no 
hematuria.  Although  repeated  attempts 
were  made  to  obtain  a follow-up  hystero- 


gram,  and  cystogram,  the  patient  stead- 
fastly refused.  She  was  seen  last  on 
January  20,  1965,  one  year  post  operative, 
and  still  asymptomatic. 

Comment 

This  unusual  case  is  presented  to  demon- 
strate that  these  accidents  can  and  do 
happen.  The  classical  symptoms  are:  cy- 
clic hematuria  (or  menouria),  leakage  of 
urine  per  vagina,  and  occasionally  amenor- 
rhea when  the  menstrual  flux  is  completely 
extruded  into  the  bladder.  Lower  abdom- 
inal pain  may  also  be  present,  as  was  shown 
in  the  case  presented.  Infection  of  both 
organs  is  invariably  present  and  accounts 
for  the  pain.  The  most  common  offender 
is  Escherichia  coli.  The  episodic  increase 
in  the  severity  of  the  lower  abdominal  pain 
is  no  doubt  caused  by  increasing  bladder 
tenesmus.  Cystoscopy  will  easily  establish 
the  diagnosis  when  the  fistulous  opening  is 
seen.  However,  this  is  not  always  the  case; 
often  no  abnormal  condition  is  seen.  As 
in  our  case,  Burr4  examined  his  patient  with 
cystoscopy  during  her  menses,  and  he  was 
able  to  see  blood  ooze  through  a 0.3-cm. 
slit.  One  should  bear  this  condition  in 
mind  when  the  triad  of  cyclic  hematuria, 
pain,  and  urinary  incontinence  presents  it- 
self. A hysterogram  or  cystogram  will 
prove  the  diagnosis  when  the  fistula  is 
demonstrated. 

A very  bizarre  uterovesical  fistula  is  re- 
lated by  Nourse  and  Wishard.8  The  fetal 
parts  were  in  the  bladder  and  emerged 
through  the  external  urinary  meatus. 
Their  review  of  the  literature  from  1876 
failed  to  show  a similar  situation.  Another 
unusual  case  is  recorded  by  Magri  in  1960. 12 
A leiomyoma  eroded  through  the  urinary 
bladder  and  emerged  at  the  external  urinary 
meatus.  The  youngest  reported  case  was 
in  a seventeen-year-old  girl.15  The  oldest, 
reported  by  Frank,6  was  in  a forty-seven- 
year-old  woman  who  underwent  a dilata- 
tion and  curettage,  high  amputation  of  the 
cervix,  and  vaginal  repair.  The  day  fol- 
lowing surgery,  she  complained  of  urine 
leaking  from  the  vagina.  Insertion  of  a 
catheter  showed  the  bladder  to  be  empty. 
However,  his  inspection  of  the  cervix  re- 
vealed a steady  leakage  of  urine  through 
the  external  cervical  os.  A probe  inserted 
through  the  external  os  entered  the  bladder. 


\ 
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The  natural  tendency  of  a fistula  is  to 
close  spontaneously  by  granulation  tissue 
and  cicatrization  with  narrowing  and  even- 
tual closing  of  the  lumen.  Indeed,  there 
are  case  reports  in  which  this  phenomenon 
did  occur. 3 914’ 17-19  It  is  because  of  this 
fact,  that  time  should  be  allowed  for  the 
surrounding  inflammatory  reaction  to  sub- 
side. No  surgical  correction  should  be  at- 
tempted until  at  least  six  months  have 
elapsed.  If  the  fistula  at  that  time  is  still 
patent,  then  surgery  is  indicated. 

There  are  various  approaches  and  meth- 
ods to  the  treatment  of  this  condition. 
The  choice  depends  on  the  skill  and  prefer- 
ence of  the  surgeon.  The  vaginal  approach 
is  difficult,  especially  if  the  fistula  is  high. 
The  exposure  is  poor,  and  the  blood  loss 
may  be  considerable.  This  avenue  of  at- 
tack usually  takes  longer.  Because  of 
these  disadvantages,  the  results  are  gen- 
erally poorer.  The  transperitoneal  method 
gives  the  best  results.  It  provides  excel- 
lent exposure  with  minimal  blood  loss. 
The  operative  time  consumed  is  usually 
shorter.  An  excellent  way  to  insure  a 
good  and  permanent  result  is  to  excise  the 
fistula  from  the  bladder  and  then  perform  a 
total  hysterectomy.  There  are  many  fac- 
tors which  should  weigh  heavily  in  this  de- 
cision such  as  the  age  of  the  patient,  parity, 
desire  for  future  childbearing,  and  so  on. 
The  method  we  employed  was  to  excise  the 
fistula  at  both  ends  in  the  uterus  and  blad- 
der and  remove  the  entire  tract.  This  is  an 
accepted  procedure  and  gives  good  results. 
Some  authors  will  graft  omentum  in  the  an- 
terior cul-de-sac  to  further  insure  their 
results.13 

Gottlieb16  successfully  treated  a case  by 
passing  an  electrode  into  the  fistulous  tract 
and  slowly  withdrawing  the  electrode  with 
the  current  on.  Gann20  utilized  three  ap- 
plications of  radium  in  the  uterine  cavity 
for  a successful  cure.  These  are  unusual 
methods  of  treatment  and  are  certainly  not 
recommended  as  treatments  of  choice. 


Summary 

A case  of  a rare  lesion  of  uterovesical  fis- 
tula has  been  presented.  This  case  is  the 
seventh  reported  instance  of  a fistula  above 
the  internal  cervical  os,  between  the  corpus 
uteri  and  the  bladder.  The  symptoms  of 
cyclic  hematuria,  loss  of  urine  vaginally, 
and  pain,  should  alert  one  to  the  diagnosis. 
This  is  confirmed  by  demonstration  of  the 
fistulous  tract  radiographically.  Treat- 
ment should  be  delayed  for  a minimum  of 
six  months  to  allow  for  the  subsidence  of  in- 
flammatory reaction  and  to  await  the  possi- 
bility of  spontaneous  closure.  Definitive 
treatment  is  surgical.  The  prognosis  is 
excellent. 
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T he  superior  sulcus  or  thoracic  inlet 
tumor  with  its  local  manifestations  of  pain, 
atrophy  of  hand  muscles,  bone  destruction, 
and  Homer’s  syndrome  has  been  well 
studied  since  its  original  description  by 
Pancoast  in  1924. 1,2 

Pancoast’s  original  thesis  of  its  origin 
from  epithelial  rests  of  the  embryonic  fifth 
branchial  cleft  is  no  longer  upheld  by  most 
authors.  Another  of  Pancoast’s  original 
precepts,  that  the  lesion  was  uniformly  fatal 
with  no  favorable  response  either  to  radio- 
therapy or  surgery,  proved  to  be  correct 
until  about  thirty  years  later  when  more 
radical  therapeutic  approaches  were  used. 
In  1954  Haas,  Harvey,  and  Langer3  re- 
ported treating  4 cases  with  the  23-mev. 
betatron.  One  of  these  remained  alive  and 
well  for  over  thirty-five  months  after  re- 
ceiving 11,063  r.  No  details  of  histology 
were  given.  In  1956  Chardack  and  Mac- 
Callum4  reported  a case  in  whom  en  bloc  re- 


section of  the  tumor  was  followed  by  deliv- 
ery of  6,528-r  orthovoltage  therapy  over  a 
fifty-four-day  period.  The  patient  re- 
mained alive  and  well  for  five  years  and  ten 
months  before  dying  of  bronchopneumonia. 
No  evidence  of  residual  tumor  was  found  at 
postmortem  examination.  In  1961  Shaw, 
Paulson,  and  Kee5  reported  on  18  patients 
who  were  managed  on  a regimen  consisting 
of  3,000-  to  3,500-r  telecobalt  therapy  over 
a two -week  period  followed,  after  a one- 
month  interval,  by  surgical  resection  of  as 
much  of  the  lesion  as  feasible,  including 
chest  wall  and  the  lateral  aspects  of  the  in- 
volved vertebrae.  The  results  were  prom- 
ising with  1 case  surviving  fifty-one  months 
at  the  time  of  the  report.  Later  reports 
from  this  group  extend  their  experience  and 
survival  time  even  further.6,7  Groves  in 
19628  reported  on  10  patients  treated  by  a 
more  limited  resection  followed  by  radon 
seed  implantation  of  the  residual  tumor  bed. 
One  of  these  was  alive  and  well  seven  years 
later.  Henschke,  in  I960,9  reported  1 case 
who  survived  ten  years  after  implantation. 

Since  cases  of  this  category  with  long  sur- 
vival are  quite  uncommon  in  the  literature, 
the  following  case  report  appears  to  be  in- 
teresting enough  to  encourage  application  of 
the  methods  described  in  what  is  usually  re- 
garded as  a hopeless  situation. 

Case  report 

A thirty- six-year-old  Chinese  male  was 
admitted  to  the  St.  Vincent’s  Medical 
Center  on  November  24,  1961,  with  a two- 
week  history  of  myalgia,  joint  pains,  and 
warmth  and  swelling  of  both  ankles  and 
both  knees.  Chest  roentgenographs  re- 
vealed a left  upper  lobe  lesion  with  no  dis- 
cernible rib  involvement  (Fig.  1).  Subse- 
quently, the  patient  developed  pain  radiat- 
ing from  the  left  shoulder  down  the  medial 
aspect  of  the  arm  to  the  four  and  fifth 
fingers,  consistent  with  involvement  of  the 
lower  roots  of  the  brachial  plexus. 
Horner’s  syndrome  was  not  present.  Lab- 
oratory studies  were  not  indicative  of  gout, 
rheumatoid  arthritis,  or  other  arthropathy. 
A left  brachial  venogram  showed  complete 
block  of  the  left  axillary  vein.  Broncho- 
scopic  examination  and  prescalene  fat  pad 
biopsy  were  unremarkable.  Aspiration  bi- 
opsy of  the  mass  revealed  anaplastic 
squamous  cell  carcinoma.  The  complaints 
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FIGURE  1.  (A)  Posteroanterior  projection  of  left 
pulmonary  apex  showing  large  left  upper  lobe 
lesion.  Lateral  projection,  not  shown,  shows  ex- 
tension of  tumor  throughout  entire  anteroposterior 
diameter  of  left  upper  lobe.  Venogram  demon- 
strates obstruction  of  left  subclavian  vein.  (B) 
Roentgenographic  status  on  completion  of  pre- 
operative conventional  radiation  therapy. 

referable  to  the  lower  extremities  were  re- 
garded as  manifestations  of  pulmonary 
osteoarthropathy,  although  supportive 
radiographic  changes  were  absent.  There 
were,  however,  elevation  of  gamma- 2-globu- 
lin by  serum  electrophoresis  and  elevation 
of  the  serum  fibrinogen  level  to  840  mg.  per 
100  ml.  (normal  200  to  400),  both  of  which 
are  consistent  with  pulmonary  osteoarthrop- 
athy. The  patient  developed  clubbing  of 
the  fingers  while  under  observation. 
Smoking  history  indicated  usage  of  over  one 


FIGURE  2.  Implant  of  lr192  seeds  covering  tumor 
bed  including  brachial  plexus  area. 


package  of  cigarets  daily  for  the  previous 
twenty  years. 

The  patient  was  treated  with  250-kilovolt 
x-ray  therapy  and  received  a total  dose  of 
5,500  r tissue  dose  over  a fifty-two-day  pe- 
riod. This  was  given  through  opposing  an- 
terior and  posterior  chest  portals  and  oppos- 
ing left  axillary  and  right  cervical  portals. 
No  untoward  reaction  to  treatment  was  en- 
countered, and  there  was  almost  immediate 
relief  of  the  brachial  plexus  pain.  A gen- 
eral feeling  of  well-being  was  also  restored. 
He  began  to  gain  weight,  and  his  joint  pains 
and  clubbing  disappeared.  Radiograph- 
ically there  was  about  60  per  cent  regression 
in  tumor  size. 

Because  of  this  excellent  initial  response, 
implantation  of  iridium- 192  after  resection 
of  the  bulk  of  the  residual  tumor  was  felt  to 
be  indicated.  At  thoracotomy  on  Febru- 
ary 23,  1962,  a complete  left  upper  lobec- 
tomy and  resection  of  sections  of  the  fourth, 
third,  and  second  ribs  en  bloc  was  per- 
formed. At  the  time  of  surgery,  the  entire 
tumor  bed  and  the  residual  tumor  of  the 
brachial  plexus  area  was  implanted  with 
Nylon  tubes.  The  implant  included  the 
paravertebral  tissues,  and  the  most  medial 
plane  of  the  implant  was  at  the  level  of  the 
transverse  processes  of  the  upper  thoracic 
spine.  The  implant  was  afterloaded  with 
69  Ir192  seeds  of  total  activity  of  28.8-mg. 
radium  equivalent  (Fig.  2).  These  were 
differentially  removed  so  that  ultimately 
the  thoracic  spine  received  2,120  r during 
two  days  and  the  remaining  posterior  chest 
wall  4,470  r during  four  days  in  addition  to 
the  external  radiotherapy  mentioned.  The 
pathologist’s  report  on  the  surgical  speci- 
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FIGURE  3.  Roentgenographic  status  fifty  months 
following  combined  external  radiotherapy,  radical 
left  upper  lobectomy  plus  chest  wall  resection, 
and  iridium  implant.  Silver  clips  define  area  of 
tumor  bed. 


men  was  anaplastic  carcinoma  involving 
the  left  upper  lobe,  chest  wall,  and  pleura. 

The  patient’s  recovery  was  uneventful. 
He  remained  alive  and  well  and  without 
evidence  of  disease  sixty-six  months  later, 
with  only  slight  weakness  of  his  left  arm 
(Fig.  3). 


Comment 

The  case  history  suggests  that  the  thera- 
peutic success  to  date  will  have  to  be 
credited  to  the  combination  of  all  radio- 
therapeutic  and  surgical  modalities  avail- 
able: preoperative  radiotherapy,  subtotal 
resection,  and  postoperative  implantation. 

It  corroborates  the  already  known  poten- 
tial curability  of  superior  sulcus  tumors  by 
radical  radiotherapy  and  resectional  sur- 
gery. If  it  follows  radiotherapy,  the  re- 
quired surgery  can  usually  be  of  a more 
limited  nature,  and  significant  mutilation 
can  be  avoided. 


The  more  usual  palliative  therapeutic  ap- 
proaches to  this  well-recognized  lethal 
lesion  appear  no  longer  to  be  justified  and 
should  be  replaced  by  a vigorous  combined 
surgical  and  radical  radiotherapeutic  at- 
tack. The  combination  of  all  therapeutic 
modalities  should  be  adjusted  to  the  clin- 
ical, pathologic,  and  anatomic  factors  of  the 
individual  case. 

Clinically,  in  this  case,  the  large  size  of 
the  lesion  combined  with  peripheral  mani- 
festation of  osteoarthropathy  and  clubbing 
of  the  fingers  appear  noteworthy  as  well  as 
the  remarkably  prompt  and  complete  re- 
sponse of  the  manifestations  to  preopera- 
tive radiotherapy. 


Summary 

A report  of  a case  of  Pancoast’s  syndrome 
due  to  bronchogenic  carcinoma  is  presented, 
and  the  clinical  and  therapeutic  details 
which  brought  about  a sixty-six-month  re- 
mission are  described. 

A radical  radiotherapeutic  approach  in 
combination  with  resectional  surgery  is 
advocated. 
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Sports  injuries  in  a large  metropolitan 
city  like  New  York  comprise  almost  every 
known  type  of  athletic  trauma,  ranging 
from  injuries  sustained  in  a little  municipal 
park  ski  slope  or  ice  rink  to  the  ones  suf- 
fered in  the  indoor  and  outdoor  big-time 
sports  events.  Many  of  these  contests 
have  present  at  the  sports  arena  medical 
personnel  who  can  render  first  aid  or  defini- 
tive treatment  to  the  injured  athlete. 
Many  others  do  not  have  medical  super- 
vision in  attendance  so  that  hospital  emer- 
gency rooms  are  frequently  swamped  with 
injured  sand-lot  or  medically  unsuper- 
vised athletes. 

The  majority  of  our  city  universities, 
high  schools,  and  professional  teams  have 
physicians  present  at  all  their  games.  On 
the  other  hand,  there  are  a great  many 
sports  events  that  lack  proper  medical 
supervision  during  play.  Some  of  these 
athletic  groups  have  adopted  the  trainer 
supervision  method  in  which  the  trainer 
will  call  a physician  if  he  deems  it  necessary. 
Many  of  these  trainers  nowadays  are  well- 
qualified  persons  with  an  adequate  first 
aid  training  and  are  capable  of  handling  an 
emergency  while  awaiting  medical  help. 
The  old  image  of  a trainer  being  a short, 
fat,  cigar-smoking,  tough  guy,  wearing  a 
dirty  sweat  shirt  and  carrying  a bucket  of 
water  and  a towel  in  his  hand,  has  long  since 


disappeared.  This  trainer-present  situa- 
tion is  the  next  best  thing  to  having  a 
physician  in  attendance. 

The  advantages  of  having  a physician 
immediately  available  at  an  athletic  event 
are  numerous  and  incalculable.  Athletes 
feel  more  reassured  and  at  ease  knowing 
that  a physician  is  available  in  case  of 
accidental  injury.  They  play  with  more 
confidence  and  efficiency  when  they  know 
that  proper  medical  emergency  treatment 
will  be  rendered  immediately.  The  agoniz- 
ing and  stressful  waiting  period  before 
help  arrives  is  eliminated. 

Many  coaches  and  trainers  are  happy  to 
have  a physician  present  who  can  render 
decisions  as  to  the  playability  of  a player. 
This  relieves  them  of  a serious  respon- 
sibility. The  question  frequently  arises, 
“What  qualifications  should  a team  physi- 
cian possess?”  Since  his  duties  encompass 
the  treatment  of  trauma  to  the  abdomen, 
chest,  bones,  joints,  soft  tissues,  head, 
neck,  skin,  and  so  on,  he  must  be  a medi- 
cally versatile  healer.  He  must  also  have 
an  interest  and  knowledge  of  athletes  and 
their  sports.  He  should  also  share  in  an 
undemonstrative  manner  in  the  victories 
and  defeats  of  his  cared-for  athletes.  Any 
graduate  physician  can  be  a team’s  physi- 
cian, provided  he  has  had  the  proper  train- 
ing and  has  an  open  mind  to  call  in  the  help 
of  a specialist  when  needed.  The  ideal 
team  physician  should  be  a general  sur- 
geon with  training  in  trauma  of  soft  tis- 
sues, bone,  and  viscera,  coupled  with  a 
medical  school  knowledge  of  medicine, 
psychiatry,  orthopedics,  and  pediatrics. 
He  must  also  be  very  sympathetic  and  have 
understanding  and  patience  to  listen  to 
all  the  various  and  sundry  aches,  pains, 
and  complaints  that  anxious  athletes  con- 
sciously and  subconsciously  develop.  If 
the  physician  has  all  these  attributes,  with 
time  he  will  gradually  develop  an  avid 
interest  in  the  sport,  become  mildly  ad- 
dicted, and  will  find  himself  exercising 
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great  self-restraint  in  preventing  himself 
from  advising  the  coach  as  to  proper 
strategy  in  play.  After  a long  term  of 
office,  a team  physician  will  find  himself 
gradually  sliding  into  the  aforementioned 
pattern. 

The  playing  arena  can  be  compared  to 
an  oversized  experimental  laboratory  in 
trauma  where  the  experimental  animals  are 
the  athletes.  Here,  under  direct  observa- 
tion of  the  physician,  the  causes,  mechanics, 
physiology,  and  treatment  of  injuries  can 
be  accurately  analyzed.  The  team  physi- 
cian therefore  becomes  a trauma  researcher 
with  data  being  presented  to  him  through- 
out a contest.  He  may  come  to  certain 
definite  conclusions  concerning  various 
traumatic  conditions.  A case  in  point 
would  be  the  occurrence  last  year  of  two 
simultaneous  tears  of  the  Achilles  tendon 
in  track  athletes  on  a cold  day  when  in- 
sufficient warming-up  time  was  allowed 
before  full  sprinting.  He  may  suspect  a 
tendinitis  occurring  in  a pitcher’s  shoulder 
following  a particular  type  of  thrown  curved 
ball.  A tennis  elbow  may  occur  when  us- 
ing a racket  with  a certain  motion.  A 
knee  injury  may  occur  following  a type  of 
tackle,  or  a boxing  injury  may  result  from 
an  improperly  placed  punch. 

Are  sports  injuries  different  from  trauma 
sustained  in  nonathletic  events?  Not  ex- 
actly, when  they  are  analyzed  anatom- 
ically. Anyone  can  trip  and  sprain  an 
ankle,  fracture  a wrist,  or  injure  a knee 
cartilage  without  playing  football.  A rup- 
ture of  the  spleen  or  abdominal  viscera 
does  not  require  a head-on  football  tackle 
as  its  cause.  While  we  do  find  certain 
types  of  injuries  more  prevalent  in  athletes 
than  nonathletes,  we  can  reason  that  ex- 
posure to  contact,  or  more  correctly,  col- 
lision, is  more  frequent  in  sports  events. 

Most  organized  athletic  teams  require 
pretraining  physical  examinations  to  rule 
out  any  diseases,  deformities,  or  predis- 
posing factors  to  injuries.  The  procedure 
has  helped  to  keep  the  casualty  records 
at  a very  low  level. 

The  immediate  care  of  an  injured  athlete 
is  of  utmost  importance  and  can  prevent 
catastrophes  or  future  complications. 
Splinting  where  the  patients  lie,  use  of 
stretchers,  control  of  bleeding,  ice  packs 
to  soft-tissue  and  joint  injuries,  non- 
ambulation of  suspected  fracture  patients, 


fasting  for  patients  with  suspected  visceral 
injuries,  maintaining  airways,  and  proper 
handling  of  cervical  and  back  vertebral 
injuries,  are  some  of  the  basic  principles 
to  be  observed  on  the  playing  field. 

Types  of  injuries 

Specific  injuries  for  certain  sports  fol- 
low a pattern  of  physical  activity.  A ten- 
nis player  on  serving  a ball  may  rise  on  his 
toes  sustaining  a tear  of  his  plantaris 
tendon.  This  form  of  trauma  has  a 
typical  diagnostic  history.  The  player 
complains  of  sudden  sharp  pain  in  his 
calf,  looks  around  to  see  if  he  was  hit  by  a 
ball  or  pellet,  and  is  sure  that  he  heard  a 
loud  sound  as  the  tendon  ruptured.  It  is 
very  disabling,  and  strapping  and  a heel 
lift  shorten  the  two  to  four  weeks  of  con- 
valescence. A baseball  pitcher  complains 
of  pains  in  the  anterior  shoulder  after  a 
fast-pitched  curved  ball.  Clinical  tests 
may  reveal  tenderness  over  the  short  head 
of  the  biceps  muscle  with  certain  motions 
aggravating  the  pains.  A tendinitis  diag- 
nosis is  suspected.  He  is  helped  by  hydro- 
cortisone injections  and  exercises.  A foot- 
ball player  may  complain  of  pains  in  the 
knee  over  the  medial  portion  with  locking 
and  swelling  of  the  joint.  Examination 
reveals  tenderness  over  the  medial  cartilage 
of  the  knee  joint.  Here  a possible  torn 
cartilage  is  diagnosed,  and  an  operation  is 
scheduled.  Ankle  injuries  occur  in  all 
sports  and  may  vary  from  ligamentous 
tears  and  chip  fractures  to  tibial  and  fibular 
fractures  with  varying  separations.  The 
treatments  will  vary  from  adhesive  strap- 
pings to  casts  and  open  operations. 

Injuries  of  the  knee  rank  as  the  number 
one  trauma  of  football.  A hard  side  tackle 
by  a 200-pound  opponent  to  a runner’s 
knee  whose  football  cleats  have  anchored 
his  leg  produces  a sequence  of  traumatic 
results.  The  medial  cartilage  is  the  first 
to  go,  followed  in  turn  by  the  lateral  col- 
lateral ligament,  and  finally  the  cruciate 
ligaments.  These  injuries,  when  severe 
enough,  will  require  surgical  intervention. 
Dislocations  of  the  knee  do  occur  at  times 
and  are  considered  enormous  emergencies 
since  the  blood  supply  to  the  leg  may  be 
impaired.  Soccer  players,  despite  their 
protective  shin  guards,  are  frequent  victims 
of  spiking  to  their  lower  extremities.  Dis- 
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locations  do  occur  in  rare  situations.  Scro- 
tal injuries  due  to  trauma  produce  great 
shock  and  require  ice  packs,  elevation, 
sedatives,  and  rest.  Intra-abdominal  in- 
juries to  viscera  have  become  more  fre- 
quent because  of  the  head-spearing  type 
of  tackling  that  is  presently  being  prac- 
ticed. These  injuries  require  careful  ob- 
servation and  decisions  not  to  allow  con- 
tinuation of  play  until  it  has  been  ascer- 
tained that  no  intra-abdominal  viscera  are 
ruptured.  Coaches  and  players  will  fre- 
quently plead  for  return  to  action,  and  a 
serious  catastrophe  may  result.  I recall 
one  football  player  who  sustained  a rup- 
tured duodenum  and  who  pleaded  with  me 
to  permit  him  back  into  the  game  since  it 
was  only  his  wind  that  had  been  knocked 
out. 

In  the  upper  extremities  we  find  that 
fingers  are  frequently  dislocated  in  base- 
ball and  football  players,  and  early  reduc- 
tion on  the  spot  is  good  therapy.  Wrists 
may  be  sprained  or  fractured,  and  here 
again  early  reduction  and  immobilization 
are  indicated.  Elbows  can  be  dislocated 
or  fractured  with  severe  ligamentous  tears. 
Early  x-ray  studies  should  be  performed  to 
rule  out  fractures  and  intra-articular  frag- 
ments of  bone  that  have  wandered  into 
the  joint.  A common  elbow  injury  is  the 
so-called  “tennis  elbow.”  It  is  a painful 
affliction  of  the  outer  aspect  of  the  joint 
with  inability  to  grasp  well  or  raise  medium- 
weight  objects.  It  is  not  confined  wholly 
to  tennis  players,  since  golfers,  baseball 
pitchers,  violinists,  typists,  dentists,  and 
even  proctologists  can  be  victims  of  this 
crippling  entity.  Treatment  with  injec- 
tions of  cortisone  plus  exercise  and  seda- 
tion help  to  alleviate  the  suffering. 

The  shoulder  dislocates  more  frequently 
than  any  other  joint  in  competitive  sports. 
Early  attempts  at  reduction  before  muscle 
spasm  sets  in  are  usually  successful.  No 
immediate  participation  following  this  in- 
jury is  permitted.  The  shoulder  is  a com- 
mon site  for  tendinitis  in  baseball  pitchers. 
It  is  aggravated  by  constant  rotation 
of  the  humeral  head  under  the  short  head 
of  the  biceps  tendon  which  irritates  the 
undersurface.  These  cases  are  also  treated 
by  injections  of  cortisone  and  strengthening 
exercises.  Bursitis  and  cuff  injuries  are 
another  cause  of  painful  shoulder  which 
plague  many  baseball  pitchers. 


The  head  receives  many  blows  in  col- 
lision sports  with  varying  grades  of  con- 
cussion and  occasional  fractures.  The  use 
of  stretchers  to  remove  players  from  the 
playing  field  may  prevent  serious  internal 
cerebral  hemorrhage.  Fractures  about  the 
face  have  diminished  because  of  the  pro- 
tective gear  now  worn.  Nasal  fractures 
with  displacement  should  be  moulded  be- 
tween thumbs  on  the  spot  and  held  in  posi- 
tion by  splints. 

Neck  injuries  including  so-called  whip- 
lash and  cervical  disk  abnormal  conditions 
are  associated  with  neuritides  of  the  spinal 
nerves  and  can  be  very  disabling.  There 
is  constant  talk  about  prohibiting  boys 
with  long  thin  necks  from  playing  football 
because  of  their  susceptibility  to  easy 
injury  of  the  neck. 

Fractures  of  the  clavicles  are  common 
and  are  treated  by  the  conventional  meth- 
ods. Back  injuries  can  be  disabling  and  re- 
quire patience  and  accurate  diagnosis  for 
their  treatment.  Fractures  of  all  the  long 
bones  may  occur  in  all  sports,  and  early 
splinting  is  the  basic  emergency  treatment. 

This  thumbnail  sketch  is  a brief  analysis 
of  the  injuries  I have  seen  during  my  twenty 
years  with  athletic  teams. 

Conclusion 

In  conclusion,  it  must  appear  obvious 
that  treatment  of  injuries  in  athletes  is  no 
different  from  treatment  of  trauma  in 
nonathletes.  The  advantages  of  being 
at  the  scene  of  the  accident  and  observing 
its  mechanics  is  twofold.  The  physician 
can  evaluate  the  abnormal  condition  be- 
fore spasm  and  further  injury  are  sustained. 
The  treatment  can  be  initiated  immediately 
and  can  be  of  emergency  nature  of  defini- 
tive as  described  previously. 

The  question  often  arises,  why  are  cer- 
tain traumatic  conditions  occurring  so 
constantly  in  sports  contests.  The  answer 
is  naturally  because  of  the  greater  expo- 
sure of  the  athlete  to  collision  and  violence. 
If  we  could  define  war  in  medical  terms  as 
an  epidemic  of  trauma,  then  sports  in- 
juries could  be  classified  as  mild  endemic 
outbreaks  of  traumatic  disease.  When 
these  sporadic  outbreaks  occur  with  regu- 
larity in  specified  areas,  they  require  in- 
vestigation. The  cause  may  be  poor 
coaching,  poor  equipment,  inadequate  med- 
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ical  supervision,  poor  officiating,  or  im- 
proper health  habits. 

At  present  there  is  a beehive  of  activity 
in  the  preventive  traumatology  studies 
being  conducted  by  numerous  organized 
committees  of  sports  medicine.  Coaches, 
trainers,  university  officials,  parents,  phy- 
sicians, and  the  public  are  all  eager  to  see 
the  injury  factor  removed  from  the  sports 
arena.  That  goal  is  slowly  being  achieved. 


Nutrition  information 
vocabulary  to  be  developed 

A guide  to  nutrition  terminology  emphasizing 
human  nutrition  related  to  growth,  develop- 
ment, health,  and  disease  will  be  developed 
under  the  terms  of  a $45,000  contract  between 
Vanderbilt  University  and  two  of  the  National 
Institutes  of  Health,  the  Institute  of  Child 
Health  and  Human  Development  and  the  In- 
stitute of  Arthritis  and  Metabolic  Diseases, 
under  the  direction  of  E.  N.  Todhunter,  M.D. 

Nutrition’s  impact  on  health  throughout  the 
life  cycle  of  the  individual,  a broadening  aware- 
ness of  relationships  of  diet  to  total  health  and  to 
disease  processes,  and  a rapid  increase  in  world 
population,  combine  to  emphasize  the  urgent 
importance  of  coordinated,  efficient  information 


The  great  physical  and  mental  benefits 
that  sports  provide  to  our  youth  are  in- 
contestable. Sports  build  the  sound  bodies 
which  in  turn  nurture  the  sound  mind.  As 
physicians  associated  with  the  sports  pro- 
gram of  our  youth,  we  must  help  to  pro- 
mulgate this  ancient  Greek  doctrine. 

642  Park  Avenue 
New  York  City  10021 


resources  and  retrieval  of  nutrition  data.  This 
type  of  information  should  be  more  readily  avail- 
able to  researchers  in  the  future  as  a result  of 
this  contract. 

In  addition  to  developing  the  vocabulary,  to 
be  called  the  Guide  to  Nutrition  Terminology, 
the  contract  also  provides  for  preparation  of  a 
list  of  periodicals  covering  nutrition  information 
along  with  a statement  of  the  scope  and  fre- 
quency of  such  coverage  in  each  journal.  Re- 
sults of  both  these  efforts  will  be  made  available 
to  the  general  scientific  community. 

Much  of  the  project’s  work  will  be  carried  out 
in  close  cooperation  with  the  Public  Health 
Services’  National  Library  of  Medicine  with 
whom  a prospectus  for  a recurring  bibliography 
of  current  human  nutrition  literature  will  be 
formulated.  This  will  be  available  to  other 
libraries  and  groups  having  an  interest  in  nutri- 
tion information. 
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BILLSBORD 


Chaff  From  the  Bedside  Table  of  an  Insomniac.  VIII 


There  was  a young  man  from  Nebraska 
Who  married  a lass  from  Alaska; 

But  what  bothers  me 
If  an  offspring  there  be: 

Should  one  call  it  Corn-Huskie,  I ask  ya. 

* * * 

One  only  stresses  the  obvious  when  he  states 
that  presently  this  country  is  the  subject  of  a 
campaign  of  villification  both  from  without  and 
within.  It  is  called  imperialistic,  materialistic, 
monopolistic,  capitalistic,  and  even  socialistic. 
It  is  said  to  be  imperceptive,  deceptive,  and  ag- 
gressive. Our  critics  would  have  it  that  we  are 
culturally  barren,  politically  untrustworthy,  and 
economically  offensive;  but  surely  a nation  that 
could  develop  both  the  seventh-inning  and  the 
two-way  stretch  can’t  be  all  bad. 

* * * 

Quite  frankly,  I must  admit  to  a growing 
weariness  and  an  ever-increasing  degree  of 
hostility  to  the  term  “academic  freedom.” 
However  ridiculous,  however  seditious,  or  how- 
ever nauseating  some  pronouncement  or  action 
from  some  island  of  immaturity,  euphemistically 
designated  as  a college  campus,  may  be;  if  one 
dares  to  denounce  or  even  criticize,  then  the 
world  is  treated  to  a collective  baring  of  profes- 
sorial hairless  breasts  and  shouts  of  “academic 
freedom”  as  they  beat  on  their  unadorned 
sternums.  At  the  risk  of  oversimplification  and 
of  seeming  naive,  it  seems  to  me  that  academic 
freedom  means  the  right  to  say  what  one  wants 
to  say  and  do  what  one  wants  to  do  when  he 
wants  to  do  it.  This  is  the  basic  right  of  every- 
one whether  on  campus  or  off  campus,  and  there 
should  not  be  nor  is  there  any  attempt  to  deny 
this  right  to  anyone.  In  practice,  it  appears 
clear  that  this  is  not  what  the  academic  fra- 
ternity regard  as  academic  freedom;  what  they 
mean  apparently  is  freedom  from  responsibility 
for  whatever  they  say  or  do:  In  other  words 

they  mean  academic  sanctuary. 

Freedom  of  responsibility  for  one’s  outbursts 
whether  verbal  or  behavioral  is  one  of  the 
cherished  rights  of  childhood  and  one  the  im- 
mature gives  up  only  reluctantly  when  forced 
to  do  so;  but  give  it  up  he  must,  if  he  is  to 
achieve  maturity.  In  the  adult  world  such 
freedom  from  responsibility  exists  only  in  legis- 
lative halls  by  reason  of  law  and  in  mental 
hospitals  by  force  of  circumstances. 

If  members  of  the  college  community  believe 


they  have  a right  to  be  free  of  the  laws  of  libel 
and  slander,  entitled  to  ignore  any  question  of 
national  security  or  accepted  moral  strictures; 
if  they  believe  they  are  a class  apart  in  this 
democracy  of  free  men  and  therefore  should 
have  the  right  to  act  or  speak,  free  of  the  conse- 
quences or  repercussions  that  might  arise  from 
so  doing;  then  why  do  they  not  campaign  for 
the  right  of  academic  sanctuary  and  not  obfus- 
cate their  meaning  behind  the  word  freedom 
with  its  implication  that  their  inherent  right  to 
speak  their  minds  is  being  stifled  and  their 
actions  constrained. 

* * * 

I see  that  Mickey  Mantle  got  a D 4-  in  home 
runs. 

* * * 

Any  reader  of  this  column  must  realize  that 
“Ole  Doc”  will  make  a speech  at  the  drop  of  an 
introductory  phrase.  Recently  one  of  the  deni- 
zens of  the  staff  room  described  his  propensity 
thus:  When  the  obstetrician  held  him  up  by 

the  heels  and  slapped  his  bottom,  he  gave  one 
gasp  and  uttered  “Ladies  and  Gentlemen.” 

* * * 

Sometimes  it  seems  about  the  only  one  still 
making  house  calls  is  Avon. 

* * * 

Ever  so  often,  and  probably  oftener  as  I get 
older,  an  attempt  is  made  here  not  to  revive  the 
past  but  to  remember  things  as  they  used  to  be 
through  an  “I  Can  Remember  When”  depart- 
ment. 

I Can  Remember: 

When  “to  cool  it”  meant  to  put  the  beer  in 
the  refrigerator. 

When  moon  was  a word  to  rhyme  with 
spoon,  croon,  or  June. 

When  teen-agers  worried  about  acne. 

When  flags  were  something  you  waved. 
When  blood  boiled  without  ever  getting 
tired. 

When  a male  parent  was  referred  to  as 
“My  Old  Man”  and  not  as  “My  Father  the 
Fink.” 

When  one  danced  with  a girl,  not  at  her. 
When  only  the  poor  kids  from  a slum  area 
went  to  summer  camp. 

Why,  I can  even  remember  when  God  was 
alive  and  healthy  and  working  every  day. 

WRC 
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Necrology 


Harry  Benin,  M.D.,  of  Brooklyn,  died  on  July 
15  at  his  home  at  the  age  of  fifty-nine.  Dr. 
Benin  graduated  in  1933  from  Tufts  University 
School  of  Medicine.  He  was  an  assistant  at- 
tending physician  at  Brooklyn-Cumberland 
Medical  Center.  Dr.  Benin  was  a member  of 
the  Medical  Society  of  the  County  of  Kings, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Leon  Stanilaus  Betowski,  M.D.,  of  Waverly, 
died  on  June  23  at  Tioga  General  Hospital  at 
the  age  of  eighty-nine.  Dr.  Betowski  graduated 
in  1902  from  Columbia  University  College  of 
Physicians  and  Surgeons. 

Lewis  Arthur  Goldberger,  M.D.,  of  New 
York  City,  died  on  July  23  at  Columbia-Pres- 
byterian  Medical  Center  at  the  age  of  eighty- 
four.  Dr.  Goldberger  graduated  in  1906  from 
Columbia  University  College  of  Physicians  and 
Surgeons.  He  had  been  an  assistant  attending 
dermatologist  (off  service)  at  The  Mount  Sinai 
Hospital.  Dr.  Goldberger  was  a Diplomate 
of  the  American  Board  of  Dermatology,  Inc., 
and  a member  of  the  New  York  Academy  of 
Medicine,  the  New  York  County  Medical  So- 
ciety, the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

John  Alexander  Clinton  Gray,  M.D.,  of 
Nelsonville,  died  on  July  14  at  the  age  of  sixty- 
five.  Dr.  Gray  graduated  in  1929  from  Co- 
lumbia University  College  of  Physicians  and 
Surgeons.  A retired  Navy  medical  officer,  he 
was  a consulting  physician  in  pulmonary  disease 
at  Homer  Folks  Tuberculosis  Hospital.  Dr. 
Gray  was  a Fellow  of  the  American  College  of 
Physicians,  a Fellow  of  the  American  College 
of  Chest  Physicians,  and  a member  of  the  Ameri- 
can Thoracic  Society. 

John  Bernard  Healy,  M.D.,  of  Fort  Lauder- 
dale, Florida,  formerly  of  Babylon,  died  on  July 
22  at  the  age  of  seventy-seven.  Dr.  Healy 
graduated  in  1917  from  Fordham  University 
School  of  Medicine.  He  was  a member  of  the 
Suffolk  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Ralph  Edward  Isabella,  M.D.,  of  Schenec  tady , 
died  on  June  28  at  St.  Clare’s  Hospital  at  the  age 
of  fifty-eight.  Dr.  Isabella  graduated  in  1934 
from  Albany  Medical  College.  He  was  an 
assistant  attending  surgeon  at  St.  Clare’s  and 
Ellis  Hospitals.  Active  in  community  service, 


he  was  president  and  board  member  of  Blue 
Shield  of  Northeastern  New  York,  Inc.,  presi- 
dent of  the  Schenectady  Boys  Club,  and  board 
member  of  the  American  Cancer  Society  and  the 
Schenectady  County  Health  Association.  Dr. 
Isabella  was  a member  of  the  Schenectady 
County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Samuel  Kraushar,  M.D.,  of  Brooklyn,  died 
on  June  28  at  the  age  of  seventy-three.  Dr. 
Kraushar  graduated  in  1916  from  Long  Island 
College  Hospital.  He  was  a consulting  ob- 
stetrician and  gynecologist  at  Jewish  Hospital 
of  Brooklyn.  Dr.  Kraushar  was  a Diplomate 
of  the  American  Board  of  Obstetrics  and  Gyne- 
cology and  a Fellow  of  the  American  College  of 
Surgeons. 

Peter  Aristotle  Lekacos,  M.D.,  of  Rockville 
Centre,  died  on  July  5 at  the  age  of  sixty.  Dr. 
Lekacos  received  his  medical  degree  from  the 
University  of  Athens  in  1932.  He  was  a member 
of  the  Nassau  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Kenneth  M.  Lewis,  Jr,  M.D.,  of  New  York 
City,  died  on  July  10  at  Metropolitan  Hospital 
at  the  age  of  forty-three,  as  the  result  of  in- 
juries received  in  an  automobile  accident  in  De- 
cember, 1966.  Dr.  Lewis  graduated  in  1947 
from  Columbia  University  College  of  Physicians 
and  Surgeons.  He  was  an  associate  attending 
surgeon  at  Bellevue  Hospital.  Dr.  Lewis  was  a 
Fellow  of  the  American  College  of  Surgeons  and 
a member  of  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

William  Marks  MacEllven,  M.D.,  of  Web- 
ster, died  on  November  7,  1966,  in  a plane 
crash,  at  the  age  of  forty-two.  Dr.  MacEllven 
graduated  in  1952  from  the  University  of  Roch- 
ester School  of  Medicine  and  Dentistry.  He 
was  an  associate  attending  physician  in  general 
practice  at  Rochester  General  Hospital.  Dr. 
MacEllven  was  a member  of  the  Rochester 
Academy  of  Medicine,  the  Monroe  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Murdoch  Douglas  MacLeod,  M.D.,  of  New 

York  City,  died  on  June  19  at  Roosevelt  Hos- 
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pital  at  the  age  of  eighty-nine.  Dr.  MacLeod 
graduated  in  1903  from  Cornell  University 
Medical  College.  He  was  a member  of  the 
New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Hollis  Warren  Merrick,  M.D.,  of  Carthage, 
died  on  June  29  at  the  age  of  sixty.  Dr.  Mer- 
rick graduated  in  1933  from  McGill  University 
Faculty  of  Medicine.  Retired  in  October,  1966, 
he  had  served  during  World  War  II  in  the 
Army  Medical  Corps  as  a lieutenant  with  the 
101st  airborne  division  and  the  8th  armored 
division.  Dr.  Merrick  was  a member  of  the 
Jefferson  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Olin  John  Mowry,  M.D.,  of  Oswego,  died  on 
July  1 at  Oswego  Hospital  at  the  age  of  seventy. 
Dr.  Mowry  graduated  in  1929  from  Syracuse 
University  College  of  Medicine.  He  was  a 
senior  attending  physician  in  internal  medicine 
at  Oswego  Hospital  and  for  thirty-five  years  had 
been  the  health  officer  for  the  town  of  Oswego 
and  had  served  also  as  physician  at  Oswego 
State  University  College.  Dr.  Mowry  was  a 
member  of  the  Oswego  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Salman  Navidi,  M.D.,  of  Plainview,  died  on 
July  12  at  the  age  of  sixty- three.  Dr.  Navidi 
graduated  in  1935  from  the  University  of  Lon- 
don School  of  Medicine  and  was  a Licentiate  of 
the  Royal  College  of  Physicians  of  London  and  a 
Member  of  the  Royal  College  of  Surgeons  of 
England.  Retired,  he  was  a Fellow  of  the 
American  College  of  Surgeons  and  a member  of 
the  Nassau  Academy  of  Medicine,  the  Nassau 
County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Robert  Edward  Plunkett,  M.D.,  of  Troy, 
retired  State  Health  Department  assistant 
commissioner  for  tuberculosis  control,  died  on 
July  12  at  Leonard  Hospital  at  the  age  of 
seventy-seven.  Dr.  Plunkett  graduated  in  1913 
from  Albany  Medical  College.  For  thirty-six 
years  he  served  with  the  New  York  State  De- 
partment of  Health.  In  1965  the  New  York 
State  Public  Health  Association  awarded  him 
the  Herman  M.  Biggs  award  for  meritorious 
service  in  public  health.  Dr.  Plunkett  was  a 
Diplomate  of  the  American  Board  of  Preventive 
Medicine,  Inc.  (Public  Health)  and  a member 
of  the  American  Public  Health  Association,  the 
American  Thoracic  Society,  the  Rensselaer 


County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Abraham  Schechner,  M.D.,  of  Nyack,  died 
on  July  12  at  Nyack  Hospital  at  the  age  of 
sixty-two.  Dr.  Schechner  graduated  in  1930 
from  New  York  Homeopathic  Medical  College 
and  Flower  Hospital.  He  was  director  of 
medicine  at  Nyack  Hospital.  Dr.  Schechner  was 
a Fellow  of  the  American  College  of  Allergists 
and  a member  of  the  American  Thoracic  So- 
ciety, the  Rockland  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Tracy  C.  Swan,  M.D.,  of  Livonia,  died  on 
June  30  at  his  home  at  the  age  of  seventy-seven. 
Dr.  Swan  graduated  in  1921  from  Syracuse  Uni- 
versity College  of  Medicine.  He  was  a former 
coroner  for  Livingston  County,  director  of  the 
Livingston  County  Laboratory,  health  officer 
for  the  towns  of  Conesus  and  Livonia  for  more 
than  thirty  years,  and  physician  for  Livonia 
Central  School  for  thirty-five  years.  Retired 
in  1960,  Dr.  Swan  was  a member  of  the  Ameri- 
can Academy  of  General  Practice,  the  Living- 
ston County  Medical  Society,  the  Medical  So- 
ciety of  the  State  of  New  York,  and  the  Ameri- 
can Medical  Association. 

Arthur  Sidney  Unger,  M.D.,  of  New  York 
City,  died  on  July  21  at  the  Frances  Schervier 
Home  and  Hospital,  The  Bronx,  at  the  age  of 
eighty-three.  Dr.  Unger  graduated  in  1905 
from  Long  Island  College  Hospital.  He  was  a 
consulting  roentgenologist  at  Sydenham  Hospital 
where  he  formerly  had  served  as  director  of  the 
Roentgenology  Department,  retiring  from  this 
post  nineteen  years  ago.  Dr.  Unger  was  a 
Diplomate  of  the  American  Board  of  Radiology 
(Roentgenology)  and  a member  of  the  American 
Roentgen  Ray  Society,  the  New  York  Academy 
of  Medicine,  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Charles  Wesley  Woodall,  M.D.,  of  Schenec- 
tady, died  on  June  9 at  Albany  Medical  Center 
at  the  age  of  eighty.  Dr.  Woodall  graduated 
from  Albany  Medical  College  in  1913.  He  was 
an  honorary  surgeon  at  Ellis  Hospital  and  an 
honorary  consulting  surgeon  at  St.  Clare’s 
Hospital.  Dr.  Woodall  was  a Fellow  of  the 
American  College  of  Surgeons  and  a member  of 
the  American  Roentgen  Ray  Society,  the 
Schenectady  County  Medical  Society,  the  Medi- 
cal Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 
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SIXTY-FIRST 

ANNUAL 


District  Branch  Meetings 

MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 


Fifth  and  Sixth  District  Branches  / Sixth  Combined  Annual  Meeting 

Friday , Saturday,  Sunday,  September  8,  9,  10,  1967 

Fred  Waring' s Shawnee  Inn,  Shawnee-on- Delaware,  Pennsylvania 


Friday,  September  8 


Afternoon 


1:00  p.m. 

Registration 

4:30  p.m. 

Fifth  and  Sixth  District  Dele- 
gates Caucus 

7:00  p.m. 

Social  Hour 

8:00  p.m. 

Mixed  Buffet  Dinner 

9:30  p.m. 

Dancing  (Fred  Waring’s  Penn- 
sylvanians) 

11:30  p.m. 

Poolside  Midnight  Dip  and 
Supper 

Saturday,  September  9 

Morning 

7:00  to 
9:30  a.m. 

Breakfast 

9:30  a.m. 

Scientific  Program* 

Guest  Speaker:  The  Hallu- 
cinogens: Mind  Expand- 

ing or  Mind  Exploding 

R.  Bruce  Sloane,  M.D.,  Phila- 
delphia, Pennsylvania 
Chairman,  Department  of 
Psychiatry,  Temple  Uni- 
versity School  of  Medicine 

10:30  a.m.  Round  Table  Discussion 

11:00a.M.  Annual  Business  Meetings 

11:30  a.m. 

to  1:30  p.m.  Luncheon  with  the  Ladies 
1:30  p.m.  Recreation 

7:00  p.m.  Reception 

8:00  p.m.  Banquet 

Felix  Ottaviano,  M.D.,  Mas- 
ter of  Ceremonies 
Guest  Speaker:  The  Worry  Go 
Round 

Alexander  Carmichel,  Hu- 
morist 

* Sponsored  by  Hiss  Pharmacal  Company,  Inc. 


9:30  p.m.  Dancing  (Fred  Waring’s  Penn- 
sylvanians) 

Added  Attraction:  The  in- 
ternationally famous  Dr. 
Henry  Gerald  will  startle 
the  guests  with  the  strange 
world  of  E.S.P. 

Sunday,  September  10 

Morning 

7 : 30  to 

9:30  a.m.  Breakfast 

10:00  a.m.  Scientific  Program 

Milton  Helpern,  M.D.,  New 
York  City 

Chief  Medical  Examiner, 
City  of  New  York 

12:00  noon  Luncheon 


2:00  p.m.  Adjournment 

Officers — Fifth  District  Branch 

President Felix  Ottaviano,  M.D.,  Oneida 


First  Vice- 

President.  . Theodore  J.  Prowda,  M.D., 
Sherrill 

Second  Vice- 


President  . Bernard  J.  Hartnett,  M.D., 
Auburn 

Secretary William  R.  Carson,  M.D., 

Potsdam 

Treasurer Robert  B.  Bryant,  M.D., 

Syracuse 

Delegate Marvin  Brown,  M.D.,  Cleveland 

Presidents — Component  County  Societies 

Cayuga Arthur  E.  Harris,  M.D.,  Auburn 

Herkimer  Donald  R.  Davidson,  II,  M.D., 

I lion 

Jefferson Joseph  R.  Recupero,  M.D., 

Alexandria  Bay 

Lewis Louis  A.  Avallone,  M.D., 

Lowville 

Madison Theodore  J.  Prowda,  M.D., 

Sherrill 
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Oneida Geoi'ge  Lim,  M.D.,  Rome 

Onondaga.  . . Brace E.  Chamberlain,  M.D., 
Syracuse 

Oswego Marcus  A.  Wuerschmidt,  M.D., 

Oswego 


St.  Lawrence . . George  H.  Hanlon,  M.D., 
Gouverneur 

Officers — Sixth  District  Branch 

President Hugh  D.  Black,  M.D.,  Oxford 

First  Vice- 

President.  . Henry  B.  Marshall,  M.D., 
Elmira 

Second  Vice- 

President.  . Jason  K.  Moyer,  M.D., 
Binghamton 

Secretary Charles  A.  Ashley,  M.D., 

Cooperstown 


Treasurer Paul  M.  DeLuca,  M.D., 

Binghamton 

Delegate Norman  C.  Lyster,  M.D., 

Norwich 

Presidents — Component  County  Medical  Societies 

Broome.  . . Andrew  B.  Adams,  M.D., 
Binghamton 

Chemung..  Arthur  D.  Smith,  M.D.,  Elmira 
Chenango.  Robert  M.  Griffin,  M.D.,  Norwich 
Cortland  . Edward  P.  Cummins,  M.D., 
Cortland 

Delaware. . Cecil  R.  Huggins,  M.D., 
Margaretville 

Otsego Rudolph  F.  Hust,  M.D.,  Unadilla 

Schuyler.  . .Paul  F.  Willwerth,  M.D., 

Montour  Falls 

Tioga George  F.  Pritchard,  M.D.,  Oswego 

Tompkins.  Frank  S.  Janas,  M.D.,  Ithaca 


Medical  Society  of  the  State  of  New  York 
Annual  Convention 


February  11  through  15,  1968 
The  Americana,  New  York  City 
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Medical  Schools 


Albany  Medical  College 

A new  professor  of  psychiatry.  Alan  M. 
Kraft,  M.D.,  has  been  appointed  professor  of 
psychiatry  at  the  College.  The  appointment 
will  be  effective  September,  1968.  Dr.  Kraft, 
a pioneer  in  the  development  and  application  of 
community  mental  health  programs,  also  has 
been  appointed  director  of  the  500-bed  psychi- 
atric hospital  to  be  built  in  Albany  by  the  New 
Y ork  State  Department  of  Mental  Hygiene.  He 
will  become  chairman  of  the  Department  of 
Psychiatry  and  psychiatrist-in-chief  at  Albany 
Medical  Center,  succeeding  William  L.  Holt, 
M.D.,  who  will  retire  as  Department  chairman. 

Cornell  University  Medical  College 

Award  of  contract.  The  College  has  been 
awarded  a grant  of  $1,003,242,  by  the  National 
Heart  Institute’s  Artificial  Heart-Myocardial 
Infarction  (AHMI)  Program.  One  of  the  first 
such  units  that  will  be  established  eventually 
under  the  AHMI,  the  goal  of  the  program  is  to 
combine  bioengineering  and  biomedical  research 
and  development  in  a two-pronged  assault  on 
the  Nation’s  most  critical  health  problem,  the 
acute  heart  attack.  The  special  units  will  be 
called  Myocardial  Infarction  Research  Units  and 
will  combine  the  finest  in  patient  care  with  in- 
tensive clinical,  physiologic,  biochemical,  and 
related  studies  on  the  acute  phase  of  heart  at- 
tacks. Each  unit  will  conduct  detailed  clinical 
and  physiologic  studies  concerned  with  defining 
the  course  of  the  acute  heart  attack,  identifying 
those  factors  that  may  critically  affect  the  out- 
come, and  with  evaluation  accepted  as  well  as 
new  therapeutic  measures.  Cornell  will  study 
the  effects  of  the  heart  attack  on  the  metabolism 
of  the  heart  muscle  itself  and  on  nutrient  blood- 
flow  to  other  organs  and  tissues,  and  will  conduct 
extensive  pharmacologic  studies  of  digitalis  and 
other  agents  used  to  augment  heart  perform- 
ances. 

Mount  Sinai  School  of  Medicine 

New  appointment.  Sarah  Joffe,  M.D.,  has 
been  appointed  clinical  professor  of  anesthe- 


siology. She  has  also  been  appointed  director  of 
anesthesiology  at  Beth  Israel  Medical  Center. 
Dr.  Joffe  is  also  in  charge  of  the  Inhalation 
Therapy  Service,  now  one  year  old. 

New  York  University  School  of  Medicine 

Sigmund  Pollitzer  Lecture.  Walter  C.  Lo- 
bitz,  M.D.,  professor  and  head.  Division  of 
Dermatology,  University  of  Oregon,  will  deliver 
the  fifteenth  annual  Sigmund  Pollitzer  Lecture 
on  Tuesday,  November  21.  Dr.  Lobitz  will 
discuss  “The  Human  Eccrine  Sweat  Gland.” 
The  lecture  will  be  held  at  8:15  p.m.  in  Class- 
room B,  Alumni  Hall,  550  First  Avenue. 

University  of  Rochester  School  of 
Medicine  and  Dentistry 

First  new  teaching  fellow  named.  Nolan 
Kaltreider,  M.D.,  clinical  professor  of  medicine, 
has  been  named  the  first  Lawrence  A.  Kohn 
Senior  Teaching  Fellow.  The  Kohn  Teaching 
Fellowship  was  established  last  year  by  a gift 
from  Mr.  and  Mrs.  Gilbert  J.  C.  McCurdy  in 
honor  of  Dr.  Kohn,  clinical  professor  of  medicine 
emeritus.  The  purpose  of  the  fellowship  is  to 
enable  a physician  in  private  practice  to  devote 
a larger  part  of  his  time  to  teaching  in  the  medi- 
cal school  than  would  be  possible  otherwise. 

Upstate  Medical  Center 

Alumni  Association.  Edward  Swift,  M.D., 
of  Syracuse,  has  been  elected  president  of  the 
Medical  Alumni  Association,  Inc.,  for  a two- 
year  term.  Other  officers  elected  were:  Don- 
ald Samson,  M.D.,  Syracuse,  vice-president  and 
editor  of  the  alumni  publication;  Paul  Stob- 
nicke,  M.D.,  Syracuse,  assistant  secretary; 
and  Roger  Moore,  M.D.,  Clinton,  assistant 
treasurer.  Elected  to  the  Board  of  Directors 
were:  Stephen  Bastable,  M.D.,  Syracuse; 

Joseph  Head,  M.D.,  Norwood;  Edward  Hix- 
son, M.D.,  Oneida;  Frank  Kroboth,  M.D., 
Utica;  George  Lamb,  M.D.,  Dewitt;  and  V. 
Logan  Love,  M.D.,  Marion,  Indiana. 
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Books  Received 


The  following  books  were  received  during  the  month  of  June,  1967.* 


A Synopsis  of  Ophthalmology.  By  J.  L.  C. 
Martin-Doyle,  D.O.  Third  edition.  Duo- 
decimo of  271  pages,  illustrated.  Bristol, 
John  Wright  and  Sons  Ltd.,  (Baltimore,  The 
Williams  & Wilkins  Co.),  1967.  Cloth,  $8.75. 

Cecil-Loeb  Textbook  of  Medicine.  Edited 
by  Paul  B.  Beeson,  M.D.,  and  Walsh  McDer- 
mott, M.D.  Twelfth  edition.  Quarto  of 
1,738  pages,  illustrated.  Philadelphia,  W.  B. 
Saunders  Company,  1967.  Cloth,  $20.50. 

The  Psychiatric  Dilemma  of  Adolescence. 

By  James  F.  Masterson,  Jr.,  M.D.  Octavo  of 
217  pages,  illustrated.  Boston,  Little,  Brown 
and  Company,  1967.  Cloth,  $9.00. 

Current  Psychiatric  Therapies.  Volume 
7,  1967.  Edited  by  Jules  H.  Masserman, 
M.D.  Octavo  of  251  pages,  illustrated.  New 
York,  Grune  & Stratton,  1967.  Cloth,  $12. 

Introduction  to  Scientific  Psychiatry.  By 

H.  A.  Storrow,  M.D.  Octavo  of  256  pages. 
New  York,  Appleton-Century-Crofts,  1967. 
Cloth,  $6.95. 

Pathology.  By  Stanley  L.  Robbins,  M.D. 
Third  edition.  Quarto  of  1,434  pages,  illus- 

*  Books  received  for  review  are  acknowledged  promptly  in 
this  column.  No  other  obligation  is  assumed  for  the  courtesy 
of  those  sending  them  for  this  purpose.  Selection  for  review 
is  made  on  the  basis  of  merit  and  reader  interest. 


Skin  cancer  on  the  rise 

In  4,667  leukemia,  lymphoma,  and  myeloma 
patients  treated  at  the  Memorial  Hospital  for 
Cancer  and  Allied  Diseases  and  the  James  Ewing 
Hospital  and  observed  over  a fourteen-year 
period  or  until  death,  95  further  cancers  includ- 
ing 60  skin  carcinomas  were  found.  J.  W. 
Berg,  M.D.,  writing  in  a recent  issue  of  the 
Journal  of  the  National  Cancer  Institute,  feels 
that  this  means  that  the  skin  cancer  rate  for 


trated.  Philadelphia,  W.  B.  Saunders  Com- 
pany, 1967.  Cloth,  $20.50. 

Nearer  to  the  Dust.  By  George  A.  Gipe. 
Octavo  of  290  pages.  Baltimore,  The  Williams 
& Wilkins  Co.,  1967.  Cloth,  $4.95. 

Textbook  of  Medical  Parasitology.  By 

Haig  H.  Najarian,  Ph.D.  Quarto  of  155  pages, 
illustrated.  Baltimore,  The  Williams  & Wil- 
kins Company,  1967.  Cloth,  $7.25. 

Mediastinal  Obstruction  in  Lung  Cancer. 

By  Norman  Howard,  D.M.  Octavo  of  100 
pages,  illustrated.  Edinburgh,  E.  & S.  Living- 
stone Ltd.,  (Baltimore,  The  Williams  & Wilkins 
Co.),  1967.  Cloth,  $8.25. 

The  Eye  in  General  Practice.  By  C.  R.  S. 
Jackson,  D.O.M.S.  Fourth  edition.  Octavo 
of  174  pages,  illustrated.  Edinburgh,  E.  & S. 
Livingstone  Ltd.,  (Baltimore,  The  Williams  & 
Wilkins  Co.),  1967.  Cloth,  $7.25. 

The  Technique  of  Psychotherapy.  By 

Lewis  R.  Wolberg,  M.D.  Second  edition. 
Quarto  of  1,411  pages.  New  York,  Grune  & 
Stratton,  1967.  Cloth,  $29.75. 

The  Physician.  By  Russel  V.  Lee,  Sarel 
Eimerl,  and  the  Editors  of  LIFE.  Quarto  of 
200  pages,  illustrated.  New  York,  Time 
Incorporated,  1967.  (Life  Science  Library) 
Cardboard,  $3.95. 


these  patients  was  seven  times  that  of  persons  of 
the  same  sex  and  age  distribution  in  the  general 
population  of  New  York. 

Even  allowing  for  the  possibility  that  skin 
cancers  in  the  general  population  may  be  under- 
reported, the  increase  in  skin  cancer  risk  for  the 
study  patients  is  significant.  The  risk  for 
myeloid  leukemia  patients  was  ninefold,  for 
lymphatic  leukemia  fourfold,  for  lymphosarcoma 
two  and  a half-fold,  and  for  Hodgkin’s  disease 
twofold.  No  skin  cancer  developed  in  patients 
with  myeloma. 
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HOLBROOK  MANOR  N5G 

Five  Acres  of  PineWo'  ded  Grounds 

SENILE— AGED 

Non-sectarian,  dietary  laws  observed 
Medical  Director,  O.  L.  Friedman,  M.D.,  Q.P.,  M.A.P.A. 
HOLBROOK,  L.  I.  N.  Y.  Office;  TRafalgar  7-2666 


Tenth  Annual  Teaching  Seminar 

MEDICAL  WRITERS'  INSTITUTE 

At  the  Princeton  Club, 

15  W.  43rd  St.,  N.Y.C. 

October  23rd,  1967 
Membership  Limited 
J.  F.  Montague,  M.D. 

104  E.  40th  St.  N.Y.  16,  N.Y. 


An  Effective 

Non-Barbiturate  Sedative 


VALERIANETS 
-DISPERT 

A tasteless,  odorless  and  harmless  mild  hypnotic 
tree  from  the  habit  forming  properties  of  barbitu- 
rates. Will  induce  restful  sleep  and  sedation  in 
cases  of  nervous  excitement,  depressive  states, 
menopausal  molimena,  insomnia. 

Each  chocolate  coated  tablet  contains:  Ext.  of 
Valerian  (highly  concentrated)  0.05  gm.  dis- 
pergentized,  Dose:  1 or  2 tablets  daily. 
Supply:  Bottles  of  50.  at  all  pharmacies. 
Please  send  for  samples. 


STANDARD  PHARMACEUTICAL  C0.f  INC. 
10  Fairchild  Court  Plainview,  N.  Y.  11803 


USE  ‘P0LYSP0RIN’, 

POLYMYXIN  B-BACITRACIN 

OINTMENT 


for  topical  antibiotic  therapy  with  minimum 
risk  of  sensitization 

Caution:  As  with  other  antibiotic  products,  prolonged  use  may 
result  in  overgrowth  of  nonsusceptible  organisms,  including 
fungi.  Appropriate  measures  should  be  taken  if  this  occurs. 

Supplied  in  V2  oz.  and  1 oz.  tubes. 

Complete  literature  available  on  request  from  Professional 
Services  Dept.  PML. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC. 
Tuckahoe,  N.Y. 


brand 


POLYSPORr* 

POLYMYXIN  B-BACITRACN 

OINTMENT 

prevent  infection  iiii 
Moms,  and  abrasion? 
aid  in  healing. 
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Analgesics,  non-addicting 

Talwin 

(Winthrop  Laboratories) 2282-2283 


Antibiotics 

Chloromycetin  (Parke,  Davis  & Company) 3rd  cover 


Declomycin 

(Lederle  Labs.,  Div  Amer.  Cyanamid  Co 2293-2294 

llosone  (Eli  Lilly  & Co.) 2302,  2303,  2304 

Pen-Vee  K (Wyeth  Laboratories) 2316 


Polysporin  (Burroughs  Wellcome  & Company). . . 2393 


Antibiotic-antimonilial 

Declostatin 

(Lederle  Labs.,  Div.  Amer.  Cyanamid  Co.) 4th  cover 


Antidiarrheals 

Cantil  (Lakeside  Laboratories) 2291 


Antivertigo 

Dramamine  (G.  D.  Searle  & Company) 2315 


Appetite  suppresants 


Cydril  (S.  J.  Tutag  & Company) 2307 

Desbutyl/Desoxyn 

(Abbott  Laboratories) 2297,  2298,  2299,  2300 


COLUMBIA  UNIVERSITY 

College  of  Physicians  & Surgeons 

announces 


SUNDAY 

SEMINARS 

at 

Rrookdale  Hospital  Center 
Linden  Blvd.  & Rockaway  Pkwy. 
Brooklyn,  New  York 
1967-1968 


Management  of  Gastrointestinal  Hemorrhage.  Nov. 
12.  1967 

Myocardial  Infarction.  Oct.  8, 1967 

Controversial  Aspects  of  Diagnosis  & Treatment  in 

Clinical  Medicine.  Nov.  19, 1967 

Diagnosis  & Treatment  of  Anemias.  Dec.  16, 1967 

Current  Concepts  of  Renal  Salt  and  Water  Transport. 

Jan.  21, 1968 

Diagnosis  & Management  of  Bronchogenic  Carcinoma. 
Feb. 18, 1968 

Pathogenesis  and  Therapy  of  Diabetes  Mellitus. 
Mar.  17, 1968 

Registration  fee  for  each  seminar : $35 
For  further  information  and  application  forms,  write  to: 
Melvin  D.  Yahr,  M.D.,  Associate  Dean 
College  of  Physicians  & Surgeons 
630  West  168t*h  Street 
New  York,  New  York  10032 


Bronchodilator  decongestants 

Bronkometer  (Breon  Laboratories) 2nd  cover 


Bronchodilator  sedatives 

Numa-Dura  Tabs 

(Wynn  Pharmaceuticals,  Inc.) 2289 

Dermatologic  preparations 

pHisoHex  (Winthrop  Laboratories) 2285 

Foods 

Dairy  foods  (National  Dairy  Council) 2287 

Sedatives 

Valerianets-Dispert 


(Standard  Pharmaceutical  Company) 2393 

T ranquilizers 

Equanil  (Wyeth  Laboratories) 2282-2283 

Urine  tests 

Tes-Tape  (Eli  Lilly  & Company) 2310 
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REAL  ESTATE  FOR  SALE  OR  RENT 


NEW  YORK  DUTCHESS  COUNTY:  NEW  MEDICAL 

building  in  Wappingers  Falla,  Poughkeepsie  area,  occupied 
by  D.D.S.,  orthodontist,  and  Ob-Gyn.  Office  available 
for  all  specialities.  Critical  physician  shortage  because  of 
population  explosion.  Address:  Martin  Rabin  D.D.S.,  65 
South  Clinton  St.,  Poughkeepsie.  N.Y.  (914)  454-0322 


WESTCHESTER.  AIR-CONDITIONED  HOME-OFFICE 
for  sale  or  rent.  Excellent  growing  area  bordering  over 
500  apartments,  elementary  and  junior-senior  high  school, 
shopping,  bus.  Separate  entrance  to  three-room  pro- 
fessional suite.  Complete  privacy  in  home  and  back- 
yard. Huge  panelled  den  with  built-ins.  Many  extras. 
Mid  40’s.  914  Wh.  6-2646,  914  Wh.  6-2465. 


PLAINVIEW,  L.  I.  PHYSICIAN  S HOME-OFFICE  FOR 
sale.  Excellent  location,  established  general  practice,  re- 
cords available.  3 bedroom  ranch,  5 room  wood -paneled 
office,  separate  entrance.  Central  air-conditioning,  alum- 
inum siding,  gunite  swimming  pool.  Tel:  (516)  938-3027. 


FOR  SALE.  PROFESSIONAL  OFFICE  BUILDING 
located  at  37-66  72nd  Street,  Jackson  Heights,  N.Y. 
3 stores,  brick,  15  rooms.  Contact  D.  E.  Lehine,  M.D., 
37—64  72nd  Street.  Jackson  Heights,  N.Y.  DE.  5-3434. 


TWO  EXPERIENCED  ETHICAL  GENERAL  DENT- 
ists  desire  to  rent  space  from  busy  physician  who  can 
refer  patients.  Any  equitable  basis  considered.  Must  be 
in  Westchester,  Putnam,  Rockland.  Dutchess,  Ulster, 
Orange,  or  Sullivan  Counties.  Box  584,  c/o  NYSJM. 


MANHATTAN.  RENT  ELEGANTLY  FURNISHED 
and  equipped  doctor’s  office  facing  Planetarium  Park:  At- 

tractive street  (81  st.)  just  off  Central  Park  West.  Most 
hours  available  for  exclusive  use.  Ideal  most  specialties. 
Air-conditioned.  Leave  message  daytime  weekdays.  TR 
7-1774. 


PRESTIGE  LOCATION 

For  Medical— Dental  Group 
and  Individual  Practitioners. 

"EXECUTIVE  TOWERS” 

1020  GRAND  CONCOURSE,  BRONX 

83-S»ory  Ait  Conditioned  Apt  Bids,  (comer  165th  St.) 

•••••••• 

Exclusively  Reserved  for  Professional  use. 
PRIVATE  ENTRANCES 
2 FLOORS  • PRIVATE  ELEVATORS 
CENTRAL  AIR-CONDITIONING 
IMMEDIATE  OCCUPANCY 
Attractive,  Unfurnished  Apartments  for 
Medical  & Nursing  Personnel 

Apply  Renting  Office  on  property  • CY  3-5545 
Carol  Management  Corp.,  Owner — Builder 


MISCELLANEOUS 


OFFICE  PLANNING,  FROM  ARCHITECTURAL 
drafting,  blue  prints,  through  finished  interiors,  by  trained 
interior  designer  with  medical  background.  S.  L.  Emmet, 
415  East  52nd  St.,  N.Y.C.  PL  1-2877. 


POSITIONS  WANTED 


MEDICAL  ASSISTANTS  AND  SECRETARIES.  LAB- 
oratory  Techs.  Well  trained  and  highly  qualified  personnel 
(male  & female).  Phone  CH  2-2330  Ext.  6,  Placement 
Dept.,  or  write  Eastern  School  for  Physicians’  Aides,  Dept. 
69,  85  Fifth  Ave.,  New  York,  N.  Y.  10003.  (Founded 
1936  by  two  member  physicians.) 


RADIOLOGIST,  AGE  35,  BOARD-CERTIFIED,  DE- 
siree  directorship  of  150-200  bed  hospital.  Would  accept 
equal  association  N.Y.  metropolitan  area.  Box  573,  % 
NYSJM. 


BOARD  CERTIFIED  RADIOLOGIST  IS  LOOKING  FOR 
part-time  position  in  hospital,  clinic  or  medical  group. 
Also  coverage  in  the  evening  or  weekend.  Box  578,  % 
NYSJM. 


RADIOLOGIST,  BOARD  CERTIFIED  IN  DIAGNOSIS, 
therapy  and  nuclear  medicine,  with  training  in  special 
procedures  (vasculography) , desires  position  as  head  of 
department  in  small  or  medium  size  hospital  in  New  York 
or  suburban  area.  Box  577,  % NYSJM. 


NEED  QUICK  RESPONSE? 
Want  Good  Results? 


Experience  proves  that  you  get  both  in 
the  classified  ad  section  of  the  New  York 
State  Journal  of  Medicine. 
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PHYSICIANS  WANTED 


PHYSICIANS  TO  COVER  EMERGENCY  ROOM, 
guaranteed  annual  salary  $22,500.  Apply  Administrator, 
The  Elizabeth  A.  Horton  Memorial  Hospital,  Middletown, 
New  York,  10940. 


ANESTHESIOLOGIST:  N.Y.C.  HOSPITAL.  BOARD 

Eligible.  N.Y.  License.  Minimum  $27,000 — also  part- 
time  anesthesiologist  for  nights  and  week-ends.  Box 
580,  % NYSJM. 


GENERAL  PRACTITIONER  OR  INTERNIST  TO 
locate  in  Roxbury,  N.Y.  Nearby  is  Margaretville  Hos- 
pital, fully  accredited  and  about  to  be  replaced.  Four 
season  recreation  area  in  Catskill  Mountains.  Good  social 
and  educational  facilities.  Guaranteed  income.  W.  B. 
Sheldon,  Margaretville,  New  York  12455. 


SURGEON.  BOARD  CERTIFIED  OR  ELIGIBLE  TO 
join  a multi-specialty  group  with  an  established  surgery 
department.  Thoracic  training  desirable.  Southern  New 
York  State.  Salary  one  year,  early  partnership.  Reply 
Box  582,  % NYSJM. 


GENERAL  PRACTITIONER,  MEDICINE,  PEDI- 
atrics,  obstetrics,  minor  surgery,  to  practice  family  medi- 
cine in  suburban  Albany  in  a group  practice  (currently 
three).  Richard  S.  Heinig,  M.D.,  (518)  785-5881. 


INTERNIST  OR  FAMILY  PHYSICIAN  FOR  MEDICAL 
group,  suburb  New  York  City.  Initial  contract  leading  to 
partnership.  Starting  salary  up  to  $19,000.  Include  com- 
plete curriculum  vitae  in  reply.  Box  574,  % NYSJM. 


PHYSICIAN  WITH  EXPERIENCE  OR  INTEREST  IN 
Neuropsychiatry— for  position  on  neuropsychiatric  serv- 
ice of  a university-affiliated  general  hospital.  Salary 
range  $12,873  to  $20,585.  Licensure  in  any  state.  Non- 
citizens will  be  considered.  Non-discrimination  in 
employment.  Write:  Chief  of  Staff,  Veterans  Adminis- 

tration Hospital,  3495  Bailey  Ave.,  Buffalo,  New  York 
14215. 


WESTERN  NEW  YORK  COMMUNITY  NEEDS  GEN- 
eral  practitioner.  Write  C.  H.  Krochmal,  Administrator, 
Dansville  Memorial  Hospital,  Dansville,  New  York. 


WANTED:  PHYSICIAN  TO  SHARE  OFFICE  WITH 

psychiatrist  in  prestigious  medical  office  building,  close  to 
North  Shore  Hospital  and  Long  Island  Jewish  Hospital. 
Inquire  at  Community  Drive  Medical  Building.  MA 
7-0108. 


PHYSICIANS  WANTED— CONT’D 


WANTED— G.P.,  INTERNIST  OR  PEDIATRICIAN  TO 
join  well  established  partnership,  upstate  New  York 
college  town.  Modem  hospital.  Good  schools,  hunting, 
fishing,  skiing.  No  investment  necessary.  Box  586,  % 
NYSJM. 


PHYSICIAN  WANTED  TO  WORK  IN  OFFICE  THREE 
full  days  per  week.  Busy  obesity  practice  in  Bronx  and 
Westchester.  Starting  salary  open.  Excellent  opportunity 
for  partnership  with  right  man.  Box  587,  % NYSJM. 


INTERNIST— BOARD  ELIGIBLE  OR  CERTIFIED 
for  partnership  with  internist  practicing  Grand  Concourse, 
Bronx,  N.Y.  Initial  starting  salary,  later  partnership. 
Income  well  above  average.  Box  583,  % NYSJM. 


TIRED  OF  THE  STRESS  OF  BIG  CITIES  AND  PRI- 
vate  practice?  Come  to  New  Mexico — with  its  wide 
spaces,  ideal  climate,  relaxed  people.  State  Special 
Hospitals  offer  positions  for  internists,  chest  physicians, 
general  practitioners,  neurologists,  psychiatrists,  ortho- 
pedic surgeons,  physiatrists,  full-time  or  part-time.  Also 
wanted:  director  for  Fort  Bayard  Hospital,  and  chest 
clinician  for  statewide  clinical  work.  Good  salary,  free 
housing,  pleasant  working  conditions.  New  Mexico 
license  not  needed  if  licensed  in  any  other  state.  Contact: 
Medical  Director,  State  Special  Hospitals,  Ft.  Bayard, 
N.M.  88036,  Phone  AC  505, 537-3341. 


WANTED:  INTERNIST  FOR  PERMANENT  PART- 

time  employment  conducting  periodic  physical  examina- 
tions with  large  corporation  in  midtown  Manhattan. 
Write  Box  585,  % NYSJM. 


PSYCHIATRIC  RESIDENCIES— PENNSYLVANIA 

Hospital  with  outstanding  teaching,  therapy  and  research 
programs  and  large  medical  staff  offers  fully  accredited  3- 
year  training  to  physicians  desiring  certification.  Resi- 
dency includes  individual  supervisor  of  Psychotherapy, 
experience  on  adolescent  wards  and  out-patient  therapy  of 
children,  college  students  and  adults.  Program  supple- 
mented by  regular  scheduled  guest  lecturers  and  three- 
months  intensive  graduate  lecture  course  at  Eastern  Penn- 
sylvania Psychiatric  Institute.  Salary  range — $11,000— 
$12,000  if  licensed,  plus  additional  benefits.  G.P.  grants 
available.  Residencies  begin  January  and  July.  Write — 
Warren  State  Hospital,  Box  249,  Warren,  Pennsylvania 
16365  for  details. 


BOARD  ELIGIBLE  OB-GYN  MAN  TO  ASSOCIATE 
with  busy  2 man,  GP  partnership  in  an  unopposed  heavily 
populated  area  in  suburban  New  York.  Terms  open  to 
discussion,  independent  or  salary  leading  to  partnership. 
Write  Box  588,  % NYSJM. 
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nursing  care  for  cancer  patients- 

...a  major  concern  for  their  families,  and  for  their  physicians.  In  a unique  pioneering 
service,  the  American  Cancer  Society  is  deeply  involved  in  finding  a solution. 
Recognizing  the  phenomenal  growth  of  nursing  homes  — aware  of  the  shortage  of 
nurses  — knowing  the  implications  of  the  extended  care  benefits  of  Medicare  — the 
Society  has  launched  a dramatic  educational  demonstration  project  on  cancer  nursing 
for  nursing  home  staff.  Special  emphasis  is  on  colostomy  irrigation,  care  of  the  laryn- 
gectomized  patient,  care  of  an  ileal  bladder,  and  emergency  nursing.  To  achieve 
maximum  application  of  this  plan,  a cadre  of  nurses  is  being  trained  by  the  Society  to 
conduct  cancer  nursing  courses  in  nursing  homes  throughout  the  nation. 

This  endeavor  has  been  warmly  endorsed  by  the  American  Nurses  Association  and 
other  professional  organizations.  We  feel  sure  that  such  a program,  bringing  skilled 
nursing  care  to  the  bedside  of  the  cancer  patient,  will  be  enthusiastically  received  by 
the  medical  profession. 


AMERICAN  CANCER  SOCIETY 


THIS  SPACE  CONTRIBUTED  BY  THE  PUBLISHER 


2398 


yet  Subject  A is 
overreacting  to  the 
repeated  stressor... 
while  Subject  B shows 
less  somatic  reaction 
to  the  acute 
psychic  stress. 


A In  Subject  B on  Valium  (diaz- 
epam), respiratory  measure- 
ments remain  more  nearly 
regular  during  second  viewing 
of  the  same  movie  sequence. 
He  shows  less  somatic  reac- 
tion to  the  repeated  stress. 


Now:  Valium  (diazepam)  effect  in  reducing 
certain  somatic  reactions  to  acute  psychic 
stress  measured  quantitatively  in  double- 
blind study.  Using  a stress-provoking  movie  film, 
investigators  at  the  Psychiatric  and  Psychosomatic 
Research  Institute  of  Cedars-Sinai  Medical  Center 
in  Los  Angeles  have  demonstrated  that  certain 
somatic  changes  due  to  acute  stress  can  be  meas- 
ured and  statistically  evaluated.  In  the  course  of 
these  studies,  nonanxious  subjects  appeared  to 
adapt  to  repeated  stress  situations,  while  anxious 
subjects,  interestingly,  showed  reactivity  on  second 
confrontation  with  the  same  stressor  film.  Using  this 
difference  as  a yardstick,  Valium  (diazepam)  was 
compared  with  placebo  in  36  anxious  subjects  under 
double-blind  control: 

1.  Measuring  the  somatic  language  of  psychic 
stress.  The  use  of  “stressor  films”  offers  a standard- 
ized and  reproducible  stimulus,  simulating  certain 
real-life  situations  in  a laboratory-controlled  set- 
ting. In  this  study,  an  adventure  film  showed  four 
men  fighting  against  seemingly  insurmountable 
odds,  in  constant  danger  of  death. 

2.  Four  physiologic  parameters  recorded  and 
correlated  to  give  a composite  score  reflect- 
ing certain  somatic  manifestations  of  acute 
stress.  Polygraph  measurements  were  made  simul- 
taneously for  each  subject  throughout  the  100-minute 
film.  These  included  EKG,  GSR  (galvanic  skin  re- 
sistance), respiratory  excursions  and  finger  pulse 
volume. 

3.  Objective  data  statistically  measure  certain 
somatic  reactions  to  acute  stress.  Polygraph 
tracings  of  respiratory  excursions  shown  at  left  re- 
veal a clear  difference  between  Valium  (diazepam) 
and  placebo  response.  The  tracings  of  all  four 
physiological  parameters  were  quantified  and  ana- 
lyzed statistically.  After  the  second  showing  of  the 
film  one  week  later,  analysis  of  the  composite  ANS|R 
scores  showed  a statistically  significant  difference 
(at  the  t<0.001  level)  between  subjects  on  Valium 
(diazepam)  and  those  on  placebo. 

Of  the  scores  for  the  four  individual  parameters 
measured,  those  for  galvanic  skin  resistance  (GSR) 
and  respiratory  excursions  were  statistically  signif- 
icant. Differences  in  cardiac  activity  and  finger 
pulse  volume  were  not  significant.  The  only  side 
effect  reported  was  drowsiness  in  13  subjects  on 
Valium  (diazepam)  and  in  7 on  placebo. 

4.  The  investigators  concluded  that  in  anx- 
ious-neurotic individuals  Valium  (diazepam) 
is  effective  in  reducing  certain  autonomic 
nervous  system  reactions  to  acute  stress.1’2 

In  this  text,  adaptation,  defined  in  psychodynamic 
terms,  is  “stimulus  mastery” ; reactivity  signifies 
overreaction,  from  the  norm,  to  a given  stimulus. 

References:  1.  Clemens,  T.  L.,  and  Selesnick,  S.  T. : Dis.  Nerv. 
Syst.,  28: 98,  1967.  2.  Selesnick,  S.  T.,  and  Clemens,  T.  L. : From 
research  film  “Motion  Picture  Films  in  Psychosomatic  Re- 
search,” available  from  Roche  Laboratories. 


VALIUM* 

(diazepam)  Roche 


Each  fluid  ounce  contains: 

Kaolin  6.0  Gm.,  Pectin  142.8  mg.,  Hyoscyamine 
sulfate  0.1037  mg.,  Atropine  sulfate  0.0194  mg. 
Hyoscine  hydrobromide  0.0065  mg.,  Sodium  benzo 
ate  (Preservative)  60.0  mg.,  Alcohol  3.8  per  cent, 


Donnagel 


This  one  can  do. . . 


i 


anti- 

diarrheal 


KAOLIN 

PECTIN 


r anti- 

spasmodic 

• 

BELLADONNA 
v ALKALOIDS  / 


the  job  of  two 


No  need  to  prescribe  a kaolin-pectin  combination  for 
diarrhea  and  then  write  a separate  prescription  for  its 
discomforts,  when  you  can  treat  the  whole  diarrhea 
problem  (diarrhea,  cramping,  nausea,  and  tenesmus) 
with  just  one  product — Donnagel. 

Donnagel  combines  the  adsorbent  and  detoxifying 
effects  of  kaolin  and  pectin  with  the  antispasmodic 
action  of  the  natural  belladonna  alkaloids  (as  in 
Donnatal®).  These  antispasmodic  agents  help  con- 
trol hypermotility  in  the  Cl  tract  to  relieve  the  dis- 


comforts which  so  frequently  accompany  diarrhea. 

Yes,  Donnagel  is  much  more  than  a simple  kaolin- 
pectin  combination.  Lower  dosage  too.  And  it's  less 
expensive  and  more  convenient  for  the  patient  than 
taking  two  medications.  Does  the  antidiarrheal  you  are 
now  prescribing  contain  an  antispasmodic? 

Available  in  the  handy  4-ounce  plastic  bottle  at  phar- 
macies everywhere  on  your  prescription  or  recom- 
mendation. See  product  literature  before  prescribing. 
A.  H.  Robins  Company,  Richmond,  Virginia  23220. 


Donnagel  treats  the  whole  diarrhea  problem. 
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Unique  Nitrospan  micro-dialysis  process* 
adds  an  important  dimension -TIME -to  nitroglycerin  therapy 


Helps  decrease  frequency  and  severity  of  attacks-,  often 
increases  exercise  tolerance.  Decreases  need  for  sub- 
lingual nitroglycerin,  increases  patient  confidence. 
Smooth,  continuous  release  independent  of  gastrointes- 
tinal functions  reduces  headache  and  other  side  effects 
that  might  result  from  peak  concentrations  of  tablet  or 
intermittent-release  preparations. 

Indication  and  Dosage:  For  prophylactic  use  only  in  an- 
gina pectoris,  1 capsule  every  12  hours.  Precautions:  For 
prophylaxis  only,  not  for  relief  of  acute  anginal  attacks. 
Tolerance  to  nitrites  may  develop  on  long-continued  use. 
Contraindications:  Idiosyncrasy  to  nitroglycerin,  and 
early  myocardial  infarction.  Side  Effects:  With  use  of 
nitrites,  transient  headache,  postural  hypotension,  nausea 


and  vomiting  may  occur.  Overdoses  may  cause  flushing, 
dizziness,  tachycardia,  headache  and  syncope. 


'The  micro-dialysis  cell.  Nitrospan's  timed-release  mech- 
anism is  different  from  those  usually  employed  in  sus- 
tained-action capsules,  which  rely  on  unpredictable 
digestive  processes.  The  nitroglycerin  in  Nitrospan  cap- 
sules is  contained  within  hundreds  of  dialysis  cells  of 


controlled  permeability.  The  contents 
of  each  micro-dialysis  cell  are  released 
by  diffusion  rather  than  disintegration, 
at  a continuous  rate  independent  of 
gastrointestinal  action.  Only  the  pres- 
ence of  fluid  is  required. 


t \ 


brand  of 


NITROSPAN 

cap: 

nitroglycerin 


CAPSULES 


2.5  mg.  in  micro-dialysis  cells 


For  a starter  supply  of  NITROSPAN,  write:  USV  PHARMACEUTICAL  CORPORATION,  800  Second  Avenue,  New  York,  N.Y.  10017 

PRODUCERS  OF  DBP-TD  (phenformin  HCI) 
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Ill 

digestive 

disorders: 


B and  C vitamins  aid  therapy.  Nausea,  vomiting,  and  severe  diarrhea  may 
seriously  interfere  with  the  digestion  and  absorption  of  nutrients.  STRESSCAPS 
capsules,  containing  therapeutic  quantities  of  vitamins  B and  C,  may  help  meet 
the  needs  of  these  patients.  In  digestive  disorders,  as  in  many  stress  conditions, 
STRESSCAPS  vitamins  aid  therapy. 


Each  capsule  contains: 

Vitamin  B|  (as  Thiamine  Mononitrate)  10  mg 

Vitamin  B2  (Riboflavin)  10  mg 

Vitamin  B*  (Pyridoxine  HCI)  2 mg 

Vitamin  Bl2  Crystalline  4 mcgm 

Vitamin  C (Ascorbic  Acid)  300  mg 

Niacinamide  100  mg 

Calcium  Pantothenate  20  mg 

Recommended  intake  Adults,  1 capsule 
daily,  for  the  treatment  of  vitamin  deficien- 
cies. Supplied  in  decorative  ‘ reminder'' 
jars  of  30  and  100;  bottles  of  500. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 
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IN  EMPHYSEMA 


THE 

EASY-TO-TAKE’ 

AMINOPHYLLINE 


Aminophylline  dura-tabs 

J prolonged  -medication  tablets  4V2  gr.  (0.3  Gm.) 


Precautions:  Use  with  caution 
in  patients  with  poor  renal  function 
as  a decreased  rate  of  excretion 
may  lead  to  accumulation  and 
untoward  reactions.  Gastric 
irritation  may  occasionally  be 
observed  in  certain  patients 
sensitive  to  oral  aminophylline. 

Dosage:  Adults,  1 to  2 
Aminophylline  Dura-Tabs 
each  8 or  12  hours,  with  food. 


RARELY  UPSET  THE  STOMACH 

Oral  aminophylline  needn’t  disturb  the  stomach-nor  a 
good  night’s  sleep.  Patients  breathe  easier  all  day,  sleep 
better  all  night,  as  each  Aminophylline  Dura-Tab  dose 
provides  effective  therapeutic  activity  for  up  to  12  hours. 
And  unlike  conventional  tablets,  AMINOPHYLLINE 
DURA-TABS  seldom  cause  gastric  distress.  The  special 
Dura-Tab  process  allows  the  gradual  absorption  of  the 
medication  from  the  intestinal  tract  with  only  a small  frac- 
tion of  the  dose  released  in  the  stomach. 
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Medical  Meetings 


Upstate  Medical  Center  offers 
postgraduate  program 

The  following  program  in  continuing  medical 
education  is  being  offered  by  the  School  of  Med- 
icine State  University  of  New  York  at  Buffalo: 
Newer  Concepts  in  the  Understanding  and  Man- 
agement of  Shock,  September  16;  Neurology, 
September  19;  Trends  in  Internal  Medicine, 
September  25  through  29;  Obstetrics  and  Gyne- 
cology for  the  Family  Physician,  October  17  and 
18;  Surgical  Relief  of  Pain,  November  3;  Con- 
temporary Theory  in  Psychiatry,  November  4; 
Pulmonary  Emphysema,  November  9 and  10; 
Rehabilitation  of  the  Stroke  Patient,  November 
9 through  11;  Drug  Experimentation  in  the 
Social  Setting,  November  16;  Radioisotopes 
and  the  Kidney,  November  17  and  18;  and 
Emotions  and  Illness,  December  1 and  2. 

For  further  information  contact:  associate 

dean  for  continuing  medical  education,  School 
of  Medicine  State  University  of  New  York  at 
Buffalo,  2211  Main  Street,  Buffalo,  New  York 
14214. 

Course  to  study  rheumatic  diseases 

The  Department  of  Medicine  of  the  Down- 
state  Medical  Center,  Brooklyn,  under  contract 
with  the  National  Center  for  Chronic  Disease 
Control  of  the  U.S.  Public  Health  Service,  is  of- 
fering a postgraduate  course  in  “The  Diagnosis 
and  Treatment  of  the  Rheumatic  Diseases” 
under  the  direction  of  Charles  M.  Plotz,  M.D., 
director  of  rheumatic  disease,  Downstate  Med- 
ical Center. 

The  course  is  open  to  3 physicians  at  a time, 
for  a total  of  9 trainees,  during  3 twelve-week 
training  courses:  October  2 through  December 
22;  January  2 through  March  22,  1968;  and 
March  25  through  June  14,  1968.  The  course 
will  offer  intensive  training  in  the  care  and 
management  of  patients  with  arthritis  and 
rheumatic  diseases. 

For  application  and  information  contact: 
Charles  M.  Plotz,  M.D.,  director  of  continuing 
education,  Downstate  Medical  Center,  450 
Clarkson  Avenue,  Brooklyn,  New  York  11203. 

Columbia  University  offers 
postgraduate  courses 

Columbia  University  College  of  Physicians 
and  Surgeons  announces  its  postgraduate  pro- 

Material  for  inclusion  in  the  medical  meetings  section  must 
be  received  pix  weeks  prior  to  publication  date. 


gram  in  clinical  medicine  and  surgery  for  the 
1967-1968  academic  year.  Dates,  topics,  loca- 
tions, and  course  directors  include  the  following: 
Clinical  Hematology — October  3 through  De- 
cember 19,  St.  Luke’s  Hospital  Center,  New 
York  City,  J.  F.  Berles,  M.D.,  J.  M.  Goldstone, 
M.D.,  F.  A.  Flatow,  M.D.,  and  Associates.  Fee: 
$75.;  Basic  Hypnosis — October  7 through  No- 
vember 18,  Columbia-Presbyterian  Medical 
Center,  New  York  City,  H.  Spiegel,  M.D.  Fee: 
$175.;  Radiologic  Physics — October  3 through 
February  1,  1968,  Columbia-Presbyterian  Med- 
ical Center,  Paul  Goodwin,  M.D.  Fee:  $50.; 
Gynecologic  Endocrinology — October  19 
through  November  15,  Brookdale  Hospital  Cen- 
ter, Brooklyn,  J.  Birnbaum,  M.D.  Fee:  $50.; 
Diagnostic  and  Therapeutic  Symposia  for  the 
Family  Physician— October  20  through  April 
12,  1968,  Brookdale  Hospital  Center,  S.  Stark, 
M.D.  Fee:  $125.;  Recent  Advances  in  Colon 
Surgery — November  2 through  December  7, 
Brookdale  Hospital  Center,  C.  B.  Ripstein, 
M.D.  Fee:  $50.;  Clinical  Electrocardiog- 

raphy— -November  15  through  December  14, 
Columbia-Presbyterian  Medical  Center,  M.  I. 
Ferrer,  M.D.  Fee:  $50.;  Urologic  Pathology— 
January  4 through  February  5,  1968,  Columbia- 
Presbyterian  Medical  Center,  M.  M.  Melicow, 
M.D.,  and  M.  Tannenbaum,  M.D.  Fee: 
$150.;  Clinical  Cardiology — January  6 through 
April  20,  1968,  St.  Luke’s  Hospital  Center,  E. 
P.  Childs,  M.D.,  A.  L.  L.  Bell,  Jr.,  M.D.,  and  M. 
J.  Schwartz,  M.D.  Fee:  $125.;  Physics  of 

Diagnostic  Radiology — February  6 through 
March  28,  1968,  Columbia-Presbyterian  Med- 
ical Center,  Fee:  $75.;  Pediatric  Cardiology — 
March  7 through  April  11,  1968,  Brookdale 
Hospital  Center,  R.  J.  Golinko,  M.D.,  and  C.  B. 
Ripstein,  M.D.  Fee:  $50.;  and  Nuclear  Med- 
icine— April  4 through  June  6,  1968,  Columbia- 
Presbyterian  Medical  Center,  P.  M.  Johnson, 
M.D.  Fee:  $75. 

For  further  information  contact  Miss  Pauline 
Mack,  postgraduate  medicine,  Columbia  Uni- 
versity College  of  Physicians  and  Surgeons,  630 
West  168th  Street,  New  York  10032. 

Nutrition  and  metabolism 
subjects  of  conference 

The  Twelfth  Annual  Conference  on  Nutrition 
and  Metabolism,  sponsored  by  the  Philadelphia 

continued,  on  page  2410 
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Night  Leg  Cramps . . . Unwelcome  Bedfellow 
In  Diabetes)  Arthritis)  and  Peripheral  Vascular  Disorders2 


now ...  specific  therapy  for  night  leg  cramps 


QUIIMAMM 


Consistently  effective,  QUINAMM  provided  com- 
plete relief  in  94%  of  200  patients  studied,  many  of 
whom  were  severe  cases  refractory  to  other  medica- 
tion.3 Your  prescription  for  one  tablet  at  bedtime 
often  controls  painful  night  cramps  with  the  initial 
dose  . . . helps  restore  restful  sleep. 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON  MERRELL  INC 

PHILADELPHIA.  PENNSYLVANIA  19144 


Prescribing  Information:  Composition:  Each  white,  bev- 
eled,  compressed  tablet  contains:  Quinine  Sulfate  260  mg. 
and  Aminophylline  195  mg.  Contraindication:  QUINAMM 
is  contraindicated  in  pregnancy  because  of  its  quinine  con- 
tent. Precautions:  Aminophylline  may  produce  intestinal 
cramps  in  some  instances,  and  quinine  may  produce  symp- 
toms of  cinchonism,  such  as  tinnitus,  dizziness,  and  gastro- 
intestinal disturbance.  Discontinue  use  if  ringing  in  the  ears, 
deafness,  skin  rash,  or  visual  disturbances  occur.  Dosage: 
One  tablet  upon  retiring.  Where  necessary,  dosage  may  be 
increased  to  one  tablet  following  the  evening  meal  and  one 
tablet  upon  retiring.  Supplied:  Bottles  of  100  and  500  tablets. 
References:  1.  Shuman,  C.:  Am.  J.  Med.  Sci.,  225:54,  1953. 
2.  Perchuk,  E.,  et  al.:  Angiology,  12:102,  1961.  3.  Rawls,  W., 
et  al.:  Med.  Times,  87:818,  1959.  6/67  Q-706A 
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County  Medical  Society,  the  Philadelphia  Pedi- 
atric Society,  and  the  Council  on  Foods  and  Nu- 
trition of  the  American  Medical  Association,  is 
to  be  held  Wednesday,  October  18,  at  the  Phila- 
delphia County  Medical  Society. 

Subjects  to  be  covered  in  the  symposium  in- 
clude: phenylketonuria,  hypoglycemia  in  chil- 
dren, gout,  and  osteoporosis.  Guest  lecturers 
will  be:  Selma  Snyderman,  M.D.,  New  York 
University  School  of  Medicine;  Angelo  Di- 
George,  M.D.,  Temple  University  School  of 
Medicine;  Leo  Lutwak,  M.D.,  Cornell  Univer- 
sity Graduate  School  of  Nutrition;  John  H. 
Talbott,  M.D.,  editor.  Journal  of  the  American 
Medical  Association ; and  Philip  L.  White, 
M.D.,  secretary,  Council  on  Foods  and  Nutri- 
tion, American  Medical  Association. 

The  symposium  is  acceptable  for  American 
Academy  of  General  Practice  credit. 

For  further  information  contact,  Michael  G. 
Wohl,  M.D.,  or  Charles  R.  Shyman,  M.D.,  co- 
chairmen,  Committee  on  Nutrition  and  Metabo- 
lism, Philadelphia  County  Medical  Society, 
2100  Spring  Garden  Street,  Philadelphia,  Penn- 
sylvania 19130. 


Radioisotope  skeletal  survey 

In  most  patients  with  neoplastic  bone  disease, 
new  bone  formation  is  accelerated.  This 
phenomenon,  which  can  be  demonstrated  with 
radioisotope  tracers,  offers  the  opportunity  for 
detection  of  bone  involvement  in  patients  with 
malignant  disease  earlier  than  possible  by 
roentgenograms  of  the  skeleton,  since  in  the 
latter  the  calcium  content  of  bone  must  be  re- 
duced by  30  to  50  per  cent  before  radiographic 
changes  become  apparent.  Strontium,  like  cal- 
cium, is  deposited  in  bone  and  has  suitable 
characteristics  for  studies  in  vivo.  G.  L.  De- 
Nardo,  M.D.,  R.  W.  Horner,  P.  L.  Leach,  and 
D.  J.  Bowes,  writing  in  a recent  issue  of 
J.A.M.A.,  have  studied  several  hundred  pa- 
tients, of  whom  49  with  suspected  bone  neo- 
plasm had  photoscans,  profile  scans,  and  roent- 
genographic  skeletal  surveys.  Of  these,  39  had 
evidence  of  bone  involvement,  and  all  of  these 
had  abnormal  profile  scans  along  with  roent- 
genographic  and  histologic  findings.  There 
were  no  false  positives  in  any  of  the  other  10 
patients.  While  the  conventional  method  of 
photoscanning  the  entire  skeleton  is  impractical 
as  a screening  procedure,  the  authors’  profile 
scanner  permits  the  skeleton  to  be  surveyed  in 
ten  to  fifteen  minutes. 


Hormones,  membranes,  and  metabolism 
subjects  of  annual  diabetes  symposium 

The  Clinical  Society  of  the  New  York  Dia- 
betes Association,  Inc.,  announces  its  15th 
annual  symposium  to  be  held  October  21  from 
9:00  a.m.  to  4:30  p.m.  at  the  Barbizon- Plaza 
Hotel,  New  York  City.  The  subject  of  the 
symposium  will  be  Hormones,  Membranes,  and 
Metabolism.  Among  the  speakers  will  be 
Philip  Siekevitz,  Ph.D.,  Rockefeller  University; 
Earl  W.  Sutherland,  M.D.,  Vanderbilt  Univer- 
sity, School  of  Medicine;  John  N.  Fain,  Ph.D., 
Brown  University;  Arnold  Lazarow,  M.D., 
University  of  Minnesota  Medical  School,  John 
T.  Ireland,  M.D.,  Southern  General  Hospital, 
Glasgow,  Scotland;  and  Paul  Kimmelstiel,  M.D., 
University  of  Oklahoma  Medical  Center. 

The  symposium  is  open  to  physicians,  medical 
students,  and  other  professional  personnel  in- 
terested in  diabetes.  Registration  fee  is  $5,  but 
there  is  no  fee  for  current  members  of  the  Clin- 
ical Society,  medical  students,  interns,  residents, 
and  Fellows  duly  certified.  For  information 
write:  New  York  Diabetes  Association,  104 

East  40th  Street,  New  York  10016. 


The  photoscans  and  profile  scans  were  done 
twenty-four  to  seventy-two  hours  after  the 
intravenous  administration  of  the  isotope:  25  to 
100  microcuries  of  strontium-85  as  strontium 
nitrate.  The  bowel  and  bladder  were  evacuated 
prior  to  each  study.  The  roentgenographic 
skeletal  survey  included  the  skull,  vertebrae, 
pelvis,  humeri,  femora,  tibias,  and  fibulas 
routinely.  Photoscans  were  done  with  a com- 
mercial instrument,  and  the  whole  body  profile 
scanner  was  designed  and  constructed  for  use  in 
the  radioisotope  skeletal  surveys.  The  normal 
pattern  including  2 standard  deviations  from 
the  mean  was  determined  in  8 normal  adults. 
The  count  ratio  was  plotted  on  the  ordinate  and 
the  displacement  along  the  longitudinal  axis  of 
the  body  on  the  abscissa.  There  were  5 normal 
peaks  of  radioactivity  corresponding  in  location 
to  the  humeral  head,  sacro-iliac  joints,  femoral 
heads,  knees,  and  ankles.  There  was  no 
significant  difference  between  the  right  and  left 
sides  of  the  body.  The  profile  scan  of  each 
patient  was  compared  to  the  normal  profile 
pattern. 

The  profile  scan  was  regarded  as  abnormal 
if  it  exceeded  the  normal  pattern  either  for 
2 consecutive  segments  on  the  same  side  of 
the  body  or  for  the  same  segment  of  both  sides 
of  the  body. 
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When  the 
bronchitis— emphysema 
syndrome  is  complicated 
by  hypertension  or  heart 
disease- 

ORAL 

ELIXOPHYLLIN 

Each  15  cc.  contains  theophylline  80  mg.;  alcohol  3 cc. 


. . . has  consistently  provided 
rapid,  sustained  bronchodilationj 
without  the  hazards  of  epine- 
phrine-like  drugs. 


Used  in  recommended  t.i.d.  dosage  “(Elixo- 
phyllin]  . . . rapidly  produces  an  effective 
blood  level  comparable  to  that  produced  when 
the  drug  is  administered  intravenously.”1 2 
Such  serum  levels  have  been  correlated3  with 
a proven  significant  increase  in  pulmonary 
function.  By  maintaining  effective  broncho- 
dilation  with  Elixophyllin,  the  incidence  of 
acute  attacks  may  be  reduced,  increasing 
damage  to  bronchial  tissue  arrested,  function- 
ing tissue  preserved,  and  progression  toward 
intractable  emphysema  retarded. 

' Unusually  well  tolerated— Unlike  many 
available  compounds,  the  theophylline  in 
Elixophyllin  is  not  precipitated  in  the  pres- 
ence of  gastric  acid,  and  thereby  avoids  gas- 
tric irritation.  Moreover,  by  remaining  in 
solution,  Elixophyllin  is  carried  without  delay 
into  the  blood  stream  for  predictable  broncho- 
dilative  action. 


Simple,  precise  oral  medication  — minimizes  danger  of 
self -over  medica  tion : 

Adults,  45  cc.  (3  tablespoonfuls)  before  breakfast,  at 
3 P.M.,  and  before  retiring.  After  two  days,  30  cc. 
(2  tablespoonfuls)  t.i.d.  Does  not  contain  epinephrine- 
like  drugs;  alcoholic  content  is  non-grain,  hypo-aller- 
genic. May  be  contraindicated  in  peptic  ulcer  and  gout. 


1.  Corroborated  by  40  published  studies. 

2.  Miller,  W.  F.:  Postgrad.  Med.  39:2 30-239  (Mar.)  1966. 

3.  Jackson,  R.  H.,  et  al.:  Dis.  Chest  45:75-85  (Jan.)  1964. 
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When  the 
agitated  geriatric 
disrupts  the 
home... 


His  teen-age 
granddaughter 
won’t  invite 
friends 
home 
because 
of  his 
outbursts. 


isi® 
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for  moderate  to  severe  anxiety 

Mellaril 


(thioridazine) 
25  mg.  t.i.d. 


His  slovenly  room 
and  habits  create 
more  tension. 


His  disturbances  at 
the  table  make  every 
meal  a nightmare. 


His  daughter 
can’t  please  him. 
There  is  "just  no 
living  with  him." 


See  following  page  for  prescribing  information. 


Abstracts 


When  the  agitated  geriatric 
disrupts  the  home... 

Anxiety  that  seriously  interferes  with  the 
individual's  performance  at  work,  at  home, 
or  in  the  community  may  be  regarded  as 
moderate  to  severe  in  degree. 

Mellaril  often  recommends  itself  totreatment 
of  moderate  to  severe  anxiety  because  it 

• helps  control  the  most  frequent  symptoms: 
marked  tension,  agitation,  apprehension, 
restlessness,  hypermotility 

• often  alleviates  anxiety-induced  somatic 
complaints 

• frequently  helps  strengthen  emotional  re- 
sources 

• helps  the  patient  maintain  realistic  contact 
with  environment,  closer  harmony  with 
family 

Thus,  when  you  consider  the  anxiety  moder- 
ate to  severe  . . . consider  Mellaril. 
Contraindications:  Severely  depressed  or  coma- 
tose states  from  any  cause,  and  in  association 
with  or  following  MAO  inhibitors:  severe  hyper- 
tensive or  hypotensive  heart  disease. 
Precautions:  Hypersensitivity  reactions  (e.g., 
leukopenia,  agranulocytosis)  and  convulsive 
seizures  are  infrequent.  Pigmentary  retinopathy 
has  been  observed  where  doses  in  excess  of 
those  recommended  were  used  for  long  periods 
of  time.  May  potentiate  central  nervous  system 
depressants,  atropine,  and  phosphorus  insec- 
ticides. Where  complete  mental  alertness  is 
required,  administer  the  drug  cautiously  and 
increase  dosage  gradually.  In  addition,  ortho- 
static hypotension  (especially  in  female 
patients)  has  been  observed.  Epinephrine 
should  be  avoided  intreatmentof  drug-induced 
hypotension. 

Side  Effects:  Pseudoparkinsonism  and  other 
extrapyramidal  disorders  are  infrequent:  drows- 
iness, especially  in  high  doses  early  in  treat- 
ment, may  occur;  nocturnal  confusion,  dryness 
of  the  mouth,  nasal  stuffiness,  headache, 
peripheral  edema,  lactation,  galactorrhea,  and 
inhibition  of  ejaculation  are  noted  on  occasion; 
photosensitivity  and  other  allergic  skin  reac- 
tions may  occur  but  are  extremely  rare. 

Before  prescribing,  see  package  insert  for  full 
product  information. 


for  moderate  to  severe  anxiety 

Mellaril" 

(thioridazine)  a 
25  mg.  t.i.d. 

SANDOZ 


Smith,  B.  H.:  Low  back  pain,  New  York 

State  J.  Med.  67:  2449  (Sept.  15)  1967. 

A diagnosis  of  the  cause  of  low  back  pain  is 
predicated  on  a knowledge  of  local  functional 
anatomy  and  the  factors  that  may  distrub  it. 
The  functional  integrity  of  the  spinal  column 
may  be  impaired  by  congenital  anomaly,  stresses 
and  strains  both  physiologic  and  pathologic, 
and  a variety  of  lesions  affecting  bones,  joints, 
and  ligamentous  and  muscular  supports.  Study 
should  include  clinical  history,  thorough  ex- 
amination, and  indicated  radiographs.  There 
must  be  positive  psychosomatic  findings  for 
a diagnosis  of  psychogenic  backache. 

Larkin,  T.  E.:  Urologic  aspects  of  lower 

motor  neurogenic  lesions  in  group  of  Viet- 
namese paraplegic  patients,  New  York  State 
J.  Med.  67:  2463  (Sept.  15)  1967. 

In  26  of  27  Vietnamese  paraplegic  patients 
with  lower  motor  neuron  bladders,  a catheter- 
free  status  was  accomplished.  The  standards 
were  no  incontinence,  balanced  bladder  by 
capacity-residual  tests,  no  pyuria,  and  no 
bacteriuria.  The  problem  of  permanent  ure- 
thral catheter  drainage  under  adverse  home 
conditions  made  the  catheter-free  status  im- 
portant; and  this  in  spite  of  language  difficulty, 
the  low  level  of  education,  the  patients’  philo- 
sophic attitude,  and  the  problems  of  transmit- 
ting instruction  in  bladder  training  and  hygiene 
through  an  interpreter. 
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A journal  within  a journal  published  quarterly  in  the  interests 
itter  medicine  by  Dorsey  Laboratories,  a division  of  The 
der  Company,  Lincoln,  Nebraska.  Address  communica- 
ions  to  Raymond  C.  Pogge,  M.  D.,  Director  of  Medicine. 
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Nathan  Flaxman,  M.D.,  Diplomate,  American  Board  of  Internal  Medicine,  Chicago,  Illinois 


In  Los  Angeles  it  is  smog  (smoke  and  fog).  In  New 
York  City  smaze  (smoke  and  haze).  In  El  Paso  smust 
(smoke  and  dust).  The  original  factor  was  smoke 
plus  such  natural  phenomena  as  fog,  haze  and  dust, 
but  air  pollution  has  mushroomed  from  a smoke 
problem  in  our  industrial  cities  into  a major  econom- 
ic, esthetic  and  public  health  problem  that  affects 
practically  every  American  locality  and  citizen.1,2 
Respiratory  disease,  of  course,  is  by  far  the  most 
costly  effect  of  air  pollution,  for  contaminated  air 
can  aggravate  our  illnesses,  deplete  our  strength 
and  shorten  our  life  span.1 


presence  of  various  materials  polluting  the  air  might 
do  this.  A siege  of  smog  in  Denver,  the  "mile  high 
city,”  in  December  1965  was  accompanied  by  respi- 
ratory infection  that  doubled  normal  absentee  rates 
in  schools,  factories  and  city  government.10 

Wi[<  air  pollution  is  only  one  factor,  it  has  become 
important  in  the  causes  of  most  of  the  afflictions  of 
the  respiratory  tract.  This  has  been  shown  not  only 
by  the  Denver  occurrence,  but  also  by  detailed  study2 
of  respiratory  illness  in  a small  group  of  313  men 


The  greatest  problem  in  dealing  with  solid  wastes 
is  that  they  are  not  quickly  returned  to  dust.  To  aid 
the  decomposing  process,  the  great  bulk  of  such 
waste  is  burned,  polluting  our  air  in  the  process.3 
Dr.  Jack  McKee  of  the  California  Institute  of  Tech- 
nology4 has  calculated  that  in  Los  Angeles  County, 
which  has  more  than  six  million  people,  about  three 
pounds  of  gaseous  wastes  per  person  per  day  (on  a 
dry-weight  basis)  enter  the  atmosphere.  This  is  twice 
as  much  as  solid  refuse  disposal  and  six  times  as  much 
as  the  contaminants  in  waste  water.  It  is  estimated 
that  in  New  York  City,  730  pounds  of  pollutants,  a 
little  over  half  the  size  of  a compact  two-door  sedan 
of  foreign  make,  is  annually  thrown  into  the  air  for 
each  man,  woman  and  child  in  the  city.5 

Air  pollution  is  an  evident  factor,  not  only  in  the 
common  cold  and  upper  respiratory  disease,  but  also 
in  chronic  bronchitis,2  pulmonary  emphysema,6 
bronchial  asthma,7  pneumonitis  and  lung  cancer.8 
Its  effect  on  the  incidence  of  pulmonary  tuberculosis 
is  unproved,9  although  it  is  conceivable  that  the 


from  October  1962  to  May  1963  when  there  were 
202  episodes  involving  the  upper  respiratory  tract. 
The  attack  rate  of  illness  was  related  in  time  to  in- 
creased concentration  of  both  smoke  and  sulphur 
dioxide  in  the  atmosphere  of  the  district  in  which 
the  men  lived. 

Other  factors  often  mentioned,  include  exposure  to 
those  who  have  colds,  exposure  to  extreme  changes 
of  temperature,  allergy  and  bacterial  infection. 
However,  when  low  individual  resistance  due  to 
lack  of  rest,  overwork,  fatigue,  improper  or  unbal- 
anced diet,  previous  illness  and  emotional  stress  are 
included  as  causes,  we  enter  the  realm  of  somewhat 
obscure  relationships.  Much  more  emphasis  can  be 
placed  on  the  role  of  polluted  air. 

the  symptoms,  signs  and  complications  of  involve- 
ment of  the  upper  respiratory  tract,  especially  the 
common  cold,  are  the  same  regardless  of  the  causa- 
tive factor.  Swelling  of  the  lining  of  the  nose,  the 
scratchy  dry  throat,  the  discharge  from  the  nose  at 
first  watery  then  thicker,  discolored  and  more  tena- 
cious, the  eyes  tearing,  and  frequent  sneezing  are 
all  part  of  the  Number  1 human  ailment.  Concur- 
rent or  residual  sinusitis  when  mucus  is  trapped 
there,  middle  ear  involvement  due  to  interference 
with  drainage,  laryngitis  and  bronchitis  are  compli- 
cations of  the  common  cold.  The  primary  interfer- 
ence is  with  a most  important  function  of  the  nose— 
the  cleansing  of  foreign  matter  in  the  first  line  of 
"air  defense”  to  prevent  it  from  entering  the  breath- 
ing tract. 

However,  the  diagnosis  and  subsequent  decision  on 
how  to  treat  the  patient  so  affected  rests  basically  on 
the  relief  of  symptoms  that  cause  him  the  misery. 
The  stuffed,  runny  nose,  the  clogged  ears,  and  the 
harsh  dry  cough  — all  the  symptoms  that  make  com- 
mon cold  sufferers  feel  miserable  and  interfere  with 
their  sleep— can  be  alleviated  with  medications  of 
the  oral  nasal  decongestant/antihistamine  combina- 
tion type.  The  burning  sensation  in  the  throat,  sore- 


For  nature’s  hazards: 
nasal  congestion 
due  to  seasonal 
allergies  and 
summer  colds 


Triaminic*  nyrup 


(5  ml.)  contains: 

Phenylpropanolamine  hydrochloride  12.5  mg. 
Pheniramine  maleate  6.25  mg. 

Pyrilamine  maleate  6.25  mg. 


For  nasal  congestion  regardless  of  cause,  you  can  bring 
quick,  lasting  comfort  to  your  little  patients  with  Triaminic 
Syrup.  You  may  occasionally  encounter  these  side  effects: 
drowsiness,  blurred  vision,  cardiac  palpitations,  flushing, 
dizziness,  nervousness  or  gastrointestinal  upsets.  Pre- 
cautions: the  possibility  of  drowsiness  should  be  con- 
sidered by  patients  engaged  in  mechanical  operations 
requiring  alertness.  Use  with  caution  in  patients  with 
hypertension,  heart  disease,  diabetes,  or  thyrotoxicosis. 


(Advertisement) 


ness  of  the  chest  and  even  chest  pain  can  also  be 
relieved  by  such  medication.  Rest  in  bed  if  there  is 
fever  (but  confined  to  home  at  least),  liberal  fluids, 
uniformly  warm  surroundings  and  adequate  humid- 
ity in  the  room,  are  all  helpful  adjuncts  to  the  med- 
ication. Most  common  cold  sufferers  recover  rapidly 
and  are  symptom-free  in  four  to  ten  days. 

Further  treatment,  altered  by  the  fact  that  the  afflic- 
tion hangs  on  for  more  than  the  usual  duration  of 
the  common  cold,  requires  consideration  of  allergy, 
which  is  most  frequently  the  prolonging  factor.  But 
air  pollution  itself  may  often  be  the  culprit. 

( Concluded  on  following  page ) 


Clt  the  Third  National  Conference  on  Air  Pollution 
held  recently,  it  was  emphasized  that  this  subject 
had  received  more  attention  in  the  past  four  years 
than  in  all  previous  history.  Spicer,11  an  active  par- 
ticipant at  this  conference,  reiterated  that  it  behooves 
the  practicing  physician  to  be  aware  of  trends  in 
respiratory  disease  and  to  accept  a major  role  in 
community  action  relating  to  air  pollution  and  res- 
piratory health.  By  taking  a positive  stand  physicians 
have  been  instrumental  in  the  development  of  anti- 
pollution legislation.  An  outstanding  example  is 
Los  Angeles  where  major  steps  have  been  taken  by 
abolishing  coal  burning,  and  even  banishing  oil 
burning,  seven  months  a year.  Natural  gas  must  be 
used  instead  and  it  must  be  used  by  industry  when 
available.  Backyard  incinerators  have  been  abolished 
in  favor  of  landfill  disposal,  and  building  incinera- 
tion ended  except  for  a few  expensive  smokeless 
furnaces.10  Concerted  action  can  be  taken  against 
particular  industrial  nuisances.  One  company  that 
disregarded  complaints  discovered  its  error  when 
thousands  of  its  credit  cards  were  returned  by  irate 
customers  who  decided  to  patronize  competing 
companies.12 

Summary.  Respiratory  disease  is  the  most  important 
and  most  costly  effect  of  air  pollution,  whether 
termed  smog,  smaze,  or  smusr.  Air  pollution  is  an 
economic,  esthetic  and  public  health  problem  that 
affects  practically  every  American  locality  and  citi- 
zen. New  sources  of  air  pollution  are  invisible  and 
odorless,  but  the  harmful  gases  and  liquid  droplets 
are  there.  Triggered  by  sunlight,  some  of  these  un- 
dergo mid-air  chemical  changes  and  the  results  are 
even  more  irritating  to  the  upper  respiratory  tract. 
The  symptoms,  signs  and  complications,  especially 
of  the  upper  respiratory  tract,  can  be  readily  aborted 
by  modern  medication  but  may  be  unduly  prolonged 
by  polluted  air.  In  steps  taken  to  prevent  this,  the 
practicing  physician  can  take  a major  role. 
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with  a 
runny 
nose? 


For  summer  allergies,  summer 
colds, or  nasal  congestion  due  to 
almostany cause, you  prescribe 
quick  r-e-l-i-e-f  with  Triaminic. 
It’s  ideal  for  summer  allergies: 

1.  Acts  in  15-30  minutes  due 
to  decongestant. 

2.  Follows  up  with  balanced 
dual  antihistamines. 

3.  Up  to  24-hour  'round  the 
clock  relief  when  dosed  one 
tablet  at  morning,  midafter- 
noon and  evening. 

Summer  time  is  sport  time  and 
who  can  be  a sport  with  a runny 
nose? 


provide  patient  comfort 

Triaminic  relieves 

Each  timed-release  summer  allergies 

tablet  contains: 

Phenylpropanolamine  hydrochloride  50  mg. 

Pheniramine  maleate  25  mg. 

Pyrilamine  maleate  25  mg. 

Side  effects:  Occasional  drowsiness,  blurred  vision, 
cardiac  palpitation,  flushing,  dizziness,  nervousness 
or  gastrointestinal  upsets. 

Precautions:  The  patient  should  be  advised  not  to 
drive  a car  or  operate  dangerous  machinery  if  drowsi- 
ness occurs.  Use  with  caution  in  patients  with  hyper- 
tension, heart  disease,  diabetes  or  thyrotoxicosis. 
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Medical  News 


Albany  Medical  College  announces 
medical  seminar  cruise 

The  Department  of  Postgraduate  Medicine  of 
Albany  Medical  College  is  now  accepting  reser- 
vations for  the  ninth  medical  seminar  cruise  to 
be  held  January  17  through  February  1,  1968. 
The  fifteen-day  cruise  will  begin  from  New  York 
City  aboard  the  Italian  Line  ship  Raffaello. 
Physicians  located  in  the  South  will  be  able  to 
embark  at  Port  Everglades,  Florida,  and  return 
to  this  port. 

Ports  of  call  will  include  Port  Everglades, 
Florida;  San  Juan,  Puerto  Rico;  St.  Thomas; 
Curacao,  La  Guaira,  Venezuela;  Jamaica;  and 
Nassau. 

The  seminar  is  acceptable  for  twenty-four 
hours  of  American  Academy  of  General  Practice 
credit.  For  further  information  write:  Depart- 
ment of  Postgraduate  Medicine,  Albany  Med- 
ical College,  Albany,  New  York  12208. 

Cancer  detection  report  shows  early 
detection  improves  chance  of  cure 

A recent  report  published  by  the  Albany 
Medical  College  Tumor  Registry  shows  that 
about  42  per  cent  of  cases  of  cancer  of  the  cervix 
admitted  to  Albany  Medical  Center  Hospital 
are  detected  in  the  early  curable  stage  of  the 
disease.  When  the  registry  began  compiling 
statistics  fifteen  years  ago,  only  5 per  cent  of  all 
cervical  cancer  cases  were  found  when  the  lesion 
was  in  the  early  curable  stages  of  development. 

The  Tumor  Registry  report  is  based  on  an  in- 
tensive study  and  follow  up  of  10,961  cancer 
patients  admitted  to  Albany  Medical  Center 
Hospital  in  the  fourteen-year  period,  1952-1965. 
Of  this  total,  only  144  patients,  1.3  per  cent, 
were  lost  to  follow  up.  The  basic  objective  of 
the  registry  is  to  tabulate  the  incidence  of  var- 

Material  for  inclusion  in  the  medical  news  section  must  be 
received  six  weeks  prior  to  publication  date. 


ious  kinds  of  cancer  and  to  evaluate  the  efficacy 
of  treatment  rendered. 

Albany  Medical  College 
receives  PMA  grant 

The  Pharmaceutical  Manufacturers  Associa- 
tion Foundation  announced  it  will  give  a 
$100,000  research  grant  to  the  Institute  of  Ex- 
perimental Pathology  Toxicology,  Albany  Med- 
ical College  of  Union  University,  for  studies  to 
determine  the  basic  mechanisms  of  chemical  and 
drug  action  common  to  both  laboratory  animals 
and  man. 

The  grant,  which  covers  a period  of  four  years, 
will  enable  the  Albany  Institute  to  increase  its 
efforts  in  studies  of  drugs.  Its  present  research 
support  is  primarily  concerned  with  the  basic 
studies  of  pesticides  from  a comparative  toxi- 
cology point  of  view. 

Personalities 

Appointed.  Ambrose  P.  Merrill,  M.D., 
Scarsdale,  as  assistant  director  of  the  New 
York  State  Health  Department’s  Bureau  of 
Hospital  Certification. 

Named.  Hart  E.  Van  Riper  M.D.,  vice- 
president  for  medical  affairs,  Geigy  Pharma- 
ceuticals, Ardsley,  New  York,  to  the  ten-man 
scientific  advisory  committee  of  the  Phar- 
maceutical Manufacturers  Association. 

Honored.  Wladimir  G.  Eliasberg,  M.D., 
New  York  City,  invited  by  the  Mayor  of  the 
City  of  Wiesbaden,  Germany,  to  sign  the  Golden 
Book  of  the  City  of  Wiesbaden. 

Speaker.  Joseph  H.  Burchenal,  M.D., 
Memorial  Hospital  for  Cancer  and  Allied 
Diseases,  at  the  Twelfth  Annual  Clinical  Con- 
ference to  be  held  at  The  University  of  Texas 
M.D.  Anderson  Hospital  and  Tumor  Institute, 
Houston,  Texas,  November  9 and  10. 
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helps  solve 
“the  other  problem” 
in  venereal  disease 

The  “other  problem”  in  venereal  disease  is  the  sensitivity  of  many  patients  to 
penicillin  and  the  increased  resistance  of  the  gonococcus. 

Regarding  Increased  Resistance— During  the  last  eight  years,  5700  strains  of 
N.  gonorrhoeae  have  been  isolated  and  tested  for  sensitivity  to  penicillin  and 
sulfadiazine  in  the  Public  Health  Laboratory  (Toronto). (1)  In  the  six-month  period  of 
January  to  June,  1966,  no  less  than  18.8  per  cent  of  the  N.  gonorrhoeae  strains 
isolated  required  1.0  unit  of  penicillin  per  ml  to  inhibit  their  growth;  and  8.6  per  cent 
required  more  than  1.0  unit.  In  contrast,  only  eight  years  ago,  98  per  cent  of  the 
isolates  were  sensitive  to  0.1  unit  of  penicillin  or  less. 

Regarding  Sensitivity— It  has  been  reported  that  approximately  15  per  cent  of  all 
patients  admitted  to  a large  hospital  have  a history  of  being  allergic  or  hypersensitive 
to  penicillin.  It  likewise  has  been  stated  that  conventional  skin  testing  with  penicillin 
is  not  reliable  and  that  more  elaborate  testing  for  sensitivity  is  not  readily  available. (2) 

Regarding  DECLOMYCIN— Excellent  results  have  been  achieved  with 
DECLOMYCIN  as  a therapeutic  alternative  in  a series  of  studies*3'8'  representing  a 
cross-section  of  national  experience  (Los  Angeles,  California;  Columbia, 

So.  Carolina;  Houston,  Texas;  New  York,  New  York;  Boston,  Massachusetts  and 
Washington,  D.C.).  1931  patients  received  DECLOMYCIN  for  treatment  of  acute 
gonorrheal  urethritis.  The  overall  cure  rate  achieved  was  89  per  cent!* 

In  syphilis,  dosage  schedules  of  a total  of  1 2 to  1 8 Gm  given  in  equally  divided  doses 
over  a period  of  10  to  15  days  should  be  followed. 

*The  above  studies  utilized  DECLOMYCIN  in  a variety  of  dosage  schedules.  The  recommended  adult 
dosage  of  DECLOMYCIN  is  600  mg  divided  into  two  or  four  doses  daily. 


1.  Amies,  C.  R.:  Development  of  Resistance  of  Gonococci  to  Penicillin:  An  Eight-Year  Study. 

Canad.  Med.  Ass.  J.  96(  1 ) : 33  (Jan. 7)  1967.  2.  Garagusi,  V.  F.:  Antibiotic  Review.  Amer.  Fam.  Phys.  1 1 :61 
(Nov.)  1966.  3.  Sokoloff,  B.:  Demethylchlortetracycline  Therapy  in  Acute  Gonococcal  Urethritis. 

Clin.  Pharm.  Ther.  6:350  (May-June)  1965.  4.  Allison,  J.  R.,  Jr.:  Demethylchlortetracycline 
Hydrochloride  in  the  Treatment  of  267  Patients  with  Acute  Gonorrhea:  Results  and  Evaluation.  Anlibiol. 
Chemother.  1 1 :454  (July)  1961.  5.  Vanderstoep,  E.  M.;  Matheson,  T.  E.;  Moore,  M.  B.;  Short,  D.  H., 
and  Knox,  J.  M.:  A Comparison  of  Penicillin  and  Demethylchlortetracycline  in  the  Treatment  of  Acute 
Gonorrheal  Urethritis  in  the  Male.  Southern  Med.  J.  57:201  (Feb.)  1964.  6.  Marmell,  M.  and  Prigot,  A.: 
The  Therapeutic  Value  of  Demethylchlortetracycline  in  Gonorrhea,  Lymphogranuloma  Venereum, 
and  Donovanosis.  Antibiotics  Annual,  1959-1960,  p.  457.  7.  Pochi,  P.  E.  and  Strauss,  J.  S.:  The  Single 
Dose  Treatment  of  Acute  Gonococcal  Urethritis  with  Demethylchlortetracycline.  Antibiot.  Med. 

8:75  (Feb.)  1961.  8.  Greaves,  A.  B.:  Demethylchlortetracycline  in  the  Treatment  of  Venereal  Disease. 
Unpublished  data  on  file,  Medical  Research  Section,  Lederle  Laboratories.  438-6-4798 
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helps  solve 

“the  other  problem” 

in  venereal  disease 

Effective  in  a wide  range  of  everyday  infections 
—respiratory,  urinary  tract  and  others— in  the 
young  and  aged— the  acutely  or  chronically  ill — 
when  the  offending  organisms  are  tetracycline- 
sensitive. 

Contraindication:  History  of  hypersensitivity  to 
demethylchlortetracycline. 

Warning— \n  renal  impairment,  usual  doses  may 
lead  to  excessive  accumulation  and  liver  toxicity. 
Under  such  conditions,  lower  than  usual  doses 
are  indicated,  and,  if  therapy  is  prolonged,  serum 
level  determinations  may  be  advisable.  A photo- 
dynamic reaction  to  natural  or  artificial  sunlight 
has  been  observed.  Small  amounts  of  drug  and 
short  exposure  may  produce  an  exaggerated  sun- 
burn reaction  which  may  range  from  erythema  to 
severe  skin  manifestations.  In  a smaller  propor- 
tion, photoallergic  reactions  have  been  reported. 
Patients  should  avoid  direct  exposure  to  sunlight 
and  discontinue  drug  at  the  first  evidence  of  skin 
discomfort.  Necessary  subsequent  courses  of 
treatment  with  tetracyclines  should  be  carefully 
observed. 

Precautions— Overgrowth  of  nonsusceptible  or- 
ganisms may  occur.  Constant  observation  is  es- 
sential. If  new  infections  appear,  appropriate 
measures  should  be  taken.  In  infants,  increased 
intracranial  pressure  with  bulging  fontanels  has 
been  observed.  All  signs  and  symptoms  have 
disappeared  rapidly  upon  cessation  of  treatment. 
Side  Effects— Gastrointestinal  system— anorexia, 
nausea,  vomiting,  diarrhea,  stomatitis,  glossitis, 
enterocolitis,  pruritus  ani.  Skin— maculopapular 
and  erythematous  rashes.  A rare  case  of  exfolia- 
tive dermatitis  has  been  reported.  Photosensitiv- 
ity; onycholysis  and  discoloration  of  the  nails 
(rare).  Kidney— rise  in  BUN,  apparently  dose 
related.  Hypersensitivity  reactions— urticaria,  an- 
gioneurotic edema,  anaphylaxis.  Teeth— dental 
staining  (yellow-brown)  in  children  of  mothers 
given  this  drug  during  the  latter  half  of  preg- 
nancy, and  in  children  given  the  drug  during 
the  neonatal  period,  infancy  and  early  childhood 
(up  to  12  years).  Enamel  hypoplasia  has  been 
seen  in  a few  children.  If  adverse  reaction  or 
idiosyncrasy  occurs,  discontinue  medication  and 
institute  appropriate  therapy. 

Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or 
300  mg  b.i.d.  Should  be  given  1 hour  before  or 
2 hours  after  meals,  since  absorption  is  impaired 
by  the  concomitant  administration  of  high  cal- 
cium content  drugs,  foods  and  some  dairy 
products. 

Capsules:  150  mg;  Tablets:  film  coated,  300  mg, 
150  mg,  and  75  mg  of  demethylchlortetracycline 
HC1. 

I)IXI.(  )MV(1.\ 

DE.METMYICHIXJRTETIIACYCEINE 


LEDERLE  LABORATORIES.  A Division  of 
American  Cyanamid  Company. 

Pearl  River,  New  York 


Abstracts  in 
Interlingua 


Smith,  B.  H.:  Dolores  infero-dorsal  ( anglese ), 

New  York  State  J.  Med.  67:  2449  (15  de 

septembre)  1967. 

Le  diagnose  del  causas  de  dolor  infero-dorsal 
require  familiaritate  con  le  local  anatomia 
functional  e le  factores  que  pote  disturbar  lo. 
Le  integritate  functional  del  columna  dorsal 
pote  esser  compromittite  per  anormalitates 
congenite,  per  affectos  e defectos  tanto  physio- 
logic como  etiam  pathologic,  e per  un  varietate 
de  lesiones  in  ossos,  articulationes,  e adnexos 
ligamentose  e muscular.  Le  studio  del  caso 
individual  debe  includer  un  scrutinio  anamnes- 
tic, un  meticulose  examine,  e le  requirite  radio- 
graphias.  Un  diagnose  de  dolor  psychogene  es 
acceptabile  solo  a base  de  positive  constatationes 
psychosomatic. 

Larkin,  T.  E.:  Aspectos  urologic  de  lesiones  de 

neurones  infero-motori  in  un  gruppo  de  para- 
plegicos  Vietnamese  (anglese),  New  York  State 
J.  Med.  67:  2463  (15  de  septembre)  1967. 

In  26  de  27  paraplegicos  Vietnamese  con 
vesicas  afficite  de  lesiones  del  neurones  infero- 
motori,  un  stato  non  requirente  catheteres 
esseva  complite.  Le  standards  a satisfacer 
esseva:  nulle  incontinentia,  balanciate  stato 

del  vesica  in  tests  del  capacitate  e del  residuo, 
nulle  pyuria,  e nulle  bacteriuria.  Le  problemas 
inherente  in  un  permanente  drainage  per 
catheteres  urethral  sub  adverse  conditiones 
domiciliari  rendeva  importante  le  establimento 
de  un  stato  non  requirente  catheteres.  Le 
programma  esseva  rendite  plus  complexe  per 
difhcultates  de  lingua,  per  le  basse  grado  de 
education  e le  attitude  “philosophic”  del  pa- 
tientes,  e per  le  necessitate  de  transmitter  infor- 
mation relative  al  trainamento  vesical  e al 
hygiene  via  un  mterprete. 
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Month  in  Washington 


The  House  Ways  and  Means  Committee 
approved  a Social  Security  bill  including  some 
Medicare  and  Medicaid  changes  sought  by  the 
medical  profession  and  excluding  others  opposed 
by  the  American  Medical  Association. 

The  committee  also  discarded  an  Administra- 
tion proposal  to  extend  Medicare  coverage  to 
disabled  workers  under  age  sixty-five,  as  well  as 
an  Administration-opposed  proposal  that  would 
have  put  Federal  government  workers  under 
Medicare.  The  actions  were  part  of  a general 
scaling  down  of  the  increases  in  Social  Security 
benefits  sought  by  President  Johnson. 

A committee  bill  (H.R.  12080)  included  these 
changes  in  the  present  law: 

— Allow  Medicare  patients,  or  doctors,  to 
collect  from  the  Federal  government  on  the 
basis  of  submitting  an  itemized  bill.  Present 
law  requires  a receipted  bill  as  having  been  paid 
to  the  doctor  if  the  doctor  does  not  accept  an 
assignment  (AMA-supported). 

— Authorize  states  to  allow  physicians  to  bill 
Medicaid  patients  directly  if  they  are  not  also 
cash  assistance  recipients  (AMA-supported). 

— Eliminate  the  requirement  for  certification 
by  a doctor  before  admission  of  a Medicare 
patient  to  a hospital  (AMA-supported). 

— Shift  coverage  on  Medicare  outpatient 
diagnostic  services  provided  by  hospitals  from 
Plan  A to  Plan  B (AMA-supported). 

— Put  limits  on  Federal  contributions  to  states 
for  Medicaid  programs.  Beginning  July  1, 
1968,  the  Federal  ceiling  on  eligibility  would  be 
150  per  cent  of  the  annual  income  set  by  a state 
for  welfare  eligibility.  It  would  drop  to  140  per 
cent  on  January  1,  1969,  and  to  133  l/»  per  cent 
on  January  1,  1970. 

— Require  states  to  give  birth-control  in- 
formation to  welfare  patients  who  request  it. 

In  addition  to  opposing  extension  of  Medicare 
to  disabled  workers  under  age  sixty-five,  the 
AMA  opposed  creation  of  a new  Plan  C under 
Medicare  and  a provision  for  chiropractors’ 
services — both  of  which  were  rejected  by  the 
committee. 

The  House  group  slashed  back  the  President’s 
proposal  for  a 15  per  cent  minimum  monthly 
Social  Security  increase  in  cash  benefits  to 
12.5  per  cent.  The  Administration’s  proposal 
for  an  increase  in  Social  Security  taxes  also  was 
scaled  down  to  4.4  per  cent,  on  the  employer 
and  on  the  employe,  of  the  first  $7,600  in  wages 
starting  in  1968.  The  taxable  wage  base  now 
is  $6,600,  and  the  tax  rate  is  4.4  per  cent.  The 
Administration  had  asked  that  the  base  be  in- 
creased to  $7,800  next  year,  and  in  later  stages 
to  $10,800. 

* * * 

The  American  Medical  Association  and  the 

Prepared  by  the  Washington,  D.C.,  Office  of  the  American 
Medical  Association. 


Kansas  City,  Missouri,  Community  Blood 
Bank  asked  Congress  to  exempt  community 
blood  banks  from  the  antitrust  laws. 

Representatives  of  the  groups  testified  at  a 
senate  judiciary  subcommittee  hearing  in  sup- 
port of  S.1945  which  would  amend  the  anti- 
trust laws  to  provide  that  a nonprofit  blood  or 
tissue  bank,  or  hospital,  or  physician  who  re- 
fuses or  who  joins  together  with  others  in  re- 
fusing to  obtain  or  to  accept  delivery  of  blood, 
blood  plasma,  and  other  tissue  or  organs  from 
any  other  blood  or  tissue  bank  would  not  be  in 
restraint  of  trade.  The  interstate  shipment  of 
blood,  blood  plasma,  and  other  tissue  or  organs 
also  would  not  be  deemed  to  constitute  trade  or 
commerce  in  commodities. 

The  legislation  was  introduced  after  the 
Federal  Trade  Commission  ruled  that  a group  of 
Kansas  City  pathologists,  hospitals,  and  blood 
bank  officials  had  combined  illegally  to  restrain 
commerce  in  human  whole  blood.  An  appeal 
against  the  ruling  is  pending  in  the  Federal 
Eighth  Circuit  Court  of  Appeals  in  St.  Louis. 

Robert  S.  Mosser,  M.D.,  President  of  the 
Kansas  City  Blood  Bank,  said  it  was  incon- 
ceivable that  groups  of  physicians  may  not  have 
the  right  to  discuss  shortcomings  of  medical 
practice,  including  the  use  of  blood  and  its 
derivatives. 

Frank  C.  Coleman,  M.D.,  Tampa,  Florida, 
pathologist,  presented  the  views  of  the  AMA: 

“Because  serious  health  hazards  may  arise 
through  transfusion  by  virtue  of  the  medical 
condition  of  the  donor,  the  care  necessary  in  the 
selection  of  blood  donors  by  blood  banking 
facilities  cannot  be  overemphasized.  Serious 
consequences  may  arise  unless  the  blood  is 
properly  drawn,  processed,  stored,  and  dis- 
tributed. And  it  is  imperative  that  these  pro- 
cedures be  performed  under  high  standards, 
under  the  guidance  and  control  of  proper 
medical  supervision.” 

Dr.  Coleman  pointed  out  that  the  AMA  in 
1963  adopted  a statement  “to  the  effect  that  the 
transfusion  of  blood  constitutes  the  transplant 
of  human  tissue  and  that  physicians  responsible 
for  transfusions  render  a medical  service  to  the 
patient.” 

“The  House  of  Delegates  stated  that  the 
selection  of  the  donor,  the  drawing  of  the  blood, 
its  processing  and  storage,  the  delivery,  the 
typing  and  cross  matching,  and  the  administra- 
tion of  the  transfusion  and  the  evaluation  of  its 
effects,  were  functions  intimately  involving 
medical  judgment  and  requiring  medical  super- 
vision,” Dr.  Coleman  said. 

“The  American  Medical  Association  believes 
that  the  health  interests  of  the  community  are 
best  served  when  the  supply  of  blood  is  main- 
tained on  a replacement  basis.  We  feel  that 
the  patient,  the  donor,  and  the  public  benefit 
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Old  age 


^ Convalescence 


Whenever 
the  diet  is  faulty, 
the  appetite  poor, 
or  the  loss  of  food 
is  excessive 

through  vomiting 
or  diarrhea — 

Valentine’s 

MEAT  EXTRACT 


stimulates  the  appetite, 

increases  the  flow  of 
digestive  juices, 

provides:  supplementary 
amounts  of  vitamins,  minerals 
and  soluble  proteins, 

extra-dietary  vitamin  B12, 

protective  quantities  of 
;%  potassium,  in  a palatable  and 
readily  assimilated  form. 
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.Postoperatlvely 


Supplied  in  bottles  of  2 or  6 fluidounces. 


Dosage  is  1 teaspoonful  two  or  three  times 
daily;  two  or  three  times  this  amount  for 
potassium  therapy.  Dilute  with  two  or 
more  equal  volumes  of  water. 

VALENTINE  Company,  Inc. 

RICHMOND  21,  VIRGINIA 


when  blood  is  replaced  by  the  patient,  his 
family,  or  his  friends  in  the  various  organizations 
of  which  he  is  a member. 

“Since  the  consequences  of  any  abuses  can 
be  tragic,  it  is  our  opinion  that  the  physician 
and  hospital  must  have  available  to  them  every 
means  of  insuring  the  safety  of  the  patient.” 

* * * 

The  American  Medical  Association  and  the 
Missouri  State  Medical  Association  argued 
against  an  Internal  Revenue  Service  (I.R.S.) 
proposal  to  tax  the  advertising  revenues  of 
publications  of  nonprofit  associations. 

Representatives  of  other  affected,  non- 
medical organizations  also  opposed  the  proposed 
tax  at  an  I.R.S.  hearing. 

Bernard  D.  Hirsh,  director  of  the  AMA’s  Law 
Division,  pointed  out  that  the  pertinent  law  on 
unrelated  income  had  been  on  the  books  for 
seventeen  years  without  any  such  tax  being  pro- 
posed by  the  government. 

“The  proposed  regulations  go  beyond  the  law, 
first  in  arbitrarily  classifying  all  advertising  con- 
tained in  trade  and  professional  journals  as  un- 
related; and  second,  in  treating  income  derived 
from  this  source  as  if  it  were  income  from  a busi- 
ness capable  of  separate  existence,”  Hirsh  said. 

Hector  W.  Benoit,  Jr.,  M.D.,  Missouri  State 
Medical  Association  President,  noted  that  one  of 
the  stated  purposes  of  the  proposal  was  to  elim- 
inate alleged  unfair  competition  in  advertising 
between  nonprofit  association  journals  and 
profit  magazines. 

“If  you  have  the  stomach  to  read  many  of 
these  advertisements  (in  Missouri  Medicine) , 
you  will  find  they  are  directed  purely  to  a pro- 
fessional audience  and  would  be  unlikely  to 
enhance  the  public  appeal  to  such  lay  publica- 
tions as  Atlantic  Monthly,  Look,  and  so  on.  . .,” 
Dr.  Benoit  said. 

He  also  noted  that  medical  societies  furnish 
many  voluntary  services  for  their  communities, 
as  well  as  provide  physicians  with  much  of  then- 
latest  information  on  medical  advances. 
“Without  the  help  of  the  advertising  income 
these  publications  and  the  income  of  exhibitors 
at  these  medical  meetings,  many  of  these  sources 
of  educational  information  would  be  severely 
restricted,  even  indeed  in  many  instances, 
eliminated  entirely,”  he  said. 

* * * 

The  U.S.  Public  Health  Service  reported  that, 
according  to  Hill-Burton  state  agencies,  3,327 
of  the  nation’s  6,716  general  hospitals  need 
modernization  or  replacement  of  facilities  for 
272,000  of  their  beds.  Of  the  total,  replace- 
ments are  required  for  70,000.  But  William 
Stewart,  M.D.,  Surgeon  General,  said  that  re- 
placement or  modernization  was  not  the  com- 
plete answer. 

Dr.  Stewart  said  143  hospitals  in  the  survey 
were  critically  overcrowded  with  average  annual 
occupancy  rates  of  90  per  cent  or  more  of  reason- 
able capacity.  Another  1,289  hospitals  had 
occupancy  rates  of  between  80  and  90  per  cent, 
“substantially  above  the  national  average.” 
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“ When  I couldn't  even  smell  corned  beef  and  cabbage, 
I decided  it  was  time  for  you,  Doc." 


Maybe  he  doesn't  know  when  he's  well  off.  But  you 
might  want  to  prescribe  long-acting  Novahistine  LP 
anyway. 

Two  tablets  in  the  morning  and  two  in  the  evening  will 
usually  provide  day  and  night  relief  by  helping  to  clear 
congested  air  passages  for  normal,  free  breathing. 
Novahistine  LP  is  formulated  to  provide  continuous 
therapeutic  effect  for  8 to  12  hours.  The  decongestant 
ingredients  help  restore  normal  mucus  secretion  and 
ciliary  activity— physiologic  defenses  against  infection  of 
the  respiratory  tract. 

Use  cautiously  in  individuals  with  severe  hypertension, 
diabetes  mellitus,  hyperthyroidism  or  urinary  retention. 
Caution  ambulatory  patients  that  drowsiness  may  result. 
Each  Novahistine  LP  tablet  contains:  phenylephrine 
hydrochloride,  25  mg.,  and  chlorpheniramine  maleate, 
4 mg. 
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Against  these  three  major  pathogens... 


V-Cillin  K®  provides  dependable  oral 
antibacterial  therapy 


because  it  combines  a high  degree  of  activity. . . 

V-Cillin  K has  been  shown  to  be  effective  in  the  treatment  of  streptococcus 
and  pneumococcus  infections  as  well  as  infections  caused  by  sensitive  strains 
of  staphylococci.  It  may  be  used  for  the  prophylaxis  of  streptococcus  infections 
in  patients  with  a history  of  rheumatic  fever  and  for  the  prevention  of 
bacterial  endocarditis  after  tonsillectomy  in  patients  with  a history  of 
rheumatic  fever  or  congenital  heart  disease. 


with  high  blood  levels,  even  when  taken  with  food 

V-Cillin  K is  stable  in  acid  and  immediately  soluble.  High  serum  levels, 
therefore,  are  reached  rapidly.  Because  it  is  acid  stable,  V-Cillin  K is  well 
absorbed  even  when  taken  close  to  mealtime.  These  desirable  properties  help 
make  V-Cillin  K a dependable  penicillin  for  oral  use. 


V-Cillin 


701297 


Potassium  Phenoxymethyl  Penicillin 


Now  available:  V-Cillin  K®,  Pediatric, 
for  Oral  Solution,  250  mg.  (400,000  units) 
per  5 cc.  of  solution. 


(See  next  page  for  prescribing  information.) 


New  500  mg.  tablets ...  a more  convenient  way  to  give  high  doses 


Description:  V-Cillin  K is  the  potassium  salt  of  V-Cillin®  (phenoxy- 
methyl  penicillin,  Lilly).  This  chemically  improved  form  combines  acid 
stability  with  immediate  solubility  and  rapid  absorption.  Higher  serum 
I levels  are  obtained  more  rapidly  with  this  penicillin  than  with  equal 
. oral  doses  of  penicillin  G.  The  higher  serum  levels  and  acid  stability  of 
V-Cillin  K make  it  a more  dependable  penicillin  for  oral  use. 

V-Cillin  K,  Pediatric,  is  an  oral  solution  of  clinically  proved  V-Cillin  K 
in  teaspoon  dosage  form.  When  mixed  as  directed,  each  5 cc.  (ap- 
;J  proximately  one  teaspoonful)  will  contain  125  mg.  (200,000  units) 

| phenoxymethyl  penicillin  as  the  potassium  salt. 

Indications:  V-Cillin  K has  been  shown  to  be  effective  in  the  treatment 
i of  streptococcus,  pneumococcus,  and  gonococcus  infections  as  well  as 
infections  caused  by  sensitive  strains  of  staphylococci.  It  may  be  used 
; for  the  prophylaxis  of  streptococcus  infections  in  patients  with  a history 
of  rheumatic  fever  and  for  the  prevention  of  bacterial  endocarditis 
after  tonsillectomy  and  tooth  extraction  in  those  patients  with  a history 
of  rheumatic  fever  or  congenital  heart  disease. 

Contraindication:  V-Cillin  K should  not  be  administered  to  a patient 
with  a history  of  penicillin  hypersensitivity. 

Warnings:  In  rare  instances,  the  use  of  penicillin  may  cause  acute 
anaphylaxis  which  may  prove  fatal  unless  promptly  controlled.  This 
type  of  reaction  appears  more  frequently  in  patients  with  a history  of 
sensitivity  reactions  to  penicillin  and  in  those  with  bronchial  asthma  or 
: other  allergies.  Resuscitative  drugs  should  be  readily  available  for 
1 emergency  administration.  These  include  epinephrine  and  pressor 
drugs  (as  well  as  oxygen  for  inhalation)  for  relief  of  immediate  allergic 
manifestations  and  antihistamines  and  corticosteroids  for  delayed 
effects. 

Precautions:  V-Cillin  K should  be  used  cautiously,  if  at  all,  in  o patient 
with  a strongly  positive  history  of  allergy. 


In  prolonged  therapy  with  penicillin,  and  particularly  with  high 
parenteral  dosage  schedules,  frequent  evaluation  of  the  renal  and 
hematopoietic  systems  is  recommended. 

In  suspected  staphylococcus  infections,  proper  laboratory  studies 
(including  sensitivity  tests)  should  be  performed. 

The  use  of  penicillin  may  be  associated  with  the  overgrowth  of 
pencil li n-i nsensitive  organisms.  In  such  cases,  its  administration  should 
be  discontinued,  and  appropriate  measures  should  be  taken. 

Adverse  Reactions:  Although  serious  allergic  reactions  are  much  less 
common  with  administration  of  oral  penicillin  than  with  intramuscular 
forms,  manifestations  of  penicillin  allergy  may  occur. 

Penicillin  is  a substance  of  low  toxicity,  but  it  does  possess  a signifi- 
cant index  of  sensitization.  The  following  hypersensitivity  reactions 
associated  with  the  use  of  penicillin  have  been  reported:  skin  rashes 
ranging  from  maculopapular  eruptions  to  exfoliative  dermatitis;  urti- 
caria; and  reactions  resembling  serum  sickness,  including  chills,  fever, 
edema,  arthralgia,  and  prostration.  Severe  and  often  fatal  anaphylaxis 
has  occurred  (see  Warnings).  Hemolytic  anemia,  leukopenia,  throm- 
bocytopenia, and  nephropathy  are  rarely  observed  side-effects  and 
are  usually  associated  with  high  parenteral  dosage. 

Administration  and  Dosage:  For  Tablets  V-Cillin  K and  for  V-Cillin  K, 
Pediatric,  the  usual  dosage  ranges  from  125  mg.  (200,000  units)  three 
times  a day  to  500  mg.  (800,000  units)  every  four  hours.  For  infants, 
the  daily  dosage  may  be  50  mg.  per  Kg.  of  body  weight  divided  into 
three  doses. 

Beta-hemolytic  streptococcus  infections  without  associated  bac- 
teremia may  be  treated  with  200,000  to  400,0000  units  three  times  a 
day.  Therapy  should  be  continued  for  a minimum  of  ten  days  to  prevent 
development  of  rheumatic  fever  and/or  other  serious  complications. 
Dosage  for  routine  streptococcus  prophylaxis  in  patients  with  a history 
of  rheumatic  fever  or  congenital  heart  disease  may  be  200,000  units 
once  or  twice  daily.  When  such  patients  undergo  tonsillectomy,  tooth 
extraction,  or  other  minor  surgery,  the  prophylactic  dose  should  be 
500,000  units  every  six  hours  given  two  days  prior  to  surgery  and  for 
two  days  postoperatively.  If  oral  medication  is  not  feasible  on  the  day 
of  surgery,  parenteral  therapy  should  be  considered.  Mild  to  moder- 
ately severe  pneumococcus  pneumonia  has  been  treated  effectively 
with  250  mg.  every  six  hours. 

In  staphylococcus  infections,  400,000  units  or  more  should  be  given 
every  six  to  eight  hours  in  conjunction  with  indicated  surgical  proce- 
dures. 

For  gonorrhea  in  males,  500  mg.  (800,000  units)  every  four  hours  for 
three  doses  may  be  employed;  in  females,  500  mg.  every  four  hours 
for  six  doses  are  recommended.  Refractory  infections  generally  respond 
to  a second  treatment  three  to  four  days  following  completion  of  the 
first.  Treatment  of  gonorrhea  with  severe  complications  should  be 
individualized,  with  prolonged  and  intensive  treatment.  Patients  with  a 
suspected  lesion  of  syphilis  should  have  a dark-field  examination  be- 
fore receiving  penicillin  and  monthly  serologic  tests  for  a minimum  of 
three  months. 

How  Supplied:  Tablets  V-Cillin  K,  U.S.P.,  125  mg.  (200,000  units),  in 
bottles  of  50  and  100;  and  250  mg.  (400,0000  units)  and  500  mg. 
(800,000  units),  in  bottles  of  24  and  100. 

V-Cillin  K,  Pediatric,  for  Oral  Solution,  125  mg.  (200,000  units)  per 
5 cc.  of  solution,  in  40,  80,  and  150-cc.-size  packages. 

Additional  information  available  to  physicians  upon 
request.  Eli  Lilly  and  Company,  Indianapolis.  Indiana 
46206. 
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Each  tablet  contains: 

Potassium  Iodide 195  mg. 

Aminophylline 130  mg. 

Phenobarbital,  Caution:  May  be  habit  forming.  . . 21  mg. 

Ephedrine  HC1 16  mg. 

FEDERAL  LAW  PROHIBITS 
DISPENSING  WITHOUT  PRESCRIPTION 


Precautions:  Usual  for  aminophylline-ephedrinc- 

phenobarbital.  Iodides  may  cause  nausea,  long  use 
may  cause  goiter.  Discontinue  if  symptoms  of 
iodism  develop. 

Iodide  contraindications:  tuberculosis,  pregnancy. 

DOSAGE 

One  tablet,  with  full  glass  of 
water,  3 or  4 times  daily. 

Dispensed  in  bottles  oj  100  and  1000  tablets. 

MUDRANE  GG — Formula,  dosage  and  package  identi- 
cal to  Mudrane — except — 100  mg.  glyceryl  guaiacolate 
replaces  the  potassium  iodide.  The  value  of  Mudrane 
cannot  be  enjoyed  by  a small  group  in  which  K.I.  is 
contraindicated.  Mudrane  GG  is  prepared  for  this  group. 

MUDRANE  GG  ELIXIR  — Four  5 cc  teaspoonfuls  is 
equivalent  to  one  Mudrane  GG  tablet.  Dosage  adjusted 
to  age  and  weight  of  child.  Mudrane  GG  Elixir  is  for 
pediatric  patients  and  those  who  think  they  cannot  swal- 
low tablets.  Dispensed  in  pint  and  half  gallon  bottles. 
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New 

view  of  an 
oral 

contraceptive 
at  work 

Although  suppression  of  ovulation  remains 
the  primary  mode  of  action  of  oral  contra- 
ceptives, newer  knowledge  indicates  that 
products  like  Norinyl-1—  a combination  of 
both  low-dosage  progestogen  and  estrogen 
for  the  full  treatment  cycle— may  provide 
multiple  action  that  helps  explain  their  un- 
excelled record  of  contraceptive  effective- 
ness. This  report  explores  the  possible 
secondary  protective  mechanisms  offered  by 
combined  hormonal  administration. 

Accumulating  evidence  has  indicated  that 
sparse,  highly  viscous  cervical  mucus  has  a 
possible  adverse  effect  on  the  motility  and 
survival  of  spermatozoa. 

The  estrogen-opposing  progestational  ingre- 
dient of  Norinyl-1  (norethindrone  1 mg.  with 
mestranol  0.05  mg.)  changes  the  usual  mid- 
cycle picture  of  a thin,  watery  cervical  mucus. 
The  result  — a built-in  barrier  that  appears  to 
inhibit  sperm  from  reaching  the  ovum  should 
one  be  released.  The  inset  in  the  adjoining 
photograph  shows  immobile  spermatozoa  as 
they  appear  in  cervical  mucus  taken  from  a 
patient  treated  with  Norinyl-1. 


See  last  page  for  contraindications,  precautions, 
side  effects  and  dosage. 


How  the  estrogen-opposing 
action  of  NorinYi-1  creates 
cervical  mucus  that  may  be  hostile 
to  sperm  penetration 

Normally,  estrogen  activity  during  the  fertile  midcycle  stimulates  the  production  of  a 
profuse  and  watery  cervical  mucus  that  permits  maximum  sperm  motility  and 
promotes  penetration. 

But  what  happens  when  Norinyl-1  is  administered?  Its  potent  progestogen,  norethindrone, 
opposes  estrogen  stimulation  of  cervical  mucus.  Consequently,  the  amount  of  mucus 
decreases  and  its  viscosity  increases.  This  results  in  a sparse  but  thick  mucus  barrier 
that  appears  to  diminish  the  vitality  of  the  sperm  and  to  impair  its  powers  of  penetration. 

The  role  of  viscous  cervical  mucus  as  a secondary  action  of  Norinyl-1 

In  a report  on  89  patients  taking  this  medication,*  cervical  mucus  obtained  from  cycle  day  5 
to  cycle  day  29  appeared  scant  and  thick  and  exhibited  little  or  no  Spinnbarkeit. 

In  the  opinion  of  this  investigator,  the  effect  on  cervical  mucus  may  be  sufficient  to 
prevent  conception. 

♦Cohen,  M.  R.:  Symposium:  Mechanisms  of  Action  of  Low  Dosage  Oral  Contraceptive,  Yale  University  Medical  Center,  New  Haven,  Conn.,  April  6,  1967. 


Normal  cervical  mucus  at  midcycle 
in  untreated  patient 
is  known  to  permit  sperm  motility... 
promote  sperm  penetration. 


Cervical  mucus  is  thin  and  watery  with  a stretchability 
(Spinnbarkeit)  of  15  to  20  cm. 


Thin,  watery  mucus  crystallises  into  this  well-defined, 
fernlike  pattern  within  a minute. 


Spermatozoa  appear  healthy,  are  active 
and  freemoving. 


Viscous  cervical  mucus  at  midcycle 
produced  by  Norinyl-1 
appears  to  impair  sperm  vitality... 
inhibit  penetration. 


Cervical  mucus  is  scanty,  thick  and  viscous. 
Spinnbarkeit  is  1 cm.  or  less. 


In  thick,  viscous  cervical  mucus  the  fern  pattern 
is  poorly  defined  or  absent. 


Immobile  spermatozoa  as  they  appear  in  cervical  mucus 
taken  from  a patient  treated  with  Norinyl-1. 


How  Norinyl-l 
alters  normal 
endometrial  responses- 
another  possible 
protective  mechanism 

Let  us  suppose  that  an  ovum  is  released  — as  occurs  in  an 
occasional,  rare  case  — and  somehow  a sperm  succeeds  in 
penetrating  the  cervical  mucus  barrier.  Should  this  come  about, 
one  additional  action  of  Norinyl-l  may  protect  the  patient 
from  unwanted  pregnancy.  The  theory  is  that  progestogen  intake 
makes  endometrial  tissue  unreceptive  to  implantation. 


Normally,  the  endometrium  progresses  through 
a proliferative  phase  stimulated  by  estrogen  and  a 
secretory  phase  stimulated  by  progesterone. 
During  the  secretory  phase  the  endometrium  is 
receptive  to  the  fertilized  ovum. 


Endometrium  produced 
by  Norinyl-l  Z 


rnnrirx 


When  Norinyl-l  is  administered  its  progestogen 
component — norethindrone  — accelerates  the 
secretory  phase  and  suppresses  glandular  and 
vascular  development. 


See  last  page  for  contraindications,  precautions,  side  effects  and  dosage. 


effective  fertility  control 
on  half  the  previous  dosage 

maintains  ratio 
of  the  established 
norethindrone/  mestranol 
combination 


lower  cost 


Reduction  of  oral  contraceptive  dosage  to  lowest  effective  levels  has 
become  a well-accepted  principle  of  conservative  medical  practice. 
In  keeping  with  this  view,  Norinyl  is  now  available  in  a new  strength 
in  which  both  norethindrone  and  mestranol  are  reduced  50  percent. 
Studies  show  that  Norinyl- 1 achieves  fertility  control  with  only  1.05 
mg.  of  combined  progestogen  and  estrogen  per  tablet. 

Norethindrone  was  first  reported  for  use  as  a progestational  agent  in 
human  beings  in  1955.  Norethindrone  2 mg.  with  mestranol  0.1  mg.,  as 
an  oral  contraceptive,  is  currently  in  use  by  over  2,000,000  women. 
Clinical  experience  now  establishes  that  Norinyl- 1 also  amply  meets 
the  criteria  of  reliability  and  safety.* 

♦Symposium  on  Low-Dosage  Oral  Contraception,  Palo  Alto,  Calif.,  July  15,  1965. 


PRESCRIBING  INFORMATION 
Contraindications:  1.  Patients  with  thrombo- 

phlebitis or  with  a history  of  thrombophlebitis 
or  pulmonary  embolism.  2.  Liver  dysfunction  or 
disease.  3.  Patients  with  known  or  suspected 
carcinoma  of  the  breast  or  genital  organs.  4.  Un- 
diagnosed vaginal  bleeding. 

Warnings:  1.  Discontinue  medication  pending 
examination  if  there  is  sudden  partial  or  com- 
plete loss  of  vision  or  if  there  is  a sudden  onset 
of  proptosis,  diplopia,  or  migraine.  If  examina- 
tion reveals  papilledema  or  retinal  vascular 
lesions,  medication  should  be  withdrawn.  2. 
Since  the  safety  of  Norinyl-1  in  pregnancy  has 
not  been  demonstrated,  it  is  recommended  that 
for  any  patient  who  has  missed  two  consecutive 
periods,  pregnancy  should  be  ruled  out  before 
continuing  the  contraceptive  regimen.  If  the  pa- 
tient has  not  adhered  to  the  prescribed  schedule, 
the  possibility  of  pregnancy  should  be  consid- 
ered at  the  time  of  the  first  missed  period.  3. 
Detectable  amounts  of  the  active  ingredients  in 
oral  contraceptives  have  been  identified  in  the 
milk  of  mothers  receiving  these  drugs.  The 
significance  of  this  dose  to  the  infant  has  not 
been  determined. 

Precautions:  1.  The  pretreatment  physical  exam- 
ination should  include  special  reference  to 
breast  and  pelvic  organs,  as  well  as  a Papani- 
colaou smear.  2.  Endocrine  and  possibly  liver 
function  tests  may  be  affected  by  treatment 
with  Norinyl-1.  Therefore,  if  such  tests  are  ab- 
normal in  a patient  taking  Norinyl-1,  it  is  recom- 
mended that  they  be  repeated  after  the  drug 
has  been  withdrawn  for  2 months.  3.  Under  the 
influence  of  estrogen-progestogen  preparations, 
preexisting  uterine  fibroids  may  increase  in 
size.  4.  Because  these  agents  may  cause  some 
degree  of  fluid  retention,  conditions  that  may 
be  influenced  by  this  factor,  such  as  epilepsy, 
nugraine,  asthma,  cardiac,  or  renal  dysfunc- 
tion. require  careful  observation.  5.  Although  a 
cause  and  effect  relationship  has  not  been 
established,  Norinyl-1  should  be  used  with  cau- 
tion in  patients  with  a history  ol  cerebrovascu- 
lar accident.  6.  In  relation  to  breakthrough 
bleeding,  as  in  all  cases  of  irregular  bleeding 
per  vaqinam , nonfunctional  causes  should  be 
borne  in  mind.  In  cases  of  undiagnosed  vaginal 
bleeding,  adequate  diagnostic  measures  are 


indicated.  7.  Patients  with  a history  of  psychic 
depression  should  be  carefully  observed  and 
the  drug  discontinued  if  the  depression  recurs 
to  a serious  degree.  8.  Any  possible  influence 
of  prolonged  Norinyl-1  therapy  on  pituitary, 
ovarian,  adrenal,  hepatic  or  uterine  function 
awaits  further  study.  9.  A decrease  in  glucose 
tolerance  has  been  observed  in  a small  percent- 
age of  patients  on  oral  contraceptives.  The 
mechanism  of  this  decrease  is  obscure.  For  this 
reason,  diabetic  patients  should  be  carefully 
observed  while  receiving  Norinyl-1  therapy.  10. 
Because  of  the  occasional  occurrence  of  throm- 
bophlebitis and  pulmonary  embolism  in  pa- 
tients taking  oral  contraceptives,  the  physician 
should  be  alert  to  the  earliest  manifestations  of 
the  disease.  A cause  and  effect  relationship  has 
not  been  demonstrated.  11.  Because  of  the  ef- 
fects of  estrogens  on  epiphyseal  closure, 
Norinyl-1  should  be  used  judiciously  in  young 
patients  in  whom  bone  growth  is  not  complete. 

12.  The  age  of  the  patient  constitutes  no  abso- 
lute limiting  factor,  although  treatment  with 
Norinyl-1  may  mask  the  onset  of  the  climacteric. 

13.  The  pathologist  should  be  advised  of 
Norinyl-1  therapy  when  relevant  specimens  are 
submitted. 

Side  Effects:  The  following  adverse  reactions 
have  been  observed  with  varying  incidence  in 
patients  receiving  oral  contraceptives:  nausea, 
vomiting,  gastrointestinal  symptoms,  break- 
through bleeding,  spotting,  change  in  men- 
strual flow,  amenorrhea,  edema,  chloasma, 
breast  changes  (tenderness,  enlargement  and 
secretion),  loss  of  scalp  hair,  change  in  weight 
(increase  or  decrease),  changes  in  cervical  ero- 
sion and  cervical  secretions,  suppression  of  lac- 
tation when  given  immediately  postpartum, 
cholestatic  jaundice,  erythema  multiforme,  ery- 
thema nodosum,  hemorrhagic  eruption,  mi- 
graine, rash  (allergic),  itching,  rise  in  blood 
pressure  in  susceptible  individuals,  mental 
depression. 

The  following  occurrences  have  been  ob- 
served in  users  of  oral  contraceptives.  A cause 
and  effect  relationship  has  not  been  estab- 
lished: thrombophlebitis,  pulmonary  embolism, 
neuroocular  lesions. 

The  following  laboratory  results  may  be 


altered  by  the  use  of  oral  contraceptives:  in- 
creased bromsulphalein  retention  and  other 
hepatic  function  tests,  coagulation  tests  (in- 
crease in  prothrombin,  factors  VII,  VIII,  IX  and 
X).  thyroid  function  (increase  in  PBI  and  buta- 
nol extractable  protein-bound  iodine  and  de- 
crease in  T3  values),  metapyrone  test,  pregnane- 
diol  determination. 

Other  side  effects  reported  to  have  occurred 
in  association  with  use  of  this  drug  are  dizzi- 
ness, hirsutism,  pains  in  legs,  back,  chest  and 
abdomen,  dysuria,  drowsiness,  vaginal  dis- 
charge, libido  increased  and  decreased,  erup- 
tions, hypermenorrhea,  hypomenorrhea, 
increased  appetite.  G.U.  infections,  varicose 
veins,  abdominal  fullness,  acne,  headache, 
nervousness,  allergies,  blurred  vision,  pain  in 
eyes,  and  itching  in  eyes.  For  complete  clinical 
data,  see  package  insert. 

Dosage  and  Administration:  1.  One  tablet  of 
Norinyl-1  is  administered  orally  for  20  days 
beginning  on  day  5 of  the  menstrual  cycle. 
(Count  day  1 of  the  cycle  as  the  first  day  of 
menstrual  bleeding.)  Repeat  this  dosage  sched- 
ule for  each  cycle.  2.  If  no  menstrual  period 
occurs  after  a cycle  of  treatment  (20  tablets)  in 
which  patient  adhered  to  the  schedule,  the  pa- 
tient must  be  instructed  to  resume  taking  the 
Norinyl-1  tablets  7 days  after  the  previous  20- 
day  course  was  completed.  For  example,  if  the 
last  pill  of  a previous  cycle  had  been  taken  on 
a Sunday,  then  a new  cycle  of  treatment  should 
begin  on  the  following  Sunday.  3.  In  the  post- 
partum woman,  it  is  recommended  that  the 
first  cycle  of  treatment  should  begin  on  day  5 
of  the  first  menstrual  cycle.  However.  Norinyl-1 
should  not  be  administered  during  lactation. 
Availability:  Norinyl-1  (norethindrone  1 mg. 

with  mestranol  0.05  mg.)  — Dispensers  of  20  and 
60  and  bottles  of  250  tablets. 


norethindrone  an  original  steroid  from 
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One  Ambar  Extentab  before  breakfast  can 
help  control  most  patients’  appetite  for  up 
to  12  hours.  Methamphetamine,  the  appe- 
tite suppressant,  gently  elevates  mood  and 
helps  overcome  dieting  frustrations.  Pheno- 
barbital,  the  sedative  in  Ambar,  controls  irritability  and 
anxiety. ..  helps  maintain  a state  of  mental  calm  and  equa- 
nimity. Both  work  together  to  ease  the  tensions  that  erode 
the  willpower  during  periods  of  dieting. 

Also  available:  Ambar  #1  Extentabs^— methamphetamine 
hydrochloride  10  mg.,  phenobarbital  64.8  mg.  (1  gr.)  (Warn- 
ing: may  be  habit  forming). 
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methamphetamine  HCi  15  mg., 
phenobarbital  64.8  mg.  (1  gr.) 
(Warning:  may  be  habit  forming). 


BRIEF  SUMMARY/Indications:  Ambar 
suppresses  appetite  and  helps  offset  emo- 
tional reactions  to  dieting.  Contraindica- 
tions: Hypersensitivity  to  barbiturates  or 
synipathomimetics;  patients  with  advanced 
renal  or  hepatic  disease.  Precautions:  Administer  with  cau- 
tion in  the  presence  of  cardiovascular  disease  or  hypertension. 
Side  Effects:  Nervousness  or  excitement  occasionally  noted, 
but  usually  infrequent  at  recommended  dosages.  Slight  drows- 
iness has  been  reported  rarely.  See  package  insert  for  further 
details.  a.  h.  robins  company, 
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the  New  York  State  Journal  of  Medicine 
is  protected  by  copyright  and  may  not  be  re- 
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Manuscripts.  Manuscripts  will  be  accepted 
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and  the  generic  as  well  as  the  trade  names  of 
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tively, have  a brief  descriptive  title,  and  its 
position  in  text  indicated.  Take  care  that 
columns  add  up  correctly  and  that  statistics 
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Permissions:  When  material  is  reproduced 

from  other  sources,  full  credit  must  be  given  to 
both  author  and  publisher  and  written  permis- 
sion from  these  sources  included.  Where  work 
is  reported  from  a governmental  service  or 
institution,  clearance  by  requisite  authority 
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those  citations  noted  in  the  text.  A complete 
review  of  the  literature  is  rarely  desirable.  The 
references  must  be  typed  double-spaced  and  are 
to  be  numbered  as  they  appear  consecutively  in 
text,  with  their  positions  in  the  text  indicated. 
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the  listing  is  of  books  suggested  merely  for 
supplementary  reading.  All  references  must  be 
checked  to  assure  complete  accuracy  (an  in- 
accurate reference  is  useless  to  the  reader). 
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A promising  use  for  the  computer 


The  interpretation  of  x-ray  photographs 
can  now  be  refined  by  subjecting  selected 
portions  of  the  image  to  enhancement  or 
subtraction  by  means  of  a digital  computer. 

The  method  has  been  used  for  a number 
of  years  at  the  Jet  Propulsion  Laboratory 
to  correct  various  photometric,  geometric, 
and  frequency  response  distortions  in  the 
pictures  received  from  the  television  cam- 
eras of  the  Ranger,  Mariner,  and  Surveyor 
spacecraft. 

As  applied  to  x-ray  interpretation  the 
first  step  in  the  process  is  to  convert  the 
picture  into  a form  suitable  for  input  to 
the  computer.  This  is  accomplished  by 
means  of  a cathode-ray  tube  device  that 
scans  the  film  with  a light  beam  on  a line- 
by-line  basis  and  converts  each  point 
of  the  picture  to  a number  proportional  to 
the  film  optical  density.  Each  sample 
(typically  500,000  samples  for  a l-in.-sq. 
transparency)  is  recorded  on  magnetic 
tape  which  is  subsequently  fed  into  a com- 
puter. 

One  of  the  principal  methods  of  computer 
enhancement  involves  the  use  a a 2-di- 
mensional digital  filter  to  modify  the  fre- 
quency spectrum  of  the  picture. 

This  filtering,  in  one  case,  is  used  to  re- 
store high  frequency  losses  (loss  of  fine 
detail)  which  result  from  the  use  of  fluores- 
cent x-ray  intensifying  screens.  In  other 
cases,  the  filtering  is  used  to  deliberately 
distort  the  frequency  spectrum  to  bring 
out  specific  types  of  information. 

Another  computer  processing  method  is 
image  subtraction.  Two  pictures  of  the 
same  location  of  the  body,  perhaps  taken 


at  different  times,  are  subtracted  from  one 
another  on  a point-by-point  basis.  The 
resultant  difference  picture  will  tend  to 
emphasize  changes  such  as  tumor  growth. 
Subtraction  is  currently  accomplished  by 
optical  methods  but  it  is  generally  not 
applicable  unless  the  areas  photographed 
are  rigid,  such  as  the  skull.  The  computer, 
however,  is  not  so  restricted  and  can  force 
a match  even  on  chest  x-rays  by  arbitrarily 
shifting  around  different  parts  of  the 
picture. 

Preliminary  efforts  have  been  made  using 
a pair  of  chest  x-rays  separated  in  time  by 
six  months.  The  rib  cage  of  one  picture 
was  shifted  by  the  computer  to  match  the 
second  and  then  subtracted.  The  results 
are  sufficiently  encouraging,  but  these 
results  are  not  yet  at  a clinically  useful 
stage. 

In  addition  to  medical  x-ray  photographs 
these  methods  have  been  applied  to  in- 
frared photographs,  photomicrograph  scin- 
tillation, scanner  displays,  and  standard 
light  photographs. 

Note: 

Further  research  is  being  conducted  in 
this  area  at  the  Jet  Propulsion  Labora- 
tory. Emphasis  is  being  placed  on 
enhancement  of  pictures  with  specific 
medical  value  and  inquiries  concerning 
this  innovation  may  be  directed  to: 
Technology  Utilization  Officer 
Jet  Propulsion  Laboratory 
4800  Oak  Grove  Drive 
Pasadena,  California  91103 
Reference:  B67-10005 
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Announcement 


1967  District  Branch  Meetings 


Branch 


First 


Second 


Third 

and 

Fourth 


Fifth 

and 

Sixth 


Seventh 

and 

Eighth 


Ninth 


Date 


Place 


Sunday,  February  12 


The  Americana, 
New  York  City 


Thursday,  Friday,  Saturday,  Dorado  Beach  Hotel, 

Sunday,  Monday,  Tuesday,  Dorado,  Puerto  Rico 

Wednesday,  Thursday, 

November  9,  10,  11,  12,  13,  14, 

15,  16 


Saturday,  Sunday,  September  9, 
10 


Sagamore  Hotel, 
Lake  George 


Friday,  Saturday,  Sunday, 
September  8,  9,  10 


Fred  Waring’s 
Shawnee  Inn, 
Shawnee-on-Delaware, 
Pennsylvania 


Sunday,  Monday,  Tuesday, 
Wednesday,  October  1,  2,  3,  4 


Whiteface  Inn, 
Lake  Placid 


Monday,  February  13 


The  Americana, 
New  York  City 
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The  importance  of 
treating  trichomoniasis 

in  the  male...  TP1  q d vl 

brand  of 

metronidazole 


Report  after  report  emphasizes  the  necessity 
of  treating  infected  male  partners  of  pa- 
tients with  trichomonal  vaginitis. 

A “‘ping-pong’  pattern1  of  infection” 
clearly  describes  the  cycle  of  infection-cure- 
reinfection  with  Trichomonas  vaginalis. 
Of  the  reported  “failures”  with  trichomona- 
cides  a considerable  proportion  are  in  fact 
reinfections  from  the  husband,  and  the  ne- 
cessity for  eliminating  the  organisms  from 
the  male2  4 is  repeatedly  stressed. 

The  symptom-free  carrier  state  may  be 
important  simply  by  reason  of  its  being  fre- 
quently unsuspected.  In  addition,  urogenital 
trichomoniasis5  in  men  may  progress  to 
more  severe  complications.  Epididymitis  has 
been  mentioned0  as  a possibility. 

Acting  systemically,  Flagyl  reaches  other- 
wise inaccessible  areas  in  men  as  well  as 
secondary  foci  of  infection  in  women. 

The  weight  of  evidence  is  in  favor  of 
treating  the  infected  husbands  of  patients 
with  trichomonal  vaginitis  simultaneously. 

1.  Davidson,  H.  H.:  Metronidazole  Therapy  in  the  Treat- 
ment of  Trichomoniasis,  J.  Indiana  Med.  Ass.  57.859- 
860  (Aug.)  1964. 

2.  Gray,  L.  A.,  and  Barnes,  M.  L. : Vaginitis  in  Women, 
Diagnosis  and  Treatment,  Amer.  J.  Obstet.  Gynec. 
92:125-136  (May  1)  1965. 

3.  Pereyra,  A.  J.,  and  Lansing,  J.  D.:  Urogenital  Tricho- 
moniasis: Treatment  with  Metronidazole  in  2002  In- 
carcerated Women,  Obstet.  Gynec.  24:499-508  (Oct.) 
1964. 

4.  Truskett,  I.  D.,  and  Nesbitt,  R.  E.  L.,  Jr.,  Vaginitis,  in 
Conn,  H.  F.  (editor):  Current  Therapy— 1967,  Phila- 
delphia, W.  B.  Saunders  Company,  1967,  pp.  726-729. 

5.  Schapira,  H.  E.:  Studies  on  Metronidazole  (Flagyl)  in 
the  Therapy  of  Urogenital  Trichomoniasis  in  the  Male 
Patient,  J.  Urol.  93.303-306  (Feb.)  1965. 

6.  Amar,  A.D.:  Probable  Trichomonas  vaginalis  Epidid- 
ymitis, J.A.M.A.  200:417-418  (May  1)  1967. 


Indications-Flagyl  is  indicated  only  in  the 
treatment  of  trichomoniasis  in  both  the  male 
and  female. 

Contraindications  — Pregnancy;  disease  of  the 
central  nervous  system;  evidence  or  history  of 
blood  dyscrasia. 

Precaution— Complete  blood  cell  counts  should 
be  made  before,  during  and  after  therapy,  espe- 
cially if  a second  course  is  necessary. 

Side  effects  — Infrequent  and  minor  side  effects 
include  nausea,  metallic  taste  and  furry  tongue. 
Gastrointestinal  disturbances,  flushing  and 
headache  sometimes  occur,  especially  with  con- 
comitant ingestion  of  alcohol.  The  taste  of  alco- 
holic beverages  may  be  altered.  Other  effects, 
all  reported  in  an  incidence  of  less  than  1 per 
cent,  are  diarrhea,  dizziness,  vaginal  dryness 
and  burning,  dry  mouth,  rash,  urticaria,  gas- 
tritis, drowsiness,  insomnia,  pruritus,  sore 
tongue,  darkened  urine,  anorexia,  vomiting, 
epigastric  distress,  dysuria,  depression,  vertigo, 
incoordination,  ataxia,  abdominal  cramping, 
constipation,  stomatitis,  numbness  or  paresthe- 
sia of  an  extremity,  joint  pains,  confusion,  irri- 
tability, weakness,  cystitis,  pelvic  pressure, 
dyspareunia,  fever,  polyuria,  incontinence,  de- 
creased libido,  nasal  congestion,  proctitis  and 
pyuria.  Elimination  of  trichomonads  may  ag- 
gravate candidiasis. 

Dosage  and  Administration  — In  women:  one 
250-mg.  oral  tablet  three  times  daily  for  ten 
days.  A vaginal  insert  of  500  mg.  is  available 
for  local  therapy  when  desired.  When  used,  one 
vaginal  insert  should  be  placed  high  in  the  vag- 
inal vault  each  day  for  ten  days;  concurrently 
two  oral  tablets  should  be  taken  daily. 

In  men:  When  trichomonads  are  demonstrated, 
one  250-mg.  oral  tablet  twice  daily  for  ten  days 
in  conjunction  with  treatment  of  his  female 
partner. 

Dosage  Forms:  Oral  tablets— 250  mg. 

Vaginal  inserts— 500  mg. 

Research  in  the 
Service  of  Medicine 
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CONTAINS  A BALANCED 
COMBINATION 
OF  THE  MOST  WIDELY 
USED  ANTACIDS— 

FOR  RAPID 
NEUTRALIZATION. 

PLUS  SIMETHICONE— 

TO  CONTROL 
THE  FACTOR  WHICH 
ANTACIDS  ALONE 
CANNOT  INFLUENCE. 


Myianta 

■ In  Myianta,  aluminum  and  magnesium  hydroxides  are 
balanced  to  minimize  the  chance  of  constipation  or  laxation 
and  still  achieve  rapid  acid  neutralization  and  pain  relief. 

■ The  positive  action  of  simethicone  helps  relieve  the  pain- 
ful gas  symptoms  which  often  accompany  the  peptic  ulcer 
syndrome. 

■ The  nonfatiguing  flavor  and  smooth,  nongritty  consistency 
of  tablets  and  liquid  encourage  continued  patient  coopera- 
tion during  long-term  therapy. 

Composition:  Eacli  Myianta  chewable  tablet  or  teaspoonful  (5  ml.) 
of  liquid  contains:  magnesium  hydroxide.  200  mg.;  aluminum  hydrox- 
ide, dried  gel,  200  mg.;  simethicone,  20  mg.  Dosage:  one  or  two  tab- 
lets, well  chewed  or  allowed  to  dissolve  in  the  mouth,  or  one  or  two 
teaspoonfuls  of  liquid  to  be  taken  between  meals  and  at  bedtime. 

The  Stuart  Company,  Pasadena,  California 
Division  of  Atlas  Chemical  Industries,  Inc. 
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A Building  Block  approach 
to  treating  hypertension 


With  these  three  therapeutic  building  blocks 

you  can  create  a once-a-day  regimen  to  fit  almost  any  degree 

of  hypertension.  See  the  following  pages  for  details  . . . 


Consider  starting  your  hypertensives 
on  this  basic  thiazide 


A single  daily  dose  of  Enduron  provides 
sodium  excretion  around  the  clock 


Enduron  is  a true  24-hour  single-dose  thia- 
zide. Its  sodium  excretion  is  not  squeezed 
into  an  abrupt  peak  during  the  first  several 
hours.  It  is  well-sustained  in  a plateau-like 
effect— with  little  reduction  for  the  first  12 
hours,  and  decline  thereafter  only  gradual. 


Potassium  loss,  by  contrast,  is  low.  It  reach- 
es an  early  minor  peak,  then  subsides  rap- 
idly. Moreover,  since  dosage  is  but  once  a 
day,  there  is  but  one  daily  peak  of  potassium 
loss.  As  with  all  thiazides,  however,  dietary 
potassium  supplementation  should  also  be 
considered,  especially  in  long  or  intensive 
therapy. 

Use  Enduron  as  an  ideal  starting  therapy  in 
mild  hypertension.  Use  it  too,  as  a basic 
therapeutic  building  block  with  which  other 
agents  can  be  joined,  for  managing  your 
more  resistant  hypertensives. 


Once  a day,  every  day 


ENDURON’ 

METHYCLOTHIAZIDE 


Minimum 

Usual 

Intermediate 

Maximum 

DAILY 

DOSAGE 

RANGE 

JJ 

Hi 

.U  J 

2.5  mg.  tablet 

5 mg.  tablet 

7.5  mg. 

10  mg. 

See  Brief  Summary  on  final  page  of  advertisement. 


To  build  added  response, 
shift  to  Enduronyl 


The  deserpidine  component  adds 
enhanced  antihypertensive  activity 


The  rauwolfia  component  of  Enduronyl  is 
deserpidine  (Harmonyl®),  a purified  crys- 
talline alkaloid  supplied  only  by  Abbott.  It 
augments  Enduron  with  its  own  antihyper- 
tensive and  tranquilizing  action. 

Thus  the  combined  clinical  effect  of  these 
two  therapeutic  building  blocks  in 
Enduronyl  is  greater  than  can  ordinarily  be 
achieved  with  either  alone. 

To  add  flexibility,  Enduronyl  comes  in  two 
strengths:  regular  and  Forte.  Both  provide 
5 mg.  of  Enduron.  The  variation  is  where 
most  helpful:  in  the  deserpidine.  The  tab- 
lets are  scored,  and  give  a surprisingly  wide 
and  economical  choice  of  once-a-day  doses 
(see  below). 

Choose  Enduronyl  for  your  patients  in  the 
broad  range  of  mild  to  moderate  hyperten- 
sion. Patient  acceptance  is  excellent! 

Once  a day,  every  day 

ENDURONYl! 

METHYCLOTHIAZIDE  5 MG.  WITH  DESERPIDINE  0.25  MG. 

ENDURONYL  FORTE 

METHYCLOTHIAZIDE  5 MG.  WITH  DESERPIDINE  0.5  MG. 


DAILY 

DOSAGE 

RANGE 

Minimum 

Usual 

Intermediate 

Maximum 

2.5  mg.  methyclothiazide 
0.125  mg.  deserpidine 

01 

r & 

] ' Lt 

7.5  mg.  methyclothiazide 
0.375  mg.  deserpidine 

5 mg.  methyclothiazide 
0.25  mg.  deserpidine 

10  mg.  methyclothiazide 
0.5  mg.  deserpidine 

DAILY 

noc apc 
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ED  i 

I]  JJ 

UUoAUt 

RANGE 

2.5  mg.  methyclothiazide 

5 mg.  methyclothiazide 

7.5  mg.  methyclothiazide 

10  mg.  methyclothiazide 

0.25  mg.  deserpidine 

0.5  mg.  deserpidine 

0.75  mg.  deserpidine 

1 mg.  deserpidine 

See  Brief  Summary  on  final  page  of  advertisement.  707075-R 


Eutonyl  affords  a different  kind  of 

basic  therapy  for  moderate  to  severe  cases 


Effect  tied  to  reduced  peripheral  vascular 
resistance;  no  central  depressant  action 


Eutonyl  is  a unique  nonhydrazine  agent.  It 
is  reported  to  act  by  reducing  peripheral 
vascular  resistance.1-2 


EUTONYL 

PARGYLINE  HYDROCHLORIDE 


In  clinical  trials,  significant  reductions  in 
mean  blood  pressure  were  seen  in  84%  of 
patients  studied— all  were  moderate  to  se- 
vere cases.  Eutonyl  lowers  -diastolic  in  pro- 
portion to  systolic,  and  in  about  half  of  the 
cases  studied,  reductions  in  the  sitting  and 
recumbent  positions  were  nearly  as  great 
as  in  the  standing  position. 

Most  important:  There  is  no  central  depres- 
sant action.  In  fact,  some  patients  reported 
an  increased  sense  of  well  being. 

Here,  then,  is  a highly  effective  basic  treat- 
ment for  moderate  to  severe  cases— and  one 
that  will  not  hamper  your  patient  with  leth- 
argy or  drowsiness  while  on  treatment. 


Once  a day,  every  day 


Minimum 

Usual  starting 

Intermediate 

Maximum 

DAILY 

DOSAGE 

RANGE 

i-) 
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10  mg.  tablet 

25  mg.  tablet 

50  mg.  tablet 
or  as  needed 

200  mg. 

1 . Brest,  A.  N.,  et  at.,  Cardiac  and  Renal  Hemodynamic  Response  to  Pargyline,  Ann.  N.  Y.  Acad.  Sci.,  107-1016,  1963. 

2.  Winsor,  T.,  Pargyline  Hydrochloride,  Hypertension,  Urinary  Tryptamine,  and  Vascular  Reflexes,  Geriatrics,  19:598,  Aug.,  1964. 


See  Brief  Summary  on  final  page  of  advertisement. 
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Eutron  adds  thiazide  for  enhanced 
therapy  with  milder  side  effects 


Only  a 7/4  mm.  span  between  standing  and  recumbent  pressures 
in  clinical  trials— reduced  chance  of  orthostatic  hypotension 


The  combining  of  Eutonyl  and  Enduron  in 
Eutron  permits  a significantly  greater  anti- 
hypertensive effect  than  with  either  agent 
used  alone.  This  in  turn  may  allow  thera- 
peutic success  with  lesser  dosage  — and 
correspondingly  milder  side  effects. 

A significant  finding  in  clinical  trials  was 
the  drug’s  action  in  lowering  blood  pressure 
to  nearly  equal  levels  in  all  body  positions. 
Total  average  spread  between  standing 
and  recumbent  readings  (after  treatment) 
was  only  7/4  mm.  Hg. 

Thus,  in  your  moderate  to  severe  cases, 
Eutron  affo/ds  a usually  smooth  course  of 
therapy,  often  with  reduced  likelihood  of 
orthostatic  effects.  (The  usual  precautions 
against  rising  suddenly,  of  course,  will  al- 
ways apply.)  And,  because  of  the  thiazide 
component,  Eutron  may  be  used  in  the 
presence  of  congestive  heart  failure. 


Once  a day,  every  day 

EUTRON™ 

PARGYLINE  HYDROCHLORIDE  25  MG. 
WITH  MEIHYCLOTHIAZIDE  5 MG. 


Minimum 


Usual  starting 


Intermediate 


Maximum 


DAILY 

DOSAGE 

RANGE 


12.5  mg.  pargyline 
hydrochloride  and  2.5  mg. 
methyclothiazide 


25  mg.  pargyline 
hydrochloride  and  5 mg. 
methyclothiazide 


37.5  mg.  pargyline 
hydrochloride  and  7.5  mg. 
methyclothiazide 


50  mg.  pargyline 
hydrochloride  and  10  mg. 
methyclothiazide 


See  Brief  Summary  on  final  page  of  advertisement. 
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ENDURON  ENDURONYL. 

METHYCIOTHIAZIDE  Each  tablet  contains 

Methyclothiazide  5 mg.  with 

Deserpidine  0.25  mg.  or  0.5  mg. 

Indications:  Enduron  is  used  to  control  edema  and  mild 
to  moderate  hypertension;  also  used  with  other  drugs  for 
hypertension.  Enduronyl  is  used  in  mild  to  moderately 
severe  hypertension;  when  used  with  Enduronyl,  more 
potent  agents  can  be  given  at  reduced  dosage  to  mini- 
mize undesirable  side  effects. 

Contraindications:  Neither  Enduron  nor  Enduronyl  should 
be  used  in  severe  renal  disease  (except  nephrosis)  or 
shutdown;  in  severe  hepatic  disease  or  impending  hepatic 
coma;  in  patients  sensitive  to  thiazides.  Hepatic  coma 
has  been  reported  as  a result  of  hypokalemia  in  patients 
receiving  thiazides. 

Enduronyl  is  contraindicated  in  patients  with  severe 
mental  depression  and  suicidal  tendencies,  active  peptic 
ulcer,  or  ulcerative  colitis. 

Warnings:  Consider  possible  sensitivity  reactions  in  pa- 
tients with  a history  of  allergy  or  asthma.  If  added  potas- 
sium intake  is  indicated,  dietary  supplementation  is  rec- 
ommended. Enteric-coated  potassium  tablets  should  be 
reserved  for  cautious  use  only  when  adequate  dietary 
supplementation  is  not  practical  because  those  tablets 
may  induce  serious  or  fatal  small  bowel  lesions  consisting 
of  stenosis  with  or  without  ulceration.  These  small  bowel 
lesions  have  caused  obstruction,  hemorrhage  and  per- 
foration frequently  requiring  surgery.  Medication  should 
be  discontinued  immediately  if  abdominal  pain,  disten- 
sion, nausea,  vomiting  or  Gl  bleeding  occurs. 
Precautions:  Use  thiazides  with  caution  in  severe  renal 
dysfunction,  impaired  hepatic  function,  or  progressive 
liver  disease.  In  surgical  patients,  thiazides  may  reduce 
the  response  to  vasopressors  and  increase  the  response 
to  tubocurarine.  Use  thiazides  with  caution  in  pregnancy 
(bone  marrow  depression,  thrombocytopenia,  or  altered 
carbohydrate  metabolism  have  been  reported  in  certain 
newborn  infants).  Also  reported  have  been:  blood  dys- 
crasias  including  thrombocytopenia  with  purpura,  agran- 
ulocytosis and  aplastic  anemia;  elevations  of  BUN, 
serum  uric  acid,  or  blood  sugar.  Symptomatic  gout  may 
be  induced.  Antihypertensive  response  may  be  enhanced 
following  sympathectomy. 

Use  Enduronyl  with  caution  in  patients  with  a history 
of  peptic  ulcer,  as  rauwolfias  may  increase  gastric  secre- 
tion. Discontinue  at  the  first  sign  of  mental  depression. 
Rauwolfia  alkaloids  may  increase  hypotensive  effects  of 
surgery  or  anesthesia,  and  should  be  discontinued  two 
weeks  prior.  They  also  lower  the  convulsive  threshold 
and  shorten  seizure  latency.  In  epilepsy,  dosage  adjust- 
ment of  anticonvulsant  medication  may  be  necessary. 
Alcohol,  barbiturates,  or  narcotics  may  potentiate  action 
of  deserpidine. 

Adverse  Reactions:  During  intensive  or  prolonged  ther- 
apy, guard  against  hypochloremic  alkalosis  and  hypo- 
kalemia (especially  the  latter  if  patient  is  on  digitalis). 
All  patients  should  be  observed  for  signs  of  hyponatremia 
(“low-salt”  syndrome).  Reported  thiazide  reactions  in- 
clude; anorexia,  nausea,  vomiting,  diarrhea,  headache, 
skin  rash,  dizziness,  paresthesia,  weakness,  photosensi- 
tivity, jaundice,  and  pancreatitis. 

Reported  rauwolfia  reactions  include:  nasal  stuffiness, 
nausea,  weight  gain,  diarrhea,  aggravation  of  peptic  ul- 
cer, epistaxis,  skin  eruption,  and  reduction  of  libido  and 
potency.  Excessive  drowsiness,  fatigue,  weakness,  and 
nightmares  may  signal  early  signs  of  mental  depression. 


EUTONYL 


EUTRON™ 


PflRGYLINE  HYDROCHLORIDE 


Each  tablet  contains 
Pargyline  Hydrochloride  25  mg. 
with  Methyclothiazide  5 mg. 


Indications:  For  treatment  of  patients  with  moderate  to 
severe  hypertension,  especially  those  with  severe  dias- 
tolic hypertension.  Not  recommended  for  patients  with 
mild  or  labile  hypertension  amenable  to  therapy  with 
sedatives  and/or  thiazide  diuretics  alone.  It  is  desirable 
to  establish  the  dosage  of  Eutron  by  administering  com- 
ponent drugs  separately. 


Contraindications:  Pheochromocytoma,  advanced  renal 
disease,  increasing  renal  dysfunction,  paranoid  schizo- 
phrenia and  hyperthyroidism.  Hepatic  coma  has  been 
reported  as  consequence  of  hypokalemia  with  thiazide 
therapy.  Until  further  experience  is  gained  not  recom- 
mended for  patients  with  malignant  hypertension,  chil- 
dren under  12,  or  pregnant  patients. 

Concomitant  use  of  the  following  is  contraindicated: 
other  monoamine  oxidase  inhibitors;  parenteral  forms  of 
reserpine  or  guanethidine;  sympathomimetic  drugs;  foods 
high  in  tyramine  such  as  cheese;  imipramine  and  ami- 
triptyline, or  similar  antidepressants;  methyldopa.  2 week 
interval  should  separate  therapy  and  use  of  these  agents. 

Methyclothiazide  is  contraindicated  in  patients  with 
known  sensitivity  to  thiazides. 

Warnings:  Pargyline  hydrochloride  is  a monoamine  oxi- 
dase inhibitor.  Warn  patients  against  eating  cheese,  and 
using  alcohol,  proprietary  drugs  or  other  medication 
without  the  knowledge  of  the  physician.  When  indicated, 
alcohol,  narcotics  (meperidine  should  be  avoided),  anti- 
histamines, barbiturates,  chloral  hydrate,  and  other  hyp- 
notics, sedatives,  tranquilizers,  or  caffeine,  may  be  used 
cautiously  in  reduced  dosage.  In  emergency  surgery  Va 
to  Vs  the  usual  dose  of  narcotics,  analgesics,  and  other 
premedications  should  be  used  avoiding  parenteral  ad- 
ministration where  possible.  Carefully  adjust  dose  of  an- 
esthetics to  response  of  patient.  Withdraw  pargyline  two 
weeks  before  elective  surgery. 

Warn  patients  about  the  possibility  of  postural  hypo- 
tension. Those  with  angina  or  coronary  artery  disease 
should  not  increase  physical  activity  with  an  improve- 
ment in  well  being.  Pargyline  may  lower  blood  sugar. 

Avoid  use  of  enteric-coated  potassium  tablets,  as 
these  may  induce  serious  or  fatal  small-bowel  lesions 
consisting  of  stenosis  with  or  without  ulceration.  These 
small-bowel  lesions  have  caused  obstruction,  hemor- 
rhage and  perforation  frequently  requiring  surgery.  Med- 
ication should  be  discontinued  immediately  if  abdominal 
pain,  distension,  nausea,- vomiting  or  Gl  bleeding  occurs. 
These  products  contain  no  added  potassium  salts  and  if 
added  potassium  intake  is  desired,  dietary  supplemen- 
tation is  recommended.  Coated  potassium  tablets  should 
be  reserved  for  cautious  use  when  adequate  dietary 
supplementation  is  impractical.  In  patients  with  a his- 
tory of  allergy  or  asthma  the  possibility  of  sensitivity 
reactions  should  be  considered. 

Precautions:  Measure  blood  pressure  while  patient  is 
standing  to  determine  antihypertensive  effect.  Use  with 
caution  in  hyperactive  or  hyperexcitable  persons.  Such 
persons  may  show  increased  restlessness  and  agitation. 
Withdraw  drug  during  acute  febrile  illness.  Watch  pa- 
tients with  impaired  renal  function  for  increasing  drug 
effects  or  elevation  of  BUN  and  other  evidence  of  pro- 
gressive renal  failure;  withdraw  drug  if  such  alterations 
persist  and  progress.  Use  with  caution  in  patients  with 
liver  disease.  As  with  all  new  drugs,  complete  blood 
counts,  urinalyses,  and  liver  function  tests  should  be 
performed  periodically.  With  prolonged  therapy,  examine 
patients  for  change  in  color  perception,  visual  fields 
and  fundi.  Also  reported  have  been:  blood  dyscrasias 
including  thrombocytopenia  with  purpura,  agranulocytosis 
and  aplastic  anemia;  elevations  of  BUN,  serum  uric  acid, 
or  blood  sugar.  Symptomatic  gout  may  be  induced.  In 
surgical  patients  thiazides  may  reduce  response  to  vaso- 
pressors and  increase  response  to  tubocurarine. 

Adverse  Reactions:  Pargyline  may  be  associated  with 
orthostatic  hypotension.  Mild  constipation,  slight  ede- 
ma, dry  mouth,  sweating,  increased  appetite,  arthralgia, 
nausea  and  vomiting,  headache,  insomnia,  difficulty  in 
micturition,  nightmares,  impotence,  delayed  ejaculation, 
rash,  and  purpura  have  been  encountered  with  pargy- 
line. Hyperexcitability,  increased  neuromuscular  activ- 
ity (muscle  twitching)  and  other  extrapyramidal  symp- 
toms have  been  reported  in  a few  patients  with  reduced 
cardiac  reserve. 

During  intensive  or  prolonged  therapy,  guard  against 
hypochloremic  alkalosis  and  hypokalemia  (especially 
the  latter  if  patient  is  on  digitalis).  Observe  all  patients 
for  signs  of  hyponatremia  (“low  salt”  syndrome). 

Reported  thiazide  reactions  also  include  anorexia, 
nausea,  vomiting,  diarrhea,  headache, 
dizziness,  paresthesia,  weakness,  skin 
rash,  photosensitivity,  jaundice,  and  pan- 
creatitis. Nocturia  has  been  observed 
with  the  combination.  709075R 
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Scientific  Articles 


Low  Back  Pain 


a diagnosis  ok  the  cuuse  of  low  back  pain  is 
predicated  on  a knowledge  of  local  functional 
anatomy  and  the  factors  that  may  disturb  it. 
The  functional  integrity  of  the  spinal  column 
may  be  impaired  by  congenital  anomaly, 
stresses  and  strains  both  physiologic  and  path- 
ologic, and  a variety  of  lesions  affecting  bones, 
joints,  and  ligamentous  and  muscular  sup- 
ports. Study  should  include  clinical  history, 
thorough  examination,  and  indicated  radio- 
graphs. There  must  be  positive  psychoso- 
matic findings  for  a diagnosis  of  psychogenic 
backache. 


BERNARD  H.  SMITH,  M.D.,  F.R.C.P. 

Buffalo,  New  York 

Professor  of  Neurology,  State  University  of  New  York 
at  Buffalo  School  of  Medicine;  Head  of  Department 
of  Neurology,  Edward  J.  Meyer  Memorial  Hospital 

T he  assumption  of  the  erect  posture  has 
played  no  small  part  in  man’s  culminating 
achievements,  but  it  has  also  predisposed 
him  to  one  of  his  commonest  ailments,  low 
back  pain.  The  latter  is  often  trivial  and 
transient  but  may  be  the  cause  of  much 
disability  or  even  invalidism  and  indeed 
may  at  times  be  the  prelude  to  serious  and 
even  mortal  disease.  How  then  to  arrive 
in  the  individual  patient  at  a just  estimate 
of  this  vexatious  and  often  baffling  malady? 
Success,  when  achieved,  is  predicated  on  a 
knowledge  of  the  local  functional  anatomy 
and  the  factors  that  may  disturb  it. 

The  spinal  column  represents  a feat  of 
consummate  engineering.  It  is  subject  to 
immense  stresses  but  is  at  once  stable  and 
mobile,  resilient  and  adaptable,  protecting 
its  contained  nervous  structures  while 
permitting  egress  of  spinal  nerves,  and 
providing  an  anchor  for  the  limb  girdles. 
In  early  development  there  are  two  pri- 
mary curves,  thoracic  and  sacral,  both 
concave  forward.  As  the  infant  begins 
to  hold  up  the  head,  the  secondary  cervical 
lordosis  appears,  and  as  the  child  begins 
to  sit  up  and  walk,  the  secondary  lumbar 
lordosis  develops.  In  the  erect  posture, 
the  center  of  gravity  passes  from  the  head 
through  the  atlanto-occipital,  the  cervico- 
thoracic,  the  thoracolumbar,  and  the  lum- 
bosacral junctions,  the  various  curves  act- 
ing as  buttresses,  and  the  whole,  in  health, 
being  so  constructed  that  weight  is  borne 


by  bone  and  joint  with  a minimum  of 
muscular  activity.  All  movements  of  de- 
viation from  the  erect  posture  call  into 
play  the  prime  movers  producing  the  de- 
sired movement  and,  equally  important, 
reciprocal  and  controlled  relaxation  of 
antagonists.  The  intervertebral  disks  have 
the  double  role  of  being  part  of  a joint  of 
small  movement  and  shock  absorbers  which 
both  mitigate  and  disperse  equally  in  all 
directions  any  jars,  particularly  longitu- 
dinal ones,  applied  to  the  spine. 

For  many  reasons,  however,  the  func- 
tional integrity  of  the  spinal  column  may 
be  impaired:  congenital  anomaly,  stresses 
and  strains  both  physiologic  and  pathologic, 
and  a variety  of  lesions  affecting  the  bones, 
joints,  and  ligamentous  and  muscular 
supports. 

Physiologic  stresses 

As  every  physician  who  has  occasion  to 
examine  a patient  on  a low  bed  is  aware, 
maintaining  an  awkward  (for  instance, 
slightly  flexed)  back  position  for  any  length 
of  time  leads  to  lumbosacral  discomfort  or 
even  pain.  In  housewives,  a low  sink  or 
a low  ironing  board  is  a commonplace  but 
important  cause  of  backache.  The  back- 
ache of  pregnancy  or  the  postdelivery  pe- 
riod, of  high  heels  or  poor  posture,  of  obesity 
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or  unaccustomed  loads  on  the  back,  as  in 
army  recruits,  is  the  result  of  other  dis- 
turbances of  a physiologic  kind. 

Disease  at  a distance 

Any  lesion  upsetting  the  vertical  line 
of  gravity  either  in  the  sagittal  or  trans- 
verse plane  may  cause  secondary  painful 
derangements  of  the  lumbar  spine,  such  as 
inequality  of  leg  length,  osteoarthritis  of 
hip  or  knee,  dorsal  kyphosis  from  what- 
ever cause,  and  scoliosis  as  from  neurologic 
diseases  such  as  syringomyelia,  old  polio- 
myelitis, or  parkinsonism.  Lesions  in  the 
territory  innervated  by  the  lumbosacral 
nerves  which  supply  the  low  back  may  give 
referred  pain  to  the  low  back,  for  instance 
lesions  of  the  knee  or  foot  and  intrapelvic 
disease.  As  regards  the  latter,  such  con- 
ditions as  retroversion  of  the  uterus  have 
probably  less  importance  in  this  regard  than 
has  been  attributed  to  them  in  the  past. 
The  resulting  pain  may  be  vaguely  re- 
ferred to  the  low  back  but  differs  from  the 
usual  backache  in  its  deep,  dragging,  or 
bearing-down  quality  and  its  not  inter- 
fering with  back  movements;  it  is  fre- 
quently relieved  by  the  patient  lying  down. 
Similar  qualifications  apply  to  pelvic  in- 
flammatory disease  or  carcinoma  of  the 
bladder,  prostate,  cervix  uteri,  or  rectum, 
where  the  backache  is  likely  to  be  ac- 
companied by  other  and  more  specific 
symptoms. 

Myofascial  disease 

The  lumbar  fascia  has  immense  tensile 
strength  and  is  not  readily  traumatized  by 
traction  strains.  The  lumbar  muscles  and 
fascia  may  be  directly  traumatized  as  from 
a kick,  and  muscle  tearing  may  follow  an 
awkward  movement  and  raise  the  dif- 
ferential diagnosis  of  a disk  lesion,  as  may 
the  long  persistence  of  local  pain  and  ten- 
derness after  a myofascial  injury.  Prob- 
lems also  arise  with  the  so-called  fibrositis 
or  fibromyositis  which  may  appear  sud- 
denly, often  apparently  after  exposure  to 
cold  or  wet,  and  cause  complete  incapacity. 
There  is  associated  limitation  of  back 
movements  and  spasm  and  tenderness  of 
the  muscles,  either  locally,  in  the  form  of 
nodules,  or  more  diffusely — symptoms  very 
similar  to  those  of  an  acute  disk  prolapse, 


even  to  the  extent  of  limitation  of  straight 
leg  raising.  There  is  some  evidence  that 
the  fibrositic  nodule  represents  a tender  and 
painful  region  of  local  muscle  spasm  and 
that  this  spasm  may  be  the  result  of  com- 
pressive irritation  of  its  motor  nerve  supply 
by  a prolapsed  intervertebral  disk 

Bone  disease 

Radiographs  may  show  many  but  not 
all  of  the  osseous  conditions  which  may 
result  in  low  back  pain:  metastatic  car- 

cinoma, osteoporosis  from  whatever  cause, 
osteitis  deformans,  myelomatosis,  acro- 
megaly, osteomyelitis,  and  spinal  caries, 
sometimes  with  its  telltale  paravertebral 
soft-tissue  shadows  and  sometimes  with  loss 
of  a disk  space  as  its  only  radiologic  evi- 
dence. Crush  fractures  of  the  vertebral 
body  are  usually  obvious  on  radiographs, 
but  fractures  involving  the  vertebral  arch 
and  its  processes  may  not  be  so  readily 
evident.  Vertebral  fractures  are  likely 
to  be  especially  sought  for  when  there  is  a 
history  of  direct  trauma  to  the  back,  but 
they  may  also  result  from  indirect  traumas 
such  as  falls  on  the  feet,  buttocks,  or 
shoulders,  flexion  injuries  to  the  spine  as  in 
auto  accidents,  or  strains  such  as  those  of 
an  epileptic  convulsion  whether  occurring 
naturally  or  induced  in  electroconvulsive 
therapy. 

Disturbances  of  joints 

Various  joints  may  be  the  seat  of  disease: 
the  vertebral  body  articulations  (inter- 
vertebral disks)  which  are  secondary  carti- 
laginous joints,  the  apophysial  (synovial) 
joints  between  the  articular  processes  of 
the  vertebral  arches,  and  the  sacro-iliac 
joints.  The  lumbosacral  joint  belongs  to 
the  first  group  but  is  particularly  im- 
portant in  the  present  context  because  of 
its  transitional  site  and  the  proneness  of 
this  region  to  developmental  anomaly  and 
consequently  to  mechanical  disturbances. 

Intervertebral  disk.  The  interverte- 
bral disk  may  suffer  acute  or  chronic  dam- 
age. In  the  former,  there  may  be  prolapse 
of  the  nucleus  pulposus  through  a ruptured 
annulus  fibrosus,  a sequence  likely  to  occur 
in  middle  life  when  the  annulus  is  weaker 
than  in  youth,  but  the  nucleus  is  still  semi- 
fluid. Chronic  disk  degeneration  occurs 
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commonly  in  the  second  half  of  life:  The 
nucleus  pulposus  undergoes  desiccation 
and  fibrosis  and  loss  of  substance,  contig- 
uous vertebral  bodies  are  thus  permitted 
to  approximate,  the  annulus  fibrosus  tends 
to  protrude  beyond  the  vertebral  body 
margins  like  an  underinflated  tire,  and 
secondary  osteophytic  changes  supervene. 
This  group  of  changes  is  referred  to  as 
spondylosis  and  incorrectly  as  osteoarthritis 
which,  properly  speaking,  is  a disturbance 
of  synovial  joints.  Such  diseases  of  the 
disk  may  upset  the  mechanics  of  the  verte- 
bral column,  reduce  the  shock-absorbing 
qualities  of  the  disk,  and  set  in  train  second- 
ary changes  in  other  intervertebral  joints, 
both  interbody  and  apophysial;  they 
are  also  of  great  importance  because  they 
may  lead  to  pressure  on  nerve  roots,  par- 
ticularly in  the  intervertebral  foramina, 
with  signs  of  radiculopathy  as  in  the  com- 
mon sciatica.  The  neuropathic  joints  of 
tabes  and  diabetes  represent  a particularly 
severe  form  of  spondylosis. 

Apophysial  joints.  The  apophysial 
joints  are  not  primarily  weight-bearing 
joints,  but  may  be  subjected  to  weight- 
bearing stresses  secondary  to  disease  of  the 
intervertebral  disks  with  resulting  osteo- 
arthritic  changes:  destruction  of  the  hy- 
aline cartilage,  approximation  of  articular 
facets,  eburnation  and  sclerosis  of  the  bone, 
and  osteophyte  formation.  The  apophysial 
joints  may  also  be  involved  in  trauma  as  in 
the  “acute  facet  syndrome”;  it  is  also 
possible  that  with  awkward  movements,  a 
synovial  fringe  may  be  caught  and  trau- 
matized within  the  joint  with  resulting 
sudden  pain  which  may  be  falsely  at- 
tributed to  a ruptured  disk.  The  osteo- 
phytes of  apophysial  osteoarthritis  may 
impinge  on  the  intervertebral  foramen 
with  radiculopathic  symptoms  and  signs. 

Degenerative  changes  in  the  inter- 
vertebral disks  may  also  permit  the  ap- 
proximation of  spinous  processes,  and  the 
“kissing”  of  these  structures  on  extension 
of  the  spine  may  be  another  cause  of  low 
back  pain. 

Subluxation.  The  intervertebral  joints 
may  be  involved  in  dislocation  or  subluxa- 
tion, and  the  instability  resulting  from  re- 
versible subluxation  has  been  regarded  as 
an  important  cause  of  backache. 

A special  form  of  subluxation  is  spondylo- 
listhesis which  is  a forward  displacement  of 


one  vertebra,  and  the  spine  above  it,  on  a 
subjacent  vertebra  because  of  a defect  in 
the  arch  of  the  slipping  vertebra.  Most 
commonly,  the  fifth  lumbar  slips  forward  on 
the  first  sacral  vertebra.  The  defect  in  the 
neural  arch  commonly  involves  the  pars  in- 
terarticularis  between  the  superior  and  in- 
ferior articular  facets  and  may  be  on  an 
acquired  basis,  as  from  fatigue  or  stress  frac- 
ture, or  congenital.  To  this  defect  the  term 
spondylolysis  is  applied.  Spondylolisthesis 
may  be  asymptomatic  or  may  give  rise  to 
symptoms  of  various  kinds:  those  of  an 

unstable  back  with  pain  in  the  lumbosacral 
region  and  the  hip  on  physical  activity; 
those  of  nerve  root  compression,  taking  the 
form  of  sciatica;  and  those  from  compres- 
sion of  the  cauda  equina. 

Sacro-iliac  joint.  “Sacro-iliac  strain” 
is  a commonly  offered  explanation  for  low 
back  pain.  That  the  sacro-iliac  joint  is  un- 
duly vulnerable  to  strain  is  unlikely  since  it 
is  one  of  the  most  powerful  in  the  body. 
Although  in  later  life  fibrocartilaginous  ad- 
hesions are  common  between  the  articular 
surfaces,  the  sacro-iliac  is  a synovial  joint; 
even  so,  movements  are  greatly  restricted 
by  the  irregularity  of  the  articular  surfaces 
and  the  strength  of  the  sacro-iliac  liga- 
ments. The  joint  may,  however,  be  re- 
laxed in  pregnancy  and  the  seat  of  pain  in 
the  last  trimester  and  after  parturition.  It 
is  also  involved  in  ankylosing  spondylitis 
and  other  forms  of  “collagen”  arthropathy 
such  as  rheumatoid  and  psoriatic  arthritis 
and  in  Reiter’s  syndrome  of  which  it  is 
a common  complication.  In  ankylosing 
spondylitis  both  joints  are  commonly 
affected,  and  there  is  often  a stiffness  of  the 
back,  limitation  of  chest  movement,  iritis, 
anemia,  elevation  of  the  erythrocyte  sedi- 
mentation rate,  and  sometimes  tenderness 
over  bony  prominences  such  as  the  ischial 
tuberosities  and  the  heels.  The  radiologic 
findings  vary  with  the  stage  of  the  disease 
but  tend  to  be  characteristic. 

Unilateral  sacro-iliac  arthropathy  raises 
the  possibility  of  a tuberculous  process. 
The  joint  may  also  be  the  seat  of  pyogenic 
(most  commonly  staphylococcal)  infection 
or  involved  in  gonorrhea  or  brucellosis. 
Osteitis  condensans  ilii  is  an  ill-understood 
affection  of  the  joint  giving  rise  to  low  back 
pain;  it  is  characterized  by  an  osteosclerosis 
most  commonly  affecting  the  auricular  por- 
tion of  the  ilium  and  usually  occurring  in 
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obese  women,  starting  in  the  later  part  of 
pregnancy  or  the  puerperium. 

Unlike  disk  disease  which  is  frequently 
helped  by  rest  and  aggravated  by  activity, 
sacro-iliac  arthropathy  may  be  worse  after 
rest  and  require  a period  of  “limbering  up” 
to  relieve  it.  A variety  of  tests  have  been 
developed  to  aid  the  diagnosis.  The  joint 
itself  is  not  readily  accessible  to  palpation, 
and  hence  local  tenderness  is  not  easily 
demonstrable.  When  the  patient  is  asked 
to  lie  supine  on  a firm  couch  and  downward 
pressure  is  exerted  on  the  anterior  superior 
iliac  spines,  pain  may  be  felt  in  the  region  of 
the  sacro-iliac  joints  when  they  are  the  seat 
of  disease;  similar  pain  may  be  elicited 
when  the  iliac  crests  are  compressed  toward 
the  midline. 

Spinal  meninges 

Epidural  metastatic  deposits,  such  as 
from  lung  or  breast,  may  give  rise  to  severe 
and  continuous  lumbosacral  pain  and  be 
most  difficult  to  demonstrate  radiologically. 
Similarly,  this  is  true  for  deposits  in  Hodg- 
kin’s disease  or  other  of  the  reticuloses. 
Epidural  or  subdural  abscess  or  granuloma 
may  give  rise  to  low  backache  of  acute  or 
chronic  variety.  In  children,  medulloblas- 
toma seeding  along  the  subarachnoid  path- 
ways may  cause  backache  of  chronic  type, 
and  acute  low  back  pain  may  rarely  result 
from  intracranial  subarachnoid  hemorrhage 
in  which  the  patient  has  remained  ambu- 
lant. The  low  back  may  also  be  involved 
in  arachnitis. 

Cauda  equina 

The  cauda  equina  may  be  compressed  by 
prolapsed  disk;  tumors  such  as  ependy- 
moma, lipoma,  neurofibroma,  or  dermoid; 
and  in  spondylolisthesis.  In  time  there  are, 
of  course,  likely  to  be  the  characteristic 
motor  and  sensory  disturbances,  the  latter 
involving  the  buttocks,  perineum,  and  the 
posterior  aspects  of  thigh  and  calf.  A 
curious  gait  with  flexion  at  the  knees  may 
suggest  the  diagnosis. 

Vascular  insufficiency 
and  metabolic  causes 

Low  back  pain  on  walking  with  relief 
after  brief  rest  may  be  a form  of  intermit- 


tent claudication  to  which  deficient  pulsa- 
tion in  the  crural  pulses  may  give  the  clue. 
Low  back  pain  may  be  a feature  of  gout  or 
diabetes,  as  in  diabetic  amyotrophia. 

Diagnosis 

From  the  variety  of  causes  of  low  back 
pain,  it  is  obvious  that  a careful  clinical 
history  and  a general  as  well  as  local  exami- 
nation are  essential,  including  rectal  and 
pelvic  examinations.  Besides  routine  ra- 
diographs of  the  lumbosacral  spine,  pelvis, 
and  hips,  special  views  may  be  necessary  of 
the  lumbosacral  and  sacro-iliac  joints, 
views  with  the  patient  standing  and  lying 
(to  demonstrate  subluxation),  and  oblique 
views  to  show  the  break  in  the  pars  inter- 
articularis  of  spondylolysis.  Such  findings 
as  lumbarization  of  the  first  sacral  vertebra 
or  sacralization  of  the  fifth  lumbar  vertebra 
are  more  likely  to  be  responsible  for  symp- 
toms if  unilateral. 

Local  examination 

The  back  must  be  inspected  and  the  fol- 
lowing points  noted:  preservation  or  other- 
wise of  the  lumbar  lordosis;  range  of  move- 
ment— flexion,  extension,  lateral  flexion  and 
rotation;  presence  or  absence  of  spasm  of 
the  paravertebral  muscles  and  whether  or 
not  it  is  equal  on  the  two  sides;  the  presence 
or  absence  of  scoliosis  or  tilting  of  the  pelvis; 
the  tone  to  palpation  and  the  bulk  of  the 
gluteal  muscles;  the  presence  of  fibrotic 
nodules  over  the  low  back  or  buttocks  and 
of  deep  tenderness,  for  instance  over  the 
sciatic  notch;  or  evidence,  such  as  a tuft  of 
hair  or  a lipoma,  of  spina  bifida  occulta. 
Thus  the  lumbar  lordosis  may  be  flattened 
in  conditions  associated  with  muscle  spasm, 
as  in  acute  disk  disease,  or  increased,  and 
accompanied  by  the  characteristic  “step” 
between  the  spinous  processes  at  the  af- 
fected site,  in  spondylolisthesis.  In  inter- 
vertebral disk  disease  there  may  be  loss  of 
intervertebral  movement,  and  the  lumbar 
spine  may  tend  to  move  stiffly  and  en 
masse.  With  acute  disk  disease  there  is 
commonly  a list  to  the  nonpainful  side,  and 
the  limitation  of  lateral  flexion  may  be  more 
marked  to  the  affected  side. 

The  lower  limbs  must  also  be  carefully 
examined,  particularly  as  to  the  following 
points:  their  relative  lengths,  the  relative 
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circumferences  of  the  thighs  and  calves  on 
the  two  sides,  the  state  of  the  joints,  and 
whether  or  not  there  is  limitation  of 
straight  leg  raising  in  the  Lasegue  or  similar 
tests.  The  condition  of  the  femoral,  pop- 
liteal, pedal,  and  abdominal  aortic  pulses 
should  also  be  noted.  Neurologic  findings 
of  interest  are  the  state  of  the  knee  and 
ankle  jerks;  the  strength,  bulk,  and  tone  of 
the  muscles;  and  sensory  changes,  whether 
in  the  form  of  hyperesthesia  or  hypesthesia 
and  their  distribution.  With  root  lesions, 
any  impairment  of  sensation  more  than 
light  touch  is  likely  to  involve  pain. 

Psychogenic  causes 

The  diagnosis  of  “psychogenic”  backache 
is  not  reached  by  a process  of  excluding 
organic  disease,  although  the  absence  of  ob- 
vious physical  disease  may  strengthen  its 
likelihood.  A backache  may  not  rarely  be 
psychogenically  determined  in  the  presence 
of  physical  abnormalities  such  as  spina  bif- 
ida, spondylolysis,  or  even  a healed  frac- 
ture, and  serious  disease  such  as  metastases 
may  be  present  in  the  absence  of  physical  or 
radiologic  signs. 

For  the  diagnosis  of  psychogenic  back- 
ache, there  must  be  positive  findings.  The 
patient’s  description  often  gives  a clue: 
There  may  be  talk  of  “constant  agony”  in  a 
patient  who  shows  little  evidence  of  discom- 
fort; the  pattern  of  the  pain  may  be  bizarre 
or  inconsistent  with  anatomic  knowledge, 


Surfers  suffer  from  knobby  knees 

“Surfers’  knots,”  those  knobby  mounds  of 
toughened  skin  on  knees  and  feet  that  surf- 
board riders  wear  so  proudly,  are  causing  a new 
complication,  painful  skin  ulcers.  A recent 
issue  of  J.A.M.A.  contains  a report  by  J.  G. 
Erickson,  M.D.,  and  G.  R.  von  Gemmingen, 
M.D.,  on  30  surfers  treated  for  skin  ulcerations. 

The  ulcerations  are  caused  by  the  same  thing 
that  causes  the  surfer’s  knots  themselves,  the 
abrasive  action  of  the  surfboard  as  the  surfer 
kneels  atop  it  to  paddle  seaward.  Although 
they  can  be  painful,  the  skin  ulcerations  ap- 
parently are  not  an  immediately  serious  medical 
problem.  They  eventually  clear  up  if  the  surfer 


for  example,  a low  back  pain  may  radiate 
into  the  neck  or  even  the  head  as  well  as 
down  into  the  feet;  and  there  may  be  rather 
selective  precipitants  for  the  pain  such  as 
washing  floors  in  a patient  who  has  no  trou- 
ble from  bowling.  There  may  also  be  in- 
congruous findings  on  physical  examina- 
tion: The  patient  may  be  unable  to  bend 

at  the  hip  while  standing  but  may  readily 
sit  up  to  a right  angle  on  the  couch  with  the 
knees  extended,  or  the  gait  or  the  weakness 
or  the  sensory  loss  may  be  of  “functional” 
type.  Not  rarely  such  patients  wear  a 
lumbosacral  belt  as  a psychologic  support 
and  as  a badge  of  their  suffering. 

Sometimes  it  is  possible  to  elicit  a psycho- 
genesis. Thus  one  patient  with  a fear  of 
pregnancy  or  an  aversion  for  her  husband 
may  be  avoiding  physical  relationships  with 
him,  another  may  be  avoiding  military 
duty,  another  may  be  angry  at  a physician 
who  has  treated  the  complaints  deprecia- 
tively,  another  may  be  taking  revenge  on  an 
inconsiderate  employer,  and  another  may 
be  motivated  by  simple  greed  of  gain  after 
an  auto  accident.  Sometimes  it  is  difficult 
to  see  why  the  back  has  been  chosen  as  the 
site  of  conversion  symptoms.  In  some 
cases  there  may  have  been  an  injury  there, 
the  effects  of  which  are  being  perpetuated; 
in  other  cases,  the  ache  in  the  back  may  be 
partly  physical  but  greatly  overlaid  with 
functional  difficulties. 
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stays  off  the  board  and  gets  medical  treatment. 

Apparently  it’s  the  kneeling  position  that 
causes  the  surfers’  knobs  to  form.  The  ancient 
Polynesians  who  originated  surf  riding  never 
suffered  from  the  problem  because  they  lay  flat 
on  their  surfboards  to  paddle  out  to  sea.  Since 
water  in  California  and  elsewhere  in  the  United 
States  is  colder,  this  is  not  practiced  here. 

Surfers’  knob  complaints  will  probably  get 
worse  before  they  get  better,  the  authors  note. 
Surfing  is  one  of  the  fastest-growing  sports  in  the 
U.S.  today.  Keeping  surfers  off  the  boards, 
however,  is  a problem,  since  this  disorder  is 
looked  on  as  a status  symbol.  It  is  recom- 
mended that,  in  this  case,  surfers  wear  knee  pads 
or  small  aluminum  caps  that  fit  over  the  knobs 
until  they  heal. 
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SYMPOSIUM 


Problems  in  Global  Medicine’ 


Moderator 

CAPT.  DONALD  C.  KENT  (MC)  U.S.  NAVY 
Chief  of  Medicine,  U.S.  Naval  Hospital, 

St.  Albans,  New  York 


Introductory  Remarks 

CAPT.  DONALD  C.  KENT  (MC)  U.S.  NAVY 
St.  Albans,  New  York 


Vietnam  is  a country  where  the  average 
life  expectancy  is  only  about  thirty-five 
years,  where  half  of  the  children  who  are 
born  never  reach  their  fifth  birthday,  and 
where  8 per  cent  never  survive  the  first  week 
of  life.  It  is  also  a country  where  the  ma- 
ternal death  rate  is  25  times  that  of  the 
United  States;  where  four  fifths  of  the  pop- 
ulation have  trachoma,  and  about  30  per 
cent  have  visual  defects  due  to  trachoma;  a 
country  that  has  5,000  leprosy  patients, 
many  under  supervision;  and  a country 
where,  at  the  beginning  of  the  present 
hostilities,  there  were  only  700  physicians 
available  to  serve  approximately  16  million 
people,  the  physician- patient  ratio  being 
1:23,000. 

So  it  was,  as  anticipated,  that  our  service- 
men stationed  there  became  involved  in  dis- 
ease processes  which  we  in  the  United 
States,  except  for  those  who  are  mainly  in 
military  service  hospitals  dealing  with  these 
diseases,  are  ready  to  recognize  only  from 
our  medical  reading. 

As  would  be  expected,  intestinal,  respira- 
tory, and  skin  conditions  have  been,  and 
continue  to  be,  the  leading  causes  for  admis- 
sion to  the  American  medical  facilities  in 
Vietnam.  The  disease  rate  has  been  par- 
ticularly high  among  our  newly  arrived 
people,  but  as  has  happened  in  our  other 
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overseas  wars,  acclimatization  occurs  and 
there  is  a lessening  of  disease  incidence.  It 
takes  at  least  five  days  for  a man  to  become 
accommodated  to  the  time  change,  at  least 
two  weeks  to  become  anywhere  near  accli- 
mated to  the  temperature  and  humidity, 
and  at  least  five  to  six  weeks  for  him  to  be 
immunologically  acclimated  to  the  various 
types  of  bacterial,  viral,  and  rickettsial  dis- 
ease indigenous  to  the  country. 

More  and  more,  therefore,  as  our  service- 
men come  away  from  Vietnam  and  other 
parts  of  Asia,  they  bring  with  them  the  ill- 
nesses to  which  they  were  exposed.  A cer- 
tain number  of  them  on  their  return  to 
civilian  life  will  involve  not  only  those  of  us 
who  are  in  the  military  services  but  also 
civilian  practitioners  of  medicine  who  will  be 
caring  for  these  people. 


Impact  of  Disease 

LT.  COMDR.  EDWARD  E.  FREEMAN  (MC) 

U.S.  NAVY 
St.  Albans,  New  York 

Department  of  Internal  Medicine, 
U.S.  Naval  Hospital 


By  way  of  introduction  I will  describe 
the  frame  of  reference  for  my  experience  in 
this  discussion.  From  the  fall  of  1965  until 
summer,  1966,  I served  as  the  internist  for 
the  First  Medical  Battalion  in  Okinawa  and 
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in  the  Republic  of  Vietnam  where  our  spe- 
cialty group  established  the  First  Marine 
Division  Hospital  at  Chu  Tai,  some  forty 
miles  south  of  Da  Nang  and  directly  on  the 
coast. 

Our  hospital  consisted  of  120  beds  divided 
about  equally  between  medical  and  surgical 
patients;  four  well-equipped,  fully  air-con- 
ditioned operating  rooms  with  a 15-bed 
surgical  intensive  care  unit  and  postopera- 
tive suite;  a 6-bed  preoperative  care  area 
with  adjacent  anesthesia  preparation  area; 
and  central  supply  rooms — all  contained  in 
an  interlocking  air-conditioned  quonset 
complex.  We  had  a separate  air-condi- 
tioned 12-bed  medical  intensive  care  unit 
used  primarily  for  acutely  ill  febrile  patients. 
These  cases  included  a great  variety  of 
febrile  diseases,  but  the  majority  were  ma- 
laria. 

Our  primary  mission  was  the  initial  emer- 
gency and  definitive  surgical  and  medical 
care  of  American  military  personnel  and  in 
addition,  any  Vietnamese  civilian  injuries. 
There  were  nearby  Vietnamese  hospitals  for 
both  their  civilian  and  military  casualties. 
Our  level  of  care,  in  addition  to  emergency 
care,  could  and  was  greatly  extended  to  in- 
clude prolonged  and  detailed  care  depend- 
ing on  the  nature  of  the  injury  or  illness  and 
also  on  the  variable  evacuation  potential  to 
other  more  sophisticated  facilities. 

One  problem  we  faced  was  maintenance 
of  a blood  bank;  it  was  necessary  to  keep  a 
large  stock  of  fresh  blood  on  hand  since  our 
needs  were  totally  unpredictable,  and  when 
this  need  occurred,  we  could  require  from 
100  to  200  units  in  a twenty-four-hour 
period.  Our  supply  source  was  the  U.S. 
Army  Blood  Center  in  Japan,  and  their  serv- 
ice was  excellent.  Problems  occurred  due 
to  local  conditions,  such  as  old  reefers  inade- 
quate in  maintaining  close  temperatures  in 
such  an  adverse  climate  and  an  extremely 
variable  and  occasionally  nonexistent  power 
source  provided  by  gasoline-operated  gen- 
erators. Fortunately  none  of  our  power 
failures  with  subsequent  spoilage  of  large 
quantities  of  blood  took  place  during 
the  sporadic  high-demand  periods.  Our 
backup  blood  supply  was  furnished  by  the 
local  Marine  Corps  units  stationed  adjacent 
to  our  hospital  on  supply  and  maintenance 
duties.  They  represented  a stable  and 
available  pool  of  donors  who,  like  our  hos- 
pital, were  located  in  a malaria-free  area. 


Diseases  encountered 

The  scope  of  my  talk  will  cover  a variety 
of  unusual  but  not  unique  medical  problems 
encountered  in  the  Republic  of  Vietnam. 
Most  of  these  problems  never  confront  the 
physician  practicing  in  the  United  States 
and  are  (or  were)  curiosities.  However, 
with  large  numbers  of  military  personnel  re- 
turning from  all  parts  of  the  world,  espe- 
cially from  Vietnam,  none  of  us  is  any 
longer  isolated  or  immune  from  having  to 
recognize  and  deal  with  these  entities  since 
man  is  the  primary  or  at  least  intermediary 
transmitter  of  them  all.  Without  our  rec- 
ognition many  carefully  constructed  public 
health  control  measures  could  be  wiped  out 
before  our  unbelieving  eyes. 

Leprosy  is  widespread  throughout  Asia. 
It  is  noteworthy  in  this  age  when  drugs  exist 
which  can  fairly  easily  control  and  wipe  out 
this  disease  of  great  historical  interest. 
Because  of  lack  of  funds,  facilities,  and 
trained  medical  personnel  this  and  other 
diseases  go  unchecked  in  this  corner  of  the 
world.  While  on  Okinawa  a trip  to  a well- 
established  leper  colony  showed  us  the  vari- 
ety of  disfiguring  results  which  can  occur, 
but  it  also  showed  us  how  a concerted  effort 
by  doctors  and  nurses  sent  from  Japan  could 
bring  about  both  effective  treatment  of 
early  cases  and  some  strikingly  successful,  if 
crude,  reconstructive  results.  In  an  area 
where  orthopedic  appliance  specialists  are 
unheard  of,  patients  were  encouraged  to 
make  their  own  limited  prostheses  from 
such  crude  materials  as  old  leather  boots 
and  sheet  metal.  The  social  stigma  asso- 
ciated with  this  disease  which  dates  back 
probably  to  early  recorded  history  has  not 
changed  because  even  when  cured,  these 
people  are  never  accepted  back  in  their  so- 
ciety. The  disease  imposes,  at  best,  a life 
sentence  of  isolation. 

Village  sanitation  is  nonexistent,  and, 
more  important,  the  basic  knowledge  of  dis- 
ease vectors  with  recognition  of  the  threat 
contained  in  open  sewers  and  polluted 
streams  and  water  supplies  is  totally  lack- 
ing. Plague  was  fortunately  uncommon, 
even  rare,  in  the  northern  sector  of  South 
Vietnam,  but  sporadic  cases  did  occur,  and 
the  vector  is  ever  present  because  no  effec- 
tive rodent  control  programs  are  in  effect. 
A fatal  case  occurred  in  a nearby  village, 
and  we  were  allowed  to  aspirate  an  inguinal 
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node  from  a diseased  family  member  to 
establish  the  diagnosis  of  plague.  Because 
of  the  potential  threat  to  our  own  person- 
nel, vigorous  measures  were  taken  to  inoc- 
ulate all  known  exposed  persons  and  to  ex- 
terminate rodents  in  the  immediate  area. 
To  my  knowledge  no  cases  of  plague  have 
been  reported  among  American  military 
personnel  all  of  whom  receive  a series  of  vac- 
cine inoculations  in  addition  to  booster  in- 
jections every  four  months  while  they  are  in 
Vietnam.  The  immunity  conferred  is  re- 
ported to  be  nearly  100  per  cent  effective 
against  the  bubonic  form  but  some  doubt 
exists  as  to  protection  from  the  more  viru- 
lent pneumonic  form. 

Industrial-type  accidents  are  common 
and  require  primarily  surgical  care.  The 
type  of  war  in  Vietnam  with  its  long  periods 
of  inactivity  in  camp  and  even  longer  pe- 
riods of  lying  in  wait  for  an  enemy  who  is 
seldom  seen  produces  inevitable  anxiety  and 
hostility  which  are  manifested  in  a variety 
of  unhealthy  ways.  The  alarming  number 
of  self-  and  buddy-inflicted  bullet  wounds  is 
the  unfortunate  result.  Another  injury 
seen  from  both  battle  and  horse-play  acci- 
dents is  phosphorus  burns.  The  surgical 
management  from  the  standpoint  of  the 
burns  themselves  is  standard  and  straight- 
forward. The  more  sinister  implications 
result  from  the  toxicity  of  absorbed  ele- 
mental phosphorus  and  are  unfortunately 
widespread,  irreversible,  and  in  50  per  cent 
of  cases  with  significant  absorption,  fatal. 
The  major  toxicity  results  from  massive  red 
blood  cell  hemolysis,  fulminant  hepatitis, 
renal  cellular  injury  with  rapid  failure  of 
kidney  function,  and  death.  There  is  no 
effective  means  of  removing  phosphorus  in- 
cluding all  known  chelating  agents,  and 
treatment  is,  at  best,  supportive  with  mas- 
sive doses  of  steroids  providing  little,  if  any, 
interruption  in  the  fatal  process. 

Bizarre  symptoms  of  diseases  seldom  seen 
in  the  United  States,  such  as  massive 
goiters  totally  untreated,  are  fairly  com- 
mon. Our  facility  could  offer  neither  diag- 
nostic studies  nor  necessary  elective  sur- 
gery, but  we  were  fortunate  that  we  could 
refer  the  most  interesting  of  these  cases  to 
the  hospital  ship,  U.S.S.  Repose,  where  a 
small  but  effective  program  of  people-to- 
people  medical  care  is  carried  out. 

Heat  injury  deserves  specific  mention 
even  though  the  mortality  rate  was  exceed- 


ingly low.  Heat  casualties  did  account  for 
a large  number  of  lost  days  for  many  men. 
Acclimatization  is  the  key  to  solving  the 
problem  but  by  no  means  the  whole  story. 
This  was  accomplished  in  varying  degrees 
among  arriving  troops.  Few  training  areas 
in  the  United  States,  except  in  the  south 
during  the  summer,  provide  adequate  expo- 
sure to  sustained  heat  and  humidity  to  be 
effective,  and  even  then,  a two- week  voyage 
aboard  even  a semi-air-conditioned  troop 
ship  can  undo  all  the  accomplished  acclima- 
tization. In  Vietnam  during  the  warmer 
part  of  the  year  (March  through  October) 
where  daily  temperatures  exceed  100  F.  and 
relative  humidity  is  close  to  100  per  cent, 
problems  of  heat  are  compounded  by  the  de- 
mands of  a peculiar  war  where  men  are 
often  required  to  go  four  to  six  days  on  foot 
carrying  heavy  loads  and  barely  able  to  get 
adequate  fluid  and  salt  intake.  Even  those 
making  a concerted  effort  have  difficulty, 
and  those  who  neglect  their  needs  are  auto- 
matic casualties.  When  one  adds  the  in- 
evitable diarrheas  and  febrile  illnesses  which 
are  universal  experiences  to  the  salt  and 
water  depletions  in  the  body,  they  produce 
unbelievably  large  numbers  of  heat  casual- 
ties. 

Fortunately  most  cases  are  heat  cramps 
and  heat  exhaustion  which  respond 
promptly  to  withdrawal  from  heat  exposure 
and  rapid  intravenous  administration  of  salt 
and  water.  Some  patients  can  tolerate  oral 
therapy,  but  since  common  symptoms  in- 
clude syncope,  vertigo,  muscle  cramps, 
headache,  nausea,  and  vomiting  this  may 
preclude  oral  therapy.  Nearly  all  patients 
in  this  group  had  normal  to  subnormal 
body  temperatures  and  maintained  a nor- 
mal capacity  to  perspire  and  thus  be  cooled 
by  evaporation.  A few  cases  of  true  toxic 
psychoses  were  seen  with  both  auditory  and 
visual  hallucinations  translated  directly 
from  the  battlefield.  All  quickly  responded 
to  treatment  by  replacing  salt  and  fluid  de- 
pletion and  short  courses  of  chlorpromazine 
hydrochloride. 

The  relatively  small  number  of  heat 
stroke  cases  seen  were  striking  and  required 
rapid  and  intensive  care.  Perhaps  the  most 
significant  observation  in  these  cases  is  that 
many  or  most  had  a recent  history  of  heat- 
exhaustion  episodes.  The  observed  conclu- 
sion is  that  they  were  either  predisposed  by 
these  episodes  or  more  likely  by  some  con- 
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stitutional  factors  hindering  effective  ac- 
climatization. For  this  reason  we  adopted 
the  practice  of  evacuating  from  the  war  zone 
any  man  with  two  or  more  attacks  of  heat 
exhaustion  within  a brief  period.  Nearly 
all  cases  had  classic  symptoms  with  lassi- 
tude leading  to  collapse,  hyperpyrexia  usu- 
ally 106  F.  or  above,  hypotension,  cool  dry 
skin,  and  occasionally  convulsions.  The 
gamut  of  complications  were  seen  from 
brain  damage,  acute  tubular  necrosis  (also 
probably  glomerular  damage),  fibrinolysis, 
thrombocytopenia,  and  in  a small  number, 
death. 

Summary 

This  is  a brief  sketch  of  some  of  the  spec- 
trum of  less  common  medical  problems 
faced  by  any  doctor  in  the  hostile  environ- 
ment of  Vietnam  where  diagnostic  tools  are 
limited  but  where  delay  in  treatment  may 
be  of  utmost  significance. 


Malaria 

LT.  LAWRENCE  G.  HUNSICKER  (MC) 
U.S.  NAVY 
St.  Albans,  New  York 

Resident  in  Medicine, 
U.S.  Naval  Hospital 


In  any  discussion  of  the  medical  problems 
generated  by  our  current  military  campaign 
in  Vietnam,  a special  place  must  be  given  to 
malaria.  Of  all  the  diseases  being  brought 
back  into  the  country,  this  is  one  of  the 
most  common,  one  of  the  most  serious,  and 
unfortunately,  one  with  which  most  medical 
practitioners  are  unfamiliar.  A few  statis- 
tics reveal  the  problem  as  it  is  and  as  it  is 
likely  to  become.  During  the  October  to 
December  malaria  season  in  1965,  the  first 
year  we  were  fully  committed  in  Vietnam, 
we  suffered  2,000  casualties  from  malaria. 
In  November  of  that  year,  almost  one  out  of 
every  hundred  troops  in  Vietnam  con- 
tracted malaria,  with  similar  incidences  re- 
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ported  in  October  and  December.  This 
past  year,  because  of  increased  troop 
strength  in  Vietnam,  the  total  number  of 
malaria  cases  is  likely  to  be  close  to  7,500. 
With  normal  rotation  of  personnel,  the  first 
2,000  and  many  of  last  year’s  7,500  patients 
have  already  been  returned  to  the  United 
States,  together  with  their  exposed  but 
asymptomatic  buddies.  As  of  November 
of  last  year  the  Armed  Forces  Communi- 
cable Disease  Control  Board  had  received 
notice  of  280  military  personnel  who  de- 
veloped malaria  after  they  returned  to  the 
United  States.  One  can  only  guess  at  the 
number  of  unreported  or  undiagnosed  cases. 
We  can  add  to  these  malaria  cases  originat- 
ing in  Vietnam  a small  but  growing  number 
of  cases,  including  one  at  our  own  hospital, 
occurring  in  patients  who  have  never  been 
out  of  the  United  States  but  who  have  been 
exposed  or  lived  in  proximity  to  infected  re- 
turnees. Perhaps  this  is  only  our  just  re- 
ward for  venturing  out  into  the  underde- 
veloped world  where  malaria  remains  the 
commonest  single  cause  of  morbidity  and 
death. 

Diagnosis 

How  then  is  malaria  likely  to  show  up? 
Malaria  may  in  our  day  play  the  old  role  of 
syphilis  or  tuberculosis  as  one  of  the  great 
masqueraders.  The  most  frequent  present- 
ing symptom  is  fever.  Commonly  there 
are  severe  retro-orbital  headache,  myalgias, 
and  malaise  suggesting  a “flu  syndrome.” 
The  back  pain  may  be  so  striking  that  to- 
gether with  abnormalities  of  the  urine,  a 
pyelonephritis  or  perinephric  abscess  is  sug- 
gested. If  there  are  localizing  symptoms, 
they  are  most  likely  to  be  gastrointestinal, 
with  nausea,  vomiting,  or  diarrhea  suggest- 
ing gastroenteritis;  or  respiratory,  ranging 
from  afebrile  cold-like  syndromes,  with 
perhaps  “sinus  headaches,”  all  the  way  to 
severe  bronchitis  and  cough,  with  infiltrates 
found  on  a chest  x-ray  film  suggesting 
bronchopneumonia.  Cerebral  malaria  due 
to  stickiness  and  sludging  of  the  red  cells  in- 
fested with  Plasmodium  falciparum  malaria 
may  present  symptoms  of  confusion,  de- 
lirium, stupor,  or  convulsions.  The  cere- 
brospinal fluid  is  likely  to  show  mild  pleocy- 
tosis suggestive  of  meningitis  or  encepha- 
litis. I have  never  seen  a case  of  black- 
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water  fever  with  renal  shutdown,  but  some 
20  cases  were  reported  from  Vietnam  in 
1965,  with  some  deaths.  While  the  occur- 
rence of  renal  shutdown  in  patients  in  Viet- 
nam immediately  suggests  malaria,  this 
cause  might  not  be  so  obvious  to  practi- 
tioners in  the  United  States.  In  general 
three  principles  should  be  remembered. 
First,  malaria  may  present  symptoms  of 
classical  tertian  fevers  and  splenomegaly 
but  more  likely  does  not.  Second,  the  pres- 
ence of  symptoms  suggestive  of  bronchitis, 
pneumonia,  gastroenteritis,  pyelonephritis, 
and  others  does  not  exclude  the  possibility 
of  malaria.  Third,  the  occurrence  of  fever 
in  a patient  who  has  been  in  a malaria- 
endemic  area  such  as  Vietnam  should  im- 
mediately elicit  suspicion  of,  and  investiga- 
tion for,  malaria  no  matter  what  else  may 
be  present. 

The  species  of  malaria  most  likely  to  be 
seen  in  patients  from  Vietnam  are  approxi- 
mately 50  per  cent  Plasmodium  vivax  and 
50  per  cent  P.  falciparum  according  to 
the  Armed  Forces  Communicable  Disease 
Center.  The  differential  diagnosis  is  of  sig- 
nificance and  usually  can  be  made  easily  by 
examining  the  malaria  smear.  A smear  of 
P.  falciparum  malaria  is  likely  to  show  only 
true  ring  forms  in  normal-size  cells.  Mar- 
ginal forms  are  frequent,  and  the  parasitic 
index  is  likely  to  be  quite  high  in  a seriously 
ill  patient.  In  P.  vivax  one  also  sees  rings, 
usually  amoeboid  trophozoites  and  schiz- 
onts,  and  occasionally  segmenters.  These 
forms  are  virtually  never  seen  in  the  pe- 
ripheral blood  in  P.  falciparum  malaria. 

Treatment 

The  treatment  of  P.  vivax  malaria  with 
standard  courses  of  chloroquine  and  prima- 
quine phosphate  has  been  effective  so  far 
with  dramatic  and  rewarding  improvement 
of  the  patient.  Unfortunately  our  results 
with  P.  falciparum  have  been  poorer. 
From  80  to  100  per  cent  of  patients  treated 
with  chloroquine  will  experience  recrudes- 
cence. A twenty-one-day  course  of  quinine, 
10  grains  every  eight  hours,  has  proved  suc- 
cessful in  the  majority  of  patients  treated  at 
St.  Albans,  but  there  have  been  some  re- 
crudescences even  after  this  course.  So  far 
these  patients  have  all  responded  to  com- 
bined therapy  with  a long-acting  sulfon- 
amide (Fanasil)  and  pyrimethamine. 


Although  malaria  is  a serious  disease,  it 
should  not  be  fatal  if  it  is  recognized  and 
treated  promptly.  Of  the  first  5,000  cases 
seen  this  year  in  Vietnam,  only  8 were  fatal; 
these  were  patients  who  were  moribund. 
Significant  lasting  sequellae  are  equally  un- 
common. 

In  view  of  the  present  problem  of  resist- 
ance in  malaria,  especially  of  P.  falciparum, 
it  is  recommended  that  patients  be  followed 
with  periodic  malaria  smears  for  at  least 
three  months.  Recrudescences  have  oc- 
curred even  that  long  after  apparently  suc- 
cessful treatment. 

Summary 

Malaria,  which  has  been  with  the  world 
since  Hippocrates  and  before  and  is  still  the 
commonest  cause  of  morbidity  and  death  in 
the  world,  is  again  with  us  in  the  United 
States.  It  must  be  considered  and  sought 
for  in  any  patient  returning  from  a malaria- 
endemic  area  such  as  Vietnam  who  presents 
symptoms  of  fever,  no  matter  what  else  he 
may  have.  The  diagnosis  can  be  estab- 
lished, and  usually  the  distinction  between 
P.  vivax  and  P.  falciparum  can  be  made  by 
examination  of  thick  and  thin  smears  of 
peripheral  blood.  Satisfactory  treatment 
is  available,  and  the  rate  of  morbidity  and 
mortality  is  exceedingly  low  only  if  the  di- 
agnosis is  considered  and  made. 


Enteric  Disease 

LT.  COMDR.  EUGENE  P.  WALTER  (MC) 

U.S.  NAVY 
St.  Albans,  New  York 

Department  of  Internal  Medicine, 
U.S.  Naval  Hospital 


In  Vietnam  where  it  is  warm  and  moist 
and  where  primitive  sanitary  conditions 
prevail,  it  is  not  surprising  that  enteric  dis- 
eases are  common.  There  are  various 
causes  of  diarrheal  disease  including:  hel- 

minths, protozoa,  bacterial  infections,  viral 
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infections,  and  staphylococcal  and  idio- 
pathic food  poisoning. 

Causes 

Ascaris  lumbricoides,  the  largest  of  the 
roundworms,  is  worldwide  in  distribution 
and  thrives  in  Vietnam.  Transmission  of 
the  disease  takes  place  by  ingestion  of  fertile 
eggs  previously  excreted,  and  the  diagnosis 
is  made  by  finding  the  eggs  in  the  stool  or  by 
the  passage  of  the  adult  worm.  It  is  fairly 
common  among  our  troops  in  the  field,  and 
a stool  examination  should  be  done  in  all 
suspected  cases.  Several  modalities  of 
treatment  are  available  but  probably 
piperazine  is  most  often  used  with  generally 
good  results  and  minimal  toxicity. 

Another  common  helminth  is  hookworm. 
Both  Ancylostoma  duodenale  (Old  World) 
and  Necator  americanus  (New  World) 
types  are  found.  Transmission  of  this 
parasite  occurs  when  the  filariform  larva 
penetrates  skin  and  eventually  finds  its  way 
to  the  small  bowel  where  the  adult  develops 
to  complete  the  cycle.  The  eggs  excreted 
in  the  feces  after  a suitable  period  of  matu- 
ration on  the  ground  develop  into  the  filari- 
form larva  which  is  the  infective  stage. 
The  aim  of  treatment  is  to  relieve  symptoms 
as  it  is  often  difficult  to  achieve  complete 
eradication.  Tetrachloroethylene  is  fairly 
effective  in  the  treatment.  If  there  is  also 
Ascaris  present,  it  must  be  treated  first  with 
piperazine.  An  alternative  is  to  use  bephe- 
nium  (Alcopara)  which  is  toxic  also  to  Ascaris 
and  is  said  to  be  effective  particularly 
against  Ancylostoma.  It  has  the  added  ad- 
vantage of  low  toxicity  and  is  less  hazardous 
to  the  liver  if  hepatitis  and  hookworm  infes- 
tation occur  at  the  same  time.  Treatment 
is  considered  satisfactory  if  the  “worm 
burden”  has  been  reduced  to  a point  where 
it  is  asymptomatic.  It  is  thought  that 
hookworm  infestation  is  quite  common 
among  our  troops,  but  only  a small  percent- 
age develop  intestinal  symptoms,  and  true 
hookworm  with  anemia,  pallor,  and  weight 
loss  is  uncommon.  Because  of  the  particu- 
lar environment  requirements  needed  to 
continue  the  cycle,  it  is  unlikely,  but  not 
impossible,  that  the  Ancylostoma  species 
will  be  introduced  into  the  United  States  by 
these  asymptomatic  carriers  returning  from 
the  Far  East. 


Other  helminths  occur  in  the  area  but  up 
to  now  have  not  been  a problem  with  our 
personnel.  Examples  are  Schistosoma, 
Trichuris,  Paragonimus,  and  Strongyloides 
to  name  a few. 

Protozoal  infestations  are  another  cause 
of  enteric  disease.  Entamoeba  histolytica 
is  found  in  the  stools  of  about  5 per  cent  of 
the  native  population.  Although  not  as 
common  as  first  thought,  it  is  not  an  un- 
common cause  of  diarrhea  among  our  forces. 
It  tends  to  occur  in  isolated  cases  rather 
than  in  epidemics  and  has  an  insidious  onset. 
The  diagnosis  is  made  by  finding  the  or- 
ganism in  the  stool  or  rectal  swab.  It  is  not 
always  easy  to  find  and  identify,  and  some 
cases  are  difficult  to  distinguish  from  idio- 
pathic ulcerative  colitis.  Complications 
reported  include  perforation  of  the  cecum 
with  peritonitis  and  extraintestinal  infesta- 
tion, particularly  liver  abcess,  which  is  il- 
lustrated by  the  following  case  recently  seen 
at  our  hospital. 

Case  report 

A twenty-two-year-old  Marine  had  been  in 
Vietnam  about  eight  months  when  he  noted  the 
gradual  onset  of  diarrhea  which  was  at  first 
watery  and  later  bloody,  accompanied  by  lower 
abdominal  cramps.  He  was  first  seen  at  the 
battalion  aid  station  where  hookworm  ova  were 
noted  in  the  stool.  He  was  treated  with  tetra- 
chloroethylene without  relief  of  symptoms  and 
subsequently  admitted  to  the  Navy  hospital 
ship  at  which  time  his  symptoms  were  present 
about  two  months.  Sigmoidoscopy  showed  the 
rectal  mucosa  to  be  edematous,  red,  and  friable. 
A rectal  swab  showed  E.  histolytica,  and  he  was 
given  the  prescribed  course  of  tetracycline  and 
diiodohydroxyquin  (Diodoquin)  with  prompt 
remission  of  symptoms  and  return  of  rectal 
mucosa  to  normal.  He  was  returned  to  the 
United  States  and  was  home  on  leave  and  was 
about  twenty-one  days  off  treatment  when  he 
had  a rather  sudden  onset  of  right  upper  quad- 
rant abdominal  pain  radiating  to  the  l'ight  shoul- 
der. He  had  chills  and  fever  but  no  nausea, 
vomiting,  or  diarrhea.  Physical  examination  on 
admission  revealed  a temperature  of  102.8  F. 
Abdominal  examination  revealed  right  upper 
quadrant  guarding  and  tenderness  of  the  liver  to 
percussion.  Otherwise  the  examination  was  not 
remarkable. 

Laboratory  findings  of  significance  were  a 
17,500  white  blood  count  with  a shift  to  the  left. 
Liver  function  tests  including  semm  glutamic 
oxoloacetic  transaminase,  serum  glutamic  py- 
ruvic transaminase,  bilirubin,  alkaline  phos- 
phatase, thymol  turbidity,  cephalin  floccula- 
tion, and  proteins  were  all  normal.  Sodium 
sulfobromophthalein  (Bromsulphalein)  was  7 
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per  cent  at  forty-five  minutes.  Blood  smears 
for  malaria  showed  negative  findings.  Comple- 
ment fixation  for  amebiasis  was  positive.  A 
scan  of  the  liver  with  radioactive  gold  colloid 
(Au198)  showed  moderate  hepatomegaly  with  an 
area  of  decreased  uptake  in  the  upper  right  lobe. 
These  data  established  the  diagnosis  of  amebic 
abscess  of  the  liver,  and  he  was  treated  with 
chlortetracycline  250  four  times  a day,  for  10 
days  and  chloroquin  500  mg.  daily  for  twenty- 
one  days.  There  was  remission  of  symptoms 
within  seventy-two  hours  and  continued  im- 
provement thereafter.  A repeat  liver  scan  six 
weeks  later  showed  normal  liver  size  and  com- 
plete resolution  of  the  upper  right  lobe  mass. 

Diarrheal  diseases 

Two  main  types  of  diarrheal  disease  are 
found,  besides  the  helminths  and  protozoa. 
There  is  a short-lived,  nonfebrile  illness 
from  which  no  specific  pathogens  are  found. 
It  is  said  that  about  50  per  cent  of  our  per- 
sonnel are  afflicted  with  this  disorder  within 
the  first  two  months  they  are  in  the  area. 
There  is  usually  good  response  to  sympto- 
matic treatment,  and  hospitalization  is  not 
ordinarily  necessary.  It  is  presumably  of 
viral  origin.  There  is  also  an  acute  febrile 
illness  with  diarrhea  that  is  sometimes 
bloody  that  occurs  sporadically  and  is  usu- 
ally caused  by  Shigella  or  Providence  or- 
ganism. A recent  outbreak  in  the  Nha 
Trang  area  involving  31  cases  was  caused 
by  Shigella  flexneri  (mainly  type  2A)  many 
of  which  were  resistant  to  the  sulfonamides 
and  tetracycline  but  responded  to  chloram- 
phenicol. In  the  Da  Nang  area  there  have 
been  several  outbreaks  one  of  which  in- 
volved 170  persons  of  a total  of  974  in  the 
area.  The  offending  organism  was  again 
Sh.  flexneri  which  responded  to  both  sul- 
fonamides and  tetracycline.  A second 
smaller  outbreak,  however,  was  caused  by 
Shigella  sonnei,  and  this  was  best  managed 
by  neomycin. 

Salmonella  and  cholera  are  endemic  in 
southeast  Asia  but  have  not  been  a problem 
among  healthy  personnel  particularly  if 
they  have  all  been  inoculated.  It  has  been 
suggested  that  cholera  could  become  more 
common  among  debilitated  persons  such  as 
prisoners  of  war  and  guerrillas  but  thus  far 
this  has  not  happened. 

Staphylococcal  food  poisoning  was  re- 
sponsible for  a recent  outbreak  of  gastroen- 


teritis in  the  Da  Nang  area.  Clever  epi- 
demiologic detective  work  traced  it  to  some 
macaroni  salad  containing  celery  washed  in 
nonchlorinated  water.  Chlorination  of  all 
potable  water  is  an  absolute  necessity  in 
that  area.  Other  preventive  measures  in- 
clude checking  skin  lesions  on  food  handlers 
and  careful  refrigeration  of  precooked  food. 

Persistent  diarrhea  has  also  been  noted  in 
individuals  for  which  no  cause  is  found. 
There  may  be  eosinophilia,  but  many  stool 
examinations  fail  to  show  parasite  ova. 
Some  of  these  patients  are  later  thought  to 
have  ulcerative  colitis  probably  precipi- 
tated by  the  situational  stress.  Some 
others  have  persistent  cramps  and  diarrhea 
but  no  ulcerative  colitis  is  demonstrated  by 
sigmoidoscopy  and  barium  enema.  In  sev- 
eral cases  these  symptoms  persisted  several 
months  after  the  individuals  returned  to  the 
United  States  but  gradually  subsided  with- 
out a specific  diagnosis  or  treatment. 

The  main  problem  in  diarrheal  disease  is 
caused  by  Shigella.  While  experimental 
oral  vaccines  for  certain  types  of  Shigella 
look  promising,  there  is  no  generally  useful 
drug  prophylaxis  available  now.  In  view 
of  the  increasing  number  of  drug-resistant 
strains,  the  Armed  Forces  epidemiological 
board  has  definitely  recommended  that 
prophylactic  antibiotics  not  be  used,  but 
these  drugs  should  be  reserved  for  cases 
with  a proved  need.  The  most  important 
measures  in  the  control  of  this  problem  rest 
with  adequate  sanitation  and  enforcement 
of  personal  hygiene. 

Infectious  hepatitis  is  also  endemic  in 
southeast  Asia.  Prophylaxis  with  gamma 
globulin  is  given  to  all  personnel  on  arrival 
and  at  the  discretion  of  the  medical  officers, 
may  be  repeated  in  four  to  five  months  when 
supplies  are  available.  This  program  has 
apparently  been  very  successful  judging  by 
the  low  incidence  as  compared  with  previ- 
ous military  campaigns,  and  estimates 
range  as  low  as  10  per  cent  of  what  was  ex- 
pected. Some  cases  do  occur,  however, 
and  often  occur  about  three  to  four  months 
after  receiving  the  prophylaxis.  To  be 
more  effective  the  interval  between  inocula- 
tions should  be  reduced  to  about  three 
months,  but  this  would  probably  present  a 
problem  in  supply  as  the  amount  of  gamma 
globulin  is  limited. 
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Pulmonary  Diseases 

COMDR.  VERNON  N.  HOUK  (MC) 
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U.S.  Naval  Hospital 


T he  reduction  of  tuberculosis  in  the 
United  States  has  been  the  result  of  intense 
effort  by  many  dedicated  individuals.  At 
present,  it  is  not  unreasonable  to  think  in 
terms  of  eradication  of  tuberculosis  from 
this  country.  However,  when  many  indi- 
viduals are  exposed  to  tuberculosis  and  may 
become  infected  in  an  area  other  than  the 
United  States,  the  control  program  as  it 
exists  in  this  country  may  not  continue  to 
result  in  decreasing  morbidity. 

Southeast  Asia,  like  other  less-developed 
areas,  has  a high  incidence  of  tuberculosis. 
The  exact  statistics  are  not  available. 
However,  in  Saigon  nearly  all  natives  have 
a positive  tuberculin  skin  test  result. 
How  many  have  active  communicable  dis- 
ease is  not  yet  known.  The  use  of  isoniazid 
is,  at  best,  sporadic.  If  we  can  use  experi- 
ence from  African  studies  where  this  same 
situation  applies,  there  may  be  a significant 
amount  of  isoniazid-resistant  organisms. 

Currently  less  than  4 per  cent  of  Navy 
and  Marine  Corps  recruits  demonstrate  a 
positive  tuberculin  skin  test  result  on  enter- 
ing the  service.  More  importantly,  96  per 
cent  have  not  been  infected  with  the  tuber- 
cle bacillus.  The  Navy,  which  also  pro- 
vides medical  services  for  the  Marines,  skin 
tests  these  individuals  on  leaving  the  area 
and  periodically  for  another  year  to  iden- 
tify those  individuals  who  may  have  be- 
come infected.  When  identified,  these  in- 
dividuals are  given  isoniazid  chemopro- 
phylaxis. 

As  yet,  there  are  no  concrete  statistics 
concerning  the  number  of  individuals  in- 
fected with  Mycobacterium  tuberculosis  in 
this  area.  We  are  currently  collecting 
these  data.  In  addition,  there  is  yet  no 
concrete  information  concerning  the  suscep- 
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tibility  of  the  organisms  to  the  drugs. 
From  a limited  experience,  we  are  afraid 
that  low-grade  isoniazid  resistance  may  be 
common  in  these  organisms. 

It  is  emphasized  that  any  individual  who 
has  returned  from  that  area  is  to  be  con- 
sidered a tuberculosis  contact.  He  should 
be  periodically  skin-tested  to  identify  infec- 
tion. If  he  is  in  the  Navy  or  Marine  Corps, 
he  will  have  been  skin-tested  prior  to  the 
time  he  went  into  the  area  and  on  his  re- 
turn. These  dates  can  be  recovered  if  the 
individual  does  not  remember  the  test  re- 
sults. On  leaving  the  service,  it  is  recom- 
mended to  these  individuals  that  they  con- 
tinue follow-up  testing  either  through  their 
local  health  department  or  their  own  physi- 
cian. 

The  number  of  individuals  in  southeast 
Asia  and  other  underdeveloped  areas  of  the 
world  may  pose  a threat  to  tuberculosis  con- 
trol in  this  country.  Every  effort  must  be 
made  to  identify  those  individuals  affected, 
and  an  attempt  to  control  their  infection  by 
chemoprophylaxis  must  be  made.  We 
hope  our  continued  experience  will  indicate 
that  our  fears  are  exaggerated. 

Kanto  Plain  Asthma 

COMDR.  JOHN  H.  BAKER  (MC)  U.S.  NAVY 
St.  Albans,  New  York 

Tuberculosis  Service,  U.S.  Naval  Hospital 


One  of  the  costs  of  progress  in  the  nine- 
teenth and  twentieth  centuries  has  been  the 
emergence  of  acute  and  chronic  respiratory 
diseases  due  solely  or  in  part  to  man-made 
atmospheric  pollution.  The  gigantic  prob- 
lem of  air-pollution  control  is  a subject  unto 
itself  and  will  not  be  mentioned  further  in 
this  discussion.  Within  this  discussion,  re- 
marks will  be  confined  to  the  tabulation  of 
significant  regional  problems  of  air  pollution 
with  pathogenicity  for  man  and  with  spe- 
cific reference  to  a somewhat  unique  form  of 
this  clinical  problem  which  occurs  on  the 
Kanto  Plain  of  Honshu,  Japan.  The  latter 
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has  particular  meaning  for  Americans,  both 
military  and  civilian. 

It  seems  appropriate,  at  least  for  simplic- 
ity, to  coin  the  phrase  “regional  asthma.” 
If  one  realizes  that  the  specific  clinical  syn- 
dromes are  not  always  asthma,  usually  re- 
gional, and  frequently  nonspecific,  simplic- 
ity will  be  served  at  the  expense  of  some 
confusion. 

Regional  problems  of  air  pollution 

The  first  geographic  area  to  gain  atten- 
tion in  this  regard  was  Danora,  Pennsyl- 
vania, in  1948.  Danora  was  noted  previ- 
ously only  for  Stan  Musial.  The  1952  air- 
pollution  incident  in  London  was  well  re- 
ported. Reports  of  similar  problems  ap- 
peared in  the  French  literature  concerning 
the  industrial  areas  of  northeastern  France 
in  the  late  1950’s  and  early  1960’s.  The  re- 
ports from  New  Orleans  regarding  pollution 
from  garbage  dump  fires  followed.  The 
problems  incident  to  Los  Angeles  and  New 
York  City  are  well  known,  even  in  regard  to 
air  pollution. 

In  1946,  a U.S.  Army  medical  officer 
noted  a type  of  bronchospastic  respiratory 
problem  appearing  at  the  U.S.  Army  Hos- 
pital in  Yokohama.  This  condition  was 
noted  on  many  occasions  over  the  subse- 
quent few  years  and  reported  frequently  in 
the  literature  by  Navy,  Army,  and  Air 
Force  medical  officers.  The  prominent 
clinical  features  are  as  follows.  A majority 
of  patients  are  smokers.  The  first  symp- 
tom is  night  cough;  and  bronchospasm,  a 
typical  symptom  of  asthma,  follows  the 
cough  by  one  to  three  weeks.  Initially,  the 
disease  is  limited  to  winter  months,  but  oc- 
casionally individuals  do  not  develop  the 
problem  until  the  second  or  third  winter. 
Those  who  have  it  more  than  one  season 
frequently  go  on  to  severe  bronchospasm 
and  status  asthmaticus. 

Allergic  testing  is  generally  unrevealing. 
Standard  forms  of  treatment  are  ineffective, 


except  nebulization  and  removal  from  the 
area.  Those  who  continue  to  smoke  fre- 
quently have  recurrent  problems,  even  after 
evacuation  from  the  area.  Deaths  are  in- 
frequent, occurring  almost  100  per  cent  in 
those  who  continue  to  smoke.  Although 
some  investigators  feel  that  this  is  a disease 
found  in  Caucasians  and  Negroes,  there  is 
good  evidence  that  Orientals  are  frequently 
affected. 

Comment 

It  must  be  noted  that  there  are  two  fea- 
tures of  the  Kanto  Plain  that  make  this  dis- 
ease possible.  First  is  the  meteorology; 
there  is  a constant  inversion  which  is  worse 
in  autumn  and  winter.  Second,  this  is  one 
of  two  highly  developed  areas  of  heavy  in- 
dustry in  Japan,  the  other  being  Kobe- 
Nazoya-Nagasaki.  It  is  evident  then  that 
in  the  Kanto  Plain  this  is  a disease  caused 
by  air  pollution  with  poor  natural  cleansing. 
Excellent  natural  cleansing  occurs  in  the 
other  heavy-industry  region,  hence  less  re- 
gional asthma.  Conditions  in  the  Kanto 
Plain  are  quite  analogous  to  the  Los  An- 
geles basin  and  somewhat  to  the  New  York 
metropolitan  area. 

It  should  be  noted  that  these  events  in 
Japan  would  not  have  come  to  our  attention 
but  for  the  fact  that  the  3 major  U.S. 
Armed  Services  bases  are  located  in  this 
area:  U.S.  Navy  at  Yokosuka,  U.S.  Army 

at  Zarna,  and  U.S.  Air  Force  at  Tachiekawa. 
Virtually  all  the  important  investigations 
have  been  carried  out  by  the  3 services. 

Summary 

Regional  asthma  is  a disease  caused  by 
air  pollution  and  enhanced  by  meteorologic 
conditions.  The  regional  problems  have 
similarity  from  the  clinical,  pathologic,  and 
industrial  hygiene  viewpoints.  The  solu- 
tion to  these  problems  is  within  the  realm 
of  administration  and  public  health,  not 
clinical  medicine. 
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in  26  of  27  Vietnamese  paraplegic  patients 
with  lower  motor  neuron  bladders,  a catheter- 
free  status  was  accomplished.  The  standards 
were  no  incontinence,  balanced  bladder  by 
capacity-residual  tests,  no  pyuria,  and  no 
bacteriuria.  The  problem  of  permanent 
urethral  catheter  drainage  under  adverse  home 
conditions  made  the  catheter-free  status  im- 
portant; and  this  in  spite  of  language  diffi- 
culty, the  low  level  of  education,  the  pa- 
tients’ philosophic  attitude,  and  the  problems 
of  transmitting  instruction  in  bladder  train- 
ing and  hygiene  through  an  interpreter. 


Urologic  Aspects  of 
Lower  Motor  Neurogenic 
Lesions  in  Group 
of  Vietnamese 


Paraplegic  Patients 


THOMAS  E.  LARKIN,  M.D. 

Beacon,  New  York 

Chief  of  Urology,  Veterans  Administration 
Hospital,  Castle  Point,  New  York 


In  patients  with  spinal  cord  injuries,  one 
of  the  most  important  therapeutic  goals  is 
to  help  the  patient  achieve  a catheter-free 
status.  Since  micturition  in  these  cases  can 
be  adversely  affected  by  many  factors,  there 
is  no  certain  method  of  predicting  whether 
or  not  a patient  will  achieve  this  goal. 
There  are  paradoxes  despite  the  knowledge 
of  the  level  and  the  completeness  of  the 
transection  of  the  spinal  cord.  Neverthe- 
less, the  lower  motor  neuron  bladder*  cases 
of  the  Vietnamese  paraplegic  patients 
achieved  this  satisfactory  urologic  goal  in  26 
of  27  patients.  The  standards  for  this 
status  were  no  incontinence,  a balanced 
bladder  by  capacity-residual  tests,  f no 
pyuria,  and,  if  possible,  no  bacteriuria. 

* The  classification  of  neurogenic  bladders  by  Bors1  is 
based  on  the  location  of  the  lesion  of  the  spinal  cord.  If  the 
lesion  is  above  the  conus  medullaris  and  the  pelvic  and 
pudendal  nerves  are  intact,  the  condition  is  described  as  an 
“upper  motor  neuron  bladder.”  When  the  conus  or  its 
peripheral  nerves  are  damaged,  the  condition  is  called  “lower 
motor  neuron  bladder.” 

t Balanced  bladder  (residual  urine  less  than  10  per  cent) 
of  a cord  bladder  can  be  determined  by  the  residual  capacity 

formula  of  Bors*:  to  give  the  degree  of 

capacity 

balance.  Conversely  imbalance  is  the  term  applied  to  a re- 
sidual of  more  than  10  per  cent. 


On  the  night  of  the  famed  New  York 
blackout,  November  9,  1965,  56  Vietnamese 
paraplegic  patients  arrived  at  Castle  Point 
Veterans  Administration  Hospital.  An  ad- 
ditional patient  was  sent  later  on.  Only 
one  spinal  cord  lesion  could  be  attributed  to 
disease;  the  others  had  been  caused  by  a 
variety  of  war  injuries.  With  these  pa- 
tients from  Saigon  came  their  physicians. 
Interpreters  were  recruited  here  to  alleviate 
the  problems  encountered  in  language  be- 
tween all  parties  involved. 

The  plan  for  the  practical  management  of 
spinal  cord  cases  outlined  by  Comarr2  and 
Bors1  of  the  Spinal  Cord  Center  at  Long 
Beach,  California,  was  used  for  treatment  of 
the  Vietnamese  patients  and  for  the  in- 
struction of  their  medical  personnel.  While 
there  is  no  universal  agreement  on  the  clas- 
sification of  neurogenic  bladders,  most  au- 
thorities agree  that  the  conus  medullaris  is 
located  in  the  sacral  part  of  the  spinal  cord 
(second  to  fourth  sacral  vertebrae)  as  the  re- 
flex arc  urination. 

Specifically,  this  report  deals  with  27  pa- 
tients with  lower  motor  neuron  bladders. 
They  present  a slightly  different  problem 
from  their  American  counterparts  whose 
outlook  is  more  favorable  because  of  the 
paraplegic  agencies  and  spinal  cord  centers 
in  this  country  that  are  devoted  to  their  re- 
habilitation. The  necessity  of  returning  as 
many  of  the  Vietnamese  paraplegic  patients 
to  Saigon  catheter-free  was  of  paramount 
importance.  The  problem  of  permanent 
urethral  catheter  drainage  under  adverse 
home  conditions  left  no  alternative.  The 
difficulties  encountered  in  attaining  this 
goal  were  almost  insurmountable  because  of 
the  language  difficulty,  the  low  level  of  edu- 
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cation,  the  patients’  philosophic  attitude 
toward  their  injuries  and  life  in  general,  and 
the  necessity  of  transmitting  instruction  in 
bladder  training  and  hygiene  through  an 
interpreter.  Many  paraplegic  patients  rely 
on  collecting  devices  into  which  they  dribble 
or  eject  their  urine  in  small  amounts,  result- 
ing in  infection,  calculi,  and  vesicoureteral 
reflux  with  renal  deterioration.  The  Viet- 
namese refused  to  wear  condom  urinals. 
At  first  some  of  the  Vietnamese  appeared 
resigned  to  their  fate  and  were  disinterested 
in  following  any  treatment.  However, 
they  were  never  hostile,  and  as  their  moti- 
vation improved,  so  did  their  cooperation 
and  desire  to  become  more  self-reliant. 

The  clinical  records  indicate  that  before 
their  departure  from  Saigon  where  their 
urologic  care  had  been  minimal,  nearly  all 
the  patients  had  had  a variety  of  catheters, 
none  Foley,  inserted  because  of  their 
marked  incontinence.  Shortly  after  their 
arrival  and,  unfortunately,  before  urologic 
appraisals  were  done,  catheters  were  re- 
moved from  several  patients  because  of 
marked  hematuria. 

Included  in  the  27  cases  are  5 which,  ac- 
cording to  the  Bors’1  classification,  had  a 
mixed  type  of  neurogenic  bladder.  They 
had  a positive  ice  water  test  result,  indicat- 
ing intact  pelvic  nerves.  The  rectal  sphinc- 
ters were  flaccid,  and  the  negative  bulbo- 
cavernosus  test  result  denoted  destruction 
of  the  internal  pudendal  nerves.  Twenty- 
six  of  the  27  cases  are  now  catheter-free,  all 
with  balanced  bladders.  There  were  17 
partial  and  10  complete  transections  of  the 
spinal  cord  in  this  group. 

Catheter  history 

Most  of  the  patients  after  their  injuries  in 
Vietnam  were  put  on  catheter  drainage  with 
a hard  rubber  catheter.  After  varying 
lengths  of  time,  from  several  days  to  four 
months,  most  of  the  catheters  were  removed 
by  the  patients  and  a few  by  physicians. 
All  these  patients  had  a varying  degree  of 
incontinence.  It  was  not  unusual  to  learn 
that  holes  had  been  cut  in  their  mattresses 
to  avoid  constant  wetting  of  their  beds. 
Foley  catheters  were  not  available,  and 
bladder  irrigations  were  not  done.  A few 
had  sulfisoxazole  (Gantrisin)  therapy,  and  4 
patients  had  had  intravenous  pyelography 
in  Vietnam. 


Complications 

Case  1.  Foley  catheter  drainage  does  not 
insure  freedom  from  complications.  Case  1, 
age  twenty-six,  was  injured  on  April  23,  1965, 
and  at  that  time  his  left  kidney  and  spleen  were 
removed  surgically.  He  had  been  on  continuous 
catheter  drainage,  and  urography  performed  on 
December  2,  1965,  showed  a normal  functioning 
right  kidney.  Foley  catheters  were  changed 
weekly  and  irrigated  with  Suby’s  G solution 
twice  daily.  On  January  8,  1966,  the  patient 
developed  fever  with  some  but  not  marked 
diminution  in  urinary  output.  Intravenous 
pyelography  on  January  10  disclosed  marked 
hydronephrosis  with  a dilated  looped  ureter 
(Fig.  1A).  Cystoscopy  with  the  insertion  of  a 
number  6 ureteral  catheter  to  the  right  kidney 
pelvis  was  immediately  performed.  Hydro- 
nephrosis was  caused  by  pressure  from  the  Foley 
bag  catheter  on  the  ureteral  orifice.  This  phe- 
nomenon is  not  uncommon  after  retropubic 
prostatectomy  and  is  caused  by  an  overinflated 
Foley  catheter.  After  two  weeks  of  ureteral 
catheter  drainage,  Foley  urethral  catheter 
drainage  was  instituted  until  April,  1966.  Re- 
peated intravenous  pyelograms  showed  a return 
to  normal  of  the  right  kidney  (Fig.  IB).  From 
April  1,  1966,  until  his  departure  for  Saigon  in 
November,  1966,  the  patient  has  been  catheter- 
free,  and  repeated  urographic  studies  showed  no 
recurrence  of  the  hydronephrosis. 

X-ray  studies  and  operations 

Intravenous  pyelography  and  urethro- 
cystography disclosed  a large  number  of 
complications  in  this  small  series  of  cases. 
The  time  interval  between  their  injuries  and 
the  development  of  major  urinary  complica- 
tions, such  as  advanced  hydronephrosis, 
renal  calculi,  and  vesical  calculi,  was  from 
seven  months  to  three  years.  There  was  1 
renal  and  1 ureteral  calculus,  6 cases  of 
bladder  calculi,  3 of  which  caused  marked 
hydronephrosis,  5 penoscrotal  fistulas  asso- 
ciated with  anterior  urethral  diverticula, 
and  4 cases  of  vesicoureteral  reflux.  In  ad- 
dition to  the  operations  to  remove  the  vari- 
ous calculi  and  to  eliminate  penoscrotal 
fistulas,  a draining  suprapubic  sinus  had  to 
be  revised,  and  one  transurethral  resection 
of  the  bladder  neck  was  performed. 

A variety  of  operations  were  performed 
on  13  patients  in  Vietnam.  Eight  lami- 
nectomies were  done  on  7 patients.  There 
were  3 splenectomies  combined  with  2 
nephrectomies.  A lacerated  kidney  was 
sutured  with  a good  result.  A suprapubic 
cystostomy  was  performed  for  bladder  cal- 
culi, and  there  were  2 thoracotomies.  An 
unusual  operation,  a laparotomy  and  exteri- 
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FIGURE  1.  Case  1.  (A)  Marked  hydronephrosis  due  to  Foley  catheter  in  solitary  kidney.  Left  kidney  and 
spleen  removed  at  time  of  injury.  (B)  Urography  after  two  weeks  of  ureteral  catheter  drainage  and  four 
weeks  catheter-free. 


FIGURE  2.  Case  2.  (A)  Hydronephrosis  due  to  multiple  bladder  calculi.  (B)  Right  vesicoureteral  reflux. 
(C)  Urography  after  one  month  of  catheter  drainage. 


orization  of  a wounded  anus  followed  by  a 
second  operation  for  liberation  of  the 
artificial  anus  and  end-to-end  anastomosis, 
was  performed. 


only  five  days,  followed  by  urethral  catheter 
drainage  for  six  weeks.  Urography  at  that 
time  disclosed  that  the  hydronephrosis  had  been 
eliminated.  The  patient  is  now  off  catheter 
drainage,  urinates  well,  and  has  a balanced 
bladder. 


Bladder  calculi 

Case  2.  This  patient,  age  forty,  was  injured 
on  May  29,  1963.  He  had  a suprapubic  cystos- 
tomy  for  removal  of  large  multiple  bladder  cal- 
culi associated  with  marked  hydronephrosis  and 
ureteral  reflux  (Fig.  2) . He  was  kept  on  supra- 
pubic drainage  with  a polyethylene  catheter  for 


Other  patients 

The  rest  of  the  patients  with  bladder  cal- 
culi had  cystoscopic  removal  by  Lowsley 
forceps.  Most  of  them  required  repeated 
litholopaxy  for  the  complete  removal  of 
their  bladder  calculi. 
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Penoscrotal  fistulas  with  associated 
anterior  urethral  diverticula 

Penoscrotal  fistulas  were  treated  by  ful- 
guration. The  associated  anterior  urethral 
diverticula,  as  diagnosed  by  the  urethro- 
cystogram, were  all  visualized  cystoscop- 
ically.  The  size  of  the  urethral  opening  of 
the  fistula  could  also  be  easily  identified  by 
passing  a ureteral  catheter  through  the 
scrotal  sinus  into  the  bladder.  Superficial 
fulguration  was  not  satisfactory,  nor  was 
fulguration  by  insertion  of  a thin  wire  into 
this  tract.  Deep  fulguration,  even  with 
some  sloughing  of  the  scrotal  skin,  was 
efficacious.  All  are  healed,  and  the  pa- 
tients were  taught  to  empty  their  divertic- 
ula by  digital  compression. 

Bladder  training 

All  patients,  before  their  catheters  were 
removed,  had  satisfactory  residual  capacity 
test  results  that  showed  a balanced  bladder 
(residual  urines  less  than  10  per  cent)  and 
no  pyuria  or  bacteriuria  after  a course  of 
kanamycin  therapy  and  instruction  in  blad- 
der hygiene  by  the  nursing  service.  Blad- 
der capacity  was  kept  under  400  cc.,  and 
urination  was  carried  out  every  two  hours  of 
the  day  and  once  during  the  night.  Any 
difficulty  in  starting  the  urinary  stream,  the 
size  of  the  flow,  and  the  amount  urinated 
each  time  were  observed  and  recorded. 
The  patients  were  required  to  keep  then- 
own  daily  fluid  intake  and  urinary  output 
charts.  Because  of  the  limited  laboratory 
facilities,  all  urines  were  examined  grossly 
and  by  stat  test  on  weekly  rounds.  The 
stat  test  is  a chemical  screening  test  for 
asymptomatic  bacteriuria.  It  was  inter- 
esting to  note  that  the  urinated  specimen 
would  be  stat  negative,  but  nearly  all  the 
residual  urines,  which  were  from  5 to  30  cc., 
were  stat  positive. 

Additional  complications 

Case  3.  The  extent  and  level  of  the  spinal 
cord  lesion  are  not  always  accurate  indicators 
of  the  patient’s  ability  to  urinate.  Case  3,  age 
twenty-two,  was  injured  on  September  23,  1965, 
and  returned  with  the  first  contingent  of  pa- 
tients to  Saigon  on  November  3,  1966.  The 
patient  was  diagnosed  by  the  neurologist  as 
having  an  incomplete  cauda  equina  lesion  with 
the  notation  that  he  should  be  catheter-free. 
Intermittent  catheterization  with  urocholine, 


after  removal  of  several  small  bladder  calculi, 
succeeded  in  establishing  urination.  Further 
therapy  included  a transurethral  resection  of  the 
bladder  neck  which  eliminated  his  difficulty  in 
starting  his  urination  and  put  him  in  the 
balanced  bladder  class. 

Case  4.  This  patient,  age  thirty-four,  was 
injured  on  April  17,  1963.  He  had  a positive  ice 
water  test  result,  flaccid  rectal  sphincter,  and  a 
negative  bulbocavernosus  test  result  which  indi- 
cated a mixed  type  of  neurogenic  bladder.  Un- 
fortunately, shortly  after  his  arrival  at  Castle 
Point,  his  catheter  was  removed  because  of 
marked  hematuria.  He  did  not  have  his  urog- 
raphy until  January  10,  1966,  although  he  did 
have  satisfactory  weekly  residual  test  results. 
The  intravenous  pyelogram  revealed  an  extreme 
bilateral  hydronephrosis  with  one  small  disk- 
shaped bladder  calculus  (Fig.  3).  The  bladder 
calculus  was  removed  by  cystoscopic  forceps, 
and  after  six  months  of  catheter  drainage  he 
was  given  several  capacity  residual  tests  and 
intravenous  pyelograms.  His  residual  urine 
was  always  less  than  10  per  cent.  He  was 
given  a trial  test  without  catheter,  and  within 
four  weeks  an  intravenous  pyelogram  disclosed  a 
return  of  the  hydronephrosis  which  necessitated 
return  to  catheter  drainage. 

Both  of  these  patients  walked  with  short  leg 
braces  and  a cane.  There  was  little  or  no  cor- 
relation between  their  bladder  and  physical 
status.  The  intravenous  pyelogram  proved  to 
be  a more  reliable  test  of  deterioration  in  their 
renal  status  than  the  residual  urine  test. 

Comment 

The  level  of  the  lesion  and  the  severity  of 
the  transection  of  the  spinal  cord  in  the  pa- 
tients with  lower  motor  neuron  bladders 
show  no  appreciable  correlation  to  the  de- 
gree of  success  in  achieving  a catheter-free 
status.  Trial  periods  without  catheter  are 
a more  reliable  indicator.  In  comparison 
with  our  26  cases  of  upper  motor  neuron 
bladders,  the  problem  of  establishing  a 
satisfactory  bladder  hygiene  program  in  the 
27  patients  with  lower  neuron  bladders  was 
relatively  simple.  The  catheter-free  status 
was  72  per  cent  in  the  upper  motor  neuron 
bladders  to  96  per  cent  in  the  lower  motor 
neuron  bladders.  Chart  determination  of 
the  time,  color,  and  amount  of  each  urina- 
tion was  most  successful  in  patient  training, 
since  through  the  patients’  recording  not 
only  does  the  medical  staff  become  aware  of 
their  progress,  but  also  the  patient  himself 
is  given  a more  intelligent  insight  into  his 
output-intake  ratio  and  visible  signs  of  in- 
fection being  present. 

Because  of  their  intact  abdominal  mus- 
cles, satisfactory  urination  was  achieved  by 


2466  New  York  State  Journal  of  Medicine  / September  15,  1967 


FIGURE  3.  Case  4.  (A)  Marked  hydronephrosis,  mixed-type  bladder,  and  single  bladder  calculus.  (B) 
Marked  vesicoureteral  reflux.  (C)  Recovery  after  six  months  of  catheter  drainage. 


straining  in  26  of  the  27  patients,  and  they 
are  now  catheter-free.  The  Crede’s 
method  of  emptying  the  bladder  was  em- 
ployed by  the  patients  only  to  start  contrac- 
tion of  their  abdominal  muscles. 

There  are  paradoxes  even  in  this  small 
series  of  cases  cited  which  demonstrate  that 
each  patient  must  be  studied  individually  to 
eliminate  incontinence  and  urinary  infec- 
tion. There  is  no  urologic  reason  to  sub- 
ject these  patients  to  a urinary  diversion 
operation  as  in  the  ileal  bladder. 

Although  the  patients  were  pyuria-free 
and  the  voided  urine  showed  a negative  stat 
test  result,  90  per  cent  of  the  residual  urines 
showed  a positive  stat  test  result.  Most  of 
the  stat  test  reactions  could  be  classified  as 
slight,  but  they  still  represented  a potential 
danger. 

In  the  patients  with  mixed  type  of  neuro- 
genic bladder,  the  urination  problem  is 
slightly  different.  In  addition  to  emptying 
their  bladder  by  straining,  they  face  the 
problem  of  being  subject  to  “triggering  off” 
because  of  their  intact  pelvic  nerves  as 
demonstrated  by  the  positive  ice  water  test 
result.  Case  4,  the  only  patient  who  had  to 
be  returned  to  catheter  drainage,  falls  into 


this  category.  The  completeness  of  the 
transaction  of  the  spinal  cord  did  not  im- 
pede the  bladder  training  of  the  lower  motor 
neuron  lesions. 

Summary 

The  urologic  problems,  complications, 
and  methods  of  securing  a catheter-free 
status  of  27  Vietnamese  patients  with  lower 
motor  neuron  bladders  has  been  reviewed. 
While  this  goal  was  achieved  for  26  patients, 
their  current  favorable  urologic  status  can- 
not be  considered  permanent  or  stable. 
The  necessity  of  yearly  check-ups  with  in- 
travenous pyelography,  urine  cultures,  and 
urinalysis  is  of  paramount  importance  if 
this  status  is  to  be  maintained.  The  desir- 
ability of  eliminating  incontinence  for  per- 
sonal, social,  and  economic  reasons  in  the 
paraplegic  patient  cannot  be  denied. 

29  Hudson  View  Drive 
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A RELATIVELY  NEW  DEPARTURE  in  the 
treatment  of  immunologic  diseases  involves 
the  use  of  antimetabolites.  The  first  part 
of  this  discussion  will  deal  with  the  im- 
munologic basis  of  the  clinical  application  of 
these  materials;  I will  then  describe  how 
some  of  these  agents  are  used  in  the  treat- 
ment of  immunologic  diseases. 

Immunologic  basis 

The  four  classes  of  antimetabolites  which 
have  become  of  immunologic  interest  are 
the  alkylating  agents,  such  as  nitrogen 
mustard  and  cyclophosphamide  (Cytoxan); 
the  purine  antagonists,  such  as  6-mercapto- 
purine  and  the  recent  analogue  of  this  com- 
pound, azathioprine  (Imuran);  the  antago- 
nists of  pyrimidine  metabolism,  such  as  5- 
fluorouracil;  and,  finally,  the  folic  acid 
analogue,  methotrexate. 

The  primary  site  of  action  of  these  mate- 
rials on  the  immunologic  system  is  on  cells 
involved  in  the  immune  response.  Cyclo- 
phosphamide and  6-mercaptopurine  ap- 
parently block  the  conversion  of  a precursor 
cell  to  the  first  recognizable  cell  of  the  im- 
mune response,  the  immunoblast  (hemo- 
cytoblast).  Circumstantial  evidence  indi- 
cates that  the  pyrimidine  antagonists  act  by 


blocking  the  conversion  of  immunoblasts  to 
plasma  cells. 

6-Mercaptopurine  has  several  important 
effects  on  the  immune  response.  The  sup- 
pression of  the  primary  immune  response  to 
defined  antigens  is  one  of  them.  This  drug 
also  has  a powerful  inhibitory  effect  on 
transplantation  immunity  and  will  delay 
the  rejection  of  various  types  of  organ 
grafts.  These  observations  had  immediate 
clinical  implications.  One  of  them  quite 
naturally  was  the  treatment  of  immuno- 
logic disease,  such  as  systemic  lupus  ery- 
thematosus. The  other  was  in  the  field  of 
human  transplantation.  Finally,  these 
compounds  can  be  used  as  tools  for  the  dis- 
section of  normal  immunity,  in  an  attempt 
to  uncover  some  of  the  basic  mechanisms  of 
the  immune  response. 

One  of  the  major  problems  with  which  we 
are  faced  is  whether  or  not  any  specificity 
can  be  obtained  by  using  these  cytotoxic 
agents.  If  these  drugs  are  simply  nonspe- 
cific materials,  which  depress  immunity  by 
making  animals  sick,  their  clinical  use  would 
be  very  limited.  The  problem  can  be  il- 
lustrated as  follows:  6-mercaptopurine  in- 

terrupts an  essential  phase  in  the  biosynthe- 
sis of  purines.  If  this  step  is  blocked,  not 
only  is  purine  biosynthesis  interfered  with, 
but  everything  else  dependent  on  purines  is 
also  inhibited,  including  proteins,  carbohy- 
drates, and  lipids.  Thus,  no  matter  how 
specific  the  locus  of  biochemical  action  of  6- 
mercaptopurine  may  be,  it  will  ultimately 
lead  to  a general  collapse  of  cellular  metabo- 
lism. One  can  think  of  these  agents  as  hav- 
ing a mode  of  action  similar  to  the  removal 
of  the  keystone  from  an  arch.  If  that  stone 
is  removed,  the  entire  arch  will  collapse. 

The  central  question  in  dealing  with  these 
immunosuppressive  drugs  is  whether  or  not 
agents  with  such  generalized  biochemical 
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effects  have  any  specific  immunologic  ac- 
tion. Quite  surprisingly,  they  do  have  very 
specific  immunologic  effects.  The  induc- 
tion of  immunologic  tolerance  in  adult  ani- 
mals by  antimetabolites  is  one  important 
example  of  the  specific  suppression  possible 
with  these  drugs. 

Another  type  of  specificity  which  has 
been  of  interest  to  us  concerns  the  effects  of 
these  agents  on  the  synthesis  of  the  various 
classes  of  immunoglobulins. 

For  example,  in  rabbits  treated  with  a 
dose  of  6-mercaptopurine  that  was  not 
sufficient  to  suppress  all  antibody  synthesis, 
a selective  suppression  of  7-S  antibody  for- 
mation occurred  while  the  synthesis  of  19-S 
antibodies  proceeded  normally.  This  phe- 
nomenon has  also  been  found  in  man. 

A third  example  is  the  capacity  of  6-mer- 
captopurine to  block  delayed  hypersensi- 
tivity without  interfering  with  circulating 
antibody  formation. 

These  data  suggest  the  existence  of  three 
systems  which  are  variably  sensitive  to  the 
action  of  6-mercaptopurine:  delayed  hy- 

persensitivity, immunoglobulin-G  synthe- 
sis, and  immunoglobulin-M  synthesis.  It 
would  appear  that  delayed  hypersensitivity 
is  most  sensitive  to  the  action  of  this  drug. 
Immunoglobulin-G  synthesis  appears  less 
sensitive  to  6-mercaptopurine,  and  im- 
munoglobulin-M formation  seems  to  be 
relatively  resistant.  It  is  possible  that  each 
one  of  these  immunologic  phenomena  is 
mediated  by  unique  lines  of  cells.  One  line, 
responsible  for  delayed  hypersensitivity  is 
very  sensitive  to  the  drug;  another  forming 
immunoglobulin-G  is  moderately  sensitive; 
the  third,  producing  immunoglobulin-M,  is 
relatively  resistant. 

Recently,  we  have  been  interested  in  a 
paradoxic  phenomenon,  occurring  both  in 
rabbits  and  man. 

Quite  by  chance,  we  treated  rabbits  with 
6-mercaptopurine  for  one  week;  seven  days 
later  the  animals  were  killed.  To  our  sur- 
prise, they  had  splenomegaly  and  lymphad- 
enopathy.  This  was  quite  the  reverse  of 
what  we  had  anticipated.  Since  this  is  a 
cytotoxic  drug  we  expected  atrophic  spleens 
and  lymph  nodes.  When  rabbits  treated  in 
this  way  with  6-mercaptopurine  were  chal- 
lenged with  an  antigen  five  days  after  the 
last  dose  of  drug,  there  was  a very  prompt 
outpouring  of  circulating  antibody. 

Another  important  property  of  6-mercap- 


topurine is  its  anti-inflammatory  effect. 
In  experimental  animals,  the  Arthus  reac- 
tion is  blocked  by  the  drug  without  inhibit- 
ing the  level  of  circulating  antibody.  In 
other  words,  the  peripheral  manifestations 
of  an  antigen  antibody  reaction  are  sup- 
pressed without  inhibiting  the  central  syn- 
thesis of  antibody.  This  action  may  be  as 
important  as  the  immunosuppressive  effects 
of  antimetabolites  in  the  treatment  of  im- 
munologic diseases. 

Clinical  use 

Clinically,  antimetabolites  have  been 
shown  to  be  beneficial  in  the  treatment  of  a 
variety  of  immunologic  diseases.  Among 
the  first  of  these  was  auto-immune  hemo- 
lytic anemia.  Our  initial  results  in  cases  of 
this  disorder  that  were  unresponsive  to 
corticosteroids  were  encouraging.  About 
half  of  these  patients  had  a very  good  result. 
In  the  eight  or  nine  years  since  these  pa- 
tients were  first  studied,  the  results  have  re- 
mained more  or  less  the  same;  that  is,  ap- 
proximately half  of  all  of  the  corticosteroid- 
unresponsive  patients  that  we  have  treated 
with  antimetabolites  will  respond.  Of  this 
group,  half  will  enter  a complete  remission 
in  which  all  clinical  and  laboratory  evidence 
of  disease  disappear;  the  other  half  will 
enter  a partial  remission  with  disappearance 
of  all  major  clinical  and  laboratory  evidence 
of  the  disease.  The  range  of  diseases  we 
have  been  interested  in  includes  systemic 
lupus  erythematosus,  ulcerative  colitis, 
auto-immune  hemolytic  anemia,  idiopathic 
thrombocytopenic  purpura,  and  related  dis- 
orders. 

We  have  not  yet  found  a correlation  be- 
tween the  degree  of  immunosuppression  and 
clinical  response  in  the  group  of  patients 
under  our  care.  Even  profound  immuno- 
suppression is  not  always  associated  with  a 
good  clinical  result.  Furthermore,  con- 
tinuous immunosuppression  seems  unnec- 
essary to  have  a satisfactory  clinical  effect. 

The  previously  mentioned  potent  anti- 
inflammatory effects  of  antimetabolites  may 
account  for  part  of  the  responses  we  have 
observed  in  systemic  lupus  erythematosus 
and  ulcerative  colitis. 

Finally,  it  should  be  emphasized  that 
these  drugs  are  very  potent.  Unless  they 
are  handled  with  a great  deal  of  respect,  the 
patient  can  be  seriously  harmed. 
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Leukopenia  may  occur,  particularly  with 
azathioprine.  It  is  usually  mild  and  cor- 
rectable by  adjusting  the  dose  of  the  drug. 

Occasionally,  profound  leukopenia  oc- 
curs; this  is  an  indication  for  discontinuing 
the  drug.  Our  patients  are  carefully  mon- 
itored with  frequent  complete  blood  counts. 
There  is  no  correlation  between  leukopenia 
and  immunosuppression.  It  is,  therefore, 
not  necessary  to  induce  myelotoxicity  to 
have  suppression  of  immunity  by  these  ma- 
terials. 

Another  potential  hazard  of  these  agents 
is  infection.  Naturally,  if  the  patient’s 
immune  responses  are  suppressed  and  there 
is  leukopenia,  infection  may  ensue.  How- 
ever, in  our  clinical  material  infections  were 
not  common. 

Discussion 

Yves  Borel,  M.D.,*  New  York  City.  I 
want  first  to  congratulate  the  speaker  who 
has  shown  that  you  can  do  anything  you 
want  with  antimetabolites,  from  complete 
suppression  of  immunity  to  the  enhance- 
ment of  immunity,  by  the  selective  suppres- 
sion of  one  class  of  antibody. 

Now,  in  the  work  that  has  been  presented 
to  you,  and  which  might  be  of  some  interest 
to  allergists,  one  of  the  questions  raised  by 
the  action  of  antimetabolites  is:  What 

anti-inflammatory  action  do  they  have  in 
addition  to  their  antisuppressive  action? 

Many  people  who  have  been  involved  in 
the  work  with  antimetabolites  have  noticed 
that  a short  course  of  treatment  could  sup- 
press the  inflammatory  expression  of  im- 
munity without  necessarily  suppressing 
antibody  formation  or  other  signs  of  im- 
munity. 

Thus  one  of  the  things  that  we  have  been 
interested  in  is  to  find  out  whether  the  sup- 
pression of  delayed  hypersensitivity  by 
antimetabolites  is  due  to  their  anti-inflam- 
matory action  or  to  their  anti-immune  ac- 
tion. 

We  have  approached  this  question  in  two 
different  experimental  ways.  In  the  first 
one  we  tested  only  the  anti-inflammatory 
action  of  6-mercaptopurine  and  in  the  sec- 
ond one  the  anti-immune  action. 

Anti-inflammatory  action.  To  test 
the  anti-inflammatory  action  of  6-mercap- 

* Instructor  in  Experimental  Medicine,  New  York 
University  School  of  Medicine. 


topurine,  we  sensitized  guinea  pigs  with 
purified  protein  derivative  in  complete 
Freund  adjuvant  and  passively  transferred 
their  sensitized  lymph  node  cells  to  homol- 
ogous recipient  guinea  pigs,  which  had  been 
treated  with  6-mercaptopurine  for  a week. 

The  results  of  this  experiment  show  that 
if  you  take  pooled  sensitized  cells  from  the 
same  donor  animal  and  transfer  them  either 
to  the  normal  untreated  recipient  animal  or 
to  an  animal  which  has  been  treated  with  6- 
mercaptopurine,  they  can  both  express  in 
the  same  fashion  passively  transferred  de- 
layed hypersensitivity.  Therefore,  the  6- 
mercaptopurine  treatment  was  unable  to 
affect  the  inflammatory  equipment  of  the 
host  and  to  depress  delayed  hypersensitiv- 
ity, passively  transferred. 

Anti-immune  action.  In  the  second 
series  of  experiments,  we  tested  the  anti- 
immune  effect  of  6-mercaptopurine,  di- 
rected to  delayed  hypersensitivity  to  a sec- 
ond antigen  in  an  animal  which  had  an  in- 
flammatory action  similar  to  that  of  delayed 
hypersensitivity. 

We  sensitized  guinea  pigs  with  ochloro- 
benzoyl  chloride  to  induce  contact  sensi- 
tivity. When  contact  sensitivity  was 
established,  we  divided  the  animals  into 
several  groups:  some  animals  were  given 

6-mercaptopurine,  some  were  given  metho- 
trexate, and  some  animals  served  as  con- 
trols. Before  giving  the  6-mercaptopurine 
or  the  methotrexate,  we  injected  these 
animals  with  a second  antigen  unrelated  to 
the  first,  and  we  gave  6-mercaptopurine  or 
methotrexate  only  for  four  days.  At  the 
end  of  the  short  course  of  6-mercaptopurine 
or  methotrexate  treatment,  we  tested  the 
animals  with  both  antigens:  the  first  one, 

to  elicit  contact  sensitivity,  and  the  second 
one,  to  elicit  delayed  hypersensitivity. 

Our  results  showed  that  all  control  ani- 
mals were  positive  to  both  antigens.  Nor- 
mal contact  sensitivity  to  the  first  antigen 
and  delayed  hypersensitivity  to  the  second 
antigen  were  seen. 

In  the  animals  which  received  6-mercap- 
topurine  doses  at  75  mg.  or  100  mg.  per 
kilogram  of  body  weight,  about  half  did  not 
show  delayed  hypersensitivity  to  the  second 
antigen,  while  they  were  all  able  to  express 
contact  sensitivity  to  the  first  antigen. 
The  same  occurred  with  methotrexate. 
Here  we  have  a very  nice  correlation  be- 
tween the  dose  of  methotrexate  and  the 
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number  of  animals  in  which  delayed  hyper- 
sensitivity to  the  second  antigen  was  sup- 
pressed. 

Comment.  These  two  series  of  experi- 
ments prove  that  the  action  of  6-mercapto- 
purine  directed  to  delayed  hypersensitivity 
works  by  an  anti-immune  action  of  the  drug 
and  not  by  the  peripheral  suppression  of  the 
inflammatory  expression  of  delayed  hyper- 
sensitivity. 

Since  it  has  been  shown  that  6-mercapto- 
purine  can  suppress  delayed  hypersensi- 
tivity in  some  patients  and  also  suppress 
certain  types  of  antibody  response,  but  not 
all,  one  can  say  that  a condition  which  I 
would  like  to  term  “partial  unresponsive- 
ness” can  be  induced — a condition  in  which 
part  of  the  immune  response,  but  not  all, 
has  been  suppressed. 

Now  I would  like  to  conclude  by  asking 
one  question  of  Dr.  Schwartz.  There  is  a 
lot  of  evidence  that  6-mercaptopurine 
works  by  suppressing  the  proliferation  of 
immunocompetent  cells.  Is  there  any  evi- 
dence that  6-mercaptopurine  or  metho- 
trexate works  by  blocking  the  acquisition  of 
immunity  by  these  cells? 

Dr.  Schwartz:  I don’t  know  the  an- 

swer to  that  question.  It  is  very  difficult  to 
try  to  separate  inhibition  of  the  growth  and 
development  of  antibody-forming  cells  from 
inhibition  of  the  acquisition  of  immunity. 

I would  like  to  come  back  to  a statement 
that  you  made,  because  I think  it  is  the  key 
to  the  clinical  work:  that  is,  the  induction 

of  partial  unresponsiveness  or  the  partial 
suppression  of  immunity.  I want  to  em- 
phasize this  very  strongly  because  I think  it 
is  a very  important  concept  for  the  clinical 
work. 

I don’t  think  it  is  necessary  in  the  treat- 
ment of  these  presumably  immunologic  dis- 
eases to  induce  a total  suppression  of  all 
antibodies  that  the  patient  can  synthesize. 
All  we  have  to  do  is  to  suppress  formation  of 
the  antibody  that  is  doing  the  damage. 
For  example;  if  the  patient  is  suffering 
from  a condition  in  which  the  lesion  is  pro- 
duced by  a delayed  hypersensitivity  mecha- 
nism, then  suppression  of  circulating  anti- 
body synthesis  would  not  be  necessary.  If 
the  patient  is  suffering  from  a disease 
which  is  characterized  principally  by  lesions 
provoked  by  circulating  antigen  antibody 
complexes,  then  it  may  be  that  all  we  would 
need  is  suppression  of  the  peripheral  effects 


of  these  antigen  antibody  complexes,  with- 
out inhibiting  the  central  lymphoid  tissue. 
If  the  lesion  is  produced  by  a 7-S  antibody, 
it  may  not  be  necessary  to  inhibit  19-S  anti- 
body synthesis. 

Question  and  answer  period 

Voice:  I have  a specific  question. 

Have  you  seen  a patient  with  a 19-S  auto- 
antibody disease  made  worse  by  immuno- 
suppression? 

Dr.  Schwartz:  We  haven’t  seen  them 

made  worse,  but  we  haven’t  seen  them  get 
better.  The  best  case  in  point  is  cold  ag- 
glutinin disease.  We  have  treated  several 
such  patients  with  6-mercaptopurine  or 
azathioprine,  and  there  has  been  no  effect. 

Voice:  Does  the  titer  actually  rise? 

Dr.  Schwartz:  No.  Not  in  our  pa- 

tients. 

Voice:  What  about  these  agents  in  the 

clinical  practice  of  allergy?  Is  there  any 
possibility  that  these  may  be  used  in  the 
future?  Are  you  planning  to  use  these,  for 
instance,  in  cases  of  hay  fever,  or  asthma,  or 
allergic  diseases  of  the  skin? 

Dr.  Schwartz:  I would  like  to  make  it 

abundantly  clear  that  these  are  experi- 
mental drugs.  We  are  using  them  in  a very 
carefully  controlled  clinical  setting.  Usu- 
ally we  put  the  patient  in  the  hospital  be- 
fore starting  treatment. 

Now,  what  about  the  future,  as  far  as 
allergy  is  concerned?  There  have  already 
been  some  investigations  into  this.  For 
example,  a few  cases  of  bronchial  asthma 
have  been  treated  with  azathioprine,  and 
they  did  not  respond.  The  treatments  al- 
ready available  for  many  allergic  diseases, 
while  not  always  effective,  are  at  least  in- 
nocuous. As  for  a disease  as  well  tolerated 
as  hay  fever,  I would  be  reluctant  to  give 
antimetabolites. 

Voice:  Would  nephrosis  come  into  your 

category? 

Dr.  Schwartz:  Yes.  We  have  treated 

the  nephrotic  syndrome. 

Voice:  Were  the  results  good? 

Dr.  Schwartz:  The  best  results  are  ob- 

tained in  patients  who  are  sensitive  to 
corticosteroids.  We  have  had  very  bad 
luck  with  patients  who  are  completely  un- 
responsive to  corticosteroids. 

Voice:  How  did  you  measure  the  anti- 

body response,  the  antinuclear  antibody? 
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Dr.  Schwartz:  We  used  the  usual 

fluorescent  antibody  method. 

The  dose  of  methotrexate  is  50  to  100  mg. 
intravenously  once  every  five  to  seven 
days.  Incidentally,  this  drug  is  absolutely 
contraindicated  in  patients  with  any  degree 
of  renal  or  hepatic  insufficiency. 

Elliott  Middleton,  Jr.,  M.D.:  Is  there 
any  additive  effect  at  all,  or  any  synergistic 
effect  between  the  use  of  steroids  and  im- 
munosuppressive agents  together?  And 
have  you,  by  any  chance,  had  the  oppor- 
tunity to  treat  anybody  with  the  diagnosis 
of  Wegner’s  granulomatosis? 

Dr.  Schwartz:  We  haven’t  treated 

anyone  with  this  condition,  but  there  are 
several  reports  of  the  use  of  methotrexate  in 
Wegner’s  granulomatosis,  with  apparent 
success.  I don’t  know  about  synergism  be- 
tween steroids  and  these  drugs. 

Voice:  May  I comment  that  one  of  the 

factors  of  your  very  fascinating  results  is 
that  by  the  use  of  antimetabolites  you  are 
changing  the  state  of  maturity  of  lymph 
cells. 

Dr.  Schwartz:  I think  it  is  an  inter- 

esting argument,  but  there  aren’t  any  data 
to  support  it  yet. 

Arthur  A.  Goldfarb,  M.D.:  Dr. 

Schwartz,  to  start  your  lecture  you  de- 
scribed how  various  drugs  block  or  make 
more  immature  the  various  phases  of  cell 
development.  Now  you  put  various  drugs 
at  different  sites.  Has  that  influenced  you 
in  choosing  these  drugs  against  clinical  dis- 
ease? In  other  words,  do  you  have  any 
choice,  or  do  you  have  any  patterns  for  pick- 
ing 6-mercaptopurine  over  azathioprine, 
and  so  on? 

Dr.  Schwartz:  The  answer  is  no.  Not 

yet.  We  may  in  the  future. 

Voice:  In  regard  to  the  6-mercapto- 

purine pattern  of  suppression  that  you  have 
shown,  do  you  have  that  same  information 
regarding  any  other  class  of  drugs,  in  terms 
of  the  order  of  suppression:  cyclophos- 

phamide, for  example? 

Dr.  Schwartz:  There  are  two  com- 

ments I would  like  to  make  about  that.  It 
is  very  important  to  realize  that  there  are 
important  species  differences  with  respect  to 
susceptibility  to  these  pharmacologic 
agents.  One  of  the  best  examples  is  the  lack 
of  effect  of  methotrexate  in  the  rabbit.  Ap- 
parently the  rabbit  has  an  enzyme  system 
which  very  rapidly  detoxifies  this  drug. 


The  selective  inhibition  of  7-S  antibody  has 
been  found  with  6-mercaptopurine,  metho- 
trexate, cyclophosphamide,  and  roentgen 
radiation.  It  is  fair  to  say  that  this  is 
probably  a general  phenomenon  produced 
by  all  of  these  cytotoxic  agents. 

It  is  of  interest  that  delayed  hypersensi- 
tivity is  very  radioresistant.  Doses  of 
roentgen  rays  that  will  easily  abolish  cir- 
culating antibody  formation  in  the  guinea 
pig  will  not  affect  delayed  sensitivity, 
whereas  delayed  hypersensitivity  seems  to 
be  very  sensitive  to  6-mercaptopurine. 

Voice:  Do  you  see  the  enhancement  of 

hypersensitivity  only  in  rabbits  and  man 
and  not  in  guinea  pigs? 

Dr.  Schwartz:  I hadn’t  found  it  in 

guinea  pigs.  I don’t  know. 

Voice:  Would  Dr.  Borel’s  experiments 

indicate  that  there  is  none? 

Dr.  Schwartz:  Well,  it  depends  how 

you  hook  everything  up  into  the  guinea  pig. 

Voice:  How  many  of  them  will  have  an 

enhancement? 

Dr.  Schwartz:  Five  out  of  five. 

Voice:  Dr.  Schwartz,  you  said  that  you 

weren’t  surprised  when  several  cases  of 
asthma  had  not  responded  to  this  metho- 
trexate agent.  You  didn’t  tell  us  why. 

Dr.  Schwartz:  It  seems  very  difficult 

to  inhibit  already  formed  reaginic  antibody 
with  an  immunosuppressive  drug. 

Voice:  If  this  is  so  in  bronchial  asthma, 

might  not  it  be  possible  that  there  is  a focus- 
ing infection  somewhere? 

Dr.  Schwartz:  Well,  that  is  always 

possible.  I don’t  know  the  answer  to  that. 

Dr.  Middleton:  Actually,  I think  im- 

munosuppression has  been  shown  in  trans- 
plant work,  indicating  that  azathioprine  is 
effective  in  severe  intractable  asthma. 
And  the  prednisone  dosage  can  be  tapered 
off  on  azathioprine.  I would  like  to  ask  why 
azathioprine  seems  to  be  more  effective  than 
6-mercaptopurine? 

Dr.  Schwartz:  Unfortunately,  there 

aren’t  very  good  data  on  this. 

Voice:  We  have  been  thinking  of  doing 

some  work,  in  which  we  want  to  be  able  to 
study  human  skin  but  not  on  the  human 
being  because  of  the  toxicity  of  what  we  are 
doing.  Is  there  any  possibility  of  doing 
this  with  the  type  of  experiment  you  were 
doing  with  xenograft  transplants  to  ani- 
mals? 

Dr.  Schwartz:  No. 
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Voice:  You  have  had  no  success  with 

that? 

Dr.  Schwartz:  Not  with  a xenograft. 

I think  you  will  run  into  failure. 

Voice:  What  about  for  a short  length  of 

time?  You  only  need  about  two  weeks. 

Dr.  Schwartz:  You  might  get  it  for 

nine  days. 

Voice:  Now,  the  question  that  was 

asked  before,  the  use  of  these  agents  in 
asthma  and  hay  fever:  I noticed  in  one  of 

the  experiments  you  mentioned  in  the  be- 
ginning you  utilized  methotrexate  plus  an 
antigen.  This  was  for  a short  period  of 
time,  and  then  you  started  the  diminution 
of  the  response  to  the  antigen  afterward. 
Isn’t  that  the  method  to  use,  rather  than 
just  the  methotrexate? 

Voice:  In  other  words,  give  the  antigen 

with  methotrexate,  and  then  hope  for  a loss 
of  reactivity  to  the  antigen  afterward. 

Dr.  Schwartz:  In  what  situation 
would  you  like  to  do  that? 

Voice:  I’m  talking  about  asthma. 

Dr.  Schwartz:  You  would  have  to 
have  available  pretty  substantial  amounts 
of  the  antigen. 

I would  be  very  cautious  about  doing 
this  in  a hay  fever  patient. 

Voice:  I believe  that  some  dermatolo- 

gists have  been  using  methotrexate  in 
psoriasis. 

Dr.  Schwartz:  The  defect  in  psoriasis 

is  related  to  an  abnormality  of  the  epithelial 
cell,  which  is  in  a very  high  metabolic  state. 


Why  some  can’t  play  football 

Football,  although  safe  if  played  properly,  is 
not  for  everyone,  states  F.  V.  Hein,  Ph.D.,  in  a 
recent  issue  of  Today’s  Health. 

Some  of  the  reasons  barring  a youth  from 
football  include:  (1)  absent  organs  such  as  a 

kidney  or  eye  which  leave  the  remaining  organ 
vulnerable  to  damage  in  contact  sports;  (2) 
acute  infections  such  as  mononucleosis, 
hepatitis,  rheumatic  fever,  boils,  and  impetigo. 
All  these  are  sufficient  reasons  for  disqualifi- 
cation from  all  athletics  until  recovery; 
(3)  bleeding  tendencies  which  might  be  triggered 
by  athletic  injuries;  (4)  convulsive  disorders 
not  properly  controlled  by  medication;  (5) 


These  drugs  may  act  by  slowing  down  the 
metabolic  rate  of  the  epithelial  cells. 

Voice:  In  connection  with  the  data 

that  you  have  on  the  difference  in  immuno- 
globulin-M  and  -G  production,  I wonder  if 
you  can  also  indicate  that  this  may  have  to 
do  with  the  effects  of  these  drugs  on  pro- 
liferation. Would  you  then  think  that  the 
synthesis  of  immunoglobulin-M  antibody  is 
not  accompanied  by  proliferation  where  too, 
in  the  formation  of  the  so-called  memory 
cells,  one  has  to  go  through  one  or  two 
cycles  of  proliferation  before  the  actual 
memory  cells  are  formed? 

One  question  would  be:  What  effects 

would  these  have  on  memory  in  immuno- 
globulin-M antibody?  Another  question 
is:  What  is  the  relationship  of  the  synthe- 

sis of  gamma-1  in  the  rat  or  mouse  or  the 
skin-sensitizing  antibody  in  man  with  cell 
proliferation? 

Dr.  Schwartz:  Walter  Tannenberg, 

M.D.,  in  my  laboratory,  has  evidence  that 
in  the  mouse,  challenged  with  sheep  red 
blood  cells,  the  19-S  response  does  not  in- 
volve cell  proliferation.  We  think  that 
may  be  the  reason  why  this  system  is  re- 
sistant to  all  these  drugs. 

Voice:  Do  you  have  any  opinion  or  ex- 

perience on  the  use  of  these  drugs  in  multi- 
ple sclerosis  and  similar  neurologic  illnesses? 

Dr.  Schwartz:  No,  I do  not. 

Dr.  Merksamer:  I want  to  thank  Dr. 

Schwartz  and  Dr.  Borel  for  a most  interest- 
ing presentation  and  discussion. 


diabetes  that  is  poorly  controlled;  (6)  emphy- 
sema and  asthma  when  endurance  or  prolonged 
exertion  are  called  for;  (7)  enlarged  liver  or 
spleen;  (8)  heart  disease;  (9)  hernia,  until  the 
condition  is  repaired;  (10)  hypertension  or 
elevated  blood  pressure;  (11)  physical  imma- 
turity measured  against  competitors;  (12)  pre- 
vious injury  such  as  concussions;  (13)  previous 
surgery  of  the  head  and  spine;  (14)  renal  disease 
with  defects  in  kidney  structure  or  function; 
(15)  severe  myopia;  (16)  structural  abnor- 
malities of  the  muscular  or  skeletal  system;  and 
(17)  tuberculosis,  active  or  under  treatment. 

Some  disqualifications  are  temporary;  others, 
by  necessity,  force  the  youth  to  take  up  another, 
less  strenuous  sport.  The  preseason  physical 
examination  is  therefore  a necessity  to  all 
players. 
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P 

I ALL1ATIVE  CHEMOTHERAPY  IS  assuming 
a more  and  more  important  role  in  the 
management  of  neoplastic  disease.  A few 
apparent  cures  have  been  achieved,  and  it 
is  predicted  in  some  quarters  that  cure 
will  become  the  rule  rather  than  the  ex- 
ception in  years  to  come. 1 

One  of  the  most  useful  and  potent 
antineoplastic  agents  developed  in  recent 
years  is  vincristine  sulfate  (leurocristine, 
NSC-67574,  Oncovin,  VCR).  This  in- 
teresting drug  is  a dimeric  indole-indo- 
line  alkaloid  extracted  from  the  common 
flowering  periwinkle,  Vinca  rosea  Linn. 
(Catharanthus  roseus  G.  Don).2  Its  re- 
cently established  structural  formula  is 
illustrated  in  Figure  l.3  4 Long  before 
modern  chemical  technics  permitted  the 
isolation  and  purification  of  this  agent, 
crude  extracts  of  the  plant  had  been 
thought  to  have  therapeutic  value.  Ap- 
parently the  first  published  report  of  the 
medicinal  use  of  periwinkle  was  that  of 
Peckolt  in  1910. 5 He  described  the  use, 

* This  work  aided  with  funds  from  grants  CR-64-3, 
CA-04739,  and  CA-04 168-07  from  the  National  Cancer 
Institute,  U.S.  Public  Health  Service,  Bethesda,  Maryland. 

Presented  as  part  of  a postgraduate  course  in  “Recent 
Advances  in  Internal  Medicine”  at  Tufts  University  School 
of  Medicine,  Boston,  Massachusetts,  October  3 to  8,  1966. 


in  Brazil,  of  an  infusion  of  the  leaves  as 
treatment  for  hemorrhage,  scurvy,  tooth- 
aches, and  chronic  wounds.  It  also  had 
been  used  in  the  West  Indies,  the  Philip- 
pines, and  in  South  Africa  as  an  oral  hypo- 
glycemic agent  and  had  been  sold  in 
England  under  the  name,  “Vin-q-lin.”2 

More  recently  the  search  for  effective 
oral  hypoglycemic  agents  stimulated 
another  look  at  the  periwinkle  plant  by  2 
groups  working  independently — Noble, 
Beer,  and  Cutts  at  the  University  of 
Western  Ontario;  and  Johnson,  Wright, 
Svoboda,  Neuss,  and  Gorman  at  the  Eli 
Lilly  Research  Laboratories.  The  hypo- 
glycemic activity  was  not  substantiated, 
but  cytotoxic  effects  were  found  which  led 
to  investigation  of  antineoplastic  proper- 
ties/7 The  first  clinical  studies  of  vin- 
cristine reported  responses  in  acute  leu- 
kemia of  childhood,8  and  in  Hodgkin’s 
disease  and  lymphosarcoma.9!  Since  that 
time  it  has  been  used  with  varying  de- 
grees of  success  against  many  experimental 
and  human  tumors. 

Action 

Although  the  mechanism  of  the  anti- 
neoplastic action  of  vincristine  is  not 
definitely  known,  several  biologic  effects 
have  been  demonstrated:  (1)  colchicine- 

like induction  of  metaphase  arrest,  prob- 
ably by  effects  on  the  spindle  tubules;11-14 
(2)  impairment  of  amino  acid  metabo- 
lism;215 and  (3)  inhibition  of  nucleic  acid 
synthesis. 15-20  Pertinent  here  is  vincris- 
tine’s antiviral  activity.21 

It  is  likely  that  vincristine  acts  at  more 

t Somewhat  earlier,  vinblastine  (VLB)  had  been  isolated 
and  given  clinical  trials. 10  Its  structure  differs  only  slightly 
from  that  of  vincristine  (Fig.  1).  It  is  particularly  useful 
in  the  treatment  of  Hodgkin’s  disease  and  choriocarcinoma 
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*CH3  in  VLB 

FIGURE  1.  Structure  of  vincristine  sulfate 
(C46H56O10N4-H2SO4). 


than  one  site.  Originally,  its  mode  of 
action  was  ascribed  to  its  first-known  effect, 
the  mitotic  inhibition.  However,  its  sup- 
pression of  some  tumors  whose  cells  are 
very  slowly  dividing,  as  well  as  its  toxic 
effects  on  nonproliferating  neural  tissue, 
cannot  be  explained  by  this  mechanism. 
Furthermore,  metaphase  arrest  may  be 
seen  in  the  absence  of  a therapeutic  re- 
sponse. Malignant  cells  may  incorporate 
vincristine  more  readily  than  do  normal 
cells.2  It  seems  likely  that  the  primary 
action  of  vincristine  resulting  in  both  its 
oncolytic  and  toxic  effects  is  inhibition  of 
protein  and  ribonucleic  acid  (RNA)  syn- 
thesis.11-18 

Toxicity 

Toxicity,  although  potentially  dangerous, 
can  be  controlled  with  relative  ease.  It 
involves  different  organ  systems,  perhaps 
on  different  bases.  The  limiting  factor  in 
vincristine  therapy  is  neuromuscular  dys- 
function. The  first  changes  observed  are 
usually  numbness  of  fingers  and  toes, 
paresthesias,  and  depression  of  reflexes. 
With  continued  administration,  incoordina- 
tion, ataxia,  and  smooth  muscle  dysfunc- 
tion will  occur.  The  last  may  lead  to 
severe  obstipation  and  even  to  bladder 


paralysis.  The  administration  of  stool 
softeners  is  a wise  prophylactic  measure. 
With  severe  intoxication,  marked  prostra- 
tion, severe  skeletal  pain,  fever,  and  central 
nervous  system  manifestations  such  as 
convulsions  and  coma  have  been  observed. 
The  toxicity  is  generally  related  to  dose 
levels  and  duration  of  treatment,  although 
there  are  individual  differences  in  suscepti- 
bility. The  neuromuscular  effects  are 
probably  due  to  several  actions  of  the  drug: 
demyelination  and  neuronal  degenera- 
tion,22-24 alteration  of  neurofibrillar  struc- 
ture,25 interference  with  muscle  spindle 
response,26  and  toxic  myopathy.27-28  In 
general,  toxicity  is  reversible  within  several 
weeks.  A mild  degree  of  neuropathy 
must  be  accepted  as  part  of  most  effective 
courses  of  vincristine  therapy. 

Relatively  mild  bone  marrow  depression, 
particularly  of  granulocytes,  occurs  regu- 
larly but  is  seldom  a major  problem.  Ery- 
thropoiesis  is  impaired  temporarily,  and 
platelet  production  is  largely  spared. 13-21- 29 
It  is  notable  that  folinic  acid  offers  host 
protection  in  mice. 2 In  the  case  of  lympho- 
blastic leukemia,  precipitous  drops  in 
leukocyte  counts  may  occur;  this  decrease 
is  primarily  in  the  abnormal  cells  and 
much  less  pronounced  in  mature  granulo- 
cytes. Reversible  alopecia  with  high  dos- 
age is  of  cosmetic  importance.  Hair  growth 
recurs,  usually  while  the  drug  is  still  being 
administered  in  smaller  doses.  At  first 
the  hair  grows  in  somewhat  darker  and 
thicker  than  it  had  been  but  then  reverts  to 
its  pretreatment  color  and  texture. 

Vincristine,  like  other  cytotoxic  drugs, 
is  an  effective  immunosuppressive  agent.30 
Its  use  in  this  fashion  has  been  limited  to 
investigation  situations.  However,  this 
must  be  considered  one  of  its  potential 
toxic  effects,  particularly  in  a patient  al- 
ready susceptible  to  infection. 

Hyperuricemia  with  nephropathy  may 
follow  rapid  tumor  lysis.  Maintenance  of 
a large  urine  output  and  administration  of 
allopurinol  are  highly  effective  in  pre- 
venting this  complication.  Other  side 
effects  are  rare.  Mucosal  lesions  Eire 
seldom  encountered.  There  has  been  one 
report  of  patchy  liver  necrosis  without  ab- 
normal liver  function.31  Vincristine  is 
excreted  in  good  part  by  the  liver,  and  thus 
toxicity  may  be  increased  in  the  presence 
of  biliary  obstruction. 
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Uses 

When  should  vincristine  therapy  be 
used?  Certainly  in  acute  childhood  leu- 
kemia, or  in  the  occasional  case  of  lympho- 
blastic leukemia  of  adults,  it  is  an  effective 
agent  in  inducing  remission,  particularly 
when  combined  with  corticosteroids.  Thus, 
vincristine  and  prednisone  rapidly  induce 
remissions  in  up  to  90  per  cent  of  children 
with  acute  leukemia.3233  Vincristine  is 
not  suitable  for  maintenance  therapy  in 
this  disease:  The  high  doses  used  are  rather 
toxic;  it  must  be  given  intravenously; 
and  remissions  are  generally  of  short  dura- 
tion.34 However,  it  may  be  used  for  re- 
peated inductions  of  remissions.34  In  our 
hands,  the  most  satisfactory  management 
of  acute  childhood  leukemia  is  induction 
therapy  with  vincristine  in  a dose  of  75 
micrograms  per  kilogram  per  week  in- 
travenously in  small  children,  and  predni- 
sone, 2 mg.  per  kilogram  daily  by  mouth. 
Vincristine  is  usually  given  weekly  for  a 
total  of  3 to  6 injections.  Improvement 
generally  begins  within  three  weeks.  The 
patients  are  then  placed  on  maintenance 
therapy  with  twice  weekly  oral  or  par- 
enteral methotrexate.  With  older  children, 
and  especially  adults,  the  dose  level  of 
vincristine  must  be  substantially  reduced; 
for  as  yet  unexplained  reasons,  vincristine 
is  tolerated  much  better  by  children  than 
bj  adults.  The  role  of  vincristine  in  ag- 
gressive multiple  drug  therapy  (“VAMP” 
and  others)  remains  to  be  defined  and  is 
presently  controversial.  5 2. 33.35—37 

The  second  major  disease  group  in  which 
vincristine  is  of  considerable  value  is  the 
malignant  lymphomas  when  they  require 
systemic  chemotherapy.38  -42  Noteworthy 
remissions  are  induced  in  a great  majority 
of  untreated  patients  and  in  a substantial 
number  in  relapse  following  previous  ther- 
apy. In  Hodgkin’s  disease,  an  alkylating 
agent  or  vinblastine  should  be  used  as  the 
primary  chemotherapeutic  agent.941  It 
is  important  to  realize  that  there  is  virtu- 
ally no  cross  resistance  and  little  cross 
toxicity  between  the  Vinca  alkaloids  and 
other  agents  and  in  fact  between  the  Vinca 
alkaloids  themselves. 3 1 • 38  Thus,  they  are 
useful  in  patients  whose  disease  is  resistant 
to  other  agents  and  might  even  be  used  in 
combination  with  an  alkylating  agent  or 
corticosteroid  in  particularly  fulminant 


situations.  Recent  studies  suggest  syner- 
gism between  vincristine  and  irradiation43 
as  well  as  other  drugs.  21 

Lymphosarcoma  is  also  responsive  to 
vincristine,  probably  somewhat  more  than 
to  vinblastine.  Here  again  it  may  be 
desirable  to  begin  therapy  with  a corti- 
costeroid and/or  alkylating  agent  and  to 
use  vincristine  when  these  measures  are 
unsatisfactory.  Reticulum  cell  sarcoma, 
frequently  resistant  to  drug  or  x-ray  ther- 
apy, is  the  most  difficult  to  treat  of  the 
lymphomas.  In  this  disease  we  have  in- 
duced dramatic  and  prolonged  remissions 
with  small  doses  of  vincristine  in  patients 
previously  resistant  to  therapy.42  Both 
vincristine  and  cyclophosphamide  (Cy- 
toxan) are  approximately  equally  effective, 
in  general,  in  treating  reticulum  cell  sarcoma 
but  may  have  very  different  results  in  in- 
dividual patients.41  Vincristine  offers  the 
advantage  of  not  suppressing  bone  marrow 
to  an  important  degree. 

The  treatment  regimen  in  the  lymphomas 
is  different  from  that  used  in  acute  leu- 
kemia. Here,  adult  patients  are  being 
treated,  many  of  whom  already  have  had 
cytotoxic  agents  and  irradiation.  It  is 
wise  to  begin  therapy  with  a dose  no  larger 
than  25  micrograms  per  kilogram  weekly, 
gradually  reducing  it  if  response  is  obtained. 
It  is  desirable  to  continue  maintenance 
therapy  with  small  weekly  or  biweekly 
doses.42  We  have  had  patients  kept  in 
prolonged  remission  with  as  little  as  5 
micrograms  per  kilogram  every  other  week. 
In  this  way,  toxicity  is  minimized  and  the 
therapeutic  effects  sustained.  It  appears 
that  survival  of  some  of  these  patients  is 
prolonged  as  well.  On  occasion,  more  in- 
tensive therapy  may  be  required  to  obtain 
rapid  reversal  of  tumor  growth;  this  is 
usually  attended  by  more  severe  toxicity.44 

Vincristine,  alone  or  in  combination  with 
other  therapeutic  measures,  has  been  used 
in  a variety  of  other  malignant  conditions 
such  as  carcinomas  and  sarcomas  not  arising 
in  the  blood-forming  organs.  There  is  no 
single  group  of  diseases  in  which  the  re- 
sponses are  as  frequent  and  predictable  as 
they  are  in  lymphoblastic  leukemia  and  the 
lymphomas.  However,  a number  of  pa- 
tients with  neoplasms  such  as  breast  car- 
cinoma, Wilms  tumor,  gliomas,  neuro- 
blastoma, and  others  may  respond  in  a 
most  gratifying  fashion.27’31-39'44  50 
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Drug  Administration 

Finally,  a few  practical  points.  Vin- 
cristine sulfate*  is  supplied  in  1-mg.  and 
5-mg.  vials.  Presently,  it  must  be  given 
intravenously,  usually  weekly.  The  drug 
is  extremely  irritating  when  infiltrated  into 
tissues,  and  great  care  should  be  taken  with 
the  intravenous  injection,  f The  leuko- 
cyte count  should  be  monitored  and  neuro- 
logic function  carefully  evaluated  on  each 
visit.  If  toxicity  seems  to  be  increasing, 
the  dosage  should  be  decreased  or  the  drug 
discontinued  temporarily.  If  the  disease 
does  not  respond  or  progresses  in  the  face  of 
toxicity,  the  drug  should  be  discontinued 
and  other  therapy  tried.  If  no  toxicity  is 
apparent,  the  dosage  may  be  cautiously 
increased. 

Summary 

The  plant  alkaloid  vincristine  sulfate  is  a 
recently  developed,  potent  antineoplastic 
agent.  Its  effects  on  mitosis,  amino  acid 
metabolism,  nucleic  acid  synthesis,  and 
neuromuscular  function  are  of  great  in- 
terest, not  only  relative  to  oncolytic  and 
toxic  activity  but  also  as  regards  basic 
cellular  biology.  This  brief  review  dis- 
cusses the  pharmacology  and  therapeutic 
use  of  vincristine. 

High  rates  of  remission  are  obtained  in 
acute  childhood  leukemia  and  malignant 
lymphoma  and  less  predictable  responses  in 
various  carcinomas  and  sarcomas.  In  chil- 
dren, as  much  as  75  micrograms  per  kilo- 
gram, and  in  adults,  up  to  25  micrograms 
per  kilogram  per  week  may  be  given  in- 
travenously. The  chief  toxic  effects  are 
related  to  peripheral  neuropathy,  which 
may  progress  to  dangerous  levels.  Im- 
pairment of  hematopoiesis  is  seldom  a 
major  problem.  Other  adverse  effects 
are  rare. 

Vincristine  is  a valuable  drug  in  the 
primary  treatment  of  some  neoplastic 
disorders  and  is  often  useful  in  patients 
in  whom  more  conventional  forms  of 
therapy  are  unsatisfactory. 

* Available  from  Eli  Lilly  and  Company,  Indianapolis, 
Oncovin. 

1 1 have  found  the  small  pediatric  scalp- vein  sets  very 
useful  in  the  administration  of  drugs  of  this  type.  The 
needle  is  inserted  into  a vein,  and  when  one  is  sure  that  the 
blood  flow  is  free,  the  drug  is  injected  through  the  plastic 
tubing  followed  by  flushing  with  a few  milliliters  of  saline. 


77  Warren  Street, 
Brighton,  Massachusetts  02135 
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AMA  reaffirms  support  of  all 
nursing  education  programs 

The  American  Medical  Association’s  policy- 
making House  of  Delegates  has  reaffirmed  the 
Association’s  support  of  all  forms  of  nursing 
education  programs.  The  following  statements 
were  adopted  at  a recent  biannual  session: 

Whereas,  the  AMA  is  on  record  to  continue 
its  support  of  all  current  nationally  approved 
educational  programs  for  nurses; 

Whereas,  the  national  trend  which  is  sup- 
ported by  the  professional  nurses’  associations 
appears  to  be  the  gradual  phasing  out  of  the 
diploma  schools  of  nursing  and  the  transfer  of 
nursing  education  to  collegiate  institutions; 

Whereas,  70  per  cent  of  nursing  care  at  the 
present  time  is  rendered  by  graduates  of  diploma 
schools  with  the  demand  for  such  nurses  con- 
tinuing to  exceed  the  supply; 

Whereas,  there  is  general  professional  agree- 
ment on  the  need  for  inclusion  of  nursing  ed- 
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ucation  in  community  health  planning  with  pro- 
vision for  greater  use  of  in-hospital  training  as 
well  as  training  in  collegiate  institutions,  there- 
fore, be  it 

Resolved,  that  the  AMA  reaffirms  its  support 
of  all  forms  of  nursing  education  including 
baccalaureate,  diploma,  associate,  and  practical 
nurse  education  programs;  and  be  it  further 

Resolved,  that  those  hospitals  that  conduct 
diploma  schools  of  nursing  be  commended  for 
the  great  contribution  being  made  by  these  in- 
stitutions to  the  health  needs  of  the  nation,  and 
be  it  further 

Resolved,  that  such  hospitals  be  urged  to 
continue  their  schools  and  increase  enrollment 
while  allowing  the  individual  to  choose  the 
kind  of  nursing  education  he  or  she  desires, 
and  be  it  further 

Resolved,  that  the  AMA  take  appropriate 
action  in  consultation  with  professional  nurses’ 
associations  and  the  American  Hospital  As- 
sociation to  encourage  increasing  enrollment  in 
diploma  schools  and  at  the  same  time  improve 
educational  standards. 
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Clinicopathologic 

Conference 

MICHAEL  S.  BRUNO,  M.D.,  and 
WILLIAM  B.  OBER,  M.D.,  Editors 


Beekman-Downtown  Hospital 
New  York  City 

January  3,  1967 

Conducted  by  JOHN  T.  FLYNN,  M.D.,  and 
CHARLES  M.  KARPAS,  M.D. 

Discussed  by  HARRY  Y.  FONG,  M.D. 


Alcoholism,  Fever,  and 
Suspected  Hepatic  Failure 


Case  history 

Prem  Kamal  Gupta,  M.D.:  A forty- 

five-year-old  white  female  was  admitted  to 
the  Beekman-Downtown  Hospital  com- 
plaining of  weakness,  vomiting,  and  diar- 
rhea of  several  weeks  duration. 

The  patient  had  been  severely  alcoholic 
for  many  years.  In  1956,  she  was  admitted 
to  another  hospital  where  a subtotal  gastric 
resection  was  done  for  the  treatment  of 
peptic  ulcer.  Nine  weeks  before  the  pres- 
ent admission  she  was  readmitted  to  the 
same  hospital  because  of  jaundice  and 
anemia;  a diagnosis  of  cirrhosis  of  the  liver 
was  made.  She  was  discharged  after  a 
four-week  stay.  Three  weeks  before  the 
present  admission  she  developed  weakness, 
malaise,  repeated  vomiting,  loose  watery 
diarrhea,  and  increased  nervousness  associ- 
ated with  excess  alcohol  intake.  For  two 
weeks  before  the  present  admission  she  had 
had  generalized  tremors,  mild  epigastric 
pain,  increased  lethargy,  and  progressive 
swelling  of  the  lower  extremities  together 
with  increased  shortness  of  breath  and  mild 
precordial  chest  pain. 

Physical  examination  revealed  blood 
pressure  126  systolic,  84  diastolic;  the 
pulse  was  88  and  respiratory  rate  14  per 
minute;  and  the  temperature  was  100  F. 
The  patient  was  prematurely  aged,  debili- 
tated, apprehensive,  and  had  a very  slight 
scleral  icterus.  A gross  tremor  of  the  hands 
and  fingers  suggested  a liver  flap.  There 
was  a small  area  of  alopecia  areata  over  the 
occipital  region  of  the  scalp.  A harsh 
Grade  II  to  VI  systolic  murmur  was  audi- 


ble over  the  mitral  area.  The  lungs  were 
clear  to  percussion  and  auscultation.  The 
liver  was  slightly  tender  and  enlarged  4 to 
5 cm.  below  the  right  costal  margin.  There 
was  an  old  healed  surgical  incision  in  the 
right  upper  quadrant.  The  spleen  was  not 
palpable.  The  palms  and  soles  showed 
excoriations  and  erythema;  there  was  a 1 
to  2 plus  pitting  edema  of  the  lower 
extremities. 

The  initial  urinalysis  showed  a specific 
gravity  of  1.020;  albumin  test  was  3 plus 
and  glucose  4 plus.  Acetone  content  was 
moderate.  Microscopic  urine  examination 
showed  5 to  8 white  blood  cells  and  innu- 
merable red  blood  cells  per  high-power  field, 
with  a few  epithelial  cells. 

The  hemoglobin  was  10.1  Gm.  per  100 
ml.;  the  hematocrit  was  32.  The  white 
blood  count  was  4,000  per  cubic  millimeter; 
the  differential  count  showed  88  per  cent 
segmented  forms,  2 per  cent  nonsegmented 
forms,  8 per  cent  lymphocytes,  1 per  cent 
monocytes,  and  1 per  cent  eosinophils. 
The  blood  smear  revealed  slight  macrocyto- 
sis,  slight  polychromasia,  basophilic  stip- 
pling, and  many  target  cells.  The  initial 
reticulocyte  count  was  1.2  per  cent  with  a 
rise  to  6.6  per  cent  by  the  ninth  hospital 
day.  The  serologic  test  for  syphilis  was 
nonreactive.  Three  stool  guaiac  test  find- 
ings for  blood  were  negative.  Plasma  pro- 
thrombin time  was  14.5  seconds  (control  12 
seconds).  Bleeding  and  clotting  times 
were  within  normal  limits.  The  direct 
Coombs  test  was  plus  or  minus,  the  indirect 
Coombs  test  result  was  negative. 
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FIGURE  1.  X-ray  examinations.  (A)  Initial  chest  film  showing  normal  heart  and  lungs.  (B)  Gastro- 
intestinal series  showing  gastric  remnant  and  functioning  stoma.  (C)  Repeat  chest  film  seventeen  days 
after  admission  showing  possible  infiltration  at  lung  bases;  minimal  inspiratory  effort. 


The  blood  urea  nitrogen  was  8 mg.  and 
the  fasting  blood  sugar  56  mg.  per  100  ml. 
The  total  serum  bilirubin  was  6.6  mg.  per 
100  ml.  The  thymol  turbidity  was  7.6 
units  (normal  0 to  2),  the  cephalin  floccula- 
tion test  2 plus  at  forty-eight  hours;  and 
serum  cholesterol  145  mg.  per  100  ml. 
(normal  150  to  250  mg.).  The  total  serum 
protein  was  6.7  Gm.  (albumin  2.9  Gm., 
globulin  3.8  Gm.)  per  100  ml.  The  serum 
sodium  was  129  mEq.,  chlorides  93  mEq., 
and  serum  potassium  4.2  mEq.  per  liter. 
The  alkaline  phosphatase  was  9.6  Bodansky 
units  (normal  1 to  4),  the  serum  glutamic 
oxaloacetic  transaminase  215  units  (normal 
1 to  40).  The  gastric  analysis  showed  no 
free  hydrochloric  acid  and  only  4 units  of 
combined  acid.  The  serum  iron  was  53 
micrograms  (normal  50  to  180),  and  the 
iron-binding  capacity  was  180  micrograms 
per  100  ml.  (normal  250  to  440). 

The  initial  electrocardiogram  showed 
sinus  tachycardia,  ventricular  premature 
contractions,  and  diphasic  low-amplitude  T 
waves  in  the  precordial  leads.  Subsequent 
electrocardiograms  showed  similar  findings 
with  a slower  heart  rate. 

Repeat  urinalysis  showed  specific  gravi- 
ties of  1.010  and  1.022  with  negative  test 
results  for  sugar  and  albumin.  Urine 
smears  showed  many  gram-negative  rods; 
urine  culture  showed  Escherichia  cob. 

X-ray  examinations  included  a negative 
chest  x-ray  film  result,  except  for  an  ap- 
parently old  healed  fracture  of  the  right 
sixth  rib  (Fig.  1A).  An  abdominal  film 


showed  the  liver  shadow  to  be  enlarged. 
There  was  a mild  scoliosis  of  the  lumbar 
spine.  The  gastrointestinal  x-ray  examina- 
tions showed  a normal  esophagus,  a high 
subtotal  gastrectomy,  a slight  irregularity 
of  the  gastric  mucosal  outline,  but  no  evi- 
dence of  marginal  ulcer  (Fig.  IB).  An  in- 
travenous pyelogram  was  within  normal 
limits.  A repeat  chest  x-ray  film  showed 
exaggeration  of  vascular  markings  at  the 
right  base,  possibly  associated  with  an  in- 
complete inspiratory  effort;  a pneumonic 
infiltration  was  doubted  but  could  not  be 
definitely  excluded  (Fig.  1C). 

The  patient’s  hospital  course  was  marked 
by  an  initial  elevation  of  temperature  from 
100  to  101  F.  and  later  by  fevers  of  100  to 
104  F.  until  the  final  week  of  life.  The  pa- 
tient’s gross  tremor  gradually  subsided,  her 
appetite  began  to  improve,  and  there  was 
no  cough  or  sputum  during  the  first  two 
weeks.  Initial  treatment  included  oral 
vitamin  B complex,  folic  acid,  and  vitamin 
Bi  > by  intramuscular  injection. 

During  the  second  hospital  week,  the  pa- 
tient’s condition  began  to  deteriorate  with 
increased  weakness,  recurrent  vomiting, 
the  passage  of  a small  amount  of  fresh  red 
blood  per  rectum,  and  occasional  nonbloody 
diarrhea.  On  the  twentieth  hospital  day, 
abdominal  ascites  and  increasing  pedal 
edema  were  noted.  An  aspiration  biopsy 
of  the  liver  was  reported  to  show  evidence  of 
Laennec’s  cirrhosis.  Bone  marrow  aspira- 
tion showed  only  slight  erythroid  hyper- 
plasia. 
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Despite  a persistent  fever,  the  patient's 
white  blood  count  remained  between  6,000 
and  7,000  per  cubic  millimeter;  the  differ- 
ential count  was  61  per  cent  segmented 
forms,  7 per  cent  nonsegmented  forms,  24 
per  cent  lymphocytes,  and  8 per  cent  mono- 
cytes. Repeat  urinalysis  showed  30  to  40 
white  blood  cells  per  high-power  field; 
urine  culture  showed  a gram-negative  rod 
and  paracolon  bacillus.  Throat  smear 
showed  diphtheroids,  alpha  hemolytic 
streptococcus,  and  Neisseria  catarrhalis. 

Examination  of  the  ascitic  fluid  showed 
6,156  white  blood  cells  per  cubic  millimeter 
with  83  per  cent  lymphocytes,  17  per  cent 
polymorphonuclear  cells,  and  no  red  blood 
cells.  The  total  protein  in  the  ascitic  fluid 
was  1.2  Gm.  (albumin  0.5,  globulin  0.7)  per 
100  ml.  The  cytologic  smear  from  the  ab- 
dominal paracentesis  fluid  was  negative  for 
tumor  cells. 

A repeat  total  bilirubin  was  reported  as 

6.6  mg.  (direct  3 mg.)  per  100  ml.  Re- 
peat thymol  turbidity  was  3.9  units, 
cephalin  flocculation  test  3 plus,  the  alka- 
line phosphatase  3.5  Bodansky  units,  the 
serum  glutamic  oxaloacetic  transaminase  95 
units,  and  the  serum  glutamic  pyruvic- 
transaminase  20  units.  Serum  sodium  was 
129  mEq.,  chlorides  101  mEq.,  potassium 

3.6  mEq.,  and  the  carbon  dioxide  combining 
power  27.4  mEq.  per  liter.  The  serum 
vitamin  Br2  level  (prior  to  B[2  therapy)  was 
420  micrograms  per  100  ml.  (normal  100  to 
900  micrograms).  The  serum  ammonium 
was  below  75  micrograms  per  100  ml. 

In  an  attempt  to  control  ascites  and  pe- 
ripheral edema,  the  patient  was  treated 
with  mercurial  diuretics  during  which  time 
the  serum  sodium  decreased  to  114  mEq. 
and  the  chlorides  to  75  mEq.  per  liter. 
The  electrolyte  levels  returned  to  normal 
following  the  discontinuance  of  mercurial 
diuretics. 

In  view  of  the  persistent  fever  and  a sus- 
pected urinary  tract  infection,  cephalothin 
therapy  was  initiated  but  without  effect  on 
the  fever.  Three  blood  cultures  were  re- 
ported as  negative.  Three  sputum  speci- 
mens were  also  reported  negative  for  acid- 
fast  bacilli  on  smear  and  2 sputum  cultures 
negative  for  acid-fast  bacilli  after  six  weeks. 
A third  sputum  culture  for  acid-fast  bacilli 
showed  a single  colony  of  Mycobacteria 
after  three  weeks. 

During  the  fifth  and  final  week  in  the 


hospital,  the  patient  developed  a pruritic 
erythema  over  the  trunk  which  cleared 
after  discontinuance  of  ampicillin.  Ascites 
progressed  in  spite  of  the  use  of  spironolact- 
lone  with  hydrochlorothiozide  (Aldacta- 
zide).  The  patient  became  progressively 
uncooperative,  making  intravenous  therapy 
difficult.  She  gradually  lapsed  into  stupor 
and  eventually  passed  about  500  cc.  of 
bloody  liquid  stool.  With  the  clinical  ap- 
pearance of  progressive  hepatic  failure,  a 
high  calorie-low  protein  diet,  electrolyte  re- 
placement, steroid  therapy,  vitamins,  and 
neomycin  were  prescribed.  In  spite  of 
these  efforts,  edema  of  the  lower  legs 
worsened;  the  patient  became  disoriented 
and  terminally  developed  a marked  increase 
in  icterus,  a fall  in  blood  pressure,  numerous 
subcrepitant  rales  over  both  lung  bases,  and 
suddenly  expired  on  the  afternoon  of  the 
thirty-third  hospital  day. 

Discussion 

Harry  Fong,  M.D.:  In  brief,  this  is  a 

case  of  a forty-five-year-old  woman  with  a 
ten-year  history  of  alcoholism.  Ten  years 
before  admission  she  had  had  a subtotal 
gastrectomy  presumably  for  peptic  ulcer. 
The  patient  had  been  recently  informed 
that  she  had  cirrhosis  of  the  liver,  anemia, 
and  jaundice.  On  admission  to  the  Beek- 
man-Downtown  Hospital,  she  was  acutely 
ill,  with  findings  of  severe  liver  disease. 
The  hemogram  revealed  anemia,  a low 
white  blood  cell  count,  predominance  of 
polymorphonuclear  cells,  and  many  target 
cells.  During  her  stay  in  the  hospital,  she 
had  fluctuating  fever,  a single  episode  of 
rectal  bleeding,  brief  nonbloody  diarrhea, 
and  a progressive  downhill  course.  There 
were  increasing  ascites  and  edema  accom- 
panied by  a series  of  liver  chemistries  which 
indicated  a progressive  deterioration  of  that 
organ.  Sixty  per  cent  of  patients  with  liver 
failure  have  a history  of  alcoholism,  as  did 
this  patient.  These  clinical  features  and 
the  liver  biopsy  clearly  establish  the  diag- 
nosis of  Laennec’s  cirrhosis.  I would  like 
to  have  the  x-ray  films  reviewed. 

John  Batillas,  M.D.:  Examination  of 

the  chest  at  the  time  of  admission  fails  to 
demonstrate  recent  pleural  or  parenchymal 
findings  (Fig.  1A).  An  old  healed  fracture 
of  the  right  sixth  rib  is  observed.  The 
cardiac  silhouette  and  mediastinal  struc- 
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tures  appear  normal.  Examination  of  the 
abdomen  is  unremarkable  except  for  hepa- 
tomegaly and  a mild  levoscoliosis  of  the 
lumbar  spine.  The  gastrointestinal  x-ray 
series  demonstrates  a normal  esophagus  and 
a subtotal  gastrectomy  with  a normally 
functioning  stoma  (Fig.  IB).  There  is  no 
evidence  of  a marginal  ulcer.  The  intra- 
venous pyelogram  demonstrates  normal 
collecting  systems  bilaterally  and  a normal 
bladder. 

A chest  film  obtained  approximately  two 
and  one-half  weeks  following  the  initial  ex- 
amination demonstrates  mottled  infiltra- 
tion at  the  extreme  right  base  and  probably 
at  the  left  base  of  the  lungs  (Fig.  1C).  We 
should  note  that  the  film  was  taken  during 
an  incomplete  inspiratory  effort.  There  is 
also  observed  minimal  blunting  of  the  pos- 
terior costophrenic  sulcus  on  the  left  side 
due  to  pleura]  reaction. 

Dr.  Fong:  Certainly  the  clinical  pic- 

ture and  laboratory  data  could  be  entirely 
explained  on  the  basis  of  liver  disease.  I 
am  not  quite  sure  how  I can  connect  a low 
fasting  blood  sugar  with  a 4 plus  glycosuria; 
but  this  might  reflect  some  momentary  in- 
stability of  glucose  metabolism  in  the  face 
of  severe  liver  dysfunction.  The  blood 
urea  nitrogen  was  only  8 mg.  per  100  ml. 
which  might  indicate  a relative  inability  of 
the  liver  to  form  urea.  Some  of  the  serum 
electrolyte  disturbances  throughout  the  pa- 
tient’s hospital  course  certainly  suggest  the 
effect  of  diuretics  and  seemed  to  be  cor- 
rected as  soon  as  diuretics  were  discon- 
tinued. Serum  ammonia  in  this  situation 
was  reported  as  normal,  but  this  is  a fairly 
common  observation  in  the  face  of  marked 
liver  deterioration.  The  rales  in  the  lungs 
suggested  an  element  of  congestive  heart 
failure  together  with  the  hepatic  failure. 

The  hepatic  dysfunction  may  have  been 
aggravated  by  the  gastrointestinal  hemor- 
rhage. The  nature  of  the  bleeding  pointed 
to  a lower  gastrointestinal  lesion,  most 
likely  hemorrhoids.  Do  we  have  the  re- 
sults of  a sigmoidoscopy  or  barium  enema? 

John  T.  Flynn,  M.D.:  The  patient’s 

clinical  condition  late  in  her  hospital  course 
made  it  difficult  to  perform  not  only  a 
barium  enema  but  even  a sigmoidoscopy. 
We  were  grateful  when  the  bleeding  stopped 
rather  promptly  and  were  hesitant  to  pur- 
sue it  further  in  view  of  her  deteriorating 
condition. 


Dr.  Fong:  I would  like  to  turn  my  at- 

tention to  some  features  of  the  anemia. 
As  a result  of  the  partial  gastrectomy,  the 
gastric  acidity  was  no  doubt  reduced.  In 
this  situation,  one  might  think  of  a megalo- 
blastic anemia,  although  not  necessarily 
pernicious  anemia.  The  serum  vitamin  B)2 
level  was  normal,  even  before  Bi2  therapy; 
therefore,  I would  have  difficulty  in  explain- 
ing the  increase  in  the  reticulocyte  count 
being  due  to  the  injected  vitamin  Bi2.  It 
may  possibly  have  been  caused  by  the  ad- 
ministration of  folic  acid.  The  target  cells, 
of  course,  could  be  attributed  to  the  pres- 
ence of  hyperbilirubinemia.  The  serum 
iron  was  at  the  lower  limits  of  normal,  and 
the  iron-binding  capacity  was  also  low,  pos- 
sibly caused  by  decreased  ability  to  absorb 
iron  after  the  partial  gastrectomy.  Ab- 
sorption can  be  further  diminished  by  the 
repeated  ingestion  of  alcohol  which  can 
produce  a gastritis  in  the  gastric  remnant. 
In  addition,  there  was  evidence  of  blood 
loss,  if  only  on  one  obvious  occasion  in  the 
hospital.  Perhaps  it  had  occurred  fre- 
quently prior  to  admission.  Admittedly, 
anemia  with  cirrhosis  is  very  frequently  due 
to  bleeding  and  may  in  addition  be  due  to 
diminished  intake  of  food  and  decrease  in 
iron  storage.  I considered  the  possibility 
of  an  element  of  hypersplenism  in  this 
clinical  picture,  particularly  in  view  of  the 
relatively  low  white  blood  count.  Hyper- 
splenism, of  course,  would  contribute  in 
some  degree  to  the  anemia.  In  view  of  the 
bleeding,  I would  like  to  know  whether  a 
platelet  count  was  done. 

Dr.  Flynn:  No,  but  the  blood  smears 

were  described  as  showing  slightly  de- 
creased numbers  of  platelets. 

Dr.  Fong:  Incidentally,  I feel  that  the 

electrocardiographic  changes  were  entirely 
compatible  with  the  effects  of  anemia  and 
nothing  more  specific  can  be  interpreted 
from  them. 

The  continued  febrile  course,  especially 
in  the  last  two  or  three  weeks  of  life,  sug- 
gested the  possibility  of  a urinary  tract  in- 
fection for  which  the  patient  was  treated. 
The  possibility  of  a septicemia  from  the 
urinary  tract  infection  should  always  be 
considered  in  debilitated  patients;  we  have 
seen  quite  a few  gram-negative  septicemias 
in  recent  years  in  this  type  of  situation. 

I cannot  really  blame  the  fever  on  the 
diarrhea  since  the  latter  seemed  to  be  very 
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intermittent  and  not  a prominent  feature  of 
the  clinical  course.  Very  often  diarrhea 
can  be  a minor  and  secondary  symptom  in 
the  presence  of  a generalized  infection,  but 
we  do  not  have  any  clear  evidence  of  such  a 
widespread  infection.  Furthermore,  I am 
impressed  by  the  fact  that  the  white  blood 
count  and  the  differential  never  increased 
appreciably  in  spite  of  the  continuing  fever 
and  suggestions  of  an  infection.  Again, 
one  must  consider  an  element  of  hyper- 
splenism.  The  ascitic  fluid  incidentally 
showed  an  increase  in  the  percentage  of 
lymphocytes,  but  I hesitate  to  contribute 
any  special  significance  to  this  since  ascitic 
fluid  may  show  this  type  of  finding  even  in 
the  absence  of  obvious  infection. 

A careful  search  for  infection  jn  this  case 
proved  fruitless,  although  I c mnot  over- 
look the  single  colony  of  Mycobacteria 
which  was  reported  on  the  third  sputum 
culture  for  acid-fast  bacilli.  I understand 
that  this  Mycobacterium  was  not  Mycobac- 
terium tuberculosis  but  might  have  been  a 
saprophyte  or  possibly  an  atypical  form 
such  as  one  of  the  Kansasii  group.  The 
bacteriologic  findings,  however,  are  so 
meager  in  spite  of  the  extensive  studies  that 
I hesitate  to  give  them  any  serious  clinical 
importance.  Focusing  again  on  the  liver 
for  the  moment,  I should  not  leave  the  sub- 
ject of  infection  without  mentioning  the 
possibility  of  an  ascending  cholangitis,  such 
as  might  produce  a gram-negative  septice- 
mia. The  liver  aspiration  was  reported  to 
show  Laennec’s  cirrhosis;  was  there  any 
suggestion  of  bile  stasis  or  inflammation? 

Basil  Moumgis,  M.D.:  No,  there  was 

no  evidence  of  any  obstructive  element. 

Dr.  Fong:  Fever  can  sometimes  occur 

in  the  course  of  progressive  liver  failure, 
presumably  caused  by  the  breakdown  of 
hepatic  cellular  elements  as  would  be  sug- 
gested by  the  elevated  serum  glutamic 
oxaloacetic  transaminase.  Admittedly, 
this  case  would  not  be  presented  at  a clin- 
icopathologic  conference  unless  it  contained 
some  unusual  clinical  and  pathologic  ele- 
ments; however,  I must  plead  at  present  an 
inability  to  distinguish  such  elements 
clearly  in  my  own  mind.  I see  no  reason  to 
suspect  anything  unusual  here  except  a 
progressive  deterioration  of  a patient  with 
hepatic  cirrhosis  and  progressive  hepatic 
failure. 

Lewis  H.  Bronstein,  M.D.:  I was 


wondering  if  anyone  observed  any  changes 
in  the  cardiac  murmur  in  this  case.  In 
view  of  the  progressive  deterioration  and 
the  febrile  course,  one  would  naturally  have 
to  suspect  a subacute  bacterial  endocarditis. 

Dr.  Gupta:  The  cardiac  murmur  was 

heard  initially  but  at  other  times  was  not 
audible.  Also,  in  the  latter  part  of  the  pa- 
tient’s course,  the  lungs  were  so  filled  with 
rales  that  heart  sounds  were  difficult  to 
hear.  The  3 routine  blood  cultures  were  re- 
ported as  negative. 

Fidel  Brigino,  M.D.:  Dr.  Karpas,  is 

there  any  way  to  determine  by  the  study  of 
the  bone  marrow  whether  the  patient  had  a 
B12  deficiency  rather  than  a folic  acid 
deficiency? 

Charles  M.  Karpas,  M.D.:  No,  there 

is  no  definite  way  that  I know  of  to  dis- 
tinguish between  these  two  conditions  by 
the  morphology  of  the  bone  marrow  alone. 

Dr.  Brigino:  I would  like  to  bring  up 

the  possibility  that  the  patient  might  have 
had  pernicious  anemia  following  the  gas- 
trectomy; also  the  possibility  that  in  this 
situation  the  administration  of  folic  acid 
might  simply  have  aggravated  the  neuro- 
logic picture,  particularly  the  mental 
symptoms. 

Dr.  Flynn:  Your  reasoning  is  abso- 

lutely correct.  However,  as  far  as  we  were 
able  to  determine,  the  patient  did  not  have 
any  progression  of  a peripheral  neuropathy. 
Furthermore,  the  bone  marrow  was  not 
megaloblastic.  Your  point  with  regard  to 
folic  acid  should  never  be  forgotten  in  treat- 
ing such  a patient. 

Winslow  S.  Edgerly,  M.D.:  If  Dr. 

Fong  needs  to  search  for  an  unusual  and 
hidden  element  in  this  clinical  picture,  it  is 
reasonable  to  suggest  the  possibility  of  neo- 
plasm, particularly  in  a clinical  situation  of 
progressive  deterioration.  One  would  nat- 
urally think  first  of  a hepatoma  superim- 
posed on  a cirrhosis. 

Bernard  Kabakow,  M.D.:  Is  it  possi- 

ble that  the  patient  had  an  hepatic  vein 
thrombosis? 

Dr.  Flynn:  I suppose  the  progression 

of  the  edema  and  the  ascites  in  the  patient’s 
later  hospital  course  might  suggest  this,  but 
the  patient  did  not  have  a progressively  en- 
larging liver  so  far  as  could  be  determined 
by  palpation. 

Dr.  Gupta:  We  wondered  if  the  high 

lymphocyte  count  in  the  ascitic  fluid  was 
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sufficient  to  suggest  that  the  patient  had  a 
tuberculous  peritonitis.  Also,  we  thought 
that  the  bleeding  might  have  been  due  to  a 
stress  ulcer. 

Dr.  Bronstein:  With  the  occurrence  of 

diarrhea,  I should  like  to  think  there  might 
have  been  information  gained  from  the  cul- 
ture of  the  stool  and  examination  of  the 
stool  for  ova  and  parasites. 

Dr.  Flynn:  The  careful  review  of  the 

patient’s  chart  suggests  that  the  diarrhea 
almost  entirely  preceded  admission  to  the 
hospital  and  that  it  apparently  subsided 
coincidental  with  the  abstinence  from  alco- 
hol after  admission.  The  only  episode  of 
diarrhea  which  occurred  in  the  hospital  was 
associated  with  a bloody  stool,  and  we  felt 
that  this  was  the  result  of  the  hemorrhage 
rather  than  an  enteritis. 

Clinical  diagnoses 

1 . Laennec’s  cirrhosis 

2.  Progressive  hepatic  failure 

3.  Urinary  tract  infection 

4.  Lower  gastrointestinal  bleeding  (? hem- 
orrhoids) 

Dr.  Fong’s  diagnoses 

1 . Laennec’s  cirrhosis  with  liver  failure 

2.  Hepatic  coma 

3.  ? Ascending  cholangitis 

4.  Gastrointestinal  bleeding,  possibly  due 
to  internal  hemorrhoids,  aggravated  by  portal 
hypertension  and  cirrhosis 

5.  Status  post-subtotal  gastrectomy 

Pathologic  report 

Dr.  Moumgis:  On  opening  the  abdo- 

men, the  liver  was  found  to  be  considerably 
enlarged,  weighing  2,000  Gm.  and  showing 
the  nodularity  of  a portal  cirrhosis.  There 
was  definite  evidence  of  portal  hypertension 
as  reflected  by  5,000  cc.  of  ascitic  fluid,  the 
enlarged  spleen,  and  the  passive  congestion 
throughout  the  lower  esophagus  and  stom- 
ach. The  gastrojejunostomy  was  intact 
and  showed  no  remarkable  changes.  Mi- 
croscopic sections  of  the  liver  revealed  ex- 
tensive and  severe  fatty  involvement  of  the 
hepatocytes  as  well  as  the  presence  of  cyto- 
plasmic Mallory  inclusion  bodies.  The 
portal  areas  showed  definite  fibrosis  with 


FIGURE  2.  Section  of  liver  illustrating  prominent 
fatty  changes,  portal  fibrosis,  and  inflammatory 
cell  infiltrate  hematoxylin  and  eosin  stain). 


slight  lymphocytic  infiltration  and  bile 
duct  proliferation  (Fig.  2).  The  fibrous 
tissue  extended  between  the  portal  areas 
with  a loss  of  central  vein  orientation  and 
with  conspicuously  dilated  lymphatics. 
Examination  of  the  gastrointestinal  tract 
revealed  anal  hemorrhoids  as  the  only  ob- 
vious source  of  bleeding. 

However,  the  surprising  findings  in  this 
case  were  those  within  the  chest.  The 
right  pleural  cavity  contained  2,000  cc.  and 
the  left  pleural  space  800  cc.  of  a serosan- 
guineous  fluid.  Examination  of  the  lungs 
revealed  consolidation  of  both  lower  lobes 
associated  with  minimal  thickening  and 
opacity  of  the  pleural  surfaces.  The  cut 
surfaces  of  these  lower  lobes  revealed  nu- 
merous irregular  and  occasionally  coalesc- 
ing areas  of  yellowish  necrosis  without  evi- 
dence of  cavitation.  Microscopic  study  of 
these  necrotic  masses  showed  no  recogniza- 
ble cellular  elements  although  the  more  pe- 
ripheral areas  were  characterized  by  a 
marked  infiltration  with  neutrophils.  In 
the  larger  necrotic  zones  the  lung  frame- 
work had  completely  disintegrated  al- 
though other  areas  showed  a ghost-like 
architecture  (Fig.  3A).  There  were  dis- 
tinct segments  of  the  lower  lobes  which 
were  occupied  by  a large  number  of  “epi- 
thelioid” tubercles  with  numerous  giant 
cells  (Fig.  3B).  Within  the  tubercles  were 
small  to  moderate-sized  necrotic  foci. 
Only  an  occasional  epithelioid  tubercle  was 
surrounded  by  a zone  of  fibrosis.  The 
majority  of  necrotic  areas  were  without  epi- 
thelioid cells,  giant  cells,  or  any  evidence  of 
organized  fibrosis.  It  is  clearly  evident 
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FIGURE  3.  Section  of  lung  illustrating  (A)  extensive  necrosis  with  no  evidence  of  granulomatous  reac- 
tion; and  (B)  typical  tuberculous  granuloma  characterized  by  numerous  epithelioid  and  Langhans’ 
giant  cells  about  central  necrotic  focus  (hematoxylin  and  eosin  stain). 


FIGURE  4.  (A)  Acid-fast  stain  (Ziehl-Neelsen)  demonstrating  tubercle  bacilli.  Arrows  indicate  organisms 
(oil  emersion  X 565).  (B)  Caseous  necrosis  and  Langhans’  giant  cells  in  spleen  (hematoxylin  and  eosin 
stain). 


that  endobronchial  dissemination  of  vary- 
ing chronologic  ages  was  present  ranging 
from  an  acute  pneumonic  process  to  a stage 
of  advanced  necrosis.  Special  stains  re- 
vealed numerous  acid-fast  organisms,  the 
majority  of  which  were  localized  in  the 
necrotic  areas,  particularly  in  those  without 
giant  cells  or  epithelioid  tubercle  formation 
(Fig.  4A).  Post-mortem  cultures  also  grew 
out  atypical  Mycobacteria  of  the  Kansasii 
group. 

On  a meticulous  search  for  tuberculous 
involvement  of  the  hilar  lymph  nodes,  we 
uncovered  a small  focus  of  necrosis  without 
associated  epithelioid  tubercle  formation  or 
giant  cells.  Here  special  fluorescent  mi- 
croscopy and  stains  revealed  only  an  occa- 
sional tubercle  bacillus. 

There  was  enlargement  and  congestion  of 


the  spleen.  Several  small  necrotic  foci  with 
only  occasional  epithelioid  and  giant  cells 
were  demonstrated  (Fig.  4B).  Tubercle 
bacilli  were  evident  by  acid-fast  stain. 
Since  there  is  no  specific  morphologic 
change  of  the  spleen  in  clinical  cases  of  hy- 
persplenism,  we  can  only  speculate  on  the 
role  that  the  spleen  played  in  this  patient’s 
relatively  refractory  anemia  and  generally 
low  white  blood  count.  At  autopsy,  as 
during  life,  the  bone  marrow  showed 
marked  hyperplasia  with  an  increase  in  the 
erythroid  series. 

Dr.  Fong:  I gather  from  your  descrip- 

tion that  the  tuberculosis  was  largely  con- 
fined to  the  lower  third  of  each  lower  lobe  of 
the  lung.  This  is  most  surprising  in  view  of 
the  very  slight  changes  shown  on  the  x-ray 
films  of  the  chest.  Basilar  tuberculosis  is 
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found  unilaterally  in  only  about  5 per  cent 
of  clinical  pulmonary  tuberculosis;  bilat- 
eral distribution  of  this  type  is  found  in  an 
even  smaller  percentage.  I assume  this 
must  have  been  a bronchogenic  spread,  but 
do  we  have  any  other  focus  from  which  it 
could  have  originated? 

Dr.  Moumgis:  No,  I could  find  no 

other  areas  of  tuberculosis  in  the  lung  itself 
which  might  have  served  as  an  original 
focus. 

Dr.  Fong:  Also,  I would  have  expected 

you  to  find  some  other  evidence  of  tubercu- 
losis, for  example,  in  the  liver  and  kidneys 
rather  than  simply  in  the  spleen  alone,  if 
there  had  been  a widespread  hematogenous 
dissemination. 

Dr.  Moumgis:  In  spite  of  a careful 

search  through  the  liver  and  the  kidneys,  I 
could  find  no  evidence  of  such  a hematoge- 
nous spread. 

I would  like  to  point  out  that  finding  the 
necrotic  lymph  node  raises  the  question  as 
to  whether  we  are  dealing  with  a progressive 
primary  or  a progressive  reinfection  tuber- 
culosis. Many  pathologists  in  the  past 
placed  a great  deal  of  emphasis  on  the  no- 
tion that  a necrotic  focus  in  a lymph  node 
was  acceptable  as  evidence  of  a primary 
type  of  infection.  It  soon  became  evident, 
however,  through  the  work  of  Medlar1  that 
little  reliance  could  be  placed  on  using 
necrotic  lymph  nodes  as  the  sole  criterion 
for  diagnosis  of  primary  tuberculosis.  Dr. 
Medlar’s  meticulous  studies  included  serial 
sections  of  the  lung  which  showed  that  in 
addition  to  necrotic  lymph  nodes  the  lungs 
would  almost  always  show  some  small 
fibrotic  or  calcific  foci,  thus  suggesting  that 
one  was  dealing  with  a reinfection  process. 
In  distinguishing  a primary  progressive  tu- 
berculosis from  a reinfection,  another  factor 
of  importance  is  the  age  of  the  patient. 
Adults  under  thirty  years  of  age  who  die  of 
tuberculosis  generally  have  the  primary 
progressive  type.  In  patients  over  fifty 
years  of  age  tuberculosis  leads  to  death 
largely  because  of  a progressive  reinfection 
type  of  disease.  Furthermore,  it  is  ex- 
tremely unlikely  that  tuberculosis  of  the 
primary  type  would  present  such  an  exten- 
sive bilateral  basal  distribution  of  pulmo- 
nary lesions. 

Dr.  Flynn:  Could  you  hazard  a guess 

as  to  the  age  of  these  tuberculous  lesions, 
Dr.  Moumgis? 


Dr.  Moumgis:  In  experimental  tuber- 

culosis, necrotic  lesions  can  arise  as  early  as 
two  weeks,  depending  on  the  dosage  of  the 
inoculum  as  well  as  the  response  of  the  host. 
However,  in  this  case,  the  finding  of  fibrous 
capsules  around  some  areas  of  caseation 
suggest  that  the  condition  must  have  been 
present  approximately  four  to  five  weeks. 

Dr.  Flynn:  Is  there  any  way  to  dis- 

tinguish morphologically  between  the  typi- 
cal and  atypical  forms  of  tuberculosis? 

Dr.  Moumgis:  No,  not  between  the  so- 

called  atypical  and  perfectly  typical  forms 
of  Mycobacterium  infections.  However, 
it  is  well  known  that  progressive  disease  due 
to  overwhelming  numbers  of  atypical  My- 
cobacterium can  produce  a bizarre  and 
often  catastrophic  course.  But,  as  far  as 
the  lung  lesions  and  microscopic  character- 
istics only  of  the  bacterium  we  cannot  dis- 
tinguish between  Mycobacterium  tubercu- 
losis and  Mycobacterium  Kansasii. 

Dr.  Flynn:  Mrs.  Boman,  can  you  indi- 

cate some  of  the  problems  which  the  bacte- 
riologist has  in  isolating  the  atypical 
Mycobacteria? 

Mrs.  Isabel  Boman:  Unlike  the  Myco- 

bacterium tuberculosis,  recovery  of  the 
atypical  strains  is  accomplished  rather  in- 
consistently. It  is  a problem  to  grow  them 
out  in  adequate  numbers  even  in  the  pres- 
ence of  a positive  smear.  Even  the  newer 
methods  for  increasing  the  growth  potential 
of  the  typical  Mycobacterium,  such  as  in- 
creased carbon  dioxide  tension,  do  not  help 
the  growth  of  the  atypical  Mycobacterium. 
Once  the  atypical  forms  are  isolated,  the 
methods  of  identification  are  reasonably  ac- 
curate, in  particular,  through  type  pigmen- 
tation and  through  rate  of  growth.  Inci- 
dentally, these  forms  fail  to  be  pathogenic 
for  guinea  pigs  or  rabbits;  they  are  usually 
niacin-negative,  catalase-positive,  and  fail 
to  grow  in  Thioglycolate  media.2,3  It  is  of 
interest  to  note  that  arylsulphatase  helps  to 
differentiate  the  Runyon  group  IV,  the  so- 
called  rapid  growers,  from  the  other  three 
groups.4  The  organism  we  identified  here 
is  from  group  I,  the  photochromogens,  more 
specifically,  Mycobacterium  Kansasii.6 

Dr.  Karpas:  A real  enigma  in  this  case 

is  the  bilateral  lower-lobe  involvement. 
It  is  possible  that  a person  with  a markedly 
lowered  general  resistance  might  develop 
simultaneous  bilateral  lower-lobe  involve- 
ment by  the  aerogenous  route.  It  is  most 
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likely  that  the  lesion  arose  in  one  lower  lobe, 
and  as  was  suggested  by  Auerbach6  who  re- 
viewed this  case,  the  spread  to  the  other 
lower  lobe  might  well  have  been  by  an  endo- 
bronchial pathway. 

Dr.  Fong:  Now,  with  this  knowledge 

of  the  postmortem  findings,  I would  cer- 
tainly favor  the  diagnosis  of  a fatal  infection 
with  the  atypical  Mycobacterium.  It  is 
interesting  that  in  this  case  in  spite  of  wide- 
spread bilateral  lower-lobe  involvement, 
there  was  very  little  evidence  of  dissemina- 
tion elsewhere  in  the  body  except  for  a few 
foci  in  the  spleen.  The  atypical  bacterium 
rarely  causes  a dissemination,  but  when 
that  does  occur  it  is  usually  related  to  a 
strikingly  poor  resistance  on  the  part  of  the 
patient.  When  atypical  Mycobacteria 
cause  extrapulmonary  disease,  we  are  liable 
to  find  necrosis  without  a prominent  granu- 
lomatous reaction  in  spite  of  numerous 
bacilli,  both  intra-  and  extracellular.  We 
are  forced  to  believe  that  atypical  bacteria 
were  the  cause  of  the  pulmonary  lesions  in 
this  case,  since  at  no  time  could  we  grow 
out  Mycobacterium  tuberculosis  organisms 
themselves.  It  is  an  uncomfortable 
thought  that  in  spite  of  their  low  pathoge- 
nicity, these  organisms  are  very  resistant  to 
the  usual  antituberculosis  drugs  and  can 
sometimes  cause  a fatal  outcome.  Natu- 
rally, host  resistance  plays  a great  role. 

Dr.  Flynn:  Studies  by  the  U.S.  Public 

Health  Service  of  newly  identified  cases  of 
ordinary  pulmonary  tuberculosis  have 
shown  that  household  contacts  of  these 
cases  are  five  times  more  liable  to  contract 
the  disease  than  nonhousehold  contacts. 
But  with  atypical  Mycobacterium  infec- 
tion, household  contacts  do  not  develop  the 
disease.  Presumably  the  reason  is  that  the 
person  who  develops  and  often  dies  of  the 
atypical  infection  must  also  have  another 


seriously  debilitating  disease,  for  example, 
cirrhosis  of  the  liver  as  in  this  case. 

Atypical  Mycobacteria  were  identified 
well  before  the  era  of  effective  antitubercu- 
lous medication  and  cannot  be  attributed  to 
mutations  following  widespread  use  of  such 
antibiotics.  Skin  testing  shows  that  large 
segments  of  the  population  have  developed 
immunity  to  the  atypical  Mycobacteria; 
such  individuals  tend  to  show  less  vigorous 
but  positive  reactions  to  regular  tuberculin. 
The  suggestion  has  been  offered  but  not 
proved  that  the  gradual  increase  in  popula- 
tion-resistance to  ordinary  tuberculous  in- 
fection in  the  past  half  century  might  be 
due  in  great  part  to  very  mild  but  wide- 
spread infection  with  the  atypical 
Mycobacteria.7 

Final  diagnoses 

1.  Bilateral  lower  lobe  atypical  tuberculo- 
sis (M.  Kansasii)  with  hematogenous  in- 
volvement of  the  spleen 

2.  Bilateral  pleural  effusion 

3.  Laennec’s  cirrhosis,  portal  hyperten- 
sion, and  congestive  splenomegaly  ( ?hyper - 
splenism) 
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Traumatic  Avulsion  of  Ischial 
Epiphysis  Simulating  Neoplasm 


Case  history 

Richard  D.  Kittredge,  M.D.:  A sev- 

enteen-year-old  man  was  referred  to  the  St. 
Luke’s  Hospital  Center  for  treatment  of  a 
mass  below  the  right  ischium  that  was 
thought  to  be  a malignant  bone  tumor. 

Six  months  prior  to  admission  he  was  in- 
jured during  football  practice.  At  that 
time  he  noted  a sudden  pain  in  his  right 
buttocks  which  felt  like  a “torn  muscle.” 
In  subsequent  months  the  acute  symptoms 
subsided,  but  pain  was  constantly  present. 
Nevertheless,  he  was  able  to  continue  his 
athletic  training  until  three  weeks  prior  to 
admission  when  he  was  seen  by  a surgeon 
who  took  a biopsy  of  a mass  associated  with 
the  right  ischium. 

The  pathologic  impression  at  that  time 
included  the  strong  possibility  of  a malig- 
nant tumor,  and  the  patient  was  referred  for 
further  study  and  treatment.  He  had  al- 
ways enjoyed  good  health.  The  physical 
examination  and  laboratory  data  were  nor- 
mal except  for  the  mass  and  evidence  of  re- 
cent biopsy. 

Radiographic  discussion 

Dr.  Kittredge:  Roentgenograms  of 

the  pelvis  showed  a mass  containing  calcifi- 
cation and  ossification  extending  interiorly 
from  the  right  ischial  tuberosity  (Fig.  1). 
A central  defect  probably  represents  the 
former  biopsy  site. 


It  was  our  impression  that  this  repre- 
sented a traumatic  avulsion  of  an  ununited 
ossification  center  of  the  ischial  tuberosity 
caused  by  the  trauma  six  months  prior  to 
admission. 

Healing  and  callus  formation  during  the 
six-month  interval  had  resulted  in  the  ossi- 
fied mass  lesion. 

Despite  the  question  of  a malignant  con- 
dition raised  by  the  previous  biopsy,  the 
roentgen  findings  indicated  a post-trau- 
matic epiphysial  separation  rather  than  a 
bone  neoplasm. 

Surgical  discussion 

David  M.  Bosworth,  M.D.:  Since  the 

lesion  of  the  right  ischium  was  not  clearly 
established  and  since  the  previous  patho- 
logic report  suggested  the  possibility  of  neo- 
plasm, a biopsy  and  partial  resection  of  the 
right  ischium  were  performed.  Under  gen- 
eral anesthesia  and  through  a curved  inci- 
sion at  the  medial  buttock  margin,  the  is- 
chium was  approached,  and  the  lateral 
third  of  the  ascending  ramus  and  the  tuber- 
osity of  the  ischium  were  partially  removed. 
The  operative  findings  disclosed  an  osseous 
cap  with  a soft-tissue  attachment.  Be- 
neath this  there  was  semicartilaginous 
material  with  overlying  sclerotic  bone. 

After  the  incision  was  closed,  the  patient 
was  returned  to  the  recovery  room  in  good 
condition. 
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FIGURE  1.  Roentgenograms  of  pelvis.  (A)  Mass 
containing  calcification  and  ossification  associated 
with  right  ischial  tuberosity.  Central  defect  rep- 
resents former  biopsy  site.  (B)  Enlarged  photo- 
graph of  involved  area. 

Pathologic  discussion 

Harold  P.  Gaetz,  M.D.:  Specific 

areas,  deep  marginal  and  central  of  the 
mass,  were  biopsied.  The  bony  portions, 
some  with  attached  soft  tissue,  were  grossly 
not  remarkable,  while  microscopically  vary- 
ing only  in  the  relative  proportions  of  carti- 
lage, granulation  tissue,  and  new  bone. 

The  new  bone  formation  was  almost  en- 
tirely appositional,  being  laid  against  previ- 


FIGURE  2.  Decalcified  biopsy  specimen. 


ous  trabeculae,  accentuating  the  radiopac- 
ity  of  the  lesion.  The  granulation  tissue 
represented  an  admixture  of  recent  and  old. 
The  former,  repair  reactions  to  the  recent 
biopsy,  could  not  be  disentangled  from  the 
old. 

Figure  2 represents  a most  significant 
area.  It  reveals  several  points  on  which 
the  diagnosis  depends.  In  the  lower  right 
corner  is  a bar  of  hyaline  cartilage.  The 
chondrocytes  have  a random  distribution. 
Mature  granulation  tissue  interrupts  the 
thin  cortical  osseous-cartilaginous  interface. 
Dense  thickened  trabeculae  of  medullary 
bone  are  present,  while  osteoblasts  are 
palisaded  along  peripheral  seams  of  osteoid. 

The  preceding  illustration  in  comparison 
with  avulsed  tibial  tubercles  has  this  simi- 
larity: a reparative  reaction  of  granulation 
tissue  in  the  cortical  osseous-cartilaginous 
interface  deficits. 1 

Any  new  bone  formation  was  only  apposi- 
tional to  previously  existing  trabeculae,  un- 
like parosteal  osteogenic  tumors,  while 
cartilaginous  elements  were  mature,  thus 
excluding  the  diagnosis  of  cartilage  tumors. 

The  low  incidence  of  cases  of  ischial 
apophysial  avulsion  makes  it  such  a rare 
occasion  that,  unless  a good  history  is 
taken,  the  entity  may  appear  to  be  a patho- 
logic separation.  However,  the  roentgeno- 
graphic  picture  would  be  highly  suggestive, 
and  adequate  biopsy  material  demonstrat- 
ing the  reparative  processes  would  be 
confirmatory. 

Comment 

Dr.  Kittredge:  During  exercise,  con- 

traction of  the  hamstring  muscle  group  can 
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result  in  traumatic  avulsion  of  the  ununited 
ossification  center  of  the  ischial  tuber- 
osity.2-5 

This  occurs  between  the  ages  of  puberty 
and  twenty-five  years  and  corresponds 
with  the  time  of  appearance  of  the  ossifi- 
cation center  and  its  fusion  to  the  ischial 
tuberosity. 

The  usual  history  is  a severe  sudden  onset 
of  pain  in  the  buttocks  or  hip  region  fol- 
lowed by  swelling  and  signs  of  acute 
trauma.  Local  tenderness  is  usually  pres- 
ent on  physical  examination  at  the  time  of 
injury.  If  roentgenograms  are  obtained 
during  the  acute  period,  a small  rim  of  bony 
density  can  be  identified  and  represents  the 
avulsed  apophysis.  Roentgenograms 
taken  later  in  the  patient’s  course  will  re- 
flect the  healing  process  about  the  crescen- 
tic mass  of  bone  lying  in  the  soft  tissues  just 
inferior  to  the  ischial  tuberosity.  It  may 
be  misinterpreted  as  myositis  ossificans,  a 
calcified  hematoma,  or  neoplasm.  Com- 
monly, the  mass  is  excised.  However,  if 
left  alone,  the  process  is  self-limiting,  and  a 
normal  healing  process  ensues,  often  with 
resultant  roentgenographic  asymmetry  of 
the  ischia. 

Nathaniel  Finby,  M.D.:  The  danger 


Allergy  among 
U.S.  schoolchildren 

Of  1,842  schoolchildren,  five  to  fifteen  years  of 
age,  surveyed  by  a questionnaire,  447  (24.3  per 
cent)  had  medically  verified  allergies.  Results 
of  this  study,  reported  in  a recent  issue  of 
Clinical  Pediatrics  by  H.  I.  Arbeiter,  M.D., 
substantially  agreeing  with  those  of  other  in- 
vestigators, support  the  impression  that  among 
children,  the  incidence  of  allergy  is  much  higher 
than  10  per  cent  estimated  for  the  general 
population  of  the  United  States.  Thought  to  be 
allergic  were  another  5.5  per  cent  of  the  pupils, 
but  because  medical  verification  was  lacking, 
these  were  excluded  from  the  analysis. 

The  locale  was  Munster,  outside  of  Chicago, 
where  2,001  questionnaires  were  sent  out  in  all, 
but  only  1,842  considered  for  analysis. 

In  the  allergic  group,  there  were  55  instances 
of  contact  dermatitis,  or  a total  of  3 per  cent. 
There  were  108  instances  of  hives,  making  a 
total  of  5.9  per  cent  with  a uniform  age  dis- 
tribution. Food  allergies  were  reported  for 


of  radical  surgical  therapy  such  as  amputa- 
tion or  hemipelvectomy  for  presumed  osteo- 
genic sarcoma  or  chondrosarcoma  may  be 
minimized  if  roentgen  results  are  carefully 
studied  in  association  with  the  clinical 
history  and  histologic  findings.  The  prob- 
lem is  complicated  by  the  frequency  with 
which  trauma  is  associated  with  the  dis- 
covery of  occult  bone  neoplasms,  benign  or 
malignant. 

It  is  worthy  of  note  that  the  differential 
diagnosis  between  myositis  ossificans,  epi- 
physial fracture  or  unusual  callus  forma- 
tion, and  malignant  bone  neoplasm  can  be 
extremely  difficult,  on  occasion,  both  radio- 
graphically and  histologically.  It  is  there- 
fore important  to  be  familiar  with  the  vari- 
ous roentgen  patterns  of  myositis  ossificans, 
unusual  epiphysial  fractures,  and  bizarre 
callus  formation  after  trauma. 
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6.6  per  cent.  As  for  age  categories,  the  five-  to 
six-year-olds  and  nine-  to  twelve-year-olds  were 
near  average.  The  seven-  to  eight-year-old 
group,  however,  had  an  average  of  9.3  per  cent. 
The  percentage  was  the  lowest  in  the  oldest 
group,  the  twelve-  to  fifteen-year-olds,  for  4.9 
per  cent.  Hives  led  in  the  list  of  symptoms 
caused  by  foods:  67  times.  Nasal  allergy  was 
next  with  59  checks.  Headache,  abdominal 
cramps,  asthma,  vomiting,  and  diarrhea  fol- 
lowed in  that  order  with  from  18  to  10  checks. 
An  attempt  was  made  to  determine  the  most 
common  allergens.  The  distribution,  as  re- 
ported, is  as  follows:  pollens,  151;  house  dust, 
131;  feathers,  101;  animal  hair,  100;  foods, 
95;  and  molds,  88.  Except  for  penicillin,  bio- 
logicals,  drugs,  and  chemicals  were  so  varied 
and  the  numbers  so  small  that  the  figures  were 
meaningless.  Sensitivity  to  penicillin  was  re- 
ported for  40  of  the  children  (over  2 per  cent). 
Eight  children  (0.4  per  cent)  were  allergic  to 
sulfonamides.  The  very  similar  incidence  of 
asthma  and  eczema  in  all  the  age  groups  in  this 
study  lends  support  to  the  contention  that 
most  allergies  have  become  established  by  the 
sixth  year  of  life. 
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Some  basic  problems  in  skin  biology  re- 
main unsolved.  Among  them  is  the  chem- 
ical nature  of  the  pigments  of  blond  and  red 
hair.  The  blond  hair  color  in  some  meta- 
bolic disorders,  as  in  phenylketonuria,  has 
a simple  explanation,  the  lack  of  adequate 
amounts  of  tyrosine,  the  precursor  of  the 
black  and  brown  melanins.  Other  hair 
changes  are  not  at  all  understood:  the  red- 
blond  hair  color  of  infants  with  kwashior- 
kor, or  the  “bleaching”  in  homocystinuria 
or  from  some  hypocholesteremic  agents 
such  as  triparanol. 

The  colors  of  natural  red  and  blond  hair 
have  been  explained  with  a variety  of  bio- 
syntheses of  the  yellow-red  pigments,  the 
so-called  pheomelanins. 1 None  of  these 
theories  seems  to  apply  to  human  pigmen- 
tation. Their  advocates  bypassed  the  only 
well-established  fact  in  this  field:  the  con- 
sistent presence  in  bright  red  human  hair  of 
an  iron  pigment,  the  subject  of  this  report. 

Iron  pigments  of  red  hair  and  feathers 

In  1878,  the  brilliant  British  mineral- 
ogist, Sorby,2  extracted  this  “pink  con- 
stituent” by  boiling  bright  red  human  hair 
with  acids  and  described  some  of  its  salient 

* This  investigation  was  supported  by  Public  Health 
Service  Research  Grant  AM  10046  from  the  Division  of  Re- 
search Grants,  National  Institutes  of  Health,  Bethesda, 
Maryland. 


features.  It  could  not  be  found  in  hair  of 
any  other  color.  Sixty-five  years  later  it 
was  rediscovered,  isolated,  characterized 
as  a unique  ferri-organic  compound  of  un- 
known composition,  and  was  named  “tri- 
chosiderin.”3  Characteristic  properties  of 
this  pigment,  as  obtained  from  hair  after 
two  hours  boiling  with  0.1-normal  hydro- 
chloric acid,  are  an  indicator  behavior  (re- 
versible change  from  red  to  yellow  above 
pH  2),  neutral  isoelectric  point,  and  a broad 
absorption  band  in  the  visible  (maximum 
at  about  535  millimicrons)  below  pH  2. 4 
Under  milder  conditions  (alkaline  extraction 
at  room  temperature)  the  pigment  may  be 
obtained  as  an  orange-yellow  solution  which 
is  presumably  its  natural  color.  With 
five  minutes  of  boiling  in  acids,  this  “pro- 
topigment” is  converted  to  trichosiderin. 

The  impetus  for  extending  this  work 
came  from  suggestions  that  similar  pig- 
ments may  exist  in  the  feathers  of  Rhode 
Island  red  chickens.5,6  From  this  source 
relatively  large  amounts  of  an  iron  pigment 
could  be  isolated.  In  spite  of  some  ap- 
parent chemical  differences  between  the 
avian  and  human  iron  pigments,  the  feather 
pigment  behaves  in  every  respect  like  its 
human  counterpart  and  serves  well  in  pilot 
experiments.7 

Chemical  studies  have  revealed  that  both 
types  of  pigment  in  all  their  forms  are  iron 
proteins.  By  repeated  splitting  with  acids, 
highly  colored  compounds  could  be  ob- 
tained with  a lower  molecular  weight  than 
of  any  heretofore  described  epidermal  pig- 
ment. Through  comparative  amino  acid 
analyses  of  feather  and  hair  pigments  and 
their  various  forms  and  derivatives,  it  is 
expected  that  insight  will  be  gained  into 
the  composition  of  these  substances. 

The  iron  pigment  is  a major,  probably 
the  major,  pigment  of  human  red  hair. 
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Previous  attempts  to  assign  the  iron  pig- 
ment a logical  role  in  the  coloration  of  red 
hair  foundered  on  the  paradoxical  fact  that 
although  two  hours  of  boiling  with  acids 
extracted  practically  all  iron  pigment  from 
human  hair,  yet  the  hair  color  remained 
virtually  the  same  as  before  extraction. 
Recently  this  puzzle  has  been  solved  by 
observing  a gradual  decomposition  of  the 
pigment  in  boiling  acids  with  a steady 
lowering  of  its  iron  content.  This  process 
eventually  leads  to  its  conversion  to  acid- 
insoluble  degradation  products.  From  iron 
analyses  of  human  hair  of  different  colors  it 
can  be  calculated  that  at  most  10  per  cent  of 
the  pigment  may  be  extracted  from  hair 
with  boiling  acids.8  Feathers,  being  looser 
structures,  yield  their  iron  pigment  in  much 
larger  quantities  and  in  shorter  time  than 
hair.  Prolonged  extraction  modifies  their 
original  color. 

Iron  requirements  for  red  pigment 

From  iron  analyses  of  human  red  hair 
we  may  gain  insight  into  the  quantitative 
aspects  of  iron  requirements  for  the  syn- 
thesis of  hair  pigment  in  red-haired  indi- 
viduals. These  calculations  are  based  on  a 
number  of  assumptions: 

1.  Red  hair,  on  the  average,  contains 
7 mg.  per  100  Gm.  more  iron  than  hair  of 
any  other  color.8  It  is  assumed  that  all 
“excess”  iron  is  in  the  form  of  trichosiderin. 

2.  In  its  original  form  in  the  hair  shaft 
the  pigment  contains  0.5  per  cent  iron. 

3.  Every  month  at  most  10  Gm.  of  hair 
is  replaced  or  grown.  This  is  a generous 
figure,  since  a single  haircut  yields  3 to  4 
Gm.  of  hair,  and  hair  on  most  parts  of  the 
body,  with  the  exception  of  scalp  and 
cheek,  is  replaced  on  the  average  twice 
yearly. 

Although  in  all  probability  the  same 
pigment  is  also  present  in  epidermal  pig- 
ment cells  not  associated  with  hair  roots, 
we  cannot  even  begin  to  estimate  the 
amounts  of  iron  required  for  the  epidermal 
pigmentation  of  red-haired  subjects. 
There  are  no  reliable  data  on  the  amount 
of  any  type  of  melanin  in  the  epidermis  nor 
on  its  rate  of  replacement.  Calculations 
are  restricted  therefore  to  hair. 

On  the  basis  of  the  preceding  figures, 
0.7  mg.  of  iron  must  be  replaced  monthly 
for  hair  alone.  In  comparison  with  over- 


all normal  iron  requirements,  this  figure 
is  negligible.  Nevertheless,  the  possibility 
of  depigmentation  in  red-haired  patients  in 
prolonged  iron-deficient  anemia  cannot  be 
excluded.  Such  a change  was  observed  in 
Rhode  Island  red  chickens  from  an  iron-de- 
ficient diet.910  A large  proportion  of 
these  animals  died  of  anemia  before  their 
feathers  turned  white.  The  iron  content 
of  the  depigmented  feathers  was  smaller 
than  before  initiation  of  the  diet. 

In  the  foregoing  presentation  it  was 
tacitly  assumed  that  iron  plays  a role  in  red 
pigmentation  by  providing  an  essential 
building  stone  in  the  synthesis  of  the  red 
pigment.  Unless  proved  otherwise,  this  is 
the  simplest  mechanism  for  the  depigmen- 
tation of  red  chickens  on  an  iron-deficient 
diet.  Yet  the  possibility  of  an  indirect 
effect  of  the  anemia  on  pigment  formation 
cannot  be  dismissed.  Thus  black  minks11 
and  rats12  lose  their  color  when  deprived  of 
iron,  an  effect  assumed  to  be  indirect.  The 
two  mechanisms  are  not  necessarily  mu- 
tually exclusive. 

The  discovery  of  the  iron  pigment  and 
its  major  role  has  exposed  new  gaps  in  our 
knowledge  of  human  pigmentation.  Only 
a few  shall  be  mentioned: 

The  synthesis  of  an  iron  protein  is  a rad- 
ically different  process  from  the  copper- 
enzyme  catalyzed  polymerization  of  the 
black  melanins.  Yet  the  two  processes 
are  in  some  way  interrelated.  Permanent 
conversion  of  red  hair  to  black  after  chloro- 
quine  intake,  the  dopa  positivity  of  red 
melanocytes,1  and  the  frequent  darkening 
of  the  red  hair  of  individuals  with  ad- 
vancing age  are  a few  examples  of  this  inter- 
dependence. It  is  unwarranted  to  assume 
a partly  shared  pathway  for  these  two  proc- 
esses1; all  the  observations  may  be  ac- 
counted for  by  two  coexistent  but  inde- 
pendent pathways  for  the  syntheses  of 
black  and  red  pigments. 

While  differences  in  the  morphology  of 
red  and  black  melanosomes,  the  particles 
synthesizing  the  pigments,  in  hair13  and 
feathers  have  been  reported,14  these  ob- 
servations must  be  extended  considerably 
before  we  will  understand  the  synthesis  of 
the  iron  pigment  on  a cellular  level. 

Finally,  a word  of  caution  is  in  order. 
Not  all  red  pigments  need  to  contain  iron. 
Artificial  oxidation  of  black  melanins  may 
yield  red  products4;  the  red  hair  of  Irish 
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setters  contains  no  trichosiderin,  and  it  is 
unlikely  that  synthesis  of  a new  iron  pro- 
tein would  redden  the  hair  of  infants  with 
kwashiorkor. 15 

Philadelphia,  Pennsylvania  19104 


References 

1.  Fitzpatrick,  T.  B.,  et  al .:  The  nature  of  hair  pigment, 

in  Montagna,  W.,  and  Ellis,  R.  A.:  The  Biology  of  Hair 
Growth,  New  York,  Academic  Press,  1958,  p.  255. 

2.  Sorby,  H.  C.:  On  the  colouring  matters  found  in 

human  hair,  J.  Anthropol.  Inst.  Great  Britain  8:  1 (1878). 

3.  Rothman,  S.,  and  Flesch,  P.:  Isolation  of  an  iron 

pigment  from  human  red  hair,  Proc.  Soc.  Exper.  Biol.  & 
Med.  53:  134  (1943). 

4.  Flesch,  P.,  and  Rothman.  S.:  Isolation  of  an  iron 

pigment  from  human  red  hair,  J.  Invest.  Dermat.  6:  257 
(1945). 

5.  Nickerson,  N.:  Relation  between  black  and  red 

melanin  pigments  in  feathers.  Physiol.  Zool.  19:  66  (1946). 

6.  Smyth,  J.  R.,  Jr.,  Porter,  J.  W.,  and  Bohren,  B.  B.: 
A study  of  pigments  from  red,  brown,  and  buff  feathers  and 
hair,  ibid.  24:  205  (1951). 


Procainamide-induced 
lupus  erythematosus  syndrome 


H.  S.  Sanford,  M.D.,  A.  K.  Michaelson, 
M.D.,  and  M.  M.  Halperin,  M.D.,  writing  in  a 
recent  issue  of  Diseases  of  the  Chest,  describe  the 
cases  of  2 elderly  patients  who  developed  the 
L.  E.  (lupus  erythematosus)  syndrome  after 
prolonged  therapy  (two  and  eleven  months, 
respectively)  with  procainamide.  Noting  that 
use  of  procainamide  in  arrhythmias  is  wide- 
spread, vigilance,  where  it  is  used  for  extended 
periods,  is  suggested,  since  lupus  erythematosus 
develops  insidiously.  In  these  2 patients,  the 
symptoms  gradually  subsided  after  discon- 
tinuance of  procainamide  and  institution  of 
corticosteroid  therapy. 

One  patient  was  a woman  of  sixty-nine,  the 
other  a man  of  seventy -four  years.  The  latter 
had  severe  arteriosclerotic  heart  disease  of  many 
years  duration  and  had  developed  premature 
ventricular  contractions  after  congestive  heart 
failure  precipitated  by  pneumonitis.  The  woman 
had  had  episodes  of  palpitation  since  the  age  of 
eighteen.  She  had  been  hospitalized  in  1963  for 
paroxysmal  nodal  tachycardia.  The  procaina- 
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mide  dose  was  750  mg.  to  1 Gm.  in  Case  1 and 
750  mg.  in  Case  2. 

The  woman  exhibited  a clear-cut  but  in- 
sidiously developing  L.  E.  syndrome  over  a 
two-year  period,  with  pleuritis,  pericarditis, 
arthralgias,  arthritis,  skin  rash,  and  positive 
L.  E.  cell  phenomenon.  The  earliest  symptoms 
appeared  two  months  after  the  patient  was 
started  on  procainamide  therapy.  Since  the 
causative  relationship  between  the  L.  E.  and 
procainamide  therapy  was  not  recognized,  the 
latter  was  not  discontinued  when  the  corticos- 
teroid therapy  was  started.  The  result  was 
only  a partial  suppression  of  the  L.  E.  symptom 
complex.  When  the  procainamide  was  finally 
discontinued  and  the  steroid  administered 
alone,  her  symptoms  gradually  receded  and  al- 
most entirely  disappeared.  Although  Case  2 
had  few  of  the  classic  manifestations  of  the 
L.  E.  syndrome,  he  had  arthralgias,  pleurisy,  and 
fever,  with  positive  L.  E.  phenomenon.  In 
his  case  the  symptoms  became  evident  eleven 
months  after  the  initiation  of  procainamide 
therapy.  The  simultaneous  administration  of 
corticosteroids  as  in  Case  1 resulted  only  in  a 
partial  suppression  of  the  symptoms.  Later, 
however,  when  the  procainamide  therapy  was 
discontinued,  all  signs  and  symptoms  of  lupus 
erythematosus  disappeared. 
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Many  cases  of  drug  addiction  are  with- 
out conspicuous  signs  of  narcotism  and  will 
not  be  diagnosed  by  the  initial  examiner.1'2 
Any  new  sign  which  might  aid  the  diagnosis 
is  therefore  helpful.  Gynecomastia,  a here- 
tofore undescribed  concomitant  of  drug  ad- 
diction, has  been  observed  by  us.  Two 
heroin  addicts,  both  with  gynecomastia,  are 
presented. 

Case  reports 

Case  1.  A thirty-five-year-old  male,  a 
known  heroin  addict,  was  admitted  to  the 
hospital  for  jaundice  of  several  days  dura- 
tion. He  had  had  jaundice  fourteen  years 
previously.  He  had  been  using  heroin  reg- 
ularly for  at  least  ten  years  and  irregularly 
for  several  years  before  then.  The  drug 
was  self-administered  intravenously,  and  he 
rarely  sterilized  the  injection  paraphernalia. 
He  noted  a mass  in  his  left  breast  a month 
prior  to  admission.  Examination  revealed 
a jaundiced  male  with  bilateral  gynecomas- 
tia, the  left  breast  mass  being  larger  than 
the  right.  There  was  beginning  finger 
clubbing  (Fig.  1).  His  heart,  lungs,  and 


FIGURE1.  Casel.  Heroin  addiction  with  hepatitis, 
gynecomastia,  and  clubbing. 


genitals  were  normal.  His  liver  was  mod- 
erately enlarged.  Laboratory  test  results 
showed:  cephalin  flocculation  3 plus,  thy- 
mol turbidity  14,  serum  glutamic  oxalopy- 
ruvic  transaminase  25  units,  alkaline  phos- 
phatase 10.4  (King- Armstrong  units),  total 
protein  7.1  Gm.  per  100  ml.,  albumin- globu- 
lin ratio  4:3.1,  bilirubin  1.7,  urine  and 
urobilinogen  positive,  frog  test  negative, 
and  chest  roentgenogram  normal. 

Case  2.  A twenty-seven-year-old  male, 
a known  heroin  addict  for  eight  years,  with 
gynecomastia  of  the  right  breast  for  seven 
years,  was  admitted  to  the  hospital  for 
plastic  surgery  of  the  breast.  He  also  gave 
a history  of  alcoholism.  He  drank  heavily, 
particularly  during  the  past  year.  Prior  to 
that  he  had  been  a steady  weekend  drinker 
for  three  years  and  an  occasional  drinker 
for  some  years  before  that.  Liver,  lung, 
and  heart  disease  were  denied.  Examina- 
tion revealed  a substantially  enlarged  right 
breast  (Fig.  2).  The  examiner  thought 
there  was  an  “expressate”  from  the  left  nip- 
ple, but  the  breast  was  not  grossly  enlarged. 
No  heart,  lung,  genital,  or  liver  disease 
could  be  detected  at  the  time  he  entered  the 
hospital.  Laboratory  test  results  showed: 
cephalin  flocculation  2 plus,  thymol  turbid- 
ity 6,  serum  glutamic  oxalopyruvic  trans- 
aminase 7 units,  alkaline  phosphatase  5.3 
(King- Armstrong  units),  bilirubin  1,  frog 
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FIGURE  2.  Case  2.  Heroin  addiction  with  gyneco- 
mastia. 


test  negative,  and  chest  roentgenogram 
normal. 

Comment 

Gynecomastia  has  been  noted  in  many 
different  clinical  settings.  Its  most  com- 
mon cause  is  pubertal  hormonal  imbalance. 
In  addition,  the  more  important  of  the  ill- 
nesses with  which  it  may  be  observed  are: 
chronic  respiratory  disease  of  almost  any 
type  including  cancer,  liver  disease,  endo- 
crinopathies  and  endocrine  tumors,  mal- 
nutrition, heart  disease,  diseases  of  the 
spinal  cord  and  nerves,  diabetes,  and  the 
ingestion  of  certain  drugs  such  as  diethyl 
stilbestrol  and  digitalis. 

In  the  2 patients  presented  here,  the 
gynecomastia  appears  causally  related  to 
liver  disease.  It  is  known  that  liver  disease 
may  be  associated  with  gynecomastia.  The 
pathogenesis  is  said  to  be  related  to  the  in- 
ability of  the  malfunctioning  liver  to  deac- 
tivate circulating  estrogen.3,4 

Hepatitis  among  intravenous  users  of 
narcotics  is  now  well  documented.1,2,5-12 
It  is  caused  by  the  use  of  contaminated  in- 
jection paraphernalia.  Epidemics  are  re- 
lated to  the  sharing  of  such  equipment.  In 
spite  of  the  increasing  awareness  of  this  re- 
lationship and  of  the  many  other  complica- 
tions, patients  without  the  conspicuous 
external  signs  of  intravenous  narcotism 
may  not  be  diagnosed.1  Rosenstein2  re- 
cently reported  an  epidemic  of  viral  hepa- 


titis in  narcotics  users.  Twenty-seven  pa- 
tients gave  a history  of  intravenous  drug 
use.  Of  these,  11,  or  41  per  cent,  were  not 
recognized  as  being  narcotic  addicts  by  the 
physician  attending  them  for  hepatitis. 
Any  newly  described  sign,  therefore,  such 
as  gynecomastia,  becomes  significantly 
helpful  since  it  may  alert  the  physician  to 
the  correct  diagnostic  possibility. 

Summary 

Gynecomastia,  a heretofore  undescribed 
concomitant  of  intravenous  drug  addiction, 
is  reported  in  2 patients.  The  probable 
cause  of  this  sign  is  hepatitis  contracted 
from  contaminated  injection  paraphernalia. 
The  implication  of  detecting  gynecomastia 
in  a young  male  is  clear.  If  the  gynecomas- 
tia is  not  otherwise  explained,  a directed  ef- 
fort should  be  made  to  exclude  the  diagnosis 
of  intravenous  narcotic  addiction. 
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Case  Report 


Disk  Rupture  with  Cauda 
Equina  Syndrome  After 
Chiropractic  Adjustment 

JOSEPH  RICHARD,  M.D. 
Peekskill,  New  York 


Chiropractic  adjustment  can  cause  se- 
rious or  fatal  injuries.  Most  of  the  pub- 
lished medical  and  legal  reports  have  dealt 
with  injuries  to  the  cervical  and  thoracic 
regions  of  the  spine  and  cord  and  to  the 
contents  of  the  posterior  fossa.  Many 
sorts  of  injuries  have  been  described,  in- 
cluding hemorrhage  into  the  cord  with 
hematoma  formation, 11 2 extradural  hem- 
orrhage,3 intervertebral  disk  rupture,4  dis- 
location of  the  atlas5  and  of  other  verte- 
brae,6 tearing  of  a lateral  sinus  with  fatal 
hemorrhage,7  and  vascular  thrombosis  with 
resultant  brain  and  cord  softening.  Smith 
and  Estridge8  recently  reviewed  reports  of 
thrombosis  following  adjustment  and  added 
3 new  cases. 

Perhaps  because  the  more  massive  lum- 
bar spine  can  better  withstand  the  thrusts 
and  twists  of  chiropractic  adjustment,  re- 
ports of  low-back  injury  following  ma- 
nipulation have  been  few.  Gelfand,  Ma- 
gana, and  Merlies9  described  a case  of  rup- 
ture of  an  intervertebral  disk  following 
low-back  adjustment  by  a chiropractor. 
Another  such  occurrence  was  recently  the 
cause  of  legal  action  in  New  York.10 
Fisher11  reported  a patient  with  sciatica 
who  developed  a complete  cauda  equina 
syndrome  after  a single  adjustment.  Fol- 
lowing surgical  removal  of  material  her- 
niated from  the  fifth  lumbar  to  first  sacral 
disk,  the  patient  regained  bowel,  bladder, 
and  motor  functions,  and  paresthesias  in 


the  buttocks  and  perineum  disappeared. 
This  case  is  quite  similar  to  the  one  re- 
ported here. 

Case  report 

A forty-one-year-old  woman  was  ad- 
mitted to  a hospital  because  of  intolerable 
burning  pain  in  the  buttocks  and  perineum 
and  extreme  weakness  of  the  legs.  Two 
years  before  admission,  the  patient  had  be- 
gun to  feel  transient  back  pain.  One  year 
later,  she  began  to  have  occasional  radia- 
tion of  pain  down  the  left  leg.  Six  months 
before  admission,  she  developed  more  se- 
vere back  and  leg  pain  with  some  radiation 
of  pain  and  paresthesias  into  the  buttocks. 
Symptoms  were  made  worse  by  lifting  or 
straining.  She  first  received  chiropractic 
treatment  at  this  time,  with  relief  of  the 
leg  pain  and  lessening  of  the  back  pain. 
About  three  weeks  prior  to  admission, 
after  doing  heavy  lifting,  the  patient  began 
to  have  increasing  pain  and  stiffness  in  the 
back  but  no  radiation  of  pain.  She  was 
unable  to  stand  straight.  Five  days  prior 
to  admission,  she  returned  to  the  chiro- 
practor. His  examination  showed  no  loss 
of  sensation  in  the  feet  or  legs.  As  he 
applied  pressure  over  the  sacrum,  the  pa- 
tient felt  sudden,  sharp,  intense  pain  in  this 
area,  weakness  and  tingling  “all  over,” 
and,  immediately  afterward,  found  herself 
unable  to  walk  without  help.  She  was  told 
that  she  was  “all  right”  and  that  “the 
treatment  would  help  the  leg  muscles  re- 
lax.” Over  the  next  few  days,  weakness 
in  the  legs  progressed,  the  patient  being 
able  to  walk  only  with  help  or  by  holding 
on  to  furniture.  Three  days  prior  to  ad- 
mission, she  developed  numbness  and 
tingling  in  the  buttocks  and  perineum. 
One  day  before  admission,  she  noticed  that 
she  was  urinating  less  frequently  and  was 
no  longer  aware  of  feeling  in  the  rectum. 
She  telephoned  the  chiropractor  and  was 
told  that  she  would  “be  all  right.”  She 
was  instructed  to  stand  on  her  toes  to 
stretch  her  leg  muscles.  On  the  day  of  ad- 
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mission,  several  hours  after  an  automobile 
ride,  the  patient  began  to  have  burning 
pain  in  the  rectum  and  perineum.  The 
pain  became  excruciating;  at  the  same 
time,  she  developed  extreme  weakness  of 
both  legs. 

Past  history  was  negative  except  for 
cholecystectomy  performed  nine  years  pre- 
viously. The  general  physical  examina- 
tion was  unremarkable.  Rectal  examina- 
tion revealed  complete  absence  of  sphinc- 
ter tone.  The  rectal  ampulla  was  packed 
with  feces.  Urine  (900  ml.)  was  obtained 
by  bladder  catheterization.  Neurologic 
examination  revealed  spine  tenderness  from 
the  fourth  lumbar  to  first  sacral  vertebrae. 
Strength  testing  was  limited  by  pain.  Ob- 
vious weakness  of  both  legs  was  present. 
Sciatic  tension  testing  on  the  right  caused 
bilateral  pain,  greater  on  the  right  side,  and 
sacral  paresthesias.  The  ankle  jerks  were 
absent.  Sacral  hypalgesia  was  present; 
marked  on  the  right,  slight  on  the  left. 
Routine  laboratory  studies  were  unre- 
markable except  for  moderate  acetonuria 
and  marked  bacteriuria.  The  cerebro- 
spinal fluid  protein  was  71  mg.  per  100  ml., 
sugar  67  mg.  per  100  ml.,  and  cell  count  0. 
Spine  films  were  unremarkable.  A myelo- 
gram showed  a complete  block  at  the  fourth 
to  fifth  lumbar  vertebrae  level. 

On  the  seventh  hospital  day,  laminec- 
tomy was  performed.  Three  large  frag- 
ments from  the  fourth  lumbar  disk  were 
found  compressing  the  cauda  equina  and 
were  removed  together  with  the  remainder 
of  the  disk.  The  fifth  lumbar  disk  was 
intact.  Bilateral  foraminotomy  was  done 
at  the  fifth  lumbar  vertebra  and  at 
the  first  sacral  vertebra  to  relieve  pressure 
on  swollen  nerve  roots.  In  the  following 
weeks,  the  patient  regained  bowel  and 
bladder  control  and  some  strength  in  the 
lower  extremities.  One  and  one-half  years 
later,  the  patient  still  felt  numbness  in  the 
right  leg  and  thigh.  She  was  continent  of 
both  urine  and  feces  but  could  not  sense 
bladder  fullness. 

To  obtain  further  insight  into  the  chiro- 
practic approach  to  back  pain,  I inter- 
viewed the  chiropractor  who  had  cared 
for  this  patient.  During  the  first  visit, 
the  chiropractor  had  checked  touch  and 
pain  sensation,  range  of  motion,  and  deep- 
tendon  reflexes  in  the  lower  extremities. 
These  were  said  to  have  been  normal. 


Sciatic  tension  testing  gave  negative  re- 
sults. Plantar  responses  were  flexor.  The 
Ely’s  and  Patrick’s  tests  were  said  to  show 
disease  of  the  right  sacro-iliac  joint.  Sev- 
eral special  studies  were  done.  The  var- 
ious lateral  curves  of  the  spine  were  plotted 
on  a chart.  The  patient  was  weighed  with 
each  foot  on  a separate  scale,  and  uneven 
distribution  of  weight  was  noted,  with  30 
pounds  more  being  borne  on  the  left  foot. 
Last,  the  patient’s  back  was  studied  with 
an  “analygraph,”  a machine  said  to  meas- 
ure skin  temperatures  and  thereby  indi- 
cate which  underlying  muscles  are  tense 
and  inflamed.  Abnormal  readings  were 
found  in  the  right  sacro-iliac  region.  The 
formulation  identified  the  patient’s  basic 
problem  as  an  unstable  right  sacro-iliac 
joint  with  excessive  anterior  tilt  of  the 
right  side  of  the  pelvis.  The  abnormal 
tilt  resulted  in  rotation  and  external  flare 
of  the  right  innominate  bone  and  marked 
spasm  of  the  lumbar  muscles.  Treatment 
consisted  of  (1)  efforts  to  replace  the  right 
ilium  in  its  normal  position  by  forcibly  ro- 
tating it  and  (2)  correction  of  secondary 
abnormal  curvatures  in  the  low  lumbar 
spine  and  cervical  spine  by  thrust  applied 
to  these  areas. 

Comment 

The  syndrome  of  cauda  equina  com- 
pression due  to  disk  prolapse  has  been  re- 
viewed in  detail  by  Jennet.12  The  patient 
under  discussion  followed  a course  quite 
similar  to  those  in  his  group,  with  attacks 
of  typical  sciatica,  onset  of  bilateral  pain, 
rapid  development  of  profound  bilateral 
weakness  and  sphincter  paralysis,  and  the 
finding  at  operation  of  large  disk  frag- 
ments compressing  the  cauda  equina.  In 
one  of  Jennet’s  25  cases  and  in  2 previously 
reported  cases  reviewed  by  him,  the  cauda 
equina  syndrome  followed  immediately  on 
manipulation  under  general  anesthesia 
by  a physician.  Jennet  concluded  that 
such  manipulation  was  dangerous.  One 
may  infer  that  the  danger  exists  irrespec- 
tive of  the  qualifications  of  the  manip- 
ulator. 

Disk  protrusion  was  not  part  of  the 
chiropractic  formulation  in  the  present 
case.  The  chiropractic  examination  seemed 
to  consist  mostly  of  detailed  measure- 
ments and  description  of  secondary  mus- 
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cle  spasm  and  postural  abnormalities. 
The  primary  lesion  was  thought  to  be  in- 
stability of  the  right  sacro-iliac  joint,  al- 
though this  joint  is  almost  completely  fixed 
in  the  adult.  Manipulation  was  done  in 
the  hope  of  repositioning  the  “abnormal” 
sacro-iliac  joint,  and  disk  rupture  resulted. 

This  case  illustrates  many  of  the  obsta- 
cles to  the  delivery  of  adequate  care  by  the 
chiropractor.  He  is  taught  that  most  dis- 
ease states  are  due  to  nerve  dysfunction 
caused  by  minor  vertebral  displacements 
or  subluxations  and  to  secondary  static 
skeletal  changes.  The  bizarre  diagnostic 
methods  that  result  from  application  of 
this  theory  were  described  here.  These 
will  not  lead  to  a correct  diagnosis.  At- 
tempts to  adjust  the  spine  and  correct  a 
subluxation  may  be  dangerous  for  two  rea- 
sons: (1)  The  force  applied  may  be  enough 
to  injure  normal  structures;  and  (2)  un- 
knowingly, force  may  be  applied  to  diseased 
or  weakened  structures,  as  in  the  present 
case. 

Adjustment  of  the  low  back  of  the  pa- 
tient with  lumbar  disk  disease  is  now  very 
rarely  used  by  physicians  because  of  its 
obvious  danger.  Since  the  chiropractor 
adjusts  almost  every  patient  and  may  not 


be  able  to  recognize  disk  disease,  a large 
part  of  his  patient  group  is  at  risk.  Risk 
could  be  justified  by  a reasonable  expec- 
tation of  benefit,  but  I know  of  no  properly 
controlled  study  showing  benefit  from 
chiropractic  treatment. 

1879  Crompond  Road 
Peekskill,  New  York  10566 
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Special  Article 


Jewish  Attitude 
Toward  Euthanasia 

FRED  ROSNER,  M.D. 
Brooklyn,  New  York 

Assistant  Director,  Division  of  Hematology, 
Department  of  Medicine, 
Maimonides  Hospital  of  Brooklyn 


T he  word  euthanasia  is  derived  from  the 
Greek  “eu”  meaning  well,  good,  or  pleasant 
and  “thanatos”  meaning  death.  Webster’s 
dictionary  defines  euthanasia  as  the  mode 
or  act  of  inducing  death  painlessly  or  as  a 
relief  from  pain.  The  popular  expression 
for  euthanasia  is  mercy  killing.  Perusal  of 
the  medical  literature  of  the  last  two  dec- 
ades reveals  a host  of  books,1  -3  articles,1  ~33 
editorials,34  -38  and  letters  to  editors  of 
journals39-41  dealing  with  this  subject. 
This  is  exclusive  of  the  legal,  theologic, 
psychologic,  and  social  literatures.  Even 
the  lay  press  is  replete  with  writings  on 
euthanasia42  dating  back  to  February,  1873, 
when  both  the  Fortnightly  Review  and  the 
Spectator  carried  feature  articles  on  the  sub- 
ject.8 A recent  lead  article  in  the  Times  of 
London  on  the  acquittals  of  parents,  rela- 
tives, and  a physician  charged  with  murder- 
ing a thalidomide-damaged  child  raised 
such  interest  from  readers  that  42  of  the 
numerous  letters  written  to  the  Times  in 
response  to  the  article  were  published  in  a 
subsequent  issue. 40 

There  is  thus  little  doubt  as  to  the  tre- 
mendous interest  in  euthanasia  today. 
The  present  report  is  an  attempt  to  review 
briefly  the  subject  of  euthanasia  by  provid- 
ing classification  and  terminology,  citing 
selected  examples,  describing  the  legal 
attitude  toward  euthanasia  in  various 


countries,  discussing  the  arguments  put 
forth  for  and  against  euthanasia,  briefly 
mentioning  the  Catholic  and  Protestant 
viewpoints  on  euthanasia,  and  finally  pre- 
senting in  detail  the  Jewish  attitude  toward 
euthanasia. 

Classification  and  terminology 

As  already  stated,  euthanasia  is  popu- 
larly spoken  of  as  “mercy  killing.”  A less 
painful  term  used  by  euthanasia  societies  is 
“merciful  release”32  or  “liberating  euthana- 
sia.”24 Some  people  classify  euthanasia 
into  three  types:  eugenic,  medical,  and 

preventive.24'28  A more  meaningful  classi- 
fication speaks  of  eugenic,  active  medical, 
and  passive  medical  euthanasia. 3 2 Eugenic 
euthanasia  would  encompass  the  “merciful 
release”  of  birth  monsters  and  socially  un- 
desirable individuals  such  as  the  mentally 
retarded  and  psychiatrically  disturbed. 
Perhaps  an  extreme  example  of  this  method 
of  extermination  was  the  Nazi  killing  of  all 
the  socially  unacceptable  or  socially  unfit. 
To  many,  this  German  practice  as  well  as  all 
eugenic  euthanasia  is  considered  nothing 
less  than  murder,  and  thus  there  are  very 
few  proponents  for  this  type  of  euthanasia. 

Active  medical  euthanasia  is  exemplified 
by  the  case  where  a drug  or  other  treatment 
is  administered,  and  death  is  thereby 
hastened.  This  type  of  euthanasia  may  be 
voluntary  or  involuntary,  that  is,  with  or 
without  the  patient’s  consent. 

Passive  medical  euthanasia  is  defined  as 
the  situation  in  which  therapy  is  withheld 
so  that  death  is  hastened  by  omission  of 
treatment.  This  type  of  euthanasia  has 
also  been  called  automathanasia30  meaning 
automatic  death,  such  as  without  therapeu- 
tic heroics.  This  passive  form  of  euthana- 
sia can  also  be  voluntary  or  involuntary. 

A new  term,  antidysthanasia,  has  been 
put  forth  by  one  of  the  most  outspoken 
proponents  of  euthanasia  in  this  country, 
the  Anglican  minister  Joseph  Fletcher.43 
This  new  word  seems  only  to  add  to  the 
confusion. 


September  15,  1967  / New  York  State  Journal  of  Medicine  2499 


Exemplification  of  problem 

Many  a physician  has  had  to  wrestle  with 
the  problem  of  an  incurably  ill,  suffering 
patient.  Such  physicians  fully  realize  that 
“whereas  life  is  lengthened,  man’s  period  of 
usefulness  is  not  always  lengthened.”25 
Some  are  of  the  opinion  that  advanced 
medicine  should  “serve  only  to  improve  the 
condition  of  human  life  as  it  increases  the 
life  span  and  not  the  useless  prolongation  of 
human  suffering.”25  Thus,  on  December 
4,  1949,  H.  N.  Sander,  M.D.,  a general 
practitioner  in  Manchester,  New  Hamp- 
shire, ended  a cancer  patient’s  suffering  by 
injecting  into  the  patient  a substantial 
quantity  of  air  intravenously.  He  was 
acquitted.24  On  March  9,  1950,  Miss  C.  A. 
Paight  of  Stamford,  Connecticut,  shot  and 
killed  her  father  who  was  dying  of  incurable 
cancer.  She  was  acquitted. 24 

The  problem  is  far  from  localized  to  the 
shores  of  the  United  States.  In  December, 
1961,  Giuseppe  Faita,  having  settled  in 
France,  was  struck  with  an  incurable  dis- 
ease. He  summoned  his  brother  Luigi  and 
convinced  the  latter  to  kill  him,  which 
Luigi  did.  The  jury  acquitted  Luigi. 27 

One  of  the  most  famous  instances  ex- 
emplifying many  of  the  problems  surround- 
ing euthanasia  is  the  case  of  Maurice 
Millard,  M.D.,  son  of  the  founder  of  the 
British  Euthanasia  Society.  Dr.  Millard 
told  a Rotary  meeting:  “To  keep  her  from 
pain  ...  I gave  her  an  injection  to  make  her 
sleep.”26  His  objective  as  specifically 
stated  was  to  relieve  pain,  not  to  put  an 
end  to  the  patient’s  life.  An  outcry  in  the 
British  press  followed,  labeling  the  incident 
“a  mercy  killing.”  Even  the  British  Eu- 
thanasia Society  admitted  that  from  a 
strictly  legal  sense  mercy  killing  is  murder, 
but  it  backed  Dr.  Millard  by  insisting  that 
“every  doctor  must  be  guided  by  his  own 
conscience.”  Many  physicians  disagreed, 
saying  euthanasia  is  only  legalized  murder. 
Others  cited  the  Hippocratic  oath  which 
states:  “I  will  give  no  deadly  medicine  to 
anyone  if  asked,  nor  suggest  any  such 
counsel.”  Still  others  were  of  the  opinion 
that  the  Hippocratic  oath  refers  only  to 
premeditated  murder.  The  medical  coun- 
cil refused  to  act  against  Dr.  Millard  unless 
the  family  of  the  deceased  lodged  a formal 
complaint.  However,  the  family  con- 
sented to  Dr.  Millard’s  actions.  Thus,  all 


the  ingredients  to  emphasize  the  problem  of 
euthanasia  are  present  in  this  case:  the  in- 
curable patient  in  great  pain,  the  request  for 
euthanasia  by  patient  and  family,  and  the 
physician’s  acquiescence  and  participation. 

The  list  of  examples  one  could  cite  is  end- 
less. The  aforementioned  illustrative  cases 
serve  as  background  for  the  ensuing 
discussion. 

Legal  attitude  toward  euthanasia 

Although  suicide  is  not  legally  a crime  in 
most  American  jurisdictions,  aiding  and 
abetting  suicide  is  murder. 16  Euthanasia 
in  the  United  States,  even  at  the  patient’s 
request,  is  legally  murder.  In  England  the 
Suicide  Act  enacted  into  law  in  1961  states 
that  it  is  no  longer  a criminal  offense  for  a 
person,  whether  in  sickness  or  in  health,  to 
take  his  own  life  or  to  attempt  to  do  so. 
However,  any  individual  who  helps  him  to 
do  so  becomes  liable  to  a charge  of  man- 
slaughter.44 Euthanasia  per  se  does  not 
exist  in  the  law  books  of  France  and 
Belgium,  and  in  both  countries  it  is  consid- 
ered premeditated  homicide.27  28  30  How- 
ever, a bill  to  legalize  euthanasia  for  some 
“damaged”  children  came  before  the  Bel- 
gian government  on  November  26,  1962, 
following  the  famous  Liege  trial  involving 
parents,  relatives,  and  a physician  charged 
with  murdering  a thalidomide-damaged 
child.40 

In  Italy,  euthanasia  is  only  a crime  if  the 
victim  is  under  eighteen  years  of  age, 
mentally  retarded,  or  menaced  or  under  the 
effect  of  fear.28  More  tolerant  attitudes 
also  exist  in  Denmark,  Holland,  Yugo- 
slavia, and  even  Catholic  Spain.28  In 
Russia,  euthanasia  is  considered  “murder 
under  extenuating  circumstances”  and 
punishable  with  three  to  eight  years  in 
prison.24  Switzerland  seems  to  have  the 
most  lenient  legislation.28  The  Swiss  penal 
code  was  revamped  in  1951  and  distinguishes 
between  killing  with  bad  intentions,  that  is, 
murder,  and  killing  with  good  intentions, 
that  is,  euthanasia.24  In  addition,  in  1964 
in  Sweden,  passive  euthanasia  was 
legalized.46 

Even  in  the  countries  where  euthanasia  is 
legally  murder,  “the  sympathies  of  juries 
towards  mercy  killings  often  cause  the  law 
to  be  circumvented  by  various  methods, 
making  for  great  inequities  of  the  legal  sys- 
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tern.”16  In  the  several  sample  cases  cited 
here,  the  defendants  were  all  acquitted. 
Although  judges  and  juries  are  usually  very 
lenient,  a recent  case  of  euthanasia  is  de- 
scribed from  Perth,  Australia,  in  which  the 
death  penalty  was  imposed. 30 

In  1935  the  first  Euthanasia  Society  was 
founded  in  England  by  C.  Killick  Millard, 
M.D.,  for  the  purpose  of  promoting  legisla- 
tion which  would  seek  to  “make  the  act  of 
dying  more  gentle.”44  In  1936,  one  year 
after  the  founding  of  the  Society,  a bill  was 
introduced  into  the  House  of  Lords  which 
sought  to  permit  voluntary  euthanasia  in 
certain  circumstances  and  with  certain  safe- 
guards. Following  a rather  heated  debate, 
it  was  decided  that  “in  view  of  the  emer- 
gence of  so  many  controversial  issues,  it 
would  be  best  to  leave  the  matter  for  the 
time  being  to  the  discretion  of  individual 
medical  men  . . . the  bill  was  rejected  by  35 
votes  to  14. ”44  The  Euthanasia  Society  of 
England  is  quite  active  today  under  the 
presidency  of  the  Earl  of  Listowel  and  the 
chairmanship  of  Leonard  Colebrook,  M.D., 
and  its  goal  is  to  see  implemented  a “Plan 
for  Voluntary  Euthanasia  which  would  per- 
mit an  adult  person  of  sound  mind,  whose 
life  is  ending  with  much  suffering  to  choose 
between  an  easy  death  and  a hard  one;  and 
to  obtain  medical  aid  in  implementing  that 
choice.”44 

In  1938,  three  years  after  the  inception  of 
the  British  group,  the  Euthanasia  Society  of 
America,  Inc.,  was  founded  by  Charles 
Frances  Potter.  This  nonsectarian,  volun- 
tary organization  currently  presided  over 
by  Rev.  Donald  W.  McKinney,  rather  than 
seeking  to  have  legislation  enacted  to 
legalize  euthanasia,  is  attempting  to  achieve 
a more  enlightened  public  understanding  of 
euthanasia  through  dissemination  of  infor- 
mation. This  goal  is  being  strived  for 
through  discussions  of  euthanasia  in  medi- 
cal societies  and  other  professional  groups, 
research  studies  and  opinion  polls,  dissemi- 
nation of  literature,  a speaker’s  bureau,  and 
other  responsible  media  of  communica- 
tion. 46 

Other  euthanasia  societies  have  cropped 
up  in  Sweden  and  Japan.  Support  for 
these  societies  and  their  work  comes  from 
various  other  groups  such  as  the  American 
Humanist  Association  and  the  Ethical 
Culture  Society.45  Opposition  to  euthana- 
sia is  also  strong,  however.  Thus,  the 


Academy  of  Moral  and  Political  Sciences  of 
Paris  voted  on  a motion  completely  outlaw- 
ing, forbidding,  and  rejecting  euthanasia  in 
all  its  forms.24  In  addition,  the  Council  of 
the  World  Medical  Association,  meeting  in 
Copenhagen  in  April,  1950,  recommended 
that  the  practice  of  euthanasia  be  con- 
demned. 1 The  debate  continues,  and  some 
of  the  arguments  presented  by  proponents 
and  opponents  of  euthanasia  will  be  pre- 
sented here. 

The  problem  has  been  well  stated  by 
Filbey32:  “When  a tortured  man  asks: 

‘For  God’s  sake,  doctor,  let  me  die,  just  put 
me  to  sleep,’  we  have  yet  to  find  the  answer 
as  to  whether  to  comply  is  for  God’s  sake, 
the  patient’s  sake,  our  own,  or  possibly  all 
three.”  Even  if  the  moral  issue  of  eutha- 
nasia could  be  circumvented,  other  questions 
of  logistics  would  immediately  arise:  Who 
is  to  initiate  euthanasia  proceedings?  The 
patient?  The  family?  The  physician? 
Who  is  to  make  the  final  decision?  The 
physician?  A group  of  physicians?  The 
courts?  Who  is  to  carry  out  the  decision  if 
it  is  affirmative?  The  physician? 
Others?26 

Pros  and  cons 

Arguments  in  favor  and  against  euthana- 
sia are  numerous,  have  and  continue  to  be 
heatedly  debated  in  many  circles,  and  will 
be  only  briefly  summarized  here. 

Opponents  of  euthanasia  say  that  if  vol- 
untary, it  is  suicide.  Although  by  British 
law  suicide  is  no  longer  a crime,44  Christian 
and  Jewish  religious  teachings  certainly 
outlaw  suicide.  The  answer  offered  to  this 
argument  is  that  martyrdom,  a form  of 
suicide,  is  condoned  under  certain  condi- 
tions. However,  the  martyr  seeks  not  to 
end  his  life  primarily  but  to  accomplish  a 
goal,  death  being  an  undesired  side  product. 
Thus,  martyrdom  and  suicide  do  not  seem 
comparable. 

It  is  also  said  that  euthanasia,  if  volun- 
tary, is  murder.  As  one  writer  so  aptly  put 
it:  “Euthanasia  must  be  defined  within  the 
knife’s  edge  area  between  suicide  and  mur- 
der.”29 Murder,  however,  usually  con- 
notes premeditated  evil.  The  motives  of 
the  person  administering  euthanasia  are  far 
from  evil.  On  the  contrary,  such  motives 
are  commendable  and  praiseworthy,  al- 
though the  methods  may  be  unacceptable. 
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A closely  related  objection  to  euthanasia 
says  that  it  transgresses  the  Biblical  injunc- 
tion “Thou  shalt  not  kill.”  To  overcome 
this  argument,  some  modern  Biblical  trans- 
lators substitute  “Thou  shalt  not  commit 
murder”  and,  as  just  mentioned,  murder 
usually  represents  “violent  killing  for  pur- 
poses of  gain,  or  treachery  or  vendetta”44 
and  is  totally  dissimilar  to  the  “merciful  re- 
lease” of  euthanasia. 

That  God  alone  gives  and  takes  life  as  it 
is  written  in  Deuteronomy  32:39:  “I  kill  and 
I make  alive”  and  Ezekiel  18:4:  “Behold, 
all  souls  are  Mine”  and  that  one’s  life  span 
is  divinely  predetermined,  is  not  denied  by 
the  proponents  of  euthanasia.  The  diffi- 
culty with  this  point,  however,  seems  to  be 
the  question  of  definition  as  to  whether  eu- 
thanasia represents  shortening  of  life  or 
shortening  of  the  act  of  dying. 

To  complete  the  religious  argumentation, 
it  is  said  that  suffering  is  part  of  the  divine 
plan  with  which  man  has  no  right  to 
tamper.  This  phase  of  faith  remains  a 
mystery  and  is  best  exemplified  by  the 
story  of  Job. 

It  is  further  argued  by  opponents  to  eu- 
thanasia that  since  physicians  are  only 
human  beings,  they  are  liable  to  error. 
There  is  no  infallibility  in  a physician’s 
diagnosis  of  an  incurably  ill  patient,  and 
mistakes  have  been  made.  Rabinowitch 
and  MacDermot,7  in  an  address  on  the  sub- 
ject of  euthanasia  delivered  before  the 
Medical  Undergraduates  Society  of  McGill 
University  on  March  21,  1950,  quote 
Rabinowitch’s  own  case.  Eighteen  years 
earlier  a diagnosis  of  carcinoma  of  the 
esophagus  had  been  made,  yet  Dr.  Rabino- 
witch was  very  much  alive  when  he  spoke 
at  McGill  University  eighteen  years  later. 
Such  mistaken  diagnoses  are  exceedingly 
rare,  but  they  do  occur.  The  same  is  true 
of  spontaneous  remission  of  cancer:  It  has 
been  reported,  but  only  in  very  rare 
instances. 

The  need  for  euthanasia  today  is  mini- 
mized by  some  because  the  availability  of 
hypnotics,  narcotics,  anesthetics,  and  other 
analgesic  means  is  sufficient  to  keep  any  pa- 
tient’s pain  and  distress  at  a tolerable  level. 
This  fact,  in  general,  may  be  true,  but  occa- 
sional patients  develop  severe  pain  which  is 
refractory  to  all  drugs  and  requires  surgical 
interruption  of  the  nerve  pathways  for 
relief. 


The  Hippocratic  oath  or  a similar  vow 
which  all  physicians  swear  to  on  graduation 
from  medical  school  is  conflicting.  On  the 
one  hand,  it  states  that  a physician’s  duty  is 
to  relieve  suffering  yet,  on  the  other  hand, 
it  also  states  that  the  physician  must  pre- 
serve and  protect  life.  This  oath  is  used  as 
an  argument  by  both  proponents  and  op- 
ponents of  euthanasia. 

A very  valid  point  of  debate  is  the  sug- 
gestion that  if  euthanasia  for  incurably  ill, 
suffering  cancer  patients  were  legalized, 
then  extension  of  such  legislation  to  the 
grossly  deformed,  psychotic,  or  senile  pa- 
tients might  follow.  A recent  editorial 
stated:  “If  euthanasia  is  granted  to  the 

first  class,  can  it  long  be  denied  to  the 
second?  . . . Each  step  is  so  short;  the  slope 
so  slippery;  our  values  in  this  age,  so  un- 
certain and  unstable  . . . ”35 

Further  debatable  questions  are  the  sin- 
cerity of  patient  and/or  family  in  request- 
ing euthanasia.  A patient  racked  with 
pain  may  make  an  impulsive  but  ill-consid- 
ered request  for  merciful  release  which  he 
will  not  be  able  to  retract  or  regret  after  the 
fait  accompli.  The  patient’s  family  may 
not  be  completely  sincere  in  its  desire  to  re- 
lieve the  patient’s  suffering.  The  family 
also  wishes  to  relieve  its  own  suffering.30 
Enemies  or  heirs  of  the  patient  may  request 
hastening  of  the  patient’s  death  for  ulterior 
motives.1  These  and  further  arguments 
both  for  and  against  euthanasia  are  dis- 
cussed at  greater  length  by  Fletcher,1 
Sperry,2  and  others.22'24 

Ideally,  euthanasia  should  not  be  nec- 
essary if  medicine  had  all  the  answers  to  the 
problems  of  presently  incurable  disease. 
This  thesis  was  well  enunciated  by  a recent 
writer  who  stated:  “Let  us  hope  that  with 
the  advances  of  medical  science,  the  re- 
quests for  euthanasia  would  be  few  and  far 
between,  for  each  request  represents  a fail- 
ure in  our  present  methods  of  providing 
adequate  relief  . . . ”41 

Catholic  attitude  toward  euthanasia 

The  New  Testament  in  at  least  five 
places  (Matthew  5:21,  Matthew  19:18, 
Mark  10:19,  Luke  18:20,  Romans  13:9) 
contains  the  Biblical  admonition  “Thou 
shalt  not  kill.”  Based  on  this,  the  attitude 
of  the  Catholic  Church  in  this  matter  is 
cited  as  follows: 
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. . . The  teaching  of  the  Church  is  unequivocal 
that  God  is  the  supreme  master  of  life  and 
death  and  that  no  human  being  is  allowed  to 
usurp  His  dominion  so  as  deliberately  to  put 
an  end  to  life,  either  his  own  or  any  one  else’s 
without  authorization  . . . and  the  only 
authorizations  the  Church  recognizes  are  a 
nation  engaged  in  war,  execution  of  criminals 
by  a Government,  killing  in  self  defense  . . . 
The  Church  has  never  allowed  and  never  will 
allow  the  killing  of  individuals  on  grounds  of 
private  expediency;  for  instance  . . . putting 
an  end  to  prolonged  suffering  or  hopeless 
sickness  . . ,7 

Thus  we  see  a blanket  condemnation  of 
active  euthanasia  by  the  Catholic  Church 
as  murder  and,  therefore,  a mortal  sin. 
The  reasons  behind  this  teaching  include 
the  inviolability  of  human  life  or  the 
supreme  dominion  of  God  over  His  creatures 
and  the  purposefulness  of  human  suffer- 
ing.22 Man  suffers  as  penance  for  his  sins, 
perhaps  an  earthly  purgatory;  man  endures 
pain  for  the  spiritual  good  of  his  fellow  man; 
suffering  teaches  humility  and  helps  the 
Catholic  identify  with  his  crucified  Lord. 

Passive  medical  euthanasia  is  treated 
quite  differently.  The  Church  distin- 
guishes between  “ordinary”  and  “extra- 
ordinary” measures  employed  by  physi- 
cians when  certain  death  and  suffering  lie 
ahead.  In  this  day  of  auxiliary  hearts, 
artificial  kidneys,  respirators,  pacemakers, 
defibrillators,  and  similar  instruments,  the 
definition  of  “extraordinary”  is  unclear  and 
nebulous.  Pope  Pius  XII,  in  the  last  year 
of  his  life,  issued  an  encyclical  not  requiring 
physicians  to  use  heroic  measures  in  such 
circumstances.27  29'33  Thus,  passive  eu- 
thanasia is  sanctioned  by  the  Catholic 
Church.  In  an  address  to  the  congress  of 
Italian  anesthetists  on  February  24,  1957, 
the  Pope  further  stated:  “Even  if  narcotics 
may  shorten  life  while  they  relieve  pain,  it  is 
permissible.”27 

Protestant  attitude  toward  euthanasia 

In  the  Protestant  Church  there  are  “all 
possible  colors  in  the  spectrum  of  attitudes 
toward  euthanasia.”22  Some  condemn  it, 
some  favor  it,  and  many  are  in  between, 
advocating  judgment  of  each  case  individ- 
ually. Perhaps  the  greatest  Protestant  ad- 
vocate of  legalized  euthanasia  is  the  Angli- 
can minister  Joseph  Fletcher.  His  three 
main  reasons  are  the  following:  (1)  Suffer- 
ing is  purposeless,  demoralizing,  and  de- 


grading; (2)  human  personality  is  of 
greater  worth  than  life  per  se;  and  (3)  the 
phrase  “Blessed  are  the  merciful,  for  they 
shall  obtain  mercy”  is  as  important  as 
“Thou  shalt  not  kill.” 

Jewish  attitude  toward  euthanasia 

Before  tracing  the  Jewish  attitude  toward 
euthanasia  through  Rabbinic  sources,  it 
would  seem  appropriate  to  cite  Biblical 
references  to  this  matter.  In  the  book  of 
Genesis,  Genesis  9:  6,  we  find:  “whoso 

sheddeth  man’s  blood,  by  man  shall  his 
blood  be  shed  ...”  In  the  second  book  of 
the  Pentateuch,  Exodus  20:  13,  it  is 

stated:  “Thou  shalt  not  murder”  and  fur- 
ther in  the  next  chapter,  Exodus  21:  14,  is 

the  following  sentence:  “And  if  a man  come 
presumptuously  upon  his  neighbor,  to  slay 
him  with  guile:  thou  shalt  take  him  from 
Mine  altar,  that  he  may  die.”  In  Leviticus, 
Leviticus  24:  17,  is  the  phrase  “And  he 

that  smiteth  any  man  mortally  shall  surely 
be  put  to  death”  and  four  sentences  later 
we  find  again  “ . . . And  he  that  killeth  a 
man  shall  be  put  to  death.”  In  the  book  of 
Numbers  it  is  stated  (Numbers  35:  30): 

“Whoso  killeth  any  person,  the  murderer 
shall  be  slain  at  the  mouth  of  wit- 
nesses ...”  Finally  in  Deuteronomy,  the 
sixth  commandment  of  the  decalogue  is  re- 
peated (Deuteronomy  5:  17):  “Thou  shalt 

not  murder.”  Thus,  in  every  book  of  the 
Pentateuch,  we  find  at  least  one  reference  to 
murder  or  killing.  Accidental  death  or 
homicide  is  dealt  with  separately  in  the 
Bible  and  represents  another  subject 
entirely. 

Probably  the  first  recorded  instance  of 
euthanasia  concerns  the  death  of  King  Saul 
in  the  year  1013  B.C.  Thus  at  the  end  of 
the  first  book  of  Samuel,  chapter  31 : 1-6, 
we  find  the  following: 

Now  the  Philistines  fought  against  Israel, 
and  the  men  of  Israel  fled  from  before  the 
Philistines  and  fell  down  slain  in  Mount 
Gilboa.  And  the  Philistines  pursued  hard 
upon  Saul  and  upon  his  sons;  and  the  Philis- 
tines slew  Jonathan  and  Abinadab  and  Mal- 
chishua,  the  sons  of  Saul.  And  the  battle 
went  sore  against  Saul  and  the  archers  over- 
took him  and  he  was  greatly  afraid  by  reason 
of  the  archers.  There  said  Saul  to  his  armor- 
bearer:  “Draw  thy  sword,  and  thrust  me 

through  therewith,  lest  these  uncircumsized 
come  and  thrust  me  through  and  make  a 
mock  of  me.”  But  his  armor-bearer  would 
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not;  for  he  was  sore  afraid.  Therefore,  Saul 
took  his  sword  and  fell  upon  it.  And  when 
the  armor-bearer  saw  that  Saul  was  dead,  he 
likewise  fell  upon  his  sword  and  died  with  him. 
So  Saul  died  and  his  3 sons,  and  his  armor- 
bearer,  and  all  his  men,  that  same  day  to- 
gether. 

From  this  passage  it  would  appear  as  if 
Saul  committed  suicide.  However,  at  the 
beginning  of  the  second  book  of  Samuel 
when  David  is  informed  of  Saul’s  death,  we 
find  the  following:  (Chapter  1:5-10): 

And  David  said  unto  the  young  man 
that  told  him:  “How  knowest  thou  that 

Saul  and  Jonathan  his  son  are  dead?”  And 
the  young  man  that  told  him  said:  “As  I 
happened  by  chance  upon  Mount  Gilboa, 
behold  Saul  leaned  upon  his  spear;  and 
lo,  the  chariots  and  the  horsemen  pressed 
hard  upon  him.  And  when  he  looked  be- 
hind him,  he  saw  me,  and  called  unto  me. 
And  I answered:  Here  am  I.  And  he  said 
unto  me:  Who  art  thou?  And  I answered 
him:  I am  an  Amalekite.  And  he  said  unto 

me:  Stand,  I pray  thee,  beside  me,  and  slay 

me,  for  the  agony  hath  taken  hold  of  me; 
because  my  life  is  just  yet  in  me.  So  I stood 
beside  him,  and  slew  him,  because  I was  sure 
that  he  would  not  live  after  that  he  was 
fallen.  . . 

Many  commentators  consider  this  a case 
of  euthanasia.  Radak  (Rabbi  David  Kim- 
chi  1160  to  1235)  specifically  states  that 
Saul  did  not  die  immediately  on  falling  on 
his  sword  but  was  mortally  wounded  and  in 
his  death  throes  asked  the  Amalekite  to 
hasten  his  death.  Ralbag  (Rabbi  Levi  ben 
Gershon  1288  to  1344)  and  Rashi  (Rabbi 
Solomon  ben  Isaac  1040  to  1105)  also  sup- 
port this  viewpoint,  as  does  Metzudath 
David  (Rabbi  David  Altschul,  seventeenth 
century).  Some  modern  scholars  think 
that  the  story  of  the  Amalekite  was  a com- 
plete fabrication. 

The  Mishnah  or  compilation  of  oral  law 
dating  approximately  to  the  second  century 
states  as  follows  (tractate  Semachot  1:1): 
“One  who  is  in  a dying  condition  (Hebrew: 
gosses)  is  regarded  as  a living  person  in  all 
respects.”  This  rule  is  reiterated  by  later 
codifiers  of  Jewish  law  including  Maimoni- 
des  and  Karo  as  described  here.  The 
Mishnah  continues  (tractate  Semachot  1:2 
to  4): 

One  may  not  bind  his  jaws,  nor  stop 
up  his  openings,  nor  place  a metallic  vessel 
or  any  cooling  object  on  his  navel  until 
such  time  that  he  dies  as  it  is  written  ( Ecclesi- 
astes 12:6):  “Before  the  silver  cord  (Midrash 
interprets  this  as  the  spinal  cord)  is  snapped 
asunder.” 


One  may  not  move  him  nor  may  one  place 
him  on  sand  nor  on  salt  until  he  dies. 

One  may  not  close  the  eyes  of  the  dying 
person.  He  who  touches  them  or  moves 
them  is  shedding  blood  because  Rabbi  Meir 
used  to  say:  this  can  be  compared  to  a flicker- 
ing flame.  As  soon  as  a person  touches  it,  it 
becomes  extinguished.  So  too,  whosoever 
closes  the  eyes  of  the  dying  is  considered  to 
have  taken  his  soul. 

Other  laws  pertaining  to  a “gosses”  or  dy- 
ing person  such  as  the  preparation  of  a 
coffin,  inheritance,  marriage,  and  so  forth 
are  then  cited.  These  latter  laws  are  not 
pertinent  to  our  discussion  of  euthanasia 
and  will  not  be  further  commented  on  here. 

The  fifth  century  Babylonian  Talmud 
(tractate  Sabbath  151b)  mentions  as  fol- 
lows: “He  who  closes  the  eyes  of  a dying 
person  while  the  soul  is  departing  is  a 
murderer  (literally,  he  sheds  blood).  This 
may  be  compared  to  a lamp  that  is  going 
out.  If  a man  places  his  finger  upon  it,  it 
is  immediately  extinguished.”  Rashi 
(Rabbi  Solomon  ben  Isaac  1040  to  1105) 
explains  that  this  small  effort  of  closing  the 
eyes  may  slightly  hasten  death. 

The  twelfth  century  Code  of  Maimonides 
(book  of  Judges,  laws  of  mourning,  chapter 
4:5)  treats  our  subject  matter  as  follows: 

One  who  is  in  a dying  condition  is  regarded 
as  a living  person  in  all  respects.  It  is  not 
permitted  to  bind  his  jaws,  to  stop  up  the 
organs  of  the  lower  extremities,  or  to  place 
metallic  or  cooling  vessels  upon  his  navel  in 
order  to  prevent  swelling.  He  is  not  to  be 
rubbed  or  washed,  nor  is  sand  or  salt  to  be 
put  upon  him  until  he  expires.  He  who 
touches  him  is  guilty  of  shedding  blood.  To 
what  may  he  be  compared?  To  a flickering 
flame,  which  is  extinguished  as  soon  as  one 
touches  it.  Whoever  closes  the  eyes  of  the 
dying  while  the  soul  is  about  to  depart  is 
shedding  blood.  One  should  wait  a while; 
perhaps  he  is  only  in  a swoon  . . . 

Thus,  we  again  note  the  prohibition  of 
doing  anything  that  might  hasten  death. 
Maimonides  does  not  specifically  forbid 
moving  such  a patient  as  does  the  Mishnah, 
but  such  a prohibition  is  implied  in  Mai- 
monides’ text.  Maimonides  also  forbids 
rubbing  and  washing  a dying  person,  acts 
which  are  not  mentioned  in  the  Mishnah. 
Finally,  Maimonides  raises  the  problem  of 
the  recognition  of  death.  This  problem  is 
becoming  more  pronounced  as  scientific 
medicine  improves  the  methods  for  support- 
ing respiration  and  heart  function. 

The  sixteenth  century  code  of  Jewish  law, 
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the  Shulchan  Aruch,  compiled  in  1564  by 
Rabbi  Joseph  Karo  (1488  to  1575)  devotes 
an  entire  chapter  (Section  Yoreh  Deah, 
chapter  339)  to  the  laws  of  the  dying  pa- 
tient. The  individual  in  whom  death  is 
imminent  is  referred  to  as  a “gosses.” 
Karo’s  code  begins  as  do  Maimonides  and 
the  Mishnah,  with  the  phrase:  “a  gosses  is 
considered  as  a living  person  in  all  respects,” 
and  then  Karo  enumerates  various  acts 
that  are  prohibited.  All  the  commentaries 
explain  these  prohibitions  “lest  they  hasten 
the  patient’s  death.”  One  of  the  forbidden 
acts  not  mentioned  by  Maimonides  or  the 
Mishnah  is  the  removal  of  the  pillow  from 
beneath  the  patient’s  head.  This  act  had 
already  been  prohibited  two  centuries 
earlier  by  the  Tur  (Rabbi  Jacob  ben  Asher 
about  1269  to  1343)  in  his  code  ( Tur  Yoreh 
Deah,  chapter  339).  Karo’s  text  is  nearly 
identical  to  that  of  the  Tur.  The  Tur, 
however,  has  the  additional  general  ex- 
planation: “the  rule  in  this  matter  is  that 
any  act  performed  in  relation  to  death 
should  not  be  carried  out  until  the  soul  has 
departed.”  Thus,  not  only  are  physical 
acts  on  the  patient  such  as  described  for- 
bidden, but  one  should  also  not  provide  a 
coffin  or  prepare  a grave  or  make  other 
funeral  or  related  arrangements  lest  the  pa- 
tient hear  of  this  and  his  death  be  hastened. 
Even  psychological  stress  is  prohibited. 

On  the  other  hand,  Rabbi  Judah  ben 
Samuel,  the  Pious  (died  1217),  author  of  the 
thirteenth  century  work  Sefer  Chasidim, 
reprinted  in  Buenos  Aires,  Argentina,  in 
1952,  states  in  number  723,  page  173: 
“ ...  if  a person  is  dying  and  someone  near 
his  house  is  chopping  wood  so  that  the  soul 
cannot  depart  then  one  should  remove  the 
(wood)  chopper  from  there  ...” 

Based  on  the  Sefer  Chasidim,  the  Ramah 
(Rabbi  Moses  Isserles  1510  to  1572)  states 
(Shulchan  Aruch,  section  Yoreh  Deah, 
chapter  339 : 1) that 

if  there  is  anything  which  causes  a hindrance 
to  the  departure  of  the  soul  such  as  the  pres- 
ence near  the  patient’s  house  of  a knocking 
noise  such  as  wood  chopping  or  if  there  is  salt 
on  the  patient’s  tongue;  and  these  hinder  the 
soul’s  departure,  then  it  is  permissible  to  re- 
move them  from  there  because  there  is  no  act 
involved  in  this  at  all  but  only  the  removal  of 
the  impediment. 

Furthermore,  Rabbi  Solomon  Eger, 
known  as  the  Gilyon  Maharsha,  in  his 


commentary  on  Karo’s  code  ( Yoreh  Deah, 
chapter  339:1)  quotes  another  rabbinic 
authority  (Beth  Yaakov  number  59)  who 
states  “it  is  forbidden  to  hinder  the  depar- 
ture of  the  soul  by  the  use  of  medicines.” 
Other  rabbinic  authorities,  however, 
(Shebuth  Yaakov,  part  3:  13)  disagree 

with  this  latter  view.  The  Shiltei  Gibborim 
(Rabbi  Joshua  Boaz  Baruch),  a sixteenth 
century  Italian  commentary  on  Alfasi 
(Rabbi  Isaac  Alfasi  1013  to  1103),  pleads 
at  the  end  of  chapter  3 of  tractate  Moed 
Katan  for  the  abolition  of  the  custom  of 
those  who  removed  the  pillow  from  below 
the  dying  person’s  head  following  the  popu- 
lar belief  that  bird  feathers  contained  in  the 
pillow  prevent  the  soul  from  departing. 
He  further  states  that  Rabbi  Nathan  of 
Igra  specifically  permitted  this  act.  The 
Shiltei  Gibborim  continues:  “after  many 

years  I found  in  the  Sefer  Chasidim  number 
723  support  for  my  contentions  as  it  is 
written  there  that  if  a person  is  dying  but 
cannot  die  until  he  is  put  in  a different 
place,  he  should  not  be  moved.”  This  law 
is  not  contradictory  to  the  earlier  statement 
of  the  Sefer  Chasidim  as  both  the  Shiltei 
Gibborim  and  the  Ramah  (using  the  pen 
name  Darchei  Moshe  in  his  commentary  on 
the  Tur  Yoreh  Deah  339)  explain:  to  do  an 
act  which  prevents  easy  death  such  as 
chopping  wood  is  forbidden  and  on  the  con- 
trary, such  impediments  to  death  should  be 
removed.  On  the  other  hand,  it  is  defi- 
nitely forbidden  to  perform  any  act  which 
hastens  death  such  as  moving  the  dying 
person  from  one  place  to  another. 

A more  extensive  discussion  and  bibliog- 
raphy of  sources  dealing  with  these  and 
other  aspects  of  a dying  person  according  to 
Jewish  law  is  found  in  the  fifth  volume  of 
the  monumental  Talmudic  Encyclopedia .47 

The  sum  total  of  this  discussion  of  the 
Jewish  attitude  toward  euthanasia  seems  to 
indicate,  as  expressed  by  Jacobovits3,23  that 
“ . . . any  form  of  active  euthanasia  is 
strictly  prohibited  and  condemned  as  plain 
murder  . . . anyone  who  kills  a dying  person 
is  liable  to  the  death  penalty  as  a common 
murderer.  At  the  same  time,  Jewish  law 
sanctions  the  withdrawal  of  any  factor — 
whether  extraneous  to  the  patient  himself 
or  not — which  may  artificially  delay  his 
demise  in  the  final  phase.”  Jacobovits  is 
quick  to  point  out,  however,  that  all  the 
Jewish  sources  refer  to  an  individual  in 
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whom  death  is  expected  to  be  imminent, 
three  days  or  less  in  Rabbinic  references. 
Thus,  passive  euthanasia  in  a patient  who 
may  yet  live  for  weeks  or  months  may  not 
necessarily  be  condoned.  Furthermore,  in 
the  case  of  an  incurably  ill  person  in  severe 
pain,  agony,  or  distress,  the  removal  of  an 
impediment  which  hinders  his  soul’s  depar- 
ture, although  permitted  by  Jewish  law  (as 
described  by  Isserles),  may  not  be  analogous 
to  the  withholding  of  medical  therapy  that  is 
perhaps  sustaining  the  patient’s  life  unnatu- 
rally. The  impediments  spoken  of  in  the 
code  of  Jewish  law,  whether  far  removed 
from  the  patient  as  exemplified  by  the  noise 
of  wood  chopping,  or  in  physical  contact 
with  him  such  as  the  case  of  salt  on  the  pa- 
tient’s tongue,  do  not  constitute  any  part  of 
the  therapeutic  armamentarium  employed 
in  the  medical  management  of  this  patient. 
For  this  reason,  these  impediments  may  be 
removed.  However,  the  discontinuation  of 
instrumentation  and  machinery  which  is 
specifically  designed  and  utilized  in  the 
treatment  of  incurably  ill  patients  might 
only  be  permissible  if  one  is  certain  that  in 
doing  so  one  is  shortening  the  act  of  dying 
and  not  interrupting  life.  Yet  who  can 
make  the  fine  distinction  between  prolong- 
ing life  and  prolonging  the  act  of  dying? 
The  former  comes  within  the  physician’s 
reference,  the  latter  does  not. 
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Adolph  Joseph  Bellantoni,  M.D.,  of  Yonkers, 
died  on  January  20  at  the  age  of  sixty-one. 
Dr.  Bellantoni  graduated  in  1936  from  Creigh- 
ton University  School  of  Medicine.  He  was  a 
Fellow  of  the  American  College  of  Obstetricians 
and  Gynecologists  and  a member  of  the  Yonkers 
Academy  of  Medicine,  the  Westchester  Acad- 
emy of  Medicine,  the  Westchester  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

C.  Albertson  Bennett,  M.D.,  of  Yonkers, 
died  on  July  3 at  the  age  of  seventy-six.  Dr. 
Bennett  graduated  in  1915  from  New  York 
Homeopathic  Medical  College  and  Flower 
Hospital.  He  was  an  honorary  obstetrician  on 
the  medical  staff  at  St.  John’s  Riverside  Hospi- 
tal. Dr.  Bennett  was  a member  of  the  West- 
chester County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Philip  B.  Bregman,  M.D.,  of  The  Bronx,  died 
on  June  21  at  the  age  of  seventy-seven.  Dr. 
Bregman  graduated  in  1917  from  Fordham 
University  School  of  Medicine.  He  was  a mem- 
ber of  the  Bronx  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Milton  Budnick,  M.D.,  of  Mount  Vernon, 
died  on  March  11  at  the  age  of  forty-four.  Dr. 
Budnick  graduated  in  1947  from  New  York 
University  Medical  College.  He  was  an  assist- 
ant attending  physician  at  Mount  Vernon 
Hospital.  Dr.  Budnick  was  a member  of  the 
Westchester  County  Medical  Society,  the  Med- 
ical Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

James  J.  Crawford,  M.D.,  of  Glendale,  died 
on  April  8 at  the  age  of  eighty-two.  Dr.  Craw- 
ford graduated  in  1907  from  Jefferson  Medical 
College  of  Philadelphia.  He  was  a member  of 
the  Medical  Society  of  the  County  of  Queens, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Stanley  Eiss,  M.D.,  of  New  York  City,  died  on 
August  6 at  New  York  Polyclinic  Hospital  at 
the  age  of  seventy-eight.  Dr.  Eiss  graduated 
in  1914  from  Fordham  University  School  of 
Medicine.  He  was  an  adjunct  consulting  sur- 
geon at  New  York  Polyclinic  Hospital  where  he 
had  served  as  an  associate  attending  surgeon  and 
a professor  of  surgery.  Dr.  Eiss  was  a Fellow  of 
the  American  College  of  Surgeons,  a Fellow  of 


the  International  College  of  Surgeons,  and  a 
member  of  the  New  York  Academy  of  Medicine, 
the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

James  Gaetaniello,  M.D.,  of  Wingdale,  died 
on  July  25  at  St.  Francis  Hospital,  Pough- 
keepsie, at  the  age  of  seventy.  Dr.  Gaetaniello 
graduated  in  1930  from  St.  Louis  University 
School  of  Medicine.  He  was  a supervising 
psychiatrist  at  Harlem  Valley  State  Hospital. 
Dr.  Gaetaniello  was  a member  of  the  American 
Psychiatric  Association. 

Herbert  H.  Goldsman,  M.D.,  of  New  York 
City,  died  on  July  5 at  the  age  of  sixty-six.  Dr. 
Goldsman  received  his  medical  degree  from  the 
University  of  Vienna  in  1928.  He  was  a super- 
vising psychiatrist  at  Manhattan  State  Hospital. 
Dr.  Goldsman  was  a member  of  the  American 
Psychiatric  Association,  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

William  K.  Haas,  M.D.,  of  Garden  City,  died 
on  August  6 at  the  age  of  forty-four.  Dr.  Haas 
graduated  in  1949  from  New  York  University 
Medical  College.  He  was  a member  of  the 
Nassau  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Robert  B.  Hagen,  M.D.,  of  Liverpool,  died  on 
May  7 at  the  age  of  sixty-nine.  Dr.  Hagen 
graduated  in  1922  from  Syracuse  University 
College  of  Medicine.  He  was  a member  of  the 
Onondaga  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Ben  Hertz,  M.D.,  of  New  York  City,  died  on 
May  17  at  the  age  of  sixty-six.  Dr.  Hertz 
graduated  in  1925  from  the  University  of  Mary- 
land School  of  Medicine  and  College  of  Physi- 
cians and  Surgeons.  He  was  a member  of  the 
New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Charles  Hyman,  M.D.,  of  New  York  City, 
died  on  June  15  at  the  age  of  eighty-four.  Dr. 
Hyman  graduated  in  1905  from  Long  Island 
College  Hospital.  He  was  a member  of  the 
New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 
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Charles  Henry  Loughran,  M.D.,  of  Brooklyn, 
died  on  July  31  at  the  age  of  sixty-seven.  Dr. 
Loughran  graduated  in  1921  from  Fordham 
University  School  of  Medicine.  He  was  direc- 
tor of  obstetrics  and  gynecology  at  Brooklyn- 
Cumberland  Medical  Center  Outpatient  De- 
partment and  a consulting  obstetrician  and 
gynecologist  at  St.  Mary’s  Hospital.  Dr. 
Loughran  was  a Diplomate  of  the  American 
Board  of  Obstetrics  and  Gynecology,  a Fellow 
of  the  American  College  of  Surgeons,  a Fellow  of 
the  American  College  of  Obstetricians  and 
Gynecologists,  and  a member  of  the  Medical 
Society  of  the  County  of  Kings,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Francis  Xavier  McGill,  M.D.,  of  Jackson 
Heights,  died  on  May  4 at  the  age  of  sixty-four. 
Dr.  McGill  graduated  in  1928  from  University 
and  Bellevue  Hospital  Medical  College.  He 
was  an  associate  attending  obstetrician  and 
gynecologist  at  Flushing  Hospital  and  Dis- 
pensary. Dr.  McGill  was  a Diplomate  of  the 
American  Board  of  Obstetrics  and  Gynecology, 
a Fellow  of  the  American  College  of  Obstetri- 
cians and  Gynecologists,  a Fellow  of  the  Amer- 
ican College  of  Surgeons,  and  a member  of  the 
Medical  Society  of  the  County  of  Queens,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Karl  Albert  Parshall,  M.D.,  of  Brooklyn, 
died  on  July  31  at  the  age  of  eighty-nine  at  his 
home  in  Midland  Park,  New  Jersey.  Retired, 
Dr.  Parshall  graduated  in  1899  from  Albany 
Medical  College. 

Adolf  F.  Rosenberg,  M.D.,  of  New  York  City, 
died  on  July  27  at  The  Mount  Sinai  Hospital 
at  the  age  of  seventy-two.  Dr.  Rosenberg  re- 
ceived his  medical  degree  from  the  University  of 
Berlin  in  1922.  He  was  a senior  clinical  as- 
sistant physician  at  The  Mount  Sinai  Hospital. 
Dr.  Rosenberg  was  a member  of  the  New  York 
County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Med- 
ical Association. 

Florence  Eastty  Sammis,  M.D.,  of  Hemp- 
stead, died  on  August  8 at  the  age  of  sixty-nine. 
Dr.  Sammis  graduated  in  1926  from  New  York 
Homeopathic  Medical  College  and  Flower 
Hospital  and  in  1942  received  a Master  of  Public 
Health  degree  from  Columbia  University.  Dr. 
Sammis  was  a member  of  the  American  Acad- 
emy of  Allergy,  the  Nassau  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Solomon  W.  Schaefer,  M.D.,  of  The  Bronx, 
died  on  August  5 at  the  age  of  eighty-one.  Dr. 
Schaefer  graduated  in  1909  from  Johns  Hopkins 
University  School  of  Medicine.  He  was  a con- 
sulting physician  in  pulmonary  disease  at 


Queens  Hospital  Center.  Retired  in  1957,  Dr. 
Schaefer  was  a Diplomate  of  the  American 
Board  of  Internal  Medicine,  a Fellow  of  the 
American  College  of  Physicians,  a Fellow  of  the 
American  College  of  Chest  Physicians,  and  a 
member  of  the  American  Thoracic  Society,  the 
New  York  Academy  of  Medicine,  the  New  York 
County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 

William  Schreiber,  M.D.,  of  Flushing  and 
New  York  City,  died  on  June  14  at  the  age  of 
fifty-three.  Dr.  Schreiber  graduated  in  1941 
from  the  University  of  Edinburgh  Faculty  of 
Medicine.  He  was  a member  of  the  New  York 
County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American 
Medical  Association. 

Charles  Jerome  Sheffield,  M.D.,  of  Larch- 
mont,  died  on  July  28  at  the  age  of  sixty-two. 
Dr.  Sheffield  graduated  in  1936  from  George- 
town University  School  of  Medicine.  He  was  a 
member  of  the  Westchester  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Raymond  Holmes  Warner,  M.D.,  of 

Schenectady,  died  on  July  14  at  his  summer 
camp  at  Saratoga  Lake  at  the  age  of  sixty- 
seven.  Dr.  Warner  graduated  in  1930  from 
Albany  Medical  College.  During  World  War 
II  he  served  in  the  Army  Medical  Corps  in 
China,  India,  and  Burma  and  received  the 
Bronze  Star.  Dr.  Warner  was  a member  of  the 
American  Academy  of  General  Practice,  the 
Schenectady  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

David  Henry  Webster,  M.D.,  of  Stamford, 
Connecticut,  formerly  of  New  York  City,  died 
on  August  2 in  Portland,  Maine,  at  the  age  of 
eighty-one.  Dr.  Webster  graduated  in  1910 
from  Columbia  University  College  of  Physicians 
and  Surgeons.  A former  vice-president  of  the 
Manhattan  Eye,  Ear  and  Throat  Hospital,  he 
was  an  ophthalmologist  emeritus  at  the  Hospital 
for  Special  Surgery,  a consulting  ophthalmolo- 
gist at  St.  Clare’s,  Manhattan  Eye,  Ear  and 
and  Throat,  Lawrence  (Bronxville),  St.  John’s 
Riverside,  Yonkers  General,  and  St.  Luke’s 
(Newburgh)  Hospitals  as  well  as  at  United  (Port 
Chester),  St.  Joseph’s  (Stamford,  Connecticut), 
the  Elizabeth  A.  Horton  Memorial  (Middle- 
town),  Englewood  (Englewood,  New  Jersey), 
and  Stamford  (Stamford,  Connecticut)  Hospi- 
tals. Dr.  Webster  was  a Diplomate  of  the 
American  Board  of  Ophthalmology,  a Fellow  of 
the  American  College  of  Surgeons,  and  a mem- 
ber of  the  American  Academy  of  Ophthalmology 
and  Otolaryngology,  the  New  York  Academy  of 
Medicine,  the  New  York  Ophthalmology  Society, 
the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 
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Films  Reviewed 


These  films  are  available  to  physicians,  hospitals,  medical  schools,  and  others,  from 
the  Film  Library  of  the  State  of  New  York  Department,  of  Health* 


Aggressive  Child.  Sound,  16  mm.,  twenty- 
eight  minutes. 

The  film  shows  Philip,  an  attractive,  intel- 
ligent, six-year-old  child,  always  in  trouble  at 
home  and  in  school  because  of  his  fighting.  At 
the  suggestion  of  the  school  authorities,  his 
parents  take  him  to  a child  psychiatrist  who  uses 
hand  puppets  and  play  therapy  to  find  out  how 
Philip  feels  about  himself,  his  parents,  and  the 
world  about  him.  During  this  period,  the 
mother  also  receives  counseling  from  the  doctor. 
The  audience  is  shown  how  Philip’s  fighting  is 
actually  a mask  for  his  deep-seated  fears.  In 
this  family,  where  the  mother  expected  too 
much  and  the  father  permitted  too  much,  Philip 
got  his  own  way  by  playing  off  one  parent  against 
the  other.  Frightened  by  this  power,  too 
great  a responsibility  for  a six-year-old,  Philip 
resorts  to  aggressive  behavior.  In  a sense 
Philip’s  fighting  is  Philip’s  crying  out  for  help. 
After  seven  months  of  treatment,  Philip  learns 
to  express  his  fears  in  more  direct  ways,  and  his 
parents  become  more  skilled  in  handling  him. 

Source  and  producer:  National  Association 

for  Mental  Health,  Film  Library  New  York 
Office,  267  West  25th  Street,  New  York,  New 
York  10001. 

Afraid  of  School.  Sound,  16  mm.,  twenty- 
eight  minutes. 

Tommy,  aged  six,  refuses  to  go  to  school. 
After  trying  bribery,  persuasion,  and  even  spank- 
ing, his  desperate  parents  seek  psychiatric 
help  at  a children’s  hospital.  Tommy,  the 
doctor  learns,  is  a child  obsessed  with  thoughts 
of  death  and  dying.  In  his  talks  with  the  par- 
ents, the  doctor  learns  that  Tommy’s  parents 
had  lost  a nine-year-old  daughter  only  one 
month  before  Tommy  was  born.  When  Tom- 
my’s mother  was  nursing  him,  she  often  wept 
bitterly  with  the  child  in  her  arms,  not  realizing 
that  an  infant  could  be  affected,  whereas  with 
the  older  children  she  hid  her  grief.  Tommy 
became  “something  special”  to  his  parents. 
They  were  always  more  permissive  with  him 
than  with  their  other  children.  Then,  just 
before  Tommy  started  school,  some  of  his  cousins 
died  in  a fire.  Play  therapy  helps  Tommy  come 

* Film  evaluations  provided  by  the  Committee  on  Audio 
Visual  Aids  of  the  Commission  on  Public  Health  and  Edu- 
cation: Kenneth  B.  Olson,  M.D.,  Albany,  Chairman ; 

Wilbur  M.  Dixon,  M.D.,  Binghamton;  and  James  J. 
Quinlivan,  M.D.,  Albany. 


to  grips  with  the  fact  that  he  must  start  school. 
And  counseling  with  the  parents  helps  them  to 
understand  that  they  must  be  more  firm  and 
united  in  their  discipline  with  him.  With 
his  parents  solidly  behind  him,  Tommy  is  able 
to  face  school. 

Source  and  producer:  National  Association 

for  Mental  Health,  Film  Library — New  York 
Office,  267  West  25th  Street,  New  York,  New 
York  10001. 

Children  of  the  Silent  Night.  Sound,  color, 
16  mm.,  twenty-seven  minutes. 

This  is  a documentary  film  about  the  children 
of  the  Deaf-Blind  Department  of  the  Perkins 
School  for  the  Blind  in  Watertown,  Massachu- 
setts. Here  children  ranging  in  age  from  six 
through  their  teens  are  finding  release  from  the 
“silent  night”  which  the  multiple  handicaps 
of  blindness  and  deafness  impose.  The  film 
centers  on  a little  six-year-old  girl,  Debbie,  who 
can  neither  see  nor  hear.  She  cannot  talk,  and 
all  she  knows  of  the  outside  world  is  what  she 
can  touch.  Without  language,  the  small  world 
of  her  experience  holds  no  meaning.  The  film, 
taken  over  several  months,  centers  on  Debbie 
and  her  teacher  as  they  struggle  patiently, 
day  after  day,  to  break  through  the  barriers  of 
deafness  and  blindness  to  language. 

Source  and  producer:  Campbell  Films,  Sax- 
tons River,  Vermont. 

Prescription  for  Life.  Sound,  color,  16  mm., 
forty-eight  minutes. 

This  is  an  academic  presentation  which  was 
prepared  to  serve  as  the  basis  for  training  and 
retraining  courses  in  emergency  heart-lung 
resuscitation  for  doctors,  nurses,  and  some  highly 
trained  professional  and  paramedical  personnel. 
It  provides  detailed  anatomic  and  physiologic 
experimental  and  clinical  information  covering 
all  of  the  ABCD’s  of  emergency  resuscitation: 
A.  airway,  B.  breathing,  C.  circulation,  and  D. 
definitive  treatment.  These  are  detailed  in 
laboratory  and  demonstration  sequences  fol- 
lowed by  dramatic  reenactments  of  resuscita- 
tion emergencies  in  the  operating  room,  emer- 
gency room  intensive  care  unit,  hospital  ward, 
and  in  emergency  situations  outside  of  the  hos- 
pital. This  film  would  be  of  primary  interest 
to  physicians  and  nurses,  but  will  be  useful  for 
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training  and  retraining  of  dentists,  technicians, 
and  highly-skilled  professional  and  paramedical 
personnel. 

Source  and  producer:  American  Heart  As- 
sociation, 267  West  25th  Street,  New  York,  New 
York  10001. 

Sudden  Birth.  Sound,  color,  16  mm.,  twenty- 
three  minutes. 

The  purpose  of  this  film  is  to  acquaint  persons 
with  some  of  the  elementary  details  when  oc- 
casionally presiding  at  a childbirth.  It  can  be 
of  value  to  policemen,  state  troopers,  voluntary 
ambulance  personnel,  and  similar  persons. 

Source  and  producer:  Golden  State  Film 

Productions,  1032  Mariposa  Avenue,  Berkeley, 
California. 

Diagnosis  and  Management  of  Cancer  of 
Colon  and  Rectum.  Sound,  color,  16  mm., 
seventeen  minutes. 

The  film  demonstrates  the  diagnosis  and  treat- 
ment of  both  symptomatic  and  asymptomatic 
cancer  of  the  colon  and  rectum,  shows  endo- 
scopic motion  pictures  of  malignant  lesions  and 
of  the  healthy  colon,  brings  out  the  inadequacy 
of  the  digital  examination  alone,  and  stresses 
the  importance  of  routine  proctosigmoidoscopy 
and  the  guaiac  test  for  asymptomatic  patients, 
supplemented  by  barium  enema  when  indicated. 
The  film  demonstrates  the  principles  of  surgery 
for  cancerous  lesions  of  the  colon  and  rectum  and 
emphasizes  the  importance  of  early  diagnosis, 
before  symptoms  occur,  in  improving  survival 
rates  for  this  most  common  of  all  internal  can- 
cers. 

Source  and  producer:  American  Cancer  So- 
ciety, 1010  James  Street,  Syracuse,  New  York. 

Understanding  Diabetes.  Sound,  color,  16 
mm.,  thirty-five  minutes. 

The  film  discusses  basic  scientific  concepts 
on  diabetes  as  a disease.  Included  are  clinical 
modern  concepts  and  methods  of  management, 
the  prevention  of  acute  problems,  and  the  early 
recognition  of  complications.  Live  material  is 
augmented  by  animated  drawings  to  illustrate 
physiologic  processes. 

Source  and  producer:  ANA-NLN  Film  Serv- 
ice, 10  Columbus  Circle,  New  York,  New 
York  10019. 

Parent  to  Child  About  Sex.  Sound,  color, 
16  mm.,  thirty-one  and  a half  minutes. 

This  is  not  an  instructional  film  on  the  phys- 
iology of  reproduction.  It  is  concerned  with 
when  and  how  facts  are  taught,  and  most  im- 
portantly, the  way  they  are  taught  and  the  com- 
fortable relationship  and  the  free  communica- 
tion between  parent  and  child  which  are  es- 


sential in  building  a foundation  for  responsible, 
healthy,  mature  attitudes.  The  film  shows 
parents  how  to  handle  sex  education  in  a simple 
direct  fashion.  It  raises  specific  questions  and 
gives  specific  answers.  It  puts  the  right  words 
into  parents’  mouths  and  gives  them  the  feeling 
that  their  job  is  not  difficult. 

Source  and  producer:  Frederick  J.  Margolis, 
M.D.,  School  of  Medicine,  Wayne  State  Uni- 
versity, 2901  Westnedge  Avenue,  Kalmazoo, 
Michigan  49001. 

The  Dentist  and  Cancer.  Sound,  color, 
16  mm.,  twenty-one  minutes. 

The  film  shows  how  dentists  can  help  improve 
the  cure  rate  and  diminish  suffering  from  oral 
cancer  in  thousands  of  patients  by  giving  special 
attention  to  the  disease  in  their  daily  practices. 
The  routine  examination  for  oral  cancer  is 
demonstrated  in  detail.  A variety  of  lesions 
are  shown  to  help  early  recognization  and 
treatment.  The  film  demonstrates  that  biopsy 
can  establish  the  diagnosis,  and  indications  for 
biopsy  and  the  role  of  exfoliative  cytology  as  well 
as  its  limitations  are  covered.  The  principles 
governing  treatment  are  presented,  and  the 
importance  of  good  prosthetic  dental  care  in  the 
rehabilitation  of  patients  is  demonstrated. 

Source  and  producer:  American  Cancer 

Society,  1010  James  Street,  Syracuse,  New  York. 

Oral  Cancer.  Sound,  color,  16  mm.,  twenty- 
two  minutes. 

The  film  demonstrates  a five-minute  visual 
and  digital  oral  examination  for  cancer  as  part 
of  the  routine  physical  examination  of  an 
asymptomatic  patient.  Various  oral  lesions  are 
shown.  The  importance  of  biopsy  technics  is 
shown.  Predisposing  conditions  and  the  prin- 
ciples underlying  surgery  and  radiotherapy 
are  presented.  Follow-up  examinations  of 
several  patients  who  have  been  treated  for  can- 
cer demonstrate  the  favorable  results  which  can 
be  achieved  by  prompt,  adequate  therapy  and 
show  how  patients  can  be  restored  to  normal  liv- 
ing through  good  prostheses  and  rehabilitation. 

Source  and  producer:  American  Cancer  So- 
ciety, 1010  James  Street,  Syracuse,  New  York. 

Cancer  in  Children.  Sound,  color,  16  mm., 
twenty-seven  minutes. 

The  tumor  board  at  a children’s  hospital  dis- 
cusses a child  with  Wilms’s  tumor — its  detection, 
the  diagnostic  procedures,  and  management 
adopted.  The  film  then  deals  in  turn  with  cases 
of  neuroblastoma,  intracranial  neoplasms,  leu- 
kemia, and  rhabdomyosarcoma.  In  each  case, 
the  significant  features  of  the  disease  are  given: 
its  natural  history,  frequency,  differential  di- 
agnosis, management,  and  prognosis.  In  re- 
lating the  history  of  each  child  and  the  role  of 
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his  physician,  the  film  stresses  the  importance 
of  early  diagnosis  and  prompt  treatment. 

Source  and  producer:  American  Cancer 

Society,  1010  James  Street,  Syracuse,  New  York. 

Girl  in  Danger.  Sound,  16  mm.,  twenty-eight 
minutes. 

Susan  is  a “predelinquent.”  At  thirteen 
she  looks  eighteen,  although  emotionally,  most 
of  the  time,  she  is  only  about  six.  Although  in- 
telligent and  a born  leader,  she  has  been  expelled 
from  many  schools  for  flouting  regulations, 
stealing,  and  running  away  in  her  attempt  to 
“find  excitement.”  Admitted  to  the  adolescent 
unit  of  a psychiatric  hospital,  Susan  receives 
individual  counseling  and  group  therapy  and 
takes  classes  in  a specially  structured  school 
program  for  disturbed  “acting  out”  adolescents. 
Her  parents  also  receive  counseling.  Susan 
still  has  problems  after  seven  months  of  treat- 


Leukemia mortality  rates 
decline  in  U.S. 

Writing  in  a recent  issue  of  Science,  J.  F. 
Fraumeni,  Jr.,  M.D.,  and  R.  W.  Miller,  M.D., 
state  that  during  the  five-year  period  1961  to 
1965,  the  first  decline  was  noted  in  the  leukemia 
mortality  rate  for  the  white  population  over  the 
previous  period.  The  decline  applied  to  all  age 
groups  from  one  through  seventy-four  years, 
with  the  greatest  drop  in  the  one-  to  four-year 
group.  This  definite  decline  followed  a variable 
interval  of  decelerated  climb  compatible  with  a 
leveling  off  in  case  detection,  with  other  factors 
remaining  relatively  constant.  There  had  been 
an  earlier  decline  in  the  mortality  rate  in  chil- 
dren under  one  year  of  age,  but  this  has  been 
attributed  to  reduction  of  diagnostic  errors 
which  are  much  more  common  in  this  infant 
group  than  in  older  patients.  In  speculating  on 
this  decline  in  case  rate  in  the  groups  over  one 
year  of  age,  some  possible  explanations  are 
suggested,  chief  of  which  is  the  possibility  of 
diminished  exposure  to  ionizing  radiation  for 
medical  purposes  following  the  widespread 
publicity  of  the  biologic  hazards  of  such  radia- 
tion. Other  explanations  must  also  be  con- 
sidered: changes  in  diagnostic  allocation,  re- 
finement in  diagnostic  accuracy,  or  lag  in  mor- 
tality rates  as  a result  of  improvement  in  leu- 
kemia therapy.  From  the  data  available, 


ment,  but  she  has  learned  how  to  handle  them 
with  more  maturity  and  greater  control.  Now 
she  looks  thirteen  and  acts  thirteen. 

Source  and  producer:  National  Association 
for  Mental  Health,  Film  Library— New  York 
Office,  267  West  25th  Street,  New  York,  New 
York  10001. 

Post  Mortem.  Sound,  color,  16  mm.,  ten 
minutes. 

The  film  documents  traumatic  effects  which 
certain  patent  drugs  can  have  on  the  ability  to 
drive  safely.  It  also  emphasizes  the  lack  of 
understanding  on  the  part  of  the  public  of  these 
readily  available  drugs  and  medicines.  The 
failure  to  read  labels  and  descriptions  is  under- 
lined. 

Source  and  producer:  Cine  Associates,  3132 
M Street,  N.W.,  Washington,  D.C.  20007. 


discrimination  between  these  possible  factors  is 
difficult. 

To  the  leukemia  mortality  rates  for  1921  to 
1960  in  the  United  States,  data  were  added 
through  1965  and  plotted  to  illustrate  the  trend 
for  the  white  population  on  semilogarithmic 
scale  to  visualize  the  changes  with  the  passage 
of  time.  Radiation  is  known  to  induce  acute 
leukemia  or  chronic  myelogenous  leukemia  but 
not  chronic  lymphocytic  leukemia.  One  of  the 
difficulties  referred  to  before  is  the  fact,  that  only 
since  1958,  by  revision  of  the  international 
classification  of  diseases,  have  separate  code 
numbers  been  available  for  differentiating 
leukemia  by  cell  type  in  a way  appropriate  to 
the  author’s  purpose;  such  data  are  published 
for  England  and  Wales  but  not  the  U.S. 

As  data  from  the  U.S.  become  available,  it 
may  be  possible  to  accumulate  evidence  to  re- 
solve this  question.  If  the  reduction  in  ex- 
posure to  ionizing  radiation  for  medical  pur- 
poses is  indeed  responsible  for  the  declining 
leukemia  mortality  rate,  the  effects  might  be 
seen  more  readily  in  the  U.S.  if,  before  1956, 
protection  from  radiation  was  less  stringent 
here  than  in  England.  A decline  in  incidence 
would  be  expected  within  ten  years  of  a de- 
crease in  radiation  exposure,  on  the  basis  of 
occurrence  of  peak  leukemia  rates  within  this 
period  among  survivors  of  atomic  bomb  ex- 
plosions and  patients  with  radiation-treated 
ankylosing  spondylitis. 
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ANNUAL 

CONVENTION  Medical  Society  of  the  State  of  New  York 

FEBRUARY  11  through  15,  1968 

The  Americana,  New  York  City 


Scientific  Program 

Any  State  Society  member  who  wishes  to  present  a paper 
before  a scientific  section  or  a general  session  is  requested 
to  write  to  Bernard  J.  Pisani,  M.D.,  Chairman  of  Scientific 
Program  Committee  at  the  address  given  below. 

A short  abstract  of  the  proposed  presentation  should  ac- 
company the  letter. 


Scientific  Exhibits 


Requests  for  scientific  exhibit  space  should  be  addressed 
to  Albert  H.  Douglas,  M.D.,  Chairman,  Scientific  Exhibits 
Subcommittee  of  Convention  Committee,  at  the  address 
given  below. 


Scientific  Motion  Pictures 


Requests  to  present  a motion  picture  in  the  motion  picture 
theatre  at  the  convention  should  be  addressed  to  Kenneth 
B.  Olson,  M.D.,  Chairman,  Motion  Picture  Subcommittee, 
at  the  address  given  below. 

Address  all  communications  to  the  chairman 
Medical  Society  of  the  State  of  New  York 
750  Third  Avenue 
New  York,  New  York  10017 
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SIXTY-FIRST 

ANNUAL 


District  Branch  Meetings 

MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 


Seventh  and  Eighth  District  Branches  / Combined  Annual  Meeting 

Sunday,  Monday , Tuesday,  Wednesday,  October  1,  2,  3,  4 
Whiteface  Inn,  Lake  Placid,  New  York 


Sunday,  October  2 
Afternoon 


2:00  p.m.  Registration 

Monday,  October  2 


9:00  a.m.  Scientific  Program 

to  Comprehensive  Health  Plan- 

ning 

12  noon  James  H.  Cavanaugh,  Ph.D., 

Director,  Office  of  Comprehen- 
sive Health  Planning,  USPHS 
Hollis  S.  Ingraham,  M.D.,  Com- 
missioner, New  York  State  De- 
partment of  Health 


12 : 15  p.m.  Business  Meeting 

Seventh  District  Branch 


Tuesday,  October  3 

9:00  a.m.  Aspects  of  Drug  Addiction 
to 

12  NOON 

Henry  Brill,  M.D.,  Vice- 
Chairman,  New  York  State 
Narcotics  Addiction  Control 
Commission 

Harvey  J.  Tomkins,  M.D.,  St. 
Vincent’s  Hospital  and  Med- 
ical Center  of  the  City  of 
New  York 

Marvin  A.  Block,  M.D., 
Vice-President,  National 
Council  on  Alcoholism 

12 : 15  p.m.  Business  Meeting 

Eighth  District  Branch 
Annual  Banquet 

Guest  of  Honor:  Frederick  A. 

Wurzbach,  Jr.,  M.D.,  President, 
Medical  Society  of  the  State  of 
New  York 


Officers — Seventh  District  Branch 

President  . Vincent  I.  Bonafede,  M.D.,  Sonyea 


First  Vice-President. M.  Edgerton  Deuel,  M.D., 
Geneva 

Second  Vice-President  . Lynn  R.  Callin,  M.D., 
Rochester 

Secretary  . David  L.  Koch,  M.D.,  Seneca  Falls 
Treasurer  . . . . Milton  Tully,  M.D.,  Homell 
Delegate  . Charles  M.  Smith,  M.D.,  Waterloo 
Past  President  . . Joseph  J.  Kaufman,  M.D., 
Newark 


Presidents — Component  County  Medical  Societies 

Livingston  . John  William  Stoll,  M.D.,  Mount 


Morris 

Monroe  . . Gerald  L.  Glaser,  M.D.,  Rochester 

Ontario Erich  Hirsch,  M.D.,  Geneva 

Seneca  . . William  K.  Major,  M.D.,  Waterloo 
Steuben  . Mario  A.  Argentieri,  M.D.,  Homell 
Wayne  . . Joseph  J.  Kaufman,  M.D.,  Newark 
Yates  . . Robert  O.  Jensen,  M.D.,  Penn  Yan 


Officers — Eighth  District  Branch 

President.  . . . John  T.  Donovan,  Jr.,  M.D., 
Lockport 

President-Elect  . . . Paul  A.  Burgeson,  M.D., 
Warsaw 

Secretary . Herbert  A.  Laughlin,  M.D.,  Westfield 
Treasurer  Thomas  S.  Bumbalo,  M.D.,  Buffalo 
Delegate  . . . John  D.  Naples,  M.D.,  Buffalo 


Presidents — Component  County  Medical  Societies 

Allegany  Robert  G.  Eisenhardt,  M.D.,  Alfred 
Cattaraugus  . . Albert  F.  X.  Gunther,  M.D., 
Salamanca  Chautauqua  . . Myron  B.  Franks, 
M.D.,  Jamestown  Erie  . . Edward  C.  Rozek, 
M.D.,  Kenmore  Genesee  . Edward  Joseph  Fox, 
M.D.,  Batavia  Niagara  . William  C.  Stein,  Jr., 
M.D.,  Lockport  Orleans  . James  Lloyd  Sterling, 
M.D.,  Medina  Wyoming  .Newland  W.  Fountain, 
M.D.,  Warsaw 
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Books  Received 


The  following  hooks  were  received  during  the  month  of  July,  1967.* 


Principles  of  Head  and  Neck  Surgery. 

By  H.  Robert  Freund,  M.D.  Quarto  of  337 
pages,  illustrated.  New  York,  Apple  ton-Cen- 
tury-Crofts,  Division  of  Meredith  Publishing 
Company,  1967.  Cloth,  $12.50. 

Radiation  Therapy.  By  Walter  T.  Murphy, 
M.D.  Second  edition.  Quarto  of  1,020  pages, 
illustrated.  Philadelphia,  W.  B.  Saunders 
Company,  1967.  Cloth,  $45. 

A Guide  to  the  Identification  of  the  Genera 
of  Bacteria.  By  V.  B.  D.  Skerman.  Second 
edition.  Octavo  of  303  pages,  illustrated. 
Baltimore,  The  Williams  & Wilkins  Company, 
1967.  Cloth,  $9.75. 

Doctors’  Strike:  Medical  Care  and  Con- 

flict in  Saskatchewan.  By  Robin  F.  Badgley 
and  Samuel  Wolfe.  Octavo  of  201  pages. 
New  York,  Atherton  Press,  1967.  Cloth, 
$6.50. 

Current  Perspectives  in  Gastroenterology. 
Edited  by  William  S.  Blakemore,  M.D.,  and 

L.  Kraeer  Ferguson,  M.D.  Octavo  of  319 
pages,  illustrated.  New  York,  Hoeber  Medical 
Division,  Harper  & Row,  Publishers,  1967. 
Cloth,  $13.50. 

Infant  Nutrition.  By  Samuel  J.  Fomon, 

M. D.  Octavo  of  299  pages,  illustrated.  Phil- 
adelphia, W.  B.  Saunders  Company,  1967. 
Cloth,  $10.50. 

Care  of  the  Patient  with  a Stroke.  By 

Genevieve  Waples  Smith,  R.N.,  M.A.  Re- 
vised Printing.  Octavo  of  148  pages,  illustrated. 
New  York,  Springer  Publishing  Company, 
1967.  Paper,  $3.25. 

Handbook  of  Physical  Therapy.  By  Robert 

* Books  received  for  review  are  acknowledged  promptly  in 
this  column.  No  other  obligation  is  assumed  for  the  courtesy 
of  those  sending  them  for  this  purpose.  Selection  for  review 
is  made  on  the  basis  of  merit  and  reader  interest. 


Shestack,  Ph.G.R.P.,  P.T.R.  Second  edition. 
Octavo  of  212  pages,  illustrated.  New  York, 
Springer  Publishing  Company,  Inc.,  1967. 
Paper,  $4.00. 

Dynamic  Psychiatry  in  Simple  Terms. 
By  Robert  R.  Mezer,  M.D.  Third  edition. 
Octavo  of  182  pages,  illustrated.  New  York, 
Springer  Publishing  Company,  Inc.,  1967. 
Paper,  $2.95. 

New  Drugs — 1967.  Evaluated  by  the  A. M.A. 
Council  on  Drugs.  Octavo  of  590  pages. 
Chicago,  American  Medical  Association,  1967. 
Paper,  $3.50. 

The  Medical  Clinics  of  North  America. 
Ochsner  Clinic  Number.  July,  1967.  Un- 
usual Clinical  and  Laboratory  Manifesta- 
tions of  Disease.  Charles  B.  Moore,  M.D., 
Guest  Editor.  Octavo.  Philadelphia,  W.  B. 
Saunders  Company,  1967.  Published  Bi- 
Monthly  (six  numbers  a year).  Cloth,  $21. 
per  year. 

Clinical  Obstetrics  and  Gynecology. 
Volume  10  Number  2,  June  1967.  Ovula- 
tion. Edited  by  Luigi  Mastroianni,  Jr., 
M.D.  Trophoblastic  Disease.  Edited  by 
Donald  P.  Goldstein,  M.D.,  and  Hazel  Gore, 
M.B.,  B.S.  Octavo.  Illustrated.  New  York, 
Hoeber  Medical  Division,  Harper  & Row, 
Publishers,  1967.  Published  quarterly  (Four 
numbers  a year) . Cloth,  $18.  per  year. 

Modern  Treatment.  Volume  4,  Number 
3,  May  1967.  Treatment  of  Kidney  Stones. 
Guest  Editor  Felix  O.  Kolb,  M.D.  Special 
Article — Treatment  of  Acute  Oral  Ulcera- 
tions. By  Edward  A.  Graykowski,  M.D., 
D.D.S.  Octavo.  Illustrated.  New  York, 
Hoeber  Medical  Division,  Harper  & Row, 
Publishers,  1967.  Published  Bi-Monthly  (six 
numbers  a year) . Paper,  $16.  per  year. 
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Books  Reviewed 


The  Common  Bile  Duct:  Operative  Cho- 
langiography, Biliary  Endoscopy  and  Cho- 
ledocholithotomy.  By  Clarence  J.  Schein, 
M.D.,  Wilhelm  Z.  Stern,  M.D.,  and  Harold  G. 
Jacobson,  M.D.  Quarto  of  290  pages,  il- 
lustrated. Springfield,  111.,  Charles  C Thomas, 
Publisher,  1966.  Cloth,  $22.50.  (American 
Lecture  Series  No.  649) 

A surgeon  and  two  radiologists  have  collabo- 
rated in  presenting  radiographic,  endoscopic,  and 
surgical  technic  in  all  phases  of  management  of 
patients  with  choledochal  problems.  The  book 
is  profuse  with  drawings,  illustrations,  and 
x-ray  reproductions  which  clearly  and  vividly 
depict  the  majority  of  choledochal  problems 
and  technics.  It  is  unique  because  of  the  total 
absence  of  statistics  which  can  be  monotonous 
and  sometimes  meaningless. 

The  printing  is  in  double  columns  and  bold 
type  and  makes  for  easy  reading.  The  text 
is  divided  into  three  sections  with  an  extensive 
bibliography  at  the  end  of  each  section.  Section 
I is  on  operative  cholangiography,  Section  II  is 
on  biliary  endoscopy,  and  Section  III  is  on 
choledocholithotomy.  There  are  many  excel- 
lent reproductions  showing  the  cholangiographic 
anatomy  of  the  bile  duct  systems  and  their  varia- 
tions. The  section  on  biliary  endoscopy  is 
particularly  of  value  because  it  deals  with  a 
diagnostic  modality  seldom  encountered  in  the 
current  literature;  it  is  based  on  the  use  of  the 
Wildegans  choledochoscope,  not  readily  avail- 
able to  most  surgeons,  which  is  capable  of  visual- 
izing almost  any  portion  of  the  common  duct. 

There  are  sections  devoted  to  discussion  of 
specific  problems,  some  controversial,  which  sur- 
geons may  encounter  in  daily  sui'gical  practice, 
viz.  choledocho-enteric  anastomosis,  choledochal 
fistula,  management  of  residual  hepatic  and 
common  duct  stones,  and  management  of  the 
T-tube.  Some  points  are  emphasized,  viz. 
that  large  accessory  hepatic  ducts,  when  cut, 
must  be  reanastomosed  to  extraliepatic  ducts 
in  order  to  drain  that  portion  of  the  liver  from 
which  it  comes;  a cystic  duct  remnant,  when 
found,  should  be  stripped  of  its  nerve  fibers  to 
prevent  a neuroma  which  may  be  a cause  of  post- 
cholecystectomy syndrome.  The  authors  decry 
the  use  of  solvents  and  “flush”  technics  for  the 
removal  of  common  duct  stones  as  being  largely 
unsuccessful  and  recommend  reoperation.  They 
are  not  enthusiastic  about  the  use  of  the  Cattel- 
tube  because  of  the  danger  of  pancreatitis  and 
because  a cholangiogram  is  impossible. 

The  book  is  recommended  as  an  instructive, 
concise,  well-illustrated  text  for  those  who  wish 
their  experience  in  management  of  biliary  tract, 
and  especially  common  duct  problems,  to  be- 
come enriched.— Lewis  E.  Schottenfeld, 
M.D. 


The  Structure  and  Metabolism  of  the  Pan- 
creatic Islets.  Proceedings  of  an  Interna- 
tional Wenner-Gren  Symposium  held  in 
Uppsala  and  Stockholm,  August  1963. 

Edited  by  S.  E.  Brolin,  B.  Heilman  and  H. 
Knutson.  Octavo  of  528  pages,  illustrated. 
A Pergamon  Press  Book.  New  York,  The 
Macmillan  Company,  1964.  Cloth,  $20. 

This  symposium  had  representatives  from 
American  and  European  medical  science  in  the 
fields  of  anatomy,  biochemistry,  pharmacology, 
physiology,  histology,  pathology,  and  zoology. 

The  newer  methods  of  enzyme  staining  and 
blood  sampling  are  portrayed.  Those  interested 
in  any  way  in  the  pancreatic  islets  will  be  re- 
warded. 

The  absence  of  an  index  and  lack  of  definition 
of  abbreviation  will  make  it  difficult  for  the 
generalist  to  comprehend.— Bernard  Seligman, 
M.D. 

Dilemmas  in  Drug  Therapy.  By  Harry 
Beckman,  M.D.  Quarto  of  404  pages.  Phil- 
adelphia, W.  B.  Saunders  Company,  1967. 
Cloth,  $11.50. 

This  book  is  written  for  the  clinician  by  a busy 
consultant  with  tremendous  experience  in 
therapeutic  drugs  in  all  fields.  He  has  the 
ability  to  answer  questions  that  are  raised  in  all 
situations.  Despite  a good  index,  it  does  re- 
quire time  to  ferret  out  the  answer.  Many 
physicians  will  welcome  this  type  of  response  to 
their  clinical  needs  if  they  cannot  get  their 
answer  in  Goodman  and  Gilman. — Bernard 
Seligman,  M.D. 

Emergency  Psychotherapy  and  Brief  Psy- 
chotherapy. By  Leopold  Beliak,  M.D.,  and 
Leonard  Small,  Ph.D.  Quarto  of  253  pages. 
New  York,  Grune  & Stratton,  1965.  Cloth, 
$9.75. 

The  senior  author  is  clinical  professor  of  psy- 
chiatry, New  York  School  of  Psychiatry;  visit- 
ing clinical  professor  of  psychiatry,  New  York 
University  Postdoctoral  Training  Program  in 
Psychotherapy,  and  visiting  professor  of  psy- 
chology and  education.  Teachers  College,  Co- 
lumbia University,  New  York.  Dr.  Small  is 
consulting  psychologist,  Altro  Health  and  Re- 
habilitation Services,  New  York.  Both  authors 
are  well  qualified  to  write  this  volume,  the  out- 
come of  years  of  interest  in  emergency  and  other 
brief  psychotherapy.  Experience  in  its  use 
dates  back  to  1946  in  the  Veterans  Administra- 
tion where  Dr.  Beliak  worked.  It  also  has  had 
testing  in  a large  metropolitan  social  agency. 

The  Trouble  Shooting  Clinic  was  initiated  in 
November,  1958,  as  a part  of  the  Psychiatric 
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Department  of  City  Hospital  at  Elmhurst, 
Queens,  New  York.  This  became  the  setting 
for  practicing  and  studying  emergency  psycho- 
therapy, a twenty-four-hour  emotional  first- 
aid  station.  The  objective  was  to  attract  more 
patients,  rather  than  just  cope  with  them,  as  a 
part  of  the  idea  of  preventive  care  and  early 
case  finding.  The  staff  was  taught  principles  of 
brief  psychotherapy  with  the  combined  efforts 
of  colleagues  and  associates  from  the  fields  of 
psychiatry,  psychology,  social  work,  and  nursing. 

The  contents  are  divided  into  two  parts: 
Part  I,  Basic  Principles,  and  Part  II,  Clinical 
Syndromes,  illustrated  with  case  histories.  Two 
appendices,  a detailed  bibliography  and  index 
round  out  this  important  contribution  to  com- 
munity clinical  psychiatry,  using  a methodology 
with  unique  success.  It  heralds  the  day  when 
the  emotionally  sick  will  be  regarded  as  legit- 
imate objects  of  adequate  medical  treatment 
comparable  to  patients  obtaining  other  types 
of  medical,  surgical,  and  special  types  of  dis- 
ability service. 

This  attractive  and  informative  volume  is 
written  for  psychiatrists  but  also  for  nonpsy- 
chiatric physicians,  and  the  psychiatric  team 
(nurse,  psychologist,  social  worker)  with  the  en- 
lightened cooperation  of  the  hospital  adminis- 
trator.— Frederick  L.  Patry,  M.D. 

Psychoanalysis — A General  Psychology. 

Edited  by  Rudolph  M.  Loewenstein,  Lottie  M. 
Newman,  Max  Schur,  and  Albert  J.  Solnit. 
Octavo  of  684  pages,  illustrated.  New  York, 
International  Universities  Press,  Inc.,  1966. 
Cloth,  $15. 

This  is  a collection  of  lengthy  essays  written 
in  honor  of  Dr.  Heinz  Hartman’s  seventieth 
birthday.  Most  of  the  32  authors  are  psycho- 
analysts and  members  of  the  American  Psy- 
choanalytical Association.  The  papers  elab- 
orate formulas  or  questions  suggested  by  Hart- 
man’s pioneering  theoretic  contributions  to  the 
science  of  psychoanalysis. 

Dr.  Hartman  is  known  for  his  basic  research 
into  the  mechanisms  of  human  adaptation  and 
what  interferes  with  and  determines  the  devia- 
tions in  human  development.  The  title  of  the 
book  was  chosen  because  Hartman  has  always 
made  an  attempt  to  present  his  theoretic  for- 
mulations in  a way  that  facilitates  interchange 
with  other  disciplines. 

So  far  as  the  location  and  maintenance  of 
mental  health  are  concerned,  Hartman  points 
above  all  to  the  intactness  of  the  synthetic  and 
adaptive  functions  of  the  ego.  He  also  stresses 
the  distinction  between  maturation  and  de- 
velopment. By  maturation  he  refers  to  the 
unfolding  of  phylogenetically  evolved  and  there- 
fore inborn  functions  of  the  species,  which  be- 
come manifest  at  later  stages  in  life.  By  de- 
velopment, he  refers  to  the  emergence  of  func- 
tions and  behavior  which  are  the  outcome  of  ex- 
changes between  the  human  being  and  the  en- 
vironment (inner  and  outer). 

The  book  basically  is  published  for  the  psy- 
choanalyst who  is  interested  in  the  new  con- 


tributions to  psychoanalytic  theory.  Several 
papers  deal  with  the  concept  superego;  one 
introduces  a new  concept,  reality  constancy; 
others  discuss  problems  of  memories,  repres- 
sion, and  methodology.  The  theoretic  studies 
present  clinical  data  that  may  contribute  to  the 
technic  of  psychoanalytic  therapy.  In  the  sec- 
tion on  normal  and  pathologic  development,  Dr. 
Helen  Tartakoff  has  written  an  interesting 
paper  concerning  the  normal  personality  in  our 
culture  and  the  Nobel  Prize  complex. — Mor- 
ton M.  Golden,  M.D. 

Serum  Proteins  and  the  Dysproteinemias. 
Edited  by  F.  William  Sunderman,  M.D.,  and 
F.  William  Sunderman,  Jr.,  M.D.  Octavo  of 
461  pages,  illustrated.  Philadelphia,  J.  B. 
Lippincott  Company,  1964.  Cloth,  $21.50. 

These  excellent  proceedings  of  the  Applied 
Seminar  on  the  Serum  Proteins  and  Dyspro- 
teinemias held  under  the  auspices  of  the  Associa- 
tion of  Clinical  Scientists  are  similar  in  format 
and  organization  to  the  published  proceedings 
of  four  previous  seminars  by  the  Sundermans. 
It  is  invaluable  as  an  intensive  clinical  review 
of  advances  in  methodology  of  serum  proteins 
and  expansion  in  knowledge  of  dysproteinemias. 

Fundamental  considerations  are  given  fol- 
lowed by  a judicious  selection  of  advances  in 
methodology  including  methods  not  currently 
found  in  textbooks  of  clinical  pathology.  The 
clinical  interpretations  are  then  elucidated.— 
Bernard  Seligman,  M.D. 


Advances  in  Obstetrics  and  Gynecology. 
Volume  I.  Edited  by  Stewart  L.  Marcus, 
M.D.,  and  Cyril  C.  Marcus,  M.D.  Quarto  of 
699  pages,  illustrated.  Baltimore,  The  Wil- 
liams & Wilkins  Company,  1967.  Cloth, 
$19.25. 

Reviewing  this  book  was  a stimulating  ex- 
perience— dealing  as  it  does  with  major  advances 
in  obstetrics  and  gynecology  prepared  by  in- 
dividuals who  have  made  notable  contributions. 
In  many  instances  the  material  is  being  pre- 
sented for  the  first  time.  The  participants  in 
this  volume  are  recognized  authors  in  their  par- 
ticular fields  and  have  prepared  their  chapters 
with  a vast  personal  experience  and  knowledge. 
No  attempt  has  been  made  to  avoid  controver- 
sial issues. 

There  are  49  chapters — 24  deal  with  obstetrics 
and  the  remainder  with  gynecology.  The  sub- 
ject matter  ranges  from  interpretation  of  pla- 
cental ultrastructure  to  advances  in  diagnostic 
radiology  such  as  mammography.  There  occurs 
in  the  conclusions  on  page  430,  an  otherwise 
excellent  chapter  on  physiology  and  manage- 
ment of  menopause,  an  almost  certain  error  in 
that  the  word  “prescribe”  should  read  “pro- 
scribe.” 

Future  volumes  are  planned  and  we  trust  will 
maintain  the  standards  of  the  present  one. 
Even  a physician  who  is  not  a specialist  in  the 
field  of  obstetrics  and  gynecology  is  almost  cer- 
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tain  to  enjoy  many  of  the  chapters  as  the  re- 
viewer did. — C.  E.  Jett-Jackson,  M.D. 

Psychopathology  of  Perception.  Edited  by 
Paul  H.  Hoch,  M.D.,  and  Joseph  Zubin,  Ph.D. 
The  Proceedings  of  the  Fifty-third  Annual 
Meeting  of  the  American  Psychopathologi- 
cal  Association,  held  in  New  York  City, 
February  1963.  Octavo  of  336  pages,  il- 
lustrated. New  York,  Grune  & Stratton,  1965. 
Cloth,  $12.50. 

The  editors  succinctly  underscore  the  impor- 
tance of  studies  of  the  facts  and  factors  entering 
into  the  production  of  perceptual  anomalies  such 
as  imperception  or  agnosia,  synesthesia,  il- 
lusions, and  hallucinations.  We  are  reminded 
that  the  study  of  the  normal  is  essential  for  the 
understanding  of  the  abnormal.  This  applies 
also  to  stressful  experience  or  disease  processes. 
The  symposium  attempts  to  cover  phenomeno- 
logic,  clinical,  and  experimental  approaches. 

It  opens  with  Dr.  Paul  C.  Bucy’s  presentation 
of  a laudatory  biographic  sketch  of  the  Samuel 
W.  Hamilton  Memorial  lecturer,  Heinrich 
Kliiver,  Ph.D.,  the  first  nonphysician  to  be  so 
honored.  Dr.  Kliiver,  one  of  the  world’s 
greatest  biologic  psychologists  and  neurophys- 
iologists, reviewed  some  of  the  high  points 
of  his  contributions  to  neurobiology  evolving, 
in  the  main,  from  studies  of  subhuman  primates. 

The  contents  are  divided  into  three  parts: 
Neurophysiology  of  Perception,  Psychopathol- 
ogy of  Pain,  Taste  and  Time;  and  Perception 
of  Special  Conditions.  Discussion  follows  each 
part. 

The  presidential  address  of  Dr.  D.  Ewen 
Cameron  on  “Adventures  with  Pepetition: 
The  Search  for  its  Possibilities”  is  a painstaking, 
long-range  research  which  is  bringing  new  light 
on  behavior,  and  therapeutic  implications. 

This  volume  is  not  published  for  the  non- 
psychiatric or  nonneurologic  physician  unless 
he  perchance  has  a special  interest  in  perceptual 
deviation,  its  mechanism,  and  clinical  signifi- 
cance.— Frederick  L.  Patry,  M.D. 

Controversy  in  Internal  Medicine.  Edited 
by  Franz  J.  Ingelfinger,  M.D.,  Arnold  S.  Reiman, 
M.D.,  and  Maxwell  Finland,  M.D.  Octavo 
of  679  pages,  illustrated.  Philadelphia,  W.  B. 
Saunders  Company,  1966.  Cloth,  $14.50. 

Admittedly  there  are  many  controversial 
questions  in  medicine.  In  this  volume,  the  edi- 
tor has  brought  together  many  outstanding 
investigators  and  authorities  to  discuss  selected 
and  timely  problems. 

The  monographs  are  well  written  and  reading 
is  easy.  The  subject  matter  is  complete  and 
presented  with  force  and  persuasion — in  a few 
instances  a little  too  persuasively. 

Despite  the  fact  that  there  is  a wealth  of  au- 
thoritative information  contained  in  the  papers, 
one  cannot  look  for  answers  to  many  questions. 
Not  all  books  are  written  to  provide  answers, 
and  some  very  good  ones  only  pose  questions 
and  this  may  be  the  volume’s  greatest  virtue. 


It  would  seem  that  the  greatest  worth  of  this 
book  is  to  provide  the  physician  who  has  limited 
time  to  read  with  a source  book  of  ideas  and 
information.  The  application  of  these  ideas  to 
the  individual  patient  requires  experience  and 
understanding.  Even  if  this  book  has  some 
characteristics  of  the  Cabala,  one  needn’t 
wait  to  the  age  of  forty  to  study  it  with  pleasure 
and  profit. — Morris  Zuckerbrod,  M.D. 

Data  Acquisition  and  Processing  in  Biology 
and  Medicine.  Volume  3.  Proceedings  of 
the  1963  Rochester  Conference.  Edited  by 
Kurt  Enslein.  Octavo  of  344  pages,  illustrated. 
A Pergamon  Press  Book.  New  York,  The 
Macmillan  Company,  1964.  Cloth,  $15. 

This  book  deals  with  the  cybernetics  of  many 
fields  with  a rather  thorough  treatment  of  the 
statistical  computer  system  method  of  digital 
or  analogue  nature.  Of  interest  are  diagnostic 
situations,  literature  retrieval  problems,  ma- 
chine analysis  of  heart  sounds,  and  chromosome 
pairing.  This  book  of  the  Rochester  Conference 
of  1963,  is  well  written  with  many  illustrations. 
The  final  discussions  have  considerable  merit. — 
Bernard  Seligman,  M.D. 

Disorders  of  the  Respiratory  Tract  in 
Children.  Edited  by  Edwin  L.  Kendig,  Jr., 
M.D.  Octavo  of  834  pages,  illustrated.  Phila- 
delphia, W.  B.  Saunders  Company,  1967. 
Cloth,  $26. 

The  name  of  Edwin  Kendig,  M.D.,  is  very 
well  known  to  pediatricians  throughout  the 
United  States.  Professor  of  pediatrics,  the 
Medical  College  of  Virginia,  he  has  written  fre- 
quently and  well.  His  experiences  as  director 
of  the  child  chest  clinics  of  the  Medical  College 
of  Virginia  Hospitals  had  convinced  Dr.  Kendig 
of  the  need  for  a comprehensive  reference  book 
which  would  contain  all  that  is  known  concern- 
ing respiratory  physiology  and  the  diagnosis  and 
treatment  of  chest  diseases  in  children. 

Twenty-nine  collaborating  authors,  each  an 
outstanding  specialist  in  some  particular  aspect 
of  chest  disease,  have  contributed  chapters 
synopsizing  their  knowledge  and  experience 
in  their  chosen  fields. 

The  subjects  are  handled  in  expert  fashion, 
the  information  provided  is  authoritative  and 
current.  Whether  it  be  respiratory  distress 
syndrome  or  childhood  tuberculosis  or  asthma, 
each  treatise  is  superbly  written,  a profitable 
pleasure  to  read. 

Since  the  respiratory  tract  and  its  appendages 
account  for  probably  60  to  70  per  cent  of  the 
average  practice  of  pediatrics,  it  will  repay  the 
general  pediatrician  to  read  through  this  book 
in  leisurely,  intermittent  fashion. 

As  a reference  book  it  is  sure  of  an  important 
place  in  every  medical  library. — Kenneth  G. 
Jennings,  M.D. 

Diabetes  for  Diabetics.  By  George  F. 

continued  on  page  2521 
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The  MediatrkfAge: 

Many  patients,  with  or  without  a functional  illness,  show  symptoms  of 
an  aging  metabolism:  disinterest . . . lassitude . . .vague  aches  and  pains. 

Mediatri<f  can  help  them  lead  a more  active,  useful  life. 
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Candidates  for  Mediatric 

Commonly  heard  complaints  from  your  geri- 
atric patients  may  indicate  an  underlying  dis- 
order that  may  require  immediate  attention 
—and  definitive  therapy.  But,  with  or  with- 
out an  underlying  functional  illness,  the  pa- 
tients’ physical  and  emotional  well-being 
may  be  enhanced  by  adjunctive  steroid-nutri- 
tional therapy.  That’s  why  so  many  patients 
just  like  these  are  suitable  candidates  for 
MEDIATRIC  from  their  very  first  visit. 

“A  steroid-nutritional  compound  (Mediatric) 
was  used  in  100  patients  to  relieve  some  of 
the  symptoms  caused  by  degenerative  changes 
of  aging ” This  therapy  resulted  in  im- 

provement of  75  per  cent  of  the  patients. 

McNeill,  A.  J.:  Clin.  Med.  8:518  (Mar.) 
1961. 


The  estrogen  component  is  PREMARIN® 
(conjugated  estrogens  — equine),  the  orally 
active,  natural  estrogen  most  widely  pre- 
scribed for  its  physiologic  and  metabolic 
benefits.  The  combination  of  estrogen  and 
methyltestosterone  can  help  maintain  an  an- 
abolic balance  to  forestall  premature  estro- 
gen-related degenerative  changes. 

MEDIATRIC  also  supplies  a small  amount 
of  methamphetamine  to  provide  a gentle 
mood  uplift;  and  nutritional  supplements  spe- 
cially selected  to  meet  the  needs  of  the  aging. 

MEDIATRIC  helps  keep  the  older  patients 
alert  and  active;  helps  relieve  general  ma- 
laise, easy  fatigability,  vague  pains  in  the 
bones  and  joints,  and  lack  of  interest  so  often 
associated  with  declining  gonadal  hormone 
secretion. 


contraindication:  Carcinoma 
of  the  prostate,  due  to  methyl- 
testosterone  component. 
warning:  Some  patients  with  per- 
nicious anemia  may  not  respond 
to  treatment  with  the  Tablets  or 
Capsules,  nor  is  cessation  of 
response  predictable.  Periodic 
examinations  and  laboratory 
studies  of  pernicious  anemia 
patients  are  essential  and  recom- 
mended. 

side  effects:  In  addition  to  with- 


drawal bleeding,  breast  tenderness 
or  hirsutism  may  occur. 
suggested  dosages:  Male  and 
female:  1 Tablet  or  Capsule,  or  3 
teaspoonfuls  Liquid,  daily  or  as 
required. 

In  the  female:  To  avoid  continu- 
ous stimulation  of  breast  and 
uterus,  cyclic  therapy  is  recom- 
mended (3  week  regimen  with 
1 week  rest  period  — Withdrawal 
bleeding  may  occur  during  this 
1 week  rest  period). 


In  the  male:  A careful  check 
should  be  made  on  the  status  of 
the  prostate  gland  when  therapy 
is  given  for  protracted  intervals. 
supplied:  No.  752— MEDIATRIC 
Tablets,  in  bottles  of  100  and 
1,000. 

No.  252  — MEDIATRIC  Cap- 
sules, in  bottles  of  30,  100,  and 
1,000. 

No.  910— MEDIATRIC  Liquid, 
in  bottles  of  16  fluidounces  and 
1 gallon. 


Steroid-nutritional  compound 


Each  MEDIATRIC 
TABLET  or  CAPSULE 

contains: 


Each  15  cc.  (3  teaspoon- 
fuls) of  MEDIATRIC 
LIQUID  contains: 


Conjugated  estrogens— equine  (PREMARIN®) 

Methyltestosterone 

Methamphetamine  HC1 

Cyanocobalamin 

Intrinsic  factor  concentrate 

Thiamine  HC1 

Thiamine  mononitrate 

Riboflavin 

Niacinamide 

Pyridoxine  HCI 

Calcium  pantothenate 

Ferrous  sulfate  exsiccated 

Ascorbic  acid 


0.25  mg. 

0.25  mg. 

2.5  mg. 

2.5  mg. 

1.0  mg. 

1.0  mg. 

2.5  meg. 

1.5  meg. 

8.0  mg. 

— 

— 

5.0  mg. 

10.0  mg. 

— 

5.0  mg. 

— 

50.0  mg. 

— 

3.0  mg. 

— 

20.0  mg. 

— 

30.0  mg. 

— 

100.0  mg. 

(Contains  15%  alcohol) 

6740 


Mediatric 


tablets  • capsules  • liquid 


AYERST  LABORATORIES  • New  York,  N.  Y.  10017  • Montreal,  Canada 
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selling  with 

TNE  TEST 


A method  so  rapid  and 
simple  that  you  just  stvab . . . 
uncap... press... and  discard.  ^ 

^ Results,  read  at  48  to  72  hours,  are  comparable 

in  accuracy  to  those  of  older  standard  intradermal  tests.  The 
self-contained,  disposable  unit  requires  no  refrigeration  and  is 
stable  for  two  years.  Side  effects  are  possible  but  rare:  vesiculation, 
ulceration,  or  necrosis  at  test  site.  Contraindications:  none,  but  use  with 
caution  in  active  tuberculosis.  Available  in  boxes  of  5 and  cartons  of  25. 

v LEDERLE  LABORATORIES,  A Division  of 
American  Cyanamid  Company,  Pearl  River,  N.Y. 

448-7-4985 


crp]asy  on 

thec^udiet... 

crp]asy  on 
the  other 


G^GATablets  (£y  Elixir  J/r) KD 

cpor  GJron  C. ^Deficiency  Qy^nemia 


FAMOUS 


BREON  LABORATORIES  INC. 

Subsidiary  of  Sterling  Drug  Inc. 

90  Park  Avenue,  New  York,  N.Y.  10016 


FERROUS 
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Schmitt,  M.D.  Octavo  of  237  pages,  illus- 
trated. Miami,  Fla.,  The  Diabetes  Press  of 
America,  Inc.,  1965.  Cloth,  $5.95. 

This  small  volume,  published  as  a public 
service  by  the  Diabetes  Press  of  America,  Inc., 
of  Miami,  Florida,  is  a fine  succinct  book  which 
will  be  of  value  to  all  diabetic  patients.  It 
briefly  describes  the  nature  of  the  disease,  funda- 
mentals in  regard  to  adequate  treatment,  the 
complications,  and  special  problems  peculiar  to 
the  diabetic  individual.  The  section  on  diet  is 
well  covered.  There  are  colored  illustrations  of 
dietary  exchanges.  Simplicity  of  presentation 
is  one  of  the  outstanding  advantages  of  this 
book. — George  E.  Anderson,  M.D. 

Out-Patient  Treatment  of  Alcoholism. 

By  Donald  L.  Gerard,  M.D.,  and  Gerhart 
Saenger,  Ph.D.  Octavo  of  249  pages.  Canada, 
University  of  Toronto  Press,  1966.  Cloth, 
$7.50.  (Brookside  Monograph  No.  4) 

This  book  is  the  report  of  a five-year  study 
designed  to  answer  the  question  “What  are  the 
results  of  our  investment  in  treatment  services 
for  alcoholics?”  A physician  and  a social  sci- 
entist collaborated  in  evaluating  the  experience 
of  eight  outpatient  clinics  and  related  inpatient 
facilities  operated  by  state  alcoholism  programs 
in  the  northeastern  United  States.  The  vol- 
ume’s three  principal  sections  are  concerned  with 
the  characteristics  of  the  patients  at  intake; 
the  nature  of  the  clinic  treatment;  and  the 
predictors  of  improvement.  These  are  fol- 
lowed by  a qualitative  analysis  of  cases  and  a 
concluding  summary  and  discussion. 

The  text  is  interspersed  with  numerous  help- 
ful tables  and  supplemented  by  an  appendix 
which  describes  the  “research  instruments.” 
However,  the  list  of  references  is  disappoint- 
ingly meager,  and,  notwithstanding  chapter 
guides,  the  absence  of  an  index  is  another  un- 
fortunate limitation.  The  data  and  conclusions 
are  both  informative  and  provocative,  in  many 
respects  the  antitheses  of  commonly  shared 
impressions  concerning  the  alcoholic,  his  manage- 
ment, and  his  prognosis. 

The  reader,  whether  he  is  the  fellow  expert 
who  extracts  every  detail  or  the  less  intimately 
involved  practitioner  who  settles  for  the  sum- 
mary will  feel  alternately  encouraged  and  dis- 
couraged by  implications  which,  in  either  in- 
stance, are  certain  to  intrigue  him. — Robert  W. 
Hillman,  M.D. 

Kidney  and  Electrolytes:  Foundations  of 

Clinical  Diagnosis  and  Physiologic  Ther- 
apy. By  Norman  Deane,  M.D.  Octavo  of 
198  pages,  illustrated.  Englewood  Cliffs,  N.  J., 
Prentice-Hall,  Inc.,  1966.  Cloth,  $9.00. 


Norman  Deane,  associate  professor  of  medi- 
cine at  New  York  Medical  College,  was  as- 
sociated with  Homer  W.  Smith.  He  worked 
on  interrelations  of  basic  physiology  and  clini- 
cal medicine. 

Dr.  Deane  analyzes  conceptual  basis  of  patho- 
genesis and  describes  how  certain  clinical  dis- 
turbances develop  as  a result  of  derangement 
of  normal  mechanisms,  and  recommends  solu- 
tions based  on  personal  clinical  applications. 
This  monograph  integrates  theory  with  a con- 
cise guide  to  therapy  of  kidney  and  electrolyte 
disorders. 

He  discusses  new  attempts  to  do  away  with 
our  present  cumbersome  Henderson-Haselbach 
method  of  acid-base  determination  and,  in- 
stead, utilizes  quantitatively  the  amount  of 
hydrogen-ion  concentration  such  as  0.00004 
mEq./L.  to  40  millimicron  equivalents  per 
liter.  This  equals  pH  7.4  as  suggested  by  W.  E. 
Huckabee.  Therefore,  acidosis  or  alkalosis, 
whether  respiratory  or  metabolic,  can  be  deter- 
mined on  a quantitative  basis. 

One  full  chapter  is  devoted  to  a comprehensive 
survey  of  cardiopulmonary  and  renal  function. 
It  includes  electrolyte  metabolism  with  body 
composition,  the  conceptual  foundation  for 
rational  treatment. 

Other  chapters  offer  discussion  of  pathogenesis 
and  treatment  covering  the  subject  of  sodium  de- 
pletion and  dehydration,  acidosis,  hypokalemia 
and  alkalosis,  the  edematous  state,  impaired 
renal  function  in  uremia,  calcium  and  mag- 
nesium metabolism. 

This  book  provides  practical  aids  for  the  in- 
ternist and  general  practitioner,  resident,  in- 
tern, and  medical  student.  The  discussions 
are  authoritative  and  the  bibliography  ex- 
haustive. 

While  this  field  is  amply  covered  by  other 
publications,  I deem  it  very  worthwhile  and  up 
to  date. — John  A.  Montfort,  M.D. 


The  Specificity  of  Cell  Surfaces.  Edited  by 
Bernard  D.  Davis  and  Leonard  Warren.  Oc- 
tavo of  290  pages,  illustrated.  Englewood 
Cliffs,  N.J.,  Prentice-Hall,  Inc.,  1967.  Cloth, 
$10.25. 

Microbiologists  and  those  working  with 
higher  organisms  (macrobiologists?)  partici- 
pated and  here  report  spectacular  advances  in 
many  aspects  of  the  structure  and  function  of 
surface  membranes  in  bacterial  and  animal  cells. 
General  physiologists  and  biochemists  will  find 
this  tome  useful  as  will  workers  in  the  fields  of 
virology,  bacteriology,  embryology,  immunol- 
ogy, and  cancer  research.  It  is  well  written, 
easily  read,  and  a worth-while  addition  to  any 
library. — Bernard  Seligman,  M.D. 
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This  pain  is 
getting  on 


® 

Contraindications:  History  of  sensitivity  or  severe  intolerance  to  aspirin  or 
meprobamate. 

Warnings:  USE  IN  PREGNANCY:  Safety  for  use  during  pregnancy  or  lactation 
has  not  been  established;  therefore  it  should  be  used  in  pregnant  patients  or 
women  of  child-bearing  age  only  when  the  physician  judges  its  use  essential  to 
the  patient’s  welfare. 

Precautions:  Keep  out  of  reach  of  children.  Not  recommended  for  patients 
12  years  old  or  less.  Carefully  supervise  dose  and  amounts  prescribed,  especially 
for  patients  prone  to  overdose  themselves.  Excessive  prolonged  use  of  meprobamate 
may  result  in  dependence  or  habituation  in  susceptible  persons — as  alcoholics,  ex-addicts, 
severe  psychoneurotics.  Withdraw  gradually  after  prolonged  high  dosage  to  avoid  possibly 
severe  withdrawal  reactions  including  epileptiform  seizures.  Warn  patients  of  possible  reduced 
alcohol  tolerance.  If  drowsiness,  ataxia  or  visual  disturbances  (impairment  of  accommodation  and 
visual  acuity)  occur,  reduce  dose.  If  symptoms  persist,  caution  patients  against  operating  machinery 
or  driving.  After  meprobamate  overdose,  prompt  sleep,  reduction  of  blood  pressure,  pulse  and 
respiratory  rates  to  basal  levels,  and  hyperventilation  are  reported.  Give  cautiously  to  patients  with 
suicidal  tendencies.  Treat  attempted  suicide  (has  resulted  in  coma,  shock,  vasomotor  and  respira- 
tory collapse  and  anuria)  with  immediate  gastric  lavage  and  appropriate  supportive  therapy  (CNS 
stimulants  and  pressor  amines  as  indicated). 

Side  Effects:  Ethoheptazine  and  aspirin  may  occasionally  cause  nausea,  vomiting,  epigastric  distress, 
and  rarely  dizziness.  Overdosage  may  result  in  CNS  depression  (drowsiness  and  lightheadedness)  or 
CNS  stimulation  and  salicylate  intoxication  (requires  induced  vomiting  or  gastric  lavage,  specific 
parenteral  electrolyte  therapy  for  ketoacidosis  and  dehydration,  and  observation  for  hypoprothrom- 
binemic  hemorrhage  [usually  requires  whole  blood  transfusions]).  Meprobamate  may  cause  drowsiness, 
ataxia  and  rarely  allergic  or  idiosyncratic  reactions.  These  reactions,  sometimes  severe,  can  develop  in 
patients  receiving  only  1 to  4 doses  who  have  had  no  previous  contact  with  meprobamate.  Mild  reactions  are 
characterized  by  urticarial  or  erythematous  maculopapular  rash.  Acute  nonthrombocytopenic  purpura  with 
petechiae,  ecchymoses,  peripheral  edema  and  fever  have  been  reported.  If  allergic  reaction  occurs, 
meprobamate  should  be  stopped  and  not  reinstituted.  Severe  reactions,  observed  very  rarely,  include  angio- 
neurotic edema,  bronchial  spasms,  fever,  fainting  spells,  hypotensive  crises  (1  fatal  case),  anaphylaxis, 
stomatitis  and  proctitis  (1  case)  and  hyperthermia.  Treat  symptomatically  such  as  with  epinephrine,  anti- 
histamine and  possibly  hydrocortisone.  A few  cases  of  leucopenia,  usually  transient,  have  been  reported 
following  continuous  use.  Rarely,  cases  of  aplastic  anemia  (1  fatal  case),  thrombocytopenic  purpura,  agranulo- 
cytosis, and  hemolytic  anemia  have  been  reported;  almost  always,  in  the  presence  of  known  toxic  agents. 
Composition:  150  mg.  meprobamate,  75  mg.  ethoheptazine  citrate  and  250  mg.  aspirin  per  tablet. 


* 


mu  nerves. 


Patients  in  pain  often  experience  concomitant  anxiety  and  tension, 
which  may  add  to  the  burden  of  pain. 


For  such  patients,  you  may  want  to  prescribe  a preparation  that 
offers  more  than  simple  analgesia. 


A good  choice  is  often  EQUAGESIC®  (meprobamate  and  ethohep- 
tazine citrate  with  aspirin).  It  helps  relieve  pain.  And  anxiety.  And 
skeletal  muscle  spasm  as  related  to  pain  or  anxiety  and  tension. 


Equagesic  tablets 


(meprobamate  and  ethoheptazine 


citrate  with  aspirin) 
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TRAINED  MEDICAL  ASSISTANTS 

to  save  your  valuable  time,  assume  'esponsibllity  for  appoint- 
ments, patients,  records,  assist  you  with  lab,  X-Ray,  E.K.G., 
B.M.R.,  etc.  The  Mandl  School  for  Medical  & Dental  Assist- 
ants has  been  training  in  these  fields  for  43  years.  Our  grad- 
uates have  sound  professional  skills.  Free  Placement  Service. 

Mandl  School  19 

175  Fulton  Ave.,  Hempstead,  L.l.  (516)  IV  1-2774 
EST.  1924  - Licensed  by  the  State  of  New  York  ___ 


PAIN 
STOPS 


ULCER 

HEALS 


Hemorrhage  and  epigastric  pain  are  the  most 
serious  symptoms  of  peptic  ulcer.  Probably 
20-25%  of  all  patients  experience  massive 
bleeding  at  some  time  or  other. 


After  3-6  weeks  treatment  with  ROMACH  tablets, 
the  ulcer  crater  shows  healing  81%  of  cases. 
A satisfactory  therapeutic  response  was  reported 
in  90%  of  the  cases.  Epigastric  pain  was  relieved 
in  92%  of  cases. 


The  therapeutic  effective  ingredient  is  ROTERIZED 
bismuth  subnitrate  350  mg.  combined  with  stan- 
dard antacids.  No  acid  rebound,  no  adverse 
reactions,  no  contraindications. 

Dosage,  2 tablets  in  warm  water 
immediately  after  meals,  3 times 
daily.  Available  in  boxes  of  60,  150, 
660  and  1000  tablets.  At  all  drug 
stores. 


ROR  Chemical  Co.,  2268  First  Ave.,  N.  Y.  10035 


Gentlemen: 


NYS-9 


Please  send  me  professional  samples  and  reprints  of 
published  articles. 

ROR  Chemical  Co.,  2268  First  Ave.,  New  York  10035 


Dr 

City Zone State 

Street 


Tranquilizer  analgesics 

Equagesic  (Wyeth  Laboratories) 


2525 


PHYSICIANS  WANTED 


PHYSICIANS  TO  COVER  EMERGENCY  ROOM, 
guaranteed  annual  salary  $22,500.  Apply  Administrator, 
The  Elizabeth  A.  Horton  Memorial  Hospital,  Middletown, 
New  York,  10940. 


SURGEON.  BOARD  CERTIFIED  OR  ELIGIBLE  TO 
join  a multi-specialty  group  with  an  established  surgery 
department.  Thoracic  training  desirable.  Southern  New 
York  State.  Salary  one  year,  early  partnership.  Reply 
Box  582,  % NYSJM. 


GENERAL  PRACTITIONER,  MEDICINE,  PEDI- 
atrics,  obstetrics,  minor  surgery,  to  practice  family  medi- 
cine in  suburban  Albany  in  a group  practice  (currently 
three).  Richard  S.  Heinig,  M.D.,  (518)  785-5881. 


INTERNIST  OR  FAMILY  PHYSICIAN  FOR  MEDICAL 
group,  suburb  New  York  City.  Initial  contract  leading  to 
partnership.  Starting  salary  up  to  $19,000.  Include  com- 
plete curriculum  vitae  in  reply.  Box  574,  % NYSJM. 


WANTED— G.P.,  INTERNIST  OR  PEDIATRICIAN  TO 
join  well  established  partnership,  upstate  New  York 
college  town.  Modem  hospital.  Good  schools,  hunting, 
fishing,  skiing.  No  investment  necessary.  Box  586,  % 
NYSJM. 


INTERNIST— BOARD  ELIGIBLE  OR  CERTIFIED 
for  partnership  with  internist  practicing  Grand  Concourse, 
Bronx,  N.Y.  Initial  starting  salary,  later  partnership. 
Income  well  above  average.  Box  583,  % NYSJM. 


PHYSICIAN  WANTED  TO  WORK  IN  OFFICE  THREE 
full  days  per  week.  Busy  obesity  practice  in  Bronx  and 
Westchester.  Starting  salary  open.  Excellent  opportunity 
for  partnership  with  right  man.  Box  587,  % NYSJM. 


PSYCHIATRIC  RESIDENCIES— PENNSYLVANIA 
Hospital  with  outstanding  teaching,  therapy  and  research 
programs  and  large  medical  staff  offers  fully  accredited  3- 
year  training  to  physicians  desiring  certification.  Resi- 
dency includes  individual  supervision  of  Psychotherapy, 
experience  on  adolescent  wards  and  out-patient  therapy  of 
children,  college  students  and  adults.  Program  supple- 
mented by  regular  scheduled  guest  lecturers  and  three- 
months  intensive  graduate  lecture  course  at  Eastern  Penn- 
sylvania Psychiatric  Institute.  Salary  range — $11,000- 
$12,000  if  licensed,  plus  additional  benefits.  G.P.  grants 
available.  Residencies  begin  January  and  July.  Write — 
Warren  State  Hospital,  Box  249,  Warren,  Pennsylvania 
16365  for  details. 


UNEXPECTED  VACANCY,  ONE  SECOND  YEAR 
residency  in  obstetrics  & gynecology.  Fully  approved 
program  for  3 years.  Full  teaching  program.  Medical 
Director  and  Director  of  Medical  Education  affiliated  with 
University  Hospital,  located  in  the  heart  of  New  York 
City.  Salary  $6,000  per  year.  Excellent  living  quarters 
next  to  hospital.  Inquire:  New  York  Infirmary,  Stuy- 
vesant  Square  East  & 15th  St.,  New  York,  N.Y.  10003. 


PHYSICIANS  WANTED— CONT’D 


A DOCTOR’S  WIFE  HAS  A HAPPY  LIFE:  SHE  WILL, 
if  he  sets  up  practice  in  New  Holstein.  There’s  a good 
life  for  a general  practitioner’s  family  in  this  progressive 
suburban  community  situated  in  the  scenic  Kettle  Moraine 
of  Wisconsin.  Year  round  recreational  activities,  top 
educational  system,  modem  convenient  shopping.  New 
professional  building  for  lease  or  purchase  with  facilities 
for  two  M.D.’s  one  dentist,  one  optometrist.  Come  look 
us  over.  Bring  your  family  for  a three  day  holiday,  ex- 
penses paid.  For  details  write:  Langenfeld  Foundation 
Inc.,  New  Holstein,  Wisconsin  53061. 


HOUSE  PHYSICIAN:  DIVERSIFIED  DUTIES  IN 

accredited,  voluntary  hospital.  Connecticut  license  re- 
quired. Monday  through  Friday;  every  other  Saturday 
morning.  $18,000  a year.  Write  P.O.  Box  3474,  Bridge- 
port, Connecticut  06604. 


EMERGENCY  ROOM  PHYSICIAN.  N.Y.S.  license 
required.  Mon-Fri,  8 a.m.-4  p.m.  Minimum  salary 
$1,600  per  month.  University  affiliated  Bklyn  hospital. 
10  minutes  to  midtown  Manhattan.  Call  R.  Venerose, 
M.D.,  (212)  780-3325,  or  write  Methodist  Hospital  of 
Brooklyn,  506  6th  St.,  Brooklyn,  N.Y.  11215. 


PHYSICIAN  (LICENSED  N.Y.  STATE)  FULL  TIME, 
(4  to  5 days  per  week).  Light  work.  Social  Security, 
retirement  and  health  benefits,  an  Equal  Opportunity 
Employer.  American  Red  Cross,  Buffalo  Regional  Blood 
Center,  786  Delaware  Ave.,  Buffalo,  N.Y.  14209.  Call 
(716)  886-7500. 


GENERAL  PRACTICE  ASSOCIATE  NEEDED  TO 
join  active,  young  physician  on  the  South  Shore  of  Long 
Island.  Obstetrics  an  advantage.  Partnership  in  one 
year.  Box  590,  % NYSJM. 


WANTED:  INTERNIST,  BOARD-CERTIFIED  OR 

eligible  for  multispeciality  group  in  beautiful  Mid-Hud- 
son Valley,  70  miles  north  of  New  York  City.  First  class 
diagnostic  facilities.  Salary  $16,000-$17,000  first  two 
years,  then  full  partnership.  Box  589,  % NYSJM. 


NEED  QUICK  RESPONSE? 
Want  Good  Results? 


Experience  proves  that  you  get  both  in 
the  classified  ad  section  of  the  New  York 
Stale  Journal  of  Medicine. 
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MISCELLANEOUS 


OFFICE  PLANNING,  FROM  ARCHITECTURAL 
drafting,  blue  prints,  through  finished  interiors,  by  trained 
interior  designer  with  medical  background.  S.  L.  Emmet, 
415  East  52nd  St.,  N.Y.C.  PL  1-2877. 


ELECTROLYSIS:  PUT  YOURSELF  IN  OUR  HANDS 

with  confidence.  Superfluous  hair  removed  permanently 
without  scars.  No  case  too  small,  no  case  too  far  advanced. 
Special  attention  and  care  given  to  young  girls.  Free 
consultation,  by  appointment.  Lucille  Bouchard,  R.  I.  li- 
cense, 174  East  82nd  Street,  New  York,  N.  Y.  RE  7-1066. 


BILLS  COLLECTED— ABUSE  IS  RULED  OUT— 
tactful  yet  successful — 40  years  of  top  service  to  doctor* 
and  hospitals — Mail  billhead  for  details.  Crane  Dis- 
count Corp.,  220  W.  42nd  St.,  New  York,  N.Y.  10036. 
LO  5-2943. 


POSITIONS  WANTED 


MEDICAL  ASSISTANTS  AND  SECRETARIES.  LAB- 
oratory  Techs.  Well  trained  and  highly  qualified  personnel 
(male  & female).  Phone  CH  2-2330  Ext.  6,  Placement 
Dept.,  or  write  Eastern  School  for  Physicians’  Aides,  Dept. 
69,  85  Fifth  Ave.,  New  York,  N.  Y.  10003.  (Founded 
1936  by  two  member  physicians.) 


RADIOLOGIST,  AGE  35,  BOARD-CERTIFIED,  DE- 
airee  directorship  of  150-200  bed  hospital.  Would  accept 
equal  association  N.Y.  metropolitan  area.  Box  573,  % 
NYSJM. 


BOARD  CERTIFIED  RADIOLOGIST  IS  LOOKING  FOR 
part-time  position  in  hospital,  clinic  or  medical  group. 
Also  coverage  in  the  evening  or  weekend.  Box  578,  % 
NYSJM. 


RADIOLOGIST,  BOARD  CERTIFIED  IN  DIAGNOSIS, 
therapy  and  nuclear  medicine,  with  training  in  special 
procedures  (vasculography),  desires  position  as  head  of 
department  in  small  or  medium  size  hospital  in  New  York 
or  suburban  area.  Box  577,  % NYSJM. 


REAL  ESTATE  FOR  SALE  OR  RENT 


NEW  YORK  DUTCHESS  COUNTY:  NEW  MEDICAL 

building  in  Wappingers  Falls,  Poughkeepsie  area,  occupied 
by  D.D.S.,  orthodontist,  and  Ob-Gyn.  Office  available 
for  all  specialities.  Critical  physician  shortage  because  of 
population  explosion.  Address:  Martin  Rabin  D.D.S.,  65 
South  Clinton  St.,  Poughkeepsie.  N.Y.  (914)  454-0322 


MANHATTAN.  RENT  ELEGANTLY  FURNISHED 
and  equipped  doctor’s  office  facing  Planetarium  Park.  At- 
tractive street  (81  st.)  just  off  Central  Park  West.  Most 
hours  available  for  exclusive  use.  Ideal  most  specialties. 
Air-conditioned.  Leave  message  daytime  weekdays.  TR 
7-1774. 


GROUP  PRACTICE:  3 OFFICE  SUITES  AVAILABLE 

in  new  Kinnelon  Medical  Center,  28  miles  from  N.Y.  C. 
in  northern  New  Jersey.  Present  medical  occupants  are  a 
surgeon,  gynecologist  and  Cancer  Detection  and  Research 
Center,  Inc.  Call  (212)  RE-7-9488. 


71ST  STREET,  114  EAST,  BETWEEN  PARK  & LEX. 
Doctor’s  suite;  6 rooms  off  lobby;  2,000  ft.  area;  hall 
attendance.  $550  a month.  Brener  and  Lewis  Manage- 
ment. Call  421-1506. 


2? 
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A MEDICAL-SURGICAL  SYMPOSIUM 

SPONSORED  BY 

SAINT  BARNABAS  HOSPITAL,  NEW  YORK  CITY 

DECEMBER  15,  16,  17,  1967  PLAZA  HOTEL,  N.Y.C. 


THERAPEUTIC  ADVANCES  IN  THE  PRACTICE 
OF  CARDIOLOGY 


Charles  P.  Bailey 
Arthur  C.  Beall,  Jr. 
Asher  Black 
Louis  F.  Bishop 
John  Briggs 
William  Chardack 
Denton  Cooley 
Julio  Davila 
Michael  E.  DeBakey 
William  Dock 
Donald  B.  Effler 
Johann  Ehrenhaft 
William  T.  Foley 
Frank  S.  Folk 
Goffredo  Gensini 
Seymour  Gollub 


LIST  OF  SPEAKERS 

Richard  Gorlin 
Dwight  E.  Harken 
Edward  Hawthorne 
Teruo  Hirose 
Elliot  Howard 
Jack  Howard 
Adrian  Kantrowitz 
Thomas  Killip 
John  S.  LaDue 
Daniel  L.  Larson 
Harold  Levine 
William  B.  Likoff 
C.  Walton  Lillehei 
George  Magovern 
Robert  A.  O’Connor 
Donald  Ross 


Henry  I.  Russek 
Philip  Sawyer 
David  Scherf 
Ake  Senning 
William  Sewell 
A.  Gerald  Shapiro 
Frank  C.  Spencer 
Borys  Surawicz 
Warren  Taylor 
Cesar  Vera 
William  Wehrmacher 
Paul  Dudley  White 
Henry  Zimmerman 
Jacob  Zimmerman 
Burton  L.  Zohman 


For  information,  write  or  call: 

Symposium  Office,  St.  Barnabas  Hospital,  3rd  Ave.  & 1 83rd  St.,  N.Y.C.,  N.Y.  1 0457 
Phone  (212)  CYpress  5-2000  Ext.  324 


Selected  Common  Stocks 

Our  Research  Department  has  prepared  a 60-page  booklet  on  145  common 
stocks  which  should  be  useful  when  reviewing  portfolio  positions.  This  list 
is  arranged  by  industry,  gives  1967  earnings  projections,  indicated  dividends, 
and  has  brief  comments  on  the  companies  selected. 

For  a copy,  address  Dept.  JM 

OB 

LOEB,  RHOADES  & CO. 

MEMBERS  NEW  YORK  STOCK  EXCHANGE,  AMERICAN  STOCK  EXCHANGE 
AND  PRINCIPAL  COMMODITY  EXCHANGES 

42  Wall  Street  New  York  10005 

Telephone:  530-4000 

375  Park  Avenue,  New  York  10022 

Telephone:  PL  5-5100 

Private  Wire  System  to  Branch  Offices,  Correspondents  and  their  con- 
nections in  over  100  cities  throughout  the  United  States  and  Canada. 
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name  you  can  count  on 
rhen  it  counts 

iHLOROMYCETIN 

CHLORAMPHENICOL) 


why  wonder  about  a drug 

when  you  know 

DECLOMYCIN 

I)EMETimCHLORTETRACYCLINE 
provides  high  activity  levels 


one  300  mg 
tablet  b.i.d. 

or 

one  150  mg 
capsule  q.i.d. 


Effective  in  a wide  range  of  everyday  infections— respiratory,  urinary  tract  and  others 
—in  the  young  and  aged— the  acutely  or  chronically  ill— when  the  offending  organ- 
isms are  tetracycline-sensitive. 

Contraindication— History  of  hypersensitivity  to  demethylchlortetracycline. 
Warning—  In  renal  impairment,  usual  doses  may  lead  to  excessive  systemic  ac- 
cumulation and  liver  toxicity.  Under  such  conditions,  lower  than  usual  doses  are 
indicated  and,  if  therapy  is  prolonged,  serum  level  determinations  may  be  advis- 
able. A photodynamic  reaction  to  natural  or  artificial  sunlight  has  been  observed. 
Small  amounts  of  drug  and  short  exposure  may  produce  an  exaggerated  sunburn 
reaction  which  may  range  from  erythema  to  severe  skin  manifestations.  In  a 
smaller  proportion,  photoallergic  reactions  have  been  reported.  Patients  should 
avoid  direct  exposure  to  sunlight  and  discontinue  drug  at  the  first  evidence  of 
skin  discomfort. 

Precautions  and  Side  Effects— Overgrowth  of  nonsusceptible  organisms  may  occur. 
Constant  observation  is  essential.  If  new  infections  appear,  appropriate  measures 
should  be  taken.  Use  of  demethylchlortetracycline  during  tooth  development  (last 
trimester  of  pregnancy,  neonatal  period  and  early  childhood)  may  cause  discolora- 
tion of  the  teeth  (yellow-grey-brownish).  This  effect  occurs  mostly  during  long-term 
use  but  has  also  been  observed  in  short  treatment  courses.  In  infants,  increased 
intracranial  pressure  with  bulging  fontanels  has  been  observed.  All  signs  and 
symptoms  have  disappeared  rapidly  upon  cessation  of  treatment.  Side  reactions 
include  glossitis,  stomatitis,  proctitis,  nausea,  diarrhea,  vaginitis  and  dermatitis.  If 
adverse  reaction  or  idiosyncrasy  occurs,  discontinue  medication  and  institute 
appropriate  therapy.  Anaphylactoid  reactions  have  been  reported. 

Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or  300  mg  b.i.d.  Should  be  given  1 hour 
before  or  2 hours  after  meals,  since  absorption  is  impaired  by  the  concomitant 
administration  of  high  calcium  content  drugs,  foods  and  some  dairy  products. 
Capsules:  150  mg;  Tablets:  film  coated,  300  mg,  150  mg,  and  75  mg  of  demethyl- 
chlortetracycline HCI. 

LEDERLE  LABORATORIES. 

A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 
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Before  prescribing,  please  consult  complete  prod- 
uct information,  a summary  of  which  follows: 
Contraindications:  Infants,  patients  with  history 
of  convulsive  disorders,  glaucoma  or  known  hyper- 
sensitivity to  drug. 

Warning:  Not  of  value  in  the  treatment  of  psy- 
chotic patients,  and  should  not  be  employed  in  lieu 
of  appropriate  treatment. 

Precautions:  Limit  dosage  to  smallest  effective 
amount  in  elderly  or  debilitated  patients  (not  more 
than  1 mg,  one  or  two  times  daily  initially)  to  pre- 
clude ataxia  or  oversedation,  increasing  gradually 
as  needed  or  tolerated.  As  is  true  of  all  CNS-acting 
drugs,  until  correct  maintenance  dosage  is  estab- 
lished, advise  patients  against  possibly  hazardous 
procedures  requiring  complete  mental  alertness  or 
physical  coordination.  Driving  during  therapy  not 
recommended.  In  general,  concurrent  use  with  other 
psychotropic  agents  is  not  recommended.  If  such 
combination  therapy  is  used,  carefully  consider  in- 
dividual pharmacologic  effects  — particularly  with 
known  compounds  which  may  potentiate  action  of 
Valium  (diazepam),  such  as  phenothiazines,  barbi- 
turates, MAO  inhibitors  and  other  antidepressants. 
Advise  patients  against  simultaneous  ingestion  of 
alcohol  or  other  CNS  depressants.  Safe  use  in  preg- 
nancy not  established.  Employ  usual  precautions  in 
treatment  of  anxiety  states  with  evidence  of  im- 
pending depression;  suicidal  tendencies  may  be 
present  and  protective  measures  necessary.  Observe 
usual  precautions  in  impaired  renal  or  hepatic  func- 
tion. Periodic  blood  counts  and  liver  function  tests 
advisable  in  long-term  use.  Cease  therapy  gradually. 
Side  Effects:  Side  effects  (usually  dose-related) 
are  fatigue,  drowsiness  and  ataxia.  Also  reported: 
mild  nausea,  dizziness,  blurred  vision,  diplopia, 
headache,  incontinence,  slurred  speech,  tremor  and 
skin  rash;  paradoxical  reactions  (excitement,  de- 
pression, stimulation,  sleep  disturbances,  acute  hy- 
perexcited  states,  hallucinations);  changes  in  EEG 
patterns  during  and  after  drug  treatment.  Abrupt 
cessation  after  prolonged  overdosage  may  produce 
withdrawal  symptoms  (convulsions,  tremor,  abdom- 
inal and  muscle  cramps,  vomiting,  sweating)  similar 
to  those  seen  with  barbiturates,  meprobamate  and 
chlordiazepoxide  HC1. 

Dosage:  Adults:  Mild  to  moderate  psychoneurotic 
reactions,  2 to  5 mg  b.i.d.  or  t.i.d.;  severe  psycho- 
neurotic reactions,  5 to  10  mg  t.i.d.  or  q.i.d. ; alco- 
holism, 10  mg  t.i.d.  or  q.i.d.  in  first  24  hours,  then 
5 mg  t.i.d.  or  q.i.d.  as  needed;  muscle  spasm  with 
cerebral  palsy  or  athetosis,  2 to  10  mg  t.i.d.  or  q.i.d. 
Geriatric  patients:  1 or  2 mg/ day  initially,  increase 
gradually  as  needed  and  tolerated.  (See  Precau- 
tions.) 

Supplied:  Valium®  (diazepam)  Tablets,  2 mg,  5 
mg  and  10  mg;  bottles  of  50  and  500. 

Roche  Laboratories,  Division  of 
Hoffmann -La  Roche  Inc.,  Nutley,  N.J.  07110 


Both  of  these  men  an 
clinically  diagnosed 
neurotic-anxious 
subjects... and  both  at 
facing  the  same 
laboratory -control  let 
stress  a second  time.. 


4 Respiratory  reactions  for  Subject 
on  placebo  are  very  irregular  durii 
tense  movie  scene  even  during  secor 
viewing  of  film. 


a name  you  can  count  on 
when  it  counts 

CHLOROMYCETIN 

(CHLORAMPHENICOL) 


New 

DECLOSTATIN 

300 


Demethylchlortetracycline  HC1 300  mg 
and  Nystatin  500,000  units 
CAPSULE-SHAPED  TABLETS  Lederle 


new  b.i.d.  tablet 
especially  for 
these  vulnerables* 


SjtThe  elderly  . . . the  diabetic  • . . the  patient  on 
corticosteroids — these  are  patients  vulnerable  to 
intestinal  monilial  overgrowth  during  broad- 
spectrum  therapy. 

declostatin  offers  them  the  protection  of 
Nystatin  against  intestinal  monilial  overgrowth 
— plus  the  benefits  of  declomycin®  Demethyl- 
chlortetracycline. 

With  declostatin  you  have  the  option  of 
b.i.d.  or  q.i.d.  dosage. 

This  broad-spectrum,  antibiotic-antimonilial 
formulation  is  easy  to  prescribe.  Simpler  for 
your  patients  to  remember. 

effective  in  a wide  range  of  everyday  infections — respiratory,  urinary 
tract  and  others — in  the  young  and  aged — the  acutely  or  chronically  ill 
— when  the  offending  organisms  are  tetracycline-sensitive. 

contraindications:  History  of  hypersensitivity  to  demethylchlor- 
tetracycline or  nystatin. 

warning:  In  renal  impairment,  usual  doses  may  lead  to  excessive 
systemic  accumulation  and  liver  toxicity.  Under  such  conditions,  lower 
than  usual  doses  are  indicated,  and.  if  therapy  is  prolonged,  serum  level 
determinations  may  be  advisable.  A photodynamic  reaction  to  natural 
or  artificial  sunlight  has  been  observed.  Small  amounts  of  drug  and  short 


exposure  may  produce  an  exaggerated  sunburn  reaction  which  may  range 
from  erythema  to  severe  skin  manifestations.  In  a smaller  proportion, 
photoallergic  reactions  have  been  reported.  Patients  should  avoid  direct 
exposure  to  sunlight  and  discontinue  drug  at  the  first  evidence  of  skin 
discomfort.  Necessary  subsequent  courses  of  treatment  with  tetra- 
cyclines should  be  carefully  observed. 

precautions:  Overgrowth  of  nonsusceptible  organisms  may  occur. 
Constant  observation  is  essential.  If  new  infections  appear,  appropriate 
measures  should  be  taken.  In  infants,  increased  intracranial  pressure 
with  bulging  fontanels  has  been  observed.  All  signs  and  symptoms  have 
disappeared  rapidly  upon  cessation  of  treatment. 

side  effects:  Gastrointestinal  system — anorexia,  nausea,  vomiting, 
diarrhea,  stomatitis,  glossitis,  enterocolitis,  pruritus  ani.  Skin — maculo- 
papular  and  erythematous  rashes.  A rare  case  of  exfoliative  dermatitis 
has  been  reported.  Photosensitivity:  onycholysis  and  discoloration  of 
nails  (rare).  Kidney — rise  in  BUN.  apparently  dose  related.  Hyper- 
sensitivity reactions — urticaria,  angioneurotic  edema,  anaphylaxis. 
Teeth — dental  staining  (yellow-brown)  in  children  of  mothers  given 
this  drug  during  the  latter  half  of  pregnancy,  and  in  children  given  the 
drug  during  the  neonatal  period,  infancy  and  early  childhood  (up  to  12 
years).  Enamel  hypoplasia  has  been  seen  in  a few  children.  If  adverse 
reaction  or  idiosyncrasy  occurs,  discontinue  medication  and  institute 
appropriate  therapy. 

average  adult  daily  dosage:  150  mg  q.i.d.  or  300  mg  b.i.d. 
Should  be  given  I hour  before  or  2 hours  after  meals,  since  absorption 
is  impaired  by  the  concomitant  administration  of  high  calcium  content 
drugs,  foods  and  some  dairy  products.  683-6—5815 
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A Division  of  American  Cyanamid  Company 
Pearl  River,  New  York 


New  York  State 
Journal  of  Medicine 

Volume  67  / Part  II 

JULY  1-DECEMBER  15 

1967 


PAGES  1807-3294 


For  alphabetical  index  of  authors 
and  subjects  see  pages  3285-3294 


Published,  by  the 

Medical  Society  of  the  State  of  New  York 


'Hsn  J2- 


Officers 


Medical  Society  of 
the  State  of  New  York 


Frederick  A.  Wurzbach,  Jr.,  M.D.,  Bronx 
James  M.  Blake,  M.D.,  Schenectady 
Edward  C.  Hughes,  M.D.,  Onondaga 
A.  W.  Martin  Marino,  Sr.,  M.D.,  Kings 
Walter  T.  Heldmann,  M.D.,  Richmond 
Carl  Goldmark,  Jr.,  M.D.,  New  York 
Thomas  F.  McCarthy,  M.D.,  Bronx 
Albert  M.  Schwartz,  M.D.,  New  York 
George  Himler,  M.D.,  New  York 
John  H.  Carter,  M.D.,  Albany 


President 
Past  President 
President-Elect 
Vice-President 
Secretary 

Assistant  Secretary 
Treasurer 

Assistant  Treasurer 

Speaker 

Vice- Speaker 


Councillors 

Term  Expires  1968 

Charles  M.  Brane,  M.D.,  Westchester 
John  E.  Lowry,  M.D.,  Queens 
Edward  Siegel,  M.D.,  Clinton 
C.  Stewart  Wallace,  M.D.,  Tompkins 

Term  Expires  1969 

Irving  L.  Ershler,  M.D.,  Onondaga 
Joseph  J.  Kaufman,  M.D.,  Wayne 
Bernard  J.  Pisani,  M.D.,  New  York 
Solomon  Schussheim,  M.D.,  Kings 

Term  Expires  1970 
G.  Rehmi  Denton,  M.D.,  Albany 
Ralph  S.  Emerson,  M.D.,  Nassau 
Swen  L.  Larson,  M.D.,  Chemung 
Walter  S.  Walls,  M.D.,  Erie 

Trustees 

G.  D.  Dorman,  M.D.,  New  York,  Chairman 
George  A.  Burgin,  M.D.,  Herkimer 
John  M.  Galbraith,  M.D.,  Nassau 
Waring  Willis,  M.D.,  Westchester 
John  F.  Kelley,  M.D.,  Oneida 
William  L.  Wheeler,  Jr.,  M.D.,  New  York 
James  M.  Blake,  M.D.,  Schenectady 

The  Council  is  composed  of  the  officers,  the 
councillors,  and  the  chairman  of  the  Board  of 
Trustees. 


Headquarters  Staff 

750  Third  Avenue,  New  York,  New  York  10017 
Tel:  212  YUkon  6-5757 
Henry  I.  Fineberg,  M.D., 

Executive  Vice-President 
J.  Richard  Burns,  Esq., 

Assistant  Executive  Vice-President 
Director,  Business  Division 

New  York  State  Journal  of  Medicine 

Publication  Committee 

George  Himler,  M.D.,  New  York,  Chairman 
Philip  J.  Cantor,  M.D.,  Kings 
Reuben  M.  Cares,  M.D.,  Suffolk 
Robert  E.  Healy,  M.D.,  Westchester 
John  W.  Hirshfeld,  M.D.,  Tompkins 
Granville  W.  Larimore,  M.D.,  Albany 
William  Hammond,  M.D.,  Editor 
Henry  I.  Fineberg,  M.D.,  Adviser 
Alvina  Rich  Lewis,  Managing  Editor 
J.  Richard  Burns,  Business  Manager 
Joseph  A.  Mullaney,  Advertising  Representa- 
tive 

Melvin  B.  Tyler,  Advertising  Representative, 
Pacific  Coast 


he  likes  blintzes. 

o 

he  likes  borscht, 
le  likes  beef  stroganoff . 
yet  he  shouldn't  have 
sour  cream. 

what  do  you  do? 


Tell  him,  tell  everyone,  to  use  g 
SOUR  TREAT  instead  of  sour  cream. 

It's  the  first  imitation  sour  cream  that 
contains  no  butterfat,  no  cholesterol, 
has  fewer  calories  and  is  absolutely 
indistinguishable  from  sour  cream. 
SOUR  TREAT  can  be  found  in  the 
dairy  case  of  supermarkets  everywhere. 

For  copies  of  low  cholesterol  recipes 
with  non-butterfat  SourTreat,  write 
Delite  Foods  Inc.,  Lebanon,  New  Jersey. 


r sour  > 

treat 


SOUR  TREAT 


SOUR  CREAM  IS 
NOW  OBSOLETE! 


The  Mediatric®Age: 

Many  patients,  with  or  without  a functional  illness,  show  symptoms  of 
an  aging  metabolism:  disinterest . . . lassitude . . . vague  aches  and  pains. 

Mediatric®  can  help  them  lead  a more  active,  useful  life. 


2530 


Candidates  for  Mediatric 


Commonly  heard  complaints  from  your  geri- 
atric patients  may  indicate  an  underlying  dis- 
order that  may  require  immediate  attention 
—and  definitive  therapy.  But,  with  or  with- 
out an  underlying  functional  illness,  the  pa- 
tients’ physical  and  emotional  well-being 
may  be  enhanced  by  adjunctive  steroid-nutri- 
tional therapy.  That’s  why  so  many  patients 
just  like  these  are  suitable  candidates  for 
MEDIATRIC  from  their  very  first  visit. 

“A  steroid-nutritional  compound  (Mediatric) 
was  used  in  100  patients  to  relieve  some  of 
the  symptoms  caused  by  degenerative  changes 
of  aging ” This  therapy  resulted  in  im- 

provement of  75  per  cent  of  the  patients. 

McNeill,  A.  J.:  Clin.  Med.  5:518  (Mar.) 
1961. 


The  estrogen  component  is  PREMARIN® 
(conjugated  estrogens  — equine),  the  orally 
active,  natural  estrogen  most  widely  pre- 
scribed for  its  physiologic  and  metabolic 
benefits.  The  combination  of  estrogen  and 
methyltestosterone  can  help  maintain  an  an- 
abolic balance  to  forestall  premature  estro- 
gen-related degenerative  changes. 

MEDIATRIC  also  supplies  a small  amount 
of  methamphetamine  to  provide  a gentle 
mood  uplift;  and  nutritional  supplements  spe- 
cially selected  to  meet  the  needs  of  the  aging. 

MEDI  ATRIC  helps  keep  the  older  patients 
alert  and  active;  helps  relieve  general  ma- 
laise, easy  fatigability,  vague  pains  in  the 
bones  and  joints,  and  lack  of  interest  so  often 
associated  with  declining  gonadal  hormone 
secretion. 


contraindication:  Carcinoma 
of  the  prostate,  due  to  methyl- 
testosterone  component. 
warning:  Some  patients  with  per- 
nicious anemia  may  not  respond 
to  treatment  with  the  Tablets  or 
Capsules,  nor  is  cessation  of 
response  predictable.  Periodic 
examinations  and  laboratory 
studies  of  pernicious  anemia 
patients  are  essential  and  recom- 
mended. 

side  effects:  In  addition  to  with- 


drawal bleeding,  breast  tenderness 
or  hirsutism  may  occur. 
suggested  dosages:  Male  and 
female:  1 Tablet  or  Capsule,  or  3 
teaspoonfuls  Liquid,  daily  or  as 
required. 

In  the  female:  To  avoid  continu- 
ous stimulation  of  breast  and 
uterus,  cyclic  therapy  is  recom- 
mended (3  week  regimen  with 
1 week  rest  period  — Withdrawal 
bleeding  may  occur  during  this 
1 week  rest  period). 


In  the  male:  A careful  check 
should  be  made  on  the  status  of 
the  prostate  gland  when  therapy 
is  given  for  protracted  intervals. 
supplied:  No. 752— MEDIATRIC 
Tablets,  in  bottles  of  100  and 
1,000. 

No.  252  — MEDIATRIC  Cap- 
sules, in  bottles  of  30,  100,  and 
1,000. 

No.  910— MEDIATRIC  Liquid, 
in  bottles  of  16  fluidounces  and 
1 gallon. 


Steroid-nutritional  compound 

Each  MEDIATRIC 

TABLET  or  CAPSULE 

Each  15  cc.(3  teaspoon- 
fuls) of  MEDIATRIC 

contains: 

LIQUID  contains: 

Conjugated  estrogens — equine  (PREMARIN®) 

0.25  mg. 

0.25  mg. 

Methyltestosterone 

2.5  mg. 

2.5  mg. 

Methamphetamine  HC1 

1.0  mg. 

1.0  mg. 

Cyanocobalamin 

2.5  meg. 

1.5  meg. 

Intrinsic  factor  concentrate 

8.0  mg. 



Thiamine  HC1 

— 

5.0  mg. 

Thiamine  mononitrate 

10.0  mg. 



Riboflavin 

5.0  mg. 



Niacinamide 

50.0  mg. 

— 

Pyridoxine  HC1 

3.0  mg. 

— 

Calcium  pantothenate 

20.0  mg. 



Ferrous  sulfate  exsiccated 

30.0  mg. 



Ascorbic  acid 

100.0  mg. 

— 

(Contains  15%  alcohol) 
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Mediatric 


tablets  • capsules  • liquid 


AYERST  LABORATORIES  • New  York,  N.  Y.  10017  • Montreal,  Canada 
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ror  your  impatient  cold  patients 


Two  sprays  from  Nlz  Nasal  Spray— and  nasal  congestion,  rhinorrhea, 
Sneezing  are  reduced  for  immediate  comfort  for  patients  with  colds. 

'jTz  is  more  than  a simple  vasoconstrictor.  It  contains: 


Yeo-Synephrine"1  (brand  of  phenylephrine)  HCI  0.5  per  cent,  the 

major  component,  virtually  synonymous  with  fast,  efficient  but 
gentle  nasal  vasoconstriction  on  contact. 

Thenfadih  (brand  of  thenyldiamine)  HCI  0.1  per  cent,  topical 
antihistamine  for  reduction  of  rhinorrhea,  sneezing  or  itching.  It 
combats  the  allergic  reactions  that  may  occur  in  colds  or  sinusitis. 

Zephiran^  (brand  of  benzalkonium,  as  chloride,  refined)  1:5000, 

antiseptic  preservative  and  wetting  agent  to  promote  penetra- 
tion and  spread  of  the  formula. 

nTz  is  well  tolerated.  Used  in  a cold  it  may  help  prevent  sinusitis 
ay  opening  sinus  ostia  and  permitting  drainage.  It  may  also  be 
jsed  in  sinusitis  to  help  establish  drainage. 

The  spray  is  best  used  twice,  the  second  a few  minutes 
after  the  first,  repeated  every  three  or  four  hours  as  needed. 
nTz  is  for  temporary  relief  of  nasal  symptoms,  and  overdosage 
should  be  avoided. 

supplied:  nTz  Nasal  Spray,  plastic  squeeze  bottles  of 
20  ml.;  nTz  Nasal  Solution,  bottles  of  30  ml.  (1  fl.  oz.) 
vith  dropper. 
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A/inthrop  Laboratories 
,NJew  York,  N.  Y.  10016 
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i grapefruit  or  30  Allbee’  with  C 


Your  patient  would  have  to  eat  118  medium-sized  grapefruit 
(almost  4 a day!)  to  get  as  much  vitamin  C as  is  provided 
in  just  one  bottle  of  30  Allbee  with  C capsules  (taken  one  cap- 
sule daily) . In  addition,  each  capsule  supplies  full  therapeutic 
amounts  of  the  B-complex  vitamins. 

Your  patients  can  purchase  Allbee  with  C capsules  in  the 
convenient  bottle  of  thirty— a month’s  supply  at  a very  reason- 
able price.  Also  the  economy  size  of  100.  Available  at  phar- 
macies everywhere  on  your  prescription  or  recommendation. 


AH-DOBINS 


A u p~k:. 


•n'l  V irmnn 
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DORSEY  "FLU-GRAM" 

DON'T  BE  LULLED  BY  RELATIVE  LACK  OF  FLU  LAST  WINTER.  THIS 
WINTER  BE  PREPARED:  WHEN  THE  COMPLAINTS  ARE  COUGH  AND 

CONGESTION,  YOU  CAN  RELIEVE  THESE  SYMPTOMS  WITH  TUSSAGESIC 
TABLETS.  ONE  TIMED-RELEASE  TABLET  AT  MORNING,  MIDAFTERNOON 
AND  BEDTIME  BRINGS  UP  TO  24  HOURS'  RELIEF  FROM  TROUBLESOME 
COUGH  AND  STUFFED  AND  RUNNY  NOSE.  TUSSAGESIC  IS  THE  FAMOUS 
TRIAMINIC  FORMULA,  PLUS  THREE  OTHER  PROVED  CONSTITUENTS. 
MAKES  PATIENTS  MORE  COMFORTABLE.  FAST.  ASK  YOUR  DORSEY 
REPRESENTATIVE  FOR  SUPPLY  OF  STARTER  SAMPLES,  OR  IF  FLU  IS 
ALREADY  EPIDEMIC,  PHONE  COLLECT.  SEE  BELOW. 


each 

Tussagesic* 

timed-release  tablet  contains: 

Triaminic® 50  mg. 

(phenylpropanolamine  hydrochloride  25  mg.,  pheniramine 
maleate  12.5  mg.,  pyrilamine  maleate  12.5  mg.) 

Dextromethorphan  hydrobromide  30  mg. 

Terpin  hydrate 180  mg. 

Acetaminophen  325  mg. 

Dosage:  Adults— 1 tablet,  swallowed  whole  to  preserve  timed- 
release  feature,  in  morning,  midafternoon  and  at  bedtime.  Side 
effects:  Occasional  drowsiness,  blurred  vision,  cardiac  palpita- 
tions, flushing,  dizziness,  nervousness  or  gastrointestinal  up- 
sets. Precautions:  The  patient  should  be  advised  not  to  drive  a 
car  or  operate  dangerous  machinery  if  drowsiness  occurs.  Use 
with  caution  in  patients  with  hypertension,  heart  disease,  dia- 
betes or  thyrotoxicosis. 

DORSEY  LABORATORIES 
a division  of  the  Wander  Company 
Lincoln,  Nebraska  68501 


clip  and  file  under  “flu” 

For  relief  of  "flu-like”  symptoms 
Tussagesic  timed-release  tablets 

PHONE  COLLECT 

For  emergency  starter  samples 
to  Keith  Sehnert,  M.D. 

Medical  Director 
(402)  434-6311 

Fast  delivery  by  your  Dorsey 
Representative 
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Medical  News 


Continuing  education  program  offered 
by  Downstate  Medical  Center 

The  State  University  of  New  York  Downstate 
Medical  Center  announces  its  Continuing  Edu- 
cation Program  for  the  1967-1968  academic  year. 
Dates,  topics,  locations,  and  course  directors 
include  the  following: 

— October  3 through  May  14,  Tuesday  Lec- 
tures in  Pediatrics,  Maimonides  Hospital,  of 
Brooklyn,  Joseph  S.  Greene,  M.D.,  Joseph  Avin, 
M.D.,  and  Howard  A.  Joos,  M.D.  There  is  no 
fee;  course  limited  to  100  applicants. 

— October  10  through  April  4,  Conferences 
in  Pediatrics,  The  Long  Island  Jewish  Hospital, 
New  Hyde  Park,  Samuel  Karelitz,  M.D.  There 
is  no  fee;  course  is  limited  to  150  applicants. 

— November  15,  Teaching  Day  in  Rheu- 
matic Disease,  Downstate  Medical  Center, 
Brooklyn,  Charles  M.  Plotz,  M.D.,  and  Robert 
S.  Speirs,  M.D.  There  is  no  fee. 

— December  6 and  December  13,  Dermatol- 
ogy, Downstate  Medical  Center,  Lawrence 
Frank,  M.D.  There  is  no  fee;  course  is  limited 
to  50  applicants. 

— January  15  through  June  3,  Surgical  Anat- 
omy, Downstate  Medical  Center,  Raymond 
K.  J.  Luomanen,  M.D.  Fee  is  $100.;  course  is 
limited  to  30  applicants. 

— May  1 through  June  5,  Rehabilitation 
Medicine,  Kings  County  Hospital,  Brooklyn, 
Joseph  G.  Benton,  M.D.  Fee  is  $20.;  course  is 
limited  to  20  applicants. 

— May  26  through  28,  Intensive  Seminar  in 
Pediatrics,  Coney  Island  Hospital,  Brooklyn, 
Joseph  S.  Greene,  M.D.,  Joseph  Avin,  M.D., 
and  Howard  A.  Joos,  M.D.  Fee  is  $60.;  course 
is  limited  to  250  applicants. 

For  further  information  write:  Office  of 

Continuing  Education,  Downstate  Medical  Cen- 
ter, 450  Clarkson  Avenue,  Brooklyn,  New  York 
11203. 

Downstate  Medical  Center  offers 
postgraduate  course  in  internal  medicine 

A postgraduate  course  in  “Recent  Advances 
in  Internal  Medicine”  is  being  offered  by  the 
Department  of  Medicine,  Downstate  Medical 
Center,  on  Wednesdays,  beginning  October  4, 
from  3:30  to  5:00  p.m.  in  the  Basic  Sciences 
Building,  450  Clarkson  Avenue,  Brooklyn. 

Formerly  a ten-week  course,  it  has  been  ex- 
tended to  thirty  weeks  to  provide  extensive  re- 
view in  internal  medicine  for  family  practitioners 
who  plan  to  take  the  Boards  in  Family  Medicine 
which  will  be  given  for  the  first  time  in  July, 

Material  for  inclusion  in  the  medical  news  section  must 
be  received  six  weeks  prior  to  publication  date. 


1968,  by  the  National  Academy  of  General 
Practice. 

Topics  include:  Rheumatic  disease;  recent 

advances  in  dermatology;  physiology  and  dis- 
eases of  the  thyroid  gland,  physiology  and  dis- 
eases of  the  adrenal  gland;  pulmonary  em- 
bolism; coronary  artery  disease;  cardiac  pace- 
makers; beta  adrenergic  blockers;  tissue  trans- 
plantation; and  chronic  renal  failure. 

Registration  is  limited  to  75,  and  a registration 
fee  of  $75.  must  accompany  the  application. 
To  apply  contact:  Charles  M.  Plotz,  M.D., 

director  of  continuing  education,  Downstate 
Medical  Center,  450  Clarkson  Avenue,  Brook- 
lyn, New  York  11203. 

Albany  Medical  College  offers 
postgraduate  courses 

The  Department  of  Postgraduate  Medicine  of 
Albany  Medical  College  is  offering  a program 
of  teaching  days  in  infectious  diseases,  gastro- 
enterology, and  student  health  and  young  adult 
medicine,  on  Thursdays,  October  5 through  26, 
9:00  a.m.  to  5:00  p.m.  in  Huyck  Auditorium. 

The  teaching  day  in  viral  infections,  October 
5,  will  feature  the  following:  “Enteroviral 

Meningitis,”  Dorothy  M.  Horstmann,  M.D., 
Yale  University;  “Epidemiology  and  Preven- 
tion of  Viral  and  Mycoplasmal  Respiratory 
Infections,”  Alfred  S.  Evans,  M.D.,  Yale  Uni- 
versity; and  “Recent  Advances  in  Viral  Hepa- 
titis,” Saul  Krugman,  M.D.,  New  York  Uni- 
versity School  of  Medicine. 

The  program  for  the  teaching  day  in  gastro- 
enterology, October  12,  features  the  following: 
“Etiology  and  Epidemiology  of  Ulcerative 
Colitis,”  Albert  I.  Mendeloff,  M.D.,  Johns 
Hopkins  School  of  Medicine;  “The  Pathology 
of  Ulcerative  Colitis,”  Basil  Morson,  D.M., 
M.D.  Pathology,  London,  England;  and  “The 
Management  of  Ulcerative  Colitis,”  Thomas  P. 
Almy,  M.D.,  Cornell  University  Medical  School. 

The  program  for  the  teaching  day  in  student 
health,  October  26,  is  as  follows:  “The  Evalua- 
tion of  Headaches  and  Blackouts  in  the  College 
Student,”  David  Green,  M.D.,  Albany  Medical 
College;  “An  Approach  to  Urologic  Problems 
in  the  Young  Adult,”  William  Garlick,  M.D., 
Albany  Medical  College;  “Menstrual  Problems 
— The  Pill,”  Howard  Netter,  M.D.,  Albany 
Medical  College;  “Stress  and  the  College  Stu- 
dent,” Alex  Braiman,  M.D.,  University  of 
Rochester;  and  “Is  That  Apical  Systolic  Mur- 
mur Significant?,”  Robert  Rosenthal,  M.D., 
Albany  Medical  College. 

Tuition  is  $15.  for  each  teaching  day.  For  in- 
formation write:  Department  of  Postgraduate 

continued  on  page  2540 
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the  nutritional  supplement  that 
recognizes  the  woman’s  special  need 12,3 4 
to  maintain  an  adequate  iron  intake 


ONE-A-DAY 


BRAN  D 

MULTIPLE  VITAMINS 


PLUS 


• « 


Negative  iron  balance  and  depletion  of  iron  stores  can  be  created  by  menstrual  blood  loss  even 
in  normal  healthy  patients.1'5  Iron  loss  of  from  15  to  40  mg  is  to  be  expected  from  the  30  to 
1 00  ml  blood  loss  each  period.2  The  1 .5  mg  iron  absorption  from  a 1 5 mg  food  iron  intake  is 
insufficient  to  meet  this  regular  need.1  In  college  women,  iron  stores  in  two-thirds  of  1 14 
studied  were  absent  or  precariously  low.4  Iron  salts  are  more  efficiently  absorbed  than  dietary 
iron.1  Supplementary  iron3  and  essential  vitamins5  deserve  consideration. 


Choice  for  supplementation 


CHOCKS*  (8rand)  Multiple  Vitamins 

PLUS  IRON 

Each  cherry-flavored 
chewable  tablet  contains: 

Vitamin  A . . . . 5,000  U.S.P.  Units' 
Vitamin  D ....  400  U.S.P.  Units 

Thiamine  (Vitamin  Bi)  ....  2 mg. 

Riboflavin  (Vitamin  Bo)  . . . 2.5  mg. 

Niacinamide 20  mg. 

Vitamin  C (as  sodium  ascorbate)  50  mg. 
Pyridoxine  (Vitamin  Be)  . . . 1 mg. 

Cyanocobalamin  (Vitamin  B12)  . 1 meg. 
Iron  (as  Ferrous  Fumarate  31  mg.)  10  mg. 
*MDR  for  these  vitamins  has  not  been  determined. 


Multiples  of  Minimum 
Daily  Requirements 
(MDR)  by  Ages: 

2-6  6-12  Adults 


1.7 

1.7 

1.2 

1.0 

1.0 

1.0 

4.0 

2.7 

2.0 

2.7 

2.7 

2.0 

4.0 

2.7 

2.0 

2.5 

2.5 

1.7 

• 

• 

• 

• 

• 

• 

1.3 

1.0 

1.0 

Chewable  CHOCKS*  (brand)  Multiple  Vitamins 

For  daily  supplementation,  each  soft,  fruit-flavored  tablet 
supplies  eight  essential  vitamins.  May  be  chewed,  allowed  to 
dissolve  in  mouth,  or  crushed  and  placed  in  food  or  liquids. 


Each  tablet  provides: 
Vitamin  A . . . 

Vitamin  D 


5,000  U.S.P.  Units 
400  U.S.P.  Units 


Thiamine  (Vitamin  Bi)  ....  2 mg. 

Riboflavin  (Vitamin  Be)  ...  2.5  mg. 

Niacinamide  20  mg. 

Ascorbic  Acid  (Vitamin  C)  . . 50  mg. 

Pyridoxine  (Vitamin  Be)  ...  1 mg. 

Cyanocobalamin  (Vitamin  Bie)  . 1 meg. 

Calcium  Pantothenate*  ....  1 mg. 

Iron  (as  Ferrous  Fumarate  46  mg.)  15  mg. 

*The  need  in  human  nutrition  is  not  established. 

Want  samples?  Use  coupon  below. 

I 


Each  One-A-Day  (Brand) 
Multiple  Vitamins  Plus 
Iron  tablet  supplies:  the 
adult  Minimum  Daily 
Requirement  of  vitamin  D 
\V*  MDR  of  vitamin  A; 
1*6  MDR  of  vitamin  C; 

2 MDR  of  vitamins  Bi 
and  Bn  and  Niacinamide, 
and  1V6  the  MDR  of  Iron. 


PLEASE 

SEND 


Patient  Starter  Samples 

_ONE-A-DAY®  PLUS  IRON  (15  mg  ) 

_CH0CKS®  PLUS  IRON  (io  mg.) 

-PHYSICIAN'S  BROCHURE  — contains  Practical  Guides 
to  "Evaluating  the  Patient's  Nutritional  Status" 


ONE-A-DAY®  (brand)  Multiple  Vitamins 

For  daily  supplementation,  each  red  tablet  supplies  the 
same  vitamin  content  as  above  but  without  iron. 

References:  l.  Finch. C.A.:  Nutrition  Reviews  23:129-131 
May,  1965.  2.  Hahneman,  B.  M.:  Med.  Clin.  N.  A.  46:140. 

3.  Moore.  C.  V.:  Iron  Nutrition,  pages  241-255.  In  Iron  Metabolism, 
Springer.  Berlin,  1964.  4.  Scott,  D.  E.,  and  Pritchard,  J.  A.: 

J. A. M. A.  199:897-900  Mar.  20.  1967.  5.  Krehl.W.A.: 

Med.  Clin.  N.  A.  48:1129-1140  Sept.,  1964. 
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Medicine,  Albany  Medical  College,  47  New 
Scotland  Avenue,  Albany,  New  York  12208. 

Biochemistry  topic  of  lecture  series 

The  1967-1968  biochemistry  lecture  series, 
“Biochemistry  of  Development,”  will  be  held 
Wednesdays,  October  11  through  March  13, 
from  4:00  to  5:00  p.m.  in  the  Basic  Sciences 
Building,  Downstate  Medical  Center,  450  Clark- 
son Avenue,  Brooklyn.  The  dates,  topics,  and 
guest  lecturers  are  as  follows: 

October  11 — “Genetic  and  Epigenetic  Control 
of  Development,”  Clement  L.  Markert,  profes- 
sor of  biology,  Yale  University;  November  15 — 
“Regulation  of  Macromolecular  Biosynthesis 
During  Cellular  Slime  Mold  Development,” 
Maurice  Sussman,  professor  of  biology,  Brandeis 
University;  December  13 — “The  Control  of 
Protein  Synthesis  in  Animal  Development,” 
Paul  R.  Gross,  professor  of  biology,  Massa- 
chusetts Institute  of  Technology;  January  17 — 
“Structural  Modification  of  Histones  at  Times 
of  Gene  Activation,”  Vincent  G.  Allfrey,  profes- 
sor, Rockefeller  University;  February  14 — 
“Viral  Susceptibility  and  Embryonic  Differ- 
entiation,” James  D.  Ebert,  director,  Depart- 
ment of  Embryology,  Carnegie  Institute  of 
Washington;  and  March  13 — “Evolutionary 
Variability  of  Cytochrome  with  Primary  Struc- 
ture,” Emanuel  Margoliash,  Department  of 
Molecular  Biology,  Abbott  Laboratories. 

Air  pollution  and  respiratory  disease 
theme  of  symposium 

The  third  annual  symposium  on  “Air  Pollu- 
tion Incidents  and  the  Respiratory  Patient,” 
sponsored  by  the  New  York  State  Action  for 
Clean  Air  Committee  and  cosponsored  by 
Queensboro  Tuberculosis  and  Health  Associa- 
tion, St.  Albans  Naval  Hospital,  and  Winthrop 
Laboratories,  is  to  be  held  October  26  at  St. 
Albans  Naval  Hospital,  Queens. 

For  further  information  contact,  Leonard 
Greenburg,  M.D.,  Queensboro  Tuberculosis  and 
Health  Association,  159-29  90th  Avenue,  Ja- 
maica, New  York  11432. 

Conference  on  the  newborn 
to  be  held  in  Denver 

Children’s  Hospital,  Denver,  Colorado,  will 
present  the  Aspen  Conference  on  the  Newborn 
at  the  Aspen  Institute  for  Humanistic  Studies 
February  5 through  7,  1968.  Morning  seminars 


and  discussions  will  be  led  by  Jerold  F.  Lucey, 
M.D.,  professor  of  pediatrics,  University  of 
Vermont;  Thomas  K.  Oliver,  Jr.,  M.D.,  profes- 
sor of  pediatrics,  University  of  Washington; 
and  Edward  J.  Quilligan,  M.D.,  professor  of 
obstetrics,  Yale  University. 

Registration  fee  is  $40.,  and  the  number  of 
applicants  will  be  limited.  For  further  informa- 
tion write:  Aspen  Conference  on  the  Newborn, 

Children’s  Hospital,  19th  Avenue  at  Downing, 
Denver,  Colorado  80218. 

Report  on  the  W.M.A. 
doctor-to-doctor  program 

Physicians  in  20  countries  of  Asia,  19  in 
Africa,  12  in  Latin  America,  and  5 in  Europe  are 
now  regularly  receiving  current  medical  journals 
from  their  U.S.A.  colleagues  through  the  World 
Medical  Association’s  Doctor-to-Doctor  Pro- 
gram. 

The  program  has  two  functions:  First,  to 

provide  current  medical  literature  to  overseas 
physicians  who  cannot  obtain  it  otherwise;  and 
second,  its  underlying  purpose,  to  open  avenues 
of  communication  between  the  doctors  of  the 
world  thereby  establishing  a medium  for  better 
understanding  and  international  good  will. 

The  liaison  between  the  individual  physician 
and  overseas  colleague  is  emphasized  in  the  pro- 
gram. However,  there  is  a secondary  benefit 
to  the  community  in  that  the  recipients  of  the 
medical  journals  donate  them  to  the  local  med- 
ical libraries  thus  making  them  available  to 
other  physicians  in  the  community. 

While  thousands  of  journals  are  being  mailed, 
many  more  are  needed  particularly  specialty 
journals.  Participants  are  requested  to  send 
the  titles  of  the  journals  which  will  be  mailed 
to  the  Doctor-to-Doctor  Program  to:  Ada 

Chree  Reid,  M.D.,  World  Medical  Association, 
10  Columbus  Circle,  New  York,  New  York 
10019. 

Personalities 

Appointed.  Grace  B.  Hughes,  M.D.,  as 
internist  for  the  outpatient  clinic,  Mary  Immac- 
ulate Hospital,  Queens  . . . Saul  J.  Farber,  M.D., 
Nathan  Friedman  professor  and  chairman,  De- 
partment of  Medicine,  New  York  University 
School  of  Medicine,  to  the  National  Advisory 
Research  Resources  Council  of  the  Division  of 
Research  Facilities  and  Resources,  National 
Institutes  of  Health,  Bethesda,  Maryland. 

Elected.  As  president  of  the  Pennsylvania 
Society  of  Colon  and  Rectal  Surgery,  Jack  W. 
McElwain,  M.D.,  Bethpage. 
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HOW 


Lately,  you  have  been  urged  to  use  a semi-synthetic- 
penicillin  as  though  it  were  a broad-spectrum  antibiotic. 

Should  you?  In  the  face  of  the  fact  that  the  Council  on 
Drugs  of  the  American  Medical  Association  has  for 
some  time  advised  against  it?'  And  now  the  new  (1967) 
United  States  Dispensatory  says  much  the  same 
thing,  in  even  stronger  terms— that  the  drug  in  question 
is  neither  a' broad-spectrum  antibiotic  in  the  sense  that 
the  tetracyclines  are,  nor  is  it  even  the  first  penicillin 
with  a wider  range  of  antibacterial  action.2 

Should  you,  for  example,  in  treating  pneumonia?  The 
rationale  for  using  this  penicillin  in  pneumonia  is  that 
it  is  effective  against  Hemophilus  influenzae  as  well  as 
against  Diplococcus  pneumoniae. 

So,  be  it  noted,  is  DECLOMYCIN. 

But  what  about  Mycoplasma  pneumoniae,  which  may 
be  better  known  to  you  as  Eaton  Agent?  No  penicillin 
is  known  to  be  effective  against  this  common  cause  of 
pneumonia.  DECLOMYCIN  is. 

Some  believe  that  Mycoplasma  pneumoniae  may 
be  responsible  for  upwards  of  30  per  cent  of  all  cases 
of  pneumonia.3  Could  this  mean  that  if  you  employ  a 
penicillin  in  pneumonia  when  the  etiological  agent  is 
unknown,  there  may  be  an  automatic  30  per  cent 
chance  of  failure? 

When  you  consider  using  a drug  like  a broad-spec- 
trum antibiotic,  why  not  use  a true  broad-spec- 
trum antibiotic?  Like  DECLOMYCIN. 

References:  1.  A.M.A.  Council  on  Drugs:  New  Drugs 
1966  ed.  Chicago:  American  Medical  Association,  p.  12. 

2.  Osol,  A.;  Pratt,  R.,  and  Altschule,  M.D.:  The  United 
States  Dispensatory,  26th  ed.  Philadelphia:  J.  B. 
Lippincott  Co.,  1967,  p.  844.  3.  Purcell,  R.  H.,  and 
Chanock,  R.  M.:  Role  of  Mycoplasmas  in  Human 
Respiratory  Disease.  Med.  Clin.  N.  Amer.  51:791 
(May)  1967. 

BECLOMICIN 

DEMETHYLCHLORTETRACYCLINE 

Prescribing  information 
on  next  page. 


For  a wide  range  of  everyday 
infections — respiratory, 
urinary  tract  and  others— 
in  the  young  and  aged— the 
acutely  or  chronically  ill. 

TRUE  BROAD  SPECTRUM 

DECLOMYCIN  Demethylchlortetracycline  should  be 
equally  or  more  effective  therapeutically  than  other  tetra- 
cyclines when  the  offending  organisms  are  tetracycline- 
sensitive. 

Contraindication:  History  of  hypersensitivity  to  demethyl- 
chlortetracycl-ine. 

Warning— In  renal  impairment,  usual  doses  may  lead  to 
excessive  accumulation  and  liver  toxicity.  Under  such 
conditions,  lower  than  usual  doses  are  indicated,  and,  if 
therapy  is  prolonged,  serum  level  determinations  may  be 
advisable.  A photodynamic  reaction  to  natural  or  artifi- 
cial sunlight  has  been  observed.  Small  amounts  of  drug 
and  short  exposure-  may  produce  an  exaggerated  sun- 
burn reaction  which  may  range  from  erythema  to  severe 
skin  manifestations.  In  a smaller  proportion,  photo- 
allergic  reactions  have  been  reported.  Patients  should 
avoid  direct  exposure  to  sunlight  and  discontinue  drug  at 
the  first  evidence  of  skin  discomfort.  Necessary  subse- 
quent courses  of  treatment  with  tetracyclines  should  be 
carefully  observed. 

Precautions— Overgrowth  of  nonsusceptible  organisms 
may  occur.  Constant  observation  is  essential.  If  new  in- 
fections appear,  appropriate  measures  should  be  taken. 

In  infants,  increased  intracranial  pressure  with  bulging 
fontanels  has  been  observed.  All  signs  and  symptoms 
have  disappeared  rapidly  upon  cessation  of  treatment. 

Side  Effects— Gastrointestinal  system— anorexia,  nausea, 
vomiting,  diarrhea,  stomatitis,  glossitis,  enterocolitis,  pru- 
ritus ani.  Skin— maculopapular  and  erythematous  rashes. 

A rare  case  of  exfoliative  dermatitis  has  been  reported. 
Photosensitivity;  onycholysis  and  discoloration  of  the 
nails  (rare).  Kidney— rise  in  BUN,  apparently  dose  re- 
lated. Hypersensitivity  reactions— urticaria,  angioneurotic 
edema,  anaphylaxis.  Teeth  — dental  staining  (yellow- 
brown)  in  children  of  mothers  given  this  drug  during  the 
latter  half  of  pregnancy,  and  in  children  given  the  drug 
during  the  neonatal  period,  infancy  and  early  childhood. 
Enamel  hypoplasia  has  been  seen  in  a few  children.  If 
adverse  reaction  or  idiosyncrasy  occurs  discontinue  med- 
ication and  institute  appropriate  therapy. 

Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or  300  mg 
b.i.d.  Should  be  given  1 hour  before  or  2 hours  after 
meals,  since  absorption  is  impaired  by  the  concomitant 
administration  of  high  calcium  content  drugs,  foods  and 
some  dairy  products.  Treatment  of  streptococcal  infec- 
tions should  continue  for  10  days,  even  though  symp- 
toms have  subsided. 

Capsules:  150  mg;  Tablets:  film  coated,  300  mg,  150 
mg,  and  75  mg  of  demethylchlortetracycline  HCI. 

I)IXIX)MY(IN 

DEMETHYLCHLORTETRACYCLINE 

LEDERLE  LABORATORIES,  A Division  of 
American  Cyanamid  Company,  Pearl  River,  New  York 


Medical  Meetings 


New  York  County  internists  to  meet 

“Medicaid,  Medical  Education,  and  the  Ward 
Patient”  will  be  the  topic  of  a panel  discussion 
at  the  meeting  of  The  Society  of  Internal 
Medicine  of  the  County  of  New  York,  October 
11,  at  8:15  p.m.,  in  the  main  auditorium  of  Cor- 
nell Medical  College,  1300  York  Avenue,  New 
York  City.  The  panelists  are:  I.  Jay  Bright- 

man,  M.D.,  deputy  commissioner  of  health  for 
medical  services  and  research,  State  of  New 
York;  Donald  Dickson,  M.D.,  associate  com- 
missioner of  health , Sta  te  of  Ne w Y ork ; Edward 
O’Rourke,  M.D.,  Commissioner  of  Health,  City 
of  New  York;  and  David  Thompson,  M.D., 
director,  New  York  Hospital. 

Medical  assistants  to  meet 

The  American  Association  of  Medical  Assist- 
ants will  hold  its  eleventh  annual  meeting  at 
the  International  Hotel  in  Los  Angeles,  Cali- 
fornia, October  11  through  15.  Medical  assist- 
ants interested  in  attending  the  meeting  should 
write  to:  Mrs.  Dene  R.  Murray,  executive 

director,  American  Association  of  Medical  Assist- 
ants, 510  North  Dearborn  Street,  Chicago, 
Illinois  60610,  for  registration  information. 

Lecture  on  use  of  silicone  in  dermatology 

The  division  of  dermatology  of  the  Depart- 
ment of  Medicine  of  the  State  University  of 
New  York  Downstate  Medical  Center  is  spon- 
soring a lecture  on  “Experience  with  Silicone  in 
Dermatology”  by  Robert  A.  Berger,  M.D.,  as- 
sociate attending  dermatologist,  The  MountSinai 
Hospital  Center,  on  October  13  at  9:30  a.m. 
in  “F”  building  classroom,  second  floor,  Kings 
County  Hospital  Center,  451  Clarkson  Avenue, 
Brooklyn,  New  York. 

American  College  of 
Gastroenterology  to  meet 

The  American  College  of  Gastroenterology 
will  hold  its  thirty-second  annual  convention 
at  The  Biltmore  Hotel,  Los  Angeles,  California, 
October  29  and  November  1. 

In  addition  to  the  clinical  papers  to  be  pre- 
sented, the  College  will  award  silver  certificates 
to  14  physicians  in  recognition  of  twenty-five- 
years  affiliation  with  the  College.  Following 
the  convention,  there  will  be  a three-day  course 
in  postgraduate  gastroenterology  given  by 
faculty  members  selected  from  the  medical 
schools  in  the  Los  Angeles  area. 

Material  for  inclusion  in  the  medical  meetings  section 
must  be  received  six  weeks  prior  to  publication  date. 


For  further  information  and  registration 
write:  secretary,  American  College  of  Gastro- 
enterology, 33  West  60th  Street,  New  York, 
New  York  10023. 

Regional  meetings  scheduled 
by  internists’  organization 

The  American  College  of  Physicians  will 
sponsor  two  regional  scientific  meetings  in  New 
York  State  during  the  coming  academic  year. 
These  regional  meetings  are  part  of  the  College’s 
continuing  education  program  to  help  keep 
College  members  abreast  of  developments  in  the 
basic  sciences  and  clinical  medicine. 

The  Upstate  New  York  regional  meeting  is  to 
be  held  in  Syracuse,  November  3 and  4.  For 
further  information  write:  Paul  A.  Bunn,  M.D., 
750  E.  Adams  Street,  Syracuse,  New  York. 

The  Downstate  New  York  regional  meeting 
is  to  be  held  in  New  York  City,  January  16  and 
17, 1968.  For  further  information  write:  Julius 
E.  Stolfi,  M.D.,  116  79th  Street,  Brooklyn,  New 
York  11209. 

Air  pollution  topic  of  meeting 

The  fifth  annual  meeting  of  the  New  York 
State  Action  for  Clean  Air  Committee  is  to  be 
held  November  8,  at  10:00  a.m.,  in  the  Utica 
Hotel,  Utica.  Featured  speaker  will  be  Richard 
A.  Prindle,  M.D.,  assistant  surgeon  general  and 
director  of  the  Bureau  of  Disease  Prevention 
and  Environmental  Control  of  the  U.S.  Public 
Health  Service. 

The  New  York  State  Action  for  Clean  Air 
Committee  is  sponsored  by  the  New  York  State 
Tuberculosis  and  Respiratory  Disease  Associa- 
tion, Associated  Industries  of  New  York  State, 
the  New  York  State  Air  Pollution  Control 
Board,  and  the  Medical  Society  of  the  State 
of  New  York. 

Psychiatrists  to  meet  in  New  York  City 

The  theme  of  the  divisional  meeting  of  the 
New  York  State  District  Branches  of  the  Amer- 
ican Psychiatric  Association  to  be  held  at  the 
Roosevelt  Hotel,  November  17  and  18,  will 
focus  on  “Social  Crisis  and  the  Psychiatrist.” 

The  program  will  feature  section  workshops 
on  the  following:  “Population  Explosion  and 

Psychiatry,”  Raymond  Waggoner,  M.D.,  Uni- 
versity of  Michigan;  "Ethnic  Minorities  and 
Social  Change,”  Hylan  Lewis,  Ph.D.,  Howard 
University;  “Childhood  and  Youth,”  Joseph 
English,  M.D.,  acting  director,  Office  of  Eco- 
nomic Opportunity;  and  “Governmental  Re- 

continued  on  page  2555 
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MERCUHYDRIN 

(meralluride  injection) 


LAKESIDE 


Twenty  years  ago  the  publication  of  “A 
System  for  the  Routine  Treatment  of  the  Failing 
Heart”1 2  established  a schedule  of  diuretic 
therapy  as  a primary  factor  in  the  treatment 
of  acute  congestive  failure.  With  emphasis 
upon  daily  injections  of  Mercuhydrin 
(meralluride  injection)  until  dry  weight  was 
obtained,  Gold,  et  al.  achieved  a 40%  increase 
in  improvement,  in  Vs  the  time,  over  other 
methods  then  current.  Today,  most  medical 
texts  continue  to  recommend  parenteral 
mercurials  in  acute  congestive  failure  when 
prompt  diuresis  is  indicated. 

Recently  Models  has  stated:  "The  mercurial 
diuretics  are  the  injectable  diuretics  of  choice 
since  they  are  the  most  potent  as  well  as  the 
most  dependable.  Their  toxicity  is  not  an 
important  consideration  either  by  comparison 
with  other  potent  diuretics  or  in  relation  to  the 
seriousness  of  the  conditions  in  which  they 
provide  such  excellent  relief.” 


IN  BRIEF 

Mercuhydrin  is  indicated  in  edema  of  cardiac  or 
hepatic  origin  and  in  the  nephrotic  syndrome;  it  is 
contraindicated  in  acute  nephritis  and  in  anuric  or 
oliguric  states.  The  usual  adult  dose  is  one  to  two 
cc.  daily  or  every  other  day  until  “dry  weight"  is 
obtained.  Sensitivity  is  rare  but  small  initial  doses 
are  advised  to  minimize  potential  reactions;  ver- 
tigo, fever,  and  rash  have  occurred.  Overdosage 
may  produce  electrolyte  depletion,  muscle  cramps, 
and  G.  I.  reactions.  Supplied:  1 cc.  and  2 cc.  am- 
puls in  boxes  of  12,  25  and  100;  10  cc.  rubber 
capped,  multiple-dose  vials  (intramuscular  or  sub- 
cutaneous use  only)  in  boxes  of  6 and  100. 


1. Gold,  Harry, et  al.:  A System  for  the  Routine  Treat- 
ment of  the  Failing  Heart,  The  American  Journal  of 
Medicine,  Vol.  Ill,  No.  6:665-692  (Dec.)  1956. 

2.  Modell,  Walter:  Drugs  of  Choice  1966-1967,  p.  97, 
1966. 

LAKESIDE  LABORATORIES,  INC., Milwaukee, Wisconsin  53201 


2544 


DOCTOR, 


! Here  is  the  expanded  Abbott 
: anorectic  program  designed  to 
meet  the  individual  needs  of 
your  overweight  patients. 


THE  PRODUCT 


ABBOTT 

ANORECTIC 

PROGRAM 


DESOXYN*  Gradumet* 

METHAMPHETAMINE  HYDROCHLORIDE  IN  LONG-RELEASE  DOSE  FORM 


5 mg  at  10  mg.  3 15  mg  3 


DESBUTAL*  10  Gradumet 

10  mg.  METHAMPHETAMINE  HYDROCHLORIDE,  60  mg.  SODIUM  PENTOBARBITAL 

DESBUTAL  15  Gradumet 

15  mg.  METHAMPHETAMINE  HYDROCHLORIDE,  90  mg.  SODIUM  PENTOBARBITAL 


FRONT 


SIDE 


FRONT 


MOOD  ELEVATION 


DESOXYN  Gradumet 

Smooth  appetite  control  plus  mood  elevation 

Typically,  the  obese  patient  is  a repeat  dieter. 
And  with  each  failure,  the  task  looks  more 
hopeless.  Therefore,  it  is  often  just  as  im- 
portant to  lift  the  mood  as  to  curb  the  appe- 
tite. Desoxyn  Gradumet  does  just  that.  It 
gently  elevates  and  sustains  the  mood.  And 
no  other  product— amphetamine  or  non-am- 
phetamine—is  more  effective  in  suppressing 
appetite. 


DESBUTAL  Gradumet 

For  patients  who  can't  take  plain  amphetamine 

Desbutal  Gradumet  contains  2 drugs,  each 
in  its  own  tablet  section,  combined  back  to 
back  to  form  a single  tablet.  One  section 
contains  Desoxyn  to  suppress  the  appetite 
and  lift  the  mood ; the  other  contains  Nem- 
butal® (pentobarbital)  to  soothe  the  patient 
and  counteract  any  excessive  stimulation. 
The  drugs  are  released  in  an  effective  dosage 
ratio  throughout  the  day. 


CONTROLLED-RELEASE 

HOW  IT  DIFFERS  FROM 
LONG-RELEASE 

The  Gradumet  is  made  up  of  thousands  of 
interconnecting  channels,  much  like  a 
sponge.  These  channels— filled  with  a drug 
—end  at  the  outer  surface  of  the  tablet.  When 
fluid  comes  in  contact  with  the  Gradumet, 
the  drug  in  the  outer  ends  of  the  channels 
dissolves.  As  the  fluid  makes  its  way  up  the 
channels,  there  is  a continuous  release  of 
medication. 


THIS  IS  A RELEASE 
YOU  CAN  COUNT  ON 


Since  the  rate  of  release  is  rigidly  determined 
by  the  size  and  number  of  channels,  the 
Gradumet  is  able  to  provide  control/ed-re- 
lease  as  well  as  long-release.  Patients  get  a 
measured  amount  of  medication,  moment  by 
moment,  throughout  the  day— from  a single 
ora!  dose. 


THE  PROGRAM 


ABBOTT 

ANORECTIC 

PROGRAM 


WEIGHT  CONTROL 
BOOKLET 

To  help  your  obese  patients  understand  why 
they  are  overweight— and  what  they  can  do 
about  it— Abbott  has  a booklet  called  “The 
Secret  of  Controlling  Your  Weight."  It  is 
available  to  your  patients  only  through  you. 
Here  is  a partial  list  of  the  topics  covered  : 
Why  you  are  overweight 
Rewards  of  weight  reducing 
Balanced  meals 
Helpful  hints 
Hunger  between  meals 
Snacks 

Weekly  weighings 
Exercise 

Holidays,  vacations,  special  events 
Leanness  and  longevity 
Each  topic  is  covered  on  one  page  in  simple 
and  easy-to-understand  language.  At  the 
back  of  the  booklet,  there  is  a list  of  160 
foods  showing  their  caloric  content. 


secret 


of 

controlling 


FOOD  DIARY 

The  Food  Diary  is  designed  to  help  the  over- 
weight patient  follow  your  eating  instruc- 
tions. Space  is  provided  for  breakfast,  lunch, 
supper,  and  even  snacks.  By  writing  every- 
thing down  that's  eaten  each  day,  the  patient 
is  constantly  reminded  that  she's  trying  to 
change  her  eating  habits.  And  you  are  fur- 
nished with  a written  record  of  how  well 
she's  doing. 

This  booklet  also  lists  the  caloric  content  of 
160  foods. 


See  Brief  Summary  on  next  page. 


THE  PRICE 


ABBOTT 

ANORECTIC 

PROGRAM 


ECONOMY 


Desoxyn  Gradumet  and  Des- 
butal  Gradumet  are  so  reason- 
ably priced  that  patients  in 
many  cases  save  enough 
(compared  to  other  leading 
long-release  anoretics)  to  get 
five  weeks  of  medication  for 
the  price  of  four. 


FREE  SUPPLIES 
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There  are  four  weight  control  booklets,  each 
with  the  same  text,  but  with  a different  sam- 
ple in  the  back  of  the  booklet  to  meet  your 
individual  patient's  needs.  You  have  your 
choice  of  Desoxyn  Gradumet  in  10  mg.  or 
15  mg.  strengths  as  well  as  Desbutal  10 
Gradumet  and  Desbutal  15  Gradumet.  The 
Food  Diary  is  the  same  for  all  of  the  weight 
control  booklets. 

Your  Abbott  man  will  be  happy  to  supply 
you  with  booklets.  Just  ask  him. 

CONTRAINDICATIONS:  Methampheta- 
mine  (in  Desoxyn  and  Desbutal)  is  contraindi- 
cated in  patients  taking  a monoamine  oxidase 
inhibitor.  Do  not  use  pentobarbital  (in  Desbu- 
tal) in  persons  hypersensitive  to  barbiturates. 


PRECAUTIONS,  SIDE  EFFECTS:  Observe 
caution  in  patients  with  hypertension,  cardio- 
vascular disease,  hyperthyroidism,  old  age,  or 
those  sensitive  to  sympathomimetic  drugs. 
Prolonged  usage  may  lead  to  tolerance  or  psy- 
chic dependence.  Careful  supervision  is  neces- 
sary to  avoid  chronic  intoxication  and 
addiction. 

Amphetamine  side  effects  such  as  a headache, 
excitement,  agitation,  palpitation  or  cardiac 
arrhythmia  usually  may  be  controlled  by  re- 
ducing the  dose.  Paradoxically-induced  de- 
pression is  an  indication  to  withdraw  the  drug. 
Pentobarbital  (in  Desbutal)  may  cause  skin 
rash.  Nervousness  or  excessive  se- 
dation with  Desbutal  is  usually  — 
transient.  701069 


Gradumet — Long-release  dose  form,  Abbott:  U S.  Pat.  No.  2,987,445 


Results  on  skin  are  final  proof  of  any  topical  antibiotic’s  effectiveness 

No  in  vitro  test  can  duplicate  a clinical  situation  on  living  skin.  ‘Neosporin’  (polymyxin  B 
— bacitracin  — neomycin)  Ointment  has  consistently  proven  its  effectiveness  in  thousands  of 
cases  of  bacterial  skin  infection.  The  spectra  of  the  three  antibiotics  overlap  in  such  a way 
as  to  provide  bactericidal  action  against  most  pathogenic  bacteria  likely  to  be  found  topically. 
Diffusion  of  the  antibiotics  from  the  special  petrolatum  base  is  rapid  since  they  are  insoluble 
in  the  petrolatum,  but  readily  soluble  in  tissue  fluids.  The  Ointment  is  bland  and  nonirritating. 

Caution:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in  overgrowth  of  nonsuscep- 
tible  organisms  and/or  fungi.  Appropriate  measures  should  be  taken  if  this  occurs.  Articles  in  the 
current  medical  literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to  neomycin. 
The  possibility  of  such  a reaction  should  be  borne  in  mind. 

Contraindications:  This  product  is  contraindicated  in  those  individuals  who  have  shown  hyper- 
sensitivity to  any  of  its  components. 

Supplied:  Tubes  of  1 oz.,  Vz  oz.  with  applicator  tip,  and  Va  oz.  with  ophthalmic  tip. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PM L. 
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For  complete  details, 
please  see  full 
Prescribing  Information. 


helps  keep  calories 
at  arm’s  length 


Preludin  is  indicated  only  as  an  anorectic  agent  in  the  treatment 
of  obesity.  It  may  be  used  in  simple  obesity  and  in  obesity 
complicated  by  diabetes,  moderate  hypertension,  or  pregnancy. 
For  use  in  pregnancy,  see  Warning. 


Dosage:  One  25  mg.  tablet  b.i.d.  or  t.i.d.  Or  one  75  mg.  Endurets® 
prolonged-action  tablet  a day,  taken  by  midmorning. 
Contraindications:  Severe  coronary  artery  disease,  hyperthyroidism, 
severe  hypertension,  nervous  instability,  and  agitated  prepsychotic 
states.  Do  not  use  with  other  CNS  stimulants,  including  MAO 
inhibitors. 


Warning:  Do  not  use  during  first  trimester  of  pregnancy  unless 
potential  benefits  outweigh  possible  risks.  There  have  been  clinical 
reports  of  congenital  malformation,  but  causal  relationship  has  not 
been  proved.  Animal  teratogenic  studies  have  been  inconclusive. 
Precautions:  Use  with  caution  in  moderate  hypertension  and 
cardiac  decompensation.  Cases  involving  abuse  of  or  dependence 
on  phenmetrazine  hydrochloride  have  been  reported.  In  general, 
these  cases  were  characterized  by  excessive  consumption  of  the 
drug  for  its  central  stimulant  effect,  and  have  resulted  in  a psychotic 
illness  manifested  by  restlessness,  mood  or  behavior  changes, 
hallucinations,  or  delusions.  Do  not  exceed  recommended  dosage. 
Side  Effects:  Dryness  or  unpleasant  taste  in  the  mouth,  urticaria, 
overstimulation,  insomnia,  urinary  frequency  or  nocturia,  dizziness, 
nausea,  or  headache.  (B)R46-560-A 


Geigy  Pharmaceuticals.  Division  of 
Geigy  Chemical  Corporation,  Ardsley,  N Y. 


Under  license  from 
Boehringer  Ingelheim  G.m.b.H. 


at  the  site  of  infectio 
(where  it  counts)...  : 


io  Ilosone®  provides  more  antibacterial  activity 
than  any  other  oral  erythromycin 


Acid  stable,  better  absorbed . . . Ilosone 
produces  faster,  higher,  more  prolonged 
blood  levels,  even  in  the  presence  of  food13 

Because  it  is  the  most  active  form  of  oral 
erythromycin,  Ilosone  can  help  assure 
consistently  greater  antibacterial  activity 
at  the  site  of  infection.  Ilosone  produces 
peak  antibacterial  blood  levels  two  to  four 
times  those  of  other  erythromycin 
preparations.12  Not  only  are  these  levels 
attained  earlier,  but  they  are  maintained 
for  much  longer  periods.  Even  the 
presence  of  food  does  not  seem  to  affect 
the  activity  of  Ilosone.1'3 

In  the  treatment  of  patients  with  bacterial 
infections  susceptible  to  erythromycin, 

; Ilosone  has  compiled  an  excellent 
therapeutic  record.  Since  it  exerts  its 
greatest  activity  against  gram-positive 
organisms,  it  is  particularly  useful  in 
common  respiratory  and  soft-tissue 
bacterial  infections.  Ilosone  kills— not 
merely  inhibits— streptococci, 
pneumococci,  and  more  strains  of 
staphylococci  than  any  other  macrolide 
antibiotic.  This  bactericidal  action, 
coupled  with  the  high  antibacterial  levels 


attained,  makes  Ilosone  especially  valuable 
in  patients  with  low  host  resistance,  such 
as  infants,  debilitated  individuals,  and 
diabetics. 

Ilosone  has  shown  no  cross-resistance  with 
penicillin  and  may  be  effective  against 
organisms  that  have  become  resistant  to 
that  agent.  Despite  its  high  antibacterial 
activity,  Ilosone  has  demonstrated  a low 
incidence  of  side  reactions.  Blood 
dyscrasias,  ototoxicity,  and  tooth  staining 
have  not  been  observed.  Infrequent 
cases  of  drug  idiosyncrasy,  manifested  by 
a cholestatic  jaundice,  have  occurred, 
but  there  have  been  no  known  definite 
residual  effects. 


Now  available: 

New!  Ready-mixed  Ilosone  Liquid  125! 
(Contains  erythromycin  estolate  equiva- 
lent to  125  mg.  erythromycin  base  per 
5-cc.  teaspoonful.) 


700970 

Ilosone  & 

Erythromycin  Estolate 


( See  next  'page  for  prescribing  information.) 


Ilosone/the  most  active  oral  form  of  erythromycin 


Description:  Ilosone  is  the  most  active  form  of 
oral  erythromycin  that  has  been  developed.  Be- 
cause it  is  stable  in  acid,  well  absorbed,  and 
excreted  in  lesser  amounts  in  the  bile,  it  pro- 
vides faster,  higher,  and  longer-lasting  levels  of 
antibacterial  activity  (ABA)  in  the  serum,  even 
when  taken  with  food,  than  do  comparable  doses 
of  erythromycin. 

Indications:  Ilosone  is  indicated  in  infections 
caused  by  micro-organisms  sensitive  to  its  ac- 
tion—especially  staphylococci,  hemolytic  strep- 
tococci, and  pneumococci. 

It  has  been  effective  in  streptococcus  infec- 
tions, particularly  acute  bacterial  pharyngitis 
and  tonsillitis;  staphylococcus  disease,  includ- 
ing soft-tissue  infections,  furunculosis,  ab- 
scesses, cellulitis,  carbuncles,  and  wound 
infections;  pneumococcus  pneumonia  and  acute 
bronchitis  with  pneumococci  on  culture,  bron- 
chopneumonia, and  otitis  media. 

In  serious  staphylococcus  infections,  eryth- 
romycin preparations  should  be  used  only  in 
combination  therapy  with  other  antimicrobial 
agents;  surgical  procedures  should  be  per- 
formed when  indicated,  and  large  doses  of  the 
antimicrobial  agents  should  be  employed. 

Penicillin  is  the  drug  of  choice  for  syphilis  and 
gonorrhea,  but  Ilosone  in  multiple  500-mg.  doses 
has  been  useful  in  patients  with  a history  of 
penicillin  allergy.  Also,  other  infections  due  to 
susceptible  bacteria  in  patients  hypersensitive 
to  penicillin  or  other  antibiotics  may  be  con- 
sidered for  treatment  with  Ilosone. 

Contraindications:  Known  history  of  sensitiv- 
ity to  this  drug;  preexisting  liver  disease  or 
dysfunction. 

Adverse  Reactions:  Hepatic  dysfunction  with 
or  without  clinical  jaundice  has  been  reported 
infrequently.  Changes  in  liver  function  tests 
indicative  of  intrahepatic  cholestasis  appear  to 
be  the  result  of  individual  idiosyncrasy.  Find- 
ings subsided  when  treatment  was  discontinued. 
Occasionally,  symptoms  simulated  extrahepatic 
obstructive  jaundice  or  the  colic  of  biliary  tract 
disease. 

When  jaundice  appeared  to  be  related  to  use 
of  the  drug,  laboratory  findings  were  character- 
ized by  increased  direct-reacting  bilirubin,  ele- 
vated alkaline  phosphatase  levels,  negative  or 
weakly  positive  cephalin  flocculation  and  thymol 
turbidity  tests,  elevated  serum  glutamic  oxala- 


cetic  transaminase  levels,  peripheral  eosino- 
philia,  and  normal  cholecystograms. 

Gastro-intestinal  disturbances  not  associated 
with  hepatic  effects  and  occasional  allergic 
manifestations  (urticaria,  skin  eruptions,  and, 
rarely,  anaphylaxis)  have  been  reported.  The 
normal  intestinal  gram-negative  bacterial  flora 
is  not  appreciably  altered  by  erythromycin 
drugs. 

Administration  and  Dosage:  Ilosone  is  admin- 
istered orally. 

Infants  and  children  under  twenty-five 
pounds,  5 mg.  per  pound  every  six  hours; 
twenty-five  to  fifty  pounds,  125  mg.  every  six 
hours.  Adults  and  children  over  fifty  pounds, 
250  mg.  every  six  hours. 

For  severe  infections,  double  the  dosage. 
When  larger  doses  are  indicated,  consider  par- 
enteral erythromycin  therapy.  In  beta-hemolytic 
streptococcus  infections,  maintain  treatment 
for  ten  days  to  prevent  rheumatic  fever  or 
glomerulonephritis. 

In  syphilis,  a total  of  20  to  30  Gm.  is  admin- 
istered in  divided  doses  for  ten  to  fifteen  days. 
Close  follow-up  is  necessary  since  erythromycin 
drugs  have  not  had  adequate  evaluation  in  all 
stages  of  syphilis.  Examination  of  spinal  fluid 
is  recommended  during  follow-up. 

In  gonorrhea,  the  dosage  is  500  mg.  four 
times  a day  for  four  days.  Patients  with  a sus- 
pected lesion  of  syphilis  should  have  a dark-field 
examination  before  receiving  antibiotics  and 
monthly  serologic  tests  for  three  months.  For 
detailed  information,  consult  the  package 
literature. 

How  Supplied:  Pulvules®  Ilosone,  Capsules, 
N.F.,  125  mg.*  and  250  mg.* 

Ilosone  Liquid  125,  Oral  Suspension,  U.S.P., 
125  mg.*  per  5-cc.  teaspoonful. 

Ilosone,  125,  for  Oral  Suspension,  N.F.,  125 
mg.*  per  5-cc.  teaspoonful. 

Ilosone  Drops,  5 mg.*  per  drop. 

Tablets  Ilosone  Chewable,  N.F.,  125  mg.* 

*Base  equivalent.  [080967] 

References:  1.  Griffith,  R.  S.,  and  Black,  H.  R. : Am.  J.  M.  Sc., 
21*7: 69,  1964.  2.  Griffith,  R.  S.,  and  Black.  H.  R. : Antibiotics  & 
Chemother.,  12: 398,  1962.  3.  Hirsch,  H.  A.,  Pryles,  C.  V.,  and 
Finland,  M.:  Am.  J.  M.  Sc.,  259:198,  1960. 

Additional  information  available  to 
physicians  upon  request.  Eli  Lilly  and 
Company , Indianapolis , Indiana 
I>6206. 
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sponses  to  Social  and  Human  Crises,”  Mrs.  Ber- 
nice Bernstein,  Northeastern  Regional  Director, 
U.S.  Department  of  Health,  Education,  and 
Welfare. 

For  further  information  write:  American 

Psychiatric  Association,  420  East  76th  Street, 
New  York,  New  York  10021. 

Medical  women’s  association  to  meet 

The  annual  meeting  of  the  American  Medical 
Women’s  Association  is  to  be  held  at  the  Dinkier 
Plaza  Hotel,  Atlanta,  Georgia,  November  29 
through  December  2.  The  program  will  feature 
the  following  topics  and  speakers: 

“High  Risk  Pregnancy,”  Warren  H.  Pearse, 
M.D.,  professor  of  obstetrics  and  gynecology, 
University  of  Nebraska  College  of  Medicine; 
“The  Fragile  Neonate,”  Doris  A.  Howell,  M.D., 
professor  of  pediatrics,  Woman’s  Medical  Col- 
lege of  Pennsylvania;  “The  Child’s  Heredity,” 
William  L.  Nyhan,  M.D.,  professor  of  pediatrics, 
University  of  Miami  School  of  Medicine;  “In- 
fection in  Fetus  and  Young  Child,”  John  L. 
Saver,  M.D.,  National  Institute  of  Neurological 
Diseases  and  Blindness;  “Child  Rearing  in  the 
Problem  Family,”  Melvin  Lewis,  M.D.,  associate 
professor  of  pediatrics  and  psychiatry,  Child 
Study  Center,  Yale  University;  and  a panel 
discussion  on  “Optimal  Child  Health  and  De- 
velopment,” moderator,  F.  Kathryn  Edwards, 
M.D.,  associate  professor  of  pediatrics,  Emory 
University  School  of  Medicine. 

The  program  is  accredited  by  the  American 
Academy  of  General  Practice. 

For  further  information  write:  Mrs.  Ger- 

trude Conroy,  executive  director,  American 
Medical  Women’s  Association,  Inc.,  1740 
Broadway,  New  York,  New  York  10019. 

Anesthesiologists  to  meet 

The  New  York  State  Society  of  Anesthesiolo- 
gists will  hold  its  annual  postgraduate  assembly 
at  the  New  York  Hilton,  December  11  through 


13.  The  program  will  feature  three  panel 
discussions  and  nine  lectures.  The  first  panel 
will  deal  with  the  role  of  the  anesthesiologist 
in  acute  medicine,  Allen  B.  Dobkin,  M.D., 
professor  of  anesthesiology,  Upstate  Medical 
Center,  Syracuse.  The  second  panel  discussion 
will  be  on  the  importance  of  physiological 
variables  in  anesthetic  problems  of  the  newborn, 
Herbert  Rackow,  M.D.,  associate  professor  of 
anesthesiology.  College  of  Physicians  and  Sur- 
geons, Columbia  University.  The  subject  of 
the  third  panel  discussion  will  be  the  effect  of 
anesthetics  on  the  heart,  Merel  Harmel,  M.D., 
professor  of  anesthesiology,  Downstate  Medical 
Center,  Brooklyn. 

The  lecture  topics  will  range  from  the  renal 
counter-current  system  to  myasthenia  gravis 
and  its  implications  for  anesthesiology.  Other 
subjects  will  be  anesthetics  and  the  pulmonary 
circulation,  the  mechanisms  of  action  of  local 
anesthetics  on  nerve  conduction,  and  drug-in- 
duced liver  injury. 

For  further  information  write:  Mrs.  Eugenia 
Sinisi,  executive  secretary,  New  York  State 
Society  of  Anesthesiologists,  30  East  42nd 
Street,  New  York,  New  York  10017. 

International  congress  of  lymphology 
to  meet  in  Miami 

The  Second  International  Congress  of  Lym- 
phology, sponsored  by  the  University  of  Miami 
School  of  Medicine,  will  be  held  at  the  Fon- 
tainebleau Hotel,  Miami  Beach,  Florida,  March 
15  through  20,  1968.  The  basic  themes  of  the 
congress  are  basic  lymphology,  lymphatic  sys- 
tem in  cancer,  and  experimental  lymphology. 
The  program  will  also  feature  the  latest  ad- 
vances in  various  aspects  of  the  lymphatic  sys- 
tem which  will  include  40  guest  speakers  from 
foreign  countries. 

For  further  information  write:  Manuel  Via- 
monte,  Jr.,  M.D.,  professor  of  radiology  and 
coordinator  of  postgraduate  medical  education, 
University  of  Miami  School  of  Medicine,  1450 
N.W.  11th  Avenue,  Miami,  Florida. 
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Medical  Schools 


Albany  Medical  College 

Named  acting  department  chairman. 

Robert  E.  Carroll,  M.D.,  chief,  epidemiology 
section,  U.S.  Public  Health  Service’s  Division 
of  Air  Pollution,  Cincinnati,  has  been  named 
acting  chairman,  Department  of  Community 
Health.  Dr.  Carroll  succeeds  Dr.  J.  Garth 
Johnson  who  has  been  chairman  of  the  Depart- 
ment since  1953  and  has  retired. 

Dr.  CaiToll  will  supervise  the  College’s 
undergraduate  teaching  program  in  preventive 
medicine  and  public  health.  He  has  been  pro- 
moted to  the  academic  rank  of  assistant  pro- 
fessor with  this  appointment. 

Dr.  Johnson  was  instrumental  in  establishing 
the  Family  Care  (supervised  student  care  of 
indigent  families)  and  Medical  Education  for 
National  Defense  (M.E.N.D.)  programs  at 
the  College. 

Downstate  Medical  Center 

Annual  lecture.  The  annual  Robert  A. 
Moore  Lecture  will  be  held  on  October  16  at 
4:00  p.m.,  in  the  first  floor  lecture  hall,  Basic 
Sciences  Building.  Robert  H.  Ebert,  M.D., 
dean,  Harvard  Medical  School,  will  lecture  on 
“Education  for  Careers  in  the  Health  Industry: 
The  Role  of  the  University.” 

Mount  Sinai  School  of  Medicine 

September,  1968,  opening.  The  Mount  Sinai 
School  of  Medicine  will  accept  its  initial  classes 
of  first-year  and  third-year  students,  simul- 
taneously, in  September,  1968.  On  August  2 it 
was  announced  by  the  Board  of  Higher  Educa- 
tion and  the  Board  of  Trustees  of  the  new  School 
of  Medicine  that  an  agreement  of  affiliation 
with  The  City  University  of  New  York  pend- 


ing approval  by  the  State  Board  of  Regents 
had  been  approved  and  that  the  affiliation  would 
become  effective  immediately.  The  chief  links 
in  the  relationship  will  be  in  faculty,  curriculum, 
and  program.  The  initial  quarters  of  the  new 
School  will  initially  have  its  quarters  on  102nd 
Street  between  Fifth  and  Madison  Avenues. 

Additions  to  faculty.  George  James,  M.D., 
Dean,  has  announced  the  following  appoint- 
ments to  the  faculty  of  the  medical  school: 
Dr.  P.  G.  Katsoyannia,  chairman,  Department 
of  Biochemistry,  and  Solomon  A.  Berson,  M.D., 
chairman.  Department  of  Medicine,  effective 
January  1,  1968;  Martin  R.  Steinberg,  M.D., 
chairman,  Department  of  Administrative  Med- 
icine; Irving  L.  Schwartz,  M.D.,  chairman, 
Department  of  Physiology;  M.  Ralph  Kaufman, 
M.D.,  chairman,  Department  of  Psychiatry; 
Hans  Popper,  M.D.,  chairman,  Department  of 
Pathology.  Other  chairmanships  and  the  de- 
partments are:  Tibor  Barka,  M.D.,  Anatomy; 

Leslie  Rendell-Baker,  M.D.,  Anesthesiology; 
Sergei  Feitelberg,  M.D.,  Biophysics;  Jack 
Klatell,  D.D.S.,  Dentistry;  Samuel  S.  Peck, 
M.D.,  Dermatology;  Alexander  B.  Gutman, 
M.D.,  Medicine  (retiring  on  December  31, 
1967);  Morris  B.  Bender,  M.D.,  Neurology; 
Sidney  W.  Gross,  M.D.,  Neurosurgery;  S.  B. 
Gusberg,  M.D.,  Obstetrics  and  Gynecology; 
Irving  H.  Leopold,  M.D.,  Ophthalmology; 
Robert  S.  Siffert,  M.D.,  Orthopaedics;  Joseph 
L.  Goldman,  M.D.,  Otolaryngology;  Horace 
L.  Hodes,  M.D.,  Pediatrics;  Lawrence  H. 
Wisham,  M.D.,  Physical  Medicine  and  Reha- 
bilitation; Bernard  S.  Wolf,  M.D.,  Radiology; 
John  Boland,  M.D.,  Radiotherapy;  Allan  E. 
Kark,  M.D.,  Surgery;  Herbert  Brendler,  M.D., 
Urology.  Effective  July  1,  1967,  Edra  L. 
Spilman,  Ph.D.,  was  named  director.  Depart- 
ment of  Laboratory  Education. 
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CANTIL 

(mepenzolate  bromide) 


LAKESIDE 


Diarrhea,  one  of  the  most  vexing  symptoms 
of  common  G.  I.  disorders  can  often  be 
curbed  with  Cantil  (mepenzolate  bromide), 
bringing  welcome  relief  to  the  harassed 
patient.  Relatively  specific  for  the  hyper- 
active colon,  it  helps  reduce  diarrhea,  pain 
and  spasm  with  minimal  effect  on  other 
viscera.  Cantil  (mepenzolate  bromide)  is 
indicated  whenever  these  symptoms  are 
associated  with  irritable  colon,  gastroenter- 
itis, diverticulitis,  and  mild  to  moderate 
ulcerative  colitis. 

It  is  an  anticholinergic  drug  without  narcotic 
properties.  Side  effects  are  usually  mild. 


IN  BRIEF:  One  or  two  tablets  three  times  a day  and 
one  or  two  at  bedtime  usually  provide  prompt  relief. 
Cantil  with  Phenobarbital  may  be  prescribed  if  seda- 
tion is  required. 

Dryness  of  the  mouth,  blurring  of  vision,  constipation, 
nausea,  vomiting,  bloating  and  dizziness  may  occur 
but  are  usually  mild  and  transitory.  Urinary  retention 
is  rare.  Caution  should  be  observed  in  prostatic  hyper- 
trophy—withhold  in  glaucoma.  Contraindicated  in  pa- 
tients sensitive  to  phenobarbital  and/or  Cantil  (me- 
penzolate bromide);  in  toxic  megacolon,  obstruction 
of  G.  I.  or  G.  U.  tract. 

SUPPLIED:  CANTIL  (mepenzolate  bromide)  - 25  mg. 
per  scored  tablet.  Bottles  of  100  and  250.  CANTIL  with 
PHENOBARBITAL  — containing  in  each  scored  tablet 
16  mg.  phenobarbital  (warning:  may  be  habit  form- 
ing) and  25  mg.  mepenzolate  bromide.  Bottles  of  100 
and  250. 


LAKESIDE  LABORATORIES,  INC.,  Milwaukee,  Wisconsin  53201 
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DID  YOU  EVER  GET  A “THANK  YOU” 
NOTE  FROM  A SPECIAL-DIET  PATIENT? 


It  can  happen.  Send  for  our  free  booklet  and 
see  the  remarkable  things  that  can  be  done 
with  a diet  that  is  built  on  Cream  of  RICE. 

It’s  called  “How  To  Make  A Special  Diet 
Taste  Extra  Special!’’  You’ll  find  delicious  rec- 
ipes for  bland,  wheat-free,  milk-free,  egg-free 
and  low-salt  diets. 


A recent  research  study  compared  the  break- 
down of  Cream  of  RICE  with  oat,  wheat,  corn 
and  barley  cereals  and  concluded  thatCream  of 
RICE  was  easiest  to  digest. 


Cream  of  RICE  is  fortified  with  Vitamin  B , , 
Riboflavin,  Niacin  and  Iron.  And  it’s  low  in  res- 
idue and  fat.  The  patient  gets  dietary  protec- 
tion, flavor  satisfaction  and  good  nutrition.  And 
you  may  actually  get  a “Thank  you.” 


ADVERTISED 

IN 


Deaders 

IV,  Digest 


15  Vi  million  j amities 
(26  million  worldwide) 
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“All  Registered  Nurses  are  Alike” 


It  stands  to  reason.  They  all  go  through 
the  same  training;  they  all  have  to  pass 
the  same  tests;  they  all  have  to  measure 
up  to  the  same  standards.  Therefore,  all 
registered  nurses  are  alike. 

That’s  nonsense,  of  course.  But  it’s  no 
more  nonsensical  than  what  some  people 
say  about  aspirin.  Namely:  since  all  aspi- 
rin is  at  least  supposed  to  come  up  to  cer- 
tain required  standards,  then  all  aspirin 
tablets  must  be  alike. 

Bayer’s  standards  are  far  more  demand- 
ing. In  fact,  there  are  at  least  nine  specific 
differences  involving  purity,  potency  and 


speed  of  tablet  disintegration.  These 
Bayer®  standards  result  in  significant 
product  benefits  including  gentleness  to 
the  stomach,  and  product  stability  that  en- 
ables Bayer  tablets  to  stay  strong  and 
gentle  until  they  are  taken. 

So  next  time  you  hear  someone  say  that 
all  aspirin  tablets  are  alike,  you  can  say, 
with  confidence,  that  it  just  isn’t  so. 

You  might  also  say  that  all  registered 
nurses  aren’t  alike,  either. 
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Abstracts 


Fishman,  S.  I.:  Pulmonary  emphysema; 

clinical  problem,  New  York  State  J.  Med.  67: 
2573  (Oct.  1)  1967. 

Pulmonary  emphysema  is  second  only  to 
heart  disease  as  a disabler  of  men,  and  prob- 
ably afflicts  1 in  10  middle-aged  and  elderly 
Americans;  much  confusion  exists  in  dif- 
ferentiating it  from  bronchitis  and  asthma. 
Emphysema  is  described  as  an  abnormal  en- 
largement of  the  air  spaces  distal  to  the  ter- 
minal nonrespiratory  bronchiole  accompanied 
by  destructive  changes  in  the  alveolar  walls, 
with  paracicatricial  and  lobular  forms  classified. 
It  is  a common  late-occurring  complication  in  a 
wide  variety  of  chronic  or  recurrent  lung  diseases. 
A degeneration  of  pulmonary  elastic  tissue  is 
thought  to  be  the  primary  initiating  factor  and 
may  occur  as  a result  of  diseases  not  associated 
with  previous  obstructive  disease.  Also  a 
variety  of  known  agents  and  disease  conditions 
can  result  in  the  exact  clinical  and  physiologic 


Sports  authorities 
warn  against  "spearing" 

A group  of  coaches,  physicians,  and  sports 
officials  recently  joined  the  American  Medical 
Association  in  calling  for  an  end  to  football 
“spearing,”  the  tactic  in  which  a blocker  or 
tackier  uses  his  head  as  a battering  ram.  This  is 
dangerous,  both  for  himself  and  for  the  person 
he  hits. 

When  polled  by  the  AMA’s  Committee  on  the 
Medical  Aspects  of  Sports,  the  group  was 
unanimous  in  warning  against  spearing.  The 
AMA  committee  asked  for  their  comments  when 
recent  studies  showed  that  head  and  neck 
injuries  continue  to  constitute  a very  high  per- 
centage of  serious  injuries  in  football. 

A tackier  can  inflict  a tremendous  amount  of 
punishment  by  driving  his  helmet  into  an 
opposing  ball  carrier.  Moreover,  he  endangers 
himself,  because  his  head  and  neck  take  the 
force  of  the  blow.  Serious  injury  and  even 
death  have  resulted  from  damage  to  brain 
areas  or  the  spinal  cord,  and  death  may  be  only 
thirty  to  sixty  seconds  away  if  the  blood  vessels 
draining  the  brain  are  damaged  by  a heavy 
blow  or  if  hemorrhaging  begins  within  the  brain. 

In  the  neck,  the  spinal  cord  is  approximately 


syndrome  known  as  obstructive  pulmonary 
emphysema.  Etiologic  agents  of  bronchitis 
and  emphysema  are  considered,  and  physio- 
logic abnormalities  discussed.  Clinical  ob- 
servation and  evaluation  can  often  produce  a 
more  accurate  function  study  than  the  labora- 
tory. A carefully  planned  program,  supervised 
by  a physician,  should  be  started  as  soon  as  the 
diagnosis  is  suspected. 

Rasi,  H.  B.:  Use  of  local  tissues  for  repair  of 

facial  defects  following  cancer  surgery,  New 
York  State  J.  Med.  67:  2604  (Oct.  1)  1967. 

Once  a cancerous  tumor  has  been  adequately 
excised,  the  defect  must  be  repaired.  An 
esthetic  result  is  important  in  the  cheek,  eyelid 
and  eyebrow,  ear,  lip,  and  nose.  The  defect 
should  be  interpreted  in  terms  of  what  tissues 
have  been  lost  and  what  degree  of  functional 
disability  has  been  created.  Best  results  come 
by  utilizing  various  free  grafts  and  pedicle 
flaps  of  adjacent  tissue. 


the  size  of  a man’s  ring  finger.  It  lies  within 
the  bony  spinal  canal,  an  easy  victim  of  bruising 
or  cutting  if  neck  vertebrae  or  cervical  disks  are 
forced  out  of  place.  Such  an  injury  may  result 
in  death  or  permanent  paralysis  of  arms  and  legs 
and  loss  of  bladder  and  bowel  control.  Thirty 
such  cases  were  reported  during  the  football 
seasons  of  1959  through  1964. 

Strict  enforcement  by  officials  of  the  rule 
against  “spearing”  is  important.  While  every 
infraction  may  not  be  discernible,  those  that  are 
should  be  rigorously  penalized,  particularly 
those  that  occur  on  second  impact  when  a 
runner  has  already  been  tackled. 

Players  should  be  selected  and  trained  more 
carefully,  particularly  boys  with  two  physical 
extremes,  those  with  long,  thin  necks  and  those 
with  short,  stubby  necks.  Protective  equip- 
ment is  no  guarantee  against  serious  or  even 
fatal  football  injuries.  With  proper  attention, 
however,  injuries  from  the  so-called  spear  or 
butt  block  can  be  eliminated  or  greatly  reduced 
in  football  at  all  levels. 

The  AMA  Committee  on  the  Medical  Aspects 
of  Sports  called  on  all  team  physicians  to  dis- 
courage spearing,  urged  coaches  to  teach 
against  this  tactic,  and  warned  players  of  the 
dangers  of  the  practice.  Concerted  action  to 
rid  the  game  of  “spearing”  can  make  football  a 
better  game  for  all  concerned. 
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From  a continuing  study  on  nasal  congestion  . . . 

MADE  U.S.A. 


6ETFORE  TRIAMINIC 

fl?6R.  


timed  to  work 
while  your  patient  does 


A study  being  conducted  by  the  Department  of 
Otolaryngology,  Greater  Baltimore  Medical  Center  is 
stockpiling  evidence  that  points  to  the  fast  action  and 
prolonged  relief  effected  by  Triaminic  in  the  treat- 
ment of  nasal  congestion. 

Begun  in  March  1966,  the  study  to  date  has  encom- 
passed 85  patients  with  common  nasal  disorders— 

It’s  a comforting  thing  to  kr 


and  measured  their  response  to  recommended  doses 
of  Triaminic  tablets. 

Timed  to  release  its  oral  nasal  decongestant  and  two 
antihistamines  within  8 hours,  Triaminic  was  found  to 
effect  partial  or  complete  relief  in  better  than  82%  of 
the  subjects  treated.  Clearing  nasal  obstruction.  Re- 
ducing turbinate  swelling.  Making  breathing  easier, 
that  Triaminic  really  works. 


■ ■ ■ ® 

iriammiC  timed-release  tablets 

Each  timed-release  tablet  contains.- 

Phenylpropanolamine  hydrochloride  50mg.  Pyrilamine  maleate  25mg.  Pheniramine  maleate  25mg. 
Side  effects:  Occasional  drowsiness,  blurred  vision,  cardiac  palpitations,  flushing,  dizziness,  nervousness  or  gastrointestinal  upsets. 
Precautions:  The  patient  should  be  advised  not  to  drive  a car  or  operate  dangerous  machinery  if  drowsiness  occurs.  Use  with  caution  in 
patients  with  hypertension,  heart  disease,  diabetes  or  thyrotoxicosis. 

DORSEY  LABORATORIES  • a division  of  The  Wander  Company  • LINCOLN,  NEBRASKA  sisoi 


easy 

does 

it! 


tear,  moisten,  compare-that’s  all ! 
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Editorials 


New  classification  of  diabetes 


A new  genetic  classification  of  diabetes 
has  been  released  by  the  American  Dia- 
betes Association.  This  should  go  far  to 
keep  all  concerned — the  researcher,  the 
clinician,  and  the  patient — on  a clear 
track.  At  least  now  all  should  be  on  the 
same  wave  length  and  talking  about  the 
same  things. 

The  classification  based  on  abnormalities 
of  carbohydrate  metabolism  consists  of 
four  orders  of  the  disease.  Progression 
or  regression  from  one  stage  to  the  next 
may  never  occur,  may  proceed  slowly  over 
many  years,  or  may  be  very  rapid.  This 
classification  does  not  consider  the  presence 
or  absence  of  vascular  disease,  for  patients 
with  minimal  glucose  intolerance  or  even 
normal  tolerance  may  have  angiopathy. 

1.  Overt  Diabetes  Mellitus.  This 
is  frank  diabetes,  either  of  the  ketosis- 
prone  or  ketosis-resistant  type.  Fasting 
hyperglycemia  is  present.  Symptoms  of 
hyperglycemia  and  glucosuria  may  be 
present.  A glucose  tolerance  test  is  not 
required  for  diagnosis. 

2.  Chemical  or  Latent  Diabetes. 
This  is  asymptomatic  diabetes.  The  fast- 
ing blood  glucose  level  may  be  elevated  but 
is  usually  normal  and  the  postprandial 
level  is  frequently  elevated.  Oral  or  intra- 
venous glucose  tolerance  tests  performed 
in  the  absence  of  “stress”  give  results  in 
the  ranges  accepted  for  diabetes. 

3.  Suspected  Diabetes  Mellitus 
(Including  “Stress”  Hyperglycemia). 
Persons  who  have  temporary  carbohydrate 
intolerance  in  certain  physiologic  or  patho- 
logic situations  should  be  suspected  of 
having  diabetes  mellitus,  particularly  when 
there  is  a family  history  of  diabetes. 
Symptoms  due  to  severe  hyperglycemia 
occurring  during  periods  of  “stress”  should 
be  regarded  as  representing  overt  diabetes 
until  proved  otherwise.  Asymptomatic  or 
symptomatic  derangement  of  carbohydrate 
tolerance  should  be  re-evaluated  after 


total  recovery  from  the  “stress.”  In 
particular,  impaired  carbohydrate  tolerance 
in  the  following  five  situations  requires 
long-term  evaluation: 

(A.)  Pregnancy.  The  term  “gesta- 
tional diabetes”  indicates  the  presence  of 
abnormal  glucose  tolerance  which  reverts 
to  normal  following  delivery.  In  these 
individuals  follow-up  studies  have  revealed 
a high  risk  of  development  of  diabetes. 
(Diabetes  also  should  be  suspected  in  a 
woman  whose  obstetric  history  includes 
large  babies,  unexplained  abortions,  fetal 
deaths,  neonatal  deaths,  or  hydramnios.) 

(B.)  Obesity  with  abnormal  glucose 
tolerance  which  returns  promptly  to  normal 
with  moderate  weight  loss. 

(C.)  Infections,  trauma,  vascular  acci- 
dents, burns,  impaired  nutrition,  and  severe 
emotional  disturbances. 

(D.)  Treatment  with  pharmacologic 
agents  such  as  corticosteroids  or  thiazides. 

{E.)  Endocrinopathies  such  as  acro- 
megaly, Cushing’s  syndrome,  thyro- 
toxicosis, and  pheochromocytoma.  (Dia- 
betes also  must  be  suspected  in  elderly 
subjects  without  symptoms  and  signs  of 
the  disease  but  with  a glucose  tolerance 
test  which  in  younger  individuals  would  be 
considered  abnormal.) 

4.  Prediabetes.  Prediabetes  is  a term 
applied  to  the  period  of  time  prior  to  the 
onset  of  identifiable  diabetes  mellitus 
(overt,  chemical,  or  latent).  This  is  a 
conceptual  term  identifying  the  interval 
between  fertilization  of  the  ovum  and  the 
demonstration  of  impaired  glucose  toler- 
ance in  an  individual  predisposed  to  dia- 
betes on  genetic  grounds  but  presently  ex- 
hibiting a normal  glucose  tolerance.  It 
cannot  be  diagnosed  with  certainty  in  the 
current  state  of  our  knowledge  except  in  the 
nondiabetic  identical  twin  of  a diabetic 
patient  and  possibly  in  the  offspring  of  two 
diabetic  parents. 

November  12  to  18  has  been  designated 
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as  the  time  for  this  year’s  annual  diabetes 
detection  drive.  The  postprandial  blood 


sugar  test  is  of  prime  importance  and  should 
be  used  widely. 


Announcement  1967  District  Branch  Meetings 


Branch 


Date 


Place 


First  Sunday,  February  12 


The  Americana, 
New  York  City 


Second  Thursday,  Friday,  Saturday,  Dorado  Beach  Hotel, 

Sunday,  Monday,  Tuesday,  Dorado,  Puerto  Rico 

Wednesday,  Thursday, 

November  9,  10,  11,  12,  13,  14, 

15,  16 


Third  Saturday,  Sunday,  September  9,  Sagamore  Hotel, 
and  10  Lake  George 

Fourth 


Fifth  Friday,  Saturday,  Sunday, 

and  September  8,  9,  10 

Sixth 


Fred  Waring’s 
Shawnee  Inn, 
Shawnee-on-Delaware, 
Pennsylvania 


Seventh  Sunday,  Monday,  Tuesday, 
and  Wednesday,  October  1,  2,  3,  4 

Eighth 


Whiteface  Inn, 
Lake  Placid 


Ninth  Monday,  February  13 


The  Americana, 
New  York  City 
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New 

21-day 


regimen 


Each  tablet  contains  ethynodiol  diacetate  1 mg.,  mestranol  0.1  mg. 


three  weeks  on^^one  week  off 

A simplified,  more  convenient  oral  contraceptive  regimen... 

The  fixed  28-day  cycle  for  Ovulen-21  establishes  a routine  schedule  for  tablet-taking 
which  is  independent  of  the  withdrawal  flow.  Once  the  patient  has  established  her  starting  day, 
she  will  begin  each  tablet  cycle  on  the  same  day  of  the  week. The  importance  of  "day  5” 
becomes  a thing  of  the  past.  Instruction  is  simplified  and  instruction  time  is  minimized.  A new 
feature... complete  patient  instructions  are  included  with  each  refillable  Ovulen-21 
Compack®  tablet  dispenser.  This  easier-to-follow  regimen  provides  greater  convenience  and 
reduces  the  chance  of  patient  error. 

The  same  Ovulen  in  the  same  low  dosage.  ..with  the  same  low  incidence  of  side  effects  and  the  same 
high  degree  of  protection  against  pregnancy. 

Note:  Ovulen  remains  available  in  the  familiar  round  Com- 
pack for  those  women  who  may  wish  to  continue  to  use  the 
20-day  schedule.  Be  sure  to  specify  Ovulen-21  to  assure  each 
new  patient  of  the  advantages  of  the  new  Three  Weeks  On — 

One  Week  Off  schedule.  She  might  appreciate  your  budget- 
minded  authorization  for  a six-month  supply  (five  Refills). 

Indication— For  oral  contraception. 

Contraindications— Thrombophlebitis  or  a history  of 
thrombophlebitis  or  pulmonary  embolism,  liver  dysfunction 
or  disease,  known  or  suspected  carcinoma  of  the  breasts  or 
genital  organs  and  undiagnosed  vaginal  bleeding. 

Warnings— Discontinue  medication  pending  examination 
if  sudden  partial  or  complete  loss  of  vision,  or  sudden  onset 
of  proptosis,  diplopia  or  migraine  occurs.  Discontinue  if 
papilledema  or  retinal  vascular  lesions  occur.  Since  the  safety 
of  Ovulen  in  pregnancy  has  not  been  established,  rule  out 
pregnancy  before  a patient  who  has  missed  two  consecutive 
menstrual  periods  continues  the  tablets.  Consider  the  possi- 
bility of  pregnancy  at  first  missed  withdrawal  flow  if  recom- 
mended schedule  has  not  been  followed.  The  active  ingre- 
dients in  oral  contraceptives  have  been  identified  in  the  milk 
of  mothers  receiving  these  drugs.  The  significance  of  this  to 
the  infant  has  not  been  determined. 

Precautions— The  pretreatment  physical  examination 
should  specifically  include  the  breasts,  pelvic  organs  and  a 
Papanicolaou  smear.  Endocrine  and  possibly  liver  function 
tests  may  be  affected  by  Ovulen.  It  is  recommended  that  such 
tests  be  repeated  two  months  after  stopping  the  medication 
if  their  results  were  abnormal  in  a woman  taking  Ovulen. 

Pre-existing  fibroids  may  enlarge  under  the  influence  of  estro- 
gen-progestin preparations.  Because  Ovulen  may  cause  some 
degree  of  fluid  retention,  patients  with  epilepsy,  migraine, 
asthma,  cardiac  or  renal  dysfunction,  which  might  be  influ- 
enced, require  careful  observation. 

Ovulen  should  be  used  with  caution  in  patients  with  a his- 
tory of  cerebral  vascular  accident,  although  a cause  and 
effect  relationship  has  not  been  established.  If  breakthrough 
bleeding  occurs  adequate  diagnostic  measures  are  indicated 
in  women  with  undiagnosed  vaginal  bleeding.  Observe  care- 
fully patients  with  a history  of  psychic  depression  and  dis- 
continue the  medication  if  depression  recurs  to  a serious 
degree.  Any  possible  influence  of  prolonged  Ovulen  adminis- 
tration on  pituitary,  ovarian,  adrenal,  hepatic  or  uterine 
function  awaits  further  study.  Observe  diabetic  patients  care- 
fully during  Ovulen  use  since  a decrease  in  glucose  tolerance 
has  occurred  in  a few  such  patients.  Physicians  should  be  alert 
to  the  earliest  manifestations  of  thrombophlebitis  and  pul- 
monary embolism  since  such  conditions  occasionally  occur  in 
patients  taking  oral  contraceptives,  although  a cause  and 
effect  relationship  has  not  been  demonstrated.  Use  Ovulen 


judiciously  in  young  patients  in  whom  bone  growth  is  not 
complete  because  of  the  effects  of  estrogens  on  epiphyseal 
closure.  Age  is  no  absolute  limiting  factor,  although  Ovulen 
use  may  mask  the  onset  of  the  climacteric.  Pathologists  should 
be  advised  of  Ovulen  administration  when  relevant  specimens 
are  submitted. 

Side  Effects— The  following  adverse  reactions  have  been 
observed  in  varying  incidence  in  patients  taking  oral  contra- 
ceptives: nausea,  vomiting,  gastrointestinal  symptoms,  break- 
through bleeding,  spotting,  change  in  menstrual  flow,  amen- 
orrhea, edema,  chloasma,  breast  changes  (tenderness,  enlarge- 
ment, secretion),  loss  of  scalp  hair,  change  in  weight  (increase 
or  decrease),  changes  in  cervical  erosions  and  secretions,  sup- 
pression of  lactation  when  used  immediately  post  partum, 
cholestatic  jaundice,  erythema  multiforme,  erythema  nodo- 
sum, hemorrhagic  eruption,  migraine,  rash  (allergic),  itching, 
rise  in  blood  pressure  in  susceptible  individuals  and  mental 
depression.  Thrombophlebitis,  pulmonary  embolism  and 
neuro-ocular  lesions  have  occurred  in  users  of  oral  contracep- 
tives, although  a cause  and  effect  relationship  has  not  been 
established. 

The  following  laboratory  results  may  be  altered  by  oral 
contraceptives:  Bromsulphalein  ® and  other  hepatic  function 
tests— increased:  coagulation  tests,  including  prothrombin. 
Factors  VII,  VIII,  IX  and  X— increased;  thyroid  function- 
increase  in  protein-bound  iodine  and  butanol  extractable 
protein-bound  iodine  and  a decrease  in  T;>  values:  metyra- 
pone  test  and  pregnanediol  determinations. 

Dosage  and  Administration— One  tablet  of  Ovulen-21  daily 
for  21  consecutive  days  beginning  five  days  after  the  onset  of  a 
menstrual  flow  (the  first  day  of  menstruation  is  counted  as 
day  1),  then  discontinue  for  one  week.  Begin  subsequent 
21 -day  courses  on  the  eighth  day  after  the  last  tablet  was 
taken  in  the  preceding  cycle.  Continue  this  three  weeks  on- 
one  week  off  schedule  whether  or  not  withdrawal  flow  has 
begun,  flow  has  ceased  or  the  patient  has  experienced  spotting 
or  breakthrough  bleeding. 

If  one  tablet  is  missed  take  it  as  soon  as  remembered;  take 
the  next  tablet  at  the  usual  time.  If  two  consecutive  tablets  are 
missed  double  dosage  for  the  next  two  days;  then  resume  the 
regular  schedule.  If  three  tablets  are  missed  start  a new  tablet 
cycle  on  the  eighth  day  after  the  last  tablet  was  taken.  Possi- 
bility of  ovulation  increases  with  each  successive  tablet  missed. 
Postpartum  administration:  Non-nursing  mothers  may  begin 
Ovulen  immediately  after  delivery.  Nursing  mothers  may 
begin  after  lactation  is  well  established. 

Before  prescribing  see  Detailed  Product  Information. 

G.  D.  Searle  & Co.  

P.  O.  BOX  5110  SEARLE 

Chicago,  Illinois  60680  
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Are  you  getting  through  to  your  patients? 


Ever  have  a patient  take  four  pills  every  two  hours  instead  of  two  every 
four  hours? 

Sometimes  this  happens  because  the  patient  — instead  of  listening 
to  your  instructions  — is  wondering  whether  he’ll  be  able  to  pay  your  bill, 
or  for  the  tests  you  order. 

But  this  sort  of  thing  seldom  happens  between  a GHI  Participating 
Doctor  and  a GHI  subscriber.  Both  parties  know  the  doctor’s  bill  will  be  paid, 
as  will  the  bills  for  any  necessary  tests.  This  liberates  both  the  doctor  and  the 
patient  to  concentrate  on  the  patient’s  complaint  and  how  to  treat  it. 

If  you’d  like  to  get  back  to  practicing  medicine  instead  of  medical 
economics,  perhaps  you  should  be  a GHI  Participating  Doctor.  Our  Profes- 
sional Relations  Department  will  fill  you  in  on  the  details.  Call  or  write  today. 
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GHI/221  PARK  AVENUE  SOUTH,  NEW  YORK,  N.Y.  10003 /Phone: 777-6000 


2568 


A breakthrough 
in  the  control  of  pain 

Tilhvill 

brand  of  . £ 

pentazocine 

(as  lactate) 

a potent  injectable  non-narcotic— 
may  be  used  in  place  of  morphine 
and  other  narcotic  analgesics 


A breakthrough 
in  the  control 
of  pain 

llihvin 

brand  of  A # 

pentazocine 

(as  lactate) 

a potent  injectable  non-narcotic — 
may  be  used  in  place  of  morphine 
and  other  narcotic  analgesics 


Talwin  30  mg.  relieves  pain 
usually  as  quickly  and 
effectively  as  morphine  10  mg.* 

whatever  the  intensity  of  the  pain 

whatever  the  cause  of  the  pain 

whatever  the  site+  of  the  pain 

whatever  the  chronicity  of  the  pain 

whatever  the  ageft  of  the  patient 

without  the  liability  of  narcotics 

without  the  development  of  tolerance  on 
prolonged  use 

with  less  risk  of  severe  respiratory 
depression  than  with  morphine 

with  less  constipation 

with  less  urinary  retention 


*lts  duration  of  action  may  sometimes  be  less  than 
that  of  morphine. 

'Should  not  be  used  for  patients  with  increased  in- 
tracranial pressure,  head  injury  or  pathologic  brain 
conditions. 

nUntil  sufficient  experience  is  gained,  Talwin  should 
not  be  administered  to  children  under  12  years  of 
age. 


Clinical  experience  of  more  than  150  investigators 
with  over  12,000  patients  given  varying  dosages  of 
Talwin  shows  that  this  potent  injectable  analgesic 
is  not  a narcotic. 

Talwin  has  less  risk  of  severe  respiratory  depres- 
sion, urinary  retention,  and  constipation  than  mor- 
phine—a great  boon  for  postsurgical  patients. 

Talwin  produces  less  nausea,  vomiting  and  dia- 
phoresis than  meperidine. 

Constipation  and  urinary  retention  are  seldom  a 
problem  with  Talwin. 

Very  rarely  do  hallucinations  or  disorientation  oc- 
cur (0.1%  each). 

No  significant  hepatic,  renal,  hematopoietic  or  neu- 
rologic disturbances  have  been  reported. 

Talwin  is  well  tolerated  even  by  the  aged  or  very  ill 
patients. 

Used  during  active  labor,  its  tolerance  by  the 
mother  and  newborn  is  comparable  to  meperi- 
dine’s. As  with  all  new  drugs,  Talwin  should  be  used 
with  caution  in  pregnant  women  and  in  women  de- 
livering premature  infants. 

Tolerance  to  the  analgesic  effect  of  Talwin  has  not 
developed  with  prolonged  use. 

Talwin  gives  significant  relief  of  pain  in  from  15  to 
20  minutes  following  I.M.  or  S.C.  injection. 

Talwin  relieves  pain  usually  for  3 hours  or  longer 
with  a single  injection;  however,  the  duration  may 
sometimes  be  less  than  with  morphine. 


86  per  cent  of  medical  and 
surgical  patients  obtained 
excellent  to  good  relief  with 
Talwin  30  mg.  administered 
parenterally 


Talwin 

brand  of  pentazocine  (as  lactate) 

used  for  pain  of  all  types 


Talwin  has  a wide  range  of 
usefulness  in  surgery 


Number 

of 

patients 

Efficacy 

Types  of  surgical  use 

% 

Exc. 

% 

Good 

Exc. 

+ Good 

% 

Fair 

% 

Poor 

• Preoperative 

118 

31 

52 

83% 

15 

2 

• Postoperative 

914 

58 

28 

86% 

8 

6 

• Pre-  and  postoperative 

12 

75 

17 

92% 

0 

8 

• Minor  surgery 

33 

30 

39 

69% 

0 

31  * 

• Traumatic 

14 

64 

29 

93% 

7 

0 

• Dental 

33 

67 

24 

91% 

3 

6 

Total  patients 

...1124 

Efficacy  of  30  mg.  Talwin  I.M.  and  S.C.  as  related 
to  types  of  surgical  use  in  a cooperative  study 


Data  in  files  of  Department  of  Medical  Research,  Winthrop  Laboratories. 

*High  incidence  of  poor  results  in  minor  surgery  is  due  primarily  to  one 
study  involving  change  of  burn  dressings  in  children;  9 of  19  patients  ob- 
tained poor  results  with  dose  used. 

Talwin  relieves  all  types 
of  pain  in  acute  and 
chronic  medical  disorders 


Percentage  of  relief 

Type  of  medical  pain 

of 

patients 

Excellent  Good 

Exc. 

+ Good 

Fair 

Poor 

• Malignancy,  pain  in 

161 

44 

37 

81% 

8 

11 

• Orthopedic;  see  also 
“Arthritis" 

in 

53 

38 

91% 

5 

4 

• Cardiovascular  pain; 
see  also  "Miscel- 
laneous medical” 

96 

59 

27 

86% 

6 

7 

• Genitourinary  pain 

83 

42 

33 

75% 

16 

10 

• Arthritis 

76 

33 

51 

84% 

12 

4 

• Gynecologic  pain 

35 

57 

34 

91% 

6 

3 

■ Cephalalgia 

21 

45 

41 

86% 

9 

5 

• Gastrointestinal  pain 

19 

89 

5 

94% 

0 

5 

• Chest,  including 

• Pleurisy 

• Pulmonary  embo- 
lism and  infarct 

• Lung  abscess 

12 

83 

17 

100% 

0 

0 

• Miscellaneous  medi- 
cal, including 

• Peripheral  vas- 
cular disease 

• Thrombophlebitis 

• Cervical  root  pain 

• Facial  neuralgia 

• Syringomyelia 

• Burns 

108 

50 

39 

89% 

9 

2 

Total  patients 

....722 

Efficacy  of  30  mg.  Talwin  I.M.  and  S.C.  as  related 
to  types  of  medical  pain  in  a cooperative  study 

Data  in  files  of  Department  of  Medical  Research,  Winthrop  Laboratories. 


Talwin  relieves  pain  as 
quickly  as  morphine 


Talwin  30  mg.  proved  equivalent  to  morphine  10  mg. 
in  overall  analgesic  efficacy.  During  the  early  post- 
medication period  (up  to  40  minutes  after  drug  in- 
jection), Talwin  was  superior  in  effect  to  morphine. 

After  observation  periods  ranging  from  40  to  180 
minutes  there  was  no  difference  between  the  drugs 
in  their  effect  on  intensity.  There  were  141  and  119 
complete  patient  records  for  Talwin  and  morphine, 
respectively,  in  this  double-blind  study.  Other  clini- 
cal investigators,  studying  duration,  state  that  relief 
with  Talwin  may  be  obtained  for  up  to  three  hours 
or  longer,  a period  sometimes  less  than  morphine’s. 


Talwin  is  as  effective 
for  severe  pain  (Fig.2)t 
as  for  moderate  pain  (Fig.  3>t 


Figure  2.  Percentage  of  patients  Figure  3. 

--  100  -- 


Minutes  after  administering  Talwin  Minutes  after  administering  Talwin 


Per  cent  excellent  to  good 
relief  of  severe  pain  obtained 
with  30  mg.  Talwin  in  218 
postoperative  patients 


Per  cent  excellent  to  good 
relief  of  moderate  pain  ob- 
tained with  30  mg.  Talwin  in 
203  postoperative  patients 


Talwin  does  not  require 
a narcotics  prescription 
or  narcotics  records 

The  World  Health  Organization  Expert  Committee 
on  Dependence-Producing  Drugs  concluded  that 
“...there  was  no  need  at  this  time  for  narcotics  con- 
trol of  pentazocine  [Talwin]  internationally  or  na- 
tionally.”* 


*Storer,  E.  H.:  Data  in  the  files  of  the  Sterling-Winthrop  Research  Institute. 

■(Cooperative  study,  data  in  the  files  of  the  Department  of  Medical  Research, 
Winthrop  Laboratories. 

} World  Health  Organization  Technical  Report  Series,  No.  343,  1966,  p.  6. 


See  next  page  for  additional  product  information 


A breakthrough 
in  the  control 
of  pain 

lahvin 

brand  of  . 0 

pentazocine 

(as  lactate) 

a potent  injectable  non-narcotic— 
may  be  used  in  place  of  morphine 
and  other  narcotic  analgesics 

Contraindications:  Increased  Intracranial  Pressure,  Head  Injury,  or 
Pathologic  Brain  Conditions  in  which  clouding  ol  sensorium  is  un- 
desirable. Talwin  (brand  of  pentazocine)  should  not  be  administered 
in  these  cases,  since  drug-induced  sedation,  dizziness,  nausea,  or 
respiratory  depression  could  be  misleading. 

Precautions:  Pregnancy.  No  teratogenic  or  embryotoxic  effects  attrib- 
utable to  the  use  of  Talwin  have  been  seen  in  extensive  reproductive 
studies  in  animals;  however,  like  all  new  drugs,  Talwin  should  be 
given  with  caution  to  pregnant  women.  A large  number  of  patients  in 
labor  have  received  the  drug  with  no  adverse  reactions  other  than 
those  that  occur  with  commonly  used  strong  analgesics.  However,  as 
with  other  strong  analgesics,  Talwin  should  be  used  with  caution  in 
women  delivering  premature  infants. 

Ambulatory  Patients.  Since  sedation,  dizziness,  and  occasional  eu- 
phoria have  been  noted,  ambulatory  patients  should  be  warned  not  to 
operate  machinery,  drive  cars,  or  unnecessarily  expose  themselves 
to  hazards. 

Certain  Respiratory  Conditions.  The  possibility  that  Talwin  (brand  of 
pentazocine)  may  cause  respiratory  depression  should  be  considered 
in  treatment  of  patients  with  bronchial  asthma.  Talwin  should  be  ad- 
ministered only  with  caution  and  in  low  dosage  to  patients  with  respi- 
ratory depression  (eg.,  from  other  medication,  uremia,  or  severe 
infection),  obstructive  respiratory  conditions,  or  cyanosis. 

Patients  Dependent  on  Narcotics.  Because  Talwin  is  a narcotic-antag- 
onist, patients  dependent  on  narcotics  and  receiving  Talwin  may  oc- 
casionally experience  certain  withdrawal  symptoms.  Talwin  should 
be  given  with  special  caution  to  such  patients.  It  has  been  observed 
that  some  patients  previously  given  narcotic-analgesics  for  one  month 
or  longer  had  mild  withdrawal  symptoms  when  the  drug  was  replaced 
with  the  analgesic,  Talwin.  After  a short  period  of  adjustment  the  sub- 
jects were  usually  able  and  willing  to  continue  taking  Talwin,  and  re- 
lief of  pain  was  satisfactory. 

Nonaddicted  Patients  Receiving  Narcotics.  Symptoms  believed  to  be 
indicative  of  antagonism  to  the  opiate  may  be  observed  rarely  with 
administration  of  Talwin  to  patients  receiving  opiates  for  a short  time. 
Intolerance  or  untoward  reactions  are  seldom  observed  after  admin- 
istration of  Talwin  to  patients  who  have  received  single  doses  or  who 
have  had  limited  exposure  to  narcotics. 

Impaired  Renal  or  Hepatic  Function.  Although  laboratory  tests  have 
not  indicated  that  Talwin  (brand  of  pentazocine)  causes  or  increases 
renal  or  hepatic  impairment,  the  drug  should  be  administered  with 
caution  to  patients  with  such  impairment.  Extensive  liver  disease  ap- 
pears to  predispose  to  greater  side  effects  (e  g . marked  apprehen- 
sion. anxiety,  dizziness,  sleepiness)  from  the  usual  clinical  dose,  and 
may  be  the  result  of  decreased  metabolism  of  the  drug  by  the  liver. 

Myocardial  Infarction.  As  with  all  drugs,  Talwin  (brand  of  pentazocine) 
should  be  used  with  caution  in  patients  with  myocardial  infarction 
who  have  nausea  or  vomiting. 

Biliary  Surgery.  Until  further  experience  is  gained  with  the  effects  of 
Talwin  on  the  sphincter  of  Oddi,  the  drug  should  be  used  with  caution 
in  patients  about  to  undergo  surgery  of  the  biliary  tract. 


Adverse  Effects:  Talwin  is  relatively  free  from  the  undesirable  side 
effects  associated  with  morphine,  such  as  constipation,  urinary  reten- 
tion, or  severe  respiratory  depression.  Furthermore,  Talwin  produces 
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Is  pulmonary  emphysema  an  important 
clinical  problem?  As  a problem  for  the 
clinician,  can  it  be  compared  in  importance 
to  heart  disease,  cancer,  and  stroke?  In 
this  age  of  ever-growing  health  conscious- 
ness by  nonmedical  groups,  it  would  seem 
important  to  examine  and  attempt  to  define 
the  clinician’s  role  in  emphysema. 

Many  clinicians  may  be  tempted  to  re- 
gard emphysema  as  “the  other  fellow’s 
problem.”  One  may  be  quick  to  agree  that 
emphysema  is  an  important  problem,  for 
example,  to  the  statistician,  sociologist,  or 
research  biologist,  and  argue  that  its  very 
importance  to  such  groups  reduces  its  im- 
portance to  the  practicing  clinician.  There 
is,  of  course,  merit  in  such  a viewpoint. 
Examples  may  be  cited,  such  as  smallpox 
and  poliomyelitis,  where  the  clinical  prob- 
lem dropped  to  near  zero  as  the  epidemi- 
ologist and  preventive  medicine  specialist 
assumed  control.  It  may  be  argued  also 
that  the  prevention  of  emphysema  offers  far 
greater  hope  of  success  than  the  likelihood 
of  effective  treatment,  and  would  be  prefer- 
able in  any  event.  Nevertheless,  until  pre- 
vention of  emphysema  becomes  simple,  it 


pulmonary  emphysema  is  second  only  to 
heart  disease  as  a disabler  of  men  and 
probably  afflicts  1 in  10  middle-aged  and  el- 
derly Americans;  much  confusion  exists  in 
differentiating  it  from  bronchitis  and  asthma. 
Emphysema  is  described  as  an  abnormal  en- 
largement of  the  air  spaces  distal  to  the  ter- 
minal nonrespiratory  bronchiole  accompanied 
by  destructive  changes  in  the  alveolar  walls, 
with  paracicatricial  and  lobular  forms  classi- 
fied. It  is  a common  late-occurring  complica- 
tion in  a wide  variety  of  chronic  or  recurrent 
lung  diseases.  A degeneration  of  pulmonary 
elastic  tissue  is  thought  to  be  the  primary 
initiating  factor  and  may  occur  as  a result  of 
diseases  not  associated  with  previous  obstruc- 
tive disease.  Also  a variety  of  known  agents 
and  disease  conditions  can  result  in  the  exact 
clinical  and  physiologic  syndrome  known  as 
obstructive  pulmonary  emphysema.  Etiologic 
agents  of  bronchitis  and  emphysema  are  con- 
sidered, and  physiologic  abnormalities  dis- 
cussed. Clinical  observation  and  evaluation 
can  often  produce  a more  accurate  function 
study  than  the  laboratory.  A carefully  plan- 
ned program,  supervised  by  a physician, 
should  be  started  as  soon  as  the  diagnosis  is 
suspected. 


will  remain  a clinical  problem;  the  question 
of  the  magnitude  of  the  clinical  problem 
also  remains. 

Social  Security  reports  emphysema  second 
only  to  heart  disease  as  a disabler  of  men. 
Yearly  Social  Security  pensions  exceed  80 
million  dollars.  Estimations  of  prevalence 
are  alarming — not  less  than  10  per  cent  of  the 
middle-aged  and  elderly  Americans  are 
probably  afflicted.  Emphysema  is  more 
prevalent  than  tuberculosis  and  lung  cancer 
combined.1 

Obviously,  then,  emphysema  is  a prob- 
lem of  some  magnitude,  at  least  to  the 
statistician.  Equally  obvious  is  the  prob- 
lem in  terms  of  economics  which  will  be  of 
interest  to  the  clinician-taxpayer.  Not  so 
obvious  is  the  whereabouts  of  this  large 
number  of  patients.  Allowing  for  some  ex- 
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aggeration,  if  1 in  10  middle-aged  and 
elderly  Americans  is  afflicted,  the  average 
clinician  may  well  question  who  of  his 
colleagues  is  caring  for  all  of  these  patients. 
One  strong  possibility  is  that  they  are  not 
patients,  and,  in  fact,  no  one  is  caring  for 
them. 

Defining  the  problem 

Emphysema  is  Greek  for  excessive  air  or 
overirfflation.  Such  a definition  has  little 
significance  to  the  practicing  clinician,  and 
the  difficulty  in  defining  the  problem  may, 
in  part,  account  for  the  mystery  concerning 
the  estimated  large  number  of  patients  with 
emphysema.  The  appellation  “emphy- 
sema” is  brief  and  has  years  of  traditional 
use  to  recommend  it,  but  what  is  commonly 
called  emphysema  in  this  country  is  usually 
called  chronic  bronchitis  in  England. 
Even  limiting  the  discussion  to  English  as 
spoken  in  the  United  States,  confusion 
exists  concerning  the  differentiation  of 
bronchitis,  asthma,  and  emphysema.  The 
term  “chronic  obstructive  diffuse  pulmo- 
nary emphysema”  refines  and  modifies  the 
shorter  term,  but  has  been  criticized  as  be- 
ing too  narrow.  The  manual  Chronic  Ob- 
structive Pulmonary  Emphysema  (1963)  has 
been  retitled,  Chronic  Obstructive  Pulmonary 
Disease  in  the  1966  edition  “to  reflect  the 
current  broader  concept  of  this  syndrome.”2 
The  latter  term  includes  bronchitis,  asthma, 
and  pulmonary  emphysema  and  indicates  a 
relationship  between  them,  emphasizing  the 
obstructive  element  common  to  all  three 
conditions.  Chronic  bronchitis  is  charac- 
terized by  excessive  mucous  secretion  and 
various  pathologic  changes  in  the  walls  of 
the  bronchi.  Asthma  is  characterized  by 
an  increased  responsiveness  of  the  tra- 
chea and  bronchi  to  various  stimuli, 
with  emphasis  on  the  dynamic  nature  of 
the  narrowing  of  the  airways,  which 
changes  in  degree.  Attempting  to  ignore 
the  functional  aspects  of  the  diagnosis,  pul- 
monary emphysema  is  described  in  mor- 
phologic terms  as  characterized  by  an  ab- 
normal enlargement  of  the  air  spaces  distal 
to  the  terminal  nonrespiratory  bronchiole, 
accompanied  by  destructive  changes  in  the 
alveolar  walls.  This  description  excludes 
two  troublesome  conditions,  skeletal  em- 
physema and  senile  emphysema,  neither 
showing  destruction  of  alveolar  walls  patho- 


logically. Both  terms  are  rarely  used 
now,  but  “skeletal  emphysema”  refers  to  an 
abnormality  of  the  chest  wall  and  dorsal 
spine  suggestive  of  far-advanced  pulmonary 
emphysema  with  little  or  no  pathologic  or 
functional  abnormality  of  the  lungs.  “Se- 
nile emphysema”  implies  some  degree  of  de- 
creased elasticity  of  the  lungs  as  part  of 
“the  normal  aging  process”  with  minimal 
functional  impairment. 

Practically,  it  is,  of  course,  impossible  to 
ignore  the  functional  aspects  of  the  diagno- 
sis if  it  is  called  an  obstructive  disease. 
The  difficulty  probably  arises  because  the 
nature  of  the  obstruction  in  emphysema  is 
less  easily  understood  than  in  asthma  or 
chronic  bronchitis,  and  will  be  discussed 
later.  Comroe  et  al3  use  the  term  emphy- 
sema to  describe  an  abnormal  condition  of 
the  lung  characterized  by  reduction  or  loss 
of  elastic  fibers,  ruptured  alveolar  septa, 
and  decrease  in  the  pulmonary  capillary 
bed,  regardless  of  etiologic  factors.  This 
definition  in  anatomic  terms  by  a physi- 
ologist hints  at  the  functional  and  clinical 
changes  resulting  from  structural  abnor- 
malities. 

Pathology 

The  pathologic  changes  in  chronic  ob- 
structive pulmonary  disease  have  been  well 
studied,  and  reasonable  agreement  exists 
among  pathologists  in  general  concerning 
the  findings  in  the  various  entities. 
Chronic  bronchitis  typically  shows  hyper- 
trophy and  hyperplasia  of  the  mucus- 
secreting  bronchial  glands,  mononuclear 
submucosal  infiltration,  metaplasia  of 
bronchial  glands,  metaplasia  of  bronchial 
epithelium,  and  disappearance  of  cilia. 
By  contrast,  asthma  may  histologically 
show  increase  in  size  and  number  of  goblet 
cells,  marked  thickening  and  irregularity  of 
the  basement  membranes,  hypertrophy  of 
preterminal  bronchiole  muscles,  infiltration 
of  mononuclear  cells  plus  eosinophils,  and 
perhaps  plugs  of  mucus  blocking  terminal 
bronchioles.  Where  both  diseases  have  ex- 
isted in  the  same  patient,  the  pathologic 
changes  overlap,  and  differentiation  is 
difficult. 

The  pathologic  changes  of  emphysema, 
as  might  be  anticipated,  are  somewhat  more 
complex.  As  stated  earlier,  the  brief  de- 
scription of  emphysema  as  an  abnormal  en- 
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largement  of  the  air  spaces  distal  to  the 
terminal  nonrespiratory  bronchiole  accom- 
panied by  destructive  changes  in  the  alveo- 
lar walls  has  received  widespread  and 
authoritative  acceptance.2’4  Nevertheless, 
every  discussion  of  emphysema  is  com- 
monly divided  into  paracicatricial  and 
lobular,  the  former  consisting  of  alveolar 
wall  destruction  and  alveolar  overdistention 
adjacent  to  fibrotic  lesions  of  the  lung, 
blebs  and  bullae  being  commonly  found. 
Lobular  emphysema  is  divided  into  centri- 
lobular,  beginning  in  the  tissues  supplied  by 
a respiratory  bronchiole  near  the  center  of 
the  secondary  lobule,  and  panlobular,  a 
generalized  dilatation  of  the  airspaces  of  the 
secondary  lobule.  The  centrilobular  type 
is  usually  found  in  the  upper  portions  of 
the  lungs,  while  the  panlobular  tends  to 
predominate  in  the  lower  portions.  Some 
pathologists  add  a third  classification,  un- 
classified, in  which  the  extensive  changes 
preclude  identification  of  the  original  loca- 
tion of  the  lesion.  It  is  not  surprising  that 
the  pathologist  is  impressed  with  the  strik- 
ing differences  in  the  various  types  of  em- 
physema he  sees,  and  indeed,  the  clinician, 
reviewing  the  abnormal  condition  of  this 
baffling  and  fascinating  disease,  may  be 
equally  impressed.  Yet  the  clinician  who 
attempts  to  use  the  various  pathologic 
classifications  as  a basis  for  better  under- 
standing of  the  disease  process  is  frustrated 
in  finding  poor  correlation  with  the  radio- 
logic  findings,  even  less  with  the  functional 
tests,  and  less  still  with  the  clinical  findings 
and  the  patient’s  symptoms. 

Without  attempting  to  minimize  this 
dilemma,  one  may  note  that  our  present 
state  of  knowledge  is  influenced  by  many 
limitations  of  technic,  time,  and  expense  in- 
volved in  any  large-scale  attempt  to  corre- 
late pathologic  abnormalities  with  those  of 
other  disciplines.  The  limitations  of  the 
microscopic  evaluations  of  a disease  of  wide 
variations  in  organs  as  large  as  the  lungs  are 
dismaying,  even  if  bronchitis  and  asthma 
abnormalities  which  may  be  present  are 
ignored.  Newer  technics,  utilizing  post- 
mortem inflation  of  the  lungs,  spray  coating 
with  plastic,  selective  injection  of  blood 
vessels,  intrabronchial  radiopaque  dyes, 
and  radiologic  study  of  such  preparations 
removed  from  the  chest,  have  yielded  inter- 
esting and  provocative  results.  As  an  ex- 
ample, the  thin  “fibrotic”  lines  commonly 


noted  in  “cystic”  lung  disease  radiologi- 
cally  may  be  shown  to  be  relatively  large 
blood  vessels  traversing  a bulla,  the  smaller 
vessels  having  disappeared  along  with  the 
lung  tissue.  These  new  pathologic  tech- 
nics of  total  lung  study  promise  to  give  us 
considerably  more  information  and  better 
correlation  with  the  clinical  findings  than 
the  older,  more  limited,  pathologic  meth- 
ods. At  present,  the  clinician  is  apt  to  dis- 
miss the  variations  anatomically  as  behav- 
ing in  much  the  same  fashion  clinically  and 
from  a functional  viewpoint. 

Etiology 

The  development  of  emphysema  is  a com- 
mon late-occurring  complication  in  a wide 
variety  of  chronic  or  recurrent  lung  dis- 
eases. These  include  multiple  episodes  of 
bronchopneumonia,  collagen  disease,  vascu- 
litis, left  ventricular  failure,  and  inhala- 
tional  diseases  involving  both  deposition  of 
foreign  particles  and  injury  from  fume  in- 
halation. Emphysema  frequently  follows 
tuberculosis,  even  when  it  is  “inactive,”  and 
in  fact  is  usually  associated  with  areas  of 
fibrosis.  Of  some  interest  also  is  the  oc- 
casional development  of  severe,  disabling 
emphysema  in  a young  individual  who  has 
had  only  a single  bout  with  viral  pneu- 
monia. All  of  these  examples  involve 
parenchymal  damage,  usually  extensive. 
Thus,  a degeneration  of  pulmonary  elastic 
tissue  has  long  been  thought  to  be  the  pri- 
mary initiating  factor  in  emphysema. 
Microscopically,  such  degeneration  may  or 
may  not  involve  elastic  fibrils  per  se,  and 
the  disease  process  usually  includes  other 
tissues,  such  as  blood  vessels  and  collage- 
nous matrix,  which  probably  contribute  to 
much  of  the  elastic  properties  of  the  lungs 
because  of  their  relatively  greater  bulk.6,6 
More  recently,  the  role  of  possible  “surfac- 
tants” acting  at  the  fluid-tissue  interface 
has  stimulated  considerable  interest.  The 
surface  tension  characteristics  of  the  fluid 
lining  the  air  spaces  may  well  be  the  major 
factor  in  the  elastic  recoil  of  the  lung.  This 
possibility  certainly  cannot  be  discounted 
since  all  of  the  patent  air  spaces  are  fluid 
lined,  and  the  tension  at  the  surface  of  con- 
tact between  phases  is  a physical  reality. 
Moreover,  without  considering  pre-existing 
or  coexisting  obstructive  phenomena,  this 
concept  adequately  explains  the  diminution 


October  1, 1967  / New  York  State  Journal  of  Medicine  2575 


in  elastic  properties  caused  by  such  a wide 
variety  of  disease  states  which  may  alter 
the  physical  characteristics  of  the  paren- 
chymal tissue,  the  fluid,  or  both. 

The  foregoing  is  a brief  attempt  to  indi- 
cate that  the  loss  or  diminution  in  elastic 
properties  of  the  lung  in  emphysema  may 
occur  as  a result  of  diseases  not  associated 
with  previous  obstructive  disease.  The 
obstructive  aspects  of  the  clinical  syndrome 
need  likewise  have  no  relationship  to  spe- 
cific obstructive  disease,  such  as  asthma  or 
bronchitis.  It  is  important  to  realize  that  a 
variety  of  known  agents  and  disease  condi- 
tions can  result  in  the  exact  clinical  and 
physiologic  syndrome  known  as  obstructive 
pulmonary  emphysema.  Diseases  which 
may  localize  at  the  level  of  the  respiratory 
bronchiole,  such  as  bronchogenically  dis- 
seminated tuberculosis,  sarcoidosis,  and 
silicosis,  result  in  an  obstructive  ventilatory 
defect  and  associated  physiologic  abnor- 
malities which  are  indistinguishable  from 
the  changes  demonstrated  in  the  “idio- 
pathic” disease.  Similarly,  coal  workers’ 
pneumoconiosis  in  the  advanced  stages 
demonstrates  the  functional  pattern  of  em- 
physema, although  the  basic  abnormal 
condition  of  the  disease  is  different  from 
that  described  before.  It  consists  of  peri- 
bronchial fibrosis,  loss  of  bronchiolar 
smooth  muscle,  and  central  lobular  emphy- 
sema.7 

Regardless  of  how  one  feels  about  “dry” 
emphysema,  it  is  difficult  to  ignore  the  role 
of  antecedent  bronchitis  entirely.  Our 
British  colleagues  argue  persuasively  that 
the  majority  of  their  cases  of  obstructive 
emphysema  are  the  result  of  the  destructive 
effects  of  chronic  bronchitis  on  the  bronchi- 
oles and  alveoli.  Chronic  inflammation  of 
the  terminal  bronchioles  and  degeneration 
of  pulmonary  elastic  tissue  are  both  seen  at 
postmortem  examination,  but  the  question 
is,  which  came  first?  On  the  other  hand,  if 
one  considers  the  impairment  of  elastic  re- 
coil as  primary,  then  it  can  be  argued  that 
the  effectiveness  of  the  “bronchial  toilet”  is 
decreased  and  favors  retention  of  mucoid 
material,  infection,  and  the  development 
of  chronic  bronchial  inflammation. 

More  to  the  point  would  seem  a consider- 
ation of  possible  noxious  agents  and  prevail- 
ing conditions  which  may  cause  either  or 
both  bronchitis  and  emphysema,  and  to- 
bacco smoking  holds  the  spotlight  at  pres- 


ent. This  spotlight  varies  in  brilliance  ac- 
cording to  one’s  point  of  view.  It  is  inter- 
esting to  note  that  67  per  cent  of  present 
smokers,  74  per  cent  of  nonsmokers,  and 
100  per  cent  of  former  smokers  believe  that 
there  is  a relationship  between  smoking  and 
lung  cancer.8  This  kind  of  variation  in  be- 
lief appears  to  apply  as  well  to  the  various 
groups  of  physicians  who  consider  the  possi- 
bility of  a relationship  between  smoking 
and  emphysema,  but  those  favoring  such  a 
relationship  have  powerful  ammunition. 
“Smoker’s  bronchitis”  has  been  well  recog- 
nized for  decades  at  least,  and  inhalation  of 
tobacco  smoke  has  been  shown  to  increase 
airway  resistance  and  to  cause  diminution 
or  loss  of  ciliary  activity  which  further  com- 
promises the  effectiveness  of  “bronchial 
toilet.”  The  lungs  of  smokers  show  hyper- 
active bronchial  mucus  glands  and  fibrosis 
and  rupture  of  the  alveolar  septa,  as  well  as 
hyperplastic  and  metaplastic  changes  in 
respiratory  epithelium.2  It  is  common 
clinical  experience  to  note  the  frequent 
postoperative  difficulty  in  breathing  and/or 
bronchopulmonary  infection  in  smokers. 
The  now  famous  report  on  Smoking  and 
Health  concludes  that  a relationship  exists 
between  pulmonary  emphysema  and  cigaret 
smoking,  but  it  has  not  been  established 
that  the  relationship  is  causal.9  The  smok- 
ing of  cigarets  is  associated  with  an  in- 
creased risk  of  dying  from  pulmonary  em- 
physema. This  report  states  also  that 
cigaret  smoking  is  the  most  important  of 
the  causes  of  chronic  bronchitis  in  the 
United  States  and  increases  the  risk  of  dy- 
ing from  chronic  bronchitis.  Recently,  a 
number  of  experimental  studies  utilizing 
dogs  exposed  to  cigaret  smoke  strongly  sup- 
port a causal  relationship.10’11  Some  dogs 
developed  emphysematous  changes  after 
less  than  a year  of  exposure  to  smoke  intro- 
duced intratracheally.  The  variability  of 
results  appears  related  to  differences  in  ex- 
perimental technic,  depending  on  whether 
the  animals  are  exposed  to  smoke  in  boxes 
or  smoke  introduced  via  tracheostomies. 
One  group  of  investigators  has  attempted 
to  “teach”  dogs  to  smoke  cigarets  in 
holders.  The  temperature  of  the  inhaled 
smoke  is  apparently  important  and  points 
up  the  difficulty  of  comparing  groups  of 
human  beings  with  different  smoking 
habits,  as  has  been  noted  with  water-pipe 
smokers;  British  cigaret  smokers  custom- 
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arily  smoke  their  cigarets  “further  down” 
than  is  usual  in  the  United  States. 

The  role  of  air  pollution  and  inhalation  of 
“fumes”  in  producing  or  exaggerating 
chronic  obstructive  pulmonary  disease  is 
even  more  difficult  to  assess.  Some  of  the 
variables  include  the  multiplicity  of  sub- 
stances presented  to  the  human  organism 
for  obligatory  inhalation,  dose-response  re- 
lationships, and  size  and  character  of  partic- 
ulate substances.12  Well  recognized,  how- 
ever, are  the  abrupt  increases  in  the 
number  of  deaths  of  patients  with  chronic 
cardiopulmonary  diseases  which  have  oc- 
curred in  communities  during  and  after 
sudden,  unusual  increases  in  air  pollution. 

The  clinician  will,  of  course,  recognize  his 
importance  in  caring  for  the  many  diseases 
which  may  ultimately  terminate  in  emphy- 
sema, but  he  may  well  question  his  individ- 
ual influence  in  smoking  or  air  pollution. 
Official  pronouncements  from  organized 
medical  societies  have  done  little  to  influ- 
ence air  pollution;  “public  apathy”  is  the 
usual  response.  The  clinician,  by  convey- 
ing his  concern  to  his  patients,  can  reverse 
this  response.  As  concerns  smoking,  offi- 
cial pronouncements  and  the  wide  publicity 
given  the  Smoking  and  Health  report,  as  well 
as  U.S.  governmental  requirements  for 
labeling  cigarets  as  hazardous  to  health, 
have  been  followed  by  an  increase  in  cigaret 
consumption  in  the  United  States.  The 
clinician,  by  example  and  admonition,  can 
scarcely  fail  to  better  that  record. 

Physiologic  considerations 

The  respiratory  physiologist  finds  the 
study  of  emphysema  fascinating,  since  it 
presents  so  many  aspects  of  abnormal  re- 
spiratory function,  some  of  obscure  origin. 
The  clinician  who  is  familiar  with  pulmo- 
nary function  finds  this  area  of  his  knowl- 
edge and  study  particularly  rewarding  since 
its  application  to  the  clinical  care  of  the  pa- 
tient is  immediately  apparent  and  an  obvi- 
ous necessity. 

Some  of  the  aspects  of  normal  respiratory 
function  are  worth  emphasizing  as  a basis 
for  comparison  with  the  abnormalities 
noted  in  the  emphysematous  patient.  In 
health,  the  end  point  of  normal  tidal  expira- 
tion is  exceedingly  constant,  breath  after 
breath,  and  is  known  as  the  resting  end- 
expiratory  position.  This  mechanically 


neutral  position  is  determined  by  two  forces 
being  exerted  by  two  elastic  structures,  the 
lung  and  the  thoracic  cage.  This  is  the 
balance  point  where  the  elastic  force  of  the 
thoracic  cage  to  expand  is  balanced  by  an 
equal  and  opposite  elastic  force  of  the  lungs 
to  collapse,  the  total  respiratory  pressure 
being  zero.  The  volume  of  air  in  the  lungs 
at  this  point  is  the  functional  residual  ca- 
pacity (the  sum  of  the  residual  volume  and 
the  expiratory  reserve  portion  of  the  vital 
capacity).  Any  variation  from  this  posi- 
tion of  rest  requires  an  active  alteration  of 
these  elastic  forces  and  necessitates  physical 
exertion.  At  the  peak  of  inspiration  the 
total  respiratory  pressure  represents  the 
potential  elastic  pressure  stored  in  the  sys- 
tem as  a result  of  muscular  effort  during  the 
inspiratory  phase,  and,  when  released,  ex- 
piration takes  place  as  a “passive”  action.7 

In  emphysema,  as  a result  of  diminution 
of  the  elastic  properties  of  the  lung,  the 
mechanically  neutral  position  is  displaced 
in  the  direction  of  expansion,  since  zero 
pressure  occurs  at  a higher  level.  The  em- 
physematous patient  appears  to  be,  and 
actually  is,  breathing  at  a level  of  partial 
expansion  relative  to  the  normal.  The  ele- 
vation of  the  resting  end-expiratory  posi- 
tion produces  an  increase  in  the  functional 
residual  capacity,  and  since  the  expiratory 
reserve  is  usually  normal  or  decreased,  the 
increase  is  mainly  in  an  enlarged  residual 
volume,  the  hallmark  of  emphysema. 

Normally,  each  tidal  volume  is  about  500 
cc.,  of  which  about  150  cc.  is  “wasted”  in 
traversing  the  anatomic  dead  space,  result- 
ing in  an  effective  alveolar  ventilation  of  350 
cc.  per  breath.  The  rather  small  amount  of 
alveolar  ventilation  exchanges  fresh  air  for 
foul  in  the  relatively  large  functional  resid- 
ual capacity,  about  2,000  cc.  Obviously 
this  takes  at  least  several  breaths  to  accom- 
plish: This  seeming  inefficiency  actually 

results  in  an  almost  steady  state  of  gas  con- 
centration in  the  alveoli  to  which  the  blood 
is  exposed.  The  emphysematous  patient 
“compensates”  for  his  increased  residual 
volume  by  increasing  the  tidal  exchange. 
This  produces  a considerable  increase  in  the 
effective  alveolar  ventilation  per  minute, 
even  though  the  respiratory  rate  is  de- 
creased and  the  total  minute  ventilation  is 
unchanged.  On  the  other  hand,  if  rapid, 
shallow  respiration  should  occur,  respira- 
tory embarrassment  results  from  an  inade- 
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TABLE  I.  Respiratory  embarrassment  resulting 
from  inadequate  alveolar  ventilation 


Classification 

Normal 

“Com- 

pen- 

sated” 

Em- 

phy- 

sema 

Respir- 

atory 

“De- 

compen- 

sation” 

Tidal  volume  (cc.) 

500 

800 

250 

Respiratory  rate 

(per  minute) 

16 

10 

32 

Minute  volume  (cc.)  8,000 

8,000 

8,000 

Alveolar  ventilation 

per  breath  (cc.) 

350 

650 

100 

Alveolar  ventilation 

per  minute  (cc.) 

5,600 

6,500 

3,200 

quate  alveolar  ventilation.  Table  I illus- 
trates this  difference. 

Alveolar  hypoventilation  contributes  to 
hypoxemia  and  carbon  dioxide  retention, 
acidosis,  and  rarely  carbon  dioxide  narcosis. 
Chronic  carbon  dioxide  retention  results  in 
relative  insensitivity  of  the  respiratory  cen- 
ter which  then  responds  primarily  to  de- 
creased oxygen  tension. 

The  increased  residual  volume  leads  to  an 
increase  in  the  total  lung  capacity  which,  in 
turn,  necessitates  an  increase  in  the  chest 
volume.  The  well-known  “barrel  chest” 
occurs  as  a result  of  enlargement  in  all 
directions:  The  dorsal  spine  becomes  ky- 

photic, and  the  body  of  the  sternum  moves 
forward  accentuating  the  angle  of  Louis;  as 
the  manubrium  is  angulated,  that  portion 
of  the  chest  above  the  second  rib  is  raised, 
while  the  diaphragm  is  flattened  enlarging 
the  chest  superiorly  and  interiorly ; and  the 
increased  anteroposterior  diameter  causes 
the  ribs  to  flare,  producing  a more  cylindri- 
cal chest.  Despite  all  these  measures,  it  is 
apparent  that  enlargement  of  the  chest  is 
limited,  and,  in  fact,  the  total  lung  capacity 
increases  only  by  10  to  15  per  cent.  If  the 
residual  volume  increases  by  any  consider- 
able amount,  the  result  is  an  increased 
residual  volume  to  total  lung  capacity  ratio; 
the  vital  capacity  is  then  usually  reduced 
and  may  lead  to  an  erroneous  conclusion  of 
loss  of  parenchymal  tissue  if  that  volume  is 
the  only  test  performed. 

Decrease  in  the  elastic  recoil  of  the  lung 
in  emphysema  produces  some  of  the  most 
striking  functional  alterations.  Early,  ex- 
piration is  prolonged;  as  the  disease  process 
progresses,  the  increased  time  necessary  for 
expiration  cannot  be  tolerated,  and  expira- 


tion becomes  an  active  act  in  an  attempt  to 
shorten  exhalation  time.  The  accessory 
muscles  compress  the  chest  and  lungs  in  an 
attempt  to  force  air  out  of  the  lungs  rapidly; 
as  in  a hydraulic  system,  the  increased  pres- 
sure is  equally  transmitted  throughout  the 
chest.  The  unfortunate  result  is  the  com- 
pression and  narrowing  of  terminal  bronchi- 
oles unsupported  by  cartilage  and  the  pro- 
duction of  the  obstructive  phenomena  of 
emphysema,  even  in  the  absence  of  bron- 
chospasm  or  of  an  intrinsic  bronchial  ab- 
normal condition.  It  is,  therefore,  not  sur- 
prising that  bronchodilators  fail  to  reverse 
effectively  the  obstruction  in  emphysema, 
and  this  serves  as  the  best  method  of  dis- 
tinguishing emphysema  from  longstanding 
asthma  in  pulmonary  function  testing. 
The  timed  vital  capacity  or  forced  expira- 
tory volume  is  slow,  and  the  maximum 
breathing  capacity  (maximum  voluntary 
ventilation)  is  decreased  because  of  the 
difficulty  in  moving  air  per  unit  time 
through  the  narrowed  airways.  Moreover, 
the  harder  the  patient  tries  to  expire,  the 
more  he  compresses  his  loosely  supported 
bronchioles,  increasing  the  obstruction,  and 
air  trapping  occurs  which  can  be  seen 
fluoroscopically. 

As  emphysema  progresses,  the  destruc- 
tive process  involves  alveolar  breakdown 
with  bulla  formation.  The  result  is  a de- 
crease in  the  respiratory  surface  area  avail- 
able for  gas  exchange,  producing  a diffusion 
defect  which  may  exceed  that  in  cases  of 
alveocapillary  block  because  of  thickening 
of  the  respiratory  membrane.  In  general, 
loss  of  lung  tissue  means  loss  of  pulmonary 
vasculature  as  well,  but  it  is  often  of  uneven 
character  in  emphysema.  Disparity  be- 
tween ventilation  and  perfusion  can  mean 
well-ventilated  but  poorly  perfused  or 
atelectatic  well-perfused  areas  of  lung. 
Obviously,  gas  exchange  may  be  poor  or 
absent  in  either  case. 

The  reduction  in  the  pulmonary  capillary 
bed  brought  about  by  destructive  alveolar 
changes  in  emphysema  is  a major  factor  in 
producing  cor  pulmonale,  right  ventricular 
dilatation,  and/or  hypertrophy.  In  addi- 
tion, hypoxemia  and  hypercapnia  elevate 
pulmonary  artery  pressure  through  vaso- 
constriction. Depending  on  the  nature  of 
the  underlying  disease  process,  there  may 
be  multiple  areas  of  arterial  blockage  due  to 
thrombi  or  vasculitis.  With  the  develop- 


2578  New  York  State  Journal  of  Medicine  / October  1,  1967 


ment  of  polycythemia,  increased  viscosity 
of  the  blood  may  further  embarrass  cardiac 
function  already  suffering  from  myocardial 
hypoxemia  along  with  the  rest  of  the  body. 
These  are  probably  the  major  factors  in  the 
causation  of  cor  pulmonale,  which  may 
progress  to  full-blown  failure  of  the  right 
side  of  the  heart. 2,13,1  * 

Clinical  picture 

In  previous  sections,  an  attempt  has  been 
made  to  indicate  that  the  clinician  has  a 
very  real  and  practical  interest  in  all  phases 
of  the  study  of  emphysema.  In  fact,  the 
clinician  is  best  equipped  to  evaluate  the 
over-all  study  of  this  problem.  Knowledge 
and  understanding  of  the  abnormal  condi- 
tion and  cause  of  the  disease  are  not  merely 
of  interest  to  the  clinician;  they  are  a prac- 
tical necessity  in  the  clinical  care  of  emphy- 
sematous patients.  The  physiologic  con- 
siderations are  so  close  to  the  clinical  fea- 
tures as  to  overlap,  and  it  is  particularly 
helpful  to  view  the  patient  in  terms  of  his 
functional  abnormalities  as  they  are  likely 
to  appear  on  testing.  Cultivation  of  this 
point  of  view  frequently  obviates  the  ne- 
cessity for  actual  testing.  Most  tests  of  pul- 
monary function  require  considerable  coop- 
eration on  the  part  of  the  patient,  an  im- 
possibility in  very  sick  patients.  More- 
over, the  test  results  of  ambulatory  emphy- 
sema patients  are  frequently  inaccurate  for 
a variety  of  reasons,  including  disinterest 
and  limited  intelligence.  Clinicial  observa- 
tions and  evaluation  can  often  produce  a 
more  accurate  function  study  than  the  lab- 
oratory. Even  in  defining  the  problem  of 
emphysema,  as  noted  earlier,  one  finds  it 
difficult  to  separate  structural  changes  from 
functional  abnormalities  and  the  clinical 
features.  It  is,  therefore,  desirable  to 
study  the  problem  in  an  integrated  fashion. 

The  clinical  picture,  then,  may  be  con- 
sidered as  viewing  the  problem  “in  the 
whole.”  The  first  sign  of  the  disease  is  a 
pall  of  smoke  hanging  in  the  sky;  the  state- 
ment is  not  facetious.  The  physician  prac- 
ticing in  areas  of  heavy  air  pollution, 
whether  it  be  the  Monongahela  Valley,  in- 
dustrialized New  Jersey,  or  the  Tokyo- 
Yokohama  area,  knows  that  a large  seg- 
ment of  the  patients  he  sees  will  suffer  from 
respiratory  ills,  and,  ultimately,  emphy- 
sema. Consequently,  his  index  of  suspi- 


cion starts  high  and  should  alert  him  to  the 
possibility  of  ultimate  disaster  at  the  stage 
of  disease  when  it  can  best  be  aborted,  as  in 
acute  respiratory  disease.  From  past 
knowledge  of  severe  episodes  of  tempera- 
ture inversion-fog-pollution,  such  as  the 
Donora,  Pennsylvania,  episode  of  1948  and 
London  in  1952,  one  learns  to  anticipate  in- 
creased incidence  of  severe  respiratory  dis- 
ease by  personal  observation  of  atmospheric 
conditions.  The  astute  clinician  will  ob- 
serve the  effects  of  less  spectacular,  local 
weather  alterations  on  the  health  of  his  pa- 
tients and  should  predict  the  correlation  be- 
tween meteorologic  data  and  mortality 
rates  which  the  statisticians  will  publish 
weeks  later.15  Even  more  desirable,  of 
course,  is  the  expectation  of  serious  disease, 
interruption  of  the  natural  history  of  the 
disease,  and  its  prevention  by  the  alert 
clinician  who  first  notes  such  danger  signs 
as  repeated  bronchitis  in  a worker  who  does 
not  wear  his  industrial  mask  when  exposed 
to  dust  or  fumes  or  the  patient  with  to- 
bacco-stained fingers.  Often,  a little  dis- 
creet detective  work  is  necessary  in  addition 
to  clinical  acumen. 

Breathlessness  is  certainly  one  of  the 
commonest  symptoms  in  emphysema  or 
chronic  obstructive  pulmonary  disease  in 
general.  It  may  be  accompanied  or  pre- 
ceded by  chronic  cough  which  may  be  pro- 
ductive depending  on  the  extent  of  accom- 
panying or  underlying  bronchitis,  bronchi- 
ectasis, fibrosis,  and  so  on.  The  degree  of 
associated  wheezing  will  depend  on  pre- 
existing asthma,  the  development  of  aller- 
gic phenomena  which  may  begin  at  any 
stage  of  the  disease  and  may  be  related  to  a 
multitude  of  potential  allergens,  and  the 
amount  and  character  of  endobronchial  dis- 
ease and  secretions.  Paroxysms  of  cough 
and  associated  severe  wheezing  may  become 
disabling  during  acute  superimposed  infec- 
tion. 

Evaluating  the  breathlessness  may  pose  a 
considerable  problem.  Hyperventilation 
due  to  anxiety  may  be  reported  as  breath- 
lessness by  the  patient  who  thinks  he  has 
lung  disease,  whereas  the  emphysematous 
patient  with  observable  dyspnea  may  insist 
that  he  feels  fine.  Objective  evaluation  of 
the  amount  of  dyspnea  present  in  the  in- 
dividual patient  is  a problem  that  has  al- 
ways plagued  the  chest  physician,  and  if 
estimation  of  the  degree  of  dyspnea  is  im- 
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portant  for  compensation  reasons,  the  phy- 
sician may  be  hard  put  to  do  so.  Many 
function  tests  have  been  devised  to  “meas- 
ure” dyspnea;  all  fall  short  of  the  goal. 
The  clinician  will  probably  do  well  to  con- 
tent himself  with  classifying  dyspnea  as 
mild,  moderate,  or  severe,  if  he  can  do  so 
with  reasonable  reliability.  For  purely 
medical  reasons,  it  is  usually  sufficient  to 
decide  what  factors  contribute  toward  the 
patient’s  symptoms  of  breathlessness  and 
the  extent  to  which  each  factor  is  responsi- 
ble. The  patient  with  uncomplicated  em- 
physema will  usually  have  some  dyspnea, 
at  least  on  exertion.  A frequent  emotional 
symptom  is  the  complaint  of  inability  to 
draw  a deep  breath,  while  the  patient  with 
organic  lung  disease  almost  never  makes 
this  complaint,  even  with  a markedly  re- 
duced vital  capacity.  Heart  diseases  with 
ventricular  failure  of  the  left  side  commonly 
coexist  with  emphysema  in  the  elderly  pa- 
tent, and  it  is  usually  difficult  to  decide 
how  much  each  is  contributing  toward  the 
patient’s  dyspnea;  yet  it  is  important  to 
get  at  least  a rough  estimate  for  therapeutic 
reasons.  An  elevated  venous  pressure  and 
prolonged  circulation  time  will  confirm  the 
presence  of  congestive  failure,  but  are  not 
likely  to  tell  the  clinician  the  extent  of  its 
importance  in  the  dyspnea  of  an  emphy- 
sematous patient  nor  how  vigorously  it  need 
be  treated.  If  edema  is  present,  congestive 
failure  can  be  treated  at  least  to  the  point  of 
disappearance  of  edema.  If  other  signs  of 
congestive  failure  are  absent,  the  presence 
of  fine  rales  at  one  or  both  lung  bases  is  more 
likely  to  be  due  to  ventricular  failure  of  the 
left  side  than  the  emphysema  per  se.  Predi- 
lection for  the  right  lung  base  need  not  be  ex- 
pected, since  fine  failure  rales  are  likely  to 
occur  at  the  site  of  previous  lung  infection; 
familiarity  with  the  patient’s  previous  ill- 
nesses is  helpful.  Coarse  mucoid  rales  or 
rhonchi  are  more  typical  of  emphysema,  and 
wheezing  is  usually  due  to  obstructive 
breathing  but  may  have  some  element  of 
cardiac  failure  as  well.  Patients  with 
early  congestive  failure  usually  show  a de- 
creased vital  capacity,  maximum  breathing 
capacity,  and  diffusing  capacity.  The 
timed  vital  capacity  is  slow,  and  the  resid- 
ual volume  is  increased.  The  same  results 
are  found  in  emphysema.  Orthopnea  is 
common  in  emphysema  but  is  rarely  the 
paroxysmal  variety  of  nocturnal  dyspnea 


noted  in  cardiac  failure.  Attempts  to  ex- 
plain orthopnea  in  emphysema  do  not  result 
in  the  same  kind  of  attractive  explanation 
encountered  for  congestive  failure;  tests 
show  less  ventilatory  function  in  the  supine 
position  than  when  the  subject,  normal  or 
abnormal,  is  sitting  or  standing,  and  it  is 
probable  that  the  patient  with  impaired 
respiratory  function  is  more  aware  of  his 
defect  when  lying  down  and  is  simply  more 
uncomfortable.  Increased  dyspnea  during 
periods  of  high  humidity,  even  without 
temperature  inversion,  is  equally  difficult 
to  explain  but  is  commonly  noted  in  most 
lung  diseases  and  usually  with  congestive 
heart  failure  as  well.  A large  number  of 
normal  subjects  suffer  from  a feeling  of  op- 
pression during  such  weather  changes,  and 
the  effect  may  simply  be  exaggerated  in  pa- 
tients who  are  already  suffering  from  dysp- 
nea. Often  the  clinician  must  resort  to 
therapeutic  trial  in  deciding  what  propor- 
tions of  his  patient’s  dyspnea  are  caused  by 
individual  factors. 

The  typical  patient  with  moderate  em- 
physema may  present  a picture  simulating 
robust  good  health,  the  kind  of  picture  we 
have  come  to  associate  with  that  great 
American  movie  hero,  the  Western  plains- 
man. The  tendency  to  barrel  chest  makes 
him  appear  husky,  and  this  effect  is 
heightened  by  the  muscular  neck  and  the 
patient’s  erect  bearing.  Emphysema  pa- 
tients frequently  sit  rocking  on  stiffened 
hands  and  arms  which  further  accentuates 
the  muscularity  of  the  upper  torso.  Promi- 
nent neck  veins,  suffusion  of  the  face,  and 
polycythemia  give  a falsely  “healthy  color,” 
and  the  skin  appears  ruggedly  weather- 
beaten, usually  because  of  a combination  of 
tanning  from  the  sun,  exposure  to  wind,  and 
hypoxemia  of  the  skin.  He  needs  only  to 
begin  rolling  a cigaret  to  complete  the  ideal 
of  every  red-blooded  American  boy,  and  it 
is  easy  to  understand  a youngster’s  equa- 
tion of  smoking  with  desirable  maturity.8 
The  emphysematous  patient  routinely  seeks 
exposure  to  sun  and  “fresh  air,”  and  when 
he  is  told  he  looks  well,  he  feels  better. 
Pulmonary  function  studies  at  this  stage  of 
emphysema  are  likely  to  be  indistinguish- 
able from  asthma,  with  the  exception  that  a 
marked  improvement  in  the  values  of  the 
asthmatic  patient  can  be  expected  following 
bronchodilator  but  little  or  no  change  for 
the  emphysematous  patient.  At  this  stage, 
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coryza  leads  to  early  superimposed  lower- 
tract  respiratory  infection,  and  the  patient 
complains  that  he  gets  “one  cold  on  top  of 
another”  or  that  his  cough  “hangs  on”  for 
weeks  or  months.  Such  superimposed  in- 
fection changes  the  character  of  the  lining 
fluid  which  probably  reduces  the  elastic 
properties  of  the  lung  as  well  as  adding  ob- 
struction in  the  bronchi  because  of  thick 
secretions.  It  may  be  particularly  difficult 
for  the  patient  to  clear  his  lungs  on  arising; 
dry,  heated,  room  air  in  winter  plus  mouth- 
breathing during  sleep  contribute  consider- 
ably to  inspissated  sputum.  Mucus  plugs 
thus  produced,  plus  expiratory  “check 
valve”  closure  of  loosely  supported  bronchi- 
oles, produce  local  air  trapping  which  may 
be  evident  on  x-ray  film,  but  its  presence  is 
more  reliably  noted  on  fluoroscopy  where  it 
can  be  seen  dynamically  reproduced. 

The  disease  may  progress,  often  in  a 
step-wise  fashion  related  to  superimposed 
infection,  to  the  full-blown,  classical  pic- 
ture. On  performing  ordinary  functions, 
the  patient  suffers  progressively  from  fa- 
tigue not  previously  noticed.  Awareness  of 
fatigue  on  ordinary  walking,  talking,  bowel 
evacuation,  shaving,  and  so  on  leads  to  de- 
pression in  the  most  phlegmatic  of  patients. 
Inability  to  tolerate  wind  forces  the  patient 
indoors,  the  rugged  look  gives  way  to  waxy 
pallor,  and  normal  skin  creases  atrophy 
as  oxygen  supply  diminishes.  Fatigue  and 
dyspnea  interfere  with  eating,  and  early 
satiety  may  result  from  interference  with 
breathing  caused  by  fullness  in  the  abdo- 
men. Loss  of  appetite  may  lead  to  alarm- 
ingly rapid  weight  loss,  and  the  combination 
of  barrel  chest  and  loss  of  intercostal  tissue 
produce  a skeletonlike  effect.  These  pa- 
tients habitually  have  a drawn,  anxious 
facial  appearance;  hypoxemia  and  hyper- 
capnia impair  mental  acuity,  memory,  and 
judgment.  The  patient  becomes  irritable, 
uncooperative,  and  impatient.  Anxiety, 
gastric  hyperacidity  accompanying  poly- 
cythemia, and  mucosal  hypoxemia  may 
combine  to  produce  peptic  ulceration  which 
occurs  in  about  25  per  cent  of  emphysema 
patients.  The  patient  becomes  more  de- 
manding and  unmanageable,  abandoning 
treatment  if  miraculous  results  are  not 
immediately  forthcoming,  and  apathy  and 
suicidal  tendencies  may  supervene. 

With  progressive  emphysema,  the  chest 
expands  toward  the  barrel  shape  and  tends 


to  become  fixed.  Rib  motion  decreases  so 
that  respiratory  excursion  of  the  chest  wall 
becomes  almost  unnoticeable.  The  tidal 
volume,  previously  larger  than  normal,  be- 
comes smaller,  while  the  fixed  dead  space  re- 
duces the  effective  alveolar  ventilation  to 
“decompensated”  levels.  Rapid,  shallow, 
gasping  type  of  respiration  produces  anxi- 
ety in  patient  and  physician  as  well.  This 
abnormality  is  worsened  during  superim- 
posed infection;  pleuritic  pain  and  other 
abnormal  stimuli  apparently  disturb  nor- 
mal nerve  responses  and  produce  rapid, 
shallow  respiration  at  a time  when  good 
alveolar  ventilation  is  required  instead. 
Breath  sounds  are  diminished  and  distant, 
while  heart  sounds  may  be  all  but  inaudible. 
Generalized  hyperillumination  on  chest 
roentgenogram  is  usually  an  unreliable  sign, 
varying  with  the  degree  of  exposure  of  the 
film,  but  a lateral  projection  may  be  strik- 
ing in  demonstrating  dorsal  kyphosis,  an- 
terior position  of  the  body  of  the  sternum, 
and  flattening  of  the  diaphragm.  On  phys- 
ical examination,  exaggeration  of  the  angle 
of  Louis  is  one  of  the  most  reliable  signs  of 
the  presence  of  emphysema  for  a consider- 
able period  of  time,  but  the  shape  of  the 
chest  generally  is  not  a good  criterion  for 
the  degree  of  functional  impairment. 

Uneven  ventilation  in  different  parts  of 
the  lung  leads  to  abnormal  ventilation-per- 
fusion ratios.  Poor  ventilation  of  well- 
perfused  areas  may  produce  effects  equiva- 
lent to  atelectasis,  and  cyanosis  may  be 
evident,  especially  in  the  presence  of  poly- 
cythemia. The  onset  of  cor  pulmonale 
may  be  sudden  or  insidious,  but  it  is  always 
ominous.  As  lung  tissue  disappears,  so 
does  pulmonary  vasculature,  but  since 
pneumonectomy  does  not  produce  enlarge- 
ment of  the  right  side  of  the  heart  or  failure, 
a better  than  50  per  cent  reduction  in  pul- 
monary-vascular-bed  capacity  must  occur 
to  produce  cor  pulmonale.  This  is  not  true 
of  emphysema  alone  but  may  occur  in  com- 
bination with  extensive  fibroses,  pneumo- 
conioses, and  so  on.  Probably  more  impor- 
tant are  the  effects  of  abnormal  blood  gas 
concentration.  Circulatory  abnormalities 
become  apparent  when  arterial  oxygen 
saturation  falls  below  80  to  85  per  cent,  but 
if  transient  and  the  patient  is  at  bed  rest, 
serious  consequences  may  not  occur.  Con- 
versely, the  ambulatory  patient  with  rest- 
ing levels  of  better  than  80  per  cent  satura- 
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tion  may  suffer  a sudden  severe  drop  in 
arterial  oxygen  tension  during  exercise,  and 
cor  pulmonale  will  occur  rapidly.  Hypoxia 
causes  increased  cardiac  output,  increased 
red  cell  mass  and  total  blood  volume,  and 
pulmonary  hypertension.  Lowered  alveo- 
lar oxygen  tension  produces  a rise  in  pres- 
sure in  the  pulmonary  arterial  system;  pul- 
monary arteries  1 mm.  in  diameter  are  re- 
sponsive to  the  level  of  oxygen  tension  in 
surrounding  alveoli.  Sudden  acute  change 
in  blood  gases  occurring  in  the  presence  of  a 
new  pulmonary  infection  is  probably  the 
most  important  single  stimulus  to  right 
ventricular  dilatation  and  failure.13 

Accentuation  of  the  second  pulmonic 
heart  sound  is  expected  in  the  presence  of 
pulmonary  hypertension  but  may  not  be 
striking  with  emphysematous  lung  tissue 
cushioning  the  sounds.  In  addition,  gallop 
rhythm,  engorged  neck  veins,  hepato- 
megaly, and  peripheral  edema  are  typical  of 
cor  pulmonale  with  failure.  Accurate  meas- 
urement of  the  venous  pressure  is  made 
difficult  because  of  the  inability  to  judge 
the  level  of  the  atrium  accurately  in  an  em- 
physematous chest.  The  liver  is  usually 
pushed  down  by  flattening  of  the  dia- 
phragm in  uncomplicated  emphysema  but 
is  swollen  and  tender  when  failure  super- 
venes; abdominal  distention  and  continual 
discomfort  because  of  the  swollen  liver  play 
a prominent  part  in  the  symptoms  of  the 
patient  in  ventricular  failure  of  the  right  side. 
The  electrocardiogram  may  help  consider- 
ably; although  right-axis  deviation  is  com- 
mon in  emphysema  without  cor  pulmonale, 
incomplete  or  complete  right  bundle-branch 
block  may  be  present,  and  sometimes  tall  R 
waves  in  the  right  precordial  leads  indica- 
tive of  right  ventricular  hypertrophy  are 
diagnostic.  Shift  of  the  P-wave  axis  to- 
ward the  right  produces  the  “P  pulmonale” 
commonly  present  with  cor  pulmonale  but 
which  may  occur  before  the  onset  of  heart 
disease. 

Although  none  of  the  criteria  is  constantly 
accurate,  the  presence  of  cor  pulmonale  is 
usually  not  difficult  to  establish,  especially 
if  failure  is  also  present. 

In  essence,  not  only  are  the  clinical  fea- 
tures of  emphysema  striking,  but  also  help 
and  confirmation  from  the  electrocardi- 
ographer,  radiology  department,  and  pul- 
monary function  laboratory  is  sharply  lim- 
ited; clinical  acumen  plays  a stellar  role. 


Clinical  care  of  patients 

How  one  refers  to  the  clinical  care  phase 
of  the  emphysema  problem  is  largely  a 
matter  of  semantics,  but  “management” 
seems  a bit  presumptious  for  an  illness  that 
frequently  becomes  unmanageable,  and 
“treatment”  seems  to  imply  a single,  effica- 
cious measure.  An  illness  such  as  pneu- 
monia, prior  to  the  antibiotic  era,  required 
consummate  skill  on  the  part  of  the  clini- 
cian and  meticulous  attention  to  small  de- 
tails, in  an  effort  to  provide  the  patient  with 
the  most  chances  for  recovery.  A some- 
what similar  situation  prevails  with  emphy- 
sema today;  while  “wonder  drugs”  and 
“space  age”  machinery  are  utilized,  no  sin- 
gle measure  stands  out  as  strictly  effective. 

Ideally,  a comprehensive,  individualized 
program  of  management,  under  the  super- 
vision of  an  interested  personal  physician 
who  will  follow  the  patient  on  subsequent 
visits  and  supervise  all  facets  of  his  medical 
care,  should  be  begun  as  soon  as  the  diagno- 
sis is  suspected.  The  first  step  is  a compre- 
hensive medical  evaluation  to  identify  any 
concomitant  problems  and  assess  their  rela- 
tive value  in  the  patient’s  over-all  problem. 
His  various  environments  should  be  evalu- 
ated for  exposure  to  bronchial  irritants  and 
physical  exertion;  the  nature  of  the  pa- 
tient’s illness  and  the  goals  of  management 
should  be  explained  to  patient  and  family 
alike  and  repeated  and  expanded  on  at  sub- 
sequent visits. 4 

Smoking  must  be  stopped.  Any  attempt 
to  expand  on  this  flat  statement  is  super- 
fluous; equivocation  on  this  point  dooms 
the  remainder  of  the  therapeutic  regimen. 
Exposure  to  allergens  or  bronchial  irritants 
at  work  or  home  must  be  eliminated;  this 
may  involve  a change  of  jobs  and/or  the 
loss  of  a prized  pet.  Exposure  to  cold  air 
can  be  diminished  by  covering  the  face  with 
a scarf  or  using  a porous  mask  designed  for 
these  patients.  It  may  be  advisable  to  stay 
indoors,  particularly  during  periods  of  high 
air  pollution.  English  mail  deliverers  show 
a higher  incidence  of  bronchitis  than  fellow 
postmen  working  indoors.  Humidity 
should  be  controlled  by  air  conditioning  in 
summer  and  the  use  of  humidifiers  in  win- 
ter; effective  air  filters  should  be  a part  of 
both  systems.  It  should  be  unnecessary  to 
emphasize  that  these  conditions  should  pre- 
vail throughout  every  modern  hospital. 
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“Airway  control”  is  of  utmost  impor- 
tance. Antihistamines  should  be  tried 
since  allergic  phenomena  may  occur  at  any 
time,  and  physician-controlled  use  of  bron- 
chodilator  should  be  routine.  The  tend- 
ency for  patients  to  overutilize  broncho- 
dilator  from  the  convenient  metered-dose 
cartridge  inhalers  should  be  discouraged  to 
avoid  undesirable  side-effects,  but  use  on 
arising  is  recommended.  Then,  while  run- 
ning hot  water  into  the  lavatory  basin,  the 
patient  should  perform  an  abbreviated 
maximal  voluntary  ventilation,  breathing 
as  “hard  and  as  deep”  as  he  can  for  about 
ten  seconds.  This  simple  procedure  is  re- 
markably effective  in  clearing  accumulated 
overnight  secretions.  Next,  he  should  take 
a twenty-minute  period  of  postural  drain- 
age, with  hips  on  bed,  elbows  on  a floor 
pillow,  and  tissues  at  hand  for  expectora- 
tion. Reading  a book  helps  to  pass  the 
time  and  distracts  the  patient  from  his  un- 
comfortable position.  Low  home  beds  pro- 
duce the  desired  angle  for  drainage;  old- 
fashioned  hospital  beds  are  too  high  if  the 
pillow  is  placed  on  the  floor,  and  the  patient 
feels  insecure  if  he  rests  his  elbows  on  a chair 
of  suitable  height.  At  any  rate,  these  meas- 
ures for  clearing  the  airway  should  become 
part  of  the  patient’s  daily  rising  habits. 
The  use  of  “expectorants,”  or  inhaled  deter- 
gents and  enzymes,  waxes  and  wanes  in 
popularity  from  time  to  time,  but  neither 
blanket  endorsement  nor  condemnation 
seems  warranted.  If  other  methods  for 
raising  sputum  fail,  they  certainly  deserve  a 
trial.  Adequate  fluid  intake,  about  3 L. 
daily,  is  essential  for  keeping  bronchial 
mucus  fluid  in  consistency,  and  the  patient 
must  understand  this  requirement. 

Sun  baths  or  ultraviolet  light  treatments 
have  been  advised  because  of  the  beneficial 
effect  of  “looking  well,”  and  for  the  same 
psychological  reason,  maintenance  of 
weight  has  been  recommended.16  How- 
ever, it  seems  logical  to  attempt  to  reduce 
obese  patients,  particularly  since  the  recog- 
nition of  the  “Pickwickian  syndrome,”  and 
most  authorities  are  now  agreed  that  loss  of 
excess  weight  is  desirable  and  diminishes 
fatigue.4  Graded  exercise  helps  to  condi- 
tion muscles  and  allows  the  patient  to  do 
more  with  less  dyspnea,  at  the  same  time 
reaping  the  psychological  benefits  of  “build- 
ing himself  up.” 

A variety  of  breathing  exercises  have 


been  proposed,  but  it  is  a rare  patient  in- 
deed who  has  the  intelligence,  patience,  and 
perseverance  to  retrain  himself  in  the  auto- 
matic act  of  breathing.  The  patient  should 
realize  that  these  measures  are  not  meant  to 
reverse  his  lung  disease  but  to  improve  his 
present  function.  He  should  learn  to  con- 
tract his  abdominal  musculature  on  expira- 
tion; many  patients  with  flaring  of  the 
lower  ribs  and  flattened  diaphragms  con- 
tract their  abdominal  muscles  on  inspira- 
tion. Precisely  because  expiration  is  pro- 
longed, the  patient  should  learn  to  recog- 
nize this  unhappy  fact  of  life  and  learn  to 
cope  with  it.  A time  ratio  of  one  to  three 
for  inspiration  versus  expiration  is  usually 
reasonable,  and  the  patient  may  learn  this 
rhythm  by  taking  one  step  during  inspira- 
tion and  three  during  expiration.  Expiring 
against  pursed  lips  tends  to  equalize  the  in- 
trabronchial  pressure  and  helps  maintain 
the  patency  of  the  loosely  supported  bron- 
chioles during  expiration;  this  measure 
probably  owes  its  efficacy  to  the  production 
of  a patient-controllable  obstruction  at  the 
lips  instead  of  near  the  alveoli.  Most  pa- 
tients will  do  well  to  simply  master  these 
three  breathing  “exercises.” 

Bronchial  and  pulmonary  infection 
should  be  prevented,  if  possible,  by  in- 
structing the  patient  in  the  usual  methods 
for  reducing  his  exposure  to  the  infections  of 
others  and  influenza  vaccine  given  each 
autumn.  If  infection  occurs,  it  must  be 
promptly  treated.  The  patient  is  in- 
structed to  telephone  his  physician  at  the 
onset  of  any  respiratory  infection  so  that 
the  physician  can  assume  close  control  of 
therapy.  The  patient  should  have  a small 
supply  of  broad-spectrum  antibiotics  on 
hand  so  that  treatment  can  be  started 
promptly.  Daily  patient-physician  con- 
tact should  establish  whether  or  not  the  an- 
tibiotic is  controlling  the  infection;  doubt 
demands  prompt  sputum  culture  and  sensi- 
tivity testing.  Many  elderly  patients  with 
emphysema  do  not  demonstrate  a signifi- 
cant temperature  elevation  with  infection, 
and  it  is  generally  unwise  to  wait  for  this  or 
other  signs  of  infection  such  as  leukocytosis 
before  starting  therapy.  The  use  of  ab- 
dominal belts,  pneumoperitoneum,  and  ele- 
vation of  the  foot  of  the  bed  have  all  been 
tried  in  the  past  to  improve  cough  and 
bronchial  drainage  with  generally  unsatis- 
factory results. 
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If  the  ventilation  testing  of  the  emphy- 
sema patient  is  characterized  by  poor  re- 
sponse to  bronchodilator,  little  value  should 
be  expected  from  its  indiscriminate  use  by 
the  patient  whenever  he  feels  “a  little 
tight.”  In  fact,  such  frequent  use  in- 
creases the  chances  for  undesirable  side- 
effects  and  decreases  the  chances  for  good 
effects  at  times  of  superimposed  infection. 
An  infection  severe  enough  to  hospitalize 
the  patient  will  require  good  bronchodila- 
tion.  Amino phylline  is  effective  by  injec- 
tion, suppository,  or  retention  enema. 
Isoproterenol  or  racemic  epinephrine  may 
be  administered  by  nebulizer  or  with  inter- 
mittent positive  pressure  breathing.  If 
the  patient  is  to  use  bronchodilator  by  in- 
halation at  home,  he  must  be  instructed  to 
administer  the  dose  at  the  end  of  expiration 
and  follow  with  a slow,  deep  inspiration  to 
insure  wide  distribution  of  inhaled  particles 
or  droplets.  When  he  is  no  longer  able  to 
take  a deep  breath,  it  is  desirable  for  him  to 
use  intermittent  positive  pressure  breathing 
at  home.  Corticosteroid  therapy  is  rarely 
indicated  on  a long-term  basis  but  may  be 
extremely  useful  during  acute  inflammatory 
processes  with  bronchial  edema  and  spasm. 

The  patient  with  advanced  emphysema 
and  superimposed  infection  may  be  brought 
to  the  hospital  blackly  cyanotic,  in  obvious 
extremis.  Oxygen  should  be  administered 
forthwith;  the  widely  publicized  danger  of 
giving  oxygen  to  patients  with  chronic 
carbon  dioxide  retention  whose  respiratory 
centers  respond  only  to  hypoxia  is  largely 
theoretical.  Such  severely  ill  patients  are 
not  easily  restored  to  normal  oxygen  satura- 
tion, and  it  is  hard  to  imagine  leaving  such 
an  emergency  patient  unattended  while  his 
respiration  becomes  depressed,  yet  un- 
noticed. Practically  speaking,  administra- 
tion of  ‘TOO  per  cent  oxygen”  does  not 
occur.  Most  oxygen  masks  fit  poorly  and 
leak  considerably,  and  even  well-fitting 
masks  are  removed  frequently  to  allow  ex- 
pectoration or  tracheal  suction.  Oxygen 
tents,  if  well  sealed  and  with  a rubber  sheet 
beneath  the- patient,  may  deliver  a concen- 
tration of  60  to  70  per  cent,  but  with  fre- 
quent opening  for  care  of  the  patient,  a 
value  of  50  per  cent  is  more  realistic. 
Nasal  oxygen  may  result  in  a 40  per  cent 
mixture,  but  with  the  mouth  open  and  the 
catheter  anteriorly  placed,  much  less  should 
be  expected.  In  some  centers,  nasal  oxy- 


gen is  commonly  administered  through  one 
nostril  at  a rate  of  about  4 L.  per  minute; 
allowing  for  expiration  time  and  an  in- 
creased minute  ventilation  in  an  ill  patient, 
this  rate  of  administration  gives  the  patient 
approximately  what  he  could  get  from  room 
air.  Rarely,  hypoventilation  results  in 
carbon  dioxide  levels  sufficient  to  cause 
narcosis.  The  patient  in  coma  or  near 
coma  requires  assisted  ventilation  best  ad- 
ministered by  intermittent  positive  pressure 
breathing  apparatus  and  intratracheal  tube 
with  inflated  cuff.  Tracheostomy  should 
be  done  without  delay;  this  reduces  the 
dead  space  and  thus  increases  the  effective 
alveolar  ventilation.  Detergents  or  mu- 
colytic agents  should  be  tried  cautiously 
and  the  effect  evaluated  for  the  individual 
patient.  There  is  a strong  suspicion  that 
these  agents,  particularly  the  enzymes,  may 
be  bronchial  irritants  and  act  to  produce  a 
tremendous  amount  of  sputum  not  previ- 
ously present,  giving  a false  impression  of 
liquefaction  of  retained  secretions.  Inter- 
mittent positive  pressure  breathing  appara- 
tus is  available  with  negative  pressure  for 
the  expiratory  phase.  It  is  generally  not 
helpful  and  may  add  to  the  tendency  for 
collapse  of  the  terminal  bronchioles.  Cen- 
tral nervous  system  stimulants  have  very 
questionable  value  and  often  serve  to  com- 
plicate the  clinical  picture. 

V entricular  enlargement  of  the  right  side 
with  failure  requires  the  same  therapy  used 
for  ventricular  failure  of  the  left  side. 
Myths  concerning  the  “resistance”  or  “sen- 
sitivity” to  digitalis  in  pulmonary  heart 
disease  should  be  discounted,  for  the  failing 
right  ventricle  responds  in  the  same  fashion 
as  with  intrinsic  heart  disease. 2- 4i  1 3- 1 4 Other 
measures  commonly  employed  in  ventricular 
failure  of  the  left  side  such  as  diuretics,  salt 
restriction,  phlebotomy,  and  so  on,  should 
be  used  as  indicated.  In  the  absence  of 
obvious  congestive  failure,  the  possibility  of 
obscure  ventricular  failure  of  the  left  side 
should  be  remembered  in  the  patient  already 
dyspneic  from  emphysema. 

Surgical  treatment  of  emphysema  is  es- 
sentially limited  to  tracheostomy,  care  of 
the  occasional  spontaneous  pneumothorax, 
and,  rarely,  removal  of  large  cysts  compres- 
sing relatively  normal  lung  tissue.  No  at- 
tempt has  been  made  to  mention  or  discuss 
in  detail  every  aspect  of  clinical  care,  but 
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this  part  of  the  emphysema  problem  is 
diverse,  complicated,  and  challenging,  and 
is  not  calculated  to  bore  the  clinician  under 
any  circumstances. 

Conclusion 

It  is  hard  to  imagine  a single  disease  en- 
tity with  a more  varied  and  complicated 
clinical  picture  than  emphysema;  the  chal- 
lenge of  therapy  is  no  less  stimulating. 
Moreover,  the  necessity  of  considering  and 
integrating  the  clinical  features  with  the 
pathologic  changes  and  the  functional  alter- 
ations brings  the  problem  squarely  back  to 
the  clinician.  As  indicated,  the  final  evalu- 
ation of  possible  etiologic  agents  and  even 
the  hope  of  future  prevention  of  the  disease 
will  undoubtedly  come  to  rest  with  the 
practicing  physician. 

The  clinician  is  certainly  the  “coordinator 
of  the  team”  in  attacking  the  emphysema 
problem,  and,  as  a clinical  problem,  it 
promises  to  continue  expanding  for  years  to 
come. 


20  Eighth  Avenue 
Brooklyn,  New  York  11217 


Motorcycle  boom 

The  popularity  of  all  types  of  motorcycles  for 
local  transportation,  touring,  and  sports  ac- 
tivities is  soaring  in  city  and  suburbia  and  in  all 
walks  of  life.  The  Metropolitan  Life  Insurance 
Company  warns  that  this  new  trend  is  accompa- 
nied by  a mounting  toll  of  death  from  motor- 
cycle accidents. 

The  latest  available  figures  indicate  that  there 
were  1,534  such  deaths  in  the  United  States  in 

1965.  This  was  a third  more  than  in  1964, 
and  more  than  double  the  toll  only  four  years 
earlier.  Preliminary  information  from  a few 
states  indicates  a continued  upward  trend  in 

1966.  It  is  estimated  that  about  200,  or  13  per 
cent,  of  the  fatalities  in  1965  resulted  from  ac- 
cidents involving  motorscooters  or  motorized 
bicycles.  If  the  trend  continues  unabated,  we 
may  expect  between  4,000  and  5,000  motor- 
cycle fatalities  annually  by  1970. 

The  number  of  registered  motorcycles  and  of 
motorcycle  fatalities  has  risen  at  a sharply 
accelerated  rate  in  the  past  few  years.  Esti- 
mates of  future  fatality  rates  must  take  into 


References 

1.  Chronic  Respiratory  Disease- — a Growing  Menace, 
Public  Health  Service  Publication  1445,  1966. 

2.  National  Tuberculosis  Association:  Chronic  Obstruc- 
tive Pulmonary  Disease,  Oregon  Thoracic  Society,  1965. 

3.  Comroe,  J.  H.,  etal .:  The  Lung- — Clinical  Physiology 

and  Pulmonary  Function  Tests,  Chicago,  Year  Book  Medical 
Publishers,  Inc.,  1962,  p.  21. 

4.  Management  of  Chronic  Obstructive  Lung  Diseases — 
Conclusions  of  the  Eighth  Aspen  Emphysema  Conference, 
June  10  to  13,  1965,  Public  Health  Service  Publication  1457, 
May,  1966. 

5.  Spain,  D.  M.,  and  Kaufman,  G.:  The  basic  lesion 

in  chronic  pulmonary  emphysema.  Am.  Rev.  Tuberc.  68:  24 
(1953). 

6.  Hartcroft,  W.  S. : The  microscopic  diagnosis  of 

pulmonary  emphysema,  Am.  J.  Path.  21:  889  (1945). 

7.  Knowles,  J.  H.:  Respiratory  Physiology  and  Its 

Clinical  Application,  Cambridge,  Massachusetts,  Harvard 
University  Press,  1959,  pp.  144,  75. 

8.  Baer,  D.  J.:  Smoking  attitude,  behavior,  and  beliefs 

of  college  males,  J.  Soc.  Psychol.  68:  65  (Feb.)  1966. 

9.  Smoking  and  Health,  report  of  the  Advisory  Com- 
mittee to  the  Surgeon  General  of  the  Public  Health  Service, 
Public  Health  Service  Publication  1103,  January  21,  1964. 

10.  Auerbach,  O.,  Hammond,  E.  C.,  Kirman,  D.,  and 

Garfinkle,  L.:  Emphysema  produced  in  dogs  by  cigarette 

smoking,  presented  at  the  A.M.A.  annual  meeting,  Chicago, 
Illinois,  1966. 

11.  Hernandez,  J.  A.,  et  al .:  Pulmonary  parenchymal 

defects  in  dogs  following  prolonged  cigarette  smoke  exposure, 
Am.  Rev.  Resp.  Dis.  93:  78  (Jan.)  1966. 

12.  Hatch,  T.  F.,  and  Gross,  P.:  Pulmonary  Deposition 

and  Retention  of  Inhaled  Aerosols,  New  York,  Academic 
Press,  Inc.,  1964,  pp.  3,  137. 

13.  Harvey,  R.  M.:  Cor  pulmonale,  Clin.  Notes  Resp. 

Dis.  5:  2 (Summer)  1966. 

14.  Conference  on  cor  pulmonale,  New  York  Heart 
Association,  New  York,  January  19,  1965. 

15.  American  Thoracic  Society  Committee  on  Air  Pollu- 
tion: Air  pollution  and  health.  Am.  Rev.  Resp.  Dis.  93:  12 
(Feb.)  1966. 

16.  Hinshaw,  H.  C.,  and  Garland,  L.  H.:  Diseases  of 

the  Chest,  Philadelphia,  W.  B.  Saunders  Company,  1956,  p. 
259. 


account  the  likelihood  that  the  boom  in  motor- 
cycles in  this  country  has  hardly  ended.  The 
U.S.  Bureau  of  Public  Roads  reports  a rise  in  the 
number  of  registered  motorcycles  from  412,000 
in  1955  to  1,381,000  in  1965.  An  estimated  half 
million  vehicles  were  added  during  1966,  and  it 
is  expected  that  the  annual  increase  will  reach  a 
million  per  year  by  1970,  with  a total  5 million 
registrations  that  year.  This  would  bring  about 
a ratio  of  one  motorcycle  for  every  40  persons. 

Actually,  the  rate  of  fatalities  based  on  motor- 
cycle registrations  has  declined,  but  this  does 
not  necessarily  indicate  a diminution  in  the 
hazards  of  motorcycling.  The  boom  in  reg- 
istrations has  been  so  recent  and  sharp  that  a 
distinctly  different  type  of  motorcycle  driver 
may  be  on  the  road  today.  It  is  also  important 
to  note  that  in  1965,  the  number  of  drivers  and 
passengers  killed  per  100,000  registered  motor- 
cycles was  two  and  a half  times  the  correspond- 
ing rate  for  all  other  types  of  motor  vehicles. 
Moreover,  the  National  Safety  Council  esti- 
mates that  the  accidental  death  rate  for  motor- 
cycle drivers  ranges  from  20  and  40  per  100  mil- 
lion vehicle  miles,  compared  with  5.6  for  drivers, 
passengers,  and  pedestrians  in  all  motor  vehicle 
accidents. 
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Cardiovascular  Changes 
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Hernia  and  Cardiospasm 
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Diaphragmatic  hernias  and  cardiospasm 
may  become  enormously  enlarged  and  yet 
not  seriously  encroach  on  the  cardio- 
vascular system.  To  demonstrate  the  ef- 
fect of  these  on  the  heart,  a series  of  pa- 
tients, 3 with  diaphragmatic  hernias  and  2 
with  cardiospasm,  who  had  had  angio- 
cardiography at  this  center  during  the  past 
twenty  years,  are  herein  described.  De- 
spite the  large  size  of  the  hernias  and  esoph- 
ageal dilatations,  only  2 patients  of  the  5 
had  significant  impairment  of  the  cardio- 
vascular, chiefly  respiratory,  system.  One 
patient  had  either  agenesis  of  the  left 
lung  with  herniation  of  most  of  the  gas- 
trointestinal tract  into  the  left  hemithorax, 
or  complete  atelectasis  of  the  entire  left 
lung  with  resultant  markedly  diminished 
pulmonary  circulation.  Another  patient, 
with  long-standing  cardiospasm,  developed 

* Aided  by  a grant  from  The  Health  Research  Council  of 
the  City  of  New  York  under  contract  U-1648. 

t Recipient  of  Career  Scientist  Award  of  The  Health  Re- 
search Council  of  the  City  of  New  York  under  contracts 
1-649  and  U-1648. 


cardiovascular  disability  due  to  mitral 
stenosis,  probably  owing  to  rheumatic  heart 
disease.  He  improved  temporarily  follow- 
ing closed  mitral  valvuloplasty  but  became 
disabled  when  the  cardiospasm  and  as- 
piration pneumonia  worsened.  Two  pa- 
tients with  large  Morgagni’s  hernias  of  the 
right  and  left  diaphragms,  respectively,  had 
very  little  cardiorespiratory  distress. 
Similarly,  a fifty-four-year-old  woman  with 
cardiospasm  mistaken  for  a mediastinal 
tumor  lived  for  five  years  following  di- 
agnosis of  cardiospasm.  Dysphagia,  re- 
gurgitation of  food,  and  dyspnea,  rather 
than  cardiovascular  complications,  were 
disabling. 

Case  reports 

Case  1.  Unsuspected  right  diaphragmatic 
hernia  through  Morgagni’s  space.  A sixty-seven- 
year-old  man  was  admitted  on  April  1,  1954, 
with  a complaint  of  a feeling  of  congestion  and 
fullness  of  the  right  side  of  the  chest  of  five 
years  duration.  Three  months  prior  to  admis- 
sion, cough,  sneezing,  and  coryza  began.  Three 
weeks  later,  a routine  roentgenogram  of  the 
chest  showed  a density  in  the  right  lower  lobe, 
and  he  was  referred  to  this  center. 

Physical  examination  revealed  a well-de- 
veloped and  well-nourished  man  in  no  distress. 
There  was  dorsal  kyphosis  and  moderate  left 
scoliosis  of  the  spine.  The  breath  sounds  were 
diminished  throughout.  There  were  a few 
medium  moist  rales  in  the  lower  half  of  the  right 
posterior  and  lateral  portions  of  the  right  lower 
lung  field,  not  cleared  with  coughing.  The 
heart  was  normal  in  size,  rate  73  per  minute; 
the  blood  pressure  was  180/100  mm.  Hg.  The 
electrocardiogram  showed  normal  sinus  rhythm 
and  left  axis  deviation.  Bronchoscopy  on 
April  8,  1954,  gave  normal  results,  and  washings 
aspirated  during  the  examination  showed  no 
disease.  Roentgenograms  of  the  chest  revealed 
a well-circumscribed  rounded  density  measuring 
approximately  91/*  cm.  in  its  greatest  diameter, 
situated  anteriorly  in  the  right  paracardiac 
region  (Fig.  1,  A and  B).  Roentgenography  and 
roentgenoscopy  of  the  esophagus  gave  normal 
results;  no  gastrointestinal  and  colonic  studies 
were  made.  Angiocardiograms  made  on  April 
16,  1954,  revealed  a large,  nonopacified,  homo- 
geneous mass  in  the  right  paracardiac  area 
causing  slight  deviation  of  the  heart  to  the  left 
and  minor  compression  of  the  pulmonary 
vasculature  of  the  right  lower  lobe  (Fig.  1,  C 
and  D). 

Exploratory  thoracotomy  on  April  16,  1954, 
revealed  a large  tumor  located  anteriorly  in  the 
right  costophrenic  angle.  This  was  dissected 
free  into  the  sulcus,  and,  at  first,  it  was  thought 
to  be  a large  lipoma,  but  actually  it  was  caused 
by  herniation  of  omentum  and  colon  through  a 
defect  in  Morgagni’s  space.  The  peritoneal 
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FIGURE  1.  Case  1.  (A)  Frontal  teleroentgenogram  of  chest  showing  large  homogenous  mass  adjacent 
to  right  cardiophrenic  border  of  heart.  (B)  Lateral  roentgenogram  of  chest  showing  anterior  retrosternal 
location  of  mass.  (C)  Frontal  angiocardiogram  showing  slight  displacement  of  right  atrium  and  heart 
toward  left  hemithorax.  Also  slight  compression  of  pulmonary  arterial  blood  supply  of  right  lower  lobe. 
(D)  Lateral  angiocardiogram  of  structures  of  right  side  of  heart  showing  that  hernia  anterior  to  heart. 


covering  of  this  hernial  sac  was  opened,  and 
omentum  and  colon  were  found  within  it. 
These  were  easily  reduced  into  the  peritoneal 
cavity.  The  neck  of  the  sac  was  transfixed  and 
ligated,  and  the  redundant  sac  was  excised. 
The  defect  was  then  closed  by  suturing  the  dia- 
phragm to  the  posterior  chest  wall  along  the 
lower  costal  margin  and  behind  the  xiphoid. 

Postoperative  roentgenograms  of  the  chest 
revealed  right  basilar  atelectasis  and  effusion. 
The  patient  had  a moderately  febrile  course  for 
the  first  two  postoperative  days,  during  which 
time  his  lungs  showed  mild  congestion,  which 
cleared  on  vigorous  coughing.  On  the  third 
postoperative  day,  atrial  fibrillation  at  a mod- 


erate rate  was  noted.  The  patient  was  given 
digitalis  over  the  next  forty-eight  hours  and 
kept  on  bed  rest;  forty-eight  hours  following 
this,  he  reverted  to  normal  sinus  rhythm. 
Digitalis  was  discontinued  after  four  days.  The 
patient  was  discharged  on  April  25,  1954.  A 
chest  film  prior  to  discharge  showed  consider- 
able pleural  reaction  of  the  right  lower  thorax; 
otherwise,  the  patient’s  condition  was  satisfac- 
tory. A year  and  a half  later,  the  patient  was 
readmitted  for  a right  intracapsular  lens  extrac- 
tion with  superior  sector  iridectomy.  The 
roentgenogram  of  the  chest  at  this  time  showed 
normal  results.  He  has  remained  well  and  was 
last  seen  in  the  eye  clinic  on  January  18,  1966. 


I 
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FIGURE  2.  Case  2.  (A)  Frontal  teleroentgenogram'of  chest  showing  scoliosis  of  spine,  enlargement  of 
cardiac  silhouette,  and  radiolucent  shadows  along  left  border  of  heart.  (B)  On  lateral  view,  large  rounded 
lower  retrosternal  mass  also  contains  radiolucent  shadows  of  bowel.  (C)  Barium  enema  studies  show  large- 
bowel  herniation  through  left  side  of  diaphragm.  (D)  Frontal  angiocardiogram  shows  intact  cardiovascular 
structures  at  right  side  of  heart  displaced  laterally  toward  left  hemithorax.  (E)  Frontal  angiocardiogram 
also  showing  displacement  and  rotation  of  structures  of  left  side  of  heart. 


Case  2.  Huge  left  diaphragmatic  hernia 
through  space  of  Morgagni  simulating  anterior 
mediastinal  tumor.  A sixty-one-year-old  woman 
was  admitted  on  February  2,  1951,  with  com- 
plaint of  chest  tumor.  She  had  been  in  good 
health  until  three  months  prior  to  admission,  at 
which  time  she  noted  the  onset  of  dyspnea  on 
exertion,  orthopnea,  and  occasional  tightness  in 
the  neck.  There  was  an  8-pound  weight  loss  dur- 
ing this  period.  Conventional  roentgenograms 
of  the  chest  made  prior  to  admission  to  the  hos- 
pital showed  a left  anterior  mediastinal  mass. 
Despite  the  presence  of  bowel  in  the  mass  (Fig. 
2,  A,  B,  and  C),  angiocardiograms  were  made  on 
January  23,  1951,  and  revealed  a nonvascular 
anterior  mediastinal  mass  situated  close  to,  in 
front  of,  and  to  the  left  of  the  heart  and  readily 
distinguishable  because  of  radiolucent  bowel 
shadows  from  its  borders  (Fig.  2,  D,  E,  F,  and 
G). 


Physical  examination  revealed  a well-de- 
veloped and  well-nourished  woman  in  no  dis- 
tress. The  thorax  was  scoliotic  with  the  con- 
vexity of  the  spine  to  the  right  and  with  moder- 
ate kyphosis  (Fig.  2A).  In  the  erect  position, 
there  was  a slight  decrease  in  the  breath  sounds 
of  the  left  lung.  The  abdomen  had  no  palpable 
masses  and  was  not  tender.  The  liver  was  felt 
3 cm.  below  the  right  costal  margin.  The  heart 
was  normal  in  size,  and  the  blood  pressure  was 
160/100  mm.  Hg.  The  electrocardiogram 
showed  normal  sinus  rhythm,  rate  90,  and  left 
axis  deviation.  A barium  enema  revealed  left 
diaphragmatic  herniation  of  a portion  of  the 
transverse  colon  and  sigmoid  flexure  (Fig.  2C). 
On  March  1,  1951,  exploration  revealed  the 
diaphragmatic  defect  to  be  2 to  3 cm.  in  width 
and  8 to  10  cm.  in  length.  The  transverse 
colon  extended  into  the  left  thorax  through  the 
foramen  of  Morgagni  and  reached  anteriorly 
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FIGURE  2.  Case  2.  ( Continued ) (F)  Lateral  angiocardiogram  of  right  side  of  heart  showing  anterior  lo- 

cation of  hernia.  (G)  Lateral  angiocardiogram  of  left  side  of  heart  also  showing  intact  cardiovascular 
structures  and  anterior  position  of  hernial  mass. 


over  the  heart  for  a distance  of  12  to  15  cm.  It 
was  easily  reduced  from  the  hernial  sac.  There 
was  some  extension  of  the  hernial  sac  to  the  right 
hemithorax  giving  it  a “Y”  configuration.  The 
entire  hernial  sac  was  excised,  delivered  from 
the  mediastinum,  and  the  diaphragm  repaired. 
Gross  examination  of  the  hernial  mass  revealed 
the  wall  of  the  sac  to  be  thin  and  transparent 
with  a smooth,  glistening  outer  surface.  The 
inner  surface  was  covered  with  a thin  coat  of 
blood  and  in  some  areas  a small  amount  of  fat. 
The  patient’s  postoperative  course  was  unevent- 
ful, and  she  was  discharged  on  March  11,  1951. 
She  has  regularly  attended  the  outpatient  clinic. 
She  was  readmitted  on  April  17,  1956,  because  of 
pruritic  eczematoid  eruption  over  the  entire 
upper  extremities,  and  after  steroid  therapy 
she  improved  and  was  discharged  on  May  9, 
1956.  The  roentgenogram  of  the  chest  at  this 
time  showed  normal  findings.  She  has  re- 
mained well;  her  last  visit  to  the  clinic  was  on 
July  27,  1966. 

Case  3.  Huge  left  diaphragmatic  hernia  with 
absence  of  pulmonary  circulation  of  left  lung.  A 
forty-nine-year-old  woman  was  admitted  on 
June  1 1 , 1954,  with  complaint  of  hernia  of  left  side 
of  the  chest.  This  was  discovered  during  her 
second  pregnancy,  twenty  years  prior  to  admis- 
sion, when  she  developed  dyspnea  and  a severe 
cough.  Gestation  continued  uneventfully,  and 
postpartum  roentgen  studies  revealed  herniation 
of  the  left  side  of  the  diaphragm  with  filling  of  the 
entire  left  thorax  with  intestinal  contents. 


Since  that  time  she  has  had  moderate  restric- 
tion of  activity  because  of  dyspnea,  which  oc- 
curred especially  when  lying  supine  or  on  the 
right  side.  She  had  also  had  attacks  of  pain  in 
the  left  side  of  the  chest  following  overeating 
or  undue  physical  activity.  During  the  six 
months  prior  to  admission,  the  chest  pain  had 
increased  considerably.  She  denied  cough, 
hemoptysis,  palpitation,  or  ankle  edema.  She 
had  been  overweight  for  many  years. 

Physical  examination  revealed  a well-de- 
veloped obese  woman  in  moderate  distress  from 
dyspnea  in  the  supine  position  but  in  no  distress 
when  erect.  The  lungs  were  resonant  through- 
out, but  there  were  markedly  diminished  breath 
sounds  over  the  entire  left  hemithorax  where 
there  were  numerous  borborygmous  sounds. 
Wheezes  and  rhonchi  were  also  heard  over  the 
entire  right  lung.  There  was  a marked  shift  of 
the  mediastinum  to  the  right.  Roentgeno- 
grams of  the  chest  revealed  the  entire  left  hemi- 
thorax to  be  filled  with  bowel,  apparently  caused 
by  a huge  hernia  of  the  left  side  of  the  diaphragm 
causing  cardiac,  tracheal,  and  mediastinal  shift 
into  the  right  hemithorax  (Fig.  3,  A and  B).  A 
gastrointestinal  series  showed  almost  the  entire 
small  and  large  bowel  within  the  left  hemithorax. 
No  left  lung  was  discernible  (Fig.  3,  C and  D). 
Only  the  stomach  was  in  the  abdomen,  and  it 
extended  into  the  pelvis  (Fig.  3 E).  Barium 
enema  also  revealed  a tortuous  and  redundant 
sigmoid.  The  descending  colon  was  in  the  pos- 
terior portion  of  the  abdomen  and  proceeded  up- 
ward and  curved  anteriorly  with  the  cecum  in 
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FIGURE  3.  Case  3.  (A)  Frontal  teleroentgenogram  of  chest  showing  rounded  translucent  configuration 
of  bowel  in  left  hemithorax  with  marked  displacement  of  heart  and  mediastinal  structures  into  right  hemi- 
thorax.  (B)  Lateral  conventional  roentgenogram  of  chest  shows  coils  of  intestine  obscuring  heart  and  lungs. 
(C)  Barium  study  shows  practically  entire  small  intestine  in  left  hemithorax.  (D)  When  large  bowel  becomes 
opacified,  it,  too,  occupies  left  hemithorax.  (E)  Only  stomach  and  duodenum  appear  to  be  in  stomach 
and  pelvis,  respectively. 


the  upper  anterior  aspect  of  the  left  hemithorax. 
The  mucosal  pattern  of  the  bowel  was  normal, 
and  there  was  complete  but  delayed  emptying 
of  the  colon  on  postevacuation  studies  (Fig.  3, 
C,  D,  and  E). 

Angiocardiography  on  June  18,  1954,  revealed 
absence  of  the  left  lung  without  visualization  of 
the  left  pulmonary  (arterial  and  venous)  circula- 
tion, either  because  of  a compressed  atelectatic, 
nonfunctioning  lung  or  agenesis  of  the  left  lung 
(Fig.  3,  F and  G).1  Repair  of  the  hernia  was 
considered  to  be  too  hazardous,  and  so  the 
patient  was  discharged  on  June  19,  1954.  Ten 


years  later,  she  was  readmitted  for  enucleation 
of  the  left  eye  for  a malignant  melanoma.  The 
gastrointestinal  complaints  and  roentgen  studies 
of  the  chest  and  bowels  were  unchanged.  The 
postoperative  course  following  the  eye  surgery 
was  uneventful,  and  the  patient  was  discharged 
on  October  19,  1964.  She  died  on  May  26, 1966, 
of  cerebral  metastases;  permission  for  post- 
mortem examination  was  refused. 

Case  4.  Cardiospasm  mistaken  for  mediastinal 
tumor.  A fifty-four-year-old  woman  was  re- 
ferred from  a neighboring  hospital  with  a diag 
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FIGURE  3.  Case  3.  ( Continued ) (F)  Frontal  angiocardiogram  shows  marked  displacement  of  structures 

at  right  side  of  heart  into  right  hemithorax.  Note  absence  of  left  pulmonary  artery.  (G)  Structures  at  left 
side  of  heart  also  deviated  toward  right  hemithorax.  Note  absence  of  left  pulmonary  venous  circulation. 


nosis  of  mediastinal  tumor  on  February  27, 
1948.  Her  chief  complaint  was  a mass  and  pro- 
gressive swelling  in  the  lower  anterior  side  of  the 
neck  five  weeks  prior  to  admission.  A week 
later,  after  eating,  the  patient  had  two  episodes 
of  choking  with  shortness  of  breath;  relief  was 
obtained  only  through  emesis.  Prior  to  admis- 
sion, she  also  had  had  occasional  attacks  of 
dyspnea,  wheezing,  and  choking  sensations 
lasting  a few  hours.  There  was  also  slight  inter- 
mittent, transient,  dull  pain  in  the  lower  part 
of  the  neck.  The  patient  had  noticed  an  in- 
crease in  perspiration,  but  this  was  not  accom- 
panied by  nervousness,  tremor,  or  palpitations. 
There  was  a 5-pound  weight  loss  without  as- 
sociated anorexia. 

Physical  examination  revealed  a well-de- 
veloped and  well-nourished  woman  in  no  dis- 
tress. Other  physical  findings  were  essentially 
negative  with  the  exception  of  a soft,  poorly  de- 
fined, nontender  mass  in  the  suprasternal  notch, 
moving  with  deglutition,  and  not  attached  to  the 
skin.  There  was  no  tracheal  deviation  or  bruits, 
and  the  thyroid  gland  was  not  enlarged.  Roent- 
genogram of  the  chest  revealed  a markedly 
widened  cardiac  shadow,  especially  along  the 
border  of  the  right  side  (Fig.  4 A).  On  lateral 
examination,  a large,  rounded,  sharply  deline- 
ated shadow  was  seen  to  overlap  the  dorsal 
vertebral  bodies.  An  esophagram,  made  before 
cardiospasm  was  suspected  and  without  suffi- 
cient barium  to  fill  the  esophagus,  showed  dis- 
placement and  narrowing  of  the  esophagus  in  its 
proximal  half  (Fig.  4 B).  Angiocardiography 
on  December  30,  1948,  revealed  normal  heart 
chambers  on  the  right  and  left  sides  and  great 
vessels  with  distortion  and  displacement  of  the 


pulmonary  arterial  and  venous  circulation  of 
the  right  lower  lobe.  Extending  to  the  right  of 
the  superior  vena  cava  and  the  right  atrium  for  a 
distance  of  between  1 and  3.5  cm.  was  a large 
shadow  which  did  not  opacify  (Fig.  4,  C,  D,  and 
E). 

On  January  5,  1949,  exploratory  thoracotomy 
showed  the  entire  length  of  the  esophagus  to  be 
markedly  dilated  to  a diameter  of  6 cm.  because 
of  cardiospasm.  The  operation  was  terminated, 
and  the  patient’s  postoperative  course  was 
uneventful.  An  esophagram  on  January  12, 
1949,  after  aspiration  of  food  and  fluids,  re- 
vealed marked  dilatation  of  the  esophagus 
secondary  to  cardiospasm  with  obstruction  and 
narrowing  at  the  midportion  of  the  esophagus 
(Fig.  4 F).  Surgical  correction  of  the  cardio- 
spasm was  advised,  but  the  patient  was  unwilling 
to  have  another  operation.  Accordingly,  she 
was  discharged  on  January  15,  1949. 

Almost  three  years  later,  on  November  16, 
1951,  another  esophagram  still  revealed  marked 
cardiospasm  and  dilatation  resulting  in  re- 
dundancy of  the  esophagus,  which  extended 
down  to  the  level  of  the  diaphragm  with  typical 
and  abrupt  narrowing  and  tapering  of  the  distal 
portion  of  the  esophagus  owing  to  cardiospasm. 
She  was  treated  with  antispasmodic  drugs  but 
failed  to  improve  and  died  at  home  on  January 
22,  1953;  the  immediate  cause  of  death  was  not 
ascertained. 

Case  5.  Cardiospasm  and  mitral  stenosis.  A 
thirty-nine-year-old  man  was  first  admitted  on 
June  21,  1945,  with  chief  complaint  of  delay  of 
passage  of  food  into  the  stomach.  Throughout 
his  life,  the  patient  had  had  this  discomfort. 
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FIGURE  4.  Case  4.  (A)  Frontal  teleroentgenogram  of  chest  showing  enlargement  of  cardiac  silhouette. 
However,  border  of  right  side  of  heart  sharply  demarcated  from  granular-appearing  shadow  in  right  hemi- 
thorax.  (B)  Lateral  esophagram  showing  partial  filling,  due  to  insufficient  barium,  of  anterior  wall  of  huge 
retrocardiac  mass  (arrow).  (C)  Frontal  angiocardiogram  showing  intact  structures  of  right  side  of  heart 
(arrow),  slightly  displaced  laterally  by  nonvascular  granular  mass.  (D)  Frontal  angiocardiogram  showing 
distortion  and  crowding  of  right  lower  pulmonary  arterial  vasculature.  (E)  Similarly,  there  is  distortion 
of  course  of  inferior  branch  of  right  pulmonary  artery.  (F)  Esophagram,  made  following  convalescence 
from  exploratory  thoracotomy,  shows  huge  dilated  esophagus  containing  food  characteristic  of  cardio- 
spasm. 


Six  months  prior  to  admission,  he  had  noted 
difficulty  in  inspiring  deeply.  Two  months  prior 
to  admission,  while  playing  tennis,  he  had  felt 
his  heart  skip  a beat.  An  electrocardiogram 
showed  a few  premature  beats;  incidental  fluoros- 
copy revealed  a large,  elongated  shadow  adja- 
cent to  the  heart  on  the  right  side  extending  well 
into  the  right  lung  field  well  below  the  dia- 
phragm. The  mass  was  noted  to  have  a fairly 
thick  wall  and  to  contain  both  fluid  and  solid 
material,  thus  giving  it  a rather  irregular  and 
speckled  appearance.  Barium  study  revealed 
cardiospasm  with  a grossly  dilated  esophagus. 
He  was  treated  with  antispasmodic  drugs,  ap- 
peared to  be  improved,  and  was  discharged  on 
June  30,  1945. 

On  May  9,  1960,  fifteen  years  later,  he  was 
readmitted  with  complaint  of  heart  disease. 
There  had  been  no  history  of  rheumatism,  and 
cardiac  murmurs  had  not  been  elicited  during 
his  previous  admission  in  1945.  In  1952  he  first 


had  had  pain  between  his  scapulae  which  did  not 
disappear  with  rest.  At  that  time,  in  another 
hospital,  physical  examination  including  an 
electrocardiogram  and  roentgenograms  of  the 
chest  had  been  normal.  For  the  next  six  years, 
the  patient  remained  asymptomatic  until  Octo- 
ber, 1958,  when,  while  playing  golf,  he  noticed 
extreme  dyspnea  and  orthopnea.  He  was  again 
seen  at  another  hospital  where  he  was  given 
digitalis,  and  for  the  next  year  and  a half  he 
improved.  For  two  months  prior  to  the  present 
admission,  the  patient  had  noted  marked 
dyspnea  and  a mildly  productive  cough.  He 
was  also  unable  to  walk  up  one  flight  of  stairs 
and  had  orthopnea,  using  2 to  3 pillows.  Weight 
loss  was  approximately  20  pounds  over  a period 
of  six  months.  In  addition,  he  complained  of 
occasional  regurgitation  of  food  and  choking, 
especially  when  lying  supine.  He  also  had 
fever  toward  evening. 

Physical  examination  revealed  a thin  white 
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FIGURE  5.  Case  5.  (A)  Frontal  teleroentgenogram  of  chest  showing  huge  cardiac  silhouette  almost 
reaching  right  lateral  border  of  thorax.  Lungs  plethoric  and  granular-appearing  mass  along  right  contour 
of  heart.  (B)  Esophagram  discloses  hugely  dilated  esophagus.  (C)  Lower  end  of  esophagus  has  classical 
“bird  beak”  deformity  of  cardiospasm.  (D)  Frontal  angiocardiogram  showing  normal-sized  right  atrium, 
enlargement  of  right  ventricle,  and  pulmonary  artery.  (E)  Frontal  angiocardiogram  showing  enlarged, 
homogeneously  opacified  left  atrium  (arrow),  and  normal-sized  left  ventricle  of  mitral  stenosis. 


man.  The  neck  veins  were  slightly  distended. 
There  was  hyperresonance  to  percussion  over 
the  anterior  chest  wall.  The  left  border  of  car- 
diac dullness  was  at  the  anterior  axillary  line  in 
the  sixth  intercostal  space,  11  cm.  from  the  mid- 
sternal  line.  The  rhythm  was  irregular,  atrial 
fibrillation,  at  a rate  of  68.  There  was  a cre- 
scendo, Grade  II,  presystolic  rumble  heard  at  the 
apex.  The  roentgenogram  of  the  chest  showed  a 
huge  cardiac  silhouette  reaching  almost  to  the 
right  axilla,  pulmonary  congestion,  and  oblitera- 
tion of  the  left  costophrenic  sulcus  (Fig.  5 A). 
Esophagraphy  showed  a hugely  dilated,  tortu- 
ous, and  redundant  esophagus  (Fig.  5 B)  with 
the  classical  “bird  beak”  deformity  of  cardio- 
spasm (Fig.  5 C). 

Following  admission,  the  patient  was  treated 
by  frequent  lavage  of  the  esophagus.  Once  the 
esophagus  emptied,  the  patient’s  white  blood 


count  fell  to  normal  and  he  became  afebrile. 
On  May  5,  1960,  gastrostomy  was  done,  and  on 
the  second  postoperative  day  he  began  having 
liquid  feedings  through  this.  On  this  regimen, 
the  patient  began  to  gain  weight.  Angiocardiog- 
raphy on  May  17,  1960,  disclosed  enlargement 
of  the  right  ventricle,  pulmonary  artery,  and 
left  atrium  (Fig.  5,  D and  E).  On  May  31, 
1960,  mitral  valvuloplasty  through  the  left 
atrial  appendage  was  done.  Postoperatively, 
the  electrocardiogram  and  roentgenograms  of 
the  chest  gave  normal  findings.  His  progress 
was  satisfactory,  but  another  esophagram  made 
on  June  13,  1960,  still  showed  cardiospasm  with 
complete  retention  of  food  at  the  end  of  one 
hour.  The  patient,  therefore,  was  kept  on 
gastrostomy  feedings  with  the  exception  of  being 
permitted  to  drink  clear  liquids  by  mouth.  The 
esophagus  was  lavaged  regularly  until  a clear 
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return  was  secured.  He  was  discharged  with  the 
gastrostomy  tube  in  place  on  June  22,  1960. 

He  was  readmitted,  four  months  later,  on 
September  19, 1960,  with  complaints  of  fever  and 
sudden  onset  of  vomiting.  Physical  examina- 
tion showed  atrial  fibrillation  at  rate  of  105,  a 
harsh  systolic  (Grade  II)  murmur  at  the  apex, 
and  the  enlargement  of  the  heart.  The  liver  was 
also  enlarged  4 cm.  below  the  right  costal 
margin.  The  gastrostomy  tube  was  function- 
ing. The  patient  was  given  digitalis  until  the 
rate  of  fibrillation  slowed,  but  he  failed  to  con- 
vert to  normal  sinus  rhythm.  By  the  fifteenth 
hospital  day,  the  patient  was  sufficiently  im- 
proved to  undergo  reoperation.  A Heller’s 
procedure  was  performed  on  October  6,  1960,  for 
atresia  of  the  esophagogastric  junction  and  was 
followed  by  pyloroplasty  and  gastrostomy. 
The  postoperative  course  was  stormy,  with 
fever,  dizziness,  and  tarry  stools  on  the  tenth 
postoperative  day.  He  was  given  a transfusion, 
and  on  November  4, 1960,  he  appeared  improved 
and  was  discharged.  He  was  readmitted  on 
December  6,  1960,  two  months  later,  with  com- 
plaint of  discharge  from  the  operative  wound, 
and  when  this  was  drained,  he  was  again  dis- 
chax'ged  after  a stay  of  eighteen  days. 

On  June  15,  1961,  six  months  later,  the  pa- 
tient was  readmitted  for  the  fifth  time,  with 
complaint  of  vomiting,  anorexia,  and  weight 
loss.  On  July  19,  1961,  esophagoscopic  ex- 
amination showed  mega-esophagus,  esophagitis 
in  the  lower  half  of  the  esophagus,  and  stricture 
of  the  lower  esophagus.  On  October  3,  1961,  he 
was  again  readmitted  with  complaints  of  diffi- 
culty in  swallowing  solid  foods  and  fatigue. 
Five  months  prior  to  admission,  he  had  de- 
veloped a cough,  pneumonia,  and  anorexia.  He 
had  been  treated  with  antibiotics,  blood  trans- 
fusions, albumin,  and  daily  esophageal  aspira- 
tions. Esophagoscopy  revealed  a lower  esoph- 
ageal stricture  with  mega-esophagus  and 
esophagitis.  His  weight  was  only  106  pounds. 
On  November  13,  1961,  he  underwent  a gas- 
trostomy. Nine  days  later,  the  patient  de- 
veloped dyspnea  and  cyanosis  due  to  pulmonary 
edema.  He  was  treated  with  diuretics,  oxygen, 
and  morphine,  and  improved.  He  was  dis- 
charged on  November  29,  1961. 

The  patient’s  seventh  hospital  admission  was 
on  F ebruary  25, 1962,  with  complaint  of  dyspnea 
of  eight  months  duration.  A permanent  gas- 
trostomy was  made  on  February  26,  1962,  with 
insertion  of  a tube  of  the  Barnes-Redo  type.1 
The  postoperative  course  was  uneventful,  and 
the  patient  improved  and  was  discharged  on 
March  6,  1962.  Further  follow-up  data  were 
unavailable. 

Comment 

Despite  massive  displacement  of  the 
heart  and  cardiovascular  system  by  dia- 
phragmatic hernias  and  cardiospasm,  only 
1 patient,  Case  3,  showed  serious  im- 
pairment of  the  pulmonary  circulation  of 


the  affected  lung  (Fig.  3,  F and  G).  In 
this  patient,  who  lived  to  the  age  of  sixty- 
one  years,  the  entire  left  lung  was  either 
congenitally  absent,  and  the  herniation  of 
most  of  the  abdominal  organs  an  associated 
lesion,2  or  else  pressure  of  the  diaphrag- 
matic hernia  caused  complete  atelectasis 
and  avascularity  of  the  left  lung.  Because 
only  the  right  lung  was  functioning,  con- 
trast study  of  the  trachea  and  left  main 
bronchus  to  definitively  establish  agenesis 
of  the  left  lung  appeared  hazardous  and  was 
not  recommended.  Case  5 with  cardio- 
spasm of  many  years  duration  developed 
hemodynamic  difficulties  owing  to  tight 
mitral  stenosis  (Fig.  5,  D and  E).  Despite 
some  improvement  following  valvuloplasty, 
dysphagia,  aspiration  pneumonitis,3  and 
cachexia  continued  and  were  uninfluenced 
by  esophageal  and  gastric  operations. 

Cases  1 and  2 had  hernias  through  the 
Morgagni’s  spaces  into  the  right  and  left 
hemithorax,  respectively,  which  at  first 
glance  appeared  to  be  mediastinal  tumors 
rather  than  hernias.  Their  diagnosis  be- 
came evident  after  barium  gastrointestinal 
studies.  Angiocardiography  in  these  2 pa- 
tients was  chiefly  of  academic  value  by 
showing  that  although  the  hernias  were  in 
the  right  and  left  sides  of  the  diaphragm, 
they  lay  anterior  to  the  heart  (Figs.  ID  and 
2,  F and  G).  Reduction  of  the  hernias, 
excision  of  the  hernial  sacs,  and  repair  of 
the  diaphragmatic  defects  were  curative. 
Although  cardiospasm  was  unsuspected  in 
Case  4,  the  clinical  complaints  were  classical 
of  the  disease,  and  the  esophagram,  even 
though  the  initial  one  was  unsatisfactory 
because  of  retained  food,  fluid,  and  in- 
sufficient barium,  should  have  also  sug- 
gested the  diagnosis.  In  this  case,  angio- 
cardiography showed  only  a nonopacified 
right-sided  mediastinal  mass  and  tended  to 
obscure  rather  than  aid  the  diagnosis  of 
cardiospasm.  Finally,  in  the  last  patient, 
Case  5,  the  cardiospasm  rather  than  the 
mitral  stenosis  was  eventually  the  cause  of 
respiratory  disability  and  cachexia.  The 
bouts  of  fever,  dyspnea,  and  pulmonary 
edema  were  apparently  aggravated  by  as- 
piration pneumonia,  a frequent  compli- 
cation of  cardiospasm. 3 

Only  1 of  the  3 patients  with  diaphrag- 
matic hernia  studied  angiocardiographi- 
cally,  and  previously  reported  from  this 
center  during  the  past  fifteen  years,  had 
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cardiopulmonary  distress.  She  was  a fifty- 
three-year-old  woman  who  had  developed  a 
large  hernia  of  the  left  side  of  the  diaphragm 
following  chest  trauma.  Anomalous  pul- 
monary venous  drainage  of  the  right  lung 
into  the  inferior  vena  cava  had  been  unsus- 
pected. When  this  diagnosis  was  established 
by  angiocardiography  and  an  atrial  septal  de- 
fect ruled  out  by  cardiac  catheterization, 
repair  of  the  left-sided  hernia  alleviated  the 
dyspnea.4  Another  seventy-four-year-old 
man  with  a hernia  of  the  left  side  of  the  dia- 
phragm located  anteriorly  to  the  heart  was 
described  in  1951s;  subsequently,  reduction 
and  repair  of  the  left  hernia  which  had  devel- 
oped via  the  space  of  Morgagni  was  curative. 
A case  of  a patient  with  a para-esophageal 
hernia  associated  with  aspiration  (mineral 
oil)  pneumonitis  was  also  published  in 
I960.6  Deformity  of  the  pulmonary  cir- 
culation of  the  affected  segments  of  the 
lower  lobe  of  the  left  lung  was  demonstrated 
by  angiocardiography.  Subsidence  of  the 
pneumonitis  followed  the  banning  of  in- 
gestion of  mineral  oil  laxatives  and  has 
made  repair  of  the  hernia  unnecessary.7 

Conclusions 

Although  angiocardiography  is  unneces- 
sary for  diagnosis  of  diaphragmatic  hernia 
and  cardiospasm,  it  is  capable  of  demon- 
strating their  effects  on  the  cardiovascular 
system.  When  hernias  and  cardiospasm 
are  seen  as  mediastinal  tumors,  little  is 
accomplished  when  angiocardiography  dem- 
onstrates a nonvascular  mass.  Indeed, 
in  almost  every  case  of  mediastinal  tumor, 
routine  gastrointestinal  studies  are  neces- 
sary to  exclude  diaphragmatic  hernias  and 
cardiospasm,  and  such  a recommendation 
should  be  routinely  included  in  the  inter- 
pretation of  the  conventional  roentgeno- 
graphic  studies  of  the  chest. 

In  a patient  with  absence  of  the  left  pul- 
monary circulation,  either  due  to  agenesis 
or  atelectasis  of  the  left  lung  because  of 
pressure  of  a huge  hernia,  of  the  left  side  of 


the  diaphragm  angiocardiography  was  un- 
able to  establish  the  definitive  diagnosis. 
Bronchography  to  determine  whether  or  not 
the  left  bronchus  was  also  absent  seemed  too 
hazardous.  However,  since  the  patient 
lived  to  the  age  of  sixty-one  years  and  died  of 
unrelated  metastatic  melanoma,  differen- 
tiation between  agenesis  or  atelectasis  of 
the  left  lung  was  of  academic  rather  than  of 
practical  importance.  In  another  patient 
who  had  the  sudden  onset  of  dyspnea  fol- 
lowing the  development  of  hernia  of  the 
left  side  of  the  diaphragm  after  trauma, 
diagnosis  of  anomalous  pulmonary  venous 
drainage  of  the  right  lung  into  the  inferior 
vena  cava  with  an  intact  atrial  septal  defect 
was  established  by  angiocardiography.  By 
showing  that  the  dyspnea  was  caused  by 
the  hernia  of  the  left  side  and  not  the  car- 
diovascular anomaly,  repair  of  the  dia- 
phragmatic hernia  was  recommended  and 
was  followed  by  alleviation  of  dyspnea.  A 
patient  with  long-standing  cardiospasm 
complicated  by  mitral  stenosis  also  had  al- 
leviation of  disabling  hemodynamic  symp- 
toms following  mitral  valvuloplasty,  but 
dysphagia  and  aspiration  pneumonitis  pro- 
gressed and  were  not  helped  by  several 
surgical  procedures  which  failed  to  halt  the 
relentless  progress  of  the  cardiospasm. 
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T he  lung  is  particularly  vulnerable  to  the 
effects  of  acceleration  because  it  contains 
fluids  of  very  different  densities,  blood  and 
air.  In  possible  future  manned  interplane- 
tary flights,  escape  from  gravitational  fields 
which  are  many  times  larger  than  on  earth 
might  require  an  initial  acceleration  which 
cannot  be  tolerated  by  a man  with  gas-filled 
lungs.  However,  an  astronaut  with  liquid- 
filled  air  spaces  and  suspended  in  liquid, 
much  like  a mammalian  fetus  floating  in 
amniotic  fluid,  should  be  capable  of  with- 
standing short  periods  of  very  large  ac- 
celeration and  deceleration.  Margaria, 
Gualtierotti,  and  Spinelli1  have  tested  this 
hypothesis.  Pregnant  rats,  placed  in  an 
open  steel  cylinder  containing  water,  were 
subjected  to  deceleration  by  abruptly 
stopping  the  cylinder  after  a free  fall.  The 
adult  rats  with  air-filled  lungs  died  instantly, 
but  the  fetuses  delivered  surgically  immedi- 
ately after  a calculated  deceleration  of 
10,000  g survived  and  developed  normally. 
Can  an  adult  mammal  retrace  his  evolution 
and  survive  in  a strictly  aqueous  environ- 
ment? If  so,  one  of  the  most  difficult  prob- 
lems in  human  exploration  of  outer  space 
could  perhaps  be  solved. 

In  a physical  sense,  air  and  water  are 
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both  fluids.  Qualitatively  it  makes  little 
difference  whether  a breathing  mixture  con- 
sists of  water  or  air,  but  there  are  large 
quantitative  differences.  The  diffusion  of 
oxygen  and  carbon  dioxide  in  water  is  ap- 
proximately 6,000  times  slower  than  in  air 
under  similar  conditions.  A volume  of 
water  at  37  C.  contains  44  times  less  oxygen 
and  1.8  times  less  carbon  dioxide  than  a 
similar  volume  of  air  at  a given  partial  pres- 
sure. The  force  required  for  laminar  flow 
of  water  through  a system  of  tubes  such  as 
the  trachea  and  bronchi  is  approximately 
36  times  greater  than  for  a similar  flow  of 
air.  Turbulence,  which  greatly  increases 
the  pressure  required  for  a given  flow, 
occurs  in  water  at  linear  velocities  that  are 
approximately  27  times  smaller  than  in  air. 

All  animal  life  is  believed  to  have  origi- 
nated in  water,  and  the  ancestors  of  con- 
temporary air-breathing  animals,  including 
man,  are  presumed  to  have  been  water- 
breathing creatures.  Yet,  in  spite  of  the 
apparent  advantages  of  air  over  water  as  a 
respiratory  medium,  most  fish  do  not  sur- 
vive very  long  when  taken  out  of  their  nat- 
ural habitat.  For  one  thing,  they  cannot 
conserve  body  water  in  an  essentially  dry 
environment,  and  the  acquisition  of  this 
faculty  must  have  been  one  of  the  major 
adaptations  required  for  animal  life  on  land. 
In  addition,  most  contemporary  fish  face 
serious  respiratory  problems  when  taken 
out  of  water  and  seem  to  suffocate  despite 
the  relatively  high  oxygen  content  of  air. 
This  apparent  paradox  is  a result  of  the  deli- 
cate structure  of  gills  which  are  not  mechan- 
ically stable  in  air  and  tend  to  collapse  so 
that  not  enough  area  remains  available  for 
gas  exchange.  Mammals  submerged  in 
water  also  die  from  lack  of  oxygen,  but  for 
different  reasons.  Water  exposed  to  air  at 
sea  level  is  oxygen  poor  and  contains  less 
than  7 ml.  of  dissolved  oxygen  per  liter, 
whereas  the  air  contains  approximately  200 
ml.  of  oxygen  per  liter.  The  oxygen  con- 
tent of  water  is  thus  equivalent  to  a gas 
mixture  with  approximately  0.7  per  cent 
oxygen,  at  sea  level,  which  contains  the 
same  number  of  oxygen  molecules  in  1 L.  as 
air  at  an  altitude  of  more  than  70,000  feet. 
In  addition,  drowning  mammals  may  inhale 
water,  and  the  transfer  of  water  and  dis- 
solved substance  across  the  alveolar  mem- 
brane can  damage  the  lung  tissues  and 
cause  fatal  alterations  in  the  volume  and 
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composition  of  the  body  fluids.  This  is  be- 
cause of  the  fact  that  water  inhaled  by  a 
drowning  individual  usually  has  a composi- 
tion quite  different  from  that  of  blood. 
However,  since  no  significant  net  transfer  of 
either  water  or  solutes  occurs  across  a semi- 
permeable  membrane  separating  two  nearly 
identical  solutions,  no  great  harm  would  be 
expected  to  result  from  filling  the  lungs  with 
a solution  containing  salts  in  concentrations 
similar  to  the  ones  that  are  normally  found 
in  blood  plasma,  provided  the  animal,  some- 
how, would  be  able  to  obtain  enough  oxygen 
and  eliminate  adequate  amounts  of  carbon 
dioxide. 

Experiments  with  mice 

According  to  Henry’s  law,  the  amount  of 
gas  dissolved  in  a liquid  is  directly  propor- 
tional to  the  partial  gas  pressure  on  the  gas- 
liquid  interface  at  equilibrium.  A volume 
of  isotonic  salt  solution  equilibrated  with 
oxygen  at  a pressure  of  8 atmos.  (atmos- 
pheres) absolute  (approximately  100 
pounds  per  square  inch  above  atmospheric 
pressure)  contains  an  approximately  equal 
number  of  oxygen  molecules  as  the  same 
volume  of  air  at  sea  level.  On  the  basis  of 
such  considerations,  I wondered  whether  or 
not  submerged  mammals  would  survive  if 
they  were  able  to  breathe  a suitable  pres- 
sure-oxygenated salt  solution  instead  of  air. 
The  first  crucial  experiments  along  these 
lines  were  performed  in  1961,  at  the  Uni- 
versity of  Leiden,  The  Netherlands.2  Mice 
were  submerged  in  water  in  which  various 
salts  had  been  dissolved  in  similar  concen- 
trations as  normally  present  in  the  blood. 
This  salt  solution  was  charged  with  oxygen 
at  a pressure  of  8 atmos.  absolute  in  a small 
pressure  chamber  with  transparent  walls. 
The  mice  were  then  introduced  into  the 
chamber  through  a lock  which  resembled 
the  escape  hatch  of  a submarine.  A grid 
below  the  water  level  in  the  partly  filled 
chamber  prevented  the  mice  from  reaching 
the  surface. 

Control  mice,  submerged  in  a physiologic 
salt  solution  in  contact  with  room  air,  in- 
variably died  after  approximately  one  min- 
ute. Mice  submerged  in  a similar  salt  solu- 
tion that  had  previously  been  pressure- 
oxygenated,  however,  did  not  drown. 
They  seemed  to  rhythmically  inhale  and 
exhale  the  liquid,  and,  under  certain  condi- 


tions, continued  doing  this  for  many  hours. 
After  a short  initial  period  of  agitation,  dur- 
ing which  the  animals  apparently  tried  to 
escape,  the  mice  quieted  down  and  did  not 
seem  to  be  in  any  particular  distress. 
Their  respirations  were  slow  and  regular. 
From  time  to  time  the  animals  would  move 
around  in  the  chamber,  either  spontane- 
ously or  as  a response  to  knocking  at  the 
transparent  wall.  Eventually,  however, 
the  mice  seemed  to  lose  consciousness,  and 
finally  all  respiratory  activity  ceased.  The 
survival  time  of  these  submerged  mice,  that 
is,  the  interval  between  submersion  and  the 
last  visible  respiratory  movement,  varied 
with  the  oxygen  pressure,  the  temperature, 
and  the  chemical  composition  of  the  liquid. 
One  mouse,  the  champion  water-breathing 
mammal  to  date,  continued  to  breathe  for 
eighteen  hours  in  a balanced  salt  solution  to 
which  0.1  per  cent  THAM  (tris  (hydroxy- 
methyl) amino  methane)  had  been  added, 
at  20  C.  equilibrated  with  oxygen  at  a pres- 
sure of  8 atmos.  absolute.  THAM  is  an 
organic  buffer  which  can  minimize  the  un- 
toward effects  of  experimentally  induced 
carbon  dioxide  retention  in  animals.  The 
fact  that  addition  of  this  substance  to  the 
pressure-oxygenated  salt  solution  resulted 
in  greatly  increased  survival  times  of  the 
submerged  mice  was  interpreted  to  indicate 
that  the  liquid-breathing  mammals  had 
problems  in  eliminating  adequate  amounts 
of  carbon  dioxide. 

Evaluation.  In  a high-pressure  en- 
vironment, it  is  not  difficult  to  provide  a 
submerged  mammal  with  enough  oxygen 
since  the  partial  oxygen  pressure  in  the 
liquid  can  be  raised  at  will  to  meet  almost 
any  metabolic  demands  under  almost  any 
circumstances.  The  amount  of  carbon 
dioxide  exhaled  with  each  breath,  however, 
depends  primarily  on  the  partial  pressure 
of  carbon  dioxide  in  the  blood  flowing 
through  the  alveolar  capillaries  and  the 
solubility  of  carbon  dioxide  in  the  liquid 
present  in  the  air  spaces  of  the  lung.  The 
carbon  dioxide  partial  pressure  in  the  blood 
represents  the  balance  between  the  rate  of 
production  in  the  tissues  and  the  rate  of 
elimination  through  the  lungs.  Neither  of 
these  factors  is  affected  by  an  increased  oxy- 
gen pressure  in  the  environment.  An  iso- 
tonic salt  solution  equilibrated  with  carbon 
dioxide  at  a pressure  of  40  mm.  Hg,  such  as 
normally  exists  in  arterial  blood,  contains 
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approximately  30  ml.  of  dissolved  carbon 
dioxide  per  liter  at  37  C.,  whereas  1 L.  of 
exhaled  air  normally  contains  approxi- 
mately 50  ml.  of  carbon  dioxide.  One 
might  expect,  therefore,  that  approxi- 
mately twice  as  much  water  as  air  would 
have  to  be  exhaled  each  minute  to  dispose  of 
equal  amounts  of  carbon  dioxide.  This  im- 
plies that  a water -breathing  mammal  would 
have  to  expend  about  60  times  more  energy 
in  filling  and  emptying  his  lungs  than  an 
air-breathing  mammal,  since  in  the  absence 
of  turbulence  it  requires  approximately  36 
times  more  work  to  propel  equal  volumes  of 
water  instead  of  air  through  the  bronchial 
tubes.  If  the  flow  were  turbulent,  even 
more  work  of  breathing  would  be  required. 
Mice  submerged  in  hyperoxygenated  saline 
survived  longest  when  maintained  at  a tem- 
perature of  approximately  20  C.,  which  is 
much  lower  than  the  animals’  normal  body 
temperature  of  40  C.  Under  such  condi- 
tions, the  animals’  rate  of  metabolism,  and, 
consequently,  their  requirements  for  oxy- 
gen uptake  and  carbon  dioxide  elimination, 
are  much  lower  than  normal  so  that  less 
water  needs  to  be  inhaled  and  exhaled  per 
minute  to  meet  the  metabolic  demands  of 
the  tissues.  Moreover,  the  solubility  of 
oxygen  and,  in  particular,  that  of  carbon 
dioxide  in  water  increases  with  a drop  in 
temperature.  Even  so,  the  work  of  breath- 
ing water  instead  of  air  remained  enormous, 
and  it  is  not  surprising  that  fatigue  of  the 
respiratory  muscles  would  result  in  increas- 
ingly diminishing  amounts  of  water  being 
inhaled  and  exhaled  per  minute.  The  more 
oxygen  there  was  dissolved  in  the  liquid, 
the  longer  it  lasted  before  respiratory  mus- 
cle fatigue  reduced  ventilation  to  such  a de- 
gree that  the  animals  died.  It  seems  obvi- 
ous then  that  a liquid-breathing  man  would 
require  mechanical  ventilatory  assistance. 
A serious  limiting  factor,  however,  is  the 
likelihood  of  airway  collapse  during  expira- 
tion at  minute  volumes  of  ventilation  that 
would  be  required  for  adequate  carbon 
dioxide  elimination. 


Experiments  with  dogs 

Gas  exchange  in  the  lungs  of  water- 
breathing dogs  has  been  measured  recently 
in  the  United  States  at  the  State  University 
of  New  York  at  Buffalo  School  of  Medicine 
by  determining  the  amount  of  oxygen  and 


carbon  dioxide  in  the  inhaled  salt  solution 
and  the  volume  and  gas  contents  of  subse- 
quently exhaled  liquid.3  The  amount  of 
oxygen  taken  up  from  the  fluid  in  the  lungs 
and  the  amount  of  carbon  dioxide  elimi- 
nated from  the  body  through  the  liquid- 
filled  lungs  was  computed  simply  by  sub- 
traction. The  experimental  procedure 
was,  in  essence,  very  similar  to  ordinary 
artificial  respiration  with  air,  except  that 
the  breathing  mixture  consisted  of  a pres- 
sure-oxygenated salt  solution,  and  inspira- 
tion and  expiration  were  caused  by  gravity 
instead  of  by  the  movements  of  a piston  in 
a mechanical  pump.  The  experiments 
were  conducted  at  a pressure  of  5 atmos. 
absolute  (60  pounds  per  square  inch 
gauge)  in  a standard  U.S.  Navy  recom- 
pression  chamber,  large  enough  to  accom- 
modate the  water-breathing  dog,  the  air- 
breathing  investigator,  and  all  necessary 
equipment.  The  saline  solution  had  been 
oxygenated  in  advance  in  a reservoir  out- 
side the  chamber  by  bubbling  oxygen  at  a 
pressure  of  5 atmos.  absolute  through  the 
fluid  which  was  kept  at  a temperature  of 
37  C.  The  dogs  were  anesthetized,  and  a 
rubber  tube  with  an  inflatable  cuff  at  the  tip 
was  positioned  in  the  trachea.  The  endo- 
tracheal tube  was  connected  to  a motor- 
driven  valve  system.  During  inspiration 
fresh  oxygenated  saline  flowed  by  gravity 
into  the  lungs.  During  expiration  liquid 
simply  drained  from  the  lungs  into  a recep- 
tacle on  the  floor  of  the  chamber  under- 
neath the  dog.  It  was  found  that  the 
amount  of  oxygen  extracted  per  minute 
from  the  water  in  the  lungs  of  the  liquid- 
breathing dogs  was  of  the  same  order  of 
magnitude  as  would  have  been  the  case  un- 
der similar  conditions  in  air-breathing  dogs. 
However,  as  was  expected,  the  amount  of 
carbon  dioxide  dissolved  in  the  exhaled 
water  was  not  sufficient  to  prevent  a grad- 
ual increase  in  the  arterial  carbon  dioxide 
partial  pressure.  The  experiments  were 
terminated  as  soon  as  a sufficient  amount  of 
information  had  been  obtained,  to  mini- 
mize the  risk  of  decompression  sickness  in 
the  air-breathing  investigators  and  not  be- 
cause the  condition  of  the  water-breathing 
dogs  would  have  required  this.  No  partic- 
ular emphasis  was  placed  on  resuscitation 
of  the  animals  after  the  experiment:  Water 
was  simply  drained  by  gravity  from  the 
lungs  through  a hose  connected  with  the 
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endotracheal  tube,  and  afterwards  the  lungs 
were  forcefully  inflated  several  times  with 
air  by  mouth,  but  apart  from  this  the  ani- 
mals received  no  treatment.  Even  so,  6 
out  of  16  dogs  survived  the  water-breathing 
experiments  which  lasted  up  to  three  quar- 
ters of  an  hour  and  subsequently  returned 
to  normal  air  breathing  without  any  appar- 
ent aftereffects.  This  indicates  that  under 
certain  conditions  water  breathing  can  be  a 
relatively  harmless  procedure  in  dogs  and 
possibly  also  in  man. 

Evaluation.  The  rate  of  diffusion  of 
oxygen  and  carbon  dioxide  in  air  is  so  fast 
that  the  gas  in  the  terminal  air  sacs  nor- 
mally becomes  homogeneously  mixed 
within  a few  milliseconds  after  fresh  air  is 
inhaled.  Diffusion  of  oxygen  and  carbon 
dioxide  in  water,  however,  is  more  than 
5,000  times  slower,  so  that  in  water-filled 
air  sacs  the  oxygen  and  carbon  dioxide  par- 
tial pressures  differ  at  increasing  distances 
from  the  alveolar  wall  throughout  the  re- 
spiratory cycle.  If  one  postulates  that  all 
individual  gas  exchange  units  of  the  lung 
simultaneously  fill  and  empty  concentri- 
cally during  each  respiratory  cycle,  then  the 
gas  which  is  first  exhaled  from  the  lungs 
must  have  been  located  nearer  to  the  center 
of  the  units  than  subsequently  exhaled  gas. 
Consequently,  if  air  is  exhaled  into  a long 
tube,  the  alveolar  air  sampled  at  a short 
distance  from  the  mouth  must  contain  gas 
molecules  that  previously  were  located 
within  the  gas  exchange  units  at  a shorter 
distance  from  the  alveolar  wall  than  in  an 
alveolar  sample  taken  from  the  tube  at  a 
greater  distance  from  the  lungs.  In  air- 
breathing  dogs,  the  oxygen  and  carbon 
dioxide  tensions  in  sequentially  exhaled 
alveolar  samples  normally  do  not  differ 
appreciably.  In  water -breathing  dogs, 
however,  the  oxygen  partial  pressures  in- 
crease and  the  carbon  dioxide  partial  pres- 
sure decreases  in  alveolar  samples  taken  at 
increasingly  greater  distances  from  the 
lungs.  This  reflects  the  persistence  of  large 
gas  tension  gradients  within  the  water -filled 
gas  exchange  units. 

Interestingly  enough,  these  gas  tension 
gradients  turn  out  to  be  similar  to  the  ones 
that  can  be  computed  for  gas  diffusion  in  a 
simple  sphere.  Thus,  the  pulmonary  gas 
exchange  in  water-breathing  dogs  appears 
to  be  very  similar  to  the  gas  exchange  in  a 
mathematical  lung  model  consisting  of 


roughly  half  a million  identical  spherical 
gas  exchange  units,  with  a diameter  of  a 
little  less  than  1 mm.,  in  which  gas  transfer 
occurs  by  diffusion  only.  The  computed 
number  and  size  of  the  gas  exchange  units  is 
very  similar  to  the  actual  number  and  over- 
all size  of  primary  lung  lobules,  which  there- 
fore would  seem  to  be  the  basic  functional 
units  of  the  lung. 

A mathematical  analysis  of  the  gas  ex- 
change in  a lung  model  composed  of  identi- 
cal spherical  gas  exchange  units  in  which 
gas  transfer  occurs  by  diffusion  only  would 
seem  to  permit  a prediction  of  the  condi- 
tions required  for  adequate  gas  exchange  in 
liquid-filled  mammalian  lungs  in  general.4 
Thus,  the  inspired  oxygen  tension  required 
for  a liquid-breathing  man  to  ensure  ade- 
quate arterial  oxygenation  at  various  rates 
of  ventilation  and  oxygen  consumption 
could  be  computed  if  the  mean  effective 
diffusion  path  and  the  number  of  gas  ex- 
change units  in  the  human  lung  were  known 
precisely.4  It  is  hoped  that  this  informa- 
tion will  become  available  in  the  near 
future. 

Conclusion 

The  maintenance  of  a tolerable  arterial 
carbon  dioxide  partial  pressure  is  likely  to 
remain  one  of  the  greatest  problems  in 
liquid  breathing.  However,  the  possibility 
of  maintaining  arterial  carbon  dioxide  and 
pH  levels  within  reasonably  normal  limits 
by  means  of  intravenous  infusion  of  THAM 
during  prolonged  periods  of  apnea  or  hypo- 
ventilation has  been  demonstrated  by  other 
investigators  in  animals  as  well  as  in  human 
beings.5  Thus,  intravenous  infusion  of 
THAM  might  well  be  the  method  of  choice 
to  minimize  untoward  effects  of  carbon  di- 
oxide retention  during  liquid  breathing. 

Ramirez,  Kieffer,  and  Ball6  have  recently 
obtained  favorable  results  in  treating  pa- 
tients with  pulmonary  alveolar  proteinosis 
by  irrigating  one  of  their  lungs  at  a time 
with  normal  saline.  Apparently,  filling  one 
lung  completely  with  liquid  in  conscious 
human  beings  is  tolerated  remarkably  well. 
It  seems  reasonable  then  to  conclude  that 
the  results  obtained  with  mechanical  venti- 
lation of  both  lungs  of  dogs  with  a hyper  - 
barically  oxygenated  Ringer’s  solution  and 
the  results  obtained  with  lavage  of  one  lung 
in  conscious  patients  indicate  that  mechani- 
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cally  assisted  ventilation  of  both  lungs  of 
human  beings  with  an  appropriate  hyper  - 
barically  oxygenated  salt  solution  would  be 
tolerated  equally  well. 

Duke  University 
Durham,  North  Carolina 
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AMA  statement 
on  marihuana  use 


The  hemp  plant,  Cannabis  sativa,  was  de- 
scribed as  early  as  1200  B.C.  as  a source  of  long 
textile  fibers,  and  its  “narcotic”  properties  were 
documented  by  the  Chinese  in  200  A.D.  Its 
numerous  derivatives,  which  can  be  smoked, 
eaten,  or  drunk,  have  become  known  by  a 
variety  of  names,  including  hashish,  bhang, 
ganja,  dagga,  and  marihuana. 

The  term  “marihuana,”  used  primarily  in  the 
Americas  and  England,  refers  to  the  prepara- 
tions of  leaves  and  flowering  tops  of  the  plant 
which  are  dried,  sometimes  mixed  with  tobacco, 
and  smoked  in  cigarets.  In  slang  terms,  these 
are  “reefers,”  “joints,”  or  “sticks”  containing 
“hay,”  “grass,”  “pot,”  “weeds,”  or  “tea.” 

Legally,  the  preparations  of  cannabis  are 
dealt  with  in  international  treaties  and  in  the 
western  countries,  including  the  United  States, 
in  the  same  manner  as  narcotics.  In  the  U.S., 
they  are  controlled  under  the  Marihuana  Tax 
Act,  administered  by  the  Federal  Bureau  of 
Narcotics. 

The  J.A.M.A.,  in  a recent  issue,  has  stated 
that  the  American  Medical  Association’s 
Council  on  Mental  Health  and  its  Committee  on 
Alcoholism  and  Drug  Dependence  feel  that 
recognizing  marihuana  intoxication  is  easy,  but 
physicians  have  great  difficulty  in  recognizing 
the  nonin  toxica  ted  marihuana-dependent  person 
or  experimenter. 

Treatment  is  complex,  and  the  major  focus 
cannot  be  on  the  repeated  drug  abuse  alone, 
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because  psychologic  dependence  is  almost  uni- 
versally symptomatic  of  serious  underlying 
personality  problems,  severe  neurotic  conflicts, 
or  psychotic  reactions. 

Each  patient  represents  a unique  therapeutic 
problem  calling  for  ingenuity  on  the  part  of  all 
who  endeavor  to  help.  The  prognosis  for 
persons  psychologically  dependent  on  mari- 
huana, particularly  for  experimenters,  is  good 
in  most  cases. 

Legal  control  is  one  of  the  most  important  and 
effective  aspects  of  preventing  marihuana  use. 
In  addition,  these  suggestions  have  been  offered: 

Frank  and  forceful  public  discussions,  focus- 
ing on  the  futility  and  inherent  dangers  in 
experimentation  with  drugs  such  as  marihuana 
and  the  consequences  of  any  subsequent  psy- 
chologic dependence,  are  important. 

Expanded  counseling  services  in  schools 
could  present  more  effective  and  more  suitable 
alternatives  to  young  people  for  dealing  with 
their  problems. 

Continuing  emphasis  on  the  incompatibilities 
between  a primarily  punitive  approach  toward 
those  who  experiment  with  or  become  psy- 
chologically dependent  on  marihuana  and  modern 
concepts  of  treatment  and  rehabilitation  could 
lead  to  further  improvement  of  legislation  and 
enhance  opportunities  for  the  drug-de pendent 
person  to  obtain  treatment. 

Persistent  vigilance  by  law-enforcement 
agencies  in  eliminating  illegal  sources  of  the 
drugs  needs  public  support  and  sufficient  means 
by  which  to  do  the  job. 

Finally,  only  a community  understanding, 
compassion,  interest,  and  active  aid  will  enable 
the  rehabilitated  drug-dependent  person  to  find 
a satisfactory  place  in  society. 
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Malaria  in 
New  York  City 

KEVIN  M.  CAHILL,  M.D. 

New  York  City 

From  the  Tropical  Disease  Center,  St.  Clare's  Hospital, 
and  the  Department  of  Medicine,  New  York  Medical  College 


In  the  decade  from  1956  to  1965,  there  were 
only  46  cases  of  malaria  reported  in  New 
York  City.1  The  epidemiologic  data  from 
these  cases  are  summarized  in  Table  I.  Al- 
though statistics  for  the  last  year  are  not 
yet  available  from  the  City  of  New  York 
Department  of  Health,  it  is  already  obvious 
that  there  has  been  a marked  increase  in  the 
number  of  patients  with  acute  malaria 
diagnosed  in  this  city.  I have  been  per- 
sonally involved  with  9 malaria  cases  in 
New  York  in  1966.  There  are  a number  of 
causes  for  this  remarkable  rise  in  incidence, 
and  they  provide  the  format  as  well  as  the 
aim  of  this  report. 

Increased  exposure 

Increased  exposure  is  undoubtedly  the 
sine  qua  non  of  the  current  rise  in  the  num- 
ber of  malaria  patients  being  seen  in  New 
York  City.  Six  of  the  9 patients  reported 
here  were  native  New  Yorkers  who  had 
traveled  to  the  tropics,  while  3 were  foreign 
visitors  in  this  city.  One  was  a four- year- 
old  boy  and  another  was  an  eighty-one- 
year-old  woman,  but  the  other  7 were  all 
young  adult  males  in  their  twenties  or 
thirties.  It  is  the  adult,  mobile  group  of 
probing  tourists,  businessmen,  missionaries, 
seamen,  the  military  personnel,  Peace 


TABLE  1.  Malaria  in  New  York  City, 

1956  to  1965 

Classification 

N umber 

Proved  cases 

46 

Males 

32 

Females 

14 

Plasmodium  species 

P.  vivax 

18 

P.  falciparum 

12 

P.  malariae 

10 

P.  ovale 

1 

Species  not  stated 

5 

Area  of  infection 

Asia 

14 

Africa 

15 

West  Indies 

6 

South  and  Central  America 

7 

Near  East 

1 

Transfusion 

2 

Corps  volunteers,  and  others  that  consti- 
tute the  most  frequently  exposed  group. 

Six  of  the  patients  contracted  malaria  in 
Africa,  1 had  been  infected  in  Central 
America,  1 in  South  America,  and  1 in  New 
Guinea.  The  geographic  distribution  of  the 
cases  seen  between  1956  and  1965  demon- 
strates even  more  clearly  the  range  of  infec- 
tive zones  from  which  New  York  malaria 
cases  emanate  (Table  I).  Figure  1 shows 
the  areas  of  the  world  where  malaria  trans- 
mission occurs.  The  peregrinations  of 
Americans  abroad  and  the  impact  of  their 
return,  as  well  as  that  of  immigrants  and 
visitors  to  this  largest  port  in  the  world,  has 
already  been  emphasized  in  the  series 
“Tropical  Medicine  for  Temperate  Cli- 
mates.”2 

The  physician  caring  for  patients  travel- 
ing to  or  from  the  tropics  should  be  aware 
that  the  noble  venture  of  malaria  eradica- 
tion has  not  been  an  unqualified  success.  I n 
fact,  in  virtually  all  of  Africa  south  of  the 
Sahara,  the  program  is  still  at  the  pre-erad- 
ication state,  that  is,  the  developing  of  min- 
imal health  services  before  mass  therapy  or 
insecticide  spraying  campaigns  can  be  be- 
gun. Malaria  transmission  persists  in  the 
majority  of  Central  and  South  America, 
and  multiple  endemic  foci  remain  in 
Mexico.  Although  accurate  statistics  are 
often  lacking,  it  is  safe  to  say  that  despite 
remarkable  achievements  in  malaria  con- 
trol in  India,  Ceylon,  and  Taiwan,  malaria 
persists  in  every  previously  endemic  area 
east  of  the  Suez  and  west  of  Hawaii  (Fig.  1). 

The  question  of  increased  exposure  sec- 
ondary to  blood  transfusions  is  a definite  and 
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FIGURE  1.  Epidemiologic  assessment  of  status  of  malaria,  June,  1965.  (Reprinted  with  the  permission  of 
the  World  Health  Organization.) 


increasing  risk.  One  of  our  patients  had 
donated  a pint  of  blood  during  a parasitemic 
phase,  but  the  recipient  had  died  of  an  ap- 
parently unrelated  illness  before  we  traced 
the  infective  unit.  Certainly,  malaria 
should  be  considered  in  any  febrile  illness 
that  follows  transfusion.  Drug  addicts  are 
another  group  in  whom  one  might  expect  an 
increased  incidence  of  malaria  because  of 
unique  exposure  risk.  Most3  collected  180 
proved  cases  of  needle-transmitted  malaria 
in  drug  addicts  in  the  period  1933  to  1938. 
He  was  aware  of  the  possibility  of  malaria  in 
this  group,  and  fortune  favored  the  pre- 
pared mind. 

The  species  of  malarial  parasite  diagnosed 
in  the  9 cases  reported  here  were:  Plas- 

modium vivax,  3;  Plasmodium  falciparum, 
5;  and  Plasmodium  malariae,  1.  The  etio- 
logic  plasmodia  for  the  1956  to  1965  cases 
are  listed  in  Table  I. 

Increased  awareness 

Increased  awareness  is  another  crucial 
factor  in  the  recent  apparent  rise  in  malaria 
in  New  York  City.  When  7 cases  of  ma- 
laria can  be  recognized  in  two  voluntary 
hospitals  in  New  York  City  that  had  not 


experienced  a single  case  in  the  preceding 
decade,  it  is  obvious  that  an  increased  index 
of  suspicion  is  in  action. 

Maegraith4  has  emphasized  in  England 
that  the  question  “unde  venis”  must  be  a 
part  of  every  adequate  history;  the  same  is 
even  more  true  in  the  New  York  of  1967. 
The  physician’s  awareness  should  not  be 
heightened  only  after  the  fact.  Any  person 
who  indicates,  either  by  words  or  by  an 
overt  act  such  as  requesting  a smallpox  vac- 
cination or  an  inoculation  travel  card,  that 
he  has  been  or  will  be  traveling,  should  be 
questioned  as  to  destination  and  route.  If 
there  is  to  be  a visit  of  even  short  duration 
in  a malarious  area,  malaria  chemoprophy- 
laxis should  be  prescribed. 

Failure  to  complete 
antimalarial  prophylaxis 

Failure  to  complete  antimalarial  prophy- 
laxis is  an  unfortunate  cause  of  many  cases 
of  malaria  in  a temperate  climate.  Since 
pre-erythrocytic  schizonts  of  all  four  human 
plasmodium  species  will  exist  for  five  and  a 
half  to  eleven  days  after  the  last  bite  of  an 
infected  mosquito,  and  since  chloroquine  acts 
only  on  the  erythrocytic  forms  of  malaria,  it 
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is  obvious  that  one  must  continue  the  pro- 
phylactic drug  for  at  least  two  weeks  after 
leaving  the  tropics.  Eight  of  our  9 cases 
had  taken  antimalarial  drugs  but  had 
ceased  on  leaving  the  infected  zone  and  had 
not,  therefore,  completed  an  adequate  pro- 
tective regimen. 

Chloroquine,  in  a dose  of  300  mg.  of  base 
once  weekly,  is  an  excellent,  safe,  antima- 
larial prophylactic,  except  in  resistant  areas 
noted  here.  This  drug  is  marketed  in  this 
country  as  chloroquine  (Aralen)  phosphate, 
and  two  250-mg.  tablets  of  this  proprietary 
compound  are  equivalent  to  300  mg.  of 
chloroquine  diphosphate  base.  Since  this 
confusing  system  is  compounded  by  other 
commercial  variants  abroad,  I advise  pa- 
tients to  acquire  here  an  adequate  supply  to 
last  them  throughout  their  trip  and  for  two 
weeks  after  leaving  the  last  potentially  in- 
fected area.  Since  P.  vivax,  Plasmodium 
ovale,  and  P.  malariae  have  persistent  exo- 
erythrocytic  forms  and  since  chloroquine 
will  not  destroy  exo-erythrocytic  forms,  it  is 
essential  to  supplement  this  regimen  with  a 
drug  effective  in  eradicating  the  tissue 
stages  of  the  parasite.  Primaquine  phos- 
phate, in  a dose  of  15  mg.  once  daily  for 
fourteen  days,  is  the  drug  of  choice  for  this 
purpose.  The  physician  should  be  aware 
that  Negro  and/or  Mediterranean  patients 
may  have  a glucose-6-phosphate  dehydro- 
genase deficiency,  an  enzyme  defect  that 
may  result  in  acute  hemolytic  anemia  dur- 
ing primaquine  phosphate  administration. 
Subjects  suspected  of  having  this  defect 
should  be  tested  for  glucose-6-phosphate- 
dehydrogenase  before  prescribing. 

As  in  many  other  fields  of  infectious  dis- 
eases, drug  resistance  is  a growing  problem 
in  falciparum  malaria,  the  “malignant 
tertian”  type.  Chloroquine  resistance  is  a 
major  handicap  in  malaria  control  in  Viet- 
nam. Over  1,000  American  servicemen 
have  been  treated  for  malaria  in  South 
Vietnam.  Almost  50  per  cent  of  the  cases 
diagnosed  in  late  1965  were  chloroquine  re- 


sistant; the  percentage  is  considered  to  be 
higher  today,  but  accurate  data  are  not 
available.  At  least  2 fatal  cases  of  malaria 
have  been  seen  in  1966  in  civilians  who  had 
served  in  the  military  in  Vietnam  and  were 
considered  well  at  discharge.  This  situa- 
tion will  undoubtedly  increase  in  the  next 
few  years.  Cases  of  apparent  chloroquine 
resistance  have  now  been  reported  from 
Vietnam,  Thailand,  Malaya,  Cambodia, 
Guinea,  Brazil,  Colombia,  and  British 
Guiana.  Despite  this  extensive  list,  chloro- 
quine remains  our  best  prophylactic  and 
therapeutic  agent  in  malaria  today.  Regi- 
mens of  quinine  and  experimental  combina- 
tions of  other  drugs  for  use  in  true  chloro- 
quine-resistant  cases  are  available  from  city, 
state,  and  F ederal  health  agencies  as  well  as 
from  interested  investigators. 5 

Summary 

The  incidence  of  malaria  has  risen  pre- 
cipitously in  the  past  year  in  New  York 
City.  Factors  responsible  for  this  rise  in- 
clude increased  exposure  by  the  patient,  in- 
creased awareness  by  the  physician,  inade- 
quate prophylaxis,  and  emerging  drug  re- 
sistance. Nine  new  cases,  twice  the  annual 
average  for  the  whole  city  in  the  past  dec- 
ade, studied  by  the  author  are  cited  as 
examples. 

415  West  51st  Street 
New  York  City  10019 
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|n  any  form  of  cancer  surgery,  adequate 
excision  of  the  tumor  is  the  most  important 
consideration.  Once  this  has  been  ac- 
complished, the  defect  must  be  repaired. 
Possible  difficulty  in  repair  should  not  be 
permitted  to  temper  one’s  judgment  con- 
cerning what  will  be  an  adequate  excision. 

In  the  repair  of  defects  created  by  the 
excision  of  cancers  about  the  head  and  neck, 
in  addition  to  the  re-establishment  of 
function,  an  esthetic  result  is  more  im- 
portant than  elsewhere  in  the  body.  The 
defect  should  be  interpreted  in  terms  of 

* Presented  at  the  American  Society  of  Maxillofacial 
Surgeons  Meeting,  Chicago,  Illinois,  July  1,  1966. 


what  tissues  have  been  lost  and  what  de- 
degree of  functional  disability  has  been 
created.  If  a structure  normally  has  a 
lining,  the  lining  should  be  replaced  by 
transplant  in  the  technic  of  repair.  If 
supporting  tissue  such  as  subcutaneous 
fat,  cartilage,  or  bone  is  necessary  for 
contour  or  function,  such  tissue  should  be 
supplied  in  the  repair.  The  skin  used  in 
the  reconstruction  should  match  that  of 
the  margins  of  the  defect  in  thickness, 
color,  and  distribution  of  hair.  The  use 
of  local  tissue  either  as  a free  graft  or  as  a 
pedicle  flap  will  satisfy  these  requirements 
better  than  the  use  of  distant  tissue. 

In  repair  one  must  not  exchange  one 
great  and  visible  deformity  for  another. 
The  forehead  flap  leaves  a donor  defect 
which  can  be  successfully  hidden  by  bangs 
in  a woman.  In  a man  the  defect  caused 
by  the  forehead  flap  may  be  extremely 
conspicuous.  I do  not  favor  the  use  of 
the  forehead  flap  when  other  technics  will 
suffice. 

Cheek 

Many  defects  of  the  cheek  can  be  re- 
paired by  wide  undermining  and  primary 
closure.  In  areas  where  this  technic  would 
result  in  distortion,  such  as  ectropion  of 
an  eyelid  or  displacement  of  the  labial 
commissure,  an  advancement  flap  may 
provide  the  solution  (Fig.  1).  In  large 
defects  of  the  cheek,  such  as  those  following 
excision  of  extensive  basal  cell  carcinomas, 
a rotation  flap  of  malar,  cervical,  and 
postauricular  skin  and  subcutaneous  tis- 
sue can  be  used.  To  complete  one  such 
repair,  the  tissue  of  the  anterior  part  of 
the  cheek  was  rotated  upward  and  back- 
ward. The  resulting  ectropion  was  cor- 
rected later  by  a free  full-thickness  skin 
graft  of  skin  from  the  upper  eyelid.  (Fig.  2). 


FIGURE  1.  (A)  Adeno-acanthoma  of  malar  eminence.  Marked  lines  outline  technic  of  excision  and  closure 
by  advancement  flap.  (B)  Immediately  postoperative.  (C)  Six  months  postoperative. 
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Eyelid  and  eyebrow 

Cutaneous  defects  of  the  eyelid  can  be 
corrected  by  free  full-thickness  grafts  of 
skin  taken  from  the  upper  lid  or  from  the 
postauricular  area.  A basal  cell  carcinoma 
was  widely  excised  and  the  defect  covered 
with  a postauricular  skin  graft  (Fig.  3). 
In  tumors  involving  the  lid  margin,  re- 
section of  the  full  thickness  of  the  lid  is 
necessary.  The  upper  lid  is  split,  and  a 
flap  of  the  tarsus  and  conjunctiva  is  sutured 
into  the  defect.  This  is  covered  by  a full- 
thickness skin  graft  from  the  opposite 
upper  lid.  The  lids  are  separated  after 
three  months  (modified  Hughes1  operation 
(Fig.  4)).  Eyebrows  can  be  constructed 
by  pedicle  flaps  of  hair-bearing  scalp. 


once  a cancerous  tumor  has  been  ade- 
quately excised,  the  defect  must  be  repaired. 
An  esthetic  result  is  important  in  the  cheek, 
eyelid  and  eyebrow,  ear,  lip,  and  nose.  The 
defect  should  be  interpreted  in  terms  of  what 
tissues  have  been  lost  and  what  degree  of  func- 
tional disability  has  been  created.  Best  re- 
sults come  by  utilizing  various  free  grafts  and 
pedicle  flaps  of  adjacent  tissue. 


Ear 

Defects  in  the  concha  of  the  auricle, 
when  full-thickness  loss  of  ear  has  not 
occurred,  can  be  satisfactorily  corrected 
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FIGURE  3.  (A)  Basal  cell  carcinoma  of  eyelid.  (B)  Full-thickness  postauricular  graft. 


FIGURE  4.  (A)  Basal  cell  carcinoma  of  lower  lid  margin.  (B)  First  stage  in  reconstruction.  (C)  After 
second  stage. 


by  a full-thickness  skin  graft  from  the 
medial  surface  of  the  opposite  ear  (Fig.  5). 
Previous  x-ray  therapy  had  destroyed  the 


cartilage  under  this  recurrent  basal  cell 
carcinoma.  After  excision  of  the  lesion, 
a full-thickness  skin  graft  was  applied 
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FIGURE  5.  (A)  Recurrent  basal  cell  carcinoma  of  concha.  (B)  Appearance  after  excision  of  tumor  and 
closure  by  full-thickness  postauricular  skin  graft. 


FIGURE  6.  (A)  Twice  recurrent  epidermoid  carcinoma  of  lower  lip.  (B  and  C)  After  reconstruction  by  flap 
from  upper  lip  and  cheek. 


successfully.  Whole-thickness  defects  of  Lip 
the  helix  may  require  the  use  of  a composite 

graft  of  skin  and  cartilage  from  the  op-  Reconstruction  of  the  lip  should  provide 

posite  ear  for  correction.  symmetry  of  the  upper  and  lower  lips, 

Hi 

ufflj 

O. 
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FIGURE  7.  (A)  Epidermoid  carcinoma  of  upper  lip.  Line  on  upper  lip  outlines  excision.  Line  on  lower  lip 
outlines  flap  used  to  fill  in  defect  of  upper  lip.  Pedicle  of  flap  severed  at  second  operation.  (B  and  C) 
After  second  stage  of  reconstruction. 


FIGURE  8.  (A)  Basal  cell  carcinoma  in  radiation  dermatitis.  (B)  Operative  defect  and  nasolabial  flap. 
(C)  Postoperative  appearance. 


FIGURE  9.  (A)  Basal  cell  carcinoma  of  tip  of  nose  which  required  sacrifice  of  entire  thickness  of  right  ala 
and  portions  of  columella  and  nasal  tip.  (B)  Nasolabial  flap  migrated  into  defect,  its  distal  end  turned  on 
itself  to  provide  lining  for  defect.  (C)  Late  result. 
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FIGURE  10.  (A)  Pigmented  basal  cell  carcinoma  of  nose.  (B)  Excision  and  removal  of  nasal  bony  hump  to 
provide  laxity  of  skin  for  primary  closure. 


an  adequate  oral  opening,  and  a water- 
tight closure  of  the  lips.  In  Figure  6 
there  is  demonstrated  an  oral  defect  after 
an  epidermoid  carcinoma  of  the  lower 
lip  had  been  excised  on  two  previous  oc- 
casions. The  second  excision  had  left  the 
patient  with  an  inadequate  oral  aperture. 
Wide  excision  and  reconstruction  by  a flap 
from  the  upper  lip  and  adjacent  cheek 
satisfied  the  prerequisites  of  an  adequate 
repair  in  a one-stage  procedure.2  Some- 
times a secondary  revision  of  the  labial 
commissure  by  a Z- plasty  is  necessary. 

A large  portion  of  upper  lip  and  adjacent 
cheek  were  excised  to  remove  an  epider- 
moid carcinoma.  The  lower  lip  flap  was 
created  at  one  half  the  width  of  the  de- 
fect to  maintain  symmetry  between  the 
lips.  An  adequate  oral  opening  was  ob- 
tained (Fig.  7). 

The  nasolabial  flap  can  be  used  to  avoid 
displacement  of  the  oral  commissure  in 
the  excision  of  tumors  that  do  not  require 
resection  of  the  full  thickness  of  the  lip. 
This  flap  is  very  useful  in  reconstruction  of 
the  lip  and  nose  because  an  abundance  of 
skin  and  subcutaneous  fat  is  available  and, 


after  its  transfer,  an  inconspicuous  scar 
is  left  in  the  nasolabial  line.  It  may  be 
based  above  or  below.  The  large  defect 
created  by  the  excision  of  a basal  cell 
carcinoma  which  developed  in  an  area  of 
radiation  damage  was  repaired  by  a naso- 
labial flap  (Fig.  8).  Excision  of  excess 
tissue  in  the  pedicle  of  the  flap  was  ac- 
complished in  a second  operation. 

Nose 

The  lower  half  of  the  nose  contains  a 
thick  layer  of  subcutaneous  fat.  Where 
excision  of  this  fat,  with  or  without  the 
cartilage,  is  necessary,  the  use  of  a skin 
graft  leaves  a depression  which  is  unac- 
ceptable. Contour  can  be  re-established 
by  a pedicle  flap  of  skin  and  fat.  The 
subcutaneous  tissue  in  the  upper  half  of 
the  nose  is  thinner,  and  a full-thickness 
graft  of  postauricular  skin  may  give 
a satisfactory  result  in  this  location. 

Resection  of  the  full  thickness  of  the 
alar  margin  and  a portion  of  the  columella 
and  nasal  tip  was  necessary  to  eradicate 
a basal  cell  carcinoma.  The  lining  was 
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FIGURE  11.  (A)  Basal  cell  carcinoma  of  nose,  medial  canthus,  and  both  eyelids.  (B)  Defect  and  outline  of 
flap.  (C)  Three  months  postoperative. 


FIGURE  12.  (A)  Basal  cell  carcinoma  of  tip  of  nose.  (B)  Early  postoperative  appearance  after  excision  of 
tumor  and  closure  by  downward  rotation  of  flap  from  lateral  side  of  nose.  This  allowed  for  smooth  surface 
closure  at  site  of  tumor  and  left  defect  higher  on  nose  at  level  where  closure  could  be  accomplished  by  use 
of  free  graft  of  skin  taken  from  postauricular  area.  (C)  Late  postoperative  appearance. 


FIGURE  13.  (A)  Basal  cell  carcinoma  of  nose.  (B)  Through-and-through  defect  after  excision  of  car- 
cinoma. (C)  Immediate  nasolabial  flap  constructed  and  rotated  into  defect,  distal  end  folded  on  itself  to 
provide  lining.  (D)  Late  appearance. 
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supplied  by  turning  the  tip  of  the  naso- 
labial flap  into  the  defect  and  using  the 
rest  of  the  flap  for  external  cutaneous  cover- 
ing. The  pedicle  was  severed  after  three 
weeks  (Fig.  9). 

Sufficient  laxity  of  the  skin  for  primary 
closure  after  excision  of  a large  tumor  on 
the  dorsum  of  the  nose  may  be  obtained 
by  doing  a rhinoplasty  to  remove  the  nasal 
hump  and  shorten  the  nose  (Fig.  10). 

Excision  of  the  periosteum  of  the  nasal 
bone,  all  tissue  superficial  to  the  medial 
canthal  ligament,  and  the  orbicularis  muscle 
in  the  medial  one  quarter  of  both  eyelids 
was  necessary  to  eradicate  a basal  cell 
carcinoma  of  the  skin  of  the  nose  and  medial 
canthal  area.  Sections  showed  that  the 
tumor  extended  to  within  1 mm.  of  the 
periosteum  and  that  in  other  areas  an  ade- 
quate marginal  excision  had  been  ac- 
complished. A free  graft  would  not  have 
taken  over  the  bone  without  periosteum 
or  over  the  medial  canthal  ligament.  A 
midline  forehead  flap  was  used.  The 
pedicle  of  the  flap  was  severed  at  a later 
date  (Fig.  11). 

The  defect  of  the  lower  third  of  the  nose 
created  by  excision  of  a small  basal  cell 
carcinoma  was  corrected  by  rotating  the 
skin  above  the  defect  downward  and  closure 


of  the  donor  defect  on  the  upper  nose  with 
a full-thickness  postauricular  skin  graft 
(Fig.  12). 

Adequate  excision  of  a basal  cell  car- 
cinoma at  the  free  margin  of  the  ala  neces- 
sitated excision  of  the  full  thickness  of  the 
ala.  After  serial  sections  of  the  specimen 
were  made  to  assure  adequate  margins, 
the  tip  of  a nasolabial  flap  was  turned  into 
the  defect  for  lining,  and  the  remainder  of 
the  flap  was  used  for  external  cutaneous 
coverage.  The  pedicle  was  severed  three 
weeks  later  (Fig.  13). 

Summary 

Defects  created  by  the  excision  of  cancers 
of  the  face  can  be  corrected  with  excellent 
esthetic  and  functional  results,  utilizing 
the  various  free  grafts  and  pedicle  flaps 
of  adjacent  tissue  which  have  been  demon- 
strated. 

139  Clinton  Street 
Brooklyn,  New  York  11201 
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Discussed  by  PETER  H.  BERCZELLER,  M.D. 


Progressive  Renal  Disease 
and  Bone  Lesions 


Case  history 

Harvey  Redford,  M.D.:  A fifty-year- 

old  Negro  female  was  admitted  to  the  Beek- 
man-Downtown Hospital  complaining  of 
weakness  in  the  lower  extremities  for  sev- 
eral weeks. 

First  admission.  In  May,  1960,  the  pa- 
tient was  admitted  with  severe  dyspnea  of 
one  day  duration.  She  had  had  asthma 
since  1955  and  hypertension  since  1958  with 
a family  history  of  both  conditions.  The 
blood  pressure  was  160/86,  the  pulse  106, 
respirations  30  per  minute;  and  the  tem- 
perature 99  F.  She  was  in  acute  respira- 
tory distress,  and  rales  were  noted  over  both 
lung  bases.  There  was  1 plus  edema  of  the 
lower  extremities.  Urinalyses  showed 
specific  gravities  of  1.005  and  1.010  and  a 
1 plus  test  for  albumin,  but  were  otherwise 
negative.  The  hemoglobin  was  10.3  Gm. 
per  100  ml.;  hematocrit  31;  and  white 
blood  count  15,700  with  a differential 
count  of  92  per  cent  segmented  forms,  6 per 
cent  lymphocytes,  and  2 per  cent  mono- 
cytes. The  blood  urea  nitrogen  was  34  mg. 
and  the  fasting  blood  sugar  155  mg.  per  100 
ml.  The  chest  x-ray  film  showed  a promi- 
nent cardiac  silhouette  with  left  ventricular 
hypertrophy  and  peribronchial  infiltration 
with  pleural  reaction  at  the  right  base.  A 
repeat  chest  x-ray  film  five  days  later 
showed  resolution  of  the  pleural  effusion 
with  persistent  cardiac  enlargement.  The 
electrocardiogram  showed  mild  right  ven- 
tricular strain  and  left  ventricular  hyper- 
trophy. 

During  hospitalization,  the  patient  was 


treated  with  oxygen,  meralluride  (Mercu- 
hydrin),  aminophylline,  a low-sodium  diet, 
and  reserpine  (Serpasil).  Her  blood  pres- 
sure gradually  dropped  to  130/74,  and  she 
became  asymptomatic.  She  was  discharged 
on  a regimen  of  hydralazine  hydrochloride 
(Apresoline)  one  month  after  admission. 

Second  admission.  The  patient  was  seen 
again  six  years  later  in  the  outpatient  de- 
partment because  of  weakness,  pruritus, 
and  easy  fatigability  for  two  weeks.  She 
had  taken  no  medication  for  the  preceding 
several  months.  During  that  time,  she  ex- 
perienced dizziness  and  blurred  vision  on 
exertion;  one  week  before  admission  she 
noticed  a generalized  papular  rash  with 
pruritus. 

Physical  examination  revealed  a blood 
pressure  of  150  systolic,  85  diastolic;  the 
pulse  64,  the  respirations  18  per  minute; 
and  temperature  98.8  F.  A papular  rash 
was  visible  over  the  neck,  chest,  and  abdo- 
men, with  local  excoriations.  The  con- 
junctivas were  pale.  A few  small  lymph 
glands  were  palpable  in  the  cervical  region. 

Urinalyses  showed  specific  gravities  of 
1.008  and  1.005  with  a 2 plus  test  for  al- 
bumin. The  hemoglobin  was  6 Gm.  per 
100  ml.;  hematocrit  18;  and  the  white 
blood  count  5,750,  with  a differential 
count  of  51  per  cent  segmented  forms,  3 per 
cent  nonsegmented  forms,  28  per  cent  lym- 
phocytes, 5 per  cent  monocytes,  and  3 per 
cent  eosinophils.  The  reticulocyte  count 
was  3.6  per  cent.  The  blood  urea  nitrogen 
was  122  mg.,  the  fasting  blood  sugar  101 
mg.,  the  blood  uric  acid  11.4  mg.,  and  the 
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FIGURE  1.  Roentgenograms  (A)  Chest  showing  resorption  of  distal  ends  of  clavicles.  (B)  Hands  showing 
partial  resorption  of  phalanges  (arrows). 


creatinine  7.1  mg.  per  100  ml  The  total 
bilirubin  was  0.3  mg.  per  100  ml.,  the  thy- 
mol turbidity  0.7  units  (normal  0 to  2),  and 
the  cephalin  flocculation  test  2 plus.  The 
total  serum  protein  was  6.2  Gm.  (albumin 
4 Gm.,  globulin  2.2  Gm.)  per  100  ml.  The 
alkaline  phosphatase  was  10.1  Bodansky 
units  (normal  1 to  4). 

The  carbon  dioxide-combining  power  was 
13.3  mEq.,  the  serum  potassium  3.8  mEq., 
the  serum  sodium  136  mEq.,  and  the  serum 
chlorides  108  mEq.  per  liter.  The  serum 
calcium  was  8.8  mg.  and  the  serum  phos- 
phorus 8 mg.  per  100  ml. 

Stool  examinations  for  ova,  parasites,  and 
occult  blood  by  guaiac  test  showed  nega- 
tive findings.  The  urine  bacterial  count 
was  below  1,000  per  milliliter;  the  urine 
culture  showed  proteus  species,  strepto- 
coccus, and  Escherichia  coli.  A sickle-cell 
preparation  was  negative.  Bone  marrow 
aspiration  showed  erythroid  hyperplasia. 
The  serum  iron  was  63  micrograms  per  100 
ml.,  (normal  50  to  180  micrograms);  the 
iron-binding  capacity  was  270  micrograms 
per  100  ml.  (normal  250  to  440  micrograms); 
and  the  hemoglobin  electrophoresis  showed 
100  per  cent  normal  adult  hemoglobin. 

During  hospitalization  the  blood  urea 
nitrogen  dropped  to  84  mg.  per  100  ml.,  al- 
though the  serum  calcium  remained  at  8 
mg.  and  the  phosphorus  at  8.4  mg.  per  100 
ml.  The  twenty-four  hour  urinary  calcium 
was  79.5  mg.  (normal  100  to  300  mg.  per 
twenty- four  hours).  The  alkaline  phos- 


phatase remained  persistently  elevated  at 
12.1  Bodansky  units.  The  hemoglobin 
rose  slowly  to  11.4  Gm.  per  100  ml.  with  the 
aid  of  transfusions.  The  carbon  dioxide- 
combining power  rose  to  19  mEq.  and  the 
potassium  remained  at  4.5  mEq.  per  liter; 
the  sodium  and  chlorides  remained  un- 
changed. The  sodium  excretion  was  re- 
ported as  28  mEq.  per  twenty-four  hours 
(normal  30  to  250  mEq.  per  twenty-four 
hours). 

The  chest  x-ray  film  revealed  an  en- 
larged heart,  but  in  addition  showed  resorp- 
tion of  the  lateral  ends  of  both  clavicles 
(Fig.  1A).  Studies  of  the  lamina  dura  of 
the  maxilla  and  mandible  were  not  done. 
A right  retrograde  pyelogram  showed  a 
miniature  collecting  system  suggestive  of  a 
contracted  kidney. 

The  patient  remained  afebrile  during  her 
six-week  hospital  course.  A grade  II  to  VI 
blowing  systolic  murmur  was  audible  in  all 
valvular  areas  throughout  her  hospitaliza- 
tion. The  electrocardiogram  indicated  left 
ventricular  strain  pattern  and/or  hyper- 
trophy. Pruritus  continued  throughout 
her  hospital  stay;  at  the  time  of  discharge, 
the  blood  urea  nitrogen  was  92  mg.,  and  the 
creatinine  9 mg.  per  100  ml. 

The  patient  was  discharged  to  the  out- 
patient department  where  the  blood  pres- 
sure was  recorded  as  200/100.  She  was 
treated  with  trimeprazine  (Temaril);  mul- 
tivitamins; a low-fat,  low-protein,  and  low- 
salt  diet;  and  reserpine.  Within  two 
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weeks,  the  blood  urea  nitrogen  rose  to  140 
mg.  and  the  creatinine  to  9.4  mg.  per  100 
ml.;  the  hemoglobin  dropped  to  7.7  Gm. 
per  100  ml.  Urinalyses  continued  to  show 
a 2 plus  albuminuria  with  a specific  gravity 
of  1.010.  One  month  after  discharge,  be- 
cause of  pruritus,  weakness,  shortness  of 
breath,  and  malaise,  the  patient  was  read- 
mitted. 

Third  admission.  The  blood  pressure 
was  180  systolic,  90  diastolic.  Urinalysis 
revealed  a specific  gravity  of  1.005,  a 1 plus 
albumin  test  result,  and  many  white  blood 
cells.  The  hemoglobin  was  5.1  Gm.  per 
100  ml.;  the  white  blood  count  7,300  per 
cubic  millimeter,  with  a normal  dif- 
ferential count;  a reticulocyte  count  was 
3.4  per  cent,  with  moderate  hypo- 
chromia, anisocytosis,  and  poikilocy- 
tosis.  The  corrected  sedimentation  rate 
was  9 mm.  per  hour.  The  blood  urea  nitro- 
gen was  147  mg.,  uric  acid  8.8  mg.,  crea- 
tinine 10.2  mg.  per  100  ml.;  the  carbon  diox- 
ide-combining power  was  14.4  mEq.,  the 
serum  potassium  4.9  mEq.,  the  serum 
sodium  143  mEq.,  and  the  serum  chlorides 
105  mEq.  per  liter. 

The  chest  x-ray  film  showed  no  changes. 
The  clavicles  again  showed  evidence  of  re- 
sorption. X-ray  film  of  the  skull  showed 
a “salt  and  pepper”  appearance  suggestive 
of  hyperparathyroidism.  Films  of  the 
lower  jaw  revealed  a few  remaining  teeth; 
the  lamina  dura  could  not  be  visualized.  X- 
ray  films  of  the  hands  showed  calcification 
of  vascular  structures  and  subcortical  re- 
sorption of  phalanges  of  all  fingers  (Fig.  IB). 
A skeletal  series  revealed  a coarsened 
trabecular  pattern  compatible  with  hyper- 
parathyroidism. Barium  examination  of 
the  esophagus  revealed  no  defects.  The 
upper  gastrointestinal  x-ray  film  series 
showed  a deformed  duodenal  bulb  without 
obvious  crater  formation. 

During  the  three  weeks  hospitalization, 
the  patient  remained  afebrile,  and  the  blood 
pressure  stabilized  at  the  level  of  170/90. 
She  continued  to  complain  of  pruritus; 
careful  examination  of  fundi  showed  gen- 
eralized narrowing  of  arterioles  with  pale 
retinas  but  no  exudates  or  hemorrhages. 

Repeat  urinalyses  revealed  specific  gravi- 
ties of  1.003  and  1.005  with  albumin  test 
results  averaging  2 plus  positive.  With 
the  aid  of  reserpine,  trimeprazine,  oral  iron 
medication,  and  diuretics  the  patient  grad- 


ually improved.  Peritoneal  dialysis  did 
not  appear  advisable,  and  the  patient  was 
discharged. 

During  a one  month  follow-up  period  in 
the  outpatient  department,  the  blood  pres- 
sure was  150  systolic,  90  diastolic;  the 
hemoglobin  gradually  dropped  to  5.7  Gm. 
per  100  ml.  The  patient  complained  of 
pruritus,  weakness  of  both  lower  extremi- 
ties, shortness  of  breath,  back  pain,  and 
urinary  frequency  and  was  readmitted. 

Final  admission.  The  blood  pressure 
was  130  systolic,  90  diastolic;  the  pulse  86, 
the  respirations  26  per  minute;  and  tem- 
perature 99.8  F.  The  patient  was  pale  and 
extremely  weak.  Small  firm  nodes  were 
palpable  in  both  cervical  regions.  A loud 
harsh  grade  III  to  VI  systolic  murmur  was 
audible  over  the  aortic  and  mitral  areas. 
The  lungs  were  clear,  and  there  was  no 
peripheral  edema. 

Urinalysis  showed  a specific  gravity  of 
1.017,  a 1 plus  albumin,  occasional  white 
blood  cells,  and  trichomonad  forms.  The 
hemoglobin  was  4.8  Gm.  per  100  ml.  and 
the  white  blood  count  10,000  per  cubic 
millimeter  with  81  per  cent  neutrophils. 
The  blood  urea  nitrogen  was  174  mg.,  the 
fasting  blood  sugar  124  mg.  per  100  ml.; 
the  carbon  dioxide-combining  power  was 
12.6  mEq.,  the  serum  potassium  6.1  mEq., 
the  sodium  134  mEq.,  and  the  chlorides 
108  mEq.  per  liter.  The  serum  creatinine 
was  9 mg.,  the  calcium  10.2  mg.,  and  the 
phosphorus  10.4  mg.  per  100  ml. 

X-ray  examination  of  the  chest  showed 
no  changes.  Films  of  the  left  thigh  showed 
normal  bony  structure  with  marked  calcifi- 
cation of  vessels. 

The  electrocardiogram  showed  left  ven- 
tricular hypertrophy  with  possible  myocar- 
dial ischemia. 

During  the  first  eight  days  in  the  hospi- 
tal, the  temperature  rose  to  100.5  F.  and 
again  to  101.2  F.  The  blood  pressure  re- 
mained 160  to  190  systolic,  90  to  110  dia- 
stolic. In  spite  of  efforts  to  lower  the  serum 
potassium,  by  means  of  intravenous  glucose 
and  insulin,  the  serum  potassium  continued 
to  rise  to  a level  of  8.2  mEq.  per  liter.  The 
carbon  dioxide-combining  power  dropped 
to  9.1  mEq.  per  liter.  The  patient  re- 
mained generally  alert,  although  anorectic 
and  short  of  breath,  with  orthopnea  and 
rales  at  the  lung  bases.  Digitalization  was 
ineffective.  The  patient  gradually  lapsed 
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into  coma  with  muscle  twitching  and  Kuss- 
maul’s  respirations.  She  failed  to  respond 
to  intravenous  calcium  gluconate,  sodium 
bicarbonate,  and  sodium  polystyrene  sul- 
fonate (Kayexelate)  and  ceased  breathing 
on  the  morning  of  the  twelfth  hospital  day. 

Discussion 

Peter  H.  Berczeller,  M.D.:  We  are 

dealing  with  the  case  of  a fifty-year-old 
female  with  a long  history  of  hypertension, 
prolonged  renal  failure,  and  a progressive 
downhill  course.  We  have  two  questions 
to  answer:  (1)  the  etiology  of  the  renal 

disease;  and  (2)  the  cause  of  the  bone 
lesions. 

I am  inclined  to  favor  chronic  pyelone- 
phritis as  the  cause  of  the  underlying  renal 
disease.  It  is  common  that  terminal 
chronic  pyelonephritis  not  be  preceded  by 
any  overt  urinary  tract  infection.  The 
first  indication  of  chronic  pyelonephritis 
may  be  progressive  renal  failure,  as  in  this 
case,  without  significant  proteinuria.  It 
is  true  that  we  do  not  have  a quantitative 
protein  determination  of  the  urine,  but  it 
would  be  most  unlikely  for  the  proteinuria 
to  have  been  of  major  significance.  The 
retrograde  pyelogram  showed  a contracted 
kidney  compatible  with  chronic  pyelone- 
phritis. 

I should  briefly  mention  the  history  of 
asthma  in  connection  with  renal  disease 
because  it  may  raise  the  question  of  peri- 
arteritis. However,  it  is  most  unusual 
for  periarteritis  to  involve  the  kidney  with- 
out hematuria. 

The  patient  showed  evidence  of  mild 
hyperglycemia  suggesting  a possible  ele- 
ment of  diabetes;  however,  I would  be  re- 
luctant to  blame  the  renal  disease  on  any 
progressive  diabetic  vascular  lesions.  I 
cannot  believe  that  Kimmelstiel- Wilson 
disease  would  be  present  without  marked 
proteinuria  or  formed  elements  in  the  urine. 
Also,  there  is  no  evidence  of  serious  vascular 
retinopathy. 

I would  like  to  turn  my  attention  to  the 
bone  lesions.  As  far  as  we  know  there  was 
no  serious  bone  involvement  noted  during 
the  first  hospital  admission,  although  it 
was  obvious  six  years  later.  This  is  cer- 
tainly compatible  with  progressive  hyper- 
parathyroidism. May  I have  the  x-ray 
films  reviewed  at  this  time? 


John  Batillas,  M.D.:  X-ray  films 

taken  during  the  first  hospital  admission 
are  not  available  for  review.  However, 
the  roentgenogram  of  the  chest  taken 
during  the  second  admission  reveals  the 
cardiac  silhouette  to  be  enlarged  (Fig.  1A). 

The  lung  fields  are  clear.  Resorption  of 
the  lateral  portion  of  both  clavicles  is  noted 
suggestive  of  hyperparathyroidism.  A 
right  retrograde  pyelogram  demonstrated 
a miniature  but  otherwise  normal  collecting 
system.  The  kidney  is  diminished  in 
size.  There  is  no  evidence  of  renal  calculi. 

The  roentgenogram  of  the  chest  taken 
during  the  third  admission  demonstrates 
cardiomegaly,  pulmonary  congestion,  and 
small  pleural  effusions  bilaterally.  Calci- 
fication is  present  in  the  transverse  portion 
of  the  aorta. 

Follow-up  examination  of  the  chest,  ten 
days  later,  demonstrates  improvement  of 
the  pulmonary  congestion  and  of  the 
pleural  effusions,  although  the  cardiac 
enlargement  persists. 

A skeletal  survey  showed  granular  de- 
calcification of  the  skull  as  well  as  demin- 
eralization with  coarse  trabeculae  in  the 
remaining  osseous  structures.  The  most 
striking  findings  are  present  in  the  hands 
which  reveal  subperiosteal  resorption  of  the 
middle  phalanges  and  resorption  of  the 
terminal  tufts  (Fig.  IB).  There  is  ex- 
tensive calcification  of  the  vessels,  most 
prominent  in  the  hands  and  wrists.  These 
findings,  especially  the  subperiosteal  re- 
sorption of  the  middle  phalanges,  are  char- 
acteristic of  hyperparathyroidism. 

The  gastrointestinal  x-ray  film  series 
revealed  deformity  of  the  duodenal  bulb; 
however,  there  was  no  displacement  or  de- 
formity of  the  esophagus  to  indicate  the 
presence  of  a parathyroid  adenoma. 

Dr.  Berczeller:  We  are  no  doubt 

dealing  with  some  form  of  hyperparathy- 
roidism. It  is  unlikely  that  the  primary 
form  is  present  because  at  no  time  was  the 
patient’s  calcium  elevated  above  the 
usually  normal  levels  in  either  the  blood  or 
the  urine.  In  view  of  the  indirect  evidence 
of  peptic  ulcer,  it  is  tempting  to  consider 
the  multiple  adenoma  syndrome  involving 
several  endocrine  glands.1  However,  I am 
inclined  to  believe  that  finding  a distorted 
duodenal  bulb  in  this  instance  is  not  in  any 
way  related  to  the  hyperparathyroidism. 
Furthermore,  there  was  no  evidence  of  a 
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palpable  thyroid  adenoma  nor  symptoms 
of  an  islet  cell  tumor. 

I believe  the  patient  had  hyperpara- 
thyroidism secondary  to  renal  disease  and 
uremia.  Apparently,  patients  with  this 
type  of  renal  osteodystrophy  have  impaired 
intestinal  absorption  of  calcium  and  phos- 
phorus, caused  by  some  factor  which  inter- 
feres with  the  biologic  activity  of  vitamin 
D.  This  type  of  malabsorption  eventually 
leads  to  parathyroid  hyperplasia;  but  the 
resulting  bony  changes  can  be  reversed  by 
the  use  of  large  amounts  of  vitamin  D.  In 
administering  vitamin  D,  one  should  be 
aware  of  the  danger  of  generalized  increased 
calcification  of  soft  tissues. 

The  calcium  and  phosphorus  relation- 
ships in  this  patient’s  serum  were  both  in- 
teresting and  helpful  diagnostically.  In 
primary  hyperparathyroidism  the  serum 
calcium  rises  while  the  serum  phosphorus 
tends  to  diminish.  Consequently,  the  cal- 
cium-times-phosphorus  product  remains 
approximately  normal  (45  ± 18).  The 
same  is  true  for  secondary  hyperpara- 
thyroidism in  which  the  demineralization 
of  bone  is  diffuse.  However,  in  secondary 
hyperparathyroidism  where  there  are  only 
localized  bone  changes  on  x-ray,  the  serum 
calcium  may  be  raised  and  the  phosphorus 
quite  elevated.  Thus,  the  calcium-times- 
phosphorous  product  is  quite  high  (85  ± 
22). 2 In  this  patient,  the  very  high  cal- 
cium-times-phosphorous  product  and  the 
local  bone  changes  point  to  hyperpara- 
thyroidism secondary  to  renal  disease. 

The  metabolic  acidosis  occurring  with 
renal  disease  apparently  is  not  important 
in  initiating  the  calcium  changes.  The 
administration  of  large  amounts  of  sodium 
bicarbonate  does  not  reverse  the  decal- 
cification of  bone  nor  does  it  affect  the 
level  of  calcium  in  the  blood.  Further- 
more, in  some  patients  with  renal  failure, 
a renal  transplant  may  correct  severe 
uremia  and  metabolic  acidosis,  but  the 
parathyroid  overactivity  may  persist  be- 
cause the  gland  has  passed  into  a state  of 
autonomous  hyperfunction. 3 In  these 
cases  there  is  disruption  of  the  feedback 
mechanism  which  normally  controls  para- 
thyroid function.  This  condition  involves 
a hyperplasia  of  all  the  glands. 

Renal  damage  can  be  a complication  of 
primary  hyperparathyroidism.  A solitary 
parathyroid  adenoma  may  begin  the  proc- 


ess, but  after  the  renal  damage  occurs, 
the  other  glands  may  become  hyperplastic 
so  that  there  is  coexistent  primary  and 
secondary  hyperparathyroidism. 

I should  mention  the  less  common  con- 
dition of  so-called  tertiary  hyperpara- 
thyroidism. Renal  disease  with  uremia 
leads  to  hypocalcemia  and  to  a generalized 
hyperplasia  of  the  parathyroids.  Even- 
tually this  chronic  stimulation  may  lead  to 
the  formation  of  an  adenoma  in  one  or  more 
of  the  parathyroids.  The  adenoma  itself 
may  then  become  autonomous  and  continue 
to  elaborate  excess  hormone. 

In  conclusion,  the  diagnoses  which  I feel 
are  most  likely  are:  Chronic  pyelone- 

phritis; diabetes  mellitus;  generalized 
arteriosclerosis;  and  uremia  with  secondary 
hyperparathyroidism.  Pathologically, 

there  should  be  generalized  hyperplasia  of 
all  parathyroid  glands.  I do  not  believe 
there  is  sufficient  evidence  to  suggest  either 
primary  or  tertiary  hyperparathyroidism. 

Sigmund  Falk,  M.D.:  Should  we  really 

try  to  distinguish  between  the  various  forms 
of  hyperparathyroidism?  Some  investi- 
gators have  found  that  primary  hyper- 
plasia of  the  parathyroids  is  very  difficult 
to  differentiate  morphologically  from  the 
secondary  form.4 

Dr.  Berczeller:  There  is  no  clearly 

unanimous  opinion  in  this  matter.  Ad- 
mittedly, predominance  of  either  chief  cells 
or  of  water-clear  cells  can  be  found  in  either 
form  of  hyperparathyroidism. 

Charles  M.  Karpas,  M.D.:  Occa- 

sionally in  severe  uremia  renal  transplan- 
tation has  been  followed  by  a subsidence  of 
parathyroid  overactivity.  Such  instances 
support  the  concept  of  secondary  hyper- 
parathyroidism which  may  be  corrected 
when  the  underlying  renal  disease  is  re- 
moved.6 

John  T.  Flynn,  M.D.:  Dr.  Berczeller, 

you  raised  the  question  of  feedback  control 
of  the  parathyroid.  It  is  my  impression 
that  there  is  no  definite  evidence  of  any 
control  of  the  parathyroid  gland  by  the 
pituitary.6 

Dr.  Berczeller:  I was  not  referring 

to  pituitary  control  when  I was  discussing 
feedback.  Calcium  deficiency  is  the  pri- 
mary stimulus  for  the  parathyroids. 
Sometimes,  when  a calcium  deficiency  has 
been  corrected,  the  parathyroid  may  con- 
tinue to  function  at  an  excessively  high 
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level,  having  escaped  the  so-called  feed- 
back control  by  calcium  metabolism. 

Prem  Kamal  Gupta,  M.D.:  You  men- 

tioned decreased  intestinal  absorption  of 
calcium.  Is  phosphorus  absorption  also 
diminished? 

Dr.  Berczeller:  Yes,  but  I would 

like  to  point  out  that  the  phosphate  in  the 
serum  tends  to  remain  approximately  nor- 
mal until  the  glomerular  filtration  rate 
drops  to  about  25  per  cent  of  normal.  Be- 
low that  point,  there  is  a sharp  rise  in 
serum  phosphate. 

I should  like  to  mention  that  in  spite  of 
these  disorders  of  calcium  and  phosphorus 
metabolism  and  the  skeletal  lesions  noted 
on  x-ray  films,  symptoms  due  to  these 
bony  abnormalities  in  adults  with  uremia 
are  quite  uncommon. 

Dr.  Gupta:  Can  you  offer  any  reason 

why  the  patient  did  not  develop  tetany? 

Dr.  Berczeller:  Hypocalcemia  is  a 

common  finding  with  renal  failure,  but 
tetany  is  quite  rare  even  when  the  calcium 
is  extremely  low.  The  reason  for  this  is 
that  the  total  plasma  calcium  is  divided 
into  an  ionized  form,  a complexed  form, 
and  a protein-bound  form.  With  uremia 
there  is  a rise  in  the  serum  citrate,  phos- 
phate, and  sulfate  which  combine  with 
calcium  in  its  complexed  form.  By  con- 
trast, the  ionized  calcium  is  reduced  in  the 
serum  in  spite  of  the  progressive  acidosis. 
Tetany  still  does  not  occur,  probably  be- 
cause nervous  system  irritability  is  de- 
pressed by  a rise  in  ionized  magnesium. 
Magnesium  is  almost  quantitatively  ex- 
creted in  the  kidney,  and  when  there  is 
renal  failure  the  serum  magnesium  tends  to 
rise. 

If  the  acidosis  is  treated  with  large 
amounts  of  alkali,  however,  there  is  further 
reduction  in  the  ionized  calcium,  and  this 
may  lead  to  tetany.  On  the  other  hand, 
when  magnesium-containing  antacid  or 
magnesium  sulfate  is  given  to  a patient 
with  uremia,  there  may  be  considerable 
elevation  of  serum  magnesium,  resulting  in 
disturbances  of  cardiac  conduction,  pe- 
ripheral vascular  collapse,  acute  urinary  re- 
tention, areflexia,  and  coma.  These  are 
extreme  consequences  but  highlight  the 
fact  that  even  a moderate  rise  in  serum 
magnesium  can  do  a great  deal  to  suppress 
the  clinical  manifestations  of  tetany.7 

Stanley  Yormak,  M.D.:  Dr.  Berc- 


zeller, you  suggested  that  a diagnosis  of 
hyperparathyroidism  due  to  an  adenoma 
would  be  accompanied  by  a high  calcium 
level.  But  I have  seen  2 cases  of  adenoma 
where  the  calcium  level  was  normal  or  only 
slightly  elevated. 

Dr.  Berczeller:  Nothing  is  100  per 

cent  positive  in  medicine.  However,  to  be 
sure  that  hypercalcemia  is  not  present 
many  calcium  determinations  may  be 
needed.  Furthermore,  the  pathologic  di- 
agnosis of  parathyroid  adenoma  is  fre- 
quently very  difficult,  even  after  careful 
study.  A distinct  margin  of  normal  para- 
thyroid tissue  immediately  adjacent  to  the 
adenoma  is  necessary  to  make  this  diag- 
nosis microscopically. 

Herriot  Alexis,  M.D.:  Is  it  possible 

that  both  primary  and  secondary  hyper- 
parathyroidism were  present  in  this  pa- 
tient? 

Dr.  Berczeller:  It  is  an  interesting 

thought,  but  to  diagnose  the  primary  form, 
we  would  really  need  a much  higher  cal- 
cium level  than  has  been  reported  in  this 
case. 

Clinical  diagnoses 

1.  Chronic  pyelonephritis  with  chronic 
renal  insufficiency 

2.  Hyperparathyroidism,  most  probably 
secondary  to  chronic  renal  disease 

Dr.  Berczeller's  diagnoses 

1.  Chronic  pyelonephritis 

2.  Diabetes  mellitus 

3.  Generalized  arteriosclerosis 

4.  Hyperparathyroidism,  with  diffuse  hy- 
perplasia secondary  to  chronic  renal  failure 

Pathologic  report 

Basil  Moumgis,  M.D.:  At  autopsy, 

the  kidneys  were  noted  to  be  quite  small, 
the  right  kidney  weighing  45  Gm.  and  the 
left  40  Gm.  The  surfaces  were  coarsely 
granular  with  the  appearance  of  contracted 
“end-stage”  kidneys  (Fig.  2A).  On  sec- 
tion, there  was  poor  demarcation  of  cortex 
from  medulla.  Microscopically,  there  was 
extensive  fibrosis,  partial  to  complete 
hyalinization  of  most  glomeruli,  and 
marked  sclerosis  of  arteries  and  arterioles. 
There  was  minimal  evidence  of  inflam- 
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FIGURE  2.  Kidneys  (A)  Coarsely  granular,  exhibit- 
ing decreased  cortices.  (B)  Section  showing  par- 
tial to  complete  hyalinization  of  glomeruli  and 
small  arteries.  Moderate  amount  of  cellularity 
noted  (X  120). 

mation  as  evidenced  by  a paucity  of  in- 
flammatory cell  infiltration  and  only  mini- 
mal dilatation  of  convoluted  tubules  (Fig. 
2B).  My  interpretation  was  a severe  and 
extensive  nephrosclerosis  without  appre- 
ciable evidence  of  a malignant  phase. 

The  four  parathyroid  glands  were  mark- 
edly enlarged  (Fig.  3A).  The  right  upper 
gland  was  the  largest,  measuring  4 cm.  in 
longest  diameter  and  weighing  1,860  mg. 
The  other  glands  weighed  95,  183,  and  197 
mg.  respectively,  totaling  2,335  mg.,  a 
17-fold  enlargment.  Although  the  largest 
gland  was  somewhat  nodular,  there  was 


FIGURE  3.  (A)  Comparison  of  hyperplastic  para- 
thyroids to  normal-size  thyroid.  (B)  Parathyroid 
hyperplasia  characterized  by  uniform  cell  type  and 
absence  of  fatty  tissue.  Insert  demonstrates  pre- 
dominating chief  cell  (X  200). 

neither  gross  nor  microscopic  evidence  of 
an  adenoma.  Microscopically  there  was 
an  absence  of  fatty  tissue  within  the  gland. 
Normally  after  puberty  there  is  gradual 
increase  in  adipose  tissue  in  the  parathyroid 
glands,  comprising  about  50  per  cent  of  the 
gland  at  age  fifty.  Sparsity  of  fatty  tissue 
is  a common  feature  of  paratyhroid  hyper- 
plasia.8 The  principal  cellular  component 
in  this  hyperplasia  was  the  small  chief  cell 
which  has  been  shown  to  be  the  parathor- 
mone-producing cell  of  the  gland  (Fig.  3B).9 
There  were  focal  collections  of  oxyphilic 
cells  as  well  as  transitional  forms. 
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FIGURE  4.  Osteitis  fibrosa  of  vertebra  with  in- 
crease of  fibrous  tissue  (X  125). 


The  vertebrae,  ribs,  and  clavicles  re- 
vealed a loss  of  the  normal  bony  archi- 
tecture. The  marrow  showed  a brownish 
discoloration,  and  the  fine  bony  trabeculae 
were  replaced  by  irregular  strands  of  fibrous 
tissue.  Microscopically,  there  was  fibrosis, 
widening  of  bony  trabeculae  with  a mosiac 
pattern,  and  irregular  foci  of  osteoid  for- 
mation (Fig.  4). 

The  heart  was  enlarged  weighing  530  Gm. 
Hypertrophy  was  most  marked  in  the  left 
ventricular  wall  which  measured  over  2 cm. 
in  thickness.  There  was  a mild  fibrinous 
pericarditis  and  pleuritis,  probably  due  to 
uremia.  The  lungs  revealed  congestion 
and  edema  with  considerable  fibrin  and 
some  inflammatory  cell  infiltrate  which  we 
interpreted  as  “uremic”  pneumonitis.  In 
the  duodenum  we  found  a re-epithelized 
chronic  ulcer  with  scarring  and  slight  de- 
formity of  the  bulb.  There  were  no  other 
gastrointestinal  lesions. 


Dr.  Flynn:  Multiple  parathyroid  en- 

largements usually  indicate  hyperplasia. 
However,  in  some  cases,  parathyroid  ade- 
nomas may  be  multiple  so  that  whenever  the 
parathyroid  area  is  explored  the  surgeon 
must  examine  all  four  glands.10 

Dr.  Karpas:  Certainly  the  surgeon 

needs  to  visualize  all  of  the  parathyroids  at 
any  one  operation  and  if  necessary  biopsy 
more  than  one  gland  to  determine  his 
course  of  action  at  the  operating  table.4 

Final  diagnoses 

1.  Nephrosclerosis,  severe,  with  chronic 
renal  failure 

2.  Diffuse  hyperplasia  of  parathyroid 
glands,  chief-cell  type 

3.  Osteitis  fibrosa  due  to  uremic  hyper- 
parathyroidism 

4.  Uremic  pericarditis,  pleuritis,  and 
pneumonitis 

5.  Duodenal  ulcer,  healed 
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QUESTION  7.  This  is  a routine  tracing  obtained  on  a seventy-five-year-old  woman  with  a long  history  of 
arteriosclerotic  cardiovascular  disease.  She  had  received  0.25  mg.  of  digoxin  daily  as  well  as  intermittent 
diuretics.  What  is  the  interpretation? 


VI  V 2 V3  V 4 V5  V6 
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QUESTION  8.  The  patient  is  a forty-year-old  woman  whose  routine  electrocardiogram  is  shown  in  tracing 
3/30/66.  The  follow-up  tracing,  12/23/66,  was  obtained  on  readmission  to  the  hospital  some  nine  months 
later.  What  is  the  interpretation? 


Electro- 
cardiograms 
of  Month 


ELUCIDATION 


Question  7.  The  rhythm  is  perfectly 
regular.  There  are  no  P waves  until  one 
looks  carefully  in  lead  V 2.  This  lead  shows 
small  but  definite  P waves  preceding  each 
QRS  by  0.24  second.  The  rhythm  is 
therefore  sinus  with  first  degree  atrioven- 
tricular block.  The  contour  shows  nonspe- 
cific S-T  depressions  in  leads  I,  II,  III,  aVf, 
and  V2  to  V6.  There  are  very  prominent  U 
waves  in  V3  to  V6  which  are  consistent  with 
a diagnosis  of  hypokalemia.  These  U 


waves  may  also  be  seen  in  patients  with  a 
slow  cardiac  rate  who  are  receiving  digitalis. 

Question  8.  The  tracing  dated  3 /30 /66 
shows  regular  sinus  rhythm  with  nonspecific 
S-T  depressions  in  leads  I,  II,  III,  aVf,  and 
V2  to  V6.  There  is  a premature  atrial  beat 
in  V4.  The  P waves  are  notched  suggesting 
possible  atrial  disease.  In  the  tracing 
dated  12/23/66  the  axis  has  shifted  to  a 
marked  right  axis  deviation  with  a qR  pat- 
tern in  V i.  There  is  marked  clockwise  rota- 
tion in  the  precordial  leads.  The  rhythm  is 
now  atrial  fibrillation.  These  changes  are 
characteristic  of  acute  cor  pulmonale.  The 
patient  was  found  at  autopsy  to  have  had 
multiple  pulmonary  emboli  with  mitral 
stenosis  and  insufficiency.  There  was  a 
large  left  atrium. 
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Pain  and  Awareness 
During  Surgical  Anesthesia 


Minimal  central  narcosis  with  neuro- 
muscular  blockade  has  gained  increasing 
acceptance  as  an  anesthetic  method  in 
poor-risk  patients  since  the  concept  of 
balanced  analgesia  was  introduced.  By 
maintaining  the  patient  in  an  analgesic 
state  rather  than  in  a deep  plane  of  anes- 
thesia, cardiovascular  and  autonomic  sys- 
tem side-effects  are  minimized.  A po- 
tential hazard  of  the  method  is  the  failure 
to  provide  a sufficient  degree  of  analgesia 
and  unconsciousness.  The  following  case 
report  illustrates  this  complication  in  a 
patient  anesthetized  with  nitrous  oxide- 
oxygen-curare  and  deliberate  hyperventi- 
lation. 

Case  report 

A sixty-eight-year-old  emaciated  woman  was 
scheduled  for  hemicolectomy  because  of  a 
malignant  growth.  She  presented  clinical  and 
laboratory  evidence  of  advanced  generalized 
arteriosclerosis  and  arteriosclerotic  heart  dis- 
ease. Her  blood  pressure  was  150/90  mm.  Hg 
with  a heart  rate  of  84.  Her  hematocrit  had 
been  brought  to  32  by  blood  transfusions. 

Presented  and  discussed  at  a conference  held  at  the  Hos- 
pital of  the  Albert  Einstein  College  of  Medicine,  The  Bronx, 
New  York,  May  22,  1967.  Clinical  Anesthesia  Conferences 
are  held  on  the  fourth  Monday  of  each  month. 


The  patient  was  medicated  with  atropine  0.4 
mg.  intramuscularly.  On  arrival  in  the  operat- 
ing room,  arterial  pressure  was  166/96  mm.  Hg, 
heart  rate  88  and  regular,  central  venous  pres- 
sure 2 cm.  water,  arterial  oxygen  tension  76  mm. 
Hg,  carbon  dioxide  tension  39  mm.  Hg,  and  pH 
7.42.  She  was  induced  into  anesthesia  with  100 
mg.  of  thiopental  sodium  and  maintained  on 
nitrous  oxide-oxygen.  Endotracheal  intubation 
was  performed  easily  with  the  aid  of  40  mg.  of 
succinylcholine  chloride.  Thereafter,  muscle 
relaxation  was  achieved  with  intermittent  doses 
of  intravenously  injected  d-tubocurarine,  and 
deliberate  hyperventilation  was  provided  using 
a volume-cycled  ventilator.  With  a flow  of 
3y2  L.  of  nitrous  oxide  and  IV2  L.  of  oxygen 
from  the  anesthesia  machine,  arterial  oxygen 
tension  was  only  65  mm.  Hg;  therefore,  the 
flow  was  changed  to  2*/2  L.  of  each  gas.  Re- 
peat blood  gas  analysis  revealed  an  oxygen 
tension  of  120  mm.  Hg,  carbon  dioxide  tension 
of  20  mm.  Hg,  and  pH  of  7.49.  The  patient 
withstood  the  three-hour  procedure  well  with 
minimal  fluctuations  in  arterial  pressure  and 
heart  rate.  She  received  1,000  ml.  of  whole 
blood  and  750  ml.  of  lactated  Ringer’s  solution 
with  dextrose  by  intravenous  infusion.  She  left 
the  operating  room  with  a blood  pressure  of 
150/80,  heart  rate  of  76,  and  central  venous  pres- 
sure of  7 cm.  water. 

The  following  morning,  she  related  with  dis- 
may that  not  only  had  she  comprehended  vari- 
ous conversations  among  the  surgeons,  but  she 
had  also  experienced  considerable  pain  during 
most  of  the  procedure. 


October  1,  1967  / New  York  State  Journal  of  Medicine  2623 


Discussion 

When  administered  with  oxygen  in  con- 
centrations exceeding  25  per  cent,  nitrous 
oxide  is  a safe  but  weak  analgesic  agent. 
Supplementation  may  be  accomplished  by 
the  addition  of  small  amounts  of  potent 
anesthetic  gases  or  vapors  or  by  the  intra- 
venous injection  of  small  increments  of 
analgesic  or  hypnotic  drugs.  Hyperven- 
tilation has  also  been  found  to  increase  the 
degree  of  analgesia,  probably  secondary  to 
the  cerebral  effects  of  a high  pH  and  low 
carbon  dioxide.1  When  awake  volunteers 
were  passively  hyperventilated  using  a 
cuirass  type  of  ventilator,  the  pain  thresh- 
old as  measured  by  the  application  of  a 
spring-loaded  plunger  to  the  tibia  rose  un- 
til pH  values  of  around  7.55  were  reached.1 
Since  blood  gas  determinations  were  avail- 
able in  this  patient,  hyperventilation  should 
have  been  increased  until  the  pH  was  at  the 
optimum  of  7.55.  In  addition,  the  pa- 
tient’s condition  was  not  so  precarious  as  to 
contraindicate  judicious  supplementation 
with  either  a potent  anesthetic  agent  or  an 
analgesic  drug. 

Most  traditional  signs  of  anesthetic 
depth  do  not  apply  to  the  patient  under 
neuromuscular  blockade  since  they  are  de- 
pendent on  a muscle  response  to  certain 
types  of  stimuli.  Galla2  and  his  associates 
observed  that  two  signs  remain  during  light 
anesthesia  in  the  paralyzed  patient:  (1) 

increased  resistance  to  inflation  of  the 
lungs;  and  (2)  dilation  of  the  pupils  in  re- 
sponse to  surgical  stimulation.  The  first 
of  these  signs  is  obviated  by  the  use  of  a 
ventilator  in  preference  to  the  “educated 
hand,”  unless  such  ventilator  also  indicates 
pressure  changes.  Pupillary  dilation  is 


easily  determined;  alternate  etiologic  fac- 
tors are  hypoxia,  hypercarbia,  or  exces- 
sively deep  anesthesia. 

Similar  episodes  of  awareness  and  pain 
during  supposed  surgical  anesthesia  have 
been  described  in  occasional  young  healthy 
patients,  notably  a forty-year-old  woman 
undergoing  vaginal  hysterectomy3  and  a 
few  parturient  women  undergoing  cesarean 
section.4,5  The  present  case  demonstrates 
that  the  geriatric  debilitated  patient  is  also 
susceptible  to  this  complication.  Further- 
more, a “traumatic  neurotic  reaction”  has 
been  reported  in  some  patients  following 
mitral  commissurotomy  and  has  been 
ascribed  to  the  emotional  consequences  of 
being  operated  on  in  a state  of  “virtually 
complete  paralysis  in  the  absence  of  un- 
consciousness.”6 The  anesthesiologist 
must,  therefore,  be  aware  of  the  possibility 
that  his  patient  may  experience  pain  and 
comprehend  conversations  during  light 
anesthesia,  and  he  must  balance  this  hazard 
against  the  advantage  of  maintained  cir- 
culatory and  reflex  homeostasis. 
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Intussusception  of  the  appendix  must  be 
considered  an  uncommon  occurrence.  Al- 
though a review  of  the  literature  reveals 
only  119  reported  cases,  the  vagaries  of 
surgical  practice  are  such  that  within  a six- 
month  period,  3 additional  cases  were  seen 
at  our  institution.  One  of  these,  that  of  an 
intussusception  of  the  appendix  simulating 
a carcinoma  of  the  cecum,  is  the  fourth  such 
recorded  case.1-3  The  periodic  occurrence 
of  intussusception  of  the  appendix  justifies 
further  attention  being  called  to  its  exist- 
ence. 


Historic  review 

The  first  recorded  case  of  intussusception 
of  the  appendix  was  made  by  McKidd  in 
1858. 4 In  1922  Spurney  and  Nyquist5 
presented  the  first  collective  review  of  cases. 
In  1941  and  1943  additional  reviews  were 
presented  by  McSwain6  and  Fraser7  re- 
spectively. Ingersoll  and  Meigs  in  19458 
reported  the  first  case  associated  with  en- 
dometriosis. Morton  and  Oakmann9  re- 
ported a similar  case  in  1952,  as  did  Fink, 
Santos,  and  Goldberg  in  1964. 10  In  1959 
Campbell  and  McCormick1  presented  the 
first  case  simulating  a carcinoma  of  the  ce- 
cum. 


Presented  at  Clinic  Day,  Brooklyn-Long  Island  chapter, 
American  College  of  Surgeons,  Nassau  Hospital,  Mineola, 
New  York,  November  10,  1965. 


FIGURE  1.  Schematic  portrayal  of  types  of  appen- 
diceal intussusception. 


Classification  of  types 

The  following  classification  is  based  on 
McSwain’s6  and  Fink,  Santos,  and  Gold- 
berg’s10 illustrations.  Figure  1 illustrates 
the  five  types  of  simple  intussusception. 
Compound  intussusception  is  an  appendi- 
ceal intussusception  associated  with  either  a 
cecocolic  or  ileocecal  intussusception. 

Jacobs11  raises  the  point  that  only  types 
2 and  4,  where  the  appendix  intussuscepts 
into  itself,  are  true  examples  of  appendiceal 
intussusception.  Types  1 and  3 are  really 
inversions  of  the  appendix  which,  if  they 
progress  fully,  end  up  as  type  5. 

Case  reports 

Case  1.  A seven  teen -month-old  white 
female  was  admitted  to  Nassau  Hospital  on 
October  6,  1965,  with  a five-day  history  of 
bloody  bowel  movements  and  irritability. 
There  were  no  other  symptoms  present. 
The  baby’s  general  health  had  been  good. 
There  was  no  familial  history  of  intestinal 
polyps,  telangiectasia,  or  perioral  pigmenta- 
tion. There  was  no  recent  history  of 
vomiting,  diarrhea,  constipation,  anorexia, 
or  weight  loss. 

Physical  examination  was  not  remark- 
able. The  abdomen  was  soft.  There  were 
no  masses  or  tenderness.  Rectal  examina- 
tion revealed  soft  stool  intermixed  with 
dark  red  blood.  Hemoglobin  was  10.4  Gm. 
per  100  ml.  Urinalysis  gave  negative  re- 
sults. Proctoscopic  examination  showed 
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FIGURE  2.  Case  1.  Surgical  specimen  showing 
intussuscepted  appendix  projecting  into  cecal 
cavity. 


no  abnormal  findings.  Barium  enema  re- 
vealed an  ileocecal  intussusception. 

At  operation,  the  patient  had  an  ileo- 
cecal intussusception  with  an  appendiceal- 
cecal  intussusception.  After  reduction  of 
the  ileocecal  intussusception,  attempts  at 
reducing  the  appendiceal-cecal  intussuscep- 
tion proved  futile.  Therefore,  a resection 
of  the  distal  ileum,  cecum,  and  proximal 
ascending  colon  was  performed.  Intestinal 
continuity  was  re-established  by  an  end-to- 
end  ileo-ascending  colostomy. 

Pathologic  examination  of  the  specimen 
revealed  a dimpled  area  at  the  cecal  ap- 
pendiceal site,  creating  the  impression  that 
the  appendix  had  disappeared  within  the 
substance  of  the  cecum.  Opening  the 
cecum  revealed  a swollen  intussuscepted 
appendix  (Fig.  2).  The  tip  of  the  inverted 
appendix  contained  a lumen  which  could  be 
probed  for  a distance  of  1.5  cm.  Micro- 
scopic examination  confirmed  the  presence 
of  an  intussuscepted  appendix. 

Case  2.  A forty-eight-year-old  white 
female  was  admitted  to  Nassau  Hospital  on 
February  28,  1965,  with  a one-year  history 
of  frequent  diarrheal  bowel  movements, 
cramps,  and  a 40-pound  weight  loss.  She 
denied  any  other  gastrointestinal  symp- 
toms. Prior  to  this,  her  general  health  had 
always  been  good.  A general  review  of  sys- 
tems gave  essentially  negative  findings. 

Positive  physical  findings  were  limited  to 
the  abdomen.  Liver,  kidneys,  and  spleen 
were  not  palpable.  In  the  right  lower 
quadrant,  there  was  an  irregular  tender 
mass  approximately  8 cm.  in  diameter.  On 
vaginal  examination  this  mass  seemed  to  lie 
lateral  to  the  adnexal  organs.  Rectal  ex- 
amination gave  negative  results,  as  did 
sigmoidoscopy. 


FIGURE  3.  Case  2.  Roentgenogram  showing 
filling  defect  of  cecal  caput. 


FIGURE  4.  Case  2.  Surgical  specimen  showing 
intussuscepted  appendix.  Probe  within  lumen  of 
appendix. 


Her  pertinent  laboratory  findings  on  ad- 
mission were  as  follows:  Hemoglobin  11.1 
Gm.  per  100  ml.  and  white  blood  cells 
4,860  per  cubic  millimeter  with  33  seg- 
mented neutrophils,  23  stabs,  27  lympho- 
cytes, 10  monocytes,  and  7 eosinophils. 
Urinalysis  gave  negative  findings.  Stools 
were  negative  for  occult  blood. 

X-ray  films  of  the  chest  showed  no  ab- 
normality. A barium  enema  revealed  the 
following:  There  was  a filling  defect  involv- 
ing the  cecal  caput,  which  on  careful  study 
appeared  to  show  mucosal  destruction  (Fig. 
3).  Conclusions  were  those  of  a primary 
neoplasm  of  the  cecum. 

At  surgery,  an  inflammatory  mass  and/or 
a tumor  of  the  cecum  was  found,  involving 
not  only  the  cecum,  but  the  ileocecal  valve 
and  terminal  12  inches  of  ileum  as  well. 
The  appendix  could  not  be  found,  but  was 
considered  to  be  embedded  in  the  inflamma- 
tory mass  surrounding  the  cecum.  The 
right  ovary  was  enlarged  and  adherent  to 
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FIGURE  5.  Case  3.  (A  and  B)  Roentgenograms 
showing  mass  in  cecum,  interpreted  as  polypoid 
tumor. 


the  cecal  inflammatory  mass.  Within  the 
cecum  itself,  a mass  could  be  palpated 
which  was  assumed  to  represent  carcinoma. 

A resection  of  the  distal  ileum,  a hemi- 
colectomy of  the  right  side,  and  a right 
salpingo-oophorectomy  were  then  per- 
formed and  intestinal  continuity  re-estab- 
lished by  an  ileotransverse  colostomy. 

Pathologic  examination  of  the  resected 
specimen  essentially  revealed  an  inflamma- 
tory process  involving  the  cecum  and  termi- 
nal ileum  with  a fistulous  communication 


FIGURE  6.  Case  3.  Surgical  specimen  showing 
probe  in  lumen  of  intussuscepted  appendix. 
Also  visible  uninvolved  portion  of  appendix.  Note 
neoplastic  tissue  surrounding  intussuscepted 
appendix. 

between  the  cecum  and  a loop  of  ileum  and 
an  appendix  which  was  partially  intussus- 
cepted into  the  cecum  (Fig.  4).  The  ileal 
mucosa  was  ulcerated.  The  ovary  was 
seen  with  a benign  teratoma. 

Case  3.  A fifty-two-year-old  white  fe- 
male was  admitted  to  Nassau  Hospital  on 
September  15, 1965,  because  of  rectal  bleed- 
ing. Early  on  the  morning  of  admission, 
she  had  had  a bowel  movement  consisting  of 
a large  quantity  of  blood  clots.  During 
the  day,  she  had  had  several  additional 
bloody  bowel  movements. 

Physical  examination  on  admission  re- 
vealed a soft  abdomen  with  no  masses  or 
tenderness.  Rectal  examination  revealed 
some  stool  mixed  with  dark  red  blood. 
Sigmoidoscopy  gave  negative  findings. 
Her  hemoglobin  on  admission  was  10.7  Gm. 
per  100  ml. 

Barium  enema  revealed  a mass  in  the 
cecum  which  was  thought  to  represent  a 
benign  tumor,  probably  polypoid,  of  the 
cecum  (Fig.  5). 

After  preparation,  surgery  was  per- 
formed. An  extensive  tumor  of  the  cecum 
was  found,  and  a hemicolectomy  of  the 
right  side  was  performed. 

Pathologic  examination  of  the  specimen 
revealed  an  extensive  carcinoma  of  the 
cecum  with  an  intussuscepted  appendix 
(Fig.  6). 

Etiologic  and  predisposing  conditions 

Many  theories  have  been  advanced  to  ex- 
plain the  development  of  intussusception  of 
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the  appendix.  McKidd’s4  case  had 
“worms,”  but  no  explanation  of  any  possi- 
ble causal  relationship  was  offered  by  him. 

Rolleston12  was  the  first  to  propose  the 
theory  that  an  intussusception  might  de- 
velop from  an  attempt  on  the  part  of  the 
appendix  to  extrude  a foreign  body  from 
within  its  lumen.  It  is  known  that  the  ap- 
pendix is  capable  of  rhythmic  peristaltic 
contractions.  A number  of  reported  cases 
give  evidence  of  the  presence  of  a foreign 
body. 4,6,12 

In  those  cases  where  there  are  no  foreign 
bodies,  Wakeley13  believes  increased  lym- 
phoid tissue  in  the  region  acts  as  a foreign 
body  and  gives  rise  to  increased  and  irregu- 
lar peristalsis  which  sometimes  culminates 
in  an  intussusception. 

There  are  many  conditions  which  have 
been  found  associated  with  appendiceal  in- 
tussusception. As  to  whether  the  associa- 
tion is  coincidental  or  actually  causal  has 
not  been  definitively  settled.  Several  of 
these  related  conditions  are  worms,4  in- 
verted appendiceal  stumps,6’7  endometrio- 
sis,8-10 mucocele  of  the  appendix,14-16  ap- 
pendiceal carcinoid,17  abdominal  trauma, 
acute  inflammation,  polyps,  lymphoid  hy- 
perplasia, postinflammatory  scar  nodules, 
lymphosarcoma,  and  cecal  carcinoma. 

Clinical  features 

Frequency.  A review  of  the  literature 
reveals  119  reported  cases.  In  1963 
Collins18  presented  his  findings  after  review- 
ing 71,000  patients  with  appendiceal  speci- 
mens. He  found  7 cases  of  intussusception 
of  the  appendix  (0.01  per  cent). 

Sex.  Intussusception  of  the  appendix 
occurs  nearly  twice  as  frequently  in  males 
as  in  females.  Our  3 cases  all  occurred  in 
females. 

Age.  Cases  have  been  reported  in  pa- 
tients ranging  from  ten  months  to  seventy- 
five  years  of  age,  the  average  being  sixteen 
years  of  age. 

Symptoms.  Although  the  presenting 
symptoms  may  vary  widely  in  individual 
cases,  in  general,  they  are  suggestive  of 
either  intestinal  obstruction  or  of  an  acute 
inflammatory  process.  The  pain  is  gener- 
ally cramplike  and  intermittent.  Nausea 
and  vomiting  are  common.  Diarrhea  or 
constipation  is  unusual.  Fever,  leukocyto- 
sis, and  tachycardia  are  not  usually  found, 


unless  necrosis,  gangrene,  or  peritonitis  has 
occurred. 

An  abdominal  mass  is  palpable  in  half  the 
patients.  Tenderness  and  muscle  spasm 
are  not  frequent. 

Roentgenographic  studies.  X-ray 
examination  may  be  of  definite  value  in  ar- 
riving at  a diagnosis.  In  1941  Skarby19 
made  the  first  x-ray  diagnosis  of  intussus- 
ception of  the  appendix. 

Usually  on  barium  enema  the  appendix 
does  not  fill.  Positive  findings  are  charac- 
terized by  a round,  sharply  outlined  soft- 
tissue  mass  in  the  cecum,  inseparable  from 
its  wall.  The  mass  is  independent  of  and 
located  distal  to  the  ileocecal  valve.20 

Unless  the  diagnosis  of  appendiceal  in- 
tussusception is  entertained,  the  x-ray  films 
are  usually  interpreted  as  showing  some 
other  disease  process,  as  in  our  3 cases. 

Differential  diagnosis.  Neoplastic 
disease,  infectious  or  inflammatory  diseases, 
and  mechanical  factors  must  be  considered. 
The  various  possibilities  are  so  numerous, 
no  attempt  to  list  them  all  will  be  under- 
taken. 

Treatment 

The  treatment  is  operative.  The  first  re- 
port of  an  operation  for  appendiceal  intus- 
susception was  by  Knight  in  1890. 21  This 
case  ended  in  the  death  of  the  patient. 
McGraw22  reported  the  first  operative  sur- 
vival in  1896. 

For  uncomplicated  appendiceal  intussus- 
ception, the  intussusception  should  be  re- 
duced and  an  appendectomy  performed. 
If  reduction  is  impossible,  a cecostomy  with 
removal  of  the  appendix  from  within  is 
recommended. 

With  a compound  intussusception,  the 
ileocolic  or  cecocolic  intussusception  is  first 
reduced.  Then  the  appendiceal  intussus- 
ception is  treated  as  previously  described. 

If  the  compound  intussusception  cannot 
be  reduced,  the  bowel  shows  signs  of  persist- 
ent circulatory  impairment,  or  gangrene 
exists,  then  an  appropriate  resection  is 
mandatory. 

Since  the  vast  majority  of  these  cases  are 
explored  for  a diagnosis  other  than  that  of 
intussusception,  and  because  the  correct 
diagnosis  is  often  misinterpreted  at  surgery, 
most  of  the  cases  are  treated  by  a resection 
of  the  involved  area. 
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Mortality  rate 

McSwain’s6  review  in  1941  showed  a 14.8 
per  cent  mortality  rate  for  compound  intus- 
susception, while  that  of  simple  intussus- 
ception was  2.6  per  cent.  Since  1949,  23  of 
the  25  cases  reported,  including  our  own 
series,  have  survived. 

Summary 

A review  of  intussusception  of  the  appen- 
dix is  presented,  and  3 additional  cases  are 
submitted.  Due  to  the  varied  symptoms, 
the  diagnosis  of  intussusception  of  the  ap- 
pendix is  seldom  made  preoperatively,  and 
may  even  be  unsuspected  during  surgery. 

A classification  of  intussusception  of  the 
appendix  is  reviewed  and  possible  etiologic 
factors  summarized.  Surgical  intervention 
is  indicated,  and  the  management  is  re- 
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cations  today.  The  highly  sensitive  patient 
may  react  to  the  excipient  or  vehicle  of  a med- 
ication without  allergic  response  to  the  drag  it- 
self. 

Over  the  past  decade  the  author  and  his 
associates  have  been  accumulating  a list  of 
excipients  and  vehicles  in  commonly  used  medi- 
cations. There  are  over  100  pesticide  chemicals 
in  use,  and,  in  addition,  a variety  of  carriers, 
diluents,  sticking  agents,  propellants,  and  other 
substances  used  in  conjunction  with  the  active 
ingredients.  So  far,  attention  has  been  focused 
on  carcinogenic  potentials  of  these  substances, 
their  hematopoietic  effects,  effects  on  intestinal 
flora,  and  other  physiologic  alterations.  With 
a few  exceptions,  little  interest  has  been  shown 
on  potential  allergenic  effects. 
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T he  uneasy  relationship  between  litera- 
ture and  contemporary  science  finds  few 
more  revealing  examples  than  the  post- 
Spenserian  allegoric  poem,  The  Purple  Is- 
land, or  the  Isle  of  Man,  written  by  Phineas 
Fletcher  probably  between  1614  and  1625, 
but  published  in  1633.  Both  medical  and 
literary  historians  have  observed  that  the 
poem  appeared  five  years  after  Harvey’s  De 
Motu  Cordis  of  1628  but  that  it  contains  no 
substantive  evidence  that  the  poet  was 
familiar  with  Harvey’s  ideas  even  though 
the  latter  has  been  lecturing  and  demon- 
strating in  London  since  1616.  Langdale1 
suggests  the  possibility  that  Fletcher  could 
have  had  access  to  Harvey’s  new  theories 
inasmuch  as  they  both  came  from  Kentish 
families,  went  to  Cambridge,  and  had  ac- 
quaintances at  the  periphery  of  their  circles 
who  could  well  have  known  each  other. 
Even  were  this  remote  chance  to  be  an 
actuality,  there  is  no  necessity  to  infer  a 
cross-fertilization  of  ideas  which  cannot  be 
more  specifically  proved.  New  ideas  in 
science  are  not  instantaneously  accepted 
when  promulgated,  and  men  who  have 
grown  to  maturity  under  one  system  of 
natural  law,  whether  scientists  or  poets,  are 


not  quick  to  discard  it  for  another.  Poets 
are  no  more  eager  to  embrace  each  new 
scientific  discovery  as  if  it  were  a new  key  to 
the  cosmos  than  are  men  of  science  as  a class 
prone  to  accept  the  ideas  of  the  avant-garde 
in  literature  or  the  fine  arts. 

It  is  difficult  to  think  of  Phineas  Fletcher 
as  a poet  who  tried  to  make  the  best  of  both 
possible  worlds,  on  the  one  hand  writing  The 
Purple  Island  as  “the  climax  of  a little  genre 
of  Renaissance  literature”  yet  also  “a  mani- 
festo of  the  new  inductive  science.”  Al- 
though Fletcher  was  interested  in  anatomy, 
astronomy,  and  angling,  he  was  primarily  a 
conservative  churchman  in  a rural  rectory. 
During  his  life  and  for  a century  after  his 
death  his  poems  had  a certain  measure  of 
popularity;  he  is  said  to  have  had  some  in- 
fluence on  Milton.  But  Fletcher’s  day  has 
passed;  the  last  “complete  edition”  of  his 
poems  was  published  in  1908,  and  he  is  best 
known  to  students  whose  nostrils  are  filled 
with  the  dust  of  libraries.  Yet  curiously, 
from  time  to  time,  Fletcher’s  name  appears 
in  unexpected  contexts.  Budgen, 2 the  Irish 
painter,  who  was  on  friendly  terms  with 
James  Joyce  in  1918  to  1920,  related  the 
following  remark  made  by  Joyce  in  Trieste 
when  he  was  busy  writing  Ulysses: 

Among  other  things,  my  book  is  an  epic  of 
the  human  body.  The  only  man  I know  who 
has  attempted  the  same  things  is  Phineas 
Fletcher.  But  then  his  Purple  Island  is 
purely  descriptive,  a kind  of  coloured  ana- 
tomical chart  of  the  human  body.  In  my 
book  the  body  fives  in  and  moves  through 
space  and  is  the  home  of  a full  human  per- 
sonality. 

Few  novelists  are  so  widely  acquainted 
with  obscure  literature  as  Joyce  was,  and 
it  is  not  surprising  that  omnivorous 
glossophage  should  have  been  attracted  to 
Fletcher’s  intricate  allegory. 

Biography 

The  salient  facts  of  Phineas  Fletcher’s  life 
are  simply  told.  His  grandfather,  Richard 
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Fletcher,  D.D.,  settled  in  Kent  as  rector  at 
Cranbrook.  The  rector  had  two  sons;  the 
elder,  also  named  Richard  Fletcher  (1545- 
1596)  took  orders,  became  a capable  church 
administrator,  and  rose  to  become  Bishop  of 
London.  His  son,  John  Fletcher  (1579- 
1625)  was  the  celebrated  playwright  and 
junior  partner  of  Francis  Beaumont.  The 
rector’s  younger  son,  Giles  Fletcher  (1548- 
1611)  became  a minor  diplomat  of  the 
Elizabethan  period.  His  elder  son  was 
Phineas  Fletcher  (1582-1650)  and  his 
younger  was  Giles  Fletcher  (1588-1623). 
The  family  predilection  of  the  church  and 
for  writing  was  carried  out  by  both  Phineas 
and  his  younger  brother  Giles. 

Like  his  father,  Phineas  Fletcher  was  sent 
to  Eton  and  then  to  King’s  College,  Cam- 
bridge, where  he  graduated  B.A.  in  1604, 
M.A.  in  1608,  obtaining  his  B.D.  and  a fel- 
lowship in  1611.  His  career  in  academic 
circles  was  not  conspicuously  successful,  but 
his  literary  gifts  won  him  many  friends.  In 
1614  he  wrote  a pastoral  play  Sicelides 
which  was  scheduled  to  be  performed  before 
James  I,  Prince  Charles,  and  their  entour- 
age. Much  to  Fletcher’s  chagrin  the  royal 
party  left  Cambridge  unexpectedly  on  the 
morning  of  the  day  it  was  to  be  given. 
Fletcher  must  have  set  his  hopes  on  it  as  a 
means  of  obtaining  preferment  from  the 
king  either  as  a courtier  or  as  a churchman 
and  the  bitterness  of  his  disappointment  is 
evident  when  one  learns  that  two  weeks 
later  he  left  King’s  College,  never  to  return 
as  a Fellow.  For  the  sake  of  comparative 
chronology,  William  Harvey  left  Caius 
College,  Cambridge,  in  1598  for  Padua,  re- 
turning to  London  in  1602.  Whether 
Fletcher  actually  met  Harvey  during  a 
visit  to  London  between  1602  and  1614  or 
heard  him  lecture  remains  a matter  of  con- 
jecture. 

Counting  himself  a failure  at  Cambridge, 
Fletcher  soon  married.  Through  a family 
connection  he  was  appointed  chaplain  to  Sir 
Henry  Willoughby  at  Risley,  a village  in 
Derbyshire.  In  1621  Willoughby  presented 
to  him  the  living  of  the  rectory  at  Hilgay  in 
the  Norfolk  fens  where  he  spent  the  rest 
of  his  life.  Like  his  younger  friend  Francis 
Quarles,  also  a poet,  Fletcher  was  an  ardent 
angler;  both  are  mentioned  by  name  in 
Izaak  Walton.  Fletcher  lived  out  his  days 
at  Hilgay  angling  for  God’s  fish  and  men’s 
souls.  Yet  Hilgay  was  only  25  miles  from 


Cambridge,  and  his  contact  with  the  univer- 
sity did  not  cease.  He  revisited  on  several 
occasions,  since  his  brother  Giles  stayed  on 
until  1617;  he  also  continued  his  friendship 
with  Quarles,  with  Thomas  Tomkins  the 
musician,  and  with  Edward  Benlowes,  some 
years  his  junior,  also  a poet.  It  was  prob- 
ably at  Benlowes’  urging  in  the  late  1620’s 
and  early  1630’s  that  Fletcher  had  his 
poems  published.  Fletcher  and  his  friends 
were  all  Royalists  at  heart  although  apolit- 
ical in  conduct.  Although  Fletcher  sur- 
vived into  the  days  of  the  Commonwealth, 
his  ideas  on  religion,  the  church,  the  state, 
and  society  were  those  he  inherited  from  his 
father  and  grandfather.  Time  stood  still  in 
his  quiet  rectory,  and  there  is  no  reason  to 
believe  that  a conservative  clergyman  who 
spent  his  spare  time  fishing  would  be  au 
courant  with  the  latest  scientific  advances. 

Writing  was  Fletcher’s  other  avocation, 
and  there  is  no  doubt  that  his  poems  circu- 
lated in  manuscript  among  his  friends  for 
several  years  before  they  appeared  in  print. 
Dates  of  publication  need  bear  no  relation 
to  dates  of  composition.  Fletcher’s  first 
poem  to  see  light  was  Locustae  vel  Pietas 
Jesuitica  (1627),  a strong  attack  on  Roman 
Catholicism.  By  1631  he  was  willing  to 
publish  Sicelides,  the  play  which  had  occa- 
sioned so  much  chagrin  in  1614.  Two 
pieces  of  devotional  prose,  Joy  in  Tribula- 
tion and  The  Way  to  Blessedness,  essentially 
tracts,  were  printed  at  London  in  1632. 
Another  prose  writing,  A Father's  Testament 
was  published  posthumously  in  1670;  al- 
though Fletcher  had  intended  it  only  for  the 
eyes  of  his  children  and  relatives,  it  is  prob- 
ably the  most  humanly  touching  of  his 
works. 

But  the  year  1633,  when  Fletcher  was 
fifty-one,  saw  the  appearance  of  his  master- 
piece, The  Purple  Island,  or  the  Isle  of  Man : 
Together  with  Piscatorie  Eclogs  and  Other 
Poeticall  Miscellanies,  and  it  is  on  the  alle- 
gorical poem  and  the  eclogues  that  his  repu- 
tation rests.  A minor  stir  was  created  a 
generation  ago  when  Seaton3  discovered  the 
manuscript  of  Venus  & Anchises  in  the  Sion 
College  library;  it  was  the  original  text  of 
the  poem  published  in  1628  as  Brittain's  Ida 
by  Thomas  Walkley  and  ascribed  to  Ed- 
mund Spenser,  dead  since  1599.  There  can 
be  little  doubt  that  Fletcher  and  Walkley 
conspired  in  this  hoax;  probably  other  per- 
sons were  privy  to  it,  as  Walkley  was  the 
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publisher  of  some  of  John  Fletcher’s  plays. 
Venus  & Anchises  was  a youthful  work,  ex- 
pressing amatory  sentiments  which  a con- 
servative rural  rector  might  not  choose  to 
own.  Also,  in  1633  Fletcher  published  his 
Latin  poems  as  Sylva  Poetica,  edited  andhad 
printed  his  late  father’s  poem  De  Uteris 
antiquae  Britanniae;  all  the  publications  of 
1633  were  undertaken  by  the  Printers  to  the 
University  at  Cambridge.  Not  only  was 
1633  Fletcher’s  high-water  mark;  it  seems 
to  have  marked  the  end  of  his  career  as  a 
writer.  No  manuscripts  dating  from  1633 
to  1645  seem  extant,  other  than  the  posthu- 
mous A Father's  Testament.  Fletcher’s 
health  began  to  decline  in  1645,  and  he  died 


The  heart  is  immured  partly  by  a membrane 
going  round  about  it,  ( and  thereby  receiving  his 
name)  and  a peculiar  tunicle,  partly  with  a 
humor  like  whey  or  urine,  as  well  to  cool  the 
heart,  as  to  lighten  the  body. 


The  flesh  of  the  heart  is  proper  and  peculiar  to 
itself,  not  like  other  muscle,  of  a figure  pyram- 
idall.  The  point  of  the  heart  is  (as  with  a 
diademe)  girt  with  two  arteries  and  a vein,  called 
the  crown. 


Though  the  heart  be  an  entire  body,  yet  it  is 
severed  into  two  partitions,  the  right  and  the  left, 
of  which  the  left  is  more  excellent  and  noble. 
The  right  receives  into  his  hollownesse  the  bloud 
flowing  from  the  liver,  and  concocts  it. 


This  right  side  sends  down  to  the  lungs  that  part 
of  this  bloud  which  is  less  laboured,  and  thicker; 
but  the  thinner  part  it  sweats  through  a fleshie 
partition  into  the  left  side.  The  fleshie  partition 
severs  the  right  side  from  the  left;  at  first  it  seems 
thick,  but  if  it  be  well  viewed,  we  shall  see  it  full 
of  many  pores,  or  passages. 


in  1650.  The  poems  of  the  Fletchers  were 
edited  and  published  by  Alexander  Grosart 
during  the  years  1869  to  1876,  and  a more 
recent  edition  of  the  poems  of  both  Phineas 
and  Giles  the  younger  was  prepared  by  Boas 
in  1908. 4 


Purple  Island 

The  Purple  Island  is  a poem  in  twelve 
cantos  composed  of  seven-line  rhyming 
stanzas,  almost  4,900  lines  long.  It  is  best 
classified  as  an  anatomico theological  poem, 
and  it  represents  an  attempt  by  Fletcher  to 
reconcile  the  newer  humanistic  idea  of  man 
as  the  center  of  the  universe  with  the  older 

FIGURE  I.  Canto  IV,  verses 

Flankt  with  two  severall  walls  (for  more  defence) 
Betwixt  them  ever  flows  a wheyish  moat; 

In  whose  soft  waves,  and  circling  profluence 
This  Citie,  like  an  Isle,  might  safely  float: 

In  motion  still  (a  motion  fixt,  not  roving) 

Most  like  to  heav’n  in  his  most  constant  moving: 
Hence  most  here  plant  the  seat  of  sure  and  active 
loving. 


Built  of  a substance  like  smooth  porphyries; 

His  matter  hid,  and  (like  it  self)  unknown: 

Two  rivers  of  his  own;  another  by. 

That  from  Hepar  rises  like  a crown, 

Infold  the  narrow  part:  for  that  great  All 

That  his  works  glory  made  pyramidall; 

Then  crown’d  with  triple  wreath,  & cloth’d  in  scar- 
let pall. 

The  Cities  self  in  two  partitions  reft; 

That  on  the  right,  this  on  the  other  side: 

The  right  (made  tributarie  to  the  left) 

Brings  in  his  pension  at  his  certain  tide, 

A pension  of  liquors  strangely  wrought; 

Which  first  by  Hepars  streams  are  hither  brought, 
And  here  distill’s  with  art,  beyond  or  words  or 
thought. 

The  grosse  waves  of  these  life-streams  (which  here 
With  much,  yet  much  lesse  labour  is  prepar’d) 

A doubtfull  chanel  doth  to  Pneumon  bear: 

But  to  the  left  those  labour’d  extracts  shar’d, 

As  through  a wall,  with  hidden  passage  slide; 
Where  many  secret  gates  (gates  hardly  spi’d) 
With  safe  convoy  give  passage  to  the  other  side. 


T wo  skinny  additions  ( from  their  likeness  called 
the  eares)  receive,  the  one  the  thicker  bloud  (that 
called  the  right)  the  other,  (called  the  left)  takes 
in  the  aire  sent  by  the  lungs. 


At  each  hand  of  the  left  two  streets  stand  by, 

Of  several  stuffe,  and  severall  working  fram’d, 
With  hundred  crooks,  and  deep-wrought  cavitie: 
Both  like  the  eares  in  form,  and  so  are  nam’d. 

I’  th’  right  hand  street  the  tribute  liquor  sitteth: 
The  left  forc’t  aire  into  his  concave  getteth; 
Which  subtile  wrought,  & thinne,  for  future  work- 
men fitteth. 
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Renaissance  and  medieval  ideas  of  theology. 
The  nature  of  the  allegory  and  some  of  the 
language  in  which  it  is  clothed  owes  much  to 
Edmund  Spenser,  especially  The  Shep- 
heardes  Calender;  Spenser’s  influence  on 
Fletcher  is  even  more  apparent  in  the  Pisca- 
torie  Eclogs.  Canto  I deals  with  the  crea- 
tion and  the  fall  of  man.  Cantos  II 
through  V take  up  the  anatomic  allegory, 
using  it  as  an  elaborate  device  to  place 
man’s  body  in  the  center  of  the  poem’s 
frame.  Canto  VI  deals  with  the  five  senses 
and  with  diverse  aspects  of  epistemology, 
the  latter  treated  allegorically  as  Phan- 
tastes,  the  fancy  or  imagination,  Eum- 
nestis,  the  memory,  and  so  on.  Cantos 

16-24,  with  marginal  notes 

The  left  side  of  the  heart  takes  in  this  aire,  and 
bloud;  and  concoting  them  both  in  his  hollow 
bosome,  sends  them  out  by  the  great  arterie  into 
the  whole  body. 


In  the  heart  are  foure  great  vessels:  the  first  is 

the  hollow  vein  bringing  in  bloud  from  the  liver; 
at  whose  mouth  stand  three  little  folding  doores, 
with  three  forks  giving  passage,  but  no  return 
to  the  bloud. 


The  second  vessel  is  called  the  arterie-vein,  which 
rising  from  the  right  side  of  the  heart,  carries 
down  the  bloud  here  prepared  to  the  lungs  for 
their  nourishment.  Here  also  is  the  like  three- 
folding doore,  made  like  half-circles;  giving 
passage  from  the  heat  t but  not  backward.  The 
third  is  called  the  Veiny  arterie,  rising  from  the 
left  side  . . . 

The  fourth  is  the  great  arterie.  This  hath  also 
a floud-gate  made  of  three  semi-circular  mem- 
branes, to  give  out  load  to  the  vitall  spirits  and 
stop  their  regresse 


VII  through  XII  relate  an  almost  homeric 
battle  between  the  happy  peaceful  dwellers 
on  the  Isle  of  Man  and  the  forces  of  evil, 
that  is,  the  devil  and  a host  of  sins  (un- 
chastity, irreligion,  idolatry,  heresy,  hypoc- 
risy, unrighteousness,  intemperance,  ha- 
tred, and  sedition)  who  are  overcome  by 
heaven-sent  virtues  (faith,  humility,  hope, 
promise,  peace,  fortitude,  chastity,  and 
many  others).  In  conclusion  Fletcher  re- 
fers to  the  Apocalypse  in  the  book  of  Revela- 
tion and  to  his  brother  Giles’s  poem,  Christ’s 
Victory  and  Triumph. 

The  poem  is  dedicated  to  Edward  Ben- 
lowes;  in  the  dedication  Fletcher  refers  to 
his  poems  as  “raw  Essayes  of  my  very  un- 


The  Cities  left  side,  (by  some  hid  direction) 

Of  thinne  aire,  and  of  that  right  sides  rent, 

(Compound  together)  makes  a strange  confection; 
And  in  one  vessel  both  together  maynt, 

Stills  them  with  equal  never-quenching  firing: 
Then  in  small  streams  (through  all  the  Island 
wiling) 

Sends  it  to  every  part,  both  heat  and  life  inspiring. 

In  this  Heart-citie  foure  main  streams  appeare; 
One  from  the  Hepar,  where  the  tribute  landeth, 
Largely  poures  out  his  purple  river  here; 

At  whose  wide  mouth  a band  of  Tritons  standeth, 
(Three  Tritons  stand)  who  with  their  three-forky 
mace 

Drive  one,  and  speed  the  rivers  flowing  race, 

But  strongly  stop  the  wave,  if  once  it  back  repace. 

The  second  is  that  doubtfull  chanel,  lending 
Some  of  this  tribute  to  the  Pneumon  nigh; 

Whose  springs  by  carefull  guards  are  watcht, 
that  sending 

From  thence  all  waters,  all  regresse  denie: 

The  third  unlike  to  this,  from  Pneumon  flowing, 
And  his  due  ayer-tribute  here  bestowing, 

Is  kept  by  gates  and  barres,  which  stop  all  back- 
ward going. 

The  last  full  spring  out  of  this  left  side  rises, 
Where  three  fair  nymphs,  like  Cynthis’s  self  ap- 
pearing, 

Draw  down  the  stream  which  all  the  isle  suffices; 
But  stop  back-waies,  some  ill  revolture  fearing. 
This  river  still  it  self  to  lesse  dividing, 

At  length  with  thousand  little  brooks  runnes 
sliding, 

His  fellow  course  along  with  Hepar  chanels  guiding. 
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ripe  yeares,”  and  informs  us  that  “I  am  now 
entring  upon  my  Winter.”  He  was  fifty  - 
one  years  old  when  The  Purple  Island  was 
published.  It  is  an  inescapable  inference 
that  the  poem  was  largely  written  a good 
number  of  years  before  that.  Further- 
more, in  the  text  of  the  poem  Fletcher  refers 
to  James  I as  “our  late  sovereign,”  implying 
a date  before  1625.  It  is  plausible  to  be- 
lieve that  the  poem  was  begun  while 
Fletcher  was  still  at  Cambridge  and  that  he 
continued  to  work  on  it  for  several  years. 
He  may  conceivably  have  made  revisions  in 
the  manuscript  on  the  advice  of  friends  to 
whom  it  circulated.  However,  there  is  no 
evidence  of  revision  between  1628  when  De 
Motu  Cordis  appeared  and  1633  when  the 
poem  was  printed.  Any  knowledge 
Fletcher  might  have  had  of  Harvey’s  revolu- 
tionary discoveries  must  have  been  obtained 
at  second  hand. 

The  poem  accepts  the  Renaissance  tradi- 
tion of  Galenic  humours,  and  Fletcher’s 
ideas  of  anatomic  structure  seem  to  con- 
form in  the  main  with  the  observations  of 
Vesalius  (d.  1564)  and  Fabricius  (d.  1619). 
To  clarify  his  anatomic  allegory  for  the 
reader  Fletcher  wisely  wrote  marginal  notes. 
On  the  purple  island  the  veins  and  arteries 
become  rivers  and  brooks,  the  heart  a city, 
the  head  a tower,  the  liver  a well,  and  the 
kidneys  twin  mountains.  Such  allegorial 
writing  had  its  models  in  Frascatorius’s 
Syphilidis,  sive  morbi  Gallicis,  a pastoral 
allegory,  and  Kinloch’s  De  hominis  procrea- 
tione,  a quasi-mythologic  allegory.  In 
Francis  Quarles’s  commendatory  verses 
which  appear  inter  alia  before  the  poem  we 
learn  that 

Man’s  Bodie’s  like  a house:  his  greater  bones 

Are  the  main  timber;  and  the  lesser  ones 

Are  smaller  splints:  his  ribs  are  laths,  daub’d 
o’re, 

Plaister’d  with  flesh  and  bloud:  his  mouth’s 
the  doore, 

His  throat’s  the  narrow  entrie,  and  his  heart 

Is  the  great  chamber,  full  of  curious  art: 

The  most  striking  exemplar  of  Fletcher’s 
method  and  style  is  his  description  of  the 
heart  in  Canto  IV,  verses  16  to  24  (Fig.  1). 

Comment 

It  is  clear  that  Fletcher  had  a sound 
knowledge  of  the  topography  of  the  heart 
and  great  vessels.  Like  Vesalius  and 


other  previous  anatomists  he  is  aware  of  the 
four  chambers  and  valves;  he  also  has  a 
clear  idea  of  the  function  of  valves  in  stop- 
ping retrograde  flow,  and  his  description  of 
the  tricuspid  and  semilunar  valves  is  clear. 
However,  he  fails  to  mention  that  the  mitral 
valve  is  bicuspid,  and  the  notion  that  blood 
passes  from  the  right  ventricle  to  the  left 
through  minute  pores  in  the  interventricular 
septum  is  a Galenic  fallacy  which  was  pre- 
served into  the  late  medieval  and  early 
Renaissance  conceptions  of  the  circulation. 
Fletcher  had  a clear  idea  that  blood  is 
distributed  along  the  aorta  to  the  organs 
of  the  body  and  that  the  aorta  subdivides 
and  that  its  subdivisions  further  sub- 
divide, and  so  on.  However,  one  should 
not  credit  his  “thousand  little  brooks”  as 
indicating  a knowledge  of  capillary  circula- 
tion; such  an  insight  perforce  would  have  to 
wait  for  the  development  of  the  microscope 
a century  later.  Finally,  we  are  told  that 
the  heart  is  the  font  of  life  and  heat,  as  one 
might  expect  from  the  Renaissance  tradi- 
tion, and  the  seat  of  passions: 

Within  this  Citie  is  the  palace  fram’d, 

Where  life,  and  lifes  companion,  heat,  abideth; 

And  then-  attendants,  passions  untam’d: 

(Oft  very  hell  in  this  strait  room  resideth)  . . . 

The  last  line  has  a universal  ring,  gen- 
erally applicable  to  many  rooms  in  many 
palaces.  The  remote  Norfolk  rector  seems 
to  know  that  in  each  human  heart  there  is  a 
private  keep. 

However,  the  disadvantage  of  a circum- 
locutory, periphrastic  approach  to  anatomic 
description  is  readily  apparent.  Instead  of 
penetrating  the  scientific  facts,  Fletcher’s 
allegorical  scheme  veils  them.  To  his 
credit,  he  did  manage  to  assimilate  and  ex- 
press the  major  part  of  the  corpus  of  ana- 
tomic knowledge  available  to  him,  but  the 
reader  must  dig  out  the  data  from  an  almost 
impenetrable  hedge  of  poetic  verbiage.  As 
one  might  expect,  Fletcher  is  most  accurate 
when  he  describes  skin  and  bones,  flesh,  and 
the  disposition  of  major  organs.  His  ap- 
preciation of  the  gross  structure  of  the 
lungs  as  spongelike  is  sound,  but  the  simile 
was  common  coin  of  the  time;  neither  he 
nor  anyone  else  in  his  day  had  an  inkling  of 
respiratory  function.  The  idea  that  blood 
returned  to  the  heart  by  the  inferior  vena 
cava  was  divided  into  two  moieties  and  that 
air  was  mixed  (concocted)  with  blood  in  the 
left  ventricle  was  a common  medieval  and 
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Renaissance  fallacy  which  persisted  until 
Harvey’s  ideas  were  disseminated  and  well 
understood.  However,  Fletcher  did  have 
the  correct  idea  of  the  direction  of  blood 
flow  to  and  from  the  heart.  Neither 
Fletcher  nor  his  contemporaries  appreciated 
the  liver  or  pancreas  as  an  accessory  diges- 
tive gland;  in  common  with  them  he  as- 
cribed a number  of  fanciful  functions  to  the 
liver,  including  bile  formation  in  the 
Galenic-humoral  sense.  The  pancreas,  its 
etymology  correctly  translated  as  “all- 
flesh,” was  considered  to  be  a fleshy  cushion 
for  the  stomach. 

We  read  Fletcher’s  account  of  lactation 
with  some  amusement.  In  Canto  IV  he  in- 
forms us  that  “the  breast,  or  paps,  are  given 
to  men  for  strength,  and  ornament;  to 
women,  for  milk  and  nurseries  also.”  The 
marginal  notes  continue  with  “When  the  in- 
fant grows  big,  he  so  oppresseth  the  vessels 
of  bloud,  that  partly  through  the  readiness 
of  the  passage,  but  especially  by  the  provi- 
dence of  God,  the  bloud  turns  back  to  the 
breast,  & there  by  an  innate  but  wonderful 
facultie  is  turned  to  milk.”  The  blood 
stream 

. . . bears  up  his  flight. 

And  in  these  founts  (by  some  strange  hidden 
might) 

Dies  his  fan-  rosie  waves  into  a lily  white. 

Another  point  which  merits  comment  is 
Fletcher’s  use  of  the  word  “distill”  to  de- 
scribe the  formation  of  urine  in  the  kidneys. 
The  text  of  the  poem  reads 

...  as  through  a little  pap,  distilling 

To  divers  pipes,  the  pale,  cold  humour  swilling 

Runs  down  to  th’  Urine-lake,  his  banks  thrice 
daily  filling. 

and  the  accompanying  marginal  comment 
states:  “The  Ureters  receive  the  water 

separated  from  the  bloud,  as  distilled  from 
little  fleshie  substances  in  the  kidneys,  like 
to  teats.”  Vesalius  had  spoken  of  urine 
being  formed  by  filtration,  but  his  idea  was 
that  of  a passive  filtration,  not  the  active 
process  implied  by  distillation.  However, 


one  may  not  credit  Fletcher  with  anything 
more  than  a lucky  choice  of  a mot  juste,  as 
his  teatlike  fleshy  substances  were  not 
glomeruli  but  refer  to  the  tips  of  the  renal 
pyramids,  which  play  at  most  a passive  role. 

As  one  might  expect  from  a conservative 
clergyman,  Fletcher  is  reticent  about  the 
excretory  apparatus  itself.  He  barely  al- 
ludes to  urination  or  defecation.  He  men- 
tions sexual  organs  and  function  only  to  dis- 
miss them  as  being  too  shameful  for  further 
poetic  comment. 

It  would  be  idle  to  pretend  that  The 
Purple  Island  has  any  great  value  for  the 
twentieth  century  reader  other  than  curios- 
ity. The  anatomy  on  which  Fletcher  based 
his  allegory  was  soon  superseded,  and  we 
now  live  in  an  age  which  has  little  patience 
with  allegories,  especially  extended  ones. 
There  is  a certain  challenge  in  unravelling 
the  skein  of  meaning  which  runs  through 
the  poem,  much  like  the  pleasure  in  solving 
a cryptogram.  One  may  also  reflect  that 
many  clergymen  today  might  do  better  by 
writing  allegorical  poems  (the  work  of  idle 
men  in  their  closets)  than  by  meddling  in 
public  affairs.  There  is  much  to  be  said  in 
favor  of  a life  spent  writing  verse  and  an- 
gling on  the  Norfolk  broads.  However, 
now  that  the  sun  of  fashion  has  set  on 
Fletcher’s  poetry,  one  may  at  least  claim 
some  degree  of  virtue  in  him  as  a subject  for 
study: 

“Blest  be  thy  name,  O Vogue,  that  canst 
embalm 

A minor  poet  with  a potted  palm; 

Make  me  immortal  in  thy  exegesis,  — 

Or  failing  that,  at  least  a Doctor’s  thesis." 
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Letters  to  the  Editor 


Accidental  injection  of  smallpox  vaccine 
dried  (calf  lymph  type) 

To  the  Editor:  The  advantages  of  dried  small- 

pox vaccine  are  that  it  is  more  stable  than 
conventional  smallpox  vaccine  (liquid)  prepared 
from  calf  lymph.  When  stored  at  25  C.  (77  F.) 
the  dried  vaccine  (Dryvax)  retains  full  potency 
for  eighteen  months.  In  addition  reconstituted 
dried  vaccine  is  more  stable  than  conventional 
liquid  smallpox  vaccine.  Reconstituted  dried 
vaccine  retains  full  potency  for  three  months 
when  kept  below  4 C.,  preferably  below  0 C. 

The  usual  precautions  and  contraindications 
for  the  use  of  this  vaccine  are  similar  to  those  for 
the  use  of  liquid  vaccine: 

1.  Unless  exposure  to  smallpox  has  occurred, 
smallpox  vaccination  is  contraindicated  for 
individuals  with  eczema,  other  types  of  der- 
matitis, or  burns.  Smallpox  vaccination  is 
also  contraindicated  for  the  siblings  and  other 
household  contacts  of  such  individuals. 

2.  Elective  smallpox  vaccination  is  not 
recommended  for  individuals  receiving  therapy 
with  corticotropin  or  adrenocortical  steroids, 
with  known  defects  of  gamma  globulin  syn- 
thesis, or  during  pregnancy,  especially  the  first 
trimester. 

3.  During  reconstitution  and  use  of  the 
vaccine,  care  should  be  taken  to  avoid  contact 
with  the  skin.  Otherwise,  accidental  vacci- 
nation may  occur. 

4.  The  vial  in  which  vaccine  was  recon- 
stituted and  the  assembly  used  for  adminis- 
tration contain  live  virus.  Before  discarding, 
these  items  should  be  burned,  boiled,  or  auto- 
claved to  prevent  accidental  vaccination  by 
breakage  during  disposal. 

5.  Smallpox  vaccine  is  for  endermal  ap- 
plication only.  Smallpox  vaccine  should  not  be 
injected. 

Case  report 

On  June  23, 1966,  a priest  aged  forty-four  years 
was  accidentally  injected  intramuscularly  with 
at  least  four  capillary  tubes  of  smallpox  vaccine. 
The  total  volume  contained  in  the  vaccine 
vial  is  0.3  cc.,  so  that  the  total  volume  injected 
was  approximately  0.12  cc.  of  smallpox  vaccine. 
There  was  no  immediate  reaction.  The  past 
history  was  significant  in  that  the  patient  had 
been  previously  immunized  against  smallpox 


approximately  three  years  before  and  had  had  a 
vaccinoid  reaction.  Since  the  patient  was 
scheduled  to  leave  the  country  in  about  a week 
and  since  previous  experience  with  the  inadvert- 
ent administration  of  smallpox  vaccine  intra- 
muscularly could  not  be  immediately  ascer- 
tained, it  was  felt  that  the  best  course  would 
be  for  the  patient  to  receive  vaccinia  immune 
globulin. 

Fifteen  cc.  of  vaccinia  immune  globulin  were 
given  intramuscularly  at  3 different  sites  on 
June  23,  1966,  about  six  hours  after  the  ad- 
ministration of  dried  vaccine.  The  patient  was 
asked  to  record  temperatures  twice  daily  for  the 
next  thirty  days  and  note  any  untoward  re- 
actions. Temperatures  were  recorded  for  the 
first  fifteen  days,  and  recordings  were  discon- 
tinued thereafter.  The  temperature  range  was 
entirely  within  normal  limits  for  the  two  weeks 
in  which  it  was  ascertained.  The  patient  stated 
that  he  had  had  no  untoward  symptoms.  When 
last  contacted  on  August  18,  1966,  the  patient 
was  in  excellent  health. 

Other  reports 

On  June  29,  1966,  conversation  with  N.  Z. 
Bierly,  M.D.,*  elicited  the  following  experiences 
with  accidental  injection  of  dried  vaccine: 

1.  One  soldier  received  100  doses  by  injection 
for  a total  volume  of  3 cc.  He  received  gamma 
globulin  pending  receipt  of  vaccinia  immune 
globulin,  which  he  later  received,  and  he  re- 
covered completely. 

2.  Two  infants  who  had  been  vaccinated 
against  smallpox  sometime  previously,  time 
unknown,  received  dried  vaccine,  amount  un- 
known, by  injection,  and  they  recovered  com 
pletely  after  having  received  vaccinia  immune 
globulin. 

3.  There  is  one  case  report  from  Greece 
which  has  not  been  documented  of  a female 
child  who  had  received  100  doses  of  dried  vaccine 
in  the  buttock  and  who  recovered  completely 
without  incident  except  for  marked  local  re- 
action at  the  site  of  the  injection.  This  child 
received  only  gamma  globulin  since  vaccinia 
immune  globulin  was  unavailable. 

Smallpox  vaccine  is  not  sterile:  however, 

there  are  no  bacterial  pathogens  present,  but 
there  are  a few  nonpathogenic  organisms  pres- 
ent per  cubic  centimeter. 

* Wyeth  Laboratories,  Philadelphia  Pennsylvania. 
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Comment 

The  preceding  has  been  presented  to  re- 
emphasize the  importance  of  proper  smallpox 
vaccination  technics  and  the  trend  of  events 


which  ensue  following  its  inadvertent  adminis- 
tration by  injection. 

Rosario  P.  Drago,  M.D. 
1750  Bussing  Avenue 
The  Bronx,  New  York  10466 
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Necrology 


Samuel  Candel,  M.D.,  of  Brooklyn,  died  on 
August  12  at  the  age  of  sixty-seven.  Dr.  Candel 
graduated  in  1930  from  Jefferson  Medical 
College  of  Philadelphia.  He  was  an  attending 
physician  at  Jewish  Hospital  of  Brooklyn  and  a 
consulting  physician  at  Peninsula  General  and 
Kings  Park  State  Hospitals.  Dr.  Candel  was  a 
Diplomate  of  the  American  Board  of  Internal 
Medicine,  a Fellow  of  the  American  College  of 
Physicians,  a Fellow  of  the  American  College 
of  Chest  Physicians,  and  a member  of  the  New 
York  Cardiological  Society,  the  Medical  Society 
of  the  County  of  Kings,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American 
Medical  Association. 

Samuel  Colliss,  M.D.,  of  Brooklyn,  died  on 
July  16  at  the  age  of  eighty.  Dr.  Colliss  grad- 
uated in  1917  from  New  York  Homeopathic 
Medical  College  and  Flower  Hospital.  He  was 
an  associate  attending  obstetrician  and  gyne- 
cologist at  Brooklyn  Women’s  Hospital.  Dr. 
Colliss  was  a member  of  the  Medical  Society  of 
the  County  of  Kings,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Michele  Salvatore  Dimino,  M.D.,  of  East 
Elmhurst,  died  on  January  9 at  the  age  of 
sixty-one.  Dr.  Dimino  received  his  medical 
degree  from  the  University  of  Bologna  in  1935. 
He  was  a clinical  assistant  allergist  at  Flushing 
Hospital  and  Dispensary  Outpatient  Depart- 
ment. Dr.  Dimino  was  a member  of  the 
Medical  Society  of  the  County  of  Queens,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Leo  Edelman,  M.D.,  of  New  York  City,  re- 
tired, died  on  August  17  at  his  home  in  Hopewell 
Junction,  at  the  age  of  seventy-five.  Dr.  Edel- 
man graduated  in  1915  from  Cornell  University 
Medical  College.  He  was  a consulting  urologic 
surgeon  at  The  Mount  Sinai  and  Montefiore 
Hospitals.  Dr.  Edelman  was  a Diplomate  of 
the  American  Board  of  Urology,  a Fellow  of  the 
American  College  of  Surgeons,  and  a member 
of  the  American  Urological  Association,  the 
New  York  Pathological  Society,  the  New  York 
Academy  of  Medicine,  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Joseph  George  Epstein,  M.D.,  of  Orangeburg, 
died  on  July  23  at  the  age  of  fifty-eight.  Dr. 
Epstein  graduated  in  1933  from  George  Wash- 
ington University  School  of  Medicine.  He  was 


a Fellow  of  the  American  College  of  Chest  Physi- 
cians and  a member  of  the  American  Thoracic 
Society. 

Merle  D.  Evans,  M.D.,  of  Rochester,  died  on 
July  31  at  Highland  Hospital  of  Rochester  at 
the  age  of  sixty-eight.  Dr.  Evans  graduated  in 
1929  from  the  University  of  Iowa  Medical  De- 
partment. He  was  an  attending  urologic 
surgeon  at  Genesee  and  Highland  Hospitals  of 
Rochester  and  a consulting  urologic  surgeon  at 
St.  Mary’s  Hospital.  Dr.  Evans  was  a Diplo- 
mate of  the  American  Board  of  Urology  and  a 
member  of  the  American  Urological  Association, 
the  Rochester  Academy  of  Medicine,  the  Mon- 
roe County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Isidore  Albert  Feder,  M.D.,  of  Brooklyn, 
died  on  August  19  at  the  age  of  sixty-three. 
Dr.  Feder  graduated  in  1927  from  Tufts  Uni- 
versity School  of  Medicine.  He  was  chief 
gastroenterologist  at  Brookdale  Hospital  Center 
and  consulting  gastroenterologist  at  New  York 
Polyclinic  and  Flatbush  General  Hospitals.  A 
former  professor  of  medicine  and  director  of  the 
Department  of  Gastroenterology  at  New  York 
Polyclinic  Medical  School  and  Hospital,  during 
World  War  II  he  served  as  a colonel  in  the  Army 
Medical  Corps  in  the  European  Theater  of 
Operations  and  received  the  Legion  of  Merit, 
the  Bronze  Star,  and  five  battle  stars.  Dr. 
Feder  was  a Diplomate  of  the  American  Board 
of  Internal  Medicine  (Gastroenterology),  a 
Fellow  of  the  American  College  of  Gastroenter- 
ology, a Fellow  of  the  American  College  of 
Physicians,  and  a member  of  the  American 
Society  of  Tropical  Medicine  and  Hygiene,  the 
Medical  Society  of  the  County  of  Kings,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Virginia  Kneeland  Frantz,  M.D.,  of  New 
York  City,  died  on  August  23  at  her  home  at  the 
age  of  seventy.  Dr.  Frantz  graduated  in  1922 
from  Columbia  University  College  of  Physi- 
cians and  Surgeons.  She  was  a consulting 
pathologic  surgeon  at  Presbyterian  Hospital, 
professor  emeritus  of  surgery  at  the  College  of 
Physicians  and  Surgeons,  and  a consulting 
pathologist  at  St.  Luke’s  Hospital.  The  first 
woman  intern  in  the  Department  of  Surgery  at 
Presbyterian  Hospital,  in  1957  she  received  the 
Elizabeth  Taylor  Blackwell  award  of  the  New 
York  Infirmary  for  distinguished  contributions 
to  medicine  and  in  1962  the  Janeway  Medal  of 
the  American  Radium  Society.  Dr.  Frantz 
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was  a Diplomate  of  the  American  Board  of 
Pathology  (Pathologic  Anatomy)  and  a member 
of  the  American  Thyroid  Association,  the  New 
York  Academy  of  Medicine,  the  New  York  State 
Society  of  Pathologists,  the  New  York  Patho- 
logical Society,  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Asso- 
ciation. 

Louis  F.  Knoll,  M.D.,  of  Blairstown,  New 
Jersey,  formerly  of  Brooklyn,  died  on  February 
3 at  the  age  of  seventy-four.  Dr.  Knoll  grad- 
uated in  1917  from  University  and  Bellevue 
Hospital  Medical  College.  He  was  a con- 
sulting surgeon  at  Bethany  Deaconess  Hospital. 
Dr.  Knoll  was  a Fellow  of  the  American  College 
of  Surgeons,  a Fellow  of  the  International  Col- 
lege of  Surgeons,  and  a member  of  the  Medical 
Society  of  the  County  of  Kings,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Esther  P.  Lovejoy,  M.D.,  of  New  York  City, 
died  on  August  17  at  the  New  York  Infirmary 
at  the  age  of  ninety-seven.  Dr.  Lovejoy  grad- 
uated in  1894  from  the  University  of  Oregon 
Medical  School.  From  1919  until  May,  1967, 
she  was  chairman  of  the  American  Women’s 
Hospital  Service  which  was  formed  in  associa- 
tion with  the  Red  Cross  during  World  War  I. 
For  her  relief  work  abroad,  Dr.  Lovejoy  was 
awarded  the  Gold  Cross  of  the  Redeemer,  the 
Gold  Cross  of  the  Order  of  King  George  I,  and 
the  War  Cross  (all  from  Greece),  the  Gold  Cross 
of  the  Legion  of  Honor  from  France,  the  Gold 
Cross  of  the  Holy  Sepulcher  from  Jerusalem, 
and  the  Gold  Cross  of  Saint  Sava  from  Yugo- 
slavia. Dr.  Lovejoy  was  the  first  president  of 
the  Medical  Women’s  International  Association 
and  a member  and  past  president  of  the  Amer- 
ican Medical  Women’s  Association,  which 
awarded  her  the  Elizabeth  Blackwell  Medal  for 


Cancer  study  by  laser 

The  National  Cancer  Institute,  one  of  the 
National  Institutes  of  Health,  using  laser  (light 
amplification  by  stimulated  emission  of  radia- 
tion) equipment,  will  conduct  research  with 
high  energy  fight  beams  to  study  their  effects  on 
cancer.  This  study  will  be  conducted  by  A.  S. 
Ketcham,  M.D.,  and  R.  C.  Hoye,  M.D. 

The  laser  instrument  is  undergoing  modi- 
fications while  being  installed  in  a cancer  re- 
search area  in  Bethesda,  Maryland.  The  de- 
vice was  developed  by  the  Army  in  response  to  a 
request  from  the  National  Cancer  Institute  fol- 
lowing more  than  a year’s  cooperative  study  by 
the  missile  command’s  laser  experts  and  sci- 
entists. 


“outstanding  contributions  to  the  advancement 
of  women  in  medicine.” 

Thomas  H.  Massey,  M.D.,  of  Westbury,  died 
on  August  12  at  the  age  of  fifty-eight.  Dr. 
Massey  graduated  in  1935  from  Long  Island 
College  of  Medicine.  He  was  a clinical  assistant 
in  general  practice  at  Nassau  Hospital.  Dr. 
Massey  was  a member  of  the  American  Academy 
of  General  Practice,  the  Nassau  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Harry  Michaelis,  M.D.,  of  New  York  City, 
died  on  June  24  at  the  age  of  eighty-six. 
Dr.  Michaelis  graduated  in  1903  from  Long  Is- 
land College  Hospital.  He  was  a consulting 
physician  in  medicine  at  Misericordia  Hospital. 

Aaron  H.  Trynin,  M.D.,  of  Brooklyn,  died  on 
August  22  at  his  home  at  the  age  of  sixty-nine. 
Dr.  Trynin  graduated  in  1922  from  the  Uni- 
versity of  Maryland  School  of  Medicine  and 
College  of  Physicians  and  Surgeons.  He  was  a 
consulting  orthopedic  surgeon  at  Maimonides 
Hospital  of  Brooklyn.  Dr.  Trynin  was  a Diplo- 
mate of  the  American  Board  of  Orthopedic 
Surgery,  a Fellow  of  the  American  College  of 
Surgeons,  and  a member  of  the  American 
Academy  of  Orthopaedic  Surgeons,  the  Medical 
Society  of  the  County  of  Kings,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Dominick  S.  Zito,  M.D.,  of  South  Farming- 
dale,  died  on  July  19  at  the  age  of  forty-seven. 
Dr.  Zito  received  his  medical  degree  from  the 
University  of  Bologna  in  1953.  He  was  an  at- 
tending general  practitioner  at  Mid-Island 
Hospital,  Bethpage.  Dr.  Zito  was  a member 
of  the  American  Academy  of  General  Practice, 
the  American  Geriatrics  Society,  the  Nassau 
County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 


The  earlier  experimentation  involved  exposure 
of  both  internal  and  external  malignant  growths 
in  laboratory  animals  to  pulses  of  infrared 
radiation  from  high  energy  lasers  developed  by 
the  missile  command.  The  experiments  proved 
that  the  radiation  could  destroy  some  cancer 
cells  under  certain  circumstances. 

It  is  now  proposed  to  use  the  laser  instrument 
in  a program  of  experimental  work  on  laboratory 
animals.  The  results  may  indicate  whether  or 
not  laser  could  be  used  in  treatment  of  malignant 
tumors  in  human  beings.  While  many  of  the  re- 
sults thus  far  of  laser  irradiation  on  tissue  re- 
main poorly  understood,  the  experimental  find- 
ings are  sufficiently  significant  to  justify  further 
animal  experimentations  and  refinements  in 
laser  instrumentation. 
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Abstracts  in  Interlingua 


Fishman,  S.  I.:  Emphysema  pulmonar;  le 

problema  clinic  ( anglese ),  New  York  State  J. 
Med.  67:  2573  (1  de  octobre)  1967. 

Emphysema  pulmonar  occupa — post  morbo 
pulmonar — le  secunde  rango  inter  le  invalidita- 
tores  del  homines.  Illo  afflige,  probabilemente, 
1 de  omne  10  americanos  de  etate  medie  e 
avantiate.  Su  differentiation  ab  bronchitis  e 
asthma  es  umbrate  de  multe  confusion.  Em- 
physema es  describite  como  allargamento  anor- 
mal  del  spatios  de  aere  distal  con  respecto  al 
terminal  bronchiolos  nonrespiratori,  accompa- 
niate  de  destructive  alterationes  in  le  parietes 
alveolar,  con  le  subclassification  del  forma 
paracicatrical  e del  forma  lobular.  Illo  es  un 
complication  de  occurrentia  tardive  in  un  ex- 
tense varietate  de  chronic  o recurrente  morbos 
pulmonar.  Un  degeneration  del  tissu  elastic 
pulmonar  es  reguardate  como  le  primari  factor 
initiatori  e occurre  possibilemente  como  resultato 
de  morbos  non  associate  con  previe  morbo 
obstructive.  In  plus,  un  varietate  de  cognos- 
cite  agentes  e conditiones  pathologic  pote 
resultar  in  le  precise  syndrome  clinic  e physio- 


logic que  es  cognoscite  como  obstructive  em- 
physema pulmonar.  Agentes  etiologic  de  bron- 
chitis e de  emphysema  es  considerate,  e anor- 
malitates  physiologic  es  commentate.  Observa- 
tion e evalutation  clinic  pote  frequentemente 
producer  un  plus  accurate  studio  de  functiona- 
mento  que  le  laboratorio.  Un  cautemente  plan- 
ate  programma,  sub  le  direction  del  medico, 
debe  esser  initiate  si  tosto  que  le  diagnose  es 
suspicite. 

Rasi,  H.  B.:  Le  uso  de  tissu  local  in  le  reparo 

de  defectos  facial  post  chirurgia  pro  cancere 
{anglese).  New  York  State  J.  Med.  67:  2604 

(1  de  octobre)  1967. 

Post  que  un  tumor  cancerose  es  adequate- 
mente  excidite,  le  defecto  debe  esser  reparate. 
Un  resultato  esthetic  es  importante  pro  gene, 
palpebra  e supercilio,  aure,  labio,  e naso.  Le 
defecto  debe  esser  interpretate  in  le  lumine  del 
perdita  de  tissue  e del  invaliditate  functional 
create.  Le  melior  resultatos  es  obtenite  per  le 
utilisation  de  libere  graffos  e de  graffos  pedicu- 
late  de  tissu  adjacente. 


Share 

Your 

Medical 

Journals 

With 

Colleagues 

Overseas 


The  doctors  of  the  U.S.A.  are  being  asked  to  send  their  medical  journals— 
after  they  have  read  them — to  colleagues  overseas  (Asia,  Latin  America, 
and  Africa)  who  wish  to  have  access  to  current  medical  literature  but, 
either  because  of  currency  regulations  or  actual  cost  involved,  cannot 
themselves  subscribe  to  medical  periodicals.  We  can  supply  you  with 
the  name,  address,  and  medical  specialty  of  doctors  in  these  areas  who 
would  be  happy  to  receive  these  much  wanted  journals,  {particularly 
specialty  journals),  which  you  will  mail  direct  to  your  overseas  colleague. 

This  is  a direct  “Doctor-to-Doctor”  program  which  is  being  sponsored  by 
the  American  Medical  Association  with  the  collaboration  of  The  World 
Medical  Association  to  help  alleviate  the  lack  of  current  medical  publica- 
tions and  to  further  international  good  will.  Your  cooperation  in  this 
program  will  be  greatly  appreciated  and  your  contact  with  these  colleagues 
in  other  countries,  we  can  assure  you,  will  prove  very  gratifying.  If  you 
wish  to  participate  in  this  program,  send  your  name,  address,  and  titles  of 
journals  you  will  contribute  to  DOCTOR-TO-DOCTOR  PROGRAM, 
The  World  Medical  Association,  10  Columbus  Circle,  New  York,  New 
York  10019. 
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Books  Reviewed 


Tobacco  Alkaloids  and  Related  Com- 
pounds. Proceedings  of  the  Fourth  Inter- 
national Symposium  held  at  the  Wenner- 
Gren  Center,  Stockholm,  February  1964. 

Edited  by  U.  S.  Von  Euler.  Octavo  of  346 
pages,  illustrated.  A Pergamon  Press  Book. 
New  York,  The  Macmillan  Company,  1965. 
Cloth, $15. 

This  publication  contains  papers  presented 
at  the  Fourth  International  Symposium  on  the 
use  of  tobacco  and  related  compounds,  which 
was  sponsored  by  the  Swedish  Tobacco  Com- 
pany and  the  Tobacco  Research  Committee 
of  the  Swedish  Medical  Research  Council. 

Its  first  controversial  paper  has  near  its  clos- 
ing a quotation  from  the  British  Medical  Journal 
2:  253  (1889),  “We  advise  non-smokers  not 

to  put  their  trust  in  pyridine  during  the  prev- 
alence of  fevers,  and  to  remember  that  their 
tobacco-loving  friends  owe  their  immunity  to 
good  health  and  strength,  which  enables  them 
to  stand  tobacco  and,  at  the  same  time,  to  re- 
sist infection.” 

Attempts  to  lower  the  amounts  of  harmful 
nicotine  and  tar  in  cigarets  are  given.  Also 
mentioned  are  attempts  to  stop  the  habit. 

This  book  is  sponsored  by  the  tobacco  com- 
panies of  the  world.  Scientific  medicine  knows 
the  evils  of  smoking  which  tend  to  be  denied  in 
this  publication.  The  funds  employed  in  the 
study  could  have  been  better  used  in  preventing 
its  use  among  the  guileless  young  since  it  is  al- 
most impossible  to  break  the  habit  in  those  who 
are  addicted  and  who  have  become  ailing  and 
must  discontinue  the  use  of  tobacco. — Bernard 
Seligman,  M.D. 

Renal  Carcinoma.  By  James  L.  Bennington, 
M.D.,  and  Robert  M.  Kradjian,  M.D.  Octavo 
of  263  pages,  illustrated.  Philadelphia,  W.  B. 
Saunders  Company,  1967.  Cloth,  $15. 

Most  of  this  book  has  been  written  by  a pa- 
thologist, Dr.  Bennington.  It  contains  em- 
bryology and  anatomy  of  the  kidney,  histo- 
genesis of  renal  carcinoma,  epidemiology  and 
etiology,  experimental  production  of  renal  car- 
cinoma, presenting  clinical  manifestations,  di- 
agnostic technics,  treatment,  and  prognosis. 
The  presenting  signs  and  symptoms,  diagnostic 
technics,  and  treatment  have  been  written  by  a 
surgeon,  Dr.  Kradjian.  The  book  covers  well 
all  points  pertinent  to  renal  carcinoma,  with  an 
extensive  bibliography  for  each  chapter.  Most 
of  the  illustrations  are  excellent,  although  some 
of  them  like  Figures  III-5,  IV-2,  IV-5,  IV-19, 
V-36,  V-49,  demonstrate  very  little  and  could  be 
omitted.  Electron  micrographs  of  normal  kid- 
ney and  renal  cell  carcinoma  supplement  the 
text  very  well.  The  diagrammatic  figures 
are  excellent  and  illustrate  various  points.  In 


addition,  there  are  illustrations  of  radiologic 
examinations  and  a scintigram  from  a patient 
with  renal  cell  carcinoma.  This  is  a good  sup- 
plement to  monographs  of  various  neoplasms 
and  can  serve  well  anyone  interested  in  renal 
carcinoma,  particularly  the  pathologist.  If,  in 
relationship  to  therapy  and  prognosis,  the  text 
is  not  very  extensive,  there  are  enough  references 
to  be  useful  also  for  a surgeon  or  a chemo- 
therapist.— J.  V.  Klavins,  M.D. 


Labor:  Clinical  Evaluation  and  Manage- 

ment. By  Emanuel  A.  Friedman,  M.D.  Oc- 
tavo of  397  pages,  illustrated.  New  York, 
Appleton-Century-Crofts,  1967.  Cloth,  $13.50. 

An  attempt  to  define  the  normal  parameters  of 
labor  and  the  clinical  significance  of  the  devia- 
tions found  in  abnormal  labor  is  the  subject  of 
this  practical  volume.  By  using  a graphico- 
statistic  analysis  of  labor,  the  author  has  ex- 
amined labor  patterns  with  mathematical  pre- 
cision. When  cervical  dilatation  is  plotted 
against  time  elapsed  in  labor,  the  now  familiar 
“Friedman  curve”  is  obtained.  An  S-shaped 
curve  is  characteristic  of  all  normal  labors. 
Abnormal  labor  patterns  show  various  depar- 
tures from  the  S-shaped  curve  because  of  pro- 
longation or  arrest  in  the  phases  of  labor  which 
the  author  has  named  latent,  acceleration,  maxi- 
mal slope,  deceleration,  and  finally  the  second 
stage.  Normal  nulliparous  and  multiparous  la- 
bors were  studied  separately  and  mean  values 
determined  for  each  phase.  Thus,  one  has 
normal  values  and  standard  deviations  to  com- 
pare to  any  given  labor  pattern  or  clinical 
situation  under  investigation. 

Dysfunctional  labor  is  studied  by  considering 
aberrations  which  occur  in  one  or  more  phases 
of  labor  and  the  clinical  factors  associated  with 
the  abnormal  patterns.  Further  detailed  in- 
vestigation of  factors,  e.g.,  maternal  age, 
parity,  gravidity,  malpresentation,  multiple 
pregnancy,  ruptured  membranes  etc.,  and  exog- 
enous factors,  e.g.,  analgesia,  anesthesia,  oxy- 
tocics,  etc.  Long  held  beliefs  concerning  the 
untoward  effect  of  certain  of  these  factors  on 
labor  are  challenged. 

The  last  four  chapters  deal  with  programs  of 
management.  An  approach  to  detection,  eval- 
uation and  diagnosis  of  potentially  abnormal 
labor  is  evolved.  On  the  basis  of  the  deter- 
mined etiologic  and  contributory  factors,  a 
rational  form  of  therapy  is  selected.  Significant 
observations  relating  to  delivery  outcome  have 
resulted  in  valid  principles  of  prognosis.  Prac- 
tical, detailed,  planned  approaches  are  given  for 
each  type  of  labor  aberration  so  that  the  cli- 
nician is  able  to  apply  this  material  to  his  own 
patients. 
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This  book  represents  the  most  comprehensive 
clinical  study  of  labor  and  is  recommended  for 
all  those  engaged  in  obstetric  practice. — 
Alexander  H.  Rosenthal,  M.D. 

Emergency  Anaesthesia.  Edited  by  Harry 

L.  Thornton,  M.R.C.S.,  and  Peter  F.  Knight, 

M. B.  Octavo  of  451  pages,  illustrated.  Balti- 
more, The  Williams  & Wilkins  Company, 
1965.  Cloth,  $18.75. 

The  ability  to  recognize  and  anticipate  danger 
is  the  hallmark  of  an  experienced  and  prescient 
anesthetist  and  nowhere  does  this  aphorism 
have  greater  relevance  than  during  the  adminis- 
tration of  anesthesia  for  emergency  surgery. 
One  need  only  mention  such  conditions  as  evis- 
ceration, intestinal  obstruction,  massive  hemor- 
rhage, traumatic  injuries  to  chest  and  abdomen, 
and  the  obstetric  emergencies  of  placenta  previa, 
abruptio  placentae,  and  fetal  distress  to  ap- 
preciate the  inherent  dangers  of  anesthesia. 
The  means  of  avoiding  the  pitfalls  in  these 
conditions  and  many  others  are  mentioned  in 
this  book,  but  they  are  so  diluted  by  irrelevant 
facts  that  they  can  hardly  be  delineated.  In 
reading  the  text  one  notes  very  little  difference 
from  an  ordinary  textbook  on  anesthesiology 
except  for  the  emphasis  on  anesthesia  for  trau- 
matic injuries  of  the  face  and  oral  cavity  and 
dental  emergencies.  The  text  would  have  been 
more  pertinent  if  the  knowledge  of  certain  facts 
in  basic  science  and  technics  would  have  been 
assumed  in  the  reader. 

The  quality  of  the  paper  and  the  print  is  of 
the  highest  order.  The  pages  are  a bit  too  wide 
so  that  cursive  reading  is  hampered  by  the  in- 
ability of  the  eye  to  follow  the  lines  in  sequence. 
Our  English  authors  could  diminish  the  size  of 
the  book  considerably  if  they  would  not  men- 
tion the  references  both  in  the  body  of  the  text 
and  in  the  bibliography.  Apparently  they  are 
so  democratic  that  they  include  every  author’s 
name  of  each  article  both  in  the  text  and  list  of 
references.  Haven’t  they  met  et  al.l 

This  book  can  make  no  major  contribution  to 
one’s  personal  library.  It  has,  however,  an 
intriguing  title  and  a short  treatise,  instead,  on 
“Emergency  Anesthesia,”  would  be  an  inval- 
uable addition  to  our  specialty. — Samuel 
Berkowxtz,  M.D. 

Medical  Department,  United  States  Army. 
Radiology  in  World  War  II.  Editor  in 
Chief,  Colonel  Arnold  Lorentz  Ahnfeldt,  MC, 
USA.  Editor  for  Radiology,  Kenneth  D.  A. 
Allen,  M.D.  Associate  Editors,  Elizabeth  M. 
McFetridge,  M.A.,  and  Mindell  W.  Stein, 
B.Sc.  Octavo  of  1,087  pages,  illustrated. 
Washington,  D.C.,  Office  of  the  Surgeon  Gen- 
eral, Department  of  the  Army,  1966.  Cloth, 
$8.25. 

This  book  is  published  under  the  auspices  of 
the  Historical  Department  of  the  United  States 
Army  Medical  Service.  It  has  been  written 
almost  completely  by  the  radiologic  officers 
involved  in  the  various  commands  and  various 


theatres  of  operation  in  World  War  II.  There 
is  a brief  discussion  by  the  supervising  officer 
of  each  hospital  radiologic  unit  of  the  develop- 
ment of  his  unit,  its  work,  and  its  difficulties. 

While  there  are  many  x-ray  film  illustrations, 
this  volume  is  not  meant  as  a teaching  volume 
per  se  in  diagnostic  radiology. 

The  volume  is  of  interest  primarily  as  a frank, 
brief,  and  factual  historical  review  of  radiologic 
services  during  the  war.  Its  interest  to  the 
present-day  practicing  radiologist  is  therefore 
relatively  limited. — Emanuel  Mendelson, 

M.D. 

Hearts:  Their  Long  Follow-up.  By  Paul 

Dudley  White,  M.D.,  and  Helen  Donovan. 
Quarto  of  357  pages,  illustrated.  Philadelphia, 
W.  B.  Saunders  Company,  1967.  Cloth,  $12. 

The  long  follow-up  is  a major  tool  in  clinical 
research  which  can  be  extremely  valuable 
in  describing  the  natural  history  of  disease, 
especially  its  ultimate  prognosis  modified  or 
unmodified  by  specific  treatment.  Dr.  White 
was  one  of  the  first  to  point  out  the  necessity 
of  following  a large  group  of  patients  until  they 
are  all  dead  before  valid  conclusions  can  be 
drawn  as  to  prognosis.  In  fact,  he  showed  that 
the  outlook  may  become  better  and  better  as 
the  years  go  on  and  until  the  whole  group  has 
been  followed  to  the  end. 

In  this  new  book  he  shows  us  how  much  can 
be  learned  from  studying  the  case  histories  of 
individual  patients  who  have  survived  a long 
time  after  the  onset  of  their  heart  disease. 
Many  pearls  of  wisdom  are  to  be  found  in  this 
volume. 

Because  Dr.  White  began  over  fifty  years  ago 
as  one  of  the  pioneers  in  the  study  and  treat- 
ment of  diseases  of  the  heart  he  is  eminently  well 
qualified  to  describe  for  us  the  advances  in  our 
knowledge  period  by  period  in  each  one  of  these. 
The  result  is  very  informative. 

The  chapter  on  coronary  heart  disease  is  ex- 
cellent. It  alone  makes  this  book  a valuable 
addition  to  one’s  library.  It  describes  fascinat- 
ing cases  of  great  longevity  and  depicts  the 
much  more  hopeful  attitude  that  prevails  today 
among  physicians  because  of  the  knowledge 
gained  from  the  long  follow-up. 

Dr.  White’s  own  efforts  in  professional  and 
lay  education  have  played  a major  role  in  re- 
moving the  prevailing  dread  of  “heart  attacks” 
and  have  helped  return  many  patients  to  happy 
and  productive  lives  instead  of  to  chronic 
invalidism. 

“Hearts:  Their  Long  Follow-up”  is  of  great 

importance  to  physicians  from  another  point 
of  view.  It  demonstrates  the  value  of  complete 
office  records  for  use  in  a wide  range  of  clinical 
research.  Dr.  White  has  set  an  example  in  this 
field  which  is  outstanding  and  should  be  fol- 
lowed by  many  more  of  us. — Edwin  P.  May- 
nard, Jr.,  M.D. 

Obstetric  Analgesia  and  Anesthesia.  By 
Charles  E.  Flowers,  Jr.,  M.D.  Octavo  of  240 
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pages,  illustrated.  New  York,  Hoeber  Medical 
Division,  Harper  & Row,  1967.  Cloth,  $8.00. 

The  decrease  in  maternal  mortality  due  to 
hemorrhage,  infection,  and  toxemia  has  resulted 
in  obstetric  anesthesia  assuming  relatively 
greater  prominence  as  a cause  of  preventable 
death.  In  recognizing  this  trend,  the  author, 
who  is  an  obstetrician  with  special  interest  in 
anesthesia  and  analgesia,  has  written  a book 
devoted  to  the  practical  aspects  of  safe  pain 
relief  for  the  parturient. 

Physiologic  factors  affecting  obstetric  anal- 
gesia and  anesthesia  are  carefully  explained  in 
terms  of  maternal  and  fetal  considerations  as 
well  as  the  placental  transfer  of  various  agents. 
The  important  problem  of  anesthesia  coverage 
in  obstetrics  and  its  relationship  to  maternal 
mortality  is  emphasized  by  case  histories  and 
pertinent  comments.  Suggestions  are  made  for 
the  correction  of  the  poor  conditions  which  exist 
in  the  United  States  due  to  suboptimal  anes- 
thesia coverage.  Detailed  discussions  are  given 
in  regard  to  the  employment  of  systemic  anal- 
gesia and  amnesia,  oxygen,  vasopressors,  and 
local  anesthetics.  Separate  chapters  are  de- 
voted to  inhalation  and  conduction  anesthesia, 
including  the  newer  agents  and  technics.  Anes- 
thesia for  cesarean  section  and  various  obstetric 
difficulties  is  described  in  clear,  practical  terms 
so  that  the  obstetrician  can  intelligently  select 
the  method  best  suited  to  his  patient.  The 
effects  of  anesthesia  and  analgesia  upon  the  fetus 
and  resuscitation  of  the  newborn  form  the  basis 
for  a consideration  of  ways  to  reduce  perinatal 
morbidity  and  mortality. 

The  references  include  the  classic  studies  of 
obstetric  pain  relief  as  well  as  more  recent  con- 
tributions to  this  subject.  This  interdiscipli- 
nary text  is  recommended  to  all  obstetricians, 
anesthesiologists,  and  pediatricians. — Alexan- 
der H.  Rosenthal,  M.D. 

Repair  and  Reconstruction  in  the  Orbital 
Region.  By  John  Clark  Mustarde,  F.R.C.S. 
Octavo  of  382  pages,  illustrated.  Baltimore, 
The  Williams  and  Wilkins  Company,  1966. 
Cloth,  $18.50. 

John  Clark  Mustarde,  a plastic  surgeon 
trained  in  both  ophthalmic  surgery  and  plastic 
surgery,  has  written  a book  based  on  his  own 
experiences  and  conclusions.  His  training  and 
special  interest  are  ideal  for  the  preparation  of 
such  a volume. 

The  book  is  divided  into  two  parts.  Part  one 
concerns  the  eyelids  and  discusses  partial  thick- 
ness injuries  in  five  chapters  and  full  thickness 
injuries  in  seven  chapters.  Part  two  discusses 
the  lacrimal  system,  the  eyebrows,  the  socket, 
orbital  walls,  entropion,  trichiasis,  ectropion, 
ptosis,  epicanthus,  telecanthus,  and  tissue  trans- 
fer. Illustrations  are  very  numerous  and  in- 
clude black  and  white  and  color  photographs, 
as  well  as  excellent  drawings  of  operative  pro- 
cedures. 

Repair  and  Reconstruction  in  the  Orbital  Region 
is  an  excellent  manual  of  plastic  surgery  of  the 
eyelids  and  orbit,  and  should  be  a most  useful 


reference  to  ophthalmic  surgeons  and  plastic 
surgeons. — Raymond  Shapiro,  M.D. 


Orthotics,  Etcetera.  Edited  by  Sidney  Licht, 
M.D.  Octavo  of  774  pages,  illustrated.  New 
Haven,  Conn.,  Elizabeth  Licht,  Publisher,  1966. 
Cloth,  $24. 

This  volume  is  the  ninth  in  the  “Physical 
Medicine  Series”  of  books  produced  through  the 
efforts  of  Sidney  Licht,  M.D.  These  volumes 
have  disseminated  information  on  this  relatively 
new  field  and  thus  we  hope  will  induce  the  fur- 
ther growth  and  research  in  this  specialty. 

The  editor  has  prevailed  on  numerous  authori- 
ties to  discuss  devices  which  improve  function 
when  in  contact  with  the  body.  There  are  28 
chapters  encompassing  the  indications  and  prin- 
ciples of  bracing,  materials,  and  components; 
their  application  in  specific  clinical  and  neuro- 
muscular involvements;  shoes  and  their  modifi- 
cations, assistive  devices,  respirators,  and  auto- 
mobile modifications  for  the  handicapped. 

This  volume  according  to  the  editor  is  “di- 
rected primarily  for  the  young  physician  pursu- 
ing knowledge  for  specialty  training.”  It  is 
indeed  of  great  value  to  all  physicians  who  hope 
to  help  their  patients  toward  greater  comfort 
and  independence.  Family  physicians,  assum- 
ing an  ever  greater  role  in  the  comprehensive  or 
total  care  of  their  patients,  must  acquaint  them- 
selves with  volumes  of  this  type  which  are  easily 
comprehended,  more  than  adequately  illus- 
trated, and  approached  from  the  point  of  view 
of  basic  physics  and  clinical  aspects.  It  is, 
therefore,  a book  to  be  obtained  by  all  persons  in 
contact  with  chronic  illness  and  disability  that 
their  effects  may  be  minimized. — Eugene  J. 
Rogers,  M.D. 

Ciba  Foundation  Symposium  on  Principles 
of  Biomolecular  Organization.  Edited  by 
G.  E.  W.  Wolstenholme,  M.A.,  and  Maeve 
O’Connor,  B.A.  With  141  illustrations.  Oc- 
tavo of  491  pages.  Boston,  Little,  Brown  and 
Company,  1966.  Cloth,  $15. 

Like  the  many  previous  Ciba  Foundation 
Symposium  monographs  this  has  been  com- 
petently edited  and  presents  15  lectures  by  the 
foremost  authorities;  each  followed  with  a dis- 
cussion by  five  to  15  symposium  members.  It  is 
intended  for  those  working  on  this  biologic  fron- 
tier which  is  far  from  the  present  area  of  applica- 
tion of  science  to  medical  practice.  The  chap- 
ters on  virus  particles,  contractile  systems, 
microtubules,  and  mitochondria  will  show  the 
physician  interested  in  biologic  exploration  just 
where  the  pioneers  were  in  1966.  He  will  be 
impressed  by  the  fact  that  “design”  is  empha- 
sized in  six  chapter  titles  and  many  discussions. 
It  refers,  of  course,  not  to  a designer  or  planner 
but  to  patterns  of  structure  or  organization. 
This  is  a lucid  presentation  and  invaluable  read- 
ing for  those  concerned  with  the  submicroscopic 
organelles  and  membranes  and  membranes  on 
which  our  lives  depend. — W.  Dock,  M.D. 
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Nerve  as  a Tissue.  Kaare  Rodahl,  M.D., 
Editor.  Bela  Issekutz,  Jr.,  M.D.,  Coeditor. 
Octavo  of  470  pages,  illustrated.  New  York, 
Hoeber  Medical  Division,  Harper  & Row, 
Publishers,  1966.  Cloth,  $18.50. 

This  symposium  is  a treasure  for  those  inter- 
ested in  reviewing  the  accomplishments  of  sci- 
entists who  have  tackled  the  problem  of  the 
structure  and  function  of  the  nervous  system 
with  the  most  modern,  refined,  and  sophisticated 
methods.  Although  the  papers  are  highly  tech- 
nical, the  subjects  are  clearly  presented,  well 
illustrated,  and  some  of  the  more  difficult  points 
are  elucidated  in  the  discussion  at  the  end  of 
each  section.  There  are  sections  on  morphology, 
biochemistry,  physiology  and  pharmacology,  as 
well  as  pathophysiology. 

A brilliant  synthesis  and  summary  of  scien- 
tific successes  and  hopes  for  the  future  are  pre- 
sented by  Frederic  Bremer.  The  difficulties  of 
applying  the  new  molecular  knowledge  to  clin- 
ical practice  are  discussed  by  Richard  B.  Richter 
who  finalizes  with  the  statement;  “The  clinician 
takes  new  hope  that  with  the  technique  of 
macromolecular  neurochemistry  we  may  now 
have  an  instrument  subtle  enough  to  discern  the 
metabolic  derangement  that  schizophrenia  surely 
is.  There  are  no  illusions,  however,  about  the 
difficulties  involved.  Here  more  than  anywhere 
else  we  must  not  expect  too  much  too  soon.” 

As  a sort  of  bonus  there  is  a stimulating  and 
inspiring  essay  by  Sir  John  Eccless  titled  “On 
Some  Observations  on  the  Strategy  of  Neuro- 
physiological Research.”  Its  closing  paragraph 
reveals  this  great  scientist’s  enthusiasm  and 
creed;  “and  this  is  where  I leave  you — feeling 
that  you,  as  neuroscientists,  are  embarked  upon 
the  greatest  project  and  the  greatest  adventure 
that  man  can  ever  undertake.” 

This  book  is  recommended  to  all  interested  in 
the  nervous  system. — Arthur  Lapovsky,  M.D. 

Lexicon  Technicum:  or  an  Universal  Eng- 

lish Dictionary  of  Arts  and  Sciences. 
Volume  I and  II.  By  John  Harris.  A facsim- 
ile of  the  London  edition  of  1704.  The  Sources 
of  Science,  No.  28.  Quarto,  illustrated.  New 
York,  Johnson  Reprint  Corporation,  1966. 
Cloth,  $98. 

The  author  of  this  publication  was  an  English 
writer  and  clergyman  who  lived  from  1666  to 
1719.  He  was  one  of  the  early  members  of  the 
Royal  Society  and  for  a while  acted  as  vice- 
president. 

The  two  volumes  cover  the  whole  field  of  sci- 
entific knowledge  of  the  time  and  was  the  first 
English  encyclopedia  ever  published.  A large 
part  of  the  material  was  selected  from  the  Phil- 
osophical Transactions  of  the  Royal  Society,  and 
includes  works  of  most  of  the  scientific  writers  of 
the  period. 

The  aim  of  the  author  was  to  make  it  a 
“Dictionary  not  only  of  bare  Words  but  Things; 
and  that  the  reader  may  not  only  find  here  an 
Explication  of  the  Technical  words  . . . but  also 
Arts  themselves  ...  a book  useful  to  be  read  care- 
fully over,  as  well  as  to  be  consulted  like  other 
Dictionaries  occasionally.” 


The  work  was  well  illustrated  and  evidently 
very  popular.  Its  purchasers  came  from  all 
walks  of  life.  The  first  volume  listed  about  900 
subscribers  and  when  to  bring  it  up  to  date  a 
second  volume  appeared  six  years  later  there 
were  over  1,200  on  the  list. 

The  Johnson  Reprint  Corporation  is  to  be 
commended  for  making  this  classic  again  avail- 
able to  the  scientific  community. — Wesley 
Draper 

Atlas  of  Surgical  Operations.  Volume  II. 

By  Robert  M.  Zollinger,  M.D.,  and  Robert  M. 
Zollinger,  Jr.,  M.D.  Folio  of  188  pages, 
illustrated.  New  York,  The  Macmillan  Com- 
pany, 1967.  Cloth,  $20. 

Robert  M.  Zollinger,  M.D.,  an  author  known 
to  us  all,  has  produced  a new  edition  of  “Atlas 
of  Surgical  Operations.”  This  time  he  has  had, 
what  I am  sure  must  have  been  a pleasure,  the 
help  of  his  son  Robert  M.  Zollinger,  Jr.,  M.D., 
who  is  a resident  at  the  Peter  Bent  Brigham 
Hospital.  The  work  is  a very  lucid  one  with 
good  word  description  of  the  pictures.  The  ad- 
ditional appendix  on  the  anatomy  of  the  thorax 
should  be  very  helpful,  especially  to  those  doing 
chest  surgery. 

There  are  not  too  many  publications  of  this 
type  and  such  a publication  should  be  always 
helpful,  especially  to  residents  training  in  sur- 
gery. The  material  is  concise  and  well  pre- 
sented and  we  recommend  this  volume  to  all 
classes  of  readers  who  have  need  for  such. — 
Phillip  E.  Lear,  M.D. 

Head  Injury.  Conference  Proceedings. 

Edited  by  William  F.  Caveness,  M.D.,  and  A. 
Earl  Walker,  M.D.  Quarto  of  589  pages, 
illustrated.  Philadelphia,  J.  B.  Lippincott 
Company,  1966.  Cloth,  $15. 

This  work  is  the  result  of  a Head  Injury  Con- 
ference held  at  University  of  Chicago,  February 
6 to  9,  1966.  It  is  an  exciting  book  featuring 
both  the  clinical  and  the  most  modern  research 
approaches  to  head  injury.  The  introduction 
by  Walker  sets  out  the  problems  clearly,  suc- 
cinctly, and  authoritatively.  There  is  a good 
section  by  McRae  on  radiology  in  management 
of  head  injuries.  Vascular  and  metabolic  brain 
edema  studies  are  described  in  thorough  fashion. 
The  mechanics  of  head  injury  along  with  the 
sequelae  are  given  excellent  coverage.  At  the 
end  of  all  the  presentations  there  is  a good  dis- 
cussion by  the  experts  on  the  material  presented. 
A series  of  resolutions  for  a better  attack  on  all 
the  problems  of  head  injury  are  set  forth  also. 

Persons  dealing  with  head  injuries  will  profit 
from  all  or  at  least  some  sections  of  the  book. 
This  holds  true  for  both  the  general  practitioner 
and  the  most  expert  neurologist. 

Ideally  one  would  like  to  see  more  attention 
paid  to  psychiatric  investigation  in  the  preven- 
tion and  treatment  of  head  injuries.  It  is  hoped 
that  proper  psychiatric  study  will  be  one  of  the 
resolutions  for  better  care  of  the  head  injured. — 
Arthur  Lapovsky,  M.D. 
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Officers  / County  Medical  Societies  / 1967 


County 


Albany 

Allegany 

Bronx. 

Broome 

Cattaraugus  . 
Cayuga 

(Chautauqua . 
Chemung.  . . . 
Chenango.  . . 

Clinton 

Columbia.  . . 

Cortland 

Delaware 

Dutchess 

i Erie 

Essex  

Franklin  .... 

Fulton 

Genesee 

Greene 

Herkimer 

Jefferson 

Kings 

Lewis 

Livingston  . . 

Madison 

Monroe 

Montgomery . 

Nassau 

New  York .... 

Niagara 

Oneida 

Onondaga 

Ontario 

Orange 

Orleans 

Oswego 

Otsego 

Putnam 

Queens 

Rensselaer . . . 
Richmond . . 
Rockland .... 
St.  Lawrence. 

Saratoga 

Schenectady . 
Schoharie. . . . 

Schuyler 

Seneca 

Steuben 

Suffolk 

Sullivan 

Tioga 

Tompkins. . . . 

Ulster 

Warren 

Washington. . 

Wayne 

Westchester. . 
Wyoming  . . 
Yates 


TOTAL  MEMBERSHIP  AS  OF  JANUARY  1,  1967—26,127 


President 


Secretary 


Treasurer 


H.  John  Mellen Albany 

Robert  G.  Eisenhardt Alfred 

Francis  J.  Loperfido Bronx 

Andrew  B.  Adams Binghamton 

Albert  F.  X.  Gunther.  . Salamanca 

Arthur  E.  Harris Auburn 

Myron  B.  Franks Jamestown 

Arthur  D.  Smith Elmira 

Robert  M.  Griffin Norwich 

William  L.  Ladue Plattsburgh 

Robert  R.  Johnson Hudson 

Edward  P.  Cummins Cortland 

Cecil  R.  Huggins Margaretville 

Herman  B.  Snow Poughkeepsie 

Edward  C.  Rozek Kenmore 

William  Vilardo Ticonderoga 

John  T.  St.  Mary Malone 

Robert  L.  Kemp Gloversville 

Edward  J.  Fox Batavia 

Joseph  R.  Cally Catskill 

Donald  R.  Davidson,  II Ilion 

J.  R.  Recupero Alexandria  Bay 

Robert  A.  Moore Brooklyn 

Louis  A.  Avallone Lowville 

John  W.  Stoll Mt.  Morris 

Theodore  J.  Prowda Sherrill 

Gerald  L.  Glaser Rochester 

Alton  J.  Spencer Amsterdam 

Clement  J.  Boccalini  . . Floral  Park 

C.  Joseph  Delaney New  York 

William  C.  Stein,  Jr Lockport 

George  Lim Rome 

Bruce  E.  Chamberlain.  . . .Syracuse 

Erich  Hirsch Geneva 

Edward  A.  Kearney Newburgh 

James  L.  Sterling Medina 

Marcus  A.  Wuerschmidt. . . .Oswego 

Rudolph  F.  Hust Unadilla 

Julian  L.  Glatt Carmel 

Lester  R.  Tuchman Elmhurst 

H.  Gordon  Anderson Troy 

Charles  H.  Thom Staten  Island 

Florian  Yandel,  Jr Nanuet 

George  H.  Hanlon Gouvemeur 

Claire  K.  Amyot.  Saratoga  Springs 
Raymond  J.  Byron.  . . .Schenectady 
Thomas  W.  Greenlees.  . . .Cobleskill 
Paul  F.  Willwerth.  . Montour  Falls 

William  K.  Major Waterloo 

Mario  A.  Argentieri Hornell 

John  P.  Ruppe,  Jr Islip 

L.  G.  Denman.  . Livingston  Manor 

George  F.  Pritchard Owego 

Frank  S.  Janas Ithaca 

Francis  LoGalbo Kingston 

Walter  F.  Harrison,  Jr. . . Glens  Falls 
Joseph  C.  Pender.  . .Cambridge 

Joseph  J.  Kaufman Newark 

W.  A.  Brumfield,  Jr..  .White  Plains 

Newland  W.  Fountain Warsaw 

Robert  O.  Jensen Penn  Yan 


Fred  Ennis  Dexter Albany 

Irwin  Felsen Wellsville 

Anthony  L.  Danza Bronx 

Constance  Vitanza.  . . Binghamton 

O.  Dean  Knight Franklinville 

Charles  E.  Sieger Auburn 

Robert  B.  Wright Jamestown 

John  H.  Burke,  Jr Elmira 

Judson  K.  Albaugh Norwich 

Hans  Littna Plattsburgh 

Thomas  C.  Seymour Hudson 

Roy  B.  Parsons,  Jr Cortland 

Jean  P.  Bonin Sidney 

Robert  C.  Barbieri . . . Poughkeepsie 

Julia  M.  Cullen Buffalo 

H.  V.  W.  Bergamini . . . Lake  Placid 

Leon  Passino Malone 

David  V.  Clough Gloversville 

Laurence  G.  Roth Batavia 

Barbara  K.  Vosburgh  ....  Coxsackie 

Harold  F.  Buckbee Dolgeville 

George  Glynn  Couch. . . . Watertown 

Ralph  M.  Schwartz Brooklyn 

John  Harry  Brooks Lowville 

G.  Emerson  Learn Mt.  Morris 

Asa  J.  Smith Oneida 

Harry  C.  Miller Rochester 

Roger  Conant Amsterdam 

Vincent  V.  Madonia . . . Garden  City 
William  L.  Wheeler,  Jr..  New  York 
Robert  M.  Rose . . North  Tona wanda 

Thomas  A.  Clark Utica 

William  W.  Faloon Syracuse 

Edward  P.  O’Hanlon.  Canandaigua 
Richard  E.  Passenger. . . .Newburgh 

Antoine  A.  Nassar Albion 

William  F.  Quigley Oswego 

John  M.  Constantine Oneonta 

Jacob  H.  Buchbinder Brewster 

Ralph  E.  Schlossman . S.  Ozone  Park 

Julien  A.  Hebert Troy 

Joseph  S.  Sidoti Staten  Island 

Burton  Allyn Spring  Valley 

William  R.  Carson Potsdam 

Robert  F.  Yates.  .Saratoga  Springs 
William  J.  Farrell,  Jr..  .Schenectady 

Peter  O.  Garner Cobleskill 

Joseph  Y.  Roberts.  . .Watkins  Glen 

Charles  M.  Smith Waterloo 

Donald  F.  Coon Bath 

George  E.  Leone Riverhead 

Alan  R.  Fried.  . . Livingston  Manor 

Clyde  E.  Maxwell Waverly 

Robert  H.  Broad Ithaca 

Frederic  W.  Holcomb,  Jr. . . Kingston 

Clyde  A.  Swift Glens  Falls 

John  L.  McCann Hudson  Falls 

Joseph  Asin Newark 

Robert  A.  Mayers  . . . Port  Chester 

Richard  T.  Williams Warsaw 

John  L.  Shultz Penn  Yan 


Joseph  T.  Doyle Albany 

Kurt  Zinner Wellsville 

J.  C.  Polifrone Bronx 

Vincent  G.  Hammond  Binghamton 
Richard  A.  Leone.  . Olean 

Richard  Buffington Auburn 

Glen  M.  Ebersole Jamestown 

Ross  E.  Hobler Elmira 

Parker  J.  Ward,  Jr Norwich 

J.  William  Heins Plattsburgh 

Thomas  C.  Seymour Hudson 

Nicholas  J.  Gabriel Cortland 

Jean  P.  Bonin Sidney 

Joseph  F.  Rignanese . . Poughkeepsie 

Duane  H.  Dougherty Buffalo 

H.  V.  W.  Bergamini.  . .Lake  Placid 

Leon  Passino Malone 

William  H.  Raymond.  . Johnstown 

James  G.  McCutcheon Batavia 

Mahlon  H.  Atkinson Catskill 

Donald  C.  Buckbee Dolgeville 

George  Glynn  Couch ....  Watertown 

Israel  L.  Schmierer Brooklyn 

John  Harry  Brooks Lowville 

G.  Emerson  Learn Mt.  Morris 

George  R.  Gillmore Hamilton 

Joseph  D.  Kepes Rochester 

Helen  M.  Blanchard. . . .Amsterdam 

Louis  Bush Baldwin 

Richard  D.  Brasfield . . . New  York 

Richard  A.  Baer Niagara  Falls 

Murray  L.  Nusbaum Utica 

Linus  W.  Cave Syracuse 

Edward  P.  O’Hanlon.  .Canandaigua 
Richard  E.  Passenger.  . . .Newburgh 

Antoine  A.  Nassar Albion 

William  F.  Quigley Oswego 

John  M.  Constantine Oneonta 

Robert  M.  Wallbrunn Brewster 

Franz  L.  Ebstein Forest  Hills 

Samuel  Baer Troy 

William  C.  Frederick.  Staten  Island 
Bernard  H.  Berson.  . Spring  Valley 

Maurice  J.  Elder Massena 

William  H.  Moore . Saratoga  Springs 
Alexander  J.  Arony.  . . .Schenectady 

Franz  Konta Richmondville 

Joseph  Y.  Roberts . . . Watkins  Glen 

Charles  M.  Smith Waterloo 

William  J.  MacFarland Hornell 

Anthony  F.  Fragola West  Islip 

Alan  R.  Fried. . . .Livingston  Manor 

Clyde  E.  Maxwell Waverly 

Leroy  K.  Young Ithaca 

Lewis  M.  Neporent Kingston 

Betty  L.  Voelker Glens  Falls 

John  E.  Glennon Granville 

Joseph  Asin Newark 

Warren  W.  Leeds Yonkers 

Richard  T.  Williams Warsaw 

John  L.  Shultz Penn  Yan 


October  1,  1967  / New  York  State  Journal  of  Medicine  2645 


mu  mu 

AMA  21ST  CLINICAL  CONVENTION  • ASTROHALL  • HOUSTON,  TEXAS  • NOVEMBER  26-29,  1967 

Plan  to  attend  this  year's  AMA  Clinical  Convention  in  Houston,  Texas. 

Eighteen  scientific  sessions,  four  postgraduate  courses,  breakfast 
roundtable  discussions,  color  television,  and  scientific  and  industrial 
exhibits  will  bring  you  up  to  date  on  the  latest  medical  advances. 

Attend  lectures  by,  and  discussions  with,  our  nation's  outstanding 
medical  authorities. 

Between  sessions,  enjoy  the  excellent  restaurants,  fine  shops,  visitors’ 
attractions,  and  mild  winter  temperatures  Houston  offers.  Mail  the 
enclosed  registration  and  room  reservation  coupons  now,  and  look 
forward  to  an  exceptional  convention  with  a holiday  plus. 

SCIENTIFIC  SESSIONS:  Cardiovascular  Disease;  Cardiovascular  Surgery; 

New  Cares;  Ophthalmology;  Geriatrics;  Arthritis;  Gastroenterology; 

Cancer;  Antibiotics;  Endocrinology;  General  Surgery;  Dermatology; 

Aerospace  Medicine;  Obstetrics  and  Gynecology;  Psychiatry;  Pediatrics; 

Genitourinary  Diseases;  and  Otolaryngology. 

POSTGRADUATE  COURSES:  Fluid  and  Electrolyte  Balance;  Oncology; 

Cardiovascular  Disease;  and  Obstetrics  and  Gynecology.  Register  for 
these  Courses  on  arrival  in  Houston  at  the  PG  Course  Registration 
booth  adjacent  to  the  General  Registration  area.  There  is  no  charge 
for  the  Courses,  but  registration  is  limited  to  200  per  Course.  The 
Courses  begin  promptly  at  9 A.M.  and  2 P.M.  No  one  will  be  seated 
after  the  Course  begins. 

BREAKFAST  ROUNDTABLE  CONFERENCES:  Management  of 
Cerebrovascular  Insufficiency;  Indications  and  Limitations  of  Uses  of 
Antibiotics;  The  Moral  and  Ethical  Aspects  of  Caring  for  the  Dying 
Patient;  Adolescence,  Age  of  Rebellion,  Related  Psychiatric  Aspects. 

COLOR  TELEVISION  . MEDICAL  MOTION  PICTURES 
. SCIENTIFIC  AND  INDUSTRIAL  EXHIBITS 


The  complete  scientific  program,  plus  forms  for  advance 
registration  and  hotel  accommodations,  will  be 
featured  in  JAMA,  October  23. 
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Investment 

Advisory 

Service 

Providing  portfolio  supervision  for  both  indi- 
vidual and  institutional  investors  on  a fee  basis. 

Direct  inquiries  to  Investment  Advisory  Department 


LOEB,  RHOADES  & CO. 

MEMBERS  NEW  YORK  STOCK  EXCHANGE.  AMERICAN  STOCK 
EXCHANGE  AND  PRINCIPAL  COMMODITY  EXCHANGES 

42  WALL  STREET,  N.  Y.  10005 


375  Park  Avenue,  N.Y.  10022 


MOVING  SOON? 

Let  Us  Be  The  First  To  Know  Of  Your  New  Address! 

Six  weeks  notice  is  required  to  effect  a change  of  address.  Com- 
plete and  mail  the  form  below  to:  Circulation  Department,  New  York 

State  Journal  of  Medicine,  75 0 Third  Avenue,  New  York,  N.  Y.  10017. 


I 

Old  address 


Name 


Please  Print 


New  Address 

( Send  Journal  Number  Street 

here ) 


City  State  Zip  Code 

Effective  Date: 

I J 
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Classified  Advertising  Rates 

Effective  January  1,  1965 

New  York  State  Journal  of  Medicine 

Issue  Dates:  1st  and  1 5th  of  each  month. 

Closing  Date:  25  days  preceding  issue  date. 

ALL  ADVERTISEMENTS  ARE  PAYABLE  IN  ADVANCE 

Rates:  50  words  or  less,  $10.00  per  insertion;  additional  words  are 
1 0<k  each.  Box  numbers,  50i  extra,  per  insertion. 

Counting  Words:  Two  initials,  each  abbreviation,  figures  con- 

sisting of  5 numerals  or  less  are  counted  as  separate  words. 

For  replies,  your  name  and  address,  or  telephone  number 
should  appear  at  the  end  of  your  copy,  and  be  included  in  the 
total  number  of  words. 


New  York  State  Journal  of  Medicine 
Attn:  Classified  Advertising 

750  Third  Ave.,  New  York,  N.  Y.  10017  Date 

Name 

Please  Print 

Address 

I enclose  $ to  include  $10.00  for  the  first  50  words  or  less,  plus  1 0d  for  each 

additional  word.  Checks  are  payable  to:  New  York  State  Journal  of  Medicine. 

Number  of  insertions 

Assign  a box  number  (50^  per  insertion) 
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Index  to  Advertised  Products 


Analgesics 

Aspirin  (Bayer  Company) 2559 

Anorexics 

Preludin  (Geigy  Pharmaceuticals) 2550-2551 

Antibiotics 

Chloromycetin  (Parke,  Davis  & Company) 3rd  cover 

Declomycin 

(Lederle  Labs.,  Div.  Amer.  Cyanamid  Co.).. 4th  cover 

llosone  (Eli  Lilly  & Company) ^552-2553-2554 

Neosporin  (Burroughs  Wellcome  & Co.) 2549 

Anticongestants 

Tussagesic  (Dorsey  Labs.) 2537 

Antidiarrheals 

Cantil  (Lakeside  Laboratories) 2557 

Appetite  suppressants 

Desbutal/Desoxyn  (Abbott  Laboratories) 2545-2548 

Beverages 

Coca-Cola  (Coca-Cola  Company) 2652 

Bronchopulmonary 

Bronkotabs  (Breon  Labs.) 2nd  cover 

Decongestant-antihistamine 

TriaminicTabs(Dorsey  Labs.) 2561 

Diagnostic  aids 

Tes-Tape  (Eli  Lilly  & Co.) 2562 

Foods 

Cream  of  Rice  (Grocery  Store  Products) 2558 

Sour  Treat  (Delite  Foods) 2529 

Hormones 

Ovulen  (G.  D.  Searle  & Co.) 2567 

Multivitamins 

Albee  with  C (A.  H.  Robins  Co.) 2535 

Chocks  multivitamins  plus  Iron  (Miles  Labs.) 2539 

Non-addicting  analgesics 

Talwin  (Winthrop  Laboratories) 2569-2572 

Parenteral  diuretics 

Mercuhydrin  (Lakeside  Laboratories) 2544 

Sex  hormones  and  vitamins 

Mediatric  (Ayerst  Laboratories) 2530-2531 


HOLBROOK  MANOR,  INC.  ™EG 

Since  1946  Same  Management 
Five  Acres  of  Fenced  Pinewooded  Grounds 

SENILE— AGED 

Non-sectarian,  dietary  laws  observed 
Medical  Director,  O.  L.  Friedman,  M.D.,  Q.P.,  M.A.P.A. 
HOLBROOK,  L.  I. N.  Y.  Office;  TRafalgar  7-2666 


Think  small.  If  you  save  one 
person  from  hunger,  you 
work  a miracle.  Give  to  CARE, 
New  York  10016 


NEED  QUICK  RESPONSE? 
Want  Good  Results? 

Experience  proves  that  you  get  both  in 
the  classified  ad  section  of  the  New  York 
Stale  Journal  of  Medicine. 


Topical  nasal  decongestants 

NTZ  (Winthrop  Laboratories). 


2533 
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PHYSICIANS  WANTED 


PHYSICIANS  WANTED— CONT’D 


SURGEON.  BOARD  CERTIFIED  OR  ELIGIBLE  TO 
join  a multi- specialty  group  with  an  established  surgery 
department.  Thoracic  training  desirable.  Southern  New 
York  State.  Salary  one  year,  early  partnership.  Reply 
Box  582,  % NYSJM. 


INTERNIST  OR  FAMILY  PHYSICIAN  FOR  MEDICAL 
group,  suburb  New  York  City.  Initial  contract  leading  to 
partnership.  Starting  salary  up  to  $19,000.  Include  com- 
plete curriculum  vitae  in  reply.  Box  574,  % NYSJM. 


WANTED— G.P.,  INTERNIST  OR  PEDIATRICIAN  TO 
join  well  established  partnership,  upstate  New  York 
college  town.  Modern  hospital.  Good  schools,  hunting, 
fishing,  skiing.  No  investment  necessary.  Box  586,  % 
NYSJM. 


INTERNIST— BOARD  ELIGIBLE  OR  CERTIFIED 
for  partnership  with  internist  practicing  Grand  Concourse, 
Bronx,  N.Y.  Initial  starting  salary,  later  partnership. 
Income  well  above  average.  Box  583,  % NYSJM. 


PSYCHIATRIC  RESIDENCIES— PENNSYLVANIA 
Hospital  witb  outstanding  teaching,  therapy  and  research 
programs  and  large  medical  staff  offers  fully  accredited  3- 
year  training  to  physicians  desiring  certification.  Resi- 
dency includes  individual  supervision  of  Psychotherapy, 
experience  on  adolescent  wards  and  out-patient  therapy  of 
children,  college  students  and  adults.  Program  supple- 
mented by  regular  scheduled  guest  lecturers  and  three- 
months  intensive  graduate  lecture  course  at  Eastern  Penn- 
sylvania Psychiatric  Institute.  Salary  range — $11,000- 
$12,000  if  licensed,  plus  additional  benefits.  G.P.  grants 
available.  Residencies  begin  January  and  July.  Write — 
Warren  State  Hospital,  Box  249,  Warren,  Pennsylvania 
16365  for  details. 


GENERAL  PRACTICE  ASSOCIATE  NEEDED  TO 
join  active,  young  physician  on  the  South  Shore  of  Long 
Island.  Obstetrics  an  advantage.  Partnership  in  one 
year.  Box  590,  % NYSJM. 


WANTED:  INTERNIST,  BOARD-CERTIFIED  OR 

eligible  for  multispeciality  group  in  beautiful  Mid-Hud- 
son Valley,  70  miles  north  of  New  York  City.  First  class 
diagnostic  facilities.  Salary  $16,000— $17,000  first  two 
years,  then  full  partnership.  Box  589,  % NYSJM. 


INTERNIST,  FULL  OR  PART-TIME;  BOARD-QUALI- 
fied  or  eligible.  Montefiore  Medical  Group  associated  with 
Montefiore  Hospital.  Starting  annual  salary  $18,000. 
Substantial  yearly  increases.  Outstanding  fringe  benefits. 
Write  Shirley  Grossman,  M.D.,  3455  Steuben  Ave.,  Bronx, 
N.Y.  10467,  or  call  (212)  920-5150. 


ALLEGANY:  PSYCHIATRIST  TO  DIRECT  NEW 

community  mental  health  center.  Will  assist  in  develop- 
ing services.  Program  in  planning  stage.  Fine  oppor- 
tunity for  man  of  vision  to  help  create  pioneer  service  in 
area.  Salary  up  to  $25,000.  Extensive  private  practice 
could  be  developed  in  addition  to  director  duties.  Oppor- 
tunity for  part-time  teaching,  graduate  level,  nearby  uni- 
versity. Staff  of  center  to  include  clinical  psychologist, 
psychiatric  social  workers  and  secretary.  Write:  Dr. 

William  L.  Pulos,  Box  1166,  Alfred,  N.Y.  14802;  or  call 
Dr.  Pulos  person-to-person  collect  587-5611. 


RADIOLOGIST  WANTED:  THERAPY  AND  DIAG- 

nosis.  Hours  1-6.  No  Saturdays.  Salary  open.  Box 
592,  % NYSJM. 


UPSTATE  N.Y.  (70  DOCTORS)  WITH  SERVICE  AREA 
population  over  150,000  needs  additional  physicians  in  the 
following  specialties:  Neurology,  orthopedics,  derma- 

tology, allergy,  psychiatry,  otolaryngology,  internal  medi- 
cine, neurosurgery,  and  opthalmology.  Excellent  oppor- 
tunity to  build  a solid  practice.  Newly  merged  400  bed 
medical  center,  year  round  recreational  facilities,  close  to 
major  cities;  ideal  environment  for  families.  H.  L. 
Schlesinger,  M.D.,  162  Broad  St.,  Plattsburgh,  N.Y. 
Tel:  (518)561-3900. 


HOUSE  PHYSICIAN:  DIVERSIFIED  DUTIES  IN 

accredited,  voluntary  hospital.  Connecticut  license  re- 
quired. Monday  through  Friday;  every  other  Saturday 
morning.  $18,000  a year.  Write  P.O.  Box  3474,  Bridge- 
port, Connecticut  06604. 


PRACTICES  FOR  RENT  OR  SALE 


WESTCHESTER  COUNTY:  LARGE  PSYCHIATRIC 

practice  for  sale.  Will  introduce.  May  include  part  time 
institution.  Box  591  % NYSJM. 


MISCELLANEOUS 


OFFICE  PLANNING,  FROM  ARCHITECTURAL 
drafting,  blue  prints,  through  finished  interiors,  by  trained 
interior  designer  with  medical  background.  S.  L.  Emmet, 
415  East  52nd  St.,  N.Y.C.  PL  1-2877. 
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POSITIONS  WANTED 


RADIOLOGIST,  BOARD  CERTIFIED  IN  DIAGNOSIS, 
therapy  and  nuclear  medicine,  with  training  in  special 

Sroceduree  (vasculography),  desires  position  as  head  of 
apartment  in  small  or  medium  size  hospital  in  New  York 
or  suburban  area.  Box  577,  % NYSJM. 


BOARD  CERTIFIED  RADIOLOGIST  IS  LOOKING  FOR 
part-time  position  in  hospital,  clinic  or  medical  group. 
Also  coverage  in  the  evening  or  weekend.  Box  578,  % 
NYSJM. 


MEDICAL  ASSISTANTS  AND  SECRETARIES.  LAB- 
oratory  Techs.  Well  trained  and  highly  qualified  personnel 
(male  & female).  Phone  CH  2-2330  Ext.  6,  Placement 
Dept.,  or  write  Eastern  School  for  Physicians’  Aides,  Dept. 
69,  85  Fifth  Ave.,  New  York,  N.  Y.  10003.  (Founded 
1936  by  two  member  physicians.) 


UROLOGIST,  BOARD  ELIGIBLE,  UNIVERSITY 
trained,  36  years  old,  desires  partnership  or  association  with 
multispecialty  group  or  well  established  urologist  or  a full 
time  hospital  position.  Preferred  locations:  Long  Island  or 
New  York  State  or  New  Jersey.  Send  reply  to  Box  593, 
% NYSJM. 


DERMATOLOGIST,  BOARD  ELIGIBLE,  N.Y.S.  Li- 
censed, seeks  part-time  clinical  work  in  Manhattan,  as  as- 
sistant or  associate  in  private  practice,  or  hospital  appoint- 
ment. Box  595,  % NYSJM. 


REAL  ESTATE  FOR  SALE  OR  RENT 


PRESTIGE  LOCATION 

For  Medical — Dental  Group 
and  Individual  Practitioners. 

'‘EXECUTIVE  TOWERS” 

1020  GRAND  CONCOURSE,  BRONX 

!3-Story  Air  Conditioned  Apt.  Bldg,  (corner  165th.  St.) 


Exclusively  Reserved  for  Professional  use 
PRIVATE  ENTRANCES 
2 FLOORS  • PRIVATE  ELEVATORS 
CENTRAL  AIR-CONDITIONING 
IMMEDIATE  OCCUPANCY 
Attractive  Unfurnished  Apartments  for 
Medical  & Nursing  Personnel 

Apply  Renting  Office  on  property  • CY  3-5545 
Carol  Management  Corp.,  Owner — Builder 


REAL  ESTATE  FOR  SALE  OR  RENT— CONT’D 


GROUP  PRACTICE:  3 OFFICE  SUITES  AVAILABLE 

in  new  Kinnelon  Medical  Center,  28  miles  from  N.Y.  C. 
in  northern  New  Jersey.  Present  medical  occupants  are  a 
surgeon,  gynecologist  and  Cancer  Detection  and  Research 
Center,  Inc.  Call  (212)  RE-7-9488. 


NEW  YORK  DUTCHESS  COUNTY:  NEW  MEDICAL 

building  in  Wappingers  Falla,  Poughkeepsie  area,  occupied 
by  D.D.S.,  orthodontist,  and  Ob-Gyn.  Office  available 
for  all  specialities.  Critical  physician  shortage  because  of 
pulation  explosion.  Address:  Martin  Rabin  D.D.S.,  65 
uth  Clinton  St.,  Poughkeepsie.  N.Y.  (914)  454-0322 


PLAINVIEW:  PROFESSIONAL,  COLONIAL,  6 BED- 

rooms  on  second  floor,  attached  3-car  garage;  attached  3-4 
rooms,  200'  X 150'  plot.  Circular  driveway  with  parking 
and  16'  X 32'  built-in  swimming  pool.  Comer  Old  Country 
Road  & Iris  Road.  Price:  $45,000.  Call  (516)  FL  4-2958 
(9-5);  WE  8-7448  (6-11). 


FARMINGDALE:  MODERN  OFFICE,  NOW  OCCU- 

pied  by  general  practitioner  who  is  moving.  Apartment 
area.  Adjoining  dentist’s  office.  Private  office  building, 
plenty  on-premise  parking,  really  suburban  Office  Park. 
Air-conditioned  office  all  set  up.  Low  initial  expense. 
640  Office  Park,  640  Fulton  St.  (Route  109),  Farmingdale, 
N.Y.  (Nassau).  Call  (516)  CH  9-0055. 


FOR  SALE.  CO-OP  7 ROOM  ELEGANTLY  FUR- 
nished  and  equipped  internist  office.  200  M A 2 tube  Picker 
like  new.  Low  maintenance.  Best  offer.  Principals  only. 
Fifth  Avenue  at  89th  Street.  AT.9-1765  after  3 P.M. 


ATTRACTIVE,  EFFICIENT  MEDICAL  SUITE  FULLY 
equipped,  furnished,  suitable  solo-group.  Community 
needs  generalists,  Ob/Gyn,  pediatrician,  other  specialties 
for  area.  Highly  lucrative  situation,  beautiful  Hudson 
Valley.  Three  hospitals  nearby,  one  hour  N.Y.C.  Ex- 
cellent schools,  recreation.  Write  Mrs.  Harry  Hoffman, 
Monroe,  N.Y.  10950. 


FOR  SALE:  COME  TO  WHERE  THE  MONEY  IS! 

The  perfect  street  in  the  perfect  location,  ideally  suited  for 
doctor.  Rockville  Centre  North;  custom  ranch,  80'  X 100', 
professional  residence.  Three  rooms  office  suite  plus  nine 
rooms.  Interior  garden,  center  hall,  family  room,  fireplace, 
two-car  garage.  High  mortage,  terms.  $67,000.  Call 
(516)  RO  6-3354. 


October  1,  1967  / New  York  State  Journal  of  Medicine  2651 


Coca-Cola  has  the  taste  you  never 
get  tired  of.  Always  refreshing. 

That’s  why  things  go  better  with 
Coke  after  Coke  after  Coke. 

TRADE-MARK  0 TRADE-MARK  0 TRADE-MARK  0 

"COCA-COLA"  AND  "COKE"  ARE  REGISTERED  TRADE-MARKS  WHICH  IDENTIFY  ONLY  THE  PRODUCT  OF  THE  COCA-COLA  COMPANY. 
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et  Subject  A is 
verreacting  to  the 
epeated  stressor... 
hile  Subject  B shows 
3ss  somatic  reaction 
o the  acute 
sychic  stress. 


A In  Subject  B on  Valium  (diaz- 
epam), respiratory  measure- 
ments remain  more  nearly 
regular  during  second  viewing 
of  the  same  movie  sequence. 
He  shows  less  somatic  reac- 
tion to  the  repeated  stress. 


Now:  Valium  (diazepam)  effect  in  reducing; 
certain  somatic  reactions  to  acute  psychic 
stress  measured  quantitatively  in  double- 
blind study.  Using  a stress-provoking  movie  film, 
investigators  at  the  Psychiatric  and  Psychosomatic 
Research  Institute  of  Cedars-Sinai  Medical  Center 
in  Los  Angeles  have  demonstrated  that  certain 
somatic  changes  due  to  acute  stress  can  be  meas- 
ured and  statistically  evaluated.  In  the  course  of 
these  studies,  nonanxious  subjects  appeared  to 
adapt  to  repeated  stress  situations,  while  anxious 
subjects,  interestingly,  showed  reactivity  on  second 
confrontation  with  the  same  stressor  film.  Using  this 
difference  as  a yardstick,  Valium  (diazepam)  was 
compared  with  placebo  in  36  anxious  subjects  under 
double-blind  control: 

1.  Measuring  the  somatic  language  of  psychic 
stress.  The  use  of  “stressor  films”  offers  a standard- 
ized and  reproducible  stimulus,  simulating  certain 
real-life  situations  in  a laboratory-controlled  set- 
ting. In  this  study,  an  adventure  film  showed  four 
men  fighting  against  seemingly  insurmountable 
odds,  in  constant  danger  of  death. 

2.  Four  physiologic  parameters  recorded  and 
correlated  to  give  a composite  score  reflect- 
ing certain  somatic  manifestations  of  acute 
stress.  Polygraph  measurements  were  made  simul- 
taneously for  each  subject  throughout  the  100-minute 
film.  These  included  EKG,  GSR  (galvanic  skin  re- 
sistance), respiratory  excursions  and  finger  pulse 
volume. 

3.  Objective  data  statistically  measure  certain 
somatic  reactions  to  acute  stress.  Polygraph 
tracings  of  respiratory  excursions  shown  at  left  re- 
veal a clear  difference  between  Valium  (diazepam) 
and  placebo  response.  The  tracings  of  all  four 
physiological  parameters  were  quantified  and  ana- 
lyzed statistically.  After  the  second  showing  of  the 
film  one  week  later,  analysis  of  the  composite  ANS|R 
scores  showed  a statistically  significant  difference 
(at  the  t<0.001  level)  between  subjects  on  Valium 
(diazepam)  and  those  on  placebo. 

Of  the  scores  for  the  four  individual  parameters 
measured,  those  for  galvanic  skin  resistance  (GSR) 
and  respiratory  excursions  were  statistically  signif- 
icant. Differences  in  cardiac  activity  and  finger 
pulse  volume  were  not  significant.  The  only  side 
effect  reported  was  drowsiness  in  13  subjects  on 
Valium  (diazepam)  and  in  7 on  placebo. 

4.  The  investigators  concluded  that  in  anx- 
ious-neurotic individuals  Valium  (diazepam) 
is  effective  in  reducing  certain  autonomic 
nervous  system  reactions  to  acute  stress.1-2 

/ n this  text,  adaptation,  defined  in  psychodynamic 
terms,  is  “stimulus  mastery” ; reactivity  signifies 
overreaction,  from  the  norm,  to  a given  stimulus. 

References:  1.  Clemens,  T.  L.,  and  Selesnick,  S.  T. : Dis.  Nerv. 
Syst.,  28:98,  1967.  2.  Selesnick,  S.  T.,  and  Clemens,  T.  L. : From 
research  film  “Motion  Picture  Films  in  Psychosomatic  Re- 
search,” available  from  Roche  Laboratories. 
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What  makes  Alka-Seltzer 1 


effervescent  antacid / analgesu 


This  question  is  the  one  most  frequently  asked  by  physicians  at  our 

medical  meeting  exhibit.  Perhaps  you  were  one  of  those  who  asked 
it  at  the  American  College  of  Physicians  annual  session,  the  Scientific 
Assembly  of  the  American  Academy  of  General  Practice,  the  annual 
meeting  of  the  Medical  Society  of  the  State  of  New  York,  or  the 
annual  or  clinical  conventions  of  the  American  Medical  Association . . . 
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Is  it  the  pH? 


Alka-Seltzer  dissolved  in  water  for 
ingestion  provides  sodium 
acetylsalicylate  in  an  effervescent, 
buffered,  antacid  solution  containing 
sodium  citrate,  calcium-sodium 
phosphates,  and  sodium  bicarbonate. 

In  normal  subjects,  with  gastric 
secretion  stimulated  by  an  alcohol  test  meal, 
administration  of  Alka-Seltzer  solution  brings 
the  pH  to  a mean  peak  of  6.8.1 
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Is  it  the  hastened 
gastric  emptying? 


Presence  of  the  sodium  ion,  controlled  volume  of  the 
effervescent  antacid  solution,  and  buffered  pH  work 
together  to  hasten  gastric  emptying1,2'5  following 
administration  of  Alka-Seltzer.  When  administered 
with  a test  meal,  transfer  of  75%  of  the  sodium 
acetylsalicylate  to  the  intestine  occurs  within  15 
minutes — thus  making  the  analgesic  quickly  available 
for  absorption.5 


References:  1.  Davison,  C.;  Smith,  B.  W.;  and  Smith,  P.  K.:  Effects  of  buffered  and  unbuffered  acetylsalicylic  acid  upon  the  gastric  acidity  o 
normal  human  subjects.  J.  Pharm.  Sci.  51:759-763  August,  1962.  2.  Hunt,  J.  N.,  and  Pathak,  J.  D. : The  osmotic  effects  of  some  simple  molec 
and  ions.  J.  Physiol.  154:254-269  December,  1960.  3.  Hunt,  J.  N.:  Osmotic  control  of  gastric  emptying.  Gastroenterology  41:49-51  July,  19 
4.  Hunt,  J.  N.,  and  Knox.  M.T.:  Regulation  of  gastric  emptying  of  meals  containing  citric  acid  and  salts  of  citric  acid.  J.  Physiol.  163:34-45 
August,  1962.  5.  Hunt,  J.  N.:  Gastric  emptying  in  relation  to  drug  absorption.  Amer.  J.  Dig.  Dis.  8:885-894  November,  1963.  6.  Levy,  G.: 
Comparison  of  dissolution  and  absorption  rates  of  different  commercial  aspirin  tablets.  J . Pharm.  Sci.  50:388-392  May,  1961 . 7.  Lolli,  G.,  and 
Smith,  R.:  Effervescent  mixtures  as  adjuvants  to  the  rapid  absorption  of  ingested  drugs.  New  Engl.  J.  Med.  235:80-84  July  18,  1946.  8.  Carlo 
P.  E.;  Cambosos,  N.  M.;  Feeney,  G.  C.;  and  Smith,  P.  K.:  Plasma  levels  after  the  oral  administration  of  acetylsalicylic  acid  and  N-acetyl-p-aminopf 
in  different  forms  to  human  subjects.  J.  Amer.  Pharm.  Ass.,  Sci.  Ed.  44:396-399  July,  1955.  9.  Leonards,  J.  R.:  The  influence  of  solubility  on  tf 
rate  of  gastrointestinal  absorption  of  aspirin.  Clin.  Pharmacol.  & Ther.  4:476-479  July-August,  1963. 
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Is  it  the  fast  rate  of 
analgesic  absorption? 


Solubility  has  been  confirmed  as  an 
important  influence  in  rapid  intestinal 
absorption  of  the  analgesic.6  51  Sodium 
acetylsalicylate  is  highly  water  soluble. 
When  administered  in  the  form  of  Alka- 
Seltzer  solution,  plasma  levels  of  salicylate 
reach  29  mg/Liter  in  10  minutes  and  rise 
to  peak  levels  as  high  as  55  mg/Liter 
within  30  minutes.9 


Yes.  It’s  all  three. 


m . „ 

As  part  of  a buffered  antacid  solution,  the 
sodium  acetylsalicylate  in  Alka-Seltzer  is 
rapidly  emptied  from  the  stomach,  readily 
available  for  fast  absorption  by  the  intestine 
\»\  to  produce  high  plasma  levels  and  effective 
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''“‘-'analgesic  response. 


Be  our  guest 

Let  us  send  you  a 
professional  supply 
and  literature  available 


Formulation  and  pharmacodynamics  of  Alka-Seltzer® 
effervescent  antacid/analgesic  are  unique. 

There  is  no  generic  equivalent.  The  special 
therapeutic  effectiveness  depends  upon  the 
chemical  changes  occurring  when  the  dry  tablet 
is  dissolved  in  water  (3  oz.).  Before  dissolution, 
the  dry  tablet  contains:  acetylsalicylic  acid, 

0.324  gm  (5  gr);  sodium  bicarbonate,  1.904  gm 
(30  gr);  citric  acid,  1.055  gm  ( 16  gr);  and 
mono-calcium  phosphate,  0.196  gm  (3  gr). 

Sodium  acetylsalicylate  is  not  available  in  the 
dry  state.  Dissolved  in  water  as  administered, 
Alka-Seltzer  provides  highly  soluble  sodium 
acetylsalicylate  in  an  effervescent,  buffered,  antacid 
solution  containing  sodium  citrate,  calcium- 
sodium  phosphates  and  sodium  bicarbonate. 


only  to  physicians 


Refer  to  Physicians ' Desk  Reference  for 
information  on  administration  and  dosage. 


REFER  TO 

PDR 
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MILES  LABORATORIES,  INC. 

Elkhart,  Indiana  46514 

Please  send  me 

□ Professional  supply  of  Alka-Seltzer® 

□ Professional  literature 


M.D. 


city 


ZIP  CODE  PLEASE 
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following 

infection 


B and  C vitamins  are  therapy:  STRESSCAPS  B and  C vitamins  in  thera- 
peutic amounts . . . help  the  body  mobilize  defenses  during  convalescence . . . aid 
response  to  primary  therapy.  The  patient  with  a severe  infection,  and  many 
others  undergoing  physiologic  stress,  may  benefit  from  STRESSCAPS  capsules. 


Stress  Formula  Vitamins  Lederle 


Each  capsule  contains: 

Vitamin  Bi  (as  Thiamine  Mononitrate)  10  mg 


Vitamin  B2  (Riboflavin)  10  mg 

Vitamin  B*  (Pyridoxine  HCI)  2 mg 

Vitamin  Bu  Crystalline  4 mcgm 

Vitamin  C (Ascorbic  Acid)  300  mg 

Niacinamide  100  mg 

Calcium  Pantothenate  20  mg 


Recommended  intake:  Adults,  1 capsule 
daily,  for  the  treatment  of  vitamin  deficien- 
cies. Supplied  in  decorative  ‘'reminder" 
jars  of  30  and  100;  bottles  of  500. 
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he  likes  blintzes. 
he  likes  borscht, 
re  likes  beef  stroganoff 
yet  he  shouldn't  have 
sour  cream. 

what  do  you  do? 


SOUR  TREAT 


SOUR  CREAM  IS 
NOW  OBSOLETE! 


Tell  him,  tell  everyone,  to  use 
SOUR  TREAT  instead  of  sour  cream. 

It's  the  first  imitation  sour  cream  that 
contains  no  butterfat,  no  cholesterol, 
has  fewer  calories  and  is  absolutely 
indistinguishable  from  sour  cream. 
SOUR  TREAT  can  be  found  in  the 
dairy  case  of  supermarkets  everywhere. 

For  copies  of  low  cholesterol  recipes 
with  non-butterfat  SourTreat,  write 
Delite  Foods  Inc.,  Lebanon,  New  Jersey. 


SOUR  1 

treat 
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pheniramine maleate)  — along  with  phenylephrine 
and  phenylpropanolamine,  two  time-tested  decon- 
gestants. They  get  the  job  done... in  a hurry. 


Contraindications:  Hypersensitivity  to  antihistamines.  Not  recommended  for  use  during  pregnancy.  Precautions:  Until  patient’s 
response  has  been  determined,  he  should  be  cautioned  against  engaging  in  operations  requiring  alertness.  Administer  with  care  to 
patients  with  cardiac  or  peripheral  vascular  diseases  or  hypertension.  Side  Effects:  Hypersensitivity  reactions  including  skin  rashes, 
urticaria,  hypotension  and  thrombocytopenia  have  been  reported  on  rare  occasions.  Drowsiness,  lassitude,  nausea,  giddiness,  dryness  of 
the  mouth,  mydriasis,  increased  irritability  or  excitement  may  be  encountered.  A.  H.  ROBINS  COMPANY,  Richmond,  Virginia  23220 
Dosage:  1 External)  morning  and  evening.  Supplied:  Bottles  of  100  and  500. 


Maybe  you  don’t  want 

your  patients  to  halve  Hygroton*chi0rthaiidone. 


Maybe  your  patients  complain: 

“Why  don’t  they  make  a tablet  I don’t  have  to  halve?” 


Please  see  brief  prescribing  summary  at  the  end  of  advertisement. 


Maybe  you  abandoned  Hygroton  chlorthalidone 
because  there  wasn’t  a convenient  half  strength. 


Indications:  Hypertension  and  many  types  of 
edema  involving  retention  of  salt  and  water. 

Contraindications:  Hypersensitivity  and  most 
cases  of  severe  renal  or  hepatic  disease. 
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tiously in  postsympathectomy  patients  and 
in  patients  receiving  ganglionic  blocking 
agents  or  other  potent  antihypertensive  drugs, 
or  curare.  Reduce  dosage  of  concomitant 
antihypertensive  agents  by  at  least  one-half. 
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Month  in  Washington 


The  AMA  (American  Medical  Association) 
strongly  opposed  a suggestion  that  doctors’  fees 
under  Medicare  be  based  on  Blue  Shield  fee 
schedules.  The  suggestion  was  made  to  AMA 
officials  while  they  were  testifying  before  the 
Senate  Finance  Committee  on  the  House-ap- 
proved Social  Security  bill  which  includes 
amendments  to  the  Medicare  and  Medicaid  pro- 
grams. Samuel  R.  Sherman,  M.D.,  San  Fran- 
cisco, chairman  of  the  AMA’s  Council  on  Legis- 
lative Activities,  said  there  would  be  heavy  op- 
position from  the  medical  profession  to  any 
change  from  the  present  usual  and  customary 
fees. 

Milford  O.  Rouse,  M.D.,  president  of  the 
AMA,  gave  general  approval  to  the  bill  passed 
by  the  House  which,  he  pointed  out,  incor- 
porated a number  of  changes  recommended  by 
the  AMA.  He  said  further  substantive  changes 
better  could  await  the  knowledge  that  one  or 
two  more  years  of  experience  would  bring. 
However,  he  urged  that  consideration  be  given 
to  major  changes  in  Medicare  Plan  B which 
covers  physicians’  services. 

“We  believe  it  is  possible  for  the  Congress, 
the  medical  profession,  and  others  interested  in 
the  subject  to  develop  a new  mechanism  for  de- 
livering medical  care  to  people  over  sixty-five 
that  would  be  consistent  with  existing  private 
sector  mechanisms,”  Dr.  Rouse  said. 

“ . . .the  Congress  realizes  it  has  an  open-end 
program  with  rising  and  perhaps  uncontrollable 
costs.  We  believe  that  it  is  possible,  and  would 
be  eminently  practical,  to  devise  another  ap- 
proach that  could  solve  problems  which  beset 
Part  B.  One  possibility,  for  example,  might 
be  to  substitute  for  the  Part  B program  a sub- 
sidy to  all  eligible  persons,  to  be  used  for  the 
purchase  of  private  health  insurance.  Such  an 
approach  could  have  many  advantages. 

“The  eligible  over-sixty-five  patient  would 
have  a qualified  private  insurance  program  of 
his  choice,  at  no  greater  expense  than  he  has  un- 
der the  Part  B Medicare  program;  carriers 
would  have  a greater  responsibility  for  their  own 
performance  with  an  opportunity  to  exercise 
initiative;  the  physician  would  continue  to  deal 
with  his  over-sixty-five  patient  in  every  respect 
in  the  same  way  as  he  did  before  the  patient’s 
birthday;  and  the  Congress  would  have  a pro- 
gram with  defined  costs,  and  one  which  would 
offer  the  nation  a comparison  of  mechanisms  in 
use  to  meet  the  problems  of  financing  health 
care  of  the  elderly.” 

Other  points  in  the  AMA  testimony  included: 

1.  Beginning  with  the  provisions  of  Title  18 
(Medicare),  the  (House)  bill  does  not  place  the 

Prepared  by  the  Washington,  D.C.,  Office  of  the  American 
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disabled  of  all  ages  under  Medicare,  as  had  been 
proposed  earlier.  We  think  the  House  acted 
wisely  in  establishing  instead  a special  advisory 
council  to  study  the  problems  related  to  the  in- 
clusion of  this  group  and  to  study  the  costs  in- 
volved. 

2.  In  addition  to  the  present  method  of  pay- 

ment for  physician’s  services,  the  (House)  bill 
provides  two  new  options:  (A)  either  the  phy- 

sician can  submit  his  itemized  bill  directly  to  the 
carrier,  in  which  case  payment  of  80  per  cent  of 
the  reasonable  charge  would  be  made  to  him, 
providing  the  full  charges  do  not  exceed  the  rea- 
sonable charge,  or  to  the  patient  at  his  direction; 
or  (B)  the  patient  may  submit  the  itemized  bill 
and  be  paid  80  per  cent  of  the  reasonable  charge. 
From  the  program’s  inception,  the  AMA  has 
urged  that  the  payment  be  permitted  on  the 
basis  of  an  itemized  statement  of  charges. 

3.  Outpatient  hospital  diagnostic  services 
would  be  transferred  to  Part  B of  Title  18  and 
be  subject  to  the  deductible  and  coinsurance 
features.  This  is  in  keeping  with  our  recom- 
mendation to  the  House  Ways  and  Means  Com- 
mittee that  outpatient  services  be  included  un- 
der Part  B and  so  remove  the  administrative 
difficulty  of  distinguishing  between  therapeutic 
and  diagnostic  services. 

4.  The  bill  eliminates  both  the  requirement 
for  initial  physician  certification  for  hospital- 
ization of  Medicare  patients  and  the  require- 
ment for  physician  certification  for  outpatient 
hospital  services.  The  AMA  recommended  the 
elimination  of  initial  certification  and  the  sub- 
sequent recertification.  We  continue  to  recom- 
mend the  addition  of  this  second  step  to  elim- 
inate the  requirement  of  any  certification,  since 
any  need  in  this  regard  will  be  satisfied  by  the 
work  of  the  medical  review  or  utilization  review 
committee. 

5.  We  believe  that  physicians,  having  been 
brought  under  Social  Security,  should  be  ac- 
corded the  same  privilege  and  opportunity  for 
reaching  a fully  insured  status  as  was  accorded 
other  professional  groups  when  they  were  in- 
cluded in  the  program.  Accordingly,  we  urge 
this  Committee  to  consider  the  adoption  for  phy- 
sicians of  an  “alternative  insured  status”  similar 
to  that  permitted  by  the  amendments  of  1954 
and  1956  which  brought  into  the  program  many 
new  groups  of  people  and  professional  self-em- 
ployed persons,  including  lawyers.  Further, 
we  urge  this  Committee  to  consider  amend- 
ments that  would  “drop  out”  an  appropriate 
number  of  years  for  physicians  to  make  their 
eligibility  for  cash  benefits  both  equitable  and 
realistic. 

6.  We  must  oppose  the  drug  legislation  of- 

continued  on  page  2668 
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bronchodilation  in  asthma... without  “jitters” 


Most  anti-asthmatic  products  contain  ephedrine-like  drugs.  ELIXOPHYLLIN®  never  did.  So 
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ulcer.  Each  15  ml.  contains  theophylline  (anhydrous)  80  mg.;  alcohol  20% 
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fered  before  this  Committee  as  amendments  to 
H.R.  12080.  We  would  suggest  that  rather 
than  to  enact  such  legislation  it  would  be  worth- 
while at  this  time  to  study  in  depth  all  the  eco- 
nomic and  therapeutic  factors  which  enter  into 
the  use  of  prescription  drugs. 

* * * 

The  Federal  government  has  stepped  up  its 
campaign  against  cigaret  smoking  with  the  is- 
suance of  a new  report  and  the  appointment  of 
a Lung  Cancer  Task  F orce. 

A second  Public  Health  Service  report  on  the 
subject  summarizes  three  and  one-half  years  of 
research  and  study  into  the  health  dangers  of 
smoking.  The  Department  of  Health,  Educa- 
tion, and  Welfare  said  the  report  confirms  and 
strengthens  the  conclusions  of  a 1964  report. 
The  second  report  provides  new  technical  data 
on  the  relationship  of  smoking  to  cardiovascular, 
chronic  bronchopulmonary  disease,  cancer,  and 
other  conditions. 

— Cigaret  smokers  have  substantially  higher 
rates  of  death  and  disability  than  their  non- 
smoking counterparts  in  the  population.  This 
means  that  cigaret  smokers  tend  to  die  at  earlier 
ages  and  experience  more  days  of  disability  than 
comparable  nonsmokers. 

— A substantial  portion  of  the  earlier  deaths 
and  excess  disability  would  not  have  occurred 
if  those  affected  had  never  smoked. 

— If  it  were  not  for  cigaret  smoking,  practi- 
cally none  of  the  earlier  deaths  from  lung  cancer 
would  have  occurred;  nor  a substantial  portion 
of  the  earlier  deaths  from  chronic  bronchopul- 
monary diseases  (commonly  diagnosed  as 
chronic  bronchitis,  pulmonary  emphysema,  or 
both);  nor  a portion  of  the  earlier  deaths  of 
cardiovascular  origin.  Excess  disability  from 
chronic  pulmonary  and  cardiovascular  diseases 
would  also  be  less. 

— Cessation  or  appreciable  reduction  of  cig- 
aret smoking  could  delay  or  avert  a substantial 
portion  of  deaths  which  occur  from  lung  cancer, 
a substantial  portion  of  the  earlier  deaths  and 
excess  disability  from  chronic  bronchopulmo- 
nary diseases,  and  a portion  of  the  earlier  deaths 
and  excess  disability  of  cardiovascular  origin. 

Kenneth  M.  Endicott,  M.D.,  director  of  the 
National  Cancer  Institute,  is  chairman  of  the 
Lung  Cancer  Task  Force  made  up  of  10  physi- 
cians and  scientists.  Dr.  Endicott  said  that  the 
group  will  concentrate  on  research  for  the  de- 
velopment of  a less  hazardous  cigaret,  preven- 
tion of  occupational  cancer  due  to  exposure  of 
workers  to  cancer-causing  substances  in  their 
working  environment,  and  improvement  of  the 
present  low  lung  cancer  cure  rate  of  5 per  cent. 
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of  better  medicine  by  Dorsey  Laboratories,  a division  of  The 
Wander  Company,  Lincoln,  Nebraska.  Address  communica- 
tions to  Raymond  C.  Pogge,  M.  D.,  Director  of  Medicine. 


Smog,  smaze  or  smust... effects  of  air 
pollution  on  upper  respiratory  tract 

Nathan  Flaxman,  M.D.,  Diplomate,  American  Board  of  Internal  Medicine,  Chicago,  Illinois 


In  Los  Angeles  it  is  smog  (smoke  and  fog).  In  New 
York  City  smaze  (smoke  and  haze).  In  El  Paso  smust 
(smoke  and  dust).  The  original  factor  was  smoke 
plus  such  natural  phenomena  as  fog,  haze  and  dust, 
but  air  pollution  has  mushroomed  from  a smoke 
problem  in  our  industrial  cities  into  a major  econom- 
ic, esthetic  and  public  health  problem  that  affects 
practically  every  American  locality  and  citizen.1'2 
Respiratory  disease,  of  course,  is  by  far  the  most 
costly  effect  of  air  pollution,  for  contaminated  air 
can  aggravate  our  illnesses,  deplete  our  strength 
and  shorten  our  life  span.1 


presence  of  various  materials  polluting  the  air  might 
do  this.  A siege  of  smog  in  Denver,  the  "mile  high 
city,”  in  December  1965  was  accompanied  by  respi- 
ratory infection  that  doubled  normal  absentee  rates 
in  schools,  factories  and  city  government.10 

w,„  air  pollution  is  only  one  factor,  it  has  become 
important  in  the  causes  of  most  of  the  afflictions  of 
the  respiratory  tract.  This  has  been  shown  not  only 
by  the  Denver  occurrence,  but  also  by  detailed  study2 
of  respiratory  illness  in  a small  group  of  313  men 


The  greatest  problem  in  dealing  with  solid  wastes 
is  that  they  are  not  quickly  returned  to  dust.  To  aid 
the  decomposing  process,  the  great  bulk  of  such 
waste  is  burned,  polluting  our  air  in  the  process.3 
Dr.  Jack  McKee  of  the  California  Institute  of  Tech- 
nology4 has  calculated  that  in  Los  Angeles  County, 
which  has  more  than  six  million  people,  about  three 
pounds  of  gaseous  wastes  per  person  per  day  (on  a 
dry-weight  basis)  enter  the  atmosphere.  This  is  twice 
as  much  as  solid  refuse  disposal  and  six  times  as  much 
as  the  contaminants  in  waste  water.  It  is  estimated 
that  in  New  York  City,  730  pounds  of  pollutants,  a 
little  over  half  the  size  of  a compact  two-door  sedan 
of  foreign  make,  is  annually  thrown  into  the  air  for 
each  man,  woman  and  child  in  the  city.5 

Air  pollution  is  an  evident  factor,  not  only  in  the 
common  cold  and  upper  respiratory  disease,  but  also 
in  chronic  bronchitis,2  pulmonary  emphysema,6 
bronchial  asthma,7  pneumonitis  and  lung  cancer.8 
Its  effect  on  the  incidence  of  pulmonary  tuberculosis 
is  unproved,9  although  it  is  conceivable  that  the 


from  October  1962  to  May  1963  when  there  were 
202  episodes  involving  the  upper  respiratory  tract. 
The  attack  rate  of  illness  was  related  in  time  to  in- 
creased concentration  of  both  smoke  and  sulphur 
dioxide  in  the  atmosphere  of  the  district  in  which 
the  men  lived. 

Other  factors  often  mentioned,  include  exposure  to 
those  who  have  colds,  exposure  to  extreme  changes 
of  temperature,  allergy  and  bacterial  infection. 
However,  when  low  individual  resistance  due  to 
lack  of  rest,  overwork,  fatigue,  improper  or  unbal- 
anced diet,  previous  illness  and  emotional  stress  are 
included  as  causes,  we  enter  the  realm  of  somewhat 
obscure  relationships.  Much  more  emphasis  can  be 
placed  on  the  role  of  polluted  air. 

the  symptoms,  signs  and  complications  of  involve- 
ment of  the  upper  respiratory  tract,  especially  the 
common  cold,  are  the  same  regardless  of  the  causa- 
tive factor.  Swelling  of  the  lining  of  the  nose,  the 
scratchy  dry  throat,  the  discharge  from  the  nose  at 
first  watery  then  thicker,  discolored  and  more  tena- 
cious, the  eyes  tearing,  and  frequent  sneezing  are 
all  part  of  the  Number  1 human  ailment.  Concur- 
rent or  residual  sinusitis  when  mucus  is  trapped 
there,  middle  ear  involvement  due  to  interference 
with  drainage,  laryngitis  and  bronchitis  are  compli- 
cations of  the  common  cold.  The  primary  interfer- 
ence is  with  a most  important  function  of  the  nose— 
the  cleansing  of  foreign  matter  in  the  first  line  of 
"air  defense’’  to  prevent  it  from  entering  the  breath- 
ing tract. 

However,  the  diagnosis  and  subsequent  decision  on 
how  to  treat  the  patient  so  affected  rests  basically  on 
the  relief  of  symptoms  that  cause  him  the  misery. 
The  stuffed,  runny  nose,  the  clogged  ears,  and  the 
harsh  dry  cough  — all  the  symptoms  that  make  com- 
mon cold  sufferers  feel  miserable  and  interfere  with 
their  sleep— can  be  alleviated  with  medications  of 
the  oral  nasal  decongestant/antihistamine  combina- 
tion type.  The  burning  sensation  in  the  throat,  sore- 


Triaminic  syrup 

Each  teaspoonful  (5  ml.)  contains: 

Phenylpropanolamine  hydrochloride  12.5  mg. 
Pheniramine  maleate  6.25  mg. 

Pyrilamine  maleate  6.25  mg. 


For  nature’s  hazards: 
nasal  congestion 
due  to  seasonal 
allergies  and 
summer  colds 


For  nasal  congestion  regardless  of  cause,  you  can  bring 
quick,  lasting  comfort  to  your  little  patients  with  Triaminic 
Syrup.  You  may  occasionally  encounter  these  side  effects: 
drowsiness,  blurred  vision,  cardiac  palpitations,  flushing, 
dizziness,  nervousness  or  gastrointestinal  upsets.  Pre- 
cautions: the  possibility  of  drowsiness  should  be  con- 
sidered by  patients  engaged  in  mechanical  operations 
requiring  alertness.  Use  with  caution  in  patients  with 
hypertension,  heart  disease,  diabetes,  or  thyrotoxicosis. 

(Advertisement) 


ness  of  the  chest  and  even  chest  pain  can  also  be 
relieved  by  such  medication.  Rest  in  bed  if  there  is 
fever  (but  confined  to  home  at  least),  liberal  fluids, 
uniformly  warm  surroundings  and  adequate  humid- 
ity in  the  room,  are  all  helpful  adjuncts  to  the  med- 
ication. Most  common  cold  sufferers  recover  rapidly 
and  are  symptom-free  in  four  to  ten  days. 

Further  treatment,  altered  by  the  fact  that  the  afflic- 
tion hangs  on  for  more  than  the  usual  duration  of 
the  common  cold,  requires  consideration  of  allergy, 
which  is  most  frequently  the  prolonging  factor.  But 
air  pollution  itself  may  often  be  the  culprit. 

( Concluded  on  following  page) 


dr  the  Third  National  Conference  on  Air  Pollution 
held  recently,  it  was  emphasized  that  this  subject 
had  received  more  attention  in  the  past  four  years 
than  in  all  previous  history.  Spicer,11  an  active  par- 
ticipant at  this  conference,  reiterated  that  it  behooves 
the  practicing  physician  to  be  aware  of  trends  in 
respiratory  disease  and  to  accept  a major  role  in 
community  action  relating  to  air  pollution  and  res- 
piratory health.  By  taking  a positive  stand  physicians 
have  been  instrumental  in  the  development  of  anti- 
pollution legislation.  An  outstanding  example  is 
Los  Angeles  where  major  steps  have  been  taken  by 
abolishing  coal  burning,  and  even  banishing  oil 
burning,  seven  months  a year.  Natural  gas  must  be 
used  instead  and  it  must  be  used  by  industry  when 
available.  Backyard  incinerators  have  been  abolished 
in  favor  of  landfill  disposal,  and  building  incinera- 
tion ended  except  for  a few  expensive  smokeless 
furnaces.10  Concerted  action  can  be  taken  against 
particular  industrial  nuisances.  One  company  that 
disregarded  complaints  discovered  its  error  when 
thousands  of  its  credit  cards  were  returned  by  irate 
customers  who  decided  to  patronize  competing 
companies.12 


Summary.  Respiratory  disease  is  the  most  important 
and  most  costly  effect  of  air  pollution,  whether 
termed  smog,  smaze,  or  smust.  Air  pollution  is  an 
economic,  esthetic  and  public  health  problem  that 
affects  practically  every  American  locality  and  citi- 
zen. New  sources  of  air  pollution  are  invisible  and 
odorless,  but  the  harmful  gases  and  liquid  droplets 
are  there.  Triggered  by  sunlight,  some  of  these  un- 
dergo mid-air  chemical  changes  and  the  results  are 
even  more  irritating  to  the  upper  respiratory  tract. 
The  symptoms,  signs  and  complications,  especially 
of  the  upper  respiratory  tract,  can  be  readily  aborted 
by  modern  medication  but  may  be  unduly  prolonged 
by  polluted  air.  In  steps  taken  to  prevent  this,  the 
practicing  physician  can  take  a major  role. 
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How  can  he 
be  a sport 
with  a 
runny 
nose? 


For  summer  allergies,  summer 
colds, ornasal  congestiondueto 
almost  any  cause,  you  prescribe 
quick  r-e-l-i-e-f  with  Triaminic. 
It’s  ideal  for  summer  allergies: 

1.  Acts  in  15-30  minutes  due 
to  decongestant. 

2.  Follows  up  with  balanced 
dual  antihistamines. 

3.  Up  to  24-hour  'round  the 
clock  relief  when  dosed  one 
tablet  at  morning,  midafter- 
noon and  evening. 

Summer  time  is  sport  time  and 
who  can  be  a sport  with  a runny 
nose? 


provide  patient  comfort 

Triaminic  relieves 

Each  timed-release  summer  allergies 

tablet  contains: 

Phenylpropanolamine  hydrochloride  50  mg. 

Pheniramine  maleate  25  mg. 

Pyrilamine  maleate  25  mg. 

Side  effects:  Occasional  drowsiness,  blurred  vision, 
cardiac  palpitation,  flushing,  dizziness,  nervousness 
or  gastrointestinal  upsets. 

Precautions:  The  patient  should  be  advised  not  to 
drive  a car  or  operate  dangerous  machinery  if  drowsi- 
ness occurs.  Use  with  caution  in  patients  with  hyper- 
tension, heart  disease,  diabetes  or  thyrotoxicosis. 

(Advertisement) 


Books  Received 


The  following  books  were  received  during  the  month  of  August,  1967.* 


Gout.  By  John  H.  Talbott,  M.D.  Third 
edition.  Octavo  of  296  pages,  illustrated. 
New  York,  Grune  & Stratton,  1967.  Cloth, 
$12.50. 

Diagnosis  and  Treatment  of  Menstrual  Dis- 
orders and  Sterility.  By  S.  Leon  Israel, 
M.D.  Fifth  edition.  Octavo  of  638  pages, 
illustrated.  New  York,  Hoeber  Medical  Divi- 
sion, Harper  & Row,  Publishers,  1967.  Cloth, 
$22.50. 

Induced  Dreams.  By  Paul  Sacerdote,  M.D. 
Duodecimo  of  174  pages.  New  York,  Van- 
tage Press,  1967.  Cloth,  $4.00. 

Bedside  Medicine.  By  I.  Snapper,  M.D., 
and  Alvin  I.  Kahn,  M.D.  Second  edition. 
Octavo  of  824  pages.  New  York,  Grune  & 
Stratton,  1967.  Cloth,  $18.75. 

Novak’s  Gynecologic  and  Obstetric  Pa- 
thology; With  Clinical  and  Endocrine  Rela- 
tions. By  Edmund  R.  Novak,  M.D.,  and  J. 
Donald  Woodruff,  M.D.  Sixth  edition.  Phil- 
adelphia, W.  B.  Saunders  Company,  1967. 
Cloth,  $20. 

Symposia  in  Radiology  for  the  Orthopedic 
Surgeon.  1.  Radiology  and  the  Skeletal 
System.  Edited  by  Gwilym  S.  Lodwick,  M.D. 
2.  The  Radiology  of  Trauma.  Edited  by 
Sidney  W.  Nelson,  M.D.  Quarto  of  454  pages, 
illustrated.  Philadelphia,  W.  B.  Saunders 
Company,  1966.  Cloth,  $16. 

Manual  of  Preoperative  and  Postoperative 
Care.  By  the  Committee  on  Pre-  and  Post- 
operative Care.  American  College  of  Surgeons. 
Editorial  Subcommittee,  Henry  T.  Randall, 
M.D.,  Chairman,  James  D.  Hardy,  M.D.,  and 
Francis  D.  Moore,  M.D.  Octavo  of  506  pages, 
illustrated.  Philadelphia,  W.  B.  Saunders  Com- 
pany, 1967.  Cloth,  $8.50. 

Preventive  Medicine.  Edited  by  Duncan 
W.  Clark,  M.D.,  and  Brian  MacMahon,  M.D. 
Octavo  of  897  pages,  illustrated.  Boston,  Little, 

* Books  received  for  review  are  acknowledged  promptly  in 
this  column.  No  other  obligation  is  assumed  for  the  courtesy 
of  those  sending  them  for  this  purpose.  Selection  for  review 
is  made  on  the  basis  of  merit  and  reader  interest. 


Brown  and  Company,  1967.  Paper,  $9.95, 
Cloth,  $14.95. 

The  Nature  of  Life  and  Cancer.  By  Bene- 
dict V.  Favata,  M.D.,  and  Frank  J.  Pirone, 
M.D.  Octavo  of  98  pages.  New  York,  Philo- 
sophical Library,  1967.  Cloth,  $4.75. 

An  Introduction  to  the  Haemoglobinop- 
athies  and  the  Methods  used  for  their 
Recognition.  By  H.  E.  Hutchison,  M.D. 
Octavo  of  88  pages,  illustrated.  London,  Ed- 
ward Arnold  Publishers  Ltd.,  (Baltimore,  The 
Williams  & Wilkins  Co.) , 1967.  Cloth,  $7.25. 

Historic  Derivations  of  Modern  Psychiatry. 

Edited  by  Iago  Galdston,  M.D.  Octavo  of 
241  pages,  illustrated.  New  York,  The  Blakis- 
ton  Division,  McGraw-Hill  Book  Company, 
1967.  Cloth,  $12.50. 

Planning  the  Community  Hospital.  By 

Roy  Hudenburg.  Octavo  of  438  pages, 
illustrated.  New  York,  McGraw-Hill  Book 
Company,  1967.  Cloth,  $16.95. 

The  Physical  Aspects  of  Diagnostic  Radi- 
ology. By  Michel  M.  Ter-Pogossian,  Ph.D. 
Octavo  of  426  pages,  illustrated.  New  York, 
Hoeber  Medical  Division,  Harper  & Row, 
Publishers,  1967.  Cloth,  $13.50. 

Cervical  Spondylosis  and  other  Disorders 
of  the  Cervical  Spine.  Edited  by  Lord  Brain, 
D.M.,  and  Marcia  Wilkinson,  D.M.  Octavo 
of  232  pages,  illustrated.  Philadelphia,  W.  B. 
Saunders  Company,  1967.  Cloth,  $10. 

Postmortem  Examination:  Specific  Meth- 
ods and  Procedures.  By  Roger  D.  Baker, 
M.D.  Quarto  of  183  pages,  illustrated.  Phila- 
delphia, W.  B.  Saunders  Company,  1967. 
Cloth,  $8.50. 

Cancer  of  the  Breast.  By  John  S.  Spratt, 
Jr.,  M.D.,  and  William  L.  Donegan,  M.D. 
Philadelphia,  W.  B.  Saunders  Company,  1967. 
Cloth,  $10.75. 

Surgery  for  Acquired  Mitral  Valve  Disease. 

By  F.  Henry  Ellis,  Jr.,  M.D.  Octavo  of  299 
pages,  illustrated.  Philadelphia,  W.  B.  Saun- 
ders Company,  1967,  Cloth,  $17. 
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An  uncommon  steroid 
for  common  inflammatory  dermatoses 


In  everyday  topical  steroid 
therapy,  Synalar  produces  rapid 
resolution  of  inflammation  and 
itching  in  steroid-responsive 
dermatoses— and  at  relatively 
low  cost  to  the  patient. 

Advanced  molecular 
design  enhances  potency 
Synalar  combines  the  advantage 
of  earlier  corticosteroid  com- 
pounds with  unique  structural 
innovations.  As  a result,  prepara- 
tions of  Synalar  0.01%  and  Synalar 
0.025%  have  been  reported  to  be 
more  potent  topically  and  signifi- 
cantly more  effective  than  hydro- 


#' 


cortisone  1.0%. The  unique  fluo- 
cinolone  acetonide  molecule 
provides  one  of  the  most  useful 
topical  corticosteroids  for  every- 
day practice. 

Impressive  clinical 
results  in  a wide  range  of 
dermatologic  problems 

The  clinical  efficacy  of  Synalar 
has  been  extensively  documented 
in  the  world  literature.  Commonly 
encountered  diseases  such  as  al- 
lergic and  contact  dermatitis, 
eczematous  and  seborrheic  der- 
matitis, and  neurodermatitis  re- 
spond rapidly  to  Synalar,  often 


where  previous  therapy  with  other 
topical  corticosteroids  has  failed. 

Low  patient  cost 
for  wider  usefulness 

With  Synalar,  a high  degree  of 
efficacy  does  not  mean  high  price. 
And- a small  quantity  goes  a long 
way.  Thus,  your  patients  can 
often  obtain  the  “economy”  of  a 
hydrocortisone  preparation  with 
the  proved  efficacy  of  a potent, 
truly  advanced  steroid. 


Synalar; 

fluocinolone  acetonide 
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For  everyday  topical  steroid  therapy 

Synalar  o.or° 

fluocinolone  acetonide 

provides  economy  in  two  practical  dosage  forms 


For  general  use,  the  most 
economical  and  widely  applicable 
concentration  of  Synalar  is  0.01% 
Cream  in  a water- washable,  van- 
ishing cream  base.  Synalar  Solu- 
tion 0.01%  is  especially  valuable  in 
dermatoses  involving  moist,  inter- 
triginous  areas  or  hairy  sites 
where  creams  and  ointments  do 
not  spread  or  penetrate  readily. 
Synalar  Solution  is  a unique 
dosage  form— clear,  nongreasy, 
cosmetically  elegant. 


Product  I reformation 

Contraindications:  Tuberculous,  fungal,  and  most 
viral  lesions  of  the  skin  (including  herpes  simplex, 
vaccinia,  and  varicella).  Not  for  ophthalmic  use. 
Contraindicated  in  individuals  with  a history  of 
hypersensitivity  to  any  of  the  components. 
Precautions:  Synalar  preparations  are  virtually 
nonsensitizing  and  nonirritating.  However,  the 
solution  may  produce  burning  or  stinging  when 
applied  to  denuded  or  fissured  areas.  In  some  pa- 
tients with  dry  lesions,  the  solution  may  increase 
dryness,  scaling  or  itching.  Where  severe  local 
infection  or  systemic  infection  exists,  the  use  of 
systemic  antibiotics  should  be  considered,  based 
on  susceptibility  testing.  While  topical  steroids 
have  not  been  reported  to  have  an  adverse  effect 
on  pregnancy,  the  safety  of  their  use  on  pregnant 
females  has  not  absolutely  been  established. 
Therefore,  they  should  not  be  used  extensively  on 
pregnant  patients,  in  large  amounts,  or  for 


prolonged  periods  of  time.  Side  Effects:  Side 
effects  are  uncommon  with  topical  corticosteroids. 
As  with  all  drugs,  however,  a few  patients  may 
react  unfavorably  to  Synalar  under  certain 
conditions.  In  such  cases  the  agent  should  be 
discontinued  and  appropriate  measures  taken. 
Availability:  Synalar  (fluocinolone  acetonide) 
Cream  0.025%  — 5.15  and  60  Cm.  tubes  and  425 
Cm.  jars.  Cream  0.0 1 % — 1 5.  45  and  60  Cm.  tubes 
and  1 20  Gm.  jars.  Solution  0.0 1 % — 20  and  60  cc. 
plastic  squeeze  bottles.  Ointment  0.025%—  15  and 
60  Gm.  tubes.  Neo-  Synalar®  (neomycin  sulfate 
0.5%  [0.35%  neomycin  base],  fluocinolone  acetonide 
0.025%)  Cream  — 5,15  and  60  Gm.  tubes. 
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Medical  Meetings 


Symposium  on  medical  progress 
and  the  postmortem 

The  Foundation  for  the  Advancement  of 
Medical  Knowledge  is  sponsoring  a symposium 
on  “Medical  Progress  and  the  Postmortem”  to 
be  held  at  the  New  York  Academy  of  Medicine 
on  October  21,  at  3 : 00  p.m. 

The  program  will  feature  the  following 
speakers:  John  Prutting,  M.D.,  president,  The 

Foundation  for  the  Advancement  of  Medical 
Knowledge,  will  give  the  introduction;  Joseph 
F.  A.  McManus,  M.D.,  executive  director, 
Federation  of  the  American  Society  of  Experi- 
mental Biology,  “Types  of  Research  and  the 
Postmortem”;  Edward  Gall,  M.D.,  chairman, 
Department  of  Pathology  University  of  Cincin- 
nati, “The  Postmortem,  a Tool  of  Medical 
Progress”;  Alfred  Angrist,  M.D.,  chairman, 
Department  of  Pathology,  Albert  Einstein 
College  of  Medicine,  “Breaking  the  Postmortem 
Barrier”;  and  R.  Donald  Teare,  M.D., 
F.R.C.P.,  professor  of  forensic  medicine, 
University  of  London,  “The  Scotland  Yard 
Autopsy”;  and  comments  will  be  made  by 
Milton  Helpern,  M.D.,  Chief  Medical  Examiner, 
C ity  of  N ew  Y ork. 

Albany  Medical  College  schedules 
teaching  days 

The  Department  of  Postgraduate  Medicine 
of  Albany  Medical  College  is  offering  the  follow- 
ing teaching  day  program  for  the  1967-1968 
academic  year:  November  2,  Obstetrics  and 

Gynecology;  November  16,  Surgery;  December 
7,  Chest  Diseases;  December  14,  Neurology; 
January  4 through  25  (Thursdays),  Basic 
Science  Correlations  in  Disease  States;  Febru- 
ary 1,  Hematology;  February  8,  Cardiovascular 
Disease;  February  15,  Management  of  Massive 
Trauma;  February  29,  Orthopedics — Physical 
Medicine  and  Surgical  Aspects  of  Arthritis; 
March  7,  Cancer;  March  18  through  22, 
Psychiatry  for  the  Internists;  March  21, 
Pediatric  Endocrinology;  March  28,  Radi- 
ology; and  April  11,  Urology. 

This  program  is  approved  for  Category  I 
credit  by  the  American  Academy  of  General 
Practice.  For  further  information  write  to: 
Department  of  Postgraduate  Medicine,  Albany 
Medical  College,  New  Scotland  Avenue,  Albany, 
New  York  12208. 

Cryotherapy  in  dermatology 
topic  of  lecture 

The  division  of  dermatology  of  the  Depart- 

Material  for  inclusion  in  the  medical  meetings  section  must 
be  received  six  weeks  prior  to  publication  date. 


ment  of  Medicine  of  the  State  University  of 
New  York  Downstate  Medical  Center  is  spon- 
soring a lecture  on  “Cryotherapy  in  Derma- 
tology” by  Douglas  Torre,  M.D.,  clinical 
professor  of  medicine  (dermatology),  Cornell 
University  Medical  College,  on  November  3 at 
9:30  a.m.  in  “F”  building  classroom,  second 
floor,  Kings  County  Hospital  Center,  451  Clark- 
son Avenue,  Brooklyn,  New  York. 


Surgical  relief  of  pain  topic  of  course 

The  Department  of  Continuing  Medical 
Education  of  the  School  of  Medicine  State  Uni- 
versity of  New  York  at  Buffalo  is  sponsoring  a 
postgraduate  course  in  Surgical  Relief  of  Pain 
to  be  held  at  Buffalo  General  Hospital  on 
November  3 from  11:30  a.m.  to  5:00  p.m.  The 
program  will  include  the  following  topics  and 
speakers:  “Anatomy  and  Physiology  of  Pain 

Pathways,”  David  M.  Klein,  M.D.;  “Pain  Due 
to  Involvement  of  Peripheral  Nerves  (Entrap- 
ment Syndromes),”  Louis  Bakay,  M.D.;  “Sur- 
gical Procedures  of  Pain  Relief  in  Spinal  Cord 
(Cordotomy,  and  Rhizotomy),”  Lorenzo  Bel- 
musto,  M.D.;  “Spinal  Cord  Procedure  by 
Closed  Method  (Stereotactic  Cordotomy),” 
George  A.  Cohn,  M.D.;  “Trigeminal  Neu- 
ralgia,” Carl  J.  Graf,  M.D.;  and  “Pain  Relief 
by  Procedures  on  the  Brain  (Lobotomy,  and 
Stereotactic  Thalamotomy),”  Louis  Bakay, 
M.D. 

Tuition  fee  is  $10.00.  The  program  is  ac- 
cepted for  4 accredited  hours  by  the  American 
Academy  of  General  Practice.  For  further 
information  or  registration  write  to:  Continuing 
Medical  Education  Program,  Main  Street  Divi- 
sion, School  of  Medicine  State  University  of 
NewYork  at  Buffalo,  2211  Main  Street,  Buffalo, 
New  York  14214. 


Course  in  contemporary  therapy 
for  psychiatrists 

The  School  of  Medicine  State  University  of 
New  York  at  Buffalo  is  offering  a course  in 
Contemporary  Therapy  for  Psychiatrists  on 
November  4,  from  9:00  a.m.  to  4:30  p.m.  in  the 
Holiday  Inn,  Buffalo. 

Tuition  is  $30  and  the  program  is  accepted 
for  7 accredited  hours  by  the  American  Academy 
of  General  Practice. 

For  further  information  write  to:  Continuing 

Medical  Education  Program,  Main  Street  Divi- 
sion, School  of  Medicine  State  University  of 
New  York  at  Buffalo,  2211  Main  Street,  Buffalo, 
New  York  14214. 

continued  on  page  2696 


October  15,  1957  / New  York  State  Journal  of  Medicine  2677 


2678 


“ George  wants  to  know  if  it’s  okay  to  take  his  cold 
medicine  now,  Doctor,  instead  of  seven  o'clock ?” 


The  long-continued  action  of  Novahistine  LP 
should  help  you  both  get  a good  night's  sleep. 
Two  tablets  in  the  morning  and  two  in  the  evening 
will  usually  provide  round-the-clock  relief  by  help 
ing  clear  congested  air  passages  for  freer  breathing. 
Novahistine  LP  also  helps  restore  normal  mucus 
secretion  and  ciliary  activity— normal  physiologic 
defenses  against  infection  of  the  respiratory  tract. 
Use  cautiously  in  individuals  with  severe  hyper- 
tension, diabetes  mellitus,  hyperthyroidism  or 
urinary  retention.  Caution  ambulatory  patients  that  1 
drowsiness  may  result.  Each  Novahistine  LP  tablet 
contains:  phenylephrine  hydrochloride,  25  mg.,  and 
chlorpheniramine  maleate,  4 mg. 

NOVAHISTINE"  LP 


PITMAN-MOORE  Division  of  The  Dow  Chemical  Company,  Indianapolis 
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Against  these  three  major  pathogens... 


Penicillin-Sensitive 

Staphylococci 


Pneumococci 


Beto-Hemo 

Streptococci 


• Am 


If  lift 


W 
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V-Cillin  K®  provides  dependable  oral 
antibacterial  therapy 


because  it  combines  a high  degree  of  activity. . . 

V-Cillin  K has  been  shown  to  be  effective  in  the  treatment  of  streptococcus 
and  pneumococcus  infections  as  well  as  infections  caused  by  sensitive  strains 
of  staphylococci.  It  may  be  used  for  the  prophylaxis  of  streptococcus  infections 
in  patients  with  a history  of  rheumatic  fever  and  for  the  prevention  of 
bacterial  endocarditis  after  tonsillectomy  in  patients  with  a history  of 
rheumatic  fever  or  congenital  heart  disease. 

with  high  blood  levels,  even  when  taken  with  food 

V-Cillin  K is  stable  in  acid  and  immediately  soluble.  High  serum  levels, 
therefore,  are  reached  rapidly.  Because  it  is  acid  stable,  V-Cillin  K is  well 
absorbed  even  when  taken  close  to  mealtime.  These  desirable  properties  help 
make  V-Cillin  K a dependable  penicillin  for  oral  use. 


V-Cillin  K@ 

Potassium  Phenoxymethyl  Penicillin 

Now  available:  V-Cillin  K®,  Pediatric, 
for  Oral  Solution,  250  mg.  (400,000  units) 
per  5 cc.  of  solution. 


701449 


(See  next  page  for  prescribing  information.) 


New  500  mg.  tablets...  a more  convenient  way  to  give  high  doses 


Description:  V-Cillin  K,  the  potassium  salt  of  V-Cillin® 
(phenoxymethyl  penicillin,  Lilly),  combines  acid  stability 
with  immediate  solubility  and  rapid  absorption.  Higher, 
more  rapid  serum  levels  are  obtained  than  with  equal 
oral  doses  of  penicillin  G. 

Indications:  Streptococcus,  pneumococcus,  and  gono- 
coccus infections;  infections  caused  by  sensitive  strains 
of  staphylococci;  prophylaxis  of  streptococcus  infections 
in  patients  with  a history  of  rheumatic  fever;  and  preven- 
j tion  of  bacterial  endocarditis  after  tonsillectomy  and 
! tooth  extraction  in  patients  with  a history  of  rheumatic 
j fever  or  congenital  heart  disease. 

Contraindication:  Penicillin  hypersensitivity, 
j Warnings:  In  rare  instances,  penicillin  may  cause  acute 
J anaphylaxis  which  may  prove  fatal  unless  promptly  con- 
1 trolled.  This  type  of  reaction  appears  more  frequently  in 
patients  with  a history  of  sensitivity  reactions  to  penicillin 
or  with  bronchial  asthma  or  other  allergies.  Resuscitative 
drugs  should  be  readily  available.  These  include  epi- 
nephrine and  pressor  drugs  {as  well  as  oxygen  for 
inhalation)  for  immediate  allergic  manifestations  and 
antihistamines  and  corticosteroids  for  delayed  effects. 


Precautions:  Use  cautiously,  if  at  all,  in  a patient  with  c 
strongly  positive  history  of  allergy. 

In  prolonged  therapy  with  penicillin,  and  particularly 
with  high  parenteral  dosage  schedules,  frequent  eval- 
uation of  the  renal  and  hematopoietic  systems  is  rec- 
ommended. 

In  suspected  staphylococcus  infections,  proper  lab- 
oratory studies  (including  sensitivity  tests)  should  be 
performed. 

The  use  of  penicillin  may  be  associated  with  the  over- 
growth of  penicillin-insensitive  organisms.  In  such  cases, 
discontinue  administration  and  take  appropriate  measures. 
Adverse  Reactions:  Although  serious  allergic  reactions 
are  much  less  common  with  oral  penicillin  than  with  intra- 
muscular forms,  manifestations  of  penicillin  allergy  may 
occur. 

Penicillin  is  a substance  of  low  toxicity,  but  it  possesses 
a significant  index  of  sensitization.  The  following  hyper- 
sensitivity reactions  have  been  reported:  skin  rashes 
ranging  from  maculopapular  eruptions  to  exfoliative  der- 
matitis; urticaria;  and  reactions  resembling  serum  sickness, 
including  chills,  fever,  edema,  arthralgia,  and  prostration. 
Severe  and  often  fatal  anaphylaxis  has  occurred  (see 
Warnings).  Hemolytic  anemia,  leukopenia,  thrombocy- 
topenia, and  nephropathy  are  rarely  observed  side- 
effects  and  are  usually  associated  with  high  parenteral 
dosage. 

Administration  and  Dosage:  Usual  dosage  range, 
125  mg.  (200,000  units)  three  times  a day  to  500  mg. 
(800,000  units)  every  four  hours.  For  infants,  50  mg.  per 
Kg.  per  day  divided  into  three  doses. 

See  package  literature  for  detailed  dosage  instructions 
for  prophylaxis  of  streptococcus  infections,  surgery,  gon- 
orrhea, and  severe  infections. 

How  Supplied:  Tablets  V-Cillin  K,  U.S.P.,  125  mg. 
(200,000  units),  250  mg.  (400,000  units),  and  500  mg. 
(800,000  units). 

V-Cillin  K,  Pediatric,  for  Oral  Solution,  125  mg. 
(200,000  units)  and  250  mg.  (400,000  units)  per  5 cc.  of 
solution  (approximately  one  teaspoonful).  [042547] 

Additional  information  available  to 
physicians  upon  request.  Eli  Lilly  and 
Company,  Indianapolis,  Indiana  46206. 
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AMA  21ST  CLINICAL  CONVENTION  • ASTROHALL  • HOUSTON,  TEXAS  • NOVEMBER  26-29,  1967 


Plan  to  attend  this  year's  AMA  Clinical  Convention  in  Houston,  Texas. 
Eighteen  scientific  sessions,  four  postgraduate  courses,  breakfast 
roundtable  discussions,  color  television,  and  scientific  and  industrial 
exhibits  will  bring  you  up  to  date  on  the  latest  medical  advances. 
Attend  lectures  by,  and  discussions  with,  our  nation's  outstanding 
medical  authorities. 


Between  sessions,  enjoy  the  excellent  restaurants,  fine  shops,  visitors’ 
attractions,  and  mild  winter  temperatures  Houston  offers.  Mail  the 
enclosed  registration  and  room  reservation  coupons  now,  and  look 
forward  to  an  exceptional  convention  with  a holiday  plus. 


SCIENTIFIC  SESSIONS:  Cardiovascular  Disease;  Cardiovascular  Surgery; 
New  Cares;  Ophthalmology;  Geriatrics;  Arthritis;  Gastroenterology; 
Cancer;  Antibiotics;  Endocrinology;  General  Surgery;  Dermatology; 
Aerospace  Medicine;  Obstetrics  and  Gynecology;  Psychiatry;  Pediatrics; 
Genitourinary  Diseases;  and  Otolaryngology. 


POSTGRADUATE  COURSES:  Fluid  and  Electrolyte  Balance;  Oncology; 
Cardiovascular  Disease;  and  Obstetrics  and  Gynecology.  Register  for 
these  Courses  on  arrival  in  Houston  at  the  PG  Course  Registration 
booth  adjacent  to  the  General  Registration  area.  There  is  no  charge 
for  the  Courses,  but  registration  is  limited  to  200  per  Course.  The 
Courses  begin  promptly  at  9 A.M.  and  2 P.M.  No  one  will  be  seated 
after  the  Course  begins. 

BREAKFAST  ROUNDTABLE  CONFERENCES:  Management  of 
Cerebrovascular  Insufficiency;  Indications  and  Limitations  of  Uses  of 
Antibiotics;  The  Moral  and  Ethical  Aspects  of  Caring  for  the  Dying 
Patient;  Adolescence,  Age  of  Rebellion,  Related  Psychiatric  Aspects. 
COLOR  TELEVISION  . MEDICAL  MOTION  PICTURES 
. SCIENTIFIC  AND  INDUSTRIAL  EXHIBITS 
The  complete  scientific  program,  plus  forms  for  advance 
registration  and  hotel  accommodations,  will  be 
featured  in  JAMA,  October  23. 
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Cleopatra 
knew 
what  every 


doctor 

should 

know... 


"Cleopatra  before  Caesar."  An  early  steel  engraving. 


Cleopatra  had  a way  with  men  and  wine.  With  wine  she  eased  the  jumpy 
tensions  of  Julius  Caesar  and  Mark  Antony.  Wine,  mankind's  first  medi- 
cine, had  been  the  supreme  mild  tranquilizer  thousands  of  years  before 
Cleopatra  — and  still  is  today. 

What  about  you.  Doctor?  Do  you  have  a way  with  wine  and  your 
patients?  To  aid  your  therapy  in  many  types  of  cases?*  Our  prescription 
for  you  is,  "USES  OF  WINE  IN  MEDICAL  PRACTICE:  A SUMMARY." 
The  result  of  25  years  of  worldwide  scientific  research,  is  yours  free,  for 
the  asking. 

What  about  your  wife?  Does  she  have  a way  with  wine,  to  beguile  you 
and  entertain  her  guests?  Our  prescription  for  her  is  the  free  booklet, 
"WINE  TASTING  PARTY"— the  newest  idea  in  entertaining. 

Here’s  to  you,  Doctor,  your  family  and  your  patients.  Happier  days 
with  wine ! 


WINE  ADVISORY  BOARD,  DEPT.  B-I,  717  MARKET  ST.,  SAN  FRANCISCO  94103 


*Rx  WINE:  4 ounces  with  lunch  and  dinner  daily. 

Wine  stimulates  gastric  flow;  can  help  the  convalesc- 
ing patient;  can  aid  the  patient  lacking  appetite;  can 
help  relieve  anxiety;  can  help  patients  suffering  from 
the  malabsorption  syndrome;  helps  hospital  and  geri- 
atric home  morale;  helps  to  make  meal-time  pleasant 
and  relaxing. 


Just  write  us  on  your  professional  letterhead.  You  will  receive 
free,  "WINE  TASTING  PARTY"  (24pp),  and  "USES  OF  WINE 
IN  MEDICAL  PRACTICE." 


Night  Leg  Cramps . . . Unwelcome  Bedfellow 
In  Diabetes,1  Arthritis^  and  Peripheral  Vascular  Disorders2 


now ...  specific  therapy  for  night  leg  cramps 


QUINAMM 


Consistently  effective,  QUINAMM  provided  com- 
plete relief  in  94%  of  200  patients  studied,  many  of 
whom  were  severe  cases  refractory  to  other  medica- 
tion.3 Your  prescription  for  one  tablet  at  bedtime 
often  controls  painful  night  cramps  with  the  initial 
dose  . . . helps  restore  restful  sleep. 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON  MERRELL  INC 

PHILADELPHIA,  PENNSYLVANIA  19144 


Prescribing  Information:  Composition:  Each  white,  bev- 
eled, compressed  tablet  contains:  Quinine  Sulfate  260  mg. 
and  Aminophylline  195  mg.  Contraindication:  QUINAMM 
is  contraindicated  in  pregnancy  because  of  its  quinine  con- 
tent. Precautions:  Aminophylline  may  produce  intestinal 
cramps  in  some  instances,  and  quinine  may  produce  symp- 
toms of  cinchonism,  such  as  tinnitus,  dizziness,  and  gastro- 
intestinal disturbance.  Discontinue  use  if  ringing  in  the  ears, 
deafness,  skin  rash,  or  visual  disturbances  occur.  Dosage: 
One  tablet  upon  retiring.  Where  necessary,  dosage  may  be 
increased  to  one  tablet  following  the  evening  meal  and  one 
tablet  upon  retiring.  Supplied:  Bottles  of  100  and  500  tablets. 
References:  1.  Shuman,  C.:  Am.  J.  Med.  Sci.,  225:54,  1953. 
2.  Perchuk,  E.,  et  al.:  Angiology,  12:102,  1961.  3.  Rawls,  W., 
et  al.:  Med.  Times,  87:818,  1959.  6/67  Q-706A 
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Each  tablet  contains: 

Potassium  Iodide 195  mg. 

Aminophylline 130  mg. 

Phenobarbital,  Caution:  May  be  habit  forming. . . 21  mg. 

Ephedrine  HC1 16  mg. 

FEDERAL  LAW  PROHIBITS 
DISPENSING  WITHOUT  PRESCRIPTION 

Precautions:  Usual  for  aminophylline-ephedrinc- 

phenobarbital.  Iodides  may  cause  nausea,  long  use 
may  cause  goiter.  Discontinue  if  symptoms  of 
iodism  develop. 

Iodide  contraindications:  tuberculosis,  pregnancy. 

DOSAGE 

One  tablet,  with  full  glass  of 
water,  3 or  4 times  daily. 

Dispensed,  in  bottles  oj  100  and  1000  tablets. 

MUDRANE  GG — Formula,  dosage  and  package  identi- 
cal to  Mudrane — except — 100  mg.  glyceryl  guaiacolate 
replaces  the  potassium  iodide.  The  value  of  Mudrane 
cannot  be  enjoyed  by  a small  group  in  which  K.I.  is 
contraindicated.  Mudrane  GG  is  prepared  for  this  group. 

MUDRANE  GG  ELIXIR— Four  5 cc  teaspoonfuls  is 
equivalent  to  one  Mudrane  GG  tablet.  Dosage  adjusted 
to  age  and  weight  of  child.  Mudrane  GG  Elixir  is  for 
pediatric  patients  and  those  who  think  they  cannot  swal- 
low tablets.  Dispensed  in  pint  and  half  gallon  bottles. 

WM.  P.  POYTHRESS  & CO.,  INC. 

RICHMOND,  VIRGINIA  23217  (XduSPnl 

Manujacturersoj  ethical  pharmaceuticals  since  1856  ? 1 1 1 
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Phpnanhpn  the  °n|y  |eading 

i IlCliapildl  compound  analgesic 

with  Codeine  instead  of  caffeinates 


Each  capsule  contains: 

Phenobarbital  ('A  gr.) 16.2  mg. 

(Warning:  may  be  habit  forming) 

Aspirin  (2Vi  gr.) 162.0  mg. 

Phenacetin  (3  gr.) 194.0  mg. 

Hyoscyamine  sulfate 0.031  mg. 

Codeine  phosphate 'A  gr.  (No.  2), 

Vt  gr.  (No.  3),  1 gr.  (No.  4) 
(Warning:  may  be  habit  forming) 


Contraindications:  Hypersensitivity  to  any  ingredient. 

Precautions:  As  with  all  phenacetin-containing  prod- 
ucts, avoid  excessive  or  prolonged  use. 

Side  Effects:  Side  effects  are  uncommon  - nausea, 
constipation,  and  drowsiness  have  been  reported. 


A H ROBINS  CO  . INC  . Richmond.  Va  23220 


/HfROBINS 
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Indications:  Tofranil  is  recommended 
for  the  treatment  of  depressive  states 
of  diverse  psychopathology. 
Contraindications:  The  concomitant 
use  of  Tofranil  and  monoamine  oxi- 
dase inhibiting  (M.A.O.I.)  compounds 
is  contraindicated.  Hyperpyretic  crises 
or  severe  convulsive  seizures  may  oc- 
cur. Potentiation  of  adverse  effects 
can  be  serious  or  even  fatal.  An  inter- 
val of  at  least  7 days  after  M.A.O.I. 
therapy  has  been  discontinued  should 
be  allowed  before  Tofranil  may  be 
substituted.  Initial  Tofranil  dosage 
should  be  low,  increases  should  be 
gradual,  and  the  patient’s  progress 
should  be  carefully  observed. 

Warning:  Clinical  reports  have  sug- 
gested that  there  may  be  a risk  of 
teratogenesis  associated  with  the  use 
of  this  compound  during  the  first  tri- 
mester of  pregnancy.  Unless,  in  the 
opinion  of  the  prescribing  physician, 


the  potential  benefits  outweigh  the 
possible  risks,  Tofranil  should  not  be 
used  during  the  first  trimester  of 
pregnancy. 

Cardiovascular  complications,  includ- 
ing myocardial  infarction  and  arrhyth- 
mias, have  occasionally  occurred  in 
susceptible  individuals.  Patients  with 
cardiovascular  disease  should  be 
given  the  drug  only  under  careful 
observation  and  in  low  dosage. 
Precautions:  Since  suicide  is  always 
a possibility  in  severely  depressed  pa- 
tients and  one  which  may  persist  until 
significant  remission  occurs,  such  pa- 
tients should  be  carefully  supervised 
during  early  treatment  with  Tofranil. 
Some  severely  depressed  patients 
may  also  require  hospitalization 
and/or  concomitant  electroconvul- 
sive therapy. 

Because  of  its  anticholinergic  effect, 
caution  should  be  observed  in  pre- 


scribing Tofranil  for  patients  with  in- 
creased intraocular  pressure. 

In  rare  instances,  transient  cardiac 
arrhythmias  have  occurred  in  hyper- 
thyroid patients  and  in  patients  re- 
ceiving thyroid  medication  when 
Tofranil  was  added  to  the  regimen. 

The  drug  is  not  recommended  at  the  , 
present  time  in  patients  under  12 
years  of  age. 

Adverse  Reactions:  Dryness  of  the 
mouth,  tachycardia,  constipation,  dis- 
turbances of  accommodation,  sweat- 
ing, dizziness,  weight  gain,  urinary 
frequency  or  retention,  nausea  and 
vomiting,  peripheral  neuritis,  mild 
parkinson-like  syndrome,  tremors, 
rare  cases  of  falling  in  elderly  patients 
confusional  states  (with  such  symp-  . 
toms  as  hallucinations  and  disori- 
entation), activation  of  psychosis  in  I 
schizophrenics  and  agitation  (includ-  i 
ing  hypomanic  and  manic  episodes)  j 


When 
a milestone  in  life 
is  marred 
by  depression... 


Often  in  the  mind  of  the  lonely,  widowed, 
depression-prone  individual,  she's  not 
gaining  a daughter.. .she’s  losing  a son. 

The  occasion  may  be  marred  by  such 
symptoms  of  depression  as  feelings  of  sad- 
ness, incapacity,  helplessness  and 
hopelessness. 

In  about  3 out  of  4 cases,  Tofranil  relieves 
symptoms  of  primary  depression. 

As  maintenance  therapy  in  primary  de- 
pressive illness,  it  helps  prevent  relapse. 


Although  toxic  reactions  severe  enough  to 
require  discontinuation  of  Tofranil  are  un- 
common, in  patients  with  cardiovascular 
disease,  thyroid  disorders,  increased  intra- 
ocular pressure,  or  in  those  receiving  anti- 
cholinergics (including  antiparkinsonism 
agents),  the  special  precautions  listed  in 
the  Prescribing  Information  should  be 
carefully  observed.  The  use  of  Tofranil  in 
patients  receiving  M.A.O.I.'s  is  contra- 
indicated. 


Tofranil* 

Geigy 


imipramine 

hydrochloride 


which  may  require  dosage  reduction 
and/or  addition  of  a tranquilizer  or 
temporary  discontinuation  of  the  drug, 
epileptiform  seizures,  orthostatic  hy- 
potension and  substantial  blood  pres- 
i sure  fall  in  hypertensive  patients,  pur- 
pura, transient  jaundice,  bone  marrow 
depression  including  agranulocytosis, 

I sensitization  and  skin  rash  including 
photosensitization,  eosinophilia,  and 
mild  withdrawal  symptoms  on  sudden 
! discontinuation  after  prolonged  treat- 
ment with  high  doses.  Occasional  hor- 
monal effects  (impotence,  decreased 
! libido,  and  estrogenic  effects)  may  be 
observed.  Atropine-like  effects  may 
be  more  pronounced  (e  g.  paralytic 
1 ileus)  in  susceptible  patients  and  in 
those  using  anticholinergic  agents  (in- 
| eluding  antiparkinsonism  drugs). 
Outpatient  Adult  Dosage:  Initially,  75 
mg.  daily,  increased,  if  necessary,  to 
150  or  200  mg.  Maintenance  dosage 


may  be  lower,  50  to  150  mg.  daily,  if 
possible. 

Geriatric  and  Adolescent  Dosage: 
Initially,  30  or  40  mg.  daily,  which 
may  be  increased  according  to  re- 
sponse and  tolerance.  It  is  usually  un- 
necessary to  exceed  100  mg.  daily. 

A lag  in  therapeutic  response,  lasting 
from  a few  days  to  a few  weeks, 
should  be  expected.  When  dosage 
recommendations  are  already  being 
followed,  increasing  the  dosage  does 
not  normally  shorten  this  latency  pe- 
riod and  may  increase  the  incidence 
of  adverse  reactions. 

Availability:  Tofranil:  Round  tablets  of 
25  mg.;  triangular  tablets  of  10  mg.  for 
geriatric  and  adolescent  use;  and 
ampuls, each  containing  25mg.in  2cc. 
for  I.M.  administration.  (B)  46-850-A 

For  complete  details,  please  refer  to 
the  full  Prescribing  Information. 


Geigy  Pharmaceuticals 
Division  of 

Geigy  Chemical  Corporation 
Ardsley,  New  York 


Medical  News 


Rehabilitation  Day  Care  Center  established 

A Rehabilitation  Day  Care  Center,  supported 
by  a grant  from  the  Diabetes  and  Arthritis  Con- 
trol Program  of  the  National  Center  for  Chronic 
Disease  Control  of  the  U.S.  Public  Health 
Service,  is  to  be  opened  at  the  Coney  Island 
Hospital,  an  affiliate  of  Maimonides  Medical 
Center,  Brooklyn. 

The  pilot  project,  first  to  be  initiated  in  New 
York  City,  will  make  it  possible  for  patients 
previously  hospitalized  with  arthritic  and  rheu- 
matic diseases  and  complications  from  diabetes 
to  receive  needed  treatment  at  the  Center  and 
return  home  at  night  to  their  families. 

The  treatment  team  at  the  Center  consists  of 
a physiatrist,  rheumatologist,  internist,  con- 
sultants in  neurology  and  orthopedic  surgery, 
physical  therapist,  occupational  therapist,  re- 
habilitation nurse,  vocational  counsellor,  and 
social  worker. 


Course  on  emergency  aid 
and  transportation 

The  second  annual  practical  course  on  emer- 
gency aid  and  transportation  of  critically  ill  and 
injured  persons,  sponsored  by  the  American 
Academy  of  Orthopaedic  Surgeons,  in  coopera- 
tion with  the  New  York  City  Police  Depart- 
ment, is  to  be  held  October  26  through  28  in  the 
Alumnae  Auditorium,  Columbia  University. 

Principal  speakers  will  be  faculty  members  of 
Columbia  and  Cornell  medical  colleges  and 
members  of  the  Departments  of  Health,  Police, 
and  Hospitals  of  the  City  of  New  York. 

For  further  information  and  registration  forms 
write  to:  Charles  S.  Neer,  II,  M.D.,  180  Fort 
Washington  Avenue,  New  York,  New  York 
10032. 

Material  for  inclusion  in  the  medical  news  section  must  be 
received  six  weeks  prior  to  publication  date. 


Upstate  Medical  Center  offers 
continuing  education  courses 

The  State  University  of  New  York  Upstate 
Medical  Center  in  Syracuse  is  offering  the 
following  two-day-a-week  intensified  continuing 
education  program:  “Refresher  Course  in 

Anesthesia,”  October  19  through  21,  which  in- 
cludes anesthesia  for  the  geriatric  patient, 
treatment  of  acute  poisonings  with  central 
nervous  system  depressant  drugs,  chest  trauma, 
cardiopulmonary  resuscitation,  external  cardiac 
compression,  and  direct  artificial  respiration; 
and  “Ophthalmology,”  December  1 and  2,  which 
features  Robert  W.  Hollenhurst,  M.D.,  Mayo 
Graduate  School,  Rochester,  Minnesota;  Arthur 
H.  Kenney,  M.D.,  Wills  Eye  Hospital,  Phila- 
delphia; and  Philip  Knapp,  M.D.,  Columbia 
University  College  of  Physicians  and  Surgeons, 
as  guest  lecturers. 

Registration  fee  for  the  anesthesia  course  is 
$20  and  $30  for  the  ophthalmology  course.  For 
further  information  write  to:  Department  of 

Continuing  Education,  State  University  of  New 
York  Upstate  Medical  Center,  766  Irving 
Avenue,  Syracuse,  New  York  13210. 

Personalities 

Elected.  As  officers  of  the  Transplantation 
Society,  at  its  First  International  Congress  held 
in  Paris,  France:  President,  John  Marquis  Con- 
verse, M.D.,  Lawrence  D.  Bell  professor  of 
plastic  surgery  and  director  of  the  Institute  of 
Reconstructive  Plastic  Surgery;  and  secretary. 
Western  Hemisphere,  Felix  T.  Rapaport,  M.D., 
associate  professor  of  surgery,  both  of  New  York 
University  School  of  Medicine. 

Named.  George  W.  Graham,  M.D.,  director 
of  Ellis  Hospital,  Schenectady,  as  president- 
elect of  the  American  Hospital  Association. 

Honored.  By  the  New  York  School  of  Psychi- 
atry, Sandor  Rado,  M.D.,  president  and  dean, 
on  his  retirement. 
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Imferorr 

(iron  dextran  injection) 


There’s  as  much  iron  . . . 250  mg. 
. . . in  a 5 cc.  ampul  of  Imferon 
(iron  dextran  injection) 
as  in  a pint  of  whole  blood. 

When  iron  deficient 
patients  are  intolerant  of  oral 
iron  ...  or  orally  administered 
iron  proves  ineffective  or 
impractical ...  or  if  the  patient 
cannot  be  relied  upon  to  take 
oral  iron  as  prescribed,  Imferon 
(iron  dextran  injection) 
dependably  increases 
hemoglobin  and  rapidly 
replenishes  iron  reserves. 

Precise  dosage  is  easily 
calculated. 


lAKiSIDE 


IN  BRIEF:  ACTION  AND  USES:  A single  dose  of 
Imferon  (iron  dextran  injection)  will  measur- 
ably begin  to  raise  hemoglobin  and  a complete 
course  of  therapy  will  effectively  rebuild  iron 
reserves  The  drug  is  indicated  only  for  specifi- 
cally-diagnosed cases  of  iron  deficiency  anemia 
and  then  only  when  oral  administration  of  iron 
is  ineffective  or  impractical.  Such  iron  defi- 
ciency may  include:  patients  in  the  last  trimester 
of  pregnancy;  patients  with  gastrointestinal  dis- 
ease or  those  recovering  from  gastrointestinal 
surgery,  patients  with  chronic  bleeding  with 
continual  and  extensive  iron  losses  not  rapidly 
replenishable  with  oral  iron;  patients  intolerant 
of  blood  transfusion  as  a source  ot  iron;  infants 
with  hypochromic  anemia;  patients  who  cannot 
be  relied  upon  to  take  oral  iron. 

COMPOSITION:  Imferon  (iron  dextran  injection) 
is  a well-tolerated  solution  of  iron  dextran  com- 
plex providing  an  equivalent  of  50  mg.  in  each 
cc.  The  solution  contains  0 9%  sodium  chloride 
and  has  a pH  of  5. 2-6.0.  The  10  cc.vial  contains 
0.5%  phenol  as  a preservative. 

ADMINISTRATION  AND  DOSAGE:  Dosage,  based 
upon  body  weight  and  Gm.  Hb / lOOcc.of  blood, 
ranges  from  0.5  cc.  in  infants  to  5.0  cc.  in 
adults,  daily,  every  other  day.  or  weekly.  Initial 
test  doses  are  advisable.  The  total  iron  require- 
ment for  the  individual  patient  is  readily  ob- 
tainable from  the  dosage  chart  in  the  package 
insert.  Deep  intramuscular  injection  in  the 
upper  outer  quadrant  of  the  buttock,  using  a 
Z track  technique,  (with  displacement  of  the 
skin  laterally  prior  to  injection),  insures  absorp- 
tion and  will  help  avoid  staining  of  the  skin  A 
2-inch  needle  is  recommended  for  the  adult  of 
average  size. 


SIDE  EFFECTS:  Local  and  systemic  side  effects 
are  few.  Staining  of  the  skin  may  occur  Exces- 
sive dosage,  beyond  the  calculated  need,  may 
cause  hemosiderosis.  Although  allergic  or  ana- 
phylactoid reactions  are  not  common,  occa- 
sional severe  reactions  have  been  observed, 
including  three  fatal  reactions  which  may  have 
been  due  to  Imferon  (iron  dextran  injection). 
Urticaria,  arthralgia,  lymphadenopathy.  nau- 
sea, headache  and  fever  have  occasionally 
been  reported. 

PRECAUTIONS:  If  sensitivity  to  test  doses  is 
manifested,  the  drug  should  not  be  given. 
Imferon  (iron  dextran  injection)  must  be  ad- 
ministered by  deep  intramuscular  injection 
only.  Inject  only  in  the  upper  outer  quadrant  of 
the  buttock,  not  in  the  arm  or  other  exposed 
area. 

CONTRAINDICATIONS:  Imferon  (iron  dextran  in- 
jection) is  contraindicated  in  patients  sensitive 
to  iron  dextran  complex.  Since  its  use  is  in- 
tended for  the  treatment  of  iron  deficiency  ane- 
mia only  it  is  contraindicated  in  other  anemias. 

CARCINOGENICITY  POTENTIAL:  Using  relatively 
massive  doses.  Imferon  (iron  dextran  injection) 
has  been  shown  to  produce  sarcoma  in  rats, 
mice  and  rabbits  and  possibly  in  hamsters,  but 
not  m guinea  pigs.  The  risk  of  carcinogenesis, 
if  any  in  man,  following  recommended  therapy 
with  Imferon  (iron  dextran  injection)  appears 
to  be  extremely  small. 

SUPPLIED:  2 cc.  ampuls,  boxes  of  10;  5 cc.  am- 
puls, boxes  of  4,  10  cc.  multiple  dose  vials. 
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When  the 
agitated  geriatric 
disrupts  the 
home... 


His  teen-age 
granddaughter 
won’t  invite 
friends 
home 
because 
of  his 
outbursts. 


/ 


for  moderate  to  severe  anxiety 

Mellaril 


(thioridazine) 
25  mg.  t.i.d.  c, 


SAN  DO  Z 


His  slovenly  room 
and  habits  create 
more  tension. 


His  disturbances  at 
the  table  make  every 
meal  a nightmare. 


His  daughter 
can’t  please  him. 
There  is  "just  no 
living  with  him." 


See  following  page  for  prescribing  information. 


When  the  agitated  geriatric 
disrupts  the  home... 

Anxiety  that  seriously  interferes  with  the 
individual’s  performance  at  work,  at  home, 
or  in  the  community  may  be  regarded  as 
moderate  to  severe  in  degree. 

Mellaril  often  recommends  itself  to  treatment 
of  moderate  to  severe  anxiety  because  it 

• helps  control  the  most  frequent  symptoms: 
marked  tension,  agitation,  apprehension, 
restlessness,  hypermotility 

• often  alleviates  anxiety-induced  somatic 
complaints 

• frequently  helps  strengthen  emotional  re- 
sources 

• helps  the  patient  maintain  realistic  contact 
with  environment,  closer  harmony  with 
family 

Thus,  when  you  consider  the  anxiety  moder- 
ate to  severe  . . . consider  Mellaril. 
Contraindications:  Severely  depressed  or  coma- 
tose states  from  any  cause,  and  in  association 
with  or  following  MAO  inhibitors;  severe  hyper- 
tensive or  hypotensive  heart  disease. 
Precautions:  Hypersensitivity  reactions  (e.g., 
leukopenia,  agranulocytosis)  and  convulsive 
seizures  are  infrequent.  Pigmentary  retinopathy 
has  been  observed  where  doses  in  excess  of 
those  recommended  were  used  for  long  periods 
of  time.  May  potentiate  central  nervous  system 
depressants,  atropine,  and  phosphorus  insec- 
ticides. Where  complete  mental  alertness  is 
required,  administer  the  drug  cautiously  and 
increase  dosage  gradually.  In  addition,  ortho- 
static hypotension  (especially  in  female 
patients)  has  been  observed.  Epinephrine 
should  be  avoided  in  treatment  of  drug-induced 
hypotension. 

Side  Effects:  Pseudoparkinsonism  and  other 
extrapyramidal  disorders  are  infrequent;  drows- 
iness, especially  in  high  doses  early  in  treat- 
ment, may  occur;  nocturnal  confusion,  dryness 
of  the  mouth,  nasal  stuffiness,  headache, 
peripheral  edema,  lactation,  galactorrhea,  and 
inhibition  of  ejaculation  are  noted  on  occasion; 
photosensitivity  and  other  allergic  skin  reac- 
tions may  occur  but  are  extremely  rare. 

Before  prescribing,  see  package  insert  for  full 
product  information. 


for  moderate  to  severe  anxiety 

Mellaril 

(thioridazine) 

25  mg.  t.i.d. 

" SANDOZ 


Abstracts 


Kelly,  S.,  Copeland,  W.,  and  Almy,  R.: 

Galactose-l-phosphate  uridyl  transferase  in 
mongols,  New  York  State  J.  Med.  67:  2714 

(Oct.  15)  1967. 

A biochemical  analysis  would  help  in  diagnos- 
ing mongolism  when  clinical  signs  raise  doubts  or 
when  the  identity  of  carriers  is  sought.  A colori- 
metric test  for  glactosemia  was  adapted  to  meas- 
ure the  relative  transferase  in  mongols  and  ex- 
plore its  diagnostic  potential.  Differential 
galactose-l-phosphate  uridyl  transferase  was  re- 
vealed in  whole  blood  samples  from  mongols. 
The  mean  relative  transferase  activity  in  a group 
of  17  mongols  was  1.4  times  greater  than  that  of 
15  nonmongol  mental  retardates  as  measured  by 
their  methylene  blue  decolorization  times  in  re- 
lation to  that  of  samples  from  normal  donors. 
The  effects  of  hematocrit,  sex,  and  age  on  differ- 
ential enzyme  activity  were  examined. 

Friedman,  J.  H.:  Importance  of  neurologic 

and  psychiatric  consultations  in  a general  hospi- 
tal, New  York  State  J.  Med.  67:  2770  (Oct. 

15) 1967. 

Neurology  and  psychiatry  are  specialties  of 
medicine,  and  much  organized  knowledge  has 
been  accumulated  about  them.  The  previous 
neuropsychiatric  staff  of  Fordham  Hospital  was 
reorganized  and  the  clinics  re-established  be- 
cause the  importance  of  training  the  intern  and 
resident  staff  in  neurology  and  psychiatry  was 
recognized.  One  or  more  of  the  resident  staff 
accompanies  each  visiting  neurologist  or  psy- 
chiatrist, and  an  intern  is  assigned  to  each  of  the 
outpatient  clinics  to  observe  cases  after  dis- 
charge from  the  hospital.  The  house  staff  are 
given  lectures  on  these  subjects  each  month,  and 
the  neurologist  and  psychiatrist  attend  the 
weekly  medical  conference.  Adequate  commu- 
nication is  important  so  that  the  intern  and  resi- 
dent staff  learn  the  importance  of  neurology  and 
psychiatry  as  an  integral  discipline  embracing  all 
aspects  of  medical  practice. 
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DUAL  PROBLEM  IN  PEPTIC  ULCER 


Relief  of  hyperacidity  is  still  a primary  goal  in  the  treatment  of  peptic 
ulcer.  And  antacids  are  the  most  widely  used  means  of  achieving  this 
relief.  But  antacids  alone  cannot  influence  the  distention  and  bloating 
which  so  often  add  to  ulcer  distress. 


THIS  IS  WHY  MYLANTA®  PROVIDES: 


the  two  most  widely  used  antacids— magnesium  and  aluminum  hydrox- 
ides—to  help  secure  rapid  acid  neutralization  with  little  chance  of  laxa- 
tion  or  constipation;  M 

PLUS 


the  defoaming  action  of  simethicone— to  help  relieve  the  painful  gas 
symptoms  which  often  accompany  peptic  ulcer. 


nonfatiguing  flavor/smooth  pleasant  texture;  both 
assure  patient  cooperation  during  long-term  therapy. 


Stuart 


Division  of /ATLAS  CHEMICAL  INDUSTRIES,  INC.  / Pasadena.  Calif. 
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Lecture  series  on  science  in  human  affairs 

Dr.  Rene  J.  Dubos,  professor  at  Rockefeller 
University,  will  be  Bicentennial  Lecturer  on 
the  occasion  of  the  two  hundredth  anniversary 
of  the  founding  of  Columbia  University  College 
of  Physicians  and  Surgeons. 

The  lectures  will  be  held  in  the  auditorium 
of  the  College  of  Physicians  and  Surgeons,  630 
West  168th  Street,  on  November  6 through  9, 
at  4:30  p.m.  The  topics  of  the  lectures  are  as 
follows:  November  6,  “The  New  Pessimism”; 

November  7,  “Science  and  Social  Evolution”; 
November  8,  “Teleology  and  the  Direction  of 
Science”;  and  November  9,  “Science  as  Knowl- 
edge of  Consequences.” 

New  England  state  medical  societies  offer 
postgraduate  assembly 

The  twenty-fourth  annual  New  England  Post- 
graduate Assembly,  sponsored  by  the  Council 
of  the  New  England  State  Medical  Societies,  is 
to  be  held  in  the  Statler  Hilton  Hotel,  Boston, 
Massachusetts,  on  November  7 through  9. 


The  program  will  cover  diseases  of  the  heart, 
hypertension,  glaucoma,  Hodgkin’s  disease, 
controversial  problems  in  surgical  practice,  acute 
and  chronic  bronchopulmonary  disease,  and 
infectious  disease. 

Registration  fee  for  practicing  physicians  is 
$15.  For  further  information  write  to: 
Mr.  Getty  Page,  secretary,  Council  of  the  New 
England  State  Medical  Societies,  128  Merchants 
Row,  Rutland,  Vermont. 


Association  for  advancement 
of  science  to  meet 

The  134th  meeting  of  The  American  Associa- 
tion for  the  Advancement  of  Science  is  to  be 
held  December  26  through  31  in  New  York  City. 
The  meeting  will  feature  85  symposia  with  ap- 
proximately 1,200  speakers  reporting  recent  de- 
velopments in  all  branches  of  science  from  astro- 
nautics to  zoology. 

Registration  fee  is  $10.  For  further  in- 
formation write  to:  Mrs.  Thelma  C.  Heatwole, 

5110  West  Franklin  Street,  Richmond,  Virginia 
23226. 


Abstracts  in  Interlingua 


Kelly,  S.,  Copeland,  W.,  e Almy,  R.:  Trans- 

ferase de  galactosa-l-phosphato  uridylic  in 
mongoloides,  ( anglese ),  New  York  State  J. 
Med.  67:  2714  (15  de  octobre)  1967. 

Un  analyse  biochimic  esserea  de  adjuta  in  le 
diagnose  de  mongolismo  quandocunque  le  signos 
clinic  es  dubitose  o quando  le  identitate  de 
vectores  debe  esser  establite.  Un  test  colori- 
metric pro  galactosemia  esseva  adaptate  al 
mesuration  del  relative  transferase  in  mon- 
goloides e al  exploration  de  su  potential  diag- 
nostic. Differential  transferase  de  galactosa-l- 
phosphato  uridylic  esseva  revelate  in  specimens 
de  sanguine  total  ab  mongoloides.  Le  valor 
medie  del  relative  activitate  de  transferase  in  un 
gruppo  de  17  mongoloides  esseva  1,4  vices  plus 
grande  que  illo  de  15  non-mongoloide  retardates 
mental,  mesurate  per  le  tempores  de  discolora- 
tion de  blau  methylenic  in  relation  a illos  de 
specimens  ab  donatores  normal.  Es  examinate 
le  effectos  del  hematocrit,  del  sexo,  e del  etate 
super  le  activitate  enzymatic  differential. 


Friedman,  J.  H.:  Importantia  del  consulta- 

tion neurologic  e psychiatric  in  un  hospital  gen- 


eral, ( anglese ),  New  York  State  J.  Med.  67: 
2720  (15  de  octobre)  1967. 

Le  neurologia  e le  psychiatria  es  specialisate 
disciplinas  medical.  In  ambes,  multe  cognos- 
centias  se  ha  accumulate  e es  accessible  in 
nostre  dies  in  le  forma  de  organisate  corpores  de 
information.  Al  Hospital  Fordham  in  New 
York,  le  previemente  existente  team  de  neuro- 
psychiatria  e le  correspondente  clinicas  esseva 
re-organisate  e re-establite  proque  lor  importan- 
tia esseva  recognoscite  pro  le  trainamento  del 
internos  e del  membros  del  personal  de  residen- 
tia.  Un  o plures  del  membros  del  personal  ac- 
compania  omne  neurologo  e omne  psychiatro 
durante  su  visitas,  e un  interno  es  distachate  ad 
cata-un  del  clinicas  pro  patientes  ambulatori, 
con  le  mission  de  observar  le  patientes  post  lor 
congedimento  ab  le  hospital.  Le  personal  de 
residentia  audi  conferentias  in  re  iste  themas  un 
vice  per  mense,  e le  neurologo  e le  pyschiatro 
participa  in  le  septimanal  session  de  delibera- 
tiones  medical.  Adequate  communication  es 
importante  de  maniera  que  le  interno  e le  mem- 
bro  del  personal  de  residentia  apprende  a recog- 
noscer  le  importantia  del  neurologia  e del  psy- 
chiatria como  disciplinas  coperiente  aspectos  de 
omne  brancas  del  medicina. 
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A Building  Block  approach 
to  treating  hypertension 


With  these  three  therapeutic  building  blocks 

you  can  create  a once-a-day  regimen  to  fit  almost  any  degree 

of  hypertension.  See  the  following  pages  for  details  . . . 


Consider  starling  your  hypertensives 
on  this  basic  thiazide 


A single  daily  dose  of  Enduron  provides 
sodium  excretion  around  the  clock 


Enduron  is  a true  24-hour  single-dose  thia- 
zide. Its  sodium  excretion  is  not  squeezed 
into  an  abrupt  peak  during  the  first  several 
hours.  It  is  well-sustained  in  a plateau-like 
effect— with  little  reduction  for  the  first  12 
hours,  and  decline  thereafter  only  gradual. 


Potassium  loss,  by  contrast,  is  low.  It  reach- 
es an  early  minor  peak,  then  subsides  rap- 
idly. Moreover,  since  dosage  is  but  once  a 
day,  there  is  but  one  daily  peak  of  potassium 
loss.  As  with  all  thiazides,  however,  dietary 
potassium  supplementation  should  also  be 
considered,  especially  in  long  or  intensive 
therapy. 

Use  Enduron  as  an  ideal  starting  therapy  in 
mild  hypertension.  Use  it  too,  as  a basic 
therapeutic  building  block  with  which  other 
agents  can  be  joined,  for  managing  your 
more  resistant  hypertensives. 


Once  a day,  every  day 


ENDURON* 

METHYCLOTHIAZIDB 


Minimum 


Usual 


Intermediate 


DAILY 

DOSAGE 

RANGE 


Maximum 


2.5  mg.  tablet 


5 mg.  tablet 


7.5  mg. 


10  mg. 


See  Brief  Summary  on  final  page  of  advertisement. 


To  build  added  response, 
shift  to  Enduronyl 


The  deserpidine  component  adds 
enhanced  antihypertensive  activity 


The  rauwolfia  component  of  Enduronyl  is 
deserpidine  (Harmonyl®),  a purified  crys- 
talline alkaloid  supplied  only  by  Abbott.  It 
augments  Enduron  with  its  own  antihyper- 
tensive and  tranquilizing  action. 

Thus  the  combined  clinical  effect  of  these 
two  therapeutic  building  blocks  in 
Enduronyl  is  greater  than  can  ordinarily  be 
achieved  with  either  alone. 

To  add  flexibility,  Enduronyl  comes  in  two 
strengths:  regular  and  Forte.  Both  provide 
5 mg.  of  Enduron.  The  variation  is  where 
most  helpful:  in  the  deserpidine.  The  tab- 
lets are  scored,  and  give  a surprisingly  wide 
and  economical  choice  of  once-a-day  doses 
(see  below). 

Choose  Enduronyl  for  your  patients  in  the 
broad  range  of  mild  to  moderate  hyperten- 
sion. Patient  acceptance  is  excellent! 

Once  a day,  every  day 

ENDURONYL! 

METHYCLOTHIAZIDE  5 MG.  WITH  DESERPIDINE  0.25  MG. 

ENDURONYL  FORTE 

METHYCLOTHIAZIDE  5 MG.  WITH  DESERPIDINE  0.5  MG. 


Minimum 


Usual 


Intermediate 


Maximum 


DAILY 

DOSAGE 

RANGE 


2.5  mg.  methyclothiazide 
0.125  mg.  deserpidine 


5 mg.  methyclothiazide 
0.25  mg.  deserpidine 


7.5  mg.  methyclothiazide 
0.375  mg.  deserpidine 


10  mg.  methyclothiazide 
0.5  mg.  deserpidine 


DAILY 

DOSAGE 

RANGE 


J i 

2.5  mg.  methyclothiazide  . 5 

0.25  mg.  deserpidine 


mg.  methyclothiazide 
0.5  mg.  deserpidine 


Ml 

7.5  mg.  methyclothiazide 
0.75  mg.  deserpidine 


10  mg.  methyclothiazide 
1 mg.  deserpidine 


See  Brief  Summary  on  final  page  of  advertisement. 


707075-R 


Eutonyl  affords  a different  kind  of 

basic  therapy  for  moderate  to  severe  cases 


Effect  tied  to  reduced  peripheral  vascular 
resistance;  no  central  depressant  action 


Eutonyl  is  a unique  nonhydrazine  agent.  It 
is  reported  to  act  by  reducing  peripheral 
vascular  resistance.1'2 


EUTONYL! 

PARGYLINE  HYDROCHLORIDE 


In  clinical  trials,  significant  reductions  in 
mean  blood  pressure  were  seen  in  84%  of 
patients  studied— all  were  moderate  to  se- 
vere cases.  Eutonyl  lowers  diastolic  in  pro- 
portion to  systolic,  and  in  about  half  of  the 
cases  studied,  reductions  in  the  sitting  and 
recumbent  positions  were  nearly  as  great 
as  in  the  standing  position. 

Most  important:  There  is  no  central  depres- 
sant action.  In  fact,  some  patients  reported 
an  increased  sense  of  well  being. 

Here,  then,  is  a highly  effective  basic  treat- 
ment for  moderate  to  severe  cases— and  one 
that  will  not  hamper  your  patient  with  leth- 
argy or  drowsiness  while  on  treatment. 


Once  a day,  every  day 


Minimum 

Usual  starting 

Intermediate 

Maximum 

DAILY 

— 

DOSAGE 

RANGE 

pay 

■Sj 

^ J j 

10  mg.  tablet 

25  mg.  tablet 

50  mg.  tablet 
or  as  needed 

200  mg. 

1.  Brest,  A.  N.,  et  at.,  Cardiac  and  Renal  Hemodynamic  Response  to  Pargyline,  Ann.  N.  V.  Acad.  Sci.,  107-1016,  1963. 

2.  Winsor,  T.,  Pargyline  Hydrochloride,  Hypertension,  Urinary  Tryptamine,  and  Vascular  Reflexes,  Geriatrics,  19:598,  Aug.,  1964. 


See  Brief  Summary  on  final  page  of  advertisement. 


707075-R 


Eutron  adds  thiazide  for  enhanced 
therapy  with  milder  side  effects 


Only  a 7/4  mm.  span  between  standing  and  recumbent  pressures 
in  clinical  trials— reduced  chance  of  orthostatic  hypotension 


The  combining  of  Eutonyl  and  Enduron  in 
Eutron  permits  a significantly  greater  anti- 
hypertensive effect  than  with  either  agent 
used  alone.  This  in  turn  may  allow  thera- 
peutic success  with  lesser  dosage  — and 
correspondingly  milder  side  effects. 

A significant  finding  in  clinical  trials  was 
the  drug’s  action  in  lowering  blood  pressure 
to  nearly  equal  levels  in  all  body  positions. 
Total  average  spread  between  standing 
and  recumbent  readings  (after  treatment) 
was  only  7/4  mm.  Hg. 

Thus,  in  your  moderate  to  severe  cases, 
Eutron  affo/ds  a usually  smooth  course  of 
therapy,  often  with  reduced  likelihood  of 
orthostatic  effects.  (The  usual  precautions 
against  rising  suddenly,  of  course,  will  al- 
ways apply.)  And,  because  of  the  thiazide 
component,  Eutron  may  be  used  in  the 
presence  of  congestive  heart  failure. 


Once  a day,  every  day 

EUTRON™ 

PARGYLINE  HYDROCHLORIDE  25  MG. 
WITH  METHYCLOTHIAZIDE  5 MG. 


Minimum 

Usual  starting 

Intermediate 

Maximum 

DAILY 

DOSAGE 

'4 

A 1 

RANGE 

12.5  mg.  pargyline 
hydrochloride  and  2.5  mg. 
methyclothiazide 

25  mg.  pargyline 
hydrochloride  and  5 mg. 
methyclothiazide 

37.5  mg.  pargyline 
hydrochloride  and  7.5  mg. 
methyclothiazide 

50  mg.  pargyline 
hydrochloride  and  10  mg. 
methyclothiazide 

See  Brief  Summary  on  final  page  of  advertisement. 


TM— T rademark 


ENDURON  ENDURONYII 

METHYCLOTHIAZIDE  Each  tablet  contains 

Methyclothiazide  5 mg.  with 

Deserpidine  0.25  mg.  or  0.5  mg. 

Indications:  Enduron  is  used  to  control  edema  and  mild 
to  moderate  hypertension;  also  used  with  other  drugs  for 
hypertension.  Enduronyl  is  used  in  mild  to  moderately 
severe  hypertension;  when  used  with  Enduronyl,  more 
potent  agents  can  be  given  at  reduced  dosage  to  mini- 
mize undesirable  side  effects. 

Contraindications:  Neither  Enduron  nor  Enduronyl  should 
be  used  in  severe  renal  disease  (except  nephrosis)  or 
shutdown;  in  severe  hepatic  disease  or  impending  hepatic 
coma;  in  patients  sensitive  to  thiazides.  Hepatic  coma 
has  been  reported  as  a result  of  hypokalemia  in  patients 
receiving  thiazides. 

Enduronyl  is  contraindicated  in  patients  with  severe 
mental  depression  and  suicidal  tendencies,  active  peptic 
ulcer,  or  ulcerative  colitis. 

Warnings:  Consider  possible  sensitivity  reactions  in  pa- 
tients with  a history  of  allergy  or  asthma.  If  added  potas- 
sium intake  is  indicated,  dietary  supplementation  is  rec- 
ommended. Enteric-coated  potassium  tablets  should  be 
reserved  for  cautious  use  only  when  adequate  dietary 
supplementation  is  not  practical  because  those  tablets 
may  induce  serious  or  fatal  small  bowel  lesions  consisting 
of  stenosis  with  or  without  ulceration.  These  small  bowel 
lesions  have  caused  obstruction,  hemorrhage  and  per- 
foration frequently  requiring  surgery.  Medication  should 
be  discontinued  immediately  if  abdominal  pain,  disten- 
sion, nausea,  vomiting  or  Gl  bleeding  occurs. 
Precautions:  Use  thiazides  with  caution  in  severe  renal 
dysfunction,  impaired  hepatic  function,  or  progressive 
liver  disease.  In  surgical  patients,  thiazides  may  reduce 
the  response  to  vasopressors  and  increase  the  response 
to  tubocurarine.  Use  thiazides  with  caution  in  pregnancy 
(bone  marrow  depression,  thrombocytopenia,  or  altered 
carbohydrate  metabolism  have  been  reported  in  certain 
newborn  infants).  Also  reported  have  been:  blood  dys- 
crasias  including  thrombocytopenia  with  purpura,  agran- 
ulocytosis and  aplastic  anemia;  elevations  of  BUN, 
serum  uric  acid,  or  blood  sugar.  Symptomatic  gout  may 
be  induced.  Antihypertensive  response  may  be  enhanced 
following  sympathectomy. 

Use  Enduronyl  with  caution  in  patients  with  a history 
of  peptic  ulcer,  as  rauwolfias  may  increase  gastric  secre- 
tion. Discontinue  at  the  first  sign  of  mental  depression. 
Rauwolfia  alkaloids  may  increase  hypotensive  effects  of 
surgery  or  anesthesia,  and  should  be  discontinued  two 
weeks  prior.  They  also  lower  the  convulsive  threshold 
and  shorten  seizure  latency.  In  epilepsy,  dosage  adjust- 
ment of  anticonvulsant  medication  may  be  necessary. 
Alcohol,  barbiturates,  or  narcotics  may  potentiate  action 
of  deserpidine. 

Adverse  Reactions:  During  intensive  or  prolonged  ther- 
apy, guard  against  hypochloremic  alkalosis  and  hypo- 
kalemia (especially  the  latter  if  patient  is  on  digitalis). 
All  patients  should  be  observed  for  signs  of  hyponatremia 
("low-salt”  syndrome).  Reported  thiazide  reactions  in- 
clude: anorexia,  nausea,  vomiting,  diarrhea,  headache, 
skin  rash,  dizziness,  paresthesia,  weakness,  photosensi- 
tivity, jaundice,  and  pancreatitis. 

Reported  rauwolfia  reactions  include:  nasal  stuffiness, 
nausea,  weight  gain,  diarrhea,  aggravation  of  peptic  ul- 
cer, epistaxis,  skin  eruption,  and  reduction  of  libido  and 
potency.  Excessive  drowsiness,  fatigue,  weakness,  and 
nightmares  may  signal  early  signs  of  mental  depression. 


EUTONYL 


EUTRON™ 


PAMIINE  HYDROCHLORIDE 


Each  tablet  contains 
Pargyline  Hydrochloride  25  mg. 
with  Methyclothiazide  5 mg. 


Indications:  For  treatment  of  patients  with  moderate  to 
severe  hypertension,  especially  those  with  severe  dias- 
tolic hypertension.  Not  recommended  for  patients  with 
mild  or  labile  hypertension  amenable  to  therapy  with 
sedatives  and/or  thiazide  diuretics  alone.  It  is  desirable 
to  establish  the  dosage  of  Eutron  by  administering  com- 
ponent drugs  separately. 


Contraindications:  Pheochromocytoma,  advanced  renal 
disease,  increasing  renal  dysfunction,  paranoid  schizo- 
phrenia and  hyperthyroidism.  Hepatic  coma  has  been 
reported  as  consequence  of  hypokalemia  with  thiazide 
therapy.  Until  further  experience  is  gained  not  recom- 
mended for  patients  with  malignant  hypertension,  chil- 
dren under  12,  or  pregnant  patients. 

Concomitant  use  of  the  following  is  contraindicated: 
other  monoamine  oxidase  inhibitors;  parenteral  forms  of 
reserpine  or  guanethidine;  sympathomimetic  drugs;  foods 
high  in  tyramine  such  as  cheese;  imipramine  and  ami- 
triptyline, or  similar  antidepressants;  methyldopa.  2 week 
interval  should  separate  therapy  and  use  of  these  agents. 

Methyclothiazide  is  contraindicated  in  patients  with 
known  sensitivity  to  thiazides. 

Warnings:  Pargyline  hydrochloride  is  a monoamine  oxi- 
dase inhibitor.  Warn  patients  against  eating  cheese,  and 
using  alcohol,  proprietary  drugs  or  other  medication 
without  the  knowledge  of  the  physician.  When  indicated, 
alcohol,  narcotics  (meperidine  should  be  avoided),  anti- 
histamines, barbiturates,  chloral  hydrate,  and  other  hyp- 
notics, sedatives,  tranquilizers,  or  caffeine,  may  be  used 
cautiously  in  reduced  dosage.  In  emergency  surgery  V* 
to  Vs  the  usual  dose  of  narcotics,  analgesics,  and  other 
premedications  should  be  used  avoiding  parenteral  ad- 
ministration where  possible.  Carefully  adjust  dose  of  an- 
esthetics to  response  of  patient.  Withdraw  pargyline  two 
weeks  before  elective  surgery. 

Warn  patients  about  the  possibility  of  postural  hypo- 
tension. Those  with  angina  or  coronary  artery  disease 
should  not  increase  physical  activity  with  an  improve- 
ment in  well  being.  Pargyline  may  lower  blood  sugar. 

Avoid  use  of  enteric-coated  potassium  tablets,  as 
these  may  induce  serious  or  fatal  small-bowel  lesions 
consisting  of  stenosis  with  or  without  ulceration.  These 
small-bowel  lesions  have  caused  obstruction,  hemor- 
rhage and  perforation  frequently  requiring  surgery.  Med- 
ication should  be  discontinued  immediately  if  abdominal 
pain,  distension,  nausea,- vomiting  or  Gl  bleeding  occurs. 
These  products  contain  no  added  potassium  salts  and  if 
added  potassium  intake  is  desired,  dietary  supplemen- 
tation is  recommended.  Coated  potassium  tablets  should 
be  reserved  for  cautious  use  when  adequate  dietary 
supplementation  is  impractical.  In  patients  with  a his- 
tory of  allergy  or  asthma  the  possibility  of  sensitivity 
reactions  should  be  considered. 

Precautions:  Measure  blood  pressure  while  patient  is 
standing  to  determine  antihypertensive  effect.  Use  with 
caution  in  hyperactive  or  hyperexcitable  persons.  Such 
persons  may  show  increased  restlessness  and  agitation. 
Withdraw  drug  during  acute  febrile  illness.  Watch  pa- 
tients with  impaired  renal  function  for  increasing  drug 
effects  or  elevation  of  BUN  and  other  evidence  of  pro- 
gressive renal  failure;  withdraw  drug  if  such  alterations 
persist  and  progress.  Use  with  caution  in  patients  with 
liver  disease.  As  with  all  new  drugs,  complete  blood 
counts,  urinalyses,  and  liver  function  tests  should  be 
performed  periodically.  With  prolonged  therapy,  examine 
patients  for  change  in  color  perception,  visual  fields 
and  fundi.  Also  reported  have  been:  blood  dyscrasias 
including  thrombocytopenia  with  purpura,  agranulocytosis 
and  aplastic  anemia;  elevations  of  BUN,  serum  uric  acid, 
or  blood  sugar.  Symptomatic  gout  may  be  induced.  In 
surgical  patients  thiazides  may  reduce  response  to  vaso- 
pressors and  increase  response  to  tubocurarine. 

Adverse  Reactions:  Pargyline  may  be  associated  with 
orthostatic  hypotension.  Mild  constipation,  slight  ede- 
ma, dry  mouth,  sweating,  increased  appetite,  arthralgia, 
nausea  and  vomiting,  headache,  insomnia,  difficulty  in 
micturition,  nightmares,  impotence,  delayed  ejaculation, 
rash,  and  purpura  have  been  encountered  with  pargy- 
line. Hyperexcitability,  increased  neuromuscular  activ- 
ity (muscle  twitching)  and  other  extrapyramidal  symp- 
toms have  been  reported  in  a few  patients  with  reduced 
cardiac  reserve. 

During  intensive  or  prolonged  therapy,  guard  against 
hypochloremic  alkalosis  and  hypokalemia  (especially 
the  latter  if  patient  is  on  digitalis).  Observe  all  patients 
for  signs  of  hyponatremia  (“low  salt”  syndrome). 

Reported  thiazide  reactions  also  include  anorexia, 
nausea,  vomiting,  diarrhea,  headache, 
dizziness,  paresthesia,  weakness,  skin 
rash,  photosensitivity,  jaundice,  and  pan- 
creatitis. Nocturia  has  been  observed 
with  the  combination.  709075R 


TM-Trademark. 


NORPRAMIN 

(desipramine  hydrochloride) 


At  the  recommended  dosage  level 
—initially,  150  mg.  per  day- 
gratifying  remission  of  the  signs 
and  symptoms  of  depression 
typically  begins  in  2-5  days.  Its 
specificity  for  depression, 
rapidity  of  action  and  usually  mild 
side  effects  are  significant  rea- 
sons for  prescribing  NORPRAMIN 
(desipramine  hydrochloride)  in 
depression  of  any  type  . . . any 
degree  of  severity. 

A few  patients,  sensitive  to 
central  nervous  system 
stimulants  may  become  restless 
as  depression  is  lifted— in  such 
cases  dosage  may  be  reduced 
or  a tranquilizer  added. 


LAKESIDE 


ANTIDEPRESSANT  FOR  RAPID  IMPROVEMENT 


IN  BRIEF: 

INDICATIONS:  In  depression  of  any  kind 
— neurotic  and  psychotic  depressive  re- 
actions; manic-depressive  or  involutional 
psychotic  reactions. 

CONTRAINDICATIONS:  Glaucoma,  ure- 
thral or  ureteral  spasm,  recent  myocar- 
dial infarction,  severe  coronary  heart 
disease,  epilepsy.  Should  not  be  given 
within  two  weeks  of  treatment  with  a 
monoamine  oxidase  inhibitor. 

RELATIVE  CONTRAINDICATIONS:  (1) 

Patients  with  a history  of  paroxysmal 
tachycardia.  (2)  Patients  receiving  con- 
comitant therapy  with  thyroid,  anticho- 
linergics or  sympathomimetics  may  ex- 
perience potentiation  of  effects  of  these 
drugs.  (3)  Safety  in  pregnancy  has  not 
been  established. 

PRECAUTIONS:  (1)  Outpatient  use  of 
desipramine  hydrochloride  should  not 
be  substituted  for  hospitalization  when 
risk  of  suicide  or  homicide  is  considered 
grave.  (2)  If  serious  adverse  effects  oc- 

LAKESIDE  LABOR/i 


cur,  reduce  dosage  or  alter  treatment. 
(3)  In  patients  with  manic-depressive 
illness  a hypomanic  state  may  be  in- 
duced. (4)  Discontinue  drug  as  soon  as 
possible  prior  to  elective  surgery. 
ADVERSE  EFFECTS:  Side  effects,  usually 
mild,  may  include:  dry  mouth,  consti- 
pation, dizziness,  palpitation,  delayed 
urination,  “bad  taste,”  sensory  illusion, 
tinnitus,  anxiety,  agitation  and  stimula- 
tion, insomnia,  sweating,  drowsiness, 
headache,  orthostatic  hypotension, 
flushing,  nausea,  cramps,  weakness, 
blurred  vision  and  mydriasis,  rash, 
tremor,  allergy,  agranulocytosis,  altered 
liver  function,  ataxia,  and  extrapyrami- 
dal  signs. 

DOSAGE:  Optimal  results  are  obtained 
at  a dosage  of  50  mg.,  t.i.d.  (150  mg./ 
day).  SUPPLIED:  NORPRAMIN  (desipra- 
mine hydrochloride)  tablets  of  25  mg.; 
bottles  of  50,  500  and  1000;  and  tablets 
of  50  mg.,  in  bottles  of  30,  250  and 
1000. 

fORIES,  INC.,  Milwaukee,  Wisconsin  53201 
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Editorials 


State  law  ruling 

The  following  ruling  on  a State  law  has 
been  issued  by  Attorney  General  Louis  J. 
Lefkowitz  at  the  request  of  George  K. 
Wyman,  State  Commissioner  of  Social 
Services,  and  Hollis  S.  Ingraham,  M.D., 
State  Commissioner  of  Health,  and  is 
published  for  the  information  of  our  readers. 

Social  Services  Law,  Article  5,  Title  11  [1], 
Medical  Assistance  for  Needy  Persons— 
Sterilization 

Program  of  medical  assistance  for  needy 
persons  includes  surgical  procedures  and 
care  which  cause  sterilization  of  the  patient 
only  where  sterilization  results  from  treat- 
ment to  cure  or  correct  a medical  disease 
or  disorder.  Sterilization  for  purely  con- 
traceptive purposes  is  not  included. 

This  is  in  reply  to  your  inquiry  re- 
questing my  opinion  as  to  whether  Social 
Services  Law,  article  5,  title  11,  com- 
monly known  as  “Medicaid,”  includes 
surgical  sterilization  for  medical  reasons, 
as  distinguished  from  sterilization  for 
strictly  contraceptive  purposes,  as  a 
component  of  medical  assistance  for 
needy  persons. 

You  have  referred  me  to  an  opinion  of 
a predecessor  Attorney  General  (1934 
Att’y  Gen.  432)  which  holds  that 
“ . . . the  sponsoring  of  and  payment  for 
sterilization  operations  should  not  be 
assumed  by  public  officials”  in  the 
absence  of  legislative  authority.  Such 
opinion  clearly  related  to  operations  for 
contraceptive  purposes  only. 

I am  of  the  opinion,  however,  that 
where  sterilization  results  as  an  incident 
to  the  implementation  of  recognized 
surgical  procedures  and  medical  care 
employed  to  cure  or  correct  a medical 
disease  or  disorder,  Social  Services  Law, 


section  365-a(2),  furnishes  ample  au- 
thority for  including  such  procedures  and 
medical  care  as  components  of  medical 
assistance  for  needy  persons.  Section 
365-a(2)  includes,  as  medical  assistance, 
“.  . .the  cost  of  care,  services  and  sup- 
plies which  are  necessary  to  prevent, 
diagnose,  correct  or  cure  conditions  in 
the  person  that  cause  acute  suffering, 
endanger  life,  result  in  illness  or  in- 
firmity, interfere  with  his  capacity  for 
normal  activity,  or  threaten  some  sig- 
nificant handicap . . . 

I do  not  believe,  however,  that  Social 
Services  Law,  section  365-a,  is  broad 
enough  to  include  sterilization  procedures 
for  purely  contraceptive  purposes  within 
the  program.  Clearly,  Title  11  was 
enacted  to  enable  those  in  need  of 
medical  assistance  to  lead  normal, 
healthy  lives.  It  cannot  be  said  that 
sterility,  artificially  produced  when  no 
pathology  exists,  is  a normal  condition 
within  the  meaning  and  intent  of  such 
title,  I am,  therefore,  in  complete  accord 
with  the  opinion  of  my  predecessor 
that  sterilization  operations  for  purely 
contraceptive  purposes  “ . . . should  not 
be  done  (at  public  expense)  until  the 
Legislature  considers  the  problem  serious 
enough  to  warrant  legislation  thereon.” 

Social  Services  Law,  section  364, 
provides  authority  for  the  Department 
of  Health  to  establish  standards  to  in- 
sure that  public  moneys  will  not  be 
expended  to  defray  the  cost  of  operations 
which  are  purely  contraceptive  in 
nature ... 

In  answer  to  your  specific  inquiry,  I 
advise  you  that  Social  Services  Law, 
article  5,  title  11,  includes  surgical 
sterilization  for  medical  reasons  as  a 
component  of  medical  assistance  for 
needy  persons. 
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Announcement 


1967  District  Branch  Meetings 


Branch 


First 


Second 


Third 

and 

Fourth 


Fifth 

and 

Sixth 


Seventh 

and 

Eighth 


Ninth 


Date 


Place 


Sunday,  February  12  The  Americana, 

New  York  City 


Thursday,  Friday,  Saturday,  Dorado  Beach  Hotel, 

Sunday,  Monday,  Tuesday,  Dorado,  Puerto  Rico 

Wednesday,  Thursday, 

November  9,  10,  11,  12,  13,  14, 

15,  16 


Saturday,  Sunday,  September  9, 
10 


Sagamore  Hotel, 
Lake  George 


Friday,  Saturday,  Sunday, 
September  8,  9,  10 


Fred  Waring’s 
Shawnee  Inn, 
Shawnee-on-Delaware, 
Pennsylvania 


Sunday,  Monday,  Tuesday, 
Wednesday,  October  1,  2,  3,  4 


Whiteface  Inn, 
Lake  Placid 


Monday,  February  13 


The  Americana, 
New  York  City 
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Conventional  Radiography 

The  restless  duodenum  makes  radiographic  diag- 
nosis difficult,  uncertain  and  often  unproductive: 
Is  this  duodenum  abnormal? 


Hypotonic  Duodenography 

Pro-BanthTne-induced  duodenal  calm  permits  full 
anatomic  appraisal:  Same  patient.  Duodenal  nor- 
mality is  now  evident. 


in  diagnosis  • in  treatment 


Pro -Ban thine  , 

propantheline  bromide 


calms  the  gastrointestinal  tract 


For  fifteen  years  Pro-Banthlne  has  been  the 
most  widely  used  anticholinergic  agent  in 
disorders  of  gastrointestinal  motility  and 
gastric  hypersecretion.  More  recently  Pro- 
Banthine  has  reestablished  its  pharmaco- 
logic effectiveness  in  diagnostic  procedures 
using  intragastric  fibroscopy  and  hypotonic 
roentgenography . 

How  the  X-rays  were  taken 

In  the  hypotonic  duodenograph12  repro- 
duced above,  the  gastrointestinal  tract  was 
relaxed  with  Pro-Banthlne.  The  duodenum 
was  intubated.  Pro-Ban  thine  in  a dose  of  60 
mg.  intramuscularly  was  used  to  assure 
prompt  aperistalsis  and  double-contrast  vis- 
ualization was  achieved  with  ordinary  bar- 
ium and  air. 

The  same  pharmacologic  efficiency  has 
proved  of  pronounced  value  in  such  condi- 
tions as:  peptic  ulcer,  pylorospasm,  biliary 
dyskinesia,  functional  hypermotility  and  ir- 
ritable colon. 

Contraindications. Glaucoma  ;severecardiac  disease. 
Precautions:  Since  varying  degrees  of  urinary  hesi- 
tancy may  occur  in  elderly  males  with  prostatic 


hypertrophy,  this  should  be  watched  for  in  such 
patients  until  they  have  gained  some  experience 
with  the  drug.  Although  never  reported,  theoreti- 
cally a curare-like  action  may  occur  with  possible 
loss  of  voluntary  muscle  control.  Such  patients 
should  receive  prompt  and  continuing  artificial  res- 
piration until  the  drug  effect  has  been  exhausted. 
Side  Effects:  The  more  common  side  effects,  in  or- 
der of  incidence,  are  xerostomia,  mydriasis,  hesi- 
tancy of  urination  and  gastric  fullness. 

Dosage:  The  maximal  tolerated  dosage  is  usually 
the  most  effective.  For  most  adult  patients  this  will 
be  four  to  six  15-mg.  tablets  daily  in  divided  doses. 
In  severe  conditions  as  many  as  two  tablets  four  to 
six  times  daily  maybe  required.  Pro-Banthlne  (brand 
of  propantheline  bromide)  is  supplied  as  tablets  of 
15  mg.,as  prolonged-acting  tablets  of  30  mg.  and, for 
parenteral  use,  as  serum-type  vials  of  30  mg.  The 
parenteral  dose  should  be  adjusted  to  the  patient’s 
requirement  and  may  be  up  to  30  mg.  or  more  every 
six  hours,  intramuscularly  or  intravenously. 

(1)  Bilbao,  M.  K.;  Frische,  L.  H.;  Rosch,  J.,  and  Dot- 
ter,  C.  T.:  Hypotonic  Duodenography,  Scientific 
Exhibit,  Radiological  Society  of  North  America, 
Chicago,  Nov.  27— Dec.  2,  1966. 

(2)  Bilbao,  M.  K.;  Frische,  L.  H.;  Dotter,  C.  T.,  and 
Rosch,  J.:  Hypotonic  Duodenography,  Radiology, 
in  press. 
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nitroglycerin  b.i.d 


Unique  Nitrospan  micro-dialysis  process* 
adds  an  important  dimension -TIME -to  nitroglycerin  therapy 


Helps  decrease  frequency  and  severity  of  attacks;  often 
increases  exercise  tolerance.  Decreases  need  for  sub- 
lingual nitroglycerin,  increases  patient  confidence. 
Smooth,  continuous  release  independent  of  gastrointes- 
tinal functions  reduces  headache  and  other  side  effects 
that  might  result  from  peak  concentrations  of  tablet  or 
intermittent-release  preparations. 

Indication  and  Dosage:  For  prophylactic  use  only  in  an- 
gina pectoris,  1 capsule  every  12  hours.  Precautions:  For 
prophylaxis  only,  not  for  relief  of  acute  anginal  attacks. 
Tolerance  to  nitrites  may  develop  on  long-continued  use. 
Contraindications:  Idiosyncrasy  to  nitroglycerin,  and 
early  myocardial  infarction.  Side  Effects:  With  use  of 
nitrites,  transient  headache,  postural  hypotension,  nausea 


and  vomiting  may  occur.  Overdoses  may  cause  flushing, 
dizziness,  tachycardia,  headache  and  syncope. 


The  micro-dialysis  cell.  Nitrospan’s  timed-release  mech- 
anism is  different  from  those  usually  employed  in  sus- 
tained-action capsules,  which  rely  on  unpredictable 
digestive  processes.  The  nitroglycerin  in  Nitrospan  cap- 
sules is  contained  within  hundreds  of  dialysis  cells  of 
controlled  permeability.  The  contents 
of  each  micro-dialysis  cell  are  released 
by  diffusion  rather  than  disintegration, 
at  a continuous  rate  independent  of 
gastrointestinal  action.  Only  the  pres- 
ence of  fluid  is  required. 


NITROSPAN 


CAPSULES 


brand  of 


nitroglycerin 


2.5  mg.  in  micro-dialysis  cells 


For  a starter  supply  of  NITROSPAN,  write:  USV  PHARMACEUTICAL  CORPORATION,  800  Second  Avenue,  New  York,  N.Y.  10017 

PRODUCERS  OF  DBI®-TD  (phenformin  HCI) 
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Some  Clinical 
Observations  in 
Newly  Discovered 
Diabetic  Patients 

STANLEY  A.  BLUMENTHAL,  M.D. 

New  York  City 
ABRAHAM  OPPENHEIM,  M.D.,  M.P.H. 

New  York  City 

Consultant  (Dr.  Blumenthal),  Director 
(Dr.  Oppenheim),  Bureau  of  Adult  Hygiene, 
City  of  New  York  Department  of  Health 


T he  diabetes  screening  procedure  cur- 
rently employed  by  the  City  of  New  York 
Department  of  Health  is  based  on  post- 
prandial blood  and  urinary  glucose  deter- 
minations.1 In  view  of  reports  that 
symptomatic  “diabetic”  vascular  or  neu- 
rologic disease  can  precede  frank  diabetes,'2, 3 
we  thought  it  might  be  possible  to  develop 
criteria  other  than  the  blood  glucose  level 
which  would  help  to  identify  diabetic  sub- 
jects. This  article  reports  our  observations. 

Classification 

To  avoid  ambiguity,  the  diagnostic  terms 
used  in  this  report  are  now  defined: 

Prediabetes.  The  screening  test  shows 
normal  results.  Both  parents  are  diabetic 
by  history. 

Potential  diabetes.  The  one-hour 
blood  glucose  level  in  the  glucose  tolerance 
test  exceeds  150  mg.  per  100  ml.  or  the  two- 


hour  level  ranges  between  110  mg.  and 
120  mg.  per  100  ml. 

Diabetes.  The  blood  glucose  level 
exceeds  180  mg.  per  100  ml.  in  the  screen- 
ing test,  the  one-  and  two-hour  blood 
glucose  levels  in  the  glucose  tolerance  test 
exceed  150  mg.  per  100  ml.  and  110  mg.  per 
100  ml.  respectively,  or  the  two-hour  blood 
glucose  level  in  the  tolerance  test  exceeds 
120  mg.  per  100  ml.  Several  subjects  were 
designated  diabetic  solely  on  the  basis  of 
history  and  without  reference  to  the  screen- 
ing results. 

Indeterminate  diabetes.  In  indeter- 
minate diabetes  the  screening  test  shows 
abnormal  results.  The  glucose  tolerance 
test  is  either  normal  or  is  characterized  by 
normal  blood  glucose  levels  and  glucosuria. 

Materials  and  methods 

The  screening  procedure  used  by  the 
Department  of  Health  consists  of  a quanti- 
tative venous  blood  glucose  determination 
and  a qualitative  test  for  urinary  glucose 
approximately  one  hour  after  a 100-Gm. 
carbohydrate  meal.  Blood  glucose  levels 
are  determined  by  auto-analyzer  and 
represent  “true  glucose”  concentrations. 
The  normal  range  of  fasting  glucose  values 
for  this  method  is  60  to  100  mg.  per  100  ml. 
A negative  screening  test  result  implies 
a glucosuria  and  a blood  glucose  level  of 
less  than  130  per  100  ml.  Those  subjects 
with  blood  glucose  levels  exceeding  180  mg. 
per  100  ml.  are,  of  course,  considered  dia- 
betic. Those  with  any  degree  of  glucosuria 
or  with  blood  glucose  levels  between  130 
and  180  mg.  per  100  ml.  are  given  a glucose 
tolerance  test.  Subjects  who  appear  for 
screening  learn  of  our  detection  program  in 
one  of  three  ways:  (1)  During  diabetes 

detection  week  in  mid-November,  they  see 
or  hear  advertisements  urging  them  to  call 
the  New  York  Diabetes  Association,  Inc., 
for  information  about  a test  for  diabetes  if 
they  are  obese,  over  forty,  or  have  diabetic 
relatives.  They  are  referred  to  us  when 
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TABLE  I.  Breakdown  of  the  abnormal 
or  diabetic  group 


Type 

Number 
of  Patients 

Diabetic  by  blood  test 

36 

Diabetic  by  history 

2 

Potential  diabetic  patients 

12 

Prediabetic  patients 

1 

Total 

51 

they  call;  (2)  a Department  of  Health 
sound  truck  advises  them  that  a free  test 
for  diabetes  is  being  offered;  and  (3) 
acquaintances  or  relatives  whom  we  have 
tested  tell  them  about  the  program. 

Thus,  the  population  screened  by  the 
Department  of  Health  includes  dispro- 
portionate numbers  of  people  who  have  a 
family  history  of  diabetes  or  some  other 
reason  to  suspect  that  they  may  themselves 
be  diabetic. 

Two  groups  of  subjects  drawn  from  this 
distinctive  population,  a “negative”  group 
and  an  abnormal  “diabetic”  group,  were 
compared  with  respect  to  the  frequency  of 

(1)  a positive  parental  history  for  diabetes, 

(2)  absent  arterial  pulses  in  one  or  both  feet, 

(3)  bilateral  absence  of  ankle  jerks,  (4) 
retinal  capillary  microaneurysms,  and  (5) 
significant  proteinuria. 

From  January  to  August,  1963,  204 
individuals  were  studied  for  each  of  the 
five  items  listed.  Of  the  204  subjects, 
136  had  normal  screening  test  results  and 
came  to  comprise  the  negative  group  with 
a mean  age  of  52.1  years.  On  the  basis  of 
criteria  given  in  Table  I,  51  of  the  other 
68  subjects  were  assigned  to  the  abnormal 
or  diabetic  group.  Their  mean  age  was 
60.2  years. 

The  remaining  17  subjects  had  abnormal 
screening  test  results  but  normal  blood 
glucose  levels  in  the  glucose  tolerance  test. 
This  so-called  “indeterminate  group”  was 
excluded  from  further  consideration. 

Observations 

The  following  criteria  were  used  in 
comparing  the  groups:  (1)  A positive 

family  history  was  recorded  if  a subject 
reported  either  parent  had  diabetes.  No 
consideration  was  given  to  the  presence  of 
more  distant  diabetic  relatives;  (2)  absence 


of  pedal  pulses  implied  that  at  least  one  foot 
was  pulseless,  that  is,  that  neither  the 
dorsalis  pedis  nor  posterior  tibial  pulse 
could  be  palpated  in  that  foot;  (3)  ankle 
jerks  were  considered  absent  only  when 
they  were  absent  bilaterally  and  rein- 
forcement failed  to  elicit  them;  (4)  retinal 
microaneurysms  were  sought  by  direct 
ophthalmoscopic  examination  in  a darkened 
room.  A round  red  punctate  lesion  in 
close  relation  to  a retinal  arteriole  was  in- 
terpreted as  a microaneurysm;  and  (5)  pro- 
teinuria was  considered  significant  when  a 
strip  of  reagent  paper  (Bumintest  R 
showed  a urinary  protein  concentration  of  1 
plus  or  greater.  Although  each  had  signifi- 
cant proteinuria,  2 subjects  with  extra- 
renal  inflammatory  disease,  1 with  recurrent 
lymphangitis  of  the  legs  and  1 with  chronic 
bronchitis,  were  not  counted  because  of 
the  possibility  that  they  had  renal  amy- 
loidosis. A third  subject  with  3 plus 
proteinuria  was  also  excluded  because  she 
gave  a history  of  glomerulonephritis. 

Table  II  presents  the  results  for  the 
negative  and  diabetic  groups. 

There  was  a significantly  greater  per- 
centage of  diabetic  parents  in  the  diabetic 
group.  No  capillary  microaneurysms  were 
noted  in  either  group.  There  was  no 
significant  difference  between  the  groups 
with  respect  to  the  frequency  of  absent 
pedal  pulses,  absent  ankle  jerks,  or  pro- 
teinuria. 

Comment 

The  only  significant  difference  we  ob- 
served between  the  diabetic  and  non- 
diabetic groups  was  in  the  frequency  with 
which  they  reported  diabetic  parents. 
This  observation  most  certainly  does  not 
mean  that  the  diabetic  subjects  did  not 
have  more  or  more  advanced  arterial 
disease,  neuropathy,  or  microangiopathy. 
It  does  suggest,  however,  that  the  simple 
technics  used  here  will  not  detect  such 
disease  in  newly  discovered  diabetic  pa- 
tients and  that  chemical  diabetes  has  to  be 
present  for  an  extended  period  of  time  be- 
fore it  eventuates  in  clinically  important 
vascular  disease. 4 

Undoubtedly  more  sophisticated  tests 
would  help  to  separate  genetically  diabetic 
subjects  from  genetically  nondiabetic  ones. 
But  tests  such  as  those  employed  by 
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TABLE  II.  Comparison  between  136  negative  screenees  and  51  diabetic  subjects  with  respect  to  the 

prevalence  of  5 characteristics 


Characteristics 

Negative 
Group 
(Per  Cent) 

Diabetic 
Group 
(Per  Cent) 

Observed 
Difference 
(Per  Cent) 

Twice  the 
Standard 
Error  of 
Difference 
(Per  Cent) 

Interpretation 

Parents  %vith  diabetes 
by  history 

7.7 

17.7 

10.0 

8.3 

Significant  difference 

Absent  pedal  pulses 

5.9 

3.2 

2.7 

6.8 

No  significant  difference 

Absent  ankle  jerks 

2.2 

0 

2.2 

2.5 

No  significant  difference 

Retinal  capillary 

0 

0 

0 

No  difference 

microaneurysms 
Significant  proteinuria 

(116)* 

10.7 

(47)* 

22.2 

11.5 

13.6 

No  significant  difference 

(at  least  1 plus) 

(122)* 

(45)* 

* Whenever  we  failed  to  test  all  the  subjects  in  a group  for  a given  characteristic,  the  number  actually  tested  is  recorded  in 
parentheses. 


Camerini-Davalosr'  are  primarily  research 
tools  and  could  not  easily  be  incorporated 
into  a program  designed  to  screen  a large 
number  of  people. 

As  long  as  screening  for  diabetes  cannot 
be  based  on  a “genetic  marker,”  that  is,  on 
the  presence  of  a readily  recognizable 
characteristic  which  occurs  in  all  genetic 
diabetic  patients  and  is  peculiar  to  them, 
we  will  have  to  rely  on  postprandial  blood 
and  urinary  glucose  tests  to  identify  dia- 
betic patients. 

The  present  study  supports  the  old 
clinical  impression  that  a positive  family 
history  is  a simple  and  useful  “screening 


test”  for  diabetic  patients  that  justifies  the 
performance  of  more  definitive  blood  and 
urine  tests. 
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T he  diagnosis  of  mongolism  occasionally 
needs  support  from  the  laboratory,  for  in- 
stance when  the  clinical  signs  raise  doubts 
or  when  the  identity  of  carriers  is  sought. 
Currently,  the  answers  lie  in  the  time-con- 
suming interpretation  of  karyotypes.  A 
biochemical  parameter  would  indeed  be 
helpful.  The  quantitative  relationship 
found  between  the  cytogenetic  lesion  of 
mongols,  trisomy  of  the  21-22  chromosome, 
and  their  galactose- 1- phosphate  uridyl 
transferase  activity  lends  credence  to  the 
biochemical  approach.1-5  The  following 
report  describes  the  adaptation  of  a con- 
venient colorimetric  test  for  galactosemia, 
now  available  in  kit  form,  * to  measurement 
of  the  relative  transferase  in  mongols  and 
explores  its  diagnostic  potential.6 

Material  and  methods 

Thirty-two  mentally  retarded  residents 
of  the  Cobb  Memorial  School,  aged  five  to 

* Hereditest,  from  Worthington  Biochemical  Corp., 
Freehold,  New  Jersey. 


Gal-l-P  + UDPG  

Mutase 

G-l-P > G-6-P 

Dehydrogenase 

G-6-P  + TPN > TPNH  + G-6-P(Qx) 

Oxidase 

Ke  Blue  TPNH > Leuko  Me  Blue  + TPN 

FIGURE  1.  Reactions  involved  in  colorimetric 
method  for  galactose-l-phosphate  uridyl  trans- 
ferase.6 


twenty-one  years,  donated  capillary  blood 
samples  for  galactose-l-phosphate  uridyl 
transferase  P-gal  assay.  Seventeen  were 
recognized  as  mongols  early  in  life;  15  were 
mentally  retarded  from  other  unknown 
causes  and  are  referred  to  here  as  “ non- 
mo  ngol  retardates.”  They  were  included 
as  a control  group.  All  were  educable  with 
IQs  (intelligence  quotients)  ranging  from  50 
to  70.  Ten  of  the  mongols  were  male  as 
were  2 of  the  nonmongols. 

The  blood  was  collected  as  finger  prick 
samples  in  3 to  4 heparinized  capillary 
tubes,  transported  unrefrigerated,  and  as- 
sayed the  same  day. 

The  assay  for  P-gal  uridyl  transferase 
in  the  whole  blood  samples  was  that 
described  by  Beutler,  Baluda,  and  Donnell6 
in  which  the  conversion  of  galactose-l- 
phosphate  and  uridine  diphosphoglucose 
to  glucose- 1- phosphate  and  uridine  diphos- 
phogalactose  is  catalyzed  by  uridyl  trans- 
ferase (Fig.  1).  The  reaction  observed 
was  that  of  methylene  blue  reduction, 
a visual  indication  of  the  hydrogen  ion 
transfers  generated  by  accompanying  en- 
zyme reactions,  with  which  they  were 
coupled  through  the  triphosphopyridine 
nucleotide-triphosphopyridine  nucleotide, 
reduced  form  system.  In  our  hands  the 
end  point  described  by  Beutler,  Baluda,  and 
Donnell6  varied  with  the  hue  of  the  initial 
reaction  mixture;  we  therefore  chose  the 
end  point  (methylene  blue  decolorization) 
as  the  time  of  the  first  color  change,  that  is, 
from  dark  blue  to  red  purple  or  from  red 
purple  to  magenta. 

In  the  original  use  of  the  assay,  absence 
of  or  delay  in  end  point  was  taken  as  evi- 
dence of  diminished  transferase  activity  in 
galactosemic  and  heterozygote  patients 
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a biochemical  analysis  would  help  in  diag- 
nosing mongolism  when  clinical  signs  raise 
doubts  or  when  the  identity  of  carriers  is  sought. 
A colorimetric  test  for  galactosemia  was  adapted 
to  measure  the  relative  transferase  in  mongols 
and  explore  its  diagnostic  potential.  Differen- 
tial galactose- 1 -phosphate  uridyl  transferase 
was  revealed  in  whole  blood  samples  from 
mongols.  The  mean  relative  transferase  ac- 
tivity in  a group  of  17  mongols  was  1.4  times 
greater  than  that  of  15  nonmongol  mental  re- 
tardates as  measured  by  their  methylene  blue 
decolorization  times  in  relation  to  that  of  sam- 
ples from  normal  donors.  The  effects  of  he- 
matocrit, sex,  and  age  on  differential  enzyme 
activity  were  examined. 


TABLE  I.  Decolorization  times  of  samples  from 
the  same  donor  on  the  same  day  assayed  with 
incubation  mixtures  containing  different  lots 
of  triphosphopyridine  nucleotide  and  galactose-1- 
phosphate 

Sample  Decolorization  Time 

(Minutes) 

(Time  Taken)  Lot  A Lot  B 


9: 

: 00 

A.M. 

12 

16 

12 

: 00 

NOON 

11 

13 

1: 

: 40 

P.M. 

10 

12 

4: 

: 20 

P.M. 

8 

9 

respectively.6  In  its  use  here  as  an  indica- 
tion of  mongolism,  rapidity  of  end  point  was 
taken  as  evidence  of  increased  enzyme 
activity. 

Since  the  decolorization  time  of  the  same 
samples  assayed  the  same  day  varied  with 
different  lots  of  incubation  mixture  reagents 
(Table  I),  a standard  enzyme  was  included 
in  each  test,  consisting  of  fresh  capillary 
blood  from  1 of  2 healthy  adult  male  donors 
of  normal  intelligence.  The  activities  of 
the  samples  were  expressed  in  relation  to 
those  of  the  standard  enzyme,  which  was  as- 
signed a value  of  1 in  each  test,  and  were 
based  on  the  ratios  of  their  respective  de- 
colorization times. 

Samples  were  assayed  within  four  hours 
of  collection.  Storage  at  room  tempera- 
ture, 25  ± 1 C.,  prolonged  the  decoloriza- 
tion time  (50  per  cent  in  twenty-four  hours) 
over  a two-day  period.  No  change  was  dis- 
cerned in  samples  stored  at  5 to  10  C.  for 
that  period. 

Reagents  were  stored  in  the  dark  at  5 to 
10  C.  in  rubber-stoppered  tubes  until  their 
immediate  use.  Decolorization  times  were 
shorter  in  assays  of  consecutive  samples 
from  the  same  donor  on  the  same  day  when 
the  reagents  were  exposed  to  daylight  and 
air  in  an  ice-water  bath  over  a seven-hour 
period  (Table  I).  The  hour  of  sampling 
was  not  a likely  cause  of  the  faster  end 
points,  since  decolorization  times  in  assays 
of  samples  from  the  same  donor  taken  at 
various  hours  on  different  days  varied  by  no 
more  than  two  minutes  when  refrigerator- 
stored  reagents  were  used. 

Each  day’s  assays  included  a similar 
number  of  samples  from  mongol  and  non- 
mongol retardates.  All  the  samples  and 
the  standard  enzyme  were  coded  before 
testing. 

Karyotypes  were  made  from  photographs 


of  well-spread  metaphases  prepared  by 
microculture  of  leukocytes  from  several  of 
the  retardates.7  Samples  were  also  taken 
for  determination  of  the  hematocrit. 

Results 

The  methylene  blue  decolorization  end 
points  of  the  standard  enzyme  from  donor 
A were  reached  in  seventeen  minutes  on  two 
days  of  the  assays  and  from  donor  B in 
twelve  minutes  on  another  assay  day.  In 
replicate  tests  of  the  same  sample  from 
these  donors  on  the  same  day,  the  end 
points  were  reached  within  a minute  or  less 
of  each  other.  In  replicate  tests  of  samples 
taken  on  different  days,  the  mean  end  point 
of  A’s  samples  was  15.7  minutes  ± 1.7,  and 
that  of  B’s  samples  was  fourteen  minutes 
± 2.  The  relative  activities  of  enzyme  in 
samples  from  the  retardates  were  calculated 
from  the  decolorization  time  of  the  stand- 
ard enzyme  of  the  day’s  assay. 

A resume  of  the  decolorization  times  of 
the  samples  from  the  retardates  and  of  their 
relation  to  those  of  the  standard  enzyme  on 
the  day  of  test  makes  clear  the  greater  en- 
zyme activity  in  samples  from  the  mongols 
(Table  II).  The  mean  decolorization  time 
of  the  mongols’  samples  was  0.72  that  of  the 
standard  enzyme.  The  mean  enzyme  ac- 
tivity of  this  group  was  1.4  that  of  the 
standard.  Little  or  no  difference  was 
found  in  samples  from  the  nonmongol  re- 
tardates. Mean  decolorization  time  was 
0.98  and  mean  activity  1.1  that  of  the 
standard. 
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TABLE  II.  Relative  activities  of  galactose-l-phosphate  uridyl  transferase  in  whole  blood  from  mongol  and 

nonmongol  retardates 


Source, 
Age 
( Y ears) 

Hematocrit 

Decolorization 

Time  (Minutes) 

Sample  Standard 

Relative  Activity 
(Standard  to 
Sample) 

F emale 

mongols 

12 

40 

17 

17 

1.0 

17 

42 

15 

17 

1.1 

21 

43 

9 

12 

1.3 

9 

38 

9 

12 

1.3 

17 

43 

12 

17 

1.4 

18 

47 

8 

12 

1.5 

13 

40 

8 

12 

1.5 

Mean 

15 

42 

1.3 

Male 

mongols 

8 

38 

16 

17 

1.1 

12 

40 

16 

17 

1.1 

11 

38 

14 

17 

1.3 

5 

40 

9 

12 

1.3 

7 

40 

12 

17 

1.4 

9 

40 

12 

17 

1.4 

10 

39 

12 

17 

1.4 

10 

40 

11 

17 

1.7 

13 

44 

7 

17 

2.4 

12 

46 

6 

17 

2.9 

Mean 

10 

41 

1.6 

Female 

nonmongols 

12 

37 

25 

17 

0.68 

12 

15 

12 

0.80 

10 

38 

18 

17 

0.81 

8 

38 

21 

17 

0.81 

8 

38 

14 

12 

0.85 

11 

45 

12 

12 

1.0 

13 

42 

12 

12 

1.0 

9 

43 

15 

17 

1.1 

17 

40 

10 

12 

1.2 

20 

37 

14 

17 

1.2 

12 

40 

14 

17 

1.2 

8 

37 

12* 

17* 

1.4* 

10 

40 

9 

17 

2.3 

Mean 

12 

40 

1.1 

Male 

nonmongols 

13 

35 

13 

12 

0.92 

13 

42 

11* 

15* 

1.4* 

Mean 

13 

39 

1.2 

* Average  of  two  assays  on  different  days. 


The  frequencies  of  the  relative  enzyme 
activities  in  the  2 groups  of  retardates  were 
distributed  over  a range  of  from  1 to  2.9 
(a  mean  of  1.4)  in  samples  from  the  mon- 
gols  and  from  0.68  to  2.3  in  the  nonmongol 
samples  (a  mean  of  1.1)  (Fig.  2).  Seventy- 
six  per  cent  of  the  mongols’  samples  had  rel- 


ative activities  of  1.3  or  greater;  in  82  per 
cent  of  samples  from  the  nonmongols  the 
relative  activities  were  1.2  or  less.  Enzyme 
activities  in  samples  from  4 mongols  and 
from  3 nonmongols  fell  outside  these  respec- 
tive limits. 

Hematocrits  were  evaluated  for  their  part 
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RELATIVE  ACTIVITY 


FIGURE  2.  Frequency  distribution  of  relative 
transferase  in  17  mongol  and  15  nonmongol  retard- 
ates. 


FIGURE  3.  Relationship  between  hematocrit  of 
sample  and  transferase.  Samples  ranked  with 
both  parameters  in  decreasing  order. 

in  the  estimates  of  transferase.8  When  the 
samples  were  ranked  according  to  hemato- 
crit in  relation  to  relative  enzyme  activity 
with  both  parameters  in  decreasing  order, 
there  was  a direct  relationship  between  the 
two  (Fig.  3).  Of  three  samples  in  which 
transferase  did  not  vary  with  hematocrit, 
two  were  from  nonmongols  with  high  hemat- 
ocrits (one  was  a “standard  enzyme”). 
The  mean  hematocrit  values  of  the  mongol 
and  nonmongol  groups  were  41  and  40  re- 
spectively. The  frequency  distribution  of 
the  mongols’  hematocrits  was  symmetrical, 
with  a modal  value  of  40;  that  of  the  non- 
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FIGURE  4.  Complete  and  partial  karyotypes  of 
nonmongol  retardate.  Telocentric  D 13-15  chromo- 
some overlined. 


mongols  was  skewed,  with  a series  of  modal 
values  of  from  37  to  40.  Since  all  but  one 
hematocrit  were  within  the  normal  range, 
37  to  47,  and  replicate  tests  of  the  standard 
enzymes  on  different  days,  with  similar 
hematocrits,  were  as  variable  as  those  of 
samples  with  unlike  hematocrits,  hemato- 
crit inequalities  were  not  corrected  for. 
The  expression  of  transferase  in  terms  of  a 
standard  enzyme  with  the  highest  hemato- 
crit encountered  in  itself  compensated  for 
the  effect  of  slightly  higher  hematocrits  on 
the  differential  enzyme  activity  of  mongols. 

The  preponderance  of  females  among  the 
nonmongols  may  have  contributed  to  the 
group’s  lower  transferase,  since  the  mean 
relative  activity  and  the  frequency  of  ac- 
tivities of  1.3  and  more  were  greater  among 
male  mongols.  Hematocrit  was  not  a fac- 
tor here,  apparently,  since  the  mean  hemat- 
ocrit and  the  frequency  of  values  of  40  or 
over  were  higher  in  female  mongols  (Table 

II). 

That  the  difference  in  relative  activities 
between  the  male  and  female  mongols  is  as 
much  one  of  age,  however,  as  of  sex,  is  sug- 
gested by  the  disparity  in  their  mean  ages 
(Table  II).  A similar  increase  in  leuko- 
cyte alkaline  phosphatase  in  samples  from 
younger  mongols  has  been  observed. 9 

Of  the  mongol  karyotypes  analyzed,  1 
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was  a G/D  translocation  type.  The  trans- 
ferase was  similar  to  that  of  the  other  mon- 
gols,  of  whom  15  or  more  were  free  trisomy 
types  (Table  II). 

Hematocrit,  age,  and  sex  did  not  account 
for  the  normal  enzyme  activities  in  samples 
from  4 of  the  mongols  nor  for  the  excess 
activity  in  those  from  3 nonmongols. 
These  mongols  were  the  usual  free  trisomy 
types;  1 may  have  had  a mosaic  constitu- 
tion, however,  since  one  third  of  her  karyo- 
types lacked  the  trisomy.  Partial  triso- 
mies,  resulting  from  translocations,  were 
suggested  by  karyotypes  of  the  nonmon- 
gols: A telocentric  13-15  chromosome  was 

included  in  4 of  7 karyotypes  of  1 case  (Fig. 
4),  and  a heterologous  pair  of  the  4-5 
chromosomes,  by  virtue  of  a longer  long 
arm,  was  found  in  1 of  10  karyotypes  of  an- 
other case. 

Comment 

The  conformity  of  the  observed  to  ex- 
pected transferase  in  mongols  reinforces  the 
previous  interpretations  of  a quantitative 
relationship  with  the  trisomy.3-5  Con- 
versely, the  similar  enzyme  activities  of 
nonmongols  and  standard  enzyme  also 
concur. 

The  occasional  normal  transferase  among 
mongols  and  excess  activity  among  non- 
mongols were  predicatable  from  Brandt 
et  al.’s3  results  with  a uridine  diphospho- 
glucose  consumption  assay  and  from  a fail- 
ure to  obtain  a strict  trisomic  relationship. 10 
The  failure  here  of  transferase  to  distinguish 
free  trisomy  from  translocation  mongols 
adds  to  already  conflicting  reports.35 
While  these  few  deviations  from  expected 
levels  lessen  the  diagnostic  value  of  trans- 
ferase for  mongolism,  they  may  provide 
clues  to  the  genetic  map  of  the  involved 
chromosome.  The  excess  transferase  may 
reflect  a gene  dosage  effect  of  the  trisomy  on 
the  regulation  of  leukocyte  metabolism  in 
mongols,  as  may  the  other  enzyme  excesses 
in  mongols,9  11  the  failure  to  observe  them 
in  cultured  fibroblasts,12  and  the  shortened 
life  span  of  mongol  granulocytes.913  The 
frequent  concurrence  in  mongols  of  the 
three  markers — physical  stigmas,  mental 
retardation,  and  abnormal  leukocyte  me- 
tabolism (measured  here  as  transferase) — 
points  up  a metabolic  closeness  of  their  de- 
terminants, wherever  they  lie  geograph- 


ically. Their  failure  to  concur  in  some  of 
the  mongols  and  their  partial  concurrence 
in  a few  nonmongols  suggest  a manner  of 
segregation  in  which  the  determinants  for 
mental  retardation  share  sites  with  those 
for  both  the  regulation  of  leukocyte  me- 
tabolism and  the  physical  stigmas  of  mon- 
golism, either  characteristic  alone,  or 
neither  characteristic. 

Magnified  to  chromosome  level,  the  devi- 
ations from  expected  values  in  mongols  may 
stem  from  heterogeneity  of  the  involved 
chromosome  leading  to  “mosaicism  of  leu- 
kocyte metabolism”  in  the  group;  the  en- 
zyme expression  in  translocation  mongols 
would  depend  on  success  or  failure  to  trans- 
locate the  involved  locus  along  with  those 
for  the  physical  stigmas  of  mongolism  and 
mental  retardation.  Conversely,  the  ex- 
cess enzyme  of  nonmongols  may  trace  its 
origin  to  partial  trisomy,  of  material  con- 
taining at  least  the  loci  for  mental  retarda- 
tion and  for  the  determinants  of  leukocyte 
metabolism  affecting  transferase:  unrecog- 
nizable, perhaps,  if  examined  for  by  cyto- 
genetic means  only. 

Although  deference  was  paid  here  to  the 
hematocrit,  the  white  cell  component  of 
whole  blood  is  the  likely  determining  factor 
of  its  transferase  level.14  The  relationship 
of  transferase  to  the  leukocytes  may  be 
analogous  to  those  of  alkaline  phosphatase, 
glucose-6- phosphate  dehydrogenase,  and 
other  leukocyte  enzymes  of  excess  in 
mongolism. 

The  level  of  transferase  as  a means  of 
identifying  carriers  of  galactosemia  or 
“Duarte  variants”  in  either  group, 15  its  rela- 
tionship to  other  variable  expressions  in 
mongols,  such  as  congenital  heart  lesions 
and  leukemia,  and  its  probable  association 
with  the  Ph'  chromosome  in  chronic 
myelogenous  leukemia,  were  not  explored. 

Summary 

The  colorimetric  assay  for  galactosemia 
revealed  differential  galactose- 1 -phosphate 
uridyl  transferase  in  whole  blood  samples 
from  mongols.  The  mean  relative  trans- 
ferase activity  in  a group  of  17  mongols  was 
1.4  times  greater  than  that  of  15  nonmongol 
mental  retardates  as  measured  by  their 
methylene  blue  decolorization  times  in  rela- 
tion to  that  of  samples  from  normal  donors. 
The  transferase  of  a G/D  13-15  transloca- 
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tion  mongol  was  the  same  as  that  of  the  free 
trisomy  types.  Overlapping  relative  ac- 
tivities in  one-fourth  the  mongols’  and  in 
one-fifth  the  nonmongols’  samples  limit  the 
diagnostic  value  of  the  assay  but  may  pro- 
vide clues  to  the  genetic  map  of  the  G 21-22 
chromosome.  The  effects  of  hematocrit, 
sex,  and  age  on  the  differential  enzyme  ac- 
tivity in  the  2 groups  of  retardates  were 
examined. 
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The  question  of  how  much  information  a 
physician  must  furnish  to  a patient  arises  out  of 
two  legal  obligations.  One  is  the  necessity  to 
obtain  valid  consent;  the  other  is  that  the  phy- 
sician should  act  with  the  highest  degree  of  good 
faith  to  protect  the  patient. 

Eventually,  the  growing  needs  for  experi- 
mental clinical  investigation  may  lead  to  the 
development  of  a legal  mechanism  to  provide 
authorization  under  appropriate  limitations  and 
safeguards  for  those  who  lack  the  personal  ca- 
pacity to  give  an  informed  consent.  For  the 
present,  the  clinical  investigator  can  minimize 
the  legal  risk  by  limiting  the  use  of  such  sub- 
jects to  situations  in  which  there  is  a maximum 
of  scientific  justification  and  a minimum  of  risk 
and  injury. 
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Neurology  and  psychiatry  are  special- 
ties within  the  main  body  of  medicine. 
The  psychiatrist  and  neurologist  are  con- 
cerned with  disorders  of  consciousness, 
sleep,  memory,  speech,  perception,  mo- 
tility, and  adjustment  reactions.  The 
neurologist  no  longer  restricts  himself  to 
the  degenerative  diseases.  He  is  at  present 
interested  in  developmental  disorders,  ge- 
netics, neurochemistry,  metabolic  disorders, 
the  toxic  states,  the  infectious  diseases,  the 
complex  range  of  the  cerebral  vascular  dis- 
orders, the  convulsive  states  plus  their  ab- 
normal electrical  phenomena,  neuromus- 
cular disorders,  neoplasms  affecting  the 
nervous  system,  and  mental  retardation. 
In  neurology  and  psychiatry  much  or- 
ganized knowledge  has  been  accumulated. 
Many  medical  emergencies  require  psy- 
chiatric and/or  neurologic  examinations. 
There  are  physicians  still  critical  of  psy- 


chiatrists, describing  them  as  poor  com- 
municators, lacking  reasonable  and  helpful 
suggestions,  and  often  unwilling  to  provide 
adequate  reports  either  in  writing  or  by 
telephone.  Some  nonpsychiatric  physi- 
cians regard  psychiatrists  as  isolated  from 
the  broad  field  of  medicine.  These  nega- 
tive feelings  are  unnecessary,  and  positive 
attitudes  toward  the  psychiatrist  can  be 
obtained  with  due  consideration  to  the 
problem  of  interpersonal  communication.1 
Furthermore,  in  reviewing  a postgraduate 
training  program  for  nonpsychiatrists  held 
at  a meeting  in  Los  Angeles,  February, 
1963,  it  was  evident  that  only  about  10 
per  cent  of  the  physicians  were  actually 
interested  in  the  postgraduate  psychiatric 
course.1  Interest  and  activity  in  the  field 
of  teaching  efforts  with  nonpsychiatric 
medical  practitioners  have  expanded  rap- 
idly, and  there  has  been  formed  the  Amer- 
ican Psychiatric  Association  committee  on 
psychiatry  and  medical  practice.2-7 

Procedure 

On  July  1,  1964,  the  Misericordia-Ford- 
ham  Affiliation,  The  Bronx,  New  York, 
was  established.  Recognizing  the  necessity 
and  importance  of  the  training  of  the  intern 
and  resident  staff  in  neurology  and  psy- 
chiatry, the  previous  neuropsychiatric  staff 
of  Fordham  Hospital  was  reorganized  with 
three  specialists  in  neuropsychiatry  to 
cover  the  wards.  The  adult  neurologic 
clinics,  one  for  males  and  one  for  females, 
a child  neurologic  clinic,  and  a diagnostic 
psychiatric  clinic  were  re-established.  A 
neurologist  was  reassigned  to  the  electro- 
encephalographic  department.  The  type 
of  cases  seen  by  the  visiting  neurologist 
covers  the  following  categories:  (1)  neuritis 
or  neuralgia;  (2)  diseases  of  the  spinal  cord; 
(3)  encephalitis  (acute  and  chronic);  (4) 
spontaneous  subarachnoid  hemorrhage;  (5) 
tumors  of  the  brain  and  spinal  cord;  (6) 
epilepsy,  convulsive  seizures,  tics,  and  ab- 
normal movements;  (7)  multiple  scle- 
rosis; (8)  intoxications  of  the  central  nerv- 
ous system;  (9)  myopathies;  (10)  de- 
generative diseases  of  the  central  nervous 
system;  (11)  congenital  conditions  of 
malformations  of  the  central  nervous  sys- 
tem; (12)  postconcussion  cerebral  syn- 
drome and  other  complications  of  head 
trauma;  (13)  syphilis  of  the  central  nervous 
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system;  (14)  cerebral  vascular  accidents; 
and  (15)  meningitides.  The  following 
types  of  cases  are  seen  on  psychiatric  con- 
sultation for  diagnosis,  occasional  therapy, 
and  disposition:  (1)  the  various  types  of 

psychoses,  (2)  the  various  types  of  psy- 
choneuroses, (3)  the  various  types  of 
sociopathic  reactions  including  drug  addic- 
tion, (4)  personality  pattern  disturbances, 
(5)  personality  trait  disturbances,  (6)  the 
various  types  of  adjustment  reactions, 
(7)  attempted  suicides,  (8)  psychosomatic 
problems,  and  (9)  administrative  problems 
dealing  with  uncooperative  patients.  The 
visiting  neurologist  or  psychiatrist  is  usu- 
ally accompanied  by  one  or  more  of  the 
resident  staff,  and  all  the  relevant  mani- 
festations of  a case  are  thoroughly  dis- 
cussed. To  each  of  the  outpatient  clinics 
an  intern  is  assigned  to  observe  cases  after 
discharge  from  the  hospital.  Further- 
more, a didactic  lecture  on  the  fundamental 
aspects  of  psychiatry  and  a didactic  lecture 
on  the  fundamental  basis  of  neurology  are 
each  given  once  monthly.  The  neurol- 
ogist and  psychiatrist  attend  the  weekly 
medical  conference.  Their  presence  and 
their  frequent  discussion  of  cases,  although 
the  topic  chosen  may  not  be  primarily  one 
of  neurology  and  psychiatry,  create  in  the 
minds  of  the  residents  and  interns  the  ap- 
preciation that  psychiatry  and  neurology 
are  integral,  essential  aspects  of  medical 
practice.  For  example,  in  a case  of  mal- 
absorption syndrome,  the  psychiatrist  and 
the  neurologist  discussed  Simmond’s  dis- 
ease and  anorexia  nervosa,  which  were  im- 
portant in  the  differential  diagnosis.  In 
a discussion  of  rheumatoid  arthritis,  the 
psychiatrist  emphasized  the  psychiatric 
implications  of  rehabilitation.  In  a duo- 
denal ulcer  problem,  the  psychiatrist 
pointed  out  the  psychogenic  factors  in 
relation  to  stress  reaction.  In  a case  of 
uncontrolled  vomiting,  the  psychiatrist 
pointed  out  the  psychogenic  factors.  In 
a questionable  diagnostic  case,  the  neurol- 
ogist made  the  probable  diagnosis  of 
metastatic  cerebral  neoplasm.  In  the  treat- 
ment of  a case  of  pernicious  anemia,  the 
neurologist  showed  the  probability  of  cen- 
tral nervous  system  involvement.  In  an 
uncooperative  patient,  the  psychiatrist 
discussed  the  aspects  of  chronic  alcoholism 
as  well  as  the  diagnosis  and  treatment  of 
delirium  tremens.  In  a case  of  malignant 


neurology  and  psychiatry  are  specialties 
of  medicine,  and  much  organized  knowledge 
has  been  accumulated  about  them.  The 
previous  neuropsychiatric  staff  of  Fordham 
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psychiatrist  attend  the  weekly  medical  confer- 
ence. Adequate  communication  is  important 
so  that  the  intern  and  resident  staff  learn  the 
importance  of  neurology  and  psychiatry  as  an 
integral  discipline  embracing  all  aspects  of 
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hypertension,  the  neurologist  stressed  the 
diagnostic  aspects  of  hypertensive  en- 
cephalopathy. A case  presentation  of 
epilepsy  led  to  discussion  of  the  entire  field 
of  convulsive  disorders.  The  psychody- 
namic factors  in  a case  of  ulcerative  colitis 
were  emphasized.  In  the  treatment  of 
medical  emergencies,  as  well  as  comatose 
states,  the  psychiatrist,  much  to  the  in- 
terest of  the  medical  staff,  enlarged  on  the 
field  of  suicide,  whereas  the  neurologist 
discussed  the  differential  diagnosis  of  the 
comatose  state.  These  few  examples  bear 
repetition  many  times  at  the  weekly 
medical  conference  or  at  the  monthly 
clinical  pathologic  conference.  At  least 
once  monthly  the  neurologist  and  psy- 
chiatrist have  a case  to  present  which  is 
of  definite  important  interest  to  the  house 
staff. 

From  the  statistics  of  the  first  twenty- 
one  months  of  functioning  of  the  Affiliation 
(October  15,  1964,  to  June  30,  1966,  in- 
clusive), the  importance  of  neurology  and 
psychiatry  in  the  training  of  interns  and 
residents  became  obvious  (Tables  I to  IV). 

The  total  number  of  patients  admitted  to 
hospital,  excluding  newborn  infants,  was 
16,305.  The  total  number  of  new  patients 
seen  in  neurologic  and  psychiatric  consulta- 
tion on  ward  was  2,395.  Of  this  number, 
1,364  were  seen  in  neurology,  836  were 
seen  in  psychiatry,  and  195  were  seen  in 
consultation,  but  there  was  no  definite 
neuropsychiatric  diagnosis. 
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TABLE  I.  Neurologic  conditions  on  ward 


Conditions 

Number  of 
Patients 

Number  of 

Conditions  Patients 

Neuritis  and  neuralgia 

8 

Congenital  paralysis  of  soft 

Alcoholic  neuritis 

1 

palate 

1 

Paresthesia,  cause  undetermined 

1 

H y drocephalus 

2 

Traumatic  neuritis 

1 

Syphilis  of  the  central  nervous  sys- 

Radiculitis,  cause  undetermined 

2 

tern 

1 

Peripheral  neuropathy 

1 

Tabes  dorsalis 

1 

Peripheral  neuritis 

1 

Cerebral  vascular  accidents 

426 

Neuritis  of  extremities  due  to 

Cerebral  thrombosis 

212 

vascular  insufficiency 

1 

Basilar  artery  thrombosis 

1 

Diseases  of  the  spinal  cord 

6 

Posterior  inferior  cerebellar 

Lateral  sclerosis 

1 

artery  thrombosis 

3 

Central  nervous  system  findings 

Cerebral  vascular  spasms 

121 

due  to  pernicious  anemia 

4 

Cerebral  hemorrhage 

13 

Arteriosclerotic  myelopathy 

1 

Cerebral  embolism 

13 

Encephalitis,  acute  and  chronic 

25 

Cerebral  infarct 

62 

Encephalitis  (acute) 

3 

Pseudobulbar  palsy 

1 

Parkinsonism 

22 

Cerebral  injury  (Since  January, 

Spontaneous  subarachnoid 

1965,  the  neurosurgeon,  not 

hemorrhage 

23 

the  neurologist,  sees  the  cere- 

Tumors  of  the  brain  and  spinal 

bral  concussions) 

273 

cord 

44 

Cerebral  concussion 

250 

Cerebral  metastasis 

29 

Cerebral  contusion 

1 

Cerebral  neoplasm 

12 

Postconcussion  syndrome 

9 

Cerebral  neoplasm,  postopera- 

Subdural  hematoma 

10 

tive 

1 

Traumatic  encephalopathy 

1 

Metastatic  lesion  to  conus 

Fracture  of  skull  with  third  and 

medullaris 

1 

sixth  nerve  palsy 

1 

Leukemia  infiltration  of  the 

Bullet  in  brain 

1 

brain 

1 

Peripheral  nerve  injury 

8 

Epilepsy,  convulsive  seizures,  tics, 

Whiplash  injury 

2 

and  abnormal  movements 

378 

Peroneal  injury 

2 

Convulsive  seizures,  cause  un- 

Traumatic  lesion  of  median 

determined 

254 

nerve 

3 

Convulsive  seizures  due  to 

Brachial  plexus  palsy 

1 

pyrexia 

88 

Miscellaneous 

155 

Convulsive  seizures  due  to  hypo- 

Cerebral  arteriosclerosis 

59 

glycemia 

1 

Coma,  cause  to  be  determined 

11 

Convulsive  seizures  due  to 

Syncope,  cause  to  be  determined 

37 

eclampsia 

1 

Hypertensive  encephalopathy 

13 

Jacksonian  epilepsy 

3 

Meningism 

3 

Postictal  state 

10 

Meningitis 

4 

Senile  tremors 

3 

Hypoglycemia 

3 

Convulsions,  post-traumatic 

8 

Turner’s  syndrome 

1 

Abdominal  epilepsy 

1 

Sciatic  syndrome 

7 

Psychomotor  epilepsy 

5 

Pernicious  vomiting  of  preg- 

Status  epilepticus 

1 

nancy 

5 

Postoperative  tremors 

1 

Bell’s  palsy 

4 

Tetany 

1 

Central  nervous  system  findings 

Chorea 

1 

due  to  pernicious  anemia 

1 

Multiple  sclerosis 

9 

Lead  encephalopathy 

1 

Degenerative  diseases  of  the  cen- 

Cephalalgia,  postlumbar  punc- 

tral  nervous  system 

8 

ture 

1 

Jakob-Creutzfeld  disease 

1 

Cephalalgia,  cause  undetermined 

1 

Amyotrophic  lateral  sclerosis 

1 

Encephalopathy,  cause  undeter- 

Cerebellar  ataxia  due  to  alco- 

mined 

1 

holism 

1 

Herniated  disk 

1 

Cerebellar  degeneration 

1 

Cerebral  agenesis 

1 

Congenital  ptosis  of  eyelid 

1 

Paraparesis,  cause  undetermined 

1 

The  number  of  clinic  patients  seen  in 
neurology  and  psychiatry  was  1,786.  Of 
this  number,  964  were  seen  in  neurology, 


625  were  seen  in  psychiatry,  and  197  were 
seen  in  consultation,  but  there  was  no 
definite  neuropsychiatric  diagnosis. 
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TABLE  II.  Psychiatric  conditions  on  ward 


Number  of 


Conditions  Patients 


Psychoses  344 

Psychoses  due  to  trauma  3 

Psychoses,  unclassified  7 

Acute  brain  syndrome  due  to 
toxemia  32 

Acute  brain  syndrome  due  to 

morphine  addiction  2 

Acute  brain  syndrome  due  to 

alcoholism  31 

Acute  brain  syndrome  due  to 

electrolyte  imbalance  1 

Acute  brain  syndrome  due  to 

anemia  1 

Acute  bram  syndrome  due  to 

hypoglycemia  1 

Korsakoff’s  psychosis  1 

Delirium  tremens  12 

Impending  delirium  tremens  11 

Schizophrenic  reaction  (simple 

type)  4 

Schizophrenic  reaction  (chronic 

undifferentiated  type)  8 

Schizophrenic  reaction  (schizo- 
affective type)  2 

Schizophrenic  reaction  (type 

unclassified)  6 

Schizophrenic  reaction  (para- 
noid type)  9 

Manic  depressive  reaction 

(depressed  state)  8 

Manic  depressive  reaction 

(hypomanic  state)  3 

Involutional  psychotic  depres- 
sion 3 

Paranoid  state  8 

Chronic  brain  syndrome  associ- 
ated with  cerebral  arterio- 
sclerosis 182 

Chronic  brain  syndrome  associ- 
ated with  presenile  dementia  2 
Chronic  brain  syndrome  associ- 
ated with  senility  5 


Comment 

It  is  to  be  noted  that  16,305  patients  were 
admitted  to  the  hospital  during  the  period 
from  October  15,  1964,  to  June  30,  1966. 
Of  this  number,  2,395  patients  required 
neurologic  and/or  psychiatric  consultation, 
which  represented  14.7  per  cent  of  the 
total  number  of  admissions.  Many  pa- 
tients are  seen  more  than  one  time,  but  for 
statistical  purposes  they  are  recorded  only 
once.  Furthermore,  the  number  of  clinic 
patients  seen  in  neurology  and  psychiatry 
totaled  1,786  during  this  period.  There- 
fore, the  resident  staff  has  the  advantage 
of  learning  the  technic  of  the  neurologic 


Number  of 

Conditions  Patients 


Chronic  brain  syndrome  associ- 

ated  with  uremia 

1 

Chronic  brain  syndrome  associ- 

ated  with  cerebral  neoplasm 

1 

Psycho  neuroses 

106 

Depressive  reaction 

40 

Depressive  reaction  (refusal  of 
lifesaving  operative  proce- 

dure) 

2 

Conversion  reaction 

44 

Conversion  reaction  (amnesia) 

3 

Anxiety  reaction 

17 

Psychophysiologic  reactions 

28 

Skin  reaction 

1 

Respiratory  reaction 

11 

Gastrointestinal  reaction 

11 

Cephalgia 

3 

Cardiovascular  reaction 

2 

Personality  trait  disturbance 

27 

Passive  dependent  personality 

16 

Passive  aggressive  personality 

11 

Personality  pattern  disturbance 

5 

Schizoid  personality 

4 

Paranoid  personality 

1 

Sociopathic  reaction 

66 

Chronic  alcoholism 

31 

Pathologic  lying 

1 

Unclassified 

5 

Heroin  and  drug  addiction 

29 

Suicidal  attempts 

250 

Drugs 

237 

Strangulation 

2 

Stabbing 

8 

Shooting 

3 

Adjustment  reaction  of  childhood 

2 

Conduct  disturbance 

1 

Enuresis 

1 

Mental  retardation 

8 

No  neuropsychiatric  diagnosis 
(either  neurology  or  psy- 

chiatry) 

195 

and  psychiatric  examination,  as  well  as  the 
disease  entities  plus  therapy.  In  this 
manner  the  resident  staff  of  the  medical 
service  has  a well-rounded  program.  Fur- 
thermore, the  resident  staff  of  the  other 
services  are  made  aware  of  the  neurologic 
and  psychiatric  problems  which  occur  in  the 
specialty  services  to  which  they  are  assigned. 

It  is  realized  that  an  approved  hospital 
for  intern  and  resident  training  must  have 
adequate  neurologic  and  psychiatric  cover- 
age. The  coverage,  in  my  opinion,  must 
not  only  be  adequate,  but  also,  there  must 
be  proper  communication  between  the 
resident  staff  in  the  various  specialties  of 
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TABLE  III.  Neurologic  conditions  seen  in  clinic 


Number  of 

Conditions  Patients 


Neuritis  and  neuralgia 

61 

Alcoholic  neuropathy 

2 

Toxic  neuropathy 

6 

Myopathy  of  hand  muscles 

1 

Ulnar  nerve  injury 

1 

Ulnar  nerve  neuritis 

3 

Brachial  plexus  injury 

1 

Neuralgia 

17 

Posthepatic  neuralgia 

1 

Trigeminal  neuralgia 

2 

Intestinal  neuritis 

1 

Intervertebral  disk  (ruptured) 
Polyneuritis,  cause  undeter- 

4 

mined 

5 

Peripheral  neuropathy 

5 

Cervical  root  syndrome 

3 

Whiplash  injury 

4 

Meralgia  paraesthetica 

3 

Diabetic  neuropathy 

1 

Residual  disk  operation 

1 

Encephalitis  (acute  and  chronic) 

35 

Parkinsonism 

Tumors  of  the  brain  and  spinal 

35 

cord 

8 

Cerebral  neoplasm 
Epilepsy,  convulsive  seizures,  tics. 

8 

and  abnormal  movements 

585 

Chorea 

Convulsive  disorders,  cause  un- 

1 

determined 

Convulsive  disorders  due  to  lead 

556 

poisoning 

Convulsive  disorders  due  to 

1 

pyrexia 

3 

Jacksonian  epilepsy 

1 

Psychomotor  epilepsy 

3 

Petit  mal 

2 

Narcolepsy 

6 

Dystonia 

1 

Senile  tremors 

3 

Tremors,  cause  undetermined 

7 

Hereditary  tremor  of  hands 

1 

Multiple  sclerosis 
Degenerative  diseases  of  the  cen- 

4 

tral  nervous  system 

7 

Congenital  nystagmus 

1 

medicine  and  surgery,  with  the  personnel 
of  the  neurologic  and  psychiatric  depart- 
ments. Thereby  the  intern  and  resident 
staff  begins  to  realize  the  importance  of 
neurology  and  psychiatry  as  an  integral 
discipline  embracing  all  aspects  of  medical 
practice. 

Summary 

The  purpose  of  this  report  is  to  re-em- 
phasize  the  importance  of  neurology  and 


Number  of 

Conditions  Patients 


Cerebellar  ataxia 

3 

Amyotrophic  lateral  sclerosis 

2 

Hemiparesis 

Congenital  conditions  or  malfor- 
mations of  the  central  nerv- 

1 

ous  system 

29 

Cerebral  palsy 

26 

Congenital  hemiplegia 
Internal  rectus  palsy,  cause  un- 

1 

determined 

1 

Microcephalus 

Syphilis  of  the  central  nervous 

1 

system 

1 

Central  nervous  system  lues 

1 

Cerebral  vascular  accidents 
Residuals  of  cerebral  vascular 

39 

accidents 

Occlusion  of  right  carotid 

37 

artery 

Posterior  inferior  cerebellar 

1 

artery  thrombosis 

1 

Cerebral  injury 

119 

Cerebral  concussion 

39 

Postoperative  (subdural) 

3 

Postconcussion  syndrome 

76 

Traumatic  encephalopathy 

1 

Miscellaneous 

Residual  of  spontaneous  sub- 
dural subarachnoid  hemor- 

76 

rhage 

Encephalopathy,  cause  undeter- 

1 

mined 

1 

Paget’s  disease 

1 

Low  back  syndrome 

3 

Vertigo,  cause  undetermined 

6 

Meniere’s  syndrome 

1 

Bell’s  palsy 

12 

Sciatic  syndrome 

1 

Cephalgia 

17 

Acute  torticollis 

1 

Cerebral  arterial  sclerosis 

10 

Syncope 

Left  homonymous  hemianopsia, 

19 

cause  undetermined 

1 

Ptosis  of  left  lid 

1 

Deaf-mutism 

1 

psychiatry  in  the  sphere  of  medicine  in 
all  its  aspects. 

Any  general  hospital  which  is  not  in  a 
position  to  have  a well-organized  psy- 
chiatric and/or  neurologic  service  can  at- 
tract to  its  staff  neurologists  and  psy- 
chiatrists to  be  an  integral  part  of  the 
training  program  of  the  intern  and  resident 
staff.  Only  in  this  manner  will  neurology 
and  psychiatry  win  the  respect  of  the  prac- 
titioners in  all  fields  of  medicine  for  the 
maximum  benefit  to  the  patient. 
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TABLE  IV.  Psychiatric  conditions  seen  in  clinic 


Number  of 


Conditions  Patients 


Psychoses  64 

Schizophrenic  reaction  (schizo- 
affective type)  2 

Schizophrenic  reaction  (chronic 

undifferentiated  type)  30 

Schizophrenic  reaction  (para- 
noid type)  5 

Schizophrenic  reaction  (simple 

type)  3 

Schizophrenic  reaction  in  remis- 
sion 6 

Manic  depressive  reaction  (de- 
pressed) 7 

Paranoid  condition  1 

Chronic  brain  syndrome  associ- 
ated with  cerebral  arterial 
sclerosis  2 

Chronic  brain  syndrome  associ- 
ated with  senility  3 

Chronic  brain  syndrome  associ- 
ated with  trauma  4 

Chronic  brain  syndrome  associ- 
ated with  alcoholism  1 

Psychoneuroses  228 

Anxiety  reaction  82 

Depressive  reaction  70 

Conversion  reaction  54 

Phobic  reaction  2 

Obsessive  compulsive  reaction  1 


1749  Grand  Concourse 
The  Bronx,  New  York  10453 

References 

1.  Ebaugh,  F.  G.,  and  Barnes,  R.  H.:  Psychiatric  educa- 
tion 1963,  Am.  J.  Psychiat.  120:  698  (1964). 

2.  Gerber,  H.:  Summary  of  3 seminars  series  of  psychia- 
try for  the  general  practitioner,  General  Practitioner  Educa- 
tion Project,  report  delivered  at  the  AMA  Annual  Meeting, 
New  York,  June  29,  1961. 


Number  of 

Conditions  Patients 


Somnambulism 

1 

Psychogenic  tic 

1 

Psychoneurosis,  other 

17 

Personality  trait  disturbance 

20 

Passive  dependent  personality 

10 

Passive  aggressive  personality 

9 

Compulsive  personality 

1 

Personality  pattern  disturbance 

8 

Schizoid  personality 

8 

Psychophysiologic  reactions 

12 

Convulsive  reaction 

1 

Gastrointestinal  reaction 

9 

Respiratory  reaction 

1 

Skin  reaction 

1 

Adjustment  reaction  of  childhood 

228 

Conduct  disturbance 

197 

Enuresis 

29 

Stuttering 

1 

Nocturnal  terror 

1 

Adjustment  reaction  of  adoles- 
cence 

2 

Sociopathic  reaction 

6 

Chronic  alcoholism 

1 

Type  unclassified 

5 

Mental  retardation 

57 
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Since  much  of  the  discussion  of  the 
medical  world  in  1977  will  concern  itself 
with  technology,  it  may  be  appropriate  to 
relate  to  you  the  following  story. 

A patient  who  was  the  victim  of  an  auto- 
mobile accident  was  hospitalized  and  doing 
well,  in  spite  of  all  the  tubes  and  wires 
crowded  into  various  body  orifices.  One 
day  a friend  visited  him  and  tried  to  con- 
verse with  him,  but  he  found  that  the  tubes 
in  his  nose  and  mouth  limited  the  patient’s 
speech  to  unrecognizable  grunts.  The 
friend  moved  closer  to  try  to  make  out 
what  the  patient  was  saying,  but  this  did 
not  improve  communication.  At  this 
point,  the  patient  became  extremely  agi- 
tated, moved  his  one  free  arm,  rolled  his 
eyes,  and  grunted.  The  friend  gave  him 
a piece  of  paper  to  write  on  and  asked  him 
what  he  was  trying  to  tell  him.  The 
patient  wrote  a few  lines,  became  very 

* Presented  at  Medical  Communications  Day,  The 
Americana,  New  York  City,  February  17,  1967,  sponsored  by 
New  York  State  Journal  of  Medicine  and  Metropolitan 
New  York  Chapter,  American  Medical  Writers’  Association. 

Presented  at  Medical  Communications  Day,  New  York 
City,  February  17,  1967. 


apprehensive,  his  color  worsened,  and  he 
fell  back  on  his  pillow.  By  this  time  the 
nurse  had  come  in  and  examined  the 
patient  and  found  him  dead.  She  asked 
the  friend  what  had  happened,  and  he  told 
her  how  his  condition  had  suddenly  wors- 
ened while  trying  to  write  a note.  She 
reached  down  and  took  from  the  hand  of 
the  patient  the  note  which  was  almost 
illegible  and  at  the  end,  the  writing  ran  off 
the  page.  It  said,  “You  are  standing  on 
my  oxygen  tube.” 

A way  of  looking  at  medicine 

Since  this  is  Medical  Communications 
Day,  I wanted  to  take  special  care  that  I 
communicate  effectively  with  you.  One 
way  of  aiding  this  process  is  to  explain  my 
conception  of  medicine  before  we  get  to  the 
discussion  of  the  medical  environment  in 
1977.  Medicine  may  be  looked  on  as  a 
profession  by  sociologists,  as  a market  by 
economists,  as  a discipline  by  educators,  as 
a source  of  malpractice  clients  by  lawyers, 
as  a means  of  relief  from  and  a healing  of 
disease  by  patients,  and  sometimes  as  a 
pain  in  the  neck  by  hospital  administrators. 
My  own  viewpoint,  as  a physician  and 
anthropologist,  is  that  medicine  is  one  of 
the  major  cultural  universals  which  serve 
to  deal  with  problems  of  human  existence. 
The  problem,  in  this  instance,  is  disease. 
In  each  society  a culture  complex  is  built 
around  preventing  and  curing  disease  and 
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preserving  and  restoring  health.  This 
complex  is  changing  constantly  but  at 
varying  speeds.  It  differs  from  society 
to  society,  but  it  can  be  identified  in  each 
culture. 

The  medical  complex  has  two  main  parts: 
professional  and  folk.  By  professional 
medicine,  I mean  the  body  of  lore,  tools, 
knowledge,  and  behavior  which  is  restricted 
to  a special  group  in  a society.  This  group 
has  its  own  jargon,  its  organizational  struc- 
ture, its  entrance  requirements,  status,  and 
so  on.  It  may  include  a large  number  of 
identifiable  types,  such  as  in  our  own 
country,  physicians,  x-ray  technicians, 
nurses,  sanitarians,  hospital  administrators, 
and  many  others.  Those  who  are  not  a 
part  of  the  main  stream  are  referred  to  as 
marginal  practitioners.  What  may  be 
a main  stream  in  one  culture  may  be  mar- 
ginal in  another.  For  example,  in  the 
United  States,  the  major  healing  figure 
is  the  physician,  and  the  team  built  around 
him  is  the  dominant  kind  of  medicine, 
while  faith  healers  of  various  kinds  are 
marginal  in  numbers  and  impact.  In  one 
of  the  African  republics  that  I visited  a 
couple  of  years  ago,  the  native  doctor  was 
dominant,  there  being  263  registered  by  the 
government  while  there  were  only  33  physi- 
cians in  one  of  the  states. 

The  other  half  of  the  medical  complex, 
folk  medicine,  or  lay  medicine,  or  popular 
medicine,  comprises  the  body  of  behavior, 
knowledge,  and  belief  which  is  common  to 
most  of  the  adults  in  a society.  It  includes 
what  one  may  do  for  oneself  and  family, 
such  as  self-medication,  making  the  initial 
decision  about  the  state  of  one’s  health,  and 
determining  whether  or  not  it  requires 
help  outside  the  family  and  if  so,  what 
kind  and  where  shall  it  be  secured. 

The  boundary  between  folk  and  pro- 
fessional medicine  shifts  from  time  to 
time  and  varies  from  society  to  society. 

Hazards  in  forecasting 

Helmer  and  Gordon,1  noting  the  absence 
of  tested  technics  in  long-range  forecasting, 
proceeded  to  study  this  in  a systematic 
way.  They  started  with  two  major  as- 
sumptions: First,  the  future  is  invented 

rather  than  predicted;  and  second,  fore- 
casting at  its  present  stage  of  development 
relies  on  intuition.  They  then  examined 


the  judgments  of  82  experts  and  eventually 
arrived  at  ranges  and  median  dates  of  a 
series  of  breakthroughs. 

Gilfillan2  stated  that  inventions  can  be 
predicted  because  trends  allow  one  to  ex- 
trapolate and  because  inventions  are  not 
accidental  but  develop  out  of  prior  scien- 
tific and  technologic  bases.  He  further 
warned  that  forecasting  adoption  of  in- 
ventions is  perilous  because  of:  (1)  opti- 
mism and  utopian  prophecy;  (2)  eco- 
nomic obstacles  such  as  resistance  to  dis- 
placement by  systems  in  which  considerable 
capita]  has  been  invested;  (3)  tastes, 
customs,  and  laws  which  resist  change; 
(4)  tendency  for  inventors  to  predict 
their  own  inventions;  (5)  ignorance  of 
the  latest  advances  in  the  sciences  and 
arts  involved  in  the  area  about  which 
forecasts  are  being  made,  and  (6)  still 
another  hazard,  an  occupational  disease 
of  forecasters  who  do  not  relate  the  truth 
about  the  future,  is  “oracular  fib-relation.” 

Ogburn3  has  said  that  new  inventions 
have  their  primary  and  initial  effect  on 
the  economic  practices  of  production  and 
the  habits  of  the  consumer  using  the  prod- 
uct; later,  on  the  economic  structure  as  a 
whole,  and  finally  on  family,  church,  and 
government. 

There  are  further  hazards  in  forecasting 
outside  the  strictly  technologic  area.  So- 
cial trends  can  be  extrapolated  with  less 
security  because  they  are  less  subject  to 
measurement.  However,  this  has  not  less- 
ened the  urge-fulfillment  of  social  fore- 
casting by  non-social  scientists.  It  is 
particularly  a frequent  hobby  of  atomic 
physicists. 

Medical  environment  of  1977 

During  the  remainder  of  this  discussion, 
I shall  address  myself  to  the  medical 
environment  of  1977.  Since  this  is  a very 
broad  assignment,  I shall  limit  my  re- 
marks to  areas  other  than  those  to  be  dis- 
cussed in  detail  by  my  fellow  panelists. 
I have  chosen  5 topics.  These  are: 

1.  The  role  of  the  consumer 

2.  Technologic  developments 

3.  Environmental  medicine 

4.  Education  and  manpower 

5.  Comprehensive  health  planning 

Role  of  the  consumer.  In  the  medical 

world  of  1977,  the  consumer  will  have  an 
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increasingly  active  part,  or  to  put  it  in 
anthropologic  jargon,  folk  medicine  will 
increase  in  scope  and  effort,  and  the  folk- 
professional  boundary  will  be  altered  con- 
siderably. The  reasons  for  this  trend  are 
several.  First,  professional  manpower  will 
not  be  able  to  keep  abreast  of  population 
growth,  using  present  standards  of  man- 
power requirements.  Second,  professional 
functions  will  be  increasingly  limited  to 
use  of  procedures,  devices,  and  agents  which 
have  a narrow  margin  of  safety  but  specific 
and  effective  results,  requiring  highly 
specialized  skills.  This  leaves  a large  area 
of  medical  problems  which  demand  less 
skill  and  less  dangerous  therapy.  Some 
of  this,  undoubtedly,  will  be  taken  over  by 
some  kinds  of  generalists  but  much  will 
become  the  responsibility  of  the  individual 
and  his  family.  Third,  the  interest,  knowl- 
edge, and  capability  of  the  laity  in  regard 
to  health  matters  will  continue  to  increase. 
This  is  in  itself  a health  resource  and  will 
be  tapped  to  a greater  extent  than  before. 
Fourth,  the  cost  of  professional  medical 
care  will  continue  to  increase  because 
highly  skilled  personnel,  elaborate  equip- 
ment, and  therapeutic  agents  of  great 
specificity  and  refinement  are  expensive. 
This  factor  will  further  stimulate  people 
to  do  more  for  themselves.  Fifth,  tech- 
nologic advances  based  on  feasibility  stud- 
ies, do-it-yourself,  medicine  will  match  the 
impressive  developments  in  professional 
medicine. 

An  extreme  case  of  do-it-yourself  medi- 
cine is  the  austere  medical  care  program 
of  self-help  of  the  Office  of  Civil  Defense.4 
Another  nondisaster  and  individual  in- 
stance was  the  newspaper  item  some 
months  ago  in  which  a man  wanted  a do- 
it-yourself  kit  to  deliver  his  wife’s  baby. 

Other  researchable  examples  include 
self-application  of  topical  fluorides  to  the 
teeth  as  a means  of  preventing  caries  and 
the  taking  of  cervical  cytology  samples  by 
women  as  a means  of  cancer  control.6,6 
And,  of  course,  diabetic  patients  test  their 
own  urine  and  administer  their  own  insulin. 

Recently,  a conference  was  held  in  New 
York  on  Home  Medication  and  the  Public 
Welfare.  Although  numerous  viewpoints 
were  expressed,  a great  deal  of  emphasis 
was  given  to  the  matter  of  individual 
responsibility.  Chauncey  Leake7  sums  up 
this  viewpoint: 


“Self-medication  remains  with  us.  It 
meets  a deep  adult  need  for  self-reliance  and 
self-cure.  In  spite  of  excessive  paternalism 
on  the  part  of  our  Government  in  attempting 
to  reduce  self-medication,  and  in  spite  of  the 
obviously  biased  effort  of  the  medical  profes- 
sion to  condemn  it,  self-medication  is  likely  to 
increase  in  proportion  to  the  health  sophistica- 
tion of  the  people  and  in  proportion  to  the 
degree  of  honest  information  on  drugs  af- 
forded by  drug  manufacturers.” 

It  would  be  inappropriate  to  characterize 
this  statement  as  neutral,  but  equal  blasts 
are  given  the  government,  the  medical 
profession,  and  the  pharmaceutical  in- 
dustry. 

In  a study  we  did  at  Stanford  Research 
Institute,  we  found  that  medications  in 
households  were  numerous  (mean  29.5 
per  household)  and  were  largely  self-advised 
(65.6  per  cent).8 

Another  area  of  increasing  lay  involve- 
ment in  health  and  medicine  is  that  of 
serving  on  advisory  boards  of  different 
types  of  health  organizations  including 
hospitals,  voluntary  agencies,  public  schools, 
professional  schools,  and  insurance  com- 
panies. Many  of  these  are  active  deci- 
sion-making bodies  and  not  just  ceremonial 
yea-saying  groups  who  do  the  bidding  of 
health  professionals.  (I  can  say  this  with 
some  feeling  as  a former  health  official.) 
This  is  an  important  role  and  requires  large 
quantities  of  effort,  intelligence,  and  devo- 
tion. These  lay  boards  represent  the 
public  and  serve  to  understand  and  inter- 
pret health  and  medical  knowledge  of  the 
professionals,  and  to  make  policy  deci- 
sions in  the  public  interest. 

Technologic  developments.  The 
technologic  advances  in  1977  will  be  the 
result  of  three  kinds  of  developments: 
intensive  efforts  to  improve  present  sys- 
tems, the  design  of  new  systems,  and 
multidisciplinary  efforts  to  insure  com- 
patibility of  different  types  of  systems. 
The  first  may  be  predicted  with  greater 
accuracy,  obviously,  than  the  others. 

Examples  of  efforts  to  improve  present 
systems  include  perfection  of  implantable 
artificial  organs,  transplanting  of  healthy 
organs  to  replace  diseased  ones,  realistic 
computer  control  of  hospital  functions,  and 
others.  The  median  dates  of  many  of  these 
predicted  breakthroughs  will  be  further 
in  the  future  than  1977  according  to  Helmer 
and  Gordon.1  Examples  include  artificial 
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plastic  and  electronic  organs  for  humans, 
1982;  drugs  to  produce  personality  changes, 
1983;  hereditary  defects  controlled  by 
altering  genes,  2000;  brain-computer  link 
to  enlarge  man’s  intellect,  2020;  and  con- 
trol of  the  aging  process  to  the  extent  of 
adding  fifty  years  to  the  life  span,  2050. 

Lyman9  at  Stanford  Research  Institute 
in  a personal  communication  indicated 
that  progress  is  being  made  in  the  develop- 

Iment  of  the  artificial  kidney.  In  the  last 
five  years,  use  of  the  artificial  kidney  for 
chronic  uremia  has  increased  from  0 to 
about  600  patients.  Greater  use  can  be 
expected  when  costs  are  reduced  from 
$8,000  to  $10,000  to  about  $2,000  in  the 
next  five  years.  Lyman  also  tempers 
his  observations  about  the  future  of  ar- 
tificial organs  pointing  out  that  much 
depends  on  other  developments  in  medicine 
such  as  prevention,  heart  surgery,  phar- 
macology, and  so  on  which  may  affect 
the  need  for  use  of  artificial  organs. 

Examples  of  the  creation  of  new  systems 
might  include  redesigning  the  logic  of 
medical  diagnosis,  which  at  present  is 
largely  traditional,  but  which  utilizes 
efficient  tools.10  A new  system  might  be 
one  in  which  the  disease  problems  are 
regrouped,  and  the  significant  inputs  are 
determined  on  a quantitative  basis,  using 
sophisticated  statistical  analysis  and  com- 
puter technology.  The  regrouping  might 
be  based  on  how  the  medical  problem  af- 
fects the  patient,  how  he  is  disabled,  rather 
than  on  the  basis  of  some  single-factor 
etiologic  agent.  Such  a regrouping  would 
be  more  realistic  from  an  epidemiologic 

(standpoint  since  there  are  no  single-factor 
diseases  anyway,  and  classifications  based 
on  them  are  artificial  and  sometimes  mis- 
leading. 

Efforts  to  insure  compatibility  of  systems 
comprise  what  might  be  called  boundary 
research  or  investigations  into  interfaces 
between  systems.  We  have  already  men- 
tioned the  folk-professional  boundary.  An- 
other might  be  called  the  technologic- 
sociologic  interface.  Much  of  our  existing 
technology  in  medicine  could  be  better 
utilized  if  more  attention  were  given  to 
the  compatibility  of  medical  gadgetry  and 
human  behavior.  Engineers  and  physi- 
cians do  not  communicate  well  because 
each  profession  is  bound  by  its  own  culture. 
Truly  collaborative  efforts  could  open 


opportunities  for  more  realistic  systems  in 
medicine,  such  as  Lockheed’s  computerized 
information  system  in  hospitals. 11 

Environmental  medicine.  With  the 
continuing  accelerating  population  growth, 
and  with  no  effective  method  of  population 
control  yet  reached,  man  will  continue  to 
befoul  his  environment  increasingly. 
Things  will  get  much  worse  before  they 
get  better.  Possibly  by  1977  we  shall 
begin  to  examine  alternative  ways  of  cop- 
ing with  human  wastes,  whether  these 
find  their  way  into  the  atmosphere,  the 
water,  or  the  land.12  There  are  several 
approaches,  one  of  which  is  population 
control,  because  sheer  density  of  population 
is  a major  factor  in  pollution.  This  can  be 
absolute  population  control,  such  as  birth 
control,  abortion,  or  infanticide.  These 
appear  not  to  be  effective,  popular,  or 
legal  in  the  United  States.  Relative  pop- 
ulation control  refers  to  controlling  the 
density  of  population  in  different  areas. 
This  also  is  not  popular,  but  it  may  come 
into  practice  by  1977 — if  not,  at  least  by 
1984. 

Another  more  probable  means  of  dealing 
with  problems  of  human  waste  will  result 
from  systems  analysis  of  human  waste. 
For  example,  the  traditional  means  of 
disposing  of  body  wastes  since  Eliza- 
bethan times  has  been  the  water-car- 
riage system  and  ultimate  water-disposal 
with  varying  degrees  of  treatment.13  This 
system  was  designed  when  populations 
were  small  and  water  was  plentiful,  hence 
the  disposal  of  wastes  by  dispersing  did  not 
result  in  pollution.  Now,  the  situation 
has  changed;  populations  are  dense,  water 
is  scarce,  and  expensive.  It  is  possible 
by  1977,  that  instead  of  putting  not  only 
human  wastes  but  also  garbage  into  the 
sewer  system,  as  we  do  now,  cost-benefit 
studies  may  show  that  it  would  be  more 
economical  and  would  result  in  less  pol- 
lution if  some  human  wastes  were  dis- 
posed of  by  efficient  incineration  or  by 
some  other  means. 

We  are  already  considering  seriously 
the  development  of  the  electric  automobile 
instead  of  the  internal-combustion  type 
as  a means  of  alleviating  air  pollution. 

Some  wastes  are  the  result  of  manu- 
facturing and  packaging  methods.  Dis- 
posables have  replaced  reusables  in  many 
sectors  of  the  economy  because  of  the  rising 
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labor  costs  to  clean  and  prepare  reusable 
containers.  This  is  a saving  to  the  manu- 
facturer but  not  to  the  consumer  who  is 
stuck  with  the  cost  of  disposing  of  the 
disposables.  If  the  costs  of  getting  rid  of 
disposable  containers  were  more  properly 
distributed,  some  of  the  waste  materials 
could  be  controlled  at  the  source.  In  other 
words,  if  it  were  not  profitable  to  package 
products  in  disposable  containers,  this 
would  not  happen.  I should  add  that  dis- 
posable packaging  accounts  for  only  a 
small  part  of  the  solid  waste  problem, 
but  I cite  this  as  an  example  of  a method 
of  controlling  waste  products  at  the  source. 

An  example  of  economic  incentive  to 
change  methods  of  manufacturing  is  that 
of  Kaiser  Industries.14  Most  steel  com- 
panies are  located  near  a source  of  abundant 
cheap  water.  Kaiser’s  Fontana  plant  was 
not  so  located.  They  developed  methods 
manufacturing  steel  using  one-fortieth  of 
the  water  that  other  steel  companies  use. 
They  use  1,400  to  1,600  gallons  of  water 
per  ton  of  steel  produced  in  contrast  to  the 
usual  60,000  to  75,000  gallons.  Further, 
none  of  it  leaves  as  effluent.  They  have 
four  separate  water  systems  of  varying 
quality  as  required  for  the  processes. 

Education  and  manpower.  By  1977, 
we  shall  probably  see  many  more  types  of 
health  and  medical  workers  than  we  now 
have.  Much  of  this  trend  will  be  the  re- 
sult of  economic  considerations — further 
examination  of  tasks  to  see  what  kinds  of 
essential  skills  may  be  provided  at  the 
least  cost.  At  the  same  time,  although 
we  recognize  that  this  forecast  comes 
under  the  heading  of  wishful  self-fulfill- 
ment, more  basic  considerations  will  re- 
sult in  regrouping  of  sets  of  skills  which 
are  related  and  which  require  similar  levels 
of  education,  so  that  there  will  not  be  an 
endless  proliferation  of  types  of  health 
workers  but  a more  functional  classification 
which  may  eliminate  some  existing  cat- 
egories. 

Another  wishful  prognostication  con- 
cerns the  town-gown  relationship  or  the 
relations  between  the  practitioners  and  the 
teachers  of  health  professionals.  Because 
of  the  shortage  of  professionals  on  the  one 
hand  and  the  urgent  need  for  keeping  up  to 
date  on  the  other,  the  town-gown  conflict 
will  be  resolved  by  having  the  teaching 
medical  center  assume  more  responsibility 


for  high  quality  medical  care  in  its  com- 
munity and  by  having  all  the  practitioners 
in  the  community  become  affiliated  with 
the  medical  center.  I have  no  real  basis 
for  this  prediction  except  irrepressible 
optimism  and  unbounded  faith. 

The  process  of  education  in  the  health 
professions  by  1977  will  begin  to  make  use 
of  some  of  the  research  findings  in  educa- 
tion. More  appropriate  technics  will  be 
used  for  the  different  functions  of  pro- 
fessional education,  such  as  acquiring  knowl- 
edge, developing  skills,  socialization,  and 
the  like. 

Comprehensive  health  planning. 
Planning  is  forecasting  with  responsibility, 
hence  a few  words  about  health  planning 
may  be  appropriate.  Health  planning 
has  come  about  because  of  several  factors. 
First,  health  facilities  and  services  have 
developed  in  a very  disorderly  fashion  in 
most  communities,  and  there  is  much 
duplication,  competition,  and  inefficiency 
in  the  provision  of  health  and  medical 
services.  These  services  are  a mixture  of 
private  and  public,  professional  and  lay, 
and  main  stream  and  marginal.  Second, 
because  the  percentage  of  gross  national 
product  devoted  to  health  and  medical  care 
has  increased  gradually  from  year  to  year, 
there  is  beginning  to  be  greater  competi- 
tion for  health  funds.  Third,  because  the 
public  is  more  enlightened  than  it  was 
formerly  in  regard  to  health  matters,  lay 
people  ask  more  penetrating  questions 
about  the  provision  of  health  and  medical 
care  services. 

The  objectives  of  comprehensive  health 
planning  have  been  stated  by  a subcom- 
mittee of  the  American  Public  Health 
Association.  These  include: 

1.  Improve  organizational  patterns  for 
health  services. 

2.  Speed  development  of  needed  new 
health  services,  strengthen  existing  services, 
and  improve  utilization. 

3.  Discourage  programs  not  needed  in 
the  community. 

4.  Improve  the  quality  of  health  care 
through  better  coordination. 

5.  Eliminate  duplication  of  health  serv- 
ices among  official  and  voluntary  agencies 
at  all  levels. 

6.  Reduce  fragmentation  of  health  serv- 
ices at  the  state  and  community  levels. 

7.  Help  to  achieve  better  geographic 
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distribution  of  health  services,  with  opti- 
mum utilization. 

8.  Establish  priorities  among  new  health 
programs  and  services,  develop  better 
balance  among  health  programs,  and  pro- 
vide services  more  responsive  to  the  special 
health  needs  of  the  area. 

9.  Foster  better  use  of  scarce  health 
manpower  and  more  effective  development 
of  training  resources. 

10.  Identify  health  needs  and  problems 
and  help  to  set  realistic  goals,  keeping  ex- 
pected changes  in  the  area’s  characteristics 
in  mind. 

11.  Spur  faster  application  of  new 
health  knowledge. 

12.  Encourage  closer  relationships 
among  health  services,  research,  and  train- 
ing. 

13.  Help  to  integrate  health  needs  into 
physical,  economic,  and  other  areas  of  plan- 
ning for  community  development. 

Such  planning  is  based  on  a few  funda- 
mental principles: 

1.  Health  and  medical  services  have  a 
market  area  or  “patient-shed”*  which  cuts 
across  traditional  political  boundaries. 
Hence,  it  is  difficult  for  existing  political 
units  to  plan  comprehensively  unless  they 
are  unusually  cooperative.  Usually  an  out- 
side organization,  a pseudo-government 
unit,  an  authority,  or  other  body  may  under- 
take such  planning. 

2.  Such  areas  will  tend  toward  func- 
tional internal  consistency  if  given  a chance, 
but  this  is  virtually  impossible  in  a rapidly 
changing  culture  such  as  ours.  Hence, 
comprehensive  planning  is  necessary  to 
optimize  this  consistency. 

3.  Computer  technology  is  essential 
but  not  sufficient  by  itself  in  providing  com- 
prehensive health  planning.  I say  this 
because  there  are  many  devotees  of  the 
“systems  approach”  trained  in  business  or 
engineering  who  attempt  to  engage  in 
health  planning  by  imposing  a simplistic 
conception  of  the  medical  system  on  the 
real  medical  world,  and  on  the  basis  of 
this  assumption,  proceed  logically  to 
solve  its  problems.  There  are  many  things 
wrong  with  this  approach.  The  assump- 
tions do  not  correspond  to  the  real  state  of 
affairs.  The  medical  and  health  world  is 
not  so  simple  as  they  would  have  it. 

* The  term  “patient-shed”  was  suggested  by  R.  W. 
Buechley  of  Stanford  Research  Institute. 


The  data  available  to  be  processed  in  the 
system  are  not  refined  enough  and  some- 
times are  not  even  appropriate.  There  is 
considerable  need  to  develop  the  “software” 
of  comprehensive  health  planning  on  a real- 
istic basis  before  one  becomes  involved  in  a 
computer  program  for  cost-benefit  analysis. 

4.  Planning  is  a continuous  process. 
One  never  solves  problems  and  then  drops 
the  matter.  Long-range  plans  get  shorter 
and  shorter.  Since  we  cannot  anticipate 
accurately,  we  must  constantly  reassess 
the  situation  to  insure  appropriate  func- 
tions. Rigid  planning  may  be  worse  than 
no  planning  at  all. 

By  1977,  comprehensive  health  planning 
procedures  will  be  a highly  sophisticated 
and  developed  system. 

Conclusion 

In  a general  way  I have  tried  briefly  to 
sketch  some  aspects  of  the  medical  environ- 
ment in  1977.  The  magnitude  of  change 
from  1967  to  1977  will  be  many  times  what 
it  was  from  1957  to  1967.  We  must  be 
prepared  for  this  kind  of  future,  and 
we  must  help  invent  it.  I would  like  to 
close  with  a sobering  quotation  from  Rene 
Dubos:15 

“The  scientist  must  therefore  avoid  pride  of 
intellect  and  guard  himself  against  any  illusion 
or  pretense  as  to  the  extent  and  depth  of  what 
he  knows.  He  must  also  develop  an  alertness 
to  the  unexpected,  an  awareness  of  the  fact 
that  many  surprising  effects  are  likely  to  re- 
sult from  even  trivial  disturbances  of  the 
ecological  equilibria.  Fortunately,  the  scien- 
tific method  is  well  suited  for  the  cultivation 
of  this  alertness  to  the  advent  of  the  unpre- 
dictable. The  scientist  cannot  predict  the 
remote  consequences  of  his  activities,  but  he 
can  often  provide  technics  for  recognizing 
them  early.” 
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T o predict  the  future  of  clinical  phar- 
macology, let  us  recall  how  the  subject  has 
grown  and  become  organized  today.  The 
importance  of  controlled  clinical  trials  in 
evaluating  the  effects  of  drugs  in  man  began 
to  be  appreciated  about  thirty  years  ago. 
In  studying  the  effects  of  drugs  on  sub- 
jective responses  such  as  pain,  Gold1 
introduced  the  concept  of  the  double-blind 
design  and  the  use  of  placebo  preparations 
to  eliminate  bias  on  the  part  of  the  patients 
and  observer.  The  adoption  of  the  con- 
trolled clinical  trial  to  measure  drug  effects 
during  the  period  between  1937  and  1947 
marked  the  origin  of  clinical  pharmacology 
as  a separate  division  of  medicine. 

Other  milestones  in  the  history  of  clinical 
pharmacology  have  come  at  ten-year  in- 
tervals. Figure  1,  which  is  based  on  the 
relative  number  of  scientific  papers  in  the 
medical  journals,  shows  the  development 
of  the  subject  since  1937.  By  1947,  the 
importance  of  controlled  clinical  trials 
was  firmly  established,  and  the  principles 
of  statistical  analysis  were  being  applied  to 
studies  of  the  therapeutic  effects  of  anal- 
gesics, antibiotics,  and  other  drugs. 

Two  new  areas  of  clinical  pharmacology 
appeared  by  1947:  (1)  old  and  new  lab- 
oratory methods  of  measuring  the  effects 
of  drugs  in  experimental  animals  were  ex- 
tended to  studies  of  drug  actions  in  human 
subjects  (clinical  pharmacodynamics)  and, 
(2)  advances  in  chemistry  and  radioactive 
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PATHOPHARMACOLOGY 


FIGURE  1.  Columns  represent  relative  number  of 
papers  published  in  medical  journals  of  cor- 
responding period. 


isotope  technics  made  it  possible  to  study 
the  metabolism  of  drugs  in  man.  By  1957, 
the  number  of  papers  in  these  fields  of 
clinical  pharmacology  had  more  than 
doubled.  Work  on  the  relation  of  genetic 
factors  to  the  action  of  drugs  began  to  be 
reported,  and  pharmacogenetics  emerged 
as  a division  of  human  pharmacology. 

Despite  the  rapid  growth  of  clinical 
pharmacology  in  the  past  twenty  years, 
quantitative  methods  for  measuring  thera- 
peutic efficacy  of  drugs  have  been  slow  in 
appearing  and  only  recently  have  pa- 
thologists become  seriously  interested  in 
doing  research  on  drug-induced  histologic 
changes  in  man.  Popper’s2  classification 
of  the  various  types  of  liver  injury  induced 
by  phenothiazines,  amine  oxidase  inhib- 
itors, and  other  psychotropic  drugs,  is  an 
excellent  example  of  what  can  and  will  be 
done  in  pathopharmacology . 2 Meanwhile, 
the  fields  of  quantitative  clinical  phar- 
macology and  pathopharmacology  are  still 
in  their  infancy. 

Rapid  development  of  each  of  these 
divisions  of  human  pharmacology  may  be 
expected.  In  the  next  ten  years,  more  and 
more  research  will  be  done  on  the  beneficial 
and  harmful  actions  of  drugs  under  the  ex- 
treme conditions  of  outer  space.  By  1977 
there  will  be  a new  compartment  in  the  1977 
column  of  the  chart  for  space  pharma- 
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cology.  Already  the  study  of  breathing 
100  per  cent  oxygen  under  various  pres- 
sures imposed  on  the  astronauts  is  attract- 
ing the  attention  of  pharmacologists. 

Application  of  the  rapid  technicologic 
advances  in  biophysics,  biochemistry,  bio- 
statistics, and  computer  programming  will 
greatly  accelerate  the  growth  of  human 
pharmacology.  The  aim  of  this  paper  is 
to  discuss  recent  advances  in  the  subdivi- 
sions of  clinical  pharmacology  which  will 
be  exploited  to  enrich  the  subject  by  1977. 

Future  technics 

The  limitations  of  studies  of  the  acute 
effects  of  single  doses  of  drugs  in  man  are 
now  being  appreciated.  It  is  obvious  that 
more  information  is  required  about  the 
pharmacologic  action  of  drugs  on  repeated 
administration  and  their  chronic  effects  on 
underlying  disease  processes.  Many  phar- 
macologic responses  to  drugs  become  ap- 
parent only  after  several  days  or  more  of 
drug  administration.  Answers  to  ques- 
tions about  the  effects  of  drugs  under  such 
conditions  as  prolonged  stress,  for  example, 
astronauts  confined  for  several  days  and 
perhaps  weeks  in  their  space  capsules, 
cannot  be  gotten  from  single  dose  studies. 

In  the  past,  most  pharmacodynamic 
studies  of  drug  action  have  been  directed 
toward  measuring  the  acute  changes  in 
response  to  single  doses  of  drugs.  In  many 
clinical  studies,  the  experiments  represent 
a carry-over  of  the  same  pharmacologic 
technics  performed  on  laboratory  animals 
under  anesthesia.  The  fact  that  for  most 
drugs  the  results  of  single-dose  experiments 
provide  little  information  about  the  action 
of  drugs  on  repeated  administration  has  of- 
ten been  ignored. 

External  monitoring  and  telemetering 
devices  will,  therefore,  be  used  more  and 
more  in  the  future  to  record  biochemical, 
physiologic,  and  pathologic  changes  in- 
duced by  drugs.  Methods  are  now  avail- 
able to  record  temperature,  respiration, 
pulse  rate,  and  blood  pressure  continuously 
for  periods  up  to  three  months.3  In  the 
future,  multichannel  continuous  recording 
technics  will  be  used  extensively  to  measure 
pharmacologic  responses  in  health  and 
disease. 

Various  types  of  sensors  have  been 
developed  recently  to  measure  physiologic 


FIGURE  2.  Clinical  pharmacologist — 1977. 

activity  by  monitoring  from  the  surface 
of  the  body.  Such  instruments  obviate 
the  need  for  catheters.  The  electroenceph- 
alograph, electrocardiograph  and  tachom- 
eter, phonocardiograph,  spirometers,  and 
telemetering  devices  which  are  small  enough 
to  be  swallowed,  all  provide  important 
physiologic  information  without  tissue  in- 
jury. 

Contour  spectrophonocardiograph. 
In  the  cardiovascular  field  progress  has 
been  limited  because  the  electrocardio- 
graph gives  information  only  about  the 
rate,  rhythm,  and  electrical  activity  of  the 
heart;  it  does  not  indicate  the  force  of 
contraction  or  work  of  the  heart.  Schwartz4 
has  recently  adapted  the  Voiceprint  tech- 
nic of  Kersta  to  record  heart-sound  am- 
plitude and  frequency.  Electrocardiograms 
and  phonocardiograms  are  taken  simul- 
taneously in  the  usual  way  with  the  phono- 
microphone  taped  to  the  chest  wall  at  the 
point  of  maximum  intensity  of  the  heart 
sounds.  Heart  sounds  are  amplified  and 
recorded  on  magnetic  tape  for  spectro- 
graphic  analysis.  Contour  spectrograms 
are  then  prepared  in  the  Voiceprint  Lab- 
oratory. In  the  contour  spectrogram, 
sound  intensity  is  recorded  as  a function  of 
frequency,  each  contour  line  representing 
6 decibels  of  sound  energy  and  the  height  of 
the  lines  representing  sound  frequency  levels 
(Fig.  2).  Spectrographic  analysis  of  the 
heart  sounds  makes  it  possible  to  obtain 
quantitative  information  about  changes 
in  cardiac  performance.  In  other  words, 
the  sound  energy  provided  by  the  force  of 
closure  of  the  heart  valves  is  used  to  meas- 
ure changes  in  cardiac  dynamics  in- 
directly. 
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The  story  of  the  contour  spectrograph 
illustrates  how  such  external  monitoring 
devices  can  promote  clinical  pharmacology 
in  the  future.  Spectrophonocardiography 
would  be  important  in  following  the  actions 
of  a new  drug  in  patients  requiring  mon- 
itoring beyond  the  period  covered  by 
cardiac  catheterization.  The  technic  would 
also  be  useful  in  measuring  the  action  of 
drugs  on  the  heart  under  conditions  in 
which  cardiac  catheterization  cannot  be 
performed,  such  as  in  measuring  the  effects 
of  drugs  in  acute  myocardial  infarction, 
or  in  shock  due  to  other  causes,  or  when  the 
subject  is  in  an  inaccessible  place,  such  as 
the  astronaut  in  a space  capsule. 

Clinical  pharmacology  will  make  use  of 
such  recording  devices  in  two  general  ways: 
(1)  to  measure  the  effects  of  drugs  on 
physiologic  or  pathologic  processes  in 
research  to  find  useful  drugs  for  the  con- 
ditions under  study,  and  (2)  pharmacologic 
tests  will  be  developed  to  measure  physi- 
ologic performance.  For  example,  changes 
in  heart-sound  amplitude  produced  by 
epinephrine  could  give  information  about 
cardiac  dynamics  in  the  same  way  as  the 
effects  of  exercise. 

Telemetering  devices.  Several  types 
of  telemetering  capsules  are  now  available 
for  recording  intestinal  activity.  These 
devices  which  contain  electrodes  sensitive 
to  changes  in  pressure  and  pH  are  less  than 
1 cm.  in  diameter.  In  addition  to  the 
electrodes,  one  of  these  devices  contains  a 
tiny  motor  activated  by  batteries  in  a 
remote  control  box.6  The  subject  swallows 
a mercury-weighted  string,  usually  the  day 
before  the  experiment.  When  the  weight 
has  reached  the  desired  length  of  the  in- 
testine, the  string  is  threaded  through  the 
capsule,  which  then  travels  down  the 
esophagus  to  make  recordings  of  pressure 
changes  at  any  desired  levels.  When 
measurements  are  complete,  the  polarity 
is  reversed  and  the  capsule  climbs  back  up 
its  “monorail”  to  the  mouth.  This  and 
similar  wireless  telemetering  capsules  are 
being  used  now  to  study  intestinal  motility 
and  will  be  used  extensively  by  1977  to 
measure  the  effects  of  drugs  on  hydro- 
chloric acid,  pepsin,  and  pancreatic  and 
intestinal  secretions. 

Tape  recorder  studies  of  cough.  An- 
other example  of  the  change  in  direction 
research  in  clinical  pharmacology  has  taken 


is  provided  by  a new  technic  for  evaluating 
cough-suppressant  drugs. 6 In  the  past, 
the  activity  of  cough  suppressants  was  ob- 
served by  determining  their  effects  on  ex- 
perimental coughs  induced  by  inhalations 
of  irritant  aerosols.  Assays  of  antitussive 
activity  of  cough  medications  were  based 
on  reduction  of  the  number  of  coughs  pro- 
voked by  the  irritant.  In  the  new  technic, 
antitussive  drugs  are  evaluated  by  their 
ability  to  suppress  spontaneous  coughs  in 
patients  with  respiratory  tract  infections. 
To  record  cough,  a microphone  is  attached 
over  the  bed  of  the  patient.  When  the 
recorder  is  on,  a cough  from  the  patient,  a 
time-announcing  voice,  or  any  other  suf- 
ficiently loud  sound  will  trigger  the  tape 
transport. 

This  method  provides  a more  valid 
comparison  of  antitussive  medications  under 
the  conditions  in  which  they  are  required 
in  therapy.  The  technic  also  gives  more 
information  about  the  natural  course  of 
respiratory  infections,  such  as  the  duration 
and  intensity  of  the  cough  syndrome,  the 
time  of  day  at  which  coughing  is  most 
severe,  when  should  coughing  be  suppressed 
because  it  aggravates  the  disease,  and  when 
should  it  be  encouraged  to  remove  bron- 
chial secretions. 

Digital  computers.  In  the  future, 
digital  computers  will  be  used  extensively 
to  control  and  analyze  data  from  the 
various  recording  devices.  Dickson  and 
and  Starck7  have  recently  described  the 
the  Electronic  Systems  Laboratory  at 
the  MIT  (Massachusetts  Institute  of  Tech- 
nology) which  has  been  developed  to  control 
complex  research  procedures  as  well  as 
analyze  experimental  data. 

Information  from  electronic  recording 
devices  such  as  the  electrocardiograph  may 
be  transmitted  to  the  Electronic  System 
Laboratory  for  analysis.  FM  radio  signals 
are  transmitted  to  analog-to-digital  and 
digital-to-analog  converters  of  the  com- 
puter by  direct  current  paired  telephone 
lines.  A teletypewriter  monitoring  pro- 
gram is  included  which  can  recall  sections 
of  the  experimental  program  from  the 
computer’s  magnetic  tape  system  to  be  used 
at  the  command  of  the  investigator.  Data 
from  several  experimental  sites  may  be 
transmitted  to  the  computer  for  processing. 
The  results  of  the  analysis  are  returned 
immediately  to  the  investigator  for  display 
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while  the  experiment  is  still  in  progress. 

At  present  the  computer  system  at  MIT 
is  linked  by  telephone  lines  to  four  hospital 
laboratories  for  research  and  diagnostic 
studies.  The  investigator  in  the  hospital 
laboratory  maintains  contact  with  and  con- 
trols his  program  at  MIT  which  monitors 
the  operation  of  the  computer  system. 
The  investigator  can  control  the  key  steps 
throughout  his  experimental  procedure. 
The  computer  establishment  at  MIT  gives 
a glimpse  of  the  extent  to  which  institu- 
tional computer  services  will  be  used  by 
1977  in  the  study  of  the  effects  of  drugs  in 
man. 

Multi-institutional  clinical  trials. 
Multi-hospital  clinical  trials  have  been  done 
to  evaluate  the  effectiveness  of  various 
psychotropic  drugs  in  the  treatment  of 
schizophrenia.8  Such  investigations  pro- 
vide larger  numbers  of  patient  experiences 
than  may  be  obtained  in  a single  setting; 
with  computers  the  data  can  be  analyzed, 
correlated,  and  summarized. 

In  1961,  the  National  Institute  of 
Mental  Health  undertook  a collaborative 
study  of  schizophrenia  psychosis  to  eval- 
uate the  efficacy  of  3 phenothiazine  drugs. 8 
In  the  9-hospital  study,  340  newly  admitted 
acute  schizophrenic  patients  were  randomly 
assigned  to  placebo  or  one  of  the  three 
phenothiazine  treatment  groups.  Using 
a multiple  correlation  technic,  the  in- 
vestigators were  able  to  demonstrate  the 
symptom  and  behavioral  characteristics 
which  showed  most  correlation  with  signs  of 
improvement.  Multi-institutional  services 
will  be  used  more  and  more  in  clinical 
pharmacology  to  study  the  effects  of  drugs 
on  physiologic  functions  on  the  one  hand 
and  on  the  course  of  disease  on  the  other. 

Drug  metabolism.  Drug  metabolism 
is  the  chief  area  in  which  clinical  phar- 
macology can  exist  in  its  own  right  in  the 
medical  school  of  the  future.  Within  the 
framework  of  the  university  hospital,  the 
division  of  clinical  pharmacology  will  be 
responsible  for  setting  up  qualitative  and 
quantitative  analytical  procedures  for  meas- 
uring drug  levels  in  blood  and  other  tissue 
fluids.  Biochemical  studies  of  drug  metab- 
olism in  man  are  useful  in  providing  in- 
formation about  rates  of  absorption  and 
excretion  of  drugs  and  duration  of  ther- 
apeutic blood  levels.  Also,  failure  to 
attain  therapeutically  active  concentra- 


tions of  a drug  is  a much  more  convincing 
method  of  demonstrating  lack  of  thera- 
peutic effect  in  conditions  such  as  angina 
pectoris  than  double-blind  clinical  trials 
which  are  difficult  to  interpret. 

Pharmacogenetics.  Within  the  past 
ten  years,  geneticists  have  introduced  the 
term  “pharmacogenetics”  for  the  study  of 
the  influence  of  heredity  on  pharmacologic 
responses.  The  hereditary  nature  of  cer- 
tain drug  idiosyncrasies  in  man  has  been 
demonstrated.  The  pedigree  of  rapid  and 
slow  inactivators  of  isoniazid,  for  example, 
has  been  described  in  several  families. 

But  pharmacogenetics  is  much  more  than 
the  study  of  family  trees.  Various  heredi- 
table  factors  in  man  have  been  recognized 
by  the  use  of  drugs.  Kalow9  observed 
that  certain  individuals  were  very  sensitive 
to  the  neuromuscular  blocking  action  of 
succinylcholine.  Such  patients  had  an 
abnormally  prolonged  period  of  respiratory 
paralysis  in  response  to  the  drug.  Kalow 
related  the  increased  sensitivity  to  succinyl- 
choline to  low  serum  cholinesterase  activity 
in  these  patients  and  found  that  the  pop- 
ulation could  be  divided  into  3 phenotype 
groups  according  to  their  serum  cholines- 
terase activity. 

In  the  past,  pharmacologists  have  been 
primarily  concerned  with  continuous  varia- 
tions and  average  responses,  and  they  have 
neglected  the  problems  of  dealing  with 
discontinuous  variables.  In  the  future, 
geneticists  will  be  called  on  to  apply  their 
mathematical  and  statistical  procedures  to 
the  study  of  discontinuous  variations  en- 
countered in  clinical  pharmacology. 

Quantitative  clinical  pharmacology. 
Biostatistical  procedures  which  have  been 
developed  in  recent  years  will  be  used  more 
extensively  in  1977  than  they  are  now. 
Sequential  analytical  trials  are  only  begin- 
ning to  be  used  in  assessing  drug  effective- 
ness.10 In  its  most  familiar  form,  sequen- 
tial analysis  is  applied  to  assess  the  relative 
merits  of  two  forms  of  treatment.  A series 
of  qualitative  preferences  of  one  treatment 
over  another  is  collected  and  plotted  se- 
quentially as  each  comparison  becomes 
known.  Not  so  familiar  is  the  application 
of  sequential  designs  to  continuous  meas- 
urements. Sequential  analysis  may  be 
performed  on  the  differences  between  paired 
responses  which  are  graded  in  character. 
The  analysis  is  performed  on  the  cumula- 
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tive  sum  of  the  differences  in  two  forms  of 
therapy. 

In  the  past,  those  interested  in  biologic- 
standardization  have  focused  their  atten- 
tion on  the  midpoint  of  the  dose-response 
curve.  Methods  for  calculating  the  ED50 
and  LD60  of  a drug  are  well  established, 
but  the  tops  and  bottoms  of  the  dose- 
response  curves  have  been  largely  ne- 
glected. These  parts  of  the  curves  are 
important  to  physicians  who  need  to  know 
the  doses  of  drugs  which  are  expected  to 
produce  maximal  therapeutic  responses, 
particularly  in  the  treatment  of  patients 
with  advanced  disease. 

The  term  therapeutic  efficacy  was  intro- 
duced by  Gold11  to  indicate  the  degree  of 
response  to  be  expected  from  a given 
agent.  Recently,  statistical  methods  for 
measuring  relative  therapeutic  efficacy  of 
drugs  have  been  described.1112  In  the 
future,  we  may  expect  greater  attention  to 
the  relatively  unexplored  plateaus  of  the 
dose-response  curves  of  most  drugs. 

Summary 

Some  of  the  interests  of  the  clinical 
pharmacologists  of  the  future  are  depicted 
in  Figure  2.  By  1977  clinical  phar- 
macology will  be  directed  to  the  study  of 
the  long-term  effects  of  drugs  on  physiologic 
and  pathologic  processes  in  man.  Ex- 
ternal monitoring  devices  will  be  introduced 
to  record  biochemical  and  physiologic 
phenomena  continuously  over  long  periods 
of  time  and  to  evaluate  the  effects  of  drugs 
in  conditions  where  vascular  catheterization 
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and  other  instrumentation  is  impossible. 

Greater  attention  will  be  paid  in  the 
future  to  discontinuous  variables  in  ex- 
plaining drug  idiosyncrasies  and  phar- 
macogenetics will  become  an  important 
branch  of  clinical  pharmacology.  Problems 
in  quantitative  clinical  pharmacology  will 
require  new  concepts  of  statistical  analysis. 
By  1977  new  drugs  will  be  quantitated  in 
terms  of  therapeutic  efficacy  as  routinely 
as  they  are  now  compared  in  terms  of 
milligram  potency. 
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At  least  partial  answers  are  to  be  found  in 
forces  already  set  in  motion.  As  a lawyer, 
I can  seek  the  answers  with  temerity  much 
more  so  than  if  I were  a seer,  economist, 
biostatistician,  actuary,  or  other  pro- 
fessional projectionist. 

A few  statistics  will  be  helpful  to  develop 
the  picture.  For  these,  I have  relied  on 
the  1965  Report  of  the  Advisory  Council  on 
Social  Security  and  some  general  reference 
data. 

In  the  last  twenty -five  years,  all  aspects 
of  the  cost  of  medical  care  have  soared.  It 
is  significant,  however,  that  the  share  of  the 
medical  care  dollar,  accounted  for  by  pre- 
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I scription  drugs,  has  declined  to  the  lowest 
point  in  a decade.  Now  such  drugs 
represent  only  9.8  cents  of  such  dollar, 
down  from  nearly  twelve  cents  in  1944. 
Medical  care  costs  have  increased  from 
$3  billion  in  1940  to  over  $28  billion  in 
1965,  or  slightly  over  $1  billion  a year.  On 
such  basis,  by  1977  they  should  exceed  $40 
billion  a year.  The  sharpest  rise  has  been 
for  hospital  care.  It  has  been  over  500  per 

Scent.  The  next  ten  years  will  still  see 
hospital  costs  rising  at  the  fastest  pace. 

JBut  increases  in  the  cost  of  medical  care 
will  not  be  confined  to  hospitals  alone. 
All  other  aspects  of  medical  care  will  be 
affected.  And  they  will  come  at  a time 
when  consumer  income  should  have  in- 
creased; when  the  population  will  have 
risen  from  its  present  level  of  about  200 
million  to  over  230  million;  and  when 
almost  70  per  cent  of  the  total  population 
of  the  United  States  will  have  some  en- 
titlement to  having  its  medical  care  costs 
financed,  in  whole  or  in  part,  with  Federal 
funds. 

What  are  some  of  the  other  things  that 
have  happened  and  are  happening  that 
will  help  shape  the  future?  For  these  we 
have  to  look  no  further  than  the  record  of 
recent  Congresses.  There  we  find  passage 
of  Medicare  and  Title  19  of  the  Social 
Security  Act;  the  Heart  Disease,  Cancer, 
and  Stroke  Amendments,  including  the 
regional  medical  programs;  the  Health 
Professions  Education  Assistance  Act;  the 
Allied  Health  Professions  Personnel  Train- 
ing Act;  Extension  of  Hill-Burton;  pro- 
grams for  the  construction  of  community 

! mental  health  centers  and  community 
facilities  for  the  treatment  of  the  mentally 
retarded;  and  a number  of  other  major 
health  programs. 

Each  of  these  reflects  a decision  to  provide 
Federal  assistance  in  the  financing  of  health 
services  for  the  citizenry  of  this  nation. 
Some  relate  directly  to  personal  health 
services,  and  Title  19,  of  course,  was 
in  essence  a huge  expansion,  coverage 
and  numberwise,  of  the  old  public  assist- 
ance programs.  Thus,  we  now  have 
Federal  programs,  among  other  things,  for 
medical  research,  education,  professional 
training  facilities  construction,  and  public 
and  personal  health  services.  Each  stands 
as  a virtual  commitment  for  the  future  and 
for  continued  and  expanded  Federal  in- 


terest and  participation.  Once  undertaken 
as  they  have  been,  they  will  be  scarcely 
abandoned.  Scant  precedent  exists  for 
abandonment  of  Federal  health  programs. 

As  an  example  of  the  direction  that 
Federal  health  legislation  will  take,  let  us 
consider  the  Medicare  program.  True, 
it  differs  in  content  from  the  others  I have 
mentioned,  but  nonetheless  the  demands  to 
expand  it  exist  for  it  as  they  also  do  for 
the  others.  For  this  reason  Medicare  is 
perhaps  as  typical  as  any  other  Federal 
program  in  the  sense  of  its  susceptibility  to 
expansion.  Surely,  no  one  believes  that  it 
will  long  be  left  as  it  is. 

Consider  what  happened  to  retirement 
cash  benefits  under  the  original  Social 
Security  program,  and  then  visualize  what 
forms  the  new  liberalizing  proposals  to 
provide  more  medical  benefits  will  take. 
The  original  program,  as  you  will  recall, 
started  in  1935  and  covered  primarily  only 
those  employes  in  nonagricultural  industry 
and  commerce.  Now  coverage  extends  to 
practically  all  self-employed,  farmers,  do- 
mestics, government  employes,  and  even 
members  of  the  Armed  Forces.  Today 
more  than  90  per  cent  of  persons  in  paid 
employment  are  covered.  The  scope  of  the 
program  also  grew.  When  it  began,  as  I 
have  noted,  only  cash  benefits  at  retirement 
were  covered.  Now  provision  is  made  for 
monthly  benefits  to  dependents  and  to  sur- 
vivors, lump  sum  benefits  when  the  in- 
sured person  dies,  disability,  and  medical 
benefits.  Even  the  age  has  been  lowered 
from  sixty -five  to  sixty -two. 

The  avenues  by  which  the  Social  Security 
Act  have  been  modified  and  liberalized  are 
worth  thinking  about.  Even  now,  bills 
are  before  the  Congress  to  increase  the 
scope  of  medical  benefits  and  to  reduce  the 
age  for  beneficiaries.  If  the  past  record 
of  Social  Security  liberalization  is  a herald 
of  the  future,  some  new  demands  will  ul- 
timately be  successful.  The  1965  Report 
of  the  Advisory  Council  on  Social  Security, 
to  which  I have  already  referred,  should 
shed  light  on  what  an  expert  group  feels  is 
needed.  The  Council  would  provide  for 
older  or  disabled  workers  and  expansion  of 
insured  coverage  in  the  following  areas: 
greater  inpatient  hospital  benefits,  sufficient 
to  meet  the  cost  of  inpatient  hospital  serv- 
ices for  the  full  stay  of  almost  all  benefici- 
aries; payment  for  the  costs  of  outpatient 
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hospital  diagnostic  services;  the  cost,  for 
certain  periods  of  time,  of  post-hospital- 
ization extended  care  services  in  extended 
care  facilities  which  are  under  the  control  of 
a hospital  or  have  an  affiliation  with  a 
hospital,  and  which  are  designed  primarily 
to  render  convalescent  and  rehabilitative 
services;  and  more  fully  organized  home 
nursing  services,  including  those  of  hospital 
interns  and  residents  in  training. 

Thus  far,  the  Council  recommends  that 
these  added  benefits  should  be  subject 
to  a small  deductible  amount  and  that  a 
new  specially  earmarked  tax  on  earnings 
would  be  required  to  finance  them.  Such 
funds  would  be  kept  separate  from  the 
taxes  collected  that  now  finance  the  benefits 
provided  by  the  existing  Social  Security 
program. 

The  Congress  is  not  only  considering  the 
Advisory  Council’s  recommendations,  but 
it  has  before  it  a score  or  more  bills  that 
would  add  payment  for  drugs  under  Part  B 
of  Medicare,  that  is  to  say  to  add  drugs  to 
the  out-of-hospital  part  of  the  program. 

They  will  not  be  added  as  fast  as  you 
can  say  Murray-Wagner-Dingell,  but  the 
chances  are  almost  certain  it  will  be  much 
sooner  than  the  decade  away  we  are  con- 
sidering, certainly  faster  than  it  took  to  pass 
Medicare.  Some  of  these  bills  would  in- 
ject new  restrictive  requirements  detri- 
mental to  the  public,  to  medicine,  to  phar- 
macy, and  to  industry.  Such  requirements 
could  lead  to  compulsory  generic  prescribing 
and  dispensing  as  a condition  for  government 
reimbursement  toward  the  cost  of  prescrip- 
tion drugs.  This  is  bad  legislation  which 
we  will  fight  as  hard  and  as  long  as  it  takes 
to  defeat  it.  In  this  fight  we  are  supported 
by  medicine,  by  all  segments  of  the  phar- 
maceutical industry  except  for  one  national 
pharmaceutical  organization,  by  whole- 
salers, and  others.  With  our  friends’  help, 
we  expect  to  win  the  fight  against  this  re- 
strictive legislation.  Other  bills  would  tie 
Federal  reimbursement  to  the  lowest  cost 
so-called  “generic  equivalent.”  These  bills 
also  are  bad  bills  and  have  our  attention 
and  opposition.  Yet,  others  carry  the  stick 
of  generic  persuasion,  and  these  too  we 
oppose.  Still  others  would  merely  make 
prescribed  drugs  under  Part  B a new  bene- 
fit. These  have  the  best  chance  of  en- 
actment. 

By  citing  the  example  of  Medicare,  which 


is  a personal  health  service  program,  I do 
not  mean  to  convey  the  impression  that  it 
is  the  only  one  suitable  for  program  ex- 
pansion. The  Hill-Burton  program  is  an 
excellent  example  of  program  expansion 
involving  the  construction  of  facilities.  It 
started  over  twenty  years  ago  to  cause  the 
construction  of  more  hospitals  throughout 
the  United  States.  Later  the  original 
program  was  amended  to  produce  long-term 
care  facilities,  diagnostic  facilities,  and 
public  health  facilities.  And  no  end  to 
Hill-Burton  is  in  sight.  In  fact,  the  con- 
tinued growth  in  our  population  and  the 
trend  toward  more  institutionalized  med- 
ical care  insures,  certainly  for  the  fore- 
seeable future,  the  continuation  of  this  con- 
struction program. 

In  light  of  the  experience  of  Social 
Security  and  of  Hill-Burton,  and  the  evolv- 
ing expansion  of  both  over  the  years,  it 
would  seem  most  likely  that  the  Federal 
government  will  continue  for  the  next 
decade  ahead  (1977)  on  the  road  it  has 
already  charted.  In  other  words,  we 
should  see  the  Federal  government  to  an 
increasing  degree  trying  to  bring  about  the 
institutionalizing  of  more  health  services 
and  continuing  to  provide  financial  support, 
in  increasing  amounts,  for  medical  research, 
medical  education,  other  professional  train- 
ing, facilities  construction,  and  professional 
health  services. 

Support  should  continue  for  the  programs 
I have  previously  mentioned,  and  indeed 
we  should  expect  such  programs  to  be  ex- 
panded in  various  ways.  Our  rapid  grow- 
ing population  presents  unique  manpower 
problems,  needs  for  new  medical  schools, 
and  greater  research  to  further  develop 
our  base  of  scientific  knowledge,  so  that 
the  methods  and  quality  of  medical  care 
will  be  able  to  continue  to  grow.  Increas- 
ing support  seems  to  be  developing  for  the 
“preventicare”  program  whose  leading 
sponsor,  until  his  untimely  death,  was 
Representative  John  E.  Fogarty  (Dem- 
ocrat, Rhode  Island).  This  would  be  a 
program  by  which  Federal  aid  would  be 
provided  to  assist  in  establishing  and 
operating  regional  community  and  adult 
health  protection  centers.  These  centers 
would  make  use  of  computerized  tests  and 
initial  diagnosis  and  would  be  designed  to 
provide  specialized  treatment  concerning 
the  health  problems  of  the  aged.  While 
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it  is  not  proposed  as  a part  of  Medicare  or 
of  Title  19,  nonetheless,  its  emphasis  would 
be  on  the  aged. 

Conclusion 

Existing  and  current  proposals  will  bear 
importantly  on  future  developments.  As 
I have  indicated,  I believe  we  can  expect 
the  Federal  government  to  increase  its 
commitments  to  education,  research,  pro- 
fessional training,  and  facilities  construc- 
tion. And,  no  doubt,  to  move  strongly  into 
other  areas  whose  problems  are  just  be- 
coming familiar  to  us,  such  as  environ- 
mental contamination. 

The  implications  of  all  these  develop- 
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On  February  17,  1956,  toward  the  end 
of  the  most  productive  decade  in  the  phar- 
maceutical industry’s  history,  how  many  of 
you  would  have  projected  for  the  next  ten 
years,  1956-1966,  that  new  product  intro- 
ductions, such  as  new  single  chemicals, 
would  be  down  by  more  than  half;  new 
compounds  down  75  per  cent;  total  new 
products  down  75  per  cent;  and  the  number 
of  companies  introducing  new  products 
down  50  per  cent? 

This  emphasizes  the  difficulty  of  our 
task  today,  which  is  to  try  to  suggest  what 
ethical  advertising  and  promotion  and  the 
atmosphere  surrounding  it  may  be  like  in 
1977.  One  decade.  This  is  a large  chunk 
of  a man’s  life — but  an  infinitesimal  slice 
of  man’s  progress  in  time. 

Just  as  it  is  easier  to  tell  you  what  is  going 
to  happen  in  1977  than  to  tell  my  wife  what 
time  I am  going  to  be  home  tonight,  so  it 
would  be  easier  to  tell  you  what  is  going 
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ments  are  being  felt,  if  modestly,  now. 
They  will  be  in  full  flower  a decade  hence, 
and  they  will  probably  multiply.  I think 
those  implications  are  clear.  We  have,  and 
we  shall  continue  to  have,  a pervading, 
growing,  and  aggressive  Federal  involve- 
ment in  every  facet  of  medicine  from 
schoolroom  to  laboratory,  from  examining 
room  to  nursing  home,  and  from  drug  plant 
to  pharmacy  counter. 

The  question  we  cannot  answer  now  is 
how  beneficial,  or  how  harmful,  that 
Federal  influence  will  be.  We  should  not 
wait  for  the  answer  to  come;  rather,  we 
must,  if  it  is  to  be  a favorable  one,  help  in- 
fluence its  drafting.  And  that  is  going  to 
be  quite  a chore. 

to  happen  in  the  twenty-first  century  than 
it  is  to  tell  you  what  is  going  to  happen  in 
1977. 

For  example,  if  we  were  to  go  ahead 
thirty-five  years,  we  would  be  in  the  year 
2002  of  the  twenty-first  century.  What 
miracles  that  span  of  time  would  allow  us 
to  open  up!  Moreover,  I will  either  be 
dead  then  or  certainly  I will  not  be  held 
accountable  for  what  I say  today. 

Any  decade,  or  what  happens  in  any 
decade,  can  change  the  world.  Ten  years 
ago  today  none  of  us  had  ever  heard  of 
Sputnik,  much  less  orbiting  men  into  space. 
Ten  years  may  significantly  change  an  in- 
dustry. Ten  years  ago  Senator  Estes 
Kefauver  had  not  even  indicated  interest 
in  the  pharmaceutical  industry. 

The  past  and  the  present  are  our  only 
guides  to  the  future.  Let  us  then  look 
back,  starting  thirty-five  years  ago,  in 
1932,  when  some  of  you  were  not  born  and 
when  the  rest  of  us  were  sure  that  civiliza- 
tion was  about  to  end  in  the  Great  De- 
pression. 

In  1932  the  first  issue  of  Modern  Medicine 
was  published.  A brief  glance  at  some  of 
the  advertisements  in  that  issue  will  show 
a Bilipusol  advertisement — one  of  the 
useful  products  available  at  the  time.  Of 
course,  this  medical  specialty  no  longer 
exists,  an  unlamented  casualty  of  the  anti- 
biotics era.  Another  is  a Holland-Rantos 
advertisement  with  the  headline  “HR  Dia- 
phragms are  Boilable.”  One  of  my  col- 
leagues asked  me,  “In  vitro  or  in  vivo?” 
Then  we  have  a Smith  Kline  & French  Lab- 
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oratories  insert.  Here’s  a phenomenon, 
a two-page,  four-color  insert  in  1937,  when 
even  two-color  single  page  advertisements 
were  daring  and  advertising  managers 
were  questioned  for  using  “bleed.” 

Decade  1947-1957 

Now,  1947.  It  was  this  decade,  roughly 
between  1947  and  1957,  that  established 
the  American  pharmaceutical  industry  as 
the  world’s  greatest  producer  of  outstand- 
ing specialty  products  such  as  Butazolidin, 
Benadryl,  Pyribenzamine,  Chloromycetin, 
Compazine,  Dramamine,  Thorazine,  Cor- 
tone,  Selsum,  Meticorten,  Gantrisin,  Ter- 
ramycin,  Aureomycin,  Miltown,  Isuprel, 
and  polio  vaccine — the  antibiotics,  the 
antihistamines,  the  tranquilizers,  sulfona- 
mides, the  corticosteroids,  the  anti-in- 
flammatory agents,  psychostimulants  and 
even  drugs  to  combat  motion  sickness  and 
dandruff. 

There  has  never  been  a decade  like  it. 
It  was  filled  with  excitement  and  triumph 
unparalleled  so  far  in  the  development  of 
pharmaceuticals  for  the  saving  of  life  and 
for  the  alleviation  of  pain  and  suffer- 
ing among  millions.  Medical  advertising 
changed  drastically  at  the  very  beginning 
of  the  decade  and  continued  to  change  and 
improve  throughout  the  ten  years. 

Manufacturers  and  their  professional 
agencies  realized  their  responsibility  to  keep 
physicians  abreast  of  the  rapid  therapeutic 
developments.  Communications  boomed. 
Clinical  investigations  increased.  More 
and  more  papers  were  written.  More 
symposia  were  held.  Numbers  of  con- 
ventions and  numbers  of  detailmen  ex- 
panded. More  to  read;  more  to  see; 
more  to  digest  for  the  physician — and  his 
patient  load  became  ever  heavier. 

Advertising  was  a prime  factor  in  keep- 
ing physicians  informed  and  in  persuading 
them  to  use  the  manufacturer’s  products. 
The  competition  in  those  days  was  quite 
plain.  For  each  manufacturer  it  was 
the  other  pharmaceutical  manufacturer; 
for  each  professional  agency  it  was  the 
other  professional  agency.  Yet  even  then 
there  were  regulatory  bodies  such  as  FDA 
(Food  and  Drug  Administration).  AMA 
(American  Medical  Association),  and  so 
on.  Also  there  were  critics. 

That  decade’s  advances  were  not  du- 


plicated in  the  next  decade.  And  I do  not 
think  they  will  be  surpassed  in  future 
decades,  if  we  succumb  to  our  own  fears  and 
our  inability  or  timidity  to  speak  out  for 
what  we  believe  in. 

Decade  1957-1967 

The  1957-1967  decade  began  with  a 
fine  year  for  new  products.  Looking  at  a 
few  in  their  1957  journal  advertisement 
form,  we  have  the  advertising  for  Darvon, 
which  at  that  time  was  the  first  new  anal- 
gesic in  many  years.  Then  we  have 
Orinase,  the  drug  that  has  markedly 
altered  diabetic  therapy.  And  then,  Diuril, 
which  truly  heralded  a major  advance  in 
diuretic  therapy.  It  was  the  forerunner 
of  many  agents.  Enovid  was  introduced 
as  a progestational  agent,  but  several  years 
were  to  pass  before  it  would  be  accepted, 
much  less  marketed,  as  an  oral  contra- 
ceptive. 

There  were  other  important  products 
introduced  during  the  first  half  of  the 
decade — Declomycin,  Librium,  Povan,  and 
Fulvicin.  The  pharmaceutical  industry 
was  still  surging  ahead  and  patients 
throughout  the  world  benefited.  And  the 
struggle  among  manufacturers  for  the 
physician’s  attention  continued  to  increase. 

During  the  1947-1962  decade  and  a half, 
as  new  therapeutics  multiplied;  as  journal 
advertising,  direct  mail,  conventions,  and 
so  on,  increased;  as  more  papers  appeared; 
and  as  new  technics  were  discovered  there 
were  other  important  developments. 

First,  the  general  practitioner,  the  sym- 
bol of  stability  in  the  world  and  in  medicine, 
was  turning  to  specialty  practice  in  in- 
creasing numbers.  Some  have  questioned 
the  rapidity  of  this  trend  but  it  is  hard  to 
dispute.  The  Millis  report  tells  us  that 
in  1931,  84  per  cent  of  all  physicians  in 
private  practice  said  they  were  general 
practitioners.  By  1950,  this  was  reduced 
to  45  per  cent.  In  1965  it  was  37  per  cent 
and  the  trend  continues. 

Second,  the  population  was  shifting  or 
the  land  beneath  it  was  changing  so  that 
today  the  truly  rural  or  farm  areas  con- 
tain only  6 per  cent  of  our  population. 
Megalopolis  rules!  This  means  high  con- 
centration of  physicians  in  urban  areas. 

Third,  in  the  speed  and  confusion  of 
communications,  in  the  comparative  corn- 
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fort  and  supposedly  slick  transportation 
of  Megalopolis,  the  physician  found  to- 
getherness— the  unity  that  is  strength, 
the  specialists  in  those  things  he  did  not 
specialize  in;  the  availability  of  equipment 
and  other  facilities  he  could  not  afford  in 
private  practice.  Also,  this  has  enabled 
him  to  change  one  vital  part  of  the  doctor- 
patient  relationship,  who  goes  to  see  whom. 

In  the  middle  years  of  the  decade,  as 
these  changes  were  occurring,  the  hearings 
of  the  Kefauver  Committee  were  held. 
But  after  all  the  testimony  was  over  and 
the  millions  of  words  “for  and  against”  were 
bound  and  shelved,  the  Kefauver-Harris 
Drug  Act  came  before  the  Congress.  Its 
future  seemed  precarious.  Then  light- 
ning struck!  Thalidomide!  The  drug  act 
was  passed  as  emotionally  as  it  was  unan- 
imously. 

Suddenly  advertising  became  documen- 
tation, supportive  evidence,  full  disclosures, 
brief  summaries,  fair  balance,  and  so  forth. 
But  we  were  learning  to  live  with  and  cope 
with  the  problems. 

The  second  half  of  this  remarkable 
decade  saw  the  introduction  of  all  the 
currently  marketed  oral  contraceptives — 
as  well  as  Indocin,  Gantanol,  Lasix,  and 
Valium. 

So  much  for  history. 


The  future-1977 

Now  to  the  future  and  what  it  may  hold. 
Sometimes  history  is  dormant  for  dec- 
ades or  apparently  so,  only  to  explode 
unexpectedly  in  days,  hours,  or  minutes. 
So  it  is  with  advances  in  medicine  and  in 
communication.  Penicillin  stayed  in  a 
Petri  dish,  so  to  speak,  for  twelve  years 
before  it  was  rescued  and  put  to  work. 
By  comparison,  the  antihistamines,  other 
antibiotics,  and  the  corticosteroids  were 
quickly  established  commercially.  In  other 
words,  something  may  occur  tomorrow 
which  will  change  the  whole  course  of  our 
history. 

Here  is  what  I think  is  going  to  happen. 
Despite  the  great  changes  that  may  be 
made  in  television,  radio,  and  other  elec- 
tronic media  and  despite  anticipated 
changes  in  medical  practice,  I think  that 
the  printed  word  will  still  be  the  medical 
advertiser’s  most  potent  medium  in  1977. 


I think  direct  selling  will  remain  the  main 
promotional  medium. 

There  may  be  fewer  journals,  but  journal 
advertising  in  1977  will  have  increased. 
Perhaps  today  we  have  what  might  be 
considered  a contradiction  of  this  predic- 
tion— the  first  new  publication  of  1967 
which  is  called,  FDA  Papers.  Can  it  be 
possible  that  by  1977  or  sooner  this  publica- 
tion will  accept  or  even  solicit  advertising 
from  pharmaceutical  manufacturers? 

When  we  talk  about  the  future  most  of 
us  tend  to  dwell  on  the  exciting,  the  ex- 
traordinary, and  the  unusual  rather  than 
the  probable  which  in  itself  may  be  exciting, 
extraordinary,  and  unusual.  The  advances 
that  the  next  ten  years  will  bring  in  se- 
lectivity of  audience  and  of  media  will 
probably  be  great,  in  fact  so  great  that  we 
may  find  it  difficult  to  keep  up  with  the 
diversity  of  audience  choices  available  to 
us,  no  matter  which  media  we  decide  to  use. 

By  1977  closed  circuit  pharmaceutically 
sponsored  television,  particularly  in  hos- 
pitals, will  have  become  more  important 
and  more  widely  used.  However,  the  cost 
of  this  medium,  which  is  going  down,  may 
remain  a serious  problem. 

FM  radio,  a far  less  costly  medium,  and 
one  so  far  little  used,  could  be  the  “sleeper” 
of  the  next  decade.  It  can  reach  a wide 
medical  audience  on  a national  or  local 
basis  and  offers,  in  addition,  the  immediacy 
of  the  morning’s  newscast. 

During  the  decade,  hopefully,  manu- 
facturers will  have  successfully  challenged 
the  government  in  the  courts  on  certain 
aspects  of  their  policies  and  practices. 

Generic  equivalency,  questioned  by  man- 
ufacturers and  the  FDA  alike,  will  con- 
tinue to  be  a serious  question  and  further 
studies  will  be  required.  Even  today, 
there  are  so  many  doubts  about  this  that 
the  best  known  generic  house  has  begun 
to  use  brand  names  in  an  attempt  to  “solve” 
the  problem. 

Now  a word  about  regulations  or  re- 
strictions. Restrictions  are  nothing  new  to 
any  of  us,  particularly  not  to  creative 
persons.  The  sentence,  for  example,  is 
one  of  the  most  restrictive  forms  of  ex- 
pression known  to  man.  Some,  such  as 
that  beloved  character  Casey  Stengel, 
never  conquer  it.  This  is  equally  true  of 
the  drawing  board.  So  the  restrictions, 
themselves,  so  long  as  they  are  understand- 
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able  and  within  reason,  are  not  the  major 
problem.  It  is  the  opinion  that  poses  as  a 
restriction  or  regulation  that  causes  the 
difficulty.  Too  many  verbal  opinions, 
solicited  or  unsolicited,  have  been  given 
and  interpreted  as  legal  regulations.  They 
are  not.  I am  sure  that  such  opinions  will 
be  sharply  curtailed  in  the  future,  par- 
ticularly those  that  come  from  the  speaker’s 
platform. 

The  pharmaceutical  manufacturers  have, 
over  the  past  decades,  been  a major  source 
of  information  for  physicians  on  phar- 
maceutical products  and  new  develop- 
ments. They  have,  therefore,  been  im- 
portant in  influencing  prescribing  habits. 
In  the  last  few  years  new  sources  have 
exerted  an  influence.  Publications  such 
as  the  Medical  Letter,  groups  such  as  hos- 
pital formulary  committees,  legislative 
bodies,  and  professional  associations  have 
exerted  influences  of  their  own. 

Since  1965  the  Federal  government  has 
become  increasingly  important  among 
these  groups — nor  has  it  influenced  the 
physician  only,  its  influence  has  carried 
over  to  the  general  public  through  zeal- 
ousness of  the  lay  press.  By  many  methods, 
such  as  withdrawal  of  a product,  seizure, 
the  power  implicit  in  acceptance  or  rejec- 
tion of  new  drug  applications,  and  speeches 
prerecorded  for  the  medical  and  lay  press, 
the  FDA  has  started  to  exert  such  a strong 
influence  that  pharmaceutical  manufac- 
turers must  regard  this  regulatory  body  as 
a competitor  in  the  effort  to  inform,  remind, 
and  persuade  physicians  about  ethical 
pharmaceuticals. 

This  competition  does  not  come  in  the 
form  of  advertising.  Generally,  I guess 
we  can  classify  it  as  public  relations  and  the 
Food  and  Drug  Administration  certainly 
has  done  a remarkable  job  in  this  respect. 

Let  me  give  you  one  instance  of  what 
I mean.  In  the  past  year  several  phar- 
maceutical products  have  been  seized  by 
the  FDA.  In  each  case  a news  item  re- 
garding the  seizure  has  appeared  in  the 
nation’s  press.  When  the  public  reads 
about  the  seizure  of  a product,  the  majority 
immediately  believe  the  product  has  been 
condemned  as  unsafe  or  ineffective.  Of 
course,  this  is  not  the  case  at  all.  The 
act  of  seizure  is  not  synonymous  with  the 
removal  of  the  drug  from  the  market.  Ac- 
tually, only  a few  bottles  of  the  drug  are 


taken  by  Federal  agents  and  physicians 
may  continue  to  prescribe  it.  Yet,  the 
word  “seizure”  sounds  so  serious  that 
the  lay  public  and  even  some  physicians 
are  confused  as  to  its  true  meaning. 

This  is  the  sort  of  competition  with  which 
we  are  now  faced,  and  to  me  it  indicates 
quite  clearly  that  our  industry  must  find 
some  way  of  placing  before  the  profession 
and  the  public  the  facts  of  what  really  is 
going  on. 

Now  let  me  summarize  my  predictions 
for  the  decade  1967-1977: 

1.  Print  will  remain  the  most  potent 
medical  advertising  medium. 

2.  Direct  selling  will  remain  the  most 
potent  promotional  medium. 

3.  There  will  be  fewer  journals  but 
more  pages  will  be  used. 

4.  Great  advances  will  be  made  in 
audience  and  media  selectivity. 

5.  Pharmaceutically  sponsored  closed 
circuit  television  will  increase  but  cost 
may  remain  a deterrent. 

6.  FM  radio,  at  low  cost  and  broad  or 
selective  coverage,  could  be  the  “sleeper”  of 
the  decade. 

7.  Question  of  generic  equivalency  will 
remain  a problem  with  more  studies  being 
instituted. 

8.  Advertising  regulations  will  be  clar- 
ified. 

9.  Platform  pronouncements  that  might 
be  misinterpreted  as  regulations  will  be 
curtailed. 

10.  Manufacturers  will  reach  the  pro- 
fession and  the  public  as  effectively  as  some 
of  their  new  competitors  have. 

11.  There  will  be  a possible  decline  in 
the  number  of  new  pharmaceutical  prod- 
ucts and  a chance  of  a rise  in  the  second 
part  of  the  decade. 

12.  There  will  be  greater  use  of  audio- 
visual materials. 

13.  Major  advances  in  the  field  of 
bioengineering  will  occur. 

14.  Development  of  ethical  companies’ 
over-the-counter  products  will  increase. 

15.  A much  closer  relationship  between 
manufacturers  and  their  professional  agen- 
cies will  be  evident. 

These,  then,  are  the  predictions.  But 
remember  this,  and  remember  it  well,  how 
we  will  be  advertising  and  promoting  in 
1977  depends  on  what  we  do  now.  Re- 
member in  Julius  Ceasar  the  words  of 
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Cassius,  “The  fault,  dear  Brutus,  is  not 
in  our  stars  but  in  ourselves.  . If  we 
believe  in  what  we  are  doing,  if  we  have 
faith  in  it,  we  must  be  courageous  in  de- 
fending it  and  positively  aggressive  in 
establishing  it. 

We  must  beware  of  one  thing — making 
concessions  in  individual  cases  which  “don’t 
matter  now”  but  in  generalized  form  will 
establish  precedents.  For  example,  James 
L.  Goddard  M.D.,  has  stated,  and  his 
statement  has  been  reported,  that  the  FDA 
i does  not  want  to  pre-clear  advertising. 
Indeed,  he  has  gone  so  far  as  to  say  he  does 
not  have  the  staff  with  which  to  do  it. 
Yet  there  are  some  advertisers  in  this  field 

The  Medical  Writer  in  1977 

FREDERICK  SILBER 
New  York  City 
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|t  seems  quite  clear  that  the  counter- 
revolution against  the  dictatorship  of 
science  fiction  has  set  in.  One  has  only  to 
look  at  the  devilish  plot  behind  this  pro- 
gram— a conspiracy  to  make  us  think  in 
decades  instead  of  centuries,  or  even  half- 
centuries.  The  science-fictioneers  took 
power  with  the  advent  of  Sputnik  and  im- 
mediately ordained  that  we  must  hence- 
forth think  in  terms  of  light-years.  This 
we  have  sullenly  attempted  to  do,  praying 
all  the  while  for  a liberator.  And  now  we 
have  one.  Of  course  we  cannot  rule  out 
the  possibility  that  the  dictators  themselves 
I have  concocted  this  scheme  as  a form  of 
torture  or  a test  of  our  loyalty.  But  if  it 
must  be  a decade,  then  let  us  become  deca- 
I dent  and  get  to  it. 

But  not  before  one  more  introductory 
j foray  which  is  borrowed  from  the  medical 
poet-laureate,  Richard  Armour’s  “The 
Medical  Muse.”*  The  title  of  this  salvo 
is,  “Nurse,  Hand  Me  My  Oil  Can.” 

Will  automation  do  away 

Presented  at  Medical  Communications  Day,  New  York 
City,  February  17,  1967. 

* Published  by  McGraw-Hill  Book  Company,  1963. 


who  still  “just  want  to  show  advertising 
to  the  FDA  in  advance,  to  kind  of  get  an 
idea  as  to  what  the  reaction  might  be.” 

If  this  keeps  up,  I will  tell  you  what  the 
reaction  will  be  very  soon.  It  will  be  short 
and  simple.  “They  want  pre-clearance. 
Okay,  we  will  give  them  pre-clearance.” 
And  then,  my  friends,  watch  out! 

If  we  establish  negative  precedents,  we 
will  be  lost.  That  is  why  it  is  important 
now  to  take  positive  action,  to  work  for 
what  we  believe  in.  Because  the  only 
accurate  prediction  anyone  at  this  meeting 
can  make  is  that  seven  years  after  1977 
comes  1984 — when  Big  Brother  will  be 
watching  you. 

With  doctors,  also,  some  fine  day? 

Will  patients  then,  when  they  are  ill, 

Just  press  a button  for  a pill? 

Will  metal  monsters  cut  the  skin 
With  scalpels,  probe  around  within, 

And  having  done  what’s  needed,  then 
Stitch  up  the  patient  once  again? 

If  things  should  come  to  such  a pass, 

With  doctors  mostly  steel  or  brass. 

There  should  be  little  cause  for  rue. 

For  patients  will  be  robots  too. 

In  order  to  picture  what  may  develop 
for  medical  writers  in  the  next  ten  years,  it 
might  be  profitable  to  examine  what  has 
developed  in  the  last  ten.  What  changes 
took  place  between  1957  and  1967  that 
affected  writers  and  the  media  in  which 
they  operated? 

This  was,  first  of  all,  a decade  of  un- 
precedented proliferation  of  material  writ- 
ten for  doctors.  It  saw  newsletters,  news- 
papers, magazines,  films,  television,  radio, 
and  countless  variations  of  these  products 
spring  into  a whirlwind  of  informational 
activity.  Taped  conferences  and  lectures 
were  push-buttoned  into  educational  sound 
while  the  doctor’s  car  beat  a path  from 
home  to  hospital.  Phonograph  records 
gave  the  doctor  quiet  therapeutic  re- 
assurance from  the  foremost  authorities. 
Medical  meetings  were  summarized  and 
highlighted  in  a multitude  of  forms.  And 
all  of  this  had  to  be  written  by  someone 
before  it  reached  the  doctor  in  words, 
sound,  or  picture. 

A corollary  of  this  proliferation  was  a 
tremendous  speedup  in  the  transmission 
of  new  information  from  the  laboratory 
and  the  clinic  to  the  practitioner.  As  we 
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are  fond  of  saying,  the  gap  has  been  stead- 
ily closing,  although  there  must  still  be  a 
gap  or  else  we  would  all  be  out  of  business. 

We  have  seen  also,  in  this  hyperactive 
decade  just  past,  a rapid  cross-fertilization 
of  information  and  new  findings  between 
the  specialists  and  the  generalists.  Com- 
partments to  hold  one  kind  of  knowledge 
for  one  group  and  another  kind  for  others 
have  been  broken  open;  the  contents  of  a 
specialty  journal  are  now  far  more  likely 
to  reach  the  nonspecialist  than  they  were 
ten  years  ago — and  the  specialists  are  tar- 
gets for  all  kinds  of  general  considerations. 

Furthermore,  we  have  seen  the  full  emer- 
gence of  the  science  writer  as  a specialized 
practitioner  in  medical  writing,  and  at 
the  same  time  there  was  a sharp  increase  in 
the  impact  of  medical  and  science  writing 
on  the  public — to  a great  extent  as  a con- 
comitant of  the  professional  information 
explosion. 

Even  with  all  this,  we  are  not  yet  quite 
finished  with  the  last  decade.  Because 
of  the  increased  birth  rate  of  publications 
and  other  written  vehicles  of  information, 
and  the  growth  of  specialized  medical 
writing,  there  has  been  a marked  reaction 
among  professional  audiences,  perhaps  par- 
ticularly among  medical  people,  to  stilted 
and  esoteric  presentations.  Writing  has 
come  down  to  earth,  has  become  more 
journalistic,  if  you  will,  and  briefer.  It 
had  to,  just  to  get  itself  read  in  all  the 
hustle  and  bustle.  And  this  too  has  tended 
to  abolish  the  old  lines  of  demarcation 
between  research  and  practice,  and  even 
between  town  and  gown. 

Finally,  I would  mention  the  electronic 
refinements  of  methods  for  cataloguing 
and  retrieving  information,  which  may  in 
the  next  decade  have  an  unimaginable 
influence  on  medical  writing.  Theodore 
Bernstein  has  said  that  language  should 
be  left  to  evolve  by  itself,  with  the  assist- 
ance of  good  writers  and  editors,  but  the 
chances  of  such  a laissez-faire  evolution 
could  be  significantly  reduced  if  we  have  to 
write  for  the  machines. 

I am  sure  that  this  audience  can  list 
other  factors  from  the  period  of  develop- 
ment 1957 T 967  that  ought  to  be  con- 
sidered in  any  projection  of  medical  writ- 
ing into  the  next  decade.  It  would  have 
been  so  much  simpler  had  this  meeting 
only  been  held  ten  years  ago! 


As  you  can  now  perceive,  it  is  my  in- 
tention to  evade  the  invitation  to  portray 
the  specific  trials  and  tribulations  of  the 
medical  writer  in  1977  and  instead  to  follow 
the  path  of  recent  change  and  try  to  see 
where  it  leads  us. 

We  live  and  write  in  a changing  medical 
environment,  and  this  is  perhaps  one  of  the 
most  important  influences  for  the  im- 
mediate future.  As  the  structure  of  medi- 
cine itself  changes,  the  kinds  of  information 
to  be  conveyed  by  the  writer  must  also 
change.  We  are  witnessing  now  the  be- 
ginning of  big  changes  in  the  relationship 
of  medicine  and  medical  care  to  govern- 
ment, to  insurance  concepts,  to  regional 
complexes,  and  to  the  sources  of  research 
funds.  We  are  seeing  the  unfolding  of  a 
great  debate  about  the  training  of  our 
doctors  for  the  future  and  a more  insistent 
pressure  for  solutions  to  the  problem  of  the 
so-called  “vanishing  general  practitioner.” 
We  are  hearing  more  and  more  about  the 
necessity  for  physicians  to  be  schooled  in 
the  social,  cultural,  and  economic  patterns 
of  the  societies  from  which  their  patients 
come. 

New  emphasis  is  being  placed,  for  the 
best  of  reasons,  on  the  need  for  much 
greater  medical  knowledge  of  our  physical 
surroundings  on  land,  in  the  air,  and  in 
water — a branch  of  medicine  now  accepted 
as  environmental  health.  As  the  com- 
puters roll  out  their  instantaneous  cal- 
culations, we  are  becoming  acutely  aware 
of  our  lag  in  preventive  medicine  and  the 
compulsion  to  do  a better  job  of  education 
for  physicians  as  well  as  for  the  unpro- 
tected public. 

As  we  move  closer  to  the  age  of  super- 
sonic air  travel,  we  realize  that  in  ten  years 
we  will  probably  have  entered  another 
revolution  in  international  relationships. 
And  this  thought  leads  inevitably  to  the 
conclusion  that  doctors  will  have  to  expand 
their  interests  to  other  sciences,  such  as 
physics,  electronics,  engineering,  and  aero- 
space dynamics,  because  the  distinctions 
between  medicine  as  the  diagnosis  and 
treatment  of  bodily  and  mental  ailments, 
and  medicine  as  a science  which  helps  man 
adapt  to  his  changing  environment,  physi- 
cally and  mentally,  are  disappearing. 

The  ever-plaguing  problem  of  population 
growth  will  become  of  urgent  concern  to 
physicians,  as  it  is  only  beginning  to  be 
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now,  and  this  again  relates  to  the  medical 
aspects  of  social,  cultural,  and  economic 
life. 

Let  us  pause  here  for  a moment  to  focus 
on  the  indicators  that  may  give  us  some 
vague  outline  of  the  medical  writer  in  1977. 

He,  or  she,  (sex  probably  is  not  going  to 
change)  will  still  be  a transmitter  of  in- 
formation, writing  in  a clear,  fast-flowing 
style  for  a professional  audience  whose 
scientific  interests  have  burst  out  of  narrow, 
specialized  bounds.  The  writer  will  be 
compelled  by  changes  of  emphasis  to  pay 
far  greater  heed  to  social,  cultural,  eco- 
nomic, and  environmental  factors  as  these 
affect  medical  research  and  practice.  And 
the  medical  viewpoints  of  practitioners  will 
be  increasingly  preventive  and  interna- 
tional. For  those  who  are  inclined  to 
seek  for  hidden  nuances,  let  me  say  right 
here  that  this  entire  presentation  is  based 
on  an  assumption  that  mankind  is  not  going 
to  destroy  itself  by  1977. 

It  would  be  foolhardy  to  suggest  that 
the  major  aims  of  medical  writing  as  they 
exist  today  will  change  in  ten  years.  Doc- 
tors will  still  be  writing  up  their  experiences 
for  the  benefit  of  other  doctors.  There  will 
still  be  a prime  need  for  rapid  reporting  of 
significant  findings  in  research  and  therapy. 
There  will  still  have  to  be  outlets  for  the 
exchange  of  opinions  and  the  development 
of  new  ideas.  And  there  will  still  be  post- 
graduate education,  probably  on  a much 
larger  scale  than  at  present  because  doctors 
will  be  required  to  keep  up  to  date  with 
more  than  just  mere  medicine.  And  so  will 
the  writers. 

Along  with  the  factors  of  change  men- 
tioned earlier  as  occurring  in  the  decade 
1957-1967,  it  should  be  noticed  that 
something  has  happened  to  the  sources  of 
medical  information.  There  are  many 
more  of  them,  and  they  are  more  easily 
accessible  to  the  writer.  Medical  public 
relations  has  become  a big  and  important 
operation  in  hospitals,  clinics,  universities, 
and  of  course  in  government  at  all  levels 
— local,  state,  and  national. 

Today  the  sources  of  information  are 
numerous,  scattered,  often  competing  and 
duplicating,  and  sometimes  even  con- 
tradictory. But  this  is  going  to  change  as 
the  structure  of  medical  practice  and  re- 
search changes.  By  1977  it  is  likely  that 
the  writer  will  be  dealing  less  with  the 


findings  of  individual  investigators  and 
teams  of  investigators,  and  far  more  with 
information  quickly  gathered  from  multi- 
ple sources  and  distilled  to  avoid  duplica- 
tion and  confusion.  As  a flat  prediction, 
I would  say  that  much  of  the  present  com- 
petition for  information  will  be  eliminated, 
and  it  will  be  replaced  by  clarification  and 
interpretation.  In  other  words,  the  in- 
formation transmitted  by  the  writer  will 
be  less  parochial  and  will  thus  attract  the 
interest  of  a much  more  diverse  medical 
audience. 

As  an  exercise  in  the  present  individual- 
ization of  medical  research,  I asked  our 
reference  librarian  at  Medical  Tribune  to 
make  a check-list  of  the  number  of  times 
specific  investigators  were  cited  in  sep- 
arate stories  in  the  course  of  one  year. 
The  list  for  heart  surgery  is  an  illuminating 
example.  Michael  DeBakey,  M.D.,  leads 
it  with  10  stories  attributed  to  him  in  1966; 
C.  Walton  Lillehei,  M.D.,  is  next  with  8. 
Then  come  Denton  Cooley,  M.D.,  (with 
Dr.  DeBakey  at  Baylor)  with  7 and  Adrian 
Kantrowitz,  M.D.,  with  5. 

In  pediatrics  we  found  that  Robert 
Guthrie,  M.D.,  developer  of  the  blood  test 
for  phenylketonuria,  has  6 references  in 
1966  and  Sidney  Gellis,  M.D.,  5.  In 
cardiology,  Irvine  Page,  M.D.,  had  7,  and 
Irving  Wright,  M.D.,  3.  George  Moore, 
M.D.,  was  the  authority  for  7 cancer  stories 
in  1965.  Willem  Kolff,  M.D.,  had  8 
mentions  in  1966  in  artificial  kidney  reports. 

All  of  this  means  an  easier  time  for  the 
automated  information  retriever  and  a 
simplified  existence  for  the  medical  writer, 
who  has  but  to  tap  any  one  of  a few  author- 
ities to  update  the  status  of  research.  But 
our  sources  today  are  still  quite  limited; 
we  tend  to  use  the  accustomed  authorities 
in  our  own  country,  and  the  frame  of  ref- 
erence is  also  confined.  As  the  inter- 
national emphasis  increases  and  central- 
ized research  centers  get  more  and  more 
of  the  money,  the  names  will  tend  to  be- 
come secondary;  the  medical  writer  in 
1977  is  more  likely  to  be  dealing  with 
syntheses  of  experimental  work  from  many 
centers  and  many  lands,  with  the  accent 
on  the  subject  rather  than  on  the  individual 
researchers. 

What  has  been  outlined  thus  far  suggests 
a considerable  process  of  re-education  for 
those  of  us  who  expect  to  last  out  the  next 
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decade,  and  a whole  new  educational  proc- 
ess for  the  medical  writers  just  starting 
their  careers.  Medicare,  Medicaid,  pre- 
ventive medicine,  environmental  health, 
data  processing,  and  regional  complexes — 
such  phrases  point  to  the  broad-ranging 
kind  of  liberal  arts  foundation  that  will 
serve  the  medical  writer  best,  comes  1977. 
And  the  writer  will  have  to  lean  on  many 
scientists  in  many  different  fields  just  to 
write  clearly  about  medicine.  Biophysics 
and  bioengineering  are  only  two  of  the  cur- 
rent indicators  of  the  shape  of  things 
to  come. 

With  all  the  gimmicks  that  we  are  worry- 
ing about  now,  the  subject  of  medicine  ten 
years  hence  will  still  be  the  patient. 
Medical  Tribune  had  the  pleasure  recently 
of  publishing  a cartoon  in  which  the  operat- 
ing room  was  filled  with  machines  and 
wires  and  a number  of  people,  presumably 
technicians;  among  them  wandered  a 
surgeon,  asking  plaintively,  “Does  anybody 
remember  where  we  put  the  patient?” 

The  job  of  the  medical  writer  is  going 
to  remain  centered  on  what  physicians  can 
do  for  people  who  are  sick  or  who  do  not 
want  to  become  sick.  When  the  De- 
Bakeys,  the  Kantrowitzes,  and  the  Kolffs 
have  developed  the  synthetic  heart  that  can 
keep  the  patient  going  indefinitely,  there 
will  be  a thousand  other  problems  left  to 
be  solved.  And  when  everyone  on  earth 
can  be  saved  from  physical  or  mental  ca- 
tastrophe, there  will  remain  the  challenge 
of  preventing  the  catastrophes.  This  is 
why  I feel  very  strongly  that  medical 
writers  must  be  willing  to  accept  a leading 
role  in  public  health  education.  Not  only 
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willing,  but  eager  to  accept  it. 

The  reasoning  for  this  belief  is  simple. 
As  we  see  conquests  of  disease  and  disability 
achieved  in  the  next  few  years,  the  public 
is  going  to  have  to  be  induced,  one  way 
or  another,  to  utilize  the  benefits  of  pre- 
ventive technics.  If  cigaret  smoking  is 
really  a causal  agent  of  lung  cancer,  the 
health  educators  are  obligated  to  do  a much 
more  effective  job  than  is  now  being  done. 
If  immunization  programs  can  save  lives, 
and  do  not,  then  health  education  must  be 
at  fault.  And  who  can  better  support  such 
education  efforts  than  medical  writers? 
It  is  my  conviction  that  we  are  bound  to  be 
called  on  in  the  next  decade  to  contribute 
all  of  our  skills  to  persuade  people  to  use 
the  knowledge  of  medicine  for  their  own 
survival.  If  we  can  look  to  1977  as  a year 
in  which  we  are  a significant  force  in  this 
effort,  we  will  have  cause  for  celebration. 

The  only  way  we  can  anticipate  the  im- 
portant changes  that  lie  ahead  of  us  is  to 
project  them  from  the  recent  history  of 
medical  publishing  and  medical  writing. 
Human  judgment  is  not  going  to  become 
dispensable,  no  matter  how  many  push 
buttons  or  computers  are  inflicted  on  the 
patient.  Clear  and  forceful  writing  will 
be  a necessity  for  a long,  long  while, 
whether  its  function  is  to  inform,  to  educate, 
or  to  facilitate  rapid  retrieval.  In  ten 
years  the  amount  of  accumulated  knowl- 
edge will  be  staggering,  but  the  human 
mind  will  be  not  too  different  from  what  it 
is. 

If  there  are  any  questions,  I can  give  you 
the  answer  now:  I am  eligible  to  retire 

in  1976. 


and  therefore  they  must  not  be  made  as 
wild  dreams  of  the  future.  What  I shall 
say  is  based  largely  on  either  available 
technology  or  developments  advanced 
enough  in  their  evolution  to  be  available 
well  within  the  decade.  Yet,  I am  able 
only  to  touch  some  of  the  highlights 
because  of  the  immensity  of  the  ramifica- 
tions of  improved  communication  for  the 
medical  practitioner. 

In  any  prediction,  one  must  draw  on 
past  experience.  Yet,  I do  not  believe 
we  can  predict  the  state  of  affairs  in  medical 
practice  ten  years  from  now  as  a simple 
extension  of  the  past  ten  years.  The  past 
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decade  has  been  unique  in  one  respect. 
At  the  same  time  that  a certain  number  of 
orderly  advances  were  acknowledged  to 
have  affected  the  quality  and  character  of 
medical  practice,  the  past  decade  has 
contributed  something  which  we  have  not 
yet  felt.  It  has  brought  a series  of  com- 
pounded discoveries  to  the  point  that  we 
now  stand  at  the  threshold  of  perhaps 
the  most  important  single  impact  of  tech- 
nology on  our  lives  since  the  invention  of 
the  wheel.  I speak,  of  course,  of  com- 
puterology.  Its  progress  over  the  past 
decade  has  been  compared  with  progress  in 
transportation  from  the  ox  cart  to  the  space 
ship — which  took  thousands  of  years.  The 
full  impact  of  this  phenomenon  will  be  felt 
by  man  over  the  next  decade,  and  certainly 
medical  practice  will  be  affected  along  with 
virtually  all  other  professional,  academic, 
and  industrial  activities  of  man. 

By  1977  everyone  engaged  in  a facet  of 
the  health  sciences — including  practition- 
ers, specialists,  administrators,  laboratory 
physicians  and  researchers,  as  well  as  nurses 
and  technicians — will  live  in  a symbiotic 
relationship  with  hardware,  notably  the 
computer. 

Communication  on  all  its  levels  will,  of 
necessity,  be  more  efficient  than  it  is  today 
and  because  of  its  increased  complexity,  will 
have  to  change  its  form. 

Let  us  look  at  some  specific  man-machine 
relationships  in  separate  facets  of  the 
health  sciences  as  they  may  well  exist  in 
1977. 

Medical  teaching 

Medical  school  instruction  has  already 
undergone  and  will  continue  to  undergo 
changes  commensurate  with  the  times. 
More  and  more  medical  schools  are  offer- 
ing the  combined-degree  program  in  which 
after  five  years  the  student  earns  an  M.D., 
and  a Ph.D.  in  biomedical  science.  Con- 
stant reappraisals  of  curricula  in  various 
centers  seek  to  bring  new  technology  to 
bear  on  ways  and  means  of  bringing  an 
ever-increasing  body  of  knowledge  to  the 
student  within  a reasonable  time.  A recent 
example  of  this  trend  was  the  Endicott 
House  summer  study  on  medical  education 
published  in  1965  in  which  Oliver  Cope  of 
Harvard  and  Jerrold  Zacharias  of  MIT 
(Massachusetts  Institute  of  Technology) 


suggested  revision  of  the  medical  school  cur- 
riculum to  bring  it  in  tune  with  the  times.  * 

Medical  school  instruction  has  been 
hampered  for  many  decades  by  the  stilted 
notion  that  “basic”  science  pedagogy  must 
be  doled  out  from  behind  a lectern,  while  a 
classroom  of  students  takes  “notes.”  Con- 
ventional lectures  in  conventional  class- 
rooms are  now  under  critical  scrutiny  in 
nonmedical  areas  of  education  as  a cumber- 
some, slow,  and  tedious  way  of  imparting 
knowledge  to  a captive  audience. 

Certainly,  the  education  of  our  future 
doctors  cannot  be  continued  by  precom- 
puter methods  for  long.  The  body  of 
knowledge  is  growing  too  fast  for  conven- 
tional teaching  technics  to  continue.  New 
instructional  systems,  such  as  IBM’s  (Inter- 
national Business  Machines)  1500,  are  al- 
ready in  use  in  nonmedical  teaching.  At 
the  University  of  Illinois  School  of  Den- 
tistry such  an  instructional  system  has  been 
used  experimentally  for  several  years. 

Hours  spent  in  dusty  library  stacks  with 
such  encumbrances  as  card  index  files,  ref- 
erence numbers,  and  shelf  searching  may 
now  be  converted  into  a few  minutes  at  the 
electronic  console.  Furthermore,  the  stu- 
dent or  researcher  can  do  this  in  his  room 
or  office  without  the  prodigious  waste  of 
time  a trip  to  a library  might  entail.  Push- 
button access  to  the  world  literature  is 
already  a reality.  Every  student  and 
physician  will  soon  be  able  to  avail  him- 
self of  this  service. 

Instead  of  the  traditional  laboratory 
experiment,  formulas  and  reactions  are  now 
being  simulated  by  computer  with  the 
result  that  time  formerly  spent  in  cal- 
culation and  on  irrelevant  minutiae  may 
now  be  spent  on  discovery  and  exploration. 
Good  programmed  instruction  is  already 
cutting  the  time  for  learning  by  one  half 
or  one  third.  As  Marshall  McLuhan  has 
stated,  “Education  will  be  more  concerned 
with  training  the  senses  and  perceptions 
than  with  stuffing  brains.” 

The  professional  man  will  need  more  than 
one  education  in  a lifetime.  We  must 
discard  the  old  habit  of  assuming  that 
medical  school,  internship,  and  residency 
equip  a physician  for  a lifetime  of  good 
work,  as  for  example,  a carpenter’s  ap- 
prenticeship might.  Aside  from  the  several 

* Cope,  O.,  and  Zacharias,  J.:  Medical  Education  Recon- 
sidered, Philadelphia,  J.  B.  Lippincott,  1966. 


October  15,  1967  / New  York  State  Journal  of  Medicine  2747 


educations  he  will  require,  he  will  also  need 
to  keep  up  with  improvements  upon  im- 
provements. We  are  now  in  the  fourth 
generation  of  computers.  Ten  years  ago 
we  marvelled  at  what  could  be  retrieved  or 
calculated  by  machines  in  just  a few 
minutes.  That  same  material  now  takes  a 
billionth  of  a second. 

Changes  in  technology  will  leave  the 
generation  of  the  past  decade  far  behind. 
This  will  require  not  only  new  education, 
but  change  in  values. 

The  practitioner 

The  practitioner  of  1977  will  be  con- 
cerned with  the  philosophy  of  diagnosis 
and  treatment  in  addition  to  the  means 
toward  these  ends  since  he  will  have  avail- 
able more  exact  means  than  he  now  has. 
He  will  find  that  it  will  be  better  practice 
and  cheaper  to  obtain  a broadside  of  10  or 
14  blood  chemistry  tests  rather  than  to 
order  one  or  a few  specific  tests  based  on 
suspicion  of  a diagnosis.  He  will  be  more 
concerned  with  presymptomatic  diagnosis 
than  with  the  correlation  of  symptoms  in 
making  a diagnosis.  Mass  surveys  of 
whole  populations  can  now  be  done  in 
record  time,  as  shown  in  Swedish  studies. 
These  surveys  bring  abnormal  findings  to 
the  attention  of  the  physician  for  pre- 
symptomatic diagnosis  long  before  the 
patient  would  present  himself  for  treat- 
ment. 

The  doctor  will  have  access  to  an  ac- 
curate life-long  health  history  of  his  patient 
which  he  can  retrieve  at  a moment’s  notice 
by  dialing  a code  number  or  by  obtaining  a 
print-out  on  a high-speed  teletype  device. 
He  will  be  in  touch  with  the  surgeon  per- 
forming an  operation  on  his  patient,  if  he 
wishes,  by  portable  television.  Ultra-high 
frequency  transmission  will  provide  count- 
less channels  for  television  intercommunica- 
tion among  physicians.  By  automated 
library  technics  he  can  obtain  rapid,  com- 
plete, and  accurate  literature  references 
to  his  patient’s  condition. 

His  diagnostic  acumen  will  be  aided  by  a 
number  of  electronic  aids  ranging  from  re- 
mote telemetered  signals  from  his  patient’s 
heart  beat  to  preprogrammed  electrocar- 
diogram and  x-ray  diagnosis. 

An  experimental  clinical  decision  support 
system  is  being  tested  in  this  country  to 


help  physicians  diagnose  adult  illness. 
This  IBM  system  is  designed  to  store 
clinical  knowledge  electronically  and  pro- 
vide the  doctor  with  the  facts  he  needs 
in  the  treatment  of  the  patient.  Through 
a terminal,  the  doctor  can  communicate 
with  the  computer  to  gain  access  to  pertinent 
medical  knowledge. 

Well  along  the  road  to  practicality  is  an 
experimental  electrocardiogram  system 
which  allows  electrocardiograms  to  be  re- 
corded and  then  read  and  analyzed  by  a 
computer.  Eventually,  physicians  hope 
to  enter  all  electrocardiograms  and  elec- 
troencephalograms directly  into  com- 
puters and  give  cardiologists  and  neuro- 
psychiatrists more  time  for  direct  patient 
care  and  medical  research.  For  some  time 
now  we  have  been  getting  automatic  com- 
puterized readouts  of  cardiac  output  in  the 
operating  room  during  cardiovascular 
surgery. 

When  a patient  is  to  be  admitted  to  the 
hospital,  the  availability  of  a bed  is  deter- 
mined by  computer.  The  admitting  data 
are  processed  by  computer  and  stored  for 
retrieval  and  for  crossmatching  with  the 
patient’s  previous  health  data. 

The  practice  of  medicine  and  its  special- 
ties will  be  more  hospital  based  than  it  is 
now.  Over  the  past  decade  the  emergency 
suite  of  most  hospitals  has  become  a virtual 
outpatient  clinic.  More  and  more,  phy- 
sicians with  remote  offices  are  telling  then- 
patients  to  meet  them  at  the  emergency 
room  of  the  hospital  for  treatment,  rather 
than  ask  them  to  report  to  the  office.  At 
the  hospital,  all  the  diagnostic  and  thera- 
peutic facilities  are  available,  plus  nursing 
and  house  staff  help,  not  to  mention  more 
easily  available  consultation  with  col- 
leagues. Virtually  every  large  hospital 
across  the  land  has  either  built  or  is  build- 
ing a physician’s  building  or  wing  where 
staff  doctors  can  see  their  private  patients, 
yet  be  available  for  hospitalized  patients. 
Time  wasted  fighting  traffic  and  other 
commuting  difficulties  are  being  cut  down. 
Group  practice  will  replace  the  lone  practi- 
tioner. 

Before  some  of  us  get  carried  away  by 
such  frequently  heard  commentaries  as 
“Not  me,  Charley.  I wouldn’t  want  a 
computer  to  take  over  my  practice,”  or 
“Before  you  know  it,  a damned  black  box 
will  take  the  personal  touch  out  of  the 
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practice  of  medicine” — before  we  let  this 
type  of  confusion  arise,  let  us  get  clear  in 
our  minds  what  computers  can  do,  and 
what  they  cannot  do.  A computer  can 
only  compute.  It  does  this  by  storing  in- 
formation fed  into  it  and  retrieving  it  ex- 
tremely rapidly  on  command  according  to 
a man-made  program  which  sets  the  stage 
for  asking  certain  questions.  A computer 
is  not  expected  to  provide  sympathy, 
love,  or  devotion.  These  will  always  be 
part  and  parcel  of  man’s  relationship  to 
man.  On  the  other  hand,  the  man- 
machine-man  relationship  which  employs  a 
computer  has  the  potential  for  providing 
accurate  information  in  an  amazingly 
short  time  which  information  then  can  be 
used  constructively,  or  destructively,  in 
man-man  relationships.  But  the  decision, 
the  judgment  on  how  to  utilize  machine- 
processed  information,  is  still  within  the 
province  of  man. 

Computers  have  already  changed  the 
way  we  think.  They  are  absolutely  literal- 
minded and  make  us  ask  and  say  exactly 
what  we  mean,  no  more  and  no  less.  Such 
exactness,  in  speculation  as  well  as  in  deduc- 
tion, can  only  sharpen  our  choice  of  words, 
lessen  ambiguity  in  our  thinking,  and 
stimulate  us  to  strive  for  more  clarity  in 
mentation. 

Man  is  no  smarter  than  he  was  fifty  or 
one  hundred  years  ago,  nor  will  he  be 
smarter  fifty  or  one  hundred  years  from 
now,  and  certainly  not  ten  years  from  now. 
His  mind  does  not  necessarily  grow,  but 
the  body  of  knowledge  to  which  it  is 
exposed,  grows.  It  has  grown  explosively 
in  the  past  two  decades,  and  there  is  every 
evidence  it  will  continue  at  an  even  ac- 
celerated pace.  The  nature  and  size  of 
that  body  of  knowledge  changes  the  high 
points  of  emphasis  in  communication,  in 
the  interest  of  clarity  as  well  as  time. 

One  must  not  fear  the  information 
explosion;  rather  one  should  seek  means  of 
absorbing  the  new  knowledge.  On  the 
optimistic  side,  better  and  quicker  means 
of  communication  will  leave  more  time  and 
effort  for  creativity.  Less  time  need  be 
spent  on  the  chore  of  going  through  much 
superfluous  information  to  dig  out  the  few 
pearls. 

Automation  should  give  the  doctor  more 
of  a chance  to  be  a doctor.  His  time  will 
not  be  consumed  with  the  boredom  of 


search  and  retrieval  or  with  other  tech- 
nics of  acquiring  information. 

The  nursing  profession  is  also  aware  of 
this  and  is  supporting  a number  of  studies 
which  will  result  in  changes  in  nursing  train- 
ing and  perhaps  in  the  entire  flavor  of  the 
nursing  profession.  However,  this  will 
require  a change  in  values  as  well  as  educa- 
tion. 

Education  creates  hunger;  hunger  for 
more  knowledge,  hunger  for  a better  station 
in  life,  hunger  for  better  communication, 
and  hunger  for  more  truth. 

In  order  for  cybernetics  to  be  meaningful, 
input  data  must  be  meaningful  and  its 
conversion  properly  programmed.  The 
dataphone  moves  mountains  of  information 
in  moments.  Data  communication  is  hav- 
ing a greater  and  greater  impact. 

Many  of  us  at  this  very  moment  are 
unaware  of  how  much  we  are  already 
dependent  on  automatized  hardware. 
Almost  all  hospitals  and  many  physicians 
are  already  using  data  processing  equip- 
ment to  handle  billing,  print-outs  of  lab- 
oratory tests,  rapid  calculation  of  physi- 
ologic data  such  as  blood  volume,  cardiac 
output,  respiratory  efficiency,  and  so  on, 
payrolls,  insurance  forms,  and  the  like. 
In  a few  hospital  centers,  beds  are  already 
being  allotted  by  computer,  and  surgical 
schedules  in  operating  rooms  are  being  put 
together  daily  by  computer.  Pre-  and 
postoperative  monitoring  of  physiologic 
analogue  data  will  be  collected  without  con- 
version so  that  it  can  be  retrieved  instantly 
for  later  study.  Inventories  of  drugs  and 
supplies  and  efficient  ordering  of  new  in- 
ventory items  by  computer  is  already  being 
carried  out. 

Administrators 

By  1977  much  of  the  work  being  done 
today  at  certain  architectural  engineering 
schools  such  as  MIT  will  be  in  practical  use. 
This  will  involve  hospital  design  by  com- 
puter, with  great  improvements  in  patient 
comfort  and  smoother  operation  of  the  in- 
stitution which  will  enhance  the  quality 
of  medical  care,  nursing  care,  and  admin- 
istration. Inputs  arrived  at  by  systems  en- 
gineering will  be  yielding  fruit  in  every  facet 
of  hospital  design.  Another  growing  field, 
that  of  operations  research,  takes  up  where 
systems  engineering  lets  off — or  more 
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accurately,  they  work  together — to  provide 
a smooth  running  institution  geared  for 
bettering  patient  care.  A systems  en- 
gineer looks  at  all  the  possibilities,  which 
he  can  do  now  with  the  help  of  the  com- 
puter, combines  machine  capabilities  with 
those  of  human  resources,  and  comes  up 
with  what  is,  hopefully,  the  best  combina- 
tion of  the  two.  Operations  research, 
for  many  years  well  established  in  the 
military,  has  experienced  rapid  growth  in 
industry.  Its  application  in  the  opera- 
tion and  administration  of  hospitals  is  being 
led  by  the  Operations  Research  Division 
of  Johns  Hopkins  Hospital.  An  entire 
hospital’s  patient  service  can  now  be  sim- 
ulated by  computer  methods.  Such  studies 
will  lead  hospital  care  to  higher  levels  of 
quality  and  effectiveness  in  the  next  decade. 

Laboratory 

The  feasibility  of  a fully  automatized, 
computerized  laboratory  was  established 
by  the  Jungner  brothers  in  Sweden.  Such 
a laboratory,  now  already  in  operation 
on  the  West  Coast  in  this  country,  performs 
simultaneous  automatic  analyses  of  some 
6,000  blood  chemistries  per  hour  of  up  to 
14  different  values.  The  device  provides 
an  automatic  print-out  of  values  and  de- 
livers them  to  any  number  of  remote 
stations,  either  hospital  or  nursing  stations, 
within  the  hospitals.  Several  manufac- 
turers are  already  competing  for  this 
market  with  smaller  units.  This  concept 
completely  revises  the  time-honored  vision 
of  a laboratory  as  a place  with  long  work- 
surfaces,  bottles,  microscopes,  technicians, 
and  so  forth.  It  is  now  mainly  a box  about 
the  size  of  a small  room.  One  or  two 
technicians  supervise  its  operation  and  can 
handle  all  blood  chemistry  determinations 
for  a small  city  or  certainly  for  many 
hospitals  and  physicians — over  100,000 
determinations  a day — and  deliver  the  re- 
sults anywhere  electronically. 

Experimental  approaches  are  already 
quite  mature  in  doing  away  with  the  large 
number  of  norma]  laboratory  values  which 
one  must  bear  in  mind  in  determining  the 
significance  of  a result.  On  the  basis  of 
incidence  curves,  mean  values,  and  the  like, 
it  will  be  possible  to  extrapolate  abnormal 
values  from  normal  values  and  even 
get  automatic  print-outs  of  abnormal  val- 


ues, say,  in  red  ink.  Exceptions  which  in- 
dicate abnormality  for  one  patient  but 
not  for  another  may  be  programmed  into 
the  input.  Huge  surveys  of  public  health 
will  become  possible  at  comparatively 
little  cost.  A physician’s  survey  of  the 
data  and  his  interpretation  should  be  aided 
considerably  by  such  developments. 

Medical  research 

The  countless  facets  of  medical  research 
in  which  computer  communication  is  being 
used  cannot  be  discussed  in  the  time 
allotted,  even  if  I knew  all  of  them.  For 
purposes  of  this  discussion,  suffice  it  to  say 
that  the  work  which  won  4 of  the  last  5 
Nobel  prizes  in  medicine  and  physiology 
were  all  made  possible  by  use  of  the  com- 
puter. I think  it  is  fair  to  say  that  with- 
out computerology  we  would  still  be  in  a 
highly  conjectural  stage  today  about  the 
structure  of  the  DNA  (desoxyribose  nucleic 
acid)  molecule  and  many  other  phenom- 
ena. Mechanical  aids  have  already  made 
possible  the  collection  of  such  vast  amounts 
of  data  that  the  science  of  statistics  has 
changed,  and  much  of  the  early  work  on 
theory  of  large  numbers  is  now  replaced  by 
more  rapid  simulation  and  earlier  prediction 
of  the  behavior  of  systems.  By  1977  the 
computer  will  be  as  integral  a part  of  all 
biologic  research  as  the  kymograph  was 
in  1927. 

Reporting  of  research  findings  and  data 
directly  to  electronic  communications  de- 
vices or  computers  rather  than  in  journals 
and  books  appears  to  be  a real  possibility 
in  the  near  future.  Advantages  of  such 
methods  seem  obvious  in  terms  of  saving 
conversion  efforts,  easing  accessibility,  and 
saving  time.  Just  as  the  invention  of 
numbers  as  a means  of  communication 
saves  thousands  of  words,  so  will  com- 
munication by  computerized  systems  and 
concepts  save  even  more  words. 

On-line,  real-time  systems 

A number  of  multichannel  real-time 
computer  systems  have  been  operational 
in  this  country  for  almost  a decade.  One 
of  the  pioneers  was  Project  MAC  at  MIT 
in  Cambridge.  Connected  on-line  with 
this  system  of  computers  are  many  diverse 
departments  of  the  Institute  ranging  from 
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architectural  engineering  through  organic 
chemistry  and  from  physics  through  the 
Department  of  Surgery  at  Massachusetts 
General  Hospital.  The  project  started 
with  6 channels  which  could  be  used  si- 

Imultaneously  and  soon  rose  to  36,  working 
six  and  one-half  days  a week,  twenty-four 
hours  a day.  The  pooling  of  computer 
resources  into  a central  unit  which  can  be 
communicated  with  by  teletype  and  by 
dataphone  has  proved  so  economical  and 
practicable,  especially  since  language  re- 
quirements have  been  simplified,  that  a 
plan  of  immense  proportions  is  now  being 
put  into  effect  for  use  by  hospitals  and 
physicians  throughout  the  country.  It 
will  be  known  as  Medinet. 

The  prototype  station  is  now  under 
construction  in  Watertown,  Massachusetts, 
and  will  be  opened  April  4 of  this  year  for 
an  experimental  run.*  It  is  the  first  of  a 
chain  of  such  computer  stations  to  be 
financed,  designed,  and  built  by  General 
Electric  in  consultation  with  the  people  who 
designed  Project  MAC.  Each  station — of 
which  there  will  ultimately  be  about  16  in 
the  United  States — will  consist  of  twin 
giant  on-line  real-time  computer  systems, 
able  to  handle  600  simultaneous  channels, 

* Actual  opening  date  was  June  3,  1967. 


Mycoplasmal  pneumonias 

A substantial  increase  in  the  percentage  of 
■ mycoplasmal  pneumonias  in  a student  popula- 
tion is  reported  in  an  analysis  of  admissions  to 
the  infirmary  of  the  University  of  Wisconsin. 

| The  period  covered  was  1960  through  1965  as 
compared  with  1953  through  1959. 

The  study  also  revealed  that  45  per  cent  of  the 
illnesses  for  which  the  students  were  admitted 
to  the  infirmary  were  due  to  acute  respiratory 
infections  and  that  the  percentage  of  infections 
I of  the  lower  respiratory  tract  (bronchitis, 
pneumonitis,  and  pneumonia)  rose  from  14.2 
per  cent  of  all  admissions  during  the  earlier 
period  to  20.4  per  cent  in  the  present  study. 


each  channel  available  seven  days  a week, 
twenty-four  hours  a day.  Each  channel 
may  have  many  subscribers  using  it,  for 
each  channel  has  sixty  seconds  of  every 
minute  of  every  hour  available — and  the 
speed  of  a transaction  is  now  down  to  one 
billionth  of  a second.  One  of  the  twin 
high-speed  giants  will  always  be  standing 
by  ready  to  take  over  if  the  first  one  fails, 
or  needs  programming  or  repairs.  By  hav- 
ing duplicate  equipment  available  in  tan- 
dem, no  time  will  have  to  be  taken  out  for 
programming. 

The  purpose  is  to  provide  low-cost  com- 
puter storage  retrieval  and  calculation 
services  to  all  hospitals  and  physicians.  It 
is  already  a reality  that  some  hospitals  are 
equipped  with  teletype  machines  and  data- 
phones  at  each  nursing  station,  at  the  ad- 
mitting desks,  in  the  laboratory,  operating 
room,  and  library.  Laboratory  tests,  drug 
ordering,  monitoring  data,  history  taking, 
nurses’  orders,  cost  accounting,  and  count- 
less other  tasks  are  being  taken  care  of  by 
data  processors  or  on-line  systems  in  a 
growing  number  of  hospitals. 

It  will  certainly  be  just  as  much  a reality 
that  the  doctor’s  office  in  1977  will  be 
equally  well  equipped  to  aid  him  in  every 
facet  of  his  practice. 


A.  S.  Evans,  M.D.,  V.  Allen,  and  S.  Suelt- 
mann,  writing  in  a recent  issue  of  American 
Review  of  Respiratory  Disease,  stated  that  in 
contrast  to  the  frequency  of  the  mycoplasma  in 
association  with  pneumonitis  and  pneumonia 
was  its  relatively  unimportant  role  in  diseases  of 
the  upper  respiratory  tract.  Mycoplasma  was 
detected  in  only  1 of  125  patients  with  acute 
upper  respiratory  infections  and  4 of  92  with 
pharyngitis- tonsillitis. 

On  the  basis  of  data  collected  over  the  twelve- 
year  period  from  1953  to  1965,  a cyclic  pattern, 
with  an  increase  both  in  pneumonias  as  a whole 
and  in  mycoplasmal  pneumonia  every  four  to 
five  years,  was  observed.  The  peak  years  were 
1954  to  1955,  1960  to  1961,  and  1964  to  1965; 
the  peak  months  October,  November,  and 
January. 
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Clinicopathologic 

Conference 

MICHAEL  S.  BRUNO,  M.D.,  and 
WILLIAM  B.  OBER,  M.D.,  Editors 


Lenox  Hill  Hospital 
New  York  City 

October  28,  1966 

Conducted  by  MICHAEL  S.  BRUNO,  M.D., 
and  WALTER  W.  FISCHER,  M.D. 

Discussed  by  NORMAN  J.  NICHOLS,  M.D., 
and  LAWRENCE  P.  SHEA,  M.D. 


Prominent  Respiratory  Symptoms, 
Abnormal  Chest  X-Ray  Film, 

Renal  Failure,  and  Fulminating 
Clinical  Course 


Case  history 

Stephen  Carter,  M.D.:  This  was  the 

first  Lenox  Hill  Hospital  admission  of  a 
thirty-seven-year-old  white  American  male 
printer,  who  entered  the  hospital  com- 
plaining of  the  recent  onset,  over  the  past 
four-  to  five-months  period,  of  hoarseness, 
diminished  hearing,  draining  ears,  and  a 
dry  hacking  nonproductive  cough.  During 
the  same  period,  the  patient  also  noted 
mild  epistaxis,  a weight  loss  of  10  to  12 
pounds,  as  well  as  low-grade  fever,  and 
malaise.  In  May,  1966,  nose  and  throat 
cultures  were  taken  which  revealed  coagu- 
lase-negative  Staphylococcus  aureus,  and 
he  was  referred  by  his  local  physician  to 
an  otolaryngologist.  Subsequent  exam- 
ination revealed  evidence  of  mastoiditis, 
tonsillitis,  and  laryngitis  as  well  as  paraly- 
sis of  the  right  vocal  cord.  He  was  started 
and  maintained  on  penicillin  therapy  with- 
out much  improvement.  He  denied  any 
history  of  arthritis,  hypertension,  skin 
rash,  hematuria,  blurred  vision,  headaches, 
abdominal  or  chest  pain,  and  hemoptysis. 

He  admitted  to  attacks  of  tonsillitis  in 
the  past  and  during  childhood  had  been 
treated  repeatedly  for  chronic  otitis  media. 
He  denied  any  history  of  tuberculosis, 
allergies,  or  prior  surgery.  There  was  no 
significant  family  history.  He  smoked  one 
pack  of  cigarets  a day  and  was  a social 


drinker.  Three  years  previously,  a right 
bundle  branch  block  pattern  was  found  on 
a routine  electrocardiogram  examination. 

Physical  examination  revealed  a well- 
developed,  well-nourished,  young  white 
male  who  was  hoarse,  hard  of  hearing, 
cooperative,  and  in  no  acute  distress. 
The  blood  pressure  was  110  systolic  and 
75  diastolic,  the  pulse  was  68  per 
minute  and  regular,  respirations  were  20 
per  minute,  and  the  temperature  was  100.6 
F.  rectally.  The  left  ear  drum  was  scarred 
without  any  perforations.  The  right  ear 
drum  contained  a perforation  with  abun- 
dant scar  tissue  around  it.  There  was  no 
tenderness  over  the  mastoids,  but  hearing 
was  grossly  diminished.  The  nasal  septum 
was  deviated  to  the  left  with  an  inflamed 
mucosa  containing  a whitish  clear  dis- 
charge. Bilateral  hypertrophied  tonsils 
were  evident  without  any  exudates  or  signs 
of  inflammation.  The  neck  was  supple, 
and  the  trachea  was  in  midline.  There 
was  no  significant  lymphadenopathy. 
There  were  diffuse  bilateral  inspiratory 
rales  over  the  posterior  lung  fields  without 
abnormal  breath  sounds.  The  heart  had 
a regular  rhythm  without  murmurs,  and 
the  sounds  were  of  normal  quality.  The 
abdomen  was  soft  without  any  tender- 
ness or  organomegaly.  The  extremities  re- 
vealed no  clubbing,  cyanosis,  or  edema. 
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and  all  peripheral  pulses  were  normal. 
The  skin  was  warm  and  moist  but  other- 
wise unremarkable.  A rectal  examination 
showed  negative  findings. 

The  hemoglobin  was  11.8  Gm.  per  100  ml. 
and  hematocrit  37.  The  white  blood  cell 
count  was  10,713  with  72  per  cent  neutro- 
phils, 1 of  which  was  nonsegmented,  16 
lymphocytes,  5 monocytes,  6 eosinophils, 
and  1 basophil.  The  erythrocyte  sedi- 
mentation rate  was  100  mm.  per  hour. 
The  platelet  count  was  557,000  per  cubic 
millimeter,  the  capillary  bleeding  time  was 
one  minute,  and  the  coagulation  time  was 
four  minutes.  The  urinalysis  showed  nor- 
mal findings.  The  fasting  blood  sugar  was 
115  per  100  ml.,  and  the  blood  uric  acid  was 
6.1  mg.  per  100  ml.  A liver  profile  re- 
vealed a serum  glutamic  oxaloacetic  trans- 
aminase of  17  units,  serum  glutamic 
pyruvic  transaminase  of  19  units,  a pro- 
thrombin time  of  16  seconds  with  a control 
of  12  seconds,  a total  bilirubin  of  0.5  mg. 
per  100  ml.,  a cephalin  flocculation  test  was 
negative  at  forty-eight  hours,  and  total 
protein  was  7.9  Gm.  with  3.4  Gm.  albumin 
and  4.5  Gm.  globulin  per  100  ml.  A serum 
electrophoresis  contained  42.4  per  cent 
albumin,  7.2  per  cent  alpha  1,  18.7  per  cent 
alpha  2, 10.8  per  cent  beta,  and  20.8  per  cent 
gamma  globulin.  The  calcium  was  8.8 
mg.  per  100  ml.,  phosphorus  3.8  mg.  per 
100  ml.,  and  the  alkaline  phosphatase  11.2 
King-Armstrong  units.  Both  a purified 
protein  derivative  number  1 test  and  an 
intermediate  strength  tuberculin  skin  test 
gave  negative  results.  A purified  protein 
derivative  number  2 tuberculin  skin  test 
resulted  in  a 5 mm.  area  of  induration. 
A twenty-four-hour  sputum  concentrate 
smear  showed  negative  results  for  acid- 
fast  bacilli.  A nose  and  throat  culture 
grew  out  Bacillus  proteus  and  nonhemoly- 
tic coagulase-negative  Staph,  aureus  sen- 
sitive to  streptomycin  and  kanamycin  sul- 
fate (Kantrex).  An  ear  culture  showed 
negative  results.  A sputum  culture  with 
penicillinase  added,  grew  out  B.  pro- 
teus and  nonhemolytic  coagulase-negative 
staphylococci. 

The  chest  x-ray  film  revealed  prominence 
of  the  hilar  markings  bilaterally  with  suspi- 
cious areas  of  bilateral  nodular-appearing 
infiltrations  in  both  lungs.  Moderate 
pleural  apical  thickening  was  also  present. 
Sinus  x-ray  films  revealed  normal  findings, 


and  mastoid  x-ray  films  demonstrated 
minimal  cellular  development  on  either 
side  with  a moderate  degree  of  sclerosis, 
more  marked  on  the  left.  There  were  no 
areas  of  bone  destruction  or  cholesteatoma 
formation.  Tomograms  of  the  chest  re- 
vealed a poorly  delineated  nodular  mass 
measuring  41/2  by  3 cm.  in  the  anterior 
aspect  of  the  left  upper  lobe  of  the  lung 
immediately  anterior  to  the  hilum.  An 
additional  large,  well-circumscribed  mass 
lesion  was  seen  in  the  right  paravertebral 
region  located  in  the  posterior  and  superior 
portions  of  the  right  upper  lobe  of  the  lung. 
The  left  hilar  shadow  was  normal,  but  the 
right  contained  enlarged  lymph  nodes. 
The  pulmonary  lesions  did  not  show  any 
calcification  or  cavity  formation. 

On  admission  to  the  hospital,  the  patient 
was  in  no  acute  distress.  During  his 
examination  he  remained  febrile  with  daily 
temperatures  ranging  between  101  and 
104  F.  On  his  eighth  hospital  day  he  under- 
went an  exploratory  thoracotomy.  A tu- 
mor mass  was  found  in  the  dorsal  (apical) 
segment  of  the  right  lower  lobe  of  the  lung 
which  was  resected.  The  microscopic  ex- 
amination revealed  an  inflammatory  re- 
action without  caseation.  Postoperatively 
he  continued  to  run  high  fevers  even  though 
he  was  given  penicillin,  streptomycin,  and 
chloramphenicol  (Chloromycetin).  In- 
creasing tachycardia,  tachypnea,  motor 
restlessness,  and  confusion  with  cyanosis 
necessitated  a tracheostomy.  He  was 
started  on  steroids  and  isoniazid  therapy 
on  his  fifth  postoperative  day,  and  the 
other  antibiotics  were  stopped.  His  fever 
diminished  and  then  abated,  but  his 
tachycardia  persisted.  The  next  day  the 
patient  developed  2 to  4 mm.  subcutaneous 
and  subungual  hemorrhagic  spots  on  his 
hands,  especially  the  dorsal  and  palmar 
surfaces,  and  on  his  feet  (Fig.  1A  and  B). 
Some  of  the  areas  appeared  vesicular  on 
a hemorrhagic  base.  The  corresponding 
nasal  and  oral  mucous  membrane  lesions 
were  crusted. 

The  patient’s  urine  was  noted  to  be 
cloudy;  the  urinary  sediment  contained 
many  red  blood  cells  and  casts,  and  the 
blood  urea  nitrogen  rose  to  128  mg. 
and  the  creatinine  to  11  mg.  per  100 
ml.  The  sodium  was  124  mEq.  per  liter, 
the  bicarbonate  14.5  mEq.  per  liter, 
the  calcium  7.8  mg.  per  100  ml.,  and  the 
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FIGURE  1.  (A)  Hand  showing  multiple  small  intracutaneous  hemorrhagic  lesions  with  occasional  vesicula- 
tion  and  subungual  lesions.  (B)  Foot  and  toes  with  similar  lesions,  some  appearing  vesicular  on  hemor- 
rhagic base  and  others  showing  coalescence. 


phosphorus  10  mg.  per  100  ml.  The  white 
blood  cell  count  was  18,900  with  90  per  cent 
neutrophils  of  which  7 were  nonsegmented, 
2 lymphocytes,  7 monocytes,  and  1 eosino- 
phil. Many  toxic  granulations  and  Dohle’s 
inclusion  bodies  were  present.  Lupus  ery- 
thematosus preparations,  the  SIA  water 
test,  and  cryoglobulins  and  cold  agglu- 
tinins tests  were  negative.  Repeat  urinaly- 
sis revealed  prominent  proteinuria  and 
many  red  blood  cells  per  high-power  field. 
A bone  marrow  test  revealed  an  increased 
white  blood  cell  to  red  blood  cell  ratio  with 
a slight  increase  in  plasma  cells. 

Steroid  drugs  were  increased  to  massive 
doses,  calcium  supplements  were  added, 
and  appropriate  electrolyte  replacement 
therapy  was  administered.  His  twenty- 
four-hour  urine  outputs  were  now  900  cu.  ml. 
azathioprine  (Immuran)  and  gamma  globu- 
lin were  added  to  the  regimen,  and  isoniazid 
was  discontinued.  A repeat  chest  x-ray  film 
revealed  an  air  fluid  level  in  the  superior  as- 
pect of  the  right  and  left  lower  lung  fields  as 
well  as  pleural  fluid  on  the  right.  Despite 
intensive  therapy,  confusion  and  general- 
ized twitchings  persisted  as  well  as  tachy- 
cardia. The  heart  sounds  were  now  de- 
scribed as  muffled.  An  electrocardiogram 
revealed  sinus  tachycardia  with  complete 
right  bundle  branch  block  and  nonspecific 
S-T  and  T wave  changes  throughout  (Fig. 
2).  The  patient  was  now  gravely  ill. 

Digitalization  therapy  was  instituted, 
and  a repeat  blood  urea  nitrogen  on  his 
eighth  postoperative  day  was  167  mg.  per 
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FIGURE  2.  Electrocardiogram  showing  sinus 
tachycardia,  right  axis  deviation,  complete  right 
bundle  branch  block,  and  nonspecific  S-T  and  T 
wave  changes. 


100  ml.  Peritoneal  dialysis  was  begun. 
After  the  fourteenth  exchange  his  blood 
pressure  fell,  and  metaraminol  (Aramine) 
was  required  to  stabilize  it.  The  patient 
became  markedly  oliguric.  The  blood 
volume  was  normal  being  6.1  L.  A repeat 
white  blood  cell  count  was  49,900  with  99 
per  cent  neutrophils  of  which  36  were  non- 
segmented and  1 lymphocyte. 

On  his  tenth  postoperative  day,  after 
25  peritoneal  exchanges,  he  went  into 
cardiac  arrest.  There  was  no  response  to 
cardiopulmonary  resuscitative  measures, 
and  he  was  pronounced  dead  on  his 
eighteenth  hospital  day,  five  months  after 
his  original  presenting  symptoms  began. 
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FIGURE  3.  (A)  X-ray  film  showing  bilateral  hilar  prominence  and  diffuse  fine  reticular  nodular  pattern 
throughout  both  lungs.  (B  and  C)  Tomograms  showing  nodular  parenchymal  density  in  left  upper  lobe  of 
lung  anterior  to  left  hilar  shadow  and  large  kidney-shaped  mass  located  in  posterior  aspect  of  right  lower 
lobe  of  lung. 


Discussion 

Norman  J.  Nichols,  M.D.*:  This  case 

presents  the  problem  of  a rapidly  progres- 
sive fatal  illness  of  insidious  onset  which 
involved,  until  the  last  weeks  of  life,  only 
the  structures  of  the  respiratory  system. 
No  portion  of  this  system  was  spared,  but 
the  middle  ears  and  the  lungs  were  most 
prominently  involved. 

The  past  history  of  this  young  man  was 
significant  in  that  he  had  had  upper  respir- 
atory tract  disease  in  childhood  including 
otitis  media  and  a perforated  ear  drum. 
Initially  some  consideration  might  have 
been  given  to  recurrent  nonspecific  infec- 
tion, but  many  factors  suggest  that  a less 
common  and  more  serious  disease  was 
present.  These  include  the  extensive  na- 
ture of  the  respiratory  tract  inflammation, 
the  vocal  cord  paralysis,  the  failure  of  the 
culture  to  show  any  pathogenic  organisms, 
the  failure  of  the  patient  to  respond  to 
penicillin  therapy,  and  the  systemic  com- 
plaints which  include  malaise,  low-grade 
fever,  and  significant  weight  loss. 

The  preoperative  study  in  the  hospital 
revealed  little  positive  information  aside 
from  the  abnormalities  revealed  by  x-ray 
examination  and  abnormal  physical 
findings  restricted  to  the  respiratory  tract. 
One  should  note  slight  eosinophilia,  a very 
rapid  sedimentation  rate,  and  slight  eleva- 
tion of  alpha  2 globulin.  Cultures,  in- 
cluding those  for  tubercle  bacilli  and  fungi, 

♦Adjunct  in  Medicine,  Lenox  Hill  Hospital;  Assistant 
Professor  of  Clinical  Medicine,  New  York  Medical  College. 


were  unrevealing.  Skin  testing  for  fungal 
diseases  and  tuberculosis  showed  only  an 
equivocally  positive  second  strength  puri- 
fied protein  derivative  reaction.  May  we 
now  see  the  x-ray  films? 

Fred  Pezzulli,  M.D.:  The  initial 

chest  x-ray  film  of  this  patient  shows  two 
findings  of  interest:  Both  hilar  regions  are 
prominent,  and  on  close  inspection,  there 
is  a diffuse  fine  reticular  nodular  pattern 
throughout  both  lung  fields  (Fig.  3A). 

Tomograms  were  done  the  following  day 
in  both  anteroposterior  and  lateral  pro- 
jections. The  findings  were  of  considerable 
interest.  The  prominent  left  hilar  shadow 
was,  in  reality,  a moderate-sized  (4  by  4.5 
cm.)  nodular  mass  in  the  left  upper  lobe  of 
the  lung  immediately  anterior  to  the  hilum. 
The  mass  was  parenchymal  and  not  medi- 
astinal (Fig.  3B).  In  addition  a large  kid- 
ney-shaped mass  was  noted  measuring 
13  by  12  cm.  located  in  the  posterior  aspect 
of  the  right  lower  lobe  of  the  lung  (Fig.  3C). 
In  the  anteroposterior  projection,  the  right 
hilar  shadow  was  seen  to  be  prominent  and 
presumably  due  to  enlarged  nodes. 

Following  surgery  an  anteroposterior 
x-ray  film  shows  a marked  change  in  the 
appearance  of  the  chest  (Fig.  4A).  Bi- 
lateral parenchymal  masses  appeared  to  be 
limited  to  the  mid-  and  lower  lung  fields. 

The  last  x-ray  film  taken  on  the  patient 
shows  cavitation  of  a mass  in  the  right  mid- 
lung field,  infiltration  at  the  left  base,  and 
bilateral  pleural  effusions  (Fig.  4B). 

Dr.  Nichols:  The  x-ray  examination 

findings,  in  summary,  reveal  minor  mastoid 
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FIGURE4.  Postsurgical  x-ray  films  showing  (A)  bilateral  pulmonary  masses,  and  (B)  cavitation,  infiltration, 
and  effusions  (seven  days  later). 


changes,  no  sinus  abnormalities,  and  large 
nodular  densities  in  both  lungs  which  are 
neither  calcified  nor  cavitated. 

My  discussion  of  this  case  will  be  divided 
into  two  sections.  The  first  will  consider 
this  problem  up  until  the  time  of  surgery. 
The  second  will  concern  itself  with  the 
implications  of  several  new  findings  of  great 
diagnostic  import  which  developed  during 
the  last  ten  days  of  life. 

Acute  nonspecific  respiratory  tract  in- 
fection need  not  be  considered.  Failure  to 
demonstrate  positive  skin  tests  or  isolate 
the  organism,  plus  a clinical  course  that 
would  be  quite  atypical,  lead  me  to  exclude 
the  chronic  infections  caused  by  the  fungi 
and  the  tubercle  bacilli.  Sarcoidosis  must 
be  considered  since  atypical  cases  may 
simulate  almost  any  respiratory  disorder, 
but  I cannot  marshal  any  evidence  to  con- 
firm or  to  completely  exclude  this  disease. 

Although  this  appears  to  be  an  inflam- 
matory disease,  the  lung  nodules  and  para- 
lyzed right  vocal  cord  make  it  necessary  to 
consider  neoplasms.  Surely  we  do  not 
have  the  usual  right  apical  lesion  that  is 
the  common  cause  of  right  recurrent  laryn- 
geal nerve  paralysis.  I cannot  think  of  any 
variety  of  primary  pulmonary  tumor  which 
would  give  rise  to  this  clinical  picture. 
Metastatic  tumors  with  a primary  tumor 


remote  from  the  respiratory  tract  would 
leave  most  of  the  findings  unexplained. 
Neoplasms  which  involve  the  upper  re- 
spiratory tract  and  lungs,  such  as  the  lym- 
phomas and  the  lymphoepitheliomas  of 
the  nasopharynx,  would  appear  to  be  ex- 
cluded by  the  absence  of  lymphadenopathy 
in  the  neck,  or  in  the  chest,  or  both. 

A sizeable  group  of  disorders  of  unknown 
cause,  believed  to  be  the  result  of  altered 
immune  mechanisms,  must  be  considered 
next.  Their  overlapping  clinical  mani- 
festations and  pathologic  pictures  and 
thence  their  classification  have  been  marked 
by  conflict  of  opinion.1,2  The  preoperative 
findings  suggest  most  strongly  to  me  one 
of  this  group — Wegener’s  granulomatosis. 
However,  at  this  point  the  picture  is  both 
somewhat  atypical  and  incomplete.  The 
nasal  lesions  are  mild,  and  the  sinuses  are 
minimally,  if  at  all,  involved  as  far  as  can 
be  judged  by  x-ray  study.  Review  of  the 
literature,  nevertheless,  indicates  that  the 
predominant  lesions  may  involve  any  por- 
tion of  the  upper  respiratory  tract  and 
even  adjacent  structures  such  as  the  or- 
bit.3-6 The  lung  lesions  cannot  be  said  to 
be  pathognomonic,  since  there  is  not  a 
characteristic  lesion  in  this  disease.  It 
must  be  stated,  however,  that  the  discreet 
type  of  nodular  pulmonary  mass  seen  in 
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this  case  is  the  most  common  finding.7 
These  nodules  are  occasionally  isolated  but 
more  commonly  are  multiple  and  bilateral. 
Renal  disease,  compatible  with  a glomeru- 
litis,  is  absent  at  this  point.  This  absence 
makes  it  necessary  to  add  to  the  differential 
diagnosis  a disorder  very  similar  to  Wege- 
ner’s granulomatosis — lethal  midline  granu- 
loma.8 Although  the  terribly  destructive 
nasal  cavity  lesions  of  the  latter  are  not 
present,  it  is  the  absence  of  renal  disease 
initially  that  compounds  the  problem  of 
differential  diagnosis. 

Surgery  was  undertaken  undoubtedly 
to  provide  a pathologic  diagnosis.  Since 
there  were  multiple  bilateral  lung  lesions, 
this  could  be  the  only  purpose  for  such  a 
procedure.  The  nodular  lesion  removed 
was  characterized,  we  are  told,  by  inflam- 
mation without  caseation.  This  means 
to  me,  in  all  probability,  a granuloma 
with  necrosis  albeit  not  caseation  necrosis. 
I would  speculate  that  giant  cells  and  areas 
of  vasculitis  were  also  found.9 

Postoperatively  three  important  new 
observations  were  made  which,  I believe, 
allow  a definite  diagnosis.  These  include 
the  sudden  development  of  marked  renal 
insufficiency,  the  characteristic  skin  and 
mucous  membrane  lesions,  and  cavitation 
of  the  pulmonary  nodules. 

Renal  disease,  which  pathologically  is 
characterized  by  a focal  necrotizing  glo- 
merulitis,  is  one  of  the  invariable  findings. 9 
It  is  responsible  in  the  great  majority  of 
cases,  as  in  this  one,  for  rapidly  progressive 
fatal  renal  failure.  Hemorrhagic  and  vesic- 
ular skin  and  mucous  membrane  lesions 
are  common.3,10 

The  nodules  containing  thick-walled  cav- 
ities are  highly  suggestive  of  Wegener’s 
granulomatosis. 11 

Despite  immunosuppressive  therapy  in 
the  form  of  Immuran,  the  administration 
of  huge  doses  of  steroids,  and  treatment  of 
the  renal  failure  per  se  in  the  form  of  peri- 
toneal dialysis,  the  case  progressed  to  a 
fatal  outcome  in  but  ten  more  days. 

In  summary,  I believe  this  to  be  a case 
of  Wegener’s  granulomatosis  which  reveals 
all  of  the  three  typical  characteristics: 
rapidly  progressive  renal  failure,  extensive 
upper  respiratory  disease,  and  pulmonary 
lesions. 

Louis  J.  Vorhaus,  M.D.:  Were  any 

blood  cultures  taken? 


Michael  S.  Bruno,  M.D.:  Many  cul- 

tures of  the  throat,  sinuses,  ears,  and  spu- 
tum were  taken,  and  they  all  gave  nega- 
tive results.  Fungal  cultures  were  also 
taken  and  showed  negative  findings. 

Herbert  A.  Dann,  M.D.:  Was  there 

any  previous  history  of  epistaxis? 

Dr.  Bruno:  No,  and  there  was  no 

history  of  hypersensitivity.  The  eosino- 
philia  was  disturbing,  and  the  platelets  were 
consistently  increased.  This  man  was  a 
diagnostic  problem,  and  he  was  much  sicker 
than  he  would  appear  to  have  been  from  his 
initial  complaints. 

Joseph  Post,  M.D.:  Was  there  any 

history  of  drug  ingestion? 

Dr.  Bruno:  No.  The  only  medication 

he  had  been  taking  was  penicillin. 

Joseph  Kessler,  M.D.:  During  the 

patient’s  hospital  course,  we  searched  for  a 
clue  or  lead  as  to  what  may  have  started 
his  arteritis.  An  attempt  was  being  made 
to  obtain  studies  for  penicillin  antibodies, 
particularly  to  the  benzyl  penicillinoyl 
groups  (hemagglutination  method)  and 
the  minor  determinant  specific  skin-sen- 
sitizing antibodies,  but  the  patient  expired 
before  such  studies  could  be  completed. 

Dr.  Bruno:  I doubt  that  such  studies 

would  have  been  helpful  for  diagnostic 
purposes  in  this  instance.  A review  of  the 
literature  relative  to  penicillin  hypersensi- 
tivity associated  with  angiitis  and  the  sub- 
sequent development  of  Wegener’s  gran- 
ulomatosis fails  to  reveal  a single  case. 
The  patient  was  referred  to  me  by  Dr. 
Gould.  I wonder  if  he  would  care  to  make 
any  comments  at  this  point. 

Wilbur  J.  Gould,  M.D.:  A serious 

otitis  media  not  responding  to  therapy  is 
an  unusual  manifestation  of  this  disease, 
yet  it  is  the  third  that  we  have  seen  in  one 
year.  His  deafness  was  of  the  conduction 
type  due  to  chronic  otitis  media.  It  be- 
came readily  apparent  that  this  patient 
was  ill  and  that  his  local  otolaryngologic 
findings  could  not  readily  explain  the  en- 
tire picture.  Hence  the  referral  and  re- 
quest for  hospital  admission. 

Dr.  Bruno:  Dr.  Missier,  what  was 

found  at  thoracotomy? 

Peter  A.  Missier,  M.D.:  The  findings 

were  confusing.  It  looked  as  if  the  lung 
mass  was  a tumor  extending  into  the  apex 
of  the  right  lower  lobe.  We  could  not 
get  an  initial  answer  from  the  frozen 
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FIGURE  5.  Low-power  microscopic  view  of  lung  showing  (A)  diffusely  necrotic  small  artery  and  several 
multinucleate  giant  cells  in  adjacent  connective  tissue,  and  (B)  diffuse  fibrinoid  necrosis  of  small  artery 
and  organizing  pneumonitis  in  surrounding  parenchyma.  (C)  High-power  view  of  multinucleate  giant  cells 
shown  in  Fig.  5A. 


section  examinations  except  that  it  was 
not  a carcinoma. 

Morton  Blum,  M.D.:  What  was  the 

nature  of  the  vocal  cord  paralysis?  Was 
a granuloma  seen  on  the  vocal  cord? 

Dr.  Missier:  A right  vocal  cord  pa- 

ralysis would  indicate  involvement  around 
the  subclavian  artery,  but  this  area  was 
not  visualized  at  operation. 

Clinical  diagnosis 

Wegener’s  granulomatosis  with  vasculitis, 
glomerulitis,  and  renal  failure 

Dr.  Nichols’  diagnosis 

Wegener’s  granulomatosis  involving  the 
skin,  lungs,  and  kidneys 

Pathologic  discussion 

Dr.  Bruno:  I wonder  if  Dr.  Shea  would 

tell  us  about  the  pathologic  findings. 

Lawrence  P.  Shea,  M.D.*:  The  sur- 

gical specimen  was  a portion  of  lung 
measuring  9 by  4.5  by  4 cm.  The  pleura 
in  one  area  was  firm  and  0.3  cm.  in  thick- 
ness. The  cut  surfaces  of  the  lung  re- 
vealed an  irregular  lesion  measuring  4 cm. 
in  maximum  diameter.  The  soft  center  of 
the  lesion  appeared  necrotic.  The  periph- 

*  Associate  Pathologist,  Lenox  Hill  Hospital. 


ery  consisted  of  more  translucent  firm 
grayish-white  tissue.  The  surrounding 
lung  was  partly  atelectatic. 

Microscopic  sections  of  the  grossly  al- 
tered part  of  the  lung  showed  recent  and  old 
degenerative  and  inflammatory  lesions  in- 
volving small  arteries,  parenchyma,  and 
bronchi.  Some  segments  of  the  arterial 
walls  revealed  diffuse  fibrinoid  necrosis  and 
contained  many  polymorphonuclear  neutro- 
phils frequently  accompanied  by  some 
eosinophils  (Fig.  5A  and  B).  In  the  ad- 
ventitia of  these  vessels  there  were  lym- 
phocytes, plasma  cells,  macrophages,  and 
multinucleated  giant  cells  with  the  nuclei 
often  in  a row  at  the  periphery  (Fig.  5C). 
The  parenchyma  contained  large  irregular 
areas  of  coagulative  necrosis,  organizing 
pneumonitis,  and  fibrosis  (Fig.  5B).  The 
granulation  tissue  in  the  alveolar  spaces 
and  at  the  edges  of  the  necrotic  zones  con- 
tained some  multinucleate  giant  cells. 
Acid-fast  and  fungus  stains  showed  nega- 
tive results. 

The  autopsy  showed  indurated  areas  in 
both  lungs  grossly  similar  to  the  altered 
portion  of  the  surgical  specimen.  The 
kidneys  were  swollen  and  revealed  numer- 
ous minute  petechial  hemorrhages  in  the 
cortices.  The  spleen  was  almost  entirely 
occupied  by  opaque  yellowish  lesions  re- 
sembling recent  infarcts  (Fig.  6).  The 
mucosal  surfaces  of  the  larynx,  trachea, 
bronchi,  and  esophagus  were  intensely 
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FIGURE  6.  Cut  surface  of  spleen  showing  multiple 
recent  infarcts. 


congested  and  eroded.  Permission  for 
examination  of  the  brain  was  not  granted. 

Microscopic  sections  of  the  heart  showed 
small  foci  of  interstitial  myocardial  fibro- 
sis with  occasional  groups  of  mononuclear 
cells  resembling  Anitschkow’s  myocytes. 
Sections  of  the  lungs  showed  necrotizing 
granulomatous  inflammatory  changes  sim- 
ilar to  those  observed  in  the  surgical  speci- 
men. Sections  of  the  kidneys  revealed 
generalized  focal  fibrinoid  necrosis  of  the 
glomerular  tufts  with  extensive  hemorrhage 
into  some  of  the  glomerular  capsules  and 
convoluted  tubules  (Fig.  7).  Some  glo- 
meruli had  proliferative  epithelial  changes. 
Some  convoluted  tubules  were  atrophied 
and  surrounded  by  loose  fibrous  tissue  con- 
taining a few  lymphocytes.  No  evidence  of 
arteritis  was  noted  in  the  kidneys.  Sec- 
tions of  the  spleen  showed  diffuse  fibrinoid 
necrosis  of  numerous  segments  of  the  small 
arteries  and  associated  recent  infarcts  in  the 
parenchyma.  The  necrotic  vessels  were 
densely  infiltrated  with  polymorphonuclear 
neutrophils.  No  granulomatous  lesions 
were  observed  in  the  spleen.  A section  of 
the  gallbladder  showed  segmental  fibrinoid 
necrosis  of  a small  artery  in  the  muscularis. 
Sections  of  larynx,  trachea,  and  esophagus 
showed  erosion  and  nonspecific  acute  in- 
flammatory changes  in  the  mucosa  without 
evidence  of  arteritis.  The  prostatic  ure- 
thra mucosa  was  focally  eroded  and  con- 
tained many  polymorphonuclear  neutro- 
phils. 

Dr.  Bruno:  I was  privileged  in  having 

this  patient  referred  to  me,  for  hospitaliza- 
tion, by  a very  keen  otolaryngologist.  He 
had  a suspicion  that  this  patient  might  be 
seriously  ill  with  a systemic  disease,  in  spite 


FIGURE  7.  High-power  view  of  glomerulus  showing 
focal  fibrinoid  necrosis  of  capillary  tufts. 


of  the  fact  that  most  of  his  symptoms  and 
findings  up  to  the  last  three  weeks  seemed 
innocuous.  In  short  order  an  expositive 
sequence  of  events  evolved  with  the  patient 
dying  after  a hospital  stay  of  eighteen  days. 

The  patient  appeared  to  represent  a 
classic  example  of  Wegener’s  granulomato- 
sis. He  was  young,  and  the  clinical  pattern 
of  his  illness  evolved  in  two  phases.  There 
was  the  insidious  onset  of  symptoms  sug- 
gesting a respiratory  tract  infection  with 
otorrhea,  and  the  purulent  rhinorrhea  of 
months  duration.  The  patient  did  not 
develop  cartilaginous  or  osseous  destruction 
of  the  nose,  palate,  or  orbit,  but  nasal 
mucosal  ulcerations  were  present.  This 
relatively  long  insidious  phase  progressed, 
but  not  at  a rapid  rate.  The  second  phase 
of  his  illness  was  fulminating.  Obvious 
evidence  of  dissemination  occurred  with  the 
development  of  vasculitis,  glomerulitis, 
uremia,  and  death,  all  in  the  span  of  two 
weeks.  In  spite  of  the  use  of  immunosup- 
pressive agents  and  peritoneal  dialysis,  the 
patient  did  not  respond  and  died  of  renal 
failure  in  short  order,  five  months  after  the 
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onset  of  his  illness.  This  entire  clinical 
picture  seemed  to  represent  a classic  exam- 
ple of  Wegener’s  granulomatosis,  and  in- 
deed it  did. 

Final  diagnoses 

1.  Wegener's  granulomatosis 

2.  Granulomatous  arteritis  of  lungs 

3.  Multiple  pulmonary  infarcts,  old  and 
recent 

4.  Necrotizing  glomerulitis 

5.  Necrotizing  arteritis  of  spleen  with 
multiple  recent  infarcts 

6.  Chronic  myocarditis  with  focal  fibrosis 

7.  Tracheostomy  stoma,  patent 

8.  Acute  erosive  laryngitis,  tracheitis, 
and  bronchitis 

9.  Acute  erosive  esophagitis 

10.  Acute  prostatic  urethritis 


Hiring  the  handicapped 

A blind  electrician  who  installs  electric  outlets 
in  tract  houses,  a retarded  kitchen  worker  who 
supervises  normal  employes,  and  a cerebral 
palsy  victim  who  is  an  electronics  genius  com- 
prise a cross  section  of  millions  of  handicapped 
Americans  who  are  not  handicapped  on  the  job. 

The  President’s  Committee  on  Employment 
of  the  Handicapped  has  recently  also  stated  that 
an  ex-mental  patient,  if  treatment  has  been  ad- 
equate, should  have  good  insight  into  himself, 
be  able  to  deal  with  stresses  of  life,  and  have 
satisfactory  relations  with  others.  Also,  at  a 
recent  mental  health  seminar,  E.  E.  Landis, 
M.D.,  stated  that  these  latter  are  the  same 
qualities  that  make  good  employes  per  se. 

One  of  the  country’s  leading  candy  manufac- 
turers considers  employment  of  the  mentally  re- 
tarded a wise  investment.  The  company  re- 
ports that  these  employes  have  a fine  attendance 
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record  and  better-than-average  safety  record- 
As  a general  rule,  retarded  workers  have  a much 
greater  tolerance  for  repetitive,  short-cycle  tasks 
than  normal  workers. 

A recent  employer  attitude  survey  revealed 
that  types  of  skills  possessed  were  the  most  im- 
portant element  on  job  application  forms. 
History  of  emotional  illness  ranked  far  below 
drinking  problems  and  drug  addiction  as  dis- 
qualifiers. 

While  more  and  more  employers  are  hiring 
the  handicapped  in  spite  of  their  disabilities, 
some  hire  workers  because  of  their  handicaps. 
A chemical  firm  employs  the  blind  to  judge  the 
taste  and  order  of  synthetic  flavoring  and  per- 
fume chemicals,  and  finds  them  four  times  as 
effective  as  sighted  workers. 

Hiring  the  handicapped  does  not  cause  a com- 
pany’s insurance  rates  to  rise.  Rates  are  based 
on  the  type  of  work  in  which  a company  is  en- 
gaged and  its  individual  accident  experience. 
Generally  speaking,  handicapped  workers  have 
fewer  accidents  than  ordinary  workers. 
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Associate  Professor,  Department  of  Radiology 
J.  HOWARD  FERGUSON,  M.D. 

Professor  and  Chairman,  Department  of  Pathology 


Respiratory  Distress  and 
Convulsions  in  Newborn 


Case  history 

Richard  Bernstein,  M.D.*:  A three- 
week-old  girl  was  born  at  term  following  an 
uneventful  pregnancy.  On  the  first  day 
of  life,  she  was  noted  to  have  poor  color. 
Subsequently,  periods  of  apnea  developed. 
She  also  experienced  occasional  convulsive 
episodes.  Physical  examination  revealed 
a small  infant  with  swelling  of  the  distal 
forearms.  The  laboratory  data  showed 
normal  hematocrit  and  white  blood  count. 
Urinalysis  was  normal  as  were  blood  urea 
nitrogen  and  blood  sugar.  Calcium  was 
11.4  mg.  and  phosphorus  4.4  mg.  per  100 
ml.  The  alkaline  phosphatase  was  0.2 
Bodansky  units. 

Alfred  Berne,  M.D.f:  Many  abnor- 

malities are  present.  The  examination  of 
the  skull  shows  the  cranial  vault  to  be  small 
and  the  membranous  bones  of  the  cranial 
vault  very  poorly  mineralized  (Fig.  1A). 
Very  slight  bony  density  is  evident  in  the 
frontal  and  parietal  bones.  The  sutures 
are  very  wide  and  appear  as  large  ribbons 
of  radiolucency.  Interestingly,  the  bones 
of  the  skull  formed  from  cartilage  at  the 
base  of  the  skull  are  somewhat  better 
mineralized. 

The  lungs  are  clear  and  the  heart  is 
normal,  but  the  ends  of  the  ribs  appear  to 
be  bulbous  and  produce  extrapleural  in- 

* Resident,  Department  of  Radiology,  Upstate  Medical 
Center. 

t Professor,  Department  of  Radiology,  Upstate  Medical 
Center. 


dentations  into  the  lung  parenchyma  (Fig. 
IB).  There  are  generalized  changes  in  the 
long  bones.  At  the  metaphyses  the  pro- 
visional zones  of  calcification  show  a com- 
plete disarray  of  the  normal  architecture 
(Fig.  2).  There  are  long  irregular,  ver- 
tical, and  linear  densities  alternating  with 
areas  of  radiolucency  extending  into  the 
shafts.  While  these  changes  are  general- 
ized, they  are  very  evident  at  the  knees  and 
at  the  proximal  and  distal  ends  of  the 
humeri.  However,  even  the  bones  of  the 
hands  appear  to  be  involved. 

The  bones  of  the  pelvis  are  also  very 
poorly  mineralized  and  the  distal  femoral 
epiphysis  is  not  ossified,  strongly  suggesting 
some  delay  in  bony  maturation  (Fig.  3). 

From  the  radiographic  point  of  view,  one 
need  only  consider  rickets  and  hypophos- 
phatasia  as  diagnostic  possibilities.  In 
a neonate  with  a disease  which  is  this 
severe,  hypophosphatasia  seems  the  most 
likely  possibility  and  this,  of  course,  is 
confirmed  by  the  extremely  low  alkaline 
phosphatase  level. 

Dr.  Berne’s  diagnosis 

Hypophosphatasia 

Dr.  Bernstein:  The  infant  expired 

and  an  autopsy  was  performed. 

Bedros  Markarian,  M.D.**:  The 

**  Instructor,  Department  of  Pathology,  Upstate  Medical 
Center. 
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FIGURE  1.  Roentgenograms.  (A)  Skull.  Note 
poor  mineralization  of  bones  of  cranial  vault. 
Sutural  markings  (arrows)  wide.  (B)  Chest. 
Anterior  ends  of  ribs  expanded  corresponding  to 
physical  findings  of  "rachitic  rosary.” 

chief  findings  at  autopsy  were  cerebral 
edema  with  consequent  increased  intra- 
cranial pressure.  There  were  multiple 
areas  of  consolidation  of  the  lungs,  many 
with  central  grey-white  abscess  formation. 
Microscopic  examination  of  these  areas 
demonstrated  many  bacterial  colonies. 
The  most  interesting  findings  were  in  the 
bone.  Normal  enchondral  bone  formation 


FIGURE  2.  Photomicrograph  of  femoral  metaph- 
ysis.  Note  gross  irregularity  of  zone  of  provi- 
sional calcification.  Tongues  of  osteoid  (arrows) 
are  seen  extending  between  narrow  spaces.  This 
irregular  ossification  produces  vertical  metaphysial 
situations. 


FIGURE  3.  Pelvis  and  femurs.  Long  bones  show 
longitudinal,  irregular,  interdigitating  opaque,  and 
radiolucent  bands  (arrows).  Gross  distortion  of 
zones  of  provisional  calcification  accompanied  by 
delayed  bony  maturation  and  poorly  mineralized 
pelvic  bones. 

in  a child  is  characterized  by  an  orderly 
epiphysial  plate  of  proliferating  cartilage 
cells  and  a distinct  even  zone  of  provisional 
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calcification.  These  same  areas  in  this 
patient  show  a thickened  epiphysial  carti- 
lage plate  with  a very  irregular  zone  of  pro- 
visional calcification  and  many  disorderly 
islands  of  osteoid  (Fig.  1).  In  the  costo- 
chondral junction,  we  see  a bulbous 
thickening  analogous  to  the  changes  seen 
in  the  so-called  “rachitic  rosary”  of  rickets. 
All  of  these  histologic  features  are  com- 
patible with  rickets,  but  in  view  of  the 
history  of  low  serum  alkaline  phosphatase, 
the  findings  are  compatible  with  the  diag- 
nosis of  hypophosphatasia. 

William  Bergstrom,  M.D.*:  There 

have  been  about  100  to  120  documented 
cases  of  this  ailment,  approximately  20  to 
25  of  which  have  been  in  infants.  There 
doubtless  have  been  many  more  cases.  Of 
these,  very  few  of  the  babies  who  were 
diagnosed  in  infancy  have  survived.  In 
this  respect,  but  in  no  other,  this  resembles 
osteogenesis  imperfecta.  The  severely  af- 
fected child  usually  does  not  survive  the 
newborn  period.  In  those  children  in 
whom  the  diagnosis  is  made  later,  survival 
is  the  rule  presumably  because  they  have 
milder  disease.  They  are,  however,  handi- 
capped by  bony  deformities.  This  child 
exhibited  chronic  seizures  with  episodes  of 
apnea  within  the  first  twenty-four  hours  of 
life.  This  led  to  a measurement  of  her 
serum  calcium,  phosphorus,  and  alkaline 
phosphatase  and  to  her  radiographic  eval- 
uation. The  diagnosis  was  established  at 
Wilson  Memorial  Hospital  in  Johnson  City, 
New  York,  before  the  baby  was  transferred 
to  the  Upstate  Medical  Center.  Clinically, 
the  problem  was  one  of  increasingly  fre- 
quent episodes  of  seizures  and  apnea. 
These  were  not  well  controlled  by  any 
measures.  The  serum  calcium  tended  to 
be  high  rather  than  low.  This  is  character- 
istic of  children  with  hypophosphatasia, 
but  the  reason  is  not  clear.  The  apneic 
episodes  became  more  and  more  frequent 
requiring  an  endotracheal  tube  and  a res- 
pirator in  the  last  two  or  three  days  of  life. 

* Professor,  Department  of  Pediatrics,  Upstate  Medical 
Center. 


Multiple  airway  problems  recurred  so  that 
the  finding  of  pneumonia  at  autopsy  is  no 
surprise. 

About  forty-eight  hours  before  death, 
the  urinary  output  decreased  rapidly  and 
finally  ceased  entirely.  She  became  some- 
what edematous,  but  her  serum  electrolyte 
pattern  remained  normal.  Finally  she 
developed  bradycardia  despite  absence  of 
any  demonstrable  electrolyte  disturbance. 

Her  clinical  course  then  appeared  to  be 
divided  into  three  phases:  (1)  increasingly 
severe  apnea  and  convulsive  episodes, 
followed  by  (2)  decreasing  urinary  output, 
and  finally  by  (3)  bradycardia. 

One  of  the  fascinating  things  about  this 
case  is  that  the  infant’s  father  demonstrates 
a serum  alkaline  phosphatase  concentra- 
tion which  is  really  not  significantly  dif- 
ferent from  the  patient’s.  The  father, 
however,  is  in  good  health.  He  has  had 
fractured  bones  which  have  healed  nor- 
mally. 

The  mechanism  of  this  disease  appears 
to  be  quite  obscure.  In  the  literature  it  is 
apparent  that  many  of  the  parents  and 
relatives  of  patients  with  hypophosphatasia 
have  very  low  alkaline  phosphatase  levels 
without  disease.  The  fatal  clinical  course 
of  many  infants  also  is  difficult  to  explain 
as  it  was  in  this  patient. 

There  are  reports  of  a few  infants  in 
whom  a diagnosis  of  hypophosphatasia  was 
made  early  in  life  and  who  subsequently 
survived.  These  babies  were  treated  with 
cortisone.  There  does  not  seem  to  be  any 
particular  rationale  for  this  treatment;  it 
was  tried  in  our  patient  without  success. 

Final  diagnosis 

Hypophosphatasia 
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Special  Article 


Parents  of  Adolescents 
Need  Help  Too 


LUCILE  HELFAT,  A.C.S.W. 
Douglaston,  New  York 

From  the  Adolescent  Clinic,  The  Long 
Island  Jewish  Hospital,  Queens,  New  York* 


Many  parents  today,  when  their  chil- 
dren reach  adolescence,  are  finding  them- 
selves adrift  on  an  uncharted  sea.  The 
principles  of  child  rearing  which  they 
earlier  applied  with  assurance  and  con- 
viction seem  no  longer  applicable,  and 
parents  soon  have  grave  misgivings  about 
their  children  and  themselves.  They  be- 
come angry  and  dismayed  and  before  long 
develop  symptoms  which  might  well  be 
diagnosed  as  “adjustment  reaction  of 
parenthood.” 

Exposure  to  popular  periodical  literature 
has  taught  the  earnest  parent  to  identify 
some  of  the  troublesome  behavior  dis- 
played by  his  teen-ager  as  “rebelliousness” 
and  “hostility.”  Sometimes,  recognition 
of  the  universality  of  these  symptoms  pro- 
vides sufficient  reassurance  to  reduce  pa- 
rental fears  and  tensions  to  tolerable  levels. 
More  often,  however,  relief  from  this 
quarter  is  short-lived  because  the  mere 
labeling  of  behavior  is  not  in  itself  ther- 
apeutic. It  appears  that  the  average 
parent  requires  more  than  superficial  in- 
sights into  the  nature  of  adolescence  before 
he  is  able  to  meet  the  problems  of  this 
stage  of  child  development  with  equanim- 
ity. 

In  November,  1964,  under  a grant  from 

* Present  affiliation:  Educational  Clinic,  Queens  College. 


the  Children’s  Bureau  and  the  Bureau  of 
Maternal  and  Child  Health  of  the  State  of 
New  York  Department  of  Health,  the 
Department  of  Pediatrics  of  the  Long 
Island  Jewish  Hospital  established  an  ad- 
olescent clinic.  As  the  social  worker 
attached  to  this  clinic  for  a period  of  two 
years,  and  after  working  with  many  of  the 
parents  of  the  440  youngsters  who  attended 
the  clinic,  during  this  time,  I have  reached 
the  conclusion  that  the  average  parent  of  an 
adolescent  child  is  not  receiving  sufficient 
support  to  withstand  the  emotional  im- 
pact of  this  period  of  life.  This  thinking  is 
further  confirmed  by  the  observation  of  a 
noted  psychiatrist  that  “many  of  the  acute 
illnesses  (mental)  beginning  at  puberty  are 
transparently  related  to  the  failing  struggle 
of  parent  and  child  to  rend  themselves  free 
from  one  another.  In  many  instances  the 
pubertal  youngster  becomes  more  help- 
less and  dependent  than  before,  and  so  do 
his  parents.”1 

Very  little  of  the  child  guidance  mate- 
rial which  was  helpful  to  parents  in  their 
children’s  earlier  years  prepares  them  for 
the  intense  degree  of  emotional  unrest 
that  characterizes  the  teen-age  child. 

Too  often,  well-meaning  professionals 
are  preoccupied  with  the  needs  of  the  ado- 
lescent and  tend  to  identify  with  the  young 
person  to  the  exclusion  of  the  parent.  The 
school  guidance  counselor,  the  family 
physician,  and  the  youth  leader  in  the 
community  cajole,  exhort,  and  threaten 
parents  of  teen-agers,  but  rarely  is  there  an 
opportunity  for  the  bewildered  parents  to 
voice  their  own  apprehensions  and  dis- 
quietude. In  many  instances,  lack  of 
knowledge  of  the  basic  developmental 
tasks  of  adolescence  causes  parents  un- 
wittingly to  impede  their  children’s  pro- 
gress and  to  intensify  the  existing  pres- 
sures. 

When  a suburban  mother  is  shown 
daily,  through  the  mass  media,  the  many 
pitfalls  to  which  her  teen-ager  is  exposed, 
how  can  she  gain  the  strength  to  permit 
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her  fourteen-  or  fifteen-year-old  daughter 
to  spend  a day  in  the  city  unsupervised? 
Then,  having  once  acceded  to  her  daugh- 
ter’s demands  for  greater  independence, 
how  can  she  feel  comfortable  about  her 
decision,  particularly  since  she  is  at  the 
same  time  being  admonished  by  the  pro- 
tective agencies  in  the  community  that  a 
good  mother  keeps  constant  vigil  over  her 
adolescent’s  activities? 

In  the  same  way  that  the  adolescent  of 
today  is  offered  greater  opportunity  to  ex- 
plore his  conflicts  and  ventilate  his  feel- 
ings of  unrest,  the  parent  should  be  afforded 
“equal  time.”  In  recognition  of  this  need, 
the  adolescent  services  of  the  Long  Island 
Jewish  Hospital  decided  to  incorporate 
into  its  program  a parent  discussion  group 
as  a part  of  its  over-all  services  to  the 
community. 

In  mid-March,  1966,  notices  were  sent 
to  about  120  parents  whose  children  at- 
tended the  adolescent  clinic  advising  them 
that  the  clinic  was  instituting  a parent 
discussion  program  of  six  sessions  which 
would  meet  weekly.  The  parents  solicited 
were  selected  from  the  wide  range  of 
clinic  attendance  on  the  basis  of  the 
clinic’s  knowledge  of  their  individual  ca- 
pacities for  entering  into  the  kind  of  group 
discussion  which  would  focus  primarily  on 
common  experiences  of  parents  of  ado- 
lescents rather  than  on  their  own  in- 
dividual problems. 

Thus,  an  effort  was  made  by  this  selec- 
tion to  avoid  involving  parents  who  were 
so  preoccupied  with  such  family  and  per- 
sonal concerns  as  marital  conflicts,  financial 
stress,  alcoholism,  and  the  like,  that  they 
could  not  concentrate  on  the  parent-child 
relationship.  Parents  who  had  demon- 
strated a high  degree  of  psychopathologic 
disorders,  or  whose  children  had  evidenced 
severe  kinds  of  emotional  disturbance 
which  would  not  fall  within  the  normal 
range  of  adolescent  behavior,  were  not 
solicited. 

The  term  “parent  discussion  group” 
used  in  this  report  refers  primarily  to  a 
self-determining  nondirective  form  of  group 
discussion  wherein  members  learn  through 
participation  in  the  group  process.  Aline 
B.  Auerbach,  director  of  the  Department  of 
Group  Education  of  the  Child  Study 
Association  of  America,  in  a report  en- 
titled “Analysis  of  the  Experience  of 


Parents  Participating  in  a Program  of 
Group  Education,”  describes  the  process 
of  the  parent  discussion  group  as  one 
wherein  “the  leader  uses  his  knowledge  of 
the  dynamics  of  individual  behavior  and 
the  interrelationships  of  people  in  groups 
to  help  parents  share  their  thinking  and 
feeling  about  common  problems,  to  examine 
the  meaning  of  their  common  experiences, 
and  to  build  on  their  inner  strength  as  they 
take  on  a more  integrated  parent  role.”2 
Peter  B.  Neubauer,  M.D.,  further  de- 
lineates the  goals  of  this  kind  of  group 
process  by  distinguishing  between  group 
therapy  and  group  education.  In  a report 
prepared  for  the  Child  Study  Association  of 
America  he  stated: 

Therapy  directs  itself  to  the  deviant  as- 
pects of  the  personality,  the  symptoms  or  the 
character  disturbance,  with  a view  towards 
effecting  change  in  individual  pathology  ...  . 
Education  is  . . . oriented  towards  the  healthy 
factors  of  the  personality,  and  appeals  to  the 
ability  to  judge,  to  gain  understanding,  to 
learn  to  use  one’s  experience  for  new  and  dif- 
ferent situations,  to  plan,  to  make  choices,  to 
adapt  to  changing  circumstance,  to  add  new 
experiences  ...  . While  in  group  education 

there  is  an  awareness  of  individual  problems 
and  their  effect  on  the  parents’  functioning, 
the  unconscious  motivations  of  emotional 
problems  are  not  explored  nor  are  attempts 
made  to  resolve  these  problems.  The  purpose 
of  the  group  is  ...  to  explore,  develop  and 
reinforce  . . . health.3 

The  invitation  extended  by  the  ado- 
lescent services  to  the  parents  was  a 
general  one,  indicating  an  opportunity  for 
parents  of  adolescents  to  meet  together 
and  share  common  problems  and  experi- 
ences under  professional  leadership.  A 
first  group  of  about  15  mothers  evolved, 
and  it  is  the  purpose  of  this  article  to  dem- 
onstrate how,  through  the  group  process 
these  parents  were  able  to  gain  greater  in- 
sight, reassurance,  and  support  during  a 
most  trying  phase  of  parenthood,  and  in  a 
comparatively  short  span  of  time. 

It  should  be  stressed  that  the  increase  in 
the  parents’  understanding  of  themselves 
and  of  their  children  through  participation 
in  the  group  came  from  discussion  of  real 
life  experiences  and  sharing  of  conscious 
feelings  about  day-to-day  situations. 

At  the  first  meeting,  parents  were  en- 
couraged by  the  leader  to  formulate  topics 
for  discussion  according  to  their  own  in- 
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terests  and  needs,  and  the  importance  of 
open  discussion  and  involvement  was 
stressed.  The  assembled  parents,  all 
mothers,  very  quickly  began  to  identify 
areas  of  concern,  and  their  interests  covered 
the  wide  range  of  problems  basic  to  this  age 
group  from  car  driving,  excessive  make-up, 
and  poor  personal  hygiene  to  defiance  of 
authority,  peer  group  relationships,  and 
sexual  behavior. 

Insight 

Early  in  the  discussions,  it  became  ap- 
parent that  these  parents  had  little  in- 
sight into  the  nature  of  adolescence. 
While  parents  understand  theoretically 
that  adolescence  is  a time  for  “growing  up,” 
they  are  not  aware  of  the  degree  of  conflict 
experienced  by  the  adolescent  in  relin- 
quishing the  security  of  the  home  and 
parental  support.  They  are  not  able  to 
recognize  the  defensive  maneuvers  in  which 
their  adolescents  engage,  nor  do  they  fully 
understand  the  nature  and  significance  of 
these  defenses.  One  parent  expressed  a 
deep  sense  of  “hurt”  because  her  fourteen- 
year-old  son  was  constantly  devaluating 
parental  attitudes  and  standards.  An- 
other parent  was  shocked  at  her  daughter’s 
rudeness  and  defiance  of  adult  authority. 
Yet  another  parent  showed  deep  resent- 
ment of  peer  group  loyalty  and  her  son’s 
preference  for  his  friends’  tastes  to  those  of 
his  parents. 

As  they  were  helped  to  explore  the  inner 
pressures  acting  on  the  adolescent  who  is 
moving  into  the  adult  world,  parents  be- 
gan to  regard  their  children’s  plight  more 
sympathetically  and  with  more  objectiv- 
ity. When,  for  example,  one  parent 
gained  a realization  of  the  positive  source 
of  strength  afforded  to  her  teen-ager  by 
group  affiliation,  her  resentment  of  these 
ties  lessened,  and  the  way  was  opened  for 
discussion  of  constructive  aspects  of  peer 
group  relationships. 

Parents  also  began  to  examine  their  own 
feelings  more  introspectively  and  voiced 
some  of  their  concerns  about  being  no 
longer  indispensable  to  their  children. 
They  were  able  to  see  how,  because  of 
their  own  needs,  they  were  adding  to 
their  adolescents’  difficulties  by  actually 
holding  on  to  their  children  more  tightly  at 
a time  when  they  should  be  letting  go. 


Reassurance 

With  their  enhanced  insight  into  the 
adolescent  turmoil,  parents  began  to  gain 
reassurance  from  one  another.  First  they 
tended  to  blame  themselves  for  the  dis- 
turbed parent-child  relationship  in  the 
home.  As  they  began  to  understand  more 
fully  why  their  youngsters  were  expressing 
anger  and  manifesting  disorganized  be- 
havior, they  began  to  view  these  changes  as 
part  of  the  normal  growth  process  and  not 
in  terms  of  personal  failure.  With  more 
perspective,  they  came  to  look  on  ado- 
lescence as  one  of  many  developmental 
phases.  In  this  larger  context,  the  re- 
alization grew  that  just  as  there  is  an  onset, 
there  is  a terminus,  and  parents  of  ado- 
lescents can  look  toward  a time  when  once 
again  their  children  will  feel  inclined  to 
communicate  with  them  and  express  af- 
fection for  them. 

A primary  concern  of  the  mothers  in  the 
group  was  the  imparting  of  standards  and 
values.  Much  of  the  poor  interaction 
cited  between  parent  and  adolescent  could 
be  traced  to  confused  thinking  around  this 
subject.  As  parents  shared  with  each  other 
descriptions  of  repressive  measures  under- 
taken to  insure  a sense  of  moral  obligation 
and  specified  the  unrealistic  demands  they 
had  placed  on  their  children  in  the  name  of 
character  building,  they  gradually  began 
to  realize  the  fallacy  of  this  approach. 

The  following  dialogue  illustrates  the 
way  in  which  group  discussion  helped  to 
clarify  parental  goals. 

Mother  A (indignantly):  My  Peggy  just 

won’t  cooperate  these  days.  I don’t  ask 
much  of  her,  but  I do  expect  her  to  keep  a 
neat  room.  (General  expression  of  apprecia- 
tion from  other  mothers.) 

Mother  B:  I’m  getting  to  be  a first-class 

nag.  When  I walk  into  the  house  and  see  my 
daughter’s  clothes  slung  all  over  the  place,  I 
see  red.  I have  tried  to  scold  and  even  bribe 
her  to  be  more  organized,  but  no  go. 

Mother  C:  Alice  just  looks  at  me  when  I 
chide  her  about  her  room,  as  if  I’m  talking  a 
foreign  language.  I forget  all  of  my  resolu- 
tions about  ignoring  her  sloppiness,  and  I 
begin  to  boil.  Pretty  soon  my  husband  be- 
gins to  yell  at  her  because  he  sees  that  I am 
upset,  and  then  we  have  a real  free-for-all.  I 
guess  we  missed  the  boat  somewhere,  and  she 
is  just  going  to  grow  up  to  be  a slob. 

Mother  A (excitedly):  That’s  just  it,  how 
are  these  girls  going  to  grow  up  to  be  respon- 
sible people,  good  mothers,  and  homemakers 
if  they  don’t  learn  all  these  things  now? 
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Leader:  Is  it  neat  rooms  we  are  talking 

about  then,  or  is  it  learning  to  be  responsible? 

Mother  A:  I wouldn’t  really  care  about 

the  way  Peggy’s  room  looks,  I guess,  if  I 
didn’t  feel  that  I’m  not  doing  a good  job  as  a 
mother.  After  all,  in  a few  more  years  Peggy 
will  be  off  to  college  and  out  of  my  clutches. 
If  I don’t  teach  her  these  things  now,  when 
will  she  ever  learn  how  a good  home  is  kept? 

Mother  D:  I sometimes  go  out  of  my  way 
to  think  up  chores  for  Robbie  to  do  around  the 
house  for  that  very  reason.  He  should  learn 
to  assume  responsibility.  After  all,  some  day 
he  will  be  a father  himself.  But  (dejectedly) 
he  can’t  even  remember  to  take  out  the  gar- 
bage pail,  and  it’s  nag,  nag,  nag. 

Leader:  So  we  are  really  more  concerned 
about  how  responsible  our  children  will  be- 
come when  they  are  adults,  rather  than 
whether  or  not  they  are  cooperative  and  neat 
now. 

Mother  A:  That’s  true.  I dread  having 
to  fight  with  Peggy  about  picking  up  her 
things  and  straightening  her  dresser  drawers, 
but  I feel  I should  insist  on  absolute  tidiness 
or  else  I am  not  being  a good  mother.  My 
husband  teases  me  and  says  that  I want  her 
closets  to  be  neater  than  my  own  are.  But  I 
want  her  to  grow  up  to  have  a nice  home  of 
her  own,  and  how  will  she  learn  this  if  I don’t 
keep  after  her  now? 

Leader:  How  do  girls  learn  to  be  good 

homemakers?  How  do  boys  learn  to  be  the 
“man  of  the  house?”  Think  back  to  when 
you  were  first  married  and  starting  in  your 
own  home.  How  did  you  know  what  to  do? 

Mother  B:  I can  remember  that  my  own 

mother  used  to  be  amazed  when  she  visited 
with  me,  because  she  never  expected  me  to 
take  such  an  interest  in  my  home.  I guess  I 
used  to  be  a pig  myself  (sheepishly). 

Mother  C (laughingly) : My  father  used  to 
complain  that  I was  just  like  my  mother.  I 
would  follow  him  around  my  house  with  an 
ashtray.  He  didn’t  really  expect  me  to  turn 
out  that  way  because  I guess  I gave  him  a 
hard  time  when  I was  growing  up. 

Mother  B:  Maybe  children  learn  these 

things  we  are  trying  to  teach  them  from  the 
way  we  do  things  ourselves  rather  than  from 
all  the  nagging?  . . . 

Mother  A:  Now  that  you  mention  it,  I 

just  remembered  how  surprised  my  husband 
and  I were  when  I was  sick  this  winter,  and 
Peggy  took  over.  She  cleaned  and  cooked 
and  took  care  of  her  sister  beautifully,  just 
like  a little  mother.  I guess  she  can  do  it  if 
she  wants  to  . . . . 


Support 

As  parents  in  the  group  ventilated  their 
feelings  of  anger,  disappointment,  and 
frustration  and  shared  with  each  other 
their  mutual  experiences  involving  their 
adolescents,  they  began  to  gain  strength 


from  each  other.  The  fact  that  one  child 
was  showing  behavior  which  was  not  un- 
like that  of  another  child  reinforced  the 
concept  of  normalcy  and  helped  to  dispel 
feelings  of  self-doubt  and  defeat. 

The  mothers  were  able  to  support  each 
other  in  recognizing  that  parents  are  sub- 
jected to  pressures  and  that,  no  matter 
how  well-meaning  they  are,  they  at  times 
become  impatient  and  intolerant.  They 
realized,  too,  that  such  reactions  do  not 
imply  a lack  of  love  or  concern  for  their 
children.  When  one  mother  admitted  to 
poor  handling  of  a situation,  another 
mother  pointed  out  that  the  error  was  not  a 
deliberate  one  and  was  in  fact  made  with 
the  best  of  intentions.  Parents  seem  to 
respond  positively  to  this  kind  of  mutual 
support,  and  the  group  gradually  showed 
increased  ego  strength. 

With  the  growing  recognition  that  par- 
ents may  impede  their  children’s  progress 
toward  adulthood  by  their  own  fears  of 
abandonment  and  unfulfillment,  the  par- 
ents examined  their  own  needs  with 
greater  self-awareness  and  sought  ways  of 
achieving  more  of  life’s  satisfaction  through 
channels  not  related  directly  to  the  pa- 
rental role.  Ideas  were  exchanged  on 
vocational  pursuits  and  community  activ- 
ities in  an  effort  to  find  ways  of  enhanc- 
ing daily  satisfactions  and  widening  ho- 
rizons. Two  parents  actually  left  part- 
time  jobs  which  they  had  held  for  many 
years  because  they  suddenly  realized  that 
these  positions  were  not  affording  them 
sufficient  gratification.  Another  parent  de- 
cided to  take  a course  in  typing  preparatory 
to  obtaining  a job. 

Conclusion 

While  no  objective  assessment  was  under- 
taken to  evaluate  the  success  of  this  pro- 
gram, comments  and  reports  from  the 
participants  at  the  last  session  pointed  to  a 
lessening  of  tension  and  greater  tolerance 
of  adolescent  behavior.  That  this  gain 
was  reflected  in  an  improved  adjustment  on 
the  part  of  the  adolescent  in  the  family 
can  only  be  surmised. 

Although  parents  participated  in  dis- 
cussion for  a maximum  of  twelve  hours 
over  a period  of  only  six  weeks,  the  con- 
clusion suggests  itself  that  sufficient  in- 
sight and  support  were  derived  to  make 
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this  a highly  desirable  avenue  of  help. 
Statements  such  as  “I  have  more  con- 
fidence in  myself,”  or  “I  don’t  feel  as 
guilty  as  I used  to  feel,”  or  “I  never  really 
saw  his  (teen-ager’s)  side  of  the  story” 
exemplify  the  sense  of  relief  that  many 
parents  felt. 

When  one  considers  the  anxiety  and 
anguish  parents  experience  in  rearing 
adolescents,  it  would  seem  that  a well- 
rounded  adolescent  program  should  offer 
similar  opportunities  to  those  provided  by 
the  adolescent  services  at  Long  Island 


New  look  at  adoption 


It  is  now  easier  than  before  to  adopt  a child; 
the  black  market  in  babies  has  almost  disap- 
peared, and  adoption  agencies  have  new  ideas  on 
the  qualifications  needed  to  become  an  adoptive 
parent,  sometimes  even  approving  a single 
person,  although  this  is  still  a rarity.  These 
changes  in  adoption  policies  and  trends  have 
been  reported  in  a recent  issue  of  Today's 
Health  by  C.  Carner. 

Today,  it  was  stated,  the  shortage  is  in 
mature,  qualified  parents,  rather  than  adoptive 
children,  at  least  of  certain  qualifications. 

Although  adoptions  have  increased  more  than 
50  per  cent  in  the  past  decade,  from  93,000  to 
142,000  annually,  the  illegitimacy  rate  in  the 
United  States  has  tripled  since  1940,  to  275,000  a 
year.  Of  an  estimated  2.5  million  children 
under  eighteen  who  were  born  out  of  wedlock, 
about  31  per  cent  have  been  adopted. 

The  “hard-to-place  child,”  however,  usually 
stays  in  a foundling  home  until  he  becomes  of  age. 
Sixty-three  per  cent  of  illegitimate  births  are 
nonwhite  children,  but  the  number  of  non- 
white couples  volunteering  as  parents  falls  far 
short  of  this  number.  The  handicapped  child 
also  has  a hard  time  finding  a home,  and  a 
shortage  exists  for  homes  for  interracial  Jewish 


Jewish  Hospital  in  helping  parents  find 
ways  of  reducing  stress  through  acquisition 
of  a deeper  understanding  of  themselves 
and  their  children. 
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children,  those  born  out  of  wedlock  to  white 
Jewish  women  and  Negro  Christian  men. 

The  black  market  in  babies  which  thrived 
after  World  War  II  has  virtually  ended  as  a re- 
sult of  several  factors.  Several  states  tightened 
adoption  laws  as  a result  of  a Senate  committee’s 
investigation  of  the  1950’s. 

“Independent  placement”  is  not  illegal  in 
most  states,  providing  no  child  broker  profits 
from  arranging  the  adoption  and  the  mother 
has  agreed  to  the  placement.  Cost  usually  runs 
from  $1,000  to  $2,000;  the  adoptive  parents 
usually  pay  the  mother’s  hospital  bills  plus  the 
lawyer’s  fee  for  drawing  up  adoption  papers. 
Nonagency  adoptions  by  out-of-state  families 
have  been  eliminated. 

One  of  the  most  successful  programs  for 
racially  mixed  children  operates  in  Toronto. 
This  agency  recruits  both  white  and  Negro 
adoptive  parents  for  Negro  and  part-Negro 
children.  Between  1963  and  1965,  the  agency 
placed  93  Negro  children,  70  with  white  and  23 
with  Negro  parents. 

Perhaps  the  most  heartwarming  effort  of  all 
involves  partially  handicapped  children  in 
California.  An  eleven-year  study  shows  that 
several  children,  aged  five  to  sixteen,  with  dif- 
ferent degrees  of  handicaps,  have  successfully 
joined  adoptive  homes. 

An  adoption  agency’s  greatest  challenge  re- 
mains the  proper  matching  of  child  and  parents. 
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Necrology 


Frank  Haines  David,  M.D.,  of  Scarsdale,  died 
on  August  26  at  West  Southport,  Maine,  at  the 
age  of  eighty-seven.  Dr.  David  graduated  in 
1903  from  Columbia  University  College  of 
Physicians  and  Surgeons.  From  1908  to  1910 
he  was  an  instructor  at  University  and  Bellevue 
Hospital  Medical  College  and  from  1910  to  1912 
a clinical  assistant  attending  physician  at  New 
York  Eye  and  Ear  Infirmary,  and  an  ophthal- 
mologist at  the  New  York  City  Health  De- 
partment’s Children’s  Eye  and  Ear  Clinic. 
Dr.  David  was  a member  of  the  Westchester 
County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American 
Medical  Association. 

M.  Edgerton  Deuel,  M.D.,  of  Geneva,  died  on 
August  20  at  the  age  of  sixty-nine.  Dr.  Deuel 
graduated  in  1925  from  Ohio  State  University 
College  of  Medicine.  He  was  an  attending 
obstetrician  at  Geneva  General  Hospital.  Dr. 
Deuel  was  a member  of  the  Geneva  Academy  of 
Medicine,  the  Aerospace  Medical  Association, 
the  Ontario  County  Medical  Society,  the  Medi- 
cal Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

John  J.  Gainey,  M.D.,  of  Brooklyn,  died  on 
August  12  at  the  age  of  seventy-four.  Dr. 
Gainey  graduated  in  1921  from  the  University 
of  Buffalo  School  of  Medicine.  He  was  an 
attending  surgeon  at  Prospect  Heights  Hospital 
Pavilion  and  Brooklyn-Cumberland  Medical 
Center.  Dr.  Gainey  was  a Fellow  of  the  Ameri- 
can College  of  Surgeons  and  a member  of  the 
Medical  Society  of  the  County  of  Kings,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Joseph  Gittleman,  M.D.,  of  Brooklyn,  died 
on  June  2 at  the  age  of  sixty-eight.  Dr. 
Gittleman  graduated  in  1925  from  Long  Island 
College  Hospital.  He  was  an  assistant  attend- 
ing physician  at  Williamsburgh  General  Hos- 
pital. Dr.  Gittleman  was  a member  of  the 
Medical  Society  of  the  County  of  Kings,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Robert  Schumann  Glendening,  M.D.,  of 

Andes,  retired,  died  on  August  19  at  Bassett 
Hospital,  Cooperstown,  at  the  age  of  fifty-three. 
Dr.  Glendening  graduated  in  1940  from  the 
University  of  Buffalo  School  of  Medicine. 
Before  his  retirement  he  had  served  as  coroner 
for  Broome  County  and  as  school  physician  for 
the  Union-Endicott  Schools  and  Hooper  School 
in  the  Maine-Endwell  system.  Dr.  Glendening 


was  a member  of  the  Broome  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 


Oscar  Wolfgang  Gross,  M.D.,  of  Elmhurst, 
died  on  August  5 at  the  age  of  eighty-five. 
Dr.  Gross  received  his  medical  degree  from 
the  University  of  Freiburg  in  1905.  He  was  a 
member  of  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 


Robert  William  Harris,  M.D.,  of  Sodus,  died 
on  July  14  at  Rochester  General  Hospital  at 
the  age  of  sixty-one.  Dr.  Harris  graduated  in 
1929  from  Albany  Medical  College.  He  was  a 
member  of  the  Wayne  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 


Louis  E.  Imperiale,  M.D.,  of  Brooklyn,  died 
on  June  16  at  the  age  of  forty-five.  Dr. 
Imperiale  graduated  in  1946  from  New  York 
Medical  College.  He  was  an  attending  pedia- 
trician at  Brooklyn-Cumberland  Medical  Cen- 
ter. Dr.  Imperiale  was  a Diplomate  of  the 
American  Board  of  Pediatrics  and  a member  of 
the  American  Academy  of  Pediatrics,  the  Medi- 
cal Society  of  the  County  of  Kings,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 


Joseph  Dominic  Kelly,  M.D.,  of  New  York 
City,  died  on  August  29  at  Greenwich  Hospital, 
Greenwich,  Connecticut,  at  the  age  of  seventy- 
nine.  Dr.  Kelly  graduated  in  1912  from 
Georgetown  University  School  of  Medicine. 
He  was  a consulting  otolaryngologist  at  Man- 
hattan Eye,  Ear  and  Throat,  Fordham,  French, 
Lawrence  (Bronxville) , and  United  (Port 
Chester)  Hospitals,  and  an  honorary  staff 
laryngologist  at  St.  John’s  Queens  Hospital. 
Dr.  Kelly  was  a Diplomate  of  the  American 
Board  of  Otolaryngology,  a Diplomate  and 
founding  member  of  the  American  Board  of 
Plastic  Surgery,  a Fellow  of  the  American  Col- 
lege of  Surgeons,  and  a member  of  the  American 
Academy  of  Ophthalmology  and  Otolaryn- 
gology, the  American  Laryngological  Associa- 
tion, the  American  Laryngological,  Rhinological 
and  Otological  Society,  the  New  York  Academy 
of  Medicine,  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 
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Siegmund  Loewy,  M.D.,  of  Oxford,  Ohio, 
formerly  of  Elmhurst,  died  on  December  11, 
1966,  at  the  age  of  eighty-four.  Dr.  Loewy 
received  his  medical  degree  from  the  University 
of  Breslau  in  1910.  Retired,  he  was  a member 
of  the  Medical  Society  of  the  County  of  Queens, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Minna  Maler,  M.D.,  of  Sunnyside,  died  on 
June  5 at  the  age  of  sixty-nine.  Dr.  Maler  re- 
ceived her  medical  degree  from  the  University 
of  Vienna  in  1922.  She  was  a member  of  the 
Medical  Society  of  the  County  of  Queens,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Francis  J.  McCulla,  M.D.,  of  Jamestown, 
died  on  August  7 at  the  age  of  seventy-three. 
Dr.  McCulla  graduated  in  1915  from  the  Uni- 
versity of  Buffalo  School  of  Medicine.  He  was 
an  attending  physician  at  Woman’s  Christian 
Association  and  Jamestown  General  Hospitals. 
Dr.  McCulla  was  a member  of  the  Chautauqua 
County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Robert  Hastings  Melchionna,  M.D.,  of  New 

York  City,  died  on  August  29  at  his  home  at  the 
age  of  sixty.  Dr.  Melchionna  graduated  in 
1935  from  St.  Louis  University  School  of  Medi- 
cine. He  was  an  associate  attending  physician 
at  The  New  York  Hospital  and  an  associate 
professor  of  clinical  medicine  at  Cornell  Uni- 
versity Medical  College.  Dr.  Melchionna  was 
a member  of  the  American  Rheumatism  Associa- 
tion, the  New  York  Pathological  Society,  the 
New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Henry  Saul  Rich,  M.D.,  of  The  Bronx,  died 
on  August  12  at  the  age  of  sixty-six.  Dr.  Rich 
graduated  in  1928  from  New  York  Homeopathic 
Medical  College  and  Flower  Hospital.  He  was 
a member  of  the  American  Public  Health  Asso- 
ciation, the  Bronx  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Edgar  Stillman,  M.D.,  of  New  York  City, 
died  on  August  24  at  the  age  of  eighty-four. 
Dr.  Stillman  graduated  in  1911  from  Johns 
Hopkins  University  School  of  Medicine.  Re- 
tired, he  was  a Fellow  of  the  American  College 
of  Physicians  and  a member  of  the  American 
Society  for  Clinical  Investigation,  the  New 
York  Academy  of  Medicine,  the  New  York 
County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 


Leonard  Keating  Supple,  M.D.,  of  Beacon, 
died  on  July  31  at  Butterfield  Memorial  Hospi- 
tal at  the  age  of  fifty-two.  Dr.  Supple  gradu- 
ated in  1938  from  Jefferson  Medical  College  of 
Philadelphia.  He  had  been  the  City  of  Beacon 
health  officer  since  1964.  Dr.  Supple  was  a 
member  of  the  American  Psychiatric  Associa- 
tion, the  American  Society  of  Clinical  Hyp- 
nosis, the  Dutchess  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 


Osman  Nuri  Ulubor,  M.D.,  of  Brooklyn, 
died  on  July  23  at  the  age  of  forty-four.  Dr. 
Ulubor  received  his  medical  degree  from  the 
University  of  Istanbul  in  1947.  He  was  an 
assistant  attending  physician  in  physical  medi- 
cine and  rehabilitation  at  Coney  Island  Hos- 
pital and  an  attending  physician  in  internal 
medicine  at  Jewish  Chronic  Disease  Hospital. 
Dr.  Ulubor  was  a member  of  the  Medical  So- 
ciety of  the  County  of  Kings,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 


Maurice  Umansky,  M.D.,  of  The  Bronx,  died 
on  August  15  at  the  age  of  seventy-nine.  Dr. 
Umansky  received  his  medical  degree  from  the 
University  of  Bern  in  1916.  He  was  an  associ- 
ate attending  dermatologist  (off  service)  at 
Bronx-Lebanon  Hospital  Center.  Dr.  Uman- 
sky was  a Diplomate  of  the  American  Board  of 
Dermatology,  Inc.,  and  a member  of  the  Society 
for  Investigative  Dermatology,  the  Bronx 
County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 


Anderson  Voisard  Vickers,  M.D.,  of  Lewis- 
ton, died  on  July  4 at  the  age  of  sixty-one. 
Dr.  Vickers  graduated  in  1931  from  the  Uni- 
versity of  Buffalo  School  of  Medicine. 

Jacob  Joseph  Yarvis,  M.D.,  of  Long  Beach, 
died  on  August  8 at  the  age  of  sixty-three. 
Dr.  Yarvis  graduated  in  1929  from  Long  Island 
College  Hospital.  He  was  an  associate  at- 
tending physician  at  Long  Beach  Memorial 
Hospital,  an  attending  physician  at  Kings 
County  Hospital  Center,  and  a staff  physician 
in  internal  medicine  at  Long  Island  Jewish 
Hospital.  Dr.  Yarvis  was  a Diplomate  of  the 
American  Board  of  Internal  Medicine,  a Fellow 
of  the  American  College  of  Cardiology,  a Fellow 
of  the  American  College  of  Physicians,  a F ellow 
of  the  American  College  of  Chest  Physicians, 
and  a member  of  the  Medical  Society  of  the 
County  of  Kings,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 
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FAMOUS 


BREON  LABORATORIES  INC. 

Subsidiary  of  Sterling  Drug  Inc. 

90  Park  Avenue,  New  York,  N.Y.  10016 


brand  of  FERROUS 


MOUNT  SINAI  SCHOOL  OF  MEDICINE 

of  the  City  University  of  New  York 

PAGE  AND  WILLIAM  BLACK  POST-GRADUATE  SCHOOL  OF  MEDICINE 
ANNOUNCES  ITS  COURSES  FOR  THE  1967-68  ACADEMIC  YEAR 

January-June  1968 


COURSES  FOR  GENERAL  PRACTITIONERS 

Clinical  Chest  Diseases 

Jan.  4 to  Mar.  7:  Thur.  4-5:30  P.M. 

Laboratory  Methods  in  Hematology 

Jan.  29  to  Feb.  2:  Mon  through  Fri,  9-5:00  P.M. 
Dermatology  in  General  Practice 

March  4 to  24:  Mon  and  Thur,  9-10:00  A.M. 

Current  Concepts  in  Obstetrics  and  Gynecology 

March  7,  8 & 9:  Thur.  and  Fri.  9-5:00  P.M.,  Sat.  9 1 2 Noon 
Laboratory  Methods  in  Blood  Banks 

March  18  to  20:  Mon.  through  Wed.,  9-5:00  P.M. 

Clinical  Neurology 

March  18  to  22:  Mon.  through  Fri.  9-5:00  P.M. 

Differential  Diagnosis  in  Gastro-intestinal  Radiology 
March  19  to  May  21 : Tue.,  5-6:00  P.M. 

Treatment  of  the  Patient  with  Alcoholism  Problems 
March  22 and  23:  Fri. and  Sat.,  9-5:00  P.M. 

Differential  Diagnosis  in  Radiology  of  the  Chest 
March  25  to  June  10:  Mon.  5-6:00  P.M. 

Gastroenterology 

March  25-29:  Mon.  through  Fri.,  9-5:00  P.M. 


COURSES  FOR  SPECIALISTS 

Clinical  Electroencephalography 

Jan.  2 to  May  1 7 : Four  half-days  per  week  for  20  weeks. 
Hours  to  be  arranged. 

Psychopharmacology  for  Psychiatrists 
Jan.  3 to  Feb.  7:  Wed.,  2-3 :30  P.M. 


Dermatologic  Manifestations  in  Relation  to  the  Other  Specialties 
Jan.  5 to  Feb.  23:  Fri.,  4-5:00  P.M. 

Surgery  of  the  Paranasal  Sinuses 

Jan.  29  to  Feb.  2:  Mon.  through  Fri.,  8:30  A.M.-5:30  P.M. 
Introduction  to  Group  Psychotherapy  for  Graduate  Psychiatrists 
Feb.  1 to  June  27 : Mon.  and  Thur.,  9-1 2 :00  Noon 
Trans-meatal  (Endaural)  Surgery 

Feb.  26  to  March  8:  Mon.  through  Fri.,  9:00  A.M.-6:00  P.M. 
Renal  Biopsy  as  an  Aid  in  Diagnosis  and  Management  of  Renal 
Disease 

March  2 and  3:  Sat.  and  Sun.,  9-12:00  Noon. 

Occupational  Dermatology 

March  4 to  April  25:  Mon.  and  Thur.,  10-11 :00  A.M. 
Psychodiagnostics  for  Psychiatrists 

March  5 to  April  9:  Tue.,  1-2:30  P.M. 

Treatment  of  the  Patient  with  Alcoholism  Problems  (For  Graduate 
Psychiatrists) 

March  1 5 and  1 6 : Fri.  and  Sat.,  9 :00  A.M.-5 :00  P.M. 

Radium  Therapy 

April  30  to  May  9:  Tue.,  Wed.,  Thur.,  5-7:00  P.M. 

Rhinoplasty  and  Otoplasty 

May  4 to  13;  Daily  including  Sat.  and  Sun. 

9:00  A.M. -6:00  P.M. 

Megavoltage  Therapy 

May  13  to  24;  Mon.,  Wed.,  and  Fri.,  5-7:00  P.M. 

Stapes  Surgery 

June  3 to  14;  Mon.  through  Fri.,  9:00  A.M. -5:00  P.M. 

Clinical  Use  of  Radioactive  Isotopes 

June  3 to  28 : Mon.  through  Fri.,  9 :00  AJVI.-5 :00  P.M 


For  catalogue  and  application,  write  to  the  Registrar,  Page  and  William  Black  Post-Graduate  School 
of  Medicine,  Mount  Sinai  School  of  Medicine,  Fifth  Ave.,  and  100th  St.,  New  York,  N.Y.  10029. 
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New 

view  of  an 
oral 

contraceptive 
at  work 

Although  suppression  of  ovulation  remains 
the  primary  mode  of  action  of  oral  contra- 
ceptives, newer  knowledge  indicates  that 
products  like  Norinyl-1—  a combination  of 
both  low-dosage  progestogen  and  estrogen 
for  the  full  treatment  cycle— may  provide 
multiple  action  that  helps  explain  their  un- 
excelled record  of  contraceptive  effective- 
ness. This  report  explores  the  possible 
secondary  protective  mechanisms  offered  by 
combined  hormonal  administration. 

Accumulating  evidence  has  indicated  that 
sparse,  highly  viscous  cervical  mucus  has  a 
possible  adverse  effect  on  the  motility  and 
survival  of  spermatozoa. 

The  estrogen-opposing  progestational  ingre- 
dient of  Norinyl-1  (norethindrone  1 mg.  with 
mestranol  0.05  mg.)  changes  the  usual  mid- 
cycle picture  of  a thin,  watery  cervical  mucus. 
The  result  — a built-in  barrier  that  appears  to 
inhibit  sperm  from  reaching  the  ovum  should 
one  be  released.  The  inset  in  the  adjoining 
photograph  shows  immobile  spermatozoa  as 
they  appear  in  cervical  mucus  taken  from  a 
patient  treated  with  Norinyl-1. 


See  last  page  (or  contraindications,  precautions, 
side  effects  and  dosage. 


i 


How  the  estrogen-opposing 
action  of  Norinyl-1  creates 
cervical  mucus  that  may  be  hostile 
to  sperm  penetration 

Normally,  estrogen  activity  during  the  fertile  midcycle  stimulates  the  production  of  a 
profuse  and  watery  cervical  mucus  that  permits  maximum  sperm  motility  and 
promotes  penetration. 

But  what  happens  when  Norinyl-1  is  administered?  Its  potent  progestogen,  norethindrone, 
opposes  estrogen  stimulation  of  cervical  mucus.  Consequently,  the  amount  of  mucus 
decreases  and  its  viscosity  increases.  This  results  in  a sparse  but  thick  mucus  barrier 
that  appears  to  diminish  the  vitality  of  the  sperm  and  to  impair  its  powers  of  penetration. 

The  role  of  viscous  cervical  mucus  as  a secondary  action  of  Norinyl-1 

In  a report  on  89  patients  taking  this  medication,*  cervical  mucus  obtained  from  cycle  day  5 
to  cycle  day  29  appeared  scant  and  thick  and  exhibited  little  or  no  Spinnbarkeit. 

In  the  opinion  of  this  investigator,  the  effect  on  cervical  mucus  may  be  sufficient  to 
prevent  conception. 

•Cohen,  M.  R.:  Symposium:  Mechanisms  of  Action  of  Low  Dosage  Oral  Contraceptive,  Yale  University  Medical  Center,  New  Haven,  Conn.,  April  6,  1967. 


Normal  cervical  mucus  at  midcycle 
in  untreated  patient 
is  known  to  permit  sperm  motility... 
promote  sperm  penetration. 


Cervical  mucus  is  thin  and  watery  with  a stretchability 
(Spinnbarkeit)  of  15  to  20  cm. 


fernlike  pattern  within  a minute. 


Spermatozoa  appear  healthy,  are  active 
and  freemoving. 


Viscous  cervical  mucus  at  midcycle 
produced  by  Norinyl-1 
appears  to  impair  sperm  vitality... 
inhibit  penetration. 


Cervical  mucus  is  scanty,  thick  and  viscous. 
Spinnbarkeit  is  1 cm.  or  less. 


In  thick,  viscous  cervical  mucus  the  fern  pattern 
is  poorly  defined  or  absent. 


Immobile  spermatozoa  as  they  appear  in  cervical  mucus 
taken  from  a patient  treated  with  Norinyl-1. 


How  Norinyl-l 
alters  normal 
endometrial  responses- 
another  possible 
protective  mechanism 

Let  us  suppose  that  an  ovum  is  released— as  occurs  in  an 
occasional,  rare  case— and  somehow  a sperm  succeeds  in 
penetrating  the  cervical  mucus  barrier . Should  this  come  about, 
one  additional  action  of  Norinyl-1  may  protect  the  patient 
from  unwanted  pregnancy.  The  theory  is  that  progestogen  intake 
makes  endometrial  tissue  unreceptive  to  implantation. 


Endometrium  of 
untreated  patient 


Normally,  the  endometrium  progresses  through 
a proliferative  phase  stimulated  by  estrogen  and  a 
secretory  phase  stimulated  by  progesterone. 
During  the  secretory  phase  the  endometrium  is 
receptive  to  the  fertilized  ovum. 


Endometrium  produced 
by  Norinyl-1  Z 


When  Norinyl-1  is  administered  its  progestogen 
component — norethindr one — accelerates  the 
secretory  phase  and  suppresses  glandular  and 
vascular  development. 


ROruiyH 

(norethindrone  Img.  c mestranol  005mg)  K UfDlolS 


See  last  page  for  contraindications,  precautions,  side  effects  and  dosage. 


effective  fertility  control 
on  half  the  previous  dosage 

maintains  ratio 
of  the  established 
norethindrone  / mestranol 
combination 


lower  cost  Reduction  of  oral  contraceptive  dosage  to  lowest  effective  levels  ha: 

become  a well-accepted  principle  of  conservative  medical  practice 
In  keeping  with  this  view,  Norinyl  is  now  available  in  a new  strengtl 
in  which  both  norethindrone  and  mestranol  are  reduced  50  percen 
Studies  show  that  Norinyl- 1 achieves  fertility  control  with  only  1.05 
mg.  of  combined  progestogen  and  estrogen  per  tablet. 

Norethindrone  was  first  reported  for  use  as  a progestational  agent  ir 
human  beings  in  1955.  Norethindrone  2 mg.  with  mestranol  0.1  mg.,  a: 
an  oral  contraceptive,  is  currently  in  use  by  over  2,000,000  womer 
Clinical  experience  now  establishes  that  Norinyl-1  also  amply  meets 
the  criteria  of  reliability  and  safety.* 

♦Symposium  on  Low-Dosage  Oral  Contraception.  Palo  Alto,  Calif.,  July  15,  1965. 


PRESCRIBING  INFORMATION 
Contraindications:  1.  Patients  with  thrombo- 

phlebitis or  with  a history  of  thrombophlebitis 
or  pulmonary  embolism.  2.  Liver  dysfunction  or 
disease.  3.  Patients  with  known  or  suspected 
carcinoma  of  the  breast  or  genital  organs.  4.  Un- 
diagnosed vaginal  bleeding. 

Warnings:  1.  Discontinue  medication  pending 
examination  if  there  is  sudden  partial  or  com- 
plete loss  of  vision  or  if  there  is  a sudden  onset 
of  proptosis,  diplopia,  or  migraine.  If  examina- 
tion reveals  papilledema  or  retinal  vascular 
lesions,  medication  should  be  withdrawn.  2. 
Since  the  safety  of  Norinyl-1  in  pregnancy  has 
not  been  demonstrated,  it  is  recommended  that 
for  any  patient  who  has  missed  two  consecutive 
periods,  pregnancy  should  be  ruled  out  before 
continuing  the  contraceptive  regimen.  If  the  pa- 
tient has  not  adhered  to  the  prescribed  schedule, 
the  possibility  of  pregnancy  should  be  consid- 
ered at  the  time  of  the  first  missed  period.  3. 
Detectable  amounts  of  the  active  ingredients  in 
oral  contraceptives  have  been  identified  in  the 
milk  of  mothers  receiving  these  drugs.  The 
significance  of  this  dose  to  the  infant  has  not 
been  determined. 

Precautions:  1.  The  pretreatment  physical  exam- 
ination should  include  special  reference  to 
breast  and  pelvic  organs,  as  well  as  a Papani- 
colaou smear.  2.  Endocrine  and  possibly  liver 
function  tests  may  be  affected  by  treatment 
with  Norinyl-1.  Therefore,  if  such  tests  are  ab- 
normal in  a patient  taking  Norinyl-1,  it  is  recom- 
mended that  they  be  repeated  after  the  drug 
has  been  withdrawn  for  2 months.  3.  Under  the 
influence  of  estrogen-progestogen  preparations, 
preexisting  uterine  fibroids  may  increase  in 
size.  4.  Because  these  agents  may  cause  some 
degree  of  fluid  retention,  conditions  that  may 
be  influenced  by  this  factor,  such  as  epilepsy, 
migraine,  asthma,  cardiac,  or  renal  dysfunc- 
tion. require  careful  observation.  5.  Although  a 
cause  and  effect  relationship  has  not  been 
established.  Norinyl-1  should  be  used  with  cau- 
tion in  patients  with  a history  of  cerebrovascu- 
lar accident.  6.  In  relation  to  breakthrough 
bleeding,  as  in  all  cases  of  irregular  bleeding 
per  vaqinam , nonfunctional  causes  should  be 
borne  in  mind.  In  cases  of  undiagnosed  vaginal 
bleeding,  adequate  diagnostic  measures  are 


indicated.  7.  Patients  with  a history  of  psychic 
depression  should  be  carefully  observed  and 
the  drug  discontinued  if  the  depression  recurs 
to  a serious  degree.  8.  Any  possible  influence 
of  prolonged  Norinyl-1  therapy  on  pituitary, 
ovarian,  adrenal,  hepatic  or  uterine  function 
awaits  further  study.  9.  A decrease  in  glucose 
tolerance  has  been  observed  in  a small  percent- 
age of  patients  on  oral  contraceptives.  The 
mechanism  of  this  decrease  is  obscure.  For  this 
reason,  diabetic  patients  should  be  carefully 
observed  while  receiving  Norinyl-1  therapy.  10. 
Because  of  the  occasional  occurrence  of  throm- 
bophlebitis and  pulmonary  embolism  in  pa- 
tients taking  oral  contraceptives,  the  physician 
should  be  alert  to  the  earliest  manifestations  of 
the  disease.  A cause  and  effect  relationship  has 
not  been  demonstrated.  11.  Because  of  the  ef- 
fects of  estrogens  on  epiphyseal  closure, 
Norinyl-1  should  be  used  judiciously  in  young 
patients  in  whom  bone  growth  is  not  complete. 

12.  The  age  of  the  patient  constitutes  no  abso- 
lute limiting  factor,  although  treatment  with 
Norinyl-1  may  mask  the  onset  of  the  climacteric. 

13.  The  pathologist  should  be  advised  of 
Norinyl-1  therapy  when  relevant  specimens  are 
submitted. 

Side  Effects:  The  following  adverse  reactions 
have  been  observed  with  varying  incidence  in 
patients  receiving  oral  contraceptives:  nausea, 
vomiting,  gastrointestinal  symptoms,  break- 
through bleeding,  spotting,  change  in  men- 
strual flow,  amenorrhea,  edema,  chloasma, 
breast  changes  (tenderness,  enlargement  and 
secretion),  loss  of  scalp  hair,  change  in  weight 
(increase  or  decrease),  changes  in  cervical  ero- 
sion and  cervical  secretions,  suppression  of  lac- 
tation when  given  immediately  postpartum, 
cholestatic  jaundice,  erythema  multiforme,  ery- 
thema nodosum,  hemorrhagic  eruption,  mi- 
graine, rash  (allergic),  itching,  rise  in  blood 
pressure  in  susceptible  individuals,  mental 
depression. 

The  following  occurrences  have  been  ob- 
served in  users  of  oral  contraceptives.  A cause 
and  effect  relationship  has  not  been  estab- 
lished: thrombophlebitis,  pulmonary  embolism, 
neuroocular  lesions. 

The  following  laboratory  results  may  be 


altered  by  the  use  of  oral  contraceptives:  ii 
creased  bromsulphalein  retention  and  othe: 
hepatic  function  tests,  coagulation  tests  (if 
crease  in  prothrombin,  factors  VII,  VIII,  IX  anc 
X),  thyroid  function  (increase  in  PBI  and  butc 
nol  extractable  protein-bound  iodine  and  d< 
crease  in  T3  values),  metapyrone  test,  pregnant 
diol  determination. 

Other  side  effects  reported  to  have  occurrec 
in  association  with  use  of  this  drug  are  dizz 
ness,  hirsutism,  pains  in  legs,  back,  chest  anc 
abdomen,  dysuria,  drowsiness,  vaginal  dii 
charge,  libido  increased  and  decreased,  erup 
tions,  hypermenorrhea,  hypomenorrhec 
increased  appetite.  G.U.  infections,  varicos* 
veins,  abdominal  fullness,  acne,  headache 
nervousness,  allergies,  blurred  vision,  pain  ir 
eyes,  and  itching  in  eyes.  For  complete  clinica. 
data , see  packaqe  insert. 

Dosage  and  Administration:  1.  One  tablet  o. 
Norinyl-1  is  administered  orally  for  20  days 
beginning  on  day  5 of  the  menstrual  cycle 
(Count  day  1 of  the  cycle  as  the  first  day  ol 
menstrual  bleeding.)  Repeat  this  dosage  sched 
ule  for  each  cycle.  2.  If  no  menstrual  period 
occurs  after  a cycle  of  treatment  (20  tablets)  ir 
which  patient  adhered  to  the  schedule,  the  pa 
tient  must  be  instructed  to  resume  taking  the 
Norinyl-1  tablets  7 days  after  the  previous  2C 
day  course  was  completed.  For  example,  if  the 
last  pill  of  a previous  cycle  had  been  taken  on 
a Sunday,  then  a new  cycle  of  treatment  should 
begin  on  the  following  Sunday.  3.  In  the  post 
partum  woman,  it  is  recommended  that  the 
first  cycle  of  treatment  should  begin  on  day  5 
of  the  first  menstrual  cycle.  However,  Norinyl-1 
should  not  be  administered  during  lactation. 
Availability:  Norinyl-1  (norethindrone  1 mg 
with  mestranol  0.05  mg.)  — Dispensers  of  20  and 
60  and  bottles  of  250  tablets. 


norethindrone  — an  original  steroid  from 
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Advisory 

Service 

Providing  portfolio  supervision  for  both  indi- 
vidual and  institutional  investors  on  a fee  basis. 

Direct  inquiries  to  Investment  Advisory  Department 
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MEMBERS  NEW  YORK  STOCK  EXCHANGE,  AMERICAN  STOCK 
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George  Magovern 
Robert  A.  O’Connor 
Donald  Ross 


Henry  I.  Russek 
Philip  Sawyer 
David  Scherf 
Ake  Senning 
William  Sewell 
A.  Gerald  Shapiro 
Frank  C.  Spencer 
Borys  Surawicz 
Warren  Taylor 
Cesar  Vera 
William  Wehrmacher 
Paul  Dudley  White 
Henry  Zimmerman 
Jacob  Zimmerman 
Burton  L.  Zohman 


For  information,  write  or  call: 

Symposium  Office,  St.  Barnabas  Hospital,  3rd  Ave.  & 1 83rd  St.,  N.Y.C.,  N.Y.  1 0457 
Phone  (212)  CYpress  5-2000  Ext.  324 
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Index  to  Advertised  Products 


Analgesics 

Alka-Seltzer(Miles  Laboratories,  Inc.) 2654-2655 

Phenephen  (A.  H.  Robins  Company) 2687 

Antacids 

Mylanta  (Stuart  Company) 2695 

Antianginal 

Nitrospan  (USV  Pharmaceutical  Corp.) 2710 

Antibiotics 

Chloromycetin  (Parke,  Davis  & Company) 3rd  cover 

Declomycin 

(Lederle  Labs.,  Div.  Amer.  Cyanamid  Co.). ...4th  cover 
V-Cillin  K (Eli  Lilly  & Company) 2680-2682 

Antidepressants 

Norpramin  (Lakeside  Laboratories) 2703 

Antihistamine  decongestants 

Novahistine-LP  (Pitman-Moore) 2678-2679 

Antihypertensives 

Eutonyl  (Abbott  Laboratories) 2700 

Antihypertensive  diuretics 

Enduronyl/Eutron  (Abbott  Laboratories) 2699 

Antispasmotic  for  leg  cramps 

Quinamm  (National  Drug  Company) 2685 

Beverages 

No-Cal  (No-Cal  Corp.) 2771 

Bronchodilator  secretion  liquifiers 

Mudrane  (Wm.  P.  Poythress  & Company,  Inc.) 2686 

Bronchopulmonary 

Elixophyllin  (Sherman  Laboratories) 2667 

Decongestant  antihistamines 

Triaminic  (Dorsey  Laboratories) 2669-2672 

Diagnostic  aids 

Tes-Tape  (Eli  Lilly  & Company) 2704 

Dietary  supplements 

Meat  Extract  (Valentine  Company) 2668 

Diuretics 

Enduron  (Abbott  Laboratories) 2698 

Gast  rointestinal 

Pro-Banthine  (G.  D.  Searle  & Company) 2709 

Hematinics 

Fergon  (Breon  Laboratories) 2772 

Low  calory  foods 

Sour  Treat  (Delite  Foods  Inc.) 2669 

Liquors 

Wine  (Wine  Advisory  Board) 2684 

Mood  elevators 

Tofranil  (Geigy  Pharmaceuticals) 2688-2689 

Multivitamins 

Stresscaps 


Nasal  decongestants 

Dimetapp  (A.  H.  Robins  Company) 2661 

Ornade  (Smith  Kline  & French  Laboratories) 2782 

Oral  contraceptives 

Norinyl  (Syntex  Laboratories) 2773-2776 

Oral  diuretics 

Hygroton  (Geigy  Pharmaceuticals) 2662-2665 

Parenteral  hematinics 

Imferon  (Lakeside  Laboratories) 2691 

Topical  corticosteroids 

Synalar  (Syntex  Laboratories) 2674-2676 

Tranquilizers 

Mellaril  (Sandoz  Pharmaceuticals) 2692-2694 

Valium  (Roche  Laboratories) 2nd  cover-2653 


HOLBROOK  MANOR,  INC. 

Since  1946  Same  Management 
Five  Acres  of  Fenced  Pinewooded  Grounds 


NURSINGl 

HOME 


SENILE— AGED 


Non-sectarian,  dietary  laws  observed 
Medical  Director,  O.  L.  Friedman,  M.D.,  Q.P.,  M.A.P.A. 
HOLBROOK,  L.  I. N.  Y.  Office;  TRafalqar  7-2666 


TRAINED  MEDICAL  ASSISTANTS 

to  save  your  valuable  time,  assume  responsibility  for  appoint- 
ments, patients,  records,  assist  you  with  lab,  X-Ray,  E.K.G., 
B.M.R.,  etc.  The  Mandl  School  for  Medical  A Dental  Assist- 
ants has  been  training  in  these  fields  for  43  years.  Our  grad- 
uates have  sound  professional  skills.  Free  Placement  Service. 

854  W.  54  St.,  N.y.  19 
(SIS)  Cl  7-3434 

175  Fulton  Ave.,  Hempstead,  L.  1.(516)  IV  1-S774 

EST.  1984  - Licensed  by  the  State  of  New  York 


Mandl  School 


Think  small  If  you  save  one 
person  from  hanger,  yon 
work  a miracle.  Give  to  CARE, 
New  York  10016 


NEED  QUICK  RESPONSE? 
Want  Good  Results? 

Experience  proves  that  you  get  both  in 
the  classified  ad  section  of  the  New  York 
State  Journal  of  Medicine. 
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PHYSICIANS  WANTED 


INTERNIST  OR  FAMILY  PHYSICIAN  FOR  MEDICAL 
group,  suburb  New  York  City.  Initial  contract  leading  to 
partnership.  Starting  salary  up  to  $19,000.  Include  com- 
plete curriculum  vitae  in  reply.  Box  574,  % NYSJM. 


INTERNIST— BOARD  ELIGIBLE  OR  CERTIFIED 
for  partnership  with  internist  practicing  Grand  Concourse, 
Bronx,  N.Y.  Initial  starting  salary,  later  partnership. 
Income  well  above  average.  Box  583,  % NYSJM. 


PSYCHIATRIC  RESIDENCIES— PENNSYLVANIA 

Hospital  with  outstanding  teaching,  therapy  and  research 
programs  and  large  medical  staff  offers  fully  accredited  3- 
year  training  to  physicians  desiring  certification.  Resi- 
dency includes  individual  supervision  of  Psychotherapy, 
experience  on  adolescent  wards  and  out-patient  therapy  of 
children,  college  students  and  adults.  Program  supple- 
mented by  regular  scheduled  guest  lecturers  and  three- 
months  intensive  graduate  lecture  course  at  Eastern  Penn- 
sylvania Psychiatric  Institute.  Salary  range — $11,000- 
$12,000  if  licensed,  plus  additional  benefits.  G.P.  grants 
available.  Residencies  begin  January  and  July.  Write- — 
Warren  State  Hospital,  Box  249,  Warren,  Pennsylvania 
13665  for  details. 


WANTED— G.P.,  INTERNIST  OR  PEDIATRICIAN  TO 
join  well  established  partnership,  upstate  New  York 
college  town.  Modern  hospital.  Good  schools,  hunting, 
fishing  skiing.  No  investment  necessary.  Box  586,  % 
NYSJM. 


INTERNIST,  FULL  OR  PART-TIME;  BOARD-QUALI- 
fied  or  eligible.  Montefiore  Medical  Group  associated  with 
Montefiore  Hospital.  Starting  annual  salary  $18,000. 
Substantial  yearly  increases.  Outstanding  fringe  benefits. 
Write  Shirley  Grossman,  M.D.,  3455  Steuben  Ave.,  Bronx, 
N.Y.  10467,  or  call  (212)  920-5150. 


ALLEGANY:  PSYCHIATRIST  TO  DIRECT  NEW 

community  mental  health  center.  Will  assist  in  develop- 
ing services.  Program  in  planning  stage.  Fine  oppor- 
tunity for  man  of  vision  to  help  create  pioneer  service  in 
area.  Salary  up  to  $25,000.  Extensive  private  practice 
could  be  developed  in  addition  to  director  duties.  Oppor- 
tunity for  part-time  teaching,  graduate  level,  nearby  uni- 
versity. Staff  of  center  to  include  clinical  psychologist, 
psychiatric  social  workers  and  secretary.  Write:  Dr. 

William  L.  Pulos,  Box.  1166,  Alfred,  N.  Y.  14802;  or  call 
Dr.  Pulos  person-to-person  collect  587-5611. 


HOUSE  PHYSICIAN:  DIVERSIFIED  DUTIES  IN 

accredited,  voluntary  hospital.  Connecticut  license  re- 
quired. Monday  through  Friday;  every  other  Saturday 
morning.  $18,000  a year.  Write  P.O.  Box  3474,  Bridge 
port,  Connecticut  06604. 


UPSTATE  N.Y.  (70  DOCTORS)  WITH  SERVICE  AREA 
population  over  150,000  needs  additional  physicians  in  the 
following  specialties:  Neurology,  orthopedics,  derma- 

tology, allergy,  psychiatry,  otolaryngology,  internal  medi- 
cine, neurosurgery,  and  ophthalmology.  Excellent  oppor- 
tunity to  build  a solid  practice.  Newly  merged  400  bed 
medical  center,  year  round  recreational  facilities,  close  to 
major  cities;  ideal  environment  for  families.  H.  L. 
Schlesinger,  M.D.,  162  Broad  St.,  Plattsburgh,  N.Y. 
Tel:  (518)561-3900. 


PHYSICIANS  WANTED— CONT’D 


GENERAL  PRACTITIONERS  WANTED  FOR  THE 
geriatric  section  of  Trenton  State  Hospital.  Salaries  up 
to  $18,065  depending  on  qualifications.  Excellent  fringe 
benefits.  Live  and  work  in  historic  Trenton.  For  further 
information,  write  M.  H.  Weinberg,  M.D.,  Medical  Dir- 
ector, New  Jersey  State  Hospital,  Trenton,  N.  J. 


A COMMUNITY  OF  23,000  POPULATION  WITH  A 
modern  250  bed  general  hospital  serving  an  area  of  70,000 
people  needs  physicians  for  the  following  medical  services: 
general  practice,  pediatrics,  and  eye,  ear,  nose  & throat. 
Located  in  foothills  of  Catskills,  65  miles  from  New  York 
City.  Please  address  inquiries  to  Administrator,  The 
Elizabeth  A.  Horton  Memorial  Hospital,  60  Prospect 
Ave.,  Middletown,  New  York  10940. 


CLINICAL  PSYCHIATRISTS  INTERESTED  IN  DE- 
veloping  a rehabilitative  and  research  program  in  the 
forensic  section  of  Trenton  State  Hospital.  Salaries  up 
to  $20,910  depending  on  qualifications.  Excellent  fringe 
benefits.  For  further  information,  write  M.  H.  Weinberg, 
M.D.,  Medical  Director,  New  Jersey  State  Hospital,  Tren- 
ton, N.  J. 


FELLOWSHIPS  IN  PSYCHIATRY:  APPLICATIONS 

are  being  accepted  for  training  in  a fully  approved  three 
year  program  designed  to  provide  a well  rounded  ex- 
perience in  diagnosis,  in  patient,  and  out-patient  treat- 
ment of  children  and  adults,  and  forensic  and  community 
psychiatry,  through  didactic  courses  and  intensive  super- 
vision by  attending  staff  connected  with  various  medical 
schools  and  analytic  institutions  in  New  York  City  area. 
Opportunity  for  elective  work  in  variety  of  fields  of 
special  insterest  (community,  forensic  or  college  psychiatry 
and  research).  Applicants  must  have  had  three  years 
experience  in  general  practice  or  medical  specialty  other 
than  psychiatry.  Stipend  $12,000  per  year.  Write 
Director  of  Psychiatry,  Grasslands  Hospital,  Valhalla, 
New  York  10595. 


PEDIATRICIAN  WANTED  TO  JOIN  TWO  OTHER 
Board  pediatricians  as  partner  after  the  first  year.  Locale 
- — South  Shore,  Long  Island.  Ideal  area  for  raising  family. 
Two  large  hospitals  with  open  staffs.  Starting  salary 
$18,000  per  year.  Address  Box  603-P,  Bay  Shore,  New 
York  11706. 


WANTED:  PHYSICIAN  UNDER  35  TO  SHARE  BUSY 
practice  with  young  G.P.  in  suburban  area  of  Queens. 
Must  have  N.Y.  State  license;  be  willing  to  do  O.B.  and 
minor  surgery.  Salary  first  year,  then  increasing  percent- 
age to  full  partnership.  Box  597,  % NYSJM. 


MISCELLANEOUS 


OFFICE  PLANNING.  FROM  ARCHITECTURAL 
drafting,  blue  prints,  through  finished  interiors,  by  trained 
interior  designer  with  medical  background.  S.  L.  Emmet, 
415  East  52nd  St.,  N.Y.C.  PL  1-2877. 


BILLS  COLLECTED— ABUSE  IS  RULED  OUT— 
tactful  yet  successful — 40  years  of  top  service  to  doctors 
and  hospitals— Mail  billhead  for  details.  Crane  Dis- 
count Corp.,  220  W.  42nd  St.,  New  York,  N.Y.  10036. 
LO  5-2943. 
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MISCELLANEOUS — CONT’D 


ELECTROLYSIS:  PUT  YOURSELF  IN  OUR  HANDS 
with  confidence.  Superfluous  hair  removed  permanently 
without  scars.  No  case  too  small,  no  case  too  far  advanced. 
Special  attention  and  care  given  to  young  girls.  Free 
consultation,  by  appointment.  Lucille  Bouchard,  R.  I.  li- 
cense, 174  East  82nd  Street,  New  York,  N.  Y.  RE  7-1066. 


PRACTICES  FOR  SALE  OR  RENT 


WESTCHESTER  COUNTY:  LARGE  PSYCHIATRIC 

practice  for  sale.  Will  introduce.  May  include  part  time 
institution.  Box  591  % NYSJM. 


POSITIONS  WANTED 


RADIOLOGIST,  BOARD  CERTIFIED  IN  DIAGNOSIS, 
therapy  and  nuclear  medicine,  with  training  in  special 
procedures  (vasculography) , desires  position  as  head  of 
department  in  small  or  medium  size  hospital  in  New  York 
or  suburban  area.  Box  577,  % NYSJM. 


BOARD  CERTIFIED  RADIOLOGIST  IS  LOOKING  FOR 
part-time  position  in  hospital,  clinic  or  medical  group. 
Also  coverage  in  the  evening  or  weekend.  Box  578,  % 
NYSJM. 


ORTHOPEDIC  SURGEON,  AGE  40,  UNIVERSITY 
trained,  Board-certified,  desires  part  time  or  possibly 
full  time  position  in  teaching  hospital.  Will  consder 
apprentice  instructorship,  part  time,  in  gross  anatomy. 
Area:  New  York  City  or  suburbs.  State  salary.  Box 
596,  % NYSJM. 


REAL  ESTATE  FOR  SALE  OR  RENT 


GROUP  PRACTICE:  3 OFFICE  SUITES  AVAILABLE 
in  new  Kinnelon  Medical  Center,  28  miles  from  N.  Y.  C. 
in  northern  New  Jersey.  Present  medical  occupants  are  a 
surgeon,  gynecologist  and  Cancer  Detection  and  Research 
Center,  Inc.  CaU  (212)  RE-7-9488. 


FOR  SALE.  CO-OP  7 ROOM  ELEGANTLY  FUR- 
nished  and  equipped  internist  office.  200  M A 2 tube  Picker 
like  new.  Low  maintenance.  Best  offer.  Principals  only. 
Fifth  Avenue  at  89th  Street.  AT.  9-1765  after  3 P.M. 


NEW  YORK  DUTCHESS  COUNTY:  NEW  MEDICAL 
building  in  Wappingers  Falls,  Poughkeepsie  area,  occupied 
by  D.D.S.,  orthodontist,  and  Ob-Gyn.  Office  available 
for  all  specialties.  Critical  physican  shortage  because  of 
population  explosion.  Address:  Martin  Rabin  D.D.S.,  65 
South  Clinton  St.,  Poughkeepsie.  N.  Y.  (914)  454-0322 


REAL  ESTATE  FOR  SALE  OR  RENT— CONT’D 


PLAINVIEW:  PROFESSIONAL,  COLONIAL,  6 BED- 

rooms  on  second  floor,  attached  3-car  garage;  attached  3-4 
rooms,  200'  X 150'  plot.  Circular  driveway  with  parking 
and  16'  X 32' built-in  swimming  pool.  Comer  Old  Country 
Road  & Iris  Road.  Price:  $45,000.  Call  (516)  FL  4-2958 
(9-5);  WE  8-7448  (6-11). 


PLAINVIEW,  L.  I.  PHYSICIAN’S  HOME-OFFICE  FOR 
sale.  Excellent  location,  established  general  practice,  re- 
cords available.  3 bedroom  ranch,  5 room  wood-paneled 
office,  separate  entrance.  Central  air-conditioning,  alum- 
inum siding,  gunite  swimming  pool.  Tel:  (516)  938-3027. 


FOR  SALE:  STONY  BROOK,  SETAUKET,  L.I.  AREA. 
Large  4-bedroom  colonial  home  with  separate  4-room  pro- 
fessional suite  on  professional  location.  Area  needs 
physician.  (516)  751-3007. 


LONG  BEACH:  SACRIFICING  BEAUTIFULLY  LAND- 
scaped,  custom-built,  three  bedroom,  brick  comer  house, 
plus  additional  3>/2  room  apartment  with  separate  entrance 
which  can  be  used  as  an  office.  Two-car  garage,  sprinkler 
system,  many  extras.  Replacement  value  $75,000,  best 
offer  over  $45,000.  Principals  only,  call  (516)  GE  1-3314 


FOR  RENT:  80  PARK  AVENUE  (39TH  ST.).  Ex- 

clusive use  of  large,  quiet  office  in  excellent  building. 
Share  well  furnished  waiting  room  with  established  psychia- 
trist. Near  Grand  Central  and  all  transportation.  Call 
A.  C.  Finger,  M.D.,  RE  7-0284,  or  (914)  TE  4-5293. 


SKI  HOUSE  FOR  RENT.  SUGARBUSH,  VERMONT 
Sleeps  6-11,  available  weekly,  monthly,  or  season.  Write 
Box  3591,  New  York  10017. 


GRAND  ISLAND:  1300  SQ.  FT.  OF  OFFICE  SPACE 
available  in  a new  medical  building  in  town  of  13,000  by 
Dec.  1967.  Town  is  located  between  Buffalo  and  Niagara 
Falls.  Will  lease  any  portion  and  partition  according  to 
your  plans.  Town  now  has  4 G.P.s,  one  Ob/Gyn.,  and 
one  pediatrician.  Office  is  located  in  center  of  the  Island, 
across  from  a school  and  church,  and  near  several  apart- 
ment buildings  and  the  new  Town  Hall.  E.  Gaiani, 
D.D.S.,  Grand  Island,  N.Y. 


FRESH  MEADOWS,  QUEENS.  MEDICAL  OFFICE 
for  rent.  Est.  25  years.  No  equipment.  Practice  wait- 
ing for  C.P.,  internist,  or  pediatrician.  Unopposed.  Will 
introduce.  (212)  OL  7-9641. 


FOR  RENT:  QUEENS  CO.,  MASPETH.  DESIRABLE 
corner  street  level  location  suitable  for  medical  practice. 
72-04  Grand  Ave.  (Cor.  57th  Ave.  & Mazeau  St.).  Con- 
tact owner,  Frank  J.  Scarane,  71-00  Grand  Ave.,  Maspeth. 
N.Y.  (212)  NE  9-0606. 


NORTHERN  WESTCHESTER  (KOTONAH):  BEAUTI- 
ful  all  wood-paneled,  sound-proofed  office  built  one  year 
ago;  over  500  sq.  ft.  All  conveniences,  sub-lease  or  new 
lease.  Opposite  railroad  station  plaza  for  easy  commut- 
ing. Suitable  for  psychiatrist,  dermatologist,  ophthalmol- 
ogist, etc.  Attractive  rent.  Tel:  (914)  PO  4-5954. 
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a stuffy  nose 
is  no 

laughing  matter 


Before  prescribing,  see  complete  prescribing 
information  in  SK&F  literature  or  PDR.  A brief 
precautionary  statement  follows. 
Contraindications:  Glaucoma,  prostatic  hyper- 
trophy, stenosing  peptic  ulcer,  pyloroduodenal 
obstruction,  or  bladder  neck  obstruction. 
Precautions:  Use  cautiously  in  the  presence 
of  hypertension,  hyperthyroidism,  coronary  artery 
disease;  warn  vehicle  or  machine  operators  of 
possible  drowsiness. 

Usage  in  Pregnancy:  Use  cautiously,  especially 
in  the  first  trimester.  Note:  The  iodine  in 
isopropamide  iodide  may  alter  PBI  test  results 
and  will  suppress  I131  uptake;  discontinue  'Ornade' 
one  week  before  these  tests. 

Adverse  Reactions:  Drowsiness;  excessive 
dryness  of  nose,  throat  or  mouth;  nervousness; 
insomnia.  Other  known  possible  side  effects 
of  the  individual  ingredients:  nausea,  vomiting, 
diarrhea,  rash,  dizziness,  fatigue,  tightness 
of  chest,  abdominal  pain,  irritability,  tachy- 
cardia, headache,  difficulty  in  urination. 
Thrombocytopenia,  leukopenia  and  convulsions 
have  been  reported  but  no  causal  relationship 
has  been  established. 


Ornade 

Each  capsule  contains  8 mg.  of  Teldrin® 
(brand  of  chlorpheniramine  maleate),  50  mg. 
of  phenylpropanolamine  hydrochloride,  and 
2.5  mg.  of  isopropamide,  as  the  iodide. 

Spansule®  Capsules 

brand  of  sustained  release  capsules 


each  one  can 
give  him  all-day 
or  all-night  relief 


Smith  Kline  & French  Laboratories 


MERCUHYDRIN 

• (meralluride  injection) 


LAKESIDE 


Twenty  years  ago  the  publication  of  "A 
System  for  the  Routine  Treatment  of  the  Failing 
Heart”'  established  a schedule  of  diuretic 
therapy  as  a primary  factor  in  the  treatment 
of  acute  congestive  failure.  With  emphasis 
upon  daily  injections  of  Mercuhydrin 
(meralluride  injection)  until  dry  weight  was 
obtained,  Gold,  et  al.  achieved  a 40%  increase 
in  improvement,  in  Vs  the  time,  over  other 
methods  then  current.  Today,  most  medical 
texts  continue  to  recommend  parenteral 
mercurials  in  acute  congestive  failure  when 
prompt  diuresis  is  indicated. 

Recently  ModelP  has  stated:  "The  mercurial 
diuretics  are  the  injectable  diuretics  of  choice 
since  they  are  the  most  potent  as  well  as  the 
most  dependable.  Their  toxicity  is  not  an 
important  consideration  either  by  comparison 
with  other  potent  diuretics  or  in  relation  to  the 
seriousness  of  the  conditions  in  which  they 
provide  such  excellent  relief.” 


IN  BRIEF 

Mercuhydrin  is  indicated  in  edema  of  cardiac  or 
hepatic  origin  and  in  the  nephrotic  syndrome;  it  is 
contraindicated  in  acute  nephritis  and  in  anuric  or 
oliguric  states.  The  usual  adult  dose  is  one  to  two 
cc.  daily  or  every  other  day  until  "dry  weight"  is 
obtained.  Sensitivity  is  rare  but  small  initial  doses 
are  advised  to  minimize  potential  reactions;  ver- 
tigo, fever,  and  rash  have  occurred.  Overdosage 
may  produce  electrolyte  depletion,  muscle  cramps, 
and  G.  I.  reactions.  Supplied:  1 cc.  and  2 cc.  am- 
puls in  boxes  of  12,  25  and  100;  10  cc.  rubber 
capped,  multiple-dose  vials  (intramuscular  or  sub- 
cutaneous use  only)  in  boxes  of  6 and  100. 


1. Gold,  Harry,  et  al.:  A System  for  the  Routine  Treat- 
ment of  the  Failing  Heart,  The  American  Journal  of 
Medicine,  Vol.  Ill,  No.  6:665-692  (Dec.)  1956. 

2.  Modell,  Walter:  Drugs  of  Choice  1966-1967,  p.  97, 
1966. 
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When  did  you  publish  your  last  paper,  doctor? 


Are  you  ever  going  to  rework  your  notes  into  an  article  for  publication? 
Or  are  you  so  saddled  with  collection  problems  you  can’t  spare  the  time? 

Collections  are  one  problem  GHI  Participating  Doctors  just  do  not  have 

— at  least  with  their  patients  who  are  GHI  subscribers.  Payments  for  services 
to  such  patients  are  made  promptly  — customarily  within  five  working  days 

— and  directly  to  the  doctor.  Maybe  GHI  Participating  Doctors  don’t  publish 
more  than  others,  but  they  can’t  blame  it  on  time  lost  collecting  money  from 
delinquent  GHI  subscribers. 

Even  if  you’re  not  in  a publish-or-perish  situation,  you  ought  to  find 
out  the  other  reasons  for  becoming  a GHI  Participating  Doctor.  They  make 
sense.  Call  or  write  our  Professional  Relations  Department.  Do  it  today. 
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the  nutritional  supplement  that 
recognizes  the  woman’s  special  need1234 
to  maintain  an  adequate  iron  intake 


€ 


ONE-A-DAY1 

BRAN  D 

MULTIPLE  VITAMINS  € 

PLUS  < t 

C (( 

t 


c 


Negative  iron  balance  and  depletion  of  iron  stores  can  be  created  by  menstrual  blood  loss  even 
in  normal  healthy  patients.1'5  Iron  loss  of  from  15  to  40  mg  is  to  be  expected  from  the  30  to 
100  ml  blood  loss  each  period.2  The  1.5  mg  iron  absorption  from  a 15  mg  food  iron  intake  is 
insufficient  to  meet  this  regular  need.1  In  college  women,  iron  stores  in  two-thirds  of  1 14 
studied  were  absent  or  precariously  low.4  Iron  salts  are  more  efficiently  absorbed  than  dietary 
iron.1  Supplementary  iron3  and  essential  vitamins5  deserve  consideration. 


<5#k 


A 3 


(CHOCKS 


LA  *4® 
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Each  tablet  provides: 
Vitamin  A . . . 

Vitamin  D 


5,000  U.S.P.  Units 
400  U.S.P.  Units 


Choice  for  supplementation 

CHOCKS®  (brand)  Multiple  Vitamins 

PLUS  IRON 


Multiples  of  Minimum 
Daily  Requirements 
(MDR)  by  Ages: 

2-6  6-12  Adults 


1.7 

1.7 

1.2 

1.0 

1.0 

1.0 

4.0 

2.7 

2.0 

2.7 

2.7 

2.0 

4.0 

2.7 

2.0 

2.5 

2.5 

1.7 

• 

* 

• 

• 

• 

• 

1.3 

1.0 

1.0 

Each  cherry-flavored 
chewable  tablet  contains: 

Vitamin  A . . . . 5,000  U.S.P.  Units 
Vitamin  D ....  400  U.S.P.  Units 

Thiamine  (Vitamin  Bj)  ....  2 mg. 

Riboflavin  (Vitamin  Bs)  . . .2.5  mg. 

Niacinamide 20  mg. 

Vitamin  C (as  sodium  ascorbate)  50  mg. 

Pyridoxinc  (Vitamin  Br,)  ...  1 mg. 

Cyanocobalamin  (Vitamin  Bi2>  . 1 meg. 

Iron  (as  Ferrous  Fumarate  31  mg.)  10  mg. 

*MDR  for  these  vitamins  has  not  been  determined. 

Chewable  CHOCKS®  (brand)  Multiple  Vitamins 

For  daily  supplementation,  each  soft,  fruit-flavored  tablet 
supplies  eight  essential  vitamins.  May  be  chewed,  allowed  to 
dissolve  in  mouth,  or  crushed  and  placed  in  food  or  liquids. 

ONE-A-DAY®  (brand)  Multiple  Vitamins 

For  daily  supplementation,  each  red  tablet  supplies  the 
same  vitamin  content  as  above  but  without  iron. 

References:  1.  Finch.  C.  A.:  Nutrition  Reviews  23:129-131 
May.  1965.  2.  Hahneman,  B.  M.:  Med,  Clin.  N.  A.  46:140. 

3.  Moore.  C.V.:  Iron  Nutrition,  pages  241-255.  In  Iron  Metabolism, 

Springer.  Berlin,  1964.  4.  Scott,  D.  E..  and  Pritchard.  J.  A.: 

J.A.M.A.  199:897-900  Mar.  20.  1967.  5.  Krehl.W.A.: 

Med.  Clin.  N.  A.  48:1 129  1 140  Sept..  1964. 
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Thiamine  (Vitamin  Bi)  ....  2mg. 

Riboflavin  (Vitamin  Be)  ...  2.5  mg. 

Niacinamide  20  mg. 

Ascorbic  Acid  (Vitamin  C)  . . 50  mg. 

Pyridoxine  (Vitamin  Be)  ...  1 mg. 

Cyanocobalamin  (Vitamin  Bi:)  . 1 meg. 

Calcium  Pantothenate*  ....  1 mg. 

Iron  (as  Ferrous  Fumarate  46  mg.)  15  mg. 

*The  need  in  human  nutrition  is  not  established. 

Want  samples?  Use  coupon  below. 

I 


Each  One-A-Day  (Brand) 
Multiple  Vitamins  Plus 
Iron  tablet  supplies:  the 
adult  Minimum  Daily 
Requirement  of  vitamin  D; 
lVi  MDR  of  vitamin  A; 
1%  MDR  of  vitamin  C; 

2 MDR  of  vitamins  Bi 
and  Bo  and  Niacinamide, 
and  11/2  the  MDR  of  Iron. 


See 

Physicians’ 

Desk 

Reference 

for 

formulas 


PLEASE 

SEND 


Patient  Starter  Samples 

_ONE-A-DAY®  PLUS  IRON  (15  mg.) 

-CHOCKS®  PLUS  IRON  <iOmg.) 

-PHYSICIAN'S  BROCHURE  — contains  Practical  Guides 
to  "Evaluating  the  Patient’s  Nutritional  Status” 


CITY 


STATE  Please  use  ZIP  CODE 

Send  to:  MILES  LABORATORIES,  INC.,  ELKHART,  INDIANA  46514 
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W/nY/irop 


For  your  impatient  cold  patients 

Two  sprays  from  Nlz  Nasal  Spray— and  nasal  congestion,  rhinorrhea, 
sneezing  are  reduced  for  immediate  comfort  for  patients  with  colds. 


nTz  is  more  than  a simple  vasoconstrictor.  It  contains: 
Neo-Synephrine'  (brand  of  phenylephrine)  HCI  0.5  per  cent,  the 

major  component,  virtually  synonymous  with  fast,  efficient  but 
gentle  nasal  vasoconstriction  on  contact. 

Thenfadil  (brand  of  thenyldiamine)  HCI  0.1  per  cent,  topical 
antihistamine  for  reduction  of  rhinorrhea,  sneezing  or  itching.  It 
combats  the  allergic  reactions  that  may  occur  in  colds  or  sinusitis. 

Zephiran  (brand  of  benzalkonium,  as  chloride,  refined)  1:5000, 

antiseptic  preservative  and  wetting  agent  to  promote  penetra- 
tion and  spread  of  the  formula. 

nTz  is  well  tolerated.  Used  in  a cold  it  may  help  prevent  sinusitis 
by  opening  sinus  ostia  and  permitting  drainage.  It  may  also  be 
used  in  sinusitis  to  help  establish  drainage. 


The  spray  is  best  used  twice,  the  second  a few  minutes 
after  the  first,  repeated  every  three  or  four  hours  as  needed. 
NTz  is  for  temporary  relief  of  nasal  symptoms,  and  overdosage 
should  be  avoided. 

Supplied:  nTz  Nasal  Spray,  plastic  squeeze  bottles  of 
20  ml.;  nTz  Nasal  Solution,  bottles  of  30  ml.  (1  fl.  oz.) 
with  dropper. 


Winthrop  Laboratories 
New  York,  N.  Y.  10016 


nTz 

NASAL  SPRAY 

relieves 

nasal  symptoms 
on  contact 
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he  likes  blintzes. 
he  likes  borscht, 
le  likes  beef  stroganoff . 
yet  he  shouldn't  have 
sour  cream. 


what  do  you  do? 


Tell  him,  tell  everyone,  to  use  4 
SOUR  TREAT  instead  of  sour  cream.  ^ 
It's  the  first  imitation  sour  cream  that 
contains  no  butterfat,  no  cholesterol, 
has  fewer  calories  and  is  absolutely 
indistinguishable  from  sour  cream. 
SOUR  TREAT  can  be  found  in  the 
dairy  case  of  supermarkets  everywhere. 

For  copies  of  low  cholesterol  recipes 
with  non-butterfat  SourTreat,  write 
Delite  Foods  Inc.,  Lebanon,  New  Jersey. 


r SOUR  ^ 

treat 


SOUR  TREAT 


SOUR  CREAM  IS 
NOW  OBSOLETE! 


Officers 


Medical  Society  of 
the  State  of  Neio  York 


Frederick  A.  Wurzbach,  Jr.,  M.D.,  Bronx 
James  M.  Blake,  M.D.,  Schenectady 
Edward  C.  Hughes,  M.D.,  Onondaga 
A.  W.  Martin  Marino,  Sr.,  M.D.,  Kings 
Walter  T.  Heldmann,  M.D.,  Richmond 
Carl  Goldmark,  Jr.,  M.D.,  New  York 
Thomas  F.  McCarthy,  M.D.,  Bronx 
Albert  M.  Schwartz,  M.D.,  New  York 
George  Himler,  M.D.,  New  York 
John  H.  Carter,  M.D.,  Albany 


President 
Past  President 
President-Elect 
V ice-  Pres  ident 
Secretary 

Assistant  Secretary 
T reasurer 

Assistant  Treasurer 

Speaker 

Vice- Speaker 


Councillors 

Term,  Expires  1968 

Charles  M.  Brane,  M.D.,  Westchester 
John  E.  Lowry,  M.D.,  Queens 
Edward  Siegel,  M.D.,  Clinton 
C.  Stewart  Wallace,  M.D.,  Tompkins 

Term  Expires  1969 

Irving  L.  Ershler,  M.D.,  Onondaga 
Joseph  J.  Kaufman,  M.D.,  Wayne 
Bernard  J.  Pisani,  M.D.,  New  York 
Solomon  Schussheim,  M.D.,  Kings 

Term  Expires  1970 
G.  Rehmi  Denton,  M.D.,  Albany 
Ralph  S.  Emerson,  M.D.,  Nassau 
Swen  L.  Larson,  M.D.,  Chemung 
Walter  S.  Walls,  M.D.,  Erie 

Trustees 

G.  D.  Dorman,  M.D.,  New  York,  Chairman 
George  A.  Burgin,  M.D.,  Herkimer 
John  M.  Galbraith,  M.D.,  Nassau 
Waring  Willis,  M.D.,  Westchester 
John  F.  Kelley,  M.D.,  Oneida 
William  L.  Wheeler,  Jr.,  M.D.,  New  York 
James  M.  Blake,  M.D.,  Schenectady 

The  Council  is  composed  of  the  officers,  the 
councillors,  and  the  chairman  of  the  Board  of 
Trustees. 


Headquarters  Staff 

750  Third  Avenue,  New  York,  New  York  10017 
Tel:  212  YUkon  6-5757 

Henry  I.  Fineberg,  M.D., 

Executive  Vice-President 
J.  Richard  Burns,  Esq., 

Assistant  Executive  Vice-President 
Director,  Business  Division 
George  W.  Forrest,  Jr.  Assistant  to  the 

Executive  Vice-President 
Gretchen  Wunsch,  Executive  Assistant 

William  Hammond,  M.D.,  Director, 

Division  of  Scientific  Publications 
Editor,  New  York  State  Journal  of  Medicine 
Norman  S.  Moore,  M.D.,  Director, 

Division  of  Scientific  Activities 
Robert  Katz,  M.D.,  Director, 

Division  of  Industrial  Health 
and  Workmen's  Compensation 
George  P.  Farrell,  Director, 

Division  of  Medical  Care  Insurance 
Guy  D.  Beaumont,  Director, 

Division  of  Communications 
Samuel  Z.  Freedman,  M.D.,  Director, 

Division  of  Standards  of  Medical  Care 

Legal  Counsel 

William  F.  Martin,  Esq.,  Counsel 

Robert  J.  Bell,  Esq.,  Attorney 

Martin,  Clearwater  & Bell,  355  Lexington 
Avenue,  New  York,  New  York  10017 

Tel:  212  OXford  7-3122 

Authorized  Indemnity  Representative 

James  M.  Arnold,  2 Park  Avenue,  New  York, 
New  York  10016 

Tel:  212  MUrray  Hill  4-3211 


2790 


From  a continuing  study  on  nasal  congestion  . . . 

hbb  r mabc  rN  U.S.A. 


Before  tr/ami n i c 


2 HR.  AFTER  TRIAMINIC- 


timed  to  work 
while  your  patient  does 


A study  being  conducted  by  the  Department  of 
Otolaryngology,  Greater  Baltimore  Medical  Center  is 
stockpiling  evidence  that  points  to  the  fast  action  and 
prolonged  relief  effected  by  Triaminic  in  the  treat- 
ment of  nasal  congestion. 

Begun  in  March  1966,  the  study  to  date  has  encom- 
passed 85  patients  with  common  nasal  disorders— 


and  measured  their  response  to  recommended  doses 
of  Triaminic  tablets. 

Timed  to  release  its  oral  nasal  decongestant  and  two 
antihistamines  within  8 hours,  Triaminic  was  found  to 
effect  partial  or  complete  relief  in  better  than  82%  of 
the  subjects  treated.  Clearing  nasal  obstruction.  Re- 
ducing turbinate  swelling.  Making  breathing  easier. 


It’s  a comforting  thing  to  know  that  Triaminic  really  works. 


Triaminic 


timed-release  tablets 
Each  timed-release  tablet  contains: 

Phenylpropanolamine  hydrochloride 50mg.  Pyrilamine  maleate 25mg.  Pheniramine  maleate  25mg. 

Side  effects:  Occasional  drowsiness,  blurred  vision,  cardiac  palpitations,  flushing,  dizziness,  nervousness  or  gastrointestinal  upsets. 
Precautions:  The  patient  should  be  advised  not  to  drive  a car  or  operate  dangerous  machinery  if  drowsiness  occurs.  Use  with  caution  in 
patients  with  hypertension,  heart  disease,  diabetes  or  thyrotoxicosis. 
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Medical  News 


Psychiatry  fellowships  available 

The  Department  of  Psychiatry,  State  Univer- 
sity of  New  York  at  Buffalo,  is  offering  fellow- 
ships in  psychiatry  to  physicians  who  are  in- 
terested in  entering  the  specialty  practice  of 
psychiatry.  Physicians  with  five  years  in  the 
practice  of  medicine  are  eligible  for  a three-year 
full-time  residency.  Annual  stipend  is  $12,000. 

For  information  or  application  forms  write  to: 
Duncan  Whitehead,  M.D.,  coordinator,  grad- 
uate education  program  in  psychiatry,  E.  J. 
Meyer  Memorial  Hospital,  462  Grider  Street, 
Buffalo,  New  York  14215,  or  S.  Mouchly  Small, 
M.D.,  professor  and  chairman,  Department  of 
Psychiatry,  State  University  of  New  York  at 
Buffalo,  3435  Main  Street,  Buffalo,  New  York 
14214. 

Public  Health  Service  publishes 
card  on  “drownproofing”  technic 

Parents  can  now  teach  children  how  to  pro- 
tect themselves  from  drowning  by  following  the 
directions  on  a new  wallet-size  card  published 
by  the  U.S.  Public  Health  Service  which  is  being 
distributed  by  the  National  Center  for  Urban 
and  Industrial  Health,  Cincinnati,  Ohio.  In- 
formation on  the  card  was  prepared  by  the  Cen- 
ter’s injury  control  program  in  cooperation  with 
the  American  Red  Cross. 

In  addition  to  information  on  the  drownproof- 
ing technic,  the  card  contains  other  safety  infor- 
mation for  use  around  the  water.  The  card, 
called  “Safety  Tips  In-Out-And-Around  the 
Water,”  may  be  obtained  free  in  quantities  of  up 
to  100  by  writing  to:  Jerome  H.  Svore,  direc- 

tor, injury  control  program,  National  Center  for 
Urban  and  Industrial  Health,  222  East  Central 
Parkway,  Cincinnati,  Ohio  45202. 

Fellowships  in  pediatric  allergy  available 

St.  Vincent’s  Hospital  and  Medical  Center, 
New  York  City,  is  sponsoring  fellowships  in 
pediatric  allergy,  under  the  direction  of  Vincent 
J.  Fontana,  M.D.,  which  are  designed  to  give 
the  trainee  adequate  clinical  experience  in  all 
aspects  of  pediatric  allergy  and  a workable 
knowledge  in  research  methodology.  Full  par- 
ticipation in  the  comprehensive  asthma  program 
gives  the  fellow  the  multidisciplinary  approach 
to  the  child  with  asthma. 

The  residency  program  is  approved  for  one 
year  by  the  American  Board  of  Pediatrics  and 
Pediatric  Allergy.  A two-year  pediatric  resi- 
dency is  a prerequisite.  Annual  stipends  range 
from  $5,000  to  $6,000. 

For  information  and  application  forms  for  fel- 

Material  for  inclusion  in  the  medical  news  section  must  be 
received  six  weeks  prior  to  publication  date. 


lowships  beginning  July  1,  1988,  write  to:  An- 
gelo Ferrara,  M.D.,  coordinator  of  teaching  and 
research,  Department  of  Pediatrics,  St.  Vin- 
cent’s Hospital  and  Medical  Center,  153  West 
11th  Street,  New  York  10011. 

Clinical  Center  studies  patients 
with  constrictive  pericarditis 

The  cooperation  of  physicians  is  requested  in 
the  referral  of  patients  for  a study  of  constrictive 
pericarditis  being  conducted  by  the  Metabolism 
Branch  of  the  National  Cancer  Institute  at  the 
Clinical  Center  of  the  National  Institutes  of 
Health,  Bet.hesda,  Maryland. 

Studies  on  patients  with  constrictive  pericar- 
ditis associated  with  hypoalbuminemia  and 
edema  will  be  directed  at  determining  the  rela- 
tionship of  the  hypoalbuminemia  and  edema  to 
protein-losing  gastroenteropathy,  lymphatic 
abnormalities,  and  immunologic  defects.  On 
completion  of  their  studies,  patients  will  be  re- 
turned to  the  care  of  the  referring  physician  who 
will  receive  a full  report  of  the  studies  done. 

Physicians  interested  in  having  their  patients 
considered  for  admission  to  this  study  may 
write  or  telephone:  Warren  Strober,  M.D.,  or 
Thomas  A.  Waldmann,  M.D.,  Clinical  Center, 
Room  4N116,  National  Institutes  of  Health, 
Bethesda,  Maryland  20014.  The  telephone 
number  is  656  4000,  extension  62021,  area  code 
301. 

Personalities 

Re-elected.  As  chairman  of  the  council  of 
The  World  Medical  Association,  Inc.,  Gerald 
D.  Dorman,  M.D.,  New  York  City. 

Appointed.  David  Harris,  M.D.,  Queens, 
as  Assistant  Commissioner  of  Maternal  and 
Child  Health  Services  of  the  Department  of 
Health  and  Hospitals  of  the  New  York  City 
Health  Services  Administration.  . .Gerald 
Gaull,  M.D.,  New  York  City,  as  research 
scientist  at  the  Institute  for  Basic  Research  in 
Mental  Retardation  of  the  New  York  State  De- 
partment of  Mental  Hygiene.  . .Jacques  L. 
Sherman,  Jr.,  M.D.,  Hewlett,  as  medical  direc- 
tor; and  Benjamin  Wainfeld,  M.D.,  Brooklyn, 
as  director  of  ambulatory  health  services,  at 
Maimonides  Medical  Center. 

Honored.  E.  Gordon  MacKenzie,  M.D., 
Millbrook,  by  Greer  School,  Hope  Farm,  New 
York,  in  dedicating  an  infirmary  in  his  name. 

Awarded.  The  Maimonides  Award  given 
by  Michael  Reese  Hospital  and  Medical  Center 
and  the  College  of  Jewish  Studies  to  Hirsh 
Leib  Gordon,  M.D.,  New  York  City. 
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b.i.d. 

The  sensible  schedule 
that  covers  the 
patient  day  and  night 

If  your  objective  in  the  use  of  a broad-spectrum  antibiotic 
is  prolonged  action,  with  high  blood  levels,  then  you  know 
why  b.i.d.  DECLOM  YCIN  is  considered  to  be  a 
sensible  dosage  schedule. 

The  maintenance  dosage  of  DECLOM  YCIN 
can  be  kept  at  this  convenient  schedule 
because  of  its  unusually  high  effective  blood 
and  tissue  levels. 

The  b.i.d.  dosage  of  DECLOMYCIN  gives 
you  the  comfortable  assurance  that  the 
patient  is  well-covered,  day  and  night. 

In  clinical  practice,  blood  levels  produced  by 
a therapeutic  dose  of  DECLOMYCIN  are 
high,  prolonged,  and  effective;  because  of 
high  serum  binding  and  slow  renal  clearance. 

And  if  there’s  a broader  susceptibility 
pattern  of  organisms,  we’ve  yet  to  see  it. 

There  is  no  need  to  give  higher  daily 
dosage  than  300  mg  b.i.d.,  except  in 
venereal  diseases  and  Eaton  Agent 
pneumonia. 

DECLOMYCI N 

DEMEraYLCHLOKIWRACYCLINE 


Prescribing  information  on  next  page. 


b.Ld.The  sensible 
schedule  that  covers  the 
patient  day  and  night 

DECLOMYCIN  Demethylchlortetracycline  should  be 
equally  or  more  effective  therapeutically  than  other 
tetracyclines  when  the  offending  organisms  are 
tetracycline-sensitive. 

Contraindication:  History  of  hypersensitivity  to 
demethylchlortetracycline. 

Warning— In  renal  impairment,  usual  doses  may  lead 
to  excessive  accumulation  and  liver  toxicity.  Under  such 
conditions,  lower  than  usual  doses  are  indicated,  and,  if 
therapy  is  prolonged,  serum  level  determinations  may  be 
advisable.  A photodynamic  reaction  to  natural  or  artifi- 
cial sunlight  has  been  observed.  Small  amounts  of  drug 
and  short  exposure  may  produce  an  exaggerated  sun- 
burn reaction  which  may  range  from  erythema  to  severe 
skin  manifestations.  In  a smaller  proportion,  photo- 
allergic  reactions  have  been  reported.  Patients  should 
avoid  direct  exposure  to  sunlight  and  discontinue  drug 
at  the  first  evidence  of  skin  discomfort.  Necessary  subse- 
quent courses  of  treatment  with  tetracyclines  should  be 
carefully  observed. 

Precautions— Overgrowth  of  nonsusceptible  organisms 
may  occure.  Constant  observation  is  essential.  If  new  in- 
fections appear,  appropriate  measures  should  be  taken. 
In  infants,  increased  intracranial  pressure  with  bulging 
fontanels  has  been  observed.  All  signs  and  symptoms 
have  disappeared  rapidly  upon  cessation  of  treatment. 
Side  Effects  — Gastrointestinal  system  — anorexia, 
nausea,  vomiting,  diarrhea,  stomatitis,  glossitis,  entero- 
colitis, pruritus  ani.  Skin— maculopapular  and  erythema- 
tous rashes.  A rare  case  of  exfoliative  dermatitis  has 
been  reported.  Photosensitivity;  onycholysis  and  dis- 
coloration of  the  nails  (rare).  Kidney  — rise  in  BUN, 
apparently  dose  related.  Transient  increase  in  urinary 
output,  sometimes  accompanied  by  thirst  (rare) . Hyper- 
sensitivity reactions  — urticaria,  angioneurotic  edema, 
anaphylaxis.  Teeth—  dental  staining  (yellow-brown)  in 
children  of  mothers  given  this  drug  during  the  latter 
half  of  pregnancy,  and  in  children  given  the  drug  during 
the  neonatal  period,  infancy  and  early  childhood. 
Enamel  hypoplasia  has  been  seen  in  a few  children.  If 
adverse  reaction  or  idiosyncrasy  occurs  discontinue 
medication  and  institute  appropriate  therapy. 
Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or  300 
mg  b.i.d.  Should  be  given  1 hour  before  or  2 hours  after 
meals,  since  absorption  is  impaired  by  the  concomitant 
administration  of  high  calcium  content  drugs,  foods  and 
some  dairy  products.  Treatment  of  streptococcal  infec- 
tions should  continue  for  10  days,  even  though  symp- 
toms have  subsided. 

In  the  treatment  of  syphilis  a dosage  schedule  of  a total  of  12  to  18  Cm. 
given  in  equally  divided  doses  over  a period  of  10  to  15  days  should  be 
followed.  Close  follow-up  observation  of  the  patient  is  recommended, 
including  appropriate  laboratory  tests,  since  demethylchlortetracycline 
has  not  had  adequate  evaluation  in  all  stages  of  syphilis.  Spinal  fluid 
examination  should  be  included  as  part  of  this  follow-up. 

Acute  gonococcal  anterior  urethritis  in  males  has  been  treated  effectively 
with  a single  dose  of  600-900  mg.  of  DECLOMYCIN  Demethylchlortetra- 
cycline. Individuals  unable  to  tolerate  large  single  doses  due  to  gastro- 
intestinal side  effects  may  be  treated  with  150  mg.  every  6 hours  for  a 
minimum  of  4 doses  or  300  mg.  every  12  hours  for  a minimum  of  2 doses. 
Females  should  be  treated  with  a dosage  of  150  mg.  every  6 hours  or  300 
mg.  every  T2  hours  until  a cure  is  effected. 

Primary  Atypical  Pneumonia  (Eaton  Agent):  The  average  adult  daily 
dosage  is  900  mg.  in  3 divided  doses  for  six  days. 

LEDERLE  LABORATORIES,  A Division  of 
American  Cyanamid  Company,  Pearl  River,  N.Y. 


485-7-5994 


GJ7]asy  on 

thec^udget... 

cJ7Jasy  on 

the  Q.  TJract 

GAGATablets  Elixir J/q) 
crpor  C 'Jron  CJ^)eficiency  Qy^nemia 


FAMOUS 


BREON  LABORATORIES  INC. 

Subsidiary  of  Sterling  Drug  Inc. 

90  Park  Avenue,  New  York,  N.Y.  10016 


brand  of  FERROUS 


on 

GLUCONATE 


SUBSCRIPTION  ORDER  FORM 

New  York  Slate  Journal  of  Medicine 
Attn:  Circulation  Dept. 

750  Third  Ave.,  New  York,  N.  Y.  10017 


24 


Issues 
Per  Year 


PLEASE  ENTER  MY  SUBSCRIPTION  FOR: 

U.S.A.  & possessions  $7.50  one  year; 


Canada,  Mexico  & 
other  foreign 


$9.00  one  year; 


Interns  & Residents:  Special  rates  on  request. 

Name 


Payment  enclosed 


$22.50  (3)  years 
$27.00  (3)  years 


Address 

please  print 

City  & State 

Zip 

Note:  No  subscription  can  be  processed  without  payment  and/or  purchase  order. 


2795 


Medical  Meetings 


Teaching  day  to  study  diarrheal  disorders 

Advances  in  the  Pathophysiology,  Diagnosis, 
and  Management  of  Diarrheal  Disorders  is  the 
subject  of  a teaching  conference  for  practicing 
physicians  which  will  be  held  in  McRae  Audi- 
torium, Meadowbrook  Hospital,  East  Meadow, 
New  York,  on  November  16  from  9:00  a.m.  to 
5:00  p.m. 

The  program  will  feature  the  following:  “The 
Physiology  of  the  Large  and  Small  Bowel,” 
Robert  G.  Crane,  M.D.,  chairman  of  the  De- 
partment of  Physiology,  Rutgers  University; 
“Primary  Diseases  of  the  Small  Bowel,”  O.  D. 
Kowlessar,  M.D.,  professor  of  medicine,  Jeffer- 
son Medical  College;  “Secondary  Diseases  of 
the  Small  Bowel,”  Robert  M.  Donaldson,  Jr., 
M.D.,  associate  professor  of  medicine,  Boston 
University  Medical  Center;  “The  Radiology  of 
the  Large  and  Small  Bowel,”  Mansho  Khilnani, 
M.D.,  professor  of  radiology.  Mount  Sinai 
School  of  Medicine;  “Inflammatory  Diseases  of 
the  Large  and  Small  Bowel,”  Albert  Medneloff, 
M.D.,  associate  professor  of  medicine,  Johns 
Hopkins  University;  and  “Motor  Disorders  of 
the  Large  Bowel  and  Rectum,”  Marvin  Schus- 
ter, M.D.,  professor  of  medicine,  Johns  Hopkins 
University. 

Symposium  on  cardiology 

A symposium  on  “Therapeutic  Advances  in 
the  Practice  of  Cardiology”  sponsored  by  St. 
Barnabas  Hospital,  The  Bronx,  will  be  held  at 
The  Plaza  Hotel,  New  York  City,  December  15 
through  17. 

The  program  will  feature  topics  related  to 
modern  concepts  and  current  approaches  to 
problems  in  cardiology  and  will  include  medical- 
surgical  aspects  of  heart  disease,  diagnosis  and 
management  of  coronary  artery  disease,  the 
valvulopathies,  and  external  and  internal  pace- 
makers. 

Registration  fee  is  $55.  For  further  informa- 
tion write  to:  symposium  office,  St.  Barnabas 

Hospital,  Third  Avenue  and  183rd  Street,  The 
Bronx,  New  York  10457. 

Cryo-ophthalmology  topic  of  meeting 

A meeting  of  the  Society  for  Cryo-Ophthal- 
mology  is  to  be  held  in  the  Statler  Hilton  Plaza 
Hotel,  Miami  Beach,  Florida,  on  January  14 
through  18,  1968.  The  program  will  feature  the 
latest  advances  in  ophthalmic  cryosurgery.  The 
following  topics  and  speakers  will  be  included: 
“Keratophakia,”  Jose  Barraquer,  M.D.,  Bogota, 

Material  for  inclusion  in  the  medical  meetings  section  must 
be  received  six  weeks  prior  to  publication  date. 


Colombia,  president  of  the  Society;  “Retinal 
Detachment,”  Giambattista  Bietti,  M.D., 
Rome,  Italy,  president-elect,  along  with  Dohr- 
mann  Pischel,  M.D.,  I.  D.  Okamura,  M.D., 
Harvey  Lincoff,  M.D.,  and  David  Sudarsky, 
M.D.;  “Cryoextraction  of  Cataracts,”  H. 
Fanta,  M.D.,  and  Louis  Gerard,  M.D.;  and 
“Newly  Improved  Freezing  Methods  for  Pre- 
serving the  Cornea,”  H.  Kaufman,  M.D.,  M. 
Martinez,  M.D.,  and  D.  Paton,  M.D. 

Registration  fee  is  $20.,  and  $35.  after  Jan- 
uary 12,  1968.  For  information  write  to:  John 
Bellow,  M.D.,  Secretary,  Society  for  Cryo- 
Ophthalmology,  30  North  Michigan  Avenue, 
Chicago,  Illinois  60602. 

Stroke  topic  of  continuing  education  course 

The  American  Rehabilitation  Foundation  is 
sponsoring  a two-day  course  on  “New  Concepts 
in  Problems  of  Completed  Stroke”  to  be  held 
January  19  and  20,  1968,  in  the  Kenny  Reha- 
bilitation Institute,  Minneapolis,  Minnesota. 
Instead  of  formal  lectures,  the  participant  in  the 
course  will  be  placed  at  the  patient’s  bedside. 
He  will  be  asked  to  make  diagnostic  decisions 
and  evaluations  of  the  extent  of  the  stroke  and 
to  plan  for  patient  management.  In  addition 
to  actual  patient  demonstrations,  teaching  tech- 
nics used  include  videotapes,  films,  and  taped 
recordings. 

Enrollment  is  limited  to  20  physicians.  Tu- 
ition is  $50.  To  receive  information  or  make  ap- 
plication write  to:  Thomas  P.  Anderson,  M.D., 

Kenny  Rehabilitation  Institute,  1800  Chicago 
Avenue,  Minneapolis,  Minnesota  55404. 

American  Rheumatism  Association  to  meet 

The  thirteenth  interim  scientific  session  of  the 
American  Rheumatism  Association  is  to  be  held 
January  19  and  20,  1968,  in  the  Sheraton-Belve- 
dere  Hotel,  Baltimore,  Maryland.  The  pro- 
gram will  feature  50  papers  on  recent  develop- 
ments in  arthritis  and  rheumatism  research. 

For  information  write  to:  Miss  Margaret 

M.  Walsh,  executive  secretary,  1212  Avenue  of 
the  Americas,  New  York  10036. 

Association  for  accident  and 
traffic  medicine  to  meet 

The  third  triennial  congress  of  the  Interna- 
tional Association  for  Accident  and  Traffic 
Medicine  will  be  held  in  the  Americana  Hotel 
on  May  29  through  June  3,  1969.  The  meeting 
will  be  devoted  to  the  problems  involved  in 

continued  on  page  2798 
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The  low  back  pain  that  is  most  frequently  seen  in  general  practice 
is  mechanical  in  nature,  i.e.,  postural  back  pain,  joint  dysfunction  and 
acute  back  strain. 12  For  this  type  of  discomfort,  a conservative  regimen 
is  usually  sufficient  to  relieve  aches  and  pains,  and  to  help  keep 
the  patient  functioning.  Components  of  this  basic  program  include: 


oea  If  the  patient  is  in  the 
pain-spasm-cycle... there  is  no  alternative 
or  substitute  for  absolute  bed  rest. . ."3 


^ethoMrbaniogJ 


-HROBINS; 


BoardLi>-'  ';“4”' 

Boards  should  be  ordered  under 


Heat'  'A  very  valuable 

method  of  applying 

(is?,  heat  at  home  is  a prolonged 

I,  ■ f hot  bath..."5 


the  mattress. . .these  boards  act 
by  immobilizing  the  spine...’’4 

ficated  for  relief  of  skeletal  muscle  sposm.  Contraindicated  in 
oersensitive  patients.  Side  Effects  f lightheadedness,  dizziness, 

>wsiness,  nausea)  may  occur  rarely,  but  usually  disappear  on  reduced 
sage.  Hypersensitivity  reactions  develop  infrequently.  See  product 
rature  for  further  details.  Also  available:  Robaxin®  Tablets 
ethocarbamol,  500  mg.)  Robaxin  Injectable  (methocarbamol,  1 Gm./lOcc.) 
ferences:  (1  ).  Godfrey,  C.M.:  Applied  Therap.  8.-950,  1966.  (2).  Gottschalk, 
.:  GP  33.-91 , 1966.  (3).  Rowe,  M.L:  J.  Occup.  Med.  2-219,  1960. 

I.  Cozen,  L.:  South  Dakota  J.  Med.  18-26,  1965.  (5).  Soto-Hall,  R.: 
id.  Sc.  14:23,1963.  (6).  Weiss,  M.  and  Weiss,  S.:  J.  Am.  Osteopath.  A. 

142, 1962.  (7).  Feuer,  S.G.,  el  a/..-  New  York  J.  Med.  62:1985, 1962. 


Robaxin-750 

(methocarbamol,  750  mg.  capsule- 
shaped tablets)  A well-tolerated6 
skeletal  muscle  relaxant,  methocar- 
bamol helps  relieve  spasm 
". . .without  interfering  with  normal 
tone  and  movement.”7  And  there 
is  little  likelihood  of  sedation.6 


AM 


ROBINS 


A.  H.  ROBINS  COMPANY 
RICHMOND,  VIRGINIA  23220 
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motor  vehicle  and  airplane  accidents  and  will  be 
conducted  simultaneously  in  four  languages: 
English,  French,  German,  and  Spanish.  In 
conjunction  with  this  meeting,  two  one-day  in- 
ternational meetings  on  drug  addiction  and  poi- 
son control  centers  will  be  held. 


Anyone  interested  in  attending  the  meeting 
or  in  submitting  an  abstract  of  a paper  for  con- 
sideration by  the  program  committee  should 
write  to: 

Milton  Helpern,  M.D.,  president.  Interna- 
tional Association  for  Accident  and  Traffic 
Medicine,  520  First  Avenue,  New  York  10016 


Announcement  1967  District  Branch  Meetings 


Branch 


Date 


Place 


First  Sunday,  February  12 


The  Americana, 
New  York  City 


Second  Thursday,  Friday,  Saturday,  Dorado  Beach  Hotel, 

Sunday,  Monday,  Tuesday,  Dorado,  Puerto  Rico 

Wednesday,  Thursday, 

November  9,  10,  11,  12,  13,  14, 

15,  16 


Third 

and 

Fourth 


Saturday,  Sunday,  September  9, 
10 


Sagamore  Hotel, 
Lake  George 


Fifth  Friday,  Saturday,  Sunday, 

and  September  8,  9,  10 

Sixth 


Fred  Waring’a 
Shawnee  Inn, 

Sha  wnee-on-D  ela  ware, 
Pennsylvania 


Seventh  Sunday,  Monday,  Tuesday,  Whiteface  Inn, 

and  Wednesday,  October  1,  2,  3,  4 Lake  Placid 

Eighth 


Ninth  Monday,  February  13 


The  Americana, 
New  York  City 
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DOCTOR, 

Here  is  the  expanded  Abbott 
anorectic  program  designed  to 
meet  the  individual  needs  of 
your  overweight  patients. 


ABBOTT 

THE  PRODUCT 

ABBOTT 

ANORECTIC 

PROGRAM 

DESOXYN*  Gradumet  5m,  a 

METHAMPHETAMINE  HYDROCHLORIDE  IN  LONG-RELEASE  DOSE  FORM 

10  mg  ED  1 5 mg  cED 

DESBUTAL®  10  Gradumet 

10  mg.  METHAMPHETAMINE  HYDROCHLORIDE,  60  mg.  SODIUM  PENTOBARBITAL 

FR°NT  SIDE  | j| 

DESBUTAL  15  Gradumet 

15  mg.  METHAMPHETAMINE  HYDROCHLORIDE,  90  mg.  SODIUM  PENTOBARBITAL 

FRONT  p)  SIDE 

MOOD  ELEVATION 


DESOXYN  Gradumet 

Smooth  appetite  control  plus  mood  elevation 

Typically,  the  obese  patient  is  a repeat  dieter. 
And  with  each  failure,  the  task  looks  more 
hopeless.  Therefore,  it  is  often  just  as  im- 
portant to  lift  the  mood  as  to  curb  the  appe- 
tite. Desoxyn  Gradumet  does  just  that.  It 
gently  elevates  and  sustains  the  mood.  And 
no  other  product— amphetamine  or  non-am- 
phetamine—is  more  effective  in  suppressing 
appetite. 


DESBUTAL  Gradumet 

For  patients  who  can't  take  plain  amphetamine 

Desbutal  Gradumet  contains  2 drugs,  each 
in  its  own  tablet  section,  combined  back  to 
back  to  form  a single  tablet.  One  section 
contains  Desoxyn  to  suppress  the  appetite 
and  lift  the  mood ; the  other  contains  Nem- 
butal® (pentobarbital)  to  soothe  the  patient 
and  counteract  any  excessive  stimulation. 
The  drugs  are  released  in  an  effective  dosage 
ratio  throughout  the  day. 


CONTROLLED-RELEASE 


HOW  IT  DIFFERS  FROM 
LONG-RELEASE 

The  Gradumet  is  made  up  of  thousands  of 
interconnecting  channels,  much  like  a 
sponge.  These  channels— filled  with  a drug 
—end  at  the  outer  surface  of  the  tablet.  When 
fluid  comes  in  contact  with  the  Gradumet, 
the  drug  in  the  outer  ends  of  the  channels 
dissolves.  As  the  fluid  makes  its  way  up  the 
channels,  there  is  a continuous  release  of 
medication. 


THIS  IS  A RELEASE 
YOU  CAN  COUNT  ON 


Since  the  rate  of  release  is  rigidly  determined 
by  the  size  and  number  of  channels,  the 
Gradumet  is  able  to  provide  controlled-re- 
lease  as  well  as  long-release.  Patients  get  a 
measured  amount  of  medication,  moment  by 
moment,  throughout  the  day— from  a single 
ora!  dose. 


THE  PROGRAM 


ABBOTT 

ANORECTIC 

PROGRAM 


WEIGHT  CONTROL 
BOOKLET 

To  help  your  obese  patients  understand  why 
they  are  overweight— and  what  they  can  do 
about  it— Abbott  has  a booklet  called  “The 
Secret  of  Controlling  Your  Weight."  It  is 
available  to  your  patients  only  through  you. 
Here  is  a partial  list  of  the  topics  covered : 
Why  you  are  overweight 
Rewards  of  weight  reducing 
Balanced  meals 
Helpful  hints 
Hunger  between  meals 
Snacks 

Weekly  weighings 
Exercise 

Holidays,  vacations,  special  events 
Leanness  and  longevity 
Each  topic  is  covered  on  one  page  in  simple 
and  easy-to-understand  language.  At  the 
back  of  the  booklet,  there  is  a list  of  160 
foods  showing  their  caloric  content. 


of 

controlling 

your  weight 
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FOOD  DIARY 


The  Food  Diary  is  designed  to  help  the  over- 
weight patient  follow  your  eating  instruc- 
tions. Space  is  provided  for  breakfast,  lunch, 
supper,  and  even  snacks.  By  writing  every- 
thing down  that's  eaten  each  day,  the  patient 
is  constantly  reminded  that  she's  trying  to 
change  her  eating  habits.  And  you  are  fur- 
nished with  a written  record  of  how  well 
she's  doing. 

This  booklet  also  lists  the  caloric  content  of 
160  foods. 


See  Brief  Summary  on  next  page. 


THE  PRICE 


ABBOTT 

ANORECTIC 

PROGRAM 


ECONOMY 


s 

M 

T 

w 

T 

F 

s 

s 

M 

T 

w 

T 

F 

s 

l 

2 

1 

2 

3 

4 

5 

6 

7 

3 

4 

5 

6 

7 

8 

9 

8 

9 

10 

11 

12 

13 

14 

10 

11 

12 

13 

14 

15 

16 

15 

16 

17 

18 

19 

20 

21 

17 

18 

19 

20 

21 

22 

23 

22 

23 

24 

25 

26 

27 

28 

24 

25 

26 

27 

28 

29 

30 

29 

30 

31 

Desoxyn  Gradumet  and  Des- 
butal  Gradumet  are  so  reason- 
ably priced  that  patients  in 
many  cases  save  enough 
(compared  to  other  leading 
long-release  anoretics)  to  get 
five  weeks  of  medication  for 
the  price  of  four. 


FREE  SUPPLIES 
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There  are  four  weight  control  booklets,  each 
with  the  same  text,  but  with  a different  sam- 
ple in  the  back  of  the  booklet  to  meet  your 
individual  patient's  needs.  You  have  your 
choice  of  Desoxyn  Gradumet  in  10  mg.  or 
15  mg.  strengths  as  well  as  Desbutal  10 
Gradumet  and  Desbutal  15  Gradumet.  The 
Food  Diary  is  the  same  for  all  of  the  weight 
control  booklets. 

Your  Abbott  man  will  be  happy  to  supply 
you  with  booklets.  Just  ask  him. 

CONTRAINDICATIONS:  Methampheta- 
mine  (in  Desoxyn  and  Desbutal)  is  contraindi- 
cated in  patients  taking  a monoamine  oxidase 
inhibitor.  Do  not  use  pentobarbital  (in  Desbu- 
tal) in  persons  hypersensitive  to  barbiturates. 


PRECAUTIONS,  SIDE  EFFECTS:  Observe 
caution  in  patients  with  hypertension,  cardio- 
vascular disease,  hyperthyroidism,  old  age,  or 
those  sensitive  to  sympathomimetic  drugs. 
Prolonged  usage  may  lead  to  tolerance  or  psy- 
chic dependence.  Careful  supervision  is  neces- 
sary to  avoid  chronic  intoxication  and 
addiction. 

Amphetamine  side  effects  such  as  a headache, 
excitement,  agitation,  palpitation  or  cardiac 
arrhythmia  usually  may  be  controlled  by  re- 
ducing the  dose.  Paradoxically-induced  de- 
pression is  an  indication  to  withdraw  the  drug. 
Pentobarbital  (in  Desbutal)  may  cause  skin 
rash.  Nervousness  or  excessive  se- 
dation with  Desbutal  is  usually 
transient.  701069  *’‘0" 


Gradumet — Long-release  dose  form.  Abbott:  U S Pat.  No.  2,987,445 


'EMPIRIN'®  COMPOUND  with  CODEINE  PHOSPHATE  gr.1/2  No.  3 


Each  tablet  contains:  Codeine  Phosphate  gr.  !4  (Warning— May  be  habit  forming), 
Phenacetin  gr.  2Vi,  Aspirin  gr.  314,  Caffeine  gr.  V2. 


■ Despite  introduction  of  synthetic  substitutes,  efficacy  of 
‘Empirin’  Compound  with  Codeine  remains  unchallenged. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.  Y. 


rv~  I,  . _i  ■ . phenmetrazine 

rT0IUQIH  hydrochloride 


helps  keep  calories 
at  arm’s  length 


Preludin  is  indicated  only  as  an  anorectic  agent  in  the  treatment 
of  obesity.  It  may  be  used  in  simple  obesity  and  in  obesity 
complicated  by  diabetes,  moderate  hypertension,  or  pregnancy. 
For  use  in  pregnancy,  see  Warning. 


Dosage:  One  25  mg.  tablet  b.i.d.  or  t.i.d.  Or  one  75  mg.  Endurets® 
prolonged-action  tablet  a day,  taken  by  midmorning. 
Contraindications:  Severe  coronary  artery  disease,  hyperthyroidism, 
severe  hypertension,  nervous  instability,  and  agitated  prepsychotic 
states.  Do  not  use  with  other  CNS  stimulants,  including  MAO 


Warning:  Do  not  use  during  first  trimester  of  pregnancy  unless 
potential  benefits  outweigh  possible  risks.  There  have  been  clinical 
reports  of  congenital  malformation,  but  causal  relationship  has  not 
been  proved.  Animal  teratogenic  studies  have  been  inconclusive. 
Precautions:  Use  with  caution  in  moderate  hypertension  and 
cardiac  decompensation.  Cases  involving  abuse  of  or  dependence 
on  phenmetrazine  hydrochloride  have  been  reported.  In  general, 
these  cases  were  characterized  by  excessive  consumption  of  the 
drug  for  its  central  stimulant  effect,  and  have  resulted  in  a psychotic 
illness  manifested  by  restlessness,  mood  or  behavior  changes, 
hallucinations,  or  delusions.  Do  not  exceed  recommended  dosage. 
Side  Effects:  Dryness  or  unpleasant  taste  in  the  mouth,  urticaria, 
overstimulation,  insomnia,  urinary  frequency  or  nocturia,  dizziness, 
nausea,  or  headache.  (B)R46-560-A 


/ «jni)  Geigy  Pharmaceuticals,  Division  of  Under  license  from 

VIS'  Geigy  Chemical  Corporation,  Ardsley.  N Y.  Boehringer  Ingelheim  G.m.b.H 


at  the  site  of  infecti 
(where  it  counts)... 


Ilosone®  provides  more  antibacterial  activity 
than  any  other  oral  erythromycin 


Acid  stable,  better  absorbed . . . Ilosone 
produces  faster,  higher,  more  prolonged 
blood  levels,  even  in  the  presence  of  food13 

Because  it  is  the  most  active  form  of  oral 
ierythromycin,  Ilosone  can  help  assure 
consistently  greater  antibacterial  activity 
at  the  site  of  infection.  Ilosone  produces 
peak  antibacterial  blood  levels  two  to  four 
times  those  of  other  erythromycin 
[preparations.1-2  Not  only  are  these  levels 
attained  earlier,  but  they  are  maintained 
'for  much  longer  periods.  Even  the 
presence  of  food  does  not  seem  to  affect 
the  activity  of  Ilosone.1-3 

iln  the  treatment  of  patients  with  bacterial 
infections  susceptible  to  erythromycin, 
Ilosone  has  compiled  an  excellent 
therapeutic  record.  Since  it  exerts  its 
greatest  activity  against  gram-positive 
organisms,  it  is  particularly  useful  in 
common  respiratory  and  soft-tissue 
bacterial  infections.  Ilosone  kills— not 
merely  inhibits— streptococci, 
pneumococci,  and  more  strains  of 
staphylococci  than  any  other  macrolide 
antibiotic.  This  bactericidal  action, 
coupled  with  the  high  antibacterial  levels 


attained,  makes  Ilosone  especially  valuable 
in  patients  with  low  host  resistance,  such 
as  infants,  debilitated  individuals,  and 
diabetics. 

Ilosone  has  shown  no  cross-resistance  with 
penicillin  and  may  be  effective  against 
organisms  that  have  become  resistant  to 
that  agent.  Despite  its  high  antibacterial 
activity,  Ilosone  has  demonstrated  a low 
incidence  of  side  reactions.  Blood 
dyscrasias,  ototoxicity,  and  tooth  staining 
have  not  been  observed.  Infrequent 
cases  of  drug  idiosyncrasy,  manifested  by 
a cholestatic  jaundice,  have  occurred, 
but  there  have  been  no  known  definite 
residual  effects. 


Now  available: 

New!  Ready-mixed  Ilosone  Liquid  125! 
(Contains  erythromycin  estolate  equiva- 
lent to  125  mg.  erythromycin  base  per 
5-cc.  teaspoonful.) 


Ilosone’ 

Erythromycin 


S&fy 

Estolate 


( See  next  page  for  prescribing  information.) 


Ilosone/the  most  active  oral  form  of  erythromycir 


Description:  Ilosone  is  the  most  active  form  of 
oral  erythromycin  that  has  been  developed.  Be- 
cause it  is  stable  in  acid,  well  absorbed,  and 
excreted  in  lesser  amounts  in  the  bile,  it  pro- 
vides faster,  higher,  and  longer-lasting  levels  of 
antibacterial  activity  (ABA)  in  the  serum,  even 
when  taken  with  food,  than  do  comparable  doses 
of  erythromycin. 

Indications:  Ilosone  is  indicated  in  infections 
caused  by  micro-organisms  sensitive  to  its  ac- 
tion—especially  staphylococci,  hemolytic  strep- 
tococci, and  pneumococci. 

It  has  been  effective  in  streptococcus  infec- 
tions, particularly  acute  bacterial  pharyngitis 
and  tonsillitis;  staphylococcus  disease,  includ- 
ing soft-tissue  infections,  furunculosis,  ab- 
scesses, cellulitis,  carbuncles,  and  wound 
infections;  pneumococcus  pneumonia  and  acute 
bronchitis  with  pneumococci  on  culture,  bron- 
chopneumonia, and  otitis  media. 

In  serious  staphylococcus  infections,  eryth- 
romycin preparations  should  be  used  only  in 
combination  therapy  with  other  antimicrobial 
agents;  surgical  procedures  should  be  per- 
formed when  indicated,  and  large  doses  of  the 
antimicrobial  agents  should  be  employed. 

Penicillin  is  the  drug  of  choice  for  syphilis  and 
gonorrhea,  but  Ilosone  in  multiple  500-mg.  doses 
has  been  useful  in  patients  with  a history  of 
penicillin  allergy.  Also,  other  infections  due  to 
susceptible  bacteria  in  patients  hypersensitive 
to  penicillin  or  other  antibiotics  may  be  con- 
sidered for  treatment  with  Ilosone. 

Contraindications:  Known  history  of  sensitiv- 
ity to  this  drug;  preexisting  liver  disease  or 
dysfunction. 

Adverse  Reactions:  Hepatic  dysfunction  with 
or  without  clinical  jaundice  has  been  reported 
infrequently.  Changes  in  liver  function  tests 
indicative  of  intrahepatic  cholestasis  appear  to 
be  the  result  of  individual  idiosyncrasy.  Find- 
ings subsided  when  treatment  was  discontinued. 
Occasionally,  symptoms  simulated  extrahepatic 
obstructive  jaundice  or  the  colic  of  biliary  tract 
disease. 

When  jaundice  appeared  to  be  related  to  use 
of  the  drug,  laboratory  findings  were  character- 
ized by  increased  direct-reacting  bilirubin,  ele- 
vated alkaline  phosphatase  levels,  negative  or 
weakly  positive  cephalin  flocculation  and  thymol 
turbidity  tests,  elevated  serum  glutamic  oxala- 


cetic  transaminase  levels,  peripheral  eosino- 
philia,  and  normal  cholecystograms. 

Gastro-intestinal  disturbances  not  associated  , 
with  hepatic  effects  and  occasional  allergic  1 
manifestations  (urticaria,  skin  eruptions,  and, 
rarely,  anaphylaxis)  have  been  reported.  The 
normal  intestinal  gram-negative  bacterial  flora 
is  not  appreciably  altered  by  erythromycin  j 
drugs. 

Administration  and  Dosage:  Ilosone  is  admin-  I 

istered  orally. 

Infants  and  children  under  twenty-five  : 
pounds,  5 mg.  per  pound  every  six  hours; 
twenty-five  to  fifty  pounds,  125  mg.  every  six  ' 
hours.  Adults  and  children  over  fifty  pounds, 
250  mg.  every  six  hours. 

For  severe  infections,  double  the  dosage. 
When  larger  doses  are  indicated,  consider  par- 
enteral erythromycin  therapy.  In  beta-hemolytic 
streptococcus  infections,  maintain  treatment 
for  ten  days  to  prevent  rheumatic  fever  or 
glomerulonephritis. 

In  syphilis,  a total  of  20  to  30  Gm.  is  admin- 
istered in  divided  doses  for  ten  to  fifteen  days. 
Close  follow-up  is  necessary  since  erythromycin 
drugs  have  not  had  adequate  evaluation  in  all 
stages  of  syphilis.  Examination  of  spinal  fluid 
is  recommended  during  follow-up. 

In  gonorrhea,  the  dosage  is  500  mg.  four 
times  a day  for  four  days.  Patients  with  a sus- 
pected lesion  of  syphilis  should  have  a dark-field 
examination  before  receiving  antibiotics  and 
monthly  serologic  tests  for  three  months.  For 
detailed  information,  consult  the  package 
literature. 

How  Supplied:  Pulvules®  Ilosone,  Capsules, 
N.F.,  125  mg.*  and  250  mg.* 

Ilosone  Liquid  125,  Oral  Suspension,  U.S.P., 
125  mg.*  per  5-cc.  teaspoonful. 

Ilosone,  125,  for  Oral  Suspension,  N.F.,  125 
mg.*  per  5-cc.  teaspoonful. 

Ilosone  Drops,  5 mg.*  per  drop. 

Tablets  Ilosone  Chewable,  N.F.,  125  mg.* 

*Base  equivalent.  [080967] 

References:  1.  Griffith.  R.  S..  and  Black.  H.  R. : Am.  J.  M.  Sc.. 
247:69,  1964.  2.  Griffith.  R.  S.,  and  Black.  H.  R.:  Antibiotics  & 
Chemother.,  12:398,  1962.  3.  Hirsch.  H.  A.,  Pryles,  C.  V.,  and 
Finland.  M.:  Am.  J.  M.  Sc..  259:198,  1960. 

Additional  information  available  to 
physicians  upon  request.  Eli  Lilly  and 
Company , Indianapolis,  Indiana 
16206. 
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Medical  Schools 


Albany  Medical  College 

Faculty  member  appointed  to  new  post. 

Leonard  D.  Policoff,  M.D.,  a member  of  the 
College  faculty  since  1955,  has  been  appointed 
professor  and  chairman  of  physical  medicine 
and  rehabilitation  of  Temple  University  Health 
Sciences  Center,  Philadelphia.  He  will  be  med- 
ical director  of  Moss  Rehabilitation  Hospital, 
Albert  Einstein  Medical  Center,  as  well,  and  will 
be  in  charge  of  coordinating  the  rehabilitation 
programs  of  six  other  Philadelphia  hospitals. 

Cornell  University  Medical  College 

To  assume  new  posts.  James  C.  Strickler, 
M.D.,  assistant  professor  of  medicine  since  1962, 
assumed  his  new  posts  of  associate  dean  and  as- 
sociate professor  of  medicine  at  Dartmouth 
Medical  School  on  October  1.  On  March  1, 
1968,  Thomas  P.  Almy,  M.D.,  professor  of  medi- 
cine since  1957,  will  take  up  his  new  posts  of  pro- 
fessor and  chairman,  Department  of  Medicine, 
at  Dartmouth  Medical  College. 

Downstate  Medical  Center 

New  appointments.  New  appointments  to 
the  faculty  recently  announced  are:  Wilfred 

E.  Toreson,  M.D.,  professor  of  pathology;  Dr. 
Joel  M.  Solomon,  clinical  associate  professor  of 
pathology  and  also  director  of  immunohema- 
tology,  The  Brooklyn-Cumberland  Medical 
Center;  Stanley  Goldstein,  M.D.,  assistant 
professor  of  pediatrics;  Abraham  Lapidot, 
M.D.,  assistant  professor  of  otorhinolaryn- 
gology; Leonardo  R.  Martinez,  M.D.,  assist- 
ant professor  of  anesthesiology;  Raul  C. 
Schiavi,  M.D.,  assistant  professor  of  psychiatry; 
and  Mark  S.  Tobin,  M.D.,  clinical  assistant 
professor  of  medicine. 


Visiting  professor.  W.  E.  van  Heyningen, 
Ph.D.,  Master  of  St.  Cross  College,  Reader  in 
Bacterial  Chemistry,  Sir  William  Dunn  School 
of  Pathology,  University  of  Oxford,  England,  is 
the  second  Visiting  Professor  in  a special  pro- 
gram at  Downstate  that  brings  distinguished 
scientists  to  the  Center  for  periods  of  one  to 
two  months.  Dr.  van  Heyningen  will  be  in 
residence  from  October  25  through  December 
3 in  the  Department  of  Microbiology  and  Im- 
munology. On  Monday,  November  20  at  4:  00 
p.m.,  he  will  lecture  on  “Tetanus — The  Cynical 
Spasm,”  in  the  First  Floor  Lecture  Hall,  Basic 
Sciences  Building,  450  Clarkson  Avenue,  Brook- 
lyn. 

State  University  of  New  York  at 
Buffalo  School  of  Medicine 

Nobel  winner  to  join  faculty.  Sir  John  C. 
Eccles,  a corecipient  of  the  Nobel  prize  in  medi- 
cine for  1963,  will  join  the  faculty  in  July,  1968. 
Sir  John,  a neurophysiologist,  will  serve  as  dis- 
tinguished professor  of  physiology  and  biophys- 
ics in  medicine  and  dentistry  and  Dr.  Henry 
C.  and  Bertha  H.  Buswell  research  fellow.  Sir 
John  will  join  the  faculty  July  1,  1968. 

University  of  Rochester  School  of 
Medicine  and  Dentistry 

New  dean  and  director.  J.  Lowell  Orbison, 
M.D.,  was  appointed  dean  of  the  University’s 
School  of  Medicine  and  director  of  the  Medical 
Center  on  September  11.  Dr.  Orbison  has  been 
acting  dean  and  director  since  the  resignation 
of  Dr.  Donald  G.  Anderson  as  well  as  chairman 
of  the  Department  of  Pathology  and  George 
Hoyt  Whipple  Professor  of  Pathology  since 
1955.  He  becomes  the  third  dean  of  the  School 
since  its  founding  in  1922. 
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Abstracts 
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1968  Annual  Convention 

Americana  Hotel 
New  York  City 

February  11-15 


Freedman,  H.,  Tafeen,  C.  H.,  and  Harris, 

H.:  Parenteral  Win  20,228  as  analgesic  in 

labor,  New  York  State  J.  Med.  67:  2849 

(Nov.  1)  1967. 

A group  of  100  consecutive  patients  in  labor 
was  studied  to  evaluate  the  effectiveness  of  Win 
20,228  as  an  analgesic  in  labor  when  admin- 
istered subcutaneously.  There  was  no  effect 
on  the  progress  of  labor;  12  babies  were  rated 
Apgar  6 or  less,  and  there  was  one  stillbirth. 
Pain  relief  was  poor  in  78,  fair  in  19,  and  good 
in  3;  none  was  rated  excellent.  Repeated  doses 
of  the  drug  within  a short  period  of  time  and 
delivery  within  thirty  minutes  of  the  last  dose 
can  cause  depression  severe  enough  to  require 
resuscitation.  It  was  concluded  that  the  drug 
is  not  a satisfactory  analgesic  in  labor. 


Wives'  childbearing  age  arise 
linked  to  birth  rate  decline 

Findings  from  a national  fertility  study,  con- 
ducted by  N.  B.  Ryder,  M.D.,  and  C.B.  Westoff, 
M.D.,  indicate  that  a primary  reason  for  the 
25  per  cent  decline  in  the  national  birth  rate  over 
the  last  decade  is  an  increase  in  the  average  age 
of  wives  at  child  bearing. 

Most  of  the  increase  in  childbearing  age  ap- 
pears to  be  taking  place  because  of  later  mar- 
riages. The  baby  “boom”  of  the  1950’s  is  be- 
cause during  that  time  there  was  a trend  toward 
progressively  earlier  marriage  age,  and  a con- 
sequent earlier  age  of  the  mother  at  child  bear- 
ing. The  trend  has  now  swung  the  other  way  to 
later  child  bearing  largely  as  a result  of  later 
marriages.  Thus,  temporarily  at  least,  a lower- 
ing of  the  national  birth  rate  has  occurred. 

However,  there  is  still  no  firm  evidence  to 
suggest  that  the  average  American  family  size 
will  ultimately  be  smaller.  This  lack  of  evi- 
dence for  any  parallel  decline  in  expected  family 
size  is  based  on  interviews  with  the  5,600  wives 
who  participated  in  the  1965  survey.  The  tech- 
nic used  to  estimate  final  family  size,  direct 
questioning  of  wives  and  husbands,  is  not  in- 
fallible. Forecasts  made  in  1955  using  this  tech- 
nic proved  too  low,  and  similar  predictions  made 
in  1960  proved  too  high  for  the  short  run  and  too 
long  over  the  long  run. 
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FLU-  GR  AAl 

r 

DON'T  BE 

LULLED 

BY  RELATIVE  LACK  OF  FLU  LAST  WINTER. 

THIS 

WINTER  BE  PREPARED:  WHEN  THE  COMPLAINTS  ARE  COUGH  AND 

CONGESTION,  YOU  CAN  RELIEVE  THESE  SYMPTOMS  WITH  TUSSAGESIC 
TABLETS.  ONE  TIMED-RELEASE  TABLET  AT  MORNING,  MIDAFTERNOON 
AND  BEDTIME  BRINGS  UP  TO  24  HOURS'  RELIEF  FROM  TROUBLESOME 
COUGH  AND  STUFFED  AND  RUNNY  NOSE.  TUSSAGESIC  IS  THE  FAMOUS 
TRIAMINIC  FORMULA,  PLUS  THREE  OTHER  PROVED  CONSTITUENTS. 
MAKES  PATIENTS  MORE  COMFORTABLE.  FAST.  ASK  YOUR  DORSEY 
REPRESENTATIVE  FOR  SUPPLY  OF  STARTER  SAMPLES,  OR  IF  FLU  IS 
ALREADY  EPIDEMIC,  PHONE  COLLECT.  SEE  BELOW. 


each 

Tussagesic 

timed-release  tablet  contains: 

Triaminic* 50  mg. 

(phenylpropanolamine  hydrochloride  25  mg.,  pheniramine 
maleate  12.5  mg.,  pyrilamine  maleate  12.5  mg.) 

Dextromethorphan  hydrobromide 30  mg. 

Terpin  hydrate  180  mg. 

Acetaminophen 325  mg. 

Dosage:  Adults— 1 tablet,  swallowed  whole  to  preserve  timed- 
release  feature,  in  morning,  midafternoon  and  at  bedtime.  Side 
effects:  Occasional  drowsiness,  blurred  vision,  cardiac  palpita- 
tions, flushing,  dizziness,  nervousness  or  gastrointestinal  up- 
sets. Precautions:  The  patient  should  be  advised  not  to  drive  a 
car  or  operate  dangerous  machinery  if  drowsiness  occurs.  Use 
with  caution  in  patients  with  hypertension,  heart  disease,  dia- 
betes or  thyrotoxicosis. 

DORSEY  LABORATORIES 

a division  of  the  Wander  Company 

Lincoln,  Nebraska  68501 


I 

clip  and  file  under  “flu" 

For  relief  of  "flu-like”  symptoms 
Tussagesic  timed-release  tablets 

PHONE  COLLECT 

For  emergency  starter  samples 
to  Keith  Sehnert,  M.D. 

Medical  Director 
(402)  434-6311 

Fast  delivery  by  your  Dorsey 
Representative 
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DID  YOU  EVER  GET  A “THANK  YOU” 
NOTE  FROM  A SPECIAL- DIET  PATIENT? 


Abbott  Laboratories 2799,  2800,  2801,  2802 


James  M.  Arnold 2897 


Breon  Laboratories 2nd  cover,  2795 


Burroughs  Wellcome  & Company,  Inc. 


2808 


Delite  Foods,  Inc 2789 


Dorsey  Laboratories 2791,  2811 


Geigy  Pharmaceuticals 2804-2805 


Grocery  Store  Products 2812 


Group  Health  Insurance 2784 


It  can  happen.  Send  for  our  free  booklet  and 
see  the  remarkable  things  that  can  be  done 
with  a diet  that  is  built  on  Cream  of  RICE. 

It's  called  “How  To  Make  A Special  Diet 
Taste  Extra  Special!"  You'll  find  delicious  rec- 
ipes for  bland,  wheat-free,  milk-free,  egg-free 
and  low-salt  diets. 

A recent  research  study  compared  the  break- 
down of  Cream  of  RICE  with  oat,  wheat,  corn 
and  barley  cereals  and  concluded  thatCream  of 
RICE  was  easiest  to  digest. 

Cream  of  RICE  is  fortified  with  Vitamin  B , 
Riboflavin,  Niacin  and  Iron.  And  it’s  low  in  res- 
idue and  fat.  The  patient  gets  dietary  protec- 
tion, flavor  satisfaction  and  good  nutrition.  And 
you  may  actually  get  a "Thank  you." 
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ADVERTISED 

Deaders 

(ream  OF 

^RICE 

IN 

IV  Digest 

1 5 i'j  million  j amities 
(26  million  worldwide) 
buy  each  issue. 

CREAM  OF  RICE,  BoxNWU7,  Westchester,  Pa. 

19380 

Please  send (state  number  desired)  free  copies 

of  "HowTo  Make  A Special  Diet  Taste  Extra  Special!"  to 

Name 

Address 

City 

State Zip  Code 


Holbrook  Manor,  Inc 2899 

Lakeside  Laboratories 2783,  2815 


Lederle  Labs.,  Div.  Amer.  Cyanamid  Co 

2793,  2794,  4th  cover 

Eli  Lilly  & Company 2806,  2807,  2808,  2816 

Miles  Laboratories,  Inc 2785 

N.V.  & Brooklyn  Regional  Committee  on  Trauma.  . 2896 


Parke,  Davis  & Company 3rd  cover 

A.  H.  Robins  Company 2797 

St.  Barnabas  Hospital 2902 

G.  D.  Searle  & Company 2821 

Standard  Pharmaceutical  Company,  Inc 2899 

S.  J.  Tutag  & Company 2813 

Winthrop  Laboratories 2787 
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Abstracts  in 

Interlingua 

— 

1 Freedman,  H.,  Tafeen,  C.  H.,  e Harris,  H.: 

“Win  20,228”  per  via  parenteral  como  anal- 
gesico  in  labores  de  parturition  ( anglese ),  New 
York  State  J.  Med.  67:  2849  (1  de  novembre) 
1967. 

Un  gruppo  de  100  consecutive  feminas  in 
labores  de  parturition  esseva  studiate  pro 
evalutar  le  efficacia  de  “Win  20,228”  como 
analgesico  de  administration  subcutanee  in 

I labores  de  parturition.  Esseva  notate  nulle 
effecto  super  le  progresso  del  labores.  Dece- 
duo  del  infantes  meritava  un  valuta tion  Apgar 
6 o minus.  Le  serie  includeva  nulle  morte- 
nato.  Le  alleviamento  del  dolores  esseva 
debile  in  78,  adequate  in  19,  e bon  in  3 casos. 
Illo  esseva  reguardate  como  excellente  in  nulle 
caso.  Repetite  doses  del  pharmaco  administrate 
intra  un  breve  periodo  de  tempore  e parturition 
intra  trenta  minutas  post  le  ultime  dose  pote 
causar  un  depression  sufficientemente  grave 
pro  requirer  resuscitation.  Es  concludite  que 
le  pharmaco  non  es  satisfacente  como  analgesico 
in  labores. 


Poison  prevention  program 


The  State  of  New  York  Department  of 
Health’s  support  for  a state- wide  poison  preven- 
tion program  is  being  conducted  by  the  New 
York  State  Federation  of  Home  Bureaus  in 
i Syracuse,  New  York.  It  was  stated  in  the  pro- 
ceedings that  on  the  market  today,  there  are 
more  than  250,000  toxic  or  potentially  toxic 
i products.  The  biggest  task  now  is  educating 
people  in  these  dangers,  for  most  of  these  are 
common,  everyday  products,  found  in  almost 
i every  home.  In  the  nation’s  poisonings,  90  per 
cent  occur  to  children  five  years  or  under,  and 
thus  adult  education  takes  on  an  especially 
meaningful  aspect. 

The  Home  Bureau  Federation’s  campaign  will 
be  conducted  primarily  on  the  local  level  with 
community  and  neighborhood  educational  ef- 
forts, it  was  announced.  A network  of  poison 
control  centers  around  the  State  has  been  estab- 
lished, providing  immediate  information  for 
physicians. 


In  Obesity, 

anorectic  action 
with  fewer  unwanted 
side  effects 


CYDRIL® 

(levamfetamine  succinate  TUTAG) 


? Cydrilat2p.m. 

# Appetite  control  at  6 
1 Sleep  at  10 

Action  and  Uses:  Cydri!  (levamfetamine  succinate)  is  a chemo- 
piiarmaceutica!  approach  to  aid  the  obstinately  obese.  Cydnl  (levam- 
ietamme  succinate)  provides  the  appetite  depressant  action  of  amphet- 
amines but  exhibits  fewer  unwanted  side  reactions. 

Dosage:  Adults  and  'teenagers',  one  (U  Cydril  (levamfetamine  suc- 
cinate) Granucap*  daily. 

Side  Effects:  Occasionally  cardiovascular  and  gastrointestinal  reactions 
may  produce  dry  mouth,  metallic  taste,  anorexia,  nausea,  diarrhea, 
headache,  chilliness.. pallor  or  flushing,  sweating,  diuresis,  and 
arrhythmias 

Contraindications:  Cydril  (levamfetamine  succinate)  should  not  be 
used  in  the  presence  of  severe  hypertension,  angina  pectoris,  hyper- 
thyroidism, and  Raynaud's  disease. 

"Granucap  is  the  Tutag  brand  of  sustained  release  capsule  manu- 
factured to  release  the  contents  over  a period  of  approximately  6 to 
10  hours. 

Caution:  Federal  law  prohibits  dispensing  without  prescription. 

Full  product  information  available  on  request  or  see  page  1122  in 
your  1967  PDR. 


For  more  about  CYDRIL  and 
the  Cydril  Family  of  Products 
ask  the  Man  from  Tutag  (or 
your  colleagues) 
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ANNUAL 

CONVENTION 


Medical  Society  of  the  State  of  New  York 


FEBRUARY  11  through  15,  1968 

The  Americana,  New  York  City 


Scientific  Program 

Any  State  Society  member  who  wishes  to  present  a paper 
before  a scientific  section  or  a general  session  is  requested 
to  write  to  Bernard  J.  Pisani,  M.D.,  Chairman  of  Scientific 
Program  Committee  at  the  address  given  below. 

A short  abstract  of  the  proposed  presentation  should  ac- 
company the  letter. 


Scientific  Exhibits 


Requests  for  scientific  exhibit  space  should  be  addressed 
to  Albert  H.  Douglas,  M.D.,  Chairman,  Scientific  Exhibits 
Subcommittee  of  Convention  Committee,  at  the  address 
given  below. 


Scientific  Motion  Pictures 


Requests  to  present  a motion  picture  in  the  motion  picture 
theatre  at  the  convention  should  be  addressed  to  Kenneth 
B.  Olson,  M.D.,  Chairman,  Motion  Picture  Subcommittee, 
at  the  address  given  below. 

Address  all  communications  to  the  chairman 
Medical  Society  of  the  State  of  New  York 
750  Third  Avenue 
New  York,  New  York  10017 
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CANTIL 

(mepenzolate  bromide) 


LAKESIDE 


Diarrhea,  one  of  the  most  vexing  symptoms 
of  common  G.  I.  disorders  can  often  be 
curbed  with  Cantil  (mepenzolate  bromide), 
bringing  welcome  relief  to  the  harassed 
patient.  Relatively  specific  for  the  hyper- 
active colon,  it  helps  reduce  diarrhea,  pain 
and  spasm  with  minimal  effect  on  other 
viscera.  Cantil  (mepenzolate  bromide)  is 
indicated  whenever  these  symptoms  are 
associated  with  irritable  colon,  gastroenter- 
itis, diverticulitis,  and  mild  to  moderate 
ulcerative  colitis. 

It  is  an  anticholinergic  drug  without  narcotic 
properties.  Side  effects  are  usually  mild. 


IN  brief!  One  or  two  tablets  three  times  a day  and 
one  or  two  at  bedtime  usually  provide  prompt  relief. 
Cantil  with  Phenobarbital  may  be  prescribed  if  seda- 
tion is  required. 

Dryness  of  the  mouth,  blurring  of  vision,  constipation, 
nausea,  vomiting,  bloating  and  dizziness  may  occur 
but  are  usually  mild  and  transitory.  Urinary  retention 
is  rare.  Caution  should  be  observed  in  prostatic  hyper- 
trophy—withhold  in  glaucoma.  Contraindicated  in  pa- 
tients sensitive  to  phenobarbital  and/or  Cantil  (me- 
penzolate bromide);  in  toxic  megacolon,  obstruction 
of  G.  I.  or  G.  U.  tract. 

SUPPLIED;  CANTIL  (mepenzolate  bromide)  — 25  mg. 
per  scored  tablet.  Bottles  of  100  and  250.  CANTIL  with 
PHENOBARBITAL  — containing  in  each  scored  tablet 
16  mg.  phenobarbital  (warning;  may  be  habit  form- 
ing) and  25  mg.  mepenzolate  bromide.  Bottles  of  100 
and  250. 


LAKESIDE  LABORATORIES,  INC.,  Milwaukee,  Wisconsin  53201 
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Copyright.  Material  that  is  published  in 
the  New  York  State  Journal  of  Medicine 
is  protected  by  copyright  and  may  not  be  re- 
produced without  the  written  permission  of 
both  the  author  and  the  Journal. 

Manuscripts.  Manuscripts  will  be  accepted 
for  consideration  with  the  understanding  that 
they  are  original,  have  never  before  been  pub- 
lished, and  are  contributed  solely  to  the  New 
York  State  Journal  of  Medicine.  Address 
manuscripts  to  Editor,  New  York  State  Journal 
of  Medicine,  750  Third  Avenue,  New  York, 
New  York  10017. 

Rejected  manuscripts  are  returned  by  regular 
mail.  Accepted  manuscripts  become  the  prop- 
erty of  the  Journal  and  are  not  returned.  The 
Journal  is  not  responsible  for  loss  of  manu- 
scripts through  circumstances  that  are  beyond 
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Specifications:  Manuscripts  must  be  original 
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tions, complete  addresses,  and  any  institutional 
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consecutively.  Uncommon  and  parochial  or 
esoteric  abbreviations  if  used  must  be  explained 
and  the  generic  as  well  as  the  trade  names  of 
pharmaceutical  products  given.  Italics  are 
rarely  used. 

Tables:  Each  table  should  be  typed  on  a 

separate  sheet  of  paper,  be  numbered  consecu- 
tively, have  a brief  descriptive  title,  and  its 
position  in  text  indicated.  Take  care  that 
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Editorials 


Empire  State  Foundation  cooperates  in  postgraduate  courses 
for  Medicaid  participation 


At  the  February,  1967,  session  of  the 
House  of  Delegates  of  the  Medical  Society 
of  the  State  of  New  York,  the  Empire 
State  Medical,  Scientific  and  Educational 
Foundation  was  encouraged  to  expand 
its  postgraduate  medical  education  projects 
for  general  practitioners  and  specialists. 
At  about  the  same  time  the  Medicaid  law 
became  operational  in  this  State.  The 
law  made  the  New  York  State  Department 
of  Health  responsible  for  establishing  and 
maintaining  standards  for  all  noninstitu- 
tional  medical  care  and  services — the  ob- 
jective being  the  highest  quality  of  medical 
care  and  services  by  the  professional 
groups  in  the  health  field.  The  indicator 
finally  settled  on  for  qualification  to  partici- 
pate in  Medicaid  for  all  professional 
groups  was  the  amount  of  continuing 
education  in  which  the  professional  person 
participated.  In  the  case  of  physicians,  it 
was  determined  that  the  “maintaining 
standards”  provision  of  the  law  would  be 
adequately  implemented  if  recognized 
specialists  and/or  active  members  of  the 
staffs  of  accredited  hospitals  were  auto- 
matically qualified  to  participate  in 
Medicaid.  In  addition,  members  of  the 
American  Academy  of  General  Practice 
in  good  standing  in  that  organization, 
would  qualify  if  their  continuing  education 
requirements  were  up  to  date. 

It  is  known  that  there  are  several  thou- 
sand licensed  physicians  in  New  York 
State  who  have  neither  appointments  to 
the  active  staff  of  an  accredited  hospital 
nor  are  they  members  of  the  American 


Academy  of  General  Practice.  These  phy- 
sicians have  until  March  1,  1968,  to  qualify 
by  enrolling  in  the  medical  educational 
program;  and  to  continue  to  be  qualified, 
they  must  complete  a total  of  150  hours  of 
continuing  education  every  three-year 
period.  At  least  50  hours  must  be  from 
Category  I courses.  The  remaining  hours 
may  be  from  Category  II  meetings. 

It  is  indeed  fortunate  that  there  exists 
an  Empire  State  Medical,  Scientific  and 
Educational  Foundation,  the  directors  of 
which  are  largely  past  presidents  of  our 
State  Society.  Fortunate,  too,  is  the  fact 
that  What  Goes  On,  published  monthly,  is 
now  firmly  established. 

The  State  Department  of  Health  has  a 
contract  with  the  Foundation  to  determine 
which  physicians  need  continuing  education 
to  qualify  and,  through  the  publication 
What  Goes  On,  to  designate  which  courses 
carry  a Category  I rating  and  which  of  the 
scheduled  meetings  qualify  for  credit  hours 
for  Category  II.  The  courses  and  academic 
sessions  for  which  credit  will  be  given  will 
be  determined  jointly  by  the  Foundation 
and  the  Office  of  Professional  Education 
of  the  State  Health  Department. 

Beginning  with  the  November  issue  of 
What  Goes  On,  category  ratings  will  be 
marked  either  MI  or  Mil.  Knowledge  of 
these  category  ratings  are  important  to 
members  of  the  American  Academy  of 
General  Practice  who  need  certain  hours 
of  credit  in  Category  I courses  in  order  to 
remain  in  good  standing  in  that  organiza- 
tion. 
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Professional  courtesy 

The  custom  of  professional  courtesy 
embodies  the  ancient  tradition  of  frater- 
nalism  among  physicians  in  the  art  which 
they  share  and  their  mutual  concern  to 
apply  their  learning  for  the  benefit  of  one 
another  as  well  as  their  patients.  We 
affirm  and  endorse  the  principle  of  pro- 
fessional courtesy  enunciated  by  the  Judicial 
Council  of  the  American  Medical  Associa- 
tion as  a noble  tradition  that  is  adaptable 
to  the  changing  scene  of  medical  practice. 

Professional  courtesy  is  not  a rule  of 
conduct  that  is  to  be  enforced  under  threat 
of  penalty  of  any  kind.  It  is  the  in- 
dividual responsibility  of  the  physician  to 
determine  for  himself  and  within  his  own 
conscience  to  whom  and  the  extent  to  which 
he  shall  allow  a discount  from  his  usual  and 
customary  fees  for  the  professional  serv- 
ices he  renders,  and  to  whom  he  shall 
render  such  services  without  charge  as  pro- 
fessional courtesy. 

The  following  guidelines  are  offered  as 
suggestions  to  aid  physicians  in  resolving 
questions  related  to  professional  courtesy. 

1.  Where  professional  courtesy  is 
offered  by  a physician  but  the  recipient  of 

Factoring  of  accounts  receivable 

The  state  of  economic  turbulence  pro- 
duced in  the  practice  of  medicine  due  to  re- 
cent legislation  in  the  health  field  has 
spawned  unhealthy  efforts  by  outside 
interests  to  infiltrate  the  normal  processes 
of  billing  and  collecting  for  medical  serv- 
ices. Commercial  organizations  have  of- 
fered to  take  over  physicians’  accounts 
receivable  for  a discount. 

These  are  not  bad  debts  of  the  kind 
handled  by  the  usual  collection  agencies. 
They  are  good  debts  which  for  one  reason  or 


services  insists  upon  payment,  the  phy- 
sician need  not  be  embarrassed  to  accept  a 
fee  for  his  services. 

2.  Professional  courtesy  is  a tradition 
that  applies  solely  to  the  relationship  that 
exists  among  physicians.  If  a physician 
or  his  dependents  have  insurance  providing 
benefits  for  medical  or  surgical  care,  a 
physician  who  renders  such  service  may 
accept  the  insurance  benefits  without 
violating  the  traditional  ethical  practice  of 
physicians  caring  for  the  medical  needs  of 
colleagues  and  their  dependents  without 
charge. 

3.  In  the  situation  where  a physician  is 
called  on  to  render  services  to  other  phy- 
sicians or  their  immediate  families  with 
such  frequency  as  to  involve  a significant 
proportion  of  his  professional  time,  or  in 
cases  of  long-term  extended  treatment, 
fees  may  be  charged  on  an  adjusted  basis  so 
as  not  to  impose  an  unreasonable  burden 
on  the  physician  rendering  services. 

4.  Professional  courtesy  should  always 
be  extended  without  qualification  to  the 
physician  in  financial  hardship,  and  to 
members  of  his  immediate  family  who  are 
dependent  on  him. 


disapproved 

another,  are  slow  or  cumbersome  in  pay- 
ment. There  is  no  reason  to  interpose  a 
parasitic  third  party  here. 

At  its  meeting  on  June  8, 1967,  the  Coun- 
cil approved  the  following  statement  pro- 
posed by  its  Committee  on  Ethics: 

Resolved,  That  the  Council  of  the 
Medical  Society  of  the  State  of  New  York 
disapprove  the  assignment  of  medical 
accounts  receivable  or  the  selling  of 
medical  accounts  receivable  for  a dis- 
count to  any  organization. 
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New 

21-day 

regimen 

Ovulen-27 

Each  tablet  contains  ethynodiol  diacetate  1 mg.,  mestranol  0.1  mg. 

three  weeks  on*.*one  week  off 

A simplified,  more  convenient  oral  contraceptive  regimen... 

The  fixed  28-day  cycle  for  Ovulen-21  establishes  a routine  schedule  for  tablet-taking 
which  is  independent  of  the  withdrawal  flow.  Once  the  patient  has  established  her  starting  day, 
she  will  begin  each  tablet  cycle  on  the  same  day  of  the  week. The  importance  of  "day  5” 
becomes  a thing  of  the  past.  Instruction  is  simplified  and  instruction  time  is  minimized.  A new 
feature... complete  patient  instructions  are  included  with  each  refillable  Ovulen-21 
Compack®  tablet  dispenser.  This  easier-to-follow  regimen  provides  greater  convenience  and 
reduces  the  chance  of  patient  error. 

The  same  Ovulen  in  the  same  low  dosage...  with  the  same  low  incidence  of  side  effects  and  the  same 
high  degree  of  protection  against  pregnancy. 


Note:  Ovulen  remains  available  in  the  familiar  round  Com- 
pack for  those  women  who  may  wish  to  continue  to  use  the 
20-day  schedule.  Be  sure  to  specify  Ovulen-21  to  assure  each 
new  patient  of  the  advantages  of  the  new  Three  Weeks  On- 
One  Week  Off  schedule.  She  might  appreciate  your  budget- 
minded  authorization  for  a six-month  supply  (five  Refills). 

Indication— For  oral  contraception. 

Contraindications— Thrombophlebitis  or  a history  of 
thrombophlebitis  or  pulmonary  embolism,  liver  dysfunction 
or  disease,  known  or  suspected  carcinoma  of  the  breasts  or 
genital  organs  and  undiagnosed  vaginal  bleeding. 

Warnings— Discontinue  medication  pending  examination 
if  sudden  partial  or  complete  loss  of  vision,  or  sudden  onset 
of  proptosis,  diplopia  or  migraine  occurs.  Discontinue  if 
papilledema  or  retinal  vascular  lesions  occur.  Since  the  safety 
of  Ovulen  in  pregnancy  has  not  been  established,  rule  out 
pregnancy  before  a patient  who  has  missed  two  consecutive 
menstrual  periods  continues  the  tablets.  Consider  the  possi- 
bility of  pregnancy  at  first  missed  withdrawal  flow  if  recom- 
mended schedule  has  not  been  followed.  The  active  ingre- 
dients in  oral  contraceptives  have  been  identified  in  the  milk 
of  mothers  receiving  these  drugs.  The  significance  of  this  to 
the  infant  has  not  been  determined. 

Precautions— The  pretreatment  physical  examination 
should  specifically  include  the  breasts,  pelvic  organs  and  a 
Papanicolaou  smear.  Endocrine  and  possibly  liver  function 
tests  may  be  affected  by  Ovulen.  It  is  recommended  that  such 
tests  be  repeated  two  months  after  stopping  the  medication 
if  their  results  were  abnormal  in  a woman  taking  Ovulen. 
Pre-existing  fibroids  may  enlarge  under  the  influence  of  estro- 
gen-progestin preparations.  Because  Ovulen  may  cause  some 
degree  of  fluid  retention,  patients  with  epilepsy,  migraine, 
asthma,  cardiac  or  renal  dysfunction,  which  might  be  influ- 
enced, require  careful  observation. 

Ovulen  should  be  used  with  caution  in  patients  with  a his- 
tory of  cerebral  vascular  accident,  although  a cause  and 
effect  relationship  has  not  been  established.  If  breakthrough 
bleeding  occurs  adequate  diagnostic  measures  are  indicated 
in  women  with  undiagnosed  vaginal  bleeding.  Observe  care- 
fully patients  with  a history  of  psychic  depression  and  dis- 
(ontinuc  the  medication  if  depression  recurs  to  a serious 
degree.  Any  possible  influence  of  prolonged  Ovulen  adminis- 
tration on  pituitary,  ovarian,  adrenal,  hepatic  or  uterine 
function  awaits  further  study.  Observe  diabetic  patients  care- 
fully during  Ovulen  use  since  a decrease  in  glucose  tolerance 
has  occurred  in  a few  such  patients.  Physicians  should  be  alert 
to  the  earliest  manifestations  of  thrombophlebitis  and  pul- 
monary embolism  since  such  conditions  occasionally  occur  in 
patients  taking  oral  contraceptives,  although  a cause  and 
effect  relationship  has  not  been  demonstrated.  Use  Ovulen 


judiciously  in  young  patients  in  whom  bone  growth  is  not 
complete  because  of  the  effects  of  estrogens  on  epiphyseal 
closure.  Age  is  no  absolute  limiting  factor,  although  Ovulen 
use  may  mask  the  onset  of  the  climacteric.  Pathologists  should 
be  advised  of  Ovulen  administration  when  relevant  specimens 
are  submitted. 

Side  Effects— The  following  adverse  reactions  have  been 
observed  in  varying  incidence  in  patients  taking  oral  contra- 
ceptives: nausea,  vomiting,  gastrointestinal  symptoms,  break- 
through bleeding,  spotting,  change  in  menstrual  flow,  amen- 
orrhea, edema,  chloasma,  breast  changes  (tenderness,  enlarge- 
ment, secretion),  loss  of  scalp  hair,  change  in  weight  (increase 
or  decrease),  changes  in  cervical  erosions  and  secretions,  sup- 
pression of  lactation  when  used  immediately  post  partum, 
cholestatic  jaundice,  erythema  multiforme,  erythema  nodo- 
sum, hemorrhagic  eruption,  migraine,  rash  (allergic),  itching, 
rise  in  blood  pressure  in  susceptible  individuals  and  mental 
depression.  Thrombophlebitis,  pulmonary  embolism  and 
neuro-ocular  lesions  have  occurred  in  users  of  oral  contracep- 
tives, although  a cause  and  effect  relationship  has  not  been 
established. 

The  following  laboratory  results  may  be  altered  by  oral 
contraceptives:  Bromsulphalein®  and  other  hepatic  function 
tests— increased;  coagulation  tests,  including  prothrombin. 
Factors  VII,  VIII,  IX.  and  X— increased;  thyroid  function- 
increase  in  protein-bound  iodine  and  butanol  extractable 
protein-bound  iodine  and  a decrease  in  T:i  values;  metyra- 
pone  test  and  pregnanediol  determinations. 

Dosage  and  Administration— One  tablet  of  Ovulen-21  daily 
for  21  consecutive  days  beginning  five  days  after  the  onset  of  a 
menstrual  flow  (the  first  day  of  menstruation  is  counted  as 
day  1),  then  discontinue  for  one  week.  Begin  subsequent 
21  -day  courses  on  the  eighth  day  after  the  last  tablet  was 
taken  in  the  preceding  cycle.  Continue  this  three  weeks  on- 
one  week  off  schedule  whether  or  not  withdrawal  flow  has 
begun,  flow  has  ceased  or  the  patient  has  experienced  spotting 
or  breakthrough  bleeding. 

If  one  tablet  is  missed  take  it  as  soon  as  remembered;  take 
the  next  tablet  at  the  usual  time.  If  two  consecutive  tablets  are 
missed  double  dosage  for  the  next  two  days;  then  resume  the 
regular  schedule.  If  three  tablets  are  missed  start  a new  tablet 
cycle  on  the  eighth  day  after  the  last  tablet  was  taken.  Possi- 
bility of  ovulation  increases  with  each  successive  tablet  missed. 
Postpartum  administration:  Non-nursing  mothers  may  begin 
Ovulen  immediately  after  delivery.  Nursing  mothers  may 
begin  after  lactation  is  well  established. 

Before  prescribing  see  Detailed  Product  Information. 

G.  D.  Searle  & Co. 

P.  O.  Box  5110 
Chicago,  Illinois  60680 
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AMA  21ST  CLINICAL  CONVENTION  • ASTROHALL  • HOUSTON,  TEXAS 

Plan  to  attend  this  year's  AMA  Clinical  Convention  in  Houston,  Texas. 

Eighteen  scientific  sessions,  four  postgraduate  courses,  breakfast 
roundtable  discussions,  color  television,  and  scientific  and  industrial 
exhibits  will  bring  you  up  to  date  on  the  latest  medical  advances. 

Attend  lectures  by,  and  discussions  with,  our  nation's  outstanding 
medical  authorities. 

Between  sessions,  enjoy  the  excellent  restaurants,  fine  shops,  visitors’ 
attractions,  and  mild  winter  temperatures  Houston  offers.  Mail  the 
enclosed  registration  and  room  reservation  coupons  now,  and  look 
forward  to  an  exceptional  convention  with  a holiday  plus. 

SCIENTIFIC  SESSIONS:  Cardiovascular  Disease:  Cardiovascular  Surgery; 

New  Cares:  Ophthalmology:  Geriatrics;  Arthritis;  Gastroenterology; 

Cancer;  Antibiotics;  Endocrinology:  General  Surgery;  Dermatology; 

Aerospace  Medicine:  Obstetrics  and  Gynecology;  Psychiatry;  Pediatrics; 
Genitourinary  Diseases;  and  Otolaryngology. 

POSTGRADUATE  COURSES:  Fluid  and  Electrolyte  Balance;  Oncology; 
Cardiovascular  Disease;  and  Obstetrics  and  Gynecology.  Register  for 
these  Courses  on  arrival  in  Houston  at  the  PG  Course  Registration 
booth  adjacent  to  the  General  Registration  area.  There  is  no  charge 
for  the  Courses,  but  registration  is  limited  to  200  per  Course.  The 
Courses  begin  promptly  at  9 A.M.  and  2 P.M.  No  one  will  be  seated 
after  the  Course  begins. 

BREAKFAST  ROUNDTABLE  CONFERENCES:  Management  of 
Cerebrovascular  Insufficiency;  Indications  and  Limitations  of  Uses  of 
Antibiotics:  The  Moral  and  Ethical  Aspects  of  Caring  for  the  Dying 
Patient;  Adolescence,  Age  of  Rebellion,  Related  Psychiatric  Aspects. 

COLOR  TELEVISION  . MEDICAL  MOTION  PICTURES 
. SCIENTIFIC  AND  INDUSTRIAL  EXHIBITS 
The  complete  scientific  program,  plus  forms  for  advance 
registration  and  hotel  accommodations,  will  be 
featured  in  JAMA,  October  23. 
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Educationally 
Handicapped  Child 

ALBERT  0.  ROSSI,  M.D. 

Middletown,  New  York 

Supervising  Psychiatrist,  Middletown  State  Hospital 
Consulting  Psychiatrist  and  Pediatric  Neurologist 
Board  of  Cooperative  Educational  Services 
Mid-Hudson  Regional  Supplementary 
Educational  Services 

T he  term  educational  handicap  is  used 
to  designate  children  “who  by  reason  of 
marked  learning  problems,  or  behavioral 
problems,  or  a combination  thereof,  cannot 
receive  the  reasonable  benefits  of  ordinary 
education”  and  for  whom  there  has  been  no 
other  appropriate  service.  Work  with 
these  children  has  come  into  existence  in 
response  to  growing  professional  concern 
about  the  predicament  of  thousands  of 
children  who  apparently  have  substantial 
mental  ability  but  who  present  vexing  prob- 
lems to  the  schools  and  do  not  achieve  ac- 
cording to  expectation.  Such  children  be- 
long to  a category  now  referred  to  by  the 
U.S.  Department  of  Health,  Education, 
and  Welfare  as  “minimal  brain  dysfunc- 
tion”; I have  proposed  the  term  “psycho- 
neurologic impairment.”1  It  is  estimated 
that  4 per  cent  of  our  primary  grade 
children  are  in  this  category. 

The  primary  purpose  of  this  report  is  to 
alert  readers  to  various  projects  which  are 
serving  as  training  foci  for  students  working 
toward  credentials  for  teaching  these  spe- 
cial children  under  grants  provided  by  the 
Federal  government  for  training  teachers 
of  emotionally  disturbed  children  to  use 
proper  medication.  Pharmacotherapy  in 
these  cases  is  beyond  the  exploratory  stage. 
The  manufacture,  distribution,  and  use  of 
behavior-influencing  drugs  constitutes  na- 


tional traffic  among  adults;  if  there  are 
benefits  to  be  derived  in  adulthood,  there 
can  be  no  question  that  the  benefits  can  be 
extended  to  children.2 

There  is  one  area  of  childhood  affliction 
that  is  not  yet  cared  for  to  a sufficient  ex- 
tent by  existing  schools,  services,  or  agen- 
cies. This  is  disordered  learning  and  its 
resultant  disordered  behavior.  Most  of 
these  difficulties  spring  from  conditions 
rooted  in  the  central  nervous  system  physi- 
ology; some  can  be  traced  to  grossly  un- 
favorable environments. 

Most  educationally  handicapped  children 
are  born  to  well-meaning,  intelligent  par- 
ents. In  school  they  may  appear  mentally 
retarded,  socially  inept,  incorrigible,  phys- 
ically clumsy,  and  emotionally  unrespon- 
sive. Many  of  them  are  resistant  and  un- 
manageable at  home  and  at  school.  Often 
they  are  hyperactive,  inattentive,  distract- 
ible,  and  unable  to  concentrate.  They 
cannot  conform  to  classroom  behavior 
standards  and  pose  constant  harassment  to 
the  teacher  and  to  the  school. 

In  relatively  short  time,  the  effects  of 
classroom  failure,  retardation,  ostracism, 
criticism,  and  punishment  invade  the 
child’s  self-concept.  He  senses  his  inad- 
equacies and  internalizes  the  evidences  of 
his  badness  so  thoroughly  that  no  small 
part  of  his  unlovely  behavior  is  a reflection 
of  his  unlovely  self-evaluation.  These 
children  have  been  greatly  misunderstood. 3 

Emotional  complications  are  almost  in- 
evitable in  children  with  neurologic  prob- 
lems because  the  very  fact  of  difference 
creates  emotional  reactions.  For  years  the 
professional  community  has  felt  the  ur- 
gency to  account  for  the  baffling  child — - 
why  the  defiance,  why  the  unmanageabil- 
ity? It  seemed  reasonable  that  if  medical 
examination  revealed  nothing,  the  problem 
must  lie  with  the  environment,  with  the 
family.  For  many  years  parents  were  held 
almost  exclusively  to  blame.  Many  of 
them  participated  for  years  in  psychother- 
apy and  wallowed  in  guilt.  Many  learned 
to  live  with  the  problem;  few  solved  it. 
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Then  came  the  discovery  that  many 
children  who  were  supposedly  without  or- 
ganic involvement  actually  were  handi- 
capped by  psyc.honeurologic  impairment. 
In  their  distress  and  desperation,  thousands 
of  parents  swarmed  to  the  banner  of  neuro- 
logic handicap  where  many  of  them  found 
for  the  first  time  hope,  sympathy,  and 
chemotherapeutic  possibilities.  To  some 
professional  people  who  found  no  convinc- 
ing evidence  of  organic  complication,  the 
rush  to  embrace  the  hypotheses  of  neuro- 
logic handicap  seemed  only  one  more  har- 
ried stopover  in  the  endless  search  by  par- 
ents for  an  explanation  outside  of  their  own 
inadequacies  for  their  children’s  problems. 


Medication 

In  recent  years  there  has  been  a rapid 
rise  in  the  use  of  medication  for  learning 
and  behavior  disorders.4  Although  the 
practice  has  already  well  documented  its 
usefulness  in  thousands  of  cases,  it  is  con- 
sidered by  many  still  in  an  exploratory 
stage.  Physicians  vary  in  their  prescribing 
of  medications.  Some  employ  them  fre- 
quently, reasoning  that  if  through  their  in- 
fluence the  child  can  be  controlled,  learn 
more  effectively,  and  associate  satisfacto- 
rily with  others,  then  the  prescription  is  jus- 
tified. Others  urge  that  the  side-effects 
and  ultimate  effects  of  drugs  are  too  little 
known  and  too  risky  to  advocate  at  present. 
Still  others  feel  that  altering  the  child’s 
spontaneous  behavior  by  artificial  means 
lessens  the  investment  of  parents  and  teach- 
ers in  understanding  his  problems  and  in 
seeking  adequate  disciplinary  intervention 
and  guidance. 

While  hundreds  of  brands  of  behavior- 
influencing  drugs  are  available,  their  effect 
on  the  individual  is  still  unpredictable.  A 
prescription  whose  course  may  work  mira- 
cles with  one  child  may  leave  untouched 
or  even  aggravate  the  behavior  of  another. 
At  this  point  in  time,  however,  a trial  of 
medication  is  definitely  indicated  and  in- 
escapable because  under  its  influence  many 
children  are  able  to  live  normally  who 
otherwise  could  not,  while  still  others  are 
uncontrollable  without  it. 

Experience  shows  that  as  the  child  be- 
comes more  accustomed  to  behavior  con- 
trols under  medication  and  better  able  to 


implement  some  of  his  own  impulse  con- 
trols, dosage  can  be  diminished  and  soon 
eliminated.  Many  children  tend  to  sta- 
bilize spontaneously  as  they  grow  older  and 
may  become  self-limiting  by  adulthood. 
Disordered  children  usually  grow  up  to  be 
disordered  adults,  but  with  early  diagnosis 
and  administration  of  chemotherapy  and 
sustained  assistance  during  the  formative 
years  in  grades  one  to  three,  they  may  avoid 
some  of  the  serious  attitudes  and  reactions 
that  would  cripple  functioning  as  adoles- 
cents and  adults.  Let  us  emphasize  the 
importance  of  optimal  placement  of  the  de- 
fiant child  as  early  in  his  school  life  as  pos- 
sible and  the  fact  that  there  is  no  doubt  that 
with  proper  supervision  of  their  use,  medi- 
cations can  make  it  possible  for  thousands 
of  children  who  are  encountering  difficulty 
in  regular  classrooms  to  remain  there  with 
ease  and  profit.  Until  better  means  are 
found,  we  must  weigh  the  use  of  chemicals 
against  the  risks  of  personality  deforma- 
tion, failure  in  school,  and  incomplete  ef- 
fectiveness in  adulthood.  By  medication 
alone,  many  psychoneurologically  impaired 
children  have  been  rescued  from  the  re- 
tarded environment  of  the  emotionally  dis- 
turbed class.1 

The  intelligent  nonlearner  or  slow  learner 
has  presented  an  educational  challenge 
since  schools  first  took  up  the  responsibility 
of  educating  every  child.  It  is  now  known 
that  within  this  group  of  poor  achievers  is 
an  undetermined  number  of  children  whose 
learning  failure  or  adaptive  behavior  diffi- 
culties can  be  directly  related  to  physiologic 
and  biochemical  dysfunction  in  the  central 
nervous  system.5  For  many  a perceptually 
handicapped  child,  the  wall  he  must  scale 
to  be  able  to  enjoy  the  reaches  of  knowledge 
beyond  it  is  a very  high  one.  Bit  by  bit 
and  inch  by  inch  it  can  be  done,  but  the 
work  is  arduous  and  long.  An  early  start 
in  the  primary  grades  is  the  only  insurance 
that  it  will  be  done. 

Diagnosis 

The  diagnosis  of  psychoneurologic  im- 
pairment is  made  on  the  basis  of  classroom 
behavior  (primary  grades),  neurologic  signs, 
and  psychologic  evaluation.  The  accumu- 
lated weight  of  various  signs  and  symptoms 
or  the  singular  specificity  thereof,  such  as 
hyperactivity,  reading  disability,  and  scat- 
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ter  or  discrepancy  between  verbal  and  per- 
formance scores  on  the  Wisconsin  test  guide 
us  in  making  the  diagnosis.  Environmen- 
tal and  interpersonal  determinants  play  a 
minor  background  role  in  these  children. 

Factors  of  importance  in  concluding  that 
there  is  disorganization  of  brain  function 
are  noteworthy.6  There  are  similarities  be- 
tween perceptual  defects  and  symptoms  of 
children  and  adults  with  known  brain  dam- 
age and  children  in  which  a history  of  brain 
damage  cannot  be  firmly  established,  yet 
who  have  similar  symptoms.  It  is  a fact 
that  symptoms  cluster  together  to  make 
recognizable  entities.  This  is  especially 
true  of  the  hyperkinetic  syndrome  and  spe- 
cific reading  disability,  but  is  also  true  of 
the  more  subtle  variations  that  do  not  fit 
precisely  into  these  categories.  Statistical 
studies  have  shown  a positive  correlation 
between  complications  of  pregnancy  and 
the  incidence  of  later-appearing  learning 
and  behavioral  symptoms.  One  study  in- 
dicated such  a correlation  between  the 
childhood  virus  diseases  occurring  under 
age  three  and  reading  difficulty.7  Studies 
have  shown  that  there  is  a hereditary  basis 
for  many  cases  of  dyslexia.8,9  Organicity 
as  the  primary  basis  for  these  clinical  enti- 
ties is  lent  support  by  the  high  ratio  of 
males  to  females,  4:1,  for  hyperkinesis,  dys- 
lexia, and  impulsive  acts.  This  could  be 
on  the  basis  of  recognized  normal  develop- 
mental lag  in  males  making  them  more  sus- 
ceptible to  the  disorganizing  effects  of  brain 
dysfunction  and  stresses  during  the  years 
critical  for  learning  symbol  behavior  and 
for  acquiring  self-inhibiting  patterns.  A 
most  rewarding  experience  is  the  excellent 
and  immediate  response  of  these  children 
to  proper  medication  and  educational  plan- 
ning, frequently  without  benefit  or  psycho- 
therapy. Let  us  recognize  the  ever-present 
and  often  disparaged  fact  that  innumerable 
siblings  reared  under  sufficiently  equiva- 
lent conditions  do  not  show  these  particular 
learning  and  behavior  symptoms  and  that 
countless  children  reared  under  psycho- 
pathogenic  conditions  from  the  mildest  to 
the  most  severe  do  not  develop  learning  and 
behavior  problems. 

Insofar  as  the  diagnosis  is  concerned,  all 
areas  must  be  evaluated  for  each  child  re- 
ferred. The  psychologist  or  psychiatrist 
can  no  more  elect  to  omit  one  or  more  of  his 
basic  procedures  than  the  pediatrician  can 


fail  to  listen  to  his  patient’s  heart  or  lungs. 
The  prevailing  fashion  in  child  psychiatry, 
psychology,  and  social  work  of  turning  a 
deaf  ear  to  organic  dysfunction  unless  it  is 
grossly  obvious  and  of  being  interested  in 
and  attentive  only  to  the  intrapsychic  and 
interpersonal  factors  has  placed  such  pro- 
fessional workers  in  the  position  of  poor 
acceptability  by  the  general  public  which 
we  attempt  to  serve.5 

The  school-age  child  is  confronted  by 
three  major  tasks.  These  are  mastery  of 
the  specific  skills  of  reading,  writing,  and 
arithmetic  computation  and  adaptation  to 
the  physical  and  social  environment  of 
school,  home,  and  neighborhood.  Char- 
acteristic difficulties  are  faced  by  the  per- 
ceptually handicapped  child  in  all  these 
areas,  particularly  in  school.  The  seven 
signals  of  impairment  which  should  alert  all 
teachers  are  shown  in  Figure  1. 10 

The  child  enters  a remedial  program  with 
certain  pressing  problems  of  immediate  con- 
cern brought  about  by  his  failure  to  learn 
under  the  usual  elementary  school  program. 
Stemming  from  his  academic  and  adaptive 
failures  are  strong  feelings  of  discourage- 
ment, lack  of  self-worth,  conviction  of  his 
own  stupidity,  resentment  of  others’  suc- 
cesses, and  defensiveness  about  his  own 
shortcomings. 

Approaches 

Where  do  we  begin  his  teaching,  and 
what  priority  do  we  assign  to  various  as- 
pects of  the  remedial  effort?  An  approach 
to  the  problem  is  made  along  five  lines.1,6 

Drugs  used.  First  and  imperative  is 
proper  pharmacotherapy  aimed  at  poten- 
tiating norepinephrine  in  the  central  nerv- 
ous system  by  methylphenidate  hydro- 
chloride and  at  alerting  responses  to  sensory 
stimuli  by  amitriptyline  hydrochloride. 
The  potential  dramatic  usefulness  of  these 
two  synergistic  and  potentiating  drugs  can 
be  achieved  if  the  clinician  exercises  re- 
straint and  judgment  in  very  moderate 
dosage,  understanding  that  they  need  only 
act  as  catalysts  in  the  process  of  biologic 
transmethylation.  When  the  diencephalic 
dysfunction  which  allows  the  cortex  to  be 
flooded  with  visceral  and  sensory  impulses 
is  able  to  “filter”  normally,  only  then  can 
the  aspects  of  remedial  efforts  be  ap- 
proached successfully. 
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THE  EDUCATIONALLY  HANDICAPPED  CHILD 


Disordered  behavior.  Child's  motor  behavior  may  be  overactive  for 
JL/hls  age  group.  It  Is  troublesome  to  teacher  because  it  is  activity 
without  clear  direction,  focus,  or  object,  and  Its  direction  shifts 
from  instant  to  Instant,  and  the  actions  are  described  as  irrelevant 
and  repeatedly  tangential. 

E Emotional  lability.  Conduct  Is  "dramatically  unpredictable,"  char- 
acterized by  rapid  shlftlngs  of  mood  and  affective  expression.  Tan- 
trum behavior  of  younger  age  levels  Is  common;  minor  changes  In  rou- 
tine or  demands  provoke  outbursts  of  rage,  grief  and  aggressiveness. 

S Short  attention  span.  In  perception  and  thinking  the  child's  en- 
gagement Is  fleeting  and  concern  shifts  at  random  from  one  aspect  of 
environment  to  another,  easily  distracted  by  weak  stimuli.  On  other 
occasions  the  same  child  Is  perseveratlve  and  persists  In  own  direc- 
tion of  activity  despite  efforts  by  teachers  to  effect  a change. 

Defective  work  habits.  Child's  effort  Is  markedly  varying  in  qual- 
Jv  itv:  some  tasks  are  pursued  while  others  are  unnoticed.  Direction  of 
effort  appears  unrelated  to  what  the  teacher  seeks  to  stimulate  and 
seems  to  be  determined  by  egocentric  caprice  or  negatlvlstlc  reaction 
to  instruction. 

I Impulsiveness  and  meddlesomeness.  The  child  Is  unable  to  refrain 
from  touching,  moving,  handling  objects,  especially  In  a new  environ- 
ment. Lack  of  Inhibition  may  extend  to  all  social  functioning  re- 
1^)  fleeted  In  unacceptable  sexual  displays,  unprovoked  aggressions,  and 
verbal  outbursts. 

^ Social  Incompetence.  Child  functions  at  social  level  slgnlflcant- 
J ly  below  age  and  estimated  Intelligence;  poor  motor  coordination  In 
play,  awkward,  clumsy  and  Inept.  Social  failure  produces  aggressive 
behavior,  tears,  withdrawal;  called  "queer"  by  other  children  and  they 
actively  avoid  his  company. 

r Specific  learning  disorders.  Reading  at  a competence  that  is  below 
^Jage  level,  marked  discrepancy  between  skill  in  oral  reading  and  the 

comprehension,  difficulty  in  grouping  concepts  and  mastering  arithmetic, 
incapacity  In  dealing  with  abstractions,  and  poor  transfer  of  learning 
from  one  context  to  another. — these  are  the  signals  of  impairment 
which  should  alert  all  teachers  (10). 


y "DESDISS" 

FIGURE  1.  Seven  Signals  of  impairment. 


Control  of  attention.  The  second 
aspect  is  the  control  of  attention  and  mis- 
directed activity  through  a structured  en- 
vironment. Since  all  children  regardless 
of  test  pattern  show  some  difficulty  in  main- 
taining attention  and  concentration  and 
being  easily  vulnerable  to  a variety  of  stim- 
ulations, our  next  effort  is  to  create  a 
learning  and  working  environment  in  which 
possibilities  for  distraction  are  minimized. 
The  social,  visual,  and  auditory  stimula- 
tions of  the  usual  classroom  are  eliminated 
as  much  as  possible.  In  practice  this 
means  that  few  children  occupy  a class- 
room, they  sit  well  apart  from  each  other, 
and  participate  in  only  a few,  carefully 
selected  group  activities.  The  teacher  sets 
up  clear-cut  rules  and  procedures  in  an  en- 
vironment of  definite  structure  and  order- 
liness. 

Building  competence.  The  third  as- 
pect is  building  competence  through  ad- 
justed tasks  and  presentation.  Obviously 
these  must  be  on  the  child’s  level  in  respect 
to  ability  and  interest.  They  must  also  be 
short  enough  so  that  he  can  complete  them 


before  his  short  interest  and  concentration 
span  are  exhausted.  In  addition,  the  task 
should  be  clear-cut,  definite,  easily  evalu- 
ated in  objective  terms,  and  self-correcting, 
if  possible.  The  particular  problems  of 
these  children  also  require  attention  to  the 
presentation  of  the  material  to  be  learned. 
It  is  best  to  present  one  new  skill  to  be 
learned  at  a time — the  sound  of  a letter  in 
phonics,  a letter  in  writing,  a process  in 
arithmetic — followed  with  sufficient  prac- 
tice to  attain  a reasonable  criterion  of  mas- 
tery. After  one  or  several  more  new  units 
are  mastered,  they  can  then  be  combined 
with  the  old  and  related  to  it.  Continuing 
review  should  be  planned  for.  The  usual 
school  practice  of  teaching  a given  skill  for 
a month,  then  moving  on  to  another,  as- 
suming that  the  first  will  be  retained,  is  gen- 
erally not  sufficient  for  the  perceptually 
handicapped  child. 

Improvement  of  deficiencies.  A 
fourth  major  consideration  is  planning  for 
improvement  of  his  deficiencies.  Here  the 
program  becomes  more  specific  according  to 
the  pattern  of  weakness  or  deficit  of  the  in- 
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dividual  child.  For  the  child  with  a poor 
performance  quotient  on  the  Wechsler  or 
other  evidence  on  low  subtest  scores  of  vis- 
ual perceptual  impairment,  a variety  of  vis- 
uomotor  activities  are  incorporated  in  his 
daily  program,  being  considered  as  much  a 
part  of  his  school  assignments  as  reading 
and  arithmetic.  These  activities  include 
picture  puzzles  or  construction  of  designs 
with  pegs,  different  shaped  blocks,  or  tiles. 
Exercises  at  the  chalk  board  or  with  pencil 
and  paper  are  also  used  to  develop  visual 
perceptual  abilities  and  to  lay  the  founda- 
tion for  integrated  progress  in  various 
learning  skills. 

The  child  with  the  reverse  pattern  of  low 
verbal,  high  performance  quotient  requires 
a different  type  of  program.  For  him  the 
visual  perceptual  activities  will  be  recrea- 
tional rather  than  therapeutic.  He  is  in 
need  of  lessons  that  require  listening  on 
various  levels  to  improve  the  deficit  he  dem- 
onstrates in  the  auditory  modality. 

Improvement  in  integrated  motor  be- 
havior can  be  achieved  through  definitely 
planned  activity  at  recess  and  gym  periods. 
This  is  an  area  that  lends  itself  extremely 
well  to  out-of-school  practice  with  a parent 
or  in  a recreational  program. 

Scholastic  skills.  The  fifth  major 
consideration  is  mastering  scholastic  skills. 
The  critical  need  for  the  elementary  school 
child  is  mastery  of  reading,  writing,  spel- 
ling, and  arithmetic  computational  skills 
which  rest  on  the  perceptual  bases.  It  has 
been  observed  that  the  major  learning  de- 
mands of  the  first  two  and  a half  or  three 
grades  of  the  primary  school  are  perceptual, 
integrative,  and  mnemonic  rather  than  con- 
ceptual. At  this  level  of  the  child’s  devel- 
opment and  school  experience,  his  motiva- 
tional patterns  are  usually  good  and  his  con- 
ceptual development,  if  he  is  a minimally 
handicapped  child,  is  sufficient  to  deal  with 
the  concepts  found  in  the  typical  primary 
textbooks.  It  is  in  perceiving  accurately, 
integrating  his  percepts,  and  storing  them 
for  future  use,  that  he  falters.  To  be  ef- 
fective, the  educational  program  must  be 
designed  to  take  account  of  these  deficits 
in  relation  to  specific  learning  tasks  and  to 
help  him  to  reduce  them  or  compensate  for 
them. 


Summary 

In  summary,  our  aims  at  remedial  effort 
are  (1)  pharmacotherapy,  (2)  control  of  at- 
tention and  misdirected  activity,  (3)  build- 
ing competence,  (4)  improvement  of  deficit 
functions,  and  (5)  mastering  skills. 

Our  needs  and  plans  are:  (1)  A program 
for  tfee  educationally  handicapped  children 
can  be  successful  in  a public  school  setting 
by  serving  a well-defined,  selected  popula- 
tion; (2)  a multidisciplinary  team  ap- 
proach to  diagnosis,  pharmacotherapy,  ed- 
ucational planning,  and  continued  evalua- 
tion is  essential;  (3)  psychologic  counsel- 
ing of  children,  parents,  and  teachers  is 
necessary;  (4)  children  whose  primary 
problem  is  perceptual  deficit  due  to  central 
nervous  system  dysfunction  must  be  dis- 
tinguished and  separated  from  children 
whose  primary  problem  is  emotional  dis- 
turbance; and  (5)  programs  in  special  edu- 
cation should  focus  on  the  primary  grades; 
school  administrators  must  recognize  that 
the  earlier  the  diagnosis,  the  more  reward- 
ing the  response  to  pharmacotherapy,  and 
hence,  the  more  successful  the  results  of 
remedial  effort. 

P.  O.  Box  1453 
Middletown,  New  York  10940 
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T WENTIETH  CENTURY  MAN,  Still  grappling 
with  the  aftereffect  of  industrial  revolution 
and  barely  able  to  discern  the  ultimate 
meaning  of  the  atomic  nucleus,  must  now 
lift  his  eyes  to  the  heavens,  the  very  seat  of 
the  mysteries  that  envelop  his  life  and  mark 
his  place  in  the  cosmos.  Somehow,  he 
must  assimilate  yet  another  transforming 
revolution,  this  time  in  the  dimension  that 
has  been  most  closed  to  him,  most  forbid- 
ding, most  elusive,  and  most  tantalizing  in 
its  unrevealed  promises. 

But  the  space  revolution  does  not  wait 
until  we  provide  for  the  rules  of  an  orderly 
development  in  this  field.  Neither  the 
steam  engine  nor  the  atomic  reactor  waited. 
The  earth  has  been  orbited  by  scores  of 
satellites,  several  containing  men,  and  the 
moon  has  been  reached  and  circumnavi- 
gated. Communications,  weather  fore- 
casting, navigation,  transportation,  and,  of 
course,  medicine — none  of  these  will  ever  be 
the  same  again.  The  technology  of  space 
is  already  involved  with  the  same  virus  that 
infects  life  on  earth:  the  capacity,  now  or 

Presented  at  the  160th  Annual  Meeting  of  the  Medical  So- 
ciety of  the  State  of  New  York,  New  York  City,  Section  on 
Space  Medicine,  February  17,  1966. 


in  the  future,  for  ever  more  efficient  means 
of  destroying  human  life  on  a grand  scale. 

In  the  end,  the  problem  of  outer  space  is 
a problem  of  human  values.  The  values  of 
scientific  discovery,  of  exploration  of  the 
unknown,  of  convenience,  and  of  rapidity, 
all  have  genuine  meaning  only  in  reference 
to  the  human  being  and  society. 

Yet  at  the  same  time,  there  is  a vital 
place  in  our  scheme  of  values  for  the  quest 
of  the  unknown.  The  united  efforts  this 
requires  give  promise  of  bringing  both 
better  understanding  between  men  and  na- 
tions on  earth  as  well  as  a great  understand- 
ing to  man  on  earth  of  the  marvels  of  the 
universe  that  surrounds  him.  Above  all, 
and  in  the  highest  creative  sense,  it  is  an 
opportunity  for  statesmen  to  build  their 
political  structures  in  a still  relatively  un- 
cluttered area  of  interaction  between  na- 
tions. There  is  nothing  which  guarantees 
that  man  is  capable  of  transcending  in  space 
the  conflicts  which  have  kept  his  earthly 
home  in  turmoil  and  danger.  It  is  there- 
fore left  to  us  to  do  whatever  may  be  done 
to  create  ethical  values  designed  to  catch  up 
with  the  speedy  scientific  and  technologic 
progress  in  the  field  of  outer  space  activities. 

Principles 

In  our  endeavor  to  create  principles  of 
ethical  conduct,  we  should  formulate  them 
as  far  as  possible  to  transcend  individual  na- 
tional interests  and  to  embody  the  interests 
of  the  international  community  as  a whole. 
In  the  United  Nations  forum  this  is  an  im- 
portant practical  point.  In  practice  it  may 
well  mean  that  one  has  to  broaden  the 
frame  of  reference  considerably  beyond  that 
which  has  been  appropriate  for  the  expres- 
sion of  national  interest. 

This  hope  and  expectation  of  widespread 
interest  certainly  underlies  the  activities  of 
the  United  Nations  in  the  field  of  outer 
space.  The  first  decisive  step  was  made  in 
December,  1959,  when  the  United  Nations 
set  up  a Committee  on  the  Peaceful  Uses  of 
Outer  Space  with  the  specific  mandate  “to 
study  and  report  on  the  legal  problems 
which  may  arise  from  the  exploration  and 
use  of  outer  space”  (Resolution  1472 
(XIV)). 

This  Committee,  of  which  I have  the 
honor  to  be  the  chairman,  is  composed  of  a 
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representative  group  of  28  countries  at  the 
most  varied  levels  of  development,  includ- 
ing the  two  major  space  powers.  As  the 
only  international  governmental  body  spe- 
cifically and  exclusively  concerned  with 
outer  space  matters,  the  United  Nations 
Committee  on  the  Peaceful  Uses  of  Outer 
Space,  with  its  scientific-technical  and  legal 
subcommittees,  occupies  a unique  position 
in  the  elaborate  network  of  organizations, 
governmental  and  nongovernmental,  active 
in  this  field.  It  provides  an  effective  forum 
for  consideration  of  the  complex  and  far- 
reaching  international,  economic,  regula- 
tory, legal,  and  administrative  problems 
that  must  be  resolved  in  the  exploration  of 
outer  space  and  serves  as  a focal  point  for 
international  cooperation  in  this  field.  As 
a result  of  a compromise  reached  between 
the  late  Mr.  Adlai  Stevenson  and  his 
Russian  colleague,  Mr.  Valerian  Zorin, 
decisions  of  the  Committee  are  taken  on  the 
basis  of  unanimity,  a fact  which  takes  into 
account  the  role  of  the  leading  space  powers. 

Provisions 

The  first  breakthrough  in  the  Com- 
mittee’s work  was  achieved  in  1961  in  the 
form  of  a resolution  unanimously  adopted 
by  the  General  Assembly  of  the  United 
Nations,  which  commended  to  the  nations 
of  the  world  the  principle  that  “outer  space 
and  celestial  bodies  are  free  for  exploration 
and  use  by  all  States  in  conformity  with  in- 
ternational law  and  are  not  subject  to  na- 
tional appropriation”  (Resolution  1721 
(XVI)). 

This  resolution  is  clearly  of  the  utmost 
importance  for  the  orderly  exploration  and 
use  of  outer  space  since  it  poses  the  ethical 
and  legal  principle  that  outer  space  and 
celestial  bodies  are  res  communes  omnium. 
This  means  that  the  territorial  sovereignty 
of  states  does  not  extend  into  outer  space; 
in  other  words,  outer  space  is  not  subject  to 
a legal  regimen  like  that  of  the  territorial 
sea  or  air  space. 

Exemption  from  territorial  sovereignty 
would  not,  however,  by  itself  make  outer 
space  and  celestial  bodies  res  communes 
omnium.  They  would  rather  become  res 
nullius,  free  to  be  appropriated  by  any  state 
in  accordance  with  international  law.  To 
exclude  this  contingency,  it  is  clearly  stated 


that  outer  space  and  celestial  bodies  are  not 
subject  to  national  appropriation. 

Res  communes  omnium  cannot  exist  in  a 
legal  vacuum.  The  principle  that  outer 
space  and  celestial  bodies  are  free  for  explo- 
ration and  use  by  all  states  had  therefore  to 
be  linked  to  a definite  legal  order.  The 
resolution,  therefore,  provides  that  interna- 
tional law,  including  the  Charter  of  the 
United  Nations,  applies  to  outer  space  and 
celestial  bodies. 

This  provision  does  not  mean  that  all  the 
norms  of  international  law  are  applicable, 
for  I have  already  pointed  out  that  the 
territorial  sovereignty  of  states  does  not  ex- 
tend into  outer  space,  but  it  definitely 
means  that  international  law  as  an  order 
applies  to  outer  space  and  the  celestial 
bodies,  that  these  do  not  represent  a lawless 
vacuum,  and  that  they  are  not  governed 
by  the  national  law  of  any  state.  This  ex- 
tension of  the  validity  of  the  standards  of 
international  law  to  a newly  accessible 
sphere  is  especially  important  in  connection 
with  the  Charter  of  the  United  Nations, 
since  an  act  of  aggression  against  a state 
from  outer  space  would  thus  be  covered  by 
the  sanctions  of  the  Charter  of  the  United 
Nations.  It  furthermore  means  that  all 
norms  developed  to  govern  the  regimen  of 
outer  space  and  the  celestial  bodies  form 
part  of  international  law  and  not  of  a new 
order  applicable  solely  to  outer  space.  The 
unity  between  man  and  his  activities  as  well 
as  the  link  between  the  planet  Earth  and 
the  universe  have  thus  been  fully  safe- 
guarded. 

The  next  important  step  in  the  work  of 
the  United  Nations  Committee  on  the 
Peaceful  Uses  of  Outer  Space  was  achieved 
as  a result  of  the  improved  relations  be- 
tween the  United  States  and  the  Soviet 
Union  after  the  signing  on  July  25,  1963,  of 
the  Moscow  Treaty  banning  nuclear  weap- 
ons tests  in  the  atmosphere,  in  outer  space, 
and  under  water. 

On  the  basis  of  proposals  submitted  by 
the  Committee  on  the  Peaceful  Uses  of 
Outer  Space,  the  General  Assembly  on 
December  13,  1963,  unanimously  adopted  a 
Declaration  of  Legal  Principles  governing 
the  Activities  of  States  in  the  Exploration 
and  Use  of  Outer  Space  (Resolution  1962 
(XVIII)),  and  recorded  with  satisfaction  an 
understanding  between  the  Soviet  Union 
and  the  United  States  achieved  during  the 
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Geneva  disarmament  negotiations  to  ab- 
stain from  stationing  nuclear  or  other  weap- 
ons of  mass  destruction  in  outer  space 
(Resolution  1884  (XVIII)). 

In  the  Declaration  of  Legal  Principles, 
the  General  Assembly  “solemnly  declares” 
that  the  exploration  and  use  of  outer  space 
shall  be  carried  out  “for  the  benefit  and  in- 
terest of  all  mankind”  and  that  states  shall 
have  “equal  rights”  in  exploring  and  using 
outer  space  and  the  celestial  bodies. 

To  strengthen  these  principles,  the  Decla- 
ration provides  that  states  must  conduct 
their  activities  in  outer  space  with  due  re- 
gard to  the  corresponding  interests  of  other 
states.  If  a state  has  reason  to  believe  that 
its  activities  might  interfere  with  those  of 
other  states,  it  has  to  consult  with  them  in 
advance.  Other  states  may  request  such 
consultation. 

These  provisions  are  of  a somewhat  com- 
plimentary nature  to  the  fundamental 
principle  adopted  in  1961.  The  freedom  to 
explore  and  use  outer  space  is,  as  in  any 
ordered  society,  not  of  an  unrestrained 
character.  No  state  may  prohibit  or  ex- 
clude, by  unilateral  action,  the  use  by 
others  of  outer  space  and  has  to  take  into 
account  the  legitimate  interests  of  all 
mankind. 

In  this  connection  I should  like  to  point 
out  that  not  only  the  exploration  but  also 
the  use  or,  in  other  words,  the  practical  ap- 
plication of  outer  space  research  is  to  be 
carried  out  for  the  benefit  and  in  the  inter- 
est of  all  mankind.  The  General  Assembly 
of  the  United  Nations  has  indeed  already 
singled  out  the  use  of  outer  space  in  the  field 
of  communications  and  declared  that  “com- 
munication by  means  of  satellites  should  be 
available  to  all  the  nations  of  the  world 
as  soon  as  practical  on  a global  and  non- 
discriminatory  basis”  (Resolution  1721 
(XVI)).  This  recommendation  of  a high 
ethical  standard  aims  at  the  establishment 
of  a single  world- wide  communication 
satellite  network  available  for  all  nations 
rather  than  competing  systems  between 
contending  political  blocs.  To  this  end  the 
United  Nations  General  Assembly  en- 
trusted the  International  Telecommunica- 
tion Union  “to  prepare  the  way  for  the 
establishment  of  an  effective  operational 
satellite  communication  system.” 

The  principle  that  states  shall  conduct 
their  activities  with  due  regard  to  the  corre- 


sponding interests  of  other  states  is  of  great 
importance.  The  ethical  and  legal  princi- 
ple that  outer  space  is  free  for  exploration 
and  use  by  all  states  would  be  of  little  value 
if  enjoyment  of  that  freedom  could  be  de- 
stroyed by  the  use  which  a single  state 
might  make  of  it.  This  might  occur 
through  actions  which  take  the  name  of 
“pollution”  or  “contamination.” 

In  “pollution”  and  “contamination”  the 
stakes  of  vulnerable  men  are  very  much  ap- 
parent and  urgent.  The  Moscow  Treaty 
on  the  banning  of  nuclear  weapons  tests 
was  the  most  significant  achievement  in  this 
direction  to  control  mass  scale  pollution  and 
contamination.  The  Test  Ban  Treaty,  in- 
deed, now  strengthens  the  ethical  standards 
to  be  followed  by  states  in  this  area. 

The  problem  in  outer  space  is  much  the 
same  with  respect  to  contamination,  if  less 
dramatic  and  less  generally  apprehended. 
Vehicles  and  instruments  leaving  a bac- 
teria-filled  planet  called  earth  must  be  so 
sterilized  as  to  assure  that  terrestrial  micro- 
organisms do  not  find  new  worlds  to  con- 
quer. And,  in  turn,  space  probes  landing 
on  other  celestial  bodies  must  not  return 
home  with  new  enemies  for  man  and  nature 
to  combat,  enemies  whose  unknown  power 
possibly  could  have  devastating  results, 
overcoming  a human  or  general  immunity 
unprepared  for  invasion.  These  pressing 
international  concerns  manifestly  cannot 
await,  and  have  already  been  discussed 
in  detail  by  the  Committee  on  Contamina- 
tion by  Extraterrestrial  Exploration  of  the 
International  Council  of  Scientific  Unions 
and  the  Consultative  Group  on  Poten- 
tially Harmful  Effects  of  Space  Experi- 
ments of  the  Committee  on  Space  Re- 
search. It  is  on  the  basis  of  the  recom- 
mendations of  these  scientific  bodies  that 
the  United  Nations  have  dealt  with  these 
problems  both  in  the  scientific-technical 
as  well  as  in  the  legal  subcommittee,  to 
formulate  appropriate  international  stand- 
ards and  to  elaborate  the  necessary  ethical 
principles. 

The  Declaration  of  Legal  Principles 
governing  the  Activities  of  States  in  the 
Exploration  and  Use  of  Outer  Space  con- 
fers responsibility  for  national  activities 
in  outer  space,  whether  carried  out  by 
governmental  agencies  or  by  nongovern- 
mental entities,  on  the  state  concerned 
and,  if  carried  out  by  an  international 
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organization,  on  that  organization  and 
the  states  participating  in  it.  Each  state 
is  liable  under  international  law  for  damage 
caused  on  the  territory  of  another  state 
in  the  course  of  its  space  activities. 

Astronauts  are  regarded  as  envoys  of 
mankind  in  outer  space,  and  states  are 
bound  to  render  to  them  all  possible  as- 
sistance in  the  event  of  accident,  distress, 
or  emergency  landing  on  the  territory  of 
another  state  or  on  the  high  seas  and  are 
expected  to  facilitate  their  return  to  the 
state  of  registry  as  well  as  the  return  of 
the  spacecraft. 

The  complex  matter  of  international 
liability  for  damage  caused  by  spacecrafts 
and  the  questions  connected  with  the 
assistance  and  return  of  astronauts  and 
spacecrafts  are  under  intensive  study  by 
the  legal  subcommittee  of  the  Committee 
on  the  Peaceful  Uses  of  Outer  Space,  and 
it  is  to  be  hoped  that  these  principles  will 
soon  be  incorporated  in  the  form  of  binding 
international  agreements. 

Finally,  I should  like  to  point  out  that 
the  Declaration  of  Legal  Principles  pro- 
vides that  activities  in  outer  space  shall 
be  “conducted  in  the  interest  of  maintain- 
ing international  peace  and  security.” 
This  wording  is  generally  interpreted  in  the 
sense  that  states  may  not  endanger  in- 
ternational peace  and  security  from  outer 
space. 

A clear-cut  statement  that  outer  space 
shall  be  used  exclusively  for  peaceful 
purposes  would,  of  course,  be  desirable, 
but  it  is  a matter  of  fact  that  the  competi- 
tion in  space  technology  generally,  and  in 
its  military  applications  specifically,  is 
one  of  the  aspects  of  the  cold  war  and 
cannot  be  divorced  from  the  setting.  As 
such,  it  requires  an  understanding  both  of 
the  political  factors  imposed  by  the  cold 


war  and  of  the  framework  of  military 
strategy,  which,  unless  ethical  values  are 
laid  down  to  check,  may  be  extended  into 
outer  space.  In  the  United  Nations,  the 
necessity  to  elaborate  and  adopt  such 
ethical  standards  was  specifically  recog- 
nized when  in  1963,  as  I have  already 
pointed  out,  the  General  Assembly  unani- 
mously adopted  a resolution  welcoming  a 
joint  statement  of  intention  by  the  United 
States  and  the  Soviet  Union  “not  to  station 
in  outer  space  any  objects  carrying  nuclear 
weapons  or  other  kinds  of  weapons  of  mass 
destruction.” 

Conclusion 

I would  like  to  note  that  the  dangers  to 
peace  which  exist  and  may  arise  in  the 
future  stem  from  the  threat  or  use  of  force 
in  violation  of  international  ethical  obliga- 
tions. The  standards  which  must  be  used 
in  determining  and  controlling  extensions 
of  national  power  have  not  been  altered  by 
the  new  world  which  outer  space  activities 
has  opened.  This  was  recognized  by  the 
United  Nations  General  Assembly  when  it 
declared  that  “international  law,  including 
the  Charter  of  the  United  Nations,  applies 
to  outer  space  and  celestial  bodies.” 

The  standards  of  judgment  remain  those 
set  forth  in  the  Charter  of  the  United  Na- 
tions. The  ethics  laid  down  by  the  princi- 
ples of  the  Charter  set  the  limits  of  per- 
missible state  conduct,  and  they  express  a 
fundamental  goal  of  the  organized  interna- 
tional community,  including  the  explora- 
tion of  outer  space  for  peaceful  purposes 
through  the  medium  of  international  coop- 
eration for  the  benefit  of  all  mankind. 

14  East  68th  Street 
New  York,  New  York  10021 
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A new  system  of  biomedical  monitoring, 
still  in  the  formative  stages  of  development, 
shows  promise  as  a clinical  tool.  Indica- 
tions are  that  it  will  also  be  useful  in  eval- 
uating cardiovascular  functions  under  con- 
ditions of  weightlessness  and  inactivity. 

Physically,  the  system  consists  of  a pair 
of  sensing  antennas  placed  near  the  subject, 
isolation  amplifiers,  a main  amplifier  sec- 
tion, and  recorders. 

In  theory,  the  system  utilizes  distortion 
effects  created  within  an  electromagnetic 
field.  Since,  in  this  environment  at  least, 
all  things  are  constantly  surrounded  by 
multiple  electromagnetic  fields  of  many 
frequencies  and  powers,  it  is  not  necessary 
to  generate  an  additional  controlled  field. 
Thus,  the  system  operates  in  a passive 
mode.  The  distortion  effects  are  created 
by  minute  changes  in  a volume  conductor 
surrounded  by  variable  fields.  As  long  as 
all  is  at  rest,  no  signal  is  generated.  The 
isolation  amplifiers  recognize  no  input  sig- 
nals except  those  in  the  proper  frequency 
spectrum. 

Presented  at  the  160th  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  Section  on 
Space  Medicine,  February  17,  1966. 
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Tracings  made  so  far  indicate  a unique 
wave  pattern,  which  appears  to  be  based  on 
both  obvious  factors  and  some  as  yet 
unknown.  Size,  weight,  blood  pressure, 
tissue  density,  position,  and  subsurface  all 
affect  the  configuration  of  the  wave  form. 
Full  investigations  of  the  responses  to 
pathologic  changes  have  not  been  com- 
pleted, but  it  appears  that  much  informa- 
tion may  be  contained  in  the  various  wave 
forms  elicited. 

Many  potential  uses  for  this  technic 
have  been  found,  including  long-term 
monitoring  without  skin  damage  from 
electrodes,  monitoring  a sleeping  uncon- 
scious subject,  and  monitoring  animals. 

Methods 

Many  physiologic  processes  are  char- 
acterized by  the  generation  of  dynamic, 
infinitely  variable,  and  often  transient 
phenomena  in  the  tissues  and  organs  where 
they  originate,  as  the  result  of  adjustments 
to  constantly  changing  conditions,  de- 
mands, and  stimuli.  The  purpose  of 
physiologic  recording  is  to  obtain  an  analog 
of  these  processes.  Since  it  is  seldom 
feasible  to  attach  pickup  elements  directly 
to  the  tissues  or  organs,  some  method  of 
sensing  the  reflections  and  projections  of 
the  phenomena  from  the  surface  of  the  body 
is  usually  employed.  Such  methods  nearly 
always  introduce  errors  that  distort  the 
picture  of  the  process  being  recorded. 
The  extremely  low  intensity  of  some  bio- 
logic signals  and  the  presence  of  high- 
intensity  noise  sources  often  magnify  this 
distortion.  Information  retrieval  methods 
must  be  employed,  increasing  the  com- 
plexity of  equipment  needed  to  derive 
meaningful  information. 

Despite  their  limitations,  these  technics 
have  proved  highly  useful  to  the  medical 
and  associated  professions.  As  a result 
of  the  transition  of  medicine  from  a de- 
scriptive to  an  analytical  science,  a wide 
variety  of  pickup  elements  is  available  for 
recording  phenomena  from  anatomic  sites. 

In  basic  medical  research  applications, 
physiologic  monitoring  and  recording  sys- 
tems measure  the  effects  of  carefully  con- 
trolled variables  on  the  subject.  In  aero- 
space military  applications,  by  contrast, 
functional  monitoring  is  used  to  record 
several  responses  simultaneously  during 
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FIGURE  1.  Experimental  field  distortion  monitoring  system. 


complex  environmental  stresses  during 
tactical  aerospace  missions.  There  are 
several  important  differences  between  the 
two  applications,  in  both  the  parameters 
monitored  and  in  the  technics  employed. 

In  aerospace  monitoring  and  recording, 
attachments  to  the  body  must  result  in  a 
minimum  of  discomfort  and  movement  re- 
striction. Once  applied,  they  must  main- 
tain their  operational  status  for  extended 
periods  without  deterioration  and  must 
allow  for  far  greater  subject  movement  than 
is  usual  in  clinical  investigations.  Al- 
though a great  deal  of  effort  has  been  spent 
in  reducing  the  weight  and  size  of  electrodes 
and  transducers  and  minimizing  their 
adverse  effects  over  prolonged  time  periods, 
the  situation  is  far  from  ideal. 

Methods  of  applying  even  simple  bio- 
electric pickup  electrodes  are  in  many  in- 
stances quite  traumatic,  requiring  abrasion 
and  debridement  of  the  superficial  kera- 
tinized skin  layers.  They  frequently  cause 
local  discomfort,  and  electrodes  applied  to 
the  same  location  for  several  days  may 
contribute  to  skin  reactions.  The  astro- 
naut cannot  adequately  care  for  his  skin 
should  it  become  irritated  or  infected.  Ap- 
plication of  the  electrodes  is  usually  time- 
consuming  and  messy,  even  more  so  in  the 
cramped  quarters  of  presently  planned 
space  vehicles  or  under  space  garments. 
Cellular  debris  and  the  chemicals  employed 
substantially  increase  the  contamination 
level  of  the  space  vehicle’s  atmosphere. 


Finally,  changes  in  polarization  and  general 
electrode  degradation  occur  within  a very 
few  days  to  the  point  where  the  information 
recorded  is  no  longer  useful. 

There  are  obvious  applications  also  for  a 
system  of  recording  significant  biologic 
potentials,  such  as  pulse  and  respiration, 
without  visible  or  attached  sensors.  Data 
thus  derived  could  not  be  influenced  by  the 
individual  under  test  since  he  would  be  un- 
aware that  he  was  being  monitored. 

The  need  for  physiologic  monitoring 
methods  not  requiring  direct  contact  with 
the  subject’s  skin  is  urgent.  The  un- 
desirability of  such  contact  is  obvious,  for 
example  with  severely  burned  persons  or 
premature  infants.  But  to  develop  these 
methods  demands  some  change  in  the  cur- 
rent philosophy  of  biomedical  monitoring. 
Much  of  our  present  knowledge  regarding 
cardiovascular  physiology  is  bound  up  in 
3 or  4 basic  procedures  that  we  use  rou- 
tinely. Dependence  on  these  parameters 
made  the  clinician  slow  to  accept  new  ap- 
proaches. As  a result,  even  though  the 
electronic  technology  has  proceeded  rap- 
idly, physiologic  advances  have  lagged. 

A radical  new  approach  is  needed.  With 
few  exceptions,  present  monitoring  systems 
depend  for  input  on  some  electrophysiologic 
signal  that  occurs  within  the  tissue.  Why 
not  try,  then,  to  derive  information  from 
the  organism  by  measuring  the  effects  the 
body  has  on  the  surrounding  environment? 
It  is  believed  that  a system  of  field  dis- 
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FIGURE  2.  Note  differences  in  wave  configurations.  Wave  forms  for  various  monitoring  methods,  record- 
ngs  (A),  (B),  and  (C). 


tortion  monitoring  is  capable  of  yielding 
pertinent  and  significant  physiologic  in- 
formation without  any  direct  contact  with 
the  subject. 

Comment 

Our  studies  indicate  that  field  distortion 
monitoring  as  a new  clinical  technic  is 
feasible.  Figure  1 is  a block  diagram  of  the 
system  now  being  used  for  experimentation. 
The  electrodes,  or  antennas,  are  totally 
passive  and  are  constantly  surrounded  by 
electromagnetic  fields.  These  fields  may 
come  from  alternating  current  (A.C.)  power 
sources  or  electrical  machinery;  they  may 
be  caused  by  atmospheric  charge;  or  they 
may  be  purposely  generated.  The  field 
pattern  is  distorted  when  volumetric 
changes  or  movements  take  place.  The 
antennas  sense  the  difference  in  potential 
caused  by  this  distortion,  and  the  sub- 
sequent low-frequency  shift  is  then  amplified 
by  instruments  insensitive  to  the  higher- 
frequency  fields.  The  band  pass  of  isolation 


amplifiers  presently  in  use  is  from  direct 
current  (D.C.)  to  30  cycles  per  second.  For 
controlled  generation  of  fields,  a frequency 
of  4,000  cycles  per  second  is  used. 

The  sensing  antennas  make  use  of  a 
rather  old  principle — the  Faraday  screen. 
Fine  wires  are  attached  to  the  surface  of  a 
dielectric,  where  they  appear  to  carry  off 
the  surface  charge.  The  potential  dif- 
ference between  two  antennas  is  then 
passed  into  an  isolation  amplifier  that  also 
acts  as  a low-pass  filter.  The  signal  can 
then  be  either  hardwired  or  transmitted 
to  the  next  stages,  consisting  of  conven- 
tional preamplifiers,  power  amplifiers,  and 
penwriters. 

The  size  of  the  sensing  antennas  and  their 
placement  depend  on  the  application. 
Monitoring  has  been  done  with  the  an- 
tennas in  various  locations  and  the  sub- 
ject in  various  positions.  The  subject  is 
usually  placed  between  the  antennas.  No 
effort  has  been  made  so  far  to  determine 
antenna  critical  spacing  or  size,  if  any.  It 
has  been  observed,  however,  that  if  an- 
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tennas  of  a certain  size  are  too  close  to- 
gether, the  sensitivity  of  the  system  de- 
creases. It  has  also  been  noted  that  the 
orientation  of  the  individual  within  the 
field  has  an  effect  on  the  configuration  of 
the  tracing.  Although  the  same  informa- 
tion seems  to  be  available  from  all  direc- 
tions, the  presentation  or  configuration  of 
this  information  on  the  record  is  not  the 
same.  The  left  presents  a different  picture 
from  the  right,  the  front  different  from  the 
back. 

Animals  have  been  monitored  by  means 
of  small  antennas  above  and  below  the  cage, 
with  the  animal  roaming  within  the  cage. 
It  is  even  possible  to  monitor  the  activities 
of  fish  under  water  by  placing  the  antennas 
in  the  tank.  The  sensing  antennas  appear 
to  work  equally  well  in  air,  water,  and 
vacuum,  and  through  nonmetallic  ma- 
terials. 

Conclusions 

We  have  compiled  a number  of  records 
that  show  the  considerable  variations  in 


traces  with  differences  in  the  individual 
subjects.  Samples  of  these,  which  we  call 
signature  records,  are  shown  in  Figures 
2A,  B,  and  C.  Figures  2A  and  B show 
pulse  and  respiration  rates  recorded  simul- 
taneously; Figure  2C  shows  pulse  re- 
corded alone. 

It  is  believed  that  standardization  of 
electrode  placement,  amplitude  calibration, 
driving  voltages  and  frequencies,  and  a 
number  of  other  parameters  could  result 
in  significant  quantitative  data  regarding 
the  physiologic  phenomena  being  recorded. 
It  is  not  yet  completely  understood  whether 
or  not  the  composite  signal  received  is 
of  “multiplex”  plethysmo graphic  origin,  in 
which  case  much  valuable  clinical  informa- 
tion could  be  derived. 

It  is  possible  to  derive  a signal  from  the 
region  of  the  subject’s  head.  Figure  3 
shows  a signal  indicating  11  V2  per  second 
alpha,  which  is  picked  up  from  small  an- 
tennas placed  near  the  scalp. 

A field  distortion  monitoring  technic 
would  be  quite  valuable  for  studying  man 
in  space  and  for  continuous  or  intermittent 
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recording  of  cardiac  and  respiratory  ac- 
tivity of  sleeping  subjects.  It  would  also 
be  valuable  for  monitoring  laboratory 
animals  under  experimental  conditions. 
Since  data  can  be  obtained  without  any 
restriction  of  the  animal  less  artifact  will  be 
introduced. 

Figure  2 compares  time  sequences  and 
wave  forms  for  various  monitoring  meth- 
ods. The  first  trace  is  a conventionally 
recorded  lead  I electrocardiogram.  The 
second  trace  is  a sonogram,  the  third  is  a 
field  monitor,  and  the  fourth  is  a ballisto- 
cardiogram. All  but  the  field  monitor  have 
applied  electrodes. 

Work  accomplished  so  far  indicates  that 
the  system  has  an  excellent  potential  ap- 
plication for  determining  changes  in  cardio- 
vascular status.  Discussions  with  cardio- 
vascular experts  have  pointed  up  the  pos- 
sibility that  the  wave  patterns  produced 
represent  those  of  a total  body  plethysmo- 
graph.  Current  methods  of  accomplishing 


Flying  safety  improvements 
suggested  by  AMA 


In  a move  to  improve  flying  safety,  new  proce- 
dures for  certifying  pilots’  physical  fitness  were 
recommended  recently  by  the  AMA’s  Commit- 
tee on  Aerospace  Medicine.  The  two  main 
measures  recommended  were:  (1)  All  physi- 

cians who  have  examined  or  treated  the  pilot 
must  sign  a certificate;  and  (2)  a signed  release 
is  needed,  authorizing  these  physicians  to  supply 
pertinent  information  from  medical  records  to 
the  Federal  Aviation  medical  examiner  or  other 
F.A.A.  (Federal  Aviation  Agency)  physicians 
before  certification  of  the  pilot’s  license.  Such  a 
change  would  require  no  legislation,  only  a 
change  in  F.A.A.  regulations. 

Under  present  procedures,  physicians  face 
ethical  and  legal  dilemmas.  And  despite  screen- 
ing, pilots  occasionally  slip  through  without  re- 
vealing pertinent  information  of  their  impair- 
ments which  cannot  always  be  caught  by  the 
F.A.A.  physicians.  For  instance,  habitual  al- 
coholism, severe  emotional  or  mental  states,  or 
improper  drug  usage  should  be  revealed  by  the 
personal  physician,  even  against  the  knowledge 


the  latter  are  cumbersome  and  complicated, 
whereas  this  system  is  simple,  uncom- 
plicated, and  fairly  reliable.  It  is  exceed- 
ingly sensitive  to  changes  occasioned  by 
such  things  as  the  Flack  test  (forceful 
breath  holding)  and  to  changes  in  blood 
pressure  and  individual  body  structure,  to 
name  but  a few.  Current  needs  in  cardio- 
vascular research  are  for  more  such  in- 
strumentation, more  sensitive  indication 
of  changes  in  blood  vascular  structure,  and 
new  methods  of  cardiovascular  diagnosis. 

Much  more  work  needs  to  be  done  before 
the  applications  and  the  value  of  this  tech- 
nic are  determined.  Our  present  program 
includes  the  final  definition  of  the  mech- 
anisms involved,  design  of  better  amplifiers 
using  advanced  solid-state  devices,  and 
clinical  applications  using  both  normal  and 
pathologic  subjects. 

P.O.  Box  1128 
San  Diego,  California  92112 


of  the  patient,  for  in  the  past,  conditions  such  as 
these  have  caused  83  deaths  in  airplane  crashes. 

Such  an  event  emphasizes  the  ethical  prob- 
lems of  any  physician  who  has  under  his  care  a 
patient  who  possesses  a pilot  certificate,  whether 
he  is  an  airline  pilot,  a business  pilot,  or  an  air 
traffic  controller  in  an  airport  tower.  In  these 
categories,  there  are  approximately  500,000 
pilots  in  the  United  States. 

As  suggested  by  the  AMA’s  Judicial  Council, 
this  change  in  F.A.A.  procedure  would  solve 
many  problems  by  an  entirely  ethical  method, 
placing  the  authorization  for  reporting  squarely 
on  the  license  applicant,  where  it  belongs.  It 
would  also  protect  the  reporting  physician  by 
documenting  the  applicant’s  consent  to  such  re- 
porting. The  Committee  favors  voluntary 
reporting  by  attending  physicians  where  ill- 
ness or  potentially  disabling  conditions  in  the 
pilot  constitute  a hazard  to  public  safety.  If 
the  pilot  fails  to  cooperate  in  revealing  his 
impairment,  the  personal  physician  is  the  only 
recourse  for  protection  of  the  public  and  the 
pilot  himself. 

The  physician’s  care  of  the  pilot’s  safety  and 
that  of  the  public  are  linked  and  may  require 
violation  of  confidentiality  as  the  lesser  of  the 
evils  among  the  alternatives  present  in  the  situa- 
tion. 
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T he  peyote  cult  is  a ritual  of  the  Native 
American  Church  whose  parishioners  in- 
clude American  Indians  of  many  tribes. 
Under  the  influence  of  peyote  or  mescal 
buttons,  the  participants  in  this  ritual  may 
develop  unusual  hallucinations.  These 
hallucinations  have  some  resemblance  to 
hallucinations  reported  by  patients  with 
schizophrenia,  although  there  are  signifi- 
cant differences.  Thus  psychiatrists  and 
psychologists  have  known  for  many  years 
a number  of  substances,  including  peyote, 
capable  of  producing  temporary  psychotic- 
like  states.  It  is  impossible  to  determine 
by  direct  methods  if  animals  develop  hal- 
lucinations when  treated  with  a drug. 
Peyote  and  one  of  its  alkaloids,  mescaline, 
has  therefore  been  given  to  human  beings 
by  psychologic  laboratories  to  produce  a 
model  psychosis.  Kliiver1  believes  that 
the  chief  value  of  the  drug  lies  in  its  ef- 
fectiveness as  a research  tool  in  the  solution 
of  some  fundamental  problems  of  biologic 
psychology  and  psychiatry. 

Peyote  cult 

The  use  of  peyote  was  originally  asso- 
ciated with  the  rites  of  the  pre-Columbian 


Mexican  Indians  and  more  recently  in  this 
country  with  the  American  Indian.  Peyote 
consists  of  the  hairy  buttons  on  top  of  the 
carrot-shaped  cactus,  Lophophora  william- 
sii,  which  is  grown  principally  in  Mexico 
and  along  the  Rio  Grande  River  in  Texas. 
In  this  country  peyote  in  the  form  of  these 
dried  buttons  is  used  in  the  services  of  the 
Native  American  Church  which  has  nu- 
merous members  in  many  American  Indian 
tribes.  The  ritual  differs  somewhat  with 
each  tribe  and  is  under  direction  of  the 
peyote  priest.  The  members  congregate 
in  small  groups  around  an  altar  and  ingest 
these  peyote  buttons  which  have  a disagree- 
able taste  and  are  extremely  nauseating. 
A fire  is  usually  started  and  kept  burning 
a short  distance  away.  This  setting  re- 
sults in  deep  introspection  and  autohypno- 
sis on  the  part  of  the  participant  and  is 
climaxed  by  visual  hallucinations  in  color 
which  appear  in  several  hours.  In  some 
tribes,  Christian  elements  are  added  to  the 
supernaturalism  of  the  indigenous  culture. 
This  may  include  Bible  readings.  In  the 
Osage  tribe  three  officials  are  said  to  repre- 
sent the  Trinity.  Peyotism  is  clearly  in- 
volved with  symbolism,  both  pagan  and 
Christian. 

Mescaline,  one  of  the  eight  alkaloids  of 
peyote,  reproduces  nearly  all  of  the  effects 
of  the  crude  peyote  buttons.  It  is  a close 
chemical  relative  of  amphetamine.  If  the 
structural  formula  is  written  another  way, 
it  has  an  indole-like  nucleus.  This  alkaloid 
is  given  in  200-  to  500-mg.  doses.  It  pro- 
duces visual  and  occasionally  auditory  hal- 
lucinations, illusions,  depersonalization, 
and  depressive  symptoms.  The  cerebral 
effects  of  mescaline  are  somewhat  similar 
to  those  observed  with  50  to  100  mg.  of 
LSD  (lysergic  acid  diethylamide),  a drug 
which  has  an  indole  nucleus.  An  acquired 
tolerance  for  peyote  is  developed  by  the 
peyote  priests,  but  there  appears  to  be  no 
emotional  dependence  or  significant  harm 
to  the  participants  from  this  substance.2-3 

The  leaders  of  the  Native  American 
Church  of  North  America,  disturbed  by  a 
controversy  over  their  ritual  concerned 
with  the  use  of  peyote,  invited  Dr.  J.  S. 
Slotkin,  a well-known  anthropologist,  to 
live  among  them  and  to  comment  on  his 
findings.  According  to  Slotkin,4  peyote 
helps  the  Indians  to  maintain  themselves 
in  that  larger  grouping  that  is  non-Indian. 
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The  peyote  service,  in  which  the  most  im- 
portant part  is  the  eating  of  the  mescal 
buttons,  is  accompanied  by  song,  prayer, 
and  contemplation.  According  to  Slotkin, 
the  peyote-eating  Indians  say  “The  peyote 
religion  is  the  only  thing  left  to  us.” 
“Peyote  is  always  teaching  you  something 
new.”  It  is  Slotkin’s  opinion  that  the 
peyote  religion  is  “an  Indian  defense 
against  the  consequences  of  white  domina- 
tion,” in  which,  so  to  speak,  a small,  beaten, 
but  proud  group  accommodates  itself  to  a 
larger  victorious  group  without  full  subli- 
mation of  their  own  culture.  Other  meth- 
ods were  tried  by  the  Indians:  resistance, 
submission,  and  adaptation.  Only  peyo- 
tism  has  proved  its  value  to  them.4 

I do  not  question  the  reasons  given  by 
this  distinguished  anthropologist,  Dr.  Slot- 
kin,  but  I feel  that  there  is  another  reason 
why  some  American  Indian  tribes  indulge 
in  the  peyote  ritual.  North  American 
Indians  attached  great  importance  to  vi- 
sions or  hallucinations  in  the  conduct  of 
their  daily  lives.3  Perhaps  the  auditory 
hallucinations,  where  the  Indian  heard 
voices  telling  him  how  to  handle  the  par- 
ticular problem,  were  even  more  frequent 
than  the  visual  hallucinations.  Many  of 
the  plains  Indian  tribes  taught  their 
children  how  to  experience  these  hallucina- 
tions at  an  early  age,  but  even  where  this 
instruction  was  not  practiced,  the  growing 
child  quickly  learned  the  value  of  the  vi- 
sions. The  Indians  usually  had  some 
strong  emotional  impulse  to  experience  the 
vision  such  as  serious  illness  or  death  in  the 
family,  revenge  for  real  or  fancied  insults, 
loss  of  his  property,  or  other  great  problem. 
He  would  go  into  seclusion  in  a comfortable 
wooded  spot,  he  would  fast  and  not  drink 
water  for  four  days,  and  then  he  would  beg 
the  “spirits”  to  help  him.  In  some  tribes 
this  was  accompanied  by  self-mortification, 

1 for  example,  cutting  off  a joint  of  the  left 
little  finger.  He  would  usually  receive  his 
hallucination  on  the  fourth  day.  The 
number  four  had  a magical  connotation  for 
the  Indians  of  the  plains.3 

The  hallucination  was  usually  in  con- 
formity with  the  visionary  patterns  of  the 
tribe.  Naturally,  anything  that  the  Indian 
heard  or  imagined  was  interpreted  in  this 
context.  We  do  not  have  to  assume  any 
fabrication  on  the  Indian’s  part  in  talking 
of  his  visions.  He  would  naturally  fill  in 


any  obscure  areas  in  his  recollection  ac- 
cording to  the  established  myths  of  his 
tribe.  Again,  many  of  the  subjects  would 
have  the  same  hallucination.  A vision  re- 
told by  several  Crow  Indians  was  of  a battle 
between  several  spirit  horsemen  and  the 
surrounding  rocks  and  trees  that  suddenly 
became  their  enemies.  In  this  vision,  the 
horsemen  triumphed  against  all  odds,  and 
the  visionary  presumably  would  conquer 
also.  The  similarity  of  these  visions  was 
certainly  based  on  tribal  folklore. 

A visionary  would  accumulate  a “medi- 
cine bundle”  which  consisted  of  articles 
suggested  by  the  hallucination  and  which 
would  presumably  later  remind  the  Indian 
of  the  vision.  These  objects  were  ven- 
erated as  almost  sacred.  Only  among  some 
tribes  such  as  the  Pawnee  was  a standard 
religious  system  created  with  a supreme 
sky-dwelling  creator.  What  of  that  poor 
unfortunate  who  could  not  experience  an 
hallucination?  He  could  purchase  a copy 
of  the  “medicine  bundle”  from  a more  suc- 
cessful Indian.3 

Thus  the  peyote  ritual  enables  the  Indian 
to  successfully  pursue  an  established  aim 
of  the  Indian  culture,  to  achieve  the 
visionary  experience. 

Peyote  and  mescaline  hallucinations 

One  of  the  early  experimenters  with 
peyote  was  Havelock  Ellis5  who  wrote  an 
article  called  “Mescal,  A New  Artificial 
Paradise.”  He  writes  about  beautiful  hal- 
lucinations which  he  calls  living  arabesques, 
in  which  in  image  after  image  numerous 
polished  facets  appeared  over  a large  part 
of  the  field.  Then  a large  number  of 
jewel-like  flowers  appeared  all  over  the 
field  of  vision.  After  watching  the  visions 
in  the  dark  for  some  hours,  he  turned  on  a 
gas  jet  and  he  found  an  entirely  new  series 
of  visual  phenomena.  The  gas  jet  seemed 
to  burn  with  great  brilliance  sending  out 
waves  of  light  which  expanded  and  con- 
tracted in  an  exaggerated  manner.  This 
was  an  illusion.  Throughout  all  the  sensa- 
tions his  mind  remained  perfectly  clear, 
and  he  believed  he  had  an  unusual  lucidity. 
Ellis  concluded  that  for  a healthy  person 
to  be  once  or  twice  admitted  to  the  likes  of 
mescal  is  not  only  an  unforgettable  delight 
but  an  educational  influence  of  no  mean 
value. 
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K liiver 1 deals  with  the  nature  and  char- 
acter of  the  hallucinations  induced  by 
peyote  and  tries  to  catalogue  them.  Even 
though  the  hallucinations  have  a high  de- 
gree of  individuality,  various  form  con- 
stants recur  repeatedly  in  various  subjects: 
spirals,  cones,  latticework,  fretwork,  ara- 
besques, stripes,  and  cobweb-like  forms, 
usually  in  colors.  There  may  be  sudden 
developing  micropsia  or  macropsia,  that  is, 
a decrease  or  increase  in  the  size  of  the  ob- 
ject viewed.1  The  phenomenon  of  synes- 
thesia was  often  noted:  hallucinations  in 
two  different  sensory  systems,  for  example, 
hearing  noises  and  seeing  colors  at  the 
same  time.1  Besides  the  development  of 
hallucinations  and  illusions  in  the  mescal 
state,  strong  doses  of  mescal  produce  ab- 
normal emotional  states.  Many  of  the 
subjects  described  euphoria  with  much  in- 
appropriate laughter,  talkativeness,  and 
jocularity  or,  alternatively,  sometimes  de- 
pression. 1 

R.  C.  Zaehner,6  Professor  of  Eastern  Re- 
ligions and  Ethics  at  the  University  of  Ox- 
ford, became  the  subject  of  an  experiment 
with  mescaline  on  December,  3,  1955.  It 
seems  strange  for  this  observer  of  various 
types  of  religious  experience  to  have  at- 
tained no  great  religious  experience  follow- 
ing mescaline.  He  mentions  that  there 
were  various  periods  of  uncontrollable 
laughter  during  the  experiment.  He  also 
describes  an  interesting  illusion  in  which 
the  stained  glass  sections  in  the  various 
churches  that  he  visited  seemed  to  move, 
that  is,  each  piece  of  stained  glass,  even 
though  imprisoned  in  the  lead  surrounding 
it,  still  moved.  Zaehner  felt  that  his  ex- 
perience was  in  a sense  antireligious;  by 
this  he  meant  that  it  was  not  conformable 
with  a religious  experience.  All  things 
were  equally  funny  to  him.  The  quality 
of  the  funniness  and  incongruity  had  swal- 
lowed up  all  others.  He  also  stated  that 
he  would  not  take  the  drug  again  based  en- 
tirely on  moral  grounds.  To  him  mes- 
caline was  quite  unable  to  reproduce  the 
natural  mystical  experience  that  he  him- 
self had  described  elsewhere,  although  he 
said  that  he  half  hoped  that  it  would. 
Once  the  drug  started  working  and  he  was 
plunged  into  a “universe  of  farce,”  he  real- 
ized the  religious  experience  was  not  to  be. 
The  reticence  on  the  part  of  Dr.  Zaehner 
may  have  made  it  impossible  for  him  to 


have  had  the  religious  experience  that  he 
“half  hoped”  he  would  have.  I think  the 
word  “half  hoped”  is  very  expressive  and 
probably  indicates  his  subconscious  antag- 
onism to  the  experience.6 

The  subjective  experiences  of  time  may 
undergo  profound  distortions.  In  some 
subjects  this  is  the  predominant  effect  that 
was  noted.1  Christopher  Mayhew,7  a 
member  of  Parliament  of  Britain,  was  con- 
tacted by  two  Canadian  scientists,  H.  Os- 
mond, M.D.,  and  J.  Smythies,  M.D.,  and 
he  agreed  to  serve  as  a volunteer  in  an  ex- 
periment with  mescaline.  Dr.  Osmond  was 
the  person  who  administered  mescaline  to 
Aldous  Huxley  who  described  his  fascinat- 
ing experiment  in  the  Doors  of  Perception. 
Mayhew  was  given  400  mg.  of  mescaline 
hydrochloride.  In  about  an  hour  he  de- 
veloped the  extraordinary  visual  hallucina- 
tions like  those  described  by  Huxley  in  the 
Doors  of  Perception  and  by  many  others. 
However,  thereafter,  peculiar  events  oc- 
curred in  which  there  was  disorganization 
of  the  time  sense.  He  was  not  experiencing 
events  in  the  normal  sequence  of  time. 
The  events  that  were  experienced  by  May- 
hew were  not  in  the  familiar  sequence  of 
“clock  time”  but  in  a different  capricious 
sequence  that  was  outside  his  control.  He 
described  it  as  somewhat  like  the  flash 
backs  that  occur  in  films,  in  which  events  of 
the  year  1956  are  suddenly  interrupted  by 
events  of  1939.  Mayhew  experienced 
another  time  phenomenon  in  which  at  regu- 
lar intervals  he  became  aware  of  his  sur- 
roundings and  in  which  he  stated  he  en- 
joyed complete  bliss  for  a tremendous 
length  of  time.  However,  to  the  experi- 
menters, these  events  lasted  no  time  at  all. 
The  experimenters  felt  that  these  events 
could  not  have  happened  because  there 
was  not  time  for  them  to  have  happened. 
The  whole  interview  was  filmed,  and  the 
films  show  Mayhew  going  off  on  these  ex- 
cursions and  coming  back,  but  allow  no 
time  for  any  kind  of  experience  in  between, 
and  certainly  left  no  time  for  the  large  areas 
of  bliss  which  he  claimed  to  have  enjoyed. 
Mayhew  believes  that  these  experiences 
may  have  been  subjective,  produced  sub- 
consciously by  himself.  He  had  been 
studying  religious  experiences  and  even  had 
hinted  in  a recent  book  that  some  such  ex- 
perience “outside  of  time”  would  be  the- 
oretically possible  and  he  believed  that 
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mescaline  merely  enabled  him  to  experience 
what  he  was  predisposed  to.7  This  may  be 
what  the  Indians  in  the  Native  American 
Church  experienced  but  could  not  express 
so  well  as  Mayhew. 

Kliiver1  stated  that  it  was  worth  stress- 
ing that  variability  and  inconstancies  char- 
acterize hallucinations  and  other  subjective 
phenomena  and  that  they  share  these 
characteristics  with  olfactory,  emotional, 
and  sexual  phenomena.  Kliiver  believes 
that  the  temporal  rhinencephalon  plays  a 
dominant  role  in  shifts,  inconstancies,  and 
fluctuations  in  symptoms,  and  this  area  is 
probably  the  part  of  the  brain  involved  in 
hallucinations. 1 
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Model  psychosis 

The  reawakened  interest  in  psycho- 
pharmacology has  stimulated  an  intense 
amount  of  research  into  the  basic  nature  of 
schizophrenia.  Since  the  pathlogist  can- 
not find  either  microscopic  or  macroscopic 
histologic  lesions  in  the  brain  after  death 
in  this  disease,  the  possibility  exists  that 
this  disease  may  be  caused  by  a deviation 
from  the  normal  at  the  molecular  or  bio- 
chemical level.  Recently  two  biologically 
active  amines,  serotonin  and  norepineph- 
rine, were  found  to  be  present  in  an  un- 
even distribution  in  brain  tissue.  The 
amount  of  these  substances  in  brain  and 
their  interrelationships  are  thought  to  be 
important  determinants  of  psychiatric 
symptoms.8  Serotonin  is  antagonized  by 
LSD,  yohimbine,  and  ergotamine,  all  of 
which  contain  the  indole  nucleus.  Mesca- 
line also  antagonizes  serotonin  but  has 
an  indole-like  nucleus  (Fig.  I).9  Woolley 
and  Campbell8  suggested  that  the  men- 
tal changes  caused  by  these  drugs  are  the 
result  of  induced  deficiency  of  serotonin  in 
the  brain.  They  also  believed  that  schiz- 
ophrenia whose  mental  symptoms  are 
mimicked  by  these  drugs  is  caused  by  a 
cerebral  serotonin  deficiency,  arising  from 
a metabolic  defect.  Also,  many  of  the 
psychotherapeutic  drugs  have  been  shown 
to  influence  the  action  of  serotonin,  while 
producing  a favorable  effect  on  mental 
symptoms.  Norepinephrine  has  been  found 
to  be  present  in  some  quantity  in  the  brain, 
especially  in  certain  areas  of  the  brain  such 
as  the  hypothalamus  which  is  concerned 
with  autonomic  regulation.  Experimen- 


FIGURE  1.  Chemical  substances  that  cause  per- 
sonality changes.  All  these  substances  have 
indole  nucleus  except  mescaline  which  has  in- 
dole-like  nucleus.9 


tally,  adrenochrome  and  adrenolutin,  both 
degradation  products  of  epinephrine,  have 
been  found  to  be  psychosomimetic. 10  One 
of  the  patients  of  Hoffer,  Osmond,  and 
Smythies10  recalled  having  hallucinatory 
experiences  while  taking  epinephrine  for 
asthma.  Deteriorated  epinephrine,  which 
contains  adrenochrome,  has  been  known  to 
cause  psychologic  disturbances. 10  It  is 
generally  admitted,  but  not  proved  so  far, 
that  both  serotonin  and  norepinephrine 
have  a neurohumoral  role  and  both  can  be 
considered  as  neurohumors  or  neurohor- 
mones. By  neurohormones  we  mean  either 
a transmitter  substance  or  one  that  en- 
hances or  inhibits  (modulates)  the  action 
of  the  actual  transmitter.  However,  the 
most  decisive  type  of  evidence,  the  collec- 
tion and  identification  of  either  substance 
after  stimulation  of  nerve  tissue,  has  not 
yet  been  obtained.11  Hess12  suggested  a 
subcortical  system  whose  function  is  to  in- 
tegrate autonomic,  psychic,  and  somatic 
functions.  Chemical  mediators  released 
by  nerve  impulses  cause  the  production  of 
either  serotonin  or  norepinephrine  with 
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serotonin  acting  on  the  cholinergic  center 
and  norepinephrine  acting  on  the  adrener- 
gic center,  in  either  case  producing  the  ap- 
propriate action  on  the  specific  organ.  In 
this  system,  drugs  may  also  block  the  ac- 
tion of  serotonin  and  norepinephrine. 12 

Psychomotor  epilepsy  consists  of  an  at- 
tack involving  twisting  or  writhing  move- 
ments of  the  extremities  or  trunk,  smacking 
movements  of  the  lips,  incoherent  speech, 
and  involuntary  performance  of  apparently 
purposeful  activities,  after  which  the  pa- 
tient has  a complete  amnesia  for  the  entire 
attack.  Patterns  similar  to  those  observed 
in  psychomotor  epilepsy  have  been  reported 
following  stimulation  of  the  hippocampal 
area  in  cats.13  In  experimental  animals  a 
suggestive  counterpart  of  catatonic  schizo- 
phrenia has  been  provoked  during  hip- 
pocampal seizures.13  The  hippocampal 
area  is  part  of  the  limbic  lobe  which  is  the 
modern  name  for  what  used  to  be  called 
the  rhinencephalon.  As  indicated  earlier, 
it  is  thought  that  this  area  of  the  brain  is 
involved  in  hallucinations. 

While  it  is  impossible  to  verify  the  pres- 
ence of  hallucinations  in  animals,  one  can 
sometimes  suspect  that  they  have  occurred. 
The  following  quotation  from  MacLean13 
seems  to  implement  this  suspicion. 

MacLean  induced  a propagating  hip- 
pocampal seizure  by  unipolar  stimulation 
of  the  hippocampus  in  a cat  which  allowed 
him  to  observe  behavioral  changes  thought 
to  be  due  to  a functional  ablation  of  the 
limbic  system. 

With  the  onset  of  the  afterdischarge  pro- 
duced by  electrical  stimulation  of  the  superior 
hippocampus,  the  pupils  usually  dilate  and  any 
turning  movements  that  were  present  during 
the  initial  stimulation  appear  to  reverse 
themselves.  Purring,  if  previously  present, 
may  cease  and  be  replaced  by  occasional 
meows  or  yowls.  Concurrently  the  animal 
assumes  attitudes  that  strike  one  at  first  as 
being  rapt  attention  or  fearful  alerting  for  the 
unexpected.  Further  examination  indicates, 
however,  that  it  is  poorly  in  contact  with  its 
environment.  Although  the  pupils  react  to 
light,  the  animal  will  not  avoid  the  light,  nor 
will  it  cringe  when  one  pretends  to  strike  the 
face.  If  one  forcefully  blows  smoke  at  it,  it 
will  withdraw  a little,  but  not  persist  in  avoid- 
ing the  smoke.  Occasionally,  an  animal  will 
show  a reduced  threshold  to  anger  on  receiv- 
ing a noxious  stimulus  of  moderate  intensity 
...  . Intense  noxious  stimulation,  however, 

results  in  changes  that  are  remarkably  dra- 
matic because  of  their  suddenness  and  vio- 
lence. Momentarily  touch  the  cat’s  nose 


with  a lighted  cigaret  and  the  animal  will 
suddenly  jump  a distance  of  several  feet,  and 
will  just  as  suddenly  assume  a catatonielike 
stance  that  will  be  maintained  for  several 
seconds.  A prolonged  hard  pinch  of  the  tail 
may  elicit  violent  struggling  and  rage.  Usu- 
ally, it  impresses  one  as  being  sham  rage  be- 
cause of  the  animal’s  apparent  inability  to 
direct  and  prosecute  its  attack.  When  the 
stimulus  is  terminated,  the  animal  temporarily 
assumes  a catatonielike  stance  in  which  it 
appears  as  in  a trance  ...  ,13 

The  limbic  system  consists  of  the  limbic 
lobe  together  with  its  subcortical  cell  sta- 
tions. The  limbic  lobe  is  essentially  the 
anatomic  area  formerly  called  the  rhin- 
encephalon. This  system  is  strategically 
located  for  receiving  and  associating  oral, 
visceral,  sexual,  and  basic  sensory  sensa- 
tions, such  as  ocular  and  auditory,  and 
then  discharging  them  through  multiple 
hypothalamic  connections.  All  surround- 
ing brain  areas,  that  is,  the  visual,  parietal, 
auditory,  temporal,  and  olfactory,  relay 
transcortical  impressions  to  the  hippo- 
campal gyrus.  The  limbic  system  connects 
the  hypothalamus,  the  head  ganglion  of  the 
autonomic  nervous  system,  with  the  other 
structures  of  the  brain  stem.14 

Thus  far  we  have  shown  that  certain 
drugs  and  the  stimulation  of  certain  parts 
of  the  brain  can  produce  a psychosis-like 
state  in  human  beings  and  animals.  But 
how  closely  does  this  psychosis-like  state 
resemble  an  actual  psychosis  such  as  schizo- 
phrenia? Hollister15  believes  that  the 
symptoms  in  drug-induced  states  and  in 
schizophrenia  display  important  differ- 
ences. 

For  example,  schizophrenic  patients 
withdraw  from  personal  contacts,  while 
drug  subjects  prefer  someone  to  talk  to. 
Schizophrenic  patients  are  preoccupied 
with  bodily  functions  but  blame  the  diffi- 
culty on  some  impossible  antagonist  like 
the  devil,  while  drug  subjects  blame  the 
abnormality  of  bodily  function  on  the  drug 
situation.  Schizophrenic  patients  and  drug 
subjects  have  difficulty  expressing  thoughts. 
In  schizophrenia  the  words  are  symbolic 
and  have  no  relation  to  reality,  and  the 
patient  has  no  concern  with  the  failure  to 
communicate  to  others.  Drug  subjects 
make  incoherent  remarks,  but  they  are  re- 
lated to  reality,  and  they  are  greatly  con- 
cerned about  the  failure  to  communicate. 
Both  schizophrenic  patients  and  drug  sub- 
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jects  have  daydreaming  states.  Schizo- 
phrenic patients  and  drug  subjects  both 
have  hallucinations,  but  these  are  usually 
auditory  in  type  in  schizophrenic  patients 
and  visual  in  drug  subjects.  A schizo- 
phrenic patient  considers  his  hallucinations 
as  real,  while  a drug  subject  considers  them 
unreal.  In  schizophrenic  patients,  delusions 
are  common  and  usually  are  of  a paranoid 
or  grandiose  nature,  while  delusions  are 
rare  in  drug  subjects.  Bizarre  mannerisms 
and  attitudes  are  common  in  schizophrenia 
but  are  rare  in  drug  subjects. 

However,  after  all  is  said  and  done,  it 
would  seem  unrealistic  to  require  that  a 
drug-induced  state  be  exactly  like  the  natu- 
ral psychosis,  because  even  if  we  say  that 
both  are  chemically  induced,  the  chemicals 
may  be  different.  Perhaps  another  drug 
to  be  discovered  in  the  future  may  induce  a 
model  psychosis  that  would  more  satis- 
factorily simulate  a real  one. 

161  Rugby  Road 
Brooklyn,  New  York  11226 
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Disability  rates  among  men  and  women  reach 
their  peak  in  the  early  months  of  the  year  and 
are  at  their  lowest  level  in  midsummer.  While 
the  annual  low  points  have  remained  virtually 
unchanged  since  1958  for  both  sexes,  the  peak 
rates  have  declined  sharply  among  the  women 
and  to  a lesser  extent  among  the  men. 

Female  employes  continued  to  register  ap- 
preciably higher  disability  rates  than  the  men, 
although  the  differences  of  sex  have  narrowed 
through  the  years.  In  1966  disability  among 
women  was  three  quarters  higher  than  among 
men  at  ages  seventeen  to  twenty-four  and 
forty-five  to  sixty-four,  but  double  at  ages 
twenty-four  to  forty-four. 

Among  men,  digestive  disorders  ranked  first 
among  causes  of  illness,  accounting  for  more 
than  a fifth  of  all  new  cases.  Among  women, 
respiratory  disorders  were  the  most  important, 
accounting  for  a third.  Accidental  injuries 
ranked  second  for  both  sexes. 
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During  the  years  1956  through  1960, 
there  were  179  cases  of  carcinoma  in  situ 
and  187  cases  of  invasive  carcinoma  of  the 
cervix  treated  in  this  center.  Of  the  in- 
vasive cases  46.5  per  cent  were  allotted  to 
Stage  I,  28.5  per  cent  to  Stage  II,  15.5  per 
cent  to  Stage  III,  and  9.5  per  cent  to  Stage 
IV.  It  can  thus  be  seen  that  a dispro- 
portionately high  number  of  early  cases  are 
seen  and  treated  in  this  center. 

The  five-year  survival  rate  when  all 
stages  are  combined  will  rise  as  the  pro- 
portion of  early  cases  increases  and  so  over- 
all survival  rates  can  be  compared  only 
between  one  center  and  another  when  al- 
lowance is  made  for  stage  distribution. 
This  improvement  in  the  over-all  survival 
rate  occurs  independent  of  any  change  in 
treatment.  Claims  that  better  over-all 
survival  rates  are  due  to  improved  technics 
or  management  are,  therefore,  not  justified 
unless  allowance  is  made  for  stage  distri- 
bution. 

* Student,  Summer  Fellow  in  Radiology  and  Gynecology, 
supported  by  a grant  from  the  Department  of  Radiology. 


What  are  the  factors  that  influence  stage 
distribution  and  allow  one  center  to  have 
a high  proportion  of  patients  in  the  early 
stages?  Primarily  the  stage  distribution 
is  dependent  on  the  population  from  which 
the  center  draws  its  patients.  A center 
situated  in  a high  socioeconomic  area  and 
drawing  its  patients  only  from  this  neigh- 
borhood is  unlikely  to  have  to  treat  many 
advanced  cases.  Patients  from  such  an 
area  are  at  low  risk  and  tend  to  have  routine 
medical  examinations  when  asymptomatic 
and,  therefore,  are  likely  to  add  a dispro- 
portionately high  number  of  in  situ  and 
early  invasive  cases.  In  contrast  to  this,  if 
a center  is  situated  in  a low  socioeconomic 
area  and  draws  its  patients  from  this  high- 
risk  group  who  do  not  have  routine  medical 
examinations,  then  it  is  unlikely  that  they 
will  see  many  in  situ  and  early  invasive 
cases. 

Centers  that  have  a large  referred 
practice  may  see  both  early  and  late  cases, 
but  because  of  their  reputation  and  the 
facilities  available,  they  tend  to  attract  a 
higher  proportion  of  more  advanced  cases 
and  their  survival  rates,  therefore,  suffer. 

It  is  possible  to  improve  the  available 
case  material  in  time  by  an  active  program 
of  public  health  education  and  the  ex- 
tensive use  of  a readily  available  cyto- 
logic screening  program.  This  is  first 
possible  in  the  local  community,  later  on 
an  area  basis,  and  later  still  on  a state 
and  national  scale.  Cytologic  screening 
facilities  are  well  developed  in  certain 
communities  in  the  State  of  New  York,  and 
by  the  evidence  of  the  large  number  of  in 
situ  cases  treated  in  Syracuse  this  appears 
to  be  so  in  that  community.  Screening 
facilities  State-wide  in  New  York,  however, 
fall  far  short  of  the  efficiency  shown  in 
some  other  states  in  the  country,  for  ex- 
ample 11  per  cent  annual  screening  of  all 
adult  females  (over  age  twenty)  in  New 
York  compared  with  26  per  cent  annual 
screening  of  all  adult  females  (over  age 
twenty)  in  the  state  of  Washington.1 

A further  result  of  good  case  material 
is  that  not  only  is  over-all  survival  im- 
proved as  a result  of  the  high  proportion 
of  Stage  I cases  treated  but  also  survival 
within  Stage  I is  improved.  This  latter 
effect  is  due  to  the  increased  number  of 
early  invasive  cases  seen  when  extensive 
cytologic  screening  is  practiced.2 
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TABLE  I.  Carcinoma  in  situ  of  cervix  1956  to  1960 

Corrected 
For  Deaths 


Therapy 

Number 

of 

Patients 

Percent- 
age Five- 
Year 
Survival 

Due  To 
Inter- 
current 
Disease 

Hysterectomy 

153 

98.7 

99.3 

Radiotherapy 

12 

50 

75 

Biopsy 

Lost  to  follow- 

11 

91 

91 

up 

3 

All  cases 

179 

93.3 

95 

Results 

Carcinoma  in  situ.  Assessment  of 
survival  of  carcinoma  in  situ  cases  after 
five  years  has  limited  meaning  since  the 
natural  history  of  the  disease  shows  the 
average  progression  from  in  situ  to  in- 
vasion is  ten  years.  The  five-year  survival 
figures,  however,  can  provide  some  in- 
teresting information,  particularly  if  sur- 
vival falls  far  short  of  100  per  cent. 

In  studying  the  179  cases  treated  at  this 
center  between  1956  and  1960  and  assessing 
them  at  the  end  of  five  years,  it  can  be  seen 
that  9 patients  died  in  less  than  five  years 
(Table  I).  These  deaths  warrant  further 
study  (Table  II). 

Of  the  153  patients  treated  by  hysterec- 
tomy, 2 died  in  less  than  five  years,  giving 
an  uncorrected  five-year  survival  rate  of 
98.7  per  cent  (Table  I).  One  of  the  2 
deaths  was  due  to  breast  cancer  two  years 
after  hysterectomy.  The  five-year  sur- 
vival rate  corrected  for  deaths  due  to  inter- 
current disease  in  this  group  treated  by 
hysterectomy  is  therefore  99.3  per  cent 
(Table  I).  The  other  patient  dying  within 
five  years  died  of  unknown  cause  and  for 
statistical  purposes  must  be  regarded  as  a 
treatment-failure.  If  this  second  patient 
died  of  intercurrent  disease,  as  may  well 
have  been  the  case,  then  the  five-year  sur- 
vival rate  of  cases  treated  by  hysterectomy 
would  be  100  per  cent. 

Of  the  12  patients  treated  by  radio- 
therapy, 6 died  within  five  years.  Radio- 
therapy is  not  the  treatment  of  choice  in 
this  disease  since  it  is  desirable  to  pre- 
serve ovarian  function  and  the  morbidity 
associated  with  simple  hysterectomy  is 
less.  It  is  usually  undertaken  when  the 
patient’s  general  condition  is  such  that 


TABLE  II.  Carcinoma  in  situ  of  cervix,  deaths 
occurring  before  fifth  year 


Treatment; 
Number  of 
Patients 

Cause 

Year 

Hysterectomy 

1 

Breast  cancer 

Second 

1 

Unknown 

Fourth 

Radiotherapy 

2 

Breast  cancer 

Second  and 
fourth 

2 

Unknown 

Third  and 
fourth 

1 

Heart  disease 

First 

1 

Cancer  of 
cervix 

Third 

Biopsy  only 

1 

Cancer  of 
cervix 

Second 

surgery  is  contraindicated.  Two  of  the 
patients  in  this  group  died  of  breast  car- 
cinoma two  and  four  years  after  treatment. 
One  patient  died  of  heart  disease  in  the 
first  year  after  treatment.  This  gives  a 
five-year  survival  rate  corrected  for  inter- 
current deaths  of  75  per  cent  compared 
with  the  uncorrected  rate  of  50  per  cent 
(Table  I).  Of  the  3 other  deaths,  2 died  of 
unknown  diseases  in  the  third  and  fourth 
years  respectively,  and  1 died  of  cervical 
malignant  disease  in  the  third  year  after 
treatment.  The  2 deaths  due  to  unknown 
causes  again  must  be  considered  as  treat- 
ment failures,  but  in  this  high-risk  group 
they  may  well  have  died  of  intercurrent 
disease,  giving  a five-year  survival  rate  of 
91.7  per  cent. 

There  were  11  cases  treated  by  biopsy 
alone,  and  1 of  these  died  of  cervical  malig- 
nant disease  in  the  second  year  after 
treatment  (Tables  I and  II). 

Thus,  out  of  a total  of  9 patients  dying  in 
less  than  five  years,  4 died  of  intercurrent 
illness,  3 died  of  unknown  causes,  and  2 died 
of  cervical  cancer.  Of  the  2 dying  of 
cervical  cancer,  neither  were  treated  by 
hysterectomy  and  may  well  represent  un- 
derstaging. The  policy  in  this  area  for  the 
investigation  and  management  of  these 
cases  is  that  in  the  presence  of  a positive 
result  from  a Papanicolaou  smear,  multiple 
punch  biopsies  are  taken  radially  around 
the  external  cervical  os  and  from  any 
target  lesion.  If  these  biopsies  show  in- 
vasion, the  patient  is  treated  according  to 
stage.  If  the  biopsies  show  in  situ  car- 
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TABLE  III.  Carcinoma  in  situ  of  cervix,  deaths 
between  fifth  and  tenth  years 


Number  of 
Patients 

Cause 

Year 

1 

Coronary  artery 

Seventh 

disease 

2 

Carcinoma  of 

Sixth  and  eighth 

cervix 

1 

Unknown 

Sixth 

cinoma,  dysplasia,  chronic  cervicitis,  or 
normal  tissues,  the  patient  is  subjected  to 
a “diagnostic  cone  biopsy.”  This  biopsy 
includes  very  little  of  the  ectocervix  and  as 
such  it  is  difficult  to  include  the  whole 
endocervix  up  to  the  internal  os.  Potential 
sites  for  further  areas  of  in  situ  or  even  in- 
vasive carcinoma  are,  therefore,  occasionally 
missed.  Thus,  when  hysterectomy  follows 
six  weeks  after  biopsy  has  shown  car- 
cinoma in  situ,  between  10  and  15  per  cent 
of  the  specimens  show  residual  disease. 
These  cases  showing  residual  disease  have 
the  potential  for  invasion,  and  certainly 
this  type  of  cone  biopsy  is  not  adequate  for 
treatment.  A wider  “therapeutic  cone”  is 
not  usually  done  even  for  patients  where  the 
cone  is  regarded  as  definitive  therapy. 

The  2 deaths  due  to  cervical  cancer 
occurring  in  less  than  five  years  should 
not  have  occurred,  and  as  the  deaths  due  to 
unknown  causes  may  also  represent  deaths 
due  to  disease,  some  reassessment  of  our 
management  of  in  situ  cases  is  called  for, 
particularly  when  hysterectomy  is  not 
anticipated. 

There  were  only  17  cases  qualifying  for  a 
ten-year  survival  rate,  and  4 of  these  died 
between  the  fifth  and  seventh  year,  1 died 
of  unknown  causes  in  the  sixth  year,  and  2 
died  of  cervical  cancer  in  the  sixth  and 
eighth  year,  respectively  (Table  III). 
This  gives  an  uncorrected  ten-year  sur- 
vival rate  of  76.5  per  cent  and  a ten-year 
survival  rate  corrected  for  deaths  due  to 


TABLE  IV.  Carcinoma  in  situ  of  cervix;  1956  to 
1966,  assessed  ten-year  survival  (percentage) 


Corrected  for 

Number  of  Intercurrent 

Cases  Uncorrected  Deaths 


17  76. 

5 

88.2 

TABLE  V.  Stage  1 carcinoma  of  cervix  1956  to  1960 

Number 

Percentage 

of 

Five-Year 

Therapy 

Patients 

Survival 

Surgery 

14 

85.8 

Radiotherapy 
Combined  surgery  and 

66 

80.5 

radiotherapy 
Surgery  following  un- 
successful radio- 

3 

66.6 

therapy 

Biopsy  or  treatment 

2 

100 

unknown 

2 

100 

All  cases 

87 

80.5 

intercurrent  disease  of  88.2  per  cent 
(Table  IV).  This  is  a small  group,  but  a 
survival  of  88.2  per  cent  falls  short  of  what 
is  to  be  expected,  which  should  be  close  to 
100  per  cent. 

Stage  i carcinoma  of  the  cervix.  In 
the  years  under  study  (1956  to  1960),  87 
patients  with  Stage  I carcinoma  of  the 
cervix  were  treated,  70  of  whom  were  alive 
at  the  end  of  five  years,  giving  a five-year 
survival  rate  of  80.5  per  cent  (Table  V). 
The  breakdown  of  survival  rates  according 
to  the  method  of  treatment  is  also  shown  in 
Table  V.  The  radiotherapeutic  manage- 
ment of  Stage  I cases  consists  of  a course  of 
external  therapy  and  two  radium  applica- 
tions using  a modified  Manchester  technic. 
This  radiotherapeutic  management  was  con- 
sistently followed  in  the  latter  half  of  the 
period  under  study,  when  a full-time  radio- 
therapist was  appointed.  Although  the 
figures  are  small  and  therefore  not  statisti- 


TABLE  VI.  Percentage  of  five-year  survival  rates  for  carcinoma  of  cervix,  1956  to  1960 


Stage 

Number 
of  Cases 

First  Half 
of  Period 

Second  Half 
of  Period 

1956  1960 
Inclusive 

Stage  I 

87 

76 

86.5 

80.5 

Stage  II 

54 

38.7 

56.5 

40.7 

Stage  III 

28 

Group  too  small  to  subdivide 

25.0 

Stage  IV 

18 

Group  too  small  to  subdivide 

16.7 

Combined  Stages  I to  IV 

187 

50.8 

64.4 

56.2 
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cally  significant,  an  interesting  trend  in  sur- 
vival rates  is  seen  if  the  period  under  study 
is  divided  into  two  halves  (Table  VI).  The 
five-year  survival  rate  for  the  first  half  of 
the  period  under  study  was  76  per  cent  and 

!for  the  second  half  was  86.5  per  cent,  com- 
pared with  the  five-year  survival  rate  for 
the  whole  period  of  80.5  per  cent.  This 
trend  indicates  the  advantage  of  a con- 

Isistent  policy  under  the  direction  of  a full- 
time radiotherapist. 

The  external  therapy  using  the  telecobalt 
unit  is  designed  to  deliver  4,000  rads  to  both 
parametria  in  20  treatments  over  four 
weeks,  shielding  the  central  pelvis.  The  2 
radium  applications  are  given  one  week 
apart,  usually  following  the  external 
therapy,  each  delivering  3,500  roentgens  to 
point  A in  approximately  sixty  hours. 
Occasionally,  to  better  control  bleeding  or 
for  some  other  reason,  one  or  both  radium 
applications  may  precede  the  telecobalt 
therapy.  The  FI etcher-Suit  after-loading 
applicators  are  those  currently  favored  for 
the  intracavitary  treatment. 

The  central  pelvic  shielding  during  the 
external  therapy  is  designed  to  prevent  ex- 
cessive dosage  to  the  central  pelvis,  which, 
if  it  occurs,  will  greatly  increase  the  mor- 
bidity particularly  with  respect  to  rectal 
reactions  and  fistulas  without  raising  the 
cure  rate. 

There  were  insufficient  cases  for  a ten- 
year  survival  rate  to  be  meaningful. 

Stage  ii  carcinoma  of  the  cervix.  All 
54  patients  with  Stage  II  carcinoma  of  the 
cervix  were  treated  by  radiotherapy.  In 
the  second  half  of  the  period  under  study, 
the  same  technic  as  outlined  for  the  treat- 
ment of  Stage  I was  employed.  The 
survival  rates  show  the  same  trend  in  the 
second  half  of  the  period  under  study  as  for 
Stage  I (Table  VI). 

Stage  iii  carcinoma  of  the  cervix. 
There  were  only  28  cases  in  this  group  all 
treated  by  radiotherapy,  with  a five-year 
survival  rate  of  25  per  cent  (Table  VI). 
These  results  are  disappointing,  and  it  is 
hoped  that  our  current  policy  of  treatment 
will  improve  the  survival  figures.  As  we 
are  seeing  so  few  Stage  III  cases,  it  will 
take  some  time  before  a sufficient  number  of 
cases  are  treated  to  allow  any  reasonable 
assessment.  We  are  currently  managing 
these  patients  by  external  therapy,  using  a 
rotational  technic  with  the  telecobalt  unit. 


A total  pelvic  dose  of  5,000  rads  is  de- 
livered in  25  treatments  over  five  weeks. 
This  is  followed  by  a single  radium  applica- 
tion delivering  3,500  roentgens  to  point 
A in  sixty  hours. 

Twin  radium  applications  deliver  an  ex- 
cessive dose  to  point  A after  this  total 
pelvic  irradiation  and  will  be  followed  by 
serious  morbidity  without  adding  to  the 
cure  rate. 

Stage  iv  carcinoma  of  the  cervix. 
This  group  again  is  small  with  a total  of  18 
patients,  2 of  whom  were  not  treated.  The 
survival  rate  was  16.7  per  cent  (Table  VI). 
Therapy  was  usually  palliative  using  ex- 
ternal therapy  or  as  outlined  for  Stage  III. 
Surgery  was  not  used. 

Survival  rate  of  patients,  stages  i 
to  iv  inclusive.  Out  of  a total  of  187 
cases  of  invasive  carcinoma  of  the  cervix, 
105  survived  five  years  to  give  an  over-all 
five-year  survival  rate  of  56.2  per  cent. 
The  trend  toward  improved  results  in  the 
second  half  of  the  period  under  study  is 
again  well  illustrated  (Table  VI). 

Conclusions 

There  is  a high  proportion  of  in  situ 
and  Stage  I carcinoma  of  the  cervix  seen 
and  treated  at  the  Upstate  Medical  Center. 
This  we  feel  is  due  to  2 interrelated  factors. 

1.  Cytologic  screening  is  extensively 
practiced  in  this  urban  community,  re- 
sulting in  a high  number  of  in  situ  cases 
being  detected  together  with  early  in- 
vasive cases.  This  in  time  has  reduced  the 
number  of  more  advanced  cases  treated  at 
the  center. 

2.  In  the  period  under  study  the  Up- 
state Medical  Center  was  almost  ex- 
clusively used  to  meet  the  local  community 
needs  and  was  not  functioning  as  a central 
referral  institution  to  any  major  degree. 
We,  therefore,  did  not  see  the  more  ad- 
vanced cases  that  a central  referral  insti- 
tution tends  to  attract.  With  the  current 
expansion  of  the  Upstate  Medical  Center, 
this  selection  will  gradually  disappear. 

The  results  obtained  for  Stage  I and  II 
cases  as  well  as  the  over-all  survival  rates 
are  satisfactory,  particularly  if  the  present 
trend  toward  improved  results  continues. 
We  feel  these  results  are  due  to  basically 
good  case  material  and  to  the  introduction 
of  a consistent  policy  of  management.  We 
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would  decry  drastic  changes  in  treatment 
that  are  not  based  on  the  experience  re- 
ceived from  a large  number  of  cases. 

Summary 

1.  The  results  of  treatment  of  car- 
cinoma of  the  cervix  at  the  Upstate  Medical 
Center  during  1956  to  1960  are  presented. 

2.  Policy  and  technics  of  management 
are  outlined. 

3.  A reason  for  the  somewhat  dis- 


Trendelenburg position 
fails  to  improve  circulation 
during  clinical  shock 

The  Trendelenburg  position  is  not  generally 
effective  in  improving  circulation  during  shock 
or  prolonged  hypotension.  Considering  the  pos- 
sible complications  of  its  use  in  protracted  hypo- 
tension, it  should  be  discarded  as  a routine  meas- 
ure, feel  J.  Taylor,  M.D.,  and  M.  H.  Weil, 
M.D.,  writing  in  a recent  issue  of  Surgery, 
Gynecology  and  Obstetrics,  after  observing  the 
cardiovascular  effects  of  the  10-degree  head- 
down  position  in  a series  of  shock  patients  and 
normotensive  critically  ill  patients.  Instead  of 
an  increase  in  the  intra-arterial  blood  pressure,  a 
decrease  was  noted  with  the  patient’s  head  down, 
as  was  a decrease  in  the  cardiac  index. 

In  normotensive  patients  the  intra-articular 
pressure  was  not  consistently  altered  twenty 
minutes  after  the  head  had  been  lowered,  but  the 
lowest  value  in  the  series  was  obtained  with  the 
patient  in  the  Trendelenburg  position. 

The  11  patients,  4 male  and  7 female,  ranged 
in  age  from  twenty-one  to  eighty.  In  6 there 


appointing  results  in  Stage  0 carcinoma 
cases  is  suggested. 

4.  The  high  proportion  of  Stage  0 and 
Stage  I carcinoma  cases  seen  is  explained. 

5.  The  improvements  in  survival  rates 
are  shown  and  reasons  for  these  are  dis- 
cussed. 
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were  the  clinical  features  of  circulatory  shock, 
and  in  each  there  was  a protracted  fall  in  blood 
pressure.  Also,  5 patients  who  had  been  acutely 
ill  but  had  normal  blood  pressure  at  the  time  of 
the  study  were  investigated  for  comparisons. 
Central  venous  and  arterial  pressures  were  re- 
corded. Cardiac  output  was  quantitated  by  the 
dye  dilution  technic  following  a single  injection 
of  2.5  to  5 mg.  dye.  Plasma  volume  was  deter- 
mined by  the  intravenous  injection  of  iodine-131 
iodinated  serum  albumin  and  checked  by  scintil- 
lation counts  of  blood  samples  taken  at  varying 
amounts  of  time  after  the  injection.  The  pa- 
tient was  first  studied  in  the  supine  horizontal 
position,  and  then  the  bed  was  lowered  to  a 10- 
degree  tilt. 

When  the  head  was  lowered,  the  arterial  pres- 
sure increased  in  only  1 of  the  patients  with 
clinical  manifestations  of  shock;  in  the  rest,  the 
mean  arterial  pressure  decreased.  Neither  the 
cardiac  index  nor  the  mean  arterial  pressure  was 
significantly  altered.  When  the  patients  were 
returned  to  the  horizontal  position,  the  approxi- 
mate control  values  of  the  arterial  pressure  were 
restored.  However,  a consistent  and  unex- 
plained increase  in  the  cardiac  output  occurred 
after  the  patient  was  returned  to  thf)  hQrisqptal 
position. 


2848  New  York  State  Journal  of  Medicine  / November  1,  1967 


Parenteral  Win  20,228 
as  Analgesic  in  Labor 

HENRY  FREEDMAN,  M.D.,  F.A.C.S. 

Brooklyn,  New  York 
CARL  H.  TAFEEN,  M.D.,  F.A.C.S. 

Brooklyn,  New  York 
HERBERT  HARRIS,  M.D.,  F.A.C.S. 

Brooklyn,  New  York 

From  the  State  University  of  New  York, 
Downstate  Medical  Center  College  of 
Medicine  and  Long  Island  College  Hospital 


T he  purpose  of  this  study  was  to  evaluate 
the  effectiveness  of  Win  20,228  (Talwin) 
as  an  analgesic  in  labor  when  administered 
subcutaneously. 

Material 

Win  20,228  is  a n-dimethylallyl  analog 
of  phenazocine.  It  is  a pale,  tan,  crystal- 
line solid  which  is  soluble  in  slightly  acidic- 
aqueous  solutions.  Structurally  it  is  re- 
lated to  phenazocine,  but  its  dimethylallyl 
group  at  the  2 position  gives  it  a narcotic 
antagonist  property  which  is  not  possessed 
by  phenazocine.  This  agent  is  not  classi- 
fied as  a narcotic  and  is  not  under  narcotic 
controls.  The  drug  was  supplied  in  1-ml. 
prepackaged  sterile  syringes  containing  30 
mg.  per  milliliter.  The  drug  is  dissolved 
in  an  aqueous  solution  with  a lactic  and 
sodium  chloride  buffer. 

Method 

One  hundred  consecutive  cases  in  labor 
admitted  to  the  ward  service  at  the  Long 
Island  College  Hospital  comprised  the 


A group  of  100  consecutive  patients  in 
labor  was  studied  to  evaluate  the  effective- 
ness of  Win  20,228  as  an  analgesic  in  labor 
when  administered  subcutaneously.  There 
was  no  effect  on  the  progress  of  labor;  12 
babies  were  rated  Apgar  6 or  less,  and  there 
was  one  stillbirth.  Pain  relief  was  poor  in 
78,  fair  in  19,  and  good  in  3;  none  was 
rated  excellent.  Repeated  doses  of  the  drug 
within  a short  period  of  time  and  delivery 
within  thirty  minutes  of  the  last  dose  can 
cause  depression  severe  enough  to  require 
resuscita  tion,  . It  was  concluded  that  the 
drug  is  Hot  a satisfactory  analgesic  in  labor. 


TABLE  1. 

Length  of  labor 

Time  (Horn's) 

Number  of  Patients 

0 to  2 

7 

3 to  6 

31 

7 to  12 

38 

13  to  20 

16 

21  to  35 

8 

Total 

100 

study  group.  A previously  devised  form 
supplied  by  Winthrop  Laboratories  was 
used  to  make  data  processing  easier  and 
to  make  for  uniformity  in  reporting.  The 
parameters  of  evaluation,  including  the 
effect  on  the  baby,  were  present  on  these 
forms.  The  observations  were  made  and 
recorded  by  the  resident  staff  on  duty  under 
the  supervision  of  the  main  investigators. 
The  over-all  pain  control  evaluation  was 
rated  as  follows:  (1)  excellent:  sleeps  be- 
tween contractions  and  feels  little  or  no 
pain  with  contractions;  (2)  good:  rests 

between  contractions,  states  pain  is  much 
less  with  contractions;  (3)  fair:  rests 

somewhat  between  contractions,  states  pain 
is  less  with  contractions;  and  (4)  poor: 
no  effect. 

Results 

Of  the  100  patients,  97  had  a normal 
spontaneous  or  elective  low  forceps  de- 
livery. Three  patients  had  operative  de- 
liveries (2  cesarean  sections  and  1 low  mid- 
forceps). Ninety-eight  were  at  term;  1 
was  premature  and  1 immature.  Length 
of  labor  is  noted  in  Table  I.  There  was  no 
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TABLE  III.  Side-effects 


TABLE  II.  Total  dosage 


Dosage  (Mg.) 

Number  of  Patients 

30 

19 

60 

26 

90 

47 

105 

1 

120 

1 

135 

5 

150 

1 

Total 

100 

effect  on  the  progress  of  labor.  Before 
therapy  was  started,  29  patien/r  had  severe, 
62  moderate,  and  9 mild  pain.  The  dosage 
is  noted  in  Table  II. 

Eighty-seven  babies  delivered  were  rated 
Apgar  7 to  10,  5 Apgar  4 to  6,  and  7 Apgar 
1 to  3.  There  was  one  stillbirth.  Side- 
effects  are  recorded  in  Table  III. 

Evaluation  of  pain  relief  was  noted  as 
poor  in  78,  fair  in  19,  and  good  in  3.  None 
was  rated  excellent. 

As  one  reviews  the  problem  cases  with 
one-minute  Apgar  scores  of  6 or  less,  most 
of  them  can  be  associated  with  obstetric 


Symptoms 

Number  of 
Patients 

Local  irritation 

17 

Sedation 

31 

Euphoria 

7 

Nausea  and  vomiting 

6 

Vertigo 

5 

Circulatory  depression 

1 

None 

48 

problems.  However,  it  is  more  difficult 
to  assess  Cases  2,  5,  and  12.  The  problem 
cases  are  presented  in  Table  IV. 

Case  2 received  90  mg.  of  Win  20,228 
within  thirty-five  minutes  and  delivered 
thirty  minutes  after  the  last  dose. 

Case  5 received  135  mg.  of  Win  20,228 
within  two  hours  and  delivered  twenty 
minutes  after  the  last  dose. 

Case  12  received  135  mg.  of  Win  20,228 
within  forty-five  minutes  and  delivered 
thirty  minutes  after  the  last  dose. 

However,  the  depression  we  report  can 
possibly  be  related  to  the  combination  of 


TABLE  IV.  Problem  cases 


Length 
of  Labor 


Case 

Number 

Dosage 

(Mg.) 

Supplemental 

Medication 

(Hours: 

Minutes) 

1 Minute  Apgar  Score 

Therapy 

Result 

i 

90 

None 

14 

3 

Mouth-to-mouth 

breathing,  intubation, 
oxygen  for  4 to  5 
minutes 

Living  and  well 

2 

90 

None 

9:5 

2 

Positive  pressure, 
oxygen 

Living  and  well 

3 

90 

Meperidine  hydro- 
chloride (Demerol), 
scopolamine,  leval- 
lorphan  tartrate 
(Lorfan),  paracer- 
vical block 

13:42 

6 

Positive  pressure, 
oxygen 

Living  and  well 

4 

135 

None 

7 

6 

Positive  pressure, 

oxygen  for  2 minutes 

Living  and  well 

5 

135 

None 

5:40 

5.  Fetal  distress,  low 
mid  forceps 

Positive  pressure, 
oxygen 

Living  and  well 

6 

60 

None 

10:30 

6.  Fetal  distress,  cord 
around  neck 

Positive  pressure, 
oxygen 

Living  and  well 

7 

90 

None 

25:30 

0 

None 

Macerated  stillbirth 

8 

30 

None 

5 

1.  1,460  Gm.,  prema- 

ture breech 

Positive  pressure, 
oxygen 

Died  after  twenty- 
four  hours 

9 

30 

None 

9:5 

3.  740  Gm.,  immature, 

abruptio  placentae 

Positive  pressure 

Died  after  two  hours 

10 

90 

Paracervical  block 

10:15 

1 

Mouth-to-mouth 
breathing,  oxygen, 
intubation,  apnea  12 
minutes,  fetal  heart 
80  to  120  per  minute 

Living  and  well 

11 

135 

None 

5:20 

2.  Meconium  stain, 
cord  around  neck 

Intratracheal  intuba- 
tion, oxygen  for  5 
minutes 

Living  and  well 

12 

135 

None 

7:30 

5 

Positive  pressure, 
oxygen 

Living  and  well 

13 

90 

Spinal  anesthesia 

5:42 

1.  Contracted  pelvis, 
cesarean  section,  no 
respiration  at  birth 

Intratracheal  intuba- 
tion, oxygen,  mechan- 
ical respirator 

Died  in  thirty-six 
hours,  subdural 
hemorrhage 
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repeated  doses  of  the  drug  administered 
within  a short  period  of  time  and  delivery 
within  thirty  minutes  or  less  of  the  last 
dose. 

Comment 

As  one  analyzes  these  cases  and  statistics, 
one  cannot  help  but  conclude  that  Win 
20,228  given  subcutaneously  is  not  a satis- 
factory analgesic  drug  in  labor. 


Metastasis  of  breast 
carcinoma  to  ovaries 

In  a study  of  112  cases  of  breast  cancer,  con- 
ducted by  M.  Brickman,  M.D.,  and  B.  Ferreira, 
M.D.,  and  reported  in  a recent  issue  of  Grace 
Hospital  Bulletin,  the  incidence  of  metastasis  to 
the  ovaries  was  7.1  per  cent.  Metastasis  to 
the  ovaries  alone  occurred  in  0.8  per  cent.  The 
7.1  per  cent  incidence  of  ovarian  metastasis 
found  in  this  series  is  less  than  metastases  to  the 
lungs,  liver,  bones,  skin,  pleura,  adrenals,  spleen, 
and  peritoneum,  in  order  of  predilection. 

The  patients  ranged  in  age  from  under  thirty 
to  seventy  years.  The  age  distribution  graph 
shows  the  highest  incidence  of  breast  cancer  oc- 
curring in  the  decade  from  forty  to  forty-nine 


When  90  mg.  of  Win  20,228  or  more  is 
injected  within  a two-hour  period  and  the 
baby  delivers  within  thirty  minutes  or 
less,  depression  severe  enough  to  require 
resuscitation  may  result. 

Side  reactions  occurred  which  were  not 
severe  and  did  not  seem  to  influence  the 
ultimate  result. 

Acknowledgments.  We  wish  to  thank  Mr.  E.  E.  Radigan 
of  the  Winthrop  Laboratories  for  supplying  the  drug  and 
Shin  Yee  Chen,  M.D.,  Roger  Hinkson,  M.D.,  Nicholas 
Laurora,  M.D.,  and  Lawrence  Palazzo,  M.D.,  of  our  resident 
staff. 


years.  The  records  were  analyzed  for  the  inter- 
relationship between  the  presence  or  absence  of 
ovarian  metastases  with  particular  regard  for  the 
basis  of  treatment  and  survivability. 

Of  the  112  patients,  4 had  prophylactic 
oophorectomy  and  62  therapeutic  oophorec- 
tomy. Three  cases  had  to  be  discarded  because 
of  insufficient  data,  leaving  109.  Of  these,  8 
cases  had  metastases  to  one  or  both  ovaries,  only 
one  of  which  was  to  the  ovaries  alone.  No  pa- 
tient with  an  ovarian  metastasis  survived  longer 
than  three  years:  4 died  in  the  first  year  and  2 

in  the  second  following  removal  of  ovaries.  At 
the  time  of  writing,  2 patients  were  still  alive, 
both  with  known  general  metastases,  one  after 
thirty-six  months,  the  other  after  nineteen 
months.  On  the  other  hand,  23  women  who  did 
not  have  ovarian  metastases  survived  five  years, 
5 living  ten  years  or  more. 
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Discussed  by  DONALD  B.  LOURIA,  M.D. 


Cirrhosis,  Septicemia,  and 
Subcutaneous  Gas  Formation 


Case  history 

Duk-Jhe  Shun,  M.D.:  First  admission. 

A fifty- year-old  white  cleaning  woman  was 
admitted  to  Beekman-Downtown  Hospital 
with  diarrhea  and  vomiting  for  four  days. 

For  several  months  the  patient  had  had 
profuse  recurrent  epistaxis  and  ecchymoses 
after  minor  trauma.  Four  months  before 
admission  she  was  found  to  have  an  en- 
larged liver,  although  she  denied  she  suf- 
fered from  chronic  alcoholism.  Eighteen 
years  before  admission  the  patient  had  a 
thyroidectomy  for  hyperthyroidism  and 
subsequently  took  thyroid  medication  up  to 
6 grains  daily.  She  had  had  hypertension 
for  many  years  for  which  she  was  treated 
with  antihypertensive  medication  daily. 
Two  years  before  admission  she  was  found 
to  have  diabetes  and  was  given  tolbutamide 
one  tablet  daily.  The  patient  had  had  mild 
shortness  of  breath  on  moderate  exertion 
but  was  otherwise  apparently  well  until  the 
onset  of  diarrhea  and  vomiting  four  days  be- 
fore admission. 

On  admission  physical  examination  re- 
vealed a blood  pressure  of  190  systolic,  90 
diastolic;  the  pulse  was  84,  and  the  respira- 
tions 18  per  minute;  the  temperature  was 
99.8  F. 

The  patient  was  a middle-aged  moder- 
ately obese  white  female  not  in  acute  dis- 
tress. Areas  of  ecchymoses  averaging  2 
cm.  in  diameter  were  scattered  over  all  ex- 
tremities. There  were  small  scattered 
spider  angiomata  on  the  right  shoulder  and 
over  the  anterior  chest.  There  was  a 


moderate  tremor  of  the  tongue.  Both 
carotid  pulsations  were  strong  with  moder- 
ate venous  distention  in  the  neck.  The 
heart  sounds  were  of  good  quality;  there 
was  a Grade  II  to  VI  blowing  systolic  mur- 
mur in  the  pulmonic  area,  heard  less  dis- 
tinctly over  the  remainder  of  the  pre- 
cordium.  The  lungs  were  clear.  The  liver 
edge  was  one  fingerbreadth  below  the  right 
costal  margin  and  nontender.  There  were 
soft  subcutaneous  nodules  palpable  in  the 
skin  of  the  right  upper  quadrant.  The 
spleen  was  questionably  palpable. 

Neurologic  examination  was  negative  ex- 
cept for  a fine  tremor  of  the  outstretched 
fingers. 

Urinalysis  revealed  the  specific  gravity 
was  1.018,  with  negative  test  results  for 
albumin,  sugar,  and  acetone.  The  hemo- 
globin was  12.6  Gm.  per  100  ml.;  the  hema- 
tocrit 35;  the  white  blood  count  2,600  with 
86  per  cent  segmented  forms.  The  platelet 
count  was  70,000  per  cubic  millimeter. 
The  bleeding  time  was  1 minute  45  seconds; 
the  clotting  time  (Lee  White)  4 minutes  35 
seconds.  The  blood  urea  nitrogen  was  5.8 
mg.,  the  fasting  blood  sugar  84  mg.,  and  the 
total  bilirubin  3.6  mg.  per  100  ml.  The 
thymol  turbidity  was  3 units  (normal  0 to 
2);  the  cephalin  flocculation  test  3 plus;  the 
alkaline  phosphatase  3.5  Bodansky  units 
(normal  1 to  4);  the  serum  amylase  39  units 
(normal  50  to  180).  The  total  serum 
cholesterol  was  168  mg.  and  the  protein 
bound  iodine  4 micrograms  (normal  3.8  to 
8.8)  per  100  ml.  The  serum  potassium  was 
4.8  mEq.,  the  serum  sodium  145  mEq.,  and 
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the  serum  chlorides  103  mEq.  per  liter. 
The  prothrombin  time  was  18  seconds,  con- 
trol 12.5  seconds.  Stool  examinations  for 
ova  and  parasites  on  three  occasions  and  for 
occult  blood  on  guaiac  test  showed  negative 
results.  The  chest  x-ray  film  showed 
normal  findings. 

The  patient’s  temperature  rose  intermit- 
tently to  101  F.  during  the  first  week  in  the 
hospital  and,  thereafter,  remained  below 
100  F.  Vomiting  and  diarrhea  ceased 
shortly  after  admission;  but  the  patient  re- 
mained nauseated.  The  gross  tremors 
gradually  subsided  during  the  first  four 
hospital  days;  overdosage  with  thyroid 
medication  (8  grains  per  day)  was  sus- 
pected. A repeat  white  blood  count  was 
4,400  with  76  per  cent  neutrophils,  19  per 
cent  lymphocytes,  3 per  cent  monocytes, 
and  2 per  cent  eosinophils.  The  spleen 
eventually  became  palpable  below  the  left 
costal  margin. 

During  the  first  week,  the  bilirubin  de- 
creased to  1 mg.  per  100  ml.,  the  thymol 
turbidity  to  2.3  units,  although  the  cephalin 
flocculation  test  remained  3 plus.  The 
serum  protein  was  7.6  Gm.  (albumin  4 Gm., 
globulin  3.6  Gm.)  per  100  ml.,  and  the 
serum  electrophoresis  showed  a slight  de- 
crease of  alpha  2 globulin  but  was  otherwise 
entirely  within  normal  limits.  The  serum 
glutamic  oxalopyruvic  transaminase  was  30 
units  (normal  1 to  40)  and  the  serum  glu- 
tamic pyruvic  transaminase  27  units  (nor- 
mal 1 to  40).  The  repeat  protein  bound  io- 
dine was  5.5  micrograms  per  100  ml.  Re- 
peat white  blood  count  again  was  4,100  per 
cubic  millimeter  with  67  per  cent  segmented 
neutrophils,  3 per  cent  nonsegmented 
neutrophils,  27  per  cent  lymphocytes,  2 per 
cent  monocytes,  and  1 per  cent  eosinophils; 
8 to  10  per  cent  of  the  lymphocytes  were  de- 
scribed as  “atypical.”  The  platelet  count 
on  the  fifth  hospital  day  was  136,000  per 
cubic  millimeter.  The  erythrocyte  sedi- 
mentation rate  was  42  mm.  per  hour,  cor- 
rected. The  direct  and  indirect  Coombs’ 
tests  gave  negative  results. 

The  repeat  fasting  blood  sugar  was  146 
mg.  per  100  ml.,  and  fractional  urine  tests 
for  glucose  still  showed  negative  results. 
The  serum  iron  was  126  micrograms  per  100 
ml.  (normal  50  to  180). 

Liver  biopsy  showed  portal  cirrhosis  with 
transition  to  a postnecrotic  type  of  cirrho- 
sis. 


After  several  days  the  patient  became 
ambulatory  and  remained  asymptomatic, 
without  thyroid  medication.  She  was  dis- 
charged from  the  hospital  on  the  nineteenth 
day. 

Final  admission — five  months  later.  The 
patient  had  been  fairly  well  until  one  month 
before  admission,  when  she  developed  short- 
ness of  breath  on  exertion.  Eight  days 
prior  to  admission,  she  developed  pain  in 
the  right  ankle,  about  the  external  mal- 
leolus. During  the  six  days  preceding  ad- 
mission, she  experienced  chills,  sweating, 
and  fever  to  104  F.  with  burning  on  urina- 
tion. She  was  given  oral  penicillin  by  her 
private  physician  for  three  days  without 
effect. 

On  admission,  the  physical  examination 
revealed  a blood  pressure  of  150  systolic, 
100  diastolic;  the  pulse  was  90,  the  respira- 
tions 18  per  minute;  the  temperature  was 
103.2  F.  The  patient  was  acutely  ill  with 
slightly  icteric  conjunctivas.  There  was  a 
Grade  1 1 I/VI  blowing  systolic  murmur 
over  the  entire  precordium.  Crepitant 
rales  were  audible  at  the  extreme  left  lung 
base.  The  abdomen  was  obese;  the  liver 
was  felt  3 fingerbreadths  below  the  right 
costal  margin  and  was  nontender.  The 
spleen  was  palpable  2 fingerbreadths  below 
the  left  costal  margin.  There  were  small 
varicosities  over  the  lower  extremities;  the 
right  calf  was  slightly  tender  with  a ques- 
tionable Homans’  sign.  The  peripheral 
pulses  were  strong.  Over  the  lower  third  of 
the  lateral  right  calf,  there  was  a dull  red- 
dish patchy  and  confluent  erythema  with- 
out local  swelling  or  tenderness. 

Urinalyses  showed  specific  gravities  of 
1.020  and  1.015;  a 3 plus  sugar  test  in 
which  no  acetone  was  noted;  and  the  mi- 
croscopic examination  revealed  many  bac- 
teria. The  hemoglobin  was  12.7  Gm.  per 
100  ml.  and  the  hematocrit  38;  the  white 
blood  count  was  14,700  with  80  per  cent 
neutrophils.  The  platelet  count  was 
155,400  per  cubic  millimeter;  the  blood 
smear  showed  slightly  toxic  granulation  of 
neutrophils  and  occasional  target  cells. 

The  blood  urea  nitrogen  was  14  mg.,  the 
fasting  blood  sugar  270  mg.,  the  total  bili- 
rubin 6.8  mg.  (conjugated  form  3.9  mg.)  per 
100  ml.  The  thymol  turbidity  was  3.9 
units  and  the  cephalin  flocculation  test  3 
plus.  The  total  serum  cholesterol  was  150 
mg.,  the  total  serum  protein  7.3  Gm.  (al- 
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FIGURE  1.  Chest  x-ray  film  showing  pneumonic 
infiltration  left  lower  lung. 


bumin  3.6,  globulin  3.7)  per  100  ml.  The 
alkaline  phosphatase  was  6.3  Bodansky 
units.  The  serum  glutamic  oxalpyruvic 
transaminase  was  38  units,  the  serum  glu- 
tamic pyruvic  transaminase  35  units,  and 
the  serum  lactic  acid  dehydrogenase  350 
units  (normal  200  to  400). 

The  carbon  dioxide  combining  power  was 
19.7  mEq.,  the  serum  potassium  4.2  mEq., 
the  serum  sodium  124  mEq.,  and  the  serum 
chlorides  83  mEq.  per  liter.  The  serum 
calcium  was  7.8  mg.  (normal  9 to  11)  and  the 
serum  phosphorus  4.4  mg.  (normal  3 to  4) 
per  100  ml.  The  plasma  prothrombin  time 
was  22.5  seconds  (control  13.6  seconds).  A 
stool  guaiac  test  was  reported  1 plus  posi- 
tive. The  initial  blood  culture  was  positive 
for  Friedlander’s  bacillus,  sensitive  to 
cephalothin,  chloramphenicol,  nalidixic 
acid,  and  nitrofurantoin;  but  only  slightly 
sensitive  to  streptomycin  and  tetracycline. 

Spinal  fluid  showed  700  red  blood  cells  per 
cubic  millimeter,  with  6 segmented  forms 
and  2 lymphocytes.  The  spinal  fluid  pro- 
tein was  43  mg.  and  the  sugar  113  mg.  per 
100  ml.  Two  days  later,  a repeat  spinal  tap 
revealed  fluid  with  red  blood  cells  too  nu- 
merous to  count,  with  segmented  forms,  and 
23  lymphocytes.  The  spinal  fluid  protein 
on  this  occasion  was  139  mg.,  the  glucose 
102  mg.  per  100  ml.,  and  the  chlorides  113 
mEq.  per  liter.  India  ink  preparation  for 
Cryptococcus  showed  negative  results. 


The  spinal  fluid  culture  gave  negative  re- 
sults on  aerobic  media  after  forty-eight 
hours;  anaerobic  media  grew  out  Aero- 
bacter  aerogenes. 

The  urine  bacterial  count  was  10,000  per 
cubic  millimeter,  with  moderate  numbers  of 
gram-negative  rods;  on  culture,  the  urine 
showed  positive  results  for  A.  aerogenes  and 
hemolytic  Escherichia  coli.  The  throat 
culture  also  showed  positive  results  for  A. 
aerogenes  and  alpha  hemolytic  strepto- 
coccus. 

The  chest  x-ray  film  demonstrated  in- 
creased markings  at  the  left  base  of  the 
lung,  suggestive  of  pneumonitis,  but  other- 
wise showed  negative  findings  (Fig.  1).  A 
flat  plate  film  of  the  abdomen  was  not  re- 
markable. 

The  electrocardiogram  showed  mild  sinus 
tachycardia  with  a suggestion  of  left  ven- 
tricular hypertrophy. 

Because  of  the  positive  blood  culture  and 
the  suspected  pneumonitis  in  the  left  lower 
lobe  of  the  lung,  the  patient  was  initially 
treated  with  tetracycline  and  intravenous 
penicillin  40  to  60  million  units  per  day. 
On  the  third  hospital  day  the  patient  had  a 
generalized  mild  clonic  seizure  with  loss  of 
consciousness,  but  with  prompt  recovery. 
Penicillin  was  discontinued  and  cephalo- 
thin (Keflin),  3 to  6 Gm.  per  twenty-four 
hours,  was  given  intravenously.  On  the 
fourth  hospital  day  tetracycline  was  discon- 
tinued, and  chloramphenicol  was  given  for 
the  next  two  days.  Thereafter  streptomy- 
cin and  neomycin  were  given  together  with 
cephalothin.  During  the  hospital  period, 
her  temperature  gradually  dropped  to 
normal  with  occasional  spikes  to  103  and 
104  F.  The  patient  became  intermittently 
drowsy  with  increased  rigidity  of  the  neck 
at  intervals;  her  jaundice  gradually  in- 
creased with  slow  accumulation  of  ascitic 
fluid.  Urine  specimens  showed  a trace  to  2 
plus  sugar  while  the  patient  was  receiving 
25  to  30  units  of  regular  insulin  per  day. 

On  the  sixth  hospital  day  the  patient 
complained  of  severe  pain  in  the  right  lower 
leg;  the  erythematous  discoloration  had 
progressed  up  to  the  level  of  the  knee.  On 
the  eighth  day  the  patient  passed  500  cc.  of 
bright  red  blood  from  the  rectum  and  was 
given  1 unit  of  whole  blood,  vitamin  K,  and 
oxygen.  X-ray  films  of  the  abdomen 
showed  persistent  gastric  dilatation  in  spite 
of  the  presence  of  a Levin  tube.  A chest 
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x-ray  film  demonstrated  resolution  of  the 
pneumonic  process  at  the  left  lung  base. 
Two  repeated  blood  cultures  showed  nega- 
tive results  after  eleven  days  incubation. 

On  the  eighth  day  the  hemoglobin  was  7.4 
Gm.  per  100  ml.  in  spite  of  the  blood  trans- 
fusion; the  white  blood  count  rose  to 
26,000  with  62  per  cent  segmented  forms 
and  27  per  cent  nonsegmented  forms.  The 
patchy  and  confluent  erythema  by  this  time 
had  extended  upward  on  to  the  lateral 
aspect  of  the  right  thigh.  The  following 
day,  on  palpation  of  these  erythematous 
areas,  crepitations  due  to  subcutaneous  gas 
were  discovered.  Needle  aspiration  of  the 
crepitant  area  revealed  brown  purulent 
material  containing  many  white  blood  cells. 
The  patient  suddenly  vomited  fresh  red 
blood  and  passed  a tarry  stool;  a Blake- 
more  tube  was  promptly  inserted  and  the 
blood  pressure  maintained  by  transfusion 
and  metaraminol  (Aramine). 

Several  hours  later  the  patient  developed 
gasping  respirations  with  numerous  rales 
throughout  both  lung  fields.  She  became 
comatose  and  ceased  breathing  on  the 
afternoon  of  the  ninth  hospital  day. 

Discussion 

Donald  B.  Louria,  M.D.*:  We  are 

examining  the  case  of  a fifty-year-old  female 
patient  with  a history  of  fever  and  chills, 
with  a progressive  downhill  course. 

I would  like  to  review  her  first  hospital- 
ization. She  was  admitted  with  gastroin- 
testinal complaints,  recurrent  epistaxes, 
and  ecchymoses  on  mild  trauma.  Cirrhosis 
was  confirmed  on  liver  biopsy.  She  was 
under  treatment  with  tolbutamide,  thyroid 
medication,  and  antihypertensive  drugs. 
The  outstanding  features  on  physical  exam- 
ination were  the  ecchymoses,  a systolic 
cardiac  murmur,  splenic  and  liver  enlarge- 
ment, and  a tremor.  She  had  mild  anemia 
and  a striking  decrease  in  the  white  blood 
count  together  with  a low  platelet  count, 
although  eventually  the  white  blood  count 
rose  to  normal.  The  fasting  blood  sugar 
and  the  prothrombin  time  were  elevated. 
Her  sedimentation  rate  was  elevated. 
There  was  depression  of  the  alpha  2 globu- 
lin which  includes  haptoglobins.  A drop  in 
the  haptoglobins  might  be  related  to  the 

* Associate  Professor  in  Medicine,  Cornell  University 
Medical  College. 


cirrhosis  and  possibly  to  some  degree  of 
hemolysis.  The  normocytic  normochromic 
anemia  may  have  been  the  result  of  infec- 
tion. A blood  culture  should  have  been 
taken  in  the  presence  of  fever  and  particu- 
larly with  a very  low  white  blood  count 
which  is  sometimes  a manifestation  of  a 
bacteremia.  I raise  the  question  of  a sal- 
monella bacteremia  especially  in  view  of  the 
gastrointestinal  complaints.  At  the  same 
time  the  leukopenia  and  thrombocytopenia 
might  have  been  secondary  to  a drug  reac- 
tion, particularly  to  tolbutamide.  The  pa- 
tient apparently  recovered  during  this  ad- 
mission without  the  aid  of  antibiotics;  con- 
sequently, it  is  possible  that  the  elevation  in 
temperature,  the  diarrhea,  and  the  tremors 
could  have  been  related  to  the  thyroid 
medication. 

The  patient’s  second  hospital  admission 
was  necessitated  by  an  unexplained  short- 
ness of  breath  which  had  persisted  for  sev- 
eral weeks.  Another  important  symptom 
was  the  pain  in  the  right  external  malleolar 
region.  This  raises  the  question  of  possible 
subacute  bacterial  endocarditis,  manifested 
by  an  embolus  to  the  foot  with  a peripheral 
cellulitis.  Chills,  sweats,  and  burning  on 
urination  suggest  the  possibility  of  cystitis 
or  pyelonephritis,  particularly  since  the 
blood  cultures  grew  out  gram-negative 
organisms. 

The  patient  also  presented  evidence  of 
hepatic  decompensation  and  evidence  on  x- 
ray  examination  of  pneumonitis  at  the  left 
lung  base.  Could  we  review  the  x-ray  films 
at  this  time? 

John  Batillas,  M.D.:  Examination  of 

the  chest  at  the  time  of  the  first  admission 
demonstrated  a normal  cardiac  silhouette 
and  no  evidence  of  pleural  or  parenchymal 
lung  change. 

At  the  time  of  the  second  admission,  a 
pneumonic  infiltrate  was  observed  in  the 
left  lung  in  the  basilar  region  (Fig.  1).  The 
cardiac  silhouette  appeared  normal.  A flat 
plate  film  of  the  abdomen  showed  negative 
results. 

A follow-up  study  of  the  chest  one  week 
later  revealed  complete  resolution  of  the 
pneumonic  process  at  the  left  lung  base. 
Examination  of  the  abdomen  at  that  same 
time  demonstrated  some  gastric  dilatation. 

Dr.  Louria:  Is  the  heart  shown  to  be 

enlarged  on  these  later  films? 

Dr.  Batillas:  No,  I do  not  believe  so, 
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although  it  may  be  at  the  upper  limits  of 
normal. 

Dr.  Louria:  Is  there  any  evidence  of 

air  within  the  abdominal  cavity? 

Dr.  Batillas:  No. 

Dr.  Louria:  What  was  the  initial  im- 

pression with  regard  to  the  lesion  of  the  leg? 

Prem  Kamel  Gupta,  M.D.:  We  first 

thought  this  was  a thrombophlebitis. 

Dr.  Louria:  That  would  suggest  that 

the  lesion  in  the  lung  might  have  been  due 
to  a pulmonary  embolus,  but  the  patient 
was  short  of  breath  for  a considerable  period 
of  time  prior  to  the  ankle  symptoms. 

The  low  carbon  dioxide  combining  power 
might  have  been  related  to  the  alkalosis 
which  is  occasionally  associated  with  cirrho- 
sis or  might  have  been  due  to  a metabolic 
acidosis  associated  with  infection.  How- 
ever, we  cannot  make  this  distinction  since 
we  have  no  report  of  the  blood  pH.  The 
low  serum  sodium  and  chlorides  suggested  a 
dilution  syndrome  with  hepatic  failure. 

In  view  of  her  cirrhosis,  the  patient  was  a 
prime  candidate  for  superinfection,  both  be- 
fore and  after  admission.  It  is  important 
to  note  that  the  urine,  the  spinal  fluid,  and 
the  throat  cultures  all  grew  out  A.  aero- 
genes;  the  blood  culture  was  reported  to 
show  Friedlander’s  bacillus.  I assume  that 
all  these  organisms  were  actually  one  and 
the  same,  even  though  we  do  not  have 
further  information  about  their  typing. 

Isabel  Boman,  B.S.:  The  specific  quel- 

lung  antisera  available  commercially  will 
usually  only  determine  the  subgroup  1 or 
subgroup  2 of  Klebsiella  pneumoniae. 

Dr.  Louria:  I was  assuming  that  you 

had  found  K.  pneumoniae  of  a low  serotype 
in  the  blood  culture,  probably  a type  2,  and 
that  this  particular  organism  had  originally 
arisen  in  the  urinary  tract  because  a sero- 
type 2 would  be  commonly  expected  to 
originate  in  that  area.  In  any  event,  I 
have  assumed  that  the  organisms  grown  out 
from  all  four  sources  mentioned,  that  is  the 
blood,  urine,  spinal  fluid,  and  throat,  has 
been  acquired  outside  the  hospital. 

Mrs.  Boman:  Yes,  that  had  been  my 

impression  also.  These  cultures  were  taken 
early  in  the  patient’s  hospital  course,  and, 
therefore,  one  would  naturally  expect  the 
source  of  the  organism  to  have  been  a con- 
tact prior  to  admission.  Another  fact  that 
suggested  the  infection  had  originated  out- 
side the  hospital  was  that  the  organisms 


were  sensitive  to  cephalothin  and  Chloromy- 
cetin and  also  somewhat  sensitive  to  strep- 
tomycin and  tetracycline.  These  patterns 
of  sensitivity  are  far  more  likely  to  occur 
among  organisms  which  have  been  picked 
up  prior  to  hospitalization;  those  which  are 
picked  up  by  the  patient  after  admission  to 
the  hospital  usually  will  show  a consider- 
able increase  in  resistance  to  2 or  3 of  these 
antibiotics  which  I have  mentioned. 1 

Dr.  Louria:  I am  a little  confused 

about  the  findings  in  the  spinal  fluid. 
There  was  a spinal  fluid  culture  which 
showed  positive  results  and  increased  white 
blood  cells.  Certainly  the  pleocytosis  was 
in  excess  of  that  which  would  have  been 
caused  by  a traumatic  tap.  Unfortunately 
the  next  tap  was  bloody  and,  therefore,  was 
not  useful  for  further  evaluation  of  the 
central  nervous  system  problem. 

At  this  point  my  diagnosis  would  include 
cirrhosis  and  an  infectious  process,  most 
probably  a urinary  tract  infection,  and 
pneumonia  in  the  left  lower  lobe  of  the  lung. 
The  gastrointestinal  bleeding  was  no  doubt 
secondary  to  ruptured  esophageal  varices 
and  chronic  gastritis.  I see  no  evidence  for 
hepatoma.  If  a hepatoma  was  the  cause  of 
the  elevated  alkaline  phosphatase,  it  would 
also  be  likely  to  increase  the  bilirubin. 
Hemorrhage  into  the  peritoneal  cavity 
would  have  further  suggested  a hepatoma, 
but  there  was  no  abdominal  tap  to  confirm 
this.  I also  considered  disseminated  tuber- 
culosis which  is  not  an  uncommon  complica- 
tion in  these  patients,  but  I can  find  no  data 
supporting  this  possibility.  I see  no  reason 
to  entertain  such  diagnoses  as  disseminated 
carcinoma,  lymphoma,  or  polyarteritis.  It 
is  reasonable  to  suspect  some  additional 
systemic  underlying  disease  in  such  cases  as 
this;  these  might  include  lupus  erythema- 
tosus, thrombotic  thrombocytopenia  pur- 
pura, and  leukemia;  but  actually  there  is 
insufficient  evidence  to  consider  any  of 
these  diagnoses  seriously. 

In  view  of  the  organisms  involved,  tetra- 
cycline was  not  likely  to  be  helpful;  the 
chloramphenicol  certainly  would  be  useful 
although  possibly  aggravating  to  the  pan- 
cytopenia. The  penicillin  and  the  cephalo- 
thin should  have  been  effective,  although  I 
would  certainly  urge  a higher  dose  of  cepha- 
lothin than  was  used  in  this  instance. 

The  occurrence  of  a convulsion  suggests 
that  it  might  have  been  induced  by  the 
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large  amounts  of  penicillin  given  intrave- 
nously. Certainly  in  a patient  who  is  getting 
enormous  doses  of  penicillin,  the  onset  of 
muscular  twitching  should  be  a warning  of 
impending  convulsions  which,  on  occa- 
sion, have  been  fatal.  The  potassium  in 
the  penicillin  preparations  is  not  responsible 
for  these  seizures. 

The  focus  of  concern  in  the  terminal  pic- 
ture involves  the  gas  in  the  subcutaneous 
tissues  of  the  right  leg.  Were  the  white 
blood  cells  in  the  aspirated  material  further 
identified? 

Mrs.  Boman:  Yes,  smears  of  the  mate- 

rial were  examined  in  the  laboratory,  and 
numerous  polymorphonuclear  leukocytes 
were  seen. 

Dr.  Louria:  Does  anyone  recall  the 

odor  of  the  material  aspirated  from  the  leg? 

John  T.  Flynn,  M.D.:  I questioned  a 

number  of  the  resident  staff  who  were  pres- 
ent at  the  time,  and  none  of  them  could  re- 
call any  unusual  odor. 

Charles  M.  Karpas,  M.D.:  At  the 

time  of  autopsy  the  fluid  which  I observed 
in  this  area  had  no  odor. 

Dr.  Louria:  This  is  extremely  helpful 

since  Clostridia  infection  usually  imparts  a 
sweet  odor  to  the  fluid  and  does  not  produce 
a purulent  exudate.  If  the  odor  of  the 
aspirated  material  is  foul,  one  is  most  prob- 
ably dealing  with  an  anaerobic  infection. 
On  the  other  hand,  if  the  purulent  material 
has  no  odor,  one  may  be  dealing  with  an 
anaerobic  streptococcus  or  an  enterococcus. 
A gram-negative  bacterial  infection  may 
produce  an  odorless  or  a foul-smelling  exu- 
date. If  a group  A beta  hemolytic  strepto- 
coccus infection  had  been  responsible,  would 
it  not  have  been  more  effectively  controlled 
by  penicillin  or  cephalothin?  I do  not  be- 
lieve that  a streptococcal  myositis  was  pres- 
ent since  I would  expect  less  gas  and  more 
obvious  muscle  involvement.  A subcu- 
taneous gas-forming  infection  is  not  likely 
to  be  fungal,  and  certainly  a staphylo- 
coccus in  this  type  of  infection  is  quite  rare. 
Salmonella  can  also  produce  this  type  of 
lesion,  albeit  rarely. 

I would  have  to  fall  back  on  the  notion 
that  the  most  likely  agent  of  infection  would 
be  a gram-negative  bacterium  and  would  be 
one  or  more  of  the  following:  E.  coli,  A. 

aerogenes,  Pseudomonas  aeruginosa,  or 
Herrella  mina,  singly  or  with  an  anaerobic 
streptococcus.  Any  of  these  organisms  can 


produce  a subcutaneous  infection  of  the 
type  described;  insidious  in  onset,  rapid  in 
progression,  and  quite  painful.'2  I do  not 
know  how  to  decide  which  of  the  4 gram- 
negative organisms  might  be  responsible. 
However,  all  previous  cultures  of  the 
pharynx,  blood,  urine,  and  spinal  fluid  grew 
out  bacteria  of  the  Aerobacter-Klebsiella 
group,  so  I would  blame  them  for  the  entire 
picture  of  infection.  In  view  of  the  cere- 
brospinal fluid  pleocytosis,  the  seizure,  and 
the  mental  abnormalities,  I would  suspect  a 
brain  abscess. 

Clinical  diagnoses 

1.  Laennec’s  cirrhosis  of  the  liver,  with 
ruptured  esophageal  varices 

2.  Pneumonia,  left  lower  lobe  of  the  lung, 
Friedldnder’s  type 

3.  Diabetes  mellitus 

4.  Severe  septicemia  with  cellulitis  and 
subcutaneous  gas  formation,  right  lower  ex- 
tremity 

Dr.  Louria’s  diagnoses 

1 . Cirrhosis  of  the  liver 

2.  Esophageal  varices  with  massive  gas- 
trointestinal bleeding 

3.  Septicemia,  severe,  with  gram-negative 
and  anaerobic  streptococcal  cellulitis 

4.  ? Brain  abscess 

Pathologic  report 

Basil  Moumgis,  M.D.:  At  postmortem 

examination  we  were  presented  with  an 
obese,  jaundiced,  and  middle-aged  female. 
Because  of  the  obesity,  the  lower  extrem- 
ities appeared  asymmetrical.  There  was, 
however,  a blotchy,  purplish-red  indurated 
area  involving  the  entire  lateral  aspect  of 
the  right  thigh,  calf,  and  ankle.  Consider- 
able crepitation  was  evident.  Section 
through  the  inflamed  area  revealed  yellow 
purulent  material  extending  diffusely 
through  the  subcutaneous  layer.  The 
edematous  fasciae  overlying  the  muscles 
were  intact.  We  were  unable  to  demon- 
strate muscle  necrosis  or  evidence  of  gelat- 
inous debris.  There  was  no  odor  to  the 
exudate  from  this  area.  Culture  of  this 
material  grew  out  Klebsiella  species  show- 
ing sensitivities  similar  to  those  of  the  ante- 
mortem cultures. 


November  1,  1967  / New  York  State  Journal  of  Medicine  2857 


FIGURE  2.  (A)  Section  of  skin  from  area  of  cellulitis  showing  edema  and  subepidermal  collections  of  gas 
(vesiculae).  (B)  Section  of  lower  dermis  and  subcutaneous  tissue  showing  swollen  connective  tissue  bun- 
dles, diffuse  edema,  and  infiltration  with  inflammatory  cells.  (C)  Section  of  markedly  thickened  fascia 
overlying  intact  striated  muscle. 


Multiple  sections  of  the  areas  of  cellulitis 
taken  for  microscopic  study  revealed 
marked  edematous  changes  within  the  epi- 
dermis. There  were  numerous  subepider- 
mal vesiculae  associated  with  foci  of  bul- 
lous-like changes  (Fig.  2A).  Numerous 
mononuclear  and  polymorphonuclear  leu- 
kocytes were  scattered  throughout  and 
especially  prominent  about  the  blood  ves- 
sels. The  edematous  changes  and  fibrino- 
purulent  exudate  extended  into  the  sub- 
cutaneous tissue  and  fascia.  The  con- 
nective tissue  bundles  were  swollen  and 
imparted  a homogeneous  eosinophilic  ap- 
pearance (Fig.  2B).  Despite  this  extensive 
involvement,  the  striated  muscles  were 
remarkably  intact  and  showed  no  evidence 
of  necrosis,  although  slight  sarcolemma 
proliferation  and  interstitial  edema  were 
noted  (Fig.  2C). 

The  liver  was  coarsely  nodular  and 
weighed  2,500  Gm.  Microscopic  examina- 
tion showed  numerous  fibrous  tissue  septae 
dividing  the  parenchyma  into  nodules  of 
varying  sizes.  The  portal  tracts  were  al- 
most all  fibrosed,  although  there  was  con- 
spicuous bile  duct  proliferation  and  mono- 
nuclear cell  infiltration.  Hyaline  bodies 
were  not  identified;  however,  fatty  meta- 
morphosis was  prominent.  The  cirrhosis 
was  associated  with  1,000  ml.  of  ascitic  fluid 
within  the  abdominal  cavity.  Esophageal 
varices  with  erosions  were  prominent,  and 
there  was  pronounced  gastrointestinal 
hemorrhage. 

The  stomach  also  exhibited  superficial 
mucosal  ulcerations. 

The  heart  was  slightly  enlarged  weighing 
450  Gm.  Other  than  slight  left  ventricular 
hypertrophy,  there  were  no  myocardial  le- 


sions. The  valves  and  leaflets  were  free  of 
vegetations  and  other  abnormalities. 

Both  lungs  were  quite  congested  with 
multiple  areas  of  consolidation  throughout, 
most  prominently  in  the  lower  lobes.  A 
considerable  amount  of  purulent  exudate 
could  be  expressed  from  the  cut  surfaces. 
Microscopic  examination  showed  marked 
and  diffuse  bronchopneumonia  character- 
ized by  a mononuclear  inflammatory  cell 
infiltrate  (Fig.  3).  Only  an  occasional  poly- 
morphonuclear leukocyte  was  identified. 
There  were  many  foci  of  necrosis  with  ab- 
scess formation  consisting  primarily  of 
mononuclear  inflammatory  cells.  This 
type  of  inflammation  is  consistent  with  a 
Friedlander’s  pneumonia  which  was  con- 
firmed by  postmortem  cultures.  These 
grew  out  a Klebsiella  (Friedlander’s)  species 
identical  with  the  organisms  isolated  from 
the  subcutaneous  abscess  in  the  right  lower 
extremity. 

The  kidneys  revealed  an  arteriolar 
nephrosclerosis,  the  so-called  hypertensive 
kidney.  Both  afferent  and  efferent  arteri- 
oles were  moderately  involved.  There  was 
no  appreciable  evidence  of  an  acute  or 
chronic  inflammatory  process  involving 
either  the  renal  pelves  or  ureters. 

The  bladder,  however,  was  the  site  of  a 
moderate  amount  of  chronic  inflammatory 
changes.  Of  particular  interest  was  the 
demonstration  of  a right  perinephritic  ab- 
scess over  the  anterior  aspect  of  the  right 
kidney.  The  lesion  measured  2.5  cm.  in 
diameter.  Again,  a Klebsiella  species  was 
cultured  from  this  material  and  was  identi- 
cal to  the  organism  isolated  from  the  lung 
and  extremity.  Microscopic  sections 
through  the  perinephritic  abscess  revealed  a 
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FIGURE  3.  Section  of  lung  with  marked  mono- 
nuclear cell  infiltrate  with  focal  necrosis  (Fried- 
lander's  pneumonia). 


marked  infiltrate  of  polymorphonuclear 
leukocytes  which  extended  irregularly  into 
the  renal  capsule  but  without  appreciably 
involving  the  cortex. 

Unfortunately,  we  were  not  granted  per- 
mission to  examine  the  cranial  contents  and, 
therefore,  are  unable  to  render  any  opinion 
on  the  possibility  of  a brain  abscess.  A 
considerable  portion  of  the  spinal  cord  was 
removed  however,  but  there  was  no  gross  or 
microscopic  evidence  of  an  inflammatory 
process. 

Mrs.  Boman:  It  is  interesting  that  we 

were  able  to  identify  a great  number  of 
streptococci  in  chains  on  the  smear  of  the 
subcutaneous  aspirate,  but  these  could  not 
be  cultured  out. 

Dr.  Louria:  It  is  quite  possible  that 

these  streptococci  were  penicillinase  pro- 
ducers and  thus  locally  could  nullify  the 
effects  of  large  doses  of  penicillin.  It  is 
quite  true,  of  course,  that  we  can  very  fre- 
quently see  large  numbers  of  such  orga- 
nisms on  a smear  and  yet  are  unable  to  grow 
them  in  culture.  The  material  requires 
careful  handling  from  the  beginning.3 

Dr.  Karpas:  I was  very  much  aware  of 

this  fact  and  at  the  time  of  autopsy  im- 
mediately inoculated  the  purulent  material 
into  thioglycolate  media;  but  in  spite  of 
this  effort,  we  still  could  not  grow  out 
anaerobic  streptococcus. 

Dr.  Louria:  Incidentally,  I think  it  un- 

likely that  the  infection  in  the  area  of  the 
kidney  was  the  primary  one  from  which  the 
organism  disseminated.  It  seems  more 
likely  that  the  abscess  in  the  area  of  the  kid- 
ney was  secondary  to  the  septicemia. 

November 


Dr.  Karpas:  Is  it  possible  that  the  pa- 

tient’s previous  gastrointestinal  symptoms 
might  have  been  due  to  a low-grade  Klebsi- 
ella enteritis  and  that  this  erupted  into  a 
generalized  infection?4 

Dr.  Louria:  Yes,  this  is  possible  since 

this  type  of  patient  was  a prime  candidate 
for  superinfection.  However,  the  long  in- 
terval without  gastrointestinal  symptoms 
militates  against  this.  We  still  have  no 
clear  explanation  as  to  why  the  Klebsiella 
would  localize  in  the  region  of  the  right 
ankle  following  hematogenous  spread. 

Dr.  Flynn:  There  was  an  old  saying  in 

medicine  that  any  area  of  local  trauma 
could  be  a “locus  minoris  resistentiae” 
where  circulating  bacteria  could  lodge. 
Certainly  the  patient  had  a history  of  many 
ecchymoses  on  previous  admissions  and 
perhaps  the  ankle  was  either  the  area  of  a 
small  ecchymosis  or  a site  of  minor  trauma 
where  the  bacteria  eventually  multiplied. 

Dr.  Louria:  Yes,  that  idea  certainly  is 

current  and  no  doubt  pertinent  to  this  case, 
particularly  since  there  was  no  external  sign 
of  a penetrating  injury  in  that  area. 

Paula  Seiler,  M.D.:  I wonder,  Dr. 

Louria,  how  often  one  can  expect  Klebsiella 
to  produce  gas  in  the  subcutaneous  tissues? 

Dr.  Louria:  Klebsiella  is,  of  course,  not 

commonly  reported  as  a cause  of  subcuta- 
neous inflammation  with  gas.5  But  I 
would  strongly  urge  you  to  keep  in  mind  the 
fact  that  subcutaneous  inflammation  with 
gas  formation  can  be  caused  by  any  gram- 
negative organism.  Furthermore,  these 
organisms  are  responsible  for  gas  infections 
more  commonly  than  are  Clostridia  (gas- 
gangrene  bacilli),  and  the  patients  affected 
almost  uniformly  have  other  debilitating 
disease. 

Anatomic  diagnoses 

1.  Gram-negative  speticemia  with  Fried- 
lander's  pneumonia,  right  perinephritic  ab- 
scess, and  cellulitis  of  right  lower  extremity 
(Klebsiella- Aerobacter  group) 

2.  Portal  cirrhosis  of  the  liver,  with  transi- 
tion to  post-necrotic  cirrhosis,  with  ascites, 
esophageal  varices,  gastric  ulceration,  and 
gastrointestinal  hemorrhage 
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One  big  pill  for  three 


Isoniazid  given  in  a single  daily  dose  may  be 
the  answer  to  preventing  tuberculosis  patients 
from  skipping  their  daily  medicine.  The  single 
dose  proved  as  satisfactory  therapeutically  as 
the  same  amount  of  the  drug  in  divided  doses 
three  times  a day  among  a group  of  tuberculosis 
patients  with  minimal  or  moderately  advanced 
disease,  according  to  a report  of  a cooperative 
study  in  25  Veterans  Administration  hospitals. 
Furthermore,  it  is  easier  to  remember  one  pill 
than  three. 

This  report,  prepared  by  L.  Hyde,  M.D.,  and 
published  in  a recent  issue  of  the  American 
Review  of  Respiratory  Disease,  states  that  the 
study  group  consisted  of  208  patients  with 
noncavitary  tuberculosis  who  were  randomly 
assigned  to  one  or  two  drug  regimens:  300  mg. 
of  isoniazid  administered  once  a day  in  the  morn- 
ing (109  patients)  or  100  mg.  of  isoniazid  three 


4.  Karpas,  C.  M.,  and  Boman,  I.:  The  significance  of 
Klebsiella  enteritis.  A study  of  7 cases.  Am.  J.  Clin.  Path. 
46:  632  (Dec.)  1966. 

5.  Clifford,  N.  J.,  and  Katz,  I.:  Subcutaneous  emphy- 
sema complicating  renal  infection  by  gas-forming  coliform 
bacteria,  New  England  J.  Med.  266:  437  (1962). 


times  a day  (99  patients).  Although  the  study 
extended  for  six  months,  39  per  cent  of  the  first 
group  and  36  per  cent  of  the  second  dropped  out 
before  it  was  completed. 

By  four  months  of  therapy,  31  per  cent  of  the 
single-dose  group  showed  marked  improvement 
on  x-ray  film  and  32  per  cent  on  the  divided- 
dose  regimen;  by  the  sixth  month,  the  figures 
were  38  and  31  per  cent,  respectively.  At  the 
end  of  the  fourth  month,  the  rates  of  conversion 
from  sputum  positive  for  tubercle  bacilli  to 
negative  were  92  per  cent  in  the  once-a-day 
group  and  88  per  cent  in  the  three-a-day  group. 

Within  the  limitations  observed,  all  the  data 
indicate  that  for  the  patient  population  de- 
scribed, a single  daily  dose  of  300  mg.  of  isoniazid 
was  therapeutically  equivalent  to  isoniazid 
given  as  100  mg.  three  times  a day.  The  single 
daily  dose  of  isoniazid  could  well  be  adopted  as 
the  preferred  method  of  administration  and, 
because  of  less  frequent  administration,  this 
would  reduce  the  likelihood  of  the  omissions  of 
individual  doses  of  the  drug. 
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LEAD  2 CONTINUOUS  TRACING 


QUESTION  10.  What  is  the  rhythm? 


Electro- 
cardiograms 
of  Month 


ELUCIDATION 


Question  9.  The  electrocardiogram 
dated  7/29/60  shows  a QRS  duration  of 

0. 14  second.  There  is  no  Q wave  in  leads 

1,  aVl,  leads  V4  to  V6;  the  R wave  is  slurred 
and  notched  in  leads  V5  and  V6.  These 
findings  are  characteristic  of  left  bundle 
branch  block.  Of  interest  is  the  upwardly 
bowed,  elevated  S-T  segments  in  leads  II, 
III,  aVf,  and  V5.  This  S-T  elevation  is 
unusual  in  left  bundle  branch  block  and 
could  indicate  acute  myocardial  infarction. 
This  diagnosis  is  further  suggested  by  the 
deep  symmetrical  T-wave  inversions  seen 
on  8/8/60  in  leads  II,  III,  aVf,  V5,  and  V6. 
The  T wave  is  now  peaked  in  V3.  The 
clinical  findings  confirmed  the  diagnosis  of 
acute  myocardial  infarction.  Usually  when 
left  bundle  branch  block  is  present,  the 
electrocardiographic  changes  of  infarction 


are  masked.  In  this  patient,  the  elec- 
trocardiographic changes  confirmed  the 
clinical  diagnosis  of  infarct,  despite  the 
presence  of  left  bundle  branch  block 
pattern. 

Question  10.  In  the  top  strip  the 
P waves  are  inverted.  The  P-R  interval 
is  0.15  second.  In  the  second  strip  the 
first  QRS  complex  is  not  preceded  by  a P 
wave  and  is  somewhat  aberrant  in  con- 
figuration. The  next  two  beats  are  pre- 
ceded by  upright  P waves;  the  inverted  P 
waves  then  return. 

The  diagnosis  is  coronary  sinus  rhythm 
with  pacemaker  shifting  transiently  to 
sinus  node.  The  first  beat  in  strip  2 is  of 
nodal  origin  with  a P wave  buried  in  the 
QRS  causing  the  QRS  to  appear  aberrant. 
Sinus  bradycardia  then  supervenes  for 
two  beats,  and  the  coronary  sinus  mech- 
anism returns  at  a slightly  more  rapid 
rate.  This  type  of  rhythm  may  be  seen  in 
the  absence  of  heart  disease.  This  was  an 
electrocardiogram  of  a sixteen-year-old 
boy  with  an  innocent  murmur. 
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Case  Reports 


Marfan’s  Syndrome  with 
Rupture  of  Spleen  and 
Cystic  Medionecrosis 
of  Splenic  Artery 
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Brooklyn,  New  York 

Director,  Department  of  Surgery  (Dr. 
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Marfan’s  syndrome,  or  better  the  Mar- 
fan syndrome,  as  preferred  by  McKusick,1 
is  a relatively  uncommon  disorder  of  con- 
nective tissue,  probably  caused  by  a fun- 
damental defect  of  that  tissue.  It  is  fre- 
quently familial  and  congenital,  trans- 
mitted by  a dominant  trait.  There  have 
been  reported  350  cases  of  Marfan’s 
syndrome  described  in  the  literature  to 
1956.  Many  detailed  descriptions  of  the 
typical,  atypical,  and  forme  fruste  features 
have  been  given  by  numerous  authors.2,3 

The  purpose  of  this  study  is  to  present 
another  case  of  this  disease  with  the  diag- 
nostic problem  of  a perforated  peptic  ulcer 
versus  rupture  of  an  abdominal  aortic 
aneurysm.  This  case  reflects  the  unusual 
involvement  of  the  splenic  artery  by  medio- 
necrosis. A brief  summary  of  the  usual 
features  of  the  syndrome  follows. 

Arachnodactyly  was  first  described  in 
1896  by  Marfan  who  called  it  dolichosteno- 
melia.  Arhard  in  1902  called  it  arachno- 
dactyly, and  Salle  in  1912  reported  the 
first  case  associated  with  heart  disease  con- 
firmed by  autopsy.  Later,  in  1943,  Baer- 


Taussig  and  Oppenheimer  were  first  to  re- 
port cases  of  aneurysm  of  the  aorta  as- 
sociated with  arachnodactyly. 

The  disorder  is  reflected  in  lesions  in- 
volving principally  the  skeletal,  ocular, 
cardiac,  and  vascular  systems;  dispro- 
portionately long  extremities,  pectus  ex- 
cavatum  or  carinatum,  retinal  detach- 
ment, ectopia  lentis,  cataracts,  severe 
myopia,  aneurysms  of  the  aorta,  vascular 
and  septal  defects,  coarctation  of  the 
aorta,  and  dissection  of  the  aorta  and  other 
major  vessels  are  the  most  common  of 
them. 

This  report  is  limited  to  a description  of 
the  rare  lesion  of  the  splenic  artery. 

At  operation,  as  the  peritoneal  cavity 
was  opened,  a large  amount  of  blood,  both 
old  and  fresh,  was  encountered.  The  in- 
cision was  extended  so  that  rapid  ex- 
ploration could  be  carried  out  to  control 
the  bleeding  as  quickly  as  possible.  It  was 
seen  that  the  bleeding  was  not  coming 
from  the  aorta,  which  ruled  out  the 
possibility  of  a dissecting  aneurysm  which 
had  ruptured.  To  the  surprise  of  the 
operator,  a tear  of  the  spleen  was  noted, 
with  fresh  blood  coming  from  the  spleen. 
A splenectomy  was  quickly  carried  out. 

Blood  replacement  was  carried  out  dur- 
ing the  surgery,  and  additional  blood  was 
given  postoperatively.  The  only  com- 
plication postoperatively  was  a phlebitis  of 
the  right  lower  extremity. 

Case  report 

A white  man,  born  in  1928,  was  admitted 
to  this  hospital,  for  the  third  time,  in 
December,  1962.  He  was  a known  case  of 
Marfan’s  syndrome,  which  also  affected  at 
least  three  other  members  of  the  same 
family. 

He  had  first  been  admitted  in  1954 
following  an  accident  which  cost  him  the 
amputation  of  the  second  and  third  fingers 
of  his  right  hand.  He  had  again  been 
admitted  in  1959  for  an  attack  of  acute 
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FIGURE  1.  (A)  Splenic  artery  showing  breakdown  and  disappearance  of  elastica.  Only  fragments  left  in 
elastic  lamellae.  (B)  Same  as  (A).  Also  shows  some  lacunar  formation  in  media. 


appendicitis.  An  appendectomy  was  per- 
formed, and  the  patient  was  discharged. 

He  had  been  virtually  asymptomatic 
until  December,  1962,  when,  while  working 
at  home  screwing  a towel  rack  on  a door, 
he  noted  a rather  sudden  onset  of  severe 
epigastric  pain  radiating  up  to  his  left  side  of 
the  chest  and  shoulder.  The  pain  increased 
in  intensity  a few  hours  later,  and  the  pa- 
tient was  seen  at  the  hospital  in  extreme 
distress. 

Physical  examination  revealed  a tall, 
slender,  white  man,  acutely  ill.  His  height 
was  estimated  to  be  about  6 feet,  3 inches. 
The  bones  of  the  skull  and  face  were  af- 
fected with  resulting  dolichocephaly.  The 
right  eye  had  been  removed  several  years 
ago  for  retinal  detachment,  and  advanced 
cataract  of  the  left  eye  was  noted.  For 
several  years,  the  patient  had  worn  glasses 
for  severe  myopia.  There  was  a pro- 
nounced pectus  excavatum.  The  lungs 
were  clear.  The  heart  was  not  enlarged. 
However,  a rather  loud  systolic  murmur 
not  accompanied  by  a thrill  was  audible 
in  the  second  and  third  interspaces  to 
the  left  of  the  sternum.  The  blood  pres- 


sure was  80/50.  The  abdomen  showed 
rebound  tenderness  and  rigidity  over  the 
epigastrium.  The  spleen  and  liver  were 
not  palpable.  The  extremities  were  dis- 
proportionately long  with  elongated  fingers 
and  toes  and  subsequent  arachnodactyly. 
Muscular  development  was,  on  the  whole, 
rather  poor  and  the  reflexes  hypoactive. 
An  electrocardiogram  showed  an  incom- 
plete right  bundle-branch  block.  X-ray 
films  demonstrated  an  essentially  normal 
chest,  except  that  the  aorta  was  somewhat 
elongated  but  not  dilated.  Flat  and  erect 
films  of  the  abdomen  revealed  marked 
scoliosis  of  the  lumbar  spine  with  the  con- 
vexity to  the  left. 

Blood  studies  showed  a hemoglobin  of 
13  Gm.  per  100  ml.  and  hematocrit  37. 
Shortly  after  the  hemoglobin  dropped  to  11 
Gm.  per  100  ml.  and  the  hematocrit  to  36. 
The  possibility  of  a perforated  peptic  ulcer 
rather  than  a traumatic  rupture  of  the 
aorta  was  considered  most  likely. 

An  emergency  exploratory  laparotomy 
was  performed  which  revealed  rupture 
of  the  spleen.  A splenectomy  followed. 

The  patient  was  requestioned  regarding 
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trauma,  and  he  now  gave  the  history  of  a 
fall  in  the  street,  which  he  had  sustained 
approximately  ten  days  before  this  ad- 
mission and  during  which  he  hit  the  left 
side  of  his  body,  but  he  had  remained 
asymptomatic  thereafter. 

Pathology  abstract* 

Pathologic  report  of  the  removed  spleen 
was  as  follows:  The  spleen  measured 

12  by  9 by  5 cm.  and  weighed  328  Gm. 
The  capsule  was  slate  gray,  smooth,  and 
glistening.  The  parenchyma  was  dark  red 
and  semifirm.  Approximately  25  per  cent 
of  the  splenic  tissue  was  torn  distorting 
certain  anatomic  landmarks. 

The  pathologic  diagnosis  included:  (1) 

laceration  of  the  spleen,  (2)  splenomegaly 
due  to  Marfan’s  disease,  and  (3)  medial 
cystic  necrosis  of  the  splenic  artery  (Fig.  1). 

Results 

The  patient’s  condition  was  complicated 
several  days  postoperatively  by  phlebitis 
of  his  right  lower  extremity.  A few  days 

* Given  by  Israel  Diamond,  M.D.,  Director  of  the  Depart- 
ment of  Pathology,  who  was  helpful  in  reviewing  the  tissue 
sections. 


Respiratory  illness 
in  school  absentees 


Acute  respiratory  illness  was  the  leading 
cause  of  absences  among  3,102  children  during 
the  1964  to  1965  school  year,  accounting  for  more 
than  one  third  of  the  total  absences  and  absentee 
days.  The  children,  kindergartners  to  twelfth 
graders,  attended  three  schools  in  a stable, 
middle-class  section  of  Nebraska. 

G.  S.  Saliba,  M.D.,  W.  P.  Glezen,  M.D.,  and 
T.  D.  Y.  Chin,  M.D.,  writing  in  a recent  issue  of 
American  Review  of  Respiratory  Diseases,  stated 
that  “sore  throat”  and  “common  cold”  com- 
prised approximately  90  per  cent  of  340  cases 


later,  he  complained,  for  the  first  time, 
of  precordial  pain  of  the  type  of  angina. 
There  were  no  abnormal  physical  findings. 
Repeated  x-ray  films  of  the  chest  did  not 
show  pathognomonic  findings.  The  pa- 
tient was  treated  for  phlebitis  with  pen- 
icillin and  anticoagulants  and  was  dis- 
charged twenty-five  days  after  the  ad- 
mission in  satisfactory  condition. 

Summary 

One  case  of  Marfan’s  syndrome  is  pre- 
sented in  this  study.  Three  other  members 
of  the  same  family  were  also  affected  by  the 
same  disorder.  The  patient  was  admitted 
with  the  symptoms  of  an  acute  condition 
of  the  abdomen.  Surgical  intervention  re- 
vealed rupture  of  the  spleen,  and  pathology 
reported  cystic  necrosis  of  the  splenic 
artery. 
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a 10  per  cent  random  sample  of  the  absentees 
Febrile  illness  was  found  in  20  per  cent  of  the 
sample;  the  average  duration  of  illness  was  3.8 
days. 

Eighty  agents  pathogenic  to  the  respiratory 
tract  were  recovered  from  77  subjects,  24  per 
cent  of  the  sample.  Beta  hemolytic  strep- 
tococci accounted  for  more  than  half  the  iso- 
lates; they  were  associated  mainly  with  pharyn- 
geal complaints  and  most  frequently  infected 
children  in  the  younger-age  group. 

Viral  agents  comprised  40  per  cent  of  the 
isolates.  The  most  common  were  myxoviruses, 
followed  in  frequency  by  adenoviruses,  herpes- 
virus hominis,  and  picornaviruses.  Adenovirus 
type  4 was  recovered  from  4 children  with  acute 
respiratory  illness  who  had  no  known  contact 
with  military  personnel. 
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Growth  of  Sternal 
Tumor  Mass  Following 
Bone  Marrow  Aspiration 


FIGURE  1.  Sternal  tumor  mass  at  site  of  marrow 
aspiration. 
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T HE  INFREQUENT  COMPLICATIONS  of  bone 
marrow  aspiration  that  have  been  described 
include  hemorrhage1  and  cardiac  tampon- 
ade.1,2 We  have  observed,  in  a patient 
who  had  a sternal  marrow  aspiration  for 
investigation  of  metastatic  disease,  local 
spread  and  growth  of  malignant  cells  at 
the  site  of  aspiration.  To  the  best  of  our 
knowledge,  this  observation  has  not  been 
previously  reported. 

Case  report 

A seventy-year-old  white  male  was  ad- 
mitted to  Maimonides  Medical  Center  on 
March  31,  1966,  for  evaluation  of  a left 
axillary  mass.  During  the  two  months 
preceding  admission,  he  had  anorexia, 
weakness,  a 15-pound  weight  loss,  and  an 
episode  of  hematuria  lasting  one  week. 
On  physical  examination,  a firm,  tender, 
fixed  mass  6 cm.  in  diameter  was  noted 
over  the  sixth  and  seventh  ribs  in  the  left 
axilla.  A chest  film  and  a skeletal  survey 
revealed  a destructive  process  involving 


the  seventh  rib.  An  intravenous  pyelogram 
showed  no  function  of  the  right  kidney. 
A needle  aspiration  of  the  rib  mass  and  an 
open-rib  biopsy  showed  sheets  of  clear 
cells  suggestive  of  metastatic  renal  car- 
cinoma. A sternal  marrow  aspiration  with 
a 16-gauge  needle  on  April  15,  1966,  showed 
increased  megakaryocytes,  increased 
plasma  cells,  and  moderately  hypoplastic 
marrow.  The  diagnosis  of  metastatic  renal 
carcinoma  was  made,  and  the  patient  was 
started  on  testosterone,  one  300-mg.  intra- 
muscular injection  per  week.  He  was 
discharged  on  May  1,  1966,  and  followed 
in  the  oncology  clinic. 

A pea-sized  nodule  had  been  noted  at 
the  site  of  sternal  marrow  aspiration  on  the 
day  after  the  procedure.  The  patient 
noted  the  continued  growth  of  the  nodule 
into  a discrete  firm  mass  over  a period  of 
about  six  weeks.  On  July  7,  1966,  the  pa- 
tient was  admitted  to  the  Coney  Island 
Hospital.  Radiation  therapy  of  a total  of 
3,780  r was  applied  to  the  axillary  mass. 
A right  nephrectomy  was  done  revealing  a 
hypernephroma.  The  patient  was  dis- 
charged on  August  15,  1966.  He  was  re- 
admitted on  September  27,  1966.  The 
sternal  mass,  which  was  now  about  5 cm. 
in  diameter  (Fig.  1),  was  biopsied  on  No- 
vember 9,  1966,  and  microscopic  sections 
showed  sheets  of  clear  cells  characteristic  of 
renal  cell  carcinoma.  A roentgenogram 
of  the  sternum  showed  a destructive  proc- 
ess. A course  of  nitrogen  mustard  ther- 
apy, 0.4  mg.  per  kilogram,  in  a single 
intravenous  dose  of  20  mg.,  was  given. 
Subsequently  the  patient  expired  from 
other  complications  of  his  extensive  malig- 
nant tumor. 
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Comment 

The  temporal  relationship  of  the  ap- 
pearance of  the  sternal  tumor  mass  follow- 
ing the  marrow  aspiration  seems  to  be  more 
than  coincidental.  The  rapid  appearance 
of  a nodule,  one  day  after  the  sternal 
marrow  aspiration,  suggests  the  role  of 
postaspiration  hemorrhage  in  facilitating 
local  spread  of  malignant  cells.  A channel 
or  tract  created  by  the  aspirating  needle 
could  also  have  allowed  malignant  cells  to 
reach  the  anterior  chest  wall.  This  ex- 
tremely rare  complication  of  bone  marrow 
aspiration,  in  a patient  with  metastatic 


Healing  with  zinc  sulfate 


In  a study  involving  20  men  with  granulating 
wounds,  10  treated  and  10  controls,  oral  medica- 
tion with  zinc  sulfate  accelerated  healing  in  43 
per  cent.  This  study  was  undertaken  by  W.  J. 
Pories,  M.C.,  et  al.,  and  published  in  a recent 
issue  of  Annals  of  Surgery  after  it  was  discovered 
that  healing  was  markedly  accelerated  in  rats 
accidentally  exposed  to  a diet  high  in  zinc  con- 
tent. 

Use  of  zinc  as  a topical  medication  dates  back 
to  Egyptian  medicine,  and  its  use  continues  as 
zinc  oxide,  zinc  sulfate,  and  zinc  stearate.  Zinc 
deficiency  may  be  a common  problem  in  patient 
populations.  Patients  with  severe  burns  de- 
velop significant  zinc  deficiencies,  and  it  is  possi- 
ble that  other  patients  have  inadequate  stores  to 
meet  the  demands  of  healing. 

After  it  was  found  that  wounds  formed  by  ex- 
cision of  pilonidal  sinuses  in  airmen  were  satis- 


carcinoma, has  not,  to  our  knowledge,  been 
previously  recorded. 

Summary 

A case  of  local  spread  and  growth  of 
malignant  cells  at  the  site  of  a sternal 
bone  marrow  aspiration  is  reported  in  a 
patient  being  investigated  for  metastatic 
disease. 
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factory  for  healing  studies,  20  such  otherwise 
healthy  patients  were  selected.  All  continued 
their  usual  diet  during  the  experiment.  The  10 
treated  patients  were  given,  in  addition,  a cap- 
sule containing  220  mg.  zinc  sulfate  three  times  a 
day. 

The  wounds  of  patients  getting  the  medication 
were  healed  34.3  days  earlier  than  the  controls 
even  though  their  initial  wounds  were  almost 
twice  as  large.  Acceleration  was  also  shown  in 
the  rate  of  wound  closure.  The  control  pa- 
tients’ wounds  closed  at  the  rate  of  0.44  ml.  per 
day,  whereas  the  treated  patients’  wounds  closed 
at  the  rate  of  1.25  ml.  per  day,  or  almost  three 
times  faster.  The  wounds  of  the  treated  group 
showed  clearer,  pinker,  and  healthier  granula- 
tions than  the  patients  not  given  zinc,  with  much 
less  purulent  exudate. 

The  effects  of  this  therapy  were  greatest  dur- 
ing the  second  half  of  the  healing  period,  in  the 
epithelization  phase.  This  acceleration  of  epi- 
thelization  may  be  related  to  zinc  stores  in  the 
skin. 
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One  of  the  rare  manifestations  of  tuber- 
culosis is  the  involvement  of  the  endo- 
cardium. This  is  usually  seen  in  associa- 
tion with  generalized  miliary  tuberculosis 
in  the  form  of  single  or  multiple  miliary 
lesions  of  the  parietal  or  valvular  endo- 
cardium. 

An  even  rarer  manifestation  is  the  forma- 
tion of  tuberculomas  on  the  endocardial 
surfaces  with  or  without  involvement  of 
the  underlying  myocardium.  These  can 
be  secondary  to  myocardial  or  pericardial 
tuberculomas  which  extend  to  involve  one 
of  the  chambers,  or  primary  myocardial 
lesions  arising  in  and  limited  to  the  thick- 
ened endocardium.  Cases  of  endocardial 
tuberculomas  without  myocardial  involve- 
ment have  been  presented  in  sporadic  re- 
ports. 1,2 

It  is  the  purpose  of  this  report  to  present 
another  occurrence  of  endocardial  tuber- 
culosis with  multiple  tuberculomas  and 
miliary  lesions  in  a case  of  disseminated 
subacute  miliary  tuberculosis  which  was 
seen  as  a case  of  severe  congestive  heart 
failure. 

Case  report 

A fifty-nine-year-old  Negro  electronic 
technician  was  admitted  for  the  fourth  and 
last  time  on  August  3,  1965,  because  of 
weakness,  shortness  of  breath,  weight  loss, 
and  a draining  scrotal  abscess. 

His  medical  history  dated  back  to  June, 
1963,  when  he  was  admitted  for  the  first 


time  with  malaise,  progressive  shortness 
of  breath,  and  generalized  edema  of  six 
months  duration.  Three  days  prior  to 
admission  he  had  complained  of  chest  pains, 
increasing  cough,  and  “bloody  sputum.” 
He  had  been  in  good  health  up  to  this 
period.  On  physical  examination,  he  ap- 
peared in  respiratory  distress  with  blood 
pressure  150/100,  pulse  92  per  minute, 
respiration  22  per  minute,  and,  temperature 
101  F.  There  were  markedly  distended 
neck  veins,  rhonchi  and  moist  rales  over 
the  chest,  an  apical  systolic  murmur,  and  a 
diastolic  gallop.  The  heart  was  enlarged. 
The  abdomen  was  distended  with  probable 
ascites.  The  liver  and  spleen  were  not 
palpable.  Chest  x-ray  revealed  bilateral 
pulmonary  infiltrates  thought  to  represent 
pulmonary  infarcts.  There  was  marked 
cardiomegaly  with  vascular  and  paren- 
chymal congestion.  Hemogram  was  within 
normal  limits.  There  was  2 plus  albumin 
with  20  to  30  white  blood  cells  per  high- 
power  field  and  occasional  red  blood  cells 
in  the  urine.  Blood  urea  nitrogen  was  31 
mg.  per  100  ml.,  blood  glucose  104  mg.  per 
100  ml.,  and  cholesterol  145  mg.  per  100  ml. 
He  was  initially  treated  for  severe  conges- 
tive failure  and  pulmonary  infarction. 
Antibiotics  were  added  when  pneumococci 
and  Escherichia  coli  were  recovered  from 
cultures  of  sputum  and  urine  respectively. 
During  hospitalization  he  showed  slow 
progress  with  onset  of  transient  jaundice 
which  subsided.  A needle  biopsy  of  the 
kidney  showed  focal  scarring  and  chronic 
inflammatory  changes.  The  general  con- 
dition of  the  patient  gradually  improved, 
the  pulmonary  infiltrates  resolved,  and  he 
was  discharged  six  months  after  admission. 

The  patient  was  able  to  return  to  work 
and  had  regular  check-ups,  digitalis,  and 
diuretics.  He  had  an  episode  of  transient 
hematuria  which  subsided  spontaneously, 
and  he  was  readmitted  in  January,  1965, 
for  increasing  severity  of  congestive  heart 
failure,  cardiac  dilatation,  and  valvular 
insufficiency.  He  was  treated  again  and 
discharged  fourteen  days  later. 

In  April,  1965,  there  were  signs  of  con- 
solidation in  the  upper  lobe  of  the  right 
lung.  The  patient  was  admitted  for  the 
third  time  in  severe  decompensation. 
Sputum  cultures  yielded  pneumococci,  and 
chest  x-ray  films  showed  cardiomegaly  and 
an  infiltrate  in  the  upper  lobe  of  the  right 
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lung  which  disappeared  with  penicillin. 
During  this  hospitalization,  he  developed 
an  episode  of  acute  orchitis  which  re- 
sponded to  local  heat  therapy.  His  cardiac 
status  improved  on  the  standard  regimen, 
and  he  was  again  discharged  to  the  clinic 
seven  weeks  after  admission. 

On  August  3,  1965,  he  was  admitted  for 
the  last  time.  He  had  had  a purulent  dis- 
charge from  the  scrotal  area  for  the  past 
four  days,  and  he  appeared  weak,  cachectic, 
and  chronically  ill.  Temperature  was 
96  F.,  blood  pressure  116/90,  pulse  80 
per  minute,  and  respiration  16  per  minute. 
The  lungs  were  clear  on  examination.  The 
heart  was  enlarged  with  a Grade  II  to  VI 
pansystolic  murmur  and  a systolic  gallop 
at  the  apex.  The  liver  was  enlarged. 
Ascites  was  thought  to  be  present.  There 
was  no  peripheral  edema.  A large  drain- 
ing scrotal  abscess  was  present.  The  right 
testicle  was  tender  and  markedly  enlarged. 
Chest  x-ray  films  revealed  parenchymal 
infiltrates  in  the  upper  lobe  of  the  right 
lung.  Significant  laboratory  findings  in- 
cluded white  blood  count  6,400  with  21  per 
cent  bands,  69  per  cent  segmented  neutro- 
phils, 2 per  cent  lymphocytes,  7 per  cent 
monocytes,  and  1 per  cent  basophils. 
There  was  3 plus  albumin  and  3 to  5 white 
blood  cells  per  high-power  field  in  the  urine. 
Blood  glucose  was  70  mg.  per  100  ml.,  blood 
urea  nitrogen  57  mg.  per  100  ml.,  total 
protein  5.9  Gm.  per  100  ml.,  with  albumin 
2.5  Gm.  per  100  ml.  and  globulin  3.4  Gm. 
per  100  ml.,  and  alkaline  phosphatase  7.4 
Bodansky  units.  A routine  culture  from 
the  scrotal  drainage  yielded  E.  coli.  The 
patient  followed  a steady  downhill  course 
and  expired  with  uremia  on  the  twenty- 
second  day  of  admission. 

The  clinical  diagnoses  were:  (1)  uremia 
secondary  to  chronic  glomerulonephritis, 
(2)  arteriosclerotic  heart  disease,  and  (3) 
scrotal  abscess  with  orchitis. 

Autopsy  showed  disseminated  miliary 
tuberculosis  involving  both  lungs,  liver, 
spleen,  pancreas,  both  kidneys,  prostate, 
seminal  vesicles,  epididymides,  lymph 
nodes,  and  bone  marrow.  The  right  tes- 
ticle was  enlarged,  cystic,  and  measured  7 
cm.  in  greatest  dimension.  On  section, 
there  was  a central,  rounded,  3-cm.  ab- 
scess, filled  with  greenish  pus.  The  sur- 
rounding testicular  tissues  were  firm  and 
fibrosed.  On  microscopic  examination 


FIGURE  1.  Heart  opened  to  show  ventricular  sur- 
faces of  left  side.  Large  tuberculoma  at  left  margin 
of  septum  bisected  to  show  cystic  changes.  Note 
minute  miliary  tubercles  on  surface  of  septum  and 
absence  of  clots. 


there  was  a poorly  defined  layering  of  an 
inner  necrotic  zone  with  enormous  numbers 
of  acid-fast  rods,  a middle  zone  with  gran- 
ulation tissues  and  epithelioid  cells,  and 
an  outer  zone  of  fibrous  connective  tissue. 
There  was  no  evidence  of  granulomas. 
Cultures  grew  a mixture  of  Mycobacterium 
tuberculosis  and  E.  coli.  The  left  testicle 
was  free  of  lesions. 

The  lungs,  in  addition  to  the  relatively 
small  numbers  of  miliary  tubercles, 
showed  some  calcific  caseous  lesions  as  did 
the  enlarged  hilar  lymph  nodes  on  both 
sides.  There  was  no  marked  fibrosis  or 
emphysema.  Microscopically  there  were 
mostly  giant  cell  tubercles  with  minimal 
caseation  and  clear-cut  peripheral  fibrosis 
of  varied  degree.  Only  very  occasional 
ones  were  completely  caseous. 

Additional  autopsy  findings  included 
pleural,  pericardial,  and  peritoneal  effu- 
sions, cachexia,  bronchopneumonia  of 
both  lower  lobes,  early  portal  cirrhosis  of 
liver,  and  occult  adenocarcinoma  of  the 
prostate.  The  brain  could  not  be  ex- 
amined. 

The  heart  was  enlarged  to  600  Gm.  The 
epicardium  was  smooth  and  glistening 
with  no  lesions.  The  coronary  arteries 
showed  only  minimal  arteriosclerotic 
changes,  and  there  was  no  evidence  of 
narrowing  or  occlusion.  The  myocardium 
was  thickened  and  flabby.  It  measured 
1.7  cm.  on  the  left  and  up  to  0.3  cm.  on 
the  right  side.  The  chambers  were  dilated. 
The  endocardial  surfaces  of  the  right  ventricle 
and  left  auricle  were  smooth  and  glistening 
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FIGURE  2.  Close-up  view  of  tuberculomas  adja- 
cent to  posterior  papillary  muscle.  Structure  in 
right  upper  corner  part  of  bisected  large  lesion. 


with  no  lesions.  The  left  ventricular  sur- 
faces on  both  the  septum  and  posterior  wall 
showed  multiple  more  or  less  oval-shaped, 
broad-based,  yellow-gray  lesions  lodged 
among  the  trabeculae  (Fig.  1).  The  lesions 
were  firmly  adherent  to  the  wall  and  soft, 
with  smooth,  glistening  surfaces,  and  meas- 
ured up  to  5 by  2 cm.  The  cut  surfaces 
were  homogeneous,  yellow,  and  friable. 
The  larger  lesions  showed  central  cystic 
areas  filled  with  slimy  opalescent  material. 
None  of  these  lesions  were  ulcerated,  and 
they  appeared  to  have  an  intact  lining. 
Some  of  the  larger  lesions  were  located 
adjacent  to  the  posterior  papillary  muscle 
and  just  beneath  the  posterior  leaflet  of  the 
mitral  valve  (Fig.  2).  Two  similar  masses 
were  found  in  the  right  auricle.  There  were, 
in  addition,  multiple  miliary  lesions  on  the 
endocardial  surfaces  of  the  left  ventricle 
that  measured  up  to  0.3  cm.  Both  auricu- 
lar appendages  were  dilated  but  showed  no 
lesions.  The  aortic  valve  measured  7.5 
cm.  in  circumference,  the  mitral  10  cm., 
the  tricuspid  14  cm.,  and  the  pulmonary  8 
cm.  All  the  cusps  and  valves  were  gener- 
ally thin  and  translucent  with  no  lesions. 

Microscopically,  the  larger  lesions  showed 
caseation  necrosis,  focal  hemorrhage,  and 
multiple  areas  of  calcification.  Some  were 
lined  by  a clear-cut  layer  of  endothelium, 
while  the  majority  had  no  lining,  and  the 
surface  was  quite  irregular  in  contrast  to 
their  gross  appearance,  probably  the  result 
of  artifact.  At  the  base  of  these  lesions, 
there  were  areas  of  fibrosis,  round  cell 
infiltration,  and  granulomas  with  caseation 
and/or  Langhans’  type  giant  cells.  The 
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FIGURE  3.  Tuberculoma  with  fibrosis,  inflamma- 
tion, and  giant  cell  granuloma  (center)  at  point  of 
attachment  to  thickened  endocardium.  Note 
intact  myocardium  (hematoxylin  and  eosin  stain). 

process  was  limited  to  the  thickened  endo- 
cardium and  did  not  extend  to  the  under- 
lying myocardium  (Fig.  3).  Although 
some  of  the  caseous  lesions  showed  a sug- 
gestion of  lamination,  special  stains  showed 
no  evidence  of  fibrin.  The  calcium  was  de- 
posited as  finely  granular  material  and  was 
identified  as  such  by  means  of  von  Kossa’s 
stain.  There  was  no  evidence  of  other  than 
acid-fast  organisms  in  these  lesions,  and 
they  were  present  only  in  very  small  num- 
bers, both  within  the  caseous  material  and 
the  granulomas. 

In  some  areas  there  were  polypoid  tuber- 
cles involving  the  endocardium.  They 
were  again  made  up  of  caseous  material, 
lined  by  intact  endothelium,  and  showed 
fibrosis  and  round-cell  infiltration  at  the 
point  of  attachment  to  the  thickened  endo- 
cardium. Their  bases  were  generally  rather 
broad  with  an  ill-defined  short  pedicle 
(Fig.  4). 

The  miliary  tubercles  were  seen  as  super- 
ficial elevated  lesions  of  the  endocardium. 
There  were  fibroblasts,  round  inflammatory 
cells,  and  single  or  coalescent  granulomas 
of  the  epithelioid  or  caseous  variety,  usu- 
ally with  Langhans’  giant  cells  (Fig.  5). 

Numerous  sections  showed  no  myocar- 
dial tubercles,  and  there  was  no  evidence  of 
tuberculous  vascular  lesions. 

Comment 

Baker3  in  his  article  describes  four  differ- 
ent forms  of  endocardial  tuberculosis:  (1) 
miliary  tubercles,  (2)  polypoid  tubercles, 
(3)  tuberculous  thrombi  (tuberculomas), 
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FIGURE  4.  Polypoid  tubercle  with  intact  endo- 
thelial lining  from  left  ventricle  (hematoxylin  and 
eosin  stain). 


and  (4)  tuberculous  endocarditis.  Our 
case  presented  the  first  three  forms. 
There  were  no  valvular  lesions.  Endocar- 
dial involvement  in  cases  of  miliary  tuber- 
culosis is  a rare  finding.  Figures  pertain- 
ing to  the  incidence  vary  widely  in  the 
scanty  literature.  Baker3  reports  6 cases 
out  of  900  consecutive  autopsies.  The 
lesions  have  been  described  in  all  chambers 
of  the  heart,  but  they  appear  to  have  a 
predilection  for  the  right  side. 

In  the  pathogenesis  of  the  lesion,  both 
the  hematogenous  and  lymphatic  routes 
have  been  considered.  According  to  Ba- 
ker,3 the  bacilli  reach  the  endocardium  via 
the  coronary  vessels  or  direct  from  the 
circulating  blood,  implant  in  the  endocar- 
dium, and  give  rise  to  the  lesion.  The  fact 
that  the  endocardium  is  avascular  explains 
why  the  lesions  are  usually  seen  at  the 
junction  of  myocardium  and  endocardium 
and  the  smaller  ones  are  usually  covered 
with  endothelium.3  Others,  including 
Rosenbaum  and  Linn,4  favor  the  lymphatic 
route  in  the  form  of  retrograde  spread  from 
mediastinal  lymph  nodes  to  the  cardiac 
lymphatic  plexus. 

The  endocardial  lesions  may  be  the  result 
of  myocardial  or  even  pericardial  tuber- 
culomas which  extend  into  one  of  the  cham- 
bers, or  they  may  be  strictly  endocardial 
in  origin  with  no  involvement  of  the  myo- 
cardium. In  the  former,  they  are  reported 
to  give  rise  to  aneurysmal  dilatations  and 
even  rupture  and  death.6 

Both  endocardial  and  myocardial  lesions 
are,  as  a rule,  associated  with  disseminated 
miliary  tuberculosis,  and  in  some  cases  they 
are  believed  to  be  responsible  for  the  hema- 


FIGURE  5.  Miliary  tubercle  in  thickened  endo- 
cardium (hematoxylin  and  eosin  stain). 


togenous  dissemination  through  surface 
ulceration.2  There  is,  however,  one  case 
of  myocardial  tuberculosis,  in  which  no 
other  focus  of  active  disease  was  present.6 

In  the  form  of  tuberculous  endocarditis, 
the  lesions  were  found  to  involve  the  cusps 
of  the  various  valves  4,  5,  6,  7,  and  9,  but 
especially  those  of  the  pulmonary.  Most 
have  been  reported  to  arise  on  previously 
damaged  valves,  although  they  could 
originate  directly  on  intact  surfaces  from 
hematogenous  dissemination  and  tuber- 
culous inflammation  or  indirectly  by  the 
toxic  effect  of  the  disease. 

In  the  present  case,  the  calcific  lesions  in 
both  lungs  and  hilar  lymph  nodes  suggest 
that  the  pulmonary  lesions  preceded  and 
probably  gave  rise  to  the  generalized  mil- 
iary tuberculosis.  There  was  no  apparent 
cause  for  the  congestive  heart  failure  with 
the  exception  of  the  endocardial  lesions. 
Accepting  this  supposition  of  the  cause, 
however,  would  imply  that  at  least  some  of 
the  lesions  were  present  two  and  a half 
years  prior  to  death.  The  presence  of 
calcium  deposits  in  the  endocardial  lesions 
was  of  no  particular  help  since  we  could 
only  estimate  that  the  process  was  more 
than  six  weeks  old.  Since  the  only  sur- 
gical tissue  available  from  the  first  admis- 
sion was  the  renal  needle  biopsy,  the  block 
was  serially  cut  in  search  of  lesions.  A 
small  granuloma  with  a typical  Lang- 
hans’  type  giant  cell  with  a small  focus  of 
caseation  and  peripheral  early  fibrosis  was 
found.  There  were  no  acid-fast  organisms. 
Based  on  this  finding,  we  can  reasonably 
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postulate  that  the  congestive  heart  failure 
was  the  result  of  endocardial  tuberculomas 
which  existed  for  years.  We  can  further 
state  that  the  patient  had  miliary  tuber- 
culosis on  his  first  admission,  with  an  ap- 
parent, unusually  long  course.  This  is  in 
keeping  with  the  relatively  afebrile  in- 
sidious course  of  his  disease  and  the  pe- 
ripheral fibrosis  of  the  miliary  lung  tuber- 
cles, indicating  a productive  type  of  adult 
miliary  tuberculosis.7  The  cardiac  mur- 
murs, at  least  in  part,  can  be  attributed  to 
the  mechanical  effect  of  the  tuberculomas, 
especially  those  directly  underneath  the 
mitral  valve. 

Summary 

Tuberculosis  of  the  endocardium,  es- 
pecially in  the  form  of  tuberculomas  (tuber- 
culous thrombi),  is  an  unusual  complication 
of  the  generalized  miliary  tuberculosis. 

This  report  concerns  such  a case  which 
was  seen  as  severe  congestive  heart  failure 


and  followed  an  insidious  two  and  a half- 
year  course.  The  myocardium  was  free 
of  involvement.  It  is  postulated  that  the 
endocardial  lesions  were  directly  responsible 
for  the  heart  failure.  Histologic  proof  is 
offered  that  active  miliary  tuberculosis  in 
its  proliferative  form  was  present  at  the 
onset  of  the  congestive  heart  failure. 

Laboratory  Service, 
Veterans  Administration  Hospital 
Buffalo,  New  York  14215 
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were  reported,  we  know  of  no  ultrasonic 
evaluation  in  a case  of  bilateral  internal 
carotid  artery  occlusion.  During  our  ultra- 
sonic investigation  of  1,000  cases,  we  were 
able  to  study  a patient  with  this  relatively 
rare  syndrome. 


Echoencephalography 
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Carotid  Artery  Occlusion* 
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T he  ultrasonic  method  of  measuring  the 
position  of  the  midline  structures  and  the 
size  of  the  ventricles  is  well  known.1-3 

The  clinical  applications  include  condi- 
tions such  as  craniocerebral  trauma  (extra- 
dural, subdural,  and  intracerebral  hemato- 
mas or  cerebral  contusion),  brain  tumors, 
and  strokes.4-8 

In  cerebrovascular  accidents,  coma,  lack 
of  history,  and  a limited  neurologic  exam- 
ination make  an  accurate  diagnosis  diffi- 
cult at  times.9  Such  patients  are  also  usu- 
ally not  amenable  to  prolonged  and  ac- 
tive investigation.  Echoencephalography, 
therefore,  is  often  a valuable  tool  aiding  the 
diagnosis.  Gordon10  had  in  his  series  of 
1,000  echoencephalo  grams  363  patients 
with  cerebrovascular  disease.  The  position 
of  the  midline  was  correctly  predicted  in 
348  or  95.8  per  cent.  One  third  of  these 
cases  had  a displacement  of  the  midline 
structures. 

Although  extensive  studies  on  arterio- 
venous malformations,  aneurysms,  intra- 
cerebral hematomas,  and  cerebral  infarcts 

* This  investigation  was  supported  by  a grant  (G-64- 
MMH-3)  from  the  United  Health  Foundation  of  Western 
New  York. 


Case  report 

A seventy-three-year-old  white  man  had 
complained  intermittently  of  numbness  and 
tingling  of  the  right  extremities  since  1956. 
In  1960  he  had  suffered  a stroke  of  the  left 
side  with  resulting  dysphasia  and  right 
hemiparesis,  involving  the  leg  more  than 
the  arm.  During  hospitalization  he  im- 
proved, but  weakness  persisted  in  the  right 
leg.  After  three  weeks  he  left  the  hospital 
against  advice  before  angiographic  studies 
could  be  done.  During  the  following  years, 
he  was  seen  irregularly  in  the  clinic  and 
complained  of  difficulty  swallowing.  At 
times  he  was  noted  to  be  confused,  dis- 
oriented to  time,  and  dysphasic.  In  early 
1965,  he  was  readmitted  to  the  hospital 
following  a fall  while  trying  to  get  out  of 
bed.  He  complained  of  generalized  weak- 
ness. On  examination  his  tongue  deviated 
slightly  to  the  right,  strength  was  univer- 
sally decreased  in  the  right  lower  limb,  and 
tone  increased;  a Babinski  response  was 
elicited  on  the  right.  The  second  day  after 
admission  he  began  to  have  coffee-ground 
emesis  and  developed  right-sided  motor 
seizures  affecting  face,  arm,  and  leg.  His 
level  of  consciousness  deteriorated  rapidly. 
He  developed  pneumonia;  the  responsible 
organism  was  a coagulase-positive  Staphy- 
lococcus aureus.  On  the  fourth  hospital 
day  neurologic  examination  showed  the 
pupils  to  be  nonreactive;  the  right  meas- 
ured 4.5  mm.,  the  left  1.5  mm.  Muscle 
tone  was  greater  and  deep  reflexes  brisker 
in  the  right  extremities  than  the  left;  he 
moved  his  arms  and  legs  only  in  response 
to  pain.  The  carotid  pulses  were  not  pal- 
pable in  the  neck  on  either  side.  Skull  films 
gave  normal  findings  and  failed  to  reveal 
any  calcification  of  the  pineal  gland.  A 
lumbar  puncture  showed  normal  dynamics 
and  crystal-clear  spinal  fluid.  An  echoen- 
cephalogram  was  performed  at  the  bedside 
on  the  same  day  and  showed  a shift  of  the 
midline  structures  of  8 mm.  to  the  left 
(Fig.  1).  Three  hours  later  bilateral  carotid 
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FIGURE  1.  Echogram.  Midline  shift  of  8 mm.  to 
left. 


arteriography  was  done  under  local  anes- 
thesia. The  internal  carotid  artery  on  the 
right  was  completely  occluded;  there  was 
no  filling  of  the  right  intracranial  vessels, 
and  no  collateral  blood  flow  was  evident. 
On  the  left  side,  the  internal  carotid  artery 
was  found  to  be  occluded  just  distal  to  the 
bifurcation.  There  was  slight  filling  of  the 
left  anterior  cerebral  artery  by  way  of  the 
left  ophthalmic  artery.  There  was  eventual 
faint  filling  of  a group  of  middle  cerebral 
artery  branches  in  the  parietal  area,  pre- 
sumably via  collaterals  of  the  middle 
meningeal  artery  (Fig.  2). 

The  patient  deteriorated  rapidly  and  ex- 
pired the  following  day.  Autopsy  several 
days  later  revealed  extensive  encephalo- 
malacia  involving  the  right  frontal,  parie- 
tal, and  most  of  the  temporal  convolutions 
and  less  marked  softening  of  the  right 
basal  ganglia  and  most  of  the  thalamus. 
The  whole  of  the  right  cerebral  hemisphere 
was  markedly  swollen  and  edematous. 
The  left  hemisphere  appeared  atrophic 
with  widened  sulci  in  all  lobes.  The  septum 
pellucidum  and  the  third  ventricle  were 
shifted  7 mm.  toward  the  left  (Fig.  3). 
The  lumen  of  the  right  internal  carotid  ar- 
tery was  completely  occluded  near  the  bi- 
furcation. The  left  internal  carotid  artery 
was  also  markedly  atheromatous  near  its 
origin. 

Comment 

Bilateral  internal  carotid  artery  occlusion 
is  rare  and  when  not  rapidly  fatal  usually 
causes  severe  neurologic  and  mental  deficits 
such  as  quadriplegia,  paresis  of  cranial 
nerves,  and  partial  or  total  loss  of  conscious- 
ness.11-14  Rarely,  when  the  collateral  cir- 


FIGURE  2.  (A)  Right  carotid  arteriogram  three 
hours  following  echogram.  Complete  occlusion  of 
internal  carotid  artery  at  bifurcation.  (B)  Left 
carotid  arteriogram.  Complete  occlusion  of  in- 
ternal carotid  artery  just  distal  to  bifurcation. 
(Courtesy  of  E.  Leslie,  M.D.) 


culation  is  good,  the  clinical  manifestations 
are  surprisingly  slight.  Toelle15  described 
vertebral  angiograms  in  such  cases  showing 
a complete  filling  of  the  carotid  arteries 
above  the  sites  of  occlusion  but  cautioned 
against  the  procedure  because  of  the  hazard 
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FIGURE  3.  Autopsy  specimen.  Extensive  en- 
cephalomalacia  accompanied  by  edema  involving 
right  hemisphere.  Atrophy  of  left  hemisphere 
(courtesy  of  K.  Balthasar,  M.D.). 

causing  decompensation  of  the  collateral 
blood  flow. 

While  the  time  factor  remains  of  major 
importance,  the  severity  of  the  clinical 
symptoms  also  varies  from  case  to  case  de- 
pending on  such  factors  as  blood  pressure, 
blood  volume,  cerebral  dominance,  the  dif- 
ference in  size  of  cortical  representation, 
and  pre-existing  anomalies  of  the  vessels 
and  their  area  of  distribution.  In  unilateral 
occlusion  the  anterior  cerebral  artery  is  of 
major  importance  in  the  establishment  of 
blood  flow.  Further  collaterals  may  de- 
velop in  relation  to  the  posterior  cerebral, 
the  middle  meningeal,  and  the  pericallosal 
arteries.  The  last  vessel  in  particular  may 
considerably  increase  the  area  of  its  supply, 
especially  if  the  blood  pressure  of  the  op- 
posite side  drops  markedly.  Vascular  dis- 
eases of  arteriosclerotic  or  endangiitic  cause 
rarely  develop  collateral  blood  flow  to  the 
affected  side  because  of  the  poor  adaptabil- 
ity of  compensatory  vessels. 

Severe  arteriosclerotic  changes  with 
plaque  formation  at  the  carotid  bifurcation 
are  the  most  common  cause  of  occlusion  of 
the  internal  carotid  artery  in  older  age. 
In  younger  subjects,  thromboangiitis 
obliterans  (Buerger’s  disease)  should  be  con- 
sidered. Direct  and  indirect  trauma  may 
cause  occlusion  of  the  artery  due  to  rupture 
of  the  intima  at  any  age.  Vasculitis  due  to 
collagen  disease  or  syphilis,  embolism  due 
to  endocarditis,  and  mitral  stenosis  might 
be  responsible.  Most  of  these  diseases 


usually  cause  unilateral  occlusion;  arterio- 
sclerosis and  thromboangiitis  obliterans 
may  cause  bilateral  lesions. 

In  the  acute  occlusive  phase,  ipsilateral 
perifocal  cerebral  swelling  may  be  observed, 
complicating  the  clinical  picture,  and  ren- 
dering diagnosis  difficult.  If  there  is 
marked  swelling,  this  may  cause  a shift  of 
the  septum  pellucidum,  which  could  be 
detected  by  echoencephalography. 

Planiol  et  a/.,16  in  a study  of  92  patients 
with  vascular  accidents,  such  as  hematomas 
and  infarctions,  found  no  displacement  of 
the  midline  echo  in  69,  a displacement  of 
0 to  2 mm.  in  17,  and  a shift  of  2 to  4 mm. 
in  6 patients. 

Grossman17  states  that  while  infarction 
of  minor  or  moderate  degree  commonly 
causes  no  midline  shift,  intracerebral  hema- 
tomas usually  do  so. 

Ambrose9  found  midline  displacement  to 
be  common  in  patients  with  intracerebral 
hematomas  but  by  no  means  uncommon  in 
more  severe  cases  of  infarctions. 

Sugar  and  Uematsu, 18  in  the  echoencepha- 
lograms  of  2 patients  with  cerebrovascu- 
lar accidents  caused  by  complete  occlusion 
of  one  internal  carotid  artery,  found  a mid- 
line and  third  ventricular  shift  as  well  as 
asymmetrical  echoes  from  the  lateral  ven- 
tricles. Echograms  in  1 of  the  patients 
several  days  later  showed  no  definite  mid- 
line displacement. 

In  our  case  of  bilateral  internal  artery 
occlusion,  the  left  hemisphere  had  been  in- 
volved five  years  before  the  right.  Cere- 
bral atrophy  resulted  on  the  left  side.  The 
acutely  involved  right  hemisphere  was 
markedly  swollen.  This  resulted  in  a sum- 
mation of  shift  of  the  midline  structures 
toward  the  side  of  atrophy  which  could  be 
detected  in  the  echoencephalogram.  Since 
intracerebral  vessels  did  not  fill  by  carotid 
arteriography  and  pneumoencephalography 
was  too  hazardous,  echoencephalography 
remained  the  only  procedure  giving  addi- 
tional and  fairly  accurate  information  about 
the  intracerebral  changes.  In  vivo  we  were 
able  to  suspect  the  left  hemisphere  to  be 
atrophic  and  the  right  hemisphere  to  be 
edematous. 

Summary 

The  neurologic  findings  in  a seventy- 
three-year-old  man  with  proved  bilateral 
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carotid  artery  occlusion  have  been  de- 
scribed. Because  of  the  sites  of  occlusion, 
intracerebral  vessels  could  not  be  demon- 
strated angiographically.  Echoencepha- 
lography  aided  the  diagnosis  in  giving  infor- 
mation about  the  intracerebral  changes. 

Echoencephalography  is  a simple  and 
fast  procedure  without  ill  effects.  We  sug- 
gest its  use  if  intracerebral  vessels  cannot 
be  demonstrated  by  radiologic  means  or 
other  procedures  such  as  pneumo- 
encephalography are  contraindicated. 
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Mild  pulmonic  stenosis  with  right  ven- 
tricular systolic  pressure  of  50  mm.  of 
mercury  or  less  and  small  atrial  septal 
defects  with  a pulmonary  systemic  flow 
ratio  not  exceeding  1.5  to  1 are  not  far  re- 
moved from  normalcy  and  thus  are  rarely 
seen  with  the  classical  findings  described 
in  the  literature.  Therefore  it  may  be 
quite  difficult  to  differentiate  between  these 
two  conditions.  In  this  laboratory  we  have 
noted  that  the  usual  parameters  of  his- 
tory, physical  examination,  x-ray,  and 
electrocardiogram  frequently  do  not  serve 
to  separate  these  two  entities.  The  follow- 
ing are  3 typical  case  reports. 

Case  reports 

Case  1.  A patient  was  admitted  to 
University  Hospital  for  the  first  time  on 
December  18,  1962,  for  cardiac  catheteriza- 
tion. He  had  first  been  told  of  a heart 
murmur  by  his  school  physician  at  age 
sixteen,  just  five  months  prior  to  admission. 


FIGURE  1.  Case  1.  Phonocardiogram  of  patient. 
P:  pulmonic  area;  Ap:  apex;  EKG:  electro- 

cardiogram lead  aVr;  CP:  carotid  pulse.  Paper 
speed  50  mm.  per  second,  Cambridge  recorder. 


His  growth  and  development  had  been 
normal,  and  he  remained  asymptomatic  at 
the  time  of  admission.  There  was  no  an- 
tecedent history  of  rheumatic  fever.  The 
review  of  systems  and  past  history  were 
noncontributory.  On  physical  examina- 
tion he  was  a very  well-developed  white 
male  with  blood  pressure  of  110/70,  pulse 
of  82,  and  respirations  of  14.  The  positive 
findings  were  confined  to  examination  of 
the  heart.  There  was  no  clinical  enlarge- 
ment or  thrills.  On  auscultation  a Grade 
II  to  VI  early  to  midsystolic  murmur  was 
heard  at  the  base  but  maximally  at  the  high 
left  sternal  border  (Fig.  1).  There  was  no 
radiation  to  apex,  neck,  or  back.  The  sec- 
ond sound  was  widely  split.  The  pul- 
monic component  was  louder  than  the 
aortic.  No  diastolic  murmur  was  heard. 
The  x-ray  department  reported  the  chest 
film  as  being  within  normal  limits,  although 
the  pulmonic  artery  was  somewhat  prom- 
inent. Complete  blood  count  and  uri- 
nalysis showed  normal  findings.  The  elec- 
trocardiogram showed  an  RSR'  com- 
plex in  Vi.  Precatheterization  diagnosis 
was  atrial  septal  defect.  The  catheteriza- 
tion findings  are  shown  in  Table  I. 

Cineangiography  done  in  the  right  an- 
terior oblique  position  with  the  catheter 
in  the  right  ventricle  and  in  the  left 
anterior  oblique  position  with  the  catheter 
in  the  pulmonic  artery  failed  to  disclose 
any  shunt.  There  was  a mild  deformity  of 
the  pulmonic  valve  noted.  The  final 
diagnosis  was  pulmonary  stenosis,  valvular 
and  mild. 

Case  2.  This  patient  was  a six-year-old 
white  female  admitted  to  University  Hos- 
pital for  the  first  time  on  November  24, 
1962.  She  was  asymptomatic  and  in  ap- 
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TABLE  I.  Catheterization  findings  in  Case  1 


Site 

Volume 

Per 

Cent 

Oxygen 

Satura- 

tion 

Pressure 

Superior  vena 
cava 

High 

12.68 

70.0 

Low 

12.9 

71.5 

Right  atrium 

High 

12.9 

71.5 

Mid 

12.4 

68.5 

Mean  2 

Low 

12.4 

68.5 

Right  ventricle 

12.9 

71.5 

46/5 

Pulmonary  artery 

12.85 

71.0 

21/8 

Brachial  artery 

17.9 

99.0 

106/76 

parent  good  health  with  normal  growth 
and  development.  One  year  prior  to  ad- 
mission her  mother  had  been  informed  that 
she  had  a heart  murmur.  On  physical 
examination  she  was  a well-developed, 
healthy-appearing  child.  Blood  pressure 
was  112/70.  The  pulse  was  100.  The 
positive  findings  were  confined  to  the  ex- 
amination of  the  heart.  There  was  no 
clinical  enlargement  and  no  thrill.  There 
was  a Grade  III  to  VI  crescendo-decre- 
scendo  early  systolic  murmur  heard  max- 
imally at  the  left  sternal  border  (Fig.  2A). 
An  ejection  sound  was  heard  at  the  pul- 
monic area.  The  second  sound  was  widely 
split.  The  aortic  second  sound  appeared 
equal  to,  or  perhaps  slightly  greater  than 
the  pulmonic  second  sound.  The  x-ray 
film  was  interpreted  as  showing  ventricular 
enlargement,  probably  right,  with  normal 
or  slightly  increased  pulmonary  markings. 
The  electrocardiogram  showed  an  RSR' 
complex  in  lead  V,  (Fig.  2B).  All  the 
other  laboratory  studies  were  within  nor- 
mal limits.  Precatheterization  diagnosis 


was  either  atrial  septal  defect  or  atrial  sep- 
tal defect  with  mild  pulmonary  stenosis. 
The  catheterization  findings  are  shown  in 
Table  II. 

Two  cineangiograms  done  from  the  right 
ventricle  in  the  posteroanterior  and  right 
anterior  oblique  positions  showed  slight 
thickening  of  the  pulmonary  valve  but  no 
shunt.  Catheter  exploration  of  the  atrial 
septum  during  the  procedure  failed  to 
disclose  an  opening.  The  final  diagnosis 
was  pulmonary  stenosis,  valvular  and 
mild. 

Case  3.  This  patient  was  a three  and 
a half-year-old  Negro  female  admitted  to 
University  Hospital  for  the  first  time  on 
December  4,  1960.  The  child  had  been  well 
for  the  first  two  weeks  of  life.  At  that 
time  she  had  developed  a high  fever  and 
had  been  admitted  to  Bellevue  Hospital. 
Before  discharge  her  mother  had  been 
told  that  the  baby  had  a heart  condition. 
She  had  been  followed  in  the  cardiac  clinic 
up  to  the  time  of  admission.  The  child  has 
been  asymptomatic.  Her  mother  had  died 
six  months  ago  of  rheumatic  heart  disease. 
Review  of  systems  and  past  history  were 
noncontributory.  The  positive  physical 
findings  were  confined  to  the  ex- 
amination of  the  heart.  There  was  no 
clinical  enlargement  and  no  thrill.  There 
was  a harsh  murmur  in  early  and  mid- 
systole, heard  best  at  the  pulmonic  area 
but  well  heard  at  the  left  sternal  border  and 
radiating  to  both  axillas  and  the  back 
(Fig.  3A).  At  the  left  sternal  border,  this 
murmur  appeared  to  be  longer  than  it 
was  in  other  areas.  The  second  sound 
was  widely  split  and  varied  from  70  to 
50  milliseconds  on  inspiration  and  expira- 
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FIGURE  2.  Case  2.  (A)  Phonocardiogram  of  patient.  P:  pulmonic  area;  Ap:  apex;  EKG:  electro- 
cardiogram lead  aVr.  Paper  speed  50  mm.  per  second,  Cambridge  recorder.  (B)  Electrocardiogram  of 
patient  (standardization:  1 millivolt  equals  10  mm.). 
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TABLE  It.  Catheterization  findings  in  Case  2 


Site 

Volume 

Per 

Cent 

Oxygen 

Satura- 

tion 

Pressure 

Inferior  vena 
cava 

11.82 

69.0 

mean  8 

Right  atrium 

11.15 

65.0 

mean  8 

Right  atrium 

12.25 

71.5 

mean  8 

Right  atrium 

12.17 

71.0 

mean  8 

Right  ventricle 

12.1 

70.5 

50/6 

Pulmonary  artery 

12.1 

70.5 

25/16 

Wedge 

mean  10 

Brachial  artery 

16.45 

96.0 

100/60 

tion.  The  pulmonic  component  appeared 
to  be  accentuated.  The  electrocardiogram 
showed  an  RSR  complex  in  the  right-sided 
precordial  leads  (Fig.  3B).  The  x-ray  film 
was  interpreted  as  showing  right  ventricular 
enlargement,  increased  vascularity  at  the 
root  of  the  lung,  and  a prominent  pulmonary 
artery  segment.  All  other  laboratory 
studies  showed  negative  findings.  Pre- 
catheterization diagnosis  was  atrial  septal 
defect  or  possibly  pulmonic  stenosis  or 
aortic  stenosis.  The  catheterization  find- 
ings are  shown  in  Table  III. 
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Comment 

It  is  apparent  that  in  these  cases  the 
usual  clinical  parameters  including  history, 
physical  examination,  x-ray,  and  electro- 
cardiography were  not  sufficiently  different 
to  separate  mild  pulmonic  stenosis  and 
small  atrial  septal  defect. 

The  history  in  either  situation  was  simi- 
lar. All  patients  were  referred  because 
of  the  accidental  discovery  of  a heart  mur- 
mur. The  murmurs  were  generally  non- 
descript and  were  frequently  considered 
to  be  innocent  when  first  discovered.  In 
both  entities,  the  prominent  finding  was 
a systolic  murmur  which  was  maximal  at 
or  near  the  pulmonary  area.12  The  mur- 
mur began  shortly  after  the  first  heart 
sound  and  usually  ended  before  the  aortic 
component  of  the  second  heart  sound. 
Often  the  murmur  was  nondescript  in 
character,  but  in  many  cases  it  had  a cre- 
scendo-decrescendo character.3  This  find- 
ing, while  it  tended  to  favor  the  diagnosis 
of  pulmonary  stenosis,  was  also  noted  in 
cases  of  atrial  septal  defect.4  6 The  mur- 
mur was  usually  only  Grade  II  or  III  (on 
a basis  of  VI)  in  intensity.6  The  simi- 


FIGURE  3.  Case  3.  (A)  Phonocardiogram  of  patient.  P:  pulmonic  area;  LSB:  left  sternal  border; 
EKG:  electrocardiogram  lead  aVr.  Paper  speed  50  mm.  per  second,  Cambridge  recorder.  (B)  Electro- 
cardiogram of  patient  (standardization:  1 millivolt  equals  10  mm.). 


Cineangiography  was  performed  in  the 
80  degree  left  anterior  oblique  position 
from  the  left  atrium  after  the  catheter 
had  been  passed  there  from  right  atrium. 
Another  cineangiograph  was  taken  from 
the  left  atrium  in  the  posteroanterior 
position.  These  showed  a left  to  right 
shunt  at  atrial  level  but  no  other  abnor- 
malities. The  pulmonary  valve  appeared 
normal.  Postcatheterization  diagnosis  was 
atrial  septal  defect. 


TABLE  III.  Catheterization  findings  in  Case  3 


Site 

Oxygen 

Saturation 

Pressure 

Inferior  vena  cava 

71 

Right  atrium 

77 

Right  atrium 

79 

Right  atrium 

81 

5/  —4 

Right  ventricle 

35/4 

Pulmonary  artery 

80,81,82 

26/7 

Left  atrium 

13/0 

Left  ventricle 

93,93 

Brachial  artery 

93 

99/46 
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larity  of  the  murmur  in  the  two  conditions 
is  not  surprising.  In  mild  pulmonary 
stenosis  the  murmur  is  related  to  a normal 
blood  flow  through  a slightly  smaller  than 
normal  valve  orifice,7  while  in  atrial  septal 
defect,  similar  vibrations  are  the  result  of  a 
slightly  increased  blood  flow  through  a 
normal  valve  orifice.8 

Splitting  of  the  second  heart  sound  was 
also  not  of  particular  help  in  differential 
diagnosis.  In  either  case  the  degree  of 
respiratory  splitting  was  slightly  more 
than  the  usual,  but  even  wider  splitting 
has  been  noted  on  occasion  in  the  absence 
of  any  demonstrable  cardiac  abnormality. 
Fixed  splitting,  such  as  found  in  larger 
atrial  septal  defects  or  in  the  more  severe 
cases  of  pulmonary  stenosis,  was  not  noted 
in  these  cases.  The  relative  intensity  of 
the  two  components  of  the  second  sound 
was  occasionally  of  help,  a diminished 
pulmonary  component  tending  to  favor 
the  diagnosis  of  pulmonary  stenosis.  How- 
ever, this  finding  had  to  be  interpreted  with 
care,  particularly  with  reference  to  age  of 
patient.  Several  children  under  the  age 
of  six  or  eight  years  with  pulmonary  ste- 
nosis had  a pulmonary  component  equal  to 
or  louder  than  the  aortic  component.  The 
effects  of  release  of  the  Valsalva’s  maneuver 
on  the  splitting  of  the  second  sound  in  both 
the  entities  under  discussion,  when  re- 
corded, was  similar  to  the  normal.  This 
has  been  previously  noted  in  patients  with 
small  atrial  septal  defects.9 

The  first  heart  sound  was  not  abnormally 
split  in  any  of  these  cases,  nor  were  there 
significant  changes  in  intensity.  A pul- 
monary ejection  sound  was  frequently 
present,  and  this  tended  to  favor  the  diag- 
nosis of  pulmonary  stenosis,  but  it  was 
also  found  in  those  cases  of  atrial  septal 
defect  which  were  associated  with  signifi- 
cant dilatation  of  the  main  pulmonary 
artery.  The  ejection  sound  was  not  in- 
variably present  in  the  proved  cases  of 
mild  pulmonary  stenosis.6'7 

The  electrocardiogram  was  of  little  or 
no  help  in  the  differential  diagnosis  of 
these  two  conditions.  A few  patients  in 
either  group  had  normal  tracings.  Most 
patients  had,  however,  abnormal  records 
as  characterized  by  either  an  RSR  or  an 
RS  complex  in  lead  V].  The  former, 
which  is  commonly  associated  with  the 
diagnosis  of  atrial  septal  defect, 10  was  found 


also  in  cases  of  mild  pulmonary  stenosis, 
while  the  latter  was  found  occasionally  in 
cases  of  atrial  septal  defect.  Only  1 patient 
in  this  group  had  a QR  pattern  in  lead  V,, 
and  this  patient  proved  to  have  mild  pul- 
monary stenosis.  There  were  no  signifi- 
cant ST-T  or  P-wave  abnormalities  in 
any  of  these  cases.  The  lack  of  help  of  the 
electrocardiogram  in  the  differentiation  of 
these  two  conditions  is  not  surprising  if  one 
considers  the  changes  mentioned  to  rep- 
resent merely  a form  of  mild  right  ven- 
tricular hypertrophy  or  dilatation,  rather 
than  representing  a specific  systolic  or 
diastolic  overload  type  of  change. 11 

The  roentgenographic  examination  of 
these  patients  was  likewise  of  little  help. 
Several  cases  in  either  group  had  normal 
x-ray  film  results.  Many  were  reported 
to  have  a suggestion  of  right  ventricular 
hypertrophy  and  an  abnormally  prominent 
main  pulmonary  artery  segment,  but  these 
findings  were  almost  equally  present  in 
either  condition.12'13  Right  atrial  en- 
largement was  not  apparent.  The  two 
findings  which  might  have  tended  to  favor 
the  diagnosis  of  atrial  septal  defect,  namely, 
a small  aorta  and  increased  pulmonary 
vascularity,  were  only  rarely  present,  and 
then  in  equivocal  degree.  Reduced  pul- 
monary vascularity  was  not  seen  in  any  of 
these  cases. 


Summary 

It  is  apparent  that,  at  least  in  our  hands, 
the  usual  clinical  data  including  history, 
auscultatory  findings,  electrocardiogram, 
and  x-ray  did  not  always  enable  the  dif- 
ferentiation of  patients  with  mild  pul- 
monary stenosis  from  those  with  a small 
atrial  septal  defect.  It  must  be  em- 
phasized that  we  are  referring  to  those 
with  mild  abnormalities  as  defined  here; 
more  severe  grades  of  pulmonary  stenosis 
or  cases  with  large  atrial  septal  defect  are 
usually  easily  differentiated  by  the  clinical 
parameters  mentioned. 

However,  the  cases  under  discussion  can- 
not easily  be  differentiated  from  one  an- 
other, or  indeed  at  times  from  the  normal 
person  with  an  innocent  pulmonary  systolic 
murmur  without  resort  to  some  means  of 
hemodynamic  study  such  as  cardiac  cathe- 
terization or  selective  angiocardiography. 
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Neonatal  sepsis 


Despite  advances  in  antibiotic  therapy  and 
physician  training,  the  early  detection  of  sepsis 
in  the  newborn  infant  remains  a difficult  prob- 
lem. In  a study  of  infants  over  a five-year 
period  conducted  by  D.  Y.  Sanders,  M.D.,  and 
H.  C.  Cramblett,  M.D.,  and  reported  in  a recent 
issue  of  the  North  Carolina  Medical  Journal,  the 
clinical  records  of  those  with  positive  blood  or 
spinal  fluid  cultures  were  reviewed.  A cross  sec- 
tion of  this  population  revealed  one-third  to  be 
prematurely  born  and  16  per  cent  to  have  con- 
genital anomalies.  Coagulase-positive  staphy- 
lococci predominated  in  septicemia;  in  meningi- 
tis, Escherichia  coli  and  beta  streptococci,  non- 
group A.  Reduction  of  morbidity  and  mortal- 
ity rates  from  these  causes  depends  on  early  ac- 
tion; any  sick  neonate  may  have  sepsis,  and 
therapy  cannot  await  definitive  diagnosis. 
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The  study  involved  infants  only  under  twenty- 
eight  days  with  a diagnosis  of  sepsis.  Of  the 
group,  35  per  cent  weighed  less  than  2,500  Gm. 
at  birth.  Of  all  premature  infants  admitted 
during  this  period,  2.9  per  cent  had  positive  cul- 
tures for  meningitis.  Other  investigators  have 
found  a high  incidence  of  meningitis  in  prema- 
ture infants.  Fifteen  had  congenital  anomalies, 
11  of  whom  died.  Of  648  infants  getting  ex- 
change transfusions,  7 had  positive  blood  cul- 
tures. Five  infants  were  delivered  by  cesarean 
section;  6 mothers  had  febrile  conditions  at  de- 
livery, 6 had  premature  rupture  of  the  mem- 
branes, 2 were  diabetic,  and  1 had  eclampsia. 

For  sepsis,  the  average  age  at  onset  was  four 
days;  for  meningitis,  nine  days.  Positive  blood 
cultures  were  obtained  in  67.  From  31,  staphy- 
lococcus, coagulase-positive,  was  recovered. 
The  over-all  mortality  rate  in  the  sepsis  group 
was  32.8  per  cent  and  66  per  cent  in  meningitis. 
In  infants  weighing  less  than  2,500  Gm.  at  birth, 
the  mortality  rate  was  52  per  cent  in  those  with 
sepsis  and  79  per  cent  in  those  with  meningitis. 
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T 

I he  purpose  of  this  short  report  is  to 
demonstrate  the  production  of  a transient 
psychotic  episode  in  a previously  nondis- 
turbed  five-year-old  child.  It  would  seem 
to  be  evident  that  this  episode  could  have 
been  readily  avoided  if  the  physicians  in- 
volved had  been  aware  of  their  actions  as 
well  as  cognizant  of  the  reactions  of  a little 
child  to  operative  procedures.  To  prevent 
the  occurrence  of  unwanted  psychic  events, 
the  causes  producing  them  must  be  known. 
With  regard  to  operations  and  surgical  pro- 
cedures done  to  young  children,  many  of  the 
psychological  reactions  are  already  known. 
There  are  several  dozen  articles  written 
about  operations,  mainly  tonsillectomy  and 
adenoidectomy,  in  children  with  reference 
to  psychological  factors.  The  most  signifi- 
cant is  by  Freud.1  Her  contributions  show 
that  children  regress  in  their  behavior  to  an 
earlier  age  appropriateness,  that  their 
parents  react  with  a marked  change  in  the 
emotional  climate  at  home,  and  that  restric- 
tion of  movement  and  the  taking  of  medi- 
cines are  conceived  of  as  punishment  by  the 
child.  The  operation  itself,  frequently,  if 
not  always,  stimulates  ideas  of  “being  at- 
tacked, overwhelmed  ...  .”  Miss  Freud 
states  that  anxiety  augments  the  pain  and 
that  the  child  reacts  to  this  with  anger, 
rage,  and  revenge  feelings,  together  with 
masochistic  submission,  guilt,  depression, 
and  withdrawal.  These  feelings  seem  to  be 
not  only  universal  but  also  very  intense  and 
easily  recalled  for  months  after  the  event. 
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The  child’s  reaction  is  caused  not  by  the 
seriousness  of  the  operation  but  by  his 
fantasies  aroused  by  the  operation.  This 
latter  fact  is  seen  in  the  case  of  a child  re- 
ported by  Robertson.2  Actual  fantasies  of 
being  attacked  were  noted.  In  the  case  of 
this  child,  in  contrast  to  the  case  about  to  be 
presented,  behavioral  disturbances  were 
mild,  and  there  were  no  psychotic  manifes- 
tations, although  separation  anxiety,  as 
always,  was  present.  Even  though  the 
child  was  admirably  prepared  for  the  proce- 
dure and  although  her  mother  stayed  with 
her  in  the  hospital,  her  anxiety  was  easily 
aroused  by  the  idea  of  her  operation  for 
many  weeks  afterward. 

Jessner,  Blom,  and  Waldfogel3  studied 
143  children  with  respect  to  their  psycho- 
logic reactions  following  tonsillectomy  and 
adenoidectomy.  Among  many  important 
observations,  they  noted  the  activation  of 
the  great  fears  of  childhood:  abandonment, 
mutilation,  and  death.  In  addition,  there 
were  fantasies  of  transformation  and  of  get- 
ting a baby.  The  authors  felt  that  most 
children  were  able  to  integrate  the  experi- 
ence, even  constructively  in  some  cases, 
into  their  developing  personalities.  They 
thought  that  those  with  the  greatest  dis- 
turbance in  behavior  had  probably  been 
emotionally  disturbed  before  the  operation, 
and  they  stated  that  children  with  emo- 
tional disturbance  should  be  given  psychi- 
atric treatment  prior  to  the  operation.  This 
seems  to  be  an  inevitable  conclusion  that  is 
frequently  overlooked. 

Authors  in  fields  other  than  psychiatry 
have  also  made  and  written  of  many  ob- 
servations relating  to  the  prevention  of 
severe  emotional  disturbances  in  children 
requiring  anesthesia  and  operation.4-9 
The  steps  to  be  taken  in  prevention  are 
clearly  set  forth:  careful  timing  of  the 

operation;  explanations  of  the  facts  to  the 
child  and  to  the  parents;  admission  proce- 
dures designed  to  nullify  as  far  as  possible 
the  anxiety  around  the  child  being  sepa- 
rated from  the  mother;  and  delicate  han- 
dling of  the  child  by  the  anesthetist,  espe- 
cially during  induction  of  and  recovery  from 
anesthesia.  With  these  factors  so  well 
known,  I was  most  surprised  to  have  this 
patient  sent  to  me,  for  I thought  such  things 
no  longer  occurred,  especially  in  a large 
metropolitan  area.  Because  of  this  very 
fact,  I thought  it  important  to  emphasize 
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again  the  far-reaching  significance  of  psy- 
chological factors  attendant  on  surgical 
operations. 

Case  report 

This  case  is  concerned  with  a little  girl 
brought  to  me  by  her  parents  who  were  in 
deep  anguish,  fearing  that  they  had  caused 
their  daughter  to  lose  her  mind.  They  had 
considered  her  normal  in  every  respect  until 
two  weeks  previously  when  she  began  to 
act  most  peculiarly.  She  was  fearful  that 
bugs  were  crawling  all  over  her,  and  she 
continually  asked  her  parents  if  she  had  any 
bugs  on  her  hands,  feet,  back,  or  face. 
Since  she  was  reassured  concerning  the  non- 
existent bugs,  she  asked  if  plants  were 
growing  out  of  her  mother’s  head  or  her 
father’s  head.  Were  plants  growing  up  out 
of  the  floor  of  their  apartment,  she  asked. 
She  would  sit  for  long  periods  of  time  hold- 
ing her  hands  with  the  palmar  surface 
turned  up,  elbows  at  a right  angle,  fearing 
to  touch  anything  lest  her  hands  become 
dirty.  She  asked  if  toys  shrank  in  size. 
She  wanted  to  know  if  her  hands  were  on 
fire,  or  if  her  mouth  was  burning  and  on 
fire.  The  parents  thought  the  child  had 
lost  her  mind  and  were  terribly  anxious  to 
see  the  psychiatrist  to  find  out  what  to  do 
to  help  their  little  girl.  They  were  agitated, 
depressed,  and  guilty  as  they  told  the  rest 
of  their  story. 

About  fourteen  weeks  before  consulting 
me,  the  child,  then  four  years  ten  months 
old,  had  had  a nosebleed  that  the  parents 
could  not  control.  They  had  brought  her 
to  a physician,  to  whom  she  went  willingly, 
who  cauterized  the  bleeding  point,  hurting 
and  frightening  the  child.  About  a week  or 
so  later  the  nose  bled  again,  but  this  time 
the  child  did  not  want  to  go  to  the  physi- 
cian. When  the  struggling  parents  finally 
carried  her  to  the  physician’s  office,  the 
child  put  up  such  a howl  that  the  physician 
immobilized  her  by  wrapping  her  in  a sheet. 
He  then  cauterized  her  nose  again,  increas- 
ing her  terror  and  pain  enormously.  Later, 
he  told  the  parents  that  the  child’s  tonsils 
should  be  removed.  The  parents  then  con- 
sulted a second  physician  who  confirmed 
the  need  for  the  surgical  procedure.  A few 
weeks  later,  without  having  said  one  word 
to  the  child,  the  parents  brought  her  to  the 
hospital,  turned  her  over  to  a nurse  and  an 


attendant,  and  then  left.  Terror  again 
seized  the  child  at  this  unexplained  insult 
and  indignity,  and,  although  she  protested 
to  the  ultimate  of  her  ability,  she  was  over- 
come, rendered  helpless,  and  finally  awoke 
sick  and  with  a very  sore  throat. 

When  she  returned  from  the  hospital, 
she  would  not  eat  for  about  a week.  By  the 
time  another  week  went  by,  three  to  four 
wreeks  before  the  onset  of  the  psychotic 
episode,  she  complained  of  severe  earaches 
and  was  found  to  have  bilateral  otitis  media. 
Once  again  she  was  brought,  terror-stricken, 
to  the  physician.  She  was  again  immo- 
bilized by  being  wrapped  in  a sheet,  exam- 
ined, and  treated,  all  with  a sense  of  being 
attacked  by  a strange  adult  and  abandoned 
by  her  parents,  now  for  the  third  time 
within  a period  of  ten  weeks.  She  ran  a 
moderately  elevated  temperature  for  about 
a week  and  had  to  be  kept  in  bed  and  medi- 
cated with  antibiotics.  She  then  began  to 
have  the  delusions  and  hallucinations  de- 
scribed. 

Past  history 

Pregnancy  and  birth  had  been  uncompli- 
cated. She  sat,  walked,  and  talked  at 
appropriate  times.  Her  teeth  appeared 
within  chronologic  normality.  She  was 
neither  clinging  nor  aloof  toward  her  par- 
ents, relatives,  and  friends.  She  was  not 
moody,  being  neither  hyperactive  nor 
lethargic.  Her  sleep  was  sound.  Her 
physical  development  was  not  unusual. 
She  was  a healthy  child. 

Treatment 

The  child’s  contact  with  me  began  first 
with  her  parent’s  visit  to  tell  me  the  facts 
given.  She  was  then  told  by  her  parents, 
at  my  direction,  that  they  were  going  to 
bring  her  to  a special  physician,  called  a 
psychiatrist,  to  talk  to  him  about  her  “crazy 
thoughts”  (the  child’s  expression).  When 
they  did  this,  she  became  frightened,  cried, 
and  refused  to  comply  with  their  request. 
On  my  further  instruction,  she  was  told  that 
she  would  not  be  hurt,  that  the  proposed 
visit  was  for  talking  only,  and  that  the 
parents  would  not  leave  her  or  take  her 
anywhere  without  first  telling  her  what 
they  had  in  mind.  These  statements  con- 
dense the  essence  of  what  I told  the  parents. 
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They  were  also  encouraged  to  express  to 
their  daughter  the  feeling  that  they  knew 
what  was  best  for  her,  that  they  would 
protect  her  and  not  abandon  her,  and  that 
the  physician  was  nonpunitive  but  neces- 
sary and  helpful.  These  are  attitudes  that 
can  readily  be  engendered  from  the  rapport 
established  between  the  parents  and  any  of 
their  physicians.  Although  the  child  was 
upset  by  the  idea  of  seeing  a physician  the 
next  day,  she  was  able  to  sleep  without 
event,  but  when  brought  to  my  office,  re- 
fused to  enter,  suspiciously  eyed  me,  and  in 
a frightened  way  whimpered  that  she  did 
not  want  to  see  me.  However,  she  was 
reassured  that  no  hurt  would  befall  her 
and  with  the  urging  of  both  parents  entered 
the  room.  After  removing  her  coat  and 
sitting  for  a few  moments  with  her  parents, 
she  was  able  to  leave  them  to  come  into  the 
playroom.  She  remained  standing,  some- 
what defiantly.  She  talked,  standing  in 
front  of  me,  for  fifteen  minutes,  and  then 
went  to  rejoin  her  parents.  After  a short 
while  she  returned,  sat  at  the  desk,  and  drew 
typical  five-year-old  pictures  and  letters 
for  another  half  hour,  not  wanting  to  leave 
at  the  end  of  that  time.  She  willingly  re- 
turned a week  later,  talked,  played,  again 
did  not  want  to  leave,  and  asked  if  she 
could  come  back  soon. 

The  girl  was  a bright,  alert  youngster,  on 
the  large  side,  but  well-proportioned.  At 
times  she  had  a slight  lisp.  She  was  quite 
frightened  and  tense,  and  not  at  all  sure 
that  I would  merely  sit  and  talk  to  her. 
She  was  not  willing  to  discuss  her  “crazy 
thoughts,”  and  eventually  said  “shut  up” 
when  she  was  pressed  to  discuss  them. 
She  did  not  reveal  many  of  her  fantasies, 
denied  that  she  was  afraid  of  losing  her 
parents  or  of  being  killed,  but  these  ideas 
were  openly  discussed.  She  told  two  inter- 
esting ideas:  She  thought  that  “gas”  was 

the  same  as  gasoline,  something  you  got 
from  a gasoline  pump,  as  at  a gas  station. 
She  knew  that  she  had  had  “gas”  for  anes- 
thesia. She  also  thought  that  tonsils  were 
“a  line  in  your  throat.”  I do  not  know 
what  she  thought  was  removed  from  her 
throat  if  tonsils  were  only  a line. 

By  the  second  interview,  a great  many  of 
her  thoughts  were  suppressed,  and  she  was 
not  interested  in  discussing  anything  about 
herself.  She  was  content  to  draw  and  to 
enjoy  playing  with  the  toys.  The  parents 


were  reassured  that  the  child  was  not  crazy 
and  had  learned  the  importance  of  explain- 
ing any  changes  to  her,  especially  those  that 
might  entail  pain.  Her  psychotic  episode 
had  disappeared,  and  she  seemed  once  again 
much  as  she  was  before  the  series  of  traumas 
had  occurred.  The  series  of  overwhelming 
traumas,  all  occurring  within  a short  time 
span,  seemed  to  have  broken  down  her 
ability  to  cope  with  the  world  of  reality 
quite  completely,  although  temporarily.  As 
the  parents  were  properly  advised  and  re- 
assured, as  the  child  was  given  some  oppor- 
tunity to  ventilate  her  feelings  and  to 
understand  them,  and  as  she  was  enabled 
to  make  another  kind  of  a relationship  with 
a physician,  the  explosive  psychotic  symp- 
toms disappeared. 

Comment 

What  did  this  little  girl,  barely  five  years 
old,  think  when  she  was  wrapped  in  sheets, 
hurt  to  the  extreme,  and  forcefully  taken 
from  her  parents,  all  without  explanation? 
What  did  she  imagine  could  have  produced 
this  frightening  behavior  in  the  adults  of 
her  world?  The  thoughts  were  so  terrify- 
ing that  she  was  unable  to  cope  with  them, 
and  her  overwhelming  fear,  anxiety,  and 
guilt  were  expressed  in  her  delusions  and 
hallucinations.  These  seemed  to  indicate 
that  she  had  some  fear  of  being  destroyed 
or  being  rendered  inanimate.  Her  symp- 
toms also  seemed  to  point  to  the  fact  that 
she  thought  she  had  done  some  very  wrong 
thing  and  was  being  punished  for  the  crime. 
My  further  assumption  is  that  the  little 
girl  perceived  her  sudden  operation,  in  the 
setting  of  forcible  removal  from  her  parents, 
as  a punishment  for  her  having  omitted  or 
committed  one  or  more  events  considered 
so  wrong  as  to  merit  the  severest  sort  of 
parental  discipline.  At  the  age  of  five,  her 
conscience  was  probably  greatly  developed, 
but  she  had  not  had  enough  life  experience 
to  judge  adequately  her  behavior  or  the 
events  occurring  around  her.  The  judg- 
ment she  passed  on  herself  was  so  bad  that 
it  called  for  punishment  that  put  her  life  in 
danger.  It  appeared  that  her  conscience 
overwhelmed  her  with  a sense  of  guilt  and 
a need  for  punishment  so  that  she  probably 
misinterpreted  the  traumatic  events  de- 
scribed in  terms  of  her  psychotic  episode. 

Had  the  child  been  simply  told  of  the  pain 
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of  cauterization,  warned  of  the  feelings  of 
helplessness  when  rendered  immobile  while 
being  fully  conscious,  acquainted  with  the 
feelings  of  abandonment  when  left  by  her 
parents,  or  perhaps  not  separated  at  all 
from  her  mother  who  would  be  allowed  to 
stay  overnight  in  the  hospital  with  her  five- 
year-old,  the  severe  emotional  reaction 
might  not  have  occurred.  There  is  ample 
evidence,  as  reported  in  the  literature,  that 
a child  can  be  overwhelmed,  broken  down, 
and  frightened  beyond  his  capacity  to  tol- 
erate fear  by  surgical  procedures  and  anes- 
thesia, particularly  if  he  is  separated  from 
his  parents.  There  is  also  ample  evidence 
that  if  this  knowledge  is  utilized  prior  to 
such  necessary  procedures,  the  reaction  can 
be  avoided.  The  steps  that  are  required 
for  this  may  vary  from  a simple  explanation 
to  the  parents  all  the  way  to  psychiatric 
treatment  for  the  child.  The  rapport  es- 
tablished between  the  physician  and  the 
parents  can  be  of  great  assistance  in  assur- 
ing that  the  parents  convey  the  most  sig- 
nificant facts  to  the  child.  These  are:  (1) 
The  procedure  is  necessary,  (2)  there  is  no 
element  of  punishment  present,  (3)  no  last- 
ing harm  to  the  patient’s  body  will  occur, 
(4)  the  patient  will  not  die,  and  (5)  the 
parents  will  not  abandon  the  child. 

The  child  should  be  reassured  as  much 
as  is  reasonably  possible  about  the  opera- 
tion. 


Slum  centered  tuberculosis  control 


A slum-centered  program  to  control  tuber- 
culosis is  urged  in  an  editorial  by  A.  D.  Chaves, 
M.D.,  writing  in  a recent  issue  of  American 
Review  of  Respiratory  Disease.  Urban  slum 
dwellers,  beset  by  the  multiple  medical,  emo- 
tional, and  social  ills  of  their  environment,  re- 
main highly  susceptible  to  this  disease  and  are 
strongly  resistant  to  the  conventional  methods 
of  control  and  treatment.  The  elimination  of 


Summary 

A case  has  been  presented  depicting  the 
onset  of  a psychotic  episode  in  a five-year- 
old  child.  Similar  cases  are  referred  to  in 
the  literature,  as  are  studies  concerned  with 
some  psychological  factors  involved  in  the 
production  of  such  symptoms.  The  reasons 
for  the  appearance  of  the  illness  are  set 
forth,  together  with  some  ideas  as  to  the 
patient’s  fantasies  of  guilt. 

The  necessary  steps  to  prevent  the  occur- 
rence of  the  unwanted  emotional  reaction 
are  enumerated. 

40  East  68th  Street 
New  York,  New  York  10021 
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tuberculosis  as  a major  public  health  problem 
requires  a slum-centered  tuberculosis  control 
program  tailored  to  overcome  those  social  bar- 
riers that  have  frustrated  efforts  up  to  now. 

This  program  should  be  integrated  with  other 
improved  health  services  now  being  planned  for 
the  medically  indigent.  Such  a coordinated 
effort  would  not  only  be  more  effective  in  com- 
batting tuberculosis  and  other  conditions  which 
permit  its  perpetuation  and  spread,  but  could 
also  help  solve  the  difficulty  posed  by  rapidly 
dwindling  supply  of  professional  workers  in  the 
field  of  tuberculosis  control. 
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X he  possibility  of  transmission  of  brucel- 
losis from  dogs  to  human  beings  has  been 
considered  by  many  investigators.  Few 
suspected  cases  have  been  reported  in  the 
literature.  Nenzani1  assumed  that  a bitch 
which  aborted  was  responsible  for  infection 
in  a man  who  previously  had  assisted  in 
cleaning  the  uterus.  Dargein  and  Plazy2 
concluded  that  brucellosis  was  contracted 
by  7 naval  officers  who  shared  quarters  with 
a dog  that  aborted.  Ostertag  and  Mayer3 
reported  infection  in  2 human  beings  in 
North  Wurtemberg  which  was  traced  to  a 
dog  used  in  an  infected  flock  of  sheep. 
Numerous  isolations  of  Brucella  melitensis 
were  from  dogs  which  gave  positive  reac- 
tions to  one  or  more  tests.  McCullough4 
concluded  that  a man  became  infected  from 
a dog  which  was  ill  with  fever  and  orchitis. 

This  report  concerns  a case  of  probable 
transmission  of  Brucella  suis  infection  from 
a dog  which  aborted  to  a housewife  in 
Massachusetts. 


The  patient  was  a white  female,  twenty- 
nine  years  old,  who  had  a sudden  onset  of 
fever,  severe  headaches,  and  marked  perspi- 
ration on  January  11,  1966.  Her  past 
history  was  unremarkable.  She  had  been 
hospitalized  five  times  for  normal  deliveries, 
the  last  time  three  months  prior  to  the 
present  illness. 

Three  weeks  earlier,  the  patient  and  two 
of  her  children  had  been  treated  for  strep- 
tococcal infection.  Penicillin  was  admin- 
istered to  them  for  ten  days.  All  responded 
well  to  therapy. 

On  January  14,  the  patient  called  her 
physician  with  complaints  of  fever,  severe 
perspiration,  headache,  and  scratchy  throat. 
This  illness  was  assumed  to  be  a recurrence 
of  throat  infection,  and  penicillin  therapy 
was  again  administered. 

The  patient  was  examined  in  the  physi- 
cian’s office  the  following  day.  A diagnosis 
of  viral  infection  was  made.  Antibiotic 
therapy  was  withdrawn  and  the  patient 
placed  on  bed  rest  with  an  analgesic-anti- 
pyretic  (Empirin)  and  codeine  for  pain. 
The  blood  analysis  was:  white  blood  count 

7,750,  polymorphonuclear  leukocytes  56 
per  cent,  lymphocytes  40  per  cent,  and 
hemoglobin  13.5  Gm.  per  100  ml.  A routine 
urinalysis  gave  normal  results. 

The  symptoms  persisted,  and  on  January 
25  the  patient  was  hospitalized  with  sus- 
pected brucellosis.  The  hospital  laboratory 
reports  were:  chest  x-ray  showed  normal 
results;  red  blood  count  was  4,200,000, 
white  blood  count  8,200,  polymorpho- 
nuclear leukocytes  48  per  cent,  lymphocytes 
47  per  cent,  and  stabs  5 per  cent;  hemo- 
globin 13.8  Gm.  per  100  ml;  fasting  blood 
sugar  84  mg.  per  100  ml.;  blood  urea 
nitrogen  11.4  mg.  per  100  ml.;  throat 
culture  yielded  gram-positive  diplococci; 
and  urinalysis  showed  albumin,  sugar, 
white  blood  cells,  red  blood  cells,  and  was 
otherwise  negative.  In  serology  the  Was- 
sermann  test  showed  negative  findings, 
typhoid  H and  O were  negative  1 : 20,  para- 
typhoid A and  P were  negative  1 : 20, 
Brucella  were  positive  1 : 2,240,  and  blood 
cultures  showed  negative  findings. 

Chemotherapy.  On  February  1,  the 
patient  was  administered  tetracycline  hy- 
drochloride (Tetracyn),  250  mg.  four  times 
per  day.  This  or  tetracycline  hydrochlo- 
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ride  with  nystatin  (Tetrastatin)  at  the  same 
dosage  level  was  continued  for  six  weeks. 
Methylprednisolone  (Medrol)  was  given  in 
diminishing  dosages  of  16  to  4 mg.  for  four 
days. 

The  symptoms  persisted  for  the  first 
week  of  therapy  with  temperatures  elevat- 
ing to  104  F.  On  February  8,  the  temper- 
ature returned  to  normal  and  other  symp- 
toms subsided.  Her  general  condition  im- 
proved for  the  next  eight  days,  and  she  was 
discharged  from  the  hospital  on  February 
17.  She  was  re-examined  several  times 
later  in  the  physician’s  office  and  is  now  in 
apparent  good  health. 

Epidemiology.  The  patient  lives  in  a 
suburban  area  and  has  had  no  contact  with 
domesticated  farm  animals.  All  food  prod- 
ucts are  purchased  from  local  supermarkets. 

Further  inquiries  revealed  that  the  house- 
hold dog  had  aborted  two  dead  fetuses  in 
August,  1965.  The  patient  had  removed 
these  for  disposal  without  protection  to  her 
skin,  and  several  minutes  passed  before  her 
hands  were  washed. 

A blood  serum  sample  from  the  dog  was 
tested  for  Brucella  agglutinins  and  was  posi- 
tive in  the  1 : 800  dilution.  The  dog  was 
autopsied  in  April,  1966,  and  bacteriologic 
and  gross  pathologic  studies  conducted. 
Isolations  of  Br.  suis  Type  I were  made  from 
the  suprapharyngeal  and  supramammary 
lymph  nodes.  Cultures  were  negative  from 
the  spleen,  blood,  mandibular  and  axillary 
lymph  nodes,  bone  marrow,  and  uterus. 
The  dog  was  approximately  three  weeks 
pregnant.  No  gross  abnormal  condition 
was  observed  in  any  organ. 

The  possible  sources  of  infection  in  the 
dog  were  studied.  There  are  a few  swine 
herds  in  the  area  including  one  owned  by  a 
relative  of  the  patient.  This  farm  is  ap- 
proximately one  mile  from  the  patient’s 
residence.  Blood  samples  from  the  breed- 
ing swine  were  tested,  and  several  had  posi- 
tive reactions.  Br.  suis  Type  I isolations 
were  made  from  several  spleens  and  lymph 
nodes  collected  at  slaughter  of  the  swine. 


There  was  a history  of  abortions  in  the 
swine  herd. 

The  dog  was  allowed  to  roam  and  prob- 
ably became  infected  by  ingesting  contami- 
nated material  on  the  swine  farm. 

Comment 

Canine  brucellosis  has  been  reported  by 
many  investigators  and  has  been  sum- 
marized by  Morse.5  Recoveries  of  Br.  suis 
from  natural  and  experimental  infections 
have  been  numerous.  However,  most 
workers  have  concluded  the  clinical  evi- 
dences of  infection  do  not  persist.6  7 This 
appeared  to  be  true  in  the  case  reported 
here. 

Although  no  positive  cultures  were  ob- 
tained from  the  patient,  all  clinical  and 
serologic  evidence  suggests  a positive  diag- 
nosis of  brucellosis.  It  is  probable  that 
transmission  of  infection  was  at  the  time  of 
abortion  in  the  dog. 

Conclusion 

Evidence  is  presented  that  a human  being 
contracted  brucellosis  from  a dog  which 
aborted  and  was  culturally  proved  to  be 
infected  with  Br.  suis  Type  I. 

Epizootiologic  investigations  revealed 
that  the  dog  probably  became  infected  from 
a neighboring  swine  herd  experiencing 
clinical  brucellosis. 
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Letters  to  the  Editor 


Scratch  Test 

To  the  Editor:  A new  “old”  modality  in  phys- 

ical diagnosis  is  described  for  outlining  cardiac, 
hepatic,  and  other  dense  masses  within  the  body 
using  the  sonar  principle.  The  stethescope  is 
placed  over  the  mass,  and  the  finger  lightly 
scratching  the  skin  surface  is  the  source  of  vibra- 
tion. “Scratch  Test”  is  my  own  designation. 

History 

I have  been  using  this  test  for  the  past  twenty- 
five  years  in  private  practice.  It  was  only  when 
a physician  asked  me  after  a demonstration  “for 
the  reference,”  that  I realized  that  I had  no  idea 
of  how  I first  came  to  use  the  Scratch  Test. 

A search  of  the  current  literature  and  books 
on  physical  diagnosis  shed  no  light  since  it  was 
not  mentioned.  Thereupon,  I commenced  cor- 
responding with  several  eminent  cardiologists 
and  internists  to  discover  whether  or  not  any 
of  them  had  knowledge  of  the  Scratch  Test. 

In  1967  I contacted  Louis  F.  Bishop,  M.D., 
attending  physician,  Bellevue  Hospital,  New 
York  City,  who  advised  me  that  his  father  had 
mentioned  such  a test  to  him  many  years  ago, 
although  he  himself  had  never  read  about  it. 
Dr.  Bishop  was  kind  enough  to  offer  to  do  re- 
search on  the  Scratch  Test  from  the  extensive 
library  at  his  command.  The  result  of  this 
search  was  that  he  could  find  no  written  refer- 
ence to  the  test. 

I then  wrote  to  Aldo  Luisada,  M.D.,  professor 
of  medicine,  Chicago  Medical  School,  and  editor 
of  Cardiology,  an  encyclopedia  of  the  cardiovas- 
cular system.  He  informed  me  that  nowhere 
had  he  read  or  heard  of  this  test. 

I spoke  to  J.  J.  Blinn,  M.D.,  director  of  medi- 
cine, Long  Beach  Memorial  Hospital,  Long 
Beach,  New  York,  about  the  test.  He  informed 
me  that  this  test  was  mentioned  to  him  while  he 
was  a student  at  the  Long  Island  College  of 
Medicine,  about  1925,  by  Henry  Joachim,  M.D., 
and  Tasker  Howard,  M.D.  At  that  time  these 
two  clinical  professors  used  the  term  “ausculta- 
tory palpation”  to  describe  the  scratch  test. 
However,  at  no  time  was  Dr.  Blinn  aware  of  any 
information  being  published  on  the  test. 

Thereafter,  I spoke  to  George  Burch,  M.D., 
professor  of  medicine  at  Tulane  University, 
about  the  scratch  test.  He  confessed  he  had  no 
knowledge  regarding  it. 

In  essence,  it  would  appear  that  the  scratch 
test  has  cropped  up  on  several  occasions  in  clini- 
cal medicine  and  then  was  lost  because  informa- 
tion on  it  was  never  published. 

Method 

The  stethescope  is  placed  directly  over  the 
area  to  be  mensurated,  for  example  heart,  liver, 


and  so  on.  Then,  the  finger,  using  a light 
scratch  technic,  is  brought  from  the  periphery, 
out  with  the  area  of  the  expected  mass,  grad- 
ually, by  repeated  “scratches”  at  y8  to  V4  inches 
apart,  toward  the  stethescope.  The  sound 
heard  through  the  stethescope  at  first  will  be 
distant,  quiet,  and  of  a soft  pitch.  As  one  ap- 
proaches the  border  of  the  mass,  the  sound  will 
suddenly  change  to  one  that  is  hard,  loud,  and 
scraping.  The  converse  is  equally  true.  That 
is,  as  one  travels  by  repeated  scratches  periph- 
erally, from  the  stethescope,  away  from  the 
mass,  there  will  be  a sudden  change  in  the  type 
of  sound  heard  from  that  of  a har  sh  close  sound 
to  that  of  a soft  distant  sound.  The  junctional 
area  represents  the  border  of  the  mass. 

Utility 

This  test  is  particularly  useful  in  obese  people, 
in  those  with  emphysema  when  the  percussion 
note  used  to  outline  the  heart  is  difficult  to  ob- 
tain, and  in  the  obese  and  ascitic  patient  when 
the  liver  is  difficult  to  outline.  It  may  also  be 
helpful  in  outlining  a mass  in  the  abdomen. 

Summary 

A physical  diagnostic  test  for  mensuration  of 
the  heart,  liver,  and  other  masses  is  described  for 
the  first  time.  It  is  a simple  test  to  perform 
and  with  a little  practice  is  accurate. 

Harold  Bernstein,  M.D. 
128  De  Mott  Avenue 
Rockville  Centre,  New  York,  11570 


Methaqualone 

To  the  Editor:  It  has  been  called  to  the  atten- 

tion of  the  Committee  on  Alcoholism  and  Drug 
Abuse  of  the  Medical  Society  of  the  State  of 
New  York  that  a misleading  statement  was 
printed  in  the  annual  report  of  this  committee 
in  the  June  1,  1966,  issue  of  the  New  York 
State  Journal  of  Medicine. 

The  drug  methaqualone  (Quaalude)  is  referred 
to  as  an  antimalarial  drug  used  in  Africa.  This 
statement,  which  apparently  has  been  in  the 
literature,  is  misleading.  The  manufacturer  of 
the  drug  has  stated  that  methaqualone  has  no 
antimalarial  properties.  A quotation  from 
their  letter  of  July  11,  1967  is  as  follows: 

Methaqualone  was  originally  screened  for 
antimalarial  properties,  but  was  found  to  have 
none.  It  is  not  in  any  way  related  to  any 
known  antimalarial  dmg.  Unfortunately, 
this  misleading  statement  has  remained  in  the 
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literature  in  spite  of  attempts  to  have  it  cor- 
rected. 

I trust  this  correction  will  be  made  for  your 
readers. 

Marvin  A.  Block,  M.D., 
Chairman,  Committee  on 
Alcoholism  and  Drug  Abuse, 
Medical  Society  of  the  State 
of  New  York 


A private  nearly  wrecked 
by  success 

To  the  Editor:  In  a well  known  essay  on  “Some 

Character  Types  Met  with  in  Psychoanalytic 
Work,”  Freud*  observed  that  achievement  as 
well  as  frustration  can  become  a powerful  stimu- 
lus for  psychological  suffering.  He  described 
patients  who  had  been  wrecked  by  the  very 
success  they  had  usually  sought  with  single- 
minded  purpose.  Freud  believed  that  forces  of 
conscience  mercilessly  punished  these  individ- 
uals for  accomplishing  in  reality  wishes  (usually 
rooted  in  Oedipal  conflict)  which  had  been  pre- 
viously tolerated  as  long  as  they  were  strictly 
contained  by  fantasy. 

The  spectacle  of  one  brought  low  at  the  pin- 
nacle of  victory  often  has  unmistakable  tragic 
connotations.  Major  life  goals,  such  as  leader- 
ship in  a profession,  significant  public  recogni- 
tion, or  marriage,  may  be  sacrificed  in  such  cases. 
Heroic  or  merely  notorious  figures  of  world  lit- 
erature are  counted  among  the  victims  of  suc- 
cess. Freud  particularly  singles  out  Lady  Mac- 
beth and  Rebecca  West  (of  Ibsen’s  Rosmers- 
holm ).  Richard  III  whom  Freud  designates  as 
another  character  type  (The  Exception)  curi- 
ously loses  the  greater  part  of  his  diabolical 
power  over  others  directly  after  his  machina- 
tions to  snatch  the  English  crown  have  borne 
fruit.  Oedipus  himself  may  well  be  the  proto- 
type of  these  unfortunate  characters;  blind  to 
his  repressed  incestuous  impulses,  he  fulfills  to 
the  letter  the  fantasied  gratifications  of  child- 
hood, only  to  ruin  himself  by  remorselessly  pur- 
suing the  exposure  of  his  primal  guilt. 

A small  man  is  surely  as  entitled  to  mental 
anguish  as  a great  one:  to  a personality  suffi- 

ciently sensitized,  life’s  minor  rewards  may  loom 
enormously  frightening.  In  the  following  ex- 
ample promotion  from  the  lowest  enlisted  grade 
in  the  Armed  Services  was  very  nearly  respon- 
sible for  severe  disorganization  of  the  ego. 

Case  history 

A twenty-two-year-old  private  came  to  the 
clinic  because  of  overwhelming  anxiety,  sus- 
picions that  the  men  in  his  barracks  were  plot- 
ting against  him,  and  fears  that  he  might  lose 
his  temper  and  either  hurt  someone  or  be  court- 
martialled  for  insubordination. 

His  parents  had  divorced  when  he  was  six. 

* Freud,  S.:  Some  character  types  met  with  in  psycho- 

analytic work,  in  Collected  Papers,  New  York,  Basic  Books, 
■ 1959,  vol.  4,  p.  318. 


His  father  was  an  intemperate  drinker,  while 
his  mother  was  described  as  sweet  and  long- 
suffering.  The  patient  played  down  any  diffi- 
culties he  might  have  encountered  with  these 
two;  instead,  he  blamed  his  older  brother  for  all 
of  his  problems.  He  portrayed  the  brother  as  a 
paranoid  recluse  who  tyrannized  the  mother 
and  siblings  with  unreasonable  demands  which 
were  always  met  “to  keep  the  peace.”  His 
brother  grew  more  disturbed  during  the  patient’s 
adolescence,  insisted  on  keeping  him  in  the  house 
most  of  the  time,  and  inhibited  his  contacts 
with  the  outside  world.  The  patient’s  school 
and  work  adjustment  had  been  marginal,  and 
he  had  joined  the  Armed  Services  to  escape  his 
brother’s  ruthless  domination. 

A diagnosis  of  borderline  schizophrenia  was 
made,  and  he  was  treated  with  chlorpromazine 
(Thorazine)  and  supportive  psychotherapy.  It 
was  evident  that  the  aggression  of  the  military 
environment  and  the  enforced  intimacy  of  bar- 
racks living  had  exacerbated  the  very  memories 
of  fraternal  combat  he  had  sought  to  suppress 
by  his  enlistment.  He  rapidly  calmed  down  as 
good  rapport  was  established  with  a nonthreat- 
ening male. 

All  seemed  to  be  going  well  until  his  com- 
manding officer  told  him  that  soon  he  would  be 
promoted  to  Private  First  Class.  When  seen 
shortly  thereafter,  he  was  agitated,  with  moder- 
ately disorganized  thinking  processes.  He  felt 
as  if  his  body  were  expanding  and  thought  he 
might  be  growing  taller  and  stronger.  He  was 
highly  conflicted  over  receiving  his  stripe  and 
even  considered  turning  it  down.  He  believed 
that,  “if  I become  a PFC  everyone  will  know  I 
am  better  and  will  want  to  beat  me  up.” 

He  admitted  that  the  promotion  was  the  first 
recognition  of  personal  worth  he  had  ever  re- 
ceived as  an  adult  but  was  terrified  that  now  he 
might  go  home  on  leave  and  fight  with  his  brother 
until  one  of  them  would  be  killed.  It  could 
be  speculated  that  the  brother,  who  probably 
was  a paranoid  schizophrenic  himself,  had  be- 
come a substitute  for  the  alcoholic  father  both 
in  the  patient’s  fantasy  and  in  the  reality  of 
family  life  after  the  parents  were  divorced. 
Even  such  small  recognition  of  his  strivings  for 
autonomy  as  a Private  First  Class’s  stripe  rep- 
resented for  the  patient  the  fulfillment  of  mur- 
derous wishes  toward  the  punitive  authority 
figures  of  his  past  and  was  sufficient  to  bring  the 
retribution  of  a sadistic  superego  crashing  down 
on  him. 

The  amount  of  chlorpromazine  was  increased, 
his  ambivalence  over  competition  was  examined, 
and  it  was  interpreted  that  the  success  he  had 
after  all  earned  would  not  magically  destroy 
anyone,  neither  his  brother  nor  himself.  His 
condition  again  improved.  He  subsequently 
received  his  promotion  with  no  untoward  effects, 
and  his  social  adjustment  has  remained  unex- 
ceptionable. 

Harvey  R.  Greenberg,  M.D. 

Bronx  State  Hospital 

1500  Waters  Place,  Building  102 

The  Bronx,  New  York  10461 
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Necrology 


Max  Adelman,  M.D.,  of  Brooklyn,  died  on 
September  23  at  his  home  at  the  age  of  fifty- 
nine.  Dr.  Adelman  received  his  medical  degree 
from  the  University  of  Zurich  in  1935.  He  was 
an  associate  attending  orthopedic  surgeon  at 
Maimonides  Hospital  of  Brooklyn,  St.  John’s 
Episcopal  and  Jewish  Chronic  Disease  Hos- 
pitals, and  Kings  County  Hospital  Center.  Dr. 
Adelman  was  a Diplomate  of  the  American 
Board  of  Orthopedic  Surgery,  a Fellow  of  the 
American  College  of  Surgeons,  and  a member  of 
the  American  Academy  of  Orthopaedic  Sur- 
geons, the  New  York  Academy  of  Medicine, 
the  Medical  Society  of  the  County  of  Kings, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Mark  Hopkins  Barnes,  M.D.,  of  New  York 
City,  died  on  September  11  at  Lenox  Hill  Hos- 
pital at  the  age  of  seventy-two.  Dr.  Barnes 
graduated  in  1930  from  Columbia  University 
College  of  Physicians  and  Surgeons.  He  was  an 
emeritus  associate  surgeon  in  otolaryngology  at 
Lenox  Hill  Hospital.  Dr.  Barnes  was  a Diplo- 
mate of  the  American  Board  of  Otolaryngology, 
a Diplomate  of  the  American  Board  of  Oph- 
thalmology, and  a member  of  the  American 
Academy  of  Ophthalmology  and  Otolaryn- 
gology, the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Donald  Ewen  Cameron,  M.D.,  of  Albany, 
died  on  September  8 while  hiking  near  Lake 
Placid  at  the  age  of  sixty-five.  Dr.  Cameron 
graduated  in  1924  from  the  University  of  Glas- 
gow Medical  Faculty.  He  was  an  attending 
psychiatrist  at  Albany  Medical  Center  Hospital, 
a consulting  psychiatrist  at  Placid  Memorial 
Hospital,  Lake  Placid,  and  director  of  the 
Psychiatry  and  Aging  Research  Laboratory, 
Veterans  Administration  Hospital,  Albany. 
Dr.  Cameron  was  a Diplomate  of  the  American 
Board  of  Psychiatry  and  Neurology  (Psychia- 
try) and  a member  of  the  American  Psychiatric 
Association,  the  Albany  County  Medical  So- 
ciety, the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Robert  William  Culbert,  M.D.,  of  New  York 
City,  died  on  September  6 at  his  home  at  the 
age  of  sixty-nine.  Dr.  Culbert  graduated  in 
1928  from  Columbia  University  College  of  Phy- 
sicians and  Surgeons.  He  was  an  assistant  at- 
tending pediatrician  at  Presbyterian  Hospital 
(inactive)  and  director  of  the  Bureau  of  School 
Health  of  the  City  of  New  York  Department  of 
Health,  having  served  in  this  capacity  since  the 


Bureau’s  inception  in  1948.  He  was  instrumen- 
tal in  founding  the  Coordinating  Council  on 
School  Health  and  until  his  death  was  cochair- 
man of  the  Council.  Dr.  Culbert  was  a Diplo- 
mate of  the  American  Board  of  Pediatrics  and  a 
member  of  the  American  Public  Health  Associa- 
tion, the  American  Academy  of  Pediatrics,  the 
Society  for  Pediatric  Research,  and  the  New 
York  Academy  of  Medicine. 

Edson  Edgar  Getman,  M.D.,  of  Quogue,  died 
on  September  20  at  Riverside  Hospital  at  the 
age  of  sixty-five.  Dr.  Getman  graduated  in 
1926  from  Syracuse  University  College  of  Medi- 
cine. In  February,  1967,  he  retired  as  second 
vice-president  and  chief  medical  director  of  the 
New  York  Life  Insurance  Company.  Dr.  Get- 
man was  a member  of  the  Association  of  Life 
Insurance  Medical  Directors  of  America. 

Ludwig  Tonja  Graham,  M.D.,  of  New  York 
City,  died  on  September  17  at  Montefiore  Hos- 
pital at  the  age  of  sixty-five.  Dr.  Graham  re- 
ceived his  medical  degree  from  the  University 
of  Frankfort  in  1925.  He  was  an  assistant 
adjunct  anesthesiologist  at  Jewish  Memorial 
Hospital.  Dr.  Graham  was  a member  of  the 
American  Society  of  Anesthesiologists,  Inc., 
the  New  York  State  Society  of  Anesthesiolo- 
gists, the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Harbeck  Halsted,  M.D.,  of  New  York  City, 
died  on  September  24  at  his  home  in  East 
Hampton  at  the  age  of  eighty-seven.  Dr. 
Halsted  graduated  in  1911  from  Columbia  Uni- 
versity College  of  Physicians  and  Surgeons. 
He  was  a consulting  gynecologist  at  South- 
ampton Hospital.  Dr.  Halsted  was  a Diplo- 
mate of  the  American  Board  of  Obstetrics  and 
Gynecology,  a Fellow  of  the  American  College 
of  Surgeons,  and  a member  of  the  New  York 
Academy  of  Medicine,  the  New  York  Obstetri- 
cal Society,  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Isaac  Horovitz,  M.D.,  of  Basel,  Switzerland, 
formerly  of  New  York  City,  died  on  September 
1 at  the  age  of  eighty.  Dr.  Horovitz  received 
his  medical  degree  from  the  University  of  Berlin 
in  1912.  He  had  been  an  associate  attending 
ophthalmologic  surgeon  at  New  York  Eye  and 
Ear  Infirmary  and  a senior  clinical  assistant 
attending  ophthalmologist  (off  service)  at  The 
Mount  Sinai  Hospital.  Dr.  Horovitz  was  a 
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member  of  the  Pan  American  Association  of 
Ophthalmology,  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

! 

Harold  Greeley  Noyes,  M.D.,  of  New  York 
City,  died  on  September  17  at  the  New  York 
Infirmary  at  the  age  of  seventy-three.  Dr. 
Noyes  graduated  in  1921  from  Harvard  Univer- 
sity Medical  School.  He  was  a Diplomate  of 
the  American  Board  of  Ophthalmology  and  a 
member  of  the  American  Academy  of  Ophthal- 

Smology  and  Otolaryngology,  the  New  York 
County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 

LeRoy  Adolphus  Payne,  M.D.,  of  Brooklyn, 
died  on  August  25  at  the  age  of  sixty-seven. 
Dr.  Payne  graduated  in  1928  from  Howard 
University  College  of  Medicine.  He  was  an 
assistant  attending  physician  at  Brooklyn- 
Cumberland  Medical  Center.  Dr.  Payne  was 
a member  of  the  New  York  Cardiological  So- 
ciety, the  Medical  Society  of  the  County  of 
Kings,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Srul  D.  Pieczenik,  M.D.,  of  New  York  City, 
died  on  August  31  at  his  home  at  the  age  of 
fifty-five.  Dr.  Pieczenik  received  his  medical 
degree  from  the  University  of  Toulouse  in  1939. 
He  was  a senior  clinical  assistant  physician  in 
arthritis  at  The  Mount  Sinai  Hospital.  Dr. 
Pieczenik  was  a member  of  the  American 
Rheumatism  Association,  the  New  York  County 


Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

William  Spielberg,  M.D.,  of  New  York  City 
and  Coral  Gables,  Florida,  died  on  September 
8 at  the  age  of  seventy-eight.  Dr.  Spielberg 
graduated  in  1912  from  Uuiversity  and  Bellevue 
Hospital  Medical  College.  He  was  a Diplo- 
mate of  the  American  Board  of  Otolaryngology, 
a Fellow  of  the  American  College  of  Surgeons, 
and  a member  of  the  New  York  Academy  of 
Medicine,  the  New  York  County  Medical  So- 
ciety, the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Frederick  Duane  Squire,  M.D.,  of  Stony 
Brook,  died  on  May  5 at  the  age  of  seventy- 
eight.  Dr.  Squire  graduated  in  1911  from  Long 
Island  College  Hospital.  He  was  an  emeritus 
physician  at  the  John  T.  Mather  Memorial 
Hospital,  Port  Jefferson.  Dr.  Squire  was  a 
member  of  the  Suffolk  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

S.  Paul  Suffin,  M.D.,  of  Larchmont,  died  on 
August  28  at  the  age  of  sixty-three.  Dr.  Suffin 
graduated  in  1928  from  Syracuse  University 
College  of  Medicine.  He  was  a surgeon  emeri- 
tus at  Flushing  Hospital  and  Dispensary.  Dr. 
Suffin  was  a Fellow  of  the  American  College  of 
Surgeons,  a Fellow  of  the  International  College 
of  Surgeons,  and  a member  of  the  Medical  So- 
ciety of  the  County  of  Queens,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 
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Book  Notes 


Textbook  of  Biochemistry.  By  Edward 
Staunton  West,  Ph.D.,  Wilbert  R.  Todd,  Ph.D., 
Howard  S.  Mason,  Ph.D.,  and  John  T.  Van 
Bruggen,  Ph.D.  Fourth  edition.  Octavo  of 
1,595  pages,  illustrated.  New  York,  The  Mac- 
millan Company,  1966.  Cloth,  $18.50. 

The  general  organization  of  this  work  remains 
much  the  same  as  in  previous  editions,  although 
rapid  increase  of  biochemical  knowledge  re- 
quired considerable  deletion  of  older  material 
and  the  addition  of  new  in  order  to  bring  the 
publication  up  to  date.  Physical  chemistry 
most  closely  related  to  biochemistry  is  included. 

Beck’s  Obstetrical  Practice.  By  E.  Stewart 
Taylor,  M.D.  Eighth  edition.  Octavo  of  658 
pages,  illustrated.  Baltimore,  The  Williams  & 
Wilkins  Company,  1966.  Cloth,  $14.50. 

The  eighth  edition  of  this  standard  work  has 
been  completely  rewritten  and  revised  in  keeping 
with  present  obstetric  practice.  New  chapters 
have  been  added.  It  still  has  the  same  objec- 
tives as  the  original  edition  published  thirty- 
one  years  ago — “a  textbook  helpful  and  useful 
to  medical  students  and  to  young  practitioners 
of  obstetrics.” 

Clinic  Epidemiology.  By  John  R.  Paul, 
M.D.  Revised  edition.  Octavo  of  305  pages, 
illustrated.  Chicago,  The  University  of  Chi- 
cago Press,  1966.  Cloth,  $7.50. 

Designed  especially  for  clinical  investigators  this 
work  should  be  of  interest  to  medical  students, 
biologists,  and  physicians  who  wish  to  broaden 
their  knowledge  in  the  subject.  It  is  written 
in  semitechnical  language  without  too  many 
details,  and  should  appeal  to  workers  in  the 
field  except  those  whose  interests  are  chiefly 
statistical. 

Clinical  Management  of  Behavior  Dis- 
orders in  Children.  By  Harry  Bakwin, 
M.D.,  and  Ruth  Morris  Bakwin,  M.D.  Third 
edition.  Octavo  of  652  pages,  illustrated. 
Phila.,  W.  B.  Saunders  Company,  1966.  Cloth, 
$14.50. 

The  original  intention  of  the  authors  was  to 
provide  a book  that  would  meet  the  needs  of 
physicians  and  others  concerned  with  child  be- 
havior. In  this  edition  the  general  plan  of  the 
work  remains  the  same,  although  many  changes 
have  been  made  in  the  text  in  order  to  include 
recent  knowledge.  Emphasis  is  on  the  wide 
range  of  variability  of  normal  behavior  in  chil- 
dren and  on  the  natural  trend  in  the  psychic, 
as  well  as  in  the  somatic  sphere  toward  develop- 
ment. 


New  Drugs — 1967.  Evaluated  by  the  A.M.A. 
Council  on  Drugs.  Octavo  of  590  pages. 
Chicago,  American  Medical  Association,  1967. 
Paper,  $3.50. 

This  publication  is  designed  especially  for  the 
practicing  physician.  It  is  a comprehensive 
summary  of  knowledge  available  on  drugs  in- 
troduced within  the  last  ten  years,  but  cannot 
be  considered  as  a list  of  those  approved  or  ac- 
cepted. Copious  cross  references  and  a well- 
done  index  make  it  easy  to  use. 

The  Technique  of  Psychotherapy.  By 

Lewis  R.  Wolberg,  M.D.  Second  edition. 
Quarto  of  1,411  pages.  New  York,  Grune  & 
Stratton,  1967.  Cloth,  $29.75. 

The  author  states  that  this  work  is  “intended 
as  a technical  guide  to  the  practical  daily  prob- 
lems of  dynamic  therapy  and  should  prove  to  be 
a useful  aid  in  practice  and  teaching.”  After 
an  interval  of  thirteen  years  this  edition  appears 
in  two  volumes,  has  been  thoroughly  revised 
and  brought  up  to  date  in  line  with  present-day 
practice. 

Clinical  Endocrinology.  By  Karl  E.  Pasch- 
kis,  M.D.,  Abraham  E.  Rakoff,  M.D.,  Abraham 
Cantarow,  M.D.,  and  Joseph  J.  Rupp,  M.D. 
Third  edition.  Octavo  of  1,060  pages,  illustra- 
ted. New  York,  Hoeber  Medical  Division, 
Harper  & Row,  1967.  Cloth,  $27.50. 

New  diagnostic  tests  and  new  treatment  meth- 
ods characterize  the  third  edition  of  this  stand- 
ard work  first  published  in  1954.  The  book  is 
well  illustrated  and  thoroughly  up  to  date. 

Heart  Disease  in  Infancy  and  Childhood. 

By  John  D.  Keith,  M.D.,  Richard  D.  Rowe, 
M.B.,  and  Peter  Vlad,  M.D.  Second  edition. 
Quarto  of  1,239  pages,  illustrated.  New  York, 
The  Macmillan  Company,  1967.  Cloth,  $35. 

The  second  edition  of  this  comprehensive  text 
appears  eight  years  after  it  was  originally  pub- 
lished. Since  then  there  have  been  so  many 
advances  in  all  aspects  of  pediatric  cardiology 
that  the  work  had  to  be  largely  rewritten  and 
includes  five  new  chapters.  The  whole  field  is 
well  covered. 

Current  Therapy — 1967.  Edited  by  Howard 
F.  Conn,  M.D.  Quarto  of  844  pages,  illus- 
trated. Philadelphia,  W.  B.  Saunders  Com- 
pany, 1967.  Cloth,  $13. 

This  is  the  nineteenth  in  a series  of  annual  edi- 
tions designed  to  bring  to  the  practicing  phy- 
sician current  information  on  the  treatment  of 
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those  diseases  most  likely  to  be  encountered  in 
his  practice.  The  articles  have  been  written  by 
physicians  prominent  in  their  respective  fields 
and  represent  a careful  distillation  of  the  vast 
amount  of  information  available  to  the  therapist 
today.  Obsolete  procedures  are  not  mentioned 
and  methods  or  agents  not  fully  tested  are  so 
designated. 

Complications  in  Surgery  and  Their  Man- 
agement. Edited  by  Curtis  P.  Artz,  M.D., 
and  James  D.  Hardy,  M.D.  Second  edition. 
Quarto  of  888  pages,  illustrated.  Philadelphia, 
W.  B.  Saunders  Company,  1967.  Cloth,  $24. 

The  aim  of  this  second  edition  is  similar  to  that 
of  the  first:  To  provide  the  general  surgeon  with 
a source  of  authoritative  and  specific  advice  on 
the  management  of  complications  which  are 
likely  to  be  encountered  at  the  operating  table 
and  during  the  critical  postoperative  period. 
To  compensate  for  recent  developments  in  the 
field,  practically  every  chapter  has  been  re- 
written. Also,  several  chapters  of  the  original 
edition  have  been  combined  to  provide  more  ef- 
fective coverage  of  a particular  topic.  As  this 
book  is  essentially  a reference  volume,  greater 
emphasis  has  been  placed  in  this  edition  on 
thoroughness  of  coverage. 

The  Head,  Neck,  and  Trunk.  By  Daniel  P. 
Quiring,  Ph.D.  Third  edition.  Revised  and 
edited  by  John  H.  Warfel,  Ph.D.  Octavo  of 
128  pages,  illustrated.  Philadelphia,  Lea  & 
Febiger,  1967.  Cloth,  $3.90. 

This  book  is  designed  as  a companion  volume  to 
“The  Extremities,”  the  third  edition  of  which 
also  appeared  this  year.  Diagrams  and  con- 
densed descriptions  portray  the  individual  mus- 
cles of  the  head,  neck,  and  trunk  together  with 
their  chief  arterial  and  nerve  supply.  The 
diagrams  are  based  on  original  dissections  and 
on  references  to  the  anatomic  literature.  The 
muscles  of  the  left  side  have  been  shown  through- 
out and  their  Latin  names  according  to  Gray’s 
Anatomy  have  been  employed. 

The  Extremities.  By  Daniel  P.  Quiring, 
Ph.D.  Third  edition,  revised  and  edited  by 
John  H.  Warfel,  Ph.D.  Octavo  of  124  pages, 
illustrated.  Philadelphia,  Lea  & Febiger,  1967. 
Cloth,  $3.90. 

The  purpose  of  this  book  is  to  make  clear  to  the 
student  the  origin,  insertion,  action,  and  arterial 
nerve  supply  of  the  upper  and  lower  extremities 
together  with  their  motor  points.  The  format 
of  this  new  edition  remains  relatively  unchanged. 
Plate  legends  and  text  material  have  been  cor- 
rected where  necessary  to  conform  to  current 
terminology. 

Pathologic  Physiology;  Mechanisms  of 
Disease.  By  William  A.  Sodeman,  M.D.,  and 
William  A.  Sodeman,  Jr.,  M.D.  Fourth  edi- 
tion. Quarto  of  1,051  pages,  illustrated.  Phil- 


adelphia, W.  B.  Saunders  Company,  1967. 
Cloth,  $19. 

The  fourth  edition  of  this  standard  text  in  in- 
ternal medicine  is  the  collaborative  effort  of  30 
authors.  Their  main  task  has  been  to  sort  and 
interrelate  new  knowledge  in  a more  meaning- 
ful way.  In  pursuance  of  this  goal,  many 
chapters  have  undergone  partial  or  complete 
revision  and  several  new  chapters  have  been 
added.  Throughout  the  work,  an  attempt  has 
been  made  to  probe  deeper  into  subcellular 
mechanisms  in  order  to  gain  a better  under- 
standing of  how  and  why  symptoms  appear. 

The  Neurologic  Examination.  By  Russell 
N.  DeJong,  M.D.  Third  edition.  Quarto  of 
1,151  pages,  illustrated.  New  York,  Hoeber 
Medical  Division,  Harper  & Row,  1967.  Cloth, 
$29.50. 

This  book  is  not  designed  to  be  just  a guide  to 
the  technic  of  the  neurologic  examination. 
Rather,  its  aim  is  to  relate  the  technic — and  the 
findings — of  the  neurologic  examination  to 
neuroanatomy  and  neurophysiology  and  to  the 
changes  in  morphology  and  function  that  are 
present  in  disease  states.  Thus  its  purpose  is 
to  aid  in  the  interpretation,  understanding,  and 
diagnosis  of  disease  of  the  nervous  system. 
In  this  new  edition  there  has  been  no  alteration 
in  the  general  outline.  However,  fairly  ex- 
tensive changes  have  been  made  in  some  sec- 
tions and  chapters.  Also,  a significant  number 
of  new  illustrations  have  been  added. 

A Manual  of  Clinical  Allergy.  By  John  M. 
Sheldon,  M.D.,  Robert  G.  Lovell,  M.D.,  and 
Kenneth  P.  Mathews,  M.D.  Second  edition. 
Octavo  of  550  pages,  illustrated.  Philadelphia, 
W.  B.  Saunders  Company,  1967.  Cloth,  $15. 

Advances  in  the  understanding  of  allergy  have 
been  extensive  since  the  first  edition  of  this  book 
was  published  thirteen  years  ago.  Conse- 
quently, most  chapters  in  this  new  edition  have 
been  completely  rewritten.  As  in  the  past,  the 
aim  of  this  work  is  twofold:  1.  Provide  an 

introduction  to  the  field  for  medical  students 
and  nonspecialists;  and  2.  Provide  more  de- 
tailed information  about  certain  aspects  of 
allergy  not  readily  available  to  physicians  else- 
where in  medical  literature.  For  the  specialist, 
this  manual  will  serve  as  a supplement  to  more 
comprehensive  textbooks  in  the  field. 

Clinical  Pathology:  Interpretation  and 

Application.  By  Benjamin  B.  Wells,  M.D., 
and  James  A.  Halsted,  M.D.  Fourth  edition. 
Octavo  of  708  pages,  illustrated.  Philadelphia, 
W.  B.  Saunders  Company,  1967.  Cloth,  $11.50. 

This  book  is  designed  for  physicians,  students  of 
medicine,  technologists,  nurses,  and  other  mem- 
bers of  the  health  service  professions  who  wish 
to  learn  how  the  clinical  laboratory  serves  the 
practice  of  medicine.  The  material,  therefore, 
is  organized  as  much  as  possible  around  clinical 
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data.  As  is  well  known,  disease  frequently  be- 
gins with  little,  if  any,  bodily  change  either  from 
the  physical  or  laboratory  viewpoint.  Yet, 
symptoms  from  a particular  disease  often  bring 
the  patient  to  the  physician  at  a very  early  stage 
of  the  disease  and  a laboratory  finding  provides 
the  only  certain  basis  for  diagnosis.  The  prac- 
ticing physician,  therefore,  should  find  this 
work  particularly  helpful  to  supplement  his 
other  sources  of  medical  data. 

Clinical  Examination.  Edited  by  John  Mac- 
leod,  M.B.  Second  edition.  Octavo  of  587 
pages,  illustrated.  Edinburgh,  E.  & S.  Living- 
stone, Ltd.  (Baltimore,  The  Williams  & Wil- 
kins Company),  1967.  Cloth,  $12. 

As  is  well  known,  a sound  basis  for  treatment  and 
a guide  to  prognosis  can  be  provided  only  if  a 
correct  diagnosis  is  made.  That,  in  turn,  is 
dependent  to  a great  extent  on  a properly  con- 
ducted clinical  examination.  This  work  pro- 
vides the  clinician  with  an  up-to-date  account 


Annual  report  on 
medical  licensure 

Another  8,596  licensed  physicians  were  added 
to  the  U.S.  medical  profession  in  1966,  accord- 
ing to  a report  by  the  AMA’s  Council  on 
Medical  Education,  headed  by  C.  H.  W.  Ruhe, 
M.D. 

As  of  December  31,  1966,  there  were  300,376 
physicians  in  the  U.S.  The  total  includes 
243,391  licensed  physicians,  a net  gain,  after 
deaths,  retirements,  and  so  on,  of  3,768  phy- 
sicians from  the  same  date  a year  earlier. 


of  those  methods  of  examination  which  have 
proved  to  be  of  value.  Written  in  clear  and 
concise  language,  this  book  should  be  of  great 
use  to  both  the  medical  student  and  the  general 
practitioner. 

The  Skin:  A Clinicopathological  Treatise. 

By  Arthur  C.  Allen,  M.D.  Second  edition. 
Quarto  of  1,182  pages,  illustrated.  New  York, 
Grune  & Stratton,  1967.  Cloth,  $48.50. 

As  the  original  edition  of  this  work  has  been  out 
of  print  for  almost  a decade,  this  new,  revised 
edition  should  be  of  especial  interest  to  der- 
matologists. The  author  again  emphasizes 
morphology,  as  he  feels  that  clarity  is  best  served 
by  segregating  skin  disorders  according  to  the 
principal,  histologic  abnormalities  which  they 
have  in  common.  About  one  quarter  of  the  book 
is  devoted  to  neoplastic  disease,  while  a larger 
portion  consists  of  a clinicopathologic  survey  of 
dermatoses.  Many  diversified  photographs  are 
provided. 


The  figures  should  not  be  interpreted  as  mean- 
ing that  only  the  243,391  licensed  physicians 
were  qualified  to  take  care  of  patients.  Thou- 
sands of  physicians,  working  under  various 
medical,  educational,  and  military  service  per- 
mits, including  most  interns  and  some  residents 
as  well  as  military  and  other  government  serv- 
ice physicians,  contribute  to  patient  care. 
AM  A records  indicate  that  as  of  December  31, 
1966,  approximately  267,000  physicians  were 
involved  in  patient  care. 

Graduates  of  Canadian  medical  schools  were 
granted  214  initial  licenses  by  33  U.S.  govern- 
ment medical  boards.  California  granted  26  per 
cent  of  these  first  licenses  to  Canadians. 
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House  dust  mite 

Writing  in  a recent  issue  of  the  Journal  of 
Allergy,  R.  Voorhorst  et  al.  have  reviewed  the 
puzzle  of  house  dust  allergy;  its  remarkable 
specificity,  its  world-wide  occurrence,  its  sea- 
sonal variation  with  an  autumnal  peak,  and  the 
quantitative  element.  The  seasonal  variation 
in  particular  seemed  to  suggest  a biologic  basis. 
In  dust  samples  collected  in  three  houses  in 
Leiden,  The  Netherlands,  over  one  year,  the 
mite  population  of  the  dust  was  found  to  reach 
a peak  during  August,  September,  and  October. 
One  of  these  mites  seemed  to  satisfy  many  of  the 
elements  of  the  puzzle:  (1)  world-wide  occur- 

rence. Although  in  varying  numbers,  this  mite 
has  been  found  in  house  dust  samples  from  all 
over  the  world;  (2)  the  allergen  produced  by 
this  mite  is  highly  specific;  (3)  its  peak  occur- 
rence is  in  autumn;  and  (4)  culture  of  the  mite 


produced  so  much  allergen  that  extracts  diluted 
to  0.00,001  per  cent  still  induced  skin  reactions 
in  persons  sensitive  to  house  dust.  After  being 
made  equivalent,  extracts  of  house  dust  and 
mite  cultures  were  indistinguishable  both 
quantitatively  and  qualitatively. 

Tabulated  were  46  patients  with  a house  dust 
atopy  to  the  mites.  A 5-Gm.  portion  of  house 
dust  was  sieved  through  two  sieves  for  one  hour. 
After  fifteen  and  thirty  minutes,  the  sieving  was 
interrupted  and  the  material  teased  apart  into 
three  fractions.  Of  these,  only  the  middle 
fraction  was  used,  being  put  into  a beaker  and 
suspended  in  ±160  ml.  of  a 90  per  cent  lactic  acid 
solution  heated  to  the  boiling  point  and  centri- 
fuged to  sink  the  dust  material  and  float  the 
mites. 

After  being  placed  on  filter  paper,  the  mites 
are  collected  with  a fine  needle  and  brought  into 
a drop  of  lactic  acid  solution  on  a slide.  This 
can  then  be  processed  for  future  experiments. 


SAVE  LIVES  DIMINISH  CRIPPLING 

The  New  York  and  Brooklyn  Regional  Committee  on  Trauma  of  the  American  College 
of  Surgeons  presents  a comprehensive  course, 

THE  CARE  OF  PATIENTS  WITH  MULTIPLE  INJURIES 

December  7 and  8,  1967,  Auditorium  of  Alumni  Hall,  New  York  University  Medical 
Center,  550  First  Ave.,  (at  30th  St.),  New  York,  N.  Y.  10016. 

Fee  $100.00;  Residents  $50.00.  No  Application  Form  Necessary. 

A.A.G.P.  credit — 12  hours 

Make  check  payable  to:  Gerald  W.  Shaftan,  M.D.,  Downstate  Medical  Center,  450 

Clarkson  Ave.,  Brooklyn,  N.Y.  11203. 


Think  small.  If  you  save  one 
person  from  hunger,  you 
work  a miracle.  Give  to  CARE, 
New  York  10016 


MAIL  EARLY 


2896  New  York  State  Journal  of  Medicine  / November  1,  1967 


Your  State  Society  Malpractice  Insurance  Program 

gives  you 

a strong  insurance  company  and  a program  that 
has  provided  continuous  protection  for  the  past 
forty-six  years. 

by  the  Malpractice  Insurance  and  Defense  Board 
of  the  Society. 

by  the  Society’s  Legal  Counsel  for  the  defense 
of  suits;  by  experienced  Company  personnel  for 
the  investigation  of  claims;  and  by  this  office 
for  all  matters  relating  to  your  professional 
liability  insurance. 

James  M.  Arnold  Frank  W.  Appleton 

Indemnity  Representative  Assst.  Indemnity  Representative 

c/o  H.  F.  Wanvig,  Inc.,  2 Park  Ave.,  N.  Y.,  N.  Y.  10016 
MUrray  Hill  4-3211 


STABILITY  . . . 

SUPERVISION  . . . 
SERVICE  . . . 


State  Street  Investment  Corporation 

A diversified  mutual  fund.  Its  founding  purpose  and  present  goal  are 
the  possible  long-term  growth  of  capital,  primarily  through  investment 
in  the  more  rapidly  growing  companies  and  areas  of  the  economy  and 
through  an  alert  and  flexible  portfolio  policy. 

Booklet  on  request— Address  Dept.  JM 


LOEB,  RHOADES  & CO. 

MEMBERS  NEW  YORK  STOCK  EXCHANGE.  AMERICAN  STOCK 
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HOLBROOK  MANOR,  INC.  Tomeg 

Since  1946  Same  Management 
Five  Acres  of  Fenced  Pinewooded  Grounds 
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Non-sectarian,  dietary  laws  observed 
Medical  Director,  O.  L.  Friedman,  M.D.,  Q.P.,  M.A.P.A. 
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free  from  the  habit  forming  properties  of  barbitu- 
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cases  of  nervous  excitement,  depressive  states, 
menopausal  molimena,  insomnia. 

Each  chocolate  coated  tablet  contains:  Ext.  of 
Valerian  (highly  concentrated)  0.05  gm.  dis- 
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Please  send  for  samples: 
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PHYSICIANS  WANTED 


INTERNIST  OR  FAMILY  PHYSICIAN  FOR  MEDICAL 
group,  suburb  New  York  City.  Initial  contract  leading  to 
partnership.  Starting  salary  up  to  $19,000.  Include  com- 
plete curriculum  vitae  in  reply.  Box  574,  % NYSJM. 


INTERNIST- — BOARD  ELIGIBLE  OR  CERTIFIED 
for  partnership  with  internist  practicing  Grand  Concourse, 
Bronx,  N.Y.  Initial  starting  salary,  later  partnership. 
Income  well  above  average.  Box  583,  % NYSJM. 


PSYCHIATRIC  RESIDENCIES— PENNSYLVANIA 

Hospital  with  outstanding  teaching,  therapy  and  research 
programs  and  large  medical  staff  offers  fully  accredited  3- 
year  training  to  physicians  desiring  certification.  Resi- 
dency includes  individual  supervision  of  Psychotherapy, 
experience  on  adolescent  wards  and  out-patient  therapy  of 
children,  college  students  and  adults.  Program  supple- 
mented by  regular  scheduled  guest  lecturers  and  three- 
months  intensive  graduate  lecture  course  at  Eastern  Penn- 
sylvania Psychiatric  Institute.  Salary  range- — $11,000- 
$12,000  if  licensed,  plus  additional  benefits.  G.P.  grants 
available.  Residencies  begin  January  and  July.  Write — 
Warren  State  Hospital,  Box  249,  Warren,  Pennsylvania 
13665  for  details. 


ALLEGANY:  PSYCHIATRIST  TO  DIRECT  NEW 

community  mental  health  center.  Will  assist  in  develop- 
ing services.  Program  in  planning  stage.  Fine  oppor- 
tunity for  man  of  vision  to  help  create  pioneer  service  in 
area.  Salary  up  to  $25,000.  Extensive  private  practice 
could  be  developed  in  addition  to  director  duties.  Oppor- 
tunity for  part-time  teaching,  graduate  level,  nearby  uni- 
versity. Staff  of  center  to  include  clinical  psychologist, 
psychiatric  social  workers  and  secretary.  Write:  Dr. 

William  L.  Pulos,  Box.  1166,  Alfred,  N.  Y.  14802;  or  call 
Dr.  Pulos  person-to-person  collect  587-5611. 


UPSTATE  N.Y.  (70  DOCTORS)  WITH  SERVICE  AREA 
population  over  150,000  needs  additional  physicians  in  the 
following  specialties:  Neurology,  orthopedics,  derma- 

tology, allergy,  psychiatry,  otolaryngology,  internal  medi- 
cine, neurosurgery,  and  ophthalmology.  Excellent  oppor- 
tunity to  build  a solid  practice.  Newly  merged  400  bed 
medical  center,  year  round  recreational  facilities,  close  to 
major  cities;  ideal  environment  for  families.  H.  L. 
Schlesinger,  M.D.,  162  Broad  St.,  Plattsburgh,  N.Y. 
Tel:  (518)561-3900. 


PEDIATRICIAN  WANTED  TO  JOIN  TWO  OTHER 
Board  pediatricians  as  partner  after  the  first  year.  Locale 
- — South  Shore,  Long  Island.  Ideal  area  for  raising  family. 
Two  large  hospitals  with  open  staffs.  Starting  salary 
$18,000  per  year.  Address  Box  603-P,  Bay  Shore,  New 
York  11706. 


PHYSICIANS  WANTED— CONT'D 


GENERAL  PRACTITIONERS,  ANESTHESIOLOGIST, 
pediatrician,  and  radiologist:  Central  New  York,  126-bed 
voluntary  hospital  with  50-bed  expansion  starting  Spring, 
1968.  State  University  College  in  this  community  of 
23,000,  presently  enrolls  5,000;  anticipate  double  by  1972. 
Proximity  to  Syracuse  and  Rochester  offers  considerable 
scientific  stimulation.  Contact  Administrator,  Oswego 
Hospital,  Oswego,  New  York  13126. 


INTERNIST,  BOARD  CERTIFIED  OR  ELIGIBLE,  FOR 
expanding  three-man  group  in  beautiful  western  Catskill 
community.  Excellent  hospital.  Opportunity  to  de- 
velop subspeciality  interests.  Fine  salary  and  fringe  bene- 
fits to  start,  early  partnership.  Two  and  a half  hours 
from  New  York  City.  Good  schools,  outdoor  recreation 
at  doorstep.  Box  599,  % NYSJM. 


RESIDENTS  REQUIRED  (2)  FOR  150-BED  PRIVATE 
hospital.  Must  have  N.Y.  State  License.  40-hour  week, 
Monday  thru  Friday,  8 a.m.  to  4 p.m.,  and  Noon  to  8 
p.m.  Top  salary.  Parsons  Hospital,  Flushing,  N.Y. 
Tel.  (212)  353-7100. 


EMERGENCY  DEPARTMENT  PHYSICIANS,  5 FULL 
time,  42  hours  weekly.  250  bed  hospital,  college  town,  one 
hour  to  N.Y. C.  Fee  for  service;  $25,000  annual  guarantee; 
liberal  vacation  and  educational  time.  SA  compensation 
rating  and  New  York  State  license  required.  Apply 
Administrator,  Horton  Hospital,  Middletown,  New  York 
10940. 


WANTED:  JANUARY  1,  1968.  PATHOLOGIST, 

Board  certified  or  eligible,  to  assume  directorship  of  labora- 
tory. Growing  hospital,  55  miles  north  of  New  York 
City.  Salary  open.  Call  or  write:  Administrator,  Put- 
nam Community  Hospital,  Carmel,  New  York.  (914) 
279-6111. 


WANTED:  GENERAL  PRACTITIONER  OR  INTER- 
nist  to  join  me  in  partnership  in  established,  upstate  New 
York  practice.  Heart  of  the  apple  country.  Four  nearby 
hospitals.  Opportunity  unlimited.  Howard  C.  Hoople, 
M.D.,  16  Lake  Ave.,  Wolcott,  New  York  14590. 


WANTED:  PHYSICIAN  UNDER  35  TO  SHARE  BUSY 
practice  with  young  G.P.  in  suburban  area  of  Queens. 
Must  have  N.Y.  State  license;  be  willing  to  do  O.B.  and 
minor  surgery.  Salary  first  year,  then  increasing  percent- 
age to  full  partnership.  Box  597,  % NYSJM. 


FELLOWSHIPS  IN  PSYCHIATRY:  APPLICATIONS 

are  being  accepted  for  training  in  a fully  approved  three 
year  program  designed  to  provide  a well  rounded  ex- 
perience in  diagnosis,  in  patient,  and  out-patient  treat- 
ment of  children  and  adults,  and  forensic  and  community 
psychiatry,  through  didactic  courses  and  intensive  super- 
vision by  attending  staff  connected  with  various  medical 
schools  and  analytic  institutions  in  New  York  City  area. 
Opportunity  for  elective  work  in  variety  of  fields  of 
special  insterest  (community,  forensic  or  college  psychiatry 
and  research).  Applicants  must  have  had  three  years 
experience  in  general  practice  or  medical  specialty  other 
than  psychiatry.  Stipend  $12,000  per  year.  Write 
Director  of  Psychiatry,  Grasslands  Hospital,  Valhalla, 
New  York  10595. 


NEED  QUICK  RESPONSE? 
Want  Good  Results? 

Experience  proves  that  you  get  both  in 
the  classified  ad  section  of  the  New  York 
State  Journal  of  Medicine. 
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PRACTICES  FOR  SALE  OR  RENT 


WESTCHESTER  COUNTY:  LARGE  PSYCHIATRIC 

practice  for  sale.  Will  introduce.  May  include  part  time 
institution.  Box  591  % NYSJM. 


WELL  ESTABLISHED  RADIOLOGICAL  PRACTICE 
(private  office  and  hospital)  available  because  of  retire- 
ment of  present  owner.  No  down  payment  necessary. 
Reasonable  terms  for  young  radiologist.  Location  West- 
chester County,  N.  Y.  Box  598,  % NYSJM. 


ACTIVE  PRACTICE,  INTERNAL  MEDICINE,  AVAIL- 
able  immediately.  Broadway,  Buffalo,  N.  Y.  Established 
17  years,  same  location.  Patients’  records  complete. 
Terms  negotiable.  Call  Mrs.  Jerzy  T.  Ruszkowski,  (716) 
632-2707. 


POSITIONS  WANTED 


RADIOLOGIST,  BOARD  CERTIFIED  IN  DIAGNOSIS, 
therapy  and  nuclear  medicine,  with  training  in  special 
procedures  (vasculography ) , desires  position  as  head  of 
department  in  small  or  medium  size  hospital  in  New  York 
or  suburban  area.  Box  577,  % NYSJM. 


BOARD  CERTIFIED  RADIOLOGIST  IS  LOOKING  FOR 
part-time  position  in  hospital,  clinic  or  medical  group. 
Also  coverage  in  the  evening  or  weekend.  Box  578,  % 
NYSJM. 


A 33  YEAR  OLD,  BOARD  CERTIFIED  OBSTETRICIAN 
& gynecologist  with  3 children,  military  obligation  com- 
pleted, seeks  association  leading  to  partnership.  Pres- 
ently academic  full  time  university  staff.  Box  601,  % 
NYSJM. 


REAL  ESTATE  FOR  SALE  OR  RENT 


GROUP  PRACTICE:  3 OFFICE  SUITES  AVAILABLE 
in  new  Kinneion  Medical  Center,  28  miles  from  N.  Y.  C. 
in  northern  New  Jersey.  Present  medical  occupants  are  a 
surgeon,  gynecologist  and  Cancer  Detection  and  Research 
Center,  Inc.  Call  (212)  RE-7-9488. 


FOR  SALE.  CO-OP  7 ROOM  ELEGANTLY  FUR- 
nished  and  equipped  internist  office.  200  MA  2 tube  Picker 
like  new.  Low  maintenance.  Best  offer.  Principals  only. 
Fifth  Avenue  at  89th  Street.  AT.  9-1765  after  3 P.M. 


NEW  YORK  DUTCHESS  COUNTY:  NEW  MEDICAL 
building  in  Wappingers  Falls,  Poughkeepsie  area,  occupied 
by  D.D.S.,  orthodontist,  and  Ob-Gyn.  Office  available 
for  all  specialties.  Critical  physican  shortage  because  of 
population  explosion.  Address:  Martin  Rabin  D.D.S.,  65 
South  Clinton  St.,  Poughkeepsie.  N.  Y.  (914)  454-0322 


FOR  SALE:  STONY  BROOK,  SETAUKET,  L.I.  AREA. 
Large  4-bedroom  colonial  home  with  separate  4-room  pro- 
fessional suite  on  professional  location.  Area  needs 
physician.  (516)  751-3007. 


PRESTIGE  LOCATION 

For  Medical — Dental  Group 
and  Individual  Practitioners. 

"EXECUTIVE  TOWERS” 

1020  GRAND  CONCOURSE,  BRONX 

83-Story  Air  Conditioned  Apt.  Bldg,  (corner  165th  St) 


Exclusively  Reserved  for  Professional  use 
PRIVATE  ENTRANCES 
2 FLOORS  • PRIVATE  ELEVATORS 
CENTRAL  AIR-CONDITIONING 
IMMEDIATE  OCCUPANCY 
Attractive  Unfurnished  Apartments  for 
Medical  & Nursing  Personnel 

Apply  Renting  Office  on  property  • CY  3-5545 
Carol  Management  Corp.,  Owner — Builder 


REAL  ESTATE  FOR  SALE  OR  RENT— CONT’D 


SKI  HOUSE  FOR  RENT.  SUGARBUSH,  VERMONT 
Sleeps  6—11,  available  weekly,  monthly,  or  season.  Write 
Box  3591,  New  York  10017. 


MANHATTAN:  975  PARK  AVE.  (83  ST.).  ATTRAC- 
tive  doctor’s  suite  to  share.  Exclusive  use  consultation, 
examining  rooms.  Common  waiting  room,  lab.,  X-ray. 
Share  secretarial  services.  Reasonable  rent.  RE  4-1154. 


HUNTINGTON,  NEW  YORK:  IMMACULATE,  MOD- 
ern  4-bedroom,  3 bath,  double  garage,  farm  ranch  easily 
adaptable  to  offices  on  beautiful  corner  landscaped  acre 
in  prime  professional  prestige  area.  Price  $40,000.  Call 
(516)  HA  3-1459. 


PHYSICIAN,  GENERAL  PRACTITIONER,  RETIRING 
after  45  years.  4-rooms,  attractive  lease,  near  Beth  Israel 
Medical  Center.  New  equipment;  x-ray  dark  room, 
Valtronic  units  in  examination  room.  Tel:  (212)  673-1221. 


OLD  COUNTRY  ROAD,  HUNTINGTON  STATION, 
Long  Island.  Ideally  located;  exceptional  value  for  pro- 
fessional man.  Duplex  ranch,  four  bedrooms,  2]/z  baths, 
oversized  playroom  with  fireplace.  Huge  kitchen,  dining 
room  and  living  room.  All  utilities.  Two-car  garage. 
Fully  landscaped,  one  acre.  Churches,  school,  shopping 
center  nearby.  45-thousand  dollars.  Call  (516)  HA 
7-0569,  or  (516)  423-4168. 


69TH  STREET,  315  EAST.  5 ROOMS:  WAITING 

room,  receptionist  office,  consultation  office,  and  2 ex- 
amination rooms.  Situated  on  lobby  floor  of  luxury  apart- 
ment bldg.  24  hour  doorman  service.  Immediate  oc- 
cupancy; $325  monthly.  See  Mr.  Pell. 


MANHATTAN,  DYCKMAN  ST.  AREA.  RETIRING 
physician  wishes  to  sublease  street  level,  separate  entrance 
office  until  March  1970,  or  new  lease  available  if  desired. 
Address  inquiries  to  Room  1409, 1440  Broadway,  New  York 
N.  Y. 


MISCELLANEOUS 


OFFICE  PLANNING.  FROM  ARCHITECTURAL 
drafting,  blue  prints,  through  finished  interiors,  by  trained 
interior  designer  with  medical  background.  S.  L.  Emmet, 
415  East  52nd  St.,  N.Y.C.  PL  1-2877. 
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For  information,  write  or  call: 

Symposium  Office,  St.  Barnabas  Hospital,  3rd  Ave.  & 1 83rd  St.,  N.Y.C.,  N.Y.  1 0457 
Phone  (212)  CYpress  5-2000  Ext.  324 


MOVING  SOON? 

Let  Us  Be  The  First  To  Know  Of  Your  New  Address! 


Six  weeks  notice  is  required  to  effect  a change  of  address.  Com- 
plete and  mail  the  form  below  to:  Circulation  Department,  New  York 
State  Journal  of  Medicine,  750  Third  Avenue,  New  York,  N.  Y.  10017. 
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pet  Subject  A is 
overreacting  to  the 
•epeated  stressor... 
vhile  Subject  B shows 
ess  somatic  reaction 
o the  acute 
(sychic  stress. 


4 In  Subject  B on  Valium  (diaz- 
epam), respiratory  measure- 
ments remain  more  nearly 
regular  during  second  viewing 
of  the  same  movie  sequence. 
He  shows  less  somatic  reac- 
tion to  the  repeated  stress. 


Now;  Valium  (diazepam)  effect  in  reducing 
certain  somatic  reactions  to  acute  psychic 
stress  measured  quantitatively  in  double- 
blind study.  Using  a stress-provoking  movie  film, 
investigators  at  the  Psychiatric  and  Psychosomatic 
Research  Institute  of  Cedars-Sinai  Medical  Center 
in  Los  Angeles  have  demonstrated  that  certain 
somatic  changes  due  to  acute  stress  can  be  meas- 
ured and  statistically  evaluated.  In  the  course  of 
these  studies,  nonanxious  subjects  appeared  to 
adapt  to  repeated  stress  situations,  while  anxious 
subjects,  interestingly,  showed  reactivity  on  second 
confrontation  with  the  same  stressor  film.  Using  this 
difference  as  a yardstick,  Valium  (diazepam)  was 
compared  with  placebo  in  36  anxious  subjects  under 
double-blind  control: 

1.  Measuring  the  somatic  language  of  psychic 
stress.  The  use  of  “stressor  films”  offers  a standard- 
ized and  reproducible  stimulus,  simulating  certain 
real-life  situations  in  a laboratory-controlled  set- 
ting. In  this  study,  an  adventure  film  showed  four 
men  fighting  against  seemingly  insurmountable 
odds,  in  constant  danger  of  death. 

2.  Four  physiologic  parameters  recorded  and 
correlated  to  give  a composite  score  reflect- 
ing certain  somatic  manifestations  of  acute 
stress.  Polygraph  measurements  were  made  simul- 
taneously for  each  subject  throughout  the  100-minute 
film.  These  included  EKG,  GSR  (galvanic  skin  re- 
sistance), respiratory  excursions  and  finger  pulse 
volume. 

3.  Objective  data  statistically  measure  certain 
somatic  reactions  to  acute  stress.  Polygraph 
tracings  of  respiratory  excursions  shown  at  left  re- 
veal a clear  difference  between  Valium  (diazepam) 
and  placebo  response.  The  tracings  of  all  four 
physiological  parameters  were  quantified  and  ana- 
lyzed statistically.  After  the  second  showing  of  the 
film  one  week  later,  analysis  of  the  composite  ANS|  R 
scores  showed  a statistically  significant  difference 
(at  the  t<0.001  level)  between  subjects  on  Valium 
(diazepam)  and  those  on  placebo. 

Of  the  scores  for  the  four  individual  parameters 
measured,  those  for  galvanic  skin  resistance  (GSR) 
and  respiratory  excursions  were  statistically  signif- 
icant. Differences  in  cardiac  activity  and  finger 
pulse  volume  were  not  significant.  The  only  side 
effect  reported  was  drowsiness  in  13  subjects  on 
Valium  (diazepam)  and  in  7 on  placebo. 

4.  The  investigators  concluded  that  in  anx- 
ious-neurotic individuals  Valium  (diazepam) 
is  effective  in  reducing  certain  autonomic 
nervous  system  reactions  to  acute  stress.1’2 

In  this  text,  adaptation,  defined  in  psychodynamic 
terms,  is  “stimulus  mastery” ; reactivity  signifies 
overreaction,  from  the  norm,  to  a given  stimulus. 

References:  1.  Clemens,  T.  L.,  and  Selesnick,  S.  T. : Dis.  Nerv. 
Syst.,  28:98,  1967.  2.  Selesnick,  S.  T.,  and  Clemens,  T.  L. : From 
research  film  “Motion  Picture  Films  in  Psychosomatic  Re- 
search,” available  from  Roche  Laboratories. 

VALIUM 

(diazeoam)  Roche 


What  makes  Alka-Seltzei 

effervescent  antacid  / analge 


This  question  is  the  one  most  frequently  asked  by  physicians  at  our 

medical  meeting  exhibit.  Perhaps  you  were  one  of  those  who  asked 
it  at  the  American  College  of  Physicians  annual  session,  the  Scientific 
Assembly  of  the  American  Academy  of  General  Practice,  the  annual 
meeting  of  the  Medical  Society  of  the  State  of  New  York,  or  the 
annual  or  clinical  conventions  of  the  American  Medical  Association . . . 
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Is  it  the  pH? 


Alka-Seltzer  dissolved  in  water  for 
ingestion  provides  sodium 
acetylsalicylate  in  an  effervescent, 
buffered,  antacid  solution  containing  minutes 
sodium  citrate,  calcium-sodium 
phosphates,  and  sodium  bicarbonate. 

In  normal  subjects,  with  gastric 
secretion  stimulated  by  an  alcohol  test  meal, 
administration  of  Alka-Seltzer  solution  brings 
the  pH  to  a mean  peak  of  6.8.1 
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Is  it  the  hastened 
gastric  emptying? 
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Presence  of  the  sodium  ion,  controlled  volume  of  the 
effervescent  antacid  solution,  and  buffered  pH  work 
together  to  hasten  gastric  emptying1,2'5  following 
administration  of  Alka-Seltzer.  When  administered 
with  a test  meal,  transfer  of  75%  of  the  sodium 
acetylsalicylate  to  the  intestine  occurs  within  15 
minutes — thus  making  the  analgesic  quickly  available 
for  absorption.5 


References:  1.  Davison,  C.;  Smith,  B.  W.;  and  Smith,  P.  K.:  Effects  of  buffered  and  unbuffered  acetylsalicylic  acid  upon  the  gastric  aodit 
normal  human  subjects.  J.  Pharm.  Sci.  51:759-763  August,  1962.  2.  Hunt,  J.  N.,  and  Pathak,  J.  D.:  The  osmotic  effects  of  some  simple  mo 
and  ions.  J.  Physiol.  154:254-269  December,  1960.  3.  Hunt,  J.  N.:  Osmotic  control  of  gastric  emptying.  Gastroenterology  41:49-51  July, 
4.  Hunt,  J.  N.,  and  Knox,  M.T.:  Regulation  of  gastric  emptying  of  meals  containing  citric  acid  and  salts  of  citric  acid.  J.  Physiol.  163:34-4 
August,  1962.  5.  Hunt,  J.  N.:  Gastric  emptying  in  relation  to  drug  absorption.  Amer.  J.  Dig.  Dis.  8:885-894  November,  1963.  6.  Levy,  G 
Comparison  of  dissolution  and  absorption  rates  of  different  commercial  aspirin  tablets.  J.  Pharm.  Sci.  50:388-392  May,  1961.  7.  Lolli,  G-»a  • 
Smith,  R.:  Effervescent  mixtures  as  adjuvants  to  the  rapid  absorption  of  ingested  drugs.  New  Engl.  J.  Med.  235:80-84  July  18,  1946.  8.  Ca 
P.  E.;  Cambosos,  N .M.;  Feeney,  G.  C.;  and  Smith,  P.  K.:  Plasma  levels  after  the  oral  administration  of  acetylsalicylic  acid  and  N-acetyl-p*amin. 
in  different  forms  to  human  subjects.  J.  Amer.  Pharm.  Ass.,  Sci.  Ed.  44:396-399  July,  1955.  9.  Leonards,  J.  R.:The  influence  of  solubility  o' 
rate  of  gastrointestinal  absorption  of  aspirin.  Clin.  Pharmacol.  & Ther.  4:476-479  July-August,  1963. 
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Is  it  the  fast  rate  of 
analgesic  absorption? 

Solubility  has  been  confirmed  as  an 
important  influence  in  rapid  intestinal 
absorption  of  the  analgesic.6'9  Sodium 
acetylsalicylate  is  highly  water  soluble. 
When  administered  in  the  form  of  Alka- 
Seltzer  solution,  plasma  levels  of  salicylate 
reach  29  mg/Liter  in  10  minutes  and  rise 
to  peak  levels  as  high  as  55  mg/Liter 
within  30  minutes.9 


Yes.  It’s  all  three. 


V / As  part  of  a buffered  antacid  solution,  the 
**  sodium  acetylsalicylate  in  Alka-Seltzer  is 
rapidly  emptied  from  the  stomach,  readily 
available  for  fast  absorption  by  the  intestine 
j to  produce  high  plasma  levels  and  effective 
analgesic  response. 


Formulation  and  pharmacodynamics  of  Alka-Seltzer® 
effervescent  antacid/analgesic  are  unique. 

There  is  no  generic  equivalent.  The  special 
therapeutic  effectiveness  depends  upon  the 
chemical  changes  occurring  when  the  dry  tablet 
is  dissolved  in  water  ( 3 oz. ) . Before  dissolution, 
the  dry  tablet  contains:  acetylsalicylic  acid, 

3.324  gm  (5  gr);  sodium  bicarbonate,  1.904  gm 
(30  gr);  citric  acid,  1.055  gm  ( 16  gr);  and 
nono-calcium  phosphate,  0.196  gm  (3  gr). 

Sodium  acetylsalicylate  is  not  available  in  the 
iry  state.  Dissolved  in  water  as  administered, 
31ka-Seltzer  provides  highly  soluble  sodium 

* icetylsalicylate  in  an  effervescent,  buffered,  antacid 
elution  containing  sodium  citrate,  calcium- 
odium  phosphates  and  sodium  bicarbonate. 
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Be  our  guest 

Let  us  send  you  a 
professional  supply 
and  literature  available 
only  to  physicians 


Refer  to  Physicians’  Desk  Reference  for 
information  on  administration  and  dosage. 
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The  low  back  pain  that  is  most  frequently  seen  in  general  practice 
is  mechanical  in  nature,  i.e.,  postural  back  pain,  joint  dysfunction  and 
acute  back  strain. 1,2  For  this  type  of  discomfort,  a conservative  regimen 
is  usually  sufficient  to  relieve  aches  and  pains,  and  to  help  keep 
the  patient  functioning.  Components  of  this  basic  program  include: 


^^thocarbam^p 


750  mg  M 


Board. 

Boards  should  be  ordered  under 


i \ '(  I ^ Heat  A very  valuable 

I ii  \ | [ method  of  applying 

\ A \ \| ' j ( lA  heat  at  home  is  a prolonged 


hot  bath. 


Bed  "If  the  patient  is  in  the 
pain-spasm-cycle. . .there  is  no  alternative 
or  substitute  for  absolute  bed  rest..."3 


P\  rr. 

1 UJ 


the  mattress . . . these  boards  act 
by  immobilizing  the  spine..."4 

cated  for  relief  of  skeletal  muscle  spasm.  Contraindicated  in 
ersensitive  patients.  Side  Effects  (lightheadedness,  dizziness, 
vsiness,  nausea)  may  occur  rarely,  but  usually  disappear  on  reduced 
age.  Hypersensitivity  reactions  develop  infrequently.  See  product 
ature  for  further  details.  Also  available:  Robaxin®  Tablets 
thocorbamol,  500  mg.)  Robaxin  Injectable  (methocarbamol,  1 Gm./lOcc.) 
vences:  (1 ).  Godfrey,  C.M.:  Applied  Therap.  8.-950, 1966.  (2).  Gottschalk, 
GP  33.-91,  1966.  (3).  Rowe,  M.L.:  J.  Occup.  Med.  2.-219,  1960. 

Cozen,  l.:  South  Dakota  J.  Med.  18:26,  1965.  (5).  Soto-Hall,  R.: 

I.  Sc.  14:23,1963.  (6) . Weiss,  M.  and  Weiss,  S.:  J.  Am.  Osteopath.  A. 

42, 1962.  (7) . Feuer,  S.G.,  el  a/..-  New  York  J.  Med.  62:1 985, 1 962. 


Robaxirf-750 

(methocarbamol,  750  mg.  capsule- 
shaped tablets)  A well-tolerated6 
skeletal  muscle  relaxant,  methocar- 
bamol helps  relieve  spasm 
". . .without  interfering  with  normal 
tone  and  movement."7  And  there 
is  little  likelihood  of  sedation.6 
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Night  Leg  Cramps . . . Unwelcome  Bedfellow 
In  Diabetes,1  Arthritis^  and  Peripheral  Vascular  Disorders2 


now ...  specific  therapy  for  night  leg  cramps 


QUINAMM' 


Consistently  effective,  QUINAMM  provided  com- 
plete relief  in  94%  of  200  patients  studied,  many  of 
whom  were  severe  cases  refractory  to  other  medica- 
tion.3 Your  prescription  for  one  tablet  at  bedtime 
often  controls  painful  night  cramps  with  the  initial 
dose  . . . helps  restore  restful  sleep. 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON  MERRELL  INC 

PHILADELPHIA,  PENNSYLVANIA  19144 


Prescribing  Information:  Composition:  Each  white,  bev- 
eled,  compressed  tablet  contains:  Quinine  Sulfate  260  mg. 
and  Aminophylline  195  mg.  Contraindication:  QUINAMM 
is  contraindicated  in  pregnancy  because  of  its  quinine  con- 
tent. Precautions:  Aminophylline  may  produce  intestinal 
cramps  in  some  instances,  and  quinine  may  produce  symp- 
toms of  cinchonism,  such  as  tinnitus,  dizziness,  and  gastro- 
intestinal disturbance.  Discontinue  use  if  ringing  in  the  ears, 
deafness,  skin  rash,  or  visual  disturbances  occur.  Dosage: 
One  tablet  upon  retiring.  Where  necessary,  dosage  may  be 
increased  to  one  tablet  following  the  evening  meal  and  one 
tablet  upon  retiring.  Supplied:  Bottles  of  100  and  500  tablets. 
References:  1.  Shuman,  C.:  Am.  ).  Med.  Sci.,  225:54,  1953. 
2.  Perchuk,  E.,  et  al.:  Angiology,  12:102,  1961.  3.  Rawls,  W., 
et  al.:  Med.  Times,  87:818,  1959.  6/67  Q-706A 
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bronchodilation  for  asthmatic  children... without  ^jitters” 

Most  anti-asthmatic  products  contain  ephedrine-like  drugs.  ELIXOPHYLLIN®  never  did.  So 
ELIXOPHYLLIN  will  not  cause  jitters,  tachycardia,  or  other  undesirable  side  effects  of  ephedrine-like 
products. 

Other  advantages  of  ELIXOPHYLLIN:  rapid  and  sustained  bronchodilation  • convenient,  adjustable 
1 dosage  • hypoallergenic  • pleasant-tasting  liquid  • well  accepted  by  children 

ELIXOPHYLLIN  is  theophylline  in  its  free  and  soluble  form— resulting  in  rapid  and  dependable  absorp- 
tion with  less  risk  of  gastric  irritation. 

In  pediatric  bronchial  asthma,  the  recommended  maintenance  dosage  is  0.2  ml.  per  pound  of  body 
weight  on  arising,  at  3 P.M.,  and  on  retiring.  Adjust  dosage  to  patient  response.  This  average  dosage 
provides  continuous  bronchodilation.  Do  not  admin-  T'%7"^^WTVrT'%  7"X  X XTVT€ 

ister  other  xanthine  preparations  concurrently.  May  1,1  1 I \ 1.1,1 

be  contraindicated  in  peptic  ulcer.  Each  15  ml.  contains  theophylline  (anhydrous)  80  mg.;  alcohol  20% 
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Maybe  you  don’t  want 

your  patients  to  halve  Hygroton®chiorthaiidone. 
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Maybe  your  patients  complain: 

Why  don’t  they  make  a tablet  I don’t  have  to  halve? 
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Maybe  you  abandoned  Hygroton  chlorthalidone 
because  there  wasn’t  a convenient  half  strength. 


Indications:  Hypertension  and  many  types  of 
edema  involving  retention  of  salt  and  water. 

Contraindications:  Hypersensitivity  and  most 
cases  of  severe  renal  or  hepatic  disease. 

Warning:  With  the  administration  of  enteric- 
coated  potassium  supplements,  which  should 
be  used  only  when  adequate  dietary  supple- 
mentation is  not  practical,  the  possibility  of 
small  bowel  lesions  (obstruction,  hemor- 
rhage, and  perforation)  should  be  kept  in 
mind.  Surgery  for  these  lesions  has  fre- 
quently been  required  and  deaths  have  oc- 
curred. Discontinue  enteric-coated  potas- 
sium supplements  immediately  if  abdominal 
pain,  distention,  nausea,  vomiting,  or  gastro- 
intestinal bleeding  occur. 

Use  with  caution  in  pregnant  patients,  since 
the  drug  may  cross  the  placental  barrier  and 
adverse  reactions  which  may  occur  in  the 
adult  (thrombocytopenia,  hyperbilirubinemia, 
altered  carbohydrate  metabolism,  etc.)  are 
potential  problems  in  the  newborn. 

Precautions:  Antihypertensive  therapy  with 
Hygroton  should  always  be  initiated  cau- 
tiously in  postsympathectomy  patients  and 
in  patients  receiving  ganglionic  blocking 
agents  or  other  potent  antihypertensive  drugs, 
or  curare.  Reduce  dosage  of  concomitant 
antihypertensive  agents  by  at  least  one-half. 
Barbiturates,  narcotics  or  alcohol  may  po- 
tentiate hypotension.  Because  of  the  possi- 
bility of  progression  of  renal  damage,  peri- 
odic determination  of  the  BUN  is  indicated. 
Discontinue  if  the  BUN  rises  or  liver  dysfunc- 
tion is  aggravated.  Hepatic  coma  may  be 
precipitated. 

Electrolyte  imbalance,  sodium  and/or  potas- 
sium depletion  may  occur.  If  potassium  deple- 
tion should  occur  during  therapy,  Hygroton 
should  be  discontinued  and  potassium  sup- 
plements given,  provided  the  patient  does 
not  have  marked  oliguria. 

Take  special  care  in  cirrhosis  or  severe 
ischemic  heart  disease  and  in  patients  re- 
ceiving corticosteroids,  ACTH,  or  digitalis. 
Salt  restriction  is  not  recommended. 

Adverse  Reactions:  Nausea,  gastric  irritation, 
vomiting,  anorexia,  constipation  and  cramp- 
ing, dizziness,  weakness,  restlessness,  hy- 
perglycemia, hyperuricemia,  headache,  mus- 
cle cramps,  orthostatic  hypotension,  aplastic 
anemia,  leukopenia,  thrombocytopenia, 
agranulocytosis,  impotence,  dysuria,  transient 
myopia,  skin  rashes,  urticaria,  purpura,  nec- 
rotizing angiitis,  acute  gout,  and  pancreatitis 
when  epigastric  pain  or  unexplained  G.l. 
symptoms  develop  after  prolonged  adminis- 
tration. Other  reactions  reported  with  this 
class  of  compounds  include:  jaundice,  xan- 
thopsia, paresthesia,  and  photosensitization. 

Average  Dosage:  One  tablet  with  breakfast 
daily  or  every  other  day. 

Availability:  White,  single-scored  tablets  of 
100  mg.  and  aqua  tablets  of  50  mg.,  in  bot- 
tles of  100  and  1000.  (B)46-230-D 

For  full  details,  please  see  the  complete 
prescribing  information. 
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Geigy  Pharmaceuticals 
Division  of 

Geigy  Chemical  Corporation 
Ardsley,  New  York 


Here’s  the  Hygroton 
they  don’t 
have  to  halve 


New  Hygroton  50  mg. 
from  Geigy 


to  go  with 

the  Hygroton  100  mg, 
you  know 


HY-5406 


When  the 
agitated  geriatric 
disrupts  the 
home... 


His  teen-age 
granddaughter 
won’t  invite 
friends 
home 
because 
of  his 
outbursts. 


for  moderate  to  severe  anxiety 

Mellaril 

(thioridazine) 


m 


25  mg.  t.i.d.  A 


S A N DO  Z 


His  slovenly  room 
and  habits  create 
more  tension. 


His  disturbances  at 
the  table  make  every 
meal  a nightmare. 


His  daughter 
can't  please  him. 
There  is  "just  no 
living  with  him." 

See  following  page  for  prescribing  information. 
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Abstracts 


When  the  agitated  geriatric 
disrupts  the  home... 

Anxiety  that  seriously  interferes  with  the 
individual's  performance  at  work,  at  home, 
or  in  the  community  may  be  regarded  as 
moderate  to  severe  in  degree. 

Mellaril  often  recommends  itself  totreatment 
of  moderate  to  severe  anxiety  because  it 

• helps  control  the  most  frequent  symptoms: 
marked  tension,  agitation,  apprehension, 
restlessness,  hypermotility 

•often  alleviates  anxiety-induced  somatic 
complaints 

•frequently  helps  strengthen  emotional  re- 
sources 

• helps  the  patient  maintain  realistic  contact 
with  environment,  closer  harmony  with 
family 

Thus,  when  you  consider  the  anxiety  moder- 
ate to  severe  . . . consider  Mellaril. 
Contraindications:  Severely  depressed  or  coma- 
tose states  from  any  cause,  and  in  association 
with  or  following  MAO  inhibitors:  severe  hyper- 
tensive or  hypotensive  heart  disease. 
Precautions:  Hypersensitivity  reactions  (e.g., 
leukopenia,  agranulocytosis)  and  convulsive 
seizures  are  infrequent.  Pigmentary  retinopathy 
has  been  observed  where  doses  in  excess  of 
those  recommended  were  used  for  long  periods 
of  time.  May  potentiate  central  nervous  system 
depressants,  atropine,  and  phosphorus  insec- 
ticides. Where  complete  mental  alertness  is 
required,  administer  the  drug  cautiously  and 
increase  dosage  gradually.  In  addition,  ortho- 
static hypotension  (especially  in  female 
patients)  has  been  observed.  Epinephrine 
should  be  avoided  in  treatment  of  drug-induced 
hypotension. 

Side  Effects:  Pseudoparkinsonism  and  other 
extrapyramidal  disorders  are  infrequent;  drows- 
iness, especially  in  high  doses  early  in  treat- 
ment, may  occur;  nocturnal  confusion,  dryness 
of  the  mouth,  nasal  stuffiness,  headache, 
peripheral  edema,  lactation,  galactorrhea,  and 
inhibition  of  ejaculation  are  noted  on  occasion; 
photosensitivity  and  other  allergic  skin  reac- 
tions may  occur  but  are  extremely  rare. 

Before  prescribing,  see  package  insert  for  full 
product  information. 


for  moderate  to  severe  anxiety 

Mellaril 

(thioridazine) 

25  mg.  t.i.d. 

SAN  DOZ 


Harris,  W.  D.  M.,  and  Andrei,  J.:  Serologic 

tests  for  syphilis  among  narcotic  addicts,  New 
York  State  J.  Med.  67:  2967  (Nov.  15)  1967. 

To  test  the  reliablity  of  serologic  tests  for 
syphilis  made  on  drug  addicts,  a study  was  made 
on  the  serology  of  520  female  drug  addicts  and 
on  294  female  nonaddicts,  all  arrested  on  sus- 
picion of  prostitution.  Nontreponemal  tests 
showed  a 28  per  cent  positive  result  among  drug 
addicts  and  only  9.3  among  the  nonaddict  group. 
The  biologic  false  positive  reactions  were  58  per 
cent  in  the  addict  group  and  14.3  in  the  non- 
addict controls.  SGOT,  SGPT,  and  electro- 
phoretic tests  showed  no  distinct  abnormality  in 
either  group.  It  was  concluded  that  there  is  a 
direct  causal  relationship  between  the  use  of 
narcotic  drugs  and  the  percentage  of  false  posi- 
tive reactions.  These  reactions  in  narcotic  ad- 
dicts seem  not  to  be  attributable  to  liver  cell 
damage  as  detected  by  transaminase  and  elec- 
trophoretic tests. 

Grolnick,  M.:  Concept  of  allergy  in  relation 

to  atopic  dermatitis,  New  York  State  J.  Med. 
67:  2975  (Nov.  15)  1967. 

Scientific  and  clinical  information  which 
points  to  the  need  for  including  principles  of 
immunology  and  allergy  in  the  management  of 
atopic  dermatitis  are  presented.  Atopic  derma- 
titis is  the  first  phase  of  an  allergic  cycle,  and  too 
much  reliance  is  placed  on  spontaneous  remis- 
sions or  on  self-limitation  of  the  process  as  a 
means  of  cure.  Avenues  of  exposure  include 
ingestion,  inhalation,  and  absorption  through 
skin.  Testing  is  utilized  in  the  management  of 
the  patient:  in  setting  up  a living  pattern,  in 

planning  the  diet,  in  avoiding  exposure  to  ex- 
citants, and  in  studying  the  course  of  the  reagin. 

It  is  apparent  that  the  skin  of  the  patient  with 
atopic  dermatitis  has  an  increased  vasoreactive  ' 
capacity.  A comprehensive  program  of  man- 
agement encompassing  all  the  findings  should 
result  in  better  management  of  this  troublesome 
entity. 
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CHARLES 

DICKENS 


in  Pickwick  Papers 

IS  THE  FIRST  RECORDED  CASE  OF 
OBESITY  WITH  NARCOLEPSY 

DR.  C.  SIDNEY  BURWELL  COINED  THE 
TERM  "PICKWICKIAN  SYNDROME" IN  1955 


^ Obese  Epitaph 

in  English  graveyard 


T^Cost  of 

AMBAR  EXTENTABS 

IS  APPROXIMATELY  , 
\ ONE- HALF  THAT  OF 
OTHER  LEADING  ' 
APPETITE 
SUPPRESSANTS. 

AN  IMPORTANT  FACTOR 
IN  LONG-TERM  THERAPY! 


Obesity  Oddities 


CONTROL  FOOD  AND  MOOD  ALL  DAY  LONG  WITH  A SINGLE  MORNING  DOSE 


One  Ambar  Extentab  before  breakfast  can 
help  control  most  patients’  appetite  for  up 
to  12  hours.  Methamphetamine,  the  appe- 
tite suppressant,  gently  elevates  mood  and 
helps  overcome  dieting  frustrations.  Pheno- 
barbital,  the  sedative  in  Ambar,  controls  irritability  and 
anxiety... helps  maintain  a state  of  mental  calm  and  equa- 
nimity. Both  work  together  to  ease  the  tensions  that  erode 
the  willpower  during  periods  of  dieting. 

Also  available:  Ambar  #1  Extentabs®— methamphetamine 
hydrochloride  10  mg.,  phenobarbital  64.8  mg.  (1  gr.)  (Warn- 
ing: may  be  habit  forming). 


AMBAR  #2 

EXTENTABS 


methamphetamine  HC1  15  mg., 
phenobarbital  64.8  mg.  (1  gr.) 
(Warning:  may  be  habit  forming) 


BRIEF  SUMMARY/Indications:  Ambar 
suppresses  appetite  and  helps  offset  emo- 
tional reactions  to  dieting.  Contraindica- 
tions: Hypersensitivity  to  barbiturates  or 
sympathomimetics;  patients  with  advanced 
renal  or  hepatic  disease.  Precautions:  Administer  with  cau- 
tion in  the  presence  of  cardiovascular  disease  or  hypertension. 
Side  Effects:  Nervousness  or  excitement  occasionally  noted, 
but  usually  infrequent  at  recommended  dosages.  Slight  drows- 
iness has  been  reported  rarely.  See  package  insert  for  further 
details.  A H robins  company,  A.U,f 

RICHMOND,  VA.  23220  /'  n * 


ROBINS 


‘Breathing’s 
a snap  again! 
he  said 
gingerly. 

( COMPLIMENTS  OF 
DIMETAPP) 


Help  clear  up  that  miserable  stuffed-up 
feeling  with  Dimetapp.  Each  hard-work- 
ing Extentab  brings  welcome  relief  from 
the  stuffiness,  drip  and  congestion  of  upper 
respiratory  conditions  for  up  to  10-12 
hours.  Yet,  patients  seldom  experience 
drowsiness  or  overstimulation.  The  key  to 
success  is  the  Dimetapp  formula:  Dime- 
tane  (brompheniramine  maleate)— along 
with  phenylephrine  and  phenylpropanola- 
mine, two  time-tested  decongestants.  They 
get  the  job  done ...  in  a hurry. 

in  sinusitis,  colds,  U.R.I. 

IHmetapp  Extentahs 

(Dimetane®  [brompheniramine  maleate],  12  mg.; 
phenylephrine  HC1,  15  mg.;  phenylpropanolamine  HC1,  15  mg.) 

up  to  10-12  hours  clear 
breathing  on  one  tablet 


Indications:  Dimetapp  is  indicated 
for  symptomatic  relief  of  the 
allergic  manifestations  of  respi- 
ratory illnesses,  such  as  the 
common  cold  and  bronchial  asthma, 
seasonal  allergies,  sinusitis, 
rhinitis,  conjunctivitis,  and  otitis. 
Contraindications:  Hypersensitivity 
to  antihistamines.  Not  recommended 
for  use  during  pregnancy. 
Precautions:  Until  patient’s 
response  has  been  determined,  he 
should  be  cautioned  against 
engaging  in  operations  requiring 
alertness.  Administer  with  care 


to  patients  with  cardiac  or  periphera 
vascular  diseases  or  hypertension. 
Side  Effects:  Hypersensitivity 
reactions  including  skin  rashes, 
urticaria,  hypotension  and  thrombo 
cytopenia,  have  been  reported  on 
rare  occasions.  Drowsiness,  lassitude 
nausea,  giddiness,  dryness  of 
the  mouth,  mydriasis,  increased 
irritability  or  excitement  may 
be  encountered. 

Dosage:  1 Extentab  morning  and 
evening. 

Supplied:  Bottles  of  100  and  500. 

A.H.  ROBINS  COMPANY! 
RICHMOND,  VA.  2322(1 


AH^OBINS 


Month  in  Washington 


The  American  Medical  Association  urged  that 
Congress  precisely  define  “public  health  serv- 
ices” to  prevent  the  so-called  “Partnership  in 
Health”  legislation  being  used  as  authority  for 
unlimited  expansion  of  government  medicine. 
In  a letter  to  Chairman  Lister  Hill  (Democrat, 
Alabama),  of  the  Senate  Committee  on  Labor 
and  Public  Welfare,  F.  J.  L.  Blasingame,  M.D., 
executive  vice-president  of  the  AM  A,  said: 

“We  are  especially  concerned  with  a lack  of 
definition  with  respect  to  comprehensive  public 
health  services.  Neither  ‘comprehensive’  nor 
‘public  health  services’  is  defined  in  the  law  or 
the  bill.  While  we  recognize  there  is  support- 
able advantage  in  removing  strict  categorization 
of  grant  funds,  we  are  concerned  that  the  cate- 
gorical identification  having  been  removed, 
there  will  no  longer  be  any  limitation  on  the 
health  care  which  may  be  provided.  Indeed, 
from  testimony  on  this  legislation  by  govern- 
ment officials,  it  would  appear  that  our  concern 
is  justified.  It  is  the  intent  that  the  Congress  is 
authorizing  a program  of  individual  treatment 
for  unidentified  patients  for  unspecified  condi- 
tions for  unlimited  services?  It  is  clear  that  the 
lack  of  definition  of  ‘public  health  services’  is,  in 
effect,  an  invitation  from  Congress  to  unlimited 
expansion  of  ‘public  health’  beyond  its  tradi- 
tional role  in  the  community. 

“The  AMA  has  supported,  and  continues  to 
support,  the  furnishing  of  public  health  services. 
We  have  also  supported  flexibility  of  operation 
within  the  state  and  local  health  departments  as 
an  effective  tool  for  community  health.  We 
feel,  however,  that  the  distinction  between  the 
public  and  private  health  sectors  should  be  de- 
lineated. . . in  more  positive  terms  than  the  mere 
prohibition  against  interference  with  the  ex- 
isting patterns  of  private  professional  prac- 
tice. . . . Accordingly,  the  Association  finds  it- 

self unable  to  support  this  portion  of  the  legisla- 
tion providing  for  an  undefined  program  of 
comprehensive  public  health  services.” 

The  AMA  also  opposed  a provision  for  Fed- 
eral licensure  of  clinical  laboratories  on  the 
ground  that  licensing  of  such  facilities  tradi- 
tionally has  been  a state  matter.  “We  believe 
that  Federal  licensure  of  these  facilities  would 
establish  an  undesirable  precedent,”  Dr.  Blas- 
ingame said. 

* * * 

The  controversy  over  generic  versus  brand- 
name  drugs  was  aired  at  hearings  of  the  Senate 
Finance  Committee  and  the  Senate  Small 
Business  Monopoly  Subcommittee. 

Chairman  Russell  B.  Long  (Democrat, 
Louisiana)  of  the  Finance  Committee  planned  to 

Prepared  by  the  Washington,  D.C.,  Office  of  the  American 
Medical  Association. 


offer  an  amendment  to  the  Social  Security  bill, 
which  includes  Medicare  and  Medicaid  changes, 
to  put  the  emphasis  on  generic  drugs  in  govern- 
ment medical  programs.  The  monopoly  sub- 
committee, headed  by  Senator  Gaylord  Nelson 
(Democrat,  Wisconsin),  was  investigating  drug- 
pricing policies  with  the  same  objective  as 
Senator  Long’s  proposal.  Long’s  proposal  in- 
cluded the  creation  of  a Federal  panel  to  select 
the  highest  quality  but  lowest  cost  prescription 
drugs  for  which  patients  would  be  reimbursed 
under  government  medical  programs. 

Both  the  F.D.A.  (Food  and  Drug  Adminis- 
tration) and  the  drug  industry  opposed  estab- 
lishment of  such  a committee  and  national 
formulary  of  drugs. 

F.D.A.  Commissioner  James  Goddard,  M.D., 
said  it  would  result  in  “an  encroachment  on  the 
practice  of  medicine  in  such  a way  that  I believe 
the  physicians  of  this  country  would  rise  up  in 
wrath.”  He  also  said:  “In  essence  the  bill 

would  impose  upon  the  formulary  committee  the 
duty  of  evaluating  every  prescription  drug  used 
in  medical  practice  today — more  than  5,000 — - 
and  of  providing  a formulary  of  the  drugs  of 
choice.  I would  have  to  exclude  drugs  deemed 
unnecessary,  therapeutically  duplicative,  or  of 
unacceptable  quality.  The  enormity  of  such  a 
task  should  be  borne  in  mind.” 

C.  Joseph  Stetler,  president  of  the  Pharma- 
ceutical Manufacturers  Association,  joined  Dr. 
Goddard  and  John  W.  Gardner,  Secretary  of 
HEW  (U.S.  Department  of  Health,  Education, 
and  Welfare),  in  urging  that  action  on  the  mat- 
ter be  postponed  until  a report  is  made  on  a 
special  study  being  conducted  by  HEW.  The 
report  is  due  December  1. 

Stetler  said  the  drug  industry  recognizes  the 
government’s  responsibility  to  control  Federal 
expenditure  in  its  drug  purchase  programs. 
But,  he  said,  Long’s  proposal  would  put  such  a 
low  ceiling  on  drug  prices  that  it  would  “jeop- 
ardize the  ability  of  quality  research-oriented 
pharmaceutical  companies  to  perform  effec- 
tively.” 

The  health  of  all  of  us  and  of  future  genera- 
tions is  dependent  on  the  continued  growth  and 
vitality  of  a progressive  and  successful  pharma- 
ceutical industry,”  he  said. 

* * * 

No  other  national  health  problem  has  been  so 
seriously  neglected  as  alcoholism,  according  to 
HEW  Secretary  John  W.  Gardner. 

“The  atmosphere  of  moral  disapproval  sur- 
rounding the  entire  subject,  and  the  deplorable 
custom  of  treating  alcholics  as  sinners  or  crimi- 
nals have  obscured  the  nature  of  the  problem,” 
Gardner  said  in  connection  with  a report  issued 
by  the  National  Institute  of  Mental  Health. 

continued  on  page  2932 
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An  uncommon  steroid 
for  common  inflammatory  dermatoses 


In  everyday  topical  steroid 
therapy,  Synalar  produces  rapid 
resolution  of  inflammation  and 
itching  in  steroid-responsive 
dermatoses  — and  at  relatively 
low  cost  to  the  patient. 

Advanced  molecular 
design  enhances  potency 
Synalar  combines  the  advantage 
of  earlier  corticosteroid  com- 
pounds with  unique  structural 
innovations.  As  a result,  prepara- 
tions of  Synalar  0.01%  and  Synalar 
0.025%  have  been  reported  to  be 
more  potent  topically  and  signifi- 
cantly more  effective  than  hydro- 


cortisone 1 .0%.The  unique  fluo- 
cinolone  acetonide  molecule 
provides  one  of  the  most  useful 
topical  corticosteroids  for  every- 
day practice. 

Impressive  clinical 
results  in  a wide  range  of 
dermatologic  problems 

The  clinical  efficacy  of  Synalar 
has  been  extensively  documented 
in  the  world  literature.  Commonly 
encountered  diseases  such  as  al- 
lergic and  contact  dermatitis, 
eczematous  and  seborrheic  der- 
matitis, and  neurodermatitis  re- 
spond rapidly  to  Synalar,  often 


where  previous  therapy  with  other 
topical  corticosteroids  has  failed. 

Low  patient  cost 
for  wider  usefulness 

With  Synalar,  a high  degree  of 
efficacy  does  not  mean  high  price.  | 
And— a small  quantity  goes  a lone) 
way.  Thus,  your  patients  can 
often  obtain  the  “economy”  of  a 
hydrocortisone  preparation  with 
the  proved  efficacy  of  a potent, 
truly  advanced  steroid. 


Synalar 

fluocinolone  acetonide 


For  everyday  topical  steroid  therapy 

Synalar  o.or- 

fluocinolone  acetonide 

provides  economy  in  two  practical  dosage  forms 


I 


For  general  use,  the  most 
economical  and  widely  applicable 
concentration  of  Synalar  is  0.01% 
Cream  in  a water- washable,  van- 
ishing cream  base.  Synalar  Solu- 
tion 0.01%  is  especially  valuable  in 
dermatoses  involving  moist,  inter- 
triginous  areas  or  hairy  sites 
where  creams  and  ointments  do 
not  spread  or  penetrate  readily. 
Synalar  Solution  is  a unique 
dosage  form— clear,  nongreasy, 
cosmetically  elegant. 


Product  Information 

Contraindications:  Tuberculous,  fungal,  and  most 
viral  lesions  of  the  skin  (including  herpes  simplex, 
vaccinia,  and  varicella).  Not  for  ophthalmic  use. 
Contraindicated  in  individuals  with  a history  of 
hypersensitivity  to  any  of  the  components. 
Precautions:  Synalar  preparations  are  virtually 
nonsensitizing  and  nonirritating.  However,  the 
solution  may  produce  burning  or  stinging  when 
applied  to  denuded  or  fissured  areas.  In  some  pa- 
tients with  dry  lesions,  the  solution  may  increase 
dryness,  scaling  or  itching.  Where  severe  local 
infection  or  systemic  infection  exists,  the  use  of 
systemic  antibiotics  should  be  considered,  based 
on  susceptibility  testing  While  topical  steroids 
have  not  been  reported  to  have  an  adverse  effect 
on  pregnancy,  the  safety  of  their  use  on  pregnant 
females  has  not  absolutely  been  established. 
Therefore,  they  should  not  be  used  extensively  on 
pregnant  patients,  in  large  amounts,  or  for 


prolonged  periods  of  time.  Side  Effects:  Side 
effects  are  uncommon  with  topical  corticosteroid 
As  with  all  drugs,  however,  a few  patients  may 
react  unfavorably  to  Synalar  under  certain 
conditions.  In  such  cases  the  agent  should  be 
discontinued  and  appropriate  measures  taken. 
Availability:  Synalar  (fluocinolone  acetonide) 
Cream  0.025%  — 5,  1 5 and  60  Cm.  tubes  and  425 
Cm.  jars.  Cream  0.01%—  15.  45  and  60  Gm.  tubes 
and  1 20  Gm.  jars.  Solution  0.0 1 % — 20  and  60  cc. 
plastic  squeeze  bottles.  Ointment  0.025%—  15  anc 
60  Gm.  tubes.  Neo- Synalar®  (neomycin  sulfate 
0.5%  [0.35%  neomycin  basej,  fluocinolone  acetonu 
0.025%)  Cream  — 5,15  and  60  Gm.  tubes. 


SYNTEX 

LABORATORIES  INC.  PALO  ALT 


ail 

45 

H TOPICAL  USE  0^ 

SYNALAR' 

iSlUOCINOLONl 

ACEIQHIOEl 

CREAM 


so  CL 

FOR  TOPICAL  USE  ONLY 

SYNALAR' 


[FLUOCHOLONE  ACETONIDE] 

SOLUTION 


uix 


CWW*  pftfebm  «*$•**** 

SYNTEX  teK 

LAiOHATOWa.  I*C  . PAtO  AITO  CAJ.HF  .USA 


f gfl  Cm 

0t J0P1CAL  USC  ONtT 

SYNALAR’ 

[FlUOCWOtONE 

XCETONiOE] 

CREAM 


* M 10*0*  m.* 

SYNALAR' 

[numafioiMi 

SOLUTION 

IIK 


IS  4m 

jpioncM  ust  > 

SYNALAR’ 

(huocwoiom 

1 HCEIONIMl 

CREAM 


SYNTEX 

UUOHIMHS  m 


2924 


When  the  talk  turns  to 
oral  contraceptives,  it  makes 
medical  sense  to  remember 
low-dose  Norinyl-1. 

(norethindronelmg.  c mestranol  0.05mg.) 


Turn  page  for  contraindications,  precautions  and  side  effects. 


Reduction  of  oral  contraceptive 
dosage  to  the  lowest  effective  levels  is 
a well-accepted  principle  of  conserva- 
tive medical  practice.  In  keeping  with 
this  view,  Norinyl  is  now  also  avail- 
able as  Norinyl-1,  containing  exactly 
one  half  the  previous  dosage  of 
norethindrone  and  mestranol.  Clinical 
experience  has  established  that  effec- 
tive fertility  control  can  be  achieved 
with  the  same  degree  of  reliability 
and  safety  with  new  Norinyl-1  when 
taken  as  directed. 

What  about  switching  patients  from 
higher  dosage  forms? 

In  transferring  patients  to  low-dose 
Norinyl-1  from  higher-dosage  oral 
contraceptives,  some  breakthrough 
bleeding  may  occur  in  the  early 
cycles.  In  the  majority  of  cases  the 
bleeding  episode  is  mild  and  self- 
limited. The  long-term  advantages  of 
the  lower  dosage  form  should  be 
weighed  against  the  inconvenience  of 
possible  breakthrough  bleeding  in 
the  individual  patient. 


Prescribing  Information 
Contraindications : Patients  with  any 
symptoms  or  history  of  thrombo- 
phlebitis, pulmonary  embolism,  liver 
dysfunction  or  disease,  carcinoma 
of  breast  or  genital  organs,  or  un- 
diagnosed vaginal  bleeding. 
Warnings:  Discontinue  medication 
pending  examination  if  there  is  sud- 
den partial  or  complete  loss  of  vision, 
proptosis,  diplopia  or  migraine.  If 
examination  reveals  papilledema  or 
retinal  vascular  lesions,  medication 
should  be  withdrawn.  The  safety  of 
Norinyl-1  in  pregnancy  has  not  been 
demonstrated.  If  a patient  misses 
two  consecutive  periods,  pregnancy 
should  be  ruled  out  before  continu- 
ing the  medication.  If  she  has  not  ad- 
hered to  the  prescribed  schedule, 
pregnancy  should  be  considered  at 
the  first  missed  period.  Active  ingre- 
dients of  oral  contraceptives  have 
been  detected  in  the  milk  of  mothers 
who  received  these  drugs;  the  signifi- 
cance to  infants  has  not  been  de- 
termined. 

Precautions : Pretreatment  physical 
should  include  examination  of  the 
breasts  and  pelvic  organs,  as  well  as 
a Papanicolaou  smear.  If  endocrine 
or  liver  function  tests  are  abnormal 
during  therapy,  repeat  tests  are  rec- 
ommended after  the  drug  has  been 
withdrawn  for  two  months.  Follow- 
ing administration  of  drug,  preex- 
isting uterine  fibromyomata  may 
increase  in  size.  Careful  observation 
and  caution  are  required  for  patients 
with  symptoms  or  history  of  epi- 
lepsy, migraine,  asthma,  cardiac  or 
renal  dysfunction,  cerebrovascular 
accident,  psychic  depression,  and 
diabetes.  In  cases  of  undiagnosed 
vaginal  bleeding,  adequate  diagnos- 
tic measures  are  indicated.  Possible 
long-term  effects  of  the  drug  on  pitu- 
itary, ovarian,  adrenal,  hepatic  or 
uterine  function  must  await  further 
studies.  The  physician  should  be 
alert  to  the  earliest  manifestations 
of  thrombophlebitis  and  pulmonary 
embolism.  The  drug  should  be  used 
judiciously  in  those  young  patients 
in  whom  bone  growth  is  not  com- 
plete. The  age  of  the  patient  consti- 
tutes no  absolute  limiting  factor, 
although  treatment  with  Norinyl-1 
may  mask  symptoms  of  the  climac- 
teric. The  pathologist  should  be 
advised  of  Norinyl-1  therapy  when 
relevant  specimens  are  submitted. 


Side  Effects:  The  following  have 
been  observed  with  varying  incidenc 
in  patients  receiving  oral  contracep- 
tives : nausea,  vomiting,  gastrointes 
tinal  symptoms,  breakthrough 
bleeding,  spotting,  change  in 
menstrual  flow,  amenorrhea,  edema 
chloasma  or  melasma,  breast  chang 
(tenderness,  enlargement  and 
secretion),  change  in  weight  (increa 
or  decrease),  changes  in  cervical 
erosion  and  cervical  secretions, 
suppression  of  lactation  when  givet 
immediately  postpartum,  cholestat: 
jaundice,  migraine,  rash  (allergic), 
rise  in  blood  pressure  in  susceptibh 
individuals,  mental  depression. 
Although  the  following  side  effects 
have  been  reported  in  users  of  oral 
contraceptives,  no  cause  and  effect 
relationship  has  been  established: 
anovulation  posttreatment,  premer 
struallike  syndrome,  changes  in 
libido,  changes  in  appetite,  cystitis- 
like syndrome,  headache,  nervous- 
ness, dizziness,  fatigue,  backache, 
hirsutism,  loss  of  scalp  hair, 
erythema  multiforme,  erythema 
nodosum,  hemorrhagic  eruption,  a 
itching.  The  following  occurrences 
have  been  observed  in  users  of  ora 
contraceptives  (a  cause  and  effect 
relationship  has  neither  been  estafc 
lished  nor  disproved) : thrombo- 
phlebitis, pulmonary  embolism, 
neuroocular  lesions. 

The  following  laboratory  tests  ma' 
be  altered  by  the  use  of  oral  contra 
ceptives:  increased  sulfobromo- 
phthalein  and  other  hepatic  functi 
tests,  coagulation  tests  (increase  ii 
prothrombin,  factors  VII,  VIII,  IX 
and  X),  thyroid  function  (increase 
PBI  and  butanol  extractable  protei 
bound  iodine  and  decrease  in  T3 
values),  metyrapone  test,  preg- 
nanediol  determination. 


norethindrone  an  original  steroid  from 
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Immobile  spermatozoa  as  they  appear  in  cervical  mucus 
taken  from  patient  treated  with  Norinyl-1. 


&$&&&&  • 

Norethindrone  in  Norinyl-1  accelerates  secretory  phase,  sup- 
presses glandular  and  vascular  development. 


Nonnyl 


■ new  low  dose  of  time-proved  ingredients 

■ established  norethindrone/mestranol  ratio 

■ lower  patient  cost 


Spermatozoa  appear  healthy,  active,  freemoving. 


Endometrium  of  untreated  patient  is  receptive  to  the  fertil- 
ized ovum  during  secretory  phase. 


Here's  why 

Norinyl-1  makes 
medical  sense. 


Untreated  Patient 


The  effectiveness  of  Norinyl-1  as  a 
low-dose  oral  contraceptive  may  be 
explained  by  its  possible  multiple 
action.  In  addition  to  its  primary 
action  of  suppression  of  ovulation, 
Norinyl-1  may  offer  additional  pro- 
tective mechanisms ...  (1)  creation  of 
a cervical  mucus  that  may  be  hostile 
to  sperm  penetration,  and  (2)  devel- 
opment of  an  endometrium  that  may 
be  out  of  phase  with  nidation. 

These  effects  are  illustrated  below. 


Norinyl-1  Patient 


Cervical  mucus  at  midcycle  is  usually  thin  and  watery,  with  Cervical  mucus  at  midcycle  is  scanty,  viscous— with  Spinn- 

Spinnbarkeit  (stretchability)  of  15  to  20  cm.  barkeit  of  1 cm.  or  less. 


' V;*  >'■ 


In  New  York . . . 

These  Syntex  men  serve  the  physician 


Herbert  Abrams 
Brooklyn,  New  York 
891-9105 


Lester  Ackiron 
Brooklyn,  New  York 
853-2918 


Angelo  Alpi 
Katonah,  New  York 
232-3712 


Edgar  Barrett 

Stony  Brook,  New  York 

751-9311 
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Michael  Graziadei 
DeWitt,  New  York 
446-5342 


Ralph  E.  Fuesy 
Ossining,  New  York 
941-7653 


Gary  Lustig 

Plainview,  L.I.,  New  York 

938-5229 


Charles  Maggio 
Rochester,  New  York 
271-0714 


Michael  Miglioranzi 
Tonawanda,  New  York 
694-2449 


William  O’Brien 
Valley  Stream,  L.I., 
New  York  285-5643 
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Richard  Phelan 
Delmar,  New  York 
439-4596 


Robert  Posner 
Forest  Hills,  New  York 
896-9194 


Charles  Pullara 
Howard  Beach,  Queens, 
New  York  641-3060 


Vince  Roche 
W.  Pittston,  Pa. 
655-0365 


Victor  Sala 
Elmont,  L.I.,  N.Y. 
437-0818 


Howard  Strauss 
Brooklyn,  N.  Y. 
339-4943 


Pasquale  Tannone 
Valley  Cottage,  New  York 
268-6091 


Melvin  Weinstein 
Brooklyn,  New  York 
444-4459 


Raymond  Zitani 
Deer  Park,  New  York 
667-2135 
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helps  solve 
“the  other  problem” 
in  venereal  disease 


The  “other  problem”  in  venereal  disease  is  the  sensitivity  of  many  patients  to 
penicillin  and  the  increased  resistance  of  the  gonococcus. 

Regarding  Increased  Resistance— During  the  last  eight  years,  5700  strains  of 
N.  gonorrhoeae  have  been  isolated  and  tested  for  sensitivity  to  penicillin  and 
sulfadiazine  in  the  Public  Health  Laboratory  (Toronto). (1)  In  the  six-month  period  of 
January  to  June,  1966,  no  less  than  18.8  per  cent  of  the  N.  gonorrhoeae  strains 
isolated  required  1 .0  unit  of  penicillin  per  ml  to  inhibit  their  growth;  and  8.6  per  cent 
required  more  than  1.0  unit.  In  contrast,  only  eight  years  ago,  98  per  cent  of  the 
isolates  were  sensitive  to  0.1  unit  of  penicillin  or  less. 

Regarding  Sensitivity— It  has  been  reported  that  approximately  15  per  cent  of  all 
patients  admitted  to  a large  hospital  have  a history  of  being  allergic  or  hypersensitive 
to  penicillin.  It  likewise  has  been  stated  that  conventional  skin  testing  with  penicillin 
is  not  reliable  and  that  more  elaborate  testing  for  sensitivity  is  not  readily  available/2* 

Regarding  DECLOMYC1N— Excellent  results  have  been  achieved  with 
DECLOMYCIN  as  a therapeutic  alternative  in  a series  of  studies'3'81  representing  a 
cross-section  of  national  experience  (Los  Angeles,  California;  Columbia, 

So.  Carolina;  Houston,  Texas;  New  York,  New  York;  Boston,  Massachusetts  and 
Washington,  D.C.).  1931  patients  received  DECLOMYCIN  for  treatment  of  acute 
gonorrheal  urethritis.  The  overall  cure  rate  achieved  was  89  per  cent!* 

In  syphilis,  dosage  schedules  of  a total  of  1 2 to  18  Gm  given  in  equally  divided  doses 
over  a period  of  10  to  15  days  should  be  followed. 

♦The  above  studies  utilized  DECLOMYCIN  in  a variety  of  dosage  schedules.  The  recommended  adult 
dosage  of  DECLOMYCIN  is  600  mg  divided  into  two  or  four  doses  daily. 


1.  Amies,  C.  R.:  Development  of  Resistance  of  Gonococci  to  Penicillin:  An  Eight-Year  Study. 

Canad.  Med.  Ass.  J.  96(  1 ) : 33  (Jan. 7)  1967.  2.  Garagusi,  V.  F.:  Antibiotic  Review.  Amer.  Fain.  Phys.  11:61 
(Nov.)  1966.  3.  Sokoloff,  B.:  Demethylchlortetracycline  Therapy  in  Acute  Gonococcal  Urethritis. 

Clin.  Pharm.  Ther.  6:350  (May-June)  1965.  4.  Allison,  J.  R.,  Jr.:  Demethylchlortetracycline 
Hydrochloride  in  the  Treatment  of  267  Patients  with  Acute  Gonorrhea:  Results  and  Evaluation.  Antibiot. 
Chemolher.  1 1 :454  (July)  1961.  5.  Vanderstoep,  E.  M.;  Matheson,  T.  E.;  Moore,  M.  B.;  Short,  D.  H., 
and  Knox,  J.  M.:  A Comparison  of  Penicillin  and  Demethylchlortetracycline  in  the  Treatment  of  Acute 
Gonorrheal  Urethritis  in  the  Male.  Southern  Med.  J.  57:201  (Feb.)  1964.  6.  Marmell,  M.  and  Prigot,  A.: 
The  Therapeutic  Value  of  Demethylchlortetracycline  in  Gonorrhea,  Lymphogranuloma  Venereum, 
and  Donovanosis.  Antibiotics  Annual,  1959-1960,  p.  457.  7.  Pochi,  P.  E.  and  Strauss,  J.  S.:  The  Single 
Dose  Treatment  of  Acute  Gonococcal  Urethritis  with  Demethylchlortetracycline.  Antibiot.  Med. 

8:75  (Feb.)  1961.  8.  Greaves,  A.  B.:  Demethylchlortetracycline  in  the  Treatment  of  Venereal  Disease. 
Unpublished  data  on  file.  Medical  Research  Section,  Lederle  Laboratories.  439-6-4797 

DECLOMYCIN 

DEMETHYLCHL0BTETRACYCL1NE 

prescribing  information  ► 
on  next  page 
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continued  from  page  2921 


helps  solve 

“the  other  problem” 

in  venereal  disease 

Effective  in  a wide  range  of  everyday  infections 
—respiratory,  urinary  tract  and  others— in  the 
young  and  aged— the  acutely  or  chronically  ill — 
when  the  offending  organisms  are  tetracycline- 
sensitive. 

Contraindication:  History  of  hypersensitivity  to 
demethylchlortetracycline. 

Warning—  In  renal  impairment,  usual  doses  may 
lead  to  excessive  accumulation  and  liver  toxicity. 
Under  such  conditions,  lower  than  usual  doses 
are  indicated,  and,  if  therapy  is  prolonged,  serum 
level  determinations  may  be  advisable.  A photo- 
dynamic reaction  to  natural  or  artificial  sunlight 
has  been  observed.  Small  amounts  of  drug  and 
short  exposure  may  produce  an  exaggerated  sun- 
burn reaction  which  may  range  from  erythema  to 
severe  skin  manifestations.  In  a smaller  propor- 
tion, photoallergic  reactions  have  been  reported. 
Patients  should  avoid  direct  exposure  to  sunlight 
and  discontinue  drug  at  the  first  evidence  of  skin 
discomfort.  Necessary  subsequent  courses  of 
treatment  with  tetracyclines  should  be  carefully 
observed. 

Precautions— Overgrowth  of  nonsusceptible  or- 
ganisms may  occur.  Constant  observation  is  es- 
sential. If  new  infections  appear,  appropriate 
measures  should  be  taken.  In  infants,  increased 
intracranial  pressure  with  bulging  fontanels  has 
been  observed.  All  signs  and  symptoms  have 
disappeared  rapidly  upon  cessation  of  treatment. 
Side  Effects— Gastrointestinal  system— anorexia, 
nausea,  vomiting,  diarrhea,  stomatitis,  glossitis, 
enterocolitis,  pruritus  ani.  Skin— maculopapular 
and  erythematous  rashes.  A rare  case  of  exfolia- 
tive dermatitis  has  been  reported.  Photosensitiv- 
ity; onycholysis  and  discoloration  of  the  nails 
(rare).  Kidney— rise  in  BUN,  apparently  dose 
related.  Hypersensitivity  reactions— urticaria,  an- 
gioneurotic edema,  anaphylaxis.  Teeth— dental 
staining  (yellow-brown)  in  children  of  mothers 
given  this  drug  during  the  latter  half  of  preg- 
nancy, and  in  children  given  the  drug  during 
the  neonatal  period,  infancy  and  early  childhood 
(up  to  12  years).  Enamel  hypoplasia  has  been 
seen  in  a few  children.  If  adverse  reaction  or 
idiosyncrasy  occurs,  discontinue  medication  and 
institute  appropriate  therapy. 

Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or 
300  mg  b.i.d.  Should  be  given  1 hour  before  or 
2 hours  after  meals,  since  absorption  is  impaired 
by  the  concomitant  administration  of  high  cal- 
cium content  drugs,  foods  and  some  dairy 
products. 

Capsules:  150  mg;  Tablets:  film  coated,  300  mg, 
150  mg,  and  75  mg  of  demethylchlortetracycline 
HC1. 

IOECI  jOMYCI  N- 

DEMETHYLCHLORTETItACVCLlNE 


This  report,  titled  “Alcohol  and  Alcoholism,” 
reviews  present  knowledge  of  alcohol;  the  na- 
ture and  extent  of  drinking  problems;  the 
identification,  treatment,  and  prevention  of 
alcoholism;  and  the  status  of  current  re- 
search. 

Although  alcoholism  obviously  does  not  occur 
without  alcohol,  the  report  states  that  “alcohol 
can  no  more  be  considered  the  sole  cause  of 
alcoholism  than  marriage  can  be  considered  the 
sole  cause  of  divorce,  or  the  tubercle  bacillus 
the  sole  cause  of  tuberculosis.” 

On  the  treatment  of  alcoholism,  the  report 
says:  “In  the  past,  alcoholics  have  been  ad- 

monished, scolded,  denounced,  jailed,  beaten, 
ducked,  lashed,  and  threatened  with  eternal 
damnation.  There  is  no  evidence  that  any  of 
these  measures  has  had  significant  therapeutic 
value  for  more  than  an  occasional  alcoholic. 
Available  evidence  seems  to  demonstrate  that 
long-lasting  results  can  be  achieved  primarily  by 
a technic  known  generally  as  psychotherapy.” 

* * * 

The  Federal  government  is  planning  on  in- 
creasing the  monthly  Medicare  insurance  rate 
for  physicians’  services  for  next  year  and  1969. 
The  present  rate  is  $3.00  a month.  The  Medi- 
care law  designated  October  1 as  the  deadline 
for  setting  the  rate  for  1968  and  1969,  but 
Congress  approved  legislation  postponing  the 
announcement  until  December  31. 

John  W.  Gardner,  HEW  Secretary,  disclosed 
a possible  increase  from  $3.00  to  $4.00  in  a letter 
to  Senator  John  J.  Williams,  (Republican, 
Delaware),  ranking  GOP  member  of  the  Senate 
Finance  Committee. 

The  monthly  premium  is  paid  by  persons  age 
sixty-five  and  older  who  elected  to  get  benefits 
under  Part  B of  the  Medicare  program  pro- 
viding physician  services. 

“I  would  promulgate  a rate  of  $3.80  for  the 
two-year-  period  of  1968  and  1969,  25  cents  of  the 
increase  being  based  on  our  evaluation  of  the 
extent  to  which  we  believe  the  premium  rate 
was  below  the  actual  cost  for  1966-1967  and 
55  cents  being  the  estimated  additional  cost  to 
be  expected  from  an  estimated  increase  in  uti- 
lization and  in  physicians’  fees,”  Gardner  said. 
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Clinical  Center  studies 
patients  with  metastatic  carcinoma 

The  cooperation  of  physicians  is  requested  in 
the  referral  of  patients  for  studies  being  con- 
ducted by  the  Endocrinology  Branch  of  the 
National  Cancer  Institute  at  the  Clinical  Center, 
National  Institutes  of  Health,  Bethesda,  Mary- 
land. 

Patients  from  the  following  three  categories 
will  be  admitted  to  the  Clinical  Center  for  study 
and  the  initiation  of  appropriate  therapy: 

1.  Postmenopausal  women  with  metastatic 
breast  cancer  who  do  not  have  significant  hepatic 
metastases  and  have  not  undergone  extensive 
therapy. 

2.  Women  with  metastatic  uterine  carci- 
noma suitable  for  therapy  with  progestational 
agents. 

3.  Men  and  women  with  suspected  or  proved 
hypogonadism. 

On  completion  of  their  studies,  patients  will  be 
returned  to  the  care  of  the  referring  physician 
who  will  receive  a summary  of  findings. 

Physicians  interested  in  having  their  pa- 
tients considered  for  admission  to  these  studies 
may  write  or  telephone:  Mortimer  B.  Lipsett, 

M.D.,  or  Griff  T.  Ross,  M.D.,  Clinical  Center, 
Room  12-N-204,  National  Institutes  of  Health, 
Bethesda,  Maryland.  The  telephone  number  is 
656-4000,  extension  62021,  area  code  301. 

Angina  pectoris  subject  of  study 
by  Clinical  Center 

Physicians  are  requested  to  refer  patients  for 
a study  of  the  most  recent  advances  in  treatment 
! of  patients  with  angina  pectoris  being  con- 
ducted by  the  National  Heart  Institute  at  the 
Clinical  Center,  National  Institutes  of  Health, 
Bethesda,  Maryland. 

Patients  under  sixty  years  of  age  with  severe 
angina  pectoris  will  be  admitted  for  intensive 
study  to  evaluate  the  severity  of  the  disease  and 
to  determine  the  effectiveness  of  optimal  medi- 
cal management.  Operative  intervention  will 
be  offered  to  those  patients  who  are  felt  to  be 
suitable  candidates.  Subsequently,  follow-up 
studies  will  be  performed  to  determine  the  de- 
gree of  improvement  brought  about  by  these 
procedures.  On  completion  of  their  studies, 
patients  will  be  returned  to  the  care  of  the  re- 
ferring physician  who  will  receive  a summary  of 
the  findings. 

Physicians  interested  in  referring  patients  to 

Material  for  inclusion  in  the  medical  news  section  must  be 
received  six  weeks  prior  to  publication  date. 


the  Clinical  Center  for  this  study  may  write  or 
telephone:  Eugene  Braunwald,  M.D.,  Clinical 

Center,  Room  7-N-220,  National  Institutes  of 
Health,  Bethesda,  Maryland  20014.  The  tele- 
phone number  is  656-4000,  extension  65095, 
area  code  301. 

Host  resistance  against  cancer 
subject  of  study 

Physicians  are  requested  to  refer  patients  who 
have  shown  evidence  of  unusual  host  resistance 
against  the  growth  of  cancer  for  studies  being 
conducted  by  the  Surgery  Branch  of  the  Na- 
tional Cancer  Institute  at  the  Clinical  Center, 
National  Institutes  of  Health,  Bethesda,  Mary- 
land. 

Needed  for  these  studies  are  patients  who 
have  had  spontaneous  regression  of  established 
tumors,  prolonged  survival  following  incomplete 
surgical  excision  of  their  cancers,  or  prolonged 
remissions  following  chemotherapy.  Sera  from 
these  patients  will  be  of  particular  interest.  On 
completion  of  then-  studies,  patients  will  be  re- 
turned to  the  care  of  the  referring  physician  who 
will  receive  a summary  of  the  findings. 

Physicians  interested  in  referring  patients  to 
the  Clinical  Center  for  this  study  may  write  or 
telephone:  Donald  L.  Morton,  M.D.,  Clinical 

Center,  Room  10-N-222,  National  Institutes  of 
Health,  Bethesda,  Maryland  20014.  The  tele- 
phone number  is  656-4000,  extension  63013, 
area  code  301. 

Personalities 

Elected.  As  officers  of  the  New  York  Roent- 
gen Society:  president,  Milton  Elkin,  M.D.; 

vice-president,  Arnold  L.  Bachman,  M.D.; 
secretary,  David  H.  Baker,  M.D.;  treasurer, 
Nathaniel  Finby,  M.D.;  and  historian,  Max- 
well H.  Poppel,  M.D.  All  are  from  New  York 
City.  . .Granville  W.  Larimore,  M.D.,  first 
deputy  commissioner,  New  York  State  Depart- 
ment of  Health,  as  president  of  Annual  Health 
Conference,  Inc.,  a nonprofit  health  education 
organization.  . . As  president  of  The  American 
Society  of  Anethesiology,  E.  M.  Papper,  M.D., 
chairman,  Department  of  Anesthesiology,  Co- 
lumbia University  College  of  Physicians  and 
Surgeons;  and  as  treasurer,  Robert  G.  Hicks, 
M.D.,  director  of  anesthesiology,  St.  Vincent’s 
Hospital,  New  York  City. 

Appointed.  Kenneth  Shulman,  M.D.,  The 
Bronx,  as  professor  of  neurologic  surgery  and 
pediatrics  at  the  Albert  Einstein  College  of 
Medicine. 
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NEW 

FREEDOM 

SHARES 


What  are  they? 
Who  may  buy  them? 

Americans  have  put  their  savings  to  work  for 
freedom  through  U.  S.  Savings  Bonds  for 
many  years.  New  Freedom  Shares  do  the  same 
job  . . . plus.  Read  how. 

Freedom  Shares  are  U.  S.  Savings  Notes. 
They  pay  a higher  return  than  Savings  Bonds, 
4.74%  when  held  to  maturity.  And  they  ma- 
ture in  just  four-and-a-half  years. 

For  regular  Bond  buyers  only 
These  new  Freedom  Shares  — which  are  not 
redeemable  for  the  first  year  — are  offered  on 
a one-for-one  basis  with  E Bonds,  but  only  to 
people  who  belong  to  the  Payroll  Savings 
Plan  where  they  work  or  the  Bond-a-Month 
Plan  where  they  bank. 


There  are  four  denominations  of  Freedom 
Shares,  each  of  which  may  be  paired  with  a 
Series  E Bond  of  the  same  or  larger  denomi- 
nation, as  a "package.” 

Sign  up 

Tell  your  supervisor  or  the  Payroll  Depart- 
ment where  you  work  (or  any  officer  where 
you  bank)  that  you’d  like  to  join  a Bond  pur- 
chase plan.  Decide  how  much  you’ll  save  . . . 
whether  you  want  Freedom  Shares  as  well  as 
Bonds  . . . and  just  sign  the  authorization  card. 


The  U.S.  Government  does  not  pay  for  this  advertisement.  It  is  presented  as  a public 
service  in  cooperation  with  the  Treasury  Department  and  The  Advertising  Council, 
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i62nd  ANNUAL  CONVENTION 


MEDICAL  SOCIETY  *«»  STATE  OF  NEW  YORK 

February  11-15, 1968  Americana  of  New  York  New  York  aty 


Highlights  . . . 

Medicine 


Genera!  Sessions:  Arthritis;  Genetics;  Pulmonary  Diseases;  Computer 


23  Scientific  Sections  • Symposia  • Panel  Discussions  • Annual  Meeting  of  House  of  Delegates 
President’s  Reception  and  Dinner  Dance  • Scientific  and  Technical  Exhibits  • Scientific  Motion  Pictures. 


Complete  & mail  this  form  to:  Reservations  Manager,  Americana  of  New  York. 

I 


I 


dmericana 


OF  NEW  YORK  seventh 

TWX-710-581-2820 

Please  make  reservations  for 

persons 

NAME(S) 


Address 

City State Zip 

A.M. 

Arrive:  Date AT P.M. 

(Reservations  held  only  until  6:00  PM 
unless  later  arrival  is  indicated ) 

I 

I Probable  Departure  Date 

I 

I THIS  FORM  SHOULD  BE  RECEIVED  BY 

HOTEL  TWO  WEEKS  PRIOR  TO  CONVENTION 


AVENUE  at  52nd  ST.,  N.  Y.,  N.  Y.  10019 

TELEPHONE  (212)  581-1000 

PLEASE  CHECK  (V)  ACCOMODATIONS  DESIRED 

(All  rooms  subject  to  5%  New  York  City  Room  tax) 

SINGLE  BEDROOM  □ $16.00 

□ $17.00  □ $18.00  □ $19.00  □ $20.00 

□$21.00  □ $22.00  □ $23.00  □ $25.00 

DOUBLE  BEDDED  ROOM  FOR  TWO 

□ $18.00  □ $22.00  □ $24.00 

TWIN-BEDDED  ROOM  FOR  TWO 

□ $20.00  □ $21.00  □ $22.00 


□ $26.00 


□ $23.00 

□ $30.00 


□ $28.00 

□ $24.00 

□ $28.00  □ $30.00 


□ $24.00  □ $26.00 

STUDIO  ROOM  FOR  ONE 

□ $22.00  □ $23.00 

STUDIO  ROOM  FOR  TWO 

□ $25.00  □ $26.00 

PARLOR  AND  ONE  BEDROOM 

□ $45.00  □ $49.00  □ $55.00  & UP 

PARLOR  AND  TWO  BEDROOMS 

□ $68.00  □ $74.00  □ $80.00  & UP 

NOTE:  If  a room  at  the  rate  requested  is  not  available, 
reservation  will  be  made  at  the  nearest  rate  possible. 
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Penicillin-Sensitive 
Staphylococci 


Against  these  three  major  pathogens . . . 


Beto-Hemo 

Streptococci 


V-Cillin  K®  provides  dependable  oral 
antibacterial  therapy 


because  it  combines  a high  degree  of  activity. . . 

1 V-Cillin  K has  been  shown  to  be  effective  in  the  treatment  of  streptococcus 
and  pneumococcus  infections  as  well  as  infections  caused  by  sensitive  strains 
of  staphylococci.  It  may  be  used  for  the  prophylaxis  of  streptococcus  infections 
in  patients  with  a history  of  rheumatic  fever  and  for  the  prevention  of 
bacterial  endocarditis  after  tonsillectomy  in  patients  with  a history  of 
rheumatic  fever  or  congenital  heart  disease. 

with  high  blood  levels,  even  when  taken  with  food 

V-Cillin  K is  stable  in  acid  and  immediately  soluble.  High  serum  levels, 
therefore,  are  reached  rapidly.  Because  it  is  acid  stable,  V-Cillin  K is  well 
absorbed  even  when  taken  close  to  mealtime.  These  desirable  properties  help 
make  V-Cillin  K a dependable  penicillin  for  oral  use. 


V-Cillin  K 

Potassium  Phenoxymethyl  Penicillin 


Now  available:  V-Cillin  K®,  Pediatric, 
for  Oral  Solution,  250  mg.  (400,000  units) 
per  5 cc.  of  solution. 


(See  next  page  for  prescribing  information.) 


New  500  mg.  tablets...amore  convenient  way  to  give  high  doses 


Description:  V-Cillin  K,  the  potassium  salt  of  V-Cillin® 
(phenoxymethyl  penicillin,  Lilly),  combines  acid  stability 
with  immediate  solubility  and  rapid  absorption.  Higher, 
more  rapid  serum  levels  are  obtained  than  with  equal 
oral  doses  of  penicillin  G. 

Indications:  Streptococcus,  pneumococcus,  and  gono- 
coccus infections;  infections  caused  by  sensitive  strains 
of  staphylococci;  prophylaxis  of  streptococcus  infections 
in  patients  with  a history  of  rheumatic  fever;  and  preven- 
tion of  bacterial  endocarditis  after  tonsillectomy  and 
tooth  extraction  in  patients  with  a history  of  rheumatic 
fever  or  congenital  heart  disease. 

Contraindication:  Penicillin  hypersensitivity. 
Warnings:  In  rare  instances,  penicillin  may  cause  acute 
anaphylaxis  which  may  prove  fatal  unless  promptly  con- 
trolled. This  type  of  reaction  appears  more  frequently  in 
patients  with  a history  of  sensitivity  reactions  to  penicillin 
or  with  bronchial  asthma  or  other  allergies.  Resuscitative 
drugs  should  be  readily  available.  These  include  epi- 
nephrine and  pressor  drugs  (as  well  as  oxygen  for 
inhalation)  for  immediate  allergic  manifestations  and 
antihistamines  and  corticosteroids  for  delayed  effects. 


Precautions:  Use  cautiously,  if  at  all,  in  a patient  with  a 
strongly  positive  history  of  allergy. 

In  prolonged  therapy  with  penicillin,  and  particularly 
with  high  parenteral  dosage  schedules,  frequent  eval- 
uation of  the  renal  and  hematopoietic  systems  is  rec- 
ommended. 

In  suspected  staphylococcus  infections,  proper  lab- 
oratory studies  (including  sensitivity  tests)  should  be 
performed. 

The  use  of  penicillin  may  be  associated  with  the  over- 
growth of  penicillin-insensitive  organisms.  In  such  cases, 
discontinue  administration  and  take  appropriate  measures. 
Adverse  Reactions:  Although  serious  allergic  reactions 
are  much  less  common  with  oral  penicillin  than  with  intra- 
muscular forms,  manifestations  of  penicillin  allergy  may 
occur. 

Penicillin  is  a substance  of  low  toxicity,  but  it  possesses 
a significant  index  of  sensitization.  The  following  hyper- 
sensitivity reactions  have  been  reported:  skin  rashes 
ranging  from  maculopapular  eruptions  to  exfoliative  der- 
matitis; urticaria;  and  reactions  resembling  serum  sickness, 
including  chills,  fever,  edema,  arthralgia,  and  prostration. 
Severe  and  often  fatal  anaphylaxis  has  occurred  (see 
Warnings).  Hemolytic  anemia,  leukopenia,  thrombocy- 
topenia, and  nephropathy  are  rarely  observed  side- 
effects  and  are  usually  associated  with  high  parenteral 
dosage. 

Administration  and  Dosage:  Usual  dosage  range, 
125  mg.  (200,000  units)  three  times  a day  to  500  mg. 
(800,000  units)  every  four  hours.  For  infants,  50  mg.  per 
Kg.  per  day  divided  into  three  doses. 

See  package  literature  for  detailed  dosage  instructions 
for  prophylaxis  of  streptococcus  infections,  surgery,  gon- 
orrhea, and  severe  infections. 

How  Supplied:  Tablets  V-Cillin  K,  U.S.P.,  125  mg 
(200,000  units),  250  mg.  (400,000  units),  and  500  mg 
(800,000  units). 

V-Cillin  K,  Pediatric,  for  Oral  Solution,  125  mg 
(200,000  units)  and  250  mg.  (400,000  units)  per  5 cc.  o 
solution  (approximately  one  teaspoonful).  [042567 

Additional  information  available  to 
physicians  upon  request.  Eli  Lilly  and 
Company,  Indianapolis,  Indiana  4620 6. 


3k/ 

70144 


Medical  Meetings 


American  Academy  of  Compensation 
Medicine  to  meet 

The  annual  meeting  of  the  American  Academy 
of  Compensation  Medicine  is  to  be  held  Novem- 
ber 15  at  8:00  p.m.,  at  the  New  York  Univer- 
sity Medical  Center,  550  First  Avenue,  New 
York  City. 

The  program  will  feature  the  following  topics 
and  speakers:  “Indications  for  Rehabilita- 

tion in  Compensation  Medicine,”  Bruce  B. 
Grynbaum,  M.D.,  associate  professor  of  re- 
habilitation medicine,  New  York  University 
School  of  Medicine;  “The  Place  of  Electro- 
Physiological  Studies  in  the  Evaluation  of 
Neuromuscular  Problems,”  Joseph  Goodgold, 
M.D.,  associate  professor  of  rehabilitation  medi- 
cine, New  York  University  School  of  Medicine; 
and  “Rehabilitation  of  Hand  Injuries,”  Nancy 
C.  Kester,  M.D.,  assistant  professor  of  rehabili- 
tation medicine,  New  York  University  School  of 
Medicine.  The  moderator  will  be  A.  Wilbur 
Duryee,  M.D.,  professor  of  clinical  medicine, 
New  York  University  School  of  Medicine. 

Lecture  on  transplantation 
antigens  in  man 

“Transplantation  Antigens  in  Man,  Then- 
Recognition  and  Relevance  in  Clinical  Organ 
Transplantation”  will  be  the  topic  of  the  nine- 
teenth John  G.  Gibson  Lecture  sponsored  by 
Columbia  University  College  of  Physicians  and 
Surgeons.  The  lecture  will  be  presented  by 
Jon  J.  van  Rood,  M.D.,  lecturer,  Department  of 
Immunohematology,  Leiden  Academic  Hos- 
pital, Leiden,  Holland,  on  November  16,  at 
4:30  p.m.,  in  the  Alumni  Auditorium,  640  West 
168th  Street,  New  York  City. 

Electron  microscopy  and  organ  cultures 
of  skin  topic  of  lecture 

The  division  of  dermatology  of  the  Depart- 
ment of  Medicine  of  the  State  University  of  New 
York  Downstate  Medical  Center  is  sponsoring  a 
| lecture  on  “Electron  Microscopic  Findings  in 
Organ  Cultures  of  Adult  Human  Skin”  by 
Philip  Prose,  M.D.,  professor  of  pathology,  New 
York  University  Medical  Center,  on  December 
1,  at  9:30  a.m.,  in  “F”  building  classroom, 
second  floor,  Kings  County  Hospital  Center,  451 
Clarkson  Avenue,  Brooklyn,  New  York. 

Material  for  inclusion  in  the  medical  meetings  section 
must  be  received  six  weeks  prior  to  publication  date. 


Myocardial  infarction  topic 
of  meeting 

A meeting  of  the  Saranac  Lake  Medical 
Society  is  to  be  held  December  13  in  the  Mon- 
tague Memorial  Library,  Will  Rogers  Hospital, 
Saranac  Lake,  New  York.  The  program  will 
feature  “Research  Directions  and  Advances  in 
the  Management  of  Myocardial  Infarction”  by 
Stuart  Bondurant,  M.D.,  of  Albany  Medical 
College. 

Symposium  on  medical  aspects 
of  sports 

The  Committee  on  Medical  Aspects  of  Sports 
of  the  Medical  Society  of  the  State  of  New  York 
is  sponsoring  a symposium  on  “Medical  Aspects 
of  Sports”  on  February  10,  1968,  from  9:00  a.m. 
to  5:00  p.m.,  at  the  Americana  Hotel,  New  York 
City. 

The  program  will  feature  the  following: 
Introduction  and  welcome  by  Frederick  A. 
Wurzbach,  Jr.,  M.D.,  president.  Medical  Soci- 
ety of  the  State  of  New  York;  and  John  S. 
(Bud)  Palmer,  Department  of  Public  Affairs, 
City  of  New  York;  “Long  Range  Effects  of 
Trauma  in  Athletes,”  Joseph  Godfrey,  M.D., 
orthopedic  surgeon,  Buffalo  Bills  football  team; 
“Heat  Exhaustion,”  William  Coleman,  M.D., 
University  of  Rochester  Medical  School;  “The 
Wrestler’s  Ear,”  Richard  Walden,  M.D.,  Kings 
County  Hospital,  Brooklyn;  “The  Cleatless 
Shoe,”  M.  Laurens  Rowe,  M.D.,  University  of 
Rochester  Medical  School;  “Insurance  Sub- 
ject” Lawrence  Grime,  M.D.,  executive  direc- 
tor, New  York  State  Public  High  School  Ath- 
letic Association;  “Anatomy  with  Reference  to 
the  Mechanics  of  Injury,”  Anthony  Pisani, 
M.D.,  orthopedic  surgeon,  New  York  Giants 
football  team;  “Significance  of  Data  and 
History,”  John  D.  States,  M.D.,  University  of 
Rochester  Medical  School;  “Proper  Physical 
Examination  and  Demonstration  Movie,”  M. 
Laurens  Rowe,  M.D.;  and  “Absolute  and  Rela- 
tive Indications  of  Surgery,”  James  Nicholas, 
M.D.,  orthopedic  surgeon  to  the  New  York 
Jets  football  team. 

The  program  chairman  and  moderator  of  the 
morning  session  is  Alexius  Rachun,  M.D.,  and 
M.  Laurens  Rowe,  M.D.,  is  moderator  of  the 
afternoon  session. 

Cosponsors  of  the  symposium  are  the  New 
York  Pub  he  High  School  Athletic  Association 
and  the  Health,  Physical  Education,  and  Recrea- 
tion Association. 
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“George  wants  to  know  if  it’s  okay  to  take  his  cold 
medicine  now,  Doctor,  instead  of  seven  o’clock?” 


The  long-continued  action  of  Novahistine  LP 
should  help  you  both  get  a good  night's  sleep. 
Two  tablets  in  the  morning  and  two  in  the  evening 
will  usually  provide  round-the-clock  relief  by  help 
ing  clear  congested  air  passages  for  freer  breathing 
Novahistine  LP  also  helps  restore  normal  mucus 
secretion  and  ciliary  activity— normal  physiologic 
defenses  against  infection  of  the  respiratory  tract 
Use  cautiously  in  individuals  with  severe  hyper 
tension,  diabetes  mellitus,  hyperthyroidism  or 
urinary  retention.  Caution  ambulatory  patients  that 
drowsiness  may  result.  Each  Novahistine  LP  tablet 
contains:  phenylephrine  hydrochloride,  25  mg.,  and 
chlorpheniramine  maleate,  4 mg. 

NOVAHISTINE"  LP 


PITMAN-MOORE  Division  of  The  Dow  Chemical  Company,  Indianapolis 


Index  to  Advertisers 
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Abbott  Laboratories 2953,  2954,  2955,  2956,  2957,  2958 

Ayerst  Laboratories 2948-2949 

Breon  Laboratories 2947 

Geigy  Pharmaceuticals  2912-2913,  2914-2915,  2959 


Holbrook  Manor,  Inc 3035 

Lakeside  Laboratories 2943,  3038 

Lederle  Labs.,  Div.  Amer.  Cyanamid  Co 

2930-2931,  2932,  2947,  2951,  4th  cover 

Eli  Lilly  & Company 2936-2937,  2938,2960 

Loeb,  Rhoades  & Company 3033 

Mandl  School 3035 

Miles  Laboratories,  Inc 2904-2905 

National  Drug  Company 2909 


Each  tablet  contains: 

Potassium  Iodide 195  mg. 

Aminophylline 130  mg. 

Phenobarbital,  Caution:  May  be  habit  forming.  . . 21  mg. 

Ephedrine  HC1 16  mg. 

FEDERAL  LAW  PROHIBITS 
DISPENSING  WITHOUT  PRESCRIPTION 


Precautions:  Usual  for  aminophylline-ephcdrine- 

phenobarbital.  Iodides  may  cause  nausea,  long  use 
may  cause  goiter.  Discontinue  if  symptoms  of 
iodism  develop. 

Iodide  contraindications:  tuberculosis,  pregnancy. 

DOSAGE 

One  tablet,  with  full  glass  of 
water,  3 or  4 times  daily. 

Dispensed  in  bottles  of  100  and  1000  tablets. 

MUDRANE  GG — Formula,  dosage  and  package  identi- 
cal to  Mudrane — except — 100  mg.  glyceryl  guaiacolate 
replaces  the  potassium  iodide.  The  value  of  Mudrane 
cannot  be  enjoyed  by  a small  group  in  which  K.I.  is 
contraindicated.  Mudrane  GG  is  prepared  for  this  group. 

MUDRANE  GG  ELIXIR  — Four  5 cc  teaspoonfuls  is 
equivalent  to  one  Mudrane  GG  tablet.  Dosage  adjusted 
to  age  and  weight  of  child.  Mudrane  GG  Elixir  is  for 
pediatric  patients  and  those  who  think  they  cannot  swal- 
low tablets.  Dispensed  in  pint  and  half  gallon  bottles. 

WM.  P.  POYTHRESS  & CO.,  INC. 

RICHMOND,  VIRGINIA  23217 
Manufacturers  of  ethical  pharmaceuticals  since  1856 
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Valentine  Company 


At  the  recommended  dosage  level 
—initially,  150  mg.  per  day- 
gratifying  remission  of  the  signs 
and  symptoms  of  depression 
typically  begins  in  2-5  days.  Its 
specificity  for  depression, 
rapidity  of  action  and  usually  mild 
side  effects  are  significant  rea- 
i sons  for  prescribing  NORPRAMIN 
(desipramine  hydrochloride)  in 
I depression  of  any  type  . . . any 
degree  of  severity. 

A few  patients,  sensitive  to 
1 central  nervous  system 
: stimulants  may  become  restless 
1 as  depression  is  lifted— in  such 
cases  dosage  may  be  reduced 
or  a tranquilizer  added. 


LAKESIDE 


IN  BRIEF: 


NORPRAMIN 

(desipramine  hydrochloride) 

ANTIDEPRESSANT  FOR  RAPID  IMPROVEMENT 


INDICATIONS:  In  depression  of  any  kind 
— neurotic  and  psychotic  depressive  re- 
actions; manic-depressiveor  involutional 
psychotic  reactions. 

CONTRAINDICATIONS:  Glaucoma,  ure- 
thral or  ureteral  spasm,  recent  myocar- 
dial infarction,  severe  coronary  heart 
disease,  epilepsy.  Should  not  be  given 
within  two  weeks  of  treatment  with  a 
monoamine  oxidase  inhibitor. 

RELATIVE  CONTRAINDICATIONS:  (1) 

Patients  with  a history  of  paroxysmal 
tachycardia.  (2)  Patients  receiving  con- 
comitant therapy  with  thyroid,  anticho- 
linergics or  sympathomimetics  may  ex- 
perience potentiation  of  effects  of  these 
drugs.  (3)  Safety  in  pregnancy  has  not 
been  established. 

PRECAUTIONS:  (1)  Outpatient  use  of 
desipramine  hydrochloride  should  not 
be  substituted  for  hospitalization  when 
risk  of  suicide  or  homicide  is  considered 
grave.  (2)  If  serious  adverse  effects  oc- 


cur, reduce  dosage  or  alter  treatment. 
(3)  In  patients  with  manic-depressive 
illness  a hypomanic  state  may  be  in- 
duced. (4)  Discontinue  drug  as  soon  as 
possible  prior  to  elective  surgery. 
ADVERSE  EFFECTS:  Side  effects,  usually 
mild,  may  include:  dry  mouth,  consti- 
pation, dizziness,  palpitation,  delayed 
urination,  "bad  taste,”  sensory  illusion, 
tinnitus,  anxiety,  agitation  and  stimula- 
tion, insomnia,  sweating,  drowsiness, 
headache,  orthostatic  hypotension, 
flushing,  nausea,  cramps,  weakness, 
blurred  vision  and  mydriasis,  rash, 
tremor,  allergy,  agranulocytosis,  altered 
liver  function,  ataxia,  and  extrapyrami- 
dal  signs. 

DOSAGE:  Optimal  results  are  obtained 
at  a dosage  of  50  mg.,  t.i.d.  (150  mg./ 
day).  SUPPLIED:  NORPRAMIN  (desipra- 
mine hydrochloride)  tablets  of  25  mg.; 
bottles  of  50,  500  and  1000;  and  tablets 
of  50  mg.,  in  bottles  of  30,  250  and 
1000. 


LAKESIDE  LABORATORIES,  INC.,  Milwaukee,  Wisconsin  53201 
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162nd  ANNUAL  CONVENTION 


Medical  Society  of  the  State  of  New  York 

FEBRUARY  11  through  15,  1968 

The  Americana,  New  York  City 


SCIENTIFIC  PROGRAM 


SCIENTIFIC  EXHIBITS 


SCIENTIFIC  MOTION  PICTURES 


TECHNICAL  EXHIBITS 


HOUSE  OF  DELEGATES 


PRESIDENT’S  DINNER 
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neip 

anginal  pain 
with 

nitroglycerin  b.i.d 


Unique  Nitrospan  micro-dialysis  process* 
adds  an  important  dimension -TIME -to  nitroglycerin  therapy 


Helps  decrease  frequency  and  severity  of  attacks;  often 
increases  exercise  tolerance.  Decreases  need  for  sub- 
lingual nitroglycerin,  increases  patient  confidence. 
Smooth,  continuous  release  independent  of  gastrointes- 
tinal functions  reduces  headache  and  other  side  effects 
that  might  result  from  peak  concentrations  of  tablet  or 
intermittent-release  preparations. 

Indication  and  Dosage:  For  prophylactic  use  only  in  an- 
gina pectoris,  1 capsule  every  12  hours.  Precautions:  For 
prophylaxis  only,  not  for  relief  of  acute  anginal  attacks. 
Tolerance  to  nitrites  may  develop  on  long-continued  use. 
Contraindications:  Idiosyncrasy  to  nitroglycerin,  and 
early  myocardial  infarction.  Side  Effects:  With  use  of 
nitrites,  transient  headache,  postural  hypotension,  nausea 


and  vomiting  may  occur.  Overdoses  may  cause  flushing, 
dizziness,  tachycardia,  headache  and  syncope. 


*The  micro-dialysis  cell.  Nitrospan's  timed-release  mech- 
anism is  different  from  those  usually  employed  in  sus- 
tained-action capsules,  which  rely  on  unpredictable 
digestive  processes.  The  nitroglycerin  in  Nitrospan  cap- 
sules is  contained  within  hundreds  of  dialysis  cells  of 
controlled  permeability.  The  contents 
of  each  micro-dialysis  cell  are  released 
by  diffusion  rather  than  disintegration,  , - N' 
at  a continuous  rate  independent  of  ff 
gastrointestinal  action.  Only  the  pres-  -5- 
ence  of  fluid  is  required. 


>is  cells  of 

;>y 


NITROSPAN 


CAPSULES 


brand  of 


nitroglycerin 


2.5  mg.  in  micro-dialysis  cells 


For  a starter  supply  of  NITROSPAN,  write:  USV  PHARMACEUTICAL  CORPORATION,  800  Second  Avenue,  New  York,  N.Y.  10017 


Old  age 


Jfpfanc  diarrhea 

V v’t 


Whenever 
the  diet  is  faulty, 
the  appetite  poor, 
or  the  loss  of  food 
is  excessive 

through  vomiting 
or  diarrhea — 

Valentine’s 

MEAT  EXTRACT 


stimulates  the  appetite, 

increases  the  flow  of 
digestive  juices, 

provides:  supplementary 
amounts  of  vitamins,  minerals 
and  soluble  proteins, 

extra-dietary  vitamin  Bu, 

protective  quantities  of 
potassium,  in  a palatable  and 
a,  readily  assimilated  form* 


Debilii 

gastrofn 

conditioi 


Poscoperatively 

'<r. 


Supplied  in  bottles  of  2 or  6 fluidounces. 


Dosage  is  1 teaspoonful  two  or  three  times 
daily;  two  or  three  times  this  amount  for 
potassium  therapy.  Dilute  with  two  or 
more  equal  volumes  of  water. 

VALENTINE  Company,  Inc. 

RICHMOND  21,  VIRGINIA 


Abstracts  in 
Interlingua 


Harris,  W.  D.  M.,  e Andrei,  J.:  Tests 

serologic  pro  syphilis  in  narcomanos  ( anglese ), 
New  York  State  J.  Med.  67:  2967  (15  de 

novembre)  1967. 

Pro  scrutinar  le  fidedignitate  de  tests  sero- 
logic pro  syphilis  in  narcomanos,  un  studio 
esseva  effectuate  in  le  serologia  de  520  nar- 
comanos feminin  e 294  femininas  nonnarco- 
mane, omnes  arrestate  como  suspecte  de  esser 
prostitutas.  Tests  nontreponemal  monstrava 
resultatos  positive  in  28  pro  cento  del  narco- 
manas  e in  solo  9,3  pro  cento  del  nonnarco- 
manas.  Le  reactiones  biologic  esseva  false- 
mente  positive  in  58  pro  cento  del  narcomanas 
e in  14,3  pro  cento  del  nonnarcomanas.  Deter- 
minationes  del  transaminases  glutamic-pyruvic 
e glutamic-oxaloacetic  del  sero  e tests  electro- 
phoretic revelava  nulle  anormalitate  charac- 
teristic del  un  o del  altere  del  duo  gruppos. 
Esseva  formulate  le  conclusion  que  il  existe  un 
directe  relation  causal  inter  le  uso  de  narco- 
ticos  e le  procentage  de  reactiones  falsemente 
positive.  Le  phenomeno  non  pare  esser  at- 
tribuibile  a damnos  del  cellulas  hepatic  del 
typo  detegibile  per  tests  del  transaminases  e del 
configurationes  electrophoretic. 

Grolnick,  M.:  Le  conceptos  del  allergia 

applicate  a dermatitis  atopic  {anglese).  New 
York  State  J.  Med.  67:  2975  (15  de  novem- 

bre) 1967. 

Es  presentate  information  scientific  e clinic 
que  sublinea  le  desiderato  del  inclusion  de 
considerationes  de  immunologia  e de  allergia 
in  le  therapia  de  dermatitis  atopic.  Iste 
disordine  es  le  prime  phase  de  un  cyclo  allergic, 
e troppo  confidentia  es  accordate  al  phenomeno 
del  remissiones  spontanee  o del  auto-limitation 
del  processo  como  via  de  curation.  Le  exposi- 
tion pote  occurrer  per  ingestion,  inhalation,  e 
absorption  transcutanee.  Tests  es  utilisate 
in  le  manipulation  del  patiente,  pro  organisar 
su  modo  de  vita  quotidian,  pro  planar  su  dieta, 
pro  evitar  su  exposition  a irritantes,  e pro  studiar 
le  curso  del  reagina.  Es  apparente  que  le 
pelle  del  patiente  con  dermatitis  atopic  ha  un 
augmentate  capacitate  vasoreactive.  Un  pro- 
gramma  comprehensive  pro  le  manipulation  del 
patiente,  con  plen  consideration  de  omne  le 
factos  e constatationes,  promitte  un  meliorate 
tractamento  de  iste  enoiante  entitate  clinic. 
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cJ7jasy  on 

theG^udget... 

cJ7]asy  on 

the  other 

G\(j  \T ablets  Elixir '/?) Y?J 

cpnr  GJron  C]^)eficiency  Q/fnemia 


FAMOUS 


BREON  LABORATORIES  INC. 

Subsidiary  of  Sterling  Drug  Inc. 

90  Park  Avenue,  New  York,  N.Y.  10016 


brand  of  FERROUS 


on 

GLUCONATE 


New  DISPETTE 
Single  dose  disposable  units 


• No  measuring  — no  droppers  — no  bottles 

• Full  dosage  without  waste  or  spillage 

• Space-saving  refrigerator  package 

• Practical  and  economical 


Poliovirus  Vaccine 
Live,  OraI,Trivalent 


ORIVUNE 


=r 

5 o 


CONTRAINDICATIONS  and  PRECAUTIONS:  Do 
not  inject  this  vaccine.  Postpone  vaccination  in  those 
with  acute  illness;  in  any  condition  having  an  adverse 
effect  on  the  immune  response  mechanism  (leukemias, 
lymphogenous  diseases,  dysgammaglobulinemias,  during 
treatment  with  immune  serum  globulins  or  with  cancer 
chemotherapy  agents,  etc.);  in  advanced  debilitated 
states;  or  if  there  is  persistent  vomiting  or  diarrhea,  or 
clinical  signs  of  virus  (including  enterovirus)  infection. 


Live  measles  and  oral  poliovirus  vaccines  should  proba- 
bly be  given  separately. 

SIDE  EFFECTS  of  significance  have  not  been  reported. 
However,  the  risk  of  vaccine-induced  poliomyelitis,  esti- 
mated to  be  from  1:2,500,000  to  1:50,000,000  should 
be  considered. 

Supplied  in  trays  of  10.  Order 
through  your  Lederle  Repre- 
sentative or  regular  source  of  supply. 


447-7-4964 
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The  Mediatric®Age: 

Many  patients,  with  or  without  a functional  illness,  show  symptoms  of 
an  aging  metabolism:  disinterest . . . lassitude . . .vague  aches  and  pains. 

Mediatric®  can  help  them  lead  a more  active,  useful  life. 
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Candidates  for  Mediatric 


Commonly  heard  complaints  from  your  geri- 
atric patients  may  indicate  an  underlying  dis- 
order that  may  require  immediate  attention 
—and  definitive  therapy.  But,  with  or  with- 
out an  underlying  functional  illness,  the  pa- 
tients’ physical  and  emotional  well-being 
may  be  enhanced  by  adjunctive  steroid-nutri- 
tional therapy.  That’s  why  so  many  patients 
just  like  these  are  suitable  candidates  for 
MEDIATRIC  from  their  very  first  visit. 

“A  steroid-nutritional  compound  (Mediatric) 
was  used  in  100  patients  to  relieve  some  of 
the  symptoms  caused  by  degenerative  changes 
of  aging ” This  therapy  resulted  in  im- 

provement of  75  per  cent  of  the  patients. 

McNeill,  A.  J.:  Clin.  Med.  5:518  (Mar.) 
1961. 


The  estrogen  component  is  PREMARIN® 
(conjugated  estrogens  — equine),  the  orally 
active,  natural  estrogen  most  widely  pre- 
scribed for  its  physiologic  and  metabolic 
benefits.  The  combination  of  estrogen  and 
methyltestosterone  can  help  maintain  an  an- 
abolic balance  to  forestall  premature  estro- 
gen-related degenerative  changes. 

MEDIATRIC  also  supplies  a small  amount 
of  methamphetamine  to  provide  a gentle 
mood  uplift;  and  nutritional  supplements  spe- 
cially selected  to  meet  the  needs  of  the  aging. 

MEDIATRIC  helps  keep  the  older  patients 
alert  and  active;  helps  relieve  general  ma- 
laise, easy  fatigability,  vague  pains  in  the 
bones  and  joints,  and  lack  of  interest  so  often 
associated  with  declining  gonadal  hormone 
secretion. 


contraindication:  Carcinoma 
of  the  prostate,  due  to  methyl- 
testosterone  component. 
warning:  Some  patients  with  per- 
nicious anemia  may  not  respond 
to  treatment  with  the  Tablets  or 
Capsules,  nor  is  cessation  of 
response  predictable.  Periodic 
examinations  and  laboratory 
studies  of  pernicious  anemia 
patients  are  essential  and  recom- 
mended. 

side  effects:  In  addition  to  with- 


drawal bleeding,  breast  tenderness 
or  hirsutism  may  occur. 
suggested  dosages:  Male  and 
female:  1 Tablet  or  Capsule,  or  3 
teaspoonfuls  Liquid,  daily  or  as 
required. 

In  the  female:  To  avoid  continu- 
ous stimulation  of  breast  and 
uterus,  cyclic  therapy  is  recom- 
mended (3  week  regimen  with 
1 week  rest  period  — Withdrawal 
bleeding  may  occur  during  this 
1 week  rest  period). 


In  the  male:  A careful  check 
should  be  made  on  the  status  of 
the  prostate  gland  when  therapy 
is  given  for  protracted  intervals. 
supplied:  No.  752— MEDIATRIC 
Tablets,  in  bottles  of  100  and 
1,000. 

No.  252  — MEDIATRIC  Cap- 
sules, in  bottles  of  30,  100,  and 
1,000. 

No.  9 1 0— MEDIATRIC  Liquid, 
in  bottles  of  16  fluidounces  and 
1 gallon. 


Steroid-nutritional  compound 

Each  MEDIATRIC 

TABLET  or  CAPSULE 

Each  1 5 cc.  (3  teaspoon- 
fuls) of  MEDIATRIC 

contains: 

LIQUID  contains: 

Conjugated  estrogens — equine  (PREMARIN®) 

0.25  mg. 

0.25  mg. 

Methyltestosterone 

2.5  mg. 

2.5  mg. 

Methamphetamine  HC1 

1.0  mg. 

1.0  mg. 

Cyanocobalamin 

2.5  meg. 

1.5  meg. 

Intrinsic  factor  concentrate 

8.0  mg. 



Thiamine  HC1 

— 

5.0  mg. 

Thiamine  mononitrate 

10.0  mg. 



Riboflavin 

5.0  mg. 



Niacinamide 

50.0  mg. 

— 

Pyridoxine  HC1 

3.0  mg. 

— 

Calcium  pantothenate 

20.0  mg. 

— 

Ferrous  sulfate  exsiccated 

30.0  mg. 



Ascorbic  acid 

100.0  mg. 

— 

(Contains  15%  alcohol) 

6740 


Mediatric 


tablets  • capsules  • liquid 


AYERST  LABORATORIES  • New  York,  N.Y.  10017  • Montreal,  Canada 
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Books  Received 


The  following  books  were  received  during  the  month  of  September,  1967* 


The  Blood  Supply  of  the  Lower  Limb  Bones 
in  Man.  By  Henry  V.  Crock,  M.B.  Octavo 
of  104  pages,  illustrated.  Edinburgh,  E.  & S. 
Livingstone,  (Baltimore,  The  Williams  & Wil- 
kins Company),  1967.  Cloth,  $18. 

Progress  in  Medical  Genetics.  Volume  V. 
Edited  by  Arthur  G.  Steinberg,  Ph.D.,  and 
Alexander  G.  Bearn,  M.D.  Octavo  of  151 
pages,  illustrated.  New  York,  Grune  & Strat- 
ton, 1967.  Cloth,  $9.00. 

Care  of  the  Critically  111.  By  Stephen  M. 
Ayres,  M.D.,  and  Stanley  Giannelli,  Jr.,  M.D. 
Octavo  of  256  pages,  illustrated.  New  York, 
Appleton-Century-Crofts,  1967.  Cloth,  $8.50. 

French’s  Index  of  Differential  Diagnosis. 
Edited  by  Arthur  H.  Douthwaite,  M.D.  Ninth 
edition.  Octavo  of  1,034  pages,  illustrated. 
Baltimore,  The  Williams  & Wilkins  Company, 
1967.  Cloth,  $24. 

The  Principles  and  Practice  of  Medicine. 

By  Sir  Stanley  Davidson,  M.D.  Eighth  edi- 
tion. Octavo  of  1,342  pages,  illustrated. 
Baltimore,  The  Williams  & Wilkins  Company, 
1966.  Cloth,  $11.25. 

Anatomy  and  Surgery  of  Hernia.  By  Leo 
M.  Zimmerman,  M.D.,  and  Barry  J.  Anson, 
Ph.D.  Second  edition.  Octavo  of  368  pages, 
illustrated.  Baltimore,  The  Williams  & Wilkins 
Company,  1967.  Cloth,  $17.25. 

* Books  received  for  review  are  acknowledged  promptly  in 
this  column.  No  other  obligation  is  assumed  for  the  courtesy 
of  those  sending  them  for  this  purpose.  Selection  for  review 
is  made  on  the  basis  of  merit  and  reader  interest. 


A Functional  Approach  to  Neuroanatomy. 

By  Earl  Lawrence  House,  Ph.D.,  and  Ben 
Pansky,  Ph.D.  Second  edition.  Octavo  o 
550  pages,  illustrated.  New  York,  The  Blakis- 
ton  Division,  McGraw-Hill  Book  Company, 
Inc.,  1967.  Cloth,  $13.50. 

Man  in  the  Trap.  By  Elsworth  F.  Baker, 
M.D.  Octavo  of  354  pages,  illustrated.  New 
York,  The  Macmillan  Company,  1967.  Cloth, 
$7.95. 

The  Surgical  Relief  of  Pain  in  Arthritic 
Disease:  The  Hip  and  Knee  Joints.  By 

Robert  A.  Herfort,  M.D.  Octavo  of  97  pages, 
illustrated.  Springfield,  111.,  Charles  C Thomas, 
1967.  Cloth,  $7.50. 

The  Clinic  Habit.  By  Camille  Lambert,  Jr., 
and  Howard  E.  Freeman.  Octavo  of  189  pages, 
illustrated.  New  Haven,  Conn.,  College  & 
University  Press,  1967.  Cloth,  $4.50. 

A Modern  Pilgrim’s  Progress  with  Further 
Revelations  for  Diabetics.  By  Garfield  G. 
Duncan,  M.D.  Second  edition.  Duodecimo 
of  227  pages,  illustrated.  Philadelphia,  W.  B. 
Saunders  Company,  1967.  Cloth,  $3.75. 

The  Office  Assistant  in  Medical  Practice. 

By  Portia  M.  Frederick  and  Mary  E.  Kinn, 
C.P.S.  Third  edition.  Octavo  of  461  pages, 
illustrated.  Philadelphia,  W.  B.  Saunders  Com- 
pany, 1967.  Cloth,  $7.50. 
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after 

surgery 


B and  C vitamins  are  therapy:  Therapeutic  amounts  of  B and  C in  stress 
formula  vitamins  often  are  vital  during  periods  of  physiologic  stress. 
STRESSCAPS  capsules,  designed  to  meet  increased  metabolic  demands,  aid  in 
achieving  a more  comfortable  convalescence,  a more  rapid  recovery.  After  sur- 
gery, as  in  many  stress  conditions,  STRESSCAPS  vitamins  are  therapy. 


Each  capsule  contains: 

Vitamin  Bi  (Thiamine  Mononitrate)  10  mg 

Vitamin  B2  (Riboflavin)  10  mg 

Vitamin  B6  (Pyridoxine  HCI)  2 mg 

Vitamin  B12  Crystalline  4 mcgm 

Vitamin  C (Ascorbic  Acid)  300  mg 

Niacinamide  100  mg 

Calcium  Pantothenate  20  mg 

Recommended  intake:  Adults,  1 capsule  daily, 
for  the  treatment  of  vitamin  deficiencies.  Sup- 
plied in  decorative  "reminder”  jars  of  30  and 
100;  bottles  of  500. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 

627-6-3SI  3 


DUAL  PROBLEM  IN  PEPTIC  ULCER 

Relief  of  hyperacidity  is  still  a primary  goal  in  the  treatment  of  peptic 
ulcer.  And  antacids  are  the  most  widely  used  means  of  achieving  this 
relief.  But  antacids  alone  cannot  influence  the  distention  and  bloating 
which  so  often  add  to  ulcer  distress. 

THIS  IS  WHY  MYLANTA®  PROVIDES: 

the  two  most  widely  used  antacids— magnesium  and  aluminum  hydrox- 
ides—to  help  secure  rapid  acid  neutralization  with  little  chance  of  laxa- 
tion  or  constipation; 

PLUS 

the  defoaming  action  of  simethicone— to  help  relieve  the  painful  gas 
symptoms  which  often  accompany  peptic  ulcer. 

Myianta 

antacid  therapy  plus  an  added  benefit 

nonfatiguing  flavor/smooth  pleasant  texture;  both 
assure  patient  cooperation  during  long-term  therapy. 


Stuart  I Division  of /ATLAS  CHEMICAL  INDUSTRIES,  INC.  / Pasadena,  Calif. 
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A Building  Block  approach 
to  treating  hypertension 


With  these  three  therapeutic  building  blocks 

you  can  create  a once-a-day  regimen  to  fit  almost  any  degree 

of  hypertension.  See  the  following  pages  for  details  . . . 


Consider  starting  your  hypertensives 
on  this  basic  thiazide 


A single  daily  dose  of  Enduron  provides 
sodium  excretion  around  the  clock 


Enduron  is  a true  24-hour  single-dose  thia- 
zide. Its  sodium  excretion  is  not  squeezed 
into  an  abrupt  peak  during  the  first  several 
hours.  It  is  well-sustained  in  a plateau-like 
effect— with  little  reduction  for  the  first  12 
hours,  and  decline  thereafter  only  gradual. 


Potassium  loss,  by  contrast,  is  low.  It  reach- 
es an  early  minor  peak,  then  subsides  rap- 
idly. Moreover,  since  dosage  is  but  once  a 
day,  there  is  but  one  daily  peak  of  potassium 
loss.  As  with  all  thiazides,  however,  dietary 
potassium  supplementation  should  also  be 
considered,  especially  in  long  or  intensive 
therapy. 


ENDURON* 

METHYCLOTHIAZIDE 


Use  Enduron  as  an  ideal  starting  therapy  in 
mild  hypertension.  Use  it  too,  as  a basic 
therapeutic  building  block  with  which  other 
agents  can  be  joined,  for  managing  your 
more  resistant  hypertensives. 


Once  a day,  every  day 


DAILY 

DOSAGE 

RANGE 


Minimum 


Usual 


Intermediate 


2.5 


mg.  tablet 


5 mg.  tablet 


7.5  mg. 


Maximum 


10  mg. 


See  Brief  Summary  on  final  page  of  advertisement. 


To  build  added  response, 
shift  to  Enduronyl 


The  deserpidine  component  adds 
enhanced  antihypertensive  activity 


The  rauwolfia  component  of  Enduronyl  is 
deserpidine  (Harmonyl®),  a purified  crys- 
talline alkaloid  supplied  only  by  Abbott.  It 
augments  Enduron  with  its  own  antihyper- 
tensive and  tranquilizing  action. 

Thus  the  combined  clinical  effect  of  these 
two  therapeutic  building  blocks  in 
Enduronyl  is  greater  than  can  ordinarily  be 
achieved  with  either  alone. 

To  add  flexibility,  Enduronyl  comes  in  two 
strengths:  regular  and  Forte.  Both  provide 
5 mg.  of  Enduron.  The  variation  is  where 
most  helpful:  in  the  deserpidine.  The  tab- 
lets are  scored,  and  give  a surprisingly  wide 
and  economical  choice  of  once-a-day  doses 
(see  below). 

Choose  Enduronyl  for  your  patients  in  the 
broad  range  of  mild  to  moderate  hyperten- 
sion. Patient  acceptance  is  excellent! 

Once  a day,  every  day 

ENDURONYL! 

METHYCLOTHIAZIDE  5 MG.  WITH  DESERPIDINE  0.25  MG. 

ENDURONYL  FORTE 

METHYCLOTHIAZIDE  5 MG.  WITH  DESERPIDINE  0.5  MG. 


Minimum 

Usual 

Intermediate 

Maximum 

DAILY 

DOSAGE 

RANGE 

J 

SI 

J 

lull 

2.5  mg.  methyclothiazide 

5 mg.  methyclothiazide 

7.5  mg.  methyclothiazide 

10  mg.  methyclothiazide 

0.125  mg.  deserpidine 

0.25  mg.  deserpidine 

0.375  mg.  deserpidine 

0.5  mg.  deserpidine 

DAILY 

DOSAGE 

RANGE 


2.5  mg.  methyclothiazide 
0.25  mg.  deserpidine 


5 mg.  methyclothiazide 
0.5  mg.  deserpidine 


7.5  mg.  methyclothiazide 
0.75  mg.  deserpidine 


10  mg.  methyclothiazide 
1 mg.  deserpidine 


See  Brief  Summary  on  final  page  of  advertisement. 
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Eutonyl  affords  a different  kind  of 

basic  therapy  for  moderate  to  severe  cases 


Effect  tied  to  reduced  peripheral  vascular 
resistance;  no  central  depressant  action 


Eutonyl  is  a unique  nonhydrazine  agent.  It 
is  reported  to  act  by  reducing  peripheral 
vascular  resistance.1-2 


In  clinical  trials,  significant  reductions  in 
mean  blood  pressure  were  seen  in  84%  of 
patients  studied— all  were  moderate  to  se- 
vere cases.  Eutonyl  lowers  diastolic  in  pro- 
portion to  systolic,  and  in  about  half  of  the 
cases  studied,  reductions  in  the  sitting  and 
recumbent  positions  were  nearly  as  great 
as  in  the  standing  position. 

Most  important:  There  is  no  central  depres- 
sant action.  In  fact,  some  patients  reported 
an  increased  sense  of  well  being. 

Here,  then,  is  a highly  effective  basic  treat- 
ment for  moderate  to  severe  cases— and  one 
that  will  not  hamper  your  patient  with  leth- 
argy or  drowsiness  while  on  treatment. 


Once  a day,  every  day 


EUTONYL 

PARGYLINE  HYDROCHLORIDE 


Minimum 

Usual  starting 

Intermediate 

Maximum 

DAILY 

DOSAGE 

RANGE 

> 

y y y y 

10  mg.  tablet 

25  mg.  tablet 

50  mg.  tablet 
or  as  needed 

200  mg. 

1.  Brest,  A.  N.,  et  at.,  Cardiac  and  Renal  Hemodynamic  Response  to  Pargyline,  Ann.  N.  Y.  Acad.  Sci.,  107-1016,  1963. 

2.  Winsor,  T.,  Pargyline  Hydrochloride,  Hypertension,  Urinary  Tryptamine,  and  Vascular  Reflexes,  Geriatrics,  19:598,  Aug.,  1964. 


See  Brief  Summary  on  final  page  of  advertisement. 
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Eutron  adds  thiazide  for  enhanced 
therapy  with  milder  side  effects 


Only  a 7/4  mm.  span  between  standing  and  recumbent  pressures 
in  clinical  trials— reduced  chance  of  orthostatic  hypotension 


The  combining  of  Eutonyl  and  Enduron  in 
Eutron  permits  a significantly  greater  anti- 
hypertensive effect  than  with  either  agent 
used  alone.  This  in  turn  may  allow  thera- 
peutic success  with  lesser  dosage  — and 
correspondingly  milder  side  effects. 

A significant  finding  in  clinical  trials  was 
the  drug’s  action  in  lowering  blood  pressure 
to  nearly  equal  levels  in  all  body  positions. 
Total  average  spread  between  standing 
and  recumbent  readings  (after  treatment) 
was  only  7/4  mm.  Hg. 

Thus,  in  your  moderate  to  severe  cases, 
Eutron  affo/ds  a usually  smooth  course  of 
therapy,  often  with  reduced  likelihood  of 
orthostatic  effects.  (The  usual  precautions 
against  rising  suddenly,  of  course,  will  al- 
ways apply.)  And,  because  of  the  thiazide 
component,  Eutron  may  be  used  in  the 
presence  of  congestive  heart  failure. 


Once  a day,  every  day 

EUTRON™ 

PARGYLINE  HYDROCHLORIDE  25  MG. 
WITH  METHYCLOTHIAZIDE  5 MG. 


Minimum 


Usual  starting 


Intermediate 


Maximum 


DAILY 

DOSAGE 

RANGE 


12.5  mg.  pargyline 
hydrochloride  and  2.5  mg. 
methyclothiazide 


25  mg.  pargyline 
hydrochloride  and  5 mg. 
methyclothiazide 


37.5  mg.  pargyline 
hydrochloride  and  7.5  mg. 
methyclothiazide 


50  mg.  pargyline 
hydrochloride  and  10  mg. 
methyclothiazide 


ENDURON  ENDURONYI! 

METHYCtOTHIflZIDE  Each  tablet  contains 

Methyclothiazide  5 mg.  with 

Deserpidine  0.25  mg.  or  0.5  mg. 

Indications:  Enduron  is  used  to  control  edema  and  mild 
to  moderate  hypertension;  also  used  with  other  drugs  for 
hypertension.  Enduronyi  is  used  in  mild  to  moderately 
severe  hypertension;  when  used  with  Enduronyi,  more 
potent  agents  can  be  given  at  reduced  dosage  to  mini- 
mize undesirable  side  effects. 

Contraindications:  Neither  Enduron  nor  Enduronyi  should 
be  used  in  severe  renal  disease  (except  nephrosis)  or 
shutdown;  in  severe  hepatic  disease  or  impending  hepatic 
coma;  in  patients  sensitive  to  thiazides.  Hepatic  coma 
has  been  reported  as  a result  of  hypokalemia  in  patients 
receiving  thiazides. 

Enduronyi  is  contraindicated  in  patients  with  severe 
mental  depression  and  suicidal  tendencies,  active  peptic 
ulcer,  or  ulcerative  colitis. 

Warnings:  Consider  possible  sensitivity  reactions  in  pa- 
tients with  a history  of  allergy  or  asthma.  If  added  potas- 
sium intake  is  indicated,  dietary  supplementation  is  rec- 
ommended. Enteric-coated  potassium  tablets  should  be 
reserved  for  cautious  use  only  when  adequate  dietary 
supplementation  is  not  practical  because  those  tablets 
may  induce  serious  or  fatal  small  bowel  lesions  consisting 
of  stenosis  with  or  without  ulceration.  These  small  bowel 
lesions  have  caused  obstruction,  hemorrhage  and  per- 
foration frequently  requiring  surgery.  Medication  should 
be  discontinued  immediately  if  abdominal  pain,  disten- 
sion, nausea,  vomiting  or  Gl  bleeding  occurs. 

Precautions:  Use  thiazides  with  caution  in  severe  renal 
dysfunction,  impaired  hepatic  function,  or  progressive 
liver  disease.  In  surgical  patients,  thiazides  may  reduce 
the  response  to  vasopressors  and  increase  the  response 
to  tubocurarine.  Use  thiazides  with  caution  in  pregnancy 
(bone  marrow  depression,  thrombocytopenia,  or  altered 
carbohydrate  metabolism  have  been  reported  in  certain 
newborn  infants).  Also  reported  have  been:  blood  dys- 
crasias  including  thrombocytopenia  with  purpura,  agran- 
ulocytosis and  aplastic  anemia;  elevations  of  BUN, 
serum  uric  acid,  or  blood  sugar.  Symptomatic  gout  may 
be  induced.  Antihypertensive  response  may  be  enhanced 
following  sympathectomy. 

Use  Enduronyi  with  caution  in  patients  with  a history 
of  peptic  ulcer,  as  rauwolfias  may  increase  gastric  secre- 
tion. Discontinue  at  the  first  sign  of  mental  depression. 
Rauwolfia  alkaloids  may  increase  hypotensive  effects  of 
surgery  or  anesthesia,  and  should  be  discontinued  two 
weeks  prior.  They  also  lower  the  convulsive  threshold 
and  shorten  seizure  latency.  In  epilepsy,  dosage  adjust- 
ment of  anticonvulsant  medication  may  be  necessary. 
Alcohol,  barbiturates,  or  narcotics  may  potentiate  action 
of  deserpidine. 

Adverse  Reactions:  During  intensive  or  prolonged  ther- 
apy, guard  against  hypochloremic  alkalosis  and  hypo- 
kalemia (especially  the  latter  if  patient  is  on  digitalis). 
All  patients  should  be  observed  for  signs  of  hyponatremia 
(“low-salt”  syndrome).  Reported  thiazide  reactions  in- 
clude: anorexia,  nausea,  vomiting,  diarrhea,  headache, 
skin  rash,  dizziness,  paresthesia,  weakness,  photosensi- 
tivity, jaundice,  and  pancreatitis. 

Reported  rauwolfia  reactions  include:  nasal  stuffiness, 
nausea,  weight  gain,  diarrhea,  aggravation  of  peptic  ul- 
cer, epistaxis,  skin  eruption,  and  reduction  of  libido  and 
potency.  Excessive  drowsiness,  fatigue,  weakness,  and 
nightmares  may  signal  early  signs  of  mental  depression. 


eutonyl: 


EUTRON™ 


PftRQYLINE  HYDROCHLORIDE 


Each  tablet  contains 
Pargyline  Hydrochloride  25  mg. 
with  Methyclothiazide  5 mg. 


Indications:  For  treatment  of  patients  with  moderate  to 
severe  hypertension,  especially  those  with  severe  dias- 
tolic hypertension.  Not  recommended  for  patients  with 
mild  or  labile  hypertension  amenable  to  therapy  with 
sedatives  and/or  thiazide  diuretics  alone.  It  is  desirable 


Contraindications:  Pheochromocytoma,  advanced  renal 
disease,  increasing  renal  dysfunction,  paranoid  schizo- 
phrenia and  hyperthyroidism.  Hepatic  coma  has  been 
reported  as  consequence  of  hypokalemia  with  thiazide 
therapy.  Until  further  experience  is  gained  not  recom- 
mended for  patients  with  malignant  hypertension,  chil- 
dren under  12,  or  pregnant  patients. 

Concomitant  use  of  the  following  is  contraindicated: 
other  monoamine  oxidase  inhibitors;  parenteral  forms  of 
reserpine  or  guanethidine;  sympathomimetic  drugs;  foods 
high  in  tyramine  such  as  cheese;  imipramine  and  ami- 
triptyline, or  similar  antidepressants;  methyldopa.  2 week 
interval  should  separate  therapy  and  use  of  these  agents. 

Methyclothiazide  is  contraindicated  in  patients  with 
known  sensitivity  to  thiazides. 

Warnings:  Pargyline  hydrochloride  is  a monoamine  oxi- 
dase inhibitor.  Warn  patients  against  eating  cheese,  and 
using  alcohol,  proprietary  drugs  or  other  medication 
without  the  knowledge  of  the  physician.  When  indicated, 
alcohol,  narcotics  (meperidine  should  be  avoided),  anti- 
histamines, barbiturates,  chloral  hydrate,  and  other  hyp- 
notics, sedatives,  tranquilizers,  or  caffeine,  may  be  used 
cautiously  in  reduced  dosage.  In  emergency  surgery  V* 
to  Vs  the  usual  dose  of  narcotics,  analgesics,  and  other 
premedications  should  be  used  avoiding  parenteral  ad- 
ministration where  possible.  Carefully  adjust  dose  of  an- 
esthetics to  response  of  patient.  Withdraw  pargyline  two 
weeks  before  elective  surgery. 

Warn  patients  about  the  possibility  of  postural  hypo- 
tension. Those  with  angina  or  coronary  artery  disease 
should  not  increase  physical  activity  with  an  improve- 
ment in  well  being.  Pargyline  may  lower  blood  sugar. 

Avoid  use  of  enteric-coated  potassium  tablets,  as 
these  may  induce  serious  or  fatal  small-bowel  lesions 
consisting  of  stenosis  with  or  without  ulceration.  These 
small-bowel  lesions  have  caused  obstruction,  hemor- 
rhage and  perforation  frequently  requiring  surgery.  Med- 
ication should  be  discontinued  immediately  if  abdominal 
pain,  distension,  nausea,- vomiting  or  Gl  bleeding  occurs. 
These  products  contain  no  added  potassium  salts  and  if 
added  potassium  intake  is  desired,  dietary  supplemen- 
tation is  recommended.  Coated  potassium  tablets  should 
be  reserved  for  cautious  use  when  adequate  dietary 
supplementation  is  impractical.  In  patients  with  a his- 
tory of  allergy  or  asthma  the  possibility  of  sensitivity 
reactions  should  be  considered. 

Precautions:  Measure  blood  pressure  while  patient  is 
standing  to  determine  antihypertensive  effect.  Use  with 
caution  in  hyperactive  or  hyperexcitable  persons.  Such 
persons  may  show  increased  restlessness  and  agitation. 
Withdraw  drug  during  acute  febrile  illness.  Watch  pa- 
tients with  impaired  renal  function  for  increasing  drug 
effects  or  elevation  of  BUN  and  other  evidence  of  pro- 
gressive renal  failure;  withdraw  drug  if  such  alterations 
persist  and  progress.  Use  with  caution  in  patients  with 
liver  disease.  As  with  all  new  drugs,  complete  blood 
counts,  urinalyses,  and  liver  function  tests  should  be 
performed  periodically.  With  prolonged  therapy,  examine 
patients  for  change  in  color  perception,  visual  fields 
and  fundi.  Also  reported  have  been:  blood  dyscrasias 
including  thrombocytopenia  with  purpura,  agranulocytosis 
and  aplastic  anemia;  elevations  of  BUN,  serum  uric  acid, 
or  blood  sugar.  Symptomatic  gout  may  be  induced.  In 
surgical  patients  thiazides  may  reduce  response  to  vaso- 
pressors and  increase  response  to  tubocurarine. 

Adverse  Reactions:  Pargyline  may  be  associated  with 
orthostatic  hypotension.  Mild  constipation,  slight  ede- 
ma, dry  mouth,  sweating,  increased  appetite,  arthralgia, 
nausea  and  vomiting,  headache,  insomnia,  difficulty  in 
micturition,  nightmares,  impotence,  delayed  ejaculation, 
rash,  and  purpura  have  been  encountered  with  pargy- 
line. Hyperexcitability,  increased  neuromuscular  activ- 
ity (muscle  twitching)  and  other  extrapyramidal  symp- 
toms have  been  reported  in  a few  patients  with  reduced 
cardiac  reserve. 

During  intensive  or  prolonged  therapy,  guard  against 
hypochloremic  alkalosis  and  hypokalemia  (especially 
the  latter  if  patient  is  on  digitalis).  Observe  all  patients 
for  signs  of  hyponatremia  (“low  salt”  syndrome). 

Reported  thiazide  reactions  also  include  anorexia, 
nausea,  vomiting,  diarrhea,  headache, 
dizziness,  paresthesia,  weakness,  skin 
rash,  photosensitivity,  jaundice,  and  pan- 
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the  listing  is  of  books  suggested  merely  for 
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checked  to  assure  complete  accuracy  (an  in- 
accurate reference  is  useless  to  the  reader). 
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clude with  book  references  name  of  author  (s) 
and/or  editor (s)  with  initials,  title  of  book, 
edition,  location,  publisher,  year,  volume  if 
given,  and  page.  If  reference  is  to  a chapter 
within  a book,  include  the  author  of  the  chapter, 
if  this  is  not  the  same  as  the  author  of  the  book, 
and  the  title  of  the  chapter,  if  any. 
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services  of  professional  illustrators  and  pho- 
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should  always  be  done  in  black  ink  on  white 
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tions indicated  in  text.  Magnifications  will  be 
modified  in  proportion  to  the  amount  of  reduc- 
tion necessary  for  an  illustration  to  fit  the  pages 
of  the  Journal.  Please  do  not  deface  illustra- 
tions by  writing  on  front  or  back,  nor  should 
they  be  scotch-taped  or  pasted  to  paper.  They 
may  be  pasted  carefully  on  cardboard.  The 
figure  number,  indication  of  the  top,  and  the 
author’s  name  are  to  be  attached  to  the  back  of 
each  illustration.  Legends  for  illustrations 
should  be  typewritten  in  a single  list,  with 
numbers  corresponding  to  those  on  photographs 
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Editorials 


Experience  with  the  Community  Medical  Assistance 
Plan  to  furnish  practicing  physicians 
to  communities  that  need  them 


There  are  two  roots  to  the  problem  of 
furnishing  practicing  physicians  to  com- 
munities that  need  them;  the  number  of 
eligible  physicians  and  their  distribution. 
The  various  states  through  their  univer- 
sities have  made  noteworthy  progress  in 
increasing  the  number  of  medical  graduates 
as  reported  in  the  series  of  editorials  in  the 
Journal  on  “Medical  manpower.” 

The  matter  of  distribution  is  deeply 
rooted.  Proper  medical  distribution  re- 
quires a balance  in  the  type  of  doctor  pro- 
duced. Once  the  balance  becomes  one 
sided — too  much  specialization— the  prob- 
lem becomes  complex. 

It  was  becoming  apparent  in  1954  and 
subsequent  years  that  doctors  were  going 
to  the  urban  areas.  However,  they  grav- 
itated towards  the  well-to-do  suburban 
areas  leaving  the  highly  populated  inner 
city  areas  inadequately  covered. 

Rural  areas  were  the  first  to  feel  the 
pinch  of  the  doctor  shortage.  Older  phy- 
sicians retired  or  passed  away.  New 
doctors  were  not  forthcoming.  Communi- 


ties once  having  4 or  5 physicians  found 
themselves  with  none.  Doctors  in  other 
communities  were  forced  to  the  limit  of 
their  endurance  to  pick  up  the  load  created 
from  the  passing  away  of  older  physicians. 

This  was  the  situation  that  existed  when 
The  Sears-Roebuck  Foundation  first  col- 
laborated with  the  AMA.  Initially,  a phy- 
sician loan  program  was  tried.  After  two 
years  experience,  the  program  was  changed 
to  the  Community  Medical  Assistance 
Plan. 

This  program  represented  a new  ap- 
proach to  doctor  procurement.  It  stressed 
facilities  and  a community’s  ability  to  sup- 
port a doctor.  It  made  the  community 
help  itself.  There  were  no  grants  made. 
Working  on  the  premise  that  many  needy 
areas  have  the  manpower  and  the  wealth 
to  help  themselves  if  given  appropriate 
guidance,  the  Community  Medical  Assist- 
ance Plan  was  started  in  1958  (Table  I 
illustrates  the  demand  for  the  demonstra- 
tion program).  It  is  the  only  program  of 
its  type  that  provides  advice,  guidance,  and 


TABLE  I.  Illustrating  the  progress  of  and  demand  for  the  demonstration  program 


Year 

Applications 

Surveys 

Conducted 

No.  of  Towns 
with  Buildings 

Towns  with 
Doctors  Today 

1958 

42 

42 

17 

13 

1959 

112 

47 

24 

20 

1960 

136 

61 

10 

8 

1961 

114 

63 

15 

12 

1962 

112 

63 

14 

10 

1963 

110 

72 

17 

15 

1964 

100 

83 

16 

12 

1965 

136 

95 

23 

16 

1966 

103 

72 

11 

6 

1967  (5  Months) 

50 

30 

4 

3 

1,014 

628 

151 

115 
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technical  know-how  only  as  a means  to 
improve  medical  distribution  and  doctor 
procurement. 

There  are  36  towns  with  buildings 
currently  seeking  doctors.  Twenty-three 
communities  had  a doctor  but  lost  him 
for  one  reason  or  another.  The  remaining 
13  communities  have  never  had  a doctor 
under  the  program  as  yet,  but  6 of  these  just 
recently  constructed  their  units.  Actually 
76  per  cent  of  the  communities  who  have 
constructed  buildings  have  obtained  doc- 
tors. 

How  valuable  has  this  program  been? 
It  has  conservatively  brought  convenient 
medical  care  to  over  500,000  people.  It 
has  produced  approximately  $7,500,000  in 
new  modern,  diagnostic  medical  facilities 
to  rural  America.  It  has  taught  com- 
munities to  work  together  and  proceed 
with  innumerable  other  community  proj- 
ects. The  latter  may  in  itself  be  the 
greatest  contribution  of  this  program. 
Many  towns  have  been  saved  from  becom- 
ing “ghost  towns.”  Probably  the  greatest 


contribution  of  the  Community  Medical 
Assistance  Plan  is  that  it  has  instilled  a 
spirit  of  community  self-help  and  pride  of 
accomplishment  at  a time  when  it  is  so  easy 
to  let  others  solve  one’s  problems  or  simply 
rely  on  government. 

If  the  accomplishments  of  the  program 
were  viewed  only  on  the  above  context, 
it  would  be  making  a valuable  contribution 
to  society. 

Applications  from  New  York  State  re- 
ceived in  June  came  from  Waddington, 
Baldwinsville,  and  Black  River. 

The  following  AMA-Sears-Roebuck 
Foundation  communities  in  New  York 
State,  Cohocton,  Greenville,  and  North 
Rose,  which  have  raised  funds,  are  in  the 
process  of  constructing  the  unusual  two 
doctor  medical  center,  and  will  support  one 
or  more  physicians  as  shown  by  the  eco- 
nomic surveys,  copies  of  which  are  available 
on  request. 

The  plan  is  operating  here  in  New  York 
State  and  across  the  country.  Its  sound- 
ness is  attested  to  by  the  results  reported. 


Medical  Society  of  the  State  of  New  York 
Annual  Convention 


February  11  through  15,  1968 
The  Americana,  New  York  City 
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Conventional  Radiography 

The  restless  duodenum  makes  radiographic  diag- 
nosis difficult,  uncertain  and  often  unproductive: 
Is  this  duodenum  abnormal? 


Hypotonic  Duodenography 

Pro-BanthTne-induced  duodenal  calm  permits  full 
anatomic  appraisal:  Same  patient.  Duodenal  nor- 
mality is  now  evident. 


in  diagnosis  • in  treatment 

Pro-Banthineb 

propantheline  bromide 


calms  the  gastrointestinal  tract 


For  fifteen  years  Pro-Banthlne  has  been  the 
most  widely  used  anticholinergic  agent  in 
disorders  of  gastrointestinal  motility  and 
gastric  hypersecretion.  More  recently  Pro- 
Banthlne  has  reestablished  its  pharmaco- 
logic effectiveness  in  diagnostic  procedures 
using  intragastric  fibroscopy  and  hypotonic 
roentgenography. 

How  the  X-rays  were  taken 

In  the  hypotonic  duodenograph1-2  repro- 
duced above,  the  gastrointestinal  tract  was 
relaxed  with  Pro-Banthlne.  The  duodenum 
was  intubated.  Pro-Banthlne  in  a dose  of  60 
mg.  intramuscularly  was  used  to  assure 
prompt  aperistalsis  and  double-contrast  vis- 
ualization was  achieved  with  ordinary  bar- 
ium and  air. 

The  same  pharmacologic  efficiency  has 
proved  of  pronounced  value  in  such  condi- 
tions as:  peptic  ulcer,  pijlorospasm,  biliary 
dyskinesia,  functional  hypermotility  and  ir- 
ritable colon. 

Contraindications : Glaucoma  jseverecardiacdisease. 
Precautions:  Since  varying  degrees  of  urinary  hesi- 
tancy may  occur  in  elderly  males  with  prostatic 


hypertrophy,  this  should  be  watched  for  in  such 
patients  until  they  have  gained  some  experience 
with  the  drug.  Although  never  reported,  theoreti- 
cally a curare-like  action  may  occur  with  possible 
loss  of  voluntary  muscle  control.  Such  patients 
should  receive  prompt  and  continuing  artificial  res- 
piration until  the  drug  effect  has  been  exhausted. 
Side  Effects:  The  more  common  side  effects,  in  or- 
der of  incidence,  are  xerostomia,  mydriasis,  hesi- 
tancy of  urination  and  gastric  fullness. 

Dosage:  The  maximal  tolerated  dosage  is  usually 
the  most  effective.  For  most  adult  patients  this  will 
be  four  to  six  15-mg.  tablets  daily  in  divided  doses. 
In  severe  conditions  as  many  as  two  tablets  four  to 
six  times  daily  may  be  required.  Pro-Banthlne  (brand 
of  propantheline  bromide)  is  supplied  as  tablets  of 
15  mg., as  prolonged-acting  tablets  of  30  mg.  and, for 
parenteral  use,  as  serum-type  vials  of  30  mg.  The 
parenteral  dose  should  be  adjusted  to  the  patient’s 
requirement  and  may  be  up  to  30  mg.  or  more  every 
six  hours,  intramuscularly  or  intravenously. 

(1)  Bilbao,  M.  K.;  Frische,  L.  H.;  Rosch,  J.,  and  Dot- 
ter,  C.  T.:  Hypotonic  Duodenography,  Scientific 
Exhibit,  Radiological  Society  of  North  America, 
Chicago,  Nov.  27— Dec.  2, 1966. 

(2)  Bilbao,  M.  K.;  Frische,  L.  H.;  Dotter,  C.  T.,  and 
Rosch,  J.:  Hypotonic  Duodenography,  Radiology, 
in  press. 
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AMA  21ST  CLINICAL  CONVENTION  • ASTROHALL  • HOUSTON,  TEXAS  • NOVEMBER  26-29,  1967 

Plan  to  attend  this  year's  AMA  Clinical  Convention  in  Houston,  Texas. 

Eighteen  scientific  sessions,  four  postgraduate  courses,  breakfast 
roundtable  discussions,  color  television,  and  scientific  and  industrial 
exhibits  will  bring  you  up  to  date  on  the  latest  medical  advances. 

Attend  lectures  by.  and  discussions  with,  our  nation's  outstanding 
medical  authorities. 


Between  sessions,  enjoy  the  excellent  restaurants,  fine  shops,  visitors’ 
attractions,  and  mild  winter  temperatures  Houston  offers.  Mail  the 
enclosed  registration  and  room  reservation  coupons  now,  and  look 
forward  to  an  exceptional  convention  with  a holiday  plus. 

SCIENTIFIC  SESSIONS:  Cardiovascular  Disease:  Cardiovascular  Surgery; 
New  Cares:  Ophthalmology:  Geriatrics:  Arthritis;  Gastroenterology; 
Cancer;  Antibiotics;  Endocrinology;  General  Surgery;  Dermatology; 
Aerospace  Medicine;  Obstetrics  and  Gynecology;  Psychiatry;  Pediatrics; 
Genitourinary  Diseases;  and  Otolaryngology. 

POSTGRADUATE  COURSES:  Fluid  and  Electrolyte  Balance;  Oncology; 
Cardiovascular  Disease:  and  Obstetrics  and  Gynecology.  Register  for 
these  Courses  on  arrival  in  Houston  at  the  PG  Course  Registration 
booth  adjacent  to  the  General  Registration  area.  There  is  no  charge 
for  the  Courses,  but  registration  is  limited  to  200  per  Course.  The 
Courses  begin  promptly  at  9 A.M.  and  2 P.M.  No  one  will  be  seated 
after  the  Course  begins. 

BREAKFAST  ROUNDTABLE  CONFERENCES:  Management  of 
Cerebrovascular  Insufficiency;  Indications  and  Limitations  of  Uses  of 
Antibiotics;  The  Moral  and  Ethical  Aspects  of  Caring  for  the  Dying 
Patient;  Adolescence,  Age  of  Rebellion,  Related  Psychiatric  Aspects.  * 
COLOR  TELEVISION  . MEDICAL  MOTION  PICTURES 
. SCIENTIFIC  AND  INDUSTRIAL  EXHIBITS 
The  complete  scientific  program,  plus  forms  for  advance 
registration  and  hotel  accommodations,  will  be 
featured  in  JAMA,  October  23. 
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Scientific  Articles 


Serologic  Tests 
for  Syphilis 
Among  Narcotic  Addicts 


TO  TEST  THE  RELIABILITY  of  serologic 
tests  for  syphilis  made  on  drug  addicts,  a 
study  was  made  on  the  serology  of  520  female 
drug  addicts  and  on  294  female  nonaddicts, 
all  arrested  on  suspicion  of  prostitution. 
Nontreponemal  tests  showed  a 28  per  cent 
positive  result  among  drug  addicts  and  only 
9.3  among  the  nonaddict  group.  The  bio- 
logic false  positive  reactions  were  58  per  cent 
in  the  addict  group  and  14.3  in  the  nonaddict 
controls.  SGOT,  SGPT,  and  electrophoretic 
tests  showed  no  distinct  abnormality  in  either 
group.  It  was  concluded  that  there  is  a 
direct  causal  relationship  between  the  use  of 
narcotic  drugs  and  the  percentage  of  false 
positive  reactions.  These  reactions  in  nar- 
cotic addicts  seem  not  to  be  attributable  to 
liver  cell  damage  as  detected  by  transaminase 
and  electrophoretic  tests. 


W.  D.  MORTIMER  HARRIS,  M.D.,  M.P.H 

New  York  City 
JOSEPH  ANDREI,  M.D. 

New  York  City 

Former  Chief  (Dr.  Harris),  Medical  Consultant 
(Dr.  Andrei),  Division  of  Social  Hygiene, 
Bureau  of  Preventable  Diseases,  City  of 
New  York  Department  of  Health 


T he  most  frequently  used  tool  in  the 
diagnosis  of  syphilis  is  a serologic  test. 
It  is  essential  in  diagnosing  syphilis  in  all 
latent  stages.  It  is  also  of  major  impor- 
tance in  supporting  the  clinical  impression 
of  late  symptomatic  syphilis  as  well  as  of 
primary  and  secondary  syphilis  when  the 
dark-field  test  is  unavailable,  impractical, 
or  shows  negative  results  for  various 
reasons.  Unfortunately,  serologic  results 
are  not  infallible:  there  are  innumerable 
false  positive  results,  some  false  negative 
results,  and  much  misinterpretation  of  these 
results  by  physicians. 

Subsequent  to  the  original  Wassermann 
test  for  syphilis,  first  performed  in  1906, 
serologic  tests  used  in  the  diagnosis  of 
syphilis  have  employed  nonspecific  antigens 
(extract  of  beef  heart  or  car  diolipin) . There 
are  two  general  categories  of  these  serologic 
tests:  (1)  complement-fixation  tests,  such 
as  the  Kolmer,  which  is  a modification  of 
the  old  Wassermann  test;  and  (2)  floccula- 
tion tests,  such  as  the  VDRL.  The  widely 
used  screening  tests,  such  as  the  USR, 


(unheated  serum  reagin),  belong  to  this 
category  and  are  in  general  quite  sensitive, 
but  supposedly  less  specific  than  comple- 
ment fixation  tests. 

In  1949  Nelson  and  Mayer1  introduced  a 
new  test,  using  a treponemal  antigen: 
the  TPI  (Treponema  pallidum  immobiliza- 
tion). Other  specific,  treponemal  tests  are 
now  in  use,  such  as  the  RPCF  (Reiter 
protein  complement  fixation)  and  the 
FTA  (fluorescent  treponemal  antibody). 
These  tests  should  naturally  be  more 
specific  for  syphilis,  that  is  give  less 
biologic  false  positive  results.  Their  per- 
formance, however,  is  rather  more  difficult 
and  more  costly,  while  lacking  the  sen- 
sitivity of  the  nontreponemal  antigen  tests 
in  the  earlier  stages  of  the  luetic  infection. 
They  have,  therefore,  been  considered 
principally  as  confirmatory  tools  in  cases 
of  doubtful  diagnosis. 

Using  the  TPI  as  a standard  test,  Moore 
and  Mohr2  reported  in  1952  a list  of  diseases 
in  which  a given  percentage  of  BFP  (bio- 
logic false  positive)  reactors  could  be  ex- 
pected to  appear.  In  subsequent  years 
other  diseases  and  conditions  not  included 
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in  the  original  list  were  added,  such  as  the 
collagen  diseases,  brucellosis,  pregnancy, 
and  drug  addiction. 

Narcotics  addiction  is  increasing  in  the 
United  States,  and  in  New  York  City 
the  rate  is  generally  admitted  to  be  high 
and  constantly  rising.  In  certain  areas 
many  of  our  venereal  disease  patients 
are  found  to  be  narcotic  addicts.  The 
diagnoses  on  these  patients,  as  on  the 
majority  of  the  other  patients,  are  based  to 
some  extent  on  serologic  tests.  The  ques- 
tion has  arisen  as  to  the  reliability  of  the 
routine  serologic  tests  for  syphilis  made  on  a 
drug  addict.  Boak  and  her  coworkers3 
found  in  1961  that  163  (94.8  per  cent!  of 
172  sera  from  narcotic  addicts,  with  re- 
active nontreponemal  serologic  tests  for 
syphilis,  exhibited  nonreactive  TPI  re- 
ports and  thus  were  considered  to  be 
biologic  false  positive  reactions.  Harris 
et  al.*  in  1962  tested  721  narcotic  addicts 
with  4 treponemal  and  4 nontreponemal 
tests  for  syphilis.  Approximately  37  per 
cent  of  these  blood  specimens  were  reactive 
to  one  or  more  nontreponemal  tests  and 
approximately  half  of  these  reactive  speci- 
mens were  nonreactive  in  all  4 treponemal 
tests  (BFP  pattern). 

Some  investigators  have  suggested  that 
these  biologic  false  positive  reactions  may 
be  related  to  possible  liver  cell  damage 
caused  by  the  narcotic. 

Objective 

The  objective  of  this  study  was  to  de- 
termine to  what  extent  narcotic  addiction 
causes  biologic  false  positive  reactions,  and 
to  better  interpret  serologic  results  of  blood 
taken  from  narcotic  addicts.  Blood  speci- 
mens from  a number  of  addicts  were  sub- 
mitted to  a battery  of  nonspecific  and 
specific  tests.  The  percentage  of  BFP  re- 
actors among  them  was  determined  and 
compared  with  BFP  reactors  among  a con- 
trol group  of  nonaddicts. 

In  an  attempt  to  determine  if  biologic 
false  positive  tests  in  addicts  are  due  to  pos- 
sible liver  damage  caused  by  the  narcotic 
drug,  liver  function  tests  were  also  per- 
formed on  the  bloods  of  both  addicts  and 
nonaddicts.  Serum  electrophoresis  was 
done  in  an  effort  to  determine  whether  or 
not  there  is  any  specific  electrophoretic 
pattern  associated  with  biologic  false 


positive  tests  which  occurs  in  addicts. 
As  a control,  negative  sera  were  set  aside, 
and  the  same  tests  were  carried  out. 

Material  and  methods 

The  narcotic  addicts  investigated  in  this 
study  came  from  New  York  City  Women’s 
Court,  where  they  are  brought  in  on  sus- 
picion of  prostitution.  A control  group 
of  non-narcotic  females,  also  drawn  from 
among  women  arrested  on  suspicion  of 
prostitution,  was  likewise  admitted  to 
nontreponemal,  treponemal,  transaminase, 
and  electrophoretic  tests. 

This  study  includes  a total  of  520  blood 
specimens  from  narcotic  addicts  and  294 
blood  specimens  from  nonaddicts.  Those 
in  each  category  were  of  the  same  socio- 
economic, occupation,  and  age  group  and 
of  similar  history  and  experience  except 
for  use  or  nonuse  of  narcotics. 

Of  the  approximately  1,500  addicts  seen 
during  the  period  of  study,  520  met  the 
criteria  to  enter  the  study,  such  as  10  cc.  of 
blood  obtained  and  evidence  of  narcotic 
addiction.  The  patients  were  between 
sixteen  and  fifty-four-years  of  age  and  over 
90  per  cent  of  them  used  heroin,  for  which 
they  spent  from  $5.00  to  $80  daily. 

The  nontreponemal  tests  used  were  the 
USR,  the  VDRL,  and  the  Kolmer,  while 
the  treponemal  tests  consisted  of  the 
RPCF,  the  FTA,  and  the  TPI. 

The  transaminase  tests  were  performed 
according  to  the  Reitman-Frankel  method, 
and  for  the  paper  electrophoresis  the 
Spinco  apparatus  was  utilized.  Total 
serum  protein,  albumin,  and  globulin 
(alpha  1,  alpha  2,  beta,  and  gamma)  content 
of  the  blood  were  determined. 

Procedure 

The  present  routine  procedure  for  the 
serologic  tests  for  syphilis  followed  by  the 
City  of  New  York  Department  of  Health 
Laboratory  is,  first,  to  screen  all  bloods 
with  the  USR  test.  If  this  gives  a negative 
result,  the  blood  is  reported  as  negative. 
If  the  USR  gives  a positive  result,  the 
serum  is  then  subjected  to  the  Kolmer  test 
and  a titered  VDRL  test.  In  case  there 
is  still  doubt  as  to  diagnosis,  the  physician 
takes  another  sample  of  blood  and  requests 
a repeat  serology,  including  a Reiter  test 
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Dock Date  — 

Name ASe Sex 


A S 

Duration  of  □ — Less  than  one  year  □ — Non  addict 

addiction  0 — Yrs.  0 5 Yrs.  & over 

Dura. 

Drug  mostly  In  last  year 

used 

In  previous  years 

L P 

Average  daily  cost  in 
last  three  months  of  use 

Date  of  last  drug 
administration 

C D 

Vaccinations  or  immunizations 
in  last  three  months 

Vacc. 

History  of  syphilis 
specify  with  dates 

History  of 
jaundice-dates 

S J 

Evidence  of  0 — Yes — Stage 

clinical  syphilis  0 — No 

Evidence  of  0 — Yes 

jaundice  0 — No 

CS  CJ 

Received  penicillin  within  previous  month?  □ — Yes  □ — No 


Received  oral  antibiotic  within  previous  week? 

0— Yes 

o 

Z 

0 

Serology 

U.S.R. 

V.D.R.L. 

Kolmer 

R.P.C.F. 

F.T.A. 

Bureau  of  Preventable  Diseases — Division  of  Social  Hygiene  Department  of  Health 


FIGURE  1.  Identification  form— narcotic  and  luetic  history  and  serologic  results  of  patients  in  test  project 
among  narcotic  addicts. 


or,  after  consultation  with  the  Division 
of  Social  Hygiene,  an  FTA  and/or  a TPI. 

During  this  study,  as  the  patient  enters 
the  examination  area,  the  nurse  obtains 
identification  data  and  history  of  narcotic 
addiction.  The  physician  then  examines 
the  patient,  takes  the  blood,  and  com- 
pletes the  history  card  which  includes 
queries  on  addiction,  previous  luetic  in- 
fection, and  various  factors  which  may 
occasion  biologic  false  positive  reactions 
(Fig.  1). 

The  patient  is  then  placed  either  in  the 
narcotic  or  non-narcotic  category  and 
entered  as  a possible  study  subject  if 
10  cc.  of  blood  were  obtained. 

At  the  end  of  the  clinic  session,  the  bloods 
are  taken  to  the  laboratory,  where  the 
following  procedure  is  followed  for  the 
narcotic  addict  group  and  the  control 
group  of  nonaddicts: 

1.  A preliminary  USR  is  performed  on 
all  bloods,  and  on  all  bloods  showing  both 
USR  positive  and  negative  results,  the 
titered  VDRL  and  the  Kolmer  are  per- 
formed and  on  many  the  RPCF,  TPI,  and 
FTA  tests. 

2.  On  190  bloods  showing  positive 
results  to  the  USR  and  on  approximately 
20  per  cent  of  the  USR  showing  negative 


results  in  the  study,  both  the  SGOT  (serum 
glutamic  oxaloacetic  transaminase)  and 
the  SGPT  (serum  glutamic  pyruvic  trans- 
aminase) tests  as  well  as  the  electrophoretic 
tests  were  performed. 

Definitions 

Narcotic  addiction  was  said  to  exist  when 
a specific  history  of  addiction  was  elicited 
from  the  patient  and/or  when  there  was 
physical  evidence  of  it,  such  as  puncture 
marks  or  withdrawal  symptoms. 

Negative  to  treponemal  tests.  Cases  were 
considered  negative  to  treponemal  tests 
where  the  results  to  both  treponemal  tests 
were  negative  when  only  2 treponemal  tests 
were  performed  or  where  the  results  were 
negative  to  at  least  both  the  TPI  and  the 
FTA  when  3 treponemal  tests  were  done. 

Positive  to  treponemal  tests.  Cases  were 
considered  positive  to  treponemal  tests 
where  the  results  were  positive  to  both 
treponemal  tests  when  only  2 treponemal 
tests  were  performed  or  where  the  results 
were  positive  to  at  least  both  the  TPI  and 
the  FTA  when  3 treponemal  tests  were 
performed. 

Inconclusive.  Cases  were  considered  in- 
conclusive when  only  1 treponemal  test 
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TABLE  I.  Nontreponemal  and  treponemal  test  findings  among  520  narcotic  addicts  in  New  York  City 

Women’s  Court,  1964  to  1965 


Non-Treponemal  Tests 

Treponemal  Tests 

USR 

Positive 

©r 

Negative 

VDRL 

KOLMER 

POSITIVE 

INCONCLUSIVE  * 

NEGATIVE 

POSITIVE 

150 

(28*) 

Positive 

Uk 

102  T 

Positive  to  both 
VDRL  alone:  U2  102 

28  (42*)  (36) 

12  (35*)  (8) 

38  (58*) 
22  (65*) 

Negative 

6 ** 

N®g 

18  (24  ware  A/C) 
itive  to  both 

2 (40*) 

CD _ 

3 (60*) 

NEGATIVE 

370 

(72*) 

Positive 

18  tt 

18TT 

0 (0*) 

(1)  17  ( 100* ) 

Positive  to  eith 
Kolmer 

er  VDRL  or 

8 

0 (0*) 

(8) 

20  (100*) 

Negative 

324 

324 

2 (0.6*) 

(198) 

124(98.4*) 

Total:  520 

— 

520 

520 

44 

(252) 

22U 

* The  inconclusive  results  were  omitted  from  the  total  on  the  basis  of  which  percentages  were  calculated  because  not  all  3 
treponemal  tests  were  done  on  all  cases,  as  planned,  and  because  some  of  these  tests  were  contradictory,  in  our  view.  It  is  a 
reasonable  assumption  to  expect  the  inconclusive  group  to  show  a distribution  fundamentally  similar  to  that  obtained  in  the 
positive  and  negative  columns,  if  the  treponemal  tests  had  been  done  as  originally  planned. 

t Among  the  USR  tests  which  gave  positive  results,  none  gave  negative  results  to  the  VDRL  and  positive  results  to  the 
Kolmer. 

**  USR  positive  test  results,  considering  that  both  VDRL  and  Kolmer  tests  gave  negative  results,  did  yield  treponemal  positive 
results. 

ft  Neither  the  VDRL  nor  the  Kolmer  test  showed  any  true  positive  result  when  the  USR  gave  negative  results. 


was  done,  or  with  2 treponemal  tests  in 
disagreement,  or  with  the  FTA  and  the 
TPI  in  disagreement  when  3 treponemal 
tests  were  performed. 

True  positive.  Cases  were  considered 
true  positive  where  the  results  were  pos- 
itive to  USR,  VDRL,  Kolmer,  and  tre- 
ponemal tests. 

True  negative.  Cases  were  considered 
true  negative  where  the  results  were 
negative  to  USR,  routinely  reported  as 
such,  and  to  treponemal  tests. 

Biologic  false  positive.  Cases  were  con- 
sidered biologic  false  positive  where  the 
results  showed  positive  to  lipoidal  tests — 
USR,  VDRL,  and  Kolmer — and  are  nega- 
tive to  treponemal  tests. 

Results 

Narcotic  addicts.  Serologic  findings. 
Of  the  520  blood  specimens  taken  from  the 
narcotic  addicts  in  this  study,  370  were 
negative  to  the  USR  and  150  were  pos- 
itive (Table  I).  Of  the  latter,  144  were 
positive  to  the  VDRL,  that  is  about 
28  per  cent  of  the  addicts  gave  positive 
results  to  both  the  USR  and  VDRL. 
Approximately  35  per  cent  of  the  total 
narcotic  population  for  the  period  of  study 
gave  positive  results  to  these  lipoidal  tests. 


This  is  the  same  percentage  of  positive 
results  found  in  similar  groups  in  previous 
years.  The  lower  percentage  of  positives 
in  this  study  group  may  be  due  to  the  fact 
that  the  addicts  with  sclerosed  veins 
were  largely  eliminated  because  of  the 
difficulty  in  obtaining  10  cc.  of  blood.  It 
may  be  that  those  with  sclerosed  veins, 
possibly  because  of  longer  or  more  intense 
use  of  the  drug,  may  have  the  highest  per- 
centage of  positive  results. 

Of  these  144  positive  to  the  VDRL,  102 
were  also  positive  to  the  Kolmer.  Of  the 
other  42,  18  gave  negative  and  24  gave  anti- 
complementary results  to  the  Kolmer  test. 

Of  the  102  showing  positive  results  to 
both  the  VDRL  and  the  Kolmer,  28  gave 
positive  results  to  the  treponemal  tests 
and  38  gave  negative  results  (see  Defi- 
nitions), for  example  28  out  of  66  or 
42  per  cent  were  considered  true  positive 
results  and  38  or  approximately  58  per 
cent  were  considered  biologic  false  pos- 
itive reactions. 

Of  the  remaining  36,  either  a sufficient 
number  of  treponemal  tests  were  not  com- 
pleted or  the  treponemal  tests  were  in  dis- 
agreement and  the  results  inconclusive 
(Table  I). 

Of  the  42  USR  positive  patients  who 
gave  positive  results  to  the  VDRL  but 
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TABLE  II.  Results  of  transaminase  and  electrophoretic  tests  on  190  narcotic  addicts  in  3 categories:  true 
positive,  biologic  false  positive,  and  true  negative 


Tests  (Normal  Values) 

True  Positive 
(28*) 

Biologic 
False  Positive 

(38*) 

True  Negative 
(124*) 

SGOT  (less  than  45  units) 

Range 

2 to  112 

8 to  89 

13  to  100 

Mean 

32 

33.1 

32 

Per  cent  abnormal 

1/24  = 4.2 

5/30  =16.7 

8/63  = 12 

SGPT  (less  than  35  units) 

Range 

2 to  61 

2 to  54 

1 to  60 

Mean 

25.3 

30.2 

28 

Per  cent  abnormal 

1/17  = 6 

4/17  = 23.5 

6 38  =15.8 

Total  serum  protein  (5  to  8 Gm.) 

Range 

6 . 7 to  8 . 6 

6 . 5 to  9 . 2 

6.2  to  8 . 6 

Mean 

7.3 

7.6 

7.4 

Per  cent  abnormal 

2/20  = 10 

6/25  = 24 

5/57  = 8.8 

Serum  albumin  (52  to  68  per  cent) 

Range 

41.1  to  61.2 

42.2  to  59.6 

39 . 8 to  65 . 5 

Mean 

54 

49.9 

52.8 

Per  cent  abnormal 

0/25  = 0 

0/30  = 0 

0/67  = 0 

Serum  alpha  1 globulin  (3.4  to  5.7  per  cent) 

Range 

2 to  8 . 4 

2 to  7 . 6 

1 . 1 to  7 . 2 

Mean 

4.3 

4.3 

3.2 

Per  cent  abnormal 

2/25  = 8 

3/30  = 10 

3/67  =4.5 

Serum  alpha  2 globulin  (8  to  10.6  per  cent) 

Range 

4 . 2 to  14 . 7 

3 . 2 to  14 . 1 

4.1  to  13.9 

Mean 

8.7 

8.5 

8 

Per  cent  abnormal 

3/25  = 12 

6/30  = 20 

8/65  = 12.3 

Serum  B globulin  (10  to  14.5  per  cent) 

Range 

5 . 4 to  16 

6.9  to  16.7 

5 . 7 to  15 . 8 

Mean 

11.2 

10.4 

9.8 

Per  cent  abnormal 

3/25  = 12 

1/30  = 3.3 

3/65  =46 

Seram  gamma  globulin  (15  to  20  per  cent) 

Range 

14.2  to  36.1 

11.2  to  34.4 

10 . 2 to  37 . 6 

Mean 

24.8 

25.2 

25.1 

Per  cent  abnormal 

21/25  = 84 

27/30  = 90 

54/65  = 83.1 

* For  technical  reasons  individual  determinations  were  not  performed  in  all  cases. 


not  to  the  Kolmer,  12  or  35  per  cent  gave 
positive  results  to  the  treponemal  tests 
(true  positives)  and  22  or  65  per  cent  gave 
negative  results  to  the  treponemal  tests 
(false  positives).  The  remaining  8 gave 
inconclusive  results. 

Of  the  6 USR  positive  patients  giving 
negative  results  to  both  the  VDRL  and  the 
Kolmer,  3 gave  negative  and  2 gave  pos- 
itive results  to  the  treponemal  tests, 
while  one  gave  inconclusive  results  (Table 

I). 

Of  the  370  USR  negative  patients, 
18  gave  positive  results  to  both  the  VDRL 
and  the  Kolmer  (17  of  these  gave  negative 
results  to  the  treponemal  tests  and  one 
gave  inconclusive  results);  28  gave  pos- 
itive results  to  either  the  VDRL  or  the 
Kolmer  (none  of  these  gave  positive  results 
to  the  treponemal  tests).  Three  hundred 
twenty-four  (324)  gave  negative  results  to 


all  nontreponemal  tests  done;  of  these,  124 
gave  negative  results  to  the  treponemal  tests 
and  2 gave  positive  results;  the  remaining 
198  gave  inconclusive  results  and  therefore 
did  not  enter  in  the  analysis. 

Transaminase  and  electrophoretic  findings. 
In  an  attempt  to  determine  if  the  biologic 
false  positive  serologic  test  often  found 
among  narcotic  addicts  is  mainly  due  to 
liver  damage  caused  by  the  drug  used,  the 
SGOT  and  the  SGPT  tests  were  performed 
on  the  blood  specimens  (Table  II). 

Total  serum  protein,  albumin,  and  glob- 
ulin (alpha  1,  alpha  2,  beta,  and  gamma) 
determinations  were  also  performed  on 
these  blood  specimens,  to  see  if  a shift  in 
those  serum  components  correlated  with 
biologic  false  positive  results.  The  paper 
electrophoresis  method  was  used  for  these 
determinations.  Normal  values  were  con- 
sidered as  follows: 
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TABLE  III.  Nontreponemal  and  treponemal  test  findings  among  294  nonaddicts  in  New  York  City 

Women’s  Court,  1964  to  1965 


No 

n-Treponemal  Tests 

Treponemal  Testa 

USR 

Positive 

or 

Negative 

VDRL 

KOLMER 

POSITIVE 

INCONCLUSIVE  * 

NEGATIVE 

POSITIVE 
30  (9.#) 

Poeitive 

28 

21 

To 

2 

Only  to  V D R Lt  7 

both 

1 

12  (85.7*) 
4 (80*) 

(7) 

(2) 

2 (14.3*) 
1 (20*) 

NEGATIVE 

Poaitive 

2 

Poeitiv 
V D R L o 

5 

3 

e to  either 
r Kolmer 

0 (0*) 

(1) 

4 (100*) 

264 

(90.2*) 

Negative 

353 

261 

#259  were  negative  to 

all  3 lipoidal  teal 

(Of  #90  Treponemal  Teats  done) 

e 0 (OSC)  (6) 

84  (100*) 

Total:  294 

— 

294 

294 

16 

16 

91 

* The  inconclusive  results  were  omitted  from  the  total  on  the  basis  of  which  percentages  were  calculated  because  not  all  3 
treponemal  tests  were  done  on  all  cases,  as  planned,  and  because  some  of  these  tests  were  contradictory,  in  our  view.  It  is  a 
reasonable  assumption  to  expect  the  inconclusive  group  to  show  a distribution  fundamentally  similar  to  that  obtained  in  the 
positive  and  negative  columns,  if  the  treponemal  tests  had  been  done  as  originally  planned. 


SGOT — less  than  45  units 

SGPT — less  than  35  units 

Total  serum  protein — 5 to  8 Gm. 

Serum  albumin — 52  to  68  per  cent 

Serum  alpha  1 globulin — 3.4  to  5.7  per 
cent 

Serum  alpha  2 globulin — 8 to  10.6  per 
cent 

Serum  beta  globulin — 10  to  14.5  per 
cent 

Serum  gamma  globulin — 15  to  20  per 
cent 

Table  II  shows  the  range,  the  mean,  and 
the  percentage  of  high  abnormal  findings 
among  the  narcotic  addicts  in  the  following 
3 categories:  true  positive  results  were 

obtained  in  28  patients,  BFP  results  were 
obtained  in  38  patients,  and  true  negative 
results  were  obtained  in  124  patients. 

An  examination  of  the  raw  data  of 
Table  II  show  nothing  particular  to  attract 
special  attention.  There  is  no  significant 
difference  noted  when  one  compares  the 
readings  of  the  various  tests  in  the  3 cate- 
gories: true  positives,  biologic  false  pos- 

itives, and  true  negatives.  The  range  of 
readings  shows  only  a few  high  readings 
and  no  essential  differences  in  the  3 cate- 
gories. The  “means”  of  each  category  are 


well  within  the  range  of  normal  values  ex- 
cept in  the  serum  globulin  line.  There  is 
no  essential  difference  in  the  means  in  the 
3 categories. 

The  difference  between  high-abnormal 
percentage  readings  is  slight.  The  BFP 
column  has  the  highest  number  of  such 
readings,  6 of  the  8 tests  done,  but  these 
“high  readings”  were  not  far  above  the 
normal. 

The  serum  gamma  globulin  line  does 
show  a high  percentage  of  high  readings, 
but  this  is  true  for  all  3 categories. 

Nonaddicts.  Serologic  findings.  A 
comparable  group  of  nonaddicts,  used  as  an 
added  control,  underwent  the  same  ex- 
aminations and  tests,  including  the  history, 
physical  examination,  and  lipoidal  sero- 
logic tests;  and  a small  percentage  further 
underwent  the  treponemal,  the  trans- 
aminase, and  the  electrophoretic  tests 
(Table  III). 

Of  294  who  entered  this  study,  264  gave 
negative  results  to  the  USR  and  30  gave 
positive  results.  Of  the  positive  results  to 
the  USR,  28  gave  positive  results  to  the 
VDRL,  that  is  about  9.3  per  cent. 

Of  the  28  positive  results  to  the  VDRL, 
21  also  gave  positive  results  to  the  Kolmer. 
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TABLE  IV.  Results  of  transaminase  and  electrophoretic  tests  of  103  nonaddicts  in  3 categories:  true 
positive,  biologic  false  positive,  and  true  negative 


Tests  (Normal  Values) 

True  Positive 
(12*) 

Biologic 
False  Positive 

(1*) 

True  Negative 
(90*) 

SGOT  (less  than  45  units) 

Range 

8 to  24 

39 

9 to  72 

Mean 

14 

39 

22 

Per  cent  abnormal 

0/11  = 0 

0/1  = 0 

1/15  = 6.7 

SGPT  (less  than  35  units) 

Range 

2 to  12 

20 

4 to  16 

Mean 

8 

20 

8.5 

Per  cent  abnormal 

0/8  = 0 

0/1  = 0 

0/10  = 0 

Total  serum  protein  (5  to  8 Gm.) 

Range 

6 . 9 to  7 . 5 

7.9 

6.4  to  8.3 

Mean 

7.2 

7.9 

7.3 

Per  cent  abnormal 

0/8  = 0 

0/1  = 0 

1/6  = 16.7 

Serum  albumin  (52  to  68  per  cent) 

Range 

52 . 4 to  65 

48.8  to  71.3 

Mean 

63.6 

61.4 

Per  cent  abnormal 

0/10  = 0 

1/16  =6.3 

Serum  alpha  1 globulin  (3.4  to  5.7  per  cent) 

Range 

1.5  to  4.8 

2.5 

2 . 8 to  4 . 9 

Mean 

2.9 

2.5 

3.5 

Per  cent  abnormal 

0/11  = 0 

0/1  = 0 

0/16  = 0 

Serum  alpha  2 globulin  (8  to  10.6  per  cent) 

Range 

4.5  to  10.5 

9 

3.4  to  10.2 

Mean 

7.8 

9 

7.3 

Per  cent  abnormal 

0/11  = 0 

0/1  = 0 

0/16  = 0 

Serum  B globulin  (10  to  145  per  cent) 

Range 

6 to  12 . 5 

8.9 

7.3  to  13 

Mean 

9.5 

8.9 

9.9 

Per  cent  abnormal 

0/11  = 0 

0/1  = 0 

0/16  = 0 

Serum  gamma  globulin  (15  to  20  per  cent) 

Range 

15 . 7 to  26 . 5 

13.5 

10 . 8 to  35 . 2 

Mean 

20.2 

13.5 

17.4 

Per  cent  abnormal 

5/11  =45.5 

0/1  = 0 

6/16  =37.5 

* For  technical  reasons  individual  determinations  were  not  performed  in  all  cases. 


Of  the  other  7,  5 gave  negative  and  2 anti- 
complementary results. 

Of  the  positive  results  to  both  the 
VDRL  and  the  Kolmer,  12  gave  positive 
results  to  the  treponemal  tests  and  2 gave 
negative  results  (see  Definitions),  that  is  12 
out  of  14  or  85.7  per  cent  gave  true  pos- 
itive results  and  2 out  of  14  or  14.3  per 
cent  gave  biologic  false  positive  reactions. 
Seven  gave  inconclusive  results. 

Of  the  264  USR  negative  results,  5 were 
positive  to  either  the  VDRL  or  Kolmer, 
but  none  were  shown  to  be  positive  to  the 
treponemal  tests,  that  is  there  were  no 
false  negative  results. 

Transaminase  and  electrophoresis  find- 
ings. Transaminase  and  electrophoretic 
tests  were  performed  on  a limited,  randomly 
chosen,  number  of  the  non-narcotic  bloods 
in  the  3 categories  of  true  positives 
(12  in  number),  biologic  false  positives  (1), 
and  true  negatives  (90)  (Table  IV). 


An  examination  of  the  raw  data  of 
Table  IV  shows  nothing  much  to  retain 
special  attention.  Nearly  all  readings  are 
well  within  normal  limits.  , 

The  percentages  of  high  abnormal  read- 
ings seem  higher  in  the  addict  than  in  the 
nonaddict  group.  With  the  limited  num- 
bers involved,  however,  and  the  low  per- 
centage of  abnormal  findings  even  in  the 
addict  group,  these  differences  could  easily 
have  been  obtained  by  chance.  A rel- 
atively high  percentage  of  abnormal  find- 
ings is  also  noted  on  the  serum  globulin 
line. 

Comment 

A high  level  of  positive  STS  reports 
and  of  BFP  reactions  among  drug  addicts 
was  assumed  by  some  investigators.  Both 
assumptions  were  confirmed  by  our  study 
(Table  V). 
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TABLE  V.  Summary  comparing  nontreponemal  and  treponemal  test  findings  among  520  narcotic  addicts 
and  294  non-narcotics  in  New  York  City  Women's  Court,  1964  to  1965 


Treponemal  Tests 

- — — Nontreponemal  Tests — USR . --VDRL  and  Kolmer  Positive  (102)  -> 

Positive Negative — Positive --Negative  (BFP)-. 

Total  Number  Per  Per  Per  Per 


of  Cases  (814) 

Number 

Cent 

Number 

Cent 

Number 

Cent  Number 

Cent 

Narcotic  addicts  (520) 

150 

28 

370 

72 

28 

42  38 

58 

(21) 

Nonaddicts  (294) 

30 

9.8 

264 

90.2 

12 

85.7  2 

14.3 

The  percentage  of  lipoidal  serologic 
tests  for  syphilis  among  female  drug 
addicts  arrested  on  suspicion  of  prostitution 
has  averaged  about  35  per  cent  yearly 
during  the  last  few  years.  The  percentage 
of  positive  results  found  in  this  study  was 
slightly  less  (28  per  cent)  for  possible 
reasons  explained  in  the  text.  A control 
group  of  the  same  socioeconomic  stratum 
proved  to  be  9.3  per  cent  positive. 

The  BFP  percentage  among  drug  addicts 
stood  at  58  per  cent,  but  in  the  control 
group  it  was  only  14.3  per  cent. 

Another  conjecture,  frequently  enter- 
tained, was  that  the  high  percentage  of 
BFP  tests  among  drug  addicts  could  be 
attributed  to  commonly  shared  needles 
and  other  paraphernalia  of  the  trade,  which 
could  very  well  produce  hepatitis,  one  of 
the  recognized  causes  of  BFP  reactions. 
This  conjecture  was  not  confirmed  by  our 
study,  as  the  transaminase  tests  gave  no 
significantly  different  results  between  our 
study  group  and  the  control  group. 

The  study  of  the  electrophoretic  results 
in  these  2 groups  also  showed  no  significant 
difference. 

The  challenge  to  find  the  mechanism 
by  which  the  drugs  cause  such  a high  level 
of  BFP  reactions  among  drug  addicts  is, 
therefore,  still  confronting  us. 

Conclusions 

During  1964  to  1965  a study  was  made 
on  the  serology  of  520  female  drug  addicts 
arrested  on  suspicion  of  prostitution  and 
on  294  female  nonaddicts  also  arrested 
on  suspicion  of  prostitution. 


Our  findings  were  the  following: 

1.  The  nontreponemal  tests  showed  a 
28  per  cent  positive  result  among  drug 
addicts  and  only  9.3  per  cent  among  a 
comparable  nonaddict  group. 

2.  The  BFP  reactions  were  58  per  cent 
in  the  addict  group  and  14.3  per  cent  in 
the  nonaddict  control  group. 

3.  The  SGOT  and  SGPT  as  well  as  the 
electrophoretic  tests  showed  no  distinct 
abnormality  in  either  group. 

On  the  basis  of  these  data  we  can  reason- 
ably conclude  that: 

1.  There  is  a direct  causal  relationship 
between  the  use  of  narcotic  drugs  and  the 
percentage  of  BFP  reactions. 

2.  The  mechanism  of  action  which 
causes  BFP  reactions  in  the  narcotic 
addicts  seems  not  to  be  attributable  to 
liver  cell  damage  as  detected  by  the 
transaminase  and  electrophoretic  tests. 
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An  attempt  will  be  made  in  this  presen- 
tation to  point  out  those  scientific  observa- 
tions which  point  to  the  need  for  including 
principles  of  immunology  and  allergy  in  the 
management  of  the  problem  of  atopic  der- 
matitis. Because  of  time  limitations,  con- 
troversial aspects  will  be  but  briefly  noted. 
To  be  omitted  are  any  description  and  dis- 
cussion of  the  various  eczematous  derma- 
toses occurring  in  infants  and  children, 
which  have  to  be  distinguished  from  what 
is  commonly  defined  as  atopic  dermatitis 
or  infantile  allergic  eczema.  I will  deviate 
only  to  mention  eczematous  contact  der- 
matitis, which  in  its  simpler  form  may  be 
due  to  contact  with  soap,  wool,  silk,  chem- 
ical irritants,  and  so  on  but  under  other 
circumstances  may  be  an  allergic  manifes- 
tation due  to  superimposed  sensitization 
from  overtreatment  of  the  skin. 

It  must  be  recognized  that  atopic  der- 
matitis is  but  the  first  phase  of  an  allergic 
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scientific  and  clinical  information  which 
points  to  the  need  for  including  principles  of 
immunology  and  allergy  in  the  management 
of  atopic  dermatitis  are  presented.  Atopic 
dermatitis  is  the  first  phase  of  an  allergic 
cycle,  and  too  much  reliance  is  placed  on 
spontaneous  remissions  or  on  self -limitation 
of  the  process  as  a means  of  cure.  Avenues 
of  exposure  include  ingestion,  inhalation, 
and  absorption  through  skin.  Testing  is 
utilized  in  the  management  of  the  patient: 
in  setting  up  a living  pattern,  in  planning  the 
diet,  in  avoiding  exposure  to  excitants,  and 
in  studying  the  course  of  the  reagin.  It  is 
apparent  that  the  skin  of  the  patient  with 
atopic  dermatitis  has  an  increased  vasoreac- 
tive  capacity.  A comprehensive  program  of 
management  encompassing  all  the  findings 
should  result  in  better  management  of  this 
troublesome  entity. 


cycle,  and  that  the  allergic  process  may  in- 
volve such  other  shock  organs  as  the  mu- 
cosa of  the  gastrointestinal  and  respiratory 
tracts.  Too  much  reliance  is  placed  on 
spontaneous  remissions  or  on  self-limita- 
tion of  the  process  as  a means  of  cure  of  the 
disease.  But  who  is  to  say  which  child  will 
“outgrow  the  skin  disease,”  a phrase  com- 
monly used,  even  by  physicians.  The  child 
with  infantile  eczema  is  potentially  an  asth- 
matic or  hay  fever  patient,  and  the  earlier 
the  patient  and  parents  are  taught  this,  the 
more  intelligently  can  they  recognize  other 
symptoms  which  may  eventually  appear. 
It  is  our  duty  to  teach  them  the  temporary 
limitations  of  a way  of  life  which  can  pre- 
vent or  minimize  the  more  serious  allergic 
ailments  as  chronic  rhinitis,  sinusitis,  nasal 
polyps,  and  bronchial  asthma  with  its  com- 
plicating emphysema  and  bronchiectasis. 

What  are  the  findings  and  mechanisms 
involved  in  the  allergic  concept  of  atopic 
dermatitis? 

Nature  and  location  of  reaction 

The  essential  lesion  of  atopic  dermatitis 
is  an  edematous  or  urticarial-type  reaction 
which  starts  in  the  cutis  and  represents  an 
interaction  between  allergen  (excitant)  and 
its  specific  reagin.  Whealing  is  not  a prop- 
erty of  the  infantile  skin;  rather  it  tends  to 
vesiculation  to  a greater  degree  than  does 
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the  skin  of  the  adolescent  or  adult.  The 
infant’s  skin  is  less  impermeable  than  that 
of  the  adult  both  from  within  and  without 
and  therefore  can  react  with  spongiosis, 
vesiculation,  oozing,  and  crusting  both  by 
way  of  the  cutis  and  by  transepidermal 
penetration.1 

The  eczema  in  infancy  is  different  in  ap- 
pearance from  the  neurodermatitis  of  the 
child  or  adult  which  is  of  atopic  origin.  It 
is  not  strange,  as  Sulzberger1  states,  that 
atopic  dermatitis  is  not  the  same  in  clinical 
appearance  at  different  age  periods.  Many 
metabolic  processes  in  the  infant  are  dif- 
ferent from  those  in  the  adult,  as  are  the 
anatomy,  physiology,  and  chemical  con- 
stitution of  his  skin.  It,  therefore,  reacts 
differently  to  identical  irritation  or  stimuli. 

Hereditary  background 

One  or  both  of  the  parents  or  a more  dis- 
tant relative  may  be  involved  in  the 
eczema-asthma-hay  fever  complex.  It  is  a 
not  uncommon  experience  in  practice  to 
treat  the  child  for  the  eczema  even  before 
the  parent  is  seen  for  his  hay  fever. 

Avenues  of  exposure  to  antigen 

Ingestion.  By  passively  sensitizing 
(injecting  reagin-bearing  serum)  practically 
all  mucous  membranes,  serous  surfaces, 
and  the  skin  in  man  and  animal,  Walzer2'3 
demonstrated  that  traces  of  unaltered  pro- 
tein reached  the  sensitized  sites  by  way  of 
the  circulation,  following  the  oral  ingestion 
or  intravenous  administration  of  the  related 
antigen.  The  allergens  which  most  com- 
monly acted  in  this  respect  were  eggs,  nuts, 
fish,  peas,  and  mustard.  Those  which  oc- 
casionally reached  the  sensitized  sites  were 
broccoli,  bananas,  pumpkin  seed,  milk, 
spinach,  turkey,  and  chicken.  This  series 
of  studies  is  fundamental  to  an  understand- 
ing of  the  subject  of  transport  of  the  reagin 
regardless  of  the  point  of  entry  of  the  anti- 
gen. 

Inhalation.  Figley  and  Parkhurst  in 
1933 4 reported  scratch  and  endermic  reac- 
tions to  silk  in  5 cases  of  neurodermatitis 
and  stressed  its  role  as  an  inhalant.  Taub 
and  Zakon  in  19335  demonstrated  reagins 
to  silk  in  3 cases  of  neurodermatitis.  They 
provoked  itching  of  the  skin,  sneezing,  and 
rhinorrhea  by  blowing  powdered  silk  pro- 


tein into  the  nostrils  of  the  subjects.  Sulz- 
berger and  Vaughan1,  passively  sensitized  a 
nonallergic  donor  with  silk  reagin-bearing 
serum  and  demonstrated  a wheal  reaction 
twenty  minutes  after  powdered  silk  antigen 
was  blown  into  the  donor’s  nostrils.  The 
role  of  inhalants  as  etiologic  agents  in 
atopic  dermatitis  was  clearly  demonstrated 
by  Tuft,  Tuft,  and  Heck7  and  Tuft  and 
Heck.8  The  disease  could  be  reproduced 
by  controlled  exposure  to  autogenous  dust, 
Alternaria  spores,  and  ragweed  pollen. 
Reagins  could  be  demonstrated  to  each 
specific  excitant.  That  typical  atopic  der- 
matitis associated  with  pollen  sensitivity 
can  develop  in  pollen  season,  either  alone 
or  in  association  with  mucus  membrane  ' 
symptoms,  has  been  the  experience  of  most 
of  us  and  has  been  the  subject  of  several 
clinical  articles.9-13 

Absorption  through  skin.  The  atopic 
child  may  be  so  extremely  sensitive  to 
certain  foods  that  the  local  contact  with 
these  substances  can  provoke  a dermatitis 
by  transepidermal  penetration  soon  after 
exposure  to  certain  foods  such  as  spinach, 
eggs,  and  nuts.  Contact  with  wool  and 
silk  can  evoke  a similar  response.  Patch 
tests  are  not  generally  positive,  although 
intracutaneous  tests  are. 

That  the  skin  is  able  to  absorb  antigen 
and  permit  it  to  be  transported  by  the 
blood  stream  to  a skin  site  sensitized  with 
the  specific  serum  was  shown  by  Sack  and 
Walzer.14  The  authors  sensitized  the  skin 
of  volunteers  with  cottonseed  reagin-con- 
taining  serum  of  high  titer.  A paste  con- 
sisting of  cottonseed  in  petrolatum  or  lano- 
lin was  massaged  into  an  untreated  area  of 
the  skin,  and  within  from  twelve  to  twenty- 
three  minutes  there  appeared  an  urticarial 
reaction  at  the  sensitized  skin  site. 

Reagin  or  atopic  antibody 

Only  those  properties  of  the  reagin  anti-  y 
body  will  be  pointed  out  which  bear  rela- 
tion to  the  subject  under  discussion.  The 
reagin  is  commonly  associated  with  the 
atopic  illness.  Its  presence  indicates  pre- 
vious exposure  of  the  subject  to  the  related 
excitant.  Reagins  are  not  generally  found 
in  the  infant  during  the  first  few  weeks  of 
life.  Experimentally,  the  placenta  has 
been  shown  to  block  the  reagin.  Antigen 
passing  through  the  breast  milk  may  be  the 
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stimulus  for  reagins  found  early  in  infancy. 
As  the  atopic  infant  grows  older,  added  food 
exposures  and  inhalant  contacts  may  stim- 
ulate the  formation  of  new  antibodies. 
The  reagin  has  the  peculiar  inherent  prop- 
erty of  becoming  fixed  in  the  human  skin  at 
the  site  of  serum  injection  and  of  remaining 
so  for  as  long  as  six  to  eight  weeks.  It  is 
this  property  which  forms  the  basis  of  the 
Prausnitz-Kiistner  phenomenon  and  the 
system  of  indirect  testing  developed  by 
Walzer.3 

Methods  of  testing 

Direct  testing,  whether  by  the  scratch  or 
intracutaneous  method,  is  not  and  cannot 
be  reliable  in  the  young  child  with  atopic 
dermatitis,  because  the  skin  generally,  even 
in  those  areas  seemingly  not  involved,  is 
hyperreactive.  The  difficulty  in  handling 
a child  during  such  a testing  procedure  is 
another  formidable  obstacle.  On  the  other 
hand,  the  passive  transfer  method  is  a con- 
trolled system  of  testing,  nontraumatic  to 
the  child,  and  reliable  in  competent  hands. 
It  has  certain  other  distinct  advantages: 
(1)  it  can  be  completed  in  two  to  three 
weeks;  (2)  the  patient  need  be  seen  only 
once  or  not  at  all  if  the  serum  is  supplied, 
thus  making  available  this  method  of  study 
for  patients  in  localities  where  trained  med- 
ical personnel  is  not  available;  and  (3) 
where  the  infant’s  skin  is  involved  diffusely, 
there  is  no  other  method  of  study.  I shall 
therefore  proceed  to  the  subject  of  indirect 
testing  from  the  standpoint  of  interpreta- 
tion and  evaluation. 

Testing  by  passive  transfer  method. 
The  technic,  briefly  stated,  involves  the 
preparation  of  numerous  sites  on  the  arms 
of  nonatopic  volunteers  with  the  patient’s 
serum.  After  a waiting  period  of  three  to 
four  days  the  sites  are  tested  successively 
with  suitable  allergenic  extracts,  and  si- 
multaneously an  adjacent  untreated  area  of 
skin  is  also  tested.  Any  difference  between 
reaction  at  the  serum  site  and  normal  skin 
is  a measure  of  the  antibody  content  of  the 
patient’s  serum. 

Having  completed  the  testing  series, 
what  information  does  the  final  result  sup- 
ply? (1)  The  presence  of  positive  reac- 
tions confirms  the  diagnosis  of  an  atopic 
dermatitis;  (2)  it  gives  the  allergist  a 
starting  point  from  which  to  arrange  a 


proper  diet  and  create  a suitable  home  en- 
vironment; and  (3)  the  final  summation 
of  testing  usually  indicates  a pattern  of  sen- 
sitivity with  reactions  predominantly 
among  certain  groups  of  foods  or  inhalants 
or  in  combinations.  Within  groups,  also, 
other  patterns  become  apparent  such  as 
pea,  bean,  nut,  and  seed  sensitivities. 

And  how  is  this  information  now  utilized 
in  the  management  of  the  patient? 

1.  It  helps  the  physician  to  decide  where 
the  greatest  emphasis  in  restriction  of  liv- 
ing pattern  is  to  be  placed,  whether  in  re- 
lation to  environment,  to  foods,  or  both. 

2.  In  the  handling  of  the  food-sensi- 
tive child,  the  test  pattern  of  foods  gives 
one  courage  to  avoid  members  of  one  group 
and  to  be  liberal  with  those  of  another. 
Where  numerous  reactions  are  found,  the 
removal  of  major  offenders  frequently 
raises  the  tolerance  threshold  so  that  other 
reacting  foods  are  tolerated. 

3.  Where  one  or  more  foods  in  a group 
show  reactions,  it  is  good  prophylactic  plan- 
ning to  eliminate  all  members  of  the  group 
to  avoid  the  development  of  new  sensitivi- 
ties. 

4.  The  presence  of  reagin  is  more  apt  to 
be  of  clinical  significance  than  is  a positive 
direct  test  result.  The  allergist,  however, 
must  clearly  implicate  the  allergen  clini- 
cally by  careful  questioning  at  each  visit  or 
by  the  study  of  a detailed  daily  diary  of 
the  patient’s  food  intake  and  activities. 
The  diary  study,  although  tedious  to  the 
parent  or  patient  in  its  preparation  and  to 
the  physician  in  its  interpretation,  is  a 
most  valuable  instrument  in  solving  the 
problem. 

5.  The  reagin  has  no  date  label.  It 
may  appear  months  or  years  before  the 
shock  organ  will  respond  with  clinical  symp- 
toms, or  it  may  persist  after  symptoms  have 
cleared  and  the  shock  organ  no  longer  re- 
sponds to  the  specific  excitant.  This  is 
particularly  evident  in  the  clinical  picture 
of  hay  fever. 

6.  Even  when  positive  reactions  can- 
not be  implicated  clinically,  it  is  judicious 
planning  to  avoid  exposure  to  such  ex- 
citants, whether  food  or  inhalant. 

In  review  then,  a carefully  executed  pas- 
sive transfer  study  requires  judicious  in- 
terpretation and  application  as  part  of  a 
thorough  allergic  survey,  entailing  weeks 
and  months  of  observation. 
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Association  of  atopic  dermatitis 
with  mucous  membrane  sensitivity 

Still  another  feature  in  the  allergic  con- 
cept of  atopic  dermatitis  is  its  association 
with  symptoms  relating  to  the  mucosal  sur- 
faces of  the  gastrointestinal  and  respiratory 
tracts,  either  concurrently  or  developing 
subsequently.  Stated  otherwise,  there  is 
a shifting  of  the  shock  organ. 

It  is  not  the  intent  of  this  presentation  to 
convey  the  impression  that  the  concept  of 
allergy  is  the  only  mechanism  involved  in 
this  complex  disease.  There  is  consider- 
able evidence  to  indicate  that  the  skin  of 
the  patient  with  atopic  dermatitis  has  an 
increased  vasoreactive  capacity.  Certain 
stigmata  are  in  evidence,  and  I shall  call 
attention  briefly  to  some  of  them.15  White 
dermographism  or  the  replacement  of  the 
red  line  and  wheal  of  the  triple  stroke  re- 
sponse by  a persistent  white  line  due  to 
vasoconstriction  is  frequently  found.16 
Williams17  demonstrated  that  the  favored 
areas  of  involvement,  namely  the  neck  and 
flexures,  were  identical  with  the  histamine 
flush  areas.  Following  hypodermic  ad- 
ministration of  histamine,  there  appeared 
in  these  sites  of  predilection  a characteris- 
tic flush  together  with  an  increase  in  skin 
temperature,  whether  or  not  the  patient 
had  active  dermatitis  at  the  time  of  exam- 
ination. Eyster,  Roth,  and  Kierland18 
demonstrated  that  the  rate  of  cooling  of 
fingers  and  toes  in  a cool  environment  was 
increased  and  the  rate  of  warming  in  a 
warm  environment  was  decreased  in  pa- 
tients with  atopic  dermatitis.  Moreover, 
individuals  with  features  of  atopy  other 
than  dermatitis  demonstrated  temperature 
changes  in  the  flexure  areas  and  in  the  toes 
and  fingers  that  were  identical  with  those  of 
patients  with  atopic  dermatitis. 

Blank19  20  cited  evidence  indicating  the 
need  for  maintaining  a moisture  equilib- 
rium, thus  explaining  the  improvement  in 
the  summer.  Exacerbation  of  the  derma- 
titis in  the  winter  was  felt  to  be  caused  by 
drying  of  skin  and  resultant  occluded  sweat 
ducts.  Johnson  and  Winkelmann21  dem- 
onstrated a delayed-blanch  phenomenon  in 
atopic  children,  with  or  without  atopic 
dermatitis,  following  intracutaneous  tests 
with  methacholine  chloride.  They  also 
found  that  atopic  children  have  a lower 
basal  temperature  than  nonatopic  children. 


Solomon,  Wentzel,  and  Tulsky22  detected  a 
deficit  of  circulating  norepinephrine  in  pa- 
tients with  acute  atopic  dermatitis,  and 
studies  with  C14  norepinephrine  suggested  > 
a tendency  for  exogenously  administered  • 
norepinephrine  to  be  stored  in  the  skin. 

The  several  preceding  references  repre-  | 
sent  the  recent  major  studies  in  the  phys- 
iology of  the  skin.  There  need  be  no  con- 
flict in  the  interpretation  and  application 
of  all  the  information  presented  in  this  re- 
port. A comprehensive  program  of  man- 
agement encompassing  all  the  findings 
should  result  in  a better  management  of 
this  troublesome  entity. 

Summary 

An  attempt  was  made  to  present  scien- 
tific and  clinical  information  which  is  the 
basis  for  the  allergic  concept  of  atopic  der- 
matitis. Management  and  treatment 
should  include  procedures  based  on  these 
principles  and  experiences.  The  advice 
that  a child  will  “outgrow”  the  eczema 
should  be  given  only  if  one  is  willing  to  add 
that  the  child  may  reasonably  “grow  into” 
the  asthmatic  state.  Brief  reference  is 
made  to  an  altered  physiology  of  the  skin 
indicating  an  increased  vasoreactive  ca- 
pacity of  the  atopic  skin.  A broad  concept 
encompassing  all  basic  and  clinical  findings 
could  result  in  a better  over-all  manage- 
ment of  atopic  dermatitis. 

555  Ocean  Avenue 
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Furosemide  in  heart  failure 


The  diuretic  properties  of  intravenously  ad- 
ministered furosemide  (Lasix)  were  evaluated 
in  52  hospitalized  patients  with  edema  by  M. 
Davidov,  M.D.,  N.  Kakviatos,  M.D.,  and  F.  A. 
Finnerty,  Jr.,  M.D.,  who  reported  this  in  a re- 
cent issue  of  J.A.M.A.  Of  these,  41  had  con- 
gestive heart  failure,  and  12  had  pulmonary 
edema.  In  the  41  congestive  failure  patients, 
repeated  doses  of  80  to  160  mg.  completely 
cleared  peripheral  edema,  and  in  9 of  the  12 
patients  with  pulmonary  edema,  the  pulmonary 
congestion  cleared  by  the  fifth  day.  Urinary 
output  increased  thirteenfold  fifteen  minutes 
after  the  injection,  along  with  a more  than  four- 
fold increase  in  urinary  sodium  excretion.  The 
urinary  sodium-potassium  excretion  ration  dur- 
ing the  diuresis  was  increased  more  than  one- 
fold. Potassium  excretion  was  not  increased 
unless  there  was  excessive  diuresis. 

Furosemide  is  a potent,  rapidly  acting  diuretic, 
effective  when  given  in  tablet  form.  It  was 
supplied  in  2-ml.  ampules  in  a concentration  of 
10  mg.  per  100  ml.  and  was  administered  undilu- 
ted. The  starting  dose  was  40  mg.  All  doses 
were  given  intravenously  over  a period  of  thirty 
to  sixty  seconds.  If  there  was  not  a satis- 
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factory  diuresis  within  an  hour,  the  dose  was 
increased,  with  the  end  point  a complete  clearing 
of  the  edema.  Once  the  effective  dose  had  been 
established,  this  was  administered  until  complete 
clearing  of  the  edema.  Patients  arrived  in  the 
fasting  state,  were  weighed,  and  then  allowed 
oral  fluids.  All  diets  were  unrestricted. 

Complete  clearing  was  achieved  in  all  pa- 
tients in  from  four  to  six  days.  While  a satis- 
factory diuresis  followed  the  first  dose  in  37 
patients,  subsequent  injections  induced  an  even 
more  profound  response.  In  the  41  patients 
with  congestive  heart  failure,  onset  of  diuresis 
began  within  one  or  two  minutes,  reaching 
a peak  action  at  about  twenty-five  minutes. 
At  two  hours  a decline  in  diuresis  set  in,  but 
diuretic  activity  was  still  present  up  to  twenty- 
four  hours. 

Temporary  nausea  was  experienced  by  1 pa- 
tient given  300  mg.  furosemide  rapidly.  The 
relationship  of  pulmonary  infarction  in  2 pa- 
tients was  considered  doubtful.  Seven  patients 
complained  of  leg  cramps  twenty-four  hours 
after  the  injection,  but  the  relationship  to  elec- 
trolyte imbalance  could  not  be  proved.  Even 
in  patients  who  had  electrolyte  imbalance,  side- 
effects  due  to  hyponatremia  and  hypokalemia 
were  not  noted.  Toxicity  or  tachyphylaxis 
were  not  observed  after  single  or  repeated  ad- 
ministrations of  massive  doses. 
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Lingual  Thyroid 
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Clinical  awareness  of  the  presence  of 
ectopic  thyroid  tissue  is  becoming  more 
acute  as  modern  technics  of  diagnosis  with 
radioactive  iodine-131  are  employed.  The 
statistical  incidence  of  lingual  thyroid  is 
difficult  to  evaluate.  However,  estimates 
from  large  thyroid  clinics  indicate  that  its 
occurrence  may  be  1 in  every  3,000  cases  of 
thyroid  disease.  The  Mayo  Clinic  reports 
that  the  condition  is  detected  once  every 
three  to  five  years.  Johnson  and  Johnson1 
described  the  first  4 cases  of  lingual  thyroid 
recognized  in  a seventy-year-old  hospital, 
and  these  were  seen  in  a recent  nine-month 
period.  Turcot2  reviewed  the  case  studies 
of  1,875  patients  with  thyroid  disease,  1946 
to  1962  and  found  5 cases  of  ectopic  thyroid. 
Certainly  the  subject  is  particularly  inter- 
esting to  the  internist,  pediatrician,  surgeon, 
and  otolaryngologist.  Lahey3  and  Mont- 
gomery4 have  pointed  out  that  in  70  per 
cent  of  the  reported  cases  of  lingual  thyroid, 
the  ectopic  mass  represents  the  only  func- 
tioning thyroid  tissue  in  the  body.  There- 
fore its  removal  is  fraught  with  the  produc- 
tion of  hypothyroidism.  F urthermore,  this 
glandular  tissue  is  as  subject  to  any  dys- 
function or  disease  as  normally  situated 
thyroid  tissue.  Patients  who  have  been 
found  to  display  lingual  thyroid  should  be 
followed  through  the  years,  as  recom- 
mended by  McNelis.5  Johnson  and  John- 
son1 stressed  that  a patient  with  lingual 
thyroid  is  ever  in  danger  of  hypothyroidism. 
Pediatricians  should  suspect  lingual  thyroid 


in  cases  of  congenital  or  juvenile  hypo- 
thyroidism and  in  children  who  are  seen 
with  respiratory  distress.  Lofgren6  stressed 
this  observation  in  his  article. 

Lingual  thyroid  is  evidenced  more  fre- 
quently during  puberty  when  physiologic 
growth  occurs.  Apparently  the  condition  is 
more  frequent  in  females.  Occasionally  it 
may  be  noted  at  birth  or  shortly  thereafter. 
Enlargement  of  the  ectopic  thyroid  may  be 
produced  by  pregnancy,  trauma,  infection, 
and  destruction  or  removal  of  the  thyroid 
gland.  The  size  of  the  lingual  thyroid  is 
not  related  to  its  functional  capacity.  In 
some  cases  the  tissue  is  a nonfunctioning 
glandular  mass. 

The  lingual  thyroid  may  produce  no 
symptoms  or  the  following:  ( 1 ) obstruction, 
taking  the  form  of  sensation  of  a foreign 
body,  cough,  constant  desire  to  swallow, 
interference  with  proper  speech,  or  dyspnea, 
especially  in  the  recumbent  position;  (2) 
pressure;  or  (3)  hemorrhage,  since  the  rich 
vascular  supply  of  the  glandular  tissue  and 
the  superficiality  of  some  of  the  vessels  may 
create  profuse  bleeding.7 

The  clinical  diagnosis  may  be  made  by 
the  appearance  of  a midline  lesion  of  the 
tongue  near  the  foramen  caecum.  It  is  not 
ulcerated  and  is  deep  red,  circumscribed, 
firm,  soft  or  cystic,  and  sessile.  Numerous 
vessels  course  over  its  surface.  The  solid 
tumors  are  dark  red,  quite  vascular,  and 
composed  of  normal  adult  or  immature  i 
thyroid  tissue.  The  growth  is  covered  by 
stratified  squamous  epithelium. 

It  is  necessary  that  the  tongue  be  brought  t 
forward  or  depressed  properly  to  demon- 
strate its  presence.  If  this  is  not  done,  the  : 
growth  may  easily  be  missed  during  a rou-  ■ 
tine  examination  of  the  pharynx.  Diagno- 
sis by  means  of  biopsy  may  be  attempted,  : 
but  there  is  risk  of  hemorrhage.  Definite 
identification  may  be  made  by  the  use  of 
radioactive  iodine.8  _1°  The  cells  of  thyroid 
tissue  possess  a specific  affinity  for  iodine. 
The  presence  of  such  tissue,  regardless  of 
location,  is  detectable  by  the  radiations 
emanating  from  the  I131.  These  rays  are 
graphically  revealed  in  the  form  of  a 
“scintigram.”  The  test  will  indicate  4 
whether  or  not  there  is  functioning  tissue  1 
in  the  normal  site  or  in  the  lingual  area  and 
also  the  degree  of  glandular  activity.  The  | 
scintigram  is  useful  not  only  for  diagnosis 
but  also  for  determination  of  the  metabolic  < 
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status  of  the  patient  following  medical  or 
surgical  treatment. 

The  diagnosis  of  lingual  thyroid  must  be 
differentiated  from  the  following  condi- 
tions: angioma,  fibroma,  adenoma,  cyst, 

thyroglossal  cyst,  lipoma,  and  malignant 
conditions. 11 

The  treatment  of  lingual  thyroid  varies 
with  the  severity  of  symptoms.  Some  pa- 
tients present  no  symptoms  other  than  the 
clinical  finding  of  a central  mass  on  the 
posterior  portion  of  the  tongue.  Both  the 
cases  described  in  this  report  fall  into  this 
category.  If  the  lingual  thyroid  is  the  only 
functioning  thyroid  tissue,  removal  will  re- 
sult in  a hypothyroid  state  unless  the 
excised  mass  is  transplanted  elsewhere  in 
the  body  or  the  patient  receives  thyroid 
extract  for  the  remainder  of  his  life. 

Ray12  has  listed  the  following  indications 
for  surgery:  difficulty  in  swallowing,  diffi- 

culty in  speech,  difficulty  in  breathing,  re- 
peated or  severe  hemorrhages,  uncontrol- 
lable hyperthyroidism,  degeneration  with 
necrosis,  and  suspected  malignant  changes. 

There  are  several  surgical  approaches  to 
the  excision  of  the  lingual  thyroid.  Pre- 
liminary tracheostomy  should  be  considered 
because  of  the  possibility  of  postoperative 
swelling  of  the  tongue.  The  intra-oral 
route  is  relatively  simple:  the  tongue  is 

drawn  forward  with  stay  sutures,  incision  is 
made  over  the  growth,  and  it  is  removed 
partially  or  completely.  If  partial  excision 
is  performed,  there  is  the  possibility  of  re- 
currence of  the  mass.  Complete  ablation 
presents  the  problem  of  hypothyroidism. 
Auto-implantation  has  been  devised  to 
obviate  this  metabolic  condition. 13  ~16  The 
lingual  growth  may  also  be  extirpated  by 
median17  or  lateral18  pharyngotomy.  In 
some  cases  medical  treatment  with  radio- 
active iodine  may  be  indicated,  supple- 
mented by  thyroid  extract.19  Wible  and 
Freeman10  stressed  the  point  that  the  use  of 
the  scintigram  following  medical  or  surgical 
treatment  is  invaluable  in  determining  the 
thyrometabolic  status  of  the  patient  and  in 
detecting  the  presence  of  residual  tissue  in 
the  lingual  region. 


Case  reports 

Case  1.  A four-year-old  boy  had  been  re- 
ferred to  a pediatrician  for  conjunctivitis  and 
swelling  of  the  lips  and  cheeks.  During  the 
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course  of  routine  examination,  a lump  was  vis- 
ualized at  the  base  of  the  tongue.  There  were 
no  symptoms  referable  to  the  mass.  The  same 
physician  had  examined  this  child  on  previous 
occasions  but  had  not  noted  this  finding. 
Another  pediatrician  who  had  followed  the  child 
from  birth  had  never  mentioned  the  tongue 
growth  to  the  mother.  The  patient  was  re- 
ferred to  a head  and  neck  surgeon  who  recom- 
mended special  studies  to  rule  out  the  possibility 
of  a lingual  thyroid. 

Examination  in  December,  1963,  revealed  the 
presence  of  a reddish  midline  growth  at  the  base 
of  the  tongue,  measuring  1 cm.  in  diameter  and 
elevated  to  0.5  cm.  above  its  surface.  Complete 
blood  count  and  urinalysis  gave  normal  results. 
A clinical  diagnosis  of  lingual  thyroid  was  made 
and  the  child  referred  for  radioactive  studies. 
Scintiscanning  of  the  neck  revealed  no  activity. 
Anterior  and  lateral  scanning  of  the  face  demon- 
strated all  the  activity  to  be  over  the  mass  on 
the  tongue.  The  conclusion  was  that  the  child 
had  functioning  thyroid  tissue  only  in  the  lin- 
gual mass.  Figure  1 graphically  presents  the 
results  of  the  scanning. 

The  parents  were  advised  that  surgery  was 
contraindicated  in  view  of  the  lack  of  symptoms 
and  normal  metabolic  state. 


Case  2.  A seven-year-old  girl  was  examined 
for  soreness  of  the  throat  and  some  difficulty 
in  swallowing.  The  pharynx  was  congested 
diffusely.  The  pharyngeal  tonsils  had  been 
enucleated.  The  lingual  tonsils  were  reddened 
and  hypertrophied.  A reddish  midline  mass  was 
visualized  at  the  base  of  the  tongue  between  the 
mounds  of  lymphoid  tissue.  Diagnoses  of 
pharyngitis  associated  with  lingual  tonsillitis 
and  lingual  thyroid  were  made.  The  child  was 
treated  with  antibiotics  and  decongestant  and 
re-examined  one  week  later.  The  pharyngitis 
had  subsided  along  with  the  soreness  of  the 
throat.  The  swelling  of  the  lingual  tonsils 
had  diminished.  Complete  blood  count  and 
urinalysis  gave  normal  results.  The  child  was 
referred  for  thyroid  studies.  Scintigram  re- 
vealed no  activity  in  the  normal  area  and  ac- 
tivity in  the  lingual  region.  Figure  2 illustrates 
the  results  of  the  scanning  procedure. 

The  child’s  parents  were  informed  that  sur- 
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FIGURE  2.  Case  2.  Results  of  scanning. 


gery  was  not  necessary  because  of  the  normal 
thyroid  state  and  absence  of  symptoms  refer- 
able to  the  lingual  mass.  The  patient  has  been 
followed  over  the  past  few  years  with  no  evi- 
dence of  changes  at  the  base  of  the  tongue. 

Summary 

Two  cases  of  lingual  thyroid  seen  in 
children  over  a six-month  period  in  1964  are 
reported.  In  both  patients  there  were  no 
symptoms  attributed  to  the  lingual  thyroid. 
Scintigrams  clearly  confirmed  functioning 
thyroid  tissue  exclusively  in  the  lingual 
mass.  No  treatment  of  the  lingual  thyroid 
was  required  in  either  case. 

The  use  of  radioactive  iodine  in  the 
diagnosis  of  lingual  thyroid  is  discussed,  as 
well  as  the  treatment  of  the  proper  indica- 
tions. 


Lead  in  hair 

In  15  of  16  patients  hospitalized  with  con- 
firmed chronic  plumbism,  early  detection  would 
have  been  possible  if  a determination  of  lead  in 
hair  had  been  made  several  weeks  before  the  on- 
set of  severe  symptoms,  according  to  a recent 
study  in  Boston. 
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It  was  found  that  hair-follicle  analysis  for  lead 
provides  an  additional  means  for  confirming  the 
diagnosis  of  chronic  plumbism  in  children, 
correlating  well  with  major  clinical  and  labora- 
tory findings. 

However,  the  procedure  is  not  suitable  for 
establishing  the  diagnosis  of  acute  lead  intoxi- 
cation. 
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|n  late  1966  a rock-n-roll  singer  named 
Donovan,  whose  records  have  shown  fre- 
quent, unmistakable  references  to  “psy- 
chedelic” subject  material,  sang  a song 
called  “Mellow  Yellow,”  which  contained 
the  following  now  clearly  prophetic  lines: 

Electrical  banana  is  gonna’  be  a sudden  craze, 
Electrical  banana  is  bound  to  be  the  very 
next  phase  f 

Next,  in  early  March,  1967,  the  following 
communication  in  the  form  of  a letter  to 
the  editor  appeared  in  an  “underground” 
newspaper,  The  Berkeley  Barb: 

. . . banana  high  is  itself  probably  familiar 
to  your  readers,  but  here  is  our  kitchen- 
tested  version:  peel  a ripe  banana,  scrape 

from  inside  the  peel  the  white  fiber  and  dry 

* This  study  was  supported  by  U.S.  Public  Health  Service 
Grants  MH-04669  and  MH-0861804. 

t Copyright  1966  by  Donovan  (Music)  Ltd.,  London — 
Sole  selling  agent  here  International  Corporation,  New  York, 
New  York — used  by  permission  of  the  Copyright  Owner. 


in  a slow  (200  F.  or  less)  oven,  then  crumble 
and  roll  into  a banana  joint,  or,  better  still, 
smoke  in  a pipe.  The  high  is  gentle.  I am 
told  it  is  more  like  a psilocybin  than  a mari- 
huana high. 

This  was  reprinted  in  the  Village  Voice 
on  March  16,  1967,  and  the  effect  in  the 
Greenwich  Village  area  was  immediate. 
Costumes  featured  bananas  worn  around 
the  neck,  and  “banana  rallies”  were  held 
in  Washington  Square  Park  featuring  rock- 
n-roll  groups  singing  the  virtues  of  “banana 
grass”  and  carrying  huge  papier-mache 
banana  models. 

Following  this  activity,  banana  smoking 
became  widespread,  and  commercial  prep- 
arations of  dried  bananas  were  offered  for 
sale.  As  a result,  we  decided  to  investigate 
the  clinical  effects  of  banana  smoking  by 
direct  interviews  and  to  attempt  to  deter- 
mine the  chemical  nature  of  the  active 
agent,  if  any. 

Method 

The  subjects  were  located  in  known 
gathering  places  for  drug  users  in  the 
Greenwich  Village  area,  particularly  those 
used  by  the  current  banana  cultists. 

Fifty  consecutive  subjects  were  inter- 
viewed. Interviews  were  brief  and  ori- 
ented toward  such  issues  as  “dosage,” 
that  is,  quantity  smoked,  delineation  of  the 
quality  of  psychologic  experience  induced, 
and  evaluation  of  the  occurrence  and  fre- 
quency of  side-effects.  Subjective  com- 
parisons with  other  drugs  were  noted,  but 
an  attempt  was  made  to  elicit  a descriptive 
statement  of  the  experience  rather  than 
permit  descriptions  by  analogy  alone. 
Although  some  were  felt  to  be  unreliable, 
it  was  considered  to  be  methodologically 
more  correct  to  include  these  and  to  indicate 
those  in  whom  reliability  was  dubious 
rather  than  to  arbitrarily  eliminate  them 
from  the  census. 

Two  subjects  had  gross  thinking  dis- 
orders, and  another  had  a history  of  psy- 
chiatric hospitalization  but  appeared  rela- 
tively intact  at  this  interview.  Approxi- 
mately 5 more  appeared  severely  disturbed 
and  would  probably  be  diagnosed  as  schizo- 
phrenic in  a setting  where  close  psychiatric 
observation  was  possible.  Two  more  spon- 
taneously mentioned  being  in  psychiatric 
treatment  at  the  time  of  the  interview. 
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TABLE  I.  Total  positive  responses  reported* 


Effects 

Number 

of 

Patients 

“Psychedelic” 

Colors  brighter  (1  histrionic,  1 unre- 
liable) 

9 

Time  sense  altered  (1  histrionic,  1 
unreliable) 

3 

Depersonalization 

2 

Derealization 

2 

Auditory  hyperacusis 

4 

Sees  colors  with  eyes  closed 

1 

“Like  weak  marihuana” 

4 

“Like  beer  or  whiskey” 

3 

“Like  DMT” 

3 

Other  psychiatric  effects 

Elevation  of  mood  (3  unreliable) 

18 

Tranquilization 

11 

Sedation 

4 

Depression 

1 

Stimulation 

1 

Irritability 

1 

Stress  subtlety  of  the  experience 

13 

Physical 

Headaches 

7 

Nausea  (1  unreliable) 

4 

Vomiting 

1 

Dizziness 

3 

Increased  tears 

1 

Increased  hunger  (both  smoked 
bananas  together) 

2 

Diarrhea 

2 

Miscellaneous 

“Nervous  afterwards  for  one  week” 

1 

“Increased  visual  sureness” 

1 

“Like  walking  on  air” 

1 

Increased  ability  to  concentrate  on 
playing  musical  instrument 

1 

* Incidence:  Some  positive  psychologic  effect  reported, 

12;  no  psychologic  effect,  12;  very  doubtful  effect,  13. 


Results 

Twelve  subjects  stated  that  there  were 
no  psychologic  effects:  “Like  a drink  of 

water”  ...  . It’s  a joke.”  Another  13 

noted  effects  but  prefixed  their  descrip- 
tions by  such  phrases  as,  “I’m  not  sure” 
. . . “It’s  very  subtle,  but  I think, ’’and 
so  on.  This,  then,  amounted  to  one  half 
of  the  sample. 

Of  the  positive  effects  reported,  elevation 
of  mood  with  laughter  was  most  frequent 
in  18,  and  11  described  tranquilizing  ef- 
fects: “I  felt  peaceful”  ..  . “Things  didn’t 
bother  me.”  Intensification  of  color  was 
noted  in  9.  Sedation  and  auditory  hyper- 
acusis  were  each  experienced  by  4 subjects. 
Three  subjects  each  reported  alteration  of 
time  sense,  hallucinatory  experiences,  and 


“rushes”  (a  “rush”  means  a brief  intense 
experience  of  a drug  effect  followed  by  nor- 
mal consciousness).  Other  effects  and 
their  frequencies  are  indicated  in  Table  I. 

The  most  common  physical  side-ef- 
fects were  headache,  in  7,  nausea,  in  4, 
and  dizziness,  in  3.  The  other  less  fre- 
quent effects  were  diarrhea,  increased  hun- 
ger, abdominal  pain,  and  vomiting  (Table 
I).  The  drug  was  likened  to  “weak  mari- 
huana” by  4,  to  DMT  (dimethyltryp- 
tamine)  by  3,  and  to  beer  or  whiskey  by  3. 

Chemical  analysis  of  banana  peels 

Because  some  of  those  interviewed  noted 
a DMT-like  effect  after  smoking  banana 
peels,  it  was  decided  to  examine  dried  peels 
for  this  compound  as  well  as  for  bufotenin, 
a structurally  related  drug. 

Method.  Strips  from  the  inner  peel  of 
4 bananas  were  dried  in  an  oven  at  200  F. 
for  two  hours  and  then  air  dried  for  two 
days  at  room  temperature.  All  studies 
were  carried  out  on  portions  of  this  prep- 
aration. 

Four  Gm.,  that  is,  an  average  pipeful, 
of  dried  banana  peels  were  placed  in  an  all- 
glass modified  Buchner’s  funnel  with  sin- 
tered glass  bottom.  The  peels  were  lit 
as  one  would  a pipe.  A mild  vacuum 
was  applied  both  to  direct  the  flow  of 
smoke  and  to  maintain  adequate  oxygen 
for  burning.  Relatively  nonvolatile  oils 
were  collected  as  drippings,  while  most  of 
the  volatile  compounds  were  trapped  in  100 
ml.  of  methanol.  This  process  took  twenty 
minutes.  Some  batches  were  pretreated 
with  0.18  and  1 mg.  of  DMT  in  methanol 
at  least  one  hour  prior  to  being  smoked. 
The  two  fractions  of  each  batch  were  con- 
centrated and  approximately  V30  was  ap- 
plied to  sheets  of  fiber  glass  impregnated 
with  silica  gel,*  and  samples  were  chroma- 
tographed, both  with  and  without  added 
DMT.  Bufotenin  was  chromatographed 
adjacent  to  the  smoke  fractions.  The 
sheets  were  developed  bidimensionally,  first 
in  chloroform  and  then  in  chloroform- 
methanol- water,  90  to  10  to  1.  With  some 
samples,  after  development  in  the  first  sol- 
vent, the  appropriate  area  was  eluted,  and 
the  concentrated  eluate  was  then  chroma- 
tographed in  the  second  solvent.  DMT 

* Gelman  Instrument  Co.,  Ann  Arbor,  Michigan  48106. 
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(Rf  0.1  in  solvent  “1”  and  Rf  0.8  in  solvent 
“2”)  was  detected  as  a bright  purple  spot 
after  spraying  with  Ehrlich’s  reagent. 
Bufotenin  develops  a blue  color  with  this 
reagent. 

To  test  for  the  presence  of  DMT  in  un- 
smoked peels,  1-Gm.  batches  were  extracted 
with  methanol  either  treated  or  untreated 
with  0.18  mg.  of  DMT.  The  methanol 
was  concentrated  to  0.5  mg.  and  0.05  ml., 
chromatographed  in  solvent  “2,”  and  then 
sprayed  with  Ehrlich’s  reagent. 

Results 

A number  of  compounds  are  present  in 
the  smoke  of  dried  banana  peels  which  are 
either  not  extractable  with  methanol  or 
are  formed  during  the  smoking  process. 
DMT  is  definitely  absent  in  unsmoked 
peels  although  it  is  easily  detected  when 
added.  Smoke  fractions,  however,  contain 
many  interfering  substances  making  the 


Spray  keratitis 

Writing  in  a recent  issue  of  Transactions: 
American  Academy  of  Ophthalmology  and  Oto- 
laryngology, A.  L.  MacLean,  M.D.,  reports  84 
patients  seen  over  a two-year  period  illustrative 
of  a characteristic  keratitis  due  to  noncorrosive 
household  sprays.  This  refers  to  a punctate 
keratitis  epithelialis,  involving  a foreign-body 
reaction  to  the  corneal  implantation  of  small 
particles  of  these  organic  compounds  by  the 
force  of  the  spray.  Typically  delayed  in  onset, 
temporary,  and  mild,  it  does  not  involve  corneal 
denudation  or  ulceration  and  is  to  be  distin- 
guished from  chemical  burns,  keratitis  from  gross 
foreign  bodies,  and  superficial  punctate  kera- 
titis of  infectious  origin.  Spray  keratitis  ap- 
parently heals  by  local  epithelial  desquamation. 
Although  usually  complete,  healing  may  not  oc- 
cur for  several  months,  and  spots  of  reduced 
transparency  of  Bowman’s  membrane  may  be 
permanent. 


limit  of  detection  of  DMT  1 mg.  per  4 Gm. 
peels  with  the  present  method.  Under 
these  conditions,  DMT  was  not  detected. 
Added  DMT,  1 mg.  per  4 Gm.  peels,  could 
be  detected  in  the  smoke  (more  volatile 
fraction).  Preliminary  evidence  also  in- 
dicated that  bufotenin  is  not  a component 
of  either  smoke  fractions. 

Summary 

Clinical  evaluation  of  50  banana  smokers 
failed  to  demonstrate  convincing  evidence 
of  true  psychosomimetic  action.  The 
effects  appear  to  be  psychologic  rather  than 
consistent  pharmacologic  ones.  Chroma- 
tographic analysis  did  not  demonstrate 
the  presence  of  bufotenin  or  DMT  (di- 
methyltryptamine).  The  over-all  con- 
clusion is  that  the  baked  skins  do  produce 
mild  autonomic  effects  which  are  sec- 
ondarily given  psychologic  elaboration  and 
experienced  as  a “high.” 


There  were  77  women  in  the  series  and  7 men 
Seventy  were  seen  with  exposure  to  hair  spray, 
and  all  of  these  but  1 were  women.  The  other 
14  were  distributed  as  follows:  household  in- 
secticide 3,  garden  spray  3,  deodorant  1,  dusting 
spray  2,  oven  spray  1,  paint  2,  and  nasal  spray  2. 
The  keratitis  resulted  from  accidental  impregna- 
tion of  the  cornea  with  minute  chemical  parti- 
cles. Two  main  factors  were  responsible  for  the 
damage:  (1)  the  chemical  composition  of  the 

spray  and  (2)  the  impact  force.  Probably  aided 
by  the  cooling  and  drying  action  of  the  solvent 
and  propellant  and  the  air,  the  principal  in- 
gredient solidifies  into  minute  particles  which 
are  driven  into  the  corneal  epithelium,  the  depth 
depending  on  the  force.  The  examination  is 
made  by  employing  fluoroscein,  a slit  lamp,  and 
a blue  filter. 

Usually  the  patient  complains  of  irritation  of 
one  eye  which  is  the  one  with  most  of  the  lesions, 
the  other  eye  being  clear  or  showing  one  or  two 
spots. 
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\A/hen  deaths  among  older  persons  are 
attributed  to  tuberculosis,  the  possibilities 
exist  that  either  the  deaths  resulted  from 
tuberculosis  developed  before  modern  treat- 
ment measures  were  available  or  that  they 
were  actually  due  to  other  causes,  partic- 
ularly those  conditions  associated  with 
aging.  However,  when  the  death  of  a 


person  under  age  forty-five  is  attributed 
primarily  to  tuberculosis,  it  suggests  that 
in  our  control  measures  there  may  have 
been  a breakdown  somewhere  in  the  chain 
of  events  from  prevention  of  disease  in  the 
first  instance,  through  early  detection, 
treatment,  and  follow-up. 

The  purpose  of  this  study  was  to  review 
the  characteristics  of  tuberculosis  among 
patients  under  age  forty-five  who  died  of 
the  disease  and  to  determine  if  the  number 
of  deaths  could  have  been  reduced  by  earlier 
and  better  public  health  action. 

Although  tuberculosis  morbidity  and 
mortality  rates  among  persons  under  forty- 
five-years  of  age  have  decreased  consider- 
ably during  the  past  two  decades,  the 
development  of  chemotherapy  has  been 
associated  with  a much  more  rapid  de- 
crease in  deaths  than  in  cases.  Thus,  be- 
tween 1950  and  1964,  the  tuberculosis 
death  rate  in  this  age  group  decreased  96 
per  cent,  from  a rate  of  8.4  per  100,000  to 
0.3,  whereas  the  case  rate  decreased  only 
78  per  cent,  from  52.4  to  11.7.  Also,  the 
proportional  contribution  to  the  total 
tuberculosis  mortality  rate  has  decreased 
considerably,  from  32.5  per  cent  of  all 
deaths  in  1950  to  8.1  per  cent  in  1964,  a 
reduction  of  74  per  cent,  while  the  pro- 
portionate change  in  morbidity  has  been 
slight,  from  52.2  per  cent  in  1950  to  46.1 
in  1964  (Table  I). 

Findings 

The  93  patients  less  than  forty-five-years 
old  who  were  reported  as  having  died  from 


TABLE  I.  Tuberculosis  deaths  and  cases  in  Upstate  New  York 


Year 

tt  j Jtr  x-'camo 

✓—Age  45  and  over — ^ 
Per  cent 
Num-  of  all 

ber  TB  Deaths 

TT  1 

Ovci 

age  45 • 

Per  cent 
of  all 

TB  Cases* 

Num- 

ber 

Rate  Per  cent 

per  of  all 

100,000  TB  Deaths 

Num- 

ber 

Rate 

per 

100,000 

Per  cent 
of  all 
Cases 

Num- 

ber 

1964 

21 

0.3 

8.1 

237 

91.9 

791 

11.7 

46.1 

892 

52.0 

1963 

34 

0.5 

11.4 

280 

88.6 

842 

12.6 

45.1 

991 

53.1 

1962 

38 

0.6 

12.7 

267 

87.3 

919 

14.0 

45.8 

1,063 

53.0 

1961 

45 

0 7 

13.2 

295 

86.8 

927 

14.4 

45.2 

1,099 

53.6 

1960 

72 

1.2 

18.4 

320 

81.6 

1,103 

17.7 

46.4 

1,217 

51.2 

1959 

78 

1.2 

17.4 

371 

82  6 

1,206 

19.2 

48.7 

1,218 

49.2 

1958 

85 

1.4 

19.8 

345 

80.2 

1,333 

21.7 

51.4 

1,195 

46.1 

1957 

75 

1.3 

16.6 

377 

83  4 

1,358 

23.0 

50.5 

1,264 

47.0 

1956 

100 

1.8 

19.5 

412 

80.5 

1,539 

27.5 

49.9 

1,498 

48.6 

1955 

106 

1.9 

18.9 

455 

81.1 

1,812 

33  3 

51.7 

1,655 

47.3 

1954 

121 

2.3 

21.1 

452 

78.9 

1,970 

37.2 

52.3 

1,742 

46.2 

1953 

164 

3.2 

24.2 

513 

75.8 

2,113 

40.9 

52.5 

1,856 

46.1 

1952 

234 

4.6 

27.6 

615 

72.4 

2,370 

47.1 

54.1 

1,928 

44.0 

1951 

360 

7.3 

31.6 

780 

68.4 

2,570 

52.3 

54.2 

2,119 

44.6 

1950 

399 

8.4 

32.5 

828 

67.5 

2,495 

52.4 

52.2 

2,225 

46.6 

* Excludes  age  not  stated. 
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TABLE  II.  Deaths  under  age  forty-five  from  active  pulmonary  tuberculosis  by  age,  sex,  and  race, 

Upstate  New  York  1962  to  1964 


Age  at  Death 
(Years) 

Total 

White 

Nonwhite 

Total 

White 

Nonwhite 

0 to  4 

2 

1 

1 

1 

1 

5 to  9 

10  to  19 

20  to  29 

2 

2 

1 

1 

30  to  34 

8 

5 

3 

3 

1 

2 

35  to  39 

17 

9 

8 

7 

4 

3 

40  to  44 

15 

10 

5 

12 

7 

5 

Totals 

44 

25 

19 

24 

12 

12 

tuberculosis  during  the  years  1962  through 
1964  were  analyzed  in  this  study.  In  ad- 
dition to  the  information  available  from 
the  death  certificates,  data  were  obtained 
from  the  tuberculosis  case  registers  of  the 
communities  in  which  the  deceased  had 
resided.  In  most  cases  information  was 
also  obtained  from  hospital  records. 

Among  the  93  cases  there  were  4 whose 
deaths  were  due  to  other  causes  and  in 
whom  the  findings  of  tuberculosis  may  have 
been  only  incidental  or  possibly  only 
partially  contributing  to  a coexisting  fatal 
disease.  These  included  1 death  each  from 
leukemia,  Hodgkin’s  disease,  and  multiple 
sclerosis.  The  diagnosis  of  the  fourth  case 
was  not  established  other  than  that  it 
was  not  due  to  tuberculosis.  These  pa- 
tients were  eliminated  from  the  study. 
Also  excluded  were  13  cases  of  nonpul- 
monary  tuberculosis  and  8 cases  with 
pulmonary  tuberculosis  considered  inactive 
at  the  time  of  death.  The  remaining 
68  patients,  73  per  cent  of  the  93  originally 
recorded,  form  the  basis  for  the  remainder 
of  this  report. 

Distribution  by  age,  sex,  and  race. 
Almost  two  thirds  of  the  deaths  occurred 
among  males  and  one  third  among  females. 
Most  of  the  deaths  in  both  groups  occurred 
after  age  thirty  (Table  II). 

The  relatively  greater  mortality  rate 
from  tuberculosis  among  members  of  the 
nonwhite  races,  compared  with  their  pro- 
portion of  the  total  population,  is  reflected 
in  the  table,  43  per  cent  of  the  deaths  among 
men  and  50  per  cent  among  women  occur- 
ring among  the  nonwhite  races.  It  is  esti- 
mated that  members  of  the  nonwhite  races 
probably  constitute  less  than  10  per  cent  of 
the  Upstate  population. 

Distribution  by  length  of  residence 


TABLE  III.  Deaths  under  age  forty-five  from  active 
pulmonary  tuberculosis,  Upstate  New  York  1962  to 
1964 — length  of  residence  in  community* 


Age 

Males 

Females 

Under  6 months 

1 

0 

6 to  11  months 

2 

0 

1 to  2 years 

4 

0 

2 to  3 years 

2 

1 

3 to  5 years 

2 

1 

5 years  plus 

21 

16 

Subtotal 

32 

18 

Not  stated 

10 

5 

Totals 

42 

23 

* Excludes  3 children  under  age  5. 


in  the  community.  The  length  of  res- 
idence in  the  community,  as  an  indication 
of  the  stability  of  the  group,  is  shown  in 
Table  III.  Of  the  50  persons  with  sufficient 
information  on  this  subject,  23  of  32  males, 
72  per  cent,  and  17  of  18  females,  94  per 
cent,  had  been  residents  of  the  community 
in  which  death  occurred  for  more  than 
three  years.  Thus,  mobility  of  this  group, 
with  resulting  difficulty  in  obtaining  and 
remaining  under  medical  observation  was 
probably  not  a major  factor  in  the  deaths 
of  these  patients. 

Clinical  and  epidemiological  char- 
acteristics of  the  cases.  Of  the  cases 
reported  after  death,  14  males  and  3 females 
died  of  tuberculosis  which  had  not  been 
reported  before  death.  These  17  cases 
constitute  25  per  cent  of  all  persons  dying 
with  active  tuberculosis.  Among  the  post- 
operative deaths  reported,  5 patients,  3 
men  and  2 women,  died  directly  after 
major  thoracic  surgery. 

Stage  of  disease  at  the  initial 
diagnosis  of  tuberculosis.  In  over  90 
per  cent  of  the  cases,  the  tuberculous 
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TABLE  IV.  Deaths  under  age  forty-five  with  active  pulmonary  tuberculosis,  Upstate  New  York  1962  to 

1964 — stage  of  disease  at  initial  diagnosis 


Stage 

' M ales * 

Number  Per  cent* 

Fer 

Number 

nales <• 

Per  cent* 

' T o tal 

Number  Per  cent* 

Minimal 

4 

9.1 

1 

4.2 

5 

7.4 

Moderately  advanced 

14 

31.8 

6 

25.0 

20 

29.4 

Far  advanced 

25 

56.8 

15 

62.5 

40 

58.8 

Not  stated 

1 

2.3 

2 

8.3 

3 

4.4 

Totals 

44 

100 

24 

100 

68 

100 

* Excludes  stage  not  stated. 


TABLE  V.  Deaths  under  age  forty-five  from  active  pulmonary  tuberculosis,  Upstate  New  York  1962  to 
1964— time  between  initial  diagnosis  and  death  by  stage  of  disease 


Duration  of  Disease 

Moderately 

-—Far  Advanced—^ 
Males  Females 

rP/~v+rtl 

Males 

Females 

Males 

Females 

Males 

Females 

Less  than  6 months 

2 

3 

2 

3 

6 to  12  months 

2 

2 

1 to  2 years 

2 

2 

4 

2 to  3 years 

2 

2 

3 to  5 years 

1 

1 

1 

1 

5 to  10  years 

3 

1 

5 

3 

8 

4 

10  plus  years 

4 

1 

5 

4 

4 

5 

13 

10 

Subtotal 

4 

1 

13 

6 

13 

13 

30 

20 

Reported  after  death 

1 

13* 

3 

14 

3 

Stage  not  stated 

1 

1 

Totals 

4 

1 

14 

6 

26 

17 

44 

24 

* Includes  one  infant  two  months  old  and  another  three  months  old. 


disease  was  beyond  the  minimal  stage 
when  the  diagnosis  was  first  made  (Table 
IV).  This  is  a higher  proportion  than  is 
found  among  newly  reported  cases  in  the 
Upstate  area,  among  whom  only  about 
70  per  cent  are  in  the  moderately  or  far- 
advanced  stages.  The  difference  is  greatest 
among  those  with  far-advanced  disease, 
who  comprised  almost  60  per  cent  of  the  pa- 
tients in  this  study,  as  compared  with  28 
per  cent  of  the  newly  reported  cases  in 
1964. 

Time  between  initial  diagnosis  and 
death.  As  shown  in  Table  V,  7 of  the  50 
patients  for  whom  the  stage  and  duration 
of  disease  was  given,  or  14  per  cent,  died 
within  one  year  of  the  initial  diagnosis. 
On  the  other  hand,  23  of  the  50,  or  46  per 
cent,  lived  ten  years  or  more  after  the 
diagnosis  was  made.  As  stated  previously, 
there  were  17  cases  which  were  first  reported 
after  death  and  thus  possibly  they  repre- 
sent cases  of  very  short  duration,  at  least  in 
some  instances. 

Hospitalization  and  treatment.  That 


the  mortality  rate  from  tuberculosis 
is  not  entirely  due  to  the  failure  of  patients 
to  receive  treatment  is  shown  in  Table  VI. 
Almost  two  thirds  of  the  men  and  three 
fourths  of  the  women  for  whom  information 
was  available  spent  a total  of  at  least  one 
year  in  tuberculosis  hospitals,  and  for 
both  sexes  16  of  47,  or  one  third,  had  at 
least  three  years  of  hospitalization. 

Comment 

Although  pulmonary  tuberculosis  played 
some  part  in  the  deaths  of  all  but  one  of  the 
original  group  of  93  patients,  its  role  varied 
considerably:  In  3 of  the  4 deaths  from 

nontuberculous  disease  tuberculosis,  either 
active  or  inactive,  was  present  and  may 
have  hastened  the  final  outcome,  but  the 
prognosis  was  unfavorable  for  these  pa- 
tients even  in  the  absence  of  tuberculous 
disease. 

Although  the  death  certificates  of  the  13 
patients  who  died  of  nonpulmonary  tuber- 
culosis made  no  mention  of  pulmonary 
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TABLE  VI.  Deaths  under  age  forty-five  from  active 
pulmonary  tuberculosis  Upstate  New  York  1962  to 
1964— total  periods  of  hospitalization 


Total  Period 

Males 

Females 

Both 

Sexes 

Less  than  6 months 

5 

3 

8 

6 to  12  months 

4 

2 

6 

1 to  2 years 

4 

5 

9 

2 to  3 years 

4 

4 

8 

3 to  5 years 

3 

6 

9 

5 years  plus 

6 

1 

7 

Subtotal 

26 

21 

47 

Unknown 

4 

4 

Reported  after  death 

14 

3 

17 

Totals 

44 

24 

68 

disease,  it  is  quite  probable  that  most,  if 
not  all,  of  these  patients  developed  their 
fatal  illnesses  as  complications  of  active 
primary  tuberculosis.  It  may  be  specu- 
lated that  prophylactic  chemotherapy  or 
early  treatment  in  these  cases  would  have 
prevented  at  least  some  of  these  deaths. 

Of  the  8 patients  who  had  inactive  pul- 
monary tuberculosis  at  the  time  of  death, 
6 who  died  of  pulmonary  emphysema  and 
cor  pulmonale  are  of  particular  interest 
because  they  represent  both  the  beneficial 
and  the  undesirable  aspects  of  the  chemo- 
therapy of  tuberculosis.  They  were  pa- 
tients who  were  saved  from  death  from 
tuberculosis  by  drug  therapy  only  to  be 
left  with  lungs  which,  although  free  from 
active  tuberculosis,  were  damaged  and 
susceptible  to  emphysematous  changes. 
Although  the  emphysema  with  consequent 
cor  pulmonale  was  considered  the  im- 
mediate cause  of  death,  the  pulmonary 
tuberculosis  was  the  underlying  condition. 
There  are  some  data  to  indicate  that  this 
sequence  of  events  is  probably  frequent.1 
Thus,  they  must  be  considered  as  treatment 
failures. 

The  causes  of  death  of  the  patients  dying 
from  active  pulmonary  tuberculosis  fall 
into  three  main  categories  as  follows: 

Delay  in  diagnosis.  There  were  17  cases 
or  26  per  cent  of  all  patients  dying  with 
active  tuberculosis  whose  tuberculosis  was 
reported  only  after  death  and  therefore 
were  probably  first  diagnosed  very  shortly 
before  or  actually  after  death,  too  late  for 
effective  treatment. 

In  a report  on  the  significance  of  cases 
of  tuberculosis  of  all  ages  reported  after 


death,  it  was  pointed  out  that  they  con- 
stitute only  a small  proportion,  about  3 
per  cent,  of  all  cases  reported  Upstate,  and 
a somewhat  larger  proportion,  about  15 
per  cent,  of  the  deaths,  and  that  they  prob- 
ably constitute  the  small  hard  core  of  pa- 
tients which  makes  the  control  of  tuber- 
culosis difficult.2  The  underlying  cause  of 
the  failure  to  report  these  cases  earlier  is 
probably  the  insidious  nature  of  tuber- 
culosis, which  often  produces  few  or  no 
symptoms  even  with  extensive  disease. 
These  patients  do  present  a public  health 
hazard,  but  fortunately  their  number  is 
small. 

Postoperative  deaths.  While  the  post- 
operative mortality  rate  in  pulmonary 
surgery  has  decreased  in  recent  years,  it  has 
not  yet  been  completely  eliminated.  With 
the  decrease  in  the  amount  of  surgery 
performed  for  tuberculosis,  deaths  from  this 
cause  will  decrease. 

Other  causes.  There  is  no  readily  ap- 
parent single  reason  for  the  mortality  rate 
among  the  remaining  46  patients,  or  67  per 
cent,  of  the  68  patients  with  active  pul- 
monary tuberculosis  at  time  of  death. 

These  are  patients  whose  disease  was 
diagnosed  and  treated  sufficiently  long 
before  death  to  have  provided  ample  time 
for  effective  chemotherapy.  Most  of  them 
had  had  one  or  more  periods  of  hospitaliza- 
tion for  tuberculosis.  It  may  reasonably 
be  assumed  that  they  received  antimicro- 
bial drugs  during  their  hospital  stay.  In 
view  of  the  known  effectiveness  of  the 
chemotherapy  of  tuberculosis,  the  reasons 
why  these  patients,  especially  those  with 
two  or  more  years  of  hospitalization,  died 
of  tuberculosis  is  not  readily  explained. 

First,  there  is  the  question  of  patient 
cooperation.  The  records  of  these  patients 
frequently  contain  adjectives  such  as  “un- 
cooperative,” “absent  without  leave” 
(AWOL),  “absconded,”  and  “alcoholic”  to 
indicate  uncooperative  or  asocial  behavior. 
In  spite  of  these  designations,  however,  the 
records  show  considerable  periods  of  hos- 
pitalization. For  patients  whose  records 
contain  information  regarding  hospital 
stay,  Table  VII  shows  the  length  and  num- 
ber of  periods  of  hospitalization.  Only 
hospitalization  after  1950  is  considered,  be- 
cause by  that  year  drug  therapy  of  tuber- 
culosis was  well  established,  in  contrast  to 
the  nonspecific  treatment  previously  used. 
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TABLE  VII.  Deaths  under  age  forty-five  from  active  pulmonary  tuberculosis,  Upstate  New  York 
1962  to  1964 — information  in  records  regarding  cooperation  of  patients 


White  (W) 
Nonwhite  (N) 

Age  at 
Death 
(Years) 

Duration  of 
Hospitalization 
Periods  (Months) 

Remarks  in  Records 

Males 

W 

43 

83,  6,  6,  5,  28 

W 

40 

2 

N 

39 

8,  34 

Leave  of  absence,  did  not  return 

W 

34 

26,  8 

w 

44 

22,  5,  16,  46 

Absent  without  leave,  absconded 

w 

42 

10,  2 

Absent  without  leave,  disciplinary 

w 

42 

51,  30 

discharge 

N 

41 

3,  7 

Absent  without  leave 

N 

36 

2,  2,  3,  2 

Absconded 

W 

37 

16,  8,  21 

Uncooperative 

w 

41 

3,  4,  1,  1,  4 

Absconded 

w 

39 

3,  6,  6,  2 

Against  medical  advice,  alcoholism 

w 

36 

144 

w 

43 

144 

N 

42 

11,  2 

Disciplinary  discharge,  alcoholism 

w 

39 

8,  31,  27,  10,  4 

Left  without  consent 

N 

39 

9 

Alcohol 

N 

36 

6 

N 

27 

11,  4 

“On  dope’’ 

N 

32 

12,  12,  2,  2 

N 

41 

9,  9,  6 

Absent  without  leave 

Females 

N 

26 

34 

N 

43 

41 

W 

32 

4,  2,  3,  5,  7 

Absconded,  alcoholism 

W 

41 

14,  32,  2,  1,  7,  2 

Absconded 

N 

36 

12 

Absconded 

N 

40 

8,  2 

Absconded 

W 

38 

15 

W 

40 

8,  1 

Absent  without  leave,  alcoholism 

w 

43 

8,  8 

w 

41 

15,  32,  10 

w 

39 

19,  2,  12 

N 

32 

33,  24,  10 

w 

44 

58 

N 

42 

15 

Among  the  21  males,  in  14  there  were 
notations  indicating  lack  of  cooperation 
while  among  the  14  women  there  were  5 so 
designated.  Yet  among  the  19  unco- 
operative patients,  13  had  initial  periods 
of  hospitalization  of  at  least  six  months, 
in  most  cases  followed  by  additional  periods 
of  treatment.  While  longer  and  uninter- 
rupted periods  of  chemotherapy  are  de- 
sirable, these  figures  do  raise  some  doubt 
as  to  significance  of  the  term  “uncoopera- 
tive” used  for  these  patients.  It  may  be 
that  in  some  cases  the  lack  of  cooperation 
was  the  result,  rather  than  the  cause,  of 
the  poor  results  of  treatment.  On  the 
other  hand,  the  table  shows  cooperative 
patients  with  long  periods  of  hospitalization 


who  died  of  the  disease,  so  that,  while  an 
uncooperative  patient  endangers  his  own 
chances  of  a good  result  from  treatment,  the 
cooperative  one  is  not  always  rewarded  by 
successful  therapy. 

Second,  the  stage  of  disease  at  the  time 
of  initial  diagnosis  provides  a clue  to  the 
ultimate  prognosis.  In  a study  made 
among  mental  patients  before  the  use  of 
chemotherapy,  it  was  found  that  38  per 
cent  of  those  initially  diagnosed  with 
moderately  advanced  tuberculosis  and  86 
per  cent  of  those  with  far  advanced  disease 
were  dead  within  two  years  of  diagnosis,  in 
contrast  to  only  11  per  cent  of  those  orig- 
inally found  with  minimal  disease.3  Al- 
though drug  therapy  has  reduced  the 
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mortality  rate  from  tuberculosis  con- 
siderably, the  finding  of  90  per  cent  of  the 
cases  in  this  study  with  moderately  or  far 
advanced  disease  indicates  a poorer  prog- 
nosis than  if  there  were  more  with  minimal 
disease.  The  stage  of  disease  at  the  time  of 
diagnosis  may  in  itself  provide  an  indication 
of  the  relative  resistance  to  tuberculosis 
and  suggests  that  some  patients  with 
advanced  disease  have  an  innately  low 
resistance  to  tuberculosis,  which  cannot 
be  overcome  even  by  chemotherapy. 

The  records  of  these  patients  contain  too 
few  data  for  analysis  of  the  sensitivity  of 
the  tubercle  bacilli  to  the  drugs  used  in  the 
treatment  of  tuberculosis.  The  available 
information  for  New  York  State  indicates 
that  the  proportion  of  patients  with  initially 
resistant  organisms  is  small,  but  its  fre- 
quency in  this  group  is  unknown. 

Adverse  environmental  conditions  such 
as  poor  housing  and  inadequate  income, 
both  before  and  after  hospitalization,  may 
also  have  contributed  to  the  mortality  rate, 
although  specific  data  on  this  question  is 
lacking. 

Thus  it  appears  that  deaths  in  this  group 
of  patients  are  the  result  of  many  factors, 
some  of  which  cannot  be  changed  signif- 
icantly by  public  health  activities.  The 
figures  in  Table  I provide  a view  of  the 
importance  of  tuberculosis  deaths  among 
persons  under  age  forty-five  in  its  relation 
to  the  entire  picture  of  the  tuberculosis 
mortality  rate.  These  persons  constitute 
almost  half  of  all  cases  of  tuberculosis,  but 
produce  only  8 per  cent  of  the  deaths. 
In  itself  this  indicates  that,  in  general, 
they  have  greater  resistance  or  respond 
better  to  treatment,  or  both,  than  older 
persons.  Nevertheless,  while  the  mortality 
rate  in  this  age  group  is  a relatively  minor 
part  of  the  total  tuberculosis  mortality  rate, 


additional  public  health  effort  is  indicated 
to  reduce  these  deaths  to  an  absolute 
minimum. 


Summary 

Since  1950  the  tuberculosis  mortality 
rate  has  decreased  much  more  rapidly  than 
the  morbidity,  so  that  while  persons  under 
age  forty-five  constituted  almost  half  of  all 
cases  of  tuberculosis  in  1964,  they  con- 
tributed only  about  8 per  cent  of  all  deaths 
from  tuberculosis. 

About  one  fourth  of  the  deaths  in  this 
group  occurred  among  patients  with  non- 
tuberculous  disease,  or  nonpulmonary  tu- 
berculosis, or  with  pulmonary  tuberculosis 
which  was  inactive  at  the  time  of  death. 
The  remaining  three  fourths  of  the  deaths 
were  due  to  active  pulmonary  tuberculosis. 

Among  those  who  died  of  active  pul- 
monary tuberculosis,  about  one  third  were 
patients  whose  tuberculosis  was  not  re- 
ported until  after  death  or  who  died  of 
postoperative  complications.  The  remain- 
ing two  thirds  of  this  group  were  patients 
whose  tuberculosis  was  reported  in  time  for 
hospitalization  and  chemotherapy  to  be 
applied,  but  proved  ineffective.  The  rea- 
sons for  these  deaths  are  not  readily  ap- 
parent. Additional  public  health  efforts 
are  indicated  to  reduce  these  deaths  to  an 
absolute  minimum. 
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A series  OF  experiments  is  described  in 
which  radar  transmitters  operating  at  1,  3, 
and  10  kilovolt  megacycles  per  second 
were  “heard.”  Apparently,  the  process 
of  hearing  did  not  involve  the  ear,  but 
included  only  the  brain  and  nervous  system 
in  the  immediate  vicinity  of  the  brain. 
The  effect  takes  place  at  energy  levels 
that  are  considered  safe  for  exposure  all 
day.  The  effect  is  suggested  as  a means 
of  aiding  in  the  location  of  hearing  dif- 
ficulties in  persons.  It  is  also  discussed 
in  connection  with  reports  of  the  hearing 
of  meteors  and  auroras. 


Hearing  radar 

An  interest  in  problems  connected  with 
re-entry  bodies  in  the  atmosphere  led  to 
an  interest  in  reports  of  “hearing”  meteors 
and  auroras.  The  hearing  of  meteors  was 
supposedly  under  conditions  requiring 
sound  to  travel  at  a velocity  far  exceeding 
the  velocity  of  sound  in  air  at  343  M. 
per  second,  probably  approaching  the 
velocity  of  electromagnetic  wave  propaga- 
tion. At  this  time  there  was  a report  of 
someone  hearing  a radar  at  an  installation 
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ety  of  the  State  of  New  York,  New  York  City,  Section  on 
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in  Turkey.  On  investigation,  this  proved 
to  be  true. 

A like  radar  was  found  in  the  United 
States  and  a meter  secured  for  field  strength 
measurements  to  avoid  overexposure  and 
possible  damage  to  the  eyes,  brain,  or 
other  parts  of  the  body.  Although  there 
was  considerable  ambient  noise,  the  radar 
could  be  heard  by  a person  who  immersed 
himself  in  the  edge  of  the  beam,  the  center 
of  the  beam  being  strong  enough  to  be 
hazardous.  The  sound  was  something 
like  that  of  a bee  buzzing  on  a window, 
but  with,  perhaps,  more  high  frequencies. 

Possibility  of  the  effect  being  noise  by 
sound  waves  from  the  radar  was  eliminated 
by  placing  a large  (about  3-  by  3-foot) 
square  of  window  screening  between  the 
observer  and  the  radar,  close  to  the  ob- 
server. With  the  screen  shield  in  place, 
the  radar  sound  disappeared.  A hole  was 
cut  in  the  screening,  large  enough  to  put 
the  ear  through.  When  the  ear  was  put 
through  the  hole,  there  still  was  no  sound. 
The  only  part  of  the  body  which  allowed 
the  observer  to  hear  the  radar  was  a 
place  on  the  head  above  the  forehead. 
From  this,  it  appears  that  the  electro- 
magnetic wave  affects  the  nervous  system 
at  the  brain  directly  and  does  not  use  the 
normal  auditory  channels.  No  disturb- 
ance in  the  visual  senses  was  found,  al- 
though a search  was  made.  Possibly  the 
like  visual  senses  are  shielded  more  by  the 
head. 

The  sound  seemed  to  come  from  about  a 
meter  or  two  above  the  head.  This  varied 
somewhat  with  individuals.  Placing  the 
fingers  in  the  ears  to  cut  out  ambient  sound 
made  the  source  seem  to  come  down  to  the 
very  top  of  the  head.  This  is  the  same  spot 
on  the  head  at  which  the  source  seems  to 
be  when  two  well-separated  loud-speakers 
with  identical  excitation  are  used  and  the 
observer  is  located  at  equal  distances  from 
the  two  speakers  and  facing  them.  Plac- 
ing the  fingers  in  the  ears  in  reasonable 
ambient  noise  does  not  seem  greatly  to 
affect  the  threshold  value  at  which  the 
radar  is  heard. 

Persons  with  defective  hearing  were 
taken  to  the  radar  location.  Some  of  them 
could  hear  the  radar  and  some  could  not. 
It  seemed  to  depend  on  the  type  of  hearing 
loss  and  the  frequencies  involved.  All 
who  could  hear  high  frequencies  could  hear 
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the  radar.  A person  who,  apparently,  had 
normal  hearing,  could  not  hear  the  radar. 
By  taking  an  audiogram,  he  was  found  to 
have  deficient  hearing  above  1,500  Hertz,* 
seriously  so  above  3,000  Hertz  per  second. 

Other  radars  were  used,  and  it  was  found 
that  it  was  possible  to  “hear”  radars  at 
approximately  1-,  3-,  and  10-giga  Hertz. 
Measurements  of  the  threshold  of  “hear- 
ing” of  the  radars  at  1-giga  Hertz  showed 
the  free  field  strength  to  be  0.3  milliwatts 
per  square  centimeter  at  a peak  voltage 
gradient  of  12  volts  per  centimeter.  At 
3-giga  Hertz,  the  corresponding  threshold 
values  were  0.18  milliwatts  per  square 
centimeter  and  18  volts  per  centimeter. 
No  measurements  were  made  at  10-giga 
Hertz. 

The  apparent  lack  of  correlation  of 
watts  and  volts  is  due  to  differing  pulse 
lengths  and  repetition  rates,  f The  effect 
is  seen  to  cover  a very  broad  radio-fre- 
quency band. 

An  electrostatic  field  was  produced 
between  two  plates  and  the  head  placed 
between  them  in  various  positions.  Even 
much  higher  than  the  threshold  values 
mentioned  failed  to  produce  effects  which 
could  be  attributed  to  other  than  normal 
aural  paths  from  20  to  20,000  Hertz. 
Bracing  the  plates  essentially  eliminated 
their  vibration,  but  the  skin  on  the  face 
could  be  heard  to  vibrate.  No  coil  was 
available  to  produce  magnetic  fields  when 
the  coil  itself  did  not  make  too  much  noise 
for  proper  discernment.  It  appears  that 
tests  must  be  made  at  modulated  inaudible 
frequencies. 

It  appears  that  the  “hearing”  of  elec- 
tromagnetic waves  is  a very  broad  band 
audio-frequency  effect,  that  is,  the  audio 
frequencies  which  are  “heard”  from  a 
pulsed  radar  seem  to  extend  to  a higher 
frequency  than  can  be  heard  normally  from 
a noise  source  and  a loud-speaker.  Ex- 
periments in  matching  the  sound  from  a 
radar  indicated  that  a noise  source  should 
be  used  for  best  matching,  but  the  sound 
from  the  noise  source  still  seemed  to  lack 
something  in  the  high-frequency  region. 

If  the  effect  does  indeed  bypass  the  ear, 
it  would  seem  that  the  effect  should  be 

* 1 Hz.  = 1 Hertz  = 1 cycle  per  second. 

1 gHz.  = 1 giga  Hertz  = 109  Hertz. 

t Radar  specifications:  Frequency  = 1.310  gHz.,  pulse 
width  = 6 microsecond,  pulses  per  second  = 244.  Fre- 
quency = 2.982  gHz.,  pulse  width  = 1 microsecond,  pulses 
per  second  = 400.  (Where  1 microsecond  = 10  ~6  seconds.) 


valuable  in  determining  where  certain 
hearing  defects  occur  physically.  The 
possibility  exists  of  modulating  a device, 
such  as  a radar,  to  sample  audio  intelli- 
gence and  communicate  with  an  individual 
with  defective  hearing.  It  appears  that 
pulsed  operation  is  necessary  to  have  low 
average  but  high  peak  power.  A disad- 
vantage is  that  the  range  of  power  between 
the  threshold  of  “hearing”  a radar  and  the 
level  at  which  bodily  harm  can  occur,  with 
prolonged  exposure,  is  not  as  great  as  would 
be  desirable.  The  threshold  of  “hearing” 
occurs  at  200  to  300  microwatts  per  square 
centimeter,  and  the  “safe”  level  for  working 
all  day  in  radar  fields  is  about  10  milliwatts 
per  square  centimeter,  using  probably  at 
least  a 10  to  1 safety  factor;  that  is,  the 
level  of  bodily  damage  is  probably  some- 
what above  100  milliwatts  per  square  cen- 
timeter. 

Sommer  and  Von  Gierke1  have  done  a 
great  deal  of  work  with  electric  fields,  show- 
ing that  the  skin  on  the  head  can  be  vi- 
brated by  an  electric  field  and  that  the 
sound  reaches  the  ear  by  bone  conduction. 
Likewise,  the  eardrum  can  be  vibrated 
directly  by  an  electric  field.  They  infer 
that  the  “hearing”  which  occurs  in  radar 
beams  is  caused  by  the  pressure  exerted  by 
the  electromagnetic  wave,  that  is,  twice  the 
power  density  divided  by  the  velocity  being 
the  maximum  pressure  when  the  reflection 
from  the  head  is  complete. 

However,  they  have  done  no  work  with 
electromagnetic  waves  and  so  can  only 
speculate. 

It  is  very  difficult  to  use  electrical  instru- 
ments for  measurements  of  nerves  to  deter- 
mine what  is  occurring  within  the  head, 
since  the  measuring  instruments  are  af- 
fected directly  by  the  electromagnetic 
waves. 

It  appears  that  indirect  methods  will 
be  needed  to  determine  the  exact  method 
by  which  the  “hearing”  of  electromagnetic 
waves  takes  place. 

Certain  evidence  points  to  the  fact  that 
the  effect  is  not  due  to  either  air  or  bone 
conduction.  First,  the  best  sensitivity  of 
the  ear,  according  to  Sommer  and  Von 
Gierke,1  is  to  air  conduction,  by  two  orders 
of  magnitude.  The  maximum  peak  pres- 
sure during  a radio-frequency  cycle  of  a 
radar,  even  with  100  per  cent  reflection,  is 
about  equal  to  the  sensitivity  of  the  ear  to 
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the  root  mean  square  pressure  of  a continu- 
ous sine  wave  at  1,000  cycles  per  second. 
The  average  pressure  of  the  radar  wave  at 
the  threshold  of  “hearing”  is  roughly  three 
orders  of  magnitude  less  than  the  average 
pressure  of  a sine  wave  in  air  at  the  thresh- 
old of  hearing  air  waves.  This  results  from 
the  low  duty  cycle  of  the  radar  wave. 

Second,  the  location  of  the  most  sensitive 
area  for  “hearing”  radar  is  remote  from  the 
ears,  on  top  of  the  head.  Third,  the  sub- 
jective frequency  spectrum  seems  to  in- 
clude higher  frequencies  for  radar  “hearing” 
than  for  normal  hearing  of  air  waves. 
Fourth,  the  direction  from  which  sound 
seems  to  come  does  not  change  as  the  head 
is  turned  about  in  a radar  field. 

From  these  considerations,  it  appears 
that  neither  air  conduction  nor  bone  con- 
duction gives  a satisfactory  explanation  of 
the  “hearing”  of  radar  waves.  A direct  in- 
volvement of  the  nervous  system  appears  to 
furnish  a more  satisfactory  explanation  or 
at  least  a more  fruitful  avenue  of  investiga- 
tion. However,  much  more  work  is  needed 
to  determine  either  the  mechanism  by 
which  the  phenomenon  takes  place  or  its 
practical  use. 

Hearing  meteors 

For  nearly  a century  there  have  been  re- 
ports of  the  hearing  of  sounds  from  meteors 
while  the  meteors  were  traveling  with  a 
velocity  component  toward  the  hearer 
greater  than  the  speed  of  sound  in  air.2,3 
Even  a century  and  a half  ago,  reports  ap- 
peared which,  in  retrospect,  seem  to  indi- 
cate sound  traveling  at  speeds  much  greater 
than  the  normal  343  M.  per  second  in  air. 
The  pattern  of  the  reports  shows  that  the 
attention  of  the  individual  was  attracted  to 
the  meteor  which  was  readily  located  by  the 
sound.  Rumbling  or  explosive  sounds  were 
heard  some  minutes  after  the  meteor  had 
passed,  collided  with  the  earth,  or  disin- 
tegrated. Large  meteors  are  specified. 
The  sound  first  heard  is  described  as  “hiss- 
ing,” “whirring,”  “crackling,”  “buzzing,” 
“escaping  steam,”  and  so  on.  The  very 
sequence  of  events  indicates  that  the  sound 
first  heard  is  propagated  at  greater  than  the 
normal  343  M.  per  second.  In  addition,  it 
should  be  remembered  that  meteors  must 
enter  the  atmosphere  at  greater  than  the 
earth’s  escape  velocity  of  4 by  105  M.  per 


second  or  else  they  would  have  been  satel- 
lites. The  accounts  indicate  that  the  sound 
may  travel  with  the  velocity  of  light.  One 
of  these  accounts,  written  in  the  summer  of 
1961,  follows. 

A Specific  Account 

Account  of  a Meteor  Sighting  in  the  Sum- 
mer of  1960  by  Bruce  W.  Hapke,  Research 
Associate,  Center  for  Radiophysics  and  Space 
Research,  Cornell  University,  Ithaca,  New 
York,  and  Joyce  Hapke. 

My  wife  and  I were  driving  back  to  our 
house  at  121  Grandview  Court,  Ithaca,  New 
York,  after  attending  a movie.  The  time 
was  around  11:00  p.m.  The  exact  date  is 
unknown,  but  it  was  sometime  in  the  summer 
of  1960.  We  were  proceeding  south  uphill 
on  S.  Aurora  Street  in  Ithaca  in  a 1960 
Rambler  American  station  wagon.  It  was  a 
warm  night,  and  the  car  windows  were  open. 
The  hill  is  quite  steep,  and  the  car  motor  was 
roaring  somewhat  to  negotiate  the  grade.  I 
was  driving. 

We  had  reached  a point  just  below  where 
the  railroad  siding  which  services  the  Morse 
Chain  Company  crosses  the  road  when  we 
heard  a strange  noise.  It  sounded  somewhat 
like  a high  voltage  corona  discharge  or  like 
the  hissing  noises  made  when  water  is  sprin- 
kled into  a hot  frying  pan  containing  cooking 
oil.  Both  my  wife  and  I heard  it.  It  was  so 
pronounced  and  unusual  that  we  wondered 
if  something  were  wrong  with  the  car,  so  I 
pulled  over  to  the  side  of  the  road  and  ap- 
plied the  brakes  to  stop  the  car.  At  that 
instant  my  wife  spotted  the  meteor,  so  I 
halted  the  car  completely  and  we  both 
watched  the  meteor. 

The  meteor  was  an  intense  blue-white  ball 
leaving  an  orange  trail  behind  it.  It  was 
traveling  from  south  to  north  more  or  less 
parallel  to  the  road.  Its  trajectory  seemed 
quite  flat  and  was  about  30  degrees  above  the 
eastern  horizon.  It  was  around  20  degrees 
above  the  south  horizon  when  we  first  spotted 
it,  and  we  watched  it  until  it  disappeared 
behind  some  trees  and  houses  at  an  angle  of 
roughly  45  degrees  above  the  north  horizon. 
This  took  eight  to  ten  seconds,  during  which 
time  it  emitted  the  sound  continuously. 

The  hissing  and  crackling  noises  were 
definitely  associated  with  the  meteor,  although 
we  cannot  be  sure  whether  or  not  they  ap- 
peared to  be  coming  directly  from  the  meteor 
or  from  all  around  us.  However,  it  can  be 
stated  with  certainty  that  they  did  not  ap- 
pear to  come  from  behind  the  meteor  as  they 
would  have,  had  the  object  been  a high-flying 
jet  plane.  The  noise  was  so  loud  and  the 
trajectory  so  flat  that  we  wondered  if  the 
object  could  possibly  be  a rocket  which  had 
veered  off  course  and  miraculously  avoided 
self-destruction  by  its  safety  devices.  (How- 
ever, none  of  the  low-frequency  sounds  which 
a rocket  engine  generates  were  noticeable.) 
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The  next  day  a short  item  appeared  on  the 
front  page  of  the  Ithaca  Journal  stating  that  a 
large  meteor  had  been  seen  by  various  persons 
in  Canada  and  New  York  State. 

Information  furnished  by  Romig  and 
Lamar4  leads  to  the  conclusion  that  the 
noisy  peaks  of  electromagnetic  waves  from 
some  fireballs  can  produce  sufficient  energy 
at  the  observer  on  the  ground  to  exceed  the 
threshold  of  “hearing”  electromagnetic 
waves  sufficiently  for  the  reported  effects. 

Hearing  jet  planes  and  auroras 

Three  persons  have  indicated  to  the 
writer  that  they  have  heard  sounds  preced- 
ing jet  planes  traveling  at  supersonic  speeds 
toward  the  observer.6  This  sound  is  de- 
scribed as  a high-pitched  whine  and  is  so 
directive  as  to  attract  the  attention  of  the 
observer  immediately  to  the  location  of  the 
plane.  The  roar  of  the  engines  is  then 
heard  after  the  passage  of  the  plane.  One 
person  said  he  has  heard  two  sound  sources 
simultaneously,  at  the  plane  and  behind  it 
at  about  30  degrees.  Another  competent 
engineer  has  reported  to  me  an  account  of 
himself  and  three  others  hearing  an  aurora 
while  watching  it. 

Possible  means  of  propagation 

Certain  means  of  propagation  or  explana- 
tions have  been  considered:  (1)  electro- 

magnetic waves,  (2)  gravitational  waves, 
(3)  Dalton’s  law  of  partial  pressures,  (4) 
transmission  through  earth  or  water,  (5)  the 
statistical  mechanical  approach  to  the 
propagation  of  sound,  and  (6)  Doppler’s 
shift  effects. 

It  is  evident  that,  to  satisfy  observations, 
any  means  of  propagation  must  satisfy  the 
condition  that  sufficient  energy  must  reach 
the  observer  to  employ  the  detection  means 
involved. 

Electromagnetic  waves.  The  “hear- 
ing” of  electromagnetic  waves  might  ex- 
plain the  “hearing”  of  meteors  and  auroras. 
However,  the  evidence  in  the  “hearing”  of 
meteors  is  highly  subjective.  How  large 
was  the  meteor?  How  much  energy  was 
involved?  Did  the  sound  apparently  come 
directly  from  the  meteor?  How  far  away 
was  the  meteor?  What  was  its  speed? 
Was  the  meteor  approaching? 

Controlled  experiments  are  difficult  to 


carry  out.  I sat  up  all  night  waiting  for  a 
rocket  to  be  sent  up  and  power  driven  back 
into  the  atmosphere.  The  shot  was  can- 
celed because  of  winds  aloft,  and  I was  un- 
able to  spend  the  time  waiting  for  perhaps 
another  cancellation. 

If,  according  to  Barringer  and  Hart,3  a 
large  meteor  might  be  radiating  power  at 
the  rate  of  3 by  109  watts  at  50  miles  away, 
the  observer  would  be  in  a radiated  energy 
field  of  4 microwatts  per  square  centimeter. 
This  assumes  uniform  radiation  in  space 
and  time,  neither  of  which  would  be  correct. 
There  could  possibly  be  peaks  which  would 
be  above  the  threshold  of  “hearing”  electro- 
magnetic waves,  perhaps  even  within  the 
band  width  to  which  this  hearing  responds. 

Gravitational  waves.  Very  little  is 
known  about  gravitational  waves.  It  is 
thought  that  the  propagation  velocity  is 
that  of  light,  but  this  is  not  known.  The 
gravitational  force  is  very  weak  so  that  the 
variation  in  force  between  the  eardrum  or 
air  in  its  vicinity,  and  the  moving  gases  from 
a jet  engine  is  small  indeed.  For  instance, 
the  gravitational  force  between  two  1-Gm. 
masses  separated  by  1 km.  is  6.6  by  10  ~14 
dyne.  The  variation  in  this  force  with  dis- 
tance is  6.6  by  10  ~17  dyne  per  centimeter  at 
a distance  of  1 km.  The  threshold  of  hear- 
ing is  2 by  10 ~4  dyne  per  square  centimeter 
root  mean  square  pressure.  Although 
these  are  not  direct  relationships,  they  give 
an  ideal  of  orders  of  magnitude.  It  seems 
unlikely  that  gravitational  waves  are  sig- 
nificantly involved. 

Dalton’s  law  of  partial  pressures. 
Dalton’s  law  says  that  the  total  pressure  in 
a mixture  of  ideal  gases  is  the  sum  of  the 
partial  pressures,  where  the  partial  pres- 
sures are  those  which  each  gas  would  have  if 
it  were  alone  in  the  container.  Further,  it 
has  been  shown  that  if  a container  of  one 
gas  at  high  pressure  is  vented  into  another 
container  of  another  at  low  pressure,  the  gas 
at  low  pressure  will  flow  into  the  high-pres- 
sure chamber  while  the  high  pressure  gas  is 
flowing  out,  just  as  if  the  high-pressure 
chamber  were  a vacuum  as  far  as  the  low- 
pressure  gas  is  concerned.  This  would 
seem  to  indicate  that  the  two  kinds  of  gas 
act  independently,  and  sound  would  be 
transmitted  in  each  gas  independently. 

The  composition  of  air  is  shown  in  Table 
I.  Helium  has  a speed  of  sound  nearly 
three  times  the  value  quoted  for  air.  Al- 
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TABLE  I.  Composition  of  air 


Gas 

Volume 
(Per  Cent) 

Velocity  of 
Sound 
(Meters  per 
Second) 

Air 

100.00 

331.45 

Nitrogen 

78.09 

337 

Oxygen 

20.95 

317.2 

Argon 

0.93 

319 

Carbon 

dioxide 

0.03 

268.6 

Neon 

0.0018 

435 

Helium 

0 . 000524 

970 

Krypton 

0 . 0001 

Xenon 

0 . 000008 

Ozone 

>0.000001  (variable) 

Radon 

6 X 10 _18  near 
ground 

though  this  speed  seems  to  be  hardly  enough 
for  the  reports  of  immediately  determining 
the  location  of  the  meteor  or  jet  plane,  it  is 
at  least  in  the  right  direction.  It  is  claimed 
that  there  is  no  detectable  amount  of  hy- 
drogen in  the  air.  The  speed  of  sound  in 
hydrogen  is  1,269.5  meters  per  second. 

There  is  a difference  of  opinion  among  in- 
vestigators as  to  whether  the  gases  may  act 
more  or  less  independently,  particularly  at 
high  frequencies.  It  would  appear  that  the 
proportion  of  the  sound  energy  transmitted 
by  the  gases  with  higher  velocities  of  sound 
propagation  would  be  rather  insignificant. 

Transmission  through  earth  or 
water.  Two  of  the  observers  reported 
that  their  aural  effects  of  supersonic  planes 
were  over  the  desert,  at  least  one  of  them  at 
about  3,000  feet  altitude.  Another  observa- 
tion was  on  Mount  Palomar,  and  a fourth 
one  was  at  Point  Mugu  at  approximately 
sea  level  and  over  water. 

It  has  been  suggested  that  the  sound 
travels  to  the  ground  or  to  the  water  and  is 
then  transmitted  through  the  ground  or 
water.  The  speed  of  sound  in  various  solid 
materials  runs  from  500  M.  per  second  in 
cork  to  6,740  M.  per  second  in  calcium 
fluoride.  The  speed  of  sound  in  water  is 
1,430  M.  per  second  if  the  water  is  fresh  and 
1,505  M.  per  second  in  sea  water.  The  at- 
tenuation in  these  materials  is  not  known  to 
me,  but  it  is  less  in  the  earth  if  Rayleigh- 
type  surface  waves  are  excited,  since  the 
waves  diverge  in  two  directions  rather  than 
three.6  One  person  stated  that  the  air- 
plane must  be  within  one  mile  to  hear  the 


initial  sound  effect.  On  the  other  hand,  the 
report  from  over  water  said  that  the  air- 
plane was  visible  but  that  the  wings  could 
not  be  resolved,  so  that  the  airplane  must 
have  been  considerably  more  than  a mile 
away. 

The  speed  of  sound  in  water  is  thus  about 
4.5  times  that  in  air,  and  the  speed  of  sound 
in  the  ground  is  up  to  20  times  that  in  air 
with  a value  of  10  times  more  likely.  Al- 
though the  speed  of  sound  in  these  mate- 
rials, particularly  water,  may  seem  some- 
what low,  the  main  trouble  with  this 
method  is  that  the  observer  could  not  locate 
the  airplane  in  elevation.  He  could,  how- 
ever, locate  it  in  azimuth,  and  the  observa- 
tions may  not  have  been  sufficiently  critical 
or  the  elevation  sufficiently  great  to  make 
the  elevation  a problem  in  locating  the  air- 
plane. 

The  statistical  mechanical  approach. 
The  propagation  of  sound  waves  has  never 
been  treated  theoretically  on  a statistical 
mechanical  basis.  Obviously,  if  it  is  possi- 
ble to  make  jet  aircraft,  meteors,  or  missiles 
exceed  the  speed  of  sound  in  air,  it  is  also 
possible  to  make  air  particles  do  likewise. 
Some  small  fraction  of  the  particles  striking 
a supersonic  craft  can  be  reflected  at  a much 
greater  speed  than  the  craft  itself.  The 
possibility  exists  that  a small  fraction  of 
these  reflected  particles  reaches  the  ob- 
server. 

It  appears  that  the  attenuation  would 
be  too  great  to  create  a sufficient  disturb- 
ance at  the  observer.  However,  the  possi- 
bility should  not  be  overlooked. 

Doppler’s  shift  effects.  It  is  possi- 
ble that  the  observations  were  grossly  inac- 
curate and  that  the  speeds  of  the  objects 
were  actually  subsonic,  for  instance  0.9  or 
0.95  Mache  units.  At  0.9  Mache  units  rel- 
ative to  the  observer,  all  frequencies  would 
be  10  times  the  generator  frequencies  when 
approaching  and  1 to  1.9  times  when  go- 
ing away.  At  0.95  Mache  units  the  values 
would  be  20  and  1 to  1.95  times.  This 
would  account  for  the  change  in  frequency. 
It  might  not  account  for  the  change  in 
sound  level.  Neither  would  it  account  for 
the  ability  to  locate  the  object  unless  the 
path  of  the  object  and  the  path  of  the  sound 
to  the  observer  are  coincident.  It  would 
not  account  for  the  time  lag  of  the  low  fre- 
quency sound  reported  in  the  case  of  me- 
teors. 
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Conclusion 

The  “hearing”  of  electromagnetic  waves 
is  an  established  fact.  It  appears  that  this 
takes  place  by  direct  stimulation  of  the 
nervous  system,  perhaps  in  the  brain,  thus 
bypassing  the  ear  and  much  of  the  asso- 
ciated hearing  system.  It  is  a possible, 
perhaps  the  most  probable,  explanation  of 
the  reports  of  hearing  meteors  and  auroras. 
It  is  also  a possible  tool  in  the  investigation 
and  treatment  of  problems  in  hearing. 
Much  more  work  in  this  field  is  needed. 

Addendum 

Recent  (July  to  September,  1967)  experi- 
ments by  myself  and  others  at  Cornell 
Aeronautical  Laboratory,  Inc.,  Buffalo, 
New  York,  using  a radar  at  a radio-fre- 
quency of  2.8-giga  Hertz  with  somewhat 
variable  pulse  duration  and  pulse  repetition 
frequency  have  indicated  the  following  very 
tentative  results: 

Increasing  the  pulse  duration  from  a 
value  of  0.8  to  a value  of  3 to  4 micro- 
seconds increases  the  loudness  of  the  sound 
effect  “heard.” 

Although  the  sound  effect  can  be 


Rhinitis  medicamentosa 

Although  nose  drops  are  indispensable  in  the 
office,  either  to  permit  better  visualization  or  as 
a vehicle  in  displacement  therapy,  the  benefits 
of  continued  use  of  these  shrinking  agents  must 
be  balanced  against  detrimental  effects.  The 
latter  are  removal  of  the  protective  hyperemia 
of  the  nasal  tissues,  lowering  of  local  resistance, 
and  violation  of  the  principles  of  acute  inflam- 
mations. Rhinologists  largely  agree  that  little 
is  to  be  gained  from  the  use  of  most  intranasal 
medications  consisting  chiefly  of  nose  drops  not 
greatly  improved  over  those  of  the  past. 
Introduction  of  the  ideal  nose  drop  will  probably 
have  to  await  improved  information  on  the 
conditions  which  cause  mucosal  swelling,  as 
illustrated  by  the  discovery  that  most  of  the 
stuffy  noses  for  which  submucous  resection  was 
carried  out  were  unimproved  until  the  patient’s 
nasal  allergy  was  controlled.  If  nose  drops 
must  be  prescribed  for  home  use,  they  should,  as 
nearly  as  possible,  simulate  normal  nasal 
secretions,  they  should  be  isotonic  and  not  in- 
terfere with  ciliary  activity,  they  should  be 
nonirritating,  and  they  should  not  be  of  a type  to 
cause  dependency. 


“heard”  over  a repetition  rate  range  of 
greater  than  1 to  2,000  pulses  per  second, 
the  sensitivity  is  best  in  the  60-  to  500- 
pulses  per  second  range. 

Although  the  sensation  of  increasing 
pitch  is  present,  increasing  the  repetition 
rate  gives  the  impression  of  just  a more 
often  repeated  sound  of  what  is  “heard”  at 
1 pulse  per  second.  The  sound  effect  is 
somewhat  the  same  as  that  of  an  alternat- 
ing current  arc  discharge. 

The  threshold  of  the  action  potential  of 
the  sciatic  nerve  of  a dissected  frog  to 
pulsed  voltage  stimulation  is  lowered  by 
simultaneous  pulses  of  radar  waves  at 
levels  which  can  be  “heard.” 
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O.  E.  Van  Alyea,  M.D.,  writing  in  a recent 
issue  of  Minnesota  Medicine,  feels  that  ephedrine 
0.5  per  cent  in  normal  saline  solution  and  many 
of  the  sympathomimetic  preparations  now 
available  fulfill  these  requirements. 

The  term  rhinitis  medicamentosa  identifies 
a condition  of  the  nasal  mucosal  membranes 
caused  by  the  overuse  of  shrinking  solutions. 
The  mucosa  covering  the  intranasal  structures 
becomes  pale  and  edematous.  The  swelling  is 
sufficient  to  block  the  nasal  airways,  and  the 
condition  persists  except  when  temporary 
respite  is  gained  by  a further  application  of 
a nasal  decongestant.  The  illustrative  case 
cited  is  that  of  a man  who  had  used  naphazoline 
(Privine)  hydrochloride  for  three  years  as  often 
as  every  two  hours,  day  and  night.  Examina- 
tion showed  pale,  boggy  mucous  membranes, 
completely  blocking  both  nares.  There  was  pus 
in  the  middle  meatuses  and  a pale  exudate  from 
both  antrums.  Nose  drops  were  stopped;  the 
patient  was  given  phenobarbital  five  nights  so  he 
could  sleep,  and  on  the  sixth  day  his  nose  opened 
up.  He  was  given  dust  extract  injections  in 
1:100,000  dilution  each  week,  and  at  the  time 
of  the  injections  the  sinuses  were  irrigated.  On 
the  sixth  irrigation  sinuses  were  negative,  and  he 
has  had  no  complaint  of  nasal  stuffiness  since. 
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T he  proper  management  of  patients  with 
urethral  strictures  has  been  the  subject  of 
heated  controversy.  In  1810  Bell1  wrote 
the  following  in  the  introduction  to  his 
text  on  Letters  Concerning  The  Diseases  of 
the  Urethra. 

I am  aware  of  the  common  opinion  that 
nothing  new  can  be  said  upon  the  subject  of 
stricture  in  the  urethra.  This  only  proves  to 
me  that  these  observations  come  before  the 
public  in  circumstances  peculiarly  disadvan- 
tageous. But  it  is  certain  that,  of  many 
excellent  surgeons  in  the  metropolis,  with 
whom  I am  acquainted,  there  are  not  two  of 
them  prosecuting  the  same  plan  of  cure  in 
diseases  of  the  urethra,  and  many  in  the 
country  believe  that  they  are  following  an 
established  method,  when  they  are  in  truth 
doing  outrage  to  every  principle  deducible 
from  the  stricture  and  the  morbid  appearance 
of  the  parts  concerned. 

These  words  are  as  close  to  the  truth  today 
as  they  were  one  hundred  fifty  years  ago. 

Urethral  strictures  result  from  an  insult 
to  the  urethral  mucosa  and  adjacent 
tissues  and  consist  of  a cicatrization  of  the 


urethra  leading  to  rigidity  and  obstruction 
to  the  flow  of  urine.  The  stricture  may 
form  within  a few  weeks,  but  it  usually 
becomes  manifest  many  years  after  the 
initial  insult.  The  symptoms  are  those  of 
lower  urinary  tract  obstruction,  and  as  a 
result  there  will  be  varying  degrees  of 
obstructive  changes  in  the  bladder  and 
upper  urinary  tract. 

About  70  per  cent  of  urethral  strictures 
occur  in  the  anterior  urethra,  bulbous 
urethra  in  particular,  and  these  result  from 
various  infectious  urethritides  of  which 
the  Neisserian  infection  is  the  most  com- 
mon. Strictures  of  the  prostatomembra- 
nous  (posterior)  urethra  usually  result  from 
external  trauma  as  in  fractures  of  the  bony 
pelvis  and  also  from  iatrogenic  sources,  in 
particular  those  associated  with  the  treat- 
ment of  obstructive  conditions  of  the 
prostate  and  vesical  neck.  Urethral 
meatal  stenosis  resulting  from  trauma  of 
resectoscope,  oversized  urethral  catheters, 
infection,  and  the  like  constitutes  a major 
group  of  urethral  strictures.  Its  develop- 
ment and  treatment  will  not  be  discussed 
in  this  article. 

Non-surgical  treatment  of 
urethral  stricture 

The  time-tested  method  of  urethral 
dilatation  is  still  the  one  most  widely  used. 
Here,  a schedule  of  periodic  urethral  dilata- 
tion is  arranged,  and  the  patient  is  required 
to  submit  to  urethral  instrumentation  at 
intervals  of  weeks  or  months  according  to 
the  symptomatology  of  the  patient,  te- 
nacity of  the  stricture,  and  its  secondary 
changes  on  the  urinary  tract.  The  in- 
flammatory or  unstable  urethral  strictures 
will  tend  to  recur  quickly  and  bleed  readily 
on  dilatation.  The  stable  strictures  reform 


2998  New  York  State  Journal  of  Medicine  / November  15,  1967 


at  predicted  intervals  and  are  less  likely  to 
bleed.  In  either  type,  there  is  a possibility 
of  insidious  and  often  irreversible  changes 
in  the  urinary  tract  developing  unknown 
to  the  surgeon,  and  the  threat  of  septicemia 
following  each  instrumentation  is  real. 
The  dilatation  is  usually  done  with  metal 
sounds  up  to  24  to  26  F.  in  the  male,  if  the 
urethra  is  able  to  accommodate  this  size 
without  further  injury.  If  the  urethral 
stricture  is  severe  enough,  it  may  be  nec- 
essary to  use  nylon  filiform  catheters  and 
followers  for  dilatation!2  On  occasion,  im- 
mediate dilatation  is  not  possible.  If  so, 
gradual  dilatation  may  be  achieved  by 
increasing  the  size  of  the  followers,  2 sizes 
every  twelve  hours.3  The  mere  fact  that  a 
catheter  is  left  through  a stricture  will  allow 
for  softening  of  the  stricture  to  take  place. 4 
A suprapubic  cystostomy,  by  diverting  the 
mine  from  the  urethra,  will  similarly  lead 
to  a partial  resolution  of  the  obstruction 
resulting  from  the  urethral  stricture.5  It 
may  be  feasible  to  introduce  a urethral 
catheter  with  the  aid  of  Davis  interlocking 
sounds6  or  filiform  catheters,7  the  latter 
inserted  in  antegrade  fashion  at  the  time 
of  the  suprapubic  cystotomy.  In  either 
case,  once  the  patency  of  the  urethra  has 
been  re-established,  a regular  program  of 
urethral  dilatations  is  laid  out  for  the  pa- 
tient. 

The  use  of  topical  and  systemic  steroids 
has  been  reported  to  have  a beneficial 
affect  on  the  treatment  of  the  patient  with 
a urethral  stricture,  but  certain  precautions 
have  to  be  taken,  including  the  simulta- 
neous administration  of  antibiotics.8  9 Sev- 
eral other  uncommon  methods  for  the  con- 
servative treatment  of  strictures  have  been 
reported,  and  these  include  high-frequency 
cutting  current,10  diathermy  administered 
through  a sound,11  and  electrolysis.12  None 
of  these  appears  to  be  of  practical  value  at 
present. 

The  major  objection  to  conservative 
management  of  urethral  strictures  is  that 
the  patient  is  not  often  investigated  for  the 
various  complicating  factors  that  are  likely 
to  occur.  Marshall13  analyzed  146  male 
patients  with  urethral  stricture  and  found 
a 24  per  cent  incidence  of  upper-tract 
disease.  There  was  infection  in  44  per 
cent,  and  14  per  cent  had  elevated  blood 
urea  nitrogen.  He  suggested  that  if  ure- 
thral dilatation  is  needed  more  than  twice 


yearly,  then  surgery  should  be  done.  It  is 
obvious  that  other  factors  must  be  con- 
sidered, such  as  deterioration  of  the  urinary 
tract,  infection,  location  of  the  stricture, 
and  so  on.  Only  after  a thorough  eval- 
uation and  follow-up  of  the  patient  can  a 
decision  to  operate  be  made. 

Surgical  procedure— urethroplasties 

All  surgical  procedures  aim  at  removing 
the  strictured  segment  of  urethra  and  re- 
establishing a normal  urethral  canal.  These 
procedures  may  be  classified  under  several 
broad  headings.  We  have  taken  the 
liberty  to  suggest  groupings  under  which 
the  most  common  urethroplasties  may  be 
classified. 

Anterior  urethral  strictures.  Ure- 
thral regeneration,  intubated  urethrotomies. 
Weaver  and  Schulte14  reported  that  the  ure- 
thra is  capable  of  reforming  its  component 
parts  over  a defective  area  if  a narrow  strip 
containing  normal  urethral  elements  bridges 
the  gap.  Complete  defects  of  more  than 
1 cm.  in  length  heal  by  fibrous  tissue  with 
obliteration  of  the  lumen.  In  this  par- 
ticular method,  the  stricture  is  merely 
incised  and  intubated  or  the  stricture  is 
partially  excised  and  regeneration  is  allowed 
to  occur  around  a catheter  for  approxi- 
mately two  weeks.  This  technic  has  the 
advantage  of  being  technically  easy  to 
perform,  and  it  is  a one- stage  procedure. 
A modification  of  this  technic  consists  in 
completely  excising  the  strictured  segment 
and  bridging  the  resulting  gap  with  a 
hinged  graft  from  the  adjacent  urethra. 
The  regeneration  urethroplasty  is  ideally 
suited  for  strictures  of  the  bulbous  urethra, 
and  it  is  reported  to  be  successful  in  80 
per  cent  of  cases.  This  principle  of  ure- 
thral regeneration  has  been  used  success- 
fully by  others.15-21 

Free  grafts.  The  interposition  of  a free 
graft  between  the  ends  of  the  urethra  is  a 
technic  that  has  been  tried  by  various 
surgeons.  The  free  graft  has  been  obtained 
from  prepuce,22  pectoral  skin,23  and  from 
the  inner  aspect  of  the  thigh.  The  latter 
has  been  most  extensively  used.  Shun- 
Shin24  reported  70  per  cent  success  in  10 
cases  with  grafts  from  the  thighs.  Syn- 
thetic fibers  as  well  have  been  employed,  a 
case  of  replacement  of  the  urethra  with  a 
silicone  graft  has  been  reported.25  More 
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recently,  silicone  patches  have  similarly 
shown  promising  results. 26 

Pedicled  grafts.  Whereas  in  the  free 
grafting  technic  there  is  some  uncertainty 
as  to  the  vascularization  of  the  graft,  in 
another  technic  the  blood  supply  is  main- 
tained through  the  attached  pedicle.  An- 
derson and  Hynes27  advocates  the  use  of  a 
pedicle  graft  from  perineal  skin  to  bypass 
a stricture  of  the  bulbous  urethra.  At  the 
first  stage  the  graft  is  sutured  to  the  pos- 
terior urethra.  Later  it  is  released  from 
the  perineum  and  is  attached  to  the  anterior 
urethra  proximal  to  the  stricture  segment. 
In  this  manner,  the  stricture  is  bypassed, 
although  it  is  left  in  place.  There  were  6 
satisfactory  results  out  of  7 cases.  A 
similar  technic  has  been  successfully  used 
by  Stewart. 28  Kishev29  reported  on  the  use 
of  a pedicled  flap  of  tunica  vaginalis  in  the 
same  manner. 

End-to-end  urethroplasties.  In  end-to- 
end  urethro plasties  the  involved  urethra  is 
fully  resected  and  anastomosis  of  unin- 
volved urethra  accomplished.  It  is  a 
technic  that  is  suitable  for  short  strictures 
and  those  that  are  in  the  anterior  urethra 
where  they  are  readily  accessible.  With 
one  exception,  all  the  reports  of  end-to-end 
urethroplasties  date  back  twenty  or  more 
years,  which  seems  to  indicate  that  this 
technic  is  not  completely  satisfactory.30-33 

Mobilization  of  scrotal  and/or  perineal 
skin.  Mobilization  of  scrotal  and/or  peri- 
neal skin  are  the  technics  of  Johanson  and 
Swinney  and  their  numerous  modifica- 
tions.34-48 In  both  of  these  technics,  the 
stricture  is  incompletely  excised  and  scrotal 
skin  (Johanson)34  or  perineal  skin  (Swin- 
ney)46 are  sutured  to  the  remaining  strip  of 
urethral  mucosa  creating  a trough.  Six 
weeks  are  allowed  for  healing  of  the  first 
stage,  and  a closure  of  the  trough  is  then 
done  resulting  in  the  construction  of  a neo- 
urethra from  the  scrotal  or  perineal  skin. 
The  method  of  Dennis  Browne  has  yielded 
excellent  results  in  the  secondary  closure. 
Most  of  the  modifications  have  attempted 
to  overcome  a frequent  difficulty  with  the 
first-stage  urethroplasty,  namely  that  of  a 
tendency  for  either  end  of  the  urethra 
adjacent  to  the  reconstruction  to  undergo 
excessive  contracture  with  stricture  for- 
mation. Hair  follicles  in  the  neo-urethra 
may  provide  a nidus  for  calculus  forma- 
tion, particularly  if  there  is  recurrent  ob- 


struction and  stasis  of  urine;  therefore 
careful  depilatory  maneuvers  are  indicated. 
The  possibility  of  urethral  diverticulum  in 
the  neo-urethra  is  minimized  with  the 
Leadbetter  technic.42  Of  all  the  urethro- 
plasties, these  two  appear  to  be  the  most 
commonly  used  and  the  most  successful. 
They  are  ideally  suited  for  strictures  of  the 
anterior  urethra. 

Posterior  urethral  strictures.  Pos- 
terior urethral  strictures  result  from  trauma 
to  the  integrity  of  the  bony  pelvis  and  from 
iatrogenic  sources.  They  are  more  difficult 
to  repair  because  of  the  relatively  inac- 
cessible location  of  the  posterior  urethra. 
Direct  exposure  of  the  posterior  urethra  is 
feasible  by  removing  the  pubic  or  sacral 
bones,  but  neither  of  these  maneuvers  has 
gained  widespread  acceptance  as  yet.  The 
retropubic  approach  is  also  impractical 
because  of  bleeding  and  inadequate  ex- 
posure. The  perineal  route  is  most  com- 
monly used. 

Invagination,  pull-through  urethroplasty. 
In  invagination  and  pull-through  urethro- 
plasty the  stricture  is  excised  perineally. 
The  free  anterior  end  of  the  urethra  is 
sutured  to  a catheter  which  in  turn  is 
brought  out  suprapubically.  In  this  man- 
ner, the  anterior  urethra  is  advanced  under 
traction  to  the  level  of  the  bladder  neck. 
Here  it  is  allowed  to  become  attached,  and 
the  full  urethra  is  reconstructed.  About 
6 cm.  of  urethra  can  be  mobilized  for  the 
repair  using  this  method.  Temporary  in- 
continence has  been  noted  in  these  patients. 
Wiggishoff  and  Kiefer49  had  success  in 
12  out  of  16  patients  treated  in  this  manner. 
This  technic  has  been  successfully  employed 
by  others  as  well.50-53 

Mobilization  of  scrotum.  Turner- War- 
wick64 described  a technic  for  strictures  of 
the  distal  bulb  and  posterior  urethra. 
The  stricture  is  excised.  The  urethro- 
plasty consists  of  mobilizing  a flap  of 
scrotum  and  anastomosing  the  anterior 
and  posterior  ends  of  the  urethra  to  the 
flap  of  scrotum  through  two  buttonholes. 
The  external  urinary  sphincter  is  dilated 
widely  if  indicated.  The  resulting  perineal 
fistula  is  observed  for  several  months  until 
closure  is  considered  indicated. 

Electroresection  or  incision.  Excision  and 
incision  (urethrotomy)  of  the  stricture  can 
be  achieved  with  the  small  resectoscope, 
after  prior  dilatation  of  the  narrowed  seg- 
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TABLE  I.  Results  for  urethroplasty 


Authors 

Year 

Number 
of  Cases 

Follow-Up 

Satisfactory 
Results 
(Per  Cent) 

Johanson34 

1953 

60 

Up  to  five  years 

86 

Culp  et  al .44 

1954 

60 

Up  to  five  years 

100 

Swinney 46 

1957 

42 

Up  to  seven  years 

86 

Gerlaugh36 

1959 

14 

Three  to  four  years 

86 

Wilkie37 

1960 

51 

Four  months  to  four  years 

89 

Marshall58 

1964 

25 

Three  to  seven  years 

76 

ment.  Angle  and  Pfeifer55  reported  50 
per  cent  success  in  the  treatment  of  6 
patients  with  the  resectoscope.  The  tech- 
nic of  incision  for  urethral  obstructions  is 
now  undergoing  a revival,  particularly  in 
the  treatment  of  obstruction  in  the  pedia- 
tric patient.  Its  use  in  the  management  of 
the  adult  patient  with  urethral  stricture  was 
described  by  Riba  and  Sanner  in  1933. 56 

Periurethral  freeing  of  scar.  Surraco57 
suggested  cutting  the  periurethral  scar 
without  incising  the  urethra.  The  urethra 
is  then  maintained  in  a dilated  state  with  a 
large  indwelling  Foley  catheter.  The  suc- 
cess of  this  technic  is  apparently  open  to 
question. 


Results 

Marshall58  reviewed  the  literature  and 
added  his  results  for  urethroplasty  (Table 

I). 

Of  all  the  technics  used,  that  of  Johanson 
and  Swinney  have  proved  to  be  the  most 
satisfactory.  Table  I reflects  the  results 
using  this  technic.  It  is  apparent  from 
this  table  that  urethroplasties  for  stricture 
carry  a success  rate  of  80  to  90  per  cent. 
Most  of  these  patients  were  followed  for  at 
least  three  years,  the  critical  period  for 
recurrences  of  urethral  stricture.  The 
majority  of  these  patients  had  infected 
urine  preoperatively.  A successful  ure- 
throplasty almost  always  resulted  in  a cure 
of  the  urinary  tract  infection.  Further- 
more, those  patients  who  had  changes  in 
the  upper  urinary  tract  and  bladder  pre- 
operatively experienced  an  arrest  of  the 
changes  and  often  a disappearance  of  the 
anatomic  alterations  after  successful  sur- 
gery. 

A successful  urethroplasty  did  not  require 
any  further  urethral  dilatations. 


Comment 

The  success  of  any  form  of  therapy  must 
ultimately  depend  on  its  outcome.  In  the 
patient  with  urethral  stricture,  there  are 
two  possible  courses  of  treatment:  periodic 
urethral  dilatations  and  urethroplasty.  It 
is  thought  that  nonsurgical  management  is 
the  most  conservative,  but  the  high  inci- 
dence of  urinary  tract  complications  in  the 
nature  of  infection,  calculi,  dilatation,  and 
the  threat  of  septicemia  leads  to  the  logical 
conclusion  that,  in  some  patients  at  least, 
this  form  of  treatment  is  fraught  with  many 
dangers.  It  should  not  be  assumed  that 
the  incidence  of  major  urinary  tract  disease 
in  association  with  urethral  strictures  need 
be  this  high.  Instead,  it  appears  that  if  the 
patient  with  a stricture  is  re-evaluated 
periodically  with  radiographic  studies  and 
careful  assessment  of  renal  function  and 
bacteriologic  studies,  most  of  these  com- 
plications can  be  averted  and  corrected 
before  major  damage  has  occurred.  Un- 
fortunately, this  is  not  often  done.  The 
usual  routine  is  for  the  patient  to  have  a 
series  of  dilatations  after  which  he  fails  to 
keep  his  appointments  and  finally  presents 
symptoms  of  a series  of  staggering  com- 
plications. It  is  for  this  reason  that  a 
urethroplasty  should  always  be  considered 
if  the  frequency  of  instrumentation  and 
other  factors  appear  to  warrant  surgical 
intervention.  Urethroplasties  carry  an  an- 
ticipated success  rate  in  excess  of  80  per 
cent,  which  is  commendable  for  any  type  of 
plastic  surgery.  A cure  of  a stricture 
implies  no  further  instrumentations,  the 
urine  usually  reverts  to  the  uninfected 
state,  and  regression  of  obstructive  changes 
in  the  urinary  tract  are  the  rule.  This, 
indeed,  appears  to  be  the  ultimate  goal  in 
the  treatment  of  a patient  with  a urethral 
stricture. 
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Generalized  Colicky  Abdominal 
Pain  of  Recent  Onset 


Case  history 

Stephen  Carter,  M.D.:  A sixty- 

seven-year-old  white  American  housewife 
was  admitted  to  Lenox  Hill  Hospital  for 
the  first  time  for  the  evaluation  of  nausea, 
vomiting,  and  recurrent  crampy  abdominal 
pain.  Her  complaints  began  one  year 
prior  to  admission  with  the  development  of 
severe  nausea,  recurrent  vomiting  of  clear 
fluid,  and  epigastric  pain.  These  com- 
plaints progressed  in  both  frequency  and 
intensity.  The  pain  was  severe,  recurrent, 
and  crampy  and  was  distributed  to  all 
quadrants  of  the  abdomen,  often  lasting 
several  hours.  The  pain  occurred  one  to 
three  hours  after  meals,  about  every  few 
weeks,  and  was  not  accompanied  by 
diarrhea,  melena,  or  hematemesis;  there 
was  no  radiation  to  the  back  or  shoulder 
and  no  history  of  intolerance  to  fatty  or 
spicy  food.  There  was  a weight  loss  of  10 
pounds  in  the  past  one  and  one-half  months 
with  mild  anorexia.  During  her  described 
“attacks”  she  received  antiemetics  with 
some  relief,  but  the  abdominal  pains  per- 
sisted even  after  the  attacks  of  vomiting 
would  subside.  On  further  questioning, 
she  admitted  to  the  epigastric  pain  some- 
times occurring  without  any  relation  to 
meals  and  without  nausea  or  vomiting. 
There  were  no  changes  in  the  color  of  her 
urine  or  stool  and  no  pruritus,  night  sweats, 
or  chills.  She  denied  any  recent  or  past 
foreign  travel. 

The  past  history  revealed  that  she  had 
not  had  any  surgical  procedures,  allergies, 


diabetes,  tuberculosis,  asthma,  rheumatic 
fever,  or  hypertension.  There  was  no 
family  history  of  colon  disease.  She  had 
a left  ureteral  calculus  removed  by  cystos- 
copy five  years  previously  without  any 
sequelae  or  recurrences.  The  patient  had 
been  taking  mild  tranquilizers  because  of 
personal  problems,  her  only  medication. 
She  was  a nonsmoker  and  a nondrinker. 

Physical  examination  revealed  a well- 
developed,  well-nourished  elderly  white 
female  appearing  her  stated  age.  She  was 
alert  but  depressed  and  cried  easily.  She 
was  in  no  acute  distress,  but  appeared 
chronically  ill  and  complained  of  vague 
midepigastric  pains.  The  blood  pressure 
was  140  systolic  and  80  diastolic.  The 
pulse  was  80  per  minute  and  the  respira- 
tions 20  per  minute.  The  rectal  temper- 
ature was  100  F.  Examination  of  the  head, 
eyes,  ears,  nose,  and  throat  showed  normal 
findings  and  the  conjunctivas  were  pink. 
The  neck  was  supple  without  any  ade- 
nopathy. The  breasts  revealed  no  masses. 
The  chest  was  clear,  and  the  heart  had  a 
regular  rhythm  without  any  murmurs. 
The  abdomen  was  scaphoid  with  no  masses, 
liver,  spleen,  or  kidneys  palpated.  There 
was  some  tenderness  in  the  midepigastrium 
above  the  umbilicus,  but  no  guarding  or 
rebound  was  elicited.  The  psoas  and  ob- 
turator signs  were  negative.  There  was  no 
costovertebral  angle  tenderness  nor  were 
any  bruits,  rubs,  or  transmitted  pulsations 
present.  There  were  no  areas  of  hyper- 
esthesia. The  pelvic  examination  was 
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unrevealing,  and  the  rectal  examination 
disclosed  a clear  ampulla;  the  stool  was 
brown  and  reagent  tablets  (Hematest) 
showed  negative  results.  The  extremities 
revealed  no  clubbing,  cyanosis,  or  edema, 
and  the  dorsalis  pedis  pulses  were  palpated 
bilaterally.  Examination  of  the  skin  and 
mucous  membranes  revealed  no  eruptions, 
petechiae,  or  abnormal  pigmentation.  The 
neurologic  examination  showed  negative 
results. 

The  hemoglobin  was  12.3  Gm.  per  100 
ml.  with  a hematocrit  of  36.  The  white 
blood  cell  count  was  8,000  with  62  per 
cent  neutrophils  with  1 nonsegmented,  36 
lymphocytes,  1 monocyte,  and  1 eosinophil. 
The  erythrocyte  sedimentation  rate  was 
45  mm.  per  hour.  The  urinalysis  revealed 
normal  findings.  The  fasting  blood  sugar 
was  105  mg.,  blood  urea  nitrogen  10  mg., 
and  uric  acid  3.7  mg.  per  100  ml.  The 
sodium  was  140  mEq.,  potassium  4.2  mEq., 
chlorides  100.5  mEq.,  and  bicarbonate  27 
mEq.  per  liter.  The  amylase  test  was  78 
units  on  admission  and  when  repeated  a 
few  days  later,  was  found  to  be  108  units. 
Repeated  stool  examinations  for  occult 
blood  gave  negative  to  trace  results.  The 
calcium  was  9.4  mg.  per  100  ml.,  phos- 
phorus 3.4  mg.  per  100  ml.,  and  alkaline 
phosphatase  12.5  King-Armstrong  units. 
The  liver  profile  showed  a total  protein  of 
7.3  Gm.  per  100  ml.  with  albumin  3.4  and 
globulin  3.9.  The  total  cholesterol  was 
267  mg.  per  100  ml.  with  124  mg.  of  free 
cholesterol  representing  46.5  per  cent  and 
the  cholesterol  esters  were  143  mg.  The 
cephalin  flocculation  was  negative,  and  the 
total  bilirubin  was  0.5  mg.  per  100  ml. 
The  sodium  sulfobromophthalein  (Brom- 
sulphalein)  retention  was  5 per  cent  after 
forty-five  minutes.  The  serum  lactic  acid 
dehydrogenase  was  465  units,  and  the 
serum  glutamic  oxaloacetic  transaminase 
was  45  units.  A paper  protein  electro- 
phoresis revealed  an  albumin  of  45.3  per 
cent,  alpha  1 globulin  of  8.3  per  cent, 
alpha  2 globulin  of  19.6  per  cent,  beta 
globulin  of  13.4  per  cent,  and  gamma 
globulin  of  13.4  per  cent.  An  electro- 
cardiogram was  interpreted  as  showing 
normal  findings. 

The  chest  roentgenogram  revealed  a 
slightly  enlarged  heart  in  the  transverse 
diameter  with  left  ventricular  prominence. 
A flat  x-ray  film  of  the  abdomen  taken  on 


FIGURE  1.  Initial  flat  x-ray  film  showing  normal 
findings. 


admission  showed  normal  findings  (Fig.  1). 
A single-dose  oral  cholecystogram  revealed 
nonfilling  of  the  gallbladder;  a double  dose 
showed  faint  visualization.  There  was  no 
contraction  after  a fatty  meal.  Intra- 
venous cholangiography  with  tomograms 
revealed  a large  gallbladder  without  any 
calculi  being  seen  (Fig.  2).  Heavy  cal- 
cifications were  noted  in  the  abdominal 
aorta.  A barium  enema  showed  normal 
findings  (Fig.  3).  An  upper  gastrointes- 
tinal series  revealed  slight  thickening  of  the 
mucosal  folds  of  the  body  of  the  stomach 
with  no  ulcer  crater  or  deformity  being 
seen.  At  six  hours  a trace  of  barium  was 
still  present  within  the  stomach.  A flat 
x-ray  film  of  the  abdomen  taken  two  days 
after  admission  revealed  only  retained 
barium  in  the  colon  area.  This  was  again 
repeated  two  days  later,  at  a time  the 
patient  was  experiencing  generalized  ab- 
dominal pain,  and  demonstrated  clearing 
of  the  retained  barium  as  well  as  dilatation 
of  several  loops  of  small  intestines  (Fig.  4). 

During  her  hospital  stay  the  patient  ran 
low-grade  fevers  in  the  range  of  100.2  to 
101  F.  She  was  placed  on  a low-residue, 
convalescent  ulcer  diet  and  given  chlor- 
diazepoxide  hydrochloride  (Librium)  and 
chlorpromazine  (Thorazine),  for  the  mid- 
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FIGURE  2.  Intravenous  cholangiogram  showing 
normal  common  duct,  dye  enters  small  bowel  with- 
out delay. 


epigastric  crampy  pain  that  recurred  fre- 
quently during  her  hospitalization.  Her 
physical  examination  during  these  episodes 
showed  no  changes  from  those  results  ob- 
tained at  the  time  of  her  admission.  On 
the  eleventh  hospital  day  an  elective  ex- 
ploratory laparotomy  was  performed. 

Discussion 

Howard  A.  Weinberger,  M.D.*:  A 

capsule  presentation  of  this  patient  might 
include  the  following  features.  A sixty- 
seven-year-old  female,  apparently  in  ex- 
cellent health  until  one  year  ago,  had  ex- 
perienced increasingly  severe  and  ap- 
parently disabling  episodes  of  colicky 
abdominal  pain,  with  intermittent  periods 
when  she  was  not  entirely  pain  free  but 
when  the  character  of  her  pain  was  different. 
Conspicuous  in  her  past  history  was  the 
fact  that  she  never  had  had  an  abdominal 
operation  and  perhaps  the  fact  that  she  did 
at  one  time  have  instrumentation  for  a 
ureteral  calculus.  Physical  examination 
was  characterized  by  a paucity  of  positive 
findings.  The  patient  appeared  chronically 
ill,  but  there  were  no  significant  abdominal 
findings.  She  was  not  icteric,  and  the 
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FIGURE  3.  Barium  enema  showing  entire  colon 
filled  with  reflux  barium  into  terminal  ileum;  no 
filling  defects  or  other  abnormalities. 


laboratory  data  obtained  exhibited  no 
remarkable  alterations.  There  was  no 
evident  anemia,  and  the  amylase  test  gave 
normal  results.  However,  stool  examina- 
tion for  occult  blood  was  positive  on  more 
than  one  occasion.  The  liver  chemistries 
were  not  strikingly  altered  except  for  the 
reversal  in  the  albumin-globulin  ratio,  and 
this  is  again  perhaps  reflected  in  the  electro- 
phoretic studies. 

Now,  as  to  the  radiographic  examinations 
on  this  patient,  I think  that  considerable 
attention  has  to  be  directed  toward  all  of 
the  studies  made.  It  is  to  be  noted  that 
routine  cholecystograms  demonstrated  pos- 
sible evidence  of  disease  as  the  gallbladder 
did  not  concentrate  the  dye  very  well,  nor 
was  the  opaque  material  delivered  into  the 
biliary  ducts  in  the  usual  manner.  Perhaps 
this  reflects  a failure  to  absorb  the  dye  from 
the  intestinal  tract.  Any  possible  con- 
sideration of  the  gallbladder  and  biliary 
tree  as  the  site  of  significant  disease  is  re- 
moved by  the  normal  findings  shown  on  the 
intravenous  cholangiogram.  The  barium 
enema  and  the  upper  gastrointestinal  x-ray 
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FIGURE  4.  Repeat  flat  x-ray  film  showing  moderate 
gaseous  distention  of  loops  of  ileum  with  some  gas 
present  in  colon. 


studies  gave  normal  results.  However,  at 
varying  times  during  the  patient’s  hos- 
pitalization, prior  to  surgery,  small-bowel 
distention  was  graphically  demonstrated. 
This  could  strongly  suggest  the  presence  of 
intermittent  or  sporadic  interruption  in  the 
passage  of  enteric  content  through  the  small 
intestine.  It  is  to  be  noted  that  small- 
bowel  distention  is  clearly  exhibited  in  one 
of  the  x-ray  films  taken  during  the  in- 
travenous cholangiogram  and  again  in  a 
delayed  x-ray  film  taken  some  days  fol- 
lowing an  upper  intestinal  x-ray  study. 
We  also  see  incidental  small-bowel  dilata- 
tion on  one  or  two  of  the  routine  barium 
enema  x-ray  examinations  done  subse- 
quently. 

The  patient’s  course  in  the  hospital  was 
characterized  by  a lack  of  response  to 
medical  therapy.  It  was  perhaps  also 
significant  that  she  was  febrile  during 
hospitalization.  An  exploratory  laparot- 
omy was  eventually  done  on  a nonemer- 
gent  basis. 

In  summary,  we  have  a patient  with 
generalized  colicky  abdominal  pain,  who 
was  febrile  during  hospitalization  and  ex- 
hibited evidence  of  recent  weight  loss  but 
little  else  on  physical  examination.  The 


laboratory  studies  were  unremarkable.  In- 
termittent small-bowel  dilatation  was  noted 
on  a number  of  occasions. 

In  sorting  out  the  diagnostic  possibilities 
of  intra-abdominal  disease  with  pain  as  the 
overtone,  it  is  important  to  consider  the 
more  common  conditions  first.  If  one 
did  not  have  these  complete  x-ray  studies 
as  reference,  it  might  be  tempting  to  con- 
sider gallbladder  disease  as  the  cause  of 
this  patient’s  symptomatology.  The  in- 
itial routine  gallbladder  studies  suggested 
this  possibility.  However,  crampy  colicky 
pain  with  some  discomfort  between  attacks 
was  atypical  in  its  location  and  distribution. 
Additionally,  we  have  intravenous  cho- 
langiograms  showing  a rather  well-outlined 
gallbladder  and  biliary  tree.  Accordingly, 

I would  have  to  reject  the  concept  of  pri- 
mary gallbladder  and/or  extrahepatic  bil- 
iary tract  disease  as  a possibility  here. 
The  additional  feature  of  small-bowel 
distention  must  be  kept  in  mind  in  any 
interpretation  of  her  problem,  and  leads  me 
away  from  the  biliary  tree  as  the  site  of  her 
primary  disease. 

Pancreatitis  is  another  disorder  which 
conceivably  might  have  caused  the  type  of 
pain  this  patient  complained  of,  although 
it  was  by  no  means  characteristic.  If  she 
did  have  pancreatitis  it  would  be  unasso- 
ciated with  demonstrable  biliary  tract 
disease.  We  recognize  that  coexistent 
disease  of  the  biliary  tract  is  found  in  some 
30  per  cent  of  patients  with  recurrent 
pancreatitis.  Another  40  per  cent  of 
patients  with  chronic  pancreatitis  have  an 
obvious  background  of  alcoholic  disease 
which  is  certainly  not  evident  in  this  sub- 
ject. Acute  or  subacute  pancreatitis  is 
occasionally  associated  with  an  x-ray  film 
pattern  showing  ileus  which  is  paralytic 
in  type  and  generally  involves  a single  loop 
of  small  bowel.  The  amylase  studies,  al- 
though not  always  a reliable  diagnostic  aid, 
were  normal  on  two  occasions  in  this  pa- 
tient. It  would,  therefore,  seem  safe  to 
eliminate  the  possibility  of  chronic  re- 
current pancreatitis  from  further  con- 
sideration. 

Peptic  ulcer  disease  should  also  be  con- 
sidered as  a possibility  here.  The  fact  that 
this  patient  had  postprandial  pain  and 
upper  abdominal  discomfort  and  sensi- 
tivity conceivably  could  make  us  suspect 
possible  gastric  disturbance  in  the  nature  of 
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a gastroduodenal  ulcer  or  even  an  ulcerative 
carcinoma  of  the  stomach.  However,  aside 
from  the  gastroduodenal  x-ray  films  show- 
ing negative  results,  the  crampy  colicky 
nature  of  this  patient’s  pain  would  be 
unusual  on  this  basis. 

To  focus  attention  on  the  lower  intestinal 
tract,  I would  like  to  next  mention  divertic- 
ulitis. Subacute  and  chronic  divertic- 
ulitis with  acute  exacerbations  can  mimic 
other  diseases  which  we  originally  regarded 
as  reflecting  disease  in  the  upper  abdomen. 
However,  there  was  no  clear-cut  history  to 
suggest  disease  of  the  left  hemicolon,  no 
local  physical  findings,  and  finally  none  of 
the  usual  changes  noted  on  x-ray  exam- 
ination that  we  associate  with  this  condi- 
tion. 

By  a process  of  exclusion  as  well  as 
analysis  the  clear-cut  clinical  picture  of 
postprandial  colicky  abdominal  pain  com- 
bined with  definite  x-ray  evidence  of  inter- 
mittent small-bowel  dilatation,  finally  leads 
us  to  consider  that  a mechanical  small- 
bowel  obstruction  induced  this  patient’s 
complaints.  This  obstruction  is  certainly 
in  the  distal  small  bowel.  I say  that  be- 
cause the  acute  pain  did  not  become  mani- 
fest until  some  hours  after  food  intake,  and 
finally,  on  all  the  x-ray  films  wherein  inci- 
dental small-bowel  distention  was  demon- 
strated, the  distended  loops  extended  across 
the  upper  abdomen  and  always  into  the 
right  lower  quadrant  and  pelvis.  This  would 
suggest  an  obstruction  located  somewhere 
in  the  distal  ileum. 

From  this  juncture  on,  further  inter- 
pretation of  this  patient’s  disorder  must 
include  a differential  diagnosis  of  chronic, 
intermittent,  and  nonstrangulating,  small- 
bowel  obstruction  involving  the  ileum. 
About  75  per  cent  of  instances  of  small- 
bowel  obstruction  are  very  easily  disposed 
of  in  diagnostic  interpretation  by  the  fact 
that  this  figure  applies  to  those  obstructions 
caused  by  (1)  postoperative  adhesive  bands, 
and  (2)  external  hernias.  This  patient  had 
never  had  a laparotomy,  and  it  is  certainly 
reasonable  to  assume  that  adhesive  bands 
with  constriction  and/or  secondary  internal 
hernia  or  volvulus  are  not  a consideration 
here.  As  far  as  external  hernia  is  con- 
cerned, there  is  no  mention  anywhere  of 
this  patient  having  had  an  inguinal  or  a 
femoral  hernia,  or  a hernia  in  a less  con- 
ventional location. 


It  would  seem  that  we  are  obliged  to 
explore  the  more  sophisticated  and  cer- 
tainly much  less  common  causes  of  mechan- 
ical small-bowel  intestinal  obstruction. 
For  purposes  of  contiguity,  I believe  it 
propitious  to  consider  other  purely  struc- 
tural causes  as  possibilities,  such  as  con- 
genital bands,  the  band  type  of  obstruction 
associated  with  Meckel’s  diverticulum,  and 
the  type  of  internal  hernia  caused  by 
mesenteric  veils  about  the  cecum,  the 
paraduodenal  fold,  or  the  lesser  omental 
sac.  By  and  large,  all  can  be  rejected  here 
because  there  are  uncommon  operative 
curiosities  encountered  generally  in  a 
younger-age  group  who  are  subjected 
to  urgent  operations  for  acute  and  more 
fulminating  types  of  small-bowel  obstruc- 
tion. 

Eliminating  the  external  structural 
causes  of  obstruction,  I would  like  to  dis- 
cuss as  the  next  group  those  surgical  con- 
ditions which  are  responsible  for  the  so- 
called  inflammatory  obstructions.  In  a 
patient  who  has  been  acutely  ill  for  a matter 
of  days  to  several  weeks  and  whose  clinical 
course  has  been  associated  with  progressive 
lower  small-bowel  obstruction  and  temper- 
ature elevation,  one  must  always  suspect 
an  appendiceal  abscess.  There  was  little 
to  support  this  possibility  here.  There 
was  no  mass  palpable,  no  sign  of  peritoneal 
irritation,  and  the  type  of  temperature 
elevation  was  not  characteristic  of  a con- 
fined abscess.  Another  inflammatory  dis- 
ease we  must  consider  is  regional  ileitis. 
This  patient  was  chronically  ill  with  pain, 
had  lost  weight,  had  occult  blood  in  the 
stool,  and  an  intermittent  obstruction. 
Retrograde  examination  of  her  terminal 
ileum  on  several  x-ray  studies  showed 
normal  findings.  There  was  nothing  sug- 
gestive of  a “string”  sign  nor  was  tenderness 
or  a mass  ever  noted  on  repeat  examina- 
tions of  the  abdomen.  Additionally,  a 
patient  with  regional  ileitis  has  constant 
discomfort  rather  than  crampy-colicky 
pain,  rarely  has  a completely  obstructed 
intestinal  tract,  and  often  develops  fistulas. 
I do  believe  that  we  can  reasonably  exclude 
regional  ileitis  from  further  consideration. 

The  next  entity  which  certainly  must  be 
mentioned  in  the  occasionally  encountered 
patient  with  recurrent  or  chronic  small- 
bowel  obstruction  is  gallstone  ileus.  This 
is  a real  and  deceptive  clinical  situation 
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which  is  usually  missed  because  it  is  not 
considered.  Now  in  this  patient,  again, 
there  are  features  in  the  nature  of  her  pain 
and  in  the  obstruction  pattern  noted  on  the 
roentgenograms  which,  in  the  absence  of 
prior  surgery  or  an  obvious  hernia,  lend 
support  to  the  possibility  of  gallstone  ileus. 
However,  we  have  no  history  of  cholecysti- 
tis or  cholelithiasis  antedating  her  intes- 
tinal obstruction.  On  none  of  these  x-ray 
films  was  air  to  be  seen  in  the  biliary  tract. 
There  was  also  no  evidence  of  a cholecysto- 
enteric  fistula,  and  there  was  no  radiopacity 
in  the  right  lower  quadrant  corresponding 
to  an  obstructing  gallstone. 1 

The  next  diagnostic  consideration  in  this 
more  nebulous  and  less  frequently  encoun- 
tered group  of  progressive  obstructions  of 
the  small  bowel  are  those  dependent  on 
stem  vessel  narrowing  and  regional  arterial 
insufficiency.  In  these  patients  the  clinical 
obstruction  is  an  expression  of  intermittent 
claudication  of  the  mesenteric  vessels  and 
inability  of  the  bowel  segmentally  to  man- 
age delivered  contents  for  metabolic  assimi- 
lation. This  patient  was  sixty-seven-years 
old,  with  arteriosclerosis  of  the  aorta  and 
an  enlarged  heart.  So  there  was  some 
background  for  the  possibility  of  occlusive 
vascular  disease  at  one  or  the  other  of  her 
visceral  aortic  branches.  It  would  seem 
realistic  to  eliminate  a vascular  obstruction 
here  largely  in  view  of  this  patient’s  type 
of  pain.  The  pain  of  vascular  insufficiency, 
due  to  mesenteric  artery  stenosis,  is  usually 
of  the  ulcer  type.  It  may  be  postprandial 
in  nature,  however,  as  was  the  case  here. 
In  addition,  it  was  clearly  noted  on  the 
roentgenograms  that  there  was  a mechani- 
cal small-bowel  occlusion. 

Now  I would  like  to  mention  a group  of 
related  diseases  which  again  are  infre- 
quently encountered  and  even  less  com- 
monly diagnosed  in  the  interpretation  of 
intestinal  obstruction.  We  must  consider 
those  rarely  encountered  small-bowel  ob- 
structions anatomically  produced  by  fibri- 
noid degeneration  of  vessels  with  con- 
sequent scarring  and  contraction  of  the 
bowel  segment  in  an  isolated  area.  These 
are  the  collagen-connective  tissue  diseases 
with  vasculitis  such  as  scleroderma,  lupus 
erythematosis,  and  periarteritis.  There 
are  cases  of  scleroderma  reported  where  a 
small-bowel  obstruction  is  the  initial  and 
only  manifestation.23  These  conditions 


are  usually  associated  with  systemic  man- 
ifestations involving  such  visceral  organs 
as  the  heart,  kidney,  liver,  and  lung.  Our 
patient  had  no  evidence  of  systemic  disease. 

Recently,  we  reported  a small  series  of 
patients  in  whom  chemical  irritation  had 
produced  a localized  area  of  surgical  small- 
bowel  alteration  resulting  in  (1)  a pseudo- 
tumor due  to  an  ulceroproductive  process 
associated  with  intestinal  obstruction,  or 
(2)  an  ulcero-erosive  change  with  perfo- 
ration of  the  bowel.  I refer  specifically  to 
the  potassium-induced  localized  pseudo- 
tumor of  the  small  intestinal  tract  ocurring 
in  the  occasional  patient  who  has  been  on 
one  of  the  chlorothiazide-potassium  agents, 
with  potassium  considered  the  offending 
agent.4  It  seems  certain  that  we  will 
encounter  other  drugs  causing  similar 
changes.  Had  this  patient  been  taking 
potassium  medication,  I am  sure  that  such 
would  have  been  mentioned  in  the  protocol. 

Finally,  a neoplasm  of  the  small  bowel 
must  be  considered.  There  is  more  than 
passive  elimination  implicit  in  the  pos- 
sibility of  a neoplastic  obstruction  here. 
There  are  actually  some  very  characteristic 
phenomena  directing  us  toward  the  diag- 
nosis of  a tumor  as  the  cause  of  intestinal 
obstruction  in  this  patient.  The  crampy- 
colicky  pain  and  remissions  experienced 
over  a period  of  a year  very  much  suggest 
intussusception,  which  is  fairly  character- 
istic of  a certain  group  of  small-bowel 
tumors.6  Occult  bleeding  in  the  absence 
of  esophagogastroduodenal  and  colon  symp- 
toms is  another  feature  which  should 
prompt  one  to  consider  a tumor  in  any 
analysis  of  small  intestinal  obstruction  of 
obscure  nature.5  The  clinical  feature  of 
colicky,  postprandial  pain,  progressive  ob- 
struction with  intermittent  periods  of  dis- 
comfort, and  the  roentgenographic  ap- 
pearance are  features  that  experience  has 
shown  are  quite  compatible  with  a neo- 
plasm of  the  small  intestine.  This  is  a 
treacherous  diagnosis  because  small-bowel 
tumors  are  actually  very  uncommon.  They 
are  reported  as  constituting  anywhere 
from  1 to  5 per  cent  of  all  gastrointestinal 
tumors.6  Recently  we  have  seen  our  share 
of  these  lesions  at  Lenox  Hill  Hospital. 
In  1948  a study  of  20  such  patients,  seen 
over  a forty-year  period  at  this  institution, 
was  published.6  As  I recall,  that  study 
indicated  that  there  was  one  small-bowel 
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tumor  found  for  every  71  neoplasms  en- 
countered elsewhere  in  the  gastrointestinal 
tract  and  1 in  every  3,300  surgical  and 
autopsy  specimens.  Nonetheless,  I am  led 
to  propose  that  this  patient  had  a small- 
bowel  tumor  obstructing  the  lower  ileum. 

What  type  of  tumor  might  this  patient 
have  had?  The  benign  small-bowel  tu- 
mors, such  as  the  epithelial  polyp,  the 
leiomyoma,  the  hemangioma,  the  lipoma, 
or  the  aberrant  pancreatic  rest  tumor,  are 
generally  encountered  as  incidental  autopsy 
or  operative  findings.7  They  are,  by  and 
large,  not  symptomatic  lesions.8  On  the 
other  hand,  malignant  tumors  are  invari- 
ably symptomatic.  They  often  cause  in- 
termittent obstruction  or  bleeding  and  are 
associated  with  local  and  systemic  man- 
ifestations. Most  of  the  benign  tumors, 
besides  being  asymptomatic,  occur  in  the 
duodenum  or  in  the  jejunum.  They  are 
less  likely  to  be  found  in  the  lower  regions 
of  the  small  bowel.  Tumors  that  give  a 
frank  picture  of  obstruction  are  more  com- 
monly encountered  in  the  lower  small 
bowel,  that  is  the  ileum.  On  the  basis  of 
these  observations  and  experience,  that  is  a 
frank  and  progressive  picture  of  chronic 
and  intermittent  small-bowel  obstruction; 
the  x-ray  film  pattern  of  the  obstruction 
localized  in  the  ileum;  and  the  deteriora- 
tion of  this  patient  in  terms  of  weight  loss 
and  perhaps  nutritional  change  reflected  in 
the  circulating  albumin  deficit;  I would 
venture  to  say  this  patient  had  a malignant 
tumor  of  the  ileum  causing  recurrent  in- 
testinal obstruction. 

The  most  common  malignant  tumor  of 
the  small  bowel  is  an  adenocarcinoma; 
second,  one  would  consider  a lymphosar- 
coma, Hodgkin’s  lymphoma,  or  giant 
follicular  lymphoblastoma;  and  third,  in  a 
very  small  percentage  of  patients,  malig- 
nant carcinoid.  The  latter  I will  dispose 
of  by  virtue  of  its  statistical  rarity  and  the 
fact  that  there  is  no  clinical  evidence  of 
hyperserotoninemia  which  would  reflect 
the  behavior  of  such  tumor  metastases  in 
the  liver.  These  considerations  more  or 
less  lead  us  to  an  interpretation  as  to 
whether  this  is  an  adenocarcinoma  or  a 
lymphosarcoma.  A certain  partiality  is 
suspect  in  terms  of  what  the  protocol  tells 
us  about  this  patient,  when  reinforced  again 
with  statistical  considerations.  Adenocar- 
cinoma is  certainly  more  common  than 


lymphosarcoma  of  the  small  intestine,  but 
we  know  that  statistically  the  majority 
of  adenocarcinomas  are  encountered  in 
the  upper  small  bowel  such  as  the  duodenum 
or  jejunum,  with  fewer  being  encountered 
in  the  ileum.  Malignant  tumors  involving 
the  ileum  are  generally  lymphosarcomas. 
Carcinomas  of  the  small  bowel  make  up 
only  1 per  cent  of  all  carcinomas  of  the 
gastrointestinal  tract,  but  50  per  cent  of  the 
lymphosarcomas  occur  in  the  small  bowel, 
and  most  of  these  are  in  the  ileum.9  Fi- 
nally, it  is  noted  that  there  are  clinical 
features  here  that  are  more  befitting  the 
conduct  of  lymphosarcoma  than  adenocar- 
cinoma. The  latter  is  certainly  much  more 
virulent,  aggressive,  and  rapid  in  its 
clinical  course.  This  patient’s  history  is 
actually  fairly  long,  one  of  slow  deteriora- 
tion over  a period  of  a year.  She  did  not 
exhibit  the  advanced  cachexia,  muscle 
wasting,  emaciation,  and  anemia  which 
would  be  rather  more  in  character  with 
small-bowel  adenocarcinoma.  In  other 
words  she  was  in  relatively  good  health, 
except  for  weight  loss,  a history  of  inter- 
mittent progressive  obstruction  of  the  small 
bowel,  and  a sustained  low  fever.  This 
leads  me  to  believe  that  we  are  dealing 
with  a lymphosarcoma  of  the  small  in- 
testine. I would  further  estimate  that 
this  tumor  is  somewhere  in  the  mid-  or 
lower  ileum  and  that  it  is  a primary,  soli- 
tary lymphomatous  tumor  rather  than  an 
expression  of  disseminated  malignant 
disease. 

At  this  point,  although  I am  at  the  end 
of  my  discussion,  I would  like  to  ask  the 
radiologist  whether  or  not  he  differs  with 
my  interpretation  of  the  x-ray  films  and  if 
he  has  anything  to  add. 

Erich  Eidenschenk,  M.D.:  I agree 

with  Dr.  Weinberger’s  interpretation  of 
the  x-ray  films.  The  abdominal  findings 
are  suggestive  of  intermittent,  incomplete 
mechanical  obstruction  of  the  small  bowel 
in  the  midileum  of  unknown  cause. 

Michael  S.  Bruno,  M.D.:  I wonder 

if  Dr.  Howard  has  anything  to  add  to  the 
history  since  the  patient  was  initially  under 
his  care. 

Elliott  J.  Howard,  M.D.;  The  pro- 
tocol as  presented  gives  a good  picture  of 
the  patient’s  signs  and  symptoms  at  the 
time  of  surgical  intervention.  The  only 
additional  comment  I would  make  is  to 
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note  that  she  had  had  intestinal  pain  with 
vomiting,  similar  to  that  noted,  as  long  as 
two  years  before  I first  examined  her,  which 
was  one  year  prior  to  surgery.  A gastro- 
intestinal examination  then  reportedly  gave 
negative  results.  Until  one  month  prior 
to  entering  Lenox  Hill  Hospital  the  re- 
currence of  “attacks”  were  six  to  eight 
weeks  apart  and  generally  subsided  with 
one  injection  of  prochlorperazine  or  meperi- 
dine hydrochloride. 

Sidney  I.  Kreps,  M.D.:  Was  there 

anything  to  suggest  a malabsorption  syn- 
drome being  present? 

Joseph  Kessler,  M.D.:  I was  the 

resident  physician  following  this  patient  in 
the  hospital  during  her  examination,  and 
at  no  time  were  her  carefully  examined 
stools  noted  to  be  bulky,  frothy,  or  mal- 
odorous or  to  contain  any  fat  globules,  un- 
digested meat  fibers,  or  starch  granules. 

Dr.  Bruno:  I would  like  to  add  that 

the  flat  x-ray  film  of  the  abdomen  showing 
the  small-bowel  distention  was  taken  co- 
incidental with  her  abdominal  pain.  The 
distribution  of  pain  was  rather  character- 
istic of  small-bowel  obstruction,  although 
it  was  not  diagnostic. 

Irving  Graef,  M.D.:  Was  the  diagno- 

sis of  porphyria  considered  even  though 
the  patient  was  elderly? 

Dr.  Bruno:  On  the  basis  of  history 

alone  it  could  not  be  excluded.  The 
chemical  tests  for  it,  including  the  glycine 
loading  test,  were  not  done. 

Joseph  Post,  M.D.:  Was  a bone  mar- 

row test  done? 

Dr.  Howard:  No,  it  was  not  done. 

Arthur  Dishman,  M.D.:  I would 

rather  think  the  patient  had  a benign 
small-bowel  tumor  because  of  the  history 
and  nature  of  her  clinical  course.  An 
adenoma  or  lipoma  with  intermittent  in- 
tussusception may  present  such  symptoms. 

Burton  I.  Korelitz,  M.D.:  Once  a 

lymphosarcoma  obstructs  the  small  bowel, 
its  course  is  progressive.  The  low-grade 
fever  is  characteristic  of  this  for  a while  but 
more  often  Hodgkin’s  disease  will  cause 
the  obstruction  and  release. 

John  O.  Vieta,  M.D.:  I think  carci- 

noma of  the  pancreas  metastasizing  to  the 
mesentery  with  an  intermittent  small- 
bowel  obstruction  cannot  be  ruled  out, 
especially  when  the  pain  syndrome  and 
low-grade  febrile  course  are  reviewed. 


Louis  J.  Vorhaus,  M.D.:  Yet  the  in 

creased  alpha  2 globulin  on  protein  paper 
electrophoresis  and  mildly  reversed  al- 
bumin-globulin ratio,  favor  a diagnosis  of 
lymphoma. 

Dr.  Bruno:  The  low-grade  fever,  ele- 

vated sedimentation  rate,  and  electropho- 
retic pattern  were  not  diagnostic,  but  they 
made  us  suspect  a lymphoma.  When  the 
patient  was  first  presented  at  grand  rounds, 
we  felt  she  had  an  intermittent  small-bowel 
obstruction  due  either  to  lymphoma,  Hodg- 
kin’s disease,  or  lymphosarcoma.  The 
patient  was  operated  on,  and  I would  like 
to  ask  Dr.  Reinus  for  his  operative  findings. 

Francis  Z.  Reinus,  M.D.:  I wish  to 

compliment  Dr.  Weinberger  on  his  excellent 
resume.  The  preoperative  diagnosis  agreed 
with  his  analysis  of  the  case.  The  im- 
mediate surgical  problem  was  to  identify 
the  proper  organ  system  causing  the 
patient’s  symptoms.  The  significant  clues 
were:  first,  the  symptoms  of  epigastric 

pain,  cramping  in  nature  and  recurring 
with  increasing  frequency;  second,  the  ap- 
pearance on  many  x-ray  films  of  dilated 
loops  of  small  intestine;  and  third,  the 
finding  of  occult  blood  in  the  stool.  Gall- 
bladder disease  was  considered  and  rejected 
as  a cause  of  the  symptoms.  X-ray  film 
studies  effectively  ruled  out  disease  of  the 
stomach,  duodenum,  and  large  intestine,  i 
The  preoperative  diagnosis  was  tumor  of 
the  small  bowel,  causing  obstruction. 

At  operation,  a right  midrectum  incision 
was  made,  and  a tumor  of  the  midileum 
was  readily  identified.  The  tumor  was 
about  7 cm.  in  diameter  and  was  obstruct-  | 
ing  the  ileum  as  evidenced  by  dilated  hy- 
pertrophied small  intestine  proximal  to  the 
lesion  and  normal-caliber  intestine  distal  ' 
to  it.  There  were  many  enlarged  lymph 
nodes  in  the  mesentery  adjacent  to  the 
tumor,  and  the  nodes  extended  down  to  the  ! 
root  of  the  mesentery  encasing  the  area  of 
the  superior  mesenteric  artery.  Explora-  ! 
tion  of  the  remainder  of  the  abdomen  re- 
vealed a normal  liver,  spleen,  and  upper  and  > 
lower  gastrointestinal  tract.  Resection  of  j 
the  ileum  was  done  with  an  end-to-end 
anastomosis.  No  attempt  was  made  to  do 
extensive  node  dissection,  since  it  was  j 
feared  that  compromise  of  the  blood  supply  I 
of  the  small  bowel  and  right  colon  might 
occur.  Postoperative  radiation  was  plan- 
ned and  has  been  given. 
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FIGURE  5.  (A)  Small  intestine,  opened  and  fixed,  showing  infiltration  of  mucosa  and  muscularis  and  ste- 
nosis of  lumen  at  site  of  lesion,  (B)  High-power  view  of  small  intestinal  muscularis  showing  diffuse  infiltra- 
tion by  atypical  lymphocytes. 


Clinical  diagnosis 

Recurrent  intussusception  of  lower  ileum 
secondary  to  a tumor 

Dr.  Weinberger’s  diagnosis 

Lymphosarcoma  of  the  ileum 

Pathologic  report 

Lawrence  P.  Shea,  M.D.*:  The  surgi- 

cal specimen  was  a portion  of  small  in- 
testine measuring  19.5  cm.  in  length  and 
4.5  and  6.5  cm.  at  the  respective  ends.  A 
portion  of  mesenteric  fat  measuring  up  to 
3 cm.  in  width  was  attached.  A 5.5  cm. 
segment  of  the  intestine  was  firm,  enlarged, 
and  had  a rough  congested  serosal  sur- 
face. The  opened  intestine  contained  an 
annular  lesion  in  which  the  normal  mucosal 
folds  were  obliterated  (Fig.  5A).  The 
lesion  measured  5.5  cm.  in  length  and  was 
6 cm.  from  the  narrower  end  of  the  in- 
testine. The  firm  irregular  light  reddish- 
tan  surface  of  the  lesion  was  elevated  up  to 
0.5  cm.  At  one  end  of  the  lesion  the  lumen 
was  nearly  occluded,  the  residual  space 
being  0.5  cm.  in  circumference.  The  cut 
surfaces  of  the  lesion  showed  replacement 
of  the  full  thickness  of  the  intestinal  wall 
by  moderately  firm  glistening  grayish-tan 
tissue. 

No  lymph  nodes  or  other  nodules  were 
found  in  the  fat  tissue. 

Microscopic  sections  of  the  gross  lesion 
showed  diffuse  infiltration  of  all  layers  of 

* Associate  Pathologist,  Lenox  Hill  Hospital. 


the  intestinal  wall  by  closely  packed  round 
cells,  with  scanty  cytoplasm  and  slightly 
pleomorphic  nuclei  more  vesicular  than 
those  of  mature  lymphocytes  and  about 
twice  their  size.  The  affected  muscularis 
was  largely  replaced  by  the  neoplastic 
infiltrate  (Fig.  5B).  The  mucosal  surface 
was  focally  ulcerated.  The  sections  of  the 
excised  ends  disclosed  no  tumor  cells. 

Pathologic  report 

Dr.  Reinus:  To  put  this  disease  in  its 

proper  perspective  the  Mayo  Clinic  has 
reported  a series  of  327  cases  of  malignant 
tumors  of  the  small  intestine.  Of  these, 
adenocarcinoma  appeared  most  frequently 
in  39  per  cent  of  the  patients  with  a five- 
year  survival  rate  of  22  per  cent.  Car- 
cinoid appeared  in  21  per  cent  of  the 
patients,  with  a five-year  survival  rate  of 
52  per  cent;  lymphosarcoma  in  19  per 
cent  of  the  patients,  with  a five-year  sur- 
vival rate  of  40  per  cent;  and  leiomyosar- 
coma in  14  per  cent  of  the  patients,  with  a 
five-year  survival  rate  of  48  per  cent. 

This  case  demonstrated  the  usual  diffi- 
culty one  has  in  suspecting  a primary  tumor 
of  the  small  intestine,  since  the  manifes- 
tations may  be  protean  in  nature,  especially 
at  the  outset. 

Dr.  Bruno:  I would  like  to  ask  Dr. 

Fischer  to  add  a few  comments.  This 
patient  presents  symptoms  of  one  of  the 
rarer  causes  of  small-intestine  obstruction. 
In  a patient  of  this  age  with  a mechanical 
obstruction  of  the  small  intestine,  early 
surgical  intervention  was  warranted. 


November  15,  1967  / New  York  State  Journal  of  Medicine  3011 


Walter  W.  Fischer,  M.D.:  Recently 

we  have  had  several  patients  at  this  insti- 
tution with  small-intestine  obstructions 
presenting  different  symptoms.  An  elderly 
woman  with  a mass  in  her  groin  appeared 
in  our  emergency  room  and  was  found  to 
have  an  intestinal  obstruction  due  to  an 
incarcerated  femoral  hernia.  More  re- 
cently, a patient  with  acute  myeloblastic 
leukemia  presented  symptoms  of  abdominal 
pain  and  a small-bowel  obstruction  and  was 
subsequently  operated  on  only  to  reveal 
localized  adhesions  and  walled-off  perfo- 
ration of  the  cecum.  The  same  patient 
returned  two  months  later  with  a recurrent 
small-bowel  obstruction  that  was  treated 
with  long- tube  decompression,  intravenous 
fluids,  and  6-mercaptopurine.  Unfor- 
tunately he  expired.  Post-mortem  exami- 
nation revealed  an  intussusception  of  the 
ileum  with  gangrene  but  no  gross  abdomi- 
nal or  bowel  evidence  of  leukemia.  Hence 
the  mistake  with  small-bowel  obstruction 


Pickles  and  gastric  mucosa 

The  mortality  rate  for  stomach  cancer,  higher 
in  Japan  than  in  the  United  States  or  Canada,  is 
lower  in  second-generation  Canadian  Japanese 
than  in  their  first-generation  parents.  This 
suggests  an  environmental  factor,  possibly 
dietary.  In  a study  conducted  by  W.  C.  Mac- 
Donald, M.D.,  F.  H.  Anderson,  M.D.,  and  S. 
Hashimoto,  M.D.,  and  reported  in  a recent  issue 
of  the  Canadian  Medical  Association  Journal, 
it  was  established  that  Japanese  Canadians  eat 
much  more  pickled  and  salted  food  and  often 
flavor  food  with  soy  sauce  or  vinegar  than  their 
Canadian-born  children.  In  experiments  on 
3 healthy  men,  the  effects  of  several  types  of 
pickles  and  control  foods  on  the  gastric  mucosa 
were  assessed  by  repeated  suction  biopsies  of  the 
gastric  antrum.  It  was  found  that  the  eating  of 
30  ounces  of  mixed  vegetables  pickled  in  soy 
sauce  or  gherkins  over  a three-day  period  caused 
marked  changes  in  the  surface  epithelium  and 


may  be  in  waiting  too  long  rather  than  in 
operating  soon  enough. 

Final  anatomic  diagnosis 

Malignant  lymphoma,  lymphocytic  type, 
of  ileum 
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gastric  pits  in  the  3 subjects.  Eating  lik 
amounts  of  raw  cucumbers  or  carrots  did  no 
produce  these  changes. 

Tissue  specimens  taken  after  the  ingestion  of 
two  test  foods  showed  definite  abnormalities  of 
the  surface  epithelium,  pits,  and  necks  of  the 
glands  of  the  antral  mucosa.  These  changes 
were  not  demonstrated  in  control  biopsies  or 
after  the  ingestion  of  a like  amount  of  raw  foods. 
The  loss  of  mucus,  nuclear  enlargement,  promi- 
nent nuclear  chromatin  pattern,  and  increased 
number  of  mitotic  figures  observed  after  the 
pickle  ingestion  suggest  a more  rapid  turnover  of 
cells  of  the  pits  and  surface  epithelium,  possibly 
in  response  to  irritation.  The  glandular  layer 
itself  was  not  involved,  but  the  mucosa  con- 
taining pyloric  glands  or  gastric  glands  proper 
appeared  quite  susceptible.  Two  of  the  sub- 
jects noted  no  symptoms,  and  although  1 was 
aware  of  his  stomach,  he  felt  no  actual  discom- 
fort. Both  the  spiced  foods  caused  the  abnor- 
malities, but  whether  this  was  nonspecific  or  .< 
whether  both  contain  a common  undetected 
irritant  will  require  more  study  for  an  answer. 
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Pleural  Effusion  and 
Pleural  Tumor 


Case  history 

Harold  P.  Gaetz,  M.D.:  A fifty-nine- 

year-old  white  male  clerical  worker  entered 
St.  Luke’s  Hospital  Center  because  of  pain 
in  the  lower  right  posterior  rib  area  of  six 
weeks  duration.  The  soreness  was  aggra- 
vated by  straining  and  deep  breathing,  and 
for  one  week  injection  therapy  for  spasm 
was  utilized  without  relief. 

He  was  known  to  have  had  mild  hyper- 
tension for  twenty-four  years  and  had  been 
treated  with  reserpine  (Serpasil)  for  the  past 
twelve  years.  Six  years  previously  he  had 
shingles  in  the  same  area  of  the  right  side 
of  the  chest.  Six  months  prior  to  admission 
a routine  chest  x-ray  film  taken  during  a 
Board  of  Health  survey  was  interpreted  as 
normal. 

Previous  illnesses  and  family  history  were 
noncontributory.  Smoking  included  a mod- 
erate one-half  pack  a day.  There  was 
no  history  of  trauma,  and  review  of  systems 
was  also  not  contributory;  but  specifically 
there  was  absence  of  night  sweating,  heat 
intolerance,  and  weight  loss. 

The  patient  was  a well-developed  and 
nourished  white  man  in  moderate  distress, 
whose  vital  signs  disclosed  a blood  pres- 
sure of  150/100  mm.  Hg,  pulse  of  115  per 
minute,  respirations  of  25  per  minute,  and 
temperature  of  99  F.  No  cervical  lymph 
nodes  could  be  palpated,  and  the  right  side 
of  the  chest  had  restricted  expansion  on 
deep  inspiration.  The  right  side  of  the 
chest  was  dull  to  percussion  and  without 


breath  sounds  from  the  base  to  the  mid- 
scapula, while  the  left  side  was  normal. 
There  was  a fine  tremor  to  the  fingers  but 
no  clubbing.  The  right  thigh  and  calf  were 
persistently  slightly  larger  than  the  left, 
with  neither  pain  nor  tenderness. 


Radiographic  discussion 

Nathaniel  Finby,  M.D.:  Roentgeno- 

graphic  examination  of  the  chest  on  ad- 
mission showed  a homogeneous  density 
obscuring  the  lower  half  of  the  right  hemi- 
thorax.  No  definite  pulmonary,  pleural, 
or  osseous  mass  lesions  could  be  isolated 
from  the  generalized  density.  Although 
there  was  fullness  of  the  superior  medi- 
astinum, there  was  no  evidence  of  medi- 
astinal shift.  The  left  hemithorax  ap- 
peared normal,  and  the  visualized  portions 
of  both  lungs  showed  no  evidence  of  gen- 
eralized disease.  The  opacification  of  the 
right  lower  lung  field  merged  with  cardiac 
and  chest  wall  shadows  in  a manner  in- 
dicative of  pleural  fluid  (Fig.  1). 

During  the  following  two  weeks,  despite 
thoracenteses,  there  was  extension  of  the 
abnormal  density  throughout  the  right 
hemithorax  with  lobulated  masses  along  the 
wall  on  the  right  side  of  the  chest  and  in  the 
superior  mediastinum.  The  radiographic 
impression  was  that  these  mass  densities 
represented  areas  of  loculated  fluid  along 
the  chest  wall  and  in  the  mediastinum. 
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FIGURE  1.  Chest  roentgenogram  on  admission 
shows  homogeneous  density  in  right  lower  lung 
field  having  appearance  of  pleural  fluid.  No  pul- 
monary, pleural,  osseous,  or  mediastinal  masses 
demarcated.  Left  hemithorax  appears  normal. 
No  mediastinal  shift  or  abnormal  calcification. 


The  lateral  projection  of  the  chest  showed 
the  major  portion  of  the  density  to  be 
posterior  and  inferior  in  location.  There  was 
a linear  density  behind  the  sternum  which 
was  thought  to  represent  either  extension  of 
the  pleural  fluid  or  pleural  thickening 
(Fig.  2). 

Subsequent  examinations  of  the  chest 


after  surgical  decortication  of  the  lung  and 
thoracenteses  showed  increasing  opacifica- 
tion in  the  right  hemithorax  with  conse- 
quent diminution  of  aerated  lung.  The  left 
lung  remained  entirely  normal  in  appear- 
ance without  evidence  of  pleural  fluid  or 
thickening  in  the  left  hemithorax  (Fig.  3). 
After  the  surgical  therapy,  the  lobulated 
mass  densities  appeared  less  prominent, 
although  the  over-all  pleural  density  was 
increased  on  the  right  side. 

Other  roentgenographic  studies  includ- 
ing exposures  of  the  abdomen  and  the 
urinary  tract  showed  no  abnormality. 

Pathologic  discussion 

Dr.  Gaetz:  A thoracentesis  revealed  a 

sanguineous  effusion  which  on  culture  and 
smear,  including  acid-fast  preparations, 
proved  to  be  sterile.  While  the  peripheral 
blood  count  showed  8,330  white  blood  cells 
with  83  polymorphonuclear  leukocytes, 
13  lymphocytes,  and  2 eosinophils,  with  a 
hemoglobin  of  13  Gm.,  the  count  and 
differential  of  the  pleural  fluid  disclosed 
310,000  red  blood  cells  and  4,000  white 
blood  cells  composed  of  87  per  cent  lym- 
phocytes, 12  polymorphonuclear  leukocytes, 
and  1 eosinophil.  Cell  block  and  Papanico- 
laou smear  failed  to  demonstrate  anaplastic 
cells  or  acinic  clusters  but  did  show  a mod- 
erate pleomorphism  which  was  compatible 


FIGURE  2.  Frontal  and  lateral  roentgenograms  of  chest  two  weeks  later  show  rapid  progression  of 
disease  in  right  hemithorax  despite  thoracenteses.  Density  at  right  base  still  has  appearance  of  pleural 
fluid,  and  along  right  chest  wall  and  in  right  superior  mediastinum  are  circumscribed  densities.  Pleural 
thickening  seen  behind  sternum  in  lateral  projection. 
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FIGURE  3.  Nine  weeks  later,  after  surgical  therapy, 
increasing  density  and  loss  of  aerated  lung  shadow 
in  right  hemithorax.  Left  lung  remains  entirely 
normal  in  appearance. 


with  inflammatory  induced  mesothelial 
hyperplasia. 

In  rapid  succession,  as  roentgenographic 
evidence  of  pleural  loculation  increased, 
although  parenchymal  change  failed  to 
develop,  a pleural  biopsy  which  failed  to 
demonstrate  pleural  tissue,  thoracotomy, 
and  decortication  were  performed. 

At  operation,  a thick,  leathery,  calcium- 
studded  pleura  investing  the  entire  right 
lung  was  removed.  The  thick  visceral 
pleura  was  adherent  to  the  parietal  pleura 
over  the  upper  lobe.  There  was  approxi- 
mately 400  cc.  of  bloody  fluid  loculated 
along  the  mediastinum,  the  upper  lateral 
thorax,  and  the  infrapulmonic  area  against 
the  diaphragm. 

Figure  4 illustrates  the  parietal  pleura 
and  adipose  tissue  adherent  to  it.  Notice 
the  melted  wax  droplet  effect.  Nowhere  did 
its  thickness  exceed  1 cm.  but  rather  con- 
sistently averaged  1 to  3 mm. 

Figure  5 (top)  discloses  a full-thickness 
profile.  Notice  the  superficial  areas  of  necro- 
sis with  plump,  spindled,  palisaded  cells 
about  it,  leading  one  to  misinterpret  gross 
focal  calcification  from  the  yellowish  speckles 
of  necrosis.  As  one  approaches  the  deep 
margin,  less  collagen  is  noted,  and  a distinctly 
circumscribed  interface  of  polygonal  cells, 
lymphocytic  bar,  and  finally  normal  chest 
wall  adipose  connective  tissue  is  encount- 


FIGURE  4.  Gross  photograph  of  decorticated 
pleura.  Cross  section  at  top  includes  adipose 
tissue  of  chest  wall,  while  below  is  inner  facet  with 
dropped  wax  appearance. 

ered.  The  cellular  detail  is  shown  in  Fig- 
ure 5 (bottom). 

The  patient  did  well  postoperatively  and 
one  month  after  admission  was  discharged 
improved.  The  final  pathologic  diagnosis 
stated  that  this  was  an  idiopathic  fibro- 
plasia, which  intimated  our  own  feelings. 

One  month  later,  the  patient’s  rather  con- 
stant right  side  chest  pain  converted  to 
spasm,  and  a warm  tender  soft  tissue  mass 
appeared  in  the  previous  thoracotomy  scar. 

A biopsy  of  the  soft  tissue  nodules  in  the 
latissimus  dorsi  muscle  was  performed  and 
showed  the  storiform,  plump,  pleomorphic 
spindle  cells,  with  less  interstitium  and 
definite  invasiveness  of  the  tumor  (Fig.  6). 
This  was  now  rather  unequivocal  sarcoma. 
Of  note  was  the  exclusive  biphasic  or  bipolar 
component.  Although  no  glands  or  uni- 
polar cells  could  be  detected,  the  evidence 
suggested  a sarcomatous  mesothelioma. 

The  patient  remained  in  status  quo,  re- 
ceiving radiation  to  palliate  pain.  He  died 
suddenly  almost  four  months  after  his 
hospitalization  for  this  disease  and  five  and 


_ 
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FIGURE  5.  Decorticated  pleura.  (Top)  Microphoto- 
graph of  profile  view,  transmural.  Note  surface 
necrosis  (arrow)  and  distinct  margination  of  round 
cells  at  deep  margin.  (Bottom)  Representative 
cellularity  and  cytoarchitecture. 


one-half  months  after  the  first  clinical 
symptoms. 

Postmortem  examination  disclosed  mas- 
sive local  right  hemithoracic  recurrence 
and  aggressive  local  invasion  of  contiguous 
structures.  The  parietal  pericardium  was 
invaded,  and  death  resulted  from  peri- 
cardial sanguineous  effusion  and  tamponade. 
There  were  transdiaphragmatic  and  diffuse 
transcoelomic  serosal  implants  involving 
mesothelial-lined  peritoneal  organs.  Sys- 


FIGURE  6.  Microphotograph  of  chest  wall  recur- 
rence. Note  matted  tufts  of  spindled  pleomor- 
phic tumor  cells  investing  branches  of  peripheral 
nerve. 


temic  hematogenous  metastases  reached 
the  thyroid  and  adrenal. 

Figure  7 (left)  demonstrates  epicardium 
invaded  by  the  tumor  which  was  one  of  the 
rare  fields  evincing  a unipolar  architecture. 
Note  the  ducts  and  clefts  lined  by  plump 
columnar  cells.  For  the  most  part,  vir- 
tually no  interstitium  was  elaborated  by 
the  bipolar  forms  such  as  seen  in  the  initial 
biopsy.  Conventional  beaded  club-shaped 
asbestos  bodies  were  found  in  a hilar  lymph 
node  (Fig.  7,  right).  This  represented  the 
single  clue  of  a possible  etiologic  agent. 

Comment 

Dr.  Finby:  The  present  case  illustrates 

the  practical  impossibility  of  making  a 
definitive  diagnosis  of  diffuse  pleural  meso- 
thelioma by  routine  roentgenographic  stud- 
ies. It  is  important  to  remember  that 
mesothelioma  is  not  synonymous  with 
pleural  mesothelioma  since  this  neoplasm 
is  also  found  in  the  genital  tracts,  peri- 
cardium, and  peritoneum.  Pleural  meso- 
thelioma may  be  a localized  benign  lesion 
or  a diffuse  malignant  neoplasm.1,2  The 
benign  mesotheliomas  are  sometimes  huge 
and  may  fill  an  entire  hemithorax  simulat- 
ing a massive  pleural  effusion. 

Our  present  case  is  somewhat  unusual 
since,  most  often,  malignant  pleural  meso- 
thelioma presents  symptoms  of  a more 
massive,  almost  complete,  pleural  density 
in  one  hemithorax  with  little  visible 
aerated  lung.  The  diagnosis  is  usually 
suspected  when  sterile  bloody  fluid  is  ob- 
tained from  the  involved  hemithorax.  If 
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FIGURE  7.  Photomicrographs.  (Left)  Epicardium.  Note  clefts  lined  by  rows  of  malignant  unipolar  meso- 
thelial  cells.  (Right)  Hilar  lymph  node.  Typical  asbestos  body,  drumstick  form,  barely  discernible  (arrows). 
Asbestos  forms  chemically  heterogeneous  group  of  fibrous  mineral  silicates  associated  significantly,  if  not 
carcinogenically,  with  neoplasia,  particularly  mesothelial  and  pulmonary.  (X  160) 


the  suspicion  is  present,  the  addition  of  air 
into  the  hemithorax  at  the  time  of  thora- 
centesis may  allow  visualization  of  pleural 
nodules  and  enhance  the  diagnosis.  The 
failure  of  the  mediastinum  to  shift  in  the 
presence  of  a massive  pleural  density  is 
another  clue  to  the  diagnosis.  The  differ- 
ential diagnosis,  of  course,  includes  lung  or 
metastatic  cancer  and  a long-standing 
fibrothorax  with  or  without  activity  on  an 
infectious  basis. 

Although  the  benign  pleural  mesothelio- 
mas may  show  calcification,  they  rarely 
show  evidence  of  pleural  fluid,  bone  erosion, 
or  rapid  growth.  When  recognized,  they 
may  be  massive  and  simulate  malignant 
disease.  More  often  than  the  malignant 
type,  benign  pleural  mesothelioma  is  asso- 
ciated with  hypertrophic  osteoarthropathy. 

As  Dr.  Gaetz  has  indicated,  asbestosis  is 
incriminated  as  the  etiologic  agent  in  our 
patient.  There  is  growing  evidence  that 
mesotheliomas  are  more  frequently  seen  in 
patients  exposed  to  asbestos,  particularly  in 
those  who  have  diffuse  lung  disease  of 
asbestosis.34  However,  many  of  us  are 
unknowingly  exposed  to  asbestos  particles 
in  our  present  civilization,  especially  in 
cities,  and  this  may  be  a factor  which  should 
be  searched  for  in  patients  without  pul- 
monary asbestosis.5 

Although  the  course  of  a patient  with 
malignant  mesothelioma  is  rapidly  down- 
hill after  its  clinical  recognition,  the  evi- 


dence of  the  extremely  rapid  spread  in  the 
patient  presented  today  is  quite  striking. 

Conclusion 

Dr.  Gaetz:  Malignant  mesotheliomas 

inevitably  are  carcinosarcomatous  in  ap- 
pearance. Difficulty  in  diagnosis  arises 
when  only  one  phase  or  the  other  develops 
exclusively  or  predominantly. 

Since  the  pleura,  like  synovia,  is  capable 
of  marked  hyperplasia  in  reacting  to  injury 
due  to  a variety  of  unrelated  agents,  it  is 
difficult  to  distinguish  between  reactive 
hyperplasia  and  neoplasia. 

A prompt  and  accurate  diagnosis,  pred- 
icated on  the  need  for  the  earliest  possible 
therapeutic  intervention,  requires  the  dis- 
tillate of  clinical,  radiologic,  and  pathologic 
material. 

Acknowledgement.  Craig  N.  Smith,  M.D.,  and  Hugh 
F.  Fitzpatrick,  M.D.,  attending  physicians  of  this  patient, 
supplied  clinical  material  and  advice  for  this  presentation. 
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Case  Report 


Effect  of  Dicyclomine 
Hydrochloride  on 
Narrow-Angle  Glaucoma 

J.  EUGENE  CHALFIN,  M.D. 

Brooklyn,  New  York 

Attending  in  Ophthalmology,  The  Brooklyn-Cumberland 

Medical  Center;  Assistant  in  Ophthalmology,  Brooklyn  Eye 
and  Ear  Hospital;  Associate  in  Ophthalmology,  Brooklyn 
Hebrew  Home  and  Hospital  for  the  Aged,  Jewish  Chronic 
Disease  Hospital,  and  Kings  County  Hospital  Center 

T his  report  is  a follow-up  study  on  the 
effects  of  dicyclomine  hydrochloride  on 
patients  with  narrow-angle  glaucoma  using 
a larger  dose,  20  mg.  three  times  ^ daily. 
The  former  study,  carried  out  in  1965, 
showed  that  30  mg.  and  40  mg.  per  day  had 
no  or  negligible  effect  on  a group  of  similar 
patients.  * 

Case  reports 

Case  1.  A fifty-nine-year-old  white 
male  was  admitted  to  the  Brooklyn  Eye  and 
Ear  Hospital  with  an  acute  attack  of  angle- 
closure  glaucoma.  He  had  had  pain  in  the 
right  eye  for  three  days.  The  tension  was 
62  in  the  right  eye,  18  in  the  left  eye,  M 
7.5,1  and  his  vision  was  20/200  in  the  right 
eye  and  20/40  in  the  left  eye.  The  right  eye 
was  corrected  to  20/50  and  the  left  eye  to 
20/30  after  three  months.  On  4 per  cent 
pilocarpine  hydrochloride  and  acetazolamide 
(Diamox),  his  tension  dropped  to  11  mm. 
Hg.  A peripheral  iridectomy  was  per- 
formed, and  his  condition  remains  good  for 
the  present. 

Case  2.  A seventy-year-old  white  fe- 
male had  had  recurrent  attacks  of  angle- 
closure  glaucoma  for  five  years,  beginning 
in  1959.  She  had  been  maintained  success- 

* Chalfin,  J.  E.:  Effect  of  dicyclomine  hydrochloride  on 
narrow-angle  glaucoma,  New  York  State  J.  Med.  67:  917 
(Apr.  1)  1967. 

t Maklakov  tonometer,  Gm.  per  ml. 


fully  on  pilocarpine  hydrochloride  and 
acetazolamide.  In  1964  she  was  seen  with 
an  attack  in  her  left  eye  with  a tension  of 
68  mm.  Hg  in  the  right  eye  and  18  mm.  Hg 
in  the  left  eye.  On  gonioscopy  she  showed 
a grade  I angle  with  synechia.  On  miotic 
therapy  with  acetazolamide,  the  tension 
was  lowered  to  38.  Intravenous  urea 
brought  the  tension  down  to  14  M (7.5), 
and  the  angle  now  showed  grade  III  with 
few  synechiae.  She  had  a peripheral  iri- 
dectomy done  because  the  “C”  value  tono- 
graph  was  0.18.  One  and  a half  years  later, 
her  glaucoma  was  under  control. 

Case  3.  This  patient  was  a fifty-year- 
old  Negro  woman  who  had  first  been  exam- 
ined in  1962.  A diagnosis  of  glaucoma  had 
been  made,  and  the  patient  had  been  placed 
on  miotic  therapy.  She  noted  halos  around 
lights  every  so  often  even  though  she  was 
taking  medication.  In  June,  1963,  she  had 
suffered  an  attack  of  pain  in  the  right  eye 
with  a tension  of  60  M/7.5.  Her  vision 
was  20/60  in  the  right  eye  and  20/30  in  the 
left  eye.  Her  anterior  chambers  were  shal- 
low, and  the  corneas  and  lenses  were  clear. 
The  right  optic  nerve  showed  moderate  cup- 
ping, but  the  left  optic  nerve  seemed  nor- 
mal. Her  central  visual  fields  showed 
marked  constriction  on  the  right  down  to 
the  7-degree  isopter  with  a 10-mm.  white 
object  at  1 M.  The  left  eye  was  normal  or 
16  mm.  Hg  tension. 

Case  4.  A sixty- five-year-old  white  fe- 
male had  complained  of  repeated  attacks 
of  angle-closure  glaucoma  for  one  year  in 

1963.  She  had  been  treated  with  4 per 
cent  pilocarpine  hydrochloride  and  acet- 
azolamide. Her  tension  was  30  in  the  right 
eye  and  32  in  the  left  eye  M 7.5,  and  vision 
20/30  in  the  right  eye  and  20/40  in  the  left 
eye.  Gonioscopy  showed  angles  of  grade 
III.  She  allowed  us  to  operate  on  the  eye 
with  the  poorer  vision,  the  left  eye.  Pe- 
ripheral iridectomy  was  performed  in  April, 

1964,  and  was  very  successful.  The  right 
eye  was  operated  on  in  September,  1964. 
She  has  been  without  medication  ever  since. 
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TABLE  I.  Ocular  tensions,  Maklakov  applanometer  measured  with  5-Gm.  weight  in  millimeters 


Case  Number 
and  Eye 

Before 

Medication 

After 

First 

Week 

After 

Second 

Week 

After 

Thud 

Week 

After- 

Fourth 

Week 

After 

Fifth 

Week 

After 

Sixth 

Week 

1 

Right* 

16 

16 

17 

18 

18 

18 

18 

Left 

18 

19 

20 

20 

20 

19 

19 

z 

Right* 

15 

15 

17 

17 

18 

18 

17 

Left 

19 

19 

19 

20 

19 

20 

20 

o 

Right* 

15 

15 

17 

16 

17 

17 

17 

Left 

19 

20 

20 

20 

20 

20 

20 

4 

Right 

17 

17 

18 

18 

18 

18 

18 

Left* 

13 

13 

14 

14 

14 

14 

14 

o 

Right* 

19 

19 

20 

20 

Left 

18 

19 

19 

20 

D 

Right* 

12 

13 

15 

Left 

17 

17 

17 

/ 

Right 

17 

17 

18 

Left 

16 

16 

18 

* Eyes  with  peripheral  iridectomy. 

TABLE  1 

1.  Visual  acuity,  gonioscopy,  and  central  fields 

^-Gonioscopy  f (Grade) — . - — 

Central  Fields 

Case  Number 

Corrected 

Before 

After 

After 

and  Eye 

Visual  Acuity* 

Treatment 

Treatment  Before  Treatment 

Treatment 

1 

Right 

20/50 

III** 

III** 

Nasal  depression 

Same 

Left 

20/30 

III** 

III** 

Normal  field 

Same 

A 

Right 

20/50-3 

lift 

lift 

Nasal  depression 

Same 

Left 

20/40-2 

III** 

III** 

Slightly  enlarged 

Same 

o 

blind  spot 

Right 

20/70-1 

lift 

Htt 

Nasal  depression 

Same 

Left 

20/30-1 

IV*  ** 

iy*** 

Moderate  cupping, 

Same 

A 

enlarged  blind  spot 

Right 

20/30 

III** 

hi** 

Nasal  depression 

Same 

Left 

c 

20/40 

III** 

hi** 

Nasal  depression 

Same 

Right 

20/50 

lift 

ntt 

Nasal  depression 

Same 

Left 

A 

20/40 

III** 

in** 

Nasal  depression 

Same 

Right 

20/60 

II  tt 

ntt 

Nasal  depression 

Same 

Left 

7 

20/30 

III** 

hi** 

Nasal  depression 

Same 

Right 

20/60 

jy  *** 

jy  *** 

Normal 

Same 

Left 

20/70 

Iftt 

ittt 

Nasal  depression, 

Same 

enlarged  blind  spot 

* Visual  acuity:  Snellen. 

t Gonioscopy:  graded  according  to  symposium  of  office  management  of  glaucomas  of  the  American  Academy  of  Ophthalmology 
and  Otolaryngology. 

**  Grade  III:  slightly  narrow, 
ft  Grade  II:  moderately  narrow. 

***  Grade  IV:  wide  open, 
ttt  Grade  I:  very  narrow. 


The  tension  is  now  18  in  the  right  eye,  20  Case  5.  A sixty-two-year-old  female 

in  the  left  eye  M 7.5.  had  had  an  attack  of  angle-closure  glau- 
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TABLE  III.  Pupillary  sizes  in  millimeters* 


Case 
N umber 
and  Eye 

Before 

Medication 

After 

First 

Week 

After 

Second 

Week 

After 

Thud 

Week 

After 

Fourth 

Week 

After 

Fifth 

Week 

After 

Sixth 

Week 

1 

Right 

2.0 

2.0 

2.0 

2.0 

2.0 

2.5 

2.5 

Left 

o 

1.5 

1.5 

1.5 

1.5 

1.5 

2.0 

2.0 

Right 

2.0 

2.0 

2.0 

2.5 

2.0 

2.0 

2.5 

Left 

2.0 

2.0 

2.0 

2.5 

2.0 

2.5 

2.0 

O 

Right 

2.0 

2.0 

2.0 

2.0 

2.0 

2.0 

2.0 

Left 

2.0 

2.0 

2.0 

2.0 

2.5 

2.5 

2.5 

4 

Right 

2.5 

2.5 

2.5 

2.5 

2.5 

2.5 

2.5 

Left 

2.5 

2.5 

2.5 

2.5 

2.5 

2.5 

2.5 

5 1 

Right 

2.0 

2.0 

2.0 

2.0 

2.5 

Left 

1.5 

1.5 

1.5 

1.5 

1.5 

6t 

Right 

1.5 

1.5 

1.5 

1.5 

Left 

2.0 

2.0 

2.0 

2.0 

7 1 

Right 

1.5 

1.5 

1.5 

2.0 

Left 

1.5 

1.5 

2.0 

2.0 

* Patients  given  20  mg.  dicyclomine  hydrochloride  three  times  daily. 

t Cases  5,  6,  and  7 refused  further  therapy  because  of  severe  dryness  in  the  mouth  and  throat. 


coma  in  the  right  eye  in  January,  1962. 
It  had  first  been  brought  under  control  with 
miotic  therapy  without  surgery.  During 
that  year  she  had  had  repeated  episodes  of 
blurred  vision  and  seeing  colored  rings 
around  lights.  These  had  subsided  spon- 
taneously until  February,  1963,  at  which 
time  the  patient  suffered  a violent  attack  of 
pain  in  the  right  eye  with  a tension  of  60 
mm.  Hg;  gonioscopy  showed  a grade  0 an- 
gle. A peripheral  iridectomy  was  per- 
formed after  lowering  the  tension  to  12  mm. 
Hg  by  intravenous  urea.  This  patient  had 
a grade  III  angle  in  the  left  eye.  She  con- 
tinued with  pilocarpine  hydrochloride  1 per 
cent  twice  a day. 

Case  6.  This  patient  had  had  a history 
of  a previous  attack  of  pain  in  the  right  eye 
in  1960.  She  had  been  treated  with  miot- 
ics,  and  the  tension  had  been  controlled 
without  surgery.  During  the  past  two 
years,  she  has  complained  of  blurred  vision 
despite  the  wearing  of  corrective  lenses. 
On  June  10,  1964,  she  suffered  an  acute  at- 
tack of  pain  in  the  right  eye  with  a tension 
of  46  mm.  Hg.  The  pressure  was  con- 
trolled with  4 per  cent  pilocarpine  hydro- 
chloride and  acetazolamide.  A peripheral 
iridectomy  was  performed  on  June  12,  1964. 
The  patient  is  on  1 per  cent  pilocarpine  hy- 


drochloride therapy,  and  the  tension  is  12 
in  the  right  eye  and  17  in  the  left  eye  5 M. 

Case  7.  A seventy-five-year-old  white 
male  came  to  the  hospital  in  May,  1963, 
with  a history  of  gradual  diminution  of 
vision.  He  stated  that  he  had  an  oc- 
casional pain  on  the  left  side  of  his  brow  but 
no  halos  or  redness.  On  examination  his 
vision  was  20/200  right  eye  and  left  eye 
finger  counting;  the  tension  was  15  right 
eye  and  48  left  eye.  His  chambers  were 
shallow  with  convex  iris-lens  diaphragm 
in  the  right  and  left  eyes.  The  lenses 
showed  sclerosis,  2 plus  nuclear  in  the  right 
eye  and  4 plus  nuclear  in  the  left  eye.  The 
left  fundus  could  not  be  seen.  Gonioscopy 
showed  grade  IV  in  the  right  eye  and  grade 
I in  the  left  eye.  Tension  was  reduced  with 
pilocarpine  hydrochloride  4 per  cent  and 
acetazolamide,  and  the  next  day  the  patient 
had  a peripheral  iridectomy.  The  pa- 
tient’s glaucoma  was  controlled.  In  De- 
cember, 1963,  he  had  had  a cataract  ex- 
traction in  the  left  eye.  His  tension  was 
17  in  the  right  eye  and  16  in  the  left  eye 
and  has  remained  normal.  Ocular  tensions, 
visual  acuity,  gonioscopy,  central  fields,  and 
pupillary  sizes  are  shown  in  Tables  I,  II, 
and  III. 

41  Eastern  Parkway 
Brooklyn,  New  York  11238 
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Special  Article 


Analysis  of 
Obstetric  Review 

Rochester  Region 
Perinatal  Study 

MICHAEL  R.  BILLINSON,  M.D. 

Syracuse,  New  York 

Consultant,  Obstetrics  and  Gynecology, 
Bureau  of  Medical  Review,  Albany,  New  York 


This  study  was  sponsored  by  The  Em- 
pire State  Medical,  Scientific  and  Educa- 
tional Foundation,  Inc.,  the  research  arm 
of  the  Medical  Society  of  the  State  of  New 
York,  in  joint  cooperation  with  the  State 
of  New  York  Department  of  Health. 
Its  purpose  was  to  investigate  methods  for 
practical  medical  audit  or  review.  When 
this  objective  was  achieved,  the  ultimate 
goal  of  the  study  was  to  identify  clinical 
problem  areas  where  postgraduate  educa- 
tional programs  would  be  useful. 

A side  product  of  this  review  would, 
hopefully,  produce  some  consensus  or  stand- 
ards on  which  to  base  future  reviews. 
Two  previous  evaluations  of  Rochester 
region  medical  records  have  been  pub- 
lished.1,2 

Study  method 

All  29  hospitals  of  the  Rochester  Hos- 
pital Service  Region  voluntarily  partici- 
pated in  this  first  study.  The  smallest 
hospital  in  this  group  had  49  births  in  the 
year  1963,  and  the  largest  had  2,894  de- 
liveries. There  were  16  small  hospitals 
(fewer  than  500  deliveries  for  the  year),  8 
medium  hospitals  (500  to  1,199  deliveries), 


and  5 large  hospitals  (1,200  and  over 
deliveries  per  year). 

A sample  of  1,258  deliveries  was  drawn 
from  the  universe  of  24,402  births  on  record 
in  this  hospital  region  for  1963.  Cases 
were  selected  from  the  following  six  diagnos- 
tic categories  of  obstetric  complications: 
(1)  placenta  praevia,  (2)  breech  presenta- 
tion, (3)  preeclampsia,  (4)  primary  cesarean 
section,  (5)  stillborn  infants  over  1,000  Gm., 

(6)  neonatal  deaths  over  1,000  Gm.,  and 

(7)  a sample  of  normal  deliveries.  The 
cases  were  identified  from  birth  certificate 
records. 

Ten  normal  deliveries  were  randomly 
selected  from  each  small  hospital  plus  all 
of  the  reported  cases  with  the  complications 
under  study.  The  total  provided  by  the  16 
small  hospitals  amounted  to  533  cases. 
Fifteen  normal  deliveries  and  every  second 
of  the  reported  complications  were  selected 
from  the  medium-sized  hospitals  resulting 
in  a sample  of  373  cases  from  these  8 hospi- 
tals. The  5 large  hospitals  each  con- 
tributed 20  normal  deliveries,  and  every 
fifth  reported  complication  for  a total  of  352 
cases.  The  over-all  sample  thus  numbered 
1,258  deliveries.  The  hospital  records  of 
these  cases  and  of  the  resultant  infants 
comprised  the  source  documents  of  the 
study.  The  charts  thus  selected  were 
copied  and  coded,  and  all  identifying  infor- 
mation was  obliterated.  These  charts  were 
then  reviewed. 

With  the  assistance  and  cooperation  of 
the  deans  and  chairmen  of  the  departments 
of  obstetrics  and  gynecology  of  three  Up- 
state medical  schools,  reviewers  were  chosen 
from  among  practicing  obstetric  specialists 
in  Albany,  Buffalo,  and  Syracuse.  Only 
one  man  in  each  group  had  a full-time  med- 
ical school  appointment.  The  rest  were 
privately  practicing  obstetricians.  Ten 
physicians  were  originally  chosen  from  each 
geographic  region,  and  each  group  selected 
three  of  its  number  to  serve  as  an  “area 
review  panel.” 

Copies  of  the  hospital  charts  of  both 


November  15,  1967  / New  York  State  Journal  of  Medicine  3021 


MATERNAL  OR  INPANT  EVALUATION 
PERINATAL  STUDY 


•-Type  of  8TOOY 

IM'ANT 


• - AOEQU ATE  DIAGNOSTIC  PROCEDURES 

VC»  :::::  QUCtT  :::::  MO  ::: 


g-  STUDY  NUMBER 

O :::::  I :::::  t 
O :::::  I I 


b- HOSPITAL  NUMBER 

0 ::::: 


4- EVALUATOR'S  NUMBER 

O :::::  I :::::  t :::::  1 :::: 


7-  CORRECT  OIAONOSIS 

VCS  ::r.:  QUEST 


B- ADEQUATE  TREATMENT 


9-  CONSULTATIONS 


10-  CORRECT  DELIVERY  MANAGEMENT  (MATERNAL  STUDY  ONLY) 

INSUF 

T(l  :::::  QUEST  :::::  no  :::::  INFO  ::::: 


II-  CORRECT  POST  PARTUM  MANAGEMENT  (MATERNAL  STUDY  ONLY) 


12-  LENGTH  OF  STAY 


EVALUATION 


19-QUALITY  OF  CHART 
EXCEL  ::::: 


0- PREVENTABLE  MATERNAL  OR  PERINATAL  DEATH 

IN 

YES  :::::  QUEST  :::::  NO  IN 


14- OVERALL  EVALUATION  OF  CASE  MANAGEMENT 
SATISFACTORY  ::::: 


UNSATISFACTORY  : 


IF  MORE  INFORMATION  IS  NEEDED  TO  MORE  FULLY  EXPLAIN  A PART.  INDICATE  THE  PART  NUMBER  ANO  GIVE  A BRIEF 
STATEMENT  KEEP  HANDWRITTEN  INFORMATION  WITHIN  THE  AREA  PROVIOED 


INSTRUCTIONS 

1 - USE  BLACK  PENCIL  ONLY.  NO  2 LEAD  PREFERABLE 

2 - MAKE  MARKS  HEAVY  AbP  WITHIN  BOXES 

3 - MAKE  NO  EXTRANE0U9  MARKS  4 - M A KE  ERASURES  COMPLE  TE 

B-00  NOT  FOLD  THIS  SHEET  •-  SIGN  IN  BOX  PROVIDED  — H 


FIGURE  1.  Care  evaluation  form  of  factors  influencing  recorded  judgment  of  reviewers. 


mother  and  infant  or  infants  underwent 
paired  reviews  according  to  the  following 
distribution  schedule:  (1)  Cases  reviewed 

in  one  geographic  region  were  subsequently 
reviewed  in  a different  region;  (2)  no  indi- 
vidual reviewer  was  aware  of  the  identity  of 


his  counterpart;  (3)  neither  did  a reviewer 
know  whether  or  not  his  own  review  of  a 
case  was  the  first  or  a repeat  review;  and 
(4)  all  reviewers  were  sent  all  case  records 
of  both  mother  and  infant  for  each  case 
reviewed. 
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HOSPITALS 

FIGURE  2.  Distribution  of  obstetric  cases  re- 
viewed, by  hospital  size,  1963. 


A sample,  1 : 13,  of  cases  adjudged  satis- 
factorily treated  by  both  of  the  independ- 
ent reviews  was  subsequently  randomly 
selected  for  review  by  the  panel  of  the  re- 
maining geographic  region.  Every  case 
adjudged  unsatisfactorily  treated  by  either 
one  or  both  of  the  independent  reviewers 
was  also  reviewed  by  a panel  from  the  third 
geographic  area.  The  panels  were  unaware 
of  any  previously  rendered  judgment,  and 
each  panel  contributed  its  judgment  as  a 
concensus  of  the  three  panel  members. 
Regional  bias  was  thus  thought  to  be  mini- 
mized. 

A standard  evaluation  sheet  was  com- 
pleted by  each  reviewer  and  by  the  panel- 
ists. Space  was  provided  on  these  sheets 
for  individual  comments.  These  comments 
brought  into  focus  the  specific  factors  which 
influenced  the  recorded  judgment  of  re- 
viewers (Fig.  1). 

We  attempted  to  discern  what  factors 
were  associated  with  an  unsatisfactory  and 
satisfactory  judgment  of  case  management. 
The  reviewers’  comments  were  invaluable 
in  this  respect. 

Over-all  obstetric  results 

Reviewer  judgments  were  reported  first 
for  the  over-all  study  and  then  grouped  by 
hospital  size  (Fig.  2).  Of  the  1,258  ma- 
ternity cases  studied,  1,121,  89.1  per  cent, 
were  judged  to  have  had  satisfactory  man- 
agement. This  represents  the  final  decision 
on  each  case  as  was  determined  by  paired 
or  paired  plus  panel  review.  The  large 
hospital  group  had  a satisfactory  manage- 
ment per  cent  of  94;  the  medium  hospitals 
had  a rating  of  88  per  cent,  and  the  small 


PERCENT  FINAL  UNSATISFACTORY  JUDGEMENTS 

FIGURE  3.  Final  unsatisfactory  judgments  of  1,258 
obstetric  cases  reviewed,  by  hospital  size,  1963. 


TABLE  I.  Breech  deliveries 


Hospital 

Size 

Number 
of  Cases 

- — Unsa  tisfac  t ory — - 
Number  Per  Cent 

Small 

139 

20 

14.4 

Medium 

78 

5 

6.4 

Large 

59 

2 

3.4 

Totals 

276 

27 

hospitals  had  a rating  of  86.1  per  cent. 
Figure  3 is  a presentation  of  all  the  hospitals 
in  terms  of  size  and  percentage  of  unsatis- 
factory judgments.  The  higher  the  un- 
satisfactory percentage,  the  further  a hos- 
pital falls  to  the  right  in  the  graph.  The 
graph  is  divided  into  quartiles  of  7 hospitals 
each.  Five  small  and  2 medium-sized  hos- 
pitals fell  into  the  last  quartile.  For  con- 
venience the  quartiles  were  lettered  A 
through  D.  A closer  look  at  the  individual 
diagnostic  categories  helps  to  explain  this 
distribution  of  judgments. 

Breech  delivery 

There  were  276  breech  deliveries  of  which 
27,  or  9.8  per  cent,  were  judged  unsatis- 
factory (Table  I).  This  is  slightly  better 
than  the  figure  of  10.9  per  cent  unsatis- 
factory cases  for  the  entire  group  of  1,258 
cases. 

Analysis.  Elective  induction  in  breech 
presentation  was  criticized  and  was  a com- 
mon problem  seen  in  the  small  and  medium 
hospital  groups.  Often  associated  with  this 
was  an  “elective”  breech  extraction.  These 
events  were  seen  most  often  in  small  hos- 
pitals. Failure  to  utilize  x-ray  pelvimetry 
in  primiparas  with  breech  births  was  noted 
and  criticized  in  hospitals  of  all  sizes. 

These  are  some  striking  examples  of  what 
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TABLE  II.  Placenta  praevia  TABLE  III.  Preeclampsia 


Hospital 

Size 

Number 
of  Cases 

- — Unsatisfactory — - 
Number  Per  Cent 

Hospital 

Size 

Number 
of  Cases 

^—Unsatisfactory-- 
Number  Per  Cent 

Small 

30 

7 

23.0 

Small 

44 

14 

31.8 

Medium 

28 

4 

14.3 

Medium 

36 

5 

13.9 

Large 

43 

6 

14.0 

Large 

46 

2 

4.3 

Totals 

101 

17 

Totals 

126 

21 

was  found  in  each  hospital  group  of  unsatis- 
factory cases.  Breech  extraction  through 
an  undilated  cervix  and  failure  to  do  episi- 
otomies  were  pointed  out  by  the  reviewers 
as  not  unfrequent  events  occurring  in  small 
hospitals. 

In  the  group  of  medium-sized  hospitals  a 
grand  multipara  due  at  repeat  cesarean 
section  was  permitted  to  deliver  by  breech 
from  below.  Another  grand  multipara, 
gravida  11,  was  induced  for  three  days  with 
intramuscular  and  intravenous  oxytocic 
drugs  and  a Voorhees’  bag.  Hemorrhage 
and  shock  from  a cervical  laceration  fol- 
lowed as  well  as  a stormy  postpartum 
course. 

In  a large  hospital  a neglected  precipitate 
breech  delivery  occurred  with  fetal  strangu- 
lation and  death. 

The  use  of  a Voorhees’  bag  seems  to  be 
popular  in  one  small  hospital.  In  3 cases 
of  breech  presentation,  the  bag  was  used  to 
induce  labor.  In  1 case  an  apneic  baby 
was  delivered  and  no  Apgar  score  recorded. 
In  the  second  case  intravenous  oxytocin 
(Pitocin)  and  “the  bag”  were  used.  A pro- 
lapsed cord  was  one  of  the  developments  of 
this  action.  The  third  case,  a gravida  6, 
was  admitted  for  elective  induction  with  a 
high-stationed  breech  presenting.  This 
woman  also  had  an  upper  respiratory  infec- 
tion. After  three  days  of  intravenous- 
drip  oxytocic  failure,  a Voorhees’  bag  was 
inserted.  Twenty  hours  later  a breech 
extraction  was  done,  a stillborn  infant  was 
delivered.  The  mother  had  a febrile  post- 
partum course.  The  universal  rejection  of 
cases  where  the  Voorhees’  bag  is  used  stands 
out  clearly. 

Placenta  praevia 

There  were  101  cases  of  placenta  praevia 
in  the  study;  17  were  judged  to  be  unsatis- 
factorily managed,  16.9  per  cent  compared 
to  10.9  per  cent  over-all  (Table  II). 


Analysis.  By  far  the  commonest  criti- 
cism of  the  management  of  placenta  praevia 
was  the  failure  to  do  a “double  setup.” 
This  criticism  was  found  in  100  per  cent  of 
the  cases  judged  unsatisfactory.  Rectal 
and  vaginal  examination  in  patients  bleed- 
ing during  the  third  trimester  were  errors  of 
commission  found  in  small,  medium,  and 
large  hospitals  alike.  Cesarean  section  for 
bleeding  without  adequate  diagnostic  evi- 
dence of  placenta  praevia,  either  by  exami- 
nation with  double  setup  or  placentogram, 
occurred  with  equal  frequency  in  all  three 
hospital  groups. 

Failure  to  cross-match  and  type  bleeding 
patients  occurred  in  4 of  the  7 unsatisfac- 
tory cases  in  small  hospitals.  Manual  dila- 
tation of  the  cervix  with  version  and  extrac- 
tion occurred  in  1 case  of  placenta  praevia 
from  a large  hospital.  These  practices 
stand  out  as  being  contrary  to  modern  con- 
cepts of  obstetric  care. 

Preeclampsia 

There  were  126  cases  of  preeclampsia 
studied.  Twenty-one  were  judged  unsatis- 
factory, 16.7  per  cent  compared  to  10.9 
per  cent  over-all  (Table  III). 

Analysis.  One  hundred  twenty  - six 
cases  of  preeclampsia  is  a disproportionately 
small  number  considering  the  anticipated 
incidence  of  toxemia  in  the  general  obstet- 
ric population.  It  is  reasonable  to  expect 
at  least  as  many  toxemias  as  breech  de- 
liveries, 270  cases,  or  primary  cesarean 
sections,  276  cases,  in  the  study  sample. 
The  inference  that  toxemia  was  not  recog- 
nized is  fortified  by  the  observation  that  in 
4 of  the  20  unsatisfactory  breech  delivery 
cases,  no  mention  of  preeclampsia  was 
found  on  the  record,  in  spite  of  evidence  in 
the  chart  that  it  did,  in  fact,  exist.  This 
failure  to  identify  preeclampsia  was  noted 
most  frequently  in  small  hospitals.  On  the 
other  end  of  the  scale  was  a case  in  a 
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TABLE  IV.  Primary  cesarean  sections 


Hospital 

Size 

Number 
of  Cases 

U nsa  tisfactory — - 
Number  Per  Cent 

Small 

95 

24 

25.3 

Medium 

79 

16 

10.3 

Large 

96 

12 

12.5 

Totals 

270 

52 

medium-sized  hospital  where  preeclampsia 
was  coded  on  the  face  sheet,  and  an  “indi- 
cated cesarean  section”  was  done  for  this 
diagnosis.  The  prenatal  and  hospital  rec- 
ord, however,  showed  no  evidence  that 
toxemia  was  present. 

The  ambulatory  treatment  of  toxemia 
and  the  failure  to  treat  toxemic  patients  in 
labor  resulted  in  judgments  of  unsatisfac- 
tory management  in  cases  from  all  three 
hospital  groups.  The  failure  to  monitor 
toxemia  signs  was  noted  frequently  in  small 
hospitals.  Primary  treatment  of  toxemia 
via  immediate  delivery  was  also  commonly 
observed  in  the  small  hospital  groups.  No 
attempt  was  made  to  treat  medically  or  to 
stabilize  the  toxemic  process  before  delivery. 
Other  practices  criticized  by  the  reviewers 
were  the  use  of  ergot  preparations  post- 
partum, early  discharge  from  the  hospital, 
and  the  failure  to  do  postpartum  renal 
studies. 

Primary  cesarean  section 

There  were  270  cases  of  primary  cesarean 
section.  The  management  of  52  or  19.5  per 
cent  was  judged  to  be  unsatisfactory,  com- 
pared to  10.9  per  cent  over-all  (Table  IV). 

Analysis.  As  would  be  anticipated, 
many  placenta  praevia  cases  were  in  this 
group  of  primary  sections.  Failure  to  do  a 
double  setup  was  an  error  of  omission  found 
in  5 of  the  unsatisfactory  cases  in  large 
hospitals,  6 in  small  hospitals,  and  in  only 
1 case  from  the  medium-sized  hospital 
group.  The  management  of  cases  from  all 
three  groups  was  criticized  because  of  the 
performance  of  vaginal  or  rectal  examina- 
tions on  patients  bleeding  during  the  third 
trimester. 

Failure  to  document  the  need  for  section 
and  failure  to  do  x-ray  pelvimetry  occurred 
in  all  three  groups  with  comparable  fre- 
quency. This  combination  was  demon- 
strated by  cesarean  sections  done  because 
of  “cephalopelvic  disproportion”  when  no 


evidence  was  presented  either  by  clinical 
or  x-ray  pelvimetry  to  substantiate  the 
diagnosis.  On  two  occasions  a questionably 
borderline  pelvis  was  described,  and  section 
was  done  without  a minimal  trial  of  labor. 
In  another  instance,  a section  was  per- 
formed on  an  eclamptic  patient  because  of 
fetal  distress.  The  baby  was  stillborn,  and 
the  mother  died  several  hours  later,  the  only 
maternal  death  in  the  study.  Another  sec- 
tion was  done  on  a patient  in  congestive 
heart  failure  who  had  had  mitral  valve 
surgery.  An  obstetric  consultant  con- 
curred with  the  decision  for  section,  but  no 
medical  consultation  was  obtained.  In 
spite  of  the  fortunate  outcome,  everyone 
judged  the  case  to  be  unsatisfactorily  man- 
aged. Each  of  the  three  hospital  groups 
had  cases  of  failed  induction  and  failed 
forceps  delivery,  sometimes  in  combination, 
that  came  to  section.  Failed  induction 
coming  to  section  occurred  a little  more 
often  among  the  unsatisfactory  cases  from 
the  large  hospitals  than  from  the  small 
hospital  group.  Failed  forceps  deliveries 
were  usually  of  the  high  forceps  variety, 
often  attempted  through  an  undilated  cer- 
vix. These  cases  occurred  particularly  in 
the  small  and  medium  hospitals. 

Failure  to  obtain  consultation  was  noted 
by  the  reviewers  in  cases  from  each  group  of 
hospitals.  The  misuse  of  oxytocic  drugs 
was  especially  illustrated  in  this  collection 
of  primary  sections.  There  were  2 cases  of 
transverse  lie  from  small  hospitals  in  which 
oxytocic  drugs  were  used.  Oxytocic  drugs 
were  also  used  in  1 case  of  placenta  praevia 
and  in  another  case  of  a floating  breech 
presentation  in  a primipara,  both  from 
medium  hospitals. 

Stillbirths 

In  the  study  there  were  119  stillbirths. 
In  8.9  per  cent  of  the  stillbirths  contributed 
by  the  small  hospitals,  the  obstetric  man- 
agement was  considered  unsatisfactory  as 
it  was  in  8.8  per  cent  of  those  from  the 
medium  hospitals  and  in  9.5  per  cent  from 
the  large  hospitals.  Responsible  for  the  un- 
satisfactory ratings  were  such  things  as 
failure  to  treat  toxemia,  inadequate  man- 
agement of  diabetes,  allowing  diabetic 
women  to  go  to  term,  failure  to  obtain  blood 
tests  prenatally  for  syphilis,  lack  of  Rh 
typing  and  anti-Rh  titers,  neglect  of  trans- 
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verse  lie,  and  elective  inductions  which  were 
either  not  indicated  or  contraindicated. 
These  ratings  of  unsatisfactory  manage- 
ment were  commonly  associated  with  the 
reviewer  opinion  that  these  fetal  deaths 
were  preventable.  Several  cases  will  be 
cited  as  illustrations.  In  a large  hospital 
there  was  a macerated  luetic  stillborn  infant 
delivered  from  a woman  who  had  had  sev- 
eral prenatal  visits  but  no  serologic  test  for 
syphilis.  The  mother  of  one  erythroblas- 
totic  stillborn  child  had  no  Rh  determina- 
tion, and  the  mother  of  another  had  no 
anti-Rh  titer  determined.  One  of  these 
was  allowed  to  go  to  term,  while  the  other 
went  two  weeks  past  term.  Two  other 
women  with  transverse  lie  had  elective  in- 
ductions. 

Neonatal  deaths 

There  were  120  neonatal  deaths.  These 
and  the  119  stillborn  infants  (over  1,000 
Gm.)  constitute  perinatal  deaths.  In  this 
study  it  was  not  possible  to  conform  to  the 
strict  definition  which  includes  deaths  in 
the  first  month  of  life.  Many  premature 
infants  and  sick  babies  were  transferred  to 
other  hospitals  and  could  not  be  followed. 
The  neonatal  deaths  in  this  study  are,  then, 
those  that  expired  in  the  immediate  post- 
partum period,  that  is,  up  to  a week.  These 
include  88  premature  and  32  mature  in- 
fants. 

In  the  neonatal  death  group,  a triad  of 
none  indicated  induction;  prolonged  labor 
and  difficult  delivery  are  recurring  factors 
which  weigh  judgments  to  unsatisfactory 
ratings.  These  events  congregated  in  the 
small  and  some  of  the  medium-sized  hos- 
pitals of  our  study. 

In  35,  14.6  per  cent,  cases  of  perinatal 
death  (stillborn  and  neonatal  infants),  the 
reviewing  physicians  noted  preventability 
on  the  basis  of  obstetric  management  alone. 
Anomalies  incompatible  with  life  were 
excluded  from  this  decision  as  were  other 
factors  such  as  premature  labor. 

An  attempt  was  made  to  correlate  the 
perinatal  mortality  rate  for  1963  and  the 
average  for  1962,  1963,  and  1964  to  the 
performance  of  the  respective  hospitals  in 
the  study.  This  effort  was  motivated  by 
our  desire  to  find  screening  technics  for 
large-scale  reviewing. 

Of  the  5 small  hospitals  in  the  D zone,  2 


had  the  highest  perinatal  mortality  rate 
for  1963  and  also  for  the  three-year  average. 
Interestingly,  these  2 hospitals  also  rated 
in  the  D zone  in  the  pediatric  review. 
The  other  3 small  hospitals  and  the  2 
medium-sized  hospitals  in  the  D zone  had 
perinatal  mortality  rates  in  and  around  the 
region’s  average.  The  medium-sized  hos- 
pital that  performed  the  best  in  the  ob- 
stetric review,  and  did  the  best  in  the 
pediatric  review  as  well,  had  the  lowest 
perinatal  mortality  rate  for  1963  and  the 
three-year  average. 

There  would  seem  to  be  some  relationship 
of  quality  of  obstetric  care  to  perinatal 
mortality  figures.  These  relationships  ap- 
pear not  to  be  persistent  enough  to  with- 
stand statistical  analysis  and  correlations. 
This  is  not  surprising  in  view  of  the  diffuse 
factors  that  take  part  in  perinatal  mortality 
rates. 

There  is  another  way  of  looking  at  these 
data  of  our  sampled  perinatal  deaths. 
In  the  opinion  of  the  reviewing  physicians, 
14.6  per  cent  were  preventable.  The 
preventability  factors  were  primarily  in 
terms  of  obstetric  management  of  the  pa- 
tients. Where  factors  of  patients’  co- 
operation were  not  spelled  out  or  in  doubt, 
preventability  was  marked  as  questionable 
or  insufficient  information.  These  latter 
two  are  not  counted  in  the  14.6  per  cent 
figure.  It  would  seem  that  an  immediate 
reduction  in  perinatal  mortality  rates  by 
about  10  to  15  per  cent  can  be  achieved  by 
the  institution  of  aggressive,  meaningful, 
postgraduate  programs.  While  the  other 
parameters  concerned  with  perinatal 
mortality  rates  require  research  and  diligent 
study,  an  immediate  drop  in  the  rate  is 
feasible  by  employing  methods  that  en- 
courage optimal  obstetric  care. 

Reviewer  opinions  and  comments 

Analysis  of  the  responses  of  the  reviewers 
without  regard  to  specific  diagnoses  or 
satisfactory  versus  unsatisfactory  manage- 
ment judgments  is  rewarding.  Although 
the  reviewers  were  given  general  guidelines 
and  were  asked  to  use  generally  accepted 
principles  and  practices  as  standards,  they 
were  free  to  use  their  own  personal  judg- 
ments in  marking  the  responses  to  the 
questions  on  the  evaluation  sheet  and  in 
making  additional  written  comments. 
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“Incorrect”  diagnosis  was  associated 
mainly  with  preeclampsia.  As  noted  pre- 
viously, sometimes  this  condition  was  not 
recognized.  It  is  also  true  that  some  cases 
were  labeled  with  the  diagnosis  of  pre- 
eclampsia without  any  substantiating  evi- 
dence on  the  chart.  The  diagnosis  was 
thought  to  be  “questionable”  with  equal 
frequency  in  preeclampsia  and  placenta 
praevia. 

Inadequacy  of  diagnostic  procedures  was 
commonly  observed.  The  reviewers  were 
not  referring  to  complicated  difficult  tests. 
They  meant  the  routine  prenatal  blood 
studies  as  well  as  clinical  and/or  x-ray 
pelvimetry.  Lack  of  pelvimetry  was  the 
most  common  single  deficiency  noted. 
The  lack  of  this  important  procedure  was 
commented  on  especially  among  the  breech 
deliveries  and  the  primary  sections.  These 
were  observed  frequently  in  primiparous 
breeches  and  the  sections  following  failed 
inductions  or  prolonged  first-  and  second- 
stage  labors.  Some  of  the  second  stages 
lasted  from  four  to  nine  hours. 

Other  neglected  procedures  were  the 
evaluation  of  anemia,  blood  counts  and 
cross-matching  in  bleeding  patients  or 
grand  multiparas,  no  urinalyses  in  toxemic 
patients,  and  failure  to  do  double  setup 
examinations  in  bleeding  patients. 

Treatment  was  criticized  in  several  ways. 
Failure  to  treat  preeclampsia  was  especially 
noted  in  medium  and  small  hospitals. 
Unnecessary  use  of  antibiotics  and  also  of 
ergot-like  drugs  in  preeclampsia  and  hyper- 
tension was  pointed  out.  This  also  seemed 
more  frequent  in  the  small  and  medium 
hospitals.  The  failure  to  treat  anemia 
occurred  in  all  three  hospital  groups  with 
about  equal  frequency.  The  reviewers  also 
commented  on  the  injudicious  use  of 
oxytocic  drugs  especially  when  given  intra- 
muscularly. Some  oxytocic  drugs  were 
given  every  half  hour  to  women  already  in 
good  labor.  This  seemed  to  occur  in 
certain  hospitals  with  such  regularity  as  to 
appear  to  be  routine.  The  reviewers  also 
stressed  the  inadvisability  of  intravenous 
or  intramuscular  oxytocic  drugs  in  breech 
deliveries. 

Length  of  hospital  stay  was  commonly 
criticized  as  too  short.  Overstay  was  not  a 


problem  in  this  study.  Understay  was 
noted  with  equal  frequency  among  all  the 
diagnostic  categories  studied.  Discharge 
from  the  hospital  five  days  after  cesarean 
section  or  discharge  two  or  three  days  after 
toxemia  or  bleeding  were  examples. 

Poor  chart  quality  and  lack  of  information 
concerning  labor  and/or  delivery  were  most 
frequently  pointed  out  in  small  hospitals 
and  least  noted  in  the  large  hospitals. 
It  is  always  difficult  to  assess  what  is 
known  or  done  if  it  is  not  recorded. 

Summary 

The  results  of  an  external  review  of 
obstetric  care  are  presented.  Sampled 
cases,  totaling  1,258  from  all  29  cooperating 
hospitals,  were  reviewed  by  a method  that 
helped  insure  objectivity  on  material  that 
by  nature  is  subjective. 

Criticism  and  comments  of  reviewers 
were  tabulated  by  diagnostic  categories  and 
presented.  Of  all  the  cases  studied,  90.2 
per  cent  were  judged  to  be  satisfactorily 
managed.  The  unsatisfactory  judgment 
for  each  diagnosis  studied  was  presented  by 
hospital  size. 

The  study  was  undertaken  as  a venture  in 
methods  with  the  hope  that  problem  areas 
would  be  found  where  postgraduate  efforts 
would  be  useful. 

Since  the  termination  of  this  review,  all 
of  the  representatives  of  the  cooperating 
hospitals  have  been  informed  of  the  results. 
By  invitation  most  of  the  medical  staffs 
have  been  visited.  They  have  been  ap- 
prised of  the  individual  hospital  rating  and 
the  critical  comments  pertinent  to  case 
management.  A spirit  of  cooperation  and 
eagerness  to  be  involved  in  postgraduate 
efforts  is  a definite  impression  evolved 
from  such  critiques. 

750  E.  Adams  Street 
Syracuse,  New  York  13210 
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Paul  Bauer,  M.D.,  of  Brockton,  died  on 
August  27  at  the  age  of  seventy.  Dr.  Bauer  re- 
ceived his  medical  degree  from  the  University 
of  Vienna  in  1923.  He  was  an  honorary  physi- 
cian (active)  at  Brooks  Memorial  Hospital, 
Dunkirk.  Dr.  Bauer  was  a member  of  the 
Chautauqua  County  Medical  Society,  the  Medi- 
cal Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Walter  S.  Bennett,  M.D.,  of  Granville,  died 
on  August  16  at  Mary  McClellan  Hospital, 
Cambridge,  at  the  age  of  seventy-five.  Dr. 
Bennett  graduated  in  1915  from  Albany  Medi- 
cal College.  He  was  an  attending  physician  at 
Emma  Laing  Stevens  Hospital,  Granville,  and 
was  an  associate  attending  staff  physician  at 
Mary  McClellan  Hospital.  At  one  time  he  had 
served  as  health  officer  for  the  Town  of  Hartford 
and  for  many  years  was  a Washington  County 
coroner.  Dr.  Bennett  was  a member  of  the 
Washington  County  Medical  Society,  the  Medi- 
cal Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

William  Alexander  Burton,  M.D.,  of  New 

Rochelle,  died  on  July  29  at  the  age  of  sixty- 
two.  Dr.  Burton  graduated  in  1934  from 
Howard  University  College  of  Medicine.  He 
was  a member  of  the  Westchester  County  Med- 
ical Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Associ- 
ation. 

Max  Morduch  Chidekel,  M.D.,  of  New  York 
City,  died  on  July  21  at  the  age  of  seventy- 
seven.  Dr.  Chidekel  received  his  medical  de- 
gree from  the  University  of  Geneva  in  1914. 
He  was  a member  of  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Harold  William  Culbertson,  M.D.,  of  Buf- 
falo, died  on  September  7 at  his  home  at  the  age 
of  seventy-five.  Dr.  Culbertson  graduated  in 
1916  from  the  University  of  Buffalo  School  of 
Medicine.  He  was  a senior  attending  physician 
at  Buffalo  General  Hospital.  Dr.  Culbertson 
was  a member  of  the  Buffalo  Academy  of  Medi- 
cine, the  Erie  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Warren  Z.  Dell,  M.D.,  of  Colden,  died  on 
April  15  at  the  age  of  eighty.  Dr.  Dell  grad- 
uated in  1909  from  the  University  of  Buffalo 
School  of  Medicine. 


James  De  Pasquale,  M.D.,  of  The  Bronx,  died 
on  April  1 at  the  age  of  eighty-seven.  Dr.  De 
Pasquale  graduated  in  1908  from  Baltimore 
Medical  College. 

George  R.  Dempsey,  M.D.,  of  Cornwall-on- 
Hudson,  died  on  September  5 at  Cornwall  Hos- 
pital at  the  age  of  eighty.  Dr.  Dempsey  grad- 
uated in  1911  from  Cornell  University  Medical 
College.  He  was  a consulting  physician  at 
Cornwall  Hospital.  Dr.  Dempsey  was  a mem- 
ber of  the  Orange  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Percy  Harold  Desnoes,  M.D.,  of  Mount 
Vernon,  died  on  September  11  at  the  age  of 
seventy-four.  Dr.  Desnoes  graduated  in  1915 
from  Columbia  University  College  of  Physicians 
and  Surgeons.  He  was  an  attending  physician 
at  Mount  Vernon  Hospital.  Dr.  Desnoes  was 
a member  of  the  Westchester  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Henry  Burton  Doust,  M.D.,  of  Syracuse, 
died  on  September  9 at  the  Community-General 
Hospital  of  Greater  Syracuse  at  the  age  of 
eighty-nine.  Dr.  Doust  graduated  in  1900 
from  Syracuse  University  College  of  Medicine. 
He  was  a senior  consulting  physician  at  the 
Hospital  of  the  Good  Shepherd  (Syracuse  Uni- 
versity). In  1908  he  started  the  first  tubercu- 
losis clinic  in  the  State  outside  New  York  City 
and  was  also  instrumental  in  the  establishment 
of  the  Onondaga  County  Sanitorium  in  1916. 
From  1938  to  1948  he  served  as  city  health  com- 
missioner and  in  1908  was  appointed  director 
of  the  Syracuse  Health  Department  Bureau 
of  Tuberculosis,  serving  in  that  capacity  for 
thirty  years.  Dr.  Doust  was  a Fellow  of  the 
American  College  of  Chest  Physicians  and  a 
member  of  the  Syracuse  Academy  of  Medicine, 
the  Onondaga  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

George  Clayton  Fisk,  M.D.,  of  Eggertsville, 
died  on  March  14  at  the  age  of  eighty-three. 
Dr.  Fisk  graduated  in  1905  from  the  University 
of  Buffalo  School  of  Medicine. 

Frank  Edward  Fox,  M.D.,  of  Fulton,  died  on 
August  17  at  his  home  at  the  age  of  sixty-two. 
Dr.  Fox  graduated  in  1930  from  Syracuse  Uni- 
versity College  of  Medicine.  He  was  an  attend- 
ing dermatologist  and  physician  at  the  Albert 
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Lindley  Lee  Memorial  Hospital.  In  1932  he  was 
appointed  Fulton  health  officer  and  city  physi- 
cian, continuing  in  this  post  until  his  death. 
Dr.  Fox  was  a member  of  the  American  Acad- 
emy of  Dermatology. 

Reinhold  Jablow,  M.D.,  of  Bellmore,  died  on 
May  3 at  the  age  of  sixty-four.  Dr.  Jablow  re- 
ceived his  medical  degree  from  the  University 
of  Berlin  in  1926.  He  was  an  attending  physi- 
cian at  Doctors  Hospital,  Freeport,  and  an  at- 
tending physician  in  general  practice  at  South 
Nassau  Communities  Hospital.  Dr.  Jablow 
was  a member  of  the  American  Academy  of 
General  Practice,  the  Nassau  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Herman  Kaufmann,  M.D.,  of  New  York 
City,  died  on  April  14  at  the  age  of  seventy- 
nine.  Dr.  Kaufmann  received  his  medical  de- 
gree from  the  University  of  Strasbourg  in  1912. 
He  was  a member  of  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Solomon  Kleiner,  M.D.,  of  Middletown,  died 
on  August  31  at  the  Elizabeth  A.  Horton  Me- 
morial Hospital  at  the  age  of  sixty.  Dr. 
Kleiner  graduated  in  1930  from  New  York 
Homeopathic  Medical  College  and  Flower  Hos- 
pital. He  was  assistant  director  at  Middle- 
town  State  Hospital,  a consulting  psychiatrist  at 
the  Elizabeth  A.  Horton  Memorial  Hospital,  and 
a consulting  neuropsychiatrist  at  Arden  Hill  and 
St.  Francis,  Port  Jervis,  Hospitals.  Dr.  Kleiner 
was  a Diplomate  of  the  American  Board  of  Psy- 
chiatry and  Neurology  and  a member  of  the 
American  Psychiatric  Association,  the  Orange 
County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American 
Medical  Association. 

Artur  Krell,  M.D.,  of  Kings  Park,  died  on 
September  29  at  St.  John’s  Smithtown  Hospital 
at  the  age  of  seventy.  Dr.  Krell  received  his 
medical  degree  from  the  University  of  Vienna  in 
1922.  He  was  a supervising  psychiatrist  at 
Kings  Park  State  Hospital.  Dr.  Krell  was  a 
member  of  the  Suffolk  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

John  R.  Langstadt,  M.D.,  of  Flushing,  died 
on  March  2 at  the  age  of  forty-five.  Dr.  Lang- 
stadt graduated  in  1952  from  Cornell  University 
Medical  College.  He  was  an  assistant  adjunct 
obstetrician  and  gynecologist  at  Lenox  Hill 
Hospital  and  an  assistant  attending  obstetrician 
and  gynecologist  at  The  New  York  Hospital. 
Dr.  Langstadt  was  a Diplomate  of  the  American 
Board  of  Obstetrics  and  Gynecology,  a Fellow  of 
the  American  College  of  Obstetricians  and 
Gynecologists,  and  a member  of  the  New  York 
County  Medical  Society,  the  Medical  Society  of 


the  State  of  New  York,  and  the  American 
Medical  Association. 

Max  Mensch,  M.D.,  of  Brooklyn,  died  on 
September  25  while  on  vacation  in  Ellenville  at 
the  age  of  seventy-six.  Dr.  Mensch  graduated 
in  1915  from  University  and  Bellevue  Hospital 
Medical  College.  He  was  a consulting  physi- 
cian at  Coney  Island  Hospital.  Dr.  Mensch 
was  a Fellow  of  the  American  College  of  Physi- 
cians and  a member  of  the  Medical  Society  of  the 
County  of  Kings,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

George  R.  Mills,  M.D.,  of  Callicoon,  died  on 
December  19,  1966,  at  the  age  of  sixty-four. 
Dr.  Mills  graduated  in  1928  from  Albany 
Medical  College.  He  was  an  attending  physi- 
cian at  Liberty  Maimonides  Hospital  and  an 
adjunct  physician  at  Liberty-Loomis  Hospital. 
Dr.  Mills  was  a member  of  the  American  Acad- 
emy of  General  Practice,  the  International 
Academy  of  Proctology,  the  Sullivan  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Jesse  Randolph  Pawling,  M.D.,  of  Mel- 
bourne, Florida,  formerly  of  Watertown,  died  on 
February  11  at  the  age  of  eighty-two.  Dr. 
Pawling  graduated  in  1910  from  Cornell  Uni- 
versity Medical  College.  Retired,  he  formerly 
had  served  as  an  attending  roentgenologist  at 
Mercy  Hospital  and  chief  roentgenologist  at  the 
House  of  the  Good  Samaritan.  Dr.  Pawling 
was  a Diplomate  of  the  American  Board  of 
Radiology,  a Fellow  of  the  American  College  of 
Physicians,  and  a member  of  the  Radiological 
Society  of  North  America,  Inc.,  the  Jefferson 
County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American 
Medical  Association. 

John  Albert  Randall,  M.D.,  of  Great  Kills, 
Staten  Island,  died  on  April  2 at  the  age  of 
seventy-seven.  Dr.  Randall  graduated  in  1916 
from  Columbia  University  College  of  Physicians 
and  Surgeons.  He  was  a consulting  physician  in 
community  disease  service  at  Sea  View  Hospital 
and  Home.  Dr.  Randall  was  a member  of  the 
New  York  Academy  of  Medicine,  the  Richmond 
County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medi- 
cal Association. 

Max  Erwin  Rifken,  M.D.,  of  Syracuse,  died  on 
May  6 at  the  age  of  sixty-seven.  Dr.  Rifken 
graduated  in  1925  from  Syracuse  University 
College  of  Medicine.  He  was  a member  of  the 
Onondaga  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Irving  S.  Schneikraut,  M.D.,  of  Forest  Hills, 
died  on  March  10  at  the  age  of  seventy-four. 
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Dr.  Schneikraut  graduated  in  1916  from  New 
York  Homeopathic  Medical  College  and  Flower 
Hospital.  He  was  a member  of  the  Medical 
Society  of  the  County  of  Kings,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Edwin  Sorensen  Segard,  M.D.,  of  The 

Bronx,  died  on  January  21  at  the  age  of  seventy- 
one.  Dr.  Segard  graduated  in  1921  from  Ne- 
braska School  of  Medicine,  Omaha. 

John  Smith,  Jr.,  M.D.,  of  New  York  City, 
died  on  April  22  at  the  age  of  seventy-nine.  Dr. 
Smith  graduated  in  1910  from  the  University  of 
Pennsylvania  School  of  Medicine.  He  was  a 
Fellow  of  the  American  College  of  Surgeons  and 
a member  of  the  Medical  Society  of  the  County 
of  Kings,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Charles  Henry  Sproat,  M.D.,  of  Valley  Falls, 
died  on  August  25  at  Leonard  Hospital,  Troy,  at 
the  age  of  eighty-six.  Dr.  Sproat  graduated  in 
1907  from  the  University  of  Michigan  Medical 
School.  He  was  an  honorary  member  of  the 
medical  staff  at  Leonard  Hospital,  had  served 
three  terms  as  coroner  for  Rensselaer  County, 
and  was  health  officer  for  the  Town  of  Pittstown 
and  Village  of  Valley  Falls  for  fifty  years.  Dr. 
Sproat  was  a member  of  the  Rensselaer  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

J.  W.  Stevens,  M.D.,  of  North  Creek,  died  on 
April  15  at  the  age  of  eighty-two.  Dr.  Stevens 
graduated  in  1905  from  Long  Island  College 
Hospital. 

Richard  Martin  Strauss,  M.D.,  of  Earlville, 
died  on  September  25  in  Cooperstown  at  the  age 
of  eighty.  Dr.  Strauss  received  his  medical  de- 
gree from  the  University  of  Vienna  in  1913. 
Retired,  for  the  last  ten  years  he  had  been  on  the 
staff  of  the  Colgate  University  Library. 

William  R.  Strutton,  M.D.,  of  Orangeburg, 
died  on  January  17  at  the  age  of  seventy.  Dr. 
Strutton  graduated  in  1926  from  the  University 
of  Texas  School  of  Medicine.  He  was  director 
of  clinical  pathology  at  Rockland  State  Hospital. 
Dr.  Strutton  was  a Fellow  of  the  American  Col- 
lege of  Pathologists  and  a member  of  the  Amer- 
ican Society  of  Clinical  Pathologists,  the  New 
York  State  Society  of  Pathologists,  the  Rock- 
land County  Medical  Society,  the  Medical  Soci- 
ety of  the  State  of  New  York,  and  the  American 
Medical  Association. 

David  Ulmar,  M.D.,  of  New  York  City,  died 


on  April  22  at  the  age  of  sixty-five.  Dr.  Ulmar 
graduated  in  1925  from  Columbia  University 
College  of  Physicians  and  Surgeons.  He  was  an 
attending  physician  at  Bellevue  and  University 
Hospitals,  and  a consulting  physician  in  chest 
disease  at  Veterans  Administration  Hospital, 
Castle  Point.  Dr.  Ulmar  was  a Diplomate  of 
the  American  Board  of  Internal  Medicine  (Pul- 
monary Diseases),  a Fellow  of  the  American  Col- 
lege of  Physicians,  a Fellow  of  the  American 
College  of  Chest  Physicians,  and  a member  of  the 
American  Thoracic  Society,  the  New  York 
Academy  of  Medicine,  the  New  York  Society  for 
Thoracic  Surgery,  the  New  York  County  Med- 
ical Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Anne  Viele,  M.D.,  of  Buffalo,  died  on  January 
4 at  the  age  of  eighty-two.  Dr.  Viele  graduated 
in  1922  from  the  University  of  Buffalo  School  of 
Medicine. 

Walter  G.  Weeks,  M.D.,  of  New  York  City, 
died  on  April  11  at  the  age  of  thirty- three.  Dr. 
Weeks  graduated  in  1958  from  Columbia  Uni- 
versity College  of  Physicians  and  Surgeons. 

Edward  Sawtelle  Welles,  M.D.,  of  Saranac 
Lake,  died  on  February  24  at  the  age  of  seventy- 
five.  Dr.  Welles  graduated  in  1918  from  Har- 
vard University  Medical  School.  He  was  an 
honorary  member  of  the  medical  staff  at  General 
Hospital  of  Saranac  Lake.  Dr.  Welles  was  a 
Diplomate  of  the  American  Board  of  Thoracic 
Surgery,  a Fellow  of  the  American  College  of 
Surgeons,  and  a member  of  the  American  Asso- 
ciation for  Thoracic  Surgery. 

George  John  Will,  M.D.,  of  Hastings-on- 
Hudson,  died  on  May  2 at  the  age  of  fifty-seven. 
Dr.  Will  graduated  in  1935  from  New  York 
Homeopathic  Medical  College  and  Flower 
Hospital.  He  was  an  attending  physician  at 
Dobbs  Ferry  Hospital.  Dr.  Will  was  a member 
of  the  Westchester  Academy  of  Medicine,  the 
Westchester  County  Medical  Society,  the  Med- 
ical Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Wladimir  Wreciona,  M.D.,  of  Bay  Shore,  died 
on  September  4 at  Southside  Hospital  at  the  age 
of  sixty.  Dr.  Wreciona  received  his  medical  de- 
gree from  the  University  of  Lwow  in  1934.  He 
was  a member  of  the  Suffolk  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Paul  William  Ziegler,  M.D.,  of  Buffalo,  died 
on  November  27,  1966,  at  the  age  of  sixty-nine. 
Dr.  Ziegler  graduated  in  1927  from  the  Univer- 
sity of  Buffalo  School  of  Medicine. 
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Book  Notes 


A Synopsis  of  Ophthalmology.  By  J.  L.  C. 
Martin-Doyle,  D.O.  Third  edition.  Duo- 
decimo of  271  pages,  illustrated.  Bristol,  John 
Wright  and  Sons  Ltd.,  (Baltimore,  The  Wil- 
liams & Wilkins  Co.),  1967.  Cloth,  $8.75. 

In  this  new  edition,  the  author  has  attempted  to 
incorporate  the  suggestions  offered  by  the  re- 
viewers of  the  second  edition.  One  particular 
suggestion  represents  the  biggest  alteration  in 
the  book:  The  revision  and  enlargement  of  the 

chapter  on  ocular  manifestations  of  general 
diseases.  In  addition,  special  attention  has 
been  given  to  the  chapters  on  chemotherapy, 
antibiotics,  corticosteroids,  and  the  treatment 
of  glaucoma.  Also,  new  chapters  have  been 
added  on  ocular  side-effects  of  systemic  medica- 
tion, and  on  the  pharmacology  of  drugs  acting 
on  the  intraocular  muscles. 

Cecil-Loeb  Textbook  of  Medicine.  Edited 
by  Paul  B.  Beeson,  M.D.,  and  Walsh  McDer- 
mott, M.D.  Twelfth  edition.  Quarto  of  1,738 
pages,  illustrated.  Philadelphia,  W.  B.  Saun- 
ders Company,  1967.  Cloth,  $20.50. 

The  twelfth  edition  of  this  well-known  work  ap- 
pears exactly  forty  years  after  the  first  one. 
Since  that  time,  the  mass  of  biomedical  infor- 
mation about  most  diseases  has  become  so  large 
that  both  veteran  physicians,  as  well  as  medical 
students,  need  reliable  guidelines  to  this  new 
knowledge.  That  is  the  goal  of  this  work — a 
weighty  tome  of  almost  2,000  pages  which 
represents  the  combined  efforts  of  169  contribu- 
tors. For  the  book  as  a whole,  226  of  the  arti- 
cles are  newly  written  and  57  are  on  subjects 
not  included  in  the  last  edition. 

Bedside  Medicine.  By  I.  Snapper,  M.D.,  and 
Alvin  I.  Kahn,  M.D.  Second  edition.  Octavo 
of  824  pages.  New  York,  Grune  & Stratton, 
1967.  Cloth,  $18.75. 

This  work  was  planned  to  present  a summary  of 
the  knowledge  the  physician  must  possess  when 
he  is  called  to  examine  a patient  with  a com- 
plicated medical  condition.  The  authors  de- 
plore the  recent  trend  in  medical  education 
whereby  the  graduating  young  physician  is  well 
informed  about  the  pathogenesis  of  diseases, 
but,  unfortunately,  has  received  inadequate 
training  in  the  individualized  medicine  which 
must  be  practiced  at  the  bedside.  They,  there- 
fore, re-emphasize  the  importance  of  the  em- 
pirical method  of  Hippocrates — supplemented, 
of  course,  by  the  use  of  modern  laboratory  in- 
vestigation. In  this  new  edition,  certain  chap- 
ters have  been  completely  rewritten  and  every- 


where pertinent  supplemental  information  has 
been  added. 

Textbook  of  Gynecology.  By  John  I.  Brewer, 
M.D.,  and  Edwin  J.  DeCosta,  M.D.  Fourth 
edition.  Octavo  of  918  pages,  illustrated. 
Baltimore,  The  Williams  & Wilkins  Company, 
1967.  Cloth,  $17. 

The  contents  of  this  new  edition  have  been  di- 
vided into  three  parts.  Part  I consists  of  en- 
docrinologic  aspects  and  their  variations  and 
disorders  of  sex,  the  latter  emphasizing  genetics. 
Part  II  deals  with  the  symptoms  of  gynecologic 
diseases  as  they  occur  during  the  different 
chronologic  ages  of  patients.  Part  III  contains 
the  detailed  account  of  major  gynecologic  en- 
tities presented  in  more  or  less  the  usual  stand- 
ard textbook  fashion.  In  this  part,  also,  newer 
treatments  of  venereal  diseases  are  presented 
and  many  other  items  are  brought  up  to  date. 

Pathology.  By  Stanley  L.  Robbins,  M.D. 
Third  edition.  Quarto  of  1,434  pages,  illus- 
trated. Philadelphia,  W.  B.  Saunders  Com- 
pany, 1967.  Cloth,  $20.50. 

This  standard  work  is  specifically  designed  and 
written  for  students  and  clinicians.  As  in  the 
earlier  editions,  particular  attention  has  been 
given  to  the  pathogenesis  of  disease  and  clinical 
correlations.  Much  new  material  has  been 
added  and  large  sections  completely  rewritten. 
Also,  new  illustrations,  many  depicting  ultra- 
structural  change,  are  presented.  A very  im- 
portant feature  is  the  bibliography  which  has 
been  extended  and  made  as  current  as  possible. 

Diagnosis  and  Treatment  of  Menstrual  Dis- 
orders and  Sterility.  By  S.  Leon  Israel, 
M.D.  Fifth  edition.  Octavo  of  638  pages, 
illustrated.  New  York,  Hoeber  Medical  Divi- 
sion, Harper  & Row,  Publishers,  1967.  Cloth, 
$22.50. 

In  this  new  edition,  the  text  has  been  thoroughly 
revised  to  incorporate  the  new  knowledge  of  re- 
productive physiology  and  the  latest  therapeutic 
modalities.  Written  for  every  physician  who 
treats  women,  the  book  covers  the  whole  field  of 
clinical  gynecologic  endocrinology.  Some  of 
the  new  material  contained  in  this  edition  in- 
clude: Genetic  aspects  of  menstrual  disorders, 

clinical  use  of  progestogens,  the  relation  of  the 
environment  to  ovarian  function,  and  many 
illustrations  of  testicular  biopsies  that  portray 
both  prognosis  and  selective  treatment  for  the 
infertile  male.  The  book  continues  to  be  unique 
in  covering  the  related  problems  of  menstrual 
disorders  and  sterility  in  one  volume. 
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Medical  Aspects  Of  Sports 

Sponsored  by  the 

Medical  Society  of  the  State  of  New  York, 
Committee  on  Medical  Aspects  of  Sports 


Saturday,  February  lO,  1968 
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Americana  Hotel 

New  York  City 

* * * 
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* * 
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PHYSICIANS  WANTED 


INTERNIST  OR  FAMILY  PHYSICIAN  FOR  MEDICAL 
group,  suburb  New  York  City.  Initial  contract  leading  to 
partnership.  Starting  salary  up  to  $19,000.  Include  com- 
plete curriculum  vitae  in  reply.  Box  574,  % NYSJM. 


INTERNIST— BOARD  ELIGIBLE  OR  CERTIFIED 
for  partnership  with  internist  practicing  Grand  Concourse, 
Bronx,  N.Y.  Initial  starting  salary,  later  partnership. 
Income  well  above  average.  Box  583,  % NYSJM. 


PSYCHIATRIC  RESIDENCIES— PENNSYLVANIA 

Hospital  with  outstanding  teaching,  therapy  and  research 
programs  and  large  medical  staff  offers  fully  accredited  3- 
year  training  to  physicians  desiring  certification.  Resi- 
dency includes  individual  supervision  of  Psychotherapy, 
experience  on  adolescent  wards  and  out-patient  therapy  of 
children,  college  students  and  adults.  Program  supple- 
mented by  regular  scheduled  guest  lecturers  and  three- 
months  intensive  graduate  lecture  course  at  Eastern  Penn- 
sylvania Psychiatric  Institute.  Salary  range — $11,000- 
$12,000  if  licensed,  plus  additional  benefits.  G.P.  grants 
available.  Residencies  begin  January  and  July.  Write- — 
Warren  State  Hospital,  Box  249,  Warren,  Pennsylvania 
13665  for  details. 


ALLEGANY:  PSYCHIATRIST  TO  DIRECT  NEW 

community  mental  health  center.  Will  assist  in  develop- 
ing services.  Program  in  planning  stage.  Fine  oppor- 
tunity for  man  of  vision  to  help  create  pioneer  service  in 
area.  Salary  up  to  $25,000.  Extensive  private  practice 
could  be  developed  in  addition  to  director  duties.  Oppor- 
tunity for  part-time  teaching,  graduate  level,  nearby  uni- 
versity. Staff  of  center  to  include  clinical  psychologist, 
psychiatric  social  workers  and  secretary.  Write:  Dr. 

William  L.  Pulos,  Box.  1166,  Alfred,  N.  Y.  14802;  or  call 
Dr.  Pulos  person-to-person  collect  587-5611. 


UPSTATE  N.Y.  (70  DOCTORS)  WITH  SERVICE  AREA 
population  over  150,000  needs  additional  physicians  in  the 
following  specialties:  Neurology,  orthopedics,  derma- 

tology, allergy,  psychiatry,  otolaryngology,  internal  medi- 
cine, neurosurgery,  and  ophthalmology.  Excellent  oppor- 
tunity to  build  a solid  practice.  Newly  merged  400  bed 
medical  center,  year  round  recreational  facilities,  close  to 
major  cities;  ideal  environment  for  families.  H.  L. 
Schlesinger,  M.D.,  162  Broad  St.,  Plattsburgh,  N.Y. 
Tel:  (518)561-3900. 


PEDIATRICIAN  WANTED  TO  JOIN  TWO  OTHER 
Board  pediatricians  as  partner  after  the  first  year.  Locale 
— South  Shore,  Long  Island.  Ideal  area  for  raising  family. 
Two  large  hospitals  with  open  staffs.  Starting  salary 
$18,000  per  year.  Address  Box  603-P,  Bay  Shore,  New 
York  11706. 


WANTED:  PHYSICIAN  UNDER  35  TO  SHARE  BUSY 
practice  with  young  G.P.  in  suburban  area  of  Queens. 
Must  have  N.Y.  State  license;  be  willing  to  do  O.B.  and 
minor  surgery.  Salary  first  year,  then  increasing  percent- 
age to  full  partnership.  Box  597,  % NYSJM. 


FELLOWSHIPS  IN  PSYCHIATRY:  APPLICATIONS 

are  being  accepted  for  training  in  a fully  approved  three 
year  program  designed  to  provide  a well  rounded  ex- 
perience in  diagnosis,  in  patient,  and  out-patient  treat- 
ment of  children  and  adults,  and  forensic  and  community 
psychiatry,  through  didactic  courses  and  intensive  super- 
vision by  attending  staff  connected  with  various  medical 
schools  and  analytic  institutions  in  New  York  City  area. 
Opportunity  for  elective  work  in  variety  of  fields  of 
special  insterest  (community,  forensic  or  college  psychiatry 
and  research).  Applicants  must  have  had  three  years 
experience  in  general  practice  or  medical  specialty  other 
than  psychiatry.  Stipend  $12,000  per  year.  Write 
Director  of  Psychiatry,  Grasslands  Hospital,  Valhalla, 
New  York  10595. 


PHYSICIANS  WANTED— CONT'D 


GENERAL  PRACTITIONERS,  ANESTHESIOLOGIST, 
pediatrician,  and  radiologist:  Central  New  York,  126-bed 
voluntary  hospital  with  50-bed  expansion  starting  Spring, 
1968.  State  University  College  in  this  community  of 
23,000,  presently  enrolls  5,000;  anticipate  double  by  1972. 
Proximity  to  Syracuse  and  Rochester  offers  considerable 
scientific  stimulation.  Contact  Administrator,  Oswego 
Hospital,  Oswego,  New  York  13126. 


INTERNIST,  BOARD  CERTIFIED  OR  ELIGIBLE,  FOR 
expanding  three-man  group  in  beautiful  western  Catskill 
community.  Excellent  hospital.  Opportunity  to  de- 
velop subspeciality  interests.  Fine  salary  and  fringe  bene- 
fits to  start,  early  partnership.  Two  and  a half  hours 
from  New  York  City.  Good  schools,  outdoor  recreation 
at  doorstep.  Box  599,  % NYSJM. 


RESIDENTS  REQUIRED  (2)  FOR  150-BED  PRIVATE 
hospital.  Must  have  N.Y.  State  License.  40-hour  week, 
Monday  thru  Friday,  8 a.m.  to  4 p.m.,  and  Noon  to  8 
p.m.  Top  salary.  Parsons  Hospital,  Flushing,  N.Y. 
Tel.  (212)  353-7100. 


WANTED:  JANUARY  1,  1968.  PATHOLOGIST, 

Board  certified  or  eligible,  to  assume  directorship  of  labora- 
tory. Growing  hospital,  55  miles  north  of  New  York 
City.  Salary  open.  Call  or  write:  Administrator,  Put- 
nam Community  Hospital,  Carmel,  New  York.  (914) 
279-6111. 


ASSOCIATE  MEDICAL  DIRECTOR  FOR  CLINICAL 
and  research  hospital  in  Adirondack  region  of  New  York 
State.  Training  in  pulmonary  diseases  and /or  physiology 
desirable.  Salary  open,  depending  upon  applicant’s  qual- 
ifications. Write:  L.  Fred  Ayvazian,  M.D.,  Will  Rogers 
Hospital,  Saranac  Lake,  New  York  12983. 


INTERNISTS,  PEDIATRICIANS,  GENERAL  PRAC- 
titioners  wanted  for  group  medical  practice  in  inter-city 
Philadelphia.  Prefer  those  interested  in  social  change. 
Competitive  salary,  fringe  benefits  and  faculty  appoint- 
ment to  medical  school  for  qualified  physicians.  Please 
contact  Hale  Cook,  M.D.,  3409  N.  15th  St.,  Philadelphia, 
Pa.  19140. 


$1  MILLION,  30-BED  HOSPITAL  ASSURED  FOR 
Southeastern  New  York  rural  area,  9,000  population. 
GP  or  surgeon  who  takes  over  established  practice  now, 
will  be  on  ground  floor  of  major  medical  advance  for  area. 
Equipped  offices  available,  low  rental.  One  other  M.D. 
in  community.  Lab  and  18-bed  hospital  now  operating. 
Schools,  recreation  good.  Easy  access  to  N.Y.C.  Con- 
tact Howard  Stewart,  Callicoon,  New  York  12723.  Tel: 
(914)  887-4900. 


PHYSICIAN  (LICENSED  N.Y.  STATE),  FULL  TIME, 
(4  to  5 days  per  week).  Light  work.  Social  Security,  re- 
tirement and  health  benefits;  an  Equal  Opportunity  Em- 
ployer. American  Red  Cross,  Buffalo  Regional  Blood 
Center,  786  Delaware  Ave.,  Buffalo,  N.Y.  14209.  Call 
(716)886-7500. 


INTERNIST  OR  GENERAL  PRACTITIONER,  50 
miles  north  of  New  York  City;  rural  community.  Well 
established,  lucrative  practice;  no  obstetrics.  Modern 
9-room  air  conditioned  office;  Sanborn  Twinbeam  ECG 
phonocardiograph,  Westinghouse  X-ray  100  MAMP, 
ultrasonic  and  short-wave  diathermy.  Accredited,  open- 
staff,  newly  built  hospital  with  intensive  care  unit.  $18,000 
opportunity  for  partnership.  Include  curriculum  vitae 
in  reply.  Box  604,  c/o  NYSJM. 


A DOCTOR’S  WIFE  HAS  A HAPPY  LIFE:  SHE  WILL, 
if  he  sets  up  practice  in  New  Holstein.  There’s  a good 
life  for  a general  practitioner’s  family  in  this  progressive 
suburban  community  situated  in  the  scenic  Kettle  Moraine 
of  Wisconsin.  Year  round  recreational  activities,  top 
educational  system,  modem  convenient  shopping.  New 
professional  building  for  lease  or  purchase  with  facilities 
for  two  M.D. ’8  one  dentist,  one  optometrist.  Come  look 
us  over.  Bring  your  family  for  a three  day  holiday,  ex- 
penses paid.  For  details  write:  Langenfeld  Foundation 
Inc.,  New  Holstein,  Wisconsin  53061. 
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PHYSICIANS  WANTED— CONT’D 


STUDENT  HEALTH,  ASSISTANT  DIRECTOR,  NEW 
York  State  College  at  Geneseo.  April  1,  1968.  Thirty 
miles  from  Rochester,  3,100  students.  Forty-million 
dollar  building  program.  New  Health  Center  with  seven 
nurses.  Center  of  sailing,  skiing  and  riding  country. 
$16,000  with  yearly  increases  and  non-contributory  re- 
tirement program.  Generous  vacation  and  postgraduate 
education  time.  Contact  Director,  Student  Health  Ser- 
vice. 


PHYSICIAN— CHIEF  HOUSE  STAFF,  BOARD  QUAL- 
ified  internist  or  equivalent.  Full  time  for  500  bed  geriatric 
hospital.  Brooklyn  Hebrew  Home  & Hospital,  813 
Howard  Ave.,  Brooklyn.  Tel.:  346-70000,  ext.  213. 


PRACTICES  FOR  SALE  OR  RENT 


WESTCHESTER  COUNTY:  LARGE  PSYCHIATRIC 

practice  for  sale.  Will  introduce.  May  include  part  time 
institution.  Box  591  % NYSJM. 


WELL  ESTABLISHED  RADIOLOGICAL  PRACTICE 
(private  office  and  hospital)  available  because  of  retire- 
ment of  present  owner.  No  down  payment  necessary. 
Reasonable  terms  for  young  radiologist.  Location  West- 
chester County,  N.  Y.  Box  598,  % NYSJM. 


WELL  ESTABLISHED,  LUCRATIVE,  ACTIVE  RURAL 
medical  practice  for  sale.  Large,  modern  home  and  well 
equipped  office  combination.  55—60  miles  from  New  York 
City.  Two  modem  hospitals  within  6 mile  radius.  Sell- 
ing because  of  recent  illness.  Box  602,  % NYSJM. 


POSITIONS  WANTED 


RADIOLOGIST,  BOARD  CERTIFIED  IN  DIAGNOSIS, 
therapy  and  nuclear  medicine,  with  training  in  special 
procedures  (vasculography) , desires  position  as  head  of 
department  in  small  or  medium  size  hospital  in  New  York 
or  suburban  area.  Box  577,  % NYSJM. 


BOARD  CERTIFIED  RADIOLOGIST  IS  LOOKING  FOR 
part-time  position  in  hospital,  clinic  or  medical  group. 
Also  coverage  in  the  evening  or  weekend.  Box  578,  % 
NYSJM. 


PRACTICING  PHYSICIAN  WITH  EXTENSIVE  Ex- 
perience in  general  medicine  seeks  salaried  part-time 
(morning)  position  in  clinical  or  industrial  medicine. 
Manhattan.  Box  603,  % NYSJM. 


UROLOGIST,  UNIVERSITY  TRAINED,  SEEKS  PART 
time  employment  in  clinic  or  hospital  two  days  a week. 
Manhattan  or  Brooklyn  preferred.  Box  605,  % NYSJM. 


MISCELLANEOUS 


OFFICE  PLANNING.  FROM  ARCHITECTURAL 
drafting,  blue  prints,  through  finished  interiors,  by  trained 
interior  designer  with  medical  background.  S.  L.  Emmet, 
415  East  52nd  St.,  N.Y.C.  PL  1-2877. 


ELECTROLYSIS:  PUT  YOURSELF  IN  OUR  HANDS 
with  confidence.  Superfluous  hair  removed  permanently 
without  scars.  No  case  too  small,  no  case  too  far  advanced. 
Special  attention  and  care  given  to  young  girls.  Free 
consultation,  by  appointment.  Lucille  Bouchard,  R.  I.  li- 
cense. 174  East  82nd  Street,  New  York,  N.  Y.  RE  7-1066. 


MISCELLANEOUS— CONT’D 


BILLS  COLLECTED— ABUSE  IS  RULED  OUT— 
tactful  yet  successful — 40  years  of  top  service  to  doctors 
and  hospitals- — Mail  billhead  for  details.  Crane  Dis- 
count Corp.,  220  W.  42nd  St.,  New  York,  N.Y.  10036. 
LO  5-2943. 


REAL  ESTATE  FOR  SALE  OR  RENT 


GROUP  PRACTICE:  3 OFFICE  SUITES  AVAILABLE 
in  new  Kinnelon  Medical  Center,  28  miles  from  N.  Y.  C. 
in  northern  New  Jersey.  Present  medical  occupants  are  a 
surgeon,  gynecologist  and  Cancer  Detection  and  Research 
Center,  Inc.  Call  (212)  RE-7-9488. 


FOR  SALE.  CO-OP  7 ROOM  ELEGANTLY  FUR- 
nished  and  equipped  internist  office.  200  MA  2 tube  Picker 
like  new.  Low  maintenance.  Best  offer.  Principals  only. 
Fifth  Avenue  at  89th  Street.  AT.  9-1765  after  3 P.M. 


NEW  YORK  DUTCHESS  COUNTY:  NEW  MEDICAL 
building  in  Wappingers  Falls,  Poughkeepsie  area,  occupied 
by  D.D.S.,  orthodontist,  and  Ob-Gyn.  Office  available 
for  all  specialties.  Critical  physican  shortage  because  of 

gopulation  explosion.  Address:  Martin  Rabin  D.D.S.,  65 
outh  Clinton  St.,  Poughkeepsie.  N.  Y.  (914)  454-0322 


FOR  SALE:  STONY  BROOK,  SETAUKET,  L.I.  AREA. 
Large  4-bedroom  colonial  home  with  separate  4-room  pro- 
fessional suite  on  professional  location.  Area  needs 
physician.  (516)  751-3007. 


MANHATTAN:  975  PARK  AVE.  (83  ST.).  ATTRAC- 
tive  doctor’s  suite  to  share.  Exclusive  use  consultation, 
examining  rooms.  Common  waiting  room,  lab.,  X-ray. 
Share  secretarial  services.  Reasonable  rent.  RE  4-1154. 


HUNTINGTON,  NEW  YORK:  IMMACULATE,  MOD- 
em  4-bedroom,  3 bath,  double  garage,  farm  ranch  easily 
adaptable  to  offices  on  beautiful  corner  landscaped  acre 
in  prime  professional  prestige  area.  Price  $40,000.  Call 
(516)  HA  3-1459. 


69TH  STREET,  315  EAST.  5 ROOMS;  WAITING 
room,  receptionist  office,  consultation  office,  and  2 ex- 
amination rooms.  Situated  on  lobby  floor  of  luxury  apart- 
ment bldg.  24  hour  doorman  service.  Immediate  oc- 
cupancy; $325  monthly.  See  Mr.  Pell. 


FARMINGDALE  MEDICAL  BUILDING;  SUITE 
available  with  long  established  dentist  and  three  medical 
specialists.  Lead-lined  rooms  and  X-ray  equipment  avail- 
able for  radiologist;  also  ideal  for  internist,  general  prac- 
titioner, optometrist,  pediatrician,  and  other  specialties. 
If  desired,  may  share  expenses,  receptionist.  (516)  CH 
9-4306. 


DOCTOR’S  OFFICE  FOR  RENT.  MANHATTAN— 
East  60th  Street,  between  Park  & Lexington.  New  luxury 
building,  elegant,  modem,  spacious.  Excellent  location, 
convenient  transportation.  Suitable  most  specialties. 
Available  two  mornings,  most  afternoons,  and  alternate 
Saturdays.  Phone:  838-5222. 


BROOKLYN:  OCEAN  AND  DITMAS  AVENUES. 

Doctor’s  home  and  office.  Ideal  home  for  combining 
practice  and  gracious  family  living.  6 room  suite  of 
offices  suitable  one  or  more  physicians.  Family  area 
includes  living  room,  dining  room,  5 bedrooms,  3 baths; 
all  excellently  maintained.  Principals  only.  Call  after 
8 p.m.  IN2-3520. 
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Imferon® 

(iron  dextran  injection) 


There’s  as  much  iron  . . . 250  mg. 
. . . in  a 5 cc.  ampul  of  Imferon 
(iron  dextran  injection) 
as  in  a pint  of  whole  blood. 

When  iron  deficient 
patients  are  intolerant  of  oral 
iron  ...  or  orally  administered 
iron  proves  ineffective  or 
impractical ...  or  if  the  patient 
cannot  be  relied  upon  to  take 
oral  iron  as  prescribed,  Imferon 
(iron  dextran  injection) 
dependably  increases 
hemoglobin  and  rapidly 
replenishes  iron  reserves. 

Precise  dosage  is  easily 
calculated. 


LAKESIDE 


IN  BRIEF:  ACTION  AND  USES:  A single  dose  of 
Imferon  (iron  dextran  injection)  will  measur- 
ably begin  to  raise  hemoglobin  and  a complete 
course  of  therapy  will  effectively  rebuild  iron 
reserves.  The  drug  is  indicated  only  for  specifi- 
cally-diagnosed cases  of  iron  deficiency  anemia 
and  then  only  when  oral  administration  of  iron 
is  ineffective  or  impractical.  Such  iron  defi- 
ciency may  include:  patients  in  the  last  trimester 
of  pregnancy;  patients  with  gastrointestinal  dis- 
ease or  those  recovering  from  gastrointestinal 
surgery;  patients  with  chronic  bleeding  with 
continual  and  extensive  iron  losses  not  rapidly 
replenishable  with  oral  iron;  patients  intolerant 
of  blood  transfusion  as  a source  of  iron;  infants 
with  hypochromic  anemia;  patients  who  cannot 
be  relied  upon  to  take  oral  iron. 

COMPOSITION:  Imferon  (iron  dextran  injection) 
is  a well-tolerated  solution  of  iron  dextran  com- 
plex providing  an  equivalent  of  50  mg.  in  each 
cc.  The  solution  contains  0.9%  sodium  chloride 
and  has  a pH  of  5. 2-6.0.  The  10  cc.vial  contains 
0.5%  phenol  as  a preservative. 

ADMINISTRATION  and  DOSAGE:  Dosage,  based 
upon  body  weight  and  Gm.  Hb/ 100 cc. of  blood, 
ranges  from  0.5  cc.  in  infants  to  5.0  cc.  in 
adults,  daily,  every  other  day,  or  weekly.  Initial 
test  doses  are  advisable.  The  total  iron  require- 
ment for  the  individual  patient  is  readily  ob- 
tainable from  the  dosage  chart  in  the  package 
insert.  Deep  intramuscular  injection  in  the 
upper  outer  quadrant  of  the  buttock,  using  a 
Z-track  technique,  (with  displacement  of  the 
skin  laterally  prior  to  injection),  insures  absorp- 
tion and  will  help  avoid  staining  of  the  skin.  A 
2-inch  needle  is  recommended  for  the  adult  of 
average  size. 


SIDE  EFFECTS:  Local  and  systemic  side  effects 
are  few.  Staining  of  the  skin  may  occur  Exces- 
sive dosage,  beyond  the  calculated  need,  may 
cause  hemosiderosis.  Although  allergic  or  ana- 
phylactoid reactions  are  not  common,  occa- 
sional severe  reactions  have  been  observed, 
including  three  fatal  reactions  which  may  have 
been  due  to  Imferon  (iron  dextran  injection). 
Urticaria,  arthralgia,  lymphadenopathy.  nau- 
sea, headache  and  fever  have  occasionally 
been  reported. 

PRECAUTIONS:  If  sensitivity  to  test  doses  is 
manifested,  the  drug  should  not  be  given. 
Imferon  (iron  dextran  injection)  must  be  ad- 
ministered by  deep  intramuscular  injection 
only.  Inject  only  in  the  upper  outer  quadrant  of 
the  buttock,  not  in  the  arm  or  other  exposed 
area. 

CONTRAINDICATIONS:  Imferon  (iron  dextran  in- 
jection) is  contraindicated  in  patients  sensitive 
to  iron  dextran  complex.  Since  its  use  is  in- 
tended for  the  treatment  of  iron  deficiency  ane- 
mia only  it  is  contraindicated  in  other  anemias. 

CARCINOGENICITY  POTENTIAL:  Using  relatively 

massive  doses,  Imferon  (iron  dextran  injection) 
has  been  shown  to  produce  sarcoma  in  rats, 
mice  and  rabbits  and  possibly  in  hamsters,  but 
not  in  guinea  pigs.  The  risk  of  carcinogenesis, 
if  any  in  man,  following  recommended  therapy 
with  Imferon  (iron  dextran  injection)  appears 
to  be  extremely  small. 

SUPPLIED:  2 cc  ampuls,  boxes  of  10;  5 cc  am- 
puls. boxes  of  4;  10  cc.  multiple  dose  vials. 


LAKESIDE  LABORATORIES.  INC.,  Milwaukee,  Wisconsin  53201 
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If  hypothyroidism  leaves  your  patient  feeling  like  this... 


consider 

LETTER' 

(SODIUM  LEVOTHYROXINE. 
ARMOUR)  TABLETS 

Synthetic  Thyroid  Replacement  Therapy 


Letter®  provides  all  the  advantages 
of  the  synthetically  pure  chemical 
sodium  levothyroxine.  Dosage  is 
precise  and  potency  is  consistently 
uniform. 

and 

Letter®  is  micronized  to  provide  max- 
imum opportunity  for  full  absorption 
and  clinical  response. 

In  addition  Letter®  is  distinctively 
color  coded  with  an  identifying  num- 
ber stamped  on  each  tablet  to  pro- 
vide accurate  dosage  control. 


Indications:  Hypothyroid  conditions.  Contraindications: 
Thyrotoxicosis,  acute  myocardial  infarctions  unless  associated 
with  hypothyroidism.  In  hypothyroidism  with  hypoadrenalism 
coadministration  of  corticoids  with  LETTER®  is  recommend- 
ed. Precautions  and  Side  Effects:  Excessive  dosage  may 
result  in  diarrhea,  cramps,  palpitation,  nervousness,  rapid  pulse, 
sweating.  If  symptoms  appear,  discontinue  medication  for  sev- 
eral days,  then  reinstitute  at  a lower  level.  Since  myxedema 
patients  with  heart  disease  may  suffer  seriously  from  abrupt 
increases  in  dosage,  caution  should  be  exercised  in  adjusting 
dosage.  Dosage:  Generally,  the  initial  adult  dosage  is  0.1  mg. 
daily.  This  may  be  increased  in  small  increments  every  one  to 
three  weeks  until  proper  metabolic  balance  is  achieved.  Avail- 
able : Bottles  of  1 00  tablets,  in  six  potencies:  0.025  mg.  (violet), 
0.05  mg.  (peach),  0.1  mg.  (pink),  0.2  mg.  (green),  0.3  mg. 
(yellow),  and  0.5  mg.  (white). 


^ARMOUR  PHARMACEUTICAL  C O M PA  N Y • C H I C AG  0,  ILLINOIS 
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4 f I.  oz. 


List  No.  032 


Donnagel 


Each  fluid  ounce  contains: 

Kaolin  6.0  Gm.,  Pectin  142.8  mg.,  Hyoscyamine 
sulfate  0.1037  mg.,  Atropine  sulfate  0.0194  mg., 
Hyoscine  hydrobromide  0.0065  mg.,  Sodium  benzo- 
ate (Preservative)  60.0  mg.,  Alcohol  3.8  per  cent. 


This  one  can  do... 


anti- 

diarrheal 


KAOLIN 

PECTIN 


anti- 

spasmodic 

BELLADONNA 
• ALKALOIDS  / 


the  job  of  two. 


No  need  to  prescribe  a kaolin-pectin  combination  for 
diarrhea  and  then  write  a separate  prescription  for  its 
discomforts,  when  you  can  treat  the  whole  diarrhea 
problem  (diarrhea,  cramping,  nausea,  and  tenesmus) 
with  just  one  product — Donnagel. 

Donnagel  combines  the  adsorbent  and  detoxifying 
effects  of  kaolin  and  pectin  with  the  antispasmodic 
action  of  the  natural  belladonna  alkaloids  (as  in 
Donnatal®).  These  antispasmodic  agents  help  con- 
trol hypermotility  in  the  Cl  tract  to  relieve  the  dis- 


comforts which  so  frequently  accompany  diarrhea. 

Yes,  Donnagel  is  much  more  than  a simple  kaolin- 
pectin  combination.  Lower  dosage  too.  And  it's  less 
expensive  and  more  convenient  for  the  patient  than 
taking  two  medications.  Does  the  antidiarrheal  you  are 
now  prescribing  contain  an  antispasmodic? 

Available  in  the  handy  4-ounce  plastic  bottle  at  phar- 
macies everywhere  on  your  prescription  or  recom- 
mendation. See  product  literature  before  prescribing. 
A.  H.  Robins  Company,  Richmond,  Virginia  23220. 


Donnagel"  treats  the  whole  diarrhea  problem. 
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For  your  impatient  cold  patients 


Two  sprays  from  nTz  Nasal  Spray— and  nasal  congestion,  rhinorrhea, 
sneezing  are  reduced  for  immediate  comfort  for  patients  with  colds. 


nTz  is  more  than  a simple  vasoconstrictor.  It  contains: 


Neo-Synephrine  (brand  of  phenylephrine)  HCI  0.5  per  cent,  the 

major  component,  virtually  synonymous  with  fast,  efficient  but 
gentle  nasal  vasoconstriction  on  contact. 

Thenfadil'  (brand  of  thenyldiamine)  HCI  0.1  per  cent,  topical 
antihistamine  for  reduction  of  rhinorrhea,  sneezing  or  itching.  It 
combats  the  allergic  reactions  that  may  occur  in  colds  or  sinusitis. 

Zephiran  (brand  of  benzalkonium,  as  chloride,  refined)  1 :5000, 

antiseptic  preservative  and  wetting  agent  to  promote  penetra- 
tion and  spread  of  the  formula. 

nTz  is  well  tolerated.  Used  in  a cold  it  may  help  prevent  sinusitis 
by  opening  sinus  ostia  and  permitting  drainage.  It  may  also  be 
used  in  sinusitis  to  help  establish  drainage. 


The  spray  is  best  used  twice,  the  second  a few  minutes 
after  the  first,  repeated  every  three  or  four  hours  as  needed. 
NTz  is  for  temporary  relief  of  nasal  symptoms,  and  overdosage 
should  be  avoided. 

Supplied:  nTz  Nasal  Spray,  plastic  squeeze  bottles  of 
20  ml.;  nTz  Nasal  Solution,  bottles  of  30  ml.  (1  fl.  oz.) 
with  dropper. 


H//nf/jrop 


Winthrop  Laboratories 
New  York,  N.  Y.  10016 


nTz 


NASAL  SPRAY 
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MERCUHYDRIN 

(meralluride  injection) 


LAKESIDE 


Twenty  years  ago  the  publication  of  "A 
System  for  the  Routine  Treatment  of  the  Failing 
Heart”'  established  a schedule  of  diuretic 
therapy  as  a primary  factor  in  the  treatment 
of  acute  congestive  failure.  With  emphasis 
upon  daily  injections  of  Mercuhydrin 
(meralluride  injection)  until  dry  weight  was 
obtained,  Gold,  et  al.  achieved  a 40%  increase 
in  improvement,  in  V3  the  time,  over  other 
methods  then  current.  Today,  most  medical 
texts  continue  to  recommend  parenteral 
mercurials  in  acute  congestive  failure  when 
prompt  diuresis  is  indicated. 

Recently  Models  has  stated:  “The  mercurial 
diuretics  are  the  injectable  diuretics  of  choice 
since  they  are  the  most  potent  as  well  as  the 
most  dependable.  Their  toxicity  is  not  an 
important  consideration  either  by  comparison 
with  other  potent  diuretics  or  in  relation  to  the 
seriousness  of  the  conditions  in  which  they 
provide  such  excellent  relief.” 


IN  BRIEF 

Mercuhydrin  is  indicated  in  edema  of  cardiac  or 
hepatic  origin  and  in  the  nephrotic  syndrome;  it  is 
contraindicated  in  acute  nephritis  and  in  anuric  or 
oliguric  states.  The  usual  adult  dose  is  one  to  two 
cc.  daily  or  every  other  day  until  " dry  weight " is 
obtained.  Sensitivity  is  rare  but  small  initial  doses 
are  advised  to  minimize  potential  reactions;  ver- 
tigo, fever,  and  rash  have  occurred.  Overdosage 
may  produce  electrolyte  depletion,  muscle  cramps, 
and  G.  I.  reactions.  Supplied:  1 cc.  and  2 cc.  am- 
puls in  boxes  of  12,  25  and  100;  10  cc.  rubber 
capped,  multiple-dose  vials  (intramuscular  or  sub- 
cutaneous use  only)  in  boxes  of  6 and  100. 


1.  Gold,  Harry, et  al.:  ASystem  for  the  Routine  Treat- 
ment of  the  Failing  Heart,  The  American  Journal  of 
Medicine,  Vol.  Ill,  No.  6:665-692  (Dec.)  1956. 

2.  Modell,  Walter:  Drugs  of  Choice  1966-1967,  p.  97, 
1966. 

LAKESIDE  LABORATORIES,  INC., Milwaukee, Wisconsin  53201 
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The  low  back  pain  that  is  most  frequently  seen  in  general  practice 
is  mechanical  in  nature,  i.e.,  postural  back  pain,  joint  dysfunction  and 
acute  back  strain. 1,2  For  this  type  of  discomfort,  a conservative  regimen 
is  usually  sufficient  to  relieve  aches  and  pains,  and  to  help  keep 
the  patient  functioning.  Components  of  this  basic  program  include: 


Dea  if  the  patient  is  in  the 
pain-spasm-cycle . . . there  is  no  alternative 
or  substitute  for  absolute  bed  rest . . ."3 


^ethoclerbam' 

750  mg 


•'►■••nynoll 


Board 


Heat’  'A  very  valuable 

method  of  applying 
heat  at  home  is  a prolonged 
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"Boards  should  be  ordered  under 
the  mattress... these  boards  act 
by  immobilizing  the  spine..."4 

idicated  for  relief  of  skeletal  muscle  spasm.  Contraindicated  in 
/persensitive  patients.  Side  Effects  (lightheadedness,  dizziness, 

'owsiness,  nausea)  may  occur  rarely,  but  usually  disappear  on  reduced 
3sage.  Hypersensitivity  reactions  develop  infrequently.  See  product 
eroture  for  further  details.  Also  available:  Robaxin®  Tablets 
nethocarbamol, 500  mg.)  Robaxin  Injectable  (methocarbamol,  1 Gm./lOcc.) 
eferences:  (1 ).  Godfrey,  C.M.:  Applied  Therap.  8:950,  1966.  (2).  Gottschalk, 
A.:  GP  33.-91, 1966.  (3).  Rowe,  M.L.:  J.  Occup.  Med.  2.-219,  1960. 
t).  Cozen,  l.:  South  Dakota  J.  Med.  7 8:26,  1965.  (5).  Soto-Hall,  R.: 
led.  Sc.  14:23, 1963.  (6).  Weiss,  M.  and  Weiss,  S.:  J.  Am.  Osteopath.  A. 

2:142, 1962.  (7).  Feuer,  S.G.,  el  a/..-  New  York  J.  Med.  62:1985, 1962. 


Robaxin-750 

(methocarbamol,  750  mg.  capsule- 
shaped tablets)  A well-tolerated6 
skeletal  muscle  relaxant,  methocar- 
bamol helps  relieve  spasm 
"...without  interfering  with  normal 
tone  and  movement."7  And  there 
is  little  likelihood  of  sedation.6 
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Abstracts 


Monroe,  J.:  Modern  treatment  of  tuber- 

culosis, New  York  State  J.  Med.  67:  3079 
(Dec.  1)  1967. 

Tuberculosis  continues  to  be  a major  medical 
problem.  Determined  persistence  and  the  full 
cooperation  of  the  patient  and  all  medical  and 
nonmedical  persons  concerned  are  essential. 
For  initial  treatment  of  the  active  case,  com- 
bined drug  therapy  using  two  or  all  three  of  the 
major  drugs — SM  (streptomycin),  PAS  (para- 
aminosalicylic  acid),  and  INH  (isoniazid) — 
must  be  given  to  prevent  the  emergence  of  re- 
sistant strains  of  tubercle  bacilli;  the  three  pri- 
mary drugs  make  possible  four  combinations 
using  double  or  triple  therapy.  Failures  occur 
when  the  tubercle  bacilli  are  resistant;  when 
there  is  drug  allergy  or  toxicity  that  prevents 
treatment;  and  when  patients  do  not  take  medi- 
cations. To  be  effective  the  treatment  must  be 
long-term,  and  overtreatment  to  ensure  ade- 
quate results  is  advised.  Clinical  and  labora- 
tory monitoring  must  be  employed. 

Duncalf,  D.,  and  Frank,  H.  L.:  Ventila- 

tion during  anesthesia,  New  York  State  J. 
Med.  67:  3090  (Dec.  1)  1967. 

Changes  that  may  occur  in  ventilation  during 
anesthesia  are  important  from  the  points  of  view 
of  (1)  carbon  dioxide  elimination  and  oxygen 
uptake,  (2)  circulatory  homeostasis,  (3)  uptake 
and  elimination  of  volatile  anesthetic  agents, 
and  (4)  the  adequacy  of  postoperative  ventila- 
tory exchange.  The  discussion  deals  primarily 
with  carbon  dioxide  excretion  and  oxygen  up- 
take, and  considers  shunting,  inequality  of  ven- 
tilation-perfusion ratios,  physiologic  dead  space, 
pathologic  changes,  preoperative  medication, 
positioning,  anesthetic  agents,  effects  of  hyper- 
ventilation, and  factors  affecting  arterial  oxygen 
tension  during  anesthesia. 

Shapiro,  G.,  and  Bailey,  C.  P.:  Central 

venous  pressure  in  cardiac  surgery.  New  York 
State  J.  Med.  67:  3101  (Dec.  1)  1967. 

The  measurement  of  venous  pressure  is  a 
diagnostic  and  therapeutic  aid  in  medicine  and 


surgery.  A patient  will  not  survive  without  an 
adequately  maintained  arterial  blood  pressure, 
regardless  of  the  venous  pressure  level.  Some 
common  problems  encountered  during  anes- 
thesia for  cardiac  surgery  that  are  related  to 
venous  pressure  include  cardiac  failure,  peri- 
cardial constriction,  diffuse  arteriolar  constric- 
tion, and  peripheral  circulatory  failure.  The 
effect  of  therapy  can  be  determined,  and  in- 
dividual readings  are  not  as  important  as  serial 
measurements.  Frequent  observations  on  ar- 
terial pressure,  pulse,  urinary  output,  and  so 
on,  in  conjunction  with  the  monitoring,  provide 
a more  accurate  diagnosis  of  the  state  of  the 
circulatory  system. 

Leis,  H.  P.,  Jr.,  Dursi,  J.,  and  Mersheimer, 

W.  L.:  Nipple  discharge;  significance  and 

treatment,  New  York  State  J.  Med.  67: 
3105  (Dec.  1)  1967. 

There  are  seven  basic  types  of  true,  spon- 
taneous, pathologic  nipple  discharge;  (1) 
milky,  (2)  grumose,  (3)  purulent,  (4)  watery, 
(5)  serous,  (6)  serosanguineous,  and  (7)  bloody. 
The  majority  of  cases  are  due  to  benign  lesions; 
however,  they  may  herald  a malignant  disease 
and,  therefore,  each  case  must  be  investigated 
carefully.  The  likelihood  that  such  discharge 
is  due  to  cancer  increases  with  the  age  of  the 
patient. 

Barker,  L.  P.:  Pruritic  dermatoses  of  female 

genitalia;  guide  to  clinical  diagnosis,  New 
York  State  J.  Med.  67:  3111  (Dec.  1)  1967. 

Common  dermatoses  which  produce  ano- 
genital pruritus  are  contact  dermatitis,  neuro- 
dermatitis, seborrheic  dermatitis,  psoriasis, 
fungus  infections,  lichen  planus,  herpes  simplex, 
herpes  zoster,  and  pediculosis  pubis.  It  is 
important  to  differentiate  these  so  that  the 
possibility  of  chronic  irritations  which,  if  the 
mucosa  is  affected,  can  lead  to  precancerous 
leukoplakia  is  minimized.  One  must  compare 
the  appearance  of  common  dermatosis  on  its 
usual  area  of  predilection  with  that  of  the  ano- 
genital surfaces.  Histologic  examination  is 
frequently  necessary. 
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Abstracts  in  Interlingua 


Monroe,  J.:  Le  moderne  therapia  de  tuber- 

culosis ( anglese ),  New  York  State  J.  Med. 
67:  3079  (1  dedecembre)  1967. 

Le  tuberculosis  non  ha  cessate  esser  un  major 
problema  medical.  In  le  therapia  de  illo, 
persistentia  e determination  e le  plus  complete 
cooperation  del  patiente  e de  omne  le  inter- 
essatos  e contribuentes  medical  e nonmedical 
es  indispensabile.  In  le  tractamento  initial 
del  caso  active,  un  chimotherapia  combinate — 
con  duo  o tres  del  pharmacos  in  le  triade  major 
de  streptomycina,  acido  para-aminosalicylic,  e 
isoniazida — debe  esser  utilisate  pro  prevenir  le 
disveloppamento  de  lineas  resistente  de  ba- 
cillos  de  tuberculosis.  Le  tres  pharmacos  in  le 
triade  mentionate  se  presta  a quatro  combina- 
tiones  de  duo  o tres  agentes.  Nonsuccessos 
resulta  (1)  quando  le  bacillo  es  pharmaco-re- 
sistente,  (2)  quando  reactiones  allergic  o de 
toxicitate  preveni  le  uso  de  un  modalitate  chimo- 
therapeutic,  e (3)  quando  le  patiente  es  negli- 
gente  in  le  uso  del  medication.  Le  tractamento 
— pro  esser  efficace — debe  esser  perdurative,  e 
“troppo” — in  le  interesse  de  adequate  resulta tos — 
es  melior  que  “non  satis.”  Le  progresso  del 
patiente  debe  esser  controlate  per  un  continue 
observation  clinic  e per  medios  laboratorial. 

Duncalf,  D.,  e Frank,  H.  L.:  Ventilation 

sub  anesthesia,  {anglese).  New  York  State  J. 
Med.  67:  3090  (1  dedecembre)  1967. 

Alterationes  de  occurrentia  possibile  in  le 
ventilation  sub  anesthesia  es  importante  ab  le 
punctos  de  vista  (1)  del  elimination  de  bioxydo 
de  carbon  e del  acceptation  de  oxygeno,  (2) 
del  homeostase  del  circulation,  (3)  del  accepta- 
tion e elimination  de  volatile  agentes  anesthetic, 
e (4)  del  adequatia  del  postoperatori  excambio 
ventilatori.  Le  discussion  (in  le  presente  com- 
munication) es  concernite  primarimente  con  le 
excretion  de  bioxydo  de  carbon  e le  acceptation 
de  oxygeno.  Illo  etiam  prende  in  consideration 
shunting,  inequalitate  del  relation  ventilation/ 
perfusion,  physiologic  spatio  morte,  alterationes 
pathologic,  medication  preoperatori,  positiona- 
mento  del  patiente,  agentes  anesthetic,  effectos 
de  hyperventilation,  e factores  que  affice  le 
tension  arterial  de  oxygeno  durante  le  anesthesia. 

Shapiro,  G.,  e Bailey,  C.  P.:  Tension  centro- 

venose  in  chirurgia  cardiac  {anglese).  New 
York  State  J.  Med.  67:  3101  (1  de  decembre) 
1967. 


Le  mesuramento  del  tension  venose  es  de 
adjuta  diagnostic  e therapeutic  in  le  medicina  e 
le  chirurgia.  Un  patiente  non  supervivera  sin 
adequatemente  mantenite  tension  arterial,  sin 
reguardo  al  nivello  del  tension  venose.  Certe 
problemas  commun  que  es  incontrate  durante  le 
anesthesia  pro  chirurgia  cardiac  e que  es  rela- 
tionate  con  le  tension  venose  es  insufficientia 
cardiac,  constriction  pericardial,  diffuse  con- 
striction arteriolar,  e disfallimento  periphero- 
circulatori.  Le  effecto  del  therapia  pote  esser 
determinate,  e lecturas  individual  es  minus 
importante  que  mesurationes  in  serie.  Fre- 
quente  observationes  del  tension  arterial,  del 
pulso,  del  rendimento  urinari,  etc. — in  combina- 
tion con  le  controlo  cardiac — provide  un  plus 
accurate  diagnose  del  stato  del  systema  cir- 
culatori. 

Leis,  H.  P,,  Jr.,  Dursi,  J.,  e Mersheimer,  W. 

L.:  Discargas  ab  tettas;  signification  e tracta- 

mento {anglese),  New  York  State  J.  Med.  67: 
3105  (1  de  decembre)  1967. 

11  existe  septe  differente  typos  basic  de  ver  e 
spontanee  discarga  pathologic  ab  tettas:  (1) 

lactee,  (2)  grumose,  (3)  purulente,  (4)  aquee,  (5) 
serose,  (6)  serosanguinee,  e (7)  sanguinee.  In 
le  majoritate  del  casos,  le  causa  es  benigne. 
Tamen,  il  occurre  que  le  phenomeno  annuncia 
morbiditate  maligne,  e — per  consequente — 
omne  caso  debe  esser  investigate  meticulose- 
mente.  Le  probabilitate  que  un  tal  discarga 
es  le  effecto  de  cancere  accresce  con  le  etate  del 
patiente. 

Barker,  L.  P.:  Dermatoses  pruritic  del  gen- 

itales  feminin;  guida  al  diagnose  clinic  {anglese). 
New  York  State  J.  Med.  67:  3111  (1  de 
decembre)  1967. 

Dermatoses  commun  que  produce  prurito 
anogenital  es  dermatitis  de  contacto,  neuro- 
dermatitis, dermatitis  seborrheic,  psoriasis, 
infectiones  fungal,  lichen  plan,  herpete  simplice, 
herpete  zoster,  e pediculosis  pubic.  Le  dif- 
ferentiation inter  iste  conditiones  es  importante 
pro  reducer  al  minimo  le  possibilitate  de  ir- 
ritationes  chronic  le  quales — si  le  mucosa  es  af- 
ficite — pote  ducer  a leucoplakia  precancerose. 
Es  necessari  comparar  le  apparentia  de  un 
commun  dermatosis  in  su  area  usual  de  pre- 
dilection con  illo  al  superficie  anogenital. 
Examines  histologic  es  frequentemente  re- 
quirite. 
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| clip  and  file  under  “flu” 

For  relief  of  "flu-like"  symptoms 
Tussagesic  timed-release  tablets 

PHONE  COLLECT 

For  emergency  starter  samples 
to  Keith  Sehnert,  M.D. 

Medical  Director 
(402)434-6311 

Fast  delivery  by  your  Dorsey 
| Representative 
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Medical  Meetings 


Symposium  on  perinatal  survival 
and  comprehensive  health  care 

The  Special  Committee  on  Infant  Mortality 
of  the  Medical  Society  of  the  County  of  New 
York  will  hold  a symposium  on  “Comprehen- 
sive Care:  Its  Impact  on  Community  Wellness 
and  on  Perinatal  Survival”  on  December  6, 
at  1:00  P.M.,  at  the  New  York  Academy  of 
Medicine. 

The  theme  of  the  symposium  will  consider 
betterment  of  community  health  by  extending 
facilities  for  health  care  and  increasing  medical 
and  paramedical  interest  in  urban  health  care, 
with  the  eventual  goal  of  reducing  infant  death 
rates  in  highly  sensitive  health  district  areas. 
It  will  consider  the  intent  and  scope  of  com- 
prehensive and  family-centered  health  care  in 
relation  to  obstetrics,  pediatrics,  and  com- 
munity participation. 

Acute  psychiatric  complications 
topic  of  meeting 

A meeting  of  the  Saranac  Lake  Medical 
Society  is  to  be  held  January  10,  1968,  in  the 
Montague  Memorial  Library,  Will  Rogers 
Hospital,  Saranac  Lake.  The  program  will 
feature  “Common  Acute  Psychiatric  Complica- 
cations  in  Medical  and  Surgical  Patients  in  the 
General  Hospital — Recognition  and  Manage- 
ment” by  Adam  Krakowski,  M.D.,  consulting 
psychiatrist,  Will  Rogers  Hospital. 

Medical  uses  of  radioactive 
isotopes  subject  of  course 

The  nuclear  medicine  division  of  the  Long 
Island  Jewish  Hospital-Queens  Hospital  Center 
Affiliation  is  offering  a ninety-hour  course  in 
“Medical  Uses  of  Radioactive  Isotopes”  from 
February  6 through  May  28,  1968.  The  course 
will  consist  of  weekly  five-hour  sessions  covering 
lectures,  laboratory  exercises,  and  clinical 
management  of  patients. 

Tuition  is  $275.  For  further  information, 
write:  Lawrence  Silver,  M.D.,  division  of 

nuclear  medicine.  The  Long  Island  Jewish 
Hospital-Queens  Hospital  Center  Affiliation, 
82-68  164th  Street,  Jamaica,  New  York  11432. 

Intraocular  implants 
topic  of  lecture 

The  annual  Ralph  I.  Lloyd  lecture,  sponsored 

Material  for  inclusion  in  the  medical  meetings  section 
must  be  recieved  six  weeks  prior  to  publication  date. 


by  The  Brooklyn  Ophthalmological  Society,  is 
to  be  given  by  Harold  Ridley,  M.B.,  London, 
England,  on  the  subject,  “Intraocular  Im-  j 
plants,”  on  March  25,  1968,  at  8:00  p.m.,  at 
Downstate  Medical  Center,  Brooklyn. 

For  additional  information,  write:  Jacob 

J.  Stam,  M.D.,  secretary-treasurer,  The  Brook- 
lyn Ophthalmological  Society,  One  Hanson 
Place,  Brooklyn,  New  York  11217. 

Tympanoplasty  subject  of  course 

A five-day  course  on  tympanoplasty  will  be 
given  under  the  direction  of  Adolph  Wolferman, 
M.D.,  at  the  Brooklyn  Eye  and  Ear  Hospital  on 
April  1 through  5,  1968.  Participants  will 
observe  various  tympanoplastic  procedures  in 
the  operating  room  and  on  closed-circuit  tele- 
vision. 

The  course  includes  dissection  of  temporal 
bones,  lectures  by  members  of  the  hospital 
staff,  and  slides  and  films. 

Tuition  is  $250,  and  the  course  is  limited  to 
8 participants.  For  application  write:  Freder- 

ick C.  Upton,  administrator,  Brooklyn  Eye  and 
Ear  Hospital,  29  Greene  Avenue,  Brooklyn, 
New  York  11238. 

Ophthalmic  plastic  surgery 
subject  of  course 

A three-day  intensive  course  of  instruction  in 
“Ophthalmic  Plastic  Surgery”  will  be  presented 
at  the  Brooklyn  Eye  and  Ear  Hospital  on  April 
24  through  26,  1968.  The  course  will  be  con- 
ducted by  Martin  Bodian,  M.D.,  director  of  the 
ophthalmic  plastic  service;  members  of  the 
staff;  and  invited  guest  lecturers.  Instruction 
will  consist  of  lectures,  motion  pictures,  lantern 
slides,  presentation  of  patients,  and  actual 
surgery  on  illustrative  cases. 

Subjects  will  include  basic  precepts  in  plastic 
surgery,  lid  repair  for  tumors  and  trauma,  mal- 
functions of  the  lids,  congenital  anomalies,  1 
ptosis  repair,  repair  of  obliterated  sockets,  and 
exenteration. 

Registration  is  limited  to  8 students,  and  the 
fee  is  $75.  For  registration  and  further  in-  1 
formation  write:  Frederick  C.  Upton,  ad-  1 

ministrator,  Brooklyn  Eye  and  Ear  Hospital, 
29  Greene  Avenue,  Brooklyn,  New  York  11238. 

Gastrointestinal  tract 
topic  of  radiology  course 

A postgraduate  course  in  the  radiologic  study 
of  the  gastrointestinal  tract  will  be  given  by  the 

continued  on  page  3054  1 
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"All  Interns  are  Alike" 


It  stands  to  reason.  They  all  go  through  the 
same  training;  they  all  have  to  pass  the  same 
tests;  they  all  have  to  measure  up  to  the  same 
standards;  they  all  are  underpaid,  too.  There- 
fore, all  interns  are  alike. 

That's  utter  nonsense,  of  course.  But  it's  no 
more  nonsensical  than  what  some  people  say 
about  aspirin.  Namely:  since  all  aspirin  is  at 
least  supposed  to  come  up  to  certain  required 
standards,  then  all  aspirin  tablets  must  be  alike. 

Bayer's  standards  are  far  more  demanding. 
In  fact,  there  are  at  least  nine  specific  differ- 
ences involving  purity,  potency  and  speed  of 


tablet  disintegration.  These  Bayer®  standards 
result  in  significant  product  benefits  including 
gentleness  to  the  stomach,  and  product  stabil- 
ity that  enables  Bayer  tablets  to  stay  strong  and 
gentle  until  they  are  taken. 

So  next  time  you  hear  someone  say  that 
all  aspirin  tablets  are  alike,  you  can  say,  with 
confidence,  that  it  just  isn't  so. 

You  might  also  say  that  all  interns  aren't 
alike,  either. 
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continued  from  page  3052 

Department  of  Radiology,  under  the  direction 
of  William  B.  Seaman,  M.D.,  at  the  Columbia- 
Presbyterian  Medical  Center,  Alumni  Audi- 
torium, 630  West  168th  Street,  New  York  City, 
on  May  1 through  4,  1968.  In  addition  to  the 
faculty  members  of  the  College  of  Physicians  & 
Surgeons,  Columbia  University,  guest  lecturers 
will  include  the  following:  Professor  Solve 

Welin  of  Malmo,  Sweden,  Richard  Fleming, 
M.D.,  Harold  Jacobson,  M.D.,  Richard  Mar- 
shak, M.D.,  Harry  Z.  Mellins,  M.D.,  and  Ber- 
nard Wolf,  M.D. 

Registration  fee  is  $75.  For  further  informa- 
tion write:  Melvin  D.  Yahr,  M.D.,  assistant 

dean  for  graduate  education,  630  West  168th 
Street,  New  York,  New  York  10032. 

Dietetic  association 
to  meet  in  Albany 

The  annual  meeting  of  the  New  York  State 
Dietetic  Association  will  be  held  May  1 through 
3, 1968,  at  the  Schine  Ten  Eyck  Hotel,  Albany. 

The  conference  theme,  “Capital  Trends,”  will 


consider  the  city’s  heritage  and  emphasizes  what 
is  new  in  the  field  of  dietetics.  Educational  and 
commercial  exhibits  will  include  the  latest  de- 
velopments in  equipment,  the  newest  conven- 
ience foods,  and  innovations  in  other  food 
service  supplies. 

For  further  information  write  to:  Grace 

E.  Kimball,  publicity  chairman,  New  York 
State  Dietetic  Association,  State  Education 
Department,  Albany,  New  York  12224. 

Cancer  chemotherapy  subject  of  course 

The  University  of  Texas  M.D.  Anderson 
Hospital  and  Tumor  Institute,  Houston,  Texas, 
is  sponsoring  a two-week  course  in  cancer 
chemotherapy  from  May  13  through  24,  1968, 
in  Houston,  Texas.  The  course  will  review  the 
chemistry,  pharmacology,  and  clinical  applica- 
tion of  the  antimetabolities;  alkaloids;  alky- 
lating agents;  antibiotics;  hormones;  mis- 
cellaneous newer  drugs;  and  the  management 
of  the  cancer  patient. 

Registration  is  limited  to  100.  For  further 
information  write:  Emil  Frei,  3rd.,  M.D.,  6723 
Bertner  Avenue,  Houston,  Texas  77025. 


Medical  Society  of  the  State  of  New  York 
Annual  Convention 


February  11  through  15,  1968 
The  Americana,  New  York  City 
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A breakthrough 
in  the  control  of  pain 


Ihlwiii 


brand  of  . A 

pentazocine 


as  lactate) 


a potent  injectable  non-narcotic— 
may  be  used  in  place  of  morphine 
and  other  narcotic  analgesics 


Talwin  30  mg.  relieves  pain 
usually  as  quickly  and 
effectively  as  morphine  10  mg.* 

whatever  the  intensity  of  the  pain 

whatever  the  cause  of  the  pain 

whatever  the  site1  of  the  pain 

whatever  the  chronicity  of  the  pain 

whatever  the  age++  of  the  patient 

without  the  liability  of  narcotics 

without  the  development  of  tolerance  on 
prolonged  use 

with  less  risk  of  severe  respiratory 
depression  than  with  morphine 

with  less  constipation 

with  less  urinary  retention 


A breakthrough 
in  the  control 
of  pa 


lal 


Ik 


brand  of  a w 

pentazocine 


(as  lactate) 


a potent  injectable  non-narcotic  - 
may  be  used  in  place  of  morphine 
and  other  narcotic  analgesics 


Clinical  experience  of  more  than  150  investigators 
with  over  12,000  patients  given  varying  dosages  of 
Talwin  shows  that  this  potent  injectable  analgesic 
is  not  a narcotic. 


: 


•r 


Talwin  has  less  risk  of  severe  respiratory  depres- 
sion, urinary  retention,  and  constipation  than  mor- 
phine—a great  boon  for  postsurgical  patients. 


Talwin  produces  less  nausea,  vomiting  and  dia-| 
phoresis  than  meperidine. 


Constipation  and  urinary  retention  are  seldom  a 
problem  with  Talwin. 

T 


Very  rarely  do  hallucinations  or  disorientation  oc- 
cur (0.1%  each).  | — 


I mat. 


No  significant  hepatic,  renal,  hematopoietic  or  neu- 
rologic disturbances  have  been  reported. 


Talwin  is  well  tolerated  even  by  the  aged  or  very  il 
patients. 


Used  during  active  labor,  its  tolerance  by  the 
mother  and  newborn  is  comparable  to  meperi- 
dine’s. As  with  all  new  drugs,  Talwin  should  be  used 
with  caution  in  pregnant  women  and  in  women  de- 
livering premature  infants. 


Tolerance  to  the  analgesic  effect  of  Talwin  has  not 
developed  with  prolonged  use. 


Talwin  gives  significant  relief  of  pain  in  from  15  to 
20  minutes  following  I.M.  or  S.C.  injection. 


Talwin  relieves  pain  usually  for  3 hours  or  longer 
with  a single  injection;  however,  the  duration  may 
sometimes  be  less  than  with  morphine. 


*lts  duration  of  action  may  sometimes  be  less  than 
that  of  morphine. 

'Should  not  be  used  for  patients  with  increased  in- 
tracranial pressure,  head  injury  or  pathologic  brain 
conditions. 

+tUntil  sufficient  experience  is  gained,  Talwin  should 
not  be  administered  to  children  under  12  years  of 
age. 


86  per  cent  of  medical  and 
surgical  patients  obtained 
excellent  to  good  relief  with 
Talwin  30  mg.  administered 
parenterally 


Talwin 

brand  of  pentazocine  (as  lactate) 

used  for  pain  of  all  types 


Talwin  has  a wide  range  of 
usefulness  in  surgery 


Number 

of 

patients 

Efficacy 

Types  of  surgical  use 

% 

Exc. 

% 

Good 

Exc. 

-f  Good 

% 

Fair 

% 

Poor 

• Preoperative 

118 

31 

52 

83% 

15 

2 

• Postoperative 

914 

58 

28 

86% 

8 

6 

• Pre-  and  postoperative 

12 

75 

17 

92% 

0 

8 

• Minor  surgery 

33 

30 

39 

69% 

0 

31  * 

• Traumatic 

14 

64 

29 

93% 

7 

0 

> Dental 

33 

67 

24 

91% 

3 

6 

Total  patients 

...1124 

Efficacy  of  30  mg.  Talwin  I.M.  and  S.C.  as  related 
to  types  of  surgical  use  in  a cooperative  study 


Data  in  files  of  Department  of  Medical  Research,  Winthrop  Laboratories. 

High  incidence  of  poor  results  in  minor  surgery  is  due  primarily  to  one 
study  involving  change  of  burn  dressings  in  children;  9 of  19  patients  ob- 
tained poor  results  with  dose  used. 

Talwin  relieves  all  types 
of  pain  in  acute  and 
chronic  medical  disorders 


Percentage  of  relief 

Type  of  medical  pain 

Of 

patients 

Excellent  Good 

Exc. 

4-  Good 

Fair 

Poor 

• Malignancy,  pain  in 

161 

44 

37 

81% 

8 

11 

• Orthopedic;  see  also 
"Arthritis" 

111 

53 

38 

91% 

5 

4 

• Cardiovascular  pain; 
see  also  “Miscel- 
laneous medical" 

96 

59 

27 

86% 

6 

7 

• Genitourinary  pain 

83 

42 

33 

75% 

16 

10 

• Arthritis 

76 

33 

51 

84% 

12 

4 

• Gynecologic  pain 

35 

57 

34 

91% 

6 

3 

• Cephalalgia 

21 

45 

41 

86% 

9 

5 

• Gastrointestinal  pain 

19 

89 

5 

94% 

0 

5 

• Chest,  including 

• Pleurisy 

• Pulmonary  embo- 
lism and  infarct 

• Lung  abscess 

12 

83 

17 

100% 

0 

0 

• Miscellaneous  medi- 
cal, including 

• Peripheral  vas- 
cular disease 

• Thrombophlebitis 

• Cervical  root  pain 

• Facial  neuralgia 

• Syringomyelia 

• Burns 

108 

50 

39 

89% 

9 

2 

Total  patients 

722 

Efficacy  of  30  mg.  Talwin  I.M.  and  S.C.  as  related 
to  types  of  medical  pain  in  a cooperative  study 

Data  in  files  of  Department  of  Medical  Research,  Winthrop  Laboratories. 


See  next  page  for  additional  product  information 


Talwin  relieves  pain  as 
quickly  as  morphine 


Talwin  30  mg.  proved  equivalent  to  morphine  10  mg. 
in  overall  analgesic  efficacy.  During  the  early  post- 
medication period  (up  to  40  minutes  after  drug  in- 
jection), Talwin  was  superior  in  effect  to  morphine. 

After  observation  periods  ranging  from  40  to  180 
minutes  there  was  no  difference  between  the  drugs 
in  their  effect  on  intensity.  There  were  141  and  119 
complete  patient  records  for  Talwin  and  morphine, 
respectively,  in  this  double-blind  study.  Other  clini- 
cal investigators,  studying  duration,  state  that  relief 
with  Talwin  may  be  obtained  for  up  to  three  hours 
or  longer,  a period  sometimes  less  than  morphine’s. 


Talwin  is  as  effective 
for  severe  pain  (Fig.  2>t 
as  for  moderate  pain  (Fig.  3>t 

Figure  2.  Percentage  of  patients  Figure  3. 


15  30  180 

Minutes  after  administering  Talwin 


Per  cent  excellent  to  good 
relief  of  severe  pain  obtained 
with  30  mg.  Talwin  in  218 
postoperative  patients 


100 


Minutes  after  administering  Talwin 

Per  cent  excellent  to  good 
relief  of  moderate  pain  ob- 
tained with  30  mg.  Talwin  in 
203  postoperative  patients 


Talwin  does  not  require 
a narcotics  prescription 
or  narcotics  records 

The  World  Health  Organization  Expert  Committee 
on  Dependence-Producing  Drugs  concluded  that 
“...there  was  no  need  at  this  time  for  narcotics  con- 
trol of  pentazocine  [Talwin]  internationally  or  na- 
tionally.”* 1 


*Storer,  E.  H.:  Data  in  the  files  of  the  Sterling-Winthrop  Research  Institute. 

fCooperative  study,  data  in  the  files  of  the  Department  of  Medical  Research, 
Winthrop  Laboratories. 

i World  Health  Organization  Technical  Report  Series,  No.  343,  1966,  p.  6. 


A breakthrough 
in  the  control 
of  pain 


lilhvill 

brand  of  , Q 

pentazocine 


as  lactate) 


a potent  injectable  non-narcotic— 
may  be  used  in  place  of  morphine 
and  other  narcotic  analgesics 


Contraindications:  Increased  Intracranial  Pressure,  Head  Injury,  or 
Pathologic  Brain  Conditions  in  which  clouding  ol  sensorium  is  un- 
desirable. Talwin  (brand  of  pentazocine)  should  not  be  administered 
in  these  cases,  since  drug-induced  sedation,  dizziness,  nausea,  or 
respiratory  depression  could  be  misleading. 

Precautions:  Pregnancy.  No  teratogenic  or  embryotoxic  effects  attrib- 
utable to  the  use  of  Talwin  have  been  seen  in  extensive  reproductive 
studies  in  animals;  however,  like  all  new  drugs,  Talwin  should  be 
given  with  caution  to  pregnant  women.  A large  number  of  patients  in 
labor  have  received  the  drug  with  no  adverse  reactions  other  than 
those  that  occur  with  commonly  used  strong  analgesics.  However,  as 
with  other  strong  analgesics,  Talwin  should  be  used  with  caution  in 
women  delivering  premature  infants. 

Ambulatory  Patients.  Since  sedation,  dizziness,  and  occasional  eu- 
phoria have  been  noted,  ambulatory  patients  should  be  warned  not  to 
operate  machinery,  drive  cars,  or  unnecessarily  expose  themselves 
to  hazards. 

Certain  Respiratory  Conditions.  The  possibility  that  Talwin  (brand  of 
pentazocine)  may  cause  respiratory  depression  should  be  considered 
in  treatment  of  patients  with  bronchial  asthma.  Talwin  should  be  ad- 
ministered only  with  caution  and  in  low  dosage  to  patients  with  respi- 
ratory depression  (eg.,  from  other  medication,  uremia,  or  severe 
infection),  obstructive  respiratory  conditions,  or  cyanosis. 

Patients  Dependent  on  Narcotics.  Because  Talwin  is  a narcotic-antag- 
onist, patients  dependent  on  narcotics  and  receiving  Talwin  may  oc- 
casionally experience  certain  withdrawal  symptoms.  Talwin  should 
be  given  with  special  caution  to  such  patients.  It  has  been  observed 
that  some  patients  previously  given  narcotic-analgesics  for  one  month 
or  longer  had  mild  withdrawal  symptoms  when  the  drug  was  replaced 
with  the  analgesic,  Talwin.  After  a short  period  of  adjustment  the  sub- 
jects were  usually  able  and  willing  to  continue  taking  Talwin,  and  re- 
lief of  pain  was  satisfactory. 

Nonaddicted  Patients  Receiving  Narcotics.  Symptoms  believed  to  be 
indicative  of  antagonism  to  the  opiate  may  be  observed  rarely  with 
administration  of  Talwin  to  patients  receiving  opiates  for  a short  time. 
Intolerance  or  untoward  reactions  are  seldom  observed  after  admin- 
istration of  Talwin  to  patients  who  have  received  single  doses  or  who 
have  had  limited  exposure  to  narcotics. 

Impaired  Renal  or  Hepatic  Function.  Although  laboratory  tests  have 
not  indicated  that  Talwin  (brand  of  pentazocine)  causes  or  increases 
renal  or  hepatic  impairment,  the  drug  should  be  administered  with 
caution  to  patients  with  such  impairment.  Extensive  liver  disease  ap- 
pears to  predispose  to  greater  side  effects  (e  g.,  marked  apprehen- 
sion, anxiety,  dizziness,  sleepiness)  from  the  usual  clinical  dose,  and 
may  be  the  result  of  decreased  metabolism  of  the  drug  by  the  liver. 

Myocardial  Infarction.  As  with  all  drugs,  Talwin  (brand  of  pentazocine) 
should  be  used  with  caution  in  patients  with  myocardial  infarction 
who  have  nausea  or  vomiting. 

Biliary  Surgery.  Until  further  experience  is  gained  with  the  effects  of 
Talwin  on  the  sphincter  of  Oddi,  the  drug  should  be  used  with  caution 
in  patients  about  to  undergo  surgery  of  the  biliary  tract. 


Adverse  Effects:  Talwin  is  relatively  free  from  the  undesirable  side 
effects  associated  with  morphine,  such  as  constipation,  urinary  reten- 
tion, or  severe  respiratory  depression.  Furthermore.  Talwin  produces 
less  nausea,  vomiting,  and  diaphoresis  than  meperidine. 

In  over  12,000  patients  who  received  Talwin  intramuscularly,  subcuta 
neously,  or  intravenously,  nausea,  the  most  frequent  adverse  effect, 
occurred  in  approximately  5.0  per  cent.  In  decreasing  order  of  oc- 
currence were  vertigo,  dizziness  or  lightheadedness;  vomiting;  and 
euphoria.  Respiratory  depression  was  reported  as  an  adverse  reaction 
in  1.0  per  cent. 

The  incidence  of  each  of  the  other  adverse  effects  was  well  below 
1.0  per  cent:  constipation,  circulatory  depression,  diaphoresis,  urinary 
retention,  alteration  in  mood  (nervousness,  apprehension,  depression 
floating  feeling),  hypertension,  sting  on  injection,  headache,  dry 
mouth,  flushed  skin  including  plethora,  altered  uterine  contractions 
during  labor,  dermatitis  including  pruritus,  dreams,  paresthesia,  anc 
dyspnea  occurred  rarely  after  administration  of  Talwin  (brand  of  pen- 
tazocine). Furthermore,  each  of  the  following  adverse  reactions  oc- 
curred in  less  than  0.1  per  cent:  tachycardia,  visual  disturbance 
(blurred  vision,  diplopia  and  nystagmus),  hallucinations,  disorients 
tion,  weakness  or  faintness,  muscle  tremor,  chills,  allergic  reactions 
including  edema  of  the  face,  taste  alteration,  insomnia,  diarrhea 
cramps,  and  miosis;  laryngospasm  in  one  patient. 


Talwin  has  not  produced  severe  respiratory  embarrassment  in  adults; 
(never  apnea),  even  with  large  amounts.  A small  number  of  newborr1 
infants  whose  mothers  received  Talwin  during  labor  had  transient 
apnea.  The  incidence  of  temporary  diminution  in  the  rate  or  strength 
of  uterine  contractions  is  low  after  administration  of  Talwin,  similar 
to  that  following  meperidine  hydrochloride.  (In  reporting  no  interfer- 
ence with  normal  labor  in  patients  receiving  Talwin,  one  investigator 
further  stated  that  the  drug  may  increase  uterine  activity.)  Generally 
no  significant  fetal  heart  rate  change  occurs. 


Laboratory  tests  of  blood  and  of  liver  and  kidney  functions  have  re- 
vealed no  significant  abnormalities.  A minimum  and  probably  insignifi 
cant  increase  in  the  per  cent  of  eosinophils  in  peripheral  blooc 
counts  and  bone  marrow  occurred  occasionally. 

Talwin  is  well  tolerated  by  patients  with  diabetes  mellitus,  and  nc 
changes  in  insulin  requirements  have  been  observed. 


Dosage  and  Administration:  Adults,  Excluding  Patients  in  Labor.  Aver 
age  recommended  single  parenteral  dose  is  30  mg.,  by  intramuscular 
subcutaneous,  or  intravenous  route;  may  be  repeated  every  three  t< 
four  hours.  Pain  has  been  relieved  in  most  patients  with  not  mori 
than  three  doses  daily.  Infrequently,  selected  patients  have  receive' 
single  doses  as  high  as  60  mg. 


30 


icen 


Patients  in  Labor.  A single,  intramuscular  30  mg.  dose  has  been  mos 
commonly  administered.  An  intravenous  20  mg.  dose  has  given  ade 
quate  pain  relief  to  some  patients  in  labor  when  contractions  become, 
regular,  and  this  dose  may  be  given  two  or  three  times  at  two-  t< 
three-hour  intervals,  as  needed. 

Children  Under  12  Years  ol  Age.  Since  clinical  experience  in  childrei 
under  twelve  years  of  age  is  limited,  the  use  of  Talwin  (brand  of  pen, 
tazocine)  in  this  age  group  is  not  recommended. 

Duration  of  Therapy.  Patients  with  chronic  pain  who  received  Talwi 
for  prolonged  periods  (eg.,  over  300  days)  experienced  no  with 
drawal  symptoms  even  when  administration  was  stopped  abruptly 
furthermore,  there  was  no  tolerance  to  the  analgesic  effect. 

CAUTION.  Talwin  should  not  be  mixed  in  the  same  syringe  with  sol. 
uble  barbiturates  because  precipitation  will  occur. 

Treatment  of  Overdosage  or  Respiratory  Depression.  Talwin  has  nc1 
produced  apnea  or  severe  respiratory  embarrassment  in  adults,  eve 
in  large  doses.  Occasionally,  however,  moderate  respiratory  depres 
sion  may  occur.  Means  of  maintaining  proper  oxygenation  should  b 
available  in  case  of  overdosage  or  respiratory  depression,  and  methyl 
phenidate  (Ritalin®)  should  be  administered  parenterally.  The  usue 
narcotic-antagonists,  such  as  nalorphine,  are  not  effective  respirato 
stimulants  for  depression  due  to  Talwin. 


How  Supplied:  Ampuls  of  1 ml.,  containing  Talwin®  (pentazocine)  i 
lactate  equivalent  to  30  mg.  base  and  2.8  mg.  sodium  chloride.  i| 
Water  for  Injection.  Boxes  of  10,  25,  and  100. 

Multiple  dose  vials  ot  10  ml.,  each  1 ml.  containing  Talwin®  (pentazO 
cine)  as  lactate  equivalent  to  30  mg.  base,  2 mg.  acetone  sodiur 
bisulfite,  1.5  mg.  sodium  chloride,  and  1 mg.  methylparaben  as  pre 
servative,  in  Water  for  Injection.  Boxes  of  1. 


The  pH  of  Talwin  solutions  is  adjusted  between  4 and  5 with  lacti 
acid  and  sodium  hydroxide. 
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Winthrop  Laboratories,  New  York,  N Y.  10016 


Laron  Agent 


f there’s  a broader 
susceptibility 
jattern  of  organisms, 
ve’ve  yet  to  see  it. 

ECLOMYCIN  has  always  belonged  in  the  foremost 
ink  of  the  broad-spectrum,  general-purpose 
itibiotics.  Indeed,  no  antibiotic  has  yet  appeared 
hich  controls  a wider  range  of  pathogens  responsible 
rthe  clinical  infections  seen  in  the  day-to-day 
actice  of  busy  medical  men. 

ou  can  depend  on  DECLOMYCIN. 
twice-daily  dose  of  300  mg  is  a sensible 
hedule  that  will  cover  the  patient  day 
id  night,  without  risk  of  blood 
ncentrations  dropping  below  therapeutic 
vels.  This  is  because  of  high  serum 
tiding  and  slow  renal  clearance. 

nd  there  is  no  need  to  give  higher  daily 
isage  than  300  mg  b.i.d.,  except  in 
nereal  diseases  and  Eaton  Agent 
teumonia. 


0ECIX)MYOIN 

tEMETHYLCHLORTETKACYCLINE 


'rescribing  information  on  next  page. 
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If  there’s  a broader 
susceptibility  pattern 
of  organisms, 
we’ve  yet  to  see  it. 


DECLOMYCIN  Demethylchlortetracycline  should 
equally  or  more  effective  therapeutically  than  ot)| 
tetracyclines  when  the  offending  organisms  i 
tetracycline-sensitive. 

Contraindication:  History  of  hypersensitivity 
demethylchlortetracycline. 

Warning— In  renal  impairment,  usual  doses  may  l 
to  excessive  accumulation  and  liver  toxicity.  Under  s 
conditions,  lower  than  usual  doses  are  indicated,  an 
therapy  is  prolonged,  serum  level  determinations  may 
advisable.  A photodynamic  reaction  to  natural  or  arl 
cial  sunlight  has  been  observed.  Small  amounts  of  di 
and  short  exposure  may  produce  an  exaggerated  si 
burn  reaction  which  may  range  from  erythema  to  sev 
skin  manifestations.  In  a smaller  proportion,  phc 
allergic  reactions  have  been  reported.  Patients  sho' 
avoid  direct  exposure  to  sunlight  and  discontinue  di 
at  the  first  evidence  of  skin  discomfort.  Necessary  sul 
quent  courses  of  treatment  with  tetracyclines  should 
carefully  observed. 

Precautions— Overgrow  th  of  nonsusceptible  organis 
may  occure.  Constant  observation  is  essential.  If  new 
fections  appear,  appropriate  measures  should  be  tak 
In  infants,  increased  intracranial  pressure  with  bulg 
fontanels  has  been  observed.  All  signs  and  symptc 
have  disappeared  rapidly  upon  cessation  of  treatme 
Side  Effects  — Gastrointestinal  system  — anore> 
nausea,  vomiting,  diarrhea,  stomatitis,  glossitis,  ente 
colitis,  pruritus  ani.  Skin— maculopapular  and  erythei 
tous  rashes.  A rare  case  of  exfoliative  dermatitis 
been  reported.  Photosensitivity;  onycholysis  and  < 
coloration  of  the  nails  (rare).  Kidney  — rise  in  Bl 
apparently  dose  related.  Transient  increase  in  urin 
output,  sometimes  accompanied  by  thirst  ( rare) . Hyqi 
sensitivity  reactions  — urticaria,  angioneurotic  eder 
anaphylaxis.  Teeth—  dental  staining  ( yellow-brown  I 
children  of  mothers  given  this  drug  during  the  lat 
half  of  pregnancy,  and  in  children  given  the  drug  dur 
the  neonatal  period,  infancy  and  early  childho 
Enamel  hypoplasia  has  been  seen  in  a fewr  children 
adverse  reaction  or  idiosyncrasy  occurs  discontii 
medication  and  institute  appropriate  therapy. 
Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or  ! 
mg  b.i.d.  Should  be  given  1 hour  before  or  2 hours  a 
meals,  since  absorption  is  impaired  by  the  concomit 
administration  of  high  calcium  content  drugs,  foods  £ 
some  dairy  products.  Treatment  of  streptococcal  ini 
tions  should  continue  for  10  days,  even  though  syr 
toms  have  subsided. 


In  the  treatment  of  syphilis  a dosage  schedule  of  a total  of  12  to  18  Gin. 
in  equally  divided  doses  over  a period  of  10  to  15  days  should  be  followed.  ( 
follow-up  observation  of  the  patient  is  recommended,  including  approp 
laboratory  tests,  since  demethylchlortetracycline  has  not  had  adequate  e 
ation  in  all  stages  of  syphilis.  Spinal  Huid  examination  should  be  include 
part  of  this  follow-up. 

Acute  gonococcal  anterior  urethritis  in  males  has  been  treated  effectively  ' 
single  dose  of  600-900  mg.  of  DECLOMYCIN  Demethylchlortetracycline. 
viduals  unable  to  tolerate  large  single  doses  due  to  gastrointestinal  side  et 
may  be  treated  with  150  mg.  every  6 hours  for  a minimum  of  4 doses  or  300 
every  12  hours  for  a minimum  of  2 doses.  Females  should  be  treated 
dosage  of  150  mg.  every  6 hours  or  300  nig.  every  12  hours  until  a cure  is  affe< 
Primary  Atypical  Pneumonia  (Eaton  Agent)  : The  average  adult  daily  dosa 
900  mg.  in  3 divided  doses  for  six  days. 


LEDERLE  LABORATORIES,  A Division  o 
American  Cyanamid  Company,  Pearl  River,  N 


/ 
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EMPIRIN’  COMPOUND  with  CODEINE  PHOSPHATE  gr.1/2  No.  3 

Each  tablet  contains:  Codeine  Phosphate  gr.  Vz  (Warning— May  be  habit  forming), 

Phenacetin  gr.  2Vz , Aspirin  gr.  3Vz,  Caffeine  gr.  Vz. 

■ Despite  introduction  of  synthetic  substitutes,  efficacy  of 
‘Empirin’  Compound  with  Codeine  remains  unchallenged. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.  Y. 


Ilosone®  provides  more  antibacterial  activity 
than  any  other  oral  erythromycin 


Acid  stable,  better  absorbed . . . Ilosone 
produces  faster,  higher,  more  prolonged 
blood  levels,  even  in  the  presence  of  food13 

Because  it  is  the  most  active  form  of  oral 
erythromycin,  Ilosone  can  help  assure 
consistently  greater  antibacterial  activity 
at  the  site  of  infection.  Ilosone  produces 
peak  antibacterial  blood  levels  two  to  four 
times  those  of  other  erythromycin 
preparations.12  Not  only  are  these  levels 
attained  earlier,  but  they  are  maintained 
for  much  longer  periods.  Even  the 
presence  of  food  does  not  seem  to  affect 
the  activity  of  Ilosone.1-3 

In  the  treatment  of  patients  with  bacterial 
infections  susceptible  to  erythromycin, 
Ilosone  has  compiled  an  excellent 
therapeutic  record.  Since  it  exerts  its 
greatest  activity  against  gram-positive 
organisms,  it  is  particularly  useful  in 
common  respiratory  and  soft-tissue 
bacterial  infections.  Ilosone  kills— not 
merely  inhibits— streptococci, 
pneumococci,  and  more  strains  of 
staphylococci  than  any  other  macrolide 
antibiotic.  This  bactericidal  action, 
coupled  with  the  high  antibacterial  levels 


attained,  makes  Ilosone  especially  valuable 
in  patients  with  low  host  resistance,  such 
as  infants,  debilitated  individuals,  and 
diabetics. 

Ilosone  has  shown  no  cross-resistance  with 
penicillin  and  may  be  effective  against 
organisms  that  have  become  resistant  to 
that  agent.  Despite  its  high  antibacterial 
activity,  Ilosone  has  demonstrated  a low 
incidence  of  side  reactions.  Blood 
dyscrasias,  ototoxicity,  and  tooth  staining 
have  not  been  observed.  Infrequent 
cases  of  drug  idiosyncrasy,  manifested  by 
a cholestatic  jaundice,  have  occurred, 
but  there  have  been  no  known  definite 
residual  effects. 


Now  available: 

New!  Ready-mixed  Ilosone  Liquid  125! 
(Contains  erythromycin  estolate  equiva- 
lent to  125  mg.  erythromycin  base  per 
5-cc.  teaspoonful.) 


Ilosone 

Erythromycin 


701464 


Esi 

tolate 

( See  next  page  for  prescribing  information.) 


Ilosone/the  most  active  oral  form  of  erythromycir 


Description:  Ilosone  is  the  most  active  form  of 
oral  erythromycin  that  has  been  developed.  Be- 
cause it  is  stable  in  acid,  well  absorbed,  and 
excreted  in  lesser  amounts  in  the  bile,  it  pro- 
vides faster,  higher,  and  longer-lasting  levels  of 
antibacterial  activity  (ABA)  in  the  serum,  even 
when  taken  with  food,  than  do  comparable  doses 
of  erythromycin. 

Indications:  Ilosone  is  indicated  in  infections 
caused  by  micro-organisms  sensitive  to  its  ac- 
tion-especially  staphylococci,  hemolytic  strep- 
tococci, and  pneumococci. 

It  has  been  effective  in  streptococcus  infec- 
tions, particularly  acute  bacterial  pharyngitis 
and  tonsillitis;  staphylococcus  disease,  includ- 
ing soft-tissue  infections,  furunculosis,  ab- 
scesses, cellulitis,  carbuncles,  and  wound 
infections;  pneumococcus  pneumonia  and  acute 
bronchitis  with  pneumococci  on  culture,  bron- 
chopneumonia, and  otitis  media. 

In  serious  staphylococcus  infections,  eryth- 
romycin preparations  should  be  used  only  in 
combination  therapy  with  other  antimicrobial 
agents;  surgical  procedures  should  be  per- 
formed when  indicated,  and  large  doses  of  the 
antimicrobial  agents  should  be  employed. 

Penicillin  is  the  drug  of  choice  for  syphilis  and 
gonorrhea,  but  Ilosone  in  multiple  500-mg.  doses 
has  been  useful  in  patients  with  a history  of 
penicillin  allergy.  Also,  other  infections  due  to 
susceptible  bacteria  in  patients  hypersensitive 
to  penicillin  or  other  antibiotics  may  be  con- 
sidered for  treatment  with  Ilosone. 

Contraindications:  Known  history  of  sensitiv- 
ity to  this  drug;  preexisting  liver  disease  or 
dysfunction. 

Adverse  Reactions:  Hepatic  dysfunction  with 
or  without  clinical  jaundice  has  been  reported 
infrequently.  Changes  in  liver  function  tests 
indicative  of  intrahepatic  cholestasis  appear  to 
be  the  result  of  individual  idiosyncrasy.  Find- 
ings subsided  when  treatment  was  discontinued. 
Occasionally,  symptoms  simulated  extrahepatic 
obstructive  jaundice  or  the  colic  of  biliary  tract 
disease. 

When  jaundice  appeared  to  be  related  to  use 
of  the  drug,  laboratory  findings  were  character- 
ized by  increased  direct-reacting  bilirubin,  ele- 
vated alkaline  phosphatase  levels,  negative  or 
weakly  positive  cephalin  flocculation  and  thymol 
turbidity  tests,  elevated  serum  glutamic  oxala- 


cetic  transaminase  levels,  peripheral  eosino- 
philia,  and  normal  cholecystograms. 

Gastro-intestinal  disturbances  not  associated 
with  hepatic  effects  and  occasional  allergic 
manifestations  (urticaria,  skin  eruptions,  and, 
rarely,  anaphylaxis)  have  been  reported.  The 
normal  intestinal  gram-negative  bacterial  flora 
is  not  appreciably  altered  by  erythromycin 
drugs. 

Administration  and  Dosage:  Ilosone  is  admin- 
istered orally. 

Infants  and  children  under  twenty-five 
pounds,  5 mg.  per  pound  every  six  hours; 
twenty-five  to  fifty  pounds,  125  mg.  every  six 
hours.  Adults  and  children  over  fifty  pounds, 
250  mg.  every  six  hours. 

For  severe  infections,  double  the  dosage. 
When  larger  doses  are  indicated,  consider  par- 
enteral erythromycin  therapy.  In  beta-hemolytic 
streptococcus  infections,  maintain  treatment 
for  ten  days  to  prevent  rheumatic  fever  or 
glomerulonephritis. 

In  syphilis,  a total  of  20  to  30  Gm.  is  admin- 
istered in  divided  doses  for  ten  to  fifteen  days. 
Close  follow-up  is  necessary  since  erythromycin 
drugs  have  not  had  adequate  evaluation  in  all 
stages  of  syphilis.  Examination  of  spinal  fluid 
is  recommended  during  follow-up. 

In  gonorrhea,  the  dosage  is  500  mg.  four 
times  a day  for  four  days.  Patients  with  a sus- 
pected lesion  of  syphilis  should  have  a dark-field 
examination  before  receiving  antibiotics  and 
monthly  serologic  tests  for  three  months.  For 
detailed  information,  consult  the  package 
literature. 

How  Supplied:  Pulvules®  Ilosone,  Capsules, 
N.F.,  125  mg*  and  250  mg.* 

Ilosone  Liquid  125,  Oral  Suspension,  U.S.P., 
125  mg.*  per  5-cc.  teaspoonful. 

Ilosone,  125,  for  Oral  Suspension,  N.F.,  125 
mg.*  per  5-cc.  teaspoonful. 

Ilosone  Drops,  5 mg.*  per  drop. 

Tablets  Ilosone  Chewable,  N.F.,  125  mg.* 

*Base  equivalent.  [080967] 

References:  1.  Griffith,  R.  S..  and  Black,  H.  R. : Am.  J.  M.  Sc., 
247.-69,  1964.  2.  Griffith,  R.  S.,  and  Black.  H.  R.:  Antibiotics  & 
Chemother.,  12:398,  1962.  3.  Hirsch,  H.  A.,  Pryles,  C.  V.,  and 
Finland,  M.:  Am.  J.  M.  Sc..  229:198,  1960. 


Additional  information  available  to 
physicians  upon  request.  Eli  Lilly  and 
Company , Indianapolis,  Indiana 
A6206. 
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Medical  News 


Licensing  of  use  of  radioisotopes  simplified 

The  Atomic  Energy  Commission  is  amending 
its  regulations  for  licensing  the  medical  use  of 
radioisotopes  in  diagnostic  procedures.  The 
change  will  permit  the  issuance  of  licenses  for 
more  than  one  related  diagnostic  procedure, 
even  if  only  one  is  applied  for. 

The  amendments  divide  the  most  common 
diagnostic  uses  of  radioisotopes  into  two  groups 
and  specify  that  a license  application  for  a use 
of  a radioisotope  within  one  of  the  groups  will  be 
approved  for  all  of  the  uses  within  the  group  if 
the  commission  finds  the  applicant  satisfies  the 
licensing  criteria  for  the  group.  One  group  in- 
cludes the  use  of  radioisotopes  for  medical  up- 
take, dilution,  and  excretion  studies.  Included 
in  this  group  are  tests  of  thyroid,  liver,  and 
kidney  functions;  fat  absorption  studies;  and 
determinations  of  the  volumes  of  certain  body 
substances  such  as  blood.  The  other  group 
includes  scanning  procedures  and  tests  for 
localizing  tumors. 

To  be  considered  for  a license  authorizing  an 
entire  group  of  uses,  the  applicant  must  satisfy 
the  Atomic  Energy  Commission’s  medical 
licensing  requirements  and  in  addition  must 
have  adequate  clinical  training  and  experience 
and  appropriate  radiation  detection  instruments 
for  uses  within  the  group. 

Poison  control  center  expanded 

Edward  O’Rourke,  M.D.,  Commissioner  of 
Health  of  the  City  of  New  York,  announced  the 
formation  of  a new  Bureau  of  Community  Safety 
and  Occupational  Health  which  will  operate  New 
York  City’s  Poison  Control  Center,  carry  out 
programs  in  accident  prevention,  and  create  a 
system  of  periodic  health  check-ups  for  public 
and  private  employes. 

The  bureau  will  be  directed  by  Joseph  A. 
Cimino,  M.D.,  New  York  City,  currently  chief 
medical  officer  of  the  New  York  City  Depart- 
ment of  Sanitation. 

Material  for  inclusion  in  the  medical  news  section  must  be 
received  six  weeks  prior  to  publication  date. 


Personalities 

Appointed.  Lowell  Eliezer  Beilin,  M.D., 
associate  medical  director  of  the  Health  In- 
surance Plan  of  Greater  New  York,  as  executive 
medical  director  for  the  Medical  Assistance 
Program  (Medicaid)  of  the  New  York  City 
Health  Department. 

Elected.  As  officers  of  the  American  Medical 
Writers’  Association  at  their  annual  meeting 
September  24  in  Chicago:  Harold  Laufman, 

M.D.,  New  York  City,  president-elect;  Shirley 
Motter  Linde,  New  York  City,  vice-president; 
Helen  O.  Neff,  Atlanta,  Georgia,  secretary;  and 
Stephen  T.  Donohue,  New  York  City,  treas- 
urer . . . Preston  A.  Wade,’  M.D.,  clinical  pro- 
fessor of  surgery,  Cornell  Medical  Center,  as 
president-elect  of  the  American  College  of 
Surgeons  ...  As  officers  of  the  American  Cancer 
Society,  New  York  City  Division:  Saul  B. 

Gusberg,  M.D.,  director  of  the  Department  of 
Obstetrics  and  Gynecology,  The  Mt.  Sinai 
Hospital,  president;  Gerald  D.  Dorman, 
M.D.,  second  vice-president  of  New  York  Life 
Insurance  Company,  vice-president;  Edward 
J.  Beattie,  Jr.,  M.D.,  chief  medical  officer, 
Memorial  Hospital  for  Cancer  and  Allied 
Diseases,  James  E.  McCormack,  M.D.,  di- 
rector, The  New  York  Academy  of  Medicine, 
and  Bernard  J.  Pisani,  M.D.  director  of  ob- 
stetrics and  gynecology,  St.  Vincent’s  Hospital 
and  Medical  Center,  New  York  City,  to  the 
Board  of  Directors;  and  John  C.  A.  Gerster, 
M.D.,  one  of  the  founders  of  the  Division,  re- 
elected chairman  emeritus. 

Installed.  Edward  J.  Huth,  M.D.,  associate 
editor  of  the  Annals  of  Internal  Medicine,  as 
president  of  the  American  Medical  Writers’ 
Association  . . . William  A.  Schonfeld,  M.D., 
assistant  clinical  professor  of  psychiatry,  divi- 
sion of  child  psychiatry,  College  of  Physicians 
and  Surgeons,  Columbia  University,  as  president 
of  the  American  Society  for  Adolescent  Psychia- 
try. 
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An  infinitely  precious  gift 


“ Health  and  good  estate  of  body  are 
above  all  gold,  and  a strong  body  above 
infinite  wealth.”— Ecclesiasticus  30: 15 

Good  health  is  the  gift  besides  which  all  others  are  insignificant. 

It  is  our  business  at  GHI  to  pay  for  the  care  that  you,  as  a 
physician,  provide  to  make  and  keep  your  patients  healthy.  We 
extend  to  the  medical  profession  and  to  subscribers,  past,  present, 
and  future,  the  wish  that  the  best  of  health  may  be  theirs. 


GUI 


Group  Health  Insurance,  Inc.  / 221  Park  Avenue  South  / New  York. 
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Buy  Bonds 
where  you  work 


She  does. 


As  a nurse  with  the  U.  S.  Army,  Dorothy 
Jungerman  serves  her  country’s  soldiers  — 
and  also  Vietnamese  civilians  like  young 
Ngoc.  Dorothy  invests  regularly  in  U.S. 
Savings  Bonds,  too  (as  do  more  than  seven 
out  of  ten  of  our  military  personnel  in 
Vietnam ) . There’s  a good  way  for  you  to 
show  brave  Americans  like  Dorothy  you’re 
with  them:  Buy  Savings  Bonds  where  you 
bank  or  join  the  Payroll  Savings  Plan 
where  you  work. 


New  Freedom  Shares 

Now,  when  you  join  the  Payroll  Savings 
Plan  or  the  Bond-a-month  Plan,  you  are 
eligible  to  purchase  new  U.  S.  Savings 
Notes,  "Freedom  Shares.’’  They  pay 
4.74%  when  held  to  maturity  of  just  four- 
and-a-half  years  Get  the  facts  where  you 
work  or  bank  Join  up  America  needs  your 
help. 

U.S.  Savings  Bonds, 
new  Freedom  Shares 


The  U.S.  Government  does  not  pay  for  this  advertisement . 
'Tiff  I*  ts  presented  at  a public  service  in  cooperation  with  the 
h’&s'  Treasury  Department  and  The  Advertising  Council , 
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79  MADISON  AVENUE 
NEW  YORK,  N.  Y.  10016 
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Book  Notes 


The  Eye  in  General  Practice.  By  C.  R.  S. 
Jackson,  D.O.M.S.  Fourth  edition.  Octavo 
of  174  pages,  illustrated.  Edinburgh,  E.  & S. 
Livingstone  Ltd.,  (Baltimore,  The  Williams  & 
Wilkins  Co.),  1967.  Cloth,  $7.25. 

This  book  has  been  written  with  the  special 
needs  of  the  general  practitioner  in  mind  and 
its  purpose  is  threefold:  1.  To  describe  the 

common  diseases  of  the  eye.  2.  To  indicate 
the  ways  in  which  dangerous  diseases  of  the  eye 
may  be  recognized  and  to  show  the  reasons  for 
seeking  specialist  advice;  and  3.  To  help  the 
practitioner  in  the  interpretation  of  reports 
which  he  will  receive  from  the  specialist.  As 
most  practitioners  admit  to  having  but  slight 
knowledge  of  diseases  of  the  eye,  this  should  be 
a useful  text  and  reference  work. 

Radiation  Therapy.  By  Walter  T.  Murphy, 
M.D.  Second  edition.  Quarto  of  1,020  pages, 
illustrated.  Philadelphia,  W.  B.  Saunders 
Company,  1967.  Cloth,  $45. 

This  second  edition  attempts  to  bring  up  to  date 
both  the  fundamental  scientific  knowledge  and 
the  practical  aspects  of  radiation  therapy.  Like 
the  first  edition,  this  book  concerns  the  treat- 
ment of  cancer  and  emphasizes  the  indications, 
technics,  end  results,  and  complications  of  radia- 
tion therapy.  It  also  describes,  as  briefly  as 
possible,  the  over-all  management  of  cancer  in 
respect  to  surgery  and  chemotherapy.  It  is 
written  particularly  for  the  student  of  radiation 
therapy  and  for  the  practicing  radiologist. 

Gout.  By  John  H.  Talbott,  M.D.  Third 
edition.  Octavo  of  296  pages,  illustrated.  New 
York,  Grune  & Stratton,  1967.  Cloth,  $12.50. 

Aside  from  the  fact  that  the  second  edition  of 
this  work  is  out  of  print,  there  is  considerable 
justification  for  this  third  edition.  One  reason 
is  that  inquiries  into  the  vagaries  of  the  humours 
of  the  body  in  patients  with  gout  and  in  families 
of  gouty  patients  continue  to  be  productive. 
Also,  much  progress  has  been  made  in  the  ap- 
plication of  sophisticated  technics  to  the  study 


of  uric  acid  disposition.  Since  the  publication 
of  the  second  edition  in  1964,  a new  drug  (Zylo- 
prim)  has  been  introduced  in  the  regimen  of 
therapy  for  selected  use  in  patients  with  gout. 
The  literature  on  the  clinical  trials  of  this  drug 
has  been  critically  reviewed  and  the  clinical 
evidence  of  its  value  is  presented  up  to  the  time 
of  publication. 

A Guide  to  the  Identification  of  the  Genera 
of  Bacteria.  By  V.  B.  D.  Skerman.  Second 
edition.  Octavo  of  303  pages,  illustrated.  Bal- 
timore, The  Williams  & Wilkins  Company, 
1967.  Cloth,  $9.75. 

This  book  has  been  compiled  with  the  aim  of 
placing  in  the  hands  of  research  workers, 
teachers,  and  students  a volume  in  which  gen- 
eral directives  for  the  identification  of  the  genera 
of  bacteria  are  supported  by  a complete  list 
of  the  methods  needed  for  the  purpose.  In  the 
course  of  preparation  of  this  edition,  reference 
has  been  made  to  over  5,000  reprints  dealing 
with  all  aspects  of  research  on  the  bacteria. 

Novak’s  Gynecologic  and  Obstetric  Pa- 
thology; With  Clinical  and  Endocrine  Re- 
lations. By  Edmund  R.  Novak,  M.D.,  and 
J.  Donald  Woodruff,  M.D.  Sixth  edition. 
Philadelphia,  W.  B.  Saunders  Company,  1967. 
Cloth,  $20. 

This  new  edition  preserves  the  same  basic  for- 
mat originated  by  the  late  Emil  Novak,  M.D., 
twenty-five  years  ago.  The  present  authors 
have  considered  different  approaches  to  a 
treatise  on  gynecologic  pathology,  but  have 
concluded  that  there  can  be  no  significant  im- 
provement on  the  integral  framework  of  the 
text  as  originally  devised.  Such  topics  as  the 
vulva,  cei'vical  lesions,  endometrial  cancer,  and 
ovarian  tumors  have  been  subjected  to  exten- 
sive revision.  Also,  particular  attention  has 
been  paid  to  pictures,  as  the  authors  feel  that 
in  many  cases  high  fidelity  cellular  detail  is 
better  achieved  in  black  and  white  than  color 
printing.  Consequently,  certain  color  plates 
have  been  replaced. 
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(All  rooms  subject  to  5%  New  York  City  Room  tax) 


SINGLE  BEDROOM  □ $16.00 
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THIS  FORM  SHOULD  BE  RECEIVED  BY 
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NOTE:  If  a room  at  the  rate  requested  is  not  available, 
reservation  will  be  made  at  the  nearest  rate  possible. 
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Copyright.  Material  that  is  published  in 
the  New  York  State  Journal  of  Medicine 
is  protected  by  copyright  and  may  not  be  re- 
produced without  the  written  permission  of 
both  the  author  and  the  Journal. 

Manuscripts.  Manuscripts  will  be  accepted 
for  consideration  with  the  understanding  that 
they  are  original,  have  never  before  been  pub- 
lished, and  are  contributed  solely  to  the  New 
York  State  Journal  of  Medicine.  Address 
manuscripts  to  Editor,  New  York  State  Journal 
of  Medicine,  750  Third  Avenue,  New  York, 
New  York  10017. 

Rejected  manuscripts  are  returned  by  regular 
mail.  Accepted  manuscripts  become  the  prop- 
erty of  the  Journal  and  are  not  returned.  The 
Journal  is  not  responsible  for  loss  of  manu- 
scripts through  circumstances  that  are  beyond 
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carbon  copy  is  to  be  retained  by  the  author. 
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article  (titles  are  best  brief  and  concise),  the 
full  name  of  the  author  (or  authors)  with 
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A Special  Message 


AMERICAN  MEDICAL  ASSOCIATION 


August  28,  1967 


Dear  Fellow  Physician: 

These  are  significant  times  for  all  American  citizens  and  for  American 
Medicine.  This  is  a cordial  and  earnest  invitation  for  you  to  join  us  in  a 
re-evaluation  of  our  resources,  abilities  and  opportunities  and  then  with 
courage  and  enthusiasm  proceed  to  utilize  and  develop  them. 

This  will  involve  us  and  you  individually  as  participating  citizens  and 
faithful  physicians,  and  collectively  as  more  diligent  and  effective  workers 
in  our  county  medical  societies,  state  associations,  specialty  groups  and  the 
American  Medical  Association.  To  this  joint  effort  we  invite  your  enthusiastic 
and  wholehearted  cooperation. 

The  greatest  need  is  probably  for  more  efficient,  fruitful  communication. 

We  urge  you  to  take  a few  minutes  each  month  to  read  the  President's  Page  in 
your  county  medical  bulletin,  state  medical  journal,  and  first  issue  each  month 
of  JAMA.  We  promise  you  a brief,  worthwhile  message  every  month,  emphasizing 
and  referring  you  to  things  that  will  interest  you.  An  efficient  review  of  each 
copy  of  The  AMA  News  will  keep  you  posted  on  general  developments. 

You  will  enjoy  and  profit  from  your  membership  in  medical  groups  in  direct 
proportion  to  your  investment  of  time  in  them.  We  will  anticipate  seeing  you 
regularly  at  our  medical  meetings. 

The  public  relations  of  Medicine  depends  on  how  you  and  your  office  aides 
serve  your  patients,  and  how  you  perform  as  a citizen. 

We  will  welcome  your  suggestions  at  all  times,  and  we  thank  you  sincerely 
for  your  cooperation. 


Cordially, 

'fflc/jhrtJL  & . — - *>vC) 


Milford  0.  Rouse,  M.  D.,  President 
American  Medical  Association 


“Frederick  A.  Wurzbach,  Jr.fAi.B.,  President 
Medical  Society  of  the  State  of  New  York 
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Editorials 


Importance  of  revamped  transportation  facilities  in  the 
control  of  air  pollution 


The  motor  vehicle  is  responsible  for  more 
than  50  per  cent  of  our  air  pollution.  Man- 
dated devices  on  exhausts  this  year  and  in 
the  years  to  come  will  distinctly  help. 

There  is,  however,  an  equally  important 
help  which  was  squarely  up  to  the  voter  on 
this  year’s  election  day,  the  Transportation 
Capital  Facilities  Bond  Issue. 

First,  one  billion  of  the  bond  issue  will  be 
used  for  mass  transportation  facilities 
throughout  the  State.  Most  of  the  money 
for  mass  transportation  will  aid  commuters 
in  and  around  New  York  City — including 
Nassau,  Suffolk,  Westchester,  Putnam,  and 
Dutchess  Counties — but  the  funds  also 
will  mean  improvements  to  bus  systems  in 
other  urban  areas  and  the  possible  estab- 
lishment of  rail  rapid  transit  in  the  larger 
upstate  communities.  By  reducing  the 


number  of  individual  cars  carrying  com- 
muters, air  pollution  will  be  reduced  sig- 
nificantly. 

Second,  the  development  of  better  high- 
way systems  throughout  the  State  will  re- 
duce air  pollution  from  automotive  ve- 
hicles by  keeping  them  moving  at  a steady 
pace  in  the  urban  areas.  By  cutting  down 
on  frequent  starting,  stopping,  decelera- 
tion, and  acceleration  certain  forms  of 
automotive  air  pollution  can  be  reduced  by 
as  much  as  40  or  50  per  cent. 

There  is  no  reason  why  we  should  con- 
tinue to  endure  heavy  pollution  from  auto- 
motive sources.  The  control  systems  on 
the  new  cars  and  the  Transportation  Capi- 
tal Facilities  Bond  Issue  give  us  the  op- 
portunity to  take  long  strides  in  the  fight 
for  cleaner  air. 


Medical  Society  of  the  State  of  New  York 
Annual  Convention 


February  11  through  15,  1968 
The  Americana,  New  York  City 
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New 

21-day 

regimen 

Ovulen-2/ 

Each  tablet  contains  ethynodiol  diacetate  1 mg.,  mestranol  0.1  mg. 

three  weeks  on^one  week  off 

A simplified,  more  convenient  oral  contraceptive  regimen... 

The  fixed  28-day  cycle  for  Ovulen-2 1 establishes  a routine  schedule  for  tablet-taking 
which  is  independent  of  the  withdrawal  flow.  Once  the  patient  has  established  her  starting  day, 
she  will  begin  each  tablet  cycle  on  the  same  day  of  the  week. The  importance  of  "day  5” 
becomes  a thing  of  the  past.  Instruction  is  simplified  and  instruction  time  is  minimized.  A new 
feature... complete  patient  instructions  are  included  with  each  refillable  Ovulen-2 1 
Compack®  tablet  dispenser.  This  easier-to-follow  regimen  provides  greater  convenience  and 
reduces  the  chance  of  patient  error. 

The  same  Ovulen  in  the  same  low  dosage. . . with  the  same  low  incidence  of  side  effects  and  the  same 
high  degree  of  protection  against  pregnancy. 


Note:  Ovulen  remains  available  in  the  familiar  round  Com- 
pack for  those  women  who  may  wish  to  continue  to  use  the 
20-day  schedule.  Be  sure  to  specify  Ovulen-21  to  assure  each 
new  patient  of  the  advantages  of  the  new  Three  Weeks  On- 
One  Week  Off  schedule.  She  might  appreciate  your  budget- 
minded  authorization  for  a six-month  supply  (five  Refills). 

Indication— For  oral  contraception. 

Contraindications— Thrombophlebitis  or  a history  of 
thrombophlebitis  or  pulmonary  embolism,  liver  dysfunction 
or  disease,  known  or  suspected  carcinoma  of  the  breasts  or 
genital  organs  and  undiagnosed  vaginal  bleeding. 

Warnings— Discontinue  medication  pending  examination 
if  sudden  partial  or  complete  loss  of  vision,  or  sudden  onset 
of  proptosis,  diplopia  or  migraine  occurs.  Discontinue  if 
papilledema  or  retinal  vascular  lesions  occur.  Since  the  safety 
of  Ovulen  in  pregnancy  has  not  been  established,  rule  out 
pregnancy  before  a patient  who  has  missed  two  consecutive 
menstrual  periods  continues  the  tablets.  Consider  the  possi- 
bility of  pregnancy  at  first  missed  withdrawal  flow  if  recom- 
mended schedule  has  not  been  followed.  The  active  ingre- 
dients in  oral  contraceptives  have  been  identified  in  the  milk 
of  mothers  receiving  these  drugs.  The  significance  of  this  to 
the  infant  has  not  been  determined. 

Precautions— The  pretreatment  physical  examination 
should  specifically  include  the  breasts,  pelvic  organs  and  a 
Papanicolaou  smear.  Endocrine  and  possibly  liver  function 
tests  may  be  affected  by  Ovulen.  It  is  recommended  that  such 
tests  be  repeated  two  months  after  stopping  the  medication 
if  their  results  were  abnormal  in  a woman  taking  Ovulen. 
Pre-existing  fibroids  may  enlarge  under  the  influence  of  estro- 
gen-progestin preparations.  Because  Ovulen  may  cause  some 
degree  of  fluid  retention,  patients  with  epilepsy,  migraine, 
asthma,  cardiac  or  renal  dysfunction,  which  might  be  influ- 
enced, require  careful  observation. 

Ovulen  should  be  used  with  caution  in  patients  with  a his- 
tory of  cerebral  vascular  accident,  although  a cause  and 
effect  relationship  has  not  been  established.  If  breakthrough 
bleeding  occurs  adequate  diagnostic  measures  are  indicated 
in  women  with  undiagnosed  vaginal  bleeding.  Observe  care- 
fully patients  with  a history  of  psychic  depression  and  dis- 
continue the  medication  if  depression  recurs  to  a serious 
degree.  Any  possible  influence  of  prolonged  Ovulen  adminis- 
tration on  pituitary,  ovarian,  adrenal,  hepatic  or  uterine 
function  awaits  further  study.  Observe  diabetic  patients  care- 
fully during  Ovulen  use  since  a decrease  in  glucose  tolerance 
has  occurred  in  a few  such  patients.  Physicians  should  be  alert 
to  the  earliest  manifestations  of  thrombophlebitis  and  pul- 
monary embolism  since  such  conditions  occasionally  occur  in 
patients  taking  oral  contraceptives,  although  a cause  and 
effect  relationship  has  not  been  demonstrated.  Use  Ovulen 


judiciously  in  young  patients  in  whom  bone  growth  is  not 
complete  because  of  the  effects  of  estrogens  on  epiphyseal 
closure.  Age  is  no  absolute  limiting  factor,  although  Ovulen 
use  may  mask  the  onset  of  the  climacteric.  Pathologists  should 
be  advised  of  Ovulen  administration  when  relevant  specimens 
are  submitted. 

Side  Effects— The  following  adverse  reactions  have  been 
observed  in  varying  incidence  in  patients  taking  oral  contra- 
ceptives: nausea,  vomiting,  gastrointestinal  symptoms,  break- 
through bleeding,  spotting,  change  in  menstrual  flow,  amen- 
orrhea, edema,  chloasma,  breast  changes  (tenderness,  enlarge- 
ment, secretion),  loss  of  scalp  hair,  change  in  weight  (increase 
or  decrease),  changes  in  cervical  erosions  and  secretions,  sup- 
pression of  lactation  when  used  immediately  post  partum, 
cholestatic  jaundice,  erythema  multiforme,  erythema  nodo- 
sum, hemorrhagic  eruption,  migraine,  rash  (allergic),  itching, 
rise  in  blood  pressure  in  susceptible  individuals  and  mental 
depression.  Thrombophlebitis,  pulmonary  embolism  and 
neuro-ocular  lesions  have  occurred  in  users  of  oral  contracep- 
tives, although  a cause  and  effect  relationship  has  not  been 
established. 

The  following  laboratory  results  may  be  altered  by  oral 
contraceptives:  Bromsulphalein®  and  other  hepatic  function 
tests— increased;  coagulation  tests,  including  prothrombin, 
Factors  VII,  VIII,  IX  and  X— increased;  thyroid  function- 
increase  in  protein-bound  iodine  and  butanol  extractable 
protein-bound  iodine  and  a decrease  in  T3  values;  metyra- 
pone  test  and  pregnanediol  determinations. 

Dosage  and  Administration— One  tablet  of  Ovulen-21  daily 
for  21  consecutive  days  beginning  five  days  after  the  onset  of  a 
menstrual  flow  (the  first  day  of  menstruation  is  counted  as 
day  1),  then  discontinue  for  one  week.  Begin  subsequent 
21-day  courses  on  the  eighth  day  after  the  last  tablet  was 
taken  in  the  preceding  cycle.  Continue  this  three  weeks  on- 
one  week  off  schedule  whether  or  not  withdrawal  flow  has 
begun,  flow  has  ceased  or  the  patient  has  experienced  spotting 
or  breakthrough  bleeding. 

If  one  tablet  is  missed  take  it  as  soon  as  remembered;  take 
the  next  tablet  at  the  usual  time.  If  two  consecutive  tablets  are 
missed  double  dosage  for  the  next  two  days;  then  resume  the 
regular  schedule.  If  three  tablets  are  missed  start  a new  tablet 
cycle  on  the  eighth  day  after  the  last  tablet  was  taken.  Possi- 
bility of  ovulation  increases  with  each  successive  tablet  missed. 
Postpartum  administration:  Non-nursing  mothers  may  begin 
Ovulen  immediately  after  delivery.  Nursing  mothers  may 
begin  after  lactation  is  well  established. 

Before  prescribing  see  Detailed  Product  Information. 

G.  D.  Searle  & Co. 

P.  O.  Box  5110 
Chicago,  Illinois  60680 
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A Symposium  on 

Medical  Aspects  Of  Sports 

Sponsored  by  the 

Medical  Society  of  the  State  of  New  York, 
Committee  on  Medical  Aspects  of  Sports 

Saturday,  February  lO,  1968 

9:00  a.m.  to  5:00  p.m. 

Imperial  Ballroom 

Americana  Hotel 

New  York  City 

* * * 

Medical  and  associated  health  professions,  coaches, 
trainers,  and  athletic  directors  are  invited. 

(no  registration  fee) 

* * 

Co-sponsors 

New  York  State  Public  High  School  Athletic  Association 
Health,  Physical  Education  and  Recreation  Association 
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Scientific  Articles 


Modern  Treatment 
of  Tuberculosis 


JAMES  MONROE,  M.D. 
Oneonta,  New  York 

Director,  Homer  Folks  Tuberculosis  Hospital 


T he  tubercle  bacillus  continues  to  be  a 
stubborn  and  deadly  pathogen  causing  the 
period  of  treatment  for  tuberculosis  to  be 
long.  Therefore,  plans  to  treat  and  even- 
tually eradicate  this  disease  must  be  well 
laid  and  executed,  or  else  failure  will  result. 
Determination,  persistence,  and  full  co- 
operation on  the  part  of  the  patient  and  all 
others  concerned  are  as  important  in  achiev- 
ing success  in  therapy  as  are  the  strictly 
scientific  aspects  contributed  by  the  doctor, 
nurse,  and  laboratory  worker.  The  treat- 
ment team  is  often  made  up  of  many  people 
such  as  family  members,  friends,  associates, 
employers,  and  even  policemen,  judges,  and 
parole  officers.  In  many  instances  these 
nonmedical  team  members  are  not  com- 
municated with  and  utilized  to  the  fullest 
extent;  this  fault  should  be  kept  in  mind 
and  improved  on  since  they  often,  singly 
or  working  together,  make  the  critical  con- 
tribution leading  to  success. 

In  the  United  States,  tuberculosis  causes 
over  9,000  deaths  and  some  50,000  newly 
reported  active  cases  each  year.1  There 
are  105,000  known  active  cases  presently  on 
tuberculosis  registers;  and  annually  10,000 
patients  who  formerly  had  tuberculosis  and 
recovered,  have  a relapse  of  the  disease. 
Statistics  also  show  that  35  million  people 

Presented  at  the  161st  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  Section  on 
Chest  Diseases,  February  14,  1967. 


tuberculosis  continues  to  be  a major 
medical  problem.  Determined  persistence 
and  the  full  cooperation  of  the  patient  and  all 
medical  and  nonmedical  persons  concerned 
are  essential.  For  initial  treatment  of  the 
active  case,  combined  drug  therapy  using  two 
or  all  three  of  the  major  drugs — SM  ( strepto- 
mycin0,  PAS  ( para-aminosalicylic  acid),  and 
INH  ( isoniazid ) — must  be  given  to  prevent 
the  emergence  of  resistant  strains  of  tubercle 
bacilli;  the  three  primary  drugs  make  possible 
four  combinations  using  double  or  triple 
therapy.  Failures  occur  when  the  tubercle 
bacilli  are  resistant;  when  there  is  drug 
allergy  or  toxicity  that  prevents  treatment; 
and  when  patients  do  not  take  medications. 
To  be  effective  the  treatment  must  be  long- 
term, and  overtreatment  to  ensure  adequate 
results  is  advised.  Clinical  and  laboratory 
monitoring  must  be  employed. 


now  alive  in  this  country  have  been  in- 
fected with  the  tubercle  bacillus.2  It  is 
estimated  that,  at  the  current  rate  of  break- 
down into  active  disease,  these  infected 
persons  will  produce  2 million  new  active 
cases  of  tuberculosis  during  their  lifetime.3 
These  figures  show  that  the  treatment  and 
eventual  eradication  of  tuberculosis  con- 
tinues to  be  a major  medical  problem  in 
this  country. 

Treatment 

Before  treatment  is  started  the  diagnosis 
should  be  well  worked  out  together  with  the 
initiation  of  the  necessary  bacteriologic 
studies  to  determine  the  sensitivity  or  resist- 
ance of  the  tubercle  bacilli  to  the  antitu- 
berculosis drugs  that  are  to  be  used.4  For 
initial  treatment  of  the  active  case,  com- 
bined drug  therapy  using  two  or  all  three  of 
the  major  drugs — SM  (streptomycin),  PAS 
(para-aminosalicylic  acid),  and  INH  (iso- 
niazid)— must  be  given  to  prevent  the 
emergence  of  resistant  strains  of  tubercle 
bacilli.  It  was  learned  soon  after  SM  first 
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became  available  some  twenty  years  ago 
that  after  this  drug  had  been  given  alone 
for  as  short  a period  as  four  months,  ap- 
proximately 75  per  cent  of  patients  har- 
bored tubercle  bacilli  resistant  to  this 
drug.56  With  resistance  being  present, 
this  drug  is  thereafter  of  greatly  reduced  or 
no  value.  In  general,  the  same  has  been 
shown  to  be  true  concerning  all  other  anti- 
tuberculosis drugs.  After  PAS  became 
available  in  1949,  clinical  trials  soon  showed 
that  two-drug  therapy,  employing  both 
SM  and  PAS  concurrently,  was  far  more 
efficacious  than  single-drug  treatment. 
This  was  undoubtedly  because  combined 
therapy  prevented  the  emergence  of  strains 
resistant  to  either  one  or  both  of  these  two 
drugs,  thereby  effective  drug  action  was 
greatly  prolonged.7  After  1952  when  INH 
was  first  used,  this  most  effective  drug  led 
to  even  greater  success.8 

When  adequate  supplies  of  drugs  became 
available  and  after  follow-up  studies  had 
shown  that  relapse  occurred  frequently  fol- 
lowing short  courses  of  treatment,  progres- 
sively longer  periods  of  combined  therapy 
were  used.7  In  the  same  way,  better  re- 
sults followed  so  that  now  we  rarely  treat 
for  periods  shorter  than  eighteen  months. 
Often  treatment  is  continued  for  two,  three, 
or  five  years  or  even  longer. 

Today,  these  five  watchwords  of  chemo- 
therapy— drug-sensitive,  adequate  dosage, 
combined,  persistent,  and  prolonged — must 
be  kept  foremost  in  our  minds  since  they 
constitute  the  therapeutic  fundamentals. 
Contrariwise,  drug-resistant,  inadequate 
dosage,  single-drug,  interrupted,  and  short 
course  describe  regimens  that  are  to  be 
banned  since,  far  too  often,  they  lead  to 
therapeutic  failure.9 

As  a rule,  for  adults  the  recommended 
dose  of  SM  is  1 Gm.  daily;  for  PAS  4 Gm. 
three  times  a day  of  the  acid  (or  an  equiva- 
lent amount  of  one  of  its  salts) ; and  for  INH 
100  mg.  three  times  a day.  For  children 
the  dose  of  SM,  which  is  used  infrequently, 
is  20  to  40  mg.  per  kilogram  per  day;  the 
daily  PAS  dose  is  200  to  300  mg.  per  kilo- 
gram per  day  divided  into  three  equal  oral 
doses;  for  INH  the  daily  dose  is  10  to  20 
mg.  per  kilogram  divided  into  three  equal 
oral  doses  (the  dose  of  INH  may  be  in- 
creased to  30  mg.  per  kilogram  in  patients 
who  do  not  respond  satisfactorily).10  With 
three  primary  drugs,  there  are  four  possible 


combinations  using  double  or  triple  therapy. 
It  has  been  shown  that  two-drug  combined 
initial  therapy,  with  INH  always  being  one 
of  the  two  drugs,  is  approximately  as  ef- 
ficacious as  treatment  with  all  three.  How- 
ever, when  SM  and  INH  is  the  chosen  com- 
bination, SM  must  be  given  daily  since 
studies  have  shown  that  with  this  specific 
two-drug  regimen  interrupted  SM  leads  to 
an  unacceptable  number  of  drug  failures. 

It  is  well  known  that  treatment  which  is 
less  than  optimum  will  frequently  result  in 
a favorable  outcome.  However,  since  suc- 
cess can  now  be  achieved  in  well  over  90 
per  cent  of  cases,  we  cannot  be  complacent 
with  less  than  100  per  cent  success.  Also, 
it  is  quite  obvious  that  all  patients  must  be 
overtreated  since  no  one  could  possibly 
know  just  exactly  how  much  treatment  is 
enough  for  each  individual  case.  We  must 
make  all  effort  to  achieve  the  best  possible 
result  with  the  initial  course  of  treatment. 
Recovery  following  adequate  initial  treat- 
ment, as  viewed  from  ten  to  twelve  years  of 
follow-up  observation,  is  lasting.  On  the 
other  hand,  retreatment  is  to  be  avoided 
at  all  costs  since  it  frequently  fails,  is  very 
time  consuming,  is  often  wasteful  of  lung 
tissue,  and  is  expensive.  Retreatment  is 
not  to  be  looked  on  as  an  acceptable  second 
chance  justifying  a less  than  the  best  effort 
during  the  initial  course  of  therapy. 

The  three  primary  drugs  are  inexpensive 
and  are  almost  always  furnished  free  to  the 
patient;  toxic  or  allergic  reactions  are 
relatively  infrequent;  follow-up  examina- 
tions and  expert  advice  are  available  with- 
out cost  and  without  prohibitive  travel 
distances.  Clinics  for  outpatient  therapy 
are  maintained  in  all  areas.  There  are 
now  over  4,700  nonhospitalized  tuber- 
culous patients  receiving  drug  therapy 
under  medical  supervision  in  Upstate  New 
York  and  local  chest  clinics11  and  13,600  in 
the  clinics  of  municipal  agencies  in  New 
York  City.12 

Hypersensitivity  reactions  to  one  or  more 
of  the  antituberculosis  drugs  occur  in 
approximately  10  per  cent  of  patients  and 
are  encountered  most  often  during  the 
first  few  weeks  or  months  of  therapy.13 
As  a rule  SM  toxicity,  which  occurs  later 
and  affects  the  eighth  cranial  nerve,  can  be 
lessened  by  keeping  the  dose  at  no  more 
than  1 Gm.  a day;  in  the  elderly  and  in 
other  selected  cases  0.5  Gm.  a day  is 
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recommended.  PAS  causes  gastrointesti- 
nal disturbances  fairly  frequently;  here 
the  determination  to  continue  treatment 
on  the  part  of  the  patient,  nurse,  and  doctor 
is  the  greatest  secret  to  success.  One 
preparation  of  PAS  may  be  acceptable  to 
the  patient  while  another  is  not.  However, 
enteric-coated  pills  and  other  products  that 
may  prevent  absorption  are  not  to  be  used. 
Patients  often  work  out  a satisfactory 
solution  to  their  own  personal  idiosyncrasy 
to  this  very  important  drug.  INH  toxic- 
ity, mainly  polyneuritis,  can  be  prevented 
by  continuous  oral  vitamin  B6  therapy. 
Desensitization  can  be  successfully  carried 
out  in  almost  all  cases  by  starting  with 
small  amounts  of  the  drug  and  carefully 
increasing  the  quantity  given  up  to  full 
dosage.13’14  As  with  allergic  reactions  to 
other  medications,  desensitization  can  at 
times  be  accomplished  in  a few  days  while 
in  other  cases  several  weeks  are  needed; 
infrequently  more  than  one  trial  is  nec- 
essary. In  critically  ill  patients,  corti- 
costeroid therapy  can  be  used  to  treat  the 
drug  allergy,  and  thereby  combined  anti- 
tuberculosis drugs  can  be  continued  in 
almost  all  cases.  When  steroid  therapy 
is  given,  the  tubercle  bacilli  must  be  sensi- 
tive to  the  antituberculosis  drugs  used 
since  otherwise  steroids  cause  the  disease 
to  be  progressive. 

Corticosteroids  with  combined  antituber- 
culosis drug  therapy  are  used  routinely  by 
many  in  the  early  weeks  of  treatment  for 
severely  ill  patients  and  for  those  patients 
having  tuberculous  meningitis,  pleurisy 
with  effusion,  bronchial  lesions,  and 
lymphadenitis. 161 16 

Those  drug-susceptible  patients  admitted 
with  acute  progressive  advanced  tuber- 
culosis when  treated  with  combined  anti- 
tuberculosis drugs  plus  corticosteroids  show 
a remarkable  and  almost  immediate  sub- 
sidence of  fever  and  improvement  in  gen- 
eral well-being,  appetite,  weight  gain,  and 
recovery  from  nutritional  anemia.17  How- 
ever, controlled  clinical  trials  have  shown 
that,  when  surveyed  after  six  months  of 
such  treatment,  the  control  and  the  steroid- 
treated  groups  show  no  significant  differ- 
ences in  x-ray  film  clearing,  cavity  closure, 
and  sputum  conversion. 16 

Close  working  together  between  the 
physician  and  the  staff  of  the  bacteriologic 
laboratory  is  rewarding.  The  clinician 


must  order  the  needed  examinations  and 
be  sure  that  satisfactory  specimens  are 
submitted.  The  tubercle  bacillus  grows 
slowly;  however,  drug  sensitivity  tests  can 
often  be  very  informative  when  read  as 
early  as  two  weeks,  even  though  the  final 
reading  is  not  reported  until  after  six  weeks 
of  incubation. 18  This  early  study  of  drug- 
sensitivity  test  tubes  is  especially  valuable 
where  primary  drug  resistance  is  present 
and  in  retreatment  cases.  This  allows  the 
clinician  to  make  any  needed  changes  in 
the  drug  regimen  before  resistance  to  the 
companion  drug  develops,  thus  ensuring 
that  effective  combined  drug  treatment  is 
given  for  each  patient. 

In  cases  where  the  clinical  state  of  the 
patient  and  the  threat  of  progressive  disease 
do  not  demand  immediate  drug  therapy 
and  where  the  possibility  of  resistance 
to  one  or  more  drugs  is  the  probability,  it 
is  better  to  withhold  drugs  until  resistance 
studies  are  available.  This  allows  for  the 
selection  of  proper  drug  regimens  and  the 
making  of  surgical  plans. 

When  resistance  is  reported  during  drug 
therapy,  the  addition  of  one  new  drug  to 
the  existing  regimen  and  continuation  of 
treatment  is  to  be  condemned  since  this 
method  almost  uniformly  fails  and  soon 
exhausts  all  available  drugs  due  to  the 
inevitable  development  of  resistance  to 
each  newly  added  drug. 

The  accepted  indications  for  surgical 
treatment  have  decreased  markedly  over 
the  past  ten  to  fifteen  years.  Early  in  the 
antibacterial  era  many  small  residual  solid 
lesions  were  considered  to  be  “ideal”  for 
resection.  Experience  has  shown  that  this 
concept  was  erroneous  since  patients  with 
such  lesions  do  just  as  well  on  medical 
treatment.  Later,  solid  lesions  3 cm.  or. 
more  in  diameter  were  considered  to  have  a 
potential  for  drug  failure  or  relapse  serious 
enough  to  justify  surgical  removal.  Ob- 
viously, at  one  extreme,  certain  patients 
are  not  surgical  candidates,  for  example, 
where  there  is  widespread  bilateral  non- 
cavitary  pulmonary  disease.  At  the  other 
extreme,  surgical  resection  should  be  ad- 
vised where  there  is  a large  cavity  with 
thick  walls  remaining  after  several  months 
of  combined  drug  therapy  in  a case  where 
the  disease  is  localized  to  one  lobe  or  seg- 
ment and  where  there  are  no  contraindica- 
tions. In  between  these  two  extremes,  all 
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gradations  for  and  against  surgical  treat- 
ment are  found.  In  sputum-positive  cases 
where  resistance  of  the  tubercle  bacilli  to 
the  primary  drugs  is  present,  where  active 
cavitary  lesions  persist,  and  where  there 
are  no  contraindications,  surgical  resection 
is  the  treatment  of  choice — the  resection  to 
be  carried  out  under  cover  of  two  pre- 
viously unused  secondary  drugs  (INH  is 
usually  also  continued)  for  at  least  one 
year  postoperatively  and  following  con- 
version of  the  sputum  to  negative. 19 
Tailoring  thoracoplasty  following  resection 
is  now  used  only  where  need  dictates;  this 
procedure  is  mandatory  in  treating  re- 
maining pleural  space  problems  in  those 
with  positive  sputum  and  with  resistance 
to  the  primary  drugs.  The  secondary 
drugs  are  so  classified  because  they  are  less 
efficacious  than  the  primary  drugs;  those 
currently  available,  along  with  the  recom- 
mended daily  adult  dose,  are  viomycin 
sulfate  (1  Gm.  per  day),  cycloserine  (250 
mg.  three  times  a day),  pyrazinamide  (1 
Gm.  three  times  a day),  and  ethionamide 
(250  mg.  three  times  a day).  These 
secondary  drugs  are  also  more  toxic  than 
the  primary  drugs,  therefore,  their  use 
demands  much  more  frequent  and  careful 
clinical  and  laboratory  monitoring.  Kana- 
mycin  sulfate  (0.5  Gm.  per  day  or  1 Gm. 
three  times  a week)  has  been  used;  here, 
very  careful  watch  must  be  made  for  de- 
tecting early  hearing  loss. 

It  is  well  known  that  pulmonary  tuber- 
culosis makes  up  95  per  cent  of  all  cases  of 
tuberculosis.  Most  of  what  has  been 
written  here  has  referred  directly  to  the 
treatment  of  tuberculosis  of  the  lungs; 
for  the  most  part  these  statements  can  be 
transferred  to  the  treatment  of  tuberculo- 
sis localized  to  other  sites  such  as  genito- 
urinary, pelvic,  orthopedic,  meningeal, 
pleural,  and  lymph  node. 

Today,  all  active  or  probably  active 
cases  of  tuberculosis  in  any  organ  are  to 
be  treated  even  though  symptoms  are 
absent  and  the  extent  of  the  disease  is 
minimal. 

Home  versus  hospital  care.  We  hear 
much  discussion  pro  and  con  concerning 
home  treatment  of  tuberculosis  versus 
hospital  treatment.  It  seems  to  me  that, 
as  a rule,  treatment  should  be  in  a hospital 
setting  until  such  time  as  nonhospital 
treatment  can  safely  be  given.  In  my 


work  I see  a high  percentage  of  treatment 
failures  where  initial  nonhospital  treatment 
was  given  or  where  hospital  treatment  was 
started  and  then  early  home  treatment  was 
attempted  unsuccessfully;  the  causes  for 
this  are  many.  Patients  are  often  not 
made  deeply  aware  of  the  seriousness  of 
this  disease,  and  therefore  they  take  liber- 
ties that  lead  to  therapeutic  failure. 
Parenthetically,  when  dealing  with  tuber- 
culosis where  treatment  is  long  and  where 
failure  is  so  catastrophic,  taking  chances  is 
hardly  fair  to  the  patient,  his  family,  and 
the  public.  From  the  moment  of  entrance 
to  the  tuberculosis  hospital  until  the  time  of 
discharge,  the  patient  and  also  his  family 
is  exposed  to  an  educational  experience 
that  teaches  the  subject  of  tuberculosis  in 
depth.  Furthermore,  since  most  hyper- 
sensitivity and  many  toxic  reactions  to  the 
specific  drugs  occur  relatively  early  in  the 
treatment  period,  and  since  such  untoward 
reactions  cannot  be  predicted  in  the  in- 
dividual case  and  occur  in  up  to  15  per  cent 
of  cases,  the  hospital  is  the  place  for  the 
patient  to  be  while  these  problems  are 
being  worked  out.  These  include  rechal- 
lenging to  determine  which  drug  is  the 
offender,  desensitization,  steroid  treatment, 
and  so  on.  Before  home  care  is  planned, 
one  should  consider  such  strictly  medical 
aspects  as:  the  general  condition  of  the 

patient,  the  infectiousness  of  the  case,  the 
sensitivity  or  resistance  of  the  tubercle 
bacilli  to  the  primary  and  secondary  drugs, 
the  patient’s  response  to  therapy,  the  pres- 
ence of  significant  complicating  diseases, 
and  the  need  for  surgical  treatment.  Also 
to  be  assayed  are  the  patient’s  coopera- 
tiveness, habits  and  psychosocial  makeup, 
and  his  nonhospital  setting  with  relation 
to  his  family  and  to  the  financial,  employ- 
ment, recreational,  and  rehabilitation  facts 
and  resources.  When  the  patient  is  a 
child,  the  parental,  home,  as  well  as  nutri- 
tional, school,  and  play  resources  are  to  be 
investigated  before  final  plans  are  made. 

The  over-all  situation  should  be  weighed, 
hospital  versus  nonhospital,  together  with 
the  estimated  chances  of  success  or  failure 
in  each  setting.  Will  the  patient  take  all 
drugs  as  advised,  regularly,  in  full  dosage, 
and  for  as  long  as  recommended? 

Basically,  the  most  important  prerequi- 
site for  home  treatment  of  tuberculosis  is 
that  the  patient  must  have  a home! 
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At  times  the  best  solution  to  this  question 
is  to  transfer  the  patient  to  a nursing  or 
county  infirmary  or  home  where  there  is 
nursing  supervision;  the  latter  can  ensure 
the  continuing  of  the  antituberculosis  drug 
treatment  and  proper  follow-up. 

The  taking  of  drugs  day  in  and  day  out 
in  a hospital  where  all  other  patients  are 
similarly  treated  under  constant  supervision 
and  support  by  nurses,  doctors,  and  ancil- 
lary personnel  is  far  different  from  taking 
drugs  as  advised  in  one’s  own  room,  apart- 
ment, or  home  especially  when  living  alone. 
In  our  hospital,  since  a sizable  percentage 
will  openly  or  stealthily  discard  the  oral 
medications,  each  dose  of  drugs  is  given 
directly  and  separately  to  each  patient  and 
must  be  taken  witnessed  by  the  nurse. 

Relapses.  Contrary  to  the  outlook  in 
the  preantibiotic  era,  relapses  are  now  rare 
in  patients  treated  with  modern  drug 
regimens  together  with  surgical  treatment 
where  indicated.  However,  among  those 
who  were  or  are  being  treated  on  one-drug, 
short-course,  interrupted,  or  inadequate- 
dosage  regimens,  many  relapses  occur. 
Relapses  of  tuberculosis  must  be  well 
documented  by  careful  studies  since  many 
other  illnesses,  also  laboratory  and  technical 
errors,  can  simulate  relapse.  Primary  or 
metastatic  neoplasms,  fungus,  viral  and 
other  nontuberculous  infections,  and  vas- 
cular and  other  diseases  probably  produce 
more  “first  glance  relapses”  than  do  true 
relapses  of  tuberculosis  following  modern 
treatment.  Nevertheless,  periodic  re-ex- 
aminations are  to  be  continued  throughout 
the  remainder  of  the  patient’s  life.  Where 
a true  relapse  occurs  and  where  the  tubercle 
bacilli  are  found  to  be  completely  sensitive 
to  two  or  all  three  of  the  primary  drugs, 
retreatment  with  combined  drug  therapy 
has  been,  in  my  experience,  about  as 
satisfactory  as  original  treatment.  When 
relapse  has  occurred  and  the  tubercle 
bacilli  are  found  to  be  resistant  to  the 
primary  drugs,  retreatment  is,  as  described, 
much  more  difficult. 

Infection  prophylaxis  to  prevent  infection 
in  persons  showing  negative  Mantoux  test 
results  and  disease  prophylaxis  to  prevent 
manifest  tuberculosis  from  appearing  in 
those  infected  has  been  studied  by  large- 
scale  controlled  clinical  trials  using  INH 
for  one  year  in  a daily  dose  of  5 mg.  per 
kilogram  of  body  weight.20’21  The  results 


of  these  studies  have  shown  that  this 
prophylactic  measure  is  of  value  in  decreas- 
ing the  incidence  of  infection,  manifest 
disease,  and  tuberculous  complications. 
Tuberculin-positive  patients  with  gastrec- 
tomy, silicosis,  sarcoidosis,  diabetes  melli- 
tus,  and  malnutrition;  during  infancy, 
adolescence,  and  old  age;  and  while  re- 
ceiving corticosteroid  and  immunosuppres- 
sive therapy  have  been  shown  to  be  at  in- 
creased risk  of  developing  overt  tuberculo- 
sis; therefore  they  should  be  given  pro- 
phylactic antituberculosis  chemotherapy. 

Prevention  and  eradication 

While  accomplishing  the  modern  treat- 
ment of  tuberculosis,  in  addition  to  the 
clinical  medicine  aspects  of  the  disease, 
that  of  treating  the  individual  patient,  we 
must  also  be  public-health  minded  and  uti- 
lize every  available  public  health  measure 
to  control  and  eventually  eradicate  this 
communicable  disease.  It  is  necessary 
that  we  find  out,  and  at  once,  from  whom 
the  patient  contracted  the  disease  and  to 
whom  the  infection  and  the  disease  has 
been  given.  All  contacts  are  to  be  screened 
by  tuberculin  testing,  x-ray  examination, 
and  other  indicated  clinical  and  laboratory 
tests.  Prophylactic  and  therapeutic  treat- 
ment is  to  be  given  as  findings  dictate. 
The  treatment,  prevention,  and  eradication 
of  tuberculosis  enter  into  all  branches  of 
medicine  from  obstetrics  and  pediatrics 
through  geriatrics  and  postmortem  pathol- 
ogy. At  the  Arden  House  Conference  on 
Tuberculosis  held  in  1959,  the  conferees 
made  12  recommendations  which,  if  carried 
out,  will  lead  to  the  ultimate  elimination  of 
tuberculosis  in  our  country.22  This  goal 
can  be  reached  if  we  all  take  bold  and  de-. 
cisive  action.  The  major  recommendation 
of  this  conference  was,  “Treatment  is  the 
tool  to  use  in  the  eradication  of  tubercu- 
losis.” 

We  must  not  underestimate  the  many 
medical,  social,  educational,  and  economic 
problems  to  be  solved  in  achieving  our  goal. 
Premature  optimism  is  to  be  avoided. 
There  is  still  a job  to  be  done. 

Summary 

Today,  in  the  overwhelming  majority  of 
cases  patients  with  completely  drug-sensi- 
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tive  tuberculous  infections  can  be  rendered 
noninfectious  when  treated  with  combined, 
continuous,  prolonged  antituberculosis 
chemotherapy  employing  first-line  drugs, 
streptomycin,  para-aminosalicylic  acid, 
and  isoniazid,  given  in  adequate  dosages. 
Failures,  when  modern  therapy  is  employed, 
occur  only  when  the  tubercle  bacilli  are 
resistant;  when  there  is  drug  allergy  or 
toxicity  that  prevents  treatment;  and 
when  the  patients  do  not  take  medications. 

Treatment  is  given  to  all  active  or 
probably  active  cases  for  a minimum  of 
eighteen  months  and  often  is  continued  for 
three,  or  even  four,  or  five  years.  Failures 
can  almost  always  be  explained  by  the 
use  of  interrupted,  single-drug,  short-course, 
and  inadequate-dosage  treatment.  Not 
only  the  doctor  and  the  nurse  but  also  the 
patient’s  family  members,  friends,  associ- 
ates, and  employers  must  continuously 
support  the  patient  in  carrying  out  pre- 
scribed long-term  treatment.  The  help 
that  the  nonprofessionals  on  this  team  can 
give  is  frequently  as  important  as  that 
given  by  the  doctor  or  nurse. 

Several  second-line  drugs  are  available, 
but  they  are  much  less  effective  and  are  far 
more  toxic  and  costly  than  the  three  first- 
line  drugs. 

Laboratories  staffed  with  accurate 
workers  experienced  with  the  tubercle  bacil- 
lus are  essential  in  carrying  out  bacterio- 
logic  examinations  including  detailed  drug- 
sensitivity  testing. 

Surgical  treatment  is  still  needed,  but  in 
a relatively  small  minority  of  routinely 
admitted  cases;  however,  in  those  hospitals 
where  drug-failure  cases  are  admitted  in 
sizable  numbers,  surgical  treatment  is 
frequently  needed  and,  where  expertly 
employed,  is  highly  successful  even  when 
drug  sensitivity  remains  only  to  the  second- 
line  drugs. 

It  is  obvious  that  many  are  seeking  and 
employing  regimens  in  treatment  that  are 
too  little,  too  short,  too  haphazard,  includ- 
ing single-drug  treatment.  This  strategy 
used  against  the  tubercle  bacillus  leads  to 
defeat.  No  one  can  possibly  know  just 
exactly  how  much  therapy  is  needed  to 
treat  each  individual  case  properly,  there- 
fore each  patient  must  be  overtreated  to 
ensure  adequate  treatment.  Drug  allergy 
and  toxicity  must  be  constantly  watched 
for,  and  when  found  desensitization  leading 


to  proper  treatment  is  successful  in  the 
overwhelming  majority  of  cases.  Here, 
close  day-by-day  clinical  and  laboratory 
monitoring  must  be  employed.  Corticos- 
teroid therapy  is  indicated  in  properly 
selected  cases;  here  adequate  combined 
antituberculous  drug  therapy  is  even  more 
mandatory. 

Prophylactic  therapy  should  be  used 
since  it  has  been  shown  to  be  of  value  in 
decreasing  the  incidence  of  tuberculous  in- 
fection, manifest  tuberculosis,  and  tuber- 
culous complications. 

The  public  health  aspects  of  this  disease 
must  be  kept  constantly  in  mind  by  all 
working  in  the  field  of  tuberculosis. 

Relapses  are  very  infrequent  when  mod- 
ern treatment  has  been  given. 

Today  we  cannot  accept  anything  less 
than  100  per  cent  success  in  treating  origi- 
nal-treatment drug-sensitive  cases. 

References 

1.  Reported  Tuberculosis  Data- — -1964,  Publication  638- 
Washington,  D.C.,  Superintendent  of  Documents,  U.S.  Pub, 
lie  Health  Service,  1966,  p.  2. 

2.  The  Future  of  Tuberculosis  Control,  Publication 
1119,  Washington,  D.C.,  Superintendent  of  Documents,  U.S. 
Public  Health  Service,  1963,  p.  5. 

3.  Perkins,  J.  E.:  The  significance  of  tuberculosis  in 
public  health,  Ann.  N.Y.  Acad.  Sc.  106:  5 (1963). 

4.  Yegian,  D.,  and  Vanderlinde,  R.  J.:  The  resistance  of 
tubercle  bacilli  to  chemotherapeutic  agents,  Am.  Rev. 
Tuberc.  61:  483  (1950). 

5.  Schatz,  A.,  Bugie,  E.,  and  Waksman,  S.  A.:  Strepto- 
mycin, a substance  exhibiting  antibiotic  activity  against 
gram-positive  and  gram-negative  bacteria,  Proc.  Soc.  Exper. 
Biol.  & Med.  55:  66  (1944). 

6.  Bernstein,  S.,  D’Esopo,  N.  D.,  and  Steenken,  W.: 
Streptomycin-resistant  tubercle  bacilli,  Am.  Rev.  Tuberc.  58: 
344  (1948). 

7.  D’Esopo,  N.  D.:  Prolonged  chemotherapy  of  pul- 

monary tuberculosis,  minutes,  Eighth  Veterans  Administra- 
tion Streptomycin  Conference,  Washington,  D.C.,  1949,  p.  57. 

8.  Robitzek,  E.  H.,  Selikoff,  I.  J.,  and  Omstein,  G.  G.: 
Chemotherapy  of  human  tuberculosis  with  hydrazine  deriva- 
tives of  isonicotinic  acid.  Quart.  Bull.  Sea  View  Hosp.  13:  27 
(1952). 

9.  Schwartz,  W.  S.:  Isoniazid  alone  compared  with  INH 
and  PAS  in  the  treatment  of  minimal  and  non-cavitary 
moderately  advanced  previously  untreated  pulmonary  tuber- 
culosis, Transactions,  Twentieth  Research  Conference  in 
Pulmonary  Disease,  Veterans  Administration,  Armed  Forces, 
Washington,  D.C.,  1961,  p.  75. 

10.  Lincoln,  E.  M.,  and  Sewell,  E.  M.:  Tuberculosis  In 
Children,  New  York,  McGraw-Hill  Book  Co.,  Inc.,  1963,  p. 
61. 

11.  Quarterly  Report,  April  1,  1966-July  1,  1966,  New 
York  State  Department  of  Health,  Division  of  Chronic  Dis- 
ease Services,  Tuberculosis  Control  Program,  Albany,  New 
York. 

12.  Tuberculosis  in  New  York  City  1964:  New  York 

Tuberculosis  and  Health  Association,  New  York  City. 

13.  Berte,  S.  J.,  DiMase,  J.  D.,  and  Christianson,  C.  S.: 
Isoniazid,  para-aminosalicylic  acid,  and  streptomycin  intoler- 
ance in  1,744  patients,  Am.  Rev.  Resp.  Dis.  90:  598  (1964). 

14.  Mitchell,  R.  S.,  and  Bell,  J.  C.:  Modem  Chemo- 

therapy of  Tuberculosis,  New  York,  Medical  Encyclopedia, 
Inc.,  1958,  p.  46. 

15.  Research  Committee  of  the  British  Tuberculosis 

Association:  A trial  of  corticotrophin  and  prednisone  with 

chemotherapy  in  pulmonary  tuberculosis,  Tubercle  42:  391 
(1961). 


3084  New  York  State  Journal  of  Medicine  / December  1,  1967 


16.  Gerbeaux,  J.,  Baculard,  A.,  and  Couvreur,  J.:  Pri- 
mary tuberculosis  in  childhood,  Am.  J.  Dis.  Child.  110:  507 
(Nov.)  1965. 

17.  Angel,  J.  H.,  Chu,  L.  S.,  and  Lyons,  H.  A.:  Cortico- 
tropin in  the  treatment  of  tuberculosis,  Arch.  Int.  Med.  108: 
353  (1961). 

18.  Petrik,  F.:  Personal  communication  1966. 

19.  Pecora,  D.  V.:  Pulmonary  resections  in  patients 

harboring  drug-resistant  tubercle  bacilli,  Am.  Rev.  Resp.  Dis. 
84:  555  (1961). 


Cancer  death  rates 


Death  rates  from  cancer  of  the  lung  continue 
to  rise  to  record  heights,  while  death  rates  from 
cancer  of  the  uterus  continue  to  decline.  The 
American  Cancer  Society  has  recently  stated 
that  in  all  probability,  deaths  from  cancer  of  the 
lung  will  mount  to  an  all-time  high,  with  55,000 
deaths  estimated  for  1968  as  compared  to  52,000 
this  year. 

A decline  is  indicated  for  the  death  rate  from 
uterine  cancer,  a continuation  of  the  trend 
which  has  cut  the  death  rate  in  half  from  this 
type  of  cancer  in  women  over  the  past  twenty- 
five  years  because  of  wider  application  of  the 
Papanicolaou  test  which  helps  detect  the  cancer 
in  its  early  and  more  curable  stages. 

More  than  50  million  Americans  now  living 
will  eventually  develop  cancer  if  the  present 
rates  continue.  This  means  that  1 in  every  4 
persons  will  get  cancer,  and  it  will  strike  ap- 
proximately two  of  three  families. 

The  death  rate  of  stomach  cancer  continues  to 
decline,  the  estimate  for  1968  being  17,000 


20.  Mount,  F.  W.,  and  Ferebee,  S.  H.:  Preventive  effects 
of  isoniazid  in  the  treatment  of  primary  tuberculosis  in 
children,  New  England  J.  Med.  265:  713  (1961). 

21.  Ferebee,  S.  H.,  and  Mount,  F.  W.:  Tuberculosis  mor- 
bidity in  a controlled  trial  of  the  prophylactic  use  of  isoniazid 
among  household  contacts,  Am.  Rev.  Resp.  Dis.  85:  490 
(1962). 

22.  Arden  House  Conference  On  Tuberculosis  Report, 
November  29  to  December  2,  1959,  New  York,  National 
Tuberculosis  Association,  p.  2. 


deaths  as  against  18,000  this  year.  There  has 
been  a 40  per  cent  decline  in  mortality  rates 
from  stomach  cancer  in  the  past  twenty  years, 
for  reasons  yet  unknown. 

There  are  1,400,000  Americans  alive  today 
who  have  been  cured  of  cancer  which  means  that 
they  are  without  evidence  of  the  disease  at  least 
five  years  after  the  diagnosis  and  treatment; 
about  200,000  Americans  will  be  saved  from 
cancer  in  1968.  If  present  rates  continue, 

100.000  cancer  patients  will  die  in  1968  who 
could  be  saved  by  earlier  and  better  treatment. 

In  1968  an  estimated  4,500  children  under  age 
fifteen  will  die  of  cancer,  about  half  of  them  of 
leukemia.  Cancer  of  the  colon  and  rectum  will 
strike  about  73,000  Americans  in  1968,  more 
than  any  other  type  of  cancer  except  skin,  and  it 
occurs  about  equally  in  men  and  women.  Some 

45.000  die  of  it  annually,  although  almost  3 out 
of  4 patients  might  be  saved  by  early  diagnosis 
and  proper  treatment. 

Approximately  1,000  more  deaths  from  cancer 
of  the  breast  are  expected  in  1968  than  occurred 
in  1967.  The  1968  estimate  is  for  65,000  new 
cases  and  28,000  deaths.  Cancer  of  the  breast 
remains  the  leading  cause  of  cancer  death  in 
women. 
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Amputation  of  extremities  is  a major 
operation  performed  on  patients  in  the 
older-age  group.  Mortality  rates  following 
this  operation  are  high  as  reported  by  many 
authors1-5;  thus  the  management  of  pa- 
tients subjected  to  this  major  operative  pro- 
cedure represents  a continuing  challenge  in 
the  surgical  treatment  of  peripheral  oc- 
clusive disease. 

This  study  represents  the  experience  at 
the  St.  Vincent’s  Hospital  of  the  Borough 
of  Richmond,  New  York,  with  major 
amputation  of  the  extremities  for  the  years 
1955  to  1965.  In  this  ten-year  period, 
170  major  amputations  were  performed. 
The  indications  for  the  amputation  are 
outlined  and  the  type  of  amputation  per- 
formed noted.  The  morbidity  and  the 
mortality  rates  are  enumerated  and  ana- 
lyzed. 

Materials  and  methods 

One  hundred  seventy  patients  were  seen 
at  the  St.  Vincent’s  Hospital  of  the  Borough 
of  Richmond,  New  York,  between  the 
period  of  1955  to  1965.  The  clinical 
records  were  studied  in  a retrospective 
manner  and  analyzed  as  to  the  need  for 
major  amputations,  the  patients’  history. 

Exhibit  presented  at  the  160th  Annual  Meeting  of  the 
Medical  Society  of  the  State  of  New  York,  New  York  City, 
February  14  to  17,  1966. 

* Present  address:  St.  Vincent’s  Hospital  and  Medical 
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physical  examination,  the  radiologic  and 
laboratory  data,  indications  for  surgery, 
previous  surgical  procedure,  surgical  risk, 
the  type  of  amputations,  and  the  technical 
aspect  of  surgery.  The  results  of  the  sur- 
gery and  the  complications  seen  were 
evaluated  so  the  morbidity  and  mortality 
rates  could  be  analyzed. 

The  age  range  was  from  two  months  to 
the  ninth  decade.  The  total  sex  distri- 
bution was  106  males  and  64  females. 
Most  of  the  cases  were  found  in  the  fifth 
and  the  eighth  decades  (Table  I).  There 
were  14  deaths  in  the  male  patients  for  a 
mortality  rate  of  13.2  per  cent  as  compared 
to  the  female  sex  with  15  deaths  or  a mor- 
tality rate  of  23.4  per  cent.  The  over-all 
mortality  rate  was  17.5  per  cent.  There 
were  166  amputations  of  the  lower  extremi- 
ties, 88  on  the  right  and  78  on  the  left  leg. 
There  were  four  upper  extremities  ampu- 
tated. 

Indications  for  surgery 

Arteriosclerotic  gangrene  with  or  with- 
out diabetes  mellitus  was  the  indication 
for  surgery  in  the  majority  of  cases  as 
indicated  in  Table  II.  Gangrene  was  pres- 
ent in  the  involved  extremity  in  157 
cases,  it  extended  to  the  feet  in  82  patients 
and  to  the  leg  in  18  cases,  while  limited  to 
the  toes  in  55  cases  and  the  heel  in  2 pa- 
tients. Severe  pain  in  the  extremity  and 
infection  were  the  next  most  common  in- 
dications for  amputation.  Other  indi- 
cations were  arterial  occlusion  19,  malig- 
nant conditions  11,  deformity  4,  and 
trauma  2.  It  is  important  to  note  that  of 
11  cases  of  malignant  conditions,  the  most 
common  was  squamous  cell  carcinoma.  A 
rhabdomyosarcoma  was  diagnosed  in  a 
two-month-old  male  infant,  and  he  under- 
went a four-quarter  amputation  on  the  left 
upper  extremity  because  of  the  invasion  of 
the  great  vessels  and  lymph  glands  of  the 
axilla. 

Associated  diseases 

Eighty-eight  patients  had  diabetes  mel- 
litus, 15  patients  had  had  a previous  cere- 
brovascular accident,  and  8 had  venous 
disorders  such  as  thrombophlebitis  or 
varicosities.  There  were  106  patients  with 
associated  heart  diseases  subdivided  as 
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TABLE  1.  Age, 

distribution,  and 

mortality  rates 

Number  of 

Decade 

Patients 

Died 

Males 

106 

14  (13.2 

1 

0 

per  cent) 

2 

1 

3 

1 

4 

4 

5 

13 

2 

6 

30 

3 

7 

41 

5 

8 

9 

3 

9 

7 

1 

Females 

64 

15  (23.4 

1 

1 

per  cent) 

5 

7 

1 

6 

15 

3 

7 

19 

4 

8 

20 

5 

9 

2 

2 

Totals 

170 

29  (17.5 

per  cent) 

follows:  2 with  rheumatic  heart  disease, 
94  with  arteriosclerotic  heart  disease,  and 
10  patients  with  hypertensive  cardiovas- 
cular disease;  27  had  atrial  fibrillations, 
while  25  had  a previous  myocardial  infarc- 
tion. 

Symptoms 

One  hundred  fifty-seven  patients  had 
gangrene  as  the  presenting  symptom  as 
noted  in  Table  II.  Dry  gangrene  was  no- 
ticed to  be  more  common  than  wet.  Other 
common  symptoms  noted  were  rest  pain 
in  the  extremity  in  31  cases,  and  37  patients 
had  intermittent  claudication.  Ulceration, 
edema,  pigmentation,  anesthesia,  and  mass 
on  the  affected  extremity  were  also  reported. 
Most  of  these  symptoms  had  been  noted 
three  months  before  the  patients  sought 
admission  for  the  said  manifestations 
(Table  III).  Table  IV  denotes  that  the 
dorsalis  pedis  and  posterior  tibial  arteries 
were  not  palpable  in  111  cases;  next  in 
number  of  cases  came  lack  of  pulsation  in 
popliteal  and  femoral  arteries.  Two  cases 
were  found  to  have  no  pulsation  in  the 
distal  part  of  the  aorta. 

Routine  laboratory  examinations  in  this 
group  of  170  patients  were  insignificant 
except  for  the  evidence  of  diabetes  in  52 
per  cent  of  the  patients.  Some  had  a 


TABLE  II.  Indications  for  surgery 


Condition 

Number 

Gangrene 

157 

Foot 

82 

Toes 

55 

Legs 

18 

Heel 

2 

Severe  pain  in  extremity 

40 

Infection 

24 

Arterial  occlusion 

19 

Malignant  conditions 

11 

Fibrosarcoma 

3 

Squamous  cell  carcinoma 

4 

Rhabdomyosarcoma 

1 

Chondrosarcoma 

1 

Pathologic  fracture 

1 

Ewing’s  sarcoma 

1 

Deformity  or  uselessness 

4 

Trauma 

2 

TABLE  III.  Duration  of  symptoms 

Months 

Number  of  Cases 

0 to  3 

102 

4 to  6 

54 

7 to  9 

3 

10  to  12 

3 

12  and  over 

8 

TABLE  IV.  Nonpalpable  pulses 

Artery 

Number  of  Cases 

Dorsalis  pedis 

111 

Posterior  tibial 

111 

Popliteal 

84 

F emoral 

23 

Aorta 

2 

moderate  anemia  which  was  corrected 
prior  to  surgery.  For  the  past  two  years 
arteriograms  and  aortography  have  been 
used  routinely  before  surgery  to  determine 
whether  or  not  the  sites  of  the  amputation 
could  be  lowered  by  these  methods.  The 
numbers  are  not  of  statistical  significance 
to  judge  this  factor. 

Most  of  the  patients  were  managed  pre- 
operatively  by  members  of  the  department 
of  medicine,  especially  those  with  associated 
diseases.  Patients  requiring  anticoagulant 
therapy  were  given  the  agents  prior  to  and 
after  surgery.  Antimicrobial  agents  or 
antibiotics  were  given  to  control  infection 
whenever  necessary.  There  were  25  un- 
successful lesser  amputations  performed 
prior  to  the  definitive  major  amputation. 
These  include  15  toe,  7 below-knee,  and 
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TABLE  V.  Type  of  amputation  and  mortality  rates 


Type 

Number 

of 

Patients 

Deaths 

Per 

Cent 

Above  knee 

142 

26 

18.3 

Below  knee 

18 

2 

11.1 

Transmetatarsal 

4 

1 

25.0 

Stokes-Gritti 

3 

0 

0 

Disarticulation 
of  hip 

2 

0 

0 

Forequarter  of 
shoulder 

1 

0 

0 

3 foot  amputations.  In  addition  the 
following  procedures  were  carried  out  in  an 
effort  to  avoid  a major  amputation:  (1) 

lumbar  sympathectomy,  19  unilaterally 
and  2 bilaterally,  and  in  6 patients  this 
operation  was  thought  to  be  beneficial; 
(2)  arterial  bypass,  7 patients;  and  (3)  an 
embolectomy  in  1 patient. 

Mortality  and  morbidity  rates 

All  patients  were  seen  preoperatively  by 
a member  of  the  department  of  anesthesia 
and  judged  according  to  the  standard  of 
the  American  Society  of  Anesthesiologists 
as  follows:  93  as  a fair  risk,  the  remainder 
being  distributed  as  good  56,  poor  16,  and 
bad  5.  The  amputations  were  performed 
by  various  members  of  the  general  surgical 
attending  and  senior  resident  staff.  There 
were  142  above-the-knee  amputations  with 
an  associated  mortality  rate  of  18.2  per 
cent.  The  mortality  rate  was  11.1  per 
cent  in  18  cases  with  below-knee  amputa- 
tions and  25  per  cent  for  4 cases  of  trans- 
metatarsal amputations  (Table  V).  In 
most  cases  flaps  were  developed,  and  muscles 
and  fascia  were  reapproximated.  Drains 
were  inserted  or  placed  in  the  wound  in 
50  per  cent  of  the  cases. 

Complications 

Forty- seven  general  and  68  local  com- 
plications were  seen  in  these  170  cases 
(Table  VI).  Seven  patients  required  re- 
operation because  of  a local  complication 
on  the  stump.  However,  all  patients 
were  discharged  alive  and  improved.  The 
over-all  conditions  of  the  extremity  on 
patients  discharged  alive  were  as  follows: 
good  115,  fair  14,  poor  9,  and  bad  3.  There 
were  141  patients  discharged  alive,  and  24 


TABLE  VI.  Complications 


Complications 

Number 

General 

Cardiac 

18 

Coronary  occlusion 

9 

Fibrillation 

3 

Cardiac  failure 

4 

Cardiac  arrest 

2 

Pulmonary  (bronchopneumonia) 

15 

Sepsis 

8 

Embolic  phenomena 

5 

Pulmonary 

3 

Cerebral 

2 

Insulin  shock 

1 

Total 

47  (27.6 
per  cent) 

Local 

Necrotic  flaps 

39 

Delayed  healing 

27 

Hematoma 

2 

Total 

68  (40 
per  cent) 

cases  had  a complication  for  a morbidity 
rate  of  17.2  per  cent. 

The  present  mortality  rate,  which  in- 
cludes all  deaths  which  occurred  during  the 
hospitalization,  was  17.5  per  cent  (29 
deaths).  Coronary  occlusion  and  general 
sepsis  each  accounted  for  17.2  per  cent  of 
the  deaths.  The  specific  causes  of  the 
other  deaths  were:  pulmonary  embolism 

4,  cardiac  failure  3,  pneumonitis  3,  cardiac 
arrest  1,  malignant  nephrosclerosis  1,  and 
local  sepsis  1.  In  23  of  the  29  deaths  a 
complication  developed  for  a morbidity 
rate  of  79.3  per  cent. 

Comment 

The  data  obtained  from  this  study  in  a 
group  of  170  patients  in  a ten-year  ex- 
perience indicated  a low  mortality  rate  as 
compared  with  other  reported  series. 1 ~5 
The  high  incidence  of  extensive  gangrene 
and  infection  in  the  presence  of  severe 
concomitant  diseases,  especially  of  the 
cardiopulmonary  system,  caused  an  in- 
crease in  the  morbidity  and  mortality  rates. 
The  incidence  of  poor  wound  healing  with 
necrotic  flaps  indicates  the  need  for  further 
improvement  in  wound  management.  The 
recent  advances  of  immediate  application 
of  a prosthesis  may  play  a role  in  this  area.6 
Some  surgeons  advocate  routine  utilization 
of  a drain  in  the  stump  for  the  drainage  of 
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any  serosanguineous  material  that  may 
accumulate  despite  the  most  meticulous 
hemostasis.  In  this  series  being  reported, 
50  per  cent  of  the  cases  were  drained,  and 
the  drain  did  not  contribute  to  the  mor- 
tality rate.  It  is  our  belief  that  good  ap- 
proximation of  muscles  and  fascia,  so  as 
not  to  leave  any  dead  space,  is  important 
in  the  prevention  of  local  wound  compli- 
cation. 

Immediate  above-knee  amputation  of  an 
irreversibly  compromised  limb  is  important 
if  lower  mortality  rates  are  to  be  obtained. 
The  amputations  should  be  carried  out 
immediately  in  the  presence  of  advancing 
gangrene,  intractable  pain,  uncontrolled 
infection,  and  malignant  conditions.  A 
delay  may  lead  to  the  deterioration  of  the 
patient.  Lesser  complications  develop  if 
lower  sites  of  amputations  are  first  per- 
formed and  then  an  above-knee  amputation 
is  required.  Diabetes  play  no  role  in 
mortality  rates.  Analysis  showed  that 
coronary  occlusion  was  the  major  cause  of 
death,  followed  by  general  sepsis  and  pul- 
monary embolism.  The  presence  of  arte- 
riosclerotic heart  disease  might  be  expected 
to  reflect  this  complication  of  coronary 
artery  disease.  Pulmonary  embolism 
ranks  as  a major  cause  of  death  in  the 
immediate  postamputation  period  as  re- 
ported by  Dale.1  Our  experience  showed 
13.7  per  cent  of  the  patients  died  of  a pul- 
monary embolism.  The  source  of  emboli 
were  not  apparent  in  many  cases  as  to 
whether  the  clot  originated  in  the  leg, 
pelvis,  or  secondary  to  thrombi  within  the 
heart. 

Lumbar  sympathectomies  were  per- 
formed in  21  cases,  and  6 patients  responded 
well  to  this  procedure  in  terms  of  lower  sites 
of  amputation.  This  procedure  should  be 
approached  with  selectivity,  and  patient 
care  should  be  carefully  individualized. 
The  general  complication  rates  showed  a 
higher  incidence  of  cardiac  complication 
followed  by  embolic  phenomena.  There 
was  a high  incidence  of  wound  complication 
following  amputation  in  the  elderly  pa- 
tients which  may  have  been  caused  by  poor 
vascularity  of  the  tissues  and  infection 
present  in  the  lymphatic  glands.  This 
could  be  prevented  by  sound  surgical 
judgment  in  determining  the  proper  site  of 
amputation  or  in  altering  the  procedure  to 


a higher  amputation  site  if  the  operation 
under  way  shows  that  the  tissues  are  not 
well  oxygenated.  The  clinical  criteria  used 
by  most  surgeons  in  determining  the  level  of 
amputation  in  patients  with  arteriosclerosis 
obliterans  is  the  extent  of  gangrene,  local 
infection,  the  condition  of  the  skin,  the 
presence  of  pain,  and  the  degree  of  arterial 
impairment.  Closure  of  the  skin  edges 
under  tension  is  another  factor  which  con- 
tributes to  local  complications. 

Summary 

Between  the  period  of  1955  to  1965,  170 
cases  of  major  amputations  of  the  extremi- 
ties were  studied  and  analyzed.  The 
over-all  mortality  rate  was  17.5  per  cent. 
The  most  common  complaint  of  the  pa- 
tient was  gangrene,  which  was  the  major 
indication  for  surgery.  Half  of  the  cases 
had  diabetes  mellitus  at  the  time  of  ad- 
mission. This  played  no  role  in  the  inci- 
dence of  local  complication  or  mortality 
rates.  Flaps  were  developed,  muscles  and 
fascia  were  approximated  in  most  cases, 
and  a drain  was  placed  in  the  wound  in 
half  of  the  cases.  Postoperatively,  there 
were  27.6  per  cent  general  complications 
and  40  per  cent  local  complications.  Most 
of  the  general  complications  were  of  cardiac 
origin,  and  the  local  ones  were  secondary 
to  the  flaps. 

There  were  141  patients  discharged 
alive;  24  of  these  patients  developed  a 
complication,  for  a morbidity  rate  of  17.2 
per  cent.  Twenty-nine  patients  died  in 
this  series,  and  in  this  group  23  developed 
a complication  for  a morbidity  rate  of 
79.3  per  cent. 
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T he  changes  that  may  occur  in  ventila- 
tion during  anesthesia  are  of  importance 
from  at  least  four  major  points  of  view: 
(1)  carbon  dioxide  elimination  and  oxygen 
uptake,  (2)  circulatory  homeostasis,  (3) 
uptake  and  elimination  of  volatile  anesthetic 
agents,  and  (4)  the  adequacy  of  postopera- 
tive ventilatory  exchange. 

The  ensuing  discussion  will  deal  mainly 
with  the  first  of  these  considerations, 
namely  carbon  dioxide  excretion  and  oxygen 
uptake. 

During  anesthesia  both  the  efficiency  of 
alveolar-capillary  exchange  and  the  extent 
of  alveolar  ventilation  may  be  altered. 
The  arterial  carbon  dioxide  and  oxygen 
tensions  are  influenced  by  shunting,  in- 
equality of  ventilation-perfusion  ratios, 
and  physiologic  dead  space.1  ~3 

Shunting 

Three  types  of  shunting,  or  venous  ad- 
mixture, are  recognized:  (1)  physiologic 

shunting  through  thebesian  and  bronchial 
vessels,  representing  about  1 to  4 per  cent 
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of  the  cardiac  output;  (2)  anatomic  or 
pathologic  right  to  left  shunts,  such  as 
through  septal  defects;  and  (3)  atelectatic 
shunting  of  blood  through  a totally  under- 
ventilated lung.  Atelectatic  shunting  is 
virtually  absent  in  unanesthetized  normal 
subjects,  but  it  increases  to  10  to  15  per  cent 
of  the  cardiac  output  during  anesthesia. 
Because  oxygen  has  a greater  arteriovenous 
gradient  than  carbon  dioxide,  shunts  have  a 
greater  effect  on  oxygen  tension  than  on 
carbon  dioxide  tension.  The  effect  of 
shunting  on  arterial  oxygen  tension  be- 
comes greater  with  increasing  inspired 
oxygen  tension.  When  100  per  cent  oxygen 
is  inspired,  the  alveolar- arterial  oxygen 
gradient  due  to  shunting  reaches  its  maxi- 
mum. 

Inequality  of  ventilation- 
perfusion  ratios 

Inequality  of  ventilation-perfusion  ratios 
has  a greater  effect  on  arterial  oxygen  than 
on  carbon  dioxide  tension.  This  is  because 
alveoli  with  high  ventilation-perfusion 
ratios  tend  to  compensate  for  the  effect  of 
those  with  low  ventilation  ratios  as  far  as 
carbon  dioxide  excretion  is  concerned.  This 
is  not  the  case  with  oxygen.  When  the 
ventilation-perfusion  ratio  exceeds  unity, 
there  will  be  little  further  improvement 
in  oxygen  uptake.  In  contrast,  low  ven- 
tilation-perfusion ratios  tend  to  reduce 
oxygen  uptake.  This  effect  of  perfusion 
in  excess  of  ventilation  on  arterial  oxygen 
tension  decreases  with  increasing  inspired 
oxygen  tension  because  blood  perfusing 
poorly  ventilated  alveoli  becomes  fully 
saturated. 

Physiologic  dead  space 

Physiologic  dead  space  is  the  portion  of 
inspired  gases  which  does  not  take  part  in 
blood  gas  exchange.  An  increase  in  phys- 
iologic dead  space  increases  the  minute 
volume  necessary  to  achieve  adequate 
alveolar  ventilation.  As  will  be  discussed 
later,  physiologic  dead  space  may  increase 
during  anesthesia. 

Numerous  variables  affect  pulmonary 
ventilation  during  anesthesia  and  hence 
influence  the  alveolar  tensions  of  the 
respiratory  gases  to  which  the  pulmonary 
capillary  circulation  is  exposed. 1,5 
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Pathologic  changes 

Ventilation  may  be  compromised  or 
made  less  efficient  at  the  outset  by  the 
presence  of  pulmonary  or  circulatory  dis- 
eases which  interfere  with  blood  gas  ex- 
change. In  such  circumstances,  increase 
in  airway  resistance,  functional  residual 
capacity,  physiologic  dead  space,  uneven- 
ness of  alveolar  ventilation  and  perfusion, 
and  the  metabolic  requirements  of  ventila- 
tion itself  all  serve  to  reduce  the  efficiency 
of  the  ventilatory  process.  All  of  these 
changes  may  be  found  in  emphysematous 
patients.  In  severe  hemorrhage  physiologic 
dead  space  as  well  as  increased  unevenness 
of  alveolar  ventilation  and  perfusion  are 
present. 6 Other  preanesthetic  factors  which 
influence  ventilation  include  abdominal 
distention  which  may  limit  diaphragmatic 
movements,  “splinting”  due  to  pain,  and 
acid  base  and  metabolic  derangements. 
Metabolic  acidosis  is  associated  with  stimu- 
lation of  the  respiratory  centers.  Meta- 
bolic alkalosis  has  the  opposite  effect. 


changes  that  may  occur  in  ventilation 
during  anesthesia  are  important  from  the 
points  of  view  of  (2)  carbon  dioxide  elimina- 
tion and  oxygen  uptake,  ( 2 ) circulatory  ho- 
meostasis, ( 3 ) uptake  and  elimination  of 
volatile  anesthetic  agents,  and  ( 4 ) the  adequacy 
of  postoperative  ventilatory  exchange.  The 
discussion  deals  primarily  with  carbon  di- 
oxide excretion  and  oxygen  uptake,  and  con- 
siders shunting,  inequality  of  ventilation-per- 
fusion ratios,  physiologic  dead  space,  patho- 
logic changes,  preoperative  medication,  posi- 
tioning, anesthetic  agents,  effects  of  hyper- 
ventilation, and  factors  affecting  arterial  ox- 
ygen tension  during  anesthesia. 


posed  by  surgical  manipulations,  particu- 
larly those  within  the  peritoneal  and  tho- 
racic cavities  to  be  considered. 

To  this  background  of  variables  now 
must  be  superimposed  the  effects  of 
anesthesia,  with  or  without  manual  or 
mechanical  augmentation  of  ventilation. 


Preoperative  medication 

With  regard  to  the  drugs  used  for  pre- 
medication, atropine  decreases  flow  resist- 
ance and  pulmonary  diffusing  capacity, 
slightly  increases  static  compliance,  and 
increases  anatomic  and  physiologic  dead 
space.7  The  increase  of  physiologic  dead 
space  and  fall  in  pulmonary  diffusing  ca- 
pacity caused  by  atropine  may  be  related  to 
relaxation  of  pulmonary  capillaries  and 
diminished  perfusion  of  some  alveoli. 

Positioning 

Position  during  anesthesia  also  affects 
ventilation  and  ventilation-perfusion  ratios. 
In  the  lateral  position,  for  example,  the 
lower  lung  receives  approximately  two 
thirds  of  the  pulmonary  circulation.  This 
is  largely  compensated  for  by  a preferential 
ventilation  of  this  lung.  Certain  positions, 
such  as  lithotomy,  limit  respiratory  ex- 
cursions, decrease  the  chest  wall  component 
of  compliance,  and  affect  the  distribution 
of  inspired  gases  within  the  lungs.  In  this 
position  diaphragmatic  excursions  are  im- 
peded by  the  increased  intra-abdominal 
pressure.  In  addition  to  effects  of  position, 
there  are  the  limitations  to  ventilation  im- 


Anesthetic  agents 

Hypnotics,  narcotics,  and  all  general 
anesthetic  agents  depress  the  respiratory 
center.  This  effect,  which  is  enhanced  by 
hypoxia,  is  associated  with  a decreased 
response  to  carbon  dioxide.  Carbon  diox- 
ide response  curves  can  be  used  for  compar- 
ing the  effect  of  anesthetic  agents  on  the 
respiratory  center.  Interpretation  of  the 
carbon  dioxide  response  curves  is  com- 
plicated by  factors  other  than  the  an- 
esthetic agents  themselves.  High  inspired 
oxygen  tension,  hypoxia,  fever,  acidosis, 
and  increased  catecholamine  concentration 
can  increase  the  responsiveness  of  the 
respiratory  center,  and  these  shift  the 
curve  to  the  left.  Increased  dead  space 
or  airway  obstruction  shift  it  to  the  right. 

The  central  depressant  action  of  an- 
esthetic agents  is  always  modified  to  a 
greater  or  lesser  extent  by  other  responses 
which  are  principally  reflex  in  nature.  Re- 
flex respiratory  effects  may  be  caused  by 
sensitization  of  pulmonary  stretch  recep- 
tors. Stimulation  of  inflation  and  deflation 
reflexes  causes  rapid  shallow  breathing. 
These  reflexes  are  probably  relatively  unim- 
portant in  man  but  are  believed  to  explain 
the  tachypnea  seen  with  trichloroethylene. 
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This  agent  continues  to  stimulate  both  the 
inflation  and  deflation  reflexes  as  anesthesia 
deepens.  Reflex  stimulation  of  respiration 
can  also  be  caused  by  lower  respiratory 
tract  stimulation,  such  as  ether,  or  stimula- 
tion of  extrapulmonary  sensory  receptors. 
These  are  believed  to  be  present  in  muscles 
and  joints  and  have  been  demonstrated  in 
cats  by  the  stimulation  produced  by  injec- 
tion of  a solution  of  ether  in  saline  into  the 
femoral  artery.4  Mobilization  of  epineph- 
rine and  metabolic  acidosis  which  may 
accompany  the  administration  of  anesthetic 
agents  also  increase  ventilation. 

For  any  particular  agent,  the  over-all 
change  in  ventilation  depends  on  the  net 
effect  of  various  factors  mentioned.  In 
terms  of  alveolar  and  arterial  carbon  diox- 
ide tensions,  all  anesthetic  and  narcotic 
agents  studied  except  ether  cause  a rise 
in  the  tension  of  carbon  dioxide  during 
spontaneous  unassisted  ventilation.  The 
degree  of  respiratory  depression  is  pro- 
portional to  the  depth  of  anesthesia.  As 
previously  discussed,  during  anesthesia, 
central  reactivity  to  carbon  dioxide  lessens. 
With  deep  anesthesia,  this  response  may  be 
abolished  completely.  Many  of  the  data 
obtained  on  inhalation  anesthesia  in  man 
have  been  complicated  by  the  previous 
administration  of  barbiturates,  narcotics, 
and  belladonna  derivatives  and  the  effects 
of  posture  and  surgical  manipulations. 

Some  of  the  highest  arterial  carbon  diox- 
ide tensions  have  been  recorded  during 
cyclopropane  anesthesia.  For  example, 
Dripps  and  Severinghaus4  reported  an  arte- 
rial carbon  dioxide  tension  of  120  mm.  Hg 
and  a pH  of  6.99  during  the  administration 
of  this  agent.  With  cyclopropane  there  is 
a progressive  depression  of  tidal  volume 
and  respiratory  rate,  even  more  so  if 
narcotics  are  given  preoperatively.  At 
the  other  extreme,  diethyl  ether,  at  least 
in  light  anesthesia,  is  a respiratory  stimu- 
lant provided  narcotics  are  avoided  in 
the  premedication.  Under  these  cir- 
cumstances, characteristically,  arterial  car- 
bon dioxide  tension  falls.  The  hyper- 
ventilation which  causes  this  effect  is  the 
result  of  stimulation  of  the  lower  respira- 
tory tract,  possibly  stimulation  of  extra- 
pulmonary  receptors,  the  release  of  epineph- 
rine, and  the  development  of  a metabolic 
acidosis. 

Occupying  an  intermediate  position  be- 


tween cyclopropane  and  ether  in  terms  of 
respiratory  effects  are  agents  such  as  tri- 
chloroethylene and  halothane. 

It  is  evident  that  arterial  carbon  dioxide 
tension  can  increase  or  decrease  during 
anesthesia  for  a variety  of  reasons.  Even 
if  arterial  carbon  dioxide  tension  is  normal, 
ventilation  is  not  necessarily  adequate  for 
several  reasons. 

As  a result  of  increased  unevenness  of 
ventilation,  perfusion  ratios,  and  increased 
shunting,  it  is  possible  to  have  a reasonably 
normal  arterial  carbon  dioxide  tension  and 
reduced  arterial  oxygen  tension  unless  a 
sufficiently  high  inspired  oxygen  tension 
is  used.  Farhi  and  Rahn8  measured  the 
effect  of  sudden  changes  in  alveolar  ventila- 
tion on  alveolar  gas  tensions  in  dogs. 
Reduction  in  ventilation  causes  a rapid 
fall  in  oxygen  tension  (half  time  about 
thirty  seconds),  whereas  with  hyperventila- 
tion the  rate  of  depletion  of  carbon  dioxide 
has  a half  time  of  four  minutes.  Retention 
of  carbon  dioxide  during  hypoventilation 
is  much  slower  than  its  rate  of  depletion 
during  hyperventilation.  Frumin,  Epstein, 
and  Cohen9  found  that  the  rate  of  increase 
of  arterial  carbon  dioxide  tension  during 
apneic  oxygenation  averages  3 mm.  Hg  per 
minute. 

It  is  evident  from  these  considerations 
that  arterial  carbon  dioxide  tension  has 
a limited  value  as  an  indicator  of  adequacy 
of  ventilation.  That  hypoxemia  can  occur 
in  the  presence  of  normal  or  near-normal 
carbon  dioxide  tension  is  frequently  over- 
looked. 

Since  hypercarbia  usually  accompanies 
unassisted  ventilation  during  anesthesia, 
it  is  apparent  that  it  may  be  necessary 
to  augment  inadequate  spontaneous  ventila- 
tion. This  raises  several  questions.  What 
are  the  consequences  of  hypercarbia?  Can 
ventilation  be  adequately  assisted,  or 
should  controlled  ventilation  be  resorted 
to? 

If  so,  what,  if  any,  are  the  hazards  of 
controlled  ventilation? 

Draper,  Whitehead,  and  Spencer10  re- 
corded end  respiratory  carbon  dioxide  ten- 
sion of  as  much  as  500  mm.  Hg  after  forty- 
five  minutes  of  apneic  oxygenation  in  dogs 
which  recovered.  Up  to  250  mm.  Hg  arte- 
rial carbon  dioxide  tension  has  been  recorded 
with  apneic  oxygenation  in  man.9  All  these 
are  extreme  situations  well  outside  the 
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degrees  of  hypercarbia  likely  to  occur 
during  anesthesia.  Nevertheless,  hyper- 
carbia can  cause  a variety  of  undesirable 
complications  hi  anesthetized  subjects. 
These  include  hypertension,  tachycardia, 
and  cardiac  arrhythmias  such  as  ventric- 
ular tachycardia,  increased  liberation  of 
catecholamines,  reduction  in  plasma 
volume,  and  electroencephalographic  pat- 
terns similar  to  those  produced  by  deeper 
anesthesia.  Hypercarbia  also  causes  a 
raised  central  venous  and  intracranial 
pressure.  It  has  been  demonstrated  in 
man  that  the  neuromuscular  block  to 
supramaximal  nerve  stimulation  produced 
by  curare  was  prolonged  by  respiratory 
acidosis.11 

To  avoid  these  undesirable  effects  of 
hypercarbia,  assisted  or  controlled  ventila- 
tion is  usually  employed  during  anesthesia. 

It  has  frequently  been  maintained  that 
assisted  ventilation  is  usually  inadequate 
to  bring  the  arterial  carbon  dioxide  tension 
to  a normal  level.  Certainly  this  is  the 
case  in  deep  anesthesia.  Fink  et  al.li 
found  that  suppression  of  diaphragmatic 
electromyographic  activity  could  be  pro- 
duced by  hyperventilation.  Institution  of 
hypoventilation  at  this  point  resulted  in 
return  of  diaphragmatic  electromyographic 
activity  at  elevated  arterial  carbon  dioxide 
tension.  On  the  other  hand,  Utting  and 
Gray13  studied  lightly  anesthetized  hyper- 
ventilated subjects  and  found  that  arterial 
carbon  dioxide  tensions  at  the  time  of 
resumption  of  spontaneous  ventilation  were 
lower  than  those  determined  preoperatively. 
In  a similar  study  in  which  prolonged  hyper- 
ventilation was  employed,  resumption  of 
spontaneous  ventilation  was  observed  at  a 
mean  arterial  carbon  dioxide  tension  of 
26  mm.  Hg.14  Elam,15  using  a technic  of 
maximally  assisted  ventilation,  was  able 
to  achieve  hypocarbia  even  in  patients 
premedicated  with  opiates  and  anesthetized 
with  cyclopropane.  For  this  purpose  a 
ventilator  capable  of  being  adjusted  to 
the  patients’  respiratory  pattern  and  a 
Saturn  valve  which  will  respond  to  tidal 
volume  of  a few  milliliters  must  be  used. 
Instead  of  assisted  ventilation,  controlled 
ventilation  may  be  used.  In  this  case 
carbon  dioxide  tensions  in  the  normal 
range  or  hypocarbia  may  be  produced, 
depending  on  the  degree  of  alveolar  ventila- 
tion achieved. 


Effects  of  hyperventilation 

Moderate  hyperventilation  is  usually 
well  tolerated  and  within  limits  improves 
oxygen  uptake.  Occasionally,  in  patients 
with  respiratory  failure,  hyperventilation 
may  produce  hypoxemia.16  Hypocarbia 
produced  by  hyperventilation  may  have 
several  undesirable  effects.  Cerebral  blood 
flow  decreases  and  may  cause  cerebral 
hypoxia.  In  anesthetized  subjects,  during 
normocarbia  and  with  carbon  dioxide 
tensions  down  to  20  mm.  Hg,  oxygen  and 
glucose  consumption  decreased  25  per  cent, 
but  the  pattern  of  utilization  was  un- 
changed.17 With  carbon  dioxide  tension 
of  less  than  20  mm.  Hg,  decreased  aerobic 
and  increased  anaerobic  glucose  utilization 
occurred,  accompanied  by  mild  reversible 
changes  in  the  electroencephalographic 
pattern.  Hyperventilation  may  also  cause 
hypotension  and  slight  metabolic  acidosis. 
In  hyperventilated  patients,  hypocarbia  is 
an  additional  factor  to  be  considered  in 
the  interpretation  and  treatment  of  post- 
operative apnea. 


Factors  affecting  arterial  oxygen 
tension  during  anesthesia 

In  recent  years  the  availability  of  oxygen 
electrodes  for  clinical  purposes  has  stimu- 
lated interest  in  problems  of  oxygenation 
during  anesthesia  and  postoperatively. 
It  is  a much  more  sensitive  and  meaningful 
determination  than  oxygen  content  in 
most  clinical  situations. 

During  spontaneous  ventilation  in  an- 
esthetized subjects,  three  factors  tend  to 
raise  arterial  oxygen  tension:  an  increased 

tension  of  inspired  oxygen,  reduced  oxygen 
consumption,  and  the  second  gas  effect 
of  nitrous  oxide  when  this  agent  is  used.18 

The  principal  factors  tending  to  lower 
arterial  oxygen  tension  are  underventila- 
tion, increased  dead  space,  increased  shunt- 
ing, and  inequality  of  ventilation- perfusion 
ratios. 

A moderate  increase  in  physiologic 
dead  space  occurs  during  anesthesia  with 
both  spontaneous  ventilation  and  controlled 
hyperventilation.  Bendixen,  Hedley- 
Whyte,  and  Laver19  reported  that  phys- 
iologic dead  space  which  initially  averaged 
26  per  cent  of  the  expired  tidal  volume 
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increased  to  33  per  cent  during  anesthesia. 
Shunting  or  venous  admixture  increased 
the  alveolar-arterial  oxygen  tension  gra- 
dient, particularly  during  inspiration  of 
high  oxygen  concentrations.  In  conscious 
subjects  shunt  represents  up  to  4 per  cent 
of  pulmonary  blood  flow,  whereas  typically 
during  anesthesia,  shunting  is  increased 
about  10  to  15  per  cent. 

At  lower  alveolar  oxygen  tensions,  in- 
equality of  ventilation-perfusion  ratios 
is  of  more  importance  than  shunt  in  deter- 
mining alveolar-arterial  oxygen  tension 
differences.  The  contribution  of  shunt 
and  inequality  of  ventilation  and  perfusion 
to  this  difference  can  be  calculated  by 
observing  the  effect  of  changing  the  inspired 
oxygen  tension  on  alveolar-arterial  oxygen 
difference.  During  anesthesia  with  both 
spontaneous  and  controlled  ventilation, 
there  are  marked  differences  between 
alveolar-arterial  oxygen  tension  gradients, 
and  generally  the  gradients  increase  with 
increasing  inspired  oxygen  tension.  It  has 
been  suggested  that  during  anesthesia 
the  absence  of  periodic  deep  breaths  may 
lead  to  progressive  atelectasis  with  in- 
creased shunting  and  decreased  pulmonary 
compliance  and  that  these  changes  are 
reversible  by  hyperinflation  of  the  lungs.19 

It  is  possible  to  calculate  with  reasonable 
accuracy  the  inspired  oxygen  tension  neces- 
sary to  produce  an  arterial  oxygen  tension 
of  at  least  100  mm.  Hg  at  various  minute 
volumes  in  the  majority  of  anesthetized 
patients.20’21  This  analysis  must  take 
into  consideration  assumed  oxygen  con- 
sumption, physiologic  dead  space,  observed 
arterial  oxygen,  and  alveolar-arterial  ox- 
ygen tension  gradients.  A slide  rule  which 
simplifies  the  prediction  of  arterial  carbon 
dioxide  and  oxygen  tension  has  been  devised 
by  Nunn.22  During  controlled  ventilation 
the  required  inspired  oxygen  tensions  are 
similar  to  those  necessary  during  spon- 
taneous ventilation.  In  general,  at  least 
30  per  cent  oxygen  is  necessary,  and  even 


higher  concentrations  would  be  needed 
to  have  a reserve. 
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T he  electromotive  forces  of  the  heart 
cause  electric  current  to  flow  within  the 
body.  This  electric  current  flow  produces 
a magnetic  field  which  extends  beyond  the 
boundaries  of  the  body.1  For  the  case 
where  a single  dipole  layer  is  taken  as 
equivalent  to  the  heart’s  electromotive 
forces  as  shown  in  Figure  1,  the  current 
will  flow  from  the  positive  side  of  the 
dipole  layer  through  the  conducting  tissues 
of  the  body  and  back  to  the  negative  side 
of  the  dipole  layer.  This  current  flow  will 
produce  a magnetic  flux  which  leaves  the 
chest  front  on  the  right  side  of  the  heart, 
circles  around  in  front  of  the  chest,  and 
returns  back  into  the  chest  on  the  left  side 
of  the  heart.  A record  of  this  magnetic 
flux  will  be  at  least  grossly  similar  to  the 
usual  electrocardiogram  since  the  genesis 
for  both  is  the  electromotive  surfaces  of  the 
heart. 

Description 

The  device  used  to  detect  this  magnetic 
flux  consists  of  two  ferrite  rods,  each  30 
cm.  long  and  each  capped  on  both  ends 
with  a ferrite  disk  6 cm.  in  diameter  (Fig. 
2).  The  flux  leaving  the  right  side  of  the 
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MAGNETIC  FLUX 

FIGURE  1.  Highly  idealized  portrayals  of  current 
flow  and  magnetic  flux  from  dipolar  electromotive 
surface. 

chest  is  gathered  up  by  the  disk  located 
just  above  the  chest  wall,  is  conducted 
through  the  ferrite  rod,  and  emanates  from 
the  disk  remote  from  the  chest.  It  re- 
enters the  remote  disk  of  the  second  ferrite 
rod,  is  channeled  down  through  this 
second  rod,  and  re-enters  the  chest  on  the 
left  side  of  the  heart.  Around  each  of  the 
ferrite  rods  is  wound  a coil  of  copper  wire. 
The  flux  through  each  rod  produces  in  its 
corresponding  coil  a voltage  which  is 
proportional  to  the  rate  change  of  the  flux 
through  the  rod.  The  two  coil  windings 
are  interconnected  in  such  a manner  that 
the  voltages  induced  in  each  add  when  the 
fluxes  through  the  rods  are  in  opposite 
directions.  The  total  voltage  developed 
across  the  two  windings  is  then  amplified 
and  recorded  on  a direct  writer.  The 
resulting  wave  form  will  look  like  the 
derivative  of  the  electrocardiogram  since 
the  voltage  induced  in  the  windings  is 
proportional  to  the  rate  change  of  the 
magnetic  flux.  If  integrated  prior  to 
recording,  the  signal  will  look  much  like 
the  regular  electrocardiogram.  Figure  3 
shows  an  integrated  magnetocardiogram. 
The  strength  of  the  magnetic  field  on  the 
chest  surface  at  the  peak  of  the  QRS  is 
approximately  70  micro-microwebers  per 
square  meter.  This  is  less  than  Vi. 000,000 
of  the  strength  of  the  earth’s  magnetic 
field,  and  the  base  line  noise  in  the  record  is 
equivalent  to  about  V3o,ooo,ooo  of  the  earth’s 
field.  This  report  describes  some  of  the 
design  aspects  of  the  instrument  which 
have  made  it  possible  to  measure  such 
extremely  minute  fields,  and  to  be  able  to  do 
so  in  a laboratory  which  is  in  close  proxim- 
ity to  numerous  devices  producing  strong 
interfering  magnetic  fields. 
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NORMAL  COMPONENT 
OF  MAGNETIC  FlELO 


FIGURE  3.  Magnetocardiographic  record. 

FIGURE  2.  Detection  of  heart’s  magnetic  field. 


Material  and  methods 

Some  of  the  noise  evident  in  the  record 
is  produced  in  the  detecting  apparatus 
itself.  The  principal  source  of  this  is  the 
thermal  noise  associated  with  the  winding 
resistance  of  the  pickup  coils.  The  ratio 
of  the  signal  output  of  the  pickup  units  to 
the  thermal  noise  output  of  the  pickup 
units  depends  primarily  on  the  physical 
dimensions  of  the  pickups. 2 In  particular, 
the  signal-to-noise  ratio  can  be  shown  to 
be  proportional  to  the  square  root  of  the 
length  of  a pickup  unit,  and  it  is  for  this 
reason  that  the  pickup  units  are  not  very 
compact. 

If  the  signal  developed  by  the  pickup 
coils  is  to  be  fed  directly  to  the  input  stage 
of  an  amplifier,  it  must  be  of  sufficiently 
high  voltage  that  the  amplifier  noise  is  not 
a limiting  factor.  More  exactly,  the 
thermal  noise  voltage  generated  in  the  coil 
must  be  sufficiently  high  compared  to  the 
noise  generated  within  the  amplifier  that 
the  latter  can  be  neglected.  For  an 
amplifier  with  an  input  noise  level  of  half 
a microvolt  over  the  electrocardiographic 
frequency  range  of  0.1  cycle  per  second  to 
45  cycles  per  second,  this  requires  that  the 
number  of  turns  on  each  pickup  coil  be 
approximately  2 million.  Our  first  pickup 
coils  were  wound  with  this  large  number  of 
turns.  However,  for  reasons  to  be  dis- 
cussed shortly,  this  approach  was  aban- 
doned in  favor  of  coils  wound  with  heavier 
wire  and  only  5,000  turns.  The  signal 
output  from  these  coils  is  boosted  by  a 
transformer  of  special  design  and  then  fed 
to  the  amplifier.  The  design  of  a trans- 
former which  did  not  add  appreciable 


thermal  noise  of  its  own  required  that  the 
ratio  of  the  transformer^primary  inductance 
to  the  transformer  primary  and  reflected 
secondary  resistances  be  on  the  order  of 
5 to  1.  Such  a transformer,  when  driven 
with  a voltage  source,  would  have  a low 
frequency  response  extending  down  to 
0.01  cycle  per  second.  It  was  possible  to 
build  the  required  transformer  by  employ- 
ing a massive  metal  core  and  designing  for 
optimum  use  of  the  winding  space. 

The  voltage  produced  at  the  output  of 
the  transformer  due  to  the  magnetic  flux 
of  the  heart  is  on  the  order  of  30  micro- 
volts. The  voltage  ouput  thermally  gener- 
ated in  the  coils  and  transformer  is  1 
microvolt  root  mean  square,  thus  giving  a 
peak  signal  to  root  mean  square  noise 
ratio  of  30  to  1.  This  signal-to-noise  ratio 
is  sufficient  for  preliminary  studies,  but 
we  are  hoping  to  improve  it  by  another 
factor  of  3 to  produce  magnetocardiograms 
which  approach  the  cleanliness  of  electro- 
cardiograms. We  plan  to  try  the  use  of 
larger  end  disks  which  will  increase  the 
signal,  the  use  of  a shorting  bar  across  the 
two  remote  disks  which  will  double  the 
signal  but  at  the  same  time  increase  the 
interference  problem,  and  possibly  to  cool 
the  coils  to  a lower  temperature. 

In  a laboratory  or  clinic  one  can  expect 
to  encounter  interfering  magnetic  fields 
which  are  on  the  order  of  100  to  1,000  times 
the  magnetic  equivalent  of  the  internal 
thermally  generated  noise.  The  most 
troublesome  interfering  fields  have  been 
found  to  be  caused  by  the  rotating  arma- 
tures of  electric  motors.  Motors  rotating 
at  1,800  revolutions  per  minute  produce  an 
interference  field  at  20  cycles  per  second, 
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UNIFORM 


FIGURE  4.  (A)  Two  properly  aligned  coils  will  give  no  output  for  uniform  magnetic  field.  (B)  One  type  of 
misalignment.  Horizontal  interfering  field  will  cause  net  output. 


and  motors  rotating  at  3,600  revolutions 
per  minute  produce  an  interference  field  at 
30  cycles  per  second.  These  are  important 
electrocardiographic  frequencies  and  can- 
not be  filtered  out.  The  amplifier  does 
contain  a high  attenuation  60-cycle  filter 
so  that  the  extremely  strong  interfering 
fields  which  exist  at  this  power  line  fre- 
quency do  not  appear  in  the  final  record. 
Other  sources  of  interference  are  moving  or 
vibrating  structures  containing  ferrous 
material  and  magnetic  fields  whose  sources 
are  eddy  currents  flowing  in  metal  beams 
and  pipes.  The  primary  field  inducing 
these  eddy  currents  is  again  caused  by  the 
rotating  armatures  of  the  motors.  A 
magnetically  shielded  room  capable  of 
attenuating  the  interfering  fields  the  re- 
quired degree  would  be  exceedingly  ex- 
pensive and  prohibit  possible  future  clinical 
use.  For  this  reason  we  have  sought  to 
reduce  the  effect  of  interference  by  the  use 
of  cancellation  technics. 


In  picking  up  the  magnetic  field  from 
the  heart,  the  windings  of  the  2 pickup 
units  were  connected  together  in  such  a 
way  that  the  voltages  induced  in  the  2 
windings  add  when  the  fluxes  through  the 
cores  are  oppositely  directed.  A source  of 
interference  somewhat  remote  from  the 
coils  will  produce  fluxes  through  the  cores 
directed  in  the  same  direction,  and  hence, 
for  the  interference  source  the  output  volt- 
ages of  the  2 coils  will  tend  to  buck  each 
other  with  little  resultant  output  to  the 
transformer.  In  fact,  if  one  could  consider 
the  interference  field  to  be  completely 
uniform,  there  would  be  no  output  from  the 
coil  pair,  provided  they  were  properly 
balanced  and  aligned.  To  see  this  the 
uniform  field  can  be  resolved  into  2 com- 
ponents, one  along  the  direction  of  the  coil 
axis  and  the  other  perpendicular  to  it 
(Fig.  4).  The  first  component  will  pro- 
duce a large  voltage  in  each  of  the  2 coils. 
If  the  gains  of  the  2 coils,  that  is, 
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the  voltage  out  to  flux  through  the  core, 
are  made  exactly  equal,  then,  because  the 
windings  are  oppositely  connected,  the 
voltages  will  cancel  exactly,  giving  zero 
output.  The  second  component  of  the  flux 
will  produce  no  output  in  either  coil.  It  is 
necessary  that  the  2 coils  be  aligned  so  that 
both  are  perpendicular  to  the  horizontal 
component  of  the  flux  at  the  same  time. 
If  not,  a voltage  will  be  induced  in  one  of 
the  coils,  while  the  voltage  induced  in  the 
other  coil  is  zero,  and  the  net  output  will 
not  be  zero. 

To  reduce  the  output  due  to  the  vertical 
component  of  the  interference  flux  suffi- 
ciently, it  is  necessary  that  the  gains  of  the 
2 coils  be  made  quite  equal,  preferably 
better  than  one  part  in  3,000.  These 
gains,  furthermore,  must  be  equal  (am- 
plitude and  phase)  for  all  frequencies  in  the 
0.1  cycle  to  45  cycles  per  second  range. 
It  was  this  requirement  that  led  to  the 
abandonment  of  the  2 million  turn  coils 
and  the  use  of  the  5,000  turn  coils  with  a 
transformer.  The  inductance  of  the  2 
million  turn  coils  was  a half  million  henrys. 
This  high  value  of  inductance  resonated 
with  the  winding  capacitances  which  were 
on  the  order  of  80  micro -microfarads  at  a 
frequency  of  25  cycles  per  second.  Since 
the  frequency  responses  of  these  coils 
depended  on  rather  uncontrollable  winding 
capacitances  and  stray  capacitances,  it  was 
impossible  to  make  2 coils  which  would 
track  each  other  to  better  than  one  part  in 
several  hundred.  The  new  5,000  turn 
coils  have  an  inductance  of  only  10  henrys 
and  resonate  with  their  winding  capacitance 
at  about  6,000  cycles  per  second.  The 
coils  track  each  other  to  the  required  degree 
over  the  electrocardiographic  band  width 
without  any  adjustment  other  than  a 
slight  change  in  the  gain  factor.  This  was 
accomplished  by  winding  the  last  layer  of 
the  winding  outside  the  casing  so  that  it 
could  be  tapped  off  on  any  turn. 

It  is  not  sufficient  to  cancel  only  the 
uniform  component  of  the  interfering 
magnetic  fields.  It  is  also  necessary  to 
cancel  higher  order  moments  of  these  fields. 
Any  single  interfering  magnetic  source  a 
distance  R away  may  be  characterized  as  a 
magnetic  dipole  at  a distance  R and  with 
some  angular  orientation.  If  the  inter- 
fering source  is  a motor,  the  angular  orienta- 
tion will  vary  each  time  the  armature  makes 


h 20  CM -+-20  CM  + 20  CM  H 

FIGURE  5.  Four-coil  arrangement  used  to  sup- 
press interference. 

one  revolution.  The  total  interference 
field  is  the  sum  of  numerous  interference 
fields  of  this  type.  What  is  required,  then, 
is  a coil  configuration  whose  response  to  an 
arbitrarily  oriented  dipole  a distance  R 
away  drops  off  very  rapidly  with  the  dis- 
tance R.  This  can  be  achieved  by  adding 
to  the  2 original  pickup  coils  2 new  pickup 
coils  as  shown  in  Figure  5.  These  two 
outside  coils  are  sufficiently  remote  from 
the  subject’s  heart  that  they  will  not  pick 
up  the  magnetocardiogram.  The  gain  of 
the  outside  coils  is  only  one-third  the  gain  of 
the  inside  coils;  they  are  wound  with  only 
one-third  the  number  of  turns  of  wire  as 
are  the  inside  coils,  and  hence  add  little 
to  the  thermally  generated  noise.  This 
arrangement  of  4 coils,  if  properly  aligned, 
is  capable  of  being  insensitive  not  only  to 
the  uniform  component,  but  also  to  the 
gradient  or  first  derivative  of  the  inter- 
fering field  and  to  the  second  derivative  of 
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TWO  COILS  RELATIVE  GAIN  = I 


FOUR  COILS  RELATIVE  GAIN  = I 

FIGURE6.  Records  taken  with  one  coil,  two  coils,  and  four  coils  to  illustrate  magnitude  of  interference  rejec- 
tion achieved. 
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the  interfering  field.  As  a result,  the 
sensitivity  of  the  4-coil  arrangement  drops 
off  as  the  sixth  power  of  the  distance  be- 
tween the  pickup  assembly  and  an  inter- 
fering magnetic  source,  whereas  the  sen- 
sitivity of  the  2-pickup  system  drops  off 
only  as  the  fourth  power  of  this  distance,  and 
sensitivity  of  a single  pickup  unit  drops 
off  as  the  third  power  of  this  distance. 
For  our  present  pickup  assembly  this 
means  that,  for  an  interfering  motor 
10  M.  away,  if  the  voltage  induced  in  one 
of  the  pickup  coils  is  taken  to  be  one  volt, 
then  use  of  2 pickup  coils  reduces  this 
voltage  to  0.06  volt  and  the  use  of  4 pickup 
coils  reduces  this  voltage  to  0.00016  volt. 
This  degree  of  immunity  to  interfering 
sources  has  made  it  possible  for  us  to 
take  magnetocardiograms  in  a laboratory 
which  is  located  in  close  proximity  to 
other  laboratories  which  are  infested  with 
interference-producing  electric  motors. 
Again  the  implementation  of  this  4-coil 
cancellation  arrangement  requires  quite 
precise  adjustments  of  the  gains  and 
magnetic  parallelism  of  the  individual 
coils.  There  are  essentially  14  different 
adjustments  which  must  be  correctly 
made.  Procedures  and  methods  to  align 
the  coils  within  one  part  in  several  thousand 
have  been  worked  out,  and  we  are  still 
attempting  to  further  refine  these  pro- 
cedures. 

Figure  6 portrays  the  magnitude  of 
interference  suppression  which  is  required 
to  take  magnetocardiograms.  The  top 
record  shows  the  interference  picked  up 
by  one  coil  alone.  The  middle  record, 
which  is  taken  at  a gain  of  100  higher  than 
the  first,  is  the  interference  picked  up  by 
the  2 inner  coils  along  with  a magneto- 
cardiogram picked  up  by  these  2 coils. 
Note  that  the  magnetocardiogram  is  barely 
discernible.  The  bottom  record  shows 
the  result  of  using  the  4 coils.  The  re- 
maining noise  is  caused  both  by  the  inter- 
nal thermally  generated  noise  and  by  some 
still  uncanceled  interference. 

We  are  presently  working  to  reduce  both 
of  these  sources  of  noise  by  another  factor 
of  3. 


Conclusion 

Our  development  of  magnetocardiog- 
raphy has  had  two  major  goals.  The 
first  is  the  development  of  an  instrument 
capable  of  taking  records  similar  to  leads  I 
and  aVf  with  no  electrodes  attached  to  the 
subject  and  with  no  need  for  the  subject 
to  disrobe.  It  is  conceivable  that  the 
total  time  required  to  take  such  a record 
will  be  well  under  one  minute,  thus  possibly 
providing  a means  for  obtaining  records  at 
a cost  which  makes  mass  screening  practi- 
cal. Second,  magnetic  detection  with  a 
somewhat  different  coil  arrangement  offers 
a means  of  detecting  types  of  electrical 
activity  of  the  heart  which  are  silent  in  the 
ordinary  electrocardiogram.  This  is  based 
on  the  fact  that  a unique  type  of  lead 
field  is  associated  with  magnetic  pickup,  a 
“vortex”  lead  field  which  consists  of  closed 
lines  of  flow  forming  a pattern  of  more  or 
less  concentric  circles.3  The  vortex  lead 
field  should  give  results  quite  different 
from  those  of  ordinary  electrocardiographic 
leads.  The  low  resistance  of  the  blood 
within  the  ventricles  tends  to  bend  an 
electrocardiographic  lead  field  such  that  it 
emphasizes  the  radial  components  of  the 
electromotive  surface  at  the  expense  of 
the  tangential  components.  The  tangen- 
tial components  will  be  emphasized  with  a 
vortex  lead  field.  It  can  also  be  expected 
that  as  a result  of  the  low  resistance  of  the 
heart  muscle  and  blood  compared  to  the 
surrounding  lung,  the  vortex  lead  field  will 
tend  to  center  itself  in  the  heart  even  if  the 
magnetic  pickup  coils  are  not  well  aligned 
with  respect  to  the  heart.  Thus,  as  a 
means  of  measuring  nondipolar  com- 
ponents of  the  heart’s  electromotive  forces, 
it  should  prove  more  stable  than  nondi- 
polar electrode  arrangements. 
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Central  Venous  Pressure 
in  Cardiac  Surgery 


the  measurement  of  venous  pressure  is  a 
diagnostic  and  therapeutic  aid  in  medicine 
and  surgery.  A patient  will  not  survive  with- 
out an  adequately  maintained  arterial  blood 
pressure,  regardless  of  the  venous  pressure 
level.  Some  common  problems  encountered 
during  anesthesia  for  cardiac  surgery  that  are 
related  to  venous  pressure  include  cardiac  fail- 
ure, pericardial  constriction,  diffuse  arteriolar 
constriction,  and  peripheral  circulatory  fail- 
ure. The  effect  of  therapy  can  be  determined, 
and  individual  readings  are  not  as  important 
as  serial  measurements.  Frequent  observa- 
tions on  arterial  pressure,  pulse,  urinary  out- 
put, and  so  on,  in  conjunction  with  the  mon- 
itoring, provide  a more  accurate  diagnosis  of 
the  state  of  the  circulatory  system. 
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Although  the  initial  concept  and  de- 
scription of  venous  pressure  was  made  by 
Stephen  Hales1  in  1773,  the  clinical  adoption 
of  this  index  lay  dormant  until  the  impetus 
for  further  investigation  was  launched  by 
the  publications  of  Cournand  and  Ranges2 
in  1941.  Since  this  monumental  and 
critical  description,  the  measurement  of 
venous  pressure  has  been  observed  with 
ever-increasing  frequency  as  a diagnostic 
and  therapeutic  aid  in  medicine  and  sur- 
gery. This  impetus  has  been  enhanced 
further  by  the  availability  of  disposable 
venous  pressure  monitoring  devices  and 
long  wide-bore  intravenous  catheters. 

The  most  accurate  determinations  of 
venous  pressure  can  be  obtained  when  the 
tip  of  the  indwelling  catheter  is  in  the  right 
atrium  or  in  the  immediately  adjacent  por- 
tions of  the  superior  or  inferior  vena  cava. 
There  appears  to  be  no  significant  differ- 
ence in  the  pressure  levels  at  these  sites  pro- 
vided there  is  no  anomalous  venous  drain- 
age. The  readings  are  not  influenced  by 
venous  valves,  venospasm,  phlebitis,  vein 
tortuosity,  vein  distensibility,  nor  position 
or  compression  of  an  extremity. 


Although  many  entry  sites  for  the  intro- 
duction of  the  indwelling  catheter  have 
been  described,  we  favor  the  cannulation  of 
the  superior  vena  cava  or  the  right  atrium 
through  a percutaneous  puncture  of  the 
antecubital  median  basilica  vein  or  the 
right  external  jugular  vein.  These  veins 
are  accessible,  have  a low  failure  rate,  a 
high  degree  of  accuracy,  and  carry  the  least 
risk  of  complications. 

The  normal  central  venous  pressure 
taken  at  the  level  of  the  right  atrium  is 
5 to  15  cm.  of  water  and  is  not  considered 
acceptable  unless  the  fluid  level  fluctuates 
with  respiration — 0.5  to  1 cm.  of  water. 
Because  controlled  respiration  is  necessary 
during  chest  surgery,  the  venous  pressure 
may  rise  5 to  10  cm.  of  water  at  the  onset  of 
intermittent  positive  pressure  breathing. 
It  then  settles  to  almost  the  base  line  after 
the  chest  is  opened.  There  is  a secondary 
rise  at  the  closing  of  the  chest  when  the 
lungs  are  expanded  and  a return  to  the  base 
line  with  the  commencement  of  spontane- 
ous respiration. 

It  should  be  emphasized  that  a patient 
will  not  survive  without  an  adequately 
maintained  arterial  blood  pressure,  regard- 
less of  the  venous  pressure  level.  There 
are  three  hemodynamic  abnormalities  re- 
lated to  the  three  major  factors  contribut- 
ing to  the  creation  of  venous  pressure;  myo- 
cardial abnormalities  resulting  in  cardiac 
deficit,  blood  volume  abnormalities  present- 
ing a volume  deficit,  and  peripheral  circula- 
tory failure  creating  peripheral  pooling  of 
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blood  or  a relative  volume  deficit.  All 
three  abnormalities  present  inadequate 
tissue  perfusion  as  a common  denominator. 

Problems  encountered 

Some  of  the  most  common  problems  en- 
countered during  anesthesia  for  cardiac 
surgery  with  relationship  to  venous  pres- 
sure are  as  follows. 

Cardiac  failure.  Cardiac  failure  may 
occur  at  any  time  prior  to  anesthetic  induc- 
tion when  the  heart  is  depressed  by  prean- 
esthetic medication;  during  induction  when 
it  is  depressed  by  a barbiturate;  during 
maintenance  when  it  is  influenced  by 
a myocardial  depressant  anesthetic;  im- 
mediately following  the  bypass  period  dur- 
ing which  the  heart  has  sustained  some  hy- 
poxia and  mechanical  detriment;  or  during 
the  closure  of  the  chest  and  the  immediate 
postoperative  period  when  there  are  greater 
cardiac  demands  because  of  hemodynamic 
restabilization.  Severely  reduced  myocar- 
dial contractility  may  occur  during  any  of 
these  phases  as  a result  of  hypoxia,  elec- 
trolyte imbalance,  and  acidosis. 

Cardiac  failure  with  a rise  in  central 
venous  pressure  may  be  precipitated  by: 

Blood-flow  obstruction  as  encountered 
with  increased  pulmonary  resistance. 
Post-pump,  or  postoperatively,  many  pa- 
tients develop  increased  pulmonary  vas- 
cular resistance.  This  is  particularly  more 
common  in  those  having  pre-existing  pul- 
monary hypertension,  prolonged  pump 
runs,  pneumothorax,  hemothorax,  pul- 
monary sequestration  of  blood,  and/or 
atelectasis.  Such  added  stress  to  a myo- 
cardium with  a low  reserve  may  result  in 
cardiac  failure.  Tracheostomy  and  mild 
intermittent  positive  pressure  breathing 
reduces  some  of  the  pulmonary  vascular 
resistance  and  increases  the  cardiac  output 
during  this  critical  period. 

Changes  in  heart  rate  and  rhythm.  Some 
abnormalities  in  heart  rate,  such  as  ven- 
tricular tachycardia  or  atrial  flutter  without 
atrial  ventricular  block  interfere  with  car- 
diac filling.  There  is  a decreased  cardiac 
output  and  an  increased  venous  pressure. 
Therapy  which  slows  the  rate  also  improves 
the  cardiac  output  and  lowers  the  venous 
pressure. 

Failure  of  the  myocardium  as  a result  of 
poor  perfusion  of  the  coronary  arteries  or 


other  problems  related  to  decreased  myo- 
cardial energy.  There  is  an  increase  in 
central  venous  pressure  and  tachycardia 
associated  with  a decrease  in  pulse  pressure 
and  hypotension,  pulmonary  secretions 
(first  white,  then  foamy  pink,  and  finally 
red),  a decreased  compliance,  and  changes 
in  breath  sounds.  There  have  been  occa- 
sions where  the  pulmonary  secretions  have 
been  so  copious  as  to  spout  from  the  endo- 
tracheal tube.  In  one  instance,  the  volume 
of  secretions  was  measured  to  be  2,800  ml. 
An  unexpected  marked  slowing  of  the  intra- 
venous infusion  may  be  an  indication  of  the 
onset  of  cardiac  failure. 

Pericardial  constriction.  With  the 
development  of  hemopericardium,  the  walls 
of  the  pericardium  imprison  the  heart 
preventing  dilatation  during  diastole.  At 
the  end  of  diastole,  increased  venous  pres- 
sure in  the  central  venous  area  occurs. 
The  diagnostic  physical  signs  include 
cyanosis  of  the  face,  prominence  of  the 
jugular  veins,  tachycardia,  pulsus  para- 
doxus, increased  area  of  cardiac  dullness, 
diminished  heart  sounds,  systolic  retraction 
at  the  apex,  and  systolic  depression  of  the 
lateroposterior  region  of  the  left  thorax 
(Broadbent’s  sign).  There  is  a decreased 
cardiac  output,  a low-voltage  electro- 
cardiogram, and  a “water  bottle”  shaped- 
heart  shadow  on  x-ray  film  of  the  chest. 
The  arterial  and  pulse  pressures  are  low  and 
the  venous  pressure  may  rise  from  30  to  40 
cm.  of  water.  Pericardial  constriction 
may  occur  shortly  after  the  chest  is  closed. 

A constricting  pericardium  should  be 
considered  particularly  if  the  pericardium 
was  significantly  closed  following  the  cardi- 
otomy  and  the  closing  of  the  heart  and 
chest  was  more  sanguineous  than  usual. 
One  way  to  differentiate  between  myo- 
cardial failure  and  pericardial  constriction 
is  to  give  digitalis.  This  drug  will  improve 
the  low  cardiac  output  of  myocardial 
failure  but  not  the  cardiac  output  when  the 
pericardium  is  constricting. 

Other  conditions  must  be  differentiated 
from  a constricting  pericardium,  such  as 
tricuspid  and  mitral  stenosis  and  developing 
cor  pulmonale. 

Diffuse  arteriolar  constriction. 
Diffuse  arteriolar  constriction  occurs  when 
cool  priming  solution  is  rapidly  introduced 
into  the  patient’s  circulation  at  the  onset  of 
bypass.  A massive  arteriolar  constriction 
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with  venous  pooling  results  in  a perilous 
situation.  The  pump  outflow  tract  is 
virtually  blocked.  In  addition  there  is  no 
venous  return.  The  arterial  pressure  rises 
sharply  and  the  venous  pressure  drops  to 
zero.  This  catastrophe  is  prevented  by 
warming  the  priming  solution  and  by  start- 
ing the  bypass  slowly,  gradually  increasing 
the  output  to  the  flow  rate  necessary  to 
sustain  the  patient’s  arterial  blood  pressure. 

Shock.  Shock  is  primarily  a failure  of 
blood  flow  and  not  of  blood  pressure.  A 
useful  maxim  for  treating  shock  following 
bypass  is  to  transfuse  the  patient  until 
either  the  arterial  blood  pressure  or  the 
central  venous  pressure  rises.  If  the 
arterial  blood  pressure  returns  to  normal 
first,  a volume  deficit  probably  existed;  if 
the  central  venous  pressure  rises  first, 
a cardiac  deficit  predominated.  Myocar- 
dial failure  occurs  during  operations  where 
myocardial  contractility  is  decreased  or 
where  there  is  a mechanical  interference 
with  cardiac  performance,  as  in  aortic 
insufficiency,  or  venous  return,  as  in  supe- 
rior vena  caval  compression,  arrhythmias, 
and  excessive  depth  of  anesthesia.  A vaso- 
pressor administered  for  hypotension  fre- 
quently produces  a misleading  rise  in 
venous  pressure. 

When  the  chest  is  open  and  there  is  some 
question  as  to  whether  or  not  a decrease  in 
blood  pressure  is  a cardiac  or  volume  deficit, 
the  surgeon  can  inspect  or  palpate  the 
heart  and  aorta.  He  is  able  to  determine 
the  cause  so  that  proper  therapy  can  be 
started  immediately. 

A low  central  venous  pressure  resulting 
from  active  overt  blood  loss  is  raised  by 
adequate  blood  replacement.  However, 
concealed  loss  of  blood  is  a more  difficult 
problem.  In  a 70-Kg.  adult,  a deficiency  of 
from  2,000  to  2,500  ml.  may  be  associated 
with  relatively  minor  changes  in  vital  signs 
because  the  peripheral  vascular  bed,  par- 
ticularly venous,  has  a great  capacity  to 
compensate  for  large-volume  losses  by 
contracting.  Such  a patient  is  in  a pre- 
cariously compensated  state.  The  slight- 
est degree  of  added  stress  may  suffice  to 
produce  decompensation  and  hypotension. 
Again,  because  of  the  adaptability  of  the 
venous  system,  the  administration  of  a large 
volume  of  blood  may  have  little  effect  on 
the  vital  signs.  Unrecognized  volume  defi- 
cit with  metabolic  acidosis  is  common  dur- 


ing and  after  open-heart  surgery.  There 
may  be  ecchymoses  at  the  surgical  site, 
accumulation  of  blood  in  the  pleural  or 
mediastinal  cavities,  or  even  a ruptured 
spleen.  Sequestration  of  blood  into  the 
extravascular  and  interstitial  spaces  can  be 
extensive,  particularly  when  several  capil- 
laries and  venules  do  not  resume  normal 
flow  because  of  prior  reduction  in  circu- 
lating blood  volume.  In  these  situations, 
proper  transfusion  may  be  enough  to  re- 
store flow  and  stop  the  sequestration. 

The  central  venous  pressure  apparatus 
permits  rapid  transfusion  and  liquid  in- 
fusion and  is  a reliable  guide  to  the  “ef- 
fective” blood  volume.  The  effective  blood 
volume — that  volume  which  is  necessary  to 
restore  arterial  blood  pressure,  urinary 
output,  and  decrease  blood  lactate  and 
base  deficit  levels — is  used  because  it  is 
a more  accurate  guide  to  the  functional 
volume  and  usually  exceeds  the  measured 
blood  volume  as  determined  by  isotopic 
studies.  Determination  of  circulating 
blood  volume  during  active  bleeding  with 
replacement  therapy  proceeding  apace  is  an 
inaccurate  measurement  and  guide. 

Then  there  is  shock  with  massive  vaso- 
constriction which  shifts  a large  volume  of 
blood  centrally  to  cause  pulmonary  con- 
gestion and  cardiac  overload  with  decreased 
tissue  perfusion  and  progressive  acidosis. 
A persistently  elevated  venous  pressure, 
a low  pulse  pressure,  an  almost  impercep- 
tible peripheral  pulse,  and  cold  cyanotic  or 
pale  peripheral  vascular  beds  are  usually 
present.  This  situation  is  encountered 
during  the  post-perfusion  period  following 
an  episode  of  mild  hypothermia  and  some 
degree  of  hypoxia.  If  a vasodilator  is  used 
at  the  point  when  the  peripheral  vascular 
resistance  is  marked,  the  continuous  mon- 
itoring of  central  venous  pressure  by  acting 
as  a buffer  mechanism  allows  the  clinician 
to  balance  the  arterial  blood  pressure  with 
the  blood  volume  replacement  therapy. 

Lately,  we  have  been  using  both  right 
and  left  atrial  pressures  combined  with 
their  respective  oxygen  tensions  as  an  index 
for  determining  cardiac  and  circulatory 
adequacy.  This  work  will  be  the  subject 
of  a future  paper. 

Peripheral  circulatory  failure. 
Hypotension,  low  or  normal  cardiac  output, 
low  central  venous  pressure,  rising  blood 
lactate  and  base  deficit  levels,  and  a dimin- 
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ishing  urinary  output  characterize  periph- 
eral circulatory  failure.  Since  these  phe- 
nomena do  occur  in  hypovolemia  as  well, 
blood  replacement  appears  to  be  the 
therapy  of  choice.  This  is  true,  and  it  is 
not  until  the  entire  vascular  bed  has  been 
filled  that  the  arterial  blood  pressure  car- 
diac output  and  central  venous  pressure 
begin  to  rise.  If  no  apparent  or  concealed 
blood  loss  is  suspected,  peripheral  pooling 
of  blood  should  be  strongly  considered. 
A slight  amount  of  venopressor,  however, 
changes  the  picture  of  the  patient  who  has 
had  blood  therapy  from  one  of  peripheral 
pooling  to  one  of  hypervolemia.  Measures 
must  be  instituted  immediately  to  prevent 
the  development  of  heart  failure  at  this 
time. 

Often  the  shock  of  bypass  precipitates 
peripheral  pooling.  It  is  not  until  after  the 
dilated  peripheral  vascular  bed  has  been 
filled  that  the  arterial  blood  pressure  and 
central  venous  pressure  returns  to  normal. 

A more  commonly  encountered  example 
of  peripheral  pooling  is  one  which  occurs  as 
a result  of  prolonged  hypovolemia.  Dif- 
fuse arteriolar  constriction  develops  as 
a compensatory  mechanism  to  maintain  the 
blood  pressure  in  a low-volume  system. 
Metabolic  products  accumulate  with  poor 
tissue  perfusion,  poor  venous  return,  and 
diminished  cardiac  output,  and  metabolic 
acidosis  ensues.  Secondary  dilatation  of 
both  venules  and  arterioles  develops  with 
the  concomitant  fall  in  arterial  pressure, 
venous  pressure,  and  cardiac  output. 
Large  volumes  of  fluid  are  necessary  to  re- 
turn the  blood  pressure  to  normal.  Be- 
cause of  the  dilated  vascular  bed,  this  re- 
placement volume  may  be  twice  as  large 
as  the  normal  resting  volume  of  the  patient. 

Summary 

Associated  with  heart  surgery,  contin- 
uous central  venous  pressure  monitoring 
provides  useful  information  in  the  diag- 


nosis of  hemodynamic  problems  and 
a means  for  following  the  progress  and  effect 
of  therapy.  Individual  readings  are  not  as 
important  as  serial  measurements.  Cen- 
tral venous  pressure  monitoring  should  be 
used  in  conjunction  with  frequent  observa- 
tions on  arterial  pressure,  pulse,  urinary 
output,  and  so  on  to  provide  a more  ac- 
curate diagnosis  of  the  state  of  the  circu- 
latory system. 
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Nipple  discharge  is  an  important  clinical 
finding.  In  the  majority  of  cases  it  is  due 
to  a benign  lesion  of  the  breast.  Some  of 
these  can  be  treated  medically  and  do  not 
require  surgical  intervention.  However,  a 
discharge  from  the  nipple  may  herald  a 
malignant  mammary  disease  and,  there- 
fore, it  is  of  paramount  importance  that 
each  individual  case  be  carefully  investi- 
gated. 

To  be  of  significance,  nipple  discharge 
must  be  true  rather  than  false,  spontaneous 
rather  than  nonspontaneous,  and  pathologic 
rather  than  physiologic. 

A true  nipple  discharge  comes  through  a 
mammary  duct  and  appears  on  the  surface 
of  the  nipple.  Certain  conditions  such  as 
mammary  duct  fistulas  and  erosions  of  the 
nipple  and  areola  give  rise  to  a false  dis- 
charge and  are  not  included  in  this  study. 

In  the  vast  majority  of  cases,  a significant 
discharge  from  the  nipple  appears  spon- 
taneously. Nonspontaneous  discharge  that 
has  to  be  elicited  is  usually  harmless  and 
has  no  pathologic  significance.  In  many 
women  at  or  near  the  menopause,  in  re- 
cently castrated  women,  and  in  some 
women  using  contraceptive  pills,  firm 
squeezing  of  the  subareolar  area  and  nipple 
will  regulf  jp  the  expression  of  a drop  or  two 


there  are  seven  basic  types  of  true, 
spontaneous,  pathologic  nipple  discharge : 
(. 1 ) milky,  (2)  grumose,  ( 3 ) purulent,  ( 4 ) wa- 
tery, (5)  serous,  (6)  serosanguineous,  and 
(7)  bloody.  The  majority  of  cases  are  due  to 
benign  lesions;  however,  they  may  herald  a 
malignant  disease  and,  therefore,  each  case 
must  be  investigated  carefully.  The  likeli- 
hood that  such  discharge  is  due  to  cancer  in- 
creases with  the  age  of  the  patient. 


of  material.  We  have  not  found  this  type 
of  discharge  to  be  of  pathologic  significance, 
although  some  investigators  believe  that 
cytologic  study  of  these  nonspontaneous 
secretions  may  indicate  significant  under- 
lying abnormal  conditions  of  the  breast. 

Finally,  it  is  obvious  that  puerperal 
mammary  secretion  is  a physiologic  process 
and  has  no  pathologic  importance. 

Incidence 

The  considerable  variance  in  the  re- 
ported incidence  of  mammary  discharge 
from  the  nipple  is  caused  by  the  types  of 
discharge  the  individual  authors  include  in 
their  reports  and  whether  they  are  reports 
of  cases  hospitalized  for  surgery  or  of  those 
seen  in  the  clinic  and  in  office  practice. 

Next  to  tumor,  the  most  common  com- 
plaint of  women  admitted  to  the  hospital 
for  breast  surgery  is  nipple  discharge.  The 
average  reported  incidence  is  about  7 to 
10  per  cent.1- 2 In  a series  of  1,253  breast 
operations  at  Flower  and  Fifth  Avenue 
Hospitals,  97  or  7.7  per  cent  had  nipple  dis- 
charge. 

In  clinic  and  office  practice,  the  incidence 
of  nipple  discharge  is  considerably  higher 
than  in  hospital-admitted  cases,  since  dis- 
charge from  the  nipple  due  to  such  things 
as  galactorrhea,  inflammation,  and  duct 
ectasia  usually  does  not  require  surgery  and 
can  be  treated  medically. 

The  incidence  of  nipple  discharge  is 
higher  in  benign  than  in  malignant  lesions 
of  the  breast.  Only  1 to  5 per  cent  of 
patients  with  breast  carcinoma  have  a 
nipple  discharge,  but  a discharge  occurs  in 
about  8 to  12  per  cent  of  patients  with 
benign  lesions.3  The  average  would  seem 
to  be  about  3 per  cent  for  malignant  and  10 
per  cent  for  benign  lesions. 
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TABLE  I.  Nipple  discharge  in  relation  to  cancer 


Condition 

Number 

Per  Cent 

Operations 

1,253 

Benign  lesions 

914 

72.9 

Malignant  lesions 

339 

27.1 

Nipple  discharge 

97 

7.7 

Nipple  discharge  due  to 

benign  lesions 

84 

86.6 

Nipple  discharge  due  to 

malignant  lesions 

13 

13.4 

Nipple  discharge  in  914 

benign  lesions 

9.1 

Nipple  discharge  in  339 

malignant  lesions 

3.8 

Relation  to  cancer 

Of  the  1,253  breast  operations,  914  or 
72.9  per  cent  were  benign  lesions  and  339  or 
27.1  per  cent  were  malignant. 

Even  in  these  1,253  cases  hospitalized 
for  breast  surgery,  the  majority  of  the  97  or 
7.7  per  cent  of  nipple  discharges  were  due 
to  benign  lesions,  84  of  the  97  or  86.6  per 
cent  having  a benign  cause  and  13  of  the  97 
or  13.4  per  cent  having  a malignant  condi- 
tion as  the  basis  of  the  discharge. 

Nipple  discharge  occurred  in  84  or  9.1 
per  cent  of  the  914  benign  lesions  and  in  13 
or  3.8  per  cent  of  the  339  malignant  ones 
(Table  I). 

With  increasing  age,  the  likelihood  of  a 
serous,  serosanguineous,  bloody,  or  watery 
discharge  caused  by  cancer  increases,  and 
from  fifty  years  of  age  on  the  probability  of 
cancer  as  the  etiologic  factor  is  markedly 
increased.1’ 46 

Holleb  and  Farrow4  note  that  a true 
nipple  discharge  in  the  male,  whether 
serous,  serosanguineous,  or  bloody,  has  a 
more  serious  prognostic  import  than  that 
in  the  female.  It  was  noted  in  15  per  cent 
of  198  cases  of  cancer  of  the  male  breast  at 
Memorial  Hospital  over  a forty-year  period. 
Barnes3  states  that  in  males  with  breast 
discharges,  carcinomas  are  more  frequent 
than  benign  tumors. 

Types  of  discharge 

There  are  seven  basic  types  of  true, 
spontaneous,  pathologic  nipple  discharge: 

Milky  discharge.  Milky  discharge  ap- 
pears as  a thin,  white,  skimmed  milk  type 
of  discharge. 

Grumose  discharge.  Grumose  dis- 
charge is  a thick,  sticky  discharge  of  varied 


color  and  may  be  white,  yellow,  grey,  green, 
or  brown.  In  the  last- mentioned  instance, 
the  color  resembles  a bloody  discharge,  but 
no  red  cells  are  visible  on  microscopic  exam- 
ination. 

Purulent  discharge.  In  purulent  dis- 
charge, thick,  creamy  matter  is  discharged 
which,  when  examined  under  the  micro- 
scope, has  the  characteristics  of  pus. 

Watery  discharge.  Watery  discharge 
is  rare  and  is  thin,  watery,  and  colorless. 

Serous  discharge.  Serous  discharge  is 
a faintly  yellow,  thin,  clear  secretion  that 
dries  as  a yellow  stain  on  the  patient’s  night- 
gown or  brassiere. 

Serosanguineous  discharge.  Sero- 
sanguineous discharge  is  a thin,  clear  dis- 
charge with  a pink  tinge  and  shows  red 
blood  cells  microscopically. 

Bloody  discharge.  Usually  bloody  dis- 
charge is  brownish,  but  it  may  resemble 
frank  blood.  The  diagnosis  can  be  con- 
firmed by  microscopic  examination. 

As  indicated  in  Table  II,  the  most  com- 
mon types  of  nipple  discharge  are  the 
serous,  serosanguineous,  and  bloody.  They, 
along  with  the  rare  watery  discharge,  are 
also  most  important,  for  while  they  are  most 
commonly  due  to  intraductal  papillomas, 
they  may  also  be  due  to  cancer,  fibrocystic 
disease,  and  advanced  ectasia.  Barnes3 
reported  that  in  some  series  papillomas  were 
less  common  than  fibrocystic  disease  as  the 
etiologic  factor  in  these  types  of  discharge. 
A bloody  nipple  discharge  twenty-five  years 
ago  was  believed  to  be  a sure  sign  of  an 
underlying  breast  cancer.4  Today  it  has 
become  apparent  that  a bloody  nipple  dis- 
charge as  well  as  a serous  or  serosanguineous 
type  is  most  apt  to  be  due  to  a benign  le- 
sion, the  most  common  of  which  is  an  in- 
traductal papilloma. 

Nipple  discharge  usually  can  be  classified 
quite  easily  into  one  of  the  seven  categories 
listed  by  careful  observation  of  its  color  and 
consistency,  by  palpation  to  determine 
whether  or  not  it  is  grumose,  and  by  simple 
staining  with  Wright’s  stain  to  determine 
the  presence  or  absence  of  pus  or  blood.  If 
the  secretion  is  placed  on  the  white  back- 
ground of  a gauze  sponge,  a reddish  color 
will  appear  if  blood  is  present,  and  one  can 
see  lighter  shadings  of  red  extending  to  the 
periphery. 4 

Although  cytologic  study  of  the  nipple 
discharge  should  be  a routine  part  of  the 
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TABLE  II.  Types  and  causes  of  nipple  discharge  in  1,253  breast  operations 


Intra- 


Types 

Number 

Galactor- 

rhea 

Ectasia 

Infection 

ductal 

Papil- 

loma 

Fibro- 

cystic 

Disease 

Cancer 

Milky 

2 

2 

Grumose 

14 

14 

Purulent 

3 

3 

Watery 

2 

1 

1 

Serous 

27 

13 

10 

3 

Serosanguineous 

22 

1 

14 

3 

5 

Bloody 

27 

1 

16 

6 

4 

Totals 

97 

2 

16 

3 

44 

19 

13 

examination,  Saphir6  has  pointed  out  that 
it  is  unsafe  and  uncertain  to  rely  on  this 
study  to  determine  the  presence  or  absence 
of  a malignant  condition,  because  the  pro- 
portion of  “false  negatives”  is  relatively 
high.  Barnes3  states  that  cytologic  exam- 
ination, when  satisfactory,  approaches  80 
per  cent  accuracy.  In  a study  of  only 
satisfactory  smears  on  235  patients  with 
nipple  discharge,  Kjellogren7  reported  16 
per  cent  false  negative  and  4 per  cent  false 
positive  smears. 

In  the  cytologic  study  of  our  13  cases  of 
breast  cancer  with  nipple  discharge,  cytol- 
ogy showed  positive  results  in  only  10  or 
77  per  cent.  Three  cases  or  23  per  cent  had 
false  negative  smears. 

Causes,  diagnosis,  and  treatment 

Milky  discharge.  The  first  type  of 
discharge,  that  which  has  the  color  and 
consistency  of  milk,  is  seen  in  patients  with 
nonpuerperal  galactorrhea.  Three  syn- 
dromes, Chiari-Frommel,  Forbes-Albright, 
and  Del  Castillo,  have  been  described  in 
this  abnormal  type  of  lactation.3  8 While 
the  Del  Castillo  series  were  in  nulliparous 
patients  and  the  majority  of  the  patients 
in  the  Forbes-Albright  series  had  not  had  a 
recent  pregnancy,  this  relatively  uncommon 
condition  usually  is  a persistent  postpartum 
lactation  continuing  for  one  or  more  years. 
The  cause  is  indefinite,  but  Relkin8  states 
that  it  is  safe  to  conclude  that  the  basic 
abnormality  in  these  syndromes  is  an  in- 
creased output  of  prolactin.  He  further 
states  that  in  the  broadest  sense,  the  con- 
cept of  the  removal  of  the  pituitary  gland 
from  hypothalamic  inhibition  satisfactorily 
explains  most  causes  of  abnormal  lactation. 
Both  Barnes3  and  Relkin8  have  excellent 


detailed  reports  on  this  interesting  non- 
puerperal milk  secretion. 

The  treatment  is  basically  medical  and 
not  surgical.  Pituitary  suppression  by 
large  doses  of  estrogens,  administration  of  a 
progestational  agent  such  as  medroxy- 
progesterone acetate  (Provera)  to  inhibit 
prolactin  production,  administration  of 
clomiphene  citrate,  an  ovulating  agent,  to 
stimulate  the  hypothalamus,  and  the  use 
of  diuretics  have  all  been  reportedly  effec- 
tive in  suppressing  this  abnormal  post- 
partum lactation.38 

Grumose  discharge.  Duct  ectasia  or 
comedomastitis,  the  advanced  stage  of 
which  has  been  called  “plasma  cell  mastitis” 
by  Adair,9  produces  a multicolored,  thick, 
sticky  (grumose)  discharge.  The  color  may 
resemble  a bloody  discharge,  but  it  is  always 
sticky,  and  in  the  gauze  pad  test  and  under 
the  microscope  there  is  no  evidence  of 
blood.  Ectasia  is  not  a rare  condition, 
but  only  a small  proportion  of  patients  with 
it  go  on  to  produce  a discharge  and  symp- 
toms. Most  of  these  patients  are  near  or 
in  the  menopause  and  usually  have  borne 
children.  Cytologic  studies  of  the  vaginal 
smear  (maturation  index  or  colpocytogram) 
in  our  patients  with  duct  ectasia  have 
shown  a hypogonadal  state.  The  symptom 
picture  is  that  of  redness,  burning  pain, 
itching,  and  swelling  in  the  region  of  the 
nipple  and  areola  and/or  a thick,  grumose 
discharge  of  varied  color.  Palpation  re- 
veals the  characteristic  worm-like  feeling 
under  the  areola  which  caused  Bloodgood  in 
1923 10  to  describe  it  as  “the  varicocele 
tumor  of  the  breast.” 

If  the  disease  progresses,  inflammatory 
changes  and  consequent  fibrosis  result  in 
the  formation  of  a tumor-like  mass.  This 
advanced  stage  of  duct  ectasia  called 
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“plasma  cell  mastitis”  closely  mimics  car- 
cinoma.9 There  is  a relatively  fixed,  firm, 
irregular  mass  beneath  or  near  the  areola. 
The  nipple  may  be  retracted  and  the  skin 
dimpled,  and  the  discharge  may  have  be- 
come purulent,  serous,  or  bloody. 

In  the  early  stages  of  ectasia,  we  have 
had  excellent  results  with  the  use  of  anti- 
septic soap  (Phisohex)  nipple  hygiene,  in- 
struction as  to  avoidance  of  nipple  manipu- 
lation, and  correction  of  the  hypogonadal 
state  by  the  use  of  estrogens.  Most  cases 
will  respond  to  this  conservative  medical 
therapy.  On  the  other  hand,  if  the  dis- 
charge changes  to  a serous,  serosanguineous, 
or  bloody  type;  if  the  surrounding  tissues 
are  inflamed  and  indurated;  or  if  a definite 
mass  is  present,  surgical  exploration  should 
be  done  to  establish  the  diagnosis.  Reliance 
on  gross  diagnosis  in  this  advanced  stage  of 
duct  ectasia  must  never  be  done  since  it  will 
often  be  mistaken  for  carcinoma  with  a 
resulting  unnecessary  mastectomy.  By 
means  of  a circumareolar  incision,  the  nipple 
and  areola  can  usually  be  preserved.  Ex- 
cision of  the  central  mammary  ducts  and 
the  tumor  is  all  that  is  usually  needed  for 
this  benign  condition. 

Purulent  discharge.  A purulent  type 
of  nipple  discharge  may  occur  in  association 
with  acute  puerperal  mastitis,  chronic  lacta- 
tion mastitis,  central  abscesses,  or  “plasma 
cell  mastitis.”  While  some  cases  may  re- 
spond to  appropriate  antibiotic  therapy, 
suppuration  and  abscess  formation  usually 
require  incision  and  drainage.  It  is  impor- 
tant in  such  cases  to  remove  a portion  of  the 
abscess  wall  to  rule  out  the  possibility  of 
carcinoma. 

Watery  discharge.  A thin,  watery  dis- 
charge without  any  color  is  rare.  We  had 
2 cases  in  our  series.  Lewison  and  Cham- 
bers11 reported  its  presence  in  8 of  their 
series  of  114  patients  with  nipple  discharge. 
In  3 instances  the  discharge  was  due  to 
benign  cystic  mastitis  and  in  5 to  malignant 
disease.  One  of  ours  was  due  to  an  intra- 
ductal papilloma,  but  the  other  was  due  to 
cancer.  It  would  seem,  therefore,  that  a 
watery  discharge,  while  rare,  is  highly  sug- 
gestive of  malignant  change  and  that  surgi- 
cal exploration  is  indicated  whenever  this 
type  of  discharge  is  encountered. 

Serous,  serosanguineous,  and  bloody 
discharge.  Serous,  serosanguineous,  and 
bloody  nipple  discharges  are  the  most  com- 


mon type  and  while  they  are  most  com- 
monly due  to  intraductal  papilloma  (Table 
II),  they  may  also  be  due  to  cancer,  fibro- 
cystic disease  (especially  of  the  papillo- 
matosis type),  advanced  duct  ectasia,  and 
hyperemia  in  markedly  engorged  breasts 
during  pregnancy.  Barnes*  reported  that 
they  were  more  commonly  due  to  fibrocystic 
disease  than  to  intraductal  papilloma  in 
some  series. 

The  peak  age  incidence  of  these  types  of 
discharge  is  in  the  fourth  decade.  Of  the 
78  patients  in  our  group  with  a serous,  sero- 
sanguineous, bloody,  or  watery  discharge, 
the  youngest  was  nineteen  and  the  oldest 
eighty-three.  Eleven  were  under  thirty,  29 
were  between  thirty  and  forty,  21  were  be- 
tween forty  and  fifty,  and  17  were  over 
fifty.  Benign  lesions,  chiefly  intraductal 
papillomas,  were  by  far  the  most  common 
cause  of  these  discharges.  However,  in 
patients  over  fifty  years  of  age,  as  with 
other  authors’  reports,  the  most  frequent 
cause  was  cancer. 14  5 In  the  17  patients 
over  fifty,  the  cause  of  the  discharge  was 
cancer  in  10  and  a benign  lesion  in  7. 

When  one  of  these  types  of  discharge  is 
associated  with  a palpable  mass,  the  pro- 
gram of  investigation  becomes  clearly  de- 
fined. An  excisional  biopsy  should  be  done, 
preferably  through  a circumareolar  incision, 
and  future  therapeutic  measures  should  be 
based  on  the  histologic  observations. 

It  is  unusual  for  a patient  to  have  spon- 
taneous nipple  discharge  due  to  malignant 
mammary  disease  in  the  absence  of  a 
palpable  tumor.  Fitts  and  Horn12  de- 
scribed 4 such  cases,  and  Kilgore,  Fleming, 
and  Ramos13  have  also  referred  to  4. 
Haagensen14  observed  2 such  patients  with- 
out a palpable  mass.  Two  of  our  cases  of 
nipple  discharge  due  to  cancer  did  not  have 
a palpable  tumor. 

It  is  not  uncommon,  however,  to  observe 
a spontaneous  serous,  serosanguineous,  or 
bloody  discharge  without  a palpable  tumor 
in  a patient  with  a benign  intraductal 
papilloma.  Haagensen14  could  not  palpate 
a tumor  in  25  of  44  cases  in  which  proved 
intraductal  papillomas  were  present,  or  57 
per  cent.  In  our  44  proved  intraductal 
papillomas,  a tumor  was  not  palpable  in 
18  or  40  per  cent. 

When  one  is  faced  with  a patient  who  has 
a serous,  serosanguineous,  bloody,  or  the 
rare  watery  discharge  but  no  palpable 
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mass,  the  plan  of  investigation  is  no  longer 
so  clear  cut.  As  previously  stated,  it  is  un- 
safe to  rely  on  cytologic  study  of  the  duct 
secretion  because  of  the  relatively  high 
percentage  of  “false  negatives.” 

Soft-tissue  mammography  as  described 
by  Zuckerman15  is  a most  valuable  adjunct 
in  localizing  an  intraductal  papilloma  as 
well  as  differentiating  between  a benign  and 
malignant  lesion.  Bj^rn-Hansen16  did  con- 
trast mammography  on  200  patients  with 
nipple  discharge  without  any  complications. 
He  believes  the  technic  is  helpful  in  the 
diagnosis  and  localization  of  intraductal 
papillomas. 

However,  all  patients  with  a spontaneous 
serous,  serosanguineous,  bloody,  or  watery 
discharge  should  be  surgically  explored. 
Negative  studies  for  cancer  by  cytologic 
examination  of  the  fluid,  soft-tissue  mam- 
mography, and  contrast  mammography  are 
not  100  per  cent  accurate.  In  addition, 
intraductal  papillomas  and  the  papilloma- 
tosis-type  of  fibrocystic  disease  may  be 
premalignant  and  as  such  should  be  ex- 
cised. 17 

Palpation  of  the  circumareolar  area  in 
the  absence  of  a palpable  tumor  often  re- 
veals a pressure  point  which  produces  a 
discharge  from  a duct  orifice  situated  in  a 
corresponding  radius  of  the  nipple  surface. 
Occasionally  more  than  one  duct  is  involved 
with  more  than  one  pressure  area  and  point 
of  discharge.  Transillumination  of  the 
breast  as  suggested  by  Cutler18  is  often 
helpful  in  delineating  a localized  area  of  in- 
creased opacity. 

We  believe  that  it  is  advisable  to  do  a 
complete  excision  of  the  central  duct  sys- 
tem rather  than  excise  what  is  thought  to 
be  the  solitary  duct  involved.  Good  cos- 
metic results  can  be  obtained,  and  one  will 
be  sure  of  having  removed  any  adjacent 
papillomas  and  all  of  the  papillomatosis  in 
the  major  ducts.  Since  some  papillomas 
are  located  up  into  the  nipple  at  the  extreme 
end  of  the  terminal  duct  system,  it  is  im- 
portant to  cone  out  the  nipple  in  this  re- 
moval of  all  the  major  ducts. 

A circumareolar  incision  is  made  just 
within  the  areola  over  the  localizing  pres- 
sure point,  the  area  of  opacity  on  trans- 
illumination, the  mammogram  area  of  sus- 
picion, or  the  tumor-bearing  area.  This 
incision  should  never  be  carried  more  than 
halfway  around  the  areola  because  of  the 


chance  of  endangering  the  blood  supply  to 
the  nipple  and  areola.  After  careful  dissec- 
tion and  elevation  of  the  nipple  and  areola 
including  a coning  out  of  the  nipple,  a 
diamond-shaped  incision  can  be  made  and 
the  entire  central  major  duct  system  ex- 
cised. After  very  careful  hemostasis  is 
established,  the  deep  defect  is  closed  in  line 
with  the  circumareolar  incision,  and  the 
nipple  and  areola  are  placed  back  in  position 
without  any  tacking  sutures  which  may 
cause  dimpling.  The  skin  and  areolar  bor- 
ders of  the  incision  are  approximated  with 
interrupted  sutures  of  fine  silk.  We  do  not 
use  a drain  but  rather  rely  on  pressure 
dressings  with  a central  cut-out  for  the 
nipple.  Some  drainage  will  often  occur 
through  the  nipple.  Sometimes  aspiration 
is  necessary,  but  we  believe  the  cosmetic 
results  are  better.  The  pressure  dressing 
is  not  disturbed  for  at  least  five  days. 

It  is  our  policy  not  to  rely  on  frozen 
sections  on  these  lesions  but  rather  to  do 
the  excision  of  the  ducts  as  described  and 
have  the  lesion  examined  by  means  of  a 
permanent  paraffin  section.  Pathologic  de- 
termination of  a malignant  condition  is  most 
difficult  in  intraductal  papillomas  and  papil- 
lomatosis-type of  fibrocystic  disease  espe- 
cially with  atypia.  Often  there  are  differ- 
ences of  opinion  between  highly  competent, 
experienced  pathologists.  Reliance  on 
frozen  section  is  hazardous  and  can  easily 
lead  to  misinterpretation  and  improper 
treatment.  In  our  opinion,  there  is  no  evi- 
dence to  indicate  that  this  delay  will  make 
any  difference  in  the  five-year  survival  time 
if  the  lesion  proves  to  be  cancer. 

Summary 

A true,  spontaneous,  nonphysiologic 
nipple  discharge  is  an  important  clinical 
finding.  Next  to  a lump,  it  is  the  most 
common  complaint  of  women  admitted  to 
the  hospital  for  breast  surgery. 

The  reported  incidence  in  breast  opera- 
tions is  about  7 to  10  per  cent.  It  is  con- 
siderably higher  in  clinic  and  office  practice, 
since  discharge  from  the  nipple  due  to  such 
things  as  galactorrhea,  inflammation,  and 
duct  ectasia  usually  do  not  require  surgery 
and  are  treated  medically.  Discharge  from 
the  nipple  is  more  common  in  benign  than 
in  malignant  lesions  of  the  breast,  the  aver- 
age incidence  being  about  3 per  cent  in 
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malignant  and  10  per  cent  in  benign  lesions. 

There  are  seven  basic  types  of  true, 
spontaneous,  pathologic  nipple  discharge: 
(1)  milky,  (2)  grumose,  (3)  purulent,  (4) 
watery,  (5)  serous,  (6)  serosanguineous,  and 
(7)  bloody.  Classification  into  one  of  these 
categories  usually  can  be  done  quite  easily 
by  careful  observation  of  the  color  and 
consistency,  palpation  to  determine  whether 
or  not  it  is  grumose,  simple  staining  with 
Wright’s  stain  to  determine  the  presence  or 
absence  of  pus  or  blood,  and  placing  the 
secretion  on  the  white  background  of  a 
gauze  sponge  to  determine  if  a reddish  color 
appears,  indicating  the  presence  of  blood. 

The  majority  of  cases  of  nipple  discharge 
are  due  to  benign  lesions,  many  of  which 
can  be  treated  medically  and  do  not  require 
surgery.  However,  they  may  herald  a 
malignant  disease  and,  therefore,  it  is  of 
paramount  importance  that  each  case  be 
carefully  investigated. 

Serous,  serosanguineous,  and  bloody  dis- 
charge are  the  most  common  types  and 
combined  with  the  rare  watery  type,  they 
are  also  the  most  important  since  while  they 
are  most  commonly  due  to  intraductal 
papilloma,  they  may  also  be  due  to  cancer, 
fibrocystic  disease  (especially  of  the  papil- 
lomatosis type),  and  advanced  duct  ectasia. 
The  likelihood  of  one  of  these  types  of  dis- 
charge being  due  to  cancer  increases  with 
the  age  of  the  patient. 

All  patients  with  a serous,  serosanguin- 
eous, bloody,  or  the  rare  watery  discharge 
must  be  surgically  explored.  This  is  man- 
datory to  rule  out  cancer  and,  in  addition, 
certain  benign  lesions,  such  as  intraductal 
papillomas  and  papillomatosis-type  of  fibro- 
cystic disease,  may  be  premalignant  and 
should  be  removed.  It  is  unsafe  and  un- 
wise to  rely  on  cytologic  studies  of  the  dis- 
charge, soft-tissue  mammography,  or  con- 
trast mammography,  although  they  are 
excellent  diagnostic  adjuncts.  It  is  unusual 
for  a patient  to  have  one  of  these  types  of 
discharge  due  to  cancer  without  a palpable 
mass,  but  such  cases  do  occur. 

In  the  presence  of  a palpable  mass,  the 
program  of  investigation  is  clearly  defined. 
An  excisional  biopsy  should  be  done,  if  pos- 
sible through  a circumareolar  incision,  and 
future  therapeutic  measures  based  on  the 
histologic  findings  should  be  started. 

When  no  mass  is  palpable,  transillumina- 


tion, determination  of  a pressure  point,  soft- 
tissue  mammography,  and  even  contrast 
mammography  often  will  indicate  the  area 
of  concern  enabling  one  to  choose  the  best 
location  for  the  circumareolar  incision  for 
exploration.  In  addition,  mammography 
is  an  excellent  adjunct  diagnostic  aid  in 
determining  the  presence  or  absence  of 
cancer. 

It  is  best  to  do  a complete  excision  of  the 
central  ducts  as  well  as  removing  all  clinical 
and  mammogram  areas  of  concern.  In  this 
manner  it  is  very  unlikely  that  an  under- 
lying cancer  will  be  missed,  and  non- 
symptomatic  adjacent  papillomas  and  all 
the  major  central  ducts  in  the  papilloma- 
tosis-type of  fibrocystic  disease,  which  is 
usually  diffuse,  will  be  removed. 

Reliance  should  not  be  placed  on  frozen 
section  examinations  since  pathologic  de- 
termination of  a malignant  condition  in 
intraductal  papillomas  and  in  the  papillo- 
matosis-type of  fibrocystic  disease  especially 
with  atypia  is  most  difficult  on  frozen  sec- 
tion even  by  highly  competent  and  experi- 
enced pathologists. 
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common  dermatoses  which  produce  ano- 
genital pruritus  are  contact  dermatitis,  neuro- 
dermatitis, seborrheic  dermatitis,  psoriasis, 
fungus  infections,  lichen  planus,  herpes 
simplex,  herpes  zoster,  and  pediculosis  pubis. 
It  is  important  to  differentiate  these  so  that  the 
possibility  of  chronic  irritations  which,  if 
the  mucosa  is  affected,  can  lead  to  precancerous 
leukoplakia  is  minimized.  One  must  com- 
pare the  appearance  of  common  dermatosis 
on  its  usual  area  of  predilection  with  that  on 
the  anogenital  surfaces.  Histologic  examina- 
tion is  frequently  necessary. 
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An  increasing  number  of  women  are 
consulting  physicians  for  the  treatment  of 
pruritus  of  the  anogenital  area,  a condition 
that  can  be  a perplexing  problem  for  gen- 
eral practitioner  or  specialist  and  a distress- 
ingly embarrassing  affliction  for  the  pa- 
tient. To  facilitate  diagnosis  and  treat- 
ment, it  is  the  intent  of  this  report  to  de- 
scribe and  outline  the  pertinent  factors  of 
the  dermatoses  that  may  cause  pruritus, 
burning,  or  pain  of  the  female  genitalia  and 
adjacent  areas;  point  out  the  intrinsic 
features  of  the  perineum  which  predispose 
it  to  distinctive  reactions;  sketch  the  pat- 
terns that  dermatoses  may  assume  when 
they  affect  the  female  genitalia  as  well  as 
other  cutaneous  surfaces;  and  provide 
a guide  for  differential  diagnoses. 

It  must  first  be  emphasized  that  most 
anogenital  diseases  in  women,  whether  they 
be  inflammatory,  neoplastic,  or  involu- 
tional, are  prone  to  cause  itching,  burning, 
or  pain.  The  more  common  dermatoses 


which  may  induce  pruritus  are:  contact 

dermatitis,  neurodermatitis,  seborrheic 
dermatitis,  psoriasis,  fungus  infections, 
lichen  planus,  herpes  simplex,  herpes  zoster, 
pediculosis  pubis,  and  that  precancerous 
sequela  of  chronic  irritations,  leukoplakia. 

As  a background  for  the  individual  de- 
scriptions of  these  specific  conditions,  I 
should  like  briefly  to  state  that,  in  general, 
lesions  of  most  dermatoses  tend  to  be  char- 
acteristic when  observed  on  the  areas  of 
predilection.  However,  particularly  when 
the  anogenital  area  is  involved,  various 
local  factors  alter  the  usual  appearance  of 
an  eruption  to  such  an  extent  that  diagnosis 
in  these  areas  can  be  difficult  even  for  the 
expert. 

Local  factors  that  influence 
dermatoses  of  female  genitalia 

Local  factors  that  influence  dermatoses 
of  female  genitalia  are  ( 1 ) the  special  nature 
of  the  mucocutaneous  tissue;  (2)  the  in- 
crease of  moisture  from  vaginal  discharge, 
sweating  and  secretion  from  the  apocrine 
glands,  and  the  decrease  in  evaporation  due 
to  close  proximity  of  parts,  which,  with 
friction  from  motion,  leads  to  maceration, 
Assuring,  eczematization,  and  secondary  in- 
fections; (3)  irritation  and  sensitization 
from  medicated  douches,  contraceptives, 
antiperspirants,  local  medications,  and 
clothing;  (4)  the  unique  function  of  nerve 
endings  which  tends  to  incite  psychogenic 
and  psychosexual  reactions;  and  (5)  the 
emotional  and  involutional  states  and  the 
premenstrual  and  gravid  congestions  which 
invoke  irritations  or  aggravate  existing 
ones. 


December  1,  1967  / New  York  State  Journal  of  Medicine  3111 


Common  dermatoses  that 
cause  anogenital  pruritus 

Contact  dermatitis.  Regional  predilec- 
tion. Contact  dermatitis  is  initially  limited 
to  the  area  of  exposure  to  a contactant. 
Cutaneous  sensitization  follows  repeated 
exposures,  sometimes  taking  place  after 
months  or  years  of  intermittent  or  constant 
contacts. 

Causes.  Contactants  may  be  tight  or 
synthetic  underwear;  the  fillers  or  dyes 
used  in  clothing;  medicated  or  perfumed 
douches;  local  medications,  particularly 
the  “caine”  ointments  or  suppositories; 
and,  occasionally,  mineral  oil  laxatives. 

Eruption.  On  most  cutaneous  surfaces, 
the  initial  eruption  is  a simple,  pruritic 
erythema  at  the  site  of  contact.  In  the 
anogenital  region,  the  entire  area  often 
itches  and  soon  becomes  erythematous. 
If  a patient  does  not  seek  relief  at  the  early 
stage  or  when  pruritus  is  severe,  the  erup- 
tion may  progress  into  a moist  oozing  der- 
matitis. Scratching  may  produce  excoria- 
tions and  Assuring,  with  consequent  second- 
ary bacterial  or  fungus  infection.  Auto- 
sensitization* can  result. 

Diagnosis.  The  anogenital  diagnosis 
must  be  based  on  a careful,  thorough  in- 
vestigation of  possible  contactants  and  the 
early  limitation  of  the  eruption.  Pruritus 
and  scratching  may  persist  even  after  the 
cause  has  been  eliminated.  Scratching  of- 
ten becomes  so  habitual  that  the  original 
contact  dermatitis  eventuates  into  neuro- 
dermatitis or  lichenified  eczema. 

Neurodermatitis  (lichen  chronicus 
simplex).  Regional  predilection.  The  nape 
of  neck,  extensors  of  forearms  and  legs,  and 
any  area  within  easy  access  of  the  hands 
can  be  affected  by  neurodermatitis.  Mar- 
gins or  sides  of  the  labia  majora  are  frequent 
sites  (Fig.  1). 

Eruption.  The  hallmarks  of  neuroderma- 
titis are  localized  pruritus  with  subsequent 
circumscribed  lichenification  from  rubbing 
or  scratching.  Surfaces  of  the  lesions  may 
be  papular,  slightly  scaly,  and/or  covered 
with  blood-encrusted  excoriations.  In  the 

* Autosensitization  in  dermatology  relates  to  the  phe- 
nomenon whereby  the  general  cutaneous  surface  becomes 
sensitized  to  a substance  released,  in  or  on  the  body,  from  a 
breakdown  of  one’s  own  tissue  proteins.  This  process  origi- 
nates from  localized  diseased  skin  and  tissue  fluid.  The  sensi- 
tization may  cause  itching  in  distant  parts  and  the  develop- 
ment of  a vesicular  or  eczematous  eruption  most  pronounced 
in  areas  of  trauma. 


FIGURE  1.  (A)  Seborrheic  dermatitis  and  neuro- 
dermatitis of  vulva.  Note  fine  scaling  seen  only  at 
nonmoist  periphery  of  eruption,  also  thickened 
(lichenified)  tissue  of  vulva,  result  of  scratching. 
(B)  Seborrheic  dermatitis  of  vulva  and  groin.  Note 
predilection  for  inguinal  fold. 


anogenital  area,  the  eruption  may  become 
macerated  or  masked  by  the  moisture  of  the 
parts. 

Diagnosis.  Neurodermatitis  of  the  fe- 
male genitalia,  as  elsewhere,  is  identifiable 
by  localized  patches  of  lichenification. 
Neurodermatitis  does  not  start  on  mucocu- 
taneous tissue  but  may  extend  onto  that 
area  from  the  affected  skin  surface. 

Seborrheic  dermatitis.  Regional  pre- 
dilection. The  scalp,  eyebrows,  nasolabial 
folds,  and  ear  canals  are  the  initial  sites  of 
seborrhea.  It  may  later  spread  to  the 
sternum,  axillae,  submammary  folds,  peri- 
neum, and  pubis  (Fig.  1). 

Cause.  The  actual  cause  of  seborrhea  is 
unknown.  It  seems  to  be  aggravated  by 
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FIGURE  2.  Psoriasis  lesions  demonstrating 
sharply  outlined,  thickened,  scaly  patches  on  but- 
tocks extending  anteriorly  along  labia  majora. 


FIGURE  3.  Tinea  cruris  in  intergluteal  cleft  demon- 
strating mild  diffuse  erythema  with  scanty  scales  at 
periphery. 


high  carbohydrate  diets,  alcohol,  and  a vita- 
min B deficiency. 

Eruption.  The  eruption  consists  of  dif- 
fuse dry  (sicca)  or  diffuse  oily  (oleosa)  fine 
scales  on  the  scalp,  face,  and  ears  with  an  un- 
derlying redness  on  the  face  and  in  the  ear 
canals.  In  the  intertriginous  areas,  be- 
cause of  moisture  and  friction,  the  lesions  are 
red  and  moist,  showing  scales  only  on  the  dry 
skin  at  their  peripheries.  The  anogenital 
region  is  usually  covered  with  a diffuse  red- 
ness most  noticeable  in  creases  and  folds. 
Fine  scales  and  erythema  are  seen  over  the 
pubis.  Pruritus  can  be  severe,  and  sec- 
ondary infections  often  result  from  scratch- 
ing. 

Diagnosis.  The  examination  of  the  typ- 
ical areas  of  seborrhea  is  suggested  for  sub- 
stantiating diagnosis  of  the  disease  on  the 
female  genitalia. 

Psoriasis.  Regional  predilection.  Psori- 
asis commonly  occurs  on  the  elbows,  knees, 
lumbar  region,  scalp,  and  nails.  It  may 
affect  the  intertriginous  areas  alone  or  as 
part  of  a more  generalized  eruption  (Fig.  2). 

Cause.  The  cause  of  psoriasis  has  not 


been  discovered,  but  it  seems  evident  that 
emotional  stress  often  brings  about  exacer- 
bations. Also,  about  15  per  cent  of  cases 
are  associated  with  rheumatoid  arthritis. 

Eruption.  Well-circumscribed  patches  of 
erythematous  or  thickened  lesions  covered 
by  typical  dry,  flaky,  silvery  scales  desig- 
nate the  pattern  of  psoriasis.  When  scales 
are  removed,  fine  capillary  bleeding  points 
are  seen.  Nails  may  be  pitted  and  have 
brownish  discoloration  of  the  nail  plate. 
The  scalp  shows  typical  discrete,  dry, 
thickly  scaly  patches.  In  the  intertriginous 
region,  because  of  moisture  and  other  fac- 
tors, lesions  are  bright  red  or  salmon  pink 
and  are  devoid  of  scales  except  at  the  periph- 
eries where  the  lesions  extend  onto  non- 
moist  skin. 

Diagnosis.  Patchy  well-marginated  le- 
sions in  the  anogenital  area  are  the  clues 
to  diagnosis.  Examination  of  the  usual 
predilection  sites  for  the  typical  discrete 
lesions  covered  by  silvery  scales  is  helpful. 

Fungus  infections — moniliasis.  Re- 
gional predilection.  Moniliasis,  the  most 
common  fungus  infection  in  women,  is 
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FIGURE  4.  Herpes  simplex  of  vulva  showing  scat- 
tered vesicles  with  central  umbilication.  Vesicles 
show  little  tendency  to  grouping. 


limited  to  the  intertriginous  area  and  the 
mucosa  of  the  vulva  and  vagina. 

Cause.  Candida  albicans  is  the  causa- 
tive fungus.  The  disease  occurs  in  pa- 
tients with  vitamin  deficiencies  or  malab- 
sorption syndromes  and  is  particularly 
common  in  obese  diabetic  patients  or  fol- 
lowing systemic  antibiotic  therapy. 

Eruption.  Associated  with  the  anogeni- 
tal eruption  usually  is  a mondial  vaginitis 
and  a vulvitis  with  a thick  white  vaginal  dis- 
charge. The  skin  on  groin  and  perineum 
may  shade  from  pink  to  bright  red  and  is 
moist  and  macerated.  The  polycyclic  bor- 
der of  the  eruption  has  a whitish  fringe 
resembling  the  edge  of  a ruptured  bulla. 
Satellite  pinhead -size  white  pustules  or 
their  eroded  remnants  are  present.  In 
acute  and  extensive  cases  other  intertrig- 
inous areas  are  often  affected.  Pruritus 
varies  in  severity. 

Diagnosis.  Clinical  appearance  and  di- 
rect smears  or  cultures  for  the  yeast  or- 
ganism, taken  from  the  margin  of  a lesion 
or  from  the  vaginal  discharge,  determine 
the  diagnosis. 

Tinea  cruris.  Regional  predilection. 
Tinea  cruris  usually  begins  on  the  upper 
inner  aspect  of  the  thighs,  in  the  groin,  and 
in  the  intergluteal  cleft  (Fig.  3).  It  is 
a rather  rare  infection  in  women. 

Cause.  Epidermophyton  inguinale  or 
one  of  the  trichophyton  fungi  produce  tinea 
cruris. 

Eruption.  Tinea  cruris  originates  with 
erythema  and  scaling  patches  that  may 
become  eczematized  and  spread  peripher- 
ally with  frequent  central  clearings.  Le- 


sions have  characteristic  curved,  well-de- 
fined, scaly,  or  crusted  borders.  They  may 
extend  down  the  thigh. 

Diagnosis.  Generally,  the  extensive 
eruption  may  resemble  that  of  moniliasis 
without  the  satellite  pustules  or  remnant 
of  pustules  and  overhanging  loose  edges  of 
skin  at  the  margins  of  the  lesions.  Check 
for  characteristic  scalloped  borders  of  le- 
sions with  clearing  centers.  The  basis  for 
positive  diagnosis  is  the  recovery  of  the 
fungi  by  direct  smear  or  culture. 

Lichen  planus.  Regional  predilection. 
Lichen  planus  appears  on  flexors  of  wrists, 
extensors  of  thighs  and  legs,  and  on  the  oral 
(25  per  cent)  and  vaginal  mucosa.  Vaginal 
and  rectal  mucosa  have  not  been  examined 
consistently  enough  to  produce  accurate 
statistics  on  anogenital  involvement. 

Causes.  The  causative  factors  of  lichen 
planus  are  not  known. 

Eruption.  The  typical  lesions  of  lichen 
planus  are  violaceous,  flat-topped,  shiny 
papules  which  may  be  discrete  or  may 
coalesce  to  form  patches.  Leg  lesions  often 
become  hypertrophic,  resembling  the  sur- 
face of  a nutmeg.  Lesions,  characteris- 
tically appearing  in  scratch  marks,  are 
thus  frequently  linear  and  pruritic.  In 
contrast,  lesions  of  the  mucous  membranes 
are  bluish-milky  white,  flat,  and  pin-head 
size.  They  remain  punctate  or  form  ag- 
gregates that  produce  irregular,  reticulated, 
or  lacy  patterns. 

Diagnosis.  Lichen  planus  of  the  mucous 
membranes  is  often  mistaken  for  leuko- 
plakia, but  the  mosaic  or  reticulated  pat- 
tern of  the  bluish  white  patches  with 
smooth,  shiny  surfaces  should  easily  iden- 
tify the  disease.  If  a question  of  diagnosis 
exists,  a biopsy  should  be  taken  preceding 
any  surgical  procedure.  Trauma  from  sur- 
gical removal  of  lichen  planus  lesions  on 
the  mucosa  only  tends  to  spread  the  disease. 
Patients  have  been  known  to  develop 
squamous  cell  carcinomas  on  mucous  mem- 
brane lichen  planus.  Thickening,  Assuring, 
and  ulceration  of  the  lesions  are  danger  sig- 
nals. 

Herpes  simplex.  Regional  predilec- 
tion. The  typical  areas  for  herpes  simplex 
are  the  lips  and  the  genitalia.  However, 
any  part  of  the  body  including  the  oral 
cavity  and  the  vagina  may  be  attacked 
(Fig.  4). 

Cause.  The  origin  of  herpes  simplex  is 
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FIGURE  5.  Herpes  zoster.  Grouped  vesicles  first 
appeared  on  left  labia  associated  with  pain  in  vulva 
and  along  thigh;  later,  groups  of  vesicles  on  ery- 
thematous bases  appeared  on  thigh  and  buttocks. 

a virus.  Most  patients  are  initially  in- 
fected during  childhood.  The  virus  prob- 
ably remains  dormant,  and  later  skin  le- 
sions are  precipitated  by  sunburn,  indiges- 
tion, certain  foods,  the  menses,  and  so  on. 

Eruption.  Formation  of  a group  of 
vesicles  on  a somewhat  erythematous  base 
preceded  by  itching  typifies  herpes  simplex. 
Recurrences  at  the  same  sites  are  common. 
On  the  vulva  or  lower  vagina,  multiple 
discrete  vesicles  may  develop  without  the 
typical  grouping.  The  entire  vulval  area, 
including  the  mucosa  surface,  may  be  af- 
fected. At  the  onset  itching  is  present. 
Vulvar  lesions  may  erode  and  become  ex- 
ceedingly painful.  Individual  attacks  last 
from  ten  to  fourteen  days.  Regional 
lymph  glands  are  often  enlarged,  and  fever 
of  100  to  103  F.  may  persist  for  a few 
days. 

Diagnosis.  On  the  vulva,  the  diagnosis 
is  made  from  the  appearance  of  the  lesions, 
the  history  of  recurrence,  and  by  taking  the 
scrapings  from  the  base  of  a vesicle  and 
staining  the  smear  with  Giemsa  stain.  The 
characteristic  inclusion  bodies  can  be  found 
in  the  multinucleated  epithelial  giant  cells. 
The  latter  is  a procedure,  however,  for  the 
experienced  pathologist  or  bacteriologist. 

Herpes  zoster.  Regional  predilection. 
Herpes  zoster  occurs  along  the  course  of 
a peripheral  nerve  any  place  on  the  skin 
surface  (Fig.  5). 

Cause.  The  condition  is  caused  by  the 
herpes  zoster  virus. 

Eruption.  On  the  body,  the  eruption  is 
characterized  by  multiple  groups  of  vesicles 
or  bullae  on  erythematous  bases.  The 


clusters  which  develop  along  the  course  of 
the  peripheral  nerve  may  be  preceded  or 
accompanied  by  varying  degrees  of  pain, 
itching,  or  burning.  Vesicles  containing 
clear,  cloudy,  or  hemorrhagic  fluid  may  fre- 
quently become  necrotic.  While  vulvar 
involvement  is  rare,  cases  have  been  seen 
where  the  eruption  developed  on  the  vulva 
before  other  groups  of  lesions  appeared  on 
the  thigh. 

Diagnosis.  Regardless  of  location,  mul- 
tiple clusters  of  vesicles  on  erythematous 
bases  appearing  unilaterally  along  the 
course  of  the  peripheral  nerve  indicate 
cutaneous  herpes  zoster.  The  disease  is 
associated  with  or  preceded  by  neuralgic 
pain  and/or  hypersensitivity  of  the  skin 
along  the  nerve  course.  Onset  is  quite 
abrupt. 

Pediculosis  pubis.  Regional  predilec- 
tion. Pediculosis  pubis,  as  the  name  im- 
plies, is  usually  limited  to  the  pubic  and 
perineum  regions,  but  in  neglected  cases  it 
may  spread  to  other  hairy  areas  such  as  the 
trunk,  axillae,  or  thighs. 

Eruption.  Numerous  scratch  marks,  per- 
haps blood-crusted,  without  underlying 
dermatitis,  suggest  pediculosis.  Itching 
may  be  severe,  and  eczematization  is  com- 
mon. 

Diagnosis.  The  finding  of  the  crab- 
shaped brownish  yellow  pediculi  in  the 
pubic  area  or  their  eggs  attached  to  the 
pubic  hairs  provides  the  diagnosis.  The 
eggs  are  tiny,  pinhead  size,  brownish  yellow, 
pear-shaped  dots,  so  firmly  attached  to  the 
hair  that  they  do  not  pull  off  easily  as  do  the 
seborrheic  scales,  frequently  found  on  pubic 
hair. 

Leukoplakia.  Regional  predilection. 
The  mucous  surfaces  of  the  mouth,  vagina, 
and  vulva  are  the  areas  for  leukoplakia 
(Fig.  6). 

Cause.  In  most  instances,  leukoplakia 
results  from  chronic  irritation.  Other  sug- 
gested causes  are  avitaminosis  and  involu- 
tional states. 

Eruption.  Leukoplakia,  which  develops 
only  on  the  mucous  membranes,  corre- 
sponds to  keratosis  on  the  skin.  Lesions  are 
slightly  elevated  and  grayish  white,  with 
a dry  leathery  appearance.  The  dry  look 
is  retained,  even  though  the  lesion  is  bathed 
with  saliva  or  vaginal  secretion.  The 
eruption  suggests  a milk  scum  firmly  at- 
tached to  the  mucosa.  Surfaces  of  the  le- 
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FIGURE  6.  Leukoplakia  of  vulva.  Note  white 
thickened  patch  around  prepuce  of  clitoris  and  on 
posterior  commissure  with  ulcer  in  commissure 
lesion.  Microscopic  examination  of  ulcer  showed 
early  epithelioma. 

sions  are  flat  and  often  broken  by  cracks  or 
crosslines  in  the  epithelium.  If  a lesion 
extends  onto  a dry  mucosa  such  as  the 
vermilion  border  of  the  lips,  it  then  becomes 
scaly  and  keratotic,  although  not  neces- 
sarily thickened.  The  chronic  irritation 
that  produces  genital  leukoplakia  also  pro- 
duces varying  degrees  of  pruritus.  In 
leukoplakia  verrucose  thickening,  Assuring, 
or  ulceration  and  pain  are  all  signals  of 
epitheliomatous  degeneration. 

Diagnosis.  For  the  purposes  of  differen- 
tial diagnosis,  it  is  important  to  distinguish 
leukoplakia  from  other  white  vulva  lesions 
whose  cancer-forming  potential  is  not  as 
great  as  that  of  leukoplakia.1  It  must  be 
remembered  that  almost  any  inflammatory 
lesion  of  the  moist  mucosa  is  white  because 
of  maceration  of  the  suface  of  the  inflamed 
epithelium  due  to  constant  moisture.  The 
conditions  most  frequently  confused  with 
leukoplakia  are1: 

1.  Lichen  planus,  heretofore  described. 

2.  Simple  keratosis,  the  result  of  inflam- 


matory mucosal  lesions  that  may  be  fore- 
runners of  leukoplakia. 

3.  Lichen  sclerosus  et  atrophicus  of  the 
vulvar  skin  and  mucosa,  where  the  primary 
lesions  are  angular,  flat-topped,  ivory-white 
papules  with  central  keratotic  plugs.2-4 
These  lesions  of  lichen  sclerosus  et  atroph- 
icus coalesce  to  form  plaques  or  patches 
that  are  not  elevated.  As  involution  takes 
place,  a parchment-like,  wrinkled,  flat  or  de- 
pressed scar  remains.  Similar  lesions  may 
be  found  on  other  parts  of  the  body,  and 
itching,  burning,  or  pain  of  the  genitalia 
may  be  quite  evident. 

4.  Senile  involutional  atrophy,  the  pro- 
gressive atrophy  of  the  mucocutaneous  skin 
of  the  vulva  which  leads  to  varying  degrees 
of  stenosis  of  the  vaginal  orifice,  disap- 
pearance of  the  labia  minora,  the  frenulum, 
and  the  clitoris,  and  the  flattening  of  the 
labia  majora.2,3  The  mucosa  of  the  parts 
is  smooth,  waxy  or  yellow-white,  red,  or 
spotted.  Leukoplakia  may  develop  on  the 
affected  mucosa.  The  perineum  and  anal 
area  are  not  affected.  Pruritus  is  variable. 

Whenever  there  is  any  question  of  a 
clinical  diagnosis  of  leukoplakia,  a biopsy 
should  be  performed. 

Summary 

The  significant  features  of  the  common 
dermatoses  which  produce  anogenital  pru- 
ritus have  been  described  here  because  early 
diagnosis  of  the  causes  of  itching,  burning, 
and  pain  is  important  not  only  for  the 
relief  of  patients’  discomfort  but  also  for 
the  minimizing  of  the  possibility  of  chronic 
irritations  which,  if  the  mucosa  is  affected, 
can  lead  to  leukoplakia. 

It  will  be  observed  that  the  histologic, 
physiologic,  and  psychogenic  nature  of  the 
female  genitalia  predisposes  the  area  to 
secondary  changes  that  alter  the  usual 
appearance  of  certain  dermatoses.  The 
moisture  and  friction  and  the  psychosexual 
reactions  of  the  intertriginous  region  and 
varying  degrees  of  vaginal  secretion  are 
responsible  for  the  noncharacteristic  clinical 
picture. 

Important  to  note  is  the  comparison  be- 
tween the  appearance  of  common  derma- 
tosis on  its  usual  area  of  predilection  and  on 
the  anogenital  surfaces.  It  is  evident  that 
diseases  such  as  seborrheic  dermatitis, 
lichen  planus,  psoriasis,  and  herpes  zoster 
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normally  have  concomitant  lesions  on  sur- 
faces of  the  body  where  the  eruption  is  more 
easily  identified  than  on  the  anogenital 
parts.  Herpes  simplex  lesions  of  the  vulva 
often  lack  the  typical  grouping  of  vesicles 
on  an  erythematous  base  such  as  seen  else- 
where. The  fungus  infections  are  mainly 
limited  to  the  intertriginous  areas.  Also, 
as  autosensitization  can  develop  from  any 
actively  inflamed  or  infected  surface,  the 
possibility  of  this  phenomenon  is  brought  to 
attention. 

Leukoplakia,  while  not  a common  derma- 
tosis, has  been  outlined  in  this  report  be- 
cause it  often  represents  the  end  result  of 
long-standing  vaginitis,  vulvitis,  or  involu- 
tional changes.  The  elimination  of  all 
confusion  between  precancerous  leuko- 
plakia and  other  white  lesions  of  the  vulva, 
such  as  those  of  lichen  planus,  simple  kera- 
tosis, lichen  sclerosus  et  atrophicus,  and 
simple  atrophic  changes,  is  emphasized. 

It  is  apparent  that  proper  diagnosis  of 
pruritic  dermatoses  is  contingent  on  the 
manifestations  peculiar  to  each  disease  and 
that  the  careful  observation  of  the  unique 
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opening  this  fall 


Five  new  medical  schools  are  opening  this  fall, 
and  others  are  increasing  their  enrollments  of 
beginning  medical  students.  The  result  is  an 
increase  of  first-year  medical  students  to  an 
estimated  9,280,  compared  with  8,964  last  year, 
says  the  AMA. 

There  are  now  94  U.S.  medical  schools  in 
operation.  Eleven  other  new  medical  schools 
are  continuing  development  programs.  These 
developing  schools,  plus  the  five  just  put  into 
operation,  are  expected  to  be  graduating  an 
additional  1,062  medical  students  annually  by 


features  serves  as  a basis  for  differentiating 
the  dermatoses.  Although  this  report  was 
planned  fundamentally  as  a clinical  diag- 
nostic guide,  it  must  be  remembered  that 
histologic  examination  is  frequently  neces- 
sary. Biopsies  should  always  be  performed 
when  a diagnosis  of  a neoplasm  is  in  doubt 
and,  particularly,  when  any  operative 
procedure  is  anticipated. 
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the  mid-1970’s.  Medical  schools  will  then  be 
graduating  about  10,000  students  annually. 
Total  medical  school  enrollment  was  82,835  last 
year  and  is  expected  to  increase  substantially 
this  year. 

While  reporting  the  good  news  of  school 
openings,  the  AMA  News  gave  an  editorial 
warning,  writing  that  the  AMA’s  Board  of 
Trustees  has  stated  that  while  medical  school 
output  will  continue  to  increase  steadily,  this  will 
probably  not  be  sufficient  to  resolve  the  medical 
manpower  problem.  It  takes  from  six  to  ten 
years  from  the  time  it  is  decided  to  build  a new 
medical  school  until  the  graduation  of  the  first 
class.  And  it  requires  a minimum  of  three  years 
after  money  is  available  to  develop  a medical 
school  to  the  point  where  it  will  enroll  its  first 
class. 
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Since  its  introduction  by  Harper  et  al. 
in  1964, 1 several  preparations  of  the  iso- 
tope Tc99m  (technetium  99m)  have  been 
utilized  for  various  organ-scanning  proce- 
dures. The  attractiveness  of  the  isotope’s 
short  half-life  (six  hours)  and  easily  col- 
limated 140-kev  gamma  photons  have  al- 
lowed larger  administered  doses  which,  in 
turn,  have  produced  higher  counting  rates 
and  more  rapid  statistically  valid  scans 
allowing  higher  diagnostic  accuracy.  The 
radiation  dose  to  the  patient  is  also  con- 
siderably smaller  than  almost  all  other  con- 
ventional radionuclides  used  for  equivalent 
purposes.2 

The  first  compound  of  Tc99m  introduced 
for  liver  scanning  by  Harper3  was  in  a fat 
emulsion.  The  mechanism  of  hepatic  up- 
take is  similar  to  1 13 '-rose  bengal  since  both 
are  extracted  from  the  blood  stream  by  the 
polygonal  cells  of  the  liver.  Shortly  after 
this,  Harper,  Lathrop,  and  Richards4  and 
others  introduced  the  sulfur  colloid  of 
Tc99m.  This  material  acts  in  a manner 
similar  to  colloidal  Au198  (radioactive  gold) 
and  is  phagocytized  by  the  reticuloendo- 

* Presented  at  the  Annual  Spring  Meeting  of  the  New 
York  Roentgen  Society,  New  York  City,  April  29,  1967. 


thelial  Kupffer  cells.  It  is  preferable  to 
use  a colloid  for  morphologic  studies  of  the 
liver  because  once  it  is  engulfed,  it  remains 
fixed  for  the  duration  of  the  scanning  pro- 
cedure. An  agent  that  is  taken  up  by  the 
polygonal  cells  is  rapidly  transported 
through  the  bile  canaliculi  to  the  major 
biliary  ducts  and  out  into  the  intestine. 
Therefore,  a changing  pattern  of  activity 
is  often  seen  in  various  parts  of  the  liver  as 
the  examination  is  performed.  Rapid  or- 
gan visualization  with  high-speed  scanners 
and  the  scintillation  camera  has  minimized 
this  problem  to  some  extent.5 

Methods  of  preparation  of 
Tc99m  sulfur  colloid 

Harper’s  original  method  utilized  an 
acidified  pertechnetate  solution  through 
which  hydrogen  sulfide  was  passed  in  the 
presence  of  a gelatin  stabilizing  agent.4 
This  method  takes  about  thirty  to  sixty 
minutes  and  requires  a fume  hood.  Soluble 
technetium  forms  are  removed  by  passing 
the  solution  through  an  anion  exchange 
resin.  The  colloid  is  sterilized  by  filtration 
through  a millipore  filter,  which  also  re- 
stricts the  particle  size  to  less  than  220 
millimicrons.  The  method  is  employed  by 
one  of  the  commercial  pharmaceutical 
companies  which  supply  the  Tc99m  sulfur 
colloid  prepared  for  immediate  use.f 

Stern,  McAfee,  and  Subramanian6  pre- 
pared a suitable  colloid  by  reducing  acid 
pertechnetate  with  sodium  thiosulfate  in 
the  presence  of  CMC  (carboxy methyl  cel- 
lulose) as  a stabilizing  agent.  The  pH 
must  be  carefully  controlled  and  kept  below 
6.5.  Dissolution  of  the  colloid  solution 
occurs  beyond  this  level.  The  final  colloid 
product  is  stabilized  by  autoclaving. 

A colloid  compound  of  Tc99m  has  also 

t Mallinckrodt  Consultants,  St.  Louis,  Missouri. 
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been  prepared  by  Garzon,  Palcos,  and 
Radicella7  by  reacting  pertechnetate  with 
colloidal  antimony  sulfide  at  120  C.  for 
thirty  minutes.  In  this  technic,  a pre- 
formed colloid  is  available  which  may  be 
labeled  with  the  Tc99m  shortly  before  the 
procedure  is  performed. 

Patton,  Garcia,  and  Webber8  employed 
the  reaction  between  sodium  thiosulfate  and 
pertechnetate  using  potassium  perrhenate 
as  a carrier  for  the  pertechnetate.  He 
rapidly  obtained  a high  yield  of  stable 
colloid  material.  Larson  and  Nelp9  in- 
vestigated this  reaction  further  noting  that 
the  colloid  can  be  easily  stabilized  with 
dextran  and  a premixed  sterile  form  of  the 
reactants  could  be  stored  in  aliquots  for 
daily  use.  They  obtained  a 98  per  cent 
yield  of  Tc99m  sulfur  colloid  of  400-milli- 
micron size. 

The  commercially  available  preprepared 
form  of  the  colloid  was  used  in  this  study. 

Materials  and  method 

An  intravenously  administered  dose  of 
10  microcuries  per  kilogram  of  body  weight 
(minimum  adult  dose  of  500  microcuries) 
was  found  to  be  quite  sufficient  for  clinical 
use.  This  supplied  an  average  count  rate 
of  25,000  to  30,000  counts  per  minute 
when  a Picker  MagnaScanner  with  a 
3-  by  2-inch  sodium  iodide  crystal  and  a 
19-hole  focusing  collimator  were  used.  This 
count  rate  allowed  a maximal  scanning 
speed  of  120  cm.  per  minute.  The  radia- 
tion dosage  to  the  liver  of  a 70-Kg.  adult 
(using  this  administered  dose)  is  only 
170  to  230  millirads  while  the  whole-body 
dose  is  approximately  12  millirads.2  A 
comparable  Au198  scan  performed  with 
150  microcuries  delivers  3.9  to  6.4  rads  to 
the  liver  and  350  millirads  to  the  whole 
body.2 

Data-blended  anterior  and  right  lateral 
studies  as  well  as  a conventional  non- 
diffused  anterior  study  were  performed  in 
almost  all  cases  in  a series  of  185  patients. 
In  a few  instances  where  the  patient’s 
condition  did  not  allow  a lateral  study  only 
the  two  anterior  studies  were  performed. 
Each  anterior  study  required  an  average 
time  of  fifteen  minutes  to  complete,  while 
the  lateral  study  consumed  ten  minutes. 
The  technic  has  been  described  in  somewhat 
greater  detail  elsewhere.10 


c 


FIGURE  1.  Laennec’s cirrhosis  in  a fifty-eight-year- 
old  male.  (A)  Anterior  nondiftused  Tc99m  sulfur 
colloid  scan  performed  with  660  microcuries  re- 
veals paucity  of  hepatic  uptake  with  splenic  and 
vertebral  marrow  activity  present.  (B)  Anterior 
data  blended  scan  shows  some  activity  in  central 
portion  of  liver.  Bone  marrow  activity  in  anterior 
ribs  is  clearly  seen  in  comparison  to  (A)  (arrows). 
(C)  Left  lateral  blended  study  showing  spleen,  ver- 
tebral marrow,  and  rib  marrow  (arrows). 
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FIGURE  2.  Metastatic  liver  disease  in  2 elderly  patients  with  primary  gastrointestinal  tract  carcinoma. 
(A)  Data-blended  anterior  liver  scan  performed  with  500  microcuries  of  Tc99m  sulfur  colloid  shows  large  met- 
astatic lesion  in  left  lobe  of  liver  in  eighty-seven-year-old  male  who  had  primary  rectal  carcinoma.  (B) 
Data-blended  anterior  liver  scan  performed  with  520  microcuries  of  Tc99m  sulfur  colloid  shows  multiple 
metastatic  lesions  in  the  right  lobe  of  liver  as  well  as  almost  total  replacement  of  left  lobe  in  seventy-five- 
year-old  female  who  had  primary  gastric  carcinoma. 


Clinical  results 

Cirrhosis.  In  some  of  the  previous 
reports  utilizing  Tc"m  sulfur  colloid  for 
liver  scanning  in  patients  with  cirrhosis  of 
the  liver,  an  administered  dose  of  2 to  3 
millicuries  has  been  recommended.4’8  It 
has  been  our  experience  that  this  rather 
sizable  amount  causes  splenic  visualization 
in  almost  all  cases  including  those  with 
normal  liver  function.  In  fact,  3 milli- 
curies of  the  colloid  has  been  our  usual 
administered  dose  for  spleen  scanning  with 
this  radionuclide. 

Routine  visualization  of  the  spleen  is  an 
undesirable  feature  of  a hepatic  scan  when 
one  is  using  the  procedure  to  evaluate 
degree  of  compromise  of  liver  function, 
particularly  in  patients  with  cirrhosis. 
Previous  reports  of  the  value  of  colloidal 
Au198  scans  in  assessing  hepatic  function  in 
patients  with  cirrhosis  of  the  liver  have 
relied  heavily  on  the  presence  and  degree 
of  intensity  of  splenic  and  marrow  up- 
take.11-'3 

To  preserve  this  important  diagnostic 
criterion,  it  was  decided  to  employ  a dose 
of  only  10  microcuries  per  kilogram  with  a 
minimal  dose  of  500  microcuries  in  an 
adult  patient.  As  previously  noted,  this 
provided  very  adequate  counting  statistics 
for  maximal  speed  with  the  particular 
instrument  employed.  It  was  also  ob- 
served that,  at  most,  only  faint  splenic  visu- 
alization was  seen  in  normal  patients  and 
those  with  space-occupying  disease  in  an 


otherwise  normal  liver.  This  corresponded 
quite  favorably  with  the  findings  ob- 
tained when  a scanning  dose  of  2 micro- 
curies per  kilogram  of  Au198  was  used. 
Therefore,  moderately  or  markedly  dense 
splenic  visualization  with  or  without  mar- 
row uptake  of  Tc"m  sulfur  colloid,  when 
employed  in  the  dose  of  10  microcuries  per 
kilograms,  can  confidently  be  interpreted 
as  diminished  hepatic  perfusion  and  prob- 
able shunting  of  the  colloid  to  the  reticulo- 
endothelial elements  in  the  spleen  and  mar- 
row (Fig.  1). 

This  interpretation  is  less  tenable  when 
larger  doses  of  the  colloid  are  used  since 
the  sensitive  hepatic  uptake  mechanism  is 
“flooded,”  with  sufficient  amount  still 
available  to  fill  the  spleen.  Patchiness  of 
uptake  in  the  cirrhotic  liver,  itself,  is  also 
better  appreciated  with  the  lower  admin- 
istered dose. 

In  some  instances,  the  data-blended 
scan  appears  to  offer  some  additional  in- 
formation not  as  well  seen  on  the  con- 
ventional photoscan  (Fig.  1). 14 

Space-occupying  disease.  Primary  and 
metastatic  malignant  diseases,  as  well  as 
benign  diseases  such  as  cysts  and  abscesses, 
are  generally  strikingly  demonstrated  on 
the  Tc"m  sulfur  colloid  liver  scan  (Fig. 
2).  The  normal  hepatic  blood  flow  usu- 
ally present  in  these  disease  processes 
prevents  significant  splenic  visualization 
when  the  low  dose  of  colloid  is  employed. 
Since  rather  sizable  hepatic  filling  defects 
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FIGURE  3.  Comparison  of  Au198and  Tc99m  sulfur 
colloid  liver  scans  in  a forty-eight-year-old  male 
with  colon  carcinoma.  (A)  Au198  scan  (156  micro- 
curies administered  dose)  shows  some  question- 
able areas  of  decreased  activity  in  right  lobe  of 
liver.  (B)  Tc"m  sulfur  colloid  scan  (780  microcuries 
administered  dose)  clearly  shows  multiple  areas  of 
diminished  activity  throughout  entire  liver.  (C) 
Tc99m  sulfur  colloid  scan  with  data  blending  dem- 
onstrates areas  of  space-occupying  disease  to 
even  greater  advantage.  Surgical  exploration 
revealed  diffuse  metastatic  liver  disease. 

may  be  seen  in  the  patient  with  cirrhosis  of 
the  liver  one  cannot  confidently  diagnose 
metastatic  liver  disease  when  a dense 
spleen  is  also  present  (Fig.  1).  This  fur- 
ther emphasizes  the  importance  of  not 
falling  into  the  easy  routine  of  using  too 
great  a dose  of  this  short-lived  radionuclide. 


On  several  occasions,  the  increased  sta- 
tistical validity  of  the  Tc"m  sulfur  colloid 
scan  has  been  used  to  supplement  or  clarify 
a questionable  finding  detected  on  the  Au198 
study  (Fig.  3). 

The  data-blended  process  has  also  oc- 
casionally demonstrated  filling  defects  that 
were  not  particularly  apparent  with  con- 
ventional nondiffused  photoscanning. 

Summary 

Tc"m  sulfur  colloid  liver  scans  were  per- 
formed on  185  patients  clinically  suspected 
of  having  hepatic  disease.  The  various 
methods  of  preparation  of  the  radionuclide 
are  described. 

It  was  found  that  if  the  spleen  was  well 
visualized  with  an  administered  dose  of 
10  microcuries  per  kilogram,  a diagnosis  of 
diminished  hepatic  perfusion  could  be  made 
with  a high  degree  of  confidence. 

The  Tc"m  sulfur  colloid  photoscan  may 
help  clarify  questionable  findings  on  the 
Au198  scan. 

The  data-blended  photoscan  occasionally 
supplies  information  that  is  not  appreciated 
on  the  conventional  nondiffused  study. 
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Fever,  Shortness  of  Breath, 
and  Diastolic  Murmur 


Case  history 

Benjamin  Son,  M.D.:  A sixty-two 

year-old  male  was  admitted  to  the  Beek- 
man-Downtown Hospital  with  fever  of  six 
weeks  duration  and  shortness  of  breath  for 
one  week. 

The  patient,  a chef  by  occupation,  had 
always  been  in  good  health;  he  denied  pre- 
vious hospitalizations  and  had  not  pre- 
viously sought  medical  attention.  Six 
weeks  before  admission,  he  noted  the  onset 
of  fever  and  loss  of  appetite;  he  gave  no 
history  of  chills,  cough,  or  chest  pain.  Al- 
though fever  persisted  intermittently,  he 
did  not  seek  medical  attention.  During 
the  week  before  admission,  he  noted  the  on- 
set of  shortness  of  breath  with  nocturnal 
orthopnea,  requiring  two  to  three  pillows 
at  night.  The  patient’s  family  history  and 
past  history  were  essentially  negative. 

On  admission,  the  blood  pressure  was 
140  systolic,  45  diastolic;  the  pulse  rate  was 
120,  the  respirations  were  22  per  minute; 
and  the  temperature  was  104  F.  The 
patient  was  an  elderly  Negro  male,  moder- 
ately obese,  and  in  no  obvious  distress. 
His  skin  was  hot  and  dry.  There  was  no 
obvious  cervical  venous  engorgement  and 
no  elevation  of  venous  pressure.  The  ocu- 
lar fundi  were  not  remarkable.  There 
were  several  dental  extractions  which  were 
not  recent.  Bounding  carotid  pulsations 
were  easily  visible  bilaterally.  The  lungs 
were  clear  to  percussion  and  auscultation. 
The  heart  rhythm  was  regular;  the  apex 
beat  was  in  the  fifth  left  intercostal  space 


at  the  midclavicular  line  without  heave  or 
thrill.  The  first  heart  sound  was  accen- 
tuated in  the  tricuspid  area,  however, 
there  was  no  audible  change  of  heart 
sounds  at  the  apex  nor  was  there  an  audi- 
ble opening  snap.  Along  the  left  sternal 
border  there  were  a moderately  loud  blow- 
ing Grade  I II/ VI  systolic  murmur  and  a 
slightly  harsh  Grade  IV/VI  diastolic  mur- 
mur; both  murmurs  were  slightly  dimin- 
ished in  intensity  at  the  apex.  The  liver 
was  palpable  3 to  4 fingerbreadths  below 
the  right  costal  margin  in  the  midclavicular 
line;  the  spleen  tip  was  questionably  felt  at 
the  left  costal  margin.  The  pedal  pulses 
were  easily  palpable  bilaterally,  and  no 
edema  was  noted.  There  were  scattered 
varicosities  over  both  lower  extremities. 
The  skin  was  free  of  lesions  and  showed  no 
evidence  of  petechiae. 

The  urinalysis  revealed  a specific  gravity 
of  1.016  and  a trace  of  albumin.  The  mi- 
croscopic examination  showed  occasional 
red  blood  cells  and  occasional  epithelial 
cells.  Repeat  urinalysis  showed  a trace 
of  albumin,  rare  red  blood  cells,  occa- 
sional squamous  cells,  urates,  and  uric 
acid  crystals.  The  hemoglobin  was  11 
Gm.  per  100  ml.;  the  hematocrit  33,  and 
the  white  blood  cell  count  14,000,  with  76 
per  cent  segmented  forms,  2 per  cent  non- 
segmented  forms,  15  per  cent  lymphocytes, 
5 per  cent  monocytes,  and  2 per  cent  eosin- 
ophils. The  smear  showed  slight  hyper- 
chromia and  anisocytosis.  The  fasting 
blood  sugar  was  109  mg.  and  the  blood  urea 
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FIGURE  1.  Chest  x-ray  film  showing  normal 
cardiac  contour  and  pneumonitis  of  right  upper 
lobe  of  lung. 


nitrogen  14  mg.  per  100  ml.  The  VDRL 
test  result  was  nonreactive.  The  serum 
sodium  was  131  mEq.,  the  serum  potassium 
4 mEq.,  and  the  chlorides  97  mEq.  per  liter. 
The  erythrocyte  sedimentation  rate  was  34 
mm.  per  hour. 

A blood  smear  from  the  ear-lobe  showed 
many  monocytic  forms  classified  as  “macro- 
phages.” Blood  culture  taken  on  two  sepa- 
rate occasions  grew  out  gamma  hemolytic 
streptococcus. 

An  x-ray  film  of  the  chest  showed  a nor- 
mal-sized heart  with  a tortuous  aorta  and 
evidence  of  infiltration  in  the  right  up- 
per lobe  of  the  lung  (Fig.  1).  The  elec- 
trocardiogram reading  was  within  normal 
limits  but  suggestive  of  borderline  left  and 
right  atrial  hypertrophy  (Fig.  2). 

The  patient’s  temperature  fluctuated  be- 
tween 102  and  105.4  F.  during  the  first 
three  hospital  days.  Since  the  organism 
in  the  blood  culture  proved  to  be  sensitive 
in  vitro  to  both  ampicillin  and  penicillin, 
the  patient  was  started  on  intravenous 
penicillin,  7.5  million  units  daily.  A re- 
peat physical  examination  confirmed  the 
persistence  of  the  systolic  and  diastolic 
murmurs  over  the  sternal  border  and  at 
the  apex.  A tricuspid  valve  lesion  was 
also  suspected.  The  skin,  mucous  mem- 
branes, and  fundi  failed  to  reveal  pete- 
chiae.  A blood  culture  taken  after  the  be- 
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FIGURE  2.  Electrocardiogram  showing  question- 
able atrial  hypertrophy. 


ginning  of  penicillin  therapy  was  reported 
as  showing  no  growth  after  eleven  days. 

On  the  fourth  hospital  day  the  tempera- 
ture dropped  to  a range  of  101  to  102  F. 
The  patient  appeared  to  be  doing  well  until 
the  following  day  when  he  suddenly  became 
dyspneic,  developed  profuse  diaphoresis, 
and  evidence  of  cardiac  collapse.  There 
was  no  detectable  pulse  or  blood  pressure, 
and  the  patient  failed  to  respond  to  efforts 
at  cardiac  resuscitation. 


Discussion 

Stanley  Yormak,  M.D.*:  We  have 

presented  here  a sixty-two-year-old  Negro 
male  with  a six-week  history  of  fever  and 
shortness  of  breath  and  a one-week  history 
of  orthopnea.  He  had  no  cough  or  chest 
pain.  It  is  apparent  from  the  protocol 
that  the  patient  had  bacterial  endocardi- 
tis. The  factors  favoring  this  diagnosis 
are  the  prominent  murmurs,  fever  without 
other  obvious  cause,  hepatomegaly,  possi- 
ble splenomegaly,  anemia,  positive  blood 
cultures,  slightly  elevated  white  blood 
count  with  a shift  to  the  left,  and  the  pres- 
ence of  many  macrophages  in  the  smear  of 
blood  from  the  ear  lobe.  The  presence  of 
hematuria  and  albuminuria  are  also  com- 
patible with  a bacterial  endocarditis. 

In  most  cases  the  term  “subacute”  is 

* Chief  of  Cardiology;  Assistant  Attending  Physician, 
Beekman-Downtown  Hospital. 
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applied  to  cases  of  bacterial  endocarditis 
of  at  least  several  months  duration,  but  the 
relatively  short  history  of  six  weeks  in  this 
patient  does  not  necessarily  rule  out  the 
subacute  form  of  the  disease.  Admittedly, 
other  clinical  elements  characteristic  of 
subacute  bacterial  endocarditis  are  lacking; 
for  example,  Roth  spots  in  the  optic  fundi, 
subungual  or  so-called  splinter  hemor- 
rhages, and  petechiae.  However,  these 
findings  are  more  likely  to  appear  late  in 
the  course  of  the  disease.  Subungual 
hemorrhages  are  found  in  about  10  per  cent 
of  all  hospital  patients  and  cannot  be  con- 
sidered as  diagnostic.  Tender  Osier  nodes 
in  the  pads  of  the  fingers  or  toes  are  thought 
to  be  pathognomonic  of  subacute  bacte- 
rial endocarditis  but  were  not  present  in 
this  case.  Janeway  lesions,  which  are  non- 
tender erythematous  or  hemorrhagic  le- 
sions on  the  palms  and  soles,  also  were  not 
observed.  Clubbing  was  not  seen.  Since 
these  changes  often  occur  late  in  the  course 
of  subacute  bacterial  endocarditis,  the  six- 
week  period  of  illness  may  not  have  been 
sufficient  for  their  development.  Never- 
theless, I believe  that  subacute  bacterial 
endocarditis  is  the  major  problem. 

A feature  which  is  somewhat  confusing 
is  the  fact  that  the  heart  size  is  normal  and 
presumably  must  have  been  normal  all  of 
the  patient’s  life.  Despite  the  lack  of  clin- 
ical, x-ray,  or  electrocardiographic  evi- 
dence suggestive  of  long-standing  heart 
disease,  we  will  have  to  account  for  the  sud- 
den appearance  of  shortness  of  breath.  Dr. 
Batillas,  will  you  review  the  x-ray  films  for 
us? 

John  Batillas,  M.D.:  X-ray  film  ex- 

amination of  the  chest  at  the  time  of  admis- 
sion demonstrated  a cardiac  silhouette  nor- 
mal in  size  and  configuration  (Fig.  1).  The 
aorta  is  unfolded.  Pneumonic  infiltrates 
are  observed  in  the  right  upper  lobe  and  at 
the  left  lung  base.  There  is  moderate  ele- 
vation of  the  horizontal  fissure  indicating 
partial  atelectasis  of  the  right  upper  lobe  of 
the  lung. 

Dr.  Yormak:  The  electrocardiogram 

appears  entirely  normal,  although  there  is  a 
suggestion  of  borderline  hypertrophy  of 
both  atria  (Fig.  2).  Right  atrial  hyper- 
trophy is  usually  indicated  by  a P wave 
greater  than  2.5  mm.  in  height  in  lead  II. 
In  left  auricular  hypertrophy,  we  are 
liable  to  find  a P-wave  duration  greater 


than  0.11  seconds  in  lead  II,  and  in  lead  V\ 
a P wave  with  a negative  component 
greater  than  1 mm.  in  depth. 

It  is  well  known  that  patients  with  severe 
heart  disease,  congestive  heart  failure,  and 
atrial  fibrillation  are  less  likely  to  develop 
subacute  bacterial  endocarditis  than  those 
with  milder  degrees  of  cardiac  disability. 
Yet  we  would  hardly  expect  to  find  bacte- 
rial endocarditis  in  a patient  with  a normal- 
sized heart  and  no  evidence  of  long-stand- 
ing heart  disease. 

What  cardiac  defect  in  this  case  could  be 
responsible  for  the  murmurs  described  and 
could  provide  the  substrate  for  the  develop- 
ment of  subacute  bacterial  endocarditis? 
Statistically,  rheumatic  valvular  lesions  are 
present  in  80  per  cent  of  patients  developing 
this  disease,  bicuspid  or  syphilitic  aortic 
valvular  disease  is  encountered  in  another 
10  per  cent  of  cases,  and  congenital  cardiac 
defects  in  10  per  cent.  The  physical  find- 
ings in  this  patient  direct  attention  pri- 
marily to  the  status  of  the  aortic  valve. 
The  diastolic  blood  pressure  of  45  mm.  Hg, 
the  wide  pulse  pressure,  prominent  carotid 
pulsations,  and  strong  pedal  pulses  suggest 
that  aortic  insufficiency  was  present. 

Several  possible  causes  of  aortic  insuffi- 
ciency can  be  ruled  out  because  the  charac- 
teristics of  the  diastolic  murmur  were  de- 
scribed in  the  protocol  as  harsh.  Aortic 
valve  lesions  due  to  rheumatic,  bicuspid, 
and  luetic  diseases  characteristically  pro- 
duce high-pitched  blowing  decrescendo 
diastolic  murmurs  along  the  left  sternal 
border,  but  not  harsh  murmurs.  A bicus- 
pid defect  is  unlikely  for  an  additional 
reason  in  that  such  valves  are  prone  to  ex- 
tensive calcification  and  typically  produce 
the  murmur  of  aortic  stenosis  which  is  not 
described  here.  The  presence  of  a normal 
aortic  arch  noted  on  the  x-ray  film  and  a 
negative  VDRL  test  result  further  tends  to 
exclude  a luetic  etiology,  although  post- 
treatment reversion  to  a negative  serology 
is  a possibility. 

We  must,  of  course,  consider  rupture  or 
perforation  of  an  aortic  cusp,  with  or  with- 
out an  aneurysm  of  the  sinus  of  Valsalva. 
Such  a perforation  is  a common  complica- 
tion in  subacute  bacterial  endocarditis,  oc- 
curring most  frequently  in  the  aortic  or 
mitral  valve  and  occasionally  in  both. 
When  the  aortic  valve  is  involved,  the  clin- 
ical signs  are  the  same  as  in  the  common 
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forms  of  aortic  insufficiency,  the  diastolic 
murmur  being  high  pitched  and  decrescendo 
in  character — unlike  the  harsh  murmur  de- 
scribed in  this  protocol. 

I find,  then,  one  more  possible  cause  to 
consider,  namely  a sinus  of  Valsalva  aneu- 
rysm of  congenital  or  mycotic  etiology,  but 
will  defer  discussion  of  this  entity  until  the 
cause  of  the  systolic  murmur  heard  in  the 
patient  is  discussed. 

I suppose  that  other  causes  of  a wide 
pulse  pressure  might  be  mentioned,  such  as 
thyrotoxicosis,  anemia,  beriberi,  Paget’s 
disease,  or  complete  heart  block;  but  there 
is  obviously  little  reason  to  think  of  these 
entities  in  this  patient.  Should  we  seri- 
ously consider  an  arteriovenous  fistula  or 
hemangioma  in  the  lung  area?  Such  en- 
tities could  cause  a wide  pulse  pressure  and 
may  be  associated  with  endocarditis  as  well. 
Could  either  of  these  lesions  be  present  on 
the  chest  x-ray  film,  Dr.  Batillas? 

Dr.  Batillas:  No,  I really  cannot  see 

anything  on  this  film  that  would  suggest  an 
arteriovenous  fistula. 

Dr.  Yormak:  Let  us  now  turn  our  at- 

tention to  the  systolic  murmur  along  the 
left  sternal  border  which  is  described  as 
moderately  loud  and  blowing  in  quality. 
Could  this  murmur  result  from  a mitral 
valve  defect?  Rupture  of  a chorda  ten- 
dinea  secondary  to  erosion  by  bacterial  veg- 
etations may  possibly  produce  mitral  in- 
sufficiency. This  murmur,  however,  is  usu- 
ally maximal  at  the  apex  or  lower  sternal 
border,  tends  to  be  holosystolic,  and  is 
usually  high  pitched  and  rasping.  These 
characteristics  were  not  present  in  this 
patient.  The  murmur  of  aortic  stenosis  is 
usually  loudest  in  the  aortic  area,  has  a 
harsh  grating  quality,  and  usually  radiates 
to  the  neck;  these  qualities  are  unlike  those 
described  here. 

Tricuspid  valve  lesions  with  insufficiency 
often  develop  in  heroin  addicts  follow- 
ing intravenous  injection  of  contami- 
nated material.  Staphylococci  are  the  usu- 
al pathogens,  and  septic  pulmonary  em- 
bolization is  common.  The  lack  of  a his- 
tory of  addiction  and  the  absence  of  a pul- 
sating liver  and  pulsating  neck  veins  ex- 
cludes the  presence  of  tricuspid  insuffi- 
ciency as  a cause  of  the  systolic  murmur. 

Pulmonary  valve  lesions  are  rare  in  sub- 
acute bacterial  endocarditis  but  may  also 
occur  in  heroin  addicts  following  emboli- 


zation from  an  infected  tricuspid  valve. 
Pulmonic  murmurs  are  heard  at  the  upper 
part  of  the  left  sternal  border  and  in  the 
left  infraclavicular  area  and  may  be  asso- 
ciated with  a systolic  thrill.  I think  we  can 
exclude  pulmonic  valve  involvement. 

Patent  ductus  arteriosus  deserves  con- 
sideration since  it  is  associated  with  both 
systolic  and  diastolic  murmurs  as  well  as  a 
widened  pulse  pressure.  No  pulmonary 
artery  enlargement  is  seen  on  this  x-ray 
film.  Although  a continuous  machinery 
murmur  may  not  always  be  present,  the  sys- 
tolic or  diastolic  murmurs  are  heard  closer 
to  the  pulmonic  area  rather  than  in  the 
areas  described  in  this  patient. 

Interatrial  septal  defects  are  very  rarely 
complicated  by  subacute  bacterial  endo- 
carditis, so  no  further  mention  of  it  will  be 
made.  Ventricular  septal  defect  may  pro- 
duce a loud  blowing  systolic  murmur  at  the 
left  sternal  border  and  apex  as  described  in 
this  patient.  I think  this  is  the  lesion  re- 
sponsible for  the  systolic  murmur.  Con- 
genital sinus  of  Valsalva  aneurysms  are 
often  associated  with  a defect  in  the  ven- 
tricular membranous  septum.  The  asso- 
ciation of  these  two  lesions  would  account 
for  the  presence  of  systolic  and  diastolic 
murmurs,  since  sinus  aneurysms  can  cause 
aortic  insufficiency  and  a diastolic  murmur 
similar  to  that  described  here.  Ventricular 
septal  defect  is  the  congenital  cardiac  de- 
fect most  often  complicated  by  subacute 
bacterial  endocarditis  often  due  to  an  en- 
terococcus or  a Streptococcus  viridans. 
Via  the  ventricular  septal  defect,  a jet  of 
blood  may  pass  from  the  left  to  the  right 
ventricle  producing  a bacterial  plaque  on 
the  wall  of  the  right  ventricle  opposite  the 
perforation.  This,  in  turn,  would  serve  as 
a nidus  for  bacterial  growth  and  later  em- 
bolization from  the  right  ventricle  into  the 
lung  and  might  explain  the  presence  of  the 
pneumonitis  seen  in  the  chest  x-ray  film. 

The  abruptness  of  the  patient’s  death 
suggests  a catastrophic  terminal  event. 
Rupture  of  a sinus  of  Valsalva  aneurysm 
into  the  right  atrium  or  ventricle  might 
cause  drastic  hemodynamic  alterations, 
congestive  heart  failure,  shock,  and  death. 
Sinus  aneurysms  have  also  been  associated 
with  dissections  of  the  aorta.  Perforation 
of  a valve  cusp  could  have  similar  conse- 
quences. Pulmonary  or  systemic  septic  em- 
bolization, secondary  cardiac  arrhythmia, 
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and  heart  failure  could  be  another  mode  of 
exit.  Sinus  of  Valsalva  rupture  and  per- 
foration of  a valve  cusp  may  be  followed 
by  a relatively  asymptomatic  period  of  days 
to  months  before  death  occurs  from  pro- 
gressive heart  failure.  It  is  possible  that 
the  onset  of  dyspnea  in  this  patient  during 
the  sixth  week  of  illness  resulted  from  one  of 
these  complications  affecting  the  aortic 
valve. 

In  summary,  I would  expect  the  post- 
mortem to  reveal  the  following:  subacute 

bacterial  endocarditis,  ventricular  septal 
defect,  ruptured  sinus  of  Valsalva  aneu- 
rysm, and  evidence  of  subacute  bacterial 
endocarditis  on  the  right  ventricular  endo- 
cardium; acute  pulmonary  edema  and 
septic  foci  in  the  lungs;  chronic  passive  con- 
gestion of  the  liver  and  spleen;  and  focal 
glomerulonephritis. 

In  a clinical  pathologic  conference  it  is 
reasonable  to  suspect  the  unusual;  it  is 
quite  possible  that  there  may  be  a neoplasm 
somewhere  which  accounted  for  the  pa- 
tient’s increased  susceptibility  to  infection, 
although  I see  no  obvious  clinical  sugges- 
tion for  this. 

John  T.  Flynn,  M.D.:  Mrs.  Boman,  is 

it  proper  to  refer  to  the  gamma  strepto- 
coccus in  this  case  as  an  enterococcus? 

Isabel  Boman,  B.S.  *:  The  gamma  strep- 
tococcus in  this  case  cannot  be  considered 
to  be  an  enterococcus.  The  gamma  strep- 
tococcus found  here  is  the  type  which  is  usu- 
ally nonpathogenic  and  is  found  in  the 
upper  respiratory  tract.  The  findings  in 
these  blood  cultures  are  most  unusual. 

Dr.  Flynn:  Dr.  Shalsha,  do  you  have 

any  further  suggestions  in  this  case? 

Kurt  Shalsha,  M.D.:  I believe  Dr. 

Yormak  has  covered  all  of  the  reasonable 
possibilities.  It  would  be  almost  impos- 
sible to  say  what  the  background  of  the 
underlying  heart  disease  is.  I would  tend 
to  favor  the  idea  of  a ruptured  chorda  ten- 
dinea. 

Prem  Kemal  Gupta,  M.D.:  I had  the 

opportunity  to  see  this  patient  at  the  time 
of  admission  and  also  at  the  last  moments  of 
his  life.  The  terminal  examination  showed 
numerous  rales  throughout  both  lung 
fields  with  acute  dyspnea,  and  the  patient 
obviously  had  a terminally  acute  pulmo- 
nary edema. 

* Chief  Bacteriologist,  Beekman-Downtown  Hospital. 


Dr.  Yormak:  This  additional  informa- 

tion would  make  me  think  more  seriously  of 
a ruptured  sinus  of  Valsalva  with  severely 
altered  cardiac  hemodynamics  and  with 
pulmonary  edema  as  the  terminal  event. 

Clinical  diagnoses 

1.  Subacute  bacterial  endocarditis  ( gamma 
streptococcus) 

2.  Perforated  aortic  valve  cusp 

3.  Pneumonitis,  bilateral 

Dr.  Yormak’s  Diagnoses 

1.  Ventricular  septal  defect,  with  super- 
imposed subacute  bacterial  endocarditis,  and 
septic  emboli  to  lungs 

2.  Aneurysm  of  sinus  of  Valsalva,  with 
terminal  rupture 

3.  Focal  glomerulonephritis 

Pathologic  report 

Basil  Moumgis,  M.D.:  The  post-mor- 

tem examination  of  the  heart  demon- 
srated  an  extensive  bacterial  endocarditis 
involving  the  aortic,  mitral,  and  tricuspid 
valves  (Figs.  3 and  4A).  The  most  inter- 
esting feature  in  the  case  was  the  absence  of 
any  predisposing  pathologic  distortion  of 
the  valves  or  of  congenital  abnormalities. 
The  mitral  and  tricuspid  leaflets  were  thin 
and  delicate  with  no  evidence  of  fibrosis  or 
calcification.  Several  small  friable  vegeta- 
tions were  noted  on  the  atrial  surface  of  the 
anterior  leaflet  of  the  mitral  valve  and  on 
the  undersurfaces  of  the  tricuspid  leaflets. 
A small  irregular  patch  of  endocarditis  was 
identified  on  the  septal  aspect  of  the  right 
ventricular  wall.  The  largest  vegetations 
were  located  on  the  aortic  valve,  especially 
on  the  posterior  cusp  which  was  the  site  of 
a 1-cm.  perforation  (Fig.  4A).  Microscopic 
sections  through  this  perforation  revealed 
neutrophils  and  lymphocytes  admixed  with 
fibrin  and  cellular  debris.  Discrete  bacte- 
rial colonies  were  evident  in  the  aortic  vege- 
tations but  were  not  noted  in  those  adher- 
ent to  the  mitral  and  tricuspid  valves  (Fig. 
4B).  We  were  unable  to  identify  Aschoff 
nodules  which  often  occur  with  active 
rheumatic  heart  disease  nor  was  there  the 
perivascular  fibrosis  usually  present  in  the 
inactive  form.  Furthermore,  there  was  no 
evidence  of  perivascular  cuffing  or  of  granu- 
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FIGURE  3.  Mitral  leaflets  showing  small  vegeta- 
tions. 


lomatous  gummas  which  characterize  luetic 
lesions.  There  was  a small  irregular  patch 
of  fibrosis  within  the  left  ventricle  wall 
which  we  interpreted  as  an  old  infarct. 
The  coronary  arteries,  however,  were  only 
slightly  sclerotic,  not  enough  to  compromise 
the  diameters  of  the  lumina.  We  must  as- 
sume that  the  pathogenesis  of  the  fibrosis 
was  either  local  coronary  insufficiency  or, 
perhaps,  an  unidentified  coronary  embolism 
due  to  a vegetation.  It  is  of  interest  to 
note  that  the  heart  was  slightly  enlarged 
and  weighed  460  Gm.  The  pericardium 
contained  125  ml.  of  fluid,  a slight  increase 
over  the  normal. 

Dr.  Yormak:  Do  you  think  the  lesions 

of  the  aortic  valve  accounted  for  both  sys- 
tolic and  diastolic  murmurs? 

Dr.  Moumgis:  It  is  quite  possible. 

The  other  valves  were  remarkably  free  of 
lesions  except  for  the  small  vegetations. 
There  was  also  no  evidence  of  atrial  or  ven- 
tricular septal  defects,  ductus  arteriosus,  or 
congenital  deformities. 

The  patient  did  have  evidence  of  both 
right  and  left  congestive  heart  failure. 
There  was  approximately  1,000  ml.  of  fluid 
within  each  pleural  space.  The  lungs 
showed  marked  congestion  and  edema. 
The  peritoneal  cavity  contained  500  ml.  of 


FIGURE  4.  (A)  Aortic  cusps  showing  vegetations 
(arrow).  Probe  indicates  site  of  aortic  cusp  per- 
foration. (B)  Section  demonstrating  bacterial 
colonies  within  aortic  valve  vegetation  (X575). 


fluid  with  moderately  enlarged  and  con- 
gested liver  and  spleen. 

The  pulmonary  congestion  and  edema 
were  complicated  by  moderate  diffuse  pneu- 
monitis. There  was  prominent  deposition 
of  fibrin  within  the  alveolar  spaces  with  oc- 
casional neutrophils.  From  the  cut  sur- 
faces, we  were  able  to  culture  an  alpha 
hemolytic  streptococcus  which  was  differ- 
ent from  the  gamma  streptococcus  iso- 
lated from  the  antemortem  blood  cultures. 
Postmortem  cultures  failed  to  grow  out 
any  organisms  from  the  blood  or  vegeta- 
tions. 

Another  interesting  finding  was  the  pres- 
ence of  a 9-cm.  tumor  in  the  upper  pole  of 
the  right  kidney  (Fig.  5A).  Microscopi- 
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FIGURE  5.  (A)  Large  renal  cell  carcinoma  involving  upper  pole  of  right  kidney.  (B)  Section  illustrating 
predominant  clear  cells  of  renal  carcinoma  (hematoxylin  and  eosin  stain  X350). 


cally  this  was  composed  of  irregular  nests 
and  cords  of  tumor  cells  showing  clear  cy- 
toplasm and  pleomorphic  nuclei  (Fig.  5B). 
There  were  prominent  areas  of  hemorrhage 
and  necrosis.  Despite  the  size  of  the  neo- 
plasm, there  was  good  demarcation  and  no 
evidence  of  renal  vein  involvement  or  dis- 
tant metastases.  Incidentally,  we  do  not 
believe  this  localized  neoplasm  contributed 
significantly  to  the  formation  of  the  val- 
vular thrombi  as  would  be  the  case  with 
terminal  marantic  thrombi.  The  latter 
ordinarily  do  not  contain  bacteria. 

In  summary,  we  have  a slightly  enlarged 
heart  and  subacute  bacterial  endocarditis 
with  vegetations  of  the  mitral,  tricuspid, 
and  aortic  valves.  The  most  extensive  in- 
volvement affected  the  aortic  valve  pro- 
ducing a perforation  which  would  account 
for  the  audible  murmurs.  We  were  unable 
to  find  any  evidence  of  rheumatic  heart  dis- 
ease, periarteritis  nodosa,  syphilis,  or  con- 
genital abnormalities. 

Dr.  Flynn:  Most  of  us  have  been  con- 

ditioned to  believe  that  bacterial  endo- 
carditis must  be  superimposed  on  under- 
lying heart  disease.  We  can  easily  over- 
look the  fact  that  a fair  percentage  of  in- 
fective endocarditis  is  superimposed  on 
normal  heart  valves  and  endocardium. 
One  recent  study  of  infective  endocarditis 
indicated  that  below  the  age  of  thirty, 
about  one  half  of  the  cases  of  acute  bacte- 
rial endocarditis  occur  in  otherwise  normal 
hearts.*  Between  the  ages  of  thirty  and 
sixty,  about  40  per  cent  of  acute  cases  and 

* Uwaydah,  M.  M.,  and  Weinberg,  A.  N.:  Bacterial 

endocarditis- — a changing  pattern,  New  England  J.  Med. 
273:  1231  (Dec.  2)  1965. 


10  per  cent  subacute  cases  occur  in  the  set- 
ting of  perfectly  normal  hearts.  Between 
ages  sixty  and  ninety,  20  per  cent  of  pa- 
tients with  acute  endocarditis  were  found 
to  have  normal  heart  valves  and  endo- 
cardia. 

It  might  be  difficult  to  classify  this  case 
in  either  the  acute  or  the  subacute  group. 
Some  authorities  feel  that  it  is  not  proper 
to  make  too  sharp  a division  between  acute 
and  subacute  bacterial  endocarditis  al- 
though the  acute  form  has  a much  more 
serious  short-term  prognosis.  We  have  no 
real  explanation  as  to  why  bacteria  of  usu- 
ally low  pathogenicity  should  plant  them- 
selves so  virulently  on  otherwise  normal 
valves.  Dr.  Karpas,  is  there  any  reason  to 
suspect  that  the  carcinoma  of  the  kidney  in 
some  way  alters  the  immunologic  mecha- 
nism of  the  patient  and  thereby  increases 
his  susceptibility  to  the  organism? 

Charles  M.  Karpas,  M.D.:  I really  do 

not  think  there  is  any  clearcut  evidence  on 
this  point.  If  you  assume  that  there  is 
some  alteration  of  the  immunologic  mech- 
anism, why  does  not  this  lead  to  a wide- 
spread infection  rather  than  a localized  one? 
Furthermore,  in  the  marantic  endocarditis 
of  terminal  cancer  patients,  the  vegetations 
are  usually  bacteria-free. 

Dr.  Flynn:  We  are  seeing  changes  in 

the  natural  history  of  bacterial  endocardi- 
tis, and  certainly  this  case  illustrates  the 
fact  that  we  must  suspect  its  presence,  even 
in  patients  who  have  no  previous  heart 
disease. 

Dr.  Yormak:  We  are  entirely  in  the 

dark  about  two  aspects  of  this  case — the 
unexpected  virulence  of  the  gamma  hemo- 
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Final  diagnoses 


lytic  streptococcus  and  its  ability  to  im- 
plant itself  on  normal  heart  valves.  On 
the  other  hand,  the  patient’s  death,  al- 
though not  anticipated,  would  not  be  un- 
usual since  a sudden  exitus  is  quite  common 
in  aortic  insufficiency.  We  continue  to 
hope  that  eventually  the  cardiac  surgeon 
will  be  able  to  alter  this  prognosis,  at  least 
in  aortic  cusp  perforations,  with  the  aid  of 
several  well-placed  sutures. 


1.  Subacute  bacterial  endocarditis  involv- 
ing tricuspid,  mitral,  and  aortic  valves,  with 
perforation  of  aortic  cusp;  without  under- 
lying valvular  disease 

2.  Focal  myocardial  fibrosis 

3.  Congestive  heart  failure  with  bilateral 
pneumonitis 

4.  Carcinoma  of  right  kidney 
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Although  lipids  in  our  diet  consist 
primarily  of  triglycerides — some  solid,  some 
liquid — some  saturated,  some  unsatu- 
rated— some  derived  from  animal  sources 
and  others  from  plants — the  most  impor- 
tant lipids  in  our  tissues,  with  the  exception 
of  adipose  tissue,  are  complex  lipids.  It 
has  long  been  known  that  the  composition 
of  fats  in  storage  areas  depends  greatly  on 
the  type  of  dietary  fat  and  on  the  per- 
centage of  carbohydrate.  Thus,  the  farmer 
who  feeds  his  pigs  a diet  rich  in  corn  oil 
finds  to  his  dismay  that  the  bacon  of 
these  animals  is  soft.  Similarly,  human 
fat  depots  undergo  a shift  of  fatty  acid 
composition  when  the  usual  American 
diet  is  replaced  by  a low-carbohydrate, 
high  corn  oil  regimen.12  We  do  not 
know  of  any  reason  why  such  a change  in 
adipose  tissue  should  be  harmful  to  the 
organism.  The  mechanisms  for  storage 
and  mobilization  of  fats  do  not  appear 
vulnerable  to  changes  in  fatty  acid  patterns 
of  the  dietary  fats. 

But  what  about  the  structures  built  of 
complex  lipids,  the  phospholipids  of  liver 
and  the  cerebrosides  of  brain?  These 

* Career  Investigator,  American  Heart  Association,  New 
York  City. 


lipids  form  integral  parts  of  plasma  mem- 
branes and  may  well  determine  the  per- 
meability of  a cell  to  extracellular  com- 
ponents as  well  as  to  its  own  products. 
What  about  the  lipids  of  mitochondrial 
membranes  which  appear  to  play  a role 
in  electron  transport  and  energy-producing 
systems  of  the  organism?  And  consider 
the  extensive  lipid-protein  membranes  of 
the  endoplasmic  reticulum,  the  production 
centers  of  the  cell:  Are  they  subject  to 

alterations  in  fatty  acid  composition  in 
response  to  dietary  changes,  and,  if  so, 
does  this  change  affect  their  function? 

An  answer  to  these  questions  is  only 
partially  available,  but  several  recent  de- 
velopments have  laid  the  groundwork 
for  more  extensive  work  in  this  area. 
One  of  the  most  important  developments 
has  taken  place  in  the  area  of  lipid  meth- 
odology. The  availability  of  paper  and 
thin-layer  chromatography  has  made  it 
possible  to  fractionate  minute  amounts  of 
complex  lipids,  and  the  application  of 
gas-liquid  chromatography  has  given  tre- 
mendous impetus  to  the  study  of  fatty 
acid  composition.  Even  more  recent  is  the 
coupling  of  a mass  spectrometer  to  the 
effluent  channel  of  a gas  chromatograph 
which  should  make  it  possible  to  measure 
even  smaller  amounts  of  lipid  and  char- 
acterize components  as  yet  beyond  the 
reach  of  most  biochemists.  Among  other 
methods  that  have  greatly  facilitated  the 
study  of  biologic  membranes,  we  must  list 
the  electron  microscope,  x-ray  diffraction 
technics,  and  the  separation  of  cell  frag- 
ments by  centrifugation. 

The  nomenclature  of  fatty  acids  is  rather 
confusing  even  to  the  initiated.  In  ad- 
dition to  the  monocarboxylic  long-chain 
saturated  fatty  acids,  there  are  fatty  acids 
with  one  or  more  double  bonds,  the  latter 
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known  as  polyunsaturated  fatty  acids. 
Some  of  their  double  bonds  are  placed  so 


that  the  neighboring  chains  form  cis  ( 


I ) 


configurations  while  others  occur  in  the  trans 
\ " 

(II  ) form.  Polyunsaturated  acids  can 

thus  be  cis-cis,  cis-trans,  trans-trans,  and 
more  complex  combinations  of  this  pattern. 
Fortunately,  not  all  combinations  are 
found  in  nature.  None  of  this  would  be 
terribly  exciting,  except  for  the  fact  that 
the  space  occupied  by  a polyunsaturated 
fatty  acid  in  a membrane  lipid  structure 
depends  greatly  on  its  configuration.  A 
phospholipid  with  one  cis-cis  linoleic  and 
one  saturated  acid  takes  up  twice  as  much 
space  as  one  with  two  saturated  fatty 
acids.3  About  this  we  shall  have  more 
to  say  later.  For  the  moment,  it  will 
suffice  to  introduce  a shorthand  notation — 
18:0  for  an  18-carbon  saturated  acid  and 
20:4  for  a 20-carbon  acid  with  four  double 
bonds. 

Fatty  acids  of  biologic  membranes  may 
originate  from  the  diet  or  may  be  syn- 
thesized from  catabolic  products  of  other 
dietary  components.4  Only  linoleic  acid 
(18:2)  is  not  synthesized  by  mammalian 
tissues,  and  man  depends  solely  on  dietary 
fat  for  this  “essential”  fatty  acid.  This 
fatty  acid  is  modified  by  the  tissues  to 
form  another  essential  fatty  acid,  arachi- 
donic  acid  (20 : 4). 6 


Bimolecular  leaflets 

The  idea  that  the  cell  membrane  might 
contain  a double  layer  of  phospholipid 
originates  from  the  pioneering  work  of  a 
Dutch  pediatrician  during  the  early  part 
of  this  century.  Not  long  after  Langmuir 
had  shown  the  possibility  of  studying  mono- 
molecular  films,  Gorter  and  Grendel,6  7 at 
the  University  of  Leiden,  applied  this 
technic  to  the  study  of  red  cell  lipids. 
Looking  at  these  experiments  from  the 
vantage  point  of  the  present  we  must,  at 
the  same  time,  admire  the  ingenuity  of  the 
investigators  and  envy  their  good  luck; 
by  a series  of  compensating  errors  they 
came  to  the  essentially  correct  conclusion 
that  the  red  cell  ghost  contained  sufficient 
lipid  to  form  a double  layer.  Nearly  ten 
years  later,  Danielli  and  Davson8  9 added 


Protein 


0 0 0 


*0  0 0 


FIGURE  1.  Two  models  of  membrane  structure. 
For  simplification  only  one  type  of  lipid  and  protein 
are  shown.  (A)  Protein  covers  polar  groups  of 
amphipathic  lipids.  (B)  Hydrocarbon  chains 
shown  to  dip  into  apolar  regions  of  protein. 


the  provision  that  the  double  layer  of  lipid 
was  covered  with  protein,  and  this  con- 
cept of  the  cell  membrane  was  held  by 
most  biologists  until  very  recent  times. 
The  controversies  concerning  this  concept 
now  center  mostly  on  the  location  of  the 
protein:  Is  it  inside  the  double  layer  of 

lipid  or  outside  (Fig.  1)?  It  is  quite  pos- 
sible that  not  all  membranes  possess  the 
same  basic  structure,  but  the  details  of  this 
argument  shall  not  concern  us  here. 
Instead,  we  shall  take  a closer  look  at  the 
behavior  of  polar  lipids,  particularly  the 
phospholipids  found  in  membranes,  at 
artificial  boundaries  or  interfaces,  speculat- 
ing on  the  basis  of  meager  evidence  how 
dietary  factors  might  play  a role  in  surface 
properties  of  lipids. 

Monomolecular  films 

In  general,  molecules  are  soluble  either  in 
water  or  in  fat  solvents.  Glucose  dissolves 
readily  in  water  but  not  in  ether;  mineral 
oil  is  an  example  of  the  opposite  kind. 
Some  molecules,  the  amphipaths,  have  a 
schizophrenic  trait.  The  apolar  region  of 
their  molecule  feels  most  at  home  in  a fat 
solvent,  while  the  polar  portion  likes  water. 
Phospholipids,  soaps,  and  most  detergents 
exhibit  amphipathic  behavior.  When  pres- 
ent in  small  concentrations  these  molecules 
will  orient  in  a thin  film  between  the  oil 
and  water  phases  in  a monolayer.  The 
films,  existing  in  a two-dimensional  system, 
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FIGURE  2.  Schematic  drawing  of  Langmuir 
trough  with  monolayer.  Piston  at  left  compresses 
layer  and  torsion  balance  on  right  registers  film 
pressure  in  dynes  per  centimeter.  In  insert 
configuration  of  two  molecules  of  egg  lecithin  sur- 
rounding cholesterol  molecule  is  shown. 

may  be  gaseous,  liquid,  or  solid.  A surface 
barrier,  acting  like  a piston,  can  compress  a 
gaseous  film  to  a liquid  or  let  a solid  film 
expand  to  a fluid  state.  It  is  probable  that 
most  membranes  are  composed  of  liquid 
films,  and  it  has  been  observed  in  model 
experiments  that  cholesterol  has  a liquefying 
action  on  phospholipid  films.10  Further 
study  of  cell  membranes  may  well  reveal 
an  essential  role  for  cholesterol  in  maintain- 
ing the  integrity  of  certain  membranes 
and  thus  enhance  the  reputation  which  this 
lipid  has  acquired  from  its  role  as  infiltrator 
and  organizer  of  metabolic  rebellion  in  the 
arterial  wall. 

Investigations  on  monolayers  have  been 
focused  primarily  on  the  surface  of  aque- 
ous solutions,  as  it  is  known  technically: 
the  air-water  interface  (Fig.  2).  The 
interaction  of  the  hydrocarbon  chains  of 
neighboring  phospholipid  molecules  de- 
pends strongly  on  the  medium  in  which 
they  are  immersed.  Their  interaction  in 
air  undoubtedly  differs  from  that  found 
in  the  cell  membrane  where,  presumably, 
they  interact  with  hydrocarbon  chains  of 
the  opposing  phospholipid  layer  or  with 
apolar  regions  of  protein  molecules  (Fig.  1). 
Consequently,  it  might  be  more  relevant, 
although  much  more  difficult,  to  study  the 
properties  of  monolayers  at  an  oil-water 
rather  than  an  air-water  interface.  Never- 
theless, some  interesting  properties  of 
phospholipid  films  have  been  brought  out  by 
the  latter  type  of  study.  For  example, 
the  area  occupied  by  a phospholipid  in  a 
monolayer  depends  more  on  the  type  of 
the  hydrocarbon  chain  than  on  the  nature 
of  the  polar  group.3  A phosphatidyl 


choline  (lecithin)  molecule  occupies  practi- 
cally the  same  area  as  a molecule  of  phos- 
phatidyl ethanolamine  (cephalin)  with  the 
same  fatty  acid  composition.  Two  leci- 
thin molecules  of  differing  fatty  acid 
patterns  may  easily  differ  in  surface  area  by 
a factor  of  two.  Moreover,  the  inter- 
action with  a host  of  agents,  of  which 
cholesterol  and  certain  antibiotics  have 
been  particularly  well  studied,  depends 
largely  on  the  fatty  acid  composition  of 
the  phospholipid  molecule.  Needless  to 
say,  a knowledge  of  the  biologic  or  chemical 
mechanisms  that  determine  the  fatty  acid 
patterns  in  phospholipid  will  help  in  the 
understanding  of  membrane  structure  and 
function. 

Diet  and  membrane  lipids 

Although  a fair  amount  of  work  has  been 
carried  out  on  the  dependence  of  total 
tissue  fatty  acids  on  dietary  fats,  this  type 
of  information  does  not  yield  much  knowl- 
edge about  tissue  membranes.  A tissue 
such  as  liver,  for  example,  contains  tri- 
glyceride which  undergoes  changes  in  fatty 
acid  composition  as  a result  of  dietary 
alterations,  but  this  lipid  does  not  form 
part  of  the  membrane  structure.  The 
situation  in  red  blood  cells  is  less  com- 
plicated. In  these  cells  nearly  all  the  fatty 
acids  are  in  the  phospholipids  and  pre- 
sumably are  situated  in  the  plasma  mem- 
brane. 

In  one  study  on  erythrocytes  from  rats 
fed  diets  containing  corn  oil,  castor  oil, 
butter  fat,  or  hydrogenated  coconut  oil, 
marked  differences  in  fatty  acid  com- 
position of  the  cells  were  achieved.11 
While  the  18:2  in  the  dietary  fats  spanned 
a range  of  54  to  0.6  per  cent,  the  red  cell 
18:2  content,  after  a five-month  dietary 
study,  ranged  from  11.5  to  2.2  per  cent  and 
the  20:4  from  31  to  15  per  cent.  The  de- 
ficiency in  18:2  and  20:4  was  partially 
compensated  for  by  the  appearance  of  20 : 3 
fatty  acid  which  is  characteristic  of  es- 
sential fatty  acid  deficiency  states.  An 
index  of  permeability  to  nonelectrolytes 
was  obtained  from  the  hemolysis  times  in 
isotonic  solutions.  Glycerol  appeared  to 
penetrate  more  rapidly  in  cells  deficient  in 
18  :2  and  20 : 4 fatty  acids. 

A fair  number  of  studies  have  been  car- 
ried out  on  the  effects  of  dietary  fats  on 
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the  composition  of  liver  cells  and  subcellular 
particles.5,  12-16  All  of  them  demonstrate 
that  the  fatty  acid  pattern  of  mitochondria 
and  of  endoplasmic  reticulum  are  affected 
by  the  composition  of  the  diet.  Little  is 
known,  however,  about  the  effect  of  these 
changes  on  the  function  of  the  subcellular 
elements  or  plasma  membranes.  In  one 
study  a high  activity  of  succinic  dehydro- 
genase in  rat  liver  mitochondria  was  found 
when  essential  fatty  acids  were  in  short 
supply.12  The  authors  suggested  that  the 
effect  probably  resulted  from  permeability 
changes  rather  than  from  altered  enzyme 
activity. 

Enzyme  activity  in  liver  microsomes  was 
studied  by  Dallner,  Siekevitz,  and  Palade.17 
These  workers  fed  pregnant  rats  a labo- 
ratory ration  with  and  without  a corn  oil 
or  lard  supplement.  Differences  in  ma- 
ternal diet  did  not  alter  the  amount  of 
phospholipid  per  milligram  of  microsomal 
protein  but  did  change  the  fatty  acid 
composition  of  the  liver  phospholipids  in 
the  offspring.  None  of  this  affected  the 
activity  of  various  enzymes  tested  in  these 
studies,  although  phospholipids  are  re- 
quired for  at  least  one  of  the  enzymes 
tested. 

Membrane  stability 

Notwithstanding  the  previous  examples, 
a survey  of  the  literature  elicits  the  con- 
cept that  the  function  of  membranes  is 
relatively  insensitive  to  changes  in  fatty 
acid  composition  brought  about  by  dietary 
manipulation.  It  is  possible,  of  course, 
that  more  extensive  and  refined  studies 
will  demonstrate  alterations  in  membrane 
permeability  or  of  enzyme  activity  of 
membrane-bound  enzymes  as  a result  of 
shifting  fatty  acid  patterns.  However, 
van  Deenen3  has  postulated  that  mem- 
brane fatty  acids  are  changed  in  a manner 
such  that  the  structural  integrity  of  the 
membrane  is  unaltered.  He  arrived  at 
this  view  as  a result  of  monolayer  studies. 
He  and  his  co-workers  showed,  for  example, 
that  the  physical  characteristics  of  lecithin 
films  from  livers  of  rats  fed  an  essential 
fatty  acid- deficient  diet  did  not  differ  sig- 
nificantly from  those  of  normal  rats, 
although  the  fatty  acid  composition  of  the 
two  preparations  differed  markedly.3,14 
A similar  adaptation  of  membrane  structure 


is  seen  when  yeast  cells  are  grown  anaerobi- 
cally; the  usual  unsaturated  fatty  acid 
in  the  beta  position  of  lecithin  is  replaced 
by  a short  chain  fatty  acid. 18  However, 
the  monolayer  characteristics  of  the  two 
lecithins  are  remarkably  similar.  Finally, 
in  bacterial  membranes  the  spatial  char- 
acteristics of  fatty  acids  with  double  bonds 
appear  to  be  taken  over  by  fatty  acids 
with  a methyl  side  chain  or  a cyclopropane 
ring.3 

The  foregoing  observations  leave  the 
impression  that  variations  in  the  compo- 
sition of  membranes  are  compatible  with 
viability  only  if  the  changes  do  not  mate- 
rially alter  the  spatial  characteristics  of  the 
phospholipid  films.  This  property  may 
have  evolved  because  alterations  in  the 
structure  of  membranes  could  have  per- 
mitted entry  of  poisons  or  leakage  of 
enzymes  or  substrates,  hence  decreasing 
the  efficiency  of  the  cell  to  the  point  where 
survival  became  precarious.  If  such  a 
protective  device  has  been  incorporated 
into  our  genetic  heritage  it  is  unlikely  that 
moderate  changes  in  diet  would  alter  the 
essential  functions  of  the  living  organism. 
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Vaccinations not 
always  advisable 

Normally  healthy  children  should  not  be  vac- 
cinated against  influenza,  despite  current  pre- 
dictions of  increased  outbreaks  of  A2  influenza 
during  the  1967  to  1968  season.  Only  children 
who  may  suffer  severe  complications  from  the 
virus  should  receive  this  vaccine. 

These  guidelines  have  been  issued  by  the 
American  Academy  of  Pediatrics  in  a recent 
issue  of  the  Newsletter.  These  recommendations 
are  based  on  the  evidence  that  currently  avail- 
able influenza  vaccines  cause  feverish  or  other 
types  of  reactions  among  many  vaccinated  chil- 
dren. 

This  vaccine  should,  however,  be  used  by  chil- 
dren with  the  following  conditions:  (1)  rheu- 

matic heart  disease,  especially  with  complica- 
tions of  mitral  stenosis;  (2)  other  cardiovascu- 
lar disorders  such  as  congenital  or  hypertensive 
heart  disease,  especially  fully  developed  or  be- 
ginning cardiac  insufficiency  with  easy  fatigue  or 
shortness  of  breath;  (3)  chronic  bronchopul- 
monary diseases  including  cystic  fibrosis  of  the 
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pancreas,  chronic  asthma,  chronic  bronchitis, 
bronchiectasis,  pulmonary  tuberculosis,  and  pa- 
tients having  weak  or  paralyzed  respiratory 
muscles;  (4)  chronic  metabolic  disease;  (5) 
chronic  glomerulonephritis  or  nephrosis;  and 
(6)  chronic  neurologic  disorders. 

It  is  further  recommended  that  the  compara- 
tively new  bivalent  vaccine  be  administered  to 
immunize  those  infants  and  children  who  require 
protection  this  year. 

Children  who  have  never  been  vaccinated  or 
who  have  not  been  vaccinated  since  1963  should 
receive  a primary  influenza  immunization  series 
consisting  of  an  initial  injection  of  bivalent  vac- 
cine, followed  by  a second  injection  two  months 
later.  Children  vaccinated  after  July,  1963,  re- 
quire only  a single  bivalent  vaccine  booster. 

Discussing  amantadine  hydrochloride,  a drug 
for  preventing  influenza,  it  was  recommended 
that  it  not  be  used  for  children.  This  drug  has 
not  been  widely  studied  in  children,  its  effective- 
ness is  reportedly  limited  to  influenza  A2  virus 
infections,  specific  virus  diagnosis  in  anticipation 
of  exposure  is  impractical,  and  the  drug  has 
caused  toxic  reactions  when  administered  in 
dosages  of  only  100  to  200  mg.  above  the  recom- 
mended amounts. 
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QUESTION  11.  What  is  the  rhythm? 


V6 


QUESTION  12.  What  is  the  rhythm  on  the  control  electrocardiogram  and  on  the  electrocardiogram 
obtained  following  compression  of  the  left  carotid  sinus? 
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ELUCIDATION 


Question  11.  The  rhythm  is  regular  at 
a rate  of  133  per  minute.  In  lead  II,  be- 
tween the  QRS  complexes,  a sharp,  narrow 
wave  is  seen.  This  wave  is  not  a T wave 
because  of  its  shape.  Therefore,  it  must 
represent  atrial  activity.  The  diagnosis  is 
either  sinus  or  atrial  tachycardia  with  a pro- 
longed P-R  interval,  or  possibly  another  P 
wave  is  superimposed  on  the  QRS;  the 
rhythm  would  then  be  atrial  tachycardia  or 
flutter  with  2:1  block.  The  latter  diagno- 
sis is  confirmed  in  lead  III  as  the  block 
varies  from  2:1  to  3:1.  The  atrial  rate 
can  now  be  measured  at  266  per  minute. 
When  the  atrial  rate  exceeds  250,  atrial 
flutter  is  usually  present.  Flutter  can  be 
further  suspected  from  the  absence  of  an 
isoelectric  interval  between  the  atrial  beats. 
The  final  diagnosis  is  atrial  flutter  with 
varying  block. 


Question  12.  The  electrocardiogram 
shows  a grossly  irregular  ventricular  re- 
sponse. There  are  no  visible  P waves,  but 
there  are  coarse  f waves.  The  diagnosis  is 
atrial  fibrillation.  Following  left  carotid 
sinus  compression,  there  are  bursts  of 
slightly  irregular,  aberrantly  conducted 
QRS  complexes.  These  aberrantly  con- 
ducted beats  represent  ventricular  tachy- 
cardia. Supraventricular  tachycardia  with 
aberrant  conduction  cannot  be  ruled  out. 
On  the  seventh  beat  in  the  lower  strip  the 
rhythm  converts  to  a regular  sinus  rhythm. 

The  development  of  ventricular  tachy- 
cardia is  an  unusual  reaction  to  carotid 
sinus  pressure  during  atrial  fibrillation. 
Usually  ventricular  slowing  occurs  as  vagal 
tone  increases  and  conduction  at  the  atrio- 
ventricular junction  slows.  The  second 
unusual  feature  is  the  conversion  of  atrial 
fibrillation  to  normal  sinus  rhythm  with 
carotid  massage.  Carotid  sinus  pressure 
may  have  serious  side-effects.  Standstill 
of  the  ventricles  may  occur.  Other  com- 
plications include  hypotension  and  cerebro- 
vascular accidents. 


Gamma  globulin  for 
premature  infants 

Administration  of  gamma  globulin  soon  after 
birth  to  infants  born  at  thirty-three  weeks 
gestation  or  less  may  confer  some  protection 
against  infection,  feel  J.  R.  Hobbs  and  J.  A. 
Davis,  writing  in  a recent  issue  of  Lancet. 
This  was  stated  after  a six-month  follow-up 
study  of  25  premature  infants,  11  of  whom  had 
been  given  gamma  globulin.  They  exhibited 


considerably  less  infectious  disease  than  others. 

Moreover,  a linear  relation  between  the  log- 
arithm of  the  gamma  G-globulin  level  and  ges- 
tational age  was  established.  The  passage  of 
maternal  antibodies  across  the  placenta  that 
normally  takes  place  during  the  second  half  of 
pregnancy  did  not  have  sufficient  time  to  meet 
the  “safety  limit”  of  100  mg.  per  100  ml.  set  up 
by  the  British  Medical  Research  Council. 
Therefore,  the  investigators  recommend  that  the 
exogenous  globulin,  given  in  a single  intra- 
muscular dose  of  250  mg.,  be  mainly  of  the 
gamma  G fraction. 
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Anesthetic  Management  of 
Patient  with  Septic  Abortion 

Septic  abortions  have  become  a sig- 
nificant  cause  of  maternal  morbidity  and 
death1  and  constitute  the  most  frequent 
cause  of  septic  shock  associated  with  preg- 
nancy.2-4 In  the  anesthetic  management 
of  the  woman  acutely  ill  with  septic  abor- 
tion, special  consideration  must  be  given  to 
cardiac  function,  fever,  toxicity  from  infec- 
tion, and  renal  failure  in  addition  to  the 
usual  hemodynamic  changes  characteristic 
of  other  types  of  shock. 

Case  report 

A twenty-six-year-old  obese  woman  was 
brought  to  the  operating  room  for  emergency 
dilatation  and  curettage  because  of  fever  and 
shock  subsequent  to  the  expulsion  of  a macer- 
ated fetus  at  home.  The  patient  was  conscious 
but  restless;  rectal  temperature  was  38.5  C.  and 
hematocrit  26.  During  the  three  hours  follow- 
ing admission  and  before  surgery,  the  patient’s 
blood  pressure  persisted  at  60/40  mm.  Hg,  pulse 
rate  at  120,  and  respiration  rate  at  32  to  36 
per  minute.  There  was  no  urinary  output. 
Treatment  had  been  instituted  with  high  doses 
of  broad  spectrum  antibiotics,  transfusion  of 
whole  blood,  and  infusion  of  5 per  cent  dextrose 
in  lactated  Ringer’s  solution.  The  patient  was 
medicated  with  atropine  0.4  mg.  intramuscu- 
larly. Anesthesia  was  induced  with  cyclo- 

Presented  and  discussed  at  a conference  held  at  the  Hospital 
of  the  Albert  Einstein  College  of  Medicine,  The  Bronx,  New 
York,  June  26,  1967.  Clinical  Anesthesia  Conferences  are 
held  on  the  fourth  Monday  of  each  month. 


propane-oxygen,  maintained  with  60  per  cent 
nitrous  oxide-40  per  cent  oxygen  in  a semiclosed 
system,  and  was  uneventful.  Hypotension  and 
anuria  persisted  despite  further  treatment  with 
intravenous  hydration  and  antibiotics.  Her 
pulse  rate  rose  to  140,  and  her  restlessness  in- 
creased. Central  venous  pressure  was  normal 
(7  cm.  water  pressure),  and  blood  volume,  de- 
termined by  the  RISA  (radioactive  iodinated 
serum  albumin)  technic,  was  5 L.  with  a he- 
matocrit of  30.  Hysterectomy  was  decided  on. 

On  the  second  arrival  in  the  operating  room, 
the  patient’s  temperature  was  normal,  blood 
pressure  was  70/40  mm.  Hg,  and  pulse  was 
140,  thready  but  regular.  No  premedication 
was  given.  The  patient  was  oxygenated  by 
mask  for  five  minutes.  Anesthesia  was  then 
induced  with  halothane-oxygen.  Endotracheal 
intubation  was  performed  with  ease  facilitated 
by  the  intravenous  injection  of  20  mg.  of  suc- 
cinylcholine.  Thereafter,  anesthesia  was  main- 
tained with  50  per  cent  nitrous  oxide-50  per 
cent  oxygen  and  low  concentrations  of  halo- 
thane,  and  abdominal  relaxation  was  obtained 
by  the  intermittent  administration  of  a 0.1  per 
cent  succinylcholine  infusion.  Electrocardio- 
gram was  monitored  continuously  and  remained 
unchanged.  Intravenous  hydration  was  main- 
tained at  a rapid  rate;  during  one  hour  and 
fifteen  minutes  of  anesthesia,  1,500  ml.  of  5 
per  cent  dextrose  in  one-third  normal  saline  and 
500  ml.  of  plasma  were  given  and  served  as 
vehicle  for  the  following  medications:  44.6 

mEq.  per  liter  of  sodium  bicarbonate,  250  mg. 
of  methylprednisolone,  12.5  mg.  of  chlorpro- 
mazine  hydrochloride,  and  25  mg.  of  mannitol. 

There  was  little  change  in  vital  signs  until 
about  the  time  of  closure  of  the  abdominal  cavity 
when  the  blood  pressure  began  to  rise  and  the 
pulse  rate  to  decline.  Following  extubation 
at  the  end  of  the  procedure,  the  patient  was 
awake  and  complaining  of  thirst.  Her  blood 
pressure  was  100/60  mm.  Hg  and  pulse  rate 
100,  but  there  was  no  urinary  output.  During 
the  next  twenty-four  hours,  the  patient  made  a 
rapid  recovery  from  shock;  however,  she  re- 
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mained  anuric.  Biweekly  hemodialysis  was 
begun  on  the  fifth  day  of  renal  failure. 

Comment 

Recovery  from  septic  shock  is  not  pos- 
sible unless  the  infection  is  brought  under 
control.2  Initial  treatment  in  septic  abor- 
tion consists  of  high  doses  of  antibiotics 
(penicillin,  chloramphenicol,  and  strepto- 
mycin), with  subsequent  decision  for  either 
curettage  or  hysterectomy.  Curettage  is 
advocated  when  the  patient’s  condition  is 
unimproved  despite  several  hours  of  vig- 
orous medical  therapy  or  when  the  condi- 
tion is  stable  after  a good  antibiotic  level 
has  been  attained.  Hysterectomy  is  indi- 
cated when  shock  persists  after  the  uterus 
has  been  emptied  for  from  four  to  six 
hours.2'3 

Prior  to  the  start  of  anesthesia,  blood 
volume  replacement  must  be  instituted. 
When  hemorrhage  has  occurred,  whole 
blood  is  required;  but  in  the  absence  of 
blood  loss,  volume  replacement  should  con- 
sist mainly  of  plasma,  albumin,  and  elec- 
trolyte-containing solutions  with  dextrose. 
In  addition,  electrolyte  imbalance  must  be 
corrected,  metabolic  acidosis  treated,  and 
fever  reduced  by  external  means  of  cooling. 
The  initiation  of  corticosteroid  administra- 
tion is  recommended  when  shock  supervenes. 

The  restlessness  exhibited  by  this  pa- 
tient is  a frequent  finding  in  septic  shock, 
indicative  of  cerebral  hypoxia.  Since  fear 
and  excitement  increase  oxygen  demand 
and  expenditure,  inhalation  anesthesia  is, 
in  general,  preferable  to  local  or  regional 
analgesia.  Spinal  and  extradural  blocks 
are  contraindicated  because  compensatory 
mechanisms  to  the  pooling  of  blood  in  the 
anesthetized  part  of  the  body  are  negated 
by  the  hemodynamic  alterations  of  shock, 
specifically  by  the  decrease  in  effective 
blood  flow. 

During  inhalation  anesthesia,  a high  con- 
centration of  oxygen  should  be  used,  and 
drugs  which  are  excreted  primarily  un- 
changed by  the  kidney  or  which  tend  to  de- 
press renal  function  should  be  avoided. 
Cyclopropane  - oxygen,  halothane  - oxygen, 
or  a 50  per  cent  nitrous  oxide-oxygen  mix- 
ture supplemented  with  low  concentrations 


of  halothane  or  small  doses  of  succinyl- 
choline  may  be  considered  the  methods  of 
choice.  Cyclopropane  and  halothane  sus- 
tain microcirculatory  blood  flow  and  vaso- 
motion  during  shock  while  ether  and 
methoxyflurane  predispose  to  depression  of 
the  terminal  vascular  bed.5  There  also  ap- 
pears to  be  no  significant  difference  in  the 
effect  of  these  two  agents  on  renal  blood 
flow  when  blood  volume  is  reduced  by  hem- 
orrhage.6 Cyclopropane,  however,  has  the 
added  advantage  of  maintaining  myocar- 
dial contractility  while  halothane  tends  to 
depress  the  myocardium.  On  the  other 
hand,  in  the  patient  with  fever  the  admin- 
istration of  cyclopropane  in  a closed  sys- 
tem may  lead  to  retention  of  body  heat, 
whereas  the  use  of  a semiclosed  or  nonre- 
breathing system  with  halothane  or  nitrous 
oxide  may  favor  dissipation  of  heat.7  Suc- 
cinylcholine  is  the  only  muscle  relaxant 
which  is  metabolized  almost  completely. 
Whichever  method  is  utilized,  the  lightest 
anesthetic  plane  compatible  with  the  sur- 
gical requirement  must  be  employed. 

In  a survey  of  70  deaths  following  in- 
duced abortion,  generalized  sepsis  com- 
bined with  renal  failure  accounted  for  29 
cases,  generalized  sepsis  for  23,  emboli  of 
various  types  for  10,  and  cardiac  arrest  or 
respiratory  failure  following  dilatation  and 
curettage  for  3.  Other  causes  included 
hemorrhage,  pneumonia,  and  toxic  hepati- 
tis.1 In  most  instances  of  septic  abortion, 
death  can  be  prevented  by  early  and  vig- 
orous treatment.  If  surgical  intervention 
becomes  necessary,  carefully  managed  an- 
esthesia can  be  provided  with  safety. 
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Arthrogryposis  multiplex  congenita 
is  a clinical  syndrome  whose  chief  fea- 
ture is  an  incomplete  fibrous  ankylosis, 
usually  with  symmetrical  involvement  of 
many  or  all  of  the  joints  of  the  extremities. 
The  joints  appear  enlarged,  and  the  peri- 
articular tissues  show  contractures.  The 
extremities  may  resemble  stuffed  sausages 
in  shape.1 

When  arthrogryposis  is  associated  with 
severe  muscle  involvement,  it  is  referred 
to  by  some  as  amyoplasia  congenita,  a term 
which  Sheldon2  originated  in  1932.  A 
number  of  others  have  presented  cases  of 
this  type,  predominantly  of  the  generalized 
form.3-7 

Arthrogryposis  was  previously  thought 
to  be  caused  by  failure  of  muscle  develop- 
ment. Kanof,  Aronson,  and  Volk7  at 
autopsy  demonstrated  the  absence  of  an- 
terior horn  cells  in  association  with  de- 
generation of  the  anterior  root  and  loss  of 
myelinization  in  the  corticospinal  tract. 
These  findings  have  been  supported  by 
other  investigators.8,9  Swinyard  and  Ma- 
gora10  reported  the  electromyographic  find- 
ings in  this  disorder.  Their  findings  sup- 
port the  autopsy  material  reported  here. 

Congenital  anomalies  in  association  with 


arthrogryposis  were  reported  by  Rocher  in 
1929.  These  included  lumbar  vertebrae 
and  rib  anomalies  and  the  absence  of  the 
sacrum.  Middleton  in  1934  found  one 
instance  of  arthrogryposis  associated  with 
microcephalia.3  Jahn,  Polfvka,  and  Tichy8 
reported  a patient  with  four-limb  involve- 
ment associated  with  pterygium,  arched 
palate,  geniopalatoschisis,  and  hernias. 

Case  report 

This  patient  was  born  on  July  27,  1965, 
at  a voluntary  hospital  in  Brooklyn,  New 
York.  Prenatal  history  revealed  that  the 
mother  had  had  three  previous  miscar- 
riages, each  before  the  completion  of  three 
months.  She  then  underwent  a dilatation 
and  curettage.  During  the  gestation  pe- 
riod, she  was  treated  with  “brown  pills”  for 
six  weeks,  trimester  not  specified.  She 
was  also  treated  with  phenoxymethyl  peni- 
cillin (Pen  Vee)  for  a breast  abscess  during 
the  ninth  month.  There  was  no  history  of 
generalized  infection,  bleeding,  or  other 
prenatal  disorder.  Labor  lasted  four  hours 
and  was  terminated  by  a forceps  delivery. 
Birth  weight  was  8 pounds.  The  child  did 
not  breathe,  cry,  or  suck;  his  Apgar  score 
was  0.  The  infant  developed  pneumonia 
and  was  started  on  antibiotics.  He  was 
discharged  from  the  hospital  at  three  weeks 
of  age. 

At  four  weeks  of  age,  he  was  referred  to 
the  department  of  Rehabilitation  Medicine, 
State  University  of  New  York,  Kings 
County  Hospital  Center,  with  deformities 
of  the  hands.  Physical  examination  re- 
vealed a poorly  developed,  fairly  nourished 
white  male.  The  anterior  fontanel  was 
open.  There  was  marked  micrognathia, 
giving  the  appearance  of  classical  “Andy 
Gumpism.”  There  was  a resorbing  ceph- 
alohematoma,  4 by  4 cm.,  over  the  left 
parietal  area.  The  facies  was  not  mon- 
goloid.  There  was  a high-arched  palate 
with  no  cleft.  The  tongue  was  noted  to 
be  slightly  retracted.  Mild  laryngeal  stri- 
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FIGURE1.  (A  and  B)  Patient  four  weeks  old.  Note  120-degree  flexion  contracture  of  wrists.  Also,  marked 
micrognathia. 


dor  was  noted.  The  penis  was  hypoplastic. 
The  testes  and  scrotum  were  normal.  The 
legs  were  both  normal. 

Both  wrists  were  in  extreme  flexion, 
lacking  120  degrees  of  neutral  position. 
The  fingers  were  short  with  mild  contrac- 
tures. The  left  palm  showed  a simian 
line.  The  right  shoulder  was  tight  but 
with  a full  range  of  motion.  The  left 
shoulder  was  flaccid.  The  neurologic  ex- 
amination gave  normal  results  except  for 
generalized  hypotonia. 

The  diagnosis  was  arthrogryposis  multi- 
plex congenita,  asphyxia  neonatorum,  and 
multiple  congenital  anomalies.  He  was 
placed  on  a program  of  hot  packs,  stretch- 
ing exercises,  and  range  of  motion  ex- 
ercises to  both  upper  extremities  for  a 
period  of  one  month.  During  that  time, 
the  wrist  deformity  was  reduced  to  minus 
20  degrees  of  neutral. 

On  September  26,  1965,  the  child  had 
respiratory  distress  and  was  referred  to 
the  pediatric  emergency  room.  An  x-ray 
film  revealed  pneumonia,  area  unspecified, 
and  he  went  home  while  given  penicillin 


therapy.  The  patient  returned  the  next 
day  with  diarrhea  and  was  admitted  to  a 
pediatric  medical  ward. 

Pertinent  findings  on  this  admission 
were:  normal  temperature,  spleen  and 

liver  within  normal  limits,  and  lungs 
which  were  clear  to  percussion  and 
auscultation.  Laboratory  data  were  as 
follows:  white  blood  count  15,000  with 

60  per  cent  neutrophils  and  3 per  cent 
eosinophils,  hemoglobin  11.5  Gm.  per  100 
ml.,  and  platelets  adequate.  Carbon  di- 
oxide, sodium,  potassium,  carbon,  phos- 
phorus, blood  urea  nitrogen,  tuberculin 
precipitation,  albumin-globulin,  and  V.- 
D.R.L.  tests  gave  normal  results.  The 
spinal  tap  was  not  performed. 

Three  days  after  admission,  the  child 
was  found  regurgitating  coffee-ground  ma- 
terial. No  immediate  cause  could  be 
found.  Three  hours  later,  the  child  was 
cyanotic  with  a heart  rate  of  60  per  minute. 
He  went  into  cardiac  and  respiratory  arrest 
and  could  not  be  resuscitated.  He  was 
pronounced  dead  one  hour  later.  He  was 
signed  out  as  having  had  arthrogryposis, 
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laryngeal  stridor,  and  pneumonia.  Per- 
mission for  autopsy  was  not  obtained. 

Figure  1 depicts  the  patient,  age  four 
weeks,  and  demonstrates  the  severe 
upper-extremity  deformity. 

Comment 

This  case  is  of  interest  to  clinicians  for 
many  reasons.  It  is  presented  to  demon- 
strate that  arthrogryposis  does  not  have 
to  be  generalized  but  may  be  localized  to 
one  or  two  joints  and  may  be  present  only 
in  the  upper  extremities.  Essential  to  the 
physiatric  treatment  of  this  syndrome  is 
the  establishment  of  the  diagnosis.  In 
the  generalized  form,  the  diagnosis  is 
obvious  since  all  the  children  are  severely 
involved.  The  child  with  minimal  in- 
volvement must  be  found  and  brought  to 
early  treatment.  The  diagnosis  should  be 
suspected  if  a child  is  born  with  any  joint 
contractures.  The  diagnosis  is  supported 
by  the  presence  of  muscle  wasting,  hypo- 
tonia, or  other  joint  disease  such  as  hip 
dislocation. 

At  present  there  are  not  enough  instances 
in  the  literature  to  determine  the  exact 
scope  of  the  syndrome  and  what  types  of 
involvement  may  be  associated  with  the 
joint  deformity.  It  can,  however,  be  noted 
that  several  cases  have  been  reported  with 
varied  congenital  anomalies.  Arthrogry- 
posis, therefore,  must  be  studied  to  de- 
termine if  there  are  any  predisposing 
factors  which  lead  to  the  neuropathologic 
picture  described  by  Kanof,  Aronson,  and 
Volk.7 

Intensive  multifocal  work-up  and  simul- 
taneous treatment  by  physiatrist,  pedi- 
atrician, and  other  specialists  is  essential. 
A child  with  arthrogryposis  and  numerous 
congenital  defects  may  not  only  be  salvage- 
able but  also  rehabilitable.  It  is  un- 
fortunate that  the  early  demise  of  this 


patient  prevented  the  continuance  in  a 
rehabilitation  program.  It  was  obvious 
that  this  child  could  have  become  func- 
tional had  he  been  able  to  continue  in  a 
program  of  rehabilitation. 

This  patient  represents  an  isolated  ex- 
ample of  exclusively  upper-extremity  in- 
volvement, but  one  must  wonder  if  similar 
cases  are  not  present  but  undiagnosed  in 
other  hospital  populations.  Investigation 
of  every  patient  with  club  foot  may  disclose 
arthrogryposis.  Early  physiatric  referral 
in  such  instances  may  mean  the  prevention 
of  a permanent  deformity. 


Summary 

A case  of  arthrogryposis  multiplex  con- 
genita with  exclusively  upper-extremity 
involvement  is  presented.  A plea  for  early 
diagnosis  and  referral  to  rehabilitation 
centers  is  made.  The  physician  is  alerted 
to  the  fact  that  other  congenital  anomalies 
may  be  present  which,  if  undiagnosed,  may 
cause  the  demise  of  the  patient. 
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F ew  indeed  are  those  who  can  walk  in 
the  footsteps  of  the  great  trinity,  Jenner, 
Pasteur,  and  Lister.  One  such  man  was 
Waldemar  Mordecai  Wolff  Haffkine  (Fig. 
1).  Haffkine  was  born  on  March  16, 
1860,  in  the  city  of  Odessa  in  Russia. 
Odessa  was  one  of  the  cities  in  the  “Pale  of 
Settlement,”  a region  in  the  south  and 
southeast  of  Russia  to  which  the  Jewish 
population  of  Russia  was  restricted.  It 
was  a rather  important  city,  however,  in 
which  Russians,  Ukrainians,  Jews,  Greeks, 
Rumanians,  and  other  nationalities  lived; 
the  population  included  merchants,  sailors, 
and  students.  Odessa  had  a major  univer- 
sity, the  University  of  Novorossisk  or  the 
University  of  Odessa,  as  it  was  also  called. 
Odessa  was  notorious  for  the  nests  of  agita- 
tion that  were  present  at  the  university.1 

Early  life  in  Russia 

Haffkine’s  childhood  was  an  unhappy  and 
lonely  one.  His  mother  had  died  while  he 
was  still  an  infant,  and  his  father  was  not 
often  home  since  he  traveled  as  an  agent 
for  Baron  Joseph  Gunzberg,  founder  of  the 
Society  for  the  Enlightenment  of  the  Jews, 
an  assimilationist  organization.  Perhaps 
for  this  reason  Haffkine  did  not  receive  a 
formal  Jewish  education  in  a Hebrew 
school  or  cheder,  but  he  learned  Jewish 


FIGURE  1.  Waldemar  Mordecai  Wolff  Haffkine 
(1860-1930)  (courtesy  of  H.  J.  Jhala,  M.D.,  Director  of 
the  Haffkine  Institute). 


history  and  the  values  of  Jewish  life  in  his 
grandfather’s  home.  He  received  his  early 
education  at  home,  and  from  1870  to  1872 
he  went  to  a country  schoolhouse.  In  the 
early  1870’s,  the  family  moved  to  Ber- 
diansk,  a town  on  the  Sea  of  Azov.  Haff- 
kine attended  the  Berdiansk  gymnasium, 
which  was  a secondary  school.  The  higher 
grades  consisted  mainly  of  Jewish  students, 
because  the  non-Jewish  students  tended  to 
drop  out  before  these  grades  were  reached. 
It  is  ascertained  that  Haffkine  was  a clever 
student  with  a bent  for  natural  science,  a 
dedicated  student  with  a passion  for  jus- 
tice. 1 

In  czarist  Russia  at  that  time  students 
of  the  upper  grades  of  the  gymnasium  and 
the  university  constantly  agitated  ard 
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discussed  and  debated  the  inequities  of 
the  regimen.  Haffkine  was  not  a political 
agitator  intending  to  overthrow  the  reg- 
imen but  a “Judophile”  which  is  defined 
as  one  who  is  concerned  about  the  fate  of 
the  Jewish  people  in  Russia.  According 
to  Ben- Ami, 2 a close  friend  and  later  a 
prominent  physician  who  emigrated  to 
Palestine,  a “Judophile”  is  one  who  de- 
clares himself  to  be  a Jew  and  speaks  of 
Jews  as  his  own  people.  Among  the  edu- 
cated Jewish  classes  of  Russia  at  that  time 
there  was  an  assimilationist  trend  which  led 
to  many  conversions.  There  was  also  a 
tendency  to  deprecate  the  traits  of  certain 
Jews.  Haffkine  did  not  have  smooth  sail- 
ing at  the  gymnasium  even  though  he  was 
a brilliant  student.  The  regimen  of  the 
czar  sent  strict  disciplinarians  as  teachers 
to  the  gymnasium  to  cut  down  the  agita- 
tion. One  of  these  teachers  goaded  Haff- 
kine into  a caustic  reply  to  a stupid  ques- 
tion. As  a result  he  was  suspended  from 
the  gymnasium,  and  at  the  advice  of  the 
director  went  to  Odessa  for  a year  and  later 
returned  to  Berdiansk. 1 

In  1879  he  graduated  from  the  gym- 
nasium and  entered  the  Novorossisk 
(Odessa)  University.  He  studied  physics 
and  mathematics,  but  his  great  love  was 
zoology.  At  that  time  Prof.  Elie  Metch- 
nikoff  was  professor  of  zoology  at  the 
university.  He  took  an  immediate  liking 
to  Haffkine.  Metchnikoff  can  be  said  to 
have  been  Haffkine’s  inspiration.  He 
treated  him  like  a son  and  went  on  many 
zoologic  expeditions  with  him.  Metch- 
nikoff’s  father  was  an  officer  of  the  imperial 
guard,  but  his  mother  was  a highly  edu- 
cated Jewess.  Metchnikoff  * himself  stated 
that  his  love  for  science  came  from  his 
Jewish  heritage.  Although  he  was  an 
acknowledged  atheist,  he  had  an  exalted 
opinion  of  the  Jews  and  of  Jewish  life  in 
general,  and  this  may  have  accounted  for 
his  intimacy  with  Haffkine.  In  January, 
1882,  Haffkine  received  his  certificate  of 
matriculation  from  the  university.  But 
we  are  ahead  of  our  story.  Many  things 
of  which  we  must  speak  happened  before 
his  graduation. 

The  city  of  Odessa  had  been  a Mecca  for 
the  Jews.  Throughout  the  years  it  had 
had  very  tolerant  governors,  and  many 
Jews  settled  there.  Perhaps  25  per  cent  of 
the  population  was  Jewish.  In  Odessa 


many  Jews  were  outstanding  physicians, 
scientists,  authors,  and  scholars.  Later 
many  of  its  citizens  became  Zionists,  and 
many  of  these  later  became  famous  in  the 
State  of  Israel.  At  his  accession  to  the 
throne  of  Russia,  Czar  Alexander  II  in  1861 
had  introduced  many  reform  projects, 
liberalized  many  laws,  and  ordered  the 
emancipation  of  the  serfs.  These  were 
very  important  measures,  and  the  czar  was 
hailed  as  a liberator.  In  1877  and  1878 
Russia  had  a war  with  the  Turks,  and  al- 
though Russia  was  victorious,  she  fared 
very  poorly  at  the  peace  table.  One  of  the 
statesmen  at  the  peace  conference  was 
Lord  Beaconsfield  of  England,  who  was 
born  Benjamin  Disraeli  and  was  of  Jewish 
heritage.  It  may  be  that  the  czar  felt 
cheated  by  this  Jewish  statesman,  for  very 
soon  after  the  peace  conference  he  insti- 
tuted very  restrictive  measures,  especially 
against  the  Jews.  In  March,  1881,  Czar 
Alexander  II  was  assassinated  by  nihilists. 
Although  none  of  these  conspirators  was  a 
Jew  or  of  Jewish  extraction,  Jews  were  the 
scapegoats.  Many  Jewish  students  of 
Odessa  and  other  cities  were  arrested,  some 
were  shot,  and  others  were  sent  to  the 
penal  colony  in  Siberia.  Jews  became  the 
outlet  of  the  popular  frenzy  against  the 
assassination.  “The  Holy  League”  was 
established  to  protect  the  person  of  the 
emperor.  This  was  a group  of  professional 
agitators  who  were  to  fight  fire  with  fire. 
Jews  were  beaten  up  at  the  slightest  provo- 
cation. The  Holy  Leaguers  displayed 
anti-Semitic  placards  and  stated  that  the 
Hebrew  race  was  the  cause  of  all  of  the 
Russian  troubles;  they  promised  the 
property  owned  by  Jews  to  the  Russian 
people.  Under  such  circumstances  it  is  not 
remarkable  that  on  April  27,  1881,  in  the 
city  of  Elizabetgrad,  a pogrom  occurred.1 
A mob,  influenced  by  alcohol,  went  to  the 
Jewish  quarter  of  the  city,  ransacked  the 
homes,  broke  windows  and  doors,  threw  out 
beds  and  bedding,  and  set  fire  to  houses 
under  the  eyes  of  the  Russian  police.  The 
Russian  officials  were  basically  anti- Jewish 
and  did  not  hinder  the  pogroms.  Many 
Jews  were  killed  and  thousands  were  made 
homeless.  Appeals  to  the  authorities 
brought  no  results.  On  May  9,  1881,  the 
property  of  the  Jews  of  Kiev  was  ran- 
sacked. The  authorities  were  consulted 
before  the  bloodshed  but  refused  to  prevent 
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it.  On  May  15,  1881,  it  was  found  that  a 
pogrom  was  scheduled  for  the  city  of 
Odessa.  Through  underground  sources  the 
exact  time  the  pogrom  would  occur  was 
actually  known.  However,  the  governor  of 
Odessa  did  nothing  to  stop  the  carnage. 
The  torment  of  waiting  for  catastrophe  is 
sometimes  worse  than  actually  feeling  the 
blow.  Ben-Ami,2  an  author  and  later  a 
physician,  who  came  to  know  Haffkine  very 
well  from  his  gymnasium  days  and  from 
Odessa  University,  founded  the  “Self- 
Defense  League.”  Haffkine  was  also  a 
charter  member.  This  league  was  de- 
signed to  help  the  Jews  help  themselves  in 
the  face  of  the  expected  pogrom. 

According  to  Popovski,4  Haffkine’s  Soviet 
biographer,  Haffkine  belonged  to  the  Naro- 
dnaia  Volia  or  “Will  of  the  People”  move- 
ment. This  movement  had  an  important 
role  in  the  subsequent  Russian  revolution. 
But  Ben- Ami, 2 the  organizer  of  the  Self- 
Defense  League,  says  that  Haffkine  was 
not  interested  in  revolution  per  se;  he  was 
interested  in  helping  the  Jewish  people  of 
Odessa.  Already  early  in  1881  Haffkine 
had  been  arrested  for  demonstrating  against 
a university  statute.  Although  he  was 
immediately  released,  he  was  placed  under 
surveillance.  The  Self-Defense  League 
visited  various  synagogues  of  Odessa  and 
also  organized  the  Jewish  butchers  and  the 
carters  (baale  hagolim)  into  gangs.  It 
was  reasoned  that  these  men  of  great 
strength  and  brawn  would  be  able  to  do 
something  to  help  the  defenseless  Jews. 
The  city  was  subdivided  into  sections. 
Many  rocks  and  stones  were  taken  to  the 
upper  floors  of  each  house  to  be  thrown  at 
those  who  instigated  the  pogrom.  Mem- 
bers of  the  Self-Defense  League  were  as- 
signed to  circulate  throughout  the  city  at 
the  beginning  of  the  pogrom  and  to  call  out 
the  butchers  and  carters  to  rescue  the  de- 
fenseless Jews.  The  Self-Defense  League 
was  very  successful.  However,  Haffkine, 
in  protecting  a Jewish  home,  was  wounded 
in  the  head  and  arrested.  But  for  the  in- 
tercession of  Metchnikoff  he  would  have 
had  a hard  time.  Perhaps  he  would  have 
been  sent  to  Siberia.  This  is  especially 
true  since,  as  noted  before,  Haffkine  had 
already  been  arrested  once  before.2  Haff- 
kine graduated  in  1883  and  presented  his 
dissertation  in  the  field  of  zoology.  Sab- 
sovich,6  whose  husband  was  also  a member 


of  the  Self-Defense  League,  said  that  many 
of  the  students  of  this  league  became  well- 
known  scientists  and  social  workers.  Most 
of  the  students  of  the  Self-Defense  League 
moved  toward  immigration:  to  Palestine, 
Argentina,  and  the  United  States.  But 
Haffkine  did  not  join  these  movements  at 
that  time.  He  decided  to  stay  in  Odessa 
and  prepare  for  his  career  in  science. 
From  1883  to  1888  Haffkine  had  a position 
in  the  zoological  museum  of  Odessa.  But 
he  could  not  expect  a professorship  or  any 
other  rank  of  that  type  because  he  was  a 
Jew  and  was  not  baptized.6 

Life  in  Paris 

In  1888  Metchnikoff3  decided  to  go  to 
Paris  and  join  the  Pasteur  Institute  be- 
cause he  felt  that  it  was  impossible  to  be 
truly  scientific  in  a country  like  Russia, 
since  every  sort  of  obstacle  was  put  into 
the  way  of  pure  science.  In  Paris  he  felt 
he  could  practice  pure  science  apart  from 
politics.  This  event  was  certainly  a factor 
in  encouraging  Haffkine  to  emigrate.  Also 
in  1888  Haffkine  accepted  an  appointment 
as  assistant  professor  of  physiology  at  the 
University  of  Geneva,  where  he  worked 
for  one  year.  This  was  not  an  unusual 
step,  because  at  that  time  and  also  some- 
what later,  the  Swiss  schools  were  full  of 
students  from  other  countries,  especially 
students  from  Russia.  Many  students 
from  Odessa  were  in  Geneva  and  in  other 
Swiss  schools.6 

In  1889  Haffkine  was  drawn  to  Paris  by 
the  work  of  Pasteur  and  the  presence  of  his 
former  teacher  in  the  Pasteur  Institute. 
Haffkine’s  first  appointment  was  as  an 
assistant  librarian,  but  in  the  early  morning 
and  late  evening  hours  he  worked  in  the 
laboratory  at  his  life  work.  His  early  re- 
search consisted  of  inquiring  into  the  nature 
of  the  adaptation  of  bacteria  to  their  en- 
vironment. In  1892  he  started  his  cholera 
investigations  with  a report  on  cholera  in 
guinea  pigs,  rabbits,  and  pigeons.  He 
found  that  by  first  using  attenuated  cul- 
tures and  then  a virulent  preparation,  a 
high  degree  of  immunity  was  developed  in 
animals.  His  findings  impressed  Pasteur; 
when  the  brother  of  the  King  of  Siam  in- 
quired for  a prophylactic  against  cholera, 
Pasteur  referred  the  prince  to  Haffkine. 
In  1892  Haffkine  applied  to  the  czar  to  test 
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his  vaccine  because  cholera  was  at  that 
time  raging  through  Russia,  but  his  request 
was  refused.6 

At  that  time  there  was  a very  severe  out- 
break of  cholera  in  India  and  in  Indochina. 
Already  in  1883  Robert  Koch  had  gone  to 
Egypt  and  India  and  isolated  a pure  culture 
of  Vibrio  cholerae  from  cases  of  cholera. 
In  1890  Ferran,  a Spanish  bacteriologist, 
injected  live  organisms  as  a vaccine  against 
cholera,  but  his  methods  were  primitive 
and  the  dosage  was  not  considered  proper; 
the  material  failed  as  a vaccine.  In  1892 
Haffkine  experimented  with  Asiatic  cholera 
in  guinea  pigs  in  which  he  used  attenuated 
live  cultures  of  cholera  organisms  to  modify 
the  disease.  On  July  18,  1892,  Haffkine 
inoculated  himself  with  a large  dose  of  the 
attenuated  vaccine.  He  developed  fever 
and  headache  but  few  other  symptoms. 
Then  he  was  injected  with  the  second  dose, 
but  the  malaise  was  of  a shorter  duration 
this  time.  A few  days  later  he  inoculated 
three  of  his  friends  with  this  vaccine.  He 
thus  felt  that  the  vaccine  was  safe.6  Ac- 
cording to  Pollitzer,7  Haffkine’s  method 
consisted  of  using  two  cholera  vaccines  of 
different  strengths.  First  he  injected  a 
weak  “virus”  obtained  by  cultivation  of 
Vibrio  cholerae  with  continuous  aeration  at 
39  C.  A few  days  later  he  injected  a 
“virus  fixe”  consisting  of  organisms  with 
increased  virulence  produced  by  repeated 
intraperitoneal  passages  from  guinea  pig 
to  guinea  pig.  The  suspension  of  a tenth 
of  a slant  of  these  organisms  in  boiled 
water  was  given  as  a vaccine  for  adults  and 
a twentieth  of  a slant  was  given  for  chil- 
dren. Later  he  used  smaller  quantities  of 
organisms.  A “virus”  in  this  context  is 
used  in  the  sense  of  an  infectious  agent  not 
as  the  word  virus  is  used  today. 

Work  in  India 

Lord  Dufferin,  the  British  Ambassador 
to  France,  who  was  formerly  a viceroy  of 
India,  heard  of  Haffkine’s  investigations 
and  wrote  letters  to  the  British  Secretary 
of  State  for  India  and  to  Lord  Lansdowne, 
the  viceroy,  urging  that  Haffkine  be  allowed 
to  go  to  India.  First  Haffkine  went  to 
London  and  delivered  a series  of  lectures  to 
the  Royal  College  of  Physicians  which 
was  very  well  received,  and  then  he  went  to 
India.  He  arrived  in  Calcutta  in  March, 


1893.  This  city  was  in  the  midst  of  a very 
severe  epidemic  of  cholera.  In  the  course 
of  one  year  25,000  people  were  vaccinated. 
Colonel  Simpson,  who  was  to  become  Haff- 
kine’s fast  friend,  stated  that  even  with  the 
first  dose  of  weak  vaccine  the  mortality 
rate  in  the  inoculated  was  reduced  over 
72  per  cent  over  the  uninoculated.6  On 
the  basis  of  Haffkine’s  results,  Koch, 
Pfeiffer,  and  Kolle  did  an  experiment  in 
which  Haffkine’s  vaccine  was  given  to 
students  and  doctors,  and  it  was  found  that 
their  serum  had  a very  rapid  destructive 
effect  on  the  Vibrio  cholerae  amounting  to 
20  times  the  effect  of  normal  serum.  For 
Koch  the  vaccine  was  a finished  reality. 
He  was  very  well  satisfied  with  the  re- 
sults.8 Haffkine  had  opposition  in  Cal- 
cutta. At  that  time  cholera  was  raging  in 
the  upper  Bengal  states.  Haffkine  inoc- 
ulated himself  and  four  Indian  doctors  with 
the  vaccine,  which  apparently  satisfied  the 
people.  For  two  and  a half  years  from 
April,  1893,  to  July,  1895,  he  worked  his 
way  through  many  of  the  provinces  of 
India.  His  conclusions  were  very  modest, 
but  the  evidence  was  in  favor  of  the  anti- 
cholera vaccination.  He  stated  the  num- 
bers were  not  very  large  and  should  be 
further  confirmed.910  For  Professor  Koch, 
however,  the  matter  was  entirely  settled. 
He  believed  that  the  protective  effect  of  the 
vaccine  was  already  definitely  established. 
It  was  very  difficult  to  use  Haffkine’s 
method  in  large-scale  tests;  the  “virus 
fixe”  was  very  hard  to  produce  in  sufficient 
quantities  because  of  the  animal  work  in- 
volved. 

In  August,  1895,  Haffkine  contracted 
malaria  through  his  travels  in  India  and 
spent  part  of  his  time  in  his  friend  Simp- 
son’s home.  After  he  recovered,  he  went  to 
Germany,  France,  and  England.  He  gave 
a series  of  lectures  at  the  Royal  College  of 
Physicians  on  anticholera  vaccination.  He 
returned  to  India  in  March,  1896,  where  he 
inoculated  30,000  more  people  with  his 
vaccine.6 

However  there  was  now  new  work  for 
him  to  do  in  India.  Bombay  was  at  that 
time  in  the  throes  of  an  epidemic  of  bubonic 
plague.  The  disease  had  come  from  Y unan, 
China,  to  Canton,  then  to  Hong  Kong  in 

1894,  and  to  Bombay  in  1896.  Hong 
Kong  at  that  time  had  a very  brisk  trade 
with  Bombay,  and  it  was  suspected  that 
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rats,  the  intermediate  host  of  human 
plague,  were  transported  from  Hong  Kong 
in  the  holds  of  ships.11  On  October  7, 
1896,  Haffkine  arrived  in  Bombay  and  set 
up  his  work  in  one  room  at  the  Grant  Medi- 
cal College  in  that  city.  Three  days  after 
his  arrival  in  Bombay,  Haffkine  had  al- 
ready started  his  experiments  on  plague. 
He  worked  very  hard,  as  much  as  fourteen 
hours  a day.  In  December,  1896,  a vaccine 
was  ready.  Haffkine  had  developed  a 
method  of  growing  the  plague  organisms  in 
the  form  of  stalactites  by  spreading  a layer 
of  coconut  oil  on  the  surface  of  the  bouillon 
in  the  flask.12  After  six  weeks  growth  the 
organisms  were  killed  by  heat,  and  this  was 
the  basis  of  Haffkine’s  vaccine.  In  Janu- 
ary, 1897,  rats  were  immunized  against 
plague  by  using  his  vaccine.  Originally 
phenol  was  added  as  a safety  measure  to 
prevent  the  growth  of  bacteria  in  the 
vaccine,  but  this  was  later  eliminated. 
This  vaccine,  however,  had  very  severe  side 
reactions.  On  January  10,  1897,  Haffkine 
vaccinated  himself,  and  he  developed  a 
very  severe  reaction  but  recovered.  Prom- 
inent doctors  and  other  prominent  people 
were  vaccinated.  On  January  30,  1897, 
134  volunteers  and  prisoners  were  inocu- 
lated, and  there  were  good  results  in  the 
vaccinated  personnel.  Because  of  the  great 
demand  for  the  plague  vaccine  the  Plague 
Research  Laboratory  was  set  up  at  the  old 
Government  House  at  Parel  on  August  10, 
1899,  with  Haffkine  as  the  director-in- 
chief  of  the  laboratory.  At  that  time  there 
occurred  in  Damon,  a Portuguese  enclave 
in  India,  a severe  epidemic  of  plague.  Of 
4,200  people  inoculated  with  Haffkine’s 
vaccine,  46  died,  while  out  of  4,000  people 
who  were  not  inoculated,  1,482  died.  The 
conclusion  was  that  while  the  plague  vac- 
cine did  not  prevent  infection  in  every  case, 
it  reduced  the  incidence  of  infection,  re- 
ducing the  death  rate  by  85  to  90  per  cent. 
It  was  also  concluded  that  the  inoculation 
did  not  confer  immunity  for  the  first  few 
days,  but  thereafter  the  immunity  lasted 
for  a considerable  number  of  weeks. 13  Soon 
a new  word  was  introduced  into  the 
English  language,  to  “haffkinize,”  that  is, 
to  be  injected  with  Haffkine’s  plague  vac- 
cine. He  received  a decoration*  from 
Queen  Victoria.  In  1899  Haffkine  went  to 

* C.  I.  E.  (Companion  of  the  Indian  Empire). 


England  to  report  to  the  Royal  Society  on 
the  vaccines  against  both  cholera  and  plague. 
Lord  Joseph  Lister,  then  president  of  the 
Royal  Society,  and  Sir  Almoth  Wright 
congratulated  him.6  In  one  of  Chekov’s 
letters  the  physician-writer  stated  that  an 
epidemic  of  plague  was  sure  to  cause 
millions  of  deaths  in  Russia,  and  even 
though  Haffkine’s  vaccine  could  probably 
prevent  these  deaths,  he  would  not  be 
allowed  to  use  it  in  Russia  because  he  was 
Jewish.14  As  late  as  1929  Haffkine’s 
vaccine  was  judged  superior  to  five  other 
plague  vaccines  that  were  in  use  throughout 
the  world.15  The  presently  used  vaccine 
is  but  slightly  altered  from  Haffkine’s 
vaccine. 16 

Soon  however  a serious  incident  oc- 
curred, known  subsequently  as  the  Mal- 
kowal  disaster.  In  November,  1902,  in 
Malkowal  in  the  Punjab,  of  107  people 
treated  with  the  plague  vaccine,  19  de- 
veloped tetanus  and  all  of  these  died.  The 
government  of  India  initiated  an  investiga- 
tive commission.  The  report  was  against 
Haffkine.  It  stated  that  the  tetanus  bac- 
cilli  were  in  the  vaccine  before  the  bottle 
was  opened  at  Malkowal,  a situation  caused 
by  insufficient  sterilization.  Haffkine  had 
eliminated  phenol  from  the  vaccine,  which 
they  said  was  a very  serious  error  in  judg- 
ment. The  result  of  this  commission  was 
referred  to  the  Lister  Institute  in  England. 
It  was  stated  that  even  though  at  the  time 
of  inoculation  tetanus  baccilli  were  in  the 
bottle,  it  could  not  be  proved  these  or- 
ganisms were  present  at  the  time  the  bottle 
left  the  laboratory.17  It  may  have  been 
contaminated  before  use  at  Malkowal. 
Haffkine  showed  that  four  other  bottles 
were  filled  from  the  same  flask  at  the  Plague 
Research  Laboratory.  The  people  inocu- 
lated from  these  four  bottles  had  not 
developed  tetanus.  He  showed  that  if 
tetanus  germs  had  been  in  the  bottle  for  a 
long  time  a foul  odor  would  have  been 
noted  when  the  bottle  was  unstoppered, 
and  at  Malkowal  the  bottle  did  not  have  an 
odor.  However,  two  weeks  later  the  bottle 
was  used  again  and  an  odor  was  present, 
and  tetanus  baccilli  were  now  found  in  the 
bottle.  It  was  later  shown  that  the  vac- 
cinator at  Malkowal,  an  English  physician, 
had  dropped  the  cork  of  the  vaccine  bottle 
to  the  ground  when  the  bottle  was  opened, 
then  replaced  the  cork  and  shook  the  bottle; 
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thus  was  the  notorious  fifth  bottle  con- 
taminated with  tetanus  germs.17  Jhala,12 
the  present  director  of  the  Haffkine  In- 
stitute in  Bombay,  said  that  many  doctors 
in  Bombay  at  that  time  were  not  familiar 
with  the  use  of  the  syringe  and  needle, 
and  classes  had  to  be  conducted  for  medical 
men  and  others  to  be  trained  in  the  art  of 
inoculating  with  Haffkine’s  prophylactic 
vaccine.  Under  these  circumstances  it 
is  amazing  that  more  people  who  were 
vaccinated  did  not  develop  tetanus  and 
other  infections.  The  inquiry  lasted  more 
than  a year  and  Haffkine  left  Bombay  on 
April  30,  1904,  on  leave  pending  the  final 
decision  of  the  inquiry  commission.  Most 
of  the  time  was  spent  visiting  the  chiefs 
of  the  various  European  laboratories  and 
presenting  his  case  before  them.  These 
eminent  scientists  immediately  exonerated 
him.6  However,  the  sufferer  in  a long 
dispute  who  obtains  a satisfactory  verdict 
in  the  end  is  never  repaid  for  his  having 
been  en  prise.18  In  1907  the  Indian  Gov- 
ernment completely  exonerated  him  and 
invited  Haffkine  to  return  to  India.  He 
received  congratulatory  messages  from 
all  over  the  world.  Since  the  Bombay 
laboratory  position  was  already  filled,  he 
was  asked  to  go  to  Calcutta. 

Later  years 

He  was  a sorely  disappointed  man.  He 
became  increasingly  introspective,  and  in 
1914  when  Haffkine  had  reached  the  retire- 
ment age,  he  retired  from  his  position. 
However  the  Indian  Government  still 
owed  a debt  of  gratitude  to  Haffkine,  and 
in  1925  the  Bombay  government  changed 
the  name  of  the  Plague  Research  Labora- 
tory to  the  Haffkine  Institute.  After 
retirement,  Haffkine  took  up  residence  at 
Boulogne-sur-Seine  in  France.  He  lived 
there  in  seclusion  and  obscurity:  lonesome, 

serious,  and  introspective.  He  gave  up 
his  scientific  career.  In  his  last  days 
he  gave  up  scientific  study  and  promoted 
the  study  of  the  Bible .19  Obviously,  Haff- 
kine became  depressed,  but  some  of  his 
actions  during  this  period  can  be  explained 
by  a consideration  of  his  early  life.  He 
was  reconverted  to  the  religion  of  his 
people.  As  a convert,  he  became  more 
assiduous  in  his  beliefs  than  a normal 


practitioner  of  the  religion  would  be:  “plus 

catholique  que  le  Pape.” 

He  sought  to  find  scientific  backing  for 
the  hygienic  laws  of  Moses.  In  April, 
1929,  Haffkine  informed  the  Hilfsverein 
in  Berlin  that  he  had  deposited  securities 
in  a Swiss  bank  to  use  for  Jewish  religious 
schools  of  eastern  Europe.  On  April 
17,  1928,  he  settled  in  Lausanne,  Switzer- 
land. He  died  on  October  26,  1930,  a 
lonely  and  relatively  forgotten  man.16 
But  he  was  one  of  the  greatest  benefactors 
of  mankind.  In  India  they  said  of  him, 
“Every  day  we  feel  his  presence  with  us 
as  an  immortal  man  of  the  universe  giving 
us  a constant  source  of  inspiration  in  our 
work.”20 
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BILLSBORD 


Serenadings  by  a Fat  “Camp  Cat”  (Sixth  Day:  of  Human  Potential) 


All  week,  Ole  Doc  has  chided  me  about  missing 
breakfast,  implying  that  my  morning  sack 
routine  was  discourteous  to  both  our  hosts  and 
fellow  campers.  As  this,  the  sixth  day,  would 
be  the  last  day  of  hunting  for  most  of  this 
week’s  guests,  I made  the  supreme  sacrifice  and 
got  out  of  bed  at  a time  known  only  to  a night 
watchman,  on  a day  no  self-respecting  rooster 
would  crow  about. 

To  further  compound  my  martyrdom,  I 
found  myself,  on  entering  the  dining  room, 
accosted  by  a group  of  flannel-shirted,  insultingly 
cheerful  barbarians  busily  engaged  in  attacking 
unbelievable  mounds  of  food  that  stretched  from 
one  end  of  the  table  to  the  other.  Ignoring  as 
best  I could  the  labored  wisecracks  as  to  som- 
nambulism and  the  possibility  of  someone  setting 
fire  to  my  bunk,  I stumbled  to  the  sideboard  and 
got  myself  a cup  of  black  coffee;  and  it  was  not 
until  I was  halfway  through  the  second  cup 
that  I was  able  to  look  with  equanimity  at  the 
platters  full  of  steaks,  fried  eggs,  potatoes,  and 
the  fast-disappearing  stacks  of  wheat  cakes  and 
toast. 

Recovering  my  “cool,”  I prepared  to  partici- 
pate in  that  peculiarly  masculine  game,  char- 
acterized by  the  good-humored  bantering  of 
insults  (masculine  because  while  I realize  the 
opposite  sex  may  engage  in  trading  insults,  it  is 
seldom  in  a broadly  jovial  fashion  but  is  usually 
more  subtle  and  frequently  more  venomous) . By 
this  time,  however,  the  group’s  attention  was 
diverted  from  me  to  another  gastronomic  ob- 
jector to  a “he-man”  breakfast  who  was  unob- 
trusively engaged  in  drinking  his  morning  meal. 
He  was  assailed  by  intimations  of  the  significance 
of  a drink  in  the  morning  in  identifying  an 
alcoholic  person,  interspersed  with  mock  ex- 
pressions of  sympathy  reminding  fellow  com- 
panions that  alcoholism  is  a disease  and  the 
alcoholic  a sick  man.  This  continued  until 
the  guides  appeared  to  outline  the  day’s  pro- 
gram, check  each  man’s  lunch  of  sandwiches 
and  a thermos  of  tea  (to  make  sure  it  was  tea) , 
and  check  all  rifles  to  satisfy  themselves  they 
were  unloaded,  since  it  was  a camp  rule  that  no 
gun  was  to  be  loaded  until  the  hunter  took  his 
position  at  his  assigned  stand. 

Shortly  thereafter  the  band  departed  leaving 
Ole  Doc  and  me  facing  the  indescribable  debris 
of  an  abandoned  breakfast  table;  as  we  res- 
olutely turned  our  backs  to  this  disaster  area 
and  slowly  made  our  way  to  the  living  room,  I 
turned  to  the  old  boy  and  asked:  “Well,  how 

about  it?  Is  alcoholism  a true  disease  and  is 
the  alcoholic  person  a sick  individual?” 


No  answer  was  forthcoming  until  he  settled 
himself  in  his  favorite  chair  and  deliberately 
lighted  his  cigar;  then  leaning  back  and  exhaling 
a cloud  of  smoke,  he  deigned  to  reply. 

“I  have  no  particular  objection  to  the  concept 
of  alcoholism  as  a disease,  but  if  it  is  one,  it  is  a 
disease  the  control  of  which  is  obvious  in  any 
individual  situation.  Insofar  as  the  correlating 
concept  of  the  alcoholic  person  as  a sick  man 
is  concerned,  it  is  my  opinion  this  has  been 
more  harmful  than  helpful;  while  it  may  have 
engendered  a more  sympathetic  and  considerate 
attitude  toward  the  alcoholic  person  by  family 
and  society,  it  also  has  provided  him  with  an 
acceptable  alibi  for  continued  indulgence, 
divorcing  him  from  personal  responsibility  for 
such  behavior. 

“Perhaps  the  silliest  notion  that  has  developed 
as  part  of  the  sickness  approach  is  that  the 
alcoholic  person  is  unable  to  stop  drinking  by 
himself  but  requires  outside  help.  As  a matter 
of  fact,  outside  of  the  comparatively  few  who 
respond  to  some  conditioned  reflex  type  of 
therapy  such  as  disulfiram  (Antabuse),  every 
alcoholic  person  who  stops  drinking  does  so  on  his 
own.  Whether  his  determination  to  abstain  and 
his  consequent  fulfillment  of  this  determination 
comes  about  through  joining  Alcoholics  Anon- 
ymous with  its  built-in  cheering  section  for  re- 
assurance, or  with  counseling  by  physician,  psy- 
chiatrist, or  clergyman,  or  just  on  his  own,  there 
is  this  one  clear  and  indisputable  fact:  The  de- 

cision is  his,  and  his  alone;  the  abstinence  is  the 
result  of  his  personal  effort  and  only  his. 

“It  is  as  though  each  alcoholic  man  harbored 
within  himself  the  potential  ability  to  control 
his  drinking  propensity,  and  all  that  is  needed 
is  to  provide  the  proper  stimulus  in  any  in- 
dividual case  to  energize  this  inbuilt  factor; 
such  stimulus  may  come  from  any  source. 
There  is  no  reason  to  consider  this  concept 
farfetched;  after  all  man  is  provided  with 
reserve  physical  potentials  that  are  available 
when  necessary.  Hypertrophy  of  muscle  pro- 
vides the  blacksmith  the  means  to  perform  his 
daily  task  with  ease  or  enables  his  heart  to 
compensate  when  disease  disturbs  its  functional 
capacity;  one  lung  or  one  kidney  can  take  over 
for  both  when  circumstances  dictate  the  need. 
Is  it  conceivable  that  the  increased  sense  of 
feeling  of  the  fingers  of  a Helen  Keller  or  the 
accentuated  sense  of  hearing  and  ability  to 
differentiate  and  interpret  sounds  found  in  the 
blind  represent  some  special  endowment?  Not 
at  all.  They  are  reserve  potentials  inherent  to 
every  one  of  us,  latent  and  unused  but  ready  to 
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serve  when  and  if  they  are  called  to  service. 
If  this  is  true  in  the  physical  world  of  man,  then 
surely  it  is  neither  overimaginative  nor  fantastic 
to  assume  there  are  similar  reserve  potentials 
in  man’s  psychic  world. 

“The  truth  is  that  each  of  us  has  unplumbed 
depths  of  latent  recuperative  energy  ready  to 
come  to  his  aid  not  only  when  disease  strikes  or 
accident  happens  but  also  when  the  spirit  is 
wounded.  It  is  the  secret  of  rehabilitation,  it 
makes  radical  surgery  successful,  and  enables 


Hiccup  remedy  that  works 


Incredibly,  there  is  a hiccup  remedy  that 
works,  but  it  can  be  used  only  by  physicians. 
M.  R.  Salem,  M.D.,  et  al.,  writing  in  a recent 
issue  of  J.A.M.A.,  have  reported  on  the  process, 
called  pharyngeal  stimulation.  This  involves 
inserting  a flexible  tube  into  a nostril  and  stim- 
ulating nerves  in  the  pharynx,  the  area  at  the 
back  of  the  mouth  where  nasal  passages  join  the 
throat.  This  process  has  worked  in  84  out  of  85 
cases,  report  physicians. 

Hiccups,  involuntary  contractions  of  the 
diaphragm,  which  can  be  dangerous  during 
surgery,  have  a variety  of  causes.  They  occur 
frequently  during  light  anesthesia;  one  remedy 
is  to  deepen  the  anesthesia,  but  in  many  cases 
this  is  undesirable. 

Physicians  have  tried  many  remedies,  in- 
cluding ones  used  by  laymen  such  as  swallowing 


man  to  endure  suffering  and  inequity  and  rise 
above  adversity. 

“When  trouble  comes  to  any  one  of  us,  and 
come  it  will,  our  first  impulse  is  to  cry  wildly 
for  help;  but  if  one  is  to  survive  and  not  be- 
come a dropout  of  life,  he  must  eventually  turn 
to  himself.  When  he  does,  there,  if  he  does  but 
look  for  it,  he  will  find  the  daring  of  D’Artagnan, 
the  strength  of  Porthos,  the  duplicity  of  Aramis 
and,  finally,  the  serenity  of  Athos.” 

WRC 


ice,  holding  the  tongue,  frightening  with  a loud 
noise,  and  pressing  on  the  eyeballs.  On  a more 
sophisticated  level,  physicians  have  tried  drags 
and  nerve  blockage,  with  erratic  success. 

Using  the  new  method,  hiccups  stopped  im- 
mediately in  64  anesthetized  and  20  conscious 
persons  when  pharyngeal  nerves  were  stimulated 
by  jerky,  back-and-forth  movements  of  the 
tubing.  In  10  cases  a variety  of  drugs  had 
failed  to  stop  hiccups,  but  they  ceased  almost 
immediately  with  the  new  method.  In  5 cases 
the  hiccups  returned,  but  stopped  during  re- 
treatment. Only  1 anesthetized  patient  failed 
to  respond  to  treatment. 

A caution  should  be  repeated,  however: 
Inserting  a tube  or  other  object  deeply  into  nasal 
passages  can  be  dangerous  and  should  be  done 
only  by  a physician.  The  reasons  some  harm- 
less home  remedies,  such  as  swallowing  ice  or 
water,  are  sometimes  successful,  may  be  that 
they,  too,  result  in  stimulation  of  the  pharyngeal 
nerves. 
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Morris  D.  Bauman,  M.D.,  of  Brooklyn, 
died  on  October  6 at  the  age  of  sixty-seven. 
Dr.  Bauman  graduated  in  1923  from  Long  Island 
College  Hospital.  He  was  a Diplomate  of  the 
American  Board  of  Dermatology,  Inc.,  and  a 
member  of  the  Medical  Society  of  the  County 
of  Kings,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Dwight  Stanley  Bishop,  M.D.,  of  Oyster 
Bay,  died  on  October  18  at  Community  Hospital 
at  Glen  Cove  at  the  age  of  seventy.  Dr. 
Bishop  graduated  in  1924  from  Queen’s  Uni- 
versity Faculty  of  Medicine,  Kingston,  On- 
tario. He  was  an  emeritus  obstetrician  at  Com- 
munity Hospital  at  Glen  Cove.  Dr.  Bishop 
was  a member  of  the  Nassau  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Joseph  Brancati,  M.D.,  of  Brooklyn,  died 
on  September  26  at  the  age  of  seventy-four. 
Dr.  Brancati  received  his  medical  degree  from 
the  University  of  Naples  in  1923.  He  was  a 
member  of  the  Medical  Society  of  the  County 
of  Kings,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Rachel  Boris  Bross,  M.D.,  of  Beverly  Hills, 
California,  formerly  of  New  York  City,  died  on 
October  19  in  New  York  City,  at  the  age  of 
sixty-nine.  Dr.  Bross  received  her  medical 
degree  from  the  University  of  Kharkov  in  1921. 
Retired,  she  was  a Diplomate  of  the  American 
Board  of  Psychiatry  and  Neurology  (Psychiatry) 
and  a member  of  the  Academy  of  Psychoanal- 
ysis, the  American  Medical  Women’s  Associa- 
tion, the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Alfred  Foyer,  M.D.,  of  New  York  City,  died 
on  August  27  at  Lausanne,  Switzerland,  at  the 
age  of  eighty.  Dr.  Foyer  received  his  medical 
degree  from  the  University  of  Amsterdam  in 
1913.  He  was  a senior  clinical  assistant  phy- 
sician (off  service)  in  gastro-intestinal  medicine 
at  The  Mount  Sinai  Hospital  and  a senior  as- 
sociate physician  in  gastro-intestinal  medicine 
at  St.  Clare’s  Hospital.  Dr.  Foyer  was  a mem- 
ber of  the  American  Gastro-Enterological  As- 
sociation, the  American  Geriatrics  Society,  the 
Academy  of  Gastroenterology,  the  Clinical 
Society,  New  York  Diabetes  Association,  the 
New  York  County  Medical  Society,  the  Medi- 


cal Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Romualdo  Galione,  M.D.,  of  Sag  Harbor, 
died  on  October  12  at  his  home  at  the  age  of 
seventy-one.  Dr.  Galione  graduated  in  1920 
from  Fordham  University  School  of  Medicine. 
He  was  an  emeritus  pediatrician  at  Community 
Hospital  at  Glen  Cove,  a consulting  pediatrician 
at  Meadowbrook  Hospital,  Hempstead,  and 
an  honorary  pediatrician  at  Nassau  Hospital, 
Mineola. 

Alexander  Gersen,  M.D.,  of  Elizabethtown, 
died  on  September  23  at  Mary  Fletcher  Hos- 
pital, Burlington,  Vermont,  at  the  age  of  eighty. 
Dr.  Gersen  graduated  in  1916  from  New  York 
Homeopathic  Medical  College  and  Flower 
Hospital.  He  was  an  attending  physician  at 
Champlain  Valley  Hospital,  Plattsburgh,  and 
was  health  officer  of  the  consolidated  health  dis- 
trict of  Elizabethtown  for  over  twenty-five 
years  as  well  as  official  physician  to  the  Essex 
County  Jail.  Dr.  Gersen  was  a member  of  the 
Essex  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Isaac  Grossman,  M.D.,  of  New  York  City, 
died  on  October  15  at  The  Mount  Sinai  Hospital 
at  the  age  of  eighty.  Dr.  Grossman  graduated 
in  1914  from  Long  Island  College  Hospital. 

J.  Herbert  Growney,  M.D.,  of  Rochester, 
died  on  September  21  while  visiting  in  Grand 
Rapids,  Michigan,  at  the  age  of  sixty.  Dr. 
Growney  graduated  in  1933  from  the  University 
of  Buffalo  School  of  Medicine.  He  was  a junior 
attending  physician  in  general  practice  at  St. 
Mary’s  Hospital  and  an  attending  physician 
in  general  practice  at  Park  Avenue  Hospital. 
Dr.  Growney  was  a member  of  the  Rochester 
Academy  of  Medicine,  the  Monroe  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

William  Pitt  Hall,  M.D.,  of  Utica,  died  on 
July  4 at  the  age  of  eighty-six.  Dr.  Hall  grad- 
uated in  1903  from  Syracuse  University  College 
of  Medicine.  He  was  an  honorary  member  of 
the  medical  staff  in  eye,  ear,  nose  and  throat  at 
St.  Luke’s-Memorial  Hospital  Center.  Dr. 
Hall  was  a member  of  the  Utica  Academy  of 
Medicine,  the  Oneida  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 
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Louis  Harris,  M.D.,  of  Brooklyn,  died  on  Sep- 
tember 30  at  the  age  of  eighty-five.  Dr.  Harris 
graduated  in  1905  from  Long  Island  College 
Hospital.  He  was  a consulting  physician  at 
Brookdale  Hospital  Center  and  Jewish  Chronic 
Disease  Hospital.  Dr.  Harris  was  a Fellow  of 
the  American  College  of  Physicians  and  a mem- 
ber of  the  New  York  Society  of  Internal  Medi- 
cine, the  New  York  Cardiological  Society,  the 
Medical  Society  of  the  County  of  Kings,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Rudolph  George  Lederer,  M.D.,  of  Lake 
George,  died  on  August  10  at  his  home  at  the  age 
of  seventy-three.  Dr.  Lederer  received  his 
medical  degree  from  the  University  of  Prague 
in  1923.  He  was  a member  of  the  American 
Academy  of  General  Practice,  the  Glens  Falls 
Academy  of  Medicine,  the  Warren  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Clarence  Lieberman,  M.D.,  of  Brooklyn 
and  Great  Neck,  died  on  September  30  at 
the  age  of  sixty-seven.  Dr.  Lieberman  grad- 
uated in  1924  from  Tufts  University  School  of 
Medicine.  He  was  an  assistant  attending 
ophthalmologist  at  Brooklyn  Eye  and  Ear 
Hospital  and  an  associate  attending  ophthal- 
mologist (Off  Ward  Service)  at  Brookdale  Hos- 
pital Center.  Dr.  Lieberman  was  a Diplo- 
mate  of  the  American  Board  of  Ophthalmology 
and  a member  of  the  Medical  Society  of  the 
County  of  Kings,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Jay  Ralph  Lockwood,  M.D.,  of  Poughkeepsie, 
died  on  August  1 at  his  home  at  the  age  of  fifty- 
nine.  Dr.  Lockwood  graduated  in  1936  from 
Albany  Medical  College.  He  was  an  honorary 
physician  on  the  medical  staff  at  Vassar  Broth- 
ers Hospitals,  a consulting  cardiologist  at  High- 
land Hospital  (Beacon),  and  an  attending  phy- 
sician in  internal  medicine  at  Harlem  Valley 
State  Hospital  (Wingdale).  Dr.  Lockwood 
was  a Fellow  of  the  American  College  of  Car- 
diology and  a member  of  the  American  Geriat- 
rics Society,  the  Dutchess  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Alexander  Leonard  Mancini,  M.D.,  of 

Thornwood,  died  on  June  20  at  the  age  of  fifty- 
nine.  Dr.  Mancini  graduated  in  1934  from  New 
York  Homeopathic  Medical  College  and  Flower 
Hospital.  He  was  a member  of  the  Industrial 
Medical  Association,  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Herman  Joel  Nagler,  M.D.,  of  Brooklyn, 


died  on  September  1 at  the  age  of  sixty-two. 
Dr.  Nagler  graduated  in  1940  from  the  Uni- 
versity of  London,  Charing  Cross  Hospital 
Medical  School.  He  was  an  assistant  attending 
physician  and  an  attending  physician  in  diabetes 
at  Unity  Hospital.  Dr.  Nagler  was  a Licen- 
tiate of  the  Royal  College  of  Physicians  of  Lon- 
don, a Member  of  the  Royal  College  of  Surgeons 
of  England,  and  a member  of  the  Medical  So- 
ciety of  the  County  of  Kings,  the  Medical  So- 
ciety of  the  State  of  New  York,  and  the  Ameri- 
can Medical  Association. 

Alvin  Reed,  M.D.,  of  Ozone  Park,  died  on 
October  7 at  the  age  of  fifty-five.  Dr.  Reed 
graduated  in  1945  from  Middlesex  University 
School  of  Medicine.  He  was  a general  prac- 
titioner on  the  medical  staff  of  Hillcrest  General 
Hospital.  Dr.  Reed  was  a member  of  the 
American  Academy  of  General  Practice,  the 
Medical  Society  of  the  County  of  Queens,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Herman  Louis  Reis,  M.D.,  of  New  York 
City,  died  on  October  15  at  Doctors  Hospital 
at  the  age  of  ninety.  Dr.  Reis  graduated  in 
1898  from  Bellevue  Hospital  Medical  College. 
For  almost  thirty  years  he  was  a surgeon  with 
the  New  York  Fire  Department  and  last  year 
retired  as  president  of  the  West  Side  Federal 
Savings  and  Loan  Association.  Dr.  Reis  was  a 
member  of  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

George  Edward  Richardson,  M.D.,  of  Mon- 
ticello,  died  on  May  4 in  Florida  at  the  age  of 
seventy-five.  Dr.  Richardson  graduated  in 
1921  from  the  University  of  Minnesota  Medical 
School.  He  was  a member  of  the  Seneca  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Louis  Rosenblatt,  M.D.,  of  Brooklyn,  died  on 
April  29  at  the  age  of  eighty-one.  Dr.  Rosen- 
blatt graduated  in  1925  from  George  Washing- 
ton University  School  of  Medicine.  He  was 
on  the  general  practice  staff  at  Kings  Highway 
Hospital.  Dr.  Rosenblatt  was  a member  of  the 
Medical  Society  of  the  County  of  Kings,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Harold  Rubin,  M.D.,  of  Yonkers,  died  on 
September  1 at  St.  John’s  Riverside  Hospital 
at  the  age  of  fifty-six.  Dr.  Rubin  graduated 
in  1936  from  the  University  of  Arkansas  School 
of  Medicine.  He  was  director  of  anesthesiology 
at  St.  John’s  Riverside  Hospital.  Dr.  Rubin 
was  a member  of  the  American  Society  of 
Anesthesiologists,  Inc.,  the  New  York  State 
Society  of  Anesthesiologists,  the  Westchester 
County  Medical  Society,  the  Medical  Society 
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of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Jerzy  Tadeusz  Ruszkowski,  M.D.,  of  Buffalo 
and  Williamsville,  died  on  September  9 at  his 
home  at  the  age  of  sixty.  Dr.  Ruszkowski  re- 
ceived his  medical  degree  from  the  University 
of  Warsaw  in  1935.  He  was  an  assistant  attend- 
ing physician  at  Deaconess  Hospital.  Dr. 
Ruszkowski  was  a member  of  the  Erie  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Leo  Seeliger,  M.D.,  of  New  York  City,  died  on 
June  21  at  the  age  of  sixty-seven.  Dr.  Seeliger 
received  his  medical  degree  from  the  University 
of  Berlin  in  1925.  He  was  a member  of  the  New 
York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Forest  Douglas  Speaks,  M.D.,  of  Brooklyn, 
died  on  October  9 at  the  age  of  sixty-eight. 
Dr.  Speaks  graduated  in  1928  from  Howard 
University  College  of  Medicine.  He  was  an 
associate  attending  dermatologist  at  St.  Mary’s 
Hospital  and  a clinical  assistant  attending  der- 
matologist at  Harlem  Hospital  Outpatient  De- 
partment. 

Philip  Layton  Turner,  M.D.,  of  Utica,  died 
on  August  26  at  St.  Elizabeth’s  Hospital  at  the 
age  of  seventy-seven.  Dr.  Turner  graduated  in 
1916  from  Cornell  University  College  of 
Medicine.  He  was  a senior  attending  surgeon  at 
St.  Elizabeth’s  Hospital  and  an  attending  gy- 
necologist at  Marcy  State  Hospital.  Dr.  Turner 
was  a Fellow  of  the  American  College  of  Sur- 


Dependence on  marihuana  psychic; 
drug  still  considered  dangerous 


College  students,  “hippies,”  and  others  who 
smoke  marihuana  believing  that  it  is  a totally 
innocuous  stimulant  without  habit-forming 
effects  are  naive  and  ill-informed,  according  to  a 
recent  report  by  B.  Kissin,  M.D.,  Director  of 
State  University  of  New  York  Downstate  Med- 
ical Center,  Alcoholism  Division.  Far  from 
being  just  a safe  lark,  marihuana  can  cause  a 


geons  and  a member  of  the  Utica  Academy  of 
Medicine,  the  Oneida  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Samuel  Frederick  Weitzner,  M.D.,  of  Os- 
sining, retired,  died  on  October  7 at  the  age  of 
seventy-six.  Dr.  Weitzner  graduated  in  1912 
from  University  and  Bellevue  Hospital  Medical 
College.  He  was  a consulting  radiologist  at 
Bronx-Lebanon  Hospital  Center  and  Morrisania 
City  Hospital.  Dr.  Weitzner  was  a Diplo- 
mate  of  the  American  Board  of  Radiology  (Diag- 
nostic Roentgenology) , a Fellow  of  the  American 
College  of  Radiology,  and  a member  of  the 
Radiological  Society  of  North  America,  Inc.,  the 
Bronx  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

William  Dorr  Wisner,  M.D.,  of  Lockport, 
died  on  August  19  at  Lockport  Memorial  Hos- 
pital at  the  age  of  sixty-nine.  Dr.  Wisner  grad- 
uated in  1921  from  the  University  of  Buffalo 
School  of  Medicine.  He  was  an  honorary  mem- 
ber of  the  medical  staff  at  Lockport  Memorial 
Hospital.  Dr.  Wisner  was  a member  of  the 
Lockport  Academy  of  Medicine,  the  Niagara 
County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Walter  M.  Wilmot,  M.D.,  of  Wantagh,  died 
on  August  26  at  the  age  of  seventy-two.  Dr. 
Wilmot  graduated  in  1919  from  Long  Island 
College  Hospital.  He  was  a member  of  the 
American  Academy  of  General  Practice,  the 
Nassau  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 


state  of  psychic  dependence  that  may  prove  even 
stronger  than  a physical  addiction. 

The  fact  that  this  drug  does  not,  in  itself, 
cause  physical  dependence,  has  given  rise  to  the 
misconception  that  it  is  entirely  harmless.  It 
does  cause  enormous  psychic  dependence,  and 
because  of  this  its  use  tends  to  become  chronic. 
This  may  result  in  intensive  craving  and  perpet- 
uation of  compulsive  abuse. 

Ideally,  marihuana  or  similar  drugs  should  be 
used  only  to  diminish  tension  so  that  the  indi- 
vidual can  function  more  fully  in  society.  Its 
usage  now,  however,  causes  the  individual  to 
totally  escape  from  reality  and  withdraw  from 
society. 
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Diagnostic  aids 

Tes-Tape  (Eli  Lilly  & Company) 2072 

Hormones 

Ovulen  (G.  D.  Searle  & Company) 3077 

Mood  elevators 

Tofranil  (Geigy  Pharmaceuticals) 3049 

Parenteral  diuretics 

Mercuhydrin  (Lakeside  Laboratories) 3045 

Skeletal  muscle  relaxants 

Robaxin  (A.  H.  Robins  Company) 3047 

Synthetic  hormone  replacement  therapy 

Letter  (Armour  Pharmaceutical  Company) 3039 


Topical  nasal  decongestants 

NTZ  (Winthrop  Laboratories) 
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PHYSICIANS  WANTED 


INTERNIST  OR  FAMILY  PHYSICIAN  FOR  MEDICAL 
group,  suburb  New  York  City.  Initial  contract  leading  to 
partnership.  Starting  salary  up  to  $19,000.  Include  com- 
plete curriculum  vitae  in  reply.  Box  574,  % NYSJM. 


PSYCHIATRIC  RESIDENCIES— PENNSYLVANIA 

Hospital  with  outstanding  teaching,  therapy  and  research 
programs  and  large  medical  staff  offers  fully  accredited  3- 
year  training  to  physicians  desiring  certification.  Resi- 
dency includes  individual  supervision  of  Psychotherapy, 
experience  on  adolescent  wards  and  out-patient  therapy  of 
children,  college  students  and  adults.  Program  supple- 
mented by  regular  scheduled  guest  lecturers  and  three- 
months  intensive  graduate  lecture  course  at  Eastern  Penn- 
sylvania Psychiatric  Institute.  Salary  range — $11,000- 
$12,000  if  licensed,  plus  additional  benefits.  G.P.  grants 
available.  Residencies  begin  January  and  July.  Write — 
Warren  State  Hospital,  Box  249,  Warren,  Pennsylvania 
13665  for  details. 


ALLEGANY:  PSYCHIATRIST  TO  DIRECT  NEW 

community  mental  health  center.  Will  assist  in  develop- 
ing services.  Program  in  planning  stage.  Fine  oppor- 
tunity for  man  of  vision  to  help  create  pioneer  service  in 
area.  Salary  up  to  $25,000.  Extensive  private  practice 
could  be  developed  in  addition  to  director  duties.  Oppor- 
tunity for  part-time  teaching,  graduate  level,  nearby  uni- 
versity. Staff  of  center  to  include  clinical  psychologist, 
psychiatric  social  workers  and  secretary.  Write:  Dr. 

William  L.  Pulos,  Box.  1166,  Alfred,  N.  Y.  14802;  or  call 
Dr.  Pulos  person-to-person  collect  587-5611. 


PEDIATRICIAN  WANTED  TO  JOIN  TWO  OTHER 
Board  pediatricians  as  partner  after  the  first  year.  Locale 
- — South  Shore,  Long  Island.  Ideal  area  for  raising  family. 
Two  large  hospitals  with  open  staffs.  Starting  salary 
$18,000  per  year.  Address  Box  603-P,  Bay  Shore,  New 
York  11706. 


WANTED:  PHYSICIAN  UNDER  35  TO  SHARE  BUSY 
practice  with  young  G.P.  in  suburban  area  of  Queens. 
Must  have  N.Y.  State  license;  be  willing  to  do  O.B.  and 
minor  surgery.  Salary  first  year,  then  increasing  percent- 
age to  full  partnership.  Box  597,  % NYSJM. 


FELLOWSHIPS  IN  PSYCHIATRY:  APPLICATIONS 

are  being  accepted  for  training  in  a fully  approved  three 
year  program  designed  to  provide  a well  rounded  ex- 
perience in  diagnosis,  in  patient,  and  out-patient  treat- 
ment of  children  and  adults,  and  forensic  and  community 
psychiatry,  through  didactic  courses  and  intensive  super- 
vision by  attending  staff  connected  with  various  medical 
schools  and  analytic  institutions  in  New  York  City  area. 
Opportunity  for  elective  work  in  variety  of  fields  of 
special  insterest  (community,  forensic  or  college  psychiatry 
and  research).  Applicants  must  have  had  three  years 
experience  in  general  practice  or  medical  specialty  other 
than  psychiatry.  Stipend  $12,000  per  year.  Write 
Director  of  Psychiatry,  Grasslands  Hospital,  Valhalla, 
New  York  10595. 


GENERAL  PRACTITIONERS,  ANESTHESIOLOGIST, 
pediatrician,  and  radiologist:  Central  New  York,  126-bed 
voluntary  hospital  with  50-bed  expansion  starting  Spring, 
1968.  State  University  College  in  this  community  of 
23,000,  presently  enrolls  5,000;  anticipate  double  by  1972. 
Proximity  to  Syracuse  and  Rochester  offers  considerable 
scientific  stimulation.  Contact  Administrator,  Oswego 
Hospital,  Oswego,  New  York  13126. 


$1  MILLION,  30-BED  HOSPITAL  ASSURED  FOR 
Southeastern  New  York  rural  area,  9,000  population. 
GP  or  surgeon  who  takes  over  established  practice  now, 
will  be  on  ground  floor  of  major  medical  advance  for  area. 
Equipped  offices  available,  low  rental.  One  other  M.D. 
in  community.  Lab  and  18-bed  hospital  now  operating. 
Schools,  recreation  good.  Easy  access  to  N.Y.C.  Con- 
tact Howard  Stewart,  Callicoon,  New  York  12723.  Tel: 
(914)  887-4900. 


PHYSICIANS  WANTED— CONT’D 


WANTED:  JANUARY  1,  1968.  PATHOLOGIST, 

Board  certified  or  eligible,  to  assume  directorship  of  labora- 
tory. Growing  hospital,  55  miles  north  of  New  York 
City.  Salary  open.  Call  or  write:  Administrator,  Put- 
nam Community  Hospital,  Carmel,  New  York.  (914) 
279-6111. 


ASSOCIATE  MEDICAL  DIRECTOR  FOR  CLINICAL 
and  research  hospital  in  Adirondack  region  of  New  York 
5£State.  Training  in  pulmonary  diseases  and  /or  physiology 
desirable.  Salary  open,  depending  upon  applicant’s  qual- 
ifications. Write:  L.  Fred  Ayvazian,  M.D.,  Will  Rogers 
Hospital,  Saranac  Lake,  New  York  12983. 


INTERNIST  OR  GENERAL  PRACTITIONER,  50 
miles  north  of  New  York  City;  Well  established,  lucra- 
tive practice;  no  obstetrics.  Modern  9-room  air  con- 
ditioned office;  Sanborn  Twinbeam  ECG  phonocardio- 
graph,  Westinghouse  X-ray  100  MAMP,  ultrasonic  and 
short-wave  diathermy.  Accredited,  open-staff,  newly  built 
hospital  with  intensive  care  unit.  $18,000  opportunity  for 
partnership.  Include  curriculum  vitae  in  reply.  Box  604, 
% NYSJM. 


STUDENT  HEALTH,  ASSISTANT  DIRECTOR,  NEW 
York  State  College  at  Geneseo.  April  1,  1968.  Thirty 
miles  from  Rochester,  3,100  students.  Forty-million 
dollar  building  program.  New  Health  Center  with  seven 
nurses.  Center  of  sailing,  skiing  and  riding  country. 
$16,000  with  yearly  increases  and  non-contributory  re- 
tirement program.  Generous  vacation  and  postgraduate 
education  time.  Contact  Director,  Student  Health  Ser- 
vice. 


URGENTLY  NEEDED— GENERAL  PRACTITIONER. 
Long  Lake,  N.  Y.  Central  Adirondacks;  resort  area. 
Attractive  guaranteed  annual  salary  as  Town  Health 
Officer,  plus  private  income  as  G.P.  Near  modern 
hospital.  Excellent  central  school.  Ambulance  service. 
Write:  Medical  Procurement  Committee,  Box  83,  Long 
Lake,  New  York  12847. 


ENJOY  THE  ADVANTAGES  OF  CLEAN  AIR  AND 
country  living.  Small,  picturesque  community  in  upstate 
N.  Y.  seeks  doctor  to  take  over  established  practice. 
Generous  offer  on  3 suite  medical  center  now  occupied  by 
dentist.  School  District  contracts  available.  Write: 
Westview  Station,  Box  185,  Binghamton,  N.  Y.  13905,  or 
Box  607,%  NYSJM. 


INTERNSHIPS,  AMA  APPROVED,  ROTATING.  175 
beds.  Annual  stipend  $7,200  plus  modern  apartments. 
Openings— April,  June  1968.  Apply:  Administrator, 

St.  Joseph’s  Hospital,  127  S.  Broadway,  Yonkers,  N.  Y. 
10701. 


RADIOLOGIST,  ASSOCIATE;  A HIGH  LEVEL,  FULL 
time  position  in  a renowned  medical  center  with  full 
medical,  research,  teaching  facilities  and  medical  school 
affiliation.  Salary,  benefits  and  opportunity  to  grow  pro- 
fessionally in  specialized  area  of  radiology  are  outstanding. 
N.  Y.  State  license  and  Board  certification  are  prerequi- 
sites. Write,  indicating  salary  desired,  to  Alex  Norman. 

M. D.,  Director  of  Diagnostic  Roentgenology,  Hospital 
for  Joint  Diseases  & Medical  Center,  1919  Madison  Ave., 

N.  Y.,N.  Y.  10035. 


APPROVED  RESIDENCIES  IN  OBSTETRICS  AND 
gynecology:  One  vacancy,  July  1,  1968,  for  fourth 

year  resident  in  an  expanding  four-year  parallel  system 
of  training.  Stipend:  $7,100  per  annum.  Mod.  fum.  apts. 
with  all  mod  conv.  for  resident  and  family.  $90  mo.  for 
studio  to  $170  mo.  for  four-room  apt.,  less  $45  living-out 
allowance.  Director,  Dept.  Ob/Gyn,  Methodist  Hos- 
pital, 506  Sixth  St.,  Brooklyn,  N.  Y.  11215. 
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PHYSICIANS  WANTED-CONT’D 


CLINICAL  RESEARCH  PHYSICIANS:  CHALLENG- 

ing  positions  in  pleasant  suburban  North  Jersey  com- 
munity within  commuting  distance  of  N.Y.C.  1)  Com- 
pletion of  internship  & post  graduate  training  in  internal 
medicine  plus  at  least  1 year's  experience  in  clinical  research 
within  the  pharmaceutical  industry.  2)  Completion  of 
internship  & post  graduate  training  in  ophthalmology;  no 
previous  industrial  experience  required.  Positions  offer 
pay  commensurate  with  qualifications,  & provide  numerous 
benefits  including  profit  sharing,  life  & health  insurance, 
paid  vacation,  retirement  plan  & educational  assistance. 
Please  reply  in  confidence,  including  present  salary  & salary 
requirements,  to  Mr.  Kenneth  L.  Biro,  Personnel  Manager, 
White  Laboratories,  Inc.  (Subsidiary  of  Schering  Corp.), 
Kenilworth,  N.J.  07033. 


INTERNIST,  PEDIATRICIAN,  GENERAL  PRACTI- 
tioner  wanted  to  join  well-established  group.  Upstate 
town  100  miles  from  N.Y.C.  Excellent  salary  with  definite 
partnership  arrangements.  Box  612,  % NYSJM. 


PARTNERSHIP:  YOUNG  PHYSICIAN  NOW  IN  PRAC- 
tice,  up  state  New  York,  seeking  a partner.  Medical 
population  400,000.  Limited  to  general  practice,  internal 
medicine,  industrial  medicine.  Replies:  A.  V.  De  Iorio, 

M.D.,  1438  Genesee  St.,  Utica,  N.Y.  13502. 


UROLOGIST:  LARGE  N.  Y.  CITY  METROPOLITAN 

hospital  center  has  full  time  position  as  chief  of  department 
available  immediately.  Must  be  Board  certified  or  eligible. 
Excellent  fringe  benefits.  Salary  negotiable  depending  on 
qualifications  & experience.  Please  submit  detailed  cur- 
riculum vitae  to  Box  611,  % NYSJM. 


PRACTICES  FOR  SALE  OR  RENT 


WELL  ESTABLISHED  RADIOLOGICAL  PRACTICE 
(private  office  and  hospital)  available  because  of  retire- 
ment of  present  owner.  No  down  payment  necessary. 
Reasonable  terms  for  young  radiologist.  Location  West- 
chester County,  N.  Y.  Box  598,  % NYSJM. 


WELL  ESTABLISHED,  LUCRATIVE,  ACTIVE  RURAL 
medical  practice  for  sale.  Large,  modem  home  and  well 
equipped  office  combination.  55-60  miles  from  New  York 
City.  Two  modem  hospitals  within  6 mile  radius.  Sell- 
ing because  of  recent  illness.  Box  602,  % NYSJM. 


GENERAL  PRACTICE;  leaving  for  residency  July  1,  1968. 
Grossing  over  $65,000  in  rapidly  growing  Northport,  L.  I., 
N.  Y.  O.B.  optional.  Purchase  home/office  combination 
and  equipment  only.  Financing  available.  Will  intro- 
duce. (516)  757-7582. 


POSITIONS  WANTED 


INTERNIST-ENDOCRINOLOGIST,  AGE  33,  COM- 
pleting  military  service  summer  1968.  University  trained 
with  large  experience  in  radioisotopes  and  some  research 
background.  Interested  in  geographic  full  time,  group,  or 
would  consider  pharmaceutical  industry.  Prefer  N.Y.C. 
vicinity.  Box  606,  % NYSJM. 


THORACIC  AND  CARDIOVASCULAR  SURGEON,  AGE 
37,  university  trained,  Board  certified  in  general  and 
thoracic  surgery,  desires  part  or  full  time  position  in 
teaching  hospital.  New  York  City  or  suburbs.  Has 
good  experience  (one  year)  in  research.  Box  609,  % 
NYSJM. 


ANESTHESIOLOGIST,  NEW  YORK  STATE  Li- 
censed, desires  position.  Box  613,  % NYSJM. 


MISCELLANEOUS 


OFFICE  PLANNING.  FROM  ARCHITECTURAL 
drafting,  blue  prints,  through  finished  interiors,  by  trained 
interior  designer  with  medical  background.  S.  L.  Emmet, 
415  East  52nd  St.,  N.Y.C.  PL  1-2877. 


MEDICAL  REPAIR  SERVICE:  ELECTROCARDIO- 

graph,  autoclave,  ultrasonic.  Pick-up  service  in  Man- 
hattan. Ship  to  us  by  bus  or  U.P.S.  Spear  & Rosenberg, 
200  West  70th  St.,  Apt.  16-G,  New  York,  N.  Y.  Call: 
TR  7-0700,  ext.  16-G. 


PRACTICE  WANTED 


WANTED:  WELL  ESTABLISHED  GENERAL  PRAC- 

tice  in  New  York  City  or  boroughs.  Box  608,  % NYSJM. 


REAL  ESTATE  FOR  SALE  OR  RENT 


GROUP  PRACTICE:  3 OFFICE  SUITES  AVAILABLE 
in  new  Kinnelon  Medical  Center,  28  miles  from  N.  Y.  C. 
in  northern  New  Jersey.  Present  medical  occupants  are  a 
surgeon,  gynecologist  and  Cancer  Detection  and  Research 
Center,  Inc.  Call  (212)  RE-7-9488. 


NEW  YORK  DUTCHESS  COUNTY:  NEW  MEDICAL 
building  in  Wappingers  Falls,  Poughkeepsie  area,  occupied 
by  D.D.S.,  orthodontist,  and  Ob-Gyn.  Office  available 
for  all  specialties.  Critical  physican  shortage  because  of 
pulation  explosion.  Address:  Martin  Rabin  D.D.S.,  65 
uth  Clinton  St.,  Poughkeepsie.  N.  Y.  (914)  454-0322 


FOR  SALE:  STONY  BROOK,  SETAUKET,  L.I.  AREA. 
Large  4-bedroom  colonial  home  with  separate  4-room  pro- 
fessional suite  on  professional  location.  Area  needs 
physician.  (516)  751-3007. 


FRESH  MEADOWS,  QUEENS.  MEDICAL  OFFICE 
for  rent.  Est.  25  yrs.  No  equipment.  Practice  waiting 
for  G.P.,  internist,  or  pediatrician.  Unopposed.  Will 
introduce.  (212)  OL  7-9641. 


FOR  RENT:  DOCTOR’S  OFFICES  AT  PARK  AVE. 

and  86th  St.,  one  block  from  subway.  Full  or  part-time 
rental,  furnished  or  unfurnished.  Phone:  (212)  427-4248, 
or  write:  Erickson  Educational  Foundation,  1045  Park 
Ave.,  New  York,  N.  Y.  10028. 


MANHATTAN:  SUBLEASE;  EXCELLENT  LOCATION 
in  all  new,  20  block,  middle  income  urban  renewal  area 
(upper  West  Side).  Bldg,  to  be  completed  late  spring. 
Will  construct  to  suit.  Character  of  area  ideal  for  phy- 
sician. Street  entrance  in  200  family  coop.  Box  610, 
% NYSJM. 


71ST  STREET,  114  EAST,  BETWEEN  PARK  & LEX. 
Doctor’s  suite,  6 rooms  off  lobby;  2,000  ft.  area;  hall 
attendance.  $550  a month.  Brener  and  Lewis  Manage- 
ment. Call  421-1506. 


GLENDALE,  BOROUGH  QUEENS,  N.Y.C.:  PHYS- 

ician’s  landmark  for  many  years;  excellent  neighborhood; 
200  feet  from  main  street  and  bus.  Two-story,  modem, 
spacious;  with  or  without  equipment;  tiled  examining 
room,  laboratory.  X-ray  room,  wood  panelled  cubicles. 
Reasonable  rental  or  sale.  Phone  (212)  TW  7-6400. 
After  6 call  (212)  EV  6-7275. 


FOR  SALE:  FAST  GROWING  COMMUNITY,  WITH 

new,  modem  hospital,  has  room  for  G.P.  or  specialists. 
9-room  modem  town  house,  spacious  office  facilities. 
Sacrifice  $42,600.  Lyle  D.  Young,  Realtor,  Ellenville, 
N.Y.  (914)  647-7918. 
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Coca-Cola  has  the  taste  you  never 
get  tired  of.  Always  refreshing. 
That’s  why  things  go  better  with 
Coke  after  Coke  after  Coke. 

TRADB-MARK  0 TRADB-MARK  0 TRADB-MARK  0 


"COCA-COLA"  AND  "COKE"  ARE  REGISTERED  TRADE-MARKS  WHICH  IDENTIFY  ONLY  THE  PRODUCT  OF  THE  COCA-COLA  COMPANY. 
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ret  Subject  A is 
overreacting  to  the 
•epeated  stressor. . . 
vhile  Subject  B shows 
.ess  somatic  reaction 


4 In  Subject  B on  Valium  (diaz- 
epam), respiratory  measure- 
ments remain  more  nearly 
regular  during  second  viewing 
of  the  same  movie  sequence. 
He  shows  less  somatic  reac- 
tion to  the  repeated  stress. 


Now:  Valium  (diazepam)  effect  in  reducing 
certain  somatic  reactions  to  acute  psychic 
stress  measured  quantitatively  in  double- 
blind study.  Using  a stress-provoking  movie  film, 
investigators  at  the  Psychiatric  and  Psychosomatic 
Research  Institute  of  Cedars-Sinai  Medical  Center 
in  Los  Angeles  have  demonstrated  that  certain 
somatic  changes  due  to  acute  stress  can  be  meas- 
ured and  statistically  evaluated.  In  the  course  of 
these  studies,  nonanxious  subjects  appeared  to 
adapt  to  repeated  stress  situations,  while  anxious 
subjects,  interestingly,  showed  reactivity  on  second 
confrontation  with  the  same  stressor  film.  Using  this 
difference  as  a yardstick,  Valium  (diazepam)  was 
compared  with  placebo  in  36  anxious  subjects  under 
double-blind  control: 

1.  Measuring  the  somatic  language  of  psychic 
stress.  The  use  of  “stressor  films”  offers  a standard- 
ized and  reproducible  stimulus,  simulating  certain 
real-life  situations  in  a laboratory-controlled  set- 
ting. In  this  study,  an  adventure  film  showed  four 
men  fighting  against  seemingly  insurmountable 
odds,  in  constant  danger  of  death. 

2.  Four  physiologic  parameters  recorded  and 
correlated  to  give  a composite  score  reflect- 
ing certain  somatic  manifestations  of  acute 
stress.  Polygraph  measurements  were  made  simul- 
taneously for  each  subject  throughout  the  100-minute 
film.  These  included  EKG,  GSR  (galvanic  skin  re- 
sistance), respiratory  excursions  and  finger  pulse 
volume. 

3.  Objective  data  statistically  measure  certain 
somatic  reactions  to  acute  stress.  Polygraph 
tracings  of  respiratory  excursions  shown  at  left  re- 
veal a clear  difference  between  Valium  (diazepam) 
and  placebo  response.  The  tracings  of  all  four 
physiological  parameters  were  quantified  and  ana- 
lyzed statistically.  After  the  second  showing  of  the 
film  one  week  later,  analysis  of  the  composite  ANS|R 
scores  showed  a statistically  significant  difference 
(at  the  t<0.001  level)  between  subjects  on  Valium 
(diazepam)  and  those  on  placebo. 

Of  the  scores  for  the  four  individual  parameters 
measured,  those  for  galvanic  skin  resistance  (GSR) 
and  respiratory  excursions  were  statistically  signif- 
icant. Differences  in  cardiac  activity  and  finger 
pulse  volume  were  not  significant.  The  only  side 
effect  reported  was  drowsiness  in  13  subjects  on 
Valium  (diazepam)  and  in  7 on  placebo. 

4.  The  investigators  concluded  that  in  anx- 
ious-neurotic individuals  Valium  (diazepam) 
is  effective  in  reducing  certain  autonomic 
nervous  system  reactions  to  acute  stress.1-2 

In  this  text,  adaptation,  defined  in  psychodynamic 
terms,  is  “stimulus  mastery” ; reactivity  signifies 
overreaction,  from  the  norm,  to  a given  stimulus. 

References:  1.  Clemens,  T.  L.,  and  Selesnick,  S.  T.:  Dis.  Nerv. 
Syst.,  28: 98,  1967.  2.  Selesnick,  S.  T.,  and  Clemens,  T.  L. : From 
research  film  “Motion  Picture  Films  in  Psychosomatic  Re- 
search,” available  from  Roche  Laboratories. 
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“ When  I couldn’t  even  smell  corned  beef  and  cabbage , 
I decided  it  was  time  for  you,  Doc” 


Maybe  he  doesn't  know  when  he's  well  off.  But 
you  might  want  to  prescribe  long-acting  Nova 
histine  LP  anyway. 

Two  tablets  in  the  morning  and  two  in  the  evening 
will  usually  provide  day  and  night  relief  by  helping 
to  clear  congested  air  passages  for  normal,  free 
breathing.  Novahistine  LP  is  formulated  to  provide 
continuous  therapeutic  effect  for  8 to  12  hours 
The  decongestant  ingredients  help  restore  normal 
mucus  secretion  and  ciliary  activity— physiologic 
defenses  against  infection  of  the  respiratory  tract 
Use  cautiously  in  individuals  with  severe  hyper 
tension,  diabetes  mellitus,  hyperthyroidism  or 
urinary  retention.  Caution  ambulatory  patients  that 
drowsiness  may  result.  Each  Novahistine  LP  tablet 
contains  phenylephrine  hydrochloride,  25  mg.,  and 
chlorpheniramine  maleate,  4 mg. 

NQVAHISTINr  LF 


PITMAN-MOORE  Division  of  The  Dow  Chemical  Company,  Indianapolis 
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If  hypothyroidism  leaves  your  patient  feeling  like  this... 


consider 


LETTER’ 

(SODIUM  LEVOTHYROXINE, 
ARMOUR)  TABLETS 

Synthetic  Thyroid  Replacement  Therapy 


Letter®  provides  all  the  advantages 
of  the  synthetically  pure  chemical 
sodium  levothyroxine.  Dosage  is 
precise  and  potency  is  consistently 
uniform. 

and 

Letter®  is  micronized  to  provide  max- 
imum opportunity  for  full  absorption 
and  clinical  response. 

In  addition  Letter®  is  distinctively 
color  coded  with  an  identifying  num- 
ber stamped  on  each  tablet  to  pro- 
vide accurate  dosage  control. 


Indications:  Hypothyroid  conditions.  Contraindications: 
Thyrotoxicosis,  acute  myocardial  infarctions  unless  associated 
with  hypothyroidism.  In  hypothyroidism  with  hypoadrenalism 
coadministration  of  corticoids  with  LETTER®  is  recommend- 
ed. Precautions  and  Side  Effects:  Excessive  dosage  may 
result  in  diarrhea,  cramps,  palpitation,  nervousness,  rapid  pulse, 
sweating.  If  symptoms  appear,  discontinue  medication  for  sev- 
eral days,  then  reinstitute  at  a lower  level.  Since  myxedema 
patients  with  heart  disease  may  suffer  seriously  from  abrupt 
increases  in  dosage,  caution  should  be  exercised  in  adjusting 
dosage.  Dosage:  Generally,  the  initial  adult  dosage  is  0.1  mg. 
daily.  This  may  be  increased  in  small  increments  every  one  to 
three  weeks  until  proper  metabolic  balance  is  achieved.  Avail- 
able : Bottles  of  1 00  tablets,  in  six  potencies:  0.025  mg.  (violet), 
0.05  mg.  (peach),  0.1  mg.  (pink),  0.2  mg.  (green),  0.3  mg. 
(yellow),  and  0.5  mg.  (white). 


ARMOUR  PHARMACEUTICAL  COMPANY 


CHICAGO,  ILLINOIS 
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NORPRAMIN 

(desipramine  hydrochloride) 


ANTIDEPRESSANT  FOR  RAPID  IMPROVEMENT 


At  the  recommended  dosage  level 
—initially,  150  mg.  per  day- 
gratifying  remission  of  the  signs 
and  symptoms  of  depression 
typically  begins  in  2-5  days.  Its 
specificity  for  depression, 
rapidity  of  action  and  usually  mild 
side  effects  are  significant  rea- 
sons for  prescribing  NORPRAMIN 
(desipramine  hydrochloride)  in 
depression  of  any  type  . . . any 
degree  of  severity. 

A few  patients,  sensitive  to 
central  nervous  system 
stimulants  may  become  restless 
as  depression  is  lifted— in  such 
cases  dosage  may  be  reduced 
or  a tranquilizer  added. 


LAKESIDE 


IN  BRIEF: 

INDICATIONS:  In  depression  of  any  kind 
— neurotic  and  psychotic  depressive  re- 
actions; manic-depressive  or  involutional 
psychotic  reactions. 

CONTRAINDICATIONS:  Glaucoma,  ure- 
thral or  ureteral  spasm,  recent  myocar- 
dial infarction,  severe  coronary  heart 
disease,  epilepsy.  Should  not  be  given 
within  two  weeks  of  treatment  with  a 
monoamine  oxidase  inhibitor. 

RELATIVE  CONTRAINDICATIONS:  (1) 

Patients  with  a history  of  paroxysmal 
tachycardia.  (2)  Patients  receiving  con- 
comitant therapy  with  thyroid,  anticho- 
linergics or  sympathomimetics  may  ex- 
perience potentiation  of  effects  of  these 
drugs.  (3)  Safety  in  pregnancy  has  not 
been  established. 

PRECAUTIONS:  (1)  Outpatient  use  of 
desipramine  hydrochloride  should  not 
be  substituted  for  hospitalization  when 
risk  of  suicide  or  homicide  is  considered 
grave.  (2)  If  serious  adverse  effects  oc- 


cur, reduce  dosage  or  alter  treatment. 
(3)  In  patients  with  manic-depressive 
illness  a hypomanic  state  may  be  in- 
duced. (4)  Discontinue  drug  as  soon  as 
possible  prior  to  elective  surgery. 
adverse  EFFECTS:  Side  effects,  usually 
mild,  may  include:  dry  mouth,  consti- 
pation, dizziness,  palpitation,  delayed 
urination,  "bad  taste,”  sensory  illusion, 
tinnitus,  anxiety,  agitation  and  stimula- 
tion, insomnia,  sweating,  drowsiness, 
headache,  orthostatic  hypotension, 
flushing,  nausea,  cramps,  weakness, 
blurred  vision  and  mydriasis,  rash, 
tremor,  allergy,  agranulocytosis,  altered 
liver  function,  ataxia,  and  extrapyrami- 
dal  signs. 

DOSAGE:  Optimal  results  are  obtained 
at  a dosage  of  50  mg.,  t.i.d.  (150  mg./ 
day).  SUPPLIED:  NORPRAMIN  (desipra- 
mine hydrochloride)  tablets  of  25  mg.; 
bottles  of  50,  500  and  1000;  and  tablets 
of  50  mg.,  in  bottles  of  30,  250  and 
1000. 


LAKESIDE  LABORATORIES,  INC.,  Milwaukee,  Wisconsin  53201 
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Unique  Nitrospan  micro-dialysis  process* 
adds  an  important  dimension -TIME- to  nitroglycerin  therapy 


Helps  decrease  frequency  and  severity  of  attacks;  often 
increases  exercise  tolerance.  Decreases  need  for  sub- 
lingual nitroglycerin,  increases  patient  confidence. 
Smooth,  continuous  release  independent  of  gastrointes- 
tinal functions  reduces  headache  and  other  side  effects 
that  might  result  from  peak  concentrations  of  tablet  or 
intermittent-release  preparations. 

Indication  and  Dosage:  For  prophylactic  use  only  in  an- 
gina pectoris,  1 capsule  every  12  hours.  Precautions:  For 
prophylaxis  only,  not  for  relief  of  acute  anginal  attacks. 
Tolerance  to  nitrites  may  develop  on  long-continued  use. 
Contraindications:  Idiosyncrasy  to  nitroglycerin,  and 
early  myocardial  infarction.  Side  Effects:  With  use  of 
nitrites,  transient  headache,  postural  hypotension,  nausea 


and  vomiting  may  occur.  Overdoses  may  cause  flushing, 
dizziness,  tachycardia,  headache  and  syncope. 


‘The  micro-dialysis  cell.  Nitrospan's  timed-release  mech- 
anism is  different  from  those  usually  employed  in  sus- 
tained-action capsules,  which  rely  on  unpredictable 
digestive  processes.  The  nitroglycerin  in  Nitrospan  cap- 
sules is  contained  within  hundreds  of  dialysis  cells  of 
controlled  permeability.  The  contents 
of  each  micro-dialysis  cell  are  released  ^ 
by  diffusion  rather  than  disintegration,  'a 

at  a continuous  rate  independent  of  | g 
gastrointestinal  action.  Only  the  pres- 
ence  of  fluid  is  required.  j 


^NITROSPAN 

CAPSULES 

brand  of  HlflTOCJ  1^061*111  2.5  mg.  in  micro-dialysis  cells 

For  a starter  supply  of  NITROSPAN,  write:  USV  PHARMACEUTICAL  CORPORATION,  800  Second  Avenue,  New  York,  N.Y.  10017 

PRODUCERS  OF  DBI*-TD  (phenformin  HCI) 


Medical  Meetings 


Metabolism  subject  of  seminar 

The  Department  of  Medicine  of  the  State 
University  of  New  York  Downstate  Medical 
Center  is  sponsoring  “visiting  scientist”  sem- 
inars on  metabolism,  to  be  held  Tuesdays, 
January  9 through  April  9,  1968,  at  1 : 00  p.m. 

The  topics  and  speakers  are  as  follows: 
January  9 — “Regulation  of  the  Pituitary -Thy- 
roid Axis  in  Man  and  Rat,”  Seymour  Reichlin, 
M.D.,  professor  of  medicine  and  chief,  endocrine 
unit,  The  University  of  Rochester;  February 
13 — “Studies  in  Glycogen  Storage  Disease,” 
James  B.  Field,  M.D.,  director,  clinical  research 
unit,  University  of  Pittsburgh,  Pittsburgh, 
Pennsylvania;  March  12 — “Drugs  in  the  Treat- 
ment of  Hyperlipidemia,”  Daniel  Steinberg, 
M.D.,  chief,  laboratory  of  metabolism,  National 
Heart  Institute,  Bethesda,  Maryland;  and 
April  9 — “Nutritional  Aspects  of  Osteoporosis,” 
Leo  Lutwak,  M.D.,  director,  clinical  research 
unit,  Cornell  University,  Ithaca. 

Use  of  computers  in  clinical 
medicine  topic  of  meeting 

The  New  York  Academy  of  Sciences  is  spon- 
soring a conference  on  “The  Use  of  Data  Mech- 
anization and  Computers  in  Clinical  Medicine” 
at  the  Waldorf-Astoria  Hotel,  New  York  City, 
on  January  15  through  17,  1968. 

The  aim  of  this  conference  is  to  present  the 
progress  attained  in  utilizing  data  processing 
and  computers  to  reduce  the  gap  between  mod- 
ern information  sciences  and  empirical-descrip- 
tive clinical  observations.  The  topics  and 
chairmen  for  the  sessions  are  as  follows: 

January  15 — “Pattern  Recognition — Basic 
Concepts,”  B.  D.  Waxman,  Research  Facilities 
and  Resources,  National  Institutes  of  Health, 
Bethesda,  Maryland;  “Clinical  Data  Descrip- 
tion and  Acquisition,”  A.  Sollberger,  Veterans 
Administration  Hospital,  West  Haven,  Con- 
necticut; and  “Normal  Values  in  Medicine,” 
C.  Bliss,  Connecticut  Agricultural  Experiment 
Station,  New  Haven. 

January  16 — “Decision  Making  in  Medicine,” 
W.  McCulloch,  Massachusetts  Institute  of 
Technology,  Cambridge;  and  “The  Hospital 
As  a Cybernetic  System,”  A.  E.  Rikli,  U.S. 
Public  Health  Service,  Silver  Spring,  Maryland. 

January  17 — “Prospects  for  Automation  in 
the  Hospital  System”  (a  panel  discussion  on  sci- 
entific papers  presented  by  users  of  computer 
and  automation  equipment),  E.  R.  Gabrieli, 
State  University  of  New  York  at  Buffalo,  and 
E.  J.  Meyer  Memorial  Hospital,  Buffalo. 

Material  for  inclusion  in  the  medical  meetings  section  must 
be  received  six  weeks  prior  to  publication  date. 


Heart  disease  topic  of  conference 

A conference  on  “Coronary  Heart  Disease: 
Preventive  and  Therapeutic  Aspects,”  sponsored 
by  the  New  York  Heart  Association,  is  to  be 
held  January  23,  1968,  at  the  Waldorf-Astoria 
Hotel,  New  York  City.  Presiding  at  the  all- 
day conference  will  be  Theodore  B.  Van  Itallie, 
M.D.,  director  of  medicine,  St.  Luke’s  Hospital 
Center,  New  York  City;  William  J.  Welch, 
M.D.,  president,  New  York  Heart  Association; 
and  Edward  H.  Ahrens,  Jr.,  M.D.,  professor, 
The  Rockefeller  University,  New  York  City. 

For  further  information  contact:  Conference 
Planning  Committee,  New  York  Heart  Associa- 
tion, 10  Columbus  Circle,  New  York,  New  York 
10019. 

Neuroradiology  topic  of  postgraduate  course 

The  Department  of  Radiology  of  the  Albert 
Einstein  College  of  Medicine,  with  its  affiliated 
hospitals,  will  present  a five-day  postgraduate 
course  in  neuroradiology  from  May  13  through 
17,  1968.  The  course  is  intended  for  radiolo- 
gists, neurologists,  and  neurosurgeons  and  will 
be  a comprehensive  review  of  the  present  day 
concepts  of  diagnostic  neuroradiology.  At- 
tention also  will  be  directed  toward  the  practical 
aspects  of  specialized  diagnostic  procedures. 

In  addition  to  faculty  members  of  the  Albert 
Einstein  College  of  Medicine,  guest  faculty  will 
include:  James  W.  D.  Bull,  M.D.;  Giovanni 
Di  Chiro,  M.D.;  Torgny  Greitz,  M.D.;  Irvin 
I.  Kricheff,  M.D.;  Donald  McRae,  M.D.; 
Harold  O.  Peterson,  M.D.;  W.  Gordon  Potts, 
M.D.;  Juan  M.  Taveras,  M.D.;  Ingmar 
Wickbom,  M.D.;  and  Ernest  H.  Wood,  M.D. 

For  further  information  write  to:  Mannie  M. 
Schechter,  M.D.,  program  director,  neuro- 
radiology postgraduate  course,  Albert  Einstein 
College  of  Medicine,  1300  Morris  Park  Avenue, 
The  Bronx,  New  York  10461. 

Medical  and  surgical  emergencies 
topic  of  seminar 

The  eighteenth  annual  postgraduate  seminar 
on  “Emergencies — Medical  and  Surgical”  will 
be  held  at  the  Mount  Sinai  Hospital,  Miami 
Beach,  Florida,  on  May  16  through  18,  1968. 
Included  in  the  program  are  the  following  panel 
discussions:  “Acute  Electrolyte  Imbalance”; 

“Vascular  Emergencies”;  and  “The  Intensive 
Care  Patient.” 

Although  there  is  no  tuition  fee,  advance  reg- 
istration is  required.  For  further  information 
contact:  Robert  J.  Trope,  M.D.,  chairman, 

Mount  Sinai  Hospital  of  Greater  Miami,  4300 
Alton  Road,  Miami  Beach,  Florida  33140. 


3168  New  York  State  Journal  of  Medicine  / December  15,  1967 


Imferorf 

(iron  dextran  injection) 


There’s  as  much  iron  . . . 250  mg. 
. . . in  a 5 cc.  ampul  of  Imferon 
(iron  dextran  injection) 
as  in  a pint  of  whole  blood. 

When  iron  deficient 
patients  are  intolerant  of  oral 
iron  ...  or  orally  administered 
iron  proves  ineffective  or 
impractical ...  or  if  the  patient 
cannot  be  relied  upon  to  take 
oral  iron  as  prescribed,  Imferon 
(iron  dextran  injection) 
dependably  increases 
hemoglobin  and  rapidly 
replenishes  iron  reserves. 

Precise  dosage  is  easily 
calculated. 


LAKESIDE 


IN  BRIEF:  ACTION  AND  USES:  A single  dose  of 
Imferon  (iron  dextran  injection)  will  measur- 
ably begin  to  raise  hemoglobin  and  a complete 
course  of  therapy  will  effectively  rebuild  iron 
reserves.  The  drug  is  indicated  only  for  specifi- 
cally-diagnosed cases  of  iron  deficiency  anemia 
and  then  only  when  oral  administration  of  iron 
is  ineffective  or  impractical.  Such  iron  defi- 
ciency may  include:  patients  in  the  last  trimester 
of  pregnancy;  patients  with  gastrointestinal  dis- 
ease or  those  recovering  from  gastrointestinal 
surgery;  patients  with  chronic  bleeding  with 
continual  and  extensive  iron  losses  not  rapidly 
replenishable  with  oral  iron;  patients  intolerant 
of  blood  transfusion  as  a source  ol  iron;  infants 
with  hypochromic  anemia;  patients  who  cannot 
be  relied  upon  to  take  oral  iron. 

COMPOSITION:  Imferon  (iron  dextran  injection) 
is  a well-tolerated  solution  of  iron  dextran  com- 
plex providing  an  equivalent  of  50  mg.  in  each 
cc.  The  solution  contains  0.9%  sodium  chloride 
and  has  a pH  of  5. 2-6.0.  The  10  cc.vial  contains 
0.5%  phenol  as  a preservative. 

ADMINISTRATION  AND  DOSAGE:  Dosage,  based 
upon  body  weight  and  Gm.  Hb/  lOOcc.of  blood, 
ranges  from  0.5  cc.  in  infants  to  5.0  cc.  in 
adults,  daily,  every  other  day.  or  weekly.  Initial 
test  doses  are  advisable.  The  total  iron  require- 
ment for  the  individual  patient  is  readily  ob- 
tainable from  the  dosage  chart  in  the  package 
insert.  Deep  intramuscular  injection  in  the 
upper  outer  quadrant  of  the  buttock,  using  a 
Z-track  technique,  (with  displacement  of  the 
skin  laterally  prior  to  injection),  insures  absorp- 
tion and  will  help  avoid  staining  of  the  skin.  A 
2-inch  needle  is  recommended  for  the  adult  of 
average  size. 


SIDE  EFFECTS:  Local  and  systemic  side  effects 
are  few.  Staining  of  the  skin  may  occur  Exces- 
sive dosage,  beyond  the  calculated  need,  may 
cause  hemosiderosis.  Although  allergic  or  ana- 
phylactoid reactions  are  not  common,  occa- 
sional severe  reactions  have  been  observed, 
including  three  fatal  reactions  which  may  have 
been  due  to  Imferon  (iron  dextran  injection). 
Urticaria,  arthralgia,  lymphadenopathy,  nau- 
sea, headache  and  fever  have  occasionally 
been  reported. 

PRECAUTIONS:  If  sensitivity  to  test  doses  is 
manifested,  the  drug  should  not  be  given. 
Imferon  (iron  dextran  injection)  must  be  ad- 
ministered by  deep  intramuscular  injection 
only.  Inject  only  in  the  upper  outer  quadrant  of 
the  buttock,  not  in  the  arm  or  other  exposed 
area. 

CONTRAINDICATIONS:  Imferon  (iron  dextran  in- 
jection) is  contraindicated  in  patients  sensitive 
to  iron  dextran  complex.  Since  its  use  is  in- 
tended for  the  treatment  of  iron  deficiency  ane- 
mia only  it  is  contraindicated  in  other  anemias. 

CARCINOGENICITY  POTENTIAL:  Using  relatively 
massive  doses,  Imferon  (iron  dextran  injection) 
has  been  shown  to  produce  sarcoma  in  rats, 
mice  and  rabbits  and  possibly  in  hamsters,  but 
not  in  guinea  pigs.  The  risk  of  carcinogenesis, 
if  any  in  man.  following  recommended  therapy 
with  Imferon  (iron  dextran  injection)  appears 
to  be  extremely  small. 

SUPPLIED:  2 cc  ampuls,  boxes  of  10;  5 cc.  am- 
puls, boxes  of  4;  10  cc.  multiple  dose  vials. 
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When  the  emotionally 
impaired  patient 
pays  an  office  call... 


She  asks  for  your  help, 
but  just  can’t  seem 
to  follow  through 
on  your  advice. 


When  not  at 
your  office, 
she’s  constantly 
on  the  phone: 
can't  sleep, 
headaches, 

G.l.  upset. 


She’s  excessively 
apprehensive; 
demands  much 
more  of  your 
nurse’s  attention. 


for  moderate  to  severe  anxiety 

Meiiarii 

(thioridazine) 
25  mg.  t.i.d.  A 


SANDOZ 


She  often  seeks  a 
physical  explanation  for  her 
distressing  emotional  state. 


When  the  emotionally  impaired 
patient  pays  an  office  call . . . 

Anxiety  that  seriously  interferes  with  the 
individual's  performance  at  work,  at  home, 
or  in  the  community  may  be  regarded  as 
moderate  to  severe  in  degree. 

Mellaril  often  recommends  itself  totreatment 
of  moderate  to  severe  anxiety  because  it 

• helps  control  the  most  frequent  symptoms: 
marked  tension,  agitation,  apprehension, 
restlessness,  hypermotility 

•often  alleviates  anxiety-induced  somatic 
complaints 

• frequently  helps  strengthen  emotional  re- 
sources 

• helps  the  patient  maintain  realistic  contact 
with  environment,  closer  harmony  with 
family 

Thus,  when  you  consider  the  anxiety  moder- 
ate to  severe . . . consider  Mellaril. 
Contraindications:  Severely  depressed  or  coma- 
tose states  from  any  cause,  and  in  association 
with  or  following  MAO  inhibitors:  severe  hyper- 
tensive or  hypotensive  heart  disease. 
Precautions:  Hypersensitivity  reactions  (e.g., 
leukopenia,  agranulocytosis)  and  convulsive 
seizures  are  infrequent.  Pigmentary  retinopathy 
has  been  observed  where  doses  in  excess  of 
those  recommended  were  used  for  long  periods 
of  time.  May  potentiate  central  nervous  system 
depressants,  atropine,  and  phosphorus  insec- 
ticides. Where  complete  mental  alertness  is 
required,  administer  the  drug  cautiously  and 
increase  dosage  gradually.  In  addition,  ortho- 
static hypotension  (especially  in  female 
patients)  has  been  observed.  Epinephrine 
should  be  avoided  in  treatment  of  drug-induced 
hypotension. 

Side  Effects:  Pseudoparkinsonism  and  other 
extrapyramidal  disorders  are  infrequent;  drows- 
iness, especially  in  high  doses  early  in  treat- 
ment, may  occur;  nocturnal  confusion,  dryness 
of  the  mouth,  nasal  stuffiness,  headache, 
peripheral  edema,  lactation,  galactorrhea,  and 
inhibition  of  ejaculation  are  noted  on  occasion; 
photosensitivity  and  other  allergic  skin  reac- 
tions may  occur  but  are  extremely  rare. 

Before  prescribing,  see  package  insert  for  full 
product  information. 

for  moderate  to  severe  anxiety 

Mellaril* 

(thioridazine) 

25  mg.  t.i.d. 

SANDOZ 


Medical  News 


Art  contest  sponsored  by 
Winthrop  Laboratories 

Winthrop  Laboratories,  through  the  American 
Physicians  Art  Association,  has  established  an 
art  award  of  $250  plus  travel  expenses  for  the 
best  original  work  of  art  submitted  by  interns 
and  residents  to  be  shown  in  the  Association’s 
annual  exhibition  held  in  conjunction  with  the 
meeting  of  the  American  Medical  Association. 

Any  full-time  intern  or  resident  in  an  Ameri- 
can medical  school,  hospital,  or  research  institu- 
tion is  eligible  to  compete  after  becoming  a 
member  of  the  Association  and  paying  a nominal 
membership  fee  of  $3.00. 

The  first  award  will  be  made  at  the  thirty- 
first  annual  show  of  the  Art  Association  to  be 
held  in  June,  1968,  in  San  Francisco,  in  conjunc- 
tion with  the  American  Medical  Association’s 
annual  meeting. 

For  further  information  contact:  M.  L. 

Tainter,  M.D.,  90  Park  Avenue,  New  York, 
New  York  10016. 

Grants  for  research  in  world 
population  problems 

The  Ford  Foundation  has  announced  grants 
for  action,  training,  and  research  in  world 
population  problems  totalling  $15.7  million. 
Cornell  University  Medical  Center  received 
$940,000  for  a program  under  Fritz  Fuchs,  M.D., 
which  includes  postdoctoral  training  in  repro- 
ductive biology  and  research  using  monkeys 
on  a variety  of  reproductive  phenomena  related 
to  the  development  of  antifertility  compounds; 
and  $168,000  for  research  and  training  in 
demography  and  population  problems.  A grant 
of  $235,000  went  to  Columbia  University’s 
International  Institute  for  the  Study  of  Human 
Reproduction  for  research  in  family  planning 
evaluation. 

Medical  research  library  dedicated 

The  dedication  of  the  Medical  Research 
Library  of  Brooklyn,  representing  the  joint 
collections  of  the  Medical  Society  of  the  County 
of  Kings  and  The  Academy  of  Medicine  of 
Brooklyn,  Inc.,  the  Medical  Society  of  the 
State  of  New  York,  and  the  State  University  of 
New  York  Downstate  Medical  Center,  was  held 
on  November  7 at  the  Downstate  Medical 
Center.  With  300,000  volumes,  it  ranks  among 
the  largest  medical  libraries  in  the  country. 

Material  for  inclusion  in  the  medical  news  section  must  be 
received  six  weeks  prior  to  publication  date. 
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Guest  speakers  at  the  dedication  were: 
Scott  Adams,  deputy  director,  National  Library 
of  Medicine,  and  president  of  the  Medical 
Library  Association;  and  Gertrude  Annan, 
librarian,  New  York  Academy  of  Medicine. 
David  Kershner,  M.D.,  chairman,  Commission 
on  the  Joint  Library  of  The  Academy  of  Medi- 
cine of  Brooklyn  and  of  the  Downstate  Medical 
Center,  presided;  Harold  R.  Merwarth,  M.D., 
directing  librarian,  The  Academy  of  Medicine 
of  Brooklyn,  gave  the  historical  background  of 
the  merger;  and  Joseph  K.  Hill,  president, 
Downstate  Medical  Center,  presented  the  key 
to  Robert  A.  Moore,  M.D.,  president,  Medical 
Society  of  the  County  of  Kings  and  The  Acad- 
emy of  Medicine  of  Brooklyn. 


Personalities 

Appointed.  Joseph  G.  Benton,  M.D.,  pro- 
fessor and  chairman,  Department  of  Rehabilita- 
tion Medicine,  Downstate  Medical  Center,  as 
consultant  to  the  U.S.  Public  Health  Service  . . . 
Louis  M.  Heilman,  M.D.,  professor  and  chair- 
man, Department  of  Obstetrics  and  Gynecology, 
Downstate  Medical  Center,  as  consultant  to 
India  on  matters  of  family  planning  by  the 
Agency  for  International  Development  of  the 
U.S.  Department  of  State  . . . Edwin  F.  Daily, 
M.D.,  former  medical  director  and  vice-presi- 
dent of  the  Greater  New  York  Health  Insurance 
Plan,  as  director  of  the  New  York  City  Ma- 
ternity and  Infant  Care  Project  and  chief  con- 
sultant in  Obstetrics  and  Gynecology  to  the 
New  York  City  Department  of  Health  . . . 
George  Warner,  M.D.,  Long-Term  Care  Bureau, 
and  Julius  Katzive,  M.D.,  Hospital  Certifica- 
tion Bureau,  of  the  New  York  State  Depart- 
ment of  Health,  to  the  newly-created  Fire 
Safety  Advisory  Committee  of  the  New  York 
State  Department  of  Health. 

Awarded.  To  Richard  B.  Bloomenstein,  M.D., 
The  Bronx,  second  prize  for  a paper  on  “Via- 
bility Prediction  in  Pedicle  Flaps  by  Infrared 
Thermometry,”  by  the  American  Society  of 
Plastic  and  Reconstructive  Surgeons,  Inc. 

Elected.  Herbert  B.  Goldman,  M.D.,  clinical 
instructor  in  otorhinolaryngology,  Downstate 
Medical  Center,  as  president  of  the  American 
Ophthalmologic  and  Otolaryngologic  Society  . . . 
Irving  Rubins,  M.D.,  lecturer  in  psychiatry, 
Downstate  Medical  Center,  as  vice-president  of 
the  Long  Island  Psychoanalytic  Society  . . . 
Abraham  Schlossman,  M.D.,  clinical  associate 
professor  of  ophthalmology,  Downstate  Medical 
Center,  as  president  of  the  International  Con- 
tact Lens  Council  of  Ophthalmology. 

Promoted.  Franklyn  B.  Amos,  M.D.,  Albany, 
to  assistant  commissioner  for  health  manpower 
of  the  New  York  State  Department  of  Health, 
and  head  of  the  newly-established  Health  Man- 
power Group  of  the  State  Health  Department. 


mudnoiie 

-/or 

' • EMPHYSEMA 

• ASTHMA 

• CHRONIC  BRONCHITIS 

• BRONCHIECTASIS 


Each  tablet  contains: 

Potassium  Iodide 195  mg. 

Aminophylline 130  mg. 

Phenobarbital,  Caution:  May  be  habit  forming.  . . 21  mg. 

Ephedrine  HC1 16  mg. 

FEDERAL  LAW  PROHIBITS 


DISPENSING  WITHOUT  PRESCRIPTION 

Precautions:  Usual  for  aminophylline-ephedrine- 

phenobarbital.  Iodides  may  cause  nausea,  long  use 
may  cause  goiter.  Discontinue  if  symptoms  of 
iodism  develop. 

Iodide  contraindications:  tuberculosis,  pregnancy. 
DOSAGE 

One  tablet,  with  full  glass  of 
water,  3 or  4 times  daily. 

Dispensed  in  bottles  of  100  and  1000  tablets. 

MUDRANE  GG — Formula,  dosage  and  package  identi- 
cal to  Mudrane — except — 100  mg.  glyceryl  guaiacolate 
replaces  the  potassium  iodide.  The  value  of  Mudrane 
cannot  be  enjoyed  by  a small  group  in  which  K.I.  is 
contraindicated.  Mudrane  GG  is  prepared  for  this  group. 

MUDRANE  GG  ELIXIR — Four  5 cc  teaspoonfuls  is 
equivalent  to  one  Mudrane  GG  tablet.  Dosage  adjusted 
to  age  and  weight  of  child.  Mudrane  GG  Elixir  is  for 
pediatric  patients  and  those  who  think  they  cannot  swal- 
low tablets.  Dispensed  in  pint  and  half  gallon  bottles. 

WM.  P.  POYTHRESS  & CO.,  INC. 

RICHMOND,  VIRGINIA  23217 
Manufacturers  of  ethical  pharmaceuticals  since  1856 
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Month  in  Washington 


A group  of  advisors  to  the  U.S.  Public  Health 
Service  and  an  AMA  official  separately  empha- 
sized the  seriousness  of  the  health  manpower 
problem. 

The  Allied  Health  Professions  Education 
Subcommittee  of  the  National  Advisory  Health 
Council  said  in  a report  to  the  surgeon  general, 
U.S.  Public  Health  Service,  William  H.  Stew- 
art, M.D.,  that  health  manpower  is  the 
critical  factor  in  the  provision  of  health  services 
in  this  nation. 

“With  the  rising  capacity  of  medicine  to 
provide  a satisfying  array  of  services,  the 
lowering  of  financial  barriers  to  service,  and 
the  growing  acceptance  of  a public  responsibility 
to  assure  that  all  people  have  adequate  medical 
service,  needs  and  demands  for  medical  care 
continue  to  outstrip  their  availability,”  the 
report  said. 

“Many  people  are  struggling  with  approaches 
to  the  measurement  of  health  manpower  short- 
ages. But  no  one  figure  can  express  the  total 
need.  And  even  if  it  were  possible  to  envision 
ideal  services  staffing  for  a community,  a state, 
or  a nation,  the  continuing  development  of  new 
knowledge  and  technics,  new  patterns  of  service, 
and  new  methods  of  payment  are  constantly 
changing  the  needs,  both  for  numbers  and 
varieties  of  health  workers.” 

Alvin  J.  Ingram,  M.D.,  Memphis,  Tennessee, 
a member  of  the  AMA  Board  of  Trustees,  told 
the  AMA  Conference  on  Aging  and  Long-term 
Care  in  Baltimore,  Maryland,  that  there  is  an 
urgent  need  for  all  categories  of  health  person- 
nel. 

“We  have  been  challenged  by  government  to 
revamp  our  system  of  health  care,  to  make  it 
available  to  every  one  and  to  do  so  more  economi- 
cally than  at  present,”  Dr.  Ingram  said.  “To 
do  this  will  require  not  only  larger  numbers  of 
health  personnel,  but  more  coordinated  and 
efficient  use  of  all  members  of  the  health  team. 

“The  basic  purpose  of  all  of  medicine — re- 
search, education,  and  practice — is  the  appli- 
cation of  the  art  and  science  of  the  profession 
to  the  individual  patient  or  to  the  community 
as  a whole. 

“Furthermore,  we  are  constantly  exposed 
to  remarks  about  the  brain  drain,  the  siphoning 
of  physicians  trained  in  other  countries  and 
their  acceptance  here  to  fill  our  own  voids, 
even  at  the  expense  of  intensifying  already 
desperate  shortages  in  other  nations. 

“Yet  we  have  our  brain  drain  in  this  coun- 
try— the  consistent  and  progressive  decrease  in 
the  ranks  of  practicing  physicians  as  members 
of  the  profession  turn  from  the  primary  re- 

Prepared  by  the  Washington,  D.C.,  Office  of  the  Ameri- 
can Medical  Association. 


sponsibility  of  patient  care  to  research,  teaching, 
and  administrative  service.  In  the  past  fifteen 
years,  the  number  of  physicians  in  full  time 
private  practice  has  decreased  at  the  rate  of 
almost  one  per  cent  a year,  from  75  per  cent  in 
1950  to  62  per  cent  in  1965.” 

Dr.  Ingram  decried  the  growing  dependence 
of  the  nation’s  health  care  system  on  foreign 
physicians.  “This  dilemma  can  hardly  be 
exaggerated,”  Dr.  Ingram  said.  “Not  one 
foreign  graduate  meets  our  domestic  require- 
ments which  include  graduation  from  an  ap- 
proved medical  school  which  has  undergone 
regular,  competent  inspection.” 

Dr.  Ingram  cited  government  figures  show- 
ing that  the  percentage  of  foreign  physicians 
in  the  United  States  had  risen  from  16  per  cent 
in  1956  to  26  per  cent  in  1966  and  that  nearly 
half  of  them  were  from  under-developed  or 
developing  countries  that  badly  need  their 
services  at  home. 

* * * 

The  House  Committee  on  Government 
Operations  has  issued  its  third  report  charging 
costly  and  inefficient  administration  of  research 
grant  programs  by  the  National  Institutes  of 
Health  and  other  Public  Health  Service  bureaus. 

The  congressional  watchdog  panel  said  the 
Public  Health  Service  had  made  relatively 
little  effort  to  improve  its  administration  of 
grants  since  the  committee’s  two  previous  re- 
ports in  1961  and  1962. 

“Inadequate  administrative  performance  is 
demonstrated,  for  example,  by  the  inept  han- 
dling of  payments  for  the  indirect  research  costs 
of  grantees  and  the  extremely  poor  administra- 
tion of  the  General  Research  Support  and  Health 
Sciences  Advancement  Award  programs,”  the 
recent  report  said. 

“National  Institutes  of  Health  and  other 
Public  Health  Service  bureaus  were  found  to 
have  made  excessive  indirect  cost  payments  to 
grantees.”  (About  $500,000  in  one  case.) 

The  AMA  supported  legislation  to  continue 
Federal  aid  for  construction,  training,  and 
research  under  the  Health,  Education,  and 
Welfare  Department’s  retardation  program 
but  opposes  grants  to  help  pay  for  initial  staff- 
ing. 

The  AMA  position  was  outlined  by  F.  J.  L. 
Blasingame,  M.D.,  AMA  executive  vice-presi- 
dent, in  a letter  to  the  House  Public  Health  and 
W elfare  Subcommittee.  He  said : 

“The  extent  to  which  the  problem  of  mental 
retardation  can  be  ameliorated  in  future  years 
depends  largely  on  continued  research.  Al- 
though some  breakthroughs  have  been  effected 
such  as  the  prevention  of  some  types  of  mental 

continued  on  page  3181 
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When  the  talk  turns  to 
oral  contraceptives,  it  makes 
medical  sense  to  remember 
low-dose  Norinyl-1. 

(norethindronelmg.  c mestranol  0.05mg.) 

Turn  page  for  contraindications,  precautions  and  side  effects. 
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Reduction  of  oral  contraceptive 
dosage  to  the  lowest  effective  levels  is 
a well-accepted  principle  of  conserva- 
tive medical  practice.  In  keeping  with 
this  view,  Norinyl  is  now  also  avail- 
able as  Norinyl-1,  containing  exactly 
one  half  the  previous  dosage  of 
norethindrone  and  mestranol.  Clinical 
experience  has  established  that  effec- 
tive fertility  control  can  be  achieved 
with  the  same  degree  of  reliability 
and  safety  with  new  Norinyl-1  when 
taken  as  directed. 

What  about  switching  patients  from 
higher  dosage  forms? 

In  transferring  patients  to  low-dose 
Norinyl-1  from  higher-dosage  oral 
contraceptives,  some  breakthrough 
bleeding  may  occur  in  the  early 
cycles.  In  the  majority  of  cases  the 
bleeding  episode  is  mild  and  self- 
limited. The  long-term  advantages  of 
the  lower  dosage  form  should  be 
weighed  against  the  inconvenience  of 
possible  breakthrough  bleeding  in 
the  individual  patient. 


Prescribing  Information 
Contraindications : Patients  with  any 
symptoms  or  history  of  thrombo- 
phlebitis, pulmonary  embolism,  liver 
dysfunction  or  disease,  carcinoma 
of  breast  or  genital  organs,  or  un- 
diagnosed vaginal  bleeding. 
Warnings:  Discontinue  medication 
pending  examination  if  there  is  sud- 
den partial  or  complete  loss  of  vision, 
proptosis,  diplopia  or  migraine.  If 
examination  reveals  papilledema  or 
retinal  vascular  lesions,  medication 
should  be  withdrawn.  The  safety  of 
Norinyl-1  in  pregnancy  has  not  been 
demonstrated.  If  a patient  misses 
two  consecutive  periods,  pregnancy 
should  be  ruled  out  before  continu- 
ing the  medication.  If  she  has  not  ad- 
hered to  the  prescribed  schedule, 
pregnancy  should  be  considered  at 
the  first  missed  period.  Active  ingre- 
dients of  oral  contraceptives  have 
been  detected  in  the  milk  of  mothers 
who  received  these  drugs;  the  signifi- 
cance to  infants  has  not  been  de- 
termined. 

Precautions:  Pretreatment  physical 
should  include  examination  of  the 
breasts  and  pelvic  organs,  as  well  as 
a Papanicolaou  smear.  If  endocrine 
or  liver  function  tests  are  abnormal 
during  therapy,  repeat  tests  are  rec- 
ommended after  the  drug  has  been 
withdrawn  for  two  months.  Follow- 
ing administration  of  drug,  preex- 
isting uterine  fibromyomata  may 
increase  in  size.  Careful  observation 
and  caution  are  required  for  patients 
with  symptoms  or  history  of  epi- 
lepsy, migraine,  asthma,  cardiac  or 
renal  dysfunction,  cerebrovascular 
accident,  psychic  depression,  and 
diabetes.  In  cases  of  undiagnosed 
vaginal  bleeding,  adequate  diagnos- 
tic measures  are  indicated.  Possible 
long-term  effects  of  the  drug  on  pitu- 
itary, ovarian,  adrenal,  hepatic  or 
uterine  function  must  await  further 
studies.  The  physician  should  be 
alert  to  the  earliest  manifestations 
of  thrombophlebitis  and  pulmonary 
embolism.  The  drug  should  be  used 
judiciously  in  those  young  patients 
in  whom  bone  growth  is  not  com- 
plete. The  age  of  the  patient  consti- 
tutes no  absolute  limiting  factor, 
although  treatment  with  Norinyl-1 
may  mask  symptoms  of  the  climac- 
teric. The  pathologist  should  be 
advised  of  Norinyl-1  therapy  when 
relevant  specimens  are  submitted. 


Side  Effects:  The  following  have 
been  observed  with  varying  incidence| 
in  patients  receiving  oral  contracep- 
tives : nausea,  vomiting,  gastrointes-  | 
final  symptoms,  breakthrough 
bleeding,  spotting,  change  in 
menstrual  flow,  amenorrhea,  edema, 
chloasma  or  melasma,  breast  changes| 
(tenderness,  enlargement  and 
secretion),  change  in  weight  (increase| 
or  decrease),  changes  in  cervical 
erosion  and  cervical  secretions, 
suppression  of  lactation  when  given 
immediately  postpartum,  cholestatic 
jaundice,  migraine,  rash  (allergic), 
rise  in  blood  pressure  in  susceptible 
individuals,  mental  depression. 
Although  the  following  side  effects 
have  been  reported  in  users  of  oral 
contraceptives,  no  cause  and  effect 
relationship  has  been  established: 
anovulation  posttreatment,  premen- 
struallike  syndrome,  changes  in 
libido,  changes  in  appetite,  cystitis- 
like syndrome,  headache,  nervous- 
ness, dizziness,  fatigue,  backache, 
hirsutism,  loss  of  scalp  hair, 
erythema  multiforme,  erythema 
nodosum,  hemorrhagic  eruption,  and| 
itching.  The  following  occurrences 
have  been  observed  in  users  of  oral 
contraceptives  (a  cause  and  effect 
relationship  has  neither  been  estab- 
lished nor  disproved) : thrombo- 
phlebitis, pulmonary  embolism, 
neuroocular  lesions. 

The  following  laboratory  tests  may 
be  altered  by  the  use  of  oral  contra- 
ceptives: increased  sulfobromo- 
phthalein  and  other  hepatic  function  | 
tests,  coagulation  tests  (increase  in 
prothrombin,  factors  VII,  VIII,  IX 
and  X),  thyroid  function  (increase  in 
PBI  and  butanol  extractable  protein- 
bound  iodine  and  decrease  in  T3 
values),  metyrapone  test,  preg- 
nanediol  determination. 


norethindrone  — an  original 
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Here's  why 

Norinyl-1  makes 
medical  sense. 


Untreated  Patient 


The  effectiveness  of  Norinyl-1  as  a 
low-dose  oral  contraceptive  may  be 
explained  by  its  possible  multiple 
action.  In  addition  to  its  primary 
action  of  suppression  of  ovulation, 
Norinyl-1  may  offer  additional  pro- 
tective mechanisms ...  (1)  creation  of 
a cervical  mucus  that  may  be  hostile 
to  sperm  penetration,  and  (2)  devel- 
opment of  an  endometrium  that  may 
be  out  of  phase  with  nidation. 

These  effects  are  illustrated  below. 


Norinyl-1  Patient 
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Endometrium  of  untreated  patient  is  receptive  to  the  fertil-  Norethindrone  in  Norinyl-1  accelerates  secretory  phase,  sup 
ized  ovum  during  secretory  phase.  presses  glandular  and  vascular  development. 


(norethindrone  Img  c mestranol  O.Obmg) 


■ new  low  dose  of  time-proved  ingredients 

■ established  norethindrone/mestranol  ratio 

■ lower  patient  cost 


An  uncommon  steroid 
for  common  inflammatory  dermatoses 


In  everyday  topical  steroid 
therapy,  Synalar  produces  rapid 
resolution  of  inflammation  and 
itching  in  steroid-responsive 
dermatoses  — and  at  relatively 
low  cost  to  the  patient. 

Advanced  molecular 
design  enhances  potency 
Synalar  combines  the  advantage 
of  earlier  corticosteroid  com- 
pounds with  unique  structural 
innovations.  As  a result,  prepara- 
tions of  Synalar  0.01%  and  Synalar 
0.025%  have  been  reported  to  be 
more  potent  topically  and  signifi- 
cantly more  effective  than  hydro- 


cortisone 1.0%. The  unique  fluo- 
cinolone  acetonide  molecule 
provides  one  of  the  most  useful 
topical  corticosteroids  for  every- 
day practice. 

Impressive  clinical 
results  in  a wide  range  of 
dermatologic  problems 

The  clinical  efficacy  of  Synalar 
has  been  extensively  documented 
in  the  world  literature.  Commonly 
encountered  diseases  such  as  al- 
lergic and  contact  dermatitis, 
eczematous  and  seborrheic  der- 
matitis, and  neurodermatitis  re- 
spond rapidly  to  Synalar,  often 


where  previous  therapy  with  other 
topical  corticosteroids  has  failed. 

Low  patient  cost 
for  wider  usefulness 

With  Synalar,  a high  degree  of 
efficacy  does  not  mean  high  price. 
And— a small  quantity  goes  a long 
way.  Thus,  your  patients  can 
often  obtain  the  “economy”  of  a 
hydrocortisone  preparation  with 
the  proved  efficacy  of  a potent, 
truly  advanced  steroid. 

Synalar 

fluocinolone  acetonide 


# 


% 


For  everyday  topical  steroid  therapy 

Synalar  o.or° 

fluocinolone  acetonide 

provides  economy  in  two  practical  dosage  forms 


For  general  use,  the  most 
economical  and  widely  applicable 
concentration  of  Synalar  is  0.01% 
Cream  in  a water- washable,  van- 
ishing cream  base.  Synalar  Solu- 
tion 0.01%  is  especially  valuable  in 
dermatoses  involving  moist,  inter- 
triginous  areas  or  hairy  sites 
where  creams  and  ointments  do 
not  spread  or  penetrate  readily. 
Synalar  Solution  is  a unique 
dosage  form -clear,  nongreasy, 
cosmetically  elegant. 


Product  Information 

Contraindications:  Tuberculous,  fungal,  and  most 
viral  lesions  of  the  skin  (including  herpes  simplex, 
vaccinia,  and  varicella).  Not  for  ophthalmic  use. 
Contraindicated  in  individuals  with  a history  of 
hypersensitivity  to  any  of  the  components. 
Precautions:  Synalar  preparations  are  virtually 
nonsensitizing  and  nonirritating.  However,  the 
solution  may  produce  burning  or  stinging  when 
applied  to  denuded  or  fissured  areas.  In  some  pa- 
tients with  dry  lesions,  the  solution  may  increase 
dryness,  scaling  or  itching.  Where  severe  local 
infection  or  systemic  infection  exists,  the  use  of 
systemic  antibiotics  should  be  considered,  based 
on  susceptibility  testing.  While  topical  steroids 
have  not  been  reported  to  have  an  adverse  effect 
on  pregnancy,  the  safety  of  their  use  on  pregnant 
females  has  not  absolutely  been  established. 
Therefore,  they  should  not  be  used  extensively  on 
pregnant  patients,  in  large  amounts,  or  for 


prolonged  periods  of  time.  Side  Effects:  Side 
effects  are  uncommon  with  topical  corticoster  I 
As  with  all  drugs,  however,  a few  patients  ma 
react  unfavorably  to  Synalar  under  certain  I 
conditions.  In  such  cases  the  agent  should  be 
discontinued  and  appropriate  measures  taken  ! 
Availability:  Synalar  (fluocinolone  acetonide) 
Cream  0.025%  — 5.  1 5 and  60  Gm.  tubes  and  42 1 
Gm.  jars.  Cream  0.0 1 % — 1 5.  45  and  60  Gm.  tul * 
and  1 20  Gm.  jars.  Solution  0.0 1 % — 20  and  60  c 
plastic  squeeze  bottles.  Ointment  0.025%—  15  <; 
60  Gm.  tubes.  Neo- Synalar®  (neomycin  sulfate 
0.5%  [0.35%  neomycin  base],  fluocinolone  acetc| 
0.025%)  Cream  — 5,15  and  60  Gm.  tubes. 
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continued  from  page  3174 

retardation  as  a result  of  our  increased  knowl- 
edge of  body  metabolism,  there  are  still  gaps  in 
research,  personnel,  and  financing  which  must 
be  overcome.  While  the  ultimate  answer  to 
the  problem  of  mental  retardation  is  prevention, 
we  recognize  that  in  the  meantime,  mentally 
retarded  individuals  must  be  cared  for  and 
must  be  educated  and  trained  to  the  limit  of 
then-  capabilities. 

“In  this  regard,  the  AMA  supports  efforts  to 
provide  higher  standards  of  care  for  the  in- 
stitutionalized retarded,  special  educational  pro- 
grams day  care  centers  within  the  community, 
counseling  services  for  the  parents  of  retarded 
children,  and  efforts  to  create  job  opportunities 
for  retarded  adults.  For  these  programs  to  be 
effective,  the  nation  needs  additional  facilities 
and  an  increase  in  properly  qualified  personnel. 
We,  therefore,  are  pleased  to  submit  for  the 
record  our  continued  support  of  the  expansion, 
extension,  and  improvement  of  facilities  and 
services  through  construction,  training,  and 
research  grants ... 

“The  bill,  however,  also  amends  the  present 
Act  to  authorize  grants  for  meeting  a portion 
of  the  cost  of  compensating  professional  and 
technical  personnel  during  the  initial  operation 
of  the  facility.  Although  such  Federal  financial 
assistance  during  the  early  years  might  enable  a 
mental  retardation  facility  to  undertake  a 
more  comprehensive  program  than  it  might 
otherwise  attempt,  it  can  be  demonstrated  that 
once  reliance  is  placed  on  a Federal  subsidy  for 
staffing,  the  role  of  the  Federal  government  as 
a provider  of  operating  funds  will  not  easily  be 
ended.  Once  a facility  has  been  constructed, 
the  community  can  and  should  assume  the 
responsibility  for  its  operation,  including  the 
costs  of  staffing.” 


Asymptomatic  protruded 
lumbar  disk  as  cause 
of  urinary  retention 

Three  women  with  histories  of  total  urinary 
retention  were  relieved  by  removal  of  a pro- 
truded lumbar  disk.  Two  of  the  3,  before  oper- 
ation, denied  backache,  leg  pain,  back  injury,  or 
bowel  problems.  None  showed  radiculopathy, 
and  straight  leg-raising  tests  gave  normal  re- 
sults in  all.  There  was  no  reflex,  sensory,  or 
motor  deficit. 

J.  Grafton  Love,  M.D.,  and  John  L.  Emmett, 
M.D.,  writing  in  a recent  issue  of  Mayo  Clinic 
Proceedings,  suggest  a sensory  deficit  produced 
by  pressure  of  a protruded  disk  on  the  cauda 
equina.  In  these  women,  complete  retention 
followed  a relatively  long  period  of  intermittent 
frequency,  urgency,  and  mild  dysuria.  Bladder 
distention  was  recognized  more  by  abdominal 
size  and  some  distress  than  by  bladder  discom- 


*  * * 

Pesticide  residues  in  the  nation’s  food  supply 
have  remained  low  for  the  third  consecutive 
year,  according  to  the  Food  and  Drug  Adminis- 
tration’s third  annual  “total  diet”  study. 
In  the  survey,  food  samples  were  collected  in 
30  cities  over  an  eleven-month  period  ending 
last  April.  Samples  were  analyzed  to  identify 
and  determine  the  level  of  pesticide  residues. 
The  F.D.A.  said  residues  remained  well  below 
acceptable  daily  intake  levels  established  by  the 
World  Health  Organization  and  the  Food  and 
Agricultural  Organization  of  the  United 
Nations. 

* * * 

President  Johnson  appointed  a National 
Advisory  Commission  to  make  recommenda- 
tions on  health  facilities  needed  by  the  United 
States  in  the  future.  The  chairman  is  Bois- 
feuillet  Jones  of  Atlanta,  Georgia,  president  of 
the  Emily  and  Earnest  Woodruff  Foundation 
and  a former  special  assistant  for  health  and 
medical  affairs  for  the  Department  of  Health, 
Education,  and  Welfare. 

* * * 

The  recently-enacted  Vocational  Rehabilita- 
tion Act  of  1967  creates  a National  Center  for 
Deaf,  Blind  Youth,  and  Adults,  sets  up  a 
special  system  to  grant  Federal  aid,  through 
state  rehabilitation  agencies  for  handicapped 
migrant  workers,  continues  the  Federal-state 
financing  system  of  state  rehabilitation  agencies 
for  another  two  years,  extends  for  another  year' 
Federal  planning  grants  to  states  studying  the 
needs  of  the  disabled,  and  eliminates  state 
residency  requirements  for  proving  residency 
before  aid  can  be  received. 


fort.  There  was  no  feeling  of  urgency  to  void. 
Overflow  incontinence  developed  in  1 patient. 

All  3 patients  were  subjected  to  neurologic, 
urologic,  psychiatric,  and  roentgenographic  ex- 
aminations. All  of  the  myelograms  were  in- 
terpreted as  normal  preoperatively  at  least  by 
one  radiologist.  In  all,  urologic  examination 
showed  large  amounts  of  retained  urine,  normal 
expulsive  force,  no  trabeculation,  and  greatly 
reduced  sensation.  X-ray  films  of  the  spinal 
column  showed  some  congenital  abnormalities  in 
each  case.  The  exploration  revealed  protruded 
lumbar  disks  which  were  removed. 

In  all  cases  the  urethral  catheters  were  re- 
moved within  forty-eight  hours,  and  the  pa- 
tients began  to  void  normally.  Examinations 
for  residual  urine  at  the  time  of  discharge  re- 
vealed amounts  ranging  from  2 to  8 ml.  In 
then-  introductory  remarks,  the  authors  observe 
that  ui'inary  retention  is  not  uncommon  with 
disk  protrusion  in  the  lumbar  area,  but  it  is 
usually  associated  with  neurologic  deficits  such 
as  leg  weakness  and  perineal  numbness.  This 
was  not  true  in  the  3 patients  reported  here. 
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Pneumococci 


Penicillin-Sensitive 

Staphylococci 


Beta-Hemolytii 

Streptococci 


Against  these  three  major  pathogens . . . 


V-Cillin  K®  provides  dependable  oral 
antibacterial  therapy 


because  it  combines  a high  degree  of  activity. . . 

V-Cillin  K has  been  shown  to  be  effective  in  the  treatment  of  streptococcus 
and  pneumococcus  infections  as  well  as  infections  caused  by  sensitive  strains 
of  staphylococci.  It  may  be  used  for  the  prophylaxis  of  streptococcus  infections 
in  patients  with  a history  of  rheumatic  fever  and  for  the  prevention  of 
bacterial  endocarditis  after  tonsillectomy  in  patients  with  a history  of 
rheumatic  fever  or  congenital  heart  disease. 


with  high  blood  levels,  even  when  taken  with  food 

V-Cillin  K is  stable  in  acid  and  immediately  soluble.  High  serum  levels, 
therefore,  are  reached  rapidly.  Because  it  is  acid  stable,  V-Cillin  K is  well 
absorbed  even  when  taken  close  to  mealtime.  These  desirable  properties  help 
make  V-Cillin  K a dependable  penicillin  for  oral  use. 


V-Cillin  K ^ 


701449 


Potassium  Phenoxymethyl  Penicillin 


Now  available:  V-Cillin  K®,  Pediatric, 
for  Oral  Solution,  250  mg.  (400,000  units) 
per  5 cc.  of  solution. 


(See  next  page  for  prescribing  information.) 


New  500  mg.  tablets. ..a  more  convenient  way  to  give  high  doses 


Description:  V-Cillin  K,  the  potassium  salt  of  V-Cillin® 
(phenoxymethyl  penicillin,  Lilly),  combines  acid  stability 
with  immediate  solubility  and  rapid  absorption.  Higher, 
more  rapid  serum  levels  are  obtained  than  with  equal 
oral  doses  of  penicillin  G. 

Indications:  Streptococcus,  pneumococcus,  and  gono- 
coccus infections;  infections  caused  by  sensitive  strains 
of  staphylococci;  prophylaxis  of  streptococcus  infections 
in  patients  with  a history  of  rheumatic  fever;  and  preven- 
tion of  bacterial  endocarditis  after  tonsillectomy  and 
tooth  extraction  in  patients  with  a history  of  rheumatic 
fever  or  congenital  heart  disease. 

Contraindication:  Penicillin  hypersensitivity. 
Warnings:  In  rare  instances,  penicillin  may  cause  acute 
anaphylaxis  which  may  prove  fatal  unless  promptly  con- 
trolled. This  type  of  reaction  appears  more  frequently  in 
patients  with  a history  of  sensitivity  reactions  to  penicillin 
or  with  bronchial  asthma  or  other  allergies.  Resuscitative 
drugs  should  be  readily  available.  These  include  epi- 
nephrine and  pressor  drugs  (as  well  as  oxygen  for 
inhalation)  for  immediate  allergic  manifestations  and 
antihistamines  and  corticosteroids  for  delayed  effects. 


Precautions:  Use  cautiously,  if  at  all,  in  a patient  with  a 
strongly  positive  history  of  allergy. 

In  prolonged  therapy  with  penicillin,  and  particularly 
with  high  parenteral  dosage  schedules,  frequent  eval- 
uation of  the  renal  and  hematopoietic  systems  is  rec- 
ommended. 

In  suspected  staphylococcus  infections,  proper  lab- 
oratory studies  (including  sensitivity  tests)  should  be 
performed. 

The  use  of  penicillin  may  be  associated  with  the  over-, 
growth  of  penicillin-insensitive  organisms.  In  such  cases,1 
discontinue  administration  and  take  appropriate  measures,  i 
Adverse  Reactions:  Although  serious  allergic  reactions 
are  much  less  common  with  oral  penicillin  than  with  intra- 
muscular forms,  manifestations  of  penicillin  allergy  may 
occur. 

Penicillin  is  a substance  of  low  toxicity,  but  it  possesses 
a significant  index  of  sensitization.  The  following  hyper- 
sensitivity reactions  have  been  reported:  skin  rashes! 
ranging  from  maculopapular  eruptions  to  exfoliative  der-  i 
matitis;  urticaria;  and  reactions  resembling  serum  sickness,  j 
including  chills,  fever,  edema,  arthralgia,  and  prostration. ! 
Severe  and  often  fatal  anaphylaxis  has  occurred  (see 
Warnings).  Hemolytic  anemia,  leukopenia,  thrombocy- 
topenia, and  nephropathy  are  rarely  observed  side- 
effects  and  are  usually  associated  with  high  parenteral 
dosage. 

Administration  and  Dosage:  Usual  dosage  range, 
125  mg.  (200,000  units)  three  times  a day  to  500  mg. 
(800,000  units)  every  four  hours.  For  infants,  50  mg.  per 
Kg.  per  day  divided  into  three  doses. 

See  package  literature  for  detailed  dosage  instructions 
for  prophylaxis  of  streptococcus  infections,  surgery,  gon- 
orrhea, and  severe  infections. 

How  Supplied:  Tablets  V-Cillin  K,  U.S.P.,  125  mg. 
(200,000  units),  250  mg.  (400,000  units),  and  500  mg. 
(800,000  units). 

V-Cillin  K,  Pediatric,  for  Oral  Solution,  125  mg. 
(200,000  units)  and  250  mg.  (400,000  units)  per  5 cc.  of 
solution  (approximately  one  teaspoonful).  [042567] 

Additional  information  available  to 
physicians  upon  request.  Eli  Lilly  and 
Company,  Indianapolis,  Indiana  46206. 
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Medical  Schools 


Columbia  University  College  of 
Physicians  and  Surgeons 

Special  convocation.  A special  convocation 
was  held  at  the  College  on  October  21  climaxing 
the  celebration  of  the  College’s  two  hundredth 
anniversary  and  the  awarding  of  honorary  de- 
grees. Among  the  recipients  of  the  honorary 
degrees  was  William  Cole  Rappleye,  M.D.,  dean 
emeritus  of  the  medical  faculty  and  vice-presi- 
dent emeritus  for  Medical  Affairs  of  the  Uni- 
versity. Dr.  Rappleye  was  awarded  an  honor- 
ary degree  of  Doctor  of  Science. 

Cornell  University  Medical  College 

New  division  heads.  E.  Lovell  Becker,  M.D., 
associate  professor  and  member  of  the  faculty 
since  1957,  has  become  Head,  Renal  Division, 
Department  of  Medicine.  Kenneth  Johnson, 
M.D.,  associate  professor  of  public  health,  has 
been  named  Head,  Division  of  Epidemiology. 
Ari  Kiev,  M.D.,  formerly  with  the  Psychiatric 
Epidemiological  Research  Unit,  Columbia  Uni- 
versity College  of  Physicians  and  Surgeons,  has 
been  appointed  Head,  Cornell  Program  in 
Social  Psychiatry.  Dr.  Kiev  succeeds  Alex- 
ander H.  Leighton,  M.D.,  who  became  chair- 
man of  Behavioral  Sciences,  Harvard’s  School 
of  Public  Health  last  year. 

Alumni  Association  luncheon.  An  Alumni 
Association  luncheon  was  held  in  Chicago  on 
October  3 during  the  annual  meeting  of  the 
American  College  of  Surgeons.  More  than  60 
alumni  and  faculty  of  the  Center  attended. 
William  A.  Barnes,  M.D.,  professor  of  surgery 
and  attending  surgeon  at  The  New  York 
Hospital,  presided  in  his  capacity  as  chairman 
of  the  College’s  Alumni  Fund.  Other  speakers 
were:  Edward  J.  Beattie,  Jr.,  M.D.,  professor 

of  surgery  and  chief  medical  officer,  Memorial 
Hospital;  and  Frank  Glenn,  M.D.,  Lewis 
Atterbury  Stimson  Professor  of  Surgery  and 
surgeon-in-chief,  The  New  York  Hospital. 
Dr.  Glenn  has  been  a member  of  the  College 
faculty  since  1932  and  retired  on  November  1. 

Staff  news.  George  W.  Frimpter,  M.D.,  with 
Air  Force  representatives,  medical  school  pro- 
fessors, and  MEND  coordinators  were  guests 
of  the  Air  Force  at  Colorado  Springs  in  August. 
The  purpose  was  to  discuss  the  relationship  of 
academic  medicine  to  military  medicine. 

Downstate  Medical  Center 

Curriculum  change.  Fourth-year  students 
have  begun  a new  liberalized  curriculum  which 
reduces  the  required  courses  to  ten  weeks  and 


allows  the  remaining  twenty-six  weeks  to  be 
spent  in  elective  clinical  clerkships  or  research 
projects  selected  by  students  with  the  assistance 
of  the  faculty.  The  liberalized  curriculum  was 
adopted  in  the  face  of  “the  increasing  complexi- 
ties of  medicine”  in  an  effort  to  allow  students 
to  concentrate  on  their  own  academic  interests. 

Head  of  medical  faculty  visit.  Dr.  Gustav 
Asboe-Hansen,  dean,  Faculty  of  Medicine, 
University  of  Copenhagen,  began  a two-week 
visit  on  November  12.  Dr.  Asboe-Hansen  is 
here  under  the  auspices  of  the  New  York  Chap- 
ter of  the  Arthritis  Foundation.  He  is  also 
professor  of  dermatology  and  venereology  at  the 
University  and  chairman  of  the  Department  of 
Skin  and  Venereal  Diseases  at  Rigshospital, 
Copenhagen. 

New  appointments.  New  appointments  re- 
cently announced  are:  Dr.  Jacqueline  S. 

Jakway,  assistant  professor  and  Dr.  Kenneth 
M.  Gregory,  instructor  in  the  Department  of 
Anatomy;  Hildegard  Finn,  M.D.,  Sankar  N. 
Koyal,  M.D.,  Aurora  T.  Lozon,  M.D.,  Dinesh 
C.  P.  Shah,  M.D.,  instructors  in  the  Depart- 
ment of  Anesthesiology;  Yehudi  M.  Felman, 
M.D.,  instructor  in  the  Department  of  Derma- 
tology; Nancy  V.  Gwon,  M.D.,  instructor  in 
Environmental  Medicine  and  Community 
Health;  Johanna  P.  Steiner,  M.D.,  instructor 
in  Medicine;  Ricardo  Rengifo,  M.D.,  clinical 
instructor  in  Neurology;  C.  Alan  B.  Clemetson, 
M.D.,  associate  professor,  Isamu  Sawaragi, 
M.D.,  visiting  assistant  professor,  Gregory 
Majzlin,  M.D.,  lecturer,  Spiro  Gallousis,  M.D., 
Jin  Y.  Kim,  M.D.,  and  Gilda  Morillo,  M.D.,  in- 
structors, all  in  the  Department  of  Obstetrics 
and  Gynecology;  Ernest  D.  Abeles,  M.D.,  clini- 
cal instructor  in  Orthopedic  Surgery;  Anton 
Lindner,  M.D.,  clinical  associate  professor,  and 
Marius  P.  Valsamis,  M.D.,  clinical  assistant 
professor,  in  Pathology.  Other  new  appoint- 
ments are:  Edgar  A.  Newfeld,  M.D.,  assistant 

professor  in  Pediatrics;  Dr.  Masayosi  Goto  as 
visiting  professor  in  physiology;  Ronald  D. 
Nadler,  M.D.,  Richard  R.  Suchinsky,  M.D., 
assistant  professors;  David  W.  Gordon,  M.D., 
William  C.  Panepinto,  M.D.,  Thomas  J. 
Shanahan,  M.D.,  Irving  Steingart,  M.D., 
Warren  Tanenbaum,  M.D.,  instructors,  De- 
partment of  Psychiatry;  Jack  G.  Rabinowitz, 
M.D.,  clinical  associate  professor  in  Radiology; 
Vojin  N.  Smodlaka,  M.D.,  clinical  assistant 
professor  in  Rehabilitation  Medicine;  and  in 
Surgery,  Richard  C.  Britton,  M.D.,  professor, 
Felix  Feraru,  M.D.,  assistant  professor;  Se- 
bastian P.  R.  Balle,  M.D.,  Rupert  LaCaille, 
M.D.,  as  clinical  instructors. 

continued  on  page  3189 
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THERE  IS  NO  GENERIC  EQUIVALENT 

A reputation  is  earned,  not  bestowed.  Your  Rx  for  a 
pharmaceutical  specifying  a brand  or  manufacturer’s  name 
expresses  confidence  in  the  manufacturer’s  integrity, 
uncompromising  production  standards, 
quality  control,  and  his  dedication  to  the  public  welfare. 
There  is  no  generic  equivalent  for  reputation; 
it  cannot  be  bought  or  duplicated. 


Pharmaceutical 
Manufacturers  Association 

Pharmaceutical 
Advertising  Council 


1155  Fifteenth  St.,  N.  W., 
Washington,  D.C.  20005 


This  message  is  brought  to  you  as  a courtesy  of  this  publication 
on  behalf  of  the  producers  of  prescription  drugs. 


— 


DUAL  PROBLEM  IN  PEPTIC  ULCER 

Relief  of  hyperacidity  is  still  a primary  goal  in  the  treatment  of  peptic 
ulcer.  And  antacids  are  the  most  widely  used  means  of  achieving  this 
relief.  But  antacids  alone  cannot  influence  the  distention  and  bloating 
which  so  often  add  to  ulcer  distress. 

THIS  IS  WHY  MYLANTA®  PROVIDES: 

the  two  most  widely  used  antacids— magnesium  and  aluminum  hydrox- 
ides—to  help  secure  rapid  acid  neutralization  with  little  chance  of  laxa- 
tion  or  constipation;  „ 

PLUS 


the  defoaming  action  of  simethicone— to  help  relieve  the  painful  gas 
symptoms  which  often  accompany  peptic  ulcer. 


nonfatiguing  flavor/smooth  pleasant  texture;  both 
assure  patient  cooperation  during  long-term  therapy. 


Stuart 


Division  of /ATLAS  CHEMICAL  INDUSTRIES,  INC.  / Pasadena,  Calif. 
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Valentine’s 
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increases  the  flow  of 
digestive  juices, 
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protective  quantities  of 
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Supplied  in  bottles  of  2 or  6 fluidounces. 

Dosage  is  1 teaspoonful  two  or  three  times 
daily;  two  or  three  times  this  amount  for 
potassium  therapy.  Dilute  with  two  or 
more  equal  volumes  of  water. 

VALENTINE  Company,  Inc. 

RICHMOND  21,  VIRGINIA 
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Promotions.  Promoted  to  clinical  professor 
have  been:  Milton  B.  Handelsman,  M.D., 

Edward  Meilman,  M.D.,  and  Julius  E.  Stolfi, 
M.D.,  in  Medicine  and  Thomas  G.  Morrione, 
M.D.,  in  Pathology.  To  associate  professor: 
Sigmund  Forster,  M.D.,  in  Rehabilitation 
Medicine;  Doris  H.  Milman,  M.D.,  in  Pediat- 
rics, and  Stanley  Minkowitz,  M.D.,  in  Pathol- 
ogy. As  clinical  associate  professor:  Roy  C. 

Aiello,  M.D.,  Surgery,  Benjamin  Bender,  M.D., 
Dermatology;  Theodore  H.  Grundfast,  M.D., 
Obstetrics  and  Gynecology;  Ladislav  P.  Hinter- 
buchner,  M.D.,  and  Arthur  J.  Lapovsky,  M.D., 
in  Neurology;  and  Samuel  Korman,  M.D., 
and  Antonio  V.  Mascatello,  M.D.,  Medicine. 
Assistant  professors  appointed  have  been:  Drs. 

Robert  P.  Carty  and  Leon  M.  Lerner,  Bio- 
chemistry; Drs.  Burton  S.  Dornfest  and  Frank- 
lin R.  Scalia,  Anatomy;  Norman  B.  Levy, 
M.D.,  and  Melvin  A.  Scharfman,  M.D., 
Psychiatry;  Harold  C.  Neimark,  M.D.,  Micro- 
biology and  Immunology;  Vincent  A.  Piccone, 
Jr.,  M.D.,  Surgery;  and  Bruno  J.  Urban,  M.D., 
Anesthesiology.  Visiting  assistant  professor  in 
Physiology,  Dr.  Sukhamay  Lahiri;  clinical 
assistant  professors:  P.  Harvey  Chase,  M.D., 

Paul  Chodack,  M.D.,  Michael  A.  Muehlbauer, 


M.D.,  and  Richard  J.  Wagman,  M.D.,  all  in 
Medicine;  and  to  lecturer:  Gabriel  F.  Cucolo, 

M.D.,  in  Surgery. 

Visiting  professor  lecture.  Alain  E.  Bus- 
sard,  head,  Cellular  Immunology  Laboratory, 
Pasteur  Institute,  Paris,  will  be  the  speaker  at 
the  Visiting  Professor  Lecture  on  Monday, 
December  18  at  4:00  p.m.  He  will  discuss 
“Recent  Progress  in  the  Primary  Stimulation 
of  Immune  Reaction  in  in  vitro  Conditions.” 
The  lecture  will  be  presented  in  the  first  floor 
lecture  hall,  Basic  Sciences  Building,  450 
Clarkson  Avenue,  New  York  11203. 

Dr.  Bussard  is  the  third  Visiting  Professor 
and  will  be  in  residence  from  December  10 
through  January  10  in  the  Department  of 
Anatomy. 


Mount  Sinai  School  of  Medicine 

New  appointment.  Marvin  Earl  Perkins, 
M.D.,  M.P.H.,  has  been  named  professor  of 
psychiatry  at  the  School  and  director  of  psychi- 
atry, Beth  Israel  Medical  Center.  The  appoint- 
ment was  effective  November  13,  1967.  Beth 
Israel  is  affiliated  with  the  School. 
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Abstracts 


Steinberg,  I.:  Value  of  angiocardiography  in 

adults,  New  York  State  J.  Med.  67:  3219 

(Dec.  15)  1967. 

Angiocardiography  is  an  important  diagnostic 
aid  in  the  geriatric  patient  because  in  this  age 
group  degenerative  and  neoplastic  disease 
predominate.  It  not  only  differentiates  be- 
tween a mediastinal  mass  and  aneurysm,  but  is 
also  valuable  in  demonstrating  superior  vena 
cava  syndrome,  invasion  of  the  left  pulmonary 
artery  at  the  hilus  and  pericardium,  and  pre- 
dicting inoperability  of  lung  cancer.  Intra- 
cavitary masses,  myxomas,  and  thrombi  may 
also  be  diagnosed,  and  studies  of  the  celiac  and 
mesenteric  arterial  systems  help  diagnose 
pancreatic  and  gastrointestinal  neoplastic,  aneu- 
rysmal, and  occlusive  disease  and  determine 
sites  of  bleeding.  Diagnosis  is  important  to 
determine  whether  surgical  intervention,  anti- 
coagulant, or  other  therapy  is  indicated. 

Steen,  S.  N.:  Principles  of  respiratory  studies 

in  drug  evaluation.  New  York  State  J.  Med. 
67:  3232  (Dec.  15)  1967. 

When  alveolar  ventilation  is  plotted  versus 
arterial  carbon  dioxide,  the  resulting  respiratory 
response  curves  obtained  from  different  subjects 
permit  comparison  of  the  effects  of  drugs  on 
respiration.  The  respiratory  depressant  ac- 
tivity of  various  drugs  was  tested.  Quinterenol 
sulfate  in  the  treatment  of  asthmatic  attacks  is 
being  evaluated. 

Evers,  W.,  and  Dobkin,  A.  B.:  Influence  of 

Probable  Trichomonas 
vaginalis  epididymitis 

Three  cases  of  epididymitis  which  responded 
satisfactorily  to  metronidazole  (Flagyl)  after 
antibiotic  therapy  proved  inadequate  are  pre- 
sented by  A.  B.  Amar,  M.D.,  writing  in  a recent 
issue  of  J.A.M.A.  Metronidazole  was  tried 
after  Trichomonas  vaginalis  was  found  in  the 
urinary  sediment  or  prostatic  fluid.  In  recent 
years,  T.  vaginalis  has  become  recognized  as  a 
cause  of  urethritis  and  prostatitis  in  men,  but  up 
to  the  present  it  apparently  had  not  been  in- 
criminated as  a cause  of  epididymitis.  Once 
considered  a problem  for  the  gynecologist, 
trichomoniasis  has  become  a problem  for  urolo- 
gists and  family  physicians  as  well. 

The  3 patients,  all  men,  had  been  given  anti- 
biotic therapy  for  various  periods.  Although 


doxapram  hydrochloride  on  recovery  from 
thiopental  anesthesia,  New  York  State  J. 
Med.  67:  3236  (Dec.  15)  1967. 

Thirty  patients  received  doxapram  hydro- 
chloride and  15  served  as  controls.  It  was 
found  that  in  patients  emerging  from  thio- 
pental-nitrous oxide  anesthesia  for  minor  surgi- 
cal procedures,  the  awakening  period  was  not 
shortened  appreciably.  However,  arousal  was 
sustained,  suggesting  eai'lier  discharge  from  the 
recovery  room  and  from  the  hospital.  Pharma- 
cologic hyperventilation  failed  to  improve 
postanesthetic  hypoxia,  and  although  doxapram 
hydrochloride  is  apparently  safer  than  other 
analeptics,  the  patient  must  be  closely  watched 
and  supervised. 

Metz,  H.  S.:  Cryoextraction  of  lens,  New 

York  State  J.  Med.  67:  3247  (Dec.  15)  1967. 

Of  346  cataract  extractions,  178  were  per- 
formed by  conventional  technics  and  168  were 
cryoextractions.  With  cryoextraction,  4.2  per 
cent  had  capsule  rupture  compared  with  11.2 
per  cent  with  forceps  or  erysiphake.  Vitreous 
loss  was  1.8  per  cent  with  cryoextraction  and 
1.1  per  cent  with  forceps  or  erysiphake.  In  one 
surgeon’s  experience  with  cryoextraction,  the 
percentage  of  intracapsular  extraction  im- 
proved from  86.2  to  97.9.  The  advantages  and 
relative  safety  of  cryoextraction  make  this  a 
method  of  choice  in  routine  cataract  surgery 
and  in  the  extraction  of  subluxated,  luxated, 
mature,  and  hypermature  lenses.  (Erysiphake 
is  a suction  instrument  used  for  lens  removal.) 


this  brought  temporary  and  partial  relief  in  2 
patients,  the  trouble  recurred.  Each  man  was 
then  given  250  mg.  metronidazole  three  times 
daily  for  ten  days.  The  wives  of  2 men  (1  was 
divorced)  were  treated  at  the  same  time  with  the 
addition  of  vaginal  suppositories. 

Where  there  is  recurrent  epididymitis,  where 
it  is  refractory  to  the  usual  forms  of  treatment, 
or  when  the  urine  shows  no  signs  of  bacterial 
infection  during  active  inflammation,  it  is  sug- 
gested that  T.  vaginalis  should  not  be  sought  in 
the  urinary  sediment,  urethral  discharge,  pros- 
tatic fluid,  and  semen  by  the  wet  smear  method 
with  trichomonas  diluent.  The  specimens 
should  be  fresh. 

In  all  3 cases  all  evidence  of  epididymitis 
promptly  receded;  within  ten  days  the  organism 
was  no  longer  recovered.  There  has  been  no 
recurrence  in  any  of  the  men  in  the  series. 
Treatment  of  both  sex  partners  is  necessary  for 
effective  management  of  the  infection. 
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Now  in  its  67th  year  of  publication,  the 
semimonthly  New  York  State  Journal  of 
Medicine  is  “dedicated  to  the  continuing 
education  of  the  physician.” 


MEDICAL  DIRECTORY  OF 
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This  biennial  publication  is  your  first 
source  of  professional  information.  More 
than  32,000  registered  physicians  in  New 
York  State  are  individually  listed  with  perti- 
nent professional  data. 
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A monthly  calendar  of  medical  lectures, 
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A Symposium  on 


Medical  Aspects  Of  Sports 

Sponsored  by  the 

Medical  Society  of  the  State  of  New  York, 
Committee  on  Medical  Aspects  of  Sports 

Saturday,  February  lO,  1968 

9:00  a.m.  to  5:00  p.m. 


Imperial  Ballroom 
Americana  Hotel 
New  York  City 

* * * 

Medical  and  associated  health  professions,  coaches, 
trainers,  and  athletic  directors  are  invited. 

(no  registration  fee) 

* * 


Co-sponsors 

New  York  State  Public  High  School  Athletic  Association 
Health,  Physical  Education  and  Recreation  Association 
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i62nd  ANNUAL  CONVENTION 


MEDICAL  SOCIETY  -*•  STATE  OF  NEW  YORK 

February  11-15, 1968  Americana  of  New  York  New  York  aty 


Highlights  . . . General  Sessions: 
Data  Processing  in  Medicine 


Arteriosclerosis;  Medical  Genetics;  Pulmonary  Diseases; 


• 23  Scientific  Sections  • Symposia  • Panel  Discussions  • Annual  Meeting  of  House  of  Delegates 

• President's  Reception  and  Dinner  Dance  • Scientific  and  Technical  Exhibits  • Scientific  Motion  Pictures. 
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□ $25.00 

□ $26.00 
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reservation  will  be  made  at  the  nearast  rate  possible. 
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Abstracts  in  Interlingua 


Steinberg,  I.:  Le  valor  del  angiocardio- 

graphia  in  adultos  ( anglese ),  New  York 
State  J.  Med.  67:  3219  (15  de  decembre)  1967. 

Angiocardiographia  es  un  importante  adjuta 
diagnostic  in  le  patiente  geriatric  a causa  del 
predominantia,  in  iste  gruppo  de  etate,  de 
morbos  degeneratori  e neoplastic.  Le  methodo 
non  solo  permitte  le  differentiation  inter  un 
massa  mediastinal  e un  aneurysma,  sed  illo  es 
etiam  de  valor  in  le  demonstration  de  un  syn- 
drome del  vena  cave  superior  e de  un  invasion 
del  arteria  pulmonar  sinistre  al  puncto  del  hilo  e 
del  pericardio  e in  le  prediction  del  non-opera- 
bilitate  de  cancere  pulmonar.  Massas  intra- 
cavitari,  myxomas,  e thrombos  pote  etiam  esser 
diagnosticate,  e studios  del  systemas  arterial 
celiac  e mesenteric  es  de  adjuta  in  diagnosticar 
morbo  pancreatic  e gastrointestinal  neoplastic, 
aneurysmal,  e occlusive  e in  determinar  le  sito 
de  un  sanguination.  Tal  diagnoses  es  im- 
portante pro  le  decision  de  si  un  intervention 
chirurgic  o un  therapia  anticoagulante  o altere 
es  indicate. 

Steen,  S.  N.:  Principios  de  studios  respiratori 

in  le  evalutation  de  pharmacos  {anglese),  New 
York  State  J.  Med.  67:  3232  (15  de  decem- 

bre) 1967. 

Quando  le  ventilation  alveolar  es  representate 
graphicamente  como  function  del  concentration 
arterial  de  bioxydo  de  carbon,  le  resultante  cur- 
vas  obtenite  ab  differente  subjectos  permitte 
un  comparation  del  effectos  de  pharmacos  super 
le  respiration.  Le  effectos  depressori  de  varie 
pharmacos  super  le  respiration  esseva  testate. 
Le  valor  de  sulfato  de  quinterenol  in  le  tracta- 
mento  de  attaccos  asthmatic  es  currentemente 
sub  evalutation. 

Evers,  W.,  e Dobkin,  A.  B,:  Le  influentia  de 


hydrochloruro  de  doxapram  super  le  restabli- 
mento  ab  anesthesia  a thiopental  {anglese). 
New  York  State  J.  Med.  67:  3236  (15  de 

decembre)  1967. 

Trenta  patientes  recipeva  hydrochloruro  de 
doxapram,  e 15  serviva  como  subjectos  de  con- 
trolo.  In  patientes  emergente  ab  anesthesia  a 
oxydo  nitrose  de  thiopental  pro  minor  inter- 
ventiones  chirurgic,  le  periodo  de  revigilation 
non  esseva  accurtate  notabilemente.  Tamen, 
le  stato  de  vigilitate  esseva  continue,  lo  que 
suggestiona  le  possibilitate  de  un  plus  prompte 
exito  ab  le  camera  de  restablimento  e ab  le 
hospital.  Hyperventilation  pharmacologic  non 
meliorava  le  hypoxia  postanesthetic,  e ben  que 
hydrochloruro  de  doxapram  pare  esser  plus  salve 
que  altere  analepticos,  le  patiente  debe  esser 
tenite  sub  un  stricte  observation. 

Metz,  H.  S.:  Cryoextraction  del  lente 

{anglese).  New  York  State  J.  Med.  67:  3247 

(15  de  decembre)  1967. 

In  un  serie  de  346  extractiones  de  cataractas, 
178  esseva  effectuate  per  technicas  conventional, 
e le  remanente  168  esseva  cryoextractiones. 
Inter  le  cryoextractiones,  le  incidentia  de 
rupturas  capsular  esseva  4,2  pro  cento.  In 
phacoerysis  e extraction  per  forcipe,  ille  in- 
cidentia esseva  11,2  pro  cento.  Perdita  vitree 
occurreva  in  1,8  pro  cento  del  casos  de  cryo- 
extraction e in  1,1  pro  cento  de  illos  tractate  per 
forcipe  o phacoerysis.  In  le  experientia  de  un 
chirurgo  in  le  uso  del  methodo  cryoextractori,  le 
procentage  del  extractiones  intracapsulari  se 
meliorava  ab  86,2  ad  97,9.  Le  avantages  e le 
salvitate  relative  del  cryoextraction  face  de  illo 
le  methodo  de  election  in  le  routine  del  chirurgia 
de  cataractas  e in  le  extraction  de  lentes  sub- 
luxate, luxate,  matur,  e hypermatur.  (Phaco- 
erysis es  un  methodo  suctional  effectuate  con 
un  instrumento  designate  como  erysiphaco.) 
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after 

snrgery 

B and  C vitamins  are  therapy:  Therapeutic  amounts  of  B and  C in  stress 
formula  vitamins  often  are  vital  during  periods  of  physiologic  stress. 
STRESSCAPS  capsules,  designed  to  meet  increased  metabolic  demands,  aid  in 
achieving  a more  comfortable  convalescence,  a more  rapid  recovery.  After  sur- 
gery, as  in  many  stress  conditions,  STRESSCAPS  vitamins  are  therapy. 

Each  capsule  contains: 

Vitamin  B|  (Thiamine  Mononitrate)  10  mg 
Vitamin  B2  (Riboflavin)  10  mg 

Vitamin  B&  (Pyridoxine  HCI)  2 mg 

Vitamin  Bi 2 Crystalline  4 mcgm 

Vitamin  C (Ascorbic  Acid)  300  mg 

Niacinamide  100  mg 

Calcium  Pantothenate  20  mg 

Recommended  intake:  Adults,  1 capsule  daily, 
for  the  treatment  of  vitamin  deficiencies.  Sup- 
plied in  decorative  “reminder"  jars  of  30  and 
100;  bottles  of  500. 

LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York  ( 


Indications:  Hypertension  and  for  these  lesions  has  frequently 
many  types  of  edema  involving  been  required  and  deaths  have  oc- 
retention  of  salt  and  water.  curred.  Discontinue  enteric-coated 

Contraindications:  Hypersensitivity  potassium  supplements  immedi- 
and  most  cases  of  severe  renal  or  ately  if  abdominal  pain,  distention, 
hepatic  disease.  nausea,  vomiting,  or  gastrointesti- 

Warning:  With  the  administration  of  nal  bleeding  occur, 
enteric-coated  potassium  supple-  Use  with  caution  in  pregnant  pa- 
ments,  which  should  be  used  only  tients,  since  the  drug  may  cross 
when  adequate  dietary  supplemen-  the  placental  barrier  and  adverse 
tation  is  not  practical,  the  possibil-  reactions  which  may  occur  in  the 
ity  of  small  bowel  lesions  (obstruc-  adult  (thrombocytopenia,  hyperbili- 
tion,  hemorrhage,  and  perforation)  rubinemia,  altered  carbohydrate 
should  be  kept  in  mind.  Surgery  metabolism,  etc.)  are  potential 


problems  in  the  newborn.  odic  determination  of  the  BUN  i: 

Precautions:  Antihypertensive  ther-  indicated.  Discontinue  if  the  BU  , 
apy  with  Hygroton  should  always  rises  or  liver  dysfunction  is  aggi 
be  initiated  cautiously  in  postsym-  vated.  Hepatic  coma  may  be  pre 
pathectomy  patients  and  in  pa-  cipitated. 

tients  receiving  ganglionic  block-  Electrolyte  imbalance,  sodium  a 
ing  agents  or  other  potent  anti-  or  potassium  depletion  may  occ 
hypertensive  drugs,  or  curare.  If  potassium  depletion  should  o< 
Reduce  dosage  of  concomitant  cur  during  therapy,  Hygroton  1 
antihypertensive  agents  by  at  least  should  be  discontinued  and  pot:  ,.; 
one-half.  Barbiturates,  narcotics  or  sium  supplements  given,  provide  . 
alcohol  may  potentiate  hypoten-  the  patient  does  not  have  marke 
sion.  Because  of  the  possibility  of  oliguria. 

progression  of  renal  damage,  peri-  Take  special  care  in  cirrhosis  or 


For  the 

cardiac  patient 
on  2 pillows 
a night, 
consider  one 
Hygroton  a day. 


Hygroton 

chlorthalidone 


new  50  mg.  tablet 
or  100  mg.  tablet 


She  was  the  picture 
of  arteriosclerotic 
heart  disease  in 
failure. 

She  couldn’t  sleep 
a wink  without  an 
extra  pillow. 

Then  her  doctor 
prescribed  digitalis 
and  Hygroton. 


First,  her  cardiac 
output  improved. 
Then  her  breathing 
improved  — 
along  with  her 
urinary  output. 


Nights  could  be 
a lot  more  pleasant 
for  patients 
like  this  in 
your  practice. 

Try  it  and  see. 


Hygroton  therapy  may 
also  mean  trouble- 
some side  effects  for 
certain  patients. 

A summary  of 
essential  prescribing 
information  is 
shown  below. 


severe  ischemic  heart  disease  and 
in  patients  receiving  corticoste- 
roids, ACTH,  or  digitalis.  Salt  re- 
striction is  not  recommended. 
Adverse  Reactions:  Nausea,  gastric 
irritation,  vomiting,  anorexia,  con- 
stipation and  cramping,  dizziness, 
weakness,  restlessness,  hypergly- 
cemia, hyperuricemia,  headache, 
muscle  cramps,  orthostatic  hypo- 
tension, aplastic  anemia,  leuko- 
penia, thrombocytopenia,  agranu- 
locytosis, impotence,  dysuria, 
transient  myopia,  skin  rashes,  urti- 


caria, purpura,  necrotizing  angiitis, 
acute  gout,  and  pancreatitis  when 
epigastric  pain  or  unexplained  G.l. 
symptoms  develop  after  prolonged 
administration.  Other  reactions  re- 
ported with  this  class  of  com- 
pounds include:  jaundice,  xanthop- 
sia, paresthesia,  and  photosensiti- 
zation. 

Average  Dosage:  50  or  100  mg.  with 
breakfast  daily  or  100  mg.  every 
other  day. 

Availability:  White,  single-scored 
tablets  of  100  mg.  and  aqua  tablets 


of  50  mg.,  in  bottles  of  100  and  1000. 
(B)R46-230-D 

For  full  details,  please  see  the 
complete  prescribing  information. 


Geigy  Pharmaceuticals 
Division  of 

Geigy  Chemical  Corporation 
Ardsley,  New  York  10502 
HY-5405S 


easy 

does 

it! 

tear,  moisten,  compare-that’s  all! 
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Editorials 


Christmas,  1967 


THERE  IS  NOTHING  I CAN  GIVE  YOU 

WHICH  YOU  HAVE  NOT,  BUT  THERE  IS  MUCH  THAT, 

WHILE  I CANNOT  GIVE,  YOU  MAY  TAKE. 

NO  HEAVEN  CAN  COME  TO  US 

UNLESS  OUR  MINDS  FIND  REST  IN  IT  TODAY. 

TAKE  HEAVEN. 

NO  PEACE  LIES  IN  THE  FUTURE 

WHICH  IS  NOT  HIDDEN  IN  THE  PRESENT  INSTANT. 
TAKE  PEACE. 

THE  GLOOM  OF  THE  WORLD  IS  BUT  A SHADOW. 

BEHIND  IT,  YET  WITHIN  REACH,  IS  JOY. 

TAKE  JOY. 

AND  SO,  AT  THIS  CHRISTMAS,  I GREET  YOU 
WITH  THE  TRUST  THAT  FOR  YOU,  NOW  AND  FOREVER, 
THE  DAY  IS  REBORN  AND  THE  SHADOWS  FALL  AWAY. 
TAKE  CHRISTMAS. 


FRA  GIOVANNI 
1513 
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‘I  have  the  stuffing  in.  Dear.  Will  you  close?” 
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Conventional  Radiography 

The  restless  duodenum  makes  radiographic  diag- 
nosis difficult,  uncertain  and  often  unproductive: 
Is  this  duodenum  abnormal? 


Hypotonic  Duodenography 

Pro-BanthTne-induced  duodenal  calm  permits  full 
anatomic  appraisal:  Same  patient.  Duodenal  nor- 
mality is  now  evident. 


in  diagnosis  • in  treatment 

Pro-Banthine,^ 

propantheline  bromide 

calms  the  gastrointestinal  tract 


For  fifteen  years  Pro-Banthine  has  been  the 
most  widely  used  anticholinergic  agent  in 
disorders  of  gastrointestinal  motility  and 
gastric  hypersecretion.  More  recently  Pro- 
Banthine  has  reestablished  its  pharmaco- 
logic effectiveness  in  diagnostic  procedures 
using  intragastric  fibroscopy  and  hypotonic 
roentgenography. 

How  the  X-rays  were  taken 

In  the  hypotonic  duodenograph1-2  repro- 
duced above,  the  gastrointestinal  tract  was 
relaxed  with  Pro-Banthine.  The  duodenum 
was  intubated.  Pro-Banthine  in  a dose  of  60 
mg.  intramuscularly  was  used  to  assure 
prompt  aperistalsis  and  double-contrast  vis- 
ualization was  achieved  with  ordinary  bar- 
ium and  air. 

The  same  pharmacologic  efficiency  has 
proved  of  pronounced  value  in  such  condi- 
tions as:  peptic  ulcer,  pylorospasm,  biliary 
dyskinesia,  functional  hypermotility  and  ir- 
ritable colon. 

Contraindications:  Glaucoma  ;severecardiac  disease. 
Precautions:  Since  varying  degrees  of  urinary  hesi- 
tancy may  occur  in  elderly  males  with  prostatic 


hypertrophy,  this  should  be  watched  for  in  such 
patients  until  they  have  gained  some  experience 
with  the  drug.  Although  never  reported,  theoreti- 
cally a curare-like  action  may  occur  with  possible 
loss  of  voluntary  muscle  control.  Such  patients 
should  receive  prompt  and  continuing  artificial  res- 
piration until  the  drug  effect  has  been  exhausted. 
Side  Effects:  The  more  common  side  effects,  in  or- 
der of  incidence,  are  xerostomia,  mydriasis,  hesi- 
tancy of  urination  and  gastric  fullness. 

Dosage:  The  maximal  tolerated  dosage  is  usually 
the  most  effective.  For  most  adult  patients  this  will 
be  four  to  six  15-mg.  tablets  daily  in  divided  doses. 
In  severe  conditions  as  many  as  two  tablets  four  to 
six  times  daily  may  be  required.  Pro-Banthine  (brand 
of  propantheline  bromide)  is  supplied  as  tablets  of 
15  mg., as  prolonged-acting  tablets  of  30  mg.  and, for 
parenteral  use,  as  serum-type  vials  of  30  mg.  The 
parenteral  dose  should  be  adjusted  to  the  patient’s 
requirement  and  may  be  up  to  30  mg.  or  more  every 
six  hours,  intramuscularly  or  intravenously. 

(1)  Bilbao,  M.  K.;  Frische,  L.  H.;  Rosch,  J.,  and  Dot- 
ter,  C.  T.:  Hypotonic  Duodenography,  Scientific 
Exhibit,  Radiological  Society  of  North  America, 
Chicago,  Nov.  27— Dec.  2, 1966. 

(2)  Bilbao,  M.  K.;  Frische,  L.  H.;  Dotter,  C.  T.,  and 
Rosch,  J.:  Hypotonic  Duodenography,  Radiology. 
89:438-443  (Sept.)  1967. 
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bronchodilation  for  asthmatic  children... without” jitters” 

Most  anti-asthmatic  products  contain  ephedrine-like  drugs.  ELIXOPHYLLIN®  never  did.  So 
ELIXOPHYLLIN  will  not  cause  jitters,  tachycardia,  or  other  undesirable  side  effects  of  ephedrine-like 
products. 

Other  advantages  of  ELIXOPHYLLIN:  rapid  and  sustained  bronchodilation  • convenient,  adjustable 
dosage  • hypoallergenic  • pleasant-tasting  liquid  • well  accepted  by  children 
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T here  are  now  some  18  million  people 
aged  sixty-five  and  over  in  the  United 
States.  In  this  country  we  usually  de- 
scribe those  over  age  sixty-five  as  old  people 
and  thus  group  together  those  aged  sixty- 
five  and  those  aged  one  hundred,  men  and 
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women,  the  city  dweller  and  the  farmer,  the 
well-to-do  and  the  poor,  and  the  sick  and 
the  well.  If  we  think  about  the  18  million 
elderly  as  a heterogeneous  rather  than  a 
homogeneous  group,  it  should  be  obvious 
that  the  variation  among  old  people  must 
be  enormous.  This  is  especially  true  when 
we  consider  the  health  of  the  elderly  and 
their  degree  of  impairment.  The  active 
alert  seventy-year-old  person  is  quite  dif- 
ferent from  the  senile  deteriorated  ninety- 
year-old.  Such  variations  in  the  physical 
condition  of  aged  persons  do  not  surprise 
us  when  we  encounter  these  persons  in  our 
daily  lives.  What  should  surprise  us,  how- 
ever, is  the  readiness  with  which  the  medi- 
cal practitioner,  the  hospital  administrator, 
the  visiting  nurse,  the  family  social  worker, 
and  others  concerned  with  medical  care  and 
services  to  aged  people  behave  as  though  all 
or  at  least  the  majority  of  old  people  were 
sick.1 

I shall  try  to  make  some  estimate  of  how 
many  sick  old  people  there  are  in  the  United 
States  and  comment  briefly  on  several 
related  topics— Why  do  most  old  people 
think  they  are  well?  Why  do  most  health 
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professionals  think  old  persons  are  sick? 
Will  Medicare  radically  increase  the  num- 
bers of  the  sick  aged  people? 

Status 

What  is  the  health  status  of  the  aged 
population  in  the  United  States?  How 
many  old  people  are  institutionalized; 
how  many  are  sick  at  home;  and  how  many 
are  unable  to  care  for  themselves  in  the 
ordinary  activities  of  daily  living — washing, 
bathing,  dressing,  putting  on  shoes,  cutting 
their  own  toenails,  and  walking  stairs? 
Unless  we  have  some  answers  to  these 
questions,  we  have  no  idea  of  how  many 
persons  we  are  considering  when  we  plan 
programs  for  sick  aged  people.  In  develop- 
ing the  estimates  which  follow,  I have 
accepted  the  position  that  disease  is  wide- 
spread among  the  aged  population  and  that 
degree  of  fitness,  rather  than  extent  of  dis- 
ease, provides  the  best  measure  of  the 
amount  of  services,  including  medical  care, 
that  aged  persons  will  require  from  the  com- 
munity.2 

In  institutions.  To  begin  with,  how 
many  old  people  are  in  institutions? 
The  emphasis  given  to  the  needs  of  the 
institutionalized  may  lead  us  to  believe 
that  most  old  people  are  either  in  in- 
stitutions or  on  the  waiting  lists  of  in- 
stitutions. According  to  the  United  States 
Census,  however,  only  about  4 per  cent  of 
all  persons  over  age  sixty-five  are  in  in- 
stitutions. This  includes  persons  in  hos- 
pitals for  long-term  care,  mental  hospitals, 
nursing  homes,  and  homes  for  the  aged,  as 
well  as  those  in  prisons  and  homes  for 
mental  defectives.  Ninety-six  per  cent 
of  all  old  people  live  in  the  community, 
either  in  their  homes  or  with  children, 
relatives,  or  other  persons.  In  general, 
institutions  shelter  the  oldest  and  the 
frailest  among  the  elderly.  Seven  per  cent 
of  all  persons  over  age  seventy-five  are  in 
institutions,  compared  with  only  2 per 
cent  of  those  between  the  ages  of  sixty-five 
and  seventy-five. 

Outside  institutions.  Frail  and  infirm 
old  people,  however,  are  also  found  outside 
of  institutions.  Based  on  a nation-wide 
sample  study,  it  is  estimated  that  between 
7 and  8 per  cent  of  all  old  people  in  the 
United  States  are  either  bedfast  or  house- 
bound at  home.  Put  another  way,  we  have 


twice  as  many  old  people  bedridden  and 
housebound  in  the  community  as  live  in 
institutions  of  all  kinds. 

Fortunately,  roughly  88  per  cent  of  all 
old  people  in  the  United  States,  something 
less  than  nine  out  of  every  ten,  are  ambula- 
tory. These  old  people  are  neither  institu- 
tionalized nor  bedfast  and  housebound  at 
home.  It  is  these  persons  who  physicians 
see  either  as  outpatients  or,  when  they  are 
acutely  ill,  as  bed  patients  in  their  own 
homes. 

How  well  are  ambulatory  aged  persons? 
Chronic  disease  and  physical  discomfort 
are  widespread  among  elderly  Americans 
living  at  home.  In  addition  to  the  7 or  8 
per  cent  of  the  aged  who  are  bedfast  and 
housebound  at  home,  an  additional  30 
per  cent  of  all  old  people  report  some 
restriction  in  performing  even  the  simplest 
tasks  of  self-care:  some  cannot  wash 

themselves,  some  cannot  dress  themselves, 
some  cannot  cut  their  own  toenails,  and 
others  cannot  walk  stairs.  If  we  add  to- 
gether the  elderly  who  are  institutional- 
ized, bedfast,  or  housebound,  and  those 
with  restrictions  in  performing  simple 
physical  tasks,  about  four  out  of  every  ten 
old  people  in  the  United  States  require 
either  medical  care,  or  community  services, 
or  some  combination  of  these.  There 
undoubtedly  are  some  persons  among  the 
six  out  of  every  ten  elderly  persons  without 
reported  restrictions  or  impairments  who 
require  medical  supervision.  We  are  un- 
able to  estimate  the  number  of  such  persons, 
however,  without  physical  examinations. 
Nevertheless,  whatever  measure  is  used,  it 
is  apparent  that  at  least  half  of  all  old 
people  in  the  United  States  are  functioning 
well. 

Number  requiring  medical  care 

Since  the  majority  of  old  people  are 
functioning  well,  it  should  come  as  no 
surprise  that  most  old  people  in  this  country 
are  optimistic  about  their  state  of  health. 
In  some  part,  this  health  optimism  results 
from  old  people  accepting  aches  and  pains 
as  a normal  part  of  aging.  Three  out  of 
every  four  old  people  believe  that  “older 
people  have  to  expect  a lot  of  aches  and 
pains.”  If  one  expects  aches  and  pains 
and  takes  them  for  granted,  one  also  learns 
to  live  with  them.  As  long  as  old  people 
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can  get  about,  they  describe  themselves  as 
well.  More  than  half  of  all  old  people  in 
the  United  States  say  their  health  is  good 
and,  further,  about  the  same  proportion 
say  their  health  is  better  than  that  of 
other  people  their  age.*  One  may  say 
that  old  people,  like  doctors,  believe  that 
the  majority  of  the  aged  people  are  sick. 
On  the  other  hand,  most  old  people  do  not 
believe  that  this  stereotype  describes  them. 
It  applies  to  some  other  old  person. 

In  general,  old  people  take  to  bed  only 
in  the  case  of  acute  illness.  Only  two  out  of 
every  five  old  people  spent  some  time  in 
bed  because  of  illness  in  the  year  preceding 
our  sample  survey,  and  further,  most  of 
those  who  did  spend  time  in  bed  did  not 
see  a doctor  during  the  course  of  their 
illness.  Our  estimates  are  that  only  two 
thirds  of  all  people  over  age  sixty-five  saw  a 
doctor  for  any  reason  whatsoever  in  the 
year  before  they  were  interviewed.  In 
any  one  month,  about  one  third  of  all  old 
people  see  a doctor.  Many  of  these 
persons  are  regular  patients  who  see  the 
doctor  every  few  weeks  or  every  month. 
About  one  third  of  all  old  people  in  the 
United  States  have  not  seen  a doctor  for  a 
year  or  more. 

If  most  old  people  are  optimists  about 
their  health,  and  a substantial  group  of  old 
people  have  not  seen  a doctor  for  a year  or 
more,  why  do  most  health  professionals, 
including  doctors,  continue  to  think  of 
overwhelming  proportions  of  old  people  as 
sick?  Doctors  think  most  old  people 
are  sick  because  their  assessment  of  the 
elderly  is  based  on  their  knowledge  of 
elderly  patients:  those  who  are  without 

marked  impairments  and  complaints  do  not 
usually  come  to  a doctor’s  attention.  The 
doctor  sees  the  old  people  who  are  acutely 
ill,  the  physically  deteriorated,  the  in- 
capacitated, and  the  psychologically  dis- 
tressed. These  people  are  sick.  Some 
among  them  may  complain  more  than  their 
condition  warrants,  but  most  of  them  have 
physical  conditions  that  require  medical 
attention. 

Two  out  of  every  three  older  people 
believe  that  “a  person  understands  his  own 
health  better  than  most  doctors.”  Before 
an  old  person  will  see  a doctor,  he  has  to 
overcome  his  reluctance  to  “bother” 

* These  reports  are  consistent  over  a period  of  time  and 
using  different  samples  of  old  people.  The  same  results  were 
obtained  in  both  1957  and  1962  surveys  of  the  elderly. 


the  doctor  and  his  genuine  belief  that  the 
doctor  cannot  help  most  of  his  complaints. 
“What  can  the  doctor  do  for  me?”  is  a 
common  statement  among  aged  people. 
By  the  time  the  old  man  or  woman  or  the 
old  person’s  family  decides  the  doctor  can  do 
something  for  him,  he  is  usually  quite  ill. 
Is  it  any  wonder  that  most  health  pro- 
fessionals think  of  the  elderly  as  sick? 

To  this  stage,  I have  made  three  points: 
first,  about  half  of  all  old  people  in  the 
United  States  require  medical  care  and/or 
community  services;  second,  the  majority 
of  the  elderly  think  they  are  in  good  health; 
and  third,  most  health  professionals,  based 
on  their  experience,  think  that  most  old 
people  are  sick. 

Medicare 

Let  us  now  consider  another  question: 
Will  Medicare  make  a difference?  Will 
more  old  people  seek  medical  attention  now 
that  they  have  access  to  health  insurance? 

To  begin  with,  irrespective  of  Medicare, 
the  aging  of  the  older  population  will  in 
and  of  itself  increase  the  number  of  elderly 
users  of  medical  care.  Within  the  next 
ten  years  the  average  age  of  all  persons 
sixty-five-years  and  over  will  rise.  Very 
old  persons,  those  seventy-five-years  or 
more,  will  be  a higher  proportion  of  the 
older  population  than  they  are  now. 
The  number  in  need  of  medical  care  in  the 
older  population  then  will  increase  in 
two  ways:  (1)  through  the  numerical 

increase  in  the  total  of  those  sixty-five- 
years  and  over,  and  (2)  through  the  higher 
rate  of  increase  of  persons  aged  seventy- 
five  and  over,  the  oldest  and  sickest  seg- 
ment of  the  older  population.  As  people 
live  longer,  they  are  more  likely  to  be  sick. 
Doctors  can  expect  more  elderly  patients  as 
a result  of  population  growth  alone. 

But  what  of  other  old  people — will  they 
flood  doctors’  offices  with  requests  for 
attention?  Some  years  ago,  I estimated 
that  about  5 per  cent  of  the  aged  popula- 
tion were  being  deprived  of  routine  medical 
care  because  they  felt  they  could  not  afford 
such  care.3  Certainly,  some  persons  who 
have  been  deferring  medical  attention 
because  of  lack  of  money  will  now  come  to 
the  doctor.  This,  too,  will  be  a source  of 
additional  elderly  patients.  However,  so 
long  as  the  majority  of  old  people  think 
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that  “a  person  understands  his  own  health 
better  than  most  doctors  do,”  and  so  long 
as  old  people  feel  that  they  do  not  want  to 
bother  the  doctor,  they  are  no  more  likely 
to  seek  medical  attention  with  Medicare 
than  they  were  without  it.  It  may  be 
useful  in  maintaining  perspective  to  re- 
member that  substantial  numbers  of  older 
persons  are  rejecting  the  supplementary 
health  insurance  benefits  available  to  them 
under  Medicare  because  they  do  not  think 
they  need  such  benefits. 

Medicare  is  more  likely,  at  least  in  the 
short  run,  to  influence  the  attitudes  of 
doctors  rather  than  the  attitudes  of  elderly 
patients.  When  the  physician  must  decide, 
“Should  Mrs.  Jones  stay  at  home  or  go  to 
the  hospital?”  or  “Can  Mr.  Smith’s 
daughter  continue  to  take  care  of  him  at 
home,  or  should  I suggest  a nursing  home?” 
he  can  make  that  decision  without  worrying 

Long  Life  and 
Good  Health 

HOLLIS  S.  INGRAHAM,  M.D. 

Albany,  New  York 

Commissioner,  State  of  New 
York  Department  of  Health 


T hose  of  you  who  have  managed  to  hold 
on  to  any  early  training  in  the  classics  may 
remember  the  discouraging  belief  of  the 
ancients  that  senectus  ipsa  est  morbus, 
“old  age  itself  is  a disease.”  For  centuries 
we  accepted,  for  example,  that  arterio- 
sclerosis was  caused  by  or  resulted  from 
aging.  Now  it  has  been  established,  at  least 
in  part,  as  metabolic  disorder.1  Recent 
advances  in  biochemistry  are  skirting  ever 
closer  to  other  secrets  of  life  and  maybe  of 
its  extension  as  well.  Beale,'2  in  comment- 
ing on  molecular  experimentation  in  lower 
animals,  said  he  saw  no  reason  why  selected 
foreign  desoxyribose  nucleic  acid,  and 
presumably  ribonucleic  acid,  should  not  be 
injected  and  incorporated  into  the  chromo- 
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about  the  financial  state  of  the  Joneses  or 
the  Smiths.  His  decision  can  be  primarily 
a medical  decision. 

Doctors  can  expect  to  see  more  elderly 
patients  in  the  next  few  years.  Some  of 
this  will  be  the  natural  result  of  the  increase 
in  the  elderly  population  and  some  of  this 
will  be  the  result  of  the  removal  of  financial 
barriers  to  medical  care.  Until  the  majority 
of  old  people  become  fully  aware  of  the 
advantages  of  preventive  medicine,  how- 
ever, it  is  unlikely  that  they  will  change 
their  present  patterns  of  the  use  of  medical 
care. 
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somes  of  higher  creatures,  with  resultant 
impact  on  the  genetics  of  longevity,  we 
might  imagine. 

These  advances  in  protein  chemistry, 
when  joined  with  the  progress  in  organ 
transplantation  and  the  manufacture  of 
artificial  organs,  may  one  day  produce  a 
dramatic  increase  in  life  expectation  and 
prolongability.  As  yet,  of  course,  these 
are  but  dreams.  There  has  been  no  signifi- 
cant increase  in  the  life  span  or  life  expect- 
ancy in  the  past  decade. 

But  even  before  any  abrupt  upswings 
appear  on  the  life  tables,  we  will  already 
have  had  an  aged  population  large  enough 
to  command  special  attention.  By  1975 
we  expect  to  have  about  2 million  people  in 
New  York  State  over  age  sixty-five. 
They  will  still  make  up  about  a tenth 
of  our  total  population  as  they  do  now. 
At  the  other  end  of  the  curve,  we  will  find 
a massive  bulge  of  young  people.  Forty 
per  cent  of  the  population  will  be  under 
twenty.  And  the  population  distribution 
curve  may  then  become  the  only  place 
where  middle  age  is  represented  by  a dip 
instead  of  a spread.  It  is  now  abundantly 
clear  that  the  average  age  of  our  population 
is  falling,  not  rising.  We  are  not  an  aging 
but  a “younging”  nation. 

Nor  will  spectacular  medical  break- 
throughs be  necessary  for  a quick  advance 
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in  life  expectancy.  Just  more  effective 
prevention  and  treatment  of  influenza  and 
the  other  respiratory  diseases  could  drive 
life  expectancy  up  four  of  five  years. 
A reduction  in  cigaret  smoking  alone  could 
result  in  several  years  extension  of  life 
expectancy  and  would  largely  rectify  the 
growing  discrepancy  in  life  expectancy 
between  the  sexes.  When  we  consider  its 
proved  causation  of  lung  cancer  and  its 
growing  indictment  in  other  respiratory 
and  heart  disease  deaths,  the  cigaret 
emerges  as  the  most  lethal  single  agent  of 
our  time. 

Now,  what  is  the  health  status  of  our 
ever-growing  population  of  the  elderly? 
Many  social  and  health  workers,  with 
well-intended  compassion,  have  painted  a 
vivid  picture  of  the  maladies  and  misfor- 
tunes of  age.  The  dreary  strokes  in  this 
portrait  are  all  too  familiar.  About  24 
per  cent  of  those  over  sixty-five  are  limited 
in  their  activities  by  heart  disease.  Arthritis 
and  rheumatism  restrict  the  activities  of 
23  per  cent.  Visual  troubles  impair  the 
activities  of  10  per  cent.3 

In  old  age  illness  is  often  mated  to 
poverty.  In  New  York  State  more  than 
half  the  welfare  costs  for  the  elderly  go  for 
medical  care. 

Here  we  have  the  popular  image  of  age: 
A drab  final  chapter  in  the  story  of  life 
punctuated  only  by  disease,  loneliness,  and 
destitution.  But  grim  as  this  picture  is, 
it  represents  a distinct  minority.  The 
vast  majority  of  elderly  people  live  com- 
fortably, if  not  lavishly,  and  enjoy  reason- 
ably good  health.  Seventy  per  cent  live  in 
their  own  homes.  Others  live  in  apartments 
or  with  their  children.  Only  4 per  cent 
spend  their  final  years  in  nursing  homes, 
old-age  homes,  and  other  institutions. 4 

For  the  great  majority,  age  does  not 
necessarily  equal  indigence.  About  75  per 
cent  of  elderly  married  couples  have  no 
debts,  a state  so  rare  for  most  of  us  as  to 
seem  almost  unnatural.5 

The  typical  old-timer  thinks  he  enjoys 
good  health,  or  about  as  good  health  as  one 
would  expect  at  his  age.  He  bases  this  view 
on  a definition  of  health  that  dates  back  all 
the  way  to  Galen,  that  he  can  move  without 
pain  in  the  program  of  his  choice.  I want 
to  discuss  the  means  open  to  the  individual, 
his  physician,  and  his  community  for 
maintaining  good  health  in  old  age. 


Of  course  the  road  to  good  health  is 
taken  early  in  life,  one  sure  route  being  to 
pick  the  right  parents.  But  beyond  one’s 
genetic  inheritance,  there  is  room  for 
personal  decisions  which  can  lengthen 
life’s  journey.  Protection  against  early 
death  from  infectious  agents  is,  for 
example,  largely  unnecessary  today. 

But  the  towering  adversaries  of  health  in 
old  age  are  now  chronic  illnesses.  A 
national  health  survey  has  revealed  that 
the  highest  incidence  of  chronic  disease 
occurs  between  thirty-five  and  fifty-four.6 
These  ills  pursue  their  irreversible  courses 
to  high  levels  of  disability  and  invalidism 
between  the  ages  of  fifty  to  seventy-four. 

Obviously  the  first  step  in  maintaining 
good  health  in  old  age  begins  with  the 
daily  habits  of  the  individual.  If  he 
strives  for  his  Biblically  alloted  span,  he 
must  begin  by  paying  attention  to  his 
diet,  by  keeping  active  physically,  by 
reducing  any  warm  friendship  he  has  with 
alcohol  to  occasional  acquaintance,  and  by 
turning  his  back  on  that  fatal  companion, 
the  cigaret. 

But  we  can’t  leave  it  all  to  the  individual. 
If  I may  paraphrase  a popular  theme,  we 
must  ask  not  only  what  can  the  elderly  do 
for  themselves,  but  what  can  the  com- 
munity do  for  its  elderly. 

Community  measures 

For  one  thing,  the  community  can  give 
them  a solid  education  in  basic  health 
matters  while  they  are  young.  Last  month 
one  of  the  major  television  networks 
broadcast  what  they  called  the  “national 
health  test.”  According  to  a national 
sampling  of  the  results,  Mr.  and  Mrs. 
America  flunked  the  “national  health 
test.”  Thirty-five  per  cent  didn’t  know 
that  98.6  F.  is  the  normal  body  tempera- 
ture. A third  of  the  sample  couldn’t 
name  even  one  of  cancer’s  danger  signals. 
Sixty  per  cent  clung  to  the  myth  that 
venereal  disease  can  be  caused  by  contact 
with  unclean  toilets.  Obviously  we’re 
going  to  have  to  educate  people  more 
adequately  when  they  are  young  if  we 
expect  intelligent  health  behavior  from 
them  in  later  years. 

But  in  dealing  with  the  aged  population  as 
it  is  rather  than  what  we  might  wish  it  to  be, 
the  next  thing  we  can  do  is  help  older  people 
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fend  off  or  mitigate  incipient  illness. 
“There  should  be  a system  of  periodic 
examinations  to  which  all  persons  should 
submit  themselves,”  we  are  told.7  That 
advice  is  as  good  today  as  when  Dobell 
uttered  it  one  hundred  five  years  ago. 
And  Dobell7  went  on  to  say  that  he  con- 
sidered the  search  for  the  early  and  evasive 
stages  of  disease,  “The  highest,  the  most 
ennobled  duty  of  the  physician,  calling 
for  the  most  abstruse  knowledge  of  the 
science  of  life.” 

The  best  way  to  achieve  Dobell’s  dictum 
is  through  organized  community  action. 
The  so-called  well-aging  clinic  is  one  of  the 
most  promising  devices  yet  tried  on  the 
community  level.  Let  me  describe  to  you 
a model  well-aging  program  out  in  Erie 
County.  It  is  called  the  well-aging  con- 
ference and  was  designed  to  fill  a gap  in  the 
older  person’s  health  regimen.8  Its  im- 
mediate purposes  were  to  detect  and  pre- 
vent the  progression  of  chronic  disease  in 
an  aging  population.  On  another  level,  the 
experiment  was  intended  to  get  at  the 
social  factors  promoting  illness.  This  was 
to  be  done  by  social  and  health  counseling. 
An  even  deeper  objective  was  educational, 
to  awaken  physicians  and  community 
organizations  to  the  possibilities  for  pro- 
longing healthful  life  for  the  aging  through 
organized  foresight. 

Erie  County  launched  the  program  and 
opened  it  at  no  cost  to  the  medically 
indigent  population  over  sixty.  In  fact, 
the  conference  did  not  encourage  welfare 
patients  since  they  had  their  own  medical 
resource  in  the  Welfare  Department. 

Procedure.  On  the  patient’s  first  visit 
to  the  conference,  he  goes  through  a series 
of  screening  tests.  These  include  blood 
pressure,  chest  x-ray,  eyesight  and  ocular 
tension,  audiogram,  hematocrit,  blood 
sugar,  and  urine  albumin  and  sugar. 
Public  health  nurses  complete  a medical, 
social,  and  nutritional  history,  and  a 
dentist  makes  an  oral  examination. 

The  patient  then  returns  for  a second 
visit.  At  this  time  the  test  results  are 
reviewed,  and  the  patient  gets  a physical 
examination  including  the  head,  neck,  eyes, 
ears,  throat,  chest,  abdomen,  extremities, 
nervous  system,  pelvis,  and  rectum.  A 
Papanicolaou  smear  is  taken  of  the  women. 

The  conference  physician  then  sits  down 
with  the  patient  and  explains  the  findings 


and  makes  recommendations.  Then,  after 
the  patient  has  been  counseled  further  by  a 
public  health  nurse,  the  clinician  forwards  a 
complete  report  to  the  patient’s  physician. 
Let  me  emphasize  that  when  the  procedure 
has  revealed  conditions  warranting  further 
medical  attention,  the  conference  physician 
sends  the  patient  back  to  his  own  physician. 

Whenever  programs  like  this  are  begun, 
there  is  always  the  possibility  that  some 
practitioners  will  complain  that  public 
health  is  poking  into  private  medical  care. 
This  view  is  as  inaccurate  as  it  is  short- 
sighted. These  projects  are  invariably 
worked  out  with  the  participation  or  ap- 
proval of  the  local  medical  society.  This 
was,  of  course,  the  case  in  Erie  County. 
And  it  is  fairly  well  established  that  public 
health  screening  and  education  efforts 
increase  patient  visits  to  private  physicians. 
Macy’s  should  give  Gimbel’s  such  com- 
petition. Of  course,  it  goes  without  saying 
that  this  battery  of  tests  and  examinations 
can  also  be  given  in  the  private  office. 
This  is  the  ideal  situation — whenever  the 
physician  has  the  time,  the  equipment, 
and  the  patient  can  afford  it. 

Results.  How  productive  are  these 
screening  programs  of  the  aging  patient? 
In  the  Erie  County  Well-Aging  Conference 
they  got  a quick  answer.  They  surveyed 
the  first  300  persons  examined  and  found 
only  1 with  no  demonstrable  disorder  or 
chronic  disease.9  The  average  person  had 
four  or  more  disorders,  some  minor,  but 
many  required  some  degree  of  medical  or 
dental  correction.  These  are  not  shock 
figures  intended  to  demonstrate  that 
serious  illness  lurks  beneath  the  surface 
for  almost  all  apparently  well  oldsters. 
What  it  does  demonstrate  is  that  there  is  a 
good  margin  for  heading  off  or  mitigating 
incipient  conditions  even  for  those  of 
advanced  years.  One  man  of  seventy-six, 
for  example,  recovered  fully  after  a com- 
plete colectomy  which  had  been  advised 
subsequent  to  examination  at  the  Well- 
Aging  Conference. 

The  principal  problem  to  anyone  who  has 
had  any  experience  with  these  projects  is 
getting  people  in  the  door.  You  can  get 
publicity  in  the  press,  work  through  civic 
and  social  organizations,  yet  never  reach  a 
fraction  of  those  who  could  profit  from 
what  you  offer.  If  you  aren’t  sunk  in  the 
swamp  of  human  apathy,  you  ram  into  the 
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wall  of  human  illogic.  “But  suppose  they 
find  something?”  Who  hasn’t  heard  that 
unreasonable  response  when  suggesting  to 
someone  who  feels  all  right  that  he  have  a 
physical  check-up?  The  one  figure  in  the 
individual’s  life  who  has  the  authority  to 
influence  him  to  take  part  in  a screening 
program  is  his  personal  physician.  That 
is  why  I urge  all  physicians  in  clinical 
practice  to  consider  something  like  the 
well-aging  program  described  here  or  one 
run  out  of  a hospital  or  in  the  office,  what- 
ever best  suits  the  community  needs. 

Once  such  an  effort  is  launched,  the 
private  physician’s  office  is  the  surest  path 
to  the  well-aging  clinic.  I remember  once 
reading  of  an  ingenious  system  used  in  a 
large  company  for  routing  interoffice  mail. 
They  placed  mail  boxes  with  all  the  com- 
pany officials’  names  just  outside  the  ladies’ 
room.  This  plan  grew  out  of  two  sound 
observations.  First,  secretaries  route  mail. 
Second,  ladies  often  go  to  the  ladies’  room. 
Every  time  one  of  the  girls  went  to  powder 
her  nose,  she  took  along  and  deposited  her 
boss’s  memos  addressed  to  other  company 
officials.  On  her  way  out  she’d  take  back 
the  mail  she  found  in  her  boss’s  box. 
Now,  the  one  point  through  which  old 
people  frequently  pass  is  their  physician’s 
office.  And  this  is  the  central  point  where 
we  can  best  catch  them  and  convince  them 
that  they  can  profit  from  a session  such  as 
I have  described  either  in  the  office  or  at 
the  clinic. 

In  addition  to  steering  the  patient  in  the 
right  direction  of  community  prevention 
programs,  the  physician  should  not  neglect 
taking  preventive  measures  himself.  He 
should  keep  the  patient’s  immunizations 
up  to  date.  Tetanus,  for  example,  still 
takes  an  unpardonable  toll,  especially 
among  those  over  forty.10  The  elderly 
ought  to  get  an  influenza  shot  in  advance  of 
an  epidemic.  In  fact,  influenza  is  such  a 
thief  of  life  among  the  elderly  that  the 
National  Center  for  Health  Statistics 
attributed  a 0.3  of  a year’s  increase  in  life 
expectancy  between  1963  and  1964  largely 
to  the  fact  that  there  was  no  influenza 
epidemic  in  the  latter  year. 

Medicare 

Thus  far  I have  talked  only  of  the  aging 
who  are  in  good  or  reasonably  good  health. 


Obviously,  after  age  sixty  or  thereabouts, 
death  and  disease  are  no  longer  distant 
acquaintances  but  frequent  callers.  There 
is  much  that  has  been  done,  and  more  that 
we  can  do,  in  the  way  of  public  policy  to 
lighten  the  burden  of  illness  saddled  on 
age.  I think,  for  example,  there  will  be  a 
period  of  mutual  adjustment  among  phy- 
sicians and  administrators  of  the  Medicare 
program.  But  after  this  shakedown  cruise, 
I believe  the  medical  profession  will  come 
to  appreciate  the  maneuverability  this  leg- 
islation gives  them  in  treating  the  elderly. 

What  physician  hasn’t  some  time  been 
troubled  by  the  knowledge  that  the  treat- 
ment his  elderly  patient  needed  could 
severely  reduce  a meager  and  hard-earned 
estate?  Now  the  economic  barrier  is  being 
removed.  The  physician’s  question  need 
only  be,  “What  is  best  for  this  patient, 
regardless  of  its  cost?” 

In  addition  to  the  widely  known  hos- 
pitalization plan  and  the  voluntary  medical 
supplement  to  Medicare,  which  are  known 
in  the  bureaucratic  jungle  as  Title  18, 
there  is  another  phase.  This  is  the  Medical 
Assistance  Plan,  or  Title  19.  While  less 
heralded  than  Title  18,  this  Federal  legisla- 
tion can  spell  a new  era  in  medical  care  for 
the  poor,  particularly  the  aged  poor. 
Let  me  summarize  Medicare’s  Title  19 
provisions  very  quickly.  It  offers  fairly 
complete  medical  care,  not  only  for  the 
aged  poor,  but  for  anyone  else  on  public 
assistance.  It  also  takes  care  of  that  group 
caught  in  the  middle  that  I mentioned  a 
moment  ago,  the  medically  indigent.  Title 
19  is  also  flexible  enough  to  include  pre- 
ventive services.  This  can  mean  that 
immunizations,  routine  physical  examina- 
tions, cervical  cytology,  and  the  like  can  be 
taken  care  of  for  Title  19  recipients  in 
office  visits,  not  only  in  clinics. 

The  program  will  be  administered  by  the 
State  Department  of  Social  Welfare.  But 
Governor  Rockefeller  has  assigned  the 
Health  Department  a crucial  part  in  Title 
19.  In  effect,  we  are  to  act  as  the  quality 
control  office.  We  are  under  a governor’s 
executive  order  to  approve  local  welfare 
department  plans  and  to  make  sure  that 
quality  medical  care  is  their  final  product. 
As  you  may  have  read,  the  Governor  has 
also  given  the  State  health  department  the 
job  of  certifying  institutions  for  participa- 
tion in  the  Medicare  hospital  program. 
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Further  goals 

There  is  another  way  in  which  the  health 
department  will  be  directly  involved  in 
seeing  that  patients,  both  young  and  old, 
get  quality  care.  Last  year  the  legislature 
enacted  Governor  Rockefeller’s  proposal, 
shifting  the  supervision  of  hospitals  from 
the  Department  of  Social  Welfare  to  the 
Department  of  Health.  Part  of  that 
proposal  assigns  the  health  department  the 
job  of  certifying  whether  hospital  bills 
paid  by  government  or  Blue  Cross-type 
insurers  are  reasonably  related  to  the 
hospital’s  actual  costs. 

I feel  very  strongly  about  this  matter  of 
adequate  fees  for  both  hospitals  and  phy- 
sicians. This  is  the  surest  way  to  get 
medical  care,  particularly  that  provided  to 
the  aged  poor,  out  of  the  poorhouse  at- 
mosphere it  often  inhabits.  Adequate 
compensation  for  medical  services  is  the 
first  step  in  erasing  distinctions  in  the 
medical  care  people  receive  despite  dis- 
tinctions in  their  economic  status. 

But  payment  devices  are  not  the  whole 
answer  to  medical  care  for  aged  patients. 
Closely  related  to  economics  is  the  question, 
where  can  we  treat  the  elderly  patient  best? 
I think  we  agree  the  hospital  bed  is  the 
last  place  to  treat  any  patient  whose 
condition  will  permit  less  intensive  care. 
Economics  are  a great  part  but  not  the 
whole  argument  for  this  belief. 

Of  course  we  can  provide  nursing  care 
for  less  cost  than  hospital  care,  and  we  can 
provide  home  care  at  a fraction  of  the  cost 
of  either.  But  there  is  an  intangible  div- 
idend, particularly  in  home  care.  A re- 
port by  a Montefiore  rehabilitative  team 
makes  the  point  for  me.11  “We  are  all 
familiar,”  the  report  says,  “with  the  weak 
and  vertiginous  oldster  who  gets  from  bed- 
room to  kitchen  by  clutching  and  leaning 
on  his  tables  and  chairs.  However  waver- 
ing or  uncertain  he  may  seem,  he  is  am- 
bulatory at  home.  In  the  hospital  we 
often  find  him  safely  confined  to  bed. 
Teams  of  brisk,  efficient  ladies  feed  him, 
bathe  him,  and  toilet  him,  all  in  bed. 
Any  locomotor  initiative  he  may  possess 
tends  to  be  smothered,  and  before  long  we 
find  him  curled  up  in  a reminiscently  fetal 
position  with  flexion  contractures.” 

In  the  course  of  the  next  few  months, 
New  York  State  will  be  working  to  extend 


nursing  homes  and  home  care  services. 
Last  year  the  legislature  authorized  State 
aid  to  finance  one  third  of  the  cost  of 
building  public  nursing  homes.  This  year 
the  Governor  is  urging  legislation  to 
implement  a constitutional  amendment 
providing  State  loans  for  building  nursing 
homes  for  low-income  patients.  Just  re- 
cently the  Federal  government  has  ap- 
proved a $600,000  grant  to  the  State  health 
department  to  encourage  local  home  health 
services  in  our  communities. 

The  State  has  also  pursued  a policy 
extending  rehabilitation  services  to  new 
areas.  Now,  I am  not  so  sanguine  as  to 
hold  out  exaggerated  hopes  for  restoring 
the  physical  powers  of  the  stricken  elderly. 
We  shall  be  rehabilitating  few  octogenarians 
for  the  1968  Olympics.  But  what  we  can 
do,  particularly  for  aged  stroke  victims,  is 
to  restore  that  degree  of  body  use  that 
distinguishes  man  as  a member  of  the 
animal  rather  than  the  plant  kingdom. 
In  1960  New  York  State  began  a state- 
wide network  of  rehabilitative  centers. 
At  this  date  the  State  is  supporting  nine 
primary  and  seven  secondary  centers  in 
various  hospitals  throughout  New  York. 

Conclusion 

I have  tried  to  cover,  in  perhaps  too 
rambling  a fashion,  the  ways  we  have  to 
hold  onto  health  as  age  advances  and  what 
growing  medical  resources  we  have  when 
sickness  eventually  strikes  the  elderly. 
The  best  medicine,  whether  in  youth  or 
age,  continues  to  be  prevention.  And 
preventive  measures  are  best  brought  to  the 
well  but  aging  population  through  the 
allied  efforts  of  the  physician  and  com- 
munity health  official.  The  most  effective 
mechanism  for  preventive  action  is  or- 
ganized local  programs  of  screening, 
counseling,  referral,  and,  perhaps  most 
important,  follow-through. 

But  as  we  push  back  the  limits  of  human 
life,  we  inevitably  increase  the  prevalence 
of  illness,  particularly  the  chronic  ailments. 
As  George  James  once  said,  “We  are  going 
to  have  to  learn  to  live  with  diseases  we 
cannot  cure.”  And  our  goal  should  be  to 
make  the  treatment  of  these  ills  something 
more  than  medicated  survival.  As  the 
poor  used  to  remark  in  Elizabethan  times, 
“We  all  owe  God  a Death.”  But  before 
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that  debt  is  due,  reasonably  good  health 
can  underwrite  reasonably  full  lives  for 
the  aged  person. 

84  Holland  Avenue 
Albany,  New  York  12208 
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and  understanding  of  the  problems  and 
conditions  of  older  people  who  have  so 
often  been  taken  for  granted. 

With  improved  medical  care  as  the 
desired  goal,  in  this  report  I will  take  a 
fresh  look,  first  at  the  general  medical 
problems  of  old  age,  second  at  the  advances 
in  diagnosis,  and  third  at  advances  in 
treatment  of  older  people. 


General  medical  problems  of  old  age 

Let  us  begin  with  the  Hall  of  Fame. 
No,  not  the  baseball  Hall  of  Fame  in 
Cooperstown,  but  the  ward  in  your  own 
community  hospital  where  old,  sick  people 
are  treated.  The  residents  and  interns  at 
my  hospital  call  it  the  Hall  of  Fame  be- 
cause through  their  portals,  again  and 
again,  pass  the  same  old  tired  people  with 
the  same  old  illnesses.  They  return  so 
often  and  become  so  familiar  to  the  phy- 
sician and  his  house  staff  that  their  histories 
and  physical  examinations  can  be  written 
without  examination  or  re-evaluation  dur- 
ing each  admission.  Such  familiarity  al- 
most always  breeds  contempt  and  leads  to 
neglect  by  most  young  interns  and  residents 
who  are  uninterested  in  these  aged  stars 
of  the  medical  Hall  of  Fame. 

Yet,  it  is  my  contention  that  the  medical 
problems  and  care  of  older  people  are  every 
bit  as  interesting  and  challenging,  if  not 
more  so,  then  those  of  younger  people, 
provided  we  view  aged  people  in  the  proper 
perspective  and  in  an  optimistic  mood. 
We  must  begin  by  distinguishing  two  types 
of  old  people.  The  first  group  includes 
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older  people  who  have  problems  because 
they  are  old.  Here  age,  not  disease,  is  the 
critical  factor.  Actually,  they  may  be  in 
good  health  for  their  age  and  free  from 
significant  disease,  but  they  encounter 
problems  of  malnourishment,  increasing 
frailness,  and  social  isolation  as  a result  of 
old  age.  They  deteriorate  into  medical 
and  hospital  cases.  Such  people  should 
not  be  handled  the  same  way  as  old  people 
with  illness.  They  should  have  non- 
medical resources  and  facilities  which 
enable  them  to  function  independently  in 
the  community  and  to  stay  out  of  our 
medical  Halls  of  Fame.  They  must  be 
helped  to  achieve  and  maintain  a high 
level  of  well-being  by  having  available  to 
them  adequate  food,  shelter,  clothing, 
medical  care,  and  opportunities  for  en- 
riching their  lives  and  for  eliminating 
failing  health,  loneliness,  despair,  frustra- 
tion, dependency,  and  want.  They  must 
be  assisted  to  attain  security,  influence, 
and  fulfillment  of  their  potential  and  to 
achieve  maximum  physical  and  psycholog- 
ical health,  safety,  comfort,  and  con- 
servation of  wealth.  It  is  the  physician’s 
role  to  promote  their  health  and  to  prevent 
or  minimize  their  diseases.  This  function 
can  and  must  be  shared  with  the  other 
professionally  trained  people  and  com- 
munity agencies.  The  physician  must 
know  who  these  other  professionals  are, 
what  facilities  are  available,  and  how  these 
paramedical  workers  and  agencies  can 
assist  him  to  maintain  the  health  of  his 
aged  patient. 

The  second  group  includes  aged  people 
whose  health  is  impaired  by  disease.  These 
are  the  old  people  with  medical  problems. 
Here  the  physician  has  the  primary  re- 
sponsibility and  knowledge  for  the  detec- 
tion, treatment,  and  prevention  of  these 
disorders.  These  diseases  may  be  divided 
into  three  classes. 

The  first  class  includes  the  diseases  com- 
mon to  young  and  old  alike.  Many  times 
the  aged  person  develops  the  same  diseases 
as  younger  people.  However,  older  people 
have  a high  incidence  of  diseases  of  the 
heart,  cancer,  vascular  lesions  of  the  central 
nervous  system,  and  accidents.  Diseases 
of  the  heart  cause  the  most  deaths.  Ac- 
cording to  the  Public  Health  Service  re- 
ports, in  1964  diseases  of  the  heart  ac- 
counted for  699,861  out  of  the  national  total 


of  1,798,051  deaths.  The  rate  of  death 
was  365.8  per  100,000.  Next  came  death 
from  malignant  neoplasms  at  269,577  and  a 
rate  of  151.2.  The  third  leading  cause  of 
death  was  vascular  lesions  which  affected 
the  central  nervous  system  with  198,209 
and  a rate  of  103.6.  Accidents  came  fourth, 
with  103,843  deaths  and  a rate  of  54.3  per 
100,000.  One  reason  for  the  lack  of  interest 
on  the  part  of  young  physicians  in  treating 
old  people  is  that  they  consider  only  these 
routine  ailments  in  the  aged  patient  and 
overlook  the  more  interesting  diagnosis  of 
old  age  to  be  discussed  shortly. 

The  second  class  comprises  iatrogenic 
disease  induced  by  treatment,  such  as  digi- 
talis toxicity,  electrolyte  imbalance,  mental 
disorders,  and  myxedema.  Older  people 
are  very  sensitive  to  digitalis  and  easily  de- 
velop digitalis  toxicity  which  may  range 
from  central  nervous  system  symptoms  of 
confusion,  weakness,  and  deterioration 
simulating  brain  disease  to  various  types  of 
cardiac  arrhythmias  varying  from  extra- 
systoles to  paroxysmal  atrial  tachycardia 
and  serious  heart  block.  Digitalis  toxicity 
should  be  considered  in  all  elderly  patients 
with  untoward  symptoms  when  such  pa- 
tients are  on  digitalis  therapy.  If  the 
physician  is  in  doubt  about  digitalis  toxic- 
ity, it  is  best  to  see  if  the  symptoms  improve 
after  the  drug  is  stopped.  Electrolyte  im- 
balance occurs  in  the  elderly  when  they  are 
placed  on  restricted  salt  diets  and  then 
given  diuretics.  Electrolyte  imbalance  also 
can  produce  arrhythmias,  weakness,  and 
mental  symptoms  often  mistaken  for  cere- 
bral arteriosclerosis  and  organic  brain  dis- 
ease. All  aged  patients  developing  such 
symptoms  and  signs,  while  on  such  diets 
and  drug  therapy,  should  have  serum  elec- 
trolytes checked  frequently,  especially  if 
they  feel  poorly. 

The  third  class  of  diseases  are  those  con- 
ditions which  are  more  peculiar  to  older 
people  and  found  infrequently  or  not  at  all 
in  the  younger-age  group.  Here,  for  exam- 
ple, are  such  interesting  cardiovascular 
conditions  as  calcific  degenerative  disease, 
mitral  ring  calcification,  aortic  cusp  calcifi- 
cation, thrombotic  endocarditis,  and  mucoid 
degeneration  of  the  valve.  Senile  cardiac 
amyloid  disease  also  belongs  in  this  group. 
One  interesting  condition  is  polymyalgia 
rheumatica  due  to  giant  cell  arteritis.  This 
condition  should  be  suspected  when  elderly 
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patients  begin  to  fail  mentally  and  physi- 
cally and  complain  of  muscular  pains  with- 
out joint  involvement  and  have  subfebrile 
temperatures  of  38  C.  and  a high  erythrocyte 
sedimentation  rate.  These  patients  may 
also  complain  of  fatigue,  loss  of  weight, 
stiffness  and  pains  in  the  legs,  headache, 
angina  pectoris,  and  muscle  pain.  In  the 
differential  diagnosis,  malignant  disease  and 
hypernephroma  must  be  considered.  This 
condition  responds  readily  to  steroid  ther- 
apy. 

Diagnosis  in  old  age 

Old  age  is  a great  mimic.  Unless  a 
physician  is  interested  in  older  people  and 
in  differentiating  among  diseases  in  old  age, 
he  may  sweep  all  complaints  under  the 
convenient  scatter  rug  of  arteriosclerosis 
and  senility.  Some  physicians  do  this  un- 
consciously because  their  past  training  and 
experience  have  conditioned  their  minds  to 
view  old  age  as  a hopeless  condition  and  to 
reject  the  aged  person  as  one  for  whom 
little  or  nothing  can  be  done.  Few  bother 
to  distinguish  among  the  many  interesting 
diseases  of  old  age  and  the  wastebasket 
diagnosis  of  arteriosclerosis  and  senility 
which  is  present  with  similar  symptoms. 
When  we  throw  open  the  shutters  of  our 
minds,  permitting  renewed  interest  and  new 
knowledge  to  illuminate  our  thinking,  we 
find  a veritable  treasure- trove  of  fascinating 
abnormal  and  reversible  conditions  among 
aged  patients. 

But  we  can  accurately  diagnose  these 
conditions  only  if  we  obtain  a good  history 
and  perform  a thorough  physical  examina- 
tion. A good  history  is  no  mean  feat  to 
obtain  in  an  older  person  with  a spotty 
memory  and  a lengthy  tale  of  woe.  It  is 
helpful  in  sorting  out  the  sundry  conditions 
afflicting  the  patient  and  converts  a run-of- 
the-mill  case  into  an  unusual  one.  Con- 
sider, for  example,  an  eighty-year-old 
woman  from  a nearby  nursing  home  who 
was  admitted  in  coma  to  our  medical  Hall 
of  Fame.  Her  history  from  her  referring 
physician  revealed  daily  complaints  of 
chronic  constipation,  abdominal  distention, 
and  progressive  lethargy  for  at  least  six 
months  prior  to  admission.  She  was 
treated  for  arteriosclerotic  heart  disease, 
hypertension,  chronic  bronchitis,  and  em- 
physema with  a variety  of  drugs,  including 


5 drops  of  a saturated  solution  of  potassium 
iodide  three  times  daily  for  the  past  year. 
So  far,  nothing  special  distinguishes  this 
case  from  the  ordinary  case  in  the  medical 
Hall  of  Fame!  After  three  days  in  coma, 
she  fortunately  awakened  and  spoke  with  a 
Marlene  Dietrich-type  of  deep  voice  which 
suggested  the  possibility  of  myxedema  to 
some  alert  intern.  David  Goodman,  M.D., 
our  endocrinologist,  was  able  to  prove  this 
diagnosis.  Liothyronine  (Cytomel)  was 
started,  and  soon  the  patient  enjoyed  better 
health  and  activity  than  ever  before  in  her 
latter  years.  Now  you  may  ask  what  part 
history  played  in  making  this  diagnosis. 
After  all,  myxedema  is  a condition  to  be 
considered  in  all  comatose  patients,  even  in 
the  aged.  What  distinguishes  this  patient’s 
myxedema  from  the  ordinary  case  of  myx- 
edema is  that  it  was  an  iatrogenic  disease 
induced  by  the  chronic  administration  of 
potassium  iodide.  This  elderly  patient 
proved  to  be  one  of  a small  number  of 
people  with  an  idiosyncrasy  to  iodide  who 
respond  to  this  drug  with  thyroid  depression 
and  myxedema.  Only  the  history  that  the 
patient  had  received  potassium  iodide 
enabled  this  interesting  diagnosis  to  be 
established.  A happy  sequel  to  her  story 
is  that  after  the  iodide  was  discontinued, 
her  own  thyroid  began  functioning  nor- 
mally and  she  required  no  further  thyroid 
medication. 

In  obtaining  a history,  it  is  well  to  re- 
member that  the  signs  and  symptoms  of  the 
same  disease  may  differ  in  older  people  from 
those  elicited  in  younger  people.  For  ex- 
ample, signs  and  symptoms  may  be  less 
dramatic  in  older  people.  Thus,  acute 
coronary  occlusion,  pneumonia,  or  a gan- 
grenous gallbladder  in  an  older  person  may 
fly  fewer  warning  signals  of  pain,  fever,  and 
leukocytosis.  Such  differences  between  the 
symptoms  of  young  and  old  patients  arise 
from  the  changes  in  mental  function,  from 
the  effects  of  the  aging  process  on  the  tissues 
of  the  body,  and  from  the  fact  that  several 
concomitant  diseases  generally  attack  the 
elderly  patient,  and  it  may  be  more  difficult 
to  attribute  the  symptom  to  the  proper 
disease.  Thus,  heart  failure,  pulmonary 
emphysema,  bronchitis,  anemia,  and  obes- 
ity may  all  cause  shortness  of  breath,  and  it 
is  difficult  to  determine  the  most  significant 
condition  responsible  for  the  complaint. 

An  accurate  diagnosis  requires  a thorough 
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FIGURE  1.  Chest  x-ray  films.  (A)  Enlarged  heart  with  evidence  of  heart  failure  and  phantom  tumors  of 
lung.  (B)  X-ray  film  of  same  patient  after  he  received  digitalis  treatment  and  diuretics.  Phantom  tumors 
have  disappeared.  Heart  remains  enlarged. 


physical  examination.  Very  often,  time 
etches  an  old  man’s  story  on  his  face  and 
body.  An  observant  look  at  a patient’s 
face  and  body  can  tell  the  physician’s 
trained  eye  much  about  him  and  his  ailment 
and  if  disease  complicates  the  normal  aging 
changes.  Casanova  is  reputed  to  have 
noted  that  all  women  are  the  same  under 
the  bedclothes  and  in  the  dark.  I am  no 
authority  on  the  subject,  but  I do  know 
that  one  cannot  correctly  diagnose  ailments 
in  elderly  patients  unless  one  undresses 
them  completely,  frees  them  from  their  bed- 
clothes, and  looks  at  them  in  a good  light. 
When  the  physician  does  this,  he  will  be 
rewarded  by  discovering  many  interesting 
conditions  worthy  of  his  time,  concern,  and 
thought.  More  diagnoses  in  the  aged  pa- 
tient are  missed  by  laziness  in  not  looking 
than  by  ignorance. 

A correct  diagnosis  also  requires  that  the 
physician  not  skimp  in  ordering  laboratory 
tests.  In  the  past,  laboratory  tests  were 
often  curtailed  because  the  elderly  patient 
lacked  money.  The  advent  of  Medicare 
should  remove  this  financial  obstacle  and 
promote  greater  use  of  such  testing  proce- 
dures which  are  necessary  to  confirm  the 
diagnosis  suggested  by  the  history  and 
physical  examination. 

There  is  little  point  in  treating  a patient 


unless  an  accurate  diagnosis  has  been  es- 
tablished. The  following  case  illustrates 
the  importance  of  a correct  diagnosis,  even 
in  old  age.  An  eighty-year-old  man  en- 
tered our  medical  Hall  of  Fame  prepared  to 
die  because  he  had  been  told  by  his  local 
medical  physician  that  his  chest  x-ray  film 
showed  lung  cancer.  This  diagnosis  was 
made  on  the  basis  of  round  densities  in  the 
lung  fields  which  suggested  a metastatic 
tumor  (Fig.  1A).  However,  a close  look  at 
the  x-ray  picture  showed  also  an  enlarged 
heart  and  fluid  at  the  lung  bases.  To 
Frank  Maxon,  M.D.,  attending  physician, 
the  x-ray  film  suggested  the  possibility  of  a 
phantom  tumor  of  the  lung  due  to  conges- 
tive heart  failure.  The  next  picture,  Figure 
IB,  shows  what  happened  to  this  patient 
after  he  was  completely  digitalized  and 
given  diuretics,  producing  “bucketsful  of 
urine.”  His  phantom  tumor  of  the  lung, 
due  to  congestive  heart  failure,  disappeared 
entirely,  and  the  patient  felt  much  better. 
I wish  I could  give  you  a more  happy  ending 
to  his  story.  Unfortunately,  I cannot. 
The  patient  and  his  family  were  so  disturbed 
by  the  original  erroneous  diagnosis  of  lung 
cancer  that  they  never  could  accept  the 
proper  diagnosis.  As  a result,  this  man 
just  sits  around  in  his  home,  a morose,  un- 
happy, irascible  old  man  waiting  for  death. 
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A correct  diagnosis  in  old  age  also  re- 
quires the  physician  to  investigate  fully  the 
underlying  conditions  that  can  produce 
common  symptoms  or  signs.  The  physi- 
cian should  not  shirk  his  responsibility  in 
following  through  as  much  as  possible  to 
unearth  the  real  cause  of  the  patient’s  ail- 
ment. The  aged  patient  deserves  complete 
investigation  just  as  much  as  the  younger 
person.  For  example,  when  anemia  is  pres- 
ent, one  must  track  down  its  cause.  Very 
often,  a bleeding  polyp  or  some  other  easily 
curable  benign  gastrointestinal  lesion  may 
produce  the  anemia.  Removal  of  the  cause 
and  correction  of  the  anemia  will  prevent 
further  deterioration  of  the  patient’s  health. 
When  heart  failure  is  present,  as  in  the 
previous  case,  the  medical  problem  becomes 
much  more  interesting  if  one  attempts 
to  pinpoint  the  underlying  etiologic  factor 
rather  than  dump  the  heart  condition  into 
the  wastebasket  diagnosis  of  arteriosclerotic 
heart  disease  simply  because  of  the  patient’s 
age.  It  is  well  to  know  that  of  the  causes 
of  heart  failure  in  the  aged  patient,  ischemic 
heart  disease  is  the  most  common.  It  is 
followed  in  decreasing  order  of  importance 
by  hypertension,  aortic  stenosis,  cor  pul- 
monale, rheumatic  heart  disease,  bacterial 
endocarditis,  and  syphilitic  aortic  valve  dis- 
ease. One  should  not  overlook  the  less 
well-recognized  cardiac  abnormalities 
among  the  aged  patients  which  include 
calcific  degenerative  disease,  mitral  ring 
calcification,  and  aortic  calcification  as  the 
most  common.  In  decreasing  order  there 
occur  senile  cardiac  amyloidosis,  throm- 
botic endocarditis,  mucoid  degeneration  of 
mitral  valve,  and  postinflammatory  changes 
in  mitral  valve. 

Treatment  in  old  age 

The  greatest  advance  in  treatment  of 
elderly  patients  stems  from  the  recognition 
that  the  capacity  of  older  people  to  live 
longer  because  of  surgical  and  medical 
remedial  measures  is  far  greater  today  than 
it  was  fifty  years  ago.  In  part  this  response 
is  due  to  the  improved  skills  of  the  sur- 
geons; in  greater  part  it  is  because  of  better 
preoperative  and  postoperative  medical 
care  which  has  made  the  older  person  a 
better  risk  for  surgery.  Proper  preoperative 
care  of  the  aged  patient  with  or  without 
cardiac  disease  now  permits  successful  op- 


erations in  elderly  patients  who  would 
formerly  have  died.  Preoperative  evalua- 
tion should  include  an  electrocardiogram, 
chest  x-rays,  and  measurement  of  the 
venous  pressure  and  blood  volume.  Post- 
operatively,  it  is  important  to  supervise 
the  patient  constantly  and  to  correct  any 
defects  in  ventilation,  fluid,  or  electrolyte 
abnormalities. 

Another  major  development  has  been  the 
advent  of  artificial  internal  and  external 
cardiac  pacemakers  in  the  treatment  of 
older  people  with  heart  block  and  arrhyth- 
mias. The  aged  patients  need  no  longer  die 
from  heart  block  and  Stokes-Adams  sei- 
zures. 

Major  strides  in  treatment  have  also 
resulted  from  the  greater  use  of  rehabilita- 
tion measures  for  older  people.  Counseling, 
education,  and  health  guidance  in  the  pre- 
retirement years  enable  older  people  to  at- 
tain greater  social  usefulness,  better  health, 
and  purposeful  living  after  retirement. 
They  also  benefit  from  the  facilities  and 
programs  which  keep  them  active  and  pro- 
ductive. The  expansion  of  day  centers, 
arts  and  skills  programs,  and  recreational 
and  educational  programs  has  improved  the 
ability  of  older  people  to  live  longer  and 
better.  These  programs  reduce  the  mental 
and  physical  deterioration  caused  by  the 
social  isolation  of  the  aged  when  mobility 
becomes  limited  by  disease  and  lack  of 
transportation.  The  expansion  of  these 
programs  and  the  provision  of  better  hous- 
ing for  older  people  rank  high  among  the 
modern  advances  in  better  care  for  the  aged. 
As  physicians,  we  must  strive  and  work  for 
greater  improvement  in  the  standards  and 
level  of  medical,  nursing,  and  recreational 
care  in  homes  for  the  aged,  infirmaries, 
nursing  homes,  and  other  institutions  caring 
for  older  people,  including  the  medical  Halls 
of  Fame  that  still  exist  in  so  many  hospitals. 

Conclusion 

Old  age  should  be  the  sweetest  part  of 
life,  the  dessert  that  tops  off  years  of  toil 
and  strain.  Poor  health,  economic  distress, 
and  social  isolation  should  not  be  permitted 
to  make  old  age  a nightmare  and  senescence 
a sad  parody  of  youth.  We  have  the 
means,  money,  and  methods  to  keep  our 
older  people  healthy  and  happy.  As  physi- 
cians, we  must  play  a vital  role  in  providing 
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the  necessary  skills  and  services  to  improve 
the  medical  health  of  older  people;  as 
community  leaders,  we  must  mobilize  the 
community  resources  to  provide  the  addi- 
tional social,  economic,  and  educational 


School  bus  safety 

The  concern  over  school  bus  safety  continues 
to  grow.  Three  bus  crashes  in  recent  weeks,  one 
of  which  killed  four  children,  have  added  to  the 
discussion.  An  article  in  a recent  issue  of 
Today’s  Health  outlines  the  problems  in  school 
bus  safety  and  makes  recommendations  for  im- 
provements. 

Although  statistics  are  inadequate,  it  appears 
that  most  school  buses  are  relatively  safe,  com- 
pared with  other  transport.  However,  since  50 
children  have  died  in  school  bus  accidents  last 
year  in  the  United  States,  improvements  are  ob- 
viously in  order. 

School  bus  interiors  should  be  improved. 
Buses  contain  dozens  of  sharp,  hard  objects  that 
could  cause  serious  injuries  during  a crash. 
Also  important  is  the  behavior  of  the  passengers 
and  the  qualifications  of  the  driver.  A child 
standing  in  the  aisle,  for  example,  will  have  a 
much  greater  chance  of  being  hurt  in  an  accident 
than  a child  sitting  down. 

School  bus  injuries  have  increased  75  per  cent 
in  five  years,  it  was  stated  in  the  article,  and  the 
situation  is  likely  to  get  worse  because  each  year 
more  children  are  transported  and  traffic  be- 
comes more  congested. 


services  that  will  irrigate  the  arid  wasteland 
of  old  age  and  cause  it  to  flower  like  the 
legendary  century  plant. 

706  Madison  Avenue 
Albany,  New  York  12208 


Much  in  the  way  of  improvements  has  been 
and  is  being  done  by  the  University  of  California 
in  Los  Angeles  Institute  of  Transportation  and 
Traffic  Engineering.  Administrators  feel  that 
the  greatest  single  contribution  to  bus  safety  is  a 
strong,  well-anchored  safety  seat.  The  ideal 
seat  would  have  a well-padded  back  at  least  28 
inches  high,  padded  armrests,  and  be  free  of 
rigid,  protruding  structures  such  as  grips  and 
rails.  In  contrast,  most  bus  seats  now  have 
backs  18  to  20  inches  high  and  are  wholly  inade- 
quate. 

Next  in  value  is  a good  restraint,  and  a lap 
belt  is  the  choice.  This  belt  should  not  be  fitted 
to  an  existing  seat,  because  in  an  accident  the 
belt  could  become  an  axis,  holding  the  passen- 
ger’s waist  while  permitting  his  upper  torso  to 
fall  forward  and  strike  the  low  seat  back  ahead. 

Also  recommended  are:  (1)  elimination  or 

padding  of  rigid,  protruding  structures;  (2) 
stay-put  windows;  (3)  prohibition  of  standing 
riders;  (4)  four  full-size  escape  routes;  and 
(5)  better  engineering  to  prevent  the  bus  and 
other  vehicles  from  overriding  or  underriding 
each  other. 

More  safety  features  could  be  added  at  less 
cost  if  there  was  more  standardization  of  regula- 
tions, but  manufacturers  themselves  have  made 
considerable  improvements. 
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Value  of 
Angiocardiography 
in  Adults’ 


angiocardiography  is  an  important  diag- 
nostic aid  in  the  geriatric  patient  because  in 
this  age  group  degenerative  and  neoplastic 
disease  predominate.  It  not  only  differen- 
tiates between  a mediastinal  mass  and  aneu- 
rysm, but  is  also  valuable  in  demonstrating 
superior  vena  cava  syndrome,  invasion  of  the 
left  pulmonary  artery  at  the  hilus  and  peri- 
cardium, and  predicting  inoperability  of  lung 
cancer.  Intracavitary  masses,  myxomas,  and 
thrombi  may  also  be  diagnosed,  and  studies 
of  the  celiac  and  mesenteric  arterial  systems 
help  diagnose  pancreatic  and  gastrointestinal 
neoplastic,  aneurysmal,  and  occlusive  disease 
and  determine  sites  of  bleeding.  Diagnosis  is 
important  to  determine  whether  surgical  inter- 
vention, anticoagulant,  or  other  therapy  is 
indicated. 
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Angiocardiography,  contrast  visuali- 
zation of  the  cardiovascular  system  by 
means  of  roentgenography,  is  important  in 
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the  geriatric  patient  because  in  this  age 
group  degenerative  (arteriosclerotic)  and 
neoplastic  disease  predominates.  Diagno- 
sis of  arteriosclerotic  heart  disease  may  be 
difficult.  A tortuous,  unfolded,  and  elon- 
gated thoracic  aorta  may  be  mistaken  for 
aneurysm  or  aortic  dissection.1-4  Buck- 


FIGURE  1.  Case  1.  Mediastinal  metastases  simulating  aortic  aneurysm  in  fifty-eight-year-old  woman 
treated  with  right  radical  mastectomy  for  cancer  three  years  prior  to  admission.  (A)  Frontal  teleroent- 
genogram of  chest  showing  absent  right  breast  and  enlargement  of  aortic  knob  (arrow).  (B)  Selective 
aortogram  showing  intact  thoracic  aorta.  Arrow  points  to  para-aortic  mass.  Exploratory  operation  con- 
firmed diagnosis  of  mediastinal  metastases. 
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ling  of  the  brachiocephalic  arteries  may 
also  simulate  aneurysms  or  mediastinal 
tumors.5  Calcific  aortic  stenosis,  papillary 
muscle  necrosis,  dysfunction  causing  mitral 
insufficiency,  and  postmyocardial  infarction 
ventricular  aneurysms6  are  other  arterio- 
sclerotic cardiac  complications  that  may  be 
better  diagnosed  and  understood  after 
angiocardiography.  The  importance  of 
coronary  arteriography,  especially  the  selec- 
tive technic,  is  just  beginning  to  be  appre- 
ciated.78 The  dilated  and  poorly  pulsatile 
cardiac  silhouette  of  heart  failure  may 
simulate  pericardial  effusion;  the  differ- 


FIGURE  2.  Case  2.  Huge  saccular  aneurysm  of 
aortic  arch  in  fifty-six-year-old  man  with  syphilitic 
aortitis  and  moderate  aortic  regurgitation.  (A) 
Frontal  teleroentgenogram  of  chest  showing  en- 
largement of  left  ventricle,  dilatation  of  ascending 
aorta,  and  large  saccular  mass  containing  calcium 
(arrow)  in  region  of  aortic  arch.  (B)  Lateral  roent- 
genogram of  chest  showing  anterior  bowing  and 
narrowing  of  trachea  by  huge  rounded  mass(arrow). 
(C)  Selective  left  anterior  oblique  aortogram  show- 
ing dilatation  of  ascending  aorta,  mild  to  moderate 
aortic  regurgitation,  and  huge  saccular  aneurysm 
of  aortic  arch  with  thrombus  (upper  arrow). 
Diagnosis  confirmed  by  operation  and  autopsy. 


ential  diagnosis  is  easily  established  by 
angiocardiography.9  Finally,  diagnosis  of 
occlusive  and  aneurysmal  disease  of  the 
peripheral  vascular  system  has  been  mark- 
edly enhanced  by  angiography.10'11 

In  addition  to  differentiating  between  a 
mediastinal  mass  and  aneurysm,  angio- 
cardiography has  also  been  found  valuable 
for  demonstrating  extrinsic  or  intrinsic 
involvement  of  the  superior  vena  cava, 
stenosis,  and  occlusion  of  the  left  pulmonary 
artery  at  the  hilus  in  predicting  nonresecta- 
bility of  cancer  of  the  lung.12  Intra- 
cavitary masses,  myxomas,  and  thrombi 
may  also  be  diagnosed  by  angiocardiog- 
raphy.13 Visceral  angiography  and  selec- 
tive studies  of  the  celiac  and  mesenteric 
arterial  systems  have  also  ushered  in  a new 
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FIGURE  3.  Case  3.  Arteriosclerotic  aneurysmal  dilatation  of  ascending  aorta  in  sixty-year-old  woman. 
(A)  Frontal  teleroentgenogram  of  chest  showing  dilatation  of  ascending  aorta  (lower  arrow)  and  marked 
prominence  of  aortic  knob  (upper  arrow).  (B)  Lateral  roentgenogram  of  chest  also  showing  ascending 
aortic  dilatation  (lower  arrow)  and  marked  tortuosity  of  aortic  arch  and  descending  aorta  (upper  arrow). 
(C)  Frontal  intravenous  angiocardiogram  showing  aneurysmal  dilatation  of  ascending  aorta  and  marked 
tortuosity  and  arteriosclerotic  kinking  of  aortic  knob.  (D)  Left  anterior  oblique  intravenous  angiocardio- 
gram also  showing  aneurysmally  dilated  ascending  aorta  (arrow).  Aortic  knob  in  this  view  appears  dilated, 
but  its  shadow  made  up  of  tortuous  but  intact  portions  of  aortic  arch  and  descending  aorta. 
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FIGURE  4.  Case  4.  Buckling  of  innominate  artery  in  seventy-seven-year-old  woman.  (A)  Conventional 
frontal  roentgenogram  of  chest  showing  right  paratracheal  mass  (arrow).  (B)  Frontal  intravenous  angio- 
cardiogram showing  buckling  (arrow)  of  innominate  artery.  (C)  Case  5.  Oblique  intravenous  angiocardio- 
gram showing  aneurysm,  probably  arteriosclerotic,  of  innominate  artery  (arrow)  in  another  sixty-four-year- 
old  woman. 


FIGURE  5.  Case  6.  Localized  aortic  dissection  complicating  aortic  valve  prosthesis  in  sixty-one-year-old 
woman.  (A)  Right  anterior  oblique  selective  aortogram  showing  failure  of  opacification  of  origin  of  aorta 
(arrow).  (B)  After  manipulation  of  catheter,  true  lumen  of  ascending  aorta  visualized.  Note  markedly 
irregular  coronary  arteries  and  mild  left  ventricular  opacification  (arrow)  due  to  aortic  regurgitation. 
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FIGURE  6.  Case  7.  Calcification  of  abdominal  aorta  in  eighty-eight-year-old  woman  admitted  for  rectal 
bleeding  due  to  diverticulosis.  (A)  Abdominal  roentgenogram  showing  curvilinear  calcifications  along  right 
border  of  lumbar  spine  (arrow).  (B)  Intravenous  abdominal  aortogram  showing  intact,  arteriosclerotic, 
tortuous  abdominal  aorta  and  iliac  arteries. 

era  in  diagnosis  of  pancreatic  and  gastro- 
intestinal neoplastic,  aneurysmal,  and  oc- 
clusive disease.  Indeed,  the  sites  of  ob- 
scure gastrointestinal  bleeding  have  been 
determined  by  showing  contrast  material  in 
viscera  after  selective  angiography.14 
Renal  vascular  stenosis  due  to  arterio- 
sclerotic plaques  may  cause  hypertension, 
and  these  may  be  diagnosed  by  renal 
arteriography.  Renal  and  adrenal  tumors 
may  also  be  readily  demonstrated  by 
angiography. 16 

Diagnosis  of  pulmonary  embolism  by 
angiography  has  also  become  important  to 
decide  whether  surgical  intervention  or 
anticoagulant  therapy  is  indicated.16  Per- 
icarditis, either  caused  by  effusive  or  con- 
strictive disease,  is  amenable  to  treatment 
and  may  be  definitively  diagnosed  by 
angiocardiography. 17 

Finally,  thoracic  aneurysm  following 
indirect  chest  trauma,18  disk  surgery, 19 
femoral  arterial  cannulation  following 
open-heart  surgery,20  and  postoperative 
arteriovenous  fistulas21  may  also  be 
diagnosed  by  angiographic  technics. 


Illustrative  cases 

Case  1.  Differentiation  of  mediastinal  masses 
and  aneurysm.  A fifty-eight-year-old  woman 
with  a history  of  mastectomy  three  years  earlier 
had  enlargement  of  the  aortic  knob  (Fig.  1 A). 
To  rule  out  aortic  aneurysm,  aortography  was 
done  via  the  percutaneous  retrograde  femoral 
route,4  and  it  showed  an  intact  aorta  proving 
that  the  para-aortic  mass  was  due  to  mediastinal 
metastases  (Fig.  1 B). 

Case  2.  Another  patient,  aged  fifty-six 
years,  also  had  a large  aortic  knob  which  con- 
tained linear  calcifications  (Fig.  2 A)  located  in 
the  posterior  mediastinum  (Fig.  2 B).  Selective 
aortography  revealed  a huge  thoracic  aneurysm 
consisting  mostly  of  thrombus  (Fig.  2 C). 

Case  3.  Arteriosclerotic  cardiovascular  dis- 
ease. A sixty-year-old  woman  with  an  unduly 
prominent  aortic  knob  and  dilatation  of  the 
ascending  aorta  was  found,  after  intravenous 
angiocardiography,4  to  have  a markedly  dilated 
ascending  aorta  (Fig.  3,  A and  B);  the  aortic 
knob  was  of  normal  caliber  but  tortuous  be- 
cause of  arteriosclerosis  (Fig.  3,  C and  D). 

Case  4.  A seventy-seven-year-old  asympto- 
matic woman  had  a right  paratracheal  mass  on 
routine  roentgenogram  of  the  chest  (Fig.  4 A). 
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FIGURE  7.  Case  8.  Arteriosclerotic  abdominal  aneurysm  in  sixty-four-year-old  man.  (A)  Conventional 
abdominal  roentgenogram  shows  curvilinear  calcification  to  left  of  fourth  to  fifth  lumbar  vertebrae  (arrow). 
(B)  Intravenous  abdominal  aortogram  showing  aneurysm  surrounded  by  thrombus  (arrow).  Resection  of 
aneurysm  and  replacement  with  woven  Dacron  prosthesis  uneventful. 


Intravenous  angiocardiography  demonstrated 
that  it  was  caused  by  a buckled  innominate 
artery  (Fig.  4 B). 

Case  5.  In  contrast,  another  sixty-four- 
year-old  woman  with  a pulsatile  mass  in  the 
right  side  of  the  neck  had  aneurysmal  dilatation 
of  the  innominate  artery  (Fig.  4 C). 

Case  6.  A sixty-one-year-old  woman  with 
calcific  aortic  stenosis  was  treated  by  excision  of 
the  valve  and  replacement  with  a McGovern 
prosthesis.  Cardiac  pain  months  after  operation 
led  to  aortography  via  percutaneous  axillary 
catheterization  which  disclosed  a localized  dis- 
section at  the  origin  of  the  ascending  aorta 
(Fig.  5 A). 

Case  7.  An  eighty-eight-year-old  woman 
with  an  unduly  pulsatile  abdominal  aorta  and 
curvilinear  calcifications  along  the  right  border 
of  the  spine  had  intravenous  abdominal  aortog- 
raphy (Fig.  6 A),11  but  instead  of  an  aneurysm,  a 
tortuous,  calcified,  but  intact  abdominal  aorta 
was  demonstrated  (Fig.  6 B). 


Case  8.  In  contrast,  another  patient  with 
curvilinear  calcifications  in  the  region  of  the  left 
lower  lumbar  spine  had  an  aneurysm  (Fig.  7 A) ; 
the  left-sided  lumbar  mass  was  largely  thrombus 
(Fig.  7 B).  Other  examples  of  abdominal 
aneurysms  are  shown  in  Figure  8.  Demonstra- 
tion of  a ruptured  right  common  iliac  artery 
aneurysm  is  seen  in  Figure  9. 

Case  9.  Cancer  of  the  lung.  Widening  of 
the  right  arterior  mediastinum  in  a sixty-eight- 
year-old  man  was  found,  after  intravenous 
angiocardiography,  to  be  caused  by  polypoid 
invasion  of  the  superior  vena  cava  by  lung  can- 
cer (Fig.  10,  A and  B). 

Case  10.  Another  patient  with  the  superior 
vena  cava  syndrome  was  found  to  have  marked 
narrowing  of  the  superior  vena  cava  by  an  ex- 
trinsic right  hilar  and  mediastinal  mass  (Fig. 
10  C). 

Case  11.  The  superior  vena  cava  syndrome 
was  also  responsible  for  the  admission  of  another 
seventy-two-year-old  woman,  but  in  her  case. 
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FIGURE  8.  Examples  of  arteriosclerotic  abdominal  aneurysms.  (A)  Intravenous  abdominal  aortogram 
showing  large  fusiform  aneurysm  in  seventy-nine-year-old  man,  successfully  resected.  (B)  Intravenous 
abdominal  aortogram  showing  huge  aneurysm  of  lower  abdominal  aorta  involving  right  iliac  artery  (arrow) 
in  another  sixty-eight-year-old  man. 


occlusion  of  the  right  subclavian  vein  by  a right 
upper  lobe  tumor  was  found  to  be  the  cause  of 
the  syndrome  (Fig.  10  D). 

Case  12.  On  the  other  hand,  a patient  with 
a left  hilar  mass  (Fig.  11  A)  was  found  to  have 
occlusion  of  the  left  pulmonary  artery  by  cancer 
of  the  lung  (Fig.  11,  B and  C). 

Case  13.  Partial  occlusion  of  the  left  pul- 
monary artery  was  discovered  in  another  fifty- 
eight-year-old  man  with  cancer  involving  the 
left  hilus  (Fig.  11  D). 

Case  14.  A patient  with  hoarseness,  dysp- 
nea, left  lower  lobe  infiltration,  paralysis  of  the 
left  side  of  the  diaphragm,  and  a large  cardiac 
silhouette  (Fig.  12  A)  was  also  found  to  have  a 
pericardial  effusion  which  contained  Class  V 
Papanicolaou  cells  (Fig.  12,  B and  C). 

Case  15.  Rheumatic  heart  disease  and  pul- 
monary emboli.  A fifty-six-year-old  woman  with 
rheumatic  heart  disease  had  a huge  left  atrial 
filling  defect  (Fig.  13,  A and  B)  which  proved  to 
be  thrombus  when  removed  during  open-heart 
surgery  (Fig.  13,  C and  D). 


Case  16.  Another  woman  with  multiple  pul- 
monary emboli  and  an  enlarged  cardiac  sil- 
houette (Fig.  14  A)  had  a huge  pericardial 
effusion  as  well  as  bilateral  pulmonary  emboli 
(Fig.  14,  B,  C,  and  D). 

Comment 

The  differentiation  of  aneurysm  from 
mediastinal  tumor  is  important  in  geriatric 
patients,  and  angiocardiography  is  capable 
of  making  the  distinction  (Figs.  1,  A and  B; 
2,  A,  B,  and  C).  The  serologic  test  of  the 
patient  shown  in  Figure  2 gave  a weakly 
positive  result,  and  postmortem  studies  also 
established  the  diagnosis  of  syphilitic 
aortitis.  However,  the  saccular  aneurysm 
of  the  aortic  arch  had  the  characteristic 
features  of  an  arteriosclerotic  aneurysm. 
Nowadays,  syphilitic  aneurysms  are  getting 
rare,  probably  because  of  decline  in  the 
incidence  of  the  disease.  Pathologic 
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FIGURE  9.  Ruptured  right  common  iliac  artery 
aneurysm  in  seventy-one-year-old  man  demon- 
strated by  selective  aortography.  (A)  Retrograde 
femoral  aortogram  showing  tortuous  arterio- 
sclerotic abdominal  aorta.  (B)  Later  in  series, 
huge  right  common  iliac  artery  aneurysm  with  rup- 
ture into  left  side  of  pelvis  (arrow)  seen. 

studies  in  all  parts  of  this  country  and  in 
many  European  cities  have  shown  that 
aortic  aneurysms,  thoracic  and  abdominal, 
are  mainly  due  to  atherosclerosis.2'3 

Dilatation,  tortuousity,  elongation,  and 
unfolding  are  common  in  the  aging  aorta.1 
When  aneurysms  develop  in  such  aortas. 


diagnosis  may  be  difficult  (Fig.  3,  A and  B). 
Angiocardiography,  however,  showed  the 
aneurysmal  dilatation  of  the  ascending 
aorta  and  the  tortuous,  elongated,  and 
buckled  effect  of  arteriosclerosis  of  the 
aortic  arch  and  descending  aorta  (Fig.  3, 
C and  D).1-4  Women,  especially  with 
hypertension,  are  prone  to  develop  buckling 
of  the  brachiocephalic  arteries  (Fig.  4, 
A and  B).6  Although  buckling  of  the 
innominate  artery  seems  to  be  more  com- 
mon than  of  the  other  branches  of  the 
brachiocephalic  vessels,  the  carotid  and 
subclavian  arteries  may  also  become  buck- 
led. That  a true  aneurysm,  either  syphili- 
tic or  arteriosclerotic,  of  the  brachio- 
cephalic arteries  can  occur,  is  illustrated  in 
Figure  4 C. 

Calcific  aortic  stenosis  is  not  uncommon 
and  in  middle  and  advanced  age  may  ap- 
pear as  an  isolated  lesion  or  on  the  basis  of 
old  rheumatic  valvulitis.  Excision  of  such 
lesions  and  replacement  by  prosthetic 
valves  during  open-heart  surgery  is  a 
recognized  method  of  treatment  of  such 
conditions.  A localized  dissection  with 
aortic  insufficiency  is  shown  in  Figure  5, 
A and  B.  Arteriosclerotic  abdominal 
aneurysms  and  occlusive  peripheral  vas- 
cular disease  are  common  ailments  in  the 
aged  (Figs.  7 and  8).1011  Selective  angio- 
graphic technics  have  even  permitted 
diagnosis  of  rupture  of  aneurysm  (Fig.  9 B). 

Cancer  of  the  lung,  now  identified  with 
excessive  and  prolonged  cigaret  smoking, 
is  becoming  a common  ailment,  especially 
in  men.  When  the  disease  occurs  in  the 
right  lung,  there  is  a 25  per  cent  chance  that 
it  will  involve  the  superior  vena  cava  and 
produce  the  superior  vena  cava  syndrome.12 
Examples  of  the  various  types  of  superior 
vena  cava  involvement  ranging  from  poly- 
poid invasion  (Fig.  10  B),  extrinsic  pressure 
by  hilar  and  mediastinal  masses  (Fig.  10  C), 
and  invasion  of  the  right  subclavian  vein 
(Fig.  10  D)  are  horrible  examples  of  the 
disease.  In  25  per  cent  of  the  patients 
with  cancer  of  the  left  lung,  there  may  be 
invasion  of  the  left  hilar  and  mediastinal 
structures  which  may  produce  partial  or 
total  occlusion  of  the  left  pulmonary  artery 
and  is  often  nonresectable  (Fig.  11,  A,  B, 
and  C).12  In  such  instances,  angiocardiog- 
raphy by  demonstrating  these  lesions  may 
save  the  patient  an  exploratory  operation 
and  indicate  the  need  for  radiation  therapy. 
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FIGURE  10.  Case  9.  Bronchogenic  cancer  of  lung  in  sixty-eight-year-old  man  with  polypoid  invasion  of 
superior  vena  cava.  (A)  Teleroentgenogram  of  chest  showing  enlargement  of  right  mediastinum  (arrow). 

(B)  Frontal  intravenous  angiocardiogram  showing  extensive  polypoid  invasion  of  superior  vena  cava  (arrow). 

(C)  Case  10.  Frontal  angiocardiogram  of  another  sixty-year-old  woman  with  extrinsic  pressure  on  superior 
vena  cava  by  right  hilar  mass  (arrow)  due  to  cancer  of  lung.  (D)  Case  11.  Frontal  angiocardiogram  showirig 
right  subclavian  vein  occlusion  (arrow)  by  right  upper  lobe  cancer  of  lung  in  still  another  seventy-two-year- 
old  woman. 


Diagnosis  of  pericardial  effusion,  whether 
caused  by  neoplastic,  infectious,  traumatic, 
or  idiopathic  disease,  may  be  difficult.17 
In  this  center,  angiocardiography  has 
proved  very  reliable  for  diagnosis  of  peri- 
carditis, both  effusive  and  constrictive. 
When  there  is  venous  hypertension  and  the 
cardiac  chambers  are  of  normal  size  (Fig. 
12,  B and  C),  cardiac  tamponade  must  be 
suspected.  This  was  proved  when  peri- 


cardiocentesis failed  to  reduce  the  venous 
hypertension  in  the  patient  shown  in 
Figure  12;  the  finding  of  Class  V Papanic- 
olaou cells  in  the  pericardial  fluid  even- 
tually established  the  metastatic  nature  of 
the  pericarditis. 

Filling  defects  in  the  atria  may  be 
caused  by  neoplastic  disease,  especially 
myxoma  or  thrombus,  and  diagnosis  by 
angiocardiography  is  possible  (Fig.  13,  B 
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FIGURE  11.  Case  12.  Left  hilar  lung  cancer  causing  total  occlusion  of  left  pulmonary  artery  in  sixty-nine- 
year-old  man.  (A)  Frontal  teleroentgenogram  of  chest  showing  tumor  of  left  lung.  (B)  Frontal  angio- 
cardiogram demonstrating  "frozen  left  hilus"  producing  occlusion  of  left  pulmonary  artery.  (C)  Left 
anterior  oblique  angiocardiogram  showing  to  advantage  occluded  left  pulmonary  artery.  (D)  Case  13. 
Frontal  angiocardiogram  of  another  fifty-eight-year-old  man  with  partial  stenosis  of  left  pulmonary  by 
hilar  neoplasm. 


and  C).13  Even  though  the  definitive 
diagnosis  cannot  always  be  made  preopera- 
tively,  it  is  of  academic  importance  only, 
because  treatment  requires  open-heart  sur- 
gery for  removal  of  either  of  the  masses. 
Finally,  the  value  of  angiocardiography  for 
diagnosis  of  pulmonary  emboli  is  shown  in 
Figure  14. 

Not  only  were  the  sites  of  pulmonary 
emboli  demonstrated,  but  an  unsuspected 


complication  of  anticoagulant  therapy, 
hemorrhagic  pericarditis,  was  shown  (Fig. 
14,  B,  C,  and  D). 

Summary 

Because  degenerative  (arteriosclerotic) 
and  neoplastic  diseases  are  frequent  in  the 
aged  patient,  and  because  they  may  severely 
alter  cardiovascular  structures,  angiocar- 
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diography,  the  method  of  roentgen  visuali- 
zation of  the  cardiovascular  system, becomes 
important.  This  was  illustrated  by  pre- 
senting a series  of  cases  demonstrating  the 
value  of  angiocardiography  in  differentiating 
mediastinal  tumor  from  aortic  aneurysm. 
The  diagnosis  of  arteriosclerotic  thoracic 
aortic  aneurysms,  their  differentiation  from 
a dilated,  tortous,  and  kinked  arterioscle- 
rotic aorta,  and  differentiation  of  mediasti- 
nal tumor  from  a kinked  innominate  artery 
and  aneurysm  were  also  shown.  A local- 
ized dissecting  aneurysm  of  the  ascending 
aorta  complicating  the  excision  of  a calcific 
aortic  valve  and  arteriosclerotic  abdominal 


FIGURE  12.  Case  14.  Pericardial  effusion  com- 
plicating cancer  of  lung  in  fifty-seven-year-old  man. 
(A)  Frontal  teleroentgenogram  of  chest  showing 
infiltration  of  left  lower  lung,  elevation  of  dia- 
phragm, and  enlarged  cardiac  silhouette.  (B) 
Frontal  angiocardiogram  showing  large  soft-tissue 
density  (white  arrows)  adjacent  to  opacified  right 
atrium  and  elevation  of  heart  by  pericardial  fluid 
(black  arrow).  (C)  When  left  side  of  heart  opaci- 
fied, huge  soft-tissue  density  (arrows)  of  peri- 
cardial effusion  extended  well  beyond  left  ventricle. 


aneurysms,  including  diagnosis  of  one  that 
ruptured,  were  also  discussed. 

The  value  of  angiocardiography  for 
diagnosis  of  the  superior  vena  cava  syn- 
drome, invasion  of  the  left  pulmonary 
artery  at  the  hilus,  and  the  pericardium 
and  in  predicting  inoperability  of  lung 
cancer  was  also  shown.  Embolizations  of 
the  pulmonary  arterial  system  and  left 
atrial  thrombus  in  rheumatic  heart  disease 
also  underscored  the  importance  of  angio- 
cardiography in  geriatric  patients. 
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Interpretation  of  data  from  pul- 
monary function  tests  is  generally  restricted 
to  patients  suffering  from  diseases  of  the 
lungs.  For  the  office,  ventilatory  capa- 
bility may  be  simply  assessed  using  the 
Ventube  for  maximum  voluntary  ventila- 
tion and  walking  ventilation;  the  Vitalom- 
eter  (or  Vitalar)  for  vital  capacity,  FEV 
(forced  expiratory  volume),  and  maximum 
expiratory  flow  rate;  and  the  Wright 
respirometer  for  minute  volume  or  walking 
ventilation. 1 

The  evaluation  of  ventilatory  function  by 
spirometry  is  helpful  not  only  as  an  initial 
screening  procedure  but  also  as  an  indica- 
tion of  the  degree  of  disability  of  an  in- 
dividual. It  has  been  suggested  that 
values  of  less  than  80  per  cent  of  the  pre- 
dicted normal  value  for  maximum  voluntary 
ventilation,  FEV,  and  FEV0.5  indicate  im- 
pairment. 2 

“Time- volume  indices  which  measure  the 
mean  flow,  in  liters  per  minute  or  liters  per 
second,  over  specific  segments  of  the  FVC 
(forced  vital  capacity)  are  useful  in 
studying  airway  obstruction.  Increases  of 
20  per  cent  or  more  in  two  or  more  indices 
(FEFV25  per  cent  = FEV0.26  per  FVC)  may 
be  considered  significant”  and  are  used  in 

Presented  at  the  161st  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  Section  on 
Anesthesiology,  February  14,  1967. 

* Forced  expiratory  flow. 


measuring  the  efficacy  of  bronchodilator 
drugs  in  measuring  airway  obstruction. 2 

Such  simple  technics  have  been  used  by 
us  for  the  initial  evaluation  of  a new  bron- 
chodilator drug,  quinterenol  sulfate,  in  the 
treatment  of  asthmatic  attacks;  of  interest 
is  the  fact  that  this  drug  is  active  after  oral 
ingestion. 3 

Cass4  has  stated  that  “pulmonary  func- 
tion tests,  in  general,  require  a good  deal  of 
patient  cooperation,  are  often  difficult  to 
perform,  and  are  stressful  and  distressing  to 
the  individual  on  whom  they  are  being 
performed.  These  conditions  may  cause 
artificial  physiologic  situations  which  can 
compromise  results  in  the  very  ill,  in  the 
young,  and  in  nervous  patients.”  To  over- 
come these  disadvantages,  he  described  an 
“oscillation  pressure  method  for  measure- 
ment of  total  respiratory  resistance  and 
a mask  flowmeter  and  pressure  transducer 
for  measurement  of  nasal  airflow  resistance 
as  described  by  Ferris  et  al.b”  The  meas- 
urement can  be  made  by  a portable  unit 
with  minimal  inconvenience  to  the  patient. 

Another  useful  device,  the  body  plethys- 
mograph,  is  used  in  measuring  changes  in 
airway  caliber  and  to  indicate  interference 
with  an  individual’s  breathing  from  atmos- 
pheric pollutants  or  drugs  used  in  the 
treatment  of  respiratory  diseases.  Quin- 
terenol sulfate  is  currently  being  investi- 
gated by  theuseof  the  body  plethysmograph 
under  the  direction  of  R.  McFadden, 
M.D.,  in  the  pulmonary  function  laboratory 
of  Prof.  H.  Lyons  in  our  university.  Pre- 
liminary results  indicate  a duration  of 
action  exceeding  six  hours  in  those  indi- 
viduals  who  respond. 

Evaluation  of  drugs  per  se  by  the  investi- 
gation of  changes  in  pulmonary  parameters 
is  not  routinely  done.  Pharmacologic  as- 
sessments are  generally  restricted  to  those 
centers  where  interest  in  such  matters  lies. 

The  phrase  “the  pharmacologic  action  of 
a drug”  is  not  strictly  correct  for  it  is  “the 
response  of  the  tissues”  to  the  action  of  the 
drug.  This  may  vary  from  individual  to 
individual  and  even  in  the  same  indi- 
vidual at  different  times.  These  variations 
may  be  due  to  the  dose,  its  route  of  ad- 
ministration, the  presence  of  other  drugs  in 
the  patient,  and  so  forth.  Pathologic  con- 
ditions may  influence  a specific  tissue  re- 
sponse, and  many  an  anti-this  or  anti-that 
effect  will  not  be  elicited  from  physiologi- 
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cally  normal  tissue.  When  evaluating  the 
effect  of  a drug,  it  is  advisable  that  the  same 
individual  also  receive  a placebo  for  pur- 
poses of  comparison.  A sufficient  number 
of  subjects  must  be  examined  before  the 
tissue  response  to  a drug  can  be  accepted 
with  confidence. 

The  effects  of  drugs  on  respiration  require 
knowledge  of  more  than  the  one  or  two 
parameters  heretofore  considered  sufficient. 
An  example  to  illustrate  a common  pitfall 
is  the  assumption  that  a drug  has  respira- 
tory depressant  properties  following  the 
statement  that  there  was  decreased  ventila- 
tion following  its  use.  This  vague  term 
generally  refers  to  either  a decreased 
respiratory  rate,  a reduction  in  volume 
(either  tidal  or  minute),  or  both.  Either 
change,  in  itself,  may  not  be  truly  repre- 
sentative of  depression  for  the  volume 
breathed  may  have  increased  sufficiently 
to  compensate  for  the  reduction  in  rate. 
The  contrary,  likewise,  may  occur,  such  as 
a more  rapid  rate  of  respiration  to  make  up 
for  shallow  breathing.  Were  both  param- 
eters known,  the  absence  of  information 
with  regard  to  factors  such  as:  Was  the 
individual  asleep  or  exercising?;  what  was 
the  level  of  pC02  (carbon  dioxide  pressure)?; 
was  hypoxia  present?;  and  so  on  does  not 
permit  us  to  state  definitively  whether  the 
action  of  the  drug  is  depressant  or  not. 
The  conditions  under  which  the  drug  is 
presumed  to  act  must  be  precisely  known 
and  be  such  that  they  are  reproducible. 

The  assessment  of  the  effects  of  drugs  on 
ventilation  has  been  furthered  by  deter- 
mining response  curves  to  carbon  dioxide  in 
the  adult.  Rebreathing  response  curves 
of  infants  were  similar  to  but  less  marked 
than  those  for  adults,  and  this  may  be  due 
to  their  lower  paC02,  (arterial  carbon 
dioxide  pressure),  buffer  base,  and  greater 
metabolism  per  kilogram  body  weight.6 
Respiratory  depression  in  the  infant  ap- 
pears to  be  greater  after  morphine  than 
meperidine  and  is  believed  due  to  increased 
permeability  of  the  infant  brain.7  In 
general,  for  the  adult,  it  is  assumed  that 
cerebral  venous  gas  tension  is  not  a signifi- 
cant factor  and  that  metabolism  is  unaf- 
fected during  a test  run.  Apparently 
obesity,  when  pronounced,  decreases  the 
ventilatory  response  to  5 per  cent  carbon 
dioxide.8  Basically,  alveolar  ventilation 
is  required  to  be  within  physiologic  limits 


WHEN  ALVEOLAR  VENTILATION  is  plotted 
versus  arterial  carbon  dioxide,  the  resulting 
respiratory  response  curves  obtained  from 
different  subjects  permit  comparison  of  the 
effects  of  drugs  on  respiration.  The  re- 
spiratory depressant  activity  of  various  drugs 
was  tested.  Quinterenol  sulfate  in  the  treat- 
ment of  asthmatic  attacks  is  being  evaluated. 


so  that  there  is  sufficient  gaseous  exchange 
of  oxygen  and  carbon  dioxide.  Changes 
in  alveolar  ventilation  cannot  be  evaluated 
without  knowing  concomitant  values  for 
alveolar  pC02.9  When  alveolar  ventilation 
is  plotted  versus  arterial  carbon  dioxide, 
the  resulting  respiratory  response  curves 
obtained  from  different  subjects  permit 
comparison  of  the  effects  of  drugs  on 
respiration. 

The  determination  of  respiratory  re- 
sponse curves  has  become  a useful  tool 
clinically,  although  no  one  method  has 
become  commonly  accepted.  This  may 
be  due  to  the  limited  number  of  investiga- 
tors employing  this  technic,  each  with  his 
own  favorite  method.  In  our  studies,  we 
obviated  the  direct  multiple  samples  of 
arterial  blood  by  the  continuous  analyzing 
of  end-tidal  pC02,  using  a modification  of 
the  rebreathing  carbon  dioxide-challenge 
technic  of  Eckenhoff,  Helrich,  and  Hege.10 
Tidal  volume  is  measured  using  a spirom- 
eter filled  with  oxygen  from  which  and  into 
which  the  subject  rebreathes.  The  endog- 
enously produced  carbon  dioxide  accumu- 
lates and  acts  as  a stimulus  to  respiration. 
Both  carbon  dioxide  concentration  and 
tidal  volume  are  recorded  using  a direct- 
writing  multichannel  recorder.  A run 
lasts  approximately  five  minutes  and  is 
repeated  at  varying  intervals  post-drug 
injection.  The  minimal  interval  between 
successive  tests  on  any  one  subject  is  three 
days. 

Shifts  in  the  pulmonary  response  curves 
after  drug  administration  from  the  predrug 
or  control  period  response  curve  are  com- 
pared at  an  alveolar  ventilation  ratio  of  2.5 
times  that  of  the  first  minute  of  the  control 
curve.  This  value  permits  comparison  of 
results  in  subjects  whose  body  character- 
istics are  widely  disparate.  A shift  to  the 
right  indicates  respiratory  depression  and  is 
represented  by  a positive  mathematical 
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sign  being  given  to  the  displacement  value. 
The  displacement  values  for  all  subjects  are 
averaged  at  each  time  interval  after  drug 
injection.  These  data  are  subjected  to 
statistical  analysis  using  Student’s  t-test. 

Employing  this  method,  we  have  con- 
firmed the  well  known  respiratory  depres- 
sant activity  of  meperidine  hydrochloride 
(Demerol)  at  an  intravenous  dose  level  of 
0.5  mg.  per  kilogram.1112  The  intravenous 
route  of  administration  was  chosen  to 
ensure  a more  uniform  drug  response  time. 

Of  the  phenothiazines,  neither  prometha- 
zine (Phenergan),13  nor  propiomazine 
hydrochloride  (Largon),14  nor  methotri- 
meprazine15  resulted  in  respiratory  depres- 
sion. Our  findings  corroborate  this  for  the 
first  two  drugs.  Chlorpromazine  hydro- 
chloride (Thorazine)  alone  produced  depres- 
sion,16 and  its  combination  with  meperidine 
hydrochloride  resulted  in  a greater  degree 
and  duration  of  respiratory  depression  than 
that  found  for  meperidine  hydrochloride 
alone.17  In  our  studies,  with  the  doses  for 
each  drug  being  half  those  reported,  we 
found  no  respiratory  depressant  effect  for 
the  combination.  On  the  other  hand,  we 
have  noted  that  one  of  the  1,4-benzodi- 
azepines, chlordiazepoxide  hydrochloride 
(Librium),  alone  produced  no  consistent 
depression,  although  its  combination  with 
meperidine  hydrochloride  resulted  in  a 
greater  duration  than  that  for  meperidine 
hydrochloride  alone.18  Other  benzodiaze- 
pines, diazepam  (Valium)19  and  oxazepam 
(Serax),20  likewise  did  not  depress  respira- 
tion in  the  usual  clinical  doses. 

The  commonly  held  belief  that  the  seda- 
tive, sodium  pentobarbital  (Nembutal), 
at  clinical-dose  levels  produces  depression 
has  not  been  borne  out  by  our  investiga- 
tions,21 although  respiratory  depression  has 
been  observed  in  the  hypnotized  state22  as 
well  as  in  the  drowsy  state.23 

It  is  hoped  that  these  findings  will  be  of 
further  interest  and  will  result  in  the  more 
widespread  use  of  such  “sophisticated” 
methods  in  evaluating  the  action  of  drugs 
on  respiration. 

600  West  246th  Street 
The  Bronx,  New  York  10471 
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Discussion 

Gerald  Edelist,  M.D.,  The  Bronx, 
New  York.  The  problem  of  accurately 
assessing  the  respiratory  effect  of  drugs  has 
plagued  physiologists  and  pharmacologists 
alike  for  many  years.  The  earliest  efforts 
revolved  about  the  measurement  of  respira- 
tory rate.  When  it  became  obvious  that 
this  measurement  meant  very  little,  since 
wide  variations  in  tidal  volume  could  occur, 


3234  New  York  State  Journal  of  Medicine  / December  15,  1967 


the  measurement  of  minute  volume  (tidal 
volume  X rate  per  minute)  was  used. 
However,  even  measuring  minute  volume, 
the  problem  still  remained  that  although 
the  response  of  the  respiratory  mechanism 
was  determined,  the  strength  of  the  stimu- 
lus was  unknown.  For  example,  a minute 
ventilation  of  10  L.  at  a paC02  of  40  is 
indicative  of  respiratory  stimulation  while 
a minute  ventilation  of  10  L.  at  paC02  of 
50  is  indicative  of  respiratory  depression. 
Therefore,  the  next  step  was  to  produce  a 
stimulus  response  or  carbon  dioxide-re- 
sponse curve. 

The  major  stimulus  to  respiration  is  the 
pC02  of  blood  and  spinal  fluid  acting 
through  its  effect  on  pH.  The  pH  of  the 
blood  acts  to  stimulate  respiration  through 
the  peripheral  chemoreceptors  (carotid  and 
aortic  bodies)  while  the  pH  of  the  cerebro- 
spinal fluid  acts  through  the  central  chemo- 
receptor  located  on  the  anterolateral  surface 
of  the  medulla,  bathed  in  cerebrospinal 
fluid.  A step  increase  in  carbon  dioxide 
provides  a stimulus  to  respiration  by 
lowering  the  pH  of  blood  and  cerebrospinal 
fluid.  A carbon  dioxide-response  curve 
can  then  be  constructed  either  by  adding 
carbon  dioxide  to  the  inspired  mixture  or 
allowing  the  patient  to  provide  his  own 
carbon  dioxide  by  rebreathing  into  a 
system,  and  measuring  the  ventilation  pro- 
duced by  the  build-up  of  carbon  dioxide  in 
the  blood.  The  best  measurement  we  have, 
at  the  moment,  of  the  stimulus  to  respira- 
tion is  the  arterial  pC02.  Since  arterial 
puncture  involves  some  discomfort  to  the 
patient,  some  investigators  have  used  end- 
tidal  pC02  and  assumed  it  to  be  equal  to 
the  arterial  pC02.  However,  in  the  case 
of  patients  with  large  physiologic  dead- 
space  (hypotension,  pulmonary  embolism, 
and  so  on)  or  under  anesthesia  there  is  an 
arterial-alveolar  carbon  dioxide  gradient  so 
that  the  end-tidal  carbon  dioxide  may  not 
be  entirely  accurate  although  still  useful. 

As  already  stated,  cerebrospinal  fluid-pH 
is  a very  important  (in  quantitative  terms 
probably  the  most  important)  stimulus  to 
respiration.  Therefore,  in  the  construction 
of  carbon  dioxide-response  curves  many 
observers  feel  that  the  level  of  carbon 
dioxide  must  be  held  constant  for  at  least 
six  minutes  after  each  step  rise,  in  order 
that  the  cerebrospinal  fluid  can  equilibrate 


with  the  arterial  blood  and  the  ventilatory 
response  reach  its  maximum.  If  continu- 
ous rebreathing  is  allowed  with  no  period  of 
equilibration,  then  the  true  response  is 
never  illicited  at  any  one  pC02,  and  the 
carbon  dioxide-response  curve  is  not  as 
accurate  as  if  three  or  four  different  points 
are  described  at  carbon  dioxide  levels 
maintained  constant  for  at  least  six  minutes. 

Having  constructed  a carbon  dioxide- 
response  curve,  the  effect  of  different 
physiologic  and  pharmacologic  parameters 
on  respiration  can  be  rationally  studied. 
A shift  of  the  curve  to  the  left  or  an  increase 
in  slope  from  the  control  signifies  stimula- 
tion; a shift  of  the  curve  to  the  right  or 
decrease  in  slope  from  the  control  signifies 
depression.  Dr.  Steen  has  compared  the 
effect  of  his  drugs  at  alveolar  ventilation 
ratio  of  2.5  times  ventilation  at  the  end  of 
one  minute,  using  alveolar  ventilation 
against  paC02.  Alveolar  ventilation  is  not 
easily  measured,  since  physiologic  dead 
space  which  changes  with  tidal  volume  must 
be  measured,  and  any  assumption  about 
dead  space  especially  in  the  face  of  pul- 
monary disease  is  dangerous.  Also,  the 
respiratory  center  reacts  to  carbon  dioxide 
by  adjusting  the  minute  ventilation  as  both 
alveolar  ventilation  and  dead  space  are 
changed,  so  it  would  seem  that  the  minute 
volume  is  an  easier  and  more  reasonable 
parameter  to  measure. 

As  Dr.  Steen  has  mentioned,  there  are 
many  variables  which  affect  carbon  dioxide 
response  and  must  be  taken  into  considera- 
tion. The  level  of  wakefulness  is  one 
important  factor;  the  more  alert  the 
patient,  the  farther  to  the  left  the  curve 
will  be.  The  curve  is  also  shifted  to  the 
left  by  hypoxia,  fever,  and  metabolic 
acidosis,  which  must  be  avoided  during  the 
test.  On  the  other  hand,  if  there  is  a 
decreased  compliance,  increased  airway 
resistance,  or  muscular  weakness,  it  may 
be  impossible  for  the  patient  to  increase  his 
ventilation  even  though  he  has  no  depres- 
sion of  his  respiratory  rate  or  carbon  dioxide 
response. 

Dr.  Steen’s  article  shows  very  nicely  that 
the  carbon  dioxide-response  curve  technic 
can  be  a very  useful  tool  in  the  evaluation 
of  drugs,  including  the  general  anesthetic 
agents,  and  any  other  parameters  that 
affect  the  regulation  of  respiration. 
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T he  postanesthetic  use  of  analeptics 
continues  to  be  a topic  of  discussion  and 
controversy.  Opinions  range  froma  nihil- 
istic attitude  to  those  who  advise  using 
analeptics  routinely  in  the  postanesthetic 
“stir-up”  regimen. 

From  all  available  studies  about  analep- 
tics, it  appears  that  they  are  only  non- 
specific central  nervous  system  stimulants, 
that  they  do  not  influence  the  metabolism  of 
central  nervous  system  depressing  drugs, 
nor  do  they  contribute  toward  their  elimi- 
nation by  any  other  route  than  via  the 
lungs.  Several  recently  published  studies 
indicate,  however,  that  analeptics  ad- 
ministered immediately  after  the  anes- 
thetic has  been  terminated  definitely  im- 
prove ventilation  and  might  accelerate 
arousal. 1 ~3  Both  these  actions  are  of  value 
in  the  recovery  period.  Improved  ventila- 
tion would  tend  to  prevent  the  very  fre- 

Presented  at  the  161st  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  Section  on 
Anesthesiology,  February  14,  1967. 


quent  postanesthetic  hypoxia  and  hyper- 
capnia, and  quicker  arousal,  provided  the 
effect  is  persistent,  would  greatly  facilitate 
nursing  care  in  the  recovery  room. 

As  with  any  drugs  given  to  a patient, 
safety  is  a primary  consideration:  Among 

the  several  recently  introduced  analeptics, 
doxapram  hydrochloride  (Dopram)  seems 
to  offer  the  widest  margin  of  safety.  Most 
of  the  others  have  a narrower  range  be- 
tween the  dose  that  increases  ventilation 
and  wakefulness  and  the  dose  that  causes 
severe  coughing,  pruritus,  restlessness,  and 
even  convulsions.4  5 

This  study  was  designed  to  explore  the 
effects  and  value,  if  any,  of  doxapram  hy- 
drochloride in  the  postanesthetic  period  of 
patients  recovering  from  a barbiturate- ni- 
trous oxide  anesthetic.  Since  thiopental  is 
the  main  anesthetic  agent  and  its  elimina- 
tion is  not  hastened  by  doxapram  hydro- 
chloride, a better  separation  of  the  respira- 
tory and  arousal  effects  would  be  possible. 

Answers  to  the  following  questions  re- 
lating to  the  recovery  period  as  well  as  to 
the  drug  itself  were  sought:  (1)  Is  faster 

awakening  possible  by  using  a brief  infusion 
of  doxapram  hydrochloride?;  (2)  if  “yes,” 
is  the  arousal  sustained?;  (3)  if  “yes,”  can 
the  patient  be  discharged  from  the  recovery 
room  earlier?;  (4)  is  pharmacologic  hyper- 
ventilation and  even  “sighing”  during  re- 
covery from  anesthesia  beneficial  in  main- 
taining adequate  oxygenation  and  acid-base 
balance?;  and  (5)  is  doxapram  hydrochlo- 
ride a safe  drug  and,  if  “yes,”  how  safe? 

As  previously  reported,  we  found  a dif- 
ference in  the  time  for  full  recovery  in  pa- 
tients receiving  doxapram  hydrochloride 
although  accelerated  arousal  was  not  as 
prominent  a feature  as  was  stimulation  of 
respiration. 3 In  the  present  study  con- 
ducted essentially  along  the  same  princi- 
ples, we  attempted  to  evaluate  not  only  the 
changes  in  wakefulness  and  ventilation  but 
also  their  effect  on  blood  gases. 

Material 

Forty-five  gynecologic  patients,  ages 
seventeen  to  sixty,  about  to  undergo  minor 
gynecologic  procedures  such  as  dilatation 
and  curettage  and  cervical  biopsies  or 
conizations,  were  studied.  Anyone  having 
an  organic  disease,  which  would  place  her 
below  American  Society  of  Anesthesiolo- 
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gists  physical  state  1,  was  excluded  from  the 
study.  The  only  exceptions  allowed  were 
some  obese  but  otherwise  healthy  patients. 
The  inclusion  of  obese  patients  was 
prompted  by  the  interest  in  the  influence  of 
pharmacologic  hyperventilation  on  the 
blood  gases  frequently  known  to  be  ab- 
normal even  without  any  drug-induced  de- 
pression. Thirty  patients  received  doxa- 
pram  hydrochloride.  Fifteen  served  as 
controls. 

Premedication  consisted  of  pentobarbital 
1 mg.  per  kilogram  plus  atropine  sulfate 
0.4  to  0.6  mg.  Scopolamine  and  meperi- 
dine hydrochloride  were  deliberately  omit- 
ted to  avoid  such  factors  as  occasional 
restlessness  (scopolamine)  or  nausea  and 
vomiting  (meperidine  hydrochloride).  In- 
duction was  performed  with  thiopental 
according  to  a previously  described  technic, 
the  patients  receiving  twice  the  hypnotic 
dose  (sleep  dose).  Anesthesia  was  main- 
tained with  nitrous  oxide,  oxygen  60 : 40  at  a 
10  L.  per  minute  flow  rate.  It  was 

thought  advisable  to  increase  the  oxygen 
concentration  over  that  used  in  our 
previous  study  because  of  the  recently 
described  low  oxygen  tension  levels  with 
75  per  cent  nitrous  oxide,  as  well  as  to 
maintain  a lighter  plane  of  anesthesia. 
Small  doses  of  succinylcholine  chloride  were 
given  when  relaxation  was  necessary  to 
facilitate  gynecologic  examination.  Res- 
pirations were  assisted  throughout  anes- 
thesia to  eliminate  the  possibility  of  hypo- 
ventilation. As  soon  as  surgery  was  com- 
pleted, the  anesthetic  was  discontinued; 
the  patient’s  tidal  volume  measured  with  a 
Wright  respirometer;  respiratory  rate, 
pulse  rate,  and  blood  pressure  recorded; 
and  an  infusion  of  a 0.1  per  cent  solution  of 
doxapram  hydrochloride  started.  The  in- 
fusion was  administered  via  a number  18 
needle  or  indwelling  catheter  at  an  average 
rate  of  80  mg.  per  minute  (range  50  to 
100  mg.  per  minute)  until  the  patient  woke 


thirty  patients  received  doxapram  hy- 
drochloride and  15  served  as  controls.  It  was 
found  that  in  patients  emerging  from  thio- 
pental-nitrous oxide  anesthesia  for  minor 
surgical  procedures,  the  awakening  period 
was  not  shortened  appreciably.  However, 
arousal  was  sustained,  suggesting  earlier 
discharge  from  the  recovery  room  and  from  the 
hospital.  Pharmacologic  hyperventilation 
failed  to  improve  postanesthetic  hypoxia, 
and  although  doxapram  hydrochloride  is 
apparently  safer  than  other  analeptics,  the 
patient  must  be  closely  watched  and  super- 
vised. 


up  or  until  the  maximal  safe  dose  of  500  mg. 
was  administered. 

These  measurements  were  recorded  at 
one,  three,  five,  seven,  ten,  fifteen,  twenty, 
twenty-five,  and  thirty  minutes  after  the 
termination  of  surgery  or  until  the  patient 
was  fully  recovered  from  anesthesia  and 
able  to  answer  questions,  recall  dates,  and 
execute  a verbal  command.  Arterial  blood 
samples  for  measurement  of  blood  gases 
were  taken  prior  to  induction,  at  the  termi- 
nation of  surgery  but  before  doxapram 
hydrochloride  was  started,  and  thirty  min- 
utes later.  The  pH,  arterial  oxygen  ten- 
sion, and  arterial  carbon  dioxide  tension 
were  read  in  duplicate  on  the  Epsco  blood 
parameter  analyzer.  The  arterial  oxygen 
saturation  was  measured  on  the  American 
optical  oximeter. 

The  identical  procedure  was  followed  on 
all  control  cases,  the  only  exception  being 
the  omission  of  doxapram  hydrochloride. 

Results 

Respiratory  changes.  Administration 
of  doxapram  hydrochloride  produced  a 
potent  stimulant  action  on  breathing,  with 
a rapid  onset  (about  one  minute),  leveling 
off  after  a few  minutes,  and  then  decreasing 
gradually  to  remain  above  the  base  line 


TABLE  I.  Blood  pH  and  gases 

Arterial  Carbon  Arterial  Oxygen 

pH * - — Dioxide  Tension — - Tension • 

End  of  30  Minutes  End  of  30  Minutes  End  of  30  Minutes 
Condition  Anesthesia  Later  Anesthesia  Later  Anesthesia  Later 

Doxapram  hydrochloride,  7.45  7.45  30  34  81  81 

25  patients 

Controls,  15  patients  7.45  7.42  35  39  80  77 
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Mean  — Thiopental — — — — - — - — -Doxapram  Hydrochloride 

Mean  Duration  Mean  Mean  Mean 

Age  of  of  Anes-  Sleep  Mean  Dose  Mean  Dose 
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tidal  volume  (20  patients)  or  within  50  cc. 
of  the  base  line  (8  patients).  In  only  2 very 
obese  patients  did  the  tidal  volume  fall 
below  the  base  line  after  thirty  minutes. 
The  increase  in  tidal  volume  usually  pre- 
ceded the  increase  in  respiratory  rate  with 
the  latter  being  less  pronounced. 

Circulatory  changes.  Changes  in 
blood  pressure  and  heart  rate  were  slight. 
Increase  in  blood  pressure  was  more  pro- 
nounced than  rise  of  heart  rate.  An  in- 
crease in  blood  pressure  exceeding  10  mm. 
of  mercury  was  observed  in  12  patients, 
most  of  them  having  had  a decrease  in 
blood  pressure  during  anesthesia  as  com- 
pared with  the  preoperative  level.  In  no 
instance  was  the  change  in  blood  pressure 
or  heart  rate  of  alarming  proportions. 

Blood  gases  and  pH  changes.  No  sig- 
nificant changes  were  found  in  pH  values, 
arterial  oxygen  saturation,  arterial  carbon 
dioxide  tension,  or  arterial  oxygen  tension 
(Table  I). 

Side-effects.  In  spite  of  fairly  large 
doses  and  rapid  administration,  doxapram 
hydrochloride  proved  to  be  a safe  agent, 
especially  when  compared  with  other 
analeptics.  Only  1 patient  exhibited  neu- 
rologic signs  of  tetany  after  seven  minutes 
of  marked  hyperventilation  (positive  Chvo- 
stek’s  sign,  mild  degree  of  carpopedal  spasm). 
These  signs  subsided  within  two  to  three 
minutes  after  doxapram  hydrochloride  was 
discontinued,  and  her  tidal  volume  fell  to 
450  cc.  from  800  cc.  One  patient  had  mild 
nausea  and  vomiting  after  administration  of 
doxapram  hydrochloride  was  discontinued. 
Two  patients  complained  of  “feeling 
chilly.” 

Sleeping  time.  No  statistically  signifi- 
cant difference  in  total  sleep  time  could  be 
found  between  the  controls  and  patients 
receiving  doxapram  hydrochloride  (Tables 
II  and  III).  However,  there  is  the  strong 
clinical  impression  that  doxapram  hydro- 
chloride does  have  a marked  effect,  at  least 
on  the  wakeful  appearance  and  behavior  of 
the  patient,  if  not  in  total  sleep  time. 
Once  awake,  only  3 of  the  30  patients  re- 
ceiving doxapram  hydrochloride  remained 
drowsy,  and  none  of  them  reverted  to  the 
hypnotic  stage.  On  the  other  hand,  7 of  the 
15  controls  remained  very  sleepy  and  an- 
swered questions  sluggishly  with  the  typical 
slurred  speech  of  a patient  only  partially 
awake.  When  not  stimulated  vocally,  they 
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TABLE  III.  Postanesthetic  recovery  time  in  minutes 


Response  to  Answers  to  Questions 

Verbal  Command — — - (Name,  Address) Hand-Nose  Test- 


Doxapram 

Hydrochloride 

Controls 

Doxapram 

Hydrochloride 

Controls 

Doxapram 

Hydrochloride 

Controls 

Shortest 

1 

1 

1 

1 

1 

1 

Mean 

3 

9 

5 

9 

5 

11 

Longest 

10 

60 

10 

60 

15 

65 

TABLE  IV. 

Patient  serving  as  her  own  control 

Category 

Thiopental 
Dose  in 
Milligrams 

Anesthesia 
Time  in 
Minutes 

Total 
Anesthesia 
Time  in 
Minutes 

Doxapram 
Dose  in 
Milligrams 

Comments 

Doxapram  hydrochloride 

500 

20 

30 

350 

Wide  awake, 

(May,  1966) 

Control  (October,  1966) 

550 

30 

60 

conversing  freely 
Sleepy 

promptly  went  back  to  sleep.  Some  even 
required  airway  support,  either  manual  or 
by  insertion  of  a nasopharyngeal  airway. 
Of  the  patients  receiving  doxapram  hydro- 
chloride, 15  (50  per  cent)  were  fully  awake, 
alert,  conversing  freely,  and  relating  their 
impressions  of  the  anesthetic  as  well  as 
asking  questions  about  time,  outcome  of 
operation,  and  so  on.  These  patients  could 
have  been  discharged  from  the  recovery 
room  much  sooner,  were  it  not  for  the  obser- 
vation time  required  for  the  study.  A case 
in  point  is  a patient  who  served  as  her  own 
control,  as  she  underwent  two  dilatation 
and  curettage  operations  six  months  apart 
(Table  IV). 

Comment 

The  infusion  of  doxapram  hydrochloride 
had  a potent  stimulant  effect  on  breathing 
which  became  apparent  within  a few  sec- 
onds of  the  intravenous  administration  and 
was  usually  followed  by  evidence  of  cortical 
stimulation  and  wakefulness.  Funderbunk 
and  Alphin,6  working  with  dogs,  could 
detect  a selective  increase  of  electrical 
activity  in  the  inspiratory  and  expiratory 
centers  with  as  little  as  0.2  mg.  per  kilo- 
gram; about  ten  times  larger  doses  were 
needed  to  produce  stimulation  in  other 
areas  of  the  brain.  The  use  of  a dilute  con- 
tinuous intravenous  infusion  of  doxapram 
hydrochloride  permits  similar  clinical  ob- 
servations in  the  human  being,  although 


there  is  no  electroencephalographic  .evi- 
dence of  this  in  man. 

One  may  wonder  about  the  safety  of 
doxapram  hydrochloride  when  given  in 
large  doses.  From  our  experience  both  in  a 
previous  study3  and  in  the  present  one,  as 
well  as  from  those  of  others,7,8  it  appears 
that  doses  of  up  to  500  mg.  can  be  safely 
administered  as  long  as  the  patient  is 
closely  watched  and  the  infusion  stopped  at 
the  first  sign  of  undesirable  side-effects. 

The  small  difference  between  the  total 
sleep  time  in  the  patients  treated  with 
doxapram  hydrochloride  and  the  controls 
seems  to  be  at  odds  with  reports  by  other 
authors.1,2  This  could,  however,  be  ex- 
plained by  the  fact  that  potent  volatile 
anesthetic  agents  were  used  in  the  other 
studies.  Increased  pulmonary  ventilation 
with  doxapram  hydrochloride  might  accel- 
erate their  elimination  and  hasten  recovery. 

The  situation  is  quite  different  when  the 
main  anesthetic  agent  is  an  intravenous 
barbiturate,  elimination  of  which  is  totally 
independent  of  the  respiratory  exchange. 
If  faster  awakening  from  thiopental  anes- 
thesia is  not  significantly  accelerated  by  the 
use  of  doxapram  hydrochloride,  there  re- 
mains no  doubt  that  once  awake,  the  pa- 
tients having  received  doxapram  hydro- 
chloride after  short,  minor  surgical  pro- 
cedures do  not  go  back  to  sleep  and  there- 
fore can  be  discharged  from  the  recovery 
room  earlier.  This  fact  may  take  on  more 
significance  in  view  of  the  possibility  of 
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using  doxapram  hydrochloride  after  out- 
patient anesthesia,  thus  enabling  the  pa- 
tients to  leave  the  hospital  after  minor  pro- 
cedures without  having  to  take  up  a hos- 
pital bed. 

Quite  a different  aspect  of  the  use  of 
pharmacologic  “stir-up”  regimen  in  the 
recovery  room  is  the  role  in  maintaining 
adequate  oxygenation  and  acid-base  bal- 
ance. Although  this  may  prove  of  value 
after  major  surgery  and  in  poorer-risk 
patients,  the  data  obtained  by  us  showed 
that  the  majority  of  healthy  patients,  after 
a short  anesthetic  for  minor  surgery,  were 
able  to  maintain  satisfactory  homeostasis 
without  pharmacologic  hyperventilation 
(Table  I).  It  might  be  added,  as  observed 
by  others,  that  additional  oxygen  in  the 
recovery  period  is  needed  to  maintain  an 
arterial  oxygen  tension  above  90  mm.  of 
mercury  8-10 

Indiscriminate  pharmacologic  hyperven- 
tilation has  its  own  drawbacks,  often 
defeating  the  purpose  of  the  treatment. 
Such  may  be  the  case  where  the  oxygen 
cost  of  hyperventilation  and  concomitant 
increase  in  carbon  dioxide  production 
exceed  the  benefits  of  the  slightly  improved 
oxygenation.  These  patients  may  actually 
experience  dyspnea.11 

Conclusion 

Administration  of  doxapram  hydrochlo- 
ride to  patients  emerging  from  thiopental- 
nitrous  oxide  anesthesia  for  minor  surgical 
procedures  does  not  shorten  awakening 
appreciably.  Once  the  patient  wakes  up, 
however,  doxapram  hydrochloride  will  usu- 
ally sustain  arousal  and  prevent  reverting 
to  the  hypnotic  stage,  thus  facilitating  re- 
covery room  care  and  perhaps  permitting 
earlier  discharge.  Although  it  improves 
pulmonary  ventilation  considerably,  oxy- 
genation is  not  augmented  in  otherwise 
healthy  patients  unless  nasal  oxygen  is 
administered.  Doxapram  hydrochloride  is 
a safe  and  dependable  respiratory  stimu- 
lant devoid,  in  clinical  doses,  of  the  side-ef- 
fects of  other  analeptics. 
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Discussion 

Lester  C.  Mark,  M.D.,  New  York  City. 
Dr.  Evers  and  Dr.  Dobkin  have  collected 
some  interesting  and  valid  data,  but  their 
conclusions  do  not  necessarily  follow.  Let 
us  consider,  in  the  same  numerical  se- 
quence, the  five  questions  posed  in  their 
introduction:  (1)  No  significant  difference 

in  awakening  time  was  observed  after 
doxapram  hydrochloride.  (2)  Arousal  was 
sustained,  suggesting  (3)  earlier  discharge 
from  the  recovery  room  and  enabling  out- 
patients to  leave  after  minor  procedures 
without  occupying  a hospital  bed.  These 
recommendations  are  not  to  be  taken 
lightly.  Patient  safety  requires  the  arousal 
effects  to  outlast  the  residual  effects  of  the 
depressant  drugs  and  to  be  unaccompanied 
by  undesirable  side-effects.  Neither  goal 
can  be  guaranteed,  nor  can  the  number  of 
man  hours  assigned  to  patient  care  be  re- 
duced. Because  of  the  evanescent  action 
of  single  injections  of  an  analeptic,  further 
doses  or  continued  infusion  are  required, 
with  constant  monitoring  until  either  the 
desired  end  point  or  the  maximum  safe  dose 
is  reached.  One  hopes  the  casual  reader 
will  not  apply  this  technic  to  dental  and 
other  ambulatory  patients,  whose  prompt, 
alert  awakening  would  be  equally  desirable. 
Such  patients,  commonly  less  well  super- 
vised postoperatively  than  hospital  inpa- 
tients, are  even  more  vulnerable;  they 
should  be  allowed  to  recover  less  spectacu- 
larly but  more  physiologically. 
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(4)  The  authors  found  that  pharmaco- 
logic hyperventilation  failed  to  improve 
postanesthetic  hypoxia.  This  is  not  sur- 
prising in  view  of  published  studies  with 
ethamivan*  and  unpublished  studies  with 
doxapram  hydrochloride,  which  showed 
that  increased  minute  volume  of  ventilation 
was  coupled  with  a sharp  rise  in  oxygen 
consumption  far  exceeding  the  oxygen  cost 
of  the  hyperventilation.  The  rise  was 

* Cherniak,  R.  M.,  and  Young,  G.:  An  evaluation  of 

ethamivan  as  a respiratory  stimulant  in  barbiturate  intoxi- 
cation, and  alveolar  hypoventilation,  in  emphysema  and 
obesity,  Ann.  Int.  Med.  60  : 631  (1964). 


Ototoxic  antibiotics 


Although  inner  ear  damage  caused  by  anti- 
biotics is  rare  and  may  be  prevented  by  cautious 
use,  these  drugs  are  currently  the  leading  cause 
of  iatrogenic  deafness.  For  prevention  of  this 
complication,  an  understanding  of  their  ab- 
sorption, distribution,  and  excretion  is  essential. 
H.  J.  Meuwissen,  M.D.,  and  G.  C.  Robinson, 
M.D.,  writing  in  a recent  issue  of  Clinical  Pedi- 
atrics, feel  that  the  main  factors  in  damage  ap- 
pear to  be  plasma  concentration  and  duration  of 
exposure  to  the  drug.  Since  the  ototoxic  anti- 
biotics are  excreted  chiefly  by  way  of  the  kidneys, 
renal  failure  is  the  prime  cause  of  excessively 
high  blood  levels  and  consequent  inner  ear 
damage.  Renal  function  should  be  evaluated 
before  and  during  treatment  and,  if  possible,  the 
dose  reduced  on  a scale  with  decreasing  kidney 
function.  Overdosage  may  also  occur  because 
of  the  highly  concentrated  solutions  available 
which  make  administration  in  minute  doses 
necessary.  The  danger  can  be  reduced  by  using 
higher  dilutions,  especially  of  kanamycin  sulfate. 
Also  predisposing  to  ototoxicity  is  the  simul- 
taneous or  successive  use  of  two  or  more  drugs  in 
the  presence  of  either  renal  immaturity  or  in- 
creasing age  along  with  pre-existing  disease  of 
the  inner  ear. 

Vestibular  damage,  resulting  from  prolonged 
continuous  administration  of  streptomycin  sul- 


ascribed to  a generalized  increase  in  muscle 
activity,  since  it  could  be  prevented  in  dogs 
by  spinal  anesthesia  or  muscle  relaxant 
drugs.  Stimulant  therapy  in  the  presence 
of  uncorrected  respiratory  obstruction 
could,  of  course,  be  highly  deleterious. 
The  present  authors  wisely  recognize  the 
need  for  oxygen  administration  postopera- 
tively  despite  the  use  of  doxapram  hydro- 
chloride if  oxygenation  is  to  be  improved. 
(5)  Doxapram  hydrochloride  may  be  safer 
than  other  analeptics,  but  it  is  far  from  in- 
nocuous. 


fate,  is  rare  if  therapy  is  intermittent  or  daily  use 
not  prolonged  more  than  a month.  Recom- 
mended doses  vai’y  from  15  to  30  mg.  per  kilo- 
gram per  day,  with  15  mg.  the  maximum  for  pre- 
mature and  newborn  infants.  Kanamycin  sul- 
fate has  caused  hearing  loss  after  a total  intra- 
muscular dose  of  5 to  6 Gm.  in  adults  with  renal 
disease.  It  is  more  hazardous  in  patients  over 
forty-five  and  in  unrecognized  pre-existing  hear- 
ing loss.  In  adults,  1 to  2 Gm.  daily  and  in 
children  15  mg.  per  kilogram  per  day  are  reason- 
ably safe  for  a week  or  ten  days.  In  premature 
and  newborn  infants  up  to  fifteen  days  old,  5 to  7 
mg.  every  twelve  hours  is  advocated.  Neomy- 
cin and  framycetin  should  be  used  only  orally, 
and  even  then  they  are  not  considered  to  be 
completely  safe.  Vancomycin  is  rarely  indi- 
cated since  the  advent  of  the  synthetic  penicil- 
lins. Very  high  plasma  levels  may  cause  deaf- 
ness. Viomycin  sulfate  is  used  only  in  tubercu- 
losis and  should  never  be  given  with  strep- 
tomycin sulfate.  Viomycin  sulfate  causes  ves- 
tibular damage  and  deafness.  New  and  insuf- 
ficiently tried,  gentamicin  sulfate  is  active 
against  gram-negative  and  positive  bacteria. 
Vestibular  damage  is  related  to  high  plasma 
levels.  It  should  not  be  given  to  newborn  chil- 
dren, pregnant  women,  or  persons  who  have 
taken  another  ototoxic  drug.  The  dose  is 
0.4  mg.  per  kilogram  three  times  daily.  Colis- 
tin  causes  severe  ataxia  and  partial  deafness  if 
plasma  levels  are  excessive.  The  recommended 
dose  is  2 to  10  mg.  per  kilogram  per  day. 
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T he  purpose  of  this  report  is  to  survey  the 
experience  with  an  IUCD  (intrauterine 
contraceptive  device)  of  a new  structural 
configuration,  (Saf.  T.  Coil),  which  has  not 
yet  been  evaluated  in  the  literature.  Two 
models  are  available,  33  and  33S,  the  only 
difference  being  the  type  of  transcervical 
appendage. 

The  survey  was  performed  from  July, 
1965,  to  January,  1967,  to  ascertain  (1)  if 
the  new  structural  type  compared  well  with 
other  devices  in  use,  (2)  if  the  new  con- 
figuration reduced  the  percentage  of  pa- 
tients in  which  the  device  would  be  unsuit- 
able, and  (3)  if  in  fact  this  particular  IUCD 
should  continue  to  be  the  method  of  choice 
in  the  family  planning  clinic  at  the  Meth- 
odist Hospital  of  Brooklyn. 

Materials  and  methods 

The  device  in  question  presents  a new 
configuration  which  closely  resembles  the 
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FIGURE  1.  New  device.  On  left,  33S;  on  right,  33. 
In  lower  position,  inserter. 


shape  of  the  uterine  cavity.  Type  33  has 
as  a cervical  appendage  a plastic  beaded 
tail;  33S  has  a dermolon  thread  (Fig.  1). 
Both  are  available  in  prepacked,  sterile 
containers,  ready  for  use.  Both  are  im- 
pregnated with  barium  to  make  their 
radiographic  visualization  possible. 

All  patients  in  the  study  selected  this 
method  of  contraception.  The  following 
contraindications  were  observed:  preg- 

nancy, leiomyoma  uteri,  previous  history  of 
pelvic  inflammatory  disease,  genital  car- 
cinoma, and  nulliparity.  The  devices  were 
inserted  immediately  after  or  during  a spon- 
taneous menses.  Patients  were  instructed 
on  the  possible  complications  and  told  to 
return  in  one  week,  then  after  the  first 
menses,  and  finally  every  six  months.  The 
devices  were  to  be  left  in  situ  as  long  as  the 
patient  desired  contraception. 

Technic  of  insertion 

All  patients  were  screened  with  a Papa- 
nicolaou smear  and  then  asked  to  return  for 
insertion  during  or  immediately  after  the 
occurrence  of  spontaneous  catamenia.  At 
this  time  bimanual  examination  was  per- 
formed and  the  cervix  visualized.  No 
vaginal  preparation  was  used.  The  device 
was  removed  from  its  presterilized  packing 
and  inserted  under  direct  vision.  A tenac- 
ulum was  not  used  on  the  cervix,  nor  was 
the  uterine  cavity  sounded.  The  majority 
of  the  patients  tolerated  the  insertion  with- 
out any  particular  discomfort. 

One  hundred  and  three  patients  were 
included  in  the  survey.  All  were  delivered 
on  the  maternity  service  of  the  Methodist 
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TABLE  I.  Distribution  of  patients  according  to  age  and  parity 


Age 

(Years) 

Total 

Patients 

0 

1 

2 

3 

4 

5 

6 to  9 

10  or 
more 

16  to  18 

0 

2 

1 

0 

0 

0 

0 

0 

3 

19  to  25 

0 

5 

21 

9 

2 

4 

0 

0 

41 

26  to  30 

0 

1 

21 

3 

2 

3 

5 

1 

36 

31  to  35 

0 

1 

2 

1 

3 

2 

3 

1 

13 

36  to  40 

0 

0 

0 

0 

1 

2 

1 

1 

5 

41  to  45 

0 

0 

0 

2 

0 

0 

2 

1 

5 

Totals 

0 

9 

45 

15 

8 

11 

11 

4 

103 

Hospital  of  Brooklyn.  There  was  a total 
of  124  insertions,  all  of  which  were  per- 
formed by  the  obstetric  and  gynecologic- 
residents  under  supervision  of  the  attending 
staff. 

Sixty-one  insertions  were  with  type  33 
and  sixty-three  with  type  33S.  The  33S 
is  now  the  device  of  choice  but  was  not  used 
initially  because  it  had  not  as  yet  become 
available.  The  intrauterine  structure, 
which  is  what  we  really  wish  to  evaluate,  is 
the  same  in  both. 

The  device  was  inserted  in  77  white  and 
in  26  nonwhite  patients.  The  median 
parity  was  two  but  ranged  from  one  to 
sixteen.  The  youngest  in  the  study  was 
seventeen  and  the  oldest  forty-two,  the 
median  age  being  twenty-seven  (Table  I). 
All  the  devices,  with  the  exception  of  one, 
were  inserted  after  at  least  six  weeks  had 
elapsed  since  the  last  confinement.  The 
earliest  insertion  was  four  weeks  post- 
partum. The  majority  were  inserted  three 
or  more  months  after  the  last  confinement 
(Table  II).  A total  of  one  thousand 
eighty-two  woman  months  were  studied. 
The  median  time  in  place  was  ten  months 
(Table  III).  No  patients  were  lost  to 
follow-up. 

Expulsion 

The  device  was  aborted  eleven  times  in 
9 patients.  One  patient  expelled  the  coil 
three  times  and  was  finally  eliminated  from 
the  study.  Another  aborted  it  twice,  and 
2 refused  reinsertion  after  the  first  episode. 
Three  patients  in  the  series  did  not  abort 
the  IUCD  after  the  second  insertion.  At 
the  time  of  this  report,  2 of  these  had  tol- 
erated it  for  thirteen  months  and  the  other 
for  ten  months.  Therefore,  the  new  device 
was  found  not  to  be  acceptable,  because  of 


TABLE  II.  Time  of  insertion  with  relation  to  last 
date  of  confinement 


Weeks 

Number  of 
Patients 

1 to  3 

0 

4 

1 

5 

0 

6 to  8 

29 

13  or  more 

73 

Total 

103 

TABLE  III.  Number  of  months  in  place 

Months 

Number  of 
Patients 

Less  than  4 

5 

4 to  5 

22 

6 to  8 

36 

9 to  12 

37 

13  to  15 

14 

16  to  20 

10 

Total 

124 

expulsion,  in  6 cases.  The  rate  of  expul- 
sion in  103  patients  with  124  insertions  was 
9 per  cent.  Six  per  cent  of  the  patients  in 
the  study  were  eliminated  because  of  this 
complication.  There  seems  to  be  no  rela*- 
tion  between  expulsion,  age,  and  parity 
(Table  IV).  Six  of  the  9 patients  expelled 
the  device  after  it  had  been  in  place  less 
than  four  months  (Table  V). 


Removals 

Removals  are  described  in  Table  VI. 
There  were  25  removals  in  the  survey,  of 
which  16  were  reinserted.  Fourteen  of 
these  were  cases  in  which  the  device  had 
been  removed  because  of  the  investigator’s 
choice  or  patient’s  request  to  replace  the 


December  15,  1967  / New  York  State  Journal  of  Medicine  3243 


TABLE  IV.  Relation  between  age,  parity,  and  expulsion 


Age 
(Y  ears) 

1 

2 

3 

4 

5 

6 

7 

8 

9 

10 

Total 

Expul- 

sions 

16  to  18 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

19  to  25 

1 

0 

3 

0 

0 

0 

0 

0 

0 

0 

4 

26  to  30 

0 

2 

0 

0 

0 

1 

0 

0 

0 

0 

3 

31  to  35 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

36  to  40 

0 

0 

0 

0 

0 

1 

0 

0 

1 

0 

2 

41  to  45 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

Totals 

1 

2 

3 

0 

0 

2 

0 

0 

1 

0 

9 

TABLE  V.  Time  in  place  prior  to  expulsion 


1 or  less 
Patients 

2 to  4 5 to  8 

9 to  11 

2 

4 0 

3 

older  coil  with  the  33S.  A total  of  10  were 
removed  because  of  complications  directly 
related  to  the  presence  of  the  IUCD:  7 
because  of  excessive  bleeding,  pain,  or  both; 
1 because  of  pelvic  inflammatory  disease; 
1 because  the  tip  was  found  embedded  in 
the  cervix;  and  another  because  the  device 


inverted  itself  in  the  uterus.  Two  of  these 
10  cases  had  the  coil  reinserted  and  sub- 
sequently tolerated  it  satisfactorily.  An- 
other patient  requested  removal  because 
she  desired  pregnancy.  She  conceived  with- 
in two  months  and  at  the  time  of  the  report 
is  at  sixteen  weeks  gestation.  Eight  per 
cent  were  removed  because  of  complications 
directly  related  to  the  presence  of  the  device 
and  were  not  reinserted.  Therefore,  in  the 
final  analysis,  14  patients  or  approximately 
14  per  cent  of  the  population  study  were 
eliminated  because  the  new  device  was  not 
acceptable  (Table  II). 


TABLE  VI.  Removals 


Reason  for  Removal 

Removed 

Reinserted 

Excessive  bleeding 

5 

0 

Pain 

1 

0 

Bleeding  and  pain 

1 

0 

Pelvic  inflammatory  disease 

1 

0 

Tip  imbedded  in  cervix 

1 

1 

Inversion  of  device  in  uterus 

1 

1 

Investigator’s  choice 

5 

5 

Patients  requesting  change  to  new  type 

9 

9 

Planning  pregnancy 

1 

0 

Totals 

25 

16 

TABLE  VII. 

Side-effects 

Complications 

Number 

Per  cent 

Increased  vaginal  discharge 

23  (11  with  bead, 

12  without  bead) 

23.0 

Hypermenorrhea 

20 

20.0 

Tip  felt  by  husband 

20  (bead,  out  of  61) 

20.0 

Spotting 

20 

20.0 

Backache 

5 

5.0 

Lower  abdominal  pain 

5 

5.0 

Cervical  appendage  not  visualized 

4 

4.0 

Cervical  appendage  not  felt  by  patient 

2 

1.8 

Pelvic  inflammatory  disease 

2 

1.8 

Reversal  of  device  in  uterine  cavity 

1 

1.0 

Tip  imbedded  in  cervix 

1 

1.0 

Syncope 

1 

1.0 
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TABLE  VIII.  Comparison  with  other  devices  (percent) 


New 

Device 

Lippes 
Loop  * 

Margolis 
Coil,  Large* 

Birnberg, 

Large* 

Steel 

Ring* 

Pregnancy  rate 

2.1 

2.4 

1.5 

5.2 

4.8 

Expulsion 

6.0 

11.3 

23.3 

4.5 

18.7 

Removal  due 

to  method 

8.0 

14.6 

28.3 

15.0 

8.9 

Total  not 

acceptable 

14.0 

25.9 

51.6 

19.5 

27.6 

* Teitze,  C.:  Cooperative  Statistical  Program  for  the  Evaluation  of  Intra-Uterine  Devices,  Sixth  Progress  Report,  part  2, 

National  Committee  of  Maternal  Health,  December  31,  1965. 


Side-effects 

Side-effects  are  described  in  Table  VII. 
In  20  cases  of  61  with  the  transcervical 
bead,  the  tip  was  said  to  have  been  felt  by 
the  husband.  With  the  change  to  the  33S 
type,  this  complication  was  no  longer 
present.  There  were  no  reported  incidents 
of  penile  trauma  with  either  type. 

There  were  23  cases  of  increased  vaginal 
discharge;  11  were  seen  in  cases  with  the 
beaded  appendage  and  12  with  the  string. 
Therefore,  there  seems  to  be  no  relationship 
to  the  presence  or  absence  of  a rigid 
transcervical  appendage  and  increased  vag- 
inal discharge. 

Twenty  patients  complained  of  hyper- 
menorrhea  and  20  of  intermenstrual  spot- 
ting in  the  early  cycle.  Only  in  5 of  these 
was  it  severe  enough  to  necessitate  removal. 
Five  others  complained  of  lower  abdominal 
pain  and  5 of  backache. 

Syncope 

One  patient,  a twenty-two-year-old 
Puerto  Rican,  para  2-0-0-2,  had  an  episode 
of  syncope  during  the  insertion  of  the 
device.  This  complication  has  been  ob- 
served by  others,  primarily  in  nulligravidas. 
It  is  thought  to  be  due  to  a vagovagal  re- 
flex. She  was  hospitalized  for  observation 
and  released  after  twenty-four  hours.  It 
is  interesting  to  note  that  the  patient  re- 
quested a change  from  33  to  33S  and  had 
a reinsertion  seven  months  later  without 
recurrence  of  this  complication. 

Infection 

There  were  2 cases  of  pelvic  inflammatory 
disease  in  the  study.  One  developed  twelve 
days  after  the  insertion  and  was  com- 
plicated by  pelvic  peritonitis.  The  device 
was  removed  and  the  patient  hospitalized. 


She  was  treated  medically  with  good  re- 
sponse. In  the  other,  the  inflammation 
seemed  to  be  confined  to  the  uterus  and 
developed  after  the  device  had  been  in  situ 
eight  months.  The  coil  was  not  removed, 
and  again  the  patient  responded  to  medical 
treatment.  There  seemed  to  be  no  rela- 
tionship to  the  type  of  transcervical  ap- 
pendage, since  one  was  a 33S  and  the  other 
a 33.  It  is  difficult  to  relate  the  infection 
to  the  presence  of  the  IUCD,  since  there  is 
no  way  of  saying  whether  or  not  these 
patients  would  have  developed  the  inflam- 
mation if  the  device  had  not  been  in  place. 
However,  this  did  not  seem  to  be  a real 
problem  in  the  survey. 

Perforation 

Corpus.  There  were  no  perforations 
reported  in  this  series.  The  number  of 
insertions  are,  however,  few,  and  since  this 
accident  has  been  noted  with  other  devices, 
it  must  be  mentioned  so  that  we  not  forget 
that  this  complication  can  occur. 

Cervix.  In  1 patient  with  the  beaded 
appendage,  the  cervix  was  perforated. 
The  device  was  removed  by  gentle  traction, 
and  a similar  type  was  inserted  with  no  fur- 
ther problem. 

Inversion  of  device  in  uterus 

On  one  occasion  the  transcervical  ap- 
pendage could  not  be  visualized.  The 
device  was  found  to  have  inverted  itself  in 
the  uterine  cavity.  Removal  was  per- 
formed in  the  outpatient  department  with- 
out difficulty. 

Pregnancy 

There  were  2 pregnancies  in  this  series. 
One  occurred  after  expulsion  of  the  device 
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and  ended  with  spontaneous  abortion  at 
ten  weeks.  The  other  pregnancy  occurred 
with  the  device  in  situ.  At  the  time  of  the 
report,  the  patient  is  at  fourteen  weeks 
gestation. 

There  were  one  thousand  eighty-two 
woman  months  observed  for  a pregnancy 
rate  of  2.1  per  cent. 

Comment 

Although  the  sampling  is  admittedly 
small,  the  results  with  this  new  device  are 
indeed  encouraging  (Table  VIII).  Further 
studies  are  definitely  indicated.  However, 
this  pilot  survey  does  offer  a valid  argument 
for  continuing  to  use  this  device  in  our 
family  planning  clinic.  Only  time  and 
further  investigation  will  tell  if  the  new 
device  will  live  up  to  this  initial  sampling. 


It  is  our  intention,  therefore,  to  review  our 
results  periodically  so  as  to  be  aware  of  the 
effectiveness  of  this  particular  IUCD. 

Summary 

The  new  intrauterine  device  (Saf.  T. 
Coil),  a device  of  new  structural  configura- 
tion, was  studied.  There  were  124  inser- 
tions in  103  patients  for  a total  of  one 
thousand  eighty-two  woman  months. 
Pregnancy  rate  was  2.1  percent. 

Fourteen  per  cent  of  the  patients  studied 
were  eliminated  because  of  expulsion  or  re- 
movals directly  related  to  the  method. 

It  was  concluded  that  this  new  device 
compared  well  to  the  others  in  use,  and,  in 
fact,  although  the  sampling  is  small,  may 
prove  to  be  superior  if  the  initial  trend 
continues. 


Share 

Your 

Medical 

Journals 

With 

Colleagues 

Overseas 


The  doctors  of  the  U.S.A.  are  being  asked  to  send  their  medical  journals — 
after  they  have  read  them— to  colleagues  overseas  (Asia,  Latin  America, 
and  Africa)  who  wish  to  have  access  to  current  medical  literature  but, 
either  because  of  currency  regulations  or  actual  cost  involved,  cannot 
themselves  subscribe  to  medical  periodicals.  We  can  supply  you  with 
the  name,  address,  and  medical  specialty  of  doctors  in  these  areas  who 
would  be  happy  to  receive  these  much  wanted  journals,  {particularly 
specialty  journals),  which  you  will  mail  direct  to  your  overseas  colleague. 

This  is  a direct  “Doctor-to-Doctor”  program  which  is  being  sponsored  by 
the  American  Medical  Association  with  the  collaboration  of  The  World 
Medical  Association  to  help  alleviate  the  lack  of  current  medical  publica- 
tions and  to  further  international  good  will.  Your  cooperation  in  this 
program  will  be  greatly  appreciated  and  your  contact  with  these  colleagues 
in  other  countries,  we  can  assure  you,  will  prove  very  gratifying.  If  you 
wish  to  participate  in  this  program,  send  your  name,  address,  and  titles  of 
journals  you  will  contribute  to  DOCTOR-TO-DOCTOR  PROGRAM, 
The  World  Medical  Association,  10  Columbus  Circle,  New  York,  New 
York  10019. 


3246  New  York  State  Journal  of  Medicine  / December  15,  1967 


Cryoextraction  of  Lens 


of  346  cataract  extractions,  178  were 
performed  by  conventional  technics  and  168 
were  cryoextractions.  With  cryoextraction, 
4.2  per  cent  had  capsule  rupture  compared 
with  11.2  per  cent  with  forceps  or  erysiphake. 
Vitreous  loss  was  1.8  per  cent  with  cryoex- 
traction and  1.1  per  cent  with  forceps  or 
erysiphake.  In  one  surgeon’s  experience 
with  cryoextraction,  the  percentage  of  intra- 
capsular  extraction  improved  from  86.2  to 
97.9.  The  advantages  and  relative  safety 
of  cryoextraction  make  this  a method  of  choice 
in  routine  cataract  surgery  and  in  the  extrac- 
tion of  subluxated,  luxated,  mature,  and  hyper- 
mature  lenses.  ( Erysiphake  is  a suction 
instrument  used  for  lens  removal.) 


TABLE  I.  Cryosurgery  with  and  without  enzymatic 
zonulolysis 

With  Without 

-—Enzyme — - - — Enzyme — 

Num-  Per  Num-  Per 
Condition  her  Cent  her  Cent 


HENRY  S.  METZ,  M.D.* 
Norfolk,  Virginia 

From  the  Division  of  Ophthalmology,  Department 
of  Surgery,  University  of  Rochester  School  of 
Medicine  and  Dentistry,  Rochester,  New  York 


Cryoextraction  of  a cataract  was  first 
reported  in  1961.  Krwawicz,12  followed 
by  Kelman3  and  Bellows,4-7  published 
their  experiences  with  this  technic  and  are 
proponents  of  the  method.  De  Roetth8 
warns  of  the  potential  dangers  and  counsels 
caution  until  more  results  are  available. 
Except  for  the  reports  of  Krwawicz,2 
Bellows,7  and  Rosengren,9  most  reports  of 
cryoextraction  describe  results  in  a small 
number  of  patients410-15  and  have  been 
concerned  with  modifications  or  innovations 
in  instrumentation.  The  purpose  of  this 
report  is  to  contrast  the  surgical  complica- 
tions in  cryoextraction  with  those  of  other 
methods  of  cataract  extraction  in  a rela- 
tively large  series. 

Materials  and  methods 

The  series  consists  of  346  cataract  extrac- 
tions. Of  these,  178  were  performed,  by 
several  surgeons,  using  the  conventional 
technics  of  erysiphake  or  capsule  forceps; 
168  were  cryoextractions.  In  general,  the 
cases  were  unselected.  However,  there 
were  3 subluxated  lenses  and  14  mature  or 
hypermature  cataracts  operated  on  by 
cryosurgery  because  they  presented  surgi- 
cal problems.  Conventional  technics  were 

* Trainee  in  Ophthalmology  under  Grant  NB5091  of  the 
U.S.  Public  Health  Service  and  Surgeon,  U.S.  Public  Health 
Service  Hospital,  Bethesda,  Maryland.  Present  address: 
Chief,  Ophthalmology  Department,  U.S.  Public  Health 
Service  Hospital,  210  State  Street,  New  Orleans,  Louisiana 
70118. 


Intracapsular  107  96.4  54  94.7 

Capsule  rupture  4 3.6  3 5.3 

Vitreous  loss  2 1.8  1 1.8 


not  selected  in  those  cases  because  of  the 
difficulties  involved. 

The  Kelman  cryostylet  was  used  for  cryo- 
extraction. 

Except  for  the  method  of  lens  extraction, 
the  surgical  technic  consisted  of  a limbus- 
based  flap,  a 180-degree  corneoscleral 
incision,  and  a peripheral  iridectomy. 
Enzymatic  zonulolysis  was  used  in  the 
same  manner  and  frequency  practiced 
prior  to  cryoextraction  (Table  I).  Lens 
extraction  with  forceps  or  erysiphake  was 
performed  by  tumbling,  lifting,  or  sliding. 
Cryoremoval  was  performed  by  the  sliding 
method. 

There  were  17  instances  of  adherence  of 
the  iris  or  cornea  to  the  ice  ball  formed  in 
the  lens.  Separation  was  accomplished 
by  defrosting  the  tip  or  by  irrigating  the 
area  of  adherence  with  a stream  of  saline 
solution.  The  lens  became  detached  from 
the  tip  in  6 cases,  and  the  cryostylet  was 
reapplied. 

After  lens  extraction,  the  wound  was 
closed  with  3 to  5 interrupted  sutures  and 
the  conjunctiva  with  running  stitch. 
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TABLE  II.  Cryosurgery  versus  conventional 
methods 


Condition 

Cryo- 

— -surgery . 

Num-  Per 
ber  Cent 

Conven- 

tional 

. — Methods — - 
N um-  Per 
ber  Cent 

Intracapsular 

161 

95.8 

158  88 . 8 

Capsule  rupture 

7 

4.2 

20  11.2 

Vitreous  loss 

3 

1.8 

2 1.1 

TABLE  III.  Experience  of  individual  surgeon 

Conven- 

Cryo-  tional 


•surgery — - - — Methods — - 


Condition 

Num- 

ber 

Per 

Cent 

Num- 

ber 

Per 

Cent 

Intracapsular 

46 

97.9 

50 

86.2 

Capsule  rupture 

1 

2.1 

8 

13.8 

Vitreous  loss 

0 

0 

0 

0 

Results 

The  results  of  cryosurgery  are  compared 
with  conventional  methods  of  cataract 
extraction  in  Table  II.  Four  and  two 
tenths  per  cent  had  capsule  rupture  with 
cryoextraction  compared  with  11.2  per  cent 
with  forceps  or  erysiphake.  The  inci- 
dence of  vitreous  loss  was  1.8  per  cent  with 
cryoextraction  and  1.1  per  cent  with  for- 
ceps or  erysiphake. 

Case  reports 

Case  1.  Three  patients  with  subluxated 
lens  had  surgery  with  the  cryotechnic.  In  the 
first,  a conventional  extraction  was  attempted 
with  enzymatic  zonulolysis.  An  effort  was 
made  to  grasp  the  anterior  lens  capsule  with 
forceps.  The  lens  slipped  away  and  disappeared 
from  view.  The  surgeon  believed  the  lens  had 
become  dislocated  and  dropped  down  into  the 
vitreous  body.  The  eye  was  closed  without 
vitreous  loss,  but  postoperatively  the  catarac- 
tous  lens  was  seen  in  a central  position.  The  in- 
ferior and  lateral  zonules  had  broken,  and  the 
lens  had  rotated  backward  on  a hinge  formed 
by  the  superior  zonules.  The  lens  later  floated 
back  into  its  original  position.  Cryoextraction 
was  easily  performed  since  a firm  adhesion 
formed  with  only  a light  touch  between  the  an- 
terior lens  capsule  and  the  cryostylet  tip.  Vit- 
reous body  was  not  lost,  and  the  eye  recovered 
uneventfully. 

Case  2.  The  second  patient  had  a sub- 
luxated lens  associated  with  Marfan’s  syndrome. 
Following  the  limbal  incision,  a moderate 


TABLE  IV.  Experience  of  individual  surgeon 

Conven- 

Cryo-  tional 

—-surgery — - . — Methods— 
No  No 

En-  En-  En-  En- 
Condition  zyme  zyme  zyme  zyme 

lntracapsular  17  29  4 46 

Capsule 

rupture  10  0 8 

Vitreous  loss  0 0 0 0 


amount  of  liquid  vitreous  body  was  lost.  The 
cataract  was  subluxated  and  covered  by  a thin 
layer  of  formed  vitreous  body.  The  cryostylet 
tip  was  passed  through  this  layer  of  vitreous 
body  and  contact  made  with  the  anterior  lens 
capsule.  After  several  seconds,  a firm  attach- 
ment formed.  The  lens  was  removed  within 
the  capsule  and  a sable  brush  used  to  clear  ad- 
herent vitreous  body  from  the  cataract.  No 
further  vitreous  body  was  lost,  and  the  eye  was 
closed  without  incident.  Immediately  follow- 
ing surgery,  a retinal  detachment  was  noted, 
which  obviously  had  been  present  for  some  time 
and  was  not  attributable  to  the  method  of  cata- 
ract extraction. 

Case  3.  The  third  patient  gave  a history 
of  trauma  to  each  eye  on  several  occasions. 
Examination  revealed  a completely  dislocated 
lens  in  one  eye  and  a mature  lens  apparently 
in  normal  position  in  the  other  eye.  At  cata- 
ract surgery,  the  lens  was  subluxated  inferiorly, 
vitreous  body  covering  the  anterior  lens  capsule. 
Cryoextraction  was  performed  as  described, 
without  vitreous  loss.  The  eye  healed  without 
incident. 

Results.  The  results  of  cryosurgery, 
with  and  without  enzymatic  zonulolysis,  are 
shown  in  Table  I.  No  significant  differ- 
ence is  seen  between  the  two  groups,  since 
the  percentage  of  successful  intracapsular 
extractions  is  similar. 

The  experience  of  one  participating  sur- 
geon is  summarized  in  Tables  III  and  IV. 
The  incidence  of  capsule  rupture  was  de- 
creased with  the  cryotechnic.  Two  and 
one  tenth  per  cent  of  cases  had  capsule  rup- 
ture with  this  method,  compared  to  13.8 
per  cent  with  conventional  methods  and 
11.2  per  cent  in  all  patients  operated  on 
without  the  cryostylet  (Table  III).  The 
incidence  of  successful  intracapsular  cryo- 
extraction was  not  influenced  by  the  use  of 
enzymatic  zonulolysis  (Table  IV). 

Comment 

The  first  large  series  of  cryoextractions 
was  reported  by  Krwawicz  in  1963. 2 
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Of  660  patients,  2.3  per  cent  had  a capsule 
rupture,  and  1.7  per  cent  of  the  last  292 
cases  in  the  series  had  vitreous  loss. 

In  a more  recent  publication,  Krwawicz 
reported  2,000  cryoextractions.  Capsule 
rupture  occurred  in  1.5  per  cent  of  cases, 
usually  at  the  lower  pole.  Possible  causes 
of  rupture  are:  (1 ) excessive  shrinkage  of  the 
lens  capsule  at  the  site  of  application  of  the 
cryoextractor,  (2)  a too  narrow  corneo- 
scleral section,  or  (3)  capsule  incised  during 
iridotomy  or  injured  with  the  iris  retractor. 
In  our  experience,  it  seemed  that  shrinkage 
of  the  capsule  with  tearing  at  the  opposite 
side  was  the  most  frequent  cause  of  capsule 
rupture. 

Bellows7  recorded  165  cryoextractions 
without  capsule  rupture.  The  incidence  of 
hemorrhage,  vitreous  loss,  and  iris  prolapse 
was  less  than  in  the  past.  No  postopera- 
tive infection  or  phaco-anaphylactic  en- 
dophthalmitis occurred,  reflecting  the  ab- 
sence of  cortical  remnants. 

Not  all  the  literature  on  cryomethods  has 
been  this  favorable.  Rosengren9  reported 
128  cases  with  capsule  rupture  in  10.9  per 
cent  and  vitreous  loss  in  3.1  per  cent.  He 
suggested  that  the  relatively  high  incidence 
of  capsule  tear  was  caused  by  inexperience 
with  the  technic. 

Our  results,  although  not  as  impressive 
as  those  of  Bellows,  compare  favorably 
with  Krwawicz’s  study  and  are  better  than 
the  results  of  Rosengren.  This  technic 
may  be  used  to  advantage  in  routine  cata- 
ract surgery,  and  is  probably  the  method  of 
choice  in  the  surgical  treatment  of  sub- 
luxated, luxated,  mature,  and  hypermature 
cataracts. 

Certain  investigators  believe  that  cryo- 
removal  of  the  lens  may  be  excessively 
dangerous.  De  Roetth8  states  that  con- 
siderable change  can  take  place  in  the  entire 
vitreous  body  with  cryoextraction  and 
thereby  indirectly  affect  the  metabolism  of 
the  retina. 

Kelman  and  Cooper12  demonstrated  that 
temperature  measurements  of  the  vitreous 
body  in  the  living  cat  eye,  only  2 mm.  dis- 
tant from  the  intralenticular  ice  ellipsoid, 
yielded  values  of  plus  30  C.  He  felt  the 
possibility  of  damage  to  adjacent  tissues 
was  unlikely.  The  clinical  observations 
over  three  years,  of  patients  who  had  cryo- 
extraction, have  not  revealed  any  untoward 
effects  of  freezing. 


During  cryoextraction  of  the  lens,  the 
iris  and/or  cornea  may  become  adherent 
to  the  tip  of  the  cryostylet  or  to  the  intra- 
lenticular ice  ball.  Contact  of  the  iris 
with  the  cold  tip  led  to  localized  iris  atrophy 
and  localized  loss  of  pigment  epithelium. 
Visual  results  have  not  been  unfavorably 
influenced  by  this  occurrence. 

Maumenee  and  Kornblueth16  studied 
rabbit  and  rat  corneas  after  freezing  the 
epithelium.  Slight  corneal  edema  was 
seen  grossly  two  or  three  hours  after  freez- 
ing. The  edema  increased  up  to  twenty- 
four  horns  and  persisted  for  several  days. 
Swelling  and  opacification  gradually  sub- 
sided, leaving  the  cornea  normal  in  ap- 
pearance on  gross,  slit-lamp,  and  histologic 
examinations  five  to  seven  days  after 
freezing. 

Bellows5  applied  cold  to  the  cornea  and 
studied  the  effects.  An  epithelial  defect 
resulted,  which  regenerated  the  following 
day.  Endothelial  contact  led  to  cloudi- 
ness in  the  treated  area  for  several  days. 
After  two  weeks,  only  cracks  and  folds  in 
Descemet’s  membrane  remained.  The 
cornea  resumed  normal  appearance  in 
four  weeks.  This  is  in  accord  with  our 
clinical  observations  after  corneal  endo- 
thelium adheres  to  the  ice  ball.  There  was 
no  instance  of  observable  permanent  cor- 
neal change  resulting  from  the  contact  with 
the  frozen  tip. 

The  work  of  others  and  our  observations 
indicate  that  cryoextraction  of  the  lens 
causes  no  significant  change  in  the  vitreous 
body  and  only  transient  changes  in  the 
cornea. 

Localized  iris  atrophy  does  not  preclude 
a successful  outcome. 

Summary 

The  results  of  168  cryosurgical  and  178 
conventional  cataract  extractions  are  re- 
ported. 

The  incidence  of  capsule  rupture  was 
11.2  per  cent  in  the  conventional  group 
compared  to  4.2  per  cent  with  cryomethods. 
The  occurrence  of  vitreous  loss  was  similar 
in  the  two  groups. 

Enzymatic  zonulolysis  did  not  affect 
the  incidence  of  intracapsular  cryoextrac- 
tion. 

In  one  surgeon’s  experience  with  cryo- 
extraction, the  percentage  of  intracapsular 
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extraction  improved  from  86.2  to  97.9 
per  cent. 

The  advantages  of  cryoextraction  and  its 
relative  safety  allow  the  selection  of  this 
method  in  routine  cataract  surgery  and  in 
the  extraction  of  subluxated,  luxated, 
mature,  and  hypermature  lenses. 

U.S.  Public  Health  Service  Hospital 
210  State  Street 
New  Orleans, 
Louisiana  70118 
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Helicopters 
in  civil  aviation 


The  increasing  appearance  of  “whirlybirds”  in 
newspaper  headlines  and  television  newscasts 
has  focused  public  attention  on  helicopters. 
Their  use  in  civil  aviation  has  grown  rapidly  in 
recent  years,  and  the  outlook  is  for  a strong  con- 
tinued uptrend,  feels  the  Metropolitan  Life  In- 
surance Company. 

At  the  start  of  1962,  the  number  of  active 
rotorcraft  in  general  aviation  was  about  800. 
By  1966  the  figure  had  jumped  to  more  than 
1,500,  an  increase  of  nearly  90  per  cent.  The 
Federal  Aviation  Administration  estimates  a 
total  of  1,700  helicopters  in  use  at  the  beginning 
of  1967,  and  the  forecast  is  for  4,000  by  1977. 

One  major  area  of  rapid  growth  in  the  use  of 
helicopters  has  been  in  scheduled  passenger  serv- 
ice by  United  States  air  carriers  which  are  not 
classified  under  general  aviation.  During  1966 
these  helicopters  flew  some  25,420,000  revenue 
passenger  miles  and  transported  over  a million 
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passengers,  almost  three  times  the  mileage  and 
passengers  recorded  in  1962. 

There  were  3.56  accidents  with  fatalities  per 
100,000  hours  flown  in  rotorcraft  in  1965,  com- 
pared with  4.22  for  the  1962  to  1965  period.  In 
the  four-year  period,  94  persons  lost  their  lives. 
About  40  per  cent  of  the  accident  victims  during 
the  1962  to  1965  period  were  killed  in  commer- 
cial flying:  air  taxi  operations,  fire  control, 

power  and  pipeline  patrol,  and  aerial  application 
of  chemicals  or  seed.  In  addition,  30  per  cent  of 
all  the  deaths  were  connected  with  noncommer- 
cial activities:  flying  for  pleasure,  for  personal 

transportation  or  in  connection  with  a private 
business,  in  corporate  operations,  or  in  other 
activities  where  no  direct  fee  is  charged.  The 
remaining  31  per  cent  of  deaths  in  rotorcraft  ac- 
cidents during  1962  to  1965  occurred  in  flying 
related  to  such  functions  as  ferrying,  testing, 
demonstrations,  and  supervised  instruction. 

During  the  1962  to  1965  period,  only  1 fatal 
accident  occurred  in  the  passenger  type  of  heli- 
copter service,  taking  the  lives  of  3 passengers 
and  3 crew  members.  This  is  equivalent  to  a 
passenger  fatality  rate  of  .05  per  million  revenue 
passenger  miles. 
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Miliary  Pulmonary  Disease 


Case  history 

Richard  Bernstein,  M.D.*:  A fifteen- 

year-old  schoolboy  presented  symptoms 
including  progressive  dyspnea  on  exertion, 
fatigue,  mildly  productive  cough,  and  a 
25-pound  weight  loss  over  a five-month 
period.  He  and  his  father  raised  chickens. 
In  August,  1966,  they  also  acquired  16  pi- 
geons and  in  September  of  that  year  a 
larger  number.  In  January  they  moved 
them  to  a new  loft,  cleaning  up  a consider- 
able amount  of  debris  in  the  process.  In 
February  they  changed  the  diet  of  the  pi- 
geons to  sugar  cane  which  they  had  had  on 
hand  for  several  years.  In  February  the 
boy  noted  the  onset  of  fatigue  and  shortness 
of  breath  while  ice  skating,  followed  by 
frequent  episodes  of  dyspnea.  Four  weeks 
prior  to  admission  he  began  having  a cough 
productive  of  clear  sputum.  He  had  had 
four  episodes  of  low-grade  fever  with  nausea 
and  vomiting  preceding  his  admission  in 
early  May. 

Physical  examination  was  within  normal 
limits. 

The  routine  laboratory  tests  were  normal. 
There  were  negative  complement  fixation 
tests  for  histoplasmosis  and  blastomycosis. 
Cultures  were  negative  for  acid-fast  ba- 
cilli, and  all  skin  test  results  were  negative. 

Edward  Carsky,  M.D.f:  The  first 

film  shows  a diffuse  pulmonary  abnor- 
mality characterized  by  very  tiny  ill-defined 

* Resident,  Department  of  Radiology,  Upstate  Medical 
Center. 

f Assistant  Professor,  Department  of  Radiology,  Upstate 
Medical  Center. 


nodules.  The  heart  is  normal.  There  is 
no  evidence  of  hilar  adenopathy.  There  is 
no  pleural  abnormality.  The  bones  appear 
to  be  entirely  normal.  Subsequently,  films 
were  made  eight  and  thirteen  days  later. 
These  show  no  appreciable  change. 

So  many  diseases  will  produce  this  type 
of  pulmonary  pattern  that  an  adequate 
differential  diagnosis  is  impossible  without 
careful  attention  to  the  history.1  Miliary 
tuberculosis  and  acute  forms  of  miliary 
pneumonia  can  be  excluded  because  of  the 
chronicity  of  the  illness.  The  environ- 
mental history,  however,  raises  several 
possibilities.  The  information  indicating 
exposure  to  debris  in  chicken  coops  raises  a 
possibility  of  histoplasmosis.  An  exposure 
to  pigeons  raises  the  diagnosis  of  ornithosis. 
An  exposure  to  sugar  cane  brings  up  bagas- 
sosis. 

The  negative  complement  fixation  and 
skin  test  results  seem  to  exclude  histoplas- 
mosis. There  were  other  negative  com- 
plement fixation  tests  that  probably  in- 
cluded evaluation  for  ornithosis,  but  I won’t 
exclude  that  possibility  completely  at  this 
time.  Bagassosis  can  present  precisely 
this  radiographic  appearance  and  remains  a 
possibility. 

Another  consideration  in  the  differential 
diagnosis  of  this  kind  of  pulmonary  pattern 
is  farmer’s  lung,  a type  of  allergic  response 
to  antigens  in  moldy  hay.  Was  there  any 
exposure  to  moldy  hay? 

Dr.  Bernstein:  As  far  as  we  know 

there  was  no  exposure  to  hay. 
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Dr.  C arsky:  Have  they  regularly 

cleaned  out  the  pigeon  coop  in  the  past? 

Dr.  Bernstein:  This  is  the  only  time 

they  have  ever  done  it.  They  moved  the 
pigeons  to  a new  coop  and  cleaned  out  the 
old  one. 

Dr.  Carsky:  I think  this  fact  is  signifi- 

cant. This  could  be  bagassosis,  but  I feel 
that  it  is  most  likely  to  be  a variant  of 
farmer’s  lung. 

E.  Robert  Heitzman,  M.D.*:  When 

you  see  a diffuse  nodular  pattern  like  this  do 
you  have  a differential  diagnosis  which  you 
mentally  run  through? 

Dr.  Carsky:  Not  really.  There  are  so 

very  many  possibilities  that  you  must  have 
some  history  to  start  sifting  and  sorting.  I 
think  one  of  the  first  things  I would  try  to 
find  out  is  whether  the  individual  is  acutely 
ill.  If  so,  I would  think  in  terms  of  miliary 
tuberculosis  or  a type  of  miliary  pneumonia 
as  diagnostic  possibilities.  In  more  chronic 
situations  careful  attention  to  a detailed 
history  is  most  important  in  suggesting  the 
most  likely  diagnosis. 


Dr.  Carsky’s  diagnoses 

1.  ■?  Sensitivity  reaction  to  the  organic 
dust  {pigeon ) 

2.  ? Bagassosis 

3.  ? Ornithosis 

Bedros  Markarian,  M.D.f:  The 

lung  biopsy  tissue  was  first  examined  under 
the  dissecting  microscope  and  revealed 
multiple  grey-white  areas  of  consolidation 
measuring  approximately  1 mm.  in  diam- 
eter. Microscopically,  there  is  a great  deal 
of  interstitial  cellularity  consisting  of 
lymphocytes,  plasma  cells,  and  some  histio- 
cytes. In  some  areas  there  are  focal  inter- 
stitial nodules  of  these  same  cells,  a few 
with  giant  cells  (Fig.  1A).  There  are  also 
scattered  areas  of  intra-alveolar  organizing 
pneumonitis  (Fig.  IB).  The  chief  process 
in  this  lung  appears  to  be  a chronic  inter- 
stitial granulomatous  pneumonitis.  The 
real  problem  for  the  pathologist  is  in  at- 
tempting to  make  a more  specific  diagnosis. 
There  is  a large  group  of  similar  lung  dis- 
eases most  likely  secondary  to  hypersensi- 

* Associate  Professor,  Department  of  Radiology,  Upstate 
Medical  Center. 

f Assistant  Professor,  Department  of  Pathology,  Upstate 
Medical  Center. 


FIGURE  1.  (A)  Posteroanterior  chest  radiograph 
showing  multiple,  diffuse,  small  pulmonary  nod- 
ular densities.  (B)  Photomicrograph  demon- 
strates interstitial  pneumonitis  with  focal  nodular 
granuloma.  Organizing  intra-alveolar  pneumonia 
also  evident. 

tivity  responses  either  to  a fungus  or  to 
by-products  of  these  organisms.  In  this 
group  I would  include  farmer’s  lung,  pigeon 
breeder’s  disease,  mushroom  picker’s  dis- 
ease, maple  bark  stripper’s  disease,  and 
bagassosis.  An  accurate  history  becomes 
essential  to  pinpoint  the  specific  entity. 
On  the  basis  of  the  history  in  this  case,  the 
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most  likely  diagnosis  is  pigeon  breeder’s  or 
pigeon  handler’s  disease. 

Dr.  Heitzman:  Pigeon  breeder’s  lung 

is  a relatively  new  addition  to  that  group  of 
pulmonary  diseases  produced  as  a result 
of  reaction  to  antigens  in  organic  dusts.2 
This  group  now  includes  farmer’s  lung, 
bagassosis,  byssinosis,  maple  bark  strip- 
per’s disease,  and  mushroom  picker’s  dis- 
ease. Undoubtedly,  in  the  future  many 
other  diseases  will  be  included  in  this  group. 
In  the  case  of  pigeon  breeder’s  disease,  there 
are  apparently  at  least  four  antigens  re- 
sponsible. These  different  antigens  are 
found  in  pigeon  plasma,  feathers,  eggs,  and 
droppings,  and  patients  may  be  sensitive  to 
any  or  all  of  them.  While  any  of  the  dis- 
eases in  this  group  may  present  similar 
symptoms  and  pathologic  findings,  they 
can  be  differentiated  on  the  basis  of  sero- 
logic testing. 

Since  there  is  no  known  treatment  for 
pigeon  breeder’s  disease,  removal  of  pigeons 
from  the  patient’s  environment  is  manda- 
tory. 


Bagassosis  was  considered  in  this  patient 
because  of  the  exposure  to  dried  sugar  cane. 
This  disease  results  from  exposure  to  anti- 
gens in  bagasse,  the  dried  portion  of  the 
sugar  cane  remaining  after  the  sugar  has 
been  extracted.  Most  of  the  previously 
reported  cases  have  resulted  from  a more  in- 
tense exposure,  usually  in  a mill,  than  this 
boy  had. 

Patients  having  ornithosis  usually  have 
an  acute  febrile  illness,  and  a miliary  ab- 
normality on  chest  films  is  rare.  Serologic 
or  specific  virus  studies  are  necessary  to 
confirm  the  diagnosis. 

Final  diagnosis 

Pigeon  breeder's  lung 
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Case  Reports 


Hamartoma  of  Liver 


JOHN  KWITTKEN,  M.D. 

New  York  City 

Associate  Pathologist  and  Associate  Director 
of  Laboratories,  Knickerbocker  Hospital 


Benign  tumor-like  malformations,  ham- 
artomas, of  the  liver  which  become  large 
enough  to  produce  symptoms,  are  rare. 
Most  of  the  cases  reported  have  occurred 
in  infants  and  children  and  have  involved 
the  right  lobe.1  The  2 cases  of  Kay  and 
Talbert5  involved  the  caudate  lobe  in  one 
and  the  left  lobe  with  part  of  the  right  lobe 
in  the  other.  I have  had  the  opportunity  of 
observing  a hamartoma  which  first  became 
clinically  manifest  in  adulthood  and  was 
confined  to  the  left  lobe.  Because  of  this 
and  some  apparently  heretofore  undescribed 
histologic  features,  I feel  that  this  case  is 
worth  reporting. 

Case  report 

A twenty-five-year-old  Negro  female  was 
brought  to  Knickerbocker  Hospital  on 
May  7,  1965,  because  of  sudden  abdominal 
pain  and  fainting.  She  noticed  the  onset 
of  epigastric  pain  while  bending  over  to 
lift  a light  object  one  hour  prior  to  ad- 
mission. She  described  the  pain  as  “gas  on 
the  stomach.”  The  pain  persisted  and  was 
aggravated  by  deep  breathing.  It  radiated 
to  the  left  shoulder  and  was  not  accom- 
panied by  nausea  or  vomiting.  The  char- 
acter and  location  of  the  pain  remained 
unchanged  until  one  hour  after  the  onset 
when  the  patient  suddenly  collapsed. 

Since  1960  she  had  been  complaining 
of  intermittent  episodes  of  mild  epigastric 
pain  aggravated  by  hunger  and  often 


relieved  by  antacids.  In  1963  an  upper 
gastrointestinal  tract  survey  failed  to  re- 
veal any  abnormalities.  Her  menses  had 
been  regular  and  normal;  the  last  one  had 
begun  on  April  23,  1965,  and  lasted  four 
days.  She  was  not  married  and  had  had 
no  pregnancies.  The  patient  denied  smok- 
ing or  excessive  alcohol  consumption,  nor 
had  she  had  any  preceding  injuries  to  her 
chest  or  abdomen,  fainting  episodes,  or 
kidney  disease.  She  was  not  taking  any 
antibiotic  medication,  nor  had  she  been 
given  any  in  the  recent  past. 

Physical  examination  revealed  a pale 
woman  in  moderate  distress  with  cold 
clammy  skin.  Her  temperature  was 
98.8  F.,  pulse  110,  respirations  22,  and 
blood  pressure  50/20.  The  conjunctivas 
and  oral  mucosa  were  pale.  The  lungs 
were  clear,  and  the  heart  sounds  were  not 
remarkable  except  for  a tachycardia.  The 
abdomen  was  not  distended  but  was 
diffusely  tender  with  guarding  and  bilateral 
rebound  tenderness.  No  organs  or  masses 
were  palpable. 

Laboratory  investigations  revealed  the 
following:  hemoglobin  9.7  Gm.  per  100 

ml.,  white  blood  cells  and  differential 
normal,  urinalysis  showed  normal  results 
except  for  a faint  trace  of  albumin,  and 
chest  x-ray  film  showed  normal  results. 

A cul-de-sac  aspiration  yielded  20  ml.  of 
fluid  blood.  Blood  transfusions  were  given, 
and  laparotomy  was  performed  three  hours 
after  admission.  There  were  2,000  ml.  of 
unclotted  blood  within  the  peritoneal 
cavity.  Except  for  the  liver,  all  abdominal 
and  pelvic  organs  appeared  normal.  The 
right  lobe  of  the  liver  was  of  normal  size, 
color,  and  configuration  with  a smooth 
capsular  surface.  However,  the  left  lobe 
was  completely  replaced  by  a bulging, 
soft,  friable  mass  which  oozed  blood  from 
its  anterior  surface.  During  the  operation, 
the  mass  ruptured  more  extensively  with 
extrusion  of  pieces  of  necrotic  tissue.  Pres- 
sure was  then  applied  in  the  region  of  the 
falciform  ligament  and  ligamentum  teres  to 
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FIGURE  1.  (A)  Haphazard  arrangement  of  liver  cells  and  blood  vessels.  (B)  Glycogenization  of  liver  cell 
nuclei.  (C)  Swollen  liver  cells  with  centrally  located  nuclei  and  fine  cytoplasmic  fat  vacuoles.  Some  glan- 
dular arrangements  also  present.  (Hematoxylin  and  Eosin  Stain) 


control  the  bleeding.  The  entire  left  lobe 
of  the  liver  was  resected,  and  interlocking 
sutures  of  chromic  catgut  were  used  to  sew 
the  raw  edges  of  the  cut  liver.  After  all 
bleeding  was  controlled,  the  abdomen  was 
closed  following  the  insertion  of  two  drains, 
one  to  the  raw  liver  edge  area  and  the  other 
in  the  upper  part  of  the  left  lateral  gutter. 
After  receiving  a total  of  6 pints  of  blood, 
her  blood  pressure  and  pulse  rate  became 
and  remained  normal.  She  was  discharged 
on  June  8,  1965,  completely  well,  and  is  now 
back  at  her  normal  work. 

The  surgical  specimen  consisted  of  mul- 
tiple, irregular,  friable,  focally  necrotic 
pieces  of  yellow-tan  tissue  admixed  with 
blood  clots  weighing  180  Gm.  in  toto. 
Histologically  the  bulk  of  the  lesion  was 
composed  of  cords  and  sheets  of  liver  cells 
and  thin-walled  blood  vessels  in  random 
arrangement  (Fig.  1A).  Many  of  the 
nuclei  of  these  liver  cells  appeared  swollen 
and  vacuolated  with  the  hematoxylin  and 
eosin  stain  (Fig.  IB);  special  stains  showed 
them  to  be  filled  with  glycogen.  In  many 
areas,  the  liver  cells  were  swollen  and 
characterized  by  centrally  located  oc- 
casionally shrunken  and  hyperchromatic 
nuclei  and  cytoplasms  distended  with  fine 
vacuoles  (Fig.  1C);  special  stains  showed 
these  vacuoles  to  contain  abundant  neutral 
fat. 

In  some  areas,  liver  cells  arranged  in  a 
glandular  fashion  about  a central  lumen 
were  observed  (Fig.  1C).  An  unusual 
finding  was  the  absence  of  reticulin  (Fig.  2) 
and  collagen  fibers  in  these  areas.  A num- 


ber of  the  liver  cells  contained  small, 
brown,  cytoplasmic  granules  of  lipochrome 
pigment.  No  mitoses  were  seen.  Focally, 
Kupffer’s  cells  were  observed  between  the 
cords  of  liver  cells.  No  portal  tracts  or 
bile  ducts  were  observed  in  these  zones. 
Less  commonly,  other  areas  were  en- 
countered which  were  composed  of  fibrous 
tissue,  bile  ducts,  and  vascular  channels 
simulating  portal  tracts  (Fig.  3A).  These 
“tracts”  and  their  components  varied 
considerably  in  size  and  arrangement. 
In  these  zones,  the  intervening  liver  paren- 
chyma contained  variable  amounts  of 
collagen  and  reticulin  fibers.  In  many 
places  coagulation  necrosis  and  hemorrhage 
were  present,  sometimes  associated  with 
relatively  large  vascular  channels  occluded 
by  recent  thrombi  (Fig.  3B).  Some  frag- 
ments appeared  to  represent  portions  of 
the  capsule  of  the  lesion  and  contained 
cysts  with  acellular  linings  and  walls 
composed  of  fibrous  tissue  (Fig.  3C).  A 
diagnosis  of  hepatic  hamartoma,  mixed 
type,  was  made. 

Comment 

The  lesion  in  the  present  case  is  a ham- 
artoma and  fulfills  all  the  criteria  for  such 
as  originally  described  by  Albrecht,6  namely, 
a benign  tumor-like  malformation  composed 
of  cellular  elements  indigenous  to  the  organ 
in  which  it  arises,  but  differing  from  normal 
structure  in  respect  to  quantity,  arrange- 
ment, or  degree  of  maturation.  The  term 
hepatic  hamartoma  includes  cysts,  he- 
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FIGURE  2.  (A)  Reticulin  fibers  in  normal  control.  (B)  Absence  of  reticulin  fibers  in  hamartoma.  (Retie- 
ulin  Stain) 


FIGURE  3.  (A)  Area  with  fibrous  tissue,  blood  vessels,  and  bile  ducts  simulating  portal  tract  (hematoxylin 
and  eosin  stain).  (B)  Large  vascular  channel  occluded  by  recent  thrombus  surrounded  by  necrotic  par- 
enchyma (Masson  trichrome  stain).  (C)  Zone  showing  cyst  with  fibrous  tissue  wall  and  acellular  lining. 
Probable  capsule  of  hamartoma  located  near  upper  left  corner.  Lower  right  corner  composed  of  necrotic 
liver  cells  and  represents  margin  of  infarct  (hematoxylin  and  eosin  stain). 


mangiomas,  and  growths  composed  of  bile 
ducts  (bile  duct  hamartoma),  liver  cells 
(hepatocellular  hamartoma),  or  both  in 
varying  proportions  (hepatic  hamartoma, 
mixed  type)  as  in  the  present  case.  Un- 
fortunately, the  nomenclature  and  classifi- 
cation of  these  lesions  are  confusing. 
In  the  literature,  the  term  adenoma  is 
frequently  used  for  these  hepatic  ham- 
artomas.6,7’8 It  is  my  feeling  that  this 
term  is  incorrect,  since  these  are  most 
likely  not  true  neoplasms  but  represent 


congenital  tumor-like  malformations. 
There  was  neither  gross  nor  microscopic 
evidence  of  accelerated  or  autonomous 
growth;  in  terms  of  the  scheme  of  ontogenic 
growth  rate,9  the  lesion  became  manifest 
in  the  phase  of  normally  controlled  growth; 
that  is,  its  anomalously  blended  compo- 
nents were  growing  under  the  control  of  the 
mechanisms  which  govern  growth  and 
development  of  normal  somatic  cells  else- 
where in  the  body. 

Clinically,  these  patients  usually  are  seen 
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with  mild  discomfort  in  the  epigastrium 
and  right  upper  quadrant  and  a palpable 
abdominal  mass  on  the  right.8  These 
lesions  vary  considerably  in  size  and  gross 
appearance.  They  may  or  may  not  be 
encapsulated  or  sharply  demarcated  from 
the  surrounding  liver  tissue,  may  be  solid, 
may  contain  cysts,  may  or  may  not  be 
elevated  above  the  surface  of  the  liver, 
and  occasionally  are  pedunculated.  In 
the  majority  of  cases,  as  in  the  present  one, 
surgical  excision  of  the  lesion  results  in 
apparent  cures.  The  patient’s  clinical 
symptoms  were  undoubtedly  caused  by 
infarction  of  portions  of  the  hamartoma 
with  rupture  which  was  secondary  to 
thrombosis  of  some  of  the  blood  vessels 
within  it,  a most  unusual  occurrence. 

Histologically,  most  of  the  features  in  this 
case  correspond  to  what  has  been  described 
in  the  literature.  The  presence  of  gly- 
cogenic vacuolization  of  nuclei  is  not  un- 
usual. Although  fatty  change  has  been 
observed  within  these  lesions,3,5’7  this 
peculiar  pattern  of  fine  cytoplasmic  droplet 
formation  has  not  been  previously  described, 
to  my  knowledge,  in  liver  hamartomas. 
Such  patterns  have  been  observed  in 
acute  fatty  metamorphosis  of  the  liver  as- 
sociated with  pregnancy,10  in  pregnant  and 
postpartum  women  given  high  doses  of 
tetracycline  for  urinary  tract  infections,  and 
in  human  beings  and  experimental  animals 
given  tetracycline  in  large  doses.11  The 
cause  of  this  type  of  fatty  change  is  not 
known,  but  enzymatic  disturbances  have 
been  suggested.  The  absence  of  reticulin 
and  collagen  fibers  focally,  apparently  not 
noted  before,  is  an  interesting  finding 
and  represents  further  manifestations  of  the 


haphazard  arrangements  of  the  indigenous 
cellular  elements. 

Summary 

A case  of  hepatic  hamartoma,  mixed 
type,  is  reported.  It  occurred  in  a twenty- 
five-year-old  Negro  female  and  involved 
the  left  lobe.  The  patient’s  clinical  symp- 
toms were  due  to  thrombosis  with  infarction 
of  a portion  of  the  hamartoma  with  sub- 
sequent rupture.  Histologically,  in  ad- 
dition to  the  expected  findings,  the  presence 
focally  of  cytoplasmic  fatty  change  of  the 
fine  droplet  type  and  the  absence  focally 
of  reticulin  and  collagen  fibers  in  the  lesion 
are  noted. 

70  Convent  Avenue 
New  York,  New  York  10027 
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In  the  past  decade,  23  cases  of  Bloom’s 
syndrome  have  been  reported  in  medical 
literature.1-12  All  of  these  cases  have  had 
congenital  telangiectasia,  sensitivity  to 
sunlight,  short  stature  or  dwarfism,  and 
varying  associated  anomalies  of  the  ecto- 
dermal and  mesodermal  tissues.  To  our 
knowledge,  these  features  of  Bloom’s  syn- 
drome have  not  been  described  in  an 
Oriental  patient. 

Case  report 

A fourteen-year-old  Chinese-American 
boy  was  first  seen  at  St.  Vincent’s  Hospital 
and  Medical  Center  on  July  6,  1965,  when 
he  was  admitted  for  evaluation  of  mul- 
tiple congenital  anomalies  and  a skin  rash. 
The  patient  was  the  second  living  child 
of  a Chinese-American  family  having  lived 
in  New  York  City  all  its  life.  The  mother 
was  gravida  3,  para  2,  having  had  one 
abortion  and  had  been  forty-two  years  of 
age  at  the  time  of  the  patient’s  birth. 
The  birth  weight  had  been  2,041  Gm.  of 
a forty-week  gestation  period  by  history. 


The  pregnancy  had  been  uncomplicated, 
and  there  had  been  no  administration  of 
medication  prenatally.  The  labor  had 
been  less  than  twenty-four  hours  in  dura- 
tion, and  the  delivery  had  been  a normal 
spontaneous  one.  Recorded  at  birth  had 
been  the  following:  a syndactylia  of  the 
second  and  third  digits  and  the  fourth  and 
fifth  digits  of  the  left  hand  and  the  third 
and  fourth  toes  of  both  feet.  Also  noted 
had  been  a thin  pinna  of  the  left  ear  and 
an  abnormality  of  the  left  side  of  the  nose. 
Throughout  infancy  and  early  childhood, 
the  patient  had  gained  weight  slowly.  He 
had  first  spoken  at  the  age  of  one  and  a 
half  to  two  years  and  had  first  walked  at 
two  years  of  age.  It  was  noted  that  he 
was  blind  in  the  left  eye  and  had  diminished 
vision  in  the  right  eye.  There  was  a def- 
inite history  of  hypersensitivity  to  light. 
In  early  life,  vesicular  lesions  had  been 
noted  when  the  skin  had  actually  been 
exposed  to  the  light.  Generalized  skin 
lesions  had  been  present  at  birth  and  have 
persisted  to  the  present  time.  These  con- 
sisted of  areas  of  erythematous,  thin, 
friable  skin  which  had  bled  easily  on  con- 
tact during  early  childhood,  but  at  present 
the  cutaneous  areas  have  consisted  of  thin 
skin  alternating  with  areas  of  thickened 
skin  with  patterns  of  telangiectasia.  Treat- 
ment with  topical  steroids  produced  little 
or  no  improvement. 

At  the  age  of  four  years,  the  patient  had 
undergone  surgery  for  correction  of  the 
defects  of  the  left  ear  and  the  left  tear 
duct  because  of  excessive  tearing.  At  the 
age  of  four  and  a half  years,  he  had  had 
separation  of  the  syndactylia  of  his  left 
hand.  His  primary  teeth  had  become 
severely  infected  at  the  age  of  nine  years, 
and  all  had  been  removed.  The  develop- 
ment of  his  secondary  teeth  has  been  de- 
fective. Psychological  testing  had  re- 
portedly disclosed  normal  intelligence.  The 
patient  had  been  attending  a private  al- 
though nonspecialized  school,  and  there, 
reportedly,  his  intellectual  performance 
had  been  as  expected  for  his  age.  More 
recently  in  the  past  year,  he  had  attended 
public  school  and  had  passed  all  his  sub- 
jects with  a “B”  average. 

There  was  no  family  history  of  congenital 
anomalies  except  for  a cleft  palate  in  the 
maternal  grandfather.  One  sibling,  a 
sister,  now  twenty-eight  years  of  age,  is 
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FIGURE  1.  (A)  Generalized  eruption  includes  telangiectasia  with  areas  of  depigmented  skin  with  scarring. 
Left  microphthalmia  and  deformed  chest  wall  on  left  side  also  noted.  (B)  Close  up  of  predominant  skin 
manifestations  on  left  side. 


living  and  well.  The  father  died  several 
years  ago  of  a heart  attack. 

On  physical  examination  the  height  was 
141  cm.  (less  than  third  percentile),  and  his 
weight  was  30.8  Kg.  (less  than  third  percen- 
tile (Fig.  1).  The  skin  consisted  of  linear 
erythematous  lesions  on  all  extremities. 
Telangiectasia  was  evident.  The  head  was 
symmetrical  and  of  normal  shape  and  con- 
tour. The  vision  in  the  right  eye  was  30/20, 
and  the  vision  in  the  left  eye  at  2 feet  was 
highly  myopic.  Microphthalmia  and  ani- 
ridia of  the  left  eye  and  atrophic  changes 
were  noted  with  thinning  of  the  iris.  The 
conjunctivas  of  the  left  eye  were  clear,  and 
the  sclera  showed  signs  of  thinning  bilat- 
erally. Mobility  of  the  eye  muscles  with 
esotropia  in  the  left  eye  were  also  noted. 
The  ears  appeared  generally  normal  except 
for  a thin  pinna  on  the  left  side.  The 
nose  was  normal  appearing  externally. 
The  only  teeth  present  on  the  maxilla 
were  the  first  molar  bilaterally  and,  on 
the  mandible,  two  incisors,  one  premolar 


bilaterally  and  one  molar  bilaterally.  The 
palate  was  intact,  the  mandible  protruded 
forward,  and  the  neck  region  was  normal. 
On  the  chest  wall  was  seen  a bony  prom- 
inence over  the  left  anterior  area.  The 
lungs  were  clear,  and  the  heart  had  a 
regular  sinus  rhythm  with  no  abnor- 
malities. The  genitalia  were  normal,  and 
pubic  hair  was  present.  He  was  cir- 
cumcised, and  the  left  testis  was  present 
in  the  scrotum.  The  right  testis  was  not 
palpable.  At  the  extremities  a partial 
fusion  of  the  third  and  fourth  toes  was 
noted  bilaterally.  The  hands  demonstrated 
syndactylia  of  the  fingers  of  the  left  hand 
which  had  been  surgically  separated.  A 
shortening  of  the  fifth  fingers  of  both  hands 
was  noted.  All  neurologic  findings  were 
negative  except  for  the  eye  and  fundic 
changes  noted.  Laboratory  tests  indicated 
a normal  blood  count  and  urinalysis.  The 
blood  sugar  was  98  mg.  per  100  ml.  Serum 
values  were  also  normal  for  the  blood  urea 
nitrogen  (11  mg.  per  100  ml.),  calcium 
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(10.2  mg.  per  100  ml.),  phosphorus  (5  mg. 
per  100  ml.),  alkaline  phosphatase  (6.4 
Bodansky  units),  protein-bound  iodine 
(5.3  micrograms  per  100  ml.),  and  the 
electrolytes.  The  urinary  contents  showed 
normal  values  for  creatine  (38  mg.  per 
twenty- four  hours);  creatinine,  for  17- 
ketosteroids  (3.7  mg.  per  twenty-four 
hours);  17-hydroxysteroids  (6.2  mg. 
per  twenty-four  hours);  and  for  the 
amino  acids.  A skin  and  muscle  biopsy 
showed  telangiectasia  and  chronic  der- 
matitis with  no  signs  of  myopathy  process. 
The  cytogenetic  study  showed  a normal 
chromosome  count  of  46  with  an  XY 
pattern.  Chromosomal  aberrations,  as 
described  by  German,  Archibald,  and 
Bloom13  and  Sawitsky  et  ah14  were  present, 
except  that  no  quadriradial  configuration 
was  noted. 

The  audiometric  examination  showed 
normal  hearing  bilaterally.  X-ray  find- 
ings of  the  chest,  ribs,  cardiac  silhouette, 
and  lungs  gave  normal  results.  The 
diaphragmatic  dome  on  the  left  side  was 
radiographically  pitched  and  was  steeping 
downward  in  its  lateral  and  posterior  as- 
pects. Also,  the  left  rib  cage  showed  ab- 
sence of  the  third  rib  posteriorly,  the  sixth 
rib  was  short  and  narrow,  and  the  seventh 
and  eighth  ribs  were  fused  anteriorly.  The 
right  hand,  on  x-ray  film,  showed  a short 
fifth  finger  with  complete  absence  of  the 
middle  phalanx,  and  the  phalanges  of 
both  fifth  fingers  were  thin.  X-ray  films 
of  the  feet  showed  syndactylia  of  the  third 
and  fourth  toes  of  both  feet  and  of  the  fourth 
and  fifth  toes  bilaterally;  the  middle  and 
distal  phalanges  were  fused.  There  was 
fusion  of  the  navicular  and  first  cunei- 
form bones  on  the  left  foot.  The  skull 
x-ray  films  demonstrated  the  bones  of 
the  calvaria  to  be  normal,  with  bridging 
of  the  pituitary  fossa.  There  was  noted 
extensive  pneumatization  of  the  mastoid 
region  of  the  temporal  bone  as  well  as  the 
sphenoidal  bones.  The  excretory  urogram 
gave  normal  findings  except  for  a somewhat 
enlarged  renal  pelvis  and  some  shortening 
of  the  major  calyceal  system,  particularly 
on  the  left.  The  electrocardiogram  gave 
normal  results,  but  the  electroencephalo- 
gram was  described  as  borderline.  Lupus 
erythematosus  preparations  on  two  oc- 
casions gave  negative  results.  Immuno- 
electrophoresis revealed  a normal  pattern. 


and  the  quantitative  determination  of  the 
immunoglobulins  by  the  agar  gel  method 
was  normal  (immune  globulin  G was  870 
mg.,  M 90  mg.,  and  A 225  mg.  per  100 
ml.). 

The  differential  diagnosis  of  this  case 
involves  several  syndromes  where  skin 
manifestations  and  short  stature  are  pres- 
ent. These  are  included  in  Table  I. 

Comment 

An  Oriental  child  seen  with  the  classical 
signs  of  Bloom’s  syndrome,  that  is,  the 
basic  symptoms  of  dwarfism,  telangiectasia, 
and  hypersensitivity  to  sunlight,  is  re- 
ported. Since  the  original  report  in  1954 
by  Bloom, 1 23  cases  have  been  de- 

scribed. As  noted  by  Bloom,12  the  av- 
erage age  of  the  children  reported  was 
below  ten  years  of  age  with  a history  of  the 
skin  rash  dating  almost  since  infancy. 
Of  the  23  cases,  17  are  male.  The  family 
background  had  many  cases  of  Jewish 
ancestry,  and  consanguinity  was  noted  in 
at  least  5 cases.  This  present  case  report 
occurred  in  a Chinese-American  male  where 
there  was  no  consanguinity  reported.  The 
majority  of  children  with  Bloom’s  syn- 
drome, by  history,  were  at  term  gesta- 
tionally,  but  below  5 pounds  and  8 ounces. 
This  criterion  was  met  in  this  case.  This 
present  patient  did  have  associated  con- 
genital anomalies  of  the  eye,  the  ex- 
tremities, the  pinna  of  the  left  ear,  and, 
specifically,  syndactylia  of  the  hands  and 
feet.  Interestingly  enough,  the  associated 
anomalies  were  mostly  of  the  left  side. 
This  does  have  some  similarity  with  the 
asymmetry  that  has  been  recorded  in  the 
low  birth  weight  infants  within  the  Russell- 
Silver-type  dwarf. 15  The  intelligence,  from 
what  could  be  gathered  on  psychological 
testing  of  our  patient,  was  normal  as  has 
been  reported  in  the  other  cases  of  Bloom’s 
syndrome.  Associated  skeletal  abnor- 
malities were  obviously  recorded  in  our 
patient.  Similar  findings  were  noted  in 
Bloom’s12  review.  Several  of  the  cases 
where  chromosomal  studies  have  been 
done  have  reported  quadriradial  configura- 
tions of  the  chromosome.  In  our  patient 
chromosome  analysis  showed  normal  46 
chromosomes,  including  the  XY  sex  chro- 
mosomes. Some  of  the  previously  reported 
autosomal  aberrations  were  found.13,14 
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TABLE  I.  Low  birth  weight  syndromes  and  conditions 


Since  leukemia  has  been  noted  in  at  least 
3 cases  in  long-term  follow-up  of  Bloom’s 
syndrome  (a  fourth  case  on  follow-up 
revealed  squamous  cell  carcinoma  of  the 
tongue),  we  have  been  cautiously  observing 
the  child,  who  for  at  least  twenty-four 
months  showed  no  signs  of  hematologic 
dysfunction. 

It  would  appear  that  the  syndrome 
Bloom  originally  described  in  1954  is 
associated  with  delays  or  retardation  in 
gestation  resulting  in  low  birth  weight 
infants,  the  factors  of  which  have  not  yet 
been  elucidated. 

Within  the  spectrum  of  low  birth  weight 
infants,  we  have  different  types  of  dwarfs 
that  have  been  described  in  the  literature 
(Table  I).  One  type  is  the  Virchow-Seckel 
dwarf,  or  the  bird-headed  dwarf.16  Here 
there  is  usually  no  cutaneous  manifesta- 
tion due  to  light  hypersensitivity.  How- 
ever, there  is  a birdlike  profile  of  the  facies. 
The  next  differential  within  the  low  birth 
weight  group  of  dwarfs  is  the  so-called 
Silver-Russell  dwarf,  where  there  is  con- 
genital dwarfism  with  cranial  facial  mal- 
formations and  asymmetry  of  the  body. 
Interestingly  enough,  in  the  Silver-Russell 
dwarf  there  is  absence  of  visceral  and  psy- 


chomotor anomalies.  The  third  large 
group  among  the  low  birth  weight  infants 
is  described  in  the  present  case  report  or 
the  Bloom  syndrome.  The  features  of  the 
Bloom  syndrome  are  still  in  the  presence 
of  telangiectasia  because  of  hypersensi- 
tivity to  sunlight  which  is  found  in  a low 
birth  weight  or  intrauterine  dwarf.  The 
remaining  conditions  in  Table  I describe 
similar  disease  states  where  intrauterine 
growth  retardation  does  not  appear  to  be 
a prominent  fact  in  the  history. 

Summary 

An  added  case  of  Bloom’s  syndrome 
which  includes  the  anomalies  of  telan- 
giectasia, hypersensitivity  to  sunlight,  and 
intrauterine  growth  defect  is  presented. 
Unlike  the  other  cases,  this  was  found  in  a 
Chinese-American  male.  Characteristic 
chromosomal  abnormalities  are  described, 
and  no  signs  of  leukemia  are  present  at  this 
time.  Long-term  evaluation  is  definitely 
necessary  in  these  cases. 
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November  smog  killed  168 

The  three-day  smog  last  Thanksgiving  in  New 
York  City  caused  168  deaths,  according  to  L. 
Greenburg,  M.D.,  at  a recent  lecture.  A study 
has  apparently  shown  that  there  had  been  24 
deaths  per  day  attributable  to  the  smog  over  the 
seven-day  period. 

It  has  been  frequently  urged  that  special 
smog-free  shelters  be  set  up  in  hospitals  to 
guard  against  death  in  future  environmental  in- 
cidents. 


Although  the  smog  itself  persisted  for  only 
three  days,  its  killing  effect  lasted  four  additiona 
days.  Even  this  was  only  the  immediate  effect 
for  lung  damage  suffered  during  the  period  will 
probably  be  a contributing  factor  in  diseases  suf- 
fered by  New  Yorkers  for  years  to  come. 

Those  most  affected  by  this  smog  were  older 
persons  with  pre-existing  cardiac  or  pulmonary 
disease.  Even  hospital  air,  it  was  stated,  is 
much  too  dirty,  containing  some  1.5  million 
particles  of  dirt  per  cubic  foot.  The  anticipated 
smog  shelters  would  reduce  this  to  100  particles 
per  cubic  foot. 


i 
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T he  preservation  of  the  classical  Greek 
medical  literature,  principally  the  works  of 
Hippocrates  and  Galen  as  well  as  those  of 
other  savants,  proved  to  be  of  great  im- 
portance in  kindling  the  flame  of  Western 
medical  advance. 

For  more  than  one  thousand  years  after 
the  beginning  of  the  Christian  era,  intel- 
lectual life  in  Western  Europe  was  stagnant 
and  moribund.  Medical  practice,  in  par- 
ticular, was  largely  in  the  hands  of  quacks 
and  the  clergy  who  treated  patients  with 
charms,  amulets,  and  relics  and  enjoined 
them  to  bear  their  pain  and  pray.1 

Not  until  the  Latin  translations  of  Arabic 
medicine  became  available  did  European 
physicians  begin  to  develop  schools  of  med- 
ical knowledge  which  eventually  flowered 
into  the  brilliant  experimental  eras  of  the 
sixteenth  and  seventeenth  centuries. 

The  principal  translators  of  Greek  medi- 
cine were  the  Nestorians,  who  were  mainly 
responsible  for  rendering  the  ancient  Greek 
classics  into  Arabic.  Scholars  from  other 

Presented  at  the  39th  Annual  Meeting  of  the  American 
Association  for  the  History  of  Medicine,  Rochester-Minne- 
apolis,  Minnesota,  May  1,  1966. 
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sects  such  as  the  Monophysites,  Jews,  and 
Sabeans  also  helped  to  transmit  the  Greek 
medical  literature,  but  their  contributions 
were  not  nearly  so  voluminous  or  so  impor- 
tant as  those  of  the  Nestorians. 

Constantinus  Africanus,  who  translated 
some  Arabic  medical  texts  into  Latin  in  the 
eleventh  century,  used  the  work  of  Arabian 
scholars  such  as  Rhazes,  without  mention- 
ing the  source  of  his  translations.  More- 
over, as  we  shall  show,  these  texts  were  con- 
siderably dependent  on  the  Nestorian 
translations  from  the  original  Greek. 

Some  historians,  such  as  Sarton,2  believe 
that  a rather  large  body  of  Greek  medical 
literature  was  translated  directly  into  Latin 
in  the  thirteenth  century,  and  Campbell3 
states  that  since  southern  Italy  and  Sicily 
were  part  of  Magna  Graecia,  some  direct 
translations  from  Greek  took  place  as  early 
as  the  twelfth  century.  But  actual  knowl- 
edge of  Greek  was  rare  in  Italy  by  1300, 
and  Petrarch  said  that  in  all  of  that 
country  he  could  not  name  ten  men  of 
learning  acquainted  with  the  ancient  lan- 
guage.4 

Withington,5  Buck,6  and  Wilder7  thought 
that  after  the  fall  of  Constantinople  in  1453, 
many  Greek  teachers  and  manuscripts  were 
dispersed  throughout  Western  Europe  and 
that  direct  translations  of  Hippocrates  and 
Celsus  were  available  to  replace  the  bad 
ones  of  Galen  and  Avicenna. 

However,  Runciman8  doubts  that  many 
Greek  scholars  poured  into  Western  Europe 
after  the  capture  of  Constantinople  by  the 
Turks.  For  more  than  a generation,  Italy 
had  been  full  of  Byzantine  professors,  and 
among  the  Greek  scholars  living  in  1453, 
Bessarion  was  already  in  Italy  and  Gen- 
nadius  remained  in  Constantinople.  More- 
over, at  the  time  of  the  fall  of  Constanti- 
nople, scholarship  was  practically  non- 
existent in  this  once  great  city  of  culture. 

Not  until  1443,  when  Thomas  of  Sarzana 
discovered  some  of  Hippocrates’  manu- 
scripts, could  neo-Hellenism  have  been  said 
to  have  had  its  true  beginning.9  In  the 
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sixteenth  century  Europe  saw  a marked 
increase  in  the  number  of  Greek  translations 
into  Latin  which  led  to  the  rise  of  the  school 
of  Hellenists.  We  know  that  Vesalius  in 
1536,  then  a student  at  Louvain,  wrote  his 
Par-aphrasis  in  which  he  defended  Greek 
medicine  against  Arabic.10  It  would  there- 
fore appear  that  before  the  sixteenth  cen- 
tury, the  most  important  scholars  who 
translated  Greek  medical  works  into  Arabic 
were  the  Nestorians,  and  these  Arabic  texts 
were  later  translated  into  Latin  and  thus 
became  available  to  Western  medicine. 

Origin  of  Nestorians 

Who  were  the  Nestorians?  They  were 
adherents  of  an  heretical  Christian  sect  who 
followed  the  teachings  of  Bishop  Nestorius, 
a monk  from  Euprepius  and  a pupil  of 
Diodorus  of  Tarsus  and  Theodore  of 
Mopsuestia.  These  theologians  belonged 
to  the  Antioch  school  which  dominated 
Syria  and  Asia  Minor  and  tended  to  empha- 
size the  human  rather  than  the  divine 
aspects  of  Christ.  Nestorius  had  a great 
reputation  as  a preacher  and  was  renowned 
for  his  personal  austerity.  He  became  a 
presbyter  at  Antioch.  When  Sisinneus, 
Patriarch  of  Constantinople,  died,  the 
Emperor  had  great  difficulty  in  choosing  a 
successor  because  of  factionalism  among 
the  city’s  clergy.  He  therefore  appointed 
Nestorius  to  the  office  in  428.  Nestorius 
declared  that  Mary  gave  birth  to  a human 
being  and  not  to  a god,  and  supported  his 
subordinate,  Anastasius,  who  refused  to 
call  Mary  Theotokos,  “Mother  of  God.” 

Nestorius’  theology  created  a schism  in 
the  church  and  antagonized  particularly 
the  Alexandrians,  headed  by  Patriarch 
Cyril,  who  had  resented  the  elevation  above 
them  of  one  they  considered  an  upstart 
brother.  Cyril  called  a council  at  Ephesus 
in  431,  and  before  the  bishops  of  Antioch 
could  arrive,  Nestorius  was  proscribed  as  a 
heretic  and  he  and  his  followers  banished. 
Nestorius  died  an  outcast  in  449  in 
Africa.11-12 

The  Nestorians  were  located  mostly  in 
Asia  Minor  and  Syria,  and  their  chief  cities 
were  Edessa  and  Nisibis  where  they  de- 
veloped great  centers  of  learning  in  schools 
already  in  existence  since  the  fourth  cen- 
tury. Here  they  translated  the  Greek 
classics  into  Syriac,  a language  derived  from 


the  ancient  Aramaic.13  The  school  in 
Edessa  was  known  as  the  Athens  of  the 
Aramaic  world  and  became  the  cradle  of  the 
Syriac  literature.  Most  of  the  Persian 
bishops  were  alumni  of  Edessa. 14 

As  a result  of  the  Councils  of  Chalcedon 
in  451  and  489,  the  Nestorians  were  ex- 
pelled from  Syria  and  most  of  them  settled 
in  Persia.  In  489  the  Emperor  Zeno  closed 
the  university  at  Edessa.15 

Religion 

The  Nestorian  church  was  formalized  by 
Babai,  Patriarch  of  Seleucia-Ctesiphon  (487 
to  502);  all  Christians  who  acknowledged 
him  as  their  spiritual  head  were  to  be  com- 
pletely independent  of  the  churches  in  the 
Roman  Empire  and  to  accept  the  Nestorian 
doctrine  as  the  basis  of  their  beliefs. 16 

Barsauma  led  many  Nestorians  into 
Persia,  where  they  were  welcomed  by  the 
Catholicos  of  Seleucia  and  protected  by  the 
Persians,  not  so  much  as  the  victims,  but  as 
the  enemies  of  the  Byzantine  Empire  and 
Church. 17 

The  separation  of  the  Nestorians  from 
the  Orthodox  Church  was  demonstrated 
when  the  Persian  general,  Shahbaraz, 
captured  Jerusalem  in  614  and  killed  many 
of  the  Orthodox  believers.  He  spared  the 
Nestorians  and  entrusted  sacred  relics,  the 
Holy  Cross,  and  instruments  of  the  Passion 
to  the  Nestorian  patriarch,  who  was  to 
deliver  them  to  the  Nestorian  Queen  of 
Persia,  Meryem. 

When  Emperor  Heraclius  defeated  the 
Persians  in  629,  these  relics  were  returned 
to  Jerusalem.18 

The  Arabs  were  the  principal  enemies  of 
the  Byzantines,  and  the  Nestorian  patriarch 
said,  “The  hearts  of  the  Christians  rejoiced 
at  the  domination  of  the  Arabs — may  God 
strengthen  it  and  prosper  it.”  In  the  early 
tenth  century,  the  Nestorian  Catholicos, 
Abraham  III,  during  a dispute  with  the 
Orthodox  patriarch  of  Antioch,  told  the 
grand  vizier,  “We  Nestorians  are  the  friends 
of  the  Arabs  and  pray  for  their  victories.” 
Incidentally,  he  also  accompanied  this  ex- 
pression of  loyalty  with  a gift,  or  perhaps 
tribute,  of  2,000  golden  coins.19 

After  most  of  the  Nestorians  had  been 
expelled,  some  still  remained  in  Syria  and 
Egypt,  where  they  maintained  their 
churches  in  the  sixth  and  seventh  centuries 
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and  were  occupied  mainly  as  merchants 
engaged  in  eastern  trade. 

The  Nestorians  were  great  missionaries 
and  spread  to  Turkistan,  India,  and  China. 
Many  Keraits  and  Urghur  Turks,  living  in 
what  is  now  Outer  Mongolia,  were  con- 
verted to  Nestorianism,  including  one  of 
the  Mongol  rulers.  The  wife  of  Hulagu, 
the  Mongol  general  who  sacked  Baghdad  in 
1258,  which  event  really  signaled  the  fall 
of  the  great  Moslem  Empire,  was  a Nes- 
torian  Christian.  A portable  tent  church, 
in  which  mass  was  celebrated  daily,  ac- 
companied the  Mongol  army.20 

Prester  John,  the  legendary  Christian 
potentate  in  East  Persia  who  was  the 
Western  hope  to  rescue  Christendom  from 
the  Mohammedans,  was  reputed  to  be  a 
Nestorian.21 

Genghis-Khan  consulted  Nestorian 
priests.22  Rabban  Sauma,  a Nestorian 
bishop,  was  sent  by  the  Mongol  chief  to 
France,  England,  and  Rome,  where  he  was 
received  by  Philip  IV,  Edward  I,  and  the 
Pope  to  plan  a crusade  against  the  Mos- 
lems.23 

Marco  Polo  wrote  about  the  Nestorians 
in  his  travels,  and  in  1625  a Nestorian 
monument,  dated  781,  was  found  in  China.24 
Isa  Tarjaman  and  his  sons,  who  were 
Nestorians,  were  in  attendance  at  the 
Chinese  imperial  court,  but  there  is  no 
evidence  that  they  had  any  religious  influ- 
ence on  the  Chinese. 

In  the  fourteenth  century  the  Nestorians 
were  scattered  by  Timier,  a fanatical  Mos- 
lem, to  isolated  regions.  At  the  beginning 
of  the  nineteenth  century,  some  Protestant 
missionaries  found  small  groups  of  Chris- 
tian Nestorians  in  Urmia  among  the  Kurds 
and  hoped  to  rekindle  the  old  Nestorian 
missionary  spirit  to  convert  the  surrounding 
Moslems.25  Small  remnants  of  Nestorians 
still  live  today  in  Turkey,  Persia,  and  per- 
haps India. 

It  is  estimated  that  perhaps  100,000 
are  left,  and  some  writers  believe  the 
Nestorians  represent  the  oldest  schismatic 
church  in  the  world.26 

Historians  frequently  wonder  what  would 
have  been  the  course  of  future  events  if 
some  accident  had  not  occurred.  If  Nes- 
torius’  bishops  had  arrived  in  Ephesus  in 
431  before  Cyril  packed  the  Council  with 
his  adherents,  it  is  possible  that  the  char- 
acter and  theology  of  the  Byzantine  and 


Roman  Churches  would  have  been  entirely 
different  to  this  day. 

Later  settling 

We  have  dwelt  on  the  history  of  the 
Nestorians  at  some  length,  so  that  we  might 
gain  an  insight  into  the  background  of  these 
people  who  were  so  important  in  the  preser- 
vation of  Greek  medicine. 

When  the  Nestorians  came  to  Persia, 
many  of  them  settled  in  the  southeastern 
part  of  the  country  where  there  was  a city 
known  as  Jundeshapur.  According  to  Per- 
sian writers,  this  city  was  founded  by 
Aryans  and  called  Genta  Shaputa,  “The 
Beautiful  Garden.”  It  decayed,  but  in  259 
or  260  Shapur  I defeated  the  Roman  Em- 
peror Valerian  and  rebuilt  the  city,  calling 
it  by  a contracted  name,  Jundeshapur, 
“Greater  than  Antioch.”27  In  the  fourth 
century  Shapur  II  again  revived  the  city, 
and  a university  and  hospital  were  estab- 
lished there  by  some  Greek  physicians  who 
were  sent  by  Emperor  Aurelian  because  his 
daughter  was  Shapur’s  wife.  These  physi- 
cians probably  introduced  the  tradition  of 
Greek  and  particularly  Hippocratic  medi- 
cine. 28 

When  the  Nestorians  came  to  Junde- 
shapur at  the  end  of  the  fifth  century,  they 
brought  with  them  the  Greek  manuscripts 
and  Syriac  translations  of  Greek  medicine. 
Chosroes  the  Great,  an  enlightened  ruler, 
encouraged  these  new  immigrants  to  con- 
tinue the  translations  from  Greek  into 
Syriac,  the  language  used  by  the  learned  in 
Mesopotamia  and  Persia  chiefly  because  it 
was  the  tongue  of  the  Nestorians.  By  the 
end  of  Chosroes’  reign  in  579,  Jundeshapur 
was  the  intellectual  center  of  the  East. 
Greek,  Christian,  Jewish,  Syrian,  Persian, 
and  Hindu  medical  knowledge  was  com- 
pared and  exchanged  in  a cosmopolitan 
environment. 

The  Nestorians  already  had  experience  in 
developing  schools  and  hospitals,  for  in 
Edessa  there  was  the  famous  school  where 
lectures  were  given  in  Syriac,  Greek,  and 
Persian  as  well  as  two  large  hospitals  which 
had  been  in  existence  before  the  Nestorians 
arrived.29 

The  medical  school  and  hospital  at 
Jundeshapur  were  unique  in  many  respects 
for  that  time.  Teaching  was  of  a practical 
nature,  and  more  reliance  was  placed  on 
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personal  observation  than  was  true  for 
medical  men  in  many  future  centuries. 
Written  case  records  were  kept,  and  at- 
tempts were  made  to  deduce  general  prin- 
ciples.30 A dispensary  and  apothecary 
shops  were  established  at  the  hospital.  The 
first  pharmacopoeia,  the  work  of  a Nes- 
torian,  Yuhanna  ibn  Masawayh-Usaybeah, 
was  elaborated  by  Sabur  ibn  Sahl  in  869. 
This  was  the  last  official  contribution  from 
the  Jundeshapur  school.31  In  fact,  the 
Arab  word  for  hospital  is  derived  from  the 
Persian.  As  shall  be  mentioned  later,  the 
remarkable  hospitals  of  the  Arabs  were 
modeled  after  the  Jundeshapur  institution. 

Finally,  it  should  be  noted  that  the 
examinations  for  licensure  credited  to  the 
Arabs  and  copied  by  Roger  of  Sicily  in  1140 
and  by  Fredrick  II  of  Salerno  owing  to 
Arabic  influence,  were  first  introduced  by 
Sinan  ben  Tsabet,  a Christian  who  died 
in  942. 32  By  the  end  of  the  ninth  century, 
Jundeshapur  was  milked  dry  of  its  talent 
by  Baghdad.  In  the  thirteenth  century,  an 
historian  wrote  he  could  find  no  trace  of 
Jundeshapur.33 

Individual  contributions 

In  642  the  Arabs  conquered  Persia,  but 
Jundeshapur  was  little  affected,  possibly 
because  Haris  ben  Kalda,  a Christian,  was 
the  personal  physician  of  Mohammed  and 
was  educated  at  Jundeshapur.  The  great 
flowering  of  Arab  civilization  occurred 
after  750,  when  the  Abbasside  dynasty  re- 
placed the  Ommiads.  In  765  the  Caliph  al 
Mansur  called  the  Nestor ian  Jurjis  or 
George  Bakhtyshu,  * the  chief  of  the  Junde- 
shapur hospital,  to  treat  him  for  an  illness. 
He  kept  him  in  Baghdad  for  five  years. 
Seven  generations  of  the  Bakhtyshu  family 
served  the  Caliphs  as  physicians.  The  best 
known  was  the  grandson  of  George,  Jibra’il 
(Gabriel),  who  had  great  influence  with  the 
caliphs  and  became  extremely  wealthy.  It 
is  related  that  when  the  famous  caliph, 
Harun-al-Rashid  (786  to  802),  took  Gabriel, 
a Christian,  with  him  to  Mecca  and  was  re- 
proached by  pious  Moslems,  he  said,  “The 
fortunes  of  the  Empire  depended  on  him- 
self and  he  himself  depended  on  Gabriel.” 

It  was  Gabriel  who  induced  Mesue  to 
leave  the  Jundeshapur  academy  and  hos- 

* Bakhtyshu  means  “servant  of  Jesus”  or,  according  to 
Saunders,20  “happiness  of  Jesus.” 


pital  and  come  to  Baghdad  to  translate  the 
Greek  manuscripts  which  caliph  Al-Mamun 
had  acquired  by  conquest  or  by  treaties. 
Mesue  was  famous  for  his  treatise  on 
ophthalmology. 

Translating  the  Greek  classics  was  not 
new  to  the  erudite  Nestorians.  Serapion 
the  Elder  wrote  two  medical  encyclopedias 
in  Syriac.  Probus  in  the  middle  of  the 
fifth  century  and  Philaponos  in  the  first 
half  of  the  sixth  century,34*  Syrian  Nes- 
torian  translators,  had  great  influence  on 
the  later  Nestorians.  Sergius  of  Ras-al- 
Ayn,  who  died  in  536,  translated  Hippoc- 
rates, Galen,  and  Aristotle  into  Syriac,  and 
the  Nestorians  brought  these  works  with 
them  to  Jundeshapur.  There  were  others 
who  translated  the  Greek  classics  into 
Syriac:  John  the  Grammarian  f and  Aaron 
the  Presbyter,  who  were  in  Alexandria  in 
622. 35  It  should  be  mentioned  that  early 
in  the  eighth  century  the  Ommiad  caliph 
sponsored  the  earliest  translations  of  Greek 
medicine  into  Arabic  by  Masarjawaih,  a 
Jewish  physician,  who  used  the  Syriac 
manuscripts  of  Aaron.36  Rhazes  often 
quoted  this  work. 

When  George  Bakhtyshu  was  serving  the 
Caliph  al  Mansur,  he  translated  many 
medical  works  from  Syriac  into  Arabic.37 

Mesue  developed  a school  of  translators 
in  Baghdad.  The  greatest  translator, 
called  the  Erasmus  of  the  Arabic  Renais- 
sance, was  Hunain  ben  Isaac.38  This 
Nestorian  Christian,  born  in  Hira,  Persia, 
in  809,  arrived  in  Baghdad  in  820  to  study 
with  Mesue.  He  annoyed  his  teacher  with 
his  interminable  questions,  and  finally 
Mesue  drove  him  out  of  the  class  saying, 
“What  have  the  people  of  Hira  to  do  with 
medicine?  Go  change  money  in  the  street.” 

Hunain  went  to  Greece  for  two  years  to 
study  Greek  and  textual  criticisms  which 
were  developed  in  Alexandria  and  came 
to  Basra  where  he  studied  Arabic.  He 
returned  to  Baghdad,  obtained  the  patron- 
age of  Gabriel,  and  prepared  translations  of 
some  of  Galen’s  works  for  him.  Gabriel 
interested  the  sons  of  Musa  in  the  young 
man.  Musa  was  a pardoned  brigand  who 
spent  his  declining  days  in  acquiring  cul- 
ture. Hunain  was  soon  called  to  the  atten- 
tion of  Caliph  al  Mamun,  who  made  him 

t It  should  be  pointed  out  that  doubt  has  been  expressed 
as  to  whether  Philoponos  and  John  the  Grammarian  were 
translators.  In  fact,  the  existence  of  John  has  heen  ques- 
tioned. 


3266  New  York  State  Journal  of  Medicine  / December  15,  1967 


director  of  the  House  of  Wisdom,  an 
academy  founded  by  the  Caliph  for  transla- 
tions of  the  Greek  classics  into  Syriac  and 
Arabic.  His  former  teacher,  Mesue,  be- 
came his  staunch  supporter.  Hunain  and 
his  pupils  not  only  meticulously  translated 
the  works  of  Hippocrates,  Galen,  Aristotle, 
Dioscorides,  Oribasius,  Paul  of  Aegina, 
Plato,  and  of  many  other  Greek  scholars, 
but  he  also  revised  the  previous  poor  trans- 
lations by  comparing  them  with  the  original 
Greek  works. 

The  best  in  Greek  medicine  which  the 
Arabs  brought  to  the  Christian  world 
was  the  work  of  Hunain  and  his  school. 
His  translations  dominated  Arabic  med- 
icine to  the  nineteenth  century  and  in- 
fluenced European  medieval  medicine  by 
subsequent  Latin  versions  which  unfortu- 
nately were  of  poor  quality. 

Khairallah39  has  published  a complete 
list  of  the  translations  of  Hunain’ s School 
of  Wisdom. 

Most  of  the  great  physicians  who  con- 
tributed to  Arabic  medicine  were  not  of 
Arabic  origin.  Rhazes,  Haly  Abbas,  and 
Avicenna  were  all  Persians.  Rhazes’ 
teacher  was  Rabban,  a Nestorian,  and  prob- 
ably all  of  these  Persians  depended  on 
Hunain’s  translations  of  the  Greek  classics 
and  were  certainly  influenced  by  Nestorian 
medicine. 

In  the  famous  schools  of  Cordova  and 
Toledo,  Hunain’s  translations  were  used. 
This  was  the  material  available  to  Gerard 
of  Cremona.  Albacasis,  a great  surgeon, 
Avenzoar  the  clinician,  and  Averroes,  who 
dared  to  question  the  correctness  of  Galen 
and  the  value  of  Avicenna,  all  used  the  work 
of  their  predecessors,  originally  Nestorian 
translators. 

Arab  contributions 

What  did  the  Arabs  actually  contribute 
to  our  medical  knowledge?  It  must  be 
remembered  that  when  we  use  the  word  Ara- 
bic, it  means  a language,  and  that  Persians, 
Nestorians,  other  Syrians  in  the  East,  and 
Jews  and  Christians,  both  Spanish  and  from 
the  rest  of  Europe,  all  were  included  among 
the  students  of  Arabic. 

The  Arabs  certainly  deserve  great  credit 
for  their  tolerance.  The  Prophet  said, 
“Wisdom  is  the  goal  of  all  believers,  acquire 
it  from  any  source  whatever,”  and,  “Take 


ye  knowledge  even  from  the  lips  of  an 
infidel.” 

The  Caliph  Omar,  accused  of  destroying 
the  Alexandrian  library,  was  quoted  as 
saying,  “If  the  books  agree  with  the  Koran 
they  are  superfluous;  if  they  disagree  they 
are  pernicious;  in  either  case  they  must  be 
destroyed.”  No  evidence  for  this  legend 
has  ever  been  found,  and  historians  doubt 
its  truth.40  Julius  Caesar  burnt  the  great 
Ptolemen  library  in  48  B.C.,  and  fanatical 
Christians  destroyed  the  library  in  the 
second  or  third  century. 

There  were  indeed  great  physicians  of 
true  Arab  origin  such  as  Abdallatrif,  who 
proved  from  his  study  of  Egyptian  skeletons 
that  the  jawbone  of  the  human  being  was 
one  bone,  not  two,  as  Galen  claimed,  and 
Ibn  Nafis,  the  first  to  describe  the  pulmo- 
nary circulation. 

The  Arabs  were  also  credited  with  the 
development  of  the  best  hospitals  in  the 
world  and  in  many  respects  were  the  fore- 
runners of  the  most  advanced  features  of 
modern  hospitals.41  These  institutions  re- 
ceived lavish  stipends;  they  cared  for  men- 
tal cases  and  lepers  and  had  other  special 
divisions  for  specific  diseases.  They  pro- 
vided home  care,  storytellers  for  insomniac 
patients,  first  aid  units,  mobile  clinics,  out- 
patient departments,  and  even  a primitive 
nursing  system.  They  also  had  interns  and 
externs  and  gave  each  discharged  patient 
five  pieces  of  gold  so  he  would  not  have  to 
work  immediately.  These  hospitals  had 
a system  of  regular  inspection  of  adminis- 
tration and  finances  and  were  noted  for 
humane  care  given  by  a trained  staff. 

The  hospitals  in  Baghdad,  Cairo,  and 
Damascus  were  models  for  future  institu- 
tions. However,  except  for  the  lavish  ex- 
penditures and  many  marked  improve- 
ments, these  institutions  were  modeled  on 
the  hospital  at  Jundeshapur  perfected  by 
the  Nestorians. 

Many  of  our  pharmacopoeial  terms  are 
Arabic  in  origin  and  were  the  products  of 
Arab  contributors  or  perhaps  translators. 

It  must  also  be  remembered  that  a con- 
siderable amount  of  the  Arab  literature  was 
destroyed,  and  many  translators  of  Arabic 
medicine  into  Latin  were  careless  and  even 
ignorant.  Therefore,  to  judge  the  real  con- 
tributions of  the  Arabs  will  require  much 
more  study  of  the  original  Arabic  writings 
if  they  can  be  found. 
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From  the  available  evidence,  we  can 
conclude  that  the  Arabs  were  essentially 
transmitters  of  Greek  knowledge  and  that 
the  real  translators  and  thus  the  saviors  of 
Greek  medicine  for  posterity  were  those 
remarkable  Christian  heretics,  the  Nes- 
torians. 
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Pregnancy  and  high  altitude 


Women  should  stay  below  the  altitude  of 
10,000  feet  in  the  last  trimester  of  pregnancy, 
advises  E.  S.  Taylor,  M.D.,  in  a recent  issue  of 
J.A.M.A. 

The  unborn  child,  it  has  been  found,  may  be 
damaged  by  lack  of  oxygen  if  the  mother 


exceeds  this  altitude  in  the  mountains  or  in  an 
unpressurized  airplane. 

Skeletal  deformities,  lack  of  teeth  and  hair, 
brain  impairment,  and  occasionally  even  death 
of  the  fetus  have  been  attributed  to  lack  of 
oxygen. 

Most  large  commercial  airplanes  are  pres- 
surized and  thus  provide  the  necessary  oxygen, 
but  a woman  in  her  last  trimester  should  consult 
her  physician  about  flying,  regardless  of  this. 
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hen  King  James  saw  the  name  of 
Thomas  Campion,  M.D.,  alongside  those 
of  William  Shakespeare  and  Ben  Jonson 
on  a list  of  English  poets  drawn  up  for 
him  in  the  year  1606,  he  is  said  to  have 
asked  in  annoyance:  “What  doth  this 

Doctor  of  Physick  on  my  list?” 

“Because  he  is  also  a maker  of  fine 
songs,”  was  the  reported  answer,  “who 
already  goes  by  the  name  of  Sweet  Master 
Thomas.  In  truth,  sire,  there  are  many 
who  say  that  he  doth  richly  clothe  conceit 
with  well-made  words,  and  others  who  do 
indeed  value  him  as  the  most  pregnant 
wit  of  the  times.” 

If  The  Stuart  had  not  heard  of  Campion, 
others  had  for  he  was  probably  as  well 
known  then  as  Shakespeare  on  the  streets 
of  London.  A well-disposed  circle  of 
musicians  and  singers  had  long  been  be- 
guiling Londoners  with  gusty  performances 
of  such  lilting  offerings  as  “Harke,  al  you 
ladies  that  do  sleep”  and  “Jack  and  Joan.” 
Poets  knew  him  somewhat  better  from  his 
Observations  in  the  Art  of  English  Poesie, 
published  in  1602  as  a diatribe  “against 
the  vulgar  and  unartificial  custom  of 
riming,”  which  had  set  Ben  Jonson  to 
gnashing  his  teeth  in  fury.  But  by  the  time 
ten  years  had  run  their  course,  King  James 
would  have  reason  to  award  this  Doctor 
of  Physick  full  royal  recognition,  for  in  an 
age  when  notorious  scamps  were  a common- 


place, Campion  would  easily  find  his  niche 
among  the  more  superlative  of  them. 
This  would  be  accomplished  with  equal 
artistry  in  musical,  literary,  and  social 
circles;  as  matters  eventually  came  to  stand, 
medicine  would  be  the  only  circle  where  he 
would  earn  no  notoriety  except  by  in- 
direction, since  it  appears  that  he  practiced 
a rather  competent  and  unspectacular 
brand  of  “physick.”  Such  accomplishments 
made  him  more  a typical  Jacobean  English- 
man than  Shakespeare,  so  typical,  in  fact, 
that  when  James  finally  brought  his  reign 
to  a tarnished  close,  Campion,  unlike  the 
Bard,  all  but  melted  into  obscurity. 

It  was  only  in  the  late  nineteenth  century 
when  Englishmen  began  to  rummage  about 
nostalgically  among  their  Tudor  and  Stuart 
ancestors,  that  Campion  was  rediscovered, 
dusted  off,  and  refurbished  so  that  modern 
English  ears  could  listen  to  his  plangent 
evocations  of  the  high  romantic  ardor 
and  the  piquant  eroticism  that  once  trans- 
fixed these  ancestors.  But  the  man  himself 
was  slow  in  returning  to  life.  There  was 
much  obscurantist  academic  quibbling 
about  whether  he  spelled  his  name  Campion 
or  Campion,  whether  he  had  been  born  in 
1567  or  1568  to  an  Irish  Catholic  family 
from  Dublin  or  to  a good  Tudor  Prot- 
estant family  with  a proper  London  lin- 
eage. The  literati  were  inclined  to  call  him 
a musician  because  of  his  irregular  metrics 
and  his  contempt  for  the  established 
niceties  of  Elizabethan  poetry,  while 
musicians  called  him  a poet  because  of  his 
primitive  contrapuntal  and  harmonic  struc- 
tures. No  one,  it  seems,  took  the  trouble  to 
listen  to  his  songs  as  songs  until  Vaughn 
Williams  aroused  their  musical  curiosities 
by  his  own  evocations.  Now,  with  his 
appearance  in  several  recent  record  anthol- 
ogies, * Campion  appears  to  be  taking  his 
final  steps  out  of  limbo.  He  will  un- 
doubtedly have  stiff  competition  from  the 
likes  of  William  Byrd,  Orlando  Gibbons, 

* Book  of  Ayres,  part  1,  Deutsche  Gramophon,  ARC-3004. 
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Thomas  Weelkes,  and  John  Dowland,  but 
Sweet  Master  Thomas  can  be  depended  on 
to  make  a good  show  for  himself. 

If  his  musicianship  was  not  as  profound 
as  that  of  Byrd  or  Gibbons,  if  his  basic 
philosophy  was  not  as  lofty  as  Dowland’s, 
he  was  still  able  to  weld  the  word,  the 
voice,  and  the  lute  into  an  indissoluble 
unity  in  a manner  that  the  others  could 
not  approach.  His  songs  were  meant  to  be 
sung  and  not  to  be  dissected  into  their  com- 
ponent parts;  under  this  type  of  scrutiny 
they  merely  crumble  into  soundless  dust. 
Knowing  this,  it  was  therefore  as  much  with 
honest  candor  as  with  outrageous  impudence 
that  he  wrote  in  the  introduction  to  his  Two 
Bookes  of  Ayres  (1612):  “In  these  English 
ayres  I have  chiefly  aymed  to  couple  my 
Words  and  Notes  lovingly  together,  which 
will  be  much  for  him  to  doe  that  hath  not 
power  over  both,”  and  continued  in  his 
Third  and  Fourth  Booke  of  Ayres  (1617): 
“To  be  briefe,  all  these  Songs  are  mine, 
if  you  expresse  them  well,  otherwise  they 
are  your  owne.  Farewell.” 

Impudence  was  indeed  the  keynote  of 
his  life  as  it  was  to  all  Englishmen  who, 
like  Drake,  Essex,  Raleigh,  Coke,  and 
Somerset,  served  Elizabeth  and  James. 
Should  then  his  “A  secret  love  or  two,” 
“Shall  I come,  sweet  love,  to  thee,”  “I 
care  not  for  these  ladies,”  or  “Break  now 
my  heart  and  die,”  conjure  up  an  earthy 
ribald  romanticism,  it  is  only  because 
Campion  did  with  his  talent  what  Essex 
and  Raleigh  had  done  best  with  theirs 
in  the  lusty  context  of  their  times.  And 
if  modern  ears  can  discern  the  cat-like 
tread  of  a scamp  behind  all  this  lyric 
ribaldry,  history  will,  like  King  James, 
amply  justify  the  supposition. 

Biography 

Campion  was  by  birth,  to  Protestant 
parents  in  London  on  February  12,  1567,  a 
bourgeois  gentleman,  the  class  from  which 
Reformation  England  drew  all  the  violent 
energy  that  eventually  forged  her  empire.1 
The  death  of  his  father  when  he  was  five 
left  him  without  the  patrimony  necessary 
to  help  him  find  his  way  in  those  boisterous, 
highly  competitive  times,  and  he  was  early 
thrown  on  the  resources  of  his  own  wits 
for  that  purpose.  After  nine  aimless  years 
at  Cambridge’s  Peterhouse  and  London’s 


Gray’s  Inn,  one  of  the  city’s  better  law 
schools,  he  found  that  taking  part  in 
London’s  plays  and  revels,  writing  English 
verse  and  Latin  epigrams,  and  such 
collateral  activities  as  drinking,  wenching, 
and  roistering  were  more  to  his  taste  than 
studying  law.  In  the  course  of  these 
activities,  he  discovered  the  one  fact  of 
life  that  motivated  many  another  ambitious 
young  Englishman  of  his  time:  that  a 

noble  patron  was  the  shortest  route  to  the 
good  life. 

Campion  got  his  first  chance  to  enter  the 
competition  for  noble  patronage  in  1591 
when  Henry  IV,  the  Huguenot  king  of 
France,  became  embroiled  in  what  ap- 
peared to  be  a death  struggle  with  a 
Spanish  Catholic  coalition  and  decided 
he  needed  the  help  of  his  Protestant 
brothers  in  England.  He  sent  an  urgent 
request  for  aid  to  the  Earl  of  Essex,  then  in 
high  royal  favor  and  spoiling  for  action, 
who  in  turn  pressured  Elizabeth  for  permis- 
sion to  join  Henry  at  Dieppe  with  an 
English  army.  Despite  her  distrust  of 
Henry,  the  Queen  reluctantly  agreed, 
and  Essex  set  sail  in  August  of  that  year. 
Campion  joined  the  army  as  part  of  a 
detachment  of  London  “gentleman  adven- 
turers” led  by  a certain  Colonel  Carey. 
He  showed  none  of  the  Queen’s  reluctance, 
having  been  baited  by  that  segment  of 
Colonel  Carey’s  propaganda  which  featured 
much  potential  booty  and  many  willing 
French  ladies.  An  even  more  plausible  ob- 
jective than  these  carnal  delights,  however, 
was  to  engineer  sufficient  proximity  to 
Essex  during  the  course  of  the  expedition 
for  Campion  to  gain  a try  at  patronage. 

When  the  English  landed  at  Dieppe, 
they  found  that  Henry  had  left  the  coast 
and  gone  on  to  besiege  Rouen  without  so 
much  as  a by-your-leave  to  Essex.  The 
impetuous  Devereaux,  left  to  cool  his  heels 
without  a battle  plan,  chafed  and  roared  in 
anger,  but  not  so  with  Thomas  Campion. 
He  found  this  an  excellent  opportunity  to 
take  up  his  roistering  and  wenching  where 
he  had  left  off  in  London  and  entertained 
the  entire  eastern  extremity  of  the  French 
Channel  coast  with  some  prodigious  ex- 
ploits, so  prodigious  that  even  Essex  was 
forced  to  take  admiring  notice  of  him. 
But  when  the  day  for  action  came  and 
French  Henry  finally  decided  to  invite 
Essex  to  join  him  before  Rouen,  Campion 
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suddenly  found  that  he  had  important 
matters  urgently  awaiting  his  attention  in 
London. 

While  the  army  marched  south,  he 
embarked  for  the  north  and  spoiled 
his  first  attempt  at  finding  a patron  in 
Essex,  which  would  probably  have  come  to 
naught  in  any  event  since  Essex  was  to  be 
hanged  by  Elizabeth  as  a traitor  in  1601. 

Campion  re-entered  Gray’s  Inn  on  his 
arrival  in  London  and  remained  there  until 
1599  in  another  brave  but  futile  attempt  to 
master  the  law.  During  this  time  he 
achieved  some  increasing  mastery  of  letters 
with  the  publication  of  his  Poemata,  a book 
of  Latin  epigrams  which  established  him  as 
one  of  England’s  finest  epigrammists, 
second  only  to  Sir  Thomas  More.  Leaving 
Gray’s  Inn  meant,  however,  that  he  could 
devote  himself  full  time  to  his  favorite 
pursuits,  and  he  lost  none  in  augmenting 
his  roisterer’s  reputation  to  almost  as 
notorious  a one  as  Shakespeare’s.  At  least 
two  other  commendable  byproducts  pre- 
cipitated out  of  this  fluid  scamp’s  existence: 
A Booke  of  Ayres,  published  in  1601  and 
the  first  work  to  fix  attention  on  him  as  a 
composer  of  consequence,  and  the  Ob- 
servations in  the  Art  of  English  Poesie,  which 
was  published  in  1602  and  tweaked  hard  at 
the  nose  of  every  poet  in  the  kingdom. 

No  sooner  had  he  settled  into  this  agree- 
able pursuit  of  happiness  than  great  events 
seem  once  again  to  have  intervened,  this 
time  all  but  obliterating  Campion’s  spoor 
in  history  because  the  four  years  between 
1602  and  1606  yield  only  scant  evidence  of 
his  existence.  Since  he  re-emerged  as  a 
Doctor  of  Physick  in  the  London  of  1606, 
the  only  logical  inference  is  that  he  had  gone 
off  to  study  medicine  somewhere — not  in 
England,  for  no  English  medical  school 
shows  any  record  of  his  matriculation. 
He  may,  of  course,  have  had  a vestigial 
yeoman’s  conscience  stricken  by  his  friv- 
olous way  of  life  and  heeded  the  ex- 
hortation of  the  great  Elizabethan  master 
of  Puritan  invective,  William  Perkins,  that 
“every  man  must  choose  a fit  calling  to 
walk  in;  that  is,  every  calling  must  be 
fitted  to  the  man,  and  every  man  be  fitted 
to  his  calling.”2  Judging  from  Campion’s 
subsequent  escapades,  it  is  more  likely 
that  he  dropped  out  of  sight  because  cir- 
cumstances dictated  this  expediency,  and 
because  London  physicians  were  at  that 


time  amassing  greater  fortunes  than  the 
Queen  herself. 

With  the  execution  of  Essex  in  1601  for 
his  Irish  fiasco,  Elizabeth  became  more  and 
more  irritable  at  any  sign  of  treason  among 
her  subjects,  no  matter  how  trivial. 
Her  irritation  had  an  especially  low  thresh- 
old where  followers  of  Essex,  Irishmen, 
and  Catholics  were  concerned,  and  Cam- 
pion seems  to  have  been  under  suspicion  on 
all  three  counts.  As  a result  of  the  Dieppe 
expedition  of  1591  he  was  known  to  be  an 
Essex  man  regardless  of  the  Earl’s  true 
opinion  of  him  for  showing  his  heels  under 
fire.  The  recent  execution  of  the  urelated 
Catholic  Bishop,  Edmund  Campion,  for 
hostile  acts  against  the  Anglican  Church 
may  have  mistakenly  implicated  him  for 
being  a relative,  a crypto-irishman,  and  a 
Papist.  Moreover,  a rumor  that  he  had 
broken  his  friendship  with  fellow  composer 
John  Dowland  on  the  grounds  of  his  alleged 
conversion  to  Catholicism  further  strength- 
ened the  indictment.  Finally,  there  were 
additional  rumors  of  a friendship  with  a 
Catholic  traitor  in  Dieppe,  the  poet  Henry 
Constable,  who  was  the  Pope’s  emissary  to 
James  VI  of  Scotland  (later  James  I of 
England)  in  their  famous  bickering  over 
the  succession  to  the  English  throne. 
In  the  face  of  recently  unearthed  evidence 
that  Campion  studied  medicine  during 
those  four  missing  years  at  Douai,  a uni- 
versity maintained  in  France  by  expatriated 
English  Catholics,3  he  probably  did  play  a 
shadowy  Elizabethan  equivalent  of  the 
modern  game  of  accomodation  with  Cathol- 
icism and  disappeared  from  England  to 
avoid  Elizabeth’s  vengeful  hand. 

At  any  rate,  the  Queen’s  death  in  1603 
and  Campion’s  completion  of  his  medical 
training  in  1606  allowed  him  to  return  to 
England  and  resume  what  his  enforced 
exile  had  interrupted.  His  first  step  was 
to  make  capital  of  his  medical  degree  and 
open  his  professional  establishment  on 
fashionable  Fleet  Street;  this  quickly 
attracted  a lucrative  bevy  of  wealthy  pa- 
tients among  whom  was  Sir  Thomas 
Monson,  Keeper  of  the  Armoury  at  the 
Tower  of  London.  Since  Sir  Thomas  was 
notorious  for  the  wild  musical  parties  he 
sponsored  after  hours  in  certain  of  the 
Tower’s  more  secluded  precincts,  he  ob- 
viously appreciated  Campion’s  musical 
talents  and  made  Sweet  Master  Thomas 
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his  protege  forthwith.  He  also  introduced 
Campion  to  the  court  of  James  I,  un- 
doubtedly the  most  freebooting  and  lecher- 
ous aggregation  of  governmental  parasites 
since  the  reign  of  Nero,  whereupon  Master 
Thomas  immediately  earned  his  first  spurs 
by  writing  and  producing  a masque  in 
1607  for  the  marriage  of  a Lord  Hays. 
This  was  undoubtedly  the  King’s  doing, 
signifying  that  James  had  verified  the 
inventory  of  1606  for  himself,  since  Ben 
Jonson  was  then  the  favorite — and  by  all 
odds  the  most  accomplished- — masque  writer 
of  the  court. 

Campion  had  now,  at  forty,  achieved 
the  ultimate  objectives  that  had  sent  him 
scurrying  back  to  London  from  Cambridge 
twenty-three  years  previously.  His  slight 
elegant  figure,  richly  caparisoned  in  be- 
jewelled and  befurred  tunics,  and  his 
lighthearted,  light-fingered  manners  made 
him  a well-known  figure  and  a welcome 
personality  at  court.  His  Fleet  Street 
practice  was  thriving,  his  patron  was  work- 
ing mightily  on  his  behalf  as  a further  in- 
demnity against  poverty,  and  he  was  able 
to  indulge  his  muse  without  restraint. 
He  did,  of  course,  indulge  all  three  quite 
freely,  but  his  production  of  music,  partic- 
ularly of  airs,  was  freest  of  all.  His  out- 
put was  so  prolific  that  he  tossed  his 
manuscripts  aside  without  signature  once 
they  had  been  completed  and  gave  no 
concern  to  what  happened  to  them  after- 
wards. If  his  closest  friend,  the  lutenist 
and  poet  Philip  Rosseter,  had  not  salvaged 
many  of  them,  they  would  have  got  lost  or 
been  plagiarized  by  another  equally  light- 
fingered  Jacobean  colleague.  The  Two 
Bookes  of  Ayres  which  he  published  in  1612 
probably  represent  a mere  fraction  of  what 
he  had  written  in  the  five  years  since 
1607,  and  the  “experimental”  work  that 
culminated  in  his  New  Way  of  Making 
Foure  Parts  in  Counterpoint  of  1617  rep- 
resented even  more  fecundity  of  invention. 

The  Overbury  case 

The  year  1613  was  the  peak  of  his 
frenetic  career  at  the  Stuart’s  court.  He 
ingratiated  himself  even  more  with  his 
sovereign  by  issuing  the  elegaic  Songs  of 
Mourning  at  the  death  of  James’s  first- 
born Prince  Henry  and  was  rewarded  by 
being  allowed  to  write  a masque  for  one  of 


Queen  Anne’s  social  functions  and  the 
famous  Lord’s  Masque*  for  the  marriage 
of  Princess  Elizabeth.  A third  masque 
written  that  year  was  of  even  greater 
significance;  it  celebrated  one  of  the  most 
spectacular  social  events  of  the  season,  the 
marriage  of  the  Earl  of  Somerset  to  Lady 
Frances  Howard,  and  marked  Campion’s 
entrance  into  the  inner  cloister  of  court 
intrigue  that  was  dominated  by  the 
notorious  Somerset  and  Howard  families. 
This  entry  was,  of  course,  arranged  by  Sir 
Thomas  Monson  and  proved  to  be  Cam- 
pion’s downfall.  For  it  seems  that  Sweet 
Master  Thomas  lacked  only  a bit  of  murder 
to  add  the  last  fillip  of  spice  to  his  life. 

Somerset,  then  the  King’s  Lord  Privy 
Seal  and  his  closest  adviser,  was  in  the 
midst  of  a passionate  affair  with  Lady 
Frances,  the  shameless  twig  of  a powerful 
Tudor  family,  when  her  husband,  the  third 
Earl  of  Essex,  returned  from  some  vague 
King’s  business  abroad.  The  lady  was  so 
thoroughly  embroiled  in  her  passion  that 
she  refused  to  live  with  her  husband,  the 
ineffectual  son  of  Elizabeth’s  unfortunate 
favorite,  whereupon  Essex  appealed  to  the 
King  and  was  rewarded  by  orders  to  divorce 
his  wife.  When  the  divorce  was  con- 
summated, Lady  Frances  married  Somerset 
in  the  King’s  presence  to  the  tune  of 
the  revelry  in  Campion’s  masque.  Now, 
all  would  have  gone  well  had  it  not  been 
for  a Sir  Thomas  Overbury,  one  of  Somer- 
set’s favorite  deputies.  Overbury  had 
encouraged  the  illicit  dalliance  between 
the  two  but  balked  at  the  marriage  because 
he  sensed  in  Lady  Frances  a threat  to  his 
influence  over  Somerset,  which  was,  in 
effect,  a threat  to  his  influence  over  the 
King.  When  Somerset  refused  to  cease 
and  desist  in  his  marriage  plans,  Overbury 
resorted  to  blackmail  by  publishing  damn- 
ing portions  of  Lady  Frances’s  correspond- 
ence with  Somerset.  Now  thoroughly 
alarmed,  the  pair  convinced  the  King  of 
the  need  to  imprison  Overbury  in  the 
Tower  of  London  under  an  indefinite 
sentence. 

But  Lady  Frances  was  still  not  pacified 
and  decided  that  more  permanent  methods 

* None  of  Campion’s  masques  seem  to  have  survived  the 
centuries,  more  the  pity  because  of  all  the  art  forms  of  the 
time  the  masque  typified  the  Elizabethan  and  Jacobean 
courts  more  than  any  other.  It  was  invariably  an  extrav- 
aganza built  around  lavish  exterior  and  interior  sets  without 
a plot  but  liberally  sprinkled  with  songs  and  “ayres.” 
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of  erasure  were  necessary.  She  concocted 
an  elaborate  plan  of  slow  poisoning  for 
Overbury  which  would  supposedly  cover 
the  tracks  of  all  concerned.  Monson, 
as  Keeper  of  the  Armoury  at  the  Tower, 
was  to  be  the  key  to  the  disarmingly  simple 
plot.  An  excellent  cook  and  artful  poi- 
soner, Mrs.  Anne  Turner,  was  hired  to 
provide  Overbury  with  such  gourmet  tidbits 
as  partridges  braised  in  a delightful  sauce 
of  pepper  and  ground  glass,  queen’s  tarts 
tastefully  spiced  with  arsenic,  currant 
jelly  with  a dash  of  bichloride  of  mercury, 
and  Anjou  wine  spiked  with  cantharides. 
The  plot’s  success,  however,  required  a 
partisan  Lieutenant  of  the  Guards  who 
would  permit  extra  feedings  if  necessary. 
Monson’s  Lieutenant  of  the  moment  was 
too  honest  for  the  assignment,  and  he  was 
forced  to  find  another  catspaw.  His  choice 
was  Sir  Gervase  Helwys,  a valiant  knight 
with  a large  hungry  family,  but  only  if 
Helwys  agreed  to  return  £2,000  of  his  first 
year’s  salary.  This  Helwys  agreed  to  do, 
and  one  night  Campion  was  sent  skulking 
through  the  dark  streets  of  old  Cheapside 
to  meet  the  new  Lieutenant  at  his  home 
and  collect  the  Jacobean  version  of  the 
modern  kickback. 

So  far  as  is  known,  this  was  Campion’s 
only  role  in  the  plot,  but  there  is  a logical 
suspicion  that,  with  his  doctor’s  knowledge 
of  toxicology,  he  may  have  been  more 
intimately  involved.  At  any  rate,  four 
months  of  Mistress  Turner’s  epicurean 
masterpieces  were  sufficient  to  do  Overbury 
in  quite  properly,  and  these  final  results 
were  climaxed  by  the  Somerset-Howard 
marriage  and  Campion’s  masque.  Again 
all  would  have  gone  well  had  not  the 
implacable  Lord  Chief  Justice  Sir  Edward 
Coke  taken  it  into  his  head  two  years 
later,  after  he  had  heard  the  inadvertent 
confession  of  a frightened  apothecary’s 
apprentice  who  had  delivered  the  poisons  to 
Mistress  Turner  and  Helwys,  that  the 
Overbury  matter  needed  investigation. 
Coke  was  the  original  human  prototype  of 
the  English  bulldog  and  before  long  un- 
covered the  whole  plot,  seizing  the  hapless 
Campion  as  one  of  his  key  witnesses. 
Frightened  out  of  his  wits  by  Coke’s 
inquisitorial  questioning,  Campion  revealed 
all  the  details  of  the  nocturnal  transaction 
with  Helwys  and  was  himself  thrown  into 
the  Tower  under  suspicion  of  being  a 


conspirator.  Monson  joined  him  shortly 
and  the  two  shivered  in  terror  through 
the  trial  and  subsequent  beheading  of 
Mistress  Turner  and  Sir  Gervase.3 

Fortunately  for  Campion,  Coke  could 
find  no  other  real  evidence  of  guilt  and  he 
was  released  after  several  months,  but  some 
of  his  contemporaries  failed  to  share  the 
prosecutor’s  convictions.  Where  there  was 
the  smoke  of  suspicion,  they  said,  there 
was  usually  the  fire  of  fact,  “and  even 
now  Dr.  Campion  services  the  guilty 
Monson  where  he  lies  in  the  Tower,” 
for  Coke  had  not  released  Monson,  and 
Campion  had  been  retained  by  Sir  Thomas 
to  ward  off  the  rheumatics  and  the  megrims 
he  was  certain  he  would  catch  in  his  dank 
rat-infested  dungeon.  Monson  eventually 
went  to  trial  in  1617  and,  like  Somerset 
and  his  Lady  Frances,  was  found  innocent 
despite  obvious  guilt;  again  like  the  other 
two,  he  was  thoroughly  discredited  and 
banished  from  court.  When  he  finally 
emerged  from  the  Tower,  Monson  was 
greeted  by  Campion’s  dedication  of  his 
just  published  Third  and  Fourth  Booke  of 
Ayres : “Since  now  these  clouds  that 

lately  overcast /Your  fame  and  fortune 
are  dispers’d  at  last.” 

Later  years 

Despite  this  emotional  outburst,  Cam- 
pion was  not  inclined  to  follow  Monson 
and  Somerset  into  obscurity  and  once 
more  set  about  ingratiating  himself  with  a 
patron.  Alas  for  Sweet  Master  Thomas, 
he  was  no  longer  young  or  sweet,  and  he 
was  tired  from  long  years  of  physical  and 
emotional  excesses.  Moreover,  Coke’s  gim- 
let eyes  watched  over  him  constantly  on 
the  grim  predication  that  having  once 
been  suspect  of  murder  and  at  another 
time  suspect  of  being  Catholic,  he  would 
bear  surveillance  forever.  Nevertheless, 
Campion  made  one  last  attempt  to  revive 
public  interest  in  his  romantic  wares  and 
published  his  Ayres  that  were  sung  and 
played  at  Brougham  Castle  in  1618.  When 
this  failed,  he  reluctantly  retired  to  a 
cheerless  bachelor’s  obscurity  with  only 
his  good  friend  Philip  Rosseter  to  beguile 
his  days  with  the  lute.  On  his  death  at  the 
age  of  fifty-three  on  March  1,  1620,  his 
entire  estate  after  many  years  of  practicing 
Fleet  Street  medicine,  musical  composition, 
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and  lucrative  chicanery,  was  £32,  all  of 
which  was  willed  in  pathetic  gratitude  to 
friend  Rosseter.  His  half-obscured  grave 
is  still  to  be  found  in  the  churchyard  of 
St.  Dunstan’s-in-the-West  on  Fleet  Street. 

He  might  have  been  pleased  to  learn, 
had  he  survived  until  1622,  that  the  new 
Dutch  Republic  adopted  one  of  his  early 
airs,  “What  if  a day,”  as  their  national 
anthem,  “Bergen  op  Zoom.”  He  might 
have  been  even  more  pleased  to  learn  that 
his  book  on  counterpoint  was  to  become  a 
classic  in  English  music  theory  for  at  least 
two  centuries  and  that  his  saucy  and 
somewhat  preposterous  introduction  to  the 
book  would  be  accepted  as  a literal  estimate 
of  his  talents  in  this  area:  “If  I should 

discover  no  more  than  this  already  de- 
ciphered of  Counterpoint.  . . I had  ef- 
fected more  in  Counter-point  than  any 
man  before  me  hath  even  attempted.” 

What  would  probably  have  delighted 
him  most  of  all  was  the  good  chance  that, 
three  centuries  after  his  death,  the  celebra- 
tion of  Shakespeare’s  400th  birthday  would 


bring  him  into  full  view  not  only  as  one  of 
Bard’s  more  talented  contemporaries  but 
also  as  one  of  the  more  accomplished 
scamps  of  English  history.  If  he  could 
be  asked  to  select  his  own  keynote,  Sweet 
Master  Thomas  would  probably  choose 
this  one  of  his  saucier  tidbits: 

Love  and  beautie,  mirth  and  musicke  yield 
true  joyes 

Though  the  synickes  in  their  folly  count 
them  toyes. 


Ro 

for 

in 

Be 

ve; 


In  its  truly  human  sense,  this  lilting 
fingerwave  at  life  does  more  than  any  other 
to  capture  the  spirit  of  Elizabeth’s  and 
James’s  England  through  their  own  man 
Campion. 

One  Bradford  Road 
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Congestion  called 
crime  stimulus 

It  was  recently  stated  that  environmental  ef- 
fects in  highly  populated  areas  stimulated  crime 
and  mental  illness.  L.  C.  Kolb,  M.D.,  speaking 
at  the  third  annual  New  York  Congress  for 
Mental  Health,  presented  a study  showing  that 


crime  and  mental  illness  rates  were  higher  in  a 
block  of  upper  Harlem  than  in  a less  crowded 
street  four  blocks  north. 

Those  in  the  less  congested  area  were  no  bet- 
ter educated,  but  had  greater  family  cohesion, 
better-paying  jobs,  more  recreational  area,  and 
less  exposure  to  civil  and  social  disobedience. 

Overcrowding  which  caused  overmobilization 
of  aggressive  drives  was  one  reason  given  for  the 
great  difference  in  hospitalization  rates  as  well. 
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Necrology 


Robert  Boggs,  M.D.,  of  Palm  Beach,  Florida, 
formerly  of  New  York  City,  died  on  October  25 
in  Palm  Beach  at  the  age  of  sixty-five.  Dr. 
Boggs  graduated  in  1933  from  McGill  Uni- 
versity Faculty  of  Medicine.  In  1949  he  was 
appointed  dean  of  New  York  Post-Graduate 
Medical  School.  He  served  as  a consultant  in 
medical  education  in  New  York  and  had  been 
chairman  of  the  National  Committee  on  Re- 
settlement of  Foreign  Physicians,  and  of  the 
Deans  Committee  of  the  New  York  Veterans 
Administration  Hospitals.  Dr.  Boggs  was  a 
member  of  the  American  Public  Health  As- 
sociation, the  New  York  Academy  of  Medicine, 
the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Henry  Benjamin  Boley,  M.D.,  of  Brooklyn 
retired,  died  on  October  22  at  the  Jewish 
Hospital  of  Brooklyn  at  the  age  of  seventy- three. 
Dr.  Boley  graduated  in  1916  from  Jefferson 
Medical  College  of  Philadelphia.  He  was  a 
consulting  obstetrician  at  Jewish  Hospital  of 
Brooklyn.  Dr.  Boley  was  a Fellow  of  the 
American  College  of  Obstetricians  and  Gyn- 
ecologists and  a member  of  the  Medical  Society 
of  the  County  of  Kings,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Frank  Conte,  M.D.,  of  The  Bronx,  died  on 
July  13  at  the  age  of  forty-seven.  Dr.  Conte 
received  his  medical  degree  from  the  University 
of  Rome  in  1946.  He  was  a staff  physician  at 
Pelham  Bay  General  and  Cross  County  Hos- 
pitals, and  an  associate  attending  physician  at 
Union  Hospital  of  The  Bronx.  Dr.  Conte  was 
a member  of  the  American  Academy  of  General 
Practice,  the  American  Geriatrics  Society,  the 
Bronx  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

David  Corcoran,  M.D.,  of  Babylon,  died  on 
November  4 at  Staunton,  Virginia,  at  the  age 
of  eighty-six.  Dr.  Corcoran  graduated  in  1905 
from  Columbia  University  College  of  Physicians 
and  Surgeons.  In  1918  he  was  named  clinical 
director  of  Brooklyn  State  Hospital  and  was  in 
charge  of  planning  and  developing  a branch 
of  the  Hospital  which  became  Creedmoor  State 
Hospital.  From  1933  to  1951  he  was  director 
of  Central  Islip  State  Hospital.  Dr.  Corcoran 
was  a Diplomate  of  the  American  Board  of 
Psychiatry  and  Neurology  and  a member  of 
the  American  Psychiatric  Association,  the 
Suffolk  County  Medical  Society,  the  Medical 


Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Francis  Benedict  Doyle,  M.D.,  of  Brooklyn, 
died  on  November  4 at  Methodist  Hospital  of 
Brooklyn  at  the  age  of  eighty-seven.  Dr. 
Doyle  graduated  in  1903  from  Long  Island 
College  Hospital.  He  was  a senior  attending 
obstetrician  and  gynecologist  at  St.  Mary’s 
Hospital.  Dr.  Doyle  was  a Diplomate  of  the 
American  Board  of  Obstetrics  and  Gynecology, 
a Fellow  of  the  American  College  of  Surgeons, 
and  a member  of  the  Medical  Society  of  the 
County  of  Kings,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Sigmund  Dreiblatt,  M.D.,  of  The  Bronx, 
died  on  September  17  at  the  age  of  sixty-eight. 
Dr.  Dreiblatt  graduated  in  1920  from  Fordham 
University  School  of  Medicine.  He  was  a con- 
sulting cardiologist  at  Fordham  Hospital.  Dr. 
Dreiblatt  was  a Fellow  of  the  American  College 
of  Chest  Physicians,  a Fellow  of  the  American 
College  of  Cardiology,  and  a member  of  the 
New  York  Cardiological  Society,  the  Bronx 
County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Barbara  R.  Grolnick,  M.D.,  of  Brooklyn, 
died  on  September  17  at  the  age  of  thirty-six. 
Dr.  Grolnick  graduated  in  1955  from  State 
University  of  New  York  Downstate  Medical 
Center.  She  was  a clinical  assistant  attending 
pediatrician  at  Kings  County  Hospital  Center. 

Charles  William  Hennington,  M.D.,  of 

Rochester,  retired,  died  on  October  14  at  the 
age  of  eighty-six.  Dr.  Hennington  graduated  in 
1906  from  Johns  Hopkins  University  School  of 
Medicine.  He  was  an  honorary  consulting  sur- 
geon at  Park  Avenue  Hospital.  Dr.  Henning- 
ton was  a Fellow  of  the  American  College  of 
Surgeons  and  a member  of  the  Rochester 
Academy  of  Medicine,  the  Monroe  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Marcus  Kaftal,  M.D.,  of  New  York  City, 
died  on  August  20  at  the  age  of  sixty-nine.  Dr. 
Kaftal  graduated  in  1925  from  Columbia  Uni- 
versity College  of  Physicians  and  Surgeons. 
He  was  a member  of  the  New  York  Cardiologi- 
cal Society,  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
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New  York,  and  the  American  Medical  Associa- 
tion. 

Philip  Kavet,  M.D.,  of  Brooklyn,  died  on 
October  11  at  the  age  of  fifty-three.  Dr. 
Kavet  graduated  in  1943  from  Chicago  Medical 
School.  He  was  an  adjunct  physician  in  gen- 
eral practice  at  Brookdale  Hospital  Center  and 
an  adjunct  general  practitioner  in  peripheral 
vascular  disease  at  Brookdale  Hospital  Center 
Outpatient  Department.  Dr.  Kavet  was  a 
member  of  the  American  Geriatrics  Society, 
the  Medical  Society  of  the  County  of  Kings, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Benjamin  Kleiner,  M.D.,  of  Brooklyn,  died 
on  September  20  at  the  age  of  seventy-four. 
Dr.  Kleiner  graduated  in  1918  from  University 
and  Bellevue  Hospital  Medical  College.  He  was 
an  adjunct  pediatrician  at  Jewish  Hospital  of 
Brooklyn.  Dr.  Kleiner  was  a member  of  the 
Medical  Society  of  the  County  of  Kings,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Thomas  Alexander  Lewis,  M.D.,  of  Ham- 
mond, died  on  May  15  at  the  age  of  ninety-six. 
Dr.  Lewis  graduated  in  1897  from  Trinity  Uni- 
versity of  the  University  of  Toronto  Faculty  of 
Medicine.  He  was  a member  of  the  St.  Law- 
rence County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Thomas  Cowley  Marriott,  M.D.,  of  Buffalo, 
died  on  September  6 at  Sisters  of  Charity  Hos- 
pital of  Buffalo  at  the  age  of  fifty.  Dr.  Mar- 
riott graduated  in  1942  from  the  University  of 
Buffalo  School  of  Medicine.  He  was  an  at- 
tending surgeon  in  general  practice  at  Sisters  of 
Charity  Hospital  of  Buffalo  and  in  1960  was 
president  of  the  medical  board  there.  He  was 
team  physician  for  the  University  of  Buffalo 
Athletic  Department  for  eighteen  years,  and 
medical  examiner  for  the  Erie  County  Probation 
Department  for  ten  years.  Dr.  Marriott  was 
a member  of  the  Erie  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

John  Hugh  Nolan,  M.D.,  of  New  York  City, 
died  on  November  2 at  Doctors  Hospital  at  the 
age  of  eighty-four.  Dr.  Nolan  graduated 
in  1909  from  Dartmouth  College  Medical 
Department.  From  1946  to  1947  he  was  presi- 
dent of  the  medical  board  of  New  York  City 
Hospital  on  Welfare  Island.  Dr.  Nolan  was  a 
member  of  the  American  Geriatrics  Society, 
the  New  York  Neurological  Society,  the  New 
York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Sidney  Harry  Schechner,  M.D.,  of  New  York 


City,  died  on  September  28  at  the  age  of  seventy- 
four.  Dr.  Schechner  received  his  medical  de- 
gree from  the  University  of  Vienna  in  1921. 
He  was  a member  of  the  American  Academy  of 
General  Practice,  the  New  York  County  Medi- 
cal Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  As- 
sociation. 

Cypra  Shulman,  M.D.,  of  The  Bronx,  died 
on  October  2 at  the  age  of  eighty.  Dr.  Shulman 
received  her  medical  degree  from  the  University 
of  Kiev  in  1916.  She  was  a member  of  the 
Bronx  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

William  Victor  Silverberg,  M.D.,  of  White 
Plains,  formerly  of  New  York  City,  died  on 
October  10  at  the  age  of  seventy.  Dr.  Silver- 
berg graduated  in  1921  from  Columbia  Uni- 
versity College  of  Physicians  and  Surgeons. 
He  was  an  associate  attending  psychiatrist  at 
Flower  and  Fifth  Avenue  Hospitals.  Dr.  Sil- 
verberg was  a founder  and  first  president  of  the 
Association  for  the  Advancement  of  Psycho- 
analysis. In  1944  he  helped  found  the  Com- 
prehensive Course  in  Psychoanalysis  at  New 
York  Medical  College,  a three-year  postgraduate 
course  said  to  be  the  first  psychoanalytic  train- 
ing program  affiliated  with  a medical  school. 
Dr.  Silverberg  was  a member  of  the  American 
Psychiatric  Association,  the  American  Psycho- 
analytic Association,  the  Academy  of  Psycho- 
analysis, the  New  York  County  Medical  So- 
ciety, the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Emanuel  Singer,  M.D.,  of  New  York  City, 
died  on  November  5 at  his  home  at  the  age  of 
eighty-one.  Dr.  Singer  graduated  in  1907  from 
University  and  Bellevue  Hospital  Medical 
College.  He  was  a consulting  physician  in 
pulmonary  disease  at  Jewish  Memorial  Hospital, 
a consulting  physician  at  Liberty  Maimonides 
Hospital,  of  which  he  was  a founder,  an  adjunct 
physician  in  chest  diseases  at  New  York  Poly- 
clinic Hospital,  and  an  attending  physician  at 
Sea  View  Hospital  and  Home.  In  1965  he 
received  the  Howard  Lillianthal  Award  from 
the  American  College  of  Chest  Physicians  for 
his  outstanding  contributions  to  the  treatment 
of  diseases  of  the  chest.  Dr.  Singer  was  a 
Fellow  of  the  American  College  of  Chest 
Physicians  and  a member  of  the  American 
Thoracic  Society,  the  New  York  County  Medi- 
cal Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  As- 
sociation. 

Sydney  Solomon,  M.D.,  of  Stamford,  died  on 
September  9 at  his  home  at  the  age  of  sixty. 
Dr.  Solomon  graduated  in  1933  from  Columbia 
University  College  of  Physicians  and  Surgeons. 
He  was  an  attending  physician  at  Community 
Hospital.  Dr.  Solomon  was  a Diplomate  of 
the  American  Board  of  Internal  Medicine,  a 
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Fellow  of  the  American  College  of  Physicians, 
and  a member  of  the  New  York  Academy  of 
Medicine,  the  Delaware  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 


Isidore  Uviller,  M.D.,  of  Hewlett,  died  on 
September  29  at  his  home  at  the  age  of  seventy- 
one.  Dr.  Uviller  graduated  in  1918  from  Uni- 
versity and  Bellevue  Hospital  Medical  College. 
He  was  an  associate  attending  pediatrician 
(off  ward  service)  at  Brookdale  Hospital  Cen- 
ter. Dr.  Uviller  was  a Diploma te  of  the  Ameri- 
can Board  of  Pediatrics  and  a member  of  the 
Medical  Society  of  the  County  of  Kings,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 


Hobart  Sanford  Van  Nostrand,  M.D.,  of 

Little  Neck,  died  on  October  5 at  the  age  of 
seventy-five.  Dr.  Van  Nostrand  graduated  in 
1917  from  Johns  Hopkins  University  School  of 
Medicine.  He  was  an  honorary  physician 
at  North  Shore  Hospital  (Manhasset).  Dr. 


Van  Nostrand  was  a member  of  the  Nassau 
County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Jacques  Wellmann,  M.D.,  of  Flushing,  died 
on  October  17  at  his  home  at  the  age  of  sixty- 
eight.  Dr.  Wellmann  received  his  medical 
degree  from  the  University  of  Hamburg  in  1924. 
He  was  a member  of  the  Medical  Society  of  the 
County  of  Queens,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Charles  Joseph  Wells,  M.D.,  of  Syracuse, 
died  on  July  31  at  the  age  of  eighty-six.  Dr. 
Wells  graduated  in  1908  from  Syracuse  Uni- 
versity College  of  Medicine.  He  was  a Dip- 
loma te  of  the  American  Board  of  Anesthesiology, 
a Fellow  of  the  American  College  of  Anesthesiol- 
ogists, and  a member  of  the  Syracuse  Academy 
of  Medicine,  the  Onondaga  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 


Medical  Society  of  the  State  of  New  York 
Annual  Convention 


February  11  through  15,  1968 
The  Americana,  New  York  City 
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PHYSICIANS  WANTED 


INTERNIST  OR  FAMILY  PHYSICIAN  FOR  MEDICAL 
group,  suburb  New  York  City.  Initial  contract  leading  to 
partnership.  Starting  salary  up  to  $19,000.  Include  com- 
plete curriculum  vitae  in  reply.  Box  574,  % NYSJM. 


PSY  CHIATRIC  RESIDENCIES— PENNSYLVANIA 

Hospital  with  outstanding  teaching,  therapy  and  research 
programs  and  large  medical  staff  offers  fully  accredited  3- 
year  training  to  physicians  desiring  certification.  Resi- 
dency includes  individual  supervision  of  Psychotherapy, 
experience  on  adolescent  wards  and  out-patient  therapy  of 
children,  college  students  and  adults.  Program  supple- 
mented by  regular  scheduled  guest  lecturers  and  three- 
months  intensive  graduate  lecture  course  at  Eastern  Penn- 
sylvania Psychiatric  Institute.  Salary  range — $11,000— 
$12,000  if  licensed,  plus  additional  benefits.  G.P.  grants 
available.  Residencies  begin  January  and  July.  Write- — - 
Warren  State  Hospital,  Box  249,  Warren,  Pennsylvania 
13665  for  details. 


ALLEGANY:  PSYCHIATRIST  TO  DIRECT  NEW 

community  mental  health  center.  Will  assist  in  develop- 
ing services.  Program  in  planning  stage.  Fine  oppor- 
tunity for  man  of  vision  to  help  create  pioneer  service  in 
area.  Salary  up  to  $25,000.  Extensive  private  practice 
could  be  developed  in  addition  to  director  duties.  Oppor- 
tunity for  part-time  teaching,  graduate  level,  nearby  uni- 
versity. Staff  of  center  to  include  clinical  psychologist, 
psychiatric  social  workers  and  secretary.  Write:  Dr. 

William  L.  Pulos,  Box.  1166,  Alfred,  N.  Y.  14802;  or  call 
Dr.  Pulos  person-to-person  collect  587-5611. 


PEDIATRICIAN  WANTED  TO  JOIN  TWO  OTHER 
Board  pediatricians  as  partner  after  the  first  year.  Locale 
— South  Shore,  Long  Island.  Ideal  area  for  raising  family. 
Two  large  hospitals  with  open  staffs.  Starting  salary 
$18,000  per  year.  Address  Box  603-P,  Bay  Shore,  New 
York  11706. 


WANTED:  PHYSICIAN  UNDER  35  TO  SHARE  BUSY 
practice  with  young  G.P.  in  suburban  area  of  Queens. 
Must  have  N.Y.  State  license;  be  willing  to  do  O.B.  and 
minor  surgery.  Salary  first  year,  then  increasing  percent- 
age to  full  partnership.  Box  597 , % NYSJM. 


FELLOWSHIPS  IN  PSYCHIATRY:  APPLICATIONS 

are  being  accepted  for  training  in  a fully  approved  three 
year  program  designed  to  provide  a well  rounded  ex- 
perience in  diagnosis,  in  patient,  and  out-patient  treat- 
ment of  children  and  adults,  and  forensic  and  community 
psychiatry,  through  didactic  courses  and  intensive  super- 
vision by  attending  staff  connected  with  various  medical 
schools  and  analytic  institutions  in  New  York  City  area. 
Opportunity  for  elective  work  in  variety  of  fields  of 
special  insterest  (community,  forensic  or  college  psychiatry 
and  research).  Applicants  must  have  had  three  years 
experience  in  general  practice  or  medical  specialty  other 
than  psychiatry.  Stipend  $12,000  per  year.  Write 
Director  of  Psychiatry,  Grasslands  Hospital,  Valhalla, 
New  York  10595. 


ASSOCIATE  MEDICAL  DIRECTOR  FOR  CLINICAL 
and  research  hospital  in  Adirondack  region  of  New  York 
State.  Training  in  pulmonary  diseases  and  /or  physiology 
desirable.  Salary  open,  depending  upon  applicant’s  qual- 
ifications. Write:  L.  Fred  Ayvazian,  M.D.,  Will  Rogers 
Hospital,  Saranac  Lake,  New  York  12983. 


INTERNIST  OR  GENERAL  PRACTITIONER,  50 
miles  north  of  New  York  City;  Well  established,  lucra- 
tive practice;  no  obstetrics.  Modem  9-room  air  con- 
ditioned office;  Sanborn  Twinbeam  ECG  phonocardio- 
graph,  Westinghouse  X-ray  100  MAMP,  ultrasonic  and 
short-wave  diathermy.  Accredited,  open-staff,  newly  built 
hospital  with  intensive  care  unit.  $18,000  opportunity  for 
partnership.  Include  curriculum  vitae  in  reply.  Box  604, 
% NYSJM. 


PHYSICIANS  WANTED— CONT’D 


ENJOY  THE  ADVANTAGES  OF  CLEAN  AIR  AND 
country  living.  Small,  picturesque  community  in  upstate 
N.  Y.  seeks  doctor  to  take  over  established  practice. 
Generous  offer  on  3 suite  medical  center  now  occupied  by 
dentist.  School  District  contracts  available.  Write: 
Westview  Station,  Box  185,  Binghamton,  N.  Y.  13905,  or 
Box  607,  % NYSJM. 


INTERNSHIPS,  AMA  APPROVED,  ROTATING.  175 
beds.  Annual  stipend  $7,200  plus  modern  apartments. 
Openings- — April,  June  1968.  Apply:  Administrator, 

St.  Joseph’s  Hospital,  127  S.  Broadway,  Yonkers,  N.  Y. 
10701. 


RADIOLOGIST,  ASSOCIATE;  A HIGH  LEVEL,  FULL 
time  position  in  a renowned  medical  center  with  full 
medical,  research,  teaching  facilities  and  medical  school 
affiliation.  Salary,  benefits  and  opportunity  to  grow  pro- 
fessionally in  specialized  area  of  radiology  are  outstanding. 
N.  Y.  State  license  and  Board  certification  are  prerequi- 
sites. Write,  indicating  salary  desired,  to  Alex  Norman, 

M. D.,  Director  of  Diagnostic  Roentgenology,  Hospital 
for  Joint  Diseases  & Medical  Center,  1919  Madison  Ave., 

N.  Y„  N.  Y.  10035. 


INTERNIST,  PEDIATRICIAN,  GENERAL  PRACTI- 
tioner  wanted  to  join  well-established  group.  Upstate 
town  100  miles  from  N.Y.C.  Excellent  salary  with  definite 
partnership  arrangements.  Box  612,  % NYSJM. 


PARTNERSHIP:  YOUNG  PHYSICIAN  NOW  IN  PRAC- 
tice,  up  state  New  York,  seeking  a partner.  Medical 
population  400,000.  Limited  to  general  practice,  internal 
medicine,  industrial  medicine.  Replies:  A.  V.  De  Iorio, 

M.D.,  1438  Genesee  St.,  Utica,  N.Y.  13502. 


GENERAL  SURGEON,  BOARD  ELIGIBLE  OR  CERTI- 
fied,  for  association  leading  to  partnership  with  established 
surgeon  in  suburban  Long  Island  community.  Military 
obligations  should  be  completed.  Write  details  of  train- 
ing and  background  to  Box  614,  % NYSJM. 


400  BED  COMMUNITY  HOSPITAL  DESIRES  BOARD 
qualified  internists  and  general  surgeons  to  work  as  post- 
residency house  physicians.  Position  is  new,  teaching  is 
excellent.  One  year  contract  and  no  outside  practice. 
$25,000  per  year.  Call  Personnel,  Mercy  Hospital,  Rock- 
ville Centre,  N.Y.,  Monday  through  Friday,  1-4  p.m. 
Position  starts  July  1,  1968.  (516)  RO  4-4400. 


ANESTHESIOLOGIST,  YOUNG,  BOARD  ELIGIBLE, 
licensed  New  York.  Immediate  opening.  Complete 
information  to  H.  J.  Powers,  M.D.,  Director,  Dept. 
Anesthesiology,  Deepdale  General  Hospital,  55-15  Little 
Neck  Parkway,  Little  Neck,  New  York. 


WANTED:  LABORATORY  DIRECTOR  & CHIEF 

Pathologist,  for  200  bed  hospital  Upstate  New  York. 
Remuneration  arrangements  are  ethical  and  amount 
negotiable.  Box  617,  % NYSJM. 


EQUIPMENT 


FOR  SALE:  YOUNG  CYSTOSCOPIC  TABLE  WITH  100 
M.A.  Mattson  unit  and  Bucky,  excellent  condition.  Best 
offer.  Box  615,  % NYSJM. 
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For  free  information  on  how  you  can  prevent 
blindness  and  save  sight  write  to  the 

NATIONAL  SOCIETY  FOR  THE 
PREVENTION  OF  BLINDNESS,  INC. 

79  MADISON  AVENUE 
NEW  YORK,  N.Y.  10016 


PRACTICES  FOR  SALE  OR  RENT 


WELL  ESTABLISHED,  LUCRATIVE,  ACTIVE  RURAL 
medical  practice  for  sale.  Large,  modem  home  and  well 
equipped  office  combination.  55-60  miles  from  New  York 
City.  Two  modem  hospitals  within  6 mile  radius.  Sell- 
ing because  of  recent  illness.  Box  602,  % NYSJM. 


POSITIONS  WANTED 


G.P.  AND  DERMATOLOGIST,  AGE  37,  SINGLE,  SEEKS 
change  of  pace  with  industrial  medicine  as  clinic  physician 
or  medical  liaison  representative;  (no  research  or  surgery). 
Full  time;  $18,000  minimum.  New  York  City  only. 
Will  travel.  Box  616,  % NYSJM. 


MISCELLANEOUS 


OFFICE  PLANNING.  FROM  ARCHITECTURAL 
drafting,  blue  prints,  through  finished  interiors,  by  trained 
interior  designer  with  medical  background.  S.  L.  Emmet, 
415  East  52nd  St.,  N.Y.C.  PL  1-2877. 


BILLS  COLLECTED— ABUSE  IS  RULED  OUT— 
tactful  yet  successful' — 40  years  of  top  service  to  doctors 
and  hospitals- — Mail  billhead  for  details.  Crane  Dis- 
count Corp.,  220  W.  42nd  St.,  New  York,  N.Y.  10036. 
LO  5-2943. 


ELECTROLYSIS:  PUT  YOURSELF  IN  OUR  HANDS 
with  confidence.  Superfluous  hair  removed  permanently 
without  scars.  No  case  too  small,  no  case  too  far  advanced. 
Special  attention  and  care  given  to  young  girls.  Free 
consultation,  by  appointment.  Lucille  Bouchard,  R.  I.  li- 
cense. 174  East  82nd  Street,  New  York,  N.  Y.  RE  7-1066. 


REAL  ESTATE  FOR  SALE  OR  RENT 


GROUP  PRACTICE:  3 OFFICE  SUITES  AVAILABLE 
in  new  Kinnelon  Medical  Center,  28  miles  from  N.  Y.  C. 
in  northern  New  Jersey.  Present  medical  occupants  are  a 
surgeon,  gynecologist  and  Cancer  Detection  and  Research 
Center,  Inc.  Call  (212)  RE- 7-9488. 


NEW  YORK  DUTCHESS  COUNTY:  NEW  MEDICAL 
building  in  Wappingers  Falla,  Poughkeepsie  area,  occupied 
by  D.D.S.,  orthodontist,  and  Ob-Gyn.  Office  available 
for  all  specialties.  Critical  physican  shortage  because  of 
population  explosion.  Address:  Martin  Rabin  D.D.S.,  65 
South  Clinton  St.,  Poughkeepsie.  N.  Y.  (914)  454-0322 


FOR  SALE:  STONY  BROOK,  SETAUKET,  L.I.  AREA. 
Large  4-bedroom  colonial  home  with  separate  4-room  pro- 
fessional suite  on  professional  location.  Area  needs 
physician.  (516)  751-3007. 


FRESH  MEADOWS,  QUEENS.  MEDICAL  OFFICE 
for  rent.  Est.  25  yrs.  No  equipment.  Practice  waiting 
for  G.P.,  internist,  or  pediatrician.  Unopposed.  Will 
introduce.  (212)  OL  7-9641. 


ARRANGE  NOW  TO  VACATION  ON  CAPE  COD  NEXT 
summer.  Numerous,  ideal  properties  available  for  rent 
at  this  time.  Also,  many  suitable  properties  ideal  for 
2nd  home  and/or  future  retirement  for  sale.  Prompt 
replay  to  inquiries.  David  Ramsay,  Jr.,  Real  Estate 
Broker,  4 Mohawk  Lane,  South  Harwich,  Mass.  02661. 
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Facial  defects  following  cancer  surgery,  use  of  local  tissues  for 
repair  of,  2604 

Fallopian  tube,  torsion  of  undiseased,  in  premenarchal  fe- 
male, 1900 

Familial  Amyotrophic  Lateral  Sclerosis  (Fleck  and  Zurrow), 
2368 

Fatal  Lactic  Acidosis  During  “Crash”  Reducing  Diet  (Ber- 
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and  clinical  implications,  2215 
Ileum,  intussusception  due  to  pyogenic  granuloma  of,  2135 
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Radiology  and  Pathology],  3251 
Modem  Treatment  of  Tuberculosis  (Monroe),  3079 
Mongolism:  allergy  survey  of  children  with  Down’s  syn- 

drome [Proceedings,  New  York  Allergy  Society],  1871 
Mongols,  galactose-l-phosphate  uridyl  transferase  in,  2714 
Morals,  Ethics,  and  Religion  [The  Adolescent’s  Crises 
Today]  (Symposium)  (Pacella),  1975 
Murmur,  diastolic,  fever,  and  shortness  of  breath  [Clinico- 
pathologic Conference],  3122 

Muscle  deformity:  arthrogryposis  multiplex  congenita, 

3139 

Narcotic  addict  with  Marfan’s  syndrome,  staphylococcal 
endocarditis  in,  2362 

Narcotic  addicts,  serologic  tests  for  syphilis  among,  2967 
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Narcotics  addiction 

banana  smoking;  chromatographic  analysis  of  baked 
skins,  2983 

drug  addiction  and  gynecomastia,  2494 

peyote  cult,  mescaline  hallucinations,  and  model  psychosis, 
2838 

ten  months  experience  with  LSD  users  admitted  to  county 
psychiatric  receiving  hospital,  1849 
Neoplasm,  auto- immune  disease  with,  1907 
Neoplasm,  ischial  epiphysis  simulating,  traumatic  avulsion 
of  [Correlation  Conferences  in  Radiology  and  Pathology], 
2488 

Nestorians,  role  of,  in  preservation  of  Greek  medicine  [His- 
tory of  Medicine],  3263 

Neurogenic  lesions,  lower  motor,  in  group  of  Vietnamese 
paraplegic  patients,  urologic  aspects  of,  2463 
Neurologic  and  psychiatric  consultations,  importance  of,  in 
a general  hospital,  2720 

Neurologic  impairment:  educationally  handicapped  child, 

2823 

Newborn  infant:  respiratory  distress  and  convulsions  in 

newborn  [Correlation  Conferences  in  Radiology  and 
Pathology],  2761 

New  Intrauterine  Device;  Pilot  Study  (Esposito,  Zarou, 
Perticucci,  and  Zarou) , 3242 
New  Jaw  Spreader  for  Trismus  (Abelson),  2344 
New  York  City,  malaria  in,  2601 
New  York,  urban,  sports  medicine  in,  2381 
Nipple  Discharge;  Significance  and  Treatment  (Leis,  Dursi, 
and  Mersheimer),  3105 

Nitrous  oxide-oxygen  anesthesia,  severe  gastrointestinal  dis- 
tention during  [Clinical  Anesthesia  Conference],  2117 
Nutrition  Reports  (Series),  1889,  2491,  3130 

Obstetric  review,  analysis  of;  Rochester  region  perinatal 
study,  3021 

Ocular  pathology;  Cogan’s  syndrome,  2249 
Old  People  and  Illness:  Will  Medicare  Make  a Difference? 

[Advances  in  Medical  Care  of  the  Elderly]  (Symposium) 
(Shanas) , 3205 

Oriental  male,  Bloom’s  syndrome  in,  3258 

Otolaryngologic  maneuver,  adult  Hemophilus  influenzae 
meningitis  caused  by,  2125 

Outlook  for  Clinical  Pharmacology  in  1977  [Medical  Com- 
munications in  1977]  (Symposium)  (Hutcheon),  2732 
Oxygen-nitrous  oxide  anesthesia,  severe  gastrointestinal  dis- 
tention during  [Clinical  Anesthesia  Conference],  2117 

Pacing,  transvenous  cardiac,  2223 

Pain  and  Awareness  During  Surgical  Anesthesia  [Clinical 
Anesthesia  Conference],  2623 
Pain,  low  back,  2449 

Pancoast’s  Tumor;  Five-Year  Survival  After  Combined 
Radiotherapy  and  Surgery  (Doehner,  Marcus,  and  Wolff), 
2378 

Pancreas,  radioisotope  scanning  of,  2325 

Paraplegic  patients,  Vietnamese,  urologic  aspects  of  lower 
motor  neurogenic  lesions  in  group  of,  2463 
Parenteral  Win  20,228  as  Analgesic  in  Labor  (Freedman, 
Tafeen,  and  Harris),  2849 

Parents  of  Adolescents  Need  Help  Too  (Helfat),  2764 
Pediculosis  pubis:  pruritic  dermatoses  of  female  genitalia; 

guide  to  clinical  diagnosis,  3111 
Penicillin-induced  immunohemolytic  anemia;  abstracts 
[Proceedings,  New  York  Allergy  Society],  1874 
Perchloroethylene,  accidental  exposure  to,  2359 
Pericardial  Effusions  and  Echocardiography;  False  Results 
with  Ultrasound  Reflection  Method  (Goldschlager,  Free- 
man, and  Davis),  1854 

Peritonitis:  intermittent  intestinal  obstruction  and  protein- 

losing enteropathy  [Clinicopathologic  Conference],  2346 
Pernicious  Anemia,  Polycythemia  Vera,  and  Acute  Mye- 
logenous Leukemia  in  Same  Patient  (Rosner,  Rubenberg, 
and  Alter),  2119 

Peyote  Cult,  Mescaline  Hallucinations,  and  Model  Psychosis 
(Pelner),  2838 

Pharmacology,  clinical,  outlook  for  in  1977  [Medical  Com- 
munications in  1977]  (Symposium),  2732 
Pharmacotherapy:  educationally  handicapped  child,  2823 

Photoscanning,  liver,  with  technetium  99m  sulfur  colloid 
[Recent  Advances  in  Medicine  and  Surgery],  3118 
Pigeon  breeder’s  lung:  miliary  pulmonary  disease  [Cor- 

relation Conferences  in  Radiology  and  Pathology],  3251 
Plastic  surgery:  use  of  local  tissues  for  repair  of  facial  de- 

fects following  cancer  surgery,  2604 
Pleural  Effusion  and  Pleural  Tumor  [Correlation  Confer- 
ences in  Radiology  and  Pathology],  3013 
Pleural  effusion:  rheumatoid  lung,  2014 

Pollen  extracts,  ragweed,  prepared  by  sonication  and  other 
methods;  abstracts  [Proceedings,  New  York  Allergy  So- 
ciety], 1874 

Polycythemia  vera,  pernicious  anemia,  and  acute  mye- 
logenous leukemia  in  same  patient,  2119 
Polycythemia  with  renal  mass  lesion  [Correlation  Confer- 
ences in  Radiology  and  Pathology],  2246 
Postmortem  and  antemortem  diagnoses,  lack  of  correlation 
between,  2081 

Postoperative  Hypotension  [Clinical  Anesthesia  Confer- 
ence], 1893 
Pregnancy 

amniotic  fluid  embolism,  2085 

anesthetic  management  of  patient  with  septic  abortion 


[Clinical  Anesthesia  Conference],  3137 
new  intrauterine  device;  pilot  study,  3242 
parenteral  Win  20,228  as  analgesic  in  labor,  2849 
sex  and  the  adolescent  [The  Adolescent’s  Crises  Today] 
(Symposium) , 1967 

Pregnancy  with  Diabetes  Mellitus  and  Addison’s  Disease 
(Strickland  and  Sode),  2127 

Pregnant  schoolgirl,  problems  of  the;  an  attempted  solu- 
tion, 2332 

Pressure,  central  venous,  in  cardiac  surgery,  3101 
Preventable  Psychotic  Episode  (Lulow),  2882 
Principles  of  Respiratory  Studies  in  Drug  Evaluation  (Steen)  , 
3232 

Problems  in  Global  Medicine  (Symposium) , 2454 
Problems  of  the  Pregnant  Schoolgirl;  An  Attempted  Solu- 
tion (Osofsky,  Hagen,  Braen,  Wood,  and  DiFlorio),  2332 
Proceedings,  New  York  Allergy  Society  (Series),  1866,  2468 
Progressive  Dysphagia,  Cardiac  Arrhythmias,  and  Congestive 
Heart  Failure  [Clinicopathologic  Conference],  2239 
Progressive  Renal  Disease  and  Bone  Lesions  [Clinicopatho- 
logic Conference],  2613 

Prolonged  Survival  in  Abdominal  Lymphosarcoma  with  Very 
Late  Onset  of  Auto-Immune  Hemolytic  Anemia  (Tobin  and 
Argano),  2132 

Prominent  Respiratory  Symptoms,  Abnormal  Chest  X-Ray 
Film,  Renal  Failure,  and  Fulminating  Clinical  Course 
[Clinicopathologic  Conference],  2752 
Promotion  and  advertising,  medical  [Medical  Communica- 
tions in  1977]  (Symposium),  2739 
Protein-losing  enteropathy  and  intermittent  intestinal  ob- 
struction [Clinicopathologic  Conference],  2346 
Proteinosis,  pulmonary  alveolar,  2139 

Pruritic  Dermatoses  of  Female  Genitalia;  Guide  to  Clinical 
Diagnosis  (Barker),  3111 

Pruritus,  weight  loss,  and  dark-colored  urine,  recent  onset  of 
[Clinicopathologic  Conference],  2103 
Psoriasis:  pruritic  dermatoses  of  female  genitalia;  guide  to 

clinical  diagnosis,  3111 

Psychiatry  and  neurologic  consultations,  importance  of,  in  a 
general  hospital,  2720 

Psychoanalysis:  beyond  Blauberman;  a chronicle  of  dis- 

illusion, 2232 
Psychologic  disturbances 

clinical  considerations  of  cerebral  dysfunction  in  children, 
2320 

educationally  handicapped  child,  2823 
preventable  psychotic  episode,  2882 
Psychosis,  model,  peyote  cult,  and  mescaline  hallucinations, 
2838 

Psychotic  episode,  preventable,  2882 

Puberty:  [The  Adolescent’s  Crises  Today]  (Symposium), 

1965 

Pulmonary 

airway  problem  during  thoracic  surgery  in  patient  with 
tuberculosis  [Clinical  Anesthesia  Conference],  2357 
disease,  miliary  [Correlation  Conferences  in  Radiology 
and  Pathology],  3251 
diseases,  lung  scanning  in,  2089 

principles  of  respiratory  studies  in  drug  evaluation,  3232 
prominent  respiratory  symptoms,  abnormal  chest  x-ray 
film,  renal  failure,  and  fulminating  clinical  course  [Clini- 
copathologic Conference],  2752 
respiratory  distress  and  convulsions  in  newborn  [Correla- 
tion Conferences  in  Radiology  and  Pathology],  2761 
rheumatoid  lung,  2014 

stenosis,  mild,  differential  diagnosis  of,  and  small  atrial 
septal  defects,  2877 

tuberculosis  deaths  among  persons  under  age  forty-five, 
2986 

see  also  Lung 

Pulmonary  Alveolar  Proteinosis  (Lynton  and  Borrelli),  2139 
Pulmonary  Diseases  [Problems  in  Global  Medicine]  (Sym- 
posium) (Houk),  2461 

Pulmonary  Emphysema:  Clinical  Problem  (Fishman),  2573 
Purple  Island  of  Phineas  Fletcher  (1582-1650);  Classical 
Anatomy’s  Last  Stand  [Medical  Arts  and  Letters]  (Ober), 
2630 

Pyogenic  granuloma  of  ileum,  intussusception  due  to,  2135 

Radar:  sensation  of  hearing  in  electromagnetic  fields,  2992 
Radioisotope  Scanning  of  Pancreas  (Sodee),  2325 
Radiotherapy  and  surgery,  five-year  survival  after  combined; 
Pancoast’s  tumor,  2378 

Ragweed  pollen  extracts  prepared  by  sonication  and  other 
methods;  abstracts  [Proceedings,  New  York  Allergy  So- 
ciety], 1874 

Recent  Advances  in  Medicine  and  Surgery  (Series),  1875, 
2027, 2474, 2998, 3118 

Recent  Onset  of  Pruritus,  Weight  Loss,  and  Dark-Colored 
Urine  [Clinicopathologic  Conference],  2103 
Records,  medical,  infant,  evaluation  of,  1911 
Red  Hair  and  Iron  [Nutrition  Reports]  (Flesch),  2491 
Reducing  diet,  “crash,”  fatal  lactic  acidosis  during,  2258 
Religion,  morals,  and  ethics  [The  Adolescent’s  Crises  Today] 
(Symposium),  1975 
Renal 

disease,  progressive,  and  bone  lesions  [Clinicopathologic 
Conference],  2613 

failure,  prominent  respiratory  symptoms,  abnormal  chest 
x-ray  film,  and  fulminating  clinical  course  [Clinico- 
pathologic Conference],  2752 
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see  also  Kidney 

Renal  Manifestations  of  Boeck’s  Sarcoid  (Abrams),  2019 
Renal  Mass  Lesion  with  Polycythemia  [Correlation  Con- 
ferences in  Radiology  and  Pathology],  2246 
Respiratory  Arrest  in  Asthma  [Proceedings,  New  York 
Allergy  Society]  (Diamond  and  Levovsky),  1866 
Respiratory  Distress  and  Convulsions  in  Newborn  [Correla- 
tion Conferences  in  Radiology  and  Pathology],  2761 
Respiratory  studies  in  drug  evaluation,  principles  of,  3232 
Respiratory  symptoms,  prominent,  abnormal  chest  x-ray 
film,  renal  failure,  and  fulminating  clinical  course  [Clinico- 
pathologic  Conference],  2752 

Retroperitoneal  mass  lesions,  arteriography  in  evaluating 
[Recent  Advances  in  Medicine  and  Surgery],  1875 
Rheumatoid  Lung  (Rubin),  2014 

Rochester  region  perinatal  study;  analysis  of  obstetric  re- 
view, 3021 

Role  of  Nestorians  in  Preservation  of  Greek  Medicine  [His- 
tory of  Medicine]  (Reznikoff  and  Reznikoff),  3263 
Rupture  of  esophagus,  spontaneous;  Boerhaave’s  syndrome, 
1859 

Sanitation:  impact  of  disease  [Problems  in  Global  Medi- 

cine] (Symposium),  2454 
Sarcoid,  Boeck’s,  renal  manifestations  of,  2019 
Sarcoidosis:  renal  manifestations  of  Boeck’s  sarcoid,  2019 
Sarcoma:  progressive  dysphagia,  cardiac  arrhythmias, 

and  congestive  heart  failure  [Clinicopathologic  Confer- 
ence], 2239 

Sarcoma,  reticulum  cell,  ileovesical  fistula  due  to,  2264 
Scanning 

lingual  thyroid,  2980 

liver  photoscanning  with  technetium  99m  sulfur  colloid 
[Recent  Advances  in  Medicine  and  Surgery],  3118 
lung,  in  pulmonary  diseases,  2089 
of  pancreas,  radioisotope,  2325 
Schizophrenia:  ten  months  experience  with  LSD  users 

admitted  to  county  psychiatric  receiving  hospital,  1849 
Schoolgirl,  pregnant,  problems  of  the;  an  attempted  solution, 
2332 

Sclerosis,  familial  amyotrophic  lateral,  2368 
Screening  procedures:  some  clinical  observations  in  newly 

discovered  diabetic  patients,  2711 
Sensation  of  Hearing  in  Electromagnetic  Fields  (Ingalls) , 2992 
Sensors,  attached,  telemetry  on  man  without,  2832 
Septal  defects,  atrial,  small,  and  differential  diagnosis  of  mild 
pulmonary  stenosis,  2877 

Septicemia,  cirrhosis,  and  subcutaneous  gas  formation 
[Clinicopathologic  Conference],  2852 
Serologic  Tests  for  Syphilis  Among  Narcotic  Addicts  (Harris 
and  Andrei),  2967 

Severe  Gastrointestinal  Distention  During  Nitrous  Oxide- 
Oxygen  Anesthesia  [Clinical  Anesthesia  Conference],  2117 
Severe  Liver  Toxicity  After  Methyldopa  (Zarday,  Rosenthal, 
and  Wolff),  1897 

Sex  and  the  Adolescent  [The  Adolescent’s  Crises  Today] 
(Symposium)  (Blaine),  1967 

Skin  grafts:  use  of  local  tissues  for  repair  of  facial  defects 

following  cancer  surgery,  2604 

Socioeconomic  Affluence  as  a Factor  [The  Adolescent’s  Crises 
Today]  (Symposium)  (Schonfeld),  1981 
Some  Clinical  Observations  in  Newly  Discovered  Diabetic 
Patients  (Blumenthal  and  Oppenheim),  2711 
Sonication  and  other  methods,  ragweed  pollen  extracts 
prepared  by:  abstracts  [Proceedings,  New  York  Allergy 
Society],  1874 

Space,  outer,  ethical  conduct  in  peaceful  uses  of,  2828 
Spinal  column:  low  back  pain,  2449 

Spleen,  rupture  of  with  Marfan’s  syndrome  and  cystic 
medionecrosis  of  splenic  artery,  2863 
Spontaneous  Rupture  of  Esophagus;  Boerhaave’s  Syndrome 
(Khan  and  Zinner),  1859 

Sports  Medicine  in  Urban  New  York  (Manfredi),  2381 
Staphylococcal  Endocarditis  in  Narcotic  Addict  with  Mar- 
fan’s Syndrome  (Cohen  and  Kaye),  2362 
Stenosis,  mild  pulmonary,  differential  diagnosis  of,  and  small 
atrial  septal  defects,  2877 

Sternal  tumor  mass,  growth  of,  following  bone  marrow 
aspiration,  2866 

Strictures,  urethral,  treatment  of  [Recent  Advances  in 
Medicine  and  Surgery],  2998 

Summary  [The  Adolescent’s  Crises  Today]  (Symposium) 
(Forstenzer),  2002 
Surgery 

and  radiotherapy,  five-year  survival  after  combined; 
Pancoast’s  tumor,  2378 

cancer,  use  of  local  tissues  for  repair  of  facial  defects  fol- 
lowing, 2604 

cardiac,  central  venous  pressure  in,  3101 
cryoextraction  of  lens,  3247 
major  amputations  of  extremities,  3086 
pain  and  awareness  during  surgical  anesthesia  [Clinical 
Anesthesia  Conference],  2623 
thirty-year  surgical  experience  with  thyroid  cancer,  2207 
see  also  Clinical  Anesthesia  Conference  (Series),  Recent 
Advances  in  Medicine  and  Surgery  (Series) 

Syphilis,  serologic  tests  for,  among  narcotic  addicts,  2967 

Technetium  99m  sulfur  colloid,  liver  photoscanning  with 
[Recent  Advances  in  Medicine  and  Surgery],  3118 
Telangiectasia:  Bloom’s  syndrome  in  Oriental  male,  3258 

Telemetry  on  Man  Without  Attached  Sensors  (Shafer),  2832 


Ten  Months  Experience  with  LSD  Users  Admitted  to 
County  Psychiatric  Receiving  Hospital  (Blumenfield  and 
Glickman),  1849 

Testis:  acute  leukemia  seen  as  testicular  tumor,  1903 

The  Medical  Environment  in  1977  [Medical  Communications 
in  1977]  (Symposium)  (Roney),  2726 
The  Medical  Practitioner  in  1977  [Medical  Communications 
in  1977]  (Symposium)  (Laufman),  2746 
The  Medical  Writer  in  1977  [Medical  Communications  in 
1977]  (Symposium)  (Silber),  2743 
Thiopental  anesthesia,  influence  of  doxapram  hydrochloride 
on  recovery  from,  3236 

Thirty- Year  Surgical  Experience  with  Thyroid  Cancer  (Mc- 
Govern and  Mannix),  2207 

Thomas  Campion,  M.D.  (1567-1620);  Scamp  of  Fleet  Street 
[Medical  Arts  and  Letters]  (London),  3269 
Thoracic  surgery,  airway  problem  during,  in  patient  with 
tuberculosis  [Clinical  Anesthesia  Conference],  2357 
Thyroid 

cancer,  thirty-year  surgical  experience  with,  2207 
lingual,  2980 

progressive  renal  disease  and  bone  lesions  [Clinicopathologic 
Conference],  2613 

Tissues,  local,  use  of,  for  repair  of  facial  defects  following 
cancer  surgery,  2604 

Torsion  of  Undiseased  Fallopian  Tube  in  Premenarchal  Fe- 
male (Sherman  and  Greenwald),  1900 
Transvenous  Cardiac  Pacing  (Furman,  Escher,  and  Solomon), 
2223 

Traumatic  Avulsion  of  Ischial  Epiphysis  Simulating  Neo- 
plasm [Correlation  Conferences  in  Radiology  and  Pa- 
thology], 2488 

Treatment  of  Carcinoma  of  Cervix;  1956  to  1960  (Truskett, 
Constable,  and  Anderson) , 2844 
Treatment  of  Urethral  Strictures  [Recent  Advances  in  Medi- 
cine and  Surgery]  (Reid,  Vazakas,  and  Newman),  2998 
Trismus,  new  jaw  spreader  for,  2344 

Tropical  medicine:  problems  in  global  medicine  (Sym- 

posium), 2454 

Tropics,  medicine  and  diplomacy  in,  2229 
Tuberculosis 

airway  problem  during  thoracic  surgery  in  patient  with 
[Clinical  Anesthesia  Conference],  2357 
endocardial,  2868 

lung  scanning  in  pulmonary  diseases,  2089 
mediastinal,  simulating  esophageal  tumor  [Correlation 
Conferences  in  Radiology  and  Pathology],  2033 
modern  treatment  of,  3079 

pulmonary  diseases  [Problems  in  Global  Medicine] 
(Symposium),  2461 

Tuberculosis  Deaths  Among  Persons  Under  Age  Forty-Five 
(Katz  and  Brightman),  2986 
Tumor  (s) 

arteriography  in  evaluating  retroperitoneal  mass  lesions 
[Recent  Advances  in  Medicine  and  Surgery],  1875 
esophageal,  mediastinal  tuberculosis  simulating  [Correla- 
tion Conferences  in  Radiology  and  Pathology],  2033 
intussusception  due  to  pyogenic  granuloma  of  ileum,  2135 
mass,  sternal,  growth  of,  following  bone  marrow  aspiration, 
2866 

pleural  and  pleural  effusion  [Correlation  Conferences  in 
Radiology  and  Pathology],  3013 
testicular,  acute  leukemia  seen  as,  1903 
value  of  angiocardiography  in  adults,  3219 
see  also  Cancer,  Carcinoma 

Ultrasound  reflection  method,  false  results  with;  pericardia 
effusions  and  echocardiography,  1854 
United  Nations:  ethical  conduct  in  peaceful  uses  of  outer 

space,  2828 

Urethral  strictures,  treatment  of  [Recent  Advances  in  Medi- 
cine and  Surgery],  2998 

Uridyl  transferase,  galactose-l-phosphate,  in  mongols,  2714 
Urologic  Aspects  of  Lower  Motor  Neurogenic  Lesions  in 
Group  of  Vietnamese  Paraplegic  Patients  (Larkin),  2463 
U.S.  Public  Health  Service:  community  cancer  demonstra- 

tion project  grants,  2100 

Urine,  dark-colored,  pruritus,  and  weight  loss,  recent  onset  of 
[Clinicopathologic  Conference],  2103 
Use  of  Local  Tissues  for  Repair  of  Facial  Defects  Following 
Cancer  Surgery  (Rasi) , 2604 
Uterovesical  Fistula  (Tortora  and  Horton),  2374 
Uterus:  amniotic  fluid  embolism,  2085 

Value  of  Angiocardiography  in  Adults  (Steinberg),  3219 
Venous  pressure,  cerebral,  arterial  hypotension  as  temporary 
means  to  control  catastrophic  elevation  of;  experimental 
study,  2096 

Ventilation  During  Anesthesia  (Duncalf  and  Frank),  3090 
Ventilation:  principles  of  respiratory  studies  in  drug  evalua- 

tion, 3232 

Vincristine  Therapy  [Recent  Advances  in  Medicine  and 
Surgery]  (Finkel),  2474 

Waldemar  Mordecai  Wolff  Haffkine  (1860-1930);  Benefactor 
of  Mankind  [Medical  Arts  and  Letters]  (Pelner),  3142 
Weight  loss,  dark-colored  urine,  and  pruritus,  recent  onset  of 
[Clinicopathologic  Conference],  2103 
Win  20,228  as  analgesic  in  labor,  parenteral,  2849 

Y-MED  program:  problems  of  the  pregnant  schoolgirl; 

an  attempted  solution,  2332 
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Accounts  receivable,  factoring  of  disapproved,  2820 
Air  pollution,  2313 

Air  pollution,  importance  of  revamped  transportation  facil- 
ities in  the  control  of,  3076 
Anderton,  Walter  Palmer,  1961 
A promising  use  for  the  computer,  2439 

Biomedicine:  expansion  of  basic  sciences  of  medicine  into 
new  fields  now  at  the  ready  stage,  1843 

Christmas,  1967,  3201 

Community  Medical  Assistance  Plan  to  furnish  practicing 
physicians  to  communities  that  need  them,  experience 
with  the,  2963 

Computer,  promising  use  for,  2439 
Costs  of  operating  medical  schools,  1961 

Diabetes,  new  classification  of,  2565 
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. . . and  is  so  well  tolerated.  Bronkotabs 

makes  breathing  easier  for  the  asthmatic.  Its  unique 
combination  of  ingredients  provides  fast,  sustained 
bronchodilation,  plus  expectorant  action  to  help  clear 
airways  of  tenacious,  spasm-triggering  phlegm.  “Effective 
expectoration  of  thinned  secretions. . . with  this  formulation 
has  been  most  encouraging.”1  Patients  stated,  “they  could 
‘cough’  easier  and  ‘get  the  stuff  up’  easier.”2  In  one  asthma 
prophylaxis  study,  excellent  to  good  response  was 
experienced  by  45  of  50  patients — 90%,  with  only  3 noting 
mild  side  effects.1 

BRONKOTABS 

Each  tablet  contains  ephedrme  sullnte  24  my;  glyceryl  yuaiacolate  100  mg;  theophylline  100  mg; 
phenobarbital  8 tng  (warning— may  be  habit-torming/;  thenylciiamme  HCI  10  mg. 


RECOMMENDED  DOSAGE:  One  tablet  every  3 or  4 hours,  not  to 
exceed  five  times  daily.  Children  over  six:  one  half  adult  dose. 
Dosage  should  be  adjusted  to  the  severity  of  the  condition  and 
response  of  the  individual  patient. 

PRECAUTIONS:  With  Bronkotabs  therapy,  sympathomimetic  side 
effects  are  minimal,  and  there  are  none  of  the  dangers  or  side 
effects  associated  with  steroid  therapy.  However,  frequent  or 
prolonged  use  may  cause  nervousness,  restlessness  or 
sleeplessness.  Bronkotabs  should  be  used  with  caution  in  the 
presence  of  hypertension,  heart  disease,  diabetes  or 
hyperthyroidism. 

SUPPLIED:  Bottles  of  100  scored  tablets. 

References:  1.  Siegel.  C.:  General  Practice  25:12  (Feb.)  1962. 

2.  Lipman,  W.:  Ann.  Allergy  19:1297  (Nov.)  1961. 
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Pernaps  it  isn't  responding 
to  penicillin  Sc  cause  it's 
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‘Use  'Declomycin,  900 mg  faify 


Effectiveness:  DECLOMYCIN  Demclhylchlortetracycline 
should  be  equally  or  more  effective  therapeutically  than  other 
tetracyclines  in  infections  caused  by  organisms  sensitive  to  the 
tetracyclines. 

Contraindication:  History  ol  hypersensitivity  to  demclhyl 
chlortctracycline. 

Warning:  In  renal  impairment,  usual  doses  may  lead  to  ex 
cessive  accumulation  and  liver  toxicity.  Under  such  conditions, 
lower  than  usual  doses  are  indicated,  and,  if  therapy  is  pro- 
longed, serum  level  determinations  may  be  advisable.  A photo- 
dynamic reaction  to  natural  or  artificial  sunlight  has  been 
observed.  Small  amounts  ol  drug  and  short  exposure  may 
produce  an  exaggerated  sunburn  reaction  which  may  range 
from  erythema  to  severe  skin  manifestations.  In  a smaller  pro- 
portion, pholoallergic  reactions  have  been  reported.  Patients 
should  avoid  direct  exposure  to  sunlight  and  discontinue  drug 
at  the  first  evidence  of  skin  discomfort.  Necessary  subsequent 
courses  of  treatment  with  tetracyclines  should  be  carefully 
observed. 

Precautions:  Overgrowth  of  nonsusceptible  organisms  may 
occur.  Constant  observation  is  essential.  If  new  infections  ap- 
pear, appropriate  measures  should  be  taken. 

In  infants,  increased  intracranial  pressure  with  bulging 
fontanels  has  been  observed.  All  signs  and  symptoms  have  dis- 
appeared rapidly  upon  cessation  of  treatment. 


Side  Effects:  Gastrointestinal  system  — anorexia,  nausea,  vomit- 
ing, diarrhea,  stomatitis,  glossitis,  enterocolitis,  pruritus  ani. 
Skin  — maculopapular  and  erythematous  rashes;  a rare  case  of 
exfoliative  dermatitis  has  been  reported.  Photosensitivity: 
onycholysis  and  discoloration  of  the  nails  (rare).  Kidney  — rise 
in  BUN,  apparently  dose  related.  Transient  increase  in  urinary 
output,  sometimes  accompanied  by  thirst  (rare).  Hypersensi- 
tivity reactions  — urticaria,  angioneurotic  edema,  anaphylaxis, 
leeth  — dental  staining  (yellow-brown)  in  children  of  mothers 
given  this  drug  during  the  latter  half  ol  pregnancy,  and  in  chil- 
dren given  the  drug  during  the  neonatal  period,.! nlancy  and 
early  childhood.  Enamel  hypoplasia  has  been  seen  in  a few 
children.  If  adverse  reaction  or  idiosyncrasy  occurs,  discontinue 
medication  and  institute  appropriate  therapy. 

Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or  300  mg  b.i.d. 
Should  be  given  1 hour  before  or  2 hours  after  meals,  since 
absorption  is  impaired  by  the  concomitant  administration  of 
high  calcium  content  drugs,  foods  and  some  dairy  products. 
Treatment  of  streptococcal  infections  should  continue  for  10 
days,  even  though  symptoms  have  subsided. 

Eaton  Agent  Dosage:  1 he  average  adult  daily  dosage  is  900  mg 
in  3 divided  doses  for  six  days. 

Capsules:  150  mg;  Tablets:  film  coated.  300  mg,  150  mg  and 
75mgol  demethylc hlortctracyclinc  HC1. 
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Before  preset  ibing,  please  consult  complete  prod- 
uct information,  a summary  of  which  follows: 
Contraindications:  Infants,  patients  with  history 
of  convulsive  disorders,  glaucoma  or  known  hyper- 
sensitivity to  drug. 

Vi  anting:  Not  of  value  in  the  treatment  of  psy- 
chotic patients,  and  should  not  be  employed  in  lieu 
of  appropriate  treatment. 

Precautions:  Limit  dosage  to  smallest  effective 
amount  in  elderly  or  debilitated  patients  (not  more 
than  1 mg,  one  or  two  times  daily  initially)  to  pre- 
clude ataxia  or  oversedation,  increasing  gradually 
as  needed  or  tolerated.  As  is  true  of  all  CNS-acting 
drugs,  until  correct  maintenance  dosage  is  estab- 
lished, advise  patients  against  possibly  hazardous 
procedures  requiring  complete  mental  alertness  or 
physical  coordination.  Driving  during  therapy  not 
recommended.  In  general,  concurrent  use  with  other 
psychotropic  agents  is  not  recommended.  If  such 
combination  therapy  is  used,  carefully  consider  in- 
dividual pharmacologic  effects  — particularly  with 
known  compounds  which  may  potentiate  action  of 
Valium  (diazepam),  such  as  phenothiazines,  barbi- 
turates, MAO  inhibitors  and  other  antidepressants. 
Advise  patients  against  simultaneous  ingestion  of 
alcohol  or  other  CNS  depressants.  Safe  use  in  preg- 
nancy not  established.  Employ  usual  precautions  in 
treatment  of  anxiety  states  with  evidence  of  im- 
pending depression;  suicidal  tendencies  may  he 
present  and  protective  measures  necessary.  Observe 
usual  precautions  in  impaired  renal  or  hepatic  func- 
tion. Periodic  blood  counts  and  liver  function  tests 
advisable  in  long-term  use.  Cease  therapy  gradually. 
Side  Effects:  Side  effects  (usually  dose-related) 
are  fatigue,  drowsiness  and  ataxia.  Also  reported: 
mild  nausea,  dizziness,  blurred  vision,  diplopia, 
headache,  incontinence,  slurred  speech,  tremor  and 
skin  rash;  paradoxical  reactions  (excitement,  de- 
pression, stimulation,  sleep  disturbances,  acute  hy- 
perexcited  states,  hallucinations);  changes  in  EEG 
patterns  during  and  after  drug  treatment.  Abrupt 
cessation  after  prolonged  overdosage  may  produce 
withdrawal  symptoms  (convulsions,  tremor,  abdom- 
inal and  muscle  cramps,  vomiting,  sweating)  similar 
to  those  seen  with  barbiturates,  meprobamate  and 
chlordiazepoxide  HC1. 

Dosage:  Adults:  Mild  to  moderate  psychoneurotic 
reactions,  2 to  5 mg  b.i.d.  or  t.i.d.;  severe  psycho- 
neurotic reactions,  5 to  10  mg  t.i.d.  or  q.i.d. ; alco- 
holism, 10  mg  t.i.d.  or  q.i.d.  in  first  24  hours,  then 
5 mg  t.i.d.  or  q.i.d.  as  needed;  muscle  spasm  with 
cerebral  palsy  or  athetosis,  2 to  10  mg  t.i.d.  or  q.i.d. 
Geriatric  patients:  1 or  2 mg/ day  initially,  increase 
gradually  as  needed  and  tolerated.  (See  Precau- 
tions.) 

Supplied:  Valium®  (diazepam)  Tablets,  2 mg,  5 
mg  and  10  mg;  bottles  of  50  and  500. 

Roche  Laboratories,  Division  of 
Hoffmann-La  Roche  Inc.,  Nutley,  NJ.  07110 
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Effectiveness:  DECLOMYCIN  Dcmethylchlortetracycline 
shoukl  be  equally  or  more  effective  therapeutically  than  other 
tetracyclines  in  infections  caused  by  organisms  sensitive  to  the 
tetracyclines. 

Contraindication:  History  of  hypersensitivity  to  demethyl- 
chlortctracycline. 

Warning:  In  renal  impairment,  usual  tloses  may  lead  to  ex- 
cessive accumulation  and  liver  toxicity.  Under  such  conditions, 
lower  than  usual  closes  are  indicated,  and,  if  therapy  is  pro- 
longed, scrum  level  determinations  may  be  advisable.  A photo- 
dynamic reaction  to  natural  or  artificial  sunlight  has  been 
observed.  Small  amounts  of  drug  and  short  exposure  may 
produce  an  exaggerated  sunburn  reaction  which  may  range 
front  erythema  to  severe  skin  manifestations.  In  a smaller  pro- 
portion, photoallergic  reactions  have  been  reported.  Patients 
should  avoid  direct  exposure  to  sunlight  and  discontinue  drug 
at  the  first  evidence  of  skin  discomfort.  Necessary  subsequent 
courses  of  treatment  with  tetracyclines  should  be  carefully 
observed. 

Precautions:  Overgrowth  of  nonsusceplible  organisms  may 
occur.  Constant  observation  is  essential.  II  new  infections  ap- 
pear, appropriate  measures  should  be  taken. 

In  infants,  increased  intracranial  pressure  with  bulging 
fontanels  has  been  observed.  All  signs  and  symptoms  have  dis- 
appeared rapidly  upon  cessation  of  treatment. 


Side  Effects:  Gastrointestinal  system  — anorexia,  nausea,  vomit- 
ing, diarrhea,  stomatitis,  glossitis,  enterocolitis,  pruritus  ani. 
Skin  — maculopapular  and  erythematous  rashes;  a rare  case  of 
exfoliative  dermatitis  has  been  reported.  Photosensitivity; 
onycholysis  and  discoloration  of  the  nails  (rare).  Kidney  — rise 
in  BUN,  apparently  dose  related.  Transient  increase  in  urinary 
output,  sometimes  accompanied  by  thirst  (rare).  Hypersensi- 
tivity reactions  — urticaria,  angioneurotic  edema,  anaphylaxis. 
Teeth  — dental  staining  (yellow-brown)  in  children  of  mothers 
given  this  drug  during  the  latter  half  of  pregnancy,  and  in  chil- 
dren given  the  drug  during  the  neonatal  period,  infancy  and 
early  childhood.  Enamel  hypoplasia  has  been  seen  in  a few 
children.  If  adverse  reaction  or  idiosyncrasy  occurs,  discontinue 
medication  and  institute  appropriate  therapy. 

Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or  300  mg  b.i.d. 
Should  be  given  I hour  before  or  2 hours  after  meals,  since 
absorption  is  impaired  by  the  concomitant  administration  of 
high  calcium  content  drugs,  foods  and  some  dairy  products. 
Treatment  of  streptococcal  infections  should  continue  for  10 
days,  even  though  symptoms  have  subsided. 

Eaton  Agent  Dosage:  The  average  adult  daily  dosage  is  900  mg 
in  3 divided  doses  lor  six  days. 

Capsules:  150  mg;  Tablets:  film  coated,  300  mg,  150  mg  and 
75  mg  of  dcmethylchlortetracycline  HC1. 
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